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The facility must inform the resident both oraliy
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations geverning resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with ihe
notice {if any) of the State developed under
§1919(e)(8) of the Act. Such nofification must be
made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendmants fo it, must be acknowiedged in
writing,

The facility must inform each resident who is
entitled to Medicaid benefits, in wiiting, at the time
of admission fo the nursing facility or, when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services under the State pian and for
which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amoun! of charges for those services; and
inform each resident when changes are made lo
the items and services specified in paragraphs (5)
{i{AY and (B} of this seclion,

The faclity must inform each resident before, or
at the time of admission, and periodically during
the resident's stay, of services avaitable in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
fegal rights which includes:
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The statements made on this plan of
F 158 | 483.10(b)(5) - (10), 483.10(b){1) NOTICE OF F156|  correction are not an admission to and
8s8=C | RIGHTS, RULES, SERVICES, CHARGES do not constitute an agreement with

the alleged deficiencies herein, 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
following plan of correction
constitutes the facility’s allegation of
compliance. All alleged deficiencies
cited have been or will be corrected
by the date or <ates indicated,

F156
It is the practice of this facility to
prominently display in the facility
written contact informafion for the
NC Dept. of Health and Human
Services, depart, of Health Service
Regulation,

Criteria One:

For the resident found to liave been
affected by the alleged deficient
practice:

No resident was found to have been
affected by the alleged deficient
practice,

Criteria Two;

For other residents who may have
been affected by the alleged
deficient practice:

Each resident has the potential to
have been affected by the alleged
deficient practice.

{X6) DATE

3l/i3

-ABORATORY DIRECTOR'S OR PEOVTDER}SUPPLIZR REPRESENTATIVE'S SIGNATURE ; . . Tt jLE
. . .

\ny deficiency statement ending wilh an asterisk {*) denoles a deficiency which the institution may be excused from correcling providing it is determined that
ther safeguards provide sufficient protection to the patients. {Seeinstruclions.) Except for nursing homes, the findings stated above are disciosable 90 days
Jllowing the date of survey whelhsr or nol a plan of correction is provided. For nursing homas, the above findings and plans of correclion are disclosable 4
ays following the date these documents are made available to the facility. If deficiencies are ciled, an appraved pian of correction is requisile to continued

rogram parlicipation,
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I 156 { Continued From page 1 F 156 Criteria Three

A description of the manner of protecting personal
funds, under paragraph (¢} of ihis section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, inctuding
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of
institutionalization and atiributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the instifuticnalized spouse's
medical care in his or her process of spending
down to Medicald eligibility levels.

A posting of names, addresses, and telephone
numbers of all perfinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the prolection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and cerfification
agency concerning resident abuse, negiec!, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

‘Fhe facility must comply with the requirements
specified in subpart | of part 488 of this chapter
related to maintaining written policies and
procedures regarding advance directives. These
requirements include provisions to inform and
provide written information to all adult residents
concerning the right fo accept or refuse medical
or surgical treatment and, af the individual's
option, formulate an advance directive. This
includes a written description of the facility's

The following systemic changes will
be put into place to ensure the
alleged deficient practice does not
recur,

The sign has been changed to reflect
the current name, address, and
telephone number of the NC DHHS
Division of Health Service
Regulation. It has been lowered to
4.3 ft. off the floor (to the top of the

page.)

A total of five residents, one from
each of the four units and the resident
council president were asked to read
and confitm that the sign is atan
appropriate height and font to be
easily read.

Administrator or designee will ensure
correct state contact information is
listed annually.

Criteria Fowr:

The corrective action will be
monitored as follows:

The Administrative Director of
Nursing Services (ADNS) or
designee will audit weekly times 4
weels then monthly times 3 months
and annually in December that no
changes have been made to the
contact information as well as the
position of the sign. Audits to be
taken to QA by ADNS, for review o
the need for continued auditing,

3l ah3
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F 156 | Continued From page 2 F 166

policies to implement advance directives and
applicable Stale law.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
writien information, and provide to residents and
applicants for admission aral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
recefve refunds for previous payments covered by
stch benefits.

This REQUIREMENT is not met as evidenced
by:

Based on ochservation, and staff interview, the
facility failed fo post state contact information at
or near eye level for residents in wheelchairs and
failed to post current state contact information.

