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F 0551

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0842

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Givetheresident'srepresentative the ability to exercise theresident'srights.

Based on record review and interview the facility failed to have a properly executed health care surrogate designation form on file for
1 (Resident #1) of 1 resident reviewed. The findings included: Record review on 4/29/20 at 11:00 am., shows

health care surrogate designation form filled out and signed 2/11/19. The form indicated In the event that | have been

determined to be incapacitated. Record review on 4/29/20 at 11:30 am., shows an informed consent for use of bed rails

signed by the health care surrogate dated 2/6/19. The form indicated it was a verbal telephone consent. A pneumococcal

vaccine evaluation and consent was signed and dated 2/6/19 by the health care surrogate. An influenza vaccine evaluation

and consent was signed and dated 2/6/19 by the health care surrogate. Interview on 4/29/20 at 12:55 p.m., with the

Assistant Director of Nursing said there was no |etter of incapacitation. Interview on 4/29/20 at 12:57 p.m., with the

Social Services Assistant said the resident was alert and oriented. He refused to sign his paperwork.

Safeguard resident-identifiable information and/or maintain medical records on each

resident that arein accordance with accepted professional standards.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on record review and interview the facility failed to have a complete resident record for 1 (Resident #1) of 1

resident reviewed for appropriate paperwork. The findings included: Review of the clinical record on 4/29/20 at 1:00 p.m.,

revealed documentation Resident #1 was transferred to a receiving facility on [DATE]. The clinical record did not contain

discharge paperwork or transfer form. The clinical record lacked documentation Resident #1 received a bed hold policy.

Review of the physician's orders [REDACTED]. A nursing progress note indicated the RN (Registered Nurse) administered
[MEDICATION NAME] 2.0 mg IM to Resident #1 on [DATE] at 1:20 p.m. The RN did not document the [MEDICATION NAME]
injection

on the MAR. Further review of the clinical record showed Resident #1 |eft the faciity on [DATE] after 7:00 p.m., 6 hours

after the nurse administered the [MEDICATION NAME]. There was no indication the resident got [MEDICATION NAME] prior to
transfer on [DATE]. Review of the pharmacy transaction record transaction record showed [MEDICATION NAME] was dispensed

on
4/22/20 at 7:14 p.m., and [DATE] at 10:57 am. On [DATE] at 2:00 p.m., during an interview with the Director of Nursing she
confirmed there was no discharge paperwork on file. On [DATE] at 2:00 p.m., The Assistant Director of Nursing said she
thought someone had written the orders. She confirmed the resident did receive [MEDICATION NAME] prior to transfer.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567(02-99)
Previous Versions Obsolete

If continuation sheet
Page1of 1

Event ID: YL1011 Facility 1D: 105462




