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STREET AQDRESS, CITY, STATE, ZIP CO0S i

NAME OF PROVIDER OR SUPPLIER
3087 NORTH CLEVELAND ROAD ;

ROSE MANOR HEALTH CARE LEXINGTON, KY 40515 ;
PRI SUMMARY STATEMENT OF CEFICIENCIES i ! i PROVIGER'S PLAN 07 CORRECTION Sa
PREFIN | (EACH OEFICIENGY MUST BE PRE DEDED BY FULL ! prerm LEACH CORRECTIVE ACTION SHOULO BE ; CUMPLET'ON
) PYCRI REGULATORY OR LSC '10ENTIFYING INFORMAT ON) ; TAG CROSS-REFERENCED TO THE APPROPRIATE OATE I
; t OSFICIENCY) ; !
| o
F 000 * INITIAL COMMENTS - Fooo!

I ARecertification Survey was initiated on i !
04/04/12 and concludad on 04/05/13, with .
deficiencies cited with the highest Scope and f |

I Severity of g "I, ! i

F 425 483 6C(a) (b) PHARMACEUTICAL SVC - , 425 frazs _ . ,
$$=p  ACCURATE PROCEDURES, RPH ‘  IMMEDIATE CORRECTIVE ACTION: : |

_ N _ ) ‘ The Physician for resident { A) was ! ! ;

: The facility r:nust‘pmwde( rouﬁn}e and emargepcy | i natified on 04/05/2013 by the charge
drugs and biclogicals to its residents, or oblain : : X . . i

t : . : ; nudrse. Physician was informed that :

‘them under an agreernent described in g : , |

i §483.75(1) of this part. The facility may permit : remden_t {A) had receivad Aggrenox 25. i

" unlicensed personnel to administer drugs if State | - 200 ERin opened form. Ordclers were !
law permits, but only under the general . ! cbtained to discontinue the medlcaticn !

| supervision of a licensed nurse. ; . and replace with Chewable Aspirin ;

81mg (2) daily. Family of resident (4) i f
" Afacility must provide pharmaceutical services | i was notified of naw orders and reason |
I (incquing procedures ‘that assure the accurate ! for required change, ang expressaed : i
i acquiring, receiving, dispensing, and : . understanding. i
' administering of atl drugs and biologicals} to meet | ! ;
| the needs of each resident : | CTHER RESIDENTS POTENTIALLY P
; " . FFE : ; ;

The facility must employ or obtain the services of -g f\\ilFre(s:‘;wt have the potential § ’ P

| & licensed pharmacist who provides consultation i en f ave the po;Entla' o i !
- on all aspects of the provision of pharmacy i adverse outcome when the facility fails i Lo
'services in the facility. r 10 ensure that all medications are ; t 1
| administered correctly, n
| i
, This REQUIREMENT is not met as evidenced | i '
by.
| Based on observation, interview, record review | : b
+ and review of facility palicy, it was deterfrined the _ b
facility failed to ensure medications were ; ; |
- administered correctly, according to facility policy - ; ' l
i and pharmacy recommendations, for one (H ? [
1 Unsampled resident (Unsampled Resident Al ! ;’ ; I ]
LABORATORY mfee%rggs OR PROVIOSRYSUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE (X8I DATE |
L 2 y} 5 ; i
éf;ffef* v 7 /s %7—/14&3%/ éﬁ)f}p‘r« “z‘dlé‘/?j
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X410 SUMMARY STATEMENT OF OEFIZIENCIES : 0 i PROVIDER'S PLAN DF CORRECTION FAz:
BREFIX | HEACH OEFICIENCY MUST BE PRECEDEO BY FILL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE mem RO
TAG RE SULATORY OR LSC IOENTFYING INFORMATION) : TAG i CRDSS-REFERENCEO 70 THE APPROPRIATE TE
: : OEFICIENCY}

I
F 425 SYSTEMIC CHANGES: 5 ’
. The QA Director spoke with the : |

F 425 Continued From page 1
consutting Pharrmacist on 04/08/13.

i The findings fnclude: f

, . o o ' ! The pharmacy-genarated MAR that |

| Review of the facility's poficy titled "Medication ' specifies ail warnings and |

; C:rushrr_ag Qurdellnes , undated revealed the tist ! | administration requirements wili be .

of medicetions that could not be crushed or : : liec by the Ph the dav of

| chewed inciuded fimed release {also known as ! y SUpphec Dy the Fharmacy on the aay o

" extended release) capsuigs. Continued review | ~ admission. A mandatary meeting for all l

ireveated it was acceplable ko open the capsules ! © RN/LPN staff was held on 04/08/13.
Charge RN/LPN staff was informed of : !

f

, and administer the contents in food if the beads .
; ! requirement to assure the ablility of

-were not crushed cr chewed. Further review
i revealed, "a reference should be checked, cor the residents to take meds as ordered ; i
using the “Medication Administration : I

