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) This Plan of Correction is the center's credible
A Standard Recertification Survey was initiated on allegation of compliance.
03/30/10 and concluded on 04/01/10 and a Life Preparation and/or execution of this plan of correctio
Safety Code Survey was conducted on 04/01/10. does not constitute admission or agreement by the
Deficlencies were cited with the highest scope provider of the truth of the facts alleged or conclusio
and severity baing an "E". set forth in the statement of deficiencies. The plan of
) correction is prepared and/or executed solely becausd
'; gzg 4ABB?J183||E(J?T3] ggt/gégpé I1MCPl!5n£E|réTES F 226 it is required by the provisions of federal and state fed.
, . . F226 5/14/201(
Tha facility must develop and implement writtsn
pqlttt':lestand Froceldul;es tl';at é)l‘ohiblft ident Resident #13 was assessed on 3/30/10 with
;nnlz ﬁ%g‘e% r;;gi,gc b?ne % unste o reft' enis no apparent injuries secondary to potential
. ppropriation or resident property. abuse noted; however, resident did receive
_ . skin tear while being.combative in event
This REQUIREMENT is not met as evidenced eading up ;%p;’j:;‘tﬂ f‘j‘;:::h‘jg‘f;f’iﬁfming
hy: . ” )
B}z;sed on interview and record review it was wrap tw;lc(t):-a-gay for 3 daysfui"faslfb?med
determined the facility falled to ensure abuse ECE IW anc was successtul in healing
policies and procedures were followed for one (1 ~
of twenty (20) sampled residents, Resident #13. ,
ty (20) sampled sident # APR 2i6 2%]0681 ts have the potential to be
The findings include: altecte PN #3 was re-educated on
Y: 3/30/10°0n Abuse and Nflzglect policy and
On 03/31/10 the facllity Administrator informed procedures by the administrator; including
the survey team of an allegation of abuse related immediate reporting of any instance where
to a staff member and a resident. Review of the - abuse/neglect may have occurred. The aide
initial abiuse report from the facility revealed that in-question was immediately removed from
on 03/30/10 at approximately 11:00 AM the direct resident care.
-alleged perpetrator was witnessed to taunt -
Resident #13 using a closed fist. All facility staff have been re-educated on
: ] the Abuse and Neglect policy and
Review of the facility's policy "Protection of procedures by the Staff Development
Resident During an Investigation” revealed a staff Coordinator (SDC), the Director of Nursing|
member implicated in an abuse situation would (DNS) and/or the Administrator by
be immadiately removed from any resident 5/14/2010. All applicable agency staff has
contact. However, the investigation determined received education by agency nurse
the the alleged perpstrator was allowed to work management by 5/14/2010 with verification|
from 11:00 AM (estimated time the avent submitted to the SDC,
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This Plan of Correction is the center’s credible
allegation of compliance.

occurred} until after 2:30 PM (the end of the
alleged perpetrator's scheduled shift).

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
et forth in the statement of deficiencies. The plan of
corvection is prepared and/or executed solely because
it is required by the provisions of federal and siate law.

Interview, on 03/31/10 at 2:10 PM, with Certified
Nursing Assistant (CNA) #2 revealed she had
been assisting the alleged perpetrator provide
care fo Resident #13. She stated the resident
had been combative and the Alleged Perpetrator
‘had spoken in a fone that expressed she was
"aggravated/bothered" by the resident's
combative behavior. CNA #2 stated she did hot
see the alleged perpetrator, taunt the resident
becausea her back was to:alleged perpetrator.
CNA #2 stafed the alleged perpetrator was still in -
the facility when she left at approximately 2:45
PM.

Any new agency staff will receive education | 5/14/2010
by agency nurse management with
verification submitted to the SDC. Any staff
member not educated by 5/14/2010 will be
removed from the schedule until such re-
education has been completed. All new
hires after 5/14/2010 will receive this
education during orientation.

Intarview, on 04/01/10 at 10:00 AM, with Licensed Quarterly in-services will be conducted for

Practical Nurse {L.PN) #3 revealed she was
present when the alfleged perpetrator had taunted
Resident #13. She stated the alleged perpetrator
had jabbed her fist toward the resldent and said
"who you going to hit". The LPN stated upon
exiting the room the alleged perpetrator stated
“that's: why we don't **ing deal with him", The
LPN stated she did not remove the alleged
perpetrator from caring for residents because she
did not'initially see the taunting as abusive. LPN
#3 stated later that day she had talked with her
supervisor and realized the taunting was abusive.
The LPN stated she should have removed the
alleged perpetrator from resident care
immediately after observing the incident.

Interview, on 04/01/10 at 12:09 PM, with
Registered Nurse (RN) #4 revealed LPN #3 had
told her about what occurred between Resident
#13 and the alleged perpetrator, RN #4 stated it
was after the alleged perpetrator had left for the

two quarters by the Administrator, Social
Worker and/or the Director of Nursing to
inciude verbal testing of employee’s
knowledge of Abuse and Neglect policy.
Any further abuse/neglect allegations will be
reviewed by the Administrator and/or the
Director.of Nursing to verify protocol
followed. All allegations will be presented
by the Administrator to PI for three months
then as-needed to monitor for adherence to
policy and identify any trends.
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A facility must conduct a compretiensive
assessment of a resident within 14 calendar days
after admission, excluding readmissions in which
there Is no significant change in the resident's
physical or. mental condition. (For purposes of
this section, "readmission” means a return to the
facility following a temporary absance for
hospltalization or for therapeutic leave.)

