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o<# . | " SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF COARECTION s
PRAEFIX _{_Eﬂcﬁ DEFICIENGY MUST BE PRECEDED BY FULL. PREFIX {EACH CORBECTIVE ACTION 8HOULD BE COMPLETION
TAG AERULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS-REFEHENGEQ T THE APPROPHEIATE DATE
DEFICIENGY)
F GO0 | INITIAL COMMENTS f;l‘ g F 00 This Plint of Correetion is the cenfer’s eredibie

An abbreviated survey investigating ARO 5

0
S ql:‘) Ei % é" F:;:EE%YW of campliance.

g i 18 ke Prdpaation andfor execution of this plan of correctiop

$KYOOD17254 and ARO #KY00017220 wab | LA ;ff dodd dbi constine admission or ugreement by the
initated on 10/23/11 and conciuded on 10/31f11. privider of the auth of the facts alleed or conchisiois
ARO #KY0D017254 was substantiated WithH\" sef il in the siatement of deficiencies. The pian of
Gefintoncios ctod. ARO #KYO00T722G was | " = | . correcton ispropaved ndor cgcnsed soely bovius

A el N Ficrequired by the provisions ¢ af and staig fo.

unsubstantiated with deficiencies cied. Wi required by the provisiony af jere

F 226 | 483.13(c) DEVELOPAMPLMENT F228] pog '

5S=0 | ABUSE/NEGLECT, ETC POLICIES -
The facility must develop and implement written ) ]:he Staft Development Coordinator and

! policies and procedures thal prohibit l'.zxe,?u!we Dll:ccior lmvc‘ counselc)d im‘d m-

! serviced staff members involved in this
migtraatment, neglest, and abuss of residents . _— _ et
and misappropriation of resident property. cvgml and mvcslaganczin on ihcfAlllJusE Poltcy

. and the carpeet procedures 10 follow, 11419711

This REQUIREMENT is nol met as evidenced 2) The Executive Director has reviewed

by ' investigations conducted over the 60 days tq

Based an interview, record review, and review of assure full implemontation of the facility’s

the fagility's policy, it waa determined the faoility policies was achieved. There was no furthes
?ﬁiled }g tollow ;lhglr Abuse pogcy for one (1) of deficient practice found

three (3) sampled residents, Aesident #1, when ,

Certified Nursing Assistant (CNA)#S falled to 1) ‘The $tatf Development Coordinator and

;eé)ort an aliegation of abuse until the following Executive Direcior have in-scrviced the

y.

facility staff on the Abuse Policy with an
emphagis on the prevention, intervention,
and timely reporting components ot
10/28/11 and 10431711, The Staff
Development Coordinator includes

The findings include:

Review of the facility's policy, itled Abuss, dated
10/31/10 revealed staff are lo repaort to the

Executive Director (Administrator) of thelr information on the Abusg Policy with an
designee and to other officials in accordance with emphasis ot the prevention, intervontion,
state law. and timely reporting components in the

: oriertation of new personnel. The Executive
Interview with GNA #3, on 10/25/11 &t 3:00 PM, Director will review cach investigation,
rovesled on 09/24/11 she observed CNA #1 while it s being conducted to assure full
turning Residont #1 and she felt he was being implementation of the policy. Corrective
reugh with the resident, however, she did not action will be faken for elements found not

to he fully implenentad

t.t\?ip?%fw DlREO???pH PROVIDER/GUPPLIER REPRESCNTATIVES SiGNATU?/j THLE /xe) LAY

X p )/ z/j 4/ o .
[ Isteine (O Kdgphips Lofon. _ 1]
ANy da!!cienér tement onding with an asterisk (*} denotes a daficlency which the institution may bo expused feom correcting providing It Is determinad that
other sateguairds provide sufliciont protaction {0 the patlents. {Bee instruciions.) Excep! tor hursing homes, tha findings statad above are disclosable 80 days
following the dato of survey whether or not a plan of cotrecilon is provided. For nursing homas, the above findings and plang of comectian ara disclosable 14
days following the dale these documants are made avaflable to the facily. [t deficiencles are cited, an approved ptan of carraction ts seuwisite to continuad