' pharmacist consuked before administering in this
manner”. i . Review” tool (see addendum). Staff
: was also informed of need to assute §

Review of the Physician's Orcer, dated 04/01/13, )

. revealed the faciiity had an order for Unsampied :&atE:;i;T:zzﬁe;;iz;:;irﬂif ;’:’las -
Resident A to receive Aggrenox, 25-200 ER ! i p . : |
{extended retease) capsule twice daily. i '+ residents {see addendum).This I
requirernent will he posted in the 4

‘Nursing Communication Book’ for I

review by ali new hires and agency J

' Review of the Medication Administration Recorc
H{MAR) for Aprit 2013 reveaied the unsampled

. resident was to receive Aggrenox, 25-200 ER

| capsute twice daily. The medication was

staff.
MONITORING: Wil be maintained by

the Pharmacist, DON, and QA per

. handwritten on the MAR, {i.e. the MAR had not | ,‘ J
“been generated by the pharmacy, as the resident ' monthiy “Medication Administration '
- was newly admitted). f Observation Report” !
; A _ © {see addendum ).Each discipiine wili

: Observation, of the medication pass, on 04/05/13 © submit the report at monthiy QA

meetings any observed error in
technigue will be addressed when
detected. The BON witl present the

1 8. 00 AM, revealed Reglistered Nurse (RN) #1
. opened an Aggrenex 25-200 ER capsule and
' poured the contents in pudding prior to

: administering it o the unsampied resident. . !
. review required for each resident at
“interview with the Pharmacist, on 04/05/13 at ; - time of admission to reflect
10:00 AM, revealed Aggrenox was a combination | | compiiance. = :
f i ‘Completion Date: 04-08-13 !

drug centaiming Aspirin and Dipoyridamole {(an !
i antibiotic). She stated the Dipyridamote portion | |

i i ; 1
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Xep 1 SUMMARY STATEMENT OF OEFICIENCIES : 1o $ .

PREEX | (EACH GEFICIENCY MUST BE PRECEOED Y FULL | PREFDX |EACH CORRECTIVE ACT!ON SHOULC BE =

T™we REGULATORY OR LSC KIENTIFYING INF ORMATION) : T CROSS-REFE RENC&CC‘) TG THE APPROPRIATE BATE
. r OEFICIENCY,

F 425} Continued From page 2
! was extended retease. Continued interview
' revealed if ihe capsule was opened of crushed X
‘ before administering, it would have been giverr i
j incorrecily. ‘
]
interview with RN #1,on 04/05/13 at 10:20 AM, )

“revealed she did not know the capsule could not

be openad. She stated when the MAR was |
. generated by (he Pharmacy, there wouid be a :
{warning if a medication could net be opened or
~crushed. She further stated, since the MAR dic ;
' ot include the warning, she thought it was okay | !
. to open the capsule. However, since the ‘
| unsampied resident was newly admitted, the ‘ ;
" originail handwritten MAR remained In piace, as ‘
| the Pharmacy-generated MAR kad not yetbeen | :

producec.

! Interview with the Direcior of Nursing (DON), on .
, 04/05/13 at 10:30 AM, reveated extended release | !
" medications shouid be adrinistered whote, She :
stated if & resident was unable to swailow an i §
i extended-release medication whole, the physician :
- should be notified to determine the cocurse of - !
t action. ‘ _
F 441 48365 NFECTION CONTROL, PREVENT L F 441 f441

55-0 | SPREAD, LINENS ’
: © IMMMEDIATE CORRECTIVE ACTIION:

| The faciiity must establish and maintain an ; i A discipli :
1 - . . i 5 plinary counseling was given to
. infection ?on‘-ﬁrcl Program des'gneg o provide a i ! LPN#10on 04/08/13 by the Assistant
| safe, sanfary and comforiable environment and Administrator far failure to cormpiy with
o heln prevent the development and transmission | infect | e of Ply Wi
{ of disease and infection. : ‘ ection control practices of required hand i
! f washing between resident conzacts. : ]
' (a) infection Control Program . Pharmacy performed a med pass review on
- The faciity must establish an Infection Control t 04-17-13 for LPN#1 with no infection ‘
. control violations identified.

. Program under which # -
{{1) tnvestigates, controts, and prevents infections .
: ; ! g

