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4000, 11-94.1 Initial Comments 4000
WHAT CORRECTIVE ACTION WILL BE
A state re-lincensing survey was conducted at this D e
facility from 02/08/17 to 02/10/17. At the time of PRACTICE:
| entrance, the census included 7 residents. The physician of Resident #4 was notified of the
| medication error on 2/10/2017 and a clarification order 2/10/17
was obtained. An event report was completed on
4152 11-94.1-39(e) Nursing services 4152 2/10/2017 by the nursing staff and submitted to the
Director of Nursing / Assistant Administrator, who in turn
L. contacted the Administrator that same day.
- (e) There shall be a policies and procedures
 manual that is kept current and consistent with HOW THE FACILITY WILL IDENTIFY OTHER
current nursing and medical practices and AFFECTED BY THE SAME DEFICIENT PRAGTICE
i approved by the medical advisor or director and AND WHAT CORRECTIVE ACTION WILL BE TAKEN:
the person responsible for nursing procedures. All residents were at risk of being affected by the
The policies and procedures shall include but not denient practics of rot having adequats messures in
. s . place to assure that they receive medications 2/24/17
be limited to: appropriately as ordered. A review for accuracy of all
ordered medications against the medication
(1) Written procedures for personne] to administration records for residents was completed on
A " s 2/24/2017.
follow in an emergency including:
WHAT MEASURES WILL BE PUT INTO PLACE OR
H . WHAT SYSTEMIC CHANGES YOU WILL MAKE
(A) Care of the reS!dent' TO ENSURE THAT THE DEFICIENT PRACTICE WILL
o ) o NOT RECUR:
(B) Notification of the attending physician The correct process for discontinuing medications was | 5 /5, /17
and other persons responsible for the reviewed with staff and begun on 2/24/2017.ar3d is
. 5 expected to be completed by 3/10/2017 — this includes 1)
resident; and - ; 3 3/10/17
4 the requirement for each staff to review new physician
orders from the prior sheet to validate the proper
(C) Arangements fo transporation, el e L
hOSp ﬂal'?atlon’ or other appropriate requirement for review / modification for accixracy and
services; signature of staff prior to initiating a pre-printed
medication administration record from the remote
: . pharmacy. The Long-Term Care Coordinator review will
(2) Al tll'eatment and care provided relative to the il Etrs e THEdICStion AdriSEaton /7)1
resident's needs and requirements for records at the beginning of each month to assure
documentation; and accuracy / make necessary corrections and complete
‘ event reports as needed. Results of these audits will be
| . .. . shared in real-time with the Director of Nursing /
(3) Medication or drug administration procedures Assistant Administrator for appropriate action.
that clearly define drug administration process, R S
documentation, and authorized MONITORED TO ENSURE THE DEFICIENT
PRACTICE WILL NOT RECUR:
The Long-Term Care Coordinator will report the results
of the audits at quality assurance meetings and the 4/12/17

This Statute is not met as evidenced by:
Based on record review and staff interview the
facility failed to accurately discontinue a

Director of Nursing / Assistant Administrator will report on
event reports and actions taken.
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4 152

4173

| (@) Acomprehensive assessment shall be

Continued From page 1

physician's order for 1 of 6 (Resident #4)
residents in the Stage 2 sample list.

Findings include:

On the afternoon of 02/09/2017 Resident #4's
(Res #4) medical record was reviewed. During
medical record review, there was a physician's
order written on 1/21/17 to "DC Bactrim DS". The
Medication Administration Record (MAR) was
reviewed and revealed that the medication was
D/C'd on 1/22/17. However, the February 2017
MAR showed that the resident was still receiving
Bactrim DS daily at 0630 AM from 02/01/17 -
02/09/17 in which the resident received 9 exira
doses of Bactrim DS. SM#3 was interviewed and
shown the January and February 2017 MARs and
doctor's orders and he stated "That's an error."
Then he phoned the doctor and received an
order, "To restart Bactrim DS 1 po daily on
02/09/17 at 1349",

In summary, the facility failed to follow doctor's
written order to discontinue Bactrim DS for Res
#4,

11-94.1-43(a) interdisciplinary care process

completed for each resident by an
interdisciplinary team  at least annually and
updated as appropriate, based on the resident's
condition.

This Statute is not met as evidenced by:

Based on record review and staff interview the
facility failed to develop and implement a
comprehensive person-centered care plan for 2
of 6 (Residents #6 and #8) residents in the Stage

