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F INTY On 9/13/2813 physiclan ordered
_ for resident #1°s antipsychotic
A standard health survey was conducted cn medication to be discontinued.
: 05}11 0-1 2{1 3. Deficient practice was 1d:e;2t|ﬁed On 9/24/2013 resident #11’s
with the highest scope and seve;ity _at. £ level. physician ordered for her
F 329 ii?ﬁ;é’?éggggfgg&“é? IS FREE FROM F329 antipsychotic medication to be
S9=& - reduced in an effort to

Each resident's drug regiitien must be freefrom
unrecsssary drugs, An unnecessary drug Is any
drug when usad in excessive dose {including
dupdicats therapy); or for excessive duration; or
without adequate monitoring; o without adaguate
indications for s use; or in the presences of
adverse consaquences which indicate the doss
should be reduced or disconiinued; or any
combinations of the reasons above..

Based on a comprsherisive assessment of 4
resident, the facilily must ensurs that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to freat 4 specific condition
as diagnosed and documented in the clinical
record; and residents who useantipsychotic
drugs receive gradual dose reguctions, and
behavioral 'inf.ementi_ons, unless clinfcally-
contraindicated, in-an efort to discontinue these
drtigs,

This REQUIREMENT is not met gs evidenced
by '

Based ont observation, record review, interdew,
and review of facllity procedures the fadility failed
{0 ensure that four-of twenly-one residents’ drig

gradually reduce unnecessary
drugs. On 9/23/2813 physician
ordered for resident #17s
antipsychotic medications to be
discontinued. On 9/16/2813
shysician ordered for resident
#9° s antipsychotic medication
to be reduced in an effort to
gradually reduce any
unhecessary drugs, On
9/27/2613 Social Services
birector updated residents #9,
#11, and #17’s care plan with
additional resident specific
behgvioral interventions, Cape
plan team determined that ne
behavioral interventions needed
to he added to resident #is
care plan. )

On 9/30/2013 a list of all residents
onantipsychotic medications was
obtained from the pharmacy, On
9/30/2013 DON and Social Services
Director met and discussed all the
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raghmen was fres from unnecessary drugs, The
facllity failed to ensure there were adeduate
indications for the use of antipsychotic medication
for Residents #14, #9,#H, and #12,

The findings include:

A review of the facility’s procedure for
Paychotropic Medication Reduction (net dated)
revealed on a quarterly basis the facllity
pharmasist reviewed the medical record of
residents who received antipsychotio
medications, Pharmacy recommendations wers
then given fo the psychiatrist at the psychfatrist*s
next monthly visit, if the peychiatrist did not see
ihe resident, the pharmacy recommendations:
were sent fo the physician, n addition, the care
plan fearm met quarterdy to raview antipsychotic
medications utitizing the Psychiatric Monitoring
Tool and maie recommendations to residents’
physicians for reduction in medication,

1. Areview of the medical récord for Resident #1
revealed the faclily ddmitted the resident on
0726711 with disgnoses Including Senile
Damentia-with Disturbances in Behavior,
Depressicn, Anxety, Chionic Kidney Disease,.
and Ghronic Ischemic Heart Diseass. A revigw of
the most recent Minimum Data Set-(MDS)
significant change.in condition assessment dafed
071713 revealed the facility had assessed the
residentio bs severely cognitively impaired with a
Brief Interview for Mental Status (BIMS) score of
6, The MDS also revealed the resident had not
exhibited any behavioral symptords during the
assessment period. A review of the physician’s
orders for Resident #1 revealed an order dated
06/07/13 for the resident to receive 0.5 milligrams

residents on antipsychotic
medications. The residents who had
not had a trial reduction were
discussed. Physicians were asked for
trial reductions for medication on all
residents except those residents with
a diagnosis of schizophrenia or
psychotic mood disorder unrelated to
dementia. DON and Social Service
Director documented justification in
the nurse’s notes and in the social
notes for those residents where a trial
reduction was contraindicated. By
10/4/2013 all gradual drug reduction
requests wete approved by the
resident’s primary physician, orders
were written and the resident’s drug
regiments were changed. Between
9/27/2013- 18/4/2013 Social
Services reviewed and updated
behavioral infervention on those
residents with gradoal dose
reductions. On 9/30/2013 DON
reviewed gll “Consultant Pharmacist
Communication to Physician Forms™
to determine which resident forms
had been marked 1 agree by the
physician, DON or her appointee
contacted the physicians that marked
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Dementia with Disturbance of Behavior, A review
of a "Censultanf Pharmacist Communication fo
Physician" form dated 08/21/13 revealed the.
pharmatiist (RPH) had documented a notification
to-Resident #1's physician of fhe Food and Droug
Administration's {FDA's) warriing that, "Elderly
pationts with dernentia related psychosis treated
with:an anlipsychotic are at an increased risk of
death and are not approved for the treatment of
damentia related psychosis! The RPh
documented that she was raquesting the
physician to re-evaluate the risks vsrsus'the
benefits of confinuing the Rigperdal or fo consider
tapering the medication off. The communication
sheet revealed Resident #1's physician had
revigwed the RPh's recomimiendation on 08122713
and documented she had disagreed becauss the
rasident was having increased bishaviors, ‘A
raview a behavior raport completed by facility
staff revealed no behaviors had been
documented by staff from 08/01/13 throtigh
911713, A review of Sacial Sevice Prograss
Notes for Resident #1 dated 08/23/13 at 1:00 PM,
ravealed the Soclal Worker had documented the
resident had Had no behiavioral problems
observed dufirg the observation period.

AnIntenview conducted with State Registerad
Nursing Assistant (SRNA)} #1 on D8/12413 at 3:55
PM, and SRNA#2 o1y 09/12/13 at 4:00 PM,
revealed Resident #1 required total assistance
with all care needs. The SRNAs slated they had
never ohserved Residert #1 have dny behaviors
in.which hefshe could have harmed
himselffhersell or any otherresident.

An'intervievr conducted with Licensed Practical
Nurse (LPN) #1 on 09/12/13 at 4:05 PM, revealed
Resident #1 "af imas" would talk to a deceased

Pharmacist Communication to
Physician Forms” for clarification on
the specific dose reduction that he or
she desired and orders were writien
to reduce medications,

On 18/11/2613 DON or her
appointee will educate all
pursing staft, Sccial Services
Staff and activities staff
regarding pehavicral
intervent;ons that must be
attempted, documented and
deemed unsuccesstul prior te
using drug therapy. Examples
of behavioral interventions
will be discussed and a List of
interventions will be given to
the staff members and will be
made accessible in the care
plan bocks. On 18/11/2813 The
DON or her appolntee will
explain to all nursing staff
members that resident specific
interventions are on the
resident’s care plan and
personal care record, On
1@/11/2013 DON will educate
nurses about the importance of
not asking the physician for
drug therapy unless the
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sibling, but had never exhibited any behavior
which could have caused harm o hifngelfhersalf
or to any other resident,

Aninferview cohducted with Registered Nurse
(RN)-#1 on 09/12/13 at 3:50 PM, revealed she
was aware that Resideni #1 had "talked” to.a
deceased relative "a couple months ago"y
however, according to RN #1, Resident #1 had
not exhibited any behavior which could have
caused himseiffhersalf or any uther resident any
harm.

An inferview conducted with Resident #1°s”
physicianon 094 2/13 at 5:30 PM, revealed she
was also the facHity's Medical Director.. The
Medical Direcior stated Resident #1 had exhibited
agitated behaviors whife in the hospitat in July but
was doing "a lot better now" and, "It was probably
fime to begin tapering off the dosage of the
Risperdal.” The Medical Director révealed she
was awsare of the FDA warning regarding
Risperdal and freatment of dementia-related
behaviors. According fo the Medical Diractor, she
attended all Quality Assurance mestings which
were held quartorly, reviewed all facility policies,
and was rasponsible for relaying fssues io the
residents’ physicians. The Medical Director
stated the faclity was kying to become “more
aggressive” in decreasing antipsychotic
medicatioris and trying fo keep behaviors under
confrof,

2. ‘A review of the medical racord for Resident.
#11 ravealed the facliity adniitted the resident on
03/30/12. Resident #11's diagnoses incliided
Senile Dementia; Depressive Disorder; Anxiety;
and Alzheimer's Dementia with Behaviors. A

behaviors that are harmful to
himself or hersel¥ or are -
harmful to others. On
18/11/2013 DON will reeducate
murses that gradual dose
reduction must be attempted to
deterwine the comniinucus need
for the drug therapy unless it
is deemed contraindicated by
the physician. On 9/21/2013
DON in conjunction with our
medical director sent a letter
to our attending physicians
regarding the necessity to
attempt gradual dose reductions
when a resident is on any
antipsychotic drugs and are not
exhibiting certain behaviors
that are of harm to themselves
or others. On 9/38/2013 Social
Services Director sent a letter
to the psychiatrist regarding
the necessity to attempt
gradual dose peductions when a
resident 1s on any .
antipsychotic drugs and is not
ewhibiting certain behaviors
that, are of harm to themselves
b others.,  Weekly
Rdministrator, DOM, and Social
pervices (Drug Reduction Team)
will meset and discuss those

review of the Annual Minimum Data Set
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Assessment dated 02/27/13 revealed the facility
had assessed {he resident to have short and
fong-term memory problems. The annual
agsessment and the most recert Quarterly
Minimum Data Set Assessmient, dated 08/15/13

1 revesied the resident was "sometimes” able to

make him/hersslf understoed and "sometimes”
had the abifity to understand others. The annual
and quarterly assessments also revealed
Residert #11 had exhibited physical behaviors
one to Hree days during the previous seven-day
assessment imaframe of each assessment.
According to the quarterly assessmen, Resident
#11 had rejected care one to-thres days during
the assessment timeframe. In addition, a review
of a "Behavior Detail Report® for the seven days
(08/08-1571 3) prior tothe quarterly assessrnent
revealed Rasident #1-had exhibited physleal
behavior foward others on three separate
seeasions. O D8/09/43 al 2:15 PM, the resident
*hit," “icked, " and "shoved" staff; however, staff
documented the resident's behaviors had no
impact-on the resident or staff. On 08/09/13 at
45 PM, the resident *hit" staff, Dotumentation
revealed the behavior had no impact oo the
resident or staff. Also, o G8/13/13 at 1:00 P,
Resident #11*hit* staff and documentation at that
fime.alss revealed the resident's behavior had n1o
impact on the resident or staff.

Otiservation of a skin assessment of Resident
#11 was conducted on D9/H1713 at 2225 PM.. The
resident was observed fo curse and resist staff
attempts to remove an adult incontinence brief.

Areview of the most recent physician’s orders for
Resldent #14, signedidated 07/19/13 revealed the
physician had preseribed 20 mg of Geodon.
(antipsychotic} to be-administered fo the residant
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F 329 | Contirued From page 4 ¥ 320|residents with new

antipsychotic drug therapy
orders and those residents with
an increase in theipr drug
therapy dosage. Drug
Reduction Team will determine
if the drug therapy 1s -
warranted., Weeldy the Drug
Reduction Team will meet and
discuss behaviors charted,
Pharmacy Recommendations, Psych
Recommendations, and care plan
team drug reduction reguests on
all residents on antipsychotic
medications. Social Services
will track pharmacy
recomnendations, psych
racommendations, and care plan
tean reduction requests to
ensure that the physician has
responded to all
recommendations, Social
Services will report to the
Drug Reduction Team concerning
any pharmacy recommendation,
psych recommendation, and care
plan team request that the
physiclian has failed to respond
+0Q, Each week Social
Services will raport to the
Drug Reduction Team anyltime a
physician denies a drug
reduction request from the
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at bedtime. The orlginat order data of the
Gaodon was 11/30/12. Areview of a
“Psychotropic Medication Monitoring Tool” dated
0871513 révealed Resldent #11 received the
antipsychotic medication (Geodon) due to:
“Peimentia.”

A review of a "Consuitant Pharmacist
Communication o Physician” dotument for
Resident #11, dated 08/21/13 revealed, "This.
elderly resident is currently on antipsychotic
therapy for a dementia-related dlagnosis.” The
pharmacist noted a FDA boxed warning that
revesled, "Eiderly pationts with dementia-refated
psychosis treated with-an antipsychotic are at an
Increased risk of death compared to placebo.”
The pharmagist's documentafion also noted
“these agenis” are hot approved for the freatment
of tementia-related psychosis. Continued review
of the document reveaied the pharinacist
requested the physiclan to "please re-evaluate
the risks vs [versus] benefits of continuing
artipsychotic therapy in this resident, Gonsider
tapering off the current medication and adding an
alternative from a different class of agents if
behaviors are still unranageshie witheut
medication therapy.™ The resident’s physician
acknowledged by signature dated 08/29/13 that ™l
agree" in the “physician response {0
recofnmeridation/findings.” However, & review of
the Medication Adminisiration Record on 09/11/13
for Resident #11 revealed the resident continusd
to receive the antipsychotic, Geodon, on a daily
basis.

i .
Interview with Registerad Murse #2 revealed.
when the pharmacist rmakes a recommendation,
the pharmacist faxes the recommendation to the
physician. According fo RN #2, when the

care plan team. DON or her
appointee will consult with the
physician when he or she fails
to respond to the drug
reduction request or if he or
she denies the gradual dose
reduction, When a gradual
dose peduction is
contraindicated the Drug
Reduction Team will ensure that
behavioral interventions have
been attempted without success
and documgntation of behaviors
is documented proving that the
resident is at harm to
themselves or others.

The Drug Reduction team will
track the frequency of gradual
dose reductions to ensure that
the facility complies with
regulations. Results of the
Drug Reduction Team's tracking
will be reported in the
quarterly QA meeting. '
16/21/201
Completion Date

i
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physician comes to the facility, hefshe indicates
by signing the recommendation Torm whether
hefshe agrees or disagrees with the pharmacist's
recormmendation. RN #2 siated i the physiclan
agress with the recommendation, the physician
would write an order related to the
recommendatiory; or, if the order is given verbally
{o the nurse, the nurse would write a verbal arder,
RN #2 also staled if ihe physiclan acknowladged
agreement for a dose reduction and failed to |
document the spedifc dosg, thé nurse would
contact the physician for clarification. RN #2
confirmed aftar review of the physician's orders
and the pharmacist's recommendations madae on
08/21/13 for Resident #11, the physician had
acknowiadged agreement with the pharmacist's
recommendation for a dose reduction of the
Geodosy; howaver, the dose of the Geodon
{antipsychotic) had nof been reduced.

3, Areview of Resident #17's medical record
ravedaled the factity admitted the resident on
04/04443 with diagnoses that included Aphasia,
Respiratory Faiture, Depression, Non-Alzheimer
Dementia, and Anxiety.

Cbservation of Resident #17 on 00A12/43 at 2415
PM-and 2:25 PM revealed the resident was lying
in bed. The resident did not exhibit any behaviors
during these observations,

interviews with Ceriified Medication Technician
{CMT) #1 on 08712113 at 211 5 PMand Licensed
Practicad Nurse: (LPN) #2 on 08/12/3 at 2:25 PM
revealed Resident #17 did not exhibit behaviors,

A review of 8 “Psychiatiic Initial Evaluation” dated
05101/13 revesled staff reported the resident "has
sunddwriers and s very restfess af night” The
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evaltiation stated the resident had a history of
depression and was receiving Seroquet
{antipsychotic medication that was nltialed or
04/05/13) 25 mifligrams (mg) at bediime and.
Geodon (antipsychotic medication that was
initiated on 0420/M3) 20 mg at bedtime.
Psychiatry Services recommended that Seroquel
be discontinued; however, staff documented that
the physician was notified and the physiclan did
not want fo change the resident’s medications
becausa thé resident's family did not want any
changes.

Areview of 2 "Psychotropic Medication Monitoring
“Tocl* dated 07/08/13 revealed the resident
confinued to receive Seroquel and Gaodon
medications. According to the monitoring toot,
the medications wers effective because the
resident hiad decreased restlessness at night.
The documentation revealed the resident was
recalving two medications to freat the same
symptoms of condition and Seroquel should be
disconginued. However, thare was no evidence
Seroque! was discontinued at that fime.

A raview. of a ¥Pgychiatric Follow-Up Evaluation”
dated 08/081 3 revealed, "Staff reported patient
hasn't had any recent mood or behavior problems
noted, and the resident contini:ed fo reéceive
Geodon and Seroguei medication.. According to
the psychiatric follow-tp, Geodon or Seroguet
should have been discontinued because Resident
#17 was recaiving "two atyplcat antipsychatics.”

A review of Resident #17's physician's orders
revealed Seroguel medication was discontinued
o 08/12/13, and on 08/14/13 a physician's order
was written fo add diagnoses of Vascutar
Demestia; De%ustonai Bisoeder, Depressive
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Disorder, and Anxiety Disorder to {he resident's
medical recerd "o support use of Geodon,”

A review of Resident #17's "Behaviorat Detail
Report” for 0701713 through 08/12M1 & fevealed
Resident #17 had lwo behaviors. On 0771813 at
3:22 PM. staff documented the resident refused
“to be checked for both rounds.™ On 0772313 at
2:55 P, staff documented Rasident #17 "hit us
while trying to change [himhed.” Staff
documentad the behavior did not impact the
resident or others, The resident did not have any
documentad behavior affer 07/23/13.

A review of g "Peychotropic Medication Monitoring
Tool" dated 08/21/13 fevcaled the resident was
without behaviors but continued fo receive
Gegdon. The interdisciplinary feam chose notto
request a reduction atternpt and would fry a
reduction atterpt with fhe next assessmant due
io'a fecent decraase in antipsychotic medication.

A review of a “Consultant Pharmacist
Communication to Physician® dated 08721713
raveated the facllify pharmacist documented the
resident was recsiving Geodon medication, "This
elderly resident is currently on antipsychotic
therapy for a dementia-relaied diaghosis. Plaase
be awars that there is a FDA boxed watning that
states ‘Elderly patienis with: dementia-related
pavéhosis treated with an antipsychotic are al.
increased risk of death compared to placebo.’
Most deaths appear to be cardiovaseular or
infectious In nature. Therefore, fhese agents are
not approved for the treafment of
demantia-related psychosis.” The pharmadist
further documented, "Pledse re-gvaluate the risks
vs [versus] benefits of continuing antipsychotic
therapy in this resident. Consider tapering off the
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currenit medication and adding-an altemative from
a different class of agents if behaviors are sti
unmanageable without medication therapy.”

Further review of the pharinacist’s
commumnication to Resident #17's physician
revesled the physiclan agreed with the
pharmacist and signed the communication form
on08/29/13. However, physician's orders were
not writien regarding the antipsychotic
medicaion,

4, Areview of Residant #9's medical record
revedled the facilily admitted the residert on-
09/25/08, and the resident hiad diagnoses that
included Alzhelmer's disease, Deprassion,
Anxlety, and Psychosis.

Areview of the anrual Minimum Data Sef (MDS)
cormpleted by the faciity on 07/03/13 revealed
Resident #9 exhibited verbal hehaviaraf
symptoms directed toward others that did not
affect the resident or others. According to the
assessment, Resident #9 did not exhibit physical
behavioral symptoms or any other behavioral
symploms, However, according to the
assassment, Resldent #9 had received
antlpsychotic medications during the fast seven
days of the sssessment.

Areview of the Psychotropic Drug Use Care Area
Assessment (CAA) dated 08/27/13 revealed
Residont #9 was receiving Geodon (antipsychotic
madication). Further review of the CAATor the
rasident revealed the residant had a long history
of pehavioral issues such as crying, yeiling,
restlessness, and agitation with staff. According
to the CAA, the behavioral episodes had
decreassad with the medication regimen and the
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esident was "stable and doing well,”

Observations.of Regident #9 on 09/11/13 af 10:65
AM and 2:50 PM revealed the fesident moaned
when staff provided personal care.

Interviews with SRNA #3.on 09/10/13 at 8:45 PM
and on 09/11/13 at 10:55 AM revealed Resident
#0's behavior consisted of yelling during bathing.
The SRNA stated the resident "did bettes” if the
resident received medications pefore the bath.

An interview with LPN #3 on 09i1 1713 at- 10:55
AM revesled Resident #9 yelied during bathing
and sornetimes yelled when helshe was eating or
taking medications, The LPN stated the resident
recelved Geodon and Trazodoné {aritidepressant)
medications that helped decrease the behavior.

An interview with SRNA #5 on 09/12/13 at 2,15
PM revealed the resident yelled/moaned during
bathing. The SRNA stated she bellevad the
regson for the behavior was becausé the resident
was in.pain.

Areview of Resident #9's Behavior Report’
completed by the facility reveated the resident
had nine episodes of either res;stmg care o
sereaming at staff froie 06/14/13 through
0913 at 2:10 PM. Fudher raview revesled the
rasident hif a staff memberon 09/05/13; however,
the behavior had no mpact on the resident or
others.

A review of a Psychiatric Follow-Up Evatuation
dated 07/10/13 revealed the resident had a
diagnosis of Alzheimer's Dementia, late onset
with disturbance of mood and behavior,
Delusions; Depressive Disorder, Psychosis, and
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Anxlety and was receiving Geodon 20 mg evéry
12 hours since 08/01/13.

A review of {he Psychotropic Monitoring Tool
dated 08727113 revealed the resident received
Geaden for Alzheimer's Derbéntia with peychosts
and for “restiessnass’ and *yelling cut.” The
monitoring tool revealed the resident's behavioral
episedes had decreased; however, facility staff
did not request = reduction alfempt because the
resident's behavdors continued,

Areview of a "Consilfant Pharmacist
Commnlcation 1o Physician® dated 08/21/13,
revealed Resident #9 continued o receive
Geodon 20-my every 12 hours. The pharmacist
docuimented that the resident was receiving
antipsychotic therapy fof a dementia-related
diagnosis and that there was a FDA boxed
warning that states, "Elderly patients with
dementia-related psychosis treated with an
antipsychotic are at increased risk of deatiy
compared toplacebs.” According to the
pharmacist communication to Resident #9's
physician, "Most deaths appesr to be ‘ ‘
cardiovascularor infectious in pature. Theréfore, |
these agents arg not approved for the treatment
of dementla-related psychosis.” The pharmacist
further documented that the phiysician should
resgvaiuate the risks versus benefits of coffining
antipsychatic therapy Ins Resident #9 end to
consider tapering off the current medication &dnd
adding an altermative from a different class of

withouf medication thorapy..

Aninterview with the Consultant Pharmaciston
09/12/13 at 450 PM revealed she sentthe
warning dated 08/21/13 to Residents #1, #9, #11,
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and #17's physitians to ensure they were aware
of the waming of ysing antipsychotic medications
willi residents whe had dementia, The
pharmacist stated the residents werenot due for
a reduction attempt (usually aftempts a giadiial
dose reduction every six months if e resident
has been on the medication less:than one year
and annually if the resident has been on the
medication for more than one year), but wanted
to be sure the physicians were awere of the
warming because they should consider a.plan in
the future to reduce the antipsychotic medication
and "get rid of them," According to the )
pharmacist, the physician signed the
recominendation and the pharmacist "assuimed”
that by signing the decurment the physician was
stating hefshe understood there was a warming
and would look at reducing this resident's
medications at a later dale,

Arvinferview with the physician for Resklents #9,
#11, and £17 on 09/12/13 at 5:20 PM revedled
antipsychotic medications were initiated for these
residents dus o behaviors of fighting, falling,
andfor grabbing other people; however, they were
doing much better compared to three months
ago. The physician stated when residents were
stable and the medications seem to bo.working,
he dld nof want to-change thelr medication,

An interview with the facility Administrator and.
Dirgctor of Nursing (DON) ort 69/12/13 at 10:00
AM revealed the facility had been working on
reducing antipsychotic drug uss in the facilify ahd
on 07/30/13 changed the pragram and began
meeting weekly to review the medical record and
ciscuss fhe residenis who wers recelving
anfipsychotic medications. According o the
Administrator, she befieved that if a resident had
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a diagnosis of Psychosis, Hallucinations, or
Deluslons, it was acceptable for the rasident to
receive antipsychatic medication. In addition, tha
DON stated the facility had a new consultant
pharmacist effective 08/01/43, The DON asked
the pharmacist o review the medical record for
the restdonts whd received antipsychotic
medications. The DON stated the phatmacist
folind that there was ne doeurmentation that the
phiysicians were aware of the risks ofthe
residents receiving antipsychotic imedications and
as 4 rasult sent out the "Consuftant Pharmacist
Corimunication to Physlclan” o physicians-on
08/24/13. The DON stated they planned to
request antipsychotic medisation reductions far
fasidents #1, #9, #11, and #17 during future
quarterly care plan meetings.

F 371 | 483,35() FOOD PROCURE, o

sg=£ | STORE/PREPARE/SERVE - SANTTARY.

The facitity must -

(1) Procure food from sources app roved of
concidered satisfactary by Federal, State or local
atithorities; and

{2) Stors, prepare; distribute and- serve. food
under sanitary condifions

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, interview, and facility
policy review, § was determined the facilily failed
to store food under sanitary condifions.
Ohservation during the Inifial tour of the kitchen
on 09A0/13, at 3:00 PM, revealed two plastic

F371

F 309|0n 9/11/2013 Dietary Manager

moved white plastic containers
used for dirty dish clothes
from dry food storage area to
the dishwashing room,

Oh 9/17/2013 Dietician
completed a Sanitation Check of
the Kitchen ensuring that the
facility’'s food is stored,
prepared, distributed, and
served under sanitary '
conditions. Concerns nelted by
Dlaticiangwere fixed
immediately,

On 9/27/2013 Dietary Manager

r g71educated dietary staff members

on where the dirty dish clothes
should be stored, about the Dry
Food Storage Policy, and about
the items audited on the
sanitation check.

Weekly Dietary Manager will
berform a Sanitation Check.
Dietary Manager will fix and
hddress any concerns she finds
on gthe sanitation checklist
immediately. Monthly Bietician
wlll assist Dietary Manager in
doing a Sanitation Check. A
copy of the completed
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A

cortainers with lids that contained soiled
dishcloths stored in the dry food storage roont. In
addition, a sofled disholoth with: a pink substance
or it was observed on the floor beside the plastic
containefs.

The findings include:

A review of the facility’s policy titled, "Food and
Non-Foed Storage,” dated 20085, revesled dry
foods would be stored in weil-lit storage aréas
and would be protected from splashes and offier
contamination during storage.

Observation of the dry foad storage room on
0%/10/13, at .00 PM, revealed & white plastic
coritainer with a lid and a dear plastic container
with a lid both containing soiled dishdoths. The
plastic containers were observed lo have dried
brown debris on the outside of the condainers. A
sciled disheloth with a pink substance on it was
observed on the floor beslde the plastic
containers.

An interview conducted with the Dietary Manager
on 0842/13, at 2:20 PM, reveaied she kad not
considered storing sciled dishdloths inthe same .
ares as dry foods a eoncem. Howevar, aftel
considerafion, The Dietary Managerstated she
could see how this practice coudd be a concem.

An interdiaw conducted with the Registered
Dietifian (RD) on 09112713, at 2:30 PM, revealed
she completed a monthly sanitation check as part
of tha Qisality Assurance prograny,-and had not
identiiied any issugs regarding sanitation during
her sanitation checks. The RD stated the plastic
containers with the salled dishcloths were
covered and she had not considered storage of
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sanitation checklist will be
given to the administrator.
Dietary Manager will report
results of sanitation
inspections at the Quarterly QA
meeting.

Completed

10/11/201B

FORM CMS-2567(02-99). Pravieus Varsions Obsolete

Event ID: 530011

Facliiy 1D; 100337

¥ continuagion sheet Paga 150 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/26/2013
FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT CF DEFICIENCIES &1y PROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONSTRUGTION (43} DATE SURVEY
AN PLAN OF CORRECGTION IDENTIFICATION HUMBER: COMPLETED

A. BUILEING
185168 5. WiNG 0911212013
STREET ADDRESS, CITY, STATE, ZiF CODE

MAME CF PROVIDER OR SUPPLIER

MONROE HEALTH AND REHABILITATION CENTER

706 N MAGNOLIA STREET
TOMPKINSVILLE, KY 42167

fhe contalners in the dry food storage room as a
concern. Howsver, the RD stated the soiled
dishcloth on the floor was a concam.
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, _ K144
K 000 | INITIAL COMMENTS Kooo|Load test was completed by

Evapar on 18/2/2013.

