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F 0561

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Honor the resident's right to and the facility must promote and facilitate resident
 self-determination through support of resident choice.

Based on interviews, record review and observations, the facility failed to offer or arrange for outside activities for 4
 (#69, #14, #46, and #100) of the 33 residents sampled, including but not limited to, going out of doors in the fresh air
 when weather permitted and making periodic shopping trips for those who would enjoy them.
Findings included:
During a meeting of the Resident council on 01/30/20 at 10:00 AM, Resident #69 stated that the facility did not take
 residents outside for fresh air; he stated that unless they are able to get themselves out there on their own or have a
 visitor who takes them outside, then they dont go outside. Resident #14 stated that the staff told her that they dont
 have any way to transport them to a shopping location. Resident #46 stated that she was able to go outside, but that she
 cannot get to the store on her own. Resident #100 stated that the staff had not offered her any opportunities for any
 organized outings.
Review of the Minimum Data Set (MDS) records for Residents #14, 46, 69 and 100 revealed that each of them specified that
 when asked about their preferences, going outside was at least somewhat important to them.
An interview with the Social Services Director took place on 01/31/20 at 2:17 PM, at which time he revealed that he had
 never heard of a nursing home facility taking their residents on an organized outing. He stated that he had never had that
 request made to him, but that he had had requests from residents for items from the store.
An interview with the Activities Director took place at 2:45 PM on 01/31/20; the Director stated that she did not routinely
 organize any activities outside in the fresh air and that she did not offer any opportunities for organized outings, like
 to a shopping center, to the residents. A subsequent interview with the Nursing Home Administrator at 04:00 PM on 01/31/20
 revealed that she was not aware that the residents were not routinely offered time outside in the fresh air, and she was
 not aware that the residents would like to participate in any excursions outside of the facility.

F 0685

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Assist a resident in gaining access to vision and hearing services.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview and record review, the facility did not ensure assistive services were provided in a timely
 manner for one (#18) of thirty-three residents related to concerns with hearing.
Findings included:
Review of Resident #18's clinical record included an admission date of [DATE]. Pertinent medical [DIAGNOSES REDACTED].
Review of Resident #18's care plan dated 8/09/2019 revealed a focus of communication problem related to Hearing deficit with
interventions that included but was not limited to: Anticipate and meet needs and refer to Audiology for hearing consult as ordered.
Review of the Quarterly Minimum Data Set, dated dated [DATE], revealed a brief interview for mental status (BIMS) score of
 13, indicating a resident with only slight cognitive impairment. The resident was documented as having a moderate hearing
 difficulty with no use of hearing aid or other hearing appliance.
On 01/29/20 at 10:00 am an interview was held with Resident #18, who stated that she was having trouble hearing in her left
 ear. She stated I have been here for a year and my hearing aids are at my granddaughter's house.
On 01/30/20 at 01:10 pm Resident #18 was observed self-propelling from dining room area and when greeted, began speaking
 very loudly. She stopped speaking and shook her head and stated, I can't hear you. She then turned her head to right side
 to hear.
Review of Social services note, dated 10/31/2018, revealed Resident #18 was last seen by the Audiologist on 10/31/2018. An
 additional note stated to refer to report for further details.
Review of the report titled (company name), the Central Park Healthcare & Rehab Center form, was sent. The form was dated
 10/24/2018, stating New referral-Tier 3 No Medicaid and 10/26/2018 Patient is interested in better hearing, recommended
 amplified if appropriate candidate.
On 01/31/20 at 11:58 am, an interview with Social Services Director revealed, Audiology referrals are sent as a list. On
 10/24/18 (Resident #18) did not have Medicaid and generally we have to wait until we get the Medicaid approved. At that
 time I had an assistant who took care of those services, and she should have been sent back once her Medicaid was approved, which
was (MONTH) of 2019. At this point, we just need to put her back on the audiologist list. Once the audiologist comes
 in, they assess her and then will provide her an exam, and if she meets the qualifications then they will provide the
 hearing aids. Generally, nursing would put the resident who they believe needs assistive services in the ancillary
 provider's book, and then we add them to the list that goes to the audiologist. We send out the list once received and as
 needed.
On 01/31/20 at 04:01 pm Staff L, Licensed Practical Nurse, stated Resident #18 can speak for herself. She does talk loudly,
 and when you speak with her you must talk loudly. She can hold a conversation with you, but she is hard of hearing.

F 0686

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, interviews and record reviews, the facility failed to provide necessary treatment and services to
 promote wound healing for one (Resident #54) of three sampled residents for wound care.
Findings included:
Resident #54 was admitted to the facility on [DATE] with a [DIAGNOSES REDACTED].
A review of the medical record indicated Resident #54 had a treatment order with a start date of 1/30/20 for Dakins (1/4
 strength) solution 0.125%. Directions: Apply to right hip, coccyx topically every shift for wound until 02/06/2020 23:59.
 Cleanse right hip and coccyx with normal saline solution. Apply moistened Dakin's gauze to wound bed. Cover with silver
 alginate gauze and bordered foam dressing.
A review of the comprehensive care plan for Resident #54 revealed a focus area as follows:
Focus: Resident #54 has pressure injury and potential for pressure injury development related to immobility.
Goal: Pressure injury will show signs of healing and have minimal risk of infection by/through review date.
Interventions listed for Resident #54 included: administer medications as ordered, monitor/document for side effects and
 effectiveness and administer treatments as ordered and monitor for effectiveness.