4152

4173
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4173 Continued From page 2 4173 WHAT CORRECTIVE ACTION WILL BE
ACCOMPLISHED FOR THOSE RESIDENTS
2 sample. FOUND TO HAVE BEEN AFFECTED BY THE
DEFICIENT PRACTICE: On 2/24/2017 an
et H P . Inter-Disciplinary Team meeting with was held and
Findings include: . . the care plan for resident #6 was discussed and 3/6/17
1) Qn 02/10/2017 at 8:10 AM medical record thereafter modified on 3/6/2017 to inciude the care
review was conducted. it was found that on plan for the use of Zoloft, including indication and
06/23/16 Res #6 has a written physician's order E\?f;sidefaﬁons fgtr.DrO\t/Lding :ge; Icaanrciaof th;dr:::ci%m.
i ; e same meeting, the ca rre
for .ZOlOft 50 mg da”y' The care plan was was reviewed / modified and orders obtained on 6/17
reviewed. There was no care plan for the use of 3/6/2017 to perform an electrolyte laboratory test 3/
Zoloft. Staff member #1 (SM#1) was interviewed every six months instead of “more frequently.” The |5 /15/17
and asked if there was a care plan for Zoloft and test was last dqne on 2/18/20'17 an.d recurring orders
it in Res #6's medical record and she stated were also obtained for repeating this test 3/6/2017. 3/6/17
!I,S .use m, . - . The last A1C test was completed last on 2/23/16 and
itis not in the care plan”. SM#8 was interviewed to be repeated on 3/8/2017 and every 6 months 2/23/17
and stated Zoloft is used to treat Res #6's palsy :jheredaf:er- me care plan wtastre}/ise?j to treflect the 3/8/17
; ; ue dates of the upcoming tests in order to assure
disorder and not for depression. that orders are obtained in sufficient time.
HOW THE FACILITY WILL IDENTIFY OTHER
RESIDENTS HAVING THE POTENTIAL TO BE
2) On 02/10/2017 at 8:27 AM during a medical AFFEGTED BY THE SAME DEFIGIENT PRAGTICE
reco,rd, reVIew, it was noted that_Res #8 was TAKEN: All residents were at risk of being affected
receiving Lasix 20 po mg Q daily. The care plan by the deficient practice of not having a current and
was updated on 11/30/15 at 23:47 to include adequate comprehensive person-centered care plan.
Lasix 20 mg Q daily for history of Congestive Al gf the residents gt Lanai Comrpunlty Hospital had 2/24/17
Eail CHF) Chronic Kidney Disease their care.plans reviewed anq revised at the
Heart Failure ( 4 ' Y Inter-Disciplinary Team meeting on 2/24/2017
(CKD) and cardiomyopathy. WHAT MEASURES WILL BE PUT INTO PLACE OR
WHAT SYSTEMIC CHANGES YOU WILL MAKE
. TO ENSURE THAT THE DEFICIENT PRACTICE
.On 02/23./1 6 at 11:32 there were' added WILL NOT RECUR: Staff training of our Long-Term
interventions to the care plan to include Care Coordinator and Director of Nursing / Assistant
‘Plan-Assess/Monitor Lab Values check A1C Director of Nursing on the modification of resident 3/6/17
every 6 months, check hemogram and CMP care plans within our electronic medical record
¢ : charting system was completed by a Maui Region
yearly, will mpn:tor electrolytes more frequently Clinical Informatacist on 3/6/2017. Handouts on this
since on Lasix. training will be shared with other licensed staff and 3/10/17
their education completed by 3/10/2017 It is the
H i i Il licensed staff will review and
Further review of the electronic and hard copy expectation that a ;
\ update the care plan of the residents through the
medical records revealed that there was only one course of each shift. A comprehensive review with
electrolyte check done. it was done on 02/23/16, revisions of all resident care plans will occur on no 3/31/17
in which the slectrolytes were within normal Goordinator, Fture actions wi also pe noted  he
: - : rdinator.
range. SM#1 was interviewed and asked if she care by ;
X plan. The need for physician orders will be
could pull up any copies of electrolyte test results determined and orders obtained to meet the goals
from the resident's electronic medical record or if sit forth iz tfhe tcare plarr:s.t ;he LITCé Co?rr‘di%ator twill
i H ) share modifications with staff, including the Director
zgsycau;giggfrzggrzthff:;e:rtigsl'égtﬁtesst::tssgzrd of Nursing / Assistant Administrator as needed.
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02/09/2017 at 1:51 P.M. inquiry with SM#1 and
concurrent record review regarding Resident #5

