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i The stalements made o JRiS plan ol correction
F 329 | 483.25(1) DRUG REGIMEN1S FREE FROM F 3opire not an admission to and d&) élcg constitute
ss=0| UNNECESSARY DRUGS 'an agreement with the alleged deficiencies.

Each resident’s drug regimen must be free from
unnscassary drugs. An unnecessary drug is any
drug when used in excessive dose {including
dupticate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presencs of
adverse conssguences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of &
resident, the facllity must ensure that residents
who have not used antipsychotic drugs are not
glven these drugs unless antipsycholic drug
therapy is necessary {o traat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic -
drugs receive gradual dose reductions, and
behavioral interventlons, unless clinically
contraindicated, In an-effort fo discontinue these
drugs.

This REQUIREMENT is not met as svidenced
by:

Based on record review and staff Interviews, the
facillty failed to ensure thata rasident's drug
regimen was free from an unnecessary drug for 1
of 10 residents (Resident #117).

Findings included:

Record review indlcated Resident #117 was

" p320

- Yonsuliant reports for the last three months and

To remain in compliance with all federal and
state regulations the facility has taken or will
take the actions set forth in this plan of
correction. The plan of correction constitutes
the facility’s atlegation of compliance such
that all alleged deficiencies cited have been or
will be corected by the date or daes
indicated.

Corrective Action for Resident Affected-
he Zocor for Resident #117 was discontinned
laccording to physician order on 1/5/2012.

Corrective Action for Resident Potentially

IAi‘fected

I residents have the potential to be affected
by this practice. On March 15, 2012 the
lirector of nursing and support nurse audited
il resident charts for pharmacy consultant
reports that have not been implenented. This

vas completed by first reviewing the summary

fhen checking the medical record to ensure
Yhat the consult was addressed by the attending

hysician and fhat any order changes had been -

plemented by the staff nuses, Consult
eporis were also checked {o ensure that the
nedication changes were for the correct
esident.
dditionaily, the pharmacy consultant
eviewed all consultant reports written in the
ast 3 months to ensure that consults have been

Jewar g

Mearch

fidciressed by the attending physician and
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Gy DATE
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Any deﬁdzﬁlcf stale
olher safeguards proyfde dufficlent protection to the patlents. {Sae instrctions.) Except for nues
following the date of stitvey whethér of not a plan of correclion ts provided. For nursing homes,
days following the dats thess documents are made available lo the facility. [f deficlencles are Git

program paricipation,

7
nﬂdlﬂg wilh an asterisk {*) denotes a déficiency which the |

+

nstitution may be excused from corecting providing it is dotermined tha!/
ing homes, the findings staled above are disciosable 80 days
the above findings and plans of correction are disclosable 14
ed, an approved plan of correction is requisite fo eontinued

I
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. eports were also checked to snsure that the
F 3299 Continued From page 1 F3 P

admitted to the facility on 11/18/2011,
Review of the resident's Accumulalive Diagnosis

Kidney Disease, Hypertension, Cardiac
Dysrhythmias, Ostacarthitls, Dementia, Allergic
Rhinitus, Congeslive Heart Failurs, Bradycardia
Chronic Kldney Diseass, and Osteocarthiilis.

Review of the resident's admission orders dated
1471512041 revealed the following medications:
1. Norvasc 10 milligrams {mg) every day {qd)
2., Hydralazine HCL 25 mg three imes a day

{tid}

3. Metoprolol Tartrate 100 mg two imes a day
(bid}

4.  Cetidzine HCL 10 mg at bedtime (hs}

8, Usinoprl 2.5 mg every morning.

8. Aricapt 5mg qd

7. Tylenol 650 mg every 4 hrs as needed (pm)
8, Tramadol 50mg g4 hrs pm

g, Coumadin 6 mg every Tuesday, Thursday
and Saturday

40. Coumadin 5 mg every Monday, Wednesday,
Friday and Sunday

Review of a physiclan’s order dated 11/21/2014
at 1:00 PM indicated an order that raad
*Decrease Zocor to 10 mg." The order was
signed by Licensed Practical Nurse (LPN) #2.

Review of the resident's November 2011
medication administration racord {MAR) revealed
Zoeor 10'mg was started on 11/21/2041 with the
first dose given on 11/22/2011. ‘

Record review of Pharmacy Progress notes dated
12/0812011 revealed "Consult on ¢hart to reduce

Shest indicated the following diagnoses: Chronle

29 medication changes were for the correct

esident. :

v consuits that have not been addressed wil]
e calied to the physician by the Director of

INursing or Support Nurse and any orders
ecewed will be implemented as appropriate,

ystemic Changes

in-service was conducted on Thwrsday,
grch 15, 2012 by Staff Development Mo
Coordinator Nuarse, All nurses attended: RNs ]OII 2012

nd LPNs, FT, PT and PRN. Any in-house
urse who did not receive in-service training
by Monday, March 19, 2012 will not be
?llewed to work until tvaining has been
kompleted, The in-service topics included the
vliowing:

1. The difference between a routine pharmacy
consult report and a non-youtine pharmacy
t:onsult&nt report. A non-routine consult
eport would include any item that is a
edication error, atlergic reaction or other
itom that might harm to the resident if
cdication administration coniinned.

