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The facility must ensure that the resident truth of the facts as alleged or
environment remains as free of accident hazards ~ conclusions set forth in the

as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

Statement of Defiencies. The Plan of
Correcticn is prepared solely as a
matter of compliance with federal
and state law.

This REQUIREMENT is not met as evidenced
by: 1. The treatment nurse was
Based on observation, staff interview, and record immediately educated 11/7/2013
review, the facility failed to secure antifungal
powder out of reach for 3 cognitively impaired
residents on the 100 hall treatment cart
(Residents #11, #12 and #13)

regarding proper storage of
medication/treatments.

2. 100% of licensed nurses will 12/3/2013
The findings are: be educated regarding the
proper storage of
Review of Material Safety Data Sheet product medication/treatments.
label information for miconazole antifungal
powder dated 12/03/10 read in part: "Avoid eye 3. Weekly audits will be 12/15/2013

contact. Could be an inhalation hazard. Avoid
ingestion. If ingested/swallowed contact physician
or Poison Control Center."

conducted X 4, biweekly X
2, then monthly X 2 to

ensure
Resident #11 was admitted 06/30/11. Diagnoses medication/treatments are
included dementia. Minimum Data Set (MDS) stored properly.
dated 10/29/13 assessed the resident with 7
moderately impaired cognition, requiring limited 4. Results of audits will be 12/15/2013
assist w‘ith ambulatiqn and extensive assist with monitored in QA meeting
locomotion on/off unit, manthly for 3 months.
Resident #12 was admitted 07/21/10. Diagnoses
included dementia. MDS dated 10/15/13
assessed the resident with severely impaired . )
cognition, independent with ambulation and Process owner will be DON/designee
| 1
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excused from correcting providing it is determined that
s, the findings staled above are disclosable 90 days

Bf'ﬁtLE%omDS the abﬁ findings and plans of correction are disclosable 14

deficiencies are cited, an q;a oved plan of correction is requisite to continued

NEC 05 7013

Any deficiency statement ending with\ag) asterisk (*) denotes a deficiency whic| nsﬁu on
other safeguards provide sufficient protection to the patients. (See instructio
following the date of survey whether er not a plan of correction is provided.
days following the date these documents are made available to the facility,
program pariicipation.
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locomotion onfoff unit.

Residant #13 was most recently readmitted
05/17/13. Diagnoses included dementia. MDS
daled 08/14/13 assessed the resident with
severely impaired cognition, independent with
ambulation and locomation anfoff unit.

On 11/07/13 at 3:25 PM untit 3:54 PM a
continuous observation was made of an
unaltended freatment carl on the 100 hall. The
treatment cart was observed with a clear
medicine cup on top of the cart containing
approximately one half teaspoon white powdered
substance accessible lo residents on the hall.
Resident #11 sell propelled in her wheelchair
back and forth in front of the unatiended
treatment cart. Resident #12 ambulated
independently back and forth in front of the
unattended treatment carl looking into rooms.
Resident #13 self propefled In her wheelchair
past the treatment cart and entered her room
adjacent to where the unaltended treatment cart
was localed. No residents were cbserved (o
touch any items on the treatment cart.

On 11/07/13 at 3;54 PM Nurse #1 approached
the treatment cart and placed the container into
an open lrash can atlached to the bottom side of
the treatment cart. Nurse f#1 was interviewed al
the time of this observation. Nurse #1 stated she
removed the container off the treatment cart ]
because the powder should not be left out where
residents could get to it. The container was
removed from the trash can with the contents sill
in the medicine cup. Nurse #1 stated she thought
the substance was antifungal powder,

On 11/07/13 at 4:00 PM the Treatmenl Nurse
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was Inlerviewed. The Trealment Nurse confirmad
the white substance was anlifungal powder. The
Treatment Nurse slated she was interrupted while
doing treatments and left the antifungal powder
unattended on lop of the treatment cart, The
Trealment Nurse stated she usually kepl skin
treatments/supplies secured in her cart to ensure
residents did not have access to potentially
hazardous substances.

On 11/08/13 at 3:00 PM the Director of Nursing
(DON) was inlerviewed. The DON stated she
expected nursing staff to store medications/skin
care ireatments securely to minimize resident
access to hazardous substances. -
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