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Name, Address, and County of Licensee
Investigated:

Annandale Care Center

500 Park Street East

Annandale, MN 55302

Wright County

Facility Type: Nursing Home Investigator’s Name:
Jana Wegener, RN, Special Investigator

Finding: Substantiated, facility and individual responsibility

Nature of Visit:

The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act, Minn. Stat. 626.557,
and to evaluate compliance with applicable licensing standards for the provider type.

Allegation(s):
It is alleged: Financial exploitation by drug diversion occurred when a facility staff member took
narcotic medications from multiple residents who lived in the facility. .

Investigative Findings and Conclusion:

Financial exploitation was substantiated. The facility and alleged perpetrator (AP) were
responsible for the maltreatment based on a preponderance of evidence. The AP took narcotic
medications from five residents on multiple different occasions during the course of
approximately a month. The AP documented wasting and destroying multiple resident narcotic
medications and forged alleged witness signatures. The AP was the only staff documenting
administering as needed (PRN) narcotic medications to some residents, and also administered
PRN narcotics at a much higher rate than other staff. The facility failed to have systems in place
to monitor and identify the disposition of controlled narcotic medications administered or
wasted and destroyed by the AP, and other staff in the facility.

An equal opportunity employer.
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The investigation included interviews with facility staff members, including administrative staff
and nursing staff, review of the resident’s medical records, narcotic logs, medication
destruction records, and facility policies and procedures. In addition, the investigator contacted
law enforcement.

Review of the AP’s personnel file indicated shortly after being hired, the AP received
disciplinary action and re-education for incomplete documentation of narcotic medications
administered to residents in the facility. The facility monitored the AP’s documentation
regarding medication administration for a short time but did not further follow up or on-going
monitoring of the AP’s medication administration practices and/ or documentation.

Review of the facility’s policy indicated licensed staff documented narcotic administrationin a
facility logbook. At the end of every shift, two licensed staff counted the number of tablets that
remained against the number of tablets administered according to the logbook.

Resident (R)1’s medical record indicated the resident had medication orders including
oxycodone, (an opioid narcotic), 5mg tablet every four hours PRN for moderate to severe pain.
In one month, the AP documented administering 21 doses of the PRN oxycodone medication to
R1. No other facility staff administered the medication during that time or the month following.
In addition, the AP documented four Oxycodone 5mg tablets were wasted due to being taken
out of the wrong card or fell on the floor. The licensed staff co-signatures in the logbook for
witnessing the narcotic medication destruction were forged. One staff signature occurred when
the licensed staff did not work.

R2’s medical record indicated the resident had medication orders including oxycodone 5mg
tablet every four hours PRN. The AP documented administering 20 of the 29 PRN doses
administered in one month. In addition, the AP documented wasting one dose of the
oxycodone due to it being taken out of the wrong card. The facility staff identified as the co-
sighed witness for the AP’s wasted narcotic medication stated the signature was forged.

R3’s medical record indicated the resident had medication orders including oxycodone, 5mg
tablet four times daily, every 6 hours PRN for pain. R3 received the PRN oxycodone four times
in in @ month, all of which were administered by the AP. In addition, the AP documented
wasting four oxycodone tablets that fell on the floor, taken out of the wrong card, or the tablet
popped out of the card. The logbook indicated the licensed staff witness signatures were
illegible, forged, or had no witness signature.

R4’s medical record indicated the resident had medication orders including oxycodone 5mg
every 4 hours PRN for pain. In one month, the AP administered R4’s oxycodone medication six
of eight times. In addition, the AP documented three oxycodone 5mg tablets were wasted due
to being taken out of the wrong card, and twice found the pill in the narcotic drawer. There
was no co-signature of a witness to the waste of the medication.
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R5’s medical record indicated the resident had medication orders including hydromorphone
(opioid pain medication) 4 mg for pain. The AP documented wasting two hydromorphone 4mg
tablets due to being taken out of the wrong card. The AP forged the witness co-signer
signature.

During an interview, the facility licensed practical nurse stated when completing a shift-to-shift
narcotic count with the AP, she noticed the AP wasted a narcotic medication two days in a row
for the same resident. The LPN stated staff rarely wasted narcotic medications. The LPN
reviewed additional narcotic logbooks and discovered the AP documented wasting narcotic
medications 15 times in approximately one month for varying reasons such as the medication
dropped on the floor, fell out of a card, or was found in the drawer. The LPN stated some of the
staff witness signatures were documented on days they were not scheduled to work. The
Director of nursing was notified, and the facility administration took over the investigation.

During interview, a facility registered nurse stated she had never co-signed and/or witnessed
the AP wasting/ destroying narcotic medications. The registered nurse stated the AP forged her
signature in the narcotic log book to indicate the registered nurse witnessed the wasting of
narcotic medication.

During interview with another facility licensed practical nurse, she stated she reviewed the
signatures in the narcotic logbook and 5 of her signatures were forged indicating she destroyed
narcotic medication with the AP.

During interview the director of nursing stated when the AP was hired, she required additional
education and monitoring for incomplete narcotic medication documentation. During the
recent investigation, the director of nursing found many of the AP’s entries in the narcotic
logbook had no witness signature and/or the AP forged the witness signature. In addition, the
AP dispensed a higher number of PRN narcotic medications, as well as wasted narcotics at a
higher rate than other staff. The facility’s informal process to audit narcotic use was the facility
licensed staff audited documentation of narcotic medications, as well as the use of resident
PRN narcotics.

During an interview with a facility Registered Nurse, she stated the facility did not have a formal
or informal process to audit narcotic documentation for potential drug diversion other than the
shift-to-shift count.

In conclusion, financial exploitation was substantiated. Based on a preponderance of evidence
the AP took 5 residents’ narcotic medication(s) without the resident’s knowledge. The facility’s
failure to audit and have a process to monitor the disposition of narcotic medications to
prevent diversion allowed the AP access to continue to take the residents’ narcotic medications
for over a month.