On 1/30/20 at 10:35 a.m. a wound care observation was conducted with Staff F, Licensed Practical Nurse (LPN), who was
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(continued... from page 1)
 assisted by Staff B, Certified Nurse Aide (CNA). While looking up the orders for the wound care Staff F, LPN, stated she
 did not usually do the wound care and she was covering for the wound care nurse. Staff F, LPN, stated she was going to be
 changing the dressings for the right hip and the coccyx areas for Resident #54. Staff F, LPN, gathered supplies for the
 dressing change from the treatment cart including: red bag, two foam dressings, scissors, two sheets of wax paper, a supply of non-
sterile 4 x 4's and a large bottle of Dakin's solution with a pharmacy label for Resident #54. Staff F, LPN, took
 all of the supplies into the resident room and placed one of the sheets of wax paper down on the overbed table and arranged the
supplies on the wax paper. Staff F, LPN, proceeded to the resident bathroom and performed hand hygiene then donned a
 pair of non-sterile gloves. Staff F, LPN, placed the second sheet of wax paper on the bed below the buttocks. Staff F, LPN, removed
the dressing from the right hip and placed it into the red bag. A wound approximately 4 inches in diameter and
 craterlike was observed. Staff F, LPN, removed the gloves, completed hand hygiene, in the resident bathroom, and donned a
 new pair of gloves. Staff F, LPN, proceeded to take the large bottle of Dakin's solution and squirt the solution directly
 into the wound while catching the run off with 4 x 4 sponges. Staff F, LPN, repeated this process three times. Staff F,
 LPN, then proceeded to place a dry non-sterile 4 x 4 over the wound and covered the 4 x 4 with a foam dressing dated
 1/30/20. Staff F, LPN, and Staff B, CNA, proceeded to reposition the resident and prepare for the next dressing change.
 Staff F, LPN, removed the gloves, left the room to get more supplies (4 x 4 sponges), came back into the room, performed
 hand hygiene in the resident bathroom, and put on another pair of gloves. Staff F, LPN, proceeded to remove the old
 dressing from the coccyx area, pulled out the packing with the foam dressing, and placed everything into the red bag. A
 wound approximately 6 inches in diameter and craterlike was observed. Staff F, LPN, was not observed to change gloves or
 complete hand hygiene. Staff F, LPN, proceeded to take the large bottle of Dakin's solution and squirt the solution
 directly into the wound while catching the run off with 4 x 4 sponges. Staff F, LPN, repeated this process three times.
 Staff F, LPN, was not observed to change gloves or complete hand hygiene. Staff F, LPN, proceeded to wet two non-sterile 4
 x 4 sponges with Dakin's solution and pack them into the wound with her gloved hand. Staff F, LPN, removed gloves and
 placed a new pair of gloves on her hands. Staff F, LPN, placed a foam dressing over the wound and dated it. Staff F, LPN,
 proceeded to gather all the garbage into the red bag and tie it up. No hand hygiene or glove change was observed. Staff F,
 LPN, proceeded to reposition the resident in the bed and cover the resident with the linen. Staff F, LPN, proceeded to
 utilize the bed controls to position the bed while wearing the same gloves used to do the wound care. Staff F, LPN,
 proceeded to reposition the overbed table. No cleaning of the overbed table was performed by the nurse. Staff F, LPN, then
 proceeded to remove her gloves and perform hand hygiene in the resident bathroom. Staff F, LPN, then picked up the scissors and the
Dakin's solution from the table tray and took them out to the treatment cart.
An interview was conducted with Staff F, LPN, directly following the wound care observation. Staff F, LPN, confirmed that
 she cleaned the wounds with Dakin's solution, and after reviewing the treatment orders stated, it was not done correctly
 and I will have to repeat the dressing change and do it correctly according to the orders. Staff F, LPN, stated that hand
 hygiene is expected to be done with each glove change, and she should also change gloves after handling and cleaning a
 dirty wound.
On 1/30/20 at 3:15 p.m. an interview was conducted with Staff G, Registered Nurse (RN) Infection Preventionalist, the
 Director of Nursing (DON), and the Regional Nurse Consultant (RNC). Staff G, RN, stated that it is the expectation of all
 staff to wash their hands in between each glove change and while doing wound care nursing should wash hands and change
 gloves after they clean a wound. Staff G, RN, stated that it is not appropriate to do resident care with dirty gloves on
 that were used to do a dressing change. Staff G, RN, explained that all supplies should be gathered at one time so the
 nurse does not have to go in and out of the room during a dressing change. Staff G, RN, confirmed that a nurse should not
 bring in a multi-dose bottle to do a dressing change; the nurse should only bring in the amount needed for the procedure,
 to prevent contamination of the supplies.
A review of the policy entitled Dressing Change with an effective date of 11/30/2014 and a revision date of 12/06/2017
 indicated the following:
Policy: A clean dressing will be applied by a nurse to a wound as ordered to promote healing.
Procedure:
Identify resident
Explain procedure, provide privacy
Assemble equipment as needed for dressing change
Place supplies on prepped work surface
Perform hand hygiene
Apply gloves
Remove and dispose of soiled dressing
Remove gloves
Perform hand hygiene clean dressing
Discard gloves and perform hand hygiene
Apply gloves
Evaluate wound for type, color, amount of drainage
Cleanse wound as ordered, dispose of gauze
Removed gloves and perform hand hygiene
Apply treatment as order and clean dressing
Discard gloves and perform hand hygiene
Document in medical record
A review of the policy entitled Hand Hygiene with an effective date of 09/06/16 and a revision date of 05/10/2019 indicated
 the following:
Purpose: To reduce the spread of germs in the healthcare setting.
Process:
Hand hygiene should be performed:
Before initiating a clean procedure
Before and after patient care
After contact with blood, body fluids, or excretions, mucous membranes, non-intact skin, or wound dressings
After contact with inanimate objects in the immediate patient vicinity
When hands are moved from a contaminated body site to a clean body site during patient care
After glove removal

F 0759

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview and record review, the facility did not ensure that the medication error rate was below 5%
 for one (#10) of 5 sampled residents who were administered medications. This resulted in 5 errors from 26 medication
 administration opportunities, for a medication error rate of 19.23%.
