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F 000 | INITIAL COMMENTS I F000| Submission of this Plan of Correction does not
constitute admission or agreement by the provider}
An annual survey was conducted , on 01/26/11 of the_ truth or the facts aIlege.d‘or conclusions set |
through 01/28/11, to delermine the facility's forth in the Statement of Deficlencies. The Plan °
9 W5 ! of Correction is submitted solely because it is
, compliance with Federal requirements. The fequired by the provision of federal and state law. |

| facility is not in compliance with Federal i
requirernents with deficiencies ciled at the highest
S&S of an "F". Abbreviated surveys, KY #14986, 1
KY #15520, and KY #15868, were conducted in
conjunction with the annual survey. KY #14986
was substantiated with deficiencies cited. KY

#16520 was substantiated with no deficlencies F226 ’
ggzgie::igs‘ iﬁgg wesRisLGsaniated Wik fo . 483.13(c) Develop/Implement Abuse/Neglect,
: - | etc Policies
F 226  483.13(c) DEVELOP/IMPLMENT F226| Itis the practice of Bradford Heights Health and ;
8§8=D | ABUSE/NEGLECT, ETC POLICIES Rehab to implement policy and procedures that
prohibit mistreatment, neglect and abuse of
The facility must develop and implement written residents and misappropriation of resident

property and to immediately investigate injuries

. policles and procedures that prchibit
of unknown origin.

mistreatment, neglecl, and abuse of residents

d mi iati i :
and misapprogriation of resident property ! Corrective Measures for Resident Identified in, 3-14-11

the deficiency:
Resident #2 was assessed by licensed staff and an’

' This REQUIREMENT is not met as evidenced updated skin assessment was completed un
by: 01-28-11. An incident report and investigation
Based on observation and interviews, it was was initiated by the nurse on 01-28-11. The '
determined the facility failed to implément their incident was called into the appropriate agencies l
! policy and procedure related to reporting of on (1-28-11 by the Administrator. Upon '

conclusion of the investigations, there wasna |
indication that the bruises on either resident was
the result of abuse, Resident #2 is on aspirin
therapy and moves about in her bed and
sometimes bumps her arms and hands. Padding

injuries of unknown origin for two residents, (#2 &
#13), in the selected sample of 18. Resldents #2
and #13 were observed with bruising to the

forearms, on 01/25/11. The facility falled to initiate

an investigation ]mmedlately to determine the was placed on her bed's grab bars. Her plan of |
cause of Fha bruising. care and nurse aide data sheet were updatedto  *
Findings include: reflect the new intervention. Resident #13 did
have lab work done on 1/20/11 and the resident
A review of the fagility's Incident/Accident policy, stated that the bruising was from that. The |
dated 01/07, revealed, "Incidents or accidents investigation revealed no other causative factors.

No change in care was indicated based on
findings.

occurring, or any Injury of unknown origin, must
be reported to administration" and "Incidents, J

\' .
LABC ORY DIRECTOR'S OR PROVIDER/SUPPLER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
AIHA 0304 -doll

Any deficiency statemant ending with an asterisk (") denotes a deflclency which the Institution may be excused fram correcting providing il Is determined that
other safeguards provide sufficient protection to the patients. (See Instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whelther or not a plan of carrection Is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the dale these documenls are made avallable lo the facility. If deficiencies are citdd, an approved plan of ¢correclion Is requisile to continued

program participation,
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. accidents, or injury of unknown origin will be
investigated and appropriate interventions taken
as needad”.

. 1. Resident #2 was admitied to the facility with
diagnoses to include Congestive Heart Failure,
Aflercare Joint Replacement and Muscle
weakness. A Minimum Data Set (MDS)

- assessment, dated 12/21/10, revealed the the

- facility identified Resident #2 as cognitively
impaired, requiring extensive assistance with all
care.

Observalions, on 0/25/11 at approximately 12:00
PM and on 01/27/11 at 12:45 PM, revealed
Resident #2 was dressed a short slesved blouse

: and had numerous scaitered circular and
irregular shaped purple and blue discolorations
on His/Her bilateral forearms, including the elbow
arsa, Due lo the Resident's cognitive impairment,
. HefShe was unable to communicate the cause(s)
. of the bruising.

A review of Resident #2°s chart revealed no
documentation in the Nurse's Notes regarding the
scallered purple dlscolorations on the resident's

| bilaterat arms. A Weekly Skin Assessment,
dated $1/27/11, did not reveal any noted
discolored areas on the the resident's arms,

2. Resident #13 was admitied to the facility with

diagnoses to include Chronic Airway Obstruction,

Afzheimer Disease, Anarmia and Exprassive

Disorder. A MDS assessmant dated, 04/12/11,

: reveated the facliity identified the resident as

cognltively impaired and requiring extensive
assistance with all activities of daily living.

Observations, on 01/25/11 et approximately 9:45
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Resident #13 was assessed by licensed surse on !
02-02-11 and an updated skin assessment
completed. A repont and investigation was
initiated on 01-27-11 by the nurse and DOWN,

How other residents who may haye been
affected by this praciice were identified:

100% Skin andits were completed on resldents in
the facility on 2-14-11 No negative findings were |
identified,

Measures Implemented or

Prevent Re-gccurrence:

Re-education was initiated on 2/02/11 by the
DON, ADON and Unit managers on reporting of
all injuries of unknown origin with emphasis
being placed on bruising of the skin to alt
employees, This education will continue thru 03-
11-11 the DON wilt be responsible to arrange or
provide in-servicing for any staff who have not
compieted the re-education prior to the 03-11-11
before the next shift worked. Education Included
the requirement to immediately initiate an
investigation as to the cause of injuries of
unkrown origin.

