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F 241 | 483.15(a) DIGNITY F 241 |The facility will ensure a resident re- [10-05-08
S8=F celves care in a manner and in an envi-

ronment that maintaing and enhances each

The facility must promote care for residents in a resident's dignity and respect.

manner and in an environment that maintains or
enhances each resident's dignity and respect in A)Plates and glasses are removed from

it i i ; plastic serving trays to include but not
full recognition of his or her individuality. limited to residents #10, #13, #17, #18,
#9, #12, #15, #16, #21, #23, #24, #25,
#26, #28, #29, #36, and #38.

This REQUIREMENT s not met as evidenced

by: B)Ranidom rounds will be done weekly by

) i d ch t
Based on observation, review of resident council Eﬁﬁiioiugii‘f’éiﬁinig charee mirees ko
minutes, and staff and residents interviews, the L ) ,
facility failed to ensure residents were treated with ;Efglg Ez‘;l;fg ‘g;éér:gsggemgﬁtgg}leﬁeg’igéﬁ
dignity and were provided a homelike dining dienitu. \ 3
atmosphere for 4 (#10, #13, #17, #18) of 13 i T
sample residents and 13 (#9, #12, #15, #16, #21, A)Performance will be monitored weekly by
#23, #24‘ #25, #26,#28, #29, #36. #38) random nurse supervisor rounds.

non-sample residents. The findings were: The facility will ensure resident dige

nity and regpect are maintained by
1. Observation in the east dining room on 8/18/08 staff knocking on resident doors before

: ifi ; entering residents rooms.
at 6:05 PM revealgd two ceriified nurse aides D)Per fornance will be monitored weekly
(CNA) A and B delivered the food frays to the by random nurse supervisor rounds.
following residents: #13, #17 _#18_#15, #29 #21

#16, #9, #26, and #25. The CNAs left the plates
and glasses on the plastic serving trays instead of
placing the items on the tables.

I:A‘CE STICKER AT TOP QF ENVELOPE TO THE.RIGHT

£r ik QETURNADDRESS FOLDATDOTIED NG, _ . -
Observation in the east dining room on 8/19/08 at RTIFIED MAIL. e
7:51 AM revealed the plates and glasses ' !

remained on the plastic serving trays for the | “I || ||

[ -

following residents: #13, #17, #18, #15, #20, #21,
#9, #26, and #25. '

Observation on 8/20/08 at 5:55 PM in the sitting '
area outside of the East dining room revealed

residents #28, #12, #24, and #23 had trays left | | _°hbb =50 OODs D2u? 5710
under the food served.

However, observation in the main dining room on
8/18/08 during the evening meal and on 8/19/08
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The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the RA|
specified by the State. The assessment must
include at least the following:

Identification and demographic information
Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;

Psychosocial well-being;

hd
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F 241| Continued From page 1 F 241 D)ihe sducation coordinator will provids
during the breakfast meal revealed no trays were residents' right to personal privacy
left under the food as served. and dignity with emphasis on tray re-
moval at mealtime, coverlng foley c_:ath-
2. Observation on 8/19/08 at 2 PM revealed betere tomiag o ctaemto! renocking
resident #10 had a urinary catheter with a , .
drainage bag containing yellowish clear urine QA ' “WA MVMA‘U\AAJS MU
hanging in front of the resident's wheelchair in full '
view of other residents. Interview with the DON on e NN Lov[ e ‘C"‘*’/L’&ﬂ
8/21/08 at 8:10 AM confirmed drainage bags &
were to be covered with a privacy bag. & A ?”‘”Y"'WV\ i P.U\Qmﬂﬁb
3. Observation on 8/18/08 at 5 PM revealed a / .
registered nurse (RN) C entered the room of
residents #36 and #38 without knocking. The
residents were in their rooms at the time.
Interview with the director of nursing (DON) on
8/21/08 at 8:10 AM confirmed the facility's
expectation concerning entering a resident's room
was that staff would knock first and wait for
permission to enter the room. ) ) )
F 272 483.20, 483.20(b) COMPREHENSIVE F272)The facllity will ensure all residents | 10-05-08
—55=D | ASSESSMENTS regave-comp: pronensye

assessments as scheduled and as needed.

