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A standard health survey was conducted on !
01/16-19/12. Deficient practice was identified :
_ with the highest scope and severity at "E fevel,
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253
58=E | MAINTENANCE SERVICES

The facility must:provide housekeeping and

maintenance sefvices recessary to maintain a . W M-

sanitary, orderly, and comfortable interior. - ‘ Q‘l 5
This REQUIREMENT is not met as evidenced 5
by: - ‘ ‘

Based on observation and interview, the facility
failed to provide effective housekeeping and

|| maintenance services necessary to maintain a

| sankary, orderly, and comforiable interior. :
Observations throughout the faciiity reveated a
door with splintered edges, a bedside commode
with chipped covering on the seat, and a
wheelchair and geri-chalr in need of repair,

The findings include:

A review of the facility's monthly maintenance
calendar (no date) revealed resident rooms were
lo be checked for needed repairs every
Wednesday, Thursday, and Friday. However, no
log was available fo verify resident room checks
were made and needed repairs were performed.

|
Observations of the facility from 01/18/12 through |
01/19/12, revealad the following areas were in !
need of repair; . }

L
'

¥,

LABORATORY DIR] TOR'S OR FRI RISI_.IF' E REI"RESENTATNE"S StGNA‘I‘U i . XE) DATE |
S R, O et 205

Ay deﬂden:yrf(ement ending with an asteﬁsk\") denotes a deficiency which the instiution may be esccused from comrecting providing Fl s dotermined that
other safegu provide sufficlant protection 1o the patients, (Soe instructions.) Except for nursing homas, the findings stated above are discioszble. 90 days
foliowing tha data of survey whethor or not = plan of comaction iz provided. For nursing homee, the above findings and plang of cormection are disclosabie 14
daya foilowing the ldate these documents are made avaliable to the facilty, If deficiencies are clted, an approved plan of corection s requisite tn continued
pregram participation. . . ‘ . ; F
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1. The bathroom door in' resident room 215 had
rough edges that exposed splintered wood.

2. A bedside commode with chipped covering on
the seat was observed in the bathroom of room
207.

3. The wheelchair in room 215 was observed to
have a tom armrest. Several layers of
transparent tape were obsarved on the
wheelchair armrest.

4. A geri-chair in room 125 was observed fo have
a tornAworm armrest.

An interview conducted with the Maintenance
Director on 01/19712, at 11:15 AM, revealed staff
was to complete a work order and place in the
Maintenance Director's box when they observed
anything in need of repair, According fo the
Maintenance Director, wark orders wera reviewed
every moming (Monday through Fridayy and
repairs that affected residents and their safety
were completed before othier repairs. The
Maintenance Director reported he was unaware
of any. of the items that were identified in need of
Fepair,

483.25(dy NO CATHETER, PREVENT um,
RESTORE BLADDER

Based on the resident's comprehensive
assessment, the faciiity must eneure that a
resident who enters the facility without an
indwelling cathefer is not catheterized unless tha
resident's clinical condition demonstrates that
catheterization was Necessary, and a resident

| who ig incontinent of bladder recoives appropriate

treatment and serviges to prevent urinary tract

F 253

F 315

1

i
T
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infections and o restore as much normal bladder
function as possible. '

This REQUIREMENT is not met as avidenced

Based on observaticns, interview, and fadiiity ) i
policy, it was determined the facility failed to
provide appropriata tregtment end services to
prevent urinary tract infections for one resident
{Residert #3) in the sefected sample of twenty
residents. Obsarvations during the provision of
indwelling catheter care for Resident #3 revealed
Certified Nursa Aide-(CNA) #1 failed to follow
facility policy and cleansed the indwelling catheter
tubing toward the insertion site of the residents
indweliing urinary cathater and gleansed the
perineal area in upward strokes,

The findings include:

E
1

A review of the facility's policy titled Giving
Catheter Care (not daled) revealed staff was to
exposa the urinary catheter insertion site,. While
holding the catheter tubing at the insertion sife
staff was to cleanse the catheter tubing with
soapiwaterfwashcioth from tha ingertion site out
to at least four inches with one stroke, The policy
further directed staff to rinse the catheter using
tha same method.

