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F 157 483.10(b)(11) NOTIFY OF CHANGES
$5=D. {INJURY/DECLINE/ROOM, ETC})

Fsignificantly (l.e., a need Jo disconlinue an
. exlsting form of Ireatment due to adverse

ihe resldeni from the faclity as specified in
' §483.12(a).

"specified in §483.15(e)(2): or a change in

. this section,
I

. Afacilily must immedialely inform Ihe residen|;

! consult with the resident's physiclan; and if

. known, nolify the resident's legal representalive
{or an Interesled family member when there Is an
. accldent Involving the resident which resulls in
I'injury and has the polential for requlring physictan
. intervention; a significant change in the resident’s
! physical, mental, or psychosocial slalus {l.e, a

_ tleterioration in health, menlal, or psychosocial

* stalus in either lifs threatening condillons or

: clinlcal complicallons); a nead to aller treatment

I'consequences, or to commencea a new form of
_lreatment}; or a decislon to transfer or discharge

" The facility mus| also promplly notify Ihe resldeni
fand, if known, the resident’s legal represen|alive
“or interesled family member when there is a

j change in room or roommate asslgnmeny as

; resldent righls under Federal or State law or
‘regulations as specified In paragraph (b)(1) of

_: The facility must record and perlodically updale
i the address and phone number of |he residen|'s
, legal representative or Interested famlly member, .

droceedings or any
i
to establish @&y standard of care,

“reghitractobligation or position and

' the Facility reserves oll right to rajs
F all possible contentions and defens

all rights to contest the survey finding
Lhrough informal dispute resolutior I

or legal proceedings,
ection is not meant

e
€s

i ~ inany type of civit or crimina claim,

action or proceeding. Nothing
: i contained In this plan of correction
i i should consider as a waiver of any
potentiolly applicable peer Review,
Guality Assurance or self-critical
: i examination privilege which the
I . Facility does not walve and reserve
! the right to assert in any

i ; action or proceeding. The Facility
i ‘ offers its response, credible

; correction as part of fts ongoing
! ; efforts to provide quality care to
‘ resldents,

5

administrative, civil or criminal clalm,
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! ) ! ‘ Georgetown Health Care and :
F 000} INITIAL COMMENTS _ F 000! Rehabifitation, o Signature j
‘ : i
) . ! i Healthcare Facility does nor befieve '
| AnAbbreviated Stirvey investigaling : J y :
- KY#00019708 was conducled 01/28/13 through | t and does not admit that any
1 02/08/13. KY#00019708 was subslanlialed wilh i deficiencies existed, bejore, durlng or
deficlencles ciled. after the survey, The Facifity reserves

E

alfegations of campliemce and planof

'

| X6} OATE

] /4’ I ;
LABORATORY DIR%DEWSUPPL E@TATIVE'S SIBNATURE TITLE
. 4 // /71% (7 STHEATER

2/ /13

Ld el
Any deficiency slaremenfendlng D?(ﬁ an a‘glen’sk £’} denoles a deficlency which the instiulion Niay be excused from correciing troviding il Is delermined Lhal

other safeguards provids sutficiepd prolecton lo Ine pallenls. |See insiructions.} Excapt for
Iollowing Ihe' dale of survey whelher or nol a plan of correction |s provided, For nwrsing ho
enls are made avallable (o Ine facilly, IFdefiziencles are ciled, an app

days followdng Ihe dale thase docuny
program participation,
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F 000 . INITIAL COMMENTS ' F COD! !
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! AnAbbreviated Survey investigating ‘ !
- KY#00019708 was conducled 01/28/13 Ihrough '
1 02/08/13. KY#00019708 was substantialed wilh
deficiencles cited. _ : F157 483,10(h}{11) Notlfy of 3-15-13
R ) ! :
F 1571 483.10(b)(11) NOTIFY OF CHANGES ! F 157; changes (Injury/Decline/Room, Etc.)

§8=0. (INJURY/DECLINE/ROOM, ETC)

. Afaclilty musl immedialely inform the residen|;

| consult with the resident's physiclan; and if

. known, nolify the resident's legal representalive |
! or an interested family member when Jhere Is an _
. accldent Involving Ihe resident which resulls in i
Vinjury and has Ihe poleniial for requiring physiclan ;
, interveniion; a significan change in the residen|'’s !
{ physical, mental, or psychosocial stalus (lo., a

- deterforallon In health, menlal, or psychosoclal

t stalus in ellher life threalening conditions or i
. clinlcal complications); a need |o alter treatmen] !
! slgnificantly (|.e., a need to discontinue an i
, @xlsling ferm of trealment due |o adverse '
! consequences, or to commence g new form of

. Ireatmenl); or a declsion lo Iransfer or discharge
¢ Ihe resident from the facllity as specified in
§483.12(a). i

" The facillty must also promptly notify |he resident ,‘
: and, If known, Ihe resldenl’s legal represen)alive
or interested family member when Ihere is a

; change in room orroommale asslghment as
‘specifled in §483.15(e)(2): or a change in

; fesldent rights under Federal or State |law or

I regulations as specified In paragraph (b){1) of

. thls section,

|

s
i
' !

j The facllity must record and perlodically updale
| the address and phone number of the resident's
. legal representative or Inlarested famlly member, i

i Correctlve Action for Residents
; Affected:

3 1. Resident #1 is no longer a resident
of the facility,

! Identification of Residents with
: potential to be affected:

1. The director of nursing {DON)
reviewed 100% of resldent #1's chart
on 1-2-13 for any identifled change in
condition and identified no other

j deficlent practice.

2. The facility DON, Asslstant Director

i of Nursing {ADON), Clinical Nurse
Consultant and Unit Nurse Manager

! reviewed the 24 hour report and

! resldent charts on 2-11-13 for
fdentified change in condition that
should have been reported to | he
physician, No other deficient practice
was identified,

l

' /{ff & :
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follovdng Tre' dale of survey whelher or nol & plan of correctiol
days follovdng Lhe dale these documents are made availabl

progran| participation,
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£ 1571 Conllnued From page 1
|

| This REQUIREMENT is not met as evidenced
. by:

! Based on interview, record review, and review of .
. {he facillly's policy, It was determined [he facility !
failed to ensure lhe Physician was notilled of

: changes In condillon for one (1) of four (4}
“sampled residenls (Resident #1 ). On 12130112 al
: 6:00 AM, a nurse noled she was unable to oblaln
, Residen] #1's blood pressure and had to palpale
Hn order lo obtain Ihe blood pressure; additionally,

“linable to lake hisfher medicallons al thal lime;
i however lhe Physician was not nolified.

i The findings include:

! Review of Ihe facilily's pollcy titled, *Change In

; Condition (Aclion and Netification)”, revised

! 04/08, revealed Il was the inlent of lhe facillly to
: assess and docment changes in a resldent's
"heallh, mental, or psychosoclal status in an

j efficlent and effectlve manner, to relay
“assessment Informallon |o |he Physician and to
j document actions. Further review revealed a
_resident's Physician was to be nolified of a

1 significant change in aresident's physical,

. menlal, or psychosoctal slatus.

. 1. Record review revealed the facilily admitled
! Residen! #1 on 07/2612, wilh diagnoses which
. included Intracranial Hemorrhage, Dlabetes
"Mellitus {OM), Chronic Obstructive Pulmonary
; Disease (COPD), and Hyperlension {HTN).
'Revlew of the Quarterly Minimiim Data Sel

i (MDS) Assessment, daled 10112112, revealed
'Resident #3 required extensive assistance wilh

i

, the resldent was noled to be pale, weak, and F

H
7

(XA SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECT DN xer
PGS Rbaoa CIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORNECTIVE ACTION SHOULD 8F  CoMpLElio
TAG © REGULATORY OR LSC IDENTIFYING INF-ORMATION) 1AG CROSS. REFERENCED 10 THE APPROTAATE | oa
' DEFICIENGY) 1
1
F157'  Measlires or systems changes to

'

prevent reoccurrence:

1. The clinical staff were educated by
the DON, ADON and staff

development coordinator on 2-11-13
regarding Resident Rights to a timely
notification to the physlcian of a
significant change In condltlon and or _
a deterjoration in health and or the
need to alter trealment diie lo the
physical, mental and psychosocial
status clrange of the patient.

2. The staff development coordinator
will educate 100% of the llicensed
clinical staff wilh 3 completed :
competency check on how to r
complete a head to toe assessment,
by 3-15-13, Human Resource
director, DON, and or Staff i
Development coordinator will ensure
all new licensed clinical staff
completes the competency check in ,

orlenlation.

FORM CMS5-2567|0:2-98] Pravious Verslons Obscisle

Evea] IE:OVNGTT

Facillly ID: 106381
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F157° 3. Thelicensed nurse team,

F 157! Conlinued From page 2 !

t histher Activilies of Daily Living {ADLs).

i Review of the Nursa's Note, dated 12/30/12 and

 imed 6:00 AM, revealed Residan| #1 was "up in

[ chalr, pale and weak”. The note indicated the

. hurse was unable lo irear B/P (blood pressure) .

- lhat was palpable at 110 and residenl's pulse was !

;N 60's and irreqular, Further review of the record i

‘revealed no documenled evidence tha Physiclan -
was notifled of lhe change In Resldent #1's )

! condlifon unlil 8:10 AM, kwo (2) hours and ten

i {10) minules after Jhe noted change In condilion.

| Interview, on 02/05/13 at 5:38 PM. wilh t icensed |
" Practical Nurse {LPN} #4 revealed she was ;
i assigned to Resldent #1's care on 12/30112. She 4
slated Resldent #1 had been "reslless” during the |
i night and staff had golten him/her up oul of bed
_and taken himther to the dining room. Acgording !
| to the LPN, during her "dlabellc rounds” at 6:00 i
. AM on 12/30/12, she checked Resident #1's
i blood sugar. She staled she Irled to administer i
histher pills and he/she had "a lot of frouble ‘
i getling them lo..." histher maulh. The LPN staled !
. this was "just weird” for Resldent #1 and she
; attempled to get a blood pressure {b/p) which she |
. was unable to hear. She slated she called a i
i nurse from anolher Iinit, who was an experienced !
. Emergency Room (ER} nurse, to attenmpl |o get
{ Ihe resident's bip; however, lhey were unable to ,
“Iear a b/p, and were only able lo palpale a bip of !
| 110, LPN #4 slated she thoughl Residen| #1 was ;
“getting dehydraled. She slated she gavereport |
| to the oncoming shift, then phoned Ine Physiclan
lo request Intravenous fluids (IVF's). The LPN
| stated when sha went In |o start the IVF's, 4
Resident #1 was "breathing rapidly”, so she gave |
 himy/her a nebulizer treatment which was not i

supervised by the DON and or the RN
supervisor, will review the charts,
new orders, lab reports and all
identified concerns logged on the 24
hour report for any change in
condition and for the appropriate
notification to the physician in the
clinlcal team meeting, five days per i
week. Identified deflcient practlce i
will be reported to the DON, the ;
adminlstrator and the attending .
physicfan for immediate review, ,
assessiient of the resident, and i
correction of the deflclent practice,

Monltoring changes/systems to
ensure no deflcient practlice: i

1. The adminlistrator will report tie
change In condition assessment audit |
results to the quality assurance i
committee (QA committee) monthly
for review and assessment for 3

montis and then at the discretion of
the QA commlttee, (QA commitiee -
consists of the following: Medical |
Director, Adminlstrator, BON, :

H

FORK CMS-2567|02-99) Pravious Verslons Obsolgle

Evenl ID:GVNOT|

Factllty o 100381
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F 157:; Conlinued From page 3

; getling dehydrated and she s
the Pliysiclan soonier.

