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The following common abhbreviations are used
throughout this document:

DON- Director of Nursing

RN - Regigterad Nurge

CNA- Certified. Nurse Aide
MD3- Minimur Data Set
ADLs- Activities of daily living

Less commonly used abbreviations wil ba - (
annotated in each deficiency

F 221 4B3.13(g) RIGHT TO BE FREE FROM F 221
58=F | PHYSICAL RESTRAINTS

The resident has the right to ke free from any
physical restraints fmposed for purposes of
discipline or convenience, and not requited to
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidencsd
by: :
Based on observatios, staff and resident
Interview, and medical racard and facflity policy
review, te facility failed to ensure 5 of 5 sample
residents (#8, #10, #33, #35, #52) with physical
restraints were assessed and evaluated for the
use of the restraints. The findings ware:

1. Medical racord review showed resident #35
was gdmitted to the facility on 6/12/13 with
diagnoses including dementia, Review of tha
significant change MDS zssessment dated
10/1f13 showed the residant was cogritively
impaired, required asaistance from &iaff for ADLs
and was at fisk for falls, The MDS did ot assess
the resident @s having 2 physical restraint.

LABORATORY DIRECTOR'S CN(J;RDWDERISUPPLIER REPRESENTATIVE'S SIGNATURE p TITLE ‘ [XE) RATE

J } ‘ 'H' A‘ h‘/ 18/ 3
Any deficiency desterment ending with an asterisk {7) dendtes a aefictaney which the inglitution may be sxeused from corracting previding it is determined that
other safeguards provide sufficient pretection to the patients. (Sea instructicns.) Bxcapt for nurelng homes, the findings stated above are disclozabla 90 days

following the daie oF survey whelhier or not a ptan of correction is provided. Por Aursing homas, 1h& sbove findings 2nd plang of correstion sre diselosabla 14

days following the date these documants are made avallable to the Tacility, If deficlancles are oited, an approved plan of correction Is ragquisite to cortinued
nrograe paizipetion.
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 histher wheelchair and was able to salf propel the

-| Indepandently when tha lap buddy was netn

Review of a physician's order dated 10/21/13
showed an order for a lap buddy (2 thick cushion
pléced in a wheelehzir below the armrests
extending to the abdomen) when the resident
Was up In his/her whes{chair, Review of the
nursing progress notes showed fhe resident
stistalned an unwitnessed fall on 10/20/13 and &
lap buddy was utilized =5 an intervention for
preventing falls. The following concerns ware
identifiad: : ‘

a. Observalion on 11/18/13 at 2:15 PM and
periodically an 11/19/18 and 11/20/13 showad the
resident was ssated upright; had & lap buddy in

wheelchair. The resident’s movemasnt was limited
10'sitting In the wheslchair and s/he was unabls to
stand. The resident also had & ¢lip alarm on the
back of the wheeichair attached to the back of
hlether shirt Ohservation on 171/10/13 at 11:37
AM showed CNAs walking with resident in tha
hadl near the nursing station, Qbeervation on
T/20M13 &t 8:60 AM with DON revesled the
resldent was unable to removed the l=p budey
upon request as the resident stated, "1 can't taka
it oft." The DON verifiad the resident ad an
unsteady gait but was abla to stand and walk

place.

b, Review of the medical record further
showex there was no sssessment for the use of
the lap buddy as a physical restraint

2. Medical record revisw showed resident #10
was admitted to the facility on 1/28/12 with
diagnoses Including non-Alzheimar's demeniia.
Review of the quantedy MDS assessment dated
9/18/13 shawed the resident wag sevarely
cognitively impairad, required agslstance from
staff for ADLs, and did not have z physical

F 221

F221 The facility will ensure that all -’/ “’J

residents will be free from physical

restraints for purposes of -discipline or
staff convenience. This will be
accomplished by:

A) Resident #8, #10, #33, #35, and
#52 and all residents will be
assessed for the use of physical
restraints. .
NHA and DON will educate al
mursing  staff about proper
procedure for restraint use. This
- will be done at an inservice to be
held in December, and through
written bandouts posted in the
inservice manual. All nursing
staff will be given a copy of the
facility policy on restraints.
Nursing Director and designated
nurses will monitor compliance of
the above procedures and address
compliance issues immediately
and report monthly to QI
cotmmittee.  Monitoring will be
done randomly 1-2- times per
week for 6 months.

B)

)

4
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Testraint. Review of the nursing progress notas
showed on 11/3M2 the resident was trying to
standf up from his/her wheeichair and to prevent
falls a lap buddy was placed an the resldent's
whaalchair. Review of the medical record showed
| & physician's order datgd 11/3/12 for the use of g
Jap buddy as needed. Review of the,¢care plan
updated on 8/19/13 identified the resident was af
flsK for ialis. The interventions included staff + |
assistance with transfers, assist of one when
"1 ambulafing uslng & front wheeled watker, and uss
of a lap buddy when the resident wag in his/her
wheeichalr. The followlhg concarns wera
ldentified: .

&. Ohservation on T1/18/12 at 3 PM and
perodically thraugh 11/21/13 showed the resikdent
was seated upright,-and had a ap buddy in plage
when sested i1 his/her wheelchalr. The resident
wag able to independently propsl the wheelchair,
| howevar, the use of the lap buddy lirmited the
rezident to sitling in the wheslchair. Ohsenvation
on 11/18/13 at 4:58 PM showed the residant's fap
buddy was removed by staff In the dinlng raom
and placed next to fi1a resident's wheelchair
during dining., Observation with the DON on
U213 at 10:26 AM Trevealed the residant was
unable to rernove the lap buddy from the i
whealchalr upon request The DON verifiad the
lap buddy was used because the rasident
aftempted to stand and ambulate independently.

b. Review of physical therapy notes dafad
913113 showed the resident ambulated with a
forward rolling walker and had 8, "bit of @ shuffling
gait.” Review of the restorative charling dated
11/20/13 showed the resident used a front
wheeled walker and ambulated 5 days a week
with st asslstance. The restorafive nota furthar
showed a review by the OT (oocupafional
therapist) had been made on 11/20/13 and tha
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regidents level of functiening ad not changed In
fhie pagi 3 months.

