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F 000 INITIAL COMMENTS F 000

: The following deficlencies were noted during an

- unannounced receriification Medicare/Medicaid

" survey conducted 8/31/15 - 9/3/15. The sample

- included 4 sampled residents, 1 closed record and
: 1 non-sampled resident.

Department of Health and Soclal Services
: Division of Health Care Services
- Health Faciltiés Licensing and Certification
: 4501 Business Park Blvd, Ste 24, Bidg L
" Anchorsge, Alaska 99503

F 176 483,10(n) RESIDENT SELF-ADMINISTER . F176
ss=D" DRUGS IF DEEMED SAFE

: An individugl restdent may seif-administer drugs if
_the interdisciplinary team, as defined by

- §483.20(d)}2)(ii), has determined that this

. practice is safe.

:This REQUIREMENT isnotmetasevidenced -~ -+ - = = - Ca o
Chy: ' o

Based on record review, observation, and
interview the facility failed to ensure 1 (#3) out of
- 3 sampled residents reviewed, had an
.. assessment, periadic evalustion and a care plan
. related to the seif-adrinistration of an inhaler
based medication. This failed practice had the
poteniial to result In the resident incorrectly

ABORAT! -‘-(-E éTOR's OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE T i {X8) DATE
- LT Al aisbrod -
| el algbratoy refifis.

Sny deficlenizy etateriiant ending with an asterisk (*} denotes a deficiency which thé institution may be extuséd frorh conasting providing i id deterfnined that
sther safeguards provide sufficient protection to the patients. (See insiruciions.} Except for nussing homtes, the findings stated above are disclosable 80 days
‘oilowing the date of survay whether or not a pian of corection is provided. Faor nursing homes, the above findings and plans of correstion are disclosable 14
1ays follawing the date these documenls are made avallable o the facility. If deficlencles are cited, an approved plan of correction s requisile to continued
srogram participation.
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F 000 | INITIAL COMMENTS F 178 a) Immedfate Corrective action:
{1t was explained to the resident that
facility had failed to follow our palicy to
Tha following deficiencies were nated during an ‘assess her ability to effectively self-
““a““"“"csd :Zzegg?ﬁfg’” 9";";31;3,;‘;’:‘1::[:3:: {administer her medication.
;L::rl\:x?;ﬁns:;pled residents, 1 closed fecorét] and | Reviewed the SAM program requirements
1 non-sampled resident. It resident agaln, who, after
| understanding the requirad controls,
. ) indicated that she was still interested.
D?Pﬁfﬂme;‘lt_ff ::%m r:gc;ns;;‘::' Services ' A 5 day consecutive assessment of her
gg’;’;ﬁ 'I'::c“.;eas Lic;asing and Cettification  training and ability to self-administer the
4501 Business Park Blvd, Ste 24, Bidg L -medication was conducted as per a new
Anchorage, Alaska 89503 ‘gecurrence. The Physician and IDT agreed
"that Resident was an appropriate
icandidate for the program. The necessary
;documentation was acquired. {See
F 172 | 483.10(n) RESIDENT SELF-ADMINISTER jattached documents for Resldent)
S50 DRUGS IF DEEMED SAFE Ib) Who else can be affected:
i Any Resident in the LTC who wishes to
Aqn indlviduzl resident may self-administer drugs If | enter the Salf Administration of
the interdisciplinary team, as defined by_ Medication Program.
§483._20(_d){2)(ii), has determined that this lc} Measure to correct deficiency:
practice is safe. | Consultant Pharmacist, Physician and
' i Team Leaders made aware of this
This REQUIREMENT Is not met as evidenced I deficiency.
by: : Policy revised and reviewed with each of
Based on record review, observalian, and i the parties together with accompanying
inf:r?iie?vnt:le facility faiiéd io ensure 1' (#3) outof forms and SupporTNe documenta?llon tn
3 sampled residents reviswed, had an ¢ order that all parties become familiar.
assessment, perfodic evaluation and & cara plan ' (See attached Policy }.This program and
ralated io the self-administration of an inhaler i the need to follow our palicy for
based meadication. This failfad pra'xctice had the I assessment and —re-assessment was
potential to result in the resident incorrectly | addressed.
i
[AGORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE PEYDATE

