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(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and If
known, notify the resident's legal representative
or an interested family member when thera Is an
accldent involving the resident which results in
injury and has the potential for requiring physician
Interventlon; a significant change in the resident's
physical, mentat, or psychosocial status {l.e., a
deterioration in heaith, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly {l.e., a nead to discontinue an
existing lorm of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to {ransfer or discharge
tha resident from the facllity as specified in
§483.12(a).

The facliity must also promptly notify the resident
and, if known, the resident's legal representative
or interested family mermber when them is a
change In room or roommate assignment as
specified In §483,15(e)(2); or a change in
residant rights under Federal or State law or
regulations a8 speciiad In paragraph (b){(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's

interest against the facility}
the Administrator or any
employees, agents, or other
individuals who draft or may
be discussed in this reasponse
and plan of correction. In
addition, preparation of this
plan of correction does not
constitute an admission or
agreement of any kind by the
facility of the truth of any
facts alleged or see the
correctness of any allegation
by the survey agency.
Accordingly, the facility has|
prepared and submitted this
plan of correction prior to
the resclution of any appeal
which may be filed solely
because of the requirements
under state and federal law
that mandate submission of a
plan of correction within {10y
days of the survey as a
condition to participate in
Titlel8, and Title 19
programs. The submission of
the plan of correction within
this timeframe should in no
way be construed or considerﬁd
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F 000 | INITIAL COMMENTS F Q00
Submission of this plan of
tion is not a legal
A Recertification Survey and Abbreviated Survey correc .
(KY#22936) wes conducted on 03/24/15 through adnisaion that a daficlency o
03127/15 with deficiencles cited at the highest exists or that this statemen
scope and severity of an "E". KY#22838 was of deficiency was correctly
substantiated with deficiencies cited. cited, and is also not to be
F 157 | 483.10(b){11) NOTIFY OF CHANGES F1s7| | construed as an admission of

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFR!
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Any deficiency statement ending with an asterisk {*) dnotes a deflg;my which the Instliution may be excused from corracting providing it [s detarmined that
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other safeguards provide sufficlent protaction to the patients . {Sae insiructions.) Excepi for nuraing homes, the findings stated above are disclosabla B0 deys
following the date of survey whether or not a plan of correction s provided. For nursing homes, tha above findings and plans of corraction ara disclosable 14
days following tha date thess documents are made avallable o the facilly, if deficlencies are citad, an approved plan of comrection is requisits to continued
program participation.
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as an agreement with the ]
F 157 | Continued From page 1 F157| | allegations of noncompliance :
or admissions by the facility}
legal represantative or interested family member. RIS e e S
constitutes a written
This REQUIREMENT is not met as evidenced allegation of submission of
by: substantial compliance with
Based on interview, record review and facility Federal Medicare Requirements|.
policy raview, it was determined the facility failed
to notify the physician of the need to alter F157 Wk
treatment for two (2) of sixteen (16) sampled The physician was notified of
residents (Resident #0 and Resident #3), the medication error for
Resident #9 was ardered a "now” dose of resident # 9 by the Unit
Decadron (corticosteroid) on 03/04/15 and the Manager on 03/05/2015. On
facllity failed to notify the physician when the resident #3 the physician wag
medication was not administerad. Resldent #3 netified of the daughters
was diagnosed with a rash on 03/03/15 and refusal for the dermatology
medicatlon and treatment was ordered for five (5) consult on 03/25/2015 by the
days. Tha resident was re-assessed on 03/11/15 Unit Manager. A new
and new orders were abtained for topical dermatologist was found and
ointment and a referral was ordered for the agreed upon by the family and
resident to ses a dermatologlat. On 03/24/16, the an appointment has been
resident continued to hava visible signs of itching scheduled for 4/28/15.
and there was no documented evidence that the 2. The Director of Nursing,
consult with the dermatologist had been obtained Assistant Director of Nursing
ar tlhat the physician had been updated on the or Unit Manager will completd
rasident's condition. an audit of all current
. resident’s physician orders
Tha findings Include: for the past thirty days to
Interview with the Directive of Nuraing, on dege tmine if all igzygiiiagz
03/27/15 at 11:30 AM, revealed the facility does ;’ge:ii f‘;gze a:aig oy ey y
not have a policy specific to physician notification, completed will have physiciad
Review of the facility's Medication Administration notification and further
Policy, not dated, revealed the physician shouid direction. This will be
be notified of changes In condition related to the completed by May 10 2015.
medication regimen (Improvement or decline), 3. All licensed staff will bg
re-educated on notification of
1. Record review revealed the facility admitted the physician if they are
Resident #9 on 11/20/13 with dlagnosas which
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Included Anxlety, Hypothyroidism, Hypertension
and Conjunctivitis.

Review of a Physician’s Order Sheet, dated
03/04/15 at 2:25 PM, ravealed a telaphone order
for Decadron 4 milligrams (mg) intramuscular
{IM) now.

Review of Nursag Note, dated 03/04/15 at 5:08
PM, revealed the physician was notified the
resident had a rash to upper chest, arms and
iegs. New orders were recelved for Decadron 4
mg iM now, Medrol dose pack and Zyrtec 10 mg
by mouth for seven (7) daya. Further review of
the Nurse's Note revealed the Decadron was not
in the Emergency Drug Kit (EDK), so the
pharmmacy was notifled the Decadron was needed
stat.

Review of the March 2015 Medication
Administration Record (MAR) revealed the now
dose of Decadron 4 mg IM was not administered
untl 03/05/15 at 6:30 PM, after discovery of the
omissian by the Unit Manager.

Revlew of the Medication Emor form, dated
03/05/15, revealed the now dose of Decadron
was noled raceived from the pharmacy and was
not given as ordered. Further review revezaled
Resident'#9's physician was notified of the error
on D3/05/15 at 3:00 PM by the Unit Manager.

Post survay intarview with LPN #4, on 04/10/15 at
9:32 AM, ravealed she had been notified by other
staff that Resident #9 had a rash and when she
assessed the resident, the residant was digging
and scratching at his/her skin. LPN #4 stated she
then phoned the physlclan and recaived new
orders to administar a now dose of Decadron 4
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unable to follow physician
F 157 | Continued From page 2 F 157| | orders including

Assistant

determine
have been
unable to
physician
physician

Assurance

Assgurance

consultations. This education
will be conducted by the
Director of Nursing, Assistant
Director of Nursing or Unit
Managers and will be completeﬁ
by 05/10/2015 with no license
staff working after 05/10/201%
without having receiving this
re-education.

4, The Director of Nursing,

or Unit Manger will audit five
resident’s medical records pet
week for twelve weeks to

results of these audits will
be reviewsd with the Quality

for at least three months.
Anytime concerns are
identified the Quality

convene to review and make
further recommendations, The
Quality Assurance Committee
will consist of at a minimum
the Directer of Nursing,
Administrator, Dietary
Services Manager, Social
Services Director and
Maintenance Director with the
Medical Director attending at
least Quarterly.

Director of Nursing

if physician orders
carried out and if
carry pout the
orders that the

was notified. The

Committee monthly

Committee will
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mg IM. LPN #4 revealed she checked the
Emergency Drug Kit (EDK) and there was no
Decadron In the box so she faxed the order to the
pharmmacy and followad up with a phone call. She
stated she spoke with a famale at the pharmacy
and notified her that she needed the Decadron
stat and the famale asked If it could be delivered
with the nine (8) PM medications. LPN #4
revealed she told the female she needed the
medication stat. LPN #4 stated the medication
had not arrived by the time her shift ended at 7:00
PM so she reported that to the oncoming staff,
LPN #4 stated she was not aware the medication
was hot delivered untll the next day until
approximately a week later. The LPN ravealed
she did not notify the physician before she laft
that the medication had not been received. She
stated, "l should hava called the pharmacy before
I left".

Intarview with Unit Manager, on 03/26/15 at 2:00
PM, revealed the original nurse on duly recslved
the arder from the physician and she faxed and
called the pharmmnacy to let them know the
medication needed to be sent to the facility stat
for administration. Tha Unit Manager stated the
med|cation was not kept in the EDIC, The Unit
Manager revealed the dose should have been
recelved within an hour; however, the medication
wasn't raceived by the facllity untit 03/05/15 (next
day). Tha Unit Manager administered the
Decadron at 6:30 PM on 03/05/15.

Interview with Residant #8's Physician, on
03/26/15 at 2:52 PM, revealed she was not
notified of the delay in giving the now dose of
Decadron. The Physiclan stated the facility
should have obtalned the medication from
another source, If needed, The Physician
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revealed she expected the medication to be
administered in a timely manner. and o ba
notified the condition of the resident's rash. The
physlcian stated the resident was "suffering” with
a rash,

2. Record review revealed the faciiity admitted
Resident #3 on 04/15/09 with diagnoses which
included Hypertension, Anxiety, Alzheimer's
Disease, and Rash. Review of the quarterly
Minimum Data Set (MDS) assesament, dated
03/05/15, revealed tha facility Identified the
resident's cognitive status as severely impalred
with a Brief Interview of Mantal Status (BIMS)
score of "89" which indicated the resident was not
Interviewable,

Review of the Change of Conditlon Process
policy, last revisad 09/2013, revealed an staff
should notify the physician Immediately of any
symptom, sign or apparant discomfort that is
acuta or sudden In onset, and if there is 8 marked
change (ie more savera) in relation to usual
symptoms and signs, or it is unrelieved by
imeasures already prescribed.

Review of a Nursing Note, dated 03/03/15 at 5:15
PM, revealed Resident #3 was diagnosed with a
rash on 03/03/15 and ardered an oatmeal bath
dally for five (5) days and Benadryl
{antihistamine) 25 milligram (mg}, one pill by
mouth (FO) three times (tid) a day for ten (10}
days.

Review of a Physician Order, dated 03/11/15,
revealed tha physician was notified on 03/11/15 of
continued rash and new orders were obtained for
a topleal ointment and a referral was ordered for
the resident to see a darmatologist.
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Continued From page §

tnterview with Registered Nurse (RN) #2, on
03/25/15 at 8:30 AM, ravealed ha called the
dermatologlst office to schedule the appointment
on 03/13/15, and was {old the provider was not
able to bill the resident's insurance. He stated he
talked with the resident's daughter, naotified her of
the problems with scheduling the appolntment,
and sha wanted to look for ancther medical
provider on her own. He continued to reveatl he
was waiting for a response from the resident's
daughter before he notifisd the medical provider,

Review of Resident's medical record revealed
thera was no documented evidence that the
resident's physiclan was notified that the consult
with the demmatologist had not been obtained,

Observation on 03/24/15 at 41:30 AM, and agaln
on 3/25/15 at 10:30 AM, revealed Resident #3
was vislbly scratching legs and lower back and
buttocks while sitting up in geri-chair In the
hallway. On 03/24/15 at 1:35 PM, a skin
assessment was completed on Resident #3, and
ravealed multiple red raised areas to the upper
and lower extremities, trunk and buttocks.
Further observation revealed there were visible
areas of red scratch marks noted on the hips and
buttocks.

Interview with Assistant Director of Nursing
(ADON]), on 03/24/15 at 2:20 PM, revealed she
was aware the residant had a rash for a couple of
weeks, She stated an appolntment was
scheduled with the Dermatologlst but was
cancelled because they were unable to bill the
resident's Insurance and she was not sure what
the resident's daughter wanted to do. She further

reveeled she was unaware of any ofher

F 157
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Intervention in placa other than tha topical
olntment for the rash.
Interview with the Director of Nursing (DON}, on
Q3/24/15 at 8:05 AM, revealed she was not aware
the appointment was cancelled for the residant to
see the Dermatologist. She stated they needed to
find a dermatologist that will accept the residents
health insurance. She further revealed they were
walting for the resident's daughter io contact
them related to scheduling an appointment.
Interview with Resident #3's Physician, on
03/25/15 at 11:45 AM, revealad he was not aware
the ointment was not effeclively treating the rash.
He further stated that the resident could be
placed on an oral medication for itching If It was
necessary, He continued to reveal he had not
been updated on the residents condition and
should have been updated if the treatment was
not working. He also revealed he was not aware
ihe dermatologist consult had not been scheduled
per his order. F241
F 241 | 483.15(s) DIGNITY AND RESPECT OF F 241 1. The nails of unsampled N3
§5=D | INDIVIDUALITY resident B were cleaned
and trimmed by the MDS
The facility must promote care for residents ina A:sistant . 33/24 /2015,
manner and in an environment that maintains or The Geri chair for
enhances each resldent's dignity and respectin resident # 3 was cleaned
full recognition of his or her Individuality. on 03/25/2015
And the resident’s nail
ls REQUIREMENT Is not met as evidencad were cleaned and trimmec
Z;s @ oL me on 03/24/2015 by MDS
Based on obsarvation, interview, and review of Assistant. The Bed side
the facility's policy and procedure, it was commode for resident #
determined the facility failed to ensure care for . 14 was emptied and
residents in a manner and [n an environment that cleaned on 03/24/2015 by
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MDS Assistant.
F 241 | Continued From page 7 Fa24 o (L] 24/17/2315 tte £
maintalns/enhances resident's dignity and respect gss itantun 1?;33: grs
in full recognition of his/her individuality for two (2) Mggs C“g' dinat :-;, d tl’n
of sixteen sampled residents {Resident #3 and °°§ tnator r @ let da
Resident #14) and one (1) unsampled resident MDS Assistant complete
(Unsampled Resident B). an audit of all
resident’s wheel chairs
The findings include: or geri chairs and
finger nails to identifly
Review of facility's Dignity Policy and Procedure any that were unclean o
which was chapter one (1), "OBRA-Requirad naills that needed .
Actions to Promote Dignity and Privacy”, out of trimming. Any identifie
{Mosby's Textbook for Long-Term care Nursing had the chair cleaned
Assistants) fifth edition, revealed that nursing immediately and or nall
centars must cara for rasldents in a manner that cleaned and trimmed
promotes dignity and self-esteem. immediately. An audit off
all Bed Slde commodes
1. Record review revealed the facility admitted was completed on
Unsampled Resident B on 01/27/15 with 03/25/2015 by the MDS
diagnoses which inciuded Pleural Effusion, Assistant to identify
Encephalopathy, Hypertansion, Esophageal any that were unclsan,
Reflux, Dementia NOS, Hyperlipidemla, Thyroid needed emptying or had

Disorder, Open wound of buttocks, and Deificient an odor. Any identified

Anemia. Review of the Admission Minlmum Data were immediately empt :Leld

Set (MDS) assessment, dated 02/03/15, revealed and or cleaned.

the facllity assessed the resident's cognition as 3. On 04/13/2015 the

severely impaired with a Brief Interview of Mental g -

Administrator re
Status (BIMS) scors of "4" Indicating the resident

educated the Department
was not interviewable. In addition, the resident

Heads consisting of th

required the extensive assistance of two (2)

Director of Nursing, the

persons physical assist needed for persanal " P

hygiene cares. Assistant Director o

Nursing, the Unit

Observation of Unsampiaed Resident B, on Managirs , MDS -

03/24/15 at 1:55 PM, revealed he/she had long LIRSSt AL AL

dirty finger nails to both hands. Assistant, Social

Service Director, Staff

Interview with Certlfied Nurse Aide (CNA) #8, on Development Coordinatox,

03/27/15 at 7:50 AM, revealed expectations for Dietary Services

nall care were for nalls to be frimmead, cleaned
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and/or filad as needed because residents eat with
thelr hands. She further stated nail care was
supposed to have begn done on bath days and
whenever necessary.

Interview with CNA#2, on 03/27/15 st 7:55 AM,
ravealed expectations for nall care was it should
have been checked daily for need and dona on
bath daya,

Interview with Unit Manager Licensed Practical
Nurse (LPN) #1, on 03/24/25 at 2:00 PM,
ravealed nall care should have been done with
showars and the charge nurses and unit
managers were responsible to ensure nail care
was completed, LPN #1 stated she expacted the
residents to have had nall cere with each shower
and or bed bath along with as needed in between
shower/bath days.