&. Raview of the medical record showed theres
had baen no initial assessment for e use of Hie
Jap huddy, and no periodic reviews had bean
done #o datermine the angaing use of the lap
buddy,

3. Review of the physician's ordars for resident
#33 showed on 6/25/12 an order for use of a "lap
buddy” as neaded. An obsarvation on 11/19M13 zt
11:55 AM showed the regident ambulated in the
hallway with the assistance of fwn steff members,
Review of the quarterly MDS nurse's note dated
11/7/13 showed the rasident was a high risk for
falls. Further, it showed the lap buddy was used
while tha regident was in the wheelshair for
hisfher safety, Review of the care plan dated
11115113 showed the lap buddy was used as a fall
intervention. According o & sacial ssrvice
suremary nate dated 1171113, the resident
required help from staff with ADLs and walkad
with asslstance. The note further showad a lap
buddy was used in the whes!chalr hecause the
resident "leans forward or will stand up and tryto
walk and fall." Observation on 11/20/13 at 9:50
AM showed the resident had the lap buddy
cushion In place on hiafher whaelchair. When the
resident wag asked by CNA #3 at that ime o
remave the cushion, the resident was unable to
do =0. CNAYES verified the cushion was used to
keep the resident from rising. Review of the
medica) record showed there was nok an -
evaluation or assessment completed related to
thes use of the lap buddy @ 3 physical restraint.

4. Review gf the 10/22/13 physician recapitulation
orders for rasldent #52 showed on 12211 an |
brder was wiitten for & lap buddy to be used when
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the resident was up in the wheelchair. The arder
showad this was for "fall/safety.” Cbsarvation on
11813 at 2:20 PM showed the residentwas
sealad In his/her room Ih & wheslshsirwith = lap
buddy aitached to the chair. Interview with the

DON on 11/2013 at 3:47 PM verified the residant |

was unable to remove the lap cushior and it wa
uged to keep the resident from standingup
without assistanice and falling fom his/er  »
wheelchair, Review of the medize) record falled 1o

.| show any assessment or evahation of the lap

buddy being a physical restraint.

& Review of the 10/23/13 recapitulation of
physician ordars for resident #8 showed an order
dated T2/27{12 for the use of a lap buddy as
needed. Ohservaiion on 41/18/13 at 4:05 PM
showed the resident was in a wheelchair with 2
tap buddy and # tab alam in place. The regident
was indepandantly propelling hirm/harsslf on the
sacure Unit of te facllity, Review of the Tall risk
assessmant dated 10/16/13 for the reajdent
showad the rasldent was a high dsk for falls.
Review of the socjal sanvices summary dated
1021118 showed the resident had a lap buddy in
the wheslichair for his/her safety "due to many
previous falls." Review of the eare plan for falls
dated 3/28M3 showed the residentwasty
transfer with the assistance of 1 fo 2 peopls and
amhulate with a walker or with hand Reld
assistance, On 11/20/13 at 3:53 PM the resident
Up in the wheelchalr with the tap eushion in place.
Whean the resident was asked by CNA#3 to
rerrove tha lap cushion, the resident was cnabla
& release the restraint At that fime CNAZES.
vedified the Jap cushion was n place to prevent
the resident from standing up. Review of the
medical record fajied to show an assessment or
evalualion for the use of the kap buddy as a

F 221
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physical restraint.

&. Observalion of 4 posted note at the nursing
station on 11/18/13 at 4:20 PM showed a CNA
reminder 1o, "plestse remember to remove all tap
buddies ak maa) thme and put therm back on
before the resjdent leaves the dining room."

7_ Interview with the DON on 11/21/13 2% 9:30 AM
revealed she and the interdiselpiinary tearn had
not considered the lap buddies as restrsints. The
Interview further revealed some of tha resldents
who ufiltead tap buddies for safety wera not able
o remove them independently, Observations
made with the DON on 11/21/13 revealed none of
the resident's who utilized lap buddiss were able |
o remove the Jep buddy when asked. The DON
verified these residents were able 1o stand and
walk indepanderdly; howsvar, thay did not have a
steady gait and were not safe in walking
Unassistad. .

B. Review of facility policy filed, “A_ Usa of
Physieal Restraints", dated January 17, 2007
showed, "A_ 3. Restrainis include the use of such
devices as...lap cushions and frays-that the
resident cannot remove... 10. Restraints shall anly
be used afiey a pre-restraining asseasment Ja
completed and the interdisciplinary team has tied
other altematives unsuccessiully.., There shzll be
no PRN [as needed] orders for restraints '

F 241 483.15(a) DIGNITY AND RESPECGT OF F 241
£5=D | INDIVIDUALITY

| The Facllity must promote care for residents in a l
mannsr and in an environment that maintains or
enhances each resident's dignity andt respect in
fulll recognition of his or her individuality.

FORM GMS-2567(02-85) Prgﬁuus Vierslons Obsglate Event 10: FWMWILT Faaility ID: WYOUa4 ' ) continuation sheet Pags & of 28
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This REQUIREMENT Is not met as evidenced

J by

Based on obawrvation, medical record review
and staff nterview the facility faiied to ensure
dignity was mafrialned for four residents (47,
17, #28, #30) during 1 of Z mea! observations on
the sectired unit, The fndings were:” E

1 Obsarvation on 11/16/13 at 4:55 PM showed the

meal frays were deliverad to the sacure unit. Paid
ferding assistant #1 assisted the residents -
seatad In the dinihg area. Resident #30 wandared

. | around the dining ares with his/Mer food. A% that
| time, CNA##1 was assisting rasident #8 with

hisfer shower, Residents #7, #29, #17 remained
in the eoimmon arsm wnabls to Independentiy
transfer 1o the dining room for the meal. Interview
with the paid feeding mssistant during the
chservafion revealed stie was not perrnitied to
assist dependent residents to the dinfng roam.
The following concems were identifiad:

a. Observation of the evenlng meal on the
secured uniton 11/18/13 At 5:50 PM revealed .
resident #17 was assisted 16 the dinfing table by
CNA#1. Paid feeding assistant #1 retieved the
resident's yneal tray from an uncovered cart

{ where it had been sitting sice 4:56 PM (55

itttes), The meal was coversd with a bose Iid
and consisted of s chesseburger and corn salad.

| | YVithout checking the temperature or efferding to

re-heat the cheeseburger, paid fasding assistant
#1 served It to the resident. Observation
additionally revealed residant #29 and resident #7
were served the cheeseburger meal at 5:57 PM
and &t 6:01 PM respactfully (over 1 hour after
frays were delivared o the unit). Paid feeding
assistant#1 or CNA#1 did not offer to re-heat

FORM CMS-28H7 (112:35) Prisviaus Versians Obsalgte

F241 The facility will provide care for
regidents in an environmient that promotes
respect and * dignity. Thig
accomplished by:

’/!@,‘(wl

will be

A) Resident #7, #17, #29, and #30
and all residents will be closely
supervised at meals. Food will be
served in a timely manner and at
tho appropriate femperatures.
Staff will offer assistance to
residents who are unable to feed
themselves. CNA working in the

 Special Care Unit will call charge
nurse to request additional
assistance when needed.

