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F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F42g8| This Plan of Correction does not
s5=D | IRREGULAR, ACT ON constitute an admission or

The drug regimen of each resident must be
raviewed at least once a month by a licensed
pharmaclst,

The pharmacist must report any lrregularifles to
the attending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT Is not met as svidenced
by:

Based on staff Interview and record review the
consultant phamnacist failed to identify
irregularities to the attending physician and
Diractor of Nursing for 2 of 13 residents
(Residents #55 and # 19) reviewed for
unnecessary medications,

1. Residant # 55 was admitted to the facility on
05/14/12 with dlabetes, cerebral vascular
accldent, hypertenslon and chronic anemia,

Record review of the rasident’s clinical record
revealed orders for:

1. Restorll {temazepam) 15 mg (milligram}
capsule by mouth at bedfime, written 07/17/12.
2. Remeron {mirtazaping) 30 mg ona tablet
avery day at badtime, wriiten 06/14/12.

3. Afiven (lorazepam) 0.5 mg tablet every day,
written 05/1412, '

Record review of hospital discharge records
ravealed the resident came from the hospital with

agreement by the Provider of the
truth of the facts alleged or
conclusions set forth In this
Statement of Deficiencles. This
Plan of Correction is prepared
solely because It is required by
state and Federal law.

F428 Drug Regimen Review

1. Resldent #55 and Resident #19
medication regimen have been reviewed
by the attending physiclan. Resident #
55 antidepressant medication
administration ime has been adjusted
by the attending physician. Resldent #
19 anxlotytic medication administration
time has been adjusted by the attending
physlcian.

2. A review of curent resldents
recelving sedative/hypnotic and or
anxlolytlc medications has been
completed by the Director of Clinical
Services with any liregularities brought
to the attention of the attending
physiclan, Cormective/physiclan orders
taken at time of discovery. The
consultant pharmacist was re-educated
by the Nursing Home Administrator
regarding completing tha drug regimen
review every 30 days on 08/20/2012,
The phamnacist will complete a
medication reglmen review to identify
Inconsistency with usual proper,
accepted, or right approaches to provide
pharraceutical services on a monthly
basis.

Gl

LABORAT: BIRECTOR'S OR FROYIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITL
Tiotatve L eotrr_

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the inslifuion may be excused from correcting providing it Js determined that /

olner safeguards provide sufficient protection to the patfents, (See Instruclions)) Exceptfor nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nof a plan of correction 15 provided. For nursing homes, the above findings and plans of comrection are disciosable 14

days following the date these documents are made available to the facility. |f deficlencles are ciled, an a

program parficipation,
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SUMMARY STATEMENT OF DEFICIENCIES

o

PROVIDER'S PLAN OF CORRECTION

orders for Remeron and Ativan.

Lexi-comp ' s Gerialric Dosage Handbook, 17ih
edition, revealed that Remeron Is an
antidepressant agent with significant chance of
somnelence (54%).

Ativan Is listed as a sedative/hypnotic, anxiolytic
medication in the benzodiazeping class which
causes central nervous system depression
resulting In sedation,

Restoril Is listed as an anxiolytic sedative hypnotic
that per manufacturer ' s instructions should not
be used for more than 7-10 days. The
madication can cause central nervous system
depresslon rasulting in sedation.

Review-of the phamacist ' s diug regimen review
shegt from May 2012 through July 2012 did not
reveal a review asking the physliclan for a
riskfoenefit statemant for the use of 3 sedating
medications; or a review far use of a sedative
hypnotic for more than 10 days,

Review of the care plan written on 05/23412,
revealed the resident to be a high risk for falls
and the rasldent had fallen on 07/26/12. The
resldent was also care planned for " monitor
therapeutic effectiveness and for adverse effects
of Allvan, Remearon and Restoril, *

Interview with the consultant pharmacist by phane
onAugust 1, 2012 at 2:30 PM revealed that he
tad not addressed the overlap sedation issus
and the use of a sedative hypnotic for more than
10 days. ! ’

2. Resident # 19 was admitted to the facility on
04/29111 with cumutative diagnoses of end stage

5]
PREFEY (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE CGOMPLETION
TAG REGULATORY OR LSG IDENTIFVING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROERIATE DATE
DEFIGIENGY)
; 3. The consultant pharmadist will
F 4281 Continued From page 1 F 428

conduct a drug regimen raview at least _
monthly in order to identify frregulatities
apd to identify slgnificant risks and
adverse consequences resuiting from or
assoclated with the use of sedatives and
nyprictics, The pharmacist will report
the finding to the attending physician
and /Director of Clinical Services for
follow up, The Directer of Clinical
Services wili complete a review of
physiclan orders monthiy to Identify
those residents receiving
sedative/hypnotic and/or anxiclylic
medfcations to ¢ross reference with
pharmacy recommendations done
menthiy x 6 months to monitor follow
up for those restdents identifled.