The findings include:

On 2/18/13 at 11:30 AM the state contact
information was observed posted on a bulletin
beard, on a h 8 x 10 piece of paper,
approximately 6 feet off the floor {to the top of the
page). The contact phone number for the North
Carolina Department of Health Services, Division
of Health Services Regulation was listed as (919}
833 - 4250, The current contact phone number
for the Norih Carolina Departiment of Health
Servicas, Division of Health Services Regulation
was (919) 856 - 4500, The expiry date on the
sign was 12/31/M12,
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at the height it had been at. The Administrator
was not interviewed about the incorrect stale
contact Information.

F 312 483.25(a)(3) ADL CARE PROVIDED FOR
gss=p | DEPENDENT RESIDENTS

A resident wha is unable to carry out acfivities of
daily living receives the necessary services fo
maintair good nulrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, record
review and faciiity pelicy review, the facility failed
fo trim toenaiis for 1 of 3 residents (Resident #71)
reviewed for activiies of daily living care. The
findings included;

The facility policy entitled "Bathing”, dated
1242009 included, "Clean and trim nails as
needed. (Only a ficensed nurse can perform nail
cutling on a diabetic patient.)"

Resident #71 was readmitled fo the facilily on
11127106, Diagnoses included contraclures.
Diabetes was not a listed diagnosis. The annual
Minimum Data Set (MDS) dated 1/5/13 indicated

It is the practice of the facility that
when a resident is unable to carry

F 312 ouf activifies of daily lving they

receive the necessary services to
maintain good nutrition, grooming
and personal and oral hygiene

Criteria One:

For the resident found to have bees
affected by the alleged deficient
practice;

Resident’s toenails were clipped on
2/20/13 by RN at facility,

Criteria Two:

For other residents who may have
been affected by the deficient
practice:

Each resident has been assessed on
3/8/13 by the RN's and LPN's on
night shift for long nails and groomed
appropriately. Resident’s needing
podiatry services were placed on the
podiairy list to be seen on 4/10/13.
No immediate needs for podiatry
services were identified..
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F 156 ] Continued From page 3 F 156
On 2/24/13 at 11:45 AM the siate contact
information was observed posted on a bulletin
board, on a n 8 x 10 piece of paper,
approximately 4 feet off the floor {to the top of the
page). Inlerview with the Administralor at this
fime reveled that she moved it becatise when she
was walking by it the other day she realized it
would be difficult for peeple in wheelchairs to read 312
H

FORM CMS-2567(02-99) Previous Verstons Obsolele Event 1D: WWNGT1

Facility 10 923320 )f continualion sheel Page 4 0of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: Q3/05/2013
FORM APPROVED
QOMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENY OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345177 B. WING 0212412013

NAME OF PROVIDER OR SUPPLIER

MANOR CARE HEALTH SVCS PINEHURST

STREET ADDRESS, CITY, STATE, ZIP GODE
205 RATTLESNAKE TRAIL

PINEHURST, NC 28374

o) B SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 312 Continued From page 4 F 312 .
the resident requ}:reg extensive o total assistance Criteria Threc: R .

. _— o The following systemic changes will
it all activities of daly fiving. be put into place to cnsure the
Observations on 2/20/13 at 10:40 AM and 4:40 deficient practice does not recur:

PM revealed the resident's toenails were long. On . .
the great and 2nd toes bilaterally the nalls All nursing staff have been 1n- full
extended approximately 1 cenfimeter beyond the serviced by the ADNS to include fu
end of the toes. The nails were thin, time, part time and PRN staff on

ADL care regarding proper grooming
During an interview on 2/20/13 at 4:40 PM, of resident nails, A new system has
Mursing Assistant (NA) #1 indicated that the been implemented requiring CNA’s
nurses of podiatrist cut residents’ toenails. NA#1 on day shift to do even numberec‘i
said she thought the resident was on the list o be rooms and CNA’s on evening shift to
seen by the podiatrist. do odd numbered rooms for nail

grooming daily. Diabetic patient nails
During an intarview on 2/21/13 at 8:30 AM, the are 1o be groomed by the Charge
social work‘er ?ndi.cated that Resident #71 was not Nurse. Patients needing podiatry
on the podiatist list services are reported to the charge
During an interview on 2/21/13 at 10:55 AM, furse fo as_s_ess“?ﬁgt aidfr‘f’cm ded on
Administrative Staff #3 indicated that NAs were the 24 hour report book 107
expecled to cut toenails if the nails were not thick notification to social services, to
and the resident was not a diabetic. place on the podiatry list for next

