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) . v ﬁ::”.-.,..m-ra:i y ] ‘; This Plan of Corrvclion iz the cormer's credible
A Revisit Survey was conducted 07/11/12 allegation of compliance.
through 07/14/12 to determine if the facility was in
substantial compllance on 06/18/12 as alleged.

Freparation andlor axacution of this plam af correstion
doas not consifiute admission gr agreement by the

The following deficiencies were not corrected on providar gf the truth of the facts allagad or conclisions
06/18/12 as alleged; F-281, F-282, F-318, F-431 tetforth in the :tamm:'nr c;f;n’qﬁcianc;:. .'?lebn af
i i correction it prapared andfor execurad sclely becsuse
‘g?ﬁgl(:)-g:; F-.I: ‘gg Dn\i\i’:hdtif!ac:‘ﬁgﬁlee; ‘gggﬁ;gﬁ% at 1 itls required by ‘;IZ provisions of Jedsral and state lav.
soverity ofan "E". ' F281
{F 281} | 483,20(k}(3)(}) SERVICES PROVIDED MEET {F 281)

88=D | PROFESSIONAL STANDARDS .
. ' A care plan was developed for
Resident #49 related to Oxygen
use on 7117112,

The services provided or arranged by the facllity
‘must meet professional standards of quality.

This REQUIREMENT s not met as evidenced Resident #50 received the

bg:asecl on observation, interview, record review appropriate wound care and riznz
and review of facillty‘sbolioies it \'r-ras determine& dressing chan_ge on 7/14/1 2 "?

e facility falled to ensure services being. accordance with the physician’s

provided met professional standards of quality for order.

two (?_) of the fifteen (15) sampled residants

(Residents #49-and #60). Resident #50 received the enteral

The facllity failed to develop an Inltial Gare Plan feeding of Suptena on 7/13/12, in

on admission to direct tha care for Resident #49 accordance with the physician’s

related to his/her oxygen needs. The resident

” d \ .
was admitted and had a Physician's order for oraer. . -
oxygon at two (2} liters per minute for shortness : _
of air: Review of the Initial plan of care revealed On 7[2@ 12, the Minimum Data
no respiratory care plan was developad for the Set Coordinators (MDSCs)
resident's respiratory needs to include the use.of conductsd an audit of all
oxygen. 1 residents admitted/readmitted to -
The facility failed to follow Physlclan's orders for the facility from-7/14/12 through
wound care treatment and Enteral Nutrition for 7/23/13 to ensure all appropriate

Regldent #50, The resident had a wound care plans were developed. Any
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days following Ihe dale thase doouments are made available Lo the facllity. If deliciencies are clled, an approved plan of corraction I8 requisits to continusd
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BUMMARY STATEMENT OF DEFICIENCIES

“Obeervation and Interview revealed the facility

| (28} hours of admission to address the resident's

| Review of Resident #49'z medical record

‘| initial care plan was developed to address the

shorntneas of air,

treatment order fo clean the wound (back of the
left thigh) with soap and water daily. Qbservation .
revealad the nurse used normal saline to clean
the wound site. In addition, review of a
Physician's arder revealed the facility wag to
disconlinue the enteral tube feeding formula
Nepro when the formula Suplena was availeble.

failad te change the formula when the Suplena
was deliverad to the facility on 0711/12.

The findings Include:

1. Review of the facility's policy entitled “Initial
Plan of Care", dated 05/28/08, Tevealed the Initia)
Care Plan-would be developed within twenty-four

inifial and immediate needs until the
interdiaciplinary team finalized the comprehensive
plan of care, '

revealed the facility admitted the resident, on
07706/12, with diagnoses which included
Hypurtension, Diabetes, Hypenipidemia, Urinary
Tract Infection, and Peri-Ventricular schemic
Infarct. Review of Physician's Orders for
Respiratory/Pulmonary Care, dated 07/05/12,
reveated the facity was to administer humidified
oxygen continuously at two (2) liters/minute via
nasal cannula due to shortness of air. '

Review of Resident # 49's Initial Care Plan, dated
07/05/12, revealed no documented evidence an

respiratory needs of the resident refated to
Resident #49 being on continuous oxygen for

= . dllagation of sompliance.

" sal forthin the statement of deflciencias. The plan of

(X4) 1D [ PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACK CORRECTIVE ACTION BHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: - OEFICIENGY)
{F 281} | Continued From page 1 {F 281}

Thit Plan of Corraation i the center's aradibls

Praparatian andfor exacition of this plen of carraction
does not constitute admission or agreemenr by the
provider of the ruth of'tha facts alleged or conglusions

correchion i3 prepared ahd/or exeouted solely bacause
it ia rageired by the provizions gf federal and state law.

