%~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

March 2, 2011

Dane Rank, Administrator
Thompson House Nursing Home
80 Maple Street
Brattleboro, VT 05302
Provider ID #:475050

Dear Mr. Rank:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 31, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.
Sincerely,

Pamela M. Cota, RN

Licensing Chief
PC:jl
Enclosure
' i a2,
Disability and Aging Services Blind and Visually Impaired ‘

Licensing and Protection Vocational Rehabilitation |
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. 1. | review, the facility failed fo adhere to professional
standards of care regarding the implementation of
‘physicians' ordérs for'3 of 7 residents in the

on 1/31/11, staff failed to follow a physician's
oy brder for sofl finger foods only for Rasident #9.”
i The Resrdent was served ziti with ground meat

current diet sheet was incorrect and that the
resident has not been bemg served soft finger
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o

| | STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
* | AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
' B, WING - R
475050 ' 01/31/2014
| NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE. 2IP CORE
R .| ‘80 MAPLE STREET '
| THOMPSON HOUSE NURSING HOME . . . BRATTLEBORO,VT 05302 .-
i b e, | “SUMMARY STATEMENT OF OEFICIENCIES N PROVIDER'S PLAN OF CORRECTION X6)
i e | pRréER | o (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE: COMPLETION
bl TAe | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPRORRIATE PATE
SERN I A P _PEFICENCY)
Lkl ) fr—— — ; "
{s’ 3i ‘; (R g0 |N|1!'IAL COMMENTS N C{FO00}  pgp
j'f X 1 L On 1/31/11, the Division of Licensing and - Resident #9°s Diet order 1/31/11
|l o | Protection conducted 4n unannounced onsite : was updated in the kitchen.
B TR I ‘follow-up to the annual survey, which was.- : o
AT N ‘completed on 12/1/10. There were regulatory Direct care and kitchen staff 1/31/11
| 5. | violations cited as a result. - -1 were educated regarding care :
SR | 483.20(k)(3)(1) SERVICES PROVIDED MEET {F281)}|  update.
» : | PROFESSIONAL STANDARDS
' i Resident #2’s diet order was - 01/31/11
g ~. .| The services provided or aranged by the facility clarified with the physician to
L SR must meet professional standards of quality allow liberalized food intake
S U R | | asdesired.
e s REOUIREMENT is not met asevidenced Resident #21's MAR was updated.  |01/31/1]
by:
Based on observation, interview and record . All resident diet orders were 102221711

reviewed and an audit done with
kitchen records to ensure accuracy.

sample (residents #2, 9, 21) Flndlngs include: - Allresident physician orders were 02/21/11
audited 1o ensure acourate
1. Per observation of the: noon meai at 12:49 PM ranscription and domnnentauou

Policies regarding order transcription  {02/21/11

were reviewed and updated as
and cooked squash. The Registered Dietician necessm
conf rmed. during a 1/31/11, 1:27 PM interview
that zitl with ground meat and cooked squash DNS/SDC prowded eduéation 0221/11
were not soft finger foods. Per record review on 1o staff involved.
1/3'1/1 ;t %t 12: 1f8 PdM thlel"'edls a physician's order A
for "soft finger foods only!’ dated 12/8/10. Per r S o ea Wi ; :
interview with the Head Caok on 1/31/11 at 1:40 D e e Ongeing
PM, order changes come from nursing to the uarter to ensure that all
kitchen where dietary staff updates menu. The xgggﬁed needs are addressed
current diet sheet is for ground meat, regular diet '
small portions. The Head Cook confirmed that the Results will be reporte dat Ongoing

QA meetings. DNS to monitor

for compliance.
\ toc W@MM&@M
TITLE . {X6) DATE

Any
other safeguards prowde sufficient p

: eﬂcuency statemsnt endmgwh an astensk (") denotes a deﬁclency which the institution may be excuaed from eormtmg providing it is determined that
rotection to'the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days

foliowing the date of Burvey whether or not a plan of correetion is provided. For nursing homes, the abave findings and plans of correction are disclocable 14