visit.
During an interview on 2/21/13 at 10:59 AM, L "
Nurse #2 stated that the nursing assistants could %‘ tter ”? 'Fm‘n ' . .
- \ o . e corvective action will be
cul Resident #7 1's loenails since the resident was monitored as followed:
not a diabetic and the nails were nof too thick. )
Nurse #2 indicated that if the resident refused to .o
let the NAs cut her toenails, she expected the gp.audlj[ “;g b_e (}:;mi(_iucfed h)éthe .
NAs to lat the nurse know. Nurse #2 added that ! ?Ctm 01 Lare LICIvery (D D)'o:
the nurse on duty 2/20/13 did trim the resident's designee of 10 residents weekly times
toenails. 4 weeks to include residents from
even and odd numbered rooms then
During an interview on 2121/13 at 12:45 PM, monthly times 3 months. Audit tools
Administrative Staff #2 said that as a rule, she to be taken to QA by ADNS for
expected the NAs to let the nurses know if a 1'evi‘e.w of the need for continued
resident's toenails needed to be eut 50 the nurse auditing.
3/21/13
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F 312 | Continued From page 5 F 312
could cut them if the resident was not a diabetic
and the nails were not too thick. Administrative
Staff #2 added that she did not know why
Residant #71's toenails were allowed to get so F356
long. It is the practice of the facility to
F 356 | 483.30(e} POSTED NURSE STAFFING f- 356 record accurate information on the
$8=C | INFORMATION daily nurse staff posting form.

The facility must post the folfowing information on
a daily basis:
o Facllity name.
o The current date,
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or ficensed
vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census,

The facility must post the nurse staffing data
specified above on a dally basis af the beginning
of each shift. Dala must be posted as follows:

o0 Clear and readable format.

o [n & prominent place readily accessible to
residenis and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the communily

standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater,

Criteria One:

For the resident found to have been
affected by the alleged deficient
practice.

No resident were been found to have
been affected by the alleged deficient
practice.

Criteria Two:

For other residents who may have
been affected by the alleged
deficient practice:

Each resident has the potential to
have been affected by the alleged
deficient practice,

Criteria Three:

The following systemic changes wil
be put into place to ensure the
deficient practice does not recur:

Nursing supervisors have been in-
serviced by ADNS to perform the
task of posting the nurse staffing
form during each shift as needed
during the week and on weekends.

I
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Confinued From page &

This REQUIREMENT is nof met as evidenced
by:

Basad on observation, record review and staff
interviews, the facility failed to record accurale
information on the Daily Nurse Staff Posting
Form. The findings included:

On 2/18/13 at 2:58 PM., the Daily Staff Posting
Sheets for 211613, 2117113 and 2/18/13 were
abserved posted on the bulletin board. The
actual hours worked area was blank for all shifts
on all three days. Also, the Resident Census was
documented as 113 for 2/16/13, 2M 713 and
2/18/13. The Administrative Assistant reviswed
the census for 2/18,13, 2/17,13 and 2/18M13. The
actual Resident Census was 111 on 2/16/13, 110
on 2/17/13 and 110 on 2/18/13.

On 2118/13 at 2:58 PM., the Administrative
Assistant stated she posted the Daily Nurse Staff
Sheets for the weekend and Monday on Friday.
She said nobody made the changes on the
nursing hours and the Resident Census during
the weekend. When she refurned on Monday,
she would reirieve the forms and compilele the
actual nursing hours and the Resident Census,

On 220013 at 3:47 PM., Administrative staff #2
stated the Administrative Assistant posted the
Daily Nurse Staff Posting Form the evening
before the next day and posted the weekend
forms on Friday. She stated she did not realize
that the total number of aclual nursing hours and
census should be completed on a daily basis.
483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

F 371

F 356 Criteria Four:
The correetive action will be

monitored as followed:

Audits will be completed by the
ADNS or designee daily times 1
week, then weekly times 4 weeks and
then monthly times 3 months. Audit
tool to be taken to QA by the ADNS
monthly, for review of the need for

continued auditing.

