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| A Standard Recertiflcation Survey was Initiated J 9 el
on 08/14/11 and concluded on 06/16/11 with 1§
| deficiencies cited. A Life Safely Code Survay o BY s s
was oonducted on 06/14/11 with deficlencies clted
with the highest scape and severity of an "E", ' :
F 431 | 483.60(b), (d), () DRUG RECORDS, F 431 F 431 Drug Records, Label/Store
88=F L'ABEL/STO_FIE DRUGS & BIOLOGICALS Drugs & Biologicals
The facifity must employ or obtain the services of 1. There were no residents
a licensed pharmacist who-establishes a system identificd in the findings to be
of records of recsipt and disposition of all directly affected, :
oontrofled drugs In sufficient detail fo enable an '
accurate reconoiliation; and determines that drug 2. Any vaccines that were pregent
racords are In order and that an adcount of all were immediately disposed of
controlled drugs is maintained and perlodically and replaced. A complete chart
reconclied. audit was immediately
conducted for the residents on |
Drugs and blologicals used in the fadliity imust be Unit #1 that had received
iabeled in accordance with currently accepted vaccines within the dates of |
professional pringiples, and inciude the 04701/2011 to present, This
appropriate accessoery and cautionary was conducted to determine if
Instructions, and the axpiration date when any negative outcomes
applicable. occurred from preseribed
] vaceines, The audit revealed
In accordance with State and Federal laws, the that no negative-outcomes
faoifity must store-all drugs and biologicals in ocenrred.
locked compartments under proper temperature
controls, and pemit only authorized personnel to The unit #1 refrigerator was
have access to the keys. Replaced and new stationary
. {ttermometer was placed to
The facility must provide separately locked, ensure accuracy of refrigerator
permanently affixed compartments for storage of temperatures,
cantrolled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and 3. Nwsing staff wére reeducated
Control Act of 1976 and other drugs subject to on the facility s policy and
abuse, excapt when the facllity uses single unit procedure on vaccine storage
package drug disirlbution systems In which the and thdt vaccines mmst be
ABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE ¥6) DATE
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ny defiotenicy statement ending with

MNM«%W&D? oM

asterlsk (*) denotes a detlclency which the Instilutlon may be excusad from corrécting providing It ls detgrmme that

ther safeguards provide sulflolant protaction to the patlents, {Sea inatruotions) Excapl for nttsing homeb, the findings stated above are dizolosable 90 days
Mlowing the date of survey whelhar or not & plan of correotion ie provided. Fot nirsing homes, ths above findings and plans of correction aré dlaclasable 14
ays following the date these documente are mads avallabls to he facilily. if deficlencles dre oited, an epproved plan of correstion s requisite fo cantinuad
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F 431 ] Continuad From pagse 1 F481] stored between thirty-five (35)
quantity stored is minimal and a missing dose can degrees Fahrenheit and forty-
be readlly detected. six (46) degrees Fahrenheit,
_ * The Nursing staff wete also re-
educated on proper usage of the.
) termperatire documentation log
This REQUIREMENT Is not met as evidenced and that temperature checks are
by: to-ocour daily, Any
Based on observation, interview, record review, irregularities will be reported
and review of the facility’s policy It was immediately to the Director of
determined the facility falled to store medications Nutsing and/or designee, If the
under proper temperature controls to preserve terperature-is above or below
their integrity. Reviaw of the facility's temperature established parameters, the
logs for the vaceine storage refrigerator on Unit nurse will adjust the
Ong, dated 04/01/11 through 06/16/11, revealed refiigerator temperature
recorded temperatures of thirty-four (34) degrees controls. The nurse will
‘Farenheit or balow on seventy-two (72) of recheck the temperature within
seventy-three (73) AM shifts and seventy-one thixty (30) to sixty (60) minutes,
(71) of seventy-one (71) PM shiits, which was It the temperature still is not
oulside of the temperature range for proper within established paratmeters,
storage. the maintenance department will
be notified for further servicing
The findings Include: of the refrigerator. Also, the
: _ " Director of Nursing and/or ;
Review of the facility's polioy and procedure for designee will cail the pharmacy
vaccine storaga revealed "Vaccine MUST be and vaccing manufacture to
stored between thirty-five (35) degrees Farenhsit determine weather the potency
and forly-six (46) degrees Farenhelt to maintain of the vacgines have been
potenoy". Further review revealed if the affected,
temparaturs Is outslde of range to store the .
vaccine undsr proper conditions, as quickly as 4, The refrigorator femperature
| possible, call the vaceine manufacturers to ' logs will be audited daily for
dstermine whethar the potency of the vacoines three (3) monfhs by the Unit
has been affected. Manager and/or designee to
' engire daily temperature
Regord review of the Vaccine Storage checks are being completed and
“{ Temperature Logs for the refrigerator on Unit © temperatures are within
One, dated 04/01/11 through 06/16/11, revealed approprinte range. The
the facility had recorded the tetnperature as being Pharmacy consultant will audit
ORM CMB-2567{02-89) Provious Verslons Chaolete Even! ID: 30GK11 Facility ID: 100803 If continuation shieet Page 2of 4
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F43

