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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 11/14/15 as alleged.
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program participation.
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including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budget, Paperwork
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A Recertification Survey was initiated on
10/06/15 and conciluded on 10/08/15 with

deficiencies cited at the highest scope and 1. Unit Manager verified code l 'IHhK

severity of an 'E", status as DNR for residents #6
F 156 | 483.10{b}(5) - (10}, 483.10((1) NOTICE OF F 156 and #7. Clarification order

se=p | RIGHTS, BULES, SERVICES,
58=D | RIG ULES, SERVICES, CHARGES written on 10/6/15 for DNR.

The facility must inform the resident both orally Verified that DNR stickers are

and in writing in a language that the resident placed on residents chart, order
understands of his or her rights and all rules and changed to reflect DNR status
regulations governing resident conduct and on residents MAR, residents
responsibilities during the stay in the facility. The added to facility DNR list.
facility must also provide the resident with the Regident #6 remains in the
notice (if any) of the State developed under facility, Resident #7 discharged
§1919(e)(8) of the Act. Such notification must be to personal care facility on
made prior to or upon admission and during the 10/23/15.

resident's stay. Recsipt of such information, and
any amendments to it, must be acknowledged in

writing. 2. All residents have the potential

10 be affected by the deficient

The facility must inform each resident who is practice. A review of code status

entitled to Medicaid benefits, in writing, at the time for all residents in the facility on
of admission to the nursing facility or, when the 10/6/15 was completed hy DON
resident bacomes eligible for Medicaid of the and unit managers to ensure
itemns and services that are included in nursing current code status is reflected

.| facility services under the Siate plan and for on residents chart, physician
‘which the resident may not be charged:; those orders and MAR.

other items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5)
(iY{A) and (B) of this section.

The facility must inform each resident befores, or
at the time of admission, and periodically during
the resident's stay, of services available in the

ABORATORY DIRECTOR: SUPPLIER REPRESENTATIVE'S SIGNATURE 2!2 [XE)] DATE
\ :
" : t
X Al X Adwinistontor X _1fll5”
any deficiency sta) Eqré'n ing with an asterisk () denotes a deficiency which tha institution may be excused (rom correcting providing It is determined that

sther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days
‘ollowing the cate of survey whether or nat a plan of sorsction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
1ays following the date these documents are made avaiaple 16 the faclity. f deficiencies are cited, an approven plar of correction is raquisite to continuéd
ogram participation.
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F 156 | Continued From page 1 F 156 3. The facility will initiate the

tacility and of charges for those services,
including any charges far services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
legal nghts which includes:

A description of the manner of protecting personal
funds, under paragraph (¢) of this section,

A description of the requirements and procedures
for establishing efigibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
nor-exempt resources at the time of
institutionalization and attributes fo the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibifity levels,

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification

i agency, the State licensure office, the State

ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency conceming resident abuse, neglect, and
misappropriation of resident property in the
tacility, and non-comphance with the advance
directives requirements.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

following practices to ensure the
deficient practice does not
recur:

a. Education will be
provided to nurses hy
DON by 11/13/15
regarding procedure of
updating resident
records to reflect
current code status,

b. The Performance
Improvement
Committee QA
calendar will be
updated to include a
100% audit of code
status monthly for 3
months to ensure the
residents’ current code
status is reflected on
the residents’” medical
record, physician
orders and MAR.
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F 156 | Continued From page 2 E 156!l 4. The facility plans to monitor the

Resuscitation Status, it was determined the

The facility must prominently display in the facility
written information, and provide to residentis and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how 1o
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT i3 not met as evidenced
by:

Based an inferview, record review and review of
the facility's policy for Designation of

facility failed to accurately document the Code
status of two (2) of ninsteen (19) sampled
residents (Hesident #6 and Resident #7).
Resident #6's clinical record was documented for
the resident as a Full Code, however, the
Responsible Party signed the Do Not Resuscitate
form. Resident #7's Responsible Party signed a
Full Code form on admission on 09/13/15. The
Fesponsible Party changed the code status and
signed a Do Not Resuscitate farm on 09/14/15..
The resident's clinical record continued 1o be
marked ag a Full Code.

The findings include:"

Review of the facility's policy for Designation of
Resuscitation Staius, dated 06/01/08, revealed
the facility required all residents, on admission, to
designate in writing their wishes for the use of
Cardiopulmonary Resuscitation (CPR). A
resident's resuscitation status was documented in
the resident's clinical record. Any amendment
was also documented in the resident's clinical

performance of the solution for
sustainability by the following:

a} The Performance
Improvement Committee will
review the audits performed
maonthly for 3 months and
make needed
recommendations to the
Quality Assurance and
Performance Improvement
Committee (QAPI).

b) The QAPI Committee will
review the submitted
reports/audits monthly for 3
months to ensure compliance,
Recommendations will be
made based on the outcomes
of these reports/audits as to
needed revisions of the plan
of correction.
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record. The resident's clinical record was labeled
as Full Code or as Do Not Besuscitate inside the
I front of the chart.

1. Review of the clinical record for Resident #6,
revealed the facility readmitted the resident, on
09/28/15, with diagnoses of Pulmonary Fibrosis,
Hypertension, Failure to Thrive, Toxic Metabolic
Encephalopathy and Generalized Weakness.
The clinical record documented the resident was
a full code.

Review of tha quarterly Minimum Data Set (MDS)
assessment for Resident #6, dated 09/05/15,
revealed the facility found the resident needed
limited assistance of one person for dressing,
groorming, and ambulation. The resident was
incontinent of bowel and bladder. A Brief
Interview for Mental Status (BIMS) revealed the
resident scored thirteen (13) out of fifteen (15)
and was interviewable.