Findings Included:
During medication administration on 1/30/20 at 9:35 a.m. with Staff Member J, RN, she prepared Resident #10's medication:
Staff Member J, RN, observed the computer screen and removed one 400 mg tablet of [MEDICATION NAME] from the over the
 counter medications and placed it in the medicine cup.
One tablet of [MEDICATION NAME] delayed release 125 mg's and placed in the medicine cup.
One tablet of [MEDICATION NAME] 10 mg tablet and placed in the medicine cup.
Staff Member J, RN, stated she was finished with the pills for Resident #10. During review of the eye drops, she observed
 aspirin chewable 81 mg tablet was due and removed one from the drawer and placed that in the medicine cup.
Staff Member J, RN, confirmed she had 4 pills in the medicine cup and poured them into a bag, crushed them, including the
 delayed release tablet, and mixed them in applesauce.
Staff Member J, RN, mixed the [MEDICATION NAME] 17 grams in 8 ounces of water, and removed the [MEDICATION NAME]
eye drops
 and placed them in a plastic cup. She verified the resident was due for two different eye drops ([MEDICATION NAME] 4% in
 the right eye for redness and [MEDICATION NAME] 0.2% in the right eye for [MEDICAL CONDITION]) and [MEDICATION
NAME] eye
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(continued... from page 2)
 ointment in both eyes for eye infection, that she would give 5 minutes apart.
[MEDICATION NAME] 17 grams mixed in 8 ounces of water. The resident drank the [MEDICATION NAME] without issues.
Observation of the [MEDICATION NAME] eye drops reflected Staff Member J, RN, washing her hands, donning gloves, placing one
 drop in the right eye and one drop in the left eye that was observed full of thick sticky mucus. The resident could barely
 open her left eye. During observation of the eye drops in both eyes, the nurse touched the eye lashes of both eyes with the tip of the
bottle. The nurse doffed gloves and washed her hands and stated she would wait 5 minutes, then give the next set of drops.
Staff Member J, RN was scrolling through the resident's medication and checking off the medications given on 1/30/20 at 9:52 a.m. A
medication Nudexta 20-10 mg one capsule was timed for 10:00 a.m. Staff Member J, RN, scrolled across the medication
 quickly and checked the medication, and it disappeared from the screen. The nurse was asked why that medication was not
 given. Staff member J, RN, stated she was not familiar with the computer and would need to go back and find the medication, but
confirmed she did not give Nudexta during this medication administration.
Staff Member J, RN, removed the [MEDICATION NAME] 0.2% eye drops from the cart at approximately 10:00 a.m. and placed
them
 in a plastic cup, knocked on the door and entered the resident's room. Staff Member J, RN, washed her hands, donned gloves, and
explained she had another eye drop to give. Resident #10 was asked to tilt her head back, and the nurse had difficulty
 getting her to open her eyes. The [MEDICATION NAME] 0.2% bottle tip touched both eyes at the lashes when drops were placed
 in the right eye, then the left eye. Staff Member J, RN, doffed the gloves, washed her hands, and returned to the
 medication cart to retrieve the ointment.
Staff Member J, RN, removed the [MEDICATION NAME] ointment at approximately 10:05 a.m., placed the ointment in a plastic
cup and entered the resident's room. Staff Member J, RN, washed her hands, donned gloves and placed the ointment in the right
 eye, then the left eye, doffed gloves, and washed her hands. She explained to the resident that she was finished with her
 medication and could leave her room again if she wanted. The resident was observed self-propelling down the hallway.
During an interview with Staff Member J, RN, at 10:10 a.m. she confirmed the bottle she used of [MEDICATION NAME] contained
 400 mg tablets and not 600 mg's, which were ordered. Staff Member J, RN, confirmed she put eye drops in both eyes and
 touched the resident's eye lashes wearing the same gloves for both eyes, although the drops were for redness and infection. Staff
Member J, RN, confirmed she did give the drops in both eyes although they were ordered for the right eye only.
Review of physician orders [REDACTED]. [MEDICATION NAME] tablet give 600 mg by mouth one time a day related to acute
atopic
 [MEDICAL CONDITION], right eye for seven days dated 1/29/20.
[MEDICATION NAME] tablet delayed release 125 mg one tablet three times a day for unspecified mood affective disorder dated
 1/9/20. Nudexta capsule 20-10 give one capsule by mouth two times a day related to pseudobulbar affect dated 1/9/20.
Review of Resident #10's [DIAGNOSES REDACTED].
During an interview on 1/30/20 at 2:29 p.m. with the Infection Prevention Nurse, she stated the eye drops should have been
 administered five minutes apart and the directions to apply in the right eye only should have been followed. The Infection
 Prevention Nurse stated that she would expect the medication to be opened one pill at a time, and delayed release
 medication should not be crushed. The Infection Prevention Nurse confirmed that eye drops should be administered separately by
doffing and washing hands between eyes, so that the infection does not transfer from one eye to the other. The Infection Prevention
Nurse stated the resident was sent to the hospital to assure she did not have an infection, and returned with
 eye problems that may need surgery later. She confirmed the resident had redness on and off, and that is why she was on the
medication and had not observed her eyes being red with mucus in the left.
During an interview on 1/31/20, at 2:45 p.m., with Staff Member H, RN, she confirmed Resident #10 takes her medication whole and
is on eye drops for her right eye only. Staff Member H, RN, stated she works with the resident 3 to 4 days a week, and
 was not working with her yesterday, and noticed her left eye is much more red and irritated today, but both eyes are
 extremely red.