On 712412, the Registered
Dietician (RD) conducted an audit
of all residents who receive
enteral feeding to ensure all
enteral feedings were
administered in accordance with
physician orders. No concemns | -
were identified. 7125/12
The Staff Development
Coordlinator (SDC), Assistant
Director of Nursing Services
(ADNS) and Weskend Supervisor
(WS) initiated inservices on
7/18/12, with the licensed nurses
on developing initial care plans as
indicated by the resident’s current|
needs. In addition, education
consisted of implementing
physician orders to include, but
not limited to, wound treatments
and enteral feedings.

No licensed nurse was allowed to
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. . . Thiz Plan of Correction iz thx aantor's credible
Interview, on 07/13/12 at 7:26 PM, with Licsnsed . ollegarion af compliemca.
Practical Nurse (LPN) #10 revealed the admitting o . S
d - initi P ) Praparation anid/er exacution of thiz plan of eorrsotion
nurse developed the Initial Care Plans and it was dass not consritute admission or agreement by the
to be developed within twanty-four (24) houre provider gf the ruth o the fucts alleged or conclusiong
after admission, She stated the Initial Care Plan | setsorth in the statement of defigiencies. The plon of
should address resident's needs, such as the . corraciion is prepared and/or execuled solaly because
tesident being administered oxygen. LPN #10 f# 13 requirud by the provisions of federal and stats law.
slated, after review of the Initial Care-Plan, it did
not address all of the resident's care neads. The Director of Nursing (DNS),

ADNS, Unit Manager (UMs)

Ragistered Nurse (RN) #2/Unit Manager revesated

the.day after a resident was admitted the of initial care plans for accuracy
resident's chart was reviewed in the clinicel N and completeness on the day
morning meeting to determine the resident's following admission/readmission. | 7/25/12

neade and review to enaure all components of the
admission was complete, such as ensuring the

initial-care plan was developed. 8he indicated ' tn a“d!“?!'" the MDSCs will audit

Initiat Care Plans were developed based on the 1 the ofinitial care plans for

the resident's disgnoses, nursing Judgement and accuracy and completeness two

acute problems, days following

Interview, on 07/14/12 at 11:15 AM, with the admission/readmission.

Oirector of Nursing (DON) revealed the Initial o

Care Plan wae completed. by the Unit Manager or The RD will audit all enteral

Lhe‘ Weekﬁnd.SuperlvisorS\Nr:thin twentf.y-four 524) feedings weekly to ensure the
1ours of the admission. e stated if a resident . : Pl

was on continuous oxygen they should have . appr.oprlate el“lteral feedlng 1S .

oompleted an Initial Gare Plan. Further interview administered in accordance with-

revaaled the care plan directad the care and tha 1 physician’s orders.

exgect:ation watﬁ tt'lne tc»clygc-:n w?(gd ha\lr:e heen .

addressed on the Initial Plan of Care, Further ; .

intsrview with the DON, on O7/14/12 &t 2:05 PM, . The audits will be brought to the
ravealed Initial Care Plans were teviewed by the Performance Improvement
Interdisciplinary Team weekly. She stated the Committee (PIC) which includes

tearn missed the fact the oxygen had not been the Executive Director (ED), ..

put on the Initial Care Plan. Additionally she Assistant Executive Director
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. SUMMARY STATEWMENT OF DEFICIENCIES

orders for cleansing to minimize colonization,

Disease, Gastrostomy Siatus. and Diabetes.

.Review of Physician's Telephone Qrdars, dated

stated it was not identified during the Quality
Assyrance Audit,

2. Review of the facility's policy entited "Pressure
Uicer. Care", dated 05/28/08, revealad a resident
who had a pressure ulcer received the necessary
treatment and services to promote healing.
Purther review of the pollcy revealed to consult
with tha Physician to obtain an appropriate
treafment and follow apprapriate Physician's

Raview of the mediocal record for Resident #60
revealed the resident was admitted by the facility,
on 06/29/12, with diagnoses which included
Anxlety Disorder, Anoxic Brain Damage, Chronic
Kidney Disease Stage Ill, Peripheral Vascular

07/12/12, revealed the facility was to psrform the
following procedure, daily end as nesded, to a
wound area located on the back of the resident's
left thigh: oleanse wilh soap and watar, pat dry,
apply triple antibigtic olntment, and covar with
Mapilex dregeing. Review of the July 2012
Treatment Record revealed the area of the back
of the left thigh was to be cleansed with soap and
water, patied dry, apply triple antibiotic omtment
and cover with Mepilax dreaaing,

Observation of wound oare to the back of
Resident #50's teft thigh site, on 07/13/12 at
10:20 AM, revealed the nurse cleansed the site
with a gauze goaked with normal ealine; applied’

tnpie antibiotic ointment, and covered with
Mepilex.

{xa) 10 10 PROVIDER'S FLAN OF CORRECTION (8]
FPREFIX JEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AQTION SHOULD BE : qouga._'r_;:_non
TAG EGULATORY OR LSC IDENTIRYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE A
’ DEFICIENGY)
{F 281) | Continued From page 3 {F 281}

Thta Plan of Correottan is tha cenier’s erédible
allegation af compliemce.