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review It was
determined the facility falled to ensure
compraehensive assessments were completed in
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day. She explainad as soon as she was made This P!-.:m of Correc.tion is the center's credible
aware of the situation she reported the event of allegation of compliance.
possible abuse to the Administrator. Preparation and/or execution of this plan of correctios
. ) does not constitute admission or agreement by the
Interview, on 04/01/10 at 2:00 PM, with the i?;vvidir 9ftt’lne t:utrh of t:mffjcjf alleged o;;om;!usij:r
t forth in the statement of deficiencies. e pian o,
Alleggd Perpe@rator revealed she denied saying o r{ ection is prepared andlor executed solely A‘l’,ecme
g‘;}gosl?gt:é]Ss’t'?emgléh:éx)Zig&eg:agreL;Thts it is required by the provisions of federal and state lawl,
allagations until later in the evening when the 5/14/2010
Administrator called and informed her not to
come to work until the investigation was
completed.
Interview, on 04/01/10 at 2:14 PM, with the
Administrator revealed the facility policy was to
immadiately suspend anyone accused of abuse.
.| He stated upon receipt of the altegation LPN #3
| was in-serviced on the abuse policy and an
investigation was initiated. The Administrator
stated the facility planned to substantiate the
allegatlon due to testimony of the witnesses. 27
F 273 | 483.20(b)(2)(i} COMPREHENSIVE F 273
§8=D | ASSESSMENT 14 DAYS AFTER ADMIT

Resident #8’s MDS in question was
reviewed by the Inter-Disciplinary Team
“IDT” (Consisting of Administrator, DNS,
SDC, UM (Unit Manger), MDS Coordinator,
Case Manager, Social Worker, .

Activity Director, Therapy Manager, Dietary
Manager and/or Assistant Social Worker) to
ensure no vital information was missed
during the initial 14 day assessment window
and that the 3/2/10 Significant Change of
Condition was accurate.

All admitted/readmitted résidents have the
potential to be affected. A review of all
(re)admissions within the past 30 days was
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£ 273 | Continued From page 3 F273 This Plan of Correction is the center's credible
a timely manner for one (1) of twenty (20) allegation of compliance.
sampled residents (Resident #8). Resident #8 c _ _ '
was readmitted to the fa cility on 02/09/10 Preparation andfor exec:u!{on of this plan of correctiof
. does not constifute admission or agreement by the
however, the Compmhenswe assessment was provider of the truth of the facis alleged or conclusions
noted to have been completed on 03/02/10. set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
The findings include: it is required by the provisions of federal and state low.
Review of Resident #8's medical record revealed conducted by the Case Manager between 4/]  5/14/201¢
the resident was readmitted to the facility on to 4/10/2010.
2/9/2010, with diaghoses which included right hip '
fracture. A Significant Change Comprehensive A calendar with all applicable assessment
Assessment was completed by the facility, which timeframes has been implemented to ensure
was signed, by the RN (Registered Nurse) timely completion of assessments. The
Assessment Coordinator as being complated on Inter-Disciplinary Team “IDT” (Consisting
03/02/10. Therefore, the assassment failed to be of Administrator, DNS, SDC, UM, MDS
completed within fourteen (14) days after the Coordinator, Case Manager, Social Worker,
resident was readmitted to the facility. Activity Director, Therapy Manager, Dietary
' . , Manager and/or Assistant Social Worker)
Intarview with RN #1/MDS Coordinator, on was educated by Administrator on the
47112010 at 2:40 PM, revealed Resident #8's calendar.
Minimum Data Set (MDS) had not been .
completed In fourteen (14) days. RN #1 stated An audit will be completed for 4 weeks then
"I'm just one person doing the best | can with the monthly for 2 months by the DNS or Case
total number of new or significant change Manager to ensure timely MDS submittals.
assessments, to monltor ime frames on, cne The Case Manager will submit audit results
may have slipped through”. to PI for three months then as-needed to
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279]  ensure compliance and address any noted
58=D | COMPREHENSIVE CARE PLANS trends.
A facility must use the results of the assessment F279
to develop, review and revise the resident’s
comprehensive plan of care. Resident #9 will be re-assessed by the Inter-
. _ . Disciplinary Team “IDT” (Consisting of
The facility must develop a comprehensiva care Administrator, DNS, SDC, UM, MDS
plan for each resident that Includes measura'ble Coordinator, Case Manager, Social Worker,
ObJZ?tines Srr;?ngm:rﬁb:ﬁ:;?am?g ;s;?:ﬁgggé?m Activity Director, Therapy Manager, Dietary
medical, n , X .
heeds that are identified in the comprahensive Manager and/or Assistant Social Worker)
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by:

§483.10, including the right to refuse freatment
under §483.10{h)(4).

This REQUIREMENT is not mét as evidenced

Based on observation, interview and record
review it was determined the facllity falled to
enaure a Comprehensive Plan of Care was
devaloped based on the needs for one (1) of
twenty (20) sampled residents (Resident #9).
The facility identified through the MDS
Asseasment Resldent #9 recelved Antipsychotic
medications, however, a Comprehensive Plan of
Care was hot developed related to the use of
these mediations.

The findings include:

Racord review ravealed Resident #9 was
admitted with dlagnoses which included
Alzheimers, Psychosis and Dementia. Review of
the Physician orders revealed Resldent #9
raceived included the following medications
related to Psychosis; Depakote, Namenda,
Razadyne and Zyprexa.

Review of the Annual MDS Assassment, with an
Assessment Reference Date of 10/30/09
revealed, the facllity assessed Resldent#9 as
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This Plan of Correction is the center's credible
assessment. ) allegation of compliance.
The care plaﬁ must describe the services that are Preparation and/or execution of this plan of correctio
to be furnished to attain or maintain the resident's does ;Of C}";ﬁfute fd}fr';si}n or alsl.'reezrem by t?e
" X . . Dprovider of the truth of the facts alleged or conchision
h[gheSt pra_Ctlcab’e p_hys:cal, me_ntal' and set forth in the statement of deficiencies. The plan of
pEinhOSDClE!] We""be'ng a_s req uired under ) correction is prepared and/or executed solely because
§483.25; and any services that would otherwise it is required by the provisions of federal and state law,
be required under §483.25 but are not pravided :
due o the resident's exercise of rights under with updated MDS and applicable RAPS by| 5/14/2010

5/14/10 to ensure all appropriate medication$
have been addressed and care planned.

All residents have the potential to be
affected. All RAPS have been reviewed to
ensure that triggered areas included
documentation to describe the nature of
condition; complications and risk factors;
factors that must be considered in
development of care plan; and the need for
referrals. In addition, all residents have been
reviewed to ensure that appropriate care
plans were developed based on RAP
documentation.