Financial exploitation: Minnesota Statutes, section 626.5572, subdivision 9
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"Financial exploitation” means:

(a) In breach of a fiduciary obligation recognized elsewhere in law, including pertinent
regulations, contractual obligations, documented consent by a competent person, or the
obligations of a responsible party under section 144.6501, a person:

(1) Engages in unauthorized expenditure of funds entrusted to the actor by the vulnerable adult
which results or is likely to result in detriment to the vulnerable adult; or

(2) Fails to use the financial resources of the vulnerable adult to provide food, clothing, shelter,
health care, therapeutic conduct, or supervision for the vulnerable adult, and the failure results
or is likely to result in detriment to the vulnerable adult.

(b) In the absence of legal authority person:

(1) Willfully uses, withholds, or disposes of funds or property of a vulnerable adult;

(3) acquires possession or control of, or an interest in, funds or property of a vulnerable adult
through the use of undue influence, harassment, duress, deception, or fraud.

Vulnerable Adult interviewed: No
Family/Responsible Party interviewed: Yes, R1, R2, R3, and R4. R5’s Family member did not
respond.

Alleged Perpetrator interviewed: AP refused interview.

Action taken by facility:
The facility conducted an internal investigation of the drug diversion, filed a report with the
appropriate authorities, and provided drug diversion education to staff. The AP is no longer
employed at the facility.

Action taken by the Minnesota Department of Health:

The facility was issued a correction order regarding the vulnerable adult’s right to be free from
maltreatment. To view a copy of the Statement of Deficiencies and/or correction orders, please
visit: https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html, or
call 651-201-4890 to be provided a copy via mail or email. If you are viewing this report on the
MDH website, please see the attached Statement of Deficiencies.

The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.

cc: The Office of Ombudsman for Long-Term Care
Minnesota Board of Examiners for Nursing Home Administrators
Minnesota Board of Nursing
Minnesota Board of Pharmacy
Wright County Attorney
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Annandale Police Department
Drug Enforcement Administration
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F 000 | INITIAL COMMENTS F 000

On 1/4/21 - 1/6/21, an abbreviated survey was
completed at your facility to conduct complaint
investigations. Your facility was found to be NOT
In compliance with 42 CFR Part 483,
Requirements for Long Term Care Facilities.

Additionally, as a result of the investigation a
COVID-19 Focused Infection Control survey was
also conducted 1/4/21 - 1/6/21 at your facility by
the Minnesota Department of Health to determine
compliance with §483.80 Infection Control. The
facility was NOT in full compliance.

The following complaint was found to be
SUBSTANTIATED:

H5364035C (MN0O0067045, MN0O0067022,
MNOO0067046, MNOOOO47, MNOOO6/7035) with
deficiency issued at F755

H5364038C (MNO0068638) with deficiencies
iIssued at F880 and F755

The following complaints were found to be
UNSUBSTANTIATED:
H5364037C (MNOO0G67065)

As a result of the investigation deficiencies were
identified at F606 and F609.

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS-2567 form.

The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Department's acceptance. Upon receipt of an
acceptable electronic POC, a revisit of your
facility will be conducted to validate that

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 02/09/2021

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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substantial compliance with the regulations has
been attained in accordance with your
verification.

F 606 | Not Employ/Engage Staff w/ Adverse Actions F 606 2/5/21
SS=D | CFR(s): 483.12(a)(3)(4)

§483.12(a) The facility must-

§483.12(a)(3) Not employ or otherwise engage
iIndividuals who-

(1) Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatment by a court of law;

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

(iif) Have a disciplinary action in effect against his
or her professional license by a state licensure
body as a result of a finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

§483.12(a)(4) Report to the State nurse aide
registry or licensing authorities 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.
This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the F606 — Not Employ/Engage Staff
facility failed to ensure a background check was w/Adverse Actions

obtained and verified prior to allowing This plan of correction constitutes
unsupervised access to residents for 2 of 13 Annandale Care Center’s written
employees reviewed as part of a background compliance for the deficiencies cited.
check sample following an investigation of a However, the submission of this plan of
narcotic medication theft involving a staff member correction is not an admission that a
(See F755). deficiency exists or that one was cited

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RL3511 Facility ID: 00951 If continuation sheet Page 2 of 27
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Findings include:

On 1/4/21, licensed practical nurse (LPN)-C's
employee file lacked evidence a background
study had been obtained and verified upon hire or
during her employment at the facility. In addition,
LPN-C's file lacked evidence of an Annandale
Care Center - Hiring Packet Checklist. LPN-C's
employee file indicated she had been hired on
6/19/20, with a start date of 6/22/20, and had
been terminated on 11/6/20. The facility was
asked to provide documentation of LPN-C
background study, but no additional documents
were provided.

A requested Employee Information report dated
1/5/21, at 3:33 p.m. identified DA-B had been
hired on 9/1/20 and was an active dietary
employee. Dietary aide (DA)-B's background
check indicated it had been performed on 1/5/21,
with no evidence a background check had been
submitted previously.

When interviewed via telephone on 1/5/21, at
1:56 p.m. the director of nursing (DON) stated
facility staff were unable to find LPN-C's
background study. The DON voiced the facility
had contacted the Minnesota (MN) Department of
Human Services (DHS); however, she explained
MN DHS had been unable to provide them with
proof that a background check had been initiated.
The DON stated human resources (HR) had
been responsible for completing LPN-C's
background study upon LPN-C's hire. The DON
explained this HR staff member was no longer
employed at the facility; however, an HR staff
member was in the process of being trained. The
DON denied the facility had reviewed employee

correctly. This plan of correction is
submitted to meet requirements
established by state and federal law.

1) How corrective action will be
accomplished for those residents found to
be affected:

It is the policy of AHCS that each newly
hired employee will satisfactorily complete
a background study through the MN
Department of Human Services prior to
first day of work. Training was conducted
with Human Resources staff on the
Background Study policy and procedures
and they are aware of the importance of
not allowing an employee to work without
a completed background study.