Monitoring Measures to Maintain On-going
Compliance: ‘

In addition to the scheduled weekly skin audits,
unit managers will conduct random skin
assessmients on 3 residents (approximately 10%)
on each hall weekly X B weeks and chen every 2 |
weeks X 6 weeks then monthly X 6 months.
Results will he reported to the DON or in her
absence the ADON, as well as the facility's QA
committee. If concerns are identified re- ‘
training/discipline will result. The committee will
review findings and if no concerns are identified
the frequency or number of the audits may be
reduced. Conversely If concerns are identified the
number and or frequercy of audits

will increase. |

i

ems Altered
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AM, revealed the resident sitting In a wheet chair

with his/her head lowered, eyes closed and

" elbows resting on the wheel chair armrests. The
rasident was observed to have dark purple

discolored areas that extended the entire wrist

areas of both wiists. Resident #13 did not

" respond verbally. Obsarvation, on 01/26/11 at

1:05 PM and on 01/28/11 a1 4:40 PM, revealed

the pumple discolorations to the bilateral wrist

areas.

| A review of the Nurse's Note, dated 01/27/11 at
4:12 AM, revealad the purple discolorations
lacated on the resident's wrists might have
resulted from laboratory testing. However, the
most recent laboratory tesls were obtained, on
01/20/111. A Skin Assessment, dated 01/21/11,
_ did net reveal any purple discolorations o the
rosident's wrists.

interviews with the Administrator, Director of
Nursing {DON), Assistant Director of Nursing
{ADON}) and Regional Consultand, on 901/28/11 at
7:15 PM, revealed bruising of unknown origin was
to be reported o the nurse, documeanted in the

- resident racord and an incident form filled out by
the nurse as soon as It was reporied.

F 244 | 483.15{c}(6) LISTEN/ACT ON GROUP
GRIEVANCE/RECOMMENDATION

. When a resident or family group exists, the facility
must listen to the views and act upon the
grievances and recommendations of residents
and families concerning proposed policy and
operational decisions affecting resident care and

i life in the facility.

F226|

F 244

F244 . 03-14-11

483.15(c}(6) Listen/Act On . Group

Grievance/Recommendation

It is the routine practice of Bradford Heights
Health and Rehab 1o address and resolve issues
and concerns communicated by residents, ;

Corrective Measures for Resident Identified in!
the deficiency: . !

Resident's #28, 23, 26, 29, 22, 34, 31, 32, 33 wereE
interviewed by Sccial Service Director on o
02-15-11
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. This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews and record

| raviews, it was determined the facilily failed to

| implement established grievance policy and
procedure to effactivaly address and resolve
Issues and concerns communicated by residents
during Resident Council Meetings.

Findings include:

A raviaw of the Residents Rights Agreement,

| provided to all residents on admission, revealed
the residant will be encouraged and assisted
throughout their stay {c exercise their rights and
. 1o veles grievances.

A review Resident Councit minutes, dated
11/29/10, ravealed numerous resldents had
oxpressed their concerns that calt fights were not
being answered timely, During a Group Meeling
conducted, on 01/25/11 at 3:30 PM, residants
expressed fhelr concern that the Issue of slow call
light response had not been addressed and had
cortinued, resulting in incidents of waiting for

" assistance for up to an hour at times.

interviews conducted during the Group Meeting,
on 01/25/11 af 3:30 PM, with Residents #26, #28,
#29, #30, #31, #32 and #33, revealed continued
complainis that call lights were not baing
answered imely, Resident #28 stated the delays
in responsa to the cali light and assistance to the
bathroom had resulted In an incontinent eplsade.
Resident #32 slated he/she could not walt long
periods of lime assistance, due to skin soreness.

interviews with Residant #27 and #23, on
“01/25/11 at 8:30 AM and on 01/27/11 at 2:00 AM,
revealed hefshe had waited as long as an hour

frequency. Staff were re-educated to promptly |
answer call lights of these and other residents,
How other residents who may have been

affected by this practice were [dentified:

Residents in the facillty who utilize the call light
systent have the potential to be affected by the
practice. Staff were re-educated and promptly
answer call lights.

Measures Implemented or Systems Altered tg
Preven{ Re-occurrence: ?

Residents determined to be inter-viewable

according ta the MDS will be interviewed by the
Sacial Service Director (o verify that their issues
and concerns are being addressed, '

All employees will be re-educated on answering |
call lights by the ADON/QA Nurse, The DON |
will be responsibie to provide or arrange for }
education to any employees who have not :
attended the in-service by 03-11-11 prior to their

next shift waorked.

An additional resident council meeting will be
held on on 02-24-11 by the activity director and
the administrator, Specific discussion of call
lights being answered timely will be held.

The activity difector was re-educated by the

t administrator on the grievance policy and
procedure with emphasis being placed on follow \
up and resolution of residents concems on E
02-15-11.

The Activity Director will log concerns voleed
during the resident council meeting on the !
concetn/grievance log. A copy of concerns will

be glven to the social service director and
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for staff to answer their call lights. The waiting for
assistance and response lo the call had made administeator for review. A copy will also be sent
them feel as if no one cared about them. i to the head of the department(s} which isfare !
involved in the concem for follow up. Within 10|
days the department head will report findings
An cbservation, on 01/27/11 at 12:45 PM, ) anﬂ the resc?lution of the concera t[;l))olhe Sociagl
revealad Reslfi.ent. #22 pushed h;afher‘cal[ light to Service Director and Administrator for their
request repositioning assistance. Centlified Nurse review And evaluation of effectiveness,
| Alde (CNA} #3 entered the resident's room,
swilched the call light off and toid the resident she Monitoring Measures to Maintain On-going
would be back with another staff member to help Compliguce:
with reposliloning the resident. The CNA .
proceeded 1o assist with bathing another resident | The activity director will schedule additional
and did not return to assist Resldent #22. resident counctl meetings to be conducted 2 X
' Resident #22's call light was pushed again, at per month for 3 months then monthly there after.
1:03 PM. CNA #4 entered the foom 'at 1:40 PM Social Services Director will interview 9
and asslsted Resident #22 to reposition. residents {10%) monthly for 6 months to verify
angoing compliance.
* An interview with CNA #3, on 01/27/10 at 2:45
. PM, revealed she had planned to cbtain The outcome of each resident council meeting
assistance from another staff member lo and social service Interview findings will be
reposition Resident #22. While locking for other reported to the administrator and the facility’s
staff members, she recleved a request to assist quality assurance commiitee. If any areas of
with a bath and she forgot to return lo assist ED::lf m a?" Me&::é?i;ﬁebfemiggfe[fsi é”:: or
1 umber of mee
! ;?leii':t ji%ﬁ:nh:asggt‘?;:ss?‘i: Z’:ﬂz U:(I)eg::form | conversely if no areas of concern are identified
. . the number or frequency may be decreased.
her duties as assigned, due to the number of
residr?nzs asslgnead, She stated a call fight should
be answered within ten minutes. The facility had
no policy related to answering the call kght
| system.
F 281 483.20{k)(3)(i) SERVICES PROVIDED MEET F 281 Fzﬂlm 2108 Services Provided Meet 03-14-11
- 483.200k}(3)(f) Services Provided Meet
s5=p | PROFESSIONAL STANDARDS Professionial Siandards
The servicas provifiecf or arranged by the facility It Is the routine practices of Bradford Heights
" must maet professional standards of quality. Health and Rehab to provide or arrange services
that meet professional standards of quality
Including provision of oxygen as ordered,
This REQUIREMENT is not met as evidenced
by:
FORM CMS-26567(02-89) Previous Varsions Qbsclete Event |D:iC2Kt1 Facilty 10: 100070 If continualion sheet Page 5 of 22
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Based on observation, Interviews and record
review, It was determined the facility falled to
provide or arrange services that met professiona)
| standards of quality for two residents (#9 and
#13), In the selectad sampile 18, related to the
failure to provide oxygen in accordance with
physician orders.
Findings include:

i 1. Resident #9 was admitted to the facility with
diagnoses to include Chronic Obstructive
Pulmonary Disease, Shert of Air, Cerebral
Vascular Accident and Dementia. A Minimum

{ Data Set (MDS) assessmant, dated 12/02/1C
revealod Resident #9 required moderate o
extensive assistance with activities of daily living,

i Observation, on 04/26/11 at 5:30 PM, revealed
Resident #9 was sitting in a wheel chalr with an
nasal oxygen cannula in place, however, the

. oxygen concentrafor was lurned off. The resident
stated hefshe did not know whether the oxygen
was “working"” or not,

An interview with a Licensed Practical Nurse
(LPN) #1, on 01/26/11 at 531 PM, varified the
oxygen concentrator was in ihe off position. She

. stated Resident #9 was suppased fo have oxygen
administered continuously and she was
rasponsible to ensure it was provided,

+

. 2. Resident #13 was admitted to the faciilty with
dlagnoses to Include Chronic Airway Obstrugtion,
Alzhelmer Disease, Anemia and Expressive
Disorder, AMDS assessment, dated 01/12/11,
revealed the facility identifled the resident as
cognitively impaired and requiring extensive
assistance wilh all activities of daily living.

j

Corrective Measuras for Resident Identified in ’
the deficiency: '
i
Oxygen was reapplied to resident #9 and oxygen *
saturation’s have been manitored datly since
01-28-11 results have been within nommal range.

Resident #13 was assessed by licensed nurse on |
01-28-11 and his oxygen was replaced, .
C N A #1 was re-educated on notifying the nurse
for oxygen placement by the QA nurse on ;
01-28-11 and disciplinary measure was taken on

01-28-11

ow other residen may have been )

affected by this practice were identified: l

Remaining residents in the facility receiving

oxygen therapy were checked for proper oxygen |
delivery and placement on 62-02-11 by the QA |
nuese. All residents oxygen was applied and was |
delivered properly. i

easures Implemented or Systems Altered

Prevent Re-occurrence;

The charge nurse oa each unit will be responsible |

for the routine monitoring of oxygen saturations

anc}'adminlstration of oxygen therapy for

residents with orders for oxygen.

Re-education was initiated on 02-02-11 by the

QA nurse/ADON to all nursing staff on proper -

application and delivery of oxygen therapy.

Re-education will continue thra 03-11-11. The

Director of Nursing will be responsible to provide |

or airange education for any nursing staff who

have not completed the session by 03-11-11

before their next shift worked, i
onitoring Measur aintain On-goin; ‘

Compliance:

I The Quality Assurance Nurse/Assistant Director ;
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An observation, on 01/25/11 at 9:45 AM, revealed
Resident #13 was sitting in a wheel chalr with
nasal oxygen cannuta In place, however, the
pariable oxygen cylinder secured to the back of
lhe wheel chalr and connected to the oxygen

" tubing was turned off.

An gbservation, on 01/26/11 at 1:05 PM, revealed
the resident was sitling in a wheel chair and the
oxygen tubing and cannuta was wrapped around
the top of tha oxygen cylinder, located on the

. back of the wheel chair and was not connected to

the resident. The oxygen regulator was set and
running &t 2 liters per minute,

An observation, on 01/28/11 at 4:40 PM, revealed
Resident #13 was in the Activity room sitting in a
whaeel chalr, There was no oxygen cylinder
attached 1o the wheel chair. A nurse was alerted
by tha surveyor. Resident #13 was assisted fo the
Nursing Station and oxygen was provided at 2Am.
Oxygen saturation was measured multiple times,
during the perfod of 4:40 PM through 4:55 PM.
The resident's oxygen saturatlon ranged from
86% at 4:40 PM to 87% al 4:55 PM.

| An interview, with Certified Nurse Aide (CNA) #1,
I' on 01/28/11 at approximately 4:45 PM, revealed

the oxygen concentrator was turned on while the
resident was in bed, however, a portable oxygen
cylinder was not attached o the resident's

; wheslchalr, when the resident was assisted lo the

chair, CNA #1 stated she disconnected the
oxygen and transported ihe resldent to the activily
room for the evening meal, without the oxygen,
CNA #1 stated she usually turned off the oxygen
from the concentrator and altached the oxygen
1ubing fo the portable cylindsr on the chair and
jurned on the rate, when she transfarred the

A
!

F281: Continued from page 6

delivery of oxygen therapy,

decreased,

|

i

of Nursing will audit residents who are receiving ‘
oxygen daily X I week then weekly X 8 weeks
then monthiy X 3 months to verify proper |