Observation on 01/17/12, at 3:00 PM, of
incontinence care for Resident #8 reveated CNA
#1 failed to cleanse the catheter tubing in an
autward motian from the inserticn site when she
cleansed the catheter tubing and falled to cleanse
the resident's perineal area with downward

-| motions from the catheter insertion site. The
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CNA used upwand strokes when she cleansed
the.sides of the cathater insertion gite and moved
toward the insertion site when she cleansed tha
catheter tubing. CNA #1 was observed to use a

| towel to dry the areag but failed to rins the areas
clean. CNA 21 failed to rinse the cathefer as
directed by the facility's policy.

An interview on 01/18/12, at 2:00 PM, with CNA
#1 revealed ste roalized she had failed 1o use
appropriate technique when she provided
catheter care $o Resident #8. CNA #1 stated she
failed to wipe in dewnward motions and failed to
cleanse tha cathater away from the resident as
trained. CNA #1 stated she was nervous during
the procedure and faifed to provide the catheter
care cormectly. CNA #1 stated residents were
more fikely to have infections if staf did not use
appropriate technique when clearing catheters.

Interview on 01/18/12, at 2:35 PM, with the 200
Hall Supervisor revealed staff was expected to
provide catheter care as outlined in the faciity
policy. The Supervisor stated staff should always
claanse the catheter tubing by cleansing away
from the resident and cleanse the parineal area

' using downward strokes.

I 3231 483.25(h) FREE OF ACCIDENT ‘ F 323

$8=& | HAZARDS/SUPERVISION/DEVICES F_ 3 3—3 [YM:L ;
The facility must ensure that the resident ‘ . éﬁﬂfj i
enviranment remains as free of accident hazards 01,0

{ 8s Is possible; and each resident receives ' ”

adequate supervision and assistance devices to
prevent accidents.

i
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This REQUIﬁEMENT is nat met as evidenced

'Based on observation and interview it was
deterrnined the facilily failed to ensure the
residents’ environment remained as frea from

| dccident hazards as possible. Observation

during the environmental tour of the 100 Unit on
01/18/12 through 01/19/12, revealed the facility
failed to ensure over-the-counier madications,
scissors, and a vegetable peelar were
securad/locked and not acoessible to residents.

The findings include:
An interview conductad with the Facilty

‘Administrator on 01/19/12, at 9:10 AM, revealed

the facility did not have a policy specific to
medications/personal items residents ware
allowed to keep &t their bedside.. The
Administrator further stated over-the-counter:
medications and potentially hazardous items such
&s sciésors or a vegetable pecler that are allowed
to be kept In a resident's room are determined on
an individual bagis, due to some residents' abiiity
to parform their own personal care, However, the
Administrator further stated medications and/or
potentially hazardous items should not be left out
in open view, bt should be p!aoed ina drawer or
a closet after use,

1. Observahon on 01!18!12 at 2:45 PM revesled
an unapened Fleet brand enema on the bedside
table in resident room 120. The package
contained a warming label which read, "Keep out
of children's reach. Hammnful if swallowsd.”

F 323
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2. Observation on 01/18/12, at 9:00 AM, revealed
opened bottles of throat spray, =aline nasal spray,
and a vegetable peeler on the beds:de table in
resident noom 1 08—2

3. Furlher observation on 01/18/12, at 10:25 AM,

revealed a pair of scissorg on.the bedside tabla in |

resident room 105-1. A“STOP" sign barrer
affixed with Velcro tabs was observed across the
doorway entrance fo roorn 105. The resident in

-| 105-1 reported that on occasion other residents

have corme info the room uninvited,

A review of the "Alarme” book at the 100 Unit
nurses’ station revealad 22 restdents on the 100
Unit have = wandering bracelet atarm. The Unit

Manager (UM)/Licensed Practical Nurse (LPN) #3 1.

stated the list of wandering residents was current.

An interview conductad with State Registersd
Nursing Assistant (SRNA) #11 on 01/19/12, at
9:20 AM, revealed Fleet Enemas should nol be

| kept on a resident's bedside table, but shouid be

focked up ouf of residents' reach.  Further

infarview with SRNA #11 revealed she had been
| frained {o observe for potentially hazardous iterms

in the residents’ rooIms each fima she enters a
resident's room to provide care.