4, The Director of Cilncal Services will
report the results of the review of
physlcian orders to the performance
Improvement Commlttee monthly to
identify trends and need for further
monitoring. The consultant pharmacist
will report findings of reviews on a
quarterly basis,
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GOPD (chronlc obstructive puimonary disease,
hypertension, hypothyreldlsm, and diabetes
mallitus,

Record review of the resident ' s clinical chart
revealed orders for;

1. Amblen(zelpidem) 6 mg (milligrams) one
tablet at bedtime for Insomnida, written 2/19/12
2, Afivan fforazepam) 0.5 mg at bedtime for
anxlety, written 312112,

Lexi-comp ' s Gerlatric Dosage Handbook, 17th
adition, stated that Ambien is a hypnetic
medication, " Use with caution with respiratory
disease ", the text recommends that the
medication should only be usad for 7-10 days
before re-gvaluation,

Alivan is listed as a sedative/hypnotic, anxlolytic
medication in the benzodiazepine class which
causes cantral nervous system depression
resulting in sedation,

Review of the pharmacist* s drug regimen review
sheet revealed that the last review for Ambien
was In August 2011, the Ativan review was wrilten
on 03/01/12; howsver the attending physician
was not made aware that the resident was on two
sedating medications both given at badtime.

The resldent was cara planned on 04/24/12 for
GOPD and the need to monitor for possible drug
Interactionfincreased side effacts due to muitiple
medication use and for falls. The resident did fall
on 04/16/12 and had no injuriss.

Interview with the consuliant bharmaclst by phona
anAugust 1, 2012 at 2:30 PM revealed that he
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had not addressed the overlap sedation Issus
and tha use of a sedative hypnotic for more than
10 days.
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,This Plan of Correction doas not

K 000" constitute an admission or :
{agreement by the Provider of the . i
_truth of the facts alieged or " * ’ {Q

K000 INITIAL COMMENTS

* This Life Safety Code(L.SC) survey was e O e e rorth I this

- condugted as per The Code of Federal Reglster : g . :
. at 42CFR 483.70(a); using the Existing Health - jStatement of Deficionces, B8 ;
* Care section of the LSC and its referenced j : solely because it is required by :
publications. This bullding is Type fH211) :  gtate and Faderal law. .
construction, one story, with a completa : K038 !

1, How Corrective action will be

" accomplished by the facility to
correct the deficient practice;

- The exit door on 100 hall was repalred

gutomatic sprinkler system,.

The daeficiencies determinad during the survey

; are as follows: before survayors exit
K038 : NFPA 101 LIFE SAFETY CODE STANDARD K038 5, How wmyyou idénﬁfy sther life
88=D. , ) safety Issues having the potential
- Exit access is arranged so that exlits are readily to affect residents by the same
_accessible at all timas in accordance with section deficlent practice and what
7.4, 1924 corrective action will be taken;

Malntenance Dlrector will check and
provided all exits doors ensuring that :
{ess than fifteen pounds of pressure 1s
1 needed to operate. Any doors requiring
. : more than fiftean pounds to operate wil :
e L ' i be repalred or replaced.
*This STANDARD is not met as evidenced by: H . 3, w]inwat measuﬁes will be put into :

42 CFR 483.70(a) : : place or what systemic changes
. By observation on 8/22/12 at approximately noon . : you wilt make to ensure that the :
. ! deficient practice will not recur; i

the following exit access was non-compliant,

- specific findings Include 100 hall exit door 5 . Malntenance Department will check

" doors daily for 30 days and then

required more than fifteen pounds of pressure to ;
' operate. This itlem was corrected during the : E:?g;’f{'ecrhmks will be perform
Sunvey. ' 4. How the facility plans to monitor :
K 052 NFPA 101 LIFE SAFETY CODE STANDARD - K052 its performance to make sure that
§5=0, . solutions are sustained;
! A fire alarm system required for life safety is ' The Malntenance Director wil report
. installed, tested, and maintained in accordance - results of findings to the Risk
with NFPA 70 Nationat Electrical Cede and NFPA Management/Quality Improvernient

committee for continued compliance X 6

' 72. The system has an approved maintenance months

and testing program complying with applicable
requirements of NFPA 70 and 72.  9.6.1.4

