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F 000 | INITIAL COMMENTS = F 000
A standard health survey was conducied on’
08/02-04/11. Deficient practice was ideniified )
with the highest c-{sc%pe ar|1d seventy at "F" lavel, “This Plan of Correction is prepared and
with no substandard quality of care. -  submitted as required by law. By
An abbreviated standard survey (KY16826, | submnitting this Plan of Correictxon, Gl_';mt
| KY15893, KY15058, KY16228, KY16321, _ . Manor Care & Rehabilitation Cepter
KY 18625, KY16782) was also conducted at this dqcs not adrplt that the deficiency.listed o
e, The allegations were unsubstantiated with -. | this formn exist, nor does the Center admit 1o
+ | no deficient practice idertifled, ‘ any statements, findings, facts, or
F 431! 483.80(b}, (&), (e} DRUG RECORDS, : F431| conelusions that form the basis for the
s5»F | LABEL/STORE DRUGS & BIOLOGICALS - alleged deficiency. The Center reserves the
' o - o right to challenge in legal and/or regulatory
The facm;y thSt B';P!Gy or obtaén_ tl;e BEW'D?S of or administrative proceedings the
a licensed pharmaclst who establishes a system deficiency, staternents, facts, and
of records of receipt and dieposifion of al ' conclusions that form the basis f the
controlled drugs in sufficient detail to énable an .. q d or
accurate reconciliation; and determines that drug eficiency.”
records are in orger and that ar account of all
controlled drugs is maintained and periodically
recorlc:!ied . F431
Drugs and biologicals used in the faciity must be ' 1. The packing strips on Providence hail
tabeled in accardance. with cumently aceepted & and unpackaged medication from the 100
D ety | hall, 200 hall, 300 hall, and 400 hall
Instructions, and the exp[rabon date when 1o ;e;(;ﬁtgm cilms Wer; ;I‘;scarded on August
applicable. . ! y & Licensed Nurse
in accordance with State and Faderal laws, the 2. Medication carts and medication rooms
facility must store all drugs and biclogicals in . were inspected by a Licensed Nurse on
jocked compariments under proper tamperature August 14, 2011 for undated, expired, or
controls, and permit anly authorized personnel to - . unpackeged medication. Any items
have access to the keys. P i identified were discarded. No residents
) C : : { were identified as being affected.
The- facility must provide separately lockad, '5 .
permarnently afﬁxed compartments for storage of

b@;{;m&mﬁ VI RISUPPLIE EF’RESE?EE;EN TITLE / cxeymfs

-A’;r deficiency statament endmg wrth ("} denotes @ deficiency which the instifution may | be excusad from comecting prowdmg & is detarrr![ nad that
other safeguards provide sufficient protew n 34 the patlents. {See instructions.) Excapt for pursing homes, the findinge stated 2bove are disclosable B0 days
jaliowing fhe dete of survey whether or not & plan of corraction i provided. For nursing homes, the above findings and plans of correction are disclesable 14
deya following the date thesa documents are made avallabia to the facility. If deficiencles are clted, an approved plan of carraction is raquasita fo contmued

pragram particinatiorr,
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SUNMARY STATEMENT OF DEFICIENGIES

x4) 1D 5 D PROVIDER'S PLAN OF CORREGTION xs)
" PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
CTAG REGULATORY OR LSC IDENTIFYING JNFORMATION) TAG cRos&REFEREggE%@ g%E APPROPRIATE RATE
' ) 3. The Licensed Nurses and Certified
F 431 Confinued From page 1 F431] Medjcation Aides were re-educated by the
controlied drugs listed in Schedule i} of the Administrator or Director of Nursing
Comprehensive Drug Abuse Prevention and Services as of August 22, 2011 on
Controf Act of 1976 and other drugs subject fo medication labeling and storage. The
abuse, except when the facility uses single urit Licensed Norses will check the medication
package drug distribution systems in which the d medicat
quantity stored is minimal and a missing dosa can carts and medication rooms each day to
be readlly detected. - ensure jabeling and storage is maintained,
This REQUIREMENT is not met as evidenoed 4.. The Director of Nursing Services,
by _ o ' Assistant Director of Nursing Services, Unit
| Based on observation, interview, and record Manager, or Nursing Supervisor will revidw
| feview the facility failed to stors and label drugs the medication carts and medication roomi
and biclogicals in accordance with current weekly fmes 12 weeks f R
accepted professional principies. Unpackaged Y LMes 12N oruncatec or
medications were found in the drawers of the unpackaged items . The.Director-of
medicafion carts an the 100 Half, 200 Hall, 300 Nursing Services or Assistant Director of
Hall, and 400 Hali. Observation of the medication ‘Nursing Services will report a summary of
room Iocated on the Providence Hall revealed a findings to the Performance Improvement
bottte: of packing strips that were avaiiable for Compnittee monthly tirnes3 months for
use. The packing sirips had been opened and . review and further recommendation
exceedad the manufaciurer's recommended '
expiration date of Decamber 201 0. Completed August 23, 2011,
The findings include:
A review of the facilify policy Storage and
Expiration Dating of Drugs/Biologicals, with an
effactiva date of 12/01/07, reveslad the
manufacturers guidalines should be foliowed with |
respect to expiration dates for openad/unopened
medications. In aadition, the policy revealed the
facility shouid ensure that drugs/biclogicals for
each resident were stored m their ariginally
received confainears.
iObservations conducted on 08/04/11, fram 1:10Q
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- unpackaged/uniabeled medications available for
‘resident use, e.g., 11 unpackaged/uniabeled pills

1 400 Hell cart,

: medication carts for expiration dates on a weekly

An interview conductad with the Director of

! the medication carts were o ba cleanead on
5 Saturcays by the night shift staff and checked on

BM to 1045 PM, of medication carts located on
the Heritage and Providence Halls revealed

were stored in the 100 Hall cart, 2 .
unpackaged/unlabeled pills were stored in the
200 Hall cart, 14 unpackaged/untabzlad pills were
stored in the 300 Hall cart, and 8
unpackaged/uniabeled pills were stored in the

An observation conducted on 08/04/11, at 1:45
PM, of the Providence Haill medication room
revaaled a bottle of packing strips with an
explration date of December 2010. The bottie
was opened, not dated with the date it had been
opened, and was availabie for resident use.

An interview conductad with the Unit Manager of
the Heritage Hall on 08/04/11, at 1:15 PM,
revealed the Unit Manager checked medication
carts an the 300 and 400 Halls on a monthly
basis and had not dentified concerns refated to
medication storage. .

An interview conducled with the Unit Manager of
the Providence Hall on 08/04/11, at 145 PM,
revealed the Unit Manager checked medicafions
located in the medication room and the

basis and had pot identified any concemns relatad

to the storage of medications ar with expiration
dates of the medication.

Nursing (DON} on 08/04/11, at 2:15 PM, revealed
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F 431 | Continued From page 3 F 431
a daily basls. However, the DON was nol aware
of any ‘concems with unpackaged/uniabeled
meadicaticnhs.
F 465 | 483.70(h) F 485
S5=C SAFE/FUNCTIONALISANITARY/COMFORTABL _
E ENVIRON _ | F465
The facility must provide a Safe, functional, | .
Sanitary' and comforiable environment for {1, Medicatjon carts and P[" crushers were
residents, staff and the pubiic. cleaned on August 14, 2011 by the L1cansed
Nurses. 5_
This REQUIREMENT is not metl as evidenced 2. No residents were identified as affected |
by: by the identified medication carts apd pill
Based on observation and inferview the facility crushers.
failed to provide ‘a safe, functional, and sanitary _ :
environment for res'dents and staff. Facility X ' . {
medication carts and pill crushers were observed 3. The Licensed Nurses and Certified ‘
soiled with a buildup of medication residue, dirt, Medication Aides were re-educafed as of |
| and debris, August 222011 regarding the medication
' cart and pil} crusher cleaning schedule and
The findings include: procedure by the Administrator or Directdr
. : ‘ of Nursing Services. The cleaning schedule
An Interview conducted with the Director of iz to clean the medication carts and pill
Nursing (DON) on 08/04/11, at 2:15 PM, ravealsd crushers weekly by the Licensed Nurse
the faciiity did nof have a written pelicy for - and/or Certified Medication Aide.
cieaning and manitoring medication carts or pill _
crushers,
Observations conducted on 08/04/11, from 1:10
PMto 1:45 PM, of five facility medication carts for
poth the Heritage and Providence Haliways
revealed a heavy bufidup of medication residue in
the bottom of tha drawers in the madication carts |
-and a buildup of dirt and debris an the putside of
tha zaris. In addition, five pill crushers were
observed with a buildup of dirt debris and
medication residue.
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. DEFICIENCY)
) : . ' ( [ 4.. The Director of Nursing Services,

F 485 Continued From page 4 F.485| A ssistant Director of Nursing Services, Uit
ey onducted with the Unit Menagers of Maneger ar Nursing Supervisor will .
nterviews conducted with the Unit Manag : Eotd :
the Heritage and Providence Hallg on 08/04/11, at rwn;);lﬁ(;rtli;;ei c&“ﬁg;ﬁ:fjg:gﬁ:g erushers
1:15 PM and 1:45 PM, revealed the Unit roanli The Di NS
Managers were not awars of a cleaning scheduie cleanliness. The :rect(?_r of Nursing
for the pill crushers or the medication carts. Servgcesk or Ass]stapt Director of Nursing
According to the Unit Managera the carts wers Services will submit a summary of findings
not rautinely checked for dirt and debris. to the Performeance Improvement

: - ) Committee for review and further
AN interview with the Director of Nursing (DON) recommendation monthly times 3 months-
| on 0B/04/11, at 2;15 PN, revealed the medication |
carts were to be cleaned on Saturdays by night - Completed August 23, 2011.
shift staff. According to the DON, the outside of
the carts was to be cleaned by the Certified
Nurse Aldes (CNAS) and the inside of the carts
was to be cleaned by the nurses. The DON was
not awars of any concerns regarding a buiidup of
medication residue, dirt, and debyris on the
medication carts or the pill crushers.
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CFR: 42 CFR 483.70(a)

Building: 01

Plan Approval: 1986, 1996

Survey under: 2000 Existing

Facility type: SNF/NF

Type of structure: One story Type V111 with
partial basement

Smoke Compartment: Four smoke
compartments

Fire Alarm: Full fire alarm system installed in
1986

Sprinkler System: Automatic (dry) sprinkler
system installed in 1986

Generator: Type Il natural gas installed in 2010
A standard Life Safety Code survey was
conducted on 08/03/11. Grant Manor Care and
Rehabilitation Center was found to be in
compliance with the requirements for participation
in Medicare and Medicaid. The census on the
day of the survey was 85. The facility is licensed
for 95.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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