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was reviewed and revisad for one {1) of fifleen
{15} sampled residents {Resident #7).

Resident #7's Comprehensive Care Plan was not
revised to implement interventions for prevention
of further fails after the resident sustained a fall

Con 10/29414, which resulted in a Fracture of the
Left Wrist and Left Hip.

The findings include:

Review of the facliity's referance source related o
Comprehensive Care Plans, CMS RAI6 User
Manual Version 3.0, dated October 2011,
revealed the care plan should beé revised on an
ongeing basis to reflect changes in the resident
~and the care that the resident was receiving.

<he facility re- adm *{eé tbe resideni on us}mo; 14,
with diagnoses including Dementia and Diabeles
Mellitus. Review of the Significant Change
Mintmum Dala Set (MDS) Assessment dated
1113714, revealed the {aciily assessed Resident
#7 as having & Brief interview for Mantal Status
(BIMES) score of seven {7} indicating severs
cogniive impairment. Continued raview of the
Significant Change MDS Assessment ravealed
the facility assessed Resident #7 1o require :

- extansive assistance of two (2) staff for transfers,
’Geﬁ mability and tofleting, and {0 not have

mbudated. Further review of the MDS revealed

me facility assessed Resident #7 to have had no
fails since the last assessment. Reviaw of the
Quarterly MES Assessment dated 04/22/15,
revealed the facilily assessed Resident #7 to
have a BIMS score of thirteen (13), which
ingicated the resident was cognitively intact, and

: to reguire extensive assistance of two (20 staff for!
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F 280 Continued From page 2 280,
transfers, bed maobiity and toifeting, and to have
not ambulated, Further review of the Quarnerly
- MDE Assessment revealed the faciily assessed
Resident #7 1o have had ne falls since the last
assessment,

Review of Resident #7's Comprehensive Care
Plan dated 09/13/14, revealed the facility had

- care planned the resident as at risk for falls due
o decreased maobility, weakness, pain and a
history of falis. Continued review of the falls risk
care plan reveaied the goal stated Resider #7
would have no unidentified complications related
to being at risk for falis. Further review revealed
interventions which included: assist of one {1)
staff for all ambudation; remind fo gsk for assist
with ambudation: maoniter for changes in condition

i that might warrant increased supervision and

assistance; use a wheelchair for long distances:
provide assistance with toileting: and sensor pad
to bed and wheelchar at ail times,

Review of the Departmental Note dated 10/20/14
al 553 PM, aocu*ner*fed by Licensed Praclicsl
Nurse (LPN) #1, revealed Resident #7 was veling
from the b ’{hmcm while the nurse was on the
- phone with the Physician, According to the Note,
another nurse and a Certified Nursing Assistant
{CNA) went to check on Resident #7. and when
she got off the phone she also went to check on
: the resident. Per the Note, Resident #7 was lying |
" on the floor on herihis back in the bathroom
beside the toilet. The Note revealed Resident
#7's left fool was turned outward and the resident
moeaned it pain upon palpation of the leg and the
nip, Continued review revesled Resident #7 was
also compiaining histher left wrist hurt, and the
wrist looked like it was "swelling”. Further review
revealed the Physician was notified, and the other _ ;
Event il XYRF1T? Facility iD: 100680 # continuation sheet Page 3 of 58
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F 280 Continued From page 3
nurse cailed for an ambulance and notified the
resident’s sister.

Review of the Departmanial Note dated 10/30/14
at 2:24 AM, revealed the nurse talked with a
nurse at the hospital and was told Resident #7
had been admitted to the hospitai with a left hip
fracture and a left wrist fraciure.

Review of the Hospital Discharge Summary,
dated 11/04/14, reveslad Resident #7 was
discharged back to the facility with disgnoses
which included Closed Fracture of the Distal End
of the Radius (Wrist Fracture), Closed
Intertrochanieric Fracture (Hip Fracture), Acufe
Biood Loss Anemia and a Urinary Tract infection
(LT} "after immobiliny”

Review of the facifity's "Resident incident Report”,

cdated 10/30/14, revesled Resident #7 susiained a
fai on 10/29/14 at 5:45 PM, while taking seff to
the bathroom. Per the Report, Resident #7's [eft
fower extremity had externsl rotation and the
resident’s leff wrist looked edematous. Continued

" raview revezied Resident #7 was transported (o
the hospital, and the Physician and family were
notified of the fall and iniuries. Raview of the
Report section titled, "Resident Condition at Time

" of Incident” revealad no documented evidence i
was completed o include: physical restraints, bed :
raits, medications taken during the last eight {
heurs, mobility; medical risk factors posai ﬁw

_ r@iated to incident; or fall history, Further review

" also revealed no documenied svidence of :
information refated to eguipment used at the time |
of the fall or i the equipment was funclioning at

* the time of the fall. such as, alarms. Review of
the "Post Incident Actions”, dated 10/30/14, which
was not signed by staff, revested Resident #7
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‘aiready” had a sensor pad, and "would
encourage staff not to let” the resident corme back
to the room alone afier meals. Further review of
the Incident documenrtation revaaled no
documented evidence of further nvestigation
refated to the fafl to include: wilhess staterments:
avidence of a fall huddie {o help in investigating
the circumsiances of the fall: an Interdisciplinary

_ Team {IDT) meeting to review o summarize the
team recommendations for interventions; or
_revision of the care plan to prevent further falis

inferview with LPN #3 on 06/24/15 at 4:50 &M,
revezled she was at the nurse's station when
Resident #7 experienced the fall and heard the
resident "noflering” and also heard hisfher SEnsor
atarm goi Pg off. She revealed she found '
Resident #7 on the floor ying on the bathroom

- floor on his/her side and knew e resident was

hurt. LPN #3 stated she left Resident #7 ying on
the floor and called 911 immediately and sent the

resident to the emerg gency room. Further

interview reveated staff knew now (o offer
Resident #7 assistance 1o the bathroom or the
bed when they saw him/her coming back to the
unit to his/her room after supper.

Interview with CNAET on 0B/24/15 at 4:30 PM,
reveaied she was coming back from the dining
room and was told by someone Resident #7 had
fafien. She stated whan she went to Resident

L #7's room where a nurse was assessing the
resident, checking his/her hips and legs. She
further stated the resident's bowels had moved

apparently, as there was feces on the toiet.

Interview, on 06/24/15 at 420 PM, with CNA #8

,revealed she was assigned o Resident #7 on the |
day of the fali, and had toileted the resident
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pefore supper that day. Per interview, Resident
#7 was in the dining room the jast time she saw
the residant before the fall, and he/she must have
wheeled himseiffherself back to the unit after

- supper. She stated she was told the resident fell

"in the bathreom after returning to his/her room
after supper. Confinued interview revealed
Resident #7 would normally let staff know when
he/she needed to be tolleted: however, the
rasident was not on a routing toileling schedule
CNA £8 further stated. now staff ensured
Resident #7 stayed at the nurse's station and did
net go back to hisfher room uniil staff could assist
the resident to lie down in order to prevent further

fails.

interview with LPN #1 on 06/25/15 at 11:00 AM,
revesled she was assigned io Resident #7 at the
time of the fall, and had writien the Departmental
Note refated to the fall. She siated Residert #7

. had tried to toilet on his/her own without

s assistance, and fallen in the bathroom where LPN
#3 had found the resident lving on the floor. Per
interview, she was on the phone at the tme, and
PN #3 had already assessed the resident bafore
she got 10 the resident’s room. LPN #1 revealed

- usially there were two (2} nurses and three (3)
aides who stayed on the unit during supper and

“normally Resident #7 would let them know when
he/she needed 1o go io the bathroom, Further
interview revealed staff now knew, since the fgil
not to fet Resident #7 go to his/her room alone
after supper until it was bedlime and siaff were

| present {0 assist the resident,

Further review of Resident #7's Comprehansive
Care Plan revealad no documented evidence i
was ravised or updated with the imerventions

- staff interviews had revealed. such as, offering
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toileting, keeping the resident by the nurse’s
station in sight after supper or assisting Resident
#7 to bed atfter supper and not allowing him/her o
go to hisfher room alone. Also, review of the
Comprehensive Care Plan revealed no
documented evidence of the Post Incident Action
infervention dated 10/30/14, regarding not

" allowing Resident #7 back to his/her room after
meals, was added to the care plan.

interview, on 06/25/15 at 1:30 PM, with the

Director of Nursing iDON). revealed she had onily

been at the facility for two (2) weeks! however, '
the facility nad already recognized falls were not
being investigated thoroughly. She stated now
through the facility’s Quality Assessment
Perfoermance Improverment {QAPI} process the
facility was Implementing a "fall huddle” again,
because from her understanding they had not
been doing the fall huddies for a while
Continued interview revealed the faciity was in
the process of impiement%ﬁg a Falls Committee in
order to betler investigate fails. The DON
revaaled she received a shift report from each

S unit every | morning which would indicate if 5

“resident had experienced a fall, she printag off
incident Reports from the computer each
morning related to falfs and all of the information
was laken fo the faciity's morning meeting. Per
interview, the morning meeting started off with af

department heads present including the :
Administrator, MDS Nurses, and herseif. The
DON stated then another meeting was held afer
ihe first meeting with thase siaff involved in cars
and fails were dlscussed. According fo the DON,

. during that meeting the staff present were Jooking

- al the circumstances surrounding the residents'

falls 10 see what they could do different to prevent |
further falls, and to add any new inferventions
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necessary (o the resident's care plan. Further
interview revealed Resident #7's Tall should have
beern investigated thoroughly in arder 1o update
the care plan with any additional interventions (o
- prevent further falis

Interview with MDS Coordinator #1 on 06/25/15 at:

2:07 PM, revealed she revised residents’
Comprehensive Care Plans and sometimes the
nurses on the floor would also revise the care
plans. She stated she learned about the fails
which occurred in the fagiity during the morning
meeting where the falls were discussed, however,
‘she did not remember discussing Resident #7's
falis. The M3 Courdinator stated she updaled

Resident #7's care plan after the fall refated to the .

resident's risk for increased pain from the left hip
fracture and left wrist fracture, but did not see
where the falls care plan was updated or revised
with any new inferventions o prevent further falls,
After reviewing Resident #7's fal investigation,
she stated the investigation was not complele
lacked the information necessary o revise the
care plan with effective inferventions. Cortinued
nterview revealed she did not know staff had
implemented keeping Rasident #7 by the nurse’s
station in sight after supper, or ware offering the
resident toieting or fo lie down after supper. Per
$ADS Coordinator #1, she was aise unaware of
the Fost incident Actions, from the lﬂcédemt
Report, for staff not to allow Resident 87 1o go
hack to the room alone after meais. Furthe

- interview revealed afl of those Interventions wouid

- be good to add to Resident #7's care plan
however.

F 282 483.20{k)(3)(i) SERVICES BY QUALIFIED
59=0 PERSONS/PER CARE PLAN

F 282 ciictt Nursing & Rehabilitation Center (ENRC) 0810412015
endeavors to provide or arrange services in
accordance with each resident’s written plan of care.
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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is nat met as evidenced
by
Based on interview and record review, it was

- determined the facility failed fo ensure services

writien Comprehensive Care Plan for one (1) of
fifleen (15) sampled residents (Resident #4).

Resident #4's Comprehensive Care Plan siated

the resident had a preblem of consiipation with
interventons which included: evaluating for

constipation and administering laxative or staol

| softenar as ordered. Record review reveaied

- Resident #4 experienced a bowsl movement
{BM} on 04/28/15; however, there was no

s thocumented avidence Resident #4 experienced
BM's from Q4/30/15 until 05/04/15, a five (5) days
period. On 05/04/15, Resident #4 was admitted

‘1o the hospital and a Computerized Axial
Tomography (CAT) Scan of the abdomen and
pelvis showed a rectosigmoid fecal impaciion,
However, additional record review revealed no
documented evidencs nurses evaluated Resi dent .
#4 for constipation prior to the hospitalization or

- administered a laxative or stooi softener as
orderad as per the care plan inferventions,

in addition, the facility failed to provide
documented evidenice Resident #4 experienced
bowel movemnents for periods ranging from five
{5} to six {§) days on five (8} subsequent
oceasions in May and June 2015, Also, there
was no documented evidence the care plan

provided were in accordance with each resident’s -

The bowel habils for Resident #4 and Resident #9
were reviewed by the RN Supervisor on 7/20/15.
The results were reported 1o the MD on 7/20/158 and
changes were made fo each resident's bowel
protocod on 7/20/15. New orders were received and
implementad by the Charge Nurse on 7/20/15.

The bowet habits for each resident will be reviewed
by the DNS/RN Supervisor by 7727115 for the prior
3G days. Any resident requiring bowa! care more
than one time in the last 30 days will be referred io
the MD for a bowel protocol review. Any new orders
will be implemented as directed.

On 7/18/18 the system for administration of pm
bowel protocols were revised. The prn medications
have been added to the Electronic Health Record
and follow up documentation will “fire” at the end of
the shift. Effective or non-effective will be required
and will alert the nurse if interventions have not
been effective. All licensed nursing staff will recelve
education by the DNS/RN Supervisor by 7/31/158
regarding the revised system for tracking and follow
up on bowel protocol interventions.

The DNS will audit the No Bowel Movement Repori
gach morning {(Monday through Friday) and review
each resident record to ensure that bowet!
interventicns have besn implemertad and follow
up has ocecurrad as required. Resuils will be
forwarded {o the monthly QAP committee for
further review and continued compliance.
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interventions for nurses o evaluate Resident #4
for constipation and administered a laxative or
stool softener as ordered were mplemented
during the five (5} subsequent time periods of no

BM,
- The findings inchide:

Interview with the Direclor of Nursing {DON) on
06/26/185 at 3:00 PM, ravesled she was unaware
of the facility having a policy refated to staff
foffowing residents’ care plans, however,  was
the expectation and sll the nurses' responsibiity
to ensure residents' care plans were followed,

1. Review of Resident #4's medical record
revealed the facility admitted the resident on
10/07/13, with diagnosas which included

- Mudtk-infarct Dementia, Depression. Parkinson's
Disease and Cerabral Vascular Accident (CVA)
with Hemiplegia, Review of the Quaneriy

- Minimum Data Set (MDB} Assessment dated

0472815, revealed the facility assessed Resident
#4 as: having both short and long term memaory
inss; requiring extensive assistance of dwo (2

- persons for ileting: urinary incontinence not

‘rated; and as always incontinent of bowel.

