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F 204 | 483.12(a}(7) PREPARATION FOR F 204 Alexisa Vhlgge of Health 4
~ td CitNeésses talicare an
§s=D | SAFE/ORDERLY TRANSFER/DISCHRG Re:;:hﬂimﬁon Cenfer offors ¢his Plan of Correctian
i ) ) as ks allegation of complfance with the articipation
Adfacility must provide sufficient preparation and requirtmenty for lang teem cave faci]l;ﬁgg ,':,'5 a5
orientation fo residents to enstre safe cvidence of its ongoing efforts to provide quallty
and orderly transfer or discharge from the facility. carc {0 residents,

Disclafmer Statement

In the case of facility closure, the individual who is Alexian  Village of Tennessco Healthears and
the administrator of the facllity must provide Rehabilitalion Center does not admit that any
wrilten notification prior to the impending ¢losure Gofllenoics existed, beforo, during or after the survey,
to the State Survey Agency the State LTC Retubiltation Gonter resompe g g oate  0d
ombudsman, residents of the facllity, and the survey findings through the Im%,l fonna;m?],tpea?
legal representatives of the residents or other proceeding, or any administrative or legal procecdings,
responsible parties, as well as the plan for the This POC is mot meant to establish any standerd of care
transfer and adequate relocation of the residents, %:nmmg:cmﬂmm lm;n;n daggbg?att;lllagcmr;f
8s required at §483.75(r). - reserves all rights to raise all possible contentions and
defenses in any type of ¢ivil or criminal claim, action or

This REQUIREMENT s not met as evidenced proceeding. Nothing conained in this POC should be
by :;?_nccni ap'phcnble'm peer review, quality assurane, or
Based an medical record review and interview, Villags T;* ‘[‘E::lgggcl:w;eﬂ%&‘:::g“a.ndw}}]{lg]?abﬁilgil::
the facility failed to provide discharge information Center does not waive,

at the time of discharge to one resident (#149) of FIM 00000  PREFEA

. . I2{r TIO

three rasidents reviewed for discharges. SAFEIORI)ERIE})' TRANSEER DI]S%HR g FOR
The findings included: Resident #149 discharged from the facility.

The sesident case was provided as an example for
nuising staff education in regard to dischurging

Resident #149 was admitted to the facillty on residents with medications or préseriptiens. sanes,
: : ons, providing .
June 1, 2014, with diagnoses includi_ng written  discharge  instructions, aﬁd foﬁow uE :
Congestive Heart Failure, Hyperthyroidism, instructions before or at the time of discharge.
Pressure Ulcer, and Diabetes Mellitus. Resident Residents discharged from the COMMunity 2 weeks
#149 was discharged to home on July 8, 2014. prier 1o effected resident were reviewed for complianc
&nd nong were affected.

. ] e AR dizcharges will be monitored for the firsr 3
Interview on August 6, 2014 at 9:28 a.m.. with DON, AD%N. or designentl, c:;u :ﬁ:n 8 sl;f::pig ‘{:flf :ﬁ
Assistant Director of Nursing {ADON) #1, in the reviewed monthly, .
facility corference room, revealed the Charge g;dlis::o“ff [me’vfls “ﬂ'“] berﬁ"liiw?g by the QAA
Nurse responsible for discharging resident #1490 . thent rondon rorion oy for the I” two quarters
on July 8, 2014, falled to give the discharge (contined next pagey o O OB Compliance.
paperwork 10 the restdent's family at discharge. 09/01/14

Continued Interview revaaled the Gharge Nurse

stated iried to contact the family, and could not ,
{X8) DATE

LABORATORY OIRECTOR'S O -RDVIDE PLIER REPRESENTATIVE'S SISGNATURE TILE
oz g Q66 27/
g It I€ determined that

