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A Recertification Survey was initiated on
: 08/19/14 and conciuded on 0a/21/14.
Deficiencies were cited with the highest Scope
and Severity of g "F*,
F 253 483.15(h)(2) HOUSEKEEPING &
S8=0 MAINTENANCE SERVICES

; The facility rmust provide housekeeping and
- maintenance services necessary to maintain a i
sanitary, orderly, and comforiabla interior.
i
, This REQUIREMENT s not met as svidenced
“ by
Based on observation ang interview, it was
. determined the facility failed to maintain sanitary
cenditions for residents residing in the facility's
rGOm #3233, room #34, and room #37 Observation
| revealed a brown substance was observed an the
] ! commode chairs and floor in the resident shared
{ bathrooms of these rooms.

' The findings inciude:

- Interview with the Director of Nursing (DON)
| 0BI21/14 at .41 AM, revealed there was no
facility poiicy with regard to cleaning residants'
bathrooms; however, it was her expactation for
 staff to clean and sanitize the bathrooms after

' residant use,

; Ubservation during the initial tour of the facility on

1 08/19/14 at 10:35 AM, of the shared bathroom for
residents residing in room #37, and at 11-00 AM

 for residents sharing the bathroom for room #33

- and room #34, revealed a brown substance en '

' the commode chairs. In addition, room #37 had g

s
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DEFICIENCY)
F 253 Room #33, #34, and #37
F 000 bathrooms were cleaned
' tmmediately by housckeeping
staffon 8/21/14.
All bathrooms in the facility
F253 were inspected on 8/21/14, for

cleanliness by housekeepers
Brenda Luman and Patricia
Hunt and any area requiring
attention was addressed.

CNAs were in-serviced on
cleaning and sanitizing
bathrooms afier each resident
use on 9/9/14 by Michelle
Marshall, RN, and on 9/10/ 14,
by Susan Fulton, LPN.

Weekly audits to verify staff
cleaning and sanitizing of
bathrooms after use is being
conducted by the Quality
Assurance team. The QA team
is composed of all employees in
the facility, organized into teams,
that rotate various
responsibilities, including

I
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“safety observation.” _
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Any deficiency statement ending with an aswerer. |
other safeguards provide sufficient pretection to th
faliowing the date of survay whether or not a pian of carrection
days following ihe date thase documents are made
program participation,

e patients. {See Instructions

‘3 denotes a deficiancy which the msltution may bs exe

is provided. For aursin
available to the facility, !f daficien

used from corecting providing it is determined that
4 Except for nursing homes, the findings stated above ar2 diselosable 80 days
g homes, the above findings and plans of corraction are disciosable 14
cies are cited, an anproved pian of correction iz requisite to continued
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2531 Continued From page 1
brown substance on the floor around the foilet,

" interview with Certified Nursing Assistant (CNA)
#1 0n 08/19/14 at 11:08 AM, revealed residenis’
bathrocm areas were cleaned immediately
fallowing resident use by the CNA assisting the
resident or by housekeeping staff

Interview with Registered Nurse {RN) #2 on
08119/14 at 11:00 AM, revealed the tleaning of

the faclity housekeeping staff and nursing
assistants who assisted residents to the
bathroom. She stated failure to clean the
bathrooms would strongly affect incontinent

i it was her expectation the CNAs slean resicfents’
bathrooms after each use as there was 3

spread of infaction.

F 253

F 253 Cont.

Continued compliance will be

monitored by the QA
Committee in monthly meetings.

the residents' bathraoms was the responsibiity of ; P 153 Completed 9/11/14

residents, as they would have to wait longer, due
to delayed cleaning, before sach use. Therefore, |

patential for harm to residerits due to the possibie |

Continued interview with the DON on Gai2114 at

- ensure bathrooms were cleaned and sanitized
! after each use with Sani-wipes {disinfecting
f wipes). The DON stated the CNAs should clean
: the commede seat and gait belts after sach use
- with the Sani-wipes.
F 279 483.20(d), 483.20(k)( 1) DEVELOP
§58=D  COMPREHENSIVE CARE PLANS

! F:41 AM, revealed she expected her staff In

| A facility must use the results of the assessment
to develop, review and revise the resident's
. comprehensive plan of care.

' The facility must develop a comprehensive care
_ plan for each resident that includes measurable

i
if continuation sheet Page 2 of 28
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| F.279 The Care Plan of Resident #] }
Fa2rg was updated on 8/27/14 by Kim l

|
|

F 278 Continued Fram pagea 2

- objectives and timetables to meeat a resident's
medical, nursing, and mental and psychosocial
¢ needs that are identified in the camprehensive

assessment.

The care plan must describe the services that are

to te furnished ta attain or maintain the resident's .

; highest practicable physical, mental, and
peychosocial well-being as required under

- §483.25; and any services that would otherwise
be required under §483.25 bu{ are not provided

" due to the resident’s exercise of rights under

. 848310, including the right to refuse treatment

under §483.10(b)(4).

" This REQUIREMENT is not met as evidenced
by

* Based on interview, record review and review of

- facility policy, it was determined the facility failed
to ensure a Compreharsive Cara Plan was
deveioped for two (2) of fifteen {15} samplad
residents (Resident #1 and #4).

Resident #1's care plan was not developed to
“Include the resident's communication and
; cognitive less, although these areas triggered on
the comprehensive assessment,

! In addition, Resident #4's care plan was not
s developed to include the tah alarm in use.

" The findings include:

'Review of the facility's, “Resident Care Plan"

| Policy, dated 05/01/09, revealed residents’ care
plars were (o reflect the specific physical, social, ;

- and emational problems and concerns identifiad.

Breeze, RN, to include
communication and cognitive

foss,

The Care Plan of Resident #4
was updated on 9/3/14, by Kim
Breeze, RN, to include use of
pull tab alarms

100% of resident
Comprehensive Assessments _
and Care Plans were audited by
Sandy Miichell, DON, Michelle
Marshall, RN, Kim Breeze, RN,
and Susan Fulton, LPN, between
9/3/14, and 9/12/14.

Sandy, Michelle, Kim and Susan
each received training on
updating Comprehensive Care _
Plans on 9/23/13 by Point Click
Care webinar. Susan Fulton
received MDS 3.0 Basic
Training on 2/12/14.

All Care Plans will be monitored
by Sandy Mitchell, DON,
Michelle Marshall, RN, and
Kim Breeze, RN, the week prior
to submission of the MDS, for
accuracy and completeness, for!
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1. Review of Resident #1's medical racord
' revealed the facility re-admitted the residert an
. 08/22/14, with diagnoses which included
Gementia and Parkinson’s Disease. Review of
i the Annual Minimum Data Set {MDS) 4
Assessment dated 01/28/14, revealed the facility
| assessed the resident as having a Brief intarview
 for Mental Status ¢ BIMS) score of a thres (3)
Cindicating severe cognitive impainnent  Further
; review of the MDS revealed the fackity assessed
the resident as having clear spaech, as
- uriderstanding others, as sometimes Understocd,
and as having adequate hearing,

i

Review of the Care Area Assessment Summary
' (CAAS) dated 02/01/14, revealed Resident #1's
. BIMS score was less than thineen {13) and
cognitive loss wouid be addressed in the
- Comprehensive Care Plan. Continued review of
the CAAS revealed the resident had impaired
| ability to make self understocd through verbal
and non-verbal expression of ideasiwants and
! was sometimes understood. The CAAS slated
communication would 2lso be addressed in the
' Comprehensive Care Plan.

' Review of the current Comprehensive Plan of

. Care, dated 02/18/13, and reviewed Q7r18i14,
revealed no documented evidence the care plan

 addressed Resident #1's impaired

- comrmunication and eognitive status,

Cbservation of Resident #1 on 08/ 814 at 4;00
'PM, revealed the resident was in bed lying on the
i right side. Confinued observation revealed

Resident #1 was atternpting to speak to the
. Burveyor, however, the resident spoke very ;
" quielly with mumbling speech and the Swrveyor
| Could not understand what he/she was saying.

F 27§ 279 Cont.
time the Care Plans will be

reviewed monthly,

Compliance will be monitored
by the QA Committee in their
monthly meetings.

F 279 Completed 9/13/14
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F 279 Continued Fram page 4

Interview on 08/21/14 at 2:05 PM with Licenssd
' Practical Nurse {LPN} #3, revealed the MDS
: Geordinator who completed the MOS and care
plan for Resident #1 was on vacation and
- Unavaifable for interview. She stated the MDS i
aurse completad the MDS Assessment for the
 facility with her assistance if needed. According
to LPN #3, the MDS Coardinator developed
, fesidents’ Comprehensive Care Plans after i
“completion of the Admission, Significant Change
{ and Annual MDS Assessments, and revised care |
plans with the Quarterly MDS Assessments. She
' stated Resident #1 spoke very quietly ang 5 .
mumbled. Further interview with LPN #3, '
‘revealed Resident #1's Annual MDS Assessment | i
dated 01/28/14, triggered for cognitive loss and :
' communication and a care plan should have been
, developed in those areas due to the resident's
' cognitive less and poor communication.

Interview on 08/21/14 at g:41 AM with the
Director of Nursing (DON), revealed she was

' unaware of any concerns noted with the

. development of residents’ Comprehensive Care i
Plans. She stated LPN #3 hag trained the current
MDS$ Coordinator: however, she indicated she .
was unaware of anyone auditing the care plans to

. ensure they were developed and revised as f

"necessary.

B

' 2. Review of Resident #4's medical record

- revealed the facility admitted himfher on

| 02/25/14, with diagnoses which included

_ Cerebrovascular Accident (CVA), Rehabilitation,
* Abnormality of Galt and Unspecified Cerebral

. Artery Occlusion.

Review of the Physician's Orders dated 02/26/14
Event {3 95P011
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! F 279! Continued From page 5
; revealed an order for Resident #4 to have a oull
tab alarm at alt times. However, review of
. Resident #4's Comprehensive Care Plan dated
- 02/25/14, revealed no docurmented evidence it
. had been developed to inciude the intervention
for a pull tab alarm at ail times.

"interview with Registered Nurse {RN}#Z on

, U8/21/14 at 3:45 PM, revealed she verified thers
“was not an intervention of pull tab alarm on

- Resident #4's care plan dated 02/25/14. She ;
Hurther stated if there was a Physician's Ordar for
the pull tab alarm then it should have been placed

"on the care plan.
" Interview with the Director. of Nursing, on
. 08/21/14 at 7:01 PM, revealed Resident #d's
' Comprehensive Care Plan should have been
- developed to reflect the pull tab alarm
intervention.
F zaoi 483.20(d){3), 483.10(k}{2) RIGHT TO
§S=E ° PARTICIPATE PLANNING CARE-REVISE CP
| The resident has the right, unless adidged
incompetent or otherwise found to be
"incapacitated under the faws of the State, to
parlicipate in planning care and treatment or
‘changes in care and treatment.

t A comprehensive care pian must be developed
within 7 days after the complation of the :

; comprehensive assessment; preparad by an
Interdisciplinary team, that inciudes the attending

: physician, a registered nurse with responsibitity

" for the resident, and other apprapriate staff in

- disciplines as determined by the resident's needs, ;

" and, to the extent practicable, the participation of

 the resident, the resident's family or the rasident's

Fara

F 2801
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‘ legal representative: ang petiodicaily reviewed
; and revised by a team of qualified persons after
sach agsessment.

. This REQUIREMENT is not met as avidenced
' by:

. Based on interview, record review and review of i

acility policy, it was determined the facility falled
' to ensure the Comprehensive Care Plans ware

reviewed and revised for three {3) of fifteen (15)
« sampled residents (Residents #1, #9, and #13),

' Resident #1's care plan was not revised to
indicate significant weight loss, nar was it updated

' {o indicate the resident's anticocagulant ang

- antianxiety medications had been discontinued.

. Resident #9's care plan was not revised o
indicate his/her anticoagulant medications had
. been discontinued.

; in addition, Resident #13's care plan was rot
revised to refated to a Urinary Tract Infection
H{UT).

I The findings include:

- Review of the facifity's, "Resident Care Pian"
Palicy, initlated 05/01/08, revealed residents’ care

' plans were to reflect a resident's specific needs

_regarding physical, social, and emotional

' problems and concerns, The Policy noted a care :

. plan geal was to be established and the means fo |

! reach the goal was noled. According to the

: Policy, each discipline would make initial and

i

i

i

i

F 280 The Care Plan for Resident #7
F 2884as revised to indicate significant
weight loss, anticoagulant, and anti-
anxicty medication discontinued on
8/21/14, by Kim Breeze, RN.

The Care Plan for Resident #9 was
revised to indicate discontinuation of ‘
anticoagulant medication on 8/20/14, by
Kim Breeze, RN.

The Care Plan of Resident #13 was
revised to indicate diagnosis of Urinary.
Tract Infection on 9/3/14, by Kim
Breeze, RN.

[00% of resident Care Plans were
audited by Sandy Mitchell, DON,
Michelle Marshall, RN, Kim Breeze,
RN, and Susan Fulton, LPN, between
9/3/14, and 9/12/14. Any errors noted
have been corrected.

All Care Plans will be monitored by
Sandy Mitchell, DON, Michelle ;
Marshall, RN, and Kim Breeze, RN, the
week prior to submission of the MDS, !
[for accuracy and completeness, for a
period of 60 days. After that time the
‘Care Plans will be reviewed monthly,

i
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_’ F 280, Continued From page 7
regular assessments on the resident's chan at
! least quarterdy and mare frequently if a resident's
condition warranted. Review of the Policy
F 280 Cont.

- addendum titled, "Acute Plan of Care (APOC),
undated, revealed an acute plan of care must be Compliance will be monitored by the

initiated for any change which qualified as acute, | : : o

- such as a UTI respiratory infection, skin tear, and’ QA (;Gmmittee in their monthly
any new symptom in which a resident did not ‘ meetmgs.

_ already have a long term chronic care plan.

F 250

F 280 Completed 9/13/14

;1. Review of Resident #1's medical recorg
revealed the facility re-admitted the resident on

- 05/22/14, with diagnoses which included
Dementia, Parkinson's Disease, Adult Failure to

- Thrive, Esophageal Reflux, and Intertrochanteric
Left Hip Fracture. Review of Resident #1's

' Quarterly Minimum Data Set (MDS) dated
O7116/14, revealad the facility assessed the

* resident as having a five percent (5%) weight loss -

. in the last month or loss of ten percent (10%) or
more in the last six (6) months, and as having an

; allered diet,

. Review of the Physician's Orders, active orders

as of 07/31/14, revealed Resident #1 had orders : |
. for a pureed texture regutar diet, Mighty Shakes

{liquid nutritiona) supplement) three {3) times a
. day, and Sugar free Prostst {high protein

supplement) thirty (30) milliiiters (mie) every day.

Review of the "Weights and Vitals Summary",
revealed Resident #1's weight on 08/31/14 was
99.1 pounds, and weight on 07/16/14 was 108.3
, bounds, which was a 7.25 % significant weight
“less in a month. Further review revealed the
resident's weight on 05/15/14 was 115.8 which
‘was a 16.64 % significant welght loss in three (3)

. manths,
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F 280_ Continued From page 8
' Review of the Comprehensive Care Plan dated

for a potential nutritional problem related to the
, need for extensive assist with feeding and
advanced Parkinson's Disease. Continued
; review of the care plan reveaied a goat which
stated Resident #1 would maintain adequate
. nutritional status as evidenced by maintaining
weight within ten parcent {10%) of baseling, no
i 5igns and symptoms of malnutrifion, and

two (2} meals daily. However, further review

twas revised to include the information regarding
. Resident #1's actuai significant weight loss.

Interview on 08/21/14 at 1:00 PM with the
Registerad Dietician (RD), reveaied Resident #1
s received whoie milk, and supplements including

well. She stated Resident #1 had consumed
sixty-eight percent (88%) of mezls over the past

- week; however, the resident continued to lose
weight and had experienced significant weighi

loss over the past several months, She stated

. she did not complete or revise the

" Comprehensive Care Plans as this was the

. hurse's responsibility. The RD stated however,
the nutriioral care plan should have been

i updated to reflect Resident #1's actual welght

loss.

fon 0B/21/14 3t 2:05 PM, reveaied the MDS

‘interview. She stated she assisted the MDS

- Coordinator with residents’ MDS Assessments
' and Comprahensive Care Plans. Continued

: interview revealed the MDS Coordinatar

consuming at least fity percent (50%) of at least

revealed no documented evidence the care plan

Mighty Shakes three (3} times g day and ate fairly

Coordinator was on vacation and unavailable for

02115113, revealed the resident was care planned 3

' interview with Licersed Practical Nurse (LEN) #3
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‘completed the MDS Assessments, and also

. updated the Comprehensive Care Plans after

- Gompleting the Admission, Annual, Quarterly, and

. Significant Change MDS's. LEN #3 staled the

‘nurses on the floor updated the care plans relatad

. o acute changes in residents’ conditions and with

- Physician's Orders. After reviewing Resident #1's

. MDS dated 07/16/14, histher Comprehensive
Care Plan, and the resident's weights, LPN #3

. acknowledged the care plan should have been
revised to indicate this resident's significant

: weight loss. She further stated the Care Plan

and antianxiety medication had been
discontinued.

2. Continued review of Resident #1's Quarterly
MDS dated 07/16/14, reveslad the facility
sssessed the resident as receiving no antianxiaty
medications or anticcagulant medications during

the last seven (7) days.

Continued review of histher Comprehensive Care
- Plan dated 04/23/14, revealed the resident was
cara planned (o be on anticoagulant
therapy-Lovenox Injections and antipiatelet
_therapy-Aspirin, reisted o 3 Left Hip Fracture.
' Continued review of this care plan revealed the
goal stated Resident #1 would be free from
discomfort or adversa reactions refated to
anticoagulant and anliplalelet use,

Review of the Physician's Orders, active orders
as 0f 07/31/14, revealed orders for Aspirin
_(antiplatelet} 81 miligrams (mg) every day for
' Deep Vein Thrombosis (bicod clot) prophylaxis
{action taken fo prevent a disease); however,
there was no documented evidence of an order
- for Lovenox Injections (anticoagulant).

shouid have been revised o indicate the Lovenox .
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F 280 Continued From page 10
Further review of the Comprehensive Plan of
Cara dated 03/05/13, revealed the resident used
- anti-anxiety madications with a goal stating the
resident would be free from discomfort or adverse
reactions related to anti-anxiety therapy. j

Howaver, review of the Fhysician's Orders (Active !
Orders as of (7/31/14), revealed no documented .
: evidence of orders for anti-anxlety medications, '

Continued interview with LPN #3 on 08/21/14 at
' 2:05 PM, revealed Resident #1's Comprehensive
_ Care Plan should have been revised to indicate
“ the discontinuation of the resident's Lovenox and

. antianxiety medication.

i

 Interview with the Director of Nursing (DONjyon :
1 (8/21/14 at 7:01 PM, revealed she acknowledged
. Resident #1's care plans should have been
- revised 1o indicate the resideat's actual weight
loss and related to the discontinuation of the
i Loveniox and the antianxiety medication.

3. Review of Resident #3's medical recorg
ravegled diagnoses which included Dementia,

| Diabetes Melitus, Hypertension, Long Term Use
“of Anticoagulants, Long Term Use of Insulin,
Coronary Atherosclerosis, Abnormal Posture,
Vitamin D Deficiency, Esophageal Reflux,
Dysphagle, Muscie Weakness, Alzheimers
Disease and Transient Cerebral Ischemias.

| Review of the Physician's Orders dated 06/29/14
revealed Resident #9's Plavix and Aspirin
medications had been discontinued.

 However, review of Resident #8's Comprehensive
Care Plans, dated 06/14/14, revealed care plans
i indicating the resident was still care planned for
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" Antiptatelet Therapy related to use of Plavix and
i Aspirin. Continued review of the care plans
‘revealed no documented evidence of the care

. plans being revised, even though the Plavix and
* Aspirin medications had been discontinued.

“Interview with LPN #3 on 08/20/14 af 3:17 PM,
reveated Resident #9's care plans should have
been updated by nursing staff when the Plavix
and Aspirin were discontinued.

interview with Registered Nurse (RN} #2 on

plan should have been updated after receipt of
| the Physician's Order to discontinue the Plavix
“and Aspirin. RN #2 stated failure to update the

needs.

4. Review of Resident #13's medical recorg

' Bladder (Bladder Cancer). Further review of
Resldent #13's medical record revesied a
laboratory (lab) report printed on 08/22/14 at

resident had a UT! involving the hacterial

- Oxtoca.

. Review of Resident #13's Comprehensive Care
| Plan with a review date of 07/30/14, revealed no
- docurnented evidence the resident's UTis had

" been care planned,

Hnterview with the Unit Coardinator {UC}on
08/20/14 at 5:16 FM, reveaied nurses were
| responsible for updating resident care pians

care plans could have affected the resident's care |

; revealed Resident #13 was admitted to the faciity
on 12/23/13, with diagnoses which included UTls,
, Chronie Kidnay Disease and Carcinama in Situ of

11:03 PM of a urinaiysis (LJA) which indicated the |

organisms Enterococcus Faecalis and Klebsisiis |

(X4 |0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 280 . Continued From page 11 F 280
; i

i

G8/21/14 at 3:45 PM, revealed Resident #9's care |

i
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F 280 Continued From page 12

whenaver resident condition changes otourred,

! The UC stated Resident #13 would have received
an order for antibiotics on 056/23/14, and the

‘ resident's care plan should have been updated on
06/24/14 1o reflect the UT! status and angoing

!reatment. The UC stated, however she had no
explanation regarding why Resident #13's care

! plan was not updated.

+ Continued interview with the DON an G824 at
7:07 PM, revealed she was unaware of anyone

| auditing the Care Plans for accuracy at this ime,
- and LPN #3 had trained the current MDS 5
Coordinator, She stated the nurses on the floor
_were to update residents' care plans with new
Interventions from Physician's Orders and with
. acute changes in their condition, According to
'the DON stated there was also a copy of the
- Physician's Grders put in the UC's mailbox and
- the UC was to check and make sure the
. Interventions had been placed on the care plans,
' The DON indicated the residents’ care plans
_should have been updated by nurses of the UC.

F 282! 483.20(k)(3)(1) SERVICES BY QUALIFIED

55=00 PERSONS/PER CARE PLAN

!

The services provided or arranged by the faciiity
must be provided by qualified persens in
accordance with each resident's written plan of

| care.

i

This REQUIREMENT is not met as evidenced

: by:

i Based on interview, record review and reviaw of :
; facility policy, # was determined the facility failed
o follow care plan intervantions for one {1) of
fifteen (15) sampled residents {Resident #10).

F 280

F 282

H continuation sheet Page 13 0f2B

L
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F 282 Continued From page 13
; Resident #10 was care planned for risk for injury

‘related to smoking with interventions which

, included monitoring for smoking materials in the

‘resident's room and ensuring the materials weare
in & locked area. However, observation revaaled

: Resident #10 had cigarettes lying an his/her bed

during the initial tour of the facility,

: The findings include:

5 Review of the facility's, "Tobacco Policy”, revised

01/02114, revealed residents could not keep
i tobaceo products, such as cigarettes in their

rooms. The Policy revealed cigarettes were kept !

¢ by the nursing staff in an area designated by the
Director of Nursing (DON), and smoking was not
¢ permitted in any area where oxygen was in use.

. Review of the "Tobacco Palicy” signed by

- Resident #10 and dated 07/24/14. revealed by

; signing it the resident indicated he/she
“understood the facility's "Tobacco Peiicy”,

| Review of Resident #10's medical record
revealed diagnoses which included Chronic

H

- Airway Obstruction and Congestive Heart Failure,

*Review of the Admission Minimum Data Set
{MDB) dated 08/04/14, revealad the facility

‘assessed the resident with a Brief Interview for

. Menigl Status (BIMS) score of fifteen {15} of
 fifteen (15), indicating Resident #10 was

cognitively intact. Further review of the MDS
[ Assessment revealed the faciity assessed

Resident #10 to be able o make himselffherself !

; understood, to understand others and to require

oxygen therapy.

; Review of Resident #10's Comprehensive Care
. Plan initlated on 07/25/14, revealed the resident

F 282 Smoking materials were :
¥ 28%tmoved from room of Resident #10 on
8/21/14, by RN #2 and materials were
placed in storage in locked area.
All staff was in-serviced on 9/9/14 and
9/10/14, by Maintenance Supervisor,
Charles Ginn, Kim Breeze, RN, and
Michelle Marshall, RN with regard to
handling of harmful materials in
resident rooms.

Al resident rooms were inspected for
inappropriate materials on 8/19/14 by
Housekeeping staff. None found,

All Housckeeping staff has been
wstructed to inspect all resident rooms .
on a daily basis while performing '
routine cleaning duties. This task has
been added to the checklist
housekeeping staff must sign off the
completed. Housekeeping will visually.
check resident rooms as part of routine
daily cleaning checklist. Clinical staff .
will check residents’ bedside drawers
daily for any harmful materials/objects!
Housckeeping staff was educated as to.
inspection and recordkeeping
requirements on 9/10/ 14, by Susan

Fulton, LPN.
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F 282 Continued From page 14
| was care planned for shortness of breath related
to Chronic Obstructive Pulmonary Disease

use. Continued review of the Comprehensive
. Care Plan reveaied Resident #10 was care
planned for risk for injury reiated to smoking
. activity with interventions which included
" manitoring the resident's rocm for smuoking
malerials and removing the smeking materials
timmediately from the room if found. Continued
review of the risk for injury care plan revealed if
i smoking material was found in the resident's
foom staff were to report it to the Charge Nurse.
; Additionally, the risk for injury care plan included
an interventions to keep smoking materials in a
. locked location.

. Ghbservation during the initial tour of the facility on

. Oxygen in the room avallable for use. Resident

' #10 was observed to be lying an histher bed with

& pack of cigareftes lying on the bed next I the

| resident's piliow. Observation revealed
Registered Nurse (RN) #2 removed th

i from the resident’s bed and room after the
Surveyor's observation.

U Interview with RN #2 on 08/19/14 at 11-25 AM,
revealed Resident #10 should not have had the
i clgarettes in histher room as the cigaratias

should have been stored in the laundry area
, which had a locked compartment. She stated
 Resident #10 was care pianned for smoking
- activity and staff was to monitor the resident daily
[ for smoking material. She stated it was g safety

i their room.

; interview with the Director of Nursing (DON) on

- (COPD) with interventions which included oxygen

S 08/19/14 at 11:25 AM, revealed Resident #10 had

F 282Compliance will be monitored monthly
in the Safety Committee meeting.

F 282 Completed 9/11/14

& clgarettes

concern if a resident had smoking material in the

i
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F 282 Continued From page 15
10B/21/14 at 9:41 AM, revesled all residents wera
given the faciiity's smaoking palicy on admission,
" and staff were to educate residents and their
families on the tobacco-smoking policy. She
- stated she was unsure if Resident #10's farnily
was educated because the resident was
cogritively intact and able to make his/her own
decisions. The DON stated her expectations
were for staff ta ensure smoking materials were
not in residents' rooms by closely monitoring and
observing for the materials. She indicated she
"expected staff to follow residants’ care plans
however, there was no system in piace to 1 i
* routinely check or search for smoking materials in |
residerts’ roormn, :
F 411 483.55(a) ROUTINE/EMERGENCY DENTAL ; F a1t

ss=g SERVICES IN SNFS |

The faciiity must assist rasidents in ahtaining
routine and 24-hour emergancy dental care.

; Afacility must provide or obtain from an outside

resource, in accordance with §483.75{h) of this
part, routine and emergency dental services to

' meet the needs of each resident; may charge a

Medicare resident an additional amount for

reuting and emergency dental services; must if

hecessary, assist the resident in making

- @ppointments; and by arranging for transportation |
to and from the dentist's office: and promiptly refer

- residents with lost or damaged dentures to a

|

' dentist. : i ‘ !{
o |

|

|

i

E This REQUIREMENT is not met as evidenced
by;

! Based on interview and record review, it was ;

_ determined the facility failed to provide or obtain : :
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F411 Conlinued From page 16

' from an outside resource routine dental services

“or an annual inspection of residents’ ora cavity

: for signs of disgase ar diagnoses of dental

disease for seven (7) of fifteen (15} samplad
residents. (Residents #1, #2, #3, #5, #7, #8 and

[ #9). Record review revealed there was no
documented evidence these residents had been

. seen by a dentist for routine annual dental

! services.

{ The findings include:

: 1. Review of the medicat record revealed the
facility admitted Resident #1 to the facility on

: 02/15/13, with diagnoses which includad

' Dementia, Parkinson's Disease, and Adult Failure
o Thrive. Review of the Quarterly Minimum Data

| Bet (MDS) Assessment dated 0718114, revealed
the facility assessed the resident as having short

- and leng term memory loss. Further review of |

' the MDS Assessment revealed the faciity
assessed Resident #1 to have no concerns with

' dentures or mouth or facial pain, or discomfort or
difficulty with chewing.

- Review of the Comprehensive Care Plan, dated

. G4/24114, revealed Resident #1 had the potential

- for chewing/swallowing difficulties related o
having full dentures. Continued review of the

. CCP revesled interventions included upper and

fower dentures, staff to assess oral status weekly

and as needed, and consult dertistry ss ardered.

' Further review of the medical recard, revealed ng |
documented evidence a dentist had seen the

: resident for routine dental care and services since |

“admission to the facility.

_Interview on 08/21/14 at 1:30 PM with Registered

b 411 Resident #1 continues to receive

F 4% outine oral care by nursing staff daily. -
There has not been any change in the
resident’s dental status, and no
complaints have been made. Resident j
will be evaluated and examined bya
dentist from On Healthcare, providing
dental services per signed agreement as
indicated below,

Resident #2 continues to receive routine
oral care by nursing staff daily. There
has not been any change in the
resident’s dental status, and no
complaints have been made. Resident
will be evaluated and examined bya
dentist from On Healthcare, providing
dental services per signed agrecment as
indicated below. '

Resident #3 continues to receive routine
oral care by nursing staff daily. There
has not been any change in the '
resident’s dental status, and no j
complaints have been made. Resident
will be evaluated and examined bya
dentist from On Healtheare, providing .
‘dental services per signed agreement as

indicated below.
_F

H

Resident #5 continues to receive routine

FORM CMS-2567(02-98) Previous Versions Obsoiete Event il 95FP01H
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: BEFICIENCY) |
Faqql ) - F 411 cont.
ﬁontm:z;if;c;;gpfgce 1::!’ tor (UIC) ed F 45 not been any change in the
| Nurse nit Coordinator {UC), reveale : ; 4
the resident still wore dentures and there was no rFS]dcmf s dental status, and no .
s concemn with the way they fit: however, she was | cqmpiamts have been n}adg. Resident
, unable to find evidence the resident had been _ will be evaluated and examined by a
. seen by dental for a routine screening to ensure dentist ffom On Healthcare, providing
the denture fit. dental services per signed agreement as
' 2. Review of Resident #2's medical record indicated below.
tevealed the facifity admitted him/her on !
: 25/29/1 g ws;h dﬁ%ﬂi{;&?ﬁ &;h:{f;" incfuged —— Resident #7 continues to receive routine
ongestive Heart Failure, Diabetes, Hypertension | i . . '
" and Gastroesophageal Refiux Dissase (GERD). ; oral care by nrsmng staﬁ‘dmiy - There
Review of the Significant Change MDS ' has not been any change in the
i Assessment dated 04/28/14, revealed a Brief , resident’s dental status, and no
Interview for Mental Status (BIMS) score of fifteen | complaints have been made. Resident
; {18) which indicated ro cognitive impairment. b luated and examined by g
- Further review of the MDS Assessment reveaied w1 ) € Cvaiua an amin y :
: dentist from On Healthcare, providing |

- the facility assessed Resident #2 to have no

dental problems. dental services per signed agreement as

indicated below.
I Review of the CCP, Initiated 06/ 0/13, revealed ; d
Resident #2 was care planned to be edenlulous, . 1 . . o
i Resident #8 continues to receive routine

- and ta have the potential for oral/dental health ;
problems related to the edentulous status, oral care by nursing staff daily. There -

_ Sonﬁnu_ad feview of the CC}P revealed Resident has not been any change in the
#2 required weekly mouth inspections, and far ident’s d 1 ) d
staff to coordinate arrangements for dental care, FCS} ent' § cental status, and no . :
z complaints have been made. Resident
However, further record review revealsd no will be evaluated and examined by a
dmcymemed evz,cfr@:nce the facility hﬁarj thamgcf or dentist fom On Healtheare, providing
assisted the resident to see a dentist for routine : dental . ioncd ,
dental care and services since admission to the _ 5“}“3 SErvices per signed agreement ag
facility. indicated below.
i 3. Review of Resident #3's medical record | ‘
revealed the facility admitted him/her on ry s u . . L
0S/05/13, with diagnoses which included : Resident #9 continues to receive routine
' Pacemaker, Diabstes, Dementia, GERD, 5 oral care by nursing staff daily. There | ’
_Dysphagia (difficuity swallowing) and Renal j has not been any change in the _' i
Event |0 95P0H Facrosidentés dental status, iaadmion sheat Page 18 of 28
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[y ‘ - , F 411 cont.
117 Continued From page 18 F47%omplaints have been made. Resident

Failure, Review of the Annual MDS Assessment
~dated 08/11/14, revealed the facility assessed

Resident #3 {o have a BIMS scare of eleven {11y ;
- which indicated moderate cognitive impairment.
- Continued review of the MDS Aasessment
‘revealed the facility assessed Resident #3 to

have no dental problems.

Review of the CCP, initiated 09/17/13, revealed
- Resident #3 was care planned to have a full set

of dentures and for staff to provide oral care _
, every shift and as needed. Additionally, the CCP
" ravesled Resident #3 was care planned to have
; dental consults scheduled as needed.

. However, further recard review revealed no

t documented evidence the facilily had obtained or
assisted the resident to see a dentist for routine

‘dental care and services since admission o the

facility.

4. Review of Resident #5's madical record
; revealed the facility admilted the resident to the
facifity on 04/20/12, with diagnoses which
. Included CVA with Hemiplegia (paralysis of one
' side of the body), and Debility. The faclity
assessed Resident #5, i a Annual MDS dated
1 02/18/14, as requiring extensive assistance with
daily hygiene, and to be edentulous.

Review of Rasident #5's CCP, initiated 10/01/13,

. revealed the resident was at risk for

' chewing/swallowing problems related to being

- edentulous. Continued review of the CCP

' revealed interventions which included scheduling
dental consults as needed and orderad by ‘

| Physician, and provide oral care every shift and

" as needed,

i

will be evaluated and examined by a
dentist from On Healtheare, providing
dental services per signed agreement as -
indicated below. ‘

Pioneer Trace has a signed emergency |
agreement in place since 11/28/2001
with Dr. Scott Perkins, who is a local
dentist and has agreed to provide
emergency care on an as-needed basis,
He 15 unable to provide care to the
entire resident population.

