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set forth in the Staternent of Deficiencies, The Plan of
Correction is prepared and/or executed sofely because thei
provisions of federal and state law require it The provider

F D00 the Provider of the truth of the faetg alleged or conclusions
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Comrection does ot constitute admission O agreement by I
- A Recertfication Suwey wag;:gt!c;sid on : ¢ meinteing that the alleged deficiencies do not jeopardize f
U9/23/14 and concluded on U9/25/14. : ¢ the health and safoty of the residents, nor is it of suck i

‘ Deficiencies were cited with the highest Scope

. and Severity of an "E”, adequate care.,

character as to limit the facilities capability to render . /
i

F 202" 483.12(2)(3) DOCUMENTATION FOR F 202
88=0  TRANSFER/DISCHARGE OF RES ; . Fao2
: : L. Residents #21, #22, and #23 :
- When the facility ransfers or discharges g : suffered no ill effects from the lack
i S of documentation. Facility unable.

‘resident under any of the circumstances specified
in paragraph (a3 }2)(i} through {v) of this section,

- the resident's ofinical record must be

- documented. The decurmentation must be made : :

| by the resident's physician when transfer or ' 2
discharge is necessary under paragraph (a}Zi) - RN Unit Managers, and/or Medical ]

L or paragraph (a){2)(i1) of this section: and a Records Clerk on all : |
physician when transfer or discharge is necessary o discharged/transferred res; dents for

- under paragraph (a)(2)(iv) of this section. B LI “ithe ?re':io\zs month the weel of

10/20/14 to ensure

transfer/discharge summaries are in

to correct deficient practice for the'
identified physician order and
transfer/discharge summaries,
Audits will be conducted by DON,

This REQUIREMENT s not met as evidenced T plice
S by H - Do . . o
: Efased on interview and record review, it was = 4 Administrator and/or the DON will ]
- determined the faciiity failed to ensure the i re-educate all aitending physicians
residents’ Physician or Physician Extender : the weck of 10/27/140n ‘ '
documented in the medical record when a ' f transfer/discharge summarzes are |
 discharge and/or fransfer was appropriate for necessary, DON, RN Unit .
«three (3) of twenty-three (23} sampled residents ; Managers and/or Medical Records
(Residents #21, #22 and #23), , : Clerk will audit all discharged }
_ ‘ ; transferred residents charge for
Resident #21 was transfarred to an acule care ‘ completion of a transfer/discharge
taciity for a high level of care with no : summary from a physician daily for ]
| documented evidence by the Physician regarding . : I month and then weekly for 1 -
f the reason for a higher leval of care was _ moath, ]
! | appropriste and/or necessary. - ' 4. All monitoring findings were !
. : ; reviewed at monthly QA meeting, |
t#22 whs fansferred to an scute care 5 for compliance and o the noed o' |
ity fox a higher level of care with no : update plan to reach 100% ‘ !
“”ﬁ;‘r{’é‘““"’"' QA.. ’{ﬂuu{;usa TS }h—‘fgxe& DATE

: i : ik
LABO; o TORSGIOR PROVIDER/SUPEIIER EPRESENTATIVE'S NATURE
:ﬁc\/f(// v~ Eu&m m[e Mmfwc%o@w ])/3{ i{c{

Any deficiency statement ending with an asterisk (") denctes o deficiency which the institution may be excused from corregting providing iis datelmined that
other safeguards provide sufficient arotection fo the patients. {See instructions. ) Except for nursing hemes, the findings stated above are disclosable 60 days
following the date of survey whether or not a plan of correction is provided. For nursing bomes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available to the facilty, #f deficiencies are cited, an approved plan of somectian is requisite to continued

pregram participation.
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F 202 Continued From page 1

- documented evidence by the Physician ragarding
" & discharge and/or transfer summary fo indicate
the resident's disposition.

. Resident #23 was discharged home with home

- health services with no documented svidence by
the Physician regarding discharge an

- summary indicating the resident's disposition.

i The findings include:

- interview, on 09/25/14 &t 1:30 PM and 3:00 PM,
Pwith the Director of Nursing (DON) revealed the
. facility did nof have a Transfer/Discharge policy,
. however the expactation was for the nurse to

write a Physiclan’s Order for transfer or disch

- of & resident

. Review of the facility's, "Bill of Resident Rights”
“effective U7/01/08, revesied it was the facility's
pelicy to protect and promote residents' rights,

- Review of the residents’ rights revealed the

. definition of transfer and discharge included

. movement of a resident to a bad outside of the

certified facility whether that bed was in the same -
physical plant or not. The facility was to permit

- each resident to remain in the facility and not ;

_transfer or discharge the resident from the facility

- unless the transfer or discharge was necessany
for the resident's weffare and the resident's needs
couid not be met in the facility. Continued review

‘revealed residents weuld not be transferred or
discharged from the facility unless: the transfer or

: discharge was appropriate because the resident's

- health had improved sufficiently so the residernt |
no longer needed the services provided by the

: facility; the safety of individuals in the faciity was

- endangered; the resident failed after reasonable

: and appropriate notice fo pay for a stay at the

Jor transfer :

F 20

o

5 !
Correction does not constinus admission or agresmen: by
the Provider of the truh of the fucts alleged or conciusions
set forth in the Statement of Deficiencies, The Plan of
Corsection is preparsd and/or executed solely because the
provisions of federal and stare law require 1. The provider
malntaing that the alleged deficiencies do not Jeopardize
the health and safery of the residents, nor is it of such
character as to limit the facilitios capability to render

adequate care.

monihly with the presence of the _:
Medical Prirecior Quarterly, The

Quality Assurance Committes
consists of facility and contracted:
staff. This includes Administrator,
DON, Assistant Director of "
Nursing, Staff Development RN,
Social Services Director, HR =~
Manager, Activities Director,
Drietary Director, and the :
Maintenance Director. Contracted
membersiip includes the Medical
Director. '
Date of Corapliance:
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F 202! Continued From page 2
facility, or the facility ceased to operate. Further
review revealed when the facility transferred or
discharged a resident because the resident's
: health had improved sufficiently so the resident
ne fonger needed the services provided by the

faciity or the resident's needs could not be met in |

 the facility, there was o be documentation in the

. Clinical record to indicate such. in addition,

- review revegled the documentation was to be
made by the rasident's Physician when the

 fransfer or discharge was necessary becsuse the

resident's health improved or his/her needs could
: ot be met by the facility.

- 1. Review of the medical record for Resident £

t revealed the facliity admitted the resident on
04/03/14, and transferred him/her on 07/05/74 to

- an acute care facility for a high leve! of care.
However, review ravealed no documanted

- avidence the facility obtained a Physiciar's Order

for the transter, Record review revealed Social

Services (53) documentad a2 discharge summary

inthe Deparimental Notes: however, there was
ne documented evidence the Physician
| documented in the record to indicate if the

- resident was fransferred becatse the sake of the
: resident’s welfare and hisfher needs could not bae

- met in the facifity, or whether other resident's

health or safety was endangered. Record review -

| revealed no documented evidence by the
Physician of why the rasident's transfer o 3
higher level of care was appropriate andior
‘ necessary.

L 2. Reviaw of the medical record for Resident #22
revealed the facility admitted the resident on

: D7728/14, and transferred the resident to an acute -
" care facility on 08/01/14 for a higher teve] of care, j

- Record review revealed Social Services {S8)

MML%—M-"_‘“\

o
| |
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Continued From page 3
documented a discharge summary in the
Departmentat Notes; however, there was no

documented evidence the Physician documentsd

. iy e racord o Indicate if the resident was
ransferred because the sake of the resident's

weifare and histher needs could nat be mat in the

faciiity, or whether other resident's heafth or

safety was endangered. Record review revealed :

ne documented evidence the facility obtained a
Physician's Discharge/Transter Summary (o
indicate Resident #22's disposition from the

facility,

i 3. Raview of the medical record for Residant #23
revealed the faciiity admitted the resident on

. U7/17714, and discharged the resident home with
| horne health services on 08/14/14 However,

record review reveaied no documented evidence |

health had Improved to the axtent hefshe Was

: the Physician documented whether the resident's ;

discharged because he/she no longer needad the

i services of the facility. Record review revealad

no documanted evidence the facility obtained
Physician's Discharge/Transfer Sumimary

- indicating Resident #23's disposition from the

facility.

when residents were transferred or discharged

: from the facility. Further interview reveaied he
dictated the Transfer/Discharge Summaries on

the computer within thirty (30) days of the transfer
or discharge which was to be printed and placed
in the resident's medical racord.

