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F 000 " INITIAL COMMENTS

Aslandard health survey was conducted on
| 06/18-21/15. Deficient praciice was Idantifisd
with the highast seope and severity at *E” level,
F 323 - 483.25(h) FREE OF ACCIDENT
§8=¢ ' HAZARDS/SUPERVISION/DEVICES

- The facllity must ansure that iva residan

1 environment romaina as fres of accldant hazards
I as ls possible; and each rosident recaives
adequata auparvislon and assistance devices to
pravent accidents,

This REQUIREMENT s not mat as avidanced
by:

Based on cbservation, intarview, racand reviaw,
aind review of the faciiity water tamparature
policy, it wae determined tha facility fallad to
assure the resident environmant was frae of
sccident hazards. The hot water ramparature
. was observed {o ba 130 degress Fahrenheit (F)
. &t the bethiub faucat in the men's shower roam

on 05/2118,

' Tha findings include:

* Raviaw of the facility policy iitlad “Malntainirg

: Tampérature of Water,” with a ravigion deta of

! Juna 2012, revealed water tomparaturss were to

| ba maintained at 110 degress Fahrenhelt or leas
in patient arass. Further raview of the policy
ravaalad the Malntanance Department was
raspansible for dally chacking of water
{smperatures. According to the polley if the weter
temperalute exceads 110 degraas F the ares was

F Q00| Tha Daity Engineering Log

WEB raviged to ehaura monitoring of water
lamparatures dafly on morning rounds and
Inctezzing the numbrer of aress where waler
tamperaturas sre checkad, Ses atteched
examplas of Dally Enginesring Log for 8/5/15-
6/10/15 indicgting water lemperature checks |
for regiclant rooms, men's and women's
bathrooms, lounge ares, ete,

During. eanstruction on geriatio psychiatric
unit, thers was Interferanca with maintaining :
corect water temperatures due to a mixing !
valvg and cireuletion pump having to be shut |
off. This resulted In fraquent adjustmentate |
welar temperaturss, As of 8/3/15, this
canstrigtion projact hes baon completed,
Anaw creulstion pumip-has besn installad
and watar temperalura [asues have been
resdivad. See-attached Wark Order # 138760,
Ariy. abnormal femps rasult th & work ordar
being generated, sppropriate staff notifad and
water supply shut dewn unill comrected,
Rasulte-of findinga will ba lallled weekly and
rapbr bimonthly{o the Safety Committes and
quemerly to the hospital wide QI Commities,

Fazs|
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. mmlﬂ anding with a3
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to be *flagged" out of arder, and a work ordar :
completed. Necasaary actions wara to ba taken

! lo bring the water femperature within required

i imits,
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1

Obsarvation of hot watar temperaturas was :
' conducted with facility maintenance staff an

05/21/18 at 10:50 AM, The hot waler was
- obaerved to be 130 degreas F at the bathtub
: faucat in Ihe man's showar room, The facillty
i thartnamater was utilized for tha mieasuremants !
| and accuracy was varified by maintenance staff
with ice watar prior to the measursmants.

Intarview conduciad with State Registered ) :
Nursing Assistant (SRNA) #2 on 05/21/18 a1 - :
12:55 PM revesied tha staff did not utilize the ub ;
for bathing residents and could nat recall tha last i
time the tub was utlllzed, but if a resident

requasted a bath then (he tub would be used,

Interview conducted with SRMNA #1 on 05/21415 at

1:36 PM ravenled ha dld not utiliza 1he tub for

bathing residents and wae not awara of the tub

ever being ufilized, but if a recident requasted »
tub bath, tha tub would be utilized for bathing,

An Interview conduetad with fle Maintanancs g }
Director on 08/21/15 a1 1:05 PM, ravaaled he
chacked the hot water temperatures daily in the
men's showar, but had nol chacked the
tamperature of tha hot watar in tha tub because
oteff did not uiiliza the tub,