their care plans reviewed and revised at the
Inter-Disciplinary Team meeting on February 24,
2017.
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4178 Continued From page 3 4178 |HOW THE CORRECTIVE ACTION
could show the surveyor was from 02/23/16. WILL BE MONITORED TO
Therefore the intervention written in the care plan ENSURE THE DEFICIENT
was not implemented. PRACTICE WILL NOT RECUR: | 4/12/17
In summary, the facility failed to develop and AlenOWIe,dgem?nt of care plaq
implement a comprehensive person-centered reviews, including orders obtained
care plan for residents #6 and #8. will be shared at the quality
assurance committee and at
scheduled IDT meetings.
WHAT CORRECTIVE ACTION WILL BE
4 175/ 11-94.1-43(c) Interdisciplinary care process 4175 ACCOMPLISHED FOR THOSE RESIDENTS
FOUND TO HAVE BEEN AFFECTED BY THE
; DEFICIENT PRACTICE: A meeting was held on
(c) .Th.e overall plap of C.are. S.ha" be reviewed March 1, 2017 with the family member of Resident 3/1/17
perlodu_:ally t?y the interdisciplinary team to #5, nursing, and the Resident's physician.
determine if goals have been met, if any Progress and goals with physical therapy were 3/7/17
changes are required to the overall plan of care, discussed. The decision was made to pursue a
and as necessitated by changes in the resident's testing alternative to a colonoscopy. The stool for
HY occult blood was ordere an € results
condition It blood dered 3/7/2017 and th It:
) will be shared with the physician to include in
discussion with the resident’s family member. The
pap smear was included in the care plan and to be 7/2017
This Statute is not met as evidenced by: conducted at the Lanai Cancer Screening in early
Based on interview and record review, the facility summer 2017. The resident does not wish to
did not revise and implement a care plan for 1 of leave the island for additional testing at this time.
6 (Resident #5 ident R din St 1 The issue of mammogram testing was clarified and
(Residen ) residents reviewed in Stage 1. determined to be not relevant.
Findings include: HOW THE FACILITY WILL IDENTIFY OTHER
During an interview on 2/9/17 at 9:02 A.M. with igsé%?‘gs;/\;ﬂ"é%;ai FS%T%EK\# TO BE
Lamn%mgmlbtir #3 (F'\IA#B) ‘gho gt.?teg as fa}:j as X PRACTICE AND WHAT CORRECTIVE ACTION
er physical tnerapy, | wondered i she would ge WILL BE TAKEN: Al residents were at risk of
more physical therapy. | also inquired about a being affected by the deficient practice of not
pap smear and mammogram during the IDT and having adequate participation in the resident's
they did not get back to me". comprehensive person-centered care plan. All of
the residents at Lanai Community Hospital had 2/24/17
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4175 Continued From page 4 4175  |WHAT MEASURES WILL BE PUT INTO PLACE OR
WHAT SYSTEMIC CHANGES YOU WILL MAKE TO
(Res#5). Notes reviewed for Interdisciplinary E’g_srURREECEgATSTtHf*fEtD?F'C'Ef"‘T PI’_‘ACTT'CE Vé'LL
: : Staff training of our Long-Term Care
team (IDT) quarter'y meqtmg. Anote was Coordinator and Director of Nursing / Assistant Director
entered by the RAl coordinator dated 7/1/16 of Nursing on the modification of resident care plans 3/6/17
about the follow-up of a colonoscopy and a within our electronic medical record charting system
m H was completed by a Maui Region Clinical
f?mhmsoy\%zrg as reqéjes.':ﬁd by her dathter n Informatacists on 3/6/2017. Handouts on this training
whic agreed witn. will be shared with other licensed staff and their 3/10/17
education completed by 3/10/2017 it is the expectation
On 02/10/2017 at 9:34 A.M. SM#1 stated that that all licensed staff will review and update the care
: ; _ plan of the residents through the course of each shift.
they did not lmplement follow up for the A comprehensive review with revisions of all resident
mammaogram an_d colonoscopy as had been care plans will occur on no less than a monthly basis by {3/31/17
discussed in their IDT quarterly mesting. SM#1 the Long-Term Care Coordinator. Future actions will
would follow-up with SM#13. SM#1 further stated also be noted in the care plan. T;jhe negd forghysician
orders will be determined and orders obtained to meet
that SM#14 stated to her that because they could the goals set forth in the care plans. The LTC 7/2017
not do the mammogram or colonoscopy on Coordinator will share modifications with staff, including
facility, she did not follow-up with this. the Director of Nursing / Assistant Administrator as
needed. HOW THE CORRECTIVE ACTION WILL BE
- . . MONITORED TO ENSURE THE DEFICIENT
In summary, the facility failed to revise and PRACTICE WILL NOT RECUR: Acknowledgement of | 4 /12 /17
implement a careplan for 1 of 6 residents care plan reviews, including family requests and orders