" stethoscopes.

! He stated he was not on eall

"'contact the on call Physiclan,
i

_ Interview, on 02/07/13 at 4:00 PM, with lhe

! Direclor of Nursing (DON) revealed when she
¢ performed her Invesligation relaled to Reslden{ :
#1's conditlon and frealment on 12130112, she
Fascertained Ihat LPN #4's stethoscope was not

; Working and she should have changed ;

, i
. Interview, on 02/06/13 at 10:28 AM, wilh Resident ,
"#1's Primary Care Physician (PCP) revealed he
i “certaily” would have wanted Jo have been f

nolified of lhe change in Resident #1's condillon. |

_effective. She stated she called Ihe Physiclan
!'back and asked if Ihe resident colild be senl out
;lo the ER. When asked if she should have
phoned the Physician sooner, LPN #4 stated

I "yes". She stated she lhought Ihe residenl was J

hould lhave called

Ihat day (12/30/12); |

. however, he wollld have expected the facility lo 1

Interview, on 02/05/13 at 1:52 PM, wilh the on call |
F Physiclan revealed he could not recall if e was
i nolifled of Residenl j#1's change in condillon al
"68:00 AM on 12/30/12. However, he stated he did i
' not belleve he was nolifled of the change Inthe

'

F 15?; Minimun Data Set Coordinator

 (MDS), Social Service Director (53D},
Human Resource Director (HR), Staff

i Development Coordinator, Unlt

i Nurse Manager, Business Office

Manager (BOM), Dietary Manager,

Rehab Services Manager (RSns),

Medical Records, Maintena nce

Director, Housekeeping Director,

' Quallty of Life Director {aolLy,

¢ Chaplain)

FORM CHS-2567|02-99) Pravious Versions Obsoleje

resldenl's condllion, f ‘ ;
F 2411483.15(a) DIGNITY AND RESPECT OF i F241: 241 483.15(a) Dignity and Respect | 5°15-13

$$=D| INDIVIDUALITY . of Individuality |
t The facilily must promote care for residents In a { r
. manner and In an environment thal mainlains or - Corrective Actlon for Residents
t enhances each resldent's dignily and respect jn | Affected; ’
; full recognilion of his or her indlviduality, ; ; 5
i i i :

Evenl [D:0VNGI | Faclity ID: 100387 If conlinualion sheel Page 4of18




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

PRINTED: 02/22/2013
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES [X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185141

[X2] MULTIPLE CGNSTRUCTION
A BUILDING

B, WING -

1X3) DATE. SURVEY
COMPLETED

C
02/08/2013

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF GEORGETOWN

STREET ADDRESS, CITY, STATE, ZIP CODE
102 POCAHONTAS TRAfL
GEORGETOWN, KY 40124

SUMMARY STATEMENT OF DEFICIENCIES

X415
PREETX |EACI{ DEFICIENCY MUST BE PRECEDED BY FULL
G REGULATORY 01t LSC IDENTIFYING INFORMATION)

D

PREF(X

TAG

! PROVIDER'S PLAN OF CORRECTION i ix51
IEACH CORRECTIVE ACTION SI[OULD BE © COIAPLETION

CROSS5-REFERENCED rQ THE AFPROPRIATE CATE
NEFICIENCY)

}
F 241 i Continued From page 4

. This REQUIREMENT is nol met as evidenced

by

; Based on observation, Inlerview, record review

“and review of lhe facilily's policy, il was

; delermined the facility failed lo provide care In a

“manner lhat mainlains residents' dignity.

: Observalion on the morning of 01/29/13 revealed
a State Reglstered Nursing Asslstant {SRNA) '

I performed perinealfincontinence care wilhout

- shatling Ihe door or curtain for Unsampled

'Resldent F and Unsampled Resident G. ;

i
. The findlngs include:
[

. Review of Ihe facility's *Perineal Care Guldeling”, °
I'dated 12/10, revealed the procedure enlaifed ]
i washing hands, collecling equipmenl, explaining
* lhe procedure to the residenl, and providing

i privacy for the residen|: close the door, window
" blind and privacy cuttain, '

l‘ 1. Observation, on 01/20/13 at 4:25 AM, revealaed
i Slale Reglstered Nurse Aide {SRNA} #1 :
~performed perineal care for Unsampled Resident |
i F wlihoul closing Ihe bedside curlain or coslng

the door. ?

}
2. Observallon, on 01/20/13 al 4:30 AM revealed |
| SRNA #1 performed incontinence care for
, Unsampled Resldent G wilhout closing the

' bedside curtaln or closing the doer.

Inlerview, on 01/20/13 at 5:30 AM, with SRNA#1, |
; revealed she should have closed Unsampied
‘Residenl F's and Unsampled Residenl G's doors
i to the hallway; however, she did not think about i

F241

' 1. On 2-8-13 the DON assessed
Resident £ and Resident G to ensure
resldent ¥ and Resident G did not ;
exhibit signs of psychosocial disiress

due to the facillty providing care in

an undlgnified manner.

2. SRNA #1 was temoved from direct i
! care on the morning of 1-.29-13 and
¢ provided one on one education by
i the staff development coordinator
and DON regarding resident rights to

Include privacy, closing the door of i

the room, the cubical curtain and '
window blinds if appropriate and
providing care to each resident In a
dignified manner.

! |dentificatlon of Resldents with
I potentiai to be affected:

| 1.0n1-2013,1-3013and 1-3113,
' the nurse consultant, the DON, and
soclal service director evaluated

clinical staff for deficient practice

related to dlgnlty and violation of i
resident rights. No other deficient F
practlce was identified.

Measures or systems changes to
prevent reoccurrence!

i s s}

H
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F 241 Corllinued From page 4

, This REQUIREMENT s not met as evidenced
*by:

; Based on observalion, interview, record review
“andreview of Ihe facility's pollcy, it was

i determined Jhe facilily failed lo provide care It 2
“manner |hat maintains residenis’ dignity.

- Observation on Ihe morning of 01/29/13 revealed
a State Reglslered Nursing Assistant (SRNA)

''oerformed perinealfincontinence care without
- shutling Ihe door or curtain for tnsampled
"Resldent F and Unsamypled Reslden| G.

_J The findirgs include:
f

Review of the facilily's "Perineal Care Guldeling",
l'dated 12/10, revealed the procedure antailed

, washing hands, collecling equipment, explaining
“lhe procedure |o the resident, and providing

i privacy for the residen!: close the door, window
*blind and privacy curtain.

1. Observation, on 01/29/13 al 4:25 AM, revealed.
i Stale Registered Niirse Aide {SRNA) #1 '
“performed perineal care for LiInsampled Resident i
i F withoul closing Ihe bedside curlain or closing |
“the door. |
: ;

, 2_Observalion, on 01/29/13 at 4:30 AM revealed '
! SRNA #1 performed Incontinence care for

Unsampled Reslden] G wilhou closing the i
I bedside curtain or ckrsing Ihe door.

- Interview, on 01/29/13 at 5:30 AM, with SRNA M,
; revealed she should have tiosed Unsamgled ;
“Residenl F's and Unsampled Resident G's doors !
j o the hallway; however, she did nol think aboul it *

F 241 1.0n January 29, 2013 Staff

© development coordinator, nurse
consultant, social service director,
and DON Initfated education with
licensed and certified nursing staff to
provide care in a manner that
maintalns residents’ dignity.

[ Educationto be completed by March
15, 2013 for all departments,

2. The Staff development

I coordinator, DON, ADON, Unit Nurse

I Manager and or Social Services

Director will monitor five (5) % of the

residents each day for four days per

week to ensure the residents receive

consisient care to Include privacy,

' closing the door of the room, the

t cublcal curtain and window blinds if
appropriate and providing care to

i eachresident in a dignified manner.

‘F Monitoring changes/systems to

' ensure no deflcient practice:

| 1. Thte Director of Nursing and or the
" administrator will evaluate the 5%

- dignity audit weekly. Results will be
reviewed in the Quality Assurance

| meeting monihly for 3 months and

' then atthe discretlon of the QA

: committee,
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F 241! Conlinued From page §
’ because she was nervous.

i Inlerview, on 01/29/13 al 5:30 PM, with Ihe
- Director of Nursing (DON), revealed staff should
; brovide privacy when performing care.
F 281" 483.20(k}(3){i} SERVICES PROVIDED MEET
58=E: PROFESSIONAL STANDARDS

{ The services provided or arranged by the facility
must meel professional standards of qualily.

!

| This REQUIREMENT s not met as evidenced
. by:

I Based on inlerview, record review and review of :

 the facility’s policy, it was determined the facility

Hfailed to ensure services Ihal were provided or

. arranged by lhe facllily met professional

' slandards of quallly for one (1) of four (4)

. sampled residents {Resldent #1}: failed to ensure

' Physlclan's Orders were followed; and failed Jo
document changes in a resldent's condition.

. The findings Include:
|

! Review of the facility's policy fitled, "Change in
Condition {Acllon and Notification)”, revised

; 04/08, revealed it was the intent of the facility lo
assess and document changes in a resident’s

: heallh, mental, or psychosocial slatus in an

“officen| and effective manner, to relay

: assessment informalion to [he Physiclan and to
document aclions. Furlher review revealed a

i resident’s Physiclan was to be nolified of a

significant change in a resldenl's status physical, .

F o241

F 281 483.20(k}3}{) Services
provided meet professlonal
standards

F 281,

Correctlve Actlon for Resldents
{ Affected:

1. Resldenl #1 is no longer a resldent
! of the facility.

3 ldentlfication of Resldents with
potential to be affected;

! 1, A 100% assessment of Medicatlon
Administration Records (MARS) and
Treatnient Administration Records
{TARS) were reviewed by the Unit
Nurse Manager, DON, Medlcal
Records Director, and Staff
Cevelopment Coordinator to identify
additional deficient practice of not
followlng physician orders. Audit
completed o fanuary 31, 2013.

2. No other residents were identified.

E

3-15-13
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F 281, Continued From page 6 ? F 281: prevent reoccirrence:

" mental, or psychosocial status.

‘ Inlerview, on 02/08/13 at 3:05 PM, with the

i Director of Nursing (DON} revealed following
Physician's Orders, and as sessing and

i monitaring wore basic nursing standards of

“praclice and she did nol have policies ralated lo

i these areas. Addltionally, she staled, In regards

to following Physlcian’s Orders and assessing

" and monlloring, was basic "Nursing 101>,

Review of the clinical record revesled the facllity

. admitted Resjden| #1 on 07/26/12, with ;
"'diagnoses which included inlracranial :
- Hemorrhage, Diabeles Mallitus {DM), Chronlc i
!'Obslruciive Pulmonary Disease (COPD), and '
i Hyperlension (HTN), Review of Ihe Quarterly '
"Minlmum Data Set (MDS) Assessment, dated .
10112112, revealed Reslden| #1 required !
“exlenslve assistance wilh histher Activitles of l

i Daily Living (ADLs).

: Review of Ihe Physician's Orders revealed an :
lorder, dated for 1211112, for the resident Jo have '
i @ chest x-ray related to Increased congestion,
"cough, preductive couglh with green sputum.

