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F 000/ INITIAL COMMENTS + F000! wTpis Plan of Correction is prepared
and submitted as required by law. By
A Standard Health survey was Initlated on e : .
01/31/12 and concluded on 02/03/12 and the Life submitting his Plan of Correction,
" Safety Code survey was conducted on 01/31/12 Edmonson Care & Rehabilitation
with deficlencles cited at the highest scope and Center does not admit that the
severity of an "F", The faclilty had the opportunity deficiency listed on this form exist,
to correct the deficlencles before remedies would nor does the Center admit to any
be Imposed. statements, findings, facts, or
An abbreviated survey was Inltiated on 01/31/12 ;ﬁn"le‘;f‘g’“g that f°"nTg‘eé’as:s for the
and concluded on 02/03/12 to Investigate eged deliciency.  1he Lenter
KY17486. The Division of Health Care reserves the right to challenge in legal
substantiated the allegation, however at the time and/or reglatory or administrative
of the investigation, the deficlency was not proceedings the deficiency,
serious enough to warrant citing deficlencles. statements, facts, and conclusions that
F 224 | 483.13(c) PROHIBIT F224) form the basis for the deficiency.”

§8=E | MISTREATMENT/NEGLECT/MISAPPROPRIATN

The facliity must develop and Implement written
policles and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT Is not met as evidenced
by:
Based on observation, interview, record review
-and review of the facliity's pollcy, It was
determined the faclilty falled to protect two (2) of
twenty-three (23) residents from abuse/neglect.

a harsh, rude manner to Resident #20, CNA #2
reported witnessing alleged abuse to Resident
#11 by CNA#8. ;

The findings inciude:

A surveyor overheard CNA#7 speak loudly and in |.

F224 Prohibit Mistreatment /
Neglect / Misappropriation

Licensed nursing staff assessed
resident #20 and resident #11 on
02/01/2012 and 02/02/2012 to validate

no adverse effects was experienced. 02/24/2012

Residents with a BIMS score of 13, 14
and 15 were interviewed by the Social
Services Director and the Regional
Director of Clinical Operations on
02/01/2012 and 02/02/2012 to identify
any other residents that may have
been affected. All other residents, with
BIMS score below 13, had a head to
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other safeguards provide sufficlent protection to the patlents. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not-a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facllity. If deficlencles are cited, an approved plan of correction Is requisite to continued

program participation, . :
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F 224 | Continued From page. 1

Review of the facllity's policy regarding Abuse and
Neglect Prohibition Program revealed all i
residents have the right to be free from verbal,
sexual, physical, and mental abuse, corporal
punishment, and Involuntary seclusion. Neglect

' Is fallure to.provide goods and services
necessary to avold physical harm, mental
anguish, or mental liness. Verbal abuse Is the
use of oral, written, or gestured language that -
wilifully Includes. disparaging and derogatory
terms to residents or their famiiies regardiess of .
thelr age, abliity to comprehend, or disabillty.
Verbal abuse may Include yelling, screaming or
speaking harshly to a resident.

1. Observation of the 400 Hall, on 02/02/12 at
7:50 AM, revealed CNA #7 speaking in a loud,
harsh and rude manner to Resident #20, CNA#7
was standing In the hall outside of room 410
yeliing "What are you yelling about? The bed's
not made yet." This surveyor rounded the corner
and again heard CNA #7 yelling In a gruff
manner, "That bed Is not made yet..You can get
back to bed then HONEY."

Interview with Resident #20, on 02/02/12 at 2:00
PM, revealed he/she was frying to get heip for the
roommate who was cold and wanted to go to bed,
The facility indicated Resident #20 was
cognitively Impaired. Resident #20 stated.the
resident In the next bed was coid and wanted to
go to bed and he/she was yelling to get some
help for the roommate. Resident #20 stated no
one came to help.

The incident was Immediately reported to the
Director of Nursing, who Immediately removed

F 224

- Director of Nursing Services or charge

* ten staff members monthly for six

toe assessment completed by Director
of Nursing Services, Assistant

nurse by 02/10/2012 to identify any
physical signs these residents may
have been affected. None were
affected. 02/24/2012

Staff to include Licensed Nurses,
CNAs, Housekeeping, Dietary,
Activities, Laundry, Maintenance, and
Department heads have been re-
educated on the policy and procedures
regarding prohibition of mistreatment,
neglect, abuse of residents and
misappropriation of resident property
by the charge nurse, Director of
Nursing and Assistant Director of
Nursing on 02/03/2012. C 02/24/2012

Administrator, Director of Nursing
Services and Assistant Director of
Nursing Services will interview five
staff members weekly for a month-and

months to validate that staff know and
understand the policy and procedures
regarding prohibition of mistreatment,
neglect, abuse of residents and
misappropriation of resident property.
The Administrator and Social Services
Director will interview five residents a
week for a month and ten residents a
month for six months to verify staff
has achieved and sustained