Continved interview with the Director of Nursing

_(DON} on 09/25/14 at 1:30 PM, revealed she was

Interview with the Medical Director on 08/25/14 at -
. 5:05 PM, reveafed he was aware a
~Transfer/Discharge Summary was riecessary

i
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Liselaimeri— Homandiorerestion ol Manof ~
Correction dees not constitute admission or agreement by I’
; : v the Provider of the truth of the facts alieged or conciusions
F 20z Continued From page 4 i Faez set forth in the Stazemenr of Deficiencies. The Plan of
| not aware residents’ Physicians were required fo Correction is prepared and/or executed solely because the
!‘ H document the reason a resident was transferred provisions of federal and state law require it. The provider
. ot : mainins that the elleged deficiencies do not Jeopardize
J ; _and O_f' dgs;harg“d in the mEdl‘Cai record. _?er i the hesith and safety of the residents, nor is it of such
inferview, the DON acknowledged the facm;y had character 43 to limit the fagilities capzbility to render
failed to cbiain the appropriate documentation adequate care.
s from the Physician after the faciiity transferred or
discharged Resident #21, Resident #22 and F323
. Resident #23 which she now knew was . Beautician was re-educated by RN, i
necessary, Education Director of Training on”
F 323, 483.25(h) FREE OF ACCIDENT F323 9/24/14 on safely secilring the
88=£ ' HAZARDS/SUPERVISION/DEVICES beauty shop, storage of chemicals,
and use of O2 within (he beauty

-' The facility must ensure that the resident

- a3 18 possible; and each resident receives
adequate supervision and assistance devices to
: prevent accidents.

"This REQUIREMENT is not met s evidenced

by

| Based on observation, interview and review of
the facility's policy and procedures, it was

bt e s

i determined the facility falled fo enswure the second _

floor beauty shop door was clesed and secured
: when unattended.

; Observation at 3:40 PM revealed the Beautician

' exited the elevator on the facility's first floor with & |

E bag of solled finen and was obsarved to return o
I 'the beauty shop at 3:60 PM. However,
observation of the beauty shop on the second
floor at 3:43 PM revesied the beauty shop was
! " unattended, unsecured with lighls on and the
} . door left open with chernicals, medication and
L

beautician tools accessible to anyone entering the -

environmant rernaings as free of accident hazards

Director of Housekeeping removed
ail expired chemicals from beauty
shop on 9/24/14.

Administrator, DON, EN Unit

Managers and/or Maintenance

Director will complete andit of

building the week of 10/20/14 10

ensure all areas that pose an

accident threat to residents are
safely sccured and chemicals are ;
safely secured,

3. Maintenance Director will install a
spring loaded lock with automatic
door closure on beauty shop door
on 16/17/14. RN Education ' i
Director of Traiming will educate :
all staff including contract services
the week of 10/27/14 on safely :

securing ali rooms fo ensure 2 safd |

|
]
i

[

shop. Social Service Director and f
f

{

j

envirenment. DON, Administrator,
and/or Education Director of
Training will re-educate all staff
the week of 10/27/14 on safely
securing chemicals.  DON,

Aﬁmin{ngmr“- andlorEn Llnls
G EOr - R BT PPttt
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F 323 Centinued From page &
- beauty shop.

* The findings include

| Review of the Tacility's policy and procedure titled, |

"Beauty/Barber Equipment and Area: Cleaning
- of', undated, revealed beauty shop squipment
‘and chemicals were to be lockad in & protected
. area. Continued review revealed the door of the
- beauty shop was to be locked when ro one was
: present in the shop.

Observation on 09/24/14 at 5:40 P revegled the |

: Beagtician was observed to axit the slevaior an
the facility's first floor with & bag of soiled finen,

F Continued observation revealed at 3:50 PM the
Beaulician was was observed o retumn to the

beauty shop. However, observation of the beauty '
“shop at 3:43 PM revealed the door was open and |

i not iocked and the beauty shop was unattended.
" During the observation of the unaltendsd,

; untocked beauty shop af 3:43 PM, revealed an
Topen storage closet incated nside the shop which
contained: a container of Barbicide (a sanitizing

¢ solution for combs and brushes), an unlabeled
bottie of g white, milky substance: thres {3} hair

- permanent kits with a label acvising to keep out
of reach of children; a bottle of medicated

: dandruff shampoo with a fabet advising to keep
out of reach of children; an uniabsled bottie of an

, unigentified clear substance; Lyso! disinfectant

- spray; & hair treatment kit and a surling iron.

: Continued observation revealed in and on the

counter tops was: a medication bottle with varicus 5
. shapes, sizes and colars of tablets; & container of |

' Hydrocide (a germicide/disinfectant) with a

; waming 1o seek immediate medical attention; a

: spray bottle of Oasis Neutral disinfecfing cleaner
. with @ warning label that stated "cormosive” ang

PREFIX
TAG CROSS-REFERENCED TO THE ARPPROPRIATE
DEFICIENCY) {
Disclsimer. Proparation-and tion-efiheRlanof ]
 Corestion does not constitute admission or agreement hy E
E 303 the Prow_der of the truth of tiﬁe facts alleged or conclusions ;
i Setforth in the Statemont of Deficiencies. The Plan of ]

Cosrection is prepared snd/or executed soiely because the
provisions of federal and staie iw reguire it. The provider
maintains that the alleged deficiencies do aot Jeopardize
the health and safity of the residents, nor is it of such
character as to limit the facilities capability te rendar
adsquate care.

!
. o ; |
Managers will audit resident rooms
and hallway 1 ensure environment ;
is secure and chemical fiee at :
random times daily for | month
then weekly for | month. |
4. All monitoring findings were j
reviewed at monthly QA meeting ;
for compliance and or the need to J
update plan to reach 100% :
compliance. QA meetings are held [
monthly with the presence of the
Medical Director Quarterly. The -
Quality Assurance Commiitee
consists of facility and contracted
staff. This mcludes Administrator,
DON, Assistant Director of
Nursing, Staff Development RN,
Social Services Director, HR '
Manager, Activities Director,
Dietary Director, and the
Meintenance Director. Contracted
reembership includes the Medjosl
Diirector, '
5. Date of Compliance:

B

/1671

|
|
|
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F 323" Continued From page 6
: "danger to humans and animals”. Further

BUMBARY STATEMENT OF BEFICIENCIES ]
(EACH DEFICIENGY MUST 8E PRECEDED 8Y FULL BEREFIX
REGHLATORY OF LSO ENTIFYING INFGRIMATION) TAG
Faza

‘observation revesled (2} pair of scissors, {7

; electric razors and a curling iren and a hair dryer
' plugged into & power strip. Also observed was an
: unlabeled plastic bag with "Snip Shape” product

i it and a container of "Steri-Dri” {a fungicida,
bacteriostatic. fumigant sanitizer). In addifion,

' observation revealed a gation pump botte of hair

. conditioner, a container of styling gel and a hottle

L of shampoo under the sink, :

' Review of the "Steri-Dri" fungicidal. bacteripstatic, :

fumigant sanitizer labe! revealed “keep out of

: reach of children”, and the product was a "hazard -

to humans and domestic animals”. Continued

- review of the product labe! reveaied it might be

fatal if swaliowsd and do not get'in eyes, an
i sKinor clothing”.

