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(X&) 1D ‘SUMMARY STATEMENT OF DEFICIENCIES . PROVIDER'S PLAN OF CORRECTION 6}
“BREFIX. {(EACH DEFICIENGY MUST 8 PRECEDED BY-FULL PREFIX '(EACH CORRECTIVE AGTION SHOULD BE: COMPLETION
TAG | REQULATORY ORLSC IDENTIFYING INFORMATION) prc “CROSS: “EFERESSFE%E% E:r%sawaommre DATE
F 000 | INITIAL COMMENTS F 000
This Piﬂn of Correction is the ceiters predible
iesal
A Recortification Survey and an Abbreviated abegelln afeoppliative
o |Burvey investigating AROs KY00015272, Prepuratton andior exention of this plan 6f corvectin
C | KY00015273, KY0O0015274, K&00275, : E c E: Wﬁt 1t itute advmission or aprecment by the
KYOOD15276, KYOOD15622, KYO0015670, j pH WoRdapic ff'wfr@fﬂwﬁﬁg alleged or conclisiops
Kvﬂosssg K\’OO{M 5830 Kvoao894 and 4 aﬁ’t{&ll? fie statement of deficiencios. (L M)
KY00015868 was conducted 02/01-04/11: and, A MAR 110 2ferige§ erepared ndoresccutat sotely e
Lito Safety Gode Survay was condueted 02,0211 id i requirq by the provisions of federal and state Iw.
Deficlenicies were oited; with the highest scope éw R E289
and severity of an “F", AROs KY0Q015272, _ ,
KY00015273, KYO0016274, KY000162786, s prrs b i ves He . o
KY000689, KY00015830, and KY000894, wore arrodshurg Heaith Cara Contar will
unsubstantiated with no deﬂc:enc:es cited, ARO - needs as evidenced in tho. 3/16/11
‘KYD0D15670 was substantiated with no Co hensive Pl f C - :
deficiencles. ARCS KY00D015275 and omprehensive Flans of Gare.
KY000622 were substantiated with deéfisioncies Residont £29'no loficer resides |
cited. ARO KY0D015898 was unsubatantioted fa‘a;iq?ﬂt no fonger resides in
with deficiencies cited. oty
F 282 483.20(k)(8)(1) SERVICES BY QUALIFIED F 282 ' v :
§8=0 .F‘EH SONS/PER CARE PLAN ;Ear;g:;yee #11 no longer employed at
The services provided or arranged by the facllity Resident # 17 will be tumed and
‘must be provided by qualified persens in repositioned per care plan and SRNA
-accordanca with.gach resident's written plan of Assignment sheet
‘care,
S _ Facllity wide dudit was conducted for all
This REQUIREMENT is not metas evidenced in-house residents to validate care plan
_ interveritions were implemented, This
Based on cbservation, Interview and racord audit was condutsd by Unit
review it was determined the facllity failed to Manager/Designass through direct
follow the Comprehensive Plans of Care for two f:ﬁ:fv’:ﬁggg %“e' 22;2‘3";13 ng?y
1 {2) of thirty-one (31) sampled residenis N e ia
(Residents #17 and #29). Resident #17's Plan of mplemaiod wais immodiatoly
care includad imerventions of assist of two {(2). o
{ stalf for turning and repositioning, however this
was not.observed o have eccurred, ‘
o~ Resldent #29 was care planned for transfer with
f galt bt devica,
LABORATGH Tm_e (4§} DATE

'ﬂ FR.OR FROY fewsappuen REPPECENTATIVES saammunw

3/() /!

Any ﬂeﬂclen};y gtatornent eﬁglfng with an aslerisk {*) denotes a deficloncy which the Inslitution may ba excused from correcting providing it ls detafmtned ﬂ{at
-other safeguards provide sulficiant protetiion 10 the patients. {See instrigions) Excapt for fursing homes, the fihdings stated abovs are dlsotosable 90 days
foliowiigthe date of survey whather or not & plan of corraction is providad. For nursing homes, the above findings and plane of corraciion ars digslosable 14

duys following the date these documants are made avallable to the facliity. I deflclencies are cllad. an apptovad ptan of sorragtion fs requlalle to continued
progiram participation.
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| revealed diagnoses which included Mental

‘asgsisted her, that would substitule for the stalf

The 'ﬂndlngs. include:
1. Review of Resident #17's medical record

Retardation, Psychosis, and Febrile Convulslohs.
Revipw:of the Minimum Data Set Assessment
(MDS8); dated 01/19/11, revealad the facllity
assossad the resident 1o have Impairment in
cognitive skills and required extensive to total
assistance with most Activities of dally Living
{(ADL),

Raview of the Care Area Assessment (CAA)
Summary, dated 01/26/11, revealed physical and
mental imitations that contributed to his/her
dependent functional status for periorming ADL's.

Review of the Plan of Care dated 01/25/11,
revealed the resident was care planned for assist
of twa (2) staff for turning and repositioning.

Observation of Resident #17,.0n 02/04/11 at 9:50
AM, revealad State Raglstered Nurge Aide
(SFANA) #11, turning the resident withowt any
other assistance while providing care.

interview, on 02/04/11 at 10:20 AM, with SRNA
#11 roveslod she was not aware the resident was
a two (2) person staff assist for lurning and bed
‘mobllity. She further stated that even though the
‘Nurse Aide flow sheet confirmed the requirement
of two (2) + assist, she thought if Resident #17

requirement of two (23,
interview on 02/04/11 at 10:10 AM with Licensed

Practioat Nurse (LPN) #1, raveaied two (2} person
should agsist with turning Resident #17, as care

Titis Phon of Corvection is the ce nier’s credibie
m‘legmmn af cpimpliance.

=9

Preparation and/pr executlonof this plan of correctio
does not constinite adinission oF agregmint by the

provider of the ik of the fucts alfeged. orconclusio
et forih i the statement.of defictencics: Thsee plan of
correction is prepared andfor-executed solely bacaus
fis regiir ed by the provisions. of fediial aud stare faip.

s

nlirging staff by 03/15/11..

interventions:

Rev-education to ba completed by Staff
Development Coordinator/Designes on

- implementing all care pian interventions,
as indicated on the care plan, for all

All new admissions will be reviewed
within 24-hours of admit M-F and on
Moriday for weeKend admits by
Director of Nursing/Designee for 12
weeks baginning week of 03/0711 to
ensure care plan was updated and
SRNA assignment shest was
completed accurately upan admit for all

Audit will he completed weekiy for 12
weeks beginning week of 03/07/11 by
Unit Manager/Designee. 7 residents per
unit will be observed o validate direct
cara sigff followlng care plan
interveritiong and deficient pradtice

~ identified will be corracted immadiately.