Interview with Director of Mursing (DON), on
3126/15 at 1:00 PM, revealed he/she expected
routing nail care to be done on all resldents. The
DON statad all nurses, unit managers, and
administrative nurses should check and make
sure nall care was belng done. The DON
revealed nall care was absolutely very important
and ghould hava bean done routinely without
exception unless there had been a
contraindlcation or physician's order not to
perform nall care.

2, Record raview revealed the facility admitted
Resident #3 on 04/15/09, with diagnoses which
included Hypertansion, Anxiety, Alzheimer's
Dissase, and Rash. Review of the quarterly
Minimum Data Set (MDS) assessmant, dated
03/05/15, revealed the facllity identified the
resident's cognitive status as severgly impaired
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Records Coordinator on
conducting room rounds
on assigned residents tp
include checking
cleanliness of chairs,
fingarnails and that bed
gide commodes are
emptied timely. The
Department Heads will
conduct rounds five
times per week to
identify any concerns
with nail care, unclean
chairs or bedside
commodes not clean or
empty. The results of
these rounds are
reviewed during the
morning meeting. All
current nursing
assistants will be re-
educated by the Director
of Nursing, Assistant
Director of Nursing or
Unit Managers on
completing nail care on
shower days as well as
emptying/ rinse bedside
commodes on each round.
All night shift nursing
assistants will be re-
educated on the cleaninyg
schedule for wheel
chairs and geri chairs.
4. The Administrator will
audit 10 residents per
week for twelve wegks tp
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with a Brief Intenview of Mental Status score of
*98" which indicated the resldent was not
interviewable.

Observation of Resident #3, on 03/24/15 st 9:35
AM, revealed the resident was in a geri-chair
reclined, with the chalr alarm visible on back of
chair, physically laaning to the left with pillow
under lefl side. There was faclal hair visible to
the chin and cheek area and his/her finger nails
were long with a visible yellow substanca under
hisfher nails. Further observation revesled a
large amount of brown drisd substance to both
sldes of the chair and on the right chalr arm .

Observalion of Resident #3, on 03/25/156 at 7:36
AM, revealed the was resident in the geri-chalr In
the main dining room at the dining table. Further
observation ravealed the geri-chair continued to
have visible solled areas to aach side and on the
hand rests and the resident's nails remained long
with visible substance under nalls.

interview with Licensed Practical Nurse (LPN) #5,
on 03/27/15 at 7:50 AM, revealed she knew the
resident's wheelchair was washed down last
Wednesday with a bleach wipe bacause she
asked the staff to do it. She stated the chalr
looked “nasty” at that time. She revealed she had
ngt seen them clip his/her nalls and understands
why that could be a problem for the resident
related to Infection control Issues and
Bppearance.

Interview with Registered Nurse (RN) #5, on
Q3/27/16 at 11;30 AM, revealed thera was a chair
cleaning schedule in the shower room and the
Certified Nursing Assistants {CNA'S) were
supposed to clean the chairs according to the

concerns with nall carej
clean chairs and
emptying of bedside
commodes., The results of
these audits will be
reviewed with the
Quality Assurance
Committee monthly for af
least three months.
Anytime concerns are
identified the Quality
Assurance Committee wilfl
convene to review and
make further
recommendations’.
Quality Assurance
Committee will consist
of at a minimum the
Diresctor of Nursing,
Administrator, Dietary
Services Manager, Sociafll
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.

The
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schedule. She stated she had not clipped the
resident's nalls and continuad to state *l need to
keep on top of that", She was not aware when
the last ime the resident's chair had been
cleaned.

Interview with RN #4, on 03/28/15 at 8:45 AM,
revealed there was not a speclfic site on the
resident's Treatment Flow Sheet for nail care.
She stated when the staff conduct the rasident's
scheduled body audit the nails should be
monitored and documented on the skin
assassment flow sheet, RN #1 revealed she
realized the importance of nail care due to the
rasident’s frequent scratching as well as his/her
appearance. She stated the resident remains in
the gerl-chair all the time and was not placed In
the bed st night at the resident’s daughters
request. She further revealed the Unit Manager
was raspongible to do audits of tha Medication
Adminlstration Records (MAR's) and the
Treatment Administration Recorda (TAR'S) as
well as skin assessments fo ensure care Is beling
provided,

Interview with RN #2 Unit Manager, on 03/26/15
at 5:00 AM, reveeled he was not aware Resident
#3's gerl-chair was visibly dirty and his/her finger
nalls needed trimming. He stated nail care
should be addressed with bathing and skin
assessments weekly and the care of nails and
shaving should be completed with baths. He
further revealad ha expected the staff to complete
nall care and shaving during the bath or for staff
to notify their charge nurse If they were unable to
complete the assignment. He further stated the
eleven to seven (11-7) shift is responsible for
cleaning the wheelcheairs and gerl-chairs,
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Interview with Housekeeping Suparvisor, on
03/26/15 at 10:05 AM, revealed the 11-7 shift was
responsible to keep the wheel chairs and gerl
chairs clean. She stated the facility has a system
in place where each resldent is assigned a Caring
Partner to go into the resident's room each
moming and laok at the resident's environment
as well as the resident to make sure tha
resident's cara needs are being met.

Interview with Director of Nursing {DON), on
3/26/15 at 12:40 PM, revealed the Caring
Partners are administrative staff that are
assigned to a group of residents and they are
expected to make rounds on the residants each
moming before moming meeting. She stated
they are expected to check tha resident's room
for safety lasues, dignity lssues,environmental
concams, claanliness of the resident, and
grooming needs of the resldent. She revealed
thay have a check shaet that Is filled out each
moming during their tour of rooms. She stated
she would have expected the resldents caring
partnar fo have identified any concern and either
fixed the problem or reported It to the appropriate
staff, She further stated if the caring partner was
a clinical staff member she would have expeciad
them to have clipped the residants nails or
performed whatever service that was needed at
the time.

3. Record review reveated the facility admitted
Resident #14 on 02/02/15 with diagnoses which
included Intertrochanteric Fracture, Chronic
Kidney Digease, Dlabetes Mellitus Type W,
Hypertension, Difficuly in Walking. Review of the
Admission MDS assessment, dated 02/09/15,
ravealed the facility identified the resident as
belng cognitively Intact with a Briaf Interview for
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Mental Status (BIMS) score of fifieen (15) which
indicated the resldent was Interviawable. Further
raview revealed the facllity identifiad the resident
was frequently Incontinent of bowel and bladder
and required two (2) parson physical asslst for
transfer, bathing, grooming and tolleting
assistance,

Observation of Resident #14, on 03/24/15 at 8:00
AM, revesled the resident was laying in bed on
hisfher back, face was flushed, and the call light
was in reach. Further obsarvation revealad a
commode chair at the resident's bedside with
visible urine In the bucket.

interview with Resident #14, on 03/24/15 at 2:00
AM, revealed the resident had used the
commode chair last night and it had not been
emptied. He/She stated the room smelled like
urine and hefshes wished they would empty It. The
resident revealed he/she was golng to be
discharged on Saturday and could not walt to get
home.

Interview and observation of Resident #14 on
03/24/15 at 2:10 PM, ravealed the commode
chair remained at the bedside with visible urine in
the bucket. Upon entering the resident's room =
urine odor was detected. Resident #14 stated
“they have not emptied my pot today", The
resident stated he/she only used the bedside
commaode at night because during the day he/she
goes to the bathroom,

Interview and Observatlon of Resident # 14, on
03/25/15 at 9:40 AM revealed the commode chair
remalned at the bedside with vigible urine In the
bucket and the room continued to have a
detectable urine odor. The resident revealed that
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he/she did not use it last nlght because of the
smell and the fact that it had old urine In it. She
stated it should be obvious that the bucket
needed emptying because of the smell, Resident
#14 continued to apoleogize for the urine odor in
the room.

Interviaw and observation of Resident # 14, on
03/28/15 at 9:10 AM, reveeled the bedside
commade remailned In the resident's room with
urine visible in the bucket. The rasident revealed
he/she had to use it last night because she was
afraid she would fall attempting to go to the
bathroom and that it had not besn emptied alli
week.

Further cbservation, on 03/26/15 at 9:30 AM with
LPN #8 who waa Resident #14's assigned caring
partner, ravealed the badside commeoda
remained at the resident's bedslde with visible
urine In the bucket. LPN #6 removed the lid to the
buckat and revealed contents to be half full urine.
Interview with Licensed Practical #6 at the time
ravealed she was Resident #14's assigned caring
partner. I.PN #8 siated some of her
responsibliities for the resident included making
sure things were put away, and the resident had
tollet paper, tissues, and paper towels in the
bathroom. LPN #8 revealed It was Important to
make sure any dignity issues were addressed,
incontinent pads were out of sight and that all the
equipment was clean and working properly. LPN
#8 stated she was not at work yesterday but she
checked the resident's room thls morning and
had no concerns.

Interview with Certified Nursing Assistant (CNA)
#3, on 03/27/15 at 8:35 AM, revealed they make

buddy rounds at the start and end of each shiit
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with off going staff to make sura each regident ls
clean. She continued to reveal that she did not
realize the commade chalr had been used.

Intarviaw with CNA #5, an 03/27/15 at 8:40 AM,
revealed she normally checks the rooms with
rounds. She stated the resident uses the
bathroom on our shift and she didn't realize the
commode chair had been used. She further
ravealed the resident uses the commade chalr at
night and the night shift should be checking the
commoda chair.

Interview with Director of Nursing (DON}, on
03/28/15 at 9:10 AM, revealed the nursing
assistants should have emptled the commode
chair. She continued to raveal thet the facllity has
staff assigned (Caring Partners) to each resident
to perform room checks each morning to ensure
the resident's neads are being met. She
continued to reveal they are instructed to make
sure the rooms are clean and odor free, dignity
issues and safety issues are dealt with. She
continued to reveal that if the assigned staff are
clinical staff her expectations wars they provide
the necassary service. Her expectation were they
also should hava realized the commeoda chalr had
not been emptied.

483.20(g) - (j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

F 278
8§8=D

The sssessment must accurately reflect the
residant's status,

A registered nurse must conduct or coordinale
aach assessment with the appropriate
participation of health professicnals.

F2#

F 278

F278
i. By 04/23/15 the

(IDT) consgisting of th
MDS Nurse, Director of
Nursing, Assistant
Director of Nursing,

interdisciplinary teamei

e

P}
COMPLETION
DATE

sl
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A registered nurse must sign and certify that the
assessment is compieted.

Each individual who completes a portion of the
assessment must sign and cerlify the accuracy of
that portion of the assassmant.

Under Madicare and Medicaid, an Individual who
wilifully and knowingly certifies a material and
false statement In a resident assessment is
sublect to a civil money penalty of not more than
$1,000 for aach assessment; or an Individual who
willfully and knowingly causes another Individual
to certify a material and false statement In a
resident assassment is subject to a civil money
penalty of not mare than $5,000 for each
assessment.

Clinical disagraement doas not constituta a
material and false statemant.

This REQUIREMENT la not met as evidenced
by:

Based on observation, interview, record review
and review of tha Resldent Assessment
instrument (RAI} Minimum Data Set (MDS) 3.0
User Manual, it was determined the facility failed
to ansure each resident was accurately assessad
to reflact their status for one (1) of sixteen (16)
sampled residents (Residents #1)

The findings include:

Review of the RAI MDS 3.0 Manual, revealed
when conducting an MDS Assessment staff were
to apeak with direct care staff from each shift who
had cared for the resident to determine his/her
needs. Continuad review revealed when

Services Manager,
Activity Director and
Director of Rehab: alon
with a nursing assistang
who cares for the
resident will review the
most recent OBRA MDS ang
Medical Record including
any current therapy
notes for resident # 1
and will evaluate the
current ADL needs of thf
resident to ensure that
the care plan meets the
needs of the raesident.
Any changes to the plan
of care will be made at
that time.

By 05/10/15 the IDT
along with a nursing
assistant will review
all current resident’s
most recent OBRA MDS andg
madical record including
any current therapy
notes to ensure the ADL
plan of care reflects
the current needs of thf
resident. Any needed
changes in the plan of
care will be noted on
the plan of care,

By 04/24/2015 the
Regional Reimbursement
Nurse will re-educate
the MDS Nurse and the
Assistant MDS Nurse on

LY |
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F 278 | Continued From page 16 F 278 review therapy
P documentation for ADL

raviewing records, Intarviawing staff and

coding when therap

observing the resident; staff conducting the MDS
Assessment must be specific when evaluating
each companent as listed in the Activities of Dally

4. The Regional

services are in place.

Y

the Manual ravealed for Section G, the Coding
Instructions revealed consider each spisode of

look back perlod and for the purpose of
completing Sectlon G, "facliity staf® pertains to
direct employees and facility-contracted
employees {e.g. rehabilitation staff, nursing
agency staff).

definition for "Walks In Corridor™: (how resident

“Locomotion On Unit" ; (how resident moved
between locations In his/her room and adfacent
corridor on the sama floor, If in whaal chalr,
self-sufficiency while in chalr).

Record review revealed the facility admitted
Resident #1 on 10/03/14 with diagnoses which
included Adjustment Disorder with Depression,

Pain Syndroma, Hypothyraldism, Hypertension,
Allergic Rhinitls, Esophageal Reflux, and
Gastronamy Status.

Review of a Quarterly MDS Assessment, dated
#1'a cognition as cognitivaly intact with a Brief
Interview of Mental Status (BIMS) score of "15"
which indicated he/she was Interviewable.

Review of Resident #1's Quartery MDS

Living (ADL) activity definltion. Further review of

the activity that occurred during the seven {7) day

Review of the RAI MDS 3.0 Manual, revealed the

walked in corridor on unit) and the definitions for

Chronic Obstructive Pulmonary Disease, Chronlc

02/21/15, revealed the facility assessed Resident

=

Reilmbursement Nurse wil
review five OBRA MDS pe
month for three months
to ensure that coding is
accurate based on the
medical record and any
current therapy
services. The results of
these audits will be
reviewed with the
Quality Assurance
Committee monthly for at
least three months.
Anytime concerns are
identified the Quality
Assurance Committee wil
convene to review and
make further
recommendations.
Quality Assurance
Committee will consalst
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager,
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.

La |

1=

The

Socigl

Assassmant, dated 02/21/15, revealed he/she did
not walk in comidor during the seven (7) day look
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back period (2/15/15 through 02/21/15) and
his/her lacomation on unit had been coded as
limited agsistance of one (1) person physical
assist.

Review of Resldant #1's Physical Therapy
Progress Report during the saven (7) day ook
back period (02/15/15 through 02/21/14),
revealed the resident ambulated daily times four
(4) out of seven (7) days with extensive
assistance of ane (1) person physical asslst;
however, this was not captured on the 02/21/15
MDS agsessment.

Interview with MDS Coordinator Licensed
Practical Nurse (LPN) #2, on 03/25/15 at B:40
AM, revealed the coding for ambulation and
locomotion for Section G of the MDS had come
from the Certified Nurase Aldes's (CNA)
dacumentation and he did not get information
regarding those areas from the therapy
department even for residents that wers in
therapy during the ook back perieds for the MDS
Assessments. He further stated that he was
unaware that therapy had progress notes on
residents during the laok back period that
listed/noted ambulaticn, locometion and
assistance given by members of the therapy
dapartment. He also stated he expected the
MDS Assessments to have been coded as
accurately as possible and to have reflected a
true status of the residants. He further stated he
needed to hava coordinated with therapy for
residents who had been in an MDS assassment
period to verify if therapy had pravided services
for any resident who had been in an MDS
Assessment look back period.