" A review of daily enginesring logs from
05/01-21/15, revealet! walar temperstures were

. chacked daily In realdent araes; however, there
was no evidenca documinted on the loge that the

. water temperatura had been chacked at the tub In
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! the man's showar raom, i |
£ 283 ! 483.35(c) MENUS MEET RES NEEDS/FREP IN : Fag3| Fael 8r2Ms
8«0 | ADVANCE/FOLLOWED The General Managar updated the recips for

Harvard Beets and tha ratipe was raviewed

| Manus must meet tiva nutritional reeds of with the veatahle cook at time of Survey.

| rasidents in aceordancs with the recommended

distary allowancas of the Fasd and Nutrition ; The General Manager updaled departmontal
Basrd of the Nationa) Resaarch Couneil, Natienal : poilcy on stefftasting of food, :
Academy of Sciences; be prapared In advance: : The General Martager of Food Satvices ;
and ba fofawad, : updated policiesiprocedures to raffect the nasdi
: to eneure thet planped menu tams are
: : dalivered to residents.accordingly, See
| t
. Th:' REGUIREMENT Is nat met 83 evidencad i satinched policias/protedures titled *Purpuee of
| Based on policy review, cbservation, intsrviaw, Food Servica Dapartment Performance
“and racard igview, it was detarmined the facillty Improvemant, and Tray Service Quality
I failed to Tollow the planned menu at the avening Gontrol™:

mes! on 0519/15. Harvard beats wera on the

| planned manu for the avening meal on QS/19/15, Pallcy/Pracadure raview occurred on

|A pelaiability tes! fray revezled iha basls were 8/11/2016 resutting in ruvislans ta "Tray

: ervad plain. Sarvica Quality Conirol® polity to requira

: tasting of fodd et esch matl period. The results
, Tha findings includa; of findings of taste testing (# of Instances of

g tasting versus number not following planned
! A raview of the facility's polley for menu e ki

will ba coniplied by the Ganeral
| davalopmant {dated 01/17/15) ravaaled the menu).
faciiity did ot have a policy related 1o following Managar for quarterly reporting to the
the planned menu. PAT/Dlotary Committee and Nursing Faclity
Commilitaa,

Obsarvation of the evaning meal on 05/19/15
ravaalad the residents ware served.pork chops,
scalloped potetoes, beals, and irull, The beets
appeared to be plaln bests, Two surveyors and
the unit manager conducted @ palatabliity tast tray
at 445 PM on 05/19/18. The beats did nol taste
as thaugh any seasoning/ingradianis had baen
added to the beets,

FORM CMB.-2547(02-0% Provious Versions Obaslets Evord 0, 247811 Fachity D1 100725 if contnustion sheet Page 3 of 10
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F 383 | Continued From page 3 F 363
i The group interview was canducted with three
i alart and ariented residents on 08/20/15 at 10:00
. AM. The reskients statad (he baets for the
avaning mea! on 05/19/15 were plain, without any
“seasoning, The residents furlher slated, "The
| baets tacted as though they came from a can and
heated.”
Raview of the recipe for Harvard beets revealed .
the following ingrediams were 1o be added ta the [
beats. granuated sugar, cornstarch, dintilad
vinegar, water, margerine, salt, and pappar.
Interviaw with the coak.at 5:08 AM an 08/21115
' revealed she foegot 1o add ény margarine, satt,
and pepper to the bests. The cook stated she did
not know the ingredients for Harvard beats,
Intarviaw witk the Diatary Manager (OM) at 2:30
PM on 05721/15 rovealed ha was respansible to
ensura ataff followed the racipes. Tha DM stated i
i he manilored the food by tasting the food, §
| However, the DM stated he dig not taate the !
' beeats on Tuesday, 05/19/18,
F 428 1 483.80(c) DRUG REGIMEN REVIEW, REPORT FaoB| F428 enans
58=p | IRREGULAR, ACT ON On the AM $/22/15, tha DON discussed 1:1
The'd : (RN 1 wilh the physiclan of Resident #8 the absence
rug regimen of each resident mus
reviewed at least once & month by a licansad of dlggnosis 10 SLPDOR e Uae o Rsmaner.
Tha physician pravided an Indlcatlon for use
| pharmacist.
i for Remeron.
 The pharmacist must raport any Iregulsrities to The Pollcy and Procedure hag bean ravisad to
! the attanding physician, and the director of outline a.atép by step spproach for the
+ nursing, and these reparts must be acted upon. communication of the consutant phsrmacst
! recommendations to the physician and the
i follow.up steps for when the physiclan does
; nol respond within an appropriata amount of
- {ime to ansurs the safety of the patient.
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F 428 ! Continued From pags 4 F 428] B. The consultant pharmacist wili sand the

