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e The facility must provide
A re-certification survey was conducted at the housekeeping and maintenance
facility from 1/25/16 through 1/28/16. services necessary to maintain a
The following common abbreviations are used sanitary, orderly, and
throughout this document: comfortable interior. '
1. The dining room floor with the
DON- Director of Nursing Services 44 cracked tiles were immediately
MDS- Minimum Data Set sealed with a clear calking in order
Less communly used abbreviations will be to ?How. for proper ¢ leaning until
annotated in each deficiency. which time an outside contractor
F 253 | 483.15(h)(2) HOUSEKEEPING & F2g3| canreplace the damaged tiles.
$5=D | MAINTENANGE SERVICES

| The facllﬁy must provide housekeeping and

maintenance services necessary to maintain a
saniiary, ordedy, and comforiable interior.

This REQUIREMENT s not met as evidenced
by:

Based on observalion and staff interview, the
facility failed to ensure 1 of 1 dining area floor
was malintained in a condition that would allow for
adequate cleaning. In addition, the facility failed to
ensure resident bathroom walls in 4 of 4 resident
areas (north haliway, south hallway, east hallway,
west hallway) were maintained in a condition that
would allow for adequate cleaning. The findings
were:

1. Observation an 1/26/16 at 1035 AM showed
44 ficor tiles (each measured 12 inches by 12
Inches) in the dining room area had darkened
cracks through the liles that collected dirt and
debris and created an uncleanable surface.
Observation on 1/28/16 at 8:25 AM showed the

UPPLIER REP!

- ATVES SENATORE ' T oo y
% A b, ol W D Jiv//e

The tiles will be replaced by an
outside contractor and the raised
concrete causing the crack will be
ground down in the process to aide
in preventmg further cracking of -
tile.

2. Rooms #2, #14, #15, #30, #31,
#19, #22 will be repaired with an
FRP material which will provide a
non-porous finish for cleaning and
infection control purposes. The
FRP will be placed behind the toilet
and along each side of the toilet.
This work will be performed by an
outside contractor,

Room #5 will be patched, ﬁxt_ured
and painted to ensure adequate
cleaning surface.

ction to the Patients. (Sea instructions.) Except for numing homes, the findings stated above are disclosable 80 days
wnuammwmhmﬁdu For nursing homes, tha above findings and plans of comrection ars disclosabie 14
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) o All resident rooms and c':ommoh
F 253 | Continiad From page 1 F253] areas have a possibility of bemg
- | dining foom fioor tiles remained damaged. affected.
2. Observation on 1/28/16 from 8:25 AM through The Mai : .
8:50 AM showed the following concems with - e Maintenance Supervisor or
| resident bathroom walls: designee will do monthly audits to
8. Room #2 had wallpaper separated from address repairs. In addition all staff
| the wall behind the toilet from the floor to 18 will be educated regarding the
rud'll‘ up, which created an inadequate cleaning importance of reporting findings to
b. Room #5 had 2 gouges on the bathroom the Maintenance ‘Sup ervisor
wall opposiie the bathroom door that started at 18 | immediately.
inches above the floor. Each gouge was 38 ,
inches long and exposed the material which All audit findings will be reported
made up the sheetrock beneath the walipaper, to the Safety Committee quarterly.
which made ﬂ; swfac:atlxlpncleanable -
¢. Room #14 had wallpaper separated from
the wall o the right and behind the tokiet from the The Maintenance - Supervisor is
ficor to 15 inches up, which created an | responsible for the compliance of
inadequate cleaning surface. this tag and reporting. _4_39_.1.5_/?/ /Z] / / f’
d. Room #15 had wallpaper separated from ; , : :

the wall to the right and behind the lollet from the
| floor to 16 inches up, which created an
inadequate cleaning surface.

e, Room #30 had walipaper separatad from
the wall {o the right and behind the tollet from the
| fioor to 17 inches up, which created an

'| Inadequate cleaning surface.
_ {. Room #31 had walipaper separated from
* 1 the wall to the left and behind the toilet from the
floor to 4 Inches up, which created an Inadequate
cimaning surface.

g. Room #19 had wallpapar separated from
the wall to the left and behind the tollet from the
i floor to 7 inches up, which created an inadequate
cleaning surface.