FPreparation and/er wxecution of this plan af correogn
does nor constitute admission or agraament by the
provider of tha truth of the facts alleged or conclusions
sat forth in tho elalomont af defloiensivs. Theplan of
corvecrion {4 prépared and/or executad solaly becausé
fe1s raquired by the provisions of federal and siate lat.

Activities Director (AD)
Maintenance Director, SOC,
Dietary Manager, Certified
Dementia Practitioner (CDP),
Medical Director (MD) and Case
Manager (CM) every month for
the next three months, and as
needed thereafter. The PIC will
determine if further action is
needed.

F282

The nurse providing care to
Resident #48 on 7/13/12, did not
work on 7/24/12 and received
appropriate education on 7/25/12
prior to being allowed to work,
related to hand hygiene.

Resident #2 was evalusted by
therapy services on 7/12M12 and
deemed to be appropriate to
require assist of one staff,

712512
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SUMMARY. STATEMENT OF DEFICIENCIES

.| onders,

interview with RN #2/Unit Manager, on 07/14/12
at 8:30 AM, revealed using normal saline to
cleanse wounds is the facility's standard of
practice. She stated the nurse should be aware
of what was ordered to cleanse the wound, soap
and water, and provide the treatment according to
the order. She indicated if LEN #13 had a
question about the treatment she should have
clarified the order with the Physician.

Interview with the DON, on 07/14/12 at 11:16 AM,
revealed if the order, for the wound treatment,
said to use soap and water, the nurse should
have followed the wound reatment order. She
indicated the nurses should be aware of the
treatment needs prior to doing the procedura and
nurses were expacted to follow Physician's

Further review of the medical chart for Resident
#50 revealed a Physician Telephone order to
discontinue the gastrointestinal tube (tube going
into the stomach) feeding formula Nepro, given at

(Xae) 1D b PROVIDER'S FLAN OF CORRECTION e
PREFIX {EACH DEFIQIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AQTION BHOULD BE COMPLATON
TAG HEGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED.TO THE APPROPRIATE aate
_DEFIGIENGY) : :
{F 281} | Continued From page 4 {F 281)
d During an interview Wi[h LPN #1 3,on 0TM3M2 at Thia Plan of Corraation ix the center's cradibls
210 PM, regarding her wound care, on 07/12/12, allegation of compliance.
she stated she cleansed the site to the back of Praparation and/or awstion af this plan of earvastien
the left thlqh \:vnth normal saline. After reviaw of does ot comstinute admission o agreament by the
the Physician's Telephana Order and the provider orthe truth of the Jacts allsged or conclisiong
Treatment Record related to the wound care set forth In the siatement of deficiengies. Tha plan of
pfacedure, the LPN stated the wound should correction is prepared and/or executed solely because
-have been cleansed with soap and water as it is regquired by the provisions aﬁkdyat and srare law;
ordered and not normal saline. She stated sha _ ,
should have followed the Physician's order, She assist of one staff on 7/12/12.
indicated the facility normally used saline to o
| s, but e shoul nave alle te The nurse proviging care to
per);’orming the wound care. P Resident #2 on 7/11/12 recsived
' appropriate education on 7/12/12} 7/25/12

related to incontinence care.
Resident #2 received appropriate
incontinence care on 7/11/12.

On 711212, the SOC, ADNS
and/or WS Initiated education and
return demonstration
competencies for all direct care
staff, to include licensed nurses
and Certified Nursing Assistants
(CNAs) on transfer, hand hygiene
and incontinence care.