program parficipation.
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185267 B wina 10/28/2011
NAME OF PROVIDER OR SUPPLIER STHEET ADDRERS, CITY, STATE, ZIP GODE
) ) 683 LEXINGTON ROAD
fi-.?FI.HODSBURG HEALTH {?ARE CENTER HARRODSBURG, KY 40330
£y ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDEA'S PLAN OF GORRECTION {46)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGCY)
F 228 | Continued From page 1 F 226  7his Plag of Corrcesion is the center's credible
report this allegation to administration until ullegation of compltance.
09/25/11. B;he iUl’thei’ slated ahﬁ had over heard Preparation andior exeeation of this plan of correction
the resldent ‘e"mg Licensed Practical Nurss does not corstitute admission or agreament by the
(LPN} #1 samathirig related to CNA #1 and provider of the tritl of the facts alleged or vonclicsion:
thaught he would raporf this fo the Charge Muras, set forth in the stapnent of deficiencies. T plan of
Furiher interview revealad CNA #3 knew the correction is prepared andior excesfed sofely becatise
facility policy related 1o aliegations of abuse was if Is eequired by the provisians of federol and state v
1o report them immaediately, howsver, she thought ) ] . e
LPN #1 would have reported the allagation. She 4)‘The‘ Exect.ﬂwt‘;‘. Director will reviesww ench
further statad shie should have reported this to the abueie mvestigation as they accur a‘nd the
Charge Nurse immediately after sha obsarved the Performance Improvement Commitice,
situation. ' : comprized of the Execntive Director,
Director of Norsing, Medical Director, Staff
Intarview with LPN #1, on 10/23/11 at 03:00 PM, Development Coordinator, Registered
revealed Resident #1 had told him, he/she Dietician, Maintenance Director, Social
neaded t¢ go to the bathroom and CNA #1 would Services Director, will moenitor through
not take him/her. Ha further statad he spoke with record review at least monthly for three
CNA #3 and he statad he had taken the resident months, und then guarterly, to assure all
before he had put him/her to bed and the resldent components of the Abuse Polioy are filly | 11/19/}1
stated he/she had fargolten aboul it; therefore, he implemiented and make recommendations as
O o g e o ot b e st e Exn Drocr
reported fo him GNA #1 had bsen rough with responsible for overall compliance.
hirn/her and had the resident made thai F 281
statement he would have reporied il to the '
Charge Nurse. 1) ‘I'he nuese involved in the medication
interview with the Director of Nursing (DON), on varisoce related to Ativan was individually
10/28/11 ot 4:00 PM, tevealad per poflcy CNA #3 couns,e;le({ 1‘egardlz1g correct procedures and
should have reported the e’u!ieation 1o the Unit a medicalion administration competency wag
Supetvisor as soon as she observed the alleged completed on 10/21/11 as this was the first
ahbuss. day she worked after (he variance was made
Resident # 2 repeived the Bisncodyl on
interview with the Administrator, on 10/28/11 at 10/27/11. Resident # 2's physician and
4:30 PM, revealad per tha tacllity policy, CNA#3 family were notified of the Bigacodyl
should have raported the alleged abuse o the medication nol being adminisiered as
Unit Supervisor immadiately. ordered. The Medication Administration
E 281 | 483.20(K){3){i) SERVICES PROVIDED MEET F 281| Record was corrected to reflect the current
s : order of Risacodyl : :
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| | 185267 — : o S 10/28/2011
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZiP CODE '
HARRODSBURG HEALTH CARE CENTER 853 LEXINGTON ROAD
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(K41 SUMMARY STATEMENT OF DEFICIENCIES iD PHOVIDEﬁ'S PLAN OF CORRECTION 45)
PREFX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APRROPHIATE DATE
: ’ DEFIDIENCY)
£ 281 | Continustt From page 2 " F 281 Thit Plan of Correction is the center’s eredible
5540 | PROFESSIONAL STANDARDS aftegatior of compligct.
; Preparation angdtor execusion of this plan of corvectio
The services prouiqeu or arranged by the jacﬂi!y does not constitute admission or agreemers by the
must meet professional standards of qualily, provider of the truh of the facts aifoged or conclusion.

set fordi in the statement of deficlencies. Thi plas of
carrection is prepared andior executed solely brcanse

This REQUIREMENT is not mol aa avidencad if is reguired by the provisipm of federad and Stale fav

by:

gased on ohservation, iInterview, racord review, 2). The Dircctor of Nursing, Executive

and review of the facilily's policy, it was Director and Unit Managers audited the PRN
determined the facility talled to provided servives medication orders and the discontinued

that moset professional standards of quality for orders 1o assure there were no further

ane (1} of four (4) sampled residents, Resident variances and procedure is being tollowed

#2. The fagcility faiied to follow Physician's orders regarding discontinued medicufions. There

for administering medicatlons (Ativan and was nio further defivient practice found in 11A16/1%
Biscoydal) to Residant #2 as ordered. meeting profession standards of quality

: retated to medication admimstiration.