- Review of Resident #4's Comprehensive Care

: Plan, dated 10/07/13, reveaied the facility had

" care planned the resident with a problems of
constipation and the goal siated he/she wouid

. achieve reguiar bowet movements. Continued

- raview of the care plan revealed the interventions ¢
included: to svaluate the resident's bowed patiern;
evaluate for constipation: assist of two (2) with

 toileting needs; assess histher bowe! sounds as
needed; and administer laxative or stool softener

as ordered.
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Review of the Physictan’s Orders for May and
June 2015, revealed the foilowing orders:
Bisacodyl {a laxative medication} 10 milligram

" (mg) suppository per rectum every day pro (83
needed} constipation; Milk of Magnesia (MOM, a
iaxative medication} 30 milliliters (m) every day
orn constipation; and Fleats Enema {a sclution
rroduced nto the recium lo promate evacuation

" of fecss) use as directed per rectum for '
constipation.

Raview of the "Bowel Movement Validation

- Report” (BMVR) for Resident #4. revesled the
resident had a BM on 04/28/15. Continued

" review of the BMVR, revealed howsaver, no
documentad evidence of Resident #4
experiencing a BM from 04/30/15 undit 05/04/15
a five (5} day period.

However, review of Resident #4's Medication
Administration Record {MAR) revealed no
“documented evidence the Bisacody!, MOM or
Figets Enema were administerad for constipation
from 04/30/15 through 05/04/15. Also, review of
rhe Departmental Notes from {}5:(}? 15 through
05/04415, revealed no documented evidence
: Resident #4's BM's were being evaluated or of
©the resident having no BM during that timeframe.

Review of the Deparimantal Note dated 08/04/15
cat 2742 PM revesled Resident #4 had no urinary
cuiput present in ihe catheler drainage bag that
shift, and the nurse aftempted lo flush the Foley
catheter with sixty {60) cubic centimeters (co's) of
Acetic Acid as prescribed, buf the Foley catheter

: obstructed. Continued review of the Note
‘ ravealed the nurse changed Resident #4's Folay
catheter, and the resident had fess than 100 c¢'s

Event 1D XYRF11
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- ouiput of urine when the new catheter was
inserted and the Physician was aware of the
information.

Review of the Physician's Orders dated 05/04/15,
revealed orders © transfer Resident #4 o the
hospital for evaluztion and frestment for
decreased urine output, fever and decreased

orentation.

Review of the Departmental Note dated §5/04/15

at 9:28 PM, revealed Resident #4 was being

admitted to the hospital with Dehydration, Cystitis,
- Constipation and Altered Mental Status.

Review of tha Hospital Discharge Summary,
dated 05/06/15, revealed Resident #4 hacd a CAT
Scan of the abdomen and pelvis which showead a
rectosigmoid fecal impaction. Further review
revealed Discharge disgnosas which iz‘u’;iz"c"@(ﬁ
Altered Mental Status, Uremia and Constipat

Also, review of the "Bowei Movement Validation
Report” {(BMVR), revealed Resident #4 had a BM
art 05/1115 with no documented evidence of

 another BM unti 05/17/15, six {6) days iater,
However, there was no documenied evidence on
the MAR dated May 2015 of the prn laxatives or

‘Fleets Enema administerad during this time
frame and no documented evidence in the
Departmental Notes of reference o the resident
having ne BM or of an abdominal assessmeant
done during this timeframe.

: Further review of the BMVR reveaied Resident #4

thad a BM on 08/20/15 with no documented
avidence of another BM uniil 05/25/15, five {(5)

days later. Per the MAR, a Fleeis Erema wa

“administered on 05/25/15 (five (5)days later). _
Eveni 11 XYRE cility 0 100800 i continuation shest Page 12 of 56
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Review of the Departmental Notes revealed no
_documented evidence of the residant having no
BM or of an abdominal assessment during this

timeframe.

Review of the June 2015 BMVR revealed
Resident #4 had a BM on 06/03/15 with no further’
BM until 06/08/135, five (3) days later. Per the
MAR, there was no documented evidence of

- laxatives or Fieets Enema administered during
that tmeframe, and per the Departmental Notes,
there was no reference lo Resident #4 not having
a BM and no reference to an abdominai
assassment being performed.

2. Continued review of the BMVR revealed
Resident #4 had a BM on 06/10/15 with no further
BM documented until 06/15/15, five {5} days iater,
Review of the MAR revealed no documented
evidence of laxatives or Fleels Enema

Cadministered during this Umeframe. Review of

" the Bepartmental Notas from 08/10/15 through
06/13/15, of nurses evaluating Resident #4 for
constipation as per the care plan interventions,
On 08114715 at 3:54 AM, there was
documentation in the Depantmental Noles of
Resident #4's ahdomen being soft and non
tender with no distension; howaver, there was no

. reference related to the resident having had no
8M during the fimeframe.

Review of the BMVK revealad Resident #4 hada

CBM on 06/18/15 with no further BM documenied
urdil 06/21715, five (5) days later. Review of the

. MAR revealed no documented evidence of g
laxative or Fleets Enema administered during the ¢
timeframe, as per the care plan interventions.
Review of the Deparimental Note on 06/16/15 &
4:35 AM, reveaied Resident #4's abdomen was

Svent B XYRFI
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“soft and nontender. However, further review of
the Notes revealad no documented evidence of

further documentation of an abdominal
assessment, and no reference related o the
rasident not having a BM during the above
timeframe to note the nurses had evaluated
Resident #4's BM's as per the care plan,

interview, on 06/26/15 at 8:30 AM. with Licensed
Practical Nurse {(LPN) #2, reveaied she was
assigned 1o Resident #4 most days during May
and June 2015, LPN #2 siated if a resident had
no BM in three (3) days, MOM 30 ml was 1o be
administerad on the moming of the 4th day with

no BM. Per inferview. i the MOM was ineffective,
the next shift was to administer a Bisacodyi
Suppository 10 myg, and if the Bisacodyl
Suppository was ineffective in twelve (12) hours,
the rurse was o administer a Fleets Enema.
LN #2 explained the midnight shift ran g
computer generated sheet which showed the
residents who needed bowel care refated 1o not

~having BM's i1 three {3) davs. She stated the
sheet was given to the day shift to follow up with
administering the laxatives, LPN #2 reviewed the
MAR for May and June 2015, and stated
Hesident #4 received a Fleets Enema on

- 05/25/15, however, no other laxatives were given
during the two {2} month period. Continued
interview revealed Resident #4 sﬁc{;ic’ ave
received laxatives on 05/03/15, 05/15/15.
0B/2415, OB/07715, 06/14/15, and 08/20/15 on

. the 4th day without a BM, as per the care plan.

interview with the DON on 08/26/15 at 3:.00 PM,
revealed she had iust started in her position at
the facility two (2) weeks previcusly, The DON
stated the Ceriffied Nursing Assistants ({CNA's}
- documented BM's in the facility's compuiterized
Event 1D XYRF 11

FORM CMS-2867{02-98) Previous Yersions Dbaniste Faciity 1D 100680 if continuation sheef Page 14 of 38




DEPARTMENT OF HEALTH AND HUMAN SERVICES

]
oy gy
ES

o ERS FOR MEDICARE & MEDICAID SERY]

OME NG, 8038-0391
3

PROVIDER/SUPPLER/CLIA

i CATION NURMBER:

§
i
§ 185413

£ SURVEY

LETED

LCTION

| o626/2015

HARE OF PROVIDER OR SUPPLER

ELLICTT NURSING AND REHABILITATION CENTER

DLRESS, CITY. 5

RT 32 EAST, HOWARD CREEK RD
SANDY HOOK, KY 41171

ICIENCIES

HAMARY STATEMENT Cf

X4y
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY ‘
TAG REGULATORY DR LSS IDENTIFYING INFORMATION

i
PREFIX
TAG

PROVIDER'S SLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOLL D BE
CROSS-REFERENCED TO THE APPROPRIATE
DEMCIENCY:

F 282 Continued From page 14
documentation system, and the computer would
print a list of residents who had not had a8 BM _
entered for three (3) days. Per interview, medicat
records staff printad the list Monday through
Friday and brought it to the morning meeting
“which included the DON, Administraior, MDS
Nurses, and a nurse from each resident hall, She!
stated anyone couid print the list off on the '
weskends or at anytime. The DON siated the BM
list was taken to the units and nurses
communicated 1o the other nurses, as well as, the
Certified Medication Technicians (CMT's)
regarding which residents needed iaxatives, the
residents who had not had a BM in three (3) days,
anc the nurses weare 1o administer laxatives as
ordered for conslipation to the residenis. She
stated Resident #4's care plan interventions
should have been followed related to evaluating
the rasident for constipation and administering
laxaives as ordered. The DON further stated |
~was aach and every nurse's responsibility to
“ensure residents’ care plans were foliowed.
483.25 PROVIDE CARC/SERVICES FOR
HIGHEST WELL BEING

g N
[N ]

- Each resident must receive and the facility must
provide the necessary care and services o atfain
of maintain the highest practicable physical,

- meantal, and psychosocial well-being, in

" zecordance with the comprehensive assessment

and plan of care.

: This REQUIREMENT is not met as evidenced

by:
Based on interview, record review, and review of

F 282

Lo
LRV bl

_ Cifott Nursing & Rehabilitation Center (ENRC)

- 0Bi04/2015

* sndeavors {o provide necessary cars and services o

altain or maintain the highest practicable physical,

mental and psychosoccial well-being, in accordance

. with the comprehensive assessment and plan of care.

The bowel habits for Resident #4 and Resident #9

werg reviewed by the RN Supervisor on 7/2G/15.

The resuils were reported 1o the MD on 7/20/15 and

: changes were made io sach resident’s bowel protoco!

an 7/20/15. New orders were received and

implemenied by the Charge Nurse on 7/20/15.
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- falied to ensure necessary care and sarvices
were provided for resident's physical well baings
for two {2} of fifieen (15) sampled residents
{Resident #4 and #9).

{BM) on 04/28/15, however, there was no
documented evidence he/she experienced BM's
after that from 04/30/15 untit 05/04/15, five {(5)
days later. On 05/04/15, orders were received to
transport Resident #4 to the hospital for
decreased urine output, fever and decreased
orientation. The resident was admifted to the
haspital on 08/04/15 and underwent a
Computerized Axial Tomography (CAT) Scan of
tha abdomen and pelvis which revealed the
resident had a2 reclosigmotd fecal impaction.

Resident #4 afso had penods ranging from five
(5} to six (8} days of no documented BM's, after
he/she relurned from the hospital, during five (5)
different timeframe’s in May and June 2015, and

. no documented evidence of inferventions or
Physician's Orders implemented for passible
constipation.

In addition, the faciiity failed to provide
- documented evidence Resident #9 experienced
" BM's for six {8) days from 05/23/15 to 05/29/48,

and no documented evidence of interventions o
Physician's Orders implemented for possibia

consiipation.

There was no documented evidence the facifity
foilowed its bowel protocol regarding
administration of taxatives as ordered by the
Physician for Resident #4 and Resident #9.

Resident #4 had a documented bowel movement

the facility's protocol, i was determined the faciity |

The bowel habits for each resident will be reviewed
by the DNS/RN Supervisor by 7/27/15 for the prior
30 days. Any resident requiring bowel care more
than one ime in the last 30 days will be referred o
the MD for a bowel protocol review. Any new orders
will be implemented as directed.

On 718/15 the system for adminisiration of prm
bowel protocais were revised. The prn madications
have been added to the Elecironic Health Record
and follow up documentation will “fire” at the and of
the shift. Effective or nan-effective will be required
and will alert the nurse if interveniions have not
been effective. All icensed nursing staff will receive
aducation by the DNS/RN Supervisor by 7/31/15
regarding the revised system for tracking and follow
up on bowel profocol interventions.

The DNS will audit the No Bows! Movement Report-
each morning (Monday through Friday) and raview
each resident record {o ensure that bowel
intervertions have been implamented and follow
up has occurred as required. Resuits will be
forwarded to the morthly QAP commitiee for
turther review and continued compliance.

F 306
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- The findings include:

interview with the Administrator on 08/25/15 at
5:00 PM, revealed the faciity had no bowel policy;
however, there was a protocol. Review of the
protocol, undated, reveaied Milk of Magnesia
{MOM, a laxative medication) 30 miliiliters {mis)
was o he given every day pm {as needed) for
constipation. Continued review of the protocol
reveated a Bisacody! suppository {5 laxative
medication} one (1) par recium pro every day or
avery other day for constipation, and a Fleets
Enema {a sotution introduced info the rectum to
promoie avacuation of facas) prn for constipation
were also o be given.
1. Record review revealed the facility admitied
Resident #4 on 16/07/13, with diagnoses which
included Deoression, Parkinson's Disease,
Cerebral Vascular Accident (CVAY with
Hemiplegia and Multi-Infarct Dementia. Review
of the Quarter! y Minimum Dala Set (MDS) dated
04/28/15, revealad the faciity assessed Resident
#4 o ha\fe shori and long term memaory loss, o
require exiensive assistance of wo (2} staff for
toiteting, as always incontinent of bowel and
hisfher urinary incontinence was no rated.
“Record review revealed Resident #4 had a Foley

catheter in place.

- Review of the Comprehensive Plan of Care dated

10713, revasled the faciiity had care planned
Resident #4 for a problem of consiipation with a
goal to achieve regular bowel movements.

. Continued review revealed the interventions _
included: evaluate bowel pattern and evaluate for ¢
conslipation as needed; assist of two {2} with
toileting neads, assass bowel sounds as needed;
and administer laxative or sicol softener ag

Evarnt i XYRF11
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ordered.

Review of Resident #4's Physician’s Orders for
May and June 20185, reveaied the following orders
related to bowel medications: Bisacodyl 10
milligram (mg) supposttory per recium svery day
prr constipation, 30 mis every day pro
constipation, and Fleets Enema. use as directed
per rectum per bowel protoco! for constipation.