. Review of the Material Safety Data Sheet IMSDS;

“for the "Ship Shape" dated 10/34/ 11, revealed to
"avoid ingestion and skin contact”  Cortinued

 review revealed if ingested the product couid
cause possible gastreintestinal irritation or

disturbance such as cramps and stomach pain.
Further review revealed if the product came in

- contact with the eyes it could cause burring
sensation, watering or redness.

| Review of the MSDS for the Qasis Pro 20 Neutral ;
. Cleaner and Disinfectant, issued 04/21/06. ‘
: revealed do not ingest as the product was
narmiul if swallowed causing bumns to mauth,

- throat and stomach. The MSDS noted the
product was "corrosive” to the eyes and skin, and
do not get in the eyes, on skin or on ciething
Continued review revealed aveid breathing vaper
or mist as the product might cause respiratory
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Faza Continued From page 7

Review of the MSDS for the "Hydrocide
: Germicide & Disirfectant”, revised 08/05/07,
revealed the product was "corrosive” and if
- swallowed to "consult Physician immediately”.

| _Interview with the Beautician on 09/24/14 at 3.50
 PM and 4:17 PM, revealed she didnt reca|

receiving safety education regarding ENSUring the
- beauty shop was locked when f was unattended. :

Continued Interview revesiad it was her normaf
| process o leave the door open and the shop
" unattended when she went io get a resident to
- bring fo the beavty shop, or fo take & resident
] back to hisiher room or activity. She stated she

also left the beauty shop door open and the shop

J unattendad when she had to take soiled fnans
; down to the faundry on the first fioor. The
Beautician stated she had "naver reafly thought
. of" leaving the beauty shop daor open and the
' shop unattended "as a safety issue”. Further
interview revealed she did not think the residents

- were capable, f they entered the unattendad and :
unlecked beauty shop, of rermoving the fops from

- the chemical containers or the medication bottle
iocated in it. Howaver, she siated the “Bhip

; Shape" was # corrosive brush/comb cleaner, and :

the galicn pump bottie of hair conditioner,
container of styling ge! and bottle of shampoo
f under the sink all were there when she came to
! . wWork at the facility approximately five (5) years
- 8go. The Beautician further stated she had not
disposed of the lems that wag there when she
. Came because the products "might” be used by
" herseif or someone sise.

|
|
i

I Interview with the Director of Nursing ( 20N} on

FORM CME-2567{02-99) Previous Varsions Obsclete

 received safety education upon hire five (%] years

08/24/14 at 4:30 PM, revealed the Beautician had |

|

Event 10 8Y8273 Faciity iD: 100805
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WOODCREST NURSING & REHABILITATION CENTER | ELSMERE, Ky 41015
{KAY 1D SUMMARY STATEMENT OF DEFICIENCIES _ 0 ' PROVIDER'S FLAN OF CORRECTION _ o
PREFX {EACH DEFICIENCY MUST BE PRECEDED 8Y 141 ! PREFIX {EACH CORRECTIVE ACTHIN SHOULD az e M
TAG REGULATORY OR LSS IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APFROPRIATE
DEFICIENCY)
Biselniterm—Preparation-amdior-er wotrerr o theFPrarof- ]
Correction does not constitute admission or agresment by

the Provider of the trith of the facts alieged or cosclusions

F 323 Continued From page 8 F 323 set forih in the Statement of Deficiencies, The Plan of
. 8g0; howavar, there was no documentad Correction is prepared and/or exceutsd solely because the
evidence of tha education availzble due o the : Provisions of federal and siate law require it. The provider
faclty o longer being owred by the same ity e i o s
“company and did not have access fo any prior ; charseter as t0 fimit the facilities capabifity to render ;
documents. She stated the Beautician had : I adeguate care,
received additional safety education on 09/24/14
“which included ensuring the beauty shop door ¢ . F431
. was locked 2nd secured when the shop was ‘ L. All expired biological products
" unattended. ; listed in statement of deficiencies |
F 431 482.60(b), {d), (e} DRUG RECORDS. : F 421 (14 laboratory specimen collection |
So=E  LABEL/STORE DRUGS & BICLOGICALS : ; containers} were removed from the |
. _ . medication room on 9/25/14. |
; The fachity must empiay o be&l!’% the services of : 2, A 100% audit of al} supplies in ‘ ;
" a licensed pha{macsst who esta_b_ilshes a sysiem medication rooms will be checked
! | of records of receipt and‘d;sposntlpﬂ of ar;} : by central supply clerk for
: confrotlled drugs_m s_;uffic;tenf detail %g enable an ‘ expiration dates and any expired
_accurate reqoncmatron: ane—i dererm_mesfhat drug _ medical supplies medications will
i records are in order and fﬁ}at an account of il : : be thrown away ;
{ | ::ggiz drugs fs maintained and periodicatly 3. Education will be provided by
‘ ; : DON andfor RN Education
! Drugs and biclogicals used in the faciiity must be , Director of Training the week of J
J labeled in accordance with currentiv accepted | : 1027/14 of licensed staff and ; ;
| professional principies, and include the 5 central supply clerk on protocol for |
] - appropriate accessory and cautionary the removal of expired medication
- instructions, and the expiration date when and/or supplies. Supply Clerk to
I applicable. j be responsibie to check alf
: ‘ medication room supplies ;
In accordance with State and Federal laws, the expiration dates weekly beginning :
- facility must store aif drugs and biclogicals in the week of 10/20/14, Charge
“locked compartments under proper temperature Nurses to he responsible 0 check !
controls, and permit only authorized personne! to all medication room medicaiion ;j
‘ |