3/21/13
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The facility must -

{1) Procure food from sources approved of
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distiibute and serve food
under sanitary conditions

This REQUIREMENT is not mel as evidenced
by:

Based on record review, observation and staff
interview, the facility failed to maintain sanitary
gondition in the kitchen and ensure proper food
storage by not enswing all packaged food items
opened and used were labeled and dated and
failed to ensure all food items were
closed/sealed. The facility also falled to ensure
that clean trays were not stacked wet. The
findings included:

On 2/18/13 at 10:47 AM, initial tour of the kitchen
was conducted. [n the walk in refrigerator, there
were 2 bags and 1 box of lemons observed. [n
the bags/box, there were multiple lemons that
were observed moldy. There was also a box of
cucumber abserved and % of the box were moldy
and rotten. There was an opened plastic bag with
bologna in it and was dated 2/3/13. In the walk in
frepzer, there were 5 hamburger patties, 14
waffies and french fries that were not
labsledidated. In the dry storage, there was &
packet of opened gravy mix which was undated.
At 10:55 AM, dietary staff #1 was interviewed,
She stated that a dietary staff member shotld be
chacking the refrigerator, freezer and dry storage

FORM CMS-2557(02-99) Previous Versions Obsolete

Event ID:WVNHT

Facilily 1LY £33

It is the practice of the facility to
procure food from sources
approved or considered
satisfactory by Federal, State and
local anthorities and store, prepare,
distribute and serve under sanitary
conditions,

Criteria One:

For the resident found to have been
affected by the aileged deficient
practice:

No resident has been found to have
been affected by the alleged deficient
practice.

Criteria Two:

For ofher residents who may have
been affected by the alieged
deficient practice:

Each resident has the potential to
have been affected by the alleged
deficient practice.

On 2/18/13 the following defective
items, to include 2 bags and | box of
lemons, a ¥ box of cucumbers, and
an opened plastic bag with bologna
dated 2/3/13 from the walk in
refrigerator were discarded.

From the walk in freezer, 5
hamburger patties, 14 waffles and a
large bag of French fries, and an
opened pack of gravy mix from dry

storape were also discarded.
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On 2/20/13, all debris from the floor
F 371 | Continued From page 8 F 371 was removed and discarded to
daily for proper storage and labeling/dating of lncluFle’bo?.as, a_léd{? Scoop. A bag of
food. She further stated that evidently, this was sugar was discarded as 1t was not
not happering. sealed, An opened bag of smoked
sausage from the walk in freezer was
On 2020143 at 9:00 AM, another tour of the also discarded.
kitchen was conducted. A scoop was observed
inskde the sugar bin and empty boxes were noted .
on the fioor. In the dry storage, there was a bag Criteria Three:
of sugar that was not closedfsealed. In the walk The following systemic changes will
in freezer, there was an openad plastic bag of be put into place to ensure the
smoked sausage that was not closed/sealed. At alleged deficient practice does not
9:30 AM, interview with the distary staff #2 recur:
revealed that the scoop should not be stored in-service for dictary staff was
inside the bin and the sugar should have been conducted by the Dictary Manager to
seated. The dietary staff member also slated that include the following topics:
the food in the freezer should have been sealed, 1} Washing and drying of pots and
labeled and dated after opening. pans
2) Receiving and storage of food
On 2/20/13 at 11:45 AM, observation of the tray items
line was conducted. All the trays were observed 3) Food Safety Product-Labeling
to be stacked together wet and were used to and Dating
serve the funch meal. At 11:48 AM, dietary slaff 4) Food Product Shelf Life
#3 was inlerviewed. She stated that the new Guidelines
trays took a long time to dry. The distary staff 5) Preventing Cross-Contamination
was observed to wipe each tray with paper towsl
gtrg; Eti(z) ri:smg it after it was brought to her Criteria Four:
' The correciive action will be
On 2121/13 at 9:20 AM, administrative staff #4 jontored as follows:
was interviewed, The staff stated fhat they were udits for dietary services will be
aware that the dietary staff needed a lot of conducted by the Dietary Manager or
support and education. designee weekly times 4 weeks, then
F 43t | 483.60(b), (d), (¢) DRUG RECORDS, F431| ~ monthly times 3 months,
55=¢ | LABEL/STORE DRUGS & BIOLOGICALS Audits will be taken to QA by the
ADNS for review of the need for
The facility must employ or obtain the services of continued auditing.
a licensed pharmacist who eslablishes a sysiem
of records of receipt and disposition of alf 321713
Evenl ID: YWWNO11 Facility iD. 923320 If continualtion sheet Page 9of 15
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controlled drugs in sufficient detail to enable an 431
accurate reconcifiation; and determines that drug
records are in order and that an account of all It is the practice of the facility to
controlled drugs Is maintained and periodically maintain medication refrigerator
reconciled. = temperatures within the 36-46
degree range, as recommended by
Drugs and biologicals used in the facility must be drug manufacturer.
labeled in accordance with currently accepted
professional principles, and include the Criteria One:
appropriate accessory and cautionary For the resident found to have been
instructions, and the expiration date when affected by the alleged deficient
applicable. practice:
E:C?If;():j;csiggz"[o’ Lifgzzdnzi?;féi?a\?:};he No residents were found to have been
locked cormpartments under proper temperature affect.ed by the alleged deficient
controls, and permit only authorized personnel to practice.
have access to the keys.
The facility must provide separately locked, Criteria Two:
permanently affixed compartments for storage of For other residents who may have
conirolied drugs listed in Schedule If of the been affected by the deficient
Comprehensive Drug Abuse Prevention and practice:
C;) nirol Act 0219}: 6 atri:d ?lh?’ drugs SL_Ib}'?Ci to.t Each resident using medication stored
abuse, except when e tacl Ity uses single L in the refrigerator has the potential to
package drug distribution systems in which the ] b ffected by the alleged
quantity stored is minimal and a missing dose can 1ave beah ‘c‘l coted by the alicge
be readily detected. deficient practice.
All medications to include 3 vials of
Engerix-B, t0 vials of Humalog
‘This REQUIREMENT is not met as evidenced Insulin, 4 vials of Levemir Insulin, 3
by: vials of Lantas Tnsulin, | v;q! of
Based on observation, staff interview and record Humulin 70/30 Insulin, 1 vial of
review; the facilily failed to maintain medication Humulin R Insulin, 1 vial of Novolog
refrigerator temperature within ihe 38 - 46 degree Insulin, and 24 vials of
range, required by medications in the refrigerator, Intramuscular/Intravenous Lorazepam
according to the medication manufactures solution were returned to pharmacy
unopened. Defective thermometer
Event ID: WVNSSH Fecrylc  Was disposed of and a new one putin - ypage 10 of 15
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recommendations, for 1 of 2 medication
refrigarators.