FORM CM8S-2667(02-99) Previous Verslons Obaolets Event ID: QFDJ11

Faolllty ID: 100880 If continuation sheet Page 2 of 19

OFF|CE OF INSPECTOR GENERAL




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/16/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
' A. BUILDING
, 185401 B.WiNG 02/03/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
EDMONSON CARE AND REHABILITATION CENTER 813 8. MAIN 8T.
. BROWNSVILLE, KY 42210
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES . ID PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 224 | Continued From page 2 F 204| CCmPliance with prohibition of
- mistreatment, neglect, abuse of
the CNA from patient care and suspended her residents and misappropristion-of
untli an Investigation was completed. - ppropriatior
resident property. The Administrator
An attempt to Interview CNA#7, revealed she did will complete the Performance
not return the phone call placed to her home. Improvement Audit tool monthly for
twelve months to monitor the
2. Review of theil lcllnlgal ltrtecijord for Resident #11 effectiveness of the plan of correction
revealed the facliity admitted Resident #11 on : : :
04/13/08 with dlagnoses of Cerebral Vascular fﬁld tolyenft:y sust;.llxl;eg comfpllance of
Accldént (Stroke), Left Hemiplegia (left sided © poficy 1or profibition o
paralysis), Depression, Anxlety, and Weakness. mistreatment, neglect, abuse of
Areview of the quarterly Minimum Data Set residents and misappropriation of
(MDS), dated 12/21/11, revealed the facliity resident property. 02/24/2012
identifled the resident as being cognitively intact o
and required extensive assistance for ambulation, T . .
dressing, bathing and hyglene. The facliity Th;itrsesu'lltls ; fthe? © m:ie{wte;ws andthl
assessed the resident as continent of bowel and aucits will be reviewed in the monthly
bladder. ' Performance Improvement Committee
: _ Meeting for twelve months for further
"1 Interview with Resident #11, on 02/02/12 at 3:66 * recommendations. 02/24/2012
PM, revealed he/she.asked CNA #8 for help to
the bathroom to have a bowel movement on
01/28/12 at about 4:30 AM. Resident #11 stated
CNA #8 would not take him/her to the bathroom
and Instead just picked him/her up and sat
him/her on the bedpan. Resldent #11 asked the
CNA not to treat him/her that way but the CNA
would not help him/her to the bathroom. It was
not until day shift came to work around 6:30 AM
that a CNA finally helped Resident #11 to the
bathroom.
interview with CNA #2, on 02/03/12 at 4:15 PM,
revealed that on the moming of 01/28/12
Resident #11 asked CNA #8 for help to the
bathroom. She stated she could hear Resident
#11 yelling "Please don't do this to me, piease
don't do this to me." When CNA #8 came from
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Continued From page 3

Resldent #11's room she asked the CNA what
was going on. CNA#8 told CNA #2 that Resldent
#11 Just wanted out of bed but she just put
him/her on the bedpan.- When CNA#2 again
heard Reslident #11 ask to get up to the bathroom
she overheard CNA #8 tell Resident #11 that she
didn't have time to do that and that he/she wouid
Just have to hoid It untii later.

Interview with CNA#8, on 02/03/12 at 9:256 AM,
revealed she put Resident #11 on the bedpan the
morning of 01/28/12 because that's what was

* | normally done on the night shift. She stated she

never heard the resldent ask to go to the
bathroom.

483.13(c)(1)(1)-(l), (c)(2) - (4)

INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facliity must not employ individuals who have
been fourid gulity of abusing, neglecting, or
Mmistreating residents by a court of law; or have
had a finding entered Into the State nurse aide
registry concerning abuse, neglect, mistreatment

. | of residents or misappropriation of their property;

and report any knowiedge It has of actions by a
court of law against an employee, which would
Indicate unfitness for service as a nurse aide or
other faclilty staff to the State nurse alde registry
or licensing authorities,

The faclilty must ensure that all alleged violations
Involving mistreatment, neglect, or abuse,
Inciuding Injuries of unknown source and

‘misappropriation of resident property are reported

Immediately to the administrator of the facliity and
to other officlals in accordance with State law
through established procedures (including to the

F 224

F 225

F225 Investigate / Report
, Allegations / Individuals

Payroll Coordinator validated that
C.N.A. #1 had a current reglstry check
in file on 02/03/2012. 02/24/2012
Residents with a BIMS score of 13, 14
and 15 were interviewed by the Social
Services Director and the Regional
Director of Clinical Operations on
02/01/2012 and 02/02/2012 to identify
any other residents that may have

been affected. All other residents, with
BIMS score below 13, had a head to
toe assessment completed by Director
of Nursing Services, Assistant
Director of Nursing Services or charge
nurse by 02/10/2012 to identify any
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i)hysical signs these residents may
F226 gg:g'::fd Fron':jp aegrtelﬂ‘::atlo agenc F 225 have been affected. None wer
_ rveyandc n agency). affected. : 02124/2012
The facllity must have evidence that all alleged .
violations are thoroughly Investigated, and must Payroll Coordinator and Staff.
prevent further potential abuse while the Development Coordinator were re-
investigatlon is in progress. educated on completing registry
checks prior to employment of an
The results of all Investigations must be reported e . ;
to the administrator or his designated g‘zi(l)velggllzby the Administrator on
representative and to other officlals In accordance . 02/24/2012
with State law (Inciuding to the State survey and : . . i
certification agency) within 5§ working days of the Payroll Coordinator will audit new
incldent, and if the alleged violation Is verified hires monthly for the next three
appropriate corrective action must be taken. months to validate timely register
’ checks have been completed. The
. Administrator will complete the
This REQUIREMENT Is not met as evidenced Performance Improvement Audit tool
by: monthly for twelve months to monitor
Based on Interview and record review, it was the effectiveness of the plan of
determined the facliity falled to obtain timely correction and to verify sustained
n1ub[se aide registry cgaecks for one (1) of sixteen compliance of the policy for
(16) employees hired. prohibition of mistreatment, neglect,
The findings include: abuse of residents and
misappropriation of resident property. | 02/24/2012
Review of the faclilty policy "Abuse and Neglect ‘
Prohibition Program®, revised November 2010, Results of these audits will be
relating-to page 8, under "Screening" revealed: reviewed in the Performance
"we screen potentiai employees for a history of Improvement Committee Meeting
abuse, neglect or mistreating residents, which
Includes abuse reglstry checks. In addition, page monthly for thelve months for further
7 under F225, states the center must not employ recommendations. 02/24/2012
Individuals who have had a finding entered into
the state nurse alde registry concerning abuse,
negiect, mistreatment of residents or
misappropriation of their property.
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F 225 | Continued From page 5 F 225
Revlew of the personnel files, on 02/03/12 at 8:30
AM, revealed CNA (certified nursing assistant) #1
was hired, on 05/27/11, however there was no
evidence a nurse alde registry check had been
completed until 06/23/11, or aimost one month
later.
Interview with the Administrator, on 02/03/12 at

