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A standard health survey was conducied on
05/14-16/13. Deficient practice was identified
with the highest scope and severity af "E" tevel.
An abbreviated survey {KY20+183) was also
conducted at this fims. The complaint was
substantiated with deficient practice identified.
F 225 | 483.13{c)(1}{iD-(), (c)(2) - (4) F 225
55=p [ INVESTIGATE/REPORT.
ALLEGATIONS/AINDIVIDUALS

The facility musi not employ individuals whe have
been found guitty of abusing, neglecting, or
misireating residants by a court of law; or have
had & finding enterad info the Staie nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and repart any knowledge it has of aclions by a
court of law against an employes, which would
indicate unfilness for service as a nurse aide or
other facility staff 1o the Stale nurse aide ragistry
or licensing authorifies.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse, . -
including injuries of unknown source and
misappropriafion of resident property are reporied
immediately to {he administrator of the facifity and
to other officials in accordance with State faw
through established proceduras {including to the
Staie survey and certification agency).

The faciiity must have evidence that afl alleged
violations are thoroughly investigated, and must
prevent further potentiat abuse while the
investigation is in progress.

Poercmmer
1R

LABORATORY/JIRECTOR'S OR PROVIDER/SUPPUIER REPRESENTATIVE'S SIGNATURE : , WILE X6 DATE
—_F
Yy, NAM——'O‘L"—@Q{BO—\J b (" ‘7'6 b
- = 3

Any deficlency statement ending with an asterisk {*) denctes a deficiency which the instituion may be excused from cairecting providing 1 Is determined that
other safeguards provide sufficient protection o the patispts . {See istructions.) Except for nursing homes, the findings siated above are disclosable 80 days
following ihe date of survey whether or not a plan of corrsclion is provided. For nussing homes, the above findings and plans of correction are discloseble 14
days foliowing the date these documents are mads avallaile to the faclity. 1 deficiencies are clted, an approved plan of corection Is requisite to continued
program parficipation.
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f ra ' . !
The results of all invesﬁgations' must be reported i Fhe‘ ‘36‘0(1 mm'lstrd;c‘;? mt; r\flle;wedt‘RemSc’l}? ot #9%
to ihe administrator or his designated at 8:30am regarding the allegation. She

representative and {o other officials In accordance changed her report from mirse aide #1 bein%
with State law (including to the Stats survey and ; the ring leader to nurse aide #3 was the one

ceriification agency) within 5 working days of the |
incident, and if the alleged violation is verifiad Adminisirator asked why she hadn’t ‘
appropriate corrective setlon must be taken, reporied the incident the day before she |
' stated “T don’t know, ! guess I didn’t think |
about it.” On reviewing the schedule to see
who worked on 4/25/13 and 4/26/13, the |
nurse aides were correct, Nurse aide #3 was
] ) ) | off when the incident was suppose to have :
gh.ls REQUIREMENT is not mef as evidencad | happened as well as the day reported I

V- R . . therefore we did not call her in but tatked
Based. on interviews, record reviews, and, review with her when she returned fo work, Nurse
of facllity policy, It was detenmined the facility aide 14 was the caregiver for Resident #9

failed fo thoroughly investigate an allegation of X .
abuse and failed to report the aliegation of abuse bﬁt‘“_ days. Resident .#9 stated s'hc was not |
afraid of the nurse aides and did not want

as required for one of twenty sampled residents

(Resident #9). On 04/26/13, Resident #9 them o stop providing care for her ,
reporied to facility staff an allsgafion of possible or her roommats. After conferencing with |
abuse that reportedly occurred on 04/25/13. The the rest of the staff on the first floor, we !
facility conducted an investigation on 04/26/13 i determined that the incident could not have
Into the allegation; however, a review of the . happened as alleged and therefore did not |
fachity's investigation revealed the facility had not report to OIG ner Adult Protection. E
interviewed the alleged perpetrator and as a |
result failed to conduct a thorough investigation All allegations of abuse will be reported to | _
and failed fo reporf the allegation to the S‘iate the Director of Nursing, Administrator, the ! ' i'
rSeL;r:;: ;‘gem-‘" and Adult Prolective Services as OIG, Adult Protection and the police

.depariment immediately.