Review of the physician’s orders for October 2015
for Resident #6, revealed the resident was a full
code.

Review of the clinical record for Resident #6,
revealed a Code Status Torm was completed for
the resident by the Responsible Party for Do Not
Resuscitate on 10/02/15,

2. Review of the clinical record for Resident #7,
revealed the facility admitted the resident on
09/13/15 with diagnoses of Atrial
Fibrillation/Fluiter, Dementia with Behavior,
Alzheimer's Disease and Dysphagia.

Review of the clinical record revealed the facility
completed an admission MDS assessment on

ORAM CME-2567(02-99) Previous Versions Obsolels Event ID:JG1511 Facility 1D 100644 if continuation sheet Page 4 of 27
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Continued From page 4

09/20/15, which indicated Resident #7's BIMS
score was thirteen (13} out of fifteen (15) and the
resident was interviewable. The resident required
extensive assistance with all activities of daily
living.

Review of the clinical record for Resident #7,
revealed the the resident was a full code per the
admission physician's orders and the responsible
party's documentation when admitted on
08/13/15. However, the Responsible Party
determined the resident was a Do Not
Resuscitate and completed the paper work the
next day or 09/14/15. The label inside the front
of the clinical record revealed the resident was a
full code which did not reflect the resident's
change o a Do Not Resuscitate,

Interview with Licensed Practical Nurse (LPN) #1,
on 10/06/15 at 1:51 PM, revealed Resident #7
was a full code. She staled the regident's
medical record was labeled as a full code as was
the medication administration record. She slated
the she was not aware the resident was actually a
do not resuscitate and the records would be
corrected. She stated the family would have
beern very upset if cardiopulmonary resuscitation
had been implemented.

interview with the Unit Manager, on 10/06/15 at
2:12 PM, revealed anytime a Code Status form
was signed, the nurse involved wrote an order ta
refiect the code status afier notifying the
physician. She stated the Do Not Resuscitate
List was updated as was the care plan. She
stated a negative outcome could have resulted if
the resident sutfered a cardiopulmonary arrest
and received resuscitation.

F 156
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F 156 | Continued From page 5 F 156
Interview with the Assistarit Director of Nursing,
on 10/06/15 at 11:23 AM, revealed the Code
Status of residents was determined by the
resident or responsible party and the decision
was documented oh a Code Status form and
placed in the ¢linical record. She stated a sticker
was placed inside the record front indicating the
resident's code status. She stated the pharmacy
was also notified and the medication record
contained the code status. She stated the facility
had a Do Not Resuscitate list that was updated
as needed,

Interview with the Director of Nursing, on
10/07/15 at 3:22 AM, revealed the Code Status of
residents had to be accurate and clearly indicated
on the clinical recard. He stated there would
detinitely be a negative outcome if the resident's
Code Siatus was not honored.

F 279 | 483.20(d), 483.20(K)(1) DEVELOP F 279 . , ,r"
55=D | COMPREHENSIVE CARE PLANS 1. On 10/7/15, Director of LM
MDS completed an acute
Afacility must use the results of the assessment care plan for infection r/t ¢
o develop, review and ravise the resident's diff for resident #16,
comprehensive plan of care, verifying that contact
The facility must develop a comprehensive care Precaut;ons \;vere included
plan for each resident that includes measurable n the plan ot care.
objectives and timetables to meet a resident's Resident #16 discharged to
medical, nursing, and menial and psychosocial personal care facility on
needs that are identified in the comprehensive 10/22/15.
assessmernt.
The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, meantal, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
“ORM CME-2567(02-89) Pravious Versions Obsolale Evenl [0 JG1511 Faciifty 10 100844 i continuation sheet Pags 6 of 27
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be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review,
facility paolicy and the Resident Assessment
Instrument (RAI) Manual, it was determined the
facility failed to develop a comprehensive care
glan Tor one (1) of sixteen (16) sampled
residents. Resident #16's care plan did not
address Contact [solation.

The findings include:

The facility did not provide a policy for developing
care plans, stating the RAl is their reference,

Heview of the Resident Assessment Instrument
(RAD Manual, Minimum Data Set (MDS), Chapter
4, page 4-8, dated May 2013, revealed the facility
was regponsible for assessing and addressing all
care issues relevant to the individual residents,
regardless of whether or not they are covered by
the RAl, including monitering each resident’s
condition and responding with appropriate
interventions. Fages 4-12 revealed the overall
care plan should be oriented towards: preventing
avoidable declines; managing risk factors;
addressing resident's strength; evaluating
treatments; and, addressing additianal care
planning areas relevant to meeting the resident's
needs,

Review of the facility policy Initiating Transmission
Based Precautions, dated 08/01/15, states

a)

have the potential to be affected by
the deficient practice. On 10/7/15,
DON and MDS director completed
100% audit of current residents with
infections, to verify that an acute
care plan was in place, and, if
needed, isolation precautions were
included in the plan of care,

3. The facility will initiate the
following practices to ensure the
deficient practice does nof recur;

Staff in-services conducted
by the DON, during the week
of 10/19/15-10/23/15, to
include education on Hand
Washing, C-Diff infections,
PPE practices and isolation
precautions

Education 1o be completed
with nurses by DON, on
implementation of acute
care plans and development

“of care plans by 11/13/15.

The Performance
improvement Committee QA
calendar will be updated 1o
include a 100% audit of
acute care plans for 3
months to be completed

- monthly by DON or MDS

Director.
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F 279 Continued From page 7 F279 4. The facility plans to monitor

Transmission-Based Precautions will be initiated
when there is a reason to believe a resident has a
communicable infectious disease.
Transmigsion-Based Precautions may include
Contact Precautions, Droplet Precautions, or
Airborne Precautions.