3116/11
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_ ' DEFICIENGY)
F 282 Continued From page 2 Faez2; o ) .
planned. LPN #1 stated the statf was educated This Plan of Correction i the center's credible
after a fall on 12/24/10 10 utilize two (2) siatf when. alicgaiton of compliauce,
trning Resident #17. Preparation andigr executlon of this plan of correctioly
o “dies not constitute admission-or agrecment by the
2, Raview of Resident #29's madical record providerof the truth of the facss alleged or conclusion
revealed dfag‘ﬁdses which inéluded Troch antatic set forth i the ';‘(qtémjm 3]; dzﬁqiénei?, g’:’;& gg’fma of
iy o e rin i e r cortection s prepared andfor execuied solely becausd
fr:gﬁl'll;g;!ﬁ&eg"aa{aaggtgzlsei‘;%:ﬂ?i MRDQ g;e‘ga?; d it is requiired by the provisions of federal nd siato Tov,
08/06/10 revealed the facility assessed the Administrator will observe 2 staff
_r%sldgnt as requlring assistance of ataff for members waekly per unit for 12 weeks
physical functioning. heginning week of 03/07/11 1o ensure
_ . , . care plan interventions-are bain _
Review of the Plan of Care dated 07/30/10 followad. Any deficiont practios wil be 3116111
revealed the resident was care planned for use of torrected immediately.
gait belt device with transfer. _
) All audits will be brought fo the
Review of medical record Incident Investigation Performance Improvament Committee
tated 08/06/10 revealed Stale Registered Nurss . (PIG) which includes the Exacutive:
Aide (SRNA) #10 falled to use a galt belt on Director (ED}, Director of Nursing
0B/08/10, during transfers of Resident #29. . Gervices (DN8), Registered Distician
. ' {RD), Aclivities Director (AD), Social
interview, 02/08/11 at 8:00 PM with SRNA #10 - Service Director (§5), Case Manager
canfirmed she failed to use a gail belt during ggéiﬁ?ﬂ‘é{‘?;‘é% ?&L?@L";‘ g:_}edd{gaei
transfers iy the facility shower room on 08/08/10. D_Fseiary Ma najc;;e‘r e_very_mn'th for thio
Intetview; with Administrator on 02/03/11 at 4:15 gg;‘égﬁg ?%mnnh:r g é};f'ig r‘;‘";g ded(Al
PM revealed she had talked to SRNA #10, on audits will be reviewed by the
the SRNA was suspended untd sallsfactory skill basad on audit findings beginning
demaonstration was completed during Gait Belt month.of April 2011~
Retralning conducted by Registered Nurge (RN}
#2 on 08/1010. o F323
F 323 | 483.25(h) FREE OF ACGIDENT Faz2al _ )
88=n | HAZARDS/SUPERVISION/DEVICES ] Hamodsburg Health Care Center will
- continue 1o ensure that the resident
The facility must ensure that the resident environment remains as free of accident
environment remains as fres of accident hazards hazards as is possible and that each residerg
as Is possible; and each resident receives rec?“gs adgqt{aﬁ_e ?”pewismt“‘a"?d !
‘adequate supervision and assistance devices to assistance devices to prevant accldents.
T - 4 : #2070 TORGEF TES IR oation ohe
FORM CMS-2567(02-88) Proviaus Versions Ghsalele Evant D:E0TW 11 Fadll_w@ ﬁbﬂﬁl e i Eatfhuation sheet Page 3 of 24
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This Plan of Correetion’is the center's er edihie

prevant-accldents. aflegation of compliance.

-

Preparation andfer execution nf this plan of correctiol
doex HOE CoNSHtulE admission or agrecment. by the
provider of the trath of the Jocts wleged pr conclusions
setforth i the statcntens of deflciencies. The plmr aof

coripction is,prepired and/o axecatod soleli-becans
it is veguired by the provisions of federal and stote tat).

This REQUIREMENT s not met as svidenced
by: '

Based on interview and record review, it was
determined the facility failed to ensure each
resident receivéd adequale supervision and
assistance devices to prevent accidents for one
(1)of thirly-one (31) residants, (Resident #29).
On 0B/06/10, Resident #28 suslained a
Hematoma to Right Lower Extremily (RLE) during
-careftransfors In the facllily shower room. Thie
Hematoma raquired wound caré intervantion
ineluding excision and evacuation of hematoma,
| dressing soaks and antibiotic therapy.

R'e,slder'rt_#ZQ no fohger résides in faciity

Employes #1015 no longer emploved al
facility .

_ - 3116111
Facility wide augit- was conducted for all In-
house residents to validate care plan
intarventions were iniplemented 10 includes
supervision-andfor assistive devices, This
sudit was conduetdd by Uit
Manager/Desighees through direct
cbservation on 03/15/11._Any identified
concern relaled jo supervision, asaistive,
devices or accident hazards was corrected
immediately.

The findings include:

Review of Resident #20's medical record Galt belé rslrsining wais-conducted with
revealod diagnoses which includéd Trochanteric ' e Was Conucied Wit

employee #10 at time of Incident on

: Review of the August Physician Orders revealad

Fracture, Edema; and Osteoporosis. Review of
the Minimum Data Set Assessment (MDS) dated
OB/06/10, revealed the Tacility assessed the.
resident as requiring assistance of stalf for
physioal functioning.

the rasident was on Coumadin; {a blood-thinner
ot anticoagulation).

Review of Resident #20's medical record
revealed diagnoses which included Trochanteric'
Fracture; Edema, and Osteoporosis, Review of
the Minimum Data Set Assessment {MDS), dated
0B/06/10 révealéd the facilily essessed the
resident as requiring assistance of staff for

08/66/10. Employae was required fo attend
one on one training before retuming to work,

Galt belt retraining will by completed by Staff
Development/Designee for all direct care
staff to ensuré proper usage by 03/15/11.

In addition, the Stalf Dovelopment
‘Coordinator conducied education with all
facility staff regarding providing an
enyironment that is free of accident hazards
to'inclode, but not Hmited to, restraints,
aquipment, nonship surfaces,. app!uances
dleaning supplies, sido rails, hand ralls and
water temperaturas.

© FORM CMS-2567(02:50) Pravious Varsions Obsolts
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A, BUILDING
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‘ . NEFICIENCY)
F 323 | Continued From page 4 F 328 |
: physical functioning.
Review of the F’i_fél!’) O{Car"e' dated 07/30/1 O’ All new admisstons will be reviewead within 24
r_;e_\:egled(j}f;q resiq%nt Wa‘.if care pianned for use of nours of admit M-F and on Monday for -
gait belt device with wansfer. weekend admits . by Diractor of
o ) B Nursing/Designee for 12 weeks beginning-
Review of medical racord Incident Investigatian week of 03/07A11 to erisure care plan was
dated 08/08/10, revealed State Registerad Nurse updated and SRNA assignment sheét was
Aide (SRNA) #10 falled 10 use a galt beif on complated accuralely upon admit for care
08/06/10 during fransfers of Resident #29, P Arens.
) o _ ) o Unit ManageitDesignes wilt monitor 7
Interview, 02/03/11 at 8:00 PM with SRNA #1¢ rasidents per unit weekly for 12 weeks 3/16/11 |
confirmed she falisd to use a gait belt during” heginning week of 03/07/11 fo ensure direct
transfets I the facilty shower room on 08/06/10. care staff is following care plan ard foliowing
. : all interventions. Any deficient praclice wit
. ] - - ok be cor i
Interview, with Administrator on 02/03/41 al 4:15 ¢ comected immediately .
PM revealad she had talked to SRNA #10, on Al audits will be brought to the Performance
0B/06/10 about falling to toliow the care plan and Improvement Committee {P1C) which
the SRNA was suspended untit satisfactory skill Eﬁg‘;ﬁf é??\! E;?sgnsvee rag::t(og rgg?)l
demalnstratten was completed during Galt Eiglt Registered Dietician (RD), Activities Director
Retraining conducled by Registered Nurse (RN) {AD), Soclal Service Director (3S), Case
#2 onh OB/10A0, Manager {CM], Maintenance Director,
305 | 483.25(]) MAINTAIN NUTRITION STATUS F 325 igf{e.:tiical'h?ireclor {MD}, MDS“:?:rsEs. anit the
e ‘Distary Manager every month for the next
$6=0 | UNLESS UNAVOIDABLE. three months. Review to begin April 2011,
s Y L The PIC will determine if further action is
| Based on & resident's comprehensive nesded
absegsment, the facility must erisure that a S
| residant «
(1) Maintains acceptable paramsters of nutritional F325
status, such as body weight and protein levels,
unless the resldent’s clinical condition 'Th:a Lacnll?y ?ifif no{t fail ladma;r;;gm _;i;‘e i
demaonstrates that this is notl posalble, and wiritignal status for residen & facoity
. o : i discussed residents #5 nulritionat sialus with
1 {2) Receives a therapeutic dist when there is a her surviving childrenthealth care surrogate
hutritional problem. 0N NUMEToUS 0CCasions.
This REQUIREMENT is not met as evidenced