Tha findings include: :

1) The $taff Development Coordinator
condnueted an in-service with the licensed
staff on meeting professional standayds with
an emphasis on PRN medication
adiministration and procedure of
discontinuing a medication on 10/28/11 and
1031711, The Stafl Development js
completing Medication Adminigtration

Review of the fasility's polioy, titlad Medication
Administration, dated 0B/31/11, revealed staff
who prepare medications are.to use the five (5)
tights of modication administration, which
includes righl medication strength. Further
review revealed staff are to clarify any orders
observed ta bo Incomplete, iHeglble, or presents
any other goncarns, prior 1o administering the

medication. _ competencies with all the Licensed Staff

' gompleted on 11714711, The Pharmacist
Reocard review revealead the facility admilted Consuliant will be at the facility on L/TR/11
Resident #2 on 09/19/11 with diagnoses which 1o complete medication adminisiration/pass
included Anxiety and Constipation, Review of the audits, ‘The Staff Development Coordinatoy
realdent's Physician's Orders revealed an order 1 includes information regarding meeting

for Ativen 0.5 mg two (2) times & day as needed professional staudards of qguality, to include
for anxiety, ordered on 09/18/11 and Biscoydgal 10 medications administration and procedure o
mg daily, ordered on 08/16/11 for constipation, discontinuing medications in the orientation

, : of new licensed personnel.
intorview with Licanse Practical Nurge (LPN) #2,

” . . 43 The Siafl Daxelopment Coordinatarwiid
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185207 | - 1012(;'2011
NAME OF PROVIDER OB SUPPLIER STREET ADIRESS, GITY, BTATE, ZIP GODE
) . . 853 LEXINGTON ROAD
HARAGLSBURG HEALTH CARE CENTER
H CARE ) HARRODSBURG, KY 40330
("4 1D SUMMARY STATEMENT OF DEFICIENCIES D PACVIDER'B PLAN OF CORREGTION, (X6}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SROULD BE COMPLETION
TAG AEGULATORY DR L3C IDENTIFYING INFORMATIGN} TAG o&oas-nepsnzgggg T(r)q g%e APPROPRIATE DATE
: MENGY)
F 281 | Continued From page 3 F 281 his Plan of Correction is the center's credible
on 10/27/11 at 3:40 PM, revealed on 10/08/11 aflegation of comphace:
and 10/09/ 1:1 : Bhe gave Resldent #2 threa (3) Prepovation andlor vxeention of dis plan of correcting
doses of Ativan 0.5 mg for increased anxiety. does ol corstifute admission or agreement by e
She stated she read the order 1o.mean Alivan 0.5 provides of the truth of the facis alleged or conchustong
mg two {2) fimes a day and as neadad. She et forth in e statement of deficiincies. Fhe plem of
jurther stated after reading the order again she correction is propased andior executed solely because
understood the order meant to give the Ativan two it is required by the provisions of federval ond state fasg,
imes 1y, . - '
(2) times a day only observations weekly for three months and
Ohsarvation of medication pass, on 10/27/11 at monthly thereafter, routinely o dssure that
9:00 AM, reveaiad the Biscoydal had not boen ficensed staff meels professional standards
inittaled from 11/20/11 through 11/26/11. The Dircctor of Nursing, will monitor
intarview with Registered Nurse #1 revealed the through medication pass observation,
above order had boen discontinued and the Medication Administration Record review 11719414
yellow highlighter used had came down over and consultant report review, af least
those five (5) blocks, so it appeared those days ‘monthly for three months, then at least
for the Bigcoydai were marked out. RN #1 went quarterly, to assure professional standards of
to the resident's chart and uheqked the order and clinical practive are met. The resultsof the
_ found the order had not been discontinued and audits will be reviewed by the Performance
thare was no other orders to hold the medication. Tinpravement Committee, comprised of the
o - Execuiive Director, Divector of Nursing,
Interview with the Director of Nursing (DON), on Medical Ditector, Staft Development
10/27/11 at ©:16 AM, revealed since the blocks Coordinator, Registered Dictician
had !101 been initialed they would assume the M:Limenaucé Director, Sncial. Sen,'iccs
medication had not baen glvan. Sh? further Director. nionthly for three months and then
stated after the medications wars given the pursa quarterly to assure professional standards of]
was 10 Injtial the box te show the madication was Lality are followed.  The er‘;uii ve
given, 'She turther stated the staff who had quality are | e :
discontinued the above order should have Director i responsible for overall
rewritten ihe Biacoydal order since the yallow compliance.
highlighter had come down onto the box's,
making It appear as if those doses had bean
discontinued.
Intarview with the DON, on 10/28/11 at 4:.00 PM,
revealed LPN #2 had gliven an extra dose of
Ativan 0.6 mg on 11/08/11 and 11/08/11. She
turthor stated the stadl were educated to do the
FORM GME - 2667{02-90) P:evfoun Vorglons Obgolate Event 1D:6AGVYY
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XA M SUMMARY BTATEMENT OF DEFICIENCIES o " PROVIDER'S PLANOF CORREGTION ()
PREFX | - (BEACH DEFICIENCY MUST BE PRECEDED BY FULL RREFIX {EACH CORBECTIVE ACTION SHOULD BE COMPLETION
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F 281

F 281 : Gontinued Erom page 4
five (5} righis before giving any medications.
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