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A standard health survey was conductsd on
11/05-07/13. Deficient practice was identified
with the: highest scope and severity at "E" level.
An abbrevisted standard survey (KY20882) was
also conducted at this ime, The complaint was
unsubstantiated with no deficient practice
identified.
F 253 | 483,16(h)(2) HOUSEKEEPING & Fo53| (SEE ATTAGHED) 12-18~13
g5=E | MAINTENANCE SERVICES
The facility must provide housekeeping and
mainteriance services necessary to maintain a
sanitary, orderly, and comfortable interior.
This REQUIREMENT e not met as evidenced
by:

Based on ocbeervation, interview, and facility
policy review, it was determined the facility failed
to provide maintenance and housekeeping
services necessary to maintain a sanitary,
ordarly, and comfortable interior. Observation
during the environmental tour on 1M1/07M3
revezled a hole in the wall in one resident raom;
one wheelchair with womn and torn armrests, a
brown stain on a water fountain; one torn chair
seat; one rocking chair with a broken armrest;
one resident room door with sharp, chipped weod
exposed, one oxygen concentrator with dried tan
liquid substence on top of the contentrator and
the concentrator was in need of cleaning; seven
resident rooms with chipped sink counters] the
wood finish on & drawer in & chest in one resident
room was observed to be chipped with sharp
edges exposed; and the vinyl baseboard in one
resident room was obeerved 1o be torn and the
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bed rails.

The findings include:

repaired or replaced.

head of the bed.

observed in resident room 102-B.

cleaning,

cover.

bed was ubserved to have wornftorn tape on the

A review of the facility policy titled, “Protocol for
Maintenance Services,”" which contained no date,
revealed any staff that identfied an itern in need
of maintenance repair was required to complete @
maintenance work order request and place the
work order request at a designated location at
gach nursing station. The policy revealed ifa
piece of equipment was in need of maintenance
repair, the equipment would be remaved from the
resident care area until the equipment was

Observation during the environmental tour
beginning on 11/07/13 at 3.50 PM, revealed:

Rasident room 403 was observed to have one
bed and there was a hole in the wall above the

-A wheeichair with worn/torn armrests was

-A water fountain located on the 100 Unit hallway
was observed to have a brown stain around the
drain and the metal around the drain was dullin
appearance and observed to be in need of

-A chair beside the aquarium in the Locked Unit
of the facility was observed to have a tofn seat

-A rocking chair located in the hall between
resident raoms 405 and 407 was observed to
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have a broken armrest.

-The edges to the entrance door to resident room
214 were obsarved to be chipped and sharp
edgee were exposed.

-AR oxygen concentrator in resident room 215-B
was observed to have a dried tan lquid
substance on the top of the concentrator and was
in need of cleaning.

-A sink countertop with sharp, chipped edges was
observed in seven resident rooms (resident
rooms 209, 210, 211, 301, 302, 313, and 321).

-The wood edges of a drawer in a chest in
residert room 210 were observed to have
chipped edges that were sharp.

“The vinyl baseboard beside the hand sink in .
resident room 208 was ebserved to be torn,

Wormn/torn tape was observed on the bed rails
located in resident room 313-B.

An interview conducted with the Acting
Maintenance Supervisor on 11/07/13, at 420 PM,
revealed he completed an environmental tour
every week to identify maintenance concerns and
also obtained work order requests from staff that
are posted at the nursing stations; however, the
Acting Maintenance Supervisor stated the items
idantified by the surveyor duiing the tour of tha
facility on 11/07/13 had not been identified prior 1o
the survey.

An interview conducted with the Housekeeping
Supervisor on 11/07/13, at 4:25 PM, revealed she
conducted a tour of the facility every day to
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igentify any areas that were in naed of
housekeeping, and also completsd a
nousekeeping tour of the facillty once a week as
part of the Quality Assurance process. In
addition, the Housekeeping Supervisor stated
staff was also required to notify the
Housekeeping Department of any areas that
need housekeeping services. However, the
Housekeeping Supervisor stated she had not
identified the housekeeping concerns identified
by the surveyor during the tour conducted on
M07113. '

An interview conducted with the Adminlstrator on
14/07M3, at 4:30 PM, revealed she reviewed all
malrtenance work order requests. The
Administrator stated she also made rounds
throughout the facility daily to observe for any
housekesping and maintenance CONcems. The
Administrator stated the areas identified by the
surveyor hed not been identified by the facility. 18

F 282 | 483.20(k)(3){ii) SERVICES BY QUALIFIED F 282 (SEE ATTACHED) 12-18-13
ss=p | PERSONS/PER CARE PLAN

The.services provided or arrangad by the facility
must be provided by qualified persons in
accordance with each resident's written ptan of
care.

This REQUIREMENT is not met &s evidenced
by:

Based on observation, interview, record review,
and faciity poiicy review, it was determined the
faciity failed to ensure gervices were provided in
accordance with each resident's wriften plan of
care for one of twenty-nine sampled residents
(Resident #14). Areview of the comprehensive
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plan of care for Resident #14 dated 08/28/12,
revealed staff would provide urinary catheter care
per the facility's protocol. A review of the faciliity's
policy for providing catheter care revealed staff
was required to coil and secure the catheter
tubing after providing cathetsr care. Observation
of catheter care on 11/08/13, at 4:15 PM for
Resident #14 rovealed after staff provided
catheter care the catheter was left draped over
the resident's leg to the bedside drainage bag
and was not secured.

The findings include:

A review of the facility's policy for providing
cathetar care entitled, "Giving Cathster Care,"
undated, revealed staff was required to cofl and
secure the catheter tubing after providing cathster
care.

Review of the medical recard for Resident #14
revealed the facility admitted the resident on
08/16/12, with diagnoses that included
Quadriplegia, Infected Stage |V Pressure Sores,
and Urinary Retention.