1
i
The findings Include: |
|

02/05/03) revealed the alleged perpatrator would Continue to next page

ke informed of the allegaiion and a statement

would be obtained from the alleged perpeirator as
parl of the faclity investigation. The policy noled :
i

Review of the facility’s Abuse policy (dated .
H
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5:00 AM on 04/26/13 by telephone. According o
the repert, the DON instructed the 11:00 PM to
7:00 AM shift nurse to document the incident and
the investigation would be continued when she
{DCN) arrived at the facility later thai day, The
report dated 04/26F13 noted {he
grievance/complaint was not resolved due fo the
resident having a history of delirffium ang paranoid
behaviers.

Review of the facility investigation revealed
interviews had been conducted with two of the
Ceriified Nurse Aides (CNAs) who were working
with Resident #3 on the date the incident was
‘alieged:; howsver, thare was no evidence the
facliity had interviewed the afleged perpetrator
{CNA##1). In addition, there"was no evidance the
faciiity reporied the aflegation to the appropriate
state agencies. '

interview with the Soclal Services Director {SS0)
on 05715/13, at 3:05 PM, revealed the
Administrator was responsthie fo conduct the
investigation and to report allegations of abuse to
the state agencies. The SSD stated if the
Administrator was noi availabie then she or the
DON would be responsible. The SSO stated she
was aware of the allegation, but she did not
receive the initial repori and was not responsible
to conduct the investigation or report the
allegation to the state agencies. According to the
830, a meating had been conductad on 04/20/13
with administrative staff and the residant's
daughter, and a psychiatric evaluation was
suggested by the facility. According o the report,
ihe resident’s daughter preferred to wait unill the
resident had completed antibictics for treatment
of a urinary tract infection before consulting the
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psychiatrist.

Interview with the Direcior of Mursing (DON) on
05/16M3, at 5:25 PM, revealed the DON was
informed of the aflegation by the night shift nurse
or 04/26/13. The DON siated the alteged
perpetrator {CNA#1) was scheduled off work on
04/28-27M13 and no interview was conducted with
CNA#1 because, as a result of the facilily's
investigation, the faciiily did not suspect abuss
had occurred.

interview with the facility Administrator on
056/16113, at 5:30 PM, revealed she was also the
facility's Abuse Coordinator. The Adminisirator
stated based on the resident's history of paranoia
and staff and family interviews, she did not
believe the allegation occurred, did not feel the
aliegation was reporiable, and acknowliedged she
had not interviewed the alisged perpetrator and
{ailed io report the allegation to the State Survey
Agency and Aduit Protective Services in
accordance with facliity policy and regulations.

F 280 | 483 20(d)(3), 483.10(kK2) RIGHT TO F 280
55=0 | PARTICIPATE PLANNING CARE-REVISE CP A care plan was updated on Resident #9
to inchude interventions for allegations
The resident has the right, unless adjudged that staff are trying o kill her. The
incompetent or ofherwise found fo be interventions included taking in a calm
incapacitated under the iaws of the State, to manner and assure of safety in facility,
participate in planning care and treatment or psychiatric consuits as ordered, atways have
changes in care and treatment. two staff in room when providing care of
) her and roommate, reassure about her safety
A comprefiensive care plan must be devsloped " | investigate any accusations and follow up as

within 7 days after the completion of the
comprehensive assessment; prepared by an
Interdisciplinary team, that includes the attending
physician, a registered nurse with responsibiity
for the: resident, and other appropriate staff in

indicated. Nursing assistant care plan up-
dated to report any behaviors to nurse and
to have two people in room for all care.

