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legal representative or interested family member,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, itwas
defermined the facifity failed to consult with the
reskdent's physician when there was a change In
the resident's condition, which had the potential
for requiring commencement of a new treatment
for one resident {#12} in the selocted sample of
12, Resident #12 exhibited emotional distress
related fo the inabllity to pass hard stoo! from the
rectal vault. The nurse removed the stool
manually and gave the resident an enema without
first consulting with the physician and without
current orders. Findings included:

Residen #12 was admitted on 12/03/09 with
diagnoses fo include Prostatic Cancer with Bone
Metastasis and Acute Myocardial Infarcilon. The
admisslon Minimum Data Set {MDS) revealed the
resident was cognitively indepandent with
decision making and needed timited te extensive
assistance of one to two staff membars with
activilies of daily living.

A review of the nurses notes, dated 12/09/09 at
8:00 PM, revealed the resident was In a panic and
needad to have a bowe| movement, Registered
Nurse (RN) #1 digifally removed a piece of hard,
"impacted stool" and administared an enema,

An interview, on 0471510 at 3:00 PM, with RN #1
revealed the RN's definition of a fecal impaction
was "a hard, large ball of stoo! the resident could
not rernove by himMherself." The resident was in
a panic state and the RN wanted to help the
resident get some relief. RN #1 stated she
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auscuited {listened {o) the resident's bowel
sounds prior to the removal of stool manually,
However, RN #1 stated she did not recall notifying
or consulling with the resident's physician prior to
the actions taken and provided no evidence of
physiclan orders authorizing tha procedures, A
review of {he physician orders revealed no
evidence of orders for an enema or digital
removable of stool.

An interview, on 04/15/10 at 4:08 PM, with the
Director of Nurses revealed the unwritien policy of
the facility required the RN to notify the physician
and obtain orders prior to manual removal of stool
and the adminisiration of an enema.

F 371 | 483.35(l) FOOD PROCURE,

$s=F | STORE/PREFPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
considered satisfactory hy Federal, State or local
authorities; and

(2) Store, prepare, distnibufe and serve food
under sanlary conditions

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and record
review, il was determined, the facility faifed to
store, prepare, distribute and serve food under
sanitary conditions related to unacceptable
thenmometer calibration and food temperatures;
food uncovered on the tray line for 40 minutes,
prior to serving; meat thawing in a food splattered
sink near the dirty dish sprayer and unacceptable

F 157

F 371

371 Sanitary Conditions - Food Prep & Service

The facility must store, prepare, distribute, and serve
food under sanitary conditions.

The Macareni salad was not served and was discarded.
It was replaced on the menu with fomato soup. The
lettuce and tomatoes were nof served and were
discarded; they were replaced at meal service. The
sanitizer solution was discarded and was replaced wilh
fresh sanitizer. The linoleum fifes beneah the
dishwasher were replaced immediately.  Any broken,
missing, stained or damaged tile was replaced on
05/03/2010, The two compartment sink was cleaned
and the cleaning schedule was reviewed with atl dietary]
staff on 05/03/2010. The dishwasher racks were
replaced on 05/03/2010. The Dictary manager
identified & new location for sterage of the dish washer
racks on 05/03/2010,

A senitation audit was conducted by the Administrator
and Dietary manager to ensure all areas of sanitation we
identified and addressed.
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sanitizer chemstrip levels in the sanitizer bucket.

A review of the Census and Conditions form
dated 04/15/10, revealed the facility census was
48. [t was determined 46 of 48 residents were
served foed stofed and prepared in the facllity
kitchen. Finding include:

1. An observation, on 04/14/10 at 5:00 PM, of the
preparation and food temperatures on the {ray
line for the supper meal revealed the macaronf
salad was 60 degrees Farenheit (F}. The
macaroni salad was placed back in the freezer,

An interview, on 04/15/10 at B:25 AM, with the
Dietary Manager revealed the Cook had
calibrated the thermometer to 40 degrees F,
instead of 32 degrees F, and that made the
{emperatura of the macaront Inaccurate.

2. Lettucs and sliced tomatoas wara observed
uncovered on a stalnfess steel tray from 4:50 PM
until 5:30 PM.

3. An observation of the sanlitizer bucket, on
04/14/10 at 4:40 PM and 04/15/10 at 12:15 PM,
revealed the bleach utilized for sanitation was
tested using a chemstrip for bleach and did not
indicate bleach in the solution,

An interview with the Regional Dietician, on
04/15/10 at 12:20 PM, revealed the hieach in the
sanltizer bucket "dissipated” after 15 minutes and
would not be measurable.

4, An observation of the kitchen, on 04/14/10 at
5:45 PM, revealed four linoleum tiles that were
buckled (raised) under the dishwasher,
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All dietary staff was re- educated on food temperatures
and tray line start times on 05/03/2010, All dietary .
staff was re- educated on food safety which included
sanitizer concentrelion and coving food items until
service on 05/03/2010. The dietary manager end
dietary staff were re-educeaied on thermometer
calibration on 05/03/10.

