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This plan of correction constitutes
F 000 | INITIAL COMMENTS FO00{ 3 written allegation of substantial
A Recertficat q iaint compliance with federal
ecertification survey and complain . .
investigation #34686 and #35388, were Medicare and Me"""‘_‘d,
: completed at Golden LivingCenter-Mountalin View Requirements. Submission of
on ;1’!27-29!‘: 5. No daf:ciencles wgre cigalg Ir:efaled this plan of correction does not
to the complaint invest gations under C art s
483, Requirements for Long Term Care Faciiities, const}tutf:-s A agre emerft that tl?e
F 323 483.25(h) FREE OF ACCIDENT Fagz3| deficiencies actually exist, nor is
§8=D | HAZARDS/SUPERVISION/DEVICES it an admission that they exist.
iTh facilty . that th dent This submission is & good faith
| | he facility must ensure that the residen . P :
environment remains as fres of accident hazards expression of the {“acﬂlty S desire
as is possible; and each resident receives to fully comply with Medicare
adequale supervision and assistance devices to and Medicaid requirements.
|| PTEVENE BCCIdEN]S, o -
F323
g‘;‘{is REQUIREMENT is not met as evidenced On 7/28/15, Resident #87 pressure
Based on medical recard review, observation, pf'ltdlf Im? we? cc_)r;:?ected and water
and interview, the facility failed to ensure g safety pitcher placed within reach,
device was in place to Prevent falls for.one
resident (#87) of 32 residents raviewed, 2) ) -
Residents within the facility have the
The findings included: potential to be affected. The Director
N | of Nursing Services completed an
Medical fecord revie.wv revealed Resident #87 was audit of residents with pressure pad
ey R U | Bt et
» Anxiety, Periphe ; -
Vascular Disease, History of Falls, Osteoporosis, ;3';::32‘1 -}V;Lhél; eguﬂ:?:: g?:;gg:d as
rita tention, 3} i E . § . . .
Urinary Retention and Congestive Heart ailure completed an audit of residents with
: Medical record review of 2 Quarterly Minlmum water pitchers with no others
: Data Set (MDS) dated 6/30/15 revealed the Identified as out of reach,
j resident was moderatsly impaired for daily
 declsion making, required extensive assistance of
A ! i
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGCTION e
CH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETH
"?ES"‘ FEE%ULA&ORY OR LSC IDENTIFYING INFORMATION) TAG CRQSS-REFERE;!EFEIEIE%%E APPROPRIATE DATE
3)
F 323 Continued From page 1 ! F323) a) On 7728/ 15, the Director of
2 far bed mobllity, and transfers. Nursing Services re-educated LPN #1
related to proper usage of pressure
Medical record re'\:iew of the Care Plan dated pad alarms and ensuring water
g’; 21_:’;1 nsa Ir ﬁ:en?éegva'iigélgsgn?:r:a;lasé;ca" ght ar pitchers are within reach of residents.
reach...pressure pad alarm to bed,,.” b). C?n 7"28”5’. the Director of
Clinical Education began re-
Observation on 7/28/15 at 2:35 PM, in the education with nursing staff refated to
resident's room revealed the resident lving an the proper usage of pressure pad alarms
bed, the pressure pad alarm not cannected, and and ensuring water pitchers are within
the water pitcher not within reach of the residant, reach of residents,
¢) On 7/28/15, an audit was
a1 530 P e e Nurse 1 on completd by e Exceuive Direcor
confirmed the resident's alarm was not attached and Director of Nursing Services to
1T randtthe water pitcher was ot within regch of thg— - - ensure.all-pressure pad alarms are- - - -
resident. connected and all water pitchers are
F 412 483.55(b) ROUTINE/EMERGENCY DENTAL F412{ within reach of residents.
55=D | SERVICES IN NFS 4)
a) Weekly walking rounds observing
The nursing facllity must brovide or obtain from pressure pad alarms will be conducted
an outside resource, In accordance with by the Director of Nursing Services
Soveren ndar oo, aline and emeramncy o oindings reparted monthly to the
dental services 1o meet ths needs of each QA l(‘,'odmrruttee x 3 manths or until
resident; must, if necessary, assist the resident in resolved, . .
