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This Plan of Correction is the center's credible
allegation of compliance.

A standard recertification survey was conducted
on 02/02/11 through 02/04/11 to determine the Preparation and/or execution of this plan of correctjon
facimy's compliance with Federal requirements. does not constitute adniission or agreenient by the

o 4 i : provider of the truth of the facts alleged or conclusipns
The facility failed to mset minimum requiremasnts set forth in the statement of deficiencies. The plan of

for rle.cerﬁﬂcaﬁon with H:‘e highest S/S of "D". correction is prepared and/or executed solely becaise

Additionally, an abbreviated survey (KY #15461) it is required by the provisions of federal and state law.

was conducted on 02/02/11 and was

unsubstantiated. F-281 3/18/200 1
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F281|  The services provided or arranged by this
§5=D | PROFESSIONAL STANDARDS facility will meet professional standards|of

uality.
The services provided or arranged by the facility a IL_V Resident #20 is now receiving
must meet professional standards of quality. medications within appropriate time

frames. Proper tube placement| is
now being checked before
administering  medications | to
resident #26. Performaice
improvement  education was
conducted for LPN #1 and RN#2

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
ensure services were provided or arranged to

meet professional standards of quality for two 2. Nursing Administration, to inclyde
residents (#286, #20 &, not in the selected sample. the Director of Nursing, Staff
Development Coordinator and Unit
On 02/02/11 at 4:55 PM, Licensed Practical Managers will conduct medicat{on
Nurse (LPN) #1 administered Lopressor (blood pass audits for all licensed nurses
pressure medication) to Resident #20, which was and all residents, includ ng
ordered and scheduled to be administered at 7:00 residents receiving enteral feeding
PM. to identify other residents effected
An observation during the medication pass, on by e detiecert pracyee
02/02/11 at 11:50 AM, revealed Resident #26 was byl tmngm,;“;f as}}}/ee g
administered medication through a gastronomy Pﬂ&t 0 ’ | i/ 4 7t
3 11 licensed nurses will be in-

tube, without verifying placement.

Findings include: serviced on proper medication

administration, including proper

1. Resident #20 was admitted to the facility with time frames and checking gastric
diagnoses to include Depressive Disorder, tube placement, _by the Staff
Hypertensive Heart Disease without Heart Development Coordinator by

ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE /
,Z Eote intow D riesto. = o1/

Any deficiency statement ending an aslerisk (*) denotes a deficiency which the institulion may be excused from correcling providing it is determined that
other safeguards provide suffigiéfit protection to the patients. (See instruclions.) 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 parlicipation.
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Failure, Senile Dementia, and Hypothyroidism.

A review of the policy entitled, "Medication
Administration” dated 10/31/10 revealed,
"Medications are administered within 60 minutes
of the scheduled time of administration, except for
before and after meals, which are basaed on
scheduled meal fimes and administered within 30
minutes of the meal®.

A review of the physician's orders, dated
02/01/2011 through 02/28/2011, revealed an
order for Metoprolo! (Lopressor) 25 mg by mouth
avary 12 hours at 9:00 AM and 9:00 PM.

Observation during a medication pass, on
02/02/11 at 4:55 PM, revealed LPN #1
administered Lopressor 25 milligrams (mg) tablet
to Resident #20,

An interview, with LPN #1, on 02/02/11 at 5:45
PM, revealed she gave the medication too early.
She had a one hour window before or after the
ordered fime to give the medication. LPN #1
stated, "Oh, | made a mistake cause it Is not due
untit 2:00 PM. The resident usually gets the
Lopressor an anocther Motrin at 8:00 PM. |
messed up".

2. Areview of the facility policy titled "Enteral
Feeding Administration®, dated 04/28/09, included
*Check the feeding tube placement and gastric
residual.”

Resident #26 was admitted to the facility with
diagnoses to include Dysphagia, Senile Delusion,
Psychosis, Dyskinesia of Esophagus and
Gastrostomy,

This Plan of Correction is the cemter's credible
allegation af compliance.

Preparation and/or execution of this plan of correciion
does not constitute admission or agreenent by the
provider of the truth of the fucts alleged or conclusiops
set forth in the statement of deficiencies. The plan of|
correction is prepared andior executed solely becausp
it is required by the provisions of federal and state la

3/10/2011 to ensure this deficient
practice does not recur.

4., Nursing Administration, to incluc
the Director of Nursing, Staff
Development Coordinator and Unit
Managers will conduct medication
pass audits for all licensed nurses
and all residents, including
residents receiving enteral feeditg
at least monthly and report to the
Performance Improvement
Committee for three months and/pr
until this deficient practice {is
considered resolved. The Director
of Nursing will be responsibie for
coordinating and monitoring this
plan.
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A review of Physician Orders, dated 12/22/10
through 02/28/11, revealed, "Check tube
placement before insertion of formula, medication
adgministration and flushing tube or at least every
8 hours." A review of the Medication
Administration Record (MAR), dated 02/01/11
through 02/28/11, revealed, "Check tube
placement before insartion of formula, medication
administration, and flushing tube or at least every
8 hours."

An observation during a medication pass, on
02/02/11 at approximately 11:50 AM, revealed
Registered Nurse (RN} #2 crushed Tyienol 1000
milligrams {mg}, Ativan 0.5 mg, and Sucralfate 1
gram {gm} and mixed the medications with 30 ccs
of water. RN #2 instilled 30 ccs of water in the
gastronomy tube, administered the medications
mixed in 30 ccs of water and instilted an
additional 30 ces of water into the gastronomy
tube. The RN did not verify correct placement of
the gastronomy tube, prior to administering the
medications.

An interview with RN #2, revealed she did not
verify placement of the gastronomy tube, prior to
administering a total of 90 ccs of water and the
medications. RN #2 stated the facliity policy
required verification of the correct placement of
the tube, prior to administering the water and
medications and she did not {ollow the procedure.

An interview with the Director of Nursing, on
02/02/11 at approximately 5:10 PM, revealed she
expected every nurse to verify placement of a
gastronomy tube, prior to administration of any
waler or medications.
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A Life Safety Code survey was initiated and
conducted on 02/02/11 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and

, found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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Any deficiency statement ending with an ast (*) denotes a deficiency which the inslitution may be excused from correcting providing it is determined that
other safeguards provide sufficient proteck®n to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 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 conlinued
program participation.
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