FORM CMS-2607{02-86) Pravious Varslons Obsulete
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DEFIGIENGY)
F 325 Ccnt_i'nueci Fj{om pags 5 F 325
by: '
Basad on Interview and récord review it was - e
determined the Taclity failed to maintain the The craren Z@?*S“;-ﬁgfg suogate e
nutritional status for one resident (Resident #5) rosidonts decine and shawed 1o abide by the
out of thirly-ane (31) sampled residents. The residents expressed wishes and not seek .
facliity faled {0 educate Resident #5's health care placement of a G-tubé. Residant statis conl M6/
surrogates about the treatment options to to be monitored and all efforts to increase
prevent/reduce additional weight loss. The weight intake-and maintain optimal status continues.
loss from 12/06/10, at 112.2 pounds, through Mo oier residents were idenifiod.
January 01/08/11, at 101.3 pounds 8a9.7% AN Intérdiscibinary care pisi tearm meeting
- weight loss In one maonth which 15 a gevers welght veas held on 02108111 with he resident’s’
 loss. childrentheath care surrogate relaled {o the
resident's weight loss and discussion of
placemarntof a g-tube. No changes were
The fin dings include: gfﬂ?&basw on 1DT team meeting with
Record review reveaied Rasiden! #5 had medical Social Services/Dasignes will review afl
diagnoges which included poor appetile, Stroke, charts to determing If living will is present
Alzheimer disease, Hypertension, Depressive f"‘"d tha 39“’;"9”.3‘9 family members are
Disorder, Constipation and Congestive Heart b s reted o o e At
: S il ¢ TON od by 03495111 . Any deficient
Fallure. Record review revealed Reaident #5 practice Identified will be corrected
enacted & Living Will Declaration and immeglately by Soctal ServicestDenignes.
appointment of Health Care Surragate on . ' 7
0B/14/1999. The document named Family i*?;rf::gifgg gi:ﬁﬁc?t?;p;%‘;?i ;%*;:2 nest
'Memb‘?" #1 and #2 as the primary Heaith Care care surrogate agindicated on the resident’'s
Surragates, redical tecord by Staff
: _ Developmenﬂoeetgnee by 0315111
Review.of Resident #8's Individual Resident Mea}
Intake form revealed the resident had ah average
meal intake of 32.8 percant for the month of
Novembar 2010. Review of the Individual
Resident Welght History revealed Resident #5
welghed 111.4 pounds on 11/08/10. Review of
the Datember 2010 meal intake form revealed an
average meal intake of 25%. Review of the
Individual Aesgident Welght History revealed
Rasident #5 welghad 112.2 pounds on 12/08/10:
3181

Raview of the Physician Qrders revealed an order

FORM GMS-2567(02:68) Previous Vormlons Obsolate
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for 120 mililliters of the house nutritional
supplement thres (3) times per day ordered on e s
12/20H 0, ' o All residents with significant weight loss
por-protogol and who has. the potental
Raview of the firstaight {8) days of January 2011 to be affected by weight loss will ba
Meal Intaks form revealed an average meal reviowed by the Inferdisciplinary team
intakes of 14.8 percent, Review of the Individual gi’t";’;‘a’; ;’;‘;ﬁmg‘a%e‘q;g‘gg‘;ser'jaj;%“k’“
Restdent Welght History revealed Resident #5 Dictician) per weight loss protacol of 2%
welghed 101.3 pounds on 01/08/11. The weight of more I one week. 5% or more in one
foss from 12/06/10, at 112.2 pounds, through month. R A
“January 0 1/08/11, at 101.3 pounds, s . 8.7% o
welghl loss In one month which is a severe welght The Interdisciplinary Team will provide
loss. education to the health care surrogate
o and will validate understanding of the
Record ravisw futther revealed Resident #5 was informativh/education through
*{hospitalized from 01/08/11 to 01/1411. Review of questioning the health care surfogate.
the physiclan's order dated 01/14/11 revealed the In addition, the facility will ensure
physiclan had determined Besldent #5 a8 approor:ate docurmentation of the
incapabie of making his/her own health decisions. educationfinformation and the
Review of the last seventeen (17) days of the demonstrated understanding of the
1 January 2011 meal intake form revealed an health care surrogate regarding
avera.e meal intake of 12.7%. alternateé means of putrition-and
interventions, 1f indicated, for weight
Review of & refertal to rehabilitation services for loss are present by 03/15/11.
Resident #5, dated 01/22/11, revealed Resident . e .
#5 had & recant changs in activities of daily iving, gl?z'ea\.’vsae;{‘gﬁzSjﬁﬁﬂ%“f&‘:;"&"ggg?{t o
a change in gating behaviot including decreasad determinie if fiving will Is present and
oral intake, drooling, coughing while sating or face sheel has appropriate health care
drinking and weight loss. The teferral continued fo surrogate listed for next 12 weeks
alaborata tha resident was eaﬂng aleven (11} peginning 02/07/11. Any areas of
 percent on average and had significant weight deficient practice will be corrected
loss. The Speech Pathologist documented she immediately,
had spoken wilh the resident's tamily, not the : 1B 1
designaled Health Care Surrogates, Family
Members #1 and #2, who indicated they falt the
- | resident's poor nutntion intake was related to
advariced dementia and was comioriable with
him/fher primarily getting hydration orally. She
further indicated the resident was unable to
FORM cmsazssv(ez 99} Pravious Verelons Obeolala Eveont I: EOTW1Y Faaillty 1D: 100457 If continuation shest Page 7 of 84
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participate In the evaluation secondary to

| alternative acceptod during these three (3}
" months and on most days snacks were refused

2010 through February 2011,

[ resident lse cream on a spoon, rubbed the ice

cognitive status.

Review of the Individual Resldent Weight History
revealed Fesident #5 weighed 102.6 pounds on
01/31/11. Reviaw of the Individuat Resldent Meal
intake farm also revealed at no time was an

during these three (3) months.

Raview.of Nursing notes revealed consistent
documentation of decreased appstite and/or poor
food intake, fluids being ordered and the
resident's skin being described as dry November

Record review further revealed a restan
physiclan's order was noted for the date of
02/02/11 for 120 mililliters of the house nutritional
supplement three {3) timss per day.

Observation on 02/03/11 at 11:30 AM revealed a
autriifonal supplement sitting on the resident's
bedside unopenad. Qbiservation of the
temperature taken revealed the supplement,
which was milk based was sevaniy-swen (7"
degroes Fahrenheit.

Obsarvation, on 02/04/11 at 11:55 AM, revesled
CNA #1 was feeding the resident during the tunch
meal tima. CNA #1 was noted to pour milk into a
plastic cup and offer the residsfit a drink which
the resident accepted and appearad 1o swaliow,
Resident #5 was noted {o lean his/her head
forward and the alde aflempted to offet the

crear on the rasidant's lips. The resident was
noted 1o purse Hps logether and make 2 face. The

- Executive Director will audit & charls
weekly for 12 weeks heginning 03/07/11
to validdte 10T team has reviewed
weight ioss and appropriate
interventions afe in place.

DON to audit 5 weight losses waekly
beginning week of 03/07/11 % 12 weeks
to ensure that aif waight logs is
addressed par policy and family and Md
notified of recommendation and that
resident family wishes are followed.

All audits will be brought to the
Performance improvement Committee
{PIC) which includes the Exagutive
Dirsctor (EDY, Director of Nursing
Searvices (DNS}, Regigtered Distician
{RD}, Activities Direclor (AD), Social
Service Director (88}, Case Manager
. (CM), Malntenance Director, Madical.
- Director (MD}, MDS Nurses, and the
Dietary Manager every month for the
next thrée months, The PIC will
determing if further action is needed

3/18/11
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-{indicated the resident's Power of Attorney (POA}

-sald they had golten the resident to drink was ali
|-over him/ar, The CNA Indicated the resident did

aide offered the resident another drink of milk, the
resident accepts, but did not appsar to swallow;
the aide attémpled to offer another sip of ik to
the resident and noticed milk was running out of
the resident's mouth and down hig/her chin, The
aide waited approximately forty-five {45 seconds
and attemptad to offer another drink of milk which
the resident accepted and appeared fo swallow.
The aide staled she was afraid to feed the
resident anymare because she was concermed
about the resident choking. The Resident was
noted to begin coughing after the aide laid the
bed back dawn from a ninety (90) degree angle fo
a 1h|rf3r {30} degres angle.

interview with Certified Nursing Assistant (GNA)
#1, 02/03/11 at 12:30 PM revealed tha resident
did not eat or drink and indicated he/she would let
food come back out of his/her mouth befors being
sant to the hospital on 01/08/11. She further

had stated he had difficulty encouraging the
resicdent to eat. Interview with GNA #2 on 02/03/11
at 12:60 PM revealed the nufritional shiake the
family, not the desighated haalth care surrogates,

not open his/her eyes to voice stimulation. She
further stated it took fiftesn (15) minutes 1o feed
the residant to eat two {2) small bites of lce

organm. Sha stales she will try for thiry (30)
minutes to feed the resident and if she was
unable 1o feed the resident she asked other siaff
to ity and ninety {90) percent of the time the other
stalf would have no success feeding the resident.