Any deficiency stalement endihg with an asteribk (*) denoles a deficiency which the nsiution may be excused from cerracting providin

gther safeguards provide sufficient protestion fo the patients. (See Instruotions.) Except for nursing homes, the findings stated ahova are disclosable 80 days
following the date of survey whether or not a plan of correcllon ls'pravided. Far nursing homas, tha abave findings and plans of correction are disclosabls 14
days fallowing fhie date these dacuments are made avallable to the facility. If deficlencles are cited, an approved plen of correction is requlsite t¢ continuad

program participallon.
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get the family on the phone. The Charge Nurse
then contacted a friend of the family, who worked
at the facility and gave a copy of the discharge
paperwork to deliver to the resident,
Interview on August 6, 2014, at 10:41 am., with
Physical Therapist (PT) # 1, by phone revealed
the charge nurse contacted the PT and asked {a
take the discharge paperwork to the family, after
the Charge Nurse was unable to reach the family
by telephone,
Interview and review of the Post Discharge Plan
of Care dated July 8, 2014, with Charge Nurse #4
on August 8, 2014, at 2:05 p.m., in the Social .
Services office, revealed no documentation of an
appointment scheduled or prescriptions obtained.
Continued Interview with the Charge Nurse
confirmed the Charge Nurse assumed tha F244 4B3.15)6) LISTENACT ON GROUP
resident was going to a facility that provided -2,
medications or would have obtained prescriptions GRIEVANCE/RECOMMENDATION
priot to discharge from the facility, Continued Residents #32, #46, #47, £110, #1132 and #1M
interview revealsd the Charge Nurse stated gricvances about the palatable foods were immcdiaiely
attempted to call the famﬂy four times with no adq:-esse_d by dietary services and fixed to the resident's
answer and then contacted the PT who stated setistaction.
ft;e!g{he would glve the madication list to the INo cther residents were affested.
mily. :
Resident or family g'rieva‘nm will be documented and
Interview with the Director of Nursing (DON) on Z?ﬁ‘é‘f?na“’mﬁfm‘?ﬁﬁ@é’r?&ﬂi& < ol be poonger f,‘,’;
August 6, 2014, at 2:38 p.m., in the DON office, any slalf and provided to Social Services or
confirmed the facllity failed to ensure the resident docamentation, distribution and resohition.  Social
prescriptions were obtalhed, falled to obtain a Services will follow up gnm:md ©0 mm;lm r:g
follow up doctor appointment, and fafled to give ffg:‘f;f;::;‘;;ﬂ‘l;“ incorpomated and communiea
written discharge instructions to the resident prior ’
to discharge from facility, The QAA committes will monitor the gricvamee record
quarterly for compliance.
C/O # 34375 : —
F 2441 483.15(c)(6) LISTEN/ACT ON GROUP ! F 244 , /
|
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by:

resolved,

$8=E | GRIEVANCE/RECOMMENDATION

When a resident or family group exists, the facility
must listen to the views and act upon the
grievances and recommendations of residents’
and famifies concerning propossd polley and
operational declsions affecting resident care and

This REQUIREMENT s not met as evidenced

Based on interview and review of the Resldent
Council minutes, the facility falled to resolve
grievances related to palatable food for six
residents (#32, #46, #47, #110, #113, #134) of
twenty-four residents reviewed,

The findings included:

Review of resident council minutes for February,
May, and July 2014, revealed residents
concerned with the food. Continued review
revealed no documentation of food cencerns

Interviews on August 4 through 6, 2014, with
resident #32, #486, #47, #110, #113. and #134
revealed food is not palatable, too spicy, or hard
to chew. Continued Interview on August 6, 2014,
confirmed food has nat improved.

Interview with the Resident Council members
(Residents #47 and #100-roommates) on August
6, 2014, at 9:30 a.m., in the residents' room,
revegled, the facility had not responded to
grievances regarding food quality.

Review of the Resident Council minutes and
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interview with the Activities Director, on August 6,
2014, at 12:10 p.m., in the Aclivities office,
confirmed the Resident Council members had
voiced concerns about food quality in February,
May, and July 2014, and the facillty had failed to
resolve those grievances,
F 323 ) 483.25(h) FREE OF AGCIDENT Fazs| | ' .
313 48335 FREE OF ACCIDENT
$5=D | HAZARDS/SUPERVISION/DEVICES HAZARDS SO IRV IS O DE g

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT s nol met as avidenced
by:

Based on medical record review, review of the
facliity policy, and interview, the facility failed to
Implement new interventions after two falls for
one resident (#77) of three residents reviewed for
falis of twenty-two Sampled residants.

