DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDI|CAID SERV|CES

PRINTED: 08/25/014
FORM APPROVED
OMB NO_0938-0391

A Standard Recertification Survey was initiated
on 09101 3 and concluded on 09/12/13.
Deficiencies were cited with the highest scope
and severity at an "B,

F 371 483.35(i) FOOD PROCURE,

85=E STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or

considered satisfaciory by Federal, State or local
“authorities: and

(2} Store, prepare, distribute and serve food

under sanitary conditions

: This REQUIREMENT is not met as evidenced
by
Based on observation, interview, and review of

- the facility's policy. it was determined the facllity
failed to ensure food was siored under sanilary

. conditions. Seventeen (17} food products stored

“in the meat walk-in freezer were not labeled with
the oper date. Cne (1} food praduct stored in the
vegetable walk-in freezer was not iabeled with the
open date. Two (2) multi-serving containers of
salad dressings and one (1) milti-serving
cortainer of barbecue sauce were not labaled
with the open date in the walk-in refrigerator.

The findings included:

Review of the facility's policy titted, "Standards for
Dating and Storage of Perishables Foods™, dated
. 07/10/98

y)ﬁ{e’a”éune 2611, revealed all
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[ a7 Dielary Manag floved and d:s;}osed of_a_l'l 10722013
items from the walk-r mest freézer, walk-in
vegelable freszar and walk-in refrigerator that

. had been opened and not labeled with the
open date al lime of survey on 9/10/13.

Walk-in maal freezer, walk-in vegetabte freezer _
walk-in refrigerator were all inspacted by
Oietary Manger and all opened, undated
pershable food llems were disposad of
aliminating the potential for other residents to
be affecled by this practice.

Distary Manger reviewed “Standards for Dating
and Storage of Perishable Foods” policy.

_ Staff education was provided 1o all dietary

. employees on the "Slandards for Dating and
Storage of Perishable Foods® policy. Distary
Manager revised inllial competency 1o include

" emphasis on appropriate slorage and dating of
parishable foods. Dielary Manager will make all
suppHes readily accessible for appropriale
labeling. Distary Manager or designee will manitor
lhe walk-inn meat freezer, wali-in vegetabls freezer
and wahk-in refrgerator waskly for compliance
with storage and daling of perishable foods,

Continued on page 2
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Any deficiency sialementnding wilh an astensk |} denotes a deficiancy which the instlulion My be excused rom correcling providing it 1€ determined Ihal
olhar safeguards provide sufficien! proleclion 1o the palients, (See instuctions.) Excepl lor nursing homes, 1he findings staled above are disclosable 90 days
lollowing the dale of survey whethar 6r not & alan of correction IS provided. For nursing homes, g above lindings and pans of corection ara diseinsante 14
days loliowing Lhe dale these documents ars mads avallatie lo the laciily. ! deliciencias are ciled. anapproved man of correclion is requisile ls conlnusd

Frogram participation,
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F 371 Continued From page 1 F 171 Continued from page 1
perishable foods In multi-serving containers will On-going staff education wili be provided during

- be labeled with the date they are opered and

: ' ings ding compliancs of
' used by date based on the date opened, departmentat meelings regarding comp -

appropriate storage and dating of perishabia focds.

- Observation of of the watk-in msat freezer on Monthly findings will be incorporated into
(0811013 at 1:20 PM, during the initial kitchen Performance improvement activities in order to
tour, revealed one (1) package of frozen sausage _ sustain compliance. :

crumbles, one {1} package of frozen hot dogs,
cne (1) package of frozen fish nuggets, one (1)

- package of frozen chicken patties, one {1
package of frozen buffalo chicken legs, one {1}
package of frozen polish sausage links. one { 1)
package of frozen fujita chicken, five (5}
packages of frozen chicken tenders, onie {1}
package of diced chicken, one {1} package of

. chicken nuggets, one (1) package of frozen

- meatballs, and one {1} package of frozen bone in
chicken filfets opened and not Jabeled with open
date,

Completion date: 1(/02/2013

- Qbservation of the walk-in vegetable freezer on
08/10/13 at 1:20 PM, during the initial kitchen
tour, revealed one {1} package of frozen
cinnamon sticks opened and not labeled with
opan date.