During a phone interview on 1/31/20 at 12:21 p.m., the pharmacy consultant confirmed the eye drops are for the right eye
 only, and the ointment was written for an eye infection. The pharmacy consultant confirmed the Nudexta could affect the
 resident's mood and each person would react differently to missing a dose. The pharmacy consultant stated the crushing of
 [MEDICATION NAME] delayed release would also affect the resident as she would not be getting delayed as ordered. The
 pharmacy consultant could not say how it would affect Resident #10, as each person responds differently, and her medication
reconciliation would not have caught these problems except during medication administration, and stated the nurse should
 have followed physician orders.
Review of the policy and procedures for Eye drops administration revised on 8/22/17, document N-815, page one of one
 reflected: perform hand hygiene, apply gloves, wipe away discharge if present. Cleanse from inner to outer canthus. Remove
 gloves, perform hand hygiene, and apply clean gloves. Draw lower lid away from the eye ball to form a small pocket. Drop
 the solution into the middle of the lower lid. Do not touch eye with dropper.

F 0761

Level of harm - Minimal
harm or potential for actual
harm

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 observations, interviews and record review, the facility failed to maintain drugs and biologicals used in the
 facility in a safe and secure manner in one (ground floor) of two medication storage rooms and one (C) of six medication
 carts.
Finding included:
On 01/28/2020 at 7:15 a.m., an observation of the ground floor medication storage room was conducted with Staff C,
 Registered Nurse (RN). Staff C, RN, was asked to open the medication storage room for inspection. Upon entry to the
 medication storage room, the refrigerator was found to be unlocked. A metal box was observed inside of the refrigerator
 that was not permanently affixed. The metal box was removed from the refrigerator and Staff C, RN, was asked to open the
 metal box. Inside of the metal box were six vials of [MEDICATION NAME] 2mg/ml (a schedule IV controlled medication) in a
 plastic bag. An interview was conducted with Staff C, RN, at the time of the observation. Staff C, RN, stated that the
 refrigerator is never locked and the [MEDICATION NAME] is kept in the refrigerator for emergency use. (Photographic
 evidence was obtained.)
On 01/31/20 at 2:00 p.m., an observation of medication cart C on level one of the facility was conducted with Staff D, RN.
 One vial of [MEDICATION NAME] 100 units per milliliter was observed in the cart with no open date and no expiration date on the
label. The vial was warm to the touch. An interview was conducted with Staff D, RN, who stated insulin is to be dated
 once removed from the refrigerator for use and placed into the medication cart. Staff D, RN, was not able to state when the vial was
removed from the refrigerator for use. Staff D, RN, stated she had not removed the vial from the refrigerator, and she had not used the
vial during the shift to give insulin to the resident. Staff D, RN, removed the vial from the
 medication cart and ordered a new vial for the resident. (Photographic evidence was obtained.)
On 01/31/20 at 2:20 p.m., an observation of the ground floor medication storage room was conducted with Staff E, RN. Upon
 entry to the medication storage room, the refrigerator was found to be unlocked. A metal box was observed inside of the
 refrigerator that was not permanently affixed. The metal box was removed from the refrigerator and Staff E, RN was asked to open
the metal box. Inside of the metal box were six vials of [MEDICATION NAME] 2mg/ml (a schedule IV controlled
 medication) in a plastic bag. (Photographic evidence obtained.)
On 01/31/20 at 2:25 p.m., an interview was conducted with the Director of Nursing (DON) in the ground floor medications
 storage room. The DON stated the refrigerator was supposed to be locked at all times. The DON stated the metal box
 containing the Schedule IV medication was supposed to be affixed inside of the refrigerator and stated she had requested
 this to be done by maintenance, and did not know why this had not been completed.
On 01/31/20 at 3:20 p.m., an interview was conducted with the Consulting Pharmacist. The Pharmacist stated the insulin has
 to be dated when removed from the refrigerator for use by nursing. The Pharmacist stated when checking carts if she sees
 this she has the nurse get rid of the medication.
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(continued... from page 3)
A review of the policy entitled 5.3 Storage and Expiration of Medication, Biologicals, Syringes and Needles with an
 effective date of 12/01/07 and a revision date of 10/31/16 revealed the following:
Procedure:
5 Once any medication or biological package is opened, facility should follow manufacturer/supplier guidelines with respect
 to expiration dates for opened medications. Facility staff should record the date opened on the medication container when
 the medication has a shortened expiration date once opened.
12.1 Facility should ensure that Schedule II-V controlled substances are only accessible to licensed nursing, pharmacy and
 medical personnel designated by facility.
12.2 After receiving controlled substances and adding to inventory, facility should ensure that Schedule II-V controlled
 substances are immediately placed into a secured storage area.
12.3 Facility should ensure that all controlled substances are stored in a manner that maintains their integrity and
 security.

F 0770

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide timely, quality laboratory services/tests to meet the needs of residents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview and record review, the facility failed to obtain and ensure timeliness of laboratory results for one
(#68) of 3 residents sampled related to stool samples for [MEDICAL CONDITION] on 4 different days.
Findings Included:
During observation of Resident #68's medication administration with Staff Member I, RN, on 1/30/20 at 9:02 a.m. revealed the
resident turned to her right side with white bed sheets observed up to her chest. Resident #68 turned back toward Staff
 Member I, RN, and looked at her as brown, watery, odorous stool oozed through the white sheets. Resident #68 used her left
 hand to pull the sheet away from her by placing her left hand in the watery stool and lifting the white sheet. Staff Member I, RN,
observed the resident moving the sheets, and walked back to the door and asked the CNA in the hall to get the
 resident changed. Staff Member I, RN, walked back in the room and placed her personal blood pressure cuff on Resident #68's left
arm and sat the resident up in bed to finish giving her medications. Resident #68's sheets were observed becoming more saturated with
brown, watery, odorous stool as the stool leaked close to the edge of the bed. Resident #68 moved the brown, soaked sheet with her
left hand while Staff Member I, RN stood close to the wet sheets hanging over the bed.
