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Continued From page 1

Surveyor: 42477

Based on observation, intarview, record review,
professional reference review, and policy review,
the provider failed to ensure physician's orders
were followed for one of one sampled resident's
(6) water flushes during medication (med)
administration through her gastrostomy tube.
Findings include:

1. Review of resident 8's medical record
revealed:

*She was admitted on 8/12/13.

*She had low levels of sodium in her blood,
according to laboratory (lab} tests.

*Her diagnoses included:

~Epllepsy.

-Gastrostomy tube.

-Hypertension.

-Hyperlipidemia.

-Aphasia.

Review of resident 6's most recent 10/30/19
quarterly Minimum Data Set (MDS) assessment
revealed:

*She was unable fo complete the cognitive
assessment.

*She was totally dependent on staff for moving,
transferring, bathing, and toileting.

*She had a gastrostomy feeding tube.

*She received an average of 501 cubic
centimeters (cc) of fluid per day.

Review of resident 6's 1/5/17 physician's orders
regarding to her gastrostomy iube revealed:
*'Elush with 30 cc water before and after meds
[medications].”

*If no meds given at times of scheduled feeding,
flush with 30 cc before and after feeding.”
*"Dissolve meds in 5-10 cc of water."

FB693; 3. Completion Date:

2/25/2020
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*"May mix meds together when administering per
G-tube [Gastrostomy tube].”

*"May flush G-tube with an extra 100 daily PRN
[as needed] for concentrated or strong smelling
urine.”

*"200 cc free [water] bolus three times daily per
g-tube.”

Review of resident 6's January 2020 medication
and treatment administration records revealed:
*MiraLax Powder glve 0.5 scoop via PEG
[percutaneous endoscopic gastrostomy] fube one
time a day related to constipation, glve 1/2 capful
in 6 ounces of water dally.”

*There was no mention of how much water to mix
with the protein powder.

Review of resident 6's registered dietician (RD)
E's notes from 8/7/19 through 1/9/20 revealed
she should have received:

*200 cc water flush tid [three times a day], 30 cc
water before and after meds, before and after
tube feedings. Meds are dissolved in 5-10cc of
water.”

Observation of licensed practical nurse (LPN) C
on 1/28/20 at 10:01 a.m. performing med
adminisiration for resident 6 through her G-tube
revealed:

*She received multiple medications including 6 cc
of liguid phenytoin.

*She received Jevity 1.5 millititer(mt) which was 8
ounces (oz) four times a day.

*She crushed all the tablet style meds and placed
them into a cup with an unmeasured amount of
water.

*She mixed the Mirak.ax powder in a cup with an
unmeasured amount of water.

*She mixed the protein powder in a cup with an

F 693

FORM CMS-2567(02-09) Previous Versions Obsolete Event ID: 318111

Facitity ID: 0055

If continuation sheet Paga 3 of 26



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0210/2020
FORM APPRQVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: COMPLETED

A. BUILDING
435068 B.WING 01/29/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
415 FOURTH AVE NE
AVANTARA WATERTOWN H
WATERTOWN, SD 57201
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLET!ON
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENGY)
F 693 Continued From page 3 F 693

unmeasured amount of water.

~Poured the protein mixture and the Jevity info the
gravity feeding bag.

*She used a triangular graduated container and
measured out 200 cc of water.

*She then used a 60 cc syringe and administered:
-Crushed meds and unmeasured water.

-Miral.ax and unmeasured water.

-Liquid phenytain.

*Usad the 200 cc of water to flush the
madications out of the cup and into the feeding
tube.

*Connected the gravity bag with the Jevity and
the protein powder mixture,

*She was unsure of how much water the cups
held or how much water she had given all
together.

*That was her usual procedure.

Interview on 1/28/20 at 2;12 p.m with registerad
nurse (RN) D regarding resident 6's med
administration through the G-tube revealed:
*They were using 5 oz cups when they completed
medication administration through a G-fube.
~They would fill the cups approximately
three-fourths of the way to the top with water, but
they did not measure it

*She confirmed they should have been
measuring for appropriaie fluid levels.

*There was an as nseded order for 100 cc of
water, but that was if they noticed concentrated or
strong odor of the urine.

*They usually mixed the medications, Miralax,
and protein powder with unmeasured amounis of
water.

-She guessed it was about 3 fo 4 ounces of fluid
for each of the three mixtures.

*She confirmed they had orders for certain
parameters of water administration, but there was
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no documentation on what was actually given.
-She agreed not measuring the amounts of water
could have affected the resident's lab values.

Further interview on 1/28/20 at 2:20 p.m. with
LPN C regarding resident 6 revealed:

*She confirmed not measuring the amounts of
water given could have affected iab values if they
had given too much or too little water.

*She did not remember having training or
competency evaluations done regarding
gastrostomy tubes and med administration.

Interview and record review on 1/28/20 at 4:01
p.m. with RN B regarding medication
administration for resident 6 revealed:

*She gave 30 cc of water before and after
medications.

*She measured 200 cc of water in a triangular
graduated container.,

-She took her 30 cc of water for medication
administration from the 200 ¢c of water.

-She wondered if the lack of measuring the water
could have affected the resident’s lab values.

Interview on 1/29/20 at 7:49 a.m. with the director
of nursing (DON) A regarding resident &'s tube
feeding revealed:

*She believed the nurses had annual competency
evaluations done regarding feeding and
medication administration through a G-tube.
-They had all been trained on the above.

*Water flushes should have been done according
to the physician's orders.

*Too much water or not enough waier could have
affected the resident’s lab values.

Phone interview on 1/29/20 at 8:23 a.m. with RD
E related to resident 6's water flushes revealed:

F 693
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*Nursing staff should have followed the
physician's orders for the water flushes.

*She based her assessments off the orders for
the water flushes.

*She agreed:

-Additional waier could have affected things such
as lab values.