Review of Resident #4's computerized, "Bowei
Movement Validation Report” (BMVR), revealed
the resident had a BM on 04/29/15. Continued
review of the BMVYR revealed however, there was
no documented evidence of a BM from 04/30/15
until 05/04/15, five {5} days later.

Review of Resident #4's Aprii and May 2015,
Medication Adminisiration Record (MAR)
revealed there was no documented avidence the
resident had received the Bisacodyl, MOM or
Heets Enema from 04/30/15 through 05/04/15,
as per the protocol. Review of the Deparimental

" Notes from 05/01/15 through 05/04/15 revesled
no reference to Resident #4 having ne BM during
the tmeframe of 04/30/15 through 08/04/15.

Review of the Departmental Note dated 05/04/15
Cat 2:42 PM, revealed Resident #4 had not had
any urinary output present i the catheter
drainage bag for thal snift and the nurse
gtlempted to flush the resident's Foley catheter
Cwith Acetic Acid (a wrinary bladder antimicrobial,
acidifying irrigant) as prescribed, but the catheter
was obstructed. Per the Note, the nurse changed
the Folay catheter; however, Resident #4 had
iess than 100 co's ouiput when the new catheter
was insertad, which the Physiclan was aware of.
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Continued review of the Physiciar's Orders dated
06/04/15. revealed orders o ransfer Resident #4
10 the hospital for evaluation and treatmen for
decreased urinary output, fever and decreased
orientation. Continued review of the
Departmental Note dated 05/04/15 at $:28 PM,
reveaied Resident #4 was 1o be admitted o the
hospital with Dehydration, Canstipation and
Altered Mental Status.

Review of the Hospitai Discharge Summary,
dated 05/048/15, revealed Resident #4 had
received a CAT Scan of the abdomen and pelvis
which shown the resident had a rectosigmold
fecal impaction, Further review revealed
Resident #4's discharge diagnoses included
Constipation and Altered Mental Status.

Additionally, continued review of Resident #4's
EMVR rweas‘eﬁr‘f the resident had 2 BM o
05/11/15, with no docu mefmd evidence of
another BM umu O5/17/15, six (G) days later.
However, there was no d@cummfecﬁ evidence of
the pro laxatives or Fleels Enema being
administered during the lime frame and no
documentied evidence in the Departmental Notes
of reference o the resident having no BM or, of
nurses performing an abdominal assessment

- done during the dmeframe.

Further review of the BMVE revealed Reasident #4
had a BM on 05/20/15, with no documented
evidence of another BM until 05/25/15, five {5

- days fater. Review of the MAR, revealed a Fieets -
Enema was administered an 05/25/15, five
{S)days later. Review of the Departrmental Notes
revealed no documented evidence of reference to
the resident having ne BM or of nurses

performing an abdominal assessment during the

Event I XYRF 11
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F 308 Continued From page 19
“referenced timeframe,

Review of the June 2015 BMVR revealed
Resident #4 had a BM on 06/03/15 with no further
BM until GB8/08/15, five (5) days later. Review of
the MAR, revealed no documenied evidence of
laxatives or Fleets Enema having been
administered during that timeframe. Review of
the Departmental Notes revealed there was no
referance t the resident not having a BM during
the timaframe, and no reference of nurses having
performed an abdominal assessment,

Continued review of the BMVYR revealed Resident
H4 had a BM on 08/10/15 with no further BMM
documented untll 06/15/15, five (5) days later.
Review of the MAR ravaaled there was no
documented evidence of laxatives or Fleeis
Enema being administered during the timeframe.
Review of the Deparimental Notes on 06/14/15 at
3:54 AM revealed documentation noting the
resident's abdomen was soft and non tlender with
N distension; however, there was no reference
to the resident not having had @ BM during the
imeaframe.

Further review of the BMVR reveaied Resident &
had a BM on 06/16/15, with no further BM
documented until 06/21718, five (8) days iater.
According ’0 review of the MAR, thers was no
documented avidence of 2 laxaiive or Fleels
EZnema administered during the timaframe.
Review of the Departimental Note on 6/16 at 435
AM, revealed the resident's asbdomen was soft

and nontender, however, there was further

- documentation of an ahdominat assessment and

“no reference to the resident not having 2 BM

. during the timaframe,

IXAY I SUMMARY STATEMENT OF DEFICIENCIER SROVIDER'S BLAN OF CORRECTION
PRIEF Y (EACH DEFICIENCY MUST BE PRECEDED B8Y FU R "C}”‘ CORRECTIVE ACTION SHOULD BE
TAG SEGULATORY OR LSO IDENTIFYING INFORMATION TAG CROSS. QE*"“RFNLED TO THE APPROPRIATE i
DESCIENCY:
F 309
i
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F 309 Continued From page 20 F 09
interview, oh O&/26/15 at &30 AM, with Licensed
Practical Nurse (LPN} #2, revesied when she
worked she was usually assigned o Resident #4
and had been assigned o the resident on the
days she worked in May and June 2015, Per
wterview, if a resident had not had 3 BM in three
{3} days, MOM 30 mi was o be administerad on
the morming of the 4th day with no BM. She
stated in the MOM was ineffective, the nexi shift
was to administer a Bisacodyl Suppository 10 mg.,
ard if that was ineffective in twalve (12) hours, &
Fleets Enema was to be administered. According
(o LPN #2, on the facility’s midnight shift &
computerized sheet was ran off noting which
residents needed bowel care, and this was

- passed zfong to day shift. LPN #2 reviewed
Resident #4's May and June 2015 MAR's and
stated the resident had only received a Fleets
Enema on §5/258/15. She revesled however, nc
cther faxatives were given for thase months, Per
LPN #2, Resident 24 should have had laxalives

Cadministered on the 4th day of no 8M, such as,
on 0BG35, O8/18ME, OB/24/18 06/071E,
GB/14/15, and 06/20/15.

2. Review of Kesident #3's medicsi recard
revested the facility admitted the resident on
051115, with diagnoses which inciuded Urinary
Retention, Congestive Heart Fallure and Acuie
Kidney Failure. Review of the Admission MDS

; dated B5/18/15, revesled the facility was unable

“lo assess Resident #9's BIMS score. Continued
review of the MDS revesied the facility assessed
Resident #9 to require exiensive assist of two {(2)

- persons for toileting, as always continent of bows!
and as not rated for urinary incontinenca.

Roview of Resident #8's Physician's Orders dated
May 2015, revealed orders for Bisacody

Event L XYRF1
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suppository 10 mgs prn for constipation; Fieets
Enema use as directed for constipation per b@wei
policy, Docusate Sodium 100 mgs every twelve
{12} hours as needed: and MOM 30 mis pr for
constipation. Additionally, new orders were
recetved on 0&/17/15 for Miralax (a laxative
medication] 17 grams {gms) in water every day.

Review of Resident #8's BMVR for May 2015,
_revealad the resident had a BM on 05/23/15;
“however, there was no further documentad

avidence of a BM until 05/29/15, six {(8) days

later.

Review of the MAR dated May 2015, revealed
Resident #9 received a Bisacodyt suppository on
05727115 af 3:568 AM and MOM 30 ml on 08/27/15
at 2:14 PM. However, there was ng documeanted
avidence on the MAR or noled in the
Departmental Notes o indicate f the medications

were effective during the imeframe until .
COBI30/15, ;

Review of the Deparimaentai Notes revealed the
following was documentad: on 08/24/45 ot 2:48
AM Resident #9's abdomen was soft and
nontender with active bowel sounds in all four (4]
quadrants {(quads) with no diarrhea or
constipation noted, on 058/25/18 at 2:13 AM,
Resident #5's abdomen was soft and nontender
- with active bowel sounds in all four {4} quada with
no diarrhea and no constipation; on 08/26/15 at
2:33 AM, the resident nad positive bowel sounds
Cin all four (4) quads; on 05/27/15 at 3:29 AM. the
. resident had positive bowe! sounds in alt four (4)
- quads and the abdomen was soft, round, and
 nontender; on 058/28/15 at 8:29 PM, howel sounds
- were heard all four (4} quads; on 05/29/15 at 2:57 |
AM, the resident’s abdomen was saft and non :
Event 1 XYRF1 Facdity i 160650
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F 30¢ Coniinued From page 22
tender with active bowel sounds in all four {4}
quad and there was no diarrhea or constipation;
on 05/29/18 at 7:32 AM, Resident 8 had refused
all bowedl treatments; and on §5/30/15 at 616 A,
rpvealed the resident had a BM "ast night”

Further interview with LPN #2 on 06/26/15 af 9:30

- AM, revealed Residant #8 had improved since
admission and now was ambulating
independently. She stated therefore, there might
be times Resident #9 was going o the bathroom
and using the toilet without staff's knowledge.
She reviewed Resident #8's May 2015 MAR, and

" stated she could not tell if the laxatives
administered on 05/27/15 were effective or not as
there was nothing noted to indicate this.

interview with the Directer of Nursing {DON) on
0672615 at 3:00 PM, revealed she started
“warking at the facilily two (2) weeks ago. Per
interview, the Certified Nursing Assisiants
{CNA's) documented residents’ BM's in the
facility's computerized documentation system.
According fo the DON, a list was printed from the
computerized documendalion for residents who
had not had a BM entered for thres {3) days. The
DON revealed anyone could print th
computerized list at any time; however, normaily
Monday through Friday, medical records sig
Cprinted the ist. She stated Monday through
Friday the computerized Hst of residents with n
BM enierad for three (3] dayvs was taken o the
facility's morning meeting. Cordinued interview
- revealed the staff present in the morning meeting
included herself, the Adminisirator, the MBS
Nurses, and a nurse from each resident hall. The
DON stated the st was taken to the resident :
units where nurses communicated with each
othear and the Certified Madication Technicians

i

5

L4
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F 309 Centinued From page 23 F 309 :
- (CMT's} which residents needed laxatives related
to nef having had a BM in three {3) days. She
stated the staff were o ensure residents received
the laxatives as ordered for constipation. Further
interview revealed the Electronic MAR (e-MAR}
system did not note the effectivenass of the
bowel medications administered, and therefore,
the nurses were to document the effectiveness of
the medications in the residenis’ Departmental
Notes. Further interview reveaied if a resident,
such as, Resident #9 was able to go to the
bathroom: on his/her own, then staff should be
asking the resident i he/she had experienced a
BM each shift and documenting the information in
the resident’s medical record. Elliott Nursing & Rehabilitation Center (ENRC) 08/04/2015
F 323 483.25(h) FREE OF ACCIDENT F 323 endeavors to ensure that the resident environmenit
35=0 HAZARDS/SUPERVISION/DEVICES remains as free of accident hazards as is possible:
and each resident receives adequate supervision
; The facifity must ensure that the resident ard assistance devices to prevent aceidents,
Cenvironment ramaing as free of accident hazards Or 8/28/15 the IDCPT, with input from primary care
a5 is pOSS§b e and each resident receives givers, the plan of care for residant #7 was reviewed
adequate supervision and assistance deviges o and revised fo ensure that all current interventions
nrevent accidenis. were recorded including “keep at nurses station in
) sight after supper, offer foileting or {o fie down after
supper”.
Or: 778/2015, the IDCPT reviewed the nursing notes
on all residents for the last 30 days to determine
f This REQUIREMENT is not met as evidenced that any entry regarding a fall had been addressed
by in accordance with the Care System Guidefines
Based on inferview, record review, and review of related to falls. This includes assessment,
the facility's "Care System Guidsline”, it was notification of M and family, and aporopriaie
determined the facility failed to ensure the documentation. All resmlenfs were physically
[ rasidents’ environment remained as free fram assessed by an RN Supervisor or LEN Charge
" accident hazards as was possible and each hurse no fater than 7/9/2015 to ensure that there
. ) . N L. are no indicators, such as unexplained pain or
rasident received adequate supervision and o o
. . - physical injuries that may indicate an unreported fali.
assistance devices to prevent accidents for one Oniy one resident was identifiod with polential tack
{1} of fifteen {15) sampled residents (Residsnt yon ) wenied potentiat lac
pav of documentation related to family notification.
#7}. Hewever when family was cafled by the DNS on
: 7/9/15 they indicated that they had been noiified of
MS-Z087(02-00) Pravinus Versions Ubsoleie Event 1D XYRF1 Facidty L 10660 If continuation shest Page 24 of 58
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Pes) - . d & tal 0/20/1 4 Al censed staff will receive additional education
§s¢éenz " expener{ce ataid on 10 “UriT by the Administrator, DNS or RN Supervisor
which resuited in a Hip Fracture and Wrist regarding the Care System Guidelines for Fal i
Fracture. However, the facility falied thoroughly FEgarding the Lare Sysiem Guicelines for Falis 3
no later than 7/15/2015. Emphasis was

investigate io find the root cause of Resident #7's
faff in order to wiplement interventions o prevent

further falls.

placed on assessment, documentation, nofification
and prevention of additional falls by
implementing interventions based on investigation

The findings include: and root cause analysis.
) - e m - . Education will include. but will not limited to.
Review of the facity's | "Care System Guideline”, . ) )
e . o . . L the foliowing poinis:
undated, revealed post fall the resident was o be i .
physically assessed for injuries and medical "All falls must be reparted to the MD
and Responsible Party (this includes residents

sttention rendered as needed, the P}“yseman and

responsible parly were o be notified, a fall found on a maif or lowered to the floor)

*Conduct hands on head to o assessment ]

“huddie” was to be called to help in izwestiga‘:mg
circumstances around the fall. Per the Guideline, and render aide as necessary !
ihe fall investigation was to inciude information 1o -Oblain Vital Signs

33&;& " (f:?‘!ﬁésn@ gnier.\'fgfji?0{1s. o prevegt .?Lmhe; -nvestigate for Root Cause during the i
fails, the fail event and intervention was o he ) i
recorded on the resident's care pian. Huddle (The Huddie must be complete and accurate.
interventions identified were to be implementad, Al staff involved must participate)

and the interdiscipinary Team {(IDTiwas o “implement an appropriate intervention 1o

review (ha post falf investigations and summarize
the IDT recommendations for interventions.

pravent further fafls
-Ensure intervention is physically in place

Further raviaw of the Guideline under the section -Notify MD (immediately}
q o : - Freaft bk . . ) !
laveled. "Key E,ef,nlzfentbf‘ revealed when ? falt Notify Family/RP (immediately)
o [ vaksation K g . .
occurred a post fall eva datqn was completed o “Chart Incident in medicat record
find causal factors and identify interventions to Compiele 2 Post Fail A { UDA
assist in preventing future falls. omplete a Fost Fall Assessmen
~Complete incident Report

*Record intervention on care plan and
SRNA Care Card
*Place on nursing “pass on” report and do

Hacord review revealed the facility re-admtied
Resident #7 on 08/23/14 with disgrosas which
included {Jemen{;a and Diabetes Mellitus.

