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F000 | INITIAL COMMENTS . F 000 This plan of correction is prejared and executc}!

becruse it is required by the pirovisions of State

A standard health survey was conducted 05/11/10 and Federal Law and not becuuse Kensington
through 05/13/10 in conjunction with the Manor agrees with the citatioas noted on the
investigation of complaint KY #0001472¢ pages of this Statement of Deflclencies.
Deficlencies were c¢ited with the highest i.cope Kensington Manor maintainn that the alieged
and severity of a "D" with the facllity havig the deficiencies do not jeopardize the health and
opportunity to correct the deficlencles be'ore safety of the residents, nor nry they of such
remedies would be recommended for imnasition. character so as to limit our cipability to render
KY #00014724 was substantiated but na adequate care,

regulatory violations were cited related te the
complalnt investigation, -
F 371 | 483.35()) FOOD PROCURE, Fa7y| F37

§8=D | STORE/PREPARE/SERVE - SANITARY Four contuiners of upplesauce were immediately

temoved from the resident refrigerator located in
the medicarion roon.

The facllity must -

(1) Procure food from sources approved or
consld_eyed satlsfactory by Federal, State or local Residents have the potential & be affected, No
authorities; and residents were adversely affecicd since the

(2) Store, prepare, distribute and serve fiod applesauce had not been used.

under sanitary condltions
Re-education will be provided (o the distary and
nurging saff by 6/3/2010, by t1e Staff
Development Coordinator regirding dating and
labeling of food items,

This REQUIREMENT is not met as evi¢:snced Dictary inanager will monitor labeling and daring
by of food items provided to nurving three timed per
Based on observation, record review, and weck for four weeks. Findings. will be reported to
Interview the facllity failed to label and diite four the Performunce hnprovement Committee for
(4) contalners of a food-like substance s:ored In recommendations.

the medleation room resident refrigerato’, which

was available for resident consumption. Date of Compliancqz-. 61420101

i
i

The findings include: | 3 JUN - 4 7010 ‘
Observation on 056/13/10 at 1:35pm reve aled the |
medication room, resident refrigerator, tad four |
(4) containers of a food-like substance il
Styrofoam oups covered with lids. Thes.

LABO '@' PIRECTOR'S OR PROWV| SUPPLIER REPRESEN "ATIVE'S SIGNATURE TITLE ) (X8) DATE
X Thes s M,f- AL reniticts, X bl¢[r0/0

f‘:ny de\%lancy stalakn&nl anding with an asterlsk (*) denomrlclancy which the Institutian may be excused frorq ecorracting providing it |_e dstarminad that
othar safegurrds provida sufficlent prolection o the patiefta,£S s Inetructlons.) Except for nursing homes, the findings stated above are disclosabla 90 days
following the data of aurvey whether or nol a plan of correclion | provided. For nureing homas, the mbove findinge and plans of correction are disciosable 14
days foliowing the date these documents are made available to Ihe facllity. If deflciencles are clted, an approvad plan of corrzction Is requlsite to continued

program pariiclpation,
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F 371

F 431
SS=D

Contlnued From page 1
containers were not labeled or dated.

Record raview of the facility's policy for inacks,
dated July, 2008, revealed the Nutrition 3ervices
Department assembled and dellvered t¢ each
nursing unit the resident food ltems, (sn'icks) as
Individually care planned. The policy stited the
food items would be labeled and dated.

Interview on 08/13/10 at 1.35pm with they Director
of Nursing revealed the four (4) Styrofoam cups
in the refrigerator were "applesauce" to he used
for residents' medication pass, or for rer idents'
snacks, She reported the appiesalce v.as
delivered to tha madication room from t'1e kitchen
every day.

Interview on 05/13/10 at 3:30pm with th» Distary
Manager (DM) revealed a staff parson liad
requested applesauce from the cook wlifle the
cook was in the middle of something. 11e DM
reported the cook retrieved the applesa.ice, but
did not labe! or date it when she handec' the
applesauce over to the receiving staff,
483.60(b), (d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICAL.S

The facllity must employ or obtain the sarvices of
a licensed pharmeclst who establishes ' system
of records of receipt and disposition of i
controlled drugs In sufficient detall to er able an
accurate reconciliation; and determines that drug
records are in order and that an accour : of all
controlled drugs Is maintained and perir dically
reconclled.