The SDC, ADNS and/or WS,
initiated inservice on 7/18/12 for
all CNAs and licensed staff on
providing resident care per the
Nursing Asasistant assignment
sheets and following the care -
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{F 281} : Continued From page 5 {F 281)
[ fifty (80) cubic centimeters (co) per hour for
s Pla Correation 15 tha acntar's arcdibla
twenty-two (22) hours, whan the formula Suplena fu;gﬁﬁ;ffazmpﬁafn;. e ’
was availeble and provide this formula at sixty '
(60] m“m“ers an hour for twanty—-two (22) hours. Praparemion indlor execulion of this plon of aorrectiop
: ' does nat congtituta adnigaion or agraemant by the
‘Observation of Resident #50, on 07/11/12 at 3:40 Bl vt |
. ' el Sorth ki o . The pl
PM; 07/12/12 at 10:16 AM, and 07/13/12 a1 9:25 T o 1 ghopar e ancor oo a0ty et
AM. revaaled Nepro tube feeding formula was it ts required by the provisions of federal and stane lav.
infusing at 50 oc per hour. S
Continued interview with the DON, on OTI'i4I12 t No direct care staff was allowed
, 0 a 2 Wi
11:16 AM, reveated the Suplena formula was in to W.ork after 7/24/12 w'FhOUt
house on 07/11/12 and was available to staff in having attended education and
the tube feeding supply room. Howaver, it came demonstrated competency.
in cans when normally tube feeding products :
came in ready ta hang containers, and was not in i ' i
the tube feeding ssction of the supply room. The MDSCs will audit thr9(-3 (3)
Therefore it was put in with the nutritional _resudents each week to validate
supplements. implementation of care plan. In
Interview with the Registered D'. titian (RD)} addtion, e UMs wil audit (9)
rad Dietitian , on i : il
07/14/12 at 11:00 AM, revealed she _reS|dents each month to validate ..
recommended the Suplena formula after implementatlon of the care plan. | 7/25/12
‘assessing the resident's proteln needs. Further '
glterwewpzevealed although Regident #50 had The DNS, ADNS, UM, SDC,-CM
een on Nepro at the hospital, she wanted a tube i '
feading formula which was lower in protein apdlor MDSC vylll condL_JCt 10
because the resldent had chronic renal failure. dlreo_t_ ol:?slervatlons per-we_ek of
She stated the facilily did not keep the formula the provision of care to validate
gnsf:e andACentral !?upply had ordered the appropriate hand hygiene and
uplena. Additional intarview revealed once the i j i
Suplena was delivared, the RD expecled the Encontlnent care 'mplemented
Nepro to be replaced with the Suplena by the in accordance with the care plan
nurses. She indicated the nurees should have
been watching for it to see when it was available The audits will be brought to the
?nd fc:llowed the Physician's arder to replace the Performance improvement
ormula. ) : .
Commitiee (PIC) which includes
the ED, AED, DNS, ADNS, UM,
FORM CM§-2667(02+86) Pravlous Verslons Obsolete Event D: 3QPE52 Faciity iD2ae7iRD), ALY, MaINTRIERI R ion aheet Foge 6 of 48
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{F 281}| Continued From page 8 {F 281}
: Interview with LPN #13, on 07/13/12 at 4:00 PM, This Plan of Correciion it the centar's oredible
revealed she knew a different tube feeding allagation of compliance,
formule (the Suphena) had been ordered, but was Praparation ondler sxecution of this plan of corrserian
' i n or i a
not awara the supply was available in the tube doce ot cometingte ddmeegion & & greement by the
feedmg‘storage areg. LPN#13 Stated she was provider af'the outh of the Jacls allaged or conclusion)
unfamifiar with this type of formula and did not satforth in che statsment of deficianciss. Tha plon of
realize it came In a oan. She stated lube feeding correction is prepdred and/or axeouted solsly becauss
products nomally came in ready to hang t i ruguirsd by the provisions of federal and siate law
containers and she looked at thoss containers to co ) )
see if the Suplena came In and did not sea the CDP, Medical Director ( MD) and
formuta. She Indicated cans normally contsined CM every month for the next
nutriticnal supplements not tube feeding formula. three months’, and as needed
Interview with RN/Unit Manager #2. on 07/14/12 thereafter. The PIC will
at 9:30 AM, revealad she was not familiar with the determine if further action is
Suplena formula. She statéd the Distitien had N needed.
 Informed them this product wound be a better 7125/12
formula for Resident #80 because of Resident F315
| #80's rensl fallure. She indicats it was important
for the resident to get this formula when it
became available. The RN stated staff shouid The nurse providing care to
have baen checking to see If it was available. 7/11/12 received
She indicated it was one of thase things which got Resldeqt ?2 Odn tion an 7/12/12
overlooksd because staff was unfamiliar with the appropriate educa
product and did not realize it came in cans. related to incontinence care.
. Lh ; Resident #2 received appropriate
urther interview with the DON, on 07/14/12 at ' tinence cara on 7/11/12.
11:15 AM, revealed the nurses should have ncontinenc '
looked in the tube feeding room for the formuia, . - ;
She stated it was on the Medieation On 7/12/12, the SDC, ADNS'
Administration Record to replace the Nepro with and/or WS initiated education ang
roes aid not sob . o o pndicated i the return demonstration
-] e e '
to see If the product Had been dslivered. She compete?ncles for ali g:hrect care
stated the nurses could have checked with the staff, to include licensed nurses
Supply Coordinator or asked their Unit Manager and CNAs on transfer, hand
to follow-up, . hyai i in
: iene and incontinence care.
{F 282} 483.20(k)(3)(ii} SERVICES BY QUALIFIED {F 282} yoie .

FORM GM8-2867(02-99) Previous Vatgions Obsolels
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the facility failed to ensure care'was provided in
accardance with the written plan of-care for two
(2) of fifteen {16) sampled resndents (Resident #2
and #48).

Observation revealed a nurse complated a skin
agsessment and exited the room without washing
or sanitizing her hands as per the Plan of Care for
Resident #48 who wae in conlact iaclation for
Methicillin Resistant Staphylocosous Aureus
(MRSA) of the Right Great Toe.