IDT members were re-educated by the DNS
or the Administrator on process of ensuring

any items triggered have a cotresponding
and detailed care plan and RAP that
addresses the issue. Any new IDT members
afier 5/14/2010 will receive this education
during crientation. Agency is not used in
lien of IDT meinbers,

Audits will be conducted by the DNS for all
full assessments for 3 months. Then, audits
will be submitted to PT for three months and
as-needed thereafier to identify any trends.
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-raceiving Antipsychotic medications seven (7)

Continued From page 5.

out of seven (7) days. However, review of the
Resident Assessment Protocol Summary
(RAPS), dated 11/10/09, reveled no documented
evidence the facllity address the use of these
medications or any complications and/or risk
factors relatad to these medications.

Review of Resident #0's Comprehensiva Plan of
Care, dated on 02/16/10, revealed no :
documented evidence a Plan of Care had been
developed related to this resident's use of
Anfipsychotic medications.

Interview on 04/01/10, with RN #1/MDS
Coordinator revealed a Plan of Care should have
been developed relatad to the use of
Psychotropic medications since It had been a
triggered area on the RAPS.

483.20(d) MAINTAIN 15 MONTHS OF
RESIDENT ASSESSMENTS

A facliity must-maintain all resident assessments
completed within the previous 15 months in the
resident's active record.

This REQUIREMENT is not met as evidenced
by: -

Based on observation, record rewew and
interview it was determined the facllity failed to
ensure-residents' assessment data complefed
within the prewous fifteen (15) months were
mainfained in the residents' active record and or
in a canfralized location, accessible to all
professional staff who need to review the
information In order to provide care to the
resident, for seven (7} of fwenty (20) sampled

F 279

F 286

This Plan of Correction is the center’s credible
allegation of compliance.

" Preparation and/or execution of this plan of correction

does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/ov executed solely because

itis required by the provisions of federal and state law,

F286

Resident records #3, #4, #9, #11, #14, #15
and #16 were all reviewed by 4/30/10 with
any applicable MDS assessments made
available for the last 15 months,

All residents have the potential to be
affected. An audit was completed by the
Health Information Coordinator from
4/26/10 to 4/30/10 to ensure all residents
have the required 15 months of assessments
readily available to all applicable healthcare
professionals, Any noted to have missing
assessments have been updated.

Re-education occurred on 3/31/10 with the
Date Entry Coordinator regarding
responsibilities of timely filing of
assessments to include current 15 months
available at all times, Any new employee
updating MDS assessments after 5/14/2010
will obtain this education during orientation.

- No agency personnel are used in this

capac1ty

The Case Manager will conduct audits of
MDS assessments to ensure timely
completion for four weeks, then monthly for
two months for verification. Case Manager

5/14/2010
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‘ Review of Resident #4's medical record revealed

| was admitied to the facility on 03/15/06, Further

residents (Resident's #3, #4, #0, #11, #14, #15
and #16).

Tha findings include:

the RAPS for a Significant Change Assessment
with an assessment reference date of 12/13/09,
was not in the active record.

Review of Resident #14's medical record
revealed only 8 months (04/24/09 through
12/28/09) of the resident's assessment
infortnation was in the active record.

Review of Resident #3's medical record on
03/31/10 at 11:00 AM, revealed that the Resident

review revealed that only 9 (hine) months
(05/08/09 through 01/06/10) of the Minimum Data
Set (MDS) was in the active record.

Review of Resident #16's medical record
ravealed the resident was admitted to the facility
on 03/08/09. Further review revealed only @
(ning) months (05/08/09 through 01/07/10) of the
Minimum Data Set (MDS) was in the active
record.

Review of the medical record revealed, Resident
#9, #11 and #15 failed fo fiftean (15) months of
Minimum Data Sets (MDS) readily available.
Resident #9's Quarterly assessment, with
Assessment Reference Date (ARD)of 01/20/10,
was not readily available. Resldent #11's Annual
assessment, with an ARD of 02/08/10, was not
readily available. Resident #15's Admission
assessment, with an ARD of 03/22/10, was not
readily available.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

will present results to PI for three months
then as-needed to determine any noted trends|
ot concems,
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. This Plan of Correction is the center's credible
allegation of compliance. :
interview with RN #1 on 03/31/10, at 10:30 A.M.,
revealed that all MDS data is kept in notebooks at Preparation and/or execution of this plan of correction
the nursing stafion and she was unable to locate jfgjiz‘; f);’;;g’;:‘;;:‘g;;i’;:c‘;’;ﬁe’ezg”z:"i’; i’;"s.
the MDS for Res{de.nt #4: but p_rmted from the set forth in the statement ofdeﬁcienges. ‘I?replalr'; ;Ofns
computer. Further interview with RN #1, on correction is prepared andfor executed solely because
04/01/10, at 2:40 P.M., revealed that the Resident it is required by the provisions of federal and state law. |
-Care System Coordinator (RCS), enters all MDS _
data into the computer, and after the RN '5/14/2010
Coordinator signed the MDS she was responsible
for filing the MDS In the books on the units. She F322
further stated that they (the facillty) had a iot of
people in the facility assisting with thinning the . Resident #2 was assessed on 4/2/2010 for
records and the RCS was very knowledgeably but adverse effects of medications pushed via G-
did not have any guidelibes fo go by. She also tube with no adverse effects noted.
stated if a MDS was not in the book on the unit
then it would be in the MDS office and would be All residents receiving medication and/or
avaifable to nurses or other professionals at all flushes via G-tube have the potential to be
times as they have a key to the MDS office. affected. LPN #2 was re-educated by the
) Staff Development Coordinator on 4/1/10
Interview with LPN #3, on 04/01/10, a_t 330 P.M. regarding the company’s policy on G-tube
revealed shie was only aware that the MDS were administration of medication and flushes.
‘kept in the binders at the nurses station, She _ ,
further stated "WWe do not have a key to the MDS All nurses have been re-educated on the
office that I'm aware of". " oli ) fa
F 322 | 483.25(g)2) NG TREATMENT/SERVICES -  app| POIEYfor @ a;“;}gfgﬁ:ﬁ;:t@ﬁ (1)3st, UM
88=D | RESTORE EATING SKILLS or SDC by 5/14/2010. All agency personnel
g : , ' have been educated by agency nurse
Ba“?ed on the co_mprehenslve assessment .Of d management with verification provided to
e Mg L ey oD Ay et e o
receives the appropriate treatment and services ;Zc::;;ivt;gsg;ﬁﬁza;?; é’ yl : /1:;’12010 will
to prevent aspiration pneumonia, diarrhea, acercy versonnel used .u“ o 3{h‘?ew
vomiting, dehydration, metabolic abnormalities, g n f.p fbonne udec Wit recetve this
and nasal-pharyngeal ulcers and to rastore, if education by agency nursc management and
possible, normal eating skills. verification provided to the SDC. Any new
nurse hired after 5/14/2010 will receive this \
: information during orientation,
This REQUIREMENT is not met as evidenced

