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F 000 | INITIAL COMMENTS  gopl-ee County Care and Rehabilitation
oces not believe and does not admit
A standard health survey was conducted on i at' any deficiencies existed, bEf,of'e’
03131115 through 04/02/15. Deficlent practice t‘e"smg or after the survey. The Pacility
was Identified to exist with the highest scope and | reserves the right to contest the survey
severity at "D" level. _ indings through informal dispute
F 281 | 483.20(K)(3)() SERVICES PROVIDED MEET | F 281 fegolution, formal appeal proceedings
s5=D | PROFESSIONAL STANDARDS . ¢ any administratve or legal |
| The services provided or arranged by the facility roceedings. This plan of correction 15 l
| must meet professional standards of quality. ot meant to establish any standard of
e, contract obligation or position I
nd the Facility reserves all rights to |
This REQUIREMENT is not met as evidencad ke all possible contentions and
by: El po
1 Based on observation, intarview, record review, ef.enses ifl any type of cxjnl or cnn'uf\al
and facility policy review, it wes determined the aim, actlo'n or proceeding. Nothfng
l facility failed to assure services were aranged by ontained in this plan of correction ]
the facility to meet professional standards of ould be considered as a waiver of |
| quality for one (1) of twenty (20) sampled ny potentially applicable Peer
residents (Resident #13). The facllity falled to } #eview, Quality Assurance Of self-
assure Resident #13, a newly admitled resident ritical examination privil hich
of the facility, received necessary care fo assure r . na P Eg? w
toenail care was provided, he Pacility does not waive and
| es the right to assert in any
The findings include: | dministrative, civil or criminal claim,
cton or proceeding. The facili
Interview with the facillty Director of Nursing on fers its r ep onse, ¢ reg dible allegati mtx
04/02/15 at 8:56 PM revealed the facliity does not — Sponse, &2
have a written policy related to developing initial _ compiiance an'd plan of correctum' L
care pians for residents. 1 art of its ongoing efforts to provide
| ality of care to residents.
Observations mads on 03/31/15 at 10:08 AM and |
on 04/02/15 al 8:55 PM revealed Resident #13 to 28155D
| have long untrimmed toenails. [ l
| Review of Reslident #3s mﬂdlca. racord I1 l 1. A Ll“:ﬂnsed Nurse trlmmed resldent ]'
revealed the facility admitted the resldent on - #13's toenalls upon notification by
l 03,26’15' with diagnoses ‘ncluding | the surveyar on 4,2/15- Resident
| | #13 was scheduled an l
L ASORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE TMLE {5) DATE
NHH Ya/is
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foiuwing the date of survay whather or not a plan of correction ia
days foliowing tha date theze documents are mede avalioble io the
program participation.

asterisk {*} denoies & deficlancy which ihe Institution may
1afoguards provide sufficlant protaction to the patiants . {See Instructions.) Except for nursing hames, the find
provided. For nuraing homes, the above findings and plans of cortaction are digclosable 14
facility. If deficlancles are citad, an approved plan of corraction Is requisile to continued
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Cerebrovascular Accident (CVA),
Encephalopathy, and Mental Disordar.

Further review of tha record revealed the
admission Minimum Data Set {MDS) assesament
was not complete due to the resident's admisston
date and the MDS was not required to be
complete yet. Review of the Nursing Admission
Information assessment, deled 03/26/15,
revesled Resident #13 required assislance
related to personal hyglene. Continued review of
the nursing admisslon assessment under the
Foot Care secllon revealed the facility assessed
the rasident to have no issues or concems
related to Resident #13's toenalls, Further review
2 of the nursing admission assessment revealed no
indication of Resident #13 having long untrimmed
toenails on the full body skin assessment.

Review of Resident #13's Intarim Comprehensive
Care Plan dated 03/26/15, and Nurse Assistant
Care Plan dated March 2015, revealed the facility
did not deveiop a care plan with interventlons fo
address toenall care.