Staff Member I, RN took the blood pressure and pulse, reflecting 158/81 with a pulse of 89, and left the room. Staff Member
 I, RN removed gloves from the cart and cleaned the blood pressure cuff with bleach wipes.
During an interview with Staff Member I, RN, on 1/30/20 at 9:20 a.m., she stated the resident had runny odorous stool for
 two days, and the night shift nurse stated she needed a stool sample for [MEDICAL CONDITIONS].
Review of Resident #68's physician orders [REDACTED].
During record review, the lab results were not found.
During an interview on 1/30/20 at 2:06 p.m. with the Infection Prevention Nurse, she confirmed that once the staff suspect
 [MEDICAL CONDITION] on a resident, they will inform me and start isolation precautions, and call the physician to get an
 order for [REDACTED].
The DON provided a copy of an email from the lab on 1/31/20 at 4:30 p.m., reflecting the stool specimen picked up from
 1/29/20 was processed but lost, and could see another specimen dated 1/31/20 would be processed on 2/1/20.
Review of the lab results dated 1/29/20 reflected a sample tested for [MEDICAL CONDITION] was pending.
Review of the nursing progress notes dated 1/23/20 at 5:56 p.m. reflected Resident #68 had foul-smelling diarrhea on
 1/22/20.
Review of the 1/24/20 nursing progress notes at 4:01 p.m. reflected Resident #68 with loose, foul-smelling stool. Physician
 notified and order to obtain [MEDICAL CONDITION] sample.
Review of the nursing progress notes dated 1/25/20 at 6:30 a.m. reflected one episode of liquid stool. Unable to collect a
 sample.
Review of the nursing progress notes dated 1/25/20 at 11:23 p.m. reflected stool sample collected to check for [MEDICAL
 CONDITION].
Review of the nursing progress notes dated 1/26/20 at 6:17 a.m. reflected stool sample collected for [MEDICAL CONDITION],
 waiting for lab pick up.
Review of the nursing progress notes dated 1/30/20 at 1:47 p.m. reflected Resident #68 with one episode of loose stool and
 order for isolation.
Review of the nursing progress note dated 1/30/20 at 2:58 p.m. reflected one episode of stool that morning, collected for
 lab to rule out [MEDICAL CONDITION].
During an interview with the Medical Director on 1/31/20 at 10:55 a.m., she stated the staff called and stated the resident
 had diarrhea on 1/25/20 and an order to send stool for [MEDICAL CONDITION] was given. The Medical Director stated she
 usually will get three stool samples to confirm [MEDICAL CONDITION]. She was unaware of the resident having watery, odorous
stool on 1/23/20. The Medical Director stated, we have a new lab and they have lost the results. She stated the resident
 should have been put on isolation precautions after the first observation of watery, odorous stool was observed, but no one ever stated
those words, just loose stools.
Review of the best practices - 24 hour report dated 12/20/16 one page reflected: to have a written method for communicating
 clinical information, unusual occurrences, changes in condition, changes in plan of care including physician orders
 [REDACTED].
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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview and record review, the facility failed to maintain an effective infection prevention and
 control program for 5 (#11, #68, #10, #113, #35) of 33 sampled residents related to Resident #11 by failing to disinfect
 the glucometer and performing hand hygiene after touching the glucometer; the facility failed to ensure Resident #68 was
 placed on contact precautions after observation of watery odorous stool started on 1/23/20; the facility failed to ensure
 eye drops were administered for Resident #10 without contaminating the bottles; the facility failed to ensure staff
 entering Resident #113's room donned PPE and did not take in reusable equipment, and the facility failed to ensure medical
 waste for Resident #35 was disposed of according to their policy.
Findings Included:
1. During observation of Resident #11's glucose testing, on 1/29/20 at 4:01 p.m., Staff Member I, RN, obtained the lancet
 and alcohol pad from the medication cart. Staff Member I, RN, knocked and asked Resident #11 if she could check his blood
 sugar. The resident agreed and the nurse opened the top drawer of his bedside table and removed the glucometer from the
 clear plastic bag labeled with Resident #11's name. Staff Member I, RN, stated, each resident has their own glucometer. She placed
the glucometer on the over-bed table and went to wash her hands and donned gloves. The blood sugar was 119 and Staff Member I,
RN, stated (Resident #11) did not need insulin coverage. Staff Member I, RN, disposed of the garbarge and lancet
 in the sharps container and washed her hands. Staff Member I, RN, picked up the glucometer off the table with bare hands
 and stated the glucometer did not need to be cleaned with a bleach wipe, since no visible blood was observed on the
 glucometer. Staff Member I, RN, placed the glucometer in the clear plastic bag, then back in the drawer, and left the room
 without hand hygiene.
Review of the manufacturer's instructions for use included three pages 10 to 12 without dates. Cleaning and Disinfecting
 reflected 1. Wash hands with soap and water, 2. put on single use medical protective gloves, 3. Inspect for blood, debris,
 dust, or lint anywhere on the meter. Blood and bodily fluids must be thoroughly cleaned form the surface of the meter. 4.
 To clean the meter use a moist (not wet) lint-free cloth dampened with a mild detergent. Wipe all external areas front and
 back surfaces untill visably clean. Avoid wetting the meter strip port. 5. To disinfect the meter, clean the meter surface
 with one of the approved disinfecting wipes.