reviewed in Stage | of the survey. obtained will be shared at the quality assurance
committee and at scheduled IDT meetings.
4176 1-94.1-43(d) Interdisciplinary care process 4176 WHAT CORRECTIVE ACTION WILL BE
ACCOMPLISHED FOR THOSE RESIDENTS FOUND TO
i HAVE BEEN AFFECTED BY THE DEFICIENT
(d) Implementation dof the overall planl of care PRACTICE: A meeting was held on March 1, 2017with | 3/1/17
shall be documented in each resident's medical the family member of Resident #5, nursing, and the
record. Resident's physician. Progress and goals with physical
therapy were discussed. The decision was made to
. . . pursue a testing alternative to a colonoscopy. The stool 7/17
This Statute is not met as evidenced by: for ocout blood was ordered 317/2017 and the results wil | > 7/
Based on interview and record review, the facility be shared with the physician to inciude in discussion with
. . f the resident’s family member. The pap smear was
did n0t, revise and ]mplement‘a carg plan for 1 of included in the care plan and to be conducted at the Lanai
6 (Resident #5) residents reviewed in Stage 1. Cancer Screening in early summer 2017. The resident 7/2017
does not wish to leave the island for additional testing at
. include: this time. The issue of mammogram testing was clarified
ch.lmgs 'r!C u e . and determined to be not relevant.
During an interview on 2/9/17 at 9:02 A.M. with HOW THE FACILITY WILL IDENTIFY OTHER
i " RESIDENTS HAVING THE POTENTIAL TO BE
family member #3 (FM#3) who stated "as far as AFFECTED BY THE SAME DEFICIENT PRACTICE AND
her physical therapy, | wondered if she would get WHAT CORRECTIVE ACTION WILL BE TAKEN: Al
more physical therapy. | also inquired about a residents were at risk of being affected by the deficient
. practice of not having adequate participation in the
pap smear and mammera:n du”ng the IDT and resident’'s comprehensive person-centered care plan. All
they did not get back to me". of the residents at Lanai Community Hospital had their 2/24/17
care plans reviewed and revised at the Inter-Disciplinary
Team meeting on February 24, 2017.
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4176 i 41 WHAT MEASURES WILL BE PUT INTO PLACE OR
Continued From page 5 76 WHAT SYSTEMIC CHANGES YOU WILL MAKE TO
. i H i ENSURE THAT THE DEFICIENT PRACTICE WILL
02/09/201,[7 at 1'21 PM IanIrydwlthRSM.tT and NOT RECUR: Staff training of our Long-Term Care
concurrent recor rgwew regan '”9 _es_’ ent #5 Coordinator and Director of Nursing / Assistant Director
(Res#5). Notes reviewed for Interdisciplinary of Nursing on the modification of resident care plans
team (IDT) quarterly meeting. A note was within our Ielteczjtrgnic nM1ed§csl rgcorg[pr}artling system (3/6/17
; was completed by a Maui Region Clinica
entered by the RAI coordinator dated 7/1/16 Informatacists on 3/6/2017. Handouts on this training
about the follow-up of a colonoscopy and a will be shared with other licensed staff and their
mammogram as requested by her daughter in education completed by 3/10/2017 It is the expectation | 3/10/17
which SM#13 agreed with. that all licensed staff will review and update the care
plan of the residents through the course of each shift.
A comprehensive review with revisions of all resident
On 02{1 0/20_1 7 at 9:34 A.M. SM#1 stated that care plans will occur on no less than a monthly basis |3 /37 /17
they did not implement follow-up for the by the Long-Term Care Coordinator. Future actions
mammogram and colonoscopy as had been will also be noted in the care plan. The need for
di d in their IDT | R S physician orders will be determined and orders
Iscussed In e'r_ quarterly meeting. SM#1 obtained to meet the goals set forth in the care plans.
would follow-up with SM#13. SM#1 further stated The LTC Coordinator will share modifications with staff, |
that SM#14 stated to her that because they could Z‘g'ufﬂr‘% tf:e DiFeCtOLOdeUFSing / Assistant
ministrator as needed.
fnaoéil(iiil tzﬁeng?én:;‘t’?glalénwol::w;mﬁ;"py on HOW THE CORRECTIVE ACTION WILL BE
' - . MONITORED TO ENSURE THE DEFICIENT 4/12/17
PRACTICE WILL NOT RECUR: Acknowledgement of
in summary, the faciiy faled to revise and coe pln reiews, ncling iy roests and rders |
'mp,lem%n,t asciarepllar; Iﬁr 1 of 6 residents committee and at scheduled IDT meetings.
reviewed in otage | 0 e survey
4 184/ 11-94.1-46(a) Pharmaceutical services 4184 WHAT CORRECTIVE ACTION WILL BE
i ACCOMPLISHED FOR THOSE RESIDENTS
i : FOUND TO HAVE BEEN AFFECTED BY THE
(a) Each facility shall employ a licensed DEFICIENT PRACTICE: The physician of Resident | 2/10/17
pharmaCISt, or Sha” haVe a erﬁen Contl’actual #4 was notified of the medication error on
arrangement  with a licensed pharmacist, to 2/10/2017 and a clarification order was obtained.
provide consultation on methods and procedures An event report was completed on 2/10/2017 by the | 2/10/17
