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F 000 | INITAL COMMENTS F 000
A standard health survey was conducled on Plan of SO0
02/17-20114. Deficient practice was identified e dc"}'a'““t'Ma
with the highest scope and severity at "G" level, €y Yianor
with no opporfunity 1o comrect. Standard Survey 2/20/14
The facllity failed to ensure services were Preparation and execution of this
provided in accordance with the plan of care and plan of correction does not
fa':jed w_eﬁ“:e”’: ’?S'de;“s ’e“"(’:rdfs“pe”ge“’" constitute admission or agreement
and assis evices for one (1) of seventeen .
{17) sampled residents (Resident #6). On :’y g’:l';m;d" L ﬁ'l" truth of the
02/11/14, at approximately 7:00 PM, two CNAs acts alleged or conclusions set
transferred Resident #6 to bed; however, staff forth' in the sta-tement of
failed to use a mechanical iift for the transfer. deficiency. This plan of
Approximately two hours laler, the Charge Nurse correction is prepared and
dassessed the rfesﬂ;r:ent ;0 have swelling E_II]: exccuted solely becanse it is
iscoloration o right shoulder area, The required
facility transferred Resident #6 to the Emergency equired by federal and state law.
Room and the resident was diagnosed with and a
iom pectoral muscle of the right arm/chest area.
F 257 | 483.15(h)(6) COMFORTABLE & SAFE F 257
§5=£ | TEMPERATURE LEVELS

The facility must provide comfortable and safe
temperature levels. Facilities initially certified
after October 1, 1990 must maintain a
temperature range of 71 -81° F

This REQUIREMENT is not met as evidenced
by:

Based on observalion, imterviews, and review of
the facility’s policy, Room Temperature Levels, it
was delermined the facility failed to ensure
temparature levels wera maintained between 71
and 81 degrees Fahrenheit in the Station I
Dining Room in order to provide comfortable and

Wmm levels for eight (8) of eight

F 257 Comfortable and safe
temperature levels.

Facilities initially certified after
October 1, 1990 must maintain a
temperature range of 71 — 81°F.

LABORATOfRY IIJlREC'IDRs
.

LIER REPRESENTATIVE'S SIGNATURE

{X8) DATE

Belsysten X0 03‘/}:;"//’7

Any deficiency statement ending with-8n asterisk () denctes a deficency which the instituion may bo

excused from comecting providing it is detarmuned that

7

other safeguards provide sufficient protection 1o the patients . (Sae instuictions.) Emptbrmsinghm.tmﬂnd]nnsmtedabowamdscbsaﬂemdays
folicwving the date of survey whether or not a plan of comection is provided. For nursing homes, the above fintings and plans of correction are disclosable 14
days following the date these documents ara made available to the taciity, If deficiencies are cited, an approved plan of comrection is requisite to continued

program pariidpation.
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{8) unsampled residents. Observation of the oo 1. 0
breakfast meal on 02/18/14 revealed eight (B) gf’f“";l' T';; thm‘:;:;tt “& .
unsampled residents were eating in the Station Ill ming Room 73 was adjusted 10
Dining Room. The air temperature in the Station between 71 - 81°F, and a lock out
I} Dining Room was obtained and was noted to box was placed over the thermostat
be 67 degrees Fahrenheit in the classroom to determine that
] only designated staff can adjust the
The findings include; temperature.
Review of the fadility’s policy tited Room . . .
Temperature Levels (undated) revealed it was the Criteria 2: All thermostats in
facility's policy to maintain an optimat room common areas of the facility were
temperature range of 71 to 81 degrees inspecied by the Maintenance
Fahrenheit (F). Director/Administrator on 02/21/14
Observation of the room air temperature in the ::l 1?;?;?:‘:;&2?::5%'“
Station IIf Dining Room was taken on 02/18/14 at :
8:24 AM and revealed the femperature, during between 71 - 81°F. All areas were
the moming meal, was 67 degrees F. Further in compliance with these
observations revealed three of the eight residents lemperatures.
seated in the Dining Room were coverad with
blankets. Criteria 3: The maintenance staff
A group interview was conducted on 02/18/14 at were prowd-ec! m-sen.'lce education
11:30 AM with six alert and oriented residents. by the Adm:mstraio-r on 02/21/14,
During the interview, thres of the residents on the need to monitor the
complained that the Station Il! Dining Room was thermostats in resident common
often "cold” during meals. areas weekly to determine that
An interview on 02/20/14 at 4:56 PM, with the ::Jeertrivp:er;t ‘;I]ef :tim:;l:‘lltn;r;ed
Infection Control Nurse revealed she occupied . 8
the office next to the Station Il Dining Room. documenting all temperatures that
According to the Infection Control Nurse, she was falf outside of the these required
aware the thermastat in the office could affect the parameters. Any discrepancies are
temperature of the Dining Room. She further to be brought to the attention of the
stated her office was oo hat at times and she administrator via verbal report, and
would adjust the thermostat. The Infection addressed as iﬂdicated
Caontrol Nurse was not aware of the required air iy
temperature range in the facility,
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Interview conducted with the Maintenance t(f":ltena-t‘:. . The S.Qlo;pdlcator for
Direclor on 02/20/14 at 1:30 PM revealed the e dle il 2
Maintsnance Department staff monitored room lemperatures maintamned in the
temperatures on a daily basis and adjustments range of 71-81°F will be utilized
were made if necessary. According to the monthly X 2 months then quarterly
I\Dn"fnter:noe gmm'- t::‘-‘ was fg aware the as per the CQI calendar under the
ining Room temperature was 67 degrees " .
Fahrenheit on 02/18/14, and had not been supervision of the Environmental
maintained between 71 and 81 degrees F. Supqrv:sc.:r..’leurc to aclnevc. the
Further interview with the Mainienance Director required indicator threshold will
revealed there was a thermostat located in the result in development and
Dining Room and a thermostat located in a implementation of a Plan of Action
classroom adjacent to the Station Il Dining and a repeat of the indicator within
Room. The Maintenance Director stated if staff 1-2 months to verify effectiveness.
adjusted the themostat in the classroom, it could
affect the temperature in the Dining Room. The . .
Maintenance Director stated even though the Criteria 5: March 3, 2014 -
room temperatures were monitored on a daily
basis, he did not maintain a log of the room
temperatures, and was not aware of any resident
concems related to the air temperature.
F 282 | 483.20{k)(3){ii} SERVICES BY QUALIFIED F 282
§5=; | PERSONS/PER CARE PLAN
The services provided or amanged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,
F282 Comprehensive Care Plans.
This REQUIREMENT is not met as evidenced The services provided or arranged
by: by tl!e facility shall be provided by
Based on cbservation, interview, record review, qualified staff in accordance with
and review of the facility's Care Plan Policy each resident’s plan of care.
Statement, the Certified Nurse Aide (CNA) Care
Plan Record policy, and the facility's investigation,
it was determined the facility failed to ensure
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services were provided in accordance with the ™ onia 1.
written plan of care for one (1) of seventeen (17) E:s:fl::; ;#.6 w'I;he M?lra:‘;l E.meor
sampled residents (Resident #6). The facility A LU S UL
assessed Resident #6 to require staff support bruising/injury lc!entxﬁed during
with fransfers and had care plan interventions for assessment. Resident #6 was _
a mechanical lift to be used during all transfers. transferred to the Emergency Room
However, facility staff failed to utilize a for further assessment and
moproximatal 700 P, On Q2T AR e -
app al h } N : .
approximately 9:00 PM, staff assessed the Observatxotl_lfhof conilst?ntlalt_!icil .
resident to have bruising and swelling of the right correct use of the mechanical lift in
arm/shoulder. The facility transferred the accordance with the care plan, will
resident to the Emergency Department (ED) for be performed for resident #6 as
evaluation and treatment. Review of the follows: with each transfer for 24
Emergency Department's Physician's Progress hours, then done randomly with a
::':'"m r:tvealedr::?nr::g:nt LG L ] transfer once per shifi for 3 days,
fight pecto ) then done randomly with a transfer
The findings include: once per day for 3 days, as
performed by the charge nurses
Review of the facility's Care Plan Policy and/or administrative nurses.
Statement (not dated) revealed a Comprehensive -Daily skin assessments will be
Plan of Care would be developed by the erft d f :
interdisciplinary team based on the completion of g harmt'en::lrs:sr;ﬁl‘;l ?;: 1‘:6 ﬂl:;y the
the comprehensive Minimum Data Set (MDS) g s, then
assessment. The policy statement did not weekly thereafter to monitor the
address implementation of the residents’ care status of the bruising/injury. The
plans. MD will be notified of any changes
in healing status.
Review of the Certified Nurse Aide (CNA) Care
Plan Record policy (no date) revezled the care Diceinl: ‘.
pian would be utilized o identify/document each _Dls]mplmarg actl?n X_as licv fi
resident's daily care needs. The policy further tmplemented per facility policy for
information regarding the amount of assistance utilize the mechanical 1ifi in
the resident required for transfers and any accordance with the care plan.
assisfive-devices to be usad for mobiiity,
Review of the Quarhérty MDS assessment dated
FORM CMS-2567{02-99) Previcus Versians Dosciste Evest ID: 48CE11 Fociky 1D: 100477 #f continuation sheet Page 4 of 18
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12/19/13, revealed the facility assessed Resident s+ Al Tr .
#6 to require total assistance of two staff persons Criteria 2: -Head to toe skin
for transfers. The MDS further revealed the assessments were completed by the
resident was assessed to have a Brief Interview administrative and charge nurse
for Mental Status (BIMS) score of 1, which staff for all residents to identify any
indicated the resident was not interviewsable. changes in skin status, or
FE NS S S wrth unidentified bruises that had not yet
e Comprehensive a a
review date of 12/20/13, revealed the facility had b:e:u%d:fhﬁ 3:0 a:;:s were
addressed the resident's aleration in mobility. 1ce ad not been
Interventions included using a mechanical lift for addressed.
all transfers. Review of the CNA care plan dated
February 2014 revealed Resident #6 was -The care plans and C.N.A care
non-weight baaring and staff was direcied to use plans for all residents assessed 10
a "Viking"” lift {a mobile device used for lifting) for require mechanical lift use, were
transfers. reviewed 1o determine that this
Review of the February 2014 physician's orders Intervention was addressed as
revealed staff was lo transfer Resident #6 with indicated.
the use of a mechanical lift.
-Observation of consistent and

ggﬁxfmmféfaﬁs l""eidgaf;m_';&;’::; il correct use of the mechanical fift in

g , revea ci i . :
o ufifize a mechanical lift during transfer of ;:m'ffa"c“erf‘ t:ﬁ w.ed"'a“’ will
Resident #5 from the chair to the bed on 02/11/14 periormed for all residents
at approximataly 7:00 PM. Continued review of requiring this intervention by the
the investigation revealed on 02/11/14 at charge nurses and/or administrative
approximately 9:00 PM, after staff transfemed the nurses randomly once per day for 3
resident to bed, Registered Nurse (RN) #3 days.
assessed Resident #6 and noted the resident had
a newly identified discolored area and edema of .
the right shoulder area. Further review revealed -Compliance rounds are conducted
the facility transferred the resident to the weekly by the
Emergency Departmant (ED) for further Administrative/Charge Nurse staff
evaluation and treatment. According to the to monitor nursing staff compliance
Emergency Department's Physician's Report, the with the care plan interventions.
resident had a large amount of "ecchymosis”
{escape of bicod into the tissues from ruptured
blood vessels, marked by a purple discoloration
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of the skin) and a firm/swollen area on the right
shoulder. Further review of the ED Report
revealed no fractures were identified and the
rasident was diagnosed with a righl tom pectoral
muscle "probably associated with moving or
pulling the patient up in bed or the wheelchair."

Observation of a skin assessmeant conducted by
facllity staff on 02/18/14, at 11:10 AM, revealed
Resident #6 had a raised area measuring 13
cenfimeters (cm) by 10 cm on the antetior area of
the right shoulder, fading dark purple bruising
measuring 3.5 cm by 9 cm near the right axilla; a
22 cm by 10.5 an yellowish fading discoloration
across the resident's upper chest area; a 16 cm
yellow fading area extending down the resident's
right upper arm; and a 16 cm by 10 am
yellow/purplish area on the right side under the
resident's rib cage.

Observation at 12:10 PM on 02/18/14, revealed
CNAs #7 and #10 transfered Resident #6 from
the bed into a Broda chair (chair that reduces
pressure and provides long-term sitting support}
using the mechanical lift device.

Interview conducted with CNA #1 on 02/18/14, at
3:55 PM, revealed he had been trained to review
the GNA care plan at the beginning of @ach shiit.
However, the CNA stated he had nol looked at
the care plan "in a while” and did nof know
Resident #5 was 1o be lransferred using a
mechanical i. CNA #1 stated he and CNA #2
transfetrred Resident #6 from the Broda chair 1o
the bed at approximataly 7:00 PM on 02/11/14.
CNA #1 staied he and CNA #2 each placed an
am undemeath the resident's arms and their
hand on the resident’s waist and assisted the

resident onto the bed. CNA##1{ stated during the

Criteria 3: -In-service education

was provided for the nursing staff
by the DON/ADON/Restorative
Coordinator on the following;

-Correct and consistent use of the
mechanical lift in accordance with
the resident care plan,

-Provision of a]l resident care in
accordance with the care plan, with
notification of the charge purse if
the nursing assistants should
identify any obstacle that would
prevent them from being able to

comply with the care plan.
-Safe transfer technique for

residents who do not require use of
4 mechanical lifi.

-Immediate reporting of any
identified changes in skin status,
including bruising, to the charge
nurse by the nursing assistants, and
to the MD and RP by the charge
nurses,

-Licensed nurses were provided in-
service education by the
DON/ADON/Wound Nurse on the
completion arnd documentation of
thorough skin assessments, with
measurements of any identified
bruising for monitoring purposes.
Any changes in skin status or
declines in the healing status of
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transfer on 02/11/14, ha observed a fading bruise .
on the resident’s right upper arm that had been bll;u IS:GS' are to be reported to the
caused by the application of a biood pressure cuff ks
from "about" a week earlier. The CNA stated he . .
did not observe any new bruises at the time of the Criteria 4: -A CQI Meeting with
transfer. CNA#1 also staled the resident did not the Medical Director and CQI team
exhibit or verbalize pain during or after the was held on 2-13-14 to review the
transfer. facility investigation and the Plan of
interview conducted with CNA #2 on 02/184, at Correction
4:15 PM, revealed she aiso had been frained to .
follow the CNA care plan when she transferred a -The CQI indicator for the
resident CNA #2 staled she knew Resident #5 monitering of provision of resident
was {0 ba transferred at all times with a care in accordance with the care
mechanical fift. She stated that she assisted CNA lan (such as use of li e and
#1 to transfer Resident #65 from the Broda chair to Euml:fer of staff assista:ﬁ:’oetyl.l:seagf
the bed on 02/11/14, at approximately 7:00 PM, devi di ..
CNA #2 stated Resident #6 was transferred using evices, dietary restrictions etc. )
a two-person transfer and the mechanical lift had will be utilized monthly X 2 months
not been used. She further stated she did not tell and then quarterly as per the
CNA #1 the resident was supposed to be ‘ established CQI calendar under the
transferred with the mechanical lift and she did supervision of the DON. Failure to
nof know why the lift had not been used. achieve the established threshold
Interview conducted with the Director of Nursing Y"u resclt m_developmcut and .
(DON) on 02/19/14 at 11:50 AM, revealed the implementation of a Plan of Action,
Charge Nurse was responsible to monitor care and a repeat of the indicator within
beaing provided by the CNAs and to ensure the 1-2 months to verify effectiveness,
care was in accordance with the resident’s plan of
care. The DON stated RN #3 called her at home Criteria 5: h 3.2014
after discovering the bruises on the resident's R
right shoulder area when the nurse was preparing
to administer an injection to the resident on
02/11/14. The DON stated the nurse reported the
resident did not complain of pain, but the bruising
was discovered after the resident pulied histher
gown down below his/her right shoulder and
breast area,
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Interview conducled on 02/19/14, at 1:50 PM with
RN #2 revealed she was the Charge Nurse for
Stafion I, the unit where Resident #5 resided.
She stated her responsibilities included
monitoring resident care., RN #2 stated she
periodically reminded the CNAs to read the
residents' CNA care plans to ensure they knew
what care needs the resident required. RN #2
stated she also cbserved staff providing resident
care when she often walked by resident rooms.
The RN stated she had observed staff
transferring residents, but had not had the
opportunity to observe the CNAs transfer
Resident #G.

