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) I SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORREGTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ComPLETION
TAG REGULATORY OR LEC IGENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE ARPROPRIATE DATE
DEFIGIENGY)
£ 000 | INITIAL COMMENTS F 000 The_ Tcrrace Nursingi and Rehabilitation
Facility does pot believe and does not
admit that any deficiencies existed,
A standard health survey was condueted on either before, during or after the survey.
02/21-23/12. Defiden! practice was identified " “The Terrace reserves the rights ta
with the highest scope and severity at "0" level, findines throveh
F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCGAL contest the survey findings throug
§5=0 | IMMUNIZATIONS informal d;sputg resclution, formal legai
- appeal proceedings, or any
The facility must dévalop pollcies and procedures administrative or legal proceedings.
that erisure that — . This plan of correction does not
(i} Before offering the influenza immunization, constitute an admission regarding any
each resident, or the resident's jegal - facts or circumstances surrounding any
reprasenfafive receives education regarding the alleged deficiencies to which it
benefits and potential side effects of the responds, is not meant to establish any
‘ |Tmun|zaﬂor1; . . standard of care, contract obligation or
{ify Each resident is offered an influenza .. \
trmurizaiion Otleber 1 through March 31 po sﬂ“}on. The Tf:nace reser':fes all rights
annuaily, unjess the immunization is medically to raise all possibie contentions and
contraindicated or the resident has already been defenses in any type of civil or criminal
immiunized during this ime period; claim, action or proceeding. Nothing
{{i} The resident or the resident's fegaf . contained in this plan of correction
representalive has the opportuntty to refuse should be considered as a wajver of any
immunization; and potentially applicable peer review,
{iv) The resident's medical record incudes quality assurance or self examination
]?c[uc:umentanon that indicates, at a minimem, the privﬂeges which The Termce does not
ollowing: , . ,
i (A} Thgi the resident or resident's legal warve, and resel"ves ﬂlﬁ right f-o ésscrt o
- representstive was provided education regarding any administrative, civil or criminal
the benefits and potential side effects of influenza claim, action or proceeding, The
immunizetion; and . Terrace offers jts responses, credible
{B) That the restdent either received the allegations of compliance and pian ef
influenza immunization or did nof recsive the . correction as part of its ongoing efforts
influenza imrmunization doe to medical . to provide quality of care to our
contvaindications of refusal, residents.
The facilty must deveiop policies and procédures
that ensure that—
{i) Bafore offeying the pneumococcal
immunization, each resident, or the resident‘s
| (X6} CATE

LABQRATORY iil’;{ﬁs OR PROVIDES UFPLiER CjSENTA'ﬂVE’S SFGNATUP‘E

(okoninistonton,

3. /5./9

ANy deficiency statement ending m{h an eslensk (") denotes a deflciency which the insfution may be excused from corcecting pmwding # i determined that
cther safeguards provide sufficient profection, 1o the pafiers, (See instructions.} Except for nursing hames, the findings stated above are disdosablg 50 days
follawing e date of survey whetner or not 2 plan of correction & providedt. Far aursing homes, the above findings and plans of correction are disciosable 14

ysfc!IDan the date these documents are made ava:labie 1o the facifty, #f deficiensies sve cited, an approved pian of carrection is requisite i continued
program panicipation.
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the benefits and potential side effects of the
immunization; .

{i#} £ach resident is offered 2 pneumococeal
immunizztion, unless the immunization is
medically contraindicated or the resident bas
already been immunized;

{it} The resident or the resident's legal
represenfative has the opporiunity to refuse
immunization, and

(iv) The resident's medical record includes
documeniation that indicated, at 2 minimurm, the
following:

{A) That the resident or resident's legal
representative was pravided education regarding
the benefits and potenfial side effects of
pneumnococcal immunization; and

(B} That the resident sither received the
pneumococcal fmmunization or did not receive
the pneumaceccal immunization due 16 medical
confraindication or refusat,

(v} As an alternative, based an an assessment
and practitionsr recommendation, a secend
pneumacoscal inmunization may be given after 5
years following the first pneumococcal
immunization, uniess madically contraindicated or
he resident or the resident's jegal representative
refuses the second immunizalion,

This REQUIREMENT is not met 2s evidenced
by: ' '
Based orn interview, record review, and policy
review, the facility failed to ensure the medical
record for one of nineteen sampled residenis
{Resident #3} contained documentation that the