The findings included:

Resident #77 was admitted to the facility on
March 3, 2014, with diagnoses including
Anorexia, Postural Hypetension, Dehility,
Depresslon, and Right Knee Replacement.

Review of the Admission Minimum Data Set
(MDS) dated March 9, 2014, and the Quarterly
MDS dated June 4, 2014, revealed the resident
was non-ambulatory and required the assistance
of two plus persons for transfers. Further review

was mviewed and documenicd 10 ensure residenr’s

Resident #77°s plan of care end incident action plan

action plan ts prevent accidental hazards is followed, as
fs possible and receives adequate supervision of
assigtive devices to prevent further incidents,

A review of all residents on cach [Joor was conducred
and no other residents were affected.

Staff education was provided (during the survey) 10 all
nursing stafl in fall prevention priority, praper use of
proventive devices and appropriafe information s
documented every shift, All preventive devices are
recorded an the Medication Administration Record
(MAR} and monitored daily. Orders and docarmnentation
ar¢ checked mombly to ensure documentation s
refleeted month 1 month,

The DON or designee will report efficacy of procedure
te thes QAA Committee quarterly,

09/81/14
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Continued From page 4
revealed tho resident had periads of confusion.

Review of the fall investigalion dated May 30,
2014, 9:30 a.m., reveaied an unwitnessed fall
without injury from a low bed to the fioor mat.
Continued review revealed the Interventions in
place at the time of the incident were floor mat,
low bed, scoop mattress, and quarter side ralls.
Continued review revealed the new intervention
to be implemented post fall was a bed pressure
alarm. ; )

Review of the fall investigation dated June 25,
2014, 4:00 a.m., revealed an unwitnessed fali
without Injury from a low bed to the fioor mat.
Continued review revealed interventions in place
at the time of the incident were floor mat, low bed,
S5Ccoop mattress, and quarter sidea ralls.

Continued review revealed the new intervention
to be implemented post fall was a bed pressure
atarm. Further review revealed no documentation
the bad alarm was In place at the time of the fall
on June 28, 2014.

Review of the fall investigation dated June 30,
2014, 10:20 p.m., revealed an unwitnessed fall
without Injury from a low bed to the floor mat,
Continued raview revsalad the intarventions in
place at time of the Incident were bed pressure
alarm, floor mat, low bed, and quarter slde rails,
Conltinued review ravealed the new intervention
to be implemented post fall was a bed bolster {a
long cushioned support),

Review of fall Investigation dated July 6, 2014,
4:30 p.m., revealed an unwitnessed fall without
injury from a low bed to the fioor mat. Continued
review revealed the Interventions in place at the

time of incident were bed pressure alarm

F3z3
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§8=F

(sounded at fall), iow bed, flaor maf, scoop
maltress, quarier side rails. Continued review
revealed the new intervention to be implemented
was a bolster. Further review revealed no
documentation of bolster being in place at the
time of fall on July 6, 2014.

Review of the undated facility policy, Fall
Management, revealed "...Procedures: Post
fall...Immediately sfter the fall implement fall
precaution interventions..."

Interview with Assistant Dirsctor of Nurslng #1 at
2:06 p.m., on August 6, 2014, in the sixth flaor
chapel, confirmed the facility failed to implement
the new fall precautions for resident #77 after the
falls on May 30, 2014, and June 30, 2014,
483,35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facllity must -

(1) Procure food from sources approved or
considered satisfactory by Federal, Stale or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, policy review, and
interview, the facility fafled to store or serve faod )

F 371 Fi7l 483.35(1) FOOD PROCURE,
STORE/PREFARE/SERYE-SANITARY

Dining Stafl members were corrected and applicd
appropriate hair covering. Food irems thar were noi
lebeled or uncovered were properly dispased.  The
dining slde was educated on th¢ proper sanitation of the
thermomer while ehecling food termperstures.