10:30 AM, revealed they should always obtain
nurse alde registry checks for new employees on
or before the hire date. The Administrator stated
the previous staff development coordinator, who
was responsible for obtaining the registry checks,
had probably thought she didn't need to get the
registry check, since the nurse alde had not yet
been certified.

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
s8=E | ABUSE/NEGLECT, ETC POLICIES ¥226 Develop/Implement
The facliity must develop and implement written Abuse/Neglect, Etc. Policies
policles and procedures that prohibit . ©L
mistreatment, neglect, and abuse of residents’ Licensed nursing staff assessed
and misappropriation of resident property. resident #11 to validate no adverse
effects were experienced on g
02/01/2012. 02/24/2012
This REQUIREMENT Is not met as evidenced . )

Y. ' . .

Based on Interview, review of the facliity Abuse Residents with a BIMS score of 13, 14
and Neglect Prohlbltion Program, and the Final and 15 were interviewed by the Social
Investigative Report, it was determined the facllity Services Director and the Regional
falled to ensure written policles and procedures Director of Clinical Operations on
were Implemented regarding reporting of alleged . 02/01/2012 and 02/02/2012 to identify
abuse for one (1) of twenty three (23) sampled any other residents that may have
residents. CNA#2 and LPN #3 delayed reporting been aff, . .

ected. All other residents, with
the alleged abuse of Resldent #11 to
administration: BIMS score below 13, had a head to
toe assessment completed by Director
The findings Include: of Nursing Services, Assistant
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: Director of Nursing Services or charge
F 228 | Continued From page 6 - F 226 nurse by 02/10/2012 to identify any

A review of the facility's Abuse and Neglect
Prohibition Program, revealed any and all
allegations of abuse are reported Immediately to
the Adminlistrator and /or Director of Nursing.

Interview with. CNA #2, on 02/02/12 at 4:15 PM,
revealed she witnessed what she considered to
be abuse/neglect of Resident #11. She stated, on
01/28/12 about 6:30 AM, Resident #11 wanted to
get up ta go to the bathroom; however, CNA #8
refused to get the resident up, instead she put
Resident #11 on the bedpan. According to CNA
#2, Resident #11 was begging CNA#8 to get her
up but CNA #8 refused. CNA#2 reported the
Incldent to LPN #3 when she returned to work
that night around 10:00 PM. She stated she
knew It should have been reported Immediately
and did not have an excuse as to why [t was not
reported untll later. CNA#2 stated she Jjust got
busy and didn't do It.

Interview with LPN #3, on 02/03/12 at 3:40 PM,
revealed she had recelved tralning on abuse and .
neglect and knew any allegation of abuse or
neglect should be reported Immediately, LPN #3
stated on Saturday, 01/28/12 around 10:00 PM,
CNA#2 reported an alleged abuse event to her
concerning Resident #11. She stated she
Instructed CNA #2 to call the Director of Nursing.
LPN #3 stated the DON was not notified of the
alleged abuse untli 01/31/12 when she herself
reported the incident.

interview with Director of Nursing (DON) revealed
all staff are trained to report any allegations of
abuse immediately to the Administrator and DON.
She stated she did not understand why the

physical signs these residents may
have been affected. None were '
affected. . | 0212412012

Staff to include Licensed Nurses,
CNAs, Housekeeping, Dietary,
Activities, Laundry, Maintenance, and
Department heads have been re-
educated by charge nurse, Director of
Nursing, Assistant Director of
Nursing, Dietary Manager and

Laundry / Housekeeping Manager on
the policy and procedures regarding
immediate mandatory reporting of
mistreatment, neglect, abuse of
residents and misappropriation of
resident property by 02/03/2012. 02/24/2012