making appalntments; and by arranging for b) Weekly walking rounds observing
fransportation to and from the dentist's office; and resident water pitchers will be
| must promptly refer restdents with lost or ' conducted by the Executive Director
damaged dentures to a denfist. with findings reported monthly to the
QA Committee x 3 months or until
resolved.,
This REQUIREMENT is not met ag evidenced
by ’
Based on medical record review, obsgrvation,
and interview, the facllity falled to arrange dental
services for 1 resident (#4) of 4 residents
reviewed for dental services of 32 residents l
FORM CMS-2567{02-89) Previous Versions Obsolets Evant I0:86RV11
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{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S FLAN OF CORREGTION ol
| e e | TR | JEimmnEaolieiBhe |l
DEFICIENGY)
! F412
F412 S;:Inued From page 2 F 412 B glzbhg
pled.
On 8/3/15, the Director of Social
The finding included: Services contacted mobile dental to
schedule services for Resident #4,
Medical record review revealed Resident #4 was
adrlnilled to the falcilily :n 5120115 wiLh diagnoses 2)
including Lower Limb Am utatlon, Above Knee, . T oy
Pure Hy?:archnieslerolem?a, Iron Deficiency, Residents within the facility have the
Heartburn, Essential Hypertension, Congestive potentinl to be affected. The Director
Heart Failure, and Chronic Obstructive of Social Services completed an audit
Pulmonary Disease. ensure the facility offered dentai
services to all current residents,
Medical recard review of a Consent for Dental
Treatment, undate::! revaaled “...| consent for 3)
1 dental treatment... ~-8).0n.8/3/15, the Executive Director.. .|
Medical record review of an admission Clinical implemented a process to ensure all
: Health Status assessment dated 5/20/15 new residents were offered dental
| revealed "...broken, loose, or carious testh...” box Services upon admission and ansuaily
| checked. while residing within the facility,
! b} On 8/3/15, the Executive Director
Observation and interview with Resident #4 on provided education to the Director of
7/29/15 at 10:10 AM, in the resident's room Nursing Services, Director of Sccial
revealed he had several missing teeth, upper and Services, Director of Alzheimer's
lower, éxisting teeth in bad condltion and stained. Care and the Director of
The resident stated he had tooth pain that wauld Admissions/Marketi lated
9o away at times and had not seen a dentist, TMussions cting related to the
since admission to the facillty *.. thought his testh newly implemented process to ensure
] ,were._just_m“ing.amy.::u e L - all-residents -remdlng--wnhm-the
facility are offered dental services,
interview with the Administrator in the
Administrator's office, on 07/29/2015 at 10:57 AM
confirmed the facllity falled to offar the resident
dental services since his admission to the facility,
F 431 | 483.60(b), (d), (e} DRUG RECORDS, F 431
58=D | LABEL/STORE DRUGS & BIOLOGICALS
The facltity must em ploy or obtain the services of
FORM CMS-2567(02-89) Previous Versions Obsolate Evenl ID:88RV1Y Facllity ID: TN2602 If continuation sheet Page 3of 7
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION g
BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETO
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F 412 Confinued From page 2 ' | F412} 4) _ L
sampled. 2} The Executive Director will audit
all new admissions to ensure the
The finding included: facility offers dental services to all
Medical d revl led Resident #4 residents upon admission with
edical record review revea esident #4 was ;
ndings reported monthly to the QA
admitted to the facllity on 5/29/15 with diagnoses 20 g ttecpx 3 months Dg’unﬁl Q
Including Lower Limb Amputation, Above Knee, "Im" d
Pure Hypercholestsrolemia, Iron Deficlency, resoived. inl Servi
Hearthurn, Essential Hypertension, Congastive b) The Director of Social Services
Heart Failure, and Chronic Obstructive and/or MDS Coordinator will use the
Pulmonary Disease, annual MDS schedule to ensure the

