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FO00 - INITIAL COMMENTS F 000,
3 Fhis Pran of Correction is the center s credible
| A standard heaith survey was conducted on : ; adlegation of compilance.
| 09/24-26/13. Deficient practice was ldentified ‘; '
| with the highest scope and sevearity at "E" lavel.

F 253 483.15(h}2) HOUSEKEEPING & F 253

55=F | MAINTENANCE SERVICES

. Preparation andior execution of this plan of

- correction deos nor constitute admission oy :

| agreement by the provider of the truth of the facts ©

 alteged or conclusions set forth i the statement

- of deficiencies, Fhe plan of correction is

| prepared andior executed solely because it is

¢ reguived By the provisions of federal and stote
T,

| The fachiy must provide housekeeping and
| mainlenance services necessary to maintain a
: sanitary, onderly, and comfortable interior.

L. Resident room 5-A¢ footboard was
- This REQUIREMENT is not met as evidenced i replaced with a new footbouard and the
by : dindng room table in the Goldenrod

. Based on chservation, interview, and facility Dining Room was fixed on 9426713,

| poficy review, the fapility faled o provide Resident room 12-A"s fan was cleancd
; mantenanee and housekseping senvices by the housekeeping manager on

| necessary o maintain  sanitary, ordery, and '

126¢13.
| comfortable imerfor. Observation during the 92613
; environmental four on 0925013 revealed the .
: i g7 A ten b . :
: footboard I resident room 5-A had sharp plastic ' 2 (}n E{}i}& }‘% mz b‘!?‘mtenanu‘z £
| broken edges, one dining room table top was L ’ Supervisor conducted an auditof
loose from the pedestal, and one fan in resident 3 resident head/foot hoards in the _faclizty
room 12-A was observed 1o be dity and in nesd t5 ensure there were no sharp edges.

of cleaning. ' [ On 16/3/2013 the Maintenance
Supervisor conducted an audit of all the

facility dining room fables to ensure all |

wore secuge to the pedestal. On W30/13 |

The findings include;

An inteview conducted with the Administrator on the Housskeeping Supervisor conducted |
| OS26/13, 8t 2:35 PM, revealed the fasility did not an audit of the fans in use in resident
: have a policy regarding mainterence work orders rooms fo ensure all were clean,
| and repairs, i

3. The Maintenance Supervisor will add
head/foot board appearance and
condition a8 well as table inspection fo
his weekly rounds to identifiyy
maintenance needs and develop a

A review of a facility policy titled, "5-Step Daily
Fatient Ropm Cleaning,” dated 010101,
revasied stalff was required o sanitize all
horizonial surfaves daily using a solstion of
properly dilufed gammicide. The policy did not

LABORATORY DIRESTOR'S OR ??IDEWSU?F %R;EPRESENTATWE’S SIGHATURE (B DATE

AL
- AL gjm %5 ey WO AT~

Sny deficiency statemernd ending with 20 auterisk %) doncles a deficiency which the institution may be exgused from ehrracting providing # B deterrined that
other safeguards provide sufficient protection to the palierts . (See nstuctions. ) Except for nursing homes, the findings steted above are disclosable ¥ days
Eifowing e dale of sunay whether or not & pian of sorretiion is provided  For nursing homes, the above findings and plans of corection are dsciosable 14
days toliowing the date these documents ave made available lo the iy, if deficiencies are cited, an approved plan of correction is requisite 1o continued
progiam periisipation,
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address the cleaning of fans.

Observation during the environmental tour on
09126113, beginning 2t 8:30 AM, revealed,

~The footboard on the A bed in resident soom 5
was observed (o have sharp plastic broken
edges.

-A fabie in the Getdenred Dining Room was
ohserved o be loose from the pedestal and the
table was unsteady.

-The fan in resident room 12-8 wes ohserved fo
¢ have gray dust alf over the blages and was i
i need of cleaning.

- An intsrview conducted with the Housekeeping

| Bupendsor on 00726713, al 2225 PM, revealed he
| made rounds daily as part of the Quality

| Assurance process to observe for any
 housekeeping concemns. The Housekeeping

' Supervisor stated the facility gid not atilize work

- orders o notify the Housekeeping Department of
- housekeaping concems but staff was required to
- vall the Housekeeping Depariment, The

- Housekeeping Supervisor stated he had not been
notified of and had not identified the dust on the
far in resident room 12-A.