.Administrator, Director of Nursing
Services and Assistant Director of

" Nursing Services will interview five
staff members weekly for a month
and ten staff members monthly for six
months to validate that staff know and
understand the policy and procedures
regarding prohibition of mistreatment,
neglect, abuse of residents and
misappropriation of resident property.
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- The Administrator and Social Services
F 226 | Continued From page 7 F228| Director will interview five residents a
F 281 22392"‘3'&?83")‘(’.3‘g’é?{’vfééss“é?%ﬁ%‘é’f?insm F281| 1rook fora month and ten residents s
month for six months to ensure staff
The servlces provlded or arranged by the faclllty compliance with the policy of
must meet professional standards of quallty. prohibition of mistreatment, neglect,
abuse of residents and
. misappropriation of resident property.
This REQUIREMENT Is not met as evidenced The i%mfmstrator will comprl)etel,a thrzy
by: : .
Based on observation, interview, record review Perf:hnlnafr.lce;vmfrovem:ﬁt Audit t9°l
and review of the Clinical Nursing Skills & monthly for twelve months to monitor
Tachnlques, Bth edition by Perry and Potter the effectiveness of the plan of
capyright 2008, Mosby inc., it was determined the correction and to verify sustained
facliity failed to meet professional standards of compliance of the policy for
care for one (1) of twenty three (23) sampled prohibition of mistreatment, neglect,
;.;snlndpelgttgls z:f\;;tlc:ﬁ]g&g;“enfgaggzet?er before abuse of residents and
removal for Resldent #19. misappropriation of resident property. [02/24/201
The findings include:
, ) F281 Services Provided Meet
Review of the Clinical Nursing Skiils & Technique Professional Standards
6th edition, revealed If the retention catheter . .
baltoon Is not fully defiated, its' removal can result Licensed nursing staff assessed
In trauma and subsequent swelling of the urethral resident #19 on 02/02/2012 for pain
meatus, and urinary retention can occur. The and trauma. No complaints of pain or
equipment used for removing a catheter is: a
syringe the same slze as the volume of solution trauma noted. 02/24/2012
| used to inflate the balloon and information on the T '
balloon size can be obtained directly from the ﬁieéé:s;%;ngewﬁ?;eﬁ)‘fg;mﬁé were
balloon Infiation valve on the cgtheter. Services on 2/16/12. No other Foley
Review of the cllnical record for Resldent #19 cathoters have been removed and no
revealed the facllity admitted the resident on residents were affected. 02/24/2012
08/13/11 and was re-admitted on 10/04/11 and
12/12/11 with dlagnoses of Diabetes Meillitus,
'| Addison's Disease, Colltis, Renal Fallure,
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Neurogenic Bladder and a History of Urinary
Tract infectlon (UTI). Resident #19 required an
indwellirig catheter related to his/her Neurogenic
Bladder. The physiclan's order was written to
discontinue the indwelling catheter on 02/02/12.
The Admission Minimiim Data Set (MDS) and the
hospitai Care Screening form, dated 12/18/11,,
-from the hospital revealed a functional status for
tollet use, the resident required extensive
assistance with assist of two persons for physical
asslstance to the bath room. The facliity
assessed Resldent #18 for an Indwelling catheter
and determined the resident was always
incontinent of the bowels. The MDS assessed the
resident as having a UTI during the last thirty (30)
days. The Care Area Assessment (CAA), dated
12/23/11, revealed the resident had urinary
incontinence and an Indwelling catheter was
placed on 12/12/11.

Observation, on 02/02/12 at 10:00 AM, In
Resident #19's room with LPN

#1 revealed the nurse brought into the room a
graduate to collect and measure urine, and three
(3) twelve (12) cubic centimeter (cc) syringes.
LPN #1 removed twelve {12) cc of fluid from the
valve of the Indwelling catheter with the first
syringe, she removed another ten (10) cc of fiuid
from the same vaive to total twenty-two (22) cc of
fluld. The third syringe was not used prior to
removing the catheter. The nurse quickly pulled
the catheter tubing and the resident closed her
eyes and sald OHI The Indwelling catheter was
observed partlally Inflated after removal. LPN #1
used the third syringe to remove an additional
four (4) cc of fluld.

Assistant Director of Nursing Services
F281| re-educated licensed nursing staff on
02/16/2012 on the proper process of
removing a Foley catheter. New
licensed nursing staff will complete Foley
catheter skills capability. 02/24/2012

Director of Nursing Services, Assistant
Director of Nursing Services or designee
will audit 100% of Foley Catheter
removals for the next six months to ensure
proper technique and competency of
removing Foley Catheters. 02/24/2012

Director of Nursing Services or Assistant
Director of Nursing Services will review
the audit results in the Performance
Improvement Committee Meeting
monthly for the next 6 months for further
recommendations. ) 02/24/2012
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interview, on 02/02/12 at 10:00 AM, In Resldent
#19's room with LPN #1 revealed the indweiling
catheter had a balloon inflation of thirty (30) cc.

“Interview, on 02/02/12 at10:20 AM, with LPN #1
revealed the catheter was removed partially
inflated with 3-4 cc of fluld and acknowledged the

- | resldent yelled out OH| when the catheter was

removed. 1.PN #1 stated she could nhot recall her
last training on indwelling catheters but was

aware of the resources availabie in a book on

nursing skllls at the nurses station. LPN #1

stated she could have trled the third (3rd) syringe
but she thought she had removed all the fiuid.

LPN #1 revealed it was the faclilty policy and

procedure to deflate the the catheter balloon

completely before removing the tube.

Interview, on 02/03/12 at 10:00 AM, with Resident

before and had more pain when the Indwelling -
catheter was removed yesterday than any other
time.

*| Review of the nurses notes for Resident #19
revealed the indwelling catheter was removed on
02/02/12 with 3-4 milllmeters (mi) or co remaining
in the bulb or balloon.