Interview with CNA #2 on 02/04/11 al 9:55 AM
revealed she was unable to state how long the
resident had decreased responsiveness and

FORM CH8-2567(02-80) Provious Versions Obsalala Evont 1D: EOTW1
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indicated it may have been over one (1) month,
She furthet indicated If sha worked four (4} days
maybe-one (1) of the Tour (4) days the resident
would open his/her eyes. She further indicated
Resident #5 had a previous episode of decreased
rasponsiveness in Novembeér but had "come
back to himselifhorselt." Interview with CNA #3
on 02/04/11 at 10:05 AM rovealed the resident
had & "dramatio” change in cognition after
returning from the hospital and was less alar,
The CNA stated before the last hospital admit
staff could get the residant to drink 4 whole milk,
a bowl ot ice credm and maybe eat some of the
anfres from a meal,

Intorview with LPN #4 on 02/04/11 at 11:20 AM
revealed the resident htd decregsed
responsivaness for the past month and before
thie fime ha/she had good days and bad daya.
LPN #4 further Indicated the resident would eat
somé days and not on other days. She indicated
the famlly was able to get the resident to eat
better than-staff. She further stated the Physician
believed it was ime 1o place a gastrostomy lube
{feding fube) or let the resident go because
he/she was cld and tired.

Interview with Registered Nurse (RN) #4, on
102/03/11 at 2:15 PM, ravealed Resident #5 was
morg alet! and able to fead untif approximately
two (2) menths ago.

Interview with the Registered Dietitian (RDY on
02/03/11 at 11:45 AM revesled the resident
weighed 112.2 pounds on 12/29/10 and on
12127/10 the resident's Periactin {an appetite
stimulant) had been discontinued and Megace
{an appetite stimulani) had been ordered. She
alsa noted, the resident refused snacks. The

FORM OMS-2587(02-69) Previous Vergions Obsolels ' Event iD:EOTW11 Fauillly ID: 100487 If continuation sheat Page 10 of 24
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Tesident's average meal intake was thirtean {13)

1 01/28/11 she had reviewed Resident #5's medical

him/her to drink they wera pretty happy. She

Cantinu‘ed From page 10

percent (baséd ona seven {7} day review of maal
intake), she had recommended to liberalize the
diet from rio added salt mechanieal soft to regiilar
mechanical soft diet, 120 milflters of the house
nutritionat suppiemeni three (3) times a day, The
order was obtalned for a regular mechanical soft
diet and 120 milliliters of the hause nutritional
supplement on 12/29/10. She further indicated on

recard and determined the resident was eafing
oleven (11) percent of meals on average based
on seven (7) days of mesl intake, The RD also
stated on 01/28/11, she again recommendead 120
milliliters of the hcuse nutritional supplement
three (3) times gach day because it had not been
rstanted when the resident returned from the
hospital on 017/14/11 and also recommendsd a
Speech therapy evaluation. The RD further noted
in the resident's chart there wag a nursing note
which read the Spesch Pathologist had discussed
placement of a feading tubs on 02/02/11.

Interview with the Spesch Pathologlst on 02/03/11
at 7.55 PM revented she had scresned the
resident because nursing called regarding
dificulty getting the resident to eat. She further
indlcated she had spoken with a family member -
and they stated the family was able fo gel the
resident to eat; and, as long as they could get

further staied she discussed with the family
miembar what she doss as a Speech Pathologist
and did not discuss tube teeding because she
would notfest comfortabile discussing this without
having completed an evaluation first and the
resident was not alert enough to do an evaluation.

Interview with the resident’s Physician an 02/2/11

F 325
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| Surrogates #1, on 02/04/11 at 10:15 AM, revealad
1 they had not spoken with the Speach Patholagist

mouth, will swatiow hard or blow aut of We/her

at 4:58 PM ravealed he had been notilied of the
resident’s weight loss. The Physician further
stated he had ordered flulds when the family
exprossed concarn because Resident #5 was not
eafing or drinking; however, supervision was:
needed secondary ta the resident's Congestive
Heart Fajiure. He further indicated he had not
discussed tube feeding with the family.

Phone Interview with one of the Heailth Care

about tube feading placement. She indicated it
may have been another family member and
provided contact information for the tamily
member, The family member further indicated
they were unable to visit often and was unaware
of all details of the resident's condition.

Phone interview with a nember ¢f the resident's

family (who was nol designated as one of the two |

primary Health Gare SBurrogates); on 02/04/11 at
10:65 AM, revealsd somaone may have
mentioned a feeding tube in passing, She stated
she believad someons from the facility staff
stated the resident neadead a faeding tube
because the resident-nad not eaten much at the
time. The family member did nol recall when this
was or who had made the statemant.

Phone Interview with anofher family membser, not

e Health Care Surrogates, on 02/04/11 at 12:50
PM revealed he noticed a change in the resident's
cognition approximately three {3) weeks ago, He

further indicated the resident "quit safing and now
acts like he/she cabinot drink," He further stated it
seamed like the resident will hald grinks in his/her

mouth when trying te offer him/her a drink. He
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stated staft will tell hifn the residerit was giving up,
things you don'f want to hear”, This famtly -
member revealad the facility had not discussed
the option of a feeding tube for Resident #5.

Interview with Hesident #5's Physiclanon 03116111
02/04/11 at'S:;SO‘_PM, ravealed he balievad hister | '
status was steadily decreasing and It-had besn an
ongoing Issue of how the resident will "elamp”
hisfher mouth closed. He further stated with staff
feeding the resident it may take thirly (30)
minutes to fead one bite so the facllity did
encourage family to feed the resident because. it ¢
was not feasible for staff,

While-the facllity had taken steps to improve
Resldent #5's walght and Implemented a nutrition
supplement, changing the resident's diet,
involving the family to assist in feeding the
resident, there was no documented evidence,
nor interview to confirm or validate that the. 1ac;hly
{ notified the Heaith Care Surrogates in order to
determine a course of action related to the
resident's weight loss and the conslderation of &
fosding tube i order o pravent turther severe
, ‘weight logs. '

F 371 | 483.36(]) FOOD PROCURE, F371| part

88+E STOREIPREPARE!SEHVE SANITARY

All res;dents with the exceplion of those

The fao lity must - who receive nutrion solsly by

{1) Procure food from sources approved or altomative means have the potential to

considered satisfaclory by Federal, State or jocal 1 be affectad by this deficiency.

authorities; and _ _ . )

(2) Store, prepare, distribute and serve food Employes #10, 11,12 will raceive one

under sanitary conditions ‘ on one training regarding deficient
practlce identified during state survey by
dietician by 031511,
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Thls REQUIREMENT s not met as evidenced

All dietary staff will be re-educatad by
licensed dielician on proper food
storage and handling, proper hand
washing-and infection.control by
03115111,

Based on observation, mtemew, and record
review It was determingd the facillty falled to
follow policy.and procedure for hand sanitation
durlng meal service.

The findings include: Sanitation rounds até conducted daity

by the Registerad Dietician/ Nutrition.
Observaiion during the lunch mes! service on

-Gook #10 openad the oven and did not wash

02/02/11 at-11:30 AM and ata 11:35 AM,revealed
Cook #10 opened the refrigerator door obtained
sausage pallios from the reftigéralor, opened the
microwave door to place the sausage patties’
inside and did not wash his hands before
retuining 1o the trayline to-plate residents' food.

Qbsservation on 02/02/11 at 11:50 AM revealed
Dletary Aide #11 opehed the roftigerator door and
did not wash hands prior to returning to trayline.

Obsetvation on 02/02/11 at 11:55 AM revealed

hands before returning to trayiine. It was alse
noted he fook chicken patties from the oven and
plated them for residernts without having taken the
temperatures prior.

Obsetvation on 02/02/11 at 12:00 PM revealed
Dietary Alde #11 apened the milk conler and did
notwash his hands before returning fo trayline,

Observation on 02/02/11 &t 12;05 PM revealed
Distary Aide #11 opened the refrigerator and did

Servicas Manager or designee

Dletary Manager/Dietician will observe
daily for 12 weeks properfood handting,
storage and mfectuon conlrol to ensure
compt‘iance

3116/11

Aqm!nlstrat_o_r will conduct weekly
diotary rounds to review for proper food
storage and handling and infection
can!rot
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riot wash his hands.