2. During observation of Resident #68's medication administration with Staff Member I, RN, on 1/30/20 at 9:02 a.m., revealed the
resident turned to her right side with white bed sheets observed up to her chest. Resident #68 turned back toward Staff Member I, RN,
and looked at her as brown, watery, odorous stool oozed through the white sheets. Resident #68 used her left
 hand to pull the sheet away from her, by placing her left hand in the watery stool and lifting the white sheet. Staff
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(continued... from page 4)
 Member I, RN observed the resident moving the sheets and walked back to the door, and asked the CNA in the hall to get the
 resident changed. Staff Member I, RN, walked back in the room and placed her personal blood pressure cuff on Resident #68's left
arm and sat the resident up in bed to finish giving her medications. Resident #68's sheets were observed becoming more saturated with
brown, watery, odorous stool as the stool leaked close to the edge of the bed. Resident #68 moved the brown, soaked sheet with her
left hand while Staff Member I, RN, stood close to the wet sheets hanging over the bed.
Staff Member I, RN took the blood pressure and pulse, reflecting 158/81 with a pulse of 89, and left the room. Staff Member
 I, RN removed gloves from the cart and cleaned the blood pressure cuff with bleach wipes.
During an interview with Staff Member I, RN, on 1/30/20 at 9:20 a.m., she stated the resident had runny, odorous stool for
 two days, and the night shift nurse stated she needed a stool sample for [MEDICAL CONDITIONS].
Review of Resident #68's physician orders [REDACTED].
During record review, the lab results were not found.
During an interview on 1/30/20 at 2:06 p.m. with the Infection Prevention Nurse, she confirmed that, once the staff suspect
 [MEDICAL CONDITION] on a resident, they will inform me and start isolation precautions, and call the physician to get an
 order for [REDACTED].
Review of the nursing progress notes dated 1/23/20 at 5:56 p.m. reflected Resident #68 had foul-smelling diarrhea on
 1/22/20.
Review of the 1/24/20 nursing progress notes at 4:01 p.m. reflected Resident #68 with loose, foul-smelling stool. Physician
 notified and order to obtain [DIAGNOSES REDACTED] sample.
Review of the nursing progress notes dated 1/25/20 at 6:30 a.m. reflected one episode of liquid stool. Unable to collect a
 sample.
Review of the nursing progress notes dated 1/25/20 at 11:23 p.m. reflected stool sample collected to check for [MEDICAL
 CONDITION].
Review of the nursing progress notes dated 1/26/20 at 6:17 a.m. reflected stool sample collected for [MEDICAL CONDITION],
 waiting for lab pick up.
Review of the nursing progress notes dated 1/30/20 at 1:47 p.m. reflected Resident #68 with one episode of loose stool and
 order for isolation.
Review of the nursing progress note dated 1/30/20 at 2:58 p.m. reflected one episode of stool that morning, collected for
 lab to rule out [MEDICAL CONDITION].
During an interview with the Medical Director on 1/31/20 at 10:55 a.m., she stated the staff called and stated the resident
 had diarreha on 1/25/20 and an order to send stool for [MEDICAL CONDITION] was given.
We have a new lab and the sample was not tested , or lost. The Medical Director stated she usually will get three stool
 samples to confirm [MEDICAL CONDITION]. She was unaware of the resident having watery, odorous stool on 1/23/20. The
 Medical Director stated we have a new lab and they have lost the results. She stated the resident should have been put on
 isolation precautions after the first observation of watery, odorous stool was observed, but no one ever stated those
 words, just loose stools.
3. During observation of medication administration for Resident #10, on 1/30/20 at 9:35 a.m., with Staff Member J, RN,
 observed washing her hands, donning gloves, placing one drop in the right eye and one drop in the left eye that was
 observed full of thick sticky mucus. The resident could barely open her left eye. During observation of the eye drops in
 both eyes, the nurse touched the eye lashes of both eyes with the tip of the bottle. The nurse doffed gloves and washed her hands. and
stated she would wait 5 minutes, then give the next set of drops.
Staff Member J, RN, removed the [MEDICATION NAME] 0.2% eye drops from the cart at approximately 10:00 a.m. and placed
them
 in a plastic cup, knocked on the door and entered the resident's room. Staff Member J, RN, washed her hands, donned gloves
 and explained she had another eye drop to give. Resident #10 was asked to tilt her head back, and the nurse had difficulty
 getting her to open her eyes. The [MEDICATION NAME] 0.2% bottle tip touched both eyes at the lashes when drops were placed
 in the right eye, then the left eye. Staff Member J, RN, doffed the gloves, washed her hands, and returned to the
 medication cart to retrieve the ointment.
Staff Member J, RN, removed the [MEDICATION NAME] ointment at approximately 10:05 a.m., placed the ointment in a plastic
 cup, and entered the residents room. Staff Member J, RN, washed her hands, donned gloves, and placed the ointment in the
 right eye, then the left eye, and doffed gloves and washed her hands. She explained to the resident that she was finished
 with her medication and could leave her room again if she wanted. The resident was observed self-propelling down the
 hallway.
During an interview with Staff Member J, RN, at 10:10 a.m., she confirmed she put eye drops in both eyes and touched the
 resident's eye lashes wearing the same gloves for both eyes, although the drops were for redness and infection. Staff
 Member J, RN confirmed she did give the drops in both eyes, although they were ordered for the right eye only.
Review of physician orders [REDACTED].
Review of Resident #10's [DIAGNOSES REDACTED].