« days following the d
program partucupatmn
f X i R Y

a\e these documome are tado available to the facility. If deficlencies aro cited, ‘an approvod plan of corroctlon is requisite to continued
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h bgﬁaarygurloﬁ HEALTH AND HUMAN SERVICES - FORM APPROVED
gnk Wil ..GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
g ‘ STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
.7 | || AND PEAN OF CORRECTION . " IDENTIFICATION NUMBER:; COMPLETED
Wt .“L( [ I (AT ; : A BU'LD'NG
""‘""lii" ! L B.WING R
FIE S —— | 475050 ' 01/31/2011
i; e , 'NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE :
H ] enameSoN RoU ING HOME | .80 MAPLE STREET
. THOMPSON HO : S i ‘ :
R D T ";"P L gUSE NURSING “9"'5- 0 BRATTLEBORO, VT 05302
R @10 | . . SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (x5)
Lty PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
wive ol TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘| . CROSS-REFERENCED TO THE APPROPRIATE DATE
, S Co , : - " DEFICIENCY)
" 7| (F281}| Continued From page 1 {F 281}
: 2. Per record review oh 1/31/11; staff failed to
i follow physician's orders dated 12/20/10 for .
‘ ' Resident #2 for staff to offer milkshakes or ice
. | cream 1-3 times.a day secondary to weight loss. |
L There is no documentation that these _
S ' supplements were offered and/or accepted or
ppbo e refused. Per interview with the Director of Nurses
T2 1| |at2:1pPMon 1/81/11, sihe confirmed that there
l‘H o, Lishe documentation of staff following this . .
ST R ;1" | physician's arder since this is "food", nor is there
i N m j ‘;'j"l‘ . ‘docummentation oh an intake form or meal log.
B /| R P Lo ’
DRl T 3! Per record review on 1/31/14, staff failed to
! ’;‘r ;:’;'% I e " | | follow a physician's order for Resident #21 who
; ? i ,L! I LT was to receiva a Mighty Shake dietary’ '
BEATE 3 RS -=l§upplement‘twlce_ad_ay: 0On12/30/10 the MD
r ; ] *+ | ordered an increase ta three times a day. A
oD al s A Y review of the MAR shows that in the month of
- } Wl ..o o1 January the Resident received the supplement
S twice a day. This was confirmed with the West
el o | Wing medication nurse on 1/31/11 at 1:50 PM F 282
;i | and the Director of Nurses on 1/31/11at210PM.|
S {F 282} '483.20(K)(3)(ii) SERVICES BY QUALIFIED {F 282} Resident 60's care
: | AT 281|208 ST e} plan was 01/31/11
: ' |The services provided or arranged by the facillty weights and notification
. ‘must be provided by qualified'persons in" - ' Resident #9’s Di
! ‘ : P : . t #9°s Diet order 1731111
" ; v:accr;:rdgncs .with.each rffuden;fs wnttgn plgn of was updated in the kitchen.
(A M . , , Direct care and kitchen staff 13111
4 i+ . . L . ). ! . . ' k3
Lot | This REQUIREMENT. ls not met asevidenced- 3:;::’“““" regarding care
TR IaS ey . S .
“{UE L o0 B3sed on observation: inter cord
SR 'Based on observation, interview and record . . .
31T feview, the fality failed to providesenvices n- Resident #21's care plan was A
K ik'.,,_'ri.; P e | acéardance with the planiof care for4 of 7. ‘ reviewed and updated for weekly ‘
YT 0 Vsampled residents (Residenté #2,9, 21,60). weights and notification
;\r;!l 'i {t ; i‘ ‘lfiﬁpiﬁ‘gs include: . | - v 2 .
P RS ¢ ) (30 ST P P el VO —
f ! :fl'i’ ,‘i;FfO'fBl?‘ GMS-2647(G2r68) Provious Vorions Cnsdigte ., Event IB:LFaV12 Fecifty ID: 475050 It continuation sheet Page 2 of 7
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[/} DEPARTMENT OF HEALTH AND HUMAN SERVICES - o | FORM AFPROVED
BN FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
