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This report is ihe result of an unannounced
Quaility Indicator Survey conducted at Newport
Community Hospital LTC on 11/19/13, 11/20/13,
/21713, and 11/22/13, 11/25/13 and 11/26/13. A
sampie of 32 residents was selectad from &
census of 37. The sample included 27 current
residents and 5 former/discharged residents,

-The survay was conducted by:.

The survey team-is from:

Department of Social & Health Services

Aging & Long-Term Suppaort Administration
Division of Residential Care Services, District 1,
Unit A

Rock Pointe Tower

216 West Boone Avenue, Suite 170

Spoka ashington 88201-2351

Telepfione: (508) 323-7300
Fax:{(5087 2263993
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Any deficiency stgfernent ending with an asterisk (*} denotes e deficiency which the institution maff be excused from correcting providing it is detefmined that

other safeguards provide sufficient protection to the patients. [(See Instructions )

Except for nursing homes, the findings stated above are disciosable B0 days

following the daie of survey whether or not 2 plan of correction is provided. Faf n_uqsing homes, the above findings and plans of corraction are distiasabie 14
deys foliowing the date these documents are made available to the facilny. If deficiencies are cited, an approved plan of correction Is reguisite to continued

program participation. .
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F 329 483.25(1) DRUG REGIMEN S FREE FROM
gs=p UNNECESSARY DRUGS

‘ Each resident's drug regimen must be free from
“unnecessary drugs. An unnacessary drug is any

- drug when used in excessive dose (including

" duplicate therapy); or for excessive duration; or
without adeguate monitoring; or without adequate |
indications for #s use; orin the presence of
adverse consequences which indicate the dose
i should be reduced or discontinued; or any
combinations of the reasons above.

S
L

" Based on acomprehensive assessment of a
fresident, the facility must ensure that residents

: who have not used anfipsychotic drugs are not
given these drugs unless antipsychotic drug

i therapy is necessary (o treat a specific condition
- as diagnosed and documented in the clinical

- record; and residents who use antipsychotic

¢ drugs receive gradual dose reductions, and
~behavioral interventions, unless clinically

- contraindicated. in an effort to discontinue these
; drugs.

This REQUIREMENT 35 not met as evidenced

| by

| Based on observation, interview and record

“review it was determined the facility failed to

. ensure adeouate monitoring for side effects for
of 5 (#32) residents reviewed for unnecessary
medications. Failure to monitor fof possible
adverse side effects placed the resident at nsk for

i receiving medication that can cause negative

. heslth conseguences. :

| Findings include:

“

See (0-C tfacked
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Resigent #32 had a diagnosis that included : g@,ﬁ @Q‘ C W&M
e |

SRS -1 SN

| Per record review of the physician's orders the | | ;

: resident received a daily dose of the medication i | i

@ o help the heart beat stronger and more -

: reguiar. The medication had side efiects that

sincluded lsthargy {appearance of deep i

tiredness), confusion, and bicod toxicity. Blood ; ‘

; tests are routinely conducted to screen for toxic : !

; jevels of the drug. : 7 :

: Per review of pharmacy recommendatlons for - i

' Oetober 2012 it was recommended the resident

- undergo bicod tests every & months for SN
toxicity. The resident's physician agreed with the
recommendation and signed the order on

STz, ;

i Per review of the residents laboratory reports, | ;

. the most current §llR screening was dated

©11/13/12. No further laboratory vaiues for Qe

' sereening were available at time of survey,

' The resident was observed on 11/20/13
sitting in his wheel chair, had a thin appearance
and lethargic. The resident confirmed to the
surveyor " of being fired".

- Staff #A confirmed on 11/25/13 that

. recommendations from the pharmacy are

‘reviewed by the secretary, placed on the order

sheets, nursing makes notes and reviews and

“she keeps z list of the recommendations. She
further stated " Resident #32 is {0 be checked : ,

. every 6 months." When informed that the ‘ : !
physician orders reviewed from the past year till | : '

- current month did not refiect the November 2012 :

recommendations she stated " thatcould bea | : , }

- problem.” 5 ;
F 333 482, 25(m)(2) RESIDENTS FREE OF j F 333,
s2=p.| SIGNIFICANT MED ERRORE : f

H

3
i

OFRM CMS-2567(02-98) Previous Versions Obsolele Event 1D ZQONT1 Facility iID: WA25800 if continuation sheet Page 3 0f B

T tz/f?;/zmg :



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/03/2013
FORM APPROVED
OMB NO. 09380381

TAG CROSS-REFERENCED 7O THE AFPROPRIATE | DaTE

STATEMENT OF DEFICIENCIES (%13 PROVIDER/SUPELIERICLIA 0 MULTIPLE CONSTRUGTION (63 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: £ BUILDING COMPLETED
505422 B WING 11/26/2013
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
NEWPORT COMMUNITY HOSPITAL LTC 714 WEST PINE STREET
NEWPORT, WA 898156
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION L )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREC TIVE ACTION SHOULD BE . COMPLETION
TG REGULATORY OR LEC IDENTIFYING INFORMATION)

DEFICIENGY)

‘|
F 333 | Continued From page 3

E The faciity must ensure that residents are free of ‘
tany significant medication errors, '

| This REQUIREMENT 1s not met as evidenced

" by

" Based on cbservation, interview, and record

. review, it was determined the facility failed to

‘ensure 3 of 10 residents reviewed for medication |
i management (#19, 32, 46} in a sampie of 32 |

| Findings include: ;
| . ‘
i 1. Per record review, Resident #32 had
. dimgnoses including St -=in. On
110/10/13, the physician discontinued the order for
S o wrote a new order for a GEEEREG_G_GN
'to be applied every 3 days. The first {iENG_
‘was applied on 10/11/13. .
Per record review, on 10/13/13 during the

- evening shift, the resident complained of
tincreased pain. Staff #B administered a dose of
| (AN (0 the resident and then notified the ‘
" physician she gave medication dose because she
| did not know the medication was discontinued.
i Per record review, on 10/16/13 during the
! evening shift, the resident complained of severe
| pain (8 on a pain scale of 1-10). Staff #B
t discovared the date on the (il was out of
i date & shouid have been changed on 10/14/13

{dated 10/11/13), applied z naw @il and
- administered an M pain # (o treat the
 resident’s increased pain.
. Review of the facility incident reports for the 2
-medication errors revealed the following:
¢ When the new medication orders were
. processed on 10/10/13, icensed nursas by
i mistake destroyed the new pain* instead

L were fres from significant medication errors. :

F 333

See fo.C grehed

!
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} of the EG_
- Staff #8 stated she made the medication error !
on 10/13/13 because the SRR was available, |
i she didn't check the MAR prior to giving the 3
* . so didn't know the medication was
- discontinued. -
| The facility investigation did not address why
| icensed nurses administering medications to the
! resident on 10/14, 10/15, and 10/16/13 did not
- find the pain 4illie wes out of date and shouid
_have been changed as ordered. j
| Inan interview on 11/26/13 at .45 a.m., Staff | O
' #A stated even though the pain @Il were : 3 |
“destroyed by accident, NN wouid be : ! : :
- available in the emergancy kit or the pharmacy.
On 10/14/13 an agency licensed nurse shouid
_ have changed the resident's pain il The '
;i agency nurse did not take steps to find 2 pain ! ‘ |
= |~ and/or communicate the lack of pain = | { |
| @iy to the pharmacy or other licensed |
' nurses. i
. Staff #A stated licensed nurses dated pain j 1
| 4 hen they were applied o the residents’ | -
' skin, and documented the @il placement every i
shift on the MAR or freatment record. At the j j
request of the surveyor. Staff #A reviewed the ? ;
_resident's Novemnber 2013 MAR and confirmed | ‘ ‘
- that 8 placement was still not being
" maonitcred on the MAR.
i The facility's failure to ensure licensed nurses
; consistently checked the medication orders prior
“to adminisiering medications, consistently
f communicated when medication doses were
i unavailabie, and consistently monitored - .
placement of pain SIS resulied in significant !
medication errors and placed the resident at risk o
for worsening pain.

| Z. Resident #46 no longer resided in the facility,
FORM CMS-2667(02-89) Previous Versions Obsolele Event ID: ZQDNTt Facility 1D WAZ25800 : If continuation sheet Page 50f 9
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| Per record review, the resident had diagnoses

tregt ING—-— b to be administerad

twice da;!y
Review of the facility investigation dated

' 7/27113 reveaied the blood pressure medication

“was not transcribed onte the new order sheet on

con @/13, 12 days after the resident was
admitted.

The investigation did not include statements
i from the licensed nurses who failed to transcribe
the medication orders correctly to determine how
the medication error ocourred.
- Inan interview on 11/26/13 at 9:45 a.m., Staff
- #A stated 2 nurses would have checked the
{ agmission order transcription. She had no
additional information retated tc the cause of the
medication error.