A}All residents will receive complete
comprehensive assessments as scheduled
and as needed,

B)The MDS Goordinator will develop an

asgsessment tracking form to ensure all
departments are completing comprehen-

sive assessments timely and in accord-
ance with the MDS schedule,

Ml% EWMIAJOL&,I Faids, @naibo et

Reatt 34 Tuloe ng,\fj R
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Activity pursuit;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed through the
resident assessment protocols; and
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by

Based on medical record review and staff
interview, the facility failed to provide
comprehensive assessments in required areas
for 2 of 15 sample residents (#18, #34). The

MD3 Coordinator reports weekly and mon-
itor performance by weekly random chart
checks by the Director of Nursing..

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORREGTION (x5)
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F 272 ; C)The MDS Coordinator will monitor com-
Contllnued Fm_m Page 2 Far2 pletion of assessments and report weekly
Physical functioning and structural problems; at the Interdisciplinary Team Meeting.
Continence; This will be reported quarterly as part
Disease diagnosis and health conditions: gﬁ ihe facility Quality Improvement Pro-
Dental and nutritional status;
Skin conditions; D)The Director of Nursing will monitor |10-05-08

findings were;

1. According to the 8/17/07 annual Minimum Data
Set (MDS) assessment, resident #18 triggered for
comprehensive assessments in the areas of
Communication, Activities of dally living {ADLs)
and Falls. Medical record review showed no
resident assessment protocols (RAP) or other
forms of comprehensive assessments were
conducted in these three areas, Interview with the
DON on 8/20/08 at 10 AM revealed these
assessments were not completed.

2. Record review of an admission MDS dated
7/15/08 for resident #34 revealed the resident had
a feeding tube, Further record review revealed no
resident assessment protocol (RAP) was
completed to address the tube feeding. Interview
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Continued From page 3

on 8/21/08 at 8:30 AM with the MDS coordinator
revealed the dietary department was responsible
for completing tube feeding RAP. Further
interview on 8/18/08 at 1030 AM with the MDS
coordinator confirmed there was no tube feeding
RAP had not been done.

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

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

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to ensure professional
standards were met regarding nutrition
assessments, nursing documentation, and
medication administration for 13 of 13 sample
residents (#4, #10, #11, #13, #17, #18, #19, #27,
#34, #42, #52, #56, #63) and 2 non-sample

F272

F 281

-

The facility will ensure professional
standards are met to include but not

limited to: nutritional assessments,

nursing documentation, and medication
administration.

A)All comprehensive assessments for nu-
tritional status will be completed and
signed by the Registered Dietician ace
cording’ to the MDS schedule.

B)Performance will be monitored weekly
by random chart checks by the MDS Co--
ordinator and reported weekly at the
Interdisciplinary Team Meeting. Results

facility Quality Improvement Program.

Lo podh= 19,1310, 19,52 1% o
270,24 A2

will be reported quarterly as part of the

1L

S o w Lo Bt aaret s

10-05-08

%f §L€!
Cormplad

-

residents (#65, #67). In addition, one of four
medication carts was unlocked and unattended.
The findings were:

NUTRITION ASSESSMENTS

1. Review of the 5/6/08 admission Minimum Data
Set (MDS) assessment for resident #19 revealed
the resident required a comprehensive
assessment for nutritional status. Review of the
4/30/08 Resident Assessment Protocol {RAP) for
nutrition revealed it was completed and signed by
the certified dietary manager, and not the
registered dietitian (RD). In addition, another RAP
dated 7/3/08 and a Nutrition Risk Assessment
dated 7/3/08 were both completed and signed by
the certified dietary manager.

g

QW ’C)K[ i

_
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2. Review of the 7/8/08 significant change MDS
assessment for resident #13 revealed the
resident required a comprehensive assessment
for nutritional status. Review of the 7/3/08 RAP
for nutrition and the 7/3/08 Nutrition Risk
Assessment showed the certified dietary
manager completed and signed the
assessments.

