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F 0684 Provide appropriate treatment and care according to orders, resident's preferences and
oals.

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interview and record review, the facility failed to ensure Physician's Orders were implemented
harm related to atreatment for [REDACTED]. (Resident 54) Finding includes: On 3/5/20 at 9:29 am., Resident 54 was observed
propelling himself in his wheelchair. He had three surgical staples to the back of his head which were uncovered. The
Residents Affected - Few resident's clinical record was reviewed on 3/4/20 at 11:12 am. The resident had fallen and sustained a[MEDICAL CONDITION] on
2/28/20. He was sent to the emergency room and returned to the facility with 3 staples to the back of hishead. A
Physician's Order, dated 2/29/20, indicated the area should be covered with adry dressing and changed daily for 7 days.
The February and March Treatment Administration Records (TAR) did not have the order for the daily dressing change.
Interview with LPN 1 on 3/9/20 at 9:45 am., indicated there was no treatment order for the head wound, they were just
monitoring the area. She indicated she did not know why the Physician's Order had not transferred over to the TAR.
Interview with the Director of Nursing on 3/9/20, indicated the Physician's Order was entered into the TAR but hadn't
successfully transferred over due to an data entry error. 3.1-37

F 0757 Ensure each resident'sdrug regimen must be free from unnecessary drugs.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on record review and interview, the facility failed to ensure alab order was completed as ordered for 1 of 5
harm or potential for actual | residents reviewed for unnecessary medications. (Resident 20) Finding includes: The record for Resident 20 was reviewed on
harm 3/5/20 at 2:05 p.m. [DIAGNOSES REDACTED)]. A physician's orders [REDACTED]. (A medication that can elevate ammonia

levels) A physician's orders [REDACTED]. The record lacked evidence the lab test had been performed. During an interview with the
Residents Affected - Few | Assistant Director of Nursing on 3/6/20 at 3:20 p.m., she indicated the repeat ammonialevel had not been completed on

3/3/20 as ordered. The Nurse Practitioner had been notified and the lab technician would be out later that day to obtain

the lab. 3.1-(a)(3)

F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on record review, and interview, the facility failed to ensure an infection control program was maintained related to lack of
harm or potential for actual | signs and symptoms of infections documented on the infection control logs for 5 residents reviewed who had an
harm infection. (Residents 8, 7, 52, 51 & 24) Findings include: The Infection Control Program logs were reviewed on 3/9/2020 at

10:05 am. The January and February 2020 Infection Control Logs included the resident's name, infection, and antibiotic
Residents Affected - Some | used. Thelogs lacked any signs or symptoms of theinfections. 1. A Resident Infection Report Form for Resident 8 was
completed on 1/3/2020. The resident had [MEDICAL CONDITION] and was started on an antibiotic. The form lacked any signs or
symptoms the resident had experienced. 2. A Resident Infection Report Form for Resident 7 was completed on 1/20/2020. The
resident had a urinary tract infection and was started on an antibiotic. The form lacked any signs or symptoms the resident had
experienced. 3. A Resident Infection Report Form for Resident 52 was completed on 1/24/2020. The resident had a urinary tract
infection and was started on an antibiotic. The form lacked any signs or symptoms the resident had experienced. 4. A

Resident Infection Report Form for Resident 51 was completed on 2/4/2020. The resident had an upper respiratory infection
and was started on an antibiotic. The form lacked any signs or symptoms the resident had experienced. 5. A Resident

Infection Report Form for Resident 24 was completed on 2/4/2020. The resident had pneumonia and was started on an
antibiotic. The form lacked any signs or symptoms the resident had experienced. Interview with the SDC (Staff Development
Coordinator) on 3/9/2020 at 12:05 p.m., indicated she did not include the resident's signs or symptoms on the monthly

Infection Control Logs but included them on the individual Resident Infection Report Forms. The above residents did not

have signs or symptoms of the infections documented on the Resident Infection Report Forms but should have. 3.1-18(b)(1)(A)
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