Continge to next page
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F 280 C‘om;n.ued From page ° . F280| An audit was conducted by Socijal Services
disciplines as determinad by the resident's needs, and Director of Nursing to ensure other
and, o ihe extent practicable, the participation of residents had up dated care plans for
the residant, the resident’s family or the resident's interventions for behaviors, Director of
iegal representative; and periodically reviewed | . o
. ” Mursing re-educated nursing staff May
ang revised by a team of gualified perscns after 222013 . + P undai ]
aach assessmant. , On Impor z-u'tce of updating care
plabs to assure consistent care and to
provide interventions for behaviors. The
nurses were re-educaied on completing an
acute care plan with any changes in care the
Resident may have, On May 22, 23 and 24,
2013 a musing assistant meeting was
This REQUIREMENT is not met as evidenced conducted to re-educate nursing assistanis
by: o on importance of following care plan. The
Based on ebservation, interview, and record Director of Nursing also re-educated on the
review, the facility failed to develop a plan of care importance of notifying their nurse if they
when a change in condition was identifiad for one do not ses any inferventions in place for any
of twenty sampled residents (Resident #9). Resident that may have behaviors. The
Review of the medical record and staff inferviews Director of Nursing h il ) coti
revealed Resident #8 verbalized fraquent 31‘80 ra u‘rsmg .as a mon ] ym ei g
accusations against facility staff; however, the wafh.each nursing unit to review cate plans
facility falied to develop a plan of care to address and insure care plans are updated. (One
these accusaiions. haltway per week.)
The findings inciude: Social Service runs a report weekly to
: assure behaviors that are decumented by
Interview conducted with the Social Services nursing assistants are also addressed by
Director (SSD) on 05/16/13, ot 12:00 PM, nursing care plan, Social Services will
revealed the facifity did not have a policy related conduet this audit weekly x 1 month and
to the development and/or revision of the resident then as Quality Assurance deems necessary,
care plan. The S5D stated the Interdisclplinary -
Care Team followed fhe Residant Assesgment All audit results will be presented to Quality
Insteument (RAI) process to develop, revise, and Assur R . . \
ssurance and will continue until Quality
update the care plans. .
Assurance deems the practice corrected,
Review of the madical record revealed the facility Pre-care conferences “”!1 c.ontmue'to be
admitted Resident #9 on 08/11/06 with diagnoses conducted weekly, as this is a routine /15/13
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Continued From page 6

Degeneration, Dementla, and Coronary Artery
Disease. On 02/26/13, Resident #8 was
readmitied 1o the facility following hospitalization
with new diagnoses of Delirium and Paranoid
Behavior.

Review of the nurse's progress notes dated
04/30/13, al 5:50 AM, revealed Resident #9
accused faciiity staff of lying about the resident
and being "crazy." On 05/03/13, at 9:30 AM, the
nuese's prograss notes revealed the resident had
paranoid delusions and told the nusse the Unit
Coordinator had instrucied one of the
Maintenance staif members {o "have his way with
the resident.” Funther review of the nurse’s
progress notes dated 05/04/13, at 5:00 PM,
revealed Resident #9 had made "sfurs" about a
nurse aide during a conversation regarding taxes.
On 05/41/13, the documentation revealed
Resident #9 reporiad a nurse aide was taking to
a man and asked the man if he had a gun. The
man responded "yes" and the nurse requested
the man to kill Resident #39.

Interview with the S3D on 05/16/13, al 9:50 AM,
revealed she was responsible to develop a care
plan fo address any problems related io mood,
cognition, and behavior for the residents. The
350 stated she was aware of the repeaied staff
accusations made by Resident #9 and belisved
they were a result of ihe resident's paranociz;
however, she had not developed g plan of care to
inciude interverntions or measwres to address
these accusations.

483.20(k)(3)(i) SERVICES FROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility

F 280

F 281
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must meset professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, inferview, and recerd
review, the faciity failed o ensure services
providad met professional standards of quality for
two of twenty sampled residents (Residents #3
and #17). Residents #3 and #17 had physician's
orders for oxygen 10 be administered at 2 liters
per minute; however, ohservations conducted on
05/14/13 and 05/15/13 revealed facility staff falled
to ensure the oxygen was administered as
ordered by the physician,

The findings include:

A raview of the facility policy refated to following
physician's arders revealed that oxygen therapy
was i be administered as ordered by a
physician. The policy further noted the
physician's order would specify the rate of flow of
oxygen.

Acreview of the medical record revealed the
faciity admitted Resident #3 on 11/23/11 with
diagnoses that included Type It Diabetes,
Congeslive Heart Failure, Chronic Obstructive
Pulmonary Disaase, Chronic Kidney Disease, and
Prostate Cancer, A review of the May 2013
physician's orders revealad the physician orderad
oxygen to be administered at 2 fiters per nasal
cannula for Resident #3,

Record review on 06/15/13 revealed faclity staff

minote.
Staff nurses were made aware of the

Residents oxygen settings every shift
every tine they entered the Residents

partment were reminded to check the
that the conceatrators were set on the

charge of any discrepancies

on 5/22/13, SRNA's 5/22/13, 5/23/13

minded to observe the concentrators
for appropriate settings.