; Further review revealed an order dated 12/12/12
Hor Omnicef (an antibiotic) three hundred (300) :
i milligram {mg) by moulh Iwlce a day for ten {10) |
" days related to possible Pneumonia. Revlew of
. the Medlcation Administrallon Record {MAR) i
‘revealed the resldent recelved nine {9) days of
. Ihe antiblollc, Further review of the MAR
‘revealed no documented evidence Ihe residenl |
i fecelved a tenth day of anlibiolic as orderad, :
; Further review of Ihe Physician’s Orders revealed :
"an order daled 12/26/12 to check Resident #1's |

i

: L. Education Inttiated on February 6,
5 2013 for licensed nursing staff on the
proper procedure in following
physlcian orders, documentation, i
and notlficalion of non-compliance
by the DON and 5taff Development
Coordinator . Education will be

; completed by March 15, 2013. i

_3 2. The Staff Development i
Coordinator, DON, ADON, and or
Nurse consultant will have ,
completed physlcal assessment
traming to Include documentation of - !
i changes in a resident’s condition for" |
licensed nurses by March 15, 2013.
Human Resource director, DON, and
or staff Development coordinator _
| will ensure all new licensed clinical |
staff completes the assessment i
training in oflentation. !'

3. Any change in condlition reported

; by the 24 hour report, lab results,

!' behavlor concerns, and incident and
F accldent reports will be reviewed in
: the clinical meeting, five days per
week. The charts will be reviewod

i
: and updated with this process.,

;
-

i
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1

! ]
F 281, Conlinued From page 7 :
stool for closlridium difficlle (c-diff), a baclerial !
"infeclion that can range front mild to
; life-lhreatening and! that causes watery dlarrhea,
three or more limes a day for several days,
s accompanied by pain or tenderness. Review of )
the Ellminalion Report revealed Resiclent #1 had |
"alarge loose bowel movement (BM) and a large
; soft BM on 12127112, However, review of the
Nurse's Notes revealed no documented evidence '
£ a stool for the c-dlff was obtained uniil 12/28/12 at’
3:00 PM, at which lime il was sent to the lab. '
*Raview of the lab report dated 12/28/12 revealed ;
; Resldent #1's stool was positive for c-dIff. The
" Physiclan was nolified and Flagyi (an anlibiollc
fused to Ireal c-diff} was ordered. .
HInterview, on 02/05/13 at 2:14 PM. with State i
; Regislered Nursing Assislant (SRNA) #6 revealed
‘ Resident #1 was having dlarrhea approximately !
i one (1} week prior to being senl out to lhe ;
' Emergency Room (ER) on 12/30/12. |
Interview, on 02/06/13 al 11:22 AM, wilk SRNA #?!
i revealed Resldent #1 had been having diarrivea |
. approximately three {3} to four (4) days prior to
"'being sent out lo the ER.

 Inlerview, on 02/06/13 at 6:50 PM, wilh Licensed !
; Practical Nurse (LPN) #2 revealed Resident #1

“had Been Ireated with anlibiolics for an Upper (
| Resplratory Infection {(URI). After reviewing the
'MAR she slated th resident did nol recolve the
 antibiotic for ten (10) days as ordered: he/she had !
. only received nine (9) days, She stated Resjden| ;
: #1 should have recelved len (10) days as
-ordered. The LPN indicated Resident #1 had ;
' been having loose slools, after being trealed for 7
i Ihe URI. She staled the residen| had the joose :

F 281,

4. New physiclan orders are reviewed

i the clinical meeting, five days per
week, to ensure completion and
accuracy. Any noted discrepancy will

be corrected at the time of f
identlfication and the attending

physiclan will be notlfied when
appropriate,

5. The Unlt Nirrse Manager, DON,
ADON, Medical Records Director, and
or Staff Development Coordinator i
wlill review the MAR, TAR and chart

for new order accuracy lwo times per
week. Results will be reviewed in the
weekly At Risk meeting for necessary
corrective action, i

Monitoring changes/systems to :
ensure no deflclent practice: i

1. Identified deficlent practices to n
follow physlcian orders on Mars,

Tars, and or weekly audits and the i
appropriate resolutions will be :
reviewed In the clinical meeting, five
days per week, j

i
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F 281 Conlinued From page 8 ; 2. tdenlified deficient practices witl ;

; slools for several days. According lo the LPN, _
' she nolified tha Physician, then Resident #1 wen| -
i Several days wilthout having the locse slools and
"they were unable lo gel lhe specimen, She

- Slaled then the loose stoots slarted back agaln

. and the specimen was oblained. i

 Interview, on 02/07/13 at 4:00 PM, with [he
“Dlrector of Nursing (DONj) revealed the slool
! specimen for c-diff should have been oblained on’
12/27/12 because the Eliminalion Reporl showed !
{ Resldenl #1 had slools thal day. Addttionatly, she ;
 Slaled it was her expeclalion lhe anlibiolic order
“be Iranscribed correclly and lhe residentlo be |
i 9lven the full dose ordered. :
t Review of the Nurse's Note., dated 12/30M12, and |
- lmed 8:00 AM revealed Resident #1 was weak, |
! pate, and the nurse was unable lo hear the
i resident’s blood pressure {b/p). The nurse noled
“the resident's bip was palpable al 110. The nurse
i documenled Reslden! #1' pulse was in the 80's !
~and "Irregularly irregular”. Review revealed no
| documented evidence a comiplole sel of vital _
signs, which would include a lemperalure and
' respiralions, was oblained al 6:00 AM on ‘
- 12/30/12. Review of the Medicalion I
! Administration Record (MAR) revealed the nurse |
; adminislered a nebulizer Irealmenl al8:20 aAM;
!howeverk revlew of the MAR and Nurse's Noles i
j revealed no documented evitlence of the '
“resldent’s response 1o the Irealment, :
i Addlttonalty, although Residenl #1's resplrations |
“were noled lo be In lhe 30's and tabored at 8:40
[ AM, and an order was received lo Iransporl the
“resldent lo the Emergency Room ( ER), there was i
{ no documented evidence 911 was phoned unlil
L . 917 AM, Ihirty-seven (37) minutes after receiving .
|

F 281,
- beforwarded to the Staff i

Development Coordinalor, DON, and i
or ADON for immediate educalion ‘;
and lraining.

3. Resulls of the audils will be

reported by DON, ADON, and or Unit
: Nurse Manager lo lhe 0A commiltes
; meeting monthly for 2 months and
then at the discretlon of the QA i
commitlee. }
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F 281 Conllnued From page 9 i
*the order. '

Interview, on 02/05/13 al 6:38 PM, wilh Licensed :
: Praclical Nurse (L.PN) #4 revealed she was 3
. assigned lo Residenl #1's care on 12/30M2. She i
- slaled Resident #1 had been "reslless” during the °
- night and slaff had gotlen him/her up out of bed
~and taken himyher to the dining room. According
"lo lhe LPN, during her "diabelic rounds” al 600
: AMon 12/30/12 she checked Resident #1's bload i
“sugar. She slaled she Iried lo administer histher |
i pills and he/she had "a lot of Iroubte getting them i
10" histher mouth. The LPN stated Ihis was “just
“welrd" for Resldent #1 and she altempled to gelai
. blood pressure (b/p) which she was unable 1o
“hear. She staled she called a nurse from another :
; unil, who was an experlenced Emergency Room
(ER)nurse, to allempl lo gel lhe resldent’s bip,
| howaver hey were unable o hear a b/p, and
; were only able lo palpale a b/p of 110. LPN #4
! staled she thought Resldent #1 was gelting
| dehydraled, She slaled she gave report to the
" oncoming shift, then phoned the Physiclan lo
| requeslt inlravenous fluids (IVFs). The LPN
stated when she went in lo slart lhe IVFs ‘
1 Resident #1 was "breathing rapidly”, so she gave |
“htm/her a nebulizer lrealment which was not '
leffeclive. She slated she called the Physician
“hack and asked if lhe resident coutd be sent oul
i lo lhe ER. Whaen asked if she should have
phoned the Physician sooner, LPN #4 stated i
| "yes". She staled she thought the resident was
; gelling dehydrated and she should have called
“ the Physician sooner. }

f
“Intervlew, on 02/06/13 al 6:50 PM, wilh Licensed i
- Praclical Nurse (LPN) #2 revealed if one nurse
_can'tget a blood pressure (b/p), the he/she

i

f
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F 281! Contlnued From page 10 I Foa81

¢ should have another nurse try, Ihen if they ;

, couldn'l gel I, try lo palpate the b/p. She staled |
“lhen the nurse should nolify the Physician, She i '
sindicated LPN #4 should have notifiad the ;
“Physlclan at 6:00 AM on 12130412 of her inablliey
{0 oblain lhe resident's b/p and of the rregutar )
: pulse.

Interview, on 02/08/13 at 12:38 PM, wilh %
Reglslered Nurse (RN) #2 revealed on 12/30M2
i she was given reporl by LPN #4. She slaled LPN I
. #4 Infarmed her Resldent #1's b/p al 8:00 AM
"'was palpabte al 110, his/her pulse was

i "exlremely” irregutar, and he/she was confused. |

RN #2 slated she asked LPN #4 If she had ' ;
' phoned the Physician and LPN #4 had told her | i
, No. She slaled, when slaff rolled the resident by |
t1he nurse’s slatlon to take him/her lo his/her !
j room, she observed Resident #1 (o be "slumped |
“over*, RN #2 slaled after report she totd LPN #4 :
! the Physician needed to be notlfied and LPN #4 ! ;
“phoned the Physician, According lo the RN, ;
I when she listened 10 Resident #1's lungs "they ' -

- were wel”. The RN slaled she knew Residen! #1 I
“needed logooul. She slaled after LN #4 I :
 allempted lo slart the IV and couldi'l she :
“informed the LPN lo call the Physiclan and tell '
i him the residen! needed to golothe ER. RN 4 :
indicated an order was received lo send the

i resident to lhe ER, When asked why lhere was a ;
“delay, she slated slaff had 1o prepare all the :
i necessary paperwork for he hospilal and
_ambulance personnel. Additional inlerview, on _
1 02/08/13 al 5:55 PM, with RN #2 revesled she | f
; had called 911 on 12/30/12, and the ambulance | ‘
‘ was lhere "within mlnules’,

!

tterview, on 0210713 a1 4:00 PM. with the
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F 281 ' Continued From paga 11
' Director of Nursing (DON) revealed when she |
- performed her investigallon related lo Resident

#1's condlllon and Irealment on 12/30/12, she
: ascertained thal LPN #4s stethoscops was nol
working and the LPN shoutd have changed
i slelhoscopes. When asked if the Physician ;
. Shoutd have been nolified of he change In :
*Resldent #1's condition al 6:00 AM on 12/30/12,
| She slaled it would have besn her expectalion
thal lhe nurses have changed lheir equipmen as
{ they could not hear with LPN #4's stethoscope.
, She slaled LPN #4 should have documenied
i Resldenl #1's raspanse lo lhe nebulizer
. lrealmenl, how heyshe loleraled i, and histher
* pulse oximelry reading afler the lrealment. j

? Interview, on 02/08/13 at 10:28 AM, with Resldent ;

| #1's Primary Care Physician (PCP) revealed he

_"cerlainly” would have wanted lo have been

 nolified of the change in Resident #1's condilion.

. He slated he was nol on call Ihal day (12/30/12), i

"however woulld have expeclad lhe facillly lo ,
i contact the on call Physiclan, !
i Inlerview, on 02/05/13 al 1:52 PM, with lhe on call!
' Physiclan revealed he coutd nol recall if he was
[ nolified of Reslden! #1's change in condillon at :

8:00 AM on 12/30/12. Howaver, he stated he did !

i not belleve he was noltfied of lhe change In the
. resldent’s condilton.

