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F 0638

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Assure that each resident's assessment is updated at least once every 3 months.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview and record review, the facility failed to complete a quarterly assessment for 2 (Resident #1 and Resident #14) of
25 sampled residents.
Findings included:
Review of Resident #1's physician's orders [REDACTED]. A review of the Minimum Data Set (MDS) area of Resident #1's
 electronic record found the last quarterly assessment was completed on 1/18/2019. The Resident Assessments labeled
 Quarterly Review, dated 4/20/19 and 7/19/2019, showed a status of in process for Resident #1.
Review of Resident #14's physician's orders [REDACTED]. Review of the Minimum Data Set (MDS) area of Resident #14's
 electronic record found the last quarterly assessment was completed on 2/23/2019. A Resident Assessment labeled Quarterly
 Review, dated 5/26/2019, showed a status of in process for Resident #14.
On 07/18/19 at 02:49 pm, an interview with Staff D, Minimum Data Set Coordinator stated assessments were incomplete at this
 time. Staff D stated I just started on the 15th of (MONTH) and worked until the 24th of (MONTH) 2019. I came back full time on the
20th of June. I think the corporate person was trying to get some of the assessments done while I was out. I had an
 illness in my family and I had to go back out. Staff E, Registered Nurse stated, (MONTH) 3rd is when I started. Staff D
 continued, We are trying to play clean up and what we are trying to do is keep up to date on the ones that are due now.
 Staff D stated, This a new computer system for me and I have done my interviews on paper until I have a chance to put them
 into the computer. Staff D stated Even if it shows a name when you go into the assessment it doesn't mean it's been
 completed. When we go into any resident file under the assessment area it automatically populates a name whether we modify
 the assessment or not.

F 0640

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Encode each resident's assessment data and transmit these data to the State within 7 days
 of assessment.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record review, and interview, the facility failed to ensure the comprehensive assessment for one (#3)
 out of 25 sampled residents was transmitted within 14 days after completion.
Findings included:
Resident #3 was admitted on [DATE]. The face sheet included [DIAGNOSES REDACTED]. The quarterly Minimum Data Set
(MDS),
 dated [DATE], indicated a Brief Interview of Mental Status (BIMS) score of 4, severe cognitive impairment.
A review of Resident #3's MDS indicated the following comprehensive assessments were in process:
- Quarterly review, dated 4/25/19.
- Discharge - return anticipated, dated 6/24/19.
- Discharge - return anticipated, dated 6/26/19.
During an interview, on 7/18/19 at 2:40 p.m., with Staff Member D, MDS/LPN (Licensed Practical Nurse), and Staff Member E,
 MDS/RN (Registered Nurse), Staff D stated she was hired on 5/15/19, worked until 5/24, then returned on 6/20/19, whereas
 Staff Member [NAME] started on 7/3/19. The LPN stated she thought the corporate employee was trying to get the assessments
 done. Staff D stated she was responsible for the completion of the MDS. Staff D reported the facility was behind on
 completing comprehensive assessments; they were doing the current ones, then doing clean up on the ones that were not
 completed.

F 0695

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, interviews, and record review, the facility failed to ensure that 1 resident (#251) out of 2
 residents receiving [MEDICAL CONDITION] care at the facility, received care which was consistent with professional
 standards of practice. The facility failed to obtain physician orders [REDACTED]. The facility failed to obtain physician
 orders [REDACTED]. Facility staff were unable to locate information on [MEDICAL CONDITION] size and type. The facility
 failed to maintain aseptic technique while providing direct care to the stoma site and inner cannula.
Findings Included:
An observation on 7/16/19 at 9:30 a.m. showed Resident # 251 lying on his back in bed. He was receiving humidified oxygen
 via a [MEDICAL CONDITION] mask. The oxygen unit was set to deliver oxygen at 2 Liters/per minute. Resident #251'[MEDICAL
 CONDITION] and ties were observed. Several dark specks were noted on and near the inner cannula, and along [MEDICAL
 CONDITION] and ties. There was no gauze dressing underneath the collar, and labels were not observed.
During an interview with Resident #251 on 7/16/19 at 9:35 a.m., he was able to speak with and without a speaking device. He
 stated Yes, I can talk. No, they haven't been changing [MEDICAL CONDITION] or collar. When asked when they last changed his
inner cannula and cleaned around [MEDICAL CONDITION] site, he said never. They don't clean it at all. When asked if
 [MEDICAL CONDITION] suctioned when needed, he said Yes, they do that. A suction machine with Yanker device was seen on the
 nightstand; its container held about 100 ml of cloudy fluid, with sediment.
A second observation on 7/17/19 at 19:30 a.m. showed Resident # 251 lying on his back in bed. He was receiving humidified
 oxygen via a [MEDICAL CONDITION] mask. The oxygen unit was set to deliver oxygen at 2 Liters/per minute. Resident
 #251'[MEDICAL CONDITION] and ties were observed, and again, several dark specks were noted on and near the inner cannula,
 and along [MEDICAL CONDITION] and ties. The resident was asked if the surveyor could [MEDICAL CONDITION] performed
on him,
 and he stated Yes. The emergency resuscitative device (ambu bag), was noted to be on the dresser across from the bed, in a
 clear plastic bag.
A review of Resident #2's medical record revealed: Admission: 6/25/19. [DIAGNOSES REDACTED]. Physician orders: Full code.
 [MEDICATION NAME] sulfate solution for nebulization; 2/5 mg/3 ml; inhalation every 6 hours. Chlorahexadine [MEDICATION
 NAME] mouthwash (CHG) 0.12%; swab mouth with 0.5 ounces of CHG solution using suction swab, after 30 seconds, suction CHG
 from mouth, and apply mouth moisturizer using applicator swab; every 12 hours. Diet: regular with thin liquids. Humidified
 oxygen 2-5 liters, via trach; every shift. Suction as needed (prn) (ordered 7/16/19),[MEDICAL CONDITION] every shift
 (ordered 7/16/19) Minimum Data Set: 7/2/19 Brief Interview of Mental Status: 14, cognitively intact. Functional: total
 dependence, with 2-3 person assist for most activities of daily living. Special treatments: oxygen, suctioning,[MEDICAL
 CONDITION]. Care plan: Potential for complications related to [MEDICAL CONDITION]. Approach: start date 7/16/19: monitor
 and report signs of [MEDICAL CONDITION] or respiratory distress, observe and record color, amount, and consistency of
 sputum, provide oral care every shift and as needed, provide oxygen as ordered via trach, provide [MEDICAL CONDITION] care
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F 0695

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 1)
 every shift, and as needed. [MEDICAL CONDITION] as ordered. Resident has potential for complications due to pneumonia
 Approach: start 7/16/19: Assess lung sounds as needed, report any wheezes, crackles or decreased breath sounds. Follow
 principles of infection control and universal/standard precautions. Monitor and report emergence of complications; report
 signs of pneumonia.
Review of Resident #251's Medication Administration Record [REDACTED]. Review of the MAR/TAR for (MONTH) 2019
revealed:
 [MEDICATION NAME] 875-125mg; 1 tablet twice a day for pneumonia (started 7/3/19), was administered as ordered.[MEDICAL
 CONDITION] every shift: started on 7/16/19, documented 7/16/19 until 7/18/19. Humidified oxygen 2-5 liters, via trach:
 started 7/16/19; documented 7/16/19-7/18/19.
Review of Progress notes for Resident #251 revealed suctioning [MEDICAL CONDITION] were documented as performed on the
 following dates: 6/25/19, 6/26-6/30, 7/3. 7/5-7/9, 7/11, 7/13- 7/15, and 7/18/19. (Orders [MEDICAL CONDITION] and
 suctioning were not obtained until 7/16/19).