added to the SRNA’s care plans with
appropriate settings according to the

Continue (o next page

oxygen was set at the appropriate liters per

deficiency and reminded to check their

Stickers were placed on concentrators re-
laying the amouit of oxygen the Resident
was (o receive according to the physicians
orders. SRNA’s and the Housekeeping De-
ings when they entered the room to ensure

ppriate liters, and to repert to the nurse in
In-services were conducted with the nurses

and3/24/13 and Housekeeping Staff on
5/17/13 regarding the deficiency and re-

Residents receiving oxygen therapy were

hysicians order with directions to report
to the norse in charge of any discrepancy.
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Resident #3 and #17 were checked to ensure
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from the first, second, and third shifts had signad
{he Medication Administration Record {MAR} on
£5f14/13 and 05/15/13 to indicale Resident #3's
oxygen was being administered af 2 liters per
minuie via nasal canuia. However, chservalions
conducted on 05/14/13 at 10:30 AM, 12:20 PM,
and 3:37 PM revealed Resident #3 was lying in
bed and oxygen was being administered at 4
liters per nasal cannia. On 05715713 at §:50 AM,
the resident was observed to continue {o receive
axygen at 4 liters per nasal cannuia,

Interview conducted with Registered Nurss (RN}
#2 on 05/15/M13, al 10:60 AM, ravealed she was
assigned o provide care io Resident #3 on
05/14/13 and 05/15/13. RN #2 stated nurses
were responsible to check the resident's oxvgen
selting at least one time during a shift.

interview conducied with RN #2 on 05/15/13, at
10:50 AM, revealed she had alsc bean assigned
ic Resident #3 on 05/14113, and staled she had
checked Resident #3's oxygen setiing io ensure
the correct amount was adminisierad to the
resident.

interview with the Director of Nurses (DON) on
05/16/13, at 5:55 PM revealed nurses were ™~
responsibie to check each residsnt’s oxygen
seliing at least once per shift and when entering
resident rooms during ed pass or when
providing direct care.

2. Review of the meadical record revealed the
facility admitted Resident #17 on 07/19/10 with
diagnoses including Carebral Atrophy, Chronic
Obstructive Pulmonary Diseass, and Congestive
Heari Failure.

physicians orders.

by the physician.

Resident #3°s wife and caregivers were
Educated regarding the use of oxygen
and requested to ask the nurse to set the
oxygen at the proper liters per minute.

The Unit Coordinators were directed to
spot check daily Residents receiving
oxygen to ensure they were set on the
appropriate readings according to

The Quality Assurance Comimittee will
assign the Administrator and the Director
of Nursing to make random checks weekly
to ensure Residents are receiving the 6/7/11
appropriate amount of oxygen as prescribed
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Review of the May 2013 physician's orders
revsaled oxygen was 1o be administered to
Resident #17 at 2 liters per minute per nasal
cannula. However, cbservations of Resident #17
on 05718713, at 2:10 PM and at 340 PM, revealed
the resident was in bad and was receiving oxygen
per nasal cannula at 3 liters per minute.

Interview conducted with RN #2 on 05/16/13, at
4:10 PM, revealed she had provided care o
Resident #17 on 05/16/13 and was responsible to
check the resident's oxygen seifings at least one
{ime during her shift. The RN stated she had
observed Resident #17 during the morning of
05/16/13 when the resident was in the dining
room and noted ihe resident was receiving
oxygen at 2 liters per minute per poriable oxygen
tank. However, the RN stated she had not
checked the resident’s cxygen setling after the
resident was back in his/her ream {c ensure the
exygen was at the setting ordered by the
physician.

483.25{h) FREE OF ACCIDENT .
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that ihe residant
anvironment remains as free of accident hazards
as is pessible; and each resident recaives
adequaie supervision and assistance devices i
prevent accidents.

‘This REQUIREMENT is not met as evidenced

F 281

F 323
The threshold was replaced in the doorway
of room #118 covering the chipped tile. All
doorways were checked to ensure that they
were safe and in good repair,

in-services conducted on 5/22/13 for
Nurses, 5/22/13, 5/23/13 and 5/24/13 for
SRNA’s and 5/22/13 for House-keeping
Department included review of our pelicy
regarding logging any needed

Continue on aext page
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Based on observation and interview it was
determined the facility falled to ensure the
resident environment remained as froe of
acciderst hazards as possible. A docrway to
rasident reom 118 was observed 1o have a
missing threshotd and uneven and chipped dle.
Doars to the activity storage room and ibe oxygen
supply room on the West Wing of the second
floor were observed unfocked an G5/14/13.