facility offers dental services to all
residents while residing within the
facility with findings reported

Medical record review of a Cansent for Dental
Treatment, undated revealed "...| consent for
dental treatment,..”

- monthly to the QA Committee x 3

l 'Méﬂf‘ﬁl'ﬁi‘dﬁ?‘éﬁé‘ﬁ‘é@?ﬂmhsmn Clinical T months oruntil resolved; < -
Heslth Status assessment dated 5/20M15

revealad "...broken, loose, or carious teeth, " box
checked.

Observation and interview with Resident #4 on
7/29/15 at 10:10 AM, in the restdent's room
revealed he had sevaraj missing teeth, upper and
lower, existing teeth In bad condltion and stained.
The resldent stated he had taoth pain that would
90 away at times and had not seen a dentist,
since admission to the facility "...thought his teath
B I —— wergjustrotting-away—"

Interview with the Administrator in the
Administrator's office, on 07/29/2015 at 1 0.:57 AM
confirmed the facility failed to offer the resident
dental services since his admission to tha facility.
F 431 483.60(h), (d), (e) DRUG RECORDS, 431
Ss=D | LABEL/STORE DRUGS & BIOLOGICALS

The facility must em ploy or abtaln the services of

FORM CMS-2587(02-89} Pravious Verslans Obsotela Event ID; BBRVT1 Factity ID: TN2602 If continuation sheat Paga 3cof7
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F 431 : Continued From page 3 . F431; F43 g /2;] } 15"

. 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 J[
* 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 currenily accepled ;
: professianal principles, and include the ;
- appropriate accessory and cautionary |
: Instructions, and the expiration date when i
; applicable.

In accordance with State and Federal laws, the

: facility must store all drugs and biologicals in

¢ locked compartments under proper temperature
~confrals, and permit only authorized personnel to
have access to the keys.

. The facfiity must provide separately locked,

. permanently affixed compartments for storage of
controlled drugs fisted in Schedule Il of the

- Comprehansive Drug Abuss 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 minimat and a missing dose can

| be readily detected. i

This REQUIREMENT is not met as evidenced

: by

- Based on review of facility policy, review of
Change of Shift Conlralled Substances Count

: Sheet, medical record review, observation, and

: interview, the facility failed to maintain an ]

N ;
! a) On 07/27/15, the Director of Nursing ;
i Scrvices began an investigation into the
ineccurate Conirolled Drug Record for
Hydromerphone 2 mg in the cusiody of
LPN #1,

b) On 07/27/15, the Director of Nursing
Services removed 6 expired Hema
screens and 1 unlabeled Enoxaparin &0
mg from the B-Wing Nurses Station,

i 2)

1) Residents within the facility have the
potential to be affected. The Director

of Nursing Services, MDS Coordinator,
Director of Clinical Education, and

Waund Care Nurse completed an audit

of all controlled drug records on all i
medication carts within the facility to i
ensure all controlled drug records were |
securate with no others identified as out

of compliance, |
b)Residents within the fecility have the
potential to be affected. The Director i
of Nursing Services, MDS Coordinater, i
Direcior of Clinical Education, Director
of Alzheimer’s Care and Wound Care
Nurse completed an audit of all Nurses
Stations medication rooms within the
fucility to ensure no medications were
expired and/or missing labels with no
oihers fdentified as out of compliance.

3

aJ} On 727115, the Director of
Alzheimer's Care took temparary |
possession of the medication curt on E i
Wing while the Director of Nursing i
Ser,ficcs conducted an investigation

FORM CMS-2567¢02-99) Frevious Versions Obsolete Event ID: 86RV1Y
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7PM-7AM revealed
that arrived and departed had signed alt items
had been accounted for and no discrepancies
noted.