Heview of the facility policy regarding Isolation for
Transmission-Based Precautions, dated 08/01/15
states the facility would implement Contact
Precautions for residents known or suspected o
be infected or colonized with micro-organisms
transmitted by direct contact with the resident or
indirect contact with the environmental surfaces
or resident-care itemns. Examples of infections
requiring Coritact Precautions included Diarthea
associated with Clostridium Difficile (C. diff). The
facility would also ensure residents care plans
indicated the type of precautions implemented for
the resident.

Review of the clinical record for Resident #16
revealed the facility admitted the resident on
09/08/15 with diagnoses of Hypertension,
Hyperlipidemia, Arthritis, Derentia, Anxiety
Disorder, Depression, {rritable Bowel Syndrome,
Diverticulitis and post Shoulder Dislocation.

Review of Resident #16's Annual Minimum Data
Set (MDS) assessment, complated on 09/15/15,
revealed a Brief Interview for Mental Status
(BIMS) exam was conducted and the facility
assessed the residertt with a score of five (5) of
fifteen (15) meaning the resident was not
interviewable.

Review of the Physician's Order, dated 09/11/15,
revealed Resident #16's physician ordered a stool
study with culfures to detarmine if the resident

the performance of the

i

solution for sustainability by
the following:

a)

The Performance
improvement
Committee will review
the audits performed
monthly for 3 months
and make needed
recommendations to
the Quality Assurance
and Performance
Improvement
Committee {QAPI).
The QAPI Committee
will review the
submitted
reports/audits monthly
for 3 months to ensure
compliance.
Recommendations will
be made based on the
outcomes of these
reports/audits as to
needed revisions of
the plan of correction.
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. provide the necessary care and services o alfain

Cortinued From page 8

had a C. diff infection. The stool sample for the
order was not obtained by staff. Review of the
Physician's Order, dated 09/28/15 revealed
Resident

#16's physician reordered the stool study with
cultures to determine if the resident had C. diff.

Review of Laboratory results, dated 10/07/15,
revealed Resident #16's stool culture tested
positive for C. diff.

Review of the Comprehensive Care Plan for
Resident #16, dated 10/08/15 revealed an
Infection Control plan of care for Contact
Precautions was not developed at the time the
physician wrote the initial, secondary order or
after the facility received confirmation, Resident |
#16 had the infectious disease, C. diff.

Interview with Unit Manager #2, on 10/07/15 at .
4:50 PM, revealed upon review of Resident #16's
Comprehensive Plan of Care, there was not an
Infection Control plan for Contact Precautions
present. She stated she did not create the care
plan for Resident #16 on 09/11/15, when the
Physician first suspected C, diff and wraote the
initial order for a stool culture, per the facility
policy.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Fach resident must receive and the facility must

or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

F 279

F 309

1. For resident #16, stool
sample was collected on
10/6/15, results received
from lab on 10/7/15. MD was
notified of results on 10/7/15,
new orders received and
initiated. Resident placed in
contact isolation prior to
receiving results r/t suspicion
of c-diff.

\\M'f
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Continued From page 9

This REQUIREMENT ig not met as evidenced
by:

Based on observation, interview, record review
and facility policy review it was determined the
facility failed to follow physician orders for one (1)
of zixteen (16) sampled residents, Resident #16.
Hesideni #18 was suspected of having an
infection with Clostridiurn Difficile and the
Physician's order for stool cultures was not
followed by the facility.

The findings include:

The facility did not provide a policy outlining
procedures for physician orders of laboratory
specimens.

Review of the facility policy, Prescriber
Medication Orders, dated 03/02/2015 revealed
that the prescriber Iz contacted tor direction when
delivery of a medication will be delayed or the
medication is not or will not be available.

Heview of the clinical record for Residerit #16
ravealed the facility admiited the resident on
09/0B/15 with the diagnoses of Dementia, recent
Shoulder Dislocation, Diverticulitis, Hypertension
and Irritable Bowel Syndrome. :

Review of the clinical for Resident #16, revealed
the facility completed an admission Minimum
Data Set (MDS) assessment on 09/15/15 which
revealed the resident scored 5/15 on a Brief
Interview for Mental Status and wasg not

F 309
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. F 309 Continued From page 10 F 309 2.All residents have the potential to be

: interviewable. The resident required extensive
assistance with activities of dally living and was
. i continent of bladder and bowel.

Review of the Physician Order, dated 08/11/15,
revealed Resident #16's physician ordered a stool
study with cultures to determine if the resident
had C. diff. The stool sample was not obtained by
staff. _

Review of the Physician Order, dated 09/28/15,
revealed Resident #16's physician ordered a
second stool study.

Review of Labortatory results, dated 10/07/15,
revealed Resident #16' stool tested positive for
C. diff.

Observation on Hesident #16, on 10/7/15 at 4:20
PM, revealed that the resident was in isolation.
The sign on his/her door indicated the importance
of contacting the nurse before entry. There was a
Personal Protective Equipment (PPE) cart
outside his/her door. On the cant was a PPE card
outlining the steps of donning and proper disposal
of PPE garb.

Interview with Unit Manager #2, on 10/07/15 at
4:50 PM, revealed Resident #16's stool had not
heen obtained until 10/06/2015. She stated staff
had trouble getting the stool for a variety of
reasons. She stated she did not, nor did her

staff, call the MD to report the order completion
was not carried out.