483.20(d), 483.20(k)(1) DEVELOP

F 278

F279

F279
1

. A care plan was

ifis

developed on 04/15/2015
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F 279 | Continued From page 18 F 279 Nursing for resident # p
related to the use of
§5=0D | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and ravise the resident's
comprehensive plan of care.

The facllity must develop a comprehansive care
plan for each resldent that includes measurable
objectivas and timatables to meet a rasident's
medleal, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be fumiahed to attain or maintain the resident's
highest practicable physical, mental, and
psychoscclal well-being as required under
§483.25; and any services that would otherwlse
be requirad under §483.25 but are not provided
due to the resident's exercise of tights under
§483.10, Including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidencad
by:

Based on observation, interview, record review
and raview of the facility's policy and procedure, it
was determined tha facility failed to develop and
initiate a care plan for two (2) of sixteen (16)
sampled residents, (Resident #2 and Resident
#8), The facility failed to develop a
comprehensive care plan for Resident #2 related
to the adminlistration of medication, digoxin and
monitering for signs and symptoms of digoxin
toxicity. In addition, the facility feiled to davelop a
comprehensive care plan for monitoring of the
madication Depakote for Resident #8.

Digoxin and monitoring
for adverse effects for
the use of medicatlons.
A care plan was
developed for resident
8 by MDS Nurse on
04/16/2015 related to
the use of Depakote and
monitoring for the
adverse effects of this
medication.

2. By 5-10-2015 the IDT
consisting of the MDS
Nurse, Director of
Nursing, Assistant
Director of Nursing,
Soclal Services
Director, Dietary
Services Manager,
Activity Director and
Director of Rehab: will
complete an audit of all
current residents to
determine if care plang
have been developed to
meet the needs of the
residents to include
medications and the
monitoring of adversa
affects of medications,
Any needed care plans
will be developed by tHe
IDT at that time.

3. By 04/24/15 the Regiongl
Reimbursement Nurse will
re-aeducate the IDT on
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The findings includa: e

Review of the facillty's pollcy and procedure titled,
“Guidelines for Resident Comprehensiva Care
Plan" dated 09/08, revealed the resident’s
comprehensive cara plan should be viewed as an
(nterdisclplinary appreach to managing the acuta
and chronic needs of the resident living In the
facllity, Further review ravealed the facillty should
develop care guidslines for Medical Dlagnoses
and practica standards that can be applied
broadiy o any resident with the associated
diagnoses.

Reviaw of Davis Drug Guide for Nurses, Tenth
Edition, pages 388-390, revealed nursing
implications for digoxin {medication used tc slow
the heart rate) included assessment to monitor
apical pulse for one (1) full minute before
administration. Additionally, digoxin should not
ba administerad and the physlcian should ba
notified if the apical pulse was less than 60 bsats
per minute (average adult heart rate is 60-100
beats per minute). Further review revealed
digoxin should be used cautiously in the geriatric
population and older aduits are at Increasad risk
for toxic effects of digoxin. In addition, dosage
requirements in the older adult may change and a
formerly therapeutic dose can bacome toxic.
Additionelly, older adults should ba observed for
signs and symptoms of toxicity which Included
abdominal pain, ancrexia {loss of appetite)},
nauses, vemiting, visual disturbances,
bradycardla {slow heart rate) and other
arrhythmias (irregular heart beat).

1. Record review revealed the facility admitted
Resldent #2 on 10/21/14 with diagnoses which
included Congestive Haart Failure, Atrial

medications.

The Regional
Reimbursement Nurse wil
raeview five Resident
care plans per month fo
three months to ensure
that care plans are
developed to meet the
neads ¢f the resident
and include monitoring
for side effects of
medications. The resultps
of these audits will be
reviewad with the
Quality Assurance
Committee monthly for ak
least three months.
Anytime concerns are
identified the Quality
Assurance Committee wil
convene to review and
make further
racommendations.
Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Sociajl
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.

=

H

=

The
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Flbrillation, Chronle Kidney Disease and .
Diabetes Mellitis,

Review of a Physiclan's Order, dated 10/23/14,
revealad Digoxin 0.125 milllgrams {mg) every
day.

Review of the Comprehensive Care Plan for
Residant #2, dated 10/21/14, revealed thete was
no intarventions documanted regarding the need
to obtain the resident's heart rate prior to
administration of digoxin and the need to withhold
tha digoxin If the resident's heart rate was less
that 60. Additlonal review revealed there was no
intervention to manitor the resident for signs and
symptoms of digoxin toxicity.

Review of the March 2015 Medication
Administration Record (MAR) revealed there was
no documented evidence staff should hold the
medication if the pulse was less than 60 beats
per minute. Additionally, there was no
documented evidence that staff should observe
for signs and symptoma of digoxin toxicity.

Interview with the Unit Manager, Registered
Nurse (RN) #2, on 03/28/15 at 12:30 PM,
revealad it was important to monitor for signas and
symptoms of digoxin toxicity and to monitor the
pulse befora administering the digoxin and this
should have been included In the resident's care
plan,

Interview with the Minimum Data Set {MDS)
Cacordinatar, LPN #2 on 03/27/15 at 11:10 AM,
revealed it was his responsibllity to develop the
Comprahensive Care Plan and to review and
update the care plan quarterly, and as needed to

ensure the care plan was individualized and
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comprehenslve to address all the resident’s
nursing care needs. He stated he did not develop
care plans for specific medications and as long
as the care plan stated somewhere “meds and
labs as ordered” he thought it was okay. He
staled he was aware of the need to monitor the
medication digoxin and it should have been in the
care plan,

Interview with the Director of Nursing (DON), on
03/28/15 at 2:25 PM, revealed medications which
needed monitoring should be included in the
comprehensive care plan. She further stated it
was her expactation, staff were to follow the care
plan.

Interview with the facility's Consultant Pharmacist,
on 03/27/15 at 10:40 AM, revealed signs and
symptoms of digexin toxicity could include cardlac
arrhythmias, slowing of the heart rate, yellowing
vision, slurred speach, and nausea and vomniting.
He further stated it wound be Important to monitor
the resident's heart rate before administration and
not to administer if the resident's heart rate was
{ess than 60 due the medications effect on
slowing the heart rate,

2. Record review revealed the facility admitted
Resldent #8 on 08/04/15 with diagnoses which
inciuded Congestive Heart Failure, Morbld
Obeslty and Epllepsy.

Review of the Physician'’s Order, dated 12/15/14,
revealed an order for Depakote Extended
Release 500 milligrams {mg) tablet, glve two {2}
tablets by mouth (PO) twice daily (BID).

Review of the Comprehensive Care Plan for

Resident #8, dated 03/31/15, revealed there were
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no intervention documented related to the
resident's Epilepsy diagnosis or any interventions
to monitor for signs and symptoms of seizures.
Further raview revealed there wera no
interventions documented regarding the need to
obtain Depakote levels or to monitor for signs and
syrptoms of drug toxicity.

Interview with Licensed Practical Nurse #7, on
03/26/16 at 3:15 PM, revaaled she was not awara
the resident did not have a specific care plan for
Epllepsy or that the rasident was not getting any
lab lovels drawn. She stated she was aware of
the signs and symptoms of adverse effect of the
medication. She revealed nurses were requlred
to check the cara plan aach shift for any changes
In the resldent's treatment plan ar condition.

Interview with the Minimum Data Set (MDS)
Coordinator, LPN #2, on 03/26/15 at 11:10 AM,
revealed it was hls responsibility to develop the
Comprahensive Care Plan and to review and
updata the care plan each quarter. He revealed
he did not develop care plans for specific
medications that as long as the care plan stated
somewhere "meds and labs as ordered” he
thought it was acceptable. He was not aware the
resident was not getting Depakote lavels drawn.

Interview with Director of Nursing (DON), on
03/26/15 at 12:40 PM, revealed she was not
aware the resident did not have an order to obtain
Depakote levels. She further revealed she would
have expectad labs to have been ordared upon
admission and included on the resident's
comprehensive care plan. She stated it was
important to monitor the drug levels of the
residents and also monitor for signs and
symptoms of drug toxicity.
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Interview with Reslident #8's Physician, on
03/28/15 at 3:00 PM, revealed ho was not aware
the facliity had not obtained any speclfic labs for
the Depakota levals. He further revealed it
should have been addressed when the resident
was admitted. He stated it depended on the
clinical reason the resident was taking the
medication on how often the lavels would need to
be obtained,

483.20(d)(3), 483.10{k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to ba
incapacitated under the laws of the State, to
participats in planning care and treatment or
changes In care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assassment; prepared by an
Interdisclplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, o the extent practicable, the particlpation of
the resident, the resident's family or the resident's
legal representative; and periadically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT Is not met as evidenced
by:

F 279

F 280

F280

2. By 05/10/15 the IDT

The Director of Nursing
on 04/15/2015 reviewed
and updated the fall
care plan to include al|
interventions for fallsg
for resident # 1. By
04/25/2015 the Dietary
Service Manager will
review and update the
nutrition care plan for
resident # 7 to includ
current diet and needed
feeding assistance.

consisting of the MDS
Nurse, Director of
Nursing, Assistant
Director of Nursing,
Social Services
Director, Dietary
Services Manager,
Activity Director and

s
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Based on observation, inlervlew, and review of
the facliity's policy and procedure, |t was
determined the facility falled to ensura
comprehensive care plans were reviewed and
revised by a team of qualified persons after each
assessment for two (2) of sixteen sampled
residants (Resident #1 and Resident #7).
Resident #1 sustained falis on 11/06/14 and
01/14/15 and the facility failed fo revise the care
plan after aach fall. Resldent #7 had a change in
diet and with the amount of assistance needed for
feeding and the facility falled to revise the care
plan.

The findings Include:

Review of facility's guidelinas on Resident
Comprahensive Care Plan's, dated 09/08,
ravealed the residents comprehensive care plan
should be viewed as an Interdisciplinary approach
to managing the acute and chronic needs of the
resident living in the facility and the
comprehensive care plan should always have
realistic goals and approaches/interventions o
address the resldents’ needs.

1. Record review revealed the facillty admitted
Rasident #1 on 10/03/14 with diagnoses which
included Adjustment Disorder with Depression,
Chronic Obstructive Pulmonary Disease, Chronic
Pailn Syndrome, Hypothyroidism, Hyperiension,
and Allergic Rhinitis. Review of a Quartetly
Minimum Data Sef (MDS) Assessment, dated
02/21/15, revealed the faclility assessed Resident
#1's cognition as cognitively intact with a Brief
Interview of Mental Status (BIMS) score of 15
which Indicated he/she was interviewable. Further
raview of the MDS, revealed he/she had not had
any falls since previous MDS and the resident

regsidents care plans to
determine 1f the care
plans are up to date an{
reflact current
interventions and needs
of the resident. Any
changes to the plan of
care will be made at
that time.

3. By 04/24/15 the Regiona
Quality Manager will re
educate the IDT on
updating of care plans
with new interventions
in the daily clinical
meeting.

4. The Director of Nursing
will review five (5)
resident care plans per
month for three months
to determine i1f the carg
plan has been updated
with interventions to
reflect the current
needs of the resident.
The results of these
audita will be reviewed
with the Quality
Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
to review and make
further recommendations|.
The Quality Assurance
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Director of Nursing,
Administrator, Dietary
Services Manager, Social

required limited assistance of ohe (1) staff for
locomotion on unit.

Review of an Incldent Report, dated 11/06/14, Services Director and
revealed Resident #1 had a fall when he/she tried Maintenance Director
to transfer self without assistance. The post with the Medical
In¢ldent actions report on 11/06/14 had a new Director attending at
Intervention to educate and encourage resident to least gquarterly.

walt for assistance, Howaver, review of the
Comprehensive Care Plan for falls, dated
10/13/14, ravealed the care plan was not revised
to Include this Intervention.

Review of a Incident Report, dated 01/14/15,
revealad Resldent #1 was found laying on ramp
in the hallway with a laceration ta the back of
head. Accompanying "CAA" falls worksheet,
dated 01/16/15, revealed Resident #1 was
propelling self to room and when navigating the
incline wheslchalr tipped backwards. An
intervention of adding anti-fippers to histher
wheelchalr was listed both on the Fall
Invastigation Warkshest and "CAA" Falla
worksheet, dated 01/15/15. Howsver, further
review of the Comprehensive Care Plan revealed
the Intervention was not on the care plan.

2. Record review revealed the facility admitted
Resident #7 on 07/09/02 with dlagnoses which
included Cerebrat Vascular Accident, Hemiplegla,
Brain Condition, Schizophrenia, Peripheral
Vascular Disease, Altered Mental Status,
Hypertension, and Aphasia.

Review of MDS assessment, dated 01/25/15,
revealed a the facliity assessed Resident #7's
cognition as severely Impaired with a BIMS score
of zero (0) which indicated he/she was not

interviewable, Further review of the MDS,
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ravealed he/she was coded as had coughing or
choking durlng meals or when swallowing
medication,

Review of Comprehansive Care Plan for risk for
gitaration In nutrition, dated 11/05/14,

revegled the resident was to be spoon fed by staif
and on 01/17/15 an Intervantion was added for a
peg tube/tube feeding along with nothing by
mouth (NPO) diet.

Review of a Physlcian's Telephone Order, dated
01/28/15, revealed to discontinue nothing by
mouth (NPO) status, change to pureed diet and
thin liquids, and no mashed potatoes or pureed
bread. Howevar, furthar review of the
Comprehensive Care Plan for risk for alteration in
nutrition, dated 11/05/14, revealed the
intarventions were not added to the care plan.

Intesview with MDS Coordinator Licensed
Practical Nurse (LPN) #2, on 3/26/15 at 2:30 PM,
revealed he expected the care plans to have
reflected an accurate up to date plcture of the
residents, The MDS Coordinator stated
temporary care plans wera implemented on
admission as part of the admission process; care
plans wera then creatad with the admission MDS
assessments and warse [coked at quarterly and
annually. The MDS Coordinator revealad all the
nurses were responsible for making sure the care
plans were up to date and accurate and then of
course the ather disciplines were responsible for
croplands that relate to their areas.

Interview with Director of Nursing (DON), on
03/26/15 at 8:05 AM, revesled she expecled all
disciplinas to update care plana. The DON stated

tha care plans should be updated with all new

F 280
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interventlons, changes in goals and discontinued
interventions.
F 281 | 483.20(k){3)(l) SERVICES PROVIDED MEET F 281 F2B1 i
$5=D | PROFESSIONAL STANDARDS 5TH

The sarvicas provided or arranged by the faciiity
must meat professlonal standards of guality.

This REQUIREMENT is not met as evidencad
by:

Based on Interview, record raview, review of the
Davis Drug Guide for Nurses, revilew of the
Kentucky Board of Nursing Advisory Oplnion
Statement (AOS) #14 and review of the facility's
policy and procsdure, it was determined the
facliity falled to ensure services provided or
arranged by the facllity were provided according
to acceptable standards of clinical practice for
three (3) of sixteen {(16) sampled residents
{Resident #2, Resident #5, and Resident #9).
Resident #2 was administered Digoxin
{medication to slow the heart rate) without
monitoring of the residant's heart rate priar to the
administration of the medication and Resident #g
was not administered Decadron (corticosteroid)
Intramuscularly {IM) Now according to the
physician arder. [n addition, the facility failed to
follow appropriate Infaction control practices
during wound care and failed to provide treatment
as ordered by the physician for Residant #2 and
Resldent #5.