DON will educate nursing staff
und nutrition support staff about
proper procedure for meals.
Nursing Director and designated
nurses will monitor compliance of
the above procedures and address
compliance issues immediately
and  report monthly to Q1
committee. Monitoring will be
done randomly 1-2 times per
week for 6 months.

B

<
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efther resident's food.

b. Obsesvation of the evening meal on the
secured unit on 11/18/13 at 5:45 PM revealad
resident #30 was given ice crsam. The resident
had diagnoses of dementia gnd wandernng
behaviors. As the resident was walking around
the dining area with ihe lce cream, s/he dropped
the spoon belng used on the floor. The resident
picked up the spoon up off the floor and
contined to use the sailed spoon to eat the ica
cream. Staff did not provide clean utensils or
attemptto re-direct the resident. Review of the
annual MOS assessment dated 717713 showed
the resident was severely cognitively impaired
and required assistance from staff for ADLs. I
addion, review of the care plan updated on
10/9/13 showed staff were 1o provide supenision

with eafing, )
F 278 | 483 20(g) - (j) ASSESSMENT Fot8)—— . . . . P
s&=F | ACCURACY/COORDINATION/CERTIFIED : E278 The facility will aocurately cade the
MDS sssessments. This  will be I / |
The assessment must accurately reflect fhe accomplished by: : L L{
resident’s siahus, - - W .
A) Resident #8, #10, #33, #35, and
Aregisterad nurse must conduct or coorainata : #52 and all residents will be
ach assessment with the appropriate accurately assessed and coded on
participation of health professionals, - the MDS$ for restraint use and all
req sigh and certi other modalities. ]
e Is complaieg | 2" certly that the B) NHA will educate fursing staff

about proper procedurs for

Each Individual who completes & portion of thes assessment and ¢oding of

assessment must sign and certify the acoliracy of

! restraints. MDS coordinator will
thit partion of the assessment maintain her national certification
Under Medicare and Medicatd, an individual who - to keep ourrent on MDS

willfully and knowingly cerfifies a materia| znd regulatory guidelines.

false statement in & residant Assessment s

]
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wiltfully and knowingly causes gnother individual
to certily o material and false statementin a
regident sesesement is subfect fo @ chil maoneay
peralty. of not more than $5,000 for each
assessment.

Clinical disagrsement does not constitute &
materizl and falsa statement.

u

This REQUiREMENT i= net met as avidenced
by:

Based on observation, medical racord raview,
and stafT and resident lnterwew, the facilty falled
ic =eourately coda the MDS assessment for § of
5 sampla residents §E8, #10, #53, #35, #52) wha
uillized physical restraints. The findings wera:

1. Review of the physician's orders for rasident -
33 vevealatd on ©/25(12 an order was started to
use a "lap buddy" as needed. Obsarvation on |
11120013 at 2:50 AM showed the residatt had the
lap buddy cushion (a thick' cushion placed in a
wheelchair below the amirasty extending to the
abdomen) in place of hig/her wheslehale, Whean
e resident was asked by CNA#S gt that time to
remove the cushion, the rasidant was unable to
do so. CNAZF3 verified the cushion was used to
keep the resident from rising. Review of the
medical recond showed thare was not an
evaluition or assessment completed ralated to
Hhe use of the physical restratnt. 10 addifion,
raview of the 8/21/13 and the T1/13/13 quarkerly
MDS assessments {ailad fo shaow e residant
"usad a physical restraint.

} 2. Review of the 10/22/43 physician recapilation

() Nursing Director will monitor
compliance of the above
procedures weekly for 3 months
and address compliance issues .
immediately and report monthly
to I committee

R4
[4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION pe
PREFIX | [EAOH DEFIDIENCY MUBT BE PRECECED BY FULL PREFEL ' {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
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F 278 | Continued From page 8 F 278
subject io & chvil mangy penalty of ot more than )
4,000 for each assessment or an individual who
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orders for resident #52 showed an 1212111 #n
order was started for a lap buddy to be uged
when the resident was Lo in the wheelchair. The
order showed this was for “fall/safaty.”
Observafion en 11/18/13 at 2:20 FM showed the
resident was seated in his/her oo ina
Wheelchair with a lap buddy atizched fo the chajr
Interview with the DON on 11/20/13 at 3:47 PM
verified the resident was unable to reémove the lap
cushion and twas used o keep the resident fram
standing up without assistance and falling from
higter wheslchair, Review of the 971113
qrarterly MDS assessment showsd tha resident
was not coded as using any physics) restraing,
Review of the madical record falled o show gny
assagsment or evaluation of tha physical restraint
haing usad for the resident

3. Review of the 10/23/13 recapitulation of
physician orders for resident #g showed 2n arder
dated 12/2712 for the use of m lap buddy as
needed. Obsarvation on 11/20/13 at 3:53 PM
ravesled the resident was up in histher
wheslchelr with the lap restraint in place, When
the resident wes asked by CNA#3 fo remova the
kap eushion, the resident was unable o release
he restraint At that tims the CNA verified the lap
eushion was in place o prevent the resident from
standing up. Review of the medieal recard failad
to show an assesament or evaluafion for the use
of the physical restraint. In addition, the 10/23/13
quarterly MDS assessmant 2l 10 code the
resident as using any fype of reatrajnt.

4, Medical record review, showed rasident #35
was admitted to the facility on 542/13 with
tlagnoses including dementia, Review of the
significant change MDS assessment dated
107113 showed the resident was cogritively

F 278
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irmpaired, required assistance from staff for ADL's
and was gt risk for fals, The MDS did not assess
tha resident as having = physical restraint
Review of & physiclan's order dated 1072113
showed &n order for a lap buddy when the
residentwaz up It hig/her wheelchalr, Review of
the nursing progress notes showed the residant
sustained an unwitnessed falf on 10720013 and's
lzp buddy was utllized as an intervention for
preventing falls. Review of the medica! record
further showed thers was no asssssment for the
use of the [ap budedy,

5, Medica! record reciewed showed resident #10
was admitted to the facility on 1/23/12 with
diagnoses including non-Aizheimear's demantla,
Review of the quarterly MDE assessmatit dated
8M8/13 shewed the resident was sevaraly
cognitively impaired, required assistance from
staff for ADL's, and did not have = physical
restraint. Review of fhe care plans updated on
219113 Identified the resident was at risk for falls,
Intetventions included assisting with transfars,
one parson assisting resident with ambulating
using a front wheeled walker and using a &p
huddy when the reslident was in his/er
wheslchair for salety. Review of the nursing
progress notes showed on 11/3/12 tha residant
was rying to stand up from his/her wheelchair
and & lap buddy was placed on the residents
wheelchair. Review of the medizal racord algn
showed a physician's order datad 11/3/12 forthe
use of 2 lap huddy B8 needead. Raview of the

nursing prograse nobes deted 1177713 showed the |

Interdisciplinary team discussed the lap buddy
and wara, "all in agrasmaent to continke with lap
buday due to [his/her] Increased restiessness and
st for falle. Additional review of the medical
racond showed thiers had been ne initfal