- Review of Resident #7's Significant Change nct remove urtil Administrator or DON removes it from
 Minimu g & iated
le‘sim’bm Data $et {J?DS}.%SSESSR’?@M cate{;‘= 7 the nursing regart
11713714, reveaied the facility assessed Reasident Report fail and fll infervention 1o oncoming nurse
#7 with a Brief Interview for Mental Status (BIMS) 00t il d% Wi don t o SRNA j
score of seven {7) which indicated the resident epart fall and fai intervention lo oncoming |
Event B XYRFT Faciity iD: 100630 If continuation sheet Pags 25 of 58
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F 323 Continued From page 25

was severely cognitively Impaired. Continued
review of the MDS revealed the faciiity assessed

© the resident as requiring two {2} staff extensive

" assist with tolleting, bed mobility and transfers,
not 1o have ambulated and o have had no falls
since the fast MDS Assessment. Review of
04/22/15 Quarterly MDS Assessment reveaied

" the facility assessed Resident #7 now 1o be
cognitively intact with a BIMS score of thirteen
{13}, Continued review of the Quarterly MDS
Assessment revealed the facility continued to
assess Resident #7 (o require two {2) staff
exiensive assist for bed mobility, folleting and
transfers, not to have ambulated, and ‘o have had
not fails since the iast assessment.

. Review of Resident #7's Comprehensive Care
Plan, dated 09/13/14, revealed the facility had
care planned him/her for being at risk for falls
with a goal of no unidentified complications
related to being al risk for falls. Per the care plan,

- Resident #7 was at risk for falls due to pain,
waakness, decreased mobiiity and a history of
falls. Further review of (he care plan revealed the
interventions éf“c:iuded' providing assistance with

- toilsting: one (1) staff person for ail ambulation;

freminding ihe resident to ask for assist with

" ambulation; using & wheelchair for long
distances; monitoring for changes in condition
which might warrant increased supervision; and
use of a sensor pad alarm o the resident's bed

~and wheelchair at all times,

Additicnat review of the Comprehensive Care
Plan, dated 08/13/14, revealed the faciity had
care planned Resident #7 to require assist with
histher Activities of Daily Living (ADU's) with a
oal which noted the resident's needs would be
i met. Further review of the ADL care plan

F 323

“EVERY fall requires a new intervention

On 7/9/2015, the IDCPT raviewed

each resident in the facility In regards to potential or
aclual falls. The plan of care for each resident
regarding falis was reviewed in addition to the SRNA
care card o ensure thal interveniions were recordad
on the plan of care and SRNA Care Card.

- Additionally, each resideni/resident room was visually
assessed {o ensure that all interventions were
physically in piace.

During Dafly Connect Meeting {Monday-Friday), the
IDCPT will review sach fall that ocourred during the
previous business day to ensure that the resident
was assessed and treated for any injury, vital signs
racorded, Huddie (investigation) completed, an
intervention was implemented, family and MD ware
notilied. EHR charting was completed, post fail
trauma UDA was completed. incident report
completed, intervention recorded on the care plan
and SRNA flow sheet, that the fail was placed on
nursing report “pass on” section, and that the faff
and new intervention were reporied 1o the oncoming:
shift for further monitoring. Any portion of the
process that has nol occurred wifl be addressed

and the staff members involved will receive additiona

education as identified.
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F 223 Additionally, nursing staff will be quizzed daily by the
Administrator (Monday-Friday) regarding resident fafl
- protocols. Any incorrect responses wili result in
re-education for that staff member. The quizzes will
continue untl the QAP Team meets again to

323 Continued From page 26
revealed the interventions included: staff to check
Resident #7's incontinence brief avery two {2)
. hours and as needed; assist as needed with

toileting; and provide catheter care.
determine the effectiveness of the plan listed above.
Review of the Departmental Note daied 10/26/14 Results will be forwarded to the monthly QAP
) committee for further review and continued compliance.

al 5:53 PM. written by Livensad Practical Nurse
(LENY #1, revaaled the nurse was on the phone
with the Physician when Resident #7 was heard
yelling frem the bathroom. The Note revealed
ancther nurse and a Certitied Nursing Assistant
{CNA)Y went to check on the resident, and after
completion of the phone call LPN #1 aiso went o

. check on Resident #7. Per the Note, Rasident #7
was observed ying on the bathroom floor on
his/her back beside the toilet. Continuad review
revealed Resident #7's left fool was turned
otdward and the resident was moaning in pain
whesn hisiher left leg and hip were paipated.
According to the Note, Resident 47 was also
complaining of hisihar left wrist hurting. Further
review revealed the other nurse called for an

Cambulance, notified the resident’s sister, In

" addition, the Note revealed the Physician was
notified. Raview of the Departmental Note daleg

10/30/14 at 2:24 AM, reveaiad the nurse taked

with a hospilal nurse who informed the facility
nurse Resideni #7 was being admilted to the
hospital refated to having a Left Hip Fracture and
Laft Wrist Fracture.

ry

Review of the Hospital Discharge Summary,

dated 11/04/14, revealed Resident #7's discharge -
diagnoses included Closed Fracturs of the Dista
End of the Radius {Wrist Fracture), Ciosed
Intertrochanteric Fracture (Hip Fracture), Urinary
Tract infection (UT1) "afier immobility” and Acuie
Blood Loss Anemiia. Further review revealed
Resident #7 was discharged back to the facility

Event IDIXYRF1 Faclity 2 105640
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F 323 Continued From page 27
on 11/04/45.

revaaled Resident #7 had experienced a fall on
10/29/14 at 5:45 PM while going to the bathroom
on histher own without staff assist. Per the
Report, Resident #7's left fower extremiy had
extarnal rotation and the resident’s left wrist
looked edematous. Continued review reveaied
Resident #7 was transported to the hospital, and

. the Report's "Resident Condition at Time of
Incident” section revealed no documentead
avidence it had heen completed to inciude the
following information: physicat restraints; bed
rails; medications taken during the last eighi {18)

- hours: mobifity, medical risk factors possibly

" refated to incident; or fall history. In addition,
review of the section revealed no documerted

cevidence of information of ecuinment in use 3t
the time of the fail or whather the equipment,
such as, amrms were functioning at the fime of
the fall. Review of the facility's, "Post incident
Actions”, dated 10/30/15, not sighed by staff,
revealed Resident #7 slready had 2 sensor pad in
use. In addiion. the "Post incident Achions”

| included an ntervention stating staff would be

 encouraged not to let Resident #7 go back io
his‘her room alone alone after meals.

- Additionatly, review of the ‘"ci ’Rea:ucm
Incident Report” documentat aveated n

documented evidence of a mcpmugﬁ mvesi;gaiion
in order o wdentify the root cause of Resident #7's

s evidence of additional investigation to include:
obtaining witness statements; wbeiher a fall
ruddle had been held 1o help in investigating th
~aircumstances of the fall; an 107 review of the fall

Review of the faciity’s, "Resident Incident Repont”®

F323

the Physician and family were notified. Review of -

fall. Also, further review revaated no documented

EU
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circumsiances fo summarize the IDT's
recommendations for interventions; or revision of
the care plan to prevent further falls

interview, on 08/24/15 at 4:50 PM. with LPN #3
reveaied when Resident #7 experienced the fail
she had beer at the nuise’s siation when she
heard ihe resident hollering and heard the sensor
alarm going off. Per interview, Resident #7 had

been having more courage after working with
Fhysical Therapy (FTland the resident thought
he/she could transfer on his/her own without
assistance. She stated she found Resident #7 in
the bathroom lying on the floor on hisfher side.
and when she saw the resident she knew hefshe
was hurt. According to LPN #3, she left Resident
#7 lving on the floor with other staff nresant, and

- called 911 for an ambulance. Parinterview,
Resident #7 was fra r*:;ported to the hospital
emargency room {ER), and was iater admitted fo
the hospitat. Centénuee interview revealed at the
time of the faif Resident #7 had an indwelling

wrinary catheter and the resident iold staff when
he/she needed (o be ollated. Further inferview
revealed since Resident #77s fall, staff now knew

. to offer to take the resident o the bathroom or
sssist himiher 1o bed whan they saw the resident
returning to the unit after supper.

Interview, on 06/24/15 at 430 PM, with CNA #

- revealed when Resident #7 experiencead the fai
she had been returning from the dining room
when someocne (old her the resident had fatien.

" Per inferview, when she weni to Resident #7's
room, 8 Nurse was assessing the resident and
checking his/her hips and legs. Further interview
reveaied she had observed feces on the toilet

s and therefore, conciuded Resident #7 hag

- experienced a bowel movement.

i
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interview, on 06/24/15 at 4:20 PM, with CNA #8
ravealed on the day of Resident #7's fall she had
been assigned w the resident. Per interview, she
had toileted Resident #7 prior to supper that day,
and the last she observed the resident bafore the

- fall was when he/she weas in the dining room.

" She stated Resident #7 must have wheeled
hisiher wheelchair back to the unit on hisfher own
after supper that day. According to CNA #8, she
was ater informed Resident #7 had fallen in the
bathroom. Continued inferview revealed rormally
Resident #7 told staff when he/she needed to go

not on a routine toileting schedule. Further
interview revealed since the fall, staff now knew
to ensure Resident #7 stayed near the nurse's

- station until they could assigt the resident 1o
his/her room to use the bathroom or fie down to
prevent flrther falls,

Interview, on 06/25/15 al 11:00 AM. with LPN &1
reveaied at the time of Resident #7's fall she was

_assigned to the resident's care, and she had

swritten the Note related o hisfher fall. Per
miterview, Resident #7 had attemptad to toilet on
his/her own without staff's assistance and had
fatlern in the bathroom where LPN #3 had found
the resident lying on the floor. LPN #1 statad at
the time Resident #7 fell she had hean on the
shone and LPN #3 ha

" the resident before she got o hisfher room.
Continued interview revealed usually there were
two {2) nurses and three (3} CNA's who stayed
on the hall during the supper meal ‘o assigt
residents as needed, She stated Resident #7
normally told staff if hefshe needed to go o the

‘ bathroom. Further interview revealed since
Resident #7's faff, staff knew not o let the

o the toflet: however, she stated the resident was

responded and assessed

i
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resident go o his/her room alone after supper
until staff assisted him/her at bed time.

Further review of Resident #7's Comprehensive
Care Plan revealed no documented evidence it
was revised with the inferventions staff revealed .
in interview, such as, offering 1o fodet the resident
after supper, or assist tha resident to bed after
supper or keep him/her in sight near the nurse's
siation. Additionally, review of the
Comprehensive Care Plan reveaied no
documented evidence of the "Post Incident
Action” intervention that staff would be
encouraged not to let Resident #7 go back to
his/her room alone alone after meal

Interview, on 08/25/15 at 1:30 PM, with the
Direcior of Nursing {DON), revealed she had only
beean at the facility for two {2 weeks and was not
the DON at the Uime of Resident #7's fall. Per
inferview. the facility had recognized falls were
rd being investigated thorougnly and now
through the facility's Quality Assurance
Performance Improvement {QAP!) process, the
Hail huddle”™ was being implemented again. She
- stated o her understanding the Tail huddie” had
rot been done for a whife. Continued interview
revealed the facility was in the process of
implermenting a Falis Committee 1o ensurs better
investigation of residents’ falls. The DON siated
- aach moming she received a snift repart from the
units which noted if a resident had sxperienced a
fall, and she also printsd off Incident Reports
from the computer each morming related {o falls
and this information was taken to the morning
meetings. She stated the morning meeting
staried off with ail department heads present
which included the Administrator, MDS Nurses,
and herself. Per the DON, after that meeting
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" another meeting was held
Cinvolved in resident care and falls were discussed

1) Maintains acceptable par

which included staff
in the meeting. Further interview revealed during
that mesting the siaff present locked at the
circumstancas surrounding a resident's fail to ses
what could be done differently to prevent further
falls and in order io add new interventions o the
res ident's care plan. The DON stated Resident
7's fall should have been thoroughly investigated

' and the policy should have been followed in order

to evaluate the resident for additional
interventions to prevent further falls and the care
pfan should have heen updated/revisad with th
interventions.

4832501 MAINTAIN NUTRIT
UNLESS UNAVOIDABLE

ION STATUS

- Based on a resident's comprehensive

assessment, the facility must ensure that a
resident -

status, such as body weight and profein fevels,
urless the resident’s clinical condition
demonstrates that this is not possible; and

{2 Receives a therapeutic diet when there is a
nutriional problem,

This REQUIKEMENT is not met as evidenced
by

Based on interview, record review and review of
the facility’s policy, it was determined the facilily
failed o ensurs residents maintained acceptable

parameters of nutritional status for one (1) of

- fifteen (15) sampled residents {Resident #7).

rameaters of nutrtional

F323

Efliott Nursing & Rehabilitation Cenier (ENRC)
andeavors to maintain acceptable paramelers of
nutritional status, such as body weight and protein
fevels, uniess the resident’s clinical condition
dermonstrates that this is not possible; and that a
resident receives a therapautic diet when there is a
nutriional problern.

On 76715 current weighis for resident #7 were
reviewead by the MO and RD. Weight is stable and
no recommendations wers received for this resident.
Diatary recommendations for the last 80 days were
reviewed by the DNS and the Dietary Manager to

ensure that ali recommendations had been reviewed

by the MD and implemented if indicated by MD

. approval on 7/21/15.

Alt licensed nursing staff will receive additional
education by the DNS and Dietary Manager
regarding the process for reviewing and

© implementing the RD recommendation that are
. recsived for each resident. All nursing staff wiil i
receive additional education related to the importance

of obtaining and reporting weights as ordered.
Education to be completed by 7/31/15.

