PRINTED: 04/15/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
025028 B. WiNG 01/08/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

P.O. BOX 160
CORDOVA, AK 99574

CORDOVA COMMUNITY MED LTC

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

The following deficiencies were noted during an
unannounced standard recertification
Medicare/Medicaid survey conducted 1/4-8/16.
The sample included 6 sampled residents (5
active and 1 closed record) and 1 non-sampled
resident.

State of Alaska

Department of Health and Social Services
Division of Health Care Services

Health Facilities Licensing and Certification
4501 Business Park Blvd. Ste 24, Bldg L
Anchorage, AK 99503

F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 2/22/16
ss=p | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 02/01/2016

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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due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation, and
interview the facility failed to ensure the care plan
was revised to reflect the current care being
provided to two residents (#s 1 and 2) out of 4
residents reviewed. Specifically, resident #1's
care plan was not revised to reflect the
discontinuation of a seatbelt and resident #2's
care plan was not revised to reflect the use of
side rails in bed. This failed practice created an
inaccurate reflection of the care the residents
were currently receiving and placed the residents
at risk for not receiving necessary care and
services. Findings:

Resident #1

Medical record review on 1/5-8/16 revealed
Resident #1 had utilized a seat belt while in the
wheel chair to prevent injuries from falls. The seat
belt had an alarm that was to alert staff when the
device was removed.

Review of a physician's order, dated 12/29/15 at
4:00 pm, revealed "D/C [discontinue] lap belt
[seat belt]..."

Random observation throughout the survey on

DISCLAIMER STATEMENT:

Preparation and/or execution of this plan
of correction does not constitute the
providers admission of or agreement with
the facts alleged or conclusion set forth in
the statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is required by the
provision of federal law.

F279

1. The Nursing and CNA Care plans
have been revised to reflect the
discontinuation of the seatbelt for
Resident #1 and the use of upper side
rails for Resident #3.

2. Resident care plans will be reviewed
to ensure that care plans are up to date
and reflect resident needs.

3. Resident care plans will be reviewed
regularly to ensure they are updated and
meet resident needs.

4. Care plans will be reviewed regularly
through the facility's Quality Assurance
process. The DON is responsible for
ensuring this plan of correction is
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attached to the back of the wheel chair, but was
not in use.

Review of the CNA (Certified Nurse Assistant)
care plan updated, 10/26/15 revealed "Mobility
#2. Uses a seat belt alarm when up in wheel
chair." The document was signed as being read
on 1/2/16.

Review of the Comprehensive Care Plan updated
10/26/15 revealed "Intervention... 2. Have lap belt
alarm on when resident is in wheelchair to be
alerted when [Resident #1] is getting out of the
chair without assistance... 4. When using lap belt,
document per policy regarding release of belt,
toileting, providing exercise, massaging area
around belt, giving nourishment or hydration, etc."

Resident #2

Random observations during the survey from
1/5-7/16 revealed while Resident #2 was in bed
both upper side rails were in the up position.

During an interview on 1/6/16 at 9:15 am CNA #1
stated both side rails were kept in the up position
when the Resident was in bed.

Review of the most recent "Safety Assessment of
Restraints and Assistive Devices" dated 10/7/15,
revealed the box for "Side Rails" was checked.

5.
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1/5-7/16 revealed the Resident's seat belt was sustained.

This will be completed by 2/22/2016
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Review of the Residents comprehensive care
plan, dated 12/2/15, revealed the problem
"Potential for Falls/Injury [due to] Impaired
Mobility". The listed interventions included "10.
Resident does not use upper rails for turning but
the staff can put up to assist with turning for
repositioning and cares. Put side rails down after
positioning and cares completed.”

Review of the facility's policy, "Comprehensive
Assessment and Care Planning", dated 5/1/07,
revealed "4. The Comprehensive Care Plan and
Resident Daily Care Plan are revised as changes
occur and is also reviewed and revised quarterly."

