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, .- .
The resident has the right to personal privacy and
confidentiality of his or her personal and clinical

records, P

¢

P . 3 é> : . i R 1
ersonal privacy includes accommodations, o q Ils) -

medical treatment, written and telephone g 7100 \ﬂl/L
communications, personal care, visits, and M 44 J /bth%t
meetings of family and resident groups, but this é e
does not require the facility to provide a privat
room for each rasident, S

Except as provided in paragraph {e)(3) of this
section, the resident may approve or refusé tha
release of personal and clinical records to any
individual outside the facility.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
institution; or record release is required by faw.

The facility must keep confidential all information
contained in the resident's records, regardiess of
the form or storage methods, except when %
release is required by transfer to another

healthcare institution; law; third party payment Q%
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on confidential individual and group
resident interviews, as well as interviews with the
facility's Director of Nursing, social worker,
administrator, and two nurse aides, it was
determined that the facility did not ensure each
residents' personal privacy was protected. The

LABORATORY DIRECTQR, PROVIDER/SUPHLIER REPRESENTATIVE'S SIGNATURE . - TITLE {X€) DATE
_mw Bolminiatralr  98/25 Jog
Any deficiency statement ending with an asterlsk (") denotes a deficiency which the Institution may be exeused from comesting providing it is determined that

other safeguards provide sufficient protection to the patients. {See instructions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not & plan of correction is provided. For nursing homes, the above findings and plans of correction are disclusable 14

days following the date these documents are made avallable to the facllty. If defiglencies are cited, an approved plan of cotrection is requisite to continued
program participation,
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facility routinely searched each resident's room,
including closed dresser drawers without first F164
receiving permission. This practice makes each The CNA,s Job description has been
of the facility's residents susceptible to viclations modified to reflect the task of
of personal privacy. o I N . straightening residents closets/dresser
; . . , o © .| draws and the removal of items to
Findings include: o | only be done in the presents of the
1. Two confidential, individual, resident interviews| ' |  TeSident with their permission.
were held on 8/28/06 and 8/29/08, respectively. ' e Vo
During these interviews, the surveyor asked if the ' | SJEA Sh.w’ut;e&‘;r: ::i};f:;f?c’“shw
resident believed the facility protected his/her 15 g policy e sitant ;d““ sae .
privacy. Both residents responded that facility I d“s“sil die .55 :1 1on;;:. o
staff frequently go through their personal . .. . ~oevolf.  Tesidents ndividual needs in their
belongings without permission, . . care plan.
2. A confidential interview was held with a group Any resident wishing to self medicate
of rasidents on 8/30/08, beginning at 9:00 AM.™ . will be assessed for safety and if .
The surveyor asked the participating residents if deemed competent to do so, they will
facility staff protected their personat privacy, = be required to furnish a lock box to
Comments from the participants included = : keep all medications in.
statements that staff go through residents” .
personal beiongings. e The social worker will report monthly
: . starting 10/31/06 in QA meeting as to,
3. An interview was held with the facility's if any resident’s objected to this
Director of Nursing (DON) on 8/30/06 at 2:50 PM. g policy and what rcsolutions she has
The surveyors asked the DON I any facility staff put in place for these resident’s.
routinely entared resident rooms to monitor if any | -
items may be harmful. The DON replied that the
afternoon nurse aide staff have been instructed to
go through each residents' room to determine it
there were any harmful items. The DON stated
that some residents "hoard" food, and place them
in drawers. The DON stated that the nurse aide
staff were instructed to open the dresser drawers,
ar other locations that a resident may place items
that may be harmful to themselves or another
resident who might gain access to the ttem. The

FORM CMS-2567(02.85) Previous Verslans Qhsolats ; Evant I8 XWoOY14 Faclity ID:  UTDA2R If continuation sheet Page 2 of 18

L

08/25/20086 MON 18:10 [TK/RX NO BE33] [@oo3

[, s e e i
T T




89/25/2806 18:87

BP13779747

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION .

CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE @4/19

PRINTED: 09/13/2006

(1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

485119

FORM APPROVED
QMB NO, 0938-0391
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
- COMPLETED
A. BUILDING :
B. WING 08/31/2008

EAST LAKE CARE CENTER

NAME OF PROVIDER OR SUPPLIER .