F 278
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assessment for the use of the lap buddy, and no
pericdic reviews had been done to determine iz
ongoing Use,

8. Interview with the DON on 11/21/13 &t 9:30 AM
revealed she and the inferdiaciplinary tesm had
not considered the Jap buddi=s as restraihits.
Obsarvafions made with the DON on 14/21/13
revealed none of the resldenta who uiilzed lap
buddies were able o remove the lap buddy when
asked, The DON verified thesa resident's wem
able to stand and walk indepandently; however,
they did not have a steady gatt and wers not safe
It waalking unassisted.
F 312 | 48326(=)(3) ADL CARE PROVIDED FOR Faz2
=0 | DEFENDENT RESIDENTS

. | Aresldent who s unsbls 4 carty ot eclivities of
daily (iving recefves the necessary services to
maintain good nutrition, grooming, and personal

@nd oral hygiens.

;lj'his REQUIREMENT 1s not met as evideniced
Ve ‘

Based on observation, medical racord raviaw,
stedf interview and review of the facility's polioy
and procedures, the fagillty falled f provide 3 of
11 sample residents G5, #30, #33) and 1
not~sample resident (#17), who were dependent
on the staff for assistance with ADLs. The
findings were:

1. Ohservation on 11/14/13 af 11:40 AM showed
rasident #8 was faken io the bathroom by CNA
#3. The realdent's inconfinence pad was removed
and Hwas wet with urine. The CNA cleansad the

FORM CMS-2567{02-89) Previpus Versians (bsolale Event ID:FWMWAM Facdilly 1D: WY D034 ' If continuation sheet Page 12 of 28
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| peraongl hyglane,

| for hathing and hygiene. Review of the care plan

1 Subsequent ohservafions an 11/20M12 ang

resident's posterior perineumn and did ot cleanse
the anterior perineum where urine would have
come in contact with the skin. Review of the
10/23/13 quarterly MDS aszessment showed the
resident was totally dependent on tha staff for

2. Medical recard review showed resfant #30
was admitied to the facifity on 81712 with
dtagnoses Tncluding non-Alzhaimers demeanta,
Review of the quariarly MDS assessment dated
929/13 revealed the residant wasg savarely
cognitively impaired and was depandent on staff

Updated on 10/9/13 identified the resident had &
funetional deficit for petforming ADLs,
Interventions included the residant being totally
dependent on staif for bathing and hygiene The -
following concens were idantifed: '

a Obsenation on 11/18/13 at 940 AM
showed the resldent was takeh to the bathroorm
by CNA#3. The CNArenvaved the regident's
inconfinence pad. The resident was inconfinent of
sool. The CNA cleansag e ressidents posterior
perineum and did not olearises the =nterior
perneum. '

b. Obssrvation of dining on the secured unit
on 11/18/13 21 5:30 PM revealed the rasidant had
long, jagged fingemalls and the nailbeds were
encrusted with thick brown matter. The residant
wWas using histher hands ko ezt pleces of formata.

11£2113 tevealed the resident confinued to have
long, Iagged fingemalis with thick brown matter
socrustad in the naflbeds, Inferview with GNA %2
on 11721/13 at 11:90 AM revealed the resident
was reslstive fo care aind nail cara was performed
i the resident allowed.

F3121F312 The facility will ensure that all 1/ jo //s;

residents who are unable to carry out

ADLs will receive the Decessaty services

10 tnaintain good personal hygiene. This

will be accomplished by:

A) Resident #8, #30, 433, #1 7, and

J all incontinent regidents’
perineum will be cleansed both
intertorly and posterior after
every tolleting episode.

B) Resident #30, #33, and al}
residents’ fingemails will be
trimmed and kept clearn.

C) DON will educate nursing staff
about proper procedure for peri
care and fingernail care and all
personal hygiene.

1' D)) DON and designated nurses will '
randomly monitor compliance of
the above procedures weekly for
6 months and address compliance
issues immediately and report
monthly to QI comumittee
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8, During en observation on 11/18M3 af 590 pM
showed resident #17 was taken 4 the mathroem
by CNA#1. The resident was transfsrrad fg tha
bathroom with the use of a sit<lo-stapd lift The
resident's outer clothing and incontinence pad
were wel with urine. The CNA removed the wet
itemns =nd cleansed tha resitent's posterior
perineum. 8he did not cleanss the amterior
perineum, the lower abdemen or the upper thighs
whers urlng would have come in contant with the
skin. .

4. Raview of the undated policy and procedure for
Perineal Care showed: - ontinue o wash the
perineurn moving ouiward to and including thighs,
altemating from side to side...” An interview with
the DON on 11/211/13 at 11 AM confirmed the

anterior and posterior perineumn nesded to he
oleansed.

4. Review of the medical record for resident #33
showid the resident was acmiired to the facility
on 6/22M2 with diagnases ncluding
non-Alzheimer's dementia, Review of the
quanizrly MDS dated 11/13/13 showed the
residant was severely cognitively Impaired and
was Intally dependent an staff for sssistance With
bathing and hygiens, Review of the gare plan
updatad 1IMEMS idantified the resident as having
& funciional defioit for perfoming ADLs.
Interventons included tha resident heing fataily
dependent on staff for bathing and hygiene and.
recaiving showers twice a week, Obsarvation on
/2018 &l 12:25 PM revesled the resident had
long, jagged fingernails and the nallbeds Were
encrusted with thick brown matter. Observation
an 11724713 at 11:20 AM with CHA#2 reveajsd
the'resident had just received a shower, The
resident's fingemails remained long and jagged
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and the nailbeds continued ta be encrusted with n
thfek, brown matter, :
323 | 483.25(h) FREE OF ACCIDENT . F 323 oy . - /
S HAZAR(D)E!SUPERVISEDNJDEWCES F323  The facility will ensure that all | ( j0 { B
residents will be free from any accidents
The faciliy must ensure that the resigant or hazards and each resident receives

environment remains as free of accident hazards
88 s possible; and ezch resident recefves
adaquate supervision and assistance devices fo

adequate supervision and assigtive devices
to prevent accidents. This will be

- accomplished by:
prevent aceidents. - A) Resident #1, #14, #33, #35, and
#51 will have safety davices ll‘\’ﬁ
properly applied \;L\?‘ N
B) All chemicals will be locked in an RN 25
Ehis REQUIREMENT is not met as evidenced area not accessible to residents. N\ &
y: \
Based on observation, medica] record Tevisw, © Nﬁ contactetli manuf:ct?rar '
staff interview and review of manufacturer #UOUL proper placement of |
instructions, the facifity failed to ensure mafaly wandﬂrgr{a.rds for residents in
devices were applied approprately for 6 of 16 wheelchairs. It was
residents @1, #14, #30, 33, #35, #51 ) whe used recommended to NOT place

the wander guard system. In =ddition, the Tacility

‘ wanderguard on the meta) part of
feiled to ensire a mechanioa) i BssassTRant was