MBOMTO% %;%W%ENTATNES SIGSJATURE Egﬂé‘] Vz, Q/rgc ’pepj | {7?;“{ j 9’/

Aqy deficiency slatement ending with an asterisk {*) danotes a defictency which the Institution ma i iding §
i ster y be excused from correcting providing it Is det
other §afeguards pravide sufficient pretection to the patiants. (See insteuctions.) Except for nursing homes, the findings staieg sbove a?eitﬁlisgis:rtﬁnseg g;ai
:ioe:;?swflgl?om% S?La c:jistur‘\;]ay wr&elhef of tm:t a pianéot' cortaction is providad. Fornursing homes, the above findings and plans of correction are disclosable 1{!1
wing (he date these decumeants are rmade available to the faciily.  deficiendi ] i
o eton. Y. eflciencies are 'mted, an appraved plan of correciion Is requisite to conlinued
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DEFICIENCY) :
‘ " Kos2
LK0B2 ; 1. How Corrective action will he
Continued From page 1 K052 accomplished by the facllity to . q
correct the deflcient practice; [l y
. ~ Annual certification for the fire alarm : ]
B . control pangl was completed
| t o Bfesfi2. i
: i 2. How will you identify other life '
i ! safety Issues having the potential :
: 1 to affect residents by the same :
. . i deficient practice and what -
' . , corrective action will ba taken; :
. This STANDARD is not met as evidenced by ! Maintenance Director will check all fire !
42 CFR 482_3.79(3) . . alarm certifications ensuring all annual :
By observation on 6/29/11 at approximately noon * checks have been complated and )
the following fire alarm system was observed as malntaln an annuat inspection log. ;
non-compliant, specific findings include the 3. What measures will ba putinto . .
annual certification for the fire alarm contro! panef” place or what systemic changes
was last completed on 5/16/11. you "[Vi“t“;?:‘zt’t“’ ansire that the
clen ce no ur;
K 067 - NFPA 101 LIFE SAFETY CODE STANDARD K067  Maintenance Department will check fire
88=D . o ) L alarm system and certification monthly
- Healing, veniilating, and air conditioning comply and log monthly check every month xi2
“with the provisions of section 9.2 and are installed * months,
in accordance with the manufaciurer's 4, How the facility plans to monitor
- specifications.  19.5.2.1, 9.2, NFPA 90A, : its performance to make sure that .
19.5.2.2 : :  solutions are sustained;
. : i The Malntenance Director will report ;
; " results of findings to the Risk ; !
'i 1 Management/Quality Improvement ]
r committee for continued compllance x H
i : T 12 months, . .
This STANDARE is not met as evidenced by ¢ Ck0e7 ;
; 42 CFR 483.70(a) i i 1, How Cortective action wiil be i
By observation on 8/22/12 at approximately noon accomplished by the facility to
. the foliowing Heating Ventilating and Alr . corrack the deficlent practice;
Conditioning {HVAC) was non-comptiant, specific The facllity HVAC Systern has individual
findings include the HVAC system on the 100 hall- Duct Detectors for each alr handler.
" did not shut down with fire alarm activation when Thei correct pull station and H\gAC e
the 100 hall pull station and the pull station at the gfﬁ;?n?;g:gg 100 hall was [dentiie
1 NUTSES siation (zone 3} was activated. 2, How will you tdenti'fy other life
K 147 NFPA 101 LIFE SAFETY CODE STANDARD K 147  safety issues having the potential

88=D-
. Electrical wiring and equipment is in accordance

to affect residents by the same
defictent practice and what
corrective action will be taken;
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K 147 Contlnued From page 2
_with NEPA 70, National Electrical Code. 9.1.2

“‘This STANDARD is not met as evidenced by:
42 CFR 483.70(a)

" the following elecirical code ftem was observed
_ as non-compliant, specific findings include

oom,

- By observation on 8/29/11 at approximately noon

slectical wire hanging down in the sprinkler riser

s
!
'

K 147 stations to ensure individual duct

Malntenance Director will check all pul}

detectors activate HVAC shut down In
the define area.
3, What measures will be put into -
place or what systemic changes
you will make to ensure that the
deficlent practice will not recur;
. Maintenance Department will check
! HVAC system at a different pull station
daily x 10 days then monthly x 12
months thereafter
4, How the facllity ptans to monitor
its performance to make sure that
solutions are sustained;
The Maintenance Director will report
results of Andings to the Risk
i Management/Quality improvement
comemitiee for continued compliance X
12 months.