STREET ADDRESS, GITY, STATE, ZIP CODE
1001 NORTH 500 WEST

PROVQ, UT 845014

surveyor asked the DON what items may be
considered harmful, to which the DON responded
items stich as spolled food, scissors, prescription
or over-the-counter medications, razors, and _
flatware from the dining room. The surveyor
asked the DON if residents were able to keep -
ftems such as these In their room. The DON’
responded that if the resident had been assessed
as belng safe self-adminisiering medications then

they could keep the medications in thelr room, but|

that the resident would have to keep them ‘
secured In a locking compartment or box. The
DON stated that the facility did not offer locking
boxes to residents. The DON also stated.that..
other harmful tems, such as scissors wouyld also
need to be in a locked compartment becatise’
othrer residents may take them and injure '
themselves or others, ’

The surveyor asked the DON if it mattered if
residents were in their room when the staff
searched their room. The DON responded that
they have the afternoon nurse aides search the
rooms bacause residents would more likely be in
thelr room. The surveyor asked the DON if it was
her expectation that if a resident was not in thelr
reom, that staff would find the resident to request
permission to search their room. The DON
responded that staff were not expected to ask™
residents for their permission unless the resident

happened to ba in their room when the search
occured. _ o

The DON also stated that as part of the facility's
Quality Assurance program, she, the o
Administrator, and facility social worker to "Grand
Rounds" of the facility. The DON explained that
In "Grand Rounds" they go room to room to look

(X4 1D SUMMARY STATEMENT OF DEFIGIENCIES ] PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
‘ - DEFICIENCY) - ‘ SR
F 164 | Continued From page 2

F 164

FORM CMS-2687(02-06) Previous Verslona Obsclnte

Evert ID! XWG'Y11

Facltty 1B UTo02z

If eontinuation sheet Page 3 of 18

08/25/2008 MON 18:10 [TX/RX NO 8833] o004




89/25/20P6 18:87 Bp13779747 PAGE @5/14

' ' PRINTED: 08/13/2006
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : ‘ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION : (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
. B. WING
465118 08/31/2008
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
e, . 1001 NORTH 500 WEST
KEC : -
EAST LA ARE CENTER PROVO, UT 84801
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ) e DEFICIENCY)
F 164 | Continued From page 3 ' F 164

for harmful items. The DON said this process
inclided opening dresser drawers for inspection.
When asked if resident permission was
requested prior to the search, the DON .
responded that if the resident was In the room,
they would gsk permission and if the resident was
not in the room, they would proceed with the "
search. '

4. An interview was held with the facility's social
worker on 8/30/06 at 3:05 PM. The surveyor
asked the soclal worker if the facility had a
practice of searching resident rooms for harmful
items, The social worker responded by stafing.
that the nurse aides were to ¢check resident.
rooms for harmful ftems that residents may -~
"heard". The soclal worker stated that the search
would include going through the residents' = =
dresser drawers, The surveyor asked the social
rworker if staff were expected 1o obtain permission
from the resident prior to searching their room.
The social worker stated that the staff would ask
permission if the resident were in the room, but if
not the stafi would likely proceed with the search.

The surveyor asked the social worker if the -
facility’s administrative staff conducted "Grand
Rounds” that included a search of resident
rooms. The social worker stated that at least
every couple of weeks, the administrative staff go
room to room looking for items that may be
harmful. She stated this search included going
through dresser drawers and did not necessarily
include first obtaining the resident's parmission,

5. An interview was held with a certified nﬁrse
aide (CNA) on 8/30/06 at 3:20 PM. This CNA
stated that she had been employeed at the facility
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for approximately one and a half years and that
she generally worked the afterncon shift. The
surveyor asked the CNA if staff routinely checked
resident's personal belongings for anything that
staff may belisve to be harmful, The CNA -
responded that all of the nurse aldes should be
cheeking their residents' belongings each day,
including searching dresser.drawers, to make
sure there was nothing that could harm the
resident. The surveyor asked the CNA if
residents were bothered by staff searching their
personal belongings, - The CNA said that most
residents do not seem to mind but that a few
residents do. The CNA stated that staff knew. ..
which residents would get upset so, ™. . . we walt
until they go to dinner or something like that.”

