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Honor theresident'sright to be treated with respect and dignity and to retain and use
personal possessions.

Based on observation, interview, and record review, the facility failed to ensure adignified dining experience for one

resident (A), from atotal sample of 15 residents. Findings include: During an observation of the lunch meal on 7/23/2020

at 1:29 p.m. the first lunch cart for West Unit was observed on the hall. At 1:36 p.m., Resident (R) A was observed in his

room, sitting up in bed, awake, and looking around. His two roommates were also in the room and had their lunch trays set

up in front of them and were eating. RA was observed to have ameal tray on his overbed table next to him. However, it was
abreakfast tray containing a plate of untouched, cold food with insects flying around it. At 1:40 p.m. all of the lunch

trays on the cart had been passed out without RA receiving atray. At 1:45 p.m. astaff person removed the cold breakfast

tray from RA'sroom. RA was observed to remain awake and sitting up without a lunch tray, while his roommates continued to
eat. At 1:53 p.m., asecond cart of lunch trays arrived on the unit and RA was served at 1:55 p.m. During an interview on
7/27/2020 at 10:15 am., the Dietary Manager stated that for meal service, two carts are sent to the East Unit first, and athird cart
goes to the West Unit. Once one of the two carts returns to the kitchen from the East Unit, they load it up with the remaining trays for
the West Unit and then send it out. For the West Unit, they make sure the trays for the residents

who smoke go on the first cart, so that they can eat and get to the smoke break. However, areview of alist of residents

who smoked revealed that RA wasincluded on thelist. RA confirmed during an interview on 7/29/2020 at 2:15pm that he was a
smoker.

Honor theresident'sright to a safe, clean, comfortable and homelike environment,

including but not limited to receiving treatment and supportsfor daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview and record review, the facility failed to provide an environment free from debris and trash build-up
in one resident room (West Unit) and one designated outside smoking area (East Unit). Findingsinclude: 1. During

an interview on 7/27/2020 at 9:55am the Housekeeping Supervisor stated that the housekeeping staff have ajob routine

posted in the laundry and a guide that tells them what they should be doing and when. She stated that all resident rooms

are cleaned once a day but staff go in them twice aday to check on supplies like tissue, soap, sanitizer, trash can

liners, etc. Also, some rooms have to be cleaned more than once. Housekeeping staff complete a morning tour to start with,
then they go back around and start their cleaning, and then complete an afternoon tour to make sure supplies have not run

out and the can liners are in the trashcans. A review of the daily cleaning guide revealed that it included a cleaning
schedule for West Unit which included making morning rounds, cleaning, and making afternoon rounds of assigned areas. A 5
Step Procedure was included for cleaning. The 5 step procedure guide listed pulling trash, cleaning horizontal surfaces,
cleaning vertical surfaces, dust mopping and damp mopping as daily tasks to complete. However during an observation on
7/122/2020 at 1:30 p.m. of room [ROOM NUMBER], there were three clumps of a black/brown substance stuck to the wall near bed A
with liquid-like stains running down the wall below the substances. The substances remained on the wall during subsequent
observations on 7/23/2020 at 1:05 p.m. and 1:41 p.m. 2. During an observation on 7/28/2020 at 3:26 p.m. with the Director

of Nursing (DON), the ground in and around the designated smoking area outside of the East Unit exit was observed to be
littered with debris including a glove, amask and cigarette butts too numerous to count. A trash can and two cigarette

disposal containers were available in the area. After re-entering the building, the DON stated that she had called for

someone to come clean up the area. A follow up observation on 7/28/2020 at 3:55 p.m. revealed that the mask, glove, and
most of the cigarette butts had been removed. During an interview on 7/29/2020 at 9:40 am., the Administrator stated that

it was housekeeping and maintenance staff's responsibility to keep the area clean.