.| shifts.. ... ...
| Interviews with Licensed Practical Nurse (LPN)

-| revealad they were not aware a recorded

thirty (30) degrees Farenheit.

Continued From page 2

thifly-four (34) degrees Farenheit or below on
seventy-two (72) of seventy-three (73) AM shifls
and saventy-ane (71) of sevenly one (71) PM

#8, #10, and #11 on 08/16/11 at 10:55 AM

temperature of below thirly-five (36} degrees
Faranheit was outside of acceptable parameters,

Observation of Unit One's thermomater located In
the vaccine storage refrigerator 06/16/11, at 11:06
AM, revealsd medications including,
pneumococeal and tuberculin vaceines, stored at

Interview with Unit One's Nurse Manager on
06/16/11 at 1:65 PM, revealed temperatures are
monitored by nursing staff dally, She stated she -
was unaware the temperature had been In the
unagceptable range from Q4/01/11 through
06/16/11, Further review revealod there had
been no attempts to insute the tampérature
readings were accurate and make adjustments.
and correcilons as needed. Further interview
ravealed the facility falled to notify the vaccina
manufacturers to determine whether the potency
of the vaccine had baen affected per the facillty
protedure.

Interview with the facllily's Pharmacist on
06/18/11 at 3:00 PM revealed she completed
random checks of the medication storage
refrigerator but had tailed to note the actual
temperatures were recorded outside of the
aceeptable range.

F43

the refrigerator temperatures
monthly, The results of the
audits and any temperature
{ssucs will be reporfed to the
QA commiltee for thee (3)
mohths and continued at the
discretion of the QA
~ Comtrittee.

5. Completion Date:

Tuly 1, 2011
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F 431 | Continued From page 3 Fa31]|.
Interview with the facllity's Clinical Consultant on '
06/16/11 at 4:00 PM, revealed the facility policy
statas Pharmacy and Nursing ware responsible to
monitor the temperature of the vaccine storage.-
refrigerators and report irragu]anties as quickly as
possible.
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TAQ |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TQ THE APRROPRIATE DATE
© DERICIENGY)
K 000 | INITIAL COMMENTS K 000
| 42 GFR 483.70(a)

| K3 BUILDING: 0101 -

K& PLAN-APPROVAL: 03/01/1982
K7 SURVEY UNDER: 2000 Existing
K8 SNF .

Allfe Safaty Gode Survey was Initiated and

concluded on 06/14/41. The facilly failed to meet BY..

the minimal requirements with 42 Gode of the

Federal Regulations, Pert 483.70. The highest

?cope and severlty deficlency identiflad was an

( EII;
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K a8 K 038: Life Safoty Code
88=8 . i ‘Standard

Exit access is arranged so that exits are readily

J acceasible at all times in accordance with saotion . 1. There were no residents
71. 18241 identified in the findings to be
: ' directly affected.

2. The keypad combination lock
was removed from the 600
Hall Exit daor and delayed
egress device was installed -

) . ) The mini blinds that were
This STANDARD is not met as evidenced by: attached ta the Unit #2 and
Based on obsetvation and Interview, it was 300 Hall exits were
detarmined the facilily failed to ensure exlit access immediately removed on
was maintained, according to Natlonal Fire _ 06/14/2011.
Protection Assoclation (NFPA) standards, The : : :
deficienoy had the potential to affect four (4) The stop sign that was attached
smoke oompariments, sixty-flve (85) residents, _ to the Unit #2 exit was
and visitors, . immediately removed on
b 06/14/2011.
The findings include: ‘
ABORATORYRIRECTOR'S OR W HVSUPPLIER REPRESENTATIVE S SIGNATURE TITLE : . (R6)DATE
=N O D haiu Aloundvob (0 foofomy