6. Aninterview was held with a different CNA on
8/30/06 at 4:00 PM. This CNA stated she had
been employed by the facility off and on forabont
two years and that she worked both day and
evening shifts. This CNA stated that each day
staff should be chacking resident rooms to
ensure there were no harmful items. The
surveyor asked the &NA if she asked the resident
for permission prior to searching their belongings.
The CNA stated that she would only search the
room in the resident was present. She stated that
she would be upset if somecne went through her
belongings without her permission. The CNA
stated that she knows some of the staff have
searched resident rooms without the resident's
permission,

7. On 8/30/08, surveyors met with the facility's
administrative staff to share survey findings. As
the surveyor discussed the facility's practice of
searching residents' personal property, the
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Administrator stated that, out of conicem for the
residents, staff have taken things from resident
rooms to keep them safe. She further stated that
at times, this was done without the permission of
residents. The Administrator stated that some .
residents have behaviors of hoarding food and
that eventually the food would spoil and the
resident could be harmed if they ate it.

F 2441 483.15(a) DIGNITY
8=k
The facility must promote care for residents in a
manner and in an environment that maintaing or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT s not met as evidenced
by L

Based on two observatlons of ca!l llghts

signalling, unanswered for 10 and 12 minutas,
two confidential individual resident interviews, 6 of
10 residents ih a group interview, and a review of
Resident Council minutes, it was determined that
the facility did not always respond to resident call
lights Ih a timely mannar. Resident identifiers for
call lights observed unanswered timely 1 and 2.

| Findings include:

On 8/30/06 at 2:00 PM, the call light for room 410,
resident 1, began signalling at the North nursing
station. At that time, no staff were in resident 1's
room. Continuous observations were made until
at 2:10 PM, whan a nurse aide entered resident

'F 164

F241
E 244 A, call light audit will be condutad on
- ,room s 410 & 406, depending on the

' findings of this andit the staffing
pattems will be adjusted to better
meet the resident’s needs. Findings
will be reported by DON at the QA
teeting on 10/31/06.

Nursing staff will again be inservicad
on 10/10/06, on the importance of
answering call lights in a timcly
manner and that all residents are to be
taken care of by all staff members, not
those only assigned for that shift.
Employees will be inserviced as to

_not turn call light off unless they have

, takon care of all the residents needs.

' CNA's will be inserviced on 10/10/06

. on the use of the new daily care
guides to help us anticipate the

' residents needs.

We will continue to hold monthly

meetings with the staff and residents

to come up with hew solutions to the
~ problem, and jmplement new ideas.

1's rcom, The progress will be reperted on in
QA by the ADON starting 10/31/06.
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On 8/30/06 at 2:00 PM, the call light for room 4086,
resident 2, began signalling at the North nursing
station. At that time, no staff were in resident 2's
room. Continuous observations wera made until
at 2:09 PM, when a nurse entered resident 2's
FOOIM. ‘ . ’

A confidential resident interview was held on
8/29/06 at 2:45 PM. The resident stated that
he/she sometimes cough and needed to be
suctioned. This resident stated that at times the
staff were too busy to answer the call fight promtly
and that he/she had to wait extended periods of
time, . e e e e

A confidential resident interview was held on
8/28/06 at 10:30 AM, The resident stated that at
times the staff did not respond to the call light for
more than 30 minutes. This resident stated that
sometimes-the staff would say they woutd be right
back, but then did not return.

A confidentia! interview was held with a group of |
residents on 8/30/06 at 9:00 AM. The surveyor
asked the residents about the imeliness of calt - -
light response. Six (8) of 10 residents responded
that staff do not answer call lights in a timely
manner. ‘Individual comments from the
participating residents inctuded: _ :

a. Calllight responsa was worse al meal times
and at change of shift,

b. Staff response to call lights was sometimes
thirty to fourty minutes.

c. Staff would tum off the call light, stating they
would return soon. Sometimes staff did not
return. ‘

d. Staff would turn off the call light, stating they
would get "your aide". Assigned aide would not

FORM CMS$-25687(02-08) Provious Varsions Obsolete Bvont 10: XWov11 Fachty [3:.  UTOD2% If continugtion sheol Paga 7 of 18

03/25/2008 MON 18:10 [TX/RX NO B88633) [Goos

- - T



p9/25/2086 18:87 8yl3779247 ‘ PAGE B9/19

PRINTED: 09/13/2006

DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ ' OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERI/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BULDING
2. WING '
465119 08/31/2006
NAME OF PROVIDER OR SUPPLIER . : STREET ADDRESS, CITY, STATE, ZIP CODE
| : : 1001 NORTH 500 WEST
ST LAKE C E ' :
EA AKE CARE CENTER . PROVO, UT 84601
oW D SUMMARY' STATEMENT OF DEFICIENCIES [#] ‘ PROVIDER'S PLAN OF CORRECTION {X5)
RREFIX | - - (EACH DEFICIENCY MUST BE PRECEEDRED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
" DEFICIENCY) :
F 241 | Continued From page 7 : F 241
respond. ‘

Residents participating in the group interview
stated that the timeliness of call light responsa
was a current and ongoing problem in the facility.