Thae findings Include:
1. Review of Davis Drug Guide for Nurses, Tenth

Edition, pages 386-390, revealed nursing
implications for digaxin (medication used to slow

1. An ocbservation by the
Director of Nursing on
04/15/2015 noted that
the pulse for resident
2 was monitored prior t
administration and the
physiclans order
contained instructions
to hold if pulse less
than 60. An observation
of wound treatments to
resident # 2 and #5 by
the director of nursing
on 04/16/2015 noted tha
treatments were applied
per physician order and
appropriate infection
control standards were
used. The ordered
Decadron for reslident #
5 was administered by a
licensed nurse on

of Nursing on 04/15/15
provided one on one re-
education with LEN # 4
related to hand washing
and infection control
practices with wound
care and following
physiclan orders for
treatments.

2. By 05/10/2015 an audit

L* B

03/05/2015. The Directo
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of all current
F 281 { Continued From page 28 F 281 resident’s physician
the heart rate) induded assessment to monitor zﬁfezs (fjor thi lEagt
aplcal pulse for one (1) full minute before rLy days w €
administration. Additianally, digoxin shouid not completed by the
be administered and the physician should be Director of Nursing,
notified if the apical pulse was less than 80 beats Assistant Director of
per minute. Further review revealed digoxin was Nurging and Unit
to be used cautiously in the garlatric population Managers to determine if
and older aduits are at increased risk for toxic all were followed
effects of digoxin. In addition, dosage timely. Any not followed
requirements In the older adult may change and a timely will have
formerly therapeutic dose can become toxic. physician notification.
Additionally, clder adults should be observed for By 05/10/2015 the
signs and symptoms of toxicity which included Diresctor of Nursing,
abdominal pain, anorexia (loss of appetits), Assistant Director of
nausea, vomlting, visual disturbances, Nursing or Unit Manager
bradycardla {slow heart rate) and other will observe wound care[
arrhythmias {Iregular heart beat). for all residents with
pressure ulcer to
Review of the facllity’s pollcy and procedura titled determine if the
"Medication Administration”, not dated, revealed appropriate treatment
statf should provide safe adminlstration of all was used and if proper
medications and administer medication according infection control
to state speacific regulations. Fur!her review standards were used. Any
revealed staff adminlstering medlca_ﬁon should concerns will be
perform nacessary assessments prior to immediately corrected
administering specific medication per the with the ordered
physician's order which Included obtalning the treatment and education
pulse and obtaining the blood pressure. of the Nurse. By
Record review revealed the facility admitied Oi/ :‘10/221 = tge 2123‘:2‘“
Resident #2 on 10/21/14 with diagnoses which = L el
included Congestive Heart Failure, Atrial Director of Nursing and
Fibriliation, Chronic Kidnay Disease and Unit Managers will
Diabetas Mallitis. complete an audit of alll
current residents’
Review of a Physician's Order, dated 10/23/14, records to identify any
revealed Digoxin 0.125 milligrams (mg) every medication that r equireF
day. There was no order to obtain the resident monitoring prior to
pulse prior to the administration of the Digoxin
FORM CMS-2567{02-09) Previous Varsions Obsolote Event {D:6GOP1} Facility 1D; 100175 If continuation sheel Page 20 of 72
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and no order to withhold the medicatlon if the
rasident’s pulsa was lass than sixty (60) beats a
minute.

Revlew of the March 2015 Medication
Administration Recard (MAR) revealad thers was
no documented evidence staff cbtained a pulse
before administration of the medicatlon and no
doocumented evidence staff should hold the
madication If the pulse was less than 80 beats
per minute. Additionally, there was no
documented evidenca that staff should observe
for signs and symptoms of digaxin toxicity.

Intarview with Licensed Practical Nursa (LPN) #8,
on 03/27/116 at 9:22 AM, revealad she was not
aware of the need to take the resident's pulse
before administration of digoxin. She statad she
was not sure If the medicatlon should be held or
not but would notify the physician If the pulse was
less than 70. She furthar stated she was not
aware of the signs and symptoms of digoxin
toxleity.

Interview with the Unit Manager, Registered
Nurse (RN) #2 on 03/28/15 at 12:30 PM, revealed
it was important to monitor for signs and
symptams of digoxIn toxicity and to monitor the
pulse before adrinistering the digoxin. He stated
the order was incomplete and should have been
clarified.

Interview with Licensed Practical Nurse (LPN) #9,
on 03/27/156 at 10:02 AM, revealed digoxin was a
medication used to regulate the heart rate. She
stated she always would take the resident's heart
rate before adminlstration and would not
administer the medication if the resident's heart
rate was less than sixty (60). She stated the
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administration., Any
F 281 | Continued From page 28 F 281 identified as not having

this directive in the
physician order the
order will be
immediately obtained to
ensure that monitoring
and direction is part of
the order.

3. By 05/10/2015 the
Director of Wursing,
Assistant Director of
Nursing or Unit Managers$
will re-educate all
licensed nurses on the
requirement te notify
physicians if they are
unable to carry out
orders timely, and when
writing orders for
digoxin the order must
include monitoring the
pulse and if less than
60 to hold the
medication, unless the
physician has other
parameters and if
parameters are ordered
they must be part of the
Medication
Administration Record
with direction. The
Assistant Director of
Nursing or Unit managers
will audit all physician
orders Monday-Friday tg
ensure all orders with
parameters that the
order on the MAR

FORM CMS§-2567(02-69) Previous Versions Obsclets Event ID:8GOP11

Faciity ID; 100175 If continuation sheel Page 30 of 72



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

04/20/2015 18:00 #375 P.031/072

PRINTED: 04/10/2015
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA ££2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
186402 — 03/27/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
2500 NORTH ELM 8T.
HENDERSON NURSING AND REHABILITATION GENTER
N N TATION € HENDERSON, KY 42420
04 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 0t
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAB CROS3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T
included the parameters
F 281 | Continued From page 30 F 281 with direction. In

resident’s order did not say to obtain the pulss
nor did it say to withhold the medication for a
pulse less than sixly (60); however this was her
common practice,

Interview with the Director of Nursing (DON), on
03/26/15 at 2:25 PM, revealed she expected the
staff to ba famillar with medications bafore
administering them. Tha DON stated the digoxin
order should have been clarified and the order
was not complete, The DON revealed there
should have been an order to obtain the
resident's heart rate prior to administering the
digoxin and an order to hold the digoxin if the
resident's heart rate was less than 60 beats per
minuts. The DON stated tha staff should have
been monitoring for slgns and symptoms of
digexin toxicity.

Interview with the facility's Consultant Pharmacist,
on 03/27/15 at 10:40 AM, revealed signs and
symptoms of digoxin texicity could include cardiac
arrhythmias, slowing of the heart rats, yellowing
vislon, slurred speach, and nausea and vomiting,
He further stated it wound be Important to monitor
the resident's haart rate bafore adminlstration and
not to administer if the resident's heart rate was
less than 60 dua the medications effect on
slowing the heart rate. He stated that he
performed the monthly medication reviews at the
facility and he had missed that staff were not
abtalning the pulse and If he had reallzed it, he
would have made recommendations.

2. Reviaw of the Centers for Disease Control's
{CDC's) "Guideline for Hand Hyglene in
Health-Care Settings” dated 10/25/02, revealed
hands should be decontaminated (removal of
dangerous substances or germs through use of

addition all current
licensed nurses will be
re—educated by the
Director of Nursing,
Assistant Director of
Nursing or Unit Manager
on proper wound care
using appropriate
infection control
practices and following
the treatment ordered.
4, The Director of Nursing
Assistant Director of
Nursing or Unit Manager
will observe three wound
treatments per waek for
twelve weeks to ensure
appropriate infection
control standards are
met and that the ordered
treatment is applied.
The Director of Nursing
Assistant Director of
Nursing or Unit managers
will audit all
Medication
Administration Records
weekly for twelve weeks
to ensure all
medications were given
in an appropriate time
frame. The Director of
Nursing will audit ten
physician orders per
week for twelve weeks tp
ensure that parameters
are included in the

o
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hand washing or an alcohol based sanitizer) aftar
handling wound dressings, when going from a
clean area to a dirty area and after removing
gloves. Further review revealed hand
contamination may occur as a result of small,
undatscted holes in gloves, as wali as during
glove removal, Additionally, wearing gloves
wauld not replace the need for hand hyglene.

Record review revealed the facility admitted
Resident #2 on 10/21/14 with diagnoses which
Included Congestive Heart Fallure, Chronlc
Kidney Disease, Diabetes Mellitus, and Atrial
Fibrlitation.

Reviaw of a Physician's order, dated 02/19/15,
revealed to cleanse Residant #2's left hee! with
normal saline, apply Biatain Non-Adhesive Foam
(absorbant dressing to wick away drainage from
the wound bed), and wrap with Kerlix (rolled
gauze) every day. Additional review revealed
Physician's Order, dated 02/18/15, to cleanse the
right heel with normal saline, epply Santyl
(ointment to clear away unhealthy tisaue from the
wound bed), cover with Bilatain Non-Adhesive
foam and wrap with Kerllx every day and as
neaded,

Review of a Physician's Order, dated 03/21/15,
ravealed Bactrim DS (antibiotic) tablet twica a day
far seven (7) days for wound culture with
Staphylococeus,

Observation, on 03/25/15 at 11:15 AM, revealed
the Wound Treatment Nurse, Licensed Practical
Nurse (LPN) #4 performed catheter care and a
head to toe assesament on Resident #2 before
performing wound eare to his/her left heel, After
the catheter care and head to toe body

parameters are given.
The results of these
audits will be reviewed
with the Quality
Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convens
to review and make
further recommendations
The Quality Assurance
Committee will consist
of at a minimum the
birector of Nursing,
Administrator, Dietary
Services Manager, Socia
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.
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assessment and while wearlng the same gloves,
LPN #4 removed the old dressing to Resident
#2's left hesl and disposed of the old dressing In
& garbage bag. LPN #4 removed her solled
gloves and lefi the residant's room to obtain a
new box of gloves. LPN #4 re-entsred Resident
#2's room, washed her hands with soap and
water and donned clean gloves. LPN #4
clsansed the wound to Resldent's #2's left heel
with normal saline, applled an abdominal pad
(absorbant dressing that is padded to provide
protection to large wounds), rather than the
physiclan ordered Blatain Non Adhesive Foam,
and wrapped the hee! with Kerlix. She removed
the solled gloves; however, did not perform hand
hygiens (washing with soap and water or using
an alcohol based hand sanitizer) prior to applying
the new gloves. LPN #4 then removed the
dressing to the resldant's right heel and disposed
of the solied dressing In a garbage bag. LPN #4
donned new gloves, again without parforming
hand hyglene. LPN #4 applied Santyl cintment to
the wound bed, covered the wound with gauze
rather than the physician ordered Biataln Non
Adhesive Foam, and wrapped with a Kedix. LPN
#4 removed the soiled gloves, opened the
residents privacy curtain replaced the lid on the
Santyl ointment and placed the tube back in the
box. She then washed her hands with scap and
water and left the resident's roam.

3. Record review revealed the facility admitted
Resident #6 on 08/28/14, with diagnosis to
include Alzheimer's Disease, Congestive Heart
Failure, Hypartension and Pressure Ulcer,
Buttock.

Review of a physlclan's order dated 03/15,
revealed cleanse area to right glutea! fold
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(harizontal creesa from inner aspect of buttock to
the posterior upper thigh) with Dakins Solutlon
(solution made with chlorine bleach which Is a
atrong antiseptic used to kill most bacteria and
viruses} ona elghth (1/8) strength, and caver with
Biataln Adhesive foam dressing. Further review
of the physician's ordet revealed clean area to
right outer foot with normal saline, paint with
Betadine (fast acting and broad spectrum
antiseptic used to reduce bacteria), cover with
non-adhesive Blatain foam, wrap in Kerllx to
sacure.

Ohservation, on 03/25/15 at 10:45 AM, revealed
the Wound Treatmant Nurse, Licensed Practical
Nurse (LPN) #4 performed wound care. Further
observation revealsd LPN #4 removed the
dressing to the resident's right heel wound (
Suspected Deep Tissue Injury) and placed the
solled drassing In a garbage bag. The LPN #4
measurad the wound 0.8 centimeters {cm) length
and 0.7 cm width. LPN #4 cleansed the wound
with normal saline, then painted the wound bed
with Betadine and placed a gauze pad rather than
the physician ordered Biatain non adhesive foam
dressing and wrapped tha heel with Kerlix. LPN
#4 removed the sciled gloves and donned clean
gloves, LPN #4 left Resident #5's room to obtain
a disposable wound measuring ruler and raturmned
to Residant #5's room. LPN #4 was not observed
to have petformed hand hyglene before she left
the resident's room or after she returned. LPN #4
donned clean gloves and removad the solled
dressing to Resident #5's gluteal fold {harizontal
crease from inner aspect of butiock to the
pasterior upper thigh) and disposed of Ina
garbage bag. LPN #4 removed soiled gloves and
donned new clean gloves, LPN #4 cleansed the

wound to Resident #5 gluteal fold with normal
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saline rather than the physiclan orered Dakins
ane eighth sirength (1/8), and removed the solled
gloves, Without performing hand hyglene, LPN
#4 donned clean gloves. LPN #4 placad tha
Blatain adhesive foam bordered dressing and
removed the soiled gloves. Without performing
hand hygiene LPN #4 donned clean gloves and
performed a head to toe skin assessment. She
then removed gloves and performed hand
hygiens.

Intarview with LPN #4, on 03/27/15 at 8:00 AM,
revealad she should have sanitized her hands in
betwesn each glove change. She stated she
normally did howaver does not avary time sha
changes gloves. She statad it was Important to
sanitize her hands between each glove change
due to the potential for contamination and to help
control Infections,

Post Survey Interview with LPN #4 on 04/10/15 at
10:00 AM, revealed the facility was out of the
physiclan ordered Dakins solution, therefore, she
substituted tha normal saline to cleanse the
wound. She stated the difference in the normal
saline and the Dakins solution was the normal
saline was like water and the Dakins solution
contained bleach and was an antiseptic. Furlher
interview ravealed the facility was also out of the
physician ordered Biatain Non Adhesive Foam;
therefore, she used the abdominal pad and
gauze. She stated she should have notlfied the
physician and obtained new orders for wound
care, however, she dld not.

Interview with the Unit Manager, Registered
Nurse #2, on 03/26/15 at 12:30 PM, revealed the
facility’s policy stated and his expectation would

be for staif to perform hand hygiene with each
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glove changs per the facllity's policy and
procedure.

Interview with the Director of Nursing (DON) on
03/26/15 at 12:40 PM, revealed 1t was the
facllity's policy and procedure and her expectation
to perform hand hygiane with each glove change.

4. Review of the Kantucky Board of Nursing AOS
#14 Patlent Care Orders, last revised 10/2010,
ravealad nurses are held responsible and
accountable for thelr declsions regarding the
recelpt and implementation of patient care orders
and the administration of medication and
treatment as prescribed by the physician or
advanced practice registered nursa. Further
review revealed licensed nurses should
administer medication at the prescribed dosage,
route and frequency.

Review of the facility policy, Medication
Administration, undated, revesled the facility
strivas to provide safe administration of all
medications according to the six (6) rights -
medication, dose, dosaga form, route, resident
and time.

Record raview revealed the facility admitted
Resident #9 on 11/20/13 with diagnoses which
included Dementia, Hypertension, Anxlety and
Conjunctivitis.