3. Review of the 7/10/08 Nutrition Risk
Assessment for resident #10 showed the certified
dietary manager completed and signed the
assessment.

4. Review of the 8/14/08 Nutrition Risk
Assessment for resident #4 revealed the certified
dietary manager completed and signed the
assessment.

5. According to the significant change MDS
assessments dated 5/12/08 and 8/11/08, resident

#52 Tequired comprehensive assessments

related to his/her nutritional status. Review of the
"Nutrition Risk Assessments” dated 5/5/08,
5/12/08, and 5/26/08 and the 5/12/08 RAP review
module showed all were completed and signed by
the certified dietary manager. The record lacked
evidence an RD was involved in the assessment ,
process.

6. Medical record review revealed the nutritional
risk assessments for resident #17 dated 12/6/07
and 7/17/08 were signed as completed by the
certified dietary manager.

7. Medical record review showed the nutritional
risk assessment dated 8/17/07 and the nutritional
tisk assessment and the dietary RAP dated
8/7/08 for resident #18 were signed as completed
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by the certified dietary manager.

8. Medical record review revealed the nutritional
risk assessments for resident # 63 for 12/27/08,
3/19/08, and 6/19/08 were signed as completed
by the certified dietary manager.

9. Further review revealed the nutrition risk
assessment and the distary RAP dated 6/5/08 for
resident #56 were signed as completed by the
certified dietary manager.

10. Medical record review revealed the nutritional
assessments for resident #27 for 9/20/07,
1214107, 3/5/08/08, and 5/29/08 were signed as
completed by the dietary manager. Further review
revealed the dietary RAP for 7/12/08 was signed
as completed by the dietary manager. The record
lacked evidence the RD was involved in the
assessment process.

1T, Medical tecord Teview revealsd tie nutritional
assessments for resident #11 for 8/4//07 and
6/3/08 were signed as completed by the dietary
manager. Further review revealed the dietary
RAP for 3/9/08 was sighed as completed by the
dietary manager. The record lacked evidence an
RD was involved in the assessment process.

12. Medical record review for resident #34
revealed nutrition risk assessments dated 7/12/08
and 8/4/08 and a nutrition RAP dated 7/12/08
were signed as competed by the cettified distary
manager.

13. Medical record review for resident #42
revealed nutrition risk assessments dated 2/21/08
and 7/17/08 and a nutrition RAP dated 7/17/08
were signed as completed by the dietary

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: DXW 11 Facllity ID: WY0018 If continuation sheet Page 6 of 14
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manager.

14. Interview with the dietary manager on 8/19/08
at 2 PM confirmed she routinely completed the
nutritional assessments and dietary RAPs,
Interview with the dietary manger and registered
dietitian (RD) on 8/20/08 at 1.25 PM revealed
they had not realized the RD was responsible for
all dietary assessments.

Reference:

According to the 2008 Standards of Practice for
Registered Dietitians in Nutrition Care, published
by the American Dietetic Assoclation, Standard 1:
Nutrition Assessment, The registered dietitian
(RD) uses accurate and relevant data and
information to identify nutrition-retated problems.
Rationale: Nutrition assessment is the first of four
steps of the Nutrition Care Process. Nutrition
Assessment is a systematic process of obtaining,
verifying, and interpreting data in order to make
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decisions-about the nature-and causeof
nutrition-related problems. [t is initiated by referral
andfor screening of individuals...for nutrition risk
factors... It provides the foundation for Nutrition
Diagnosis, the second step of the Nutrition Care
Process. Further, the 2008 Standards of Practice
specifically state: "The RD does not delegate the
nutrition care process, but may assign certain
tasks for the purpose of providing the RD with
needed information {e.g., screens, gathering of
data and other information) or communicating
with and educating patients.”