Findings included:

According to the Prescribing Information for
Engerix-8 from the manufacturer
GlaxoSmithiline, dated 2012, Engerix-B was a
vaccination against Hepatitis B that should be
stored refrigerated batween 36 and 46 degrees F
{farenheight). The instructions also indicated "
do not freeze, discard if product has been frozen

According to the Prescribing Information for
Humalog from the manufacturer EHi Lilly and
Company revised October 14, 2012, Humaleg
was an insulin medication unused in the
treatment of diabetes mellitus. The instructions
also indicated that unopened Humalog should be
stored refrigerated betwsen 36 and 46 degrees F
but notin the freezer. The instructions also
indicated " do not use Humalog if it has been
frozen " .

According to the Prescribing Information for
Levemir from the manufacturer Novo Nardisk A/S
revised January, 2012, Levemir was an insulin
medication unused in the treatment of diabetes
mellitus. The instructions atso indicated that
unopened Levemir should be slored refrigerated
between 36 and 46 degrees F but not in the
freezer or near the refrigerator cooling element,
The instructions also indicated " do nol freeze,
do not use Levamir if il has been frozen " .

According to the Prescribing tnformation for
Lantas from the manufacturer Sanofi-Aventls

The folowing systemic changes will
be put into place to ensure the
alleged deficient practice does not
recur.

All nursing staff were in-serviced by
the ADNS regarding correct
temperatures for storage of
medications per manufactures
recommmendations,

The Nursing Supervisor on night
shift will maintain new refrigerator
log of 36 to 46 degrees. Any
deviation of temperatures, in the
medication refrigerators are to be
reported immediately to the ADNS,
pharmacy and maintenance director
for correction to ensure safe
medication supply.

Criteria Four!

The corrective action will be
monitored as Tollows:

Refrigerator audits will be conducted
by the ADNS or designee weekly
times four weeks then monthly times
3 months. Audits to be taken to QA
by the ADNS for review of the need
for continued auditing.

3/21/13
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revised March, 2007, Lantas was an insulin
medication unused in the treatment of diabetes
mellitus. The instructions also indicated that
unopened lantas should be stored refrigerated
between 36 and 46 degrees F but not in the
freezer. The instructions also indicated if it * has
been frozen or overheated, throw it away ™.