Medical record review of
Record date received 7/22/15 revealed

“...Hydremorphone {narcotic] 2 mg [milligram]...1
tablet orally
| received 56..." Continued review ravealed 18

accurate Conirolled Drug Record (Individual
Patient's Narcolig Record) for 1 Resident (#91) of
6 resldents reviewed for
administration, failed to discard axpired Hema
Screens (used to obtain occult bleod) in 1 of 3
medication storage rooms, and failed to maintain
medication (abefing for 1 medication in 1 of 3
medication rooms.

medicatlon

The findings included:

Review of facility policy, Controlled Substances,
dated 10/07 revealed *..
and the Pharmacist monitor for compliance...in
the handiing of controlled medications...when
”'c*o'n'ti*ﬁllé‘d”ﬁiﬁ‘dléﬁlfﬁﬁ“Ts“’éﬁFnTﬁété’fﬁi‘lh‘é’lféérTs"eﬂ'
nurse administering the medication Immediataly
enters thelr information on the accountability

{ record...At each shift change, a physical inventary
 of controlled medications.. is conducted by two

! licensed cliniclans..”

-The Director of Nursing

Review of the Change of Shift Controlled
Substances Count

Sheet dated July 26, 2015,
the signatures of the nurses

Madical record review revealed Residant #91 was
admitted to the facllity on 3/24/14 with diagnoses
including Alzhsimer's Disaase,
Chronic Pain Syndrome.

Osteoarthritis, and

a Contfrolled Drug

four times dally... Total amount

Record for Hydromorphone 2 mg in
the custody of LPN #1.
b) On 7/27/15, the Director of
Nursing Services re-educated LPN #1
related to the facility's Controlled
Substances Policy.
) On 7/27/15, the Director of
Clinical Education began re-
education with all nursing staff
related to the facility's Controlled
Substances Policy.
d) On 8/4/15, the Pharmacist re-
educated facility Charge Nurses
related to controlled substance

" policies. .

e) On 7/28/15, the Executive Director
re-edticated the Director of Nursing
Services related to the proper storage
and labeling of medications in
accordance with carrently accepted
professional principles including the
appropriate accessory and cautionary
instructions and the expiration date
when applicable.

f) On 7127115, the Director of Clinical
Education began re-education with
nursing staff

related to the proper storage and
labeling of medications in accordance
with currently accepted professional
principles including the appropriate
accessory and cautionary instructions
and the expiration date when
applicable.

X4) D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GORREGTION ()
;RE)F'X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETIoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOQ THE APPROPRIATE
DEFICIENCY)
! into the inaccurate Controlled Drug
F 431 Continued From page 4 F 431
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“I'résident was correct at 7AM, and the Turse could
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T Interview with the 'DIi‘é"Cldf'bf‘Nin'slﬁ'g“'(DON)"ﬁﬁ '

doses had been documented administered and
the last dose was given on 7/27/15 at 6:00 AM.

Observation and interview with Licensed Practical
Nurse (LPN}#1 on 7/27/15 at 11:32 AM, in the
hallway, during a random medication
administration observation revesled the
Controlled Drug Record for the Hydromerphone 2
mg had shown 38 doses remalned. Continued
review revaaled 37 doses (not 38) of the
Hydromorphone 2 g had been avallable for
resident's use. Further interview confirmed the
nurse had accounted for ali narcotics at the time
of arrival, before the pravious nurse had
departed, the controllad drug record for the

STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
445145 B. WiNG 07/29/2015
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1360 BYPASS ROAD
GOLDEN LIVINGCENTER - MOUNTAIN VIEW WINCHESTER, TN 37338
a8 | SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION {s)
::Eﬁs)nx (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE cou&l.gloﬂ
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
2) On 7/27/15, the Director of
F 431 | Continued From page 5

F 431! Nursing, Director of Clinical
Education, MDS Coordinator, and
LPN Wound Care Nurse began
change of shift observations to ensure
Change of Shift Controlled
Substances Count Sheets were being
completed according to facility
policy/procedures,

4)

a) Weekly change of shift
observations will be conducted by the
Director of Nursing Services,
Director of Clinical Education,