Review of the Physician’s Order Sheet, dated
05/04115 at 2:25 PM, revealed a telephone arder
for Decadron four (4) mg IM to be adminlstered
“now"; however, review of the March 2015 MAR
revealed the now dose of Decadron was not
administerad until the following day, on 03/05/15
at 6:30 PM.
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Post survey interview with Licensed Practical
Nurss (LPN) #4, on 04/10/15 at 8:32 AM,
revealed she had been notifled by other staff that
Resldent #9 had a rash. LPN #4 stated when she
went to assess the resident, the resident was
digglng and scratching at her skin. She ravealed
she than phoned tha physiclan and received new
orders to include a now dose of Decadron 4 mg
IM. LPN #4 reveeled after checking the
Emergency Drug Kit (EDK) and not finding the
medication in the kit, she faxed the order to the
phammacy and followed up with a phone call. She
stated sha spoke with a femzle at the pharmacy
and notified the female that she needed the
Decadron stat. LPN #4 stated the female asked
If it could be delivered with the nine (9) PM
medicatlons and she told her no that it was
neaded stat. LPN #4 revesaled the medication
had not arrived by the ime her shift ended at
seven 7:00 PM so she reported that to the
oncoming staff. LPN #4 stated she was not
aware tha madication was not delivared until the
naxt day (03/08/15) until approximately a week
later. The LPN stated she did not notify the
physician before she left that the medication had
not been received, She stated, "] should hava
called the pharmacy before | left".

Interview with the Director of Nursing (DON), on
03/26/M15 at 11:15 AM, ravealed staff was
expected to follow through with physician orders
and the medication should have been
administered in a timely manner according to the
order from the physiclan.

F283

1. A discharge summary that "S/////f

F 283 | 483.20(1){1)&(2) ANTICIPATE DISCHARGE:. F 283
55=D | RECAP STAY/FINAL STATUS includes a
recapitulation of the
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When the facliity anticipates discharge a resident
must have a discharge summary that includes a
recapitulation of tha resident's stay; and a final
summary of the rasident's status to include (tems
in paragraph (b)(2) of this section, at the time of
the discharge that is avallable for release 1o
authorized parsons and agencies, with the
consent of the resident or legal representative,

This REQUIREMENT s not meat as evidenced
by:

Based on record review and interview, it was
determined the facility failed to ensure a
discharge summary that Included a recapltulation
of the resident's stay was completed for one (1)

of sixteen (16) sampled residents (Rasident #15),

Resident #15 was discharged on 11/03/14;
however, there was no evidence a discharge
summary was completed.

Thea findings include:

Interview with the Director of Nursing, on
0372716 at 2:30 PM, revealed there was no
policy to address the completion of a
recapitulation of stay for a discharged resident.

Record review revealad the facility admitted
Resident #15 on 11/03/14 with diagnoses which
Included Hypertansion, Ostacporosis, Scollosis,
Chronic Obstructlve Pulmonary Disease, and
Glaucoma.

Review of Physiclan's Order, dated 11/28/14,
ravealed Resident #15 was to be discharged
home with home health services.

Review of a Discharge Instruction Form, dated
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resident’s stay and
F 283 | Continued From page 37 F 283 status on discharge will

be completed for
resident § 15 by
05/10/215 by each
department to include,.
Nursing, Social
Services, Activities and
Nutrition Services.

An audit of all planned
dischargas for all
residents discharged in
the past thirty days
will be completed by
Medical Records and the
Discharge Summary will
be completed by Nursing
Social Services,
Activities and Nutrition
Services by 05/10/2015.
Any ldentified as not
having a summary and
recapitulation of stay
will be completed by
05/10/15,

By 05/10/2015 the
Director of Nursing will
educate the Social
Services Director,
Activities and Nutritilon
Services manager on the
requirement to complete
a recapitulation of the
regsident’s stay and
status at discharge for
any planned discharge.
The Director of Nursing
will audit three planned
discharges if available
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Each resident must receive and the facility must
provide the necessary care and servicas to attaln
or malntain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and ptan of care.

This REQUIREMENT Is not met as evidenced
by:

Based on Interview, record review and raview of
the facility's policy and procedures, it was
determined the facility failed to pravida the
necessary care and services to attaln or maintain
the highest practicable physical, mental, and
psychosocial wall-baing for one (1) of sixtean {16)
sampled residents (Resldent #9). Resident #9

F309
1'

Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.

s/l

The Decadron for
resident # 9 was
administered on
03/05/2015 by a staff
nursa.

By 05/10/2015 the
Director of Nursing,
Assistant Director of
Nursing or Unit Manager
will audit all physicila

-
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monthly for three monthg
F 283 | Continued From page 38 F 283 to ensure that a
11/28/14, revealed there was no documentation recapitulation of stay
of a recapltulation of the resident's stay and was completed. The
status on discharge. raesults of these audits
will be reviewed with
Further Interview with the Director of Nursing the Quality Assurance
(DON), on 03/27/15 at 2:30 PM, revealed a Committee monthly for af
recapitulation summary of the resident's stay in least three months.
the facility and the resident’s current functional Anytime concerns are
status should have bean documentad on the identified the Quality
discharge instruction form. The DON stated the Assurance Committee wili
Interdisciplinary Team (IDT) members (Soclaf convene to review and
Services, Captivity, Therapy, Dletary, stc.) should make further
have documented related to the rasident's stay. recommendations. The
The DON revealed to her knowledge tha Quality Assurance
discharge Iinstruction formt was the only form Committee will consist
used. of at a minimum the
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 Director of Nursing,
85=p | HIGHEST WELL BEING Administrator, Dletary
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orders for the past
F 308 | Continued From page 39 F 308 thirty days te determinE
was orderad Dacadron Inremuscular IM "Now™; it plj‘_xyzici:n P LR CL
howsver, the medication was not administered carrie i°“ 1
until the next day approximately twenty-six hurs appropriately per
later. physician order. Any
identified as not will
The findings include: have physician
notification with
Review of the facillty policy, Medication further direction.
Administration, undated, revealed the facility 3. By 05/10/2015 all
strivas to provide safe administration of all current licensed nurses
medications according to the six (8) will have re-education
rights-medication, dose, dosage form, routs, on notification of the
resldent and time. physician if they are
unable to carry out the
Racord raview revealed the facility admitted physician orders timely,
Resldent #9 on 11/20/13 with diagnosas to 4. The Director of Nursing}
includa Anxisty, Hypothyroldism and Assistant Director of
Hypertension. Review of the Significant Change Nursing or Unit Managerp
Minimum Data Set (MDS) assessment, dated will audit all
02/19/15, revealed the facllity assessed Resident Medication
#9's cognition as severely impaired with a Brief Administration Records
Intarview of Mental Status (BIMS) score of "00" weekly for twelve weeks
which Indicated the resident was not to ensure medications
interviewable. are administered timely
Reviaw of Nurses Notes, dated 03/04/15 gt 5:08 per physician orders and
if not that the
PM, revealed the nursa phoned the physician .
physician was notified
related to the development of a rash to Resident
#9's upper chest arms and legs for further direction.
i ' gs. The results of thege
Review of a Comprehensive Physician Order at;d:.lts will ?itr eviewed
Sheet, dated 03/04/15 at 2:25 PM, ravealed a with the Qua y
telephone order for Decadron four {(4) mg IM now Assurance Committee
monthly for at least
Review of tha Comprehensive Cars Plan, dated three months. Anytime
03/04/15, revealed tha care plan was updated to concerns are identified
include the development of the rash. The Cara the Quality Assurance
Plan was also updated on 03/24/15 regarding the Committee will convene
refarral to the Dematologist,
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to review and make
F 308 | Gontinued From page 40 F 300 further recommendations
The Quality Assurance
Reaview of tha March 2015 Medicatlon Cgmmttteeiwill c:g:i st
Administration Racord revesaled the resldent was o { at am 2 :;]tum i
administered Decadron 4 mg. {M on 03/05/15 at Director o urg ing'
6:30 PM approximately twenty-six (26) hours after Administrator, Dietar {
the order was raceived to administer “now”. Services Manager, Soclaj
Sarvices Director and
Review of Nurses Notes, dated 03/24/15 at 4:12 Maintenance Director
PM, revealed the physician was notified the with the Medical
resident continued to have a rash. An order was Director attending at
recelved to make an appolntment for the resident least quarterly.
with the dermatologist.
Review of a Talephone Qrder, dated 03/24/15 at
3:25 PM, revealed an order to refer the residant
to a local Dermatologist refated to the rash,
Observation of Resident #9's skin with the Unit
Manager, on 03/26/15 at 9:20 AM, revesaled a red
rash was noted to resident's trunk and arms. Tha
residert was not observed scratching the affected
areas.
Interview with Unit Manager, Registerad Nurse
(RN) #2 , on 03/26/15 at 2:00 PM, revealed the
Decadron wasn't recelved from the pharmacy on
the day it was ordarad and the error was not
discovered until the following day. The Decadron
was administered on 03/05/15 at 8:30 PM by
Registerad Nursa (RN) #2.
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312
=0 | DEPENDENT RESIDENTS
§5=D F312~ 574043
A resldent who is unable to carry out activities of .
dally living receives the necessary services to 1. ':Ia‘he gails foi ;es;digz Pé
malntain good nutrition, grooming, and personal and unsampled residen
and oral hygiene. B were cleaned and
trimmed by the MDS
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This REQUIREMENT Is not met as evidenced
by:

Basad on abservation, Intsrview, and record
review, it was determined the facility failed to
ensure rasidants who were unabls {0 carry out
Activities of Dally Living {ADL's}, recelved the
necessary services to maintain good grooming
and parsonal hyglene related to providing nail
cars for two (2} of sixteen (18) sampled residents
{Resident #3) and one (1} unsampled resident
{Unsampled Resident B),

The findings include:

Interview with Diractar of Nursing {DONJ), on
326/15 at 1:00 PM, revealad the facility did not
have an exact policy on specifics for frequency of
nail care and the facility used the Mosby's Book
for the Certiflad Nurse Aide (CNA) tasks. The
facllity provided a copy of nail and foot care
procedures, out of "Mosby's textbock for Long
Term Care Mursing Assistants 5th edltion" but not
a palicy and procedure on when or how often nail
cares were to be performed or how often nails
were checked for need of nall care.

1. Record review revealed the facility admitted
Unsampled Resident B on 01/27/15 with
diagnoses which Included Pleural Effusion,
Encephalopathy, Hypertansion, Esophageal
Reflux, Dementia NOS, Hyperlipidemia, Thyroid
Disarder, Opan wound of buttocks, and Deficlent
Anemla. Review of the Admission Minimum Data
Set (MDS) assessment, dated 02/03/15, revealed
the facllity assessed Unsampled Resident B's
cognition as severely impaired with a Briaf
\nterview of Menta! Status (BIMS}) of "4" which
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ASsistant on 0372472015]
F 312 | Continued From page 41 F312 The Director of Nursing

observed that the nails
for resident # 3 and
unsampled resident B
were clean and trimmed
on 04/15/2015.

Oon 04/17/2015 the
Assistant Director of
NMursing, Unit Managers,
MDS Coordinator, MDS
assistant completed an
audit of all resident’'s
finger nails to identif]
any that were unclean of
nails that needed
trimming. Any identifle
had thelr nails cleaned
and trimmed immediately}
Bll current nursing
assistants will be re-
educated by the Director
of Nursing, Assistant
Director of Nursing or
Unit Managers on
completing naill care on
shower daya. The
Department Heads will
conduct rounds five
times per week to
identify any conecerns
with nail care

The Administrator will
audit 10 residents per
waek for twelve weeks tp
determine if department
heads are identifying
concerns with naill carel
The results of these

]

=
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audits will be reviewed
F 312 | Continued From paga 42 ) F 312 with the Quality
Indicated the resident was not interviewable. Assurance Committee
Further review of this MDS, revealed the facility monthly for at least
assessed the resident as requiring extensive three months. Anytime
assistance with two (2) persona physical assist concerns are identified
for personal hygiens cares, the Quality Assurance
Committee will convene
Review of the Comprehensive Care Plan for Self to review and make
Care Deficit, dated 01/27/15, revealed an further recommendations
Intervantion to setup, cue and assist resident as ' The Quality Assurance
neaded with activities of daily living (ADL). Committee will consist
of at a minimum the
Observation of Unsampled Resident B, on Director of Nursing,
03/24/15 et 1:65 PM, revealed he/she had long Administrator, Dietary
and dirty finger nalls to all fingers and thumbs of Services Manager, Social
both hands. Services Director and
Maintenance Director
Interview with Certified Nurse Alde (CNA) #6, on with the Medical
03/27/15 at 7:50 AM, revealed expectations for Director attending at
nail care were for nails to be trimmed, cleanad least quarterly.
and or fifed as needed because residents eat with
thelr hands. She further stated nail care was
supposed to have been done on bath days and
whenever necessary.
Interview with CNA #2, on 3/27/15 at 7:55 AM,
revealad expectations for nall care was for nall
care to havae been checked daily for need and
done on bath days.
Interview with Unit Manager Licensed Practical
Nurse (LPN) #1, on 03/24/25 at 2:00 PM,
revealed nail care should have been done with all
showers and bed baths, She stated the charge
nurses and unit managers were to make sure that
nall care was completed.
Interviaw with Director of Nursing (DON}, on
3/26/15 at 1:00 PM, ravealed she axpected for
routine nail care to be done on all residents. The
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Continued From page 43

DON stated all nurses, unit managers, and
administrative nurses were responsible for
ensuring nail care was belng done. The DON
reveaied nail care was very Important and should
have baen done rautinely withaut excaption
unless there had been a contraindication or
physiclan's order not to parform nail care.

2. Record review revealed the facility admitted
Resident #3 on 04/15/09, with diagnoses which
included Hypertensian, Anxiety, Alzheimer's
Disease, and Rash. Review of the quarterly
Minlmum Data Set {MDS) assessment, dated
03/05/15, revealed the facllity ldentified the
rasident's cognitive status as severely impaired
with a Brief Interview of Mantal Status score of
"88" which indicated the resident was not
interviewable.

Observation of Resldent #3, on 03/24/15 at 9:35
AM, revealed the resldent was In a geri-chalr
reclined, with the chair alarm visible on back of
chalr, physically leaning to the [aft with pillow
under left side. There was faclal hair visible to
the chin and cheek area and his/her finger nails
were long with a visible yellow substancs under
his/her nails.

Observation of Resident #3, on 03/25/15 at 7:38
AM, revealed the was resident In the ger-chalir In
the main dining room at the dining table. Further
observation revealed the resident's nails
remained long with visible substance under nalils.

Interview with Certified Nursing Assistant (CNA) #
4, on 03/26/15 at 3:35 PM, ravealed she gave the
rasident a shawer last night on 03/25/15 after the

supper meal. She continued to reveal she did not
trim the residents nalls with his/her bath last

F 312

FORM CM5-2567(02-99) Previous Versiona Ot

Event 10:6G0P11

Facllity 1D: 100176

If continuation shost Page 44 of 72




From:

04/20/2015 18:04 #375 P.045/072

PRINTED: 04M10/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUER/CLIA {£2) MULTIPLE CONSTRUGTION (3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185402 B. WING 03/27/2016
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HENDOERSON NURSING AND REHABILSTATION CENTER 2600 NORTH ELM ST.
HENDERSON, KY 42420
oD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED 0 THE APPROPRIATE OATE
DEFICIENGY)
F 312 | Continued From page 44 F 312

night. She was unable to state the reason she
did not trim the residents nails.

Interviaw with Licansed Practical Nurse (LPN) #5,
on 03/27/15 at 7:50 AM, revealed she revealed
sha had not sean anyone clip his/her nails and
understands why that could be a problem for the
resident related to infection control issues and
appaarance.

Interview with Reglsterad Nurse (RN} #5, on
0312716 at 11:30 AM, revaaled sha stated sha
had not clipped the resident's nalls and continued
ta state "I need to keep on top of thet”. She was
not awars when the last time the resldent's nails
had bean clipped.