Observation revealed Resident #2 was not
transferred from the broda chair to the bed and
from the bed to the broda chair by the agsistance
of two (2) as per the Plan of Care. In addition,
aobeervation of a skin assessment revealed
Résident #2 did not receive incontinence cers
although the brief was saturated with urine. After
the skin assessment, the soiled brief was

re-applied and the resident was transrerrad from
the bed to the chalr

The findings include:

Review of the facility's policy entitlad

{%4) 1D BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN oF CORRECTION - {x5) -
PREFIX {EACH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX (BACH CORREC'MVE ACTION SHOULD &g COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENDED TO THE APFROPRIATE DATE
- This Plan of CorrddBEHREMEWtar's aredible
: —wiegutiongfromplionre:
{F 282}| Continued From page 7 {F 282}| ?epamnan anelfar TMM of chis plan ofbmr;wrfw'
- i ' 085 NoT comstitute admission or agreement by the
5§5=D| PERSONS/PER CARE PLAN provider or'the truth qf the firets alleged or conclusion
serforth tn the statemenr of defieiancies,, The plar of
The services provided or arranged by the faCIllty correction iz prepared and/or executed tolsly beoause
must be provided by qualifled pereons in Itix requived by the provisions of fedsral and state lav
acoordance with each resident's written plan of i
care, - ] all CNAs and Licensed staff on
. providing resident care per the
This REQUIREMENT s not met as evidancad Nursing ASS'Stant_ assignment
by: sheets and following the care
Based on observation, interview, regord review, plan. ' .
*| and reviaw of facility's policy it was determined 7125/12

- track and trend audit findings to

No direct care staff was allowed
to work after 7/24/12 without
having attended education and
demonstrated compatency.

The DNS, ADNS, UM, SDC, CM
and or MDSC will conduct 10
direct observations per week of
the provision of care to validate
appropriate hand hygiene and
incontinent care is implemented
in accordance with the care plan. |

The UMs and DNS wili report,

the PIC which includes the ED,
AED, DNS ADNS UM, S5, RD
AD, Maintenance Director, SDC,
Dietary Manager, CDP, Medical
Director {( MD) and CM three

FORM CMS-2507(02-99) Provious Verslons Obaolete

Everd 10:3QP612

B . .

Enaility (0: 100074
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%4 10 BUMMARY ETATEMENY OF DUPFICIENGIES D PROVIDER'S PLAN OF GORRECTION X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE
: ' DEFICIENCY)
{F 282} | Continued From page 8 - {F 262}
"Comprehensive Plan of Care”, dated 05/28/08, -This Plan of Correation I3 the conter's aredible
| revealed the facility would communicate new or allsgation of compliancs.
changed care pfans 10 caregivara and ensure any Pr Hon and/er axosution of this pla foam:lan‘ ”
] . . ‘ epm_'a [ CH TN G I 2 L ¢
care cues ware placgd ap:propna.te{y to remind - doat not constitute admission or agraement by the
caregivers of the resident's special needs. Provider of tha truth of the facrs alleged or conalusiohs
. derforth in the siatament of deficiencies. Thu plon of|
1. "Medical record review revealed the facility correction i3 preparsd andlor execurad solely becausp
admitted Resident #48, on 01/27M2 with fris required by the provisions gfyederal and state i
diagnoses which included Methicillin Resistant
Staphylococcus Aureus (MRSA) of the Right : months and thereafter as needed.
Great Toe. Review of the Significant Change Appropriate corrective action will

Minimum Data Set (MD8) Assessment, dated
04/26/12. revealed the facility assessed the

resident as having a Brlef Interview for Mental A
Status (BIMS) of fifteen (15) indicaling no ‘ F431 7125113
.| cognitive iImpajrment.

be taken as indicated.

Review of the Physician's Orders, datad No resident was Identified as

D7/10/12, reveated orders for Contact having been affected.
Precautions related to MRSA of the Right Great
Toe. : - On 7724112, the DNS, ADNS

Review of the Comprehénsive Plan of Care, and/or UM conducted an audit of

dated 07/10/12, revealed the resident had a  all treatment carts to validate no
wound to the Right Great Tos related to ar ‘ expired or undated treatments
ingrown toenail with a goal that the infaction were in the facility. Any ares in

would be contained and not spread to other areas

ection orrected
or to otherresident's, family, or staff, nead af correction was ¢ cte

Interventions included contact precautions and immediately.

specified tha following: place an infaction control L 5 )

‘bag outside of the door and plagce an infection The SDC initiated education with

Pratactive Equipmen (PPE) s pe s rom licensed nurses on 7/18/12 on
otectiv p . availa - ;

tha teolation bag on the resident's door, hand proper-procedures for ‘.‘at'”g

h¥giene to be parformed before and after contact treatments, and removing

with the patient; their environment or equipment, . expired/undated treatments from

and on leaving the isolation room; and gloves to the facili :

i e facility.
be used to prevant hand contamination ang after
FORM GMS-2667(02-99) Pravious Versions Obsofsto Event ID: 3QP512 Faaty SNSRI CENSST TOTSE R MHBR, st Pago © of 46
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BUMMARY STATEMENT OF DEFICIENGIES