Review of the most recent Minimum Data Set
{MDS) guarterly assessmaent dated 09/18/13,
revealed the resident had been assessed to have
a Brief Interview for Mental Status (BIMS) of 15
and had no cognitive impairment. The facility had
assessed the resident to require total support
from staff for bed mobility, transfers, locomotion,
dressing, esting, personal hygiens, bathing, and
toilet use (which included managing a cathater).

Review of the Comprehensive Plan of Care for
Resident #14 dated 08/28/12, revealed staff was
‘ to provide urinary catheter care per the facility's
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protocol.

Observation on 11/06/13, at 4:15 PM, revesled
State Registered Nursing Assistant (SRNA) #15
provided urinary catheter care for Resident #14.
At completion of the catheter care SRNA #15 was
observed to position the catheter tubing over
Recsident #14's right leg and ther to attach the
bedside drainage bag on the side of the bed. The
observation revealed SRNA #15 fatled to coil and
secure the urinary cathetsr tubing.

Interview conducted with SRNA#15 on 11/08/13,
at 4:25 PM, revealed she was responsibie 1o
reviow each resident's care plan at the beginning
of every shift to determine If there had been any
changes to the plan. The SRNA stated she was
aware she should have coiled the catheter tubing
and secured the tubing with a catheter sacuing
Veloro strip attached to the resident’s leg, and did
not know why she had not.

Interview conducted with Licensed Practical
Nurse (LPN) #4 on 11/07/13, &t 10:35 AM,
revealed she was the Clinical Coordinator for the
400 Unit of the faciiity, and made raunds several
times daily to ensure staff provided care

according to each resident's comprehensive plan
of care. The LPN acknowledged staff was
required to review 2ach resident's plar of care at
the beginnirg of every shift, and stated she
monitored catheter care at random times during
the shift, and had not identified any concams
relsted to staff not providing resident care in
accordance with the comprehensive pian of care.
The LPN stated Resident#14's catheter wbing
shauld have been coiled and secured to hisher
leg with @ Velcro strip designed to secure the

| catheter tubing, at all imes, to the resident's leg.
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Interview conducted with the Director of Nursing
(DON) on 11/07/13, at 415 M, reveated staff
| was raquired to review the comprehensive plan of
| care at the beginring of every shift to eneure care
was provided in accordance with the
comprehensive plan of care. The DON stated
she made rounds every day throughout the facility
to ensure care was being provided as directed by
the comprehensive pian of care. However, the
DON had monitored to ensure urinary catheters
had been secured and she had not identified any
concems regarding staff not performing urinary
catheter care as directed by the pfan of care. :
F 315 | 483.25(d) NO CATHETER, PREVENT UTIL, F 315/ (SEE AYTACHED) 12-18-13
ss=p | RESTORE BLADDER

Basad on the resident's comprehensive
assassment, the fadility must ensure that a
resident wha enters the facility without an
indwelling catheter is not catheterized uriless the
resident's ciinical condition demonstrates that
catheterization was necessary; and 8 resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladdar
function as possible.

This REQUIREMENT is not met as evidenced
by:

Rased on chservation, interview, record review,
and facility policy review, it was determined the
facility failed 1o ensure three of twenty-nine
residents (Residents #11, #14, and #22) received
appropriate treatment and services to prevent
wrinary fract infections and to restore 25 much
norma bladder function &s possible. Areview of

|
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the facility's policy for providing catheter care
revealed staff was required to ensure the catheter
tubing was cailed and secured 1o the resident's
leg (to prevent trauma). The policy also revealed
staff was requirad to clean the catheter tubing
from the meatus in a downward motion
approximately four inches. Further review of the
policy revealed staff shouid remove soiled gloves
and "decontaminate” thelr hands after catheter
care had been provided. Observation of catheter
care for Residents #14 and #11 revealed after
staff provided catheter care the catheter tubing
was left draped over the residents’ legs to the
bedside drainage bags and was not secured. In
addition, while observing catheter care for
Resident #11, staff was observed to clean the
catheter tubing in &n upward motion toward the
meatus. Observations of catheter care for
Resident #22 revealed after staff provided
catheter care the State Regislered Nursing
Assistant (SRNA) failed to remove kig/her soiled
gloves. The SRNAwas observed to touch
Rasident #22's clean incontinence brief and the
resident's bed linen, and to reposition the resident
while hefshe continued to wear the soiled glove.

The findings nclude:

A roview of the facllity's policy titlad "Giving
Catheter Cara," which was undated, revealed
staff was required to hold the catheter tubing near
the meatus and clean from the meatus down the
catheter approximately four inches with a wet
soapy washcloth. The policy revealed staif was
then required to rinse the catheter, and ooil and
secure the catheter tubing. Further review of the
policy revesied gtafi was reguired to remaove
soiled gloves and "decontaminate” their hands

\ after catheter care had been provided.
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1. Review of the medicsl record revealed the
facility admitted Resident #11 on 07/19/12 with
diagnoses including Hypertension, Diabetic
Neurepathy, Pathological Fracture secondary to
Sarcoma, and a History of Breast Cancer with a
right breast lumpactomy and mastectomy.

A reviaw of the comprehensive care plan for
Resident #11 dated 01/15/13 revealed the
resident required an indwelling catheter dus to

| pain and impaired mobility retated to right pelvic
sarcoma which caused a pathological fracture of
the right acetabulum.

Obsarvation of catheter care provided for
Resident #11 on 11/05/13 at 45;30 PM, revealed
State Registered Nursing Assistant (SRNA) #3

i i ia with a
cleaned the resident's right labia witl .
disposable wipe and then cleaned the left labia
with & clean disposable wipe. SRNA#_S was then
observed to wipe the catheter tubing with @ clean
disposable wipe by starting ap_p\l'oxnmately siX
inches down the tubing and wiping toward the
urinary meatus.