Interview with Registered Nurse (RN) #1 on
04/02/15 at 6:35 PM revealed she was the nurse
who admitted Resident #13 to the facllity and that
when admitting residents to the facllity she
checks skin, fingemalls, and toenglis on the
admission assessment. Continued Interview with
RN #1 ravealed Resident #13 had been admitted
fo the facllily at shift change and she should have
made note of hisfher long toenalls on the
admission assessment. RN #1 stated, "l just
missed it. 1 develop the CNA (cartified nursing
assistant) cara plan and should have developed &
cars plan for nail care.”

4/14/15.

2, All residents have the patential to
fhave long untrimmed teenalls
upon admisslon. A 100%
observation was completed on
4/3/15 by the DON, ADON, and
Unit Managers to ensure all
resident’s toenalls were trimmed,
No other Issues were identlfled.

The DON, SDC, and Unit
Managers will complete a 100%
audit of all resident care plans by
4/30/15 to ensure resident care
plans meet professional
standards with emphasis on
toenail care,

3. Education will be provided by the
SDC, DON or ADON for licensed
nursing staff by 4/30/15 regarding
completion of the nursing
admisslon assessment,
development of a nursing care
plan and a development of a

nursing assistant care plan to

With emphasis on providing
toenail care upon admission.

meet professlonal standards.
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F 281 | Continued From pege 2 F 281 4. The DON, Unlt Managers or SOC
willl complete an audlt of new
Interview with the Seaeons Unit Clinical admisslon resident’s toenalls dall
Coordinator on 04/02/15 at 8:30 PM revealed that v
an Intervention to address Resident #13's toenail M-F x4 weeks, weekly x4 weeks
care should have been on the Nurse Aide Care then monthly for two months to
Plan. Continued Interview with the Unit Cilnical ensure toenall care has been
Coordinator revealed the nuree who admilted provided to meet professional
Resldent #13 was responsible for developing the standards.
cara plan, Furher interview with the Unit Clinlcal
Coordinator revealed resident care plans were The DON, Unit Managers or sDC
reviewed in the facility's moming meetings will complete an audit of new
{Quality Assurance) and she mads rounds [n admisslon resident’s
order to ensure residents were receiving the care assessment to ensure completion
required. The Unit Clinical Coordinator revealed of the nursing admission
nail care was to be provided once a week on all assessment, development of a
residents. nureing care plan and a
Interview with the facility Director of Nursing development of a nursing
(DON) on 04/02/15 &t 7:00 PM revealed nall care assistant care plan to meet
was to be provided for residenta anca a week and professional standards.
the admitting nurse was responsible for Emphasis will be placed on
developing a care‘plen related io nail care. providing toenall care upon
Continued Interview with the DON revealed they admission.
go over resident care pians in their moming
meeting (Quality Assurance) and had not Findings of the above stated
{dentified any concamns with Resident #13's care audits will be discussed in the
plan. Further interview with the DON revealed Quality Assurance meeting
ghe conducted daily rounds to ensure residents monthly for three months for
were baing cared for and she was not aware of recommendations and further
the condition of Resldent #13's loenails. follow up as indicated. Members
£ 312 | 483.25(a)(3) ADL CARE PROVIDED FOR Fa12 of the Quality Assurance
s5=D | DEPENDENT RESIDENTS Committee are: Medical Director,
Administrator, Director of
A resident who is unable to carry out activities of Nursing, Unit Managers, Social
dally living recsives the necessary services to Services Director, Dietary
maintain good nutrition, grooming, and parsonal Manager,
and oral hygiene.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
faciiity falied to ensure that one (1) of twanty (20)
sampled resldents {Resident #13) received the
necessary services to maintaln good personal
hyglene related to long untrimmed toenails. The
facility failed to assure Resident #13 recelved
necessary assistance to assure nell care was
completed. Observations of Resident #13 made
on 03/31/15 at 10:08 AM and 04/02/15 at 6:55
PM revealed Resident #13 to have long
unirimmed toenails.