Pioneer Trace signed an agreement on
9/9/14 with On Healthcare to provide
dental services to all residents in the
facility. They have accelerated their .
normal sequencing in order to schedule
our residents at the earliest possible date.
One half of the residents in the facility
will be evaluated and examined on
10/13/14, and the remainder will be
evaluated and examined on 10/30/14,
by a licensed dentist,

On Healtheare will continue to treat all
residents as required, including an
annual examination and evaluation,

‘They also will perform extractions,
replacement dentures, filling of cavities,

FORM CMS-2587(02-96} Previous Varsions Dbsolete Event L) 85P04
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. . F 411 cont.

F 411" Continued From page 19 F41%tc. as required. This is 2 full service
However, further record review revealed no agreement.

' documented evidence the facility had obiained or |

assisted the resident to see a dentist for routine
; dental care and services,

5. Review of Resident #7's medical record

revealed the facifity admitted the resident on

; 04/18/13, with diagroses which included
Dementia and Alzheimer's Disease. Review of
the Annual MDS Assessment, dated (33/24/14,

“revealed the facility assessed Resident #7 fo be
severely cognitively impaired, totally depandant
upon staff for daily h

 problems.

Review of Resident #7's CCP, dated 06/19/14,
! revealed the resident was care planned with
interventions which included o schedule dental

s consuits as needed and ordered by the Physician. |

. However, furher record review revealed no

ygiene and to have no dental _

Compliance will be monitored by the
QA committee on a monthly basis.

F 411 Completed 9/10/14

" documented evidence the facility had obtained or

i
{ , assisted the resident to see a dentist for routine
- dental care and services since admission to the
facility.

6. Review of Resident #8's medical recorg
revealed the facility re-admitted the resident on
06/28/14 with diagnoses which included _
; Dementia, Diabetes Mellitus and GERD, Review
- of Resident #8's Quarterly MDS Agsessment

dated 07/28/14, revealed the faciiity assessed
Resident #8 fo have deniure with no dental
problems noted,

Review of the CCP, dated 10/01/1 3, revealed

. Fesident #8 was cars
“and swallowing difficulties in regards to upperang
_lower denture use. Continued revisw of the CCP 5

g
et bt s

planned for risk of chewing g
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J H
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L |

NAME OF PROVIDER OR SUPPLIER fs

st ey i

PIONEER TRACE NURSING HOME

]
! F 411" Continued Erom page 20 '
} ' revealed interventions which included dental
consulls as ordered, and siaf assistance with
oral care daily and as nesded,

Fam

, However, further recard review revealed no :
“documented evidence the facility had obtained or |
assisted the resident to see a dentist for routing
' dental care and services since atlmission to the
faciity,
7. Review of Resident #9's madica record
| Tevealed the facility admitted the resident on
J 10/01/12, with diagnoses which included
{ | Alzheimer's Disease, Dysphagia, GERD,
Derentia, Diabetes Mellitus and Long Tarm Use
. of Anticoagulants. Review of Residant #9's :
" Annual MDS Assessment, dated 07/23114,
. revealed the facility assessed Resident #9 1o be
| ' severely cognitively impaired. Confinved review
' of the MDS revealed the faciilly assessed
| Resident #3 to have Upper and lower denture,
and no dental problems identified.

Review of the CCP, dated 10G/21/13, reveated :
. Resident #9 was care planned for the potential for'
: chewing and swallowing difficulties relsted to
having upper and lower dentures. Continued
 review revealed interventions which included
 dental consult when ordered and weekly

assessment of oral status and as needed.

:

However, further racord review revealed no _

 documented evidence the facility had cbtained or - 5 : f

- assisted the resident to see a dentist for routine
dental care and services since admission to the

 facility.

Interview with the Director of Nursing {DON) on
| 0B/21/14 at 9:41 AM, revealed the faciiity had
Evant I0: 95P04
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F 411 Continued From page 21
consulted with a dental group for dental
: screenings for residents; however, the Primary
" Physicians were resistant to bringing in providers
. other than the "local” dentist. She stated nothing

" had been set up with the local dentist at this time,

and there was no dental contract. She further

! stated right now the residents just receivad dental |

tare as needed, and the nurses did assessments
of the oral cavity with the weekly skin checks. ‘

Interview with the Admimistrator on 082114 at
- 8:50 PM, revealed the facility currently had no
dental contract; however, the facility had
' recognized this as a concern and was in the
process of trying o find a dentist who would
' provide the dental services needed at the facility.
F 431 4B3.60(b), (d), (e} DRUG RECORDS, i
§8=E | LABEL/STORE DRUGS & BIOLOGICALS

; The facllity must empioy or abtain the services of

* a licensed pharmacist who establishes a system
of records of receipt and disposition of all

! controfled drugs in sufficient detail to enable an ‘
accurate recencifiation; and determines that drug

- records are in order and that an account of all

- controlled drugs is maintained and periodically

reconciled.

L Drugs and biologicals used In the facility must be
“labeled in accordance with currently accepted :
“professional principles, and inciude the
appropriate accessory and cautionary
instructions, and the expiration date when

- applicabie,

. In accordance with State and Federal laws, the
facility must store ali drugs and biclogicals in
lecked compartments under proper temperature

j

F 431

FROVIDER'S PLAN OF CORRECTION 1X5) }

e
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£ 431 K{: nued F F 431 Two hottles of Artificial Tears
| Digmgue drom pe?tge IF’E torized y F 431 Splution and one vial of Lidocaine
sontrois, and permit only authorized personnel to s -11: _
' have access to the keys, HCL I /_&_IGmngmI {ten milligrams
per milliliter) were removed and
- The facility must provide separately locked, _ discarded from A unit medication cart
permanently affixed compariments for storage of | on 8/20/14. The Artificial Tears
 controlled drugs listed in Schedule I of the : luti d vial of Lidocaine HCL
Comprehensive Drug Abuse Prevention and { Sf}’/ 10ns zm vi ) m
- Controt Act of 1876 and other drugs subject to “o were discarded according to
abuse, except when the facifity uses single unit | facility policy.
. package drug distribution systems in which the _ f i
“quantity stored is minimal and a missing dose can ! _ .
. be readily delected. : Fourifzen p}zrple top Vacutainers and
; ‘ -one vial of Humalog 75/25 were

j ' ‘removed and discarded from B unit
' ' Medication Room on 8/20/14. All

his REQUIREMENT | i d . .
| ;ryfs a s not metas evidence ~Vacutainers and the vial of Humalog |
- Based on cbservation, interview, and review of '+ 75/25 were discarded according to i
the facility's "Pharmacy Services and Procedurss - facility policy.
. Manual”, "Insulin and Injectable Diabetes ‘
Medication Chart”, and "Injectable Medi ations" .
! ) ocaion - One bottle of Systane Lubricant 0.3%-

Guideline, it was determined the facility failed to
' ensure drugs and biologicals were dated when - 0.4% eye drops was removed and

opened and were not expired for one (1) of two : discarded from B unit medication cart
' (2) medication rooms, and two (2) of two (2) ' ~on 8/20/14. The bottle of Systane
metication carts. Observation revealed eye B a N : :
. Lubricant 0.3%-0.4% eye drops was

 drops, insulin, and multidose injectable vials were p o ’ o h
“not dated with an opened date. In addition, - discarded according to facility policy.

observation revealed purple tap Vacutziners (3

bicod container tube) were expired; howeaver, ; v e , “
accessible and ready for use. : ; H{JUSC’%ECBE} g staff remt’}ved Aloe i
- Touch” Personal Cleansing Cloths ; |
 Additionaily, cbservation revealed the facility . from counter top of Resident B’s room
i failed to ensure prescribed medicated lotions and , on 8/19/14. The Cloths were placed in
personal care itemns with warning labels were 5 i : ’ :
 stored in @ secure manner in residents’ rooms Resu,zient B's designated drawer on the
f B unit freatment cart. CNA removed _

and were unaccessible o other residents for one ! ¢ _ . '
. {1) of fifteen (15) sampled (Resident #10), and - Equate Qil Free Facial Moisturizer,

' two {2) of three (3) unsampled residents . Remedv with Olivamine, Calazime
FacinSitinoRyotectant Paste wethidiinonGrideage 23 of 23
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Fa31 . Continued From page 23
' {Unsampled Residents B and C).

