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F 000 | INITIAL COMMENTS F 000 “ThiS Plan of COlTeCtiOIl is prepared
An annial < and abbroviated surveys (KY and submitted as required by law.
R ann urvay ravig Urveys sy 1
#15095, KY #13097 and KY #15511) were | By Sub’:’-‘mmg this Plan of
conducted on 10/26/10 through 10129110 1o Courection, Edmonson Care &
dalermine the facllity's compliance with Federal Rehabilitation Center does not admit
cemﬁcatl_on requzr,ements. The facility was m-)t in that the deﬁciency listed on this form
subslantial complianca with Fedaral ¢arlification ot d he C dms
requirements with deficlancies cited at the highest CXIST, nor does the Center admit to
Scopa and Severity of a "D, KY #15085 was any statements, findings, facts, or
found unsubsiantiated, with no deficiencies; KY conclusions that form the basis for
#16q97 was faund substantiated with related the alleged deficien cy. The Center
defleiencies and KY #15611 was found L. ,
unsubstantiated, with no deficiencles, reserves the right to challenge in
F 157 | 483.16(b)(11) NOTIFY OF CHANGES F157| legal and/or regulatory or
88=p | (INJURY/DECLINE/ROOM, ETC) adrninistrative proceedings the
i t
A facility must immediately inform lhe rasidant; deﬁcllen.cy, statements, facts, an d
consulf with the resident's physioian; and if conc usions that form the basis for
known, nofify the resident's lagal representative the deficiency.”
or ah interested farmily member when there is an
accldent involving the resident which results n
injury and has the potentlal for requiring physician R
intervention; a slgnificant changa in the resident's F157 Notify of Changes
physical, menta), or psychosoci! status {i.e. a . , . .
deterioration In heslth, mental, or psychosocial Resident’s (#3) physician was notified
status in either |ifé threatening conditions or of the change in length of resident’s
clinical complications); a need o altet treatment pressure ulcer from .08cm to 1.6cm on
significantly {i.., 8 nesd to discontinue an 10/28/2010 by RN#1.
existing form of treatmant due to adverse
consequences, or to commencs & naw form of \ , .
treatment); or 8 dacision to transfer or discharge A complete audit of all residents with
the resident from the facllity as specified in pressure ulcers hags been completed by
§483.12(a). RIN#1 on 10/28/2010 to ensure that any
changes in the condition of the
Thg f;zc;{ihty muz: algo .Zrorr?pily notify the residont resident’s pressure ujcer has been
an- I known, e. resigent's legal repres.entaiwe addressed with proper physiciau
or interesied family member when there is a tificatl -
changs in room or roommale assipnment as iotification.
specified in §483.15(e}(2); or a change in
U\BCIRA@R’Y DIRECTOR'S OR FROVIDERIS PPLIER REPRESENTATIVE'S SIGNATURE U [X9) DATE
O\x@jm) = NSAAML 0/ a%h&&ﬂ&%‘l 1jafio
Any deficiency stalement en(ﬂt%; with an asterigk ("} denctas a deficiangy whigh tha In i '

sltulion mey ba excuned fram cotracting providing it Is determinad that

oter safeguards provide sufficient protacilon to tho paflents. (Soq inutructions.) Extapt fér nuralng homes, the findings stated sbove ars discloasbls 50 days
fullowing the date of survay whother or nol a plan of cerection Is Provided. For nursing hamos, the above findings and plans of correction are dizclossble 14
days folowing the date thess documents sre mads evallabia i the facillly. If deficlencloa are clind, an epproved pian of <corraction Is requiziis 1o continues