Review of Resident #251's X-RAY of the Chest, dated 7/2/19, revealed: conclusion: modest right lower lobe pneumonia.
During an observation of [MEDICAL CONDITION] care on 7/18/19 at 4:30 p.m., Resident #251 was on his back in bed. Staff F, a
 Licensed Practical Nurse, was asked if she had [MEDICAL CONDITION] on this resident before. She stated yes. When asked what
size inner cannula was being used, Staff F replied I don't know, I think it's size 6, yes, that is what is on the package.
 Staff F opened [MEDICAL CONDITION] kit and placed in on a clean surface. Staff H, a Registered Nurse, entered the room, and
donned gloves without washing her hands. She informed the surveyor that she was only there to assist Staff F, with
 maneuvering the resident. Staff H stood at Resident #251's bedside. Staff F removed [MEDICAL CONDITION] delivering oxygen,
 and set it near the resident's waist. She donned sterile gloves and removed the inner cannula and put it on the inner
 packaging of the [MEDICAL CONDITION] kit. She dipped a q tip into the solution from [MEDICAL CONDITION], and swapped
around and under the [MEDICAL CONDITION]. A thick black mucus plug was under the external piece, and she had to swab it a
few
 times with the cotton swab to remove it. It came off in one big piece. She threw the cotton swab in the garbage, and used a gauze to
dry the area around and under the external phalange. She threw the used gauze into the garbage along with the
 sterile gloves. She then went to the bathroom and washed her hands. The oxygen mask remained off the resident, and near his waist.
The resident started to cough, and Staff H had to put the oxygen mask back on the resident. Staff F returned from
 the bathroom, and donned a second pair of sterile gloves, She turned to the resident and removed the oxygen mask with the
 sterile gloves on, and proceeded to remove the old collar and ties from around the resident's neck. Staff F proceeded to
 place the new collar and ties on the resident, while wearing the sterile gloves. There was great difficulty adjusting the
 collar and ties, and the whole process had to be done twice, since it was put on upside down the first time, and the Velcro was facing
the wrong way. After several minutes, the collar and ties were applied correctly, and she was able to put the
 oxygen mask back on the resident. Staff F was about to start cleaning up the supplies when the surveyor asked if she would
 be replacing the inner cannula. Staff F, still wearing the sterile gloves, pulled the oxygen mask off the resident, picked
 up the inner cannula she had removed earlier, from the plastic lining of [MEDICAL CONDITION]. Without cleaning it, she
 informed the surveyor that it was a reusable inner cannula and she inserted it back into the tracheal opening. She put the
 oxygen mask back on, and then removed her gloves and washed her hands. She returned and used standard gloves to clean up
 the supplies. The resident's oxygen saturation was assessed by Staff H, to be 96%, and the resident did not appear in any
 distress.
During an interview with the DON on 7/18/19 at 5 p.m., the DON was asked about her expectation for residents who [MEDICAL
 CONDITION]. The DON stated, We don't have a policy [MEDICAL CONDITION], but we have a checklist the nurse should follow.
 But I would expect the resident to receive oxygen in between the procedure, I would expect gloves to be changed if there
 are soiled materials involved, and I would expect the inner cannula to either be replaced or cleaned. The DON was able to
 locate the facility's policy a few hours later.
A review of the facility's policy titled [MEDICAL CONDITION] Care, revised in (MONTH) 2011, revealed that Purpose: The
 purpose of this procedure is to guide [MEDICAL CONDITION] care and the cleaning and sterilization of reusable metal
 [MEDICAL CONDITION]. [MEDICAL CONDITION] care: 5) inspect skin and stoma site for signs of infection, leakage
subcutaneous
 air. Remove old dressings and ties. 7) Wash hands. Cleaning reusable Metal [MEDICAL CONDITION]: 5) unlock the inner cannula
with gloved dominant hand. 6) Gently remove the inner cannula 7) soak the tube in hydrogen peroxide for 10 minutes. 8)
 Clean with pipe cleaners and brush. Rinse with sterile water or saline and dry. 9) Remove and discard gloves in receptacle. 10) Wash
hands and put on fresh gloves. 11) Replace the cannula.

F 0697

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide safe, appropriate pain management for a resident who requires such services.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record and policy review, and interviews the facility failed to ensure medication ordered for pain was available
(#2) of one resident sampled for pain management.
Findings included:
Resident #2 was admitted on [DATE]. The face sheet included [DIAGNOSES REDACTED]. The quarterly Minimum Data Set
(MDS),
 dated [DATE], indicated Resident #2 received seven (7) days of opioids.
On 7/16/19 at 12:06 p.m., Resident #2 reported not getting pain medication. At 12:11 p.m., during the interview, Staff
 Member F, Licensed Practical Nurse (LPN), came into the resident's room and Resident #2 informed the staff member of not
 receiving pain medication. The LPN informed Resident #2 the medication had to come from the pharmacy. At 12:22 p.m., Staff
 Member F returned to the room and informed the resident a new script was needed for Resident #2's pain medication. The
 resident reported to the nurse a new script was needed two (2) days ago.
The (MONTH) 16 - (MONTH) 16, 2019 Medication Administration Record [REDACTED]. The MAR indicated [REDACTED]. MD
will be
 called. This order was discontinued, on 7/15/19, a new order identified the following:
- [MEDICATION NAME] - Schedule II tablet; 10mg - 2 tablets orally four times a day, started 7/15/19, end 7/23/19. The MAR
 indicated [REDACTED]. The nursing comments indicated the 9:00 a.m. dose was not administered due to awaiting pharm and the
 1:00 p.m. was not administered due to awaiting pharmacy delivery.
During an interview on 7/16/19 at 1:52 p.m., the Director of Nursing (DON) stated the facility had been working hard to
 manage Resident #2's pain. At 3:47 p.m., the DON reviewed the narcotic binder on the medication cart containing Resident
 #2's medication and located the [MEDICATION NAME] record. A review of the Emergency Drug Kit (EDK) revealed the facility
 had [MEDICATION NAME] IR (immediate release) and ER (extended release) tablets available. The DON stated she would contact
 the pharmacy and ask if the resident was ordered IR or ER. At 3:51 p.m. on 7/16/19, Staff Member G, Registered Nurse (RN)
 stated Resident #2 does not have any pain medication available. At 4:03 p.m. on 7/16/19, the DON stated what the facility
 has done was to get the nurses to think about the future and education would be provided to nurses to contact the physician to get an
order for [REDACTED].
On 7/17/19 morning, the DON stated the nurses should not wait until they are out of medications before calling the
 physician.
A review of Resident #2's Medication Monitoring/Control Record for [MEDICATION NAME] HCl ([MEDICATION NAME]) 10mg
 ([MEDICATION NAME]) - two tablets (20mg) by mouth every 4 hours - 4 times a day only, indicated the following:
- an alert that stated: This is the last refill for this prescription. Please contact you physician.
- Last available dose of [MEDICATION NAME] was administered on 7/15/19 at 9:00 p.m.
The policy titled, Preparation and General Guidelines, dated (MONTH) (YEAR), identified if not done automatically through
 the pharmacy, facility should generate a report to identify those medications that require [MEDICATION NAME] and send it
 the pharmacy. The pharmacy may generate the refill report for the facility.

F 0726

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every
 resident in a way that maximizes each resident's well being.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, record reviews, and interviews the facility failed to ensure staffing had the appropriate
 competencies and skills to provide the necessary services for 5 (#2, #1, #14, #299, #251) out of 25 sampled residents in
 regards to providing ordered medications, the transmitting and completion of comprehensive assessments, providing adequate
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F 0726

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 2)
 [MEDICAL CONDITION] care, and the development of a care plan.