Staff edueation was provided ta al) dining staff by the
Dining Director andlor desigies in proper labeling,
covering and discarding out of date (oads. Additional
education was provided to dining $taff in samilation
procedures including the use of hair covering devices,

Dining Directar or desighee will monitor food storage,
use of hair covering as well a3 senitation procedares
dally.

The Dining Director ov desipnee will report efficacy of
procedure ta the GAA Commiltes quarterly.

under sanltary conditions, 09/01/14
The findings included:
Facflity ID: TN3301 . If continuation sheet Page 6 of 12
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" (revealed "... As part of the food service uniform,

Continuad From page §

Observation on August 4, 201 4, at11:15am., In
the kitchen, revealed three dietary staff members
without hair covering,

Observation on August 4, 2014, at 11:30 a.m.,
during the inifial kitchen tour, revealed three out
of seven freezers contained undated or
uncovered items. The meat freezer contained an
open, undated bag of shrimp, with one shrimp
lying outside of the bag; the ice cream freezer
contained an open, undated forty-eight ounce
carton of pineapple ice cream; the produce
frapzer contained an undated shest cake and
twenty-thres cups of pureed cake dated August 1,
2014.

Observation of the sixth floor dining reom steam
table, at 12:25 p.m., on August 4, 2014, revealed
Dietary Aide #1 wiped the food thermometar with
an alcohol wipe, obtained a napkin from the top of
the microwave, checked the temperature of the
first food item with the thermometer, and then
procesded to wipe the thermometer with the
napkin. Continuéd observation revealed Dietary
Aide #1 checked temperatures of each food ftem,
wiped thermometer with the napkin without using
a sanitizing agent on eight out of eight food items,

Review of the “Touchpolnt Hourly Associate
Handbook”, under "Assoclate Conduct: Personal
Appearance/Hand Washing”, ravised June 2013,

hair must be covered by a halr net or a hat that
has been approved for use by the Com pany...”.

Review of tha policy for “Feod Storage Chart*,
under policy #8008, revealed ".._unused

portions...prepared on site, such as recipes that

F 371
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contain meat, mitk, eggs, cheese, raw
vegetables, and fresh frult..." are considered
expired after two days of preparation date.
Review of the policy for "Meal Temperature
Record”, under "Resident Food Services", revised
March 2011, revealed "...sanitize the thermometer
in an approved sanitizing saiution or product prior
to starting the process and after testing each food
item..."
Interview with Assistant Dietary Manager (ADM),
at 4:00 p.m., on August 4, 2014, in the kitchen,
confirmed the staff members were nof wearing
hair coverings; the shrimp was open and undated
in the meat freezer, and should be tossad: the
open carton of pinespple ice cream in the ico
Cream freczer was undated; the sheet cake was
not dated, and the twenty-three cups of pureed
cake dated August 1, 2014, were outdated and
should have been consumed or discarded by
August 3, 2014.
Interview with ADM, and Dietary Aide #1, at 5:00 Efz}mj?f‘g'&’ngbs(g B&i%%srmnfs@ms'
p.m., on August 5, 2014, in the sixth floor dining
room, confirmed the aide did not follow praper The identified refrigoralor was wplaced (during the
procedure when wiping the tharmomater in :ﬁmmﬁgidﬂll cffocted medications were destroyed
between checking temperaturas for each item on '
eight out of eight food items, and confirmed No residants were affected.
thirty-nine residents were served after the ) . .
temperature checks. Staff_'educauon_ was provided by DQN or dcs:gnc? ('o_all
nursing staff in regard to recording snd monitoring
F 431 483-60“)); (d): (3) DRUG RECORDS, F 431 refrigerator témperatures daily, each shift and instoueted
8S=D | LABEL/STORE DRUGS & BIOLOGICALS to 1¢port tempéranures outside the acceptable ange of
346-46 degrees Fahrenheiv
The facility must employ or obtain the services of The DON or designes will et efficaoy of procedure
a licensed pharmacist who establishes a system fo the QAA Committes quarterly.
of records of receipt and disposition of al
contralled drugs In sufficient detail to enable an 03/01/14
!
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‘| facllity must store all drugs and biologicals i

acourate 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 inclide the
apprapriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal faws, the

locked compartments under proper iemperature
controls, and permit only authorized personnel to
have access to the keys.