Interview conducted with Licensed Practical
Nurse (LPN) #2 on 02/20/14, at 9:05 AM,
revealed she was respansibie for orientation with
new employees and competency skills checks
annually to evaluate staff's ability fo provide
resident care, LPN #2 stated transfer
procedures, following the care pfan, and
mechanical lift procedures were included in the
tralning and annual compelency skills checks.
LPN #2 also stated she conducted "spot checks"
daily to verify residents were being transferred
according to their individual plan of care and she
had not identified any problems.

Interview with the facility's Comphance Officer on
02120114, at 4:00 PM, revealed the facility did not
have a specific policy/procedure related to
implementation of the resident's written plan of
care. The Compliance Officer stated random
audits were conducted by the administrative
nurses to monitor direct care staff to ensure care
nesds were provided according to the resident's
individual care plan. The Compliance Officer
stated no problems had been reported

F 282
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conceming resident transfers prior to the incident
involving Resident #6.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
55=G | HAZARDS/SUPERVISION'DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo
‘prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, inferviews, record
reviews, and review of the facllity’s policles,
Investigation Report, and the Emergency
Department (ED) Record and the Physician's
Progress Notes, it was determined the facility
failed to ensure adequate supervision and
assistive devices to prevent accidents was
provided for one (1) of seventeen (17} sampled
residants (Resident #6).

Review of the Comprehensive Care Plan and the
Ceriified Nurse Aide (CNA) Care Plan revealed
the facility assessed Resident #6 to require the
total assistance of two staff persons and the use
of a mechanical lift for all transfers. However,
facility staff failed to transfer Resident #6 from the
chair to the bed with the assistance of a
mechanical lift on 02/11/14 at approximately 7:00
PM. On 02/11/14, at approximately 9:00 PM,
after staff had transferred the resident from the
chair {o the bed, a nurse entered the resident's
room to monitor the resident’s biood glucose

F 323 Accidents and Supervision
The facility must ensure that the
resident environment remains as
free of accident hazards as is
possible.

Criteria 1: -The MD and RP for
Resident #6 were notified of the
bruising/injury identified during
assessment. Resident #6 was
transferred to the Emergency Room
for further assessment and
treatment.

-Observations of consistent and
correct use of the mechanical lift in
accordance with the care plan, will
be performed for resident #6 as
follows: with each transfer for 24
hours, then done randomly with a
transfer once per shift for 3 days,
then done randomly with a transfer
once per day for 3 days, as
performed by the charge nurses
and/or administrative nurses..
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Emergency Department (ED)} for further
evaluation and treatment, and according to the
ED Physician's Progress Note dated 02/11/14,
Resident #5 had sustained a tom pectoral muscie
of the right shoulder area.

In addition, observations on 02/18/14 at 1:00 PM
revaaled the hot water temperatures in the
women's shower room on Stafion |l was 132

status of the bruising/injury. The
MD will be notified of any changes
in healing status,

-Disciplinary action was
implemented per facility policy for
the identified staff who failed to
utilize the mechanical lift in
accordance with the care plan.

degrees Fahrenheit (F) (22 deg!re&s above the -The temperature on the water
acceptable temperature range); the hot water heaters servicing Hall 2 was
temperature in the men's shower room on Station B ediately turned d

Il was 120 degrees Fahrenheit {10 degrees L b OWn upon
above acceptable femperature range): and the identification of the elevated levels.
hot water temperature in resident room 221 was The necessary part was ordered and

observed to be 122 degrees F (12 degrees above
the acceptable ternperature range). Additional
observations of the women's and men's shower
rooms and resident room 221, conducted with the
Maintenance Director on 02/18/14 at 1:15 PM,
revealed the hot water temperature in the areas
fluctuated from 90 degrees o 117 degrees F.
Further observation on 02/18/14 at 1:30 PM,
revealed the hot water temperature at the mixing
valve for the Station 1) haliway was 120 degrees
{10 degrees abave the acceptable temperature
range).

The findings include:

Review of the Mechanical Lift policy (no date)
revsaled a safe working environment would be
provided by utilizing a lift transfer system as
deemad appropriate based on the resident's

replaced by maintenance on
02/21/14.

Criteria 2: -Head 1o toe skin
assessments were completed by the
administrative and charge nurse
staff for all residents to identify any
changes in skin status, or
unidentified bruises that had not yet
been addressed. No areas were
identified that had not been
addressed.
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ievel. At that time, the resident reached over with Dai . X .
" -Daily skin assessments will
his/her lefft hand and pufled the gown down from erf yedfrsesid t#6 b tl:
hisher right shoulder. The nurse abserved the lpa it st TS
resident's right shouider was swollen and bruised. charge nurses for 7 days, .then
The facility transferred Resident #6 to the weekly thereafier to monitor the
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care planning process. The policy noted facility
staff was required to use the mechanical lift
equipment when specified by the resident
assessment and care plan.

An intarview with the Administrator on 02/20/14 at
3.47 PM revealed the facility did not have a
writien policy that directed staff how and/or when
to monitor water temperatures. However,
acconding to the Administrator, it was the fadility's
procaedure for the Maintenance Depariment to
check the waler temperatures on a daily basis in
resident care areas and to document the
temperature on the preventive maintenance
checklist for each month. The Administrator
stated the facility'’s Maimtenance Department
attempted to maintain the water femperatures
between 100 and 110 degrees Fahrenheit (F).

1. Review of the medical record revealed the
facility admitted Resident #65 on 10/05/10 with
diagnoses including Alzheimer’s disease,
Arthropathy, Vertigo, Reactive Confusion, and
Coronary Artery Disease with graft. Review of the
Quartarly Comprehensive Assessment dated
12/18/13, revealed the facility assessed Resident
#5 1o require total assistance of two staff
members for transfers and a wheelchair was

used for mobility/locomotion. The MDS further
revealed the facility assessed the resident to have

| a Brief Interview for Mental Status (BIMS) score

of 1, which indicated the resident was not
interviewable.

Review of the Comprehensive Care Plan
reviewed/updated on 12/20/13, revealed the
facility addressed the resident's alieration in
mobility related to a history of falls and diagnoses
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plans for all residents assessed to
require mechanical lift use, were
reviewed to determine that this
intervention was addressed as
indicated.

-Observation of consistent and
correct use of the mechanical lift in
accordance with the care plan, will
be performed for all residents
requiring this intervention by the
charge nurses and/or administrative
nurses randomly once per day for 3
days.

-Water temperatures were tested
throughout the facility, with all
other temperatures determined 1o be
within the required parameters.

-The facility Safety Commitice
meets quarterly 1o review potential
safety issues throughout the facility
and to develop and implementa
Plan of Action for any identified
issues. The Safety Committee
findings are presented to the QA
Committee for review.
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of Aizheimer's and Reactive Confusion,
Intarventions included instructing the resident on
appropriate use of assistive/supportive devices;
to verbally remind the resident not to ambulate or
{ransfer without assistance; and to usa a
mechanical lift for all transfers. Further record
review revealed the February 2014 CNA care
pian indicated the resident was non-weight
bearing and required the use of a "Viking" iift (a
mobile devica used for lifling) for transfers.

Review of the facility's investigation Report dated
02112114, at 9:00 AM, revealed after the ED
physician contacted the resident's attending
physician regarding the residents injury, the
resident’s attending physician contacted the
facility fo inform the Administrator of the injury to
Resident #8's shoulder, The facilily initiated an
investigation on 02/12/14 and interviewed all staff
who had provided care for Resident #5 from
02/05-11/14. Based on the findings of the
facility's investigation, the facility determined
Caertified Nurse Aide (CNA}#1 and CNA#2 had
transferred Resident #8 from a Broda chair {chair
that reduces pressure and provides long-tenm
sitting support) to the bed on 02/11/14 at
approximately 7:00 PM. However, according 1o
the facility’s investigation, CNAs #1 and #2 failed
to foltow the Plan of Care that had bsen
developed for Resident #6 as they failed to use a
mechanical lit when they ransferred the resident
to bed. The investigation further revealed when
Registerad Nurse (RN) #3 entered Resident #6's
room on 02/11/14 at approximately 9.00 PM to
monitor the resident’s blood glucose levels, the
resident pulled histher gown down from the right
shoulder area with histher left hand. The nurse
observed "new" bruising and swelling to the
resident's right shoulder area.

Criteria 3: -In-service education
was provided for the nursing staff
by the DON/ADON/Restorative
Coordinator on the following:

-Correct and copsistent use of the
mechanical lif! in accordance with
the resident care plan.-Provision of
all resident care in accordance with
the care plan, with notification of
the charge nurse if the nursing
assistants should identify any
obstacle that would prevent them
from being able to comply with the
care plan.

-Safe transfer technique for
residents who do not require use of
a mechanical lift.

-Immediate reporting of any
identified changes in skin status,
inctuding bruising, to the charge
nurse by the nursing assistants, and
to the MD and RP by the charge
nurses.

-Licensed nurses were provided in-
service education by the
DON/ADON/Wound Nurse on the
completion and documentation of

‘thorough skin assessments, with
measurements of any identified
bruising for monitoring purposes.
Any changes in skin status or
declines in the healing status of
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Observation of a skin assessment conducted by brms.es. are 10 be roported to'the
facility staff on 02/18/14, at 11:10 AM, revealed physician.
Resident #6 had a raised area measuring 13 -The maintenance staff have
centimeters {cm) by 10 cm on the anterior area of received in-service education by the
the right shoulder; fading dark purple bruising administrator on 02/21/14 regarding
measuring 3.5 cm by 9 cm near the right axilla; a the need to inspect the water heater
22em bt;: 10'5i§'"n¥e"°“'i5h§:::t‘9 disw"f";“"" units monthly to determine they are
across the resident's upper area; a 16 cm G
yellow fading discolored area extending down the maintaining water temperatures
resident’s right upper amm; and a 16 cm by 10 cm within the required parameters, and
yellow/purplish area on the right side under the to test water temperatures randomly
resident’s rib cage. throughout the facility in accordance
with the preventive mamtcnauce
Review of documentation by nursing staff in logs.
Resident #6's medical record dated 02/11/14, at a1 .
8:04 PM, revealed RN #3 entered the resident's ~The facility Safety Committee
room to assess the resident's blood glucose level meets E]uarterly to review poten!:lfﬂ
and noted the resident had discoloration and safety issues throughout the facility
edama of the right shoulder. Further raview and to develop and implement a
revealed RN #3 notified the physician and Plan of Action for any identified
arranged for the resident to be transfarred to the issues. The Safety Committee
hospital's ED for further evaluation and treatment. findings are presented to the QA
Review of the ED record dated 02/11/14, revealed Committee for review.
Resident #6 was assessed to have a large . .
amount of ecchymosis (bruising) and a Criteria 4: A CQI Meeting with
“firm/swolen” area of the right shoulder. X-rays the Medical Director and CQI teamn
obtained at the ED revealed no evidence ofa was held oo 2-13-14 to review the
fracture or dislocation of the right shoulder. facility investigation dnd the Plan of
Further review of the ED report revealed the (orr e
resident was admitted to the hospita! on 02/11/14
for cbservation.
Review of Resident #6's Atlending Physician's
Progress Note, dated 02/11/14, revealed the
physician assessad Resident #6 fo have a
hematoma (bruising) to the right anterior chest
with bruising to the right upper anm. Further
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the cause of the bruising "appeared to be atom
muscisftendon.” The physician further noted the
tear was probably associated with moving or
puliing the resident up in bed or a wheelchair.

interview conducted with CNA #1 on 02/18/14, at
3:55 PM, revealed staff should review the CNA
care plan each shift to determine the care needs
of each resident. According to CNA #1, the CNA
care plan included the requirements staff was to
follow for each resident's transfer. CNA #1 stated
he had not looked at Resident #6's care plan ™in a
while” and did not know a mechanical lift was to
be used for transfers for Resident #5. CNA#1
stated he and CNA #2 transferred Resident #5
from the Broda chair to the bad at approximately
7:00 PM on 02/11/14. CNA#1 stated he and
CNA #2 had placed one arm undemeath the
resident's arms and placed a hand on the
resident's waistband, and assisted the resident to
transfer from the chair to the bed. CNA#1
confirmed he did not see any bruises or swelling
on the resident's right shoulder area. CNA#1
further stated the resident did not indicate any
injury or pain had occurred during the transfer.

Interview conducted with CNA #2 on 02/1814, at
4:15 PM, revealed she was awaré Resident #6
was to be transfermed at all imes with 2
mechanical lif. CNA #2 stated she assisted CNA
#1 to transfer Resident #6 from the Broda chair to
the bed on 02/11/14, at approximately 7:00 PM
and a mechanical lit had not been used during
the transfer. CNA #2 stated she did not tell CNA
#1 stafl was to use a mechanical it when they
transfarred Resident #5 and offeraed no
explanation as to why they had not used the
megchanical lift.

monitoring of provision of resident
care in accordance with the care
-plan (such as use of lifts, type and
number of staff assistance, use of
devices, dietary restrictions etc.)
will be utilized monthly X 2 months
and then quarterly as per the
established CQI calendar under the
supervision of the DON.

-The CQ] indicator for the
monitoring of facility water
temperatures within the required
range of 100-1 10°F will be vtilized
monthly X 2 months, and then every
six months as per the established
CQI calendar under the supervision
of the Maintenance Director. Water
temperatures will also be checked
and documented daily by
maintenance or designated staff.

- Failure to achieve the established
threshold for the CQI indicator(s)
will result in development and
implementation of a Plan of Action,
and a repeat of the indicator(s)
within 1-2 months to verify
effectiveness.