Interview with RN #4, on 03/26/15 at 8:45 AM,
revealed there was not a specific site on the
resident's Treatment Flow Sheet for nall care.
She stated when the staff conduct the resident's
scheduled body audit the nalls should be
monitored and documented on the skin
assessmant flow sheet, RN #1 revealed she
realized the importance of nail care due ta the
resident's frequent scratching as well as his/her
appearance. She further revealed the Unit
Manager was responsible to do audits of the
Medication Administration Records (MAR's) and
the Treatment Administration Records (TAR'S) as
well as skin assessments to ensurg care is being
provided.

interview with RN #2 Unit Manager, on 03/26/15
at 9:00 AM, revealed he was not aware the
residents finger nails needed trimming. He stated
nail care should be addressed with bathing and
skin assaessments weekly and the care of nalils

and shaving should be completed with baths. He
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further revealed he expecied the staff to complete
nail eare and shaving during the bath or for staff
to notify their charge nurse If they were unable to
complete the assignment.

Interview with Housekeeping Supervisor, an

" 03/26/15 at 10:05 AM, revealed the facility has a
system In place where each resident Is assigned
a Caring Partner to go into the resident's room
each moming and look at the resident's
enviranment as well as the resldent to make sure
the rasident's cara needs are being met.

Interview with Director of Nursing (DON}), on
3/26/15 at 12:40 PM, revealed the Caring
Pariners are administrativa staff that are
assigned to a group of residents and they are
expected o make rounds on the residents each
moming before moming meeting. She stated
thay are expected to check the resident's room
for safety issues, dignity issuas,environmental
concerns, cleanliness of the resident, and
grooming needs of the resident. She further
stated if the caring partner was a clinical staff
member sha would have expected them to have
clipped the residents nalls or performed whatever
service that was needed at the tima. She
confinued to reveal the residents nails should be
cut routinely with his bath and anytime they are
found to need cutting. She stated every staff
member is responsible that cbserves the resident

daily to see that his needs are met. She further F314 Iy //// /5'
revealed the nurses should have observed it in 1. An observation of wound

thelr weekly skin assessment and trimmed then. treatments to resident
F 314 | 483 25(c) TREATMENT/SVCS TO F 314 2 and #5 by the dir eg'c‘f
583D | PREVENT/HEAL PRESSURE SORES of nursing on 04/16/201
noted that treatments

Based on the comprehensive assessment of a were applied per

Tr—F
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resident, the facility must ansure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition dermonstrates that
they were unavoldable; and a resldent having
pressura sores receives necessaty treatment and
servicas to promote healing, prevent Infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility’s copy of the Centars for
Disease Control guideline for hand hyglene it was
determined the facility falled to ensure residents
having a pressure sora were provided the
necessary treatment and services to promote
healing and prevent infection for two (2) of
sixteen (18) sampled resldents (Resident #2 and
Resident #5) related to improper wound cara,

The findings include:

Review of the Centers for Disease Control's
(CDC's) "Guldeline for Hand Hyglene in
Health-Care Settings” dated 10/25/02, revealed
hands should be decontaminated (removal of
dangerous substances or germs through use of
hand washing or an alcohol based sanitizer} aftar
handling wound dressings, when going from a
clean area to a dirty area and after removing
gloves. Further review revealed hand
contamination may occur as a result of small,
undetected holes in gloves, as well as during
glove removal. Additionally, wearing gloves
would not replace the need for hand hyglene.

1. Record review revaaled the facility admitted

control standards were
used. The Director of
Nursing on 04/20/15
provided one on one re-
education with LPN # 4
related to hand washing
and Iinfection control
practices with wound
care as well as
following physician
orders for treatments.
By 05/10/2015 the
Director of Nursing,
Assistant Director of £
Nursing or Unit Manager
will observe wound care
for all current
residents with a
pressure ulcer to
determine if the
appropriate treatment
was used and if proper
infection control
standards were used. Any
concerns will be
immediately corrected
with the oxdered
treatment and education
of the Nursae.

By 05/10/2015 the
Director of Nursing,
Assistant Director of
Nursing or Unit Managers
will re-educate all
licensed nurses on
proper wound care using
appropriate infection
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ordered.

Resident #2 an 10/21/14 with diagnoses which
included Congestive Heart Fallure, Chronlc
Kidney Disease, Diebetes Mellitus, and Atrial
Fibrillation.

Review of the Comprehensive Care Plan, dated
11/04/14, revealed Resident #2 was at risk for
impaired skin integrity due to unstageable wound
to hisMmer hesls, Further review ravealed
interventions to provide treatment as ordered.

Review of a Physiclan's Order, dated 02/19/15,
revealed to cleanse Residant #2's left heal with
normas! saline, apply Biatain Non-Adhesive Foam
(absorbant dressing to wick away drainage from
the wound bed), and wrap with Kerilx (rolled
gauze) avery day. Additionai review revealed a
Physiclan's Order, dated 02/19/15, to cleanse the
right heel with narmal saline, apply Santyl
(ointment to clear away unhealthy tissue from the
wound bed), cover with Blatain Non-Adhasive
foam and wrap with Kerlix every day and as
needad.

Review of a Physician's Order, dated 03/21/15,
revealed Bactrim DS (antibiotic) tablet twice a day
for seven (7) daya for wound culture with
Staphylococcus.

Observation, on 03/25/15 at 11:15 AM, revealed
the Wound Treatment Nurse, Licensed Practical
Nurse (LPN) #4 performed catheter care and a
head to toe assessment on Resident #2 before
performing wound care to his/her left heel. After
the catheter care and head to toe body
assessment and while wearing the same gloves,
LPN #4 remaved the old dressing to Resident
#2's left heel and disposed of the old dressing in
a garbage bag. LPN #4 removed her soiled

The Director of Nursing|
Assistant Director of
Nursing or Unit Managers
will observe three wound
treatments per week for
twelve weeks to ensure
appropriate infection
control standards are
met and that the ordered
treatment is applied.
The results of these
andits will be reviewed
with the Quality
Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
ko review and make
further recommendations
The Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Soclal
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.
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gloves and left the residant's room to obtain a
new box of glovas, LPN #4 re-entered Resident
#2's room, washed her hands with soap and
water and donned clean gloves. LPN #4
cleansad the wound to Residents #2's left heel
with normal sallne, applied an abdominal pad
{absorbant dressing that Is paddad to provide
protection to large wounda), rather than the
physician orderad Blatain Non Adhesive Foam,
and wrapped the heel with Kerlix. She removed
the salled gloves; however, did not perforr hand
hygiene {washing with soap and water or using
an slcohol based hand aanitizer) prior to applying
the new gloves. LPN #4 then removed the
dressing to tha resldent's right heel and disposed
of the soilad dressing in a garbage bag. LPN #4
donned new gloves, again without performing
hand hyglene. LPN #4 appiled Santyl olntment to
the wound bad, covered the wound with gauza
rather than the physician ordered Biatain Non
Adhesive Foam, and wrapped with a Kerlix. LPN
#4 ramoved the soiled gloves, opened the
residents privacy curtain replaced the lid on the
Santyl ointment and placed the tube back in the
box. She then washed her hands with soap and
water and left the resident's room.

2. Record review revaalad the facility admitted
Residant #5 on 08/28/1 4, with diagnosis to
include Alzheimer's Disease, Congestive Heart
Failure, Hypertension and Pressure Ulcer,
Buttock.

Reviaw of the Comprahensive Care Plan dated
11/19/14, revealed Resident #5 was as risk for
impairad skin Integrity due to actual pressure
ulcers. Further review revealed interventions for
freatment as ordered.
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Raview of a Physiclan's QOrder, dated 03/15/15,
revaaled to cleanse area to right gluteal fold
{horizontal crease from inner aspect of buttock to
the posterior upper thigh) with Dakins Solutlon
{solution made with chiorine bieach which Is a
strong antiseptic used to kill most bacteria and
virusas) ona elghth (1/8) strength, and cover with
Blatain Adhesive foam dressing. Further review
of the physlcian's order revealed clean area to
right outer foot with normal aaline, paint with
Betadine {fast acting and broad spectrum
antlseptic used to reduce bacterie), cover with
non-adhesive Blatain foam, wrap in Kerlix {o
secure,

Observation, on 03/25/15 at 10:45 AM, revealed
the Wound Trealment Nurse, Licensed Praciical
Nurse {LPN) #4 performed wound care. Further
obaarvation ravealed LPN #4 removed the
dresasing to the rasident’s right hesl wound
Suspected Deep Tissue Injury) and placed the
solled dressing in a garbage bag. Tha LPN #4
measurad the wound 0.8 centimeters (cm) length
and 0.7 cm width, LPN #4 cleansed the wound
with normal saline, then painted the wound bed
with Betadine and placed a gauze pad rather than
the physician ordered Biataln non adhesive foam
dressing and wrapped the heel with Kerlix. LPN
#4 removead the soiled gloves and donned clean
gloves. LPN #4 left Resident #5's room to obtain
a disposable wound measuring tuler and retumed
{o Resldent #5's room. LPN #4 was not observed
to have performed hand hygiena bafore sha left
the resident's room or after she returned. LPN #4
donned clean gloves and remaved the aclled
dressing to Resident #5's gluteal fold (horlzontal
crease from inner aspect of buttock to the
posterior uppar thigh) and disposed of in a

garbage bag. LPN #4 remaoved soiled gloves and
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donned new ¢lean gloves, LPN #4 cleansed the
wound to Resident #5 gluteal fold with normal
saline rather than the physician ordered Dakins
one eighth strength (1/8), and removed the sailed
gloves. Without performing hand hygiena, LPN
#4 donned clean gloves. LPN #4 placed the
Biatain adhesive foam bordersd dressing and
removed the solled gloves. Without parforming
hand hygiena LPN #4 donned clean gloves and
performed a head to toe skin assessment. She
then ramoved gloves and performed hand
hygiene.

Interview with LPN #4, on 03/27/15 at 8:00 AM,
revaaled sha should have sanitized har hands In
between each glove changa. She stated she
normally did however does not every time she
changes gloves, She stated it was important to
sanitize her hands betwaan sach glove change
due to the potential for contamination and {o help
control Infections.

Post Survey [nterview with LPN #4 on 04/10/15 at
10:00 AM, revealed the facility was out of the
physlcian ordered Dakins solution, therefore, she
substituted the normal saline to cleanse the
wound. She stated tha difference in the normal
saline and the Dakins sclution was the normal
saline was like waler snd tha Dakins solution
contained bleach and was an antiseptic. Further
intarview revealed the facllity was also out of the
physiclan ordered Blatain Non Adhesive Foam;
therefore, she used the abdominal pad and
gauze. She staled she should have nolified the
physician and obtained new orders for wound
care, however, she did not.

Interviaw with the Unit Manager, Registered

Nurse #2, on 03/26/15 at 12:30 PM, revealed the
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facility's policy stated and his expectation would
bae for staff to perform hand hyglene with each
glove change per the facility’s policy and
procedure.
Interview with the Diractor of Nursing {(DON) on
03/26/15 at 12:4Q PM, revealed it was the
facillty's policy and procedure and her expectation
to perform hand hyglana with each glove change.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
g5=F | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
anvironment remains as free of accident hazards
as Is possible; and each resident recaivas F323 5 / /// [l,’
adsquate supervision and assistance davices to 1. By 05/10/2015 the
prevent accidents. Director of Nuraing will
raview all falls for th
past sixty days for
resident # 2 to ensure
all interventions are
This REQUIREMENT Is not met as evidenced appropriate and in
by: place. On 03/24/2015 thé
Based on cbservallan, interview, record review, treatment supplies from
and review of the facility's policy/procedurs, it was room four were removed
determinad the faclilty falled to provide by Unit Manager. On
supervision and sasistive devices for one (1) of 04/16/2015 the Director
sixteen {16) sampled residents (Residents #2). of Nursing observed CNA
In addition, the facllity falled to ensure the $ 3 and # 10 to be
residents environment remains free of accident £illing portable liquid
hezards as is possible. A treatment medication oxvaen tanks with the
was cbserved In a resident's room unsupervised d ¥g ) d d oper
and portable oxygen tanks were baing filled with oor < zse an i pr E i
the door open and na personal protective |2kl "g gg‘/’ 23‘;:“ oh n
equipment being utilized. ‘;i ;;;e:nfgl { S was €
Interview with the Director of Nursing (DON), on reorganized by the
3/26/15 at 12:40 PM, revealed there are seven Director of Nursing and
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(7) residenis in the facility that are considered
elopement risk and wander throughout the facility
at times.

The findings Include:

Review of tha faclity's pollcy/procedure, "Fall
Assessment/intervention Procass", dated
08/2013, revealed the purpose of the policy and
procedura was for all residents on any admission,
ra-admisslon, and st [aast quarterly to be
assessed for fall risk and appropriata
Interventions should be initlated immediately to
reduca the risk of injuries with falls. Any resident
who experiences a fall will have a CAA fall
warksheet completed to assura all identified risk
factors are taken Into conslideration according to
F323, by investigations of falla and Incidents.
The facility must snsure that (a) the resident
anvironment remains as free from accident
hazards as is possible; and {b) each resident
receives adaquate supervision and assistance
devicas to prevent accidents,

1. Record review revealad the facillty admitted
Resident #2 on 10/21/14 with diagnoses which
included Congestive Heart Fallure, Chronic
Kidney Disease, Diabstes Mellltus, and Atrial
Fibrillation.

Review of a quarterly Minimum Data Set (MDS)
assessment, dated 01/21/15, revealed the facility
had assessed Rasident #2's cognition as
moderately impalired, with a Brief interview for
Mental Status (BIMS) score of nine (8), indicating
the resident was interviewable, Further review
revealed the facility had assessed Resldent #2 to
require exiensive assistance with Activities of
Dally Living (ADLs"),

room for staff to f£ill
the tanks. On 04/16/2015
the Assistant Director
Re-educated the CNA # 3
and # 10 on the proper
procedure to f£ill the
tanks.

By 05/10/15 the Directonq
of Nursing will review
all falls for the past
60 days to ensure all
interventions are in
place and on the care
plan. On 04/15/2015 an
observation of all
current resident’s room
was completed by
Director of Nursing to
ldentify any hazardous
supplles or chemicals.
Any identified will be
immediately removed. On
04/15/2015 and
04/16/2015 the Director
of Nursing observed
staff filling portable
liquid oxygen tanks with
the door closed and
staff denning personal
protective eguipment.
By 05/10/15 all current
nursing assistants will
be re-educated on the
proper procedure to
transfill liquid oxygen
tanks including closing
the door and wearing
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Review of the Comprehensive Care Plan, dated
10/23/14, revealed Resident #2 was assessed to
be at risk for Injury related to falls as evidenced
by tha resldent's history of fraquent falls with
interventions for a bed ajarm and & low bed.

Raview of the facility's Rasident Incident Report,
dated 03/01/15, revealed Resident #2 had a
non-witnessed fall on 03/01/15 at 1:21 AM.
Further review revealed Reslident #2's bed alarm
was sounding, and he/she was calling for help.
Resident #2 was found face down on the fioor at
the bedside. Additional review revealed Resident
#2 was bleeding above his/her left sye and a
gauze and stari-slrips were appliad.

Intarview with the Diractor of Nursing (DON}), on
03/268/15 at 2:25 PM, revealed Resident #2 had a
history of frequent falls. The DON stated whan
Resident #2 fell on 03/01/15, there should have
been non-skid strips on the floor beside his/her
bad. The DON revealed when Resident #2 was
admitted to the facillty he//she was placed in the
bed by the window [bed {2)]. She stated Resident
#2 was moved to the first bed on 02/21/15;
however, the non-skid strips were nat placed to
the floor beside bed 1 when the resident was
moved. She further stated, she observed the
resident’'s room on 03/25/15 and noted the
non-skid strip was not In place. She stated she
reviewed the care plan and found the Intervention
had been removed. She stated the non-skid
strips should have beean placed basida Resldent
#2's new bed and should not have been removed
from the care plan. She stated when she realized
the non-skid strips wera not in place she
immed|ately had them replaced. She stated she
did not know who removed them from the care
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PPE. By 04/25/15 the L
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will educate the IDT
team on updating and
reviewing fall care
plans in the daily
clinical meeting and
weekly in the weekly
falls committee. By
05/10/15 all current
nursing assistants and
licensed nurses will be
re-educated by the
Director of Nursing,
Asgistant Director of
Nursing, or Unit
Managers on the
requirement to not leave
hazardous chemicals at
bed side.