. The proper procedure for handling a non-

outine pharmacy consultant report will
include calling the physician and if there is no

esponse by the end of the shift then the DON
ior other nurse manager should be contacted for
Enslructlons They will then advise staff on

hat steps should be implemented to protect

the resident. This might include whether o
:hold the medication or ¢ontact the medical
director,
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initiated here on 11/2/2011, Can we discontinue

Zocor to 10 mg, however, this was {o be sent on
another resident, This accurred while the resident
was at {other faclilty).” The order had been voided
thera". The note was signed by the facliity
Phanmacy Consultant. .

Review of a fax dated 42/08/2011 Indicated under
Presenting Concern and What Lead To Concemn
npesidant #117 Is taking Zocor 10 mg from a
consult that was on the wrang pationt. This was

this order, no diagnosis of hyperlipidernia." The
fax was slgned by LPN #1 and time stamped
15/08/2011. The fax was addressed fo Physician
#1. -

Review of a physiclan progress note dated
42/94/2011 and signed by Physician #2, the
resident's attending physician, revealed "She also
has hypercholesterotemia, | reviewed
medications and will make no changes at this
thne™,

Review of a fax dated 12/08/2011 indicated under
Presenting Concern and What Lead To Concern
"Resident #117 Is taking Zocor 10 mg from &
consult that was on the wrong patient. This was
initfated here on 14/2/2011. Canwe discontinue
this order, oo dlagnosis of hyperlipidemia.” The
fax was signed by Licensed Fractical Murse #1
(LPN #1) and time stamped 12/28/2011. The fax
was addressed to Physician #2. Physiclan #2
wrole and order fo discentinue Zocor on
1273012011, Physician # 1 wrote and order to
discontinue Zacor on 04/04/2012, Review of
physictan orders indicated Zocor was
discontinued on 01/05/2012,

employees and will be reviewed by the Quality
Assurance Process to verify that the change
ras been sustained.

Quality Assurance )
E‘he Director of Nursing will monitor this jssue
sing the "Survey QA Tool for Pharmacy
Consultant Reports”. The monitoring witl
cluds checking all pharmacy consults for
on-routine events and following up on
ursing response to the issues! See gttached
onitoring tool. This will be done weokly or
vhenever the pharmacy consuitant review
edications for three months or unil resolved
y QOL/QA committee. Reports will be givelﬂ
o the weekly Quality of Life- QA committee
ud coneetive action initiated as appropriate,

ZEEE B¢

Cl=lE

e

¢ Pharmacy Consultant will monitor this
issue using the "Survey QA Tool for Pharmacy
onsuliant Reporis”. The monitoring will
olude checking all pharmacy consults for
on-routine events and following up on
ursing response to the issues. See attached
onitoring tool. This will be done weekly or
henover the pharmacy consultant review
Exedic ations for three months or until resolved

y QUL/QA committes. Reports will be gi\{errj

Lo the weekly Quality of Life- QA commitiee
nd corrective action initiated as appropriate.

(4 D
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Review of the resident's MAR indicated Zocor 10
mg was scheduled daily 11/22/2011 until
01/05/2012. Twelve doses throughout this period
were signed as not given, medication unavaitable.

tn an interview witn LPN #1 on 02/28/2012 at
11-:00 AM, she reported on 12/0812011, she was
approached by the facility Pharmacist Cansultant
who reported Resident #117 was on Zocor in
error. Upon direction from the consultant, she
faxed the report to the Physician #1 on
1270872011 which indlcated Resident #117 was
taking Zocor from a consult meant for another
patient and asking if the Zocor could be
discontinued on that basis along with information
which showed the resident did not have a
diagnosis which supported the use of Zocor. The
nurse reported she faxed this information with the
facility Pharmacist Consultant at her side. She
also reporied she refaxed the infermation to
Physician #2 on 12/29/2011 because no action
had been taken on the original fax sent on
12/08/2011. LPN #1 further indicated she knew
the resident continued receiving Zocor after the
Pharmacy Consultant told her the resident should
not be taking it.

The facility Pharmacist Consultant was
interviewed on 02/29/2012 at 9:30 AM and
indicated the original consuit for Zocor was done
while resident #117 was in a different facility and
furiher reported the consult had the resident's
name on it but was meant for another resident.
She indicated she caught the effer immediately at
the other facliity, and the order was voided out by
ner. She further indicated Resident #117 never
received Zocor white in the other facility. She also
indicated when she did the drug regimen review
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for resident #117 on 12/08/2011, she saw the
resident had been put on Zocor on 11/24/2012.
She indicated she went to LPN #1 and reported
the error to her and asked her to contact the
physician. She revealed LPN #1 reported it would
be better to fax the information to the physician.
Tne Pharmacist indicated she stayed with LPN #1
while she faxed the information because it
needed to be handled immediately. The
Pharmacist also indicated there was usually good
turnaround in response time to pharmacy
recommendations and was not sure why this one
took so long. The Pharmacist further reported
from a pharmaceutical standpoint, the side effect
concerns for a resident on Zocor was myopathies
and liver function. The Pharmacist also reported
Resident #117 had no diagnoses that supported
the use of Zocor. ’

LPN #2 was interviewed on 02/29/2012 at 10:34
AM and indicated on 1142172011, she took the
order for Zocor from a consult sheet. She
indicated this cansult could not be located.