", i | STATEMENY OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION . © " |(xs) DATE SURVEY
i AND PLAN OF GORRECTION IDENTIFICATION NUMBER: : . : COMPLETED
TEERI R T . A. BUILDING _ _ : o
ST arsoso [P - 01/31/2011
11| Name oF PROVIDER OR SUPPLIER . _ STREET ADDRESS, CITY, SYATE, ZIP CODE
| THOMPSON HOUSE NURSING HOME - :&ﬁi:?:g’w 05302
SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5)
e é’é‘féé& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE: COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | caoss-nesenegggl% o cT%r_-:APPROPRIATE
o vl {F282) Continued From page2 =~ {F 282} Resident #2's care plan was 1311%
o ‘ § IR  reviewed and updated for weekly '
: 1”':* ‘J |- : SR . weights and notification
g bl LB | . . g : : .
I"”, | f i "ﬂ?.;l?e,r record review on 1/31/11 at 1:33 PM, the. : I Direct care staff were . ~ 2
3 lii gdzi | g fjacgluy. failed to report a weight change of 3 _ educated regarding weight
g *w; i e - 1 pounds (ibs) for Resident #60 to the charge nurse | - policy. :
o { L+ i ‘| and to recheck the weight per the residents care : :
I*.,F«:;vfiif i z'i” ‘. plan. Resident #50's weighton 117111 is All resident’s weight records 22111
Py arpitt a . | recorded as 121.2 Ibs. The resident's next were reviewed to ensure that all
! f,)ﬂgl ST ireoor,ded weight on 1/20/11 is 116.7 lbs [- 4.5 Ibs}. changes are identified,
W Pedthl bt | Facilty shift reports dated 1/20/11 for
‘.;r it e e | daylevening/night shifts contain no entries - . ~ Policies regarding weights and
i 10 & | regarding the resident. Per interview on 1/31/11 at| - : ] were reviewed and
iy ' il ; ; , care planning were revie
e '+ 1:2:16 PM with the Director of Nursing [ONS], the | updated as necessary.
N B { DNS confirmed there was no decumentation : ‘ ‘
N o ‘TEQ“al{’diﬂ.g the residents weightl cha‘n‘gg per plap of| . o _ DNS/SDC provided education 2/21/11
vl | eare, and no documentation of the resident being | to staff involved in weights, care
S re-weighed per plan of c?re. : planning and implementation.
Lk . 2. Pé_r obséwation of the noon mealon 1/31/11at| .~ o . . Ongoi
© LT | 12:48 PM the faciity failed to follow Resident . Eu’f;;fd;i‘fs‘};:m”aggm‘ Ongolng
, : . #9's plan of care for soft finger foods only. " per quartst to ensure that all
LRI SR Resident #9 was served ziti with ground meat and i identified needs are addressed
- .. | cooked squash. Per record review on 1/31/11 at -, ; and implemented
£+ 142:48 PM, a physician order dated 12/9/10 stated : Par piem SR
| "soft finger foods only". The plan of care was ‘ i L . . ;
| revised 12/8/10 for soft finger foods only. During a gfmzez;u?e%?g::::;mimr Ongoing
: 1/31/11, 1:27 PM interview with the Registered oo comllince
" | Dietician (RD), the RD stated:that ziti with ground . . ar compuance.
w7 | meat and cooked.squash were not soft finger - o .
A0 s, v | foods. On 1/31/11 at 1:40 PM, the Head Cook | Fava POL Acepled 2laalny
li | confirmed that Resident #9's diet order was . RTion RE| By cohn
’ " incerrect and had not,been served soft finger B aiadiey VIV
foods as per the plan of care. . : o Ny
..“ I FT A [N e Co L -t
b 3..Per record review, the.care plan for resident
b #21 dated 12/06/10-lists weekly weights and
i | re-weigh for weight change +/+ 3 pounds:(lbs) and.
) '| report to Charge nurse. in a review of i
" . 1. = FORM cvs-zsefiéz‘,ééi aiag)iqysVe}ﬂpns Obsclete T ‘ Event ID:LFoV12 Facilly D: 475050 _ If continustion sheet Page 3 of 7
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* " DEPARTMENT OF HEALTH AND HUMAN SERVICES | R ARPROVED

