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F 000 | INITIAL COMMENTS F 000

The following deficiencies were noted during an
unannounced recertification Medicare/Medicatd
survey conducted 2/2-5/15. The sample Included
14 residents which included 5 closed records.

State of Alaska

Department of Health and Social Services
Division of Health Care Sarvices

Health Facilities Licensing and Certification
4507 Business Park Blvd, Ste 24, Bldg L
Anchorege, Alaska 99503

Abbreviations used in this document;

DON - Director of Nursing

RCC - Resident Care Coordinator

IP - Infection Preventionist

LN - Licensed Nurse

CNA - Certified Mursing Assistant

HRD - Human Resouree Director

FD - Facility Director

PQOA - Power of Attorney

DT - Interdisciplinary Team

MAR - Madication Administration Record
PRN - As needed

WFC- Wildflower Court

DRR- Drug Reglmen Review

MD- Medicat Doctor

CAUTI - Catheter associated urinary tract
infection

L
MHOHATO’RY DIREC ORPRO PLIER REPRESENTATIVE'S SIGNATURE - TI'I'LE [X8) DATE
/ A 1177 £ SPacts SIS

Any deficencySatem nding with an asterisk (*) denctes a deflelency which the Institution may be excused from correcting providing it is determined that
olher safequard & sufficlent protection ta the patients, (See instnuctions.) Except for nursing homes, the fintings stated above are disclosahle 90 days
following the dale of survey whether or not a plan of earrectlan Is provided. For nursing homas, the above findings and plans of corrsction are disclosabla 14
days follawing {he date Whese documents are made avaflable to the fasility, If deficlenclas ara dlted, an approved plan of corrastlon Is raguislée la continued
program padicipation.
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failed to ensure that the maost recent survay
resuils were readily aceassible to all rasidents
without having to ask for them. [n addition, the
facility failled to post notice of the survey resuli’s
availability and location. This failed practice could
potentially restrict resident access to the survey
results and thereby denying them of their right to
read the survey. Findings:

QObservation on 2/5/15 at 3:50 pm revealed that
the mosi recent survey resulis were posted on a
wali in the main hallway (Luping Lane) in
proximity to the chart room (room 9810).

Observation on 2/2/15 at 10:30 am revealed
Blueberry Place was a secured unit; meaning
entry and exit access required an employee to
enter a code {o release the door. Residents living
in Blueberry Place would not have unrestricted
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K410 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BB PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
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1t i5 the policy of this [acility Lo respect the rights
F 187 | 483.10(g)(1) RIGHT TO SURVEY RESULTS - FA67) ofour residents. As soon z:.:’ the su]:w)'ur‘s 7
ss=F | READILY ACCESSIBLE courcerns were reported 1o us, we immediately
addressed her concerns, Social Services posted a
A resident has the right to examine the results of rotice in each of the fouy homas on 2/6/15. See
the most recent survey of the facility conducted by Attachment A.
Federal or State surveyors and any plan of Action(s) taken/systerns put into place to reduce
correction in effect with respect to the facility. the risk of future occurrence include:
The survey results location will be shared with the
The facillty must make the results avaliable for Resident/Family Group council and included in
examination and must post in a place readily ac!mission p.ackers. How the corrective action(s)
accessible to residents and must post a netice of will be mamtm'ted tg ensure the practice will not
their availability. recur: Information is permanently and
prominently posted in each home. Social services
will update signage as needed,
Person {s) responsible for compliance: Social
. : Services, undfor desipnee. Share information
This REQUIREMENT Is not met as evidenced regarding lncaticn ulg plan of correction with
by: resident council and family council. Information
. ] . - will be in admission packets.
Based on observation and interview, the facility Corrective Action completion date: 02/06/15. 376715
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F 167 | Continued From page 2 E 167
access to survey results without having to ask for
them,

During an interview with a family member on
2/4/15 at 2:00 pm, when discussing the survey
process and access fo the resuits in 90 days, the
family member stated, "l didn't know we could
ses those." When asked [f they knew where they
could find the previous year's survey, they stated
"Mo, I don't.”

Random observations from 2/2-5/15 revesled
there were no notices or signage throughout the
facility stating the survey resuit's availability and
lacation.

During an interview on 2/5M15 at 3:50 pm, the
HRD confirmed that there wers no notices posted
informing residents and visitors of the survey
resufl’s availability and location.

F 323 482.258(h) FREE OQF ACCIDENT F 23| Ttisthe plolic)r of th'is‘facilily to minimize accidents
aa8=k | HAZARDS/SUPERVISION/DEVICES and pmw_de supervision of our residents,
1} Immediate acton(s) taken for the resident #8
The facility must ensure that the residant found to have becn affected Iucludé; Appointmens
environment remalns as free of accident hazards or sesident #9 with a podiiatrist was attempted, the
. : resjdent refused and the physician was notified.
as i8 possible; and each resident recelves Duwring the course of the investigati i
. " g gation for this
adequate sgpervialon and assistance devices to deficiency we learned that an assessment was
prevent accidents. performed on the niglst of the event and no harm
occurred. This assessment was not properly
documented and resident refused further
assessment, The Swiss army knife was removed
(with permission of resident #8) and stored per
This REQUIREMENT [s not met as evidenced policy until discharge. Resident #8 was discharged
to an assisted living facility on 2/24/15.
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The Adniinistrator revised the Firearms and Other
F 323 | Contlnued From page 3 F 323| Weapons Administrative Policy 10 include

by:

Based on record review, interview, and
observation the facility failed to ensure: 1) 1
resident (#8) out of 8 sampled residents were
assessed from hazards related to the safe use of
a knife; 2) restdents were not exposed to toxic
chenicals; and 3) an emergency call button in the
resident's smoking area was operational,

As aresult, resident #8 was placed at risi for
serious harm or injury due to the facllity not
assessing how the resident was using the knife;
and hazards related to the use of undiluted toxie
chemicals, for cleaning the resident's communal
tub in one unit {Cranberry) of 4 unlts where
residents utilized the communal tub, putting all
residents who used the tub st risk for injury, and
the emergency call bulton system in the
resident's smoking area was non-functional,
putting 2 of 55 residents at risk for injury.
Findings:

Safe se of a Knife

Record raview from 2/2-6/15 revealed Resident
#8 was admitied to the facHlity on 8/2/14 with a
tiagnosis that included Diabetes {persons with
diabetes run a greater risk of circulatory
problems, which could Include a lack of blood to
the feaf).

Review from 2/2-8/15 of LN #2's nurses note,
dated 1/4/15 at 2:13 am, revealed "...[Rasident]
trying to cut his loanalls with a kilchan knife [.] Mis
toenails appear very thick, mycotic, and

leng.. Tried to ask for the knife but won give it..."