' This REQUIREMENT is noi met as avidenced

by

i Basad on interviaw, racord review, and facility

' palicy review, the facility failed 10 ensure

' pharmacy racommandations wera raviawad and
actad upan by the atiending physiclan for one (1)

| of tan {10) scampled residents {Residant #6),
Residant #8 had physiclan's ordars to recaive
Remaron {antidapressant medication) roulinely al

, bedtime. According to the pharmacy reviews

| dated January, Fehruary, and April 2015, the

- consultent phermacist recommended the

* physlclan raviaw tha dlagnasas (or an indication

i for the use of tha meadication for Resident #5;
however, there was no evidence the physician
had raspanded to the recommendetions mada by
tha phamagist,

Tha findings Includa:

i Review of the faciiity's "Medication Monitaring®

. poftcy (dated March 2008) revealed the resident's

| medication regimen would ba-evaluated whan.an

1 rregularity was Identified in the pharmacisi's

» monthly medicallon regimen raview, The palicy

 further Inciuded & medication ordar wauld be
evalvaled for a written diagnosis, an indleallon,
andfor documented objective findings to support

_@sch medication,

|

| Review of the medicat racord revealed Realdent
#8 wes readmitted from tha hospitel on 01/27116
whh dlagnoses of #Mypertension, Diabeles
Mellitus, Paripharal Neuropethy, Demantla,
Hypothyroidiam, Chronte Kidney Disease,

, Congestive Heart Failura, and Ostacarthritis,

racommendation to tha physician by facsimile
with the réquest thet the recommendation be
igned and returned by facsimile. The original |
will ba filed on tha Skilled Nursing Facility, a
copy will ba given to the Chiel Nursing Offfcar
and a copy wiil be kept by the consultant
phermaciat,

C. If tha physiclan does not respond within one
month then the Unit Supsrvisor will rofax tha |
recominendation to the physician office. Ifthe |
physician stiil does not respond then the
physiclan will be contacted in parson upan
return to the facliity, Egoh time the physiclan |
rafuses to address the racommendation his or !
her refusal will be documentad on the '
recammendation documant,

D. Afier the plrysicien Is contactad in parson

and £tiil rafuses to-atdrass tha i
recommendation the refusal will be i
communicalad to the Nursing Facflity Madical
Qirecter, if the physiclan stifl tefusas to address
the racommendation then the Medics) Director
will communicate the refusal 1o the Hosplal
Chiel Executive Officer.”

The hospital Medication Recenciilation process
will be adjusted to ancourage tha physicians to
anter an Indicstion for each medication when .
the modication list is being raviewed. This will |
atd In the gatharing of tha dlagnosis. A
Parformancs Improvement Study was alraady
In-place. {Sse allachad Madication Use dala

; According 1o the physician's orders dated coliection toel.)
i 01/27/48, Remaron 7.6 mg {milligrams) wes ta be
FORM CMB-2587(02-86) Previous Varsiong Obsolola Evant i) 347843 Fadlity Ior 108726 If continualion shaet Phga Bl 10
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(F 428 Conlinumd)
F 428 | Continued From page 8 £ 428| The Unit Manager end Chief Pharmacist will
edministered routinely at badtime to Resldant #8, cantinva to monltor the Medication Regimen |
Review of the Madication Regiman Review '
! conducted by the Consultant Phermacist on I Raviaw process ag pert of Nursing and .
+ 01/28/15 revealod the pharmacist meda Pharmecy Performance Improverment. Findinga!
1 recammandations for the physictan 1o provide an will be varlerly to the P & T and
Vindication for the use of Remaron, However, . raporiad q o
ihere was no evidence tha physiclan respondad Nursing Faclity Commilttaas by the Ghisf
to the recommendalion, Further revisw of tha i Pharmacist, The CNO will continue to recelve
| Madication Regiman Raviews conductied on i
- 02/25M5 and on D4/2415 by tha Consultant j monihly Medication Regiman Reviawa,

* Pharmacist raveniad the recommendation was i

: made agaln for the physician to provide an

{ indication for the use of Remaron for Resident
#8. As of 06/2918, thera was no evidenca the
physiclan had responded ta the request by the
phamacist,

i

1 interview conducted with Un Mansger (UM) #1 )
: on 05/21/15 at 2:30 PM ravasled she reviewed : i
 the pharmecy recommendations weakly to see if g :
- the physician had raspanded, The UM stated If i
" the physician had not respended she would rafax
the recommandation to the physician's office and
call the physician to ramind him about the
recommeandgtion, UM #1 stated sha had refaxad
each of the recommendaticns for Rasident #8 to
the attending physiclan for review and signature,
, howaver, the physlcian had not responded, In
addition, the UM stated she had varbally askad
the physician to raview {he recommendation end

the physicien had responded by pointing at the
clock on tha wal,

Interviaw with tha Consultent Pharmacist an
05/21/15 at 2:40 PM revealed she had made the
recommandations regarding no indication for
Remaron for Resident #8; howevar, she had not |
bean able to gel the physlcian to respand.

i
|
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88=D | SPREAD, LINENE

The facllity must establish and maintain an
Infection Contral Program designed to provide a
safe, sanftety and comfortable enviranment and
to help prevent the davalopment and transmiasion
of disaase and infestion.

{a) Infaction Control Program

Tha facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and pravents infections
In the facility;

(2} Decides what proceduras, stich as Isolation,
should be applied to an Individual resident; and
{3) Maintaine a record of incidants and corrective
actions ralatad to Infections.

{b) Preventing Spread of Infection

{1) When the Infaction Control Program
daterminas that a resident needs isolation o
prevent the spread of infection, the facility must
Isclate the resident.

(2} Tha facility must prohibit smployees with a
communicable disease or infectad skin lesions
from direct contact with residents or their feod, if
direct contact will transmit tha disease.

(3) The facility must require staff to wash their
hands after each diract rasident contact for which
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F 428 | Continued From page 6 F 428
Interview with the Diractor of Nurses (DON) on
05/2115 2t 3:15 PM revealed the pharmacist
sent har and the physiclan a capy of the
phammacy recommendations, The DON stated
she had talked 1o the physiclan about the
pharmacy recommendation and was aware the
physician had not been acting on the
recommandation, 6/20/15
F 441 | 483.65 INFECTION CONTROL, PREVENT F441| F 441

On 5720718, the Laboratory Manager and
Infection Conirol Praventionist reviawad the
Pulicy/Procedure for bedslde giucose testing.
A decision was made 1o place the PDI
Sani-Cloth /Bleach Wipes on the procedure
trays for the Laboratory techs to use to disinfact
glucometers between each patient,

Thae policy/pracedura titied "Glucose Testing
Using Aceu-Chek Infarm |l Monitor was revised
on 8/3/18 to reflect tha manufacturers
recommendations, (Sea attached revised
policy/procedura).