Observation on 02/02/11 at 12:05 PM revealed

Caok #10 opened the walk-in refrigerator door All audits will be broughtto the

and did not wash their hands prior to returning to | Performance improvement Committee

trayllng. it was noted the Cook retumed to the g?’c‘)twh'é%‘“%‘-_‘des the Exeoutive 3116/11
walk-in refrigerator 4 second time and did not was' Irector (ED), Director of Nursing

Services (DNS), Registared Dietician
[RDY; Activitios Dirgctor (AD), Social

Service Director (S8), Case Manager
{CM), Maintenance Director, Madical

‘his hands prior to retuming to trayline.

QObservation on 02/02/11 a1 12:10 PM revealad Director {MD), MDS Nurses, and the

Cook #10 opeaned the oven to obtain a chicken Dietary Manager every month for the
{ patty and did not wash hands prior to returning to - next three months. The PIC will

traylirie, _ determing if fur&her action is needed

Observation on 02/02/11 at 12:12 PM revealed
Dietary Aide #12 opened the walk-in freezer to
ablain an ice cream and did not wash hig hands
prior o returning to trayline.

Ohservation on02/02/11 at 12:18 PM revealed
Cook-#10 touched hisfhér noss with the back of
thelrhand and did not wash thelf hands prior to
raturning to resident trayline to serve food.

interview with Cook #10; Dietary Atde #11 and
#12 0n'02/2M11 at 12:20 PM revealed they should
have washed their hands before relurning to the
frayiine aiter performing other tasks such as
using the microwave or apening the
refrigeratorfreezer.

Interview with the Distary Manager on 02/02/11 at
12:55 PM revealed Couok #10 had told her he had

FOIRM CM3-2687{02-08) Previous Varsions Ohaolels : Bvent iD:EOTW11 Facility 1D: 100467 if conflnuation shaet Page 15 of 24
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taken the temperature of tha chicken paitios while

Review of the facliity's policy titled

should ba appliad to an individual resident; and.

Continued From page 15

cooking, however had not takenthe tempsrature
while holding them in the oven.

"Handwashing,”" dated 04/28/07, revealad hands
should be washed after touching bare parts of the
body other than clean hands &nd clean, exposed
portions of arms. Further review revealed hands
should-be washed after handling soiled
oquipment or utensils.

483.66 INFECTION CONTROL, PREVENT
SPHEAD LINENS

The facllity mugt agtablish and malntain an
Infection Conirol Progresn dasigned o provide a
safe, sanitary and comfortable bnvironment and
to help prevent the develapment and transmission
of diseass and Infection.

(&) Infection Conirol Program '
The facility must ostablish an Infection Control
Program under which it »

(1) Investigates, controls, and pravents infactions
in the facllity;

{2) Decldes what procodifres, such ag isolation,

{3) Maintalns a racord of incidents and cotrective
actions related to infectlons.

{b} Preventing Spread of Infection

{1} When the Infection Gontrol Program
determings that & resldent needs isolation 1o
pravant the spread of infaction, the faclity must
isolate the resident.

(2) The facllity must prohibit employees with a
comminicable disease or Infected skin lesions
from direct conlact with residents or their food, if

F 371

F 441

Fa41
LPN #2 no longer employed af facility.

Infection control and wound dressing

- check off was completed: immediately
with nurse.# 2 on 02/04/11 prior o QIG:

axit,

All residents with orders for wound
dressings were observed duﬁng
dressing changes to ensure appropriate
infection control techniques were
implemented. Any-concern identified
was corfectad immadiately,

Skills check.off and observation will be
completed by Staff devalopment
Coordinator/ designae for-all flcensed
staff to ensure that proper wound care
dressing is completed, appropriate hand
washing and protective squipmentis
present when indicated by 03/15111, All
areas of infection control policy will ba-
reviewed in staff education by 03/15/11.

3116111
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ciiract contact will transmilt the diseass.

(3) The facllity must require staff to wash their
hands after each direct resident contact 16r which
hand washing is indicated by accepted
professional practice,

(¢} Linens

Parsonnel must handie, store, pracess and
transport linens so as 1o prevent the spread of
infection,

This REQUIREMENT Is not met as evidenced
by

Based on objervation, interview, and recotd
roview it was determined tha facility failed to have
an effective systam to' pravent the.spread of
Infection, Fagility stalf failed to tollow Infection
control guldelines relatod to use of gowns, gloves,
and hand washing during a dressirig change for
ohg (1) of thirty-one (31) sampled residents
{Fesident #2).

The ﬂndings include:

Review of the facility's policy "Infestion Conlfol
and Prevention Program” revealed infected.
residents are isolated only to the degree needed
1o isolate.the Infacting organiem.. Residents with
mulliple drug resistant organism will be placed In
a room with residents at tow risk for infection.
Review of the document provided by the taility,
as-the guldelines stalf were to follow related ta
infections, revealed staff would uge contract
precatitions while caring for residents with
multiple orgamsms, such as Methicillin Resistant’

in-servicing to be completed with

licensed staff by Staff Development
coordinater/designes on 'wound
dressing changes and Infection control
policy by 0371511

Unit manager/designee will conduct
waekly audit-on onelicensad nurse, lo
inélude direct observétion, of licensed
staff compfeting wourid dressing
changes for 12 wieeks to ensure

- compliance,

in-addition, the Diractor of Nursing, Staff
Development Caordinator or the Unit
Manager will conduct one observation
of each unit per week 0 validate that
appropriate infection control techniques
are implemented |n all care areas. Any
concerns identified will be corracted
immaediataly,

Director of Nurging/Dasignee will review
audits completed by Unit
managers/Designee monihly to ensuie
compliance beginning Apell 1,201,

311611
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Slaphylacoccus Aureus (MRSA), Per the
guldelines, staff should uge gloves if touching

infectious materlal and gowns if soiling is likely. : ggggﬁ:rﬁ ﬁﬁ;‘;ﬁ’g;ﬁ 'ggmmitteér

{PICY which includes thé Executive
Cirector {(ED), Director of Nurging.
Services {DNS) Registerad Dietician

Review of the facility'a “Preasure Ulcer Care®
poiley revealed staff ware to treat.al pressure

uicers as contaminated. Additionally, staff were {RDY, Adtivities Diractor {AD), Social

to use the Appropriate personal proteclive Service Director (88), Case Manager

equipment (PPE}. Tha PPE could include but (CM), Maintenance Director, Medical

was not limlted to gloves, gowhs, face. shields, Director (MD), MDS Nurses; and the 0371611
and face masks. Clean fechnigue was to bs used Dietary Managér every month {or the

when performing treatments to pressure ulcers. next three months, The PIG will

‘ determine if further agtion is.needed

Review of the clinical record for Resident #2
revealed he/she was admitted 1o the fagility with
prassure ulcers 1o the right bultock and bliateral
lower extremifies. Additionally, the wounds were
infectad with MRRSA,

Interviews, on 02/03/11 at 11:08 AM, with the
Infestion control nurse, Registered Nurae (RN) #2
revealed staff wora to wear gloves when providing
reaiment o Resldent #2 due to the risk of
‘contamination.. Additionally, RN #2 stated when
pertorming wound oare, gloves should be

- changed and hands washed after removing the
old dressing, after cleaning the wounds, and after |.
completion of the treatment,

Interviews, orn 02/02/11 at 10115 AM, with the Unit
Manager and BN #1 revealed staff should wear
gownhs whsn caring for Resident #2's wound due
to a risk of contamination. . Additionally, the two
(2) nurses stated when performing wound care
gloves should be changed and hands washed
aftor romoving the old dressing, after cleaning the
wound, and after complstion of the treatment,

Observation, on 02/01/11 at 4. 16 PM, revealed

FORM CMB-2667{02-80) Previous Versions Obsolste Event ID: EQTW 11 Facdlity 10: 100467 If continuation shoat Page 'ia of o4
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the towel from under Resldent #2's left foot and

1 obtained the new dressing supplies and opened
‘the supplies. After putting on clean gloves the