Review of the medical record revealed no

residents. See attachment B

ldentification of other residents having the
potential to be affected was accomplished by:

The facility has determined that all residents have
the potentlal to be affected,

Actions tnken/systems put into place to reduce the
risk of future occurrence include:

Copies of the policy, Firearms and other Weapons,
will be distributed to all staff by the Administrator.
How the corrective action(s) will be monitored to
ensure the practice will not recur: The nursing
management tearn will review each incident report
upm aecurrence to ensure appropriate
interventions are implemented and apdated plan of
care is complete, Social Services will include the
Firearms and other Weapouns policy in the
admission process. The Director of Nursing, or
designee will complete random weekly chart andits
for six {6) consecntive weeks and review all knife
incident reports to ensure that appropriate
interventions have been put in place to reduce the
risk of accidents and that care plans have been
updated to reftect these interventions. Andited
records will be reviewed by the Quality assurance
committee until such time consistent substantial
compliance has been achieved as determined by the
committee.

Correction action completed date: March 22, 2015
312215
2} Immediate action(s) taken to ensure residents
are not exposed to toxic chemicals:

As sopn as the surveyor’s concerns were reparted
10 us, we immediately addressed her concerns, The
Facilities Director removed the bottles of
chemicals from the tub vooms and placed the
instructions on the use of the tub in the tub rooms
o1t 02/04/15, Just-in-time training was conducted
with the staff on how to clean the tub by the
Facilities Director on 02/(4/15. Proper cleaning
procedure is posted in the tub roomg. $ee
attachment C
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Identification of other residents having the
F 323 | Continued From page 4 F 323 pc;tm}tii_tll_ to}l:e aéfected ‘was accomplished by:
documented safety assessment, nor was there The faci 11). as determined that all vesidents have
d tation Resident #8's b had b the potential to be affected.
ocumen ? °f' A esiden § laes had been Actions taken/fsystems put into place to reduce the
assessed for injury. risk of future occurrence included;
AILCNAs will be in-serviced on the facility
Dl{ﬂﬂg an interview on _215f 15 at 2:10 am, CNA#1 procedure for cleaning the tubs and showers by the
said she observed Resnden.t #8 with a knife In his Facilities Director March 2 - 8, 2015. See
room sometime before Christmas, She reparted it Attachment I
to the charge nurse. When she noticed the knife Hotw the corrective action{s} will be monitored to
was still there, after the reporting, she raported it ensure the practice will not recur: QAP Nurse, or
rep
to LN-#3. She sald Resident #8 currently had a designee, will conduct weekly audits to ensure
Swiss army knife in his room and was concernad appropiiate tub cleaning procedure, The nursing
he might uss it to cut his tosnails or cut himself, management team will veview each incident report
upon accurrence for accidents,
Random observations from 2/2-5/15 of Resident Audits will be reviewed by the QAP] Commities
#8's room revealed a Swiss army knife on the until such time consistent substantial compliance
bedside table. has been achieved as determined by the committee.
Corrective action completion date; March 22, 2015 | 32215

Buring an interview on 2/5/15 at 9:20 am, when
asked about Resident #8 being in possession of a
knife, LN #3 replisd CNA #1 had reported it The
LN states it was reparted to Charge Nurse #1. LN
#3 slated she had never ohserved the "big knife®,
When asked about the Resident's current
possession of a Swiss Army knifis, the LN stated
she was not aware he had ane.

During an interview on 215115 at 9:25 am, when
asked about the incident with Resident #8's knife,
Charge Nurse #1 staled it wag reported o Saslal
Services Staff.

Review on 2/6/15 at 2:30 pm of the summary of
Resident #8's knifg, from the Facllity Director,
dated 2/5/15, revealed he was notifled on 111515
Resident #8 had a knife in his room. After he
spoke with RCC #1, the FD went to the
Resident's reom and {ook the knife. He said the
knife was taken because of a safety issua. The
knife, which was kept in the FD's office, was a

3)Imnediate action(s) taken to ensure emergency
call button is working in the vesident smoking area:
As soon as the surveyor’s concerns were reported
to us, we immediately addressed her eoncerns.

The batieries were changed on 02/02/15 on the call
button and the receiver. The call button system
was tested and found in working order by
mainlenance and the Facilitles Director,
Identtfication of other resident having the potential
to be affected was accomplished by:

The facility has determined that all residents have
the potential to be affecied.

Actions taken/systems in place to reduce the risk of
futnre eccurrence include: The facility procedure
“PM Code” revised. Monitoring schedule
implemented as follows: weekly check of the
system will be performed at the same time the
“smoking waste receptacle” is emptied. The
procedure is: “W16. Check smoking trash cans &
empty, 16A. Check intercom system
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The only permitied smoking area on campiis 18
F 823} Continued From page 5 E 33| located outside of th:.e Cranberry Cattage commons
uiitykitchen knife witt an & % inch blade. e ispocd of e 10 be checkod sl
assuring all materlals within are completely 1
Record review from 2/2-5/16 rav’ealad no extinguished prior to placing material into the
donumentatlo_n .that Rasident #8's feat wers dumpster. 16A. In-order Lo assure communication
assessed for injury after the facility knew the between Sinokers & staff inside the facility, a
Resident had used the 8 % Inch blade utility knife weekly test of the intercom system will be
to cut thaw lDBﬂaﬂB: despite the risk far impaired performed as follows: one staff membet will inform
clraulation due to diabetes. their co-worker that they will activate the intercom
system by pushing the “call button” in the smokers’
Undiluted Chemicals enclosure, upon hearing the ringing at the
cranberry G.NLA, desk the co-worker inside wil)
Ohservation of Cranberry's communal tub attempt to initiate a conversation with the staff
¢leaning process on 2/4/15 at 8:40 aim, revealed member outside. Once contact has been made both
CNA#2 filled a spray bottle with undiiuted Cen ways this test will be complete. Ff\l}i‘ng.tu have
Kieen IV and sprayed the sides and bottom of the contact b?' baoth sinfflmen.lbers will indlicate a
communal Prefude tub with the undiluted system failure, at which time no unsupervised
chemical. The CNA then slated the fumes were f::::j‘::i?3;?;f::ﬁ“::;:;lgiau“w"'d uniil the
| too strong to stay in the room.‘ Th? CNA closad How the corrective action(s) will be monitored to
the door to the tub room, eliminating any cross ensure the practice will not recur:
ventilation and stated she would come back after Facilities Director, or designee, will keep a weekly
& minutes to rinse the chemicals from the tub, log of the call light system test for the smoking
area,
The Suwgyor, present in the tub room during the Audited records will be reviewed by the QAP
tub clegam;_'lg process, immedlately began Commities until such time consistent substantial
coughing in response {0 the undiluted chamical compliance had been achieved as determined by
being sprayed in an enclosed space. the committee. 22115
Corrective Action completion date 02/02/15. 2
During an inferview on 2/5/15 at 11:00 am, the
DON stated using undiluted Cen Kigen IV {o
clean the Resldents' communal ul could be
unsafe for both Residents and staff, The DON
also stated it would be difficult to ensure the
chemicals were completely rinsed from the tub
and that the fumes were properly veniilated which
would put both the Residents' skin and lungs at
rigk for injury when the communal tub room was
used for their bathing.
Duiring an inferview on 2/5/15 at 1:20 pm, the
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F 323 | Continued From page 8 F 323

HRD stated the facility did not have & policy and
procedure for cleaning the resident's communal
b,

Review on 2/0/15 of the Cen Kieen IV website @
<hipHarjocentury.com revealed, "Cen-Kieen IV
[4] Is a concentrated product and must be dijuted
for final use.”