F 4411 483.65 INFECTION CONTROL, PREVENT

§8=E, SPREAD, LINENS

, The facility must eslablish and malntain an

 Infeclton Conlrol Program designed to provide a !
 safe, sanilary and comfortable environment and
“lo help prevent he developmenl and lransmissjon|
; of disease and infection, :

F281i

F 441 F441 483.55 Infectlon Control,
| Prevent Spread, Linens

Correcllve Actlon for Residents

[ Affecled:

i 3-18-13
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xao
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TAG !

oo
PREFIX |
TAG
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DEFICIENGY)

) %51
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; OATE

F 441! Conlinued From page 12 r
! [
: (8) Infeclion Conlrol Program .
' The faclllty mus! eslablish an Infaction Controf

i Program under which it - i
(1) Invesligales, conlrols, and prevenls infecllons
tin the Facilily; ‘
: (2} Decides whal procedures, such as isolation, |
“should be applied lo an indlviduat resident: and
i (3} Mainlains a record of incidents and correclive
i. acllons relaled lo Infacllons.

;

i (b} Prevenling Spread of Infeclion ‘
“ (1) When Ihe Infection Conlrol Program j
i delermines thal a reslden! needs isotallon lo :
. prevent Ihe spread of infeclton, Lhe facility must
lisolale lhe resident. .
i (2} The factlily musl prohibil employees witha |
 communizable disease or Infecled skin lesions

i from direct conlact with residents or thelr food, if
“direct contacl will Iransmil the diseaso.

{ (3} The facility musl requlre staff lo wash their

. hands afler each dlrect residen! contac! for which
Ehand washing is Indlcated by accepled
i professlonat praclice.

i c} Linens i
* Personnel mus! handle, store, process and
i Iransporl lnens so as lo prevenl the spread of |
“infection, i:
|

|

. This REQUIREMENT is nalt mel as evidenced
i by: ;
; Based on observation, nterview, and review of ‘
“lhe facilily's policies il was delerinined the facitity t
; falled 1o establisit and maintain an Infeclion

- Controt Pragram designed lo provide a safe,

Fa41!

1. Residents A,B,C,D,E.5,G,H were
assessed by lhe wound nurse on 2-
11-13 for any signs and symptoms pf
disease and or transmission of
disease and or infeclion.

2, SRNA #1 was immedialely pulled
from the floor on 1-25-113 a|
approximatety 5:30 am from her
asslgnmen! when the deficlent |
practice was idenlfied, !

3. The nurse consullan! edncaled

SRNAL on infection controt, hand
washing and Rroper storage of linens, ;
on 1-28-13, !

4. SRNA#T was educaled by the i
nurse consultant regarding peri-care
for male and female residents, on 1-
29-13, to include understanding and
demonstration,

Identificatlon of Restdents with
potentlal to be affected:

If continviation sheet Page 130f 18
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XD |
r‘;REFIX . {FACH DEFICIENCY MUST BE PRECEDED BY FIIl|.
TAG | REGULATORY ORLSC JDENTIFYING INFORMATION)

i

2] PROVIDER'S PI AN OF CORRECTION : 1%5)
PREFIX ! IEACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG ‘ CROSS-REFERENCED TO THE APPROPRIATE : OATE
DEFICIENCY) ‘
T

F 441 Continued From page 13
i sanitary and comfortable environment and lo help
_Prevent lhe developmenl and Iransmission of
" disease and infeclions for elght (8} Unsampted
Residenls (Unsampled Residenls A, B, C, D, E, |
F. G and H). . }
|

. Observalion on 01/29/13 fram 04:10 AM unlit

' 04:40 AM revealed a Slale Registered Nursing
; Assislant (SRNA} either checked residents for
_inconlinence or performed inconlinence care on :
 elght (8) Unsampled Residents and failed to wash
; her hands prior to or after tncontinence care for
 these residenls wilh the exception of sanilizing
i her hands afler perineal-carefinconlinence care
i for Unsampled Resident E, |

i In addilion, the SRNA used improper infeclion

. controt technigue to perform perineal

[ carefincontinence care for Unsampted Resident
i E. and Unsampled Resident A. !

[ Also, lhe SRNA touched objecls with soiled I
_hands afler performing perinesl care/tnconlinence |
: care for these Unsampled Resldents and ;
. conlaminated the clean wash cloths by stortng
Fclean wash ctoths on the soited ulility cart whtte

; berforming care, ‘
) The findings Include:

! Review of lhe facllily's "Handwashing Guldellne,
. dated 12/2010, revealed the appropriale lime for
“ slaff lo wash hands was before and afler carlng

; for each resident

i 1. Observation on 01/29/13 at 4:10 AM revealed j
. SRNA #1 cleansed Unsampled Resident A's )
* bullocks with a wet wash clolh, then withou!

F 441, 1 On1-29-13 through 1-31-13 the
nurse consultant, DON, and Staff
Development coordinator initiated
observalions of the licensed and
certified nursing staff whish did nol
reveal any olher deficient practices
wilh peri-care, hand washing,
changing of gloves and Improper
slorage of linen.

Measures or systems changes to
prevent reoccurrence:

1.0n 1-29-132 the Slaff Development
coordinator inltiated educal lonon

peri-care training and campetencles I
for SRNA staff, Training to be :
completed by March 15, 2013,

2. Human Resource dllrector, DON, i
énd or Staff Development

coordinator will ensure all new

certified and licensed clinical staff
completes the perl-care compelency
check In orlentation,.

FORM CMS-2567(02-99) Pravious Varsions Ghbaolela Evenl ID: OVNG )
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441 Contlnued From page 14 F 441 “' 3. The Slaff Development ‘
! changing gloves or washing hands proceeded to : coordinator, ADON, and or DON will |
i cleanse the resident's genitals. With the same complete an audit of the Infection |
- solted gloves, lhe SRNA proceeded lo adjust the P st of ¢
'resldent’s piltow and pull up the covers. Sho control program to consist of 10% o
i then proceeded lo walk oul of the room holding the resldents per week Lo inciude all
X the ?&;gsnzonlg;irgng Ihﬁ ﬁo‘;lﬁd "A:Ien?s" (algU" three shifts, The audit will consist of
{ brtefs) and soiled wash clolhs without was ing i o
_her hands and placed the soiled bags In the ‘ : observ!ng and eva!uallng the SRNAs
soiled linen cart in the hatway, then removed her * ) for peri-care, hand washing, changtng
i softed gloves. SRNIA #1 did nol wash her hands ; of gloves and proper linen storage for
. after placing lhe solled bags in the sojled llnen :
| cart and was observed lo go lo the general three months.
; bathroom and roll the mechanicat lift 10 the ! . ) .
! haltway, ¢ 4. Deficlent praclices identified will
f be forwarded to the DON and
2. Observallon on 01/29/13 al 4:20 PM revealed . : e
. : i administrator for approprlate
{ SRNA #1 then proceeded o Unsampled Resident | , orapprop
- B Room where she plcked up a wash ctoth ol correclive action and further
L of the floor and placed fl on the bedside table and : educalion if necessary. The 10% :
i ﬁricdeeded o leave the room wilhoul washing her | weekly audils will be reviewed In (he |
" hands, . . ;
i : weekly Al Risk meeting, i
3. Observalion on 01/29/13 al 4:22 AM revealed | , ;
t SRNA#1 wenl into Unsampted Resident C's :
i' reom, donned new gloves, checked the resldent’s
I allends for inconlinence, remaved her gloves, :
- and lefl the room without washing her hands and ; ! {
! gemsm the clean linen cart and oblained wash Monttortng changes/syslems to
. Clolns, : ;
! ; ensure no deficlent practice:
;4. Observation on 01/29/13 at 4:25 AM. revealed ! ; _
" SRNA#1 performed perineat care for Unsampled ; . .
| Resident F and removed the solled gloves. She | 1. Findings of he weekly audtls wit ;
. then exited the raom withoul washing her hands be reviewed in the QA meellng :
I ;ndd(!)blla!i'ned ex!rrta whash c:]olhs froT lhe blﬁse of monthty for 3 monlhs and then at
; ‘ne dirty inen cart where she was sloring the .
L ctean wash cloths, She then cleansed the | the discretton of the QA committee.
L i residenl’s bullocks and bagged lhe soiled wash
FORM CHS-2667(02:98) Previous Versions Otsolels Evenl 10:0VHp)) FacliyD: 10038) ¥ continuation shaat Page 1801 18
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F 441 : Conllnued From pags 15 i
 clolhs and sojled altends and exited the room :
“ wilhoul washing her hands and also failed 1o
'wash ha hands afler exiling the room.

i
F 5. Cbservation on 01/29/13 at 4:30 AM revealed ,
" SRNA #1 wenl to the linen slorage room and !
t Oblained wash clolhs, She performed :
 Incontinence care for Unsampled Resident G and :
 exiled the room wearing he solled gloves. She |
"then removed her sofled gloves and without f
i washing her hands oblained clean wash clolhs
i and towels from the clean tinen cart, SRNA #1
" then fintshed performing incontinence care for [
! Unsampled Resident G, placed the soiled allends ;
i and soiled wash clolhs in plaslic bags and exlted
1 the room without washing her hands. She placed |
. the bags in the soiled teundry hamper, reroved |
" her gloves, and failed to wash her hands. SRNA
{ #1 then oblained clean wash cloths from the !
i clean linen cart and rolled the dirty linen hamper
“down the hall holding the cloan wash clolhs nex!
I'o the dirty linen carl.

1

i
- 8. Observalion, on 01/20M13 at 435 AM, revealed.
VSRNA #1 checked Unsampled Resident H's
 atlends for Inconlinence, removed her gloves, ;
i and lefl the room without washing her hands,

| 7. Observation, on 01/29/13 at 4:37 AM, revealed !
. SRNA#1 checked Unsampled Reslden! D for

I room withoul washing her hands,

e Observation on 01/29/13 al 4:40 AM revealed |
FSRNA #1 performed perlneal-care on Unsampled !
t Resident E by cleansing the oulstde of the :
- vagina; however, she did nol cleanse lhe lablal

Molds, She then assisled the resident lo turn, and !

incontinence, removed her gloves and exiled the *

(X410 | SUMMARY STATEMENT OF DEFIC JENGIES Yoo PROVIDER'S PLAN OF GORRE CTION .
PREFIX {EACH DEFICIENCY MUST BE PRECEDEDBY FIILI. i PREFIX ! {EACH CORREGYIVE AGTION SHOULD BE : CORPLCTION
TAG REGULATORY OR LSC IDENTIFYING INFORIAATION) ’ TAG CROSS-REFERENCED TO THE APPROPRIATE ' GATE
| ; DEFIGIENCY) !
- ] : ;
i I
F 441! i

i
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X490 SUMMARY STATEMENT OF DEFICIENGIES
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PREFIX (EACH CORRECTIVE AGTION SHOULD RE ¢ COMPLETION
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: DEFIGIENGY) !