1 8he carried her own hand sanitizer in her pocket:

bottle of hand sanitzer over the bed of the
tacidont's room-mate,

Interview, on 07/13/12 at 2:10 PM and 07114712
at 9:00 AM; with LPN #18 revealed it was the First
time she had cared for Resident #48 5Ince he/she
had meved to the room with no sink. Shae
confirmed she had to touch the resident's door
knob and the nurse's station dodr knob and touch
the nurse's statlon sink prior to washing her
hands. She etated she had not brought up the
concern of having no sink in this residant's room
with management. Further interview revealed

however, was unsure if she had used it prior to
exiting the resident'e room,

Interview, on 07/13/12 at 6:00 PM, with LPN
#11/Unit Manager for the C-Wing, revealed LPN

(K4 10 i0 PROVIDER'S PLAN OF CORRECTION %5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE oompLTe:noN
. TAG REGILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oATe
-  DEFICIENGT)
{F 282}, Continued From page 9 . {F 282}
glove removal hands must be decantaminated. This Plan of Correction ix the canter's credible
_ : - allegation of compliance,

2gggévatlon of's squ assessrgent,"on 07/13M12 at Pragaration ondior uscontion of this plaw of orraation

- M, revealed Licensed Practica| ,Nu rse does not constinute admission or agreament by the

(LPN) #18 complated a head to toe ekin Provider of the truth of the facts allaged or conclusiony
asaessment and lifted the resident's right foot to set forth in the statsment of deficienclas. The plan of

‘| as8ess the heel area. Continued observation after correction is prepared and/or execuied solsly because

-the skin assessment revealed the nurse removed | {1 #s reguaired by the provisions of jedaral and state lavy

the gown and gloves and placed them in a plastio ) .

bag and a red biohazard bag. She was observed without having attended

| to open the resident room door, and while holding education.”

her hands up in the air, walk down the hall to the

nurse's station, opened the nurse's station door, _ ; .

and washed her hands in the sink at the nurse's The UMs will conduct audits of

station. The nurse was not observed to wash . the treatment carts weekly to

her hands or sanitize her hands prior to exiting * ‘validate no expired and/or

tha ras_:ident’s room, Adfiitio.'nai o,baefvntion undated treatments.

revealad there was no sink in the resident's room - 7/25/12
in which to wash hands; however there was a

The UMs and the DNS will report,
track and trend audit findings to
the PiC which includes the ED,
AED, DNS, ADNS, UM, SS, RD,
AD, Maintenance Director, SOC,
Dietary Manager, CDP, Med!cal
Director ( MD) and CM for three
months and thereafter as needed|
Appropriate comrective action will
be taken as indicated,

F444

The nurse providing care to
Resident #48 on 7/13/12, did not
work on 7/24/12 and received

FORM CMS-2567(02-09) Previcus Vargions Obsolele
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SUMMARY STATEMENT OF DEFICIENGIES

.| #18 should have sanitized her hands in the

- { auditing steff on hand washing which included

washed or sanitized their hands besfore entaring

resident's room and then washed her hands once
exiting the room. She stated she had been

ensuring the correct process of washing hands at
the sink, She further stated when she made
routine rounds she monitored staff to ensure staff

resident rooms and prior to exiting resident rooms
ana-prior to peri care. However, she had not
been routinely auditing this and had not been
routinely observing staff during oare to ensure
proper hand hygiene.

Interview, on 07/13/712 at 3:00 PM and §:30 P\,
with the Diractor of Nureing {DON) revealed the
staff on C-Wing knew to sanitize their hands with
the hand. gels located on the wall because several
of the rooms did not have sinks. Further
interview revealed she thought the Unit Managers
were watching to ensure corract hand hygiene
during care and not just ensuring the correct
process of hand washing at the sinks.

2. Review of Resident #2's madical reord
revealed dlagnoses which included Dementia,
Anxiety, Parkingon's Disease and g History of
Falls. Review of the Quarterly Minimum Data Set.
(MOS) Agsegssment, dated 06/25/12, revealed the
facility assessed the resident as having severe
impairmant in cognitive skills for decision making
and as requiring extensive assist of two (2) staff
for transfers. Review of the Care Area
Assassment Summary (CAAS), dated 04/08/12,
revesled the resident was non-ambulatory, was
recently admitted to Hospice, and was at risk for
further decline.

Thiz Plar of Carreation iz the canier's cradible
ailepation of compliance,

Preparaticn and/or exseution of this plor of correano
does hot congtitute admission or agreement by tha

carraclion is prepared andfor exacuted solely because]

related to hand hygiene.

The nurse providing care to
Resident #2 on 7/11/12 received
appropriate education on 7/12/12
related to incontinence care and
skin assessments. Resident #2
received appropriate incontinence
care on 7/11/12 and wound
treatment on 7/12/12.

The nurse adminlistering
medications on 7/11/12 received
education related to medication
administration and hand hygiene
on 7/18/12.