"| Interview, on 02/03/12 at 4:26 PM, with the
Director of Nursing (DON) revealed she would
have to check the facllity poilcy for removing
indwelling catheters. The DON stated the faclilty
provided annual tralning and a skllis check off to
all facliity nursing staff before care was provided
to residents and the facility nursing staff were
competent to perform care to the residents. The

#18 revealed he/she has had Indwelling catheters |.

DON stated that no Indwelling catheter shouid he
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F 371 L%m%v?g g%rgagwggfgéegﬁ Fa71| 5o kood Procure,
3. 5 ] St - .ta
ss=F | STORE/PREPARE/SERVE - SANITARY ore/Prepare/Serve - Sanitary
The facllity must - Nutritignal Services Director .
(1) Procure food from sources approved or immediately cleaned Ice machine and
consldered satisfactory by Federal, State or local removed glassware from the area of
authorities; and the ice machine on 2/3/2012. 02/24/2012
(2) Store, prepare, distribute and serve food
under sanitary conditions Nutritional Services Director
completed an audit of the department
to determine if other glassware was
storedina
: Sanitary manner on 2/3/2012. No
This REQUIREMENT Is not met as evidenced other ice machines are located in the
by: - o1s
Based on observation, interview and record facility.
review, it was determined the faciiity falied to . .
clean the Ice machine vents of dust and to store Cleaning schedule and tracking form
drinking glasses In a sanitary manner to prevent was adjusted to include weekly
contact with dust particles from the Ice machine. cleaning of the ice machine and
‘ intake vent by Nutritional Services
The findings include: Director. 02/24/2012
Revlew of the faciiity's Ice Machine Poilicy, dated .
July 2008, revealed the following: 2. The Nutrition Dietary staff were re-educated on
Services Director will ensure that the Ice machine 2/3/2012 to include sanitary storage
wlll be disconnected, cleaned, and sanitized a of glassware and weekly cleaning
minimum of twice a year as needed. schedule of ice machine by the
Nutritional Services Director. 02/24/2012
Observation of the ice machine, on 01/31/12 at
8:00 AM, during the inltial tour of the kitchen
revealed the side vents to be covered with a buiid
up of dirt and dust. In addition, there were two
crates of drinking glasses stored directly under
the Ice machine vents.
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; ' The dietary manager or dietary staff
F 371 | Continued From page 11 F371| will monitor the ice machine vents
Interview with the Dietary Manager, on 02/02/12 and glassware storage daily for one
at 2:00 PM, revealed the lce machine was week. Weekly audits will occur for the
cleaned periodically by Maintenance. She stated next six months. - 022412012

a work order shouid be forwarded to Maintenance
to clean the vents when they become dirty. The

Dletary Manager also revealed the fllters are Results will be reviewed in the
cleaned monthly, however it was not revealed performance improvement committee
when the fiiters had previously been changed. - meeting to verify continued )
ss=E | SPREAD, LINENS P - P . :
- | The facility must estabiish and maintaln an
Infection Control Program deslgned to provide a Fad1 lllfl:c:lon Control, prevent spread,
safe, sanitary and comfortable environment and )
m:aslgazr:\;rg mfeegﬂeg: lopment and transmiasion Residents # 7, #14 and #19 were assessed
’ by the licensed nurse on 02/16/2012 and
no signs or symptoms of infection were

(a) Infectlon Control Program

‘The facliity must estabilish an infection Control
Program under which [t -

(1) Investigates, controls, and prevents Infections

_ noted.

LN#1 & LN#2 were observed performing ~
catheter care on 2/16/2012 by Director of

in the facllity;
(2) Decldes what procedures, such as Isolation, Nursing and no other residents were
shouid be appiied to an individual resident; and affected. 100% licensed nurses have
(3) Maintains a record of Incldents and corrective performed a return demonstration on
actions related to infections. proper hand hygiene to verify licensed
o nurses are using proper hand hygiene
(b) Preventing Spread of Infection techniques was completed by 02/23/2012 | 02/24/2012
(1) When the Infection Control Program
determines that a resident needs Isolatlon to Assistant Director of Nursing re-educated
prevent the spread of infection, the facliity must licensed nurses on hand on 02/16/2012.
Isolate the resident. Re-education involved 100% licensed
(2) The faclllty must prohiblt employees with a . nurses performed a return demonstration
communicable disease or Infected skin lesions on brover hand hyeiene completed b
from direct contact with residents or thelr food, If whibon L I
direct contact will transmilt the disease. . )
(3) The faclilty must require staff to wash their
hands after each direct resident contact for which
FORM CMB-2567(02-88) Previous Versions Obsolete Event ID: QFDJ11 Faclilty ID: 100860 If continuation sheet Page 12 of 19
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’ Director of Nursing Services or Assistant
F 441 Continued From page 12 F441| Director of Nursing Services will audit
' hand washing Is Indicated by accepted five occurrences of hand hygiene every
professional practice. week times four weeks, then audit ten
. instances every month times six months to
(c) Linens verify continued compliance with proper
Personnel must handle, store, process and hand hygiene practice. 02/24/2012
transport ilnens so as to prevent the spread of
Infection. Director of Nursing Services/Assistant
Director of Nursing Services or designee .
will review audit of hand hygiene in
Performance Improvement Meeting every
month for the next six months for further
g';m:ls REQUIREMENT Is not met as evidenced recommendations. 02/24/2012
Based on observation, Intervlew and record
review, it was determined the facliity falied to
provide appropriate handwashing procedures, per
facility policy, before and after glove changes
during supra pubic catheter care, supra pubic
catheter dressing change, and Indwelilng catheter .
removal for three (3) of twenty-three (23)
sampled resldents (#7, #14, and #19).
The findings inciude:
Revlew of the faclilty's pollcy and procedure (not
dated) regarding "Care of Suprapubic Catheter
Competency" revealed under general
guldelines... basic care includes dally cleansing of
the skin around the stoma with soap and water,
applying a skin barrler cream, and dressing. In
addition, under dressing techniques, related to
clean technique revealed...clean non-sterile
gloves should be worn with normai hand hygiene
procedures and the use of clean equipment
prevent the Introduction of micro-organisms that
would cause an Infection. Under the "Clean
Dressing Process" revealed #12. HANDS
WASHED IN BETWEEN ALL GLOVE
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CHANGES. 13. Dressing appiled and gloves
removed and discarded In plastic bag; and 186.
Hands washed.