An interview with the Director of Nursing {DON)
on 01419/12, at 11:05 AM, revealed staff was

trained to obsetve for potentially hazardous items |

each time they entered the residents' rooms to
provide cara. ifiterns are noted they shouid be
put away in the resident’s bedside drawer or the
resident's closet. . Further interview revealed that’

those residents who have been assessed on

admission and defermined to be competeni o

F 323
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Continued From page 6

self-administer their own aver-the-counter
medication and/or kesp sharp objects at their
bedside, shouid be reminded by staff i keep
medication and potentially hazardous tems in a
drawer or in the closet. .
483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident receives and the facility provides
food prepared by methods that conserve nurritive
vaiue, flavor, and appearance; and food thafis
palatable, afiractive, and at the propear

‘ temperature.

This REQUIREMENT Is not met as evidenced
by:

Based on abservation, inferview, and policy

| review, it was determined the facifity failed to
provide foods that were palatable and ata
preferable ternperature during the evening meat
on the 100 Unit of the facifity on 01/16/12°

The _ﬁn-dings include:

A review of the facility's policy entitled “Meal
Pass” (no date) revealed residents’ meal delivery
would be served timely so that foods were
received by residents at appropriate
temperatures. The policy also revealed cold
foods would be served at 41 degrees Fahrenheit
ar below, and hot foods would be sarved =t 135
degrees or abova, :

Observation. of the evening meal senvice on

| 01/18/12, at 5:25 PM, revealed.meals were

delivered from the kitchen in a closed, unheatad

cart to the 100 Unit of the facility, At 6:00 PM, 35

F 323
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Continued From page 7

minutes afler the food cart was delivered io the
fioor, three trays remainad on the cart.
Temperatures were obtained and a food
palatabifity test was performed on one of the
three remaining trays. The temperatures and
food palatability tests revealed the cabbage
tasted lukewarm at 99 degrees Fahrenhett, the
catfish fasted lukewarm at 96 degrees _
Fahrenheit, and the french fries tasted lukewarm
at 93 degrees Fahrenheit. The food

| temperatures obtained wire nofed to be below

the facility's policy of 135 degrees Fahrenheit or
above, '

A group interview conducted with fiva alert and
oriented residents on 01/17/12, af 10:00 AM,
revealed foods they received at the facility that
should be hot were not always served hol. The

-residents had not reported the issue to the facility,

and had not addressed the issue in the Resident
Council meetings.

An interview conducted with State Registered
Nursing Assistant (SRNA) #7 on 01/1 8/12, at 6;20
PM. revealad it usually took 20 to 30 minutes per
food cart to pass the meal trays to the residents.
The SRNA also stated she had been told to send
a tray back if it had been on the meal cart for too
long. The SRNA stated a fray should not siton
the meal cart for longer than 15 minutes before
noiifying the dietary staff to replace the tray. The
SRNA stated she was unsure why it had taken
them so long to pass the trays and she should
have had the trays replaced.

An interview conducted with SRNA #8 on ]
01/16/12, at 8:28 PM, revesled it usually fook 15

to 20 minutes to pass meal trays. The SRNA

F 364

FORM GMS-2367(02-05) Provious Versions Obasipe Event ID: 5YIST1

Received Tine Feb, % 2012 5:06PM No.5374

Faclity ID: 100236 ‘ ¥ candbuatfon shagt Page & of 11



P2/@9/2012 B6:12 bPEbE83220

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
| AND FLAN OF CORRECTION IDENTIFICATION NUMBER:

WOLFE CO HEALTH CARE

PAGE 14/32

PRINTED: 020172012
FORM APPROVED
CMB NO. 0938-0321

185213

(XZ) MULTIPLE CONSTRUCTION
A. BUILDING

B WING

(X3} DATE SURVEY
COMPLETED

01/1912012

NAME OF PFROVIDER OR SUPPLIER
WOLFE COUNTY HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2IF CODE
850 HWY 181, PD BOX 370

CAMPTON, KY 41301

*4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D - PROVIDER'S PLAN OF CORRECTION

X5
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE AFPROPRIATE PATE

DEFICIENCY)

F 364

F 371
SS=E

| 483.35(1) FOOD PROCURE,

1 falled to prepare and distribute food in a sanitary

Continued From page 8

stated she had been okl by the facility not to
lsave a fray on the cart for longer than 15 mimnes
bafore notifying the dietary staff to replace the
fray. The SRNA stated she was unsure why it
took thern so long to pass the trays, and revealed
she shouid have called the Dietary Deparment,
and had the trays replaced.