Criteria 5: March 3, 2014
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review of the Physician's Progress Note revealed “The CQI indicator for the

FORM CMS-2557(02-99) Previous Versions Obsolele

Evenl ID:46C911

Facility [D: 100471

il continualion sheet Page 14 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/21/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185270 B. WING 02/20/2014
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
CUMBERLA.ND VALLEY MANOR 301 SOUTH MAIN S
BURKESVILLE, KY 42717
o4y 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DERCIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUWLD BE COMPLETION
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAL CROSS-REFERENCED T0 THE APPROFPRIATE DaATE
DEFICIENCY}
F 323 | Continued From page 14 F 323

Interview conducted with RN #3 on 02/19/14, at
3:30 PM, revesled she had worked the 7:00 PM
o 7:00 AM shift on 02/11/14. RN #3 stated
Resident #5 was in bed when she went to the
resident’s room o check his/her biood glucose
level at approximataly 8:45 PM on 02/11/14. RN
#3 stated after she obtained the resuits of the
resident’s blood glucose, she proceeded to
administer insulin to the resident  The resident
placed his/her left hand on the neck of hisher
gown and pulled the gown down below the right
breast area. The RN stated she observed edema
and "a hard knot” on the resident’s right shoulder
and right breast area with dark purplish/red
discoloration noted primarily {o the resident’s right
ampit RN #3 stated although the resident was
able to verbalize pain at imes, the resident
*mumbled” and did not verbalize he/she was in
pain when asked if his/her right am hurt: The
RN stafed she did not know what had caused the
discoloration of the resident's right shoulder and
breast and had not attempled to raise the
resident's arm to assess further due o not
knowing the extent of the injury. RN #3 stated
she notified the resident’s attending physician and
arranged for the resident fo be transferred to the
ED. RN #3 further stated she received a call
from the ED physician on 02/11/14 at
approximately 11:00 PM, and the ED physician
wanted to know what had caused the swelling
and bruising to the residant's right shoulder.
According to RN #3, she told the ED physician
she did not know and the ED physician stated he
was admitting the resident to the hospital for
observation.

Interview conducted with Licensed Practical
Nurse (LPN) #2 on 02/20/14, at 9:05 AM,
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revealed she provided orientation to new
employees and also observed employees on an
annual basis perform competency skills to
evaluate their ability to provide resident care.
LPN #2 stated transfer procedures, following the
care plan, and mechanical lift procedures were
included in the training and annual competency
skills checks. LPN #2 also stated she conducted
“spol checks” daily to verify staff ransferred
residents according io their individual plan of care
and she had not identified any problems.

Review of the Annual Compelency Check List
completed on 01/15/14 for CNA #1, and for CNA
#2 on 10/22/13, revealed the facility had
assassed the CNAs o be competent in the use of
the mechanical lift

Interview conducted with Physician #1 on
02/19/14, at 1:40 PM, revealed he was Resident
#6's attending physician and had been contacted
by the ED physician on 02/11/14 regarding
Resident #5's injury. Physician #1 stated the ED
physician said he did not know what had caused
the resident’s injury. Physician #1 stated he
assessed Resident #6 on 02/12114 and
determined the injury was due to a tom pectoral
muscle, and called the facility’s Administrator to
report the injury. He further stated the torm
pecioral muscle most likely occurred when staff
lified Resident #5. Physician #1 stated the injury
could have been prevented if the resident had
baen transferred with 2 mechanical lift.

Interview conducted with the Administrator on
02/20/14, at 4:10 PM, revealed Physician #1
informed him the injury susiained by Resident #5
on 02/12/14 was due o a tom pectoral muscle.
The Administrator staled a facility investigation
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was initiated and determined CNAs #1 and #2
faiied to fransfer Resident #5 using a mechanical
iift on 02/11/14. The Administrator stated CNA #1
and CNA #2 had been suspended immediately
and remained on suspension pending further
investigation.

2. Observations conducted on 02/18/14 at 1:00
PM revealed the hot water temperature in the
women's shower room localed on Station {Fwas
132 degrees Fahrenheit {F) (22 degrees higher
than the acceptable iemperature range of 110
degrees Fahrenhelit); the hot water tempetature in
the men's shower room located on Station Il was
observad fo ba 120 degrees F, and the hot water
temperature in resident room 221 was observed
1o be 122 degrees F. Additional observations of
the women and men's shower reoms and
resident room 221, conducted with the
Maintanance Director on 02/18/14 at 1:15 PM,
revealed the hot water temperature fluctuated
from 90 degrees to 117 degrees F {10 degrees
below and 17 degrees higher than the acceptable

range).

Review of the facility's census report on 02/18/14
reveaied 18 residents resided on the fwo hallways
located at Station Il and had access to the
shower rooms.

Review of the Monthly Preventafive Maintenance
Checklist completed in Dacember 2013, January
2014, and through February 18, 2014 revealed
the hot water temperatures had been within
normal limits. :

interview conducted wilh the Maintenance
Director on 02/18/14 at 1:30 PM (EST) revealed
the hot water temperatures in the faciiity were
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maintained at 100-110 degrees F. According to
the Maintenance Director, he had obtained the
hot water temperatures located in resident rooms
(rooms 108, 21&, and 114} on Stations | and Il on
the moming of 02/18/14 and had not identified
any concems. Further interview with the
Maintenance Director revealed the mixing valve
on the hot water heater might have failed since
he had obtained the temperatures, and he had
shut the hot water to the Station 1l hallway off until
the repairs could be completed. The
Maintenance Director stated he had ordered the
defective part for the mixing valve on 02/18/14
and expected it to be delivered to the facility on
02/21/14. The Maintanance Director also stated
he had directed staff to use the shower rooms on
Station [ for bathing residents until the repairs
were mada.

An interview conducted with the Administraior on
02/20/14 at 3:47 PM revealed he had not
received any complainis about water

| temperatures. The Administrator stated he had

not been aware of any concermns with the hot
water temperatures or the failure of the mixing
valves until the Maintenance Director had
informed him on 02/20/14.
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A reficensure survey was conducted on Plan of Correction
02/17-20/14. Deficient practice was identified. Cumberland Valley Manor
, Standard Survey 2/20/14
N 137 zoé KAR 20:300-5(7)(a)5. Section 6. Quality Of N 137 Preparation and execution of this
plan of correction does not
(7) Environment. constitute admission or
(a) The facility shall provide: agreement by the provider of the
5. Adequate and comfortable lighting levels in all truth of the facts alleged or
areas; comfortable and safe temperature levels. conclusions sct forth in the
statement of deficiency. This
] plan of correction is prepared
This requirement is not met as evidenced by: and executed solely becanse it is
Based on observation, interviews, and review of required by federal and state law,
the facility's policy, Room Temperature Levels, it
was determined the facility failed to ensure
temperature levels were maintainad between 71
and 81 degrees Fahrenheit in tha Station i)
Dining Room in order to provide comfortable and
i {8) unsampled residents. Observation of the Section 6 Quality of Life
breakfast meal on 02/18/14 revealed eight (8) )] Envir;mment.(a) The i:acilit
unsampled residents were eating in the Station Il hall pravide: 5. Adequste ¥
Dining Room. The air tsmperature in the Station | shatprovide: 3. Adequate and
Ill Dining Room was obtained and was noted to comfortable lighting levels in all
be 67 degrees Fahrenheit, areas; comfortable and safe
temperature levels.
The findings include:
Criteria 1: The thermostat in
Review of the facifity's policy fitled Room Dining Room #3 was adjusted 10 .
| Temperature Levels (undated) revealed it was the between 71 - 81°F, and a lock out '
facility's policy to maintain an optimal room box was placed over the thermostat
temperature range of 71 to 81 degrees ] in the classroom to determine that
Fahrenheit (F). only designated staff can adjust the
| temperature.
Observation of the room air femperature in the
Station |l Dining Roomn was taken on 02/16/14 at
8:24 AM and revesled the temperature, during
the mominy meal, was 67 degrees F. Further l
o) DaTE

LABORATORY R PROVIDER/SUPPUIER REPRESENTATIVE'S SIGNATURE
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A group inferview was conducled on 02/18/14 at
11:30 AM with six alert and oriented residents.
During the interview, three of the residents -
complained that the Station Il Dining Room was
often “cold” during meals.

An interview on 02/20/14 at 4:56 PM, with the
Infection Control Nurse revealed she occupied
the office next to the Station Il Bining Room.
According to the Infection Control Nurse, she was
aware the thermostat in the office could affect the
temparature of the Dining Room. She further
stated her office was too hot at times and she
would adjust the thermostat. The infection
Control Nurse was not aware of the required air
temperature range in the facility.

Interview conducted with the Maintenance
Director on 02/20/14 at 1:30 PM revealed the
Maintenance Depariment staff monitored room
temperatures on a daily basis and adjustments
were made if necessary. According to the
Maintenance Director, he was not aware the
Dining Room temperature was 67 degrees
Fahrenheit on 02/18/14, and had not been
maintained between 71 and 81 degrees F.
Further interview with the Maintenance Director
revealed there was a thermostat located in the
Dining Room and a thermostat located in a
classroom adjacent to the Station IIli Dining
Room. The Maintenance Director stated if staff

to determine that the temperature in
all common areas was maintained
between 71 - 81°F. Al areas were
in compliance with these

temperatures.

Criteria 3;: The maintenance staff
were provided in-service education
by the Administrator on 02/21/14,
on the need 1o monitor the
thermostats in resident common
areas weekly to determine that
temperatures are maintained
between 71 - 81°F, and are
documenting all temperatures that
fall outside of the these required
parameters. Any discrepancies are
to be brought to the attention of the
administrator via verbal report, and
addressed as indicated.

Criteria 4: The CQI indicator for
the monitoring of facility
lemperatures maintained in the
range of 71-81°F will be utilized
monthly X 2 months then quarterly
as per the CQI calendar under the
supervision of the Environmenta]
Supervisor.. Failure to achieve the
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N 137| Continued From page 1 N 137
observations revealed three of the eight residents Criteria 2: All thermostats in
seated in the Dining Room wers covered with common areas of the facility were
——— in.specxed by :l-m. Maintenance
Director/Administrator on 02/21/14

adjusted the thermostat in the classroom, it could required indicator threshold will
affect the temperature in the Dining Room. The
Maintenance Director stated even though the
room temperatures were monitored on a daily
basis, he did not maintain a log of the room
STATE FORM L 46C911 N continuation sheel 2 of 27
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tem;:.\ar‘altl.lgs.t eadrn:l w‘:s ngtaware ot\; any resident result in development and
concems reigled o the air temperature. implementaticn of a Plan of Action,
and a repeat of the indicator within
N 184 802 KAR 20:300-7(4){c)2. Section 7. Resident N 194 1-2 months to verify effectiveness. k.

Assessment

(4) Comprehensive care plans.

{c)} The services provided or amanged by the
facility shalf;

2. Be provided by qualified persons in
accordance with each resident's writlen plan of
care.

This requirement is not met as evidenced by:
Based on observation, interview, record review,
and review of the facility's Care Plan Policy
Statement, the Carfified Nurse Aide (CNA) Care
Plan Record policy, and the facility's investigation,
it was determined the facility failed to ensure
services were provided in accordance with the
written plan of care for one (1) of seventeen (17)
sampled residents (Resident #5). The facility
assessed Resident #6 1o require staff support
with transfers and had care plan interventions for
a mechanical lift to be used during all transfers.
However, facility staff failed to utilize a
mechanical lift during a transfer on 02/11/4 at
approximately 7:00 PM. On D2/11/14 at
approximately 9:00 PM, staff assessed the
resident to have bruising and swelling of the right

Criteria 5: March 3, 2014

N 194 KAR 20:300-7(4){c)2.
Section 7. Resident Assessment
The services provided or
arranged by The facility shall:
.2. Be provided by qualified
persons in accordance with each
resident’s written plan of care.

Criteria 1:-The MD and RP for
Resident #6 were notified of the
bruising/injury identified during
assessment. Resident #6 was
transferred to the Emergency Room
for further assessment and
treatment.

-Observations of consistent and
correct use of the mechanical lift in
accordance with the care plan, will
be performed for resident #6 as
follows: with each transfer for 24
hours, then done randomly with a

- transfer once per shift for 3 days
am/shoulder. The facility transferred the . ?
resident to the Emergency Department (ED) for then don%mngoon;ly with a transfer
evaluation and treatment. Review of the 02:: per day ﬂ: days, as
Emergency Depariment's Physician's Progress performed by the charge nurses
Notes revealed the resident was diagnosed with a and/or administrative nurses.
tom nght pectoral muscie.
The findings include;
STATE FORM eam 48091 [} mmucuw: shoot 30127
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-Daily skin assessments wi
Review of the facility's Care Plan Policy perforr{]:d for ressi;?nt #t;\;;ll J::
Statement (not dated) revealed a Comprehensive charge nurses for 7 days, then
Plan of Care would be developed by the w;% thereafter to "‘;;jmr the
interdisciplinary team based on the completion of ¢ o fthe bruisi ol Th
the comprehensive Minimum Data Set (MDS) MD ?ll b N ru.gu:lgf l:.ljm.y‘ ©
assessment. The policy statement did not . will be noufied of any changes
address implementation of the residents' care in healing status. .
plans. -Disciplinary action was
. : implemented per facility policy for
Review of the Certified Nurse Aide (CNA) Care the identified staff who failed to
Plan Record policy (no date) revealed the care utilize the mechanical lift in
plan would be utilized to identify/document each accordance with the care plan.
resident's daily care needs. The policy further
hotad the CNA care plan would provide Criteria 2: -Head to toe skin
information regarding the amount of assistance assessments were completed by the
the _resident required for transfers and any administrative and charge nurse
assistive devices to be used for mobility. staff for all residents to identify any
changes in skin status, or
Review of the Quarteriy MRS assessment dated unidentified bruises that had not yet
e e e b e, No e v
req assisiance pers identified that had not bee
for transfers. The MDS further revealed the et
. . addressed.
resident was assessed to have a Brief Interview -The care plans and C.N.A care
for Mental Status (BIMS) score of 1, which i S acsessod b
indicated the resident was not interviewabie. plans residen . assesse
require mechanical lift use, were
Review of the Comprehensive Care Plan with a reviewed to determine that this
review date of 12/20/13, revealed the facility had Intervention was addressed as
addressed the resident's alteration in mobiliy. indicated. -
Interventions included using a mechanical lift for ~Observation of consistent and
all transfers. Review of the CNA care plan dated correct use of the mechanical lift in
February 2014 revealed Resident #6 was accordance with the care plan, will
non-weight bearing and staff was directed 1o use be performed for all residents
a "Viking" lift (a mabile device used for lifting) for requiring this intervention by the
fransfers. charge nurses and/or administrative
Review of the February 2014 physician's orders
revealed saff was to transfer Resident #6 with
the use of a mechanical lift
STATE FORM L] ABCO13 If continuation sheat 4 of 27
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nurses randomly once per day for 3

Review of the fadility's investigation, dated days 4 por day

02/12/14 at 8:00 AM, revealed faciiity staff failed ) ’ li

to utilize a mechanical lift during transfer of mfgl‘:‘c‘t’e:f":;rﬁ“‘fs bl

Resident #6 from the chair io the bed on 02/11/14 e dc{ Y S

at approximately 7:00 PM. Continued review of to ito . arg;tf urseli

the investigation revealed on 02/11/14 at  MOMItor nuising stai compliance

with the care plan interventions.

approximately 9:00 PM, after staff transferred the
resident to bed, Registered Nurse (RN) #3
assessed Resident #5 and noted the resident had
a newly identified discolored area and edema of
the right shoulder area. Further review revealed
the facility transferred the resident to the
Emergency Department (ED) for further
evaluation and treatment. According to the
Emergency Department's Physician's Report, the
resident had a large amount of "ecchymosis™
{(escape of blood into the tissues from ruptured
blood vessels, marked by a purple discoloration
of the skin} and a fim/swollen area on the right
shoulder. Further review of the ED Report
revealed no fractures were identified and the
resident was diagnosed with a right tom pectoral
muscle "probably associated with moving or
pufling the patient up in bed or the wheelchair.”