Review on 2/8/15 of the Cen Kleen IV M3DS,
dated 2/9/2009, revealed "Effects of
overexposure: Skin: Burns...Eyes:
Burns...Ingestion...”

Emergency Call Buttan

Record review from 2/2-5/15 revealad Resident
#7 had been a resident of the long term care
center far aver 20 yvears. The Resident's current
diagnhases inciuded dernentia; hepatic
encephalopathy {(confusion caused by liver
fadure}; and being whes! chalr dependent. The
Resident was also a smoker.

Multiple random observations from 2/2-6/15
revealed Resident #7 smaking alona in the
resident simoking area.

During an interview on 2/2/15 at 3:20 pm,
Resident #7 [dentified the emargency call bution
an the wall of the Resident's smoking enclosure
as the way to natify facility staff Iif heip was
needed while in the smoking area.

During an Interview on 2/4/15 at 9:18 am, Staff #2
confirmed the emergency call button on the wall
of the: Resident’s smoking area was not
functloring.
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F 323} Continued From page 7 F 323

When asked to provide the policy or procedure
the facliity followed to maintain the smergency
call system In the smoking area, Staff #2 provided
the "PM Code™.

Review on 2/4-b/15 of the procedure "PM Code”,
undated, revealed the batteries of the emergency
call button were fo be replaced in March of every
year, but ne monitoring was scheduled o
guarantee the call systern was functional

throughout the year.
’ 329 Ttis the policy of this facility to provide
l; gig ﬁﬁﬁég%gggg\;{;%;g? IS FREE FROM F 329 residents behavior monitoring and drug regimen

free from vinnecessary drogs,
1Immediate action{s) taken for the resident(s}

Each residenfs drug regimen must be free from found to have been affected include:

unnecessary drugs. An unnecessary drug ls any +Physician’s orders for resident #1 and #6 were
drag when used In excessive dose {including obtained on 2/23/15 to include the behaviors we
duplicate therapy); or for excessive duration; or are to monitor.
without adequate monitoring; or without adequate *Care Plan updated 1o include behaviors
Indications for its use, or in the presence of monitoring for on resident #1,
adverse consequences which indicate the dose. «Belavior monitaring forms implemented on
should be reduced or discontinued: or any 02/11/15 for restdents #1 and #6: Behavior/Mood
combinations of the reasons ahave. Symptorn Tracking Tool and documentation of the
specific behaviors observed include: date and time,

Based on a comprehensive assessment of & behavier, cause, place, interventions and outcome.
resident, the facility must ensure that residerits {)P"YC]“‘“C‘;;‘;‘;:;']"?M“"“ Evaluation each shift

s . egan on 02/2
gﬁg;‘ ﬁ::sgot}r?jzgdu?xgggss gi?lgggggﬁg 3:: ;Ot »“Behavior Note” section added to our electronic

medical record in the “ID Notes” section on
February 25, 2015 for documentation of abserved
behaviors.,

“«Cave Conference documentation to include
behavior monitoring and anti-psychotic
medicatlon effectiveness beginming on 03/12/15,

therapy Is necessary to treat a specifio condiiion
as diagnosed and documented in the clinical
record; and residents whe use antipsychotic
drugs receive gradual dose reductions, and
behaviaral interventions, unless cfinically

contraindicated, in an effort to discontinue these identification of uflier residents having the
drugs. potential 10 be affected was accomplished by
FORM CMS-2667(02-80) Previous Versions Ohsolete Evant ID:ALHa14 Faciity ID: SACCLTC If continualion sheet Page 8 of 31
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The factity has determined that sl residents
F 320| Continued From page 8 F 320| receiving anti-psychotic drugs have the potantial
ta be affected.
Actions taken/systems put into place to reduce the
risk of future occurrence include:
Al Licensed Nursing staff will be in-serviced
regarding the facility policy for Unmanageable
. i Residents, “Behavior Note” in the electronic
This REQUIREMENT is not met as evidenced medical record and the behavior monitoring
by: forms listed abave, See Attachment E
. How the corrective action(s) will be monitored to
Based on record review and interview, the facility ensure the practice will not recur: The Director of
failed to ensure residents who were recelving Nursing, or designee, will complete random
raedication 1o address inappropriate behaviors weekly audits for six () consecutive weeks of
were adequately monitored and re-evaluated. behavior monitoring to ensure the behavior
Specifically, the facility failed to snsurs: monitoring is doctmented and the physician is
notified of escalating behaviors as needed. After 6
1) targeted behaviars were identified and week andit period behavier dosumentation will
meonitored for resident #'s 1 & 8; continue to be monitoved on a monthly basis,
2) physician was noiified in a timely manner Audit records \\.lil] be reviswed by the QAPI
with escalation in behavior; and acted upor the Committee until stich time consistent substantial
increase in aggressive and assaultive behavior of complianc-e has been achieved s determined by
1 Resident (#6), the committec
- Corrective action completion date: March 22, 3722115
. . 2015,
As a result ﬂ}ls placed 2 resldents_ (#1 &6)of8 2memediate action{s) taken for the resident(s}
sampled res:dents: at TISR for recalving . found to have been affected include:
unnecessary medications ?nd P_’acad the resident sBehavior monitoring forms were implemented
at risk for adverse medication side effects. ou resident #6: Behavier/Mood Symptom
Tracking Tool and documentation of the specific
behaviors observed: Include - date and time;
Resident #1 behavior; cause; place; interventions; and outcome
on 02/11/15
Racord review from 2/2-5/15 revealed Residant +Psychoactive Medication Evaluation each shift
#1 was admitted to the Tacility on 62411 2 with on 02/23/15
diagnosis that included dementia with agitated «"Behavior Note” section added to our electronic
psychosis. Medications included the antipsycholio medical record in the “1D Notes” section for
Seroguel. documentation of observed behaviors on
February 25, 2015,
»The next Care Conference will include behavior
- monitoring and anti-psychotic medication
Physician Orders (Targeted Behaviors) effectiveness beginning on 03/12/13
Record raview from 2/2-5/15 of the "Physician's
FORM CMS-2507(02-83) Previols Varsions Obsolate Event iD:4LHB44
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identification of uther residents having the
F 3201 Confinued From page 9 E 329 potential to be affected was accomplished by:
acility has ;
orders” dated 11/23/14, revealed the The facility has determined that all residents

receiving anti-psychotic medication have the
potential to be affected. Actions taken/systems put
into place to reduce the risk of future ocourrence
include: Al Licensed Nursing staff will be in-

antipsychotic medication “Seroquel 25 mg {by
mouth svery] avening”. The physiclan order did
not indicate the behaviors to be monitor for

offectiveness. Further review revealed the serviced regarding the facility policy for
antipsychotic medication Seroguel had been Unmanageable Resident on March 9 and 12, 2015,
Increased on 1212914, Huow the corrective action(s) will be monitored to

ensure the practice will not recus: The Director of
Nursing, or designee, will complete random weekly