-There should have been consistency with the
water flush amounts and clear guidelines for the
nurses.

-There was quite a difference between 30 cc of
water than the 3 to 4 oz that was being given.

Interview on 1/29/20 at 9:39 a.m. with RN/ staff
development director G regarding gastrostomy
tubes and water flushes revealed:

*She completed annual competency evaluations
for the nurses but did not watch the amount of
water given.

*The annual competency evaluations included;
-Medication administered at the corract fime.
-Medication record was signed after
administration.

-Medication per gastric tube was administered
according to facility policy and procedure.

Review of the provider's November 2017 Care
and Treatment of Feeding Tubes policy revealed:
*'Faeding tubes will be utilized according to
physician orders, which typicaily include: the kind
of feeding and its caloric value, volume, duration,
mechanism of adminisiration, and frequency of
flush.”

“'The resident's plan of care will address the use
of feeding tube, including strategies to prevent
complications.”

*Regarding directions for staff on how feeding
tube care will be provided:

~Frequency of and volume used for flushing,

F 693
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including flushing for medication administration,
and what to do when a prescriber's order does
not spacify.”
**The facility will notify and involve the physician
or designated practitioner of any complications,
and in evaluating and managing care to address
the complications and risk factors,"
Review of Lippincott Manual of Nursing Practice,
11th ed., 2019, pages 569 and 570 revealed:
*Interventions listed to prevent tube obstruction:
~“Flush tube every 4 hr{hour] with 30 mL of water
and after administration of intermilitent feeing and
maedication adminisiration."
*Interventions listed fo prevent hyponatremia:
*"Observe for signs and symptoms of
hypervolemia (shoriness of breaih), rales, | &
Ofintake and output], daily weight, peripherat
edema, elevated CVPlcentral venous pressure]).”
“"Qbserve for signs and symptoms of
hyponatremia{lethargy, headaches, mental status
change, nausea, vomiting, abdominal cramping).”
**Replace sodium, administer diuretics, or
depending on the cause of hypernatremia, restrict
fluids."
F 755 | Pharmacy Srves/Proceduras/Pharmacist/Records F 755| F755 Pharmacy Services/Procedures/Pharmacist/
88=D | CFR(s): 483.45(a)(b)(1)-(3) Records
1. A new consulting pharmacist was assigned
§483.45 Pharmacy Services sffectiva 2117/20 for monihly reviews. A
e . . comprehensive review of all resident records was
The facility must provide routine and emergency completed with specific focus on drug nferactions
drugs and biologicals to its residents, or obtain agd hlgh;rrlsk mg?%gt(l)orés by tr?_new consulﬁr;g g
N s pharmacist on . &xpectations were reviewe
them under an agreement descr lbed in and discussed with the cor?sulting pharmacist with th%
§483.70(g). The facility may permit unlicensed Erxllg on g}g}{%g gu?t?g gﬁ S\risit. n in-seévice was
o eld on y the with licensed nursin
persqnnel to administer drugs if State law . staff to review alerts in Point Click Care that popglate
permits, but only under the general supervision of and follow-up to be completed for significant
a licensed nurse. interactions including notation on medication bottles
that may alert staff to interactions. The Consulting
Pharmacist will continue to review resldent records
§483.45(a) Pracedures. A facility must provide B‘lﬁrslthly with a summary of findings provided to the
FORM CMS-2567(02-99) Previous Versions Obsolete Event iD: 315111 Facility iD: 0055 If conlinuation sheet Page 7 of 25
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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 facliity
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:

Surveyor: 356237

Surveyor: 42477

Based on cbservation, intarview, record review,
and policy review, the provider failed to ensure
pharmacy services had idenfified, evaluated, and
documented their involvement for one of one
sampled resident's {6) high risk selzure
medication for potential negative interactlons with
her other medications and enteral (gastrostomy
fube [g-tube]) feedings. Findings include:

1. Observation and interview on 1/28/2020 at
10:01 a.m. with licensed practical nurse (LPN) C
during administration of resident 6's medications
through her gastrotomy tube revealed concerns

F 755| The DNSwill continue to review the findings with
intarvention as appropriate. Findings will be brought
to QAP for review and recommendations as

warranted monthly by the DNS,

2. Completion Date:

2/2512020
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regarding her phenytoin seizure medication. The
medication had been administered at the same
time as other medications with potential
inferactions and with her enteral feeding when it
should not have been.

Refer to F760, finding 1.

Review of resident 6's medical record revealed:
*She was admitied on 8/12/13,

*Her diagnoses included:

-Epilepsy.

-Gastrosiomy tube.

-Aphasia.

*Her phenytoin had been scheduled for the same
time as her other medications and the G-tube
feedings.

*There were drug-to-drug interaction alerts for the
phenytoin in the interdisciplinary notes that had
not been followed up on.

*There was no evidence the pharmacy had
identified or evaluated the concerns with the
phenytoin administration with other medications
or the enteral feeding.

Review of resident 6's medication administration
racord (MAR) revealed:

*There was a notification regarding drug-to-drug
interaction of "moderate” severity.

-"Folic acid may decrease plasma concentrations
and therapeutic effectiveness of phenytoin
suspensicn 125 mg[milligrams]/SmL[millilters).
Increased seizure frequency may ocour."

Review of Wolters Kluwer's Nursing 2020 Drug
Handbook, 2020, regarding liquid phenytoin
revealed:

*Page 1282; "Shake suspension well before use.”
*Page 1284; Drug-focd interactions listed:

F 755
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-*"Enteral tube feedings; May interfere with
absorption of oral drug. Stop enteral feedings for
2 hours before and 2 hours after drug use.
Monitor serum drug levei more frequently.”
-*...Folic acid...", "May decreass phenytoin
activity, Monitor phenytoin level.”

