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: ; DEFICIENCY)
Preparation and execution of fhis plan of
- 000 | INITIAC COMMENTS F 000 corll']ection does not  constitute an-
admission of or agreement Dby the
Anh Abbreviated Survey invastigaling provider of the truth of the facts aileged
ARQ#KY00016766, ARO#KY00016827 and or conclusions set forth in the statement
ARO#KY00016912 was Inltlated on 08/22/11 and of defictency, This Plau of Correctlon js
concluded on 08/26/11. ARO#KY00018795 and prepared and executed solely because
ARQH#KY00018027 were unsubstantlatod with Federal and State Law requive it
deficlenclen olted. ARO#KY00016912 wasg Compliance has been and will be achieved
unsubstantiated with no deflclencies cited. no later than the last completlon date
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226| Identified in the POC, Compliance will be
58=p | ABUSE/NEQLECT, ETC PQLICIES maintained as provided in the plan of
Correction, Fallure to dispute ox
The facility must devalop and Implement written challenge the etleged deficlencies below fs
policleg and procedures that prohibit not an admission that the alleged fncts
misiraatment, naglect, and abuse of residents ~ occuyved as presonted in the statements,
and misappropriation of resldent propery.
) : : 2 D Develop/T ot
. ’ Abuse Ete Policiey
This REQUIREMENT is not met as evidenced Targered Residents
by: _ . ) Resident #2 is no longer a resident of the
Based 9", Interview, record roview, and raview of facility. Registored Nurse (RN) #] and #2-
the f‘aollnys Abuse Pollcy it wasg determined the has been recducated on the facklity’s abuge
faclity fellod to angure the facility's Abueé Polfoy policies and procedurcs on 9-4-11 by the
was implemented. The facllity failed to suspend Director of Nursing
an smployge, who a resitlent alloged took another ' '
resident's medloation, while conducting an Yentification of the Othes Residénls
invesligation. On 07/03/11 HGSIdEnt #2 aOCUSBd T]'lﬁ S}gCiﬂl Ser£c°S Dil’cctor had traiﬂiﬂg f()l'
Heg1ste':ed Nurse (RN) #1 of taklng another the residents regarding the reporting of
reslde'nt.a med_lcatlons and (e RN wag not Abuse/Neglect, including Misappropriation
suspehded while the tacllity conductad an of Property from 9-15-11 to 92711, As
Investigation as per the facliity’s policy. part of this training, the residents weve
The findings include: i provided with the facility’s abuse policies.
o mic Changes
Revlow ofthe facilly's Abuse Polky, undaled, Systemic Chinges ed caining  with
fined s the dellverate misplacemont. - . management stof on tho sbuss palicies and
exploitation, or wrong temporl;ry o permanant procedures on 7-13-11, From 9-15-11 to 9-
use of & resldent’s balongings. Further review of 27-11, the Staff Development Coordinator
. ’ trained all staff members on the Abuse
LABORATORY DIRECTORS.OA PROVIDER/SUPPLIER AEPRESENTATIVE'S SIGNATURE TITLE
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Any deficigncy statemant ending with an aslerisk (7) denotes a deliclency which the inatitution may be excused from cofrgcting providing It Is determined that
athar aalaguards provide sulficient profeclion to the pationts. {Sea instruclions.) Except for nursing homea, the lindings stated above are dlaoiosable B0 days
following the date of survay whathar or not a plan of corectlon Is provided, For nursing homas, the above findings and plans of corvection are disclosable 14

days following the date these dooumaents are made available o the faclity, If deflolencles are cited, an approved plan of