L An interview conducted with the Waintenance

- Suparvisor on 09/26/13, at 2:30 PM, revealed he
cenducted an anvironmental tour of the whole
facility once a week 35 part of the Guality

| Assirancs prodesy and had not observed the

: identified concerms, The Maintenance Supervisor
| stated staff was required o compiete a work

. order request, which was located at each nursing
| station, when a mainienance concern was

wam SUMBSARY STATEMENT OF DEFICIENGES 0 PROVIDER'S FLAN OF CORRECTION Loy
BREFI | TEACH DEFICIENGY MUST BE PRECEDED BY FULL PREF (BEALH CORRECTIVE ACTION SHOULD BF | SORPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN; TAS CROSS-REFERENCED 70 THE APPROPRIATE GATE
i DEFICIENCY)
F 253 Continued From page 1 Fosz

schedule o repair Bems noted during
the rounds. The Housekeeping
Supervisor will add fan cleanliness to |
his daily rounds to identify

housckeeping areas that seed altention
by houseksepers. The Staff :
Development Coordinator, RN weekend |
Supervisor and the Exsentive Director
will in-service stall on identifving and
reporiing naintenance needs including
head/foothoards and tables. The
Executive Director, Mainfenance
Supervisor and Housekeeping

Superviser will conduct weekly :
enrvironmental rounds to identify issues,
irends or patierns and take corrective
action as pecessary,

The Maintenance Supervisor and the
Housckeeping Supervisor will present
resuits of the weekly environmental
rounds 1o the Performance
Improvemesnt Comemittee for three
monihe or yntil the Committee
determines compligncs has been
sustained. Members of the PIC include:
Executive Director, Director of
Nursing, Medical Director, Unit
Managers, Social Services Drirector,
Nutrition Services Munager, Activities
Directer, Staff Development
Coordmator, Case Manager,
Housekeeping Supervisor and :
Maintenance Sapervisor,

10/2172013
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The services provided or arranged by the faciity
| must meet professional standards of quality.

| This REQUIREMENT is not met as evidenced
Dy

¢ Based on observatlon, nterview, record review,
! and faciity policy review, it was determined the

: facity falled W ensure services provided maf

: professional skindards of quality for two of

. wenty-one sampled residents {Residents #5 and
| #131 Resident #5 had physician's orders dated

- DB/29A3, to decrease the resident's Remearon

| {entidepressant} from 45 milligrams to 30

| milfigrams every night. However, a review of

- Reswdent #5'%s Medication Administration Records
| {MARS) for August and September reveasled the

| order had been transoribed corecily on the

[ August MARs and circled by the nurses as not

| piven. Howaver, 3 review of Residen] #5%

| September MARS revealed from 0901713
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wdentified. The Maintenance Supervisor stated E
- the staff was then required to place the work
" order in & box at the nurses’ station,
An interview conducted with the Adminisrator on
DBi26H3, at 235 PW, revealsd she reviewed ail i
- mainienancs work orders. The Administrator ;
: stated af maintenance contems as well as
housekeeping concerns were reviewed in the E
morring krerdiscipiinary meeting in which both E
the Maintenance Supervisor and the
Housekeeping Supervisor were reguired to
ji’f:;i n;;fﬁi:’gﬁgﬁfmied fhe facility had Eesident #3 Rem___er{m dosags was.
F 281 483.20(k){3)) SERVICES PROVIDED MEET Fogt;  coreeted upon discovery and correct
s5=D | PROFESSIONAL STANDARDS dosape ad_m:msf;er;ed szsj 13. Resident
#13 dressing was immediately changed

upon discovery on 32513

On 10/1/13 the Heensed nurse Unit
Managers conducted an audit of
Medication Administration
Record/Treatinent Administration
Record validation, to ensure all orders
were carried over correctly and
medications and treaiments were
administered according to physician’s
orders. The clirical team will review
all orders Monday through Friday to
ensure orders are transeribed correctly.

In-service/education was conducted by
the Director of Nursing Service, Siaff
Development Coardinator, Unit
Managers and RN Weekend Supervisor
with facility clinical staff regasding:
pobicy and procedures on medication
errors, Pharmacy services, pharmacy
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D T BUMIARY STATEMENT OF DEFICIENDIES

* through 09/24/13, facility staff documented they

- had administered 45 miligrams of Remeron

| instead of the 30 milligrams as prescribed by the
- physician. in addition, imterview and a review of
| documentation revealed the facillty failad to

- provide dressing changes as ordered by the

| physician for a skin tear sustained by Resident
C#13

' The findings Mcude:

1. Avseview of the faciiity's policy fited,

| “VerbalTelephone Orders.” dated 11721712,

| reveated after the nurse received 2 physician's

- order the nurse was then required 1o transotibe

- the physician's order to the MAR and fax a copy
 of the physician's order 1o the pharmacy

| A review of a policy filled, “Renewad or

| Recapitulated Physiclan's Orders, Medication

- Records, and Treatment Records,” dated
C1N3108, revealed every 30 days the faciity

[ would prant in advancg (no specific imeframe) the
- monitly MARS which wera generated by the

| pharmacy, and they would $hen be reviewed by
the nurse who was responsible for varifying the

: MARS' accuraty. The policy revealed the nurse

: was raquired 1o review the last 30-day ordess with
i the current 30-day orders and any telephons

| prders received since the last 30-day orders, The
| nurse wes required to print the MARS for the next
| month, review them with the physician's orders,

" and sign and date the MARS to validale that the

| orders ware corret,

* A review of the medical record for Resident #5
¢ revealed the facility admitted the Resident on

. OS/05112, with diagnoses inciuding Dementia,
Deprasszaﬁ and Amdiety. A review of the

(i3} PROMIDER'S PLAN OF QOF{RECHGN 5
PREEIX | {EACH DEFICIENCY MUST BE PREDECED BY FuLL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™e REGULATORY OR 150 IDENTIFYING INFORMATION: TAG CROSS-REFERENCED T THE APPROPRIATE i
DEFICIENCY)
£281 | Continued From page 3 F28t

consultation, medication ordering and
recetving, phyvsician orders, medication
transcription and recapitularion of
orders. 1070172913 through 10/20/213.

Review of physician’s orders are being
completed daily, Monday through
Friday by the Director of Nursing
Service and or unit managers to zdcmn‘v
issties, trends or patterns and take
GOFTECtive action ag necessary, A
monthly Medication Administration
Record andit witl be completed to
validaie medications have been
transcribed/administered correctly by
licensed Administrative nurses. A daily
Treatment Adnnistration Record audit
will be performed x 4 weweks then
weekly thereafier to validate treatmesats
are being compleied as ordered, This
will be done by licensed Administrative
murses. Any trends will be taken to the
monthly Performance Improvement
Commitiee for three months or until :
substantial compliance is achieved and
as siceded thereafter. Members of the
PIC mclude: Executive Diresior,
Birector of Nursing, Medical Director,
Uit Managers, Social Services
Director, Nutrition Services Manager,
Activities Director, Staff Development
‘Coordinator, Case Manager,
Housekeeping Supervisor and
Mairtenance Supervisor.

1072172013
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| physiclan's orders for Resident #5 revealed an
 order dated 08/20/13, at 11:45 AW, to decrease
 the resident's Remeron from 48 milligrams {mg)
1o 30 mg every night, A review of Resident #5
| MARs for Auguet 2013 also revealed

: documeniztion dated 0B/26/13 to decresse the
- resident’s Remeron from 45 mg to 30 mg every
i night. However, 2 review of the MARSs for

' Resident #5 for September 2043 revealsd the
 resident had received Remeron 45 ;g svery

| night beginning 0801413 through 08/24/13.

¢ Observation of Resident #5 on 09/24/13, at 12:05
| PW, revaaled the resident was sitting in a

. whesichalr with an alarm atfached to hisfher

: shoulder that would sound ¥ the resident

s atiempled to rise. Interdew and sbservation

- revealed a family member of Resident #5 was

. sitfing at the resident's chair side.

: Observation on DS26/13, at 2:45 PM of the

: facility's medisation cart revealed a medication

| drawer labeled for Resident #5. Continued

: ohservation reveaied a box labeled Remeron 45
: mg inside the drawer, The direciions en the box
: of Remaron revealed the resident was fo receive
 tha medicalion every night. :

- An inferview conducted with Registered Nurse
(RN} #1 on 08/25/12 al 2:30 PM, revealed she
had oblained the physician's order on 0872343 o
secrease Resident #5's Remeron from 45 mg o
30 mg every night. The BN stated aRer obiaining
the physiclan's order she frensoribed the order
onto the current August 2013 MARs, faxed a copy
of the order to the pharmacy, and placed a capy
in the pharmacy box, on e charl, in the medical
| records box 1o send o the physician to be signed,
: and in the Unit Manager's box fo take to the
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muorning meeting. The RN confirmed Remeron
45 mig was in Regident #5's medication drawer
" ardd avallable for agministration gt the tme the
 review was conducted on 09/25/13.

| Ar interview conductet with Uit Manager 81 on
| OW/ZBNM3, 3t 2:35 P, revesled she was

| responsible for reviewing alf current 30-day

| physician's orders and MARs. The Unit Manager
| stated she had compieted the review prior to

- recelpt of the new order recetvad on 0872613 10

| decrease the resicent’s Remeron. The Unit

- Manager stated that at the time of the review she
 had oblafned 2 copy of all new medication orders
- frotn the resident's medical records for the

| review, According to the Unit Manager, she

| should heve identified the decrease in Resident

| #5's Remeron and corected the September 2043
CMAR.