The nurse providing care to
Resident #47 on 7/12/12,
receivad appropriate education
on 7/13/12 related to hand
hygiene and skin assessment.
Resident #47 received

i+is required by tha provizions rjederal and stats lax,.

it PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EAGH CORRECTIVE ACTION SHOULD a& _ COMBIGTION
TAG REGULATORY O LBO IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE bare
‘ DREFICIENCY)
{F 282} | Continued From page 10 {F 282}

)

providar ¢f'the truth of the facrs alleged or conclusio -
set forth i the statament af deficlancive. The plan af

7

712512
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(24} 1D SUMMARY ETAYEMENT OF OEFIGIENGIES 4] PROVIDER'S PLAN Of CORRECTION | (X5}
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TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGEO YO THE APPROPRIATE paTe
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{F 282} Continued From page 11 {F 282} :
Review of the Comprehansive Plan of Care, This Plan of Correction s thecenter's crudibla
dated 01/30/09, revealed Resident #2 had an - allegation of compliance.
alteration in mobility, positioning, ambulation B tlon ands lon of this pl i
ralgted tn:;< poor igrar:ance, lno!::mtt:ulator; attatufs. d;fsf:;:ar {f;:?ﬂm:}?r:?{;gﬁ Zfag'?iﬁféﬁfﬁﬁf”"
| ant wéakness. The goal with a target date o providar gf tha truih of the fectr alisgod or wwi«m‘nnﬂ'
10/01/12 revealed the rasident would continue to “i{‘;’;‘l’: In the ”"‘-‘“’";”"";f;"“ﬁ""’"‘;"? e of |-
transfer with the assistance of two'(2). The gorrecnonss prepared dndfor sxscuted Solsly becattss
interventions revealed the resident required the s reguired by the provisions of federal and stota k.“'
assistance of two (2} staff for transfers. . )
oftwo (2) transfers On 7/12/12, the'SDC, ADNS
Observation, oh 07/11/12 at 4:25 PM, reveaied and/or WS initiated education and
Ceriified Nursing Assistant (CNA) #40 transferred return demonstration
:g*igg%ggm eiha @ ogﬁiége;temrpmtgg broda chair competencies for all direct care
Incontinence care, and transferred the resident . staff, to Include licensed nurses
from the bed to the brada chair using the galt velt, and CNAs on hand hyglene, :
i The broda ohair was not right naxt to the bad incontinence care, On 7/18/12, 7125112
during the transfer and the CNA assisted the the SOC, ADNS' and/or WS
i resident to ambulate backwards to th N ' - .
hair kwards to the broda Initiated education for all direct
i , care staff to include skin
Interview, on 07/11/12 at 4:45 PM, with CNA #40 assessment and medication
reveslad Resident #2 was a one (1) person administration :
transfer and had always been a 1 parson transfar. o
She stated she had received a recent inservice .
related to following the care plan and the CNA No direct care staff was allowed
Assignment Sheet. She further stated she did not " to work after 7/24/12 without
chook it atthe nurears seton. Hema o having sttended education and
the CNA Assignment Sheet with CNA #40 , demonstrated competency.
revealed Resident #2 was to have two (2) staff for _ '
transfers. The DNS, ADNS, UM, SDC, CM
Interview, on 07/12/12 at 12:00 PM, with Licensed 3{:-2;%@&%%&1 cor;er\J;t ;S of
Practical Nurse (LPN) #3/Unit Manager of the . S per weex or.
D-Wing, revealed the CNAs were to read the the provision of care to validate
CNA Asslgnment Sheet and carry it in their appropriate hand hygiene and
pocket as 3 reference related to resiﬁen.t care incontinent care is implemented
FORM CM5.2567(02.88) Pravious Versions Obsolete €vent ID:3QP§12 Facliy 1 QT & R oo sheet Pugs 12 of 40
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ensuring the care plans were followed.

Further review of the Quarterly Minimum Data Set
(MDB) Assessment, dated 06/26/12, for Resident
#2 revealed the facility aseessed Residant #2 as
being occasionally incontinent of urine and
frequently Incontinent of bowel. Review of the
Care Area Assessment Summary (CAAS), dated
04/09/12, revealed the resident required
assistance with folleting and was frequently
incontinent of bladder.

Review of the Comprehensive Plan of Care,
dated 01/30/09. ravealed Reeident #2 had an
alteration in elimination, was frequently
incontinent of urine and required assistance with
toileting secondary to decreased mobility and
impaired coghitive status. The interventions
incluted observing the resident for any
incontinence and providing pericare after any
noted Incontinent episode.