The Dietary Manager will audit the Dietary

recommendations monthly to ensure that any
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Resident #7 sustained a 13 % weight loss from
12718114 unti 01/30/15 according fo the facility's
weight log. Although the Registered Dietician
(R} made recommendations for a re-weight and
weekly weights for four (4) weeks, there was no
documented evidence the recommendation was
followed.

The findings include.

Review of the faciity's policy titled, "Weight
Monitoring”, dated 08/01/12, revealed the
purpose was (o mainiain residents’ accepiable
parameters of nutritional status, such as, body
waight and prolein levels, uniess the resident’s
chnical condition demonstrated this was not
nossible. Per the Policy, residents’ weights were
o be obtained "at least” monihly, with more or
less fraquent momtoring done as Necessary
gecording 1o the resident's condifion, nursing
assessment or Physician's Orders. The Policy
ravealed the faciiy would establish a schedule
for obtaining a resident’s weight based on the
r@sidem‘“ naeds. Further review revealed
residents wei(;h"‘ would be reviewed by the
interdiscipiinary Team (107} during the "Focus
mesgting/Care Plan mesting”, and as indicated by
the resident's condition, Physiclar's Orders, elc.
in addition, the Policy noied at the time of 3
monthly weight being obtained for a resident, the
nurse would indicate a "gain/ioss in pounds®.

Review of Rasident #7's medical record revealed
e facility re-admitted the resident on 08723714,
with diagnoses including Diabetes Mellitus,

: Dementia and Hypertension. Review of the
Quarterly Minimum Data Set (MDS) Assessmen
dated 04/22/15, revealed the facility assessed the
resident as having a Brief interview for Mental

recommendations have been presented to the MD
and implemented if directed by the physician any
discrepancies noted will be reported to the
Administrator and DNS for immediate action.

The results of these audits will be forwarded o the
monthly QAPL commities for further review and
continued compliance.
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Status (BIMS) of a thirteen {13) which indicatad
the resident was cognitively intact,

Review of the facility's weight record for Resident
#7 revealed on 12/18/14, the resident was noted
o weigh 162.8 pounds and on 01/30/15, hefshe
was noted 10 have a weight of 141.8 pounds, a
13% weight loss in one {1} month indicating a

- significant weight loss,

Review of the Dielary Note wrilten by the previous |
RD on 02/06/15 at 12:52 PM, revealed Resident
#7's current waight was 1471 8 pounds and a
significant weight joss was noted over thirty (3D}
days. Continued review revealed the RD noted
no significant changes in the resident's appetite,
and hissher diet was recently upgraded 1o regular.
Further review revealed Resident #7 had edema
which might nave contributed to the weight
change, but the RD questionad a twenty (20)
pound weight loss. In addition, the RD noted the
resident’s intake of the regular diet provided
adeguate energy and protein to maintain
nutritional status; however, the RD recommended
a re-weight be oblained and staff should monilor
Resident #7's weights weekly for four (4] weeks.

However, further record review and review of the
facility's weight records for Rasident #7 revealed
no documented evidence the RD's
recommendations were implemented regarding
the weekly weighis be obiainad for four (4)
weeks, The weight record revaaled a re-weight
was oblained on 02/10/15, four {4) days after the
recommendation, with a re-welgnt for Resident #7
-of 143.6 pounds. Further review revealed
Resident #7's next weight obtained was on
03111715 with & weight of 144 nounds and further
monthly weights were noted subsequently, in

If contiruation sheet Page 34 of 58
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addition, there was no documentad evidence of a
Physician's Order for the weights to be obtained
as per the RD's recommendation.

Interview with the Dietary Supervisor (DS} on

CGB/26/15 at 12:39 PM, revealed the RD was (o
give the dietary recommendations (o the nurses
at the nurse's siation and the nurses then
contacted the Physician for approval. Per
interview, if the Physician approved the
recomimendation, an order was {0 be writlen

-related to the recommendation. She stated the

dietary recormnmendations were a four (4) part

copy and she kept a copy and the original copy
went o the Director of Nursing (DCN). Continued
interview revealed when there was a request for
weekly weights the resident's name went on & st ¢
at the nurse’s station and the weights were
obtained on Surdays She stated anytime thers

- was a signfficant weight loss weelkly weignis wers
o be done for four (4) weeks, as per the facility's
protocol even without a Physician's Order. The
0358 revealed the weights then went éfa*(} the
DOMN's box and then were to go 1o her (the D3),
however, this hiad not always cocurred In the
past. She stated she had seen the ariginal RD
recommendation for the weekly weights for
Resident #7 and wrote the resident's name on the

“list at the nurse's station hersalf, however, there
hadaeengrxeakdOWHanthesywenwandshe
could fingd no evidance the weekly weights were

cever obfained. Continued interview revesied she
generated a list of weights needed and tock it o
the nurse's station on Fridays. Per interview, she
then tried to foilow up o ensure the weighis were
cbiained, but it had been a concern with weights
not being obtained for a while, or a gquestion of

i accuracy of the weights and the facility had talked
about this in the last Quality Assurance {QA) :
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Meeling held “ast wesk” Further interview
revealed the fa uhry had 2 focus meeting weekly
which consisted of herself, the DON, the
Administrator, the Staff Development Nurse and
the Registered Nurse Supervisor where they
discussed residents’ weights and nutrition for

. residents whao had weight changes or were not
eating well. Per the DS, the information obtained
during the meeting was not decumented in the

s resident’s medical record however. She stated
although the meetings were o be weekly, and
were currenily conducted weekly, oreviousty for
several months they were done anly monthiy.
Review of & Weight Notification Audit completed
an 02/G2/15, revealed the Nurse Practitioner had
signed she was noiified of Resident #7's weight
foss from 162.2 to 141.8 which was a 13% weight
joss,

inferview with the DON on 06/26/15 ot 3:00 M,
revealed she had heen af the faciity for only two
{2} weexs and was not vel knowledgeable of the
system for communication of RD
recommandations, She siated there had
discussion in the facifily's QA Mesting about
weights being a concern and they needed to
come up with a system 1o ensure the weights
were obtained timely. The DON revealed
currently a Hoyer Lift {(mechanical lift ) scale was
utitized for obiaining all rasidents’ weights, but the |
faciity was now ooking into possibly obtaining a
wheelchalr scale. She slated aithough the staff

. was frained on obtaining weights with the Hoyer
iff, arrangements had been made for a
representative to come in July io In-service staff

- an ablaining weights per the Hoyer [ift, to ensure
rasidents’ weights were being obtained
accurately.

413
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F a3, 483.60(b). i d). (e} DRUG RECORDS, P31 Eliott Nursing & Rehabilitation Center (ENRC) 08/04/2045
s8=[1 LABEL/STORE DRUGS & BIOLCGICALS
endeavors (o employ or obtain the services of a
The facility must employ or oblain the services of licensed pharmacist who establishes a system of
a ficensed pharmgcisi wha esmb_;ﬁhe§ ahsystem records of receipt and disposition of ail controliad
of records of receipt and disposition of al drugs in sufficient detail to enable an acourate
. _ . i | &
controiled drugs in sufficient detail o enable an g
" accwrate reconciliation. and determines that drug reconciliation; and determines that drug records are in
records are in order and that an acoount of all order and that an account of all controfled drugs is
o s mainial a iadical . e .
mmroi!ed drugs is maintained and periodically maintained and periodically reconciled,
reconcied. ) ]
On 8/25/15 the Administrator notified the Office of the
Drugs and biclogicals used in the facility must be Inspector General, Adull Protective Services and incal
labeled in accordance with ourrently accepted Law Enforcement of the missing contralled medication
professional principles, and include the . '
professional principles T for Resident #3, On 6/26/15 the charge nurse notifisd
appropriate accessory and cautionary .
instructions, and the expiration date when the MD and the family of Resident #3 of the missing
applicable controlied medication. The order for the missing
_ controlled medication for Resident #3 was
it accordance with State and Federal laws, the g e 1o/ E o
faciity must stere all drugs and hiclogicals in : iscontinued on 8/10/15, All remaining vials of the
locked compartments under proper temperalure © discontinued controlled medication were reconciled
controfs. and permit only authorized personnal (o and removed from the refrigerated lock bex and
s e
| Nave access to the keys. placed in a double locked narcotic box to be destroyed.
The fz&ciiiﬁ‘y’ must orovide separately iocked, - On B/25/15 the physician orders for Resident #3 were
permanently affixed compariments for storage of " reviewed 1o ensure there were no other discontinued
. ; { i £ i th : o :
controlied dz’ggs listed in SCthu'e i 'Gf he - controlled medication that had not been removed. Al
Comprehensive Drug Abuse Prevention and - rolled medications for Residant 43
. . ; } # n we
- Control Act of 1976 and cther drugs subject to ot the controlie eations for Resicent 7.3 were
abuse, except when the faciity usas single unit - reconciled per facility policy with two nurses counting
package drug distribution systems in which the and signing that the count was correct.
Qdaﬂmy stored is minimal and 2 missing dose can - On 8/25/15 the house stock of controiled medications
be readidy detacted, _
and the controiled medications for all residenis were :
reconciied with two nurses counting and signing that |
the count was correct. There were no other :
discrapancies.
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This REQUIREMENT is not met as evidenced
by

Based on observation, inerview, record review
and review of the facility’s pollcy, it was
determined the facility faled o maintain an
sccurate account of all controlled drugs and
sericdically recenciled the narcotic count.

Cbservation of the medication refrigerator in one
{1} of one {1) of the facility's medication rooms
revealad aight (8) vials of infectabie Lorazepam
{a narcolic medication used o treal anxiely) were
present. However, review of the narcotic
controfled drug record revesied there were nine
{9} Inlectable vials of Lorazepam documented for
Resident #3. Additionslly, there was no
documented evidence the facility noted the
discrepancy in the medication until Surveyor
miervenion during the current survey, althaugh

" the lasi dose of Lorazepam was documented as
administerad on 05/01/15, fifty-three (83} days
previousfy.

The findings mohude:

- Review of the facility's, Medication Storage I The -
Facility Policy, undated, revealed medications
included i the Drug Enforcement Adminisiration
{DEA) classification as comirolled substances

' were subject to special handling, storags,
disposal, and record keeping in the facility in
aecordance with federal and state laws and
reguiations. The Policy revesled at each shift
change a ghysical inventory of all controtied

- medications was conducied by two {2} licensed

‘nurses (or individuals licensed fo pass
medications i the facility} and was documentad
on the controfled substances accountability/shift

licensed nurses and CMTs regarding the following:
Prarmacy Policy and Procedure manuals and
locations; policies and procedures regarding the
storage and handling of controfled medications;
medication administration; verification of narcotic
count; signing out narcotics: acouracy of
documentation; proper procedure in wasting narcotics;
discrepancies in controlled drug counts; reporting of
discrepancies in controlled medication counts.
The DNS and /or the RN Supervisar will count all
Controiled Medications at least once per week on a
random basis o ensure proper storage and handling.
This will continue for § months and then monthiy
thereafter. The resuits of these audits will be
forwarded o the menthly QAP! commitiee for further
- raview and continued compliance.
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changs record. Per the Policy, any discrepancy
in controffed substance medication counts was
reportad to the Director of Nursing (DON}
immediately. Further review revealed a
determination was made by the Administrator, the
consultant Fharmacist, and the DON conceming
possible notification of the police or other
enforcement agencies and any other actions to
- be taken,

Observation, on 06/23/15 at 115 PM, of the
Medication Reom refrigerator revealed eight (8}
vials of injectable Lorazepam, controlled
substance, in the refrigerator for Rasident #3.
Observation of the [abel on the bag which
contained Resident #3's injectable Lorazepam
ravealed ten (10) vials of the medication had
been delivered on 04/08/18 for the resident.

Record review for Resident #3 revealed o
04/08/14, the Physiclan had given a taiep?or‘e

rder for Ativan (Lorazepam) 0.5 milligrams {(mgs)
inframuscutar (IM) to be given daily as needed for
agitation.

Review of the faciiity's Controfied Drug Record for
Resident #£3 revealed one {1} vial of injeciable
Lorazepam was removed from the resident's

stock on 08/01/15. Continued review reveaisd
ring (9} vials were eft in Resident #3's stock.

Review of the Madication Administration Record
{MAR) for Resident #3 revealed one (1) dose of
the Lorazepam injectable was documented to
have been admiristerad 1o the resident on

: 04/08/15, which had been cbiained from the

" house stock as Resident £3's had not arrived at
the facility yet. Continued review of the MAR
revealed another dose was documented as

Bvent D XYRF1? Faaiiity iD0 100680 i confinuation sheet Page 38 of 36
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cadministered on 05/01/15. Which should have
left a total of nine (9} vials according to the
Lorazepam medication bag label, which nated ten
{10} vials had been delivered 04/08/15.