Continued From page 18

Licensed Practical Nurae (L.PN) #2 preformed a
dressing change on Resident #2. The LPN
offered a gown to the surveyor prior to beginning
thatreatment. LPN #2 and the State Registered
Nurse Alde (SRNA) assisting her did not weara
gown during the treatinent. Additionally, the LPN
removed the old dressing, and changed her
gloves without washing her hands. She then
cleaned the wound and applied tha new dressing
without changing her gloves. Aftar completing the
dressing change 1o Resident #2 buttocks, LPN #2
verified the treatment orders for the bilateral lower
extremity. After verifying the orders, the LPN
returned to Resldent #2's room to paﬁorm the
trestmenits to the bilateral lower extremities. The
LPN placed a towsl under the residant's left foot
and began the treatment. LPN #2 removed the
solied dressing wrapped around the resident's
foot. Tha L.PN removed her gloves and exlted the
room without washing her hands, The LPN
returned 10 the room put on clean gloves and
proceeded o remove the adhesive drassing from
the heel and clean the wound to the left heel.
After cleaning the wound, the LPN applied
ointment to the new adhsslve dressing and
placed tha dressing over the resident's wound.
The LPN did not changs her gloves and wash her
hands priof to applying the new dressing. After
wrapping the resident’s foot with a gauze dressing
the LPN rémoved her gloves and washed her
hands: LPN #2 put on glean gloves and moved

placed the towel under the resident's right foot.
She removed the soiled dressing and removed
her gloves, but-did not wash her hands: The LPN

PN cleaned the wound to the right ankle and
gnplled a new dressing without changing gloves,

F 441
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483.75((1) RES

‘and progress notes.

1 This REQUIREMENT is not met as evidenced

hands hetween sach step of the dressing changa.
Additionally, LPN #2 stated 1§ was her option as to
whather or not to wear the gown'during the
dressing change.. The LPN explained with
sonlaat precautions she would not wear a gown,

RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facllity must maintain clinical records on sach
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systomalically organized,

The délinleal record must contain sulficlent

‘formation to idantify the resident; a record of the |-

regident’s assessments; the plan of care and
services provided, the results of any
preadmission screening condusted by the State;

by: _ '
Based on Interview and record review it was.
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| Once the new dressing was in place LPN #2
removed her gloves and applied {ape to the
dressing, LPN #2 then proceeded 16 put on new
gloves and placed the towel used during the .
dressing change Into a plastic bag, After placing
1he towel If the bag, the LPN used her gloved
hand to remove the charge stickers from the
supplies used during the dressing changes,
Interview; on 02/04/11 at 10:45 AM, with LPN #2
rovealed she was not aware of the lack of glove
changes and hand washing. The LPN staled she-
ahould have changed her gloves and washed her F514

Harrodsburg Heaith care wili maintaln
clinieat racords on each residentin
agcardarice with accspted professional
standards and practices that are
complete; aceurately documented, readily
F514] accessible; and systematically organized.

Resident #4 code status Is carrect per-care
plan, physician orders and chart, All
documents are in chart.

A charl audit of all inhouse residents was
completed by -MDS coordinator on 02107711
to ensure all components of code status are
presentinchart. Reviewincluded physicians
arder, chart spine and care pltan: Any
concerns identified were corregted
Immediately.

All new admisstons-will ba reviewsd by MDS
Coordinator/Social ServicéstDasignee within:
24 -hours of agmil to ensure appropriate
doclrientation is présent for DNR status for
the Aext 12 weeks beginning week of
a3,
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determined the facllity failed to maintain accurate
clinical record information related to code status _— e
for one (1) of thirty one (31) sampled residents Dot Senices and MDS coardinalor wil
(Resident # 4) sardinue tb monilor code stafus dnd update
with each care plan meeﬁng andfor annual.
assessment whichiaveris firsl.  Admissions
| Resident #4 was a Full Code Status; however the Coordinator will ensure ali appropriate
Comprehensive Plan of Care noted the Resldent cfoc&élr??nlfhtm irfa siftes%m%d upgg gd[mlsﬂen
& D _per clinical record standards al
Code Status ,to be Do Not Resuscitate (ONR). Servicos/Designee will follow up with-chart
e review for ail new residents within 48 hoors
The.-fmdings'include: of admission to ensire all inférmation is
_ present. Any areas of concem will he
Review of the Comprehensive Plan of Care, immadiately addressed and items refrieved.
dated 01/26/11, revealed Resident #4's code Medical Records Clarkwll commplete st
i J (W Jil
Aanes Drasien o I e
_ Any deficient practice will be corrected
full code status, Observation of the resident s immedialely,
| medical chart revealed the resident's siatus was
| also designated by the sticker on the front of the Re-aducation will be completed by-Staff
medical chart as " full code”, © Developmant Coordinator/Desigres on
.maintaining clinicat record:and DNR status
Review of the Resident Progress Notes, dated and appropriate staps by 0315411
| 01/28/11 reterenced a phone. conleranca with Administrator to.moniter compliance of
Resident #4's Power of Alornay {POA) which admisgion audit weekly beginring week of
contirmed histher "Full Code" Status. Continued 03/07/11 for 12 weeks to ensure clinical
review revealed Soclal Setvices would send the ;es?;d Is being maintalned In accordance fo
POA the raquired documents 16 complete to
initiate the change fram Full Code to DNR for
Rasident #4.
interview with Sacial Services Director on
02/03/11 at 4:00 PM , revealed thal during a Care |
Plan Phone Conference with the POAon
01/26/11, the facliity informad him/her of
addltional paperwork (Kentucky Emergency
Medica! Transporiation Form) the faciiity neaded
signed fo initiate the request for a physician's
order to make a resident ONR. Further Interview
revealad on 01/28/11, she mallsd the forms to the
POA with Instructions for the process of changing
FORM CMS2567(02-99) Previsus Versions Obsoleta Event ID: EOTWA1 Faclity 10 100457 if continuation sheot Page 21 of 24
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Resident #4's Fuli Gode status to DNR.

interview with the MDS Coordinator on 02/08/1 1
at 4:15 PM, revealed she had Incorractly changed
the status on the Comprehensive Plan of Cars to
DNR before all the required documeante were
completed, She stated she would make the
correction Immediately to accurately rofloct Full
: Code Stalus for Residont #4, |
F 520 | 483,75(0)(1) QAA
88=0 COMMETTE&M&ZMBERSIMEET

1 QUARTERLY/PLANS

A facility must maintaln a quality assessment and
BSsUrance committes consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 olher members of the
facility's staff,

The quality assessment and assurance
committes meets at loast Yuarterly to identify
issues with respect to which qualily assessment
and assurance activities are necessary, and
‘develops and implements approprlate plans of
acton to correct identifiod quality deficiencies,

AState or the Secretary may riot require
disclosura of the records of such commiltes
axcepl insofar as such disclosure is refated to the
compliance of such commiltes with the
requiremants of this section.

Good faith attempite hy the committee to identify

and correct guality deflcioncies will not be used as
a bagls for sanctions.

This REQUIREMENT is not et as evidenced

F 8201 picwl determine if further action Is nesdod
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F 614 Continued From page 21 F 514

All audits witl be brought 1o the Petlormance
Improvement Committee {PIC) which
includes the Executive Director {ED Director
of Nursing Services {BNS), Registared
Dietician {RD), Activities Diractor (A,
Soclat Service Direstor {55), Case Manager
{CM), Maintenance Dirgctor, Medical Dirsstor
(MD}, MDS Nurses, and the Diatary Managor
evary month for the next three months. The

F520

Employes #2 domonstraled compatencies in

* storile dressing change on 02/15/10;
demonstrated competency in hand washing
on 03/23/10; received education on the plan
of correction to include infaction contral
from the 040110 annual survey on
06/11/2010; Received education on infection
controt precautions and hant washing on
TV0110; and again demonstrated
compatancy of starile dressing change on
02/4114

Employeo nume# 2 np longer employed at
facility.

