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E 166 | 483.10(0)(6) ~ (10), 483.10(b)(1) NOTICE OF g6 1. _
ss=B | RIGHTS, RULES, SERVICES, CHARGES Resident #46 has been discharged
From the facility. Resident #27 has
The facility must inform the resltdent both orally Been issued a new Notice of Exclusions
and In writig Ih a language that the resident Form Medicare Benefits form that was
understands of his or her rights and all rules and appropriately filled out in all sections.
regulations governing resldent conduct and
responsibliiies durlng the stay In the facllity. The 2.
facliity must also provide the resident with the All Notice of Exclusions from Medicare
notice (if any) of the State developed under . Benefits forms were audited for the past
§1919(e)(6) of the Act. Such notification must be six months and any idenfified issues
made prior fo or upon admission and during the were corrected.
resident's stay. Recelpt of such Inferination, and
any amendments foit, must be acknowledged In 3,
wiiting. The Social Worker was inserviced by
by the Administrator en ihe notification
The fachity must inform each resident who is process utilizing the Notice of Exclusions
ontitled to Medicald benefits, n writing, af the fme s
of admisslon to the nursing facllity orgwhen the ﬁo;;n Medicare Beneﬁts form. Weekly
; ! audits of the forms will be conducted by
resldent beccm]es eligible folr Madlcald of the e Administrator or designee o ensure
jtems and services that are included innursing . 1ot all sections are complet 1 atel
facility services under the Stato plan and for that all sections are COMP-e od acCUralely.
: The results of the audits will be
which the resldent may not be charged; those .
other items and servicas that the facility offers documf,nted onthe W.eekly Notice of
and for which the resident may be charged, and Exclusions from Medicare Benefits
the amount of chargas for those services; and Audit Form.
inform each resident when changes are made to
the items and services spacified In paragraphs (5) 4,
(I){A) and (B) of this section, I The resulis of the Notice
Of Exclusions from Medicare
The faclity must Inform each resldent before, or Benefits Audit Form will be reviewed
at tho time of admisston, and periodically during in the monthly QA meeting to identify
{he resldent's stay, of services avallablo in the trends and any need for further action
| facliity and of charges for those services, for 3 months. After compliance is
Including any charges for serviees not covered achieved, a random monthly audit will
under Medicare or by the facility's per diem rate. performed by the Administrator or
The facitity must furnish a written descriptlon of g:zldg[t}:: ;3 rtnl;l::::tli‘;?y
legal rights which ncludes: S -

LABORATORY DIRECTORS O ROWI PLIER REPR, ATIVE'S SIGNATURE S . TTI:LE (X6) PATE )
. - n/9/ 2~
AL

Any deﬂc!ancé?{ment endlng with an asterlsk {*) denotes & deficlency which the nslitution may be excused from coreclng providing Itis determined that
othier safeguar provide sufiiclent protection to the patients. (Ses Instruclions.) Exceplfor nursing homes, the findings slaled above aid d[sclo_e:ab!a 9G days o
follawing the date of survay whether of not a plan of correclonis provided, For nuising hemes, the ahove (ndings and plans of correclion amd disclosable 14 e !

days following Lhe dale thess documents ara made avallable fo the faclitty. If deficlencles are dlted, an approved plan of correcion s requistle (o continued S
program parlicipalion. | N 0 V ] 5 2 D IZ ’
- “ 3
[
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Continued From page 1

A description of the manner of protecting
persenal funds, under paragraph (o) of this
section; .

A description of the requirements and procedures
for establishing eligibility for Medleaid, including
fhe right to request an assessment under section
1924{c) which determines tho extent of a couple's
non-exempt resources at the time of
Institutlonalization and attibutes to the community
spouse an equitable share of resgurces which
cannot ba considered available for paymsnt
toward the cost of the institutionalized spouse's
medical care In his or her process of spending
down to Medicald eligibility levels.

A posting of names, addresses, and telephons
numbers of all pertinent Stats cllent advocacy
groups such as the State survey and certification
agency, the Staielicansure offics, the Stale
ombudsman program, the protection and
advocacy network, and the Medicald fraud control
unit; and a statement ihat the resident may flaa
complaintwith the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of fesldent property inthe
facility, and non-compllance with the advance
directives requirements.