2) How to identify other residents having
the potential to be affected by the same
practice:

An audit of all employee personnel files
was conducted to verify all employees had
background studies completed and on file
as of 01/08/2021. Another audit of all
newly hired employees between 01/08/21
and 02/03/21 was conducted on 02/03/21
— all were found to have completed
background studies on file.

3) Measures put into place or systemic
changes made to ensure practice will not
recur:

Human Resources staff have developed
an electronic new hire checklist to be
used with every new hire to ensure
compliance. Monthly audits of new hire
background studies have been added as
a permanent part of the process once
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files to ensure each employee had a background
study obtained and verified after the HR member
left her employment. The DON stated LPN-C's
lack of a background study had appeared to be
an isolated incident.

During a telephone interview on 1/5/21, at 3: 57
p.m. the administrator stated the facility
performed a digital check list to ensure items
were completed for new employees, which
included a background check. When questioned
on LPN-C's digital check list, the administrator
stated, "We found the form but did not actually do
the check."

When interviewed via telephone on 1/6/21, at
12:38 p.m. HR-A stated her typical practice had
been to perform the background check with the
employee present. HR-A stated she could not say
with 100 percent accuracy that she had
completed LPN-C's background check; however,
she verbalized that she felt it had been done.
HR-A explained for background check auditing
the facility had used an electronic form; however,
she stated she had relied a lot on the emails that
came from DHS "as once it was in the system it
would generate what was going on."

During a follow-up telephone interview on 1/6/21,
at 1:46 p.m. the administrator stated DA-B's
background study had been missed potentially
due to, "Dietary thought HR was doing it and HR
thought dietary was doing it." The administrator
explained she felt, "It [DA-B's background study]
slipped through the cracks and no one knew who
was supposed to do it." The administrator stated
employee background studies are very important
and have to be done to keep residents safe.

compliance audits have been completed
and the QA Committee has determined
consistent compliance is being achieved.

4) How to monitor performance to assure
solutions are sustained, that correction is
achieved and sustained; implemented,
evaluated and integrated into QA system:
Human Resources staff will complete
audits of all newly hired employees every
two weeks for a period of 3 months.
Audits will be used to verify completion of
background studies prior to employee’s
first day of work. Audit results will be
submitted to the QA Committee for
review, to determine that compliance
continues to be achieved and approve
going to monthly audits.

5) The date deficiency will be corrected:
01/08/2021
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A policy Annandale Health & Community
Services' Facility Abuse Prevention Plan, dated
8/1/0%, indicated, "All employees will have a
background check initiated at hire. Potential
employees will be screened for a history of
abuse, neglect or mistreating residents. This
iIncludes checking with the appropriate licensing
boards and registries. If a background study is
pending, staff will follow the recommendations of
the background study for needed supervision."

A policy Background Study, reviewed 1/2020,
indicated that newly hired employees completed a
background study through MN DHS prior to their
first day of work. The policy identified the
employee met with the HR manager or delegate
to complete the background study together and
that the HR manager or delegate followed up with
the employee prior to the first day of work to
ensure the entire process had been completed.

F 609 | Reporting of Alleged Violations F 609 215121
SS=D | CFR(s): 483.12(c)(1)(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
iInvolving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
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officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12(c)(4) Report the results of all
iInvestigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to report allegations of medication
theft to the State Agency (SA) within 24 hours for
5 of 5 residents (R1, R2, R3, R4, R5) reviewed
for misappropriation of property.

Findings include:

R1's annual Minimum Data Set (MDS) dated
11/25/20, identified R1 had severe cognitive
impairment, had the ability to usually understand
others and others usually understood her, and
she required extensive physical assist for cares.
Diagnosis included dementia and chronic pain.
The MDS indicated R1 had received scheduled
and as needed pain medication with opioid pain
medication administered daily. R1's self reported
occasional, moderate pain; however, had been
unable to express if the pain had impacted her
sleep or day to day activities.

R2's admission MDS dated 9/28/20, identified R2
had severe cognitive impairment, had the ability
to usually understand others and others usually

F609- Reporting of Alleged Violations
within 24 hours

This plan of correction constitutes
Annandale Care Center’s written
compliance for the deficiencies cited.
However, the submission of this plan of
correction is not an admission that a
deficiency exists or that one was cited
correctly. This plan of correction is
submitted to meet requirements
established by state and federal law.

1) How corrective action will be
accomplished for those residents found to
be affected:

It is the policy of Annandale Care Center
that potential incidents of abuse or neglect
be filed in accordance with federal
regulation and in accordance with the
facility Vulnerable Adult Prevention Plan
Policy and Procedure. Staff was
re-trained on the Vulnerable Adult
Prevention Plan Policy and Procedures
and are aware of the need to report to
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understood her, and she required limited to
extensive physical assist with cares. Diagnosis
included left humerus (upper arm bone) fracture,
arthritis, osteoporosis, and unspecified pain. The
MDS indicated R2 had received scheduled and
as needed pain medication with opioid pain
medication administered daily. R1 self reported
occasional pain with a score of 9 based on a zero
to ten pain scale.

R3's quarterly MDS dated 12/11/20, identified R3
had intact cognition and communication skills and
had been overall dependent on others for her
cares. Diagnosis included chronic pain, abnormal
posture, and osteoporosis. The MDS indicated
R3 had received scheduled pain medication with
opioid pain medication administered daily. The
MDS identified R3's ability to participate in a pain
interview; however, one had not been conducted
at that time.