Interview with SRNA#3 on 11107!13. at 3:35 PM,
revealed the SRNA had been trained to clean the
catheter lubing downward and‘away from the .
urinary meatus when she provided cathgteg tc:ar
for a resident and acknowledged _she faiiad to
clean the catheter tubing appropriately.

| Interview conducted with Unit Supervisar #1 on
14J07/13, at 240 PM, revealed she was e
responsible 1o monitor diref:t care staif to e_zsms
care was provided appropnately to the éeslt : tBF:
Unit Supervisor #1 stated 5he observe caow% o
care "randomly” to ensure tha care was pr

L
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in @ manner to prevent urinary tract infections and
no problems had been identified.

2. Areview of the medical record for Resident
#14 revealed the facility admitted the resident on
08/15/12, with diagnoses that included
Quadripiegia, Indwelling Urinary Catheter, and
Infected Pressure Sores.

A review of the physician's orders for Resident
#14 dated 08/15/12 revealed an order for tha
resident to have an indwelling urinary catheter to
bedside drainage because the resident was
admitted by the facility with diagncses of Stage v
Prassure Sores and Urinary Retantion.

Areview of the Comprehensive Plan of Care for
Resident #14 dated 08/28/12, revealed stalf was
to provide urinary catheter care per the faciiity's
protocol.

A review of the most recent Minimum Data Set
(MDS) quarterly assessment dated 09/18/13,
revealed staff assessed the resident to have no
cognitive impairment and to have a Brief
Interview for Mental Status (BIMS) score of 15.
The facility assessed the resident to require totat
support from staff for bed mobility, transfers.
locomotion, dressing, eating, persenal hygiene,
bathing, and toflet usa {which included managing
a catheter).

A review of documentation dated 10/04M13on a
uNurse's Admissien Record and Intoal
Asseszment,” dated 10/04/13, a1 6:30 PM,
ravealed the facility readmitted Resident #14 from
the hospital with a diagnosis of Prigurnonia.

On 10/07/13, docurnentation in the nurse's notes
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revealed staff noted there was a "tear on
Resident #14's penis."

Physician's orders dated 10/07/13, at 10:30 AM,
revealed staff was to cleanse the resident's
meatus with normal saline and apply triple
antibiotic ointment to the meatus every shift and
as negded due to the tear, An interview
conducted with Resident #14's physician cn
11/07/13, at 1.35 PV, revealed the resident had
sustained the tear to the penis while at the
hospital and prior to the resident's readmission to
the facility.

Interview conducted with LPN #7 on 11/07/13, at
10:00 AM, revealed she had completed the
admission aseessment on 10/04/13, when the
resident had returned to the facitity from the
hospital. The LPN stated the tear on Resident
#14's penis was present when the resident
returned to the facility on 10/04/13. The LPN
stated she was aware she should have
documentad the tear on the resident’s penis at
the time of readmission and failed to obtain a
physician's order for treatment of the wound.
However, the LPN revealed she had failed to do
50 and was unsure why she had not.

Observation on 11/06/13, at 4:15 PM, revealed
SRNA#15 and Licensed Practical Nurse {LPN)
#5 provided wrinary catheter care for Resident
#14. The SRNA positionad the catheter tubing
over Resident #14's right leg and sttached the
bedside drainage bag on the side of the bed after
they had provided the care. However, the SRNA
falled to coil and secure the urinary catheter
tubing to the resident's leg to prevent trauma.
Continued cbservation revesled a tear on the end
of the resident's penis that was approximately 0.8
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centimeter in length by 0.3 centimster in width,
and there was a small amount of red bloody
drainage observed from the tear. Intervew with
LPN#5 on 11/08/13, at 4:15 PM, aiso ravealed
the resident had been readmitted to the facility on
10/04/13 with a tear to the penis. The LPN stated
she had not conducted the assessment but it had
been her understanding the tear had happened at
the hospital. The LPN stated zhe should have
ensured the urinary catheter was secure after the
SRNA provided catheter care to Resident #14.
The LPN was unsure why she had not.

An interview conducted with SRNA #15 on
11/06/13, at 4.25 PM, revealed the facility had
provided training related to catheter care. The
SRNA stated she was aware she should have
coiled the catheter tubing and secured the tubing
with a catheter securing Veicro strip attached to
the resident's leg, and did not know why she had
not.

An interview conducted with Licensed Practical
Nurse (LPN) #4 on 11/07/13, at 10:35 AM,
revedled she was the Clinical Coordirstor for the
100 Unit of the faciiity and made rounds several
times daily fo ensure staff provided care to mest
the residents' needs. LPN #4 stated she
monitored cathetsr care, including positioning of
indwelling urinary catheters, on a random basis
and had nct identified any concerns. The LPN
stated Resident #14's catheter tubing should
have been colled and secured to the residert's
leg with & catheter securing Velcro strip after the
catheter carg had been provided. In addition,
LPN #4 also acknowledged LPN #7 should have
documented Resident #14's tear to the penis on

the {re)admission assassment as well as
contacted the resident's physician for treatment
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orders. The LPN stated she monitors charts
randomly and had not identified any concerns
related 1o the accuracy of assessments.

An interview conducied with the Director of
Nursing (DON) on 11/07/13, at 4:15 PM, revealed
staff was required to ensure urinary catheter
tubing was secured with a Veloro strip attached to
the resident's leg. The DON stated she
conducted "rounds” throughout the facility on a
daily basis and had not identified any concems
with urinary catheter care and/or tubing
placement, The DON also revaaled staff was
required to document any skin problems on the
admission assessment when the resident returns
from the hospital, The DON stated she had been
aware of the tear to Resident #14's penis but had
not reviewed the admission assegsment to
monitor for accuracy. The DON stated LPN #7
should have placed the assessment regarding the
tear to the resident's penis on the admission
assessment, and then should have cbtained a
physician's order for treatment for the tear. The
DON stated chart audits were done at random
and no concems regarding accurate
assessments had been identified.