In an interview with the facility Director of Nursing
(DON) on 02/29/2012 at 10:54 AM, she reported
ma/e have held medications in the past per
nursing judgement. The nurses should have held
the Zocor if they knew it was ordered in error and
continued to call the physician. In this case, my
expectations were the nurse should have called
the doctor instead of faxing, as this resident was
receiving Zocor in error.” The DON also reported
they could not focate a consult sheet for Resident
#1147 with an order for Zocor on 142472011,

In an interview with Physician #1 on 03/01/2012
at 10:10 AM, he indicated Physician #2 was one
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(1} Procure food from sources approved or
considerad satisfactory by Federal, State or focal
authorities; and

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

This REQUIREMENT is not met as evidenced

by:

Based on observation, record review and staff

interviews, the faciliity failed to ensure that staff
wore halrnets during the tray line.

Findings included:

. 19, 2012 will not be allowed to work until
iraining has been completed. The in-service
lopics include: potential hazards to food safety
.nd fthe dress code policy. It is our.
responsibility to ensure foods prepared and
served are safe to consume.

Quality Assurance ,

The Dietary Manager or designee will monitor
this issue using the "Dietary Dress Code
Policy QA Tool”. The monitoring will include
:hecking all staff that work are weating hair
et and following the dress code as indicated.
Lee attached monitoring tool. This will be
{one daily for three months or until resolved
by QA committee. Reports will be given to
he weekly Quality of Life - QA committee
.nd corrective action initiated as appropriate.
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F 32¢ i | —
Con.tmued From page 5 ) . F 328 gyrective Action for Resident Affected
of his partners and the attending physician of No residents weré identified in the 2567 tobe -\~
?esndent ;H 17.b He retport:d it was notfur_wsual Evﬁe cted. On February 29, 20 12 the dictary ;q. Ao
orr::on:u s;o te s:n ‘tod‘cftl (c)in one i’, his h orker observed not wearing a hair net put a !
partners patients. Fe inclcat® sometimes S air net on for the remainder of his shift and
contacted the facility and fet them know it was not sen corpliant with the dress co de polic
his patient, but ne also indicated that at times, he ince P pohiey
addressed the issue himself. He indicated in this T . . .
case, he addressed the Zocor issue when he got Corrective Action for Resident Potentially
it, based on the information from the pharmacist. ffected . . :
He further indicated, due to him having 2 offices it residents have the potential to he affected |Felo.
in 2 fowns, consult papers got backed up, so he Y this practice. On }February 29,2012 the 3, 01~
very well may not nave seen the consulit until & ietary manager reviewed the dress code.
month later. olicy and monitored afl staff comply with the
ﬁ,ress code policy. No hairs or other pathogens
‘The resident's attending physician, Physiclan #2, ere found in resident food.
was unavailable for interview. ' : ystemic Changes o
F 371 | 483.35(i) FOOD PROCURE, F 371 An in-service was conducted on Mareh 15, .
ss=£ | STORE/PREPARE/SERVE - SANITARY D012~ by the Dietary Manager for all dietary Mare
bersonnel. Any in-house staff member who | t%
The facility must - 1id not receive in-service training by March AOIH
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F 371 | Gontinued From page 6

Continuous iray line observation done on
02/29/2012 revealed the following:

The funch iray line began at 12:02 PM. Dietary
Staff #1 was positioned at the end of the line. His
hair was cbserved to be a short to medium tight
curiy style. Dietary Staff #1 was also observed
with a short beard. During the tray line, he was
positioned over filled beverage glasses which had
no lids. As each tray came to the end of the line,
he bent over the filled beverage glasses, picked
up each tray and placed a lid over the plate on
the tray. He then placed filled beverage giasses,
over which he stood, on each tray. He then
placed each completed tray on the meal cart. He
repeated {his process until all trays were done.
The tray line ended at 12:40 Pi.

On 02/29/2012 at 12:41 PM, Dietary Staff #1 was
interviewed and asked If he was supposed to
wear a hair net during the tray line. He
responded "l don't have to wear a hair net
because my hair is short."

Raview of he Dietary Services Program: Number
DS-100 indicated under "Nress Code Hair nets
covering all hair will be worn by all dietary
aemployees at all times. Caps of nets shall be
worn by male employecs according to the length
of their hair.

The facility Dietary Manager Ashley was
interviewed on 02/29/2012 at 12:60 PM and
indicated Dietary Staff #1's hair was usually short,
and a hair net was not usually needed. She
further indicated it had grown out, and he should
have worn a net during the tray line.

F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT
g5=p | IRREGULAR, ACT ON

F 371

F 428
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Corrective Action for Resident Affected Jansary
he Zocor for Resident #117 was discontinued| &, asipe
ceording to physician order on 1/5/2012.

