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F 431 | 483.60(b), (d), (¢) DRUG RECORDS, F 431 . . )
s5=D | LABEL/STORE DRUGS & BIOLOGICALS This Plan of Correction consfitutes the
written allegation of compliance for the
The facility must employ or obtain the services of deﬁCi‘ell?IeS cited. Prepgrquon and
a licensed pharmacist who establishes a system submission of the Plan is in response (o
of records of receipt and disposition of atl CMS-2567 and is not an adinission by
controlled drugs in sufficient detail to enable an Autumn Care' of Myrtle Grove tha? 2
accurate raconciliation; and determines that drug deficiency exists or that onc was cited
records are in order and that an account of all correctly. This Plan of Correction is
controlled drugs is maintained and periodically submitted to meet requirements
reconciled. established by federal and state law.
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted F431LABEL/STORE DRUGS &
professional principles, and include the BIOLOGICALS
appropriate accessory and cautionary
instructi and the expiration dat en -
:pspliccaijzs‘ xpiration date wh Residents found to have been affected
’ by the deficient practice or with the
In accordance with State and Federal laws, the otential to be affected
facility must store all drugs and biologicals in . . ) .
locked compartments under proper terperature Licensed stafT to be in-serviced by RN Staff 04/21/1]
controls, and permit only authorized persannel to Developme!it Coordinator or RN desmg_neet on
have access to the keys. proper read{ng of a thermometer, Medication
Storage policy and manufactores
The facility must provide separately locked, ;lecc)llgenda;mns;gjtgzmg medgz;trl::]s 1.1: .
permaneantly affixed compartments for storage of 1€ ICITgeralors ( cerees wcit) in
) ; the medication rooms, and actions to take
controlled drugs listed in Schedule li of the should a temperature be out of range
Comprehensive Drug Abuse Prevention and per ge.
Control Act of 1976 and oth.e.r drugs sgbject to. New Temperature Log placed on the 04/21/1
abuse, except when the facility uses single unit refrigerator in the medication room for
package drug distribution systems in which the logging daily temperatures of the refrigerator.
quantity stored is minimal and a missing dose ¢an The log will have the manufactures
be readily detected. recommendations at storing medications in
the refrigerators (36-46 degrees Falrenheit)
printed on the form along with what action to
take should the temperatures not be in the
This REQUIREMENT is notmeias evidencad accepmble range, asa reminder. 04/2 1,1.
by:

]

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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H]15)13

mert ending with an asterisk (*) denotes a deficiency which the institution may be excused from comecting providing it is determined that

other safeguards provide sufficient protection to the patients. {See insiructions.) Except for nursing homes, the findings stated above are distlosable 90 days
following the date of survey whether or not a ptan 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 avallable lo the facillly. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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F 431 Continued From page 1 F 431 Thermometer in refrigerator on hall 400
Based on observations and interviews, the facility refrigerator to be replaced.
failed to store medications at the appropriate 04/21/13
temperature for 1 of 3 refrgerators (North 400
hall) by allowing injectable medications to be Systemic Changes
stored at 32 degress. SYSICIIC 3 AANEES
L . Director of Nursing or RN designee to audit
The findings include: the temperature logs, daily for seven days to
. " o " - determine if the temperatures are logged
Review ?f the facility policy titled Memcat'f,’" correctly, refrigerators are operating in the
Storgge‘ dated Augu?'t 20?0 rea'd m“part, L. range of 36 to 45degrees Fahrenheit, and
Medications requiring " refrigeration ™ or storage appropriate action has been taken should the
at " temperatures between 36 Degrees temperatures be out of range. On-going
Fahrenheit and 46 Degress Fahrenheit shall be random audits will be conducted thereafter.
stored in closed containers in the resident's 04/21/13

refrigerator with a thermometer to allow for
temperaturs monitoring.

During an cbservation of the refrigerator an hall
400 on 4/11A13 at 11:20 AM the temperature read
32 degrees Fahrenheit. The refrigerator was
noted fo have two vials of Pneumococcal vaccine,
one vial of Tuberculin Purified Protein Derivative
used for fuberculin testing and two vials of insulin
and one vial of Influenza virus vaccine in the
refrigerator. These medications, per
manufacturer recommendations, are to be stored
between 36-48 degrees Fahrenhsit.