Drugs and blologlcals used In the faclllt, must be
labeled in accardance with currently actepted
professlonal principles, and Include the

F 371

F 431

F431

The expired Zofran and Heparin were immediately
disposcd of per guidclines by (1c DNS on
5/13/2010,

An audit of the tnedicarion room and carts was
conducted by DNS on 5/13/2010 to ensure expired
medications and biologicals were cither dated or
destroyed per guidelines.
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approprilate accessory and cautionary
instructlons, and the expiration date wher
applicable.

In accordanca with State and Federal lavs, the
facility must store all drugs and biclogicals In
locked compartments under proper temp.rature
controls, and permit only authorized pers innel to
have access to the kays.

The facllity must provide separately locke 1,
permanently affixed compartments for strrage of
controlled drugs listed [n Schedule Il of tt 2
Comprehenslve Drug Abuse Prevention 1nd
Control Act of 1876.and other drugs subji ct to
abuse, except when the facillty uses sing 2 unit
package drug distribution systems In whi h the
guantlty stored ls minimal and a missing ilose can
be readily detected.

This REQUIREMENT is not met as evidinced
by:

Based on obsatvation, interview and reacd
review it was determined the facility failec to
ensure explrad medicatlons, and biologle Ils were
removed and not available and accessibl: for
resldent use.

The findings include:

Record review of the facllity's pollcy 8.3 01
Storage and Expiration Dating of Drugs,
Biologleals, Syringes, and Needles, effes: ve date
12/01/07, revealed the facllity should ensi re that
drugs and blologicals that: (1) have an axnlred
date on the label; (2) have been retalned snger
than recommended by manufacturer or & 1pplier

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CURRECTION {X5)
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY F JLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMAY ION) TAG CROS8B.REFERENGED TO THK APPROPRIATE DATE
PEFICIENCY)
F 431/ Continued From page 2 F 431

F 431 ¢ontinucd

Re-education will be provided t the nursing atuff
by the DNS before 6/3/2010 reg arding storage of
medications and biologicals. A rronitoring log will
be developed and put in place by 6/3/2010 to aljow
nursing to sign off on a weekly | msis. indicating
that inspection of the nursing stition storage areas
was compleled,

The DNS/ADNS will monitor this process weekly
tor four weeks, Findings will be reported (o the
Performance Improvement Committee for
recommendarions.

Date of compliance 6/4/2010.
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F 431 | Continued From page 3 F 431

guidelines:; or (3) have been contaminat d or
deterlorated, are stored separate from ¢ her
medications untit destroyed or returned o the
supplier, 13. The facllity should destroy or return
all discontinued, outdated/expired, or de :erlorated
drugs or biologicals in accordance with . "harmacy
return/destrustion guldelines and 14, Tle faclilty
pargonnel should Inspect nursing statlon storage
areas for proper storage compliance on a
regularly scheduled basls.

Observation on 05/13/10 at 1:29pm revi:aled
explred medications remained on the 1010 unit
medication cart avallable for Resident #16's use.
The expired medications identified in thi
medication cart included thirteen (13) Zu.fran 8
mg tablats, lot #510359, explred on Jan.ary,
2009, and seventeen (17) tablets, lot #€ 18235,
explrad on August, 2009, The medicati :n room

- revealed fifteen (15) 5 millllter Heparin ok flush
syringes, lot #9034234, expired on Jant ary, 2010,