|

The audit results will be reported to the DON as
well as the facility’s QA committee. If areas of
concern are identified the audits will be increased’
in number or frequency conversely if ne concerns
are identified the mumber or frequency will be
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F 281 ! Continued From page 7 ' F 281 ( I
i resident to the whee! chair, - |
An interview with the Activity Director, on 01/28/11 | :
at approximately 5:00 PM, revealed Resident #13 ' .
had been cbserved siiting in the Activity reom |
without oxygen, since about 4:30 FM. '
An interview with the Director of Mursing (DON) t
and Licensed Practical Nurse (LPN) #2, revealed ‘
| nUrses were respensible for ensuring the oxygen : ]
was provided and was set at the correct rate. ;
* The facility did not present a policy for the
administrgtlon of o:fygen. Por ra62 ; | 03-14-11
) 483.20(k}{(3){ii} Services By Qualified
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F282| Persons/Per Care Plan
58=0 PERSONS/PER CARE PLAN f
It is the routine practice of Bradford Heights \
‘The services provided or arranged by {he facllity Health and Rehab to implement care plan
i must be provided by qualified persons in interventions for each resident, |
’ accordance with each resident's written plan of i i
care, Corrective Measures for Resident Identified in’
# the deficiency: l
. : |
. Geri-sleeves were reapplied to resident #2 on
- This REQUIREMENT Is not met as evidenced 01-28-11 and she wil]p}?ave geti-sleeves or long |
by: sleeves on when out of bed in accordance with
Based on observation, interview and record residents plan of care. C N A #2 was re-educated |
review, it was determined the facility failad to by the unit manage on following the residents
implament care plan interventions for one / plan of care on 02-02-11 C N A's workingan =~
resident, {#2}, in the selected sample of 18, ) resident #2's unit were re-educated on tollowing |

related o the use of protective gerl sleeves. the plan of care on 02-02-11 by the unit manager.

Resident #2 was observed on two occasions . " d .
siiting In a chair without the protective geri ;‘Hﬁ;“ “Si" E:‘li:st‘l:v "‘:::;"'iha"':if‘::g_‘ I
! sleeves on hisfher forearms. Findings include: affected by this practice were identified;

All nurse aid data sheets of remaining residents ini

Resident #2 was admilled o the facility with : the facility were reviewed by the DON on

diagnoses to include Congestive Hear Failurs, 02-14-11

Aftorcare Joint Replacemant and Muscle " 5 residents aut of B2 were idenified as having |
‘ weakness. A Minimum Data Set (MDS) ! geri-sleeves or long sleeves as interventions on

assessment, dated 12/21/10, reveaied the facility their plan of care, Those residents were observed

to validate that geri-sleeves were in place. |

i identified the resident as cognitively impaired and |
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| Continued From page 8

i requiring extensive assistance with all care,

Observations, on 01/25/11 at approximaiely 12:C0
PM and on 01/27/11 at 12:45 PM, revealad the
resident was dressed In a short sleeved blouse
and had numerous scaltered circular and
irregular purple and bluish discotorations on both
forearms and elbow areas.

An interview with a Certified Nurse Aide {CNA}
#2, on 01/27/11, revealed the resident was
supposed to wear geri sleeves, whenever helshe
was out of bed. No explanation was provided to

. explain why the resident was not wearing geri

| sleeves during the observations, on 01/25/11 and
01/27/11.

An interview with Licensed Practical Nurse {LPN})
#2, on 01/27/11 at approximately 3:00 PM,
revealed Resident #2's care plan interventions
included the application of geri sleeves when the
resident was up and out of bed. The CNAs were
responsible to ensure tha geri sleeves were
applied,

An interview with the Director of Nursing (DON)
and Assistant Director of Nursing (ADON), on
01/28/11 at 7:15 PM, revealad the nursing staff
were responsible fo ensure care plan
interventions wera implemented.

A racord review revealed the care plan
intervention, dated 05/18/10, included the
application of ger sleeves o be applied by the
licensed nurse or CNA when the resident was oul
of bed.

A roview of the facility policy and procedure for
care plans, dated 01/01/07, revealed the facility

E
L.

F282: Continued from page 8

. Measures Implemented or Systems Altered to
i Prevent Re-occurrence:

All CN A's will be re-educated on following
residents plan of care by the ADON/QA Nurse., |
Emphasis will be placed on residents wearing !
long sleeves or geri-sleeves |
The DON will be respoensible to provide or
arrange education to any C N A who has not
completed the training by 03-11-11 prior to
waorking their next scheduled shift.

Monitoring Measures to Maintain On-going
Compliance:

Unit managers will observe the five identified
residents from each unlt to valldate compliance
with following the nurse aid data sheet.

‘The observations will be conducted weekly X 4
weeks then every 2 weeks X 4 weeks then
monthly X 6 months.

The results will reported to the DON as well as
the facility’s quality assurance committee if
concerns are identified re-training /discipline wiil
resuit,

The committee will review findings and tf no
concerns are identified the nunber or frequency
of audits may be decreased conversely if :
conceins are identified the audit will be increased
in munber or frequency.
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§s$=g | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident recelves
adequate supervision and assistance devices to
prevent accidants.

TFhis REQUIREMENT is not met as avidenced
by:

Based on observation, iterview and record
review, it was determined the facility failed to
ansure the resident environment remained as
free of accident hazards as was possible to
prevent accidents,

Observation revealed a janitor closef was isf
unlocked and contained hazardous chemicals
' and cleaning supplies. /

. Observatlon revealed madication was disposed of
In & shallow open trash bin, attached o the

- medication cart, which was stored on the open

. hallway, which was accessible lo confused and
wandering residents.
Observation revealed medications were left
unaitended by staff, at the bedsides of iwo
residents (#23 and #24), not in the selected

! sample.

;[ Findings include:

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES : PROVIDER'S PLAN OF CORRECTION l x5}
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L
F 262 | Continued From page 9 ' F282
was responsible to develop a care plan wilh i i
interventions for assessed needs, however, the :
policy did nof address implementation of the cars :
plan.
£ 323" 483.25(h} FREE OF ACCIDENT F323: pang 03-14-11

483.25(h} Free of Accident
Hazards/Supervision/Devices

; Itls the normal practice of Bradford Heights
Health and Rehab to ensure each resident
receives adequate supervision and assistance
devices 1o prevent accidents,

Corrective Measures for Resident Identified in.
the deficiency: I

The fanitor closet door was focked immediately
on 01-25-11 i

Resident #23 medications are administered by
nucsing staff as of 01-29-11
Resident #24 medications are administered by |
nursing seaff as of 01-29-11 |
CMT #1 was re-educated on 01-28-11 on proper
medication administration to include medications ,
| not being left at bedside and disposing of :
medications in the proper manner. This was
canducted by the unit manager.