The findings include:

1. Areview of the facility's Maintenance Repairs
naolicy, dated 03/08/12, revealed alt Departments
were responsible for reperting any needsd repairs
and, in the event the needed repair was a safety
hazard, the Maintenance Department would be
nofified immediately.

Observalions conducted during the initiaf tour on
06/14/13 at 10:05 AM and on 05/15/13 at 1:00
PM revealed the threshold was rnissing from the
doorway of resident room 118 and the tile was

chipped and uneven.

An interview conducted with the Maintenance
Director on 0571613 at 1:00 PM reveajed the
resident room doors were checked monthiy and
the Maintenance Director made rounds weekly o
ideniify concerns in need of repair, however, he
was not aware of the missing threshold.

2. An interview conducted with the faciiity
Administrator on 05/15/13 at 1:30 PM revealed
the facility did not have a policy regarding locking
the Activity Storage Room and the Oxygen Supply
Room. However, according to the Adminisirator,

Continued from page 10

repairs in the Maintenance Log located
at each nurses station and to report any
safety hazards immediately to the
Mainteaance Department and the
Administrator.

The Housckeeping Supervisor and {he
Maintenance Director will conduct weekly
checks to ensure all areas of the building
are safe and in good repair. The
Administrator will randomly check
Maintenance Log and 25% of rooms
Weekly to ensure the repairs have been
completed or identified,

In-service on 5/22/13 with the staff nurses
included emphasis on responsibility to keep
the oxygen rocm closet, Activity storage
roormn, and the medical supply room locked
at ali times,

Automatic closures wers applied to the
medical supply room, the oxygen supply
room and the Activity storage room.

Automatic locks will replace the existing
focks on these doors. Untii they have been
replaced, the doors will be checked every
shift by the nursing supervisor to ensure
they remain locked.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA %2) MULTIPLE GONSTRUGTION £¥3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185042 B, WING 05/16{2013
HAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
400 BOMAR HEIGHTS
SUMMIT MANOR BEALTH AND REHABILITATION CENTER
COLUMBIA, KY 42728
(X410 SUMMARY STATEMENT OF DEFICIENCIES 8] PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EAGH DEFICEENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} IAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICENCY}
F 323 | Confinued From page 10 F3az23

6/15/13

FORM CMS-2567(012-04} Previous Versions Cbsolate

Event ID: 703511

Facility 107 100003

I continuation sheel Page 11 of 21




PRINTED: 05/31/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (X7 PROVIDERISUPPLIERIGLIA (X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185052 B NG 05/16/2013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
405 BOMAR HEIGHTS
SUMMIT MANCR HEALTH AND REHABILITATION CENTER
COLUMBIA, KY 42728
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES i PROMDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFIGIENCY}
F 323 { Gontinued From page 11 F323
the doors should be locked when ne one was in
the rooms,
QObservations conducted during the injtial tour of
the West Wing of the sscond floor on 05/14/13 at
10:00 AM revealed the Activily Storage Room
contained an unlocked Intravenous Therapy Cart
with intravenous {1V} needles, {ubing, and fiuids.
Further observation during the tour of the Wast
Wing of the second ficor revealed an unfocked
oxygen supply room which contalned tanks of
stored oxygen.
Chservations conducted on the Wast Wing on
05/14-15/13 revealed no evidence of wandering
residents; howaver, a review of a st of residents
who were assessed by the facility te wandar
revealed the West Wing of the second fioor had
one wandering resident who lived on the West
Wing.
F 371 | 483.35(1) FOOD PROCURE, F 37t . .
55=£ | STORE/PREPARE/SERVE - SANITARY When the Administrator was informed of
the problem with the food caris the meal
The facifity must - service was stopped and the cook was
{1) Procure facd from sources approved or instructed to return to the kitchen o reheat
considared satisfactory by Federal, State or local the food, Residents who had been served
authorities; and were asked if their food was cold or would
(2} Store, prepare, distribute and serve food iike something else and they declined
under sanitary conditions stating the fried chicken was good.
Apologies were made to those who's
funch was delayed.
All Residents were monitored for twenty
This REQUIREMENT is not met as evidenced f(?ur hours for syfn}ptoms of nausea,
by: diarthea or vomiting. No symptoms were
Based on observation, interview, and a review of noted. '
facility policy, the faciiity failed to ensure  foods
Continue on next page
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served from the buffet serving cart met safe
temperatures {o prevent foodborne finess for
nine residernts, observed at random, that received