*" . CENTERS FOR MEDICARE & MEDICAID SERVICES . _ OMB NO, 09380381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLA X2) MULTIPLE CO TION ‘ ,
-AND PLAN OF CORRECTION IPENTIFIGATION NUMBER: o CONSTRUCTIGN o ‘”’go";ifé’%"oa
o . A.BUILDING
. - R
‘ N , . 475050 - |Bwme - 01/31/2011
4 1 | NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CIYY, STATE, ZIP CODE '
T R ; - A : " 80 MAPLE STREET '
" |- THOMPS N : .
o N °N HQUSE URSING HOME o . 'BRATTLEBORO, VT 05302
‘ i Thgayiot | frl - SUMMARY STATEMENT OF DEFICIENCIES _ o] 'PROVIDER'S PLAN OF CORRECTION (X8) -
i wasﬂxjj;uy‘EACHDEHCENCYMUSTﬁE?REGEDEDBYFULL PREFIX " (EACH CORREGTIVE ACTION SHOULD B& COMPLETION
w1t mae | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DAT
N . . : - DEFICIENCY)
t 82}| Continued From page 3 . | (F282)
I .do:c‘t.ilm‘e_ntation‘fof_the period 12/20/10 to 1/31/11,
17T on 12/23/10 a recorded weight of 125.2-bs
‘reflects a loss of 4.7 Ibs from the 12/16/10 weight
* | of 129.9 lbs. There is no evidence in the record of
a re-weigh or that the weights ware reported to
the charge nurse. Further, there is a weight on
1/8/11 the next weight is on 1/18/11 (a 12 day
( gap) and no further weights recorded in January.
T This was confirmed in an interview with the
: ;i_' I T Director of Nursing at 2:10 PM on 1/31/11.
|7 | Per record review the Care Plan for Resident |
Ci L, o |#2; aresident with weight loss, calls for weekly I
S " | welghts, re-weighs and report to Charge Nuree | °
S . | for @ greater than 3 |b change. In a record review F371
" for the period of 12/20/10 to 1/31/11, weekly ; ' : - ‘
A U | weightsare missin'g' for 12/24/10, 1/20/11 and . 1. An in-service was held b the 2311
1| {27141, This was confirmed in an inferview with | mwg':‘,,md‘wce Direcior with
T | T the Director of Nursing-on 1/31/11 at 2:10 PM.. .| . . the Regional Manager and included
My |483,35() FOOD PROCURE, . : F371] . allidwchen staff .
i 'STORE/PREPARE/SERYE - SANITARY . Among other topics, the necessity of
iy ' ' head coverings being worn was covered.
j The facility must- : ‘ In addition, proper documentation and
b |'{1) Procure food from sources approved or I notification of refrigerator temperatures
At lcp!h'bnde.red sgtusfa_cton/ by Federal, State or Ioc;al | : was reviewed. Agenda Attached.
authorities; and. . 1o S The Food Service Director and
{(2) Store, prepare, distribute and seve food - . Administrator will monitor weating
t{nfller:samtafy condm?ns;; L B of proper head coverings daily for
' . NI ! Co continuted compliance. 2/4/11
N, , St e ' 2. In the 2/3/11 in-service, we discussed [2/4/11
h o A ST the necessity of proper temperature
I Thic REQUIREMENT s not met. ; o monitoring, thresholds, and how to
b S ,b:(‘-:!f ) ,;E.QwREME.NT; 'sl »not"meti ?s Egytfjenced ; notify Maintena.nc_einthe eventof a
o | Based on observation and interview, the facility ' m“smmm,}l‘:r““;ld"i :f
. failed to store, prepare, distribute and serve food fem‘f::; hav:i:m ig;’;m 4
] ﬂnéé¥;san'?r¥ c?““'?“i ‘megs mc‘!uc;lg.v; | | and are within ADA guidelines.
.. irorm cmsz_sqi(oz";sg) Previous Versions Obeaiets " EventRiLFaV12 Faclity ID: 475060 It continuation sheet Page 4 of 7
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES | | P FORM ARPROVED

