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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
R
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; DEFICIENCY)
{F 000} INITIAL COMMENTS . {F OOO}'

An offsite revisit was conducted and based on
the acceptable POC the facility was deemed to
- be in compliance as alleged on 12/28/13.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE iX6) DATE

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined thal
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, lhe findings stated above are disclosable 90 days
following the date of survey whether or not a plan of cosrection is provided. For nursing homes, the abeve 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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185277 BWING _ 12705812013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
331 SOUTH MAIN BTREET
HERITAGE HALL HEALTH & REHABILITATION CENTER LAWRENCEBURG, KY 40342
(X4 i0 SUKMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION ; 135
PREF|X | (RACH DEFICIENCY MUST BE PRECECED BY FULL ! PReFlX (EACH CORRECTIVE ACTIONM SHOULO BE © COMFLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OAlE
. ; OEFICIEMCYS
F 00% ; INITIAL COMMENTS

| A Recertification Survey was Initiated o

*12/03/13 and concluded on 12/05/1 3 with :

: deficiencies ciled at the highest scops and i

" severity of D", s :
£ 332, 483.258(m)(1) FREE OF MEDICATION ERROR
$8=0 i RATES OF 5% OR MORE

| The facility must ensure that Il is free of
- medication arror rales of five percen or greatar,

i

This REQUIREMENT is not met as svidenced
: by:
! Based on observalion, inlerview and record :
; review, it was determined the facilily failed to |
{ maintain an error rale of less than five {8} pereent
durlng a medication pass observation. ,
i Observallon of the medication pass revealed twa
- {2) errors oul of thirty {307 opportunities chserved :

I which resulted In a 6.66%, medicalion error rate.

. The findings include:

i

" Review of Resident #9's record rovealed a :
i Fhyslclan's Order dated 1101443, for Neurontin
“{adrug used lo control selzures and (o Ireat ?
. ieuropathic pain) one hundred {100) milligram
! (mg) capsule, lake two {2} capsules by mouth
lwice dally. Furlher review of a Physician Phone |
- Order dated 11/29/13, revealed an order for

| Mucinex (a drug used for thinning mucus from the |
~chas! when you have congeslion from a cold or

i flu) six hundred (600) mg two (2) limes a day for
*seven (7) days,

f

f Observation of a medicalion pass on 12/04/13 a1

e ;:{;QQ The preparation and

execallon of this Plan of

Correctlon does not

constitute an admlsslen or ,

agreemen) by 1he Provider of !
i : the truth of 1he facts afleged :
F 332 _5 or conclusions set forth in

i the Slatement of Deficlency.

This Pla) of Carrectjon Js

prepared and executed

solely because It s required

by Federa] and State laws.

Residen! #9 medication
F332 .
i errors were Immedlately 12/23/2933
resolved by LPN #1 giving
omitted medications after
errors Identjfied. #edicallon
Pass process reviewed with
LPN#1on 12/23/2013.
Unit Coordiralor and/or
i DON will complete a
' medlcallon pass audll with §
nurses on both units on
12/26/2013 and 12/27/2013
to identify any other
pelential deficient practices
Vhat are occur)ing.
A mandalory In service of all
nursas regarding medlcation
' fass process was compleled
on 12/23/2013, 12/26/2013
and 12/27/2013 and wili be
repeated for nurses and
ChATs again In & months. ;

i

LARO, TQ Y DIRECTORS PR VIQEWSUPF’LIERREF’RES.ENTRTIVE'G SIGI;IATURE : iTLE . JIXG) OATE
Al iy A T i/ Josans

Any deficlency stalement ending with an aslerisk {*) denotas a dsliciancy which Ihe Inslliution may be excused froim rorrecliyg providing I 1s8etermified tha

other safeguards provide sufficient proleclion lo Ine patients. (See instyetions.) Except for nursing homes, the findings slated above are disciosable 00 days

following thi dite o SUVey vaisiber o fot & plan of corrgellon |s provided. For nursing hemes, Ihe above findings and plans of comection are disclosable 14
days followIng tha dale Ihase documents sre made available lo the lacily. ) deliclencies are clied, an approved plan of coraction Is requisils to continued

program pasicipalion,
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PRINTED: 12/19/2013
FORM APPROVED
OMB NO. 0938-0364