All Residenis charts were reviewed for any
symptoms of nausea, diarthea or vomiting

ground chicken. Observation of the tray . for the previous two weeks. No symptoms
assembly in the large first ficor dining room on occurred,

05/14/13 al 12:15 PM revesled the dietary siaff

failed to connect the buffet cart {o a power source The meal carts were taken out of

in order for the cart to become aperational and to commission until they were repaired.
maintain food lemperatures at the proper safe 5/20/13 A service man from Commercial
hoiding fernperatures of 135 degrees'Fahrenheit Refrigeration checked the meal carts and
(F) when served from the buffet tray line. On calibrated the temperatures as needed

05/14/43 at 12:15 PM, the Dietary Cook checked

the temperatures of the foods on the buffet tabie 5
and found the ground chicken was held at 120
degress F. The Dietary Cook continued serving
the ground chicken to the nine residents
observed at random without consuliing the
Dietary Manager for further instructions or

Intervention was put in place to return to
the oid system with food caris brought to
the dining room while the meal carts were
out of commissiott.

replacing the chicken. The policy on delivery of food was

reviewed and updated to include checking
The findings include: temperatures of the food on the cart every

fifteens minutes while serving. The cooks
A revisw of the faciiity’s undated policy on have been instructed to log the temperatures
19”;;7@ ai‘»;fe Can:FC" htolding feiVea‘Edfthet di?ﬁ?’ and to report to the Dietary Manager and :
staff was to maintain temperaiures of potentla i o : :
hazardous foods at 135 digrees For g? degreis , Administrator immediately of any

Celsius (C). inappropriate temperatures.
IAn in-service was provided on 5/22/13 by

A review of the 2003 Food Code 3.501.18 S ‘
the Dietician, Dietary Manager and the

reveaied: Except during preparation, cooking, or e ] !
cooling the timeftemperature control for food Administrator to review the deficiency and
safety will be maintainet with an internal to review policies, procedures and

temperature of 135 degrees F or 57 degrees C. disciplinary measures that will be enforced
for failure to abide by the policies.

Observation conducted on 05/14/13 at 12:15 P
of the fray assembily in the iarge first floor dining
room reveated the distary staff did not connect _
the buffet car 1o a power source and, as a resuft, ‘ Continue on next page
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the buffet cart was not healed in order to maintain
food temperatures at a safe holding temperature.

On 05/14/13 at 12:15 PM {ET), the Dietary Cock
was ohserved to check the temperatures of the
foods on the buifet cart and found the ground
chicken was held at 12C degrees F. The Distary
Cook continued serving the chicken fo nine
residents and failed o replace and/or consuit with
the Dietary Manager for further instructions.

An interview conducted 05/14/13 at 2:35 Pivt with
the Dietary Cook that had served the ground
chicken from the buffet cari revealed the heating
element offfon switch on the buffet cart had not
baen working for "two weeks or tonger." The
Dietary Cock staied that both buffet carts were
nol working but the dietary staff was insirocted by
the facility Diefitian to confinue o utilize the carts
for dining roam food distribution and tray
assembly. A review of the Food Temperature
Record for the lunch meal on 05/14/13 revealsd
the food temperatures met the standard
temperaiures at 140 degrees F, Howaver, the
facility Dietary Cook stated the temperatures
were checked in the facility kilchen prior to
placing the foods on the food cart. The Distary
Cook stated the internal temperatures of the
foods assembled for dining room distribution
were obtained before being placed in the buffet
cart and were not checked during distribution to
ansure the foods remained at the acceptable
femperatures reglired,

An interview was conducted with the facllity
Distary Manager {DM) on G5/16/13 at 12:3C PM
(ET) and revealed the OM had contacted the

The dietary staff was instructed to repert to
the Maintenance Supervisor and the
Administrator when any dietary equipment

is not working properly.

The Dietary Manager will report to the
monthly Quality Assurance Committee
any probiems with food temperatares or

tacility dietary equipment,

6/7/13
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Continued From page 14

facliity Dietitian to confirm the current process
would be adequate for serving/holding food
tempsratures of foods served to residents in the
dinfng room.

An interview conducted with the facility's
consultant Distifian on 05/16/13 at 9:30 AM (ET)
revealed the Diefitian had not directed the distary
staff to continue to ufilize the buffet carl fo
hold/serve residents in the dining rooms.

