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9 005 11-99-4(a) ACTIVE TREATMENT PROGRAM 9 005 Reference Tag ID 9 005
Aplan of treatment shall be developed }1,12?39(;{2;\2 CITVE TREATMENT ;/ ‘///5
and implemented for each resident in
order to help the residents function The facilitv di
at their greatest physical, The -‘ICI]Ity did not ensure that the
intellectual, social, emotional, and individual program plan must
vocational level. include, for those clients who lack
This Statute is not met as evidenced by: them, training in personal skills
Based on observation, interview, and record essential for privacy and
review, the facility did not ensure that the independence (including, but not
individual program plan must include, for those limited m_ until it has
clients who lack them, training in personal skills been demonstrated that the client is
essential for privacy and independence (including developmentally j ’
but not limited to_ until it has been g ’
demonstrated that the client is developmentally e Lt the"‘M
incapable of acquiring them for‘ _
T'o correct this issue, a formal :
Findings include: Habilitation Program
developed.
rovided staff with direction
to safely assist the client-
_it did not provide
adequate instruction to ensure
consistent practices.
This new rogram provides
specific instruction for staff to follow
and the associated data documentation
required to assess progress toward
program goals.
All staff in the Residence and Day
y Program was trained on the new
program which was implemented
immediately.
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9005/ Continued From page 1 9005 To ensure no other clients were affected

by this issue, all other client’s Individual
Program Plans were reviewed and
determined to be adequate.

A systematic change to prevent
recurrence is the development of a new
protocol: Habilitation Skills Checklist.
This checklist includes a quick reference
guide of the required areas of
habilitation for training in personal skillg
and provides a way to document
compliance toward the requirements.
This information is a handy reference
guide for the ICF Case Manager to
evaluate whether the client’s current
Individual Program Plan is in
accordance with the requirements. This
protocol will be implemented at the time
of the client’s Individual Program Plan
(IPP) review and quarterly plan review

or when there is a significant change in
the client’s condition. The checklist will
be located in the client chart.

To monitor this corrective action, the
ICF Case Manager will now include this
checklist as part of the Case Manager’s

9071| 11-99-7(k) CONSTRUCTION REQUIREMENTS | 9071

The minimum clear width of a corridor

shall be thirty-six inches, except current Quality Assurance (QA) »
that corridors serving one or more quarterly report. This QA report will be
non-ambulatory or semi-ambulatory reviewed by the Program Supervisor,
residents shall be not less than documented in the ICF Program QA

4 forty-four inches in width. report and located in the QA binder.

This Statute is not met as evidenced by:

Based on observations and staff interview, the
facility did not ensure the minimum clear width of
a corridor shall be thirty-six inches except that
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9 071 Continued From page 2 9071 Reference Tag ID 9 107
corridors serving one or more non-ambulatory or 11-99-11 (b) RESIDENT DAILY -
semi-ambulatory residents shall be not less than LIVING CARE AND TRAINING 9/‘7‘//&
forty-four inches in width.
Findings inchkida: The t.'acility did not ensure'tha.t fh.e_v
provided each employee with initial
Observations during t and continuing training that enables
1/5/15 through 1/7/15 the employee to perform his or her
duties effectively and competently.
The width of the hallway was about 4
' tiles or approximately forty-eight inches wide. 1) _ ‘,
This was validated during interview with the (See Reference Tag ID 9 005 aboveP
Program Supervisor on the morning of 1/6/15. :
2) Follow Health & Safety instruction
9 107 11-99-11(b) RESIDENT DAILY LIVING CARE 9107 - ight of hospital bedd
AND TRAINING W '
The facility staff shall participate ; -
in appropt%ate activitiez relagng to The hospital bed forl as bed
the care and development of the rails to prevent the client from fallin
residents including training in out of bed and the client does not
activities of daily living and the
development of self-help and social The bed is electric at the head and foot,
skills. but the body of the bed is raised and
This Statute is not met as evidenced by: lowered with a manual crank. The
Based on observation, interviews, and record Health & SafetyMwas
reviews, the facility did not ensure that they reviewed. It states: “The bed is to be
provided each employee with initial and . >
continuing training that enables the employee to faiscd to staffwaist level forany
perform his or her duties effectively and that is done while client
competently. is in bed. Lower the bed to its lowest
position when care is completed.” Aftes
Findings include: reviewing the issue with staff, several
staff stated that they kept the bed in the
high position after '
urposes of allowing
_ In addition, staff state
C?ﬁce of Health Care Assurance
6899 If continuation sheet 3 of 7
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Each facility shall provide nursing

services in order to meet the nursing

needs of residents.