Findings included:
1. Resident #2 was admitted on [DATE]. The face sheet included [DIAGNOSES REDACTED]. The quarterly Minimum Data Set
(MDS),
 dated [DATE], indicated Resident #2 received seven (7) days of opioids.
During an interview on 7/16/19 at 12:06 p.m., Resident #2 claimed of not getting scheduled pain medication. Staff Member F,
 Licensed Practical Nurse (LPN) arrived in the resident's room, at 12:11 p.m., and Resident #2 informed the staff member
 that pain medication had not been administered. The staff member reported the medication had not been received from the
 pharmacy, then left the room. At 12:22 p.m., Staff Member F returned and informed Resident #2 that a new prescription was
 needed for the pain medication. Resident #2 informed the staff member that a new prescription was needed two (2) days ago. The
(MONTH) 16-July 16, 2019 Medication Administration Record [REDACTED]
- Start date 7/9/19: [MEDICATION NAME] - Schedule II tablet; 10 milligram (mg) - two (2) tablets every 4 hours. End date
 7/15/19 (dc (discontinued) date).
- Start date 7/15/19: [MEDICATION NAME] - Schedule II tablet; 10 mg - two (2) tablets four times a day. End date 7/23/19.
The MAR indicated [REDACTED]. MD will be called for the scheduled 12:00 p.m. dose of Resident #2's [MEDICATION NAME].
The
 order for Resident #2's [MEDICATION NAME] scheduled for every 4 hours was discontinued prior to the 4:00 p.m. scheduled
 dose on 7/15/19. The physician order [REDACTED].
The review of Resident #2's Medication Monitoring/Control Record for [MEDICATION NAME] HCl ([MEDICATION NAME])
([MEDICATION
 NAME]) 10 mg indicated four tablets were dispensed on 7/15/19. The record revealed two tablets (20 mg) by mouth every 4
 hours - 4 times a day only. The record indicated two tablets were administered at 5:00 p.m. and two tablets at 9:00 p.m.
 Attached to the record was a notice reading, this is the last refill for this prescription. Please contact your physician.
On 7/16/19 at 1:52 p.m., the Director of Nursing (DON) stated the facility had been working hard to manage Resident #2's
 pain. The DON reviewed the [MEDICATION NAME] control record on the medication cart serving Resident #2, and then reviewed
 the medication available in the Emergency Drug Kit (EDK). The EDK indicated [MEDICATION NAME] IR (immediate release)
and ER (extended release) tablets were available to staff. The DON was unsure if Resident #2 was ordered [MEDICATION NAME]
IR or
 ER and would contact the pharmacy for guidance. Staff Member G, Registered Nurse (RN), on 7/16/19 at 3:51 p.m., stated
 Resident #2 did not have any [MEDICATION NAME] available on the medication cart. The DON stated, on 7/16/19 at 4:03 p.m.,
 what the facility had done was to get nurses to think about the future and education would be provided to contact the
 physician for an order to administer a compatible available medication and not to wait for the pharmacy to pull medications from the
EDK. On 7/17/19 morning, the DON stated nurses should not wait till out of medications before calling the
 physician.
The policy titled, Preparation and General Guidelines, dated (MONTH) (YEAR), identified if not done automatically through
 the pharmacy, facility should generate a report to identify those medications that require [MEDICATION NAME] and send it
 the pharmacy. The pharmacy may generate the refill report for the facility.
The policy titled, Director of Nursing, dated 2001 and revised (MONTH) 2006, indicated the nursing services department is
 under the direct supervision of a Registered Nurse. Section #2 of the policy interpretation and implementation identified
 the Director of Nursing was responsible for:
- developing standards of nursing practice.
- developing staff training programs for nursing service personnel.
- assessing the nursing requirements for each resident admitted and assisting the Attending Physician in planning for the
 resident's care.
-assuring that nursing care personnel are administering care and services in accordance with the resident's assessment and
 care plan.
2. Review of Resident #1's physician's orders [REDACTED]. Review of Minimum Data set area of Resident #1's electronic record
revealed the last quarterly assessment was completed on 1/18/2019. Resident Assessments labeled Quarterly Review dated
 4/20/19 and 7/19/2019 showed status of in process for Resident #1.
Review of Resident #14's physician's orders [REDACTED]. Review of Minimum Data set area of resident #14's electronic record
 revealed the last quarterly assessment was completed on 2/23/2019. A Resident Assessment labeled Quarterly Review dated
 5/26/2019 showed status of in process for Resident #14.
Review of Resident #299 Section A of Minimum data Set revealed Resident was admitted on [DATE]. A review of the care
 planning area under the Resident Assessment Instrument tab revealed Resident #299 had no active care plans in place.
On 07/18/19 at 01:03 pm an interview with the Director of Nursing (DON) revealed the Minimum Data Set staff member normally
 handles the care plans. The DON stated the assessment could be under observations in the electronic record. The DON was
 unable to locate the Baseline care plan not under Observations tab in electronic record. The DON also reviewed Resident
 #299's documents tab and a baseline assessment was not identified in that area of the record either.
On 07/18/19 at 02:49 pm an interview with Staff D, Minimum Data Set Coordinator stated assessments are incomplete at this
 time. Staff D stated I just started on the 15th of (MONTH) and worked until the of (MONTH) 24th 2019. I came back full time on the
20th of June. I think the corporate person was trying to get some of the assessments done while I was out. I had an
 illness in my family and I had to go back out. Staff E, Registered Nurse stated, (MONTH) 3rd is when I started. Staff D
 continued We are trying to play clean up and what we are trying to do is keep up to date on the ones that are due now.
 Staff D stated that Matrix is a new computer system for me and I have done my interviews on paper until have a chance to
 put them into the computer. Staff D stated Even if it's shows a name when you go into the assessment it doesn't mean it's
 been completed. When we go into any resident file under the assessment area it automatically populates a name whether we
 modify the assessment or not.
On 07/18/19 at 03:02 pm an interview with Staff D, Minimum Data Set Coordinator revealed Resident #299's care plan is not in the
system, but it is in my office. Staff D continued stating I am unsure on how to upload these documents. The process
 isn't something I've learned under the computer system, I don't know how to use the system at all.
3.An observation on 7/16/19 at 9:30 a.m. showed Resident # 251 lying on his back in bed. He was receiving humidified oxygen
 via a [MEDICAL CONDITION] mask. The oxygen unit was set to deliver oxygen at 2 Liters/per minute. Resident #251'[MEDICAL
 CONDITION] and ties was observed. Several dark specks were noted on and near the inner cannula, and along [MEDICAL
 CONDITION] and ties. There was no gauze dressing underneath the collar, and labels were not observed.
During an interview with Resident #251 on 7/16/19 at 9:35 a.m., he was able to speak with and without the speaking device.
 He stated Yes, I can talk. No, they haven't been changing [MEDICAL CONDITION] or collar. When asked when they last changed
 his inner cannula and cleaned around [MEDICAL CONDITION] site, he said never. They don't clean it at all. When asked if
 [MEDICAL CONDITION] suctioned when needed, he said Yes, they do that. A suction machine with Yanker device was seen on the
 nightstand; its container held about 100 ml of cloudy fluid, with sediment.
A second observation on 7/17/19 at 19:30 a.m. showed Resident # 251 lying on his back in bed. He was receiving humidified
 oxygen via a [MEDICAL CONDITION] mask. The oxygen unit was set to deliver oxygen at 2 Liters/per minute. Resident
 #251'[MEDICAL CONDITION] and ties was observed, and again, several dark specks were noted on and near the inner cannula,
 and along [MEDICAL CONDITION] and ties. The resident was asked if the surveyor could [MEDICAL CONDITION] performed
on him,
 and he stated Yes. The emergency resuscitative device (ambu bag), was noted to be on the dresser across from the bed, in a
 clear plastic bag.