How other regidents whe may have been !
affected by this practice were identified: :

A review of residents cognition and mobility was |
completed to identify cognitively impaired .
+ residents who wander and may have the potential
to be impacted by this practice,

1
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1. An observation, on 01/25/11 at 8:10 AM,
_revealed a Janitor's closet located in the open
hallway near the kitchen, was unlocked and
accessible o to confused and wandering
. residents.
| The closet coniained the foilowing with hazardous
i warning labels:
"1 (2 ang 1/2) gallon open beitle of degreaser
12 (1 gallon) containers of bleach (two were
i open)
' 3 {1 plnt} bottles of lime remover {one open)
| 1(2 1/2) gallons of floor cleaner
i 2 (2 1/2) gallons of "quat” sanitizer {one openaed}
3 {18 oz} spray opened cans of oven cleaner
2 {1) galion containers of fraezer cleaner
4 (1) gallon containers of lime remover
1 (8} gallon bucket of degreaser

2. An observation, on 01/26/11 at 11:30 AM,

ravealed medication cart {#1), located con the

open hailway near the nurses station, on 100 hall,

was unattended, A medication cup with five pills

was observed resting on top of the trash inside of

the shailow frash bin attached lo the side of the
medication cart, Medlication cart (#2) was also
observad on the opan hallway near the nurses

station, on the 100 hall, and was unatlended. A
madication cup with one pill and several empty
capsules, a drinking cup with approximately 3 oz

of & yellowish liguid with sediment in the bollom of

the cup were observed resting on top of the trash

in the shallow trash bin attached to the side of the
medication cart. A cognitively impaired resident

(#29), was observed propelling hisfher low i
wheelchalr past the medication caris. i

An interview with Certified Medication Tachnician ‘

F 323| Continued from page 10

Measures Implemented or Systems Altered to :

Prevent Re-occyurrence:

A new lock, that locks automatically on closing

' was placed on the janitors closet door en
©02-03-11

Al janitor closets were checked on 01-25-11 by
the maintenance director to verify that remaining
' jamitor closet doors were locked.

i All dietary staff were re-educated on keeping the
janitor closet door locked at all times on 02-04-11
by the dietary manager. The key 1o the janitor

during day time hours and will be maintained by
the kitchen supervisor en weekends and off
hours,

Residents identified as being inter-viewable
according to the MDS which were 25 out of 82
were interviewed by the QA nurse to verify that
there medications were not being left at the
bedside on 02-15-11

In-servicing of licensed nurses and medication
techs was initiated on 02-02-11 by the
Pharmacist/DON on proper medication
administration and disposal,

The DON will be responsible to arrange or
provide in-servicing to any staff that have not
attended the last session by 03-11-11 prier to
their next shift worked,

Lids were obtained for all trash bins on the
medication carts on 02-14-11

Monitoring Measures to Maintain On-going
Compliance;

The mainterance director will audit the faniters
closet in the facility daily X 2 weeks then 2 X a
week for 4 weeks then monthly X 6 months to
verify that doors are remaining locked.

The audit findings will be reported to the
facility’s quality assurance meeting, If any areas

closet will be kept in the dietary managers office
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{CMT) #1, on 01/2611 at 11:30 AM, revealad the
trash bin was usually emptled twice a shift. She
had completed a medication pass earller in the
merming and a resident had refused their
medication. She disposed of the cup contalning

" the pilis in the open trash bin. After the interview,
she was observed lo dispose of the madication
cups contalning medication in the sharps
containers and removed the cup of liquid from
medication cart #2.

i An interview wilh the LPN #2, (Unit Manager for
" the 100 hall}, on 01/26/11 at 11:45 AM, revealed
pifls shouid be discarded in the sharp containers
and liquids should be poured down the sink.

An iterview with the Administrator and the

Director of Nursing {DON}, on 01/28/11 at 11:10

AM, ravealed medications should not be left open

and exposed in the trash bins; the medleatlons

should be discarded in the sharps containers and

that improper disposal of medication was
considered a safety risk.

- Areview of of information provided by the facility
revealed fourtesn residents had been identified
as aclive wanderers and would potential have
access to the medication carts and the c{pan
janitor's closet,

3. Resident #24 was admilled to the facliity with
. dtagnoses io include Diabetes Mellitus, Anxiety,
Depressive Disorder, Hypertension and
Osteoarthritis.

An cbservation, on 01/26/11 at 10:20 AM,
revealed Resident #24 was sitting in His/Her
room In a wheel chair. A medication cup

' containing six {6) pills was observed on the over

|

of concern are identified the frequency and
number of audits will be increased cenversely if

ne ceucems are ideniified the number or

frequency may be decreased.

The Unit Managers/QA Nurse will conduct

tandom audits of at least 3 residents {(10%) on

100 hall during medication pass to monitor for
ongoing compliance with proper medication
delivery. This will be conducted weekly X 8 i
weeks then every 2 weeks X 8 weeks then

monthly X 6 months.

In additicn trash bin audits will be conducted by
the QA nurse weekly X 8 weeks then every 2
weeks X 8 weeks then monthly X 6 months.

The committee will review finding and i no !
concerns are identified the number ar frequency |
of audits may be decreased conversely if J
concerns are identified the audit will be increased |

in pumber of frequency.
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bed Iable, without direct staff supervision.
Rasident #24 stated He/She took the medicine
after morning bathing and grooming. The nurse

| feft the medications for the resident to take

1 indagandantly as hefshe desired. During the

! Interview, Resident #24 slated a wandering

. resident occasionally entered the room and
rummaged through the dresser drawers, Resident

. #24 stated he/she had to "Guard” the madication

. and ring the call light for staff to remove the

wandering resident from the room.

An interview with 2 Certified Medication
Technician (CMT), on 01/25/11 at approximately
10:35 AM, revealed she laft medications on the
over bed lable for Resident #24 o take
independently at the resident's request. The CMT
1 slated Resident #24 enjoyed independence with
bathing and preferred to wait uniil after bathing lo
take the medications. She slated she fefl
medications on the tabte for Resident #23 also,
due to requests for the medications to be left to
be taken at a later time.

4. Resident #23 was admitted to the facility with
| dlagnoses to include Diabetes, Muscie

. Waakness, Congsstive Heart Failure,

- Hydronephrosis and Alrial Fibrillation.

An interview with Resident #23, on 01/25/11 sl
approximately 11:00 AM, revealed the madication
aurse fraquently left hisfher medications on the
 table per the resident's request and he/she tcok
| the medication indepandently.