Develop and implement a complete care plan that meetsall the resident's needs, with

timetables and actions that can be measured.
**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to ensure the medications were administered as care planned for

one resident (#7) from atotal sample of 15 residents. Findings include: Resident (R) #7 had a[DIAGNOSES REDACTED)]. The
resident's care plan included that R#7 used anti-anxiety medications and antipsychotic medication. The care plan included

an intervention for nursing staff to administer medication as ordered by the physician. A review of the clinica record

revealed a 6/19/2020 readmission order for a 50 milligram (mg) intramuscular injection of [MEDICATION NAME] (an
antipsychotic medication) to be administered every 14 days. The physician's orders [REDACTED]. During an interview on
7/29/2020 at 3:25 p.m., Pharmacy Manager BB stated that the medication was shipped from the pharmacy on 6/22/2020 and was
signed for at the facility by nurse CC on 6/23/2020 at 12:14 am. However, areview of the clinical record revealed no

evidence that R#7 received the injection of [MEDICATION NAME] on 6/24/2020, as ordered, as care planned. Further review of
the clinical record revealed that the medication was noT administered until 7/4/2020. Cross refer to F760

Ensurethat residents are free from significant medication errors.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on staff interview and record review, the facility failed to ensure that one resident (#7) was free from significant

medication errors, from atotal sample of 15 residents. Findings include: Resident (R) #7 had a[DIAGNOSES REDACTED]. The
resident's care plan included the use of antipsychotic medication with an intervention for nursing staff to administer

medication as ordered by the physician. R#7 was hospitalized from [DATE] through 6/19/2020. A review of the clinical record
revealed a 6/19/20 readmission order for a 50 milligram (mg) intramuscular injection of [MEDICATION NAME] (an antipsychotic
medication) to be administered every 14 days. The physician's orders [REDACTED)]. The pharmacy Work With Order Fillsform
documented that the [MEDICATION NAME] was ordered on [DATE] and shipped on 6/22/2020. During an interview on 7/29/2020

at

3:25 p.m., Pharmacy Manager BB stated that the medication was shipped from the pharmacy on 6/22/2020 and was signed for at
the facility by nurse CC on 6/23/2020 at 12:14 am. Further review of the pharmacy Work With Order Fills form revealed

that the medication was ordered and shipped again on 7/1/2020. However, despite evidence that the facility received two

doses of the medication, areview of the clinical record revealed no evidence that R#7 received the injection of

[MEDICATION NAME] on 6/24/2020, as ordered until 7/4/2020. Further review of R#7's clinical record revealed conflicting
information regarding the availability of the[MEDICATION NAME] injection on 6/24/20. A 6/24/2020 nurse's note documented
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that the resident was due for a[ MEDICATION NAME] injection but it was unavailable; the pharmacy was notified and they
stated it was on order and they would send when (the medication) was available. The nurse's note also documented that the
physician was notified and a new order was obtained to place the [MEDICATION NAME] on hold until it was available. A review of
physician's orders [REDACTED]. During the interview on 7/20/2020 at 3:25 p.m. with Pharmacy Manager BB, she stated that

when nursing staff called on 6/24/2020 to check on the [MEDICATION NAME] medication, the information that it had been
shipped on 6/22/2020 and received at the facility on 6/23/2020 would have been available to communicate to nursing staff.

The 6/19/2020 readmission orders [REDACTED]. A review of the July 2020 electronic Medication Administration Record
[REDACTED]. The [MEDICATION NAME] would have been due again on 7/10/2020. However, areview of the clinica record
revealed no evidence that the patch was administered on 7/10/2020, as scheduled, as ordered. On 7/11/2020 nursing staff documented
in a7/11/2020 nurse's note that the resident was noted with elevated blood pressure twice; that she was awake, alert,

verbally responsive, with no change in level of consciousness or mental status. The physician was notified and new orders

\r/]vere obtained to increase the [MEDICATION NAME] blood pressure medication and to apply a[MEDICATION NAME]. However,
the

nurse's note included that the resident refused the medications on 7/11/2020. A reviow of blood pressure documentation in

the electronic clinical record revealed a blood pressure reading of 239/114 on 7/11/2020. On 7/12/2020 R#7's blood pressure was
documented as 182/79. During an interviews on 7/23/2020 at 11:15 am. and on 7/20/2020 at 9:40 a.m., the Administrator

stated that since the facility switched over to an electronic clinical record on 7/1/2020, it had been alearning process

for the nuses on inputting orders. When R#7's[MEDICATION NAME] order was first put into the electronic record, it was not
alerting the nurses correctly to administer it weekly. Licensed Practical Nurse (LPN) AA identified the error and the

Administrator stated she has aso developed a Quality Assurance (QA) plan to address it. The Administrator stated that they were still
in the process of auditing the physicians orders as part of the QA plan. During an interview on 7/23/2020 at

12:00 p.m., the Director of Nursing (DON) stated that she contacted LPN AA and she confirmed that she applied the
[MEDICATION NAME] on 7/13/2020.
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