Review of the clinical record for Resident #7
revealed a dlagnosis of Right Obstructive
Uropathy from Urethral Strictures requiring a

the suprapublic catheter Included: Flush
suprapubic catheter with 30 cc warm water every
day. Use Baclitracin ointment around the
suprapublc catheter twice dally, and clean with
1/2 strength peroxide and cover with a draln
sponge. '

Observation of Resident #7's dressing change
 relating to the suprapublc catheter, on 02/01/12 at
08:50 AM, revealed infection control practices

.| were not followed. The LPN (Licensed Practical
Nurse) #2 was observed to put on her gloves with
no handwashing and proceeded to complete the
dressing change to the suprapublic catheter,
however after completing the dressing change,

" | she Indicated she had forgotten to clean with the
peroxide as ordered. LPN #2 removed her gloves
and applled new gloves with no handwashing,
and repeated the dressing change to the
suprapubic site. LPN #2 then removed her
gloves, and put new gioves on an¢ proceeded to
compilete catheter care. There was no
handwashing observed before or after the
catheter care. In addition, the LPN did not clean
the catheter with soap and water per facllity
policy. The catheter tubing was cleaned with
water and a guaze, then gioves were removed
agaln with no.handwashing. New gloves wera
put on to flush the catheter with 30 cc warm
Normal Saline, then removed with no

suprapubic catheter. Physician orders for care of

3
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’| treatment. In addition, the LPN stated she should

Continued From page 14 .
handwashing observed throughout the
observation.

Interview with LPN #2, on 02/01/12 at 09:30 AM,
reveaied she should have washed her hands
between changing the gloves and between each

have cleaned around the suprapublc catheter
with soap and water and did not. The LPN stated
she only cieaned with saline and just forgot to do
80.

interview with the Director of Nursing, on
02/03/12 at 4:30 PM, reveaied- she would expect
nurses to wash their hands and change thelr:
gloves before and after every procedure, and |
follow the policy and procedures for such. The
DON stated there was tralning and on the spot
Inspections.

interview with the Administrator, on 02/03/12 at
5:30 PM, revealed handwashing was looked at In
thelr Quallty Assurance Comniittee meetings, and
had noted there were previous concerns with
handwashing and urinary tract infections over the
past year,

F 441
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Review of the facllity's polloy titled "Precaution
Guidelines", dated October 2009, revealed hand
hygiene (washing hands with soap and warm
water or use of hand sanitizer) Is required before
and after resident contact, invasive procedure,
-assisting resident with personal care, after _
handling solled or used linens, and after removing
gloves,

Revlew of the clinical record for Resident #19, on
02/02/12 at 7:35 AM, revealed the faciilty ,
admitted the resident on 08/13/11 with diagnoses
of Diabetes Meliitus, Addison's Disease, Colitis,
Renal Fallure, Neurogenic Bladder and a History
of Urinary Tract Infection. Resldent #19 required
an indwelling catheter related to his/her
Neurogenic Biadder. The physiclan orders were
to change the indwelling catheteron the
twenty-eighth (28) of the month and an additlonal
order was written to discontinue the indwelling
*| catheter on 02/02/12.

Observation, on 02/02/12 at 10:00 AM, In
Resident #19's room with LPN

#1 revealed during a procedure to remove an
‘Indwelling catheter, the nurse had cleaned the -
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Continued From page 16

residents perineal area with gloved hands and
walked over to the residents closet and opened
the closet door with the dirty gioved hand. The
nurse applied a pad Inside the resident's
underwear and pulled up both the underwear and
pants. The nurse, with the same pair of gioves
that provided perineal care, preceded to touch the
resident's sensor alarm attached it to the
resident's bed. The nurse discarded her gloves
and with bare hands picked up used toweis and
placed them In a piastic bag and tied the bag
shut. The nurse placed new glovés on without
washing her hands while she measured the urine
and discarded the discontinued indwelling
catheter.

interview, on 02/02/12 at 10:20 AM with LPN #1
revealed she had touched the resident's closet
door handle with her dirty gloved hand after she
had provided perineal care. She further reveaied
she did not wash her hands or uge hand sanitizer
after taking off her dirty gloves and putting new
gloves on. LPN #1 revealed she should have
used hand sanitizer or washed her hands In
between glove changes. LPN #1 stated the
facllity policy was to wash your hands before and
after any resident contact and care and the faclilty
provided computer education and had performed
a skills check off but she was not sure when she
last completed those.

interview, on 02/02/12 at 2:356 PM, with LPN #1
revealed the risk of touching the resident's cioset
door with dirty gioves could transfer Infectlon to
other residents and faclilty staff. She further
stated she should have taken her dirty gloves off
first before touching the closet door.