F 441 ; Conlinued From page 16

" solled gloves, SRNA #1 used the remole confrol
 loraise lhe head of lhe bed, and hen pulled the ;
_Covers up. She then removed her gloves and
'walked out of the room, sanittzing her hands In |
: the hall, : i
' nterview on 01/29/13 al 5:30 AM wilh SRNA #1, !
i revealed she had worked al the facility for flve (5) !
‘years and the nurses had walched her perform
| perineat care, She slaled, she should have
. washed her hands before and after incontinence !
“care and prior lo touchtng objects in the resldenls’ |
irooms and hallway. She further stated, sho dig -
j nol realize she was sloring clean wash ctoths on
"lhe solled hampers In the hallway. Conlinued
 Interview ravealed she did nol realize she needed °
lo remove gloves and wash hands aftor cleanslng !
“Unsampled Restden! A's bultocks and prior lo
j Cleansing the genilals. She slaled she had nof _
- @leansed Unsampled Restdent #E's labiat folds |
while performing perlneat care. F urther inlerview
j revealed she shoutd nol have picked a wash cloth,
up of the floor and placed il on the bedside lablg |
[ because the wash cloth would be conlaminaled !
: after reing on lhe floor.

j Inlerview on 01/206/13 al 6:30 PM wilh (he !
- Direclor of Nursing, reveated handwashing

| should be performed before and afler :
| pertnaaliincontinence care and handwashing
' should be performed any lime gloves werg :
| removed. She further slated staff should remove
. soiled gloves and wash hands prtor 1o handling |
' obfecls in the residents’ rooms such asremote |
i conlrols, Further interview reveated slaff should

. not store clean linens on the dirty hampers and

I should not plck up tinens out of the floor and

cleansed the resident's bultocks. With he sama -

|
F 441, :
i .
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 place on the resident’s bedside labte. She staled

i the facilily was In the process of prerforming skills
 check offs and would need to Inctude perineal
Lcare In Ihts process. Further interview revegled

- the nurses should be obgerving for infection

' contral issuas when doing rounds.

Xy i SUMMAIRY STATEMCENT OF OEFICIENGIES , D ; PROVIDER'S FLAN OF CORRECTION 1%5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX IEACH CORRECTIVE ACTION SHOULY) BE COMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) ) TAG CROSS-REFERENGED TO THE APPROIRIATE OATE
i DEFICIENCY)
t
i I
F 441" Conlinued From page 17 F 441,

t

L

L
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XD | SUMMARY STATEMENT OF OEFICIENGIES o PROVIOER'S PLAN OF CORRECTION D s
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N OO0, INITIAL COMMENTS ; N00O f Georgetown Health Core and
. . ) . ‘5 : Rehabifitation, o Signature
" AComplaint Survey investigating KY#00019708 i F  ©51g
, was conducted 01/28/13 through 02/08/13. | Healthcore Facifity does not belleve
- KY#00019708 was substantiated with ; ' and does not odmit thot any
| deficiencles cited. ' I deficiencles existed, before, during or
; . . . i dfter the survey. The Facillty reserves
NO18 902 KAR 20:300-3(2)(i}1.b. Section 3, Resident NO18 Ff

; Rights

" (2) Notice of rights and services.

i (i} Notification of changes.

" 1. Except in a medical emergency or when a

tresident is incompetent, a facility shaif consuit
with the resident immediately and notify the

 resident's physician, and if known, the resident's

; legal representative or interasted famity member

~ within twenty-four (24) hours when there is:

[ b. Asignificant change in the resident's physical,

. mentai, or psychosociai status;

f

i This requirement s not met as evidenced
" Based on Interview, record review, and revi
. the facility's potley, it was determined the f4
 faited to ensure the Physician was notified o
| changes In condition for one (1) of four (4)
. sampled residents {Resident #1). On 12/3011 24t

Resident #1's blood pressure and had to paipate
“in order to obtain the bload pressure; additionally,
; tha resident was noted to be paie, weak, and
" unable to take his/her medications at that time;

i however the Physician was not notified,

i The findings include:

f Review of the facility's policy titted, "Change in

+8:00 AM, a nurse noted she was unabie to obtaln

H

f
f
E
i
!
E
i

alf rights ta contest the survey finding

through informof dispute resolution,

] formai oppeal proceedings or any

| odministrative or legol proceedings.

i This plan of correction ts not meont

} to estabiiish any standord of care,

| controct obligation or position and

; the Facility reserves alf right to rafse

f all possible contentions and defenses

! inany type of chvil or crimine! claim,

’ actlan or proceeding. Nothing

contained in this pian of correction

consider as o woiver of any

} tlally appiicable peer Review,

Qaality Assurance or self-critical

ination privifege which the

- Eacility does not waive and reseryes
the right to ossert in any
administrative, civil or criminof claim,
action or proceeding, The Facility
offers its response, credible
aflegations of compliance and plan of
tarrection as part of its ongoing
efforts to provide quakty care ta

STATE FORM

(2330

OVNOT

. Condition {Action and Notification)', revised restdents,
* 04/08, revealed it was the intent of the facility to
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; Rights

! {2) Notice of rights and services.

; (i} Notification of changes.

" 1. Except in a medical emergency or when a
tresident is incompetent, a facillty shaff consuit

. with the resident immediately and notify the

! resident's physician, and if known, the resident's
; fegal representative or interested fanrity member
~ within twenty-four (24) hours when there is:

¢ b, A significant change in the resident's physicat,
. mental, or psychosocial status;

i

i This requirement is not met as evidenced by:
Based on interview, record review, and review of

i the facility’s policy, it was determined the facility

, failed to ensure the Physiclan was notified of

! changes in condition for one (1) of four (4)

. sampled residents (Resident #1). On 12/30/12 at

! 6:00 AM, a nurse noted she was unable to obtain

" In order to obtain the blood pressure; additionatly,
i the resident was noted to be pale, weak, and

" unable to take I iisther medications at that time;

| however the Physician was not notlified.

! The findings include:
| Review of the facility's policy titied, "Change in

. Condition (Action and Notification)”, revised
" 04/08, reveaied it was the intent of the facility to

; Resident #1's blood pressure and had to palpata !

|
f
}
J
|
|
i
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: ; !
N C00; INITIAL COMMENTS 'f N 000 f
* A Complaint Survey investigating KY#00019708 i |
; was conducted 01/28/13 through 02/08/1 3. i |
KY#00019708 was substantiated with : :
i deficlencles cited, [ i
;
N 018 902 KAR 20:300-3(2)(i)1.b. Section 3. Resident | Noig | N 018 902 KAR 20:300-3{2)(i)1.b. 3-15-13

Section 3, Resident Rights

Corrective Actton for Residents
Affected:

1. Resident #1 is no ionger a resident
of the facility.

tdentification of Residents with
potential to be affected:

1. The director of nursing (DON)
reviewed 100% of resident #1's chart
on 1-2-13 for any identified change in
condition and identified nc other
deficlent practice,

2. The facility DON, Assistant Director
of Nursing (ADON), Citnical Nurse
Consultant and Unit Nurse Manager
reviewed the 24 hour report and
resident charts on 2-11-13 for
identified change in condition that
should have been reported to the
physiclan. No other deficient practice
was identified,

i !
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t
: assess and document changes in a resident's
; health, mental, or psychosociat status in an i
* efficient and effective manner, to relay E
! assessment Information to the Bhysician and to  ;
. document actians. Further review revealed a '
" resident's Physician was to be notifled of a
t significant change in a resident’s physical,
. mental, or psychosoctal status.

¢ 1. Record review revealed the facility admitted l
. Resident #1 on 07/26/12, with dlagnoses which |
' inciuded Intracranial Hemorrhage, Diabetes ]
i Melitus {DM}, Chronic Obstructive Pulmanary
- Disease (COPDY}, and Hypertension (HTN), |
* Review of the Quarterly Minfimum Data Set :
! (MBS) Assessment, dated 10/12/1 2, revealed _;!
, Resident #3 required extensive assistance with !
' histher Activities of Daily Living (ADL). ,
i {
. Review of the Nurse's Note, dated 12/307/12 and |
f timed 8:00 AM, reveaied Resident #1 was “upin |
i chalr, paie and weak". The note indicated the
| nurse was unabie to hear B/P (blood pressure} |
| that was paipable at 110 and resident's puise was !
; in 80's and Irreguiar, Further review of the record I
 revaaled no documented evidence the Phystcian i
; was notifled of the change in Resident #1's (
* condition untit 8:10 AM, two (2} hours and ten ’
i (10} minutes after the noted change In condition,

|
[ interview, on 02/05/13 at 5:38 PM, with Licensed |
; Practical Nurse (LFN) #4 reveaied she was ;
" assigned to Resident #1's care on 12/30/12. She !
: stated Resident #1 had been "restless” during the |
niglit and staff had gotten him/her up out of bad '
- and taken him/her to the dining raom. According !
 to the LPN, during her "diabetic rounds” at 6:00 |
“AM on 12/30/12, she checked Residant #1's [
| blood sugar, She stated she tried to administer ;
, hisher piils and hefshe had "a fot of trouble ;
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N 0181 Continued From page 1 ; NO1B ¢ pseasures or systems changes to

prevent recccurrence:

1. The clinicaf staff were educated by
the DON, ADON and staff
development coordinator on 2-11-13
regarding Resident Rights to a timely
notlfication to the physician of a
significant change in condition and or
a deterioration In heaith and or the
need to alter treatment due to the
physicaf, mental and psychosocial
status change of the patlent.

2. The staff development coordinator
will educate 100% of the llcensed
cilnical staff with a completed 1.
competency check on how to :
compiete z head to toe assessment,
by 3-15-13, Human Resource
director, DON, and or Staff [
Developrrent coordinator will enstire

all new ficensed clinfcat staff

] completes the competency check in
orientatlion.

1]
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i getting thenr to_.." histher mouth. The LPN stated |
this was "just weird” for Resident #1 and she i
! attempted to get a blood pressure {(b/p} which shei
was unable to hear. She stated she calied a
nurse from anotiter unit, who was an experienced
: Emergency Room (ER} nurse, to attempt to get f
the resident's bip; however, they ware unabie to
* hear a bip, and were only abie to pelpate a bip of ]
, 110, LPN #4 stated she thought Resident #1 was [
getting dehydrated. She stated she gave report |
+ tothe ancoming shift, then phoned the Physician |
. to request Intravenous fluids (IVF's). The LPN [
" stated when she went in to start the IVF's, ;
: Resident #1 was "breathing rapidly’, so she gave |
. him/er a nebulizer treatment which was not '
effectiva. She stated she called the Physiclan
, back and asked If the resident could be sent out
“to the ER. When asked if site should have |
phoned the Physician sooner, LPN #4 stated
"yes". Bhe stated she thought the resident was {
i getting dehydrated and she shouid have called
the Physician sooner,

intarview, on 02/07/13 at 4:00 PM, with the
Diractor of Nursing {DON) revealed when she
performed her investigation related to Resident
. #1's conditfon and reatment on 12/30/12, she

- ascertained that t.PN #4's stethoscope was not
; working and she shouid have changed

" stethoscopes.

“irterview, on 02/08/13 at 10:28 AM, with Resident
{ #1's Primary Care Physician {PCP) revealed he
“certainly" wouid have wanted to have been
notified of the change in Resident #1's condition,

; He stated he was not on caif that day (12/30/12),

~ howevar, he wouid have expected tiie facility to

: contact the on calf Physician.

Finterview, on 02/05/13 at 1:52 PM, with the on call
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. NO18 } 3. The ficensed ntirse tean,

[ supervised by the DON and or the RN

' supervisor, will review the charts,

}i new orders, lab reparts and ai

| identified concerns logged on the 24

; itour report for any change in
condition and for the appropriate

f notlification to the physician in the

§ citnical team meeting, five days per

! week. [dentified deficlent practice

i wiii be reported to the DON, the

; adnrhiistrator and the attending

' physician for immediate review,

J assessment of the resident, and

f correction of the deficient practice.

i

F

Monitoring changes/systems to i
ensure no deficlent practice:

1. The administrator will report the
’ change in corrdition assessment audit
, results to the guality assurance
; committee {QA committee) monthiy
| for review and assessment for 3
i months and then at the discretion of
the QA committee. (QA committee
| consists of the foliowing: Medical
[, Director, Administrator, DON,
i
i

i

2=
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 getting them to...” his/her mouth. The LPN stated |
this was "just weird" for Resident #1 and she

" atiernpted to get a blood pressure (b/p) which she}'

i Was unable to hear. She stated she calied a !