Observation of a skin assessment conducted by
facility staff on 02/18/14, at 11:10 AM, revealed
Resident #6 had a raised area measuring 13
centimeters (cm) by 10 cm on the anterior area of
the right shoulder; fading dark purple bruising
measuring 3.5 cm by 9 am near the right axilla; a
22 om by 10.5 cm yellowish fading discoloration
across the resident's upper chest area; a 16 em
yellow fading area extending down the resident's
right uppar arm; and a 16 cm by 10 cm .
yellow/purplish area on the right side under the
resident's rib cage.

Observation at 12:10 PM on 02/18/14, revealed

Criteria 3: -In-service education

was provided for the nursing staff
by the DON/ADON/Restorative
Coordinator on the following:

-Correct and consistent use of the
mechanical lift in accordance with
the resident care plan.

-Provision of al} resident care in
accordance with the care plan, with
notification of the charge nurse if
the nursing assistants should
identify any obstacle that would
prevent them from being abie to

comply with the care plan.
-Safe transfer technique for

residents who do not require use of
a mechanical lift.

-Immediate reporting of any
identified changes in skin status,
including bruising, to the charge
nurse by the nursing assistants, and
to the MD 2ad RP
by the charge nurses.

-Licensed nurses were provided
in-service education by the
DON/ADON/Wound Nurse on the

STATE FORM

460N

if continuation sheet 5 of 27




PRINTED: 03/21/2014

FORM APPROVED
Office ol Inspector General ]
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION £43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
100471 B \AING 02/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE
301 SOUTH MAIN STREET
CUMBERLAND VA R
=3t BURKESVILLE, KY 42717
X&) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
N 184 Centinued From page 5 N 194

CNAs #7 and #10 transferred Resident #6 from
the bed into a Broda chair (chair that reduces
prassure and provides long-term skiting support)
using the mechanical lift device.

Interview conducted with CNA #1 on 02/18/14, at
3:55 PM, revealed he had been trained to review
the CNA care plan at the beginning of each shift.
However, the CNA stated he had not looked at
the care plan “in a while™ and did not know
Resident #8 was 1o be transferred using a
mechanical lift. CNA#1 stated he and CNA #2
transferred Resident #6 from the Broda chair to
the bed at approximately 7:00 PM on (02/11/14,
CNA #1 stated he and CNA #2 sach placed an
amn undemeath the resident's amms and their
hand on the resident’s waist and assisled tha
resident onto the bed. CNA#1 stated during the
transfer on 02/11/14, he observed a fading bruise
on the resident's right upper arm that had been
caused by the application of a blood pressure cuff
from “"about™ a week earlier. The CNA stated he
did not cbserve any new bruises at the time of the
fransfer. CNA#1 also stated the resident did not
exhibit or verbalize pain during or after the
transfer.

Interview conducted with CNA #2 on 02/18/14, at
4:15 PM, revealed she also had been trained to
follow the CNA care plan when she fransfered &
resident. CNA #2 stated she knew Resident #6
was to be transferred at all imes with a
mechanical lift. She stated that she assisied CNA
#1 to transfer Resident #5 from the Broda chair to
the bed on 02/11/14, at approximately 7.00 PM.
CNA #2 stated Resident #5 was transferred using
a two-person transfar and the mechanical lift had
not been used. She further stated she did not tsll
CNA #1 the resident was suppased to be
transferred with the mechanical lift and she did

completion and documentation of
thorough skin assessments, with
measurements of any identified
bruising for monitoring purposes.
Any changes in skin status or
declines in the healing status of
bruises are to be reported to the
physician.

Criteria 4: -A CQI Meeting with
the Medical Director and CQI team
was held on 2-13-14 to review the
facility investigation and the Plan
of Correction @

-The CQI indicator for the
monitoring of provision of resident
care in accordance with the care
plan (such as use of lifts, type and
number of staff assistance, use of
devices, dietary restrictions eic.)
will be utilized monthly X 2
months and then quarterly as per
the established CQI calendar under
the supervision of the DON.
Failure to achieve the established
threshold will result in
development and implementation
of a Plan of Action, and a repeat of
the indicator within 1-2 months to
verify effectiveness.

Criteria 5: March 3, 2014
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not know why the lift had not been used.

Interview conducted with the Direclor of Nursing
{DON) on 02/19/14 at 11:50 AM, revealed the
Charge Nurse was responsible to monitor care
being provided by the CNAs and to ensure the
care was in accordance with the resident's plan of
care. The DON stated RN #3 called her at home
after discovering the bruises on the resident's
right shoulder area when the nurse was preparing
to administer an injection o the resident on
02/11/14. The DON stated the nurse reporied the
resident did not complain of pain, but the bruising
was discoverad after the resident pulled his/her
gown down below his/her right shoulder and
breast area.

Interview conducted on 62/19/14, at 1:50 PM with
RN #2 revealed she was the Charge Nurse for
Station [, the unit where Resident #6 resided.
She stated her responsibilities included
monitoring resident care. RN #2 stated she
periodically reminded the CNAs to read the
residents’ CNA care plans to ensure they knew
what care needs the resident required. RN #2
stated she also observed staff providing resident
care when she often walked by resident rooms.
The RN stated she had observed staff
transfeming residents, but had not had the
opportunity to observe the CNAs transfer
Resident #5.

Interview conducted with Licensed Practical
Nurse (LPN) #2 on 02720714, at 9:05 AM,
revealed she was responsible for oriertation with
naw employees and competency skills checks
annually io evaluate staif's ability to provide
resident care. LPN #2 stated transfer
procedures, following the care plan, and
mechanical lift procedures were included in the

STATE FORM L] a6C911 I continuation sheet 7 of 27
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training and annual competency skills checks.,
LPN #2 also stated she conducted "spot checks"
daily fo verify residents were being transfered
according to their individual plan of care and she
had not identified any problems.
intarview with the facility's Compliance Officer on
02/20/14, at 4.00 PM, revealed the facility did not
have a spedific policy/procedure related to
implementation of the resident's writien plan of
care. The Compliance Officer stated random
audits were conducted by the administrative
nurses to monitor direct care staff to ensure care
needs were provided according to the resident's
individual care plan, The Compliance Officer
stated no problems had been reportad
cohceming resident transfers prior to the incident
involving Resident #5.
N 218 902 KAR 20:300-8(7)(a) Section 8. Quality of N 218 N 219 902 KAR 20:300-8(7)(b)
Care Section 8. Quality of Care
(7) Accidents. The facility shall
(7) Accidents. The factlify shall ensure that ensure that: (a) The resident
{a) The resident environment remains as free of environment remains as free of
accident hazards as is possible; and accident hazards as is possible,
and,
_ . . . Criteria 1: -The MD and RP for
This requirement is not mat as evidenced by Resident #6 were notified of the
e L e bruisingfinjury identified during
.and review of the facility’s policies, Investigation Resident #6
Report, and the Emergency Department (ED) e e i L S
: -, : transferred to the Emergency Room
Record and the Physician's Progress Notes, it CTEency
was determined the facility failed to ensure for further assessment and
adequate supervision and assistive devices to Teatment.
prevent accidents was provided for one (1) of
saventean (17) sampled residents (Resident #8).
Review of the Comprehensive Care Plan and the
STATE FORM L] 4BCO1 ¥ continustion sheet B ol 27
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Cerﬁﬁeﬁl Nurse Aide (CNf«) Care Plan re\_raaled -Observations of consistent and
the lfaulry assessfed R‘*‘“?;“‘ #6510 req:‘“': the correct use of the mechanical Jift in
t‘;ta r:ss;hstan;el ?m“f";" s:f'm?‘e':"s :" 6 use accordance with the care plan, will
of'a machan ra SIers. However, be performed for resident #6 as

facility staff failed to transfer Resident #6 from the
chair to the bed with the assistance of a
mechanical lift on 02/11/14 at approximately 7.00
PM. On 02/11/14, at approximately 8:00 PM,
after staff had transferred the resident from the
chair to the bed, a nurse entered the resident's
room to monitor the resident's blood glucose
level. At that ime, the resident reached over with
his/her left hand and pulled the gown down from
his/her right shoulder. The nurse observed the
resident's right shoulder was swollen and bruised.
The facility transfermed Resident #6 to the
Ermergency Department (ED} for further
evaluation and treatment, and according to the
ED Physician's Progress Note dated 02/11/14,
Resident #6 had sustained a torn pectoral muscle
of the right shoulder area.

In addition, observations on 02/1814 at 1:00 PM
revealed the hot waler temperzatures in the
women's shower room on Station Il was 132
degrees Fahrenheit (F) (22 degrees above the
acceptable temperature range); the hot water
temperature in the men's shower room on Station
il was 120 degrees Fahrenheit (10 degrees
above accaptable temperature range); and the
hot water temperature in resident room 221 was
observed to be 122 degrses F (12 degrees above
the acceptable temperature range). Additional
observations of the women’s and men's shower
rooms and resident room 221, conducted with the
Mairmenancea Direclor on 02/18/14 at 1:15 PM,
revealed the hot water temparature in the areas
fluctuated from 90 degrees to 117 degrees F.
Further observation on 02/18/14 at 1:30 PM,
revealed the hot water temperature at the mixing

follows: with each transfer for 24
hours, then done randomly with a
transfer once per shift for 3 days,
then done randomly with a transfer
once per day for 3 days, as
performed by the charge nurses
and/or administrative nurses..

-Daily skin assessments will be
performed for resident #6 by the
charge nurses for 7 days, then
weekly thereafier to monitor the
status of the bruising/injury. The
MD will be notified of any changes
in healing status.

-Disciplinary action was
implemented per facility policy for
the identified staff who failed to
utilize the mechanical lift in
accordance with the care plan.

-The temperature on the water
heaters servicing Hall 2 was
immediately turned down upon
identification of the elevated levels.
The necessary part was ordered and
replaced by maintenance on
02/21/14.
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vaive for the Station Il hallway was 120 degrees
{10 degrees above the acceptable temperature

range).
The findings include:

Review of the Mechanical Lift policy {no daie)
revealed a safe working environment would be
provided by utilizing a lift transfer system as
deemed appropriate based on the resident's
comprehensive assessment and the resident
care planning process. The policy noted facility
staff was required to use the mechanical hft
equipment when specified by the resident
assessment and care plan.

An intarview with the Administrator on 02/26/14 at
3:47 PM revealed the facility did not have a
written policy that directed staff how and/or when
o monitor water temperatures. However,
according to the Administrator, it was the facility's
procedure for the Maintenance Department to
check the water temperatures on a daily basis in
resident care areas and to document the
femperalure on the preventive maintenance
checklist for each month. The Administrator
stated the fadility's Maintenance Department
attempted to maintain the water temperatures
between 100 and 110 degrees Fahrenheit (F).

1. Review of the medical record revealed the
facility admitted Resident #5 on 10/05/10 with
diagnoses including Alzheimer's disease,
Arthropathy, Vertigo, Reactive Confusion, and
Coronary Artery Disease with graft. Review of the
Quarierly Comprehensive Assessment dated
12/18/13, revealed the facility assassed Resident
#5 to require total assistance of two staff
mambers for fransfers and a wheelchair was

used for mobilitylocomation. The MDS further

Criteria 2: -Head to toe skin
assessments were completed by the
administrative and charge nurse
staff for all residents to identify any
changes int skin status, or
unidentified bruises that had not yet
been addressed. No areas were
identified that had not been
addressed.

~The care plans and C.N.A care
plans for all residents assessed to
require mechanical lift use, were
reviewed 1o determine that this
intervention was addressed as
indicated.

-Observation of consistent and
correct use of the mechanical lift in
accordance with the care plan, will
be performed for all residents
requiring this intervention by the
charge nurses and/or administrative
nurses randomly once per day for 3
days.

-Water temperatires were tested
throughout the facility, with all
other ternperatures determined to
be within the required parameters.

~The facility Safety Committee
meets quarterly to review potential
safety issues throughout the facility
and to develop and implement a
Plan of Action for any identified
issues. The Safety Committee
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Review of the facility's Investigation Report dated
02/12/14, at 9:00 AM, revealed after the ED
physician contacted the resident's attending
physician regarding the resident's injury, the
resident’s attending physician contacted the
facility to infonm the Administrator of the injury to
Resident #6's shoulder. The facility initiated an

investigation on 02/12/14 and interviewed all staff

who had provided care for Resident #6 from
02/06-11/14. Based on the findings of the
facility's investigation, the facility determined
Ceriified Nurse Aide (CNA)#1 and CNA #2 had
transferred Resident #& from a Broda chair {chair
that reduces pressure and provides long-term
sitting support) to the bed on 02/11/14 at
appmoximately 7:00 PM. However, according to
the facility’s investigation, CNAs #1 and #2 failed
to foliow the Plan of Care that had bean
developed for Resident #5 as they falled to use a
mechanical lit when they transferted the resident

residents who do not require use of
a mechanical lift.

-lmmediate reporting of any
identified changes in skin status,
including bruising, to the charge
nurse by the nursing assistants, and
to the MD and RP by the charge
nurses,

-Licensed nurses were provided
in-service education by the
DON/ADON/Wound Nurse on the
completion and documentation of
thorough skin assessments, with
measurements of any identified
bruising for monitoring purposes.
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reve.aled the facility assessed the resident fo have findings are presented to the QA

a Brief interview for Mental Status (BIMS) score Committee for review

of 1, which indicated the resident was not )

ntarviewable. Criteria 3: -In-service

Review of the Comprehensive Care Plan educ.anosr:av;fals, p rtgwded for the

reviewediupdated on 12/20/13, revealed the g“’;‘l“i ye

facility addressed the resident's alteration in ON/ADON/Restorative

mobility related to a history of falls and diagnoses Coordinator on th.e following:

of Alzheimer's and Reactive Confusion. ~Correct and consistent use of the

Interventions included instructing the resident on mechanical lift in accordance with

appropriate use of assistive/supportive devices; the fes'_df’“t care Plﬂﬂ_-

to verbally remind the resident not to ambulate or -Provision of all resident care in

transfer without assistance; and to use a accordance with the care plan, with

mechanical fift for all transfers. Further record notification of the charge nurse if

review revealed the February 2014 CNA care the nursing assistants should

plan indicated the resident was non-weight identify any obstacle that would

bearing and required the use of a "Viking” it (a prevent them from being able to

mobile device used for lifting) for transfers, comply with the care plan.

-Safe transfer technique for
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to bed. The investigation further raveal_ed when Any changes in skin status or
Registerad Nurse (RN) #3 gntered Resident #5's declines in the healing status of
room on 02/11/14 at approximately 9:00 PM to .
. . ; bruises are to be reported to the
monitor the resident's blood glucose levels, the physician
resident pulled his/her gown down from the right P
shoulder area with his/her left hand, The nurse rg:::gi??ﬂ:: csttiz:.::a‘;'a::hy
bserved "new” bruising and swellin th sl
lc"esident’s right shoulzr;? = Singio 0w the adininistrator on 02/21/14
) regarding the need to inspect the
Observation of a skin assessment conducted by waler heater units monthly 1o
faciiity staff on 02/18/14, at 11:10 AM, revealad determine they are maintaining
Resident #6 had a raised area measuring 13 water temperatures within the
centimsters {cm) by 10 cm on the anterior area of required parameters, and to test
the right shoulder; fading dark purple bruising water temperatures randomly
measuring 3.5 e by 9 am near the right axilla; a throughout the facility in
22 cm by 10.5 cm yellowish fading discoloration accordance with the preventive
across the resident's upper chest area; a 16 cm maintenance logs.
yellow fadia?g discolored area extending down the -The facility Safety Committee
resident's right upper amn; and a 16 cm by 10 cm meets quarierly to review potential
yellow/purplish area on the right side under the safety issues throughout the facility
resident's rib cage. and to develop and implement a
Plan of Action for any identified
Review of decumentation by nursing staff in . Y 1cet
Resident #6's medical record dated 02/11/14, al s LS L
9:04 PM, revealed RN #3 entared the resident's ggdmg.st:':fg:erf:ﬁ to the QA
room fo assess the resident's blood glucose level :
and noted the resident had discoloration and L . .
edema of the right shouldar, Further review g“ﬁ":, 41;1 ]':)A cQI Megtmg with
revealed RN #3 notified the physician and e Medical Director and CQI team
amanged for the resident to be transferred to the was held on 2-13-14 to review the
hospital's ED for further evaluation and treatment. fl;_c(l:hty investigation and the Plan
of Correction
Review of the ED record dated 02/11/14, revealed -The CQI indicator for the
Resident #G was assessed fo have a large monitoring of provision of resident
amount of ecchymosis {bruising) and a care in accordance with the care
"fim/swollen” area of the right shoulder. X-rays plan (such as use of lifts, type and
obtainad at the ED revealed no evidence of a
fracture or dislocation of the right shoulder.
Further review of the ED report revealed the
resident was admitted to the hospital on 02/11/14
STATE FORM L 48COMH i continuation sheot 12 of 27
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Review of Resident #6's Attending Physician's
Progress Note, dated 02/11/14, revealed the
physiclan assessed Resident #6 to have a
hematoma (bruising) to the right anterior chest
with bruising to the right upper arm. Further
revisw of the Physician's Progress Note revealed
the cause of the bruising "appeared to be a tom
muscleftendon.” The physician further noted the
tear was probably associated with moving or
pufling the resident up in bed or a wheelchair.

Interview conducted with CNA #1 on 02/18/14, al
3:55 PM, revealed staff should review the CNA
care plan each shift to determine the care needs
of each resident  According to CNA #1, the CNA
care plan included the requirements staff was fo
follow for each resident's transfer. CNA #1 stated
he had not looked at Resident #6's care plan "in a
while” and did not know a mechanical lift was to
be used for transfers for Resident #5. CNA#1
stated he and CNA #2 transfermed Resident #5
from the Broda chair to the bed at approximately
7:00 PM on 02/11/14. CNA#1 stated he and
CNA #2 had placed one am undemeath the
residents afms and placed a hand on the
resident's waistband, arid assisted the resident to
fransfer from the chair to the bed. CNA#4
confirmed he did not see any bruises or sweliing
on the resident’s right shoulder area. CNA#1
further stated the resident did not indicate any
injury or pain had occurred during the transfer.

tnterview conducted with CNA #2 on 02/18/14, at
4:15 PM, revealed she was aware Resident #6
was to be transferred at all imes with a
mechanical it CNA #2 stated she assisted CNA
#1 to transfer Resident #6 from the Broda chair to
the bed on 02/11/44, at approximately 7.00 PM

- Criteria 5:

number of staff assistance, use of
devices, dietary restrictions etc.)
will be utilized monthly X 2
months and then quarterly as per
the established CQI calendar under
the supervision of the DON.

~The CQ! indicator for the
monitoring of facility water
temperatures within the required
range of 100-110°F will be utilized
monthly X 2 months, and then
every six months as per the
established CQI calendar under the

* supervision of the Maintenance

Director. Water temperatures will
also be checked and documented
daily by maintenance or designated
staff.

- Failure to achieve the
established threshold for the CQI
indicator(s) will result in
development and implementation
of a Plan of Action, and a repeat of
the indicator(s) within 1-2 months
to verify effectiveness.

March 3, 2014
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and a mechanical lift had not been used during
the transfer. CNA#2 stated she did not tell CNA
#1 staff was to use a mechanical lift when they
transferred Resident #6 and offered no
explanation as to why they had not used the
mechanical [ift

Interview conducted with RN #3 on 02/19/14, at
3:30 PM, revealed she had worked the 7:00 PM
to 7:00 AM shift on 02/11/14. RN #3 stated
Resident #6 was in bed when she went to the
resident's room to check his/her blood glucase
level at approximately B:45 PM on 02/11/14. RN
#3 stated after she obtained the results of the
resident’s bicod glucose, she proceeded 1o
administer insufin to the resident. The resident
placed his/her left hand on the neck of hisfher
gown and pulled the gown down below the right
breast area. The RN stated she observed edema
and "a hard knot" on the resident's right shoulder
and right breast area with dark purplish/red
discoloration noted primarily to the resident’s right
ampit. RN #3 stated although the resident was
able to verbalize pain at times, the resident
"mumbled” and did not verbalize he/she was in
pain when asked if his/her right am hurt  The

RN stated she did not know what had caused the '

discoloration of the resident’s right shoulder and
breast and had not atterpted to raise the
resident's amm to assess further due to not
knowing the extent of the injury. RN #3 stated
she nofified the resident's attending physician and
amranged for the resident to be fransfemred to the
ED. RN #3 further stated she received a call
from the ED physician on 02/11/14 at
approximately 11:00 PM, and the ED physician
wanted to know what had caused the swelling
and bruising to the resident’s right shoulder.
According to RN #3, she told the ED physician
she did not know and the ED physician sfated he
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was admitting the resident to the hospital for
observation.

Interview conducted with Licensed Practical
Nurse {LPN) #2 on 02/20/14, at 9:05 AM,
revealed she provided orientation to new
amployees and also observed employees on an
annual basis perform competency skills to
evaluate their ability to provide resident care.
LPN #2 stated transfer procadures, following the
care plan, and mechanica! lift procedures were
included in the training and annual competency
skills checks. LPN #2 also stated she conducted
“spot checks" daily to verify staff transferred
residents according to their individual plan of care
and she had not identified any problems.

Revisw of the Annual Competency Check List
compleied on 01/15/14 for CNA#1, and for CNA
#2 on 10/22113, revealed the facility had
assessed the CNAs to be competent in the use of
the mechanical lift

Interview conducted with Physician #1 on
02/15/14, at 1:40 PM, revealad he was Resident
#8's atkending physician and had been coniacted
by the ED physician on 02/11/14 regarding
Resident #6's injury. Physician #1 stated the ED
physician said he did not know what had caused
the resident's injury, Physician #1 stated he
assessed Resident #6 on 02/12/14 and
determined the injury was due {o a tom pectoral
muscle, and called the fadility’s Administrator to
report the injury. He further stated the tomn
pecioral muscle most likely occurred when staff
liftect Resident #6. Physician #1 stated the injury
could have been prevented if the residesst had
been transferred with a mechanical lift

interview conducted with the Administrator on

N 219
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02/20/14, at 4:10 PM, revealed Physician #1
informed him the injury sustained by Resident #5
on 02/12/14 was due 1o a torn pectoral muscle.
The Administrator stated a facility investigation
was initiated and deterrnined CNAs #1 and #2
failed to transfer Resident #6 using a mechanical
lift on 02/11/14. The Administrator stated CNA #1
and CNA #2 had bsen suspendad immediately
and remained on suspension pending further

investigation.

2. Observations conducted on 02/18/14 at 1:00
PM revealed the hot water lemperature in the
women's shower room located on Station Il was
132 degrees Fahrenheit (F) (22 degrees higher
than the acceptable temperature range of 110
degrees Fahrenhelt); the hot water temperature in
the men's shower room located on Station Il was
observed to be 120 degrees F; and the hot water
termperature in resident room 221 was observed
to be 122 degrees F. Additional observations of
the women and men's shower rooms and
resident room 221, conducted with the
Maintenance Director on 02/18/14 at 1:15 PM,
revealed the hot water temperature fluctuated
from 90 degrees to 117 degrees F (10 degrees
below and 17 degraes higher than the acceptable

range).

Review of the facility's census report on 02/18/14
revealed 18 residents resided on the two hallways
located at Station Il and had access to the
shower rooms,

Review of the Monthly Preventative Maintenance
Checklist completed in December 2013, January
2014, and through February 18, 2014 revealsd
the hot water temperatures had been within
normal limits.
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Interview canducted with the Maintenance
Director on 02/18/14 at 1:30 PM (EST) revealed
the hot water temperatures In the facility were
maintained st 100-110 degrees F. According to
the Maintenance Director, he had obtained the
hot water temperatures located in resident rooms
{rcoms 106, 216, and 114} on Stations | and Il on
the moming of 02/18/14 and had not identified
any concems. Further interview with the
Maintenance Director revealed the mbdng valve
on the hot water heater might have failed since
he had obtained the temperatures, and he had
shut the hot water o the Station Il hallway off until
the repairs could be completed. The
Maintenance Director-stated he had ordered the
defective part for the mixing valve on 02/18/14
and expecied it 1o be dejivered to the facility on
02721114, The Maintenance Director also stated
he had directed staff o use the shower rooms on
Station | for bathing residents until the repairs
were made.

An interview conducted with the Administrator on
02120114 at 3:47 PM revealed he had not
received any complaints about water
temperatures. The Administrator stated he had
not been aware of any concerns with the hol
water temperatures or the faflure of the mixing
valves untit the Mainienance Director had
informed him on 02/20/14.

802 KAR 20:300-8(7)(b) Section 8. Quality of
Care

(7} Accidents. The facility shall ensure that:
(b} Each resident recaives adequate supesvision
and assistive devices to prevent accidents.

N 219

N 220

N 220 902 KAR 20:300-8(7)(b)
Section 8. Quality of Care

The facility must ensure that the
resident environment remains as
free of accident hazards as is
possible,
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This requirement is not met as evidenced by:
Based on observation, interviews, record reviews,
and review of the facility's policies, Investigation
Report, and the Emergency Department (ED)
Record and the Physician's Progress Notes, it
was delermined the facility falled to ensure
adequate supervision and assistive devices o
prevent accidents was provided for one (1) of
seventzen (17) sampled residents (Resident #5).

Review of the Comprehansive Care Plan and the
Certified Nurse Aide (CNA) Care Flan revealed
the facility assessed Resident #6 to require the
total assistance of two staff persons and the use
of a mechanical lift for all transfers. However,
facility staff failed fo transfer Resident #6 from the
chair to the bed with the assistance of a
mechanical iift on 02/11/14 at approximately 7:00
PM. On 02/11/14, at approximately 9:00 PM,
after staff had transferred the resident from the
chair to the bed, a nurse entered the resident's
room to monitor the resident’s blood glucose
level. Al that time, the resident reached over with
hisfher left hand and pulled the gown down from
his/her right shoulder. The nurse observed the
resident’s right shouldsr was swollen and bruised.
The facility transferred Resident #5 to the
Emergency Depariment (ED) for further
evaluation and treatment, and according to the
ED Physician's Progress Note dated 02/11/14,
Resident #5 had sustzined a torn pectoral muscle
of tha right shoulder area.

In addition, observations on 02/18/14 at 1:00 FM
revealed the hot water temperatures in the
women's shower room on Station Il was 132

Criteria 1: -The MD and RP for
Resident #6 were notified of the
bruising/injury identified during
assessment. Resident #6 was
transferred to the Emergency Room
for further assessment and
treatment.

-Observations of consistent and
correct use of the mechanicatl lift in
accordance with the care plan, will
be performed for resident #6 as
follows: with each transfer for 24
hours, then done randomly with a
transfer once per shift for 3 days,
then done randomly with a transfer
once per day for 3 days, as
performed by the charge nurses
and/or administrative nurses..

-Daily skin assessments will be
performed for resident #6 by the
charge nurses for 7 days, then
weekly thereafler to monitor the
status of the bruising/injury. The
MD wili be notified of any changes
in healing status.

-Disciplinary action was
implemented per facility policy for
the identified staff who failed to
utilize the mechanical lift in
accordance with the care plan.

-The temperature on the water
heaters servicing Hall 2 was
immediately turned down upon
identification of the elevated levels.
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degrees Fahrenheit (F) (22 degrees above the
acceptable temperature range); the hot water
temperature in the men's shower room on Station
Il was 120 degrees Fahrenheit {10 degrees
above acceptable temperature range); and the
hot water temperature in resident room 221 was
observed to be 122 degrees F (12 degrees above
the acceptable temperature range). Additional
observations of the women's and men's shower
roems and resident room 221, conducted with the
Maintenance Director on 02/18/14 at 1:15 PM,
revealed the hot water temperature in the areas
fluctuated from 90 degrees to 117 degrees F.
Further observation on 02/18/14 at 1:30 PM,
revealed the hot water temperature at the mixing
valve for the Station Il hallway was 120 degraes
{10 degrees above the acceptable temperature

range).
The findings include:

Review of the Mechanical Lift policy (no date)
revealed a safe working environment would be
provided by utilizing a lift transfer system as
deemead appropriate based on the resident's
comprehensive assessment and the resident
care planning process. The policy noted facility
staif was required to use the mechanical ift
equipment when specified by the resident
assessment and care plan.

An interview with the Administrator on 02/20/14 at
3:47 PM revealed the facility did not have a
written poficy that directed staff how and/or when
to monitor water temperatures. However,
according to the Administrator, it was the facility’s
procedure for the Maintenance Depariment to
check the water temperatures on a daily basis in
resident care areas and to document the
temperature on the preventive maintenance

The necessary part was ordered and
replaced by maintenance on
02/21/14.

Criteria 2: -Head to toe skin
assessments were completed by the
administrative and charge nurse
staff for all residents to identify any
changes in skin status, or
unidentified bruises that had not yet
been addressed. No areas were
identified that had not been
addressed.

-The care plans and C.N.A care
plans for all residents assessed to
require mechanical Lift use, were
reviewed to determine that this
intervention was addressed as
indicated.

-Observation of consistent and
correct use of the mechanical lift in
accordance with the care plan, will
be performed for all residents
requiring this intervention by the
charge nurses andfor administrative
nurses randomly once per day for 3
days.