Interview with Director of Nursing, on 10/08/2015
at 2:25 PM, revealed that Resident #16's stool
culture should have been obtained within three

(3) days of the original order, he stated the

affected by the deficient practice. A
review of current residents’ new
physician orders in the last 30 days to
be completed by 10/9/15 by DON to
ensure orders have been processed
and implemented.

3. The facility will initiate the following
practices to ensure the deficient
practice does not recur:

a) DON to educate nurses about
procedures for obtaining
physician orders and timely
follow up. Education to include
notification of physician if an
order cannot be followed for
any reason. Education to be
completed by 11/13/15.

b} The Performance
Improvement Committee QA
calendar will be updated to
include 25% audit of physician
orders for 3 months
concentrating on fab orders to
ensure implementation, to be
completed monthly by DON,
Unit manager or MDS Director.
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4. The facility plans to monitor
the performance of the
solution for sustainability by
the following:

a) The Parformance
Improvement
Committee will review
the audits for 3
months which were
performed monthly
and make needed
recommendations to
the Quality Assurance
and Performance
Improvement
Committee (QAPI).

b} The QAPI Committee
will review the
submitted
reports/audits monthly
for 3 months to ensure
compliance.
Recommendations will
be made based on the
outcomes of these
reports/audits as to
needed revisions of
the plan of correction.
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F 309 Continued From page 11 F 309 !
resident would normally be care planned for the
infection and updated with appropriate
interventions at the time of the stool specimen
order.
Interview with Physician #2, on 10/08/2015 at
2:20 PM, stated when he didn't receive results or
a call regarding 09/11/15 stool specimen he
recrdered the sample on 09/28/2015. :
F 323 | 483.25(h) FREE OF ACCIDENT F323]| 1. No residents were found to have | ll““( ‘(
§8=D | HAZARDS/SUPERVISION/DEVICES been affected by the deficient practice,

The facility must ensure that tha resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, record review,
and Training Guideline Procedures, ft was
determined the facility failed to ensure residents
were free from potentially hazardous substances
to prevent accidsnts. A botile of Hepacide Quat i -
was abserved stored in an unlocked area o

accessible to residents on one (1) of two (2) halls. '

The findings include:

Ohservation during the initial environmental tour
on 10/06/15 at 9:01 AM, revealed a white spray
bottie labeled Hepacide Quat 1. The botfle
labeled Hepacide Quat Il was observed in an
unlocked cabinet close fo the floor, in a unlocked

however the chemical in question was
removed from the unlocked cabinet
and placed in a locked utility room.

2. All residents who are able to
ambulate about the facility have the
potential to be affected by the
deficient practice. No resident was
found to be affected by the deficient
practice.

3. The facility will initiate the following
practices to ensure the deficient
practice does not recur:

.a. Education will be provided
to all staff by the staff
development coordinator
by 11/13/2015 on ensuring
all chemicals are locked in
the utility rooms or
housekeeping carts where
residents are not able to
access.
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F 323 Continued From page 12 Faz3 b. Education will be provided to
ladies whirlpool room on the Maroon Hall. housekeeping staff on
, chermical risk to residents by
| Observation, on 10/07/15 at 9:57 AM, revealed the housekeeping director by
the bottle of Hepacide CGiuat Il was in the unlocked 11/8/15.
‘. cabinet i the unlocked ladies whir!pool room on ¢. The Safety Data Sheets {SDS)
| the Maroon Hall. Further observation of the binders will be updated by the
| brting on 1 hat read the produst was affecive housekeeping director ith a
against the following: VIRUSES-HIV-1 (AIDS facility chemicale and Icated
Virus), Hepatitis G Virus (HCV), Hepatitis B Virus In areas readily accessible to
(HBV), Herpes simplex Type 2, Influenza employees by 10/30/15.
AZ2/Hong Kong viruses, and Pandemic 2009 d. The housekeeping supervisor
H1N1 influenza A virus, GERMS-Staphylococcus will be tasked with ensuring
aureus, Pseudomonas aeruginosa, and the SDS binders are up to date
Salmonella enterica, BACTERIAS-Vancomycin on a menthly basis or when
resistant Enterococcus faecalis (VRE), and new chemicals are procured.
Methicillin resistant Staphylococcus aureus All staff will be educated by
{MRSA). the hausekeeping supervisor
o . . that all chemical procurement
The facility did not provide a policy on S?ofgga of will go through the ‘
Hazardous Chemicals and Staff Accessibility of housekeeping supervisor for
the Material Safety Data Sheets (MSDS), when it Il departments. Thi ‘ b
was reguested. 2" cepartments. This il be
an ongoing procedure.
Review of the facility's training guideline €. The Performance
procedure titled Housekeeping and Laundry Improvement Committee QA
Preparation dated, 08/07/15, revealed that all calendar will be updated to
housekeeping chermical bottles were kept inside | include an audit performed
of locked carts. monthly for 3 months audit of
. chemical storage and SD5
ow as Malerial Safety Data Shee :
dated 07/08/13, revealed Mepacide Quat I :’mplefd by d:ff .
contained the cleaning ingredients of Isopropyl eusekeeping director.
Alcohol, Dialkyt Dimethyl Ammonium Chioride,
and Alkyl Dimethyl Benzyl Ammonium Chionde.
The MSDS also revealed, the product’s health
hazard data stated to avoid contact with eyes,
skin, or clothing, do not swallow, and fo avoid
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F 323 Contmyed From paga 13 F 323 4. The facility plans to
breathing product mist. The MSDS further . :
revealed, the product was harmful and medical maontor The performa.nce.qf
attention should be sought immediately if the solution for sustainability
exposed {o the product. by the following:
a) The Performance
Review of the United States Department of Labor, Improvement
QOccupational Safety and Health Administration's Committee wil
(O5HA) website titled Hazard Communication . .
Standard: Safety Data Sheets (SDS), dated 2012, review the audits
revealed employers were obligated to ensure that performed monthly
the SDS's were Kept readily accessible to for 3 months and
employees for all hazardous chemicals in their make needed
workplace. OSHA also revealed, employers were recommendations to
allowed to keep the SDS's in a binder or on .
computers as long as the employees have the Quality Assurance
immediate access to the information without and Performance
leaving their work area for rapid access to the Improvernent
8DS in the case of & power outage or other Committee (QAPI).
emergency. DSHAfurthermore revealed, b} The QAPI Committee
employets should have a designated person(s) . .
responsible for obtaining and maintaining the will review the
$D3 information. submitted
reports/audits
Interview with the Unit Manger on Maroon Hall, monthly for 3 months
on 10/07/15 at 10:11 AM, revealed ail information to ensure compliance.
about the facility's cleaning chernicals was kept in R dati
the SDS binder at the nursing stations, however c?(:ommen ations
she wasn't able to locate the the SDS far will be made based
Hepacide Quat 1l in the nursing station binders on the outcomes of
after it was requested. The Uni{ Manger on these reports/audits
hMamog Haﬂraddditiﬂnai!lyls'tated ﬂllat mi.:rsm? staff as to needed
aven'{ received any fraining on keeping cleanin o
supplies locked or 05:1 SDS binder up%a?es. Unit ’ revisions c,)f the plan
Manger on Maroon Hall stated cleaning of correction.
chemicals were never located in unlocked
locations because the products were dangerous
to the residents. Unit Manger on Maroon Hall also
stated that if she knew a resident had consumed
Hepacide Quat Il she would have assessed the
FORM CMS-25687[02-98) Pravious Verslons Obsolere Event |InJG1511 Facility ID: 100844 if continuation sheet Page 14 of 27
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resident, obtained the SDS from the nursing
station, contacted the Medical Director, and the
poigon control center to seek advice on
emergency medical freatment.