Targeted Behaviors audits for six (6) consecutive weeks of behavior
monitoring to ensure the behavior monitoring s

Record review from 2/2-6/ 5 of the "Cansant for documented and the pliysician is notified of

use of Psychoactive Medications” dated escalating behaviors us needed. After 6 week audit

11724114, Tor Resident #1 revealed, *Targeted peri“fd behavior documentation will continue to be

Behaviors: anxiety, dementia” However, these momtf)red on & monthly basis, A_udil records will

are diagnoses and not behaviors. In addition the f;;e‘““’?‘i bylts}fb%’\?a?“‘“’“’f.‘ee ml’m S‘l;’:h

" . . s n € consisient substantial compliance has been

| 5 fital'?fir’;ﬁ decreasefdiscontinue medication” were achieved as deterinined by the committee,

Corrective action completion date: March 22, 2015. | 3/2215

Behavior Monitoring

During an interview on 2/4/15, RCM #2 was
asked to provide the LN and CNA behavior
documaentation from the first dose of the
anlipsychotic medication Seroquei was started,
1123114 through 2/4/15,

Review of the documentation provided revealed,
behaviors had only been documented by the LN
on & days and by the CNA 12 days slnce the
initiation of the antipsychotic medication. The
Resident had been on the antipsychotic
medication for 2 months and 11 days.

During an interview on 2/4715 &t 3:00 pm RCM #1
EORM CMS-I567(02-95) Previous Versiong Obaolels Fvenl ID; 415811 Facllily 1D: SACCLTC If continuation shaet Page 10 of 31
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F 329 Continued From page 10 F 320

confirmed the dates of when behaviors were
charted for Residents #1 were Incomplete.

in addition, RCM #1 disclosed the facilities
process for reviewing resident behaviors was that
the reviewer had to look at each resident's daily
documentation from both the LN's and CNA's and
was not very.

RCM #1 further stated prior to the elactronic
charting system, residents behavior
documentation was on a one page manthly form
and was easily reviewed by all provider's, In
addition, whan the RCM was asked where the
fargeted behaviors wera for the resident sthe
stated "'m not sure.”

Record review from 2/2-5/1% of the "Care
Conference” note dated 12/1/14, revealed no
documentation of any specific behavior
monitering or documentation the antipsychotic
niedication had been effective in decreasing
behaviars.

Record review from 2/2-8/15 of the "Care Plan”
dated 11/26/14, revealed "[Resident name] has
potential for harming others as evidenced by
statements, gestures, and other incidents
involving staff andfor residenis.” The approaches
for the behavior wers to "review current
medications and treatments to determine &
possible relationship.” The cars plan did not
convey the need to monitar behaviors relatad io
the antipsychotic medication.
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Resident #i6

Record review from 2/2.5/15 revealed Resident
#8 was admitied to the facllity on 8/1/09 with
diagnoses {o include dementia and anxiety.
Medications included the antipsychotic Serogual.

During an irferview on 2/2/15 at 11:35 am CNA
#5s 1, 5 and 6 expressed concerns with tha
abusive behaviors of Resident #6. In addition, the
CNA's slated they felt more should be done to
control the combative and abbusive behaviors
because what they currently were doing was not
working.

Record review from 2/2-6/16 revealed Seroguel
26 myg by mouth] was started on 2M7/14. Further
raview revealed an order date of 4/21/44 for a
dose increase, "Seroquel 508 mg [by mouth] hour
of slaep.” :

Record review on 2/2-5/5 of the daily charting
records dated 11/2/14 - 12/30/14, revealed 0
documented physicat and verbal behavioral
events In Novemnber 2014; 14 documented
physical and verbal behavioral avents in
Dacember., Further review revealed nursing was
notified by the CNA's 4 times In December of the
behaviors.

in addition, review of the LN notes on 12/26/14 at
11:25 pm, revealed a significant escalation in

FORM CM5-2567{02-09) Previons Versions Ohsalsta Event ID; 4LFHB11

Fasllity ID: SACCLTC If continuation sheet Pags 12 of 31



From: 0272812015 17:29 #359 P.017/035

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: Salio/2018

CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 0933-0391
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CLE PL
AND PLAN OF CORREGTION xi) IDENTIFICATION NUMBER.‘A A[xza)lﬁ“g?;a = CONSTRUCTION [xa)ggaf’fg'fg?

_ 025027 B. WING 02/056/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODRE
2000 SALMON CREEK LANE
WILDFLOWER GOURT JUNEAU, AK 89801

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES

P PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLULL PREFIX {EACH CORRECTIVE ACTION SHOLLD 8E COMPLETION
TAG REGULATORY DR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE ARPROPRIATE DATE
BEFICIENCY)
F 320 Continued From page 12 F 320

behaviors. The madical record did not reves
documentation the physician had been notified of
these new behaviors or thai the escalation in
behaviors had baen discussed with the POA,

Care Conference

Record review from 2/2-6/15 of the "Resident
Care Conference” dated 5/12/44, revealed
"Increasad agitalion ...Very shorl tempered;
verhally and physically abusive toward staff when
providing care, Often non-compfant with care.”
Medication review revealsd "currently taking
Lexapto for freatment of depresston and
Seroquel for outburst behavior and anger... Wil
consult with MD for possible increase of Seroquel
secondary to Increased agitation.

Further review of "Care Conference” dated
121814, revealed "Increased hehavioral
disturbances ...Conlinues to exhibit agoressive
behavior ...request for psychiatric evaluation has
been initiated ...staff working with daughter to try
and figure out what can be done .. {social service]
will monitor new behaviors and work with team to
figure out possible solufions to reduces them."

Review of a faxed communication to the
physician datet] 9/0/14 revealed "Resident has
been refusing medications and FSBS [finger stick
bload sugars] at [night hour of sleep] x3 ...please
advise." The physiclan wrote on 8/10/14 at
bottorn of fax sheet "Noted, just keep trying to
give meds and document refusals. "
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Review of a written "telephona ancounter
communication dated 8/17H4, revealed a
message was sert by RCC #1 to the physician
stating "Pt has been having Increased agitation
and aggressiveness and care refusals ... Pt's
[PCA] is reportedly ok with considering Fentanyl
or with Increasing Seroquel i needed.” Physician
noted *| will consider options and et them krow
next week ”

Further review cf “Action Taken" dated 9/26/14
revealed the physician spoke with the POA
regarding Fentanyl and risks also noting "If the
Fentanyl patch doesn't seem lo help with the pain
or if it helps with pain bul pt's behavior is still a
problem, will consider other options including
possibly Increasing Seroque! dose or having
Psychiatry see her.."