483.75(J)(1) ADMINISTRATION

F 441

F 502
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F 502 Administration
F 502 Continued From page 17 F 602
88=D : . Licensed nurse assessed resident #20 on
The facllity must provide or obtain laboratory 02/03/2012 to validate no adverse affects
services to meet the needs of Its residents. The resulted. Physician was contacted at the
facliity Is responsible for the quality and timeliness time the original urinalysis was ordered
of the services. and he ordered that the urinalysis be
obtained on the following Monday.
This REQUIREMENT Is not met as evidenced Other labs were audited by the charge
by: nurses on 2/3/2012 and 2/4/2012t0
Based on lnteerLevnland record review lit g’oas validate that labs were collected and sent
determined the facililty failed to ensure iaboratory o
services were provided In a imely manner for one to lab as ordered by the physicians. 0212412012
(1) of twenty three (23) residents. Resident #20 Assistant Director of Nursing services re-
had a urinalysis ordered for 11/24/2011 which ducated Ii d 02/16/2012
was not completed untll 11/28/11. sdlcaled, ficensec nurses on .
on policy and procedure for lab services
. and timely follow up on lab orders. Labs
The ﬂndlngs Include: will be logged on a lab tracking form for
The faclliity did not provide any policies on review and follow up. 02/24/2012
laboratory services.
Director of Nursing Services or Assistant
Director of Nursing Services will audit 5
Review of the clinical record for Resldent #20's lab orders and 5 lab results every week for
revealed the facliilty admitted Resident #20 on 6 months. ‘ 02/24/2012
08/15/08 with dlagnoses of Anemla, Repression, :
Osteoporosils, Alzheimer's, Congestlve Heart
Fallure, Chronic Obstructive Pulmonary Disease, Director of Nursing Services or Assistant
Hypothyroldism and Disorder of the Kldney and Director of Nursing Services will review
Ureter. The physiclan's orders revealed a audit of 1ab tracking in Performance
urinalysis was was to be obtalned on 11/24/11. Improvement Meeting every month for
"1 The urine sample was not collected by the lab the next six months for further :
untii 11/28/11. An antiblotic was not ordered for recommendations 02/24/2012
the urinary tract infection until 11/29/11, five days )
after the original order.
Interview with LPN #4, on 02/03/12 at 10:00 AM,
revealed the original physiclan's order was
obtained on 11/24/11 to do a urinalysis on
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F 502 | Continued From page 18 F 6§02

Resident #20. The urine sample was obtained
and put in the refrigerator for the lab techniclan to
pick up the following morning. The lab techniclan
falled to pick up thé specimen on 11/25/11. The
urine specimen was hot obtalned and picked up
by the fab until 11/28/11 (the next working day of
the iab). She stated the lab technician should
have picked up the specimen on 11/26/11.

Interview with the Director of Nursing (DON), on
02/03/12 at 4:30 PM, revealed the lab failed to
pick up the urine specimen as ordered on
11/24/11 and It was repeated per MD order on
11/28/11. She stated the iab did not work on the
waekend; however, labs couid be taken to the
hospltal on holidays and weekends If needed.
She had no explanation as to why a specimen
was not sent to the hospital instead of waiting
three more days to have the lab compiete the
urinalysls, The DON stated a resident with a
urinary tract infection could get worse symptoms
with a delay In lab tests and a delay In getting
medication to treat the infection.
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K000 | INITIAL COMMENTS K000/ «This Plan of Correction is

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1994
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type i
Unprotected.,

SMOKE COMPARTMENTS: Flve (6) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete automatic (dry)
sprinkler system.

GENERATOR: Type Il generator. Fuel source Is
dlesel.

A standard Life Safety Code survey was
conducted on 01/31/12. Edmonson Care and
Rehabiliitation Center was found not In
compilance with the requirements for participation
In Medicare and Medicald. The facllity Is ficensed
for seventy-four (74) beds and the census was
sixty-nine (89) on the day of the survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Flre)

prepared and submitted as required
by law. By submitting this Plan
of Correction, Edmonson Care &
Rehabilitation Center does not
admit that the deficiency listed on ‘
this form exist, nor does the Center
admit to any statements, findings,
facts, or conclusions that form the
basis for the alleged deficiency.
The Center reserves the right to
challenge in legal and/or regulatory
or administrative proceedings the
deficiency, statements, facts, and
conclusions that form the basis for
the deficiency.”

LABORATORY, flRECTOR'gR PROVI§§

Any deficlency statement ending with an asterlak (*) denotes a deflclency which tha Institution
other safeguards provide sufficlent protaction to the patients. (See instructlons.) Except for nu
following the date of survey whether or not a pla
days following the date these documents are made available to the facility. If deficlencies are of

'SUPPLIER REPRESENTATIVE'S SIGNATURE

{X8) DATE

XOomimdndst 03085

program particlpation.

n of correction Is provided, For nursing homes,

may be excused from correcting providing it Is determined that
reing homes, the findings stated above are disclosable 90 days

the above findings and plans of correction are disclosabie 14
ted, an approved plan of correction ls requls