The drug regimen of each resident must be
reviewed at least once a month by a licensed

pharmacist. : ! . -
ICorrectwe Action for Resident Potentially
The pharmacist must report any irregularities to ffe“?d )
the attending physician, and the director of 11 residents have the potential to be affected
: ’ his practice. On March 15, 2012 th MMowrch-
nursing; and these reports must be acted upon. y this practice. On March 15, 2! ¢ c @, asio]

irector of nursing and support nurse audited
1 resident charts for pharmacy consultant
eports that have not been implemented. This
| as completed by first reviewing the summary
- consultant reports for the last three months and
This REQUIREMENT s not met as evidenced then checking the medical record to ensure

by: : that the consult was addressed by the attending
Based on record review and staff interviews, the hysician and that any order changes had been

facility failed to act on a pharmacist ; ptemehted by the staff nurses. Consult

recommendation for 1 of 10 residents {Resident eports were also checked to ensure that the

#117). edication changes were for the correct.
P . ' esident,

Findings included: _ dditionally, the pharmacy consultant

eviewed all consultant reports written in the
last 3 months to ensure that consuits have been
ddressed by the attending physician and
plemented by the staff nurses. Consult
eports were also checked to ensure that the
edication changes were for the correct

Record review indicated Resident #117 was
admitted to the facility on 11/15/2011.

Review of the resident's Accumulative Diagnosis
Sheet indicated the following diagnoses: Chronic
Kidney Disease, Hypertension, Cardiac

Dysrhythmias, Osteoarthritis, Demeniia, Allergic esident. _

Rhinitus, Congestive Heart Failure, Bradycardia, y consults that have not been addressed will

Chronic Kidney Disease, and Osteoartivritis. e called to the physician by the Director of
‘Nursing or Support Nurse and any orders

Review of the resident's admission orders dated eceived will be implemented as appropriate.

11/15/2011 revealed the following medications:

1.  Norvasc 10 milligrams {mg) every day {qd}

2. Hydralazine HCL 25 mg three times a day '

(tid) '

3. Metoprolol Tartrate 100 mg two times a day ' -

FGRM CMS-2567(02;99) Pravious Versions Obsolete ’ Event1D: COCO11 Facility ID: 923464 If coninuation sheet Page 8 of 14
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F 428 | Continued From page 8

{bid}

4. Cefirizine HCL 10 mg at bedtime {hs)

5. Lisinopril 2.5 mg every morning.

6. Aricept 5 mg qd :

7.  Tylenol 650 mg every 4 hrs as needed {prn)
8. Tramadol 50 mg q 4 hrs prm

9. Coumadin 6 mg svery Tuesday, Thursday
and Saturday

10. Coumadin 5 mg every Monday, Wednesday,
Friday and Sunday

Review of a physician's order dated 11/21/2011
at 1:00 PM indicated an order that read _
"Decrease Zocor to 10 mg." The order was
signed by Licensed Practical Nurse (LPN) #2.

Review of the resident's November 2011
medication administration record (MAR) revealed
Zocor 10 my was started on 11/21/2011 with the
first dose given on 11/22/2011.

Recard review of Pharmacy Progress notes dated
12/08/2011 revealed "Consult on chart to reduce
Zocor to 10 my, however, this was to be sent on
another resident. This occurred while the resident
was at (other facility). The order had been voided
there". The note was signed by the facility
Pharmacy Gonsuitant.

Review of a fax dated 12/08/2011 indicated under
Presenting Concern and What Lead To Concern
"Resident #117 is taking Zocor 10 mg from a
consult that was on the wrong patient. This was
inittated here on 11/2/2011. Can we discontinue
this order, no diagnosis of hyperlipidemia." The
fax was signed by LPN #1 and time stamped
12/08/2011. The fax was addressed to Physician
#1.

F 428 AR in-service was conducted on Thursday,

X4) ID SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
. CEFICIENCY)
Systemic Changes

arch 15, 2012 by Staff Development awvch
Coordinator Nurse. All nurses attended: RNs | yer, 251,
Lmd LPNs, FT, PT and PRN. Any in-house .

urse who did not receive in-service training

y Monday, March 19® 2012 will not be
!r‘;IHOWGd to work until training has been
completed. The in-service topics included the
following: '

1. The difference between a routine pharmacy
consult report and a nop-routine pharmacy
consultant report. A non-routine consult
eport would include any item that is a
Enedication error, allergic reaction or other
item: that might harm to the resident if
medication administration continued.

2. The proper procedure for handling a non-
rontine pharmacy consultant report will
include calling the physician and if there is no
lresponse by the end of the shift then the DON
'or other nurse manager should be contacted foy
Enstructions. They will then advise staff on
what steps should be implemented to protect
[the resident. This might include whether to
}lold the medication or contact the medical
director. :

his inforhiation has been integrated into the

tandard orientation training and in the
Fequired in-service refresher courses for all
employees and will be reviewed by the Quality
| ssurance Process to verify that the change
has been sustained.