3. Areview of the medical record for Resident
#22 revesled the facility admitted the resident on
10/07/13, with diagnoses that inciuded Multiple
Decubitus, Demantia, and Prosiate Cancer.

A revigw of the physician's crders for Resident
#22 dated 10/07/13, revealed an crder for the
resident to have an indwelling urinary catheter to
bedside drainage related to the resident's multiple
decubitus.

A raview of the most recent Minimum Data Set
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(MDS) admission assessmert dated 10/16/13
revealed staff assessed the resident to have
cognitive impairment and was unable to conduct
the Brief Interview for Mental Status (BIMS)
aszessment The facility assessed the resident
to require total support from staff for bed mobilify,
transfers, bathing, and toilet use (which included
managing & catheter),

A review of the Comprehensive Plan of Cars for
Resident #22 dated 10/198/13, reveaied staff was
1o provide urinary catheter care in accordance
with the facility's protocol.

Observation of catheter care conducted for
Resident#22 on 11/07/13 at 10:30 AM revesled
SRNAs #1 and 2 provided catheter care to the
resident. SRNA#1 was observed to wear gloves
during the provision of the catheter care,
However, at the ¢completion of the catheter care,
SRNA#1 failed to rermnove the egoiled gloves and
wash her hands when care was complete ang
touched Resident #22's clean incontinence brief
and the resident's bed linen, and rapositioned the
resident with the soiled glovas.

SRNA#1 acknowledged in inferview conducted
on 11/07/13 at 10:40 AM that she had failed to
remagve the sciled gloves and fo wash her hands
as required after catheter care had been provided
to the resident, The SRNA stated she "forgot” to
remove the soiled gloves.

An interview conducted with LPN #4 on 11/07/13,
at 11:10 AM, revealed she was the Clinical
Coordinator for tha 100 Unit of the facility, and
monitorad catheter care on a randomn basis, and
had not identified concerns related to catheter
care. The LPN stated SRNAs were required to
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used In excessive dose {including
duplicate therapy); or far excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the doss
should be reduced or discontinued; or any
combinations of the reasons above,

Basad on a comprehensive assessment of 2
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unliess antipsychotic drug
therapy is necassary 10 treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, urless clinically
contraindicated, in an effort to discontinue these
drugs.
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change their gloves and wash their hands after
catheter care had been provided. The LPN
further stated the SRNA should have changed her
gloves and washed her hands, before touching
the resident and/or the resident's bad finen.
Aninterview with the Director of Nursing on
11407713 at 3:00 PM revealed SRNAs had been
trained to changs their gloves and to wash their
hands after catheter care had been provided to
avoid potential contamination of other items. The
DON acknowledged the SRNA should have
changed her gloves and washed her hands afier
catheter care was provided 1o Rosident #22.
F 329 | 483.25{) DRUG REGIMEN IS FREE FROM F 329 (SEE ATTACHED) 12-18-13
535=0 | UNNECESSARY DRUGS

FORM CMS-2667¢{02-09) Pravious Vorsions Chanlete

Z1/99

Euent |10 BUGS T

Jovd

HN 2%H 35IN3d

Facllity iD: 100462

B8LEZ9EPIBAT Tp:LiT

If continuation shest Page 15 of 21

18T /62/17




DEPARTMENT OF HEALTH AND HUMAN SERVICES

9507 0N Wdpl:v ELOL 6L AON BWI] peale0sy
PRINTED: 11/21/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPELIERICLIA X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORNECTION IDENTIFICATION NUMBER: Lh E:U"_DING (xa)ggzifgr%\f\'
C
185134 B. WING 11/07/2013

NAME OF FROVIDER QR SUPPLIER

HAZARD HEALTH & REHAEILITATION CENTER

STREET ADDRESS, CITY, STATE. ZIP CODE
390 PARK AVENUE
HAZARD, KY 41702

4) I
PREF|X
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION
PR X {EACH CORRECTIVE ACTION SHOULD BE

TAG CROSS-REFERENCED T THE ARPROPRIATE
DEFICIENGY)

1%8)
COMPLETION
DATE

F 329

Continued From page 15

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy revlew, it was determined the
facility failed to ensure one of twenty-nine
sampled residents (Resident #3) was free from
unnecessary drugs, The facility failed fo ensure
there were adequats indications for the usa of
Risperdal {(antipsychotic) for Resident #3,

The findings include:

A review of the facility's policy titled "Protocol for
review and Reduction of Psychoactive
Medications," with a revision: date of July 2012,
revealed the consultant pharmacist would review
the resident's drug regimen on a monthly basis.
The policy stated the pharmacist would evaluate
the use of medications, including the need for
possible reductions, and make recommendations
to the physicians as indicated,

Obssrvation of Resident #3 on 11/05/13, at 410
PM, reveaied the resident was walking back and
forth aimlessly in the common area of the locked
unit

A review of the medical record for Resident #3
revealed the facility admitted the resident on
08/27/12 with diagnoses that included
Alzheimer's, Dementig, and Anxisty. A review of
the most current Minimum Data Set (MDS)
significant change in condition assessment dated
10/22/13 revealed the facility had assessed the

F 329
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The MDS also revealed the resident had not

#3 to receive 0.5 milligrant {mg) of Risperdal

dated 09/30/13, revesied the Registered

Administration’s {FDA) warning that, "elderly

form revealed the RPh had requested the

in the space on the form o acknowledge

had added a diagnasis of "Psychosis” for
Resident #3.