A review of the 8/2B/08 Resident's Coungil
minutes was completed on 8/30/08. The
residents identified the following eoncern, ¥, .,
The call lights are being turned off before the
servica s complete. ., "

F252
F 252 | 483.15(h)(1) ENVIRONMENT F 252
.58=B S - © 77|77 Room 119 has had the carpet remove
The facllity must provide a safe, clean, _ _ and the mattress has been replaced.
comfortable and homelike environment, allowing '
the resident to use his or her personal belongings | Room 311 has had the carpet remove.

to the extent possible.
C Rooms 312, 313 & 319 Aids have

. , ‘ been instructed to remove all soiled

This REQUIREMENT is not met as evidenced ¢lothing and bedding as soon as the

by: residents have been changed.
.| Based on observations the facility did not provide '
| @ clean environment, specifically it was All Rooms on the 100 hall have been
determined that the facility had a pervasive urine checked for cracked mattresses
like odor present in haliways, rooms and scveral were replaced. The staff have
shower/tub areas within the building. been justructed to change all beds
each morning and as needed after
Findings include; . that. They will check the condition of
. the mattresses at this time and report
Urine ‘odors were present in the following rooms any in need of changing in the
as indicated by the date and time of day. maintenance log, All disposable briefs
1. Room 119 ‘ will be stored away from paticnt
0B8/31/06 at 8:55 AM ~ rooms and provided ns needed.
Those resident’s that are incontinent
2. Room 311 ' will be assessed for a toileting
08/28/06 at 3:00 PM schedule,
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Housekeeping staff will make sure all
showet/tuh rooms are cleaned daily
and be inserviced on the correct deep

08/28/06 at §45 AM, 4:00 PM
08/30/06 at 10:15 AM

"1 ! cleaning procedures on 10/10/06.
3. Room 312 All Nursing staff will be instructed on
08/20/06 at 9:45 AM : o the correct cleaning of the shower
4. Room 318 : : ‘ _ * areas after use on: 10/10/06.

.08" 30/06 at 3:15 PM, 04:55 PM Housekeeping supervisor/DON will

5. Room 319 . ‘ - report monthly on the cleanliness/
08/28/06 at 1:30 PM, 3:00 PM |- ] - odor ofthe facility in QA starting on
8/29/06 at 8:30 AM, 1:35 PM -y 1031406

08/30/06 at 4:00 PM o

A strong urine like odor was present each
morning from 08/29/06 to 08/31/06 when entering
100 haliway and the 100 dinning room area.
During four of the environment on 08/31/08, the
surveyor chsarved strong Urine like odors in the
shower/tub roomson south 100, 200, and west
400 hallways. '

F 426 483.60(a) PHARMACY SERVICES - F 426
§8=D | PROCEDURES . :

A facility must provide pharmaceutical services
{including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meest
the needs of each resident.

This REQUIREMENT is not met as evidenced
by:

Based upon interviews with staff and record
review, it was determined the facility did not
provide for necessary acquiring, receiving,
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dispensing, and administering of pharmaceutical
agents in @ manner that meets the needs of
residents. Specifically, ona resident did not
receive her scheduled weekly dose of Progrit and
another resident did hot receive her regutarly
scheduled dose of insomnia medication for four
nights. Resident identifiers 3 and 7.

Findings include:

1. Resident 7 was admitted to the facility on July
12, 2004 with the diagnoses that included
Insomnia, edema, enuresis, heartburn, anemia,
and reflux, During an interview conducted on . .
8/29/06 at 9:35 AM, Res!dent 7 stated that she
had been unable to sleep at night bacause she "
- . tan out of sleeping pills, and the pharmacy
doesn't bring" her "more sleeping pills",

A record review of resident 7's Medication
Administration Record (MAR), the Narcotic
Record for “Temazepam 15 mg (milligrams)” and
the Physician’s Orders in her medical record was
completed. The records revealed that the

Tesident was to receive Restorit (Temazepam) on
-& routing basis, every bedtime. On 8/18/06, a

Physician's Order for this resident's Restoril,
drug used for the treatment of insomnia, was
increased in dosage from 15 milligrams to 30
milligrams. The MAR and Narcotic Record
indicated that no Restoril was administered to
resident 7 from 8/24/06 through 8/28/06.