The facitity must comply with the requirements
specified in subpart | of part 489 of this chapter
related to malniaining written policies and
procedures regarding advance directives. These
requirements Include provisions to tnform and
provide wilten information to all aduit resldents
conceming the right fo accept or refuse medical
or surgical freatment and, at the individual's
opiion, formulate an advancs directive. This

F 156
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includes a wiitten description of the facility's
policles to implement advance directives and
appllcable State law.

The facllity must Inform each resident of the
name, speclally, and way of contacting the
physician responsible for his or her care.

The facility raust prominentiy disptay in the facliity
written information, and provide to residents and
applicants for admission oral and wrillen
information about how fo apply for and use
Medicare and Medicaid beneiits, and how fo
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT s notmet as evidenced
by:

Based on record review and staffinterview, the
facility failed to provide 2 of 3 sarnpled residents
with all required information in the Notice of
Exclusions from Medicare Benefits. {Residents
#27 and #46).

The findings are:

4. Review of the Notice of Excluslons from
Medicare Benefits revealed Residont #46's
medicare henefits were going fo end on 05/2212,
The notice did not include ihe reason the
medicare benefits wero ending. The section on
the notlce that allowed for the facility fo check the
reason the facility belleved Medlcars would not
pay any longer was teft blank.

Interview on 10724742 at 5:11 PM with the social
worker who was responsible for sending the
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Notice of Excluslons from Medicare Beneiits
covealad she should have checked the reason on
the form but just missed it

2. Review of the Motlca of Excluslons from
Medicare Benefils revealed Resident #27's
medlcare benefits were going to end on 07/ 212,
The notice did not includs the reascn the
medicare benefits were ending. In addition, there
was no option checked by the resident indicating
whether or not sho wanted fo receive the services
and request Medlcare review the facility's
decision relating to Medicare coverage.

Interview on 10/24/12 at 511 PM with the social
worker who was responsible for sending the
Notice of Excluslons from Medicare Benefits
revealed she should have checked the reason on
the form but just missed it. In addition, sho
revealed the options wera always discussed with
the resident andlor responsible party and she
failed to make sure Resident #27 checked an
option on the form.

F 253 | 483.15(h)(2) HOUSEKEEPING &

s5=p | MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintaln a
sanitary, orderly, and comfortable interlor.

This REQUIREMENT Is notmetas evidenced
by:

Based on observations and steff Interviews, the
facility failed to provide clean floors without dirt
accumulation in corners and dust accumutation
on haseboards in 6 resldent rooms and failed fo
replaca a heavily soiled privacy curtainin 1

F 156

F 253

1

cleaned.

Necessary housckeeping services
were provided to Rooms 112, 115,
121, 124, 127 and 137. Any buildup
of dust was removed from floors and
baseboards, the privacy scresns wers
checked for stains and the corners wexe

1172242012
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resldent room. (Rooms 112, 1 15, 121, 124, 127,
and 137). )

The findings are:

4. There was a huildup of dust and dirt on floors
and baseboards as follows:

a. Observation on 10/22/12 at 252 PM of Room
142 revealed dust accurnulation on the top edge
of the baseboards and dirt accumutatlon in both
comers near the door. Addiflonal observations on
10/23112 at 7:58 AM and 10/25/12 at 9:45 AM
revealed the dust and dirt accumulation still
present.

b. Observation on 10/22/12 at 3:01 PM revealed
dust accumutlation was present on the top edge of
the baseboards and dirt accumulation was
ohserved In both gorners near the door.
Additionat observations on 10/23/12 at 10:20 AM,
10/2412 at 4:02 PM and 10/25/12 at 9:55 AM
revealad tho dust and diri accumulation still
present.

. Ohservation on 10/22/12 at 3:15 PM of Room
121 revealed dust accumulation on the {op edge
of the baseboards and dirt accumutation in both
corners nearthe door. Additlona! observatlons on
10/23f42 at 412 PM and 10/25M12 at 9:60 AM
revealed the dust and ditt accumulation still
present.

d. Obseryation on 10/22/12 at 3:33 "M of Room
427 reveated dust accumulation on the top edge
of the baseboards and dirt accumulation In both
cormers near the door, Additional observatlons on
10/23/12 at 10:08 AM and 10/25/12 at 3:57 AM

2,

A facility wide audit was conducted to
detect loose dust, buildup in corners and
cleanliness of privacy screens and

any identified issues Were comected.

3.