program pertleipalion,
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F 167 | Continued From pége 1 F 157
residant rights under Federal or State taw or
regulations as apecified in paragraph (b){1) of
this section.
The facility must record and periodically update All licensed nursing staff have been re-
the address and phone number of the resident's educated on prevention and care of
legel ropresantative or interasted famlly member. pressure uleers and notification of
physician with changes in resident’s
i condition on 11/11/2010 by Staff
This REQUIREMENT Is not met as avidenced X . .
oy Development Coordinator, All Certified
Basad on observation, interview and record Nursing Asmst::mts have been re-
review, it was determined the faclilty falled to educated on skin care Inanagement on
notify the ragigent’s physisian or family member 11/11/2010 by Staff Development
regarding a change in status for one rasident Coordinator.
{#3), In the selected samplo of 15,
' The Director of i i
The facility failed to notify and/or consult with th ADI ‘eta gf Nursmngervt.ces and
Resldent #3's primary physician after a daecline ¢ B Sa1s Elt irector o Nursmg ]
was identified relatad to the status of a prassure | Services will CO“dUCt_"}Och]Y audits for
ulear. three months on physician notification
Findings include: of resident’s changes in condition,
. Results of these audits will be brought
A review of the facility’s polley/procedura, monthly to the Performance
"Change In Condition of a Resident" dated tm rovement C ittee for f
January 2008, revealed, "}t is the policy of the “p ent L.ommittee for further
center to take appropriate action and provide recommendations.
‘timely’ communlcation to the resldent's physician
and responsible parly relating to a change in Completion date 1/12/2010
condlitlon of & resldent. The Licensed Nurse
determines If there has been a change in
condition of a resldent, The Licensed Nurge
confers with lhe Physiclan/Physician Exlender to
determing what actions may be necessary fo
meet the immediate nesds of the resident.”
Racord review revealed Resident #3 was
admitted to the facility, on 10/01/06. with
diagnoses to include Neurogenic Bladder, Spina
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F 157 | Continued From page 2

Bifida, Perapiegla, Schizophrenia, Hyperengion,
and Deprassion,

A reviaw of the pressure ulcar asgessments,
dated 10/17/10 and 10/26/10, revealed a change
{decline) in the status of the pressura ulcer
tocatad on the resldent's Jeft bultosk was noted.
Record review revealed no evidence the LPN had
notified the RN superviser for verification of the
daciine and/or notified the physician of the
change in the status of the reaident's condition.,

Observation during a skin assassment,
conducted by LPN #1, on 10/28/10, al 16:02 AM,
revealed Resldent #3 had a pressure uloar
located on the left buttock, described as a Stage
I} and measuring 1.8 centimatars (om) in langth,
0.8 ¢m in width and 1 cr In depth, without
undermining or tunnsling,

An inferview with LPN #4, on 10/28/10 at 10:02
AM, ravealed she did not request the RN
verification of the measuremeants taken on
10/26/10, because she did not want to bother the
RN, LPN#1 also stated she did aot natly andfor

consult with the resldent's primary physician
regarding the change in the condition of the
pressure ulcer and potential need to alter
treatment,

An intervisw with RN #1, on 10/28/10 at 10:30
AM, revealed weakly assessments wera
scheduled by a list with the days identified, to be
provided by the nurgse on duty, If the nurse on
duty was a LPN, an RN verified the LPN's
assessmant delermination. If the RN agreed, she
documentad her initials besida the LEN slgnature.
RN#1 stated she did not verify LPN #1's skin
assessment of Resident #3, providad on

F 157
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F 157 | Continuad From page 3

10/26/10, becauss she was not made aware of
the nead to do so. She stated the primary
physiclan should be notified of any change in the
prassure ulcer status. She stated she would have
contacted Resident #3's primary physician of the
dacline of the pressure ulcer status, if she had
besn made aware,

An Intervigw with the Director of Nursing, on
10/29/10 at 6:40 PM, revealed she would expecl
the staff to contact the physisian of any change In
tha resident’s condition, 16 Inolude changes in the
status of the resident with pressure ulcors,

F 282 4B83.20(k}{3)ii) SERVICES BY QUALIFIED

$8=D | PERSONS/PER CARE PLAN

The setvices provided or arianged by the facility
must be providsd by qualified persons in
accordance with each residant's written plan of
care.

This REQUIREMENT is nol met as avidenced
by

Based on observation, record review and
interview, It was determinad the facility falled to
ensure tha care plan interventions were followed
for one resident (#3), in the selected sample of
15, related to trangfers using a Hoyer lift,
Findings include:

Areview of the facility polloy titled, "Planning,

| Implementalion and Evaluation: Careplanning,”
dated January 2008, revealed “Licensed Nurses,
nursing asslstants and the antire interdisciptinary
team must ansure that all planned interventions
and treatments are carried out as written in fha
care pian.”

i

F 157

F 282

F282 Services by Qualified
Persons/Per Carc Plan .

C.N.A.3 caring for resident (#3) have
been re-advised the C.N.A. care card
requires two assist with the use of
mechanical Jift for transfers of resident
(#3) by Director of Nursing on
10/28/2010.

An audit of all resident’s care cards has
been completed by charge nurse at each
station on 10/28/2010 to ensure the care
provided by C.N.A.s is provided as per

the C.N.A. care card.

Re-cducation of all Certified Nugsing
Assistants has been completed on
following the directions on the CN.A.
care card on 11/11/2010 by Staff
Development Coordinator.
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F 282 Continued From page 4 F 282\ The Director of Nurging Services and
Record review revealed Resident #3 was the Assistant Director of Nursing
2?"?'"95 ‘Ot‘hée f?céttYNW 10’”*{“%;}'?  som Services will conduct weekly ohecks
Bl?l?jzospzta;f ;;i:an J ﬁﬁgﬁﬁmn en vpine and monthly audits for three months
' | on C.N.A.s following the directions
A raview of the annual Minimum Data Sef (MDS), on the C.T,.Q,A. Care Cards. Results of
dated completed on 12/21/09, revealed the facllity these audits will be brought monthly
idontlfied Resident #3 as totally dependent on two to the Performance Improvement
staff members for transfers. Committee for further
A , recominendations.
A ravigw of the comprehensive care plan, dated i tions
02/29/08, revealed interventions included the )
exlensiveftotal asiatance of two staff members Completion date 131/12/2010
for ransfers. A review of the Cartified Nurse Aide
{CNA) care plan, dated 8/31/10, revealed
interventions included the use of a mechanical §ft
for transfers, assistad by two staff members,
An observation, on 10/28/10 al 8:25 AM, reveatad
CNA #1, while unagsisted by another staff
member, provided assistance wilh a ransfer from
the wheelchair to the bed, using the Hoyer fift.
Interview with two CNAs (#1 and #2), on 10/28/10
at 10:42 AM and 10/28/10 at 10:48 AM
ragpectively, revesled they were aware Resident
#3 required the asslstance of wo staff members,
in accordance with the resident's care plan.
CNA#1 stated she did not obtain assistance from
+ the second staff member because, "The resident
i5 better with one asslst transfors”,
An inlerview with Llcensed Practical Nurse #1, an
10/28/10 af 10:55 AM, the Assistan! Director of
Nursing, on 10/28/10 at 11:.00 AM, tha Dhector of
Nursing, on 10/28/10 at 6:40 PM and the
Administrator, an 10/28/10 at 9:47 AM, reveatad
the CNA care plan details the Intervantions and
the number of staff naeded. The ONA was !
|
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Each resident must receiva and the faciily must
provide the necessary care and services to atlan
ar maintain the highast practicabla physical,
mental, and psychosodial well-being, in
accordanca with the comprehensive assesemant
and plan of care,

This REQUIREMENT s not met as evidenced
by:

Baszd on illerviaws and record reviews, it was
determined the facility falled to provide he
necessary care and services {o attain or malntain
the highest practicable physical, mental, and
psychosacial wall-belng for one resident (#15), in
the selected sample of 15. The faciiity failed to
administer a laxative to Residen! #4186, per ine
facilily's "bowel monitoring schedule”. The
resident did not have a recorded bawel
movement, for four consecutive days,

Findings include;

Resldent #15 was admilted to the facility, on
05/08/08, with diagnoses to Include Depression,
Vascular Dementia, Dysphagla and Late Effects
Cerebrovascular Disease.

| A review of the annUal Minimum Data

Assessment (MDS), dated 05/14/10, revealed the
resident had & feeding tuhe and received 76 o
100 percent of the resldent's daily caloric need
through the tube,

{4 1D SUMIMARY STATEMENT OF DEFIDIENCIES ) PROVIDER'S PLAN OF GORRECTION X5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEE AGTION SHOULD BE COMPLETION
TAG RECULATORY OR LECIDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
DEFICIENDY)
F 282 Continusd From page 6 F 282
expacted t6 follow the interventions per the care
plan for each resldent. "
F 303 | 483.25 PROVIDE CARE/SERVIGES FOR Faoo| X309 Pravide Carc/Services For
850 | HIGHEST WELL BEING Highest Well Being, Quality Care

Nursing Care

Resident (#15) was discharged to
hospital on 06/22/2010. Constipation
resolved prior to returning to the facility
on 07/01/2010.

A complete audit of all residents with a
diagnosis of constipation has been
completed by Director of Nursing on
10/28/2010 to ensure bowel movements
have been recorded accurately and
follow up completed per the bowel
monitoring schedule.

All licensed nurses and Certified
Medication Aids have been re-educated
on bowel monitoring schedule and
proper documentation of monitoring
bowel and bladder schedules on the
ADL sheets on 11/11/2010 by Staff
Development Coordinator.

The Director of Nursing Services
and the Assistant Director of Nursing
Services with do weekly checks and
monthly audits for three months of
the bowel and bladder
documentation on the ADL sheets
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1 . - E 13 4
F 303 Continued From page 6 F309! and the Medication Administration
T ) L L TEw, e

A review of Resident #16's "Resldent Functional Record to ensure the facilities

Performance Record™, dated June 2010, reveated rotocol has beeg foll ed

the resident had no recorded bowal movement, p . 0 Ioliow

from 08/16/10 through 08/19/10, a period of four regarding bowel movements. Results

days, of these audits will be brought monthly

to the Performance Improvement
A review of the nurses® notes, dated 06/20/10 at Committee for further
1:00 AM, revealed the resident vomited twice and recommendations,

received an anti-emetic {Phenergan) for nausea.
The nurse's notes, dated 06/22/10 at 1:00 AM, . : '

revealed Resident #15 vomited and an enoma Completion date /1272010
was adminlsterad, resulfing In & small bowal
movement. At 6:30 AM, the resident vomited a
targe amount of yaliow colorad liguid, A bowel
assessment was compleied and the family
notified. A reviaw of the nurse's notas, dated
0672210 at 5:50 PM, revenled the family was at
the rasident’s bedside and requested & frangfor
for the residant to the BIMEIgency room or a visit
to the facllity by the primary physician, 16 asseas
the residant's status, An order was oblalned and
the resident was transported to the emargency
reom for evaluation and reatment, due to
lethargy.

A review of the hospital resord, revealed an
abdoiminal X-ray, daled 06/22/40, revealed a
modarate fecal retantion in the colon from the
cecum to the recltm, with no evidence of a srmall
bowel ilaus or obstruction. The hospital
discharge summary includad the diagnosis of
Acute Pancreatltis, Urinary Tract Infection and
Severe Gonstipation,

A review of the facility's form entitied, "Bowel
Movement Mornitoring Schedule®, daled 08/1 1108,
revaaled the Certified Medication Techniclan
{CMT), soheduled to work from 6:00 At until 2:00
PM was responsible for checking alf bows
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F 308

Continued From page 7

movement records, Il a resident had not had a
bowel movement in three days, the CMT
composed 3 list of ail residents, needing a
laxatlve and reported the information to the staff
assigned to work the same day, from 2:00 PM TO
10:00 PM. The 2:60 PM to 10:00 M shift used
the fist 25 a guide and adminislerad the laxatives.
The form further stated that if the resident had a
feeding tubs, the CMT was suppased to inform
the charge nurss the rasidant required the
medication,

A review of the physician orders revealed an
order dated 11/02/09, for Bisacodyl 10 milligram
{mg) suppesitory to be administered rectafly, as
needed (prn), for constipation. A review of the
medication administration record, dated June
2010, revealed the resident was not given any
medication for constipation, on 06/1940, as
directed by the facility's "Bowel Movernent
Monitoring Schadule",

An interview with CMT #1, on 10/28110 al 2:18
FM, revealad she was assigned responsibility for
review of the bowel records. on 086/19/10, but had
no recall of ingluding Resldent #15's name on the
fexative fist or whether she informed the charge
nurse of Resldent #15's nead for a laxative.

An intorview with the Director of Nursing, on
10/28/10 at 6:40 PM, revealsd If was the
responeibliity of CMT working on the 8:00 AM to
2:00 PM shift to check each resident's bowel
record daily. If a resident dig not have a bowsl
movemant during a three day period, a list was
composed of rasidents in nead of a laxative and
the list was given to the nurse working on the
2:00 PM to 10:00 M shift, The nurse was
responsible for the administration of the laxatives.

F 309
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The DON further stated that Resident #15 should
havae received a laxative on the night of 06/19/10.
F 2314 ] 483,25{c) TREATMENT/SVCS TO F 314 F314 T :
! reatment/Services to
53=0 [ PREVENT/HEAL PRESSURE SORES

!

Based on the comprahensive assessment of a
resident, the facllity must enaure that a resident
who enters tha facllity withou! pressure zores
doas not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores recejves necassary treatment and
services (o promote healing, prevent infection and
prevant new sores from developing,

This REQUIREMENT |s not met as eviderced
by:

Based on gbgervation, interview and regord
review, it was determinad the {acility falled to
ensure one rasident {#3), in the selacted sample
of 15, received tha necessary iraatment and
services to promote healing and pravent new
pressure ulcers from developing.

The facility falled to provide accurate and
conslstent assassment of the condition of the
pressure Uicer(s) and the effectiveness of
treatmants provided. A decline wag identifiad in
the condition of the resident's pressure ulcer on
10/26/10. The assessing nurse failad to follow
the facities policy and procedure regarding
consultation with her Registered Nurse (RN)
supervisor andfor the physician,

Findings include:

Review of the facility's policy and proceture,
"Skin Care and Pressure Ulcer Managemant
Program.” dated January 2010, revealed, "The

10/28/2010 by RN#1,

developing.

Coordinator.

Prevent/Heal Pressure Sores

RN#1 completed follow up assessment
on resident’s (#3) pressure ulcer and

| resident’s physician has been notified of]
the change in length of resident’s
pressure uleer from .08cm to 1.6cm on

A complete head to toe audit of all
residents was completed 10/28/2010 by |
charge nurse on each station to ensure
that residents without pressure ulcers
have not developed a pressure ulcer and
to ensure residents with pressure ulcers
are receiving necessary treatment and
services to promote healing, prevent
infection and prevent new sores from

All licensed nursing staff have been re-
educated on prevention and care of
pressure ulcers by Staff Development
Coordinator on 11/11/2010. Al
Certified Nursing Assistants have been
re-educated on skin care management on
11/11/2010 by Staff Development

The Director of Nursing Services and
the Assistant Director of Nursing
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taam makes rounds weekly to evaluate wound
treatman{ and other care intervanlions. The
lfcensed nurse evaluatas the pressure ulcer ang
daguments pressure ulcar healing using the
pressure ulcer documentation form. If a pressure
ulcer fails 10 show progress toward healing within
2 weeks, the team resvaluates the treatment plan
to dstermine whether to modify the current
intarventions."

Record review revealed Residant #3 was
admitted to the facility on 10/01/06, with
dlagnoses to include Netrogenlc Bladder, Spina
Bifida, Paraplegia and Hypariension.

A rgview of the annual Minimum Data Set (MDS),
dated completed on 12/24/09, ravealed the facility
Identified Resident #3 as totally dependent on two
staff members for bed mobility and transfers,
incontinent of bowel with the use of 4 indweliing
cathater, Addifionally, the facliity assossed the
resident as dependent on ona staff member for
bathing and hygiens, Resident #3 had thres
Stage il pressure ulcers at the lime of the
assessment and was identified by the facility as al
high risk for the developmant of pressure ulsers.

A review of the Medication Administration Racord,
deted 10/01-31/10, revealed the wound was
treated with Trypsin w/Castor Ol and Paruvian
Balzam & topical spray and Hydrogel Sheat was
applied 10 open areas on the resident’s buttocks
and Hydrogel gusze was used 1o pack degp
uleers and changed every (hree days and as
neeged.