BRI
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by: : This Plan of Correction is the center's credible
Basad on observation, interview, and record alfegation of compliance.
review it was determined the facllity failed to Preparation and/or execution of this plan of correctioh
ensqre one (1) Of. twenty (20) ?amp!ed residents, does not constitute admission or agreement by the
Resident #2 received appropriate treatment and provider of the truth of the facts alleged or conclusion
services related o a gastrostomy tube (g-tube). set forth in the statement of deficiencies. The plan of
. correction is prepared and/or executed solely becanse
The findings include: it is reguired by the provisions of federal and state law.
Each nurse will be evaluated via 5/14/2010
Observation, on 03/31/10 at 11:00 AM, revealed ,
Licensed Practical Nurse (LPN) #2 administered demonitr?wn by the DNS, 'UM.;’.r SDC
medication via a g-tube for Resident #2. After quarterly for two quarters to verify proper
checking placement of the g-tube the LPN procedure.
aspirated approximately 80 cubic centimeters (cc) ) ) .
of water into the syringe. The L.PN then aftached SDC will report nursing evaluations to PI fof
the syringe to the g-tubs and pushed the water three months then as-needed to ensure all
through the g-tube. applicable staft adheres to procedures and tqg
. determine any trends and/or additicnal
interview, on 04/01/10 at 10:49 AM, with LPN #2 educational needs.
revealed she always pushed the first fiush
through the g-tube. She stated she did not know
the facility's policy related to flushing g-tubes.
Interviews, on 04/10/10 at 10:41 AM, with LPN #4
revealed all medications and flushes given via a
g-tube were to be allowed fo flow by gravity and
not pushed.
interview, on 04/10/10 at 11:28 AM, with the
Director of Nursing revealed all flushes given via F328
g-tube were to be allowed to flow by gravity and
not pushed. Resident’s #4, #7, #14 and #16 oxygen
) - o o ) equipment was assessed on 4/2/10 with all
Review of the facility's policy "Medication via filters cleaned and tube appropriately dated.
Feeding Tube" all medications were to be
allowed to flow via gravity. All residents receiving continuous oxygen
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F328| have the potential to be affected. On 4/2/10
ss=E | NEEDS contracted vendor cleaned all concentrators
’ _ currently in use and all tubing dated.
FORM CMS-2667(02-09) Previous Varslons Obsolste Event ID: M14D1 Facllity [D: 100457 If continuation sheet Paga 9 of 21
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.| Foot care; and

1 services for four (4) of twenty (20) sampled

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facllity failed to
ensure proper treatment and care for special

residents, Residents #4, #7, #14, and #18, related
to Respiratory Gare.

The findings include;

Obhservation of Resident #4 on 03/30/10, at 10:30
A.M. through 4:00 P.M., revealed the resident
was recaiving oxygen (02) at 2 fiters per minute
via nasal canula (NC), no date was observed on
the O2 tubing and the concentrator's filter was
covered with dust particles. Review of the
Physician orders revealed the resident was fo
raceive O2 at 2 liters per minute via NC.

Ohservation of Resident #7 on 03/30/10, at 10:35
A.M., revealed the resident had O2, the tubing
was laying on the bed and resident appeared {o
be sleeping. The 02 tubing was noted to be
undated and the concentrator filter was covered

- cleaning filters if needed between weekly

pertaining to: Parenteral/Enteral Fluids;
Colostowny, Ureterostomy or Ieostomy:
Tracheostomny Care; Tracheal Suctioning;
Respiratory Care; Foot Care or Prostheses.

Contracted vendor was instructed by the
Administrator on 4/2/10 to review all
concentrators weekly to ensure clean filters
at all times. Contracted vendor also
instructed to date all tubing weekly as tubing
for each applicable resident is changed.
Contracted vendor to provide weekly
verification of work completed to the
Administrator,

All nurses re-educated by 5/14/2010 by the
DNS, UM or SDC on the requirement to
date tubing if changed and the procedure of

maintenance by the contracted vendor. All
applicable agency nurses have received
education by agency nurse management by
5/14/2010 with verification submitted to the
SDC. Any new agency nurse will receive
education by agency nurse management with
verification submitted to the SDC. Any
nurse hired after 5/14/2010 will receive this
education during orientation.

S LS TATEMERT OF DEFICIENCIES ™ -~ [(X1)" PROVIDER/SUPPLIERGLIA - | P MULFIRLE GONSTRUGTION s = voov + o oo L(X3) DATESURVEY. «. - o |-
* T AN PEAN OF- SORRECTION =~ " IDENTIFICATION NBMBER:™ = -~ - PR et e e e e e SORPEETED 77T
A. BUILDING
—— : i B WING o PGSR I
: 185267 f =GR
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HARRODSBURG HEALTH CARE CENTER - 863 LEXINGTON ROAD
. HARRODSBURG, KY 40330
T D | e SUMMARY STATEMENT OF DEFICIENCIES ..~ _ |- o] -0 "~ PROVIDER'S PLAN OF GORRECTION. . 0L, " (e o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
" DEFIGIENCY) |
F 328 | Gontinued From page 9 F328{
o ) . This Plan of Correction is the center’s credible
The facility must ensure that residents receive : allegation of compliance.
proper treatment and care for the following
| special services: Preparation and/or execution of this plan of correction
Inj ections: does nof constitute admission or agreement by the
] . "
. provider of the truth of the facts alleged or conclusions
Parenteral and enteral fluids; . i set forth in the statement of deficiencies. The plan of
Colostomy, ureterostomy, or lileostomy care; correction is prepared andfor executed solely because
Tracheogtomy care, it is required by the provisions of federal and stale law.
Tracheal suctioning;
Raspiratory care; No concerns were identified with care 5/14/2010
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with dust particles. Review of the Physician This P.'fm of Correc_rmn is the center's credible
: : 5 allegation of compliance.
-orders ravealed the resident was to receiva 02 at
2 L per minute via NC., Ghservation on 03/31/10, Preparation and/or execution of this plan of correction
at 9:30 AM., revealed the O2 tubing was Iaying does not constifute admission or agreement by the
on the bed, the resident was observed to put the provider of the truih of the facts alleged or conclusions
02 t t|:'l i set forth in the statement of deficiencies. The plan of
on, at that time, correction is prepared and/or executed solely because
. it is required by the provisions of federal and state law.
Observation of Resident #18 on 03/31/10 at 6:30
PM and 04/01/10 at 11:50 AM, revealed the DNS will conduct weekly random audits of | 5/14/2010

resident was receiving oxygen {02) at 2 {iters per
minute via NG, no date was obsarved on the 02
tubing and the concentrator filters were covered
with white dust particlos. Review of the Physician
orders revealed an order for O2 at 2 liters per
minute via NG,

tubing and filters for four weeks then
monthly for two months to ensure
compliance. Audits will be reported by the
DNS during P1 for three months then as-
needed to verify appropriate procedures and
to identity any trends.

Observation of Resident #14 on 03/31/10, at 5:30
P.M., and 04/01/10 at 2:06 A.M., revealed the

1 resident was receiving O2 at 2 liters per minute
vla NG, no date was observed on the 02 tubing
and the concentrator filter was covered with dust
particlas. Review of the Physician orders revealed
the resident was ordered to receive O2 at 2 liters
per minute via NC

Interview with RN #3, on 04/01/10, at 11:45 AM.,
revealed 02 tubing should be changed and dated
every week and "as needed”. RN #3 indicated
she was unsure as to the faclllty's related to
cleaning the filters but, any time they were dify
they should be washed. She further stated "
checked some of the O2 tubings yesterday and
there was no date. We need to come up with a
schedule to change the tubing and clean tha
filters".

interview with the Respiratory Technician on
04/01/10 at 2:15 PM, revealed she was hired as a
pari-time ammployes on March 1, 2010 to maintain

FORM CMS-2667(02-98) Previous Varalens Obsolate Event ID: M14D11 Facllity ID: 1060457 if continuation sheet Page 11 of 21
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The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as avidenced
by:

Based on observation, lntewlew and record
review It was determined the faciiity failed to be
free of medication error rate of less than five
percent (6%). It was determined the facility had
four {(4) medication errors out of forty-five (45)
opportunities, for an error rate of eight percent
(8%).

The findings Include:

Review of the facility's policy "Medication
Administration” revealed medications were to be
administered within sixty (60) minutes earfier or
later than the scheduled time of administration.
Additionally, the policy stated the MAR should be
review to verify the necessary doses of
medlcation were administered,

Observation of the medication pass, on 03/31/10
at 9:34 AM, revealed Licensed Practical Nurse

o {XAYIDY © SUMMARY STATEMENT OF DEFICIENGIER -0 or e . - -PROVIDER'S PLAN OF CORREGTHON - =« xgyee o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE DATE
" " DEFIGIENGCY)Y .
F 328 [ Continued From page 11 F 328
the oxygen concentrators at the facllity until the T;’;"S Plan of Corvaction is the center’s credible
contract ends in May 2010. Oxygen concentrator allegation of compliance.
filters were 1o be cleaned every Thursday of each Preparation and/or execution of this plan of correction
-week. She stated that she was not trained by the does not constitute admission or agreement by the
facmty on Q2 policies and was not aware of a provider of the truth of the facts alleged or conclusiond
pofcy for cisaning the fters on a as nesdod st e stemet o dfetercic Tl of
22?éstu ;ggr\]&:je ?\h:h:féae?ﬂ stt;]ee ;jec;gfen ts?;lfefc{( or it is required by the provisions of federal and state law)
F ] .
wouldn't know when tubing was changed. F 332 5/14/2010%
F 332 | 483.25(m}(1) FREE OF MEDICATION ERROR F 332
$3=D | RATES OF 5% OR MORE Resident #24 was assessed on 4/1/10 and

showed no adverse signs/symptoms to
medication errors. MD notified on 4/1/10
with no additional orders received.

All residents have the potential to be
affected. LPN #3 was re-educated by SDC
on 4/1/10 regarding medication
administration protocol.

All nurses received re-education by
5/14/2010 by the DNS, UM or SDC on
medication administration policy. All
applicable agency nurses have received
education by agency nurse management by
5/14/2010 with verification submitted to the
SDC. Any new agency nyrse will receive
education by agency nurse management wit
verification submitted to the SDC. Any T
nurse not receiving this re-education by
5/14/2010 will be removed from the
schedule. All newly hired nurses after
5/14/2010 will receive thjs education during
orientation.

All nurses will be observed during med pass]
once per quarter for two quarters by the
DNS, UM or SDC to ensure medication
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| revealed she was new to the facility was just

| stated this resulted in the medications being given

(LPN) #3 passed medications to an un- sampled
resident, Resident #24. These medications were
administered one and one-half hour, aftar tha
scheduled tima. Allopurinol {Gout Medication)
100 milligrams {mg) was given, however per
review of the Medicatfon Administration Record
(MAR) the medication was scheduled for 8:00
AM. Coreg (blood pressure medication) 6.256 mg
was not administered, but was available in a
lpcation unknown to the nurse. Matformin
(diabetic medication) 500 mg was given, however
per the MAR the medication was schaduled for
8:00 AM. Additionally, Resident #24 received one
(1) spray of Flonase to each nares, however per
the MAR the resident was to receive two (2)
sprays per nares.

Review of the Physician's Orders reveaied
Resident #24 was to recaived Metformin 500 mg,
Coreg 6.25 mg, and Alfopurino! 100 mg twice
dally. Additionally, Resident #24 was fo received
Flonase nasal spray two (2) sprays per each
nares daily.

Interview, on 04/01/10 at 10:00 AM, with LPN #3

lsarning the residents’ routine. She explained as
a result she was spending time irying to locate
residents in order to provide medications. She

late. LPN #3 stated she had learnad Resident
#24's Coreg had been stored in anather
medication cart at the end of her shift on
03/31/10. The LPN stated the facility policy was
that medication can be given one (1) prlor to one
(1) hour after the scheduled time. Additionally,
LLPN #3 stated she did not give Resident #24 the
second spray of Flonase as ordered. The LPN
-explained she usually waited five (6} minutes

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES T o | PROVIDER'S PLAN OF CORRECTION Lo
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAQ REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
F 332 Contmued From page 12 | F 332

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/for execution of this plan of correction
does not constitule admission or agreement by the
provider of the truth of the facts alleged or conclusions|
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law

administration is timely, accurate and in 5/14/2010
accordance with policy and procedure,

Observations will be reported by the SDC to
PI for three months then as-needed to
identify any (rends and/or further
educational needs.
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controlled drugs in sufficlent detall to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled. :

Drugs and biologicals used in the facllity must be
tabeled in accordance with currently accepted
professional principles, and include the
appropriate accassory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and hiologicals in
locked compartments under proper temmperature
controls, and permit only authcrized personnel to
have access fo the keys.

The facility must provide separataly locked,
permanently affixad compartments for storage of
controlled drugs Histed in Scheduls |l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuse, excapt when the facility uses single unit
package drug distribution systems in which the

quantity stored is minimal and a missing dose can{-

be readily detected.

- nurse management with verification

Nystop was disposed of on 4/2/10.

All residents have the potential to be
affected. On4/2/10 all resident care areas .
were agsessed to ensure no medications werg
accessible to unauthorized staff and/or
residents.

All licensed staff were re-educated on the
policy for proper storage of medication and
proper disposal/return of
medication/treatments of discharged
residents by the DNS, UM or SDC by the
5/14/2010. All applicable agency staff has
received education by 5/14/2010 by agency

submitted to the SDC. Any new agency -
personnel will receive education by agency
nurse management with verification
submitted to the SDC. All licensed staff not

réceiving this re-education by 5/14/2010 willl

be removed from the schedule until this re-
education has been received. All newly
hired licensed staff after 5/14/2010 will
received this education during orientation.

The UM or SDC will do weekly rounds of
resident-care areas for four weeks,

1 C{4yIoT | T T SUMMARY STATEMENT OF DEFICIENCIES — ==~~~ |~ - -p - - - PROVIDER'S PLAN OF CORREGTION ~—~—-f~-~(xg) - -
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
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: - DEFICIENCY}
F 332 | Continued From page 13 F 332
between each spray per the resident's This Plan of Correction is the center's credible
i allegation of compliance.
preference. LPN #3 stated she "did not go back _ _
and do it yesterday". Preparation and/or execution of this plan of correctiop
F 431 483.60(b), (d); (e) DRUG RECORDS, F 431 does not constitute admission or agreement by the
~ provider of the truth of the facts alleged or conclusiong
§8=D | LABEL/STORE DRUGS & BIOLOGICALS Set forth in the statement of deficlencies. The plan of
. . . correction is prepared and/or executed solely because]
The facility must employ or obtain the services of itis required by the provisions of federal and state la.
a licensed pharmacist who establishes a system
of records of receipt and disposition of all F431 5/14/2010
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This Plan of Correction is the center's credible
This REQUIREMENT is not met as evidenced allegation of comphiance.
gyaised .on observation. inferview. and record Preparation and/or execution of this plan of correctio
' s does not constitute admission or agreement by the
review it was deterinined the facility failed to store provider of the truth of the facts alleged or conclusions
medicaﬁons in a |Ocked compartment Wh]ch setfortilt in ‘fhe statement ofd@“iciencies. The pfan of
permitte d access to authorized personnel correction is prepared and/or executed solely because
’ it is required by the provisions of federal and state law
Observation of the north shower room revealed a l
ls):)tﬂe;c?f Nysté;)ph(sgss’ntl~fu nga!bTeglcatlon) was then monthly for two months to ensure 5/14/2010
Unauthorized staff and resldents who utiized the compliance by all licensed staff. The SDC
Shce:wer :Oom w : will provide rounds to PI for threc months
I then as-needed to identify areas of concern
The finding include: or any trends.
Review of the facility's policy "Storage of
Medications" access to medications was
restricted to those personnel lawfully authorized
to administer medications.
Observation of the north shower room on
03/30/10 at 9:15 AM and Q3/31/10 at 10:12 AM
revealed a wash basin contalhing a botfle of
Nystop which was labeled with a resident's name.
Review of the facility discharge records revealed
the resident was discharged cn 01/13/10.
Obsarvation of the north shower room on
04/01/10 at 9:35 AM, revealed the wash basin
containing Nystop rematned In the shower room.
Interview, on 04/01/10 at 9:35 AM, with Certified
Nursing Assistant (CNA) #4 revealaed medications
were not to be stored in the shower room. She
stated all items wers ta be returned to the
resident's room after use.
interview, on 04/01/10 at 8:40 AM, with CNA #3
ravealed all personal carea items are to be
returnad to resldent rcoms after use, She stated
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[~ PROVIDER'S PLAN OF CORRECTION

The facitity must establish and maintain an
Infection Cantrol Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infaction.

(a) Infection Control Program :
The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and pravents infections
In the facility: )

(2) Decides what procedures, such as isolation,
should be applled to an individual resident; and
(3) Maintaine a record of incidents and corrective
actions related to infections.

(b} Preveanting Spread of Infection

(1) When the infection Confrol Program
determines that a resident nesds isolation to
prevent the spread of infection, the facility must

Waste Management” and “Medication via
Feeding Tube”.

All nurses received re-education by
5/14/2010 by the DNS, UM or SDC on
policies for “Medication via Feeding Tube”
and “Regulated Waste Management”,
Education included, but not limited to,
appropriate handling and disposal of

- contaminated iteins, sharps, and the

appropriate handling, cleaning and storage of!
syringes for enteral feeding.

All applicable agency nurses have received
education by agency nurse management by
5/14/2010 with verification submitted to the
SDC. Any new agency nurse will receive
education by agency nurse management with
verification submitted to the SDC.

T EUMWRV'STAfEmENT‘OF'DEFICIENGIES T o ) S et
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |°  REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
T DEFICIENCY)
F 431 | Continued From page 15 F 431 :
\ . This Plan of Correction Is the center's credible
any medicatlons should be taken to the nurse, Heoati :
who will put back in the medication cart. CNA #3 allegation af compliance. )
stated the un-sampled resident had expired at the Preparation and/or execution of this plan of correction -
facility, but could not remember the date. CNA #3 does not constitute admission or agreement by the
discarded all items which did not have a resident e 1 the s e Jacts lleged or conclisions
T, : ncies. The plan g
name on them and took the mediation to the cqrrection is prepared and/or executed sa!elyfljzecause
nurse. : ' it is required by the provisions of federal and state law.
Interview, on 04/01/10 at 9:50 AM, with the Unit F44] 5/14/2010
Manager/ RN #4 revealed she was not aware the
medication was in the shower rcom untif the CNA Resident #23, #2 and #3 were assessed on
“brought it to her attention, just now". The Unit 4/3/2010 and determined to have no negative
Manger stated the Nystop powder should have outcomes secondary to potential infection
beaen returned to the treatment cart for storage control non-adherence.
after it was used, She explained only licensed
nurses should have access and use the Nystop. - All residents have the potenti
ential to be
F 441 | 483.85 INFECTION CONTROL, PREVENT F 41| offeotod. LON #2,3 and 4 were re-oducated
§8=£ | SPREAD, LINENS - on 4/2/10 regarding policies on “Regulated
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F 441 | Continued From page 16 F 441
’ isolate the resident. 7 Tz;fs P:fn.n of Corre;tion is the center’s credible
(2) The facllify must prohibit employees with a allegation of compliance.
communicable disease or infected skin lesions Preparation and/or execution of this plan of correction
from direct contact with residents or their food, if does not constitute admission or agreement by the
direct contact will transmit the disease. provider 'of the (ruth of the facts q!]eg_ed or conclusions
(8) Th faciity must reguir staf o wash thel oo e e o et iy
Eangs aﬁi‘: eaChlg:jrlicaier?jsg:fent:eo&:&a;t for which it is required by the provisions of federal and stgte law.
and washing is ac .
professional practice. All nurses not receiving this re-education by | 5/14/2010

(c) Linens

Personnel must handle, store, process and
transport linena so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview, and record
review it was determined the facility failed to
maintain an infection control program to help
prevant the development and transmission of
disease and infection within the facility. Facility
staff were ahserved to discard blood soaked
glucose strips and lancets into the trash cans in
two (2) resident rooms, placed the plunger for a
syringe used for a tube fesading resident anto a
beside table, and one (1) Licensed Practical
Nurse (LPN) removed blood soak glucose strips
without wearing gloves.

The findings include:

Review of the facility's policy "Regulated Waste
Management" reveaied any item which had blood
present was contaminated. Additionally, the
policy defined itéms contaminated by blood as

T Regulated Waste which is to be separated from

5/14/2010 will be removed from the
schedule. All newly hired nurses after
5/14/2010 will receive this education during
orientation.

-Observations will be conducted by the DNS,

UM or SDC to verify no improper disposal
of regulated waste and for appropriate
handling of enteral feeding syringes,
Observation will be conducted for 4 weeks,
then monthly for two months to ensure
adherence to proper waste disposal.
Additionally, all nurses will receive a review
of proper medication administration via
feeding tube monthly over the next 3 months
by the DNS, UM or SDC,

The SDC will present audits to PI for three
months then as-needed, to identify any
trends, The SDC will also present
medication audits to PI for three months then
as-needed to determine medication
compliance i maintained.
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discard the glucose strip into the resident's trash
can. LPN #4 repeated this process with two (2)

.additional strips, for the un-sampled resident,

Resident #23. Additional chservation at 11:45
AM revealed LPN #3 entored Resident #3's room
and again removed the glucose strip goiled with
blood using an un-gloved hand and discarded the
strip into the resident's trash can.

Chservation, on 03/31/10 at 11:00 AM, revealed
LPN #2 attempted to perform an accu-check for
Residant #3. The first finger stick did not provide
sufficient blood for the test. The LPN gathered
the blood soaked strip and lancet and threw them
into the resident's trash can. LPN #2 then
obtained a second lancet and glucose strip and
obtained the biood sugar reading. The LPN
removed the blood soaked strip from the
glucometer and picked up the lancet from the bed
side table. LPN #2 removed her gloves in a
manner to wrap the lancet and the glucose strip
inside the glove. The LLPN left Resident #3's
room and discarded the gloves into the trash
container lacated on the side of the medication
cart.

intarview, on 04/01/10 at 10:41 AM, with LPN #4
revealed she was not aware she removed her
gloves priar to removing the glucose strips from
the glucometer and threw the strips into the

5 i ‘(5(;1")‘“_-5; I SUMMARY STATEMENT OF DEFICIENGIES ——"—{ " - - PROVIDER'S PEAN OF CORREGTION —-——--o--= - {}f)- - = | -~
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETIGN
COTAG "REGULATORY OR LSC IDENTIFYING IINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE:
DEFICIENCY)
F 441 | Continued From page 17 F 441 :
© | the general waste stream In the resident care Iils Plan ‘g}fg;ﬁﬁf{g:‘ the center's credible
areas. Per the policy the separation of regulated & ’ :
waste would be implemente.d_ by utilizing the Preparation and/or execution of this plan of correction
appropriate containers until the waste could be does not constitute admission or agreement by the
transpo‘rted. provider of the truth of the facts alleged or conclusions|
) set forth in the statement of deficiencies. The plan of
. , . correction is preparved and/or exected solely because
1. Observatlon, on 03/30/10 at 11 -40'AM1 it is requived by the provisions of federal and state law.
revealed LPN #4 removed a glucose strip from .
-the glucometer with her un-gloved hand and 5/14/2010
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T was administered.

side table while administering the medications.

resldents' frash ¢ans. LPN i#4 stated the strips
and lancets should be discard in a sharps
container,

Interview, on 04/01/10 at 10:49 AM, with LPN #2
revealed she was not aware she had discarded
the lancet and strip into Resident #3's frash can.
Additionally, the LPN stated she did not realize
she had discarded the second lancet and stiip in
the trash on the medication cart.- LPN #2 stated
they should have been placed into the sharps
constrainer.

Interview, on 04/01/10 at 11:00 AM, with the
Infection Control Nurse revealsd lancets and
glucose strips should have heen discarded in the
sharps container and not the residents’ trash
cans,

2. Observation, on 03/31/10 at 11:24 AM,
revealed LPN #2 administered medications via
gastronomy tube (g-tube) to Resident #2. During
the administration of the medication the LPN
placed the plunger from the syrings onto the
resident's bed side table. Upon completion of the
medication administration LPN #2 placed the
plunger back into the syringe, placed the syringe
intp plastle bag, hung the bag on the pole for the
tube feading pump, and exited the room. The
LPN did not rinse the syringe after the medication

Interview, on 04/01/10 at 10:49 AM, LPN #2
revealed she.had placed the plunger on the bed

The L.PN did not identify the placement of the
plunger on the bed side table as a concern. in
additional interview, LPN #2 stated she should

This Plan of Correciion is the center's credible

allegation of compliance.

Preparation and/or execution of this plan of corvection
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conelusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state faw.
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© SUMMARY STATEMENT OF DEFICIENCIES - - -

E ENVIRON

The facility must provide a safe, functional,
sanitary, and comfortable environment for
resldents, staff and the public.

This REQUIREMENT is not met as evidéncsd
by:

Based on obsetvation, interview and record
raview it was determined the facility failed to
provide a safe, functional, sanitary, and
comfortable environment for residents, staff and
the public. '

The findings include:

Observation of the north shower room on
03/30/10 at 9:15 AM and 03/31/10 at 10:12 AM
revealed a wash basin containing several
residents' personal care items. Observation of
the north shower room on 04/10/10 at 9:35 AM,
revealed the wash basin containing the personal
care items and Nystop remained In the shower

were assessed to ensure no medications were
present and all applicable wash basins and
resident’s personal belongings were in the
appropriate locations.

All licensed staff received re-education by .
5/14/2010 on proper storage of personal
affects and appropriate storage of

- medication. This re-education conducted by
the DNS, UM or SDC. All applicable
agency staff received education by agency
nurse management by 5/14/2010 with
verification submitted to the SDC. Any new
agency staff will receive education by ,
agency nuise management with verification
submitted to the SDC. Any licensed staff
that has not received the re-education by

* 5/14/2010 will be removed from the
schedule until re-education occurs. All
newly hired licensed staff after 5/14/2010
will receive this education during
orientation,

X4y 1D W+l PROVIDER'S PLAN OF CORRECTION - T
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE _COMPLETION
TAG REGQULATORY OR L3C IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) .
F 441 | Continued From page 19 F 441
have rinsed the syringe prior fto placing Jt back in This Plan OfCOI'l‘EC.ﬂOH is the center's credible
tha p'l astic ba g. allegation of compliance,
int _' 04110110 at 11:00 AM. with 't.h Preparation and/or execution of this plan of correction
nerview, on a : , Wi e does not constitute admission or agreement by the
infection Control Nurse revealed tha plunger - provider of the truth of the facts alleged or conclusions
| should not have placed on the bed side table. rofote i the it o defcioncin. Thelen of
tSOr\:\?e?th:eh(:ﬂIg igopﬂgvgﬁrz:rig{r}nﬁﬁgiﬂ on a paper it is required by the provisions of federal and state law.
o o F465 5/14/2010
Review of the facllity's policy "Medication via . -
Faedlng Tube", dated 04828/09 revealed there Nystop was disposed of on 4/2/2010.
was guidance as to where to place the plunger
F 485 zgge_f-g(‘ﬁ)ﬂs removed from the syringe. F 465 All residents have the potential to be
: ffected. On 4/2/10 all resident
$8=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL affected. On 4/2/10 all resident care areas
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Interview, on 04/01/10 at 9:40 AM, with CNA #3
revealed ail personal care items were to be
returned to resident rooms after use. She stated
any medications should be taken to the nurse,
who will puf back in the medication cart. CNA #3
stated the un-sampled resldent had expired at the
facility, but could not remember the date. CNA #3
discarded all items which did not have a resident
name on them and took the mediation fo the
nurse.

Interview, on 04/01/10 at 9:50 AM, with the Unit
Mandger (Registered Nurse #4) revealed she was
not aware the medication was found in the
shower room until the CNA "brought it to her
attention, just now". The Unit Manger stated the
personal care items should have been returned to
the residents' rooms after their showers.

DNS, UM, SDC or Administrator for 4
wecks, then monthly for two months to
ensure compliance. The SDC will present
audits to PI for three months then as-needed
to evaluate compliance by licensed staff and
identify any trends.

e
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F"465 | Continued From page 20 F 465
room. (Cross Reference F-431), This Plan of Correction Is the center's credible
allegation of compliance.
Inten.”ew’ Or! 04!0_‘”1 0 at 8:35 AM, with Gertified Preparation and/or execution of this plan of correction
Nursing Assistant (CNA) #4 revealed personal does not constitute admission or agreement by the
care products and medications were not stored in provider of the truth of the facis alleged or conclusion.
the shower room. She stated all items were to be set forth in the statement of deficiencies. The plan of
returned to the resident's room after use. CNA #4 correction is prepared and/or executed solely because
exited the shower room Ieaving the wash basin it is required by the provisions of federal and state law
and personal care items. Weekly monitoring will be conducted bythg 5/14/2010
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A Life Safety Code survey wae initiated and
concluded on Aprll 1, 2010 for compliance with
Titls 42, Coda of Federal Regulations, 463.70 and
found the facility in compliance with NFPA 101 -
Life Safety Code, 2000 Edition.

No deficlencies wara ldentified during this survay.

MAY 2 1 2010

R CEIVER
| — v

ma TiE T
anncd (Koccedt Lo, it Director $2110

Any deficiancy statemea with an agterlak {*) denotes a deficlency which the inslitution may be excusad from corracting praviding it 18 determinad that
ather sureguarda provida sulficlent protection to the petients. (§ee insirustions,) Excopt for nursing homes, the findinge s!eteg abave are discionahie 80 days
fallowing the date of survey whether of nota plan of cormectlon s provided. For nurelng homes, the above fiidings and plans of correction are disclosakle 14
days following the date these ducuments aro mida avallable to the faclity. [ deficiancles are clted, an approved plan of correclion [s raquisite b continued

pragram participation,
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