‘ the wheelchair and also NOT on
comnpleted for 1 nan-sample resident #17) who . P
required & mechanical I]ﬂﬁ’or trensfars. Fin}al}y, the wrist, because Dflntarferenc.e ]
the faciiity failed to ensure a housekeeping closat from the metal on the wheelohw& 90
on the secured unit that stared chemlcals was | Facility will place the \p, M\
kept locked during 1 of 2 ohservations. The ‘ | wanderguard on the wheelchair ?‘ _
findings were; back.

1. Perlodic observations made 11/18/13 through
121113 revealed resident's #1, 414, %33, #35,
and #69 wander guard signaling devices
(eleetronte devices usad fo decrease andfor
prevent ungafs episodic wandering) attached to
they metal framas o thelr wheelchalrs.

1 Addiionally, resident#30 had the signaling device
attached to his/her elothing, and not to hisfher
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showed the gignaling devioes ", are designed to

person. Review of the "FirgtQ Wander Guard
Depariure Alerf System Users instructions”

he wom on a wiist, hut can be placed en an
ankle.,.” In mddition, a black bold print waming
box in the instruction manual showed, "Do not
place the signaling device on or next o metsl,
such a5 wheelchair frames.._metal sould Interfare
with the signal sent o the door modules.” The
fellowing concemns wers identifizd:

a. Observation of residest #1 an 11/19M13 af
9:50 AM ravealed the wander guard signaiing
davice was attached o e resiients whsslchair
frame. The resident stood up and walked away
fromm the wheslohalr unassisted tn the hall near
exit doors. .

b, Observation of residents £35 and #51 on
T893 at 7:4% PM revealad the residents were
in their beds and the wander guzard signaling
devices rernained stfached to the residents'
wheelchairs,

¢. Observations made 11/18/13 21 5:20 PM
and periodieally through 11/21/13 ravealed
residenf#30 had the wander guard signsing
device secured fa the back of his/her st with 2
safety pin.

d. Interview with the DON on 11/20/13 &t 3:30
FM revealad she was unaware of the warmings in
the Instructions for the wandar guard device.
Al=o, she was unable to find an sssessment on
these resldents' records to show they were at risfc
for elopstment or had wandering behayiors that
inchided usa of the wander guard device. She
stated the wander guard devices were initiztad
due to wandering behaviors at some point since
the resident's admission.

2. Review of the history and physical dated

064y 1D SUMMARY STATEMENT DF DEFIGIENCIES (v}
PREFIK tEatH DEFICIENGY MUST BE PRECEDSED BY FULL PREFIX
TAG REGULATORY OR LSG IDENTIFYING INFCRMATION) Tas
F 323 | Confinued From pags 15 F 323

/2813 for resident #17 showed s/he had

E)

F)

@)

H)

D} Resident #17, and all residents

will be assessed by the Therapy
Department to determine the best
transfer equipraent to use for each
individual.
Regident Care Coordinator will
develop a tracking tool to assure
transfer assessments are
completed and care plans are
updated.
NHA & DON will educate
nursing staff about proper
procedure for wanderguards.
DON & Residents Coordinator
will educate nursing staff about
-new procedures for evaluation of
lift use.
DON wili educate nursing staff
and housekeeping staff about
proper procedure for keeping
hazardous chemicals inaccessible
to residents,
Nursing Divector and designated
staff will monitor compliance of
the ahove procedures and address
compliahoe issues immediately
and repott montbly to QI
commitiee. Moniforing will be
done randomly 1-2 times per
week for 6 months,
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.| diagnoses to inciude ehronlc left hip pain with

severe degenerative arthritls and savere vasoular
necrosis (litfle to no bload supply with dead
cells/issus), Review of the 10/16/13 annus) MDS
assessment showed the residant was fotally
dependent on staff for transfars. Further, it
showed s/he had limited range of motion of the
lower exiremities on ane side, Therfoliowing
concens were identified: '

a. Ohservation on 11/18/13 gt 5:20 PM
showad resident #17 was transferred to the
bathroom with a sit-ie-stand ift by CNA#Z,
During the transfar, the residant lsanad back and
away from the lift with the aiing placed under the
arms supporting his/her weight. The resident
complained of pain with factal expressions
indicating pain throughout the tranafer nnd during
perineum vare, The CNA stated the realdant had
pain in his/her hip.

b, During an observation on 11/19/13 at 40:40
AM the resident was again fransferred to the
bathroom. with the sit-4¢-stand Tt from hig/her
wheelchair by CNA#3. The resitlent complained
of pair throtighout the transfer. The CNA stated
the resident had left hip pain. :

©. buring an intarview with the DON en
1120113 at 12:30 PM, she acknow|edged the.

residetit had not been evalusied for the use of the
sit-to-staned 1 ‘

3. Observation on 11/18/13 at 545 -FM revealed a
closet door labeled housekesping was (aft open
on e secured unlt. The closet contained several
chemical ftems including a spray bottle lubeled,
"disinfectant please keap lockad wp.” In addition,
a spray can of air frashener, and a spray can of
disinfectant wera visible and easlly accessivle 1o
passersby. Durfng the observation resident #30
was nhserved wandering past the closat, pausing

F 323
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Each residant's drug regimen rmust ba free from
Unrizcessary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excassive duration; or
without adequate monitoring; or without adaquate
indications for its Use; orin the presence of
adverse consaquences which indicate tha dese
should be reduced or discontinued: or any
combinations of the reasons above.

Based on a comprehensive assessrment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless anfipsychofic drug
therapy is necessary to treat a specific condiion
28 diaghosed and docurenied in the clinical
record; and residents who use anfipsychotic
drugs receive gradugl dose veductions, and
behavioral interventions, unless clinically

contrafindicated, n &n effort to discontinus these
drugs. . )

This REQUIREMENT is not met ag evidenced
by:
Based on medical record reviaw and staf

F329 The facility will ensure that all
residents will be free from vnnecessary
drugs. This will be accomplished by:

A) Dose reductions will be attempted
for resident # 8, #30 and all
residents who are using
antipsychotic medicaitons.