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERIGLIA (X2 KULTIPLE CONSTRUCTION (X35 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER; . COMPLETED
A, BULDING .
185277 Bwwe . 12/08/2013

NAME OF PROVIOER OR SUFPLIER

HERITAGE HALL HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 7IP CODE
331 BOUTH MAIN STREET
LAWRENCEBURG, KY 40342

PROVIDER'S PLAN OF CORRECTION ' X2}

X4} 15 SUMMARY STATEMENT OF DEFICIENCIFS D _
PREEIX | (RACH BEFICIENCY MUST BF PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO B [ COMPLEnGN
TAG | REGUIATORY ORLSC IOENTIEY NG INFORRIATION; TAS CRUSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENGYS
| H f
F 332? Continued From page 1 f a3z F332 continued
1 9:00 AM, revealed Licensed Practical Nurse i :
(LPN) #1 to adminster only one (1), not the ‘ ]
 Physician ordered two (2), Neurontin 100 Ing Unit coordinators will audit 5
; ¢apsule lo Resident #9. Conlinued observalion nurses on med pass weekly
' revealed LPN #1 revealed Resident #9's Mucinex beginning 12/36/2013 far 4
: 600 mg was not adininistered as ordered, i weeks and then & monthly
LInlerview with LPN #1 on 12/04/13 a1 9:15 AM, | ; for & onens and then &
 revealed she had only administered Resident #9 - ‘ quarlerly for 1 year to
!'one (1) Neurontin capsule; howevsr, should have | ensure sustalnad compliance
; given two (2) as ordered. She stated addilienally - with med pass process. The
" she had not administered the patlent's Mucinex. & Pharmacy consultan wil
[ LPN #1 slated the medication pass process is lo ! &lso one nurse medication
. check the Medicallon Administration Record ;
(MAR), pull the medicalion, recheck the ! : pass monlhiy] beginning :
" . { fanuary for one year, ;
r medlcation packet against the MAR befors il was | : i
L opaned and again befois it was slgned off, LPN ! The QA nurse will monitor :
{ #1 further slated she should have Jollowed this . ! the weekly and monthly i
' process and if she had she would not have made | audi's of medication pass :
 the medicalion errors, . f observalions and repart to i
i _
) ! ) QA guarterly for al least 1 :
- Interview with the Director of Nursing (DONYon ear ;
j 12/05113 at 3:00 PM, revealed the slaff were 1o | : vear !
. use a lhree {3) part check syslem when ; :
1 administrating medications. First staff were to 5 E
: Check the MAR, pull the medication from the .
i medication cart; then check the madication
_ packel agains! the MAR befare opening the : ﬁ
! medlcation packet, looking for the name of ‘ e
i medicatlon, the dose and the lime the medicallon §
i was lo be given; finally the medication packel was | i :
j 10 be rechecked against the MAR as the : 5
' medication was being signed out. She indicated ; ‘ i
i LPN#1 should have followed this process io ; ; :
~prevenl medication errors, ; i
i N
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEDR
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0838.-0301
STATEME NT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTIO W (X3} GAYE SURVEY
AND PLAN OF CORRECTION IDENTFICATION NUMEER; A BULDING 01 - MAIN BUILDING 01 CORPLETED
185277 B WiNG 1240472013
NAME OF PROVIBER O SUFFLIER STREETADDRESS, CITY, STATE. ZIP CODE
337 BOUTH MAIN STREET
HERITAGE HALL HEALTH & REHABILITATION CENTER LAWRENCEBURG, KY 40342
(X&) 10 SUMMARY STATEMENT OF DEFICIENCIES : 16 ! PROVIDER'S FLAN OF CORRECTION : Xl
PREFIX ° (EACH DEFICIENCY MUST BE PRECEDED BY FLILL | PREFW | (EACH CORRECTIVE ACTION SHOULD 8E i COMPLETION
TAG | BEGULATORY OR LSC IDENTIFYING INF QRMATICHN : TAG ; CROSS-REFERENCEL TO THE APPROPRIATE OATE
{ ‘ ' DEFICIENCY)
K 00G INITIAL COMMENTS | K00
! i | :
] H

| CFR: 42 CFR §483.70 (a)
| BUILDING: 01

| PLAN APPROVAL.: 1973 Criginal Construction I
. Date 1988 Addition : :
i

- SURVEY UNDER: 2000 Existing .
I i :
FACILITY TYPE: SNFINF ;

| TYPE OF STRUCTURE: One (1) Story, Type il |
{000) Unprotectad j i

' SMOKE COMPARTMENTS:  Five (5) smoke l i

i comparlmants, !