Interview on 1/29/20 at 7:49 a.m. with director of
nursing (DON) A regarding resident 6 revealed:
*She confirmed the phenyloin had been started in
August 2019 and had been scheduled for the
same time as her other medications and the
enteral feeding.

*She expected drug interactions to have been
followed-up on:

-By nursing if there was an alert identifisd when
inputting the orders.

-By the pharmacist at the time the order was
received and at the time of the monthly reviews,
*She expected the pharmacy and pharmacy
consuttant to have assisted nursing in identifying
those potential inferactions and developing a plan
to ensure the medication was given appropriately.

Phone interview on 1/29/20 at 8:09 a.m. with
consultant pharmacist F regarding resident 6's
phenytoin administration revealed:

*She confirmed the liquid phenytoin:

-Should have been shaken prior to dispensing it
to ensure an accurate dose was being
administered.

-Should not have been given at the same time as
other medication such as the Tums due to
interactions.

-Should not have been given at the same time as
the enteral feeding.

*She was not aware the staff had not heen
following the manufacturer's instructions for the
liquid phenytoin administration.
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*She seemed hesitant and avoided direct
respense when asked about the pharmacy's
involvement and what expeclation for
documentation would be for the above surveyor
identified questions with the administration of the
liquid phenytoin.

*She stated if the pharmacist had identified any
irregularities with residents’ medications during
the monthly reviews it should have been
documented.

Review of resident 6's maonthly medication
pharmacist regimen reviews from 8/14/19 through
1/21/20 revealed:

*"No irregularities.”

*Those medication regimen reviews noted:
~Acknowledgement of the liquid phenytoin order.
-Lab values.

-On 12/5/19 and 1/21/20 there were "no
recommendations this review.

*There was no indication the pharmacist had
identified concerns with the timing and
administration of the phenytoin or potential med
interactions.

Review of the provider's 2007 Medication Error
Reporting and Adverse Drug Reaction Pravention
and Detection policy revealed: !
*'The facility utilizes a system to assure that
medication usage is evaluated on an ongoing
basis. Medication errors and adverse drug
reactions are assessed, documented, and
reported as appropriate to the resident’s attending
physician andfor prescribers, the pharmaceutical
services committee, the pharmacy, foed and drug
administration medwatch program or uspfismp
medication error reporting program.”

*Review of the guidelines and definitions:
-"Medication errorivariance shall be defined as

F 755
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any preventable event that may cause orlead to
inappropriate medication use or resident harm
while the medication is in the control of the health
care professional, resident or consumer.”

--That included "professional practice. ..,
...administration..., ...monitoring, and use.”

*"The interdisciplinary team reviews the resident's
medication regimen for efficacy and actual or
potential medication-related problems on an
angoing basis.”

*"When a resident received a new medication,
the medication order is evaluated for the
following:

-The dose, route of administration, duration and
monitoring are in agreement with current clinicaf
practice, clinical guidelines, and/or
manufacturer's specifications for use.”

-"The resident is not taking other medications,
nutrittonal supplements, including herbal
products, or foods that would be incompatible
with the prescribed medication."

*"Fagility staff monitor the resident for possible
medication-related adverse consequences,
including mental status and level of
consciousness, when the following conditions
oceur:

-...Addition or discontinuation of medications
and/or non-pharmacologic interventions."

Review of the facility's 2007 Medication
Administration policy revealad:

*"Medications are administered in accordance
with written orders of the prescriber.

-"If necessary, the nurse contacts the prascriber
for elarification. The interaction with the pharmacy
and the resulting order clarification are
documents in the nursing notes and elsewhers in
the medical record as appropriate.”

*"Note any allergies or contraindications the
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resident may have prior to medication
administration.”
F 760 | Residents are Frae of Significant Med Errors F 760 E:g?SRESNSMS are free of significant Medication
s5=D | CFR(s): 483.45(f}2)
1.0n 1528}2[10, thtfe F'rti)mary %?qrg Physig{an RTCP)
ity was updated via fax by the regarding the
The facility must ensure that its- . adiministration of phenytoin with the enteral feedings
§483.45(f)(2) Residents are free of any signlificant and other medicatlons which may cause decreased
medication errors absorbency. The time of the administration of the
i - ) phenytoin was changed by nursing on 1/28/20 based
This REQUIREMENT s not met as evidenced on these recommendations. An order was recelved
by: to obtain a {Jh(_enytoln level in 1 week. On 1/29/20,
’ . the Medical Director was contacted by the DNS via
Surveyor: 35237 phone. A phenytoin level was ordered, obtained and
recorded at 10.0 (Reference Range 10-20). The
Surveyor; 42477 PCP reviewed the lab 1/29/20 with no new arders.
Based on observation, interview, record review, 2, Tthe PIGP I\(p\.'rotpi %tthe visit on 1!30{20 at tfhe living
" i i center, ‘1 acknowledge recommendations of not
a!'ld pf)llcy rgwew, the. prgwder falled o ensure a adrministering Dilantin (phenytoin) with enteral
high risk seizure medication (med) had been feedings bul has been recelving consistently and is
administered according to manufacturer's therapeutic in preventing sefzures. Recommend
instructions for one of one sampled resident (6) continuing current orders (with Dilantin (phenytoin)).
P A phenyloin level was ordered every 6 months during
who had a gasirestomy tube (G-tube) regarding a this visit o the living center. The MAR was updated
dication that: to reflect the phenytoin administration with enteral
medi hat. feedings as ordered hy the PCP. A phenyloin leve
*“Was not mixed or shaken before measured and \?rlaspcggnplﬁed grtchIﬁ.EO and was 7.3. On 2/7/20,
. the ardered the phenytoir to by increased to
ihen administered. . " 7mi twice a day and recheck leve! in 1 month, The
Should not have been given at the same time as res;dltta;lt Igonlgmm? tp? be free °1f|a3y ob?‘er}:,e?u s%izu,-le
g i activity. Revlew of the protocol labs with the Medica
Iler G-tube fe.:edmg_ ional staff t Director completed on 2/18/20 and protocol
Was not reviewed by professional staff to phenytoin lzvel to be changed from annually & every
support It could have been given at the same time & months,
as medicatiqns that could have had potential 3. An in-service and compstency evaluations were
reactions to it complete;i ?fn 2!‘:9&20 bg i\tlhe b; deith licensed
e ; . nursing staff, includin B, to educate on
Findings include: the new enteral tube feeding policy, administration of
medications, nutrition and enteral flushes per gastric
1. Review of resident 6's medical record tube. The DNS or designee wilt conduct random
A audits of llcensad nursing staff to ensure proper
revealed: administration of enteral feedings, medication and
*She was admittad on 8/12/13, materb 2xa kw';ere!ixdf wEeltcs then weskly 3;'4 week_?_h
N en biweekly x4 weeks to ensure compliance. The
*She had low levels of sodium in her blood, DS or designes willpresent audit finding fo QAPI
according to laboratory tests. menthly for review and recommendations for at ieast
*Her diagnoses included: 3 months.
-Epilepsy. 4. Complstion Date: 2/26/2020
-Gastrostomy tube.
FORM CMS-2567(02-59) Pravious Versions Obsolete Event ID: 3181 Facility ID: 0055 If continuation sheet Page 13 of 25