A review of Resident #2's medical record revealed: Admission: 6/25/19. Responsible party: Ex-wife is PO[NAME] [DIAGNOSES
 REDACTED]. Physician orders: Full code. [MEDICATION NAME] sulfate solution for nebulization; 2/5 mg/3 ml; inhalation every
 6 hours. Chlorahexadine [MEDICATION NAME] mouthwash (CHG) 0.12%; swab mouth with 0.5 ounces of CHG solution using
suction
 swab, after 30 seconds, suction CHG from mouth, and apply mouth moisturizer using applicator swab; every 12 hours. Diet:
 regular with thin liquids. Humidified oxygen 2-5 liters, via trach; every shift. Suction as needed (prn) (ordered
 7/16/19),[MEDICAL CONDITION] every shift (ordered 7/16/19) Minimum Data Set: 7/2/19 Brief Interview of Mental Status: 14,
 cognitively intact. Functional: total dependence, with 2-3 person assist for most activities of daily living. Special
 treatments: oxygen, suctioning,[MEDICAL CONDITION]. Care plan: Potential for complications related to [MEDICAL
CONDITION].
 Approach: start date 7/16/19: monitor and report signs of [MEDICAL CONDITION] or respiratory distress, observe and record
 color, amount, and consistency of sputum, provide oral care every shift and as needed, provide oxygen as ordered via trach, provide
[MEDICAL CONDITION] care every shift, and as needed. [MEDICAL CONDITION] as ordered. Resident has potential for
 complications due to pneumonia Approach: start 7/16/19: Assess lung sounds as needed, report any wheezes, crackles or
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(continued... from page 3)
 decreased breath sounds. Follow principles of infection control and universal/standard precautions. Monitor and report
 emergence of complications; report signs of pneumonia.
Review of Resident #251's Medication Administration Record [REDACTED]. Review of the MAR/TAR for (MONTH) 2019
revealed:
 [MEDICATION NAME] 875-125mg; 1 tablet twice a day for pneumonia (started 7/3/19), was administered as ordered.[MEDICAL
 CONDITION] every shift: started on 7/16/19, documented 7/16/19 until 7/18/19. Humidified oxygen 2-5 liters, via trach:
 started 7/16/19; documented 7/16/19-7/18/19.
Review of Progress notes for Resident #251 revealed suctioning [MEDICAL CONDITION] were documented as performed on the
 following dates: 6/25/19, 6/26-6/30, 7/3. 7/5-7/9, 7/11, 7/13- 7/15, and 7/18/19. (Orders [MEDICAL CONDITION] and
 suctioning were not obtained until 7/16/19).
Review of Resident #251's X-RAY of the Chest, dated 7/2/19, revealed: conclusion: modest right lower lobe pneumonia.
During an observation of [MEDICAL CONDITION] care on 7/18/19 at 4:30 p.m., Resident #251 was on his back in bed. Staff F, a
 Licensed Practical Nurse, was asked if she had [MEDICAL CONDITION] on this resident before. She stated yes. When asked what
size inner cannula was being used, Staff F replied I don't know, I think it's size 6, yes, that is what is on the package.
 Staff F opened [MEDICAL CONDITION] kit and placed in on a clean surface. Staff H, a Registered Nurse, entered the room, and
donned gloves without washing her hands. She informed the surveyor that she was only there to assist Staff F, with
 maneuvering the resident. Staff H stood at Resident #251's bedside. Staff F removed [MEDICAL CONDITION] delivering oxygen,
 and set it near the resident's waist. She donned sterile gloves and removed the inner cannula and put it on the inner
 packaging of the [MEDICAL CONDITION] kit. She dipped a q tip into the solution from [MEDICAL CONDITION], and swapped
around and under the [MEDICAL CONDITION]. A thick black mucus plug was under the external piece, and she had to swab it a
few
 times with the cotton swab to remove it. It came off in one big piece. She threw the cotton swab in the garbage, and used a gauze to
dry the area around and under the external phalange. She threw the used gauze into the garbage along with the
 sterile gloves. She then went to the bathroom and washed her hands. The oxygen mask remained off the resident, and near his waist.
The resident started to cough, and Staff H had to put the oxygen mask back on the resident. Staff F returned from
 the bathroom, and donned a second pair of sterile gloves, She turned to the resident and removed the oxygen mask with the
 sterile gloves on, and proceeded to remove the old collar and ties from around the resident's neck. Staff F proceeded to
 place the new collar and ties on the resident, while wearing the sterile gloves. There was great difficulty adjusting the
 collar and ties, and the whole process had to be done twice, since it was put on upside down the first time, and the Velcro was facing
the wrong way. After several minutes, the collar and ties were applied correctly, and she was able to put the
 oxygen mask back on the resident. Staff F was about to start cleaning up the supplies when the surveyor asked if she would
 be replacing the inner cannula. Staff F, still wearing the sterile gloves, pulled the oxygen mask off the resident, picked
 up the inner cannula she had removed earlier, from the plastic lining of [MEDICAL CONDITION]. Without cleaning it, she
 informed the surveyor that it was a reusable inner cannula and she inserted it back into the tracheal opening. She put the
 oxygen mask back on, and then removed her gloves and washed her hands. She returned and used standard gloves to clean up
 the supplies. The resident's oxygen saturation was assessed by Staff H, to be 96%, and the resident did not appear in any
 distress.
During an interview with the DON on 7/18/19 at 5 p.m., the DON was asked about her expectation for residents who [MEDICAL
 CONDITION]. The DON stated, We don't have a policy [MEDICAL CONDITION], but we have a checklist the nurse should follow.
 But I would expect the resident to receive oxygen in between the procedure, I would expect gloves to be changed if there
 are soiled materials involved, and I would expect the inner cannula to either be replaced or cleaned. The DON was able to
 locate the facility's policy a few hours later.
A review of the facility's policy titled [MEDICAL CONDITION] Care, revised in (MONTH) 2011, revealed that Purpose: The
 purpose of this procedure is to guide [MEDICAL CONDITION] care and the cleaning and sterilization of reusable metal
 [MEDICAL CONDITION]. [MEDICAL CONDITION] care: 5) inspect skin and stoma site for signs of infection, leakage
subcutaneous
 air. Remove old dressings and ties. 7) Wash hands. Cleaning reusable Metal [MEDICAL CONDITION]: 5) unlock the inner cannula
with gloved dominant hand. 6) Gently remove the inner cannula 7) soak the tube in hydrogen peroxide for 10 minutes. 8)
 Clean with pipe cleaners and brush. Rinse with sterile water or saline and dry. 9) Remove and discard gloves in receptacle. 10) Wash
hands and put on fresh gloves. 11) Replace the cannula.

F 0756

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical
 chart, following irregularity reporting guidelines in developed policies and procedures.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record reviews, and interviews, the facility failed to ensure the recommendations from the consulting
 pharmacist were acted upon in a timely manner for two (#22 & #1) out of five residents sampled for unnecessary medications.
Findings included:
1. Resident #22 was admitted on [DATE]. The face sheet included [DIAGNOSES REDACTED]. The quarterly Minimum Data Set
(MDS),
 dated [DATE], indicated a Brief Interview of Mental Status score of 15, cognitively intact.
Resident #22 was observed, on 7/17/19 at 10:00 a.m., sitting in a wheelchair and participating in the the Resident Council
 meeting. The resident was clean and well-nourished.