Review of a written "tefephone encounter”
coimmunieation dated 10/24/14 revealed a
message left for the POA of the resident to call
back. Entries made on 10/31/14 revealed a
conversation had taken place with the POA and
the physictan, "She IPOAJcommeanted on
conlinting behavioral Issues and says when she
comes back from travel, we might consider
Increasing Saroguel dose to help pi's
anxietyfagitation, etc. Il [Physiclan] see pt at
WFC next waek and make some changes."

Physician Progress Notes
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Reocord review of Physiclan progress notes
revesled the following, dated:

"2 TH4, "Goal Is improved quality of life and
abllity to recelve appropriate/safe care from staff:
[Started on Seroquel 25mg];

4/21114, no real [change] in angry outhursts,
behaviors, etc. with addition of low dose
Saranual.. [Assessment/Plan] Damentia with
behavioral disturbances interfering with pt's
quality of life and safe care by staff..will iry
[increased] dose of Seroquel, [Seroguel
increased o 50mg];

61614, [iIncrease] dose Seraquel +/- helping with
behaviorat disturbances;

10/15M4, progressive dementia with behavior
disturbanoces, overall pt really declining;

11/4114, considering increass dose Seroquel to
help anxisly/agitationfbehavieral
disturbances...will monitor and consider further
med changes depending on clinical course;

12/19/14, Pt having increased agitation, labile
hehavior, spitting/kicking/screaming episodes that
are impading staff ability to cara for her ...
[assessment/plan] neuro/psyshe at baseling has
gradually worsening dementia with behavioral
disturbances. Recenlly has had [increased)
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behavioral changes with aggression, ete. that is
Interfering with her care.”

Review of the psychiatric consultation made far
“combative behavior' dated 12/23/14, revealed
"patient) was Interviewed...affact irritable ...avoids
or confabulates answers ...complains of back
pain...Recommendation: Begin gabapentin
{anti-seizure medication} 100 mg [by mouth at
hour of sleepj..." No indication for the use of
Gabapentin was documented. Other
recommendation was to use "validation technique
to enhance communication.”

interview

During an interview on 2/3/15 at 10:00 am
regarding Resident #6's behaviors, RCC #1
stated there was no pattern 16 the behaviors.
When asked about documentation of the
behaviors, the RCC staled there was not a form
but that staff CNA's can wrile in the comments
and nursing staff can make notes. The RCC
stated nurses can view the GNA noles when
needed and staff gives verbal reports to each
other. When asked how the physician is nofified
of a resident’s behavior, the RCC stated elthar by
phone or by fax,

During an interview with the DON on 2/3/15 at
12:45 pm, she confirmed there was not real
pattern fo the behaviors of Resident #6. The
facility is trying different approaches to handle the
behaviors but "what works one day or hour may
not work the next fime."
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Pollcy Review

Record review from 2/2-5/15 of the facliity policy
"Antipsychotic Drug Administration”, dated
6/28/05, revealed:

™, Tha decislon 1o use antipsychotic drugs s
based upon comprehensive assessments utilizing
a multidisciplinary approach..,

3. For organic mental syndromes with assooiated
psyshotic and/or agitated behaviors, ensure: the
behaviors have been quantitatively (number of
episodes).., documented in the progress notes
and is located don the madication monitoring
sheet e and on the behavlor menitoring records...,
8. Antipsychotic medication are monitored every
shift for therapeutic and/or side effects on the
medication monitoring record...”

Recerd review from 2/2-5/15 of the facllity policy
"Aggressive Behavior by a Resident” dated

| B/8/05, revealed "Resident and staff of Wildflower
Court have the right to be free from mental and
physical abuse...Members of the interdisclplinary
Care plan team will evaluate the ocourrence and
implement care plan changes as | indlcated.”

F 3711 483,36() FOOD PROGURE, F371] 1) Allissues cited in the walk in cooler were
s5=F | STORE/PREPARE/SERVE -~ SANITARY remedied immediately on 02/02/15.
The facility has determined a1l residents have the
The facllity must potential ta be affected. The Food Services

Director immediately reviewed hold times with

(1) Procura food from sources approved or Al Kitchen stalf

considered satisfactory by Federal, State or lngal
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The Food Services Director will be auditing for
F 371 | Continuad From page 17 F 371| compliance.
authorities; and Audit records will be reviewed by the QAPI
(2) Stors, prepare, distribute and sarve food Comrqittee until such time consistent substantial
under sanitary conditions compliance has been achieved as determined by the
conumnittee.
2)As soon as the surveyor’s concerns for outdated
food were reported 10 vs, we imimediately
addressed her concerns. All issues cited in the
Cranberry Unit Kitchen were remedied on -
) 02/02/15, The facility has determined all residents
This REQUHREMENT s not met as evidencad have the potential to be affected,
by ‘The [nventory Supply Clerk and the Purchasing
. ) ] ) Manager will mouitor the expiration dates on
Ba_‘:sed on ubgarvatlon and interview, the faclity supplements regularly when rotating inventory to
failed to: 1) discard cutdated foods; and 2) to shelf new incoming items. The food items will be
maintain and menttor the sanifizing solution uaed checked daily for expirations by the Home
fo saritize the foad preparation areas te ensure Aftendants pn an ongoing basis, See altachment F
they were at the proper concentrafion.
Maintenance of high standards refated ta resident "Phe Facilities Director, or designee, will be anditing
food service Is important In the prevention of food for c.mnpliance to ensure this does not re-oeenr.
borne illness in vulnerable populations such as Audit records wil be reviewed by the QAP]
residents In long term care facilittes. These falled (_It::mn?ntee until such t'm}e consisient su})slautial
practicas placed all the residents at risk for foad ;z:::pm’::::: has been achieved as determined by the
bome ilinesses and potential altered food e acti
based on a census ci:f 55. Findings: qualfty Corrective aclion completion date: March 22,2015, | 3/22/15
- : 3)¥The QUAT sanitizer will be changed every hour | '
or as needed during operations to maintain
Outdated Foords appiopriate levels of sanitizer. An alarm will sound
) on the kitchen computer every hour to remi
Observation during the Initial tour of the kitchen 10 change solution gs:nii;?ix1?$kg‘:.e'}‘?$ ot
on 2/2{15 at 10:30 am revealed 4 cups of red facility has determined that all vesidents have the
jello, dated 1/2315, and 1 open package of roast potential to be atfected. The Food Services Director
heef, dated 1/26H85, located in the walk in cooler. will conduct an in-service on the Sanitation
procedure with all kitchen staff on March 6, 2015,
During an interview on 2/2/15 at 10:30 amn the The Food Services Directar, or designee, will be
Kitchen Manager siated protein rich foods are auditing the sanitation procedure daily for twa (2)
only kapt 3 days after tha open date and both the weeks then monthly for compliance, Audit records
jelio and roast beef were outdated and should will be reviewed by the QAPI Committee antil such
have been discarded. time consistent substantial compliance has been
achicved as determined by the committee, See
Observation of the Cranberry Unit kitchen Attachment G. Gorrective action complation date:
cupboard on 2/2M15 at 2:15 pm revealed 2 March 22, 2015, 3215
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packages of Chocolate Breakfast Essentials with
an expiration date of 1/21/15.