Inteiview with CNA #4, on 10/0715 at 10:17 AM,
ravealed all the cleaning chemicals were kept
locked because a resident can get i into hisiher
eyes andfor swallow . CNA #4 stated our
residents don't understand the dangers
associated with Hepacide Quat I and if it isn't
locked up they would get into it. CNA #4 also
stated that they were trained and she knew the
importance of locking dangerous chemicals up.
CNA #4, further stated they have kept all the
cleaning supplies and products in the locked
Utllity Hoom.

Interview with Housekeeping Staff #1, on
10/07/15 at 10:39 AM, revealed cleaning supplies
and chemicals were kept in the storage room on
their carts and in the laundry room.
Housekeeping Staff #1 stated their cleaning
supplies and chemicals don't need to be kept
locked because it wasn't a safety risk to the
residents. Housekeeping Staff #1 also stated she
hadn't been trained on how to store her cleaning
products,

intarview with Housekeeping Staff #2, on
10/07/15 at 10:51 AM, revealed staff were trained
to keep all cleaning chemicals locked at all times
to prevent the residents from getting hurt.

Housekeeping Staff #2 stated if the residents had
access to the cleaning chemicals they might drink t

it, spray it on their skin, or spray it into their eyes.
Housekeeping Staff #2 also stated the
housekeeping staff were required to wear gloves
when they used Hepacige Quat .
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Interview with the Director of Housekeeping and
Laundry, on 10/07/15 at 10:56 AM, revealed the
residents only went into the Ladies Whirlpool
Room to be weighed and no cleaning chemicals
were housed in there. The Director of
Housekeeping and Laundry stated all '
housekeeping staff were trained to keep cleaning
supplies and chemigals locked at all times.,
Director of Mousekeeping and Laundry also
stated Hepacide Quat Il was a dangerous
chemical used to clean areas that had been
contaminated by blood and that if exposured to
the product it would irritate a resident's eyas and
skin, also if ingested the resident should have to
be seen by a physician immediately.

Further intetview with the Director of
Housekeeping and Laundry on 10/07/15 at 12:33
PM, revealed Hepacide Quat li's MSDS sheet
was located in her office and another up-to-date
MSDS binder was located in the front office and
the binders located at the nurse's stations aren't
updated. The Director of Housekeeping and
Laundry stated staff don't have emergency
access to the current MSDS binders located in
her office and at the front office after
administrative staff have left the building. The
Director of Housekeeping and Laundry further
stated it was important to keep the MSDS binders
up-to-date because it would delay emergency
medical freatment if they aren't readily accessible.

Interview with the Medical Director, on 10/07/15
at 12:01 PM, revealed he would have obtained a
resident's vital signs and followed the treatment
instruction listed on the MSDS to treat a resident
who had came into contact with Hepacide Quat 11,
The Medical Director stated he would have also
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: called a poison contral center for treatment

' inatructions. The Medical Director also stated
cleaning chemicals shouldnt be kept in commaon
areas where residents have access to them, they
should've been kept locked away from the
residents.

Imterview with the Poison Control Operator, on
10/07/15 at 12:17 PM, revealed that it was a
requiremnent to have worn gloves and goggles
when a person has handled Hepacide Quat 1.
The Poizon control Operator stated Hepacide
Quat Il was poisonous and harmful. The Poison
contro} Operator also stated if Hepacide Quat il
was ingested, inhaled, or sprayed onto the skin or
into the eyes, medical attention should've been
sought immediately.