A review of the pharmacy consultation report, dated 4/24/19, found Resident #22 had a prn (as needed) order for a
 sedative/hypnotic, [MEDICATION NAME], for greater than 14 days without a stop date. The Consulting Pharmacist recommended
 to discontinue the prn Zoldpidem, or if the medication could not be discontinued, the required indication for use, intended duration of
therapy, and the rationale for the extended time period be documented. The Consultation report did not include
 the recommended documentation, the physician's response of acceptance or decline of the recommendation, or the signature
 and date of the physician.
A review of Resident #22's (MONTH) 2019 Medication Administration Record [REDACTED]
-[MEDICATION NAME]([MEDICATION NAME]) Schedule IV tablet; 5 milligram (mg) - one tablet orally at bedtime, start date
 4/1/19- end date 4/3/19.
-[MEDICATION NAME]([MEDICATION NAME]) Schedule IV tablet; 5mg - one tablet orally as needed, start date 4/3/19 - end
date
 7/8/19 (dc date) (discontinued date).
The (MONTH) MAR indicated [REDACTED].
The review of Resident #22's (MONTH) 2019 MAR indicated [REDACTED]. The (MONTH) MAR indicated [REDACTED].
The review of Resident #22's (MONTH) 2019 MAR indicated [REDACTED]. The MAR indicated [REDACTED].
A review of Resident #22's (MONTH) MAR indicated [REDACTED]
-[MEDICATION NAME]([MEDICATION NAME]) - Schedule IV tablet; 5mg - one tablet oral as needed for [MEDICAL
CONDITION], start
 date 4/3/19 - end date 7/8/19 (dc date).
-[MEDICATION NAME]([MEDICATION NAME]) - Schedule IV tablet; 5mg - one tablet oral at bedtime for [MEDICAL
CONDITION], start
 date 7/8/19 - open ended.
The [MEDICATION NAME] revealed Resident #22 received the medication on 7/2-7/4 and 7/6/19.
The electronic clinical record indicated the last notes were an APRN (Advanced Practice Nurse) note, dated 5/1/19 and an
 ARNP (Advanced Registered Nurse Practitioner) note dated 5/2/19.
A pharmacy Consultation Report, dated 5/20/19, identified that the following omissions or errors were noted:
- Nitro-Time ([MEDICATION NAME]) capsule, extended release 2.5mg; amt (amount): one tablet; sublingual. Special
 instructions: 0.5mg q 5 min prn up to three doses then call MD as needed (0.5mg every 5 minutes as needed up to three doses then
call MD as needed). The report identified Nitro-Time was not indicated for prn use. The recommendation to the DON was
 to clarify or correct EMAR (electronic Medication Administration Record) order entry errors noted above (e.g. change
 product to [MEDICATION NAME] sublingual tablets).
The physician orders [REDACTED].
The (MONTH) 2019 MAR indicated [REDACTED]. The special instructions for Nitro-Time was 0.5mg q 5 min prn up to three doses
 then call MD, dated 11/17/18 - open ended. The (MONTH) MAR indicated [REDACTED].
The (MONTH) 2019 MAR indicated [REDACTED]. The (MONTH) MAR indicated [REDACTED].
The (MONTH) 2019 MAR indicated [REDACTED]. The special instructions included with the order were 0.5mg q 5 min prn up to
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 three doses then call MD, dated 11/17/18 - open ended. The (MONTH) 2019 did not reveal Resident #22 was administered
 Nitro-Time as needed.
(According to https://dailymed.nlm.nih.gov/dailymed/fda/fdaDrugXsl.cfm?setid=5822a8fa-5c61-4685-a159-653a022df669, the
 action of [MEDICATION NAME] Extended-Release capsules was not fast enough to be useful during an episode of acute
[MEDICAL
 CONDITION].)
(Mayoclinic.org (Drugs and Supplements: [MEDICATION NAME]) revealed there are two types of [MEDICATION NAME]: the
 extended-release capsules are used every day to prevent [MEDICAL CONDITION] and the sublingual tablets are used to treat
 acute [MEDICAL CONDITION] attacks.)
2. Review of Resident #1's physician order [REDACTED]. Resident #1 received Nuplazid 34 mg capsule, 34 mg capsule once day
 or [MEDICAL CONDITION], [MEDICATION NAME] tablet 15 mg at bedtime for depressive episodes, [MEDICATION NAME]
tablet 50 mg
 by mouth twice a day for dementia with psychotic features and behavioral disturbance. Resident #1 also received [MEDICATION
NAME] tablet 0.25 mg 1 tablet by mouth once a day for anxiety disorder, [MEDICATION NAME] tablet 0.25 by mouth every 4
 hours as needed for anxiety disorder. Resident #1 received [MEDICATION NAME] tablet 100 mg once a day for depressed
 episodes and [MEDICATION NAME] 50 mg once a day by mouth.
Review of Consultation Report, dated 4/01/2019 to 4/30/2019, revealed Resident #1 received two antipsychotics medications,
 Quetiapine 50 mg by mouth three times daily and Nuplazid 34 mg by mouth daily. A recommendation was given by the pharmacist
on 4/24/2019 that stated: Please decrease quetiapine 25 mg PO three times daily, with end goal of discontinuation. Continue
monitoring for reemergence of target behaviors. A Rationale for the recommendation was also provided that stated the risk
 for drug interactions, QT prolongation and cumulative side effects (e.g. orthostatis uncontrollable movement, falls,
 [MEDICAL CONDITION]) increases in the presence of duplicate antipsychotic therapy. Rationale continued, stating if this
 therapy is to continue, it is recommended that a) the prescriber document as assessment of risk versus benefit, indicating
 that it continues to be valid therapeutic intervention for this individual; b) the record contains on of the dose reduction history,
specific target behavior(s), desired outcome(s), and the effectiveness of individualized non pharmacological
 approaches; and c) the facility interdisciplinary team ensures ongoing monitoring for effectiveness and potential adverse
 consequences (e.g. orthostasis, uncontrollable movement). The physician response area of report had no check mark in either box
which would indicate the following I have re-evaluated this therapy and wishes to implement the following changes or I
 have re-evaluated this therapy and DO NOT wish to implement any changes due to the reasons below.
On 07/18/19 at 09:37 pm, an interview with the Director of Nursing (DON) revealed at this time recommendations have not been
provided for (MONTH) medication Regimen Review for Resident #1. DON stated that if there was an additional document, I am
 unable to locate it at this time.
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Ensure each resident's drug regimen must be free from unnecessary drugs.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, clinical record review, and interview the facility failed to ensure administered medications had
 related [DIAGNOSES REDACTED].#22) out of five residents sampled for unnecessary medications.
Findings included:
Resident #22 was admitted on [DATE]. The face sheet included [DIAGNOSES REDACTED]. The quarterly Minimum Data Set
(MDS),
 dated [DATE], indicated a Brief Interview of Mental Status (BIMS) score of 15, cognitively intact.
Resident #22 was observed, on 7/17/19 at 10:30 a.m., in a resident council meeting. The resident was clean, well-dressed,
 and participated in the conversations of the council.
The active physician orders [REDACTED].
- Atorvastatin 40 mg at bedtime, started 1/14/19.
- [MEDICATION NAME] 20 mg at bedtime, started 11/16/18.
- [MEDICATION NAME] OTC (over the counter) 1,000 microgram (mcg) daily, started 1/5/19.
- [MEDICATION NAME] OTC suppository 10 mg rectally once a day prn (as needed), started 11/21/18.
-[MEDICATION NAME]([MEDICATION NAME] HCl) 250 mg twice a day, started 7/17 - ended 7/24/19.
- [MEDICATION NAME] U-100 insulin solution 40 units subcutaneous at bedtime, started 2/13/19.