intarview on 05/13/10 at 1:35pm with th 1 Director
of Nursing (DON) revealed night shift niirses
were responsible to check for explred
medications and supplies. The DON in licated
ghe did not have a methad in place to e18Ure
medications and supplies were checke¢' by staff.,
She further stated there was not a spec'fled -
person assigned to this specific task. The DON
revealed the faclllty notifled the pharma .y when
medications were to be discontinued or sxpired
drugs returned. She indicated expired
medications were nat to be given to res dents.
She did not have any explanation as to wvhy the
expired medications remained in the medication
room and on the medication cart availal le for
use. She reported Resident #16 was armitted to
this facllity on 04/16/10 and he/she did I ot racelve
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any of the expired medications from the
medication cart. The DON reported the facliity
had a Quality Assurance review with the
pharmacy lagt month related to concern | of the
pharmacy which had supplled medicaticns that
had short expiration dates.
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K000 | INITIAL COMMENTS K 0Q0
A Llfe Safety Code survey was Inltiated and . - e
s . i T . X
conducted on 05/27/10 to detarmine the facillty's {:SEE;"‘:"*S?Q""C“O" is prejiared and executed
( ' b quired by the provisions of State
compliance with Title 42, Code of Fedaral and Federal Law and not because Kensinet
Regulations, 482.41(b) (Life Safsty fron! Flre) and sington
g ' . | Manot agrees with the cltatlons noted on the
found the facmly not in compllanca with NFPA pages of this Statement of Defictencies.
101 Life Safety Code 2000 Edition. Deflciencies Kensington Manor malntains that the alleyed
were cited with the highest deficiency idpntified at deficiencies do not jeopardize the health and
aE. . sufety of the residents, nor arc they of such
K 082 | NFPA 101 LIFE SAFETY CODE STANIARD K 082| character so as to limit our capability to render
88=E adequnte core,
Required automatioc sprinkler systems ee
continuously maintained in refiable operiting

condition and are Inspected and tested ‘
periodically,  19.7.6, 4.6.12, NFPA 13, NFPA f
25,975 K 062 J

Eleven sprinkler heads located un the canopy to
the entrance of the facility will be replaced by

This STANDARD Is not met as evidencid by; 6/26/2010.
Based on observation and staff interview. . ) ’ ‘
condueted on 05/27/10, It was determinid the Maintenance Director conducted an inspection on

5/27/10 1o ensure that no other uprinkler heads

faciiity falfed to ansure sprinkler heads viere frea h e
were stained, none weres identified,

of corrosion as required by NFPA 25 1919
Edltlon,

Re-educalion was provided to tlie muintannnce
Director on 6/7/2010 by the Adminisuator

The findings Include: regarding inspection of yprinkler heads,

A Four of the facllity conducted 05/27/10 :at Maintenance Director will montior sprinkler heads I
10:30am revealed eleven Sprmkl.er,heac s on the on monthly rounds to ensure complisnce. Findings
canopy to, the entrance of the building whre will be reported to the Process | mprovement team.
stalned with a green substance, "These findings will be reviewed by the PI
) , commitlee for three months and determine (he newd
Interviaw with the Maintenance Directar nn for further monitoring,
05/271M0 at 10:36am revealed he was n't awara
of the green substance on the sprinkier 1eads, Dete of Compliance: 6/26/2010

MWRS OR PROVIDER/SUPPLIER REPRESEN 'ATIVE'S SIGNATURE TITLE (58) DATE
\ , W %W\/— ' v Al inshadtry X 2 /zo/ o

y deficlancy ataleiaht ending with an materlak (*) denbted a Cefielancy which the Insthution mey be sxcuaed from corracting providing it Is determined thet
other sefaguards provide sufficlant protection to the patients: (Sie instructions.) Excapt for auraing homes, the findings staled above are disclozabis $0 days
Fallowng the date of survey whethsr ar not a plan of zorrection fi1 provided, For nursing hemas, tha abovs findlnga and plans of cormection are disclasabls 14
daya follawlng the date these dotuments are made avallabla ta the facllity. If deflelsncias ara cited, Bn approved plen of oorrection 3 raquishs to cantihued

program partiaipation,
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K 082 | Continued From page 1 K 062
Refarence to:
NFPA 25 1988 Edltion
2-2 Inspection,
2-2 1 Sprinklers,
2-2.1.1* Sprinkiers shall be Inspected fro'n the
floor level annually. Sprinkiers shall be frie of
corroslon, forelgn matarials, paint, and pltysical
damagie and shalf bs Installed in the proper
orlentation (e.g., upright, pandant, or sidawall),
Any sprinkler shall ba replaced that Is panted,
carreded, damaged, loaded, or in the Imyiroper
orientatlon.,
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