Any deficiancy statement ending with an asterisk (7 danotes a deficlency which the insttution may be excused from correcting praviding it is determined that
olher safeguards pravide sufficient protection to the patients. (See mstructions.) Excapt for nussing hemes, the findings staled above are disclosable 90 days
following the dale of survey whelher or not 2 pian of correction is provided. For nursing hames, the above findings and plans of corection are disclosablz 14
days foiowing the daie thase documents are made available to the facility. Ifdeficiencies are ciled, an approved plar of correction s requisite to conlinued

program participation.
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Revised documents:
F 178| Continued From page 1 F 178li) Revised policy.
administering ihe medlcahon and receiving © i} Aletter for which the Resrde nt signs
nadequate medication therapy. that they wish to participate in, and will
, comply with, the requirements an
Recard review from 8/31/15 to 9/2/15 revealed contfﬂ"[' tth qa. ements and
Resident #3 had a diagnosis of chronic airway fois O the program.
obstruction disesse. iii} Revised 1DT checkiist template-there
7 7 is 2 prompt hardwired into the
Random observations from 8/31/15 to €/2/15 docurnent for Pharmacist or Nurse
revealed Resident #2 had an albuterol meter facilitator to ensure that this is discussed
dosed inhaler o thé bedside table: with the Physician, Resident and rest of
Review of the physicians orders; deted 9/15, the IDT every quarter. o
revealed the Resident had an order for aibutero iv) The nurse will also be monitoring the
meter dosed inhaler to use as needed for resident accountability Sign-oﬁ' sheet to
dyspnea andwheezmg include this documentation into the MAR.
Revi f the nirsing prograss nofes, dated iv} Also highlighted, is the need for a 3-day
eview of the nursing p \ . ‘
3/22/15 to 82415, reveaiad no assessment or COI"ESECU?]?E f'e-lasses_sml?nt of the
evaluation of he Resident's abilty to resident's §k|[| in detivering her ewn
self-administer medication from an inhaler. medication after she has gone to any
Additional revigw reveaied the Resident went to QOutpatient procedures or admission tg
Anchorage twice for surgery. ' hospital.
iew of the care plan, last feviewsd 8/10/16 d} How to assure this is working: ;
Review of the care pian, , ’ -A list of all Residents who are :
ravealsd no.care plan In place for the EER P |
self-adminisiration of medications. participating in the SAM Program wili be | -
' o . followed in the Quarterly P&T Commilties
Review of the interdisciplinary team meeting meetmg' effe[;twe [mmedlately, and
minutes, dated B/19/15, ?IZhZI 'g' ?f:jd 2{{ 17! ;g_-l . reports of their reassessment statlises will
rovealed no avaluation of the Resident’s akility to be discussed to ensure adherence 1o
self-administer mhalant medications.
poticy and compllance.
Buring ap mtarview an 9/2!15 at B 8 am the - Consuitant Pharmacist in his monthiy_
Director of Medical Records stated the medlcai vevigws wil] be : as i{fngth?ﬁhé'
record dld nof cGﬂiﬁaln any EEEf-admin I prggram [5 be;ng camphed With :
medication evaluation and tafairad the Surveyor “This w]” aI so be reporte d at the LTC ;'UR
- li
gjatzhfffﬁ administration of med:catmfl paolicy | Mana_gement meeting by the Case .
Manager/RN for accountability purposes.
ORM CMS2EE7(0299) Piviotis Versioris Obsolets ~— =~ ~ Evént ID:NKKMT - “* Fagility IDEBVBCLTE = - = o oo e cdfiltgialior’ shiget Page 2 of 12




