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F 000! INITIAL COMMENTS

~ A Receriiiication Survey was initiated on
i 01/27/15 and concluded on 01/29/15 with
_deficiencies cited at the highest Scape and
* Severity of a "D".
F 431, 483.60(p), {d), (¢) DRUG RECORDS,
gs=n ' LABEL/STORE DRUGS & BIOLOGICALS

" The facility must employ or obtain the sarvices of *
| a licensad pharmacist who establishes a system i
. of records of receipt and disposition of all

' controlled drugs in sufficient detail fo-enable an

: accurate reconcifiation; and detarmines thet drug

" records are in order and that an account of all

i controlled drugs is maintained and periadically
_reconciled.

. Drugs and biologicals used in the facility must be
" iabeled in accordance with currently accepied

: professional principles, and include tha
_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 tempsrature
. controls, and permit only suthorized personnel to
‘ have zocess to the keys.

* The facility must provide ssparately locked, .
: permanently affixed compartments for storage of
" controfled drugs listed in Schedule I of the

: Comprehensive Drug Abuse Prevention and

. Gontrol Act of 1978 and other drugs subject o

! abuse, except when the facility uses single unit

: package drug distribution systems in which the

" quantity stored is minimal and a missing dose can;

F 000

F 431,

F431

February 19, 2015

Resident #2 was discharged
on 1/29/15 prior to the
completion of this survey.

Resident #11 was discharged -
on 1/28/15 prior to the :
completion of this survey.

The policy for Storage of
Medications will be modified
by the Pharmacy Director in
collaboration with the
Director of Nursing, to
address storage of topical
creams at bedside by
requiring specific orders and
storage practices, by
February 19, 2015.

The Director of Nursing
completed an initial audit of
all resident rooms to ensure
immediate compliance on
1/29/15. The Director of
Nursing will then audit
compliance of the modified
nolicy by verifying

1
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ather safaquards provide seificient protection to the patients. (See instruckions.) Except for nursing homes, the findings stated ahove zrs disclosable 90 days
sollowing the date of survey whether or not a oian of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the date fhese documents are mada avalisble to the fachity. ¥ deficienciss are cited, an approvad plan of correction is requisite to continued

seogram participation.
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= 431 Confinued Erom page 1 appropriate ordering and

. be readily detected.

' This REQUIREMENT is not met as evidenced
i by: '
* Based on observation.interview, and raview of

| the facility's palicies, it was determined the facility
failed to ensure drugs and biologicals were stored |

| in iocked compariments under proper

i terperature conirols, and only authorized
persannel permitted to have access io the Keys

; as evidenced by prescribed medications

" phserved on two (2) of eleven (11) residents’

: badside tabies (Resident #2 and Resident #11).

i The findings includs:

eview of the facifity's policy titied, "Medication

Administration”, revised February 2014, revealed
under Section 3, Medication Storage, medications”’
: would remain in the Automated Dispensing Uniis

~(ADU) untit the time of administration.
! Medications wers 1o be fransported for

. administration via a locked worksiation on whest

" (WOW) cart, and were to remain in the WOW
; cart until administered.

: Review of the facility's poticy fitled, “Medication:
~ Seli-Medication Program”, undated, revealed
 residents who met the established criteria, and
had a written medical provider order, would be
| able to salf-administer their approved

. medications.

. 1. Review of Resident #11's medical record
| revealed the facility admifted the resident on

F 431

- The results of those audits 1d
will be reported to the SRU

© Quality Assurance

: Committee.

All licensed nursing staff and
i SRNA's will be provided
- education on the modified

storage of creams three
times per week for one
month, and then one time
per week for two maonths.

policy ‘Storage of
Medications,’ specifically on
the updated portions
addressing appropriate
ordering and storage of
creams. This education will

. 01/22/15, with diagneses which included Digstolic

* Heart Failure, Chironic Lower Exiremiiy Ulcers, !

|
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_Continued From page 2
* Anxiaty with Depression and Venous

ttnsufficlency. Review of the Nursing Assessment .

. form, dated 01/22/15, revealed Resident #11's

' short term mamory, comprehension of language
i and expression of language were assessed as
_being intact.

; Review of the Physician's Qrdsr, dated 01/22/15,
revealed an ordar for Xenaderm Olntment (a

| medicated topical ointment used to treat skin

. wounds and ulcers and refieve pain) to be

' administared twice day, and for Nystatin Cream

: (A topical antifungal and barriet medication) to be

. administered four (4) imes a day. Additional
*review of the Physician’s Orders revealed no

: documented evidence of an ordar for Resident
_#11's medications to be left at the badside.

- However, obsavations on 0172715 5t 10:20 A,
made during initial tour of the faciiity revealed 2
 tube of Nystatin Cream and & tube of Xenadearm

. Ointmerit lying on Resident £11's bedside table.

| Interview, on 01/27/15 at 10:20 AM, with Resident |

. #11, at the time of observation, révezled the

‘ nurses had left the cream and cintment in the
room. Resident#11 steted the nurses come in
. and apply the cream and ointment and had
'instructed the resident to apply the cream and
. ointments when he/she felt they were needad.

{2 Review of Resident # 2's medical record

. revealed the facility admiited the resident on

' 12/19/14, with diagnoses which included Disc

: Herniation with Lumbar Laminactomy, History of
. Urinary Tract Infections (UTls), Functional

| Disorder of Bladder and Diabetes. Review of the

: Admission Minimum Data Set (MDS)

 Assessment, dated 12/26/14, revealed the faciliy l

_
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F 431! Continued From page 3

: assessed Resident #2 fo have & Brief interview
_for Mental Status (BIMS) score of fifteen (15},
: which indicated no cognitive impairment. Review '
. of the Physician's Order, dated 12422114, :
“ravealed an order for 1 ac Hydrin lotion (z lotion

: used to treat dry, scaly, itchy skin) to be applied
 twice a day. Additional review of the Physician's

! Orders revealed an order, dated 01/07/15, for

; Flanders Buttocks Cream (a zinc oxide crzam
~used to treat minor skin irritations) {o be appiied
 twice a day and PRN (as necassary). Further

; review of the Physician's Orders revealed no

' docurmnentad evidensce of an order for Resident

i #2's Lac Hydrin lotion or Flandars Butlacks

. Cream fo be jeft at ihe bedsids.