This Stafute is not met as evidenced by:
Based on observation, interview, and record
review, the facility did not ensure that nursing

Findings include:

services must include other nursing care as
identified by client needs hl

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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9 107 | Continued From page 3 9107 :
that cranking the bed up and down takes
some effort.
To corgegt this issue. the Health &
Safety vas revised. In
addition to the current instruction
regarding retyrping d to its lowest
position afte t now
includes ollowing: “When the clienﬁ
9172 11-99-20(a) NURSING SERVICES 9172 is awake

may leave
the raised, but must remain in the
room with the client as long as the bed i
elevated.”

o

In addition, the bed crank was inspected
by the agency maintenance person and
was determined not to be in proper
working order. The service provider for
the hospital bed, Gammie Homecare,
was contacted and the crank assembly

was replaced. However, staff maintaine
that the bed crank still takes effort.

To ensure no other clients were affected,
the correct implementation of the Healt
& Safety of the other resident in the
home with a similar hospital bed and
Health & Safety protocol regarding the
bed height was reviewed and no issues
were identified. In addition, the bed
crank was determined to be in good
working order.

A systematic change to prevent
recurrence is the training of all staff in
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9 107 | Continued From page 3 9107
the Residence and the Day Program on
the revised Health & Safety
n addition, the hospital beds for
both clients in the home were converted
to all electric. The cost of the
conversions was not covered
however, this will assist staff
to raise and lower the hospital beds
9 172| 11-99-20(a) NURSING SERVICES 9172 requiring minimal effort and without

Each facility shall provide nursing

services in order to meet the nursing

needs of residents.

This Stafute is not met as evidenced by:
Based on observation, interview, and record

Findings include:

review, the facility did not ensure that nursing

services must include other nursing care as
denified by client needs [N

having to use a manual crank.

To monitor this corrective action, the
Resident Manager will observe and
document three (3) times weekly for a
period of two (2) months, the correct
implementation of the Health & Safety’s
for those clients in the home with
hospital beds. Documentation will be
reviewed by the Program Supervisor and
located in the QA binder.

3) Reporting medication order
discrepancies and following
physician orders for one client:

To correct this issue, a thorough review
of the client’s medications was

discussed with the agency RN.
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9107 Continued From page 3 9107
It was incorrectly documented on the
Medication Administration Record
(MAR), the Physician’s Orders and the
Blister-Pak. The discrepancy was never
identified by the agency RN, the
pharmacist or staff, but the medication
was always administered
9172 11-99-20(a) NURSING SERVICES 9172 was ordered in
' after the client was seen
Each facility shall provide nursing
services in order to meet the nursing order was correct on the MAR since the
negds of ressqents. . agency RN had instructed staff what to
This Statute is not met as evidenced by: write over the phone after the
Baged on observation, interview, and record medication was recsived on the |
review, the facility did not ensure that nursing f p il - &
services must include other nursing care as ollowing Sfllurdd) morning, but the
identified by client needs— pharmacy dispensed the label for the
Blister-Pak incorrectly (PO), and the
Physician’s Order was for (PO/GT).
Findings include: The discrepancy was never identified by
the agency RN, the pharmacist or staff,
but the medication was always
administered |||
Staff was implementing the correct routg
for the client’s medications which was
However, the discrepancies
between the MAR, the Physician’s
Orders and the Blister-Paks were not
identified. Staff was not following the
“Five Rights” of medication
administration and did not report the
discrepancies.
Office of Health Care Assurance
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9107 Continued From page 3 9107

A review of all the client’s medications
i ] er discrepancy:

9172} 11-99-20(a) NURSING SERVICES 9172
Each faci.lity shall provide nursing New Physician’s Orders for the client’s
services in order to meet the nursing medications were immediately obtained
net_ads of resuqents. ‘ for those medications that were
'Bl'hls gtatute is not met as evidenced by: incorrectly documented “PO” (by
ased on observation, interview, and record |
review, the facility did not ensure that nursing ggﬁ,ﬁ?ﬁdmj&miz addition |

services must include other i :
identified by client needs fOM the MARS and the Blister-Pak’s were
-v changed to accurately reflect the correct

route for the client’s medications.

Findings include:
A thorough review of the staff

medication training determined the
training to be adequate; however, staff’g
correct implementation of the training
was insufficient. Staff was retrained on
the Five Rights of medication
administration which includes the
requirement to notify the agency RN of
all discrepancies found.