An inferview conducted with the Dietary Manager
{DM) on 01/18/12, at 9:25 AM, revesled a fray
should not sit on the meal cart for more than 20
minutes. According to the DM, if a tray has bean
on the meal cart 20 minutes or mere, dietary staff
should be nofified fo replace the fray. The DM
stated she audited test trays for quality two to
three imes every month,

STORE/PREPARE/SERVE - SANITARY

The facility must - ' o

(1) Progure food from sources approved or
cansidered satisfactory by Federal, State or local
authorities; and

{2} Store, prepare, distribute and serve food . _
under sanitary conditions -

This REQUIREMENT Is nof met as evidenced -
by: : - '
Based on observation, interview, and review of
the facllity’s policy it was detsrmined the facillty .

manner. Observation of the tray line for the
evening meal on 01/16/12, revealed a cook faifed
to wash her hands bgztween glove changes.

F364|

F 371
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| door with her gloved hands. The cock then
| opened the bag of frozen french fries by handling

Continved From page 9
The findings include: g

Review of the facility dietary policies titled: Propar
Use of Gloves for Food Handling and
Handwashing (not dated) revealed hands were to
be washed before and after removing gloves and
gloves should be changed frequently, The
policies also directed staff to change gloves after
touching any unsanitary item such as an oven
doer or refrigerator. '

Observation of the tray fine for the evening mesl
on 01/16/12, revealed the cook left the tray line to
obtain frozen french fries from the freezer. The
cook was observed to open the walk-in freezer

$cissors with her gloved hands, placed the fries in
a baskel, and Jowered the basket in the deep
fryer. The cook removed her gloves and placed
the empty bag from the french fiies and her
gloves in a large garbage can. The cock handied
the lid of the trash can with her bare hands. The
copk then donned ¢lean gloves but failed to wash
her hands between glovs changes and after
handling soiled/unsanitary items,

Interview on 01/17/12, at 3:15 PM, with the cook
revealed she was knowledgeable of tha :
requirement fo change gioves and wash hands
after touching any confaminated surface. The
cook stated she shouid have washed her hands
before applying the clean gloves.

Interview on 01/18/12, at 9:30 AM, with the
Dietary Manager (DM) revealed gloves shouid ba
removed any ime a cook needed Io leave the

/
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serving line and hands should be washed befora
apphlying clean gloves. The DM stated staff
should remove dfoves and wash Hands if an
soiled item was touched. :
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Wolfe County Health & Rehabilitation Center
Annual Survey January 16-19, 2012
Plan of Correction
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1. The bathroom door in resident Room 215 has been repaired. The bedside
commode in Room 207 was replaced during the survey. The arm rest for the
wheelchair in Room 215 has been replaced. The arm rest for the geri chair in
Room 215 has been repaired.

2. Thorough environmental rounds have been conducted th roughout the
entire facility. Any identified concerns have been corrected,

3. In-services were conducted by the Administrator, Director of Nursing and
Nursing Supervisors with the nursing, housekeeping and maintenance staff
on February Sth, 10th and 15, 2012. All environmental concerns identified in
the survey were addressed. The In-services also stressed the importance of

observing items in need of repair and reinforced the process to report any
environmental concerns.

4. The CQl Committee designer will conduct environmental rounds weekly for
the next month, then monthly for the next quarter. The rounds will focus on
observing for any needed repairs to the building or equipment. Any
identified concerns will be corrected immediately and reported to the CQl
Committee for further follow up.

5. Completion Date; February 17, 2012.
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Wolfe County Health & Rehabilitation Center
Annual Survey January 16-19, 2012
Plan of Correction
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L.

Resident #8 is receiving catheter care per staff utilizing appropriate
cleansing and rinsing, technique of the catheter tubing and the residents®
perineal area to prevent or reduce possibility urinary tract infections ag
much as possible.

All residents that wtilize urinary catheters are receiving proper catheter
care per professional guidelines with the staff cleaning the catheter from
the insertion site outward and the perineal area being cleansed by wiping
front to back. Staff members have been observed to ensure proper
techniques are being utilized when phen providing catheter care. No
irregularities were noted.

- An in-service was conducted by the Director of Nursing and Nursing

Supervisor on February 9™ and 15th, 2012 with all nursing staff,
including nurse aides and nurses, on providing catheter care per each
resident’s individualized plan of care. The in-service specifically
addressed the importance of rinsing the catheter appropriately during the
cleaning of the catheter tubing, and cleansing the perineal area usin g
proper technique.