Interview with Licensed Practical Nurse {LPN) #4
on 06/24/14 at 115 PM, revealed i had not
registered with her, when performing the narcotic

- count for the Surveyor, that there should have
been nine {9} vials of Lorazepam in the bag for
Resident #3. She stated until the Surveyor
brought # fo her attention she just had noticed the
count was incorrect. Per interview, during the

rarcotic counts, the staff counting apparently had
not been looking at the narcotic record correctly,

- Further interview revealed there should have
heen nine (9) vials of Lorazepam present, not
eight (8). &he stated a nurse had documentad
removing the Lorazepam number nine {9) viai;

- however, had went hack and crossed out her
initials therefore, there should have been nine {9)
viais of the medication presant.

interview with LPN #1 on 06/2%/15 at 1:45 PM,

. reveaied several wesks afier (4/08/15, she
“realized she had taken the viai of Lorazepam she
administered to Resident #3 on 04/08/15 out of
the House Stock, as the Pharmacy had not yet
deitvered the resident’s stock and the resident

needed a dose of the medication. LPN #1
. reveaied after recalling this several weeks iater
she had went to Resident #3's Controdiad Drug
Record and had drawn a line through her initials
_to indicate the vial she had used had not been
removed from the resident’s stock, but had been
- taken from the house stock. Agcording to LPN
CHT this left nine (9} vials in Resident #3's stock.
LPN #1 revealed she knew the narcotic count
- was off currently; however, had not done anything -
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R& CMS-236T{02-88) Pravious Versions Obsolete HO0630 i continuation sheet Page 490 of 88



! : 11
OR HF’L’QC ’E":

;MB NC. 0838-035
i

P‘

- [ ~J\

{47 .JRO\

185413

SOMNSTRUCTHON

33 DATE SLRVE !
COMPLETED E

06/26/2015 |

e H

ARSE OF PROVIDER OF SUPPLIER

MR

ELLIOTT NURSING AND REHABILITATION CENTER

P OSTREET ADDRERS
E RT 32 EAST, HOWARD CREEK RD
f SANDY HOOK, KY 41171

CO0E :

UMBARY STATEMENT OF DEFICIENCIES
.L‘sCri. EF{,{EN{}Y MUST BE PRECEDED 8Y FULL
ULATORY OR LEC IDENTIFYING INFORMATION)

CROSS

PROVIDER'S PLAN CF CORR )
CORRECTIVE ACTION SHOULD BE
TO THE ARBROPRIATE
DEFICIENCY:

REFERENCED

i

F 431 Continued From page 40
&5 she understood the Nurse Supervisor knew
about it

interview wilh Registered Nurse (RN} #1, the RN

Supervisor, on 06/26/15 at 3:40 PM. revealed she

did recall one {1] of the nurses reporting to her
several weeks ago that the count was off on an
injectable vial of Lorazegam. RN #1 stated she
could not soive the problem of the discrepancy in
the narcotic count and had turned the issue over
to the DON. Per intarview, she had not heard
anything since, and stated she was unceria
whether the Administrator had been made aware
of the narcotic count discrepancy,

- Review of the Daily Narcotic Count Sheet for the
Murse's Cart for April, May and June 2015
revealed the nurses were (o dccwﬂemr the
accuracy of the count atthe end of the 7:00 AM
to 7:00 FM shift (Day Shiftl and the 7:00 PM o

. 7:00 AM shift (Night Shifty, MHowever, no

“documented evidence was provided for the
MNurses Cart for the May 2015, 7:00 P 1o 7:00

- AM shifis by the end of the survey.

Review of the April 2015 Daily Narcotic Court
Sheet for the Nurses' Cart revealed eighleen
- {18) shifts with documentation of only one {1}
| nurse witnessing the narcotic count out of
sixty-two (62} shifts.

Review of the May 2015 Daily Narcotic Count
Sheet for the Nurses' Cart reveated three {3)
~ shifts with no documented evidence of nurses
periorming the narcotic count, and nineteen (19)
. shifts with documentation of only one (1} nurse
Jwitnessing the count out of a possible sixty-two
{82} shifts.
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" Review of the Daily Narcotic Count Sheet for the

Nurses' Cart for 06/01/15 thru 06/23/15 revealed

w0 {2) shifts with no documented evidernce of

nurses performing the narcotic counts, and

sixteen {16} smf‘cs with documentation of only one

(1) nurse witnessing the count oul of a possible

forty-six (48} shiftg

Continued interview with LPN #1 on 06/25/15 at
145 PM, revealed the nursing staff had not been
counting the narcotics in the refrigerator in the
Medication Room for quite some time now and
that was Hikely the reason the discrepancy in the
count was present. She reveaied the nurses
were "so busy” and trusted each cther, so
therefore, they sometimes did not get two {2)
nurses fo witness the count or to wasie a

“narcotic, Further interview revesied the nurses
were supposed (o count the narcotics with &
witness when coming on and going off a shift;
rowever, that had not always been being ‘one

- Interview with the DON on O6/26/15 at 245 PM,

“revegled she had recently taken the position as
DON with the facifily. She stated she was aware
there were problems with the controiled
substance madications related to documentation
and witnessing the wasting of narcotic

. medications. The DON stated this was "just not
right” and she had "a lot of re-educating to do”.
The DON revealad she knew there ware
problems when she accepied her position,
had not reatized there were 30 many, Further
interview revealed she was unaware the nurses
were not not doecumenting the narcodic count &t

- the beginning and end of each shift, however, she:
revealed they shouid have been doing so. '

| Interview with the Administrator on 06/26/15 at
Evant £ XYRF11 Fagiiity 13 100830
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3:45 PM, reveaied no one had raported 1o him
any discrepancies with narcotic medications or
. with narcotic medications misqmg The
" Administrator revesied the first time he had heard
of the issue was when the Surveyor had
discovered the missing narcotic medication.
Further interview revealed he was unaware the
- narcetic count had not been being done
consistently at the beginning and end of each
shift as required.
483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
infection Contro! Program designed to provide a
safe, sanitary and comfortable environment and
- 1o help prevent the development and fransmission
" of disease and infection.

Program

{a) Infaction Controf
an Infection Controf

The faciity must establish
Program under which it -
(1} Investigates, controls, and prevenis infections

- i the faciity;

(2) Decides what procedures, such as isolation.
should be applied to an individual resident, and
{3) Maintains & record of incidents and corractive
actions refated to infections.

{b) Praventing Spread of Infection

{13 When the Infection Control Program
' determines that a resident needs isaiation |

pravent the spread of infection, the facility must
isotate the resident.
{2y The facility must prohibit emplovess with a

. communicable disease or infected skin lesions

- from direct contact with residents or their food, i
direct cortact will transmit the diseases.

F 447 ot Nursing & Rehabilitation: Center (ENRC) 08/04/2015

endeavors to provide a safe, sanitary and comfortable
environment and 1o help prevent the development and
rransmission: of disease and infection.
On 8/23/15 Resident#7's urinary dramage bag and
tubing were immediately rernoved from the floor and
secured to her wheelchair.
On 824715 the Aquaphor Qintment used on Resident
# 4 was discarded due o contamination.
On 6/24/15 the RN Supervisor re-educated CNA #6

~ and LPN #4 regarcing proper hand washing
techniques per the infection Controf policies.
On 8I26/15 CNAs #1, #2, 43, #4, #5, & #6, along with
RNs #1, #2, 43, #4 and LPN #5 wera sducated by the
Maintenance Direcior on the proper disinfection for the
whirlpaol b per manufaciurer's instructions,
On B/28/15 the Infection Control Log was reviewed
by the DNS. A look back period of 60 days mdfcaied
that no resident had been adversely affected. ’
Staff education began on 8/23/15
and will be completed by 7/34/15. Ali licensed nursing
staff will be re-educated to follow manufacturer

. recommendafions for disinfection of the whirlpool lub-
after each use. Stalf competencies for cleaning and
disinfection of the whirl pool tub will be updated and
completed based on the manufacturer
recommendations for disinfection no later than

© 715, All narsing staff will be reeducated by the
DNS/ARN Supervisor by 7/31/15 regarding the
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{3) The faciity must require staff 1o wash their
hands after each direct resident coniact for which
hand washing is indicated by accepted

- orofessional practice.

F 441

{cyLinens
Personnel must handle, store, process and
transport linens so as o prevent the spread of

mfaection,

This REQUIREMENT is not met as evidenced
by

. Based on cbservation, interview, record roview
and review of the manufacturer's instructions for
the whirlpool (wip) tub, it was defermined the
facility faled o have an effective Infection Control
Program which ensured the faclity's wipy tubs
were disinfected between uses for bwo {2)

“unsampled residents {Unsampled Residents
and Bl

A

ir1 addition, the facitity falled to ensure staff
adhered (0 proper infaction controd procedures for
“one {1} of fifteen (15) sampled residents
" {Resident #73. Observation revealed Resident
#7's urinary drainage bag mbinq was dragging the
foor white the resident was in the wheeichair,

Also, during observation of indwslling urinary

. catheter care for Resident #7. the Certified

C Nursing Assistant (CNA)Y completed the catheter
care, then with the same soiled gloves, dipped
her hand inn a jar of Aqguaphor to apply o the
resident’s perineal area.

importance of maintaining an infection control
program designed to provide a safe, sanitary and
comfortable envircnment and to help prevent the
development of and transmission of disease and
infaction. This reeducation will include a review of
proper infection control techniques and review of
information obtained on the CDC website. This
education will emphasize proper use of sintments
and proper placement of catheter tubing and bags.
The DNS/RN Supervisor will visually monitor via dally
compliance rounds {on all shifts) various aspects of
the infection control program at least 3 times per
waek for 4 weeks and once per month ongoing.

Any infraction will be addressed immediately with
ane-on-one education.

The DNS/RN Supervisor will audit 1 Foley
(indwelling} catheter care per shift for the next 4
weeks. After the 4 week period, 1 procedure will be
monitored per month thereafter. This shall continue
manthiy untit a 100% compliance rate is achieved for
three consecutive months. Any viclation will he
addressed with ong-on-one education.

ir addition the DNS/RN Supervisor will randomly
audit whirlpoot cleaning and disinfaction for the rext
4 weeks. After the 4 week period, 1 cleaning and
disinfection will he monitored per month thereafter.
Any viclation will be addressed with one-on-one
education. :
The results of the daily compliance rounds and the -
ohservations will be forwarded 1o the monthly QAPI
committea for further review and continued
compliance.
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The findings include:

A Policy relfated to disinfecting the whiripool
b was recuasted, however, not received.

Review of the manufaciurer’s instructions titled,
"Disinfecting the Tub Using the Closed Loop
System", undated, revesied i contained detailed
instructions on the proper procedurs for
disinfection of the w/p tub system. Continued
review ravealed all wip jets were (o be closed, the
Cwip infet closed, the gerator opened ard ensure
the disinfectant siphon tube was placed in the
disinfectant container. Per the instructions, the
disinfectant was then to be turned on, with the
adjustment knob on the flowmeter for the
disinfectant at thirty-five (35) cubic centimelers
{cc) per minute. Review revealed &l interior
ssurfaces of the tub inciuding the jets were o be
scrubbad, and alse the overfiow fiting and wip
infel. The instructions revealed the disinfectant
was to be turned off, leaving the disindectant in
the loop and on the fub surfaces for ten {10}
minutes, rinse the interior surface of the twb and
“opan the wip jets and indet. Further raview
“ravealed the wip tub should be disinfected after
sach use to avoid resident infection and
_contamination of the wip tub and anly Invacare
- chsinfectant was (o be used.

ion Cf uring the imtial tour of the facility on

m 12:30 PR untd 2030 PM, revealed
there was a w;p wib on the Main Unit in the :
Caniral Bath on the 100 Hall and a w/p tub on the
Lighthouse Unit

Dinterview, on 06/23/15 ai 4:00 PM, with CNA #1
revealed she had never used a w/p in the facility,
and had never been frained on how to disinfect
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the wh. She stated the w/p tub where she
workad on the Main Unit was broken.

inferview, on 06/23/15 at 4:.05 PM, with CNA #2
revealed it had been six (8) years since she had
used the wip tubs, and she did not know how o
clean and disinfect it. She stated nobody on the
! Aain Unit where she worked received a wip.

Interview, on 06/23/15 at 410 PM. with CNA #3,
who was also working on the Main Unit reveaied
she had never used a wip at the facility, however,

- she was aware there was a w/ip on the _
Lighthouse Unit that worked. She stated she had
never been educated on how te clean and
disinfect the w/ip tubs and wouid have to find
someaonag 10 show her how to disinfect the tub if
she used the tub Tor a resident,

A...1

Interview. on 06723715 at 500 PM. with CNA #4
who was working on the Lighthouse Unit,
revealad she had never used the wip twb on the
unid, but if she did she would disinfect the tub
uging the botle of "Spitfire Spray” disinfectant,
Further interview revealed she would spray the
wip wb down with the product and leave it an for
ten {10) minutes before rinsing, and she would
" spray the wip jeis with the same spray.

Interview, on 06/23/15 at 5:3C PM, with CNA #5,
who worked on the Lighthouse Unit, revesled she
: did not give wip baths, however, Unsampled
" Resident A and Unsampled Resident B who
resided on the Lighthouse Unit received wip
baths. She attempted fo demonstrate how to
disinfect the w/p tub, but was unable to do so as
- the tub would not turn on. Per interview, the wip
tub had not been working properiy for the past
four {4) days, and Maintenance was notifed of
Evant i (YRF1 Facility i 100890 if confinuation sheet Page 48 o
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F 441 Continued From page 46
this. Further nferview revealed she was unaware
of how to properiy disinfect the wip twh.

Cinterview. on 06/23/15 al 540 PM, with
Registered Nurse (RN} #2, who was working on
the Lighthouse Unit, revesled she had never been
inserviced on how fo disinfect the wip b and
would be unable to demonsirate how to clean the
wih if staff were to ask her how 1o doit. She
stated Unsampled Awas the only resident an the
Unit who usad the wip tub.

Interview with the Maintenance Director on
06/24/15 at 2:18 PM, and observation of the
Maintenance Director disinfecting the wip tub.
reveated he demonstrated how o properly
disinfect the wip as per the manufacturar's
insfructions. He stated he kept an extra jug of the -
Invacare disinfectant inside the compartment
panel of the wip b, Par inferview, he checkad
the disinfeciant once a month as part of his
maintenance rounds to ensure the reservoir was
full and it usually lasied about six (8} months.
Continued intarview revealed ihe wip tub on the
Main Unit had not worked for vears, and # was
old and he was unabie to obtain parts o repair i,

interview with RN #3 on 06/24/15 at 2140 PM,
who was working the Main Unit, revested she had |
never been educated related to disinfecting the

. wip b and she had worked at the fagility for a
year. She stated she sometimes was pulled to
the Lignhthouse Unit to wc}rk

Interview with LPN #5 on 06/24/15 at 2:45 PM,
revealed the wip tub on the Main Unit had not

worked for the two (2) years she had heen at the

facility. She slated she did not remember ever

being educated on how o disinfect the wip tub; _
i continuation shest Page 47 of 56
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however, she knew there was a w/p on the
Lighthouse Unit that worked. She stated currently
she was unaware of any residenis on the Main
Unit getting a wip bath, but if there was 2
Physician's Qrder for a w/p they would take the
resittent to the Lighthouse Unit.

interview, on G2/26/15 al 2:50 PM, with RN #
who was working the Lighthouse Unit, remased
she would be unable 1o tell 8 CNA how o
disinfect the w/p tub as she had never used the
tub and was not aware of how (o disinfect it. She
lookead for instructions, however, she was unabls
{o find the instructions for disinfeciing the wip tub.
Further interview revealed tUnsampled Resident A
and Unsampled Resident B were the anly
residents who used the wip tuby, and there was

- only two {2} CNA's who used the tub who were
both off on leave that week,

Interview, on O06/24/15 at 315 PM, willh CNA %6
revealad she worked the Lighthouse Unit and had
never used the wio tul, Sne stated she had
never been educated on how fo disinfec! the w/p
tub,

interview with RN #1/5taff Developrment Nurss on
06/26/15 at 1:35 PM, revealed she had never
heen taught now 1o disinfect the wip tubs and she
hatt not taught the disinfection process (o staff.
She stated s*m wasg unsure of who kept up with
ensuring there was disinfectant in the reservoir

- Continued interview reveaied the facility had "spa

- speciatists”, who were two (2) CNA's who gave
the wip baths. She further stated they were both
off on leave that week.

interview, on 08/268/15 af 3040 PM, with the
irector of Nursing {DON), revealed she had
Event 1D XYRF 11 Faaifity 10 1630
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- peen at the facifily and in the position for two {2}
weeks and was currently the infection Control
Nurse {ICN} untll someone else was trained. She
sialed siaff should be inserviced on hire and
ongoing at least annually on how to clean and
disinfect the wip tubs. Per interview, there should
be return demonstration with siaff to ensure they
wete using the correct procedure for disinfecting
the twb to prevent the spread of infection. Further }
rierview revealed she was unaware staff did not f

. know how to disinfect the wip wbs properiy.

