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Linda Vestal, Adminisiralor
(uardian Angel Homes Lewiston T
2421 Vinevard Avenue

Lewiston, Idaho 83501

Provider ID; RD-579
Ms. Vestal:

On December 17, 2014, a state licensure/follow-up survey was conducted at (Guardian Angel Homes Lewiston I,
LLC. As aresulf of that survey, deficient practices were found. The deficiencies were cited at the following
level(s):

® (Core issues, which are described on the Statement of Dehciencies, and for which you have submitted a
Plan of Correction.

e Non-core issues, which are described on the Punch List, and for which you have submitted evidence of
resolution.

Your subimitted plan of correction and evidence of resolution are being accepted by this nffice. Please ensure
the corrections you identified are implemented for all residents and situations, and implement a monitoring
system to make certain the deficient practices do not recur,

Thank you for your work to correct these deficiencies. Should you have questions, please contact Donna
Henscheid, I.SW, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

KCJ'\M Rrderson \9\\\\
(

DONNA HENSCHEID, LSW
Team Leader

Health Facility Surveyer
DH/sc

oo Jamie Simpson, MBA, QMRYP Supervisor, Residential Assisted Living Facility Program




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

G.L."BUTCH" OTTER ~ GovermeR . TAMARA PRISOUK - AnveeTaaTon
RICHARD M. ARMSTRONG - Dhenios DIVISICN OF LICENSING & CERTIFICATION
JAMIE SIMPSON -- PROGRAK SUFERWEDR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

F.0, Box 83720

Baise, idahc 537 20-0400%

FYONE: 208-354-1952

FAX: 208-364-1888
December 29, 2014 CERTIFIED MAIL #: 7007 3020 0001 4050 8708
Linda Vestal
Guardian Angel Homes Lewiston [
2421 Vineyard Avenue

Lewiston, Idaho 83501
Provider ID; RC-679
Ms. Vestal:

Based on the state licensure/follow-up survey conducted by Department staff at Gnardian Angel Homes
Lewiston [, LLC between December 15, 2014 and December 17, 2014, it has been determined that the
facility retained 3 resident whe had pressure ulcers which exceeded a stage 1. Additionally, the facility
- failed to assess 2 sampled residents who had wounds or skin breakdown to ensurc they did not exceed
the level of care the facility was licensed to provide.

. This core issue deficiency substantially limits the capacity of Guardian Angel Homes Lewiston I, LLC to
furnish services of an adequate level or quality to ensure that residents’ health and safety are protected.
The deficiency is described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction
of this deficiency must be achieved by January 31, 2015. We urge you to begin correction

immediately.

After you have studied the enelosed Staternent of Deficiencies, please write a Plan of Correction by
answernng each of the following questions for each deficient practice:

+«  What corrective action(s) will be accomplished for those specific residents/personnel/areas
found to have been affected by the deficient practice?

N How will you identify other residents/personnel/areas that may be affected by the same
deficient practice and what corrective action(s) will be taken?

. What measures will be put into place or what systemic changes will you make to ensure that
the deficient practice does not recur?

+  How will the corrective action(s) be monitored and how often will monitoring occur to ensure
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that the deficient practice will not recur (i.e., what quality assurance program will be put into
place)?

s By what date will the corrective action(s) be completed?

Return the signed and dated Plan of Correction to us by January 11, 2015, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction
you develop.

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue
deficiency through an informal dispute resolution process, If you disagree with the survey report
findings, you may make a written request to the Supervisor of the Residential Assisted Living Facility
Program for an IDR meeting. The request for the meeting must be in writing and must be made within
ten (10) business days of receipt of the Statement of Deficiencies. The facility's request must include
sufficient information for Licensing and Certification to determine the basis for the provider's appeal,
including reference to the specific deficiency to be reconsidered and the basis for the reconsideration
request. If your request for informal dispute resolution is received more than ten (10} days after you
receive the Statement of Deficiencies, your request will not be granted. Your IDR request must be made
in accordance with the Informal Dispute Resolution Process. The IDR request form and the process for
submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the heading of
Forms and Information,

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference. Your evidence of resolution (e.g., receipts,
pictures, policy updates, etc.) for each of the non-core issue deficiencies is to be submitted to this office
by January 16, 2015.

Three (3} of the eleven (11) non-core deficiencies cited were identified as fepeat punches. Please be
aware, any non-core deficiency which is identified on three consecutive surveys will result in a civil
monetary penalty.

Also, be aware that any variance allowing the administrator to serve over other facilities is revoked as of
the date of the exit conference. The facility must now employ a single, licensed administrator who is not
serving as administrator over any other facilities. Failure to do so within thirty (30) days of the date of
the exit conference will result in a core issue deﬁc1ency

If, at the follow-up survey, the core deficiency still exists or a new core deficiency is identified, or if any
of the repeat non-core punches are identified as still out of compliance, the Department will have no
alternative but to initiate an enforcement actlon agalnst the license held by Guardian Angel Homes
Lewiston I, LLC.

Enforcement actions may include:
s imposition of civil monetary penalties;

» issuance of a provisional license;
» lunitation on admission to the facility;
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» requirement that the facility hire a consultant who submits periodic reports to Licensing and
Certification.

Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid
further enforcement actions. Should you have any questions, or if we may be of assistance, please
contact us at (208) 364-1962 and ask for the Residential Assisted Living Facility program. Thank you
for your continued participation in the Idaho Residential Care Assisted Living Facility program.

Sincerely,

/w%
JAMIE SIMPSON, MBA, QMRP

Program Supervisor
Residential Assisted Living Facility Program

JS/se
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Initial Comments

The following deficiency was cited during the
licensure survey conducted between 12/15/14
and 1217/14 al your residential carefassisted

' living facifity. The surveyors conducting the - .

survey were:

Denna Henscheid, LSW
Team Coordinatar
Health Facility Surveyar

Karen Anderson, RN
Health Facility Surveyor

Rea.Jdsan McPhillips, RN
Health Facility Surveyor

Mau'reen McCann, RN
Health Facility Surveyor

Survey Definitions:

" = inches

appx or approx = approximately

Celierate = medication used for lissue bullding
during wound healing

cm = centimeter

BMP = Behavior Managemeri Plan

LPN = Licensed Practical Nurse

Ltorit=left

MAR = Medication Assistance Record
Melgisorb Ag = a highly absorbant, antimicrobiat
wound dressing

mg = milligrams

NSA = Negofiated Service Agreement

R = right

Rec'd = received

RN = Registered nurse

Silversorb = a antimicrobial medication used in
wounds

sfs = signs and symptoms

R 000
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UAI = Uniform Assessment Instrutmant
Vancomyein hydraclaride powdet = a medication
usad for treating a wound Infectlon

X = times

16,08.22.620 Protect Residents from Inadequate
Care.

The administrator must assure that policies and
procedures are mplemented to adstre that all
residents are fres from Inadequate care.

This Rule fs rot met a5 evidenced by:

Based on observation, record review and
interview It was determined the facllity retained 3
of 4 sampled residents (Resldants #2, #4 and #6)
who had prossura uicers which exceeded a Sfags
I, Additlonally, the facillly falled to assess 2 of 2
sampled residents (Residents #2,and #9) who
had wounds qr skin breakdown {o ensure thay did
not excaead the leve] of care the facllity was
licensed to provide, Further, the faciiity retainad 1
of 1 sampled restdent (Resident #8) who had
Methiclilin-resistiva Staphylococcus auraus
(MRSA), The findings Include:

|. PRESSURE ULCERS:

IDAPA rUte 18,03.22,152.05.b states that "No
resident will be admitted or ratained who requlres
ongolng skilled nursing care not within the tegally
livensed authority of the facilily. Such residents
include;

ix. A resident with Stage Il or IV pressure ulcer.”

The National Pressure Ulcer Advisory Panel

FORMAPPROVED
(X2} MULTIELE CONSTRUCTION {X3) DATE SURVEY
A BUILDNG: _ COMPLETED
B. WING - 12(17/2014.
STREETADPRESS, CITY, STATE, ZIP CODE
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TAG CROSG-REFERENGED TO THE APFROFRIATE DATE
DEFICENCY)
R 000
R 008
ROOS: l
ix. I. Administrator has given 30 1915
dayg notice to the 2 identified
residents who had greater than a
stage Il pressure ulcer.
Health Service Director obtained and
Arained herself the RN and LPN on
staging pressure ulcers and the need
to identify immediately identify
greatet than a stage II to the
administrator in order for her to give
notice to the resident’s farmily. '

defines Stage U1, Ill, IV and unstageable pressure
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ilcers as the following:

*Btage 1 "Partial thickness losy of dermis
presenting as a shallow open wicer with & red
pink wound bed, withouf slough...Presents ac a
shiny or dry shallow ulcer without slough or
biulging...Brulsing indicates suspected deep
flssue injury.”

*Stage IlI: “Full thickneas flasue loss...Slough
may be present...”

*Stage IV: "Full ihlcknessﬁssﬂe loss... Slough or
eschar may be prasent on séme patis of the
wound bed."

*Unstageabls: "Full thickness tissue loss in which
the base of ths uicer is covered by slough {yallow,
tan, gray, green or brown) andfor escher {tan,
brown or black) In the wound bed.” Until eschar is
removed, the true depth can not be determined,
but it will elther be a Stage il ar V.

1. According to her record, Resldent #6 was an
87 year-gld famale who was admitted on 7/29/13,
with dingnoses including dementia and urinary
incontinence. On 12116414, the resident was
absetved In a recliner in her room. 8he was
anlmaled and'conversihg with the surveyor,
however, her responees were hon-seneical.
Whan asked simple questions such as where she
lived, the resident answered, "She is down at the
road, just sitling.”

On 12/16/14 between 710:30 AM and 3:00 PM, the
LPN stated "We don't stage pressurs ulcers.” She
further stated, she was not swre if the wound was
a pressure uloer, She stated "It started as bruise
and she (the resident) clawed at It, ripped it
apen.”

p—
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On 12116/14 at 2:35 PM, Caregiver A stated
Resident #6 had a wound on her hip. She further
stated, "The nurse covers it so | don't get to look
at it;..It was there, it didn't heal, it got worst, got
infected...Now they are treating it."

On 12/16/14 at 3:30 PM, thé administrator stated
she did not understand wound staging, "I'm not a

nurse,"

On 12/17/14 at 9:53 AM, Caregiver B stated
Resident #6 had the wound on her right hip,
*mayhbe 1 to 3 months.” She stated "it started as a
red spot. The nurse sald-to keep her off of it so
we don't have a bedsore." She further stated,
"there was a dressing on it...It was gefting deeper
and deeper. The hole was deep and we knew it
was infected when it had a smell."

' On 12117114 at 9:45 AM, Caregiver C stated the

wound was a brown scab when she started
working with Resident #6 approximately 2 months
ago. She further stated, the nurses covered it with
a handage.

The foilowing documentation was found in,
"Progress Notes” in Resident #6's record:

*10/13/2014 1:56 PM - "1" X 2" sore reported on
resident's right hip. Saw and assessed wound fo
have scab in middle. Redness extending .5"
around wound. Resident picks at wound. Appiied
mixiure of Cellerate and Silversorb on wound.
Covered with foam pad and clear handage."

*10/16/14 2:19 PM = "Wound is also starting fo
smell bad."

*10/20/14 2:35 PM - "...packed with gauze. Clear
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dressing over packing.”

*10/22/14 12:00 PM - "Expiored wound with
sterlfe swahs. Vancomycin Hydrochlotide powder,
Celierate and Siversorty appliad with Melgisorh
Ag placed over that.*

“10f24/14 2:13 PM - "Green puss but the odor
has decreased from Wednesday (10/22/14}."

Mi7H4 1ﬁ:00 PM - "Debrided, cleaned and
dressed wound."

A "Health Care Provider Fax", completed by the
faclfity LPN, documented Resident #6 "Has

- wound on R fip approx 1 X 2" open with
( sloughing.” The form was signed by Resident
#6's provider on 11/444, The provider also
ordered an “alr matiress". :

A madical supply company request form,
completed by the facility RN on 11/4/14,
documented Restdent #6 required a "hospital bed
with alternating pressure mattress" for a "R-hip o
pressure area. ix. I Administeator counseled the | .;
nursing staff on the need to assess all |

There was no documaniation found In Resident X :
wounds and document ag well as B

#5's record that the pressure ulcer had boen

slaged. Staff Interviews and facliity treatment for the wound, Nurses will | -
documentation described Resldent #6's pressure meet with the Administrator weekly ] / -*9,/5
ulcer es greater than a Stage I, to discuss any wounds prevent within

2, Arcording to her record, Resldent #2 was an the Facility.
» | 89 year-old woman admitted on 8/12/08 with
diagnoses Including dementia and a history of a
toft hipfracture. On 12/18/14, tha rasident was
observed in bed in her room. The resident's ayes
were opsh. Afthough tha resident made oye
contact when greeted, she did nol respond

varbally, but rather stared straight ahead with a , .
Buteau of Facily Slandards
STATE FORM

(

e YORJ11 If conlinualion ahaal 6 of 13




{

Jan 132015 9:53AM

Residential CarefAssisted leinq'

Guardian Angel Komes

No. 2651 P 5
" PRINTED: 12/24/2014
FORM APPROVED

STATEMENT OF QEFICIENCIES
AND PLAN OF CORRECTION

( 13‘R679

[r4)] PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

8. WING

[X2) MULTIPLE CONSTRUCTION
A BUILDING: __

{X3) DATE HURVEY
COMFLETED

—

12/17/2014

e

NAME OF PROVIDER OR BUPPUER

GUARDIAN ANGEL HOMES LEWISTON |

STREET ADDRESS, GITY, STATE, ZIF CODE

2421 VINEYARD AVENUE

LEWISTON, ID 83501

(XH D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIED
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR L5G IDENTIFYING INFORMATION)

1D
PREFIX
TAG

{EACH GORRECTIVE ACTION SHOULD BE
CAOSS-REFERENGED TO THE APFROPRIATE

xa)-
GOMPLETE
DATE

PROVIDER'S PLAN OF GORRECTION

DEFIGIENCY)

Gontinued From page 5
flat affect.

R 0ge

"Duoderm™ drasshig on her hip wound,

( nurse came In and dressed It daily.
9/3D/14, documented Resident #2 had

by the LPN and on 10/10/14 by the RN.
A. Left Hip:

*{(3/20/2014 1:00 PM - "Rec'd order for

hip area. Arsa open-no s/s infaction.”

and covered with clear bandage.

1072014 12:00 PM - "Cleansed and
redrassad waund on feft kip.”

On 1118114 at 11:50 AM, Caragivers D and E
stated Resident #2 had a wound anher hip and
jeft hee) which had dressings on them, Caregiver
D stated the nurses changed Resident #2's
dressings. She stated she covered the resldent's
heel wound "in plastic” when she showsred the
resident. Careglver E atated, the resident had &

On 1217144 at D;:30 AM, Caregiver B slated she
first was aware of Resident #2’s wound "right

before Thanksgiving." She further stated, she did
nol kriow what the wound looked jike because the| -
A guarterly nurse assessment, dated 744 -

*deveioped sore area on hip/ heel, Not walking
as she used {p." The note was signed on 10/8/14

The following docurneniation was found I
"Progress Notes" in Resident #2's racord:

*9/16/2014 4;10 PM - "Area below LT hip rioted
by staff, dark/red surrounding appx 8 X 6 em.”

callerate/silvasorh with Mepiplex dressing to L

*0f24/2014 1122 AM -"...packed with gaure

‘R 0DR
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*12/12/2014 12:13 PM - “Dressings dohe 2-3 X
week on hip/heal...Area on hip healing wal "

B, Léft Hag);

The following docurmentation was found in
"Prograss Notes" in Resident #2's record;

*10/31/2014 3.086 P - “Area on Lt hesl plnk in
colar, no black, almost healed.”

110712014 12:00 PM - "Cleansed and
redresyed black spot on left heel."

*11A10/2014 2:21 PM - Resldent #2's "left hael no
lenger has a black spot, but there is stilt a healing
wound there."

*12/122014 12:13 PM - "Drassings done 2-3 X

| week on hipfhesl, Area on heel almost healed."

On 12/16/14 at 10;30 AM the LPN stated “We
don't stage pressure uleers.”

On 12/16/14 at 3:00 PM, the RN statad Resident
#2's hip "wound was never packed,” She staled
she was not sware another fachity nurse
documented that she had packed the wound. The
facility RN stated the nurse who tharted sha had
packed the wound wag on vacation and was not
availabls for interview.

There was no documentation found in Resident
#2's record that har the pressura ulcer oh her hip
or hael had been staged. Observations of the
wound reporied duting staif intetviews and
gontalned In the facillly documentation, which
fncluded “slough” and “eschar®, described
Resldent #2's pressure Ulcers as greater than a

tureau of Fagllty Standards
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Stage 1,

3. According to his record, Resident #4 was a 80
year old male admitted to the faclity on 12/21/10
with a diagnosis of Alzheimer's disease.-

Resident #4's NSA, dated 8/26/14, doctimented
staff wers to report Any skin issuas to nursing
immeadiately. Thera was no further documentafion
Tegarding skin breakdown preventative
measuras.

on 12/16/14 between 8:30 AM and 11:65 AM,
Resident #4 was observed i 2 reclinor without
heal protectors (padded beois) on his feet.