expiration dates weekly beginning

: have access o the kevs.
: the week of 10/20/14. DON and/or

The facility must provide separately locked, i . RN Unit Manager will audit
. permanently affixed compgartmgnfis;orfstffage of medication supply room for expired
conirolled dnggs gx}sted ,:i;; chg ru < E'Dn "zezd 1 items weekly for 2 months :
- Comprehensive Drug Abuse Prevention 2 beginning the week of 11/3/14.
i 4 ) TR . ST :
kD < kel x.ﬂA-uLu%Ul,i.Als SIS~ WETe .
Event [0 8YS21 Faciity iD: 100005 i continuation sheet Page 9of 25
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. BUILDING !
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|
f 185445 | BING. 09/26/2014 |
| NAME OF PROVIDER OR SUPPLIER j STREET ADDRESS, CITY, STATE, 2IF COGE ;
| | 3876 TURKEYFOOT ROAD i
oD T NURSING & REHABILITATION CENTER !
| WOODCREST NUR 8 ON CENTE | ELSMERE, KY 41018 |
f (Xarm SUMMARY S$TATEMENT OF DEFICIENSIES : ; : FROVIDER'S PLAN OF CORREC TION !
P PRERIX {EACH DEFICIENCY MUST 8F PRECEDED BY FULL FREFIX . {EACH CORRECTIVE ACTION SHOULD BE i
TAG REGULATORY OR LEC IDENTIFYING INEDRMATICN) CoTAG CROSS-REFERENCED 10 THE APPROPRIATE ]
‘ DEFICIENGY) |
: - rBisetrimer-Prepuratiomr ey RETHUDr U e Pl ot
Cemcm_m doe.s not constitute adimission or agreernent by !
F 431 Continued From page 8 i~ 431;  the Frovider of the truth of the frets alleged or conclusions
: M ) . set forth in the Statement of Deficiencies, The Plan of
- Control Act of 1978 and Gih?‘f drugs Sgbﬁcf te ‘ ; Correction is prepared and/or executed sofely besause the
-abuse, except when the facility uses singie unit ¢ © provisions of federal and state law require i The provider
| package drug distribulion systems in which the ‘ 3:]“3‘;“311?: ?had‘ the ?Heg;g dﬁ@:’;ﬁﬂ'ﬂﬁ do notjeopargizc
; " . ] T L i e bealth and safety of the residents, nor is it of suc
quantity stored is minimal and & missing dose can | character a5 io limit the facilities capability o render il
: be readily detected. sdequate care, }
reviewed at monthly QA meeting
; for compliance and or the need to _
;f‘?ES REQUIREMENT is not met as evidenced update plan to reach 100% _ |
s by compliance. QA meetings are held
_ Based on observation, interview and review of monfhiy witthhe ptes en%fe of zhz
the facility's Pharmacy Services and Procedures Medical Director Quarterly. The
Manual, it was determined the facility failed t0 Quality Assurance ( r{é -
- stora biological products in & safe manner coni Y fr ’1'r? %mm‘ e |
- Qbservation reveaied fourteen {(14) laboratory _ m;‘}. SE;‘?% .aC; 1Ly an an t.motea i
. (lab} specimen collection containers were expired | stail, This includes Administrator, l
“inone {1} of two (2) medication rooms. I?{}E\, Assistant Director of .
Nursing, Staff Development RN, J
| The findings include: Social Servicc?s Direatfarj HR ’ |
Manager, Activitieg Director, i
_ - Review of the facility's, "Pharmacy Services and Dietary Director, and the
J Procedures Manual, Storage and Expiration Maintenance Director. Contracted
i Dating of Drugs, Biologicats, Syringes ane membership inciudes the Medical
! Needles”, dated 12/01/07, revealed the facility _ Direcior. ‘ }I
; should ensure drugs and biologicals that have an ' 5. Date of compliance: FIZTO/1
- expired date on the iabel, have been retained
- longer than recommended by manufacturer or _
- supplier guidelines or have been contaminated or:
deteriorated, were to be siored separziely from
- Other medications until destroyed or returned to J
the supplier. i
‘Review of the facility’s, "Position Description” for ;
. the Central Supply Clerk {CSC), undated,
s evealed the CSC stored and disfributed medical
instruments, equipment, and supplies in
£ - accordance with "ail company, federal, state, and
local standards”. The Position Description {
 revealad essential functions of the position were: !
Lvant I0: BYZ2 13 Fadiiity 107 100905 # continuation sheet Page 10625
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X4y

F 431 Centinued From page 10 Fast

1o ensure equipmeant was available for faciity
: staff: take snventery and rofate stocked items
- daily; and maintain monthly inventory of all
nursing supplies. Continued review revealed the
- education andfor requirements for the CSC were
two (2) years sxperience in Central Supply
J . Service or as a Registered Central Service
- Technician course with certification: or equivalent
j . combination of education and experience. ;

A

" Further review revealed no documented evidence

« the current CSC signed and dated in the :

" acknowledgement of recefving and reviewing the
! position description. :

. Observation on 09/25/14 at 11-45 AN, of the firet -

- floor medication {med) room revealed eight (8)
viral ransport specimen swab fubes with

i . expiration dates of 08/20/14, one {1) wound

| culbire swab specimen container with an

. expiration date of (09/21/14, two (2] stool

i “specimen coflection containers for culture and

I sensitivity with expiration dates of (2/2014, and
three (3)

J stool specimen containers for ova and parasite

! - with expiration dates of 1042013,

{

]

Interview with the CSC on 09/25/14 &t 1210 M,
_feveaied she had been in the position iess than
fone (1) month and was trained by the previous
CBC for oniy two (2) days before he lof the
- position. Continued nterview with the GSC
“revealed this was the only fraining she received
- for the position, as no one eise in the facility had
! trained her on the new position. The C8C
revealed she was unaware thers were specimen
‘ containgrs in the drawers in the first fioor med

/ rocm and alsc was unaware that specimen tubes

| expired.
¥ continuation shest Page 14 of 25
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PROVIZER'S PLAN OF CORRECTION ; &

i
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SUMMARY STATEMENT OF DEFICIENDIES

AG
SREFIX (EACH DEFICIENCY MUST 88 PRECEDED BY FUlLL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

F 431 Continued From page 11
inferview with the Hurman Rasource {HR}
Manager on 09/25/14 at 2:15 PM. revealad the

: C8C had been in the position of Central Supply

Clerk since 08/15/14, just a little over & manth.

- The HR Manager revealed the GSC also workec
in transportation and Medical Records. Ehe

i stated she had frained the S0 "prefty much” buf;

~did not go over the entire med rooms with the her,

« Perinterview, there was no documentation of
what she had frained the CSC on, The HR

- Manager stated she had jus! heard abou? the
problem with the spesimen containers baing

expired. According to the HR Manager, since the :

current CSC had In the position for such a shor
- fime educating her on the items in the med rooms |
could have besn missed; however, stzted the
‘former C8C had missed the expired items also.
She stated she “personally” did not "check on”
- the CSC as the Director of Nursing {DON) was

“the C8C's supsrvisor,

“nterview, on 8/25/14 at 3.00 PM, with the DON
. reveaied the new CSC was trained by the
“outgoing CSC and the MR Manager, She stated

trained as things came up. The DON revealed

. someone did not do the job as thoroughly as they -

- shouid have; however, she was not a "micro

. manager” and assumed “you should know how o

- do your job and just do it Per interview, the
facility had no documentation the CSC was

i trained or checking for the expiration of
specimen containers. She stated an expired fab

: specimen container could result in an naccurate
lab resulf for a resident.

441 483.65 INFECTION CONTROL, PREVENT

S8=£ ' BPREAD, LINENS

|

i

] - e CSC reported to her, and the CSC wae baing
|

i

|

i i
PREFIX (EAGH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFISIENCY)
;‘
i ;
F 431 : /
|
,f
!
|
H
|
H
|
j
|
F a4t
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F 447! Continued From page 12
. The facility must establish and maintain an
Infection Control Program designed fo provide a

© the Frovider of the trinh of the facts alleged or conclusions
Fa41 set forth i the Statement of Deficiensles, The Plan af
Carrection is prepared and/or executed selely because the
provisions of federal and state law require it. The provider
maintains that the alleged deficiencies do not jeopardize

STATEMENT (2F DEFIQIENCIESD X1} PROVIDER/SHPPLIERICELIA j f

AND PLAN OF CORRECTION WENTIFICATION NUMBER: A BULDING COMPLETED f

! l‘ ; E

| ! 185445 Lo vine |__owzeizors |
g NAME OF PROVIDER OR SUPPLIZR CTREET ADDRESS, CITY, STATE, 2IP 20DE

f ODCREST NURSING & REHABILITATION CENTER 3876 TURKEYFOOT ROAD |

| WOODCR | ELSMERE, KY 41018 i

, )0 SUMMARY STATEMENT OF DEFICIENGIES i ' PROVIDER'S PLAN OF CORRECTION 7

BREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE I

! TAG REGULATORY GR LB iDENTIFYING INFORMATION TAG CROSS-REFERENCED TO ThE APPROPRIATE H

DEFICIENCY) j

Aisclaiinen Preparanion sndior exscstion cfihe Plan of ;

F Comection does not constitute admission or agreement by, j

: safe, sanitary and comfortable environment and

o help prevent the development and transmission

; of disease and infeciion.

: (&) Infection Control Program
The facility must establish an infection Confro!

! Program under which it -

{1} Investigates, controls, and prevents infections

in the facility;
. {2} Decides what procedures. such as isolation,

'should be applied to an individyz! resident: and

actions related to infections.

(b) Preventing Spread of Infection
H{1) When the infection Control Program
} determines that a resident needs isolation to
! ! prevent the spread of infection. the facility must
j isolate the resident.
H{2) The faciity must prohipit employees with
communicable disease or infected skin lesions
from direct contact with residents or their food,
] direct contact will tranamit the dissase.
! (3) The facitity must require staff to wash their
|
|

hands after each direct resident contact for which

. hand washing is indicated by accepted
_professional practice.