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 2/22/16
ss=D | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced

by:

. F309

Based on observation, interview, and record

review the facility failed to ensure 1 resident (#1) 1. Resident #1 will be assessed for the
was assessed for the need of assistive devices need of assistive devices while dining.
while dining and failed to ensure 1 resident (#3) Resident #3 will be reassessed for pain
was reassessed for pain following interventions, following interventions.
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out of 4 sampled residents . This failed practice
placed 1 resident at risk for lost independence
and the ability to eat in a dignified manner and
placed 1 resident at risk for unmanaged pain
levels. Findings:

During an observation on 1/5/16 at 12:40 pm,
Resident #1 was seated at the dining table eating
a lunch that consisted of a sandwich and potato
salad. The Resident attempted to use a spoon to
scoop potato salad from the plate. When the
Resident had scooped up a spoonful of the salad,
it fell off the spoon and onto the table. Several
times the Resident picked the potato salad up
with his/her fingers and ate it. Licensed Nurse
(LN) #2, seated next to the Resident, did not
suggest the Resident try a different type of plate
or spoon to facilitate eating.

On 1/6/16 at 12:15-12:30 pm in the dining area
LN #2 was observed setting up Resident #1's
lunch tray. The LN encouraged the Resident to
use a spoon to eat the cooked vegetables from
the dinner plate. Several times, as Resident #1
scooped the food from the plate, the vegetables
fell off the spoon and landed on the table. The LN
then encouraged the Resident to use the spoon
to scoop the food off table and eat it.

During an interview on 1/6/16 at 2:45 pm, the
Occupational Therapist stated staff had not
requested an assessment to evaluate the need
for assistive devices for Resident #1.

During an interview on 1/6/16 at 2:45 pm, the
Activity Staff stated "[Resident #1] could use a
plate that has an edge on it to scoop [Resident
#1's] food. We need to get with [Dietary

Manager] on that."
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2. Residents will be reviewed for proper
assistive devices while dining and will be
reassessed for pain following
interventions. All residents will be
screened by Occupational Therapy for
need of self-feeding adaptive equipment.

3.  Staff will be educated regarding
assessing resident needs for assistive
devices while dining. DON/Long Term
Care Coordinator will review regularly to
ensure resident assistive devices are
appropriate. The DON/Long Term Care
Coordinator will ensure Pain Assessments
are done for residents regularly and as
needed. Nursing Staff will be trained on
procedures on Physician Notification for
pain control and for reevaluating
effectiveness of pain medication.

4. Pain Management and assistive
devices while dining will be reviewed
regularly by the facility's Quality
Assurance process. The DON is
responsible for ensuring this plan of
correction is sustained.

5.  This will be completed by 2/22/2016
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Record review of the Resident's care plan, last
updated 10/26/15, revealed "Set up meal tray as
needed and encourage resident to eat [Resident
#1] meal. Cues and reminders are often needed
or Resident may leave...food. If...not able to feed
[self], staff need to do this."

Resident #3

Record review on 1/6-7/16 revealed Resident #3
had diagnoses that included chronic pain and
neuropathy (nerve pain).

Review of a "Pain Assessment Tool", dated
6/5/15 revealed the Resident had rated the
pain/intensity at a 7-8 on a 0-10 scale that
identified the pain as intense. The Resident
stated "medication, calm" made the pain better
and identified "l just want to be out of pain for a
while each day" as a goal for pain relief.

Review of an Interdisciplinary Team Meeting
Report, dated 12/6/15, revealed "MD [Medical
Doctor]-compounding formulation ordered-looking
into this to help with [Resident #3] pain."

During an interview on 1/7/16 at 3:30 pm, when
asked about pain management, Resident #3
stated the only thing that works for the pain is
medication. The Resident stated the physician
had ordered some "crazy cream" for the
shoulders but stated his/her hands, knees, and
legs hurt as well. The Resident stated s/he had
asked if the cream could be put elsewhere but
"no one will listen". The Resident stated the
physician had ordered Tylenol but it "doesn't do
anything."

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: EOSH11 Facility ID: CCMCLTC If continuation sheet Page 6 of 23



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/15/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
025028

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
B. WING 01/08/2016

NAME OF PROVIDER OR SUPPLIER

CORDOVA COMMUNITY MED LTC

STREET ADDRESS, CITY, STATE, ZIP CODE
P.0. BOX 160
CORDOVA, AK 99574

Review of the most recent Minimum Data Set, a
comprehensive quarterly assessment, dated
10/19/15, revealed the Resident was on
scheduled, routine, and non-medication pain
interventions. The Resident had rated the pain at
a level 8 (intense pain on a scale of 0-10).