- Melatin ([MEDICATION NAME]) OTC 3 mg - 2 tablets at bedtime, started 11/26/18.
- [MEDICATION NAME] 1,000 mg twice a day, started 11/16/18.
- Multi-Day Plus Minerals OTC once a day, started 11/16/18.
- Nitro-Time 2.5 mg capsule - one tablet sublingual as needed. Special instructions: 0.5mg q (every) 5 min prn (as needed)
 up to three doses then call MD, started 11/17/18.
- [MEDICATION NAME] Supplement once a day, started 1/10/19.
- [MEDICATION NAME] Acidophilus (lactobacillus acidophilus) OTC 1.5 mg twice a day, started 7/17/19 to end on 7/24/19.
- [MEDICATION NAME] XL ([MEDICATION NAME]) 25 mg once a day, started 11/17/18.
The annual Minimum Data Set (MDS), dated [DATE], indicated Resident #22's active [DIAGNOSES REDACTED]. The care plan
 identified Resident #22 had chronic pain and had a potential risk of functional decline, started 7/21/17. The goal for the
 resident's chronic pain, dated 6/18/19, was pain would be relieved with medication as ordered.
On 7/18/19 At 10:08 p.m., the DON stated there should be [DIAGNOSES REDACTED]. She reviewed Resident #22's physician
order
 [REDACTED].
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Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless
 contraindicated, prior to initiating or instead of continuing psychotropic medication;
 and PRN orders for psychotropic medications are only used when the medication is
 necessary and PRN use is limited.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record review, and interviews the facility failed to ensure behaviors and side effects for [MEDICAL
 CONDITION] medications for four (#8, #22, #14, and #31) out of five residents sampled for unnecessary medications were
 monitored and the medications included a diagnosis.
Findings included:
On 7/18/19 at 11:00 a.m., the Director of Nursing (DON), stated six months ago there was no facility monitoring of behaviors with
frequencies, she had to start a Quality Assurance and Performance Improvement (QAPI). During an interview with the
 DON, on 7/18/19 at 8:30 p.m., she stated the facility does not have a policy for monitoring [MEDICAL CONDITION] medications
and nurses should be monitoring sedative/hypnotics every shift as those medications can also have side effects. At 10:08
 p.m., the DON stated there should be [DIAGNOSES REDACTED].
The facility procedure titled, Specific Medication Administration, dated (MONTH) (YEAR), revealed staff was to monitor for
 side effects or adverse drug reactions immediately after administration and throughout each shift.
1. Resident #8 was admitted on [DATE]. The face sheet included [DIAGNOSES REDACTED].
Resident #8 was observed, on 7/18/19 at 10:00 a.m., sitting in a wheelchair near the north hallway exit door. The Resident
 was pleasant and no abnormal movements were visualized.
The active physician orders, reviewed on 7/18/19, indicated the following [MEDICAL CONDITION] medications:
- [MEDICATION NAME] 15 milligram (mg) - one tablet oral three times a day. Started 4/15/19 with an open end date. The
 (MONTH) 2019 Medication Administration Record (MAR) indicated a [DIAGNOSES REDACTED]. The medication was to be
administered at 6 a.m., 12 p.m., and 6 p.m.
- [MEDICATION NAME] ([MEDICATION NAME]) 20 mg - one tablet once a day, started 4/15/19 and an open end date. The
(MONTH) MAR did not include a diagnosis. The medication was to be administered at 9:00 a.m.
- [MEDICATION NAME] - Schedule IV, 1 mg - one tablet twice a day. Started 12/27/18, continued with an open end date. The
 (MONTH) MAR indicated a [DIAGNOSES REDACTED]. The medication was to be administered at 9 a.m. and 9 p.m.
- [MEDICATION NAME] 1 mg - 2 tablet = 2 mg twice a day. The medication was started on 1/7/19 and had an open-ended end date.
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(continued... from page 5)
 The (MONTH) Mar included a [DIAGNOSES REDACTED].
The physician orders [REDACTED].
- Target Behavior: yelling. At the end of each shift mark non-pharmacological interventions attempted. Also document:
 Frequency - how often behavior occurred and Intensity - how resident responded to non-pharm interventions. Intensity code:
 0= did not occur, 1 = easily altered, 2 = difficult to redirect. Also document the non-pharm interventions attempted.
 Special instructions: staff note: add non-pharm interventions, frequency and intensity med notes to order. Every shift:
 days, evenings, nights.
Resident #8's care plan included the following problems:
- behavioral symptoms, start 12/17/18 - Resident #8 was at risk for elopement. The approaches included administer medication as
indicated.
- [MEDICAL CONDITION] drug use, start 5/26/17 - Resident #8 requires anti-anxiety and antipsychotic medication for treatment of
[REDACTED]. The resident was at potential risk for adverse consequences and functional decline related to medication
 use. The approaches included but not limited to monitor for EPS (extrapyramidal symptoms).
- Resident #8 had physical behavioral symptoms toward others hitting, kicking, pushing, scratching, and touching others
 sexually. 6/26/17: touch another resident inappropriately. 6/26/17: removing clothes in common areas, believe male resident was
husband. 7/16/17: inappropriate touch of resident. (YEAR): resident refusing to wear splint removes when placed. also
 would not allow staff to tape fingers together as alternative to splint. Resident had a [DIAGNOSES REDACTED]. Offer
 reassurance.
- Resident had long and short term memory loss as well as impaired decision making ability, patient yells out often, grabs
 at people, screams, very confused. Resident will remove ID (identification) bracelet and refuse to wear it. The approach,
 started 2/13/19, included redirect patient when exhibiting inappropriate behaviors.
The quarterly Minimum Data Set (MDS), dated [DATE], indicated Resident #8 exhibited behavioral symptoms not directed at
 others, did not reject care or wander, and had no mood symptoms. According to the quarterly MDS Resident #8 received seven
 (7) days of antipsychotic, antianxiety, and antidepressant medications.
A review of the April, May, June, and (MONTH) 2019 MAR's revealed the order for the target behavior: yelling, but did not
 include non-pharmacological interventions, the frequency, or the intensity of the behaviors. The documentation of the MAR
 included staff initials on days, evenings, and nights. The medication comments for the [MEDICAL CONDITION] medications
 included the following:
- [MEDICATION NAME] 10 mg three times a day, started 3/4/19 and discontinued 4/15/19, did not include any noted behaviors.
- [MEDICATION NAME] 15 mg three times a day, started 4/15/19, did not include any noted behaviors.
- [MEDICATION NAME] 20 mg daily, started 4/15/19, did not indicate behaviors were observed.
- [MEDICATION NAME] 2 mg, started 1/7/19, indicated on 4/19/19 medication was held due to resident being asleep.
2. The (MONTH) and (MONTH) 2019 Treatment Administration Record (TAR) did not include monitoring of frequency, intensity,
 and/or non-pharmacological interventions for the [MEDICAL CONDITION] medications.
Resident #22 was admitted on [DATE]. The face sheet included [DIAGNOSES REDACTED]. The quarterly Minimum Data Set
(MDS),
 dated [DATE], indicated a Brief Interview of Mental Status (BIMS) score of 15, cognitively intact.
The active physician order's for Resident #22 included the following:
-[MEDICATION NAME]([MEDICATION NAME])- Schedule IV tablet; 5 mg - start date 7/8/19 and no end date open ended, one
(1)
 tablet orally QHS (every bedtime) as needed. Scheduled at 8:00 p.m.
- Target Behavior: ([MEDICAL CONDITION]). At the end of each shift mark non-pharmacological interventions attempted. Also
 document: frequency - how often behavior occurred and intensity - how resident responded to non-pharm interventions.