The housekeeping staff were inserviced
on proper ‘housekeeping procedures

hat included cleaning loose dust,
ensuring privacy screens ate clean and
dust butldup in comers. Rach week, ten
random room inspections willbe

or designee. The results of the audits
wiil be documented on the We eldy
Housekeeping Room Audit sheets
for a period of three montbs.

4,
The results of the Weekly Housekeeping
Room Audit Sheets will be reviewed
in the monthly QA meeting fo identify
tvends and need for further action for
3 months. After compliance is achieved,
a random monthly audit will be
performed by the Director of
Housekeeping or designee 10
monitor any need for further action

conducted by the Directox of Housekeeping

u
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revealed the dust and diri accumulation still
present.

. Observation on 1022112 at 423 PM of Room
137 ravealed dust accumulation on {he top edgo
of ihe basehoards and dirt accumulation in hoth
corners near the door. Additional observations on
10/23/12 at 9:46 AM, i0/24/12 at 1:00 PM and
10/25/12 at 9:59 AM revealed the dust and dirt
accumulation still present.

{ Observation on 10/2312 at 10:22 AM of Room
115 revealsd dust accumulation on thetop edge
of the baseboards and dirt accurmnulation in both
corners near the door. Additlopal observations on
10/24/12 at 11:27 AM and 10/25/12 at 9:47 AM
revealed the dust and dirt accumulation still
present.

AR Interview on 10/25/12 at 9:55 AM with
Housekeeper #1 revealed that housekeeping
staff swept and mopped all resident rooms every
day.

An intorview on 10/2512 at 10:30 AM with the
Housekeeping Supervisor revealed thathe
expected for floors to ba free of dirt accumutation
in the corners and for baseboards fo be free of
dust accumulation. He stated it had heen difficuit
to remove some of the dirt visible at the bottom of
{ihe basehoards hecause it had gotten stuck in the
floor wax.

An interviow on 10/25/12 at 1:10 PMwith the
Adminlstrator revealed that hls expectation was
for housekeeping staff to remove dirt from the
corners and fo remove dust from the baseboards.

L

| I
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2. Observation on 10/22/12 at 3:01 P of the
privacy curialn in Room 124 between A and B
beds revealed saveral brown stains
approximately 12 10 18 inches up from the boltom
of the curtain. Observatfon on 10/24/12 at 4.02
PM revealed the residentin 124B hed attempling
to open the privacy curtain wilh the multipla
hrown stains clearly visible.

An Interview on 10/24/12 at 415 P with Nurse
Alda #1, who Is regutarly assigned to provide care
for the residents in room 124, revealed she first
noticed the stains on the privacy curtain about a

month ago and assumed itwas tobacco spittle
because one of the residents in the room dips
snuff.

An inferview on 10/256M2 at 8:55 AM with
Housekeepor #1, who is regularly assigned to
clean room 124, revealed privacy curtains were
checked every day and replaced if they were
soilad. She stated she had not noticed the curtaln
was goiled in room 124 and stated one o the
residents is messy with snuff.

An Interview on 10/25/12 at 10:30 AM with the
Housekeeping Supervisor revealed that his
expectation was for privacy curtains o be
changed whenever they wera solled.

An inferview on 10/26/12 at 1:10 PMwith the
Administrator vevealed that his expectation was
for privacy curtalns to ba changed whenever they
were soiled, )

E 312 | 483.25(a)(3) ADL CARE PROVIDED FOR

ss=D | DEPENDENT RESIDENTS

A resident who is unzble to carry out activities of

F 253

F 312

11/22/20%2
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F 312 | Gontinued From page T
dally living receives the necessary senvices o
malntain good nutdtion, grooming, and personal
and orat hyglene.

Deficiency Comnected.

Nail care was provided for resident #15
is receiving the necessacy services for
aciivities of daily living

This REQUIREMENT is notmet as evidenced )

An audit was conducted of all resident’s
finger nails by the Adminisirative Team.
Any identical issues were documented

and corrected on the weekly Nail Audit
Form '

A
Rased on observations, record review and staff
interviews, the facility fallad fo keep 10f 3

sampled residents fingernails trimamed and
cleaned. (Resident# 18). .