{Xa) ID SUMMARY STATEMENT OF DEFICIENCIRS | D PROVIDER'S PLAN OF GORRECTION s
PREFIX, (BACH DEFICIENCY MUST BE PREQEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULD BE COMPLETION
TAG REGULATORY GR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENGT)

{F 282} [ Continued From page 12 (F 282} ~

inoluding fransfers. Continued intervisw revealsd This Plan of Correction is tho eonter's oradible

she audited to ensure the Comprehensive Care alleganion of compliance. :

Flan matched the CNA Assignment Sheets, and . ; ; ;

: . ! FPreparation and/or execution of this plan of sorraotioh

.ensured the Care Plans were appropriate for the does ngt conStifuts admission or.agreement by Ihe
‘residents, She further stated she also ensurad providarof the muth of the facts allegad or coneiusiors
interventions were implemented such as alarms 'f -setforth in the statement of deflclensies. The plan of
ard devices. She indicatad she had not correction is prepared and/or executed tolely because
evnductsd any audits related to transfers to it iz ragwired by tha provisiont of federal and stare lay,
ensure the residents wers being transferred -
carrectly as per the Care Plan. The SDC will conduct 2 .

» “medication administration audits
Interview, on 07/14/12 at 2:10 PM, with the ar waek to validate appro rigte
Director of Nursing (DON) and the Adminigtrator ﬁ and hyaiene PRrop
revealed the staff was not auditing to ensure yg '

| resigents were being transferred corractly . - . i .
although audite had been completed related to The UMs and Rehab Director will

repon, track and trend audit
findings to the PIC which includes
the ED, AED, DNS, ADNS, UM,
838, RD, AD, Maintenance
Director, SDC, Dietary Managaer,
CDP, Medical Director (MD) and
CM for three months and
thereafter as needed.
Appropriate corrective action will
be taken as indicated.

F490

Refer to F281, £282, F315, F431|
and F441. -

The ED chairs the facility PIC
and will validate that systems are

FORM CME-2507(02.89) Pravious Varsions Obsolete
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Observation of a skin assessment for Residant This Plan of Correction 1s the center's eredible
.| #2, on 07111112 ?t 4.00 PM, revealed Licensed allagaiion of campliancs. :
Practical Nurse (LPN) #17 and Certified Nursing . :
Assistant (CNA) #40 untaped the residents briefs, ovs vt opmte dmision s oy meremre 1"
checked. the genital area and buttocks, and then -provider of the truth of the facts alluged or conulusiolis |
retaped the brief which was saturated with urine.’ 2erfbrth i tha storement af daflatensivs. The plm of
The resldent's pants were pulled up; and the correction s prapared and/or sxeaured solely becaum
resident wae tranaferred to the broda chalr and 7t {5 regutrad by the provisions of federal and state lapw.
taken to the dayroom in the urine saturated bricfs, .
Correction through weekly PIC
Interview, on 07/11/12 at 4:15 PM, with LPN #17 meetings unti| substantial -
revealed it would be a "good idea" 1o change to iance is achieved
clean attends but she knew they would be doing - compliance js achieved.
rounds soon, o . .
: ' . The Committee, chaired by the .
Intarview, on 07/11/12 at 4:20 PM, with GNA #40 ED, will review the findings of the  7/25/12
revealad she normally provided ihcontinence carg audits completed for F281. F282
| for someone who she knew was wat, but she was F315, F431 and F441 '
- | following the nurse who was completing the skin s '
asgessment. . ;
_ : ' By reviewing the findings, the
Fﬂterwew, on 0712112 at 12:00 PM. with Licensed Commlttee will monitor the
Practical Nurse (LPN) #3/Unit Manager of the effectiveness and compliance
O-Wing revealed staff shouid have provided : P ;
incontinerice care to Resident #2 prior to with the plan and update and
transferring the resident out of the bed, develop plans of action related to
L. any and all problems identified,
Interview, on 07/14/12 ai 2:10 PM, with the ' ;
Director of Nursing (DON) and.the Administrator The results of the above will be
revealed although the staff was monitored to _ trackesi and trended Wwith follow
ensure the care plan was being followad, the staff up actions or education for staff
was not bg@gﬁ audited related to incontinence completed as necessary. The
| care. ' ' ' H : ; i
. - edical Director if unavailable in
(F 315) [ 483.26(d) NO CATHETER, PREVENT UTI, iF 315 Medical Director -
38=D | RESTORE BLADDER © person will review the progress hy
' ' ' phane with the Executive Directqr
Based on the resident's comprehensive on a monthly basis.
sasessment, the facllily must ensure that a - '
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-resident's clinichl condition demonstrates that

function as pogsible.

| irritating and odoraus seoretions that collect on

resident who enters the facility without an
indwelling ¢atheter is not catheterized untess the

catheterizalion wae nacessary; and a resident
who I8 incontinent of bladder receives approprtate
treatment and services to prevent urinary tract”
infecttons and to restore as much normal bladder

This REQUIREMENT is not met as evidenced
by: - _

Based on observation, interview, record review
and review of facility policies, it was determined
the facility failed to ensure that a resident who
was incontinent receivad appropriat_e treatment
and services to prevent urinary tract Infections
function as possible for one (1) of fifteen (15)
sampled residents (Resident #2).

Obsarvation of a skin asseesment for Reaident
#2 revealed the resident did not receive the
appropriate treatment and services related to
incontingnce. The resident was observed to have
a urