Top Ten Deficiencies in Nursing Homes
Office of Long Term Care

Introduction

The following information was presented during training to facility personnel and other interested parties during August of 2002.

A “deficiency” is defined as a facility’s failure to meet a participation requirement specified in the Social Security Act or in Part 483, Subpart B of the Code of Federal Regulations.

Because deficiencies are keyed into the Online Survey Certification and Reports (OSCAR) system daily, the tags listed in the “Top Ten” are subject to change on a frequent basis. Therefore, for the purpose of the “Top Ten” training, the deficient practices which have appeared most frequently over a period of time were discussed during the training:  F371, F323, F253, F332, F329, F333, F326, F279, F225 and F314.  

Additionally, “hints” to assist in writing acceptable plans of correction was also included during the training.

Objective

1. Inform facilities of the most commonly cited deficiencies;

2. Provide some examples of the facts that lead to these deficiencies being cited; and,

3. Provide information on “best practices” that might reduce or eliminate the conditions that lead to these deficiencies being cited.

§483.35(h) – Sanitary Conditions – F371
The facility must----

(2) Store, prepare, distribute, and serve food under sanitary conditions; 

F371 Examples:

1. On 6/2/02 at 9:30 a.m., 10:30 a.m. and 2:30 p.m., the walk in freezer in the kitchen registered 10 degrees Fahrenheit. 

2. On 6/2/02 at 3:30 p.m. there was a 10 lb. chub of ground beef and six flats of eggs observed stored on a shelf in the refrigerator above raw vegetables and luncheon meat.  

§483.25(h)(1) - Accident Hazards – F323

The facility must ensure that…

(1) The resident environment remains as free of accident hazards as is possible; and

F323 – Examples:

1. On 6/1/02 at 3:50 p.m., medications were observed in an unlocked and unattended medication storage room on 200 hall.  The Medication Storage Room was open and unattended for over 30 minutes.  Ambulating and wheelchair bound residents who were assessed as cognitively impaired were observed walking and propelling around in the hall.  A nurse walked by the opened room but failed to secure it.
2. On 6/2/02 at 8:55 a.m., the “Century Tub” room door on 300 hall was observed open and unattended.  The whirlpool tub was half full of water.  There were two residents who were assessed as cognitively impaired observed walking by the door.  The room remained open and unattended for 20 minutes.

3. On 7/5/02 from 1:50 p.m. until 2:10 p.m., the janitor’s closet on the west wing that contained various cleaning supplies was open and unattended.  Residents who were assessed as cognitively impaired were walking in this area during this time period.

4. On 7/5/02 at 9:30 a.m., the resident’s bathroom in resident room A5 had hot water flowing from both (cold and hot)) sides of the faucet.  The hot side measured 147 degrees Fahrenheit and the cold side measured 150 degrees Fahrenheit.

§483.15(h)(2) Housekeeping/Maintenance – F253
(2) Housekeeping and maintenance services necessary to maintain a sanitary, orderly, and comfortable interior;

F253 Examples:

1. On 7/10/02 at 10:00 a.m., the shower room on the 300 hall had a metal pipe grab-bar that was badly rusted and had rough areas.  There were areas of wet oxidizing rust hanging/dripping from the bar.  The protective plastic on one end of the bar was cracked, exposing more rust underneath. 

2. 2.  On 8/5 and 8/6/02 in the A Wing day room, three Geri-chairs being used by residents had tears and rips in the vinyl covered arms and five wheelchairs in use by residents had rubber coming off the wheels.

3. On 8/2/02 and every subsequent day of the survey, there was a stale urine odor in resident rooms, in the front lobby, and in the women and men’s restrooms on A and C Wings.

§483.25(m) - Medication Errors – F332

The facility must ensure that…

(1)  It is free of medication error rates of five percent or greater; and

F332 Examples:

1. Resident #11 had a physician’s order dated 4/3/01 for two Potassium Chloride 10 mEq (Milliequivalents) twice daily.  Only one was administered.

2. Resident #12 had a physician’s order dated 6/17/01 for an Atrovent updraft, which was not administered.

3. Resident #12 had a physician’s order dated 12/7/00 for NPH 70/30 Insulin to administer 15 units, but the vial was not mixed before the insulin was withdrawn for administration.

4. Resident #12 had physician’s order dated 4/3/01 for one squirt of Nasonex every day, but two squirts were administered only seconds apart.

§483.25(1)(1) Unnecessary drugs - F329
(1) General:  Each resident’s drug regimen must be free from unnecessary drugs.  An unnecessary drug is any drug when used:

(2)

(i) in excessive dose (including duplicate therapy); or

(ii) for excessive duration; or

(iii) without adequate monitoring; or

(iv) without adequate indications for its use; or

(v) in the presence of adverse consequences which indicate the dose should be reduced or discontinued; or

(vi) any combinations of the reasons above.

F329 Examples:

1. Resident #7 had diagnoses of Anxiety, Alzheimer’s Disease, and Depression.  The resident had a physician’s order dated 7/12/01 for Ativan 1 mg to be administered every 8 hours as needed for anxiety.

a. Ativan 1 mg was documented as administered to this resident on 1/22/02 at 8:00 a.m. and 1/24/02 at 9:15 a.m.

b. There were no behaviors documented in the clinical record to warrant the use of Ativan on 1/22/02 and the only behaviors documented on 1/24/02 at 9:15 a.m. was “yelling with increased anxiety.”

c. The resident was observed on 1/22/02 at 1:20 p.m. and 3:00 p.m. sitting in a recliner with eyes closed. At 6:05 p.m. a CNA took a tray to the resident’s room to feed her.  The resident could not be aroused.  The CNA took the tray away and told the dietary manager that the resident would not wake up to eat.  

d. On 1/23/02 at 7:00 a.m., 9:50 a.m., and 11:05 a.m. the resident was observed in a wheelchair with eyes closed and head down.

e. On 1/24/02 at 7:30 a.m., 8:56 a.m., 9:35 a.m. and 11:00 a.m., the resident was observed in a wheel chair with the head down and eyes closed.

f. The PRN Ativan was administered to this resident 93 times between 10/13/01 and 1/24/02.
§483.25(m) – Significant Medication Errors – F333
(2) Residents are free of any significant medication errors.

F333 Examples:

1. Resident #1 had diagnoses of Dementia and Psychosis.  The readmission Minimum Data Set dated 4/30/02 documented the resident had no behavioral symptoms.

a. A physician’s order dated 2/26/02 documented, “Zyprexa Zydis ODT 7.5 mg (milligram) PO (by mouth) HS (bedtime) for psychosis.”

b. A physician’s note on a hospital discharge summary dated 3/25/02 documented “Zyprexa and her other previous medicines will be discontinued.” 

c. A hospital discharge and transfer sheet dated 3/25/02 documented, “Stop Zyprexa and other previous drugs.”

d. A physician’s progress note dated 4/3/02 documented, “ I discontinued her Zyprexa because she is not as psychotic as she was.”

e. The March, April, May and June 2002 medication administration record (MAR) documented the resident had received the Zyprexa daily.
2. Resident #14 had a physician’s order dated 6/5/02 for a Combivent inhaler, to use 2 puffs three times a day and as needed.  During record review on 6/25/02 at 8:00 a.m., there was no documentation on the June 2002 MAR that the medication had ever been given. The resident missed 60 doses of the medication.

§483.25(i) Nutrition – F326
Based on a resident’s comprehensive assessment, the facility must ensure that a resident  …

(2) Receives a therapeutic diet when there is a nutritional problem

F326 Examples:

1. Resident with a pressure sore had an order for powder protein supplement to be added to the diet.  The protein supplement was not served as ordered.

2. A resident with a diagnosis of Hypertension and Edema had an order for a low sodium diet.  The resident was served a regular diet with a salt packet on the tray.  

3. Resident #7, who was identified as at risk for choking had a physician’s order for thickened liquids (nectar consistency) on 6/1/02 at 12:15 p.m. the resident was served tea & milk at regular consistency.

4. On 6/2/02 during the noon meal service a dietary staff member who was wearing gloves was observed opening the refrigerator, wiping the steam table with a dirty dishtowel and with the same-gloved hands, proceeded to place bread on residents’ plates. 

§483.20(k) Comprehensive Care Plans - F279
       (1) The facility must develop a comprehensive care plan for each resident that includes measurable objectives and timetables to meet a resident’s medical, nursing, and mental and psychosocial needs that are identified in the comprehensive assessment.  The care plan must describe the following:  

(i) The services that are to be furnished to attain or maintain the resident’s highest practicable physical, mental, and psychological well-being as required under 483.25; and

    
   (ii) Any services that would otherwise be required under 483.25 but are not provided due to the resident’s exercise of rights under §483.10, including the right to refuse treatment under §83.10(b)(4).

F279 Examples:
1. Resident #1 was admitted to the facility on 2/2/02 with a diagnosis of Renal Failure and received dialysis 3 times a week at an outside dialysis unit.