The administrator and Nutritionat Services Director will
monitor using a 50 point sanitation audit 3x per week
for three weeks and then monthly thereafter. Al results
will be reported to the Quatity Assurance Cemmiitee on
a monihly basis for further recommendaions.

Compliance date; 05/04/10
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5. Throughout the kitchen area were stained and
worn tiles, Dirt and debris were observed around
the sink and stove bases with broken and missing
liles and a black substance around the tile edges.

6. A two-compartment sink was observed
splattared with food particles.

7. Debris was observed around two-five pound
packages of hamburger meat that was thawing
under running water.

8. Five to elght plastic dishwasher racks, coated
with a blackaned substance, were stacked near
the thawing meat in the nexi sink. The garbage
disposal and dirty-dish sprayer had debris near
the sinks area.

An interview, on 04/15/10 at 12:30 PM, with the
Regional Disticlan revealed the blackened
substance was lime build-up., The racks were
clean and there was no place ta store racks in the
stall kitchen area. There was anly a
two-compariment sink for food preparation and a
hand wash sink.

F 428 | 483.60{c) DRUG REGIMEN REVIEW, REPORT
55=0 | IRREGULAR, ACT ON

The drug regimen of each resident must be
reviewed at least onca a month by a licensed
pharmacist.

The pharmacist must report any irregufarities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

F3M

F 428

05/03/2010,

05/03£201 0.

F 428 Pharmacy Services

Resident #8°
reviewed by the physician and discontinued before

Residents receiving psychoactive medications were
reviewed by Consultant Pharmacist, for medical
necessity of the psychoactive medications on

s medication order for Ativan was
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This REQUIREMENT s not met as avidenced
by: - '
Based on interviews and record review, it was The dMedication regimen review process was reviewved
determined the facility falled to ensure the by the administrator and pharmacist in regards to

psychoactive medications. ‘The pharmacist was re-
cducated by the Administrator on the need for monthly
revisws of psychoactive medications and providing the

pharmacist review included reporis of ail
iregularitlas to the attending physlician for one

Ao s i oo o i 1 i
recommendations by A

(antl-anxiety) to be adminisiered by intramuscular :

(M) Injection for behavior. Findings include: The Director of Nursing witt monitor by completing

monthly sudits x 3 months of the psychoactive

Resident #8 wa ; o the facility o medications to ensure they have been reviewed with
esident s admitted to ha facifity, on recommendations by the pharmacist, The results of the

10/01/08, with dlagnoses to include Aizheimer's audits will be browght to the Quality Assorance
Disease and Dementia with Behavioral Committes for further recommendations.
Disturbances, ‘

Compliance date: 05/04/2010
A revilew of Resident #8's Minimum Data Set
{MDS) assessment, dated (03/05/10, revesled the
residant had behaviors which included physically
abusive behavior, soclally inappropriate/disruptive
behavior, and resisted care one to three days in
the seven day assessment pericd. The MDS
assessment revealed the behaviors were not
easily allered. :

A review of Resident #8's physician orders, dated
09/23/08, revealed an order for Ativan 0.5
milligram {mg) by mouth {po} or intramuscular
{IM) times one dose now. There was also an
order, dated 09/28/09, for Ativan 0.5 mg po or iM
twice a day as needed (prn) for anxiety/agitation,
This order was clarified, on 08/30/09, to read
Ativan 0.5 mg po prn for agitatlon or Ativan 0.5
mg IM twice a day prn agitation, if will not take the
po medication.

A review of the clinical record revealed the onily
phamacy racommendation related to the Ativan
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was dated 03/26/10, and recommended both the
po and IM doses of Alivan be discontinued, due
to tack of use within the previous 60 days.

An Interview with the Consultant Pharmacist,
conducted 04/16/10 at 2:40 PM, revealed the
consultant was aware of the Ativan ordered for IM
adminlstration but had made no
recommendations regarding the medications use
or route of administration, prior to the one dated
03/26/10. The pharmacist revealed she had
reviewed the recommendations from the
psychlatric follow-up services the residsnt
received. Because the outside agency had
indicated a trial dose reduction was
cantraindicated, she had not made any
racommendations regarding the Ativan for
Resident #8. She also revealed she rarely saw a
standing order for IM medications for bahavior in
long term care facllitles, but afier reviewing the
order it did not sent up a "red flag™ for her. She
stated while she could not say it as a blanket
statement, she would generally not make any
recommendations regarding psychoactive
medications for a reskdent, if the resident was
receiving psychiatric services.

A ravisw of the consultant services coniract,
signed and dated 09/24/07, revealed among other
services the consultant was to review the drug
regimen of each facility resident and report in
writing any irregularity to the facllity Administrator,
Medical Director, and Director of Nursing
services: and the resident's physician.

An interview with the facility Medical Director,
conducted 04/16/10 at 1:55 PM, revealed the
Medical Director was unaware of the standing
order for IM adminisiration of Ativan for
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agitation/anxisty. She further stated she would
expact the staff to notify the physician if a
resident's behavior was escalating to the point
they required an iM medicafion,
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A Life Safety Code Survey was conducted on
04/14/10 to determine the facility's compliance
with Title 42, Code of Federal Regulations,
482.41(b) (Life Safety from Fire) relating to 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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