Review of the Resident's comprehensive care
plan, dated 12/2/15 revealed the Resident had
the problem "Potential for Pain and Anxiety
[related to] Chronic Pain Issues and Anxiety". The
Goal listed was "Resident will have [his/her] pain
and anxiety at a manageable level on a daily
basis." The interventions listed included "4.
Assess and document the location, quality and
intensity of the pain [he/she] tells you; 5. Offer
pain medications [as needed] and follow
providers' order of giving the medication; 6.
Reassess and document the effectiveness of the
analgesic/narcotic/ antianxiety med within 1
hour."

Review of the Medication Administration Record
revealed the Resident was on a medication
regime that included: gabapentin (used for nerve
pain) 600mg 4 times a day; Tylenol 650mg every
6 hours for pain; flexeril (muscle relaxer) 10mg at
bedtime; OxyContin (extended release narcotic)
10 mg two times a day; and had an order for
oxycodone (narcotic pain medication) 5mg every
8 hours as needed for pain.

Review of the Medication Administration
Comments, where nurses were to document the
reason for giving an "as needed" medication and
the results, revealed from 12/1/15 thru 1/6/16 the
Resident had received the "as needed"
oxycodone 5mg a total of 74 times. The sections
where nurses were to document the results were
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left blank 19 times. In addition, as needed doses
of vistaril (a medication used for anxiety) did not

have the result of the medication documented 4

times and Zofran (a medication used for nausea)
did not have the results documented 8 times.

During an interview on 1/8/16 at 9:45 am, when
asked about Resident #3's pain, LN #1 stated the
Resident's pain was chronic and "always an
issue". When asked what staff did for the
Resident if the pain regime was ineffective, the
LN replied the Resident could receive the 5 mg of
oxycodone as needed every 8 hours. When
asked what the nurses were to do if the
medication was not effective, LN #1 replied the
nurses were supposed to call the Resident's
physician.

Review of the medical record revealed the
physician was not consistantly notified when pain
medication was ineffective.

During an interview on 1/8/16 at 10:45 am, the
Social Worker stated the Resident was unable to
do the work in physical therapy because of the
pain.

Review of the facility policy "Pain Management in
Long Term care", reviewed 5/5/14, revealed "A
pain assessment must be completed upon
admission, on a quarterly basis prior to
conferences, and as needed."

Review of the facility protocol "Pain Management
Guidelines for Intervention, Re-Evaluation,
Documentation”, undated, revealed "Pain [greater
than] 7 (Severe Pain) Required immediate
intervention/medication. Considered a 'pain
emergency'. Re-evaluate at appropriate interval
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the facility
failed to ensure medications ordered for 2
residents (#s 2 and 3) out of 4 sampled residents
had adequate indications for use. This failed

F329

1.  Resident #2 and Resident #3
medication regime will be reviewed to
ensure an indication is present for
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practice placed residents at risk for receiving
unnecessary drugs. Findings:

Resident #2

Review of a physician's order for Resident #2,
dated 12/10/15 at 6:00 am revealed an order for
Rocephin (antibiotic) 1 Gram IM (injection into the
muscle) 1 time. The order did not have an
indication for use.

Review of the 12/2015 Medication Administration
Record (MAR) revealed no indication for the
Rocephin.

During an interview on 1/6/16 at 10:00 am, when
asked why Resident #2 had received antibiotic
Rocephin, Licensed Nurse (LN) #2 stated it was
to "jump start" the antibiotics for an uninary tract
infection.

Resident #3.

Review of the Physician's orders revealed an
order, dated 1/6/16 at 1:45 am, "Give Haldol [an
antipsychotic] 1 mg now." The order did not have
an indication for the Haldol.

Review of the January 2016 MAR revealed an
entry dated 1/6/16 at 1:45 am, "Haldol 1 mg PO
[by mouth] now x 1 for anxiety."

During an interview on 1/6/16 at 1:15 pm, when
asked why Resident #3 had received the Haldol,
LN #2 stated the traveling nurse last night did not
know to ask for a diagnosis from the physician.

During an interview on 1/6/16 at 4:13 pm, when
asked why Resident #3 had received the Haldol,
the Medical Director (MD) stated the nursing staff

medications.

2. Resident medication administration
records will be reviewed to ensure
indication is present for medications.

3. Medical and nursing staff will be
educated on the requirements for
diagnosis/indication being present when
prescribing medications. Nursing staff will
be educated on proper protocol for
contacting on-call and assigned
physicians.