An interview with the Direclor of Nursing {DON),
on 01/28/11 at 12:00 PM, revealed Residents #23
& #24 had not been assessed for self
administration of medication, unli after the issue

' Fazay
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PROVIDER'S PLAN OF CORRECTION X8)

Each resident receives and the facility provides
food prepared by methods thal conserve nulritive
value, flavor, and appearance; and feod thatis
palatable, allractive, and at the proper

| temperature,

This REQUIREMENT Is not met as evidenced

by:

Based on observation, interviews and racord

review, it was determined the facitity failed to
; ensure each resident recelved food that was
| palatable and at the proper temperature.
{ Findings include:

" 1. An observation, on 01/25/11 at 11:30 AM,
revealed the food on the steam table remained
uncovered for thirty minutes after temperatures
were laken prior to preparation of the trays. After
service began, five trays remained on the tray line
uncovered awaiting the meat entres.

| 2, An observation, on 01/25!{ 1 at 12:55 PM,
" revealed lest ray tomperaturaes as follows;
Ground meat: 110 degrees Farenhaif (F.)
Pureed squash: 104 degrees F

Meat patiy: 86 dagrees F

Carrots: 104 degrees F

3. A taste test of foods on the test lray reveaied
all items lacked palatability, due to temperature of
- the foods being barely warm. Interview with the

* Registered Dletician revealed the food

x temperatures were low.

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8 | COMPLETICN
TAG AEGULATORY GR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE ! DATE
. DEFICIENCY) i
j
F 323 | Confinued From page 13 F 323 f
was identified through the survey process, on ‘
01/28/11. ,
F 364 : 483.35(d){1}-{2) NUTRITIVE VALUE/APPEAR, F 364 F364 ] | 03-14-11
§s=F : PALATABLE/PREFER TEMP 483,35(d)(1)-(2) Nutritive Value/Appear,
Palatable/Prefer Temp

It Is the normat practice of Bradford Heights
Health and Rehab to pravide foods that are
palatable, atractive and at the right temperature.

Corrective Measures for Resident Identified in :
the deficiency; ‘ f

No residents were identified in this deficiency.

How other residents who may haye been
affected by this practice were identified:

Residents receiving oral foods have the potential |
to be affected by the practice, '

Measures Implentented or Systems Altered to
Prevent Re-occurrence;

All dietary staff are being/will be re-educated on
keeping food items covered on the steam table to
maintain temperatures. They were also re-trained
not to leave prepared trays uncovered on the ray !
line. The in-servicing was initiated on 02-04-11
by the dietary manager and registered dietician,
The registered dietician will be responsible to
provide or arrange in-servicing to any dietary
staff that have not received education by
03-11-11 prior to their next shift worked.

Test tray audits will be conducted daily for 7
days, then 3 X weekly. If temperatures on test
trays and audits remaln in acceptable parameters, |
audit will be reduced to weekly on an ongoing
basis at varying meals and units. The dietary
manager ot her designee will be responsible for
completing the audits, Additionally 4 residents o |
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- each unit {12%} will be interviewed by the Social
A review of instrugtions on the facility's *Food Service directar to review food satisfaction
Temperature Record", dated 2010, revealed a “:sskldsyt’hf:; ;(‘;ﬁ;’i‘; ;Zi‘éizzgéweeks for8
"Minimum Slandar'd" notation s!a}ed, "Hot foods Monltoring Measures to Maintain On-poing Compliance;
should leave the Kilchen at a minimum of 135 The dietary manager and Registered Dietician
degreas £, will report the test tray audit results 1o the
facility’s QA committee meeting. Social Services |
A review of the Distary Services, Clinical Practice Director will also report interview results to the
Guidelines, dated 01/01/07, revealed foods facility's QA committee for review.
served 1o residents were o be consistent with ;f any areas 05 conc;m a;‘e “;]je_“nﬁi?;he_ 4|
required food temperature for hot and cold foods. c?r?\lfl:;gyair; ngt::%lngr?]s?:e Eitéewn:ifiez Ezrease ‘k
F 365 483.35{d)(3) FOOD IN FORM TO MEET F 385

§5=0 | INDIVIDUAL NEEDS

Each resident receives and the facilily provides
. feod prepared in a form designed to mest
* individual ngeds.

| This REQUIREMENT is not met as evidenced
oy

Based on observations, interviews and record
roviews, it was determined the faclilty failed to
prepare food in form designed to meet individual
needs for cna resident (#14), in the salecled
sample of 18 and three residents (#25, #26 and
#27), not in the selected sample.

Findings include:

1. A record review revealed Reslident #14 was
admilted to the {acility, on 01/20/11, with
diagnoses to include Merbid Obesity and
Aftercare for Gastric By-Pass Surgery. A review
of a physician's order, dated Japuary 2011,

" revealed Resident #14 was o receive a puresd
" diet.

An observatlon, on 01/25/11 at 11:45 AM,
revealed the resident was served a mechanical

rumber or frequency may be decreased.

F365
483.35(d}(3) Food In Form To Meet Individual | g3.14-11
Needs

It is the normal practice of Bradford Heights
Health and Rehab to provide food prepared in a
form designed to meet individual needs.

Corrective Measures for Resident Identified in
the deficiency:

Resident's #14, 25, 26 and 27 tray cards were
reviewed and verified as correct on 02-15-11 by
the Dietary Manager. Dietary staff responsible for
preparing food trays were re-educated on
02-04-11 by the dietary manéger regarding
folowing residents preferences for likes and '
dislikes when serving food, Residents # 14, 25,

26 and 27 are now being followed.

How otlter residents who ha g
affected by this practice were identified;

Resident's recelving meal trays in the facility )
have the potential to be affected by the practice.
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soft meat and vegetables for funch. A review of
the distary slip revealed the pureed diel shouid
have been served.

- An interview with the Dlelician, on 01/28/11 at

. 6:48 PM, revealed Resident #14 had an order for
& pureed dlat and should have recaived the

appropriate diet,

Ar interview with the Dietary Manager, cn
F 01/28/11 at 7:45 PM, revealed siaff should follow
the meatl plan for each resident,

2. Observation during the lunch and evening
meal, on 01/25/11 revealed ihe following:

A review of Resident #25's dietary slip revealed
the resident was allergic to chocolate and was
i supposed lo receive grilled chicken,

Observation of the resident's lunch meal tray, at
approximalely 12:00 noon, revealed Resident #25
received a chocolate Magic Cup and peppered
steak Instead of grilled chicken. An attempt at
interviewing Resident #25 was unsuccessful,

3. A review of Resident #28's dietary slip reveated
" the resident dislikéd carrois.

An observation of the resident's lunch meal tray,
at approximately 12:10 PM, revealed Resident
#26 received carrols. An Interview with the

- resident revealed the resident did not fike carrols
. and he/she was not going to eat them.