: However, observations on 01727115 at 11:55 AM,

&t 12:20 PM, at 2:25 PM, at 3:30 PM and 4:25

| PM. revealed two (2) botiles of Lac Hycrin 5%

. lotion and a tube of Flanders Butiocks Cream

lying on Resident #2's bedside table. Additionally

| Gbservations, on 01/28/15 at 8:20 AM, &t 9:30

_AM, at 10:25 AM, at 11:20 AM, ai 1:30 PM and

© 3-30 PM and on 01/29/15 &t 9:45 AM, revealed

 the two (2) botties of Lac Hydrin 5% lotionand a
tube of Flanders Buiiocks Cream continued to be

i lying on Resident #2's bedside table. :

tntenview with Licensed Practical Nurse (LPN)Y#1, -
i on 01/29/15 21 9:45 AM, revealad she thought '
preseribed jofions, creams. and ointments were
| allowed to be kept at the residents' bedside. LPN 3
. #1 stated she was unsure if an order was nesded :
" to have prescribed medications at the resident's

i bedside. She revealed she had reviswed

. Resident #2's medical record and did notseea |
| physician's Order to have the medications stored .
. at the resident's bedside. LPN #1 was observed
o remove the prescribed Lac Hydrin and

F 431,
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F 431 Continued From page 4 F 431,

¥ Flanders Buitocks Cream from Resident #2's
: room.

Interview with State Registered Nursing Assistant
(SRNA) #1, on 01/28/15 &t 8:55 AM, revealed any .
_medicated lotions, creams, of cintments wers to
' be kept on the nurses' medication cart and the

: nurses applied those to the residents. SRNA#I
“revealed she had not obsarved any medicated

| lotions, creams, or ointments stored on any

. resident's bedside tabie.

| lnterview with SRNA#2, on £1/29/15 at 09:05

. AM, revealed the only creams which could be .
_kept in a resident’s room would ba non-medicated
{ones. SRNA#2 stated medicated creams, :
; lotiens, or ointmenis should be kept in the nursas’ ;
“medication cart. SRNAF2 siated she was

: unaware of any medicated creams, lotions, ar
; cintments stored in the residents' reoms.

H

Dinterview with SRNA#3, on 01/29/15 at 10:45

. AM, revealed medications should not e left &t
_the bedside unless there was a Physician's Order |
! for those items to be ieft at the bedside. SRNA

. #3 stated she was not aware of any medications
stored at the residents' bedside.

. Interview with LPN #2. on 01/29/15 at 10:30 AM,

" revealed no medications should be left at the

: residents' bedside unless there was 2 :
. Physician's Order stating t was allowed o be lefl
“there. LPN #2 staied if thers was an order 0 ‘
i keep creams, lotions or ointmenis at resident's

. bedside, then the medications should be placed

' in a plastic bag and stored in 2 drawer in the

i resident's nightstand.

| interview with the Advanced Practica Registered
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F 431, Continued From page 5 F 431

Murse (APRN), on 01/28/15 at 5:55 AM, raveaied
i & written Physician's Order needed io be in place
_to keep prescribed medications, such as creams,
*lotions or ointmants at the residents’ pedside.

lnterview with the Director of Nursing (DON). on

L 01/20/15 at 10:50 AM, revealed in order for

- prescribed medications, such as creams, lotions,
_and ointments, fo be jef 2t the residents’ bedside, |
fthare must be & Physician's Crder. Per interview, ;
. if there was no order the creams, lotions and
“ointments should be siored sacurad, as pef

| faciiity policy.

i

01/29/2015 |
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K 000 INITIAL COMMENTS " K000

CFR: 42 CFR 483.70(2)

Building: 01

Survey under. NFPA 101 (2000 Edition)

Plan approval: 10/22/1986

Facitity type: SNF/NF

Type of structure: Type | (333) 2nd Floor

. contains fooms 279-299, 3rd floor contains
rooms 362-379

Smoke Compariment: Four (4)

 Fira Alarm: Compleis fire alarm (software
. upgrade: 09/1 7/2008)

_ Sprinkler System: Complete sprinkler system
i {(wetl)

: Generator: Two (2) Type . Diesal installed 1588 E

i A Standard Life Safety Code Survey was

' conducted on 01/28/2015 using the 27868 (short
: form). The facility was found to be in compliance
*with the requirements for pariicipation in

. Medicare and Medicaid.

.*_-,Bmecm swgmswmﬁ REPRESENTATIVE'S SiG[:!ATURE TITLE '{xa) DATE
el ! ﬂg\mt'ﬂ\%)t‘rm"of 2 [Ll/[f

Ly defislincy statement ending with an asierisk (%) denotes a daficiency which the institution may be axcused from correcting providing it is determined #at
siher safeguards provide sufficlent protaction to the patients. (Ses instructions.) Except for nursing homes, the findings stated abave are disclosabte 80 days
cllowing the date of survey whether or not a pfan of comection is provided. For nursing homes, the zbove findings and plans of correction are disclesable 14

‘zys following the date these documents are made available to the facility, If deficiencies ara clied, an approved plan of correction is requisite to continued
zrogram perticipation.
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