' The findings include:

i Review of the faciiity's, "Storage and Expiration of ;

Medications, Biclogicals, Syringes and Nesdles®
Policy, revised GHO/13, revealed the facility

“should record the date apened on the medication |

container when the medication had a shortened
! expiration date once opened. Continued review
revealed the faciiity shoutd destroy or return ail
; Qutdated/explred medications or biologicals in
“ accordance with pharmacy guidelines.

' Review of the faciiity's, "Insulin and injectables
Diabetes Medication Chart", 7.0 Version, dated

: 2012, revealed Humalog 75/25 Insulin was to

L expire after being opened in twenty-sight (28)

, days.

Review of the faciiity's, “Injectable Medications”
' Guideline, revised 03/31/14, reveated muitidose
vials for injection (non-insufin) were to be dated
- when opened and discarded after twenty-eight
[{2B)days orin accordence with manufacturer's
gtidelines.

[

' A copy of the manufacturer's guidefines for
Systane Lubricant 0.3%-0.49 eye drops, was

- requested; however, rot received.

- 1. Observation of the medication cart for the

: facility's A unit, on 08/20/14 at 9:00 AM, revealed
two (2) bottles of Artificial Tears Solution wag

| Open, with no opened date, and a vial of

i

' Lidocaine HCL 1% 10 malt mi (ten milligrams per

~ millifiter) injectable was open with no opened
| date,
!

:

¥ 431 cont.
F431 fom Resident C’s room. The Equate

Qi Free Facial Moisturizer was placed
/in Resident C’s toiletry container
located in the B unit Shower Room,

, The Remedy with Olivamine and
‘Calazime Skin Protectant Paste with
Zinc Oxide were placed in Resident
C’s drawer on the B unit Treatment

‘cart. CNA removed Fucerin Repair

- cream from Resident #10°s bedside

table and placed it in Resident #10°s

- drawer on the B unit treatment cart,

* Michelle Marshal, RN inspected A

~unit Medication Room for any expired

- products and medications open

. needing open dates on 8/22/14. One

- 22 gauge needle for injection was

- found expired and discarded in sharps
container. No other expired items

' found. No medications needing open
dates found during inspection. Kim

 Breeze, RN inspected B unit

. Medication Room for any expired

~ products and medications open

i needing open dates on 8/22/14. No

expired products or medications

needing open dates found during

inspection. Sandy Mitchell, DON

© inspected Medication Carts on both A

- and B units for any expired products -

_and medications open without open
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Interview with Licansed Practical Nurse (LLPN} #1

how long the Artificial Tears Solution or Lidocaine |
; HCL infectable was qood for after apened, and
' staled staff who opened the bottles of artificial
tears, and vial of Lidocaine should have written
the apened date on the contalners.

2, Observation of the Medication Room for the B

: Unit on (8/2C/14 at 9:25 AM, revealed sixteen
(16} purple top Vacutainers or the counter ready
for use with an expiration date of June 2014,
Interview with LPN #2, at the time of ihe

, Observation, revealed she was unsure who
“checked the expiration dates for the Vacutainers.

. However, she stated the Vacutainers should have |
" been removed from the medication room and not

; available for use because they wera expired. ‘

i

Further observation of the Medication Roem for
“the B Unit, revealed the medication refrigerator
contained a vial of Humalog 75/25 insulin which
i had been opened, with no opaned date written on
the bottle or the box. Interview with Registared
 Nurse (RN) #1, at the time of the ahservation,
revealed the bax or the vial should have been
i dated when opened, and she thought the insulin
“was good for thirty {30) days after opened.
; However, faciiity policy review revealed the insulin
' was to expire In twenty-eight days after being '
opened.

~ Gbservalion of the B Unit Medication Cart on ‘

: 0B/20/14 at 9:50 AM, revealed a bottie of Systane !
Lubricant 0.3%-0.4% eye drops which was open

; with no opened date. Further interview with RN

“#1, at the time of the observation, revaaled the

. 0n 0B/20/14 at 9:20 AM, revealed she was unsure

:during inspection.

Nurses and Medication Aides were
educated on proper procedures when
~opening medications requiring open
‘dates by Susan Fulton, LPN on 9/9/14.
Medication Aides will audit
.medication carts weekly for open
‘medications with no open date.
. Leanna Hunt, Medical Records will
audit Medication Rooms and
“Medication Carts for expired products
- weekly,

Compliance will be monitored by QA
committee monthly for 90 days and
quarterly there after.
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F 431 Continued From page 25
nterview on 08/21/14 at 9:21 AM, with the

. Director of Nursing {BON}, revealed lubricant eye

“drops, insuling, and Lidocaine injsclabla vials

- were to be dated when opened. She stated the
Certified Medication Aides {CMAs) ware 1o check
the medication carts for expired medications o

“ensure medications had an opened date. She
further stated the nurses were to check the
medication rooms and the medication
refrigerators for expired medications or

i biologicats and remove them fram use, and
ensure there was an opened date on the

i medications.

- 3. interview with the DON on 08/21/14 at §:41
AM, revealed the facility did not have a policy with
. regard 1o the storage of prescribed bedside :
' medications and toiletries, however her
expectations were that the items be stored ina
“locked compartment.

Observation during initial tour of the facility on
CE/19/14 of Unsampled Resident B's room af
; T1.06 AM revealed "AloeTouch” Personal
Cleansing Cicths lying on the resident’s counter
- 1op unsecured; of Unsampied Resident O's room
-at 11:00 AM revealed Equate Oil Free Facial
Moisturizer, Remedy with Olivarnine, Calazime
- Skin Protectant Paste with Zinc Oxide all stored
out in the open unsecured: and of Resident #10's
; room at 11:25 AM, revealed prescription "Eucerin
Repair Cream" located on the fray next to the
f _resident’s bed. Review of the prescription label
‘revesled no indication the resident could slore the
madication & badside.