The findings include:

Review of facility policy titled "Nails-Cleaning and
Trimming," dated Dacember 2010 revealed the
nursing staff would provide observation and care
of nails for all residents daily and as necessary.

Observations made on 03/31/15 at 10:08 AM and
on 04/02/15 at 8:66 PM revealed Resident #13 lo
have long untrimmed toanalis,

Review of Resident #13's medical record
revealed the facility admitted the resident on
03/26/15, with dlagnoses including
Cerebrovascular Accident (CVA),
Encephalopathy, and Mental Disorder.

Review of the Nursing Admission Information
assessment dated D3/26M5 revealed Resident
#13 to need assistanca relatad to personal
hygiene. Continued review of the nursing
admission assessment under the Foot Care
section revealed the facility assessed the resident
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F312 Human Resource Director,
Continued From page 3 F312 Maintenance Director, and
Quality of Life Director.

5. Date of Compliance 4/30/2015

F31255D

1. Alicensed Nurse trimmed resident
#13's toenails upon notlfication by
the surveyor on 4/2/15. Resident
#13 was scheduled an
appointment with a Podlatrist on
4/14/15.

2. Aliresldents have the potential to
have long untrimmed toenails
upon admission. A 100%
observation was completed on
4/3/15 by the DON, ADON, and
Unit Managers ta ensure all
resident’s toenalls were trimmed.
No other issues were identlfied.

The DON, ADON, and Unit
Managers will complete a 100%
audit of all resident care plans by
4/30/15 1o ensure resident care
plans meet professional
standards with emphasis on
toenall care.

3. Education will be provided by the
5DC, DON or ADON for licensed
nursing staff by 4/30/15
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Continsed regarding completion of the
F312 pags 4 Fan2 nursing admission assessment,
:g‘:'mwa OF CONCETS ¢ d‘wh‘m“ development of a nursing care
Svissi L ""l ¢ 'IE'I Im' mi'ﬁ'mt“ som off plan and a development ofa
Resident #13 having fong ontrimmed toenals an nursing asslstant care plan to meet
the kil body siin assessment. professional standards. with
emphasis on providing toenall care
Review of Resident #13's Intesim Comprehensive upon admisslon.
Care Plan dated 03/26/15 and Nurse Assistant
Care Plan dated March 2015 revealed the faciiity The DON, Unit Managers or SDC
did net develop 8 care plan with interventions to will complete an audit of new
address toenal] care for Resident #13. admission resident’s toenalls daily
M-F x4 weeks,
infenview with the Seasons Unit Clinical weekly x4 weeks and then
cﬂ“dmfm 04102116 at &30 PM revealed she monthly for two monihs to
should have Included an intervention on Resident ensure toenail care has been
ﬁ:’ N:"'“I Au?:lm mmw'i;lﬁmm pravided to meet professional
Coordinator revesied the nurse who admitted standasds.
mmm:m‘:’::fm mﬁr t::v Unitl mm The DON, Unit Managers or SDC
Coordinator revealed resident care plans were will complete an audit Daily M-F
reviewed in their moming meeting (Quality X4 weeks, Weekly X4 weeks, then
Assurance) and she made rounds in order to Monthly X2 months of new
ensure residents were recelving the care admission resident’s assessment
required. The Unk Clinical Ceordinator revealed to ensure completion of the
nali cara was to be provided once week on all nursing admission assessment,
residents. development of a nursing care
plan and a development ofa
e e o
: rofesslonal standards. Emphasl
who admitted Resldent #13 to the facilty and that P o provl o
when admitting residents fo the facllity she :’;r o : p%:c: d r;':s?;zw ing toenal
checks skin, fingemalls, and toenalls on the )
admisslon assessment. Conilnued Interview with A .
RN #1 revealed Resldent #13 had been admitted :,:::{i E;gij‘:gg:ezbﬁ&?g:gl?: s
to the facility at shift change and she should have ¥
made note of his/her long toenails an the
admission assesament. RN #1 stated, "} just
missed it. | dsvelop the CNA (certified nursing
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Assurance meeting monthly for three
F 312 | Conlinued From page 5 F 312},0nths for recommendations and fusther
asslstant) care plan and should have developed a ollow up as indlcated. Members of the
care plan for nall care.” uality Assurance Committee are: Medical
irector, Administrator, Director of
Interview with the facillty Director of Nursing ursing, Unit Managers, Social Services
(DON) on 04/02/15 at 7:00 PM revealed nail care irector, Dietary Manager, Human
was to be provided for residents once a week and source Director, Maintenance Director,
the admitting nurse was responslble for d Quality of Life Director.
developing a care plan related fo nall care.
Continued Interview with the DON revealed they Date of Compliance 4/30/2015
go over resident care plans in their mormning
meeting (Quallty Assurance) and had not ’
identified any concerns with Resident #13's care 32355 D )
plan. Further interview with the DON revealed Resident #15 was assessed for pan.
she conducted dally rounds to ensure residents No pain was.observed. Resldent #15
were being cared for and she was not aware of did have a Lidoderm patch that had
ihe condition of Resideni #13's toenails. been placed in the am on 33115,
£ 323 | 483.25(h) FREE OF ACCIDENT F323| MD/POA notified on 3/3L/15 by RI