Interview with the Administrator, on 10/07A5 at
4:24 PM, revealed the facility hasn't had a
specific policy on Storage of Hazardous
Chemicals and Staff Accessibility of the SD&'s,
they have utilized CMS and OSHA guidelines
instead. The Administrator stated the Tacility
hasn't had a staff person who was responsible for
the upkeep of the SDS binders located at the
nursing stations and he wasrt aware of when it
was last updated. The administrator also stated
cleaning chemicals should've been kept locked
and staff should have had access to the &DE
information. The administrator further stated
housekeeping staff have been trained to keep
cleaning supplies locked.

Interview with the Director of Nursing, on
10/08/15 at 9:25 AM, revealed all cleaning
chemicals should've been kept in areas where
the residents wouldn't have access to them and
the cleaning chermicals should've been kept
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locked at all times. The Director of Nursing
stated if a resident had accessed Hepacide Quat
It and sprayed it in their eyes, sprayed it onto their
skirn, or ingested it he would have obtained the
residents vital signs, pulled the §D5 sheet,
contacted poison control, and the physician
immediately for treatment of the resident. The
Director of Nursing also stated if he wasn't able to
access the SDS information in an emergency
situation it would've delayed emergency medical
treatrnent of the resident who needed it. l{ 5"
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 . \\'l ’f
’ 10/6/15 CNA #7
ss=£ | SPREAD, LINENS On 10/6/ was

The facility must establish and maintain an
Infection Control Program designed to provids a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of digease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facility:

(?) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3} Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if

educated by Unit manager on
infection control, proper use of
PPE, and proper hand hygiene
with c-diff residents. On
10/7/15 LPN #2 was educated
by Unit Manager on proper use
of PPE, including proper steps
for removal, and hand hygiene
with c-diff residents. On

10/6/15, CNA #1 was educated

by Unit Manager on proper
hand hygiene with c-diff
residents. On 10/6/15, Unit
Manager and MDS director
updated CNA care plans for
residents #7, #8, #16, to reflect
contact precautions and to
wash hands with soap and
water prior to leaving the
residents’ room.
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direc;t contgr;t will transmﬁ the disease, ‘ The hand sanitizer bottles were

(3) The facility must require staff ta wash their ‘ removed from the isolation carts.

hands after each direct resident contact for which Resident &7 | dF icolati

hard washing is indicated by accepted estdent #/ was cleared from Isolation

professional practice. and contact precautions on 10/6/15,
as treatment for c-diff complete,

(c) Linens resident having formed stools x 4

Personnel must handle, store, process and days.

transport linens so as to prevent the spread of

infection. ) )
2. Ali residents of the green unit had
potential 1o be affected by the
deficient practice. A review to direct
care staff on isolation precautions and

. o ) -diff precautions was giv

This REQUIREMENT is not met as evidenced ¢-diff precautions was given by the

by: Assistant Director of Nursing and

Based on observation, interview, record review completed by 10/8/15. Audit to

and facility policy, it was determined the facility identify signs or symptoms of c-diff

failed to ensure all staff followed Contact among current residents on the green

Precauttons for Uos_tnd[um difficile for three_(ﬁ) of unit was completed by DON and MDS

four (4} sampled residents on those precautions, direct 10/8/15. No oth

Residents #7, #8 and #16 on the Green Unit. Irector on - N0 other

Nursing staff were observed to remove personal residents found to be affected by the

protective equipment incorrectly, enter contact deficient practice,

precautions rooms without personal protective

equipment and fail to wash hands using soap and

water.

The findings include:

Review of the facility's policy for Contact

Precautions, dated 08/01/12, revealed in addition

to Standard Precautions, implement Contact

Precautions for residents known or suspected to

be intected or colonized with microorganisms that

could be transmitted by direct contact with the

resident or by indirect contact with environmental

surfaces or resident-care items in the resident's
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environment, An example of an infection
requiring Contact Precautions was Clostridium
difficle (C. diff). In addition fo wearing gloves,
wear & gown for all interactions that may involve
contact with the resident or potentially
contaminated itemns in the resident's environment,

Review of the facility's Directions for How to
Safely Remove Personal Protective Equipment
(PPE) published by the Center for Disease

| Control, undated, revealed removal of gloves first

was relafed to the gloves being contaminated.
After gloves were removed, remove the gown
remembering the front of the gown was
contarninated. Untie the gown ties and pull the
gown away from the neck and shoulders,
touching the inside of the gown only, turn the
gown inside out and throw it away. Wash hands
or use an alcohol-based sanitizer immediately.

1. Review of the clinical record for Resident #7,
revealed the facility admitted the resident, on
09/13/15, with diagnoses of Clostridium difficile
infection (C. diff}, Alzheimer's Dementia with
Behaviors, and Dysphagia.

Review of the clinical record for Resident #7,

‘revealed the facility completed an admission

Minimum Data Set (MDS) assessment on
08/20/15 which revealed the resident scored a
thirteen (13) of fifteen (15) on a Brief Interview for
Mental Stalus and was interviewable, The
regident required extensive assistance with
activities of daily living and was incontinent of
bladder with occagional incontinence of bowel.

Review of the Care Guide for Certified Nurse
Aides (CNA), dated 08/22/15, revealed Resident
#7 was on Contact Isolations. There was no

3. The facility will initiate the following
practices to ensure the deficient
practice does not recur:
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a) Education conducted for staff
in all departments, by the
DON, during the week of
10/19/15-10/23/15, to include
education on Hand Washing,
C-Diff infections, PPE praciices,
removal of contaminated PPE
in the room in an isolation
trash can, and isolation
precautions.

b) Beginning 10/8/15 CNA care
plans will be updated by the
unit manager or nurse
supervisor as needed to reflect
residents in isolation, including
the type of isplation and
reason for isolation.