4. During the monthly physician order
review, diagnosis and medication orders
will be reviewed to ensure compliance
with regulations. Pain medications and
diagnosis will be reviewed regularly
through the facility's Quality Assurance
process. The Director of Nursing is
responsible for ensuring plan of correction
is sustained.

5. This will be completed by 2/22/2016
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Each resident receives and the facility provides
food prepared in a form designed to meet
individual needs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the facility
failed to ensure food was provided for one
resident (#1) out of 5 sampled residents to meet
individual needs. Specifically, the resident was to
receive a dinner salad per individualized care
plan, Registered Dietician recommendation and
family request. This failed practice denied the

resident the opportunity to enjoy meals. Findings:

Review of the "Medical Nutrition Therapy
Assessment” revealed the Resident's diet was
"Regular [with] small portions [and increased]
fruits/vegt [vegetables] [and] (salad PM)".

The assessment was signed by the Registered
Dietician on 10/13/15.

Review of most recent Care Plan dated 12/18/15
revealed the problem: "weight above IBW (Ideal
Body weight) 99-120 pds [pounds]"; the
interventions listed included "provide extra fresh
fruits and salad at lunch and dinner."

F365

been added to resident's file.

and staff Daily Journal.

1.  Resident #1's Plan of Care will be
reviewed and Diet Card updated to
include meal and snack interventions.
New Diet Order for salads twice a day has

2. Plans of Care will be reviewed and
meal interventions identified and listed on
Resident Diet Cards, preference sheets

3. Resident diet orders, individual and
family preferences will be reviewed
monthly at Inter-Disciplinary Team
meetings and at Care Conferences.

Plans of Care will be reviewed and
updated regularly by Dietary Manager and
Registered Dietitian. New dietary
information will be listed on each
resident(]s Dietary Card, food preference
sheets and noted in the staff Daily
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was from an agency and should have called him
instead of the on call physician. The MD stated
anxiety was not an appropriate indication for
Haldol.
F 365 | 483.35(d)(3) FOOD IN FORM TO MEET F 365 2/22/16
ss=p | INDIVIDUAL NEEDS
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Journal.
During an interview on 1/6/16 at 12:30 pm
Resident #1's Family Member stated: The 4. Updated or new diet orders will be
resident was not receiving salads on a regular monitored by Dietary Manager to ensure
basis as requested. The Family Member stated compliance.

Resident #1 was supposed to receive a dinner
salad at lunch and dinner time. 5.  This will be completed by 2/22/2016

Observation of the Resident's noon and evening
meal on 1/6/16 revealed Resident #1 was not
provided a dinner salad.

On 1/7/16 at 9:45 am, when asked about
Resident #1's salads, Staff #1 stated "Salads
haven't been on the tray for lunch and dinner for
many weeks."

On 1/7/16 at 11:40 am when asked about
Resident #1's salads the Dietary Manager (DM)
stated they "don't have a dinner salad daily."

F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425 2/22/16
ss=F | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each resident.
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The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review the facility failed to ensure there was a
concise process to ensure the monitoring of
medications for outdates and failed to ensure
there was a process to ensure accurate
reconciliation and timely destruction of controlled
medications that had a high potential for abuse.
This failed practice placed all residents in the
facility at risk for receiving expired medications
and at risk for having purchased medication
diverted. Findings:

Storage

Observation of the Drug Room on 1/5/16 at 1:45
pm, revealed a refrigerator that contained
vaccines and other medications. Review of the
contents revealed 2 opened vials of
TUBERSOL® (a medication used to test for
tuberculosis-an infectious disease) with the dates
9/2/15 and 11/8/15 written on the outside of the
boxes indicating the date opened.

During an interview on 1/5/16 at 1:45 pm
Licensed Nurse (LN) #1 stated the Tubersol®

was good for 30 days after the vials were opened.

F425

in this citation.

quarterly visits.

controlled medications.

plan of correction is sustained.

1. No individual resident was identified

2. Residents medication will be
reviewed to ensure the monitoring of
outdates and to ensure there is a process
for accurate reconciliation and timely
destruction of controlled medications.
The consultant pharmacist has oversight
and will review the narcotic destruction
logs with the pharmacy tech during his

3. Facility policy has been updated.
Staff will be educated regarding facility
policies for monitoring of medications

outdates and the process for accurate
reconciliation and timely destruction of

4. Pharmacy tech will conduct regular
audits of medications for outdates.
Medication storage will be regularly
reviewed through the facility's Quality
Assurance process. The Director of
Nursing is responsible for ensuring this
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Review of the manufacturer's information, dated
3/2013, revealed "A vial of TUBERSOL® which 5.  This will be completed by 2/22/2016

has been entered and in use for 30 days should
be discarded."