According lo the Patient Information for Humulin
70/30 from the manufacturer EB Lilly and
Company revised January 20, 2011, Humufin
70/30 was an insulin medication unused in the
treatment of diabetes mellitus. The instruciions
also indlcated that unopened Humulin 70/30
should be stored in the refrigerator and not in the
freazer, The instructions also indicated do not
use Humulin 70/30 if it has been frozen.

According to the Patient Information for Humulin
R from the manufacturer Eli Lilly and Company
revised March 25, 2011, Humulin R was an
insulin medication unused in the ireatment of
diabetes mellitus. The instructions also indicated
that unopened Humulin R should be stored in the
refrigerator (36 - 46 degrees F) and not in the
freezer. The instructions also indicated do not
use Humulin R if it has been frozen.

According to the Prescribing Information for
Novolog from the manufacturer Novo Nordisk
AS dated January 2013, Novolog was an insulin
medication unused in the treatment of diabeles
mellitus. The Instructions also indicated that
unopened Novoleg should be stored refrigeraled
between 36 and 46 degrees F but notin the
freezer. The instructions also indicated " do not
freeze, do not use Levemir if it has been frozen ™.
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According to the Prescribing Information for
Lorazepam Injection Solution from the
manufacturer, Baxter Health Care Corporation,
Revised 09/2008 Lorazepam was a medication
used in status epiteptics {seizures). The
instruclions also indicated that the solution should
be stored in the refrigerator,

Review of the Refrigerator Temperature Conirol
Log for 04/01/13 through 02/19/13 revealed that
on the following dates the 100 hall medication
room refrigerator temperature was recorded as
32 degrees F (freezing temperature):

January: 1,2, 4, 8, 10, 14, 17,19, 21, 22,24, 29
February: 4, 6, 10, 16, 17, 18,19

For the remaining days during this time period the
ternperature was recorded as 34 degrees F on 24
occasions, 33 degrees on 1 occasion, 35 degrees
on I occasions and 36 degrees F on 3 occasions
(January 26 and 27 and February 11). There
were no temperatures above 36 degrees or below
32 degrees recorded. On January 21, under the
comments heading temperature increased was
handwritten. A typed note at the top of the log
reed " H1-7 checks nightly adjusts as needed if
temp > (temperature less than) 40 degrees.

Then recheck as needed.}

On 2/20/13 at 4:40 PM the thermometer inside
the medication refrigerator of the 100 hall
medication room was observed to read 30
degrees. The medications stored in the
refigerator included the following uncpened
medicalions:

Engerix B vaceine - quantity. 3

Hurmalog Insulin - quantity: 10

Levemir insulin - quantity; 4

Lantas Insulin - quantity: 3

F 431
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Humutin 70/30 Insulin - quantity: 1

Humutin R Insulin - quantity: 1

Novolog Instlin - quantiry: 1

Lorazepam Intramuscularfintravenous Solution -
quandity 24

Interview with Nurse #2 on 2/2013 at 4:40 PM
revealed that she acknowledged the presence of
the above medications in the 100 hall medication
refrigerator as well as the thermometer that was
inside the refrigerator registering 30 or 31
degrees. Nurse #2 the storage inskructions on
the medications and acknowledged they
indicated:

Engerix B - refrigerate

Humalog - refrigerate do not freeze

Levemir - store between 36 - 46 degrees F
Lantas - refrigerate do not frecze

Humulin - refrigerate do not freeze

Lorazepam - refrigerate

Nurse #2 reviewed the tempsrature logs for the
refrigerator for January and February 2013 and
indicated the temperatures had registered lower
than 36 degrees F for all but 3 days of this time
period. She also acknowledged that the
temperature had registered as 32 degrees F or
freezing on numerous occasions. She stated that
nursing staff recording the temperatures shouid
have reported it so that action could be taken.
She also indicated that the logs were reviewed at
the end of each month my Nursing Management
and should have bean caught at that time as welt

Interview with the Administrative Staff #2 on
2121713 al 8:30 AM revealed that a new
thermometer was lested in the refrigerator,
against the old thermomater, the night before and
the old thermometer was found lo be defective.
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She indicated that nursing staff should have
taken aclion when the temperature was
registering below 36 degrees so accurate storage
temperatures could have been known and
recorded and {o ensure the continued safety of
medications that needed to be stored in the
refrigerator.
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K 000 | INITIAL COMMENTS

Surveyor: 27871

This Life Safety Code(L.SC} survey was
conducted as per The Code of Faderal Register
at 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
pubtications. This buiiding is Type il

construction, one story, with a complete

automatic sprinkler system. Facility is using
Delayed Egress locking system.

The deficiencies determined during the survey

are as follows:

K 027 | NFPA 101 LIFE SAFETY CODE STANDARD

S8=D
Door epenings in smoke barrlers have at least a

20-minute {ire protection rating or are at leasl
1%-inch thick solid bonded wood core. Non-rated
protective plates that do not exceed 48 inches
from the bottom of the door are permitted.
Horizontal sfiding doors comply with 7.2.1.14.
Doors are self-closing or automatic closing in
accordance with 18.2.2.2.8. Swinging doors are
not required to swing with egress and positive
latching is not required.  19.3.7.5, 18.3.7.6,
19.3.7.7

This STANDARD is not met as evidenced by.
Surveyor: 27871

Based on observations and staff interview at
approximately 11:30 am onward, the following
item was noncompliant, specific findings incluce:
cross corridor door left leaf did not close and

shor! hall} on activation of fire test.

tlatch for smoke tight seal( by room 118 going into '

The statements made on this plan of
correction are hot an admission to and do
not constitute an agreement with the
alleged deficiencies herein,

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 following plan of
correction constitutes the facility’s
allegation of compliance. All alleged
deficiencies cited have been or will be
corrected by the date or dates indicated,

K 000

K027y K027

Criteria One:

What corrective action(s) will be
accomplished by the facility to correct the
alleged deficient practice; '

Close rate was adjusted for cross corridor
door left leaf on 3/22/13 to facilitate door
closing with tight seal on activation of fire
test, When tested on the following dates,
3/22/13, 3/26/13, and 4/2/13, door closed
with tight seal on activation of a fire test.

Criteria Two:

How you will identify other life safety
issues having the potential to affect
residents by the same alleged deficient
practice and what corrective action will be
taken;

Each resident has the potential to have
been affected by the alleged deficient
practice,

TITLE

{XG) DATE
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K 027 | Continued From page 1 K o7] A fire/smoke door closure tost has been
47 GFR 483.70(a) condycted by the Maintenance Director on
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 gﬂfff jjspw;g;;‘j, ‘ﬂ.} ;";;j;ig“g‘;fgﬁ;’;’g;“ﬁ;’:
$88=k ; ; vati
Heating, venliialing, and air con ditioning comply been obtained with activation of a fire test,
with the provisions of section 9.2 and are instafled Criteria Three;
in accordance with the manufacturer's Wil eria 1aree; .
specifications.  19.5.2.1, 9.2, NFPA 80A, 1at measures will be put into place or
10529 what systemic changes you will make to
ensure that the alieged deficient practice
does recut,
With each monthly fire drill, a staff
This STANDARD is not met as evidenced by: menber will be assigned to each fire door
Based on observations and staff interview at ; ; ton ol a 1ir test. LoOrs
approximately 11:30 am onward, the following g’.“ cror oh c‘;’ Seg until ihe Maintonance
itens were noncompliant, specific findings alllge;eg; checks them for proper closure
include: )
1. all damper irlwlretu‘m venis had excess lent on The results will be obtained by the
fusi_bie link(facility wide). Maintenance Director prior to the end of
2. firefsmoke dampers in HVAQ duct work.had each fire test for review and
excess lent build up on links{unit above ceiling at communicated immediately to the
nurse statlon on short hall}. Administrator for follow up as needed.
3. duct detestor tube on HVAC unit by room 116
& 116 had excess lent on tube. Criteria Four:
How the corrective action(s) will bo
42 CFR 483.70(a) _ monitored to ensure the alleged deficient
K 0589 | NFPA 101 LIFE SAFETY CODE STANDARD K 069 practice will not recur, L.e., what quality
SS=E assurance program will be put into place.
Cooking facilities are protected in accordance
with 9.2.3.  19.3.2.6, NFPA 96 The Maintenance Director will
immediate]‘y ake adjustments necessary
to correct an{]ﬁn{lings and bring the
This STANDARD is not met as evidenced by. results of each fire test and any
Surveyor: 27871 maintenance completed to the monthly QA
meeting, for review and further
Based on observations and staff interview al recominendations if necessary. 5/ 5(13
approximately 11:30 am onward, ihe following
If continuation sheel Page 20l 3
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K 080 | Continued From page 2 K 089
itern was noncompliant, spacific findings include: Criteria One:
the deep fryer was located next to gas stove What corrective action(s) will be
without the required splash guard in the dietary accomplished by the facility to correct the
kitchen. alleged deficient practice;
42 CFR 483.70{a) A new splash guard was obtained and
K 072 | NFPA 101 LIFE SAFETY GODE STANDARD K o72| installed per requirements.
58=t
Means of egress are continuously maintained fres
of all abstructions or impediments to full instant Criteria Two:
use in the case of fire of other emergency. No How you will identify other tife safety
furnishings, decorations, or other objects obstruct 155Ue8 having the potential to affect
exils, access to, egress from, or visibility of exits. residents by the same alteged deficient
7110 practice and what corrective action will be
taken;
E Each staff member has the pofential to
* have })een affected by the alleged deficient
This STANDARD is not met as evidenced by. practice.
Surveyor: 27871
Based on observations and staff interview at An order was placed for one additional
approximately 11:30 am onward, the following splash guard for use as needed. The
items were noncompliant, specific findings Dletar;,f Staff will be (rained/in-serviced
include: Med. carts and B/P machine's were regarding the requirement of the splash
stored on corridors{nof being used during survey) guard use prior to 5/5/13.
reducing the path of egress.
47 CFR 483.70(a) Criteria Three;
What measures will be put into place or
what systemic changes you will make to
ensure that the atleged deficient practice
does recur;
The use of the splash guard has been
added to the daily dietary audit sheet fo be
done by the Dietary Manager. In addition,
the Maintenance Director will check the
i continualion sheet Page 3 of 3
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-use of the splash guard when completing
the monthly Quick Check of the Hood
Suppression system,