. CQI Committee designee will observe 5 nurse aides, chosen at random,

performing catheter care/peri care to ensure proper techniques are being
followed. These audits/observations will be conducted on a weekly basis
for one month, then monthly for the next quarter. Any identified concem
will be corrected immediately and reported to the CQI Committee for
further follow-up and review.

Completion Date: F ebruary 17, 2012

Received Time Feb, 9. 2012 5:06PM No. 5374
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Wolfe County Health & Rehabilitation Center
Annual Survey January 16-19, 2012
Plan of Correction
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1. The enems, over the counter medication, vegetable peeler and scissors were
removed from the resident rooms.

2. Thorough observations have been conducted in all resident accessible areas
to ensure a safe environment free of accidental hazards.

3. In-services have been conducted/scheduled with nursing, housekeeping and
maintenance department on February 9™, 10% and 15, 2012 by
Administrator, Director of Nursing and Nursing Supervisors that addressed
the importance of maintaining a safe environment free of accident hazards
for each resident. The In-service addressed the examples of vegetable
peeler, scissors, enema and over the counter medication being left in the
resident rooms, which were possible accident hazards. Staff will be
instructed to remove any observed possible accident hazards immediately.'

4. The CQl committee designee will conduct rounds in reSide_nt accessible areas

~ weekly for the next month and monthly for the next quarter. The rounds
will focus on observations for any items that are potential accident hazards
for residents, Any identified concern will be corrected immediately and
referred to the CQl committee for further follow-up.

5. Completion Défeé February 17, 2012.

Received Time Feb, 9. 2017 5:06PM Ko. 5374
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Wolfe County Health & Rehabilitation Center
Annual Survey January 16-19, 2012
Plan of Correction
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1. The three trays that were on the cart beyond the recommended time
frame were removed by the Registered Dietitian (RD) and the Dietary
Manager were replaced with fresh trays. '

2. Residents are receiving palatable food trays in a timely manner with
food items at appropriate temperatures.

3. An in-setvice was conducted by the Director of Nursing and
Administrative Nursing Staff with all Nursing Staff , including nurses
and nurse aides, regarding the impostance of timely removal from
carts and presentation of food trays during meal service. The Dietary
Staff was also in-serviced by the Dietaty Manager regarding the
replacing of trays if beyond the acceptable time frames. These in-
services were conducted on February 9™ and 15, 2012 and also
included thorough review of the meal pass process.

4. The QA Committee Team will perform two meal pass audits per
week, which would include all three meals including using food
temperature checks. These audits will be conducted once a week for
one month, and then monthly for one quarter. Any irregularides will
be corrected immediately and reported to the QA Committee for
futther review and follow-up.

5. Completion Date: February 17, 2012.

Recerved Time Feb. 9 2012 5:06PM No. 5374
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Wolfe County Health & Rehabilita.ﬂon Center
Annual Survey January 16-19, 2012
Plan of Correction
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1.

The dietary employee received instructions on the proper use of gloves and hand
washing by the Registered Dietician and Dietary Manager on January 17, 2012,

Residents are receiving food that is prepared and distributed in a sanitary manner.

An in-service was conducted with the dietary staff on January 17, 2012 by our Registered
Dietician and Dietary Manager that addressed the procedures outlined in the facility
policy for proper use of gloves for food handling and hand washing. The in-service
specifically reviewed the procedure for glove changing when leaving the serving tray line.

The CQI committee designee will conduct random observations of dietary staff during
tray line service on both shifts to ensure proper use of gloves and hand washing, twice a
week for one month and weekly for the next quarter. Any identified irregularities will be
corrected immediately and reported to the CQI committee for further follow-up.

Completion Date: February 17,2012.

Recaived Time Feb, 9. 2012 D5:06PM No 5374
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CFR: 42 CFR 483.70(a)
Building: 01
Plan Approval: 1990

Survey under: NFPA 101 (2000 Edition), Chapter
19 (Existing Health Care)

Facility type: SNF/NF
Smoke Compartments: 5

Fire Alarm: Complete fire alarm with smoke
detectors in corridors and single station smoke
detectors in resident rooms

Sprinkler System: Complete automatic sprinkler
system

Generator: Type Il, 175 KW Diesel installed
1990; Type II, 150 KW Diesel installed in 2011

A standard Life Safety Code survey was
conducted on 01/18/12. Wolfe County Health
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 96. The facility is licensed
for 100.
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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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