An Interview was conducied with the faciity's
Maintenance Supervisor on C5/16/13, at 11:45
AM (ET). The facility's Maintenance Supervisor
stated the buffet had malfunctioned in April 2013
and a new part for the buffet had been ordared
and replaced at fhvat time. The Maintenance
Supervisor stated he was unaware thal the off/on
buttor on the buffet had siopped working ageain
ustil 05/08/13 and stated new paris had been
ordered o repair the buffet.

An inferview was conducied with the
Administrator on 05/14/13 at 4:30 PM (ET) and
revealed siaff had failed to report to her that the
buffet carts were not funclioning propery.
According to the Administrator, the DM should
have reported thaf the buffet carts were not
funciioning propery. The Administrator also
acknowledged staff had falled to monitorfrecord
the food temperalures on the buffet carls.
483.60(b}, (d), {e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a sysiem
of records of receipt and dispesition of ali
controlled drugs in sufficient detail to enable an

F a7t

F 431

The Novolin 70/30 Insutin for Resident D
was discarded as was the Latanoprost Oph-
thaimic drops for Resident C. New medica-
tions were started and dated 5/ 7/13.

Confinue on next page
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accuraie reconciliation; and determines that drug
racords are in order and that an ascount of all
contralled drugs is maintained and periadically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessosry and caulionary
insfructions, and the expiration date when
apphcable.

In accordance with Siate and Federal laws, the
facility raust store all drugs and biclogicals in
locked compariments under proper temperature
controls, and parmit only authorized personnel to
have access 1o the keys.

The facility must provide separataly locked,
permanertly affixed compartments for siorage of
controlied drugs listad in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject fo
abuse, except when the facllity uses single unit
package drug distribution systems In which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by: )

Based on observation, Irterview, review of the
Canters for Disease Control (CDC} guidelines,
and review of facility policles/procedures, it was
delermined the facility failed to ensure
medicaticns for resident use were fabeled and
dated appropriately. Review of the CDC

Medication drawers were checked on
5/17/13 by the Nursing Supervisors to
ensure all medications requiring beginning

dates were in fact dated.

Nursing in-service on 5/22 /13 reviewed
deficiency and responsibility for each nurse
to date new vials of Insulin and eye drops
When first opening a new vial or bottle.

The Unit Coordinators have been instructed
to check the medication drawers weekly to
ensure all Insulins and eye drops are dated

timely.

The Director of Nursing will spot check
medication drawers monthly to ensure all
medications are dated appropriately.

The Quality Assurance Committee will
review the Unit Coordinators and Director
of Nursing’s findings during the monthty
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meeting to ensure medications are dated 6713

appropriately.
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guidelines revealed if & multi-dose vial of
medication had been opened or accessad, the

vial sheuld be dated and discarded within 28 days
from the date the vial had been opened (unjess
the manufacturer specifies a different date}. One
mulii-dose vial of Novelin 70/30 Insufin and two
botties of eye medications were observed onthe
Wast Wing medication cart to be opened, not
dated as o when they had bsen opanad, and
were available for resident use.

The findings include;

Review of the facility policy/procedure,
"Medication Storage in the Facility,” (dated
02/01#19) revealed medications should be stored
following the manufacturer's recommendations.
However, the policy did not includs specific
directions for storage and labeling of medications.

Review of the COC guidelines for storage and
handiing of mufti-<iose vials of medications
revealed if a multi-dose vial had been opened or
accessed {8.g., needle-punctured) the vial should
be dated and discarded within 28 days unless the
manufacturer specifies a different (shorier or
ionger) date for that opened vial,

Observation of the West Wing medication cart on
05/16/13, at 6:30 PM, revealed an openad and
undated multi-dose vial of Novoiin 70/30 nsulin
for Resident D that was available for resident use.
In addiiion, a boifle of Latanoprost Ophithalmic
drops for Resident C was opaned and not dated,
and a bottle of Timolol 0.5% ophthalmic drops
was opened and not dated for Resident E.

Interview on 05/16/13, at 6:30 PM, with Licensed
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The facility must establish and maintain an
Infectton Condrol Program designed to provide a
safe, sanitary and comforfable environment and
to help prevent the development and transmission
of disease and infection.

{a) Infaction Control Program

The facility must establish an Infection Centrol
Program under which it -

{1} investigates, controls, and prevents infections
in the facility;

i (2} Decides what procedures, such as isolation,

shouid be applied o an individual resident; and
(3 Maintains a record of incidents and corrective
actions related to infections.