FORM CMS-2567(02-99} Pravicus Versions. Obsolete EventiD: CC001H1
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resident's attending physician, revaaled "She also
has hypercholesterolemia, | reviewed
medications and will make no ¢hanges at this
time”. ' '

Review of a fax dated 12/08/2011 indicated under

| Presanting Concern and What Lead To Concern

"Rasident #117 is taking Zocor 10 mg from a
consult that was on fhe wrong patient. This was
initiated here on 11/2/2017. Can we discontinue
this order, no diagnosis of hyperlipidemia.” The
fax was signed by Licensed Practical Nurse #1
{LPN #1) and time stampad 12/29/2011. The fax
was addressed to Physician #2. Physician #2
wrote and order to discontinue Zocor on
42/30/2011. Physician # 1 wrote and order o
discontinue Zocor on 01/04/2012. Review of
physician orders indicated Zocor was

| discontinued on 01/05/2012.

Review of the resident's MAR indicated Zocor 10
g was scheduled daily 11/22/2011 until
01/05/2042. Twelve doses throughout this period
were signed as not given, medication unavailable.

in an interview with LPN #1 on 0212812012 at -
14-00 AM, she reported on 1240812011, she was
approached by the facility Pharmacist Consultant
who reported Resident #117 was on Zocor in
error. Upon direction from the constitant, she
faxed the report to thie Physician #1 on
12/08/20r11 which indicated Resident #117 was
taking Zocor from a consult meant for another
patient and asking if the Zocor could be
discontinued on that basis along with information

x4 I SUMMARY STATEMENT OF DEFICIENCIES o
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE AGTICN SHOULD BE COMPLETION
TAG REGLLATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 428 | Continued From page & F 428 Quality Assurance ) _ . NGB
' Fhe Director of Nursing will monitor this 1ssue J YX
b "
Review of a physician progress note dated using the "Survey %A Tool for .Pha}rmac?l,;i June
12/21/2011 and signed by Physician #2, the Consultant Reports”. The monitoring W 1S, 2010

nclude checking all pharmacy consuits for
non-routine events and following up on
qursing Tesponse to the issues. See attached
monitoring tool. This will be done weekly or
\whenever the pharmacy consuitant review
Inedications for three months or until resolved ||
by QOL/QA committee. Reports will be given
o the weekly Quality of Life- QA committee
Fnd corrective action initiated as appropriate.

The Pharmacy Consultant will monitor this
issue using the "Survey QA Tool for Pharmacy,
Consultant Reports”. The monitoring will
hclude checking all pharmacy consults for
non-routine events and following up on
hursing response to the issues. See attached
Inonitoring tool. This will be done weekly or
whenever the pharmacy consultant review
medications for three months or until resolved
by QOL/QA committee. Reports will be given.
to the weekly Quality of Life- QA committee
and corrective action initiated as appropriate.

FFORM CHMS-2557(02-99) Previous Yersions Obsolets Event 1D: 000011

Feciity ID:; 523464 ' If continuation sheet Page 10 of 14
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(X410

controfled drugs in sufficient detail to enable an
accurate reconciiiation; and determines that drug
records are in order and that an account of all
controfled drugs is maintained and pericdically
reconciled. ' )

Drugs and biologicals used In the facility must be
Jabeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule It of the
Comprehensive Drug Abuse Prevention and
Confrol Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in whiich the
quantity stored is minimal and a missing dose can

| be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation and staff interview, the
facility failed to ensure that there were no expired
madications in the medication storage room. The
findings inchude:

Corrective Action for Resident Affected

©ffected. The expired medications were
L emoved from the medication room by DON
on March 1, 2012.

A ffected

. of nursing reviewed att medications in the
nedication room for expiration dates. On
March 14, 2012 the pharmacy consultant
eviewed the medication room for expired
| sedications. No expired medications were
found. :

Systemic Changes

An in-service was conducted ont March 15,

Any in-house staff member who did not

heen completed. The in-service topics
 hcluded ensuring that any medication that

expired.

No residents were identified in the 2567 to be

Corrective Action for Resident Potentially

A1l residents have the potential to be affected
by this practice. On March 1, 2012 the director

2012- by the Staff Development. Those who
L ttended all RNs, and LPNs, FT, PT, and PRN,

receive in-service training by March 19, 2012
il not be aliowed to work until training has