During an intervisw on 2/3/15 at 7:55 am, ONA#1
stated the 2 packages of Checolate Breakfast
Essentials were outdated and should have been
discarded.

Review on 2/2-5/15 of the facility policy, "Food
Storage, Handling and Preparation®, dated
3/13/14, “To provide guidelines for food storage,
preparation, cooking and serving using
appropriate practices to ensure safety...The day
the original container is opened shall be counted
as Day 1...The use-by date for most foods in this
category is three (3} days, with the excepiion of
prepared gelatin, which Is seven (7) days..."

Sanilizing Solution

During the Inltial kitehen tour on 2/2M16 at 1110
am, Staff #1 ldentified a red bucket of solution as
the sanitizing solution s/he was using to sanitize
the food preparation counters betweaen uses,
When asked to demonstrate the process of
checking the sanitizing concentration level, she
identifiad the solution was at 0 on the Hydrion
Strip and was not appropriale for sanitizing the
foed preparation counders. Staff #1 further stated
there was not a log kept of the sanitizer salution
{evels.

During an inferviaw on 22715 at 11:20 am the
Kitchen Manager confirmed the facility did not
manitor or maintain a log of the sanitizer levels.

Review on 2/2-5/15 of the facility policy, "Cleaning

and Saniizing Food Contact Surfaces”, undated,
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revealed "...Wash, rinse and sanitize food contact
surfaces of sinks, tables, equipment, utensils,
thermometers, earls and equipment...after each
use..."

Review on 2/9/156/ of the FDAfood code @
<httpiifwww fda. revealed,

*...3-304.11 Food Contact with Equipment and
Utenslls.

FOOD shall only contact surfacas of
EQUIPMENT and UTENSILS that are cleaned as
speciied under Part 4-6 of ihls Code and
SANITIZED as specified under Part 4-7 of this
Code;

4-§02.11 Equipment Food-Contact Surfaces and
Utensils.

EQUIPMENT FOOD-CONTACT SURFACES and
UTENSILS shall be cleaned...At any Hme during
the operation when contamination may have
otcurred.

4-701.10 Food-Contact Surfaces and Utensils,
EQUIPMENT FOOD-CONTACT SURFACES and
UTENSILS shatl be SANITIZED.

Frequency 4-702.11 Before Use After Cleaning.
UTENSILS and FOOD-CONTAGT SURFACES of
EQUIPMENT shall be SANITIZED before use
after cleaning.

Methods 4-4-703.11 Hot Water and Chemleal.
After being cleaned, EQUIPMENT
FOOD-CONTACT SURFACES and UTENSILS
shall be SANITIZED in...{C) Chemical manual or
mechanical operations, including the application
of SANITIZING chamicals by immersion, manual
swabbing, brushing, or pressure spraying
methods..."
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F 428 | 483.80(c) DRUG REGIMEN REVIEW, REPORT F 428| Ttis the policy of this facility to provide
55=F | IRREGULAR, ACT ON pharmacist review of vesident medications every
30 days, [muncdiate action(s) taken for the
The drug regimen of each resident must be resident {s) [ound Lo have been affected include:
reviewed at least once a month by a licensed DA review afthe medication regimen and
pharmacist, identified irregularities was conducted by the
. Director of Nursing for resident{s} # 1 on
The pharmacist must report any irreguiarities to 02722715 “";d f(’ on ﬂyﬂ'? New consent forms
the attending physiclan, and the director of :;?écpi:;n};r :l;lto'l?m:l:ﬁoim'm fo monitor
nursing, and these r eports must be acted upon. DA review of the medication vegimen and
identified ieregularitics was conducted by the
Director of Nursing for resident(s) #2 on 02/22/15
and on (2/24/15. The antibiotic was DC,
3)A review of the medication regimen and
identified trregularities was conducied by the
This REQUIREMENT is not met as evidenced Drireclor of Nursing for resident{s) 3 on 02/08/15
by. and found that he received a PRN dose of pain
Based on record review and interview the facility medication 04:15 a.m. that day. Monitoring for no
failed to ensure the monthly drug reglmen review uge of pro pain medication in 60 day began on
consisted of recommendations to the physician 02/08/15 for residunt #3. A review of the
for 5 residents (#s 1, 2, 3, 6 & 8) out of 8 resident medication regimen and identified irregularilies
records reviewed. Speciilcally the facllity failed to: was conducted by the Dircctor of Nursing for
1) enstire antipsychotic medications were resident{s) resident # 8 om 02/22/15, Teregularitics
monitored for effectiveness for 2 residents (#1 & T "‘fdfe,s"‘”d nd e :.gere d,"‘:“mfm_“,d‘
6); Phe phywician was nolified for those irregularities
2) report the overuse of an antiblotic ointment, o M.? n“.“ﬁ‘“;“”;' ) R,N.gr‘de“;f e
which increased the resistance for resident #2: - centitication of other residents having the
polential (o be allected was accomplished by:
and . . . - Thie facility has determined that all residents have
3) nollfy th? physician and interdisciplinary team the potential to be affected. Actions taken/systems
of medications for pain and sleep, had not been put into place (o reduce the risk of fature
used in more than 60 days for resident #s (3 & oceurrence included: A policy and procedure
8). regarding the limely review and action on
This failed practice created the risk of residents identified medicalion irregalaritics as a result of
recelving unneceesary medications, and placad the monthly Medication Monthly Review was
residents at risk for adverse side effacts, develaped vn 02/24/2015 by the Dircctar of
Findings: Nursing. A copy of the policy was sent to the
contracled pharmacist. The pharmacist will
generate a monthly medication regimen review
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. #1 medications and indications {or each medicalion
Resident wilh his recornmendations [or each resident and
. . send to the Direclor of Nursing,
Record review from 2/2-511 5 revealed Resident The Director of Nursing wil} review the Addressing
#1 was admitted to the facllity on 5/24/12 with Meddicalion Regimen Review Inregularities policy
diagnoses to include dementia and chronic paln, with the pharmacist, slaff nurses, charge nurses
and resident care coordinators on March ¢ and
Record review from 2/2-5/5 of the "Physician's March 12, 2015. Sec Atlach. H.
orders” dated 11/23/14, revealed the How the corrective aclion(s) will be monitored 1o
antipsychotic medication "Seraquel 25 mg [by ensure the practice will not recur:
mouth every] evening”. The physician order did The Resident Care Coordinators will address any
not indicate the behaviors to monitor for irregularitics identified by the medicalion regimen
effectiveness. wilhin one weele of receipi of the report,
Documentation will be provided of the actions
Further review ravealed the antipsychotic ;*;k““f‘" ‘:;h Jregy ‘?‘T;;‘Y poted. T‘EL‘RD}.I_':;C“OIS‘_
medication Seroguel had been increasad on Gt o Bnoe Qoo e oneent e
12/29/14. In addition, the medical record did not d > re corresponcing
., . " R ocumenlation [or (3) months o engure
provida documentation of a discussion with the oliance
10T or the POA regarding an increase in behavior et 1
g Audits will be reviewed by the QAP1 Commiiltee
anq a SUbS‘equem_mcrease in the dose of the untit such consistent substantial compliance has
antipsychotic medication. been achieved as delermined by the commillet,
. Caorreslive action completion date March 22, 2015 | 3722/15
Record review of DRR completed by Pharmacist
#1, dated 12/31/14 & 1/31/15, revesled "No
adverse effects due to medication at this fime.
There are no discrapancies in the current drug
regimen.” The Pharmareist did not make a
recommendation to the Physician that the
behavior monitaring was inconsistent since the
initiation. There was no documented review of the
dose increase of the antipsychotic madication.
Resident # 6
Record review from 2/2-6/15 revealed Resident
#6 was admitted to the facllity on ©/1/09 with
diagnoses to include dementia and anxiety.
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Record review revealed, Seroquel 25 mg [by
moutit])" was started on 2/17/14 and was
increased to 50mg on 4421714,