¢} The Performance Improvement

Committee QA calendar will be

updated to include an audit of

staff following proper isolation
precaution procedures and proper
use of PPE, and to ensure isolation
precautions and reason for
isolation is communicated on CNA
care plans, Audit to be completed
monthly for 32 months by DON or

MDS director.
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evidence of documentation regarding the type of performance of the solution for
infection (C. diffy and the specific instructions for sustainability by the following:
wagshing hands with soap and water prior to a) The Performance
leaving trie room. . .
Improvement Committee will
Observation of Resident #7, on 10/06/15 at 8:20 review the audits performed
AM, revealed a cart outside the room with maonthly for 3 months and
personal protective equipment. On top of the make needed
cart, there was a bottle of alcohol-based harid recommendations to the
sanitizer. CNA #7 was in the room without .
. , o Quality Assurance and
personal protective equipment setting up the S "
resident's meal tray. She exited the room and Performance Committee
used the hand sanitizer on the cart to clean her (QAPI).
hands. A sign on the top of the cart advised b} The QAPI Committee will
persons entering the room fo see the nurse prior review the submitted
to entering the room. [n addition, a paper :
instructing all staff on use of the PPE was on tap reports/audits monthly f,m 3
of the cart, however, there was no information months to ensure compliance.
found advising staff to use soap and water Recommendations will be
handwashing related to C. diff instead of using made based on the outcomes
hand sanitizer related to the resident's C. diff. of these reports/audits as to
Interview with CNA #7, on 10/06/15 at 8:45 AM, needed revisions of the plan of
revealed Resident #7 was on Contact correction.
Precautions related to an infection, however, she
was not aware of the type of infection. She stated
she did tot wear a gown into the room as she did
not plan to touch anything in the room. She
stated she may have touched her clothing to the
resident's bed and she should have worn a gown
to prevent contaminating her clothing. She stated
‘she used the alcohol sanitizer {0 clean her hands
since it was on the isclation cart. She stated she
was trained several months ago on isolation
precautions and germs could spread 1o make
other persons sick.
2. Review of the ¢linical record for Resident #8,
revegled the facility admitted the resident on
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09/18/15 with diagnoses of Clostridium difficile
infection, Hypertension, Congestive Heart Failure
and Cardiomyopathy.

Review of the clinical record for Resident #8,

! ravealed the facility completed an admission

{ MDS assessment on 09/26/15. The resident
scored a fifteen (15) of fifieen (15) on the Brief
Interview for Mental Status and was
interviewable. The resident required limited
assistance with activities of daily living and
extensive assistance with transfers.

Observation of Resident #8, on 10/07/15 at 12:06
PM, revealed LPN #2 inside Resident #8's
contact precautions room removing her gown by
untying the ties around her neck. After she
removed her gown, she removed her gloves.

Interview with LPN #2, on 10/07/15 at12:11 PM,
revealed she was in Resident #8's room
administering medications. She stated she was
trained this morning on conlact precautions and
thought the gown was removed prior to the
gloves when exiting a contact isolation room.
She stated the C. diff infection could be spread to
others if PPE was not remaoved correctly and by
fallure to wash hands with soap and water.

Interview with CNA #3, on 10/06/15 at 5:58 PM,
revealed she was frained by facility on contact
precauiions and the spread of bacteria to others.
She stated the nurses did not consistently share
the type of infection a resident had related fo
HIPPA privacy regulations. She stated everyone
should use soap and water to wash hands as
CNAs were foo busy (o find the nurse and ask
about the type of infection present.

F 441
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3. Review of the clinical record for Resident #16
revealed the facility admitted the resident on
09/08/15 with the diagnoses of Dementia, recent
Shoulder Dislocation, Diverticulitis, Hypertension
and trritable Bowel Syndrome.

Review of the clinical for Resident #16, revealed
the facility completed an admission Minimum
Data Set (MDS) assessment on 09/15/15 which
revealed the resident scored five (5) of fifteen
(15) on a Brief Interview for Mental Status and
was not interviewable. The resident required
extensive assistance with activities of daily living
and was continent of bladder and bowel.

Observation of Residarnt #16, on 10/06/15 at 5:18
PM, revealed CNA #1 delivering a meal tray to
the regident. There was a sign on the cart
outside the room to see the nurse prior 1o
entering the room. The cart contained gowns and
gloves. A signy was on the cart to advise step by
step how to don PPE and how to remove PPE.
The CNA donned gloves and a gown prior to
entering the room, She was observed removing
the PPE and leaving the room without using soap
and water 1o wash her hands. She was observed
to use the alcohol sanitizer on top of the isolation
cart to sanitize her hands.

interview with CNA #1, on 10/06/15 at 5:28 PM,
revealed she was aware Resident #16 required
contact precautions and was always taught to use
alcohol hand sanitizer, She stated she was not
sure why the resident required contact
precautions and she would ask the nurse. She
returned quickly and stated the resident's
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physician thought the resident had C. diff. She
stated she knew nothing regarding C. diff or how
it changed hand washing but she wouild ask the
"nurse. She stated she was trained by the facility
on contact precautions and providing isolation .
care and that alcohol was the strongest way to kill , "l' | 5/
germs. 1. Resident #1's nursing notes did not W

F 514 483.75(h(1) RES F 514

35-D | RECORDS-COMPLETE/ACCURATE/ACCESSIB show record of the fall at the time of
LE incident. A review of resident #1’s

. record will be completed by 11/7/15
The facility must maintain clinical records on each by the Director of Nursing (DON]) to
resident in accordance with accepted professional ensure docurnentation exists related
standards and practices that are complete; : to other incident’s 7/16/15 or more
accurately documented; readily accessible; and
systematically organized.

recent.