 Intensity code: 0 = did not occur, 1 = easily altered, 2 = difficult to redirect. Also, document the non-pharm
 interventions attempted. Special instructions: staff note: add non-pharm interventions, frequency, and intensity med notes
 to order. At bedtime 11:00 p.m. - 7:00 a.m.
The (MONTH) 2019 Medication Administration Record (MAR) indicated the order for Ambien, started on 7/8/19, did not include
 monitoring of frequency, intensity, and non-pharm interventions during the day or evening shifts.
The quarterly Minimum Data Set (MDS), dated [DATE], indicated Resident #22 was bothered by mood symptoms, exhibited no
 behaviors, and received seven (7) days of insulin injections, antipsychotic, antianxiety, antidepressant, hypnotic, and
 diuretic medications.
The care plan for Resident #22 indicated the following problems:
- [MEDICAL CONDITION] Drug Use: exhibits unrealistic care demands, daily multiple health c/o (complains of) and invading
 other privacy. Resident currently on antipsychotic and [MEDICAL CONDITION] medication r/t (related to) dx (diagnosis) of
 [MEDICAL CONDITION] d/o (disorder), anxiety, and [MEDICAL CONDITION] d/o as documented on Level II PASRR. The
approaches
 included but not limited to monitor for adverse side effects of changes in medication.
3. Review of resident #14's physician orders [REDACTED].
Review of the Quarterly minimum (MDS) data set [DATE] revealed Resident #14 received an antipsychotic, Antianxiety,
 Antidepressant, anticoagulant, diuretic, and opioid medication. Last Gradual dose reduction was on 2/11/19.
Review of Resident #14's care plan dated 5/30/2018 for [MEDICAL CONDITION] drug use revealed Resident #1 received
 antipsychotic medication related to dementia with behaviors. A target date of 5/28/2019 was put in place for Resident 14 to be
prescribed the lowest dose of medication. Interventions included: If Resident is yelling and disruptive to others escort to quiet
environment to calm down. Observe for signs and symptoms of pain and follow up as indicated. Offer appropriate
 Activities of choice. Assist to activity. Assess if the resident's behavioral symptoms present a danger to the resident
 and/or others. Intervene as needed. Monitor resident's behavior and response to medication Quantitatively and Objectively
 document the resident's behavior. Review of continued need at least quarterly.
Review of Resident #14's care plan related to behavioral symptoms revealed an approach start date of 2/27/2019.
 Interventions for Resident #14 included Obtain psych consult/ psychosocial therapy as indicated, redirection when socially
 inappropriate/disruptive behaviors, provide comfort measures for basic needs
Review of Medication Regimen Review-Nursing Recommendations dated 6/01/19 and 6/19/19 revealed Resident #14 is receiving the
[MEDICATION NAME] without Behaviors being documented on the eMAR. Physician noted Please add Behavior Monitoring to the
 eMAR and document episodes of Behavior every shift. Consultant Pharmacist signed and dated 6/19/2019
Review of medication administration review for (MONTH) 2019 revealed medication was administered to Resident #14 without
 behavioral monitoring documentation on the treatment administration record.
Review of medication administration review for (MONTH) 2019 revealed medication was administered to Resident #14. Review of
 Treat Administration record dated (MONTH) 2019 revealed Targeted behavior monitoring started 7/16/19 to current. No
 documentation of Frequency, intensity or interventions provided before this date for this month. Medications administered
 but not monitored.
4. Review of the resident's Admission record revealed that Resident #31 was admitted with [DIAGNOSES REDACTED]. She was
 reviewed for unnecessary medication related to use of [MEDICAL CONDITION] medications.
Review of Resident #31's medical record revealed the following active [MEDICAL CONDITION] medication orders:
[MEDICATION NAME] SR 100mg; 1 tablet, oral, twice daily for depression
[MEDICATION NAME] 150 mg; 1 tablet, oral, at bedtime for [MEDICAL CONDITION]
Target behavior: (Agitation/Constant [MEDICATION NAME]); at the end of each shift, mark non pharmacological interventions
 attempted; document frequency, how often the behavior occurred, and document non pharm interventions attempted. Every
 shift; days, evenings, and nights.
Target behavior: (crying); at the end of each shift, mark non pharmacological interventions attempted; document frequency,
 how often the behavior occurred, and document non pharm interventions attempted. Every shift; days, evenings, and nights.
Review of Resident #31's care plan revealed the following: at risk of alteration in her mood due to history of depression,
 anxiety, and mood disorder. Approach: monitor for expressions of mood disturbance. She is at potential risk for medication
 side effects and adverse reactions. Approach: attempt non-pharmacological interventions.
Review of Resident #31's Medication Administration Record/Treatment Administration Record for (MONTH) and (MONTH) 2019
 revealed that no non-pharmacological interventions were used as indicated in the care plan, there was no indication if
 behaviors were present or not, and it did not reveal if the resident had any side effects or adverse reactions.
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Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with
 currently accepted professional principles; and all drugs and biologicals must be stored
 in locked compartments, separately locked, compartments for controlled drugs.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, policy review, and interviews the facility failed to ensure one of one medication rooms was well-lit
 and organized, did not contain expired resident care items, patient-specific medications were labeled with the resident
 name, and discharged resident medications were disposed of in an appropriate and timely manner.
Findings included:
The policy titled, Storage of Medications, dated (MONTH) (YEAR), revealed medications and biological's are stored safely,
 securely, and properly following manufacturer's recommendations or those of the supplier. In the section: Procedures, of
 the policy identified all medications dispensed by the pharmacy are stored in the container with the pharmacy label and
 medication storage conditions are monitored on a monthly basis by the consultant pharmacist or pharmacy designee and
 corrective action taken if problems are identified. The procedure continued to indicate medication storage areas are kept
 clean, well-lit, and free of clutter and extreme temperatures and humidity.
An observation on [DATE] at 4:26 p.m. was made with Staff Member A, Registered Nurse/Unit Manager (RN), of the facility's
 one medication room revealed a dark galley-style room with a refrigerator on one side at the back with upper and lower
 cupboards between the door and the refrigerator. The other side of the medication room revealed upper and lower cupboards
 with a sink in the middle of space. Under the upper cupboards on the right side of the room (refrigerator side) revealed a
 shelf that held a box of bottled medications. The box contained nine (9) bottles of Sensibar 60 milligram (mg) tablets
 prescribed to a resident not listed on the discharge report from ,[DATE]-[DATE] or the provider matrix. A Minimum Data Set
 (MDS) for the resident indicated a discharge assessment dated [DATE]. The bottles were provided by an outside pharmacy that has
no contract with the facility. The box also contained two bottles of Tecfidera DR (delayed release) 240 mg for a
 resident not listed on the discharge report, ,[DATE]-[DATE], or the provider matrix. One of the bottles of Tecfidera was
 unlabeled with a resident name or pharmacy label, the other bottle was contained within a box labeled with a resident name
 and pharmacy label. A MDS indicated a discharge assessment of [DATE].
In one of two drawers in a set of lower cupboards on the right side of the medication room revealed a clutter of patient
 care items; such as [MEDICATION NAME] safety syringes intermixed with a 50 unit/5 milliliter (u/mL) prefilled [MEDICATION
 NAME] syringe (unlabeled with a resident name), a blue-topped lab tube (expiration date [DATE]), multiple luer lock caps, a blue-
colored tourniquet, a camera, an end to a zip tie, and a power cord. The second drawer contained a 50u/5mL pre-filled
 [MEDICATION NAME] syringe (unlabeled with a resident name), a orange capped Para-Pak C&S (culture & sensitivity) bottle
 with an expiration date ,[DATE], a pink capped Para-Pak 10% buffered fluid with an expiration date of ,[DATE], a gray
 capped Para-Pak Fixative bottle expiration date ,[DATE], two (2) expired (,[DATE])- 3mL syringes with [MEDICATION NAME]
 safety needles, and an expired (,[DATE]) luer lock cap. In the cupboard under the drawers contained an expired (,[DATE])
 dressing change tray with [MEDICATION NAME]. A lower cupboard on the left-side of the room contained pieces of clothing on
 hangers, an unorganized assortment of papers, and other non-patient items that appeared to have been left unmoved for
 years.