The Director of Nursing
will review all falls
weekly for twelve weeks
to ensure the
interventions are placed
on the care plan and
interventions are in
place. The Director of
Nursing, Assistant
Director of Nursing or
Unit Manager will
observe trans filling of
liquid oxygen three
times per week for
twelve weeks. The
Director of Nursing,
Assistant Director of
Nursing or Unit Managery
will audit all resident
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plan but the intarvention should not have been
removed.

Observations on 03/24/15 at 8:50 AM, of
Resident #2's room ravezled Resldent #2 had a
low bed. Further observation revealed there was
non skid-strips to the bed by the window;
howaver, there was no non skid strips to the bed
by the deor.

Further review of tha Falls care plan, dated
10/23/14, revealed no decumented evidence for
an intervention for non-skid strips to bilateral
bedside.

2. Review of a facllity's Cllnicel Competency
Validation for Fiiling Liquid Portables, not dated
revealed when filling liquid portable oxygen tanks
staff should entar tha oxygen fill room end close
the door. Further review revealed staff should
then don goggles and gloves.

An observation on 03/25/15 at 10:15 AM,
revealed Certified Nurse Aide (CNA) #3 and CNA
#10 filling portable liquid oxygen tanks in the
oxygen fill reom with the door open, Further
review revealed CNA #3 and CNA #10 were not
wearing the required goggles and gloves,

Interview with CNA #3, on 03/27/15 at 9:10 AM,
ravealed she was aware of the facdility's policy to
have the doar to the oxygen fill room shut when
filling portable liquid oxygen tanks. She stated
this was a safety measure In case the tank were
to burst it would stay confined. She further stated
she was orlenting CNA #10 and there was not
enough room for two (2) of them in the room;
tharefore, she laft the door open so CNA could
observa. Shae further stated she was aware she
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rooms three times per L
F 323 | Contlnued From page 54 F 323 week for twelve weeks tf

ensure there are no
unsacured hazardous
chemicals. The results
of these audits will be
reviewed with the
Quality Assurance
Committee monthly for at
least three months.
Anytime concerns are
identified the Quality
Assurance Committes will
convena to review and
make further
recommendations.
Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.

The
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was supposed to wear goggles and gloves but
stated shs had not put them on because she just
didn't think about it.

Interview with CNA #10 on 03/27/15 at 8:12 AM,
revealad this was her first day working on the
floor at the facility. She further stated she had
naver flled oxygen tanks before.

interview with the Diractor of Nursing, (DON} an
03/25/15 at 10:20 AM, revealed when filling
oxygen tanks tha door to the oxygen fill room
should be closed. She further stated it was her
expectation staff should utilize the appropriate
personal protective equipment when filling the
portable liquid oxygen tanks, She stated this was
important to decrease the risk of accldents and
hazards as there was a risk the tanka could burst.

3. Review of the facility’s policy titted §.3 Starage
and Expiration of Medications, Biologicals,
Syringes and Needles, (dated 12/01/07, last
updated 1/01/03), revealed Applicabllity : This
policy sets forth the procedures relating to the
storage and expiration dates of medications,
biologicals, syringes and needles. General
Storage Procedures: 3.1 Facility should ensure
that all medications and biologicals, including
treatment items, are securely stored in a locked
cabinet/cart or locked medication room that is
inaccessible by residents and visitors.

Initial four of the facility, on 03/24/15 at 9:00 AM,
revealed upon entering Resldent #4's room
multiple packages of gauze supplies were visible
on the caunter in the resident reom. Medication
used to complete the wound care was also on the

counter. Further investigation revealed a bottle of

Faza
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SAF cleanser and a container of Darmal Wound
cleanser. Review of the wound cleaner label
revaaled for external use only, avold contact with
eyes,

Interview with Resident #4 (review of MDS
assessment ravealed BIMS scors of 15 which
Indicated interviewable), on 03/24/15 at 9:00 AM,
revealed the nurses left that in his/her room.
He/Sha stated staff do his/her treatments twice
dally or when ever thay need changing. He/she
revealed there were residents that wander Into
the room at times, but ncne recently.

Interview with Wound Care Nurse, on 03/27/15 at
7:30 AM, revealed she did not leave the
treatment supplles in the residents room. She
stated she thought it was the eleven to saven
{11-7) shift that was responsible for that.

Interview with the Diractor of Nursing (DON}, on
3/26/15 al 12:40 PM, revealed It was not
acceptable to leave treatments or any supplies in
the resident’s rooms. Sha revealed that her
expectations were for the staff to remove all
treatment materials and cleaning suppfles from
the residents room and they should be treated as
any other medication and that no resident in the
facility is care planned to self administer
medication. She further revealed she realized the
Importance of removing all reatment supplles
related to safety hazards due to the seven
residents that wander through out the facility,
483.35(f) FREQUENCY OF MEALS/SNACKS AT
BEDTIME

Each resident raceives and the facility provides at
least three meals daily, at regular times

F 323

Fags|| F368

1. On 04/16/2015 the
Dietary Services
observed HS snack pass

q%w&;
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comparable to normal meeltimes in the
community.

There must be no more than 14 hours batween a
substantial evening meal and breakfast the
following day, except as provided below.

The facllity must offer snacks at badtime dally.

When a nourlshing snack is provided at badtime,
up to 18 hours may elapse between a substantial
evening meal and breakfast the following day if a
resident group agrees to this meal span, and a
nourishing snack is served.

This REQUIREMENT is not met as evidenced
by:

Based on interview it was determined the facllity
failed to ensura snacks were offered to every
resident at bedtime daily.

The findingsa include:

Interview with the Registered Dletitlan (RD), on
Q4/0715 at 9:40 AM, revealed there was no
written policy to her knowledge related to offering
bedtime snacks to all residents.

During a group interview with five (5) residents, Managers.
(with a Brief Interview of Mental Status (BIMS) 4. The Dietary Service
scores between eight (8) and fifteen (15) which Manager, Administrator,

indicated they were interviewable), on 03/24/15 at
2:00 PM, revealed only certain residents get a
bedtime snack every night and they would like a
snack as well,

Interview with Resident #4, on 03/27/15 at 10:45

were offering snacks to
all residents.

On 04/20/2015 the
Dietary Services
obsarved HS snack pass
and noted that snacks
were available and staff
were offering snacks to
all residents.

On 04/15/2015 The
Director of Nuraing re-
educated the Dietary
Service Manager on the
reguirement to offer
snacks to all residents
at HS and to maintain an
adequate supply of
snacks. By 05/10/15 all
current nursing
assistants will be re-
educated to offer HS
snackg to all residents
this education will be
provided by the
Administrator, Dietary
Service Manager,
Director of Nursing,
Assistant Director of
Nursing or Unit

andg

Director cof Nuraing
assistant Director of
Nursing, Social Service
Director of MDs Nurse
will observe snack pass
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two times per week for
F 388 | Continued From pege 58 F 368 four weeks then weekly

AM, revesled at times the facility runs out of for ‘—'1‘3‘;‘1 ‘::e’i‘: 2;’
snacks and he has to ask for a snack in order to egs uret e .
recelve one and it he/she doesn't ask early adegquate Supply

snacks and snacks are
enough he/sha does not recelve one. R e

Interview with Cartified Nursing Assistant {CNA) The results of these
#7 (who worked 7:00 AM {0 3:00 PM), an audits will be reviewed
03/27/15 at 11:00 AM, revealed the residents who with the Quality
are diabetics and are on the nutitional at risk Assurance Committee
(NAR) program have snacks at night labeled with monthly for at least
thelr names on them. She stated the other three months. Anytime
residents have to ask for snacks and the raquest concerns are identified
for a snack has to be placed before the kitchen the Quality Assurance
closes. Committee will convene
to review and make
Intarview with CNA #9, on 04/09/15 at 12:16 PM, further recommendations.
ravealed she worked the 3:00 PM to 11:00 PM The Quality Assurance
shift and works both of the halls, She statad Committee will consist
snacks are programmed In the Accu-Nurse of at a minimum the
headset (system used for documenting meals Director of Nursing,
and snack intake) for the diabstics and residents Administrator, Dietary
on the nutritional at risk program. She stated Services Manager, Social
these residents are given snacks regardless of Services Director and
whether they eat them or not and every other Maintenance Director
rasident in the bullding is offered a snack at with the Medical
approximately 7:00 PM.

Director attending at

Interview with the Dietary Manager, on 03/26/15 least quarterly.

at 9:05 AM, revealed snacks are offered to avery
rasident at bedtime dally; howaver, residents with
a diagnosis of diabetes or rasidents that are
nutritionally at risk {NAR) are given a snack every
night at bedtime. Further Interview, on 03/27/15
at 10:50 AM, revealed she was unaware of the
need to offer every resident a snack at bedtime.

Further interview with the Registered Dietitian
(RD), on 04/07/15 at 9:40 AM, ravealed every

resident should be offered a snack daily at
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bedtime and residents with a diagnosls of
diasbetes and ones on the NAR program have
snacks that are scheduled with their names and
dates on them.

Interview with the Assistant Director of Nursing
(ADON)}), on 03/25/15 at 9:00 AM, revealed the
NAR resldents and diabetics ars the only
residents to recelve a anack at bedtima and the
other residents have to ask for them.

Interview with the Director of Nursing, on
03/28/15 at 3:10 PM, revealed all residents
should be offered a snack dally at bedtime and
the residents with diabetes and ones on the NAR
program are given a snack at bedtime daily.
483.35()) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sourcas approved or
considered satisfactory by Federal, Stata or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanltary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and raview of
the faciiity's policy and procedure, it was
determined the facility failed to ensure food was
stored and prepared under sanitary conditions
retated to food In the refrigerator opened and not

F 368

Fan

F371

S/II/KY

1. The identified opened and
undated food was thrown away
on March 24, 2015 by the
dietary services manager. The
chocolate milk was removed
from the refrigerator and
thrown away on March 24, 2015
by the Dietary services
Manager. The dietary manager
put on a hairnet immediately
on March 24, 2015. The meat
slicer was taken out of
operation on 03/24/15 until a
replacement blade to be
obtained.
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F 371 | Continued From page 60 Fa7il| 2. Observation of the

refrigerator by the dietary

dated when it was opened, an employee's service manager on 04/16/2015

perscnal quart of chocolate milk open and stored

in the kitchen refrigerator and the Dietary Revealed no unlabeled foods,
Manager observeg In the kitchen without a hair all foods labeled, covered a“I
net. dated, as well is no employee
drinks in the refrigerator. I
Review of the Census and Conditlon report, addition, Observation by the
dated 03/24/15, revealed there was a tota! of Administrator on April 15,
seventy-eight (78) residents in tha bullding with 2015 revealed all staff
four (4) residents recslving tube feeding. wearing hairnets. All other
1 equipment was inspected by the
The findings Include: ) dietary services manager on
; BApril 15, 2015 to ensure no
Review of the facllity's policy and procedure, titled other equipment which needed
"Food Recelving and Storage", last revised repalr was in use none was
12/2008, revealed all foods stored In the found.
refrigerator or freezer will be covered, labeled and
dated (use by dafe). Other opened containers 3. All dietary staff will be
must be dated and sealed or covared during educated on labeling and
storage, Food Services, or other designated staff, dating of foods, the routine
will maintaln clean food storage areas at all times. cleaning schedule, no personal

items and refrigerator, the
requirement to wear hairnet t¢
cover hair and beards, and
removing equipment in need of
repair from service
immediately. This education
will be provided by the
Dietary Services Manager,

Interview with the Distary Manager, on 03/25/15
at .05 AM, revealed thera was no facility policy
for staff use of hair nets while in the kitchen.}

Observation and tour of the kitchen, on 03/24/16
at 8:55 AM, revealed the following opened and
undatad items in the refrigerator: Ona (1) block of
butter; ona (1) gallon of milk; one (1) pint of heavy
cream; one (1)} tub of chicken base; ona (1) jar of

mustard; one (1) package of bologna opened to In addition, the Reglonal

air (dried out on the edges); bologna wrapped in Dietician will re-educate the
foil not dated; boiled sggs dated 03/19/15; and dietary services manager on

one (1) quart of chocolate milk {employees). use of hairnets, daily

Further observation revealed the Dietary Manager inspection for covered foods

In the kitchen without a hair net. Additionally, the and outdated foods, and weekly
meat slicer had nicks on the blade and was still in inspection of equipment.

use.
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F 371 | Continued From page 61 Farill 3- The dietary services
manager will perform a weekly
Intarview with the Dietary Manager, on 03/25/15 sanitation audit foi = iaast
at 8:05 AM, revesled the normal procedures for R e |
any itam open in the refrigerator was it must be audit her staff five times pej
labeled and dated as to when it was opened and week for 12 weeks to ensure
any item greatsr than threa (3) days old must be they are wearing hairnets and
thrown out. She stated no employee was to keep to ensure no personal items
personal food or drink items In the kitchen are being stored in the
refrigerator and hair nets should ba womn in the rafrigerator and all opened
kitchen at all imes. Additionally, she stated the foods are labeled and stored
meat slicer should not of been In use with nicks appropriately. The results of
on the blade. Further interview ravealed she was these audits will be reviewed
responsible for completing an eudit daily and with the Quality Assurance
weekly for monitoring the refrigerators and Committee monthly for at least
freazers for any itemas that needed to be thrown three months. Anytime concernsg
out and chacking the meat slicer. are identified the Quality
' Assurance Committee will
Interview with the Registered Dletitian (RD), on convene to review and make
03/27/15 at 7:39 AM, ravealed she expected if further recommendations. The
anything was not stored properly and dated it Quality Assurance Committee
wauld be thrown out immediately and hair nets will consist of at a minimum
should ba worn at all tmes. The RD stated ifa the Director of Nursing,
plece. of equipment was not in good working Administrator, Dietary
condition then it should not be in use, Further Services Manager, Social
interview revealed she was only in the building Services Director and
once a month and the Distary Manager was Maintenance Director with the
r:si?&iible for the safa and clean operation of Medical Director attending at
the en.
F 372 | 483.35()(3) DISPOSE GARBAGE & REFUSE ¢ ayg| | 1825¢ quarterly

S5S=E

PROPERLY

The facility must dispose of garbage and refuse
properly.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, it was

F372

The dumpster door was closed
immediately by Maintenance
Director on March 24, 2015 as
soon as it was discovered the
doors were open.

il
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F 372 | Continued From page 62 ra7a|| 2-The administrator observed
determined the facillty failed to ensure disposal of t}lte d\;mpster ‘:'l°°i g b; é’{g .
garbage properly as evidenced by dumpster closed on April 13, an
doors left open. P mpril 16, 2015.