they utilize from the medication room has not

SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSG IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. F 431
F 431 | Continued From page 12 Fa43T—
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o410 | 0 SUMMARY STATEMENT OF DEFICIENCIES - ID PROVIDER'S PLAN OF GORRECTION o8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX " {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TC THE APPROPRIATE DATE
. _ . DEFICIENCY)
F 431} Continued From page 13 £ 431 Cm_'rently };)han‘.nacy conducts an og—s;ght
During an observation of the emergency ' review fo 1dent1fy any expired D?edl.catlons and
medication box located in the medication storage repl.af:es them. w1th.currqnt medications. In
room on 03/01/42 at 11:15 AM, four Erythromyein addition to this review the central supply
250 mg. (milligram) tablets with an expiration date coordinator will review the medication room
of 01/20/12 were found in the lower drawer of the pn 2 weekly basis to ensure that expired
emergency box. There was a hand written label medications are returned to pharmacy in 2
on the fop of the box that had the date 12/31/11 fimely manner. The central supply-coordinator
written on it ' ' was educated on this new process on March
13, 2012 by the DON.
During an interview with the Director of Nursing This information has been integrated into the
on 03/04/12 at 11:25 AM it was revealed "the box siandard orientation training and in the
is checked by pharmacy once a.month. The date required in-service refresher courses for all
on the box is the last time it was checked, They employees and will be reviewed by the Quality]
are here all the time, | don't know why there are \Assurance Process to verify that the change
expired drugs in the box.” At 11:35 AM the has been sustained. : :
"| Diractor of Nursing was interviswed again. At this -
time she stated "l have just spoken to the Quality Assurance )
pharmacy, | was wrong. They keep a fist of the The Director of Nursing will monitor this issue?Vt90 Yy
expiration dates of ali the medications in the using the "Survey QA Tool Medication Room L) une
amergency box and they come out when a drug Review". The monitoring will include s, 2T -
is about to expire. They said it was just an - A !
. o . checking the medication room to ensure that
oversight on there part. This will be fixed today. . . .
- no expired medications are in the room. See
attached monitoring tool. This will be done
weekly for three months or until resolved by
QA committee. Reports will be given to the
weekly Quality of Life - QA committee and
corrective action initiated as appropriate. -
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 500011
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Survey QA Tool for Pharmacy Consultant Reports

Instructions:

‘After the facility consult pharmacist has reviewed all charts and made recommendations
all recommendations and summary report are provided to the DON. The DON will check
for non-routine pharmacy consults and follow up on nursing response to pharmacy
recommendations.

All pharmacy recommendations will be monitored until all recommendations have been
completed from monthly pharmacist visit. A weekly review by the QA team of
compliance with pharmacy recommendations will be completed for 3 months and placed

in the monthly QOL record.

Date of Report

Person completing QA tool

_recommendation
received by DON: -
(YN} Any non-routine
pharmacy consults
received?

Non-routine pharmacy
consuits completed in a
timely manner?

(Y/N) All MD consults
completed from pharmacy
recommendations?

(Y/N) All Staff
recommendations completed
from pharmacy
recommendations?

L_____,f_t_—’_r——L__;__r___r—r—r-r—-

Pharmacy Consuitant Reviewed QA Tool

Initials:

Date:

Problems indicated:

PRIVELEDGED/CONFIDENTIAL: Quality Assurance/Risk Management Work Product
Original must be filed with QA files. DO NOT COPY.
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Survey QA Tool Medication Room Review

Instructions:

The medication room will be reviewed by the Supply Clerk or designee on a weekly
basis. Any medications or therapeutic items found to be expired will be removed from
the medication rcom and reported to the DON.

This will be completed weekly for 3 months and placed in the monthly QOL record.

(YIN) Medication room
reviewed for expired
medications.

(Y/N) Any medications found
to be expired?

Initials of person inspecting
room for

Pharmacy Consultant Reviewed QA Tool

Initials:

Date:

Probiems indicated:

PRIVELEDGED/CONFIDENTIAL: Quality Assurance/Risk Management Work Produet
Original must be filed with QA files, DO NOT COPY.
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VIDER'S PLAN OF CORRECTION s
O SR be PRECEDIDOVEUL pibx | (EAGHCORRECTVEACTIONSHOULDEE  COTEIY
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | YaG |  OROSSREFERENCEDTO THE APPROPRINTE
_ ! DEFICIENCY)
. [he statements made on this plan of correction
- K000 IITIAL COMMENTS ) e K 000 are not an admission to and do not copstitute
: an agreement with the alleged deficiencies. To
! This Life Safety Code(LSC} survey was verain in compliance with all federal and state
i conducted as per The Code of Federal Reglster yegulations the facility has taken or will rake
al 42CFR 483.70(a); using the Existing Health the actions set forth in this plan of correction. .
I Cars section of the LSC and Its referenced The plan of comrection constinutes the facility’
! publications. This building is Type n211) allegation of compliance such that all alleged
i consluction, one stary, with a complete deficiencies cited have been or will be "
_ aulomalle spr inkler system. . corrected by the date or dates indicated.
. The defictencles determined during the survey ‘ K029 @ "
" are as foliows: : PN .
. i Corrective Action for Deficient Practice Mt
ng.z?: NFPA 101 LIFE SAFETY CODE STANDARD ! K029 On 3 ‘le 1012 g{e three daa;sdi]denliﬁe d: boileg‘ 2¥,
Oae hour fire raled consteuction (wilh % hour foogl’ :;.c:n “‘d 1y roomta}? p; yi;tc;rage room AP}
fre-raled doors) or an approved aulomatic fire ey ety °pfl‘;“;"“’ adseilclosig
" exlinguishing syslem In accordance with 8.4.1 | echamisims instatiec.
. andjor 19.3.5.4 prolects hazardous areas. When Ydentify other jssnes having potential to
- the approved automatic fire exlinguishing system . affect residents by the same practics
| oplion is used, the areas are separated from Al facility doots attached to rooms with
: olher spaces by Smoke resisting parlitions and : stosed hazardous materials have been
" doors. Doors are self-clusing and non-rated of inspected for a self closing mechanisi on the
' field-applied protective plates that do not exceed door and in working order.
48 inches from the bollom of the door are Systemic Changes .
permitted.  19.3.2.1 : The administraror and maintenance gixector
’ ' will ensure doors artached to rooms with
stored hazardous materials have self closing
"I mechanisms. '
: , i Quality Assurance
This STANDARD s not met as evidenced by: 1 The administrator and maintenance dixector
+ Based on observation on between 12:30 PM and will monitor door closing mechanism during :
" 4:30 PM the following was notad: weekly environmentaf rounds. :
ii)ﬂwdmﬂomemmwmmwmmmeﬂw K038 )
| the staff exit is not self-closing. i Corrective Action for Deficient Practice &
t2) The clean utility room !s not self—clos_mg. L On March 28, 2012 the Seitha Hare Memorial kf'ﬂ\
£3) The dry storage reom the kitchen is not sell . Garden gate received a caster on the botom of  f 26k
- closing . | the gate to allow for easy opening. On April 4, 17
42 CFR 483.70() ! 'f’gg ;ci):u;r:rtf was layed from the xain Smuh!a
{HBHNATE