§8=D HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accldent hazards
as Is possible; and each resident receives
adequate supervision and assistance devices lo
prevent accldents.

This REQUIREMENT Is not met as evidenced
by:

Basad on observation, interview, record review,
and faclity pollcy review It was determined the
facility failed to ensure that residents’
environment was free of accldent hazards for ene
(1) of twenty (20) sampled rasidents (Resident
#16). Observalions on 03/31/15 revealed the
restdent was in bed and a Lidoderm patch
(medication for paln) was on the bedslide table.

#2. No new orders were obtained. A
medication error report was filled out
on 3/31/15 by the Unit Manager.

RN#2 was re-educated on 3/31/15 by
the DON on environment safety as it
related to ensuring that resident’s
environment Is free of accident
hazards as possible: and cach resident
reccives adequate supervision and
assistance devices to prevent
accldents, ie: never leave a patch or
any medication sitting on 2 bedside
table, related to RN#2 leaving a
Lidoderm patch (medication for Pain)
on the bedside table. A medication
error report was filled out by the Unit
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Manager on 3/31/15.
F 323 | Continued From page 6 F 323

The facility falied to assure that the medication
was properly stored to prevent accldents.

The findings include:

Review of the facility pollcy titted "Medication
Administration General Guldelines,” {dated 2007)
revealed that medications were {0 be
administered at the time they are prepared.
Further review of the policy revealed medications
were to be administered within 60 minutes of the
gcheduled time.

Revlew of the facility policy titled "Medication
Administration-Adminlstering Medicatlons,"
(dated 12/20/10) revealed medicatlons were
never io be left In a resident’s room.

Review of the medical record for Resldent #15
revealed the resident was admitted to the facility
on 11/25/14 with diagnoses that inciuded
Hyperiension, History of Fraciured Femur,
Herpes Zoster, Difficulty Walking, Lack of
Coordination, Muscle Weakness, Senile
Demenitia, Atrial Fibrillation, Chronic Airway
Obstruction, Dysphagia, Dncaphalopaihy, and
Type Il Diabetes. Further review of the record
revealed a doctors order for Lidocaine 5%, 700
milligram patch, apply one patch topically to the
gkin on the right hip dally and remove at bedtime
for hip paln.

Revlew of the Minimum Data Set {MDS) dated
0172015 revealed the Brief Interview for Mental
Status (BIMS) score was 89, indicating that the
resident was not interviewable.

Observation on 3/31/15 at 10:06 AM revegled the
resident was lying In bed resting with eyes closed

All residents have the potential to be
affected by the facllity failing to
provide necessary care and services to
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.