A reviaw of the pressure ulcer assessment, dated
1011210, revealed the ulcer jocated on the
resident's left upper bultock maasured 0.6

F314| Sorvices will conduct monthly audits

! for three months on physician

be brought monthjy to the
for further recommendations.

Completion date

notification of resident’s changes in
condition, Results of these audits will

Performance Improvement Committee

11/12701¢
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centimeters {um) In length, 0.6 ont in width, and
0.6 cm in depth, with no undemining or tunnefing.
Licensed Practical Nurse (LPN) #2 documentad
the ulcer was at a Stage II.

A review of the prassure ulcer assessment, dated
10/17/10, revesled tha uleer had increased in size
and measured 0.8cm in length, 0.4 om in width
and 0.4 cm in depth, with ho uadermining or
tunneling. Raglstered Nurse (RN) #1
documented the ulcer remained at a Stage 1.

A review of the pressure ulcer assessment, daled
10/26/40, revaaled the pressure ulcer to e left
Upper buttock had increased in size ginca the Jast
assessment on 10117/10 and measured 1.6 cm in
Iongth, 0.8 cm in width and 0.4 cm in depth, with
no undermining or tunneling, LPN #1 did not
documant the staging of tha ulcar.

Observation during a skin assessmant conducted
by LPN #1, on 10/28/10 at 10:02 AM, revesled a
pressure ulcer was located on the resident's right
upper buttock, which was not moasured. An open
arap was located on the resident's right greatar
trachanter, which LPN#1 described as an
excoriated area. Addltionally, a pressura ulcer
was located to the left buttock midline, which
measured 1.6 contimeters (om) in langth, 0.6 cm
In width and 1 em in depth, withow undermining
or tunneling. LPN #1 stated the ulcer on the lefl
buttock was at Stage M.

An intarview with LPN #1, on 10/28/10 at 10:02
AM, revealed weekly skin assessmants and
measuremsnts of wounds were providad by a
licensed nurse and varified by a RN, The RN
initials beside the LPN signature, if in agreemenl
with the LPN assessment. LPN#1 stated she tlid

F3t4
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notreguest the RN varification of the
measurements taken on 10/26/10, because she
did nof want to bother the RN, The 1PN did not
request the RN varification after the assossment
completed at time of the intarview,

An comparison observatlon of a skin azcessment
was requested by the surveyor and conducted by
RN#1, on 10/28/10, at 10:48 AM. The RN
assessment revaaled the resident had a Stage II
to the right upper butlosk, a Stage (I Lo the right
upper thigh measuring 1 ¢m length by 1 em widlh
and a Stage 11! fo the left butllock midiine,
measuring 1 em langth, 1 em in width, and 1 om

| in depth, with undermining of tha wound from the
12 o'clock position to the 8 o'clock position,
measuring 5/10 cm.

An intarview with RN #1, on 10/28/10 at 10:30
AM, revealed weakly assessments ware
sthedulod by a list with the days idantified, to be
provided by the nurse on duty. If tha nurse on
duty was a LPN, an RN verifiad the LPN's
assessment determination, i the RN agreed, she
documenied her initlals baskie the LPN signature,
RN#1 stated she did not veiify LPN #1's gkin
assogement of Residant #3, provided on
10/26110, because she was not made aware of
the need to do so. Additionally, LPN #1 had no!
requasted the assessment verification of the
assessment tompieted on 10/26/10 al 10:02 AM.

An interview with the Assistant Director of
Nursing, on 10/28/10 at 10:50 AM, revealed the
LPN was assigned pressura ulcer assoessments,
however, tha RN was

responsible for verlfication of the LPN
assessrment/datermination, If the RN did not
agres with the LPN assessmant, the RN should

F 314
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F 332 483.25(m}{1) FREE OF MEDICATION ERROR F 332 .
ss=0 | RATES OF 8% OR MORE K332 Free of Medication Error

|

The facility must ensure that it is free of
medication error rates of five percent or graater,

This REQUIREMENT Is not met as evidenced
by:

Based on obsarvation, interview and record
review, the facility falied to ansure it was free of
medication error ratas of five percent or greater.
Forty flve opportunities were observed with ten
medication errors, affecting four residents (#15,
#17, #18, and #19), not in tho seloctad sample of
15. The facllity had a madication error rate of
22%.

