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F 157 | Continued From page 1
legal representative or interesled family member.

This REQUIREMENT s not met as evidenced
" by:
Based on interview and record review, it was
“detarmined the facility failed to nolify the
: resident's legal representative when e stop sign
gate was placed on the resfdent's doorway for
one residant {(#1), in the selectad sample of five
residents.

! Findings include;

An interview with the Diractor of Nursing {DON},
on 03/20/12 at 5:10 PM, revealed she was unable
to provide a policy/procedure related to family

- notification.

A record review revealed the facility admitted
Resident #1 on 02/19/08 with diagnoses to
Include Crush injury to Neck, Tracheostomy,
Gastroslomy, Mental Disorder and Depression.

A raview of the Comprehensive Care Plan, dated
02/16/12, revealed an intervention, to place a
stop sign across the resident’s doorway to
pravent wanderers from entering the room, was

| added {o the care plan.

A review of the nurse’s notes, dated February
2012, revealed there was no evidence the facility
notified the family that the stop gate was placed
on Rasidsnt #1's doorway.

1. An interview with the complainant, on 03/19/12 at
: 9:20 AM, revealad he/she visited Resident #1, on
! 02/26/12, and thera was a stop gate across

adequate care.

correcied by the dates indicated,

F157 This plan of correction is prepared and executed
because it is required by the provisions of State and
Federal Law and not because Glasgow Health and
Rehabilitation Facility ngrees with the citations noteff
on the pages of this Statemenf of Deficiencies.
Glasgow Health and Rehabilitation Facility maintaly
that the alleged deficiencies do not jeopardize the
health and safety of the residents, nor are they af suq
character so as to limit our capability to render

Please accept this Plan of Correction as the facility s
written credible allegation of compliance such thai &
alfeged deficiencies cited have been or will be

To remain in compliance with alf Federal and State
regulations, this facility has taken or will 1ake the
qctions sei forth in the following Plan of Correction.

o

-

5. Completion Date

F-281

1. The Feeding was immediately removed
from the room of resident #1 and discarde
and new feeding hung per LPN on 3-20-

2012,

i 2. An audit was complcted by facility
ADON of the feedings in-house to ensure
that no further expired feedings existed on 3-

! 20-2012.

3. Facility ADON will check feedings as |
delivered weekly to ensure that feedings

quarterly an audit of a 30 day period will b
completed to ensure physician and family :
notilication is taking place as needed. Any
negative findings will result in re-education
of the nurse involved immediately.

. The findings will be reported to the Quality
i Assurance Committee nho less than quarterly.

e

4-13-12

|
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F 157 | Continued From page 2 F 157 This plan of correction is prepared and exccuted
Resid ) ) . because it is required by the provisions of Stote and
h:filhee?;:1 sh:I:JhONJay. d Thﬁ,:o cr’npfamant stated Federal Law and not because Glasgow Health and
- ug M res:ll ent *had contracted Rehabititation Facility agrees witli the citations nofad
something contagious" and went to the nurse's on the pages of this Statement of Deficiencies.
desk to find out about it. The nurse at the desk Glasgew Health and Rehabilitation Facility maintains
!'told him/her the gate was piaced fo keep e that the alleged deficiencies do not jeopardize the
. wandering resident from entering Resident 1's health and safety of the residenis, tor are they of sublt
" room characier so as to limit our capability to rendzr
' adequate care,
: Please accept this Plan of Correction as the focilit;
i 'A" Em‘e“"'pt was made, on 03/20/12 at 3:00 PM, to written credible allegation of compliance such that gli
: interview the nurse who was responsible to alleged deficiencies cited have been or witl be
contact the family about the stop gate; however, corrected by the dates indicated.
the attempt was unsuccessful, To remain in compliance with all Federal and State
regulations, this facility has taken or will take the
An interview with the Director of Nursing (DON), actions set forih in the following Plan of Correction.
on 03/20/12 at 4:20 PM, revealed the nurse did h ded thei iration dat
not nolify the family about the stop gate being ave not (-Excee © e:u' exptraiion date.
placed on Resident #1's doorway. She stated the ADON will also monitor s}orage room
nurse should have notified the family about the weekly to ensure tl!at fecd;ngs haw? 'not
stop gate. exceeded their expiration date. Facility
F 281 | 483.20(k)(3)i) SERVICES PROVIDED MEET Fogq: Nurses were re-educated on 4-4-2012 by the
55=0 | PROFESSIONAL STANDARDS ADON as to the importance of the expiration
date and were reminded to check feedings!
The services provided or arranged by the facility before they hang them to ensure that the
must mest professional standards of quality. expiration date is not exceeded.
! 4. A Quality Assurance study wiil be
. . ) performed by facility Restorative nurse
:;h.}s REQUIREMENT is not met as evidenced weekly X 12 for expired feedings untit
Byése d on observation. Intervi d ’ substantial compliance is achieved. i
n, interview and recor A )
! ] e findings will be reported fo
reviow, it was determined the facility failed to ;l;ll; ({T ali g;s slllllran C: %ommittee no less
ensure licensed staff checked the expiration date th v {
| on a tube feeding prior o the administration of : an quane'r a . 4-5412
' the tube feeding for one resident (#1), in the ; 5. Completion Date: ) ]1
" selected sample of five residents. | i
i .
Findings include: i I
An interview with the Director of Nuising {DON}),
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on 03/20/12 at 4:20 PM, revealed there was no

policy and procedure to address the licensed

nurses chacking the expiration date and no

professional standards of praclice were provided

by the faciiity. She stated licensed staff were
taught In nursing school to always check the

axpiration dates on feedings and medications.

A racord review revealed tha facility admitted
Resident #1 on 02/19/08 with diagnoses to

. include Surgical Complications, Pneumonia,
Crush Injury Neck, Tracheostomy, Gastrostomy,.
Oploid Dependence, Hyperiension {HTN), Mental
Disorder and Depresgsion,

A review of the physician’s order, dated February
2012, revealed an intarvention to administer
Javity 1.2 at 60 milfiliters {mijhour continuously
for twenty-four {24) hours,

Observations, on 03/20/12 at 11:30 AM and 1:20
PM, revealed Resident #1 was recaiving Jevity
1.2 at 60 mi/hour per tube feeding. The
axpiration date on the bottle was 03/01/12.

An interview with the complainant, on 03/19/12 at

9:20 AM, reveaiad when he/she visited Resident
| #1, on 02/26/12, hefshe identified the bottfe of
Javity 1.2 which hung on the feeding pump with
an expiration date of 02/01/12. Thera were two
botties of Jevily 1.2 on tha hedside table with the
same expiration date.

An interview with a Registered Murse {RN) and a
Licensed Practical Nurse (LPN), on 03/20/12 at

' 4:50 PM and 4:55 PM, respectively, revealed

! licensed staff shouid check the expiration date

. before hanging the feedings.
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An interview with the DON, on 03/20/12 at 4:20
PM, revealed Resident #1's family member did
. identify a bottle of Jevity with an expiration date of
' 02/01112. There was alsé additionat bottles on
. the bedside table with the same expiration date.
She stated she did not determine who had
administered the feeding and no action was taken
| to ensure the ficansed nurses checked {he
expiration date prior to administration of the
feeding.
1
i
|
i
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