The findings ame: 3 s
Nursing, siaff were inserviced on
providing ADL care to dependent
residents . A weekly nail audit will be
completed by the Administrative
Room Round Team and any identified
issues will be reported in the morning
meeting. The DON ox designee will
document the correction date after
nail care has been completed on the
Weekly Nail Audit Form. These audits
will be completed for 3 months.

Resident#15's diagnoses ncluded contractures
and senile dementia. The most recent Mininmum
Dala Set, a quariery dated 1011812, coded him
with cognitive fmpairment and requiring extensive -
asslstance wilh dresslng, bathing and hyglene.

The care plan that addressed Regldent #15's
activity of daily livind deficit was last updated on
40/24M2. The cam® plan stated Resident #15
raquired extensive o total assistance with

personal hyglene caro.

Resldent #15Was observed with long fingernails,
someuptoa quarter of an inch it length peyond
the tp of his finger, and with darkbiown debris
under most of them as follows:

=0 10/22112. at 11:15 AM he was observed with
long fingerngils with brown debris undemeath.
On 10/23/12 at 10:10 AM ho was lying in bed with
long fingernails, uneven and lagged with hrown
debris remalns under nails.

*On 10124112 at 8:05 Al when he was
repositioned in bed and set up for his breakiast
fray, which he fed himself.

4,

THe results of the Weekly Nail Audit
Torms will be reviewed monthly at the
Quality Assurance Meeting

to jdentify trends and need for further

action for a period of 3 months. After
compliance is achieved, -

a random monthly audit will be perforaed
by the DON or designee to monitor '

need for further action.
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+0n 1024112 at 10:35 AM when he was Up inthe
hall in a wheelchalr after he received morming
care by Nurse Aide (NA) #2.

*On 10£24/12 at 11:33 AM while In the dining
room drinking from a cola can.

*0n 1012412 at 12:16 PM while In the dinlng
room feeding himself tunch,

*On 10/24/42 at 2:45 PM while {ransferred back
to bad by twa nurse aldes.

On 10/24/12 at 2:40 PM, Nurse #3 stated nursing
assistants complete nail care anytime moralng or
afiernoon.

on 10/24/12 at 2:52 PM, interview with NA #2
revealed she took care of Resident #15 during
first shift on 10/22/12, 10/23/12 and 10/24/42 this
waek, She stated nails wera to be checked every
day during morning care and care given as
needed. NA#2 further stated she had not tied to
cut or clean Resident #115's nails this week but
she did acknowledae his nails needed frimming
and cleaning.

On 10424712 at 2:55 PM, Nurse #3 Iooked at
Resldent #15's fingernails and stated they should
have been tdmmed and cleaned and that he
sometimes ate with his fingers. She further
stated residents' nails are checked every waek.

On 10/24/12 at 3:01 PM interview with the
Director of Nursing revealed nail care was [ooked
at during daily rounds by adminisirative staff and
weekly during a qualily assurance monitoring
aystem. Nait care was to b provided as needed.
Review of tho documented qualily assurance
monitoring rounds revealed no adminlsirative
rounds for Resident #15 and his section for last
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waek,

On 10/25/12 at 1:46 PM the Assistant Director of
Nursing stated sho observed Resident #15's nails
on 1012412 and acknowladged they needed

care at that ime.
483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident receives and the facllity provides
food prepared by methods that conseive nutritive
valus, flavor, and appsarance; and food that is
palatable, altractive, and at the praper
temperalure.

This REQUIREMENT {snotmetas evidenced
by: )

Based on observations, resident and staff
Interviews, the facility failed {o serve hot food
iterns hot for 2 of 15 residents interviewed for
food palatability {Residents #86 and #11}.

The findings are:

1. Resident #86 was admitted 1o the facility on
5/23/12 and readmitted on 911112 with
diagnoses that included pneumonia and a urnary
tract infection. The admission Minfmum Data Set
(MD3) dated 9M4/12 specified the Resident's
cognition was not impaired and that she was
independent with eating.

On 10/23412 at 10:00 AM, Resident #86 was
interviewed and reported she ale her meals in her
room hut the food was often served cold. She
specified the foed was cold almost daily. She

F 312

F 364

11/22/2012

1. .
Residents-#11 and #86 aro
receiving foods at proper
femperatures.

2.
All residents ave receiving food
that is af proper tempesatuies.
Tray delivery lists were reviewed
and rearranged to assure timely
delivery.
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stated that she had not reported her cancem fo
the facility. She stated she preferred her food 1o
ba served hot becausa it tasted betiter.