Narcotic Disposition

During an interview on 1/6/16 at 7:30 am, when
asked who had keys to the Pharmacy Room,
Licensed Nurse #2 stated 2 nurses, the charge
nurse and the Interim Director of Nursing (IDON),
have keys to the pharmacy room and the
Pharmacy Technician only had a key to the
narcotic cabinet. The LN stated the Pharmacy
Technician does the medication inventory and lets
the nursing staff know when she's done.

An observation in the Pharmacy Room with the
IDON on 1/6/16 at 7:45 am revealed controlled
drugs that were kept locked in a separate cabinet
from other medications in the room. The IDON
stated that she was the only one with a key to the
locked box that contained a key for the
medications locked in the controlled drug cabinet.

Review of the locked medications revealed the
pharmacy control sheets (used to track the
medications) were loose papers and/or found in
3-ring binders and kept in different cabinets and
rooms from where the actual medication was
stored. In addition, a shelf where outdated
medications were to be kept contained
medications that were not expired and contained
medications belonging to residents that had been
discharged as long as 6 months ago.

An observation of a desk drawer located in the
Pharmacy Room revealed one empty prescription
bottle of oxycodone (narcotic pain medication)
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with Resident #3's name on the label, and one
empty stock bottle of hydrocodone (narcotic pain
medication). There were no reconciliation sheets
to explain where the medication had gone.

During an interview on 1/6/16 at 8:00 am, when
asked who oversaw the reconciliation of the
narcotics and had oversight to ensure there was
no drug diversion, the IDON stated the
Pharmacist (who was onsite every 3 months) was
responsible.

During a second interview on 1/6/16 at 9:00 am
LN #2 stated the Pharmacy Tech had a key to the
scheduled drugs but not to the Pharmacy Room
door. The LN stated although the Pharmacy
Technician had a key to the controlled drugs,
nurses were always in the room when the
Pharmacy Technician was doing inventory on the
narcotics.

During a telephone interview on 1/8/16 at 8:53 am
the facility Pharmacist confirmed he was onsite
personally every three months. The Pharmacist
stated he was surprised the narcotic
reconciliation sheets were difficult to locate,
stating the Pharmacy Technician "keeps great
records". When asked about the narcotic
medications being in the facility up to 6 months
after a resident had been discharged, the
Pharmacist stated two nurses could waste the
narcotics instead of waiting for him to come out.
The Pharmacist stated he had last been to the
facility in October of 2015. The Pharmacist stated
the facility did not have a policy on the
reconciliation of the controlled drugs or
disposition.
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The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il 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 systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced

by:
F431
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Based on observation, interview, and record
review the facility failed to ensure vaccines in the
refrigerator were stored in an appropriate manner
and failed to keep accurate records and
reconciliation for narcotic and controlled
medications with a high potential for abuse.
These failed practices had the potential to effect
any residents requiring testing for tuberculosis
and placed 4 residents (#s 3, 4, 5 and 7) out of 10
residents residing in the facility at risk for
mishandling of prescribed narcotic medications.
Findings:

Storage

Observation of the Drug Room on 1/5/16 at 1:45
pm, revealed a refrigerator that contained
vaccines and other medications. Review of the
contents revealed 2 opened vials of
TUBERSOL® (a medication used to test for
tuberculosis-an infectious disease) with the dates
9/2/15 and 11/8/15 written on the outside of the
boxes indicating when the date opened.

During an interview on 1/5/16 at 1:45 pm
Licensed Nurse (LN) #1 stated the Tubersol®
was good for 30 days after the vials were opened.

Review of the manufacturer's information, dated
3/2013, revealed "A vial of TUBERSOL® which
has been entered and in use for 30 days should
be discarded."

Narcotic Disposition

During an interview on 1/6/16 at 7:30 am, when
asked who had keys to the Pharmacy Room,
Licensed Nurse #2 stated 2 nurses, the charge
nurse and the Interim Director of Nursing (IDON),

1. Medications, including those for
Residents #3, 4, 5 and 7 have been
discarded if medication has been found to
be stored inappropriately.