ny deflclency statement ending with E:}\Pasterlsk W] denotes a deflelency which the instilution may be excused from corracting providing it Js detem‘inad that
thar safeguards provide sufitclent protection 1o the patfents, (See nstructlons.) Exceptfor nursing hames, the findings stated atipve ava disclosalife 80 days -
Hlowing tha-date of survey whether of not a plan of correction Is provided. For nufsing fiames, the above findings and plans of correctlon are disolosable 14
ays following the date these dosumonts are made avallatile to the facliity. If deficlencies are cited, an approved ptan of correcticn Is requiste to continued
rogram paicipation.
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_ DEFICIENCY)
K 038 Continusd From page 1 K 038 3. Anin:service was conducted
Observation on 06/14/11 at 11:46 AM revea!ed with the Maintenance
the exit door for the 600 Hall Exit was secured Department that included the
with magnetic locks using a keypad combination, following: 1. Delayed egress
| The-combination wae not posted, and the dcora devices need to be present on .
‘were not equipped with a de!ayed egress device, doors that are not near a nurses
The doore were not near a nurse's station. The station, 2, No stop signs, hlinds
ohaervation was conflrmed with the Maintenance or any type of signage can be
Dirsctor. placed on exit doors that iay
cause confirsion of the direction
nterview on 06/14/11 at 11:45 AM, with the of egress.
Maintenance Director, revealed the door would
release with the combination lock or when the fire All exit.doors will be checked
alarm activated. The Maintenance Director by the Maintenance Director
conflirmed the door was not equipped with a and/or Designée 5 times per
delayed egress device. week to ensure doors are
This wa3 also confirmed with the Administrator working properly and no stop
upon exit interview on 06/14/11 at 1:00 PM. signs, blinds or any type of
- signage is present that could
QObservation on 06/14/11 at 10:00 AM revealed caise confusion of the
mini blinds on the exit doots, at Unit#2 Exit and direction of egress.
thie 300 Hall Exit. In addition the Unit#2 Exit '
doors had a stop sign attached to both doors by 4, The QA Committee will verify
means of Velcro, Thig could cause confusion of the installation of the delayed
the direction of egress in the event of a five or egress device on the 600 Hall -
disaster. This was confirmed by the Maintenance Door. The results of the door
Director. - checks will be presented 1o the
. . QA. Cornmittee monthly and
Interview an 08/14/11 at 10:00-AM with the continued at the discretion of
Maintenance Director reveeled he did not know the QA Commitiee,
they,could not use mini blinds on the'deors. He . ,
further stated the mini blinds were to deter 5. Completion Date: 07/15/2011
wandearars from going through the doors and :
setting off the alarms. ’
NFPA reference: NFPA 101 (2000 edition)
19.2.2.2.4 Doors within a required means of
egress shafl not
'QRM GM8-2667(02-BD) Pravious Verslons Obsolate Faglfily ID: 100603 It continuatlon sheel Page 2 of 4
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K 038 | Continued From page 2

be squipped wilh a lateh or lock that requires the
use of atogl -

or key from the egress side,

-} Exception No;- 1: Doorlocking arrangements -
without delayed egress

shall be permitted in health ¢are occupancies, or
portions of health care

occupancies, where the clinical needs of the
patients require specialized .
security measures for thair safety, provided that
staff can readily unlock

_ | such doors at all times. (See 19.1.1.1.6 and
19.2.2.2.5.)

Exception No. 2:* Delaysd- egress tocks
complying with 7.2.1.6.1 shall

be permitted, providad that not more than one
such device is located in

any egress path.

Exceptlon No. 3: Access-controlied egress doors
complying with 7.2.1.6.2

shail be permitted.

7.6.2.2" Exit access and exit doors sheli be
designed and _
arranged to be clearly recognizabte. Hangings or
draparles . .

shall not be placed over exit doors or located to
ganceal or

abscure any exit. Mirrors shall not be pfaced on
oxit doors,

Mirrors shalf not be placed In or adjacent to any
exit In such a

manner as to confusa the direction of exit,
Exception: Curtaing shall be permiited across
means of egress openings

[n tent walls [f the following criterla are met:

| (8) They are distinctly marked in contrast to the

K038
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tent wall so as to

he recognizable as means of egress.
(b) They are lnstalled across an openlng that Is at
Jieast g it (1.8m) .. .
in width.

(0) They are hung from siide rifigs or equivalent
| hardware so as to

be reiadily moved to the side to create an
unobstructed opening In the .

tent wall of the minirmum width requlred for door
opanings.
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