~furse from another unit, who was an experienced .f

: Emergercy Room (ER} nurse, to attempt to get ,
the resident's bfp; however, they were unable to

* hear a bip, and were oniy abie to palpate a b/p of

» 110, LPN #4 stated she thought Resident #1 was |
getling dehydrated. She stated she gave report j

: to the oncomtng shift, then phoned the Physician

o request Intravenous fluids (iVF's). The LPN

' stated when she went in to start the iVF's,

i Resident #1 was "breatiing rapldly”, so she gave

trindher a nebulizer treatme nt which was nat

! effective. She stated she called the Physician

; back and asked If the resident couid be sent out

“tothe ER. When asked if she should have ,

: phoned the Physician sconer, LPN #4 stated i
"ves®. She stated she thought the rasident was

I getling dehydrated and she should have cafled

, the Physician sooner.

!

!
iI
|

|
i Interview, on 02/07/13 at 4:00 PM, with the g
~Director of Nursing {DON) revealed when she !
i performed her investigation refated to Resident j
. #¥'s condition and freatment on 12130112, she i
- ascerlained that LPN #4's stethoscope was not j
; working and she should have changed j
* stethoscopas, ;

i
Interview, on 02/06/13 at 10:28 AN, with Residerit

i #1's Primary Care Physician (PCP) revealed he
. "certainty” would have wanted o have been

* notified of the change in Resident #1's candition, '
; He stated he was not on cail that day (12/130/12y |
“ however, he would have expected the facilty to J
| contact the on calt Physician, |

! Interview, on 02/05/13 at 1:52 PM, with the on call|

AP
|
|
|
|

i

H

;
|

Minimum Data Set Coordinator

{MDS), Soctal Service Director (55D},

Human Resource Director (HR),

Development Coordinator, Unit
Nurse Manager, Business Office

Manager (BOM), Dietary Mana

Rehab Services Manager (RSM),

Medicaf Records, Maintenaiice

Director, Housekeeping Director,

Quatlity of Life Director (QOL),
Chaplain)

Staff

ger,

]
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[ : :
- Physician revealed he could not recall if he was | I
: notified of Resident #1's change in condition at |
6:00 AM on 12/30/12. However, ha stated he did | i
! not befieve he was notified of the change in the i i
, resident's condition. ‘ !
: 300- i i i N 113
N 113 902 KAR 20:300-6(1) Section 6. Quaiity Of Life N 113 902 KAR 20:300-6(1) Section
3-15-13

individuaty.

" tite door.

|
(1) Dignity. The faciiity shall promote care for ,
. residents in a manner and in an environment that |
' maintains or enhances each resident's dignity
and respect in full recognition of his or her

_ This requirement s not met as evidenced by:
: Based on observation, interview, record review

Affected:

! 6. Quality of Life
|

Corrective Action for Residents

L. On 2-8-13 the DON assessed
Resident F and Resident G to ensure
resident F and Resident G did not

. and review of the facllity’s poiicy, it was
* determined the facility failed to provide care in a
; marmner hat maintains residents’ dignity,

exhibit signs of psychosocial distress
due to the facifity providing care in

" Observation on the morning of 01/29/13 reveated
a State Registered Nursing Assistant (SRNA)
performed perineaifincontinence care without
shutting the door or curtain for Unsampied
Resident F and Unsampied Resident G,

i The findings include:

. Revlew of the facility's "Perineal Care Guideiing",
 dated 12/10, reveaied the procedure entailed

. washing hands, coflecting equipnient, explaining
' the procadure to the resident, and providing

. privacy for the resident: ciose the door, window

' biind and privacy curtain.

' 1. Observation, on 01/28/13 at 4:25 AM, revealed|

. State Registered Nurse Alde (SRNA} #1 !

 performed perineal care for Unsampied Resident i } dignified manner.
i F without closing the bedside curtain or closing | ;

|
f
|
!
|
J
[
}
|
|

B
[

P

} |
i

an undignified manner.

2. SRNA #1 was removed from direct
care on the morning of 1-29-13 and
provided one on one education by
the staff development coordinator
and DON regarding resident rights to

include privacy, closing the door of

the room, the cubical curtain and

f window blinds if appropriate and
providing care to each resident in a

STATE FORM
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Physician revealed he could not recall if he was f !'
i notified of Resident #1's change in condition at :
 6:00 AM on 12/30/12. However, he stated he did | |
! not believe he was notified of tis changs in the X .'
, resident’s condition, : '
: i ;
i f
N 113 902 KAR 20:300-6(1) Section &. Quality Of Life " N113 i Identificatien of Residents with
. ] i .
(1} Dignity. The facifity shalt promote care for ; ; potential to be affected:
. residents in a manner and in an environment that f
* raintains or enhances each resident's dignity ; ! 1.0n 1-29-13, 1-30-13 and 1-31-13,
; and raspect in fulf recognition of his or her i the nurse consuitant, the DON, and !
individuality. J ' social service director evaluated ,
" Thfs requlremen[ is not met as avidenced by: -r , C“ni’ca' S[aff for def|C§ent praCtice
- Based on observation, imterview, record review ] f related to dignity and vioiation of
; and review of the facility's policy, it was ; ! resident rights. No other deficient
* determined the facility failed to provide care in a | " ot TIghts. g
- manner that maintains residents' dignity. : ! practice was identified.
Observation on the morning of 01/29/13 revealed } I
i a State Registered Nursing Assistant (SRNA) ! ; Measures or systems changes to
7 perfqrmed perfneaflincon‘tinence care without 1 f prevent reoccurrence:
I'shutting the door or curtain for Unsampled i i
iden d d n G, ; i :
E Resident F and Unsampled Resldent G | , 1.On January 29, 2013 Staff |
. The findings include: I i development coordinator, rurse :
5 Reviow of the facilly's *Perineal Care Guidel = consultant, sociai service director,
. Review of the facility's *Perineal Care Guideiine”, | J . o
 dated 12/10, revealed the procedure entailed ; i and DON '”'“ate‘" _educat'?” with ;
, washing hands, coifecting equipment, expiaining f f licensed and certified nursing staff to
" the procedure to the resident, and providing : [ provide care In a manner that
. privacy for the resident; close the door, window s * dignl
" blind and privacy curtain. ’ maintains residents’ dignity,
. i I Education to be compieted by March
1. Observation, on 01/20/13 at 4:25 AM, revedled ! 15, 2013 for ail departments. '
; State Registared Nurse Aide (SRNA) #1 ! ;
" performed perineat care for Unsampied Resident i I
i F wittiout ciosing the bedside curtain or Closing i
" tie doar, | i
! i
STATE FORM ] It Mk M contruadon sheel 4of 16
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+ ! !

" Physician reveaied he could not recall if he was i

¢ notifted of Resident #1's change in condition at

~6:00 AM on 12/30/12, However, he stated he did | !

! not believe t1e was noiified of the change in the -

, resident's condition, ! .i

’ i

N113

N 113 802 KAR 20:300-6(1} Section 6. Quality Of Life

(1) Dignity, The facility shall promote care for ’
. residents in a manner and in an environment that |
" maintains or enhances each resident's dignity

i @nd respect tn full recognition of his or her

" individuatity.

¥
+

{

|

J

~ This requirement is not met as evidenced by: ;
- Based on observation, interview, record review |
. and review of the faciiity's policy, it was ;
 determined the facilty faiied to provide care in a i
; manner that maintains rosidents’ dignity, {
Observation on the morning of 01/29/13 reveaied }

[ a State Registered Nursing Assistant (SRNA) I
performed perineaifincontinence care without ;

! shutting the door or curtain for Unsampled {
_Resident F and Unsampled Resldent G. |

; The findings inciude: I

. Review of the facility’s "Perineai Care Guideline”, |
* dated 12110, revealed the procedure entailed ;
. washing hands, coliecting equipment, explaining }
! the procedure to the resident, and providing :
; privacy for the resident: ciose the door, window
' biind and privacy curtain, i
" 1. Observation, on 01/29/13 at 4:25 AM, revealed[
; State Registerod Nurse Aide (SRNA) #1 !
' performed perineal care for Unsampled Resident ;
i F withaut closing the bedside curtain or closing

" tire door, |

;

2. The Staff deveiopment
coordinator, DON, ADON, Unit Nurse
Manager and or Social Services
Director will monitor five {5} % of the
residents each day for four days per
week to ensure the tesidents reccive
consistent care to inciude privacy,
closing the door of the room, the i
cublcal curtain and window biinds if
f appropriate and providing care to

each resident in a dignified manner,

i

i
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! (b} infection control and communicabie diseases.
. 2. The faciitty shall establish an infection control

¢ program which:

. a. investigates, conirols and prevents infections

* i the facffity;

¥

|
]
|
{ This requirement ts not met as avidenced by: i'
Based on observation, interview, and review of [
Fire facliity's policies it was determined the facility |
 faiied to establish and maintain an infection i
! Control Program designed to provide a safe, f
i sanitary and comfortable environment and to help j
“prevent the deveiopment and transmission of
{ disease and infections for eight (8) Unsampled l
| Residents (Unsampled Residents A, 8, C, [, E, |
' F, G and H). !

} i
" Observation on 01/29/13 from 04:10 AM until ;
- 04:40 AM reveaied a State Registered Nursing |
_ Assistant [SRNA} either checked residents for i

Affected:

oo SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION -
PREFIX ! tEACT I DEFICIENCY MUST BE PRECEDEQ BY FUILL PREFX {EACH CORRECTIVE ACTION SHOULO BE . COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAGQ CROSS-REFEREN(}EU TO THE APPROFRIATE OAYE
. OEFICIENCY)
N 113" Contimued From page 4 ’l NT13 i Mon'toring changes}swtems to
+ 2. Observation, on 01/29/13 at 4:30 AM revealed | " ensure o defclent practice:
: SRNA#1 performed incontinence care for _ ! P
Unsampled Resident G without ciosing the i i .
: ) ) . : 1. The Director of Nursing and or the
: bedside curtain or ciosing the door. : !
; 9 'r j administrator wilf evaluate the 5%
" Interview, on 01!29f/13 at 5;?0 AM, with SRNA #1, | | dignity audit weekly. Results will be
i revealed she should have closed Unsampied ; :
, Resident F's and Unsampied Resldent G's doors | f rawe‘fved n the Quality Assurance
“ to the lrallway; however, she did not think about it : , meeting monthly for 3 months and
. because she was nervous. ; f ther at the discretion of the QA
: ! committee, .
Interview, on 01/29/13 a1 6:30 PM, withtho jocomm !
Director of Nursing (DON), reveated staff siwould | ; :
! provide privacy when performing care. | | ;
: f
N 1‘34{; 9‘02 AR 20:300-6(7){b)2.a. Section &. Quality of i' N 144 f, N 144 902 KAR 20:300-6(7){bj2.a, 31513
Life ;- | Section 6. Quality of Life
' {7} Envirorment, } } i
i { Corrective Action for Residents 5
‘ i

1. Resident #1 is no longer a resident ;
of the facility, :

Identification of Residents with |
potential to be affected: :
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TN 144 1. A 100% assessmerrt of Medication
¥

N ‘f44f Continued From page &

¥

incontinence or performed incontinence care on

- eight (8) Unsampied Residents and failed to wash
. her hands prior to or after incontinence care for
these residents with the exception of sanitizing