It is the policy of The Terrace Nursing
and Rehahilitation Facility that (i)
Before offering the influenza
immunization, each resident, or the
resident’s legal representative receives
education reparding the benefits and
potential side effects of the
immunfzation; (if) Each resident is
offered an influenza immunization
October 1 through March 31 annuaily,
unless the immunization is medically
contraindicated or the resident has
already been immunized during this
time period; (iii) The resident or the
resident’s legal representative has the

‘opportunity to refuse immunization; and

(iv) The resident’s medical record
includes documentation that indicates,

i at a minimum, the following: (A) That

the resident or resident’s legal
representative was provided education
regarding the benefits and potential side
effects of influenza imumunization; and
(B) That the resident efther received the
influenza immunization or did not
receive the influenza immunization due
to medical contraindications or refirsal.
1. Resident #3 was offered an annual
influenza imimunization and did
receive the immunization on
01/06/12. On 02/23/12 a late entry
was dong by Nurse #6 in the

X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAH OF CORRECTION x5
PREED, {EACH DEFICIENSY MUST BE PRECEDED BY FULL PREFCX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
STAG REGULATORY OR LSC iDENTiFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) . DEFICIENGY)
483.25 () INFLUENZA AND
F 334 | Continued From page 1 F 334 .
o tat,p Sa dieat e PNEUMOCOCCAL
egal representative receives education regarding IMMUNIZATIONS
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43D SUIMMARY STATEMENT OF DEFIGIENGIES 0 " PROVIDER'S PLAN OF GORRECTION st
PREFX - {EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX  (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCT)
resident’s medical record to reflect
F 334 | Continued From page 2 F 334 the immunization being given on
resident received the pneumococeal vaocing. 01/06/12.
interview revealed staff vad administered an On 03/0%/12 a medical record chart
influenza vaccine to Resident #3; however, staff audjt was complefed by our cql
falled to document the vaccination in the RN on all resident’s medical
resident's medicat recond, . records to assure that each
resident’s med;ical record included
e findings inciude; . X
7h gs documentation that the resident
A reviews of the facility's policy, Inmmunizations: :elther re CeEVEd the-armual mf?uenza
influenza (FLU) Vacsination of Residents, Staff, 'tmmumzapon or _dld not receive the
and Voluntesrs (dated 2007) revealed all mfhuenza immunization due to
residents of the faciy should receive the medical contraindications or
influenza vaccine annuslly, unless thereisa refusal, No further discrepancies
documented coniraindication. The policy also were found. .
re\re?led ’Hﬂ;] ac:lmir.:is.?rayion 0; the inﬂ?degza On 01/02/17 the Director of
1 vatcine, in 'dmg injaction site, shnu‘ .e ) Nursing conducted an in-service
documented in the medical record (medicafion e et
o . N with facility licensed nurses
sheet, nurse's notes, immunizafibn record, or RNs/LPN e facili
progress sheet). (RNs syon the facility
policy/procedure of documenting in
A review of the medical record for Resident #3 on the resident’s medical record the
02121112, revealad the resident had = standing resident receiving their annual
order from hister physician to obtain an influenza immunization or not
influenza vaccine yearly. The rmadical racord receiving the immunization.
further revealed consent for influenza vaccips During influenza immunization
;’ffi};t;tg'”? f-m;“ the resfdant:dgum’a”tﬂg , months (October 2012 through
) Gl of docume . n =,
- MIOWEVET, & FeViEw of documaniation March 2013) a monthfy sudit wiil
the mediczl record revealed no decumentation b leted b COLRN :
{hat the infleenza vaccine had been given. © f‘,omp et ,y our CQ on ail
: : resident’s medical records to assute
An interview conducted with Licensed Practicat that the medical record inctudes
Nurse #6 on 02/23/12, af 12:55 PM, revealed she documentation that the resident
administered the influenza vaccine to Resident #3 received their annual mfluenza
on 01/08/12, but fargot to docurment the immunization or did not receive the
adri?inis‘f.raﬁon i.n the resideﬂnfs medical recurq, immunization due to medical
stating, *I got side-tracked. contraindjcations or refusal,
Corrective actions were cormpleted
on 03/09/12. 03/09/12
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A. BUILDING 01 - MAIN BUILDING 01
B. WING
185103 02/22/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1043 BROOKLYN BOULEVARD
BEREA, KY 40403

THE TERRACE NURSING & 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: 2003
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type V
(111)

SMOKE COMPARTMENTS: 3

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il Natural Gas
generator

A life safety code survey was initiated and
concluded on 02/22/12, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this 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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