NURSING DOCUMENTATION
1. Review of the medical record showed resident

#18 had a long standing diagnosis of
hypothyroidism. Review of the monthly physician
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order sheets revealed the resident was
prescribed and received levothyroxine (Synthroid)
75 meg (micrograms) daily on a routine basis.
However review of the medication administration
record (MAR) showed the resident did not receive
the Synthroid on five days; 7/1/08, 7/4/08, 7/9/08,
7/12/08 and 7/13/08. Interview with the director of
nursing (DON) on 8/19/08 at 10 AM revealed the
nurse on duty on those days administered the
medication, but "forgot" to record it in the MAR.
The sixth edition of "Clinical Nursing Skills Basic
fo Advanced Skills" by Smith, Duell, and Martin
lists one of the six rights to safety is
"documentation."

MEDICATION CARTS/MEDICATION PASS:

1. Observation on 8/19/08 at 7:.45 AM revealed
licensed practical nurse (LPN) D was passing
medications on the transitional unit. At that time,
the LPN left the medication cart and left the unit.

are administered appropriately and time-
Ly.

A)Resident #18 is receiving medications
as ordered.

B)All residents will receive medications
as ordered and administered according to
the nursing standards of practice.

C)Nursing staff will be inserviced on
following proper medication administrat-
ion techniques as well as proper pro-
cedure for documenting on the medication
administration record., The inservice
will also include locking medication -
carts to keep drugs secure, five rights
of medication administration, and the
importance of not touching medications
with the fingers.

D)Performance will be monitored by week-
ly random rounds observing medication
adminlstration by nurse supervisors and
pharmacist and reported monthly as part
of the facility Quality Improvement
Program.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION (%6)
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Further-observationrevealed-the-medicationcart
was unlocked, and there were blister packs
containing medications lying on top of the cart,
Interview with the director of nursing (DON) on
8/21/08 at 8:10 AM revealed she expected all
medication carts to be locked when not in view of
the nurse. In addition, the DON stated that
medications should niot be left on an unattended
medication cart. "Nursing Intetventions and
Clinical Skills" 4th edition, by Elkin, Petry, and
Potter, copyright 2007, page 375 revealed the
nurse was to, "Keep drugs secure...Medication
carts must be kept locked when unattended and
the key kept by an authorized person.”

2. Observation on 8/19/08 at 7:45 AM revealed
LPN D touched one of resident #87's pills and 14
pills intended for of resident #65, with her bare
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychetic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition

for all residents.

A)A comprehensive steep assessment has
been done for resident #4,

BJA procedure will be developed to en-
sure all residents who have not used
antipsychotic drugs are not given these
drugs unless necessary to treat a spe-
cific condition and gradual dose re-
ductions are done along with behavioral
interventions in an effort to discontin-
ue these drugs.

C)Performace will be monitored by random
chart checks by the Director of Nursing
and Pharmacist monthly during drug
regimen review and reported quarterly

as part of the facility Quality Improve-
ment Program.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5}
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F 281 | Continued From page 8 F 281
hands. "Nursing Interventions and Clinical Skills"
pages 374 and 383 revealed, "...avoid touching
tablets and capsules...Do not touch medication
with fingers..."
F 329 | 483.25(]) UNNECESSARY DRUGS F 328 |The facility will ensure the drug regi- | 10-05-08
58=D men 1s free of unnecessary medications

as diagnosed-and docurnentsd i 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 is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to ensure the drug
regimen was free of unnecessary medications far
1 (#4) of 15 sample residents. The findings were:
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Review of physician's orders for resident #4
showed that on 4/10/08 Temazepam
[sedative-hypnotic]15 milligrams (mg) at bedtime
as needed was ordered. Review of the July 2008
medication administration record (MAR) revealed
the resident received the Temazepam on 27
nights. According fo the August 2008 MAR, the
resident received Temazepam 16 nights (through
8/19/08). Review of the medical record showed
no comprehensive sieep assessment had been
done to determine possible causes of the
resident's insomnia. On &/20/08 at 3 PM, the
DON stated a comprehensive sleep assessment
was not completed.
F 332 | 483.25(m)(1) MEDICATION ERRORS F 332|The facility will ensure it is free of | 10-05-08
SS=F medication error rates of five percent