R4's quarterly MDS dated 10/10/20, identified R4
had moderate cognitive impairment, had the
ability to usually understand others and others
usually understood her, and she required
extensive physical assist for cares. Diagnosis
included Alzheimer's dementia, history of
transient ischemic attack (TIA) (lack of blood flow
to the brain), anxiety and depression, arthritis,
and chronic pain syndrome. The MDS indicated
R4 had received scheduled and as needed pain
medication with antianxiety and opioid pain
medication administered daily. The MDS
iIndicated R4 had been unable to verbalize pain
status: however, staff indicated R4 verbalized
pain and displayed nonverbal indicators of pain
daily.

R5's admission MDS dated 8/18/20, identified R5

agencies in a timely manner.

2) How to identify other residents having
the potential to be affected by the same
practice

An audit of timeliness reporting for VA
reports for the past 3 months was
completed on February 5, 2021. All
incidents that required reporting have
been filed.

3) Measures put into place or systemic
changes made to ensure practice will not
recur:

Staff have been retrained regarding the
reporting of abuse/neglect immediately to
the DON/Administrator for determination
of outside reporting requirements.
Education has been provided and staff
are being retrained on the VA Abuse
Prevention Plan Policy and Procedures
and specifically the reporting of suspicion
of drug diversion. Retraining of staff will
be completed by Friday, February 12,
2021.

4) How to monitor performance to assure
solutions are sustained, that correction is
achieved and sustained; implemented,
evaluated and integrated into QA system.
Designated facility staff will continue to
immediately report to outside agencies
and investigate all incidents of suspected
maltreatment according to facility policies
and procedures. Audits will be conducted
once a week for two weeks and then
monthly until 100% compliance has been
achieved. Audit results will be brought to
the Quality Assurance committee meeting
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had intact cognition and communication skills and to monitor effectiveness and determine
had required extensive physical assist for cares. when compliance has been achieved.
Diagnosis included vertebrae (spinal bone)
fracture and low back pain. The MDS indicated 5) The date each deficiency will be
RS had received scheduled and as needed pain corrected
medication with opioid pain medication 02/12/2021

administered daily. The MDS identified R5's
ability to participate in a pain interview: however,
one had not been conducted at that time.

An initial report was submitted to the SA on
11/5/20, at 8:15 p.m. by the director of nursing
(DON). The incident report identified an allegation
that a nursing staff member had possibly
documented forged signatures of other nursing
staff members when she had destroyed narcotic
medications belonging to R1 and R4 after the
narcotic "had been dropped or popped out of
card." The date and time of the incident was
identified as 11/5/20, at 7:00 p.m.

Subsequent incident reports were submitted to
the SAon 11/6/20, at 2:14 p.m., 2:22 p.m., 2:29
p.m., and 2:37 p.m. respectively by the DON. The
incident reports identified the SA had directed the
facility to submit a separate report for each
involved resident. In addition, the four incident
reports identified an allegation of "probable drug
diversion" of R1, R2, R3, and R5's narcotic
medication by a nursing staff member. The date
and time of the incidents was identified as
11/5/20, at 6:00 p.m.

Follow up incident investigation reports submitted
to the SAon 11/12/20, for R1, R2, R3, and R4 all
iIndicated, "On 11/3/20 it was brought to the
DON's attention that some nurses felt [licensed
practical nurse (LPN)-C] may be diverting
narcotics by wasting the medication and saying it
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was dropped or taken from the wrong card.” In
addition, the summary identified, "On the morning
of 11/4/20, 3 nurses came to see the DON saying
they had been looking at the narcotic log book,
and felt signatures may have been forged as a
cosigner for wasted medication. A few nurses
adamantly said some of the signatures were not
theirs and a couple of wastes had no cosigner at
all."

When interviewed on 1/4/21, at 4:20 p.m. the
DON stated that on 11/3/20, "later in the day,"
nursing staff brought allegations of narcotic
medication concerns to her. The DON explained
after she had started the investigation, "l thought
there was enough evidence that we were going to
have to do something; however, the DON further
explained it had taken her "time to put everything
together." The DON stated after nursing staff had
confirmed their signatures [documented as
cosigners for narcotic destruction] had not been
theirs she "knew that it [the allegation] was
reportable." The DON stated she had reported
the allegation to the SA after she had talked to
the administrator; however, she explained, "We
had to wait for legal." In addition, the DON
expressed there had been "no physical danger” to
the residents and, "We just felt no further
financial abuse was going to happen while waiting
for legal," as LPN-C had not been working during
the time of the investigation. The DON confirmed
If there is an allegation of abuse the allegation is
to be reported [to the SA] within two hours and
she confirmed the allegation should have been
reported on 11/3/20.

When interviewed via telephone on 1/5/21, at
3:57 p.m. the administrator stated she expected
staff to report abuse "right away;" however, she
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explained, "l think our thought process was
skewed" based on how the investigation had
been initiated. In addition, the administrator
stated she had initially thought it had been a "peer
issue until we actually looked into it and felt we
needed to report." The administrator explained,
"In hindsight we should have just filled it [SA
abuse report] out.”

A policy Annandale Health & Community
Services' Facility Abuse Prevention Plan, dated
8/1/05, indicated, "The Administrator is notified
immediately of any suspected abuse.
Immediately is defined as 'as soon as possible
but no later than 24 hours after an incident'.
Social Services or other designated staff will
iImmediately report to appropriate agencies." In
addition, the policy identified, "All employees of
AHCS [Annandale Health Care System] are
mandated reporters of any suspected abuse or
neglect of a Vulnerable Adult. The Social Services
department or designee will file the report during
normal business hours; after hours, on weekends
or holidays, the RN [registered nurse]/LPN on
duty or on-call are trained to make the
submission, " and, "Any person with the
knowledge or suspicion of suspected violations
shall report immediately, without fear of reprisal if
the report is made in good faith."

F 755 | Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 2/5/21
SS=E | CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described Iin
§483.70(g). The facility may permit unlicensed
personnel to administer drugs if State law
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permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs
IS maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the F755 — Pharmacy

facility failed to ensure nursing staff followed Srvcs/Procedures/Pharmacist/Records
acceptable standards of practice for the This plan of correction constitutes
disposition of narcotic medication and/or Annandale Care Center’'s written
controlled substances (medications regulated and compliance for the deficiencies cited.
classified by the Drug Enforcement Agency However, the submission of the plan of
(DEA)) in a manner to prevent potential drug correction is not an admission that a
diversion for 5 of 5 residents (R1, R2, R3, R4, deficiency exists or that one was cited
R95) reviewed for controlled medication correctly. This plan of correction is
administration and destruction. In addition, the submitted to meet requirements

facility failed to have a systematized oversight established by state and federal law.
process to identify discrepancies and unusually
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patterns related to narcotic and controlled
medication administration, destruction, and
documentation practices.

Findings include:

R1's annual Minimum Data Set (MDS) dated
11/25/20, identified R1 had severe cognitive
impairment with diagnosis of dementia and
chronic pain. The MDS indicated R1 had received
scheduled and as needed pain medication with
opioid pain medication administered dalily.

R2's admission MDS dated 9/28/20, identified R2
had severe cognitive impairment with diagnosis of
left humerus (upper arm bone) fracture, arthritis,
and unspecified pain. The MDS indicated R2 had
received scheduled and as needed pain
medication with opioid pain medication
administered daily.

R3's quarterly MDS dated 12/11/20, identified R3
had intact cognition with a diagnosis of chronic
pain. The MDS indicated R3 had received
scheduled pain medication with opioid pain
medication administered dally.

R4's quarterly MDS dated 10/10/20, identified R4
had moderate cognitive impairment with
diagnosis of Alzheimer's dementia, arthritis, and
chronic pain syndrome. The MDS indicated R4
had received scheduled and as needed pain
medication with antianxiety and opioid pain
medication administered dally.

R5's admission MDS dated 8/18/20, identified R5
had intact cognition with diagnosis of vertebrae
(spinal bone) fracture and low back pain. The

MDS indicated R5 had received scheduled and

1) How corrective action will be
accomplished for those residents found to
be affected:

It is the policy of Annandale Care Center
that all controlled substances are used In
compliance with all governing bodies. The
policies in place were revised to ensure
the facility’s compliance with these
regulations. Formal audits and controls
were implemented as of 2/3/2021.

2) How to identify other residents having
the potential to be affected by the same
practice:

On 2/3/2021, an audit was conducted for
the month of January, 2021 including
comparison of signatures in the narcotic
log book with the annual signature
verification form, verification that all
wasting or destruction of controlled
substances had a cosigner, identification
of any unusual patterns by any single staff
person, analysis to determine if any
specific nurse was administering more
PRN controlled medications than when
compared to other nurses and verification
that narcotics signed out of the narcotic
log book were also documented in the
electronic health record. Audit results
were all consistent with expected
standards of practice and in accordance
with facility policies and procedures.

3) Measures put into place or systemic
changes made to ensure practice will not
recur:

The Controlled-Narcotic Medication,
Destruction of Medication, Emergency
Medication Kit, and the Medication
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as needed pain medication with opioid pain
medication administered dally.

An initial report was submitted to the SA on
11/5/20, at 8:15 p.m. by the director of nursing
(DON). The incident report identified an allegation
that licensed practical nurse (LPN)-C had
possibly documented forged signatures of other
nursing staff members when she had destroyed
narcotic medications belonging to R1 and R4
after the narcotic "had been dropped or popped
out of card."

Subsequent incident reports were submitted to
the SAon 11/6/20, at 2:14 p.m., 2:22 p.m., 2:29
p.m., and 2:37 p.m. respectively by the DON. The
iIncident reports identified the SA had directed the
facility to submit a separate report for each
iInvolved resident. In addition, the four incident
reports identified an allegation of "probable drug
diversion" of R1, R2, R3, and R5's narcotic
medication by LPN-C.

Follow up incident investigation reports submitted
to the SAon 11/12/20, for R1, R2, R3, and R4 all
indicated, "On 11/3/20 it was brought to the
DON's attention that some nurses felt [LPN-C]
may be diverting narcotics by wasting the
medication and saying it was dropped or taken
from the wrong card." Further, the report
identified, "On the morning of 11/4/20, 3 nurses
came to see the DON saying they had been
looking at the narcotic log book, and felt
signatures may have been forged as a cosigner
for wasted medication. A few nurses adamantly
said some of the signatures were not theirs and a
couple of wastes had no cosigner at all." In
addition, the report identified after the completed
investigation process there had been a policy and

Administration policies were revised to
ensure compliance. As of February 12,
2021, education will have been completed
for all licensed nursing staff and trained
medication aides on the revised Drug
Diversion, Administration and
Documentation of Controlled Medication,
Destruction of Controlled Medication and
Drug Diversion policies.

4) How to monitor performance to assure
solutions are sustained, that correction is
achieved and sustained; implemented,
evaluated and integrated into QA system:
Nursing leadership will conduct weekly
audits for 4 weeks and monthly thereafter
until 100% compliance is achieved to
ensure medication policies are followed
and the facility is maintaining compliance
with all regulations. The audit log results
will be submitted to the QA Committee for
review to determine that compliance
continues to be achieved and approve
discontinuation of monthly audits.

5) The date deficiency will be corrected:
2/12/2021
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procedure change which indicated the facility
would perform routine audits of the narcotic log
and electronic medical records for any
iIrregularities or discrepancies, along with verifying
nursing staff and trained medication aide
signatures upon hire with annually witnessed
leadership reverification thereafter.

LPN-C's employee file indicated a hire date of
6/29/20 and an employment termination date of
11/6/20. LPN-C had been a full time employee
with main hours scheduled 2:00 p.m. to 10:30
p.m.

An undated facility provided summary of events
iIndicated a history of alleged narcotic mishandling
by LPN-C stated as, "On August 27, 2020 a
warning was issued to [LPN-C] as it was found
that she was signing narcotics out of the narcotic
ledger and not recording them as given to
residents. A conference statement was done with
[LPN-C] and we followed up with audits."