2. Medications for residents, including
#3, 4 and 5, will be reviewed to ensure
accurate records are kept and
reconciliation for narcotics and controlled
medications is completed per regulations.

3. Pharmacy Tech will regularly review
proper storage of medications/vaccines
and will review reconciliation for narcotics
and controlled substances. The consultant
pharmacist has oversight and will review
the narcotic destruction logs with the
pharmacy tech during his quarterly visits.

4. This will be reviewed through the
facility Quality Assurance process. The
Director of Nursing is responsible for
ensuring this plan of correction is
sustained.

5.  This will be completed by 2/22/2016
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have keys to the Pharmacy Room and the
Pharmacy Technician only had a key to the
narcotic cabinet. The LN stated the Pharmacy
Technician does the medication inventory and lets
the nursing staff know when she's done.

An observation in the Pharmacy Room with the
IDON on 1/6/16 at 7:45 am revealed controlled
drugs that were kept locked in a separate cabinet
from other medications in the room. The IDON
stated that s/he was the only one with a key to the
locked box that contained a key for the
medications locked in the controlled drug cabinet.

Review of the locked medications with the IDON
revealed the top shelf of the cabinet was labeled
with a note that stated "Outdated Meds
[medications]" and contained several
medications. Closer examination of the
medications revealed the following medications:
Resident #4's Ambien (a sleeping medication) 10
mg with an expiration date of 3/29/16 -not expired
Resident #3's Oxycodone (narcotic pain
medication) 10 mg. -not expired

The narcotic sheets used for reconciling the
medications were located with the active narcotic
sheets for the Residents, indicating the
medications on the "outdated shelf" were still in
use.

Also located on the outdated shelf:

38 tablets of Ativan (a sedating antianxiety and
controlled substance) 0.5mg belonging to
Resident #5 whom had expired in the facility on
7/26/15.

1 dose of rectal Diazepam (a sedating antianxiety
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and controlled substance) 1 time dose kit
belonging to Resident #7 who had been
discharged from the facility on 9/22/15.

The surveyors were unable to locate the narcotic
sheets for reconciling these 2 medications.

During an interview on 1/7/16 at 3:10 pm the
IDON produced the narcotic sheet for the
Diazepam and the Ativan and stated they had
been found in the other drug room.

An observation of a desk drawer located in the
Pharmacy Room revealed one empty prescription
bottle of oxycodone (narcotic pain medication)
10mg 10 tablets with Resident #3's name on the
label, and one empty stock bottle of hydrocodone
(narcotic pain medication)/Tylenol 5/325 mg 100
tablets.

The IDON was unable to locate a reconciliation
sheet for the empty bottles or explain why they
were in the drawer.

During an interview on 1/6/16 at 8:00 am, when
asked who oversaw the reconciliation of the
narcotics and had oversight to ensure there was
no drug diversion, the IDON stated the
Pharmacist (who was onsite every 3 months) was
responsible.

During a second interview on 1/6/16 at 9:00 am
LN #2 stated the Pharmacy Tech had a key to the
scheduled drugs but not to the Pharmacy Room
door. The LN stated although the Pharmacy
Technician had a key to the controlled drugs,
nurses were always in the room when the
Pharmacy Technician was doing inventory on the

narcotics.
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During a telephone interview on 1/8/16 at 8:53 am
the facility Pharmacist confirmed he was onsite
personally every three months. The Pharmacist
stated he was surprised the narcotic
reconciliation sheets were difficult to locate,
stating the Pharmacy Technician "keeps great
records". When asked about the narcotic
medications being in the facility up to 6 months
after a resident had been discharged, the
Pharmacist stated two nurses could waste the
narcotics instead of waiting for him to come out.
The Pharmacist stated he had last been to the
facility in October of 2015. The Pharmacist stated
the facility did not have a policy on the
reconciliation of the controlled drugs or
disposition.