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

PRINTED: 02/10/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

435068

(¥2) MULTIPLE CONSTRUCTION

A. BUILDING

(%3) DATE SURVEY
COMPLETED

B. WING

01/29/2020

NAME OF PROVIDER OR SUPPLIER

AVANTARA WATERTOWN

STREET ADDRESS, CITY, STATE, ZIP CODE
415 FOURTH AVENE
WATERTOWN, SD 57201

(X4} 1D
PREFIX
TG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGLLATORY OR LSC IDENTIFYING INFORMATION)

I8]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (xs)
(EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION

CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 760

Continuad From page 13

-Hypertension.
-Hypetlipidemia.
-Aphasia.

Review of resident 6's most recent 10/30/2019
quarterly Minimum Data Set {MDS) assessment
revealed:

*Sha was unable to complete the cognitive
assessment.

*She was totally dependent on staff for moving,
transferring, bathing, and toileting.

*She had a gastrostomy feeding tube.

Observation and interview on 1/28/20 at 10:01
a.m. with licensed practical nurse (LPN} C during
medication administration for resident & revealed:
*The resigent's medications were given through
her G-tube and included:

-A multivitamin,

-Jevity 1.5 millliters (mL.) enteral nutrition, an
eight ounce {oz) container.

-Beneprotein, one scoop.

-Aspirin, 81 milligram{mg).

-Calciumivitamin D tablet.

-Folic acid.

-Lisinopril.

-Miralax, 1/2 capful.

-Phenytoin liquid,125 mg.

~Tums.

-Tylenol, 650 mg.

~Vitamin D, 400 mg.

-Zyrtec, 10 mg.

*The liquid phenytain was poured into a
medication cup without first shaking It.

*The other medications were crushad together
and put in a cup.

*Protein powder was mixed in a cup with an
unmeasured amount of water.

*All medications were adminisiered and followed

F 760
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immediately by the formula.
*LPN C indicated the above was her usual
procedure,

Review of the manufacturer's instructions on the
box the above liquid Phenytoin med was in
revealed:

*'Shake well before using."

*'Do not take with antacids."

Interview and label review on 1/28/20 at 2:12 p.m.
with registered nurse (RN) D regarding resident
&'s Hquid phenytoin med revealed:

*She confirmed:;

-The liquid phenytoin stated it should have been
shaken well before administration.

~The bettle stated it should not be taken with
antacids, but that was what they had been doing,
*The nurses administered her medications and
Jevity at the same time according to the
physician's orders.

-She was not aware the phenytoin med should
not have baen given at the same time as the
Jevity.

Interview and record review on 1/28/20 at 2:12
p.m. with RN B regarding administering resident
6's liquid phenytoin med revealad:

*She confirmed the resident 6 had been recsiving
Tums, liquid phenytoin, folic acid, and Jevity at
the same time.

-The phenytoin med had started on 8/3/19 when
her elher seizure medication had been
discontinued.

*She reviewed the 2020 Nursing Drug Handbook.
-That was the reference the nurses had been
using.

*According to that drug handbook;

-The fiquid pheyntoin had reactions to

F 760
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medications the resident was being given
together af the same time that included the Tums
and folic acid.

-The liquid phenytoin should not have been given
at the same time as the Jevity tube feeding.

*She stated sometimes they received a moderate
or severe drug interaction notification when
inputiing new orders Into a resldent's record.

-If an alert happened the nurse would had to
acknowledge it and call the pharmacy for further
direction.

--That information should have been documented
in the resident's chart.

*The pharmacy also should have nofified nursing
if there were any issues with giving the phenytoin
with the Jevity or those medications with
interactions.

-A pharmacist reviewed all residents' medications
monthly,

*The only time the resident's phenytoin laboratory
level had been check was on 8/15/19.

-Her level had been below the therapeutic range,
and the physician had ordered to continue at the
same dose if no changes or seizures.

*She was not aware of the resident having any
seizure activity since prior to the phenytoin.

Review of resident 6's 8/9/19 through 1/28/20
nursing notes revealed:

*She was started on liquid phenyteoin suspension
on 8/9/19,

-She was to have a basic metabolic panel and
phenytein level in one week.

*The computer system had identified the following
drug-to-drug interactions regarding liguid
phanytoin:

-Tums a mild interaction: "Interaction: Reduced
pheyntoin plasma levels have been reported.
Pharmacologic effects of phenytoin suspension

F 760
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125mg [milligrams}/Sm! [milliliters] might be
decreased.”

-Folic acid 2 moderate interaction: "Interaction:
Folic acid 1 mg tablet may decrease plasma
concentration levels and therapeutic
effectiveness of pheyntoin suspension
125mg/5ml. Increased seizure frequency may
oceur.”

*There were no comments or notes in the
comment section of the drug-te-drug interaction
note.

*There was no documentation to:

-Indicate the pharmacist or nursing staff had
evaluated the timing of the phenytoin related to
the medications or G-tube feedings,

-Suppori increased monitoring of the resident for
potential seizure activity, or an adverse reaction .
related to high risk medication change, or for
potential medication interactions.

Interview on 1/29/20 at 7:49 am with the director
of nursing (DCON) A regarding resident G revealed:
*She confirmed the phenyioin had been started in
August 2019 and had been schedulsd for the
same time as her other medications and entaral
feeding.

*She expected medication interactions to have
been followed up on:

-By nursing if there was an alert identifiad when
inputting the orders.

-By the pharmacist at the same time the order
was received and at the time of the monthly
reviews.

*After the surveyors had identified and notified
them of the potential negative effect/interactions:
-They had moved the timing of the liquid
phenytoin and Tums.

~The folic acid interaction was not mentioned.
*She confirmed the manufacturer's instructions
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for the liquid phenytoin had not been followed and
would have been considered a rnedication error.
“She was not aware of the resident having any
adverse oufcome or sefzure activity since before
the phenylcin had been started.

*She agreed phenytoin was a high rigk
medication and should have been given properly
to avoid potential harm to the resident.

Phone interview on 1/29/20 at 8:00 a.m, with
consultant pharmacist F regarding resident 6's
G-lube medication administration and the above
concerns revealed:

*She had been contacted by the facility staff the
evening before about the resident's phenytoin
after staff had been questioned about their
administration pracedure.

*She confirmed the liquid phenytoin:

-Should have been shaken prior to administering
to ensure and accurate dose was being giver
-Should not have been given at the same time as
other medication with possible interactions such
as Tums.

-Shouid not have been given at the same time as
enteral tube feeding.

*She was not aware the staff had not been
following the manufacturer's instructions for
administering the liquid phenytoin.

*She seemed hesitant and avolded direct
response when asked about the pharmacy's
Involvement and what expectation for
documentation would be for the above surveyor
identified questions with the administration of the
liquid phenytoin.

*She slated if the pharmacist had identified any
irregularities with a resident's medications during
the monthly reviews it should have been
documented.

*Review of the monthly consultant pharmacist

F 760

FORM CMS-2587(02-99) Pravious Versions Obsolete

Event ID: 318111

Fagflity 10: 0055

If continuation sheet Page 18 of 25



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/10/2020
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
435068 B. WING 01/29/2020

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP CODE
415 FOURTH AVE NE

reports from 8/14/19 through 1/21/20 revealsd no
irregularities or concerns with the liguid phenytoin
had been identified.

Refer to F755, finding 1.

Review of the provider's November 2017 Care
and Treatment of Feading Tubes policy revealed:
“"Faeding tubes will be ulilized according to
physician orders, which typically include: the kind
of feeding and its caloric value, volume, duration,
mechanism of administration, and frequency of
flush.” :

*The resident's plan of care will address the use
of feeding tube, including strategies to prevent
complications."

*Directions for staff on how feeding tube care
would be provided revealed:

~"Frequency of and volume used for flushing,
including flushing for medication administration,
and what to do when a prescriber's order does
not specify.”

*The facility will notify and invaolve the physician
or designated practitioner of any complications,
and in evaluating and managing care to address
the complications and risk factors.”

Review of Wolters Kluwer's Nursing 2020 Drug
Handbook, 2020, regarding liquid phenytoin
revealed:

*Page 1282; "Shake suspension well before use."
*Page 1284; Drug-food interactions listed:
-*+'Enteral tube feedings; May interfere with
absorption of oral drug. Stop enteral feedings for
2 hours before and 2 hours after drug use.
Monitor serum drug level more frequently.”

- Folic acid...", "May decrease phenytoin
activity. Monitor phenytoin level."

Review of the provider's 2007 Medication Error
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Reporting and Adverse Drug Reaction Prevention
and Detection policy revealed:

“'The facility uillizes a system to assure that
medication usage is evaluated on an ongoing
basis. Medication errors and adverse drug
reactions are assessed, documented, and
reported as appropriate to the resident's attending
physician and/or prescribers, the pharmaceuticai
services committes, the pharmacy, food and drug
administration medwatch program or uspfismp
medication error reperting program.”

*Review of the guidelines and definitions:
"Medication errorfvariance shall be defined as
any preventable event that may cause or lead to
inappropriate medication use or resident harm
while the medication is in the control of the health
care professional, resident or consumer.”

--That included "professional practice...,
...administration..., ...monitoring, and use.”

*'The interdisciptinary team reviews the resident’s
medication regimen for efficacy and actual or
potential medication-related problems on an
ongeing basis."

*“When a resident received a new medication,
the medication order is evaluated for the
following:

-The dose, route of administration, duration and
meonitoring are in agreement with current clinical
practice, clinical guidelines, and/or
manufacturer's specifications for use.”

~"The resident is not faking other medications,
nutritional supplements, including herbal
products, or foods that would be incompatible
with the prescribed medication."