The clinical record must contain sufficient 2. Residents who have had an incident
information to identify the resident: a record of the have the potential to be affected by
resident's assessments; the plan of care and the deficient practice.

services provided; the results of any
preadmission screening conducted by the State,;
and progress notes,

This REQUIREMENT is not met as evidenced
by .

Based on interview, record review, review of
facility training material, and review of facility
policy, it was determined the facility failed to
malintain clinical records in accordance with
accepted professional standards and practices
that were complete and accurately documented
for one (1) of nineteen (19) sampled residents
(Resident #1). The facility failed fo ensure
Resident #1's medical record included nursing
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cdocumentation to reflect the resident sustained a
falt.

The findings include:

Review of the facility's docurmeritation fraining
material, not dated, revealed documentation was
done to create a tool for communication between
health care tearm members. Further reviewed
revealed nurses were responsible for ongoing
monitoring of residents who had experienced an
incident and documentation should reflect

interventions taken. Observations on ingident 3. The facility will initiate the
reports should be documented in the nurse's following practices to ensure the
notes. deficient practice does not recur;

a) Education will be provided by

Review of the facility's policy, Incident Report, the staff development

dated June 20086, revealed the nurse should coordinator by 11/13/15 to all
obtain the relevant facts and complete the nurses regarding timely
incident report. After the incident report was documentation of incidents

completed, the nurse wag o make sure to
document in the Nurses Note exactly what
happened or occurred. The observations on.the
Incident Report should be included in the Nurses
Notes.

such as falls, skin tears, etc.

Review of Resident #1's incident repor, dated
07/16/15, revealed Resident #1 was found in
his/her room on the floor without injury at 8:00
PM. However, review of Resident #1's Nursing
Observations and Nursing Notes in the clinical
record, dated 07/16/15, revealed no
documentation in the record that addressed the
resident's fall.
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) ) _ Improvement Committee
Interview with the Maroon Hall Unit Manager calendar will be updated to

(UMY, on 10/08/15 at 8:00 AM, revealed there

; i > an itofinc
should have been a nursing note made include an audit of incidents

documenting Resident #1's fall on 09/01/15. She and documentation of
stated a nurse’s note was to be made when an incidents to be corpleted
incident occurred, such as a skin tear, bruising or ‘ maonthly for 3 months by the
fall. The UM further stated she Kept a sheet in DON.

|
| the nurse's station that showed when and on
‘ whom nuree’s notes were to be made. She

stated resident falls were reviewed during daily 4. The facility plans ta monitor the

morning mestings which included making sure performance of the solution for
documentation was completed. She stated it sustainability by the following:
must have been overlooked during the meeting a) The Performance

that the nurse's note related fo Resident #1's fall

Improvermnent Committee will

was missing. review the audits performed
monthly for 3 months and

Interview with Licensed Practical Nurse #6, on make needed

10/0B/18 at 9:20 AM, revealed a nurse's note recommendations to the

should be completed after a resident fall. She Quality Assurance and

stated the purpose of making a nurse's note was

{0 communicate with staff about resident care. Performance Improvement

Committee {QAPI).

Interview with the Director of Nursing, on
10/08/15 at 10:40 AM, revealed nurse's notes b) The QAPI Committee will
were required afier an incident such as afall. He
stated the Unit Manager was in charge of making
sure routine charting was comipletled. He stated a

review the submitted
reports/audits monthly for 3

computer was brought into the daily morning months to ensure
meetings to make sure documentation was compliance.
completed regarding an incident. He further Recommendations will be

sta’tgd r_iurse's noles were made 10 ensure made based on the outcomes
continuity of care, so staff could go back and see )

if there had been a change with a resident, and to of these reports/audits as to
communicate with the physicians. He stated a needed revisions of the plan
nurse's note should have been made related o ' of correction.

Resident #1's fall. He stated documentation
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training for staff was completed at time of hire.
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K 000

the 27868, Short Form, was conducied on

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

BUILDING: 01

PLAN APPROVAL: 1991 (criginal building).
2011 {physical therapy modifications and
addition), '

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF

TYPE OF STRUCTURE: One (1) story, Type Il
unprotected.

SMOKE COMPARTMENTS: Six (6) smoke
compartments,

FIRE ALARM: Comnplete fire alarm systern with
smoke detectors, ’

SPRINKLER SYSTEM: Complete automatic, wet |

sprinkler systemn; hydraulically designed.

GENERATOR: Type Il, 150 KW generator; fugl
source is diesel.

A Recettification Life Safety Code Survey, utilizing

10/07/15. The facility was found to be in
compliance with the Requirements for
Paricipation in Medicare and Medicaid in
accordance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire).

K 000

— 3
ABORATORY DIRECTOR'S OR-BROVIDEFY. P
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\ny deficiercy statement endin

gﬂith an A5terisk (tﬁslﬁafﬂeﬁaiancy which the institution may be ex
ther safeguards provide sufficiént protéction to the patients. (See Instructions.) Except for nursing homes, the findings stated abave are disclosable 90 days
ollowlrg the date of survey whether or not a plan of corection is provided. For nursing homes, the abave findings and plans of cotraction are disciosable 14
lays following the date thasa documents are made avaitable to the facility. If deficiencies are clted, an approved plan of correction is reguishes o continued

rogram participation.

cused from cofrecting providing it is determined that
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