The undated document additionally included a
summary section, dated 11/5/20, identified a
more recent audit had been completed which had
found [LPN-C] had on multiple occasions signed
that narcotics had been wasted due to the
medication falling on the floor, having been
removed from the wrong card, or in which the
medication had "popped" out of the card. These
iInstances had been identified to occur at "higher
levels than any other staff nurses.”

The facility provided summary audit indicated the
narcotic books for wing A and wing B had been
audited in which the following had been identified:

- Wing A book indicated seven narcotic
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destruction entries that ranged from 8/20/20
through 10/24/20 having occurred between the
hours of 1:20 p.m. and 10:05 p.m. The audit
iIndicated the destruction of five oxycodone doses
belonged to R2 and R3 and two hydromorphone
doses having had belonged to R5. The reasons
for the medication destruction indicated one dose
had fallen on the floor, one dose had popped out
of the card, four doses were from the wrong card,
and one dose indicated it had been wasted:
however, lacked a documented reason. Cosigner
iInformation indicated one "illegible" nurse
signature and four identified nurse signatures.
Two nurses had been identified to indicate their
documented cosign on two of the entries had not
been theirs and one nurse had been unable to
verify an additional entry co-signature as hers.

- Wing B book indicated eight oxycodone
destruction entries that ranged from 9/29/20
through 10/31/20 having occurred between the
hours of 3:00 p.m. and 12:45 a.m. The
oxycodone dosages belonged to R1 and R4. The
reasons for the medication destruction indicated
three of the doses had been found in the narcotic
drawer out of the card, four doses were from the
wrong card, and one dose had fallen on the floor.
Cosigner information indicated three entries that
lacked a cosigner signature and four identified
nurse signatures. Two nurses had been identified
to indicate their documented cosign on two of the
entries had not been theirs and [registered nurse
(RN)-A] had been identified to indicate the
signature documented on 10/6/20, at 6:00 p.m.
had not been her's as she had not worked on that
date.

Facility nursing schedule, dated 10/6/20,
indicated RN-A had not worked on 10/6/20 at
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Individual Narcotic Record sheets for R1, dated
9/26/20 through 11/2/20, indicated R1 had been
administered 100 doses of combined scheduled
and PRN oxycodone. Further, the sheets
identified five entries that indicated LPN-C as the
only nurse who had destroyed R1's oxycodone
during the time frame.

Medication administration history reports, dated
10/1/20 through 11/30/20, indicated R1 had a
physician order (PO) for oxycodone 5mg every
four hours (hrs) as needed (PRN) and oxycodone
5mg twice a day before cares for diagnosis of
unspecified pain. The October report identified R1
had received 21 doses of the PRN oxycodone in
which all 21 doses had been administered by
LPN-C. The November report identified R1 had
received zero doses of the PRN oxycodone.

An Individual Narcotic Record sheet for R2, dated
9/29/20 through 10/29/20, indicated R2 had been
administered 30 doses of PRN oxycodone.
Further, the sheets identified one entry that
indicated LPN-C as the only nurse who had
destroyed R2's oxycodone during the time frame.

Medication administration history reports, dated
10/1/20 through 11/30/20, indicated R2 had a
(PO) for oxycodone 5mg every four hrs PRN for
diagnosis of unspecified pain. The October report
Identified R2 had received 29 doses of the PRN
oxycodone in which 20 doses were administered
by LPN-C and nine doses were administered by
other staff. The November report identified R2
had received five doses of the PRN oxycodone
from staff other then LPN-C.

F 755
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Individual Narcotic Record sheets for R3, dated
8/19/20 through 8/25/20 and 10/14/20 through
10/27/20, indicated R3 had been administered 90
doses of combined scheduled and PRN
oxycodone. Further, the sheets identified four
entries that indicated LPN-C as the only nurse
who had destroyed R3's oxycodone during that
time frame.

Medication administration history reports, dated
10/1/20 through 11/30/20, indicated R3 had a
(PO) for oxycodone 5mg every six hrs PRN and
oxycodone 5mg four times a day for diagnosis of
pathological lumbar compression fracture. The
October report identified R3 had received four
doses of the PRN oxycodone in which all four
doses had been administered by LPN-C. The
November report identified R3 had received one
dose of the PRN oxycodone from staff other then
LPN-C.

An Individual Narcotic Record sheet for R4, dated
8/27/20 through 11/4/20, indicated R4 had been
administered 16 doses of PRN oxycodone.
Further, the sheets identified three entries that
indicated LPN-C as the only nurse who had
destroyed R4's oxycodone during the time frame.

Medication administration history reports, dated
10/1/20 through 11/30/20, indicated R4 had a
(PO) for oxycodone 5mg every four hrs PRN for
diagnosis of unspecified pain. The October report
identified R4 had received nine doses of the PRN
oxycodone in which seven doses were
administered by LPN-C and two doses were
administered by other staff. The report identified
R4 had received four doses of the PRN
oxycodone in which one dose had been
administered by LPN-C on 11/4/20.
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Individual Narcotic Record sheets for R5, dated
8/18/20 through 9/5/20, indicated R5 had been
administered 59 doses of PRN hydromorphone.
Further, the sheets identified the dosing of the
hydromorphone to be 4mg every 4 hrs as
needed.. In addition, the sheets identified two
entries that indicated LPN-C as the only nurse
who had destroyed R5's hydromorphone during
the time frame.

Medication administration history reports for
October and November 2020 were not available
for RS due to R5's discharge from the facility on
9/23/20.