*"Facility staff monitor the resident for possible
medication-related adverse consequences,
including mental staius and level of
consclousness, when the following conditions
oceur:
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-..Additicn or disconfinuation of medications
andfor non-phamacologic interventions.”
F 880 | Infection Prevention & Control F 880 | F8B0 Infaction Control
$s=D | CFR(s) 483.80(a}1 )(2)(4)(6)(0 1. Residents who reside in the facility have the
potential to be affected by this finding.
§483'89 .Infectlon Contr:ol f o 2. Past observed rgon-com)ﬂlfance regarding resident
The facility must establish and maintain an 150 cannot be corfectad. All residerts who reslde in

infection prevention and conirol program the factlity have the potential to be affected by this

X . . finding. The policies for hand hygiene, catheter care
designed to provide a safe, sanitary and and wound care were reviewed \?vith no ravislons, An

comfortable environment and to help prevent the {g-seormlge lsin'(tmnlnding RN B)dw(gg hel? o 2/1t9120 bﬁ',
i T e , Unl lanager an Nica Hcation wi

dfevelopment and trfansmissmn of communicable all staff rgarding thg hand hygiene poicy and

diseases and Infections. procedure, as well as demonsirated competencies

completed. Hand hygiene will be reviewed, and
competencies will be completed for ali new hired

§483.80(a) Infection prevention and control staff and annually thereafter. The DNS or designes
program, will eanduct random hand hygiene audits of variad
The facility must establish an infection prevention deparimental staff 2x a week x4 waeks then weekly

. x4 weeks then blweekly x4 weeks to ensure proper
and central pragram (IPCP) that must include, at fechnigue.

a minimum, the fallowing elements: 3, An in-service was held on 2/19/20 by the DNS, Uni
Manager and Clinical Education with cartified and

§483.80(a)(1) A system for preventing, identifying, llcensed nursing staff regarding catheter care and

A L s Infectlon control tachniques policies and proceduras.
reporting, investigating, and controlling infections The DNS or designes will conduct random catheter
and communicable diseases for all residents, care audits of certified and Heensed nursing staff 2x a

week x4 weaks than weekly x4 weeks then biweekly

staff, volunteers, visitors, and other individuals x4 weoks to ensure proper eahnique.

providing services under a contractual

i 4, An in-service will be held on 2/19/20 by the DNS,
arrangement base.d upon the facility assessm.ent Unit Manager and Cfinical Education with licensed
conducted according to §483.70(e) and following nursing staff regarding policy end procedures for
accepted national standards; proper Infection control techniques during dressing

changes. Competencies will be completed at isast
annugally by the Cerlified Wound Nurse or designes.

§483.80(a}{(2) Written standards, policies, and l'_l'amedgrirtiﬁ%git W?lljiggnliggse Srgﬁ]%sisgtg?fe: wgilcs:algguct
i H Auailg o n (s}
procedures for the program, which must include, proper dressing changes 2x a week x4 weeks fr-an
bui are not limited to: weekly l.\(4 rx:\me tf}en lgwgeklydmjwwks tﬁ ensuret
i i P i i proper technique. The or designee will presen
@A §ystem of sm:velllancle designed to identify all the above audit findings to QAPI for review and
possible communicable diseases or recommendations as warranted for at least 3 months.

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;

5. Completion Date: 212512020
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(ili} Standard and transmission-based precautions
{o be foliowed 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 upen the infectious agent or organism
involved, and

{B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The eircumstances under which the faclity
must prohibit employees wlh a communicable
disease or infected skin lasions from direct
contact with residents or their food, if direct
contact will ransmit 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
corractive actions taken by the facility.

§483.80(e} Linens.

Personne! 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:

Surveyor; 20354

Based on observation, interview, and policy
review, the provider failed to ensure infection
control practice and fechnique was maintained for
one of two sampled residents {150) by one of two
registered nurses (RN) (B} during the resident's
personal care and treatment. Findings include:
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1. Observation on 1/28/20 at 9:54 a.m, with RN B
while she performed a treatment on resident 150
revealed:

“She entered the resident's room.

*On the overbed table was a paper towel with a
medication (med) cup of bacitracin and a med
cup of zinc oxide and two Q-tips.

*She put on gloves without performing hand
hygiene and did the following:

-Removed a wet wipe from a package, wiped his
Inner left leg crease, then put it in the garbage.
-Removed another wet wipe and wiped his inner
left leg crease.

--That soiled wipe contained red drainage.

-She took that soiled wet wipe and wiped the
Foley catheter tubing approximately five inches
from the base of the penis towards the end of the
penis then discarded it.

-8he took another wat wipe from the package
and cleaned around the base of the penis.

-At that time she removed her gloves.

“Without performing hand hygiena she picked up
the syringe driver pain pump and administered
additional medication fo him,

*Went to the bathroom, did not perform any hand
hygiene, put on new gloves, and applied
bacitracin with a Q-tip fo the end of his penis.

-At that time she removed her gloves.

*Went to the bathroom, did not perform any hand
hygiene, put on new gloves, and applied zinc
oxide to both of his inner leg creases.

-Removed her gloves and perfoermed hand
hygiene at that time.

Interview an 1/29/20 at 9:16 a.m. with director of
nursing A regarding the above observation of
resident 150 revealed:

*RN B should have:
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-Removed her soiled gloves and performed hand
hygiene.

-Performed hand hygiene befora touching the
syringe driver.

*Her expectations were to sanitize hands when
moving from a soiled area to a clean area.

Review of the provider's October 2019 Hand
Hyglene policy revealed:

*Policy:

-"The facility considers hand hygiene the primary
means to prevent the spread of infection.”
*Procedures;

-2, All personnel shall Tollow the
handwashing/hand hygiene procedures to help
prevent the spread of infections to other
personnel, residents, and visitors.

-6. In most sitvations, the preferred method of
hand hygiene is with an alcohol-based hand rub.
if hands are not visibly soiled, use an
alcohol-based hand rub containing 60-30%
ethanol or isopropanal for all the following
situations:

~-a. Before and after direct contact with residents.
-k, When entering and leaving s Resident care
areafroom.

~c. Before donning and after ramoving gloves.
--e. Before preparing or handling medications.,
--@. Before moving from a contaminated body site
o a clean body site during resident care.

-8. The use of gloves does not replace
handwashing/hand hygiene."

Review of the provider's September 2019
Catheter Care policy revealed:

*Policy:

~"The purpose of this procedure is 1o prevent
catheter-gasociated urinary tract infections.”
*Infection Control:

F 880
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-"1. Use standard precautions when handling or
manipulating the drainage system.

-2, Maintain clean technique when handling or
manipulating the catheter, tubing, or drainage
bag.

--a, Routine hygiene (e.g., ¢cleansing of tha
meatal surface with soap and water or with
perineal wipes during daily cares) is appropriate
and should be performed with AM and HS cares
and with each episode of performing peri-care."
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Surveyor: 29354

A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Carae facilities, was conducted from
1/27/2020 through 1/29/2020. Avantara
Watertown was found In compliance.

LLABORATORY DIRECTOR'S OwDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE [XB) DATE

Lynna M. Speler < M Administrator 21072020

Any deficlancy statement ending with an asterisk (*) dendtes a deficlency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients. (See insfructions.) Except for nursing hoimes, the findings stated above are disclosable $0 days
following the date of survey whether or not a plan of corection is provided. Feor nursing homes, the above findings and pfans of corraction are disclosable 14

days following the date these documents are made available to the facllity. If deficlencles are cited, an approved plan of corraction is requisite to continued

program participation. .—-—~\ ]_? m n \V] F E«“
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K000 | INITIAL COMMENTS K 000
Surveyor: 40508
A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 1/28/20. Avantara
Watertown was found not in compliance with 42
CFR 483.70 (a) requirements for Long Term Care
Facilities.
The buitding will meet the requirements of the
2012 LSC for existing health care occupancies
upon correction of deficiencies identified at K131
and K292 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.
i i K 131 i The preparation of the following plan of correction for
K131 Mulllple' Occupancies this deficiency does not constitute and sheutd not be
55=D | CFR(s): NFPA 101 intarpretad as an admission nor an agresment by the
facigly of trt:e trtutth of thte ffaé:t?_ allegtia o_rlu_ rni:cpml:!usiufns
: . " set for in the statement of deficiencies. The plan of
Multiple Occupancies - Sections of Health Care cortection prapared for this deficiency was executed
Facilities gnlgly t:eLcaussvit is requin;eld byhprcf)t\)risions of tSt:ate and
i 1154 7 ederal Law. Withoul walving the foregoing statement,
Sections of hea!th care facilities classmgd as the facility states that: g
other occupancies meet alt of the following:
K 131 Multiple Occupancies
o They are notintended to serve four or morg 1. All residents, staif and visitors were identified for
inpatients for purposes of housing, treatment, or carrection. No negative oulcomes noted for residents.
customary access. 2. Open piEes entering the care center wera filled
o They are separated from areas of health care with CGreat Siuff ™ Fireblack Insulating Foam Sealant
occupancies by on 1/30/2020 by the Maintenance Director.
construction having a minimum two hour fire 3. Maintenance Director or dasignee conducted
resistance rating in inspections of all fire barriers on 1/30/2020 and
, ter 8 documented all inspsctions and repalrs according to
accordance with Chapter 8. the established procedures. Maintenance Director or
o The entire building is protected throughout by designee will audit findings to monthly QAPI for review!
an approved, supervised gr‘tg Dr::.lcrf;r.nmendatfons as warranted for at least
automatic sprinkler system in accordance with
Section 9.7. 4. Completion Date: 2/25/2020
Hospital outpatient surgical departments are
required o be classified as an Ambulatory Health
LABORATORY DIRECTOR'S OR PROVIDERFSURPMER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
H ? . -
Lynna M. Speier fruno Administrator 2/19/2020

Any deficlency statement ending with an asterték {*) denotes a deficiency which the institution may be excused from corracting providing It [s 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

Caliale

program participation, i D) Ll;x

i

GlB:

!

;citqq;-ap\-g?pr@{gd-p"l‘aﬂr_;.of.?orreclion is requisile to continued
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K131

K 203
S8=D

Continued From page 1

Care Occupancy regardiess of the number of
patients served.

19.1.3.3, 42 CFR 482.41, 42 CFR 485.623

This REQUIREMENT is not met as evidenced
by:

Surveyor: 40506

Based on observation and interview, the provider
faited to maintain the fire-resistive design of one
of one building separation walls (between the
nursing home and the adjacent apartment
building). Findings include:

1. Observation on 1/28/20 at 12:30 p.m. revealed

“ihe two-hour fire-rated separation wall between

the nuraing home and the adjacent bullding
corridor had fhree unsealed penetrations. The
wall was penetrated by two 2-inch insulated
steam pipes, and one 4-inch insulated steam
pipe. The three pipes had been cut off 6-inches
inside of the nursing home.

The openings were not sealed or provided with
any approved material to maintain the fire rating
of the wall.

Interview with the maintenance supervisor at the
time of the observation confirmed that finding.

The deficiency could affect 100% of the
accupants of the smoke compartmant.
Exit Signage

CFR(s): NFPA 101

Exit Signage

2012 EXISTING

Exit and directional signs are displayed in
accordance with 7.10 with continuous illumination
also served by the emergency lighting system.

K 131

K293

K 293 Exit Signage

1. All residents, staff and visitors were identifiad for
correction. No negative outcomes noted for residents.

2. Two addiional exit signs were installed on
2/18/2020 by the Malntenance Director.

3. Maintenance Directer or designee will conduct
inspections of evacuation route monthly with the
regularly scheduled fire drill. Maintenance Director or
designee will confinue to document all inspactions and

FORM CMS-2567(02-99) Previous Versions Obsolete
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19.2.10.1

(Indicate N/A in one-story existing occupancies
with less than 30 occupants where the line of exit
travel is obvious.)