DEPARTMENT OF HEALTHAND HLMAN SERVICES

PRINTED: 0042172015

CENTERS EOR MEDICARE & MEDICAID SERVICES OME MOy Qo e
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICUA X2) MULTIE
AN PLAN OF CORRECTION . IDENTIEICATION NUMBER: : ;um,NGLE CONBTRUCTION ”‘3’;’};5&‘.
COMPLETED
025034 B. WING
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PROVIDENCE VALDEZ MEDIGAL CENTER S11MEALS AVENUE
VALDEZ, AK 99635
(44) 10 SUMMARY STATEMENT OFDEFICIENCIES o PROVIDER'S
PREFX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH ccnnesc-riL:g p?;nﬁ?:g&an”as oom‘pﬁ-tmn
TAG REGLLATORY QR LEC IDENTIFYINGINFORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE BATE
F 176} Continued From page 2 F 178{e] Completion Date: 10/1/2015

F 24
§8=

During an intetview on 8/3/15 at 8:30 amthe
Director of Nursing (DON) siated that
sei-adminisiration of medications should be
evaluated dwring each inferdisciplinary meeting.

Review of the facility's policy "Self Administration
of Medication.. 982 111.," new effeciive date
12110/14, revealed each resident is assessed for
their ability to self-administer medication. In
additlon, residents wha salf-administer
medication will be evaluated on thelr ablilty to
continue seff-administering on & weekly basis.
The policy continued to state residents who are
hospitalized will be resvalualad for af least 3
conseculive days for their ability {o continue e
self-administer madications.

483.20(b)2)(i) COMPREHENSIVE
ASSESS AFTER SIGNIFICANT CHANGE

A facility must conduct a camprehensive
assessment of & resident within 14 days afterthe
faciiity determines, or should have determinad,
that there has been a significant change inthe
residant's physical or mental condition. {For
purpose of this section, a significant change
means a major decline or improvement in the
resident's stafus that will not normatly resoive
itself without further infervention by staff or by
implementing standard disease-related zfinical
interventions, that has an Impact on more than
one arza of the resident's health status, and
requires interdisciplinary review or revision ofthe
care plan, or both.)

F 274

f Signature:md/
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F274| Continued From page 3 F 274 @) Corrective action: i
A Slgnlfn:a nt Cha nge report for this ’
This REQUIREMENT is not mat as evidenced resident has been filed. :
by- Review with Team membersas wellas |
Based on record raview and intsrview the facifity rgsord review indicates that all the |

falled to complete a comprehensive assessment nEgds af the TESIdEl:!tS were carefully i .
after a significant change for 1 resident (#1) of 3 met. :
sampled residents. Specifically, the criterfon -Unintended weight loss: Dietician
necessilating a significant change assegsmenr: consulted 4nd her ldeal body welght !
had been met in the areas of unplanned weight C e tnor < :
loss, overall deterioration of the resident's was recotded to be 1101bs +/-10%, she ;
condition with concems to activities of daily living haciftabﬂ.’z\?d 'f‘_the 150's after her twa
(ADLs), and a change In behavior. Failure to UTYs, and nutritional sqpptem}ants. o
complste a comprehensive assessment giter a -ADL Change: She did have changes and |
significant change had tha potential for the these were thought to be related to the |
residents most current needs not being expected progression of her Dementia, |
addressed. Findings: - - i
The appropriate care was provided to ¢
Record review from 8/31/15 to 9/3/15 of Resident ensure that she was safely :
#1's "Admission Face Shest,” dated 1215114, accommodated. !
and "History and Physical,” dated 12111114, -Behayioral Changes: the notation of the |
revealed the Resident was unable tc; ?ala:-e for - increase In the number of Ativan doses

herself at homse, and had a history of falls, urinary )
’ . . was related to'a change in the MD's
i ! , and progressive dementia. _ :
tract infection (UTI), and prog ;mg that she cau!d have .
Record review from 8134715 to 96/16 revealed fréquent doses during” the day. |
Resident#1 had an initial comprehensive She. had, fora. prolonged period- :
assessment completed on 12118/14, and mdmated nimercus combative ;
quarterly assessmenis completed on 3/20115 and epi sades that coul d aot bé alléviated E
BASTIS. unti] she was altowed to have her Ativan |
doses earlier in the day, and since then, i
Weight Loss: “her disposition has improved With nedrly |
L S no combative episodes. =~ |
Record review from 813116 {o 9/3115 of the ;
| weight flowsheet log, found, in the Resident's .
madical record, revealed the Resident was L o .
admitted on 12/11114 with a weight af 182 pounds !
{Ibs.). On 3117115, the Resident weighed 180.9 l
TORM CME-2567(02-98) Prelious Versions Obsdlele Event 1D:NKKO11 Facllily Jo: PVRCLTC if confinuation sheet Paga 4 of 12
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Ibs, This resulted In a unintended weight loss of
11.6% over 97 days.