RESENTATIVE'S SIGNAYURE for exit purposel+E,

LABORATORY AIRECTOR' onr PROUIDE!?UPPUER R’
usad from correcting proviging it 15 gelermined thal

Any veficiency sielfmerl anding with an aslensk () danoles 2 deficlency which ha lnsiituilon may be excused
olher saleguards drovide sulficionl protaclion Lo the palients. (Soe instuctilons.) Excep! fof aurslag homes, The indings staled shove are disclosable 80 days
elher of nol a plan of correction i providad. For nursing homas, he above findings and plas of correclion are disclosable 14

folfowing Ihe date GTSurvey wh : h
doys lallowing lha date these documenls are mado avaliable 1o the fagiity. If deficlencies are ciled, an approved plan of corratlion fe requisite lo canlinued

program pasticipation,

Faclity 10: 823464 If continvalion sheel Page 1of4
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SUMMARY SYATEMENT OF DEFICIENCIES

Gy 1
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY QR LSC IDENTIFYING INFORMATION)

!
!
¥

p PROVIDER'S PLAN OF CORRECYION pus)
PREAX ! {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
YAG CROSS-REFERENCED TO THE APPROFRIATE DAYE
{ DEFICIENCY)

K 038 NFPA 101 UFE SAFETY CODE STANDARD
§8=0
- Exil access s arranged 50 thal exits are readily
i aecessible at all fimes in accordance wilh seclion i
7.1 19.24 *

““Fnis STANDARD s not met as evidenced by:

| Based on observafion on between 12:30 PM and

: 4:30 PM the following was noled;

1) frn the Smitha Hare Memorial Garden Ihere is

i not a hard service path lo fhe public way.

* 2) The gate in the Smitha Hare Memorial Garden

: required more than 15 1bs of force fo open. Gale

" is dragging on the ground and wili nol allow for
gate lo be opened,

42 CFR 483.70(a) ;
K 045 . NFPA 101 LIFE SAFETY CODE STANDARD |
58=0- ;
llumination of means of egress, including exit
 discharge, is arranged so Ihal failure of any
. single lightling fixture (bulb) will not leave the area
* in darkness. (This doees nol refer to smergency
_ lighting in accordance with seclion 7.8} 19.2.8 .

This STANDARD is nol met as evidenced by:
Based on observalion on between 12:30 PM and
4:30 PM the following was noled: :
. 1) Additional illumination connecled to t
: emergency powsr is need In the Smitha Hare
: Memorial Garden.

lml‘W
affect residents by the same practice

All exits weve assessed and found 1o be

accessible.

Systemic Changes :

The sdministrator and maintenance director

will ensure exits are casily accessible and in

accordance 1o life safety codes. )
Quolity Assurance ) )
The administrator and maintenance director
will monitor exit doors and gates on weekly
environmental rounds.

Kods

Corrective Action for Deficient Practice
On April 3, 2012 a double light fixture was
secured above the door of the Sroitba Hare
‘Memorial Garden connected to the emeygency
power, . :
Ydentify other issues having potential to
affect residents by the same practice

All other emergency Yights oufside exit doors |
were inspected for compliance.

Systemic Changes

The adminigtrator and maintenance director
will ensure emergency lights are affixed and
working properly during weekly
environmental rounds.

Quality Assuraice

The administrator amd maintenance director
will monitor emergency lights on weekly
environmental Younds.

K056

Corrective Action for Deficient Practice

By Apxil 26, 2012 the sprinkler heads vnder
the carport will be replaced by the sprinkler
system contractor. By April 11, 2012 a posver
source econnecled 1o the facility emergency
power system will be ran to the sprinkler riser,
room and supplemental beat source comnecied.