An interview conducted with the facility's
aware the physician had failed to provide an

Risperdal for Resident #3 in response to the

the Risperdal for Resident #3, he had not

An interview conducted with the Director of

resident as being severely cognitively impaired.

exhibited any behavigral symptoms during the
assessment period. A review of the physician's .
orders revealed a physician's order for Resident

(antipsychotic) orally twice a day. Areview ofa
"Note to Attending Physician/Prescriber” form

Pharmacist (RPh) had documented a netification
to Resident #3's physician of the Food and Drug

patients with dementia-related psychosis treated
with antipsychotic drugs are at an increased risk
of death. Analysis of frials of off label uses of
these medications were of iimited clinical value
for elders with dementia.” Documentation on the

physician to add a diagnesis to support the use of
Risperdal for Resident #3. A review of the form
revealed the physician had placed a check mark

agreement with the RPh's recommendation and

Consuitant RPh on 11/07/13, revealed he was
appropriate diagnosis fo support the use of the
pharmacist's recommendation. The pharmacist
stated even though there continued t¢ be a lack

of an appropriate diagnosis to support the use of

contacted the physician again regarding the use
of the antipsychotic medication for Resident #3.
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Nursing (DON) on 11/07/13, at 4,15 PM, revealed
she was responsibie for reviewing RPh
recommendations. The DON stated she
reviewed all RPh records after they came back
from the physician and stated she had not
contacted Resident #3's physician to discuss the
RPh's recommendation.

F 428 | 483.80(¢) DRUG REGIMEN REVIEW, REPORT F 428| (SEE ATTACHED) 12-18-13
85=p | IRREGULAR, ACT ON

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The phamacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
falled to ensure drug irregularitles Identified
during the monthly drug regimen review
conducted by the licensed pharmacist were
reported to the physician for one of twenty-ning
sampled residents (Resident #17). The licensed
pharmacist made a recommendation regarding a
gradual dose reduction for an anti-anxiety
medication for Resldent #17 on 07/28/13;
however, there was no evidence the faciiity had
informed the physician of the recommendation.

The findings include:
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A review of the Pharmacy Drug Regimen Review |
policy. no date given, revealed the consultant -3
pharmacist would review the residents’ drug
regimen monthly and any irregularities would be
reported to the physician and the Director of
Nursing {DON). According to the policy, drug
irregularities would be neted by pharmacy memo
on the "drug Regimen Review-Irregularity” repart
and maintained In the "drug regimen” notebook at
@ach nurees' station. The palicy further noted the
DON would deliver the pharmacy
recommendations to the Unit Supervisor (US) for
physician rotification.

Review of the medical record revealed the facility
admitted Resident #17 on 12/05/12 with
diagnosas that included Dementia, Alzheimar's
Diseass, Coronary Artery Disease, Diabetes
Mellitus, and Anxigty. Review of the resident's
physician orders for Novernber 2013 revealed the
physician hag prescribed 0.5 milligram (mg) of
Alprazolam (antianxiety) threa times a day.

A review of the pharmacist's monthly medication
regimen raview revealed the pharmacist
addressed a graduat dose reduction of the
Alprazolam for Resident #17 on 07/26/13;
however, review of the medical record on
11/06/13 revealed there was no aviderce the
physician had received the recommendation the
pharmacist had made on 07/28M13, a timeframe
of 103 days.

Interview conducted with the Registered
Pharmacist (RPh) on 11/06/13, at 2:55 PM, (
revealed he conducted the medication review for
'| Resident #17 on 07/26/13, The RPh stated
recommendations ware given to the DON after
the medication reviews were completed and the
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DON was to ensure the recommendations were
sert to the residsrt's physician. The RPh stated
if he did net see a response in the resident's
medical record withir two months, he would
make another recommendation,

Intarview conducted with Unit Supervisor #1 on
11/06/13, at 3:30 PM, revealed the RPh provided
his recommendations to tie DON and the DON
was to give the pharmacist's recommendations to
the Unit Supervisor to send to the physician for
review. Unit Supervisor #1 stated the facility had
utilized this process to inform the physician of the
pharmacist's recommendations for approximately
one month, Unit Supervisor #1 stated previously
the Medical Records staff took the pharmacy
recommendations to the physician; however,
physicians failed to raturn the recommendations
to the facility in a timely manner and the facility
changed their process. Unit Supervisor #1 stated
she was not aware of the pharmacist's
recommendation that had been conducted on
07/26/13 for Resident #17.

Interview with the DON on 11/06/13, at 3:45 PM,
revesled the Pharmacist was required to provide
her with the Pharmacist's recommendaticn after
he completed the menthly medication regimen
review. The DON stated she gave a copy of the
recommendation to the Unit Supervisor, kept a
copy for herself, and the Medical Records staff
would send the original copy of the
recommendations to the physician. The DON
atatad the Unit Supervisor maintained a copy of
the recommendation in 8 notebook at the nurses’
staticn and removed the copy when the original
recommendation was returned from the
physician, The DON acknowladged physicians
had not always signed and returned the

F 428

FORM CMS-2867{02-99} Pravious Vergions Obsalele

ZT/TT

=i

Event ID: 8051

HN ZW4 35INId

Fucilty 1D: 100482

84EZ3EPSMST Iy LT

\f continuation shaat Page 20 of 21

ETBT/6C/1T




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

e ———— A A"

G50 "ON Wdbiv EM0L 60 AONL3KLL B3R

FORM APPROVED

OMB NG, 0838-0381

STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIER/CLIA (X7} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTWICATION NUMBER; COMPLETEDR
A, BUILDING
(]
186134 B. WNG 11/07/2013
NAME OF PROVIDER OR $UPPLIER STREET ADDRESS, Ci1'Y, $TATE. 21 CODE
HAZARD HEALTH & REHABILITATION CENTE 920 PARK AVENUE
T
B HEALTH ITATIO R HAZARD, KY 41702
(%4) 1D SUMMARY STATEMENT QF DEFICIENCIES 1D PROVIDER'S PLAN (F CORRECTION U
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROYS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENCY)
F 428 | Continued From page 20 F 428
pharmacist's recommendations to the faclity in a
timely manner. The DON stated since the Unit
Supervisor had been faxing the
recommendations to the physiclans, the response
from the physicians has improved.
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Hazard Health and Rehabilitation Center, Inc.
Annual Survey November 5-7, 2013
Plan of Correction

F 253

1.

The hole in the wall in Room 403 was patched November 7, 2013. The wheelchair arm.
has been replaced. The watet fountain has been cleaned and a replacement drain ordsred
due to the dullness. The chair with the torn cover & the rocking chair was removed from
service immediately. The door of Room 214 has been repaired. The dirty oxygen
concentrator was cleaned immediately. The wooden edges of the sink front
facings/countertops & the drawer have been repaired. The vinyl baseboard has been
glued/replaced. The tape on the bed has been replaced & repaired.

All resident areas are safe, functional, and sanitary. Thorough environment

rounds were conducted through the facility by the Administrator, Director of Nursing,
Maintenance Supervisor, and the Housekeeping Supervisor. Special emphasis was
placed on observing the areas of concern identified on the environmental tour. All
identified concerns have been corrected.

An in-service was conducted on December 10, 2013 by the DON and/or Administrator
with al] staff including housekeeping and maintenance staff regarding the importance of
maintaining a safe, functional, and sanitary environment. The in-service addressed
reporting items in need of repair/replacement/cleaning utilizing the CQI Referral Form or
Maintenance Repair Request Form. It also included the importance of taking items out of
use until repairs/replacements/cleaning has been completed.

The CQI Committee designees will conduct thorough environmental walking rounds on a
weekly basis for one month, then monthly for one quarter to observe for items in need of
repair/replacement/cleaning. Any irregularities will be corrected immediately and
reported to the CQI Committee for further follow-up and review.

Completion Date: December 18, 2013.

Received Time Nov. 29, 2013 4:20PM No. 2067
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Hazard Health and Rehabilitation Center, Inc.
Annual Survey November 5-7, 2013
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1. Resident # 14 is receiving foley catheter care as per facility policy, including cleaning,
coiling and securing the catheter tubing. His foley catheter was immediately secured
with a Cath Secure upon the observation on November 5, 2013,

2. All residents with foley catheters were reviewed and observed to assure catheter care
was being provided as per the facility’s policy including coiling and securing with tape or
a Cath Secure. No irregularitics were found.

3. Anin-service was conducted immediately by all Nursing Supervisors prior to all nursing
staff working to review the facility’s policy on catheter care including and emphasizing
coiling and securing appropriately. A follow-up in-service was conducted by the DON
on December 10, 2013 with all nursing staff again emphasizing coiling and securing
foley catheters after providing catheter care as per policy.

4, The CQI Committee designees will select two residents per observation with foley
catheters to observe catheter care being provided along with the catheter tubing being
coiled and secured as per the facility’s policy. Thesc observations will be done weekly
for 8 weeks then monthly for one quarter. Any concerns will be corrected immediately
and reported to the CQI Commiitee for further follow-up and review.

5. Completion Date: December 18, 2013.

Recelved Time Nov. 29, 2013 4:20PM No. 2087
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Hazard Health and Rehabilitation Center, Inc.
Annual Survey November 5-7, 2013
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1. Residents # 11, # 14 and # 22 are receiving foley catheter care as per facility policy,
including cleaning in the downward direction from the meatus, cotling and seciwing the
catheter tubing with tape or a Cath Secure. The staff are removing soiled gloves and
decontaminating their hands after catheter care and before providing other care for that
resident.

2. All residents with foley catheters were reviewed and observed by nursing supervisors to
assurc catheter care was being provided as per the facility’s policy including cleaning
from the meatus downward, coiling and securing with tape or a Cath Secure. These
observations included assuring staff was removing dirt gloves and decontaminating thejr
hands & applying clean gloves prior to doing other care. There were no other skin
irnpairment around the meatus of any of the residents with catheters and no irregularities
in care according to the facility policy were found.

3. Anin-service was conducted immediately by all Nursing Supervisors with all nursing
staff prior to staff working to review the facility’s policy on catheter care including and
emphasizing cleaning from the meatus downward, coiling and securing appropriately
with tape or Cath Secure. The importance of properly documenting on admission all
impaired skin issues was emphasized. A follow-up in-service was conducted by the
DON with al] nursing staff on December 10, 2013 again emphasizing cleaning from the
meatus downward, coiling and securing foley catheters with tape or Cath Secures after
providing catheter care as per policy. Included in this in-service was the importance of
documenting correctly all skin impairment on admission and removing dirty gloves,
decontaminating their hands and applying clean gloves prior to providing other care.

4. The CQI Committee designees will select two residents per observation with foley
catheters to observe catheter care being provided along with the catheter tubing being
coiled and secured as per the facility’s policy. The designee will also assess if the
weekly/admission skin assessment included all areas of impaired skin integrity. These
observations will be done weekly for 8 weeks then monthly for one quarter. Any
concerns will be corrected immediately and reported to the CQI Committee for further
follow-up and review.

5. Completion Date: December 18, 2013.

Received Time Nov. 29, 2013 4:20PM Ne. 2067
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1. Resident #3 has had a dose reduction of his antipsychotic (Risperdal) from 0.5 mg BID to
0.25 mg BID. Initially his attending MD had added the diagnosis of “Psychosis® when
asked for an indjcation for the antipsychotic. The MD has now added the diagnosis of
“Schizoaffective Disorder.”