Further review of the Resident's "Quarierly
Progress Note," dated 3/31/15, indicated
""Resident #1's] appetite Is very poor. [Sthe] has
had a welght loss of 26 Ibs. since admission ..."

increasad need for Activitles of Daily Living
{ADLs)Assistance:

Record review of the Resident's iniiial MOS
{Minimumcdata sef}assessment, dated 12/18/14,
and Quarterty assessment, dated 3/20/15, when
compared side by slde, indicated an Increased
need for AQL assistance inthe areas of bed
mobility, walking inraormn, locomotion onthe unit,
dressing, eating, toilet use, personal hygiens, and
bathing.

Further review of the Resident's "Quarterly
Progress Note,” dated 3/31/14, indicated
"IResident #1] has experienced a declne in
ambulation this past quarter. Modifications 1o care
ptan refiect use of 4 wheeled walker instead of
front-wheeled walker, gait belt, and contact guard
assist... [S/he] has experienceld] 2 supportedfalis
withaut injury this past quarter. [Resident #1]
requires one person assislance with
transfersfambulation, bathing, grooming/hygiene
tasks, tolleting, dressing, and eating. [S/he]is
able to feed herself at times, but needs to befed
by staff when she is not motivated {o inltiate
eating herself."

Change inBehavior:

{4 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF GORREGTION
PREFIX (EACH DEFICIENCYMYST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATe
: DEFICIENCY)
F 274 | Continued From page 4 F 274/b) Who else can be affected:

Any Resident In the Nursing home can
be affected.

) Measure to address deficiency:

MDS RN researched and cansuited with
National MDS expert to ohtain clarity
and to gain better understanding of
what may be interpreted as criteria tha
would constitute Significant Change for a
repart to be fifed.

MDS RN will review the RAI Reference
Guide,

) How to assure this is working:
At the Quarterly IDT’s for each resident,
the IDT will evaluate together if thare are
" significant ¢changes that need to be
reported.
Discussion during resident rounds In the
weelly LTC/UR Management Team
meetings will address changes that may
constitute criteria for filing the Significant
Change reports for ail residents {declines
or impravements). A report by MDS
nurse to verify that a Significant Change
Report has been filed.
LTC Administrator, will monitor this more
closely.

i) Date of completion:

10/1/2015
W

f) Signature:
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' Racord review of the "Medication Administration

During an initiat tour Interview on B13T115
between the hours of 8:00 am and 10:00 am, the
"MOS Nurse Indicated that Resident #1 can gat
agitated at times, had struck cut at siaff before,
and can be resisiant to cars,

Record” revealed the Resident's use of the
medicafien lorazepam {Atlvar), was given for
freating "Agrtalioannmety " Further review
revealed that the Resident recelved Ativan for a
numbet of reasons, such as, anxiousness,
restlessness and increased agitation.

Record review from 813111510 9/3115 of the
*monthiy Utliization Review - June 2015,"
revealed Resident’s use of Ativan had increased
from 12 doses jin January, fo 28 doses in
February, | and. 39 doses in March. The numberar
doses the Resident was receiving more than
doiibiad i the month of February (compared to
the previous month) Indleating an increase inthe
medicatien's target behaviors of
"agitation/anxiety.” Additianally, the resadentused
11 miore dosas of Ativan in March than in
February

-During &n mterview on-B1215at 2; 45 pm, the
MOS Nurse acknowledged the Resident’swmghi

' |68s siice admission, as well as, dhincreased.
need for avtivities of daily living (A0L) assistance,
and change in behavior inferventions. The MOS
Nurse further stated that, in hindsight.a

sigrificant change evaluation may have béen
warranted given the changes to Residsnt #1's
behaviors and AlLs during the same time asthe
Resident's weightloss. :

During an Interview on 912115, thé Rééider!‘l'g

o) 1D SUMMARY STATEMENT OF DEFICIENCIES j{] FROVIDER'S PLAN OF CORRECTION .
PREFX {EACHDEFICIENCY MUST BE PRECECED'BY PULL PREFIX (EAGH CORRECTVE ACTION EHOULD BE coMPLENGH
TAG REGULATORY GCR LSG IDENTIFYING lNFDRMi\T]ON) TALS CRCSS REFERENCED TOQ THE APPROPRIATE DATE
T DEFICIENCY)
F 274 | Continuad From page & E274

Event 10: NKKO11

Faclity 1D: BVIACLTS

if continuation shest Paga § of 12
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F274

F 371
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FORM CMS-2567102-89) Pravious Versioris Qbsalele

Continued From page €

family member stated a noticeable deciine in the
residents overall condition during the past year.
The family membher indicatad that the Resident's
declina, both physically and mentally, began while
the Rasident was living alone at home, as s/he
had several falls. The Resident's family member
further stated the Resident's decling continued to
pragress after admission to the hogpital, and
aventually the long term care (LTG} unit.

The Surveyor noted thres areas of decline atthe
tima of Resident#1's 3/20/18 Quartarly MOS
assessment, they are: the Rasldent's significant
unpianned weight loss of 11.8%; an increased
need for AQL. assistance; and increased usage of
PRN medication to treat ihe target behaviors of
agitation and anxiety. The changes noied above
meet the criterion necessary 1o Inltiale a
Comprehensive MOSassessment.

Record review of the facility's "MOS Pian of Care
Assessments” policy, effeciive dele2/11/15,
staies "A Comprehensive MOS assassmentis
complieted on el new resident admissions and
annually as well as if a signiffcant change ocours
In a resident's condition or on refurn from a stay
in an acute care hospital.”

483.35() FOOD PROCURE,
STORE/FREPARE/SERVE - SANITARY

The facilily must-

{1) Procure food from sources approved of
considared satisfaciory by Federal, State orlocal
authorities; and

F274

F 371

a) Correclive Action;

The 3 frozen plzza, 7 Marie Calendar’s
meatballs frozen meals, 4 bell peppers, 2
groups celery stacks and 2 cucumbers
waere discarded.

1] Who else can be affected:
All occupants of the Nursing heme and
others who would partake of foads
cooked in the kitchen could have been
exposed to food-horne Hinesses.

Evenl IDMKKD11

Facility [0, PYMCLTG

if conbnuation shezt Peae 9 of12
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{2} Store, prepare distribuie and serve food
under sanltary conditions

This REQUIREMENT is notmetas evidenced
by:

Based on obsarvation and Interview the facility
faited to ensure frozen foods were stored per
manufacturas instructions and vegetzblos were
discard appropsiately due to condition. Thiz
created a potential for food-borme fliness in 2
vulnerable poputation (based on 9 residents who
recaived food from the kitchen). Findings:

Duwing an ebservation of the gentral kitchen on
8/31/15 at 9:00 am revealed:

3 frozen pizzas thawed in the refrigerator,
manufaciures nstructions indicated to keep
frozen yntil ready o cook;

7 frazen Marie Calendars meat balls in the
refrigerator, manufaciures instrustions indicated
o keep frozen until ready o cook;

4 red peppérs that wera soft to the foych and

1 had black spots;

2 groups of celery stalks with fuzzy coating;
and
2 cucurnbers with fuzzy coating.

During an interview on 8/31/13 at 9:.20 am the
Dietary Manager stated the staff usually kept
frozen foods in thé frééZer ay opposed fo placing
in the refrigeérater. In addition, the Dietary
(anager stated the vegetablea that were saft to
the touch, containing biack spots and fuzzy

1)Under the supervision of the RD, Dietary
i Supservisor ant/or Director of Support
i Service dietary will purchase praduce bi-
weekly to ensure whaolesomeness and
: freshiness. Dietary staff Wil ensure new
; shipment of praduce is piit mto tlean
sanmzed bms!travs Each produce
blns[trays will be [abeled With a use-by
;adate following the USDA faod storage
i chart located in department.
ii) Dietary will continue to follow protocol:
i daily AM cook to do a walk through
; coolers, freezers, reach in cooler & dry’
storage room 1o complate a hands on
visible 360 degree inspections especlally
as it relates to produce to ensure
wholesomeness and freshness, chart and

| discard any foods’out of daté or

questionable.

Department wifl add to pl‘otb'col, that the
PM cook do a walk through as described

| above as well,

_’ii'i)‘Wfth a menu change the Registered

; Dietician, Dletary Stpervisor, and/or
Dlrector of Support Sewices ‘will do the
 following:
; Develgp an action pian that addresses
reviews proposed changes.to ensure-

i foods meet nutritional needs to all

| patients & resident’s diet needs by
rewewmg nutrition labels and review

; raanufactures thawing and cooking

, directians.

4} 1D i - 5]
g};Eﬁx _ (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
) ghge ) = gg_g_l_g;ronv ORL Lsc IDENTIFYING INFORMATION) | TAG | CROSS-REFERENGED TO-THE APRROPRIATE DATE
SEREE g : TDEFICIENCY} -~ v
F 371 | Continued From page. 7 F371 c} Measure to address deftc;ency
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STATEMENT OF DEFICIENCIES {1} PROVIDERISUPPLIERICUA {42} MULTIFLE CONSTRUCTHON
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coating should have been removed.

F 431 | 483.6Q(b)}, {d), () DRUG RECORDS,
so=£| LABEL/STORE DRUGS & BIOLOGICTALS

The facility mustemploy or abtain the services of
a licensed pharmacistwho establishes asystem
of recards of receipt and disposition ofall
controlled drugs in sufiicient detail to enable an
accurate reconciliaion; and defermines thatdrug
records are inorder and that an account of afl
controlled drugs is maintained and periodicafly
recanciled.

Crrugs and biclogicals used in the facility must be
1abeled ih accardance with currently accepted
professional principles, and include the
appropriate zccessory and cautionary
Instructions, and the explratlon date when
applicable,

Inaccordance with State and Faderal laws, the
facility must store 2l drugs and biologicals In
locked compariments under propertermnperature
controls, and permit onty suthorized personnel
{0 have accesstothe keys.

e} Date of completion:10/15/2015

f} Signature: ﬂ//

(4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION
BREEX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE cumgf.?rm
TAG REGULATORY OR LEC IDENTIFYINGINFORMATION) TAG CROSS-REFERENGED 7O THE APRROPRIATE DATE
DEFICIENEY)
Training to be completed by RD or COM
F 371| Confinued From page 8 F a7q

to all dietary staff regarding the change in
the menu and the action plan that
addresses the above items.

It service for staff on new process &
competency to be reviewed with staff and
re-visited annually. (See sttached
competency and policy).

d} How to assure this Is working:
Dietary Supervisor will ensure that
processes are followed by the staff,
through set inspection gprotocols and
Dietary Supervisar will be in-charge of
identifying change of processes if needed.
She will consuit the Dietician,
Dietician wil provide guidance or
recornmendations, with & visit to audit for
compliance quarterly or if requested by
the Directar of Support Services.

FORKS CMB-2567(02-98) Previous Versions Cbaclele Event tD:NKKD11
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DEPARTMENT OF HEJ’\LTH AND HUMAN SERVICES

% PRINTED 091242015

‘CENTERS FOR MEDICARE & MEDICAID SERVICES . _ ¥,
STATEMENT,OF, DERICIENCIES (X1) PROVIDERISUPPLIER/CLIA . x2) MULTIPLECONSTRUCTION I
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING = 7. Fratioheabiid
7 . 025034 8. WING U 09/03!201 5
" NANIE OF PROVIDER ORSUPPLIER —— %5 a7~ vt 5 + ——|—STREET ADDREBS CITY, 8TATE, ZIP GODE #— = - = = Mo sy
. S11MEALSAVENUE
DEZ MEDICAL GENTER
PROVIDENGE VAL | VALDEZ, AX 90688
PIPTS SUMIARY STATEMENT OF DEFIGIENCIES n ~ FROVIDERS PLAN OF CORREGTION o -
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH JORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYINGINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F431| Continued From page 9 F 4315} corrective action:

The facility must provide separately lockad,
permanently affixed compartments for storage
of confrolled drugs listed in Scheduie Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject 1o
abusg, except when the facllity uses sing!e
urit package drug dlstrlhutlnn gystems in
which the guaintity stored is minimal zntd a
migsing dose can ba readily detected.

This REQUIREMENT Is not met as evidenced

by:

Based on ohservallon and interview the facility
fatled to ensure the package integrity of controlled
medications were preserved and free from
oomprom es forZsampIed residents (#1 and
#3) out & sampred resfcents and 1
non-sarapied residéent [#8). This created a risk for
comprontised medication stability and had the
potential to affect all residentsreceiving. :
controlied medications (based an a census of 8},
Fmdmgﬁ

Observation on 8/31/15 at 12:00 pm 6f the
locked drawer on the medication cart revealed
compremised trémadol bubble packs for
Resident #1. Additional observalion revealed
compromisad tramadol and: Norco hubble packs
for Resident #3. Further observation ‘tevealed a
compromised tramadal bubble pack for Resident
#B. The bubble packs’ integrity was comproemised
by means of heing punciured, ripped andfor
taped over.

had compromised packaging wera
appropriately discarded and accounted
for by Pharmacist, as per policy for
“Scheduled Contrel Sitbstances-
Accounting Procedures”, {Attachad:
Policystat ID 1227966}
In arder to protect the integrity of the
packages until @ new locked cupboard
was acguired, they were placed in
individual sleeves fur protection to
mitigate any further Inadvertent
puncturing of the compartments.

b) Who else can, be affected:

All regidents in the'Fa cility whe depend
an the mtggnty and efficacy of these
med!catinns when thev nead.them.

c} Measure to address defsciency
Team Leaders Viere éducated and

of controlled: substances {Staﬂ' Meeting
ccmpieted 10/‘1/15}

v e L 2 a

moré room for the iarge humber of
individual controlled bubble packages to
e hotged safely, wrthout riare -

iicidences of iadvet
compromise to the hiibble packaging.

All controlled unit dose medications that

reminded of the eritical nature of ensuring
| the integrity.of the medication, as well as
1 the sensitivities around the.management

A new locked cupboard for non controlled:
rneds was acquired (3/28/15} to allow for ;

1 pum:tUrlng and ,

FORK CMS-2567(02-89) Previgus Versions Obsaletr

Event [0t NIGL011
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 09/21/201§