2. The resident’s plan of care dated 2/16/02 did not address medical and non-medical emergencies or care of the dialysis catheter and emergencies associated with the catheter.

3. Resident #6 was admitted to the facility on 1/20/02 as a resident receiving hospice care. The resident’s plan of care dated 2/13/02 did not reflect a coordinated plan of care between the hospice and facility.  The plan of care did not identify the care and services which the facility and hospice would provide in order to be responsive to the needs of the resident.

§483.13(c)1)(ii)(iii) – Abuse - F225 
Not employ individuals who have been….

§483.13(c)(1)(ii) 

(A) Found guilty of abusing, neglecting, or mistreating residents by a court of law; or

(B) Have had a finding entered into the State nurse aide registry concerning abuse, neglect, mistreatment of residents or misappropriation of their property; and

(1) Report any knowledge it has of actions by a court of law against an employee, which would indicate unfitness for service as a nurse aide or other facility staff to the State nurse aide registry or licensing authorities.

(2) The facility must ensure that all alleged violations involving mistreatment, neglect, or abuse, including injuries of unknown source and misappropriation of resident property are reported immediately to the administrator of the facility and to other officials in accordance with State law through established procedure (including to the State survey and certification agency).

(3) The facility must have evidence that all alleged violations are thoroughly investigated, and must prevent further potential abuse while the investigation is in progress.

(4) The results of all investigations must be reported to the administrator or his designated representative and to other officials in accordance with State law (including to the State survey and certification agency) within 5 working days of the incident, and if the alleged violation is verified appropriate corrective action must be taken.

F225 - Examples:
1. The Minimum Data Set (MDS), of Resident #13, dated 2/24/02, documented the resident had modified independent decision-making skills.  This resident was discharged from the facility on 4/17/02.  A discharge letter dated 4/17/02 documented the facility discharged Resident #13 because of “repeated sexual behaviors with cognitively impaired females.”

a. An incident and Accident Report (I & A), dated 4/17/02, documented Resident #13 initiated sexual activity with Resident #11 (a female resident whose MDS dated 3/6/02 documented modified independent decision-making skills).  During review of the investigation conducted by the facility regarding Resident #13, a statement was found in the file that named Resident #7 (a cognitively impaired female) as having been involved in earlier sexual contacts with Resident #13.

b. On 5/14/02 at 9:30 a.m., during an interview, a CNA stated that Resident #13 “messed around with women” and that “he started doing this around February 2002”.  She stated that she and another CNA found Resident #13 in the room of Resident #7 (a cognitively impaired female resident) and that Resident #7 “was crying.”  When the CNA was asked if she reported the incident she stated, “Yes but no one ever reacted to it”.

c. On 5/14/02 at 10:00 a.m. the administrator and the DON were asked if a plan had been developed to protect cognitively impaired females in the facility after the incidents with Resident #7 had occurred.  They stated, “No”.  There was no documentation of an investigation of the incident involving Resident #7.  There was no documentation that any of the incidents had been reported to the Office of Long Term Care or local law enforcement. 

2. On 5/14/02 at 10:00 a.m. the administrator was asked if she had received any other allegations of abuse, neglect or misappropriation of resident property.  She stated she had received a complaint that a staff nurse was abusive to 3 residents.  She stated that she and the DON had investigated the matter and decided it was unfounded.  She stated that she did not think she had to notify the police or Office of Long Term Care because they had determined the allegations were untrue.

3. Record review of Personnel files documented the Employment Clearance Registry was not called prior to hiring 2 of 2 housekeeping employees or 1 laundry employee.  When the administrator and DON were asked they both stated they thought the registry check was only for CNAs.  

§483.25(c) Pressure Sores - F314
Based on the comprehensive assessment of a resident, the facility must ensure that--

(1) A resident who enters the facility without pressure sores does not develop pressure sores unless the individual’s clinical condition demonstrates that they were unavoidable; and 

(2) A resident having pressure sores receives necessary treatment and services to promote healing, prevent infection and prevent new sores from developing.