K 038

Apr'l‘ 3

2012

K 048

Aorl
ale
ao' [

By A

L !
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PREFIX
TAG

i

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUSY BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(o]
FREFIX
TAG

Contractor will SUpplY & mimmum of (hree 200

PROVIDER'S PLAN OF GORRECTION
{EACH CORRECYIVE ACHON SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY} - .

55 .
i (:omg.ﬂton
! DAYE

K 069
§8=D

K 056} NFPA 101 LIFE SAFETY CODE STANDARD
886=0;

¥

K 045 Conlinued From page 2

42 CFR 483.70{a)

If there is an automatic spsinkier system, it is

: installed in accordance wiih NFPA 13, Standard

- for The Installation of Sprinklef Systems, lo

. provide complele coverage for all poriions of the

i building. The system is properly maintained in

. accordance with NFPA 25, Slandard for the

" Inspection, Tesling, and Maintenance of
Waler-Based Fire Prolection Systems. His fully
supervised. There is a reliable, adequale water
supply for the system. Regquired sprinkler
syslems are equipped wilh waler flow and lamper,

» swilches, which are eleclrically connecled to the

" puilding fire atarm syslem.  19.3.5

This STANDARD is not met as evidenced by: -
Based on cbservalion on between 12:30 PM and

4:30 PM the following was noted:

* 1) The sprinkler heads under the carport have
painl on lhe glass bulbs and are not maintained
in gaod condition. .

2) Facillly did not have spare sprinider heads
and wrench In the sprinkler riser room.

. 3) Supplemental heal connecled lo emergency

. power was not provided for in the sprinkler riser

i room.

| 42 CFR 483.70(a)

' NFPA 101 LIFE SAFETY CODE STANDARD
i Cooking facililies are protectéd in accordance
‘with 9.2.3.  18.3.2.6, NFPA 96 '

© K045

K 056

K089

1 Quality Assurance i

degree sprinkler heads and a minimum of three
155 degree sprinkler heads along with a
wrench for replacement purposes.

Ydentify other issues having potendial to
affect residents by the same practice

Alf facility sprinkler heads were checked
by the maintenance divector and . :
administrator. The supply of
supplemental heat, sprinkler heads and
wrench will remain in the sprinkler riser
TOOMm.

Systeraic Changes

The administrator and maintenance
director will ensure the supply of sprinkler
heads, wrench and supplemental heating
supply are maintained in the sprinkler xiser
room. On weokly environmental rounds the
maintenance dixeetor will inspect sprinkier
heads for repaixs or replacement.

The administrator and maintenance director :
will monitor spriakler riser room supplies and]
sprinkler head maintenance. i
K06y : '
Corrective Action for Deflclent Practice

On March 28, 2012 the kifchen exhaust fsn
veas serviced by an outside contractor, The
exhaust fim motor was replaced fixing the
negative air pressure,

Identify other fssues having potentini to
affect residents by the same praclice

Other areas of the facility were assessed for
negalive air pressace and none were observed.

v
5, 201N
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K069 Continued From page 3

i This STANDARD Is no! met as evidenced by:

" Based on observalion on between 12:30 PM and
4:30 PM the following was noled: i
1) Based upon observalion at the me of the |

. survey lhe kitchen was experlencing a sever

_nheqative pressure.

NFPA 98 (Standard for Ventilation Control and

. Fire Protectton of Commerclat Gooking

| Operations 1998 Edifion) j

? Section 5-3* Replacemenl Alr. - " Repfacement E
: air quantity shalt be adequale to prevent negative :

: pressures in the commercial ¢ooking area(s) i

: irom exceeding 0.02 in. water column (4.99 kPa). |

| |
42 CFR 483.70{a) :

K 104 NFPA 101 LIFE SAFETY CODE STANDARD

§8=f -

_Penetralions of smoke bariers by ducls are

_protacled in accordance with 8.3.6. {

! This STANDARD is not mef as evidenced by:

I Based on observation on between 12:30 PM and
: 4:30 PM the following was noted:
1) The smoke dampers located in lhe smoke wall |
on T-Hall ia lhe allic smoke wall did not close
upon aclivation of the fire alarm system,

42 CFR 483.70(a)

| 1

- Systewn

The adminigtrator and maintenance director
K069 will ensure negative air pressure is not
expextenced in other locations of the fac:hty
Quality Assurance .
The administrator and maintenance director )
will ronitor the air pressure on wockly
environmental rounds. '

K104

Coxyective Action for Deficlent Practice ﬂ?r‘ / l 3\:
On April 2, 2012 the smoke damper locatedin -~ Qpj A
the fire wall in the attic was xepaired 10 close

upon activation of the fire alarm system.

Xdentify other issues having potential to

affect residents by the same praclice .

All facility smoke dampers withia fire wails of

the attic were inspected and repaired if X

DECES5ALY. :

K 104 | Systemic Changes

The maintenance director will ensure all

facility smoke dampers located in the altic are

inspected on a monthly basis.

Quality Assurance

The maintenance direotor will inspect the

smoke dampess lacated within the fire wall of

the ati¢ on & monthly basis,
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