for odering, __storng, admiiierng, disposing st rd bt e ot o
and re:cordkeepmg of drugs and. biologicals, and contacted the Administrator that éame day. HOW
provisions for emergency service. THE FACILITY WILL IDENTIFY OTHER
RESIDENTS HAVING THE POTENTIAL TO BE
This Statute is not met as evidenced by: AFFECTED BY THE SAME DEFICIENT
Based on record review and staff interview the SVFIQLALC;}'ECTEAQE?‘,Wiﬁteigzisazl\éiag'oof“ |
facmt'y.fallled to accurately dlscoptlnue a being affected by the deficient practice of not i
ph¥3|0|an_3 order for 1 of 6 (Resnc;lent #4) having adequate measures in place to assure that
residents in the Stage 2 sample list. they receive medications appropriately as ordered. 2/24/17
A review for accuracy of all ordered medications
Findings include: against the medication administration records for |
residents was completed on 2/24/2017. |
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4184 Continued From page 6 4184 | HIAT SYSTEMIC CHANGES vOU WILL MAKE TO
On the afternoon of 02/09/2017 Resident #4's Eg?rURRE%U;AT meEcIZrErzL?LEE;ESon?;L%EthYHng
(Res_ #4) medical r,ecord was reviewed. I'qulnlg medications was reviewed with staff and begun on 2/24/17
medical record review, there was a physician's 2/24/2017 and is expected to be completed by
order written on 1/21/17 to "DC Bactrim DS". The 3{12/30177this inch;]deg 1) the drequ;rem(iﬂt foreach | 3/10/17
inati imi ; staff to review new physician orders from the prior
Megilcatlon Administration Record (MAR) was sheet to validate the proper transcription of physician
reviewed and revealed that the medication was orders, 2) the modification of the current medication
D/C'd on 1/22/17. However, the February 2017 administration record, and 3) the requirement for
MAR showed that the resident was stil receiving Iror 10 intating  re-printed medcation administration
. . . p o |
Bactrim D,S da!ly at 0630 .AM from (,)2/01/17 record from the remote pharmacy. The Long-Term
02/09/17 in which the resident received 9 extra Care Coordinator will review include an extra review
doses of Bactrim DS. SM#3 was interviewed and medication administration records at the beginning of | 4/7/17
shown the January and February 2017 MARs and each month to assure accuracy / make necessary
) d d he stated "That's an error." corrections and complete.event report§ as negded.'
doctor's orders and he . : Results of these audits will be shared in real-time with
Then he phoned the doctor and received an the Director of Nursing / Assistant Administrator for
order, "To restart Bactrim DS 1 po daily on appropriate action.
02/09/17 at 1349" HOW THE CORRECTIVE ACTION WILL BE
' MONITORED TO ENSURE THE DEFICIENT
. ) PRACTICE WILL NOT RECUR: The Long-Term Care 4/12/17
In summary, the facility failed to follow doctor's Coordinator will report the results of the audits at quality
written order to discontinue Bactrim DS for Res assurance meetings and the Director of Nursing /
#4 Assistant Administrator will report on event reports and
' actions taken.
4 193] 11-94.1-46(j) Pharmaceutical services 4193 Xvéiéc')r MCSLFIQSR'_E{EECJI;/CFJE R/‘\%_lTé)Osr\llEWRIELIS.IBENTS
N Medicati dd ti hall b FOUND TO HAVE BEEN AFFECTED BY THE
(j) Medication errors and drug reactions shall be DEFICIENT PRACTICE: The physician of
recorded in the resident's Cha_rt and rePQ”ed Resident #4 was notified of the medication erroron |, /) o /)
immediately to the physician, physician 2/10/2017 and a clarification order was obtained.
assistant, or APRN who ordered the drug, and a An event report was completed on 2/10/2017 by
medication error report shall be prepared and the nursing stgff and sut?mltted to the erector of
: to the administrat f the facilit direct Nursing / Assistant Administrator, who in turn
given 1o e_a minis ':a orotine facili y or 'r?C or contacted the Administrator that same day.
of nursing for review and approprlate action, HOW THE FACILITY WILL IDENTIFY OTHER
according to facility policy. RESIDENTS HAVING THE POTENTIAL TO BE
AFFECTED BY THE SAME DEFICIENT
PRACTICE AND WHAT CORRECTIVE ACTION
. . . . WILL BE TAKEN: All residents were at risk of
This Statute is not “.“et as eVIden(.:ed bY' being affected by the deficient practice of not
Based on record review and staff interview the having adequate measures in place to assure that
facility failed to accurately discontinue a they receive medications appropriately as ordered. | 2/24/17
physician's order for 1 of 6 (Resident #4) A review for accuracy of all ordered medications
residents in the Stage 2 sample list. fg;&r;srfttshaénseg;?m;dﬁr;/sztgggq;ecords for
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that the main basin that dishes are washed had
rust along the perimeter of sink and leaks.
Interview with SM#4 stated that a request was