NHA will educate nursing staff,
pharmacist, and physiciang about
proper procedure for

antipsychotic use. :
DON will educate nursing staff |
on behavioral iInterventions, and
reporting/documentation
procedures. -
DON and designated nursing staff
will monitor compliance of the
above procedures and adidregs
compliance issues immediately

B)

|5

D),

and report monthly to QI
committes. Monitoring will be
done randomly 1-2 times per
week for 6 months

(%4 1D SUMMARY STATEMENT OF DEFIGIENCIES In FROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG caoss-n&megggg;éﬁ &EAPPRDPRW:E DATE
F 323 | Continued From page 17 Fa23
and pesring info the open cloast, AN#1 and CNA |
#1 walked past the open closel; howaver, they did
not close and/or secure the deas, Interview with
the DON on 71/21/13 af 8:15 AM reveslad she
expectad stafl i store disinfectants/chamicals in
& locked closet.
F 329 483 24() DRUG REGIMEN 1S FREE FROM F 329
55« ) UNNECESSARY DRUGS

ifofiy
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F 329 Confinued From page 18 F 329
interview, e facility faled to ensure resig ents
wers evaluated and gradua} dose reductions
atterpted for the corfinued use of
psychopharmacological medications for 2 of 12
sampie residents (#8, #30). The findings wers:
1. Review of the 2/26/43 significant change MDS

assessment showed rasidant #8 hed diagnoses
o include dementts, anxjety dizsorder and
depression. Review of e pragress and arder
shizet dated 10/28/13 showead the resident wag
prescribed the medications Haldel 0,5 mgy
{antpsychotic) twice defly and Prewsc 20 mg
(milligrame) daily (anfid spresgant). The fallowing
concerns were ideniffied:

a. Review of the Psyehotropic drug history
showed the medication Haldol was started on
THEHR2 and then incressed on 8/ 8M2irom onea
dafly to 2 fimes daily. In addition, the document
showed he medication Prozas was started on
B/412 with no changes made to the doge gince it
was started.

h. Review of the paychotry pits medieation
reviews dated 8/7/13 and 10/23/13 showed tha
Rrimary behaviors displayer by the rasident werg
wandering and yelling. The doctienent fiyrthey
shawed the CNAS reportad tha resident was not
sating well and sleaping much more then in tha
past. The resident was ampb ulating less requently
and required more assistance,

Recomimendations includad a pain medication
evaluation. There wera no recommendations
made refated to the use of Haldol or Prozag,

& Review of the monthly dritg regimen
reviews for 2012 and 2013 showed the
pharmacist did not recornmend any changes for
the medications Haldo! or Prozac,

d. Review of the sgaial services summary |
dated 10/21/43 showed the staff reponted the 1
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resident slepttoo much and had litle energy
which were observed daily. Behaviors included
yeliing and wandering on the ualt

e, Review of the psychoaciive medication
quarietty evaluations dated 8/8/12 through
104/24/13 shawed the medleations Haldo! and
Prozac ware not evaluaied for effectveness,
thers were no cornments or recommendations
made or documentation to show the care plan
had been updated. Further, the behaviors !
warraniing the Use of the medication only
showed; "see behavior sheets "

2. Review of the infarmed oonsent for
psychoactive medications dated 10/9/13 showed
resident #30 received the medication Attvan 0.5
{mg) daily and ag needed.every § hours-for
agitation. Further, the rasident was initialy
prescribed the medication on /1712 forvascular
dementta and combative behaviors. The follawing
cohcems were identified:

a, Review of the psychoactive medication
quarterty evaluations dated 11/21/12 through
1009013 failed to reveal 2n evaluafion was
complated retated to the effectivenass of the

Alivan. In addition, there was.no evidence that the |

care plan was uptated related to the use of the
medication or the resident's behaviors. Further,
there were io reeormmendations made ralatad to
the resident's behavicrs. '

b. Review of the psychotropie medication
review dated 10/9/13 showead the resident
received Zypraxia, an snfipsychotic that had been
discontinued on 21313, Further, the document
showed the discontinued medication was the last
dose reduction. The docurnent noted tha resident
wag more combative, screaming, yelling, hollerdng
and the behaviars were nhserved more during
hisfher showers. In addition, the resident was

Fazg

_
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more angry with bis/her cares, hitting, and kicking
sfaff then ciying "bitfstly.” The same commeants
were made during the May 2013 review. Thers
Were ne recommendations documented. related to
the behaviors o include nonpharrnacologic
interventions, Further,  did not shew the
effectiveness of the medication on the residents
hehaviors. ‘

¢. Review of the behavior rmonttoring form for
July, August and September 2013 showed the
resident displayed behaviors to include wandering
in other residant rooms, resisting cars, sereening
and yelling and combative behaviors on a daily
hasis, Review of the nurses' notes for October
and November 2013 showed the resident
continued ta have combative behaviors,
wandersd o the unit and resisted care. Thers
wers 10 icommendations related 1o the
residents behaviors or changes in the medication
noted,

. Review of the physiclan notes and orders
fajled to show there were any atter pted dose
reductions or consideration to chiange the
medication Atlvan, Further, there was no
documentation to show there was a discussion of
the resident’'s behaviors and what adcitonal
modifications may be sonsidered,

3, An inferview with the pharmacist on 11/21/13 at
12:15 PM raveisled he was not Invoived In fhe
discussions related to the peychatrepic drug
reviews and doge reductions =nd he was not
nofified of thoge meetings. The pharmacist
acknowledged he needed to be more invelved in
the pracess of gvaluating the use of psychoiropic
medications.