: her hands after perineal-carefincontinence cere
; for Unsampied Residant I#,

; In addtion, the SRNA used improper infection ]

controf technique to perform perineal

* carefincontinence care for Unsampied Resident }

E, and Unsampled Resident A. ,

{ Also, the SRNA touchad objects with soifed
_hands after performing perineal carg/incontinence
' care for these Unsampied Residents and

contaminated the ciean wash cloths by storing
ciean wash cioths on the soiled utility cart while

i performing care,

E The findings Include:

dated 12/2010, revealed the appropriate time for

, staff to wash hands was before and after caring
* for each resident

1. Observation on 01/29/13 at 4:10 A reveaied ‘

l
|
|
Review of the facility's "Handwashing Guideiine, ,
|
|
SRNA #1 cleansed Unsampled ResidentA's ”

, bultocks with & wet wash cloth, then without I
* changtng gtoves or washing hands proceeded to ’

cleanse the resldent's genilals. With the same
soiled gioves, the SRNA proceeded to adjust the

i resident's piflow and pult up the covers. She

then proceeded to walk out of the room Hiofding

i the bags containing the soiied "Attends™ {aduit

" her hands and placed the soiled bags in the ]
: soifed linen cart in the haflway, then removed Fer
. soifed gloves. SRNA #1 did not wash her hands |

i
, briefs) and soifed wash cloths without washing E

after pacing the sofled bags in the soiled linan

I
I 2013 for licensed nursing staff or the
Proper procedure in following
physician orders, documentation,

ar

T e e,

Measures or systems changes to
prevent reoccurrence;

by the DON and Staff Deveioprment
Coordinator . Education will be
completed by March 1%, 2013,

Adniinistration Records (MARS) and
Treatment Administration Records
({TARS) were reviewed by the Unit
Nurse Manager, DON, Medical
Records Director, and Staff
Development Coordinator to identify
additional deficient practice of not
foliowing physician arders. Audit

compieted on January 3%, 2013,
i
2, No otlier Tesidents were identified.

Education initlated on Febr vary 6,

td notificatlon of non-compiiance
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W14t Continued From page & ,u N 114 l 2. The Staff Development
: : ! Coordinator, DON, AD
" cart and was observed to go to the generat f n ' ON, and or
+ bathroom and roll the mechanical lift to tire ; ; Nurse consultant will have
hattway. ; | completed physical assessment
: F ; training to include documentation of
. 2. Obsarvation on 01/29/13 at 4:20 PM revegled ' } changes in a resident ditlon 1
" SRNA#1 then praceeded to Unsampled Resn’ient; ) ; Nges In a resident's conditlon for
: B's Room where she picked up a wa§h cloth out , ’ ficensed nurses by March 15, 2013,
. of the floor and placed it on the‘tt?}eds?de t?\?r:e ir;crf j ’ Human Resource director, DON, and
. E;?]%ieded toleave the room withaut was 9 ’ or Staff Development coordinator :
' ' ; will ensure all new licensed clinlcaf ;
i 3. Observation on 01/29/13|a::d§22 ‘;;M tr%\.:ealed ] D staff completes the assessment <
SRNA #1 went into Unsampled Resident C's ' o :
I'room, donned new gloves, checked the resident's l l training in orfentation,
; attends for incontinence, removed her gloves, ] 3. A e 3 g
" and left the room without washing hP:r hands and I - Ay change In condition reporteq ;
i went to the clean linen cart and obtained wash | I; by the 24 hour report, fab results,
, dloths, | . behavier concerns, and Incident and f
4. Observation on 01/29/13 at 4:25 AM, revealed ! | accident reports will be reviewed in
‘ SRNA #1 performed perineal care for Unsampled l l the clinical meeting, five days per
; Residerjt F and removgd the soiled gloves, She i ] week. The charts will be reviowed |
then exited fire room without washing her hands d updated with tre |
i and obtained extra wash cloths from tire base of f l and updated with this process,
" the dirty linen carl where shie was storing the f
: clean wash cloths. She then cleanseq the ; 4. New physiclan orders are reviewed
_resldent's buttocks ::mclf bag%ad txltwedst?}ﬂed wash ; In the clinical me eting, five days per ]
! cloths and soiled attends and exited the room i ) : ;
. without washing her hands and also failed to l | week, to ensure completion and o
 wash he hands after exiting the room. f | accuracy. Any noted discrepancy will ;
; . ! be corrected at the time of :
*5. Observatlon on 01/29/13 at 4:30 AM revealed | et ‘ %
: SRNA #1 went to the linen storage room and I} ' entification and the attending
 obtained wash cloths. She performedl & o !u | ;
¢ incontinence care for Unsampled Resldent G and | I . ) 5
 exlted the room wearing the soiled gloves. She i ' physictan will be notified when ;
: then removed her solled gloves and without 5 [ appropriate.
, washing her hands obtained clean wash cloths ’ r
+and fowels from the clean finen cart. SRNA#1 | |
; 1hen finished performing incontinence care for i l
50 OVNGTS fleonltuzlicn sheey 7ol 15
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; | 5. The Unit Nurse Manager, DON,
 Unsampled Resldertt G, placed the solled atiends | | 3 The UnitNu 8

- and soited wash cloths in plastic bags and exited | | ADON, Medical Records Director, and

t the room without washing her hands. She placed ! . or Staff Development Coordinator

:\he b'ags in th%sfo!:eéi ltaundri!;amger, drerg%\’rii ' | will review the MAR, TAR and chart

- her gloves, and faited to wash her hands, ' i -

: #1 then obtained clean wash cloths from the E I for new order accuracy twa times per
week. Results witl be reviewed in the

clean finen cart and rolled the dirty linen hamper |
~ down the hall holding the clean wash cloths next ’ weekly At Risk meeting for necessary
i
,F

: to the dirty finen cart, corrective action.

. 6. Observatlon, on 01/20/13 at 4:35 AM, revealed
. SRNA #1 checked Unsampled Resident H's !
! attends for incontinence, removed her gloves, !
; and left the room without washing her hands. i

Monltoring changes/systems to
ensure no deficlent practice: .

11

3

|

i : P 1. ldentifled deficient practices to

- 7. Observation, on 01/29/13 at 4:37 AM, reveated } o hysician orders on Mars

| SRNA#1 checked Unsampled Resident D for | i foltow physician ‘ ;
incontinence, removed her gloves and exited |he | f Tars, and or weekly audits and the

! room without washing her hands. i ’ appropriate resolutions witl be i

I reviewed in the dlinicat meeting, five

days per weok.

!
!

' 8. Observation on 01/29/13 at 4:40 AM revealed
: SRNA#1 performed perineal-care on Unsampled |
" Resident E by clearsing the outside of the

|
i vagina; however, she dld not cleanse the labial | 2. identified deficlent practices will
{

be forwarded to the Staff
Development Coordinator, DON, and i
or ADCN for immediate education ,

and training,

_folds. She then assisted the resident to turn, and

: cleansed the resident's buttocks. With the same

. soited gloves, SRNA #1 used the remote control

" to ralse the head of the bed, and then puled the

s covers up. Stre then removed her gloves and
walked out of the room, sanitizing her hands in

; the hail. 3. Results of the audits will be

reported by DON, ADON, and or Unit :

Nurse Manager to the OA committee

meeting monthly for 3 months and ;

B e T

| Interview on 01/29/13 at 5:30 AM with SRNA #1, |
- revealed she had worked at the factlity for five (5) I
! years and the nurses had watched her perform

; parineat care. She stated, she should have ] r )
- washed her hands before and after incontinence | thenatthe discretion of the QA
; care and prior to touching objects in the residents' F ’ committee,

rooms and haflway. She further stated, she did |‘
: not realize she was storing clean wash cloths on

STATE FORM 22 0VND 1Y IEsonlimetion shea| Bol 16
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N 144, Continued From page 8 | N14a
; the soiled hampers in the hallway. Continued I
interview revealed she did notreallze she needed !
i fo remove gloves and wash hands after cleansing |
- Unsampled Resident A's buttocks and prior to ;
“cleansiing the genitals. She stated she had irot !
i cleansed Unsampled Resident #5's labial folds

_white performing perineal care. Further interview
“ revealed she should not Irave picked a wash c.'othj
; up of the floor and placed it on the bedside table | !
* because the wash cloth would be contaminated :
after balng on the floor.

" Interview on 01/29/13 at $:30 PM with the

: Director of Nursing, revealed trandwashing
should be performed before and after

¢ perinealfincontinence care and handwashing

_ should be performed any tme gloves were

'removed. She further stated staff shouid remove

 sailed gloves and wash hands prior to handling

_ Objects In the residents’ rooms such as remote f
!

! centrols. Further interview revealed staif should
. not store clean tinens on the dirty hampers and

" should not pick up linans out of the foor and

i place on the resident's bedside table. She stajed
the faciity was in the process of performing skifls
check offs and would need to include perineal
care in this process, Further Injerview reveated
the nurses should ba observing for Infection

; coittrol Issues when doing rounds.

fi

. [

N 193 902 KAR 20:300-7(4)(c}1. Section 7. Resident | N193 | 3
Assessment | N 193902 KAR 20:300-7(4){c)1. ;. 345%

? Sectlon 7. Resldent Assessment i

; (4} Comprehensive care plans.

" () The services provided or arranged by the

; faciity shall
1. Meet professlonal standards of quality; and

! Corrective Actlon for Resldents
| Affected:

T e ety -

This requirement is not met as evidenced by: j

STATE FORM 6999 QYNG11 Il egaiinisation shael Sol 16
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Based on interview, record review and review of
the facility's policy, it was determined the facitity
' failed to ensure services that were provided or
: arranged by the facility met professlonal
standards of quality for one (1) of four (4)

_ Physician's Ordlers were followed:; and failed to
* document changes tn a resident's condition,

The findings include:

! Raview of the facility's pofley titted, "Clrange in

+ Condition (Action and Notification)”, revised

- 04408, revealed it was the intent of the facility to
assess alrd document changes in a resident's

. heslth, mental, or psychosocial status in an
 efficlent and effective manner; to relay
assessment information to the Physician and to
document actlons. Further review revealed

i resident’s Physician was to be notified of a
signfficant change in & resident's status physical,
mental, or psychosocial status.

{ Interview, on 02/08/13 at 3:05 PM, with the

, Director of Nursing {DON) revealed foflowing

- Physlcian's Orders, and assessing and
monitoring were basic nursing standards of
practice and she did not have policles related to
: these areas. Additionally, she stated, in regards
" to following Physician's Orders ana assessing

: and monitoring, was basic "Nursing 101",

Review of tire clinical record revealed the facitity
admitted Resldent #1 on 07/26/12, with
diagnoses which Included Intracranial

_ Hemorrhage, Diabetes Meflitus (DM), Chronic

" Obstructive Pulmonary Disease {COPD), and

; Hypertension (HTN). Review of the Qurarterly
*Minimum Data Set (MDS) Assessment, dated

t sampled residents (Resident #1); failed to ensure

(Xd)1D . SUMMARY STATEMENT OF OF FICIENCIES 10 I*ROVIOER'S PLAN OF CORREC FION : (X&)
PREEIX | (BACH OEFICIENCY RUST BE PRECEDEO BY FULL FREFIX (FACH CORRECTIVE ACTION SHOULOBE ;. COMPLETE
&G REGULATORY OR LSC IDENTIEYING INFORMA I"ION) IAG CROSS-REFERENCEQD D FHE APPROPRIATE DATE
; | DEFICENCY) ,

[ N193

1. Residents A,B,C,D,E,F,G.H were
assessed by the wound rrurse on 2-
11-13 for any signs and symptoms of
| disease and or transmission of
disease and or Infectlon,

2. SRNA #1 was immediately pulled
from the floor on 1-29-13 at
approximately 530 am from her
assignment when the deflcient
practice was ldentified.