essential equipment is in safe operating conditions. A review
of the facility equipment operation was completed on
3/7/2017 and appropriate actions for correction were taken.
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4193 Continued From page 7 4193 WHAT MEASURES WILL BE PUT INTO PLACE OR
WHAT SYSTEMIC CHANGES YOU WILL MAKE TO
Findings include: ENSURE THAT THE DEFIGIENT PRACTICE WILL
On the afternoon of 02/09/2017 Resident #4's NOT RECUR: The correct process for discontinuing |2/24/17
(Res #4) medical record was reviewed. During 2/24/2017 and is expected to be completed by 3/10/17
medical record review, there was a physician's 3/10/2017 - this includes 1) the requirement for each
order written on 1/21/17 to "DC Bactrim DS". The ::‘aeffe :2 or?l\;lﬁ\jn/ ?env1 phyS|C|art1 orders ft(o;n tpehprg’a
L L . idate the proper transcription of physician
Mefjlcatlon Administration Record (MAR) was orders, 2) the modification of the current medication
reviewed and revealed that the medication was administration record, and 3) the requirement for
D/C'd on 1/22/17. However, the February 2017 review / modification for accuracy and signature of staff
MAR showed that the resident was still receiving Zg‘;i;‘i’s't’r‘:{ia;:]“?eiopr:f;fgxt;de"r‘:rf"gf;'g;‘armacy The
Bactrim D_S daﬁly at 0630 _AM from (_)2/01 7 - Long-Term Care Coordinator will review include an
02/09/17 in which the resident received 9 extra extra review medication administration records at the
doses of Bactrim DS. SM#3 was interviewed and beginning of eacf:.month ct,o assulret accuratcy / m:ke 4/7/17
necessary corrections and complete event reports as
Shown, the January and Febm?ry 291 7 MARs ﬁmd needed. Results of these audits will be shared in
doctor's orders and he stated "That's an error. real-time with the Director of Nursing / Assistant
Then he phoned the doctor and received an Administrator for appropriate action.
order, "To restart Bactrim DS 1 po daily o HOW THE CORRECTIVE ACTION WILL BE
02/09’/1 7 at 1349" po daifly on MONITORED TO ENSURE THE DEFICIENT
a . PRACTICE WILL NOT RECUR: The Long-Term 4/12/17
Care Coordinator will report the resuits of the audits at
In summary, the facility failed to follow doctor's quality assurance meetings and the Director of
written order to discontinue Bactrim DS for Res Nursing / Assnsyant Administrator will report on event
#4 reports and actions taken.
R WHAT CORRECTIVE ACTION WILL BE ACCOMPLISHED
4214 11-94.1-55(a) Housekeeping 4214 FOR THOSE RESIDENTS FOUND TO HAVE BEEN
AFEECTED BY THE DEFICIENT PRACTICE: The kitchen 2/23/17
(2)_Each faciity shall have a plan for routine R My e
perlodlc cleanlng of the entire bunldlng and failure. The temperature of the food storage area has been
premises monitored and a literature search conducted to review
: standards for food storage and it has been determined that
O there is no valid need for concern about the location. The
shower chair noted for resident #4, as described was taken
out of use on 2/10/2017 and it was properly disposed. The
remaining shower chairs were assessed and not found to 2/10/17
This Statute is not met as evidenced by: have rust or other signs of maintenance needs. No additional
Based on interview and observation, the facility shower chairs were determined to be needed at this time.
failed to maintain equipment in safe operating HOW THE FACILITY WILL IDENTIFY OTHER RESIDENTS
HY HAVING THE POTENTIAL TO BE AFFECTED BY THE
condition
' SAME DEFICIENT PRACTICE AND WHAT CORRECTIVE
ACTION WILL BE TAKEN: All residents were at ri_sk of
1) On 2/10/117 during kitchen tOUI’, it was noted being affected by the deficient practice of not assuring that 3/7/17
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4214 Continued From page 8 4214 |WHAT MEASURES WILL BE PUT
submitted to have the sink recaulked on 2/4/17. INTO PLACE OR WHAT SYSTEMIC
SM#4 verbalized that their was also concern that CHANGES YOU WILL MAKE TO
when filling sink with water that the sink may ENSURE THAT THE DEFICIENT
collapse because of the rust. It was also PRACTICE WILL NOT RECUR: A
observed that the handwashing sink was leaking weekly walk-through of the facility with
under sink seal areas. an audit tool wiill be completed by the
maintenance staff and items identified
On further interview, SM#4 stated that storage will be noted and corrective actions 3/7/17
area maintained with a manual fan for correct taken / documented. Started on March
temperature because it will get too hot for food
storage. SM#4 stated the concern that the fan is \Z/,ezrg 1r(7a-teodziaigglglr$t2e/ql :\//(238: I_/y.tOStaffs 2/14/17
not working correctly and if it breaks, " tif intenance staff of
termperature will become too hot for food promptly notity mainte ; .
storage. On 2/10/17 at 10:00, discussed these issues or concerns that they identify to
observations with SM#1 who stated that she assure that they are promptly
would look into these concerns. addressed. The results of the weekly
walk-through of the facility audit will be 3/7/17
2) On 2/9/17 during an interview with Resident #4 shared in real-time with the Director of
(Res #4) surveyor noticed the shower chair in Nursing / Assistant Administrator, along
resident's shower stall that had rust on it. All four with the actions taken or planned to
metal legs had rust up to the area that meets the resolve issues. The Administrator will
seat. On the morning of 2/10/17 SM #3 was be contacted to assist as necessary to
interviewed and asked if the shower chair in Res assure that there are adequate
#4's room is currzntly bemg used f%r the resident resources to address issues identified.
HOW THE CORRECTIVE ACTION
. P WILL BE MONITORED TO ENSURE
needed to be switched out. Staff member #1 was
interviewed about replacement shower chairs and THE DEFICIENT PRACTICE WILL
she acknowledged that new shower chairs had NOT RECUR: Summaries ofthe | 4/12/17
been purchased. audits and actions taken will be a point
of discussion at the quality assurance
In summary, the facility failed to maintain meeting.
equipments for resident care in a safe operating
condition.
4 218 11-94.1-55(e) Housekeeping 4218
(e) Allfloors, walls, ceilings, windows, and
fixtures shall be kept clean and in good repair.
Office of Health Care Assurance
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4218 Continued From page 9 4218 WHAT CORRECTIVE ACTION WILL BE
ACCOMPLISHED FOR THOSE RESIDENTS
FOUND TO HAVE BEEN AFFECTED BY THE
DEFICIENT PRACTICE: The kitchen basin was and
. . . . hand-washing sinks were re-caulked and cleanedon | 2/23/17
This Statufte is pot met as eVIder)ced by: N 2/23/2017. Neither of the sinks leak or are in danger
Bgsed on m.terV"eW ar]d Observaﬂon, the facility of failure. The temperature of the food storage area
failed to maintain equipment in safe operating has been monitored and a literature search
condition. conducted to review standards for food storage and it
has been determined that there is no valid need for
. . , concern about the location. The shower chair noted
1) On 2/ O/j 7 dU".mg k|tchen tour, it was noted for resident #4, as described was taken outofuse on 2/10/17
that the main basin that dishes are washed had 2/10/2017 and it was properly disposed. The
rust along the perimeter of sink and leaks. remaining shower chairs were assessed and not
Interview with SM#4 stated that a request was found to have rust or other signs of maintenance
bmitted to h the sink lked 0/4/ needs. No additional shower chairs were determined
submitte o have the sink recaulked on 17. to be needed at this time.
SM#4 verbalized that their was also concern that HOW THE FACILITY WILL IDENTIFY OTHER
when filling sink with water that the sink may RESIDENTS HAVING THE POTENTIAL TO BE
collapse because of the rust. It was also AFFECTED BY THE SAME DEFICIENT PRACTICE
'. R . AND WHAT CORRECTIVE ACTION WILL BE
observgd that the handwaShmg sink was Ieakmg TAKEN: All residents were at risk of being affected
under sink seal areas. by the deficient practice of not assuring that essential
equipment is in safe operating conditions. Areview |[3/7/17
On further interview, SM#4 stated that storage g;;;’z%za;i'“iéeq“ipmem °Pe’aﬁ°”fwas completed on
g . and appropriate actions for correction were
area maintained with a mgnual fan for correct taken.
temperature because it will get too hot for food . WHAT MEASURES WILL BE PUT INTO PLACE OR
storage. SM#4 stated the concern that the fan is WHAT SYSTEMIC CHANGES YOU WILL MAKE TO
not Working Correcﬂy andif it breakS' ENSURE THAT THE DEFICIENT PRACTICE WILL
; NOT RECUR: A weekly walk-through of the facility
termperature will become_too h(.)t for food with an audit tool will be completed by the
storage. Qn 2/1_0/1 7 at 10:00, discussed these maintenance staff and items identified will be noted | 3/7/17
observations with SM#1 who stated that she and corrective actions taken / documented. Started
would look into these concerns. on 3/7/2017 to be completed weekly. Staffs were
re-educated on 2/14/2017 to promptly notify
N s 2/14/17
On 2/9/17 duri . . ith Resid #4 maintenance staff of issues or concerns that they
2) n uring a’:‘ interview wit eSI. ?nt identify to assure that they are promptly addressed.
(Res #4) surveyor noticed the shower chair in The results of the weekly walk-through of the facility | 3 /7 /17
resident's shower stall that had rust on it. All four audit will be shared in real-time with the Director of
metal legs had rust up to the area that meets the Nursing / Assistant Administrator, along with the
t. On th . £2/10/17 SM #3 actions taken or planned to resolve issues. The
;ea .. n the morning O, Was Administrator will be contacted to assist as necessary
interviewed and asked if the shower chair in Res to assure that there are adequate resources to
#4's room is currently being used for the resident address issues identified.
and he acknowledged that is was. SM #3 stated u%\r/sjvlTngé;DOFgE?QTs]L\J/SQ%?SEV::&EBNET
that new shower chairs had been purchased and . :