F314 Examples:
1. Resident #4 was assessed on a Minimum Data Set (MDS) dated 2/28/02 and quarterly MDS dated 5/10/02 as being cognitively impaired, non-ambulatory, requiring total assistance for all activities of daily living (ADLs) and totally incontinent of bowel an bladder.

a. According to the pressure sore record the resident developed a stage II pressure sore to the right buttock on 1/3/02 measuring 3 cm. (centimeter) by 2 cm.  On 5/6/02, the pressure sore record described the lesions as two small areas measuring .5 cm each.

b. On 5/24/02 at 9:25 a.m. during a treatment observation, the resident had a Duoderm on the coccyx.  When the Duoderm was removed the skin beneath was intact.  The right buttock was pink, macerated, with multiple small open areas.  There was no dressing on the right buttock.  The LPN cleansed the right buttock with peri-wash and applied Bag Balm, an over-the-counter veterinary product.

c. The most recent physician’s treatment order dated 5/9/02 documented “Duoderm to the buttock, change every 3 days and as needed.”

d. The treatment administration record showed the last documented treatment of Duoderm was 5/22/02.  The treatment for 5/24/02 had an X on that date and a treatment, which stated, “Vaseline to redness as needed” was signed off as done.

e. On 5/25/02, an LPN and the DON again examined the right buttock.  The area was pink, macerated with 3 superficial open areas.  The DON confirmed that there were no physician’s orders for “bag balm” or “Vaseline”. 

2. Resident #2 had diagnoses, which included History of Cerebrovascular Accident, Senile Dementia and Degenerative Joint Disease.  An MDS assessment dated 5/2/02 assessed the resident as totally incontinent of bowel and bladder, requiring total assistance for transfer and extensive assistance with ambulation.

a. The resident had a physician’s order dated 5/12/02 to cleanse stage III pressure sore with Normal Saline, apply Bacitracin ointment, Polyporin powder, Duoderm, and change every 3 days or as needed for premature removal or soiling.
b. During a body audit conducted on 5/24/02 at 10:05 a.m., the resident had a stage II pressure sore on the left hip measuring approximately 0.5 cm in diameter.  There was no dressing on the lesion.

c. The treatment administration record stated the lesion had healed and the last treatment was documented as being done on 5/12/02.  The LPN stated the pressure sore must have re-opened.  The area was cleansed, Bacitracin ointment applied and the area was covered with Duoderm.

d. On 5/25/02 at 9:20 a.m. there was no documentation in the clinical record that the physician had been notified that the pressure sore had re-opened or that an order for treatment had been obtained. 

e. The resident’s plan of care dated 5/12/02 had an intervention for a stage III decubitus to left hip to follow Dr.’s order for treatment. 

f. The pressure sore record stated the pressure sore was first observed on 5/12/02 and was a stage III measuring 1.0 cm by 0.3 cm.  As of 5/25/02 at 2:00 p.m. no other entry had been made in the pressure sore record.
g. The facility policy and procedure stated that all skin problems must be reported to the resident’s physician and documented in the nurse’s notes.  Weekly descriptions and progress notes as required until an area is completely healed.

“Hints” For an Acceptable Plan of Correction (POC)

1. Is each deficient practice addressed?

2. How will corrective action be accomplished for EACH resident cited?

3. How will the facility identify other residents affected by the deficient practice and how will corrective action be accomplished for them?  Be sure to identify any residents who may be affected using the guidelines of the regulation, for example, if you were cited for the failure to notify a physician at F157 of a pressure sore, to look at all of your residents who have had changes in condition, etc. that would require the notification of the physician and family to ensure that it was done and there is no other deficient practice.

· Be realistic! Make sure the actions taken will correct the deficient practice.

· Be specific! Include interim actions, which can be implemented while longer-term actions are being put into place.

· Include WHO will be responsible for the corrective action.

· Describe how correction was made, even if corrected during the survey.

4. Changes made to the facility SYSTEMS must ensure that deficient practices will not recur.  Again, use the guidelines of the regulation in making your changes, for example, if you were cited at F157 for the failure to notify the physician of a pressure sore, you will need to put a system in place to ensure that the physician and family are notified of ANY changes in condition as required, not just for pressure sores.

5. Are the completion dates included on the HCFA 2567 and are they timely (at least two weeks after the survey date to ensure adequate time for monitoring and not after the last day to complete corrections, i.e., 30 calendar days from the survey date).

6. Don’t forget Quality Assurance! 

· How will the corrective action be monitored?  Again, use your regulations as a guideline.

· How OFTEN will the corrective action be monitored:

· WHO will review the results of the monitoring?

· WHAT will occur after the results have been reviewed?

7. Don’t forget to SIGN and DATE the first page of the Health and the Life Safety Code Survey forms.

8. Did you include with the PoC an Allegation of Compliance? This should include the DATE the facility will attain compliance, and should be worded to indicate that the facility is in compliance with all regulations.

EXAMPLE:
FACILITY NAME will be in substantial compliance on DATE with all regulations.
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