.. _CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
/. | STATEMENT OF DEFICIENCIES - |(X1) PROVIDER/SUPPLIER/CLIA ] (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
" *-| AND PLAN OF CORRECTION - "IDENTIFICATION NUMBER: - COMPLETED
nE : ' A A BUILDING e
S . 475080 . 5 WiNe. — - oustzon |
| | NAME OF PROVIDER OR SUPPLIER : " - | STREET ADDRESS, CITY, STATE. 2IP CODE
1 THOMPSON HOUS S LRE - , : 80 MAPLE STREET
i "H' ‘ T_H "_'P ; 99 E_NURSINQ HOM_E o o BRATTLEBORO, VT 05302
‘ Eyr 14 SUMMARY STATEMENT OF DEFICIENCIES : P *+ PROVIDER'S PLAN OF CORRECTION (x5)
e 1 - (EACH DEFICIENCY MUST BE PRECEDED BY FULL ~ - PREFIX - - (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
| “1 REGULATORY ORLSC |DENTIFYING INFORMATION) . TAG - CROSS-REFERENCED TO THE APPROPRIATE BATE
Ll . , : : T T DERICIENCY) ,
clte b D ’ K . . :
Continyed From page 4 - F371|  Administrator and Maintenance
: oo o L Director began monitoring logs
1.'Per observation on 1/31/11 at 1:00 P.M., & staff o on.a daily basis; this will be
'member was plating cooked pastries in kitchen _ _ abbreviated to monitoring
without a head cover. Another staff member was | - ’ temperature logs on a bi-weekly
.. . | observed openingrand looking inside steam table | " basis after continued compliance
‘ cover. Per interview with the Head Cook at 1:15 - " frequent monitoring. -
PM on 1/31/14, all staff, per facility policy, must , Completed by 2/4/11
have head covering when behind the line. The
it | Head Cook confirmed the 2 staff were not
. | 7| wearing head covers per policy. Lo 3 oo Atwe\'-d 2l

£ | | 2. Perobservation on 1/81/11 at 11:20 AM, a

* | refrigerator in the 2nd floor medication room
containing resident juices, soda, and mighty

.~ | shakes exceeded normal temperature ranges.

. | Per parameters on the facility temperature form,
temperatures should be petween 38-40 degrees | ‘ ,
Fahrenheit (F). Températures exceeded 40 ‘
degrees 22 times in January 2011, ranging from ...
'| 41°-50 degrees F, The temperature at 11:30 AM -
| oh4/31/11 was 56 degreés F. Per interview with -
\ | the Maintenance Director on 1/31/11 at 12:25 PM,
| staff should notify him/her if temperatures are -
| exceeding: normal limits. S/he was not aware of
'any issues with the 2nd floor resident refrigerator.
Observations.were copfirmed by the Director of -