2. Review of the facility's reference manual,
"PerryiPotter Climcal Nursing Skifts and
Techniqua”, 8th Edition, copywrite 2014, under
"Hand Hygiene" revesied to wash hands with
efther plain soap and water andfor antibacterial
soap and water when hands were vistbly dirty,
solled with binod or other body fiuids. Per the

- reference manual, f hands were not visibly

soiled, one coukd use an alcohol hased hand rub

for routine decontaminating hands before and

‘ after direct contact with patienis, after contact

! with bady fluids or excretions, mucous

membranes or noniniact skin.

Review of Resident #4's medical record revealed
the facility admitted the resident on 10/07/13. with
diagneses including Multi-Infarct Dementia, :
Depression, Parkinson's Disease and Cerebral
Vascular Accident {CVA) with | gemeuﬂ@a:a

Review of the Quarterly Minimum Data Set

{MDS) Assessment dated 04/28/15, revealed the
faciiity assessad the resident as having both short
and long term memory loss,

Observation, on 06/24/15 at 11:40 AM, of Foley
{mndwelling) catheter care for Resident #4,
revealed CNA #8 completed the catheter care,

2-081 Fravicus Varsions Obaclete Event i3 xYRF i1 Fagiiity
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F 441 Continued From page 49 F 41
and with the same soiled gloves dipped her hand
i a jar of Aquaphor Qiniment which LPN #4 was
holding and appiied the ointment to the resident's
perines! area.

Intarview, on 06/24/15 at 12:00 £M, with CNA 26
“and LPN #4, who was assisting at the time of the
indwelling urinary catheter care, revealed CNA #6
confirmed she had dipped her hand in the
Aquaphor with her sciled gloves on contaminating
the oimment. LPN 24 confirmed the Aquaphor
went into the treatment cart after being used and
this was an infection control issue due o the ONA
dipping contaminated gloves into the ointment.

interview. on 06/24/15 at 1:40 PM, with the DON
revealed the CNA should have washed her hands
and changed gloves before applying the
Aguaphor Ointment to prevent contamination of .

the jar of Cintment which was returned to tha :
treatment cart, ;

3 Ccmtir“ wd raview of the facility's reference
manual, "PerryPoter Clinical Nursing Skills and

. Technique”, 8th Edition, copywrite 2014,

regarding insertion of a straight or indweiling
urinary catheter revealed the indwelling catheter
was aftached {o a urinary drainage bag to coffect
he continuous flow of wrine. Further review
revealed the bag or fubing should never louch the
floor.

Review of Resident #7's medical record reveated
the facility re-admitted the resident on 09/23/14,
with diagnoses which included Dementia and

- Diabetes Melflitus, Review of the Quarterly MDS
Assessment dated 04/22/15, revealed the facility

- assessed the resident as having a Brief Interview
for Mental Status (BiMS) of & thirteen (13)

Evant 1D XYRF 11
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E ENVIRON

The facility rmust provide a safe, functional,
sanitary, and comforianle envircnment for
residents, staff and the public

This REQUIREMENT s not met as evidenced
by

Based on observation, and interview, it was
determined the facitity failed to provide 3 safe,
funchional, and sanitary environment for

residents, staff, and the public. Ohservation

revealed the dumpster lid was open during the
erwironmeantal tour of the facility,

The findings nclude:
Cbservation during the environmental tour of the

facility on 06724115 at 2:00 PM, reveaied the
dumpsier cutside the facllity had an open iid and

and the public.

On 8/24/15 the dumpster lid was closed by the
Maintenance Ulrector,

The Administrator and the Maintenance Director
will provided education to ail staff by 7/31/15 that
the dumpster id is o be closed at alt imes,

The Maintenance Dirsctor will conduct daily
environmental audits {Monday-Friday of the ]
durnpster area for four weeks and weekly thereafter
to ensure that the faciiity environment is safe,
functional, sanitary and comfortabie.

The results of these audits will be forwarded 1o the
manthly QAP committee for further review and
continued compliznce.

i 125 gx‘ SUPELIERCLE §
% ; TION NUMBER A auiLoi
| B
; 185415 [ B WG
g “\i,»if\r‘ff:_ DF PROVIDER OR SUPPLIER i STREET ADDRESS. OITY, STATE, 2 COnE
; , | RT32 EAST, HOWARD CREEK RD
ELLIOTT NURSING AND REHABILITATION CENTER | SANDY HOOK, KY 41171
o T OF DEFICIENCIES i PROVIDEFCS PLAN OF CORRECTION
! : BE PRECEDED 8Y FULL PREFIX EACH CORRECTIVE ACTICN SHOULD BE
| TAG IFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROCRIAT
DEFICIENGY)
i
| F441 Continued From page 50 F 441
indicating the resident was cognitively intact.
" Observation of Resident #7 on 06/23/15 at 3.35
PM, revealed the resident’s urinery drainage bag
and {ubing was dragging the floor while the
resident was sitting in the whaelohair,
interview with the DON on 06/24/15 at 1.40 PM,
revealed residents’ urinary catheter drainage
Bags shouid not touch the floor due to this being
an infection controf issue. She siated she looked
at infection control issues as she was out an the
units, but was unaware of any infection control
audits being performed at that ime,
F 485 483.70(h} F 485  Llfiot Nursing & Rehabilitation Certer (ENRG) 08/04/2015
89=0 SAFEFUNCTIONAL/SANITARY/COMFORTARL endeavors to provide a safe, functional, sanitary
and comfortable environment for residents, siaff

i
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F 485 Cantinued From page 51
trash bags couid be ssen insice the dumpster

interview with the Maintenance Direcior at the
time of the observation, revealed he checked the
dumpster every morning to ensure the lid was
closed: however, someone must have left it open
today. Further inferview revealed the id was to
: be closed at as to aid in the prevention of
pests.

P

aif Ui

interview, on 06/26/15 gt 3:50 PM. with the
Administrator, confirmed the dumpster lid should
be closed at all times.

483.75( 1) RES
RECORDS-COMPLETE/ACCURATEIACCESSIR

ik

F 514
S5=0

The facility must maintain olinical records on each .
regidant in accordance with accepted professional
standards and practices thaf are complete;
accurately documented; readily accessibie; and
systematically organizad.

The ciinical record must conizin sufficient
information to identify the resident: a record of the
resident’s assessments; the plan of care and
services provided, the resulls of any

- preadmission screening conducted by the State:
and progress nofes,

This REQUIREMENT is not met as evidenced

by
Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to ensure clinicai

F a5

Efliott Nursing & Rehabilitation Center {ENRC) 08/04/2015

endeavors to maintain clinical records on each
resident m accordance with accepted professionat
standards and practices that are complete;
aocurately documented; readily accessible; and
systematically organized.

Cn 8/25/15 the Adminisirator notified the Office of the
inspector General, Adult Protective Services and
iocal Law Enforcement of the missing controlied
medication for Resident #3. On 8/25/15 the charge
nurse notified the MD and the family of Resident #3
of the missing controfled medication. The order for
the missing conirolied medication for Resident #3
was discontinued on 8/10/15, All remaining vials of
the discontinued controlied medication were
reconciied and removed from the refrigerated lock
box and placed in a double locked narcotic box to be:
destroyed. On 8/25/15 the physician orders for
Resident #3 were reviewed ia ensure there were no
other discontinued cortrolled medication that had not
been removed. All of the controlled medications for
Resident 43 were reconciled per facility policy with
wo nurses counting and signing that the count was ¢
correct.

!
i
i
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F 3514 Continued From page 52
_records were accurately documented for one (1)
of fifleen (15} sampled residents (Resident #3).

Review of a Physician's Order for Resident #3
revealed the resident was o receive 0.5
mifligrams (mgs) or 0.25 mifliliters {mis) of Ativan
{& narcotic medication used for anxiety)
intramuscularly (M) as needad for agitation.
Ubservation of the Lorazepam (Ativan's generic
name;} vials for Resident #3 revealed the vials

were 2 mgs per milliter {mi} vials. Review of the

_ Narcotic Controlled Drug Record revealed on
051508"15 & nurse decumenied administering 0.5
fof Lorazepam from the vial., and noted she

«vaa»,mad (discarded) 0.5 mi of the medigation.
However, according (o the ?hyﬂ‘c'an’s Order,
Resident #3 was o receive 0.25 mil and
therefora, §.75 mi of the narcotic med:cai;an
should have been wasted. Interview with the

Cmse revealed she had given the correct amount

of medication and she was able o correctly
calculate the correct dosage, but she had not
documented accurately.

Also, review of the Narcotic Controlled Drug
" Record revaealed a nurse documentad
administering a dose of the Lorazepam fo

Resident #3 on 05/01/15, was o be administered

as 0.28 mior 0.5 mgs from a 2 mg per ml vial:
however, there was no documented evidence the
rest of the medication in the vial was wasted.

: The findings include:

Review of the faciiity's policy titled, "Medication
Storage In The Facility, 3. Controlled Medication

Storage”, undatad,
in the Drug Enforcement Adminisiration (DEA)

revealed medications included

F 514

© count; signing out narcotics; accuracy of

" thereafter. T

On 6/28/15 the house stock of controlled medications
and the controfled medications for all residents were
reconcited with two nurses counting and signing that
the count was correct. There were no other
discrepancies.

The DNS/RN Supervisor will provide education to all
licensed nurses and CMTs regarding the following:
Pharmacy Policy and Procedure manuals and 35
locations; policies and procedures regarding the
storage and handling of cortrolled medications;
madication administration; verification of narcotic

documentation; proper procedure in wasting narcotics;
discrepancies in controlled drug counts; reporting of
discrepancies in controlled medication counis.

The DNG and for the RN Supervisor will zount all
Controlled Medications at leas!t once per wask on a ]
random basis to ensure proper siorage and handling.
This will continue for 6 months ard then monthiy

he results of these audits will he
forwarded to the monthly QAP! commities for further
review and continued compliance.
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F 514 Continued From page 53 F 514
ciassification as controlled substances were :
‘; subject to special handling, storage, disposal, and j
record keeping in the facility in accordance with i

federal and state laws and regulations, The
Bolicy revealed when a dose of a controlled
medication was removed from the cortainer for
administration, but refused by the resident or not
given for any reason, it was nof placed bagk in
the container. Per the Policy, the medication was
to be destroyed in the presence of twe {2)
licensed nurses, and i?‘e disposal was o be :
documented an the accountability record
{Controlted Drug Record) on the line representing

“that dose. Further review revealed the same
process applied to the disposal of unused partial
tablets and unuged portions of single dose
ampules and doses of controiled subsiances

s wasled for any reason,

Racord review for Residant #3 revealed a
Paysician's Order dated 04/08/15, for the resident
to receive Ativan 0.5 mg IM as needed daily as
“needed for agitation. Review of Resident #3's
[ Medication Adminisiration Regord (MAR)
revaaled one (1) dose of the Lorazepam
injectable was documented as adminisiered on
an 04/08/15, and ancther dose documented on

05/01/15.

Review of the Controited Drug Recard for the
"House Stock” supply of Lorazepam revealed on
04/08/15, revealsd 3 nurse had administered 0.5
mi of Lorazepam to Resident #3 and wasted 0.5
However, per the Phy&céaﬂ’s Crder Resident
#3 was o recsive 0.25 mi, and thersfore, 0.75 m!
of the medication should hawa been wasted, Per
observation and review of the Controiled Drug
Record order label, the medication was provided
Event B XYRF1 Facbity 0 100030
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by Pharmacy in a 2 mg par mi vigh

interview with LPN #1 on 08/26/15 at 2:40 PM,
revealed she was able to correcly caloulate the
dosage of the Lorszepam to administer, but she
had documented the dose given incorrectly on
the Confroiled Drug Record for Rasidant £3.

Continued review of the Controited Drug Record
for Rasident #3 revealad a nurse administered
Lorazepam 0.5 mg fo Resident #3 from a 2 mg

“per mlvial, However, there was no docurmented

evidence of the rest of the medication in the vial

being wasted which was witnessad by two {2)

nurses as per the policy.

interview with the DON on 08/26/15 at 2:45 P,
revealed she had lust recently taken the position
as DON with the facility, but was aware there
were problems with the controfled substance

. Mmedications regarding documentation and nurses
witnessing the wasting of medications. She
stated she was not aware of the inaccurate
docurnentation of the dose given however.