3. The nurse consultant educated
SRNA#H1 on Infection control, hand
washing and proper storage of linens,
on 1-29-13.

|

IJ 4. SRNA#HT was educated by the i
II nurse consultant regarding perl-care [
‘ for male and female residents, on 1-

' 25-13, to include understanding and
‘; demonstration.

|

|

Identification of Residents with
potential to be affected: !
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N 1931 Continued From page 10 | V193 1. On 1-29-13 through 1-31-13 the ]
110/12/12, revealed Resldent #1 required L' nhurse consultant, DON, and Staff
. exfensive assistance with hisfher Activities of | ! Developnrent coordinator initiated

! Daily Living (ADLs).

' Review of the Physician‘s Orders revealed an

. order, dated for 12/11/12, for tire resident to have

. @ chest x-ray refated to increased congestion,

! cough, productive cough with green sputum,

; Further review revealed an order dated 12/12/12

* for Omnicef (an antiiotic) three hundred (300)

| milligram (mg) by mouth twice a day for ten (10)

“days related to possible Pneumonia. Review of

“the Medication Administration Record {(MAR)

; fevealed the resident received nine (9) days of

 the antibiotic. Further review of the MAR

i fevealed no documented evidence the resident

. received a tenth day of antiblotic as ordered.

[

. Further review of the Physiclan's Orders revealed

Van order dated 12/26/12 to check Resident #1's

; stool for clostridium difficile (c-diff), a bacterial

infectlon that can range from mild to

i fife-threatening and that causes watery dlarrhea,

_three or more times a day for several days,

t accompanied by pain or fenderness, Review of
fire Efimination Report revealed Resident #1 had

 alarge loose bowel movement (BM}and a large

. soft BM on 12/27/12, However, review of the

‘ Nurse's Notes revealed no documented evidence

; @ staol for the ¢-diff was obtained untll 12/28/12 at

' 3,00 PM, at which time it was sent to the lab.

; Review of the lab report dated 12/28/12 revealed

" Resident #1's stoof was positive for c-diff, The

: Physician was netifled and Flagyl (an antiblotic

* used fo treat c-diff) was ordered,

Interview, on 02/05/13 at 2:14 PM, with State
i Reglstered Nursing Assislant (SRNA) #6 revaaled
Resident #1 was having diarrhea approximately
tone (1) waak prior to belng sent out to the

|
|
|
|
f[
|
|

|

l

!
|
|

observations of the ticensed and
certified nursing staff which did not
reveal any other deficlent practices
with peri-care, hand washing,
changing of gloves and Improper
storage of tinen.

Measures or systems changes to
prevent reoccurrence:

1. 0n 1-29-13 the Staff Development
coordinator initlated education on
peri-care fraining and competencies
for SRNA staff, Training to be
completed by March 15, 2013,

2. Human Resaurce director, DON,
and or Staff Davelopment
coordinator will ensure all new
certifled and lcensed clinical staff
completes the peri-care competency
check in orientation,
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N 1935 Continued From page 1 E N 193 f 3. The Staff Development
; Emergency Room (ER) on 12/30/12. i ; coordinator, ADON, and or BON will
| Interview, on 02/06/13 a 11:22 AM, with SRNA#7] i complete an audit of the infection
, reveated Resident #1 had been having diarrhea , control program to consist of 10% of
' approximately three (3) to four (4) days prior fo | | the resldents per week to include all
; being sentoutto the ER. | I' three shifts. The audit witl consist of
- Interview, on 02/06/13 at 6:50 PM, with Licensed F ; observing and evaluating the SRAs
. Practical Nurse (LPN) #2 revealed Resjdent #1 l for peri-care, hand washing, changing
" had been treated with antibiotics for an Upper i
i Respiratory infection (URM). After reviewing tire F ’ of gloves and proper linen storage for
. MAR she stated the resident did not receive the j | three months.
¢ antiblotlc for ten (10) days as ordered; he/she had!| i
; only received nine (9) days. She stated Resident | ’ 4. Deficient practices identified will
" #1 should have received ten {10) days as | ' be forwarded to the DON and
| ordered. The LPN Indicated Resident #1 had | f . o n
- been having loose stools, after being treated for l l administrator for appropriate
" the URL. She stated the resident had theloose corrective actlon and further
j stools for several days: According tothe LPN, education if necessary, The 10%
. she notified the Physlcian, then Resident #1 went ’ weekly audits will be reviewed in the
| several days without having the toose stools and v - feviewedin
; they were unable to get the specimen. She | weekly At Risk meeting.
" stated hen the loose stools started back again | :
i and the specimen was obtained, ’
Interview, on 02/07/13 at 4:00 PM, with the E }
Dtrector of Nursing (DON) revealed the stoof , ! !
!'speciment for c-dlif should have been obtained on | i Monitoring ch )
j 12127112 because the Elimination Report showed f l onitoring changes/systems to
" Resident #1 had stools that day. Additionally, she| ! ensure no deficient practice;
j stated it was her expectation the antiblotic order ! ,
“be transcribed correctly and the resident to be | ’ L. Findings of the weekdy audits wilt
i given the full dose ordered; { ; be reviewed in the QA meeting
; | monthly for 3 manth
! Raview of the Nurse's Note, dated 12430412, and J! the discreti i s and therT at
 timed 8:00 AM revealed Resident #1 was weak, j cretion of the QA committee,
 pale, and the nurse was unable to hear the ! !
; resident’s blood pressure (b/p). The nurse noted ! !
tha resident's bip was palpable at 110, The nurse | ;'
! documented Resident #1's pulse was in the B0's |F |
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t and "irregutarly irregular’, Revilew revealed no 1
; documented evidence a complete set of vilal
" signs, which would include a temperature and |
| respirations, was obtained at £:00 AM on ',
- 12/30/12. Review of the Medlcation "
' Administration Record (MAR) revealed the nurse |
; admirristered a nebulizer treatment at 8:20 AM: g
!

. however, review of the MAR and Nurse's Notes

! reveated no deculmented evidence of the

i resldent's response to the treatment,

. Addittonally, although Resident #1's respirations |
" ware noted to be in the 30's and labored at 8:40 |
¢ AM, and an order was receivad to transportthe |
 resident to the Emergency Room (ER), there was [
‘ no documented evidence 911 was phoned ui it
317 AM, thirty-seven (37) minutes after receiving |
" the order.

|
| Interview, on 02/05/13 at 5:38 PM, with Licensed !

|
* Practical Nurse (LPN) #4 revealed she was f

| assigned to Resident #1's care on 12/30/1 2. She
stated Resldent #1 had been "restless” during the
! night and staff had gotten him/her up out of hed
; and taken him/her to the dining room. Accordirg |
~tothe PN, during her "diabetic rounds” at 6:00 |
| AM on 12/30/12 she checked Resident #1's blood ]
. sugar. She stated she tried to administer his/her '
! pills and hefshe had "a fot of trouble getting them |
i to" hisfiher mouth, The LPN stated this was just
" welrd" for Resident #1 and she attempted to get aj
i blood pressure (b/p} which she was unable to ‘
lrear. She stated she called a nurse from another '
funlt, who was an experienced Emergency Room J
i (ER) nurse, to atlempt to get the resident's b/p,
“ however they were unable to hear a b/p, and l
| were only able to palpate a b/p of 110, LPN #4 |
stated she thought Resldent #1 was getting i
P dehydrated. She stated she gave report o the I
» oncoming shift, then phoned the Physician to |
L request intravenous flulds {IVFs), The LPN l

i
|
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' stated when sire went in to start the IVFs I |
i Resldant #1 was “breathing rapidly”, so she gave |
; him/her a nebulizer treatment which was not

effective. She stated she called tire Physician

" back and asked if the resident could be sent out
: tothe ER. When asked If she should have
. phoned the Physiclan sooner, LEN #4 staled | i
"“yes" She stated she thought the rasident was | i
i getting dehydrated and she shoutd have called ; i
. the Physician sooner, | |

! Interview, on 02/06/13 at 6:50 PM, with Licensed |
; Practical Nurse (LPN) #2 reveated if one nurse |
_can't get a blood presstire (b/p), the he/she F
! should have another nurse try, then if they i
| coutdm’t get it, try to palpate the bip. She stated ’
then Hre nurse should notify the FPhysiciair, She

Vindicated LPN #4 should have nofifled the 1
i Physlcian at 8:00 AM on 12/30/12 of her inabitity | |
| fo obtain the resident's b/p and of the iregular | I
* pulse. ] ]

H

]
|
|

F

| Interview, on 02/08/13 at 12:38 PM, with

! Registered Nurse (RN) #2 revealed on 12/30/12

i she was glven report by LPN #4, She stated LPN
| #4 informed her Resident #1's b at 6.00 AM

' was palpable at 110, histher pulse was

| "extremely” iregular, and he/she was confused.

- RN #2 stated she askad LPN #4 If sha had

" ptroned the Physiclan and LPN #4 had told her J
i no. She stated, when staff rotled the resident by :
, the nurse’s station to take hirmyher to his/her

' room, she observed Resklent #1 to he "stumped
i over”. RN #2 stated after report she told LPN #4
. the Physician needed to be noflfied and LPN f4

* phoned the Physlalan, According to the RN,

i when she listened to Resident #1's fungs "they
“were wet”, The RN stated she knew Resldent #1
“ needed to go aut. She stated after LPN #4

: attempted to start the 1V and couldn't she

e ot

i
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' informed the LPN to call the Physlcian ang te
; him the resident needad to go to the ER. RN #d
indicated an order was received to send tha | E
! resident to the ER. When asked why there was a : _ |
i defay, she stated staff had to prepare all the ;
_ Necessary paperwork for the hespital and ; :
I ambulance persannel. Additional Interview, on | f
i 02/08/13 at 5:55 PM, with RN #2 revealed she | {
had called 911 on 12/30/12, and the ambulance I j
" was there "within minutes”. ’ }
f Interview, on 02/07/13 at 4:00 PM, with the | !
* Director of Nursing (DON) revealed when she i :
i performed her investigation refated to Resident !
. #1's condition and treatment on 12/30/1 2, she |
' ascertained that LPN #4's stethosco pe was not |
i working and the LPN should have changed J
stethoscopes. When asked if the Physliclan |
“should have been notified of the change in ’
; Resident #1's condition at 6:00 AM on 12/30/12, ’
~8he stated it would have heen her expectation |
I that the urses have changed thelr equipment as |
i they could not hear with LPN #4's stethoscope. 1 l
|

B

. She stated LPN #4 should have documented

! Resident #1's rasponse to the nebullzer |
: freatment, how he/she tolerated it, and his/her ;
_ Pulse oximetry reading after the treatment, ’
:' Inferview, on 02/06/13 at 10:28 AM, with Resideritj
'i#1's Primary Care Physiclan (PCP) revealed he

| "certainly” would have wantsd to have been ]
, Nottfied of the change in Resldent #1's condition, |
: He stated he was not on call that day (12/30/12), ]
i Nowever would have expected the facility to ;
- contacl the on call Physiclan. i
o Interview, on 02/08/13 at 1:52 PM, with the on calf [
" Physician revealed he coutd not recall if he was i
: notified of Resldent #1's change in condition at ! f

; 8:00 A\ on 12/30/12, However, he stated he did F i
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; not befieve he was notified of the change in the | i
resident’s condition. ' i [
| | |
! ; f
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