Unit Managers completed an audit on
3/31/15 for all residents requiring the
use of a patch of any kind to ensure
ail patches were in place per MD
orders. All patches were in place per
MD order.

Education for RN#2 and RN #3 was
completed on 3/31/15 by the DON.
The education provide addressed
environment safcty as it relates to
ensuring that resident’s environment is
free of accident hazards related to
RN#2 leaving a Lidoderm patch
(medication for Pain) on the bedside
table.

The DON, ADON and Unit
Managers will complete education
for all licensed

Staff by 4/30/15. The education will
address environment safety as it
Relates to ensuring that resident’s
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§5=D RECORDS-GOMPLETEIACCURATEIACCESSiB
LE

The facility must maintaln clinical records on each
resident in accordance with accepted professional
slandards and practices that are complete;
accurately documented; readily accassible; and
systematically organized.

The clinical recard must contain sufficient
information to identify the resident; a record of the

4D BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTWE ACTION SHOLLD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
environmeant Is free of accident
F 323 ) Continued From page 7 F323 hazards as possible and cach resident
and the Lidoderm patch was on the bedside recelves adequate supervision and
table. The patch was noted to have & date of assistive devices to prevent accidents;
03/30/15 writlen on t. je: a Lidoderm patch (medication for
Pain) being left on the bedside table.
Interview with Reglsterad Nurse (RN) #2on
03/21/15 at 4:39 PM revealed she was assigned The DON, ADONSs, and Unit
to care for Residant #15 on 03/30/15. RN#2 Managers will complete a 100% audit
stated during medication pass Resident #15 was of all residents requiring a patch of
not In hismer room and RN #2 tald the palch on any kind daily M-F x4 weeks, weekly
the bedside table, RN #2 stated she never gave x4 weeks, and then monthly x 2
the medication even though she charted it was months to ensure patches are in place
administered. RN #2 stated she had been per MD order.
In-servicad by the facllity on the proper
administration of medication. Findings of the above stated audits
' will be discussed in the Quality
Interview with RN #3 on 04/02/16 at 1:00 PM Assurance meeting monthly for three
revealed that during the evening medicatlon pass months for recommendations and
she did not take off Resident #15's Lidoderm further follow up as indicated.
patch. RN #3 stated that Resident #15 usually Members of the Quality Assurance
takes it off him/Merself and puts it on the bed or Committee are; Medical
on the floor. RN #3 stated she “thought” she Director, Administrator, Director of
checked to ses If the paich was removed and Nursing: Unit Managcrs, Social
stated she did not observe the paich on the Services Director, Dicta'ry Manuger
bedside table. RN #3 stated she had been Human Resource Director '
in-serviced at the facility on medication Maintenance Director and Quality of
administration and documentation. Life Director. ’
F 514 | 483.75()(1) RES F&l4

Date of compliance 4/30/15. '

FORM CMS-2567(02-08) Previcus Versions Obacteis Event |D:9Y0211

Factity ID: 100204 \f continuellon sheat Page 8 of




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/18/2015

resident's assessments; the plan of care and
services provided; the results of any
preadmisslon screening conducted by the State;
and progress notes.

This REQUIREMENT 18 not met as evidenced

Based on observations, interviews, record
review, and facility policy review It was
determined that the facillty failed to maintain
accurate records for one (1) of twenty (20)
sampled resldents (Resident #15). Review of the
Medication Administration Record (MAR) for
Resident #15 revealed documentation that
Resident #15 received a Lidoderm patch on
03/30/15, However, observation on 0373115 at
10:08 AM revealed the medication was left on the
bedside teble and not administerad as
documented.

The findings include:

Review of the faciiity policy titled "Medication
Administration-Administering mMedications,”
{dated 12/20/10) revealed medications were
never to be left in a resldent's room. The policy
staled drugs were {0 be returned o the
medication cart, and documentation should
indicate faflure o administer 8 maedication on the
administration record and nurse’s clinlcal notes.
Raview of the policy titled "Medication
Administration Genaeral Guidelines,” (dated 2007)
revealed that medications were to be
administered ai the lime they were prepared.