-Water temperatures were fested
throughout the facility, with all
other temperatures determined to
be within the required parameters.

-The facility Safety Committee
meets quarzerly to review potential
safety issues throughout the facility
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checklist for each month. The Administrator
stated the facility’s Maintenance Depariment
attemptad to maintain the water temperatures
batwean 100 and 110 degrees Fahrenheit (F).

1. Review of the medical record revealed the
facility admitted Resident #6 on 10/05/10 with
diagneses including Alzheimer's disease,

Arthropathy, Vertigo, Reactive Confusion, and

Coronary Artery Disease with graft. Review of the

Quarterly Comprehensive Assessment dated
12/18/13, revealed the faciiity assessed Resident
#5 to require tofal assistance of two staff
members for transfers and a whaelchair was

used for mobilitylocomotion. The MDS further
ravealed the facility assessed the resident 1o have
a Brief Interview for Mental Status (BiIMS) score
of 1, which indicated the resident was not
interviewable.

Review of the Comprehensive Care Plan
reviewet/updated on 12/20/13, revealed the
facility addressed the resident's alteration in
mobility related to a history of falls and diagnoses
of Alzheimer's and Reactive Confusion.
Interventions included instructing the resident on
appropriate use of assistive/supportive devices;
to verbally remind the resident not to ambulate or
transfer without assistance; and touse a
mechanical lift for all transfers. Further record
review revealed the February 2014 CNA care
plan indicated the resident was non-weight
bearing and required the use of a "Viking" lift (a
mobile device used for lifting) for transfars.

Review of the facllity's Investigation Report daied
0212114, at 9:00 AM, revealed after the ED
physician contacted the resident's atiending
physician regarding the resident's injury, the
residentf’s attending physician contacted the
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and to develop and implement a
Plan of Action for any identified
issues. The Safety Committee
findings are presented to the QA
Committee for review.

Criteria 3: -In-service
education was provided for the
nursing staff by the
DON/ADON/Restorative
Coordinator on the following:
-Correct and consistent use of the
mechanical lift in accordance with
the resident care plan.

-Provision of all resident care in
accordance with the care plan, with
potification of the charge nurse if
the nursing assistants should
identify any obstacle that would
prevent them from being able to
comply with the care plan,

-Safe transfer technique for
residents who do not require use of
a mechanical lift

~Immediate reporting of any
ideptified changes in skin status,
including bruising, to the charge
nurse by the nursing assistants, and
to the MD and RP by the charge
nurses.

-Licensed nurses were provided
in-service education by the
DON/ADON/Wound Nurse on the
completion and documentation of
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facility to inform the Administrator of the injury fo : .
Resident #6's shoulder. The facility initiated an :gso:ﬂ: el:fs f;e;ﬂz:ﬁ’[:e';h
investigation on 02/12/14 and interviewed all staff bruising for monitoring purposes
who had provided care for Resident #5 from Any changes in skin status or :
02/06-11/14. Based on the findings of the o iﬁ Fie e
facility's investigation, the facility determined h s
Certified Nurse Aide (CNA) #1 and CNA #2 had bruises are to be reparicd to the
transferred Resident #6 from a Broda chair (chair physician.
that reduces pressure and provides long-term -The maintenance staff have
sitting support) to the bad on 02/11/14 at received in-service education by
approximately 7:00 PM. However, according to the administrator on 02/21/14
the facility’s investigation, CNAs #1 and #2 failed regarding the need to inspect the
fo follow the Plan of Care that had been water heater units monthly to
developed for Resident #5 as they failed to use a determine they are maintaining
mechanical lift when they transfemed the resident water temperatures within the
to bed. The investigation further revealed when required parameters, and to test
Registered Nurse (RN} #2 entered Resident #6's water temperatures randomly
room on 02/11/14 at appraximately 9:00 PM to throughout the facility in
monitor the resident's blood glucose levels, the accordance with the preventive
resident pulied his/her gown down from the right maintepance logs.
shoulder a-rea with I_m-'.lhar Isft hand. The nurse -The facility Safety Committec
observed “new" bruising and swelling to the meets quarterly to review potential
resident's right shoulder area. safety issues throughout the facility
. and to develop and implement a
gbiervahon GOk ass&ssn'.lent canductsd by Plan of Action for any identified
cility staff on 02/18/14, at 11:10 AM, revealed . The Safety C .
Resident #6 had a raised area measuring 13 issues. The Safety Commuttee
centimeters (cm) by 10 cm on the anterior area of ﬁndmg.s are presenied lo the QA
the right shoulder; fading dark pumle bruising Committec for review.
measuring 3.5 cm by 9 cm near the right axilla; 2 . ] i
22 cm by 10.5 cm yellowish fading discoloration Criteria 4: -A CQI Meeting with
across the resident's upper chest area; a 16 cm the Medical Director and CQI team
yeliow fading discolored area extending down the was held on 2-13-14 to review the
resident's right upper arm; and a 16 cm by 10 cm facility investigation and the Plan
yellow/purplish area on the right side under the of Correction
resident's rib cage.
Review of documentation by nursing staff in
Resident #6's medical record dated 02/11/14, at
9:04 PM, revealed RN #3 entered the resident’s
STATE FORM iind 480811  cortimiation shest 21 of 27
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room tp assess the resident‘s_ blood g.luoose level -The CQI indicator for the
:g;:?ﬁnﬁﬁ“tuﬁzgrd';mgzﬁ;md monitoring of provision of resident
] . kU : ith th
revealed RN #3 notified the physician and il ;';u’:flfzd’u:x;:g’s t;::ra‘:l .
arranged for the residént fo ba transferred to the Eumber of staff assi slam;e use of
hospital's ED for further evaluation and treatment. devices, di ictions etc.)
Review of the ED record dated 02/11/14, revealed will be utilized monthly X 2
Resident #6 was assessed to have a large months and then quarterly as per
amount of ecchymosis (bruising) and a the established CQI calendar under
“firm/swollen” area of the right shoulder. X-rays the supervision of the DON.
obtained at the ED revealed no evidence of a -The CQl indicator for the
fracture or dislocation of the right shoulder. monionng Uffflm_ht}' water
Further review of the ED report revealed the temperatures within the required
resident was admitted to the hospital on 62/11114 range of 100-110°F will be utilized
for observation. monthly X 2 months, and then
) every six months as per the
Review of Resident #5's Attending Physician's established CQI calendar under the
PI‘DgI'ESS Note, dated 02]11’14, revealed the supmision of the Maintenance
physician assessed Resident #G to have a Director. Water temperatures will
mitr';"‘a (bglus_l':g)_ ‘:t’he right ante:zll:md;est also be checked and documented
Sing night upper am. r daily by maintenance or designated
review of the Physician's Progress Note revealed ¥ by e
the cause of the bruising “appeared to be a tom Eat .
muscleffiendon.” The physician further noted the F;" ]T::l;egmlf vl::i'r.he th
tear was probably associated with moving or esta lishe . S10 fgr e CQI
pulfing the resident up in bed or a wheelchair. indicator(s) will r.::su]t - .
development and implementation
Interview conducted with CNA #1 on 02/18/14, at of a Plan of Action, and 2 repeat of
3:55 PM, revealed staff shauld review the CNA the indicator(s) within 1-2 months
care pian each shift to determine the care needs to verify effectiveness.
of each resident. According to CNA#1, the CNA
care plan included the requirements staff was to
follow for each resident's transfer. CNA #1 stated Criteria 5: March 3, 2014
he had not looked at Resident #§'s care plan "in a
while” and did not know a mechanical iift was to
be used for transfers for Resident #6. CNA#1
stated he and CNA #2 transfemed Resident #6
from the Broda chair to the bed at approximately
7:00 PM on 02/11/14. CNA#1 stated he and
STATE FORM e 48CB1L f continuation ehasl 22 of 27
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CNA #2 had placed one amn undemeath the
resident's arms and placed a hand on the
resident's waistband, and assisted the resident to
transfer from the chair fo the bed. CNA #1
confirmed he did not see any bruises or swelling
on the resident’s right shoulder area. CNA#1
further stated the resident did not indicate any
injury or pain had occurred during the transfer.

interview conducted with CNA #2 on 02/18/14, at
4:15 PM, revealed she was aware Resident #6 e
was to be transferred at all times with a
mechanical it. CNA#2 stated she assisted CNA
#1 to transfer Resident #6 from the Broda chair to
the bed on 02/11/14, at approximately 7:00 PM
and a mechanical lift had not been used during
the transfer. CNA #2 staled she did not tell CNA
#1 staff was to use a mechanical lift when they
transferred Resident #6 and offered no
explanation as to why they had not used the
meachanical lift

Interview conducted with RN #3 on 02/19/14, at
3:30 PM, revealed she had worked the 7:00 PM
to 7:00 AM shift on 02/11/14. RN #3 stated
Resident #6 was In bed when she went to the
resident's room to check his/her biood glucose
level at approximately 8:45 PM on 02/11/14. RN
#3 stated after she obtained the results of the
resident's blood glucose, she proceeded to
administer insulin to the resident. The resident
placed his/her left hand on the neck of his/her
gown and pulled the gown down below the right
breast area. The RN stated she observed edema
and "a hard knot" on the resident's right shoulder
and right breast area with dark purplish/red
discoloration noted primarily to the resident’s right
armpit. RN #3 stated although the resident was
able to verbalize pain at imes, the resident
"mumbled” and did not verbalize he/she was in

STATE FORM o ABC91 W continuation eheet 23 of 27



PRINTED: 03/21/2014

FORM APPRCVED
Office of Inspsctor General .
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: LTI COMPLETED
100471 5. WING 022012014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS; CITY, STATE, ZIP CODE
301 SOUTH MAIN STREET
CUMBERLAND VALLEY MANOR .
BURKESVILLE, KY 42717
41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N 220 Continued From page 23 N 220

pain when asked if his/her nght amrm hurl. The
RN stated she did not know what had caused the
discoloration of the resident's right shoulder and
breast and had not atlempted to raise the
resident’s arm to assess further due to not
knowing the extant of the injury. RN #3 stated
she notified the resident's attending physician and
arranged for the resident to be transferred o the
ED. RN#3 further stated she received a call
from the ED physician on 02/11/14 at
‘approximately 11:00 PM, and the ED physician
wanted to know what had caused the swelling
and bruising to the resident’s right shoulder.
According to RN #3, she told the ED physician
she did not know and the ED physician stated he
was admitting the resident to the hospital for
observation.

Interview conducied with Licensed Practical
Nurse (LPN) #2 on 02/20/14, at 9:05 AM,
revealed she provided orientation fo new
employees and also observed employees on an
annual basis perform competency skills to
evaluate their ability to provide resident care.
LPN #2 stated transfer procedures, following the
care pian, and mechanical lift procadures were
included in the training and annual competency
skills checks. LPN #2 also stated she conducted
"spot checks" daily to verify staff transfermed
residents acconding to their individual plan of care
and she had not identified any problems.

Review of the Annual Competency Check List
completed on 01/15/14 for CNA #1, and for CNA
#2 on 10/22/13, revealed the facility had
assessed the CNAs fo be competent in the use of
the mechanical lift

Interview conducted with Physician #1 on
02/19/14, at 1:40 PM, revealed he was Resident
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#6's attending physician and had been contacted
by the ED physician on 02/11/14 regarding
Resident #6's injury. Physician #1 stated the ED
physician said he did not know what had caused
the residert’s injury. Physician #1 stated he
assessed Resident #6 on 02/12/14 and
determined the injury was due to a tom pecioral
muscle, and called the facility's Administrator to
report the injury. He further stated the tom
pectoral muscle most likely occurred when staff
lifted Resident #6. Physician #1 stated the injury
could have been prevented if the resident had
been transferred with a mechanical lift.

Interview conducted with the Administrator on
02/20/14, at 4:10 PM, revealed Physician #1
informed him the injury sustained by Resident #6
on 02/12/14 was due to a torn pectoral muscle.
The Administrator stated a facility investigation
was initiated and determined CNAs #1 and #2
failed to transfer Resident #6 using a mechanical
lift on 02/11/14. The Administrator stated CNA #1
and CNA #2 had been suspended immediately
and remained on suspension pending further

investigation.

2. Observations conducted on 02/18/14 at 1:00
PM revealed the hot water temperature in the
women's shower room located on Station Il was
132 degrees Fahrenheil (F} (22 degrees higher
than the acceptable temperature range of 110
degrees Fahrenheit); the hot water temperature in
the men's shower room located on Station Il was
observed to be 120 degrees F; and the hot water
temperature in resident room 221 was observed
to be 122 degrees F. Additional observations of
the women and men's shower rooms and
resident reom 221, conducted with the
Maintenance Director on 02/18/14 at 1:15 PM,
revealed the hot water temperature fiuctuated
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from 90 degrees fo 117 degrees F (10 degrees
below and 17 degrees higher than the acceptable
range}.

Review of the facility’s census report on 02/18/14
revealed 18 residents resided on the two hallways
located at Station Il and had access to the
shower rooms.

Review of the Monthly Preventative Maintenance
Checklist completed in December 2013, January
2014, and through February 18, 2014 revealed
the hot water temperatures had been within
normal limits,

Interview conducted with the Maintenance
Director on 02/18/14 at 1:30 PM (EST) revealed
the hot water temperatures in the facility were
maintzined at 100-110 degrees F. According to
the Maintenance Director, he had obtained the
hot water femperatures located in resident rooms
{rooms 108, 216, and 114} on Stations | and Il on
the moming of 02/18/14 and had not identified
any concems. Further interview with the
Maintenancs Director revealed the mixing valve
on the hot water heater might have failed since
he had obtzined the temperatures, and he had
shut the hot water to the Station Il haliway off until
the repairs could be completed. The
Maintenance Director stated he had ordered the
defective part for the mixing valve on 02718114
and expectad it to be delivered to the facility on
02/21/14. The Maintenance Director also stated
he had directed staff to use the shower rooms on
Station | for bathing residents untif the repairs
were made.

An interview conducted with the Administrator on
02/20/14 at 3:47 PM revealed he had not
received any complaints about watsr

N 220
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‘temperatures. The Administrator stated he had
not been aware of any concemns with the hot
water temperatures or the faiiure of the mixing
valves until the Maintenance Director had
informed him on 02/20/14,
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(Y1} Provider/Supplier/CLIA/ (Y2) Multiple Construction {Y3) Date of Revisit
Identification Number A. Building
100471 | B. Wing 411612014
Name of Factlity Street Address, City, State, Zip Code
CUMBERLAND VALLEY MANOR 301 SOUTH MAIN STREET
EU RKESVILLE, KY 42717

This report is completed by a State survayor to show those deficiencies previously reporied that have been corrected and the date such comective action was accomplished. Each
deficiency should ba fully identified using either the regulation or LSC pravision number and the identification prefix code previously shown on the State Survey Repor {prafix
codes shown to the left of each requirement on the survey report form).