The facility's failure to ensure licensed nurses
" accurately transcribed new medication orders
‘resulted n the resident not receiving blood
i pressure medication for 12 days.

orders for daily pain pilis for quee—a.. On
| §/30/1 3 the physician changed the pain pill
administration fimes from 800 am., .00 p.m.,
| and bedtime 10 7:00 am., 10C p.m., and
bediime.

Review of the resident's October 2013

. the medication doses were given as ordered.

, The facility's medication error investigation
“dated 10/8/13 indicated Staff #0 administered an
. additional dose of the the pain pill on 10/1, 10/2,

- 10/5, 10/6, and 10/7/13, for a total of & additional
- doses.

(X4} 1D £ s PROVIDER'S PLAN OF CORRECTION L e
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F 333! Continuexd From page & F 333 :
|

| including * Physician orders
. on admission on /13 inciuded a medication to

"7/18/13. Staff #C discovered the madication error

'3 Per record review, Resident #18 had physician

| medicaiion administration record (MAR) revealed :

Cee 44.C dffrched
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F 333 ! Contirued From page 6
¢ Perthe investigation, Siaff #D gave the
. medication each day without checking the order
and documenting on the MAR. Staff #D signed
- for each dose of medication in the resident's
- narcotic record without noticing a dose of .
medication was signed out by & day staff member .
. at 1:00 p.m. each day Another ficensed nurse on |
| 10/8/13 discovered the medication errors when |
- checking the narootic record. !
! in an interview on 11/26/13 at 4:00 p.m., Staff |
#D stated she worked intermittently and was not ;
| familiar with the electronic documentation system
. when she made the medication errors, She
. confirmed she did not check the MAR before |
| administering the pain pills so was not aware the
. medication orders had changed. !
The facility's failure to ensure licensed nurses
: consistently checked the current order on the
MAR before administering medication resulted in
the resident receiving 5 additional doses of pain
pxlis and the facility not having an accurate record |
of medications administered. |
Fa4t | 483.65 INFECTION CONTROL, PREVENT 5
s5=D | SPREAD, LINENS |
' The faciiity must establish and maintain an
| Infection Control Program designed to provide &
“safe, sanitary and comfortable environment and . :
to help prevent the development and transmission.
of disease and infection.

{a) Infection Control Program
- The faciiity must establish an Infection Control |
- Program under which it - s
{1} Investigates, controls, and prevents infections |
- in the facility; *
- (2) Decides what procedures, such as isoiation,
. shouid be applied to an individual resident; and

:

F 333,

St foc #Tfrohed,
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F 441  Continued From page 7

‘ (3) Maintains a record of incidents and corrective
actions retated to infections.

i (b) Preventing Spread of infection

(1) When the Infection Control Program

" determines that a resident needs isolation to

“prevent the spread of infection, the facility must

‘isclate the resident.

| (2) The facility must prohibit empioyess with a

communicable disease or infected skin lesions

" from direct contact with residents or their food, if
direct contact will transmit the disease.
(3) The facility must require staff to wash their

. hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens :

. Personne! must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by
. Based on observation and interview, it was
' determined that the facility failed to ensure staff
" uged proper hand hygiene o prevent
| cross-contamination of germs when assisting 2
' residents (#32, 43) with their meals in the dining
room. Findings include:

COn 11/22/13, between 1048 am. and 1120 am.
the foliowing ohservations were made i the

- dining room:, :

 Staff #F was feeding Resident #43 at one

“table and assisting Resident #32 at & different
tabje. Staff #F was observed putling her gloved

F 441

- See (o Mlded
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| finger in Resident #43's applesauce, {o test the | 5’5‘& fg N KH]KTLWj
' i
. |

I temperature, and then feeding it ic her. The staff . ]
' member was also observed wiping food off !
Resident #43's straw and off her spoon, then i
" feeding her potatoes with the same spoon and :
~using the same straw for the resident to drink her
ﬂuids The staff member used the same gioves | i
in petweaen assisting the two residents and was | ,
observed touching Resident #32's wheelchair and | } 1
not changing her gloves or washing her hands. | ;
On 11/26/13 at 1.40 p.m., Staff #G (Directorof | 1 SO B
; Nursmg) confirmed the staff member did not J
: follow proper handwashing procedures when
- feeding residents in the dining room., | ‘ i
. The facility failed to ensure hand hygiene was ‘ ;
" performed appropriately and effectively which 1 ; :
p%aced residents at risk for acc;ulrmg unnecessarny |
germs andfor infection. | ‘

1 J
i |
|

i
i
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