{b} Preventing Spread of Infection

{1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate {he resident,

The nurse who failed to follow our policy
regarding disinfecting the blood glucose
maonttor with appropriate cleaner was
conferenced and placed on probation for
three months. She will be randomly
observed during medication pass and will
be terminated for failure to follow infection
condrol policies shouid the ertor be
repeated.

The Unit Coordinators have been instructed
to randomtby observe two staff nurses during
medication pass each week fo ensure all
infection control procedures are being fol-
fowed.

Continue to next page
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Praciical Nurse (LPN} #2 revealed all multi-cose '
vials/bottles should be dated when opened and
discarded after 28 days. According to LPN #1, all
facility staff nurses were responsible to monitor
the medication storage to ensure medications
were dated when opened for resident use.
Interview conducted with the Director of Nurses
(DO} on 05/16/13, at 8:45 PM, revealed all
mulfi-dose medication vials/bottles should be
dated and Inittaled when opened. The DON
stated all nursing staff was responsible to monitor
the labeling of medications during medication
administration.
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441
55=p | SPREAD, LINENS
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(2) The facility must prohibit employses with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility mus! require staff to wash their
hands afier each direct resident contact for which
hand washing is indicated by accepied
professional practice.

{c) Linans

Parsonnel must handle, slore, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
revisw it was detarmined the facility falled lo
establish and maintain an infection control
program designed to provide a safe and sanitary
environment {0 prevent the transmission of
disease and infection for two of twenty sampled
residents and five unsampiad residents
funsampled Residents A and B). Facility staff
failed 1o disinfect a bisod glucose monitoring
device according io facility policy, manufaciurer's
recommendations, and Cenlers for Disease
Control {CDC) guidelines betwsen use for
unsampled Resikfents A and B.

The findings include:

A review of the facility's Cleaning and Disinfaction
of Resident Care Equipment policy, with an
effective date of 11/01/12, revealed resident care
equipment would be cleaned and disinfected
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Continued from page 13

The Directar of Nursing provided an in-
service to the licensed nurses on 5/22/13
to review infection conirel pelicies,
respansibilities and disciplinary measures
that will be enforced for failure fo follow
policies.

The Quality Assurance Comemittee will
review infection control reports al each
monthly meeting and will determine the
necessity for implementing more frequent

observation during medication pass. 67113
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atcording fo curreni CDGC recommendations and
reusable resident care equipment wouid be
disinfected batween residents according to
manufacturer’s instructions.

A review of tha Manufacturer's Guidslines for the
biood glucose monitoring device revealed the
manufacturer suggests the device be disinfecied
with an snvircnmental protection agency
approved germicidal wipe {i.e. PDI Super Sani
Cioth) or & 1:10 bisach solution.

A raview of the CDC guidelines for infection
prevention during blood- glucose menitoring,
updated D3/02/12, revealed blood glucose
monitoring devices shouid be cleaned and
disinfected according to manufacturer's
racornmendations after every use.

Observation of blood gluccse manitoring for
Resident A conducted on 04/15/13 at 5:00 PM
revealed Licensed Practical Nurse (LPN) #3
cleaned a biood glucose menidloring device with
alcahol swabs and entered Resident A's roem to
cheack the resident's blood glucose fevel. LPN #3
cleaned the resident's finger with alcohol and was
stopped by the surveyor prior to performing the
procedure,

An interview conducted with LPN #3 on 04M5/13
at 5:00 PM revealed the LPN was frained to
disinfect the blood glucose moniter with bleach
wipes between resident use. According to LPN
#3, she "panicked” and did not use the bleach
wipes because they were not on the carl. The
LPN stated she thought the alcohol wipes were
Just as effective o disinfect the blood glucose
muonitoring device. Further interview with LPN #3
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revealed she had also used alcohol to disinfect
{he blood glucose device for Resident B on
04/15/13 prior to attempling 1o use the device on
Resident A, -

A review of facility training for LPN #3 revealed
the LPN was trained regarding the disinfecting of
resident equipment during orientation on
0202013,

An interview conducted with the Director of
Nursing (DON) on 058/16/13 at 1:45 PM, revealed
the faciiity used manufacturer's recommendations
regarding disinfecting the blocd glucose melers
between resident use and the facility provided
bleach wipes of a 1:10 concentration and Super
Sanl Cloth wipes 1o disinfect the bisod glucose
monitoring devices between resident use.
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