During an interview, on 1/30/20 at 2:29 p.m., with the Infection Prevention Nurse, she stated the eye drops should have been
administered five minutes apart, and the directions to apply in the right eye only should have been followed. The Infection Prevention
Nurse confirmed that eye drops should be administered separately by doffing and washing hands between eyes, so
 that the infection does not transfer from one eye to the other. The Infection Prevention Nurse stated the resident was sent to the
hospital to assure she did not have an infection and returned with eye problems that may need surgery later. She
 confirmed the resident had redness on and off, and that is why she was on the medication and had not observed her eyes
 being red with mucus in the left.
During an interview on 1/31/20 at 2:45 p.m. with Staff Member H, RN, she confirmed Resident #10 is on eye drops for her
 right eye only. Staff Member H, RN, stated she works with the resident 3 to 4 days a week, and was not working with her
 yesterday ,and noticed her left eye is much more red and irritated today, but both eyes are extremely red.
During a phone interview on 1/31/20 at 12:21 p.m., the Pharmacy Consultant confirmed the eye drops are for the right eye
 only, and the ointment was written for an eye infection, and her medication reconciliation would not have caught these
 problems except during medication administration, and stated the nurse should have followed physician orders.
Review of the policy and procedures for Eye drops administration revised on 8/22/17, document N-815, page one of one
 reflected: perform hand hygiene, apply gloves, wipe away discharge if present. Cleanse from inner to outer canthus. Remove
 gloves, perform hand hygiene, and apply clean gloves. Draw lower lid away from the eye ball to form a small pocket. Drop
 the solution into the middle of the lower lid. Do not touch eye with dropper.
Review of the policy and procedure for Infection Preventionist, IC-315, dated 9/1/17, one page reflected: 1. The Infection
 preventionist shall coordinate the development and monitoring of our facility's established infection prevention and
 control policies and practices.
Review of the policy and procedure for Infection Prevention and Control program, IC-310 reviewed on 9/1/17, three pages
 reflected: 1) The infection prevention and control program is a facility wide effort involoving all disciplines and
 individuals and is an intergral part of the quality assurance and perfomance improvement plan. 7) Prevention of Infection
 a.(1) identifying possible infections or potential complications of existing infections. a(3) educating staff and ensuring
 that they adhere to proper techniques and procedures. a(4) enhancing screening for possible significant pathogens. a(6)
 implementing appropriate isolation precautions when necessary.
4. On 01/28/20 at 11:08 am, Resident #113 was observed in private room with the door wide open. The resident was observed
 alone in the room at the edge of the bedside. Personal Protective Equipment (PPE) was inside a see-through cart that was
 three shelves high. A stop sign was observed sitting on top of the cart, but no signage was posted on the door at this
 time.
On 01/28/20 at 12:59 pm Staff I, Registered Nurse, was observed donning PPE including mask, gown and gloves. The staff
 member then went into the resident's room with the Blood Pressure machine. Staff I assisted the resident with comfortable
 wheelchair placement, and using the blood pressure cuff, began taking the resident's blood pressure. At 1:19 pm, the blood
 pressure machine was observed out of the room. At 01:20 pm, Staff I confirmed the use of the machine was not just for the
 isolated resident, but for everyone. Staff continued and stated We check vital signs with it. Staff I was not sure what
 wipes were used to clean the machine.
On 01/28/20 at 01:25 pm Staff G, Registered Nurse (RN) stated she was the Infection Preventionist, and she confirmed the
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(continued... from page 5)
 proper cleaning of the blood pressure machine and shared what training takes place for new employees.
On 01/29/20 at 02:31 pm, Resident #113's family member was observed in the room with the resident without PPE on. No signage
was observed on the Resident's door to alert of precaution needed.
On 01/29/20 at 02:37 pm, an interview with Staff I, RN, and Staff K, RN, confirmed family members are required to wear PPE
 as well. Both nurses were unaware of the family being in the room with the resident, and both nurses confirmed the family
 member should not be in room without gown or gloves. At 2:40 pm the family members in Resident #113's room were made aware
 by the nursing staff of the need for PPE due to the resident being on isolation precautions.
Review of Physician order [REDACTED].#113 in on Contact Isolation for [MEDICAL CONDITION].
On 01/29/20 at 03:15 pm, Resident #113's family members were still observed without PPE.
On 01/29/20 at 03:23 pm an interview with Staff G, Registered Nurse stated she was not sure why there is no sign on the
 door, but there should be one there. Staff G continued, I just printed one out to post again. Staff G stated education was
 provided to Resident #133's family, but they still refused to put on PPE. We've educated them on why using the protective
 equipment is important, and also encourage hand washing.
During an interview on 1/28/20 at 1:23 p.m. with Staff Member I, RN, she stated she took the the blood pressure machine into
Resident #113's room. Staff Member I, RN, confirmed the resident is on isolation for [MEDICAL CONDITIONS], and checked her
 blood pressure, then rolled the machine back to the hallway. Staff Member I, RN, stated she usually cleans the machine with a bleach
wipe for 30 seconds to a minute, but did not do that after leaving the isolation room. She stated she had not used the machine on
anyone else and stated she would clean the cart right now.
During the interview with Staff Member I, RN, the Infection Prevention Nurse stated on 1/28/20 at 1:26 p.m. that she showed
 Staff Member I, RN, the isolation cart and supplies that are dedicated to the room. The Infection Prevention Nurse stated,
 We do not use disposable blood pressure cuffs, but clean it well after the resident is discharged , but use disposable
 stethoscopes and reusable thermometers. The Infection Prevention Nurse stated she would take the blood pressure cart down
 for deep cleaning to assure it was cleaned properly and would start an inservice for staff.
During an interview with the Infection Prevention Nurse on 1/28/20 at 2:15 p.m., she stated that residents on modified
 isolation would still require gowns and gloves to be worn. The Infection Prevention Nurse stated that the staff are
 inserviced on orientation at the annual health fair and periodically. The Infection Prevention Nurse stated that she would
 expect the bleach wipes used on equipment to stay wet at least 30 seconds before use, then stated Oh, I thought you meant
 how long to clean.