This REQUIREMENT s not met as evidenced
by:

Surveyor: 40506

Based on observation and interview, the provider
failed to Install exit signs for two of two resident
carridors (long corridor and short corridor).
Findings include:

1. Observation on 1/28/20 at 1:30 p.m. revealed
one exit sign located in the long corridor indicated
egress to the exterior. The second required exit
{through the cross-corridor smoke seperation
doors to the'nurses' station) was not identified
with the exit signage.

2. Observation on 1/28/20 at 1:45 p.m. revealed
one exit sign located in the short corridor
indicated egress to the exterior. The second
required exit {through the cross-corridor smoke
seperation doors to the nurses' station) was not
identified with the exit signage.

interview with the maintenance manager at the
times of the above observations confirmed thoss
findings.

The deficiency affected two locations required to
he provided with a marked and identifiable path of
egress,

Maintenance Director or designee wili audit findings
to monthly QAPI for review and recommendations as|
warranted for at least 3 months.

4, Complation Date: 21256/2020
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S 000 Compliance/Noncompliance Statement S 000
Surveyor: 40508
A licensure survay for compliance with the
Administrafive Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted frem
1/277/2020 through 1/28/2020. Avantara
Watertown was found not in compliance with the
following requirement: $157.
§ 157 44:73:02:13 Veniilation 157 The preparation of the following plan of correction for
this deficiency does not constitute and should not ke
. e interpreted as an admission nor an agreement by the
Electrically powered exhaust ventilation shall be facility of the truth of the facts alleged on concluslons
provided in all soiled areas, wet areas, toilet set for In the staternent of deficiencies. The plan of
correction prepared for this deficiancy was executed
rooms, and storage rooms. Clean storage rooms solely because it is required by provisions of State
may alse be ventilated by supplying and returning and Federal Law. Without waiving the foregoing

statement, the facllity states
S 157 44:73:02:13 Ventitation

air from the building's air-handling system.

This Administrative Rule of South Dakota Is not 1. All residents, staff and visitors were identified for

met as evidenced by: correction. No negative outcomes noted for residents

Surveyor: 40506 2. Active Heating, inc performed ali full inspection

-Based on observation and interview, the provider and completed iImmediately repairs of all electrically
failed to maintain exhaust ventiation in four gﬂ\g?zrgczi :xhaust fan in the identified areas on
randomly observed rooms {two corridor soiled '
laundry storage rooms, the toilet room of resident a. 2!§°illed Eaund_;y s%orage rgo§1 ethaust l\fgliﬁio?

} g .| inthe long corridor is sarved by roof vent #5. The fan
!'oom 18, and the dirty laundry room). Findings . belt was retightened, bearings re-greased and fan
includa; motor amps were found to be at maximum, Exhaust

) air f:ow was me:su}zad iagain and passes menthly

. i maintenance checks air flow. This fan is original to
1.a. Observation on 1/28/20 at 10:00 a.m. 19686 construction is scheduled for replacamgant.
revealed the soiled laundry storage room on the

Jong corridor did not have working exhaust b. Resident room 18 exhaust fan is served by roof

vant #7. Building blueprints show required ventilation

ventilation. Interview with the maintenance in that rogm is toftrJne @rtr)]crm.}thau.;st air flow was
N N . measured at 64¢fm. The exhaust fan passed monthly
manager at the time of the observation confirmed maintenance checks. No further actions are required’
that finding. this ventilation meets all known requirements
. c. Soiled laundry storage room exhaust ventilation in
b. Observation on 1/28/20 at 10:20 a.m. the short oorrldg’r is se?ved by roof vent #8. Building

revealed the toilet room for resident room 18 did blueprints show required ventilation in that room is to

. o : be 40cfm. Exhaust air flow was measured at 51cfm,
not have working exhaust ventilation. Interview The exhaust fan passed monihly maintenance

with the maintenance manager at the time of the checks. Nofurther actions are required this
observation confirmed that finding. ventilation meets all known requirements.

LABORATORY DIRECTOR'S OR PROV! UPPLIER REPRESENTATIVE'S SIBNATURE TSTLE {X6) DATE
Lynna M. Speier G Sty Administrator 2/19/2020
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157 i 157 d. Solled laundry holding room exhaust ventilation is
s Continued From page 1 S15 served Elj:y m?lf \;ant #2.h Building bluagrirétg osé\f:)nw
; . required ventilation in that room is to be .
¢. Observation on 1/28/20 at 11:00 a.m. Exhiaust air flow was measured &t 80cim. The fan
revealed the soiled laundry storage room on the belt was re"ghten;d’ﬂhe?ﬂggs re-greacrisgd am fl%n
; i motor was rewired after finding it wired backwards
shor't c?rrldor dld'nct hgve worklr?g exhaust causing the fan fo spin backwards, Exhaust air flow
ventilation. Interview with the mainienance was measured again and found o be 375¢fm. All
manager at the time of the observation confirmed corrective and repalr actions are complete an this
. exhaust fan,
that finding.
3. l\p{g:ntlenamétei Direcft?r q;’_ tclesigr;ezex wi{l roonduct
’ . monthly Inspections of facility equipment for
d. Observathnon 1/28/20 at 1.1 15 am . operability and make necessary repalrs.
revealed the soiled laundry holding room adjacent Degignae will continue to docum%r?t ?‘II inspections
; i and repairs according to the established proceduras,
to th'e I:_iundry raom d[d. not have .workmg exhaust Maintenance Director or designee will audit findings to
ventitation. Interview with the maintenance monthly QAP) for review and recommendations as
manager at the fime of the observation confirmed warranted for at least 3 months.
that finding. 4, Completion Date: 2{25/2020
e. Tha maintenance manager stated he did not
have exhaust ventilation checks as a required
part of his preventative maintenance plan.
S 000 Compliance/Noncompliance Statement 5000
Surveyor: 29354
Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 1/27/2020
through 1/29/2020. Avantara Watertown was
found in compliance.
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