RECEIVED
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K 000 | Continued From page 1 K 000
Deficlencles wers clted with the highest NEP
deficiency identified at D level. _ K 029 Al0l sl;ifedSa::ty Code
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K 028 anca
§8=D
One hour fire rated construction (with % hour Door to Dry Storage Room was
fire-rated doors) or an approved automatlc fire equipped with a self closing device
extinguishing system in accordance with 8.4.1 by 03/01/2012 by the Maintenance
and/or 18.3.6.4 protects hazardous areas. When Director. 03/03/2012
the approved automatic fire extinguishing system
option Is used, the areas are separated from The Maintenance Director conducted
other spaces by smoke resisting partitions and .
doors. Doors are self-closing and non-rated or an audit on 02/01/2012.;’; °th°rt}‘:°°m
fleld-applied protective plates that do not exceed to dry storage rooms with no other
48 Inches from the bottom of the door are . doors identified without the self
permitted. 19.3.2.1 closing device. 03/03/2012
The Maintenance Director was re-
educated by the Administrator on
02/01/2012 on the use of self closing
This STANDARD s not met as evidenced by: doors in relation to dry storage areas. 03/03/2012
Based on observation and Interview, it was
determined the facliity falled to meet the The Maintenance Director will
fsequzezem_t}Of zn;]t;c“on of Hazards, per ;‘JFPA conduct an audit of the self closures
tandards. The deficlency had the potential-to : : :
affect one (1) of five (6) smoke compartments, g?;es;;ﬁzl%t%:f;g:;ﬁgﬁ:n'
residents, staff and visitors. The facliity is Perf
llcensed for seventy-four (74) beds and the erformance Improvement
cansus was sixty-nine (69) on the day of the Committee for further
survey. recommendations for six months. 03/03/2012
The findings include:
Observation, on 01/31/11 at 11:40 AM, with the
Malntenance Director revealed the door to the
Dry Storage Room located In the Kitchen, did not
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K 028 | Continued From page 2
have a self ciosing device Installed on the door.

.| Intervisw, on 01/31/11 at 11:40 AM, with the
Maintenance Director reveaied he was not aware
the Dry Storage Room was considered a
hazardous storage area and the door was
required to be equipped with a self ciosing device.

Reference:
NFPA 101-(2000 Edition).

18.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shalil be provided
with an automatic extingulshing system in
accordance with 8.4.1, The automatic
extingulshing shall be permitted to be in
accordance with 19.3,6.4, Where the sprinkier
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors, The doors shail be self-closing or
automatlic-closing. Hazardous areas shall
Include, but shall not be restricted to, the
following:

(1) Boller and fuel-fired heater rooms

(2) Central/bulk laundries larger than 100 ft2
(9.3 m2)

(3) Paint shops

(4) Repalr shops

(6) Solled linen rooms

(8) Trash collection rooms

(7) Rooms or spaces larger than 50 ft2 (4.6 m2),
Including repalr shops, used for storage of
combustible supplles

and equipment In quantities deemed hazardous
by the authority having jurlsdlction

K029
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K 029 | Continued From page 3 K029
(8) Laboratories empioying flammable or .
combustible materlals In quantities less than K 062 NFPA 101 Life Safety Code
those that would be consldered a severe hazard. Standard
Exception: Doors In rated enclosures shall be - .
permitted to have nonrated, factory or The portable "K" type fire
fleld-applied extinguisher located next to the
protective plates extending not more than exhaust hood in the kitchen had
48 in, (122 cm) above the bottom of the door. required signage displayed by
l;gsg NFPA 101 LIFE SAFETY CODE STANDARD K 062 Maintenance Director on 02/16/2012. | 03/03/2012
Required automatic sprinkler systems are ,
continuously maintained In rellable operating An audit was conducted by the“ '
condition and are Inspected and tested Maintenance Director of other "K'
periodically. 18.7.8, 4.8.12, NFPA 13, NFPA 285, type extinguishers in the facility and
8.7.5 there were none noted. 03/03/2012
The Maintenance Director
Thie STANDARD e not met as evidenced by: t’§:°;"°‘ri°’°r'i°a‘tl;‘:‘i‘“°" o e
Based on observation and Interview, It was ppropriate signag;
determined the faciiity falled to ensure fire type fire extinguishers by
extingulshers had the proper signage according Administrator on 02/01/2012. 03/03/2012
to NFPA standards. The deficlency had the
potential to affect one (1) of five (§) smoke The audit conducted by the
compartments, residents, staff, and visitors. The inte Director wi
fecilty Is licensed for seventy-four (74) beds, and Fntonance Directar willbe
the census was sixty-nine (69) on the day of the . .
survey. - Improvement Committee Meeting
for further recommendations then
The findings Include: monthly for 6 months. 03/03/2012
Observation, on 01/31/12 at 11:45 AM, with the
Maintenance Director revealed the portable "K"
type fire extingulsher iocated next to the exhaust
hood In the kitchen, did not have the required
signage on display.
Interview, on 01/31/12 at 11:456 AM, with the
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K 082 | Continued From page 4 K 082
Maintenance Dlirector revealed he was unaware
of the requirement that a slgn was to be dispiayed
near the "K" type fire extinguisher that stated the
fire protection system shall be activated prior to
using the fire extinguisher.
Reference: NFPA 10 (1988 edition)
2-3.2.1 Aplacard shall be conspicuously placed
near the
extinguisher that states that the fire protection
system shall be
activated prior to using the fire extingulsher.
Event ID: QFDJ21 Faolllty ID: 100680

FORM CM8-2887(02-98) Previous Versions Obsolats

If cantinuation sheet Page & of &

RECEIVED |






