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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BYFULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

INITIAL COMMENTS

The following reflects the findings of the
Department of Public Health during a
Recertification Survey

Representing the Department of Public Health:

Surveyor Federal ID No. 09697, RN. HFEN
Surveyor Federal ID No. 22303, RN. HFEN
Surveyor Federal ID No. 25046, RN. HFEN
Surveyor Federal ID No. 36291, RN. HFEN
Surveyor Federal ID No. 07598, REHS. HFE-I

Resident Census: 102

Resident Sample: 21

Highest S/S = D
483.10(n) RESIDENT SELF-ADMINISTER
DRUGS IF DEEMED SAFE

An individual resident may self-administerdrugs if
the Interdisciplinary team, as defined by
§483.20(d)(2)(ii). has determined that this
practice Is safe.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and record

review, the facility's interdisciplinary (IDT) failed to
ensure that Resident 16 would not be allowed to
keep medications at the bedsidewithout being
assessed to determine the resident's capacity to
safelyself-administer and safelykeep the
medication at the bedside for one of 21 residents
(Resident 16).
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVEACTIONSHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
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This Plan of Correction constitutes my

written credible allegation of compliance.

Submission of the Plan of Correction is not an

admission of any fact or that any deficiency
whatsoever exists or that any deficiency was

cited correctly.

F 176

1. Upon notification the medication was
removed from the bedside by the licensed

nurse.

2. The Licensed Nurse assessed Resident 16

for self- administration. The resident's orders

and planof carewere updated to reflectthe
self- administration of medication.

3. The IDT conducted rounds to ensure no

medications were at bedside of in house

residents. No other issues were noted. The

Director of Nursing conducted in-service to
Licensed Nurses on 09/13/2016 regarding

medications at bedsides and self-

administration. The RN supervisorswill
monitor for compliancethrough observation
rounds daily. Identified issueswill be
forwarded to the IDT to be addressed as per

policy.
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LABORATORY DlRECTi '̂S s^ROVip^R/SUPPLIER REgRES^NTATlVE'S SIGNATURE

Anv H^fidencv statement endinq witlTan asterisk C) denotes adeficiency which the iiistilution may ba excused from correcting providing it is deteimined thai
7e?S?!ds to IheVatients. (See instructions.) Except for nursing homes the findings staled f ove
following the date of survey whether or not aplan of correction Is provided. For nursing homes, the above findings and plans of correction arediSwing the d^^^^ are made available to the facility. If deficiencies are cited, an approved plan of correction is requisrte to continued
program participation.
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