) PRACTICE WILL NOT RECUR: Summaries of the 4/12/17
neEd?d to be switched out. Staff member #_1 was audits and actions taken will be a point of discussion
interviewed about replacement shower chairs and at the quality assurance meeting.
she acknowledged that new shower chairs had
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In summary, the facility failed to provide a clean
and sanitary environment for their staff and
residents.

PRACTICE WILL NOT RECUR: Summaries of
the audits and actions taken will be a point of
discussion at the quality assurance meeting.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (x5)
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4218 Continued From page 10 4218 WHAT CORRECTIVE ACTION WILL BE
ACCOMPLISHED FOR THOSE RESIDENTS
been purchased. FOUND TO HAVE BEEN AFFECTED BY THE
DEFICIENT PRACTICE: The fans in the 2/10/17
In summary, the facility failed to maintain kitchen were cleaned on 2/10/2017. Staff was
equipments for resident care in a safe operating re-educated to notify the Director or Nursing /
condition. Assistant Administrator of maintenance needs if
they are not promptly addressed.
HOW THE FACILITY WILL IDENTIFY OTHER
4243 11-94.1-64(a) Engineering and maintenance 4243 RESIDENTS HAVING THE POTENTIAL TO BE
AFFECTED BY THE SAME DEFICIENT
(a) The facility shall maintain all essential PRACTICE AND WHAT CORRECTIVE
' mechanical, electrical, and resident care ACTION WILL BE TAKEN: Al residents were
equipment in  safe operating condition. at risk of bel.ng affecteq by the dgflClent practice
of not assuring a functional, sanitary, and 3/7/17
, . ) . comfortable environment for staff, residents,
This Statuf(e 1 _nOt met as eVIder')ced by: . and the public. A review of the facility
Bgsed on mtgarwew an'd obser\{atlon, the facility equipment operation was completed on
failed to provide a sanitary environment for 3/7/2017 and appropriate actions for correction
residents, staff and public. were taken.,
WHAT MEASURES WILL BE PUT INTO
On 2/08/17 at 0900 A.M. during an initial kitchen PLACE OR WHAT SYSTEMIC CHANGES
tour, it was noted that two fans above the YOU WILL MAKE TO ENSURE THAT THE
dishwashing sinks were prominent with dust and DEFICIENT PRACTICE WILL NOT RECUR:
ded to be cleaned. SM#4 stated that the A weekly walk-through of the facility with an 3/7/17
nee ; y ) audit tool will be completed by the maintenance
have not been c!eaned on a regular basis and did staff and items identified will be noted and
not have a service log. corrective actions taken / documented. Staffs 2/14/17
were re-educated on 2/14/2017 to promptly
On 2/10/17 at 0830 A.M. during a follow-up notify maintenance staff of issues or concerns
kitchen tour, it was noted that the two fans above that they identify to assure that they are
the dishwashing sinks were still covered with promptly addressed. The results of the weekly
dust. SM#4 stated that a request was sent for the walk-through of the facility audit will be shared | 37 /17
in real-time with the Director of Nursing /
fans to be cleaned. Assistant Administrator, along with the actions
. taken or planned to resolve issues. The
On 2/10/17 at 10:00, discussed these Administrator will be contacted to assist as
observations with SM#1 who stated that she necessary to assure that there are adequate
would look into these concerns and that resources to address issues identified. HOW
housekeeping takes care of this.
THE CORRECTIVE ACTION WILL BE
MONITORED TO ENSURE THE DEFICIENT 4/12/17
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4 244 Continued From page 11 4244 WHAT CORRECTIVE ACTION WILL BE
ACCOMPLISHED FOR THOSE RESIDENTS
4 244 11-94.1-64(b) Engineering and maintenance 4244 FOUND TO HAVE BEEN AFFECTED BY THE
DEFICIENT PRACTICE: The fans in the kitchen
(b) The facility shall have an appropriate written were cleaned on 2/102017. Staffwas 2/10/17
preventive maintenance program. re-e.ducated to. n.otlfy the Dlregtor or Nursing / )
Assistant Administrator of maintenance needs if
they are not promptly addressed.
. . i HOW THE FACILITY WILL IDENTIFY OTHER
This Statute is not met as evidenced by: RESIDENTS HAVING THE POTENTIAL TO BE
Based on interview and observation, the facility AFFECTED BY THE SAME DEFICIENT
failed to provide a sanitary environment for PRACTICE AND WHAT CORRECTIVE ACTION
residents, staff and public. WILL BE TAKEN: All residents were at risk of
being affected by the deficient practice’ of not
. N . assuring a written preventative maintenance
On 2/08/17 at 0900 A.M. during an initial kitchen orogram to assure a functional, sanitary, and 3/7/17
tour, it was noted that two fans above the comfortable environment for staff, residents, and
dishwashing sinks were prominent with dust and the public. A review of the facility equipment
needed to be cleaned. SM#4 stated that they operation was completed on 3/7/2017 and
have not been cleaned on a regular basis and did Wﬁfﬁﬁ; gclsilgféss f3\; I‘i‘i"fggm%ﬂﬁﬁ g‘;e& cE
nothave a service log. OR WHAT SYSTEMIC CHANGES YOU WILL
. MAKE TO ENSURE THAT THE DEFICIENT
On 2/10/17 at 0830 A.M. during a follow-up PRACTICE WILL NOT RECUR: A weekly 3/7/17
kitchen tour, it was noted that the two fans above walk-through of the facility with an audit tool will
the dishwashing sinks were still covered with be completed by the maintenance staff and items
dust. SM#4 stated that a request was sent for the identified will be noted and corrective actions
fans to be cleaned. taken / documented. Staffs were re-educated on |2/14/2017
2/14/2017 to promptly notify maintenance staff of
. . issues or concerns that they identify to assure
On 2/1 O/j 7 at 10:00, discussed these that they are promptly addressed. A written
observations with SM#1 who stated that she preventative maintenance program to assure a
would look into these concerns and that functional, sanitary, and comfortable environment
housekeeping takes care of this. for staff, residents, and the public was completed 3/10/17
on 3/10/2017. Staff education on this new
it ; ; process will be completed by 3/24/2017. The 3/24/17
Iann:usrgmgry’ ;:?/;g%’::é:‘?lflg? ttl'?eif ;?;;?Zna dC|ean results of the weekly walk-through of the facility
. y audit will be shared in reai-time with the Director
residents. of Nursing / Assistant Administrator, along with
the actions taken or planned to resolve issues.
The Administrator will be contacted to assist as
necessary to assure that there are adequate
resources to address issues identified.
HOW THE CORRECTIVE ACTION WILL BE
MONITORED TO ENSURE THE DEFICIENT
PRACTICE WILL NOT RECUR: Summaries of ©#/12/17
the audits and actions taken will be a point of
discussion at the quality assurance meeting.
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