- An interview conducled with the Registered

- Pharmacist (RPh} on 09/25M3, at 3:25 PAL,

. revealed the pharmacy had not received the

| physician's order from the facifity to decrease

- Resident #5's Remeron fom 45 mg fo 30 mg at

{ night. The RPh steted he reviewsd Resident #5's
; medical record on 0811513, and had also

- teviewed the physician's order sheets, but had

- notidentified the emor,

| An interview conducted with the Director of

> Murging {DON) on 082803, at 245 PM, revealed
: gl new physician's orders were raviswed every

i day in the moming interdisciplinary meeting. The

- DON siated the Unit Managers were required I

: bring all new physician's orders 1o the meeting.

- The DON revealed afier the Unit Manager had

: compleled her review of the MARS for September
: 2013, she had locked them a:p in her office and

4 1D ; SURMARY STRTEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION A8
PREFIX {EACH DEFICIENGY RUST BE PRECEDED BY FULL PREFIE G (EACH CORREUTIVE ACTION SHOULD RE D SDERLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION TAG : CROSS-REFERENCED TO THE APPROPRIATE ; LaTE
DERICENCT ;
F 281 Continued From page 5 Faat {
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F 281 Cordinued From page &
: they had not been available for RN #1 1o
- ranadribe the new order on for Seplember 2013
| The DON stated she was unsure how tha erder
- had been missed initially,

L 2. Aveview of the medical record for Resident
#13 rovealed the faciity admitted the resident on
61730113 with disgroses iciuding Cerebeliar
Vascular Acoident, Generslized Pain, and
Paralysis Agitans.

A review of the physician's orders datad 09/21/43
for Resident #13 rovesled sial was to compieta
gressing changes fo 8 skin tear lo the resident's
lefl forearm on a daily basis. A review of the
fachity's treatment record for Resident #15%
revesled the dressing was scheduled to be
changed every day during the 7 AM to 3 PM shift.

An observation of 2 skin agsessment conductad
by Licensed Practical Murse {LPH} #2 on
- DEA25/13 at 12.25 PM revealed the resident had a
dressing to 3 skin tear on the left foreanm dated
OS2 3, two days prior 1o the chservation,

- An interview conducted with LPN #2 revealed she
had baen assigned to provide care to Resident

W13 on D6/23713 and 0924713 during the 7 Al to
i 3 P shift, However, LPN #2 stated she was not
: aware of the dressing changes listed on the

: traatment sheet for Resident #13 and, as & result,
: had not changed the resident's dressing on those
C dates, ’

| An imenview conducted with the Unit Manager an
| 0B/25/13 at 30110 PM, revealed she reviewed
 treatment shesis and made rounds t6 monitor

- resident care three fimes a wesk. Agcording to

- the Unit Manager, at the time of the interview on

;zzs;é
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D925/13 she had not reviewed the teatment :
sheets and was not aware Resident #13's
dressing had not been changed as ordered by the
physioiarn. ;
F 329 4832501 DRUG REGIMEN IS FREE FROM Fazg.
goeD | UNNECESSARY DRUGS L. Resident #8 medication Zoloft, per
i )  phammacy recommendation signed
o et g i st e s o by the rsiden’sphysicin, was
: drug when used in excessive dose (incluging @?Cf easgiai (gfere{i to 50mg per
- duplicate therapy; or for excessive duration; or day on 972512013,
: without adequate monitoring, or without adeguate :
indications for its use; or in the presence of 2. On 10/01/13, the licensed nurse Unit
¢ adverse consequences which indicate the dose Managers and the licensed nurse
combiatons ot e resecoe g & Medical Records Director
5 completed an audit of alt charts to
' Based on a comprebensive assessment of 2 ensure that signed ph&rma{:}:
resident, the facility must ensurs thal residants recommendations were carried over
who have not used antipsyohotic drugs are not correctly 10 Medication
given these drugs unless anfipsychobic drug Administration Records®. The
ifé?fé:;ﬁi?f o o 2 Speciic condition clinical team will review returned
{ Y NGE : L : i
; resord; and resklems who use antipsychotic ?ha d cyhref;ozmnef}d%ttgm f:[aﬂy .
: drugs receive gradual dose reductions, and Monday t rt;jugh Fnday to ensure .
| behavicral interventions, uniess oinically } the drug regimen is free from
contraindicated, in an effort o discontinue these utinecessary drugs,
drugs. 3. In-servicefeducation was conducted |
by the Director of Nursing Services,
Staff Development Coordinator, !