Review of Polices and Procedures titled, Personal Protective Equipment Program dated 11/30/2014, with revision date
 03/01/2015, on Page 6 of 6 Section 2.5 states Any worker required to wear PPE shall receive training in the proper use and
 care of PPE. Safety Officer shall offer periodic retraining to both the employees and the supervisors, as needed. The
 training shall include, but not necessarily be limited to, following subjects: When PPE is necessary to be worn. What PPE
 is necessary, how to properly don, doff, adjust and wear PPE. The proper care, maintenance, useful life and disposal of the PPE.
Review of Education provided to employees and family members revealed Guideline for Isolation Precautions: Titled Preventing
Transmission of Infectious Agents in Healthcare Settings (2007). Section II.B1 Contact precautions stated When a
 single-patient room is not available, consultation with infection control personnel is recommended to assess the various
 risks associated with other patient placement options. Healthcare personnel caring for patients on Contact Precautions wear a gown
and gloves for all interactions that may involve contact with the patient or potentially contaminated areas in the
 patient's environment. Donning PPE upon room entry and discarding before exiting the patient room.
5. At the completion of a wound care observation for Resident #35, on 01/30/20 at 09:50 AM, Staff A, RN, placed the
 hazardous waste bag, which contained the soiled dressing that was removed during the dressing change, into the bathroom at
 the suggestion of Staff B, CNA, who stated she would place it in the soiled utility room along with the trash she was
 collecting at the bedside while providing pericare and repositioning the Resident. Staff B, CNA, was then seen exiting the
 room moments later with two clear plastic trash bags (one contained towels, the other contained trash) atop a red biohazard bag. She
entered the soiled utility room and was seen exiting moments later.
An interview with Staff G, RN, at 02:30 PM, revealed that it was not acceptable to place a red garbage bag into a clear
 garbage bag to dispose of it.
A review of the facilitys policy HL-250 entitled Solid Waste Management, dated 11/30/2014, documented  .4. Hazardous and
 infectious waste shall never be placed in the solid waste dumpster or compactor. Refer to Hazardous Materials and Bio
 Medical Waste Policies in Infection Control Manual. A review of the facilitys policy IC-106 entitled Medical Waste
 Handling dated 09/01/17 documented  .Medical wastes include human blood and blood-soiled articles, .(i.e soiled dressings) . items
must be placed in plastic bags or containers .and handled as medical waste. Medical wastes will be weighted at the
 time of collection .only authorized vendors are permitted to collect regulated wastes.
At 6:20 PM the NHA stated that, after interviewing Staff B, CNA, it was determined that the clear plastic bag which
 contained the red biohazard bag had been placed in the biohazard collection receptacle in the soiled utility room. The NHA
 confirmed that Staff B, CNA, had not followed the facility policy regarding disposing of medical wastes.
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Keep all essential equipment working safely.

Based on observation, interview and record review, the facility failed to maintain all kitchen equipment in a safe operating condition,
related to 3 of 6 (top middle, top right, and bottom middle) burners on the stove.
Findings included:
Observations of the main kitchen during the comprehensive tour of the kitchen on 1/30/20 at 1:45 pm revealed that the main
 kitchen houses a 6-burner stove. Close observation of the stove revealed the top middle, top right burner and bottom middle burner
did not have pilot lights lit.
On 01/30/20 at 2:00 pm, an observation was made of Pilot lights for the six-burner stove in the kitchen. At such time the
 top middle and top right stove burners were not operable, and the bottom middle burner did not light upon turning of
 stovetop knobs. Kitchen staff obtained a handheld lighter from close by to light burner. Staff stated the burners in the
 back are not used when cooking.
On 01/30/20 at 02:10 pm, an interview with the Dietary Technician and Dietician revealed there was no knowledge of the pilot lights
being operable. The Dietary Technician The Assisted Living Facility (ALF) is responsible for maintaining the kitchen equipment. The
Kitchen Manager is very good about communicating with us if he needs anything. We don't keep a log; we just
 communicate over the phone or through text. We can start a log to keep track of these types of issues.
During an interview with the Dietician on 1/20/20 at 2:51, she stated Currently, I don't believe we have a policy for
 maintaining kitchen equipment. Since this kitchen isn't ours, the ALF is responsible for it. I don't know if there is a
 policy for it, but I can look at the contract. I'm not sure if it's the kitchen staff or the maintenance that is
 responsible for the kitchen equipment cleaning since it belongs to the Assisted Living Facility.
On 01/30/20 at 03:20 pm, a follow-up observation with the Kitchen manager for the ALF revealed three out of six burners
 remained inoperable at this time. The Kitchen manager stated, We use the lighter if we have an issue with the pilot lights
 not working. We don't maintain the equipment, but sometimes we use the work orders normally used by residents to make
 maintenance aware. We clean the stove area, but if it's not functioning, we don't handle that. The last time the stove was
 cleaned was 1/25/20. We don't have a process written on paper. The top burners are not used because there is no necessity
 for it, we only need the ones that are working that are on the bottom.
On 01/31/20 at 02:00 pm an interview with the Administrator stated, the facility has a contract that speaks to the facility
 not being in control of the kitchen equipment. A Performance Improvement Plan was put in place for cleanliness and
 sanitization for the kitchen. She continued and stated the Performance Improvement Plan was put in place back in (MONTH)
 2019 and did not include the stove top pilot lights not working. The executive director of the ALF stated, someone came in
 this morning and she confirmed all the pilot lights were in working condition.
The contract for nutrition services management agreement, Stove cleaning schedule and service request for pilot light
 maintenance was provided.
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