Review of the refrigeratorffres temperature record
for the 400 hall revealed on 4/10/13 at 1:00 am
staff documented the temperature was 30
degrees Fahrenheit.

During an interview with the Director of Nursing
on 4/11/13 at 11:30 am she stated thatitwas
expected the temperatures in the medication
refrigerator be maintained between 36-46
degrees Fahrenheit. She further stated the 3rd

Performance Monitoring

Findings of the above stated andits will be
reviewed by the special QA Comumittee for 3
days within the 7 day period for
recommendations and further follow-up as
indicated. If substantial compliance has been
met and no areas of concerns are identified,
review of the audit for dig storage and
refrigerator temperatures will be discontinued
Ifor the purpose of this audit.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
F 431 | Continued From page 2 F 431

shift staff documented on the refrigeratorffree

temperature record the temperature on thair shift.

She stated on 4/10/13 staff documentad the
temperature was 30 degrees Fahrenheit. She
stated she was not sure If staff was aware of the
correct temperature ranges bacause of the low
temperature and no ohe had notified her. She
further stated the consultant pharmacist came on
a monthly basis and did not make her aware of
any discrepancies with the refrigerator
temperatures.

During an interview an 4/11/13 at 12.00 PM
Nurse #1 stated the refrigerator sefting should be
set between 30 to 40 degrees Fahrenheit.

During an interview on 4/11/13 at 12:02 PM
Nurse #2 stated she did not know what the
temperature for the refrigerator should be set on.
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F 000 | INITIAL COMMENTS F 000
No deficiencies were cited as a result of the
complaint investigation survey of 4/11/13. Event
ID# NJKW 1.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of corraction is requisite to continued
program parlicipation.
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This Life Ssefely Code(l.SC) survey was
conducted s per The Cade of Federal Ragister
at42CFR 483,70(a); using the 2000 Existing
Health Care section of the LSC and #s referenced
publications. This building is Type I canstruciion,
one story, with a complete automatic sprinkior
system. Facility ks using Special Locking system,

The daficiencies determined during the survey

This Plan of Correction constitutes the
writtén allegation of cemplianee for the
deficiencies cited, Preparation and
gabmisgion of the Planis in response to
CMS3-2567 and is not an admission by
Auturon Care of Myrtie Grove that a
deficiency exiws or that one was sited
conrectly. This Plan of Correction is
subtsitted to yoeet requirements
zsiablished by federal and state Jaw,

K038 — Exit Access is arranged so that

are as follows: g . ; .,
. exits ere readily accessible at all times in
: i; ;}32 NFPA 107 LIFE SAFETY CODE STANDARD K038 accordance with section 7.1 Staff did .
. ' Kntowr o crgency rel
Exit accass js arranged so that exits ane readily ?ﬁtchm\,:s ;::;ﬁu ,ck?sﬁo?;ﬁ?ng
?ﬁ%ssibgl(; a1t all imes in accordance wilh section sysTcm at exit on comridors.
Coxrective Action Taken
06/07/13
Staff is to he in-scrviced by RN Staff
Developraent Co?rdjn ator o:}r) designee ox;
the emergency release switch, focation o
This STANDARD is not met as evidenced by: switch and how/when to use. b
Baged on observations and staff Interview at
approximataly 8:30 am onward, the following item atentja) to Affect Reside the
were noncomnpliant, specific findings include: staff Same Deficient Practice 0607713
did niot know were emergency release switch was . o ,
located to release locking system at axit on During new hire ortentation, staff will be
“corri in-serviced on the emergency relesse
corridors, : ; .
switch, location of switch and how/when
42 CFR 483.70(a) té) u&cbj' the R)g Sf»ff Development
K052 NFPA 101 LIFE SAFETY CODE STANDARD K 052 oundiatar or eignee. 063
S&=E . . . , .
Afire alarm system required for life safely Is Dm"::c“gw;’ z%ﬁ?gﬂ: ﬁ?’gﬁﬁ;s
installed, tested, and maintained In accordance staff meabers that attended the drill, the
with NFPA 70 National Electrical Code and NFPA tocation of cmergency relense switch and
| 72. The system has an approved maintenance how/wher to use
and tesling program complying with applicable
requirernents of NFPA 70 and 72.  9.6.1.4
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE,
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Any dc}ﬂ;loncy uatemem ending wWith an astorlsk (%) danates a deficiancy which fhw nattut
other safeguards provide sufficlent prefection to the potients. (Seainabuctions.) Excapt for
foliowlnp the data of surviy whether of not & plan of cormection ks provided For aurding hol

days following the date these decuments ane mmids avallable 1o the faslity. If deficlencies
srogram participation, ..