To ensure no other clients were affecteq,
all other client’s Physician’s Orders,

MARS and Blister-Paks were reviewed
for correct documentation and no other
discrepancies were identified. All staff

Office of Health Care Assurance
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9107 | Continued From page 3 9107 : :
Peg in the Residence and Day Program was
retrained on the Five Rights of
medication administration and the
requirement for reporting all
discrepancies.
A systematic change to prevent
recurrence is; the agency RN will
continue to review the updated
9 172 11-99-20(a) NURSING SERVICES 9172 Ph;fs::i:m's (?rdcrs, the MARS .jnd
Blister-Paks for correct medication
Each facility shall provide nursing route documentation for all clients in the
services in order to meet the nursing home with unusual route instructions
needs of residents.
This Statute is not met as evidenced by:

services must include ot
identified by client need

Based on observation, interview, and record
review, the facility did not ensure that nursing

Findings include:

However, a new step will be added: Any
unusual medication route instructions |
will now be highlighted to ensure staff (s
aware the medication may not be \
typical. In addition, it is believed that if]
the pharmacy had eliminated the Latin
abbreviation “PO” on the Physician’s
Orders, the MAR and the Blister-Paks
and documented “By Mouth” instead,
this error may have been more easily
identified. The agency RN requested,
and the pharmacy agreed, to begin the
process of eliminating all Latin
abbreviations on future Physician’s
Orders, MARS and Blister-Paks for all
clients in the Residence and Day
Program making it easier for staff to
interpret.

To monitor this corrective action, the
agency RN will ensure proper
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Each facility shall provide nursing
services in order to meet the nursing
needs of residents.

This Stafute is not met as evidenced by:

Based on observation, interview, and record
review, the facility did not ensure that nursing

services must include ot i
iiiii'linei by client need

Findings include:
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9 107| Continued,From page 9 ; . ‘o
page 3 107 documentation of the Physician’s 90-
day Orders for all clients in the
Residence and subiit the orders to the
Program Supervisor who will review for
accuracy for a period of one year. The
Resident and Day Program Managers
will observe and document three (3)
times weekly for a period of two (2)
. months, the correct implementation of
9 172| 11-99-20(a) NURSING SERVICES 9172 the Five Rights of medication

administration including the requirement
to report all discrepancies.
Documentation will be reviewed by the
Program Supervisor and located in the
QA binder.

4) Implementing the Health & Safety

instructions t'm—

after medication administration for

one client:

issue, a thorough review
in the home with a

procedure was reviewed and
determined to be adequate. However,
one staff’s implementation of the
procedure in the Dav Program was
insufficient. vas retrained by
the agency RN on the correct procedure
for flushing thc- after medication

administration and prior

There is only one client with a [Jjjjj i
the Residence. To ensure no other staff
procedures

implements the
incorrectly, all staff in the Residence

Office of Health Care Assurance
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9172

Each facility shall provide nursing

services in order to meet the nursing

needs of residents.

This Stafute is not met as evidenced by:
Based on observation, interview, and record
review, the facility did not ensure that nursing

services must include ot i
identified bi client needs

Findings include:
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9107 | Continued, .
From page 3 A and Day Program was retrained by the
agency RN on correct ||}
procedures.
A systematic change to prevent
recurrence is the development of a new
protocol for training new incoming staff
on the correct implementation of the
[l procedures. The new protocol will
11-99-20(a) NURSING SERVICES 9172 include the initial training by the agency

RN and an additional two (2)
consecutive Return Demonstrations by
the Resident or Day Program Manager
or Assistant Manager and will be
documented. These additional
observations will ensure new staff has
the adequate training required to safely

implemen{jij procedures.

To monitor this corrective action, the
Resident and Day Program Manager
will observe and document all staff’s
correct implementation of the
procedure fo n the
Residence three (3) times weekly for a
period of two (2) months.
Documentation will be reviewed by the
Program Supervisor and located in the
QA binder

Reference Tag ID 9 172
11-99-20 (a) NURSING SERVICES

2l9)s
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9172 9172

The facility did not ensure that
nursing services must include other

nursing care as identified by client

1) Medication error for -

(See Reference Tag ID 9 107 #3
above)

2) —
(See Reference Tag ID 9 107 #4
above)

3) Hospital bed in a high position.

(See Reference Tag ID 9 107 #2
above)
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9 172| Continued From page 5 9172
Reference Tag ID 9 191
8191} 11-99-22(e) PHARMACEUTICAL SERVICES 9 191 11-99-22 (¢) PHARMACEUTICAL J/‘f/lf
SERVICES
Only appropriately trained staff shall
ke o The facility did not ensure that the
B{laR b8 [CREONSI 1¥ ROPHI' system for drug administration
recording of the medication, including d that all d .
the route of administration. Such RATHICG/ AN, AR GTUES ATE
persons shall have satisfactorily administered without error.
completed a course of training in the
administration of drugs, which course (See Reference Tag ID 9 107 #3 and
has been approved by the Department. Reference Tag ID 9 172 #1 above)
Medication errors and drug reactions
shall be recorded in the resident's
| chart and reported immediately to the
1 physician who ordered the drug and an
incident report shall be prepared.
All incident reports shall be kept
available for inspection by the
Office of Health Care Assurance
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Director.

This Statute is not met as evidenced by:

Based on observation, interview, and record
review, the facility did not ensure that the system
for drug administration assured that all drugs are
administered without error.

Findings include:
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9 191 Continued From page 6 9191
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