{¢) Linens
. Personnel must handle, store, process and
transport linens so as to prevent the spresd of

¢ infection,

[ - This REQUIREMENT is not met as evidenced
by

{3} Maintains a record of incidents and corrective

the health and safery of the regidents, nor is i of such
character as o limit the facifities capability to render
adaguate care.

F441
Lo Al facility concentrator filters were

immediately changed on 9/23/14,
Facility was unaware of the 7 ’
observation of appropriate handling j
of food and was unsble to correct
unmediately, _ ;!
2. All facility concentrator filters were fi
immediately changed on 9/23/14. ;
100% audit on all Tacility
cencentrators will be conducted by !
DON the week of 10/20/14to !
ensure filters are changed and =~ |
clean.  Observation in Dining
rooms and of room trays conducted
daily by DON, ADON, :
Administrater, RN Education !
Director of Training, RN {Unit !
Managers, and/or Shift Supervisor
beginning the week of 10/20/14 1o
ensure the correct handling of food
during its service.
3. Re-education of Central Supply
Clerk was conducted by DON on ;
16/8/14 on the process of changing |
concentrator filters weekly. Re- |
education of all nursing staff to be
conducted by DON and/or RN ¢ f
Education Director of Traiping the
week of 10/27/14 on proper
handling of food, DON and/or RN
Hnit Managers will audic :

FORM CIMS.2587{02-99) Previous Yersions Dbsclete

Event I 89274

Faciiity 1D 100808 If continuation sheet Page 13of 28



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

PRINTED: 1010312014
FORM APPROVED
GMEB NO. 06380307

STATEMENT (0F DEFICIENCIES

(R1) PROVIBER/SUPPUIERASLIA

02} MULTIPLE CONSTRUCTION

ig.‘(s 3 DATE SURVEY
COMPLETED

i

; IERC

| AND PLAN OF CORRESTION IENTIFICATION NUMBER: A BUILDING

{ 185448 SOWING — | oersi2014
STREET ADDRESS. 0iTy, STATE, ZiP CODE

NAME OF PROVIDER QR SUPPLIER

WODDCREST NURSING & REHABILITATION CENTER

3878 TURKEYFOOT ROAD.
if ELSMERE, KY 41018

i
I
|
:
!
é
i
i

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST 8E PRECEDED BY Ful
REGULATORY OR LEC IDENTIFYING INFORMATION)

i8]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION £5)
{(EACH CORRECTWE ACTION SHOULE BE ; Coume
N Lok -4

CROSS-REFIRENCED TO THE APPROPRIATE
DEFICIENCY)

Disclaimer: Preparation andor oX sontion af sthe Plag of

Faa1 Centinued From page 13

- Based on observation, interview and review of
facifity policy and Position Description, it was

 determined the facility failed to maintain an
nfection control program to provide a safe, :

: sanitary and comfortable environment and 1o fielp

prevent the development and transmission of

| disease and infection regarding the cleaning or

" changing of oxygen concentrator fiters as

i scheduted.

. Observations during inifial four on 0923714

‘revealed eleven (11) of eleven (11} residents with |

L oxygen (Q2) in use on the facilly's second fioar

“had O2 concentrators with significant dust plddup
o the filters.

In addition, the facility faifed to maintain an
infection control program to provide a safe,

. sanitary and comfortable environment and to haip

prevent the development and transmission of
disease and infection regarding staff serving
residents’ fond,

' Observation revealed staff touchad resident food
. with their bars hands.

. The findings include:

1. Review of the facility policy titled, "Respiratory

fEguipment”. undaled, revesled it was the Chatge |

Nurse's responsibilizy to ensure respiratory

- equipment was changed evary Sunday night on

the 1100 PM to 7:00 AM shift,

Review of the facility's, "Position

i Description-Central Supply Clerk™ undaied,
revealed Central Supply Clerk's "position

| pufpose” was to store and distribute medical
instruments. equipment and supplies within the

Fa47.

Correction doss not constitute sdmission or agreement by
the Provider of the truth of the facts alleged or conclusions
set farth in the Statement of Deficiencies. The Flan af .
Correction is prepared and/or excouted solely because the
provisions of federal and state law require it. The provider
maimaiss that the alleged deficiencios do not Jeopardize
the health and safity of the residents, nor is it of such
chamacter as to limit the facilities capatdlity to render
adequate care.

concentrator filters the week of
10/27/14 once weekly for 2 months
and then monthly thereafier. :
Ongeing daily meal audits
beginning the week of 10/20/14 to
be conducted by the DON, ADUN,
Admipistrator, RN BEducation
BDirector of Training, RN Unit
Managers, and/or Shift Supervisor
conducted dmily 611 11/30/14 and
then 3 times a week for 1 month,
4. Quality Assurance Comrmitres
members reviewed mimmally 5
days a week for 30 days or
additionally as necessary until
11/30/14; then one time weekly |
until 12/31/14 or as nesded; then
monthly thereafter or as needed
sooner. QA meetings are held
monthly with the presence of the
Medical Director Quarterly, The
Quality Assurance Committee |
consists of facility and contracted
staff, This includes Administrator,
DON, Assistant Director of
Nursing, Staff Development RN, |
Social Services Director, HR
Manager, Activities Direcior,
Dietary Director, and the .
Maintenance Director. Contracted
membership includes the Medical
Director

B P SN

S .

e
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i
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a‘

{

Disclaimer: Preveration andior execution of the Plap of J
i

F 441" Continued From page 14

facility's standards. Review ravealed the Central

Supply Clerk's iob duties inciuded making sure

| staff had supplies. Addifional review revealed the :
Central Supply Clerk was raquired o have

- proficiency in the following: basic rmicrobiology,
soaps and detergents. quality assurance,

isotation techniques and safe practices and

_ Infection contrel.

|
|
f
i
1 B
|

' reveaied eleven (11) of eleven (11) residents on
. the facility's second floor with 02 in use had 02
' concentrators with significant dust buildup on the

i
] .- Observations during initial tour on 09/23/14
filters.

- Interview with the second floor Unit Manager
F{UM) on 09/23/14 at 11:23 AM, revealed the
facility had a service which came weekly and
' provided maintenance for the concentrators
; : which included changing the tubing, filters and
! - water bottles.  She indicated the dust buitdup on
; the the filters was unacceptalble as it was an
~infection controf issue. Continued interview
reveaied the large amount of dust buildup would
indicate the filters had not been changed for
. greaier than one (1) weak.

Interview with the facitity's Central Supply Clerk

(CSC) on 09/25/14 at 12:10 PM revealed she had :

_been in the position for about 2 month, and had

- heen traired by her predecessor for just two (2)
days before he left. Coniinued interview revealed .

- she had not received any further education on her:

job duties after the former CSC left. :

s

interview with the Human Resources (HR)

: Manager on 09/25/14 at 215 PM, revealed she
“had "rained” the current CSC "pretty much”: :
- however, did not have documentation of what she |

Correction dues nnt constingte admission or agreament by
the Provider of the truth of the facts alleged or conalugisgs
set torth in the Statement of Deficiencies. The Planof -
Correction is prepared and/or executed solely because the
provisions of federal and state faw require it. The provider
maintains that the atleged deficiencies de not jeopardize,
he bealth and safety of the residents, nor is it of suehy
character as 1o limit the fasilities capability 1 render
adequate care.

i

5. Date of Compliance: L1110/

et et )

I gontinuation shest Page 15 of 25
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F 441 Continued From page 15
‘covered in the training. Continved inferview
revezled the Director of Nursing {DON) was the
: C8C's supervisor,

s interview with the DON on 09/25/14 at 3:00 PM
“and 510 PM, revezled the CSC was under her
: supervision, and the currant C5C had been
“trained by the former C8C. The DON indicated
“the CSC position was “on the job” fraining and
‘she taught the CSC as situations arose, She
; stated she was not a “micro manager’, and her
“assumption was staff knew what their job was
and "ust did &' Per inferview, the facility was
responsitle” for "changing the foam fiters”,
- tubing and water botttes on the 02 concentrators. :
She stated there was a “service” which performed -
:“preventative maintenance and repair only” of the
02 concentrators. The DON revealed the 02
concentrator filtlers were to be changed "weekly"
-on day shiff by the CSC. She revealed she had
- also observed the "dirty” 02 concentrator filters
Fafter the Survevor interviswed the second floer
;UM The DON indicated she “immediately” had
&l the O concentrator fiters changed for those
- in use as this was an infection control issue.