L
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Resident #15 Lidoderm patch was
found by the surveyor at the
resident’s bedside. An interview was
conducted on 3/31/15 by the surveyor
with RN #2 whom was working on
3/31/15 and had also worked
on 3/30/15. RN #2 did admit to the
surveyor that she had left the
Lidoderm patch at the bedside the
previous day because the resident
was not in the room when she went
into the resident #15 room to place
the Lidoderm paich on her. RN #2
did tell the surveyor that she hed
been educated by the facility on the
proper administration of medication.
RN #3 was also interviewed by the
surveyor related to removing the
Lidoderm patch at bed time. RN#3
stoted to the surveyor “she thought
she checked to see if the patch was
removed and stated she did not
observe the patch on the bedside
table.” RN #3 did tell the surveyor
she had been educated by the
facllity on the proper administration
of medication.

Resldent #15 was assessed for pain.
No pain was observed. Resident
#15 did have a Lidoderm patch that
had been placed in the am on
1/31/15, MD/POA notified on
1/31/15 by RN #2. No new orders
were cbtained, A medication error
report was filled out on 3NS5 by

Review of the facllity policy titled "Medication the Unit Manager.
Administration Transdermal Delivery Systems,”
FORM CMS-2857(02-08) Previous Varsions Ghsclale Event ID:8YO211 Faciily ID; 100284 1 continualion shoel Page 8 of
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discovering nurse shall investigate and search for

the medication patch, Check package insert for
instructlons for replacing a missing or loose
paich. The prescriber shall be notifiad and
further instructions obtained. Recommend
notifying the director of nursing to document
incident for potential trending if pattems of
missing patches occurs.”

A review of the medical record revealed Resident
#15 was admilted on 11/25/14 with dlagnoses
that included history of a fractured femur, Herpes
Zoster, Difficutty Walking, Lack of Coordination,
Muscle Weakness, Senile Dementia, Atrial
Fibrillation, Chranic Alrway Obstruction,
Dysphagla, Encephalopathy, and Type !l
Diabetes. A review of the physician's order dated
03/01/15 to 03/31/15 revealed an order for
Lidoderm patch 5% 700 milligram patch and to
apply the patch topically to the skin on the right
hip datly and remove at bedtime. Review of the
MAR revealed the patch was documented as
administered on 03/30/15 at 9:00 AM.

Obaervation made on 03/31/15 at 10:08 AM
revealed the resident was lying In bed resting with
eyes closed and the Lidoderm patch was
observed on the bedside table.

Interview with Registered Nurse (RN) #2 on
03/31/15 et 4:29 PM revealed she administered
medications to Resident #15 on 03/30/15. RN #2
stated she did not administer the patch because
the resident was not in his/her room. RN #2
siated she documented that it was glven, but
forgot fo go back and fater change the
documentation.

with accepted professional standard
and practices that are complete:
accurately documented: readily
accessible: and systematically
organized.

Unit Managers completed a 100%
audit on 3/31/15 for all residents
requiring the use of a patch of any
kind to ensure ali patches were in
place per MD orders. All patches
were in place per MD order.

3. Education for RN#2 and RN #3 was
completed on 4/3/15 by the DON.
The education provide addressed
maintaining clinical records on each
resident in accordance with accepted
professional standards and practices
that are complete; accurately
documented; readily accessible; and

systematically orgenized.