4. A review of Resident #27's meal slip revealed
the resident disliked rice.

. An observation of the resident’s supper meal tray,

Measures Implemented or Systenis Altered to f

Prevent Re-gccurrence:

Tray cards along with a food preference sheet
will be reviewed with each resident and the food
preference sheet will be added to or revised per
the residents request and tray cards will be
updated to reflect those changes, This witl be
conducted by the dietary manager and Reglstered *
Dietician.

The cart loader is responsible to check the tray
card for accuracy.

In-servicing was Initiated for dietary staff by the
dietary manager on 02-04-11 in regards to tray
card accuracy. Dietary Manager/Registered
Dietdcian will be responsible (o provide or
arrange in-servicing for any dietary staff that has

' not attended an in-service session by 03-11-11

before their next shift worked,

Monitoring Measures to Maintain On-going |
Complance; ;

Tray card accuracy audit will be conducted on 8
residents trays (10%) weekly X 4 weceks then i
every 2 weeks X 8 weeks then monthly there
after, This will be conducted by the dietary
manager and Registered Dietician.

The audit resuits will be repoited to the facility’s
QA committee, If areas of concem are tdentified
the audlt frequency and number will be increased |
conversely if no concerns are idemified the E
number and frequency may be decreased.
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at approximately 5:45 PM, revealed the resident
received rice. An interviow with the resident
revealed he/she did not like rice and was not
going to eat It,

An interview with the Dieticlan, on 01/29/11 at
3:45 PM, revealed she had observed the tray line,
- after the surveyors initiated the survey and
verified the cook's review of the dietary silps to
idantify the iype of diel for residents, however, no
one reviewad the dielary slip to identify dislikes,
F 371 483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facilily must -

{1} Procure food from sources approved or
considered satisfactory by Federal, State or local
" authorities: and

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

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facilily failed to
store, prapare, distribute and serve food under
sanitary conditions.

Findings includae:

An observation of the dietary depariment, on
01/25/11, revealed the following:

| 1. The bottom of a drawer containing scooping
utensiis was observed to be stalned and dirty.
Several utensiis were piaced on a weaved paper

F 365,

F3am

i
i

F371

483.35(i) Food Procure, Store/Prepare/Serve ;  93-14-11

Sanitory '
it is the nurmal practice of Beadford fTeights
Health and Rehab to store, prepare and seeve fnod
under sanitary conditions.

i
Corrective Measures for Resident dendified i
the deficiency:

‘I'hete were nu residents identified nnder this
deficiency. i

How gther residents who may have been l

uffected hy this priactice were identified:

Residents receiving oral feedings, meal trays
have the pateatial 10 he affected by the practice,

Measures Implemenied or Systems Aliered tut

Prevent Re-pecurvence:

The botam of the drawer containing scooping
utensils was Cleaned on 01-25-11 by the
Registered Dietician, The woven paper was
removed ob 01-25-11 by the registered dietician.
The bicach oven cleaner and degreaser were
removed and placed in the closet on 01-25-11 by
the dictary manager. The floor of the walk i: |
freezer and refrigerator were cleaned an 02-15-11
Byahe :
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cloth.

| An interview, 01/25/11 at 9:00 AM, with Dletary
Staff (DS) #1, revealed the paper cloth was thers
to "calch water”.

An interview with Regional Support Dietician
{RSD} and the Distary Manager (DM), on
01/25/11 at 11:00 AM, revealed siaff should not
be putting wel utensils in the drawers.

2. Two gallon sized containers of bleach were
obsarved under the rinse sink ai the dirty dish
area receiving window.

1 Artinterview with DS #2, revealed she was aware
" the bleach should have bseen stored in the "cioset"
and thal it was under the sink when she came in
to wark.

- 3. A one gallen container of bleach, two spray

: cans of ovenvgrill cleaner and one container of
degreaser were observed stored on a shelf under
the three compariment sink.

4, The floor of the walk in freézer was observed
with dzst, food crumbs and other debris. There
was nd assignment of cleaning chores posted for
the day.

5. In one reach in refrigerator, the temperature
was observed at 50 degrees and dried spillage
was noted in the bottom of the refrigerator.

B. A container of ice was observed with the Ice
scoop inside the conlainer with the handie down
touching ice. DS #3 was observed using the

i scoop lo fill pitchers with Ice and afterwards,

' DS#3 relurned the scoop back inside the ice i
|

Continved from page 17

kiechen staff, A cleaning schedule was posted o

; 02-16-11 by the dictary manager.

| 1S #1 and DS #2 were re-educasted on proper |
sanitation procedures that includes wearing :

# gloves and hand washing by the dietary manager E
on (1-25-11.

All dictary stall were re-cducated by the dictary
wanager and regional dietician on sanitation
procedhre un wearing gloves, hand washing,
storage of ice scoop, covering and storage of
food, proper storage of chemicals and cleaning
schedule. This was initiated on 01-25-11 by the |
thetary manager and registered dietician. tThe -
regisiered dictician will be responsible 10 arrange!
or provide education to any dietary siaff who |
have not attended hy G3-11-11 prior to their next
shift worked.

Monitoring Measures to Maintain On-going
Complisnce:

|
i
|

Pietary sanitation audits inciuding safe and
saitilary food handling, chemical storage and
hand washing practices will be conducted weekly,
hy the registered dietician and 2 additional times
by the dietary manager for 6 weeks. If finding are;
acceptable, audits will be reduced (o weekly by |
either the registered dietician or dietary mamger.g

Random audits of hand washing technique was

conducted daily X 5 days and completed on

i 02-11-11 by the dictary manager.

© Awdits wilk continue weekly on an engaing g
hasis hy the dictary manager andfor
registeredt dietician. ‘The registered dietician will

* conduct weekly audits for posting of cleaning
schedule X 8 weeks then every 2 weeks X 8
weeks then monthly X 6 manths, }

|

Results of the audits conducted will be reporied
to the quality assurance comemittee if concerns are
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contalnar. DS#3 was also observed going in and
out of the kilchen and taking ilems from the
refrigeralor, without changing gloves before
handling food items.

7. During the trayline preparation, DS #3 was
observed placing pats of butter on each tray,
without gloves.

I

" 8. Observation revealed the foods on the trayiina
remained uncovered for 30 minutes prior to

: service and afler lemperatures were taken.