program participation,

cofrgcllon is requisiie to gonlinued
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PREFIX (EACH DEFIQIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEQULATORY OR LEC IOENTIFYING INFOAMATION) TAQ CROSE-REFERENCED TO THE APPROPRIATE DATH
. . DEFICIENCY)
Policies and  Procedures, including
226 | Continued From page 1 F 226| Misappropriation of Property. A reminder
the Protection Procedures revealed, in order to notification was placed in the Nurse
protect the residants, an employae invoived.in an Supervisor's book to immediately call
abuse investigation would be sugpended until the Administrator, Director of Nussing, and/or
investigation prooegs was completed and Social Services any time an allegation or
correctlve action would be taken to protect the suspected abuse, neglect, or
allaged viotim and any potentlal vietims. misappropriation of property was reported.
Staff was educated -according to the
Record review revealed the facility admitted facility's policies and procedures that
Rosldent #2 on 06/14/11 with diagnoses which dictates that any employee mamed in an
included Dlabetes, Caicaneus Fracture, Chronle allegation of abuse/neglect 5 to be
Kidney Disease, Chrontc Obstruotive Pulmonary suspended  inmediately  pendiog  the
Diseass, Anxiety, Neuropathy and Petipheral completion of an investigation.
Vasoular Disease.
Monitoring
‘Aeview of the Nurses Notes revealed, on The Administrator, Director of Nursing, and
| 07/03f11 at 3:00, Resident #2 accused . Social Services Director will veview all
Registered Nurse (RN) #1 of taking another’ abuse investipations and will ensure policy
realdent's medication. It was alleged the resident and procedwro compliance for the next six (6)
saw the nurss lake the medicatlon during months and as needed thereafter. Post-
Medication Pass on 07/03/11. The nurge notified . testing of employees will be completed
the House Supervisor (AN #2) of the allegation. following the in-services to all employees
) | and all results of the post testing will be
Interview, on 08/25/11 at 8:25 PM, with RN #1 ;i) referred to the Quality Assurance (QA)
revealied the resident accuged her of taking : committee for recommendations and follow-
another regldent's medications, on 07/03/11, and ! up. 93011
the nurse reported the accusation 10 the Houss el
Supervisor,
Interview, on 08/26/11 at 10:40 AM, with the
House Supervisor revealed the nurse reponted
the resldent had accusaed her of teking another
resident's medication, Hes stated he went to see
the resident 1o assure him/her that that they were
safe, no one was out to get him/her. Further
interview revealed the House Supervisor did not )
ramove RN #1 from the floor, he did notthink the
allsgation was lrue, and the resident was not in
danger al that moment. He stated the nurse did
FORM cus-zsenoé-sm Previous Versions Obeolete Event (D; VV4aF1y Fagility 1D: 100461 I oontinyation sheel Paga 20of §
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= 226 | Conlinued From page 2 F 226
not appaar to be inebriated and he drd not feel
there wag a heed to test the nurae for drugs. He
stated he could not remember it he reported the
Incldent 1o anyone.
Interview, on 08/25/11 al 5:50 PM, wlth the
Director of Nureing (DONY) reveaied when she
came to work an 07/05/11 she was told the
resldent was confused and was sent to the
hospital. She stated AN #1 was not suspended or
tosted for drugs. Furtther interview revealed If she
had falt like the allegation was true she would
have taken the nurae to be tested. She stated
there was no documentation that the facility
followed tha polioy.
Interview, on 08/25/11 at 4:00 PM, wilh the
Administrator revealad she was unaware when
the facllity becama aware of the Incldent, she was
not the Administrator at that time. She stated the
facility ehould always follow their policies.
Interview, on 08/26/11 at 6:16 PM, with the
Administrator revealed AN #1 ‘should have been Residents Free of Significant Med
suspeanded untll the Investigation was completed. Eirors
F 333 | 483.26(m)(2) RESIDENTS FREE OF F333
85sD | SIGNIFICANT MED ERRORS Torgeted Residents
Resident #2 is no longer a rcsxdom of the
The fachity must ensure thet residents are free of f‘acnhty' The licensed nurse involyed in this
any significant medication erors, allegation was counseled regarding ensuring
that she has a cuorent physician order prior
to administering medication on 9-4-11 by
This REQUIREMENT 15 not met as evidenced the Director of Nursing,
by: ‘ L .
| Based on mlervlew record review, and review of Id@"’wca"‘{” of Other Residents
the facllity's Medlcatloh Administralion QGeneral The  Quality Assurance  (QA)  nurse
-Guidellines Pollcy it was determIined the facliity compared the physician orders to the
failed to engure fesldents were Ires of any Medication Administration Record (MAR)
of all facility residents to ensure that
Focility 1D 100461 If sontlinuation sheet Page 3 of &
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slgnificant medicalion efrors, for one (1) of slx (8) |

sampled residonts, (Resldent #2). Ravlew of the
Medicatlon Adminlsiration Heoord (MAR) . -
revealed documentalion that Lonah 6/325 mg
was adminletered, on 06/27/11 a1 3,00 AM, to
Resldent #2 without a Physlclan's Order.

The findinge include:
Racord review re¢venled the faoillty admilted

Resldent #2 on 08/14/11 with diagnoses which
Includad Diabetes, Caleaneus Fracture, Chronle

Kldney Diseage, Chronic Obatructive Pulmonary -

Disease, Anxiety, Nnuropathy and Peripheral
Vascu[ar Disgass.

Review of the faclllty'a Medication Adminlistration
General Guldslines Pollcy, undated, revealed
medlcations were to be administered Ih
accordance with written orders of the atlending
Physloian.

-| Review of the June 2011 Physiclan's Orders

revealed an order, dated 06/23/11, 1o change
Lortab 10/325 mg 10 every 6 hours scheduled.
Review of the June 2011 MAR for Resident #2
revealsd Lortab 10/325 mg every § hours was
added and Lortab 10/3256 mg every 6 hours as
nseded (PRN) was discontinued on 06/23/11.
Furiher review of the MAR revealed the Lorliab
10/326 mg was 1o be given at 12:00 AM, 6:00

| AM, 12:00 PM and 6:00 PM.

Review of the June 2011 Paln Asssssment
Observalion Proflle. Form and the June 2011
MAR for Regldent #2 rovealed Lorab 5/325 mg

was given to Resident #2 on 08/27/11 at 3:00 AM,

.} medications. The Quality Assurance (QA)

to the MAR

{X#) 10 BUMMARY BTATEMENT OF DEFICIENGIES 1D PROVIDEA'S PLAN OF GORRECTION {#s)
PAEFIN (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACGH CORREGTIVEACTION SHOULD BE GOMPLETION
TAQ AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-AEFEAENCED TO THE APPAOPRIATE Date
DEF{CIENGY)
: medications were adminisirated per the
Continued From page 3 F333) physician orders on §-30-11. No fusther

issues were jdentified in this arca; therefore,
no further corvective action Was necessary at
this time,

Systemic Changes

Staff Development Coordinater in-serviced
all liconsed nurses on 9-8-11 of the facility’s
policios and ensuring a physician order is
present prior (o administration of all

nurse conducts daily audits (Monday
through Friday) to compare physmmn orders

]
Menitoring = >

The audits (comparing physician orders (o
the MAR) completed by the Quality
Agsurance (QA) nurse will be reviewed by
the Quality Assurance (QA) conmnittee that
meets monthly for recommendations and
follow-up.

9-30-11

-
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Intervliew, on 0B/26/11 at 4116 PM, with the .
Diraclor of Nursing (DON) revealed the Lortab
was lo be given at the time on the MAR, as per
the Physician's Ordera, She stated if the Lortab
wag glven at 3:00 AM it would be a medication
errar,

Interview, on 08/26/11 at 8:30 PM, with the -
Administrator revealad if the Phyalclan's Order
was not Toliowed it was a medication error.
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