. 2. Review of the facifity's policy titied, “GA

" Systemns Process Overview”, revised March

. 2013, revealed infection controf was an area

. monitored by the Quality Assurance {QA)
I - Committee through the QA process. Continued
] : reviaw of the Policy revealed "all staf? would be :

inserviced on their role in the facility's QA System -

i “bi-annualiy”.

. Review of the facility's, "Quality Assurance
‘Policy”, revised September 2013, reveaied the

- Interdisciplinary Team (iDT) was to meet “at least .
| weekly" and at a minimum was to consist of the |

¥ continuation shast Page 16 of 25
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F 441 Continued From page 16
| Administrator, DON or Nursing Representative,
Social Services, Therapy, Distary and Activities. :
Continued review of the Policy revealed “sections -
L of the meeting" were at ieast, but not limited to
fallfincidents, skin, weight vanances. restraint
: reduction, pain and infection control,

Review of the facility’s Plan of Carrection (POC),
. dated G9/16/13, revealed the facility implemented ‘
“education for all ficensed and certified saf :
. related to the proper handling of food during the
tmeal service.

' Observations on 08/23/14 at 1:02 PM during the
lunch meal service revealed State Registerad
Nursing Assistant (SRNA) #3 touched the dinner

- roll with her bare hands whern she removed it
from the wrapper and placed it 6n a resident's

| plate.

_Interview with SRNA #3 on 05/23/14 at 1-05 BM

| revealed she was unawars it was a concern

" because she had ust washed her hands,
However, further inferview revested she indicated |

- she should not have touched the bread with her

" bare hands as it would be an infection conirod

igsue,

‘Observations on 09/23/14 at 12:55 PM. during
the lunch meai service, in the restorative dining

- area on the second floor revealed SRNA #1
picked up a resident's dinner roff with her hare
hands to remove the rofl from the package, and

: again to move the rolt to a different area on the

"resident's plate.

Interview with SRNA #1 on 08/24/14 at 12:00 PM,
revealed she made a mistake in touching the :
. resident's roll with her bars hand, SRNA #1

F 441,
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: stated she knew “better” than o do touch

resident's food with her bare hands, as she could |

have "put germs” on the food and could have
* made the resident sick.

Vinterview with Registered Nurse (RN) #2 on
FO8/24114 at 12:08 PM, revealed # was her

expeciation for staif to follow infection contro
- procedures by washing and sanitizing their

with their bare hands, RN #2 stated staff
touching resident food with a bare hand was an

¢ infection contro! probiem.

b,

Interview with the DON on 09/25/14 at 4-95 =

 SRNA#3 she didn't think the incident with SRNA
“#3 touching the roft at iunch on 09/23/14. was &

' BRNA had just washed her hands. Continued

interview revealed SRNA's are taught how to

‘remove food items from packages, and how to
butter bread without touching the braad. She

i stated she was present in the dining room three

f {3} times a week to perform random audits, and

- had not identified any infection control issues.

| Per interview, she did not know where the

facility's system had failed, even though the

faciiity had previously been cited for hand

- washing Issues on 09/17/12 ang 03/27/14.

Interview with the Administrator on 09/25/14 at
. 4:08 PM, revealed sfaff had received education
i . oninfection control and he thought they knew
"what to do”; however, he thought "they forget”
- what they are educated on. He stated he had
“performed abservations of meals multiple times

- and observexd that staff knew what 1o 8o and what

hands, and net t touch residant food at any tims

revealed staff should not touch resident food with 5
their bare hands. The DON stzted affer talking to -

s problem and "not the best scenaric” because the .

H confinuation sheet Page 18 of 25
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F 441 Continued Erom page 18
‘notto do Perinterview, he didn't know how the
facitity's system had fafled.
£ 514 483.75(1)(1) RES

|
;
|
|
|
|

LE

“standards and practices that are complets;
accurately documented; readily accessible: and
systematically organized.

: The ciinical record must contain sufficient
“information to identify the resident; a record of the
resident's assessments; the plen of care and
‘services provided; the results of any

. preadmission screening conducted by the Stats:

- and progress notes,

' This REQUIREMENT is not met as evidenced

by
Based on interview, record review and review of

the faciity's policy and "Bilf of Residen? Rights" # :

was determined the facility failed o ensure the
- medical record was maintained in accordance
with accepted professional standards and
- pracfices which were complete and accurately
- documented for three (3) of twenty-ihree {23}

sampied residents (Residents #2141, #22 and #23y

' Record review revealed the facility failed o

i ensure Resident #21's, Resident #22's and
' Resident #23's contained documented evidence
“of the Physician’s discharge and/or ransfer
summary. Additionally, the facility failed o

i;fiz};g( H (EACH DEFICIENCY MUST BE PRECEDED BY FillL PREFX {EAUH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY COR LEC IDENTIFYING INFORMATION; AL CROSS-REFERENCED TO THE ARPROPRIATE
REFICIENDYS
Lisslaisner-Proparation-andiomoncontion ofthe-Pian-af
i Correction does not constitute admission or sgreernent by
Faqe’ the Provider of the truth of the facts alleged or conelusions
o set forth in the Statement of Deficiencies. The Plun of

F&14 ¢ the health and safety of the residents, nor is it of such

RECORDS-COMPLETE/ACCURATE/ACCESSIE -

The facilty must maintain clinical records on each |
resident in accordance with accepted professional

Correction is prepared and/or executed soledy because the!
provisions of federal and siate law require it. The provider
maintaing that the alleged deficiencies do not jespardize

charscter as to Hmit the facilities capability to render
adequate care.

Fsi4
1. Residents #21, #22, and #23 :
suffered no ill effects from the lack
of documentation. Unable 1o
correct deficiency practice for the
1dentified physician order and
transfer/discharge surnmaries.

2. Audits will be conducted by
DON/RN Unit Managers on all
discharged/transferred residents for
the previous month the week of
16720714 1o ensure physician orders
and transfer/discharge summaries -
are in place.

Administrater and/or the DON will
re-educate all attending physicians
the week of 10/27/1don :
transfer/discharge summaries are
necessary. DON and/or BN
Education Director of Trainin g wil
re-educate all licensed nursing staff
the week of 10/27/14 en '
completion of physician orders for
transfers. DON and/or RN Unit
Managers will audit physician
orders completion on transfers
daily for 1 month then weekly for i
one month.  DON and/or Medical j

L8]

MMHMWWMM_WM.—MM% J
Mwwmmmnmmwm.

Records Clerk will audit ai} ‘
discharged transferred residents | f

charge for completion of &
transfer/discharge-summancfrom-a
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514" Continued From page 19
. ensure a verbal Physician's Order to transfer
Resident #21 o an acute care facility was
_documented in the medical record.

-
F

i The findings include:

| Areview of the facility's, "Bill of Resident Rights”,
effective 07/01/08, revealed it was the facility's
policy to protect and promote residents' rights.
The "Bill of Resident Rights” document revesled

“when the facility transferred or discharged a

S

resident the information regarding the reason was -

s required to be documented in the resident's

medical record. Further review revealed the
documentation was o be made by the resident's

' Physician when the transfer or discharge was
necessary because the resident's health
improved of the needs could nat be met by the

facility.