CFR: 42 CFR 483.70(a) -
No other concerns with the

BUILDING: 01 generator were identified
PLAN APPROVAL! 1985 On 9/2772013 Maintenance

: N ' Director revised his )
SURVEY UNDER: 2008 Existing preventative maintenance
: _ o ‘ . schedule to include a yearly
FACILITY TYPE: SNF/NF load test instead of every

TYPE OF STRUCTURE: One story, Type three years.

1H{000} . .
Each year Maintenance Director
SMOKE COMPARTMENTS: 6 will glve Adminlstr‘atoi" a Lopy
' of the load test, Annually,
COMPLETE SUPERVISED AUTOMATIC FIRE the Maintenance Director will
ALARM SYSTEM report the results of the load
test in the 4th quarter quality
FULLY SPRINKLERED, SUPERVISED (DRY assurance meeting.
SYSTEM) ,
Completion Date ' 16/11/201;

EMERGENSCY POWER: Type |l dieset generator

A life safety code survey was initiated and
concluded on 09710/ 3. The findings that follow
demonstrate riencompilaiice with Title 42, Code
of Fedoral Regulations, 483,70 (2) et seq (Life.
Safety from Fire).. The facility was found nof to be
i: substantial compliance with the Requlrements %
for Participation for Medicare arxt Medicaid,

Deficletscies were cited with ihe highest
deficiency identified at "F" leval. ,

K 144 | NFPA 101 LIFE SAFETY GODE STANDARD K144
§S=F
Generators are inspected weskly and exerdised
underioad for 3G minutes per month in

WORY DIRECTORS OR PRO\EDEZI‘#UPPH % REPRESENTATIVE'S SIGNATURE TITLE (£6) DATE

Odmuipliates | WIENE

Any &eﬁme 15 sﬁtament end qd with Zn asterisk () denoles a deficiency which the institution may be excusad fram correcting providing it is determinad that
other safeguard: vida sufficient profection o the patients. (See nsiructions.} Excepl for nursing homes, the findings staled above are disclosable 90 days
following i dals of survey whelher or nol a plan of correction & provided. For nursing homes, the abiove findings and plans of corraction are disclosable 14
days following the dale these docurnents are mads available to thefacilily, ¥ deficlencies are citad, an approved pian of correction Is requisite fo continued
prograrm participation.
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accordance with NFPA 99, 3.4.4.1,

This STANDARD is nof met as evidenced by:
Based on an inferview and record review, the
faciily failed to maintain the generator set by
NFPA standards, This deficient practlce affected
six of sk smoke compariments, staff, and all the
residents. The facllity has the capacity for 104
bads with a census of 103 on the day of the
survey.

The findings include;

During the Life Safety Code survey on 89/10413,
at 3:30 PM, an interview and record review with
the Directar of Maintenance (DOM) ravealed the
diesei-fusfed generator operated at approximately
14 percent of the load capacity rating when tesied
on a monthly basig, Diesslpowered generators
aro required to run at not less than 30 percent
capacity or the generator must be properly loaded
on an annual basls, This type of testing helps -
ensure the generator operates as infended in an
emergency situation, Documentation revealed
the generator was last load tested on 03/22/11.

The DOM stated the generator was load fested
every three years and he was nof aware of the
proper testing requirements for the generafor.
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8-1,1*

The roufine maintenance and operational testing
program shalf be based on the mamnufacturer's
recommendations, instruction manyals, and the
minimum requirerrents of this chapter and the
authority having jurisdiction

6-4.2*

Generator sets in Level 1 and Leve! 2 sevice
shall be exercised at least once monthly, for a
minimum of 30 minutes, tsing one of the
following methods:

a. Under operating temperature conditions or at.
not less than 30 percent of fhe EPS nameplate
rating '

b. Loading that maintains the minimum exhaust
gas temperakifes as recommended by the
manufacturer,

The date and time of day for required testing shali
be decided by the owrier, based on facility
cperations,

64,22
Diesel-powered EPS {nstallations that do not
meet the requirements of 6-4.2 shall be exercised
monthly with the available EPSS load and
exercised annually with supplemental foads af 25
percent of nameplate rating for 30 minutes;
followed by 50 percent of nameplate rating for 30
minutes, followed by 75 percent of namepiate
rating for 60 minutes, for a tolal of 2 continuous
hours,
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