‘Revigw of Unsampled Resident C's medicz!
 record revealsd the resident had a diagnosis of

 Dementia,

I
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Review of Unsampled Resident B's medical

' record revealed the facility assessed the resident

; @s cognitively intact,

- Review of Resident #10's medical record
fevealed the facility assessed the resident as
- being cognitively intact,

Interview with Certified Nursing Assistant (CNA)

Y#1 on 08/19/14 at 1108 AM, revealed persopal
iterns, such as the “Aloe Touch” Personai

'Cleansing Cloths, Equate Oil Free Facial

i Moisturizer, Rermedy with Olivamine, Calazime
Skin Protectant Paste with Zing Oxide and

- prescription "Eucerin Repair Cream® shouid not

be stored out in the open available for wandering |

' residents {o access. She stated these items
i should be stored in a2 locked storage area to
prevent resident use or ingestion.

- Interview with RN #2 an 08/1 9/14 at 11:25 AM,

revealed prescription lations, such as Resident

. #10's "Eucerin Repair Cresm” should be stored

en the medication cart and not in the resident's

[ foom. She stated, if there was a written

Physigian's Order which indicated the medication
could be stored at bedside, it eould be stored in a

. locked compartment at bedside fo prevent :

' wandering residents from accessing it. RN#2

, &lso stated Resident #10's "Eucerin Repair
Cream" would be stored on the medication cart

 until a Physician's Grder was received for the

' resident to keep it at bedside,

- Continued interview with the DON on 0821114 at

1 9141 AM, revealed her expectation with regard to '
bedside medications and personal iterns with ;

' warning labels to be stored in g SECUrE manner o
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_prevent wandering residents from accessing :
fthem. The DON stated medicated prescription
creams and lotions should be sipred on the
treatment cart.
i
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K 000 | INITIAL COMMENTS

K 000

' CFR: 42 CFR 483.70(a)
Building: 01

Plan Approval, 1977

Survey under NFPA 101 {20C0 adition)

| Facility type: SNF/NE

‘Type of structure: Type V

Smoke Compartment: Five {5)

Fire Alarm: Complete fire alarm

. Sprinkler System: Compiete sprinkler system

t Generator. Natural gas generator instafled in
2008

- Astandard Life Safety Code Survey was
' conducted an 08/20/14. The facility was found fo a
» not be in compiiance with the requirements for
participation in Medicare and Medicaid, Title 42, , }
- Code of Fadera) Regulations, 483.70(2) et seq. ’
{Life Safety from Fire). The census on the day of . S I
the survey was saventy-two (72). The facility was T S ]
|
1

; ficensed for ninety-two (92) beds.

: The findings that follow demonstrate

- noncompliance with Title 42, Code of Federal

i Regulations, 483.70(z) et seq. (Life Safety from
Fire}.

 Deficiencies were cited with the highest

' deficiency identified at "F" levei,

LAEGR&TORYWW;?{SENT&“VEE SIGNATLRE
(L i MIUIW f?éfﬂ/f{/
rrecting providing it is determined (hat

TITLE (MG} DATE

Ay deficiency statbment ending with sn a&fEnsk (") denotes a deficien
ather safequards provids sufficient profection to th
foltowing the date of survey whether or not a pian
days following the date these documents are mad
program participation.

cy which the institution may be excused fom co
for aursing homes, the findings ststed above gra discinsable 90 days

homes, the abova findings and plans of correstion are disclosabig 14
s are ciled, an approved plan of cerracion is requisite fo cantinued

& patienls. (See nstructions.) Except
of corection is provided. For nursing
e avallable lo the facifity. I deficienc
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K050, NFPA 101 LIFE SAFETY CODE STANDARD K DSDK 050 Fire drills conducted in this
Soop | - ' : facility will be conducted at
: unexpected times once per

; Fire drills are heid at unexpected tmes under

varying conditions, at isast quarterly on each shift. quarter per shift. Maintenance

J}h? gt;;gff is famigarfwitf; %rgqcheeéura-stgnd is aware : Supervisor, Charles Ginn, will
at drilis are part of estabiished routine. . a1,
; Responsibiiity for planning and conducting drills is . coar dmat‘e all fire drills to
assigned cnly to competent persons who ars - ensure drilis are conducted at
. gualified to exercise leadership. Where drills are random times.
- conducted between 9 PM and 6 AM a coded '
| ' f audibi . .
: sgr:;?cen:sn; TB.?Y be used instead of zudible ‘ : All regular staff has been in-
. ; serviced pertaining to properly

! ! filling out fire drill forms to
’ include actual time of fire drill, .
by Michelle Marshall, RN on

| on 08/20/14 at 12:10 PM, with the Maintenance

. Director, revealed the 2nd Shift fire drills were not Recerd form will be audited to :

This STANDARD is not met as evidenced by: ; _
* Based on record review and interview, it was _ 9/9/14, and by Charles Ginn on
determined the facility failed to ensure fire drills 9/9/14, and 9/10/14. :
twere conducted quarterly on each shift at random
times, in accordance with National Fire Protection '
| Association (NFPA) standards. The deficiency . Several PRN staff and two |
hiad the potential to affect each of the six (8) employees on vacation have not
: smake compartments, residents, staff, and been in-serviced, but this will be
visitors. The facility had ninety-twe {92) certified o e heiryer
i , beds and the census was seventy-two (72} on the completed prior to their being
i day of the survey. : placed back on the schedule. !
The findings include: ' Compliance will be monitored }
+ Raview of the facility's Fire Drilf documentation, by the Sﬁfcty. Cummxtt§_e ona _
: quarterly basis, Each Fire Drill: ’
being conduicted at random times on all shifts, Al ensure times are random and }
 drilis far 2nd shift were conducted at 3: 15 FM. : ; :
Further observation revealed a fire drilt conducted : conducted on e ach shift by the
: Safety Committee. The Safety ;

- 011 3rd shift, dated 6/30/14, did not have the time !

' the drill was conducted documanted, Committee consists of the

: 82014 a1 121 _ Administrator, DON, Dietary '
interview, on 08/20/4 at 12 0 PM, with the : Manager. Housekeepin o
FGRM CMS-7587(02-98) Pravious Versions Dbsolets Event ¥ 95p021 Faciity ID: ?ﬁwiiaundry Manageﬁf AdBanifnect Page 2 of3
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Malntenance Director, revealed he was unaware
! the fire driils wers not being condunted as

required.
t Reference: NFPA 101 (2000 Edition)

expected and unaxpecied fimes and under
» varying conditions to simulate the unusual

18.7.1.2* Fire drills in health care occupancies
i shallinclude the transmission of a fire alarm
signal and simulation of emergency fire
i conditions. Drills shail be conducted quarterly an

. Interns, maintenance engineers, and

“administrative staff) with the signals and

;. Emergengy action required under vared
conditions. When drills are conducted between

- 9:G0 p.m. {2100 hours) and 6:00 a.m. (0600

o be used instead of audible alarms,
Exception: Infirm or bedridden patients shali not

be required to be maved during drills to safe
areas or to the exterior of the building.

i

conditions that can ocour in an actual emergency.

each shift to famifiarize facility personne! (nurses,

“hours), a coded announcement shall be permitted _

4.7.5* Simulated Conditions. Drifls skall be held at

Manager, and Maintenance
Director.
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e

T
T

FORN CMS-2567(02-08) Pravious Versions Ghsolate

Event i 05P021

Fadifity 10 103484 ff continuation sheet Page 3of3