If continuallon sheet Page 3ol §
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|
185322 B WING 04/05/20103
NAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIF CO0E
ROSE MANOR HEALTH GARE J06F NORTH CLEVELAND ROAD
LEXINGTON, KY 40516
1X4) 10 SUMMARY STATEMENT CF OEFICIENCIES o . PROVIDER'S PLAN OF CORRECTION ‘ e
PREFIX IEACH GEFIC\ENCY MUST BE PRECEOEO BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLULO 8E | coMPLETION
rAG REGULATORY OR LST IOENTIFYING INFORMATION) P TAG CROSS-REFERENCEQ TO THE APPRUPRIATE OAF=
: DEFICIENGY?
i !
F 421 | Continued Frem page 3 : F 441 o
l'in the facility; : !
(2) Decides what procedures, such as isolation, ! | OTHER RESIDENTS POTENTIALLY AFFECTED: -
. should be appiied to an individuai resident; and | Aliresidents have the potential ta be
' {3) Maintains a record of incidents and corrective : . affected by adverse outcomes when staff
L actions retated to infections. ’ ! fall to maintain consistent practices to
i tech £ di
' {b) Preventing Spread of infection f prf\zﬁt iransmission of disease and
i (1) When the infecticn Controi Program ¢ Intection.
determines that a resident needs isolatipn o )
preveni the spread of infection, the facilfity must |  SYSTEMIC CHANGES: Pharmacy will
| isolate the resident f . maintain a menthly review of med pass
1 (2) The faciiity must prohibit employees with a i technigue of LPN#L, Chservation reports
‘communtable disease o7 infected skin lesions | i {see addendum} wiil also be completed by |
I from direct contact with residents or their food, if | ' [DON and QA Directer Monthiy at to assure -
 direct contact will ransmit the disease. ! infection controt efforts are maintained. All: -
| (3) The faciiily must require siaff to wash their | new nurses will be observed hy pharmacy |
; :z:gizfiir”i: ;hi:gigttégstﬁfe; ct:c?pr;;adct For which :' i prios to unsupervised med pass to assure
_piofessionat practice. i | Propertechnique.
(¢) Linens | MONITORING; 5
. Personnel must handie, store, process and I Wilt be maintained by monthily observation j
[ fransport inens so as to prevent the spreac of , by Pharmacy, DON, and QA Directorto
i infection - i - assure compliance is maintained .Reports -
whil ba stubmitted at monthiy QA meetings.
C ! ‘Completion Date 04-17-13' !
This REQUIREMENT is not met as evidenced | E [
! by :
- Based on observation, interview and review of ! :
facility poiicy, it was detenmined the facility faifed E
i to maintain an infection Control Program to " J
' prevent the developrment and transmission of ;
" disease and infection, when the faciidy falled to | ! _
i ensure siaff washed their hands after each direct ; : F
_resident contact  During the medication pass, the ;
: nurse did not wash her hands between residents, ' i
i ,
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! : OEFICIENCY} g

F 441 r Continued From page 4

i The findings include:

- Rewiew of the facifly's infection Control Policy,
| undated, reveaied "handwashing is the single
" most important means of infection controf”.
r Continued review reveated hands shouid be
' washed before ard after contact with a resident.

at 11:35 AM, revealed Licensed Practical Nurse
| (LPN} #1 administered medications ir one (1)
. resident's room, exited to the medication cart,

“resident in another room.
i During inlendew, on 04/04/13 at 11:50 AM, LPN
' #1 stated she should have washed her hands

WaS nervous”.

i Interview with the Infection Control Nurse, on

i their hands between residents during the
- medication pass. She stated staff had been
{ trained ¢n hand washing and medication pass,

“and "they know better”.

t Ohservation, of the medication pass, on (04/04/13

, between resndents She further stated, "l guess |

| 04/05/13 at 3:50 PM, revealed staff shouid wash

, and prepared and administered medicationstoa

b

!

F 441!
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(%47 10 SUMMARY STATEMENT OF OEFICIENCIES 10 ‘ PROVICER'S PLAN OF CORRECTION Y
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K 000 INITIAL COMMENTS K GG

. Building: 01

; Plan Approval: 03/11/1984
| Survey under: NFPA 101 (2000 Ecition)

‘ Facility type: SNF/NF

‘1 Type of structure:  One {1} Story with basement
i Type Ul (211} Unprotected

Smoke Compartment. Three (3}
| Fire Alarm: Complete Fire alarm Systemn !

!' Sprinkler Systern: Complete (Dry) Sprinkler ;,
' Systemn : ;
|

" Generator. Type il (new system installed :
C11/09/12 !

Alife safety code survey was hitiated and
concluded on 04/04/13. The findings revealed
! the facility meets the requirements for compliance
1 with Tifle 42, Coce of Federal Regulations, :
: 483,70 (ay et seq (Life Safety from Fire}. No
: deficigncies ciled.

{XE| OATT

ABORATORY OIRECTOR'S OR PROVICERFSUPPLIER REPRESENTATIVES SIGNATURE TITLE

T Hlebeoe FHlsos Host Lty Shiatry” L2l B
Sy deficiency statement ending with an asterisk (7} denctes a deficiency which the institution may be excused from comrecting providing 4 1s determined tha
ther safeguards provide sufficient protection (o the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosabie 90 days

dlowing the date of survey whether or not 3 plan of corvection is provided. For nursing homes, the above findings and plans of cormection an digclosable 4
ays following ihe date these documents are made avalleble to the faciity. 1f deficienties ame ciied, an approved plan of cofrection is requisRe 1o continued

ogrash participation.
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