The facllity must provide separately locked,
permanesntly affixed compartments for storage of
controlled drugs listed in Schedule It of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the faciilty uses single unit
package drug distribution systems in which the .
quantily stored is minimal and a missing dose can
be readlly defected.

This REQUIREMENT is niot met as evidenced
by:

Based on obsarvation, review of the refrigerator
temperature log, faciilty policy review, and
interview, the facllity falled to store medications
according to the manufacturer's
recommendations for one of two medisation
refrigerators observed.
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The findings included:

Observation on August 5, 2014, at 10:25 a.m., of
the thermometer in the refrigerator located in the
7th fleor medication room, with Licensed Practical
Nurse (LPN) #3, revealed the refrigerator's
temperature was 24 degrees Fahrenheit (F), with
visible fce build-up in the freezsr portion of the
refrigerator. Continued observation revealed
multiple medications were stored in the
refrigerator.

Observation and inventory of the contents fram
the refrigerator on August 8, 201 4, at 10:30 a.m.,
with Registered Nurse (RN) #1, revealed the
following medications stored in the refrigérator:
Biscodyl 10 milligram {mg) suppositories x (times)
43 (without storage information); Tylenol 650 mg
supposilories x 55 with starage Instructions to
store medication between 68 degrees F and 77
degrees F; Phenadoz 12.5 mg suppository x 2
and Pherradoz 25 mg suppository x 1 2 with
package labelling to store medication between 36
degrees F and 48 degrees F: an opened vial of
Tubersol Solution 1 milliliter (mi) vial, partially
used, with package labelling to stare medication
at 36 degrees F 1o 46 degreas F: Latanoprost
0.005% opthalmic sclution, 2.5 mi botlle
unopened with package labelling fo store at 36
degrees F to 46 degrees F; Novolog Insulin
100U/mil, 10 mi vial, unopened x 2 with package
labeling, *...Ksap In cold place. Avoid freezing...";
Lantus nsulin 10 mi vial, unopened, x 2 with a
package insert for storage Instructions,
"...LANTUS should not be stored in the freezer
and should not be allowed fo freeze. Discard
LANTUS if lt has been frozen..."; Travatan
opthalmic solution 0.004%, 2.5 mi botle,
unopened, x 2 with storage instructions to store at

F 431
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36 degrees F to 77 degrees F; Performist 20
micrograms {mcg) per 2 ml inhaler x 3 with
Package labelling to store at 35 degrees F to 77
degrees F; Restasis 0.05% opthalmic solution,
0.4 mi per dose, x 5 boxes each containing 30
doses with package instructions to stors
medication at 59 degrees F to 77 degrees F.

Observatlon and interview on August 6, 201 4, at
3:30 p.m., with LPN #2, in the 6th floor
medication room, confirmad with the Biscodyl
package labelling that the suppositories shoutd
be stored at room temperature.

Review of the 7th floor refrigerator tem perature
monitoring log dated July 2014, ravealed,
"Appropriate Refrigerator Range = 36 degress F
to 46 degrees F...In the event that the refrigsrator
and/or freezer temperature are not within the
accepted range, staff shall IMMEDIATELY
NOTIFY a manager or nursing'leader who will
seek consultation to determine if medications and
antigens remain viable."

Confinued review of the refrigerator tem perature
montftoring log revealed twenty-nine temperature
results of thirty opporfunities for monitoring
refrigerator temperatures were below the facility's
ostablished "Appropriate Refrigerator Range of
38 degrees F.."

Review of the refrigerator log for August 2014,
revealed, four temperature results of five
opportuntities for monitoring refrigerator
temperaturas were below the appropriate
rafrigerator range of 36 degress F.

Review of the facility's policy, Refrigerator,
revealed, “...Purpose: Maintain refrigerator

F 431
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cleanfiness and temperaturs...”
Interview with the Director of Nursing (DON) In
the DON's office on August 6, 2014, at 2:20 p.m.,
conflrmed the facllity had not maintained the
refrigerator temperature in aceordance with the
facility's policy, and the medications had not been
stored per manufactlurer’s recommendations.
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