Record review of the DRR completed by
Pharmacist #1 from 8/31/14 to 1/31/15, revealed
"N adverse effects due 1o medication at this
time. There are no discrepancies in the current
drug regimen.” The Pharmacist did not make
recommendations o the Physician; nor address
hehaviors or possible need for increasing
madication dosage.

Record revosw of the Physician progress note
dated:

4/21/14, "no real [change] in angry outbursts,
behaviors, ete. with addition of low dose Seroquel
...jAssessment/Pian) Dementla with behavioral
disturbances interfering with pt's [Resident #6]
quality of life and safe care by staff ...will try
lincreased] dose of Seroquel™

6/16/14, "lincrease] dose Seroguet +/- helping
with behavioral disturbances";

10/15/14, "progressive dementla with behavior
disturbances, overall pt really declining';

11/4114, "considering increase dose Seroquel to
help anxietyfagitation/behavioral disturbances
.will monitor and consider further med changes

WILDFLOWER COURT
JUNEAU, AK 59801
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Continued From page 23
depending on clinival course™;

1211914, "Pt having increased agitation, labila
behavior, spiting/kicking/screaming episodes that
are impeding staff ability o cars for her.,
[assessment/plan] neuro/psyche at baseline has
gradually worsening dementia with behavioral
disiurbances, Recenlly has had [increased)
hehavioral changes with aggression, ete. that is
intarfering with her care.”

Record review on 2/2-6/15 of the facllity
Pharmacist "Adgreemant”, dated 1/1/18, reveated
“will provide clinical services...in conformancs
with Federal & 8late regulations...,drug therapy
will be evaluated for proper application and
dosage...Any potential or currsnt improper drug
utilization will be identified and the proper health
professionals will be consulted.”

During a telephone intarview on 2/5/15 at 2:45
prn, Pharmacist #1 stated he relied on a verbal
report from the RCM's on behaviors becausa the
behavior monitoring documentatian in the
electronic record was not easily reviewed,

Professional Reference

Raview oh 2/9/15 at www.ascp.com revealad,
"The American Society of Consuftant Pharmacists
supports the use of énvironmental medifications
and non-pharmacologic approaches as Initial
therapy for the management of behavioral and
psychelogical symptoms of dementla.
The use of antipsychoties In nursing facility
residents should include:

An appropriate indication for use

F 428
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A spagcific and docuriented goal of therapy

Ongoing menitoring of the resident to
evaluate effectiveness in achieving the therapy
goal and the development or presence of adverse
offects from the medicafion

Usze of the medication only for the duration
neeaded, and at the lowest effective dose.”

Antibiotic Resistance
Resident# 2

Record review from 2/2-5/15 revealad Resident
#2 was admitled {o the facility with diagnoses that
included] bladder atony (non-emplying bladder)
requiring an indwelling cafheter (tubs inserted Into
the bladdsr that drains into a bag) and diabetes.

Record review from 2/2-5(5 of the *Physician's
orders” dated 11/24/14, revealed, "Antibiotic
{bacitracin 2in¢) 500 unit/gram Tapical Cintment
[hackracin zine} o urathral meatus QHS [every
night] topical every HS [night)."

Record review of the Resident's MAR for the time
pericd of 1/1/15 through 2/2/15 revealed the
antiblotic cream was applied {o the Resident for
28 of the 33 days (the Resident refused the
antibiotic cream on 5 days.)

Record review of DRR completed by Pharmacist
# datad 1/31/15, revealed "Mo adverze effects
due to medication at this time. There are no
discrepancies in the current drug regimen,”

During an interview on 2/5/15 at 11:00 am, the 1P
siated the continued daily use of the antibiolic

F 428
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cream for Resident #2 should have bean
discussed with the physician sue to the increased
tisk of the Resident building up a resistance to
the antibiotic.

During a telephone interview on 2/5/15 at 2:45
pm, Pharmaeist #1 stated the daily use of
bacitracin would not be recommanded due to the
increased risk of antiblotic reslstance.

Review on 2/10/15 of the CDG wabshe at
wwwr.cde.gov

"Do not clean the peri-urethral area with
antiseplics to pravent CAUTI while the catheter {a
in place. Routine hygiene (.¢., cleansing of the
meatal surface during daily balhing or showering)
is appropriate.”

As Neaded Medication
Resident #3

Record raview of the most current MAR revealad
the medicatlon marphine concentrate 20mg/mi
dose 0.5im! every 2-4 hours as neaded, had not
been given for 4 months.

Record review of the "Physicians Order” dated
130/15, revealed "Any PRN medigation not used
for 80 days may be discontinued.”

Record revisw of the DRR dated 1/34115
revealed, *No adverse effects due to medication
al this fime. Thers are no discrepanctes in the
current drug regimen.” There was no
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recommandation to tha Physician o review the
nead for continued use of the as needed
medication.

Resident #8

Recard review of the MAR for Resident #8
revealed the medication Trazodone 25 mg at
bedtime, as needed for insomnia had not been
given for 2 menths, December and January.

Record review of the "Physicians Order” dated
1/30/15, revealed "Any PRN medication not used
for 60 days may be discontinued." There was no
recorunendation to the Physician to review the
heed for contitued use of the as neaded
medication.

Record review of the DRR compieted by
Pharmacist #1 dated 1/31/15 revealed, "No
advarse effects due o medication at this ime.
There are no discrepancies in the current drug
reghnen,”

During an interview on 2/5M5 at 2:45 pm,
Pharmacist #1 stated the DRR consisted of
slerting the physician to PRN [as needed]
medications that had not been given in the last 60
days.