2. All residents receiving an antipsychotic medication was reviewed by the consulting
pharmacist for an appropriate indication/diagnosis for the use of the antipsychotic alon g
with periodic dose reductions. All residents getting antipsychotics had an appropriate
indication/ diagnosis and periodic dose reductions as requested by the RPh monthly as he
evaluates the use of medications, the need for possible reductions, and make
recommendations to the physicians as indicated.

3. Anin-service was conducted on December 10, 2013 by the Director of Nursing with all
nurses (LLPN’s and RN’s) regarding antipsychotics and appropriate diagnoses/ indications
for their use along with the facility policy titled “Protocol for Review and Reduction of
Psychoactive Medications.” Also an in-service was conducted by the Chief Pharmacist
on November 27, 2013 with the Consulting Pharmacist to review the facility the facility’s
policy titled “Protocol for Review and Reduction of Psychoactive Medications.” The
importance of following up with the attending MD for lack of indication/diagnosis was
stressed.

4. The CQI Committee designees will review 5 charts per week for one month then monthly
for one quarter for appropriate indications/diagnosis for antipsychotic/psychoactive
drugs. Any irregularities will be addressed and corrected immediately and reported to the

CQI Committee for further follow-up and review,

5. Completion Date: December 18, 2013.

Received Time Nov. 29, 2013 4:20PM No. 2067
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Hazard Health and Rehabilitation Center, Inc.
Annual Survey November 5-7, 2013
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1. The attending MD of Resident #17 has been contacted again regarding a dose reduction
for his anti-anxiety medication. The MD does not agree he is a candidate for reduction at
this time his past history of combativeness & will still have episodes of resisting care &
becoming combative.

2. All residents getting anti-anxiety medications have been reviewed to assure their MD"s
have been quarterly and PRN asked to consider a dose reduction of their anti-anxiety
medications. All residents getting antj-anxiety medications did have quarterly and PRN
dose reductions addressed or the staff/ Registered Pharmacist notified the MD and asked
for a reduction as per the Pharmacy Drug Regimen Review Policy.

3. An in-gervice was conducted on December 10, 2013 by the Director of Nursing with all
nurses (LPN’s & RN's) to review the facility’s policy titled “Pharmacy Drug Regimen
Review Policy.” The quarterly and PRN periodic reduction of anti-anxiety medications
was stressed. Also the Chicf Pharmacist in-serviced the Consulting Pharmacist on
November 27, 2013 on the policy titled “Pharmacy Drug Regimen Review Policy.”

4, The CQI Committee designees will review 5 charts per week for one month then monthly
for one quarter to assure dose reductions are addressed periodically. Any irregularities
will be addressed and corrected immediately and reported to the CQI Committee for

further follow-up and review.

5.. Completion Date: December 18, 2013

Received Time Nov. 29, 2013 4:20PM No. 2067
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WNAME QF PROVIDER OR BUPPLIER ?HJR d

K 00G | INITIAL COMMENTS ' K000

CFR: 42 CFR §483.70 (&)

BUILDING: 01
PLAN APPROVAL; 1985
SURVEY UNDER; 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type lil
(000) '

SMOKE COMPARTMENTS: 10

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Two Type |l dlesel
generators :

A life safety code survey was Initiated and
conciuded on 11/05/13. The findings that follow
demonsirate noncompliance with Title 42, Code
of Federal Regulations, 483,70 (a) et seq (Life
Safety from Fire). The facility was found not to be
in substantial compliance with the Reguirements
for Participation for Medicare and Medicaid,

Deficiencies were cited with the highest
deficiency identified at "D" level,

K 029 | NFPA 101 LIFE SAFETY CODE S§TANDARD K029 (SEE ATTACHED) 12-18-13
3&=D
One hour fire rated conetruction {with % hour

LABORATORY DIRECTOR'S OR PROVIDER/SUFPUER REPRESENTATIVE'S SIGNATURE TITLE %) DAT
» .
L

- Men) T 1429 /13
Any deflziency statement ending with an asterisk () ddnotefs 5 deﬂﬁiency which the inztitution may b6 exeusad fror sommacting praviding 4 is deternined that / /
other safeguards provide tufficient protection to the patients. {See inatructions.) Except for nursing homes, the findinga stated above are disclosable 90 gays

fallowing the date of survey whether or not a plan of correction is provided. For nursing homas, the above findings and plans of correction are disciosable 14

days following the date these documents are made available to the facility, if deficiencias are cited, an approved plan of corraction it reguisite 1o continued

program patticipation.

If. cortinustion sheat Page 1 of 6
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X4 ID SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FLALL
TAG REQULATORY OR LEC IDENTIFYING INFORMATION

o] PROVIDER'S PLAN OF GORREGTION oy

PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APFROPRIATE onte

REFICIENCY)

K 028 | Continugd From page 1

fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the spproved automatic fire extinguishing system
option is used, the areas are seperated from
other spaces by smoke resisting partitions and
doors. Doors are self-cloaing and nen-rated or
field-applied protective plates that do not excead
48 inches from: the hottom of the door are
permitted,  19.3.2.1

This STANDARD iz not met as evidenced by
Baszed oh abservation and interview, the facility
failed to maintain bazardous areas by NFPA
standards. This deficient practice affected one of
tan smoke compartments, staff, and
approximately eight residents. The facility has
the capacity for 200 beds with a census of 191 on
the day of the survey,

The findings include:

During the Life Safety Code tour on 11/05/13 at
11:18 AM, with the Diractor of Maintenance
(DOM), an approximate 3 x B-inch hole was
observed in the ceiling access pang! Iocated in
the Mechanical Room in the 300 Wing of the
facility. Holes, gaps, and other unsealed
penetrations in hazardous areas are reguired to
be properly sealed to help prevent the spread of
fire/smoke to other areas of the fadllity in case of
fire, :

An interview on 11/05/13 at 11:18 AM, with the
DOM revealed he was aware of this requirement;

K029

FORM CMB-2567(02-88) Previous Varslons Obsolete Event |D: BLIOS21
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K 028 | Continued From page 2 K 02¢
however, he was unaware of the hole in the
acoess panel,

The findings were revealed to the Administrator
upor exit on 11/05/13. ‘
K 045 ! NFPA 101 LIFE SAFETY CODE STANDARD K045, (SEE ATTACHED) 12-18-13
§8=D ‘
llumination of means of egress, including exit
dissharge, is arranged so that failure of any single
lighting fixture (bulb) will not leave the area in
darkneas. (This does not refer to emergency
lighting in accordance with section 7.8.)  19.2.8

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
falled to maintaln exterior exit lighting in
accordance with NFPA standards. This deficient
practice affected one of ten smoke
compartments, staff, and approximately 18
residents. The fecility has the capacity for 200
beds with a census of 181 on the day of the
survey.