oa may ba axcuaed from correeting providing i Ja datermined fat
nurslng homea, the findings steied shove ans dlacloastle B0 days
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DEFICIENCY)
Ko j .
52 | Continued From page 1 K 052 Svstomic Changes
Weekly, three times o week, for four 06/07/13
weeks, ;a:ious staff will be interviewed /l
- by RN Staff Development Coordinator
and desipnees to detcrmine if staff i3
awpre of the location of the emergeney »
relense gwiteh and how/when to uses,
Performance Monjtoripg
This STANDARD s not met as evidenced by: - o 06/14/13
Based on obsarvations and staff interview at Findings of the above tated audits wil
approximately 8:30 am onward, the following item be reviewed weekly for fous weeks by
were noncampliant, specific findings include- the special QA Committes for
hom/strobes devices in main dining room did not recommendations &nd facther follow-up
signal whan fire alamn systam was tasted. as indicated. If substantial complisnes
heg been xaet and o areas of concerns N
42 CFR 483.70(a) 1 i haoniodge o e oenton o
K067 | NFPA 101 LIFE SAFETY CODE STANDARD K067 emergency release switch and how/when
8§=k L . ” to use, audit will be disconrimyed.
Heating, ventilating, and air condiioning comply
with the provisions of section 9.2 and are installed K032 - Horn/Stiobes Devices in Main
in accordance with the manufacturer's Dining Room Did not Signal when Fire
specifications.  19.5,2,1, 9.2, NFPA S0A, Alarm System was tested,
18.5.2.2
Corrective Actlon Taken -
Homs/Strobes inspected ad tested by 06/14/13
ASG Scourity for propes operation
This STANDARD is not met #s avidenced by: aud/or replacement in the main dining
Based on ohservations and staff intenvew at roam.
approximately 8:30 am onward, the follawing ftem
ware honcompliant, speciic findings include: otential to Affect Residents by the
fire/smoke dampers in retum duct have excess Same cnt Practl ,
lent bufld up. . 06/13/13
. Horns/Strobes inspected and tested by X
42 CFR 483.70(a) ASG Sceunty for proper operation
and/or replacement throughout the
[ faeility
FORM CMS-2997{02-98) Pravious Verslons Obraolete Event iD:NJKW21 Fachity 1T; 630802 H eontinustion shaet Pege 2 of 2
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D SUMMARY STATEMENT OF DEFIGIENC|ES D PROVIDER'S PLAN OF GORRECTION o5)
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This Life Safety Code(LSC) survay was
conducted as per The Code of Federal Register

at 42CFR 483.70(a); using the 2000 Existing .
Health Carm section of the LSC and s referenced
publications. This bullding is Type V construction,
one story, with a complete automatic sprinkler
systemn. Facllity.is using Special Locking System

The deficiencias determined dunng the survey
are as follows: no LSC defitiencies nofed at time

of survey.

(X6} DATE

LABORATORY DIRECTOR'S OR FRUVII.)ERISUPPUEI REFRESENTATIVE'S SIGNATURE TITLE .
Dedo Y. Ulmad . Adrmemantro it 5413

Any vdficlency Wiatement endlng with an esterisk (*) denolea a deficlency which {he inatitution may be excused from corrocting providing it ks deformined that
other safeguands provide suliciant protection to the pattants. (See Instwrllons.) Excepl for nursing homes, ths fintiings stated sbove are disclosabla 90 days
following the dale of gurvey whathar or not s pién of comoction k provided, For nursing homas, the above fintdings and planps of coraction am disclosable 14
daya following the dete ihase docoments are made mvailable by the facifty. If deficlanclex are cllud, an approved plan of comnction I3 requisite to continued

program patticipation. .
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