Medication Administration-
Administering Medications policy,
Medlcation Administration General
Guidelines and Medication
Administration Transdermal Delivery
Systems. Emphasis was placed on
Medications were never to be lelt ina
resident’s room. Medications and or
patchies were to be returned to the
medication cart, documentation
should indicate fallure to administer a
medication on the MAR.
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2. All residents have the potential to be
F 514 Confinued From page 9 F514| " yffected by the facility failing to
{dated 09/08) revealed if & resident was found maintain clinical records on
without an ordered patch on the body, "The each resident in accordance
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Interview with the Director of Nursing {DON) on discovering nurse shail investigate

04/02/15 at 7.00 PM revealad that during and search for the medication patch

medication administration, nursing staff is and report the missing patch to the

expected to bring new patches into the room, DON.

remove old patches, rotate the site, bring the old

paich oul, and dispose of it properly, and then Education for RN#2 and RN #3 wes

document administration of medication. completed on 4/3/15 by the DON.

The education provide addressed
maintaining clinical records on each
resident in accordance with accepted
professional standards and practices
that are complete; accurately
documented; readily accessible; and
gsystematically organized.

Medlcation Administration-
Administering Medications policy,
Medication Administration General
Guidelines and Medication
Administration Transdermal Delivery
Systems, Emphasis was placed on
Medications were never to be leftina
resident’s room. Medications and or
patches were to be refurned to the
medication cart, documentation
should Indicate failure to administer a
medication on the MAR.

Re-education was also provided if a
resident was found without an
ordered patch on the bady, “The
discovering nurse shall investigate
and search for the medication patch
and report the missing patch to the
DON.

FORM CMS-2567(02-99) Previaus Verslons Obaolete Event 1D:8Y0211 Fachuy ID: 100264 if conlinuation sheel Page 11 of




Education will be completed by
4/13/15 by the DON, SDC, or Unit
Managers for all licensed staff. The
education provided will address
maintaining clinical records on each
resident in accordance with accepted
professional standards and practices
that are complete; accurately
documented; readily accessible; and
systematically organized.

Medication Administration-
Administering Medications policy,
Medication Administration General
Guidelines and Medication
Administration Transdermal Dellvery
Systems. Emphasis was placed on
Medications were never to be leftina
resident’s room. Medications and or
patches were to be retued to the
medication cart, documentation
should indicate failure to administer a
medication on the MAR.

Re-education was also provided if a
resident was found without an
ordered patch on the body, “The
discovering nurse shall investigate
and search for the medication patch
and report the missing patch to the
DON.

The DON, ADONs, and Unit
Managers will complete an audit of
ali residents requiring a patch of any
kind daily M-F x4 weeks, weekly x4
weeks, and then monthly x 2 months
to ensure patches are in place per MD
order.



5.

Addendum: 4/29/15

The DON, ADON, and Unit Mangers
will complete an audit of all residents
MARS and orders requiring a patch
of any kind daily M-F x 4 weeks,
weekly x4 weeks, and then monthly X
2 months to ensure the records are
accurate per MD order.

Findings of the sbove stated audits
will be discussed in the Quality
Assurance meeting monthly for three
months for recommendations and
further fallow up as indicated.
Members of the Quality Assurance
Committee are: Medical Director,
Administrator, Director of Nursing,
Unit Managers, Social Services
Director, Dietary Manager, Human
Resource Director,

Maintenance Director and Quality of
Life Director.

Date of Corapliance 4/30/15



PRINTED: 11/12/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A. BUILDING 01 - MAIN BUILDING 01

185337 B. WING 03/31/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
246 EAST MAIN STREET
BEATTYVILLE, KY 41311

LEE COUNTY CARE & REHABILITATION CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1993
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type Il
(200)

SMOKE COMPARTMENTS: 6

FIRE ALARM: Complete automatic fire alarm
system.

SPRINKLER SYSTEM: Complete automatic
(dry) sprinkler system.

GENERATOR: Type Il natural gas generator.

A life safety code survey was initiated and
concluded on 03/31/15. The facility was found to
be in substantial compliance with the
Requirements for Participation for Medicare and
Medicaid, Title 42, Code of Federal Regulations,
483.70 (a) et. seq. (Life Safety from Fire).

No deficiencies were identified during the survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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