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1 04/10, were available for use.

be readily detecied.

This REQUIREMENT Is not met as evidenced
by:

Based on obhservations and interviews, it was
determined the faciity failed to ensure drugs and
biologicals used in the facility were labeled in
accordance with currently accepted professional
principles, included the appropriate accessory
and cautionary instructions and the expiration
date, when applicable. The medication room !
contained {12} bottles of Glucerna 1.0 with an i
axpiration date of 05/01/10, {25) bottles Glucerna
1.0 with an expiration date of 06/01/10, and (15)
cans of Osmolite 1.5 with an expiration date of
04/01/10.

Findings include:

Observation on 06/10/10 at 10:20 AM, in the
medication room on Hall Two, reveale {12) 1000
milliliter bottles of Glucerna 1.0 with an expiration
date of 05/1/10; {25} 1000 milliliter bottles of
Glucerna 1.0, with an expiration dale of 08/01/10;
{15) 8 ounce cans of Osmolite 1.5, with an
expiration date of 04/01/10 and three boilles of
70% Isopropyl Alcohol, with an expiration date of

An interview with Licensed Practical Nurse (LPN)
#1, on 06/10/10 at 10:35 AM, revealed the person
assigned to medicat records was designated
responsible for checking the medication rooms
for expired supplies and replacing the supplies.
She stated, "the feedings should be discarded:;
because they were expired”.

An interview with the Central Supply Clerk, on
I
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On 6/10/10, Central supply clerk was
reeducated on requirement to inspect
medical storage rooms monthly and
remove any expired drugs or
biologicals.

DON or ADON will inspect medical
storage rooms and medication carts
weekly for 4 weeks and then monthly
for 3 months to ensure no expired
drugs or biologicals are present,
Results of audits will be brought to
monthly QP meeting for review and
further recommendations.
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: 06/10/10 at 1:00 PM, revealed she was

| responsible for maintaining the supply room. She
stated there was no specific schedule to ensure
the supply room was checked. She stated she
checked it every third day and daily at times. She
did not know of a system to check and discard
supplies in the medication room. Additionally, the
Central Supply Clerk stated she did not know

: some of the items, such as Isopropyl Alcohol

. stored in the medication room, had an expiration

' date. She stated the company which supplied the
feedings collected items that were mistakenly
sent to the facility; however, there was no
agreement with the company regarding handling
outdated enteraf feedings.

An interview with the Assistant Director of Nursing
(ADON), on 06/10/10 at 1:15 PM, revealed she
was uncertain regarding how often the ceniral
supply invenlory was checked and if the facility
had a policy/procedure developed. She stated,
“That stuff that's expired should have been
discarded".

An interview with the DON, on 06/10/10 at 2:35

. PM, revealed the Central Supply Clerk checked

" the medication room, the first week of every
 month. She stated there was no policy/procedure
developed and implemented to ensure

| maintenance of supplies in the medication room.

| The DON stated, "Anything expired should be
disposed of "

! An interview, on 06/10/10 at 2:40 PM, with the

I representative from the company which supplied

% the enteral feedings reveated the company had
 informed the facility to discard the expired

! feedings stating, *I explained we can't resale

| expired feedings and we can't credit their account
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No furnishings or decorations of highly flammable
character are used. 19.7.5.2,19.7.5.3,18.7.5.4

This STANDARD is not met as evidenced by;
Based on observation and staff interview
conducted on 06/08/10, it was determined the
facHity falled to ensure decorations used in the
facilily were flame-tetardant as required by NFPA
19.7.5.4 Combustible decorations shall be
prohibited in any heaith care occupancy untess
they are flame-retardant.

The findings include:

| Observations during the Life Safety Code tour,

conducted on 08/08/10, at 1:15 PM, revealed
doors throughout the facility were decorated with
wreaths,

An interview conducted with the Maintenance
Director, on 06/08/10 at 1:30 PM, revealed the
wreaths had been put on the doors by family
members, the facility did not have any
documentation that would indicate the flame
rating of

K073 NPA 101 LIFE SAFETY CODE
STANDARD

1. Identified decorations were removed
from doors and rooms on 6/8/10 and
treated with flame-retardant on
6/15/10.

2. On 6/8/10, Maintenance Director
conducted round to identify any other
decorations in center that were not
flame-retardant. All identified items
were retnoved from rooms on 6/8/(0
and trecated with flanie-retardant on
6/15/10,

3. Maintenance Director was re-educated

‘ on 6/10/10 regarding requirement that

| decorations used in center are flame-

{ retardant. Family members of current

E

residents were notified of
requirement. Families of new
admissions will be notified of
requirment upon admission.
4, Maintenance Director will conduct
i rounds monthly to ensure no
! combustible decorations are used in
' center unfess they are flame retardant.
Results of rounds will be forwarded to

-
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. with corrosion are scheduled to be
K 062 ! Continued Ifrom page 1 K062 | replaced by 7/25/10. i
2-2 inspection. ‘ 3. On 6/10/10, Maintenance Director
2-2.1 Sprinklers. was re-educated on requirement that - |
2-2.1.1* Sprinkiers shall be inspected from the ‘ automatic sprinkier systems are }
floor fevel annually. Sprinklers shall be free of ; continuosly maintained in reliable ,
corrosion, foreign materials, paint, and physical operating condition and inspected and !
damage and shall be installed in the proper i tested periodically. IJ, /Zl; {10
orientation (e.g., upright, pendant, or sidewall). ! 4. Maintaince Director will conduct |
Any sprinkler shall be replaced that is painted, | monthly audits of sprinkler headsfo |
corroded, damaged, loaded, or in the improper ' ensure they are in reliable operating |
orlentation. condition, Results of audits will be i
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD K 073 forwarded to QA committee for |
S8aF review and further recommendations,
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QA committee monthly for review
and further recommendations.
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