% ' Review of the facility's policy titled, “Telephone

f Orders”, dated 33/40/09, revealed when calling

: - the Physician for a verbal order. the verbal arder
! showd be written on an order sheet and sighed
jj : by the staff taking the order,

i

|

H

- Interview with the Director of Nursing {DONY on

L 09/25/14 at 1.20 PM, revealed the factity did not
have a policy related o ensuring complete and

- accurate medical records for residents.

.t Medical record review revealed the facility

« admitted Rasident #21 on 04/G3/14. Record
review revealed on 07/05/14, the facility

 transferred Resident #21 to an acute care facility

for a higher ievel of care. However, further record |

. review revealed no documented evidence the
| facifity obtained a Physician's Order for the
transfer of Resident #21. Additionally, review

Correction s prepared andior executed sofely because the
provisions of federai and stzte law Tequire if. The provider
maintains hat the alleged deficiencies do rot jeopardize
the heaith and safety of the residents, nor is it of such
character as 1o limit the facilities capability to render
adeguate care.

physician daily for { month and
then weekly for 1 month,

All monitoring findings were
reviewed at monthly QA meeting
for compliance and or the need to
updaie plan to reach 160%,
compliance. QA meetings are held
moenthly with the presence of the |
Medical Director Quarterly. The
Quality Assurance Commitice
consists of facility and contracted
staff, This inchides Administrator,
PYON, Assistant Director of
Nursing, Staff Development RN,
Soeial Services Director, HR
Manager, Activities Director,
Dietary Directer, and the :
Maintenance Director, Contracted
membership includes the Medical:
Director. "

Date of Compliance; 1141041

|
|
|

i

|
|
|
|

FORM CMS-2567(02-59) Pravisus Versions Obsalgte Evers ) 8Ye211

Eaciliy i 100808 If continuation shest Fage 20 of 25



DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 10/40/2014
FORM APPROVED
OMB NO. 0538-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES

iSTATEMENT OF DEFICIENCIES 5:xv;- PROVIGER/SUPPLIER/CLIA
i AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

l 185445

(A2} MULTWRLE CONSTRUCTION (X3} DATE SURVEY
COMPLETED

A BUILDHNG

B OWING | (52612014

NAME OF PROVIDER OR SURPLIER

WOODCREST NURSING & REHARILITATION CENTER

STREET ADDRESS, CIYY. $TATE, 2IP CODE
3878 TURKEYFOOT ROAD

f ELSMERE, KY 44018

PROVIDER'S PLAN OF CORRECTION

Ay SUMMARY STATEMENT OF DEF OIENCIES 3]
E&lx (EACH DEFCIENCY MUST 88 FRECEDED 8Y FULL FREFIX {EACH CORRELTIVE ACTION SHOLED BE
TAG REGULATORY OR LEC IDENTIEYING !NFORMTiGN; TAG CROSS-REFERENGED TO THE APPRUOPRIATE

CEFCIENTY)
Fa1g’

§
/ FREFIX
] F 814 Continued From page 20 _
revealed no documented evidence the faciity
oblained 2 Physician's Transfer/Discharge
Summary indicating Resident #21's disposition.
i
- 2. Medical recard review revesied the facility
admitted Resident #22 on 07/26/14. Record
. review revealed the facility ransferrad the :
resident to an acute care facility on 08/01/14 for &
higher leve! of care. However, further record
| review revealed no documentad eviderice the :
faclity obtairied & Physician's Transfer/Discharge
- Summary indicating Resident #22's disposition.

f . 3. Medical record revealed the facifity admitted
‘Resident #23 on 07/17/14. Record review
 Tevealed on 08/14/14, the facility discharged
' Resident #23 home with homa health services,
. However, further record review revealed no
- documented evidence the faciifty obtained a

Physician's Transfer/Discharge Summary
s indicating Resident #23's disposition.

Interview, on 09/25/14 gt $:08 PM, with the
- facility's Medicat Director revesied he was aware
. when a resident was fransferred or discharged a
| Transter/Discharge Summary was necessary.
" The Medical Director stated he dictated the
. sumimaries for residenis who ware discharged or
transferred within thirty {30} days on the ;
computer, and copies of the dicatated summaries -
:were to be placed in residents’ medicat records,

e it

Intarview, on 0B/25/14 at 1:30 PM. with the
- Director of Nursing (DON) revealed the rasident
transfer and/ior discharge disposition was
r documerted in the Nurse's Notes in residents’
- medical records. The DON revezled she was
: unaware the Physiclan was required to document |
the necessity of a resident discharge and/or

L

|
[i
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Continued From page 21

| transfer in rasidents’ medisal recerds. Additional
interview on 08/25/14 af 3:00 PM, raveafad 3

| Physician's VerbaifTelephone Qrder should have
heen obtained and documented for Resident #21

- to ransfer the resident to an acute care facility;

“however, this had not been done for Resident

#21,

FAB3.75(0)(1) GAA

, COMMITTEE-MEMBERSIMEET

T QUARTERLY/PLANS

A facllity must maintain a quality assessment and
assurance committee consisting of the director of :
nursing services; a physician designated by the

 facility: and at least 3 other members of the

- facility's staff

- The quality assessment and assurance
committee meets at least quarterdy to identify

L issUes with respect o which quality assessment

and assurance activities are nacessary; and
develops and implements appropriate plans of

[ action to correct identified quality deficiencies.

- A State or the Secretary may not requirg

“disciosure of the records of such commities _
except ingofar as such disciosurs is ralated 1o the

! compliance of such commiftee with the
requirernents of this section.

Good faith attempts by the committee to ideniify
_and correct quality deficiencies will not be used as
- & basis for sanctions. :

This REQUIREMENT s not met as evidenced

Comection doey not constitute admission oF agreement by

F 514

the Provider of the truth of the facts alleged or conclusiaris
set forth in the Statement of Deficiencies. The Plan of

Corection is prepared and/or execyied solely because the
provisions of federal and state law require it. The provider
maintains that the alleged deficiencies do not Jeopardize
the health and safsty of the residents, nor is it of such
character 25 ta limit the facilities capability to render
adequate care,

e~

IDT meeting revised on 10/20/14 io
mclude review of audits conducted
for infection control practices,
Quality Assurance Committee wil]
meet weekly for 12 weeks
beginning the week of 11/3/14
and/or as needed and with the
Medical Director in attendance
once a month for the 12 weeks,
then monthly #s needed with
Medical Director attending
quarterly.

IDT team at 2 minimum two team:
members that consist of -
Administrator, DON, ADON, EDT,
RN Unit Supervisors, Social .
Services, Therapy Director, Dietary
Director, Activities Director. All ;
facility concentrator filters were
immediately changed on 9/23/ 14
£00% audit on all facility :
concentrators will be conducted by
DON the week of 10/20/14 t9
ensure filters are changed and
clean, Observation in Dining
rooms and of room trays conducted
daily by DON, ADON, ‘
Administrator, RN Education
Director of Training, RN Unit
Managers, and/or Shift Supervisor

basinsina th . L1000 L
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by

Based on interview and review of the facility's

| Plan of Correction (POC) with an allegad
compiiance date of 110113 it was determinad

| the faciiity faded fo have an effective Quality

' Assessment and Assurance (QA) Program to

i monifer and implement the POC which was

developed to address the findings of the
Recertification Survey conducied 09/18/13 at 47

- CFR 483.65 Infection Control (F441).

The findings include:

Review of the facility's poficy titled. "QA Systems
- Process Overview”, revised G3/13. revealed
“infection control was 10 be an area monitored by

the QA commitiee through the faciity's QA

| process.