4. Ag of 12/8/13 there was no additiana!
information pravided related o mgdication dose
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reductions for the residents.
F 371 | 483.35() FOOD PROCURE, F 371 ) ) N
35=F | STORE/PREPARE/SERVE - SANITARY F371: 1t is the practice of the facility to | ) / ! ) /' ‘f

procure food from sources approved or
oconsidered satisfactory by Federal, State
or local authorities; and Store, propare,
distribute and serve food under sanitary
conditions. The Facility will assure food
is stored, prepared, distributed and served
mder sanitary conditions. This will be
accomplished by: -

A) The Dietary Manager met on
. 12/10/13 fora 1:1 vigit on glove
This REQUIREMENT s noi metf ag evidenced . use and hand washing procedures
yz with the staff identified. The

The facilily rmust -

(1) Procure food from soutces approved or
considered safisfactory by Faderal, State or local
authorties; and -

{2} Siore, prapare, diskibute and serve foad
under sanitary conditions

Bésed on absarvation and staff interview, the
faclilty failed o ensure food was stored and
prepared upder sanitary conditions in two of two

Kitchens (main Kitehen, manor kitchenatte). The
findings were:

1. The following hand washing jssues wera
identified: :

@, Observaflon in the main.klichen on
112013 2t 11:18 AM showead cook #1 was
wearing disposable gloves while pouring
heversges. The conk Used her gloved hand o
open the refrigerator daor, and witheut removing
the gloves she proceaded [0 pour additons!
beverages and handle the cups by the fms. At
11:20 AM the: cook left the kitchen certinuing 1o
wear the solled disposable gloves, and then
refumad o the kitchen witheut changing the
gloves or performing hand hyglene, and poured
coffes Info cups.

b. Obseryation in tha main Kitchen o

Dietary Manager on 11/20/13

* immediately moved the ready to
eat meats to the appropriate shelf
Ceiling vents will be cleaned.

B) The Dietary Manager will update
the cleaning schedule and the
food bome illness check list to
include the review of proper food
gtorage, glove nse, and that the .
cleaning scheduies include the
ceiling vents.
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11/20/13 at 11:35 AM showed distary aide $1
ware disposable gloves. The aide used her
gloved hand to open the refrigerator door and
without ehanging the gloves the aide proceeded
to fill portion cups with salad drassing for resident
meals. At 11:37 AM ihe aide again used her
gloved hand to handle the refrigerator doar and
retumned {o meal preparation dutiss without
changing the glaves or performing hand hygiene.

. Observation in the manor kitchenette on
11/20/13 at 11:50 AM showed dietary aide #2 was
pouring thickened beverages for residents. The
aide wore disposable gloves and twice she used
her gloved hands 1o remave items from the
refigerator and without changing gloves or
performing hand hygiene sha continued o
prepare the beveragas.

According to Food Cade 2013, U.S. Public Health
Setvice, 2-301.14 When to Wash: FOOD
EMPLOYEES ehall ¢lean their hands and
expossed portions of their arma... "(E) Aftar
handling sollad EQUIPMENT or UTENSILS...(H)
Before donning gloves for working with' FOOD:
and (1) After engaging In other activities that
contaminate the hands..."

2. Observation on 11/20/1% at 11:3% AM shewed
packaged ready-to-eat turkay and ham were
being stored next to raw beef. The foads were
stored on a bottom walk-in refrlgerator shelf, and
each food was on if's own tray. The tray
containing the raw meat was pooled with liguaid
Maod. Interview with the dietary manager on
1172013 at 11:45 AM varified the ready-to-sat
fuods needed to be stored away from the raw
meat i prevent contamination issues.

According fo Food Cede 2013, U.S. Fublic Health

0 A inaﬁdatory dietary in-service

D)

E)

E)

consulting dietitiang report.

- revised cleaning schedule will

will be conducted by the Dietary
manager with input from the
consulting dietitian on the
appropriate uge of gloves, hand
washing and food storage. The

also be presented at the in-
service

The Distary Manager will
complete the food borne illness
checklist at least 5/Awveek and
initial approval times weekly.
Audit results and system
components will be reviewed
monthly by the Quality Assurance
Committee for 6 months with
subsequent plans of correction
developed and implemented as
deemed necessary,

The consulting RD will note the
compliance to food borne illness
checklist monthly on the
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Continued From page 23

Berviee, 3-302.11 "(A) FOOD shall e protectad
from ctoss contamination by:

{1) Separating mw animal FOODS during
storage, preparation, helding, and display from:

(@) Raw READY-TC-EAT FOOD

Including ether raw animal FOOD such =s FISH
for sushi or MOLLUSCAN SHELLFISH, or other
raw READY-TCEAT FOOD such as frufs and
vagutables, and .

(b) Cooked READY-TCQ-EAT FOOD;..."

3. Observation on 11/16/13 at 220 PM and on
11/20/18 at 1116 AM showed the ceiling vents
localed ebove two separate preparation tables in
the main kitshan, and one cailing vent located in
the dry food storage area, had acoumulaticns of
dust and dirt ot wnd around the venis,

Acoarding to Food Gode 2013, 1.5, Public Health
Service: 4-601.11 “(A) Eguipment foad-contact
surfaces and'utensils shall be ¢lean fo sight and
touch...(C) Nonfoad-gontact surfaces of
equipment shall ba kept free of an accumylafion
of dust, dirt, food residue, and ather debrls."
483.35(h) FEEDING AS5T -

TRAINING/SUPERVISION/RESIDENT

Afacilty may use a paid feeding assistant, as
defined in §488.301 of this chapter, if the feading
aseistant has slccessfully completed &
State-approved trafning couree that meets the
retuirerents of §488.160 bafore feeding
residents; and the use of feading assistants is
consistent with State l=aw,

Afeeding assistant must work urder the ,
supervision of a registarad nurse (RN) or licensed
practical nurse (LPN).

Fam

F 373
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' Supervisory nurse for help an the resjdent call

In an emergency, a feeding mssistant must call a
system.
Afacility must ensure that s feeding assistant

Teads only residents who have no complicated
feding problams.

Complicated ferding problems inslude, but are
nat lirmited to, difflculty swallowing, racurrant fung
aspirafions, and tube or paranteral/iv feadings.

The facilty must base resident selection on the
charge nurse's assessment and the resident’s
latest assessment and.pian of care,

NOTE: One of the specific features of the
regulatory requirsment for this ta iy Is that paid
feeding assistants must complete = iraining
program with the: following minfmum content as
specified at §483.160-

0 A State-approved training caurse for pald
feeding assistants must Include, ata minimum, 8
hours of training in the following:

- Feeding technigues.

Assistance with feeding and hydration.

Comrmunication and interpersonal skills,

Appropriate resporiees fo resident hahaviar,

Safety and emergericy procedures, inciuding
the Helmlich manauver,

Infection eontrol,

Residant rghts.

Recagnizing changes In residants that are
inconsistent with their normal behavior and the
importance of reporting those changes fo the
supervisery nuise.

F373

assistants in acoordance with State law,
This will be accomplished by:
A) Resident #8 and all residents on

B)

<)

D)

The facility will wse *feeding

)0y

thickened liquids will ba properly

assessed for swallowing
difficulties
Nurses  wilj complets  the

“Resident Assessment for NSA
Program” form on all residents
identified  with swallowing
difficulties.