The findings include:

During the Life Safety Code survey on 11/06M13,
at 11:30 AM, with the Director of Maintenance
(DOM), an exterior light outside the 200 Wing exit
door was observed not to have any bulbs. Exits
are required to be illuminated to the public way.
An interview with the DOM on 11/05/13, at 11.30
AM, ravealed he was aware the exit needed
lighting; however, he was not aware the bulbs
were missing from the fixdure.

FORM CMS-2567{12-68) Praviaus Veraions Ohsslete Event |D; BUDS21 Faciity ID: 100463 If continuation sheet Page 2 of §
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The findings were revealed to the Administratar
upon axit on 11/056/13, .

K 147 | NEPA 101 LIFE SAFETY CODE STANDARD K 147| (SEE ATTACHED) 12-18-13
88=1 ‘
Electrical wiring and equipment is in accordance
with NEPA 70, National Electrical Code. 8.1.2

This STANDARD is not met as evidenced by.
Based an obsarvation and interview, the facllity
falled to ensure that alectrical power strips were

being used in an approved manner. This
deficient practice affected three of ten smoke
compartments, staff, and approximately 66
residerts. Tha faciilty has the capacity for 200
beds with a census of 191 on the day of the
sUrvey.

The findings Include:

During the Life Safety Code survey on 11/05/13,
@t 12:05 PM with the Director of Mantenance
(DOM), a suction pump was observed to be
plugged into a multi-outiet adapter (power strip} In
resident roomn 106. Generally, power strips with
surge protection may be used for resident TVs,
computers, radios ete., on en as needed basis
but not to be used with medical equipment or
high-draw appliances to help prevent against
electrical shock and fire.

During the survey resident rooms 112, 113, 118,
and 118 were aiso observed to be using medical
equipment with power strips.

© FORMM CMS-2587(02-09) Praviais Viersions Obavlete Eugnt IR BUOS21 Facllity 1D 100482 if continuation sheet Pege 4 of §
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Continued From page 4

An interview on 11/05/13 at 12:05 PM with the
DOM revealed he was aware power strips could
not be used with medical equipment; however, he
was not aware that one was being used in the
resident's room,

The findings were revealed to the Administrator
upon exit on 11/06/13,

Reference; NFPA 89 (1999 Edition).

3-3212D

2 Minimum Number of Receptacles, The
number of receptacies shall be determined by the
Intended use of the patient care area, There shall
be sufficient recepiacies located s0 as to avoid
the need for extension cords or muttiple outlet
adapters.

K 147
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The hole in the ceiling access panel in the Mechanical Room on the 300 Unit has been
repaired/replaced.

All fire barriers/walls were inspected and no other holes/penctrations wete noted.

An in-service was conducted on December 5, 2013 by the Adminisirator with all
Maintenance employees. The in-sexvice included a review of Life Safety from Fire
Regulation regarding fre/smoke barriers and the importance of maintaining all firc
walls/bartiers. Also an inspection of all fire walls will be added to their weckly check Jist
{0 be checked weekly and as needed foll owing work completed by outside contractors.

The CQI Committec designees will visibly check all fire walls weekly for one month then
monthly for any penctrations. All irregularities will be addressed/repaired immediately

and then reported to the CQI Committee for further follow-up and review.

Completion Date: December 18, 2013.

Received Time Nov. 29. 2013 4:35PM No. 2073
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. The light outside the 200 Unit exit door was replaced immediately.

—

9. All other exterior exit lights were inspected with no others missing ot not iltuminating a
public area.

3. An in-service was held December 5, 2013 by the Administrator with all Maintenance
employees. It was stressed that all exterior lights leading to a public area are to be
illuminated. Also exterior lighting inspections will be added to their weekly check lists.

4, The CQI Committee designees will inspect all exterior lights for illumination weekly for
one month then monthly for one guarter. All concems will be corrected immediately and

reported to the CQI Committee for further follow-up and review.

5. Completion Date: December 18, 2013.
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Hazard Health and Rehabilitation Center, Inc.
Annual Survey November 5-7, 2013
Plan of Correction
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1. The multi-outlet adapters in Rooms 106, 112, 113,116, and 118 have been removed and
all medical equipment is being plugged directly into electrical wall outlets.

2. All rooms were inspected and all medical equipment are now plugged directly into
electrical wall outlets.

3. An in-service was conducted by the Administrator on December 5, 2013 with all
Maintenance employees regarding not using multi-outlet adaptors with medical
equipment. Also an in-service was conducted by the DON on December 10, 2013 with
all other staff regarding not using multi-outlet adaptors with medical equipment.

4. The CQl Committee designees will monitor all resident rooms for the use of multi-outlet
adaptors weekly for one month and monthly for one quarter. Checking for all medical
equipment to be plugged directly into wall outlets will be placed on Maintenance Weekly
Rounds Sheet. All concerns will be immediately corrected and then reported to the CQI
Committee for further follow-up and review.

5. Completion Date: December 18, 2013.
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