- This REQUIREMENT is not met as evidenced
;b

Based on interview and record review it was
determined the facility failad o ansure the drug
; regimen was free from unnecessary drugs for

i

i

Unit Managers and RN Weekend |
Supervisors with facility clinical !
slaff regarding: policy and
procgsures on medication errors,
pharmacy services, pharmacy
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| one of twenty-one sampled residents (Resident consultation, physician orders,
#E) Arsview of documentation revealed the ‘ pharmacy recommendations,
: pharmacist made 2 recommendation on 97412113 medication franscription and
; o Regrdent _#8 S physzczar}.i‘g gradua_ﬁy reduce the _ recapitulation of orders.
| prascribed dose of 100 milligrams of Zolo® : : . ;
| tantidepressant) a day to 50 milligrams of Zofof s | 1070172013 through 10/18/2013.
day. Documentation revealsd the resident’s :
physician agreed with the phamacist's § ‘4. Reviews of the pharmacy
recornemendation on 0?&6!13‘;%&&@, ; recommendations are being
ohservation of the Medication Administration : [ s
Record on D7/26/13 for Resident K8 ravealed ‘ completed monthly upon return
faciity staff continued to administer 100 : ﬁ‘{)rf;. the Phygm&n, A K%K?nmly
| mifigrams of Zoloft o Residant #8, on a daily ‘ audit of the signed physician
 basis, from U7/26/13 to 09/25/13, a period of two g . recominendations will be completed |
months. © to validate that the identified ;

residents’ drug regimen is free from

‘The findings include: unnecessary drugs. Any trends will

A review of the facility policy titted “Pharmacist be taken to the monthly
Consultation,” with a reviston date of 08731712, : : Performance Improvement
: revealed & pharmacsist would conduct a review of Committee {PIC) for three months
| medications at least every 30 days or more ofien : . or until substantial comphiance is

cas needed. Further review of the policy revealed ;
+ the physician and the Direcior of Nurging, or the ’
s designated koensed nurse, would address and ;

. achieved and as needed thereafier.
. Members of the PIC include:

document actions taken regarding the ' EX&C}KW& if)tr?c:tﬁn _ﬂ“&m? Of
| recommendations. . . Nursing, Medical Director, Unite
f_ - Managers, Social Services Director, |
: A review of the medical record for Resident 48 ; - Nutrition Services Manager,

revezled the pharmacist had made a i - Activities Direcior, Staff

recommendation fo the physician fo decrsase Development Coordinator, Case ‘
Resident #8's Zoloft from 100 milligrams (mg) a : i

day tv 50 mg a day. Docomentation revealsd the Manager, Houseke eping Supervisor

resident's physician agreed to the pharmacist's and Maintenance Supervisor,
recommendation on 07/26/13. A review of :
| Medication Administration Records (MARs) for 30 1421413 :

August 2013 end September 2013 revesied ?
faclity staff continued 1o docurment that 100 mg of : ?
i Zolof was administered fo Resident #8. There ‘ :
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| was no evidence on the MAR that ihe dose of the ;
| medication, Zoloft, had been reduced as
i recommendad by the pharmacist and approved
. by the physician.

D A intenview with the Unit Manager conducted un
; DBR8/13 at 210 PM revesled the Unit Manager

' was responsible to ensure the pharmacy reviews
- wars addressed after the physician had signad

: the review and agreed with the recommendation,
- The Unit Manager stated it was her resporsibility
o ransuribe the phamaciel’s recompiendation,
after it had besn approved by the ohysician, to : : : ;
the resident's medical record as & physician's ! ‘ : i
order. Howaver, the Unit Manager stated she '
had "missed where the physician hag agressd with

the recommendation” for the decreass in tha :
dosage of ZoloR for Resident #8,
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY 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
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000
BUILDING: 01

PLAN APPROVAL: 1961, 1982, 1997
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type V
Unprotected

SMOKE COMPARTMENTS: 7

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic wet
and dry sprinkler system

GENERATOR: Type Il diesel generator

A life safety code survey was initiated and
concluded on 09/24/13, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency 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 correction is provided. For nursing homes, the above findings and plans of correction are disclosable 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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