The findings Include: 3. In addition, all nursing
agsistants and all distary
Interview with the Maintenance Director, on staff will be educated to
03/24/15 at 10:30 AM, revealed as far as he knew ensure they understand the
there was no pollcy to address the dumpster practice of ansuring the
slider door balng closed dumpster doors are closed at
_ all times., This education will
General cbservations of the facility, on 03/24/15° be provided by the
at 10:00 AM, revealed the dumpster slider doors Administrator, Director of
were left open. Nursing, Asgistant Director oI
Nursing or Unit Managers.
Further Interview with the Maintenance Director,
on 03/24/15 at 10:30 AM, revealad the dumpster 4, The Administrator will
doors were to be closed at all times otherwise make observations of the
pests could get inside, dumpster five times per
week for four weeks then
Intarview with the Director of Nursing {DON), on three times per week for
03/26/15 at 3:10 PM, reveaied the staff should eight weeks to ensure staff
close the dumpstar doors after use. are closing the dumpster

F 428 | 483.80(c) DRUG REGIMEN REVIEW, REFORT F 428 doors after use. The

88=D | IRREGULAR, ACT ON results of these audits

will be reviewed with thae

The drug regimen of each resident must be Quality Assurance Committe

rahn:e"::gl att least once a month by a licensed monthly for at least thraeT

P st months. Anytime concerns

; ) are identified the Quality

The pharmacist must report any Irregularities to

the attending physiclan, and the director of Assur anci chmittee ‘;illk

nursing, and these reports must be acted upon. convene to review and make
further recommendations.
The Quality Assurance
Committee will consist of
at a minimum the Director
of Nursing, Administrator,
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This REQUIREMENT (s not met as evidenced
by:

Based on Interview and record review, it was
determined the pharmacy falled to ansure
delivery of a now dose of Decadron for one of
sixteen (18) sampled residents {Resident #9},

The findings include:

Record review revealed the facility admitied
Resident #8 on 11/20/13 with diagnoses 1o
Include Arxdety, Hypothyroidlsm and
Hypentension.

Review of Nurses Notes, dated 03/04/15 at 5.08
PM, revealed the nurse phoned the physician
related to the development of a rash to Resident
#9's upper chest, arms and legs.

Review af a Comprahansive Physiclan Order
Sheat, dated 03/04/15 at 2:25 PM, revealed a
telephone order for Decadron four (4} mg
Intramuscular (IM) Now.

Review of the March 2015 Medication
Adminlstration Record revealed the resident was
administered Dacadron 4 mg. IM on 03/05/15 at

the order was received to administer "now".

Post survey interview with Licensed Practical
Nurse {LPN) #4, on 04/10/15 at 9:32 AM,

up with a phone call. She stated she spoke with
a female at the pharmacy and notlfied the female
that she needed the Decadron stat LPN #4
stated the female asked If it could be delivered

6:30 PM approximately twenty-six (26} hours afler

revealed she after checking the Emergency Drug
Kit (EDK) and not finding the medication in the kit,
she faxed the order to the pharmacy and followed

and Maintenance Director
with the Medical Director
attending at least
gquarterly.

F428

1. Resident # 9 received
the ordered dose of
Decadron on 03/05/2015
by a licensed nurse.

2. By 05/10/15 the Directoxy
of Nursing, Assistant
Director of Nursing and
Unit Managers will
complete an audit of all
current resident’s
Medication
Administration Record
and the medication cart
to ensure all
medications have been
delivered by the
pharmacy and all are
available. Any not
available will be
immediately delivered
from the pharmacy.

3. The General Manager of
the pharmacy will re-
educate all pharmacy
staff by 05/10/15 on
calling the facility
with any delay in
delivery of a stat dose
of medication so staff
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Dietary Services Manager,
F 428 | Continued From page 83 F 428 Social Services Director
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may notify the
F 428 | Cantinued From page 84 F 428 physician.
with the 9:00 PM medications and she told her no 4. E\he iD:reztgi of tNurs:!f.ng
that it was needed stat. LPN #4 revealed the . rector o
medication had not arrived by the time her shift Nursing or Unit Manager
anded at seven 7:00 PM so she reportad that to will audit the
the ancoming staff. Medication
Rdministration Records
weekly for twelve weeks
Interview with Unit Manager, Registsred Nurse to ensure medications
{RN)#2 , on 03/28/15 at 2:.00 PM, revealad the are administered in a
Decadron wasn't received from the pharmacy on timely manner per
the day it was ordered and the error was not physician order. The
discovered until the following day. The Decadron rasults of these audita
was administered on 03/05/1§ at 6:30 PM by will be reviewed with
Registered Nurse (RN) #2. the Quality Assurance
Committee monthly for atg
Interview with Pharmaclst, on 03/27/16 at 10:15 least three months.
AM, revealed an order was received from the Anytime concerns are
pharnmacy by fax on 03/04/15 at 2:22 PM for identified the Quality
Resldent #8 to have Decadron four (4) milligrams Assurance Committee will
{mg) intramuscularly (IM) as a now order. The convene to review and
phamacist reporis that they retumed a fax to the make further
o e e e
" a
recelved the informatlion on 03/05/15 thal the Quality Assuranc
Committee will consist
Decadron was not in the EDK. The Decadron
of at a minimum the
was sent to the facllity on 03/05/15 at 5:00 PM. .
Director of Nursing,
He also advised that now or stat orders should be Administrator. Dietar
delivered within two (2) hours. He revealed the Services M ’ er Soc{a
phamacy staff thought the the Decadron was in v anager, T
the EDK box Services Director and
F 431 | 483.80(b), (d), (s} DRUG RECORDS, F 431 ﬁﬁfﬁﬁ;ﬁz““
s5=D | LABELYSTORE DRUGS & BIOLOGICALS TV T A Pt s
The facility must employ or obtain the services of least quarterly
a licensed pharmacist who establishes a system .
of records of recelpt and disposition of all 1.
controlled drugs in sufficient detail to enable an F431 5 15
accurate reconciliation; and determines that drug 1. On 04/16/2015 the
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identified open
F 431 | Continued From page 65 F 431 medications without a

records are In order and that an account of all
controlled drugs Is maintained and periodically
reconciled.

Drugs and biologicals used In the facllity must be
labaled In accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the explration date when
applicable.

In accordance with State and Federal laws, the
facility must store ali drugs and biologicals in
locked compartments undar proper temperature
controls, and permit only authorized personnel to
have access to the keys. '

The facility must provide separately locked,
permanently affixed compartments for storage of
cantrolled drugs llsted in Schedule li of the
Comprehensive Drug Abuse Prevantlon and
Control Act of 1976 and other drugs subject o
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored Is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidencad
by:

Based on cbservatlon, interview, and review of
the facllity's policy and procedure, it was
determined the facility falled to ensure
medications used In the facility was labeled In
accordance with currently accepted professional
principles. (Observation of the medication cart for

. The Director of Nursing]

date were dated for the
date of delivery from
the pharmacy by the Unif
Managers.

By 05/10/15 the
Director of Nursing,
Assistant Director of
NMursing or Unit Manager
will audit all
medication carts to
ensure all medications
not unit dosed are date
when opened. Any
undated will be dated
the date of delivery.
All licensed nurses will
be re-educated by the
Director of Nursing,
Assistant Director of
Nursing or Unit Manager
on the requirement to
date all non- unit dose
medicatlons when opened

Assistant Director of
Nursing or Unit Manager
will audit all med cart
weekly for twelve weeks
to ensure all non-unit
dose medications are
dated when opened. The
results of these audits
will be reviewed with
the Quality Assurance
Committee monthly for at
least three months.
Anytime concerns are
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iden ie e Quality
F 431 | Continued From page 88 F 431 Assurance Committee \;ill
Hall 1, ) revaaled four (4) bottles of Miralax e Eg review an
(taxative) open with no date, one (1) bottle of Milk make tur e? Th
of Magneslum (laxative) open with no date, one recommendati.ons. e
(1) bottle of Mylanta {(antacid) open with na date, Quality Asst_lrance
thres (3) bottles of cough syrup open with no Committee will consist
dates, thras (3) bottles of sare throat spray open of at a minimum the
with no dates, and one (1) bottls of Tums (antacid Director of Nursing,
tablets) open with no date. Administrator, Dietary
Services Manager, Social
The findings include: Services Director and
Maintenance Director
Review of the facility's policy and procedure, titied with the Medical
“Storage and Expiration of Medications, Director attending at
Slologicals, Syringes, and Needles", last revised least quarterly
01/01/13, revealed the facility ataff should record
the dated opened on the medication container
when the medication has a shortened explration
date once opened.”
Interview with Licensed Practical Nurse (LPN) #7,
on 03/28/15 at 2:15 PM, ravealed the medications
listed abova should hava been dated when they
wera opened and she knew this was the facllity's
palicy. She was unsure who opened the
medications but knew it was her responsiblilty to
date any medication when it was opened.
Interview with the Director of Nursing (DON), on
03/26/15 at 3:00 PM, revealed she expacted tha
nurse who opened the medication initially to ba
the one to date the medication when it was
opened.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 // /
ss=D | SPREAD, LINENS 3Kk AN
The facility must establish and maintain an 1. Nursing Assistant # 8
Infection Control Program designed to provids a was re-educated by the
safe, sanitary and comfortable environment and Director of Nursing on
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the requirement to bag
F 441 | Continued From page 67 F 441 all dirty linen before
to help prevent the development and transmission leaving room and the
of disease and infection. proper procedure to
carry linens. On
(a) infection Contral Program 04 /17/2915 the bBirector
The facility must establish an infection Cantrol of Nursing observed
Program under which it - nursing assistant # 8
(1) Investigates, controls, and prevents infections appropriately bagging
in the facility; and carrying linen.
(2) Dacldes what procedures, such as isolation, 2. On 04/15/2015 and
should be appiied to an individual resident; and 04/16/2015 the Director
(3) Maintains a record of incidents and corrective of Nursing noted that
actions related to infections. staff were bagging linerr
prior to leaving roocm
{b) Praventing Spread of Infection and carrying linen
(1) When the Infection Control Program appropriately.
determines that a resident needs Isclation to 3. By 05/10/15 all nursing
pravent the spread of Infection, the facility must assistants will be re-
isolate the resident. educated by the Director
{2} The facility must prohibit employees with a of Nursing, Assistant
communicable disease or Infected akin leslons Director of Nursing or
from direct contact with residents or their food, if Unit Manager on bagging
direct contact will transmit the disease. dirty linen prior to
(3) The facility must require ataff lo wash their leaving the room and th
hands after each direct resident cantact for which proper way to carry
hand washing s indicated by accepted linen.
professional practice. 4. The Director of Nursing,
Agsistant Director of
(¢) Linena Nursing or Unit Manager
Personne! must handls, store, pracess and \ g b i g
transport linens so as to prevent the spread of will make observations
infection. five times per week for
twelve weeks of staff
providing care to
evaluate if dirty 1:Lnen+
are bagged prior to
leaving the room and
This REQUIREMENT s not met as avidenced linens are carried
by: appropriately. The
Basad on observation, interview, record review
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and review of facility policy and procedurs, it was
determined the facility falled to maintain an
Infaction control program desligned to provide a
safe, sanitary, and comforiable environment and
to help prevent the davelepmaent and
transmisslon of disease and infection related to
inappropriate transportation of solled linan.

The findings include:

Review of the facility policy and procedure, titled
“Infection Control Tracking and Trending Policy
and Procedure®, dated 08/13, revealed the
purpase of the Infaction Contral Policy and
Procedure was to prevent the spread of infection
and provide appropriate educatlon for staff and
residents concerning infection control,

Observation of Certified Nurse Aide (CNA) #8, on
3/25/15 at 7:25 AM, revealed the CNA carried
several articles of sollad linen out of a resident's
room without the solled linen being contalned.
CNA #8 had the solled linen in her hands and
against her arms while walking aut of resident's
room into the hallway.

Interview with CNA #8, on 03/27/25 at 7:20 AM,
revealed the CNA should bag all solled linen in
bags prior to lsaving a resident's room and take
the soiled lined to the goiled linen room.

Interview with CNA #7, on 03/27/25 at 7:37 AM,
revealed soiled linen had to be bagged up before
it was brought out of a resident's rooms.

Interview with Unit Manager Licensed Practical
Nurse (LPN) #1, on 03/25/16 at 8:10 AM,
revealed she expected soiled linen to have bean
bagged before being brought out of the resident
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results of these audits
F 441 | Continued From page 68 F 441 will be reviewed with

the Quality Assurance
Committee monthly for at
least three months.
Anytime concerns are
identified the Quality
Assurance Committee will
convene to review and
make further
recommendations.
Quality Assurance
Committee will conaist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly

The

FORM CMS-2567(02-95) Previous Versiona Obsclsla

Event 10:6GOPH

Facilily 1D: 100175

If continuation sheset Paga 88 of 72




From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

04/20/2015 18:12 #375 P.070/072

PRINTED: 0410/2015

RECORDS-COMPLETE/ACCURATE/ACCESS!B
LE

The facility must maintaln cfinical records on each
resident in accordance with accepted profassional
standards and practicas that are complets;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's asseasments; the plan of care and
sarvices provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT I3 not met as evidenced
by:

Based an interview, record review and facility
policy revealed the facility failed to ensurs the
clinical record was complete for one (1) of sixteen
{16) sampled residents (Resident #3). Residant
#3 was ordered a treatment of a rash and the
licensed nurse failed to document tha treatment
was completed es ordered.

The findings include:
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F 441 | Continued From page 89 F 441
rooms.
Interview with the Director of Nursing (DON), on
03/26/15 at 1:12 PM, revesled she expected ataff
to bag soiled linen before bringing it out of &
rasident's room.
F 514 | 483.75()(1) RES F 514|| F514 57Z7%7

1. The Director of Nursing
observed on 04/15/2015
the treatments for
resident #3 including
oxygen saturation were
documented.

2. On 04/16/2015 the
Director of Nursing
noted that all
treatments and Oxygen
saturation were
documented.

3. By 05/10/15 all licensed
nurses will be re-
educated by the Director
of Nursing, Assistant
Director of Nursing or
Unit Manager on
documentation of
treatments and oxygen
saturation requirement.

4. The Director of Nursing
Assistant Director of
Nursing or Unit managers
will audit all the
Treatment Administratio+
Records weekly for at
least twelve weeks to
validate staff are
documenting treatments
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and oxygen saturations.
F 514 | Gontinued From page 70 F 514 The results of these

Record review ravealed the facility admitted
Resident #3 on 04/15/08, with dirgnoses which
included Hypertansion, Anxiety, Alzheimer's
Disease, and Rash. Review of the quartery
Minimum Data Set (MDS) assessment, dated
03/05/15, revealed the facility Identified the
resident's cognitiva status as severely impalred
with a Brief Interview of Menta! Status score of
99" which indicated the resident was not
interviewable.

Review of the Physician's Order, dated 03/11/15,
revealed ta apply Triamcinolona (corticosterold)
Cream 0.1% to rash on body twice & day (BID}

Review of the March 2015 Treatment
Administration Record {TAR) revealed a
treatment for Trlamecinolone (corticosterold)
Crearn 0.1% to rash on body BID (7:00 AM and
7:00 PM) starling on 03/12/15. Further review
revealed the 7:00 PM dose was not initialed as
completed on 03/13/15-03/18/15, and
03/20/15-03/23/15.

Review of a Physician Order, dated March 2015,
ravealed to obtaln oxygen (O2) saturation levels
dally.

Further review of the March 2015 TAR revealed
to obtain 02 saturation daily at 6:00 AM with
blanks noted twelve (12) blanks noted between
03/01115 and 03/24/15.

Interview with Registered Nurse (RN) #5 who
worked 7:00 PM to 7:00 AM, on 03/27/15 at 11:30
AM, revealed she always applied the treatmant
cream and obtalned O2 saturation but she
doesn't hava time to initial the TAR to indicats the
treatrnent was completed and 02 sats were

audits will be reviewed
with the Quality
Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
to review and make
further recommendatlons
The Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager,
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly

Social
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obtained, She stated she leaves & lot of blanks
on the TAR because of this,

interview with Licenssd Practical Nurse (LPN) #5
who warks 7:00 PM to 7:00 AM, on 03/27/15 at
7:50 AM revealed she knows the nurse who
works on the hall and she knows the nurse
completes the treaatments and obtaing 02
saturation levels but the nurse falls to document
them.

Interview with the Director of Nursing (DON), on
03/25/15 at 11:00 AM, revealed she axpected the
nurses to document the treatments when
administered and 02 saturations when obtained.
She stated she fael the nurse just failed to
document.
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