Observation of of the reach-in refrigerator on
09/10/13 at 1:20 PM, during the initial kitchen
tour. revealed two (2) multi-serving eontainers of
salad drassing and one (1) multi-serving
container of barbecue sauce openad and not
fabreled with open date.

interview with Dietary Aid #1 on 09/11/13 at 11:50
PM revealed that she had been trained to label
"iterns in the freezer and the refrigerator with the
open date. Dletary Aid #1stated there would be
no way to know exactly how long an item had
been in the refrigerator or freezer if they were not
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labeied with an open date and had been opened
by someone on another shift,

Intarview with the Dietary Manager (DM), on
- 09/12/13 at 2:30 PM, revealed she had three (3)
new employees that had not been inserviced on
the proper storage of perishable foods. The DM
revealed cne (1) of the new employees had been
. @mployed for approximately three (3} weeks, ana
(1) of the new amployees have been employed
-for approximately ten (10) weeks, and the other
new employee had been employed approximately
nine (9) menths. The DM revealed it was her
responsibility to make certain food was stored
properly and that employees were trained on
~ property storing food.
F 431 483.60(b). (d), (e) DRUG RECORDS,
ss=0 . LABEL/STORE DRUGS & BIOLOGICALS

: The facility must employ or obtain the services of

. alicensed pharmacist who establishes a systemn

- of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
rectrds arg in order and that an account of al|
controiled drugs is maintained and periadically
recongited.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate acgessery and cautionary

“instructions, and the expiration date when
applicabla.

In accordance with State and Federal laws, the
facility must store all drugs and biotogicals in
tocked compartments under proper temperature

(X810 SUMIARY STATEMENT OF OEFICIENGIES o PROVIDER'S FLAN OF CORREC MON %8,
PREFIX SEACH CEFICIENGY MUST BE PRECEOED 8Y FULL PREFIX IEACH CORRECTVE ACTION SHOULO BE COMPLETION
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: . OEFICIENCY)
F 371 Continued From page 2 F 371

F 431 No residents wers affected by deficient practice, 9/30/2013

as the vaccine was returnad to pharmacy at
time of survey on Septemnber 12, 2013,

Ali unit freezers have been chacked for accidenta
drug slorage; no medicatiens wers found
irs unit freezers. Other residents were not
affected since no olher medication was found
in freezers {Septermber 12, 2013).
All pharmacy staff have reviewed the Poiicy
“Safe Storage of Medications”, and have
documenied understanding thal medications are
NOT to be delivered to unit freszers. Nursing staff
have been informed that no medications are to be
delivered or slored in freezers on units. Unijr
freezers have been labeled with signage stating
"No Medication Storage”. Any medication reguinng

Continugd on page 4
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F 431 Continued From page 3

- Controls, and permit only authorized parsonnel to
- have access o the Reys.

* The facility must provide separately focked,

. permanently affixed compartments for storage of

s controlled drugs listed in Schedule t of the

~Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systams in which the
Guantity stored is minimal and a missing dose can

_be readily detecied.

. This REQUIREMENT is not met as evidenced
“by:
Based on observations, interview and record
review, it was determined the facitity failad to
property store a varicalla vaceing in the
medication freezer in the medication room on the
. 2 South Mursing Unit,

The findings include:

Review of the facility’s policy titled "Rockeastle
Regional Hospital and Respiratory Care Center,
tnc. Policy and Procedure: Safe Storage of
Medications”, last revised September 2012,
revealed medications and biological are storad
safely, securely, and preperly following
manufacturer’s recommendations, or in the
absence of such recommendations, according to
a pharmacist's instructions. It further revealed
medications are stored under praper condifions of
sanitation, temperature, light, moisture, and
ventilation according to manufacturer's
recommendations or in absence of such
recommaendations, according to a pharmacists

F 431 Continued from page 3

fregzer sterage must be returned to the in patiant

: pharmacy for proper siorage in accordance to

" manufactures guidelines.
Pharmacy staff will monitor unit freezers for

. compliance with no medication storage.
Monitoring will ocour daily until 100%
compliance is maintained. Monitoring of usnit
freezers will then be incorporated into ongoing

- medication room audits and frequency of '
reanitoring will be adiusted based on findings.
Results will be forwarded to Pharmacy and

- Therapeutics Commitles, Nursing Management:
Commitiee and Performance lmprovement
Commiitee for additional actions andfor

- recommendalions. Moniloring of unit freezers

 will b incorporated info the angoing
performance improvement improvement

. activities,
Completion dale: 9/30/2013
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instructions.