An interview with the Director of Nursing (DON)
was conducted on 8/29/06 at 3:30 PM. She
stated that resident 7 “ran out" of her sleeping
pills because the dosage was increased from 15
milligrams te 30 milligrams, to be given each

Resident #7 Fosamax given 08/23/06
and 08/30/06. Nursing staff will be
inserviced on 09/12/06 by Pharmacy
on how to assure meclications artive
on time to be delivered to each

, resident without missing doses,

- { Dosage increases will be handled in

the following way:- All dosage
changes and new orders will be faxed
: on “new order” formms to the

~ pharmacy and followed with a phone

|

- call to assure the pharmacy

" understands that the dose increase
will deplete our supply in house and
they will need to supply X amount of
medication to get to the next
scheduled refill. The DON will be

. faxed from the pharmacy any

o

At
e

*

problems they have related to filling
orders so the DON can follow
throngh,

Resident #3 Procrit was given on
08/29/06. Nurging staff to be
fuserviced on correct administration
of medication on 09/12/06 and on
procedures for reporting medication
crrors, All new hired nurscs wili he
required to watch the administrating
medication video and take 4 test to
complete this process, Random med
pags audit will be done monthly to
assure adherence to thesc practices,
MAR’s will be audited for holes in
documenting medications
given/omitted.

-:;-'*' IPON will monitor these procedures

and report monthly in QA meeting
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night. The DON stated that staff used the
resident's previously prescribed 15 milligram
capsules of Restorll, giving two nights worth in
one night, to achfeve the new 30 milligram order,
| This decreased the number of days available
from the previously received Restotll. The DON
explained that the facility ended up being short of
enough medication because the "payer source
only pays for 30 doses" per pharmacy cycle.

A review of resident 7's MAR showed that the
pharmaceutical agent Trazadone, was also
ordered each night to be given "PRN" (if
necessary) "if not slieeping well'. According to
this record, the Trazadone was administered on
8/24/06 to 8/29/06. However, during an interview
with resident 7, on 8/31/06 at 9:44 AM, she siated
that she remembered the staff giving her
Trazadone in hopes that it would heip her sleep,

| but that it was not effective. )

2. Resident 3 was originally admitied to the -
facility on 11/06/02, and was readmitted from an
acute care hospital on 5/26/06. Resident 3's
diagnoses included anemia, congestive heart
failure, osteoporosis, and acute lung edema.

A raview of resident 3's medical record was
" | completed on B/30/08. Upon readmission to the
facility on 5/26/06, resident 3 had physician
orders to receive Procrit 10,000 units given
subcutaneously every week. Per documentation
on resident 3's August 2008 Medication
Administration Record (MAR), the Procrit was_to
be administered on 8/11/08, 8/18/06, and 8/25/06.
The 8/25/06 dose of Procrit was not initialed by a
nurse to indicate thet it had been administered,
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| cart and found no Procrit. The LPN then

- | resident 3's August 2006 MAR with the LPN, The

't the time the medication was to have been given

On 8/29/06 at 2.30 PM, the surveyor asked the
Licensed Practical Nurse (LPN), assigned to
resident 3, to show all available doses of Procrit
for resident 3, The PN searched the medication

searched the medication refridgerator, located at.
the nurses station. Within the medication fridge
was ohe, unit dose vial of Procrit for resident 3.

On'8/30/06 at 10:35 AM, an interview was held’
with the LPN assigned to resident 3 on 8/25/08,
when the Procrit was to be administered. The
surveyor asked the LPN if she recalled
administering the Procrit to resident 3, The LPN
stated she did not recall. The surveyor raviewsd

surveyor asked the PN if it appeared the 8/25/06
dose of Procrit was administered to resident 3.
The LPN said that it was not initialled as being
givem: Thesurveyor asked the EPN what she
wolld normally do if see noted a'blank in
documenation on the MAR. The LPN replied that
if she did notice a blank In documentation, she
would notify the nurse that had been working at

and would also fill out an Medication Error Form.
The surveyor asked the LPN if she had noted the
blank in documenation prior to this interview, to
which the LPN replied she had not.