During interview on 1/4/21, at 1:38 p.m. RN-A
stated it was required that after she administered
a controlled or narcotic medication she had to
document the administration in both the resident's
electronic medication administration record
(eMAR) and in the medication cart narcotic book.
RN-A explained it was required when she
destroyed a controlled or narcotic medication she
had to document the destruction in the
medication cart narcotic book and on two
additional designated forms located in the RN
office’s locked closet that housed the MedSafe
medication destruction container. Further, RN-A
explained it was required practice that two staff
had to document and witness the controlled or
narcotic medication destruction. RN-A stated she
had verified to facility administration and the local
police department that some of the documented
cosign signatures identified as potentially her's in
the narcotic book had not been signed by her.

When interviewed on 1/4/21, at 1:50 p.m. LPN-A
stated not too long after LPN-C had started
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working for the facility she had noticed during her
own medication administration passes that it
appeared as if LPN-C "gave more narcotics to
residents then they typically took when other
nurses worked." Further, LPN-A explained she
would often find LPN-C had signed narcotics out
In the narcotic book but did not sign the same
narcotic out in the eMAR. LPN-A explained at the
time administration had been updated about her
concerns. LPN-A stated it was required to have
two staff involved in the destruction of any
controlled medication.

During interview on 1/4/21, at 4:.20 p.m. the DON
stated her expectation would be that any
controlled medication was to be documented in
both the eMAR and the medication cart narcotic
book. Further, the DON explained her
expectations regarding controlled medication
destruction would be that the process should be
documented in the narcotic book as to why the
destruction was required and that the actual
destruction process step was witnessed by two
staff. The DON voiced that LPN-C had not
performed these expectations consistently and
back in August of 2020 when she had questioned
LPN-C, she "would give excuses." The DON
stated audits at that time had been completed
regarding LPN-C's narcotic administration and
documentation practices in which the audits had
shown improvements and "no major concerns.”
No further audits had been completed that
pertained to LPN-C's medication administration
performance. The DON voiced she had not had
knowledge of any further concerns regarding
LPN-C's controlled medication documentation
and destruction practices until LPN-D had
updated her in November of 2020 on concerns
she had regarding LPN-C. The DON explained
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during staff interviews staff had voiced
confirmation that some of the cosigned
signatures had not been theirs. In addition, the
DON explained she had not felt any resident had
missed any scheduled medication dose/s In
relation to LPN-C's actions of potential controlled
medication theft; however, the DON did voice the
financial impact to the residents had been a
concern. The DON stated facility practice had
been for the night nurse to do audits that watched
for discrepancies and further explained this had
been the reason LPN-D "brought the issues to
light."

During a telephone interview on 1/5/21, at 12:47
p.m. LPN-C confirmed she had access to
resident controlled medications during her
employment and she further confirmed she had
knowledge of the facility's policy for narcotic
medication documentation and destruction
procedures. LPN-C explained after she had
administered a controlled medication she
documented the administration in the resident's
eMAR and in the narcotic book and then when
she destroyed a narcotic medication this process
had required two staff. LPN-C voiced there had
been occasions where documentation had been
missed due to "the computer system was bad" or
she had gotten busy and would forget to sign out
the administered medications in the eMAR.
LPN-C denied resident medication theft practices
and stated that she has not used drugs
recreationally.

During a telephone interview on 1/5/21, at 1:42
p.m. LPN-D stated she had felt "something was
off" when she and LPN-C had performed a shift
change controlled medication count. LPN-D
voiced she had been unable to remember the
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exact date of this count with LPN-C. LPN-D
explained she noticed in the narcotic book that a
pill had been destroyed the day before by LPN-C
with an indicated reason that it had fell out of the
card. LPN-D stated LPN-C had explained she
had destroyed the medication with another staff
member; however, LPN-D could not recall the
nurse that LPN-C had indicated. In addition,
LPN-D voiced she had again questioned another
narcotic destruction entry completed by LPN-C
during the following day's evening shift count in
which LPN-C had again stated she had destroyed
the medication due to something had been wrong
with the card. LPN-D stated she had reported her
suspicions to the DON the following morning after
that second shift count with LPN-C.

Formal night shift narcotic and controlled
medication audits performed prior to the
allegation were not provided.

A policy Medication Destruction, revised 11/19,
iIndicated medications were to be destroyed in a
safe, efficient manner consistent with established
facility procedures and DEA requirements in
which two nurses were to perform and withess
the destruction of controlled
medications/narcotics and schedule lI-V
medications. The policy failed to identify steps
and/or processes the facility took to decrease the
risk of drug diversion above and beyond general
shift to shift narcotic counting and the policy
further failed to direct staff on potential signs of
drug diversion and how to identify drug diversion
iIndicators.

A policy Controlled/Narcotic Medications,
reviewed 3/20, indicated the procedure in the
event a controlled drug dose had become broken,
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partially used, discarded or lost required the
nurse to record the dose on the narcotic book
page, the nurse and another nurse would co-sign
the proof of use sheet (narcotic book page), and
the medication would be placed in the MedSafe
for destruction. The policy failed to identify steps
and/or processes the facility took to decrease the
risk of drug diversion above and beyond general
shift to shift narcotic counting and the policy
further failed to direct staff on potential signs of
drug diversion and how to identify drug diversion
indicators.

A policy Administration of Medications, revised
3/5/19, indicated six rights of medication
administration staff were to follow when
medications were administered. The sixth right
identified pertained to the right documentation in
which staff were to, "Promptly and accurately
document the medication administration." The
policy further indicated, "After each medication is
administered, document each medication In the
correct box in the MAR (medication
administration record), " and to, "Ensure accurate
documentation of all medications." The policy
failed to identify steps and/or processes the
facility took to decrease the risk of drug diversion
above and beyond general shift to shift narcotic
counting and the policy further failed to direct staff
on potential signs of drug diversion and how to
identify drug diversion indicators.