On 10/24/12 at 11:30 AM until 1:20 PM a
confinuous observation was made of the lunch
moal service and meal tray delivery system for
the facility. Observations of the tray llna service
revealed the cook measured the temperaturs of
the hot food items prior to meal service that
revealed ihe itoms were above the required 135
degrees Fahrenheit. The cook was interviewed
and reported thai she monitored food
temperatures at o beqinning of the tray Ine to
ensure food was served hot. She added that
plate wanmers were also ufilized to help maintain
the temperature of food. Observations revealed
two plate warining units to heat plakes and
insulated bases. Both warming units were
observed fo be on and In use.

Tho warming unit for the insulated plate bases
was observed and noted to have {wo stacks of
hases. Both stacks were noted to have bases
stacked past the inslde of the warming unit by as
many as nine hases. The bases that wero
outsida of the warming unit were not warm to
touch. At 14:45 AM dietary aide #1 unpiugged
the warming unit for the insulated bases. Distary
alde #1 was interviewed and stated itwas her
usual praciice to unplug the insulated base
warming unitwhan starting tray line hecausa the
electrical cord was not long enough to reach from
tho wall to tha lray line. At11:50 A the cook
unplugged the warming wnit for the plaies. The
cook was Interviewed and reported itwas her
usual practice to unplug the machine because it
rmads the plates toa hotto touch. The cook was

- remain plugged in during the entive

3.
Cooks were inserviced on the warming

Units for plates and bases to

{ray line process. Nursing stafl wexe
inserviced on closing meal cart

dooys and iray delivery process. A
random weekly interview of ten Tesidents |
will be performed by the Dietary Manager
regarding food temperature and
docnmented on the Food Tempet ature
Interviow Form. Any identified

issues will be reported in fhe morning
meeting. A random weekly audit of the
fray line will be completed by the

Dietary Manager of six different

meals to, verify wanming unifs are in

use and docnmented on the Warming
Unit Audit Form. These audits will

be completed for three mondhs.

4,

The results of the Food Temperature
Interviews and the Warming Unit Audils

will be reviewed in the monthly

Quality Assurance Meeting to identify
trends for a period of three months.
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observed to use her hands to handle the plates.
She was unaware of a suction device for
rermoving hot plates. Both warming units
femained unplugged during the tray line from
11:45 AM te 1:20 PM.

On 10124112 at 12:50 PM the cart containing
Resldent #86's meal tray arrived on the hallway.
Resldent #86 was served her fray at 12:56 PM
and was Interviewed. She specified the food was
not hot encugh but did not wish to complain.

On 1012412 at 1:10 PM a lest ray was sampled
with the Dietary Manager (DM) the food was
warm but not hok. During this time the DM was
interviewed and reporied she had not been aware
of concerns with cold food. She added she
monitorad the temperalures of food weskly and
had not observed problems. She was notaware
dietary staff unplugged the warming unils for ray,
fine and added she would expect them tobain
use throughout the tray line to help maintain food
ternperature.

2. On the most recent Minimum data Set,a
quartarly dated 08/21/12, Resldent #11 scored a
42 out of 15 on the brief interview for menital
status indicating some cognitive Impairment. She
was coded as having no delium and no
behaviors and being independent with eating.
Resident #11 was observed eating lunch in the
main dining foom on 10/22112. Resident #11
stated during interview on 10724412 at 10:48 AM
that half the time the food was not served atthe
correct temperature and it was foo cold.

Observations were made of tray delivery senvica
in the maln dining room on 10/24/12. At 12:04

F 364
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PM the first cart was defivared fo the dining reom
with 15 trays. As irays were served, the door io
ihe insulated cart was teft open. At12:10 P, 6
trays yemalned In tha first cart for resldents who
were not in the dining room. At 12:14 a second
cart with 16 trays was delivered to the dining
room. Af 12:23 PM the trays on the two caits are
rearranged and 6 trays are sent to the hall. Al
42:21 PM a third cart arrived in the dining room.
Agaln staff rearvangse irays and sent another cart
to the hall at 12:25 PM with some trays left from
the cart sent to the dining foom orlginally at 12:04
PM.