On 8/30/06 at 10:40 AM, an interview was heald
with the Director of Nursing (DON). The surveyor
presented the DON with information regarding the
missing documentation that would indicate
resident 3 may not have received the Procrit as
ordered to be given on 8/25/06. The DON stated
that she had not received a Medication Error
Form regarding the medication but that she would
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The facility must maintain chnical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readity accessible; and
systematically organized. :

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission scresning conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based upon interviews and records review, it was
determined that the facllity did not maintain
clinical recotds in accordance with accepted
professional standards that were complete and
accurately documented. Specifically, for 3 of 19
sampie residents, the Medication Administration
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check into it,
Later on 8/30/08, the DON brought a copy of a
Medication Error Form to the surveyor. The form
was dated 8/30/06, and included documentation
that resident 3's Procrit was not given on, 8/25/06.
Per documentation, the reason for the error was,
"omitted ~ over sight by nurse”. The form
inciuded information that resident 3's physician
had been informed of the error on 8/30/08, and
the physician gave instructions to administer the
medication at that time,
F 514 | 483.75(1(1) CLINICAL RECORDS F 514
S88=p ‘
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'Findings include:

There were no initials indicating that the following

Records did not accurately document the
administration of pharmaceutical agents,
Resident Identifiers: 6, 7, 12.

1. Resident 7 was admitted to the facility on
7112/04 with diagnoses including edema, urinary
tract infectlon, depressive disorder, vaginitis,
anemia, insomnia, reflux and constipation. The
Medication Administration Record (MAR), was to .
be initialed by the nurse administering :
medications, to reflect that a particular medication
had been given. A record review of Resident 7's
MAR on 8/30/06 showed that the MAR was not
initialed for the following dates at the appropriate
scheduled medications:

There were no initials indicating Fosamax 70
milligrams, {to be administered every
Wednesday) was given 8/23/08 and 8/30/08.

medications were administered on 8/24/06:
Topamax (100 milligrams to-be given every
morning), Vitemin E (1000 units to be glven every
day), Rhinocart (2 sprays, o be given every day),
Omeprazole (20 milligrams, to be given avery
day), Multivitamin {to be given every day), or
Celebrex (200 milligrams, to be given every day) .

An interview was conducted with the Director of
Nursing (DON) on 8/30/06 concerning the two
missing doses of Fosamax. On 8/31/08, the
DON furnished the survey team with a note from
a nurse working the night shift on those dates.
The note states, "On 8/23 and 8/30 1 provided
care for (Resident 7). She was ordered Fosamiax

* Resident # 12 Nursing staff were

" recording. This will be audited by the
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F514

Nursing staff will be inserviced on
10/10/06 on correct documentation of
administration of medications and
medication emrgr reporting, MAR s
will be audited mopthly by the
Medical Records department and the
DON will review all corrections with
the nursing staff. The DON will .
report morithly at QA mecting start_mg
10/31/ 06 as to what progress is being
tade,

Resident 7 was given Fosamalx‘on
08/23/06 anvd 03/30/06. = '~

insetviced on 09/12/060n. the proper
procedures for blood pressure

Medical Records department and the
DON will review all comrections with
the nursing staff. The DON will
report monthly at QA meeting starting
10/31/06 as to what progress is being
made. .

Resident # 6 order has been change to
reflect the frequency with which the
medication could be administered.
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at 0630... at that time | failed to document that it
was given. | have since corrected the problem."

A review of the MAR on 8/31/08, revealed that the
nurse initiated the 8/23/06 and 8/30/06 entries for
Fosamax, (I

2. Resident 12 was admitted to the facflity on
11/27104 with diagnoses including angina,
abnormal gait, anemia, wheezing, senile
depression, osteoporosis, dementia,
hypeHipidemia, and atrial fibrillation, The MAR
was to be initialed by the nurse administering
medications, to reflect that a particular medication
had been given. A record review of Resident 12's
MAR on 8/30/08 showed that the MAR was not
initialed for the following dates at the appropriate
scheduled medications: '

Baclophen was ordered to be given four times
every day.- Initlals indicating it's administration
were missing on 8/6/06 and 8/15/06 for the
scheduled times of 12:00 P.M. and 4:00 P.M.,