FORM ARPROVED
CENTERS FQR MEDICARE & MEDICALD SERVICES OMS NO . 0838-0391
STATEMENT OF DEPICIENCIES {X1) PROVIDER/SUPPLIERICUA £%2) MULTIFLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING COMPLETED
(125034 B, WING 09/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
911MEALS AVENLIE
EZ MEDICAL CENTER
PROVIDENCE VALDEZ MEDIC VALDEZ, AK 99686
(x&] 1 SUMMARY STATEMENT OF DEFICIENCIES tlag PROVIDER'S BLAN OF CORRECTION oS
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SKOULD BE CORPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APRROPRIATE oaTE
DEFICIENCY)
F 431| Coniinued From page 1&'31”5 15100 LN F 431 d) How to assure this s working:
During an interview on at12:10pm . . o
(Licensed Nurss)#1 stated that If a med!cation Pharkm“'“ will be performing randaem
was refused, they would return the pill by first weex Iy and monthly checks of the
taping ihe dispensing flap in order to secure it medications ta ensure that there is no
until ready to dispense. inaddition the LN stated further compromise in the practices and
that because the facliity hadto pack so marny of reservation of integrity of the controlled
the individual dosed bubble cards into one :’ne o grity controlie
drawer, which potentially could have caused . )
physical damage to the seals protecting the Report at Pharmacy &Therapeutics and
medicaiions. Quality Management Committee meeting
that there is ne further tompromise of
During an Interview on 8/31/15 the Pharmacist medleations in their packaging in the LTC.
stated he was awars of this ongaing issue and
confinmed the packages were crowded into the .
locked slorage drawer. The Pharmacist e) Date of completian: 10/1/2015
acimowledged the facility had a proklem with )
available contrelled medieation storage space. In f} Signature: iy
addition, the Pharmacist stated he did not
condane the medications being taped aver.
F 518 | 483.75(m){2) TRAINALL STAFF- FE18
The facility must frain all employees iner::]erge.r}cy Re-education of the Dietary staff on
procedures when they begtn to work inihe facility; g -
periodicafly review the procedures with existing Emergency procedures d””".g a Fire;
staff: and carry out unannounced staff drills using where ta access the pull stations, the
those procedures. availability of the hood fire suppression
system, and the purpose of tha differant
This REQUIREMENT 15 not met as evidencad types of fire extinguishers.
by:
Based on interview and cbservafion thefacility .
failed to ensure staff had sufficient knowledge b) Who else can be affected:
and skilis to respond to a fire emergency inthe All occupants of the facility could be
central kitchan for 2 of 2 kitchen stall inlerviewed. affected by the expasure to unsuppressed
Failure to ensure staff could respond 1o a fire smoke and fire ariginating from the
emergency placed residents at risk for injury kitchen.
and/or expasure {0 a smoke and fire
shvironnient. Findings:

FORM CMS-2567(02-99) Previous Versiany Obsolete

Event 0 NKKHA
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To%3) BATE aURVEY
COMPLETED

R (ST 7/ .2 o & |- S

ITATEMENT OF {(%1) PRQVIDER/SUPPLIER/CUA X2y MULTIPLECONSTRUCTION
JEFICIENGIES AND FLAN OF IDENTIFICATION NUMBER: A BUILDING
'ORRECTION )

NAME OF PROVIDER QR SUPPLIER

PROVIDENCE VALDEZ MEDICAL GENTER

STREETADDRESS CITY S‘I’P.TE ZIP CODE
211 MEALS AVENUE
VALDEZ, AK 88686 © . &

*4) ID SUMMARY: smrsmr-:m oF DEFH:IEMCIES D PROVIDER'S PLAN:OF coanec-ncm (X2
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROES-REFERSENCED TQO THE APPROPRIATE DATE
DEPICIENGY)
¥ 618 | Continued From page 11 F §18c) Measure to address deficiency:

Buring an mterwew and observation cn gf2f5at
2:15 pm Cogk #1 was asked ifthe kitchen had a
fire extinguisher. In response, the Cook stated
the kitchen had a red one. The Cook was asked
to show the Surveyor the locattan of the
exiinglisher. Cook #1 walked around the kitchen
and pointed to the fire extinguisher on the wail
and stated the canister was silver and not red.
When asked what the extmgulsher was Intended
to do, the Cook was not able io verballze its
intended use for grease fi fi res. Addltfonal interview
revealed the Cook wis not aware the hood
suppression system cou*d be actwated manually.

During an interview on 912115 at 2:16 pm the
Dietary Manager was not able to verbatize an
appropriate method to manually activate the hood
suppression system. In addition, the Distary
Manger was not able o verbalize the correct use
of the silver K-exfinguisher located in the kitchen.

Observation on 9/2/15 from 2:15%0 218 prm
revealed the kitchen contained a siiver
K-extinguistier that wag interided %o be uséd
for ordinary cambustiblas and greasa 11 res

Rewew of Ansul R-:IZO katchen hcud fire
Updates made to monthly dietary
department safaty checks that include
areas noted as above.

(See Attached: competency : Response to
a fire within Dietary Department, and
Monthly Department Safety Checklist)

d} How te assure this is workmg
Designated Safaty persg nnel will perform

the monthly Safety checks- quizzing staff
and performing on- going trammg as
needed.

] Date of completion: 10/15/15

§) Signature: W

Evant 10 NEKDH
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