Review of the "Disposal Act: Long-Term Care
Facility Fact Sheet" on 1/20/15 located at
<http://www.deadiversion.usdoj.gov/drug_disposa
I/fact_sheets/disposal_ltcf.pdf> revealed "On
September 8, 2014, the Drug Enforcement
Administration (DEA) made available for public
view a final rule regarding the disposal of
pharmaceutical controlled substances in
accordance with the Controlled Substance Act, as
amended by the Secure and Responsible Drug
Disposal Act of 2010 ( "Disposal Act")...When
disposing of pharmaceutical controlled
substances by transferring those substances into
a collection receptacle, such disposal shall occur
immediately, but no longer than three business
days after discontinuation of use by the LTCF
resident. Discontinuation of use includes a
permanent discontinuation of use as directed by
the prescriber, as a result of the resident's
transfer from the long-term care facility, or as a

result of death."
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The facility must complete a performance review
of every nurse aide at least once every 12
months, and must provide regular in-service
education based on the outcome of these
reviews. The in-service training must be
sufficient to ensure the continuing competence of
nurse aides, but must be no less than 12 hours
per year; address areas of weakness as
determined in nurse aides' performance reviews
and may address the special needs of residents
as determined by the facility staff; and for nurse
aides providing services to individuals with
cognitive impairments, also address the care of
the cognitively impaired.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the facility
failed to ensure 3 (#s 1, 2, and 3) of 8 certified
nursing assistants (CNA) reviewed, had
documentation of annual in-service education for
the care and management of residents with
dementia. This had the potential to affect all cares
for residents with dementia and denied the staff
the opportunity of learning how to care for
patients with challenging behaviors. Findings:

During an interview on 1/5/16 at 7:35 am, when
asked what dementia education the CNA staff
had received, the Interim Director of Nursing
stated she was not sure but the facility had been

F497

1. No individual residents were cited.

2. No residents were cited in this issue.
CNA's, including those identified (#1, 2
and 3) will receive the required annual
in-service education for the care and
management of residents with dementia
to meet current regulations.

3. The facility will ensure that
documentation and completion of all
annual in-service education is completed
in a timely manner. This will be regularly
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planning to order some training modules. reviewed through the facility's Quality
Assurance process. The Director of
Record review on 1/7/16 of the in-service and Nursing is responsible for ensuring this
training provided for dementia plan of correction is sustained.
in-service/education revealed CNA #s 1, 2, and 3
had no documentation of dementia 4. The DON and HR Director will review
in-service/education for the year 2015. in-service education regularly to ensure
the training has been provided to all our
During an interview on 1/7/16 at 4:30 pm CNA #4 CNA's as required.
provided the in-service log that he/she is
responsible for monitoring and stated 3 of the 5.  This will be completed by 2/22/2016

CNAs had not completed any dementia
education. The CNA stated the information
packet was placed in the mailbox and the CNAs
were responsible for reading it and returning the
information for credit.

F 514 | 483.75(1)(1) RES F 514 2/22/16
ss=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
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Based on record review and interview the facility
to ensure the medical record was complete and
accurate for 1 resident record (#5) out of 6
records reviewed. In addition, the facility failed to
have a process for documentation of disposition
following a death. This failed practice created a
risk for an inaccurate portrayal of the resident's
stay and disposition. Findings:

Record review on 1/7/16 of Resident #5's medical
record revealed the Resident expired on 7/26/15
at 7:30 pm. The medical record had no discharge
recapitulation by the physician or disposition of
the deceased.

During an interview and record review on 1/7/16
at 8:40 am CNA #4 (also functioning as a ward
clerk) confirmed there was no documentation of
where the deceased was dispositioned and no
summary of discharge/disposition by the
physician.

The Facility Director and CNA #4 were unable to
locate the morgue receipt book that was to track
where the Resident's body had gone. Both staff
stated the book was usually kept by the supply
manager who was currently out of town.

The CNA and the Facility Director were asked for
a policy on morgue disposition and stated they
were not aware of one.

F514

1. Resident #5's physician completed
the discharge recapitulation.

2. Avreview of records reveals no other
patients have expired. A review of
records has shown that all patients that
have been transferred to other facilities
have had discharge summaries.

3. Clarification has been made that the
primary physician will do all death and
non-urgent transfer summaries and not
the on call provider. A second person will
be trained to maintain death records so
they can be easily found when needed.
Staff will be educated regarding proper
documentation of disposition of deceased
residents.

4. The Medical director will review all
deaths and transfers to ensure adequate
documentation has been done. This will
be reported and monitored by the facility
Quality Assurance Process. The Director
of Nursing/Facility Director is responsible
for ensuring this plan of correction is
sustained.

5.  This will be completed by 2/22/2016
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