Interview with Nurse Aide #3 on 10/24/12 at 12:29
PM revealed that the trays coms to the dining
room for resldents who nermally eat in the dining
room. When residents do not go to the dining
room, then the {rays are rearranged for ihe
various halls and sent {o be delivered to the halls.
F 431 | 483.60(b}, (d), () DRUG RECORDS,

s5=p| LABELISTORE DRUGS & BIOLOGICALS

The facility must employ or obtaln the sefvices of
a licensed pharmacist who establishes a system
of records of receipt and dispositlon of all
controlled drugs In sufficient detail o enable an
accurate reconcillation; and determines that drug
vecords are In order and that an account of all
contralled drugs is malntained and perfodically
reconciled.

Drugs and biologlcals used in the facility must be
labeled In accordance with currently accepted
professional principles, and includs the
appropriate accessory and cautlonary
instructions, and the explrafion date when
applicable.

F 364

F 431

1.

Defisiency Coected.
Resident #128

received anew bottle of

2

were corrected,

Latanoprost and the expired bottls was
discarded on 10/24/12, The two boiiles
of expired eyes drops that were not in use
were removed from the cat and
appropriately discarded on 10/24/12

All medication carts were inspected for any
expired eye drops and any identified issues

11/22/2012

\
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In accordance with State and Federal laws, the
facility must store all drugs and blologicals in
Jocked compariments under proper temperature
controls, and permit only authorized parsonnel to
have access to the keys.

The facility must provide separately locked,
pormanently affixed comparimenis for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distrbution systems in which the
quantity stored Is minimal and a missing dose can
be readily dstected.

This REQUIREMENT s not met as evidenced
by:

Basad on observation and staff interviews the
facllity failed {o discard 3 botfles of explred eye
drops with 1 hottle currenily inuse on 2 of 4
medication carts. (Resident #128).

The findings are:

A. Medication cart A on the ICF unit was
observed on 10/24/12 at 3:50 PM. A botile of
tatanoprost 0.005% eye drops {used for
glaucoma) for Resident #128 was observed
available for use. The date opened was
documented on the boille as 09/05/12. Atthis
time Nurse #1 stated she was not sure how long
the eye drops were good after opening and
presented a Recommended Minimum Medication
Storags sheet, Review of this sheet revealed,

3.

Murse’s were inserviced on proper storage
parameters, checking expiration dates, and
medications being removed from carts wher
medication is discontinued to return o
pharmacy. A random weekly andit will

be conducicd by the DON or designee of
medication carts to look at 10 medication
expiration dates. These audits will be
documented on the Medication

Expiration Date Audit Form. These audits
will be completed for a period of three
months.

4,

The resalts of the Medication Expiration
Date Audit Form will be reviewed in the
monthly QA meeting to identify {rends and
need further action for 3 months. After
compliance is achieved, a random monthly
audit will be performed by the DON ox
designee to monifor and any

need for further action
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based on manufacturer package inseris, any
unused portion of these eye drops should be
disearded after 8 weeks of opening. Review of
the Medication Adminisiration Record for
Resident #128 revealed the Resident received
the expired eye drops on 10/24/12 at 10:00 AM.

B. Madicatlon cart B on the ICF unit was
observed on 10/24112 at 4:00 PM. A botils of
tetrahydrozoline eye drops was observed on the
cart available for use. The date opened on the
boltle was 05/28/10 and had a manufactures
expiration date of 0812,

Another bofile of tetrahydrozoline eyo drops was
observed on ihe cart available for use, The date
opened on the boitle was 08/28/10 and had a
manufactures expiration dato of 08/12. Atthis
time Nurse #2 stated nelther of the eye drops
were currently In use and all nurses were
responsible for checking the medications on the
caris to ensure they have not expired.

During an interview on 10/24/12 at 5:00 P, the
Diiector of Nursing (DON) stated that pharmacy
came In monthly to do quality assurance checks
but all nurses were responsible to check thelr
carts for expired medications, During a follow up
interview on 10/25/12 at 3:15 PM, the DON staied
her expectations were for the medication nurses
to check the dates of any medicaffons prior to
administration, remove the expired or
discontinued medication from ihe cart and then
take appropriate action fo obiain a new
wiedication.

Filing the Plan of Coryection does not
Constitute an admission that the
Teficiencies alleged, did, in fact, exist,
This Plan of Covrection is filed as evidence
of the facilily’s desire fo comply

with the requirements and fo continie

to provide high quality resident cave,

11/2212012
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