- The policy noted medications are stored at
aparopriate temperatures as defined betow:
Refrigerator temperature 2 degrees C - 8 dagrae
C (36 degree F - 46 degree F) 3
Room temperature 15 degree G- 30 degree C
(59 degree F - 88 dagree F)

- Freezer temperature -4 degrea F - 14 degree F

The policy further revealed refrigerator and
freazer temperature togs are maintained with
each refrigerator. Temperatures are recorded
daity in regutar medication storage refrigerators
and twice a cay in vaesine storage refrigerators,
In the event medication is stored in a refrigerator
or freezer which has deviated from the

: recommended temperature range, action: will be
taken based upon manufactures; information
andfor appropriate research, Medication will be

" delivered to medication storage areas in the

facility by pharmacy staff Medications not
administered may be returned to pharmacy,
returned to medication storage areas, or wasted
as appropriate,

- Gbservation on 09/12/13 at 2-30 PM, during an
inspection of the medication room refrigerator
and freezer on the 2 South Nursing Unit, reveaied
theré was no thermometsr in the freezer, and '
there was one medication prasent, a varicelia
Vaccing,

Arecord review revealed there was no dally
temperature log being maintained for the freezer. _

" Interview, on 09/12/13 at 230 PM, with
Registered Nurse (RN} #1 revealed the varicella
vaccing had baen dgalivered by the prarmacy to
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- administer to a resident and the vaccine was not
administered secondary to the resident's
condltion and it was returned to the 2 South

Nursing Unit freezer. RN #1 stated she did not

~know why there was not a termometer in the

- freezer or a temperature log for the freezer ang

: that she would investigate the situation.

CInterview, on 09/12/13 at 3:00 PM, with the

- Director of Nursing revealed medications and
biologicals were not routinely stored in the

: freezers on the nursing units. Medications and

 biclogicals which needed to be stored at a
freezing temperature were stored in the

: pharmacy and delivered to the aursing units when

‘ they were orderad to be administered. The
varicetta vaccine should have been returned to

 the pharmacy when it was not administered to the
resident, instead of the nursing unit freezer.
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K 000 INITIAL COMMENTS K000

_E CFR: 42 CFR §483.70 (a)
CBUILDING: o1
| PLAN APPROVAL: 1978
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF
TYPE QF STRUCTURE: Two story, Type Il {111} |
- SMOKE COMPARTMENTS: Six

COMPLETE SUPERVISED AUTOMATIC FIRE
CALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED {WET
SYSTEM with ANTIFREEZE LOOP)

 EMERGENCY POWER: Type | diesel generator

| Alife safety code survey was initiated and
concluded on 09/11/13, for compliance with Tife
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 PROVIOERISUPPLIER REPRESENTATIVES SIGNATURE TITLE 28] DATE

Any deficiency slatament anding with 2n asterisk "y dengles 2 deficiency which the instifution may be excused from correcting providing H is determined that
other safeguards provide sufficient protaction 10 the patienis. (Sen irstructions.) Except for nursing homes. the findings stated above are disciosable 80 days
foiowing the dale of survey whether of fot 3 plan ol correction s provided.  For nursing homes, the above findings ard plans ol coraction are disclasanie 14
days foflowing the date these documents are made svaitanle (o the facitity, If deficiencies are cited, an approved plar of correction is requisita is continues
program partieipaton.
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CFR: 42 CFR §483.70 (a)

BUILDING: 1

PLANAPPROVAL: 1978

' SURVEY UNDER: 2000 Existing

FAGILITY TYPE: SNFINF :
f TYPE OF STRUCTURE: Two story, Type I {111)
; SMOKE COMPARTMENTS: Six |

 GOMPLETE SUPERVISED AUTOMATIC FIRE
| ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED {(WET
SYSTEM with ANTIFREEZE LOOP)

| EMERGENCY POWER: Type | diesel generator

| Alife safety code survey was initiated and
concluded on 09/11/13, 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 Cods, 2000 Edition.

- No deficiencies were identified during this survey,

TITLE (XE| DAYE

JRFS D 1o/ /)3

sk {7} denotes @ daficiency which the institation may be excused frum comecting providing it i determined that
protection 1o the patients, (See instructions.} Except for rursing homes, the findings stated above are discinsebls 90 days
foliowing the date of survey whether or not 2 plan of comsction is providad. For nursing homes, the atave findings and plans of correction are disciosable 14
days following the date these doctrments are made available to the facifity. !f deficiencies are cited, an approved plan of correction is requisite to continuad
program participation,
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An Offsite Revisit was conducted and determined
the facility was deemed to be in compliance as
alleged on the acceptable PQC of 10/02/13.
LABORATORY DIRECTORS OF PROVIDER/S UPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the instifution may be excused from correcting providing it is determined that
other safeguards provide sufficient prolecfion fo the pafients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 99 days
follewing 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 fcllowing the date these documents are made available to the facility. 1f deficlencies are ciled, an approved plan of correcfien is requisite to continued
program participation,
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