~ h. Room #22 had walipaper eeparated from
the wall to the center and behind the toilet from
tha floor to 12 inches up, which created an
Inadequate cleaning surface,
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Reference Tag F 329
F 263 | Continued From page 2 F253) Drug regimen is free from
Interview with th nte ) unnecessary drugs.
nterview with the maintenance director on T diate corrective action:
1/28/16 at 10 AM confirmed he was aware of the Igsrilge:i ;lcgo e '
damage to the tiles In the dining area, and the Th dent” hvsici
damage to the resident bathroom walls. However, e Tresident’s physician —was
the facility falled to have a plan with a specific notified of the 7 of 13 times t.hat the
| imeframe o address those issues. resident’s medication effectiveness
'F 329 | 483.25(f) DRUG REGIMEN IS FREE FROM F329| was not documented.
‘| ss=D| UNNECESSARY DRUGS - : ;
| Each resident's drug regimen must be free from H°.‘; tht: fla“‘!“y ;111 ﬁ‘;“‘t‘iz ;’;h;;
unnecessary drugs. An unnecessary drug is any residents having the poten ;
drug when used in excessive dose (inciuding affected: '
duplicate therapy); or for excessive duration; or ,
without adequate monitoring; or without adequate All of the residents with PRN (as
indications for its use; or in the presenca of needed) medications have the
adverse consequences which Indicate the dose otential to be affected
should be reduced or discontinued; or any p i ol
combinations of the reasons above. Measures put in place or system
‘ changes to ensure correction in this
Based on a comprehensive assessment of a area include:
resident, the facility must ensure that residsnts
who have n%t used a?ﬁpsychoﬁc drugs are not The Quality Assurance
given these drugs unless antipsychotic drug
therapy Is necessary to treat a specific condition Performance Improvement
| as diagnosed and documented in the clinical Committee has reviewed and
record; and residents who use antipsychotic amended the medication policy to
| drugs receive gradual dose reductions, and clearly state that nurses must
behavioral interventions, unless clinically document the effectiveness of PRN
gontraindncated. in an effort to discontinue these (as needed) medications.
rugs. :
An audit of all residents PRN (as
needed) medications has been
completed by the DNS /designee
_ i if d.
This REQUIREMENT s not met as evidenced and corrections made l‘ necde
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F 328 | Continued From page 3 F329] All nurses have been educated on

Based on medical record raview and staff

| Interviaw, the facility failed to ensure adequate

monitoring of as-needed medications for 1 of 12
sample resldents (#18). The findings were:

Review of the 1/14/18 quarterly MDS assessment
showed resident #19 had diagnoses that included
non-Alzhelmer’s dementia and anxiety disorder.
Review of active physician orders showed the
resident had a 12/17/15 order for Seroquel (an
anti-psychotic medication) 12.5 mg by mouth
twica dally as needed. The following concems
were identified:

a. Review of medication administration
records showed Seroquel was administered to
the resident on 13 occasions between 12/17/15
and 1/26/16. On 7 of thase occaslons (54%), the
effectiveness of the medication was not
dosumented, or was not documented in a imely

.| manner.

b. Interview with the DON on 1/28/16
beginning at 1:50 PM confirmed the effectiveness
of the as-needed medication was not
documented or was not documented in a timely
manner,

the requirement to document the
effectiveness of PRN (as needed)
medications if used.

Ongoing each week the DNS /
designee will audit the documented
effectiveness of PRN (as needed)
medications to ensure compliance
Who will monitor the new system:
The DNS / designee '

How frequently will we monitor:
Weekly ongoing

How will we incorporate the new
system into our Quality Assurance
Performance Improvement system:

The DNS /designee will report at
the monthly QAPI meeting on the
results of the weekly audits and any
needed actions, for 6 months, and
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