Staff Development/Designee will validate
competencles for all licensed nurses for
return demonsleation on infection control
practices to include hand washing
Precaulions, dressing changes, PPE and
Infaction Control Policy by 63/15¢11, Al
areas of concern will by addressed during
rolurn demonsiration o ensure no deficiant
practice,

Unit manager/designes will conduct weekly
audgit on 1 liconse employee lo inglude direct

WOUN! dressing changes and following
infaction conlre! protocal techniques for care
provided for 12 woeks beginning 03714711

FORM CMS-2507{02-95) Provius Vorelons Cbyolsty Event (D, EGTW11
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by:

| determined the faciity Talled to have an effective

| wound care on Resident #9, During the

Based on observation and Interview it was

quality assurance program related to infection
control,

The tindings include:

Review of the facility's history of deficlent practice
revealad the faclity was cited for infaction control
problems, on the 04/01/10 {annual survey) and on
10/30/08 (abbreviated/compiaint survey). On
04/01/10, the facllity was cilad related o licensed
nurses placing test strips soiled with blood into
the trash and removing sofled glucose test sirlps
from the glucometer with ungloved hands, On
10/30/09, the facllity was cited for infection control
breaches after nursing assistants failed o clean
residents’ huttooks after Incontinent episodes and
failed to perform hang hyglene between
incontinent care and oral cara,

Observation, on 02/01/11 a1 4:1 8 PM, rovealed
Licensed Practical Nurse (LPN) #2 parformed

observation the LPN failad to change gloves and
parform hand hyglene to gravent the possible
spread of Infaction, Additionally, the LPN falled to
wear the appropriate Personal Protactive
Equipment (PPE) during the wound care. (Crosy
Reference F441), ‘

Interview, on 02/04/11 at 10:45 AM, with LPN #2
revealad sho was not aware of her breaches in
infaction gontrol,

Interview, on 02/02/11 at 10:15 AM, with the Unit
Manager revealed she had not observed LPN #2
during wound care. The Unit Manager statod she

the week of 03/114/11 1o validate that
appropate infection control techniques are
implemented in all care areas, Aay concerng
Identified wilf be gorrected immediately andg
akills check off will be completed ore on ong
for employse to validate corpelencies and
infection control,

Diractor of Nursing will monitar wolng
changes audit supplied by Unit
Marager/Designes monthly for 3 months
begirring G4/01/11 to ensure compliance,

The Exetutive Diractor will validate audits
are conducled In accordance with the Plan of
Carrection through direct review,

Skills chacks off compelencies arg
compteled yearly and infestion control -
aducation wili be compleled quarterly.
Observation will be completed by Unit
Manager/Dasignes on an Ongaing basis fo
ensure infection control policy is being
followed. One on one education will oceur
should deficient praclice be idontified.

Areas of concern will be brought to Director

of Nursing and then to Executive Diractor,

All areas of concams will be reviawed by

Performance improvement commiltee to

complele an action plan to eliminate infection
- eontrol deficient practices.

03/16/2011
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G453 LEXINGTON ROAD

HARRODSBURG, KY 40330

BUMMARY STATEMENT OF DEFIOIENGIES

frind 1o observe nurses during wound care to
ensure they tollowed proper procedures.

Intarview, on 02/04/11 at 11:08 AM, with the
infection Control Nurse ravealed she maintained
documentation on Infections in the buliding, The .
Infection Control Nurse stated she also obgerved
staff as they performed care 1o ansure they used
propet infaction control measure. The nurse
stated she used the information she gathared to
make & monthly report to the Quallty Assurance
Committes. During the interview, the Infection
Control Nurse stated she had not observed
nurses perform wound care. She sxplained she
had been focused on the nursing assistance,
since she assumed the roll of the Infection contral
Nurse in July/August the past year,

Based on the above Interviews it was determined
the taciiity failed to identify infection controf Issuas
which would need to bo reviewsd by the Quality
Agsurance Committes,

£Xa} I i PROVIDER'S PLAN OF CORREGTION {X6)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFEAENGED TO THE APPROPRIATE BATE
R DEFICIENGY)
F 520 Continued From page 23 F 820

All audits will be brought fo the Parformance
Improvement Committee. (PIC) which
includes the Exscutive Director {ED},
Director of Nursing Services (DNSY,
Registered Diatician (RD). Activities Director
(AL}, Social Sarvice Director {88}, Case
Martagaer (CM), Maintenance Director,
Madical Dirsctor (M), MDS Nurses, and the
Dietary Manager evary month for the naxt
thras months, The PIC will daeterminie if
fusther action Is needed

th addition, the PIC met on 03/911 10
evaluate e Performance Improvement /
Queality Assurance Process in the Facifily,
There wera no areas identified by the PIC
that would require changes of the
Performance improvement / Quality
Assurance process. The Medical Direcior
was notified of the PIC maeeting and
oltcomes. ’

The Executive Diractor will continue to
facilitate the Performance |m provement
Commilies and will continus to vatidate that
enqgoing monilaring of all process areas is
being conducted; that sreas of concermn are
belrig identified; and that action plans are
developed and Impleimsntad for areas of
identified concer,

The Medical Director wilt conlinye ta attend
the PICan g Quarterly bagis.

03/16/201 1

FORM CM8-2667(02-58) Previsus Varsions Obgolete

Event ID:EOTWN

FPacliity 1: 100467
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' . . PRINTED: 02/18/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES _ FORM APPROVED

CENTERS FOH MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391 -
STATEMENT OF DEFICIENCIES | {X1) PROVIDER/SUPPLIER/CLIA {(X2) MULYIPLE OONSTRUCTION (X8 DATE SURVEY -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

ABULDING o4

* 185287 B. WING gg’gg?n“ .

NAME OF PROVIDER OF SUPBLIGA STREET ADDRESS, CITY, STATE, ZIF QODE

853 LEXINGTON ROAD
HARRODSBURG HEALTH CARE CENTER HARRODSBURA, KY 40330

4 SUMMARY STATEMENT OF DEFICIENCIES i ‘ PROVIDER'S PLAN OF CORRECTION )
Fgél F!& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREQTIVE ACTION SHOULD BE GGMDPAL;—’E“ 108
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
, DEFICIENGY) .
K 000 [ INITIAL COMMENTS . K 000
. This Plan of Correction is the centsr's credible

iti allegation of compliance.
A Life Safety Code survey was initiated and compliance

concluded on 02/02/2011, The facility was found Preparation and/or exeaution of this plan of corraction
'to not meet the minimal requirements with 42 does not constitute admission or agréeemsnt by the
Cade of the Fedoral Regulations, Part 483.70. : e &f the iruih of the facis alleged or conclusions
The highest Scope and Severity defickency Sortorthin the stalement of defloiencies. The plan of

corvectton is preparad and/or axeciited solely because

identifiad was an "F", ftls required by the provisions of federal and state law,
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 i :
8R~C Ko18

Doors protecting corridor opanings in other than :

required enclosures of vertical openings, exite, or : Resident room #103,706 and 401 thatwere

hazardous areas are substantial doors, such ag identifled during survey that did not Istoh

theee conatructed of 1% Inch solid-bonded core ggf’o'gﬁl'f‘ely Were Gorreated prior 1o survey exit on

wood, or capabls of resisting fire for at least 20 _

minutes. Door|s in sprinklered buildings are only Garage cans silfing In doorway in rooms 204 and

required 1o resist the passage of smoke. There Is - 206 wers removed from exit way.

no Impediment to the closing of the doors. Doors )

are provided with a means suitabls for kesping ?é'eﬁ;‘;‘i:tg:ﬂ:?:m :h:;‘\‘gh Out faciity will be

the door closed. Dutch doors meeting 10.3.6.3.6 - r00ms il be observed to snaw e ra ol (A

are permitted. 193683 other ftems are In exit by 03/15/11 by Maintenance

Dirgotor/Designee

Roller latohee are prohibited by GMS regulations

in all health care facilities. Maintenance Direstor/Designee wil compiete

weaekly audits for 12 weeks on =il rexident room
aoors {0 ensure they are latching Properly and that
room entry waye are kept clear fram trash cans

8nd other hazargs. 03/16/2011

Executive Director will obeerve through dlract

observation auditing tools weekly for 12 waeks to
eneurs compliance

ECEIVE
1 MLy *

All audits will be brought to the Parformance
Improvement Committee (Executive Director,
Directer of Nursing, Disticlan, Socinl Services

. ' . DI i i
This STANDARD is not met as evidenced by: c;::‘:‘;;2‘;22?:":,”‘5?@?;23%‘2;;12"5’9% ke
Based on observation and interviews, it was manth for next throe months.
determined the facliily falled to ensure rosident PIG will getermine if further action is needed,

room doors were maintained according to NFPA
standards. The defiviency affected three @)
smoke compartments, ten ( 10) residents, stalf

"LABCRATO B OR FROJPE PLIER REGREGENTATIVE'S SIGNATURE g X6) DATE
?W / %,_/ Wﬁ/m 3/9,? 2847
i

Any doﬂursrﬁy-utitfamnt"mmng With an isk (*) denotes a deficiency which the Instilution may ba excused from correoting providing It is Saterfained that

other safelﬂuards pravide sulficlent protactidn 1o the patiente, (800 instructlons.) Excepl 7or nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of corragtion Is provided. For nUrsing homes, the ahova findings and plane of corraction are disclosatle 14
days following the date theco doouments are mads avalable t¢ the facillty. If deficlencies are citad, an approved plan of cormection te requisite to continvad
program particlpation.