"Shift Change Notes," dated 9/26/14,
documented Rosident #4 has a red spot on left
heel and the RN was notified. There was na
documentation the facility RN had assessad the
"red spol" on the resldant's heel on this date.

Nursing "Progress Nofes" documented the
fellowing:

{271 4 « Resident #4 had a "small black spot
aon his left heel. The spof was about the ¥ize of a
pencil eraser. The resident was given "padded
boota" {o wear,

*4/30/14 - Resldent #4's dressing on the feft heel
cama off in the shower, "Smiall dark spot is still
there.” The rasident ias “not kept the padded
hoots on."

*11/04/14 - The resident has a "pen head black
area on R heel, might be a mole."

There waa no furthey documentation by the
tacllity RN regardirg the staius of the "black ares”

" Bureau of Faclily Blandards
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Gonfinued From page &
on Resident #4's heel.

On 12M6/14 at approxirately 10:00 AM,
Carpgiver F stated Resident #4 had breakdown
on his hest which had healed, but was again
“siarting ta get red.” The caregiver stated, "We try
to catch it before it gels worse,”

On 12/16/14 &t 10:46 AM, the LPN stated, "We
don't really stags" wounds. "If they're real bad" we
send the residants to the wound clinc.

On 1211614 at 10:50 AM, the RN stated the spot
on Resldent #4's heol was very small and that-
she thought it was a mole.

On 12/16/14 at 2:46 PM, the RN was ohseived
looking st Residant #4's heel. The pressure ulcer
had healed to a Stage | and ko eschar (black spot
or mole) was noted, The resident was observed
sitfing in a reciner and was not wearing heel
proteciors, The RN &fated the resident “probably”
had nscrotlc (eschar) tissue that had fallen off the
left hae), When explained the definition of an
unstageable wound, the RN replied, "Whal do
you want me to do? I've had these peopletar
long {ime." )

There was no decumentation found o Resident
#4's record that the pressure ulcer on his heol
had been staged. Staif inferviews and faciiity
documentation described Resident #4's pressure
ulcers as greater than a Stage Ii.

The facility refained Residents #2, #4 and #6 with
pressuie Ucers which had not baoh staged. Staff
interviews and facillly documentation describad

all four pressure ulcers as greater than & Stage I

.which was beyond the level the {acilily was

licensed to provide,
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1. OTHER WOUNDS NOT ASSESSED OR
TREATED BY THE FAGILITY

4. According ta her racord, Resident #9 was a

seventy year-old worman admitted to the facillty
on 7/28/41 with & diagnosis of dementia.

On 12116114 at approximately 3:15 PM, Resident
#9 was observed laying in fiar bed with a large
bandage on het right hip.

Residont #9's NSA, dated 11/12/14, documented
tha staff were to apply "tiger balm” to her skin.
Thers were no further interventions documented
regarding skin breakdown preventions.

A nursing assessment, dated 8/12/14,
documented Resident #9 was "medically stable."
There was ho further docurentation regarding
ahy skin breakdown on the rasidents hip,

on 1216714, at 9:30 AW, Careglver G slated
Resident #9 had ths spot on her hip for at least
ihree-days. She stated she noticed the red mark
was hot going away ahd she asked another
caregiver to tell tha RN. She staled the staff were
mstrusted to keep the resident off her hip.

On 12416/14 at 940 AM, Resident #8 was
absetved laying in her bed with an uncovered
reddened area on her right hip.

On 12118/14 at 4:22 PM, a famity member stated
he feit the spot on the resident’s hip was from
"sitting in @ chair and not foving."

On 12/47/44 at 9:35 AM, Carsgiver A staled, the.
ted spot on Resident #0's hip was "noticed” last
week, at laast & days ago. She stated she told

xi. Il Nursing staff will be alest to
physictang stating that resident has
an active stage of MRSA, any ;
antibiotic orders consistent with the |
treatment of MRSA, as well as any :
-other infective bagteria or virug.
fd;dmhﬁstratér will be notified
invmediately and resident will be
digcharged.