(Y4) Item (YS) Date (Y4) ltem (Y5) Date (Y4) Item (Ys) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix NO137 03/03/2014 ID Prefix NO194 03/03/2014 ID Prefix N0219 03/03/12014
Reg. # 902 KAR 20:300-8{7){a)5. Reg. # 902 KAR 20:300-7(4){c)2. Req. # 802 KAR 20:300-8(7)(a)
LSC LsSC LsSC
Correction ! Correction Correction
Completed Completed Completed
ID Prefix N0220 03/03/2014 ID Prefix ID Prefix
Reg. # 902 KAR 20:300-8{7)(b) i Reg. # ! Reg. #
LSC LSC LSC
Coarrection Correction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction | Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix ID Prafix
Reg. # [ Reg. # Reg. #
LsC LSC LSC
Carrection Correction Carrection
Completed Completed Completed
1D Prefix 1D Prefix D Prefix
Reg. # Reg. # Reg. #
LsC i LSC LSC
- |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03X6/2014
FORM APPROVED

OMB NO. 0838-0391
(X3) DATE SURVEY

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION A BUILDING 01 - DNG 01 COMPLETED
dvgnaild 02/18/2014
NAME OF PROVIDER OR SUFPPLIER STREET , CITY, STATE, ZIP CODE
CUMBERLAND VALLEY MANOR f Health ST
MAN Division %r eari Ky 42717
o) 1D ] SUMMARY STATEMENT OF DEFICIEM PROVIDER'S PLAN OF CORRECTION )
PREFDC | {EACH DEFICIENCY MUST BE PRECEDED BY FIALL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TU THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K000
Plan of Correction
CFR: 42CF :
FR: 42CFR§48370(a) . Cumberland Valley Manner
BUILDING: 01 | Standard Survey 2/20/14
PLAN APPROVAL: 1989 Preparation and execution of
SURVEY UNDER: 2000 Existing this p_lan of correction does not
constitute admission or
FACILITY TYPE: SNF/NF agreement by the provider of
TYPE OF STRUCTURE: One story, Type 111 LT trut.h of the facts ?lleged or
(000) conclusions set forth in the
statement of deficiency. This
SMOKE COMPARTMENTS: Six plan of correction is prepared
SUPERVISED AUTOMATIC ADDRESIBLE FIRE and executed solely because it
ALARM SYSTEM :s required by federal and state
aw.
FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)
EMERGENCY POWER: Two Type |l Diesel
generators
| ALife Safety Code Survey was inftiated and
concluded on 02/18/14. The findings that follow
demonsirate noncompliance with Tithe 42, Code
of Federal Regulations, 483.70 (a) et seq (Life |
Safely from Fire). The facifity was found not to be
in substantial compliance with the Reguirements
for Participation for Medicare and Medicaid. K.038 NFPA 101
Life Safety Code Standard
| Deficiencies were cited with the highest Exit access is arranged so that
| deficiency identified at a scope and severity of exits are readily accessible at
: llDllr A . A
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD kosg| &l times in accordance with
85D section 7.1.
P o
LABDRATORY,PWE’SD’R'S) PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE (X5 DATE
7 g 7 Hdln nirfafor 4387

Any deficiency stalement ending with an

() denoles a deficiency which the instifution may be excused from comecting providing i is determined that

other safeguards provide sufficient protaction to the patients . {(See instructions.) Excipt for nursing homes, the findings stated above are disciosabla 90 days
following the dats of survey whether or not & plan of cormection is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made avallable to the faciity. f deficiancies are cited, an approved plan of correction is requisite to continued

program pariicipation.

FORM CMS-2567(02-20) Previous Versions Obsolets

Event ID: 46CB21
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PRINTED: 03/06/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICANON NUMBER: A BUILDING 04 - MAIK BUILDING 01 COMPLETED
185270 B.WING 021812014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CUMBERLAND VALLEY MANOR 301 MAIN
o BURKESVILLE, KY 42717
04 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION *s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE OATE
DEFICIENCY)
K 038 | Continued From page 1 K 038

Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1. 19.21

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility falled 1o maintain exits as
required. This deficient praciice affected three of
six smoke compartments, staff, and
approximately 25 residents. The facility has the
capacity for 84 bads with a census of 83 on the
day of the survey.

The findings include;

During the Life Safety Code survey on 02/18/14
at 9:55 AM with the Director of Maintenance
{DOM), milk crates were observed to be stacked
outside the back kitchen door in an exterior
egress walkway. Exits must be maintained in
case of fire or other emergency.

An interview with the DOM on 02/18/14 at 9:55
AM, revealed he has repeatedly told staff about
maintaining exits during safety meetings.

During the survey, chairs were observed to be
blocking the dining room exit. In addition, carts
and lifts were observed to be not in use for over
one-half hour in the 200 Hallway.

The findings were revealed to the Administrator

Criteria land 2: -The milk crates
outside the back kitchen door
were removed.
- Resident equipment is stored in
storage areas when not in use.
-Chairs in the dining room are
stored away from the dining
room exit.

Criteria 3: Facility staff have
received in-service education as
provided by the Maintenance
Supervisor and Administrator on
February 21-23, 2014 on the
proper storage of milk crates,
dining room chairs, and resident
equipment when not in use.

Criteria 4: The CQI indicator
for the monitoring of proper
storage of resident fumiture and
equipment when not in use, will
be utilized monthly X 2 months
and then quarterly as per the
established CQI calendar under
the supervision of the
Administrator.

Criteria 5: February 24, 2014

FORM CM§-25E57(02-09) Previous Versions Obsolels Event 1D: 48CUZ1

Facify ID: 100471
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PRINTED: 03/06/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SLPPUER/CLIA (42) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185270 B. WING 02/18/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
CUMEERLAND VALLEY MANOR 301 SOUTH MAIN =
BURKESVILLE, KY 42717
P4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLENON
TAG REGULATORY OR |.SG IDENTIFYING INFORMATION]) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 038 | Continued From page 2 K 038
upon exit

Reference: NFPA 101 (2000 Edition).

7.1.10.21

No fumishings, decorations, or other objects shall
obstruct exits, access thereto, egress therefrom,
or visibility thereof.

FORM CMS-2567(02-88) Previous Vorsions Dbsoicie Event ID:46C821 Facifty 10; 100471 ¥f continuation sheet Page 3 of3



Department of Health and Human Services FOrm Approvea
Centers for Medicare & Medicald Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reparting for this collection of information is estimated to average 10 minutes per response, including ime for reviewing instructions, searching existing data sources, gathering and
maintalning data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
Including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Balimore, MD 21207, and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

{v1) Provider / Supplier / CLIA/ (Y2} Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
185270 8. Wing 01 - MAIN BUILDING 01 g{: 3!2014
Name of Facllity ' Street Address, City, State, Zip Code .
CUMBERLAND VALLEY MANOR 301 SOUTH MAIN STREET
BURKESVILLE, KY 42717

This report s completed by a qualified State surveyor for the Medicare, Medicald andfor Clinical Laboratory Improvement Amendments program, to show those deficlencles previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been comected and the date such comective action was accomplished. Each deficiency should be
fulty Identified using either tha regulation or LSC provision number and the identification prefix code previously shown on the CMS-2587 {preflx codes shown to the left of each
requirement on the survey report form).

(Y4} ltem {Y5) Date (Y4) ttem {Y5} Date (Y4) ttem {¥5) Date
Corraction Correction Correction
Completed Completed Completed
ID Prefix 02/24/2014 1D Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC Koo3s i LsC LSC
Carreclion Corraction Correction
Completed Completed Completed
ID Prefix ID Prefix 1D Prefix
Req. # Reg. # Req. #
LSC LsC LsC
Correction Correclion Correction
Completed Completed Completed
ID Prefix |D Prefix ID Prefix
Reg. # Reg. # | Reg. #
LSC LsC LSC
Correction Correction Correction
Completed | Completed Completed
10 Prefix 1D Prefix ID Prefix
Req. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prafix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
'/_ ME—— l : ;
Reviewed By v | Reviewed By Date: Signature of Surveyor: Date:
State Agency m H aqb3{l%irm }Hsiw 0 q/;Bj‘(_F
Reviewed By | Reviewed By Date: Signature of Surveyor: Date:
CMS RO |
Followup to Survey Completed on: ) Check for any Uncorrected Deficiencies. Was a Summary of
2/18/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 2567B (9-92} Page 10of1 EventID: 46C922



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

Steven L. Beshear Sandy Goins, Reglonal Program Manager Audrey Tayse Haynes

Governor Division of Health Care

KentuckyUnbridledSpirit.com

116 Commerce Avenue Secretary

London, Kenlucky 40744

(606) 330-2030 Connie Payne
Fax: (606) 330-2054 Acting Executive Director
htip:/fchfs ky.govios/oig of the Office of Inspector General

April 23, 2014

Mr. Paul Shepard
Cumberland Valley Manor
301 South Main Street

P O Box 438

Burkesville, Kentucky 42717

Dear Mr. Shepard:

Thank you for submitting your proposed plan of correction regarding the deficiencies
noted during the survey completed on February 20, 2014. Upon reviewing this plan, we
found it to be acceptable.

Based on implementation of your plan of correction, and the revisit completed on April
16, 2014, it was determined your facility had achieved compliance as of March 3, 2014.
Therefore, we will recommend that your nursing facility be relicensed and recertified for
continued participation in the Title XVIlI/XIX program(s).

Your cooperation is appreciated. If you have any questions regarding this information,
please contact our office.

Sincerely,

- |mH
Sandy Goins
Regional Program Manager

SG:md:lk

Kentuckiy™

UNBRIDLED sp.-mry An Equal Opportunity Employer M/F/D



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

Steven L. Beshear Sandy Goins, Regional Program Manager Audrey Tayse Haynes

Governor Division of Health Care )
© 116 Commerce Avenue Secretary

London, Kentucky 40744

(606) 330-2030 Connie Payne
Fax: (806) 330-2054 Acting Executive Director
http://chfs.ky.gov/os/oig of the Office of Inspector General

March 21, 2014

ELECTRONIC MAIL (pshepard@cumberlandvalleymanor.com)

Mr. Paul Shepard
Cumberland Valley Manor
301 South Main Street

P O Box 438

Burkesville, Kentucky 42717

Dear Mr. Shepard:

The Division of Health Care has received your facility's plan of correction regarding the
deficiencies identified during the standard survey completed on February 20, 2014. The plan of
correction submitted was determined to be unacceptable.

As you were informed in the March 6, 2014 letter accompanying the CMS-2567/Statement of
Deficiencies, your plan of correction must contain the following:

¢ What corrective action(s) will be accomplished for those residents/patients found to have
been affected by the deficient practice;

o How you will identify other residents/patients having the potential to be affected by the
same deficient practice;

* What measures will be put into place or what systemic changes you will make to ensure
that the deficient practice does not recur;

+ How the facility plans to monitor its performance to ensure that solutions are sustained;
and

¢ [nclude dates when corrective action will be completed. In the right column with
the heading ‘completion date’, include only one date for each corresponding
deficiency with the heading 'ID Prefix Tag’ listed in the left column.

tucky’

KentuckyUnbridledSpirit.com unsmnu:n SPIRIT An Equal Opportunity Employer M/F/D



Mr. Paul Shepard
March 21, 2014
Page Two

Your plan of correction is being returned for amendment, as it did not meet the above criteria as
follows:

F257/N137--

Criterion #3 - The Plan of Correction revealed the maintenance staff will monitor the thermostats
in resident common areas on a weekly basis and bring discrepancies to the attention of the
Administrator. The Plan failed to reveal if the temperatures taken on a weekly basis would be
documented, or the method that would be used to notify the Administrator of discrepancies.

Criterion #4 - The Plan of Correction revealed CQI indicators for the monitoring of the facility
temperatures would be utilized. The Plan failed to indicate what criteria was included in the CQI
tool or what actions the facility would take if facility temperatures were not within acceptable
ranges.

F282/N194--

Criterion #2 - The Plan of Correction addressed the example cited related to mechanical lifts;
however, the Plan failed to address how the facility would identify other residents that have the
potential to be affected by the facility's failure to ensure services were provided in accordance
with a written Plan of Care. The Plan of Correction must address the regulation, not just the
example provided.

Criterion #3 - The Plan of Correction addressed the example cited related to mechanical lifts;
however, the Plan failed to address what measures and/or systemic changes would be put into
place to ensure services were provided in accordance with a written Plan of Care. The Plan of
Correction must address the regulation, not just the example provided.

Criterion #4 - The Plan of Correction addressed the example cited related to mechanical lifts;
however, the Plan failed to address how the facility planned to monitor its performance to
ensure services were provided in accordance with a written Plan of Care. The Plan of
Correction also failed to indicate what criteria was included in the CQlI tool used for monitoring,
or what actions the facility would take if problems were identified during the monitoring process.
The Plan of Correction must address the regulation, not just the example provided.

F323/IN219 & N220--

Criterion #2 - The Plan of Correction addressed the example cited related to mechanical
lifts/water temperatures; however, the Plan failed to address how the facility would identify other
residents that have the potential to be affected by the facility's failure to ensure the residents’
environment remains as free of accident hazards as possible and that each resident receives
adequate supervision and assistance devices to prevent accidents. The Plan of Correction
must address the regulation, not just the example provided.



Mr. Paul Shepard
March 21, 2014
Page Three

Criterion #3 - The Plan of Correction addressed the example cited related to mechanical
ifts/water temperatures; however, the Plan failed to address what measures and/or systemic
changes would be put into place to ensure the residents’ environment remains as free of
accident hazards as possible and that each resident receives adequate supervision and
assistance devices to prevent accidents. The Plan of Correction must address the regulation,
not just the example provided.

Criterion #4 - The Plan of Correction addressed the example cited related to mechanical
lifts/water temperatures; however, the Plan failed to address how the facility planned to monitor
its performance to ensure the residents' environment remains as free of accident hazards as
possible and that each resident receives adequate supervision and assistance devices to
prevent accidents. The Plan of Comrection also failed to indicate what criteria was included in
the CQI tool used for monitoring, and what actions the facility would take if problems were
identified during the monitoring process. The Plan of Correction must address the regulation,
not just the example provided.

902 KAR 20:008 Section 2.(5)(b) and/or 42 CFR 488.28, 42 CFR 456, and 42 CFR 489.453
requires that you submit a modified or amended plan of correction within ten (10) days of receipt
of this notice that the previously submitted pian of correction was unacceptable. Failure to
submit an acceptable plan of correction within ten (10) days of receipt of this letter will
result in a recommendation that action be taken against your state-issued license and/or
your Medicare provider agreement be terminated.

If you should have questions regarding this information, please contact our office.
Sincerely,

Dardry Powr ™"

Sandy Goins
Regional Program Manager

SG:md:lk

Enclosures



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

Steven L. Beshear Sandy Goips_, Regional Program Manager Audrey Tayse Haynes
Governor Division of Health Care ecreta
em 116 Commerce Avenue = ry
Londan, Kentucky 40744 .
{606) 330-2030 Connie Payne
Fax: (606) 330-2054 Acting Executive Director
http://chfs.ky.govios/oig of the Office of Inspector General

March 6, 2014

ELECTRONIC MAIL (pshepard@cumberlandvalleymanor.com)

Mr. Paul Shepard
Cumberland Valley Manor
301 South Main Street

P O Box 438

Burkesville, Kentucky 42717

Dear Mr. Shepard:

On February 20, 2014, a standard survey was completed at your facility by the Division
of Health Care to determine if your facility was in compliance with federal participation
requirements for nursing homes participating in the Medicare and/or Medicaid
programs. This visit found that your facility was not in substantial compliance with the
participation requirements. This survey found the most serious deficiencies in your
facility to be isolated deficiencies that constitute actual harm that is not immediate
jeopardy, as evidenced by the attached CMS-2567, whereby significant corrections are
required (G).