Criteria Four:

How the corrective action(s) will be
monitored to ensure the alleged deficient
practice will not recur, i.e., what quality
assurance program will be put into place.

The audit will be submitted to the Quality
Assurance and Assessment Conuniftee
{QAPE monthly for review and further
recommendations if necessary.

K067

Criteria One;

What corrective action(s) will be
accomplished by the facility to correct the
alleged deficient practice;

All dampers in return vents’ facility wide,
and HVAC duct work to include duct
detector tube near room 115 and 116 have
been cleared of excess dust and lint as of
__ 4/4/13 .

Criteria Two;

Hoew you will identify other life safety
issues having the potential to affect
residents by the same alleged deficient
practics and what corrective action will be
taken;

All fire and smoke dampers will be
inspected by a licensed contractor for
proper function and condition prior to
S$/5/43. In addition, all smoke/duct
detectors and sample tubes have been
inspected by the Mainienance Director,
and cleared of dust and debsis if found.

Criteria Three:

‘What measures will be put into place or
what systemic changes you will make to
ensure that the alleged deficient practice
does not recur;

An audit will be conducted by the
Administrator /Housekeeping Supervisor
and Maintenance Director weekly times 4
weeks then monthly {o ensure continued
compliance with cleanliness of HVAC
units and fire/smoke dampers.

515 1%




Criterla Four:

How the corrective action(s) will be
monitored to ensure the alleged deficient
practice will not recur, i.e., what quatity
assurance program will be put into place.

The Maintenance Director will report
resutts of audits {o the QA committee for
review and further recommendations if

necessary. 5/5 ! 12

K072

Criteria One;

What correciive action(s) will be
accomplished by the facility to correct the
alleged deficient practics;

Medication carls and B/P machines were
removed from the corridors,

Criteria Two:

How you will identify other life safety
issues having the potential to affect
residents by the same alleged deficient
practice and what corrective action will be
taken;

An audit of the building was completed on
__4/4/13__ | by the Administrator and
Maintenance Director, fo identify any
obstactes that may reduce the width of exit
egress {0 exit access. No other areas were
identified.

Criteria Three:

What measures will be put into place or
what systemic changes you will make to
ensure that the alleged deficient practice
does reeur;

In-service training for all facility staff will
be completed prior to May 5, 2013 on
importance of keeping corridors free of
obstruction fo exits. '

Monitoring halls for obstacles reducing
width of exit egress to exit access will be
added to the daily rounds audit sheet done
by Administrator or Nursing Supervisor to
ensure the alleged deficient practice has
resolved.

Criferia Four;

How the corrective action(s) will be
monitored fo ensure the alleged deficient
practice will not recur, i.e., what quality
assurance program wiit be put into place,




The audit sheets will be submitted to the
monthly QA committee for review and
further recommendations if necessary.
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