The facility must ensure that it is free of
medication error rates of five percent or greater.

or greater,

A)YNursing staff will be inserviced on
following proper medicatlion and admin-
istration techniques including the five
rights of medicatlon administration and
reading each label three timeg before

This REQUIREMENT 15 not met as evidenced
by

Based on medical record review, facility
procedure, observation and staff interview, the
facility had three medication errors out of sixty
opportunities which resulted in a 5% error rate.
The findings were;

Observation on 8/18/08 at 8 AM during a
medication pass on the transition unit revealed
LPN D administered 14 different medications to
resident #65. The following concerns were hoted:

a. Observation revealed LPN D administered
Lotrel 5120 milligrams (mg), Prozac 10 mg, and
Furosemide 40 mg along with 11 other
medications to the resident,

b. Review of this resident's physician's orders
revealed there were no orders for Lotrel and

administering medications.

B)Performace will be monitored by week-
ly random rounds, observing medication
administration by nurse supervisors and
Pharmacist and reported monthly as part

of the facility Quallty Improvement Pro-

gram.
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Observation on 8/19/08 from 12:40 PM to 1:10
PM revealed the following concerns;

a. The refrigeratorffreezer unit in the family
dining room on the first floor had spilled food and
crumbs on the bottom with a spill-over onto the

(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF CORRECTION {X5)
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F 332 | Continued From page 10 F 332
Prozac, and the Furosemide order was for 10 mg
every other day. Interview on 8/19/08 at 9;30 AM
with the LPN confirmed this.
¢. Review of the facility's specific medication
administration procedures revealed, "...F. Read
medication label three fimes before pouring...K....
document administration in the medication
administration record (MAR)..."
d. Interview on 8/19/08 at 9:30 AM with LPN D
revealed another resident's medication blister
packs were mixed with resident # 65's medication
blister packs. The LPN also confirmed she did not
read the resident's name on the blister packs and
did not match the medication with the resident’s
MAR, which resulted in resident #65 receiving
another resident's medication.
F 371 483.35()(2) SANITARY CONDITIONS - FOOD F 371|The facility will store, prepare, dis- |10-05-08
ss=F | PREP & SERVICE tribute and serve food under sanltary
conditions.
The facility must store, prepare, distribute, and A)The refrigerator/freezer units and
serve food under sanitary conditions. microwaves for the family dining room,
room. #2137, pantry behind second floor
medlcation room, and room #3255 have
been cleaned.
B)All kitchens have been placed on a
i i i weekly cleaning schedule to be done by
'EIJ’;1.|5 REQUIREMENT is not met as evidenced night shift certified nursing aides.
Based on observation, cleaning schedule review, C)Performance will be monitored weekly
and staff interview, the facility failed to ensure by ragdgm nurie iupeivzﬁorfml}r{@i and
i H f reported quarterly a e facility
four of four rgach in refrlgerator!freezer gmts and Quality Improvement Meeting.
one of two microwave units located outside the
kitchen were maintained in a clean condition. The ¢4 !
findings were: Cokt '”"x o S’HT% N Ps cﬁL Wza
12}01’3 a"w; AL 2
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floor. Various food supplies were stored among
the debris,

b. An accumulation of crumbs was noted on
the bottom of the refrigerator located in the server
room (#2137). Food for resident consumption
was being stored in the soiled area.

c. The bottom of the refrigerator/freezer unit
in the pantry behind the second floor medication
room contained scattered food and crumbs. Food
was being stored among the debris. Also, the
interior of the microwave unit was noted to be
soiled inside with dried, caked-on, blackened food
residue.

d. The interior of the refrigerator/freezer unit
in room #3255 contained an accumulation of
crumbs on the bottom. Again, food was being
stored in contact with the food debris.