At 4:26 p.m. on [DATE], Staff Member A stated medications for discharged residents that are not from the facility pharmacy
 are given to the Director of Nursing (DON) and [MEDICATION NAME] pre-filled syringes are sent from pharmacy and
 patient-specific. The RN confirmed the sterile gloves were no longer sterile as they were out of the packaging and
 confirmed the other observations of the medication room. Staff Member A stated the ,[DATE] shift nurses are responsible for
cleaning the medication room twice a week. An interview on [DATE] at 5:00 p.m., was conducted with the DON. The DON stated
 it was the Unit Managers responsibility to organize the medication room and when hired the manager had been given a list of things
that were her responsibility. The DON reviewed the drawers of the medication room and stated patient-care equipment
 should not be stored in that condition and the lower left-sided cupboard was disgusting. The DON revealed she had only been at the
job four (4) months and had been trying to get things right, starting with the big items at the facility.
During observation of medication administration on [DATE] at 9:14 a.m. with Licensed Practical Nurse, Staff F, she noticed
 that she did not have the correct Aspirin bottle in her medication cart. She stated she would have to get the pill from the Medication
storage room. During an observation at 9:25 a.m., Staff F went to the medication storage room located behind the central nursing
station. As she entered the medication room, it was observed that many over the counter medication bottles
 were scattered in the shelf to the right. Staff F took over 5 minutes to locate the correct bottle of medication. To the
 left of the room, numerous open and unlabeled cardboard boxes with medication packages and Intravenous (IV) tubing packages
sticking out of them were noted. (Photographic evidence included). Staff F said I can't find the right bottle. I will have
 to go to the person that orders the medication and let her know. When asked if the medication room always looked like that, with
things scattered all over the room, she stated Yes, it's been that way for some time.



F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interviews, and observations, the facility failed to implement Infection Control practices which reduce the
 possible spread of infection during [MEDICAL CONDITION] care, and for residents on isolation.
Findings Included:
1. An observation on 7/16/19 at 9:30 a.m. showed Resident # 251 lying on his back in bed. He was receiving humidified oxygen via a
[MEDICAL CONDITION] mask. The oxygen unit was set to deliver oxygen at 2 Liters/per minute. Resident #251'[MEDICAL
 CONDITION] and ties was observed. Several dark specks were noted on and near the inner cannula, and along [MEDICAL
 CONDITION] and ties. There was no gauze dressing underneath the collar, and labels were not observed.
During an interview with Resident #251 on 7/16/19 at 9:35 a.m., he was able to speak with and without the speaking device.
 He stated Yes, I can talk. No, they haven't been changing [MEDICAL CONDITION] or collar. When asked when they last changed
 his inner cannula and cleaned around [MEDICAL CONDITION] site, he said never. They don't clean it at all. When asked if
 [MEDICAL CONDITION] suctioned when needed, he said Yes, they do that. A suction machine with Yanker device was seen on the
 nightstand; its container held about 100 ml of cloudy fluid, with sediment.
Review of Resident #251's Medication Administration Record [REDACTED]. Review of the MAR/TAR for (MONTH) 2019
revealed:
 [MEDICATION NAME] 875-125mg; 1 tablet twice a day for pneumonia (started 7/3/19), was administered as ordered.[MEDICAL
 CONDITION] every shift: started on 7/16/19, documented 7/16/19 until 7/18/19. Humidified oxygen 2-5 liters, via trach:
 started 7/16/19; documented 7/16/19-7/18/19.
Review of Resident #251's X-RAY of the Chest, dated 7/2/19, revealed: conclusion: modest right lower lobe pneumonia.
During an observation of [MEDICAL CONDITION] care on 7/18/19 at 4:30 p.m., Resident #251 was on his back in bed. Staff F, a
 Licensed Practical Nurse, was asked if she had [MEDICAL CONDITION] on this resident before. She stated yes. When asked what
size inner cannula was being used, Staff F replied I don't know, I think it's size 6, yes, that is what is on the package.
 Staff F opened [MEDICAL CONDITION] kit and placed in on a clean surface. Staff H, a Registered Nurse, entered the room, and
donned gloves without washing her hands. She informed the surveyor that she was only there to assist Staff F, with
 maneuvering the resident. Staff H stood at Resident #251's bedside. Staff F removed [MEDICAL CONDITION] delivering oxygen,
 and set it near the resident's waist. She donned sterile gloves and removed the inner cannula and put it on the inner
 packaging of the [MEDICAL CONDITION] kit. She dipped a q tip into the solution from [MEDICAL CONDITION], and swapped
around and under the [MEDICAL CONDITION]. A thick black mucus plug was under the external piece, and she had to swab it a
few
 times with the cotton swab to remove it. It came off in one big piece. She threw the cotton swab in the garbage, and used a gauze to
dry the area around and under the external phalange. She threw the used gauze into the garbage along with the
 sterile gloves. She then went to the bathroom and washed her hands. The oxygen mask remained off the resident, and near his waist.
The resident started to cough, and Staff H put the oxygen mask back on the resident. Staff F returned from the
 bathroom, and donned a second pair of sterile gloves, She turned to the resident and removed the oxygen mask with the
 sterile gloves on, and proceeded to remove the old collar and ties from around the resident's neck. Staff F proceeded to
 place the new collar and ties on the resident, while wearing the sterile gloves. There was great difficulty adjusting the
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(continued... from page 7)
 collar and ties, and the whole process had to be done twice, since it was put on upside down the first time, and the Velcro was facing
the wrong way. After several minutes, the collar and ties were applied correctly, and she was able to put the
 oxygen mask back on the resident. Staff F was about to start cleaning up the supplies when the surveyor asked if she would
 be replacing the inner cannula. Staff F, still wearing the sterile gloves, pulled the oxygen mask off the resident, picked
 up the inner cannula she had removed earlier, from the plastic lining of [MEDICAL CONDITION]. Without cleaning it, she
 informed the surveyor that it was a reusable inner cannula and she inserted it back into the tracheal opening. She put the
 oxygen mask back on, and then removed her gloves and washed her hands. She returned and used standard gloves to clean up
 the supplies. The resident's oxygen saturation was assessed by Staff H, to be 96%, and the resident did not appear in any
 distress.
During an interview with the DON on 7/18/19 at 5 p.m., the DON was asked about her expectation for residents who [MEDICAL
 CONDITION]. The DON stated, We don't have a policy [MEDICAL CONDITION], but we have a checklist the nurse should follow.
 But I would expect the resident to receive oxygen in between the procedure, I would expect gloves to be changed if there
 are soiled materials involved, and I would expect the inner cannula to either be replaced or cleaned. The DON was able to
 locate the facility's policy a few hours later.
2. An observation on 7/16/19 at 8:18 a.m., revealed an isolation caddy hanging from the door of room [ROOM NUMBER]. Behind
 the caddy was an orange laminated sign which read, Ple see N bef ente th ro. Later review indicated Resident #3 was on
 contact isolation for ESBL (extended spectrum beta-lactamases) in the urine. Photographic evidence obtained. The DON
 stated, on 7/18/19 at 9:14 p.m., the isolation sign should be visible and not have the caddy in front of it.
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