""" I'Nursing Services and the Maintenance Director. -

ATremplayest | Hrincota RN

1'483,60(v), (d); (¢) DRUG RECORDS, | {F 431}
‘_LQABEL'/STORE DRUGS & BIOLOGICALS
“The faciiity must @mploy or obtain the services of - F431
|'a licensed pharmacist who-establishes a system L o i
controlled drugs in sufficient detail fo-enable an and found to be non compliant with
‘acgurate reconciliation; and determines that drug - temperature log policy of which she
records are in order and that an account of al was aware. Day Charge Nurse was
S ‘controlied drugs is maintained and periodically terminated. New Day Charge Nurse
S reconciled. - .. - e 5 was hired and in-serviced as to proper
i ) ‘ i .
: | FORM GMIS-2667(02,99) Provious Versions Obsolete. ‘ Event ID:LFOV12 Facilty ID: 475050 If continuation sheet Page & of 7
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! ; DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
', ' | _-CENTERS FOR MEDICARE & MEDICAI SERVICES _ OMB NO. 0938-0381
. STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION - (X3) OATE SURVEY
1| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . S COMPLETED
HINS . ‘ A. BUILDING R
1 AT 3060 " o Q13112011
} ii g F;N?MFOFI PROVIDER OR SUPPLIER B STREET ADDRESS, CITY, STATE, ZIP CODE
L N RO U 80 MAPLE STREET
' b %!" Tﬁgm?sou House NURSING HOME . BRATTLEBORO, VT 05302
a1 T oxay | - SUMMARY STATEMENT OF DEFICIENCIES - TR ‘ PROVIDER'S PLAN OF CORRECYION (5)
Hi CHELT pREFIX §. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
PR T PRR@’ | REGULATORY ORLEC IDENTIFYING INFORMATION) . TAG . CROSS-REFERENGED TO THE APPROPRIATE
: i v P . _ . DEFICIENCY)
1}| Continued From page 5 . {F 431} documentation and notification of
5 o : o refrigeration temperabares.
L Drugs and biologicals used in the facility must be Maintenance Director and Administrator
[ labeled in. accordance with currently accepted have visually inspected logs on a daily
I - | professional principles, and include the basis to ensure compliance.
R I - .| appropriate accessory and cautionary ' Maintenance Director checks and initials
R instructions, and the expiration-date when at Jeast weekly, and maintains logbook
. applicable. listing probleins and corrections.
o . Logbook maintained in Maintenance
T In accordance with State and Federa! laws, the Department. Temperature Alarm
R N facility must store all drugs and plggogicals in replaced and roset to proper parameters
-l ., . |lecked compartments under praper temperature as back-up. All shifts notified not to
© | contrals, and permit only autharized personnel to | tamper with temperature alarm, and
| |have accesstathekeys. ' . ‘ 1o notify maintenance upon sounding. -
. Completed by 2/4/11
The facility must provide separately locked, ol
permanently affixed compartments for storage of |; ‘
| controlled drugs listed in Schedule Il of the * FU3 Pl )cwzQM 2231y
Comprehensive Drug Abuse Prevention and -: : W"\
Ik {iCantrol Act of 1976 and other drugs subject to , &W«wmw\
" | abyise, except when the facility uses single unit 5 ‘ ‘
’ pa,clké’g'e drug distribution systems; in which the T :
‘quantity stored is minimal and a migsing dose can “
‘be readily detected.
' B i " .
This REQUIREMENT is.not met as evidenced L
yoon by ' N o . T ) ' .
Pt . | Based on observation, interview and record
v review, the facility failed to assure medications \
i were stored under.proper temperature controls.
, : Findings include: .
. Per observation on 1/31/11 at 11:20 AM, the .
i medication refrigerator; on the 2nd fioor.had no
B | documented temperatures recorded since .
T 12/24110. Per review.of facilty policy on 131111, .
S R '?‘rpe’t;lqation refrigerator temperatures are o be
a,-t.‘ng: ] M .t|a{|_<'erlm: and documented daily by the Charge e
t; 11| FORM byseag?(ﬁ%dﬁ;ﬁ;fevi‘qué;ygs‘ioﬁs Og\ao_:t‘e w Event ID: LFav12 Facility |D: 476080 If continuation sheet Page & of 7
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‘ Nurse ‘Per interview with the Unit Charge Nurse.
oh 1/31/11 at 340 PM, she checks the

] .teh’f:perature daily but does not record the

{1] temperatures. Sihe alsa stated that the
fefrigefator-atarm, which sounés'when =

té jperatures are out of range, has sounded

2 eral 'times since '12/24/10 and maintenance
‘has not been notified when it does. The Director
‘of: Nursing Services confirmed that the
;temperatures had not been recorded since:

§ ,112124I1O dunng 21208 PM lnterwew on 1/31/11.
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