Review of the kitchen cleaning schedule revealed
the refrigerator/freezer units and microwave units
outside of the kitchen were not listed for cleaning.

Interview with the dietary manager on 8/20/08 at
1:20 PM confirmed the refrigerator/freezer units
and microwave units outside of the kitchen were
not on the dietary cleaning schedule, and she did
not know when they were last cleaned,

According to the Food Code 2005, U.S. Public
Health Service, Food and Drug Administration,
3-305.11: "(A) Except as specified in 1 (B) and
(C) of this section, FOOD shall be protected from
contamination by storing the FOOD: (1) Ina
clean, dry location...According to the Food Code
2005, U.S. Public Heatth Service, Food and Drug
Administration, 4-602.12: "(B) The cavities and
door seals of microwave ovens shall be cleaned
at least every 24 hours by using the
manufacturer's recommended cleaning
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The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmagcist.

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced
by

Based on medical record review and staff
interview, the facility failed to report the
pharmacist's recommendations for 1 (#18) of 13
sample residents to the physician. The findings

to the physician.

A)The pharmacist recommendations for
resident #18 for Zoloft and Remercn havd
been communicated to the physician.

E)Random chart checks will be performed
by the Director of Nursing and pharmacy
monthly during drug regimen review, and
repotrted quarterly as part of the facild
tw Quality Improvement Program to ensurd
irregularities are reported to the at-

tending physician and Director of Nursing

and appropriate action has been taken.

™
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procedure."
F 428 | 483.60(c) DRUG REGIMEN REVIEW F 428| The facility will ensure the monthly 10-05-08
§8=D pharmacist recommendations are reported

were:

Review of the medical record and the medication
administration record (MAR) for resident #18
revealed the resident was taking two
antidepressants. The resident began taking Zoloft
once a day on 11/28/06 and Remeron once a day
on 4/18/05. Review of the pharmacist's drug
regimen review over the previous year revealed
ho written recommendation regarding the two
antidepressants. However interview with the DON
on 8/20/08 at 10 AM revealed the pharmacist had
discussed the issue with the DON, but the DON
stated she did not contact the physician. She
stated the pharmacist's recommendation was that
the resident receive either a gradual dose
reduction or the physician should document a
justification for the continued use of the two
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The facility must file in the resident’s clinical
record laboratory reports that are dated and
contain the name and address of the testing
laboratory.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to ensure laboratory
reports were filed in the medical record for one
(#18) of 13 sample residents. The findings were:

Review of the medical record for resident #18
revealed a diagnosis of hypothyroidism. A
physician's order sheet, dated 5/1/08, requested a
blood thyreid stimulating hormone (TSH) test be
done. Further record review revealed a lab
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antidepressant medications.
F 507 483,750)(2)“\/) LABORATORY SERVICES F 507 |The facility will ensure lab reports are| 10-05-08
58=D filed in the medical record.

A)The TSH level resultts for resident #18
is in the resident's medical record.

B)Random chart checks will be performed
by the Director of Nursing and pharmacy
monthly during pharmacy review and re-
ported quarterly as part of the facility|
Quality Improvement Program,

%ﬁ% unld Vot edu-edld
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requisitionslipdated 5/2/08 was prepared
indicating the TSH order was communicated to
the lab. However, review of the lab results
revealed no TSH results were filed in the record,
Interview with the DON on 8/19/08 at 1:48 PM
confirmed the TSH results were not in the
medical record. Facility staff then contacted the
Iab and determined the test was done and
requested the results be faxed to the facility.
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