| i
| COMPLETE SUPERVISED AUTOMATIC FIRE | 1 !
" ALARM SYSTEM | i :
' FULLY SPRINKLED, SUPERVISED (Dry g =
| SYSTEM) :

| EMERGENCY POWER: Type If LP Generalar,

; i
 Atife safety code survey was conducted ! ] .
i 12/04/13, The facillty was found to be In E
' compliance with the Requirements for : | ,
| Participation for Medicare and Medicaid. The | g

facility is licensed for one hundred twelve {112y !
 beds and the census was one hundred two (102} . !

' the day of the survey. !

|
i

; | { é
LABORATORY DIRECTOR'S OR PROVIDER/SLIPPLIER REPRESENTATIVE'S SIGNATURE TITLE |126) DATE

Any deliclency statemenl erding wiih an aslarisk {*) denotes a defisiency which the instlibion may be excused from corresting providing 1) is delermined thal
olher safeguards provide sutficient proleclion b e patients. {Seeinstucions.). Exceplfor nursing homes, he redings stated above are distiosatve 90 days
Toliowlng the dale of survey whather or nat a pian o] corraction is provided. For nuising homes, the abave findings and plans of correcion are disciosable 14
days followdng the dale Ihase docusments are madg avaijladle to the facilty. I deticlencles ara cited, an approved plan of correctlon Is requisite to coanfinued

program participallon,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%13 PROVIDERISUPPLIER/CL if {X2) MULTIFLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORBECTION IDEMTIFICATION RUMBER: A BGLONG 61 - MAIN BUILDING 01 COMELETES
185277 8 WiNG - 12/04/2013
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
331 S0UTH MAIN 3TREET
HERITAGE HALL HEALTH & REHARIL|TATION CENTER LAWRENCEBURG, KY 40342
41D SULIMARY STATEAENT OF DEFICIENCIES : i ? FROVIDER'S PI AN OF CORRECTION : (18
PREFMIX - (EACH DEFICIENCY MUS' BE PRECEDE) By FLILL ] PREFIX (EACH CORRECTIVE ACTION SHOULD BE ¢ GOMPLETION
TAG REGULATORY CR LSC IDENTIEYING INF ORMATIONI i TAG CROSS-REFERENCED TO THE APPROPRIATE | QATE
{ : DEFICIENCY) i
K 000 INITIAL COMMENTS | KO00O,
! : i :
| CFR: 42 CFR §483.70 (a)

| BUILDING: 07
| PLAN APPROVAL: 1973 Original Construction | |
 Dale 1985 Addition :

I |
- SURVEY UNDER: 2000 Existing

| FACILITY TYPE: SNFINF

| TYPE OF STRUCTURE: One (1) Story, Type I | g
{000} Unprotecied : :

| SMOKE COMPARTMENTS: Five (5)smoke | 1 &
| compartments.

| COMPLETE SUPERVISED AUTOMATIC FIRE E
" ALARM SYSTEM ] :

' FULLY SPRINKLED, SUPERVISED (Dry |
| SYSTEM)

| EMERGENCY POWER: Type Il LP Generator.

A life sately code survey was conducled | ] ;
{ 12164113, The facillly was found to be In : i
- compliance with the Reguirements for ; ]
| Parlicipation for Medicare and Medicald. The i
“ facility is licensed for one hundred twelve (t12y ? i
; beds and the census was one hundred two {102} | i
: the day of the survey,

i ;
§ H
4

| X6} DATE

Jains Ot O B N 1919/

Ay Heflm‘srzcy statement ending with an asterisk %) denolss g deficlancy which the instilaion may be excused from correcling providing itis daterdined hal

othier safegliards provide sufficient prolection to the patienls, (See Insructions.}. Except for nursing hames e findlngs siated above are tsciosabie 90 dage’
foliswing the dale of survay whather or not 2 pian of welraction |s provided. For narging homes, the above findings ang plans ol correction are disciosable 14

days following Ihe drle these documents are mads available lo Ihe faclllty, If delicioncies are cited, an approved plen of correction Is requisile o centinuad

progran participation.
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