483.80(b), (d), (¢) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or abfain the services of
& licensed pharmaclst who establishas a system
of records of receipt and disposition of all

F 428

F 431

1tis the palicy of this fucility to provide labeling of

drugs and biologicaks,

Immediate action(s) taken for the resideni(s)

found to have been aftected include:

1¥The temperatore logs were revised with 36 - 46
F range per the CDC Guidelines and WFC's
Medication Refrigevator Temperature policy. The
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conhtrolled drugs in sufficient detall to enable an
accurate reconcliation; and determines that drug
records are i order and thal an account of all
controlled drugs Is maintained and perlodically
reconciled.

Drugs and biologicals used In the facilty must be
labeled in accordance with currently accepted
professional principles, and include the
appropriaie accessory and caufienary
instructions, and the expiration date when
applicable.

in accardanca with State and Federal laws, the
facility must store all drugs and biclogicals in
locked compartments under proper temperature
cantrals, and permit only authorized personnel to
have access to the keys,

The facilly must provide separately locked,
permanently affixed compartments for storage of
controlled drugs fisted In Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject {o
abuse, except when the facllity uses single unit
package drug distribution systems in which tha
quaniity stored Is minimal and a mlssing dose can
be readily detected.

This REQUIREMENT Is not met as evidenced
byy:

Based on abservation, interview, and policy
review the facility failed to ensure: 1) medication
refrigerator temperatures were properly
maintained for 4 out of 4 medication refrigerators
reviewed on the residents’ units and 2} 1

actions for out of range temperatures per the CDC
Guidelines, The CDXC Rouiine Vactine Storage
and Handling Plan were implemented on
02717415,

2)The vaccines were discarded on 02/26/15 and
new supply will be obtained with proper labeling
for refrigeration. The new vaccines will be
refrigerated upon receipt. The CDC’s Rowtine
Vaccine Storage and Handling Plan were
implemented on 02/09/15 and copy phaced in the
Supply Room on the counter above the
reftigerator where the vaccines are stored, The
refrigerator temperature log was updated Jior
temperature checks twice a day and implemented
on 02/18/15. The Medication Refrigerator
Temperature policy was vevised to inclode
refrigerator temperatures of vaceines and include
instructions for temperatures out of range
(reference CIXC's Routine Vaccine Stovage and
Handling Plan). See Attachment 1

ldentification of other residents having the
potential to be affected was accomplished by:

The facility has determined that all residents
receiving medications requiring refrigeration have
the potential to be affected. Action taken/systems
put into place to reduce the risk of finure
occurrence include: An in-service on the Vaccine
Refrigerator Temperature Log shaet and
Medication Refrigerator Temperatnre policy will
be conducted on March ¢ and March 12, 2015,
Huow the corrective action(s) will he monitored to
ensure the practice will not recur:

1)The Medication Nurses will inspect all
medications i the refrigerator for appropriate
labeling and temperature on their assipned hones
dally. The QAP Nurse witl inspect all medications
i the refrigerators for appropriate labeling and
temperature weekly for medication containers
labeled for refrigeration to ensure appropriate
storage on an on-going basis.

2)The QAP Nurse, or designee, will monitor the
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Continued From page 28

medication refrigerator lemperatures, where
vaccines were kept, was properly maintalned.
This failed practice had the potential to affect the
integrity of medications and vaccines used for a
vulnerable population, based on a census of 55.
Findings:

Medication Refrigerators on the Units

Observations from 2/3-5/15 of the madication
refrigerators, located in all 4 resident units,
ravealed a "REFRIGERATOR TEMPERATURE
LOG", with "Acceptable temperature range is
35-40F" printed on the top of the log, for staff to
document the tamperatures of the refrigerators.
An ingpection inside the refrigerators revealed
rasidents' medications,

Review of the iemperature logs, from 10/11/14 to
21318, revealed numerous documented
temperattres outsida of the 35-40 F range. The
logs also revealed numerous dates where no
temperatures were documented. The logs also
had "Caorrective Action for Qut of Range
Temperatura™ on it with an area to document
"Date, Aclion Taken, Inifials", For many out of
range temperatures there were no dales, actions
iaken, or initials documented.,

Vaccine Refrigerator

Obssrvations from 2/3-5/15 of the vaccines
refrigerator revealed a "REFRIGERATOR
TEMPERATURE LOG", with "Acceptable
temperaiure range is 35-40F" printed on the top
of the log, for staff {o document the temperatures
of the refrigerator, Inside the refrigerator revealed
vaceines, which inchuded Mantoux (TB
vaceination); afluria (Influenza vacecine); and

F 431

vaccine lemperature log and medication
contaiuers labeled for refrigeration to ensure
appropriaie storage On an on-going basis.

This plan of corrections will be monitored at the
monthly QAP meeting until such time consistent
substantial compliance has been met, Corrective
action completion date March 22, 2035, 3022715
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Engerix-B (Hepatitis B vaccing).

Raview of the tamperaturs logs, from 10M1/14 to
2/3/15, revealed mulliple temperatures outside
the specified lemperature range and multipte
dates where no temperaturas were documented.
The temperatures thal were documented were
taken once a day.

Review of the vaceine inseris, on 2/6/16 at 2:25
am, revealed the vaccines should be stored at
36-46 degrees Fahrenheit {for Engerix-B and
afhiria) and 35-46 degrees Fahrenhelt {for
Mantoux).

When questioned by the Surveyar on 2/3/15 at
1:15 pm, the DON confirmed there were
temperature logs where lemperatures wera out of
range and also some temperatures were not
documented.

Review from 2/3-5/15 of the facility policy
"Medicatlon Refrigerator Temperature®, dated
1027108, revealed "...medicatlons... must be
storad at recommended temperatures so that
they are maintained at peak
effectivanass...temperature of the refrigerator in
the medication roem will be malntained between
36-46 degrees Fahrenhelt. This value will be
documented daily and recorded on the
Medication Refrigerator Log.” There was no
process in the policy for the staff to follow if a
medication refrigerator temperature was out of
rangs. The policy's temperalurs range stated
36-46 degrees Fahrenheit and the temperature
logs range stated 36-40 degrees Fahrenheit. The
policy did not address refrigeration lemperatures
of vacoines.
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Review of the CDC guidelines for "Vaccine
Storage and Handfing”, accessed online 2111715,
revealed "..There are few immunization Issyes
more mporlant than the appropriate storage and
handling of vaccines...\Vacelnes exposed to
temperatures oulside the recommended ranges
can have reduced potency and

protection., Vaccines are fragile. They must ba
maintained at the temperatures recommended by
vaceine manufaciurers.. temperature monltoring
of the storage unit(s) at lerst twice dafly...”

FORM CMB-2567(02-608) Previous Versions Ohsolete Evant 1D:4LH813 Facifity ID: SACCLYC If condlmuation shaet Page 310of 31