An interview, on 01/25/11 at 11:30 AM, with the
RSD and the facility's Registerad Dietician (RD},
revealed they were working on Improvement in
the dietary department.

. An interview, on 01/28/11 at 7:55 PM, with the
+ DM revealed she had Identified issues and was in
the process of inservicing staff.

A review of the facility policy for Dietary
Sanitation, dated 01/01/2007, revealed drawers
were to be kept clean and organized. Cleaning
schedules for all equipment and areas of the
dietary depariment were to be posted daily, with
" cleaning posted by the staff member assigned.
The DM was to monitor daily {o verify the
assignmant was being followed by staff. Hand
washing occurred after any contact with
solledfunclean items, prior to returning to food
preparation, and glove uss by staff during meal
| service was recommended.
F 441 | 483.65 INFECTION CONTROL, PREVENT
s5=0 | SPREAD, LINENS

The facility must establish and maintain an
tnfection Control Program designed to provide a

F371] Continued from page 18

decreased.

Fa41
Fdd1 483.65 Infection Contrel, Prevent Spread, |

Linens

identified the frequency and number of the audits
will be increased conversely if no concems are
identified the frequency and number may be

| 03-14-11

| Itis the normal practice of Bradford Heights
Health and Rehab to provide a safe, sanitary and
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safe, sanitary and comfertable environment and
" to help prevent the development and transmissicn
of disease and infection.

{a} Infection Control Program
" The facility must establish an Infection Control
i Program under which it -
' {1) Investigates, controls, and pravents infections
. in the facility;
(2} Decides what procedurss, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infactions.

{b) Preventing Spread of Infection
(1) Whan the infection Control Program
determines that a resident needs Isolaticn to
prevent the spread of infectlon, the facility must
| Isolate the resident.
{2} Tha facility must prohibil employees with a
" communicable disease or infected skin lesions
from diract contact with residents or thelr food, if
- direct contacl will transmit the disease.
{3} The facllity must require staff o wash their
. hands after each direct residant contact for which
« hand washing Is indicated by accepted
J ! professional practice,

! {c) Linens

i Parsonnsl must handle, sore, process and

{ transport linens so as to pravent the spread of
i infection,

This REQUIREMENT is not met as evidenced
s
| Based on chservations, interviews and record

comfortable environment and help prevent the
development and transmission of disease and
infection.

Corrective Measures for Resident Ideatified in'
the deficiency:

There were no residents identified for this
deficiency.

How other residents who may have been
affected by this practice were identified;

Residents receiving medications from the two
carts identified had the potential to be impacted
by the practice.

asi lemented or Systems Altered to
Prevent Re-occurrence: .

The medication catts and pill crushers on 100 hall
were cleaned on 01-28-11 by the CMT. Persgnal
items were removed from the medication car and
placed in a lock box in the administrative office !
by the unit manager on 01-28-11

A cleaning schedule was developed on 02-16-11
for the medication catts to be cleaned daily by the,
CMT or nurse utilizing the cart.

All licensed nurses and medlcation aids will be
in-serviced on the cleaning schedule and the
medication storage policy which includes keeping
the cart organized and free of clutter. The training!
has been provided by the pharmacist and ADON
beginning on 02-04-11 and will completed by
03-11-11. The DON will be responsible to assure
that alt employees reguiring training that have not
been educated by 03-11-11 will be trained before
thelr next shift worked.
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F 441 Continued From page 20
i review, it was determined the facility failed ensure
i infaction cantrol preceduras were utilized for two
of the facilily's six medication carts.
i Findings Include:

An cbservation, on 01/26/11 @11:20 AM,
' revealed lhe following:

I 1. Two medication carts were slcred on the 100

| hallway, near the nurses station, Both carls were
observed soiled on the {ops and exterior, with
shallow {rash bins filled with trash,

2. Pilt crushers on gach cart were dirty and
stained.

| 3. Medication cart drawsrs wers disorganized wilh
- dust and debrs covering the drawer bottoms with
numerous loose plils,

4, The liquid medication drawer contained bottles
covered with dried medication around the tops
and dripping down the sides of the containers.

5. Valuable belonging of residents were stored in
: the focked narcotic drawer, some unideniified.

. An interview, on 01/26/11 at 11:30 AM, with
! Cerlified Medication Tech (CMT)} #1 on the 100

! hall, revealed she tried to cleanad the medication
: carts once a wesk. She stated the resident

i valuables had besn In the narcolic drawers, "Ever
. since F've bean doing it",

]

| An interview, on 04/26/11 at 12:00 PM with CMT

i #2 on the 200 hall, revealed she cleaned the carls
on the 200 hall daily.

i Aninlerview, on 01/28/11 at 10:38 AM, with the

F 441! Continued from page 20

Compliance:

© The audit results will be reported to the DON and
in addition the facility's quality assurance '
committee. If no concerns are identified the

audlts may be decreased in frequency and

number conversely if concerns are identified the
number and frequency of the audits will inerease.

Medication carts will be audited weekly for 4
weeks then every 2 weeks for 4 weeks then
monthly for 6 months by the QA nurse or unit
manager for on-going compliance.

Maonitoring Measures to Maintain On-going |
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Unit Manager of 100 hall revealed it was the

I the sharps contalner.

An interview, on 01/28/11 at 11:10 AM, with the
Director of Nursing and the facility Administrator,

' clean and organized. Residents' valuables

and turned over {o Administration for long term
storage.

A review of tha Medication Storage policy, dated
| madication carls, however, madication storage,

i should be kept clean, well lit, organized and free
| of clutter.

+

CMTs' responsibility lo keep the medication carls
clean and organized. She stated the carts shoutc
be cleaned daily and loose piils should discarded

“ravealed they expected the medication carts to be

shoutd be stored in the narcotic drawer shor term

09710, did not address a cleaning schedule for the

F 441.

i
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K 000 [ INITIAL COMMENTS K000
- A Life Safety Code survey was initiated and
conducted on 01/28/11 to determine the facility's
compliance with Title 42, Code of Federal |
Regulations, 483.70 (Life Safety from Fire) and
found the facifity to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
i deficiencies were identified during this survey.
\
| |
‘ :
|
1 :
; | | |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiancy 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 cerrection is provided. For nursing homes, the above findings and pians of correction are disclosabie 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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