. Further interview revealed the DON stated she
nesded to do some maijor re-educating on the
aorrect decumentation of doses of madications

glven and amounis of medication wasied,

R

[

" interview with the Administrator on 068/16/15 at
3:45 PM, revealed he was unaware the nurses
were rnot documenting the wastmg of narcotic
medications as per the poficy. Per interview, he

“was also not aware the dosage given was not
being documentad correctly,
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{431 DATE SURVEY

£2) MULTIPLE CONS TRUCTION
- COMPLETED

AND PLAN OF SORRE HTIFIG . !
CORR Cﬂorg IDERTIFISATION NUMBER- A BUILBING 01 - MAIN BUILDWG o1
B w
i A 185415 WING ; ) 06/24/2015
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS LYY, STATE, ZIB CODE
ELLIOTT NURSING AND REHABILITATION CENTER RT32 EAST, HOWARD CREEK RD
SANDY HOOK, Y 41171
{43 1D SUMMARY BTATEMEMNT OF DEFIGIENCIES i ' FROVIDERS PLAN OF CORRECTION ; 5}
FREFIX . [EACH DEFICIENCY MUST BE PRECEDED BY ELR L PRERI (EACH CORRECTIVE ACTION SHOULD BE | | COMPRLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROBE-REFERENUED TO THE APPROPRIATE | . DATE
111 DERICIENGY) by
1 3
: ]
KO00 INITIAL COMMENTS K 000, ] ]
The statemenis made in this plas of comection|
’ CFR: 42 CFR 483 70(a) ; are not an adiffission and do not constitute P
: ’ ' : agraamant wily the alleged defidencles herein!
gt ; To remain in dempiiance with 89 state ang feddral
_ Building: 01 i regulations, th santer has takan or will take the -
‘ .. foliowing sctish. C
' Survey under: NFPA 101 {2000 Edition) owng scti
: i ;
: Plan approval: 1995 ' |
i
| Facility type: SNF/NE i
) i
. Type of struciure: One (1) story Type V (000} |/ 5 |
Smoke Compartment: Three (3) | :
1 L
Fire Alarm: Compiste fire alarm with smoke i : ¥
 detectors instalied In corridors, heat detectors in i H
" HVAC of Light House Unit, . ¥
4 Upgraded panel in 2000 g 5
Sprinkier System: Complete sprinkler systam h i i
(DRY), i i
Generator: Type 2 generator powerad by diesel t f i
Lo - é i
“Alife Safety Code Survey was initiated and ; | !
- concluded o 06/24/15. The facility was found not i :
i to be In substantiai compliance with the ‘ | i
. Requirements for Participation for Medicare and ! i
i Medicald. The findings that follow demonstrate ;
- noncompliance with Title 42, Cote of Federal i ;
. Regulations, 483.70 (a) ef seq (Life Safaty from i ;
; The faclity is ficensed for seventy-five (75) beds. i ‘ |
: The census the day of the survey was : |
| saventy-one (71). f i i
: Wi JG’/? ‘f!g :r
LABORATORY DiF(EC?OR"S/CW&WDVI 5 AFTVE S ATUR G TITLH G4 DATE
S e ¢ / | Admitidtraior | 772412015
Any deficiancy statemant endifly with an estersk ) denotes 3 deficlancy whidh the institution may be excused f 4iT Correcting providing it 1s determined et
alhar safeguards provids suffibient protection & the paiierts, (Ses !nstrucﬁons{._: Exgept for nursing horses, the mdings sfated above are disciosails 90 days
followlng e date of survey whether or not a plan of correction s provided, Fgr nirsing homes, s above findingg and pisns of corraction are discinseble 14
days following the date these dosuments are made ovatiabls o the fecllity. If Haficiencies ars citad, 2n appmvad!ﬁ lan of comection is requisite to dontinued
program parlicipation. ! :
FORM CMS-25670-38) Previous Varsioms Gbesiom Event ID: XYRF21 |  Facliy 10 100680 Il W contnustion sheet Pags 1016
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SUMMARY STATEMENT OF DEFICIENCIES : 3 PROVIDER'S PLAN OF CORRECTION j
(EACH FsCthéCV ’du":! BE PRECEDED Y FLLL PREFIX {EACH CORRECTIVE ACTION wwsw BE i1
TAG REGULATORY QR LSC IDENTHYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE |
CEFICIENCY) 5
K000 Continued From page 1 X 000: j
Deficiencies were cited with the highest ' f
. deficiancy identified at "F" level. _ f
K050 NFPFA 101 LIFE SAFETY CODE STANDARD ¥ 050G Elliott Nursing & Rehabilitation Center (ENRC) 8442015 |
SE=F- : endeavors 10 ensure that fire drifls are held at
Fire drifis are held at unexpect@d imes under unexpected imes under varying condifions, at least )
varying conditions, at least quarterly on each sf ,sf? - quarterty on each shift. '
The staff is familiar with orocedures and is awars - On 6/30/15 at 7:30pm the Maintenance Director held ;
that drills are part of established routine. _ a fire dill. . !
i Responsibill ity for pi anning and conducting drifls i On 8/23/15 the Regional Maintenance Director ‘ !
;i assigned only to competent persons who are educated the facility Maintenance Director regardmg g
! gualified to exercise EeaderSh.p_ Whera drills are o the importance of ensuring that fire drills are held at f
conducted between 9 PM and 6 AM a coded - unexpected times under varying conditions, al least ;
announcement may be used instead of audible . guarterly on each shift _ !
alarms. 19712 The Maintenarce Director scheduled moentbly fire ;
drills at unexpected times 1o include all shifts. The |
: Adminisirator will audit all monthly fire drills to 5
; ’ ensure that fire drills are held at unexpected timas
under varying conditions and at least quarterly on
aach shift,
;Zii?i“igji;;ﬁ :;itefj g‘?’ ;iz?‘%‘“ @f’{ e fesuis of these aucits wil be forwarded [0 the |
records, it was determined the facility failed to . mont hly QAP commiltee for further review and [
continued compiiance.
~ansure fire drills were conducted according o : f
National Fire Protection Association (NF F’ﬁ% !
standards. The deficiency had the peiem i to
_affect three (3} of three (3) smaoke compartments, f
seventy-five {75} residents, staff and visitors. ;
The findings include: !
Faview of the facility's fire drifl records on
06/24/15 at 3:04 F’M with the Regional
; Mainterance Director, revealed the faciiity had
failed to conduct any fire drills for the 700 BM to
7:00 AM shifts. Interview, with the Regional
Maintenance Director, at the time of the review, i
- revealed the past Administrator had changed the
schedule and this had caused the fire drills not to
- be conductad.
Event {2 XYRED? Faciity 1D 100680 If continuation sheet Page 2 of 6
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AL PLAN UF CORRECTION § AL BULDING 01 - MAIN BUILDING 01
;
Ei 185415 B OWING s
[ NAME OF PROVIDER OR SUPPLER | STREET ADDREESS, OITY. 8TATE. 218 OODE i
ELLICTT NURSING AND REHABILITATION CENTER K732 BAST, HOWARD CREEK RD 5
SANDY HOOK, KY 41171 [
$XATHD SUMMARY STATEMENT OF DEFICIENDIES PROVIDER'S PLAN OF CORRECTION
PREF! (EACH DESICIENCY MUST BE PRECEDED BY Fubl JEACH "‘E‘F%Qm,T" E ACTION SHOULD BE
YAl REGULATORY OR LSC IDENTIEY NG NFORMATICN! £ APPROPRIATE
K050 Continued From page 2 K 050 ' ]
| |
The Administrator acknowledged the findings '
during the exit confarence.
Reference: NFPA 181 (2000 Edition)
149.7.1.2* Fire drifls in heslth care ocoupancies
shail include the transmission of a fire alarm
signai and simulation of emergency fire
conditions. Drills shail be conducted guarterly on
each shift {o familiarize facility personnai (nurses,
interns, maintenance engineers, and
administrative staff) with the signals and
emergency action required under varied
conditions, When drills are conducted between
9:00 p.m. (2100 hours) and 6:00 a.m. {0600
nours), a coded anncuncement shail be permitted
i be used instead of audibie alarms.
" Exception: Infirm or bedridden patients shall not
ba required to be moved during drills to safe
areas or o the exterior of the building.
K 0B84 NFPA 101 LIFE SAFETY CODE STANDARD . K 0684  Eifliott Nursing & Rehabilitation Center (ENRC) 08042015
55=F . endeavors to ensure that portable fire extmgwshe'rs
Portabie fire extinguishers are provided in af ©are in accordance with NFPA,
health care ocoupancies in accordance with On 6/23/15 Sentry Fire replaced the portable fre
8741 19358 NFPAOD extinguishers next to Physical Therapy and on 160,
' 200 and 300 hall.
On 6/23/15 the Regionaf Maintenance Director
educated the facility Maintenance Director regarding
the importance of ensuring that alt poriable fire
extinguishers are in acoordance with NFPA,
This STANDARD s not met as evidencsd by ¢ On /2315 all additional poriable fire extinguishers )
Based on observaton and interview, it was _ wers replaced fo assure that the center is in
- determined the facility falled to ensure fire cempliance with NFPA. o
extinguishers were maintained according to The facility Maintenance Director wilf audit &l
National Fire Protection Association (NFPA) portabie fire extinguishers on a monthly basis.
standards. The deficiency had the potential to : The results of these gudlts will be forwgrdeci to the
affect three (3} of five (5) smoke compartments, mont hiy QAP commiltes for further review and
E : continued compliance.
Event {2 XYRF21 Faciity 0 100880 i continuation shest Page 3of 8
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K 0684 Continued From nage 3

sixty-four (64} residents, siaff and visitors.
The findings include:

Observation, on 06/24/15 at 12:58 PM. with the
Regional Maintenance Director and the
Maintenance Director, revealed z fire extinguisher
next 1o Physical Therapy which did not have a
verification of service collar indicating a

hiydrostatic test had been performed. The fire

~extinguisher had a manufacture date of 2008,
Further observations revealed the same for the
fire extinguishers in the facility's 100, 200 and 300
Hall where residents resided.

- Review, on 068/24/15 a1 1,15 PM, of the fire
extinguisher yearly maintenance and inspection
record dated 08/26/14, conducted by an oulside
coniractor, revealed the fire extinguishers were
due for a hydrostatic test, Interview, with the
Maintenance Direclor, reveaied he had fafled to
rearize the fire extinguishers needed hydrostatic

testing due fo the contrastor not Indicating this on

the formy in the deficiency saction,
Reference: NFPA 10 {1598 Edition.

4-4.3" Six-Year Maintenance. Every 8 vears,

- stored-pressure fire extinguishers that require a
12-year hydrostatic test shall be emptied and
subjeciad o the applicable maintensnce

procedures. The removal of agent from halen
agent fire extinguishers shall only be done using

2 listed halon closed recovery system. When the
ry 8y

applicable maintenance procedures are

- performed during periodic recharging or
hydrostatic testing, the 8-yvear requirement shall
oegin: from that date.
Exception: Nonrechargeabie fire extinguishers

(CACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX
HEGULATORY OR LEC IDENTIFYING INFORMATION TAG
SEFICENCY
K 064
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TMENT OF HEALTH AND HUMAN SERVICES

ELLIOTT NURSING AND REHABILITATION CENTER SAN{)Y HOCK, KY 41171

EMENT OF DERICIENCIES o PROVIDER'S PLAN OF SORRECT ;QN

PREFIX HEACH CORRECTIVE ACTION SHO if = E

CROSE-REFERENCED T¢ THE AP
SEFICIENCY)

5 ruR A A“{ MEDICAID SERVICES
| FXTy PROVIDER/SUPPLIE e £ CONSTRUCTION
I | TONNUMEER: | A BUILDING 01 - MAIN BUILDING 04
| 185415 | & Wi 06/24/2015
i ROVIDER Of SUPPLIER TREET ADDRESS, CITY. 3 £ DR CODE
| RE

¥ P

T !

§ RY 32 EAST, HOWARD CREEK
i

SUMMARY 3TAT
(EAUH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LST IDENTFYING NFORMAT ?C;E‘h TAG

TE

K 064 Ceontinued From page 4 K (64

I
f

i

;

i shall not be hydrostatically tested but shall be
! removed from service at a maximum interval of
|

|

5

12 years from the date of manufacture.
Nonrechargeable haion agent fire axtinguishers
shall be disposed of in acoordance with 4-3.3.3,
4-4.4.1" Fire extinguishers that pass the
applicable 8-year requirement of 4-4.3 shal have
ihe maintenance information recorded on 3
] suitable metailic label or equaily durable material ;
| shaving a minimum size of 2 in. = 3 12 in, {5.1 cm 5
; * 88 om). i§
The new label shall be afiixed to the shell b by a :
; ﬁeai!es:\ process, and any old maintenance !
j labels shall be removed. These labels shall he of i
| |
i i
|

ihe self-desiructive type when removal from 3 fire
extinguisher is attempted. The label shall inciude
the following information:
{a) Month and vear the maintenance was
performed, indicated by a perforation such as is
done by a hand punch _
| {b) Name or initias of person performing the : ' }
i maintenance and name of agency performing the
mainienance
" 3-4.4. 27 Verification of Service (Maintenance or
R‘echarc—ing) Each extinguisher that has
undergone maintenance that includes internal
examination or that has been recharged (see
4-5.5) shall have a "Verification of Service” collar
located around the neck of the container. The
collar shall contain a single circutar piece of
uninterrupted material forming a hole of 4 size
- that will not permit the collar assembly to move
. over the neck of the container uniess the valve is
completely removed. The collar shall not
interfere with the operation of the fire
sextinguisher. The "Verification of Service” coliar
shall include the month and year the sarvice was
performed, indicated by a perforation such as is
done by a hand punch,

FORM CHS-2587102-89) Previous Versions Obsolete

Event 1D XYRF21 Facility i 100600 If continuation sheel Page 5 of 8



T ORSTREOTION

|
‘ E
L . 31 - MAIN BUILDING 01 |
|
I8 | os/24/2015
MAME OF PROVIDER OR SUSPLER ADDRESS, OITY, STATE. 2
ELLIOTT NURSING AND REHABILITATION CENTER N7 32 EAST, HOWARD CREEKRD
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SUMMARY STATEMENT OF DEFICIENCES PROVIDER'S PLAN OF CORREGT !
CY LUST BE =0 BY FULL (EACH CORRECTIVE ACT |
LATORY OR LSC IDENTFYING 3F QRMATION) _ T OROSS-REFERENCED TO
' DEFIGENGY]
K084 Conlinued From page 5 K (o4
Exception No. 1: Fire extinguishers undergoing
- maintenance before January 1, 1999,
Exception No. 2 Cartridge/cylinder-operated fire
extinguishers do not require a “Verification of
Service” collar.
i
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