Findings include:

A review of the fagliity policy for medication
administration, dated 10/15/05, revealad
medications were 16 be qiven 2 the tme ordered,
within 60 minutes before or after the deslgnated
time, excepl for the medications ordered before
meals (AC) or after meals (PC), or specifically
ordered by physician,

1. Araviow of the record revealed a ghyslclan
order for Residen! #16 ingluded Metoprolol 50
milllgrams {mp) table lwo times s day al 6:00 At
and at 6:00 PM and Thaophylline Extendad
Ralease 200 mg table two times a day al 6:00 AM
and al 8:00 P, :

An chzervatlon during the madication pass, on
10127710 at £:15 AM, revested Cenified
Medication Technician (CMT) #4 administered

]

Rates of 5% or More

Residents (#16, #17, #18 and #1 9)
are receiving their medications per
phiysician order and per state
regulations verified by Director of
Nursing on 10/28/2010.

A complete audit of all residents’
medication and delivery times has
been completed by Director of
Nursing to ensure medications are
given per physician orders and per
state regulations on 11/11/2010.

All licensed nursing staff have been
re-educated on receiving and
transcribing medication orders
correctly and Certified Medication
Aids have been re-educated on
prevention of medication errors on

11/11/2010 by Staff Development
Cootdinator,

The Director of Nursing Services and
the Assistant Director of Nursing
Services will conduet weekly checks

and monthly audits for three months

J
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F 332 Continued From page 13 F 332! on medication passes. Results of
Metoprolal 50 milligrams (mg) and Theophylline these audits will be brought monthly
ER 200 mg to Resident #16. to the Performance Improvement
Comumittee for fusther '
2. Areview of the record revealed a physiclian recomnmendati Usﬁh
order for Resldent #17 Included K-Dur 0 alons.
{Fotassium Chlorida) Extended Relaase 20 .
Milliequivalents (Mag) tablet two timas a day at Completion date 11412/2010
8:00 AM and at 6:00 PM, Matoproto! 25 mg tablet
two times a day at 6:00 AM and at 6:00 PM,
Topamax 200 mg two limes 3 day at 6:00 AM and

al 6:00 PM, Lamictal 100 mg tabiai thrae times a
day at 6:00 AM, at 12:00 PM and at 6:00 FM,
Aldactohe 25 my tanief two times a day al 6:00
AM and at 8:00 PM.

An observation during the medication pass, on
10/27110 a1 9:30 AM, revealad CMT #1
administared K-Dur 20 Meq tablet extended
release, Metoprolot 25 myg tablef, Aldactone 25
mg tablet, Topamax 200 my tablel, and Lamictal
100 mg tablet,

An Interview with CMT #1, on 10/27/10 at 2:00
PM, revealed she had ane hour before or afler
the designated time to administer medications.
CMT #1 steted she assisted with breakfast trays
in the dining room, before slarting the medication
pass, She had & late start and should have
complated the medicafion pass at 9:00 AM. CMT

#1 slated she did not inform the nurges the
medications were not glven within the fime frame.
She staied she had difficulty administaring tha
madications within timeframes and had discussed
the issue previously with the Director of Nursing
{DON),

An Interview with Licensed Practical Nurse (kPN
#1 and LPN #8, on 10/27/10 at 2:13 PM revealed
they were not aware the CMT #1 had not
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administared Resident #16's and #17's
madication within the one hour before or after
timeframe. The nurses stated they were not
aware the CMT had difficulty meeting the
established timeframe.

3. A review of the physlcian order for Resident
#18 revealed Metoprolol 28 my tablet was to be

administered twice a day at 8:00 AM and at 4:00

PiM.

An observation during the medication pass, on
10/28/10 at 8:30 AM, revegled CMT #2
administered the medications including
Metoprolol 25 mg tablet,

4. A review of the physician order for Residant
#19 revealed Carbidopa-Levodopa 25/100 mg
tablet wag to be administered thres times 2 day at
§:00 AM, at 11:00 AM and at 7:00 PM, and
Namenda 10 mg tablet was oidared twice a day
at 6:00 AM and at 6:00 PM.

An ebservation during the madication pass, on
10/28/10 at 9:40 AM, ravealed CMT #2
adminlsterad medications to Resident #18 to
include Namenda 10 mg tablet and
Carbidopa/l.evodopa 25 mg/ 100 mg tablet, which
wera ondered to be given at 6:00 AM,

An interview with CMT #2, on 10/28/10 at 10:20
AM. revoaled she did not know whan the
medication times were changed and sha followed
the times detailad on the Medication
Admintstration Record (MAR),

An interview with the DON, on 10/28/10 2t 1000
AM, ravealad she discovered that morning the
medications wera not given within the imeframe

F 332
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on the 400 hall. She staled the CMT did not
inform anyone the madications were given
outside the limeframe. She stated she expecied
tha nurse or medication techniglan to administer
the medications as ordered. ifthe staif wera
behind in administering the medications, then
they should fat the nurse know so the physiclan
could be Informed,
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K 000 | INITIAL COMMENTS K 000]“This Plan of Correction is prepared
. and submitted as required by law.
A Life Safety Code.Survey was conducted on By submitting this Plan of
10/28/10 to determine Federal compliance with C t Ed C &
Title 42, Code of Federal Regulations, 482.41 (b) orrection, £dmonson Lare .
(Life Safety from Fire) and found the facliity not in Rehabilitation Center does not admit
compliance with NFPA 101 Life Safety Code that the deﬂciency listed on this form
2000 Edltlo.n.‘ Deflcien?el‘s were cited with the exist, nor does the Center admit to
highest deficiency at a "D". findi £
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018 |any statements, Iindings, facts, o1
8§60 conclusions that form the basis for

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those consiructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There Is
no impediment to the closing of the doors. Doors
are provided with a means suitable for kesping
the door closed. Dutch doors mesting 19.3.6.3.6
are permitted.  18.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD Is not met as evidenced by:
Based on observation and staff interview, It was
determined the facility failed fo ensure doors
protecting corridor openings were provided with
positive latching devices as required by Chapter

the alleged deficiency. The Center
reserves the right to challenge in
legal and/or regulatory or
administrative proceedings the
deficiency, statements, facts, and
conclusions that form the basis for
the deficiency.”

K Life Safety Code Standard
K018

Fire door located at doorway of room
#207 was repaired by the Maintenance
Supervisor on 10/28/2010 and it will
now latch when shut.

The Maintenance Supervisor inspected
all fire doors in building to ensure they
latched when shut on 10/28/2010,

Maintenance Supervisor was re-
educated on 10/28/2010 by the
Administrator on monitoring the doors
throughout the building

ABORATORY DIRECIOR'S OR PROVID

/ U ~ QUML)

'SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Odmivmid I s ME

\ny deficlency statement éndlng with an aslerlsk (*) denotes a deficlency which the Instilulion may be excused from correcling providing It Is determined that
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K018 | Continued From page 1 K 018| to ensure they are continuously
18 of NFPA 101, Life Safely Code 2000 Edltion, maintained in reliable operating
This condition affected one smoke compariment condition. These doors will be
and approximately 20 residents and staff. inspected and tested periodically by
Findings Include: the Administrator,
Dutling the Life Safety Code Inspection conducted
on 10/28/10, the door to Residsni Room #207 The Maintenance Supervisor will
was tested and found that It would not fatch, conduct monthly audits of ail fire
_ doors in the facility for three months
interview with the Dlrector of Maintenancs, at and report fin dings to the
2:00 PM on 10/28/10, revealed he was aware of Performance Improvement
the requirement that doors protecting corridor \ P
openings must latch. He stated that he regularly Committee fo‘r further
checked doors, but that the recent rains could recommendations,
have caused the wood doors 1o swell, preventing
them from latching. Completion date 11/12/2010
Reference fo
NFPA 101 Life Safety Code 2000 Edition
19.3.6.3.2*
Doors shall be providad with a means sultable for
keaping the door closed that Is acceptabls to the
authority having jurisdiction. The device used
shall be capable of keeping the door fully closed i
a force of 5 1bf (22 N} is applied at the latch edge
of the doer,
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