Observation and interview with Registered Nurse
(RN) #1 on 7/28/15 at 9:17 AM, in the B-Wing
Nurses Statlon revealed 6 Hema screens with
expiration dates (2) 7/14, {1} 11114, and (3) 815,
Coniinued observation revealed 1 Enoxaparin
(bload thinner) 80 mg not labeled. Further
interview confirmed the Hema Screens were
outdated available for resident use and the
Enoxaparin did not contain a medication label,

7128115 at 10:15 AM, In the E-Wing Nurse's
Station confimed the facility had failed to
maintain an accurate narcotic record and was
unable to locate the Hydromorphone 2mg.
Further interview confirmed the medlcation rooms
were checked on a weaekiy basis for explred
items,

- -+ -Director-of Alzheimer's Care-and/or - e
Designee to ensure continued
compliance related to Change of Shift
Controlled Substances Count Sheet
with findings reported monthly to the
QA Committee x 3 months or until
resolved.

b)Weekly medication room audits
will be conducted by the Director of
Clinical Education, Director of
Alzheimer's Care and Wound Care
Nurse and/or Designee to ensure
compliance with proper storage and
labeling of medications in accordance
with currently accepted professional
principles with findings reported
monthly to the QA Committee x 3
months or until resolved,

F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456
$S=F | OPERATING CONDITION
FORM CMS-2567(02-09) Previous Verslons Obsolata Even! ID; 86RV11 Faclilty ID: TN2602 If continuation sheat Page Gof7
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The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interviaw, the facility
failed to ensure the dryers were frae of lint bulld
up in 3 of 3 dryers abserved in 1 laundry room.

The finding inciuded:

Observation of the three laundry room drysrs with

| hazard.

the Malitaince Direclor on 727 S At 1045 AM,
in the laundry room revealed excessive lint bulid
up in the rear of the three dryars, around the
motors and vents, and in the front dryer filters.

Interview with the Maintaince Director at the time:
of the Inspection confirmed the dryers had
excessive lint build up In the rear of the three
dryers and the front filters of the three dryers,
Continued Interview with the Maintaince Director
on 7/29/15 at 10:45 AM in the laundry room
confirmed the lint build up was a potential fire

i

X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION {%5)
éngnx (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE
DEFICIENCY)
F 456 Fasg| 290
Continued From page 6 4 3,27 ’] s
1)

On 7/29/15, the Housekeeping
Supervisor and Maintenance Director
removed the excessive lint build up in
the rear and front filters of the three
dryers.

2)

All residents within the facility have
the potential to be affected. The
Executive Director observed the
laundry room to ensure all dryers
were free of excessive lint build up.

3)

2) On 7/29/13, the Executive Director
educated the newly hired
Maintenance Supervisor related to the
facility’s preventative maintenance
program and the procedures related to
ensuring the dryers are free of lint
build up.

b) On 8/3/15, the facility's Safety
Committee held an ad hoc meeting to
address safety concerns related to
excessive lint build up in the facility
dryers and to implement an
immediate plan of correction,
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Weekly observation rounds of the
The facility must maintain alt essential taundry room will be conducted by
mechanical, electrical, and patient care the Executive Director to ensure
equipment In safe operating conditlon, continued compliance with the
facility's preventative maintenance
program as it relates lint build up in
'tl";'l.ls REQUIREMENT s not met as evidenced the dryers with findings reported
Based on obsarvation and interviaw, the facility monthly QA Committee x 3 months
fafled to ensure the dryers wera free of lint bulld or until resolved.
up in 3 of 3 dryers observed in 1 laundry room.
The finding included:
Observation of the three laundry room dryers with
| — the-MaiintaincerDirectoron-7/27/15 at1 0;45 AM; S R T
Inthe 1aundry foom revealed excessive fint buld
up In the rear of the thrae dryers, around the
motors and vents, and in the front dryer filters.
Inferview with the Maintaince Director at ths time
of the inspection confirmed the dryers had
excessive lint bulid up In the rear of the three
dryers and the front fillers of the three dryers,
Continued Interview with the Maintaince Director
on 7/29/15 at 10:45 AM in the laundry roam
confirmed the lint bulld up was a potantial fire
hazard.
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