F 880 | Infection Prevention & Control F 880 2/12/21
SS=F | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
iInfection prevention and control program
designed to provide a safe, sanitary and
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comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(1) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
Involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
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circumstances.
(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.
§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.
§483.80(e) Linens.
Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.
§483.80(f) Annual review.
The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT Is not met as evidenced
by:
Based on interview and document review the F880- Infection Prevention & Control
facility failed to ensure all staff entering the facility
were completing COVID screening prior to 1) How corrective action will be
entering resident care area for the prevention and accomplished for those residents found to
potential transmission of COVID-19. This had the be affected:
potential to affect all 29 residents currently It is the policy of Annandale Care Center
residing in the facility at the time of the COVID-19 that all potential risks of communicable
focused survey. disease transmission be monitored and
controlled to prevent the spread of these
Findings include: types of diseases.
The Dally Staff Screening during COVID
On 1/04/21, at 11:00 a.m. the survey team procedure ensures this standard is met
entered the facility via the building's locked main each day at the facility. A meeting of the
entrance. Surveyors completed a COVID-19 QA Committee was convened on
symptom and screening questionnaire, reviewed 02/09/2021 to conduct a RCA and develop
by a facility' employee after. A facility employee a plan of correction. All staff will be
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took temperatures, assured eye protection and
masks were in place, and hand hygiene was
performed before allowing surveyors entrance to
the facility. During the entrance conference on
1/04/21, at 11:20 a.m. the director of nursing
(DON) stated the facility had 7 confirmed cases
(1 currently in the hospital) of COVID-19.

During interview on 1/04/21, at 11:52 a.m.
licensed practical nurse (LPN)-A stated all
employees enter through the back door employee
entrance. LPN-A stated staff are to perform hand
hygiene, put on their mask and face shield and fill
out the questionnaire before entering the facility.
LPN-A then stated that another staff person is to
verify the information is correction and the form is
completed.

On 1/04/21, at 12:00 p.m. the employee entrance
was observed. There were designated area for
staff to complete hand hygiene along with an area
to store individualized face shields and masks
and complete questionnaires on a clipboard

A review of the facilities Annandale Health and
Community Services Employee COVID-19
Screening sheets, indicated NA-B worked on
11/26/20. The screening documented NA-A had a
temperature (temp) of 96.0 Fahrenheit (F). Even
though there was a documented staff screener
signature to verify NA-B completed the form, the
section of whether NA-B has signs/symptoms
(S/S), this column was blank.

A review of the facilities Annandale Health and
Community Services Employee COVID-19
Screening sheets, from 11/26/20 - 11/29/20, for

NA-B the following was documented:

retrained in the process of self-screening
and made even more aware of the
importance of fully completing all steps of
the self-screening procedure as of
02/12/2021.

2) How to identify other residents having
the potential to be affected by the same
practice:

Daily audits of the Staff Self-Screening
Sheets have been conducted since
2/1/2021 to ensure compliance with the
staff screening requirements. Daily audits
confirm the screenings are being
completed per policy and the facility is
remaining in compliance.

3) Measures put into place or systemic
changes made to ensure practice will not
recur:

In addition to the retraining of all staff on
the self-screening process and the
importance of completing all steps per
policy, a new policy and procedure for
3x/day monitoring of the self-screening
sheets by designated nursing staff during
shift change was implemented as of
2/5/2021.

4) How to monitor performance to assure
solutions are sustained, that correction is
achieved and sustained; implemented,
evaluated and integrated into QA system:
Effective 02/08/21, ongoing compliance
audits will be conducted by the Director of
Nurses, Infection Preventionist or
Administrator of all shifts starting with
4x/week for one week, twice weekly for
one week and continue twice weekly until
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> 11/26/20 - temp 96.0 F, s/s area was blank 100% compliance is consistently being
> 11/27/20 - temp 96.9 F, s/s area was blank achieved. Any discrepancies identified by
> 11/29/20 - temp 97.1 F, s/s area was blank monitoring of the self-screening sheets at
> 11/29/20 - there was no evidence of NA-B being shift change will be addressed with the
screened. staff member immediately. Staff member
who didn’t complete the self-screening per
In a further review of the facilities Annandale policy will be pulled from the schedule
Health and Community Services Employee immediately and screened for
COVID-19 Screening sheets, from 11/26/20 - signs/symptoms of COVID19. If none are
11/30/20, indicated that there was a total of eight determined, staff member will be issued a
(8) employees who had their screening process verbal warning and retrained on the staff
verified, lacking documention of whether they had self-screening process as well as
s/s of COVID-19. informed that any additional violations of
this policy could result in further
During an interview on 1/04/21, at 3:48 p.m. the disciplinary action including and up to
director of nursing (DON) after review of the iImmediate termination. Audit results will
facility's COVID staff screening sheets, the DON be submitted to the QA Committee for
stated "it appears we have an issue with staff final review to determine that compliance
completing them." DON stated that the facility had continues to be achieved.
a "Informal” process, having the nurses checking
the screening sheets as a third check for staff 5) The date deficiency will be corrected:
documentation. Don stated that the nurses had This deficiency has been corrected as of
been educated to review the screening sheets for 2/12/2021.
completion each shift. However, this appears this
IS not being done.
An interview 1/04/21, at 4:46 p.m. LPN-B also
stated that staff need to screen themselves with a
witness of another staff member. However,
LPN-B was unaware that nurses were to check
the screening sheets for completion by staff.
LPN-B stated "maybe the registered nurses do
that.”
A review of the CDC's guidance, entitled: Criteria
for Return to Work for Healthcare Personnel with
Suspected for Confirmed COVID-19 (Interim
Guidance) indicated the following: "Time-Based
Strategy. Exclude from work until: 10 days have
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passed since the date of their first positive
(COVID-19 diagnostic test assuming they have
not subsequently developed symptoms since
their positive test."

A review of the facility's policy, entitled:
Annandale Care Center COVID-19: Infection
Prevention & Control (last reviewed 12/2020)
indicated that "All residents and staff will be
tested if symptomatic" and went on to list the
signs and symptoms the facility will screen their
employees for.
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