Cymbalta was ordered to be given evéry day,
There were no inltials indicating the drug was
given on &/6/06, :

Lisinopril was ordered to be given every day, and
was to be "held" (not given) if the systolic blood
pressure was lower than 125, The blood
pressure was to be recorded in the MAR each
morning before the dose of Lisinopril was
administered. The blood pressures ware not
recorded in the MAR on these dates:

August 4, 6, 8,9, 15, 18, 19, 21, 22, 23, 24, 27,
and 28, 2008. On August 5, 20086, the MAR
showed that Resident 12's systolic blood pressure
was "118", However, the nurse initialed the MAR
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to show that the Lisinopril was administere
anyway. :

3. Resident 6 was admitted to the facility on June
28, 2008 with diagnoses inciuding schizophrenia,

| constipation, dysphagia, hypertension, diabetes

mellitus, and insomnia.
An examination of her current recertification
orders included an order for the drug Ativan 0.5

| milligrams, by mouth, "PRN" (if necessary). The

order also appears on her MAR. Neither the
order on the MAR or in the Physician's Order
included the frequency with which the medication
could be administered,

483.75(m)(2) DISASTER AND EMERGENCY
PREPAREDNESS

The fachity must train all employeas in emergency

procedures when they begin to work in the facility;

periodically review the procedures with existing

staff, and carry out unannounced staff drilis using
those procedures.

This REQUIREMENT is not met as evidenced
by: :

Based on interviews, facility record revisw, and
Information from underwriters laboratories, it was
determined that the facility did not provide training
sufficient to ensure staff were knowledgable of
emergency procedures, for 3 of 6 facility
employees: Two cartified nursing assistants
(CNA) and one housekeeping staff mamber.

Findings include:

F 514

Fb18!"
¥518
A inservice for ali staff was held on

- 09/08/96 for emergency provedures
another insetvice will be held on
10/10/06. Fire drills wil] continue to
be held once a month for every shifi,
All new.employces will receive
disaster/emergency preparedness on
orientation. Twice a year wc will
inservices on fire prevention where
we will demotistrate the use of the fire
extinguishers.

The facility fire plan will be updated
to include PASS.

The Maintenance supervisor will
moemitot staff tesponse and report
monthly in QA meeting starting
10/31/06.
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An interview with a CNA was conducted on
08/30/08 at 2:10 PM. This CNA was asked how
he would respondg if he encountered a fire ina
resident's room while the resident was in the
room. The CNA indicated that he would put out
the fire himself if he could and try to gethelp,
When asked how to use a fire extinguisher, the
CNA responded he would pull the pin and spray.
The CNA was nhot able to to identify where the fire
extinguisher's or alarms are located on the unit.
The CNA stated that he last had fire/emergency
fraining upon hire, he thought sometime in April,

An interview with anothet CNA was conducted on
08/31/06 at 9:25 AM. When asked how to use g
fire extinguisher, the CNA responded she would
pull the ring and hold hose down.

An Intarview with a housekeeping staff member
was held on 8/30/06 at 3:30 PM. The .
housekeeping staff member was asked how he
would respond if he encountered a fire ina
resident's room while the resident was in the
room. He indicated that If it was a small fire he
would puli the fire alarm and get heip. The
housekeeping staff member was unable to
verbalize where the fire alarms or fire
extinguishers were located on the unit.

An interview with the maintenance director was
conducted on 08/29/06 at 1100 AM, The .
maintenance person indicated that inservicing for
firefemergency procedures was conducted two
times a year and duting new employee
orientation.

Per underwriters laboratories:
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To operate a fire extinguisher, remember the
word PASS:

a. Pullthe pin, hold the extinguisher away from
you and release the locking mechanism:

b. Aim low, pointing the extinguisher at the base
of the fire;

¢.. Squeeze the lever slowly and evenly,

d. Sweep the nozzle from side to side

On 8/31/06 the surveyor reviewed the facility's fire
plan, |n the facilty's emergency plan to remove
residents in an emergency situation under section
(A) page 10 states.... move all residents who are
‘in immediate danger to a safer place as quickly
as possible. Close the door to the unit, Summon
help as calmly as possible,.. The plan does not
state how to use a fire extinguisher, Under fire
alarm locations's section (D) page 2, it indicates
firer atarms are located i hallways; lobby; front
office and dietary. Section (E) page 3, lists
specific locations where fire extinguishers are
located in the facility.
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