DON will educate nursing and
nuirition support staff about the
regulatory  guidelines for paid
feeding assistants

Director and designated nurses
will monitor compliance of the
above procedures and address
compliance issues immediately
and report monthly to QI
comunittes, Monitoring will be .
dome ramdomly 1-2 times per
week for 6 nonths
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A facllity mu=f maintain a record of all Individuale
used by the faclity as feading assistants, who
have succasstully completed the raining coursa
for paid feeding assistants.

This REQUIREMENT is not met as évidenced
by: .
Based on observation, staff interview and review
of program infermation, the fecllity {ailed to

{ ensure 1 of 3 residents (#8) the fadility identifled

as having & complicated feeding problem, was
provided the appropriate level of assistance. Tha
fndings were:

Observation on 11718/13 &t 8:20 PM showed
resident #8 was heing providad bites of puresd
foods, and diinks of thickened beverages by paid
feeding asgistant #1, Review of nuirition assistant
program Taformation pravided by the facility on
11/18/13 showed resident#8 wasto be fed by &
CNA ar & nurse due o the use of thickened
liquids. Interview on 11/20/13 at 10 AM with the
LON who also coordinated the feeding assiatant,
program, reveslad paid fasding assistant#1 wag
nota CNA, She further stated the resident’s
faeding complications heedad 4o be re-assessed;
however, Untll & new assessment was done the
rasident should not be fed by the faeding
asslstant

483.60(c) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON

The drug regimen of each resident must he
reviewed af lzast ance & monhth by & lieenssd
phammacist.

1124 WASHINGTON BLVD l 9_,\ 2\‘{ |_5
NEWCASTLE, WY 82701 2/
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The pharmacist rmust report any liregulanties to
the attending piysician, and ths director of
nursing, and these raports must be acted upon,

This REQWIREMENT s not tnet = avidenced
by:

Based on medical record review and staff
interview, the facility failed ensure the pharmsacist
reportad fregularities in tha drug regimen review
for 2 of 10 sample residents {#8, #30). The
findings were;

1. Review of the 2/26/13 significant change MDS
assessment showed rasident #8 hag dizgnoses
f0 inciude dementia, anxisty disorder and
dapression, Review of tha progress and crder
aheet dafted 10/26/13 showed the resident was
prescrized the medications Haldo! 0.5 mg
{antipsychotic) twice daily and Prozag 20 mg
(milligrams) daily (antidepressant). The Tollowing
concerns were identifiad:

&. Review of the psychotropic drug history
showed the medication Haidol wag started on
71912 and then increased op 818112 from onos
daily to 2 times dafly. in additfon, the dacument
showed the madication Prozace wes started on
0/4/12 with no changes mads o fhe dose since it
Was started.

b, Review of the monthly drug regimen
reviews for 2012 and 2013 showed tha
pharmacist did not suggest any changes qr
recommend any aclions to be taken ralated to the
continued use of the medications Haldo) or
Prozac,

‘ SUMMARY BTATEMENT GF DEFISIENCIES ] PROVIDER'S PLAN OF CORRECTION !
' f%gj& (RACH DEFICIENTY MUST BE FRECEDED BY FUILL FREFTX {EACH CORRECYIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG caoss-REFEREggEJgJ Eﬁ OT%EAPPRQPMATE ’ DATE
l .
F 428 | Continued From page 26

428

F428 The facility will ensure that the i f L}{ .
drug regimen of each resident will be P "{
reviewed at least once a month by a '

licensed pharmacist who will report any

Irregularities to the attend

and the director of mursing; and the
reports will be acted upon. This will be

acoomplished by:

A) The phatmacist will receive the
reviews of psychotropic drug
history performed by nursing
staff. During the monthly drug
regimen review, the pharmacist
will review the psychotropic drug
history for completeness and
accuracy. Any irreglarities noted

will be reported o

review sheets. The pharmacist
will report to the nursing staff if
the psychotropie drug history was
found to be incomplete or i

Inaccurate.

B) The pharmacist will keep a log of

all shanges made

medications reviewed on the
psychotropic drug history. After
changes to any of these
medications are made, the

ing physician,

n the pharmacy

to any -
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2 Review of fha informed censent for
psychoactive medications dated 10/8/13 showed
resident #30 received the medication Afivan 0.5
mg dally and as needed svery € hours for
agitation. Further, the resident was initialy
presciibed the medjeation o 81712 far vaseular
dementi and combative bahavicrs. The foliowing
concems weare identifad;

8, Reviaw of tha psyohotropin medieation
review dafed 10/8/13 showed the regident had
received Zyprexia, an antipsychofic that was
discontinued an 2M3M3. Furthar, the document
showed the dizcontinued meadication was tha last
dose reduction done for this resident. The
document netad sinca the discontinuation, the
resident was more cormbalive, screaming, velling,
hollering and the bahaviors wars observed mare
during hisfher showers, |n addition, the residant
wag more angry with hia/hesr ceves, hitflng, and
kicking staff then erying “bitterly.” The sarms
comments werea made during the May 2013
reviaw. There were no recommendations
documentad ralatad o the Bahaviors (@ ncluda
non-pharmaselogical intervenfions. Further, it did
not show the effectiveness of the msdlcatlcnn on,
the residgenf's behaviors,

b. Revlew of the monthly diug ra_glmen Teview
from 8/30M2 through 10/28/13 showad the
pharmacist did not suggest any changes or
reconmend any actions to be taken related o the
confinuad tse of the madication Altvan. Hea only
noted the medication was baing used.

3, Intsrview with the pharmacist on 41/2143 at
12018 PM revesled he was nof involved Tn the
discuasions related to the psychotropic drug
reviews and dose reductions and was nof natified
of thoze meatings. He acknowledged he nasded
ta be more involved in the process of evaluating

0y ID SUMMARY STATEMENT CF DEFICIENCIES ¥ PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF. (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE AFPROFRIATE DaTE
DERICIRNGY)
) armacist wil) review the chart
F 428 | Confinuesd From page 27 F 428 pharmaoist will revi h

for dozumentation on the effects
of these changes. Any
irregunlarities that occur as a result
of these changes will be reported
on the pharmacy review sheets.
C) After the attending physician
signs off on the pharmacy review
sheet, the pharmacist will review
the patient’s chart to ensure that
any irregularities have been
properly addressed by the
phiysician. If af that time the
irregularities have not been
addressed, the pharmacist will
then contact the physician to
i request that the irregularity be -
addressed.
D) The pharmacist will educate
' the physicians on the importance
of the psychotrople dmg history
review and the physician’s
© responsibility for acting upon any
irregularities. This will be
completed at the January Medical
Staff mesting. B) Quality
Assurance on this progess will be
+ performed by  the Director and .
reported monthly to QA
comrmittes
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