K147

1, How Corrective actlon will be

accomplished by the facllity to

corvect the deficient practice;

Electrical wiring was capped off, taped
* up, and put o metal box with cover.
Metal box was fastened to the celling.
2. How will you ldentify other life
* gafety issues having the potential
to affect residents by the same
deflcient practice and what
correctiva action will he taken;
! Maintenance Director will check all
sprinkler riser room for hanging wire
and fix.
i 3, What measures wiil be put Into i
place or what systemic changes '
you will make to ensure that the
- deficlent practice will not recut;

Maintenance Department will check

Sprinkler riser reom weekly X three

manths thereafter Sprinkier riser room

checks will be corapleted manthly x12

months,

i om m e 4t mae o

W

i
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. " 4. How the facllity plans to monltor
. K 1 L{’I " its performance to make sure that : 5} / / l »
- . solutions are sustained; . i
The Maintenance Director witl repott :
rasuits of findings to the Risk .
anagement/Quality improvem_ent :
commttee for continued compliance X
) 12 months,
: : :
1 . 3
. H 1
H -: i
; ! i
¥ H +
} ' ;
: ! i
3 : :
1
K i
; : :
. . ¥
: ! !
| ¢ ;
; ;
: '
3 3
. .
.;?
. .' - i
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This Plan of Correction does not
constitute an admission or
agreement by tha Provider of the
truth of the facts alleged or
conclusions set forth in this
Statement of Deficiencies. This
9lan of Cotrection is prepared
solely because It s required by
state and Federal [aw,

K038

1, How Corrective action will be
accomplished by the facility to
correct the deficient practice;

The exit door on 100 hall was repalred
before surveyors exit,

2. How will you [dentify other life
safety issues having the potential
to affect residents by the same
deficlent practice and what
corrective action will be taken;
Malntenance Director wilf check and
provided all exits doors ensuring that
less than fifteen pounds of pressure s
needed to operate, Any doors requiring
more then fitteen pounds to operate will
be repalred or replaced.

3. What measures will be put into
piace or what systemic changes
yous will make to ensure that the
deficient practice will not recur;
Matntenance Department will check
doors dally for 30 days and then
fnontitly checks will be perform
thereafter.

4, How the facllity plans to monitor
its performanca to make sure that
solutlons are sustained;

The Malntenance Director wili report
results of findings to the Risk
Management/Quatity Improvement
committee for continued compliance x 6
months.




K052
1. How Corrective action will be
accomplished by the facllity to
correct the deficient practice;
Annual certification for the fire alarm
controt panel was completed
8/28/12.
2, How will you identify other life
safety issues having the potentlal
to affect resldents by the same
deficlent practice and what
corrective action will be taken;
Maintenance Director will check all fire
alarm certifications ensuring all annuat
checks have been completed and
maintain an annual inspection log.
3. What measures will be put Into
place or what systemlic changes
you will make to ensure that the
deficient practice will not recur;
Maintenance Departrent will check fire
alarm system and certification monthly
and log monthly check every month x12
months.
4. How the facility plans to monitor
Its performance to make sura that
solutions are sustained;
The Malntenance Director will report
results of findings to the Risk
Management/Quality Improvement

~ committee for continued compllance x
12 months.




K067

1. How Corrective action will be
accomplished by the facllity to
cotrect the deficient practice;

The facllity HVAC System has Individual
Duct Detectors for each alr handler,
The correct pull station and HYAC
system area for 100 hall was identified
by Malntenance Director.

2. How wiil you {dentify other life
safety issues having the potential
to affect residents by the same
deficient practice and what
corrective action will be taken;
Malntenance Director will check all pull
stations to ensure indlvidual duct
detectors activate HVAC shut down In
the define area.

3. What measures will be put into
place or what systemic changes
you wilt make to ensure that the
deficlent practice wlil not recur;
Maintenance Department wilt check
HVAC system at a different pult station
daily x 10 days then monthly x 12
months thereafter

4, How tha facility ptans to monitor
Tts performance to make sure that
solutfons are sustained;

The Malntenance Director will report
results of findings to the Risk
Management/Quality Improvement
commitiee for continued compliance X
12 menths.




Kiq7

1. How Corrective action will be
accomplished by the facility to
correct the deficient practice;
Electrical wiring was capped off, taped
up, and put Into metal box with cover.
Metal box was fastened to the cefling.
2. How wlll you identify other life
safety Issues having the potential
to affect residents by the same
deficlent practice and what
corrective action will ba taken;
Malntenance Director wilt check all
sprinkler riser room for hanging wire
and fix,

3. What measures will be put Into
place or what systemic changes
you will make to ensure that the
deficient practice will not recur;
Maintenance Department wili check
Sprinkler riser room weekly X three
months thereafter Sprinkier riser room
checks will be campleted monthly x12
months,

4. How the facllity plans to monitor
its performance to make sure that
solutions are sustained;

The Maintenance Director wilt report
results of findings to the Risk
Management/Quality Improvement
committee for continued compliance x
12 months,