Laboratory Staff wara trained 6/9 -8/18/15 on
the process. (See attached competency tools
for staff parforming glucosa checks.)
Compliance of staff will be monitored by the
Laboratory Manager Conducting weekly spot
checks of staff utilizing the "Glucesa Bedside
Testing Using Accu-Chek Inform Ii Competency
Tool*, Results of findings will be reported
quarterly to the Infection Control Committee
and the Nuraing Facllity QI Commitiee by the
Laboratory Managar,
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hand washing la indicated by sccepted
profasclanal practica,

; {c} Linena

: Personne! must handle, siore, pracass and

: transpord linens so as fo prevent the spmad of
: Infaction.

This REQUIREMENT is not met as avldencad
by
i Based on gbsarvation, Interviaw, and factity
. palicy raview, the facliity failed to have an
- sffectiva Infection contra! pregram ta prevent the
| spresd of infectious diseese for two (2)
: unsampled rasidents (Residents A and B),
Obsarvation on 05/20M5 revealed factlity staff
rasident use whan conducting blood glucosa
monitoring checks for Residents A and B,

» Tha findings include:

Raview of ihe facliity policy for meintenance and
care of the glucometer machine (rio data)
ravealad facllity staff should disinfect the
glucomatar according 1o the menufaciurers
recommendations,

! Review of the Operator's Manual for the "Acou
Check Inform I" ravealed the manufacturers
recommandsations wene a9 follows: glucomater
should be disinfacted befora.eath use by using &

t preduct containing 0.625% sodium hypechlorie

, (bleach), ammonium chieride with [seprapyl

| atcahol, or 0,05% sulution of 8 phanol compound

failad to disinfact/zanitiza the glucometar betwean

F 441
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* in water.

On 05/2015 at 3:80 PM, faclily staff (Laboratory
Tachniclan #1) was observed to oblaln a blosd
sugar lmval for Residant A, The [aboralory
 technician was observed to pul en gloves and
| eblain {he specimen with a glucameter machine
: and to dizposa of the lancet in the sharps
_containgr, Labaratory Technician #1 then
j removed the soiled gloves and washed ier hands f
: @t the gink, The labaratary tachnlcian then H
" proceadsd o obiain a sample of blood fram
' Resident B st 4:15 PM using the same :
' glucometar machina used on Residant A without
cisaning or disinfecting tha glucometer mathina
betwean rasidanta.

intarview with Laboratory Technlcisn #9 on

: 06/20/15, ot 4,30 PM rovealsd ehe had
diginfectad the giucomatar machire in the lab
with a Sani-wipe, which contaimad bloagh, prier to
oblaining the blood glucose level an Residant A,
Tha labaratery technician stated sha hae been
trainad ta clean the glucometer with an aleohal

i wips betwaen each regldant, but "forgot” lo clean
it batween Resident A and Rasidant 8,

Intarview with the Laboratory Managar an i
05/21/15 at 8:40 AM, raveated staff had been

! tralnad ta claan/diginfect the glucomater batween
each resident with elther 8 blesch wipa 6r an i
sicohol wips. The Laboratory Managar siated
she was not awars of the manufacturing
guidalines for disinfecting the glucomeler, The
Laboratary Manager further stated spot checks
and compalmncy evaluations wera sonducted 1o

- monitor stedf perfarmance and no problams had
| bean identifed, |

! . | -
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| Intarviw with the Director of Nursas (DON) on
: 05/21118 at 3;15 PM, revealed she also believed |
alcohal wipss ceuld be used 1o disinfect the
glucomatar machine between each resident usa
when monttering bleod sugar lavels, The DON
stated laboratory staff performed all blood sugar
; lavel monitering,
|
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K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 1985

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type 1 (322)
SMOKE COMPARTMENTS: 3

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

PARTIALLY SPRINKLERED (WET SYSTEM)
EMERGENCY POWER: Type |l diesel generator
A life safety code survey was initiated and
concluded on 05/20/15, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with

NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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