FORM CME-2507(02-89) Pravious Varsions Obsalate Event ID: EQTW21 Fagitity ID: 100487 - it continuation ehoet Page 1 of 4
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. ) PRINTED: 02/18/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SE 8 OB NQ, 0938-0301
STATEMENT OF DEFICIENCIES  * |(X1) PROVIDER/SUPPLIER/CLIA 02) MULTIPLE CONSTRUCTION (%) DATE SURVEY
AND PLAN OF CORRECTION 'CENTIFIGATION NUMBER, COMPLETED
_ A BUILDING o1
' 105087 B. WING 02/02/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
659 LEXINQTON ROAD
HAHR'ODSBURG HEALTH CARE CENTER HARRODSBURG, KY 40830
(X4) 10 SUMMARY BTATEMENT OF DEFICIENCIES iD PROVIDER'® PLAN OP CORRECTION g:s)
PREFIX (EAGH DEFICIBNCY MUST BE PREGEDED BY FULL PRERIX {EACH CORRECTIVE ACTION SHOULD B COMPLETICN
TAQ REGULATORY OA LBC IDENTIFYING (NFORMAYION) TAG CROSS-REFERENCED TO THE APPROPRIATE haTe
OEFICIENCY)
K018

"20 minutes and ghail be constructed to reslst the

Continued From page 1
and visitors. )

The findings include:

Observation on 02/02/2011 at 1:40 PM, revealed
resident room doors #105, 108, and 401 dld not
latoh when'pulled shut. The observation wag
confirmed with the Maintenance Director.

Interview on 02/02/2011 at 1:40 PM, with the
Maintenance:Director, revealed he was unaware
of the doors not latohing properly.

Observation on 02/02/2011 at 2:00 PM, revealed
trash cans were siiting in frant of resident room
doors #204 and 206. The observaticn was
confirmed with the Maintenanoce Direstor.

Interview on 02/02/2011 at 2:00 PM, with the
Maintenance Director, revealed he Wag unaware
that trash cans were positionsd in front of the
doors.

Reterence: NFPA 101 (2000 adition)

19.3.6.3.1 Doors protecting corridar opeanings in
other than required enclosuras of vertical
openings, exits, or hazardous areas shall be
substantial doorg, such as those consiructed of
1-3/4in, (4.4-cm) thick, solid-banded core wood
or of construction that resists fire for hot less than

passage of smoke.

Exception No. 2; In smoke compartments
protected throughout by an approved, supervised
automatic sprinkler system in accordance with
19.3.5.2, the door constryction requirements of
19.3.6.3.1 shall not be mandatory, but the doors

K018

FORK CMG-2867(02-98) Proviows Verslons Chsoisle Event [D: BOTW21

Faglllly iD: 100467 If continuation shant Page 2 of 4
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fo PRINTED: 02/16/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/OLIA . | 06 MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBES: COMPLETED
A, BUILOING o1
, 185267 © Wina 02/02/2011
NAME. OF PROVIOER OR SUPPLIER STREET ADDRESS, GITY, STATH, ZIP CODE
853 LEXINGTON ROAD
H U
ARRODSBURG HEALTH CARE CENTER HARRODSBURG, KY 40330
(X4) D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x8)
PHEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE AQTION SHOULD BE COMPLETION
TAG REGULATORY OR.LSC IDENVIEVING INFORMATION) TAG . CROSS-REFERENCED TO 'THE APFROPRIATE DAre
OEFIQIENGY)
K 018 | Continued From page 2 _ K018
shall be constructed to resist the pagsage of
smoke. ‘
K082 | NFPA 101 LIF FET
88= N ) 101 LIFE SAFETY CODE STANDARD K062 This Plan of Correction is the center's. credible
Required automatic sprinkler systems are | @lfagatton of comptiance
continuously maintained in reliable operating FPraparation and/or execution of thix plan of corvection
condltion and are Ingpected and tested does not comstinug admission or agrecment by the
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 26 provider of the truth of the facts alleged or conclusions
975 : ' ? Set forth in the staiement of deficiencies, The plan of
o correation is prepared and/or executed solely bocause
it bs reguired by the provisions of federal and state law,
. Al Valves far sprinkier syetem will be
This STAI\_IDAF!D 12 not met as evidenced by: inzpacted waekly except for the secured
Based on interview and record reviow, it was valves that may be checked monihly,
determined the favility failed to ensure the Sprinkler system vaive was checked to ensure
sprinkler system was maintained according to Nt S "o
NFPA etandards. The deficiency has the potential '612,“&%'?.9 condiian prior o state et on
to affect alf smoke com parments, residents, staif
and visilors. Preventativa misintensnce form implemanted
to check sprinkler system valve weekly. This
The findings include: audit will be completed ongoing.
. , Exacutive Director will monitor monthiy to
Reovord review of the sprinkier system ensure sprinkler system valve is checked
maintenance logs on 02/02/2011 at 2:45 PM, with weekly for next 3 months.
the Maintenance Director, revealed no Al sudits wit be brought 1o the Performance
" . : 5
doﬁ’“m?med g\llldﬁr? 09 th.ekfgcmty chacked the Improvement Committee (Executiva Directer,
valves located in the Sprintder system, Director of Nursing, Dietician, Social Services
i Direotor, Malntenance Director, MDS Nurse,
Interview on 02/02/2011 at 2:45 PM, with the Case Manager and Digtary Manager) svery
Maintenance Direotor, revealed he did not - month for next three months, PIC wil 03/16/2011
dacument monthly checks of valves loeated it the datarming If further aotion ia necded,
sprinkler system. '
Referance: NFPA 26 (1908 edition) _
0-3.3.1 All valves zhall be ingpeoted weokly. .
Exception No. 1: Vaives secured with locks or
sUparvised in acoordance
with applicable NFPA standards shall be
permilted to be inspected
FOAM OM8-2587(02-69) Previaue Verelons Obsolsts Evant I0:§0Tway Facifty [D: 100457 If sontinuation sheat Page 4 of 4




P 5/5

>>
2011-03-11 13:17
_ : PRINTED; 02/18/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & ME ICES OMB NO, 0938-0391
STATEMENT OF DEFICIBNGIES (X1} PROVIDBR/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREQTION JDENTIFICATION NUMBER: . COMPLETED
ABULOING © g1
185207 8. Wike 02/02/2011

NAME OF PROVIDER OR SUBPLIER

. HARRODSBURG HEALTH CARE CENTER

STREET ADDRESS, CITY, 8TATE, ZIP OODE
852 LEXINGTON ROAD

HARRODSBURG, KY 40330

monthly,
an inspection shall
is in service and all

Sealed, locked, or electrically
supervised,

valves are in
the following condition;
(c) Accessible

(o) Free from external lsaks

| Exception No. 2: After any alterations or repalrs,
be mads by the awner.to ensure that the system

valves are In the normal position and property
8-3.3.2" The valve inspection shall verlfy that the

(a) In the normal open or closed position
() *Properly sealed, locked, or suporvised
{d) Provided with appropriate wrenches

{f) Provided with appropriate Identifiomtion

'

(X8 BUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORAECTION (X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PRBRIX i '&EACH QORAEQTIVE ACTION SHOULD eR COMPLETION
TAG REGULATORY OR LS80 IDENTIRYING INFORMATION) TAG CROBE-AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
K 082 | Continued From page 3 K 062

FORM OM5-2607(02-80) Praviaus Varsions Obsolats

Bvenl ID; EOTWa1

Faciiy (D: 100457
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