X4y 10
rE'RE?FD( {EACH PEFICIENGY MUST BE PRECEDED BY FULL PREFIX EAGH CORREGTWVE ACTION BHOULD BE GOMPLETE
G REQULATORY DR LSC IDENTIFY|NG INFORMATION) TAG CROGY.REFERENCED TD THR ARPROPRIATE TATE
DEFICIENCY)
R 08| Continued From page 9 R 008
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Garegiver C-who then called the RN,

On 121714 at 9:46 AM, the facility RN stated
gtalf had not reperied anything to har ahout the
restdent having a "red spot” The RN looked
through the noles on the computer and stated, )
don't see anything about being nolified. It doesn't
lack like there are caregiver notes for December.”
When {old ahout the dressing on Residemt #8's
nip yesterday, the RN had no explanation.

The faeility RN did rot assess the sfatus of
Resident #9's wound to detormine what treatment
was required ar ¥ the resldent could be legally
retained by the faciiity,

( 2., According to her record, Resldent #2 was a 85
year-old woman admitted on 8/12/09 with
diagnoses including dementia and a history of
fefl hip fracture, On 12/16/14, the resident was
ohserved In bed In har room, Tha resident's eyes
ware open, Although the resident made eya
contact when greeted, she did not respond
verbally, but rather stared straight ahoad with a
flat affect. Residant#2 curtantly had a pressure
ulcer an her laft hip and left heel.

The follawing documentation was found In
“Prograss Notes” in Resident #2's record:

*{1/26/2014 11:28 AM - “Her right hip is starting
with redness in two spois.”

*{212/2014 12:13 PM - "Has raised area on
cocoyX, not red or open.® -

Thers was no further documentafion In Resident
#2's record regarding the redness on the
resident's right hip or raised area on her cocoyX.

Bweau of Faciity Standards
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The facllity did not assess Resident #2's and #8's
wounds of skin breakdawn to dstermine what
ireatment was required or if the residents could
he lagally retained by the factilty.

Il MRSA

IDAFA 16.03.22.152.05.b documents "No
resident will be admilted or retained who requires
ongolng skilted nursing or care nat within the
legally licansed authority of the facllity. Such
residents Include; xi. A resident who has MRSA IR
an adtive stage {infective stage)."

‘ According to the resident's record, Resident #8
( was an 89 year-old male, admitted on 12/13/13

with diagnoses Ircluding dementla and diabetes
mellitus |i. The residenl also exparienced chronic
venous hypertension and lymphedema with
bilaters) lower exiremity ulceration, hlistering and
cellulitls,

A physician's office visit notes documented the
following:

* G/5/14 - "The palient has had a new ulceration
noted by [the name of a home health agency]
nursing staff on the right fifth lateral toe. This
looka inflamed. .. Tisstte culture and sensitivity
right fifth tos.”

* 6/26/14 - The resident had a "large, Inflamed,
and deep right fifth lateral toe ulceration. This
ended up being positiva far Methicillin-resistant
Staph aureus, heavy growth. The patient has
takan lwo weeks of minocycline 100 my bwico
weekly," )

Aphysiclan's order dated 6/8/14, documented
Rasldont #8 wae lo raceive the antibiotic ]
Bureay of Facility Standards -
sz‘ATE FORM
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minocycling 100 my by mauth twice dally.

Resident #8's June MAR documented the
rasidant recelved the antiblotic minocyeline twide

daily belween 8/7/14 and 6/24(14.

There was no docUinentation found in Resident
#8's "Progress Notes" ragarding the MRSA
infaction. However, the facllily assisted the
residant with an antiblotio, twice dally for two
woeks, to traat the infection.

On 12/16/14 at 0:16 AM, the RN stated she had
mg fdea" Resident#8 had infective MRSA, "l try
to read the reporls” from the physiclan's office
rearding wounds, but stated the dlinlc s not
“always timely golting them to us.”

On 12/16HA at 4:25 PM, the LPN siated she was
not aware Resident #8's wound was infected with

MRSA,

The facility retained Resident #8 with Infective
MRSA, although Tt was not licensed to do so.

The facility retained Residenis #2, #4 and #8 with
Stage I or 1V pressure uicers. Also, the facility
did not assess or monitor Residents #2's and #8's
wounds or skin breakdown to determine what
{reatment was required o to determine if the
residents could he legally retained by the facility.
Finally, the facility retalned a resldent with active
MRSA. This restited In inadequale care.
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5 300.01  {The facility nurse did not complete a 90 day assessment for Residents #6 and #9. Further, the facility RN did not assess the | - A
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