All references to regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Plan of Correction (POC}

A POC for the deficiencies must be submitted no later than ten (10) days from receipt of
this letier. Failure to submit an acceptable POC may result in a recommendation that
remedies be imposed immediately upon notification requirements being met. Your
POC, as fully implemented, will serve as your allegation of compliance.

KeniuckyUnbridledSpirit.com K UNBRIDLED spmrry An Equal Opportunity Employer M/F/D



Mr. Paul Shepard
March 6, 2014
Page Two

Your POC must:

« Address what corrective action will be accomplished for those residents found to
have been affected by the deficient practice;

e Address how the facility will identify other residents having the potential to be
affected by the same deficient practice;

s Address what measures will be put into place or systemic changes made to
ensure that the deficient practice will not recur,;

e Indicate how the facility plans to monitor its performance to ensure that solutions
are sustained; and

¢ Include dates when corrective action will be completed. In the right column
with the heading ‘completion date’, include only one date for each
corresponding deficiency with the heading 'ID Prefix Tag' listed in the left
column.

You are required to record your plan of correction in the appropriate column on the
enclosed form(s) CMS-2567. Sign, date, and indicate your title in the blocks
provided at the bottom of page one.

Recommended Remedies

As a result of our finding that your facility was not in compliance with participation
requirements, we are recommending to the Centers for Medicare and Medicaid
Services (CMS) Regional Office the following:

¢ A civil money penalty of an amount and duration to be determined by CMS.

o Denial of payment for new admissions as soon as notification requirements can
be met.

A change in the seriousness of the noncompliance at the time of a revisit may result in a
change in the remedy(ies). If this occurs, you will be notified.

Your provider agreement must be terminated if substantial compliance is not achieved
within six (6) months from the last day of the survey identifying noncompliance.



Mr. Paul Shepard
March 6, 2014
Page Three

Please note that this letter does not constitute formal notice of imposition of
alternative sanctions or termination of your provider agreement. Should the
Centers for Medicare & Medicaid Services determine that termination or any other
sanction is warranted, it will provide you with a separate formal notification of
that determination.

Informal Dispute Resolution

In accordance with 42 CFR 488.331 and 906 KAR 1:120, a provider shall have one
informal opportunity to dispute a cited deficiency, or scope and severity assessment that
constitutes Substandard Quality of Care or Immediate Jeopardy. You are required to
send your request in writing to IDR Coordinator, Office of Inspector General, Division of
Health Care, 275 East Main Street, 5E-A, Frankfort, Kentucky 40621. Your request
shall specify the format for the informal dispute resolution, specify the deficiency in
dispute, explain the dispute, and provide a detailed basis for the dispute.
Documentation in support of the dispute shall be attached to the request. The request
and attachments shall be delivered on or before the tenth calendar day after receipt
of the Statement of Deficiencies. A request for informal dispute resolution shall not
delay an enforcement action.

If you should have questions regarding this information, please contact our office.
Sincerely,

Sandy Goins

Regional Program Manager

SG:mdilk
Enclosures

c: CMS Regional Office



CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

Steven L. Beshear Sandy Goins, Regional Program Manager Audrey Tayse Haynes

Governor Division of Health Care Secretary
116 Commerce Avenue

London, Kentucky 40744

(606) 330-2030 Connie Payne
Fax: (606) 330-2054 Acting Executive Director
hitp:/fchfs.ky.gov/os/oig of the Office of Inspector General

March 6, 2014

Mr. Paul Shepard
Cumberland Valley Manor
301 South Main Street

P O Box 438

Burkesville, Kentucky 42717

Dear Mr. Shepard:

The Division of Health Care completed a relicensure survey at your facility on February
20, 2014. This survey was conducted to determine compliance with state licensure
requirements. The survey found that your facility failed to meet minimum state licensure
requirements for operation of a nursing facility. The deficiencies cited are listed on the
enclosed Statement of Deficiencies/Plan of Correction document.

As part of the licensure process, each facility is required to submit a written plan for the
correction of all deficiencies noted during the survey. The Plan of Correction shall

specify:
¢ The date by which the violation shall be corrected,

e The specific measures utilized to correct the violation, and

¢ The specific measures utilized to ensure the violation will not recur.

Kerntuckiy™

KentuckyUnbridiedSpirit.com UNBRIDLED sp}nn’y An Equal Opportunity Employer M/F/D



Mr. Paul Shepard
March 6, 2014
Page Two

902 KAR 20:008 Section 2.(5)(b) requires that a plan of correction for licensure
deficiencies be submitted to this agency within ten (10) days from receipt of this letter.
The plan, outlining methods of correction and proposed completion dates for each
deficiency, should be incorporated in the column provided on the enclosed form. The
form shouid be signed by you or an authorized representative and received in this office
within ten (10) days of receipt of this letter. You should make a copy of the form for
your records and/or posting requirements. Continued failure to meet minimum state
licensure requirements will result in a recommendation for revocation of a license to
operate a nursing facility.

KRS 216.547 requires that all long-term care facilities shall retain, for public inspection
in the office of the administrator and in the lobby of the facility, a complete copy of every
inspection report of the facility received from the cabinet during the past three (3) years,
including the most recent inspection report.

Informal Dispute Resolution (IDR): In accordance with 906 KAR 1:120, a long-term
care facility shall have one opportunity to question cited deficiencies through an informal
dispute resolution process. You are required to send a written request which specifies
the deficiency in dispute; explain the dispute and provide a detailed basis for the
dispute; specify the format desired (refer to the enclosure) and attach the
documentation in support of your position to the request. This written request and
attachments shall be delivered to IDR Coordinator, Office of Inspector General, Division
of Health Care, 275 East Main Street, SE-A, Frankfort, Kentucky 40621 on or before the
mandated return date for the plan of correction. Informal Dispute Resolution will be
accomplished in accordance with 906 KAR 1:120. This process will not delay the
effective date of any enforcement action.

IDR in no way is to be construed as a formal evidentiary hearing. It is an informal
process to discuss deficiencies. If you will be accompanied by counsel, you must
indicate this in your request for IDR so that we may also have counsel present. You will
be advised verbally of your decision relative to the informal dispute, with written
confirmation to follow.

If you should have guestions regarding this information, please contact our office.

Sincerely,

Cé.M\éQA& 6‘0‘@4;
Sandy Goins
Regional Program Manager

SG:md:k

Enclosure



COMPLIANCE REPORT FOR INSTITUTIONAL FACILITIES

{Civil Rights Act Title V1)

IDENTIFYING INFORMATION

T mpertand Valley Maw

Telephone No. 270 S Y318

Medicare Provider No.

Poud Shepard >

Chiel Administrative Officer

Adin .

Title

SJ70

Licensed Bed Capacity

g4

(number)

13.

Name, Address and Telephone Number of Owner of Facilily

i4,

nja

i5.
What is the approximate nonwhite population in the service
area? 1t9o
Have you nolified the general public, in writing, that your
facility will admit and service patients equally, without
regard to race, color, or national origin? Yes _H_ No
If “Yes” check method of communication: Date_Joun 2014
K Newspaper [ Letter Other (Specify)
Is the use of this facilily limiled to membership in a
defined group? (i.c., fraternal organization, religious
denomination, employees of a corporation, etc.) ] Yes
IF*Yes” explain and define membership requirements under

remarks.

mZo

REMARKS
(Use bond paper if more space is needed.)

Does this facility admit patients without regard to race, color,
or national origin? X Yes o

List below the facility’s chiel referral sources (such as doctors,
hospilals, other nursing home, lacal welfare departments, etc.)

Name of referring Address Person actually making the
individual or conlact with this
ipstitutions facility

Conds & Hosgp

Clindn G Hese

\ocal docter

[+X

- Curalbeay]

Iave all of the above referral sources been notified, in writing, of this
facility’s policy of admitting all patients without regard to race,
color, or national origin? % Yes [ONo

L&R-89
893

18.

Do any of the persons who receive referrals in this facility inquire about the
race of the person being referred before providing information on space available
in the facility? OYes [@ANo
How many persons are on the waiting list? Total O [J Asian
[ African American CAmerican Indian [ Spanish Surnamed American
Has the person responsible for patient placement in this facility been instructed
to assign patients to ropm accommodations without regard to race, colot, or
national origin? Yes [INo
Are patients asked whether they are willing to share a room with a patient of
adifferentrace? ] Yes [ANo
Age all private reoms available to both white and nonwhite patients?
Yes [JNo )
Are paticnts routinely assigned to 2-bed, 3-bed, and ward rooms without regard
lo race, color, or national origin? Yes OO Neo
Do you transfer patients because they object to sharing rooms with patients
of adifferent race? [] Yes No
Total number of patients in today’s census:
8 white &1 [X] African American 2 ] American Indian
O Asian [ Spanish Surnamed American [] Other

Indicate below the number of minority group palients or beneficiaries in today’s

census by type of room assignment according to the following breakdown
Type of Room African American | Asian
Assignment American Indian

Spanish
Surnamed
American

Number of minority patients
or beneficiaries in single
rooms or in room alone

Number of minorily patients
or beneficiaries in semi-
private or ward rooms having
only minority person.

Number of minority patients
or beneficiarics in semi-
privale or ward rooms with
ON€ Or more non-minority
persons.

Tolal )

Indicate the number of patients or beneficiaries in today’s census whose charges
made by your facility are paid in part or full by Medicare or Public Welfare

Type of aid Tolal African American | Asian | Spanish
American Indian Surnamed
American

Medicare [

Medicaid ot A

Estimate the number of patients or beneficiaries of the minority groups
admitted during the past year:



do 1-10 O11-20 J21-50 [ Overs0

19. Does this lacilily have more than one dining room used by
patients? K ves ONo

20. If you have one patient dining room, is it used by persons
of different races simultancously? [ Yes [ No

21. If you have more than one patient dining room {give number 3 ),
is one used predominately be one race? [J Yes [HNo

22. Areall services and [acilities used routinely by all persons
without regard to race, color, or national origin (i.e., nursing
care, social services, occupational therapy, lounges, barber shops,
beauly salons, etc.)? Yes [ONo

23. If“No” specify which are not.

24. Are services rendered in this facility without regard to the race
of either the patient or the petson rendering the service?
K Yes [Neo

25. If “No” specify which services are not.

26. s the use of courlesy title (Mr., Mrs., etc.) uniform throughout
this facility on records, news releases, public address systems,
name (ags, elc., and in addressing patients? ] Yes [No

27. Estimate below the number of physicians and other licensed
paramedical personnel not on your payroll that gave patient service
in this facility during the last month by race of the physician or
person rendering the service,

Physicians and Other Non- Total African American | Asian Spanish
Salaried Para- medical American | Indian Surnamed
Personnel Q American

28. Has the stalf been notified, in writing, of the facility’s policies as
they apply to the Civil Rights Actof 19647 | Yes [ No

29. Are relemrals to other facilities and services (e.g., skilled, intermediate,
or residential care facilitics) made routinely without consideration of the
race of the patient? K ves [ONo

30. Are referrals made to other facilities or services which consider race in
the acceptance of patients? K] Yes [JNo

J CERTIFY THAT THE INFORMATION GIVEN IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF:

mi:éﬂ fficial Title
wz \\\“W\\\\\\‘ Adw nskactee

Date

rA NPT

Signature of Reviewer -~

ﬁﬂvw m\rN wVa-\\.m ncf

Title of Reviewer
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CHECKLIST FOR COMPLIANCE WITH KRS 214.620 (4)
HIV/AIDS PATIENT INFORMATION

DISTRIBUTION METHOD

YES_ X NO Agency uses patient information form developed by the
Department for Health Services

YES NO __ X Agency uses their own patient information form.

YES —X. NO Agency distributes patient information in admissions package.

AGENCY FORM INCLUDES THE FOLLOWING INFORMATION

METHODS OF TRANSMISSION:

YES _ X NO sexual contact (anal, oral, or vaginal intercourse) with an infected
person when blood, semen or cervical/vaginal secretions are
exchanged;

YES_ ¥ NO sharing a syringe/needie with someone who is infected;

YES_¥ NO infected mother may pass HIV to unborn child; and

YES_K NO receiving contaminated blood or blood products, organ/tissue

transplants, and artificial insemination {rare now since testing for
HiV antibodies began).

METHODS OF PREVENTION:

YES__ X _NO no sexual intercourse except with a monogamous partner who is
not infected;

YES_X__ NO sexual relations with anyone else requires use of latex condom,
female condom, or dental dam;

ves_ ¥ NO do not share syringes or needles with anyone;

YES X NO should be tested for HIV if pregnant or plan to be pregnant; and

YES _X NO education of self & others about HIV infection & AIDS.

APPROPRIATE ATTITUDES & BEHAVIORS

YES X NO assurances that the agency provides quality services to all
patients, regardless of HIV status.




DEPARTMENT FOR MEDICAID SERVICES
PROGRAM VISIT REPORT SURVEY DATE:
NURSING FACILITY
Y17-20 1

Facility Name: ( L o berland Valles MW
<J
Facillty Address: -Bugﬁgw [le

Nurse Aide Training Provider Number:

Program Coordinator:

{Can be Director of Nurses)

Program Instructor:

{Cannot be Director of Nurses)
MOI: Yes{ ) No{ ) 2yearsas A.N.: Yes( ) No( ) 1 year long term experience: Yes{ ) No( )

Yes No

Course Curricutum - Adapled Mosby's Textbook for LTC Assistants as of July 1, 1997,

Observed Classroom (i.e. necessary equipment and supplies available).  *6th Edition Book
Observed class in session, Mandatory 3/1/11.
Observed clinicals performed.

1. Is the learning envircnment conducive for adult students: (i.e. well-lighted, well-ventilated, quiet)?

2. What evidence exists that the class is being conducted within submitted plan?

3. Is there sufficient number of faculty to meet ratios for classroom and clinical (maximum is 1:15)7

4. Is there documentation of staff development offered to nurse aides (12 hours/yeary: Yes( ) No ( )

Yes No

. 5. Are performance records available to nurse aide and employer?

_ ____ 8. Areperformance records maintained for a minimum of five (5) years?

—__ ____ 7. Pass/Failfor last two (2) classes: Dale: #Pass: ____ #Fal ___
Date: #Pass: __ #Fal

____ ____ 8. Doesfacility notify Medicaid of alf program changes within thirty (30) days?

{i.e. new administrator, classroom, caoordinator, instructor)
Signature of Reviewer: \f)ﬂlm,f b«/[_a MNc/ Date: 2/,! oﬁ‘)‘

No VA clovse f“.d"l/dﬂcf-é b aad M}MA«J & Toni GoK lpy
Mol pahructo-