- Review of the faciity's POC with an alieged

compliance date of 11/01/13. revealed the faciity

| implernentad education for alf licensed and
~certified steff related to the proper handling of

- food during the meal service. The POC revealad
" audit observation of meals would be completed

daily for seven (7) days, then four (4) times a

week for three (3) weeks, then weekly for thiee

{3) weeks. Further review revealed al! monitoring
findings would be reviewed at menthly QA :

“meetings for compliance andior the nead to
. update the facility's plan to reach one hundred

" percent compliance.

* However, observations on 08/23/14 revealed sta®
handiing resident's foed with their bare hands
- during the nocn meal service. Inferviews with
 State Registered Nursing Assistant {SRNA) #3 on .
(09/23714 at 1:05 PM and SRNA#1 on 09/24/14 at
| 12:00 PM reveated SRNA #3 was not gware :

F 520

Corrzction does not constitute admission or agreement by
the Provider of the truth of the fagts alleged or conclusions
set forth in the Staterment of Deficiencios, The Pian of
Correction is prepared and/or exscntad solely because the
provisions of federal and state law require it. The provider
maintains that e alleged deficiencies do not jeopardize |
the health and safety of the residents, nor iy it of such
character ss to Hini! the facilities capability to render
adequate care.

ensure the correct handling of food
during its service. The IDT
meetings revised on 10/20/14 to :
inciude review of audits conducted
for infection conirol practices,
Quality Assurance Committee will
meet weekly for 12 wesks
beginning the week of 11/3/14
andfor ag needed and with the
Medical Director in attendance
once a month for the 12 weeks,
then monthly as needed with
Medical Pirector attending
guarterly,

3. IDT team at a minimum two team,
members that consist of
Administrator, DON, ADON, EDT,
RN Unit Supervisors, Social
Services, Therapy Director, Drietary
Director, Activities Directo, Al
facility concentrator filters were
immediately changed on 9/23/14.
100% audit or all facility :
concentrators will be conducted by
DON the week of 10/20/1d to |
ensuce filters are changed and
clean. Observation in Dining
rooms and of room trays conductsd
daily by DON, ADON, i
Administrator, RN Education
Director of Training, RN Unit
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PROVIDER'S PLAN OF CORRECTION

SURMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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i
PREFIX {EACH CORRECTIVE AQTION SHOULD BE
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DEFICIENGY:
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B

F 520/ Continued From page 23
- touching a resident's food was a concern as she
- had just washed her hands; howsaver, knew she

showld nat have touched the bread with her bare

“hands as it was an infection contro! issue. SRNA

#1 revealed she knew she shouid not touch 3

 resident's food with her bare hand and knew she

made & mistake in touching the resident's roil

 BRNA#1 stated she could have contaminated the

resident's bread by touching it with her bare

: hands and could have made the resident sick.

Interview, on 08/25/14 at 4:09 PM. with the

. Director of Nursing {DON) revealad she was part

of the facility's QA Committee. She stated staff

- should not touch food with bare hands, as they

had been educated related to touching food with

: bare hands, infection contro! and cross
contamination as per the facility's POC for the
- 09719113 survey. Tha DON revealed the facility

was ne longer conducting formal audits as
outlinec in the POC; however, she was present in
the: dining room three (3) imes 2 week
conducting random audits and had ot noticed

any infection contiot issues by staff when serving &
residents’ meals. Further interview revealed she

| was not sure where the facilily's system had

failed.

Interview, on D9/25/14 at 4 08 PM, with the

Administrator revealed he was part of the faciiity's

QA Commitiee, and staff had received educafion

on infection controf as per the POC for the
0S/19/13 survey, and audits were implemented.
The Administrator stated he had performed

f numerous resident meal audits of staff serving

" residents’ meals and had not observed any :

- issues, and did not know how the faciity's system

i had failed during this survey. He stated during
the observations he had observed that staff knew

Correction does not constitute admission or agresment by
F 520 the f‘mvi‘dcr of the truth of the facts alleged or conclusions
set forth in the Statement of Deficiencies. The Plar: of
© Correction is prepared andior executed solely becanse the
provisions of federal and state Jaw require it. The provider
maintains that the alleged deficiencies do not Jeopardize
the health and safety of the residents, nor is it of such
character as to lint the facilies capability to render
adequate care.

beginning the week of 10/20/14 to:
ensure the correct handling of food
during its service. The IDT '
meetings revised on 10/20/14 to
include review of audits conductad
for infection control pragtices.
Quality Assurance Committee will
meet weekly for 12 weeks
beginning the week of 11/3/14
and/or as needed and with the
Medical Director in attendance
once a month for the 12 weeks,
then monthly as needed with
Medical Director attending ;
quarterly. Administrator or DON
will audit Quality Assurance
Committee meetings and IDT
meetings for completed foilow-up
minimally weekly for 12 weeks
beginning the week of 11/3/14 or ;
additionaily as necessary until: then
monthly thereafter or as needed
sooner. Handling of foad and
concentrator filters will be an
ongoing topic of discussion for all
future Quality Assurance
Committee meetings going
forward.

4. All monitoring findings were
reviewed at monthly QA meeting
for compiiance and or the need to.
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o

PROVIDER'S PLAN OF CORRETTION

F 520§ Continued From pags 24

what to do and what not to do. Per interview, the
Administrator stated he thought staff knew "what
to do”, but “forget” what they have been educated

en.

e ot et ey

PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED T4 THE APFROPRIATE
DEFICIENGY)
Disclaimar: Branacatios oodi o roro Lt Plam -,
i Correction does not constitute adimission or agreetment by
£ 520 the Provider of the trath of the fucts sileged or conciusions
© set forth in the Statement of Deficiencies. The Plan of

Correction is prepared and/or executed solely becauss the
provisions of federal and state faw require it, The provider
maintains that the alleged defiviensies do nct jeopardize -
the health and safety of the residents, nor {3 it of such
character 25 to Hmit the facilites capability {o render
adequate care.

complhiance. QA process includes’
identifying data from audits, use -
oot cause analysis to identify
where goals are not met, devejop
performance improvement plans to
% root cause, monitor :
cffectiveness of PIP, if outcomnes
net desirable begin process over, if
results are desirable then formalize
PIF by updating procedures. QA
meetings are held monthly with the
presence of the Medical Director |
Quarterly, The Quality Assurance
Committee consists of facility ang
contracted staff. This includes
Administrator, DON, Assistani
Director of Nursing, Staff
Development RN, Social Services
Drirector, HR Manager, Activities:
Director, Dietary Director, and the
Maintenance Direclor. Contracted
metnbership includes the Medica
Drirector. :
Date of Compliance:

w

B N N

f
|
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[ oxes SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S BLAN OF CORRECTION T as i
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f TAG REGULATORY OR L3C IDENTIFYING INFORMATICH! THE CROSS-REFERENCED T0 THE APPROPRIATE pare
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K 000 INITIAL COMMENTS

| CFR: 42 CFR 483,70 (a)
'BUILDING: 01

' PLAN APPROVAL: 1098

| SURVEY UNDER: 2000 Existing

(it

“FACILITY TYPE. SNF/NF

'TYPE OF STRUCTURE: Two {2)stories, Typs i
{111) Unprotected

' SMOKE COMPARTMENTS: Four (4)smoke
. compariments

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

'FULLY SPRINKLED, SUPERVISED (DRY and
Wet SYSTEM)

EMERGENCY POWER- Type | Diasel
! Generator

 AlLife Safety Cade Survey was initiated and

s concluded on 09/24/14
f for compliance with Title 42, Code of Federat

- Regutations, 483.70 and
- found the facility in compliance with NEPA 101

Life Safety Code,
; 200G Edition.

Dy,

K Q0g:

|
|
|
|
|
f

|

(X9} DATE

mmmroimmv(i /f VIDER/SU EPRE@ T*VESENATURZ

TITLE ‘
z/l‘c‘/(n.\éh DKKi } H

Any deﬁczency stafement‘éndmg with an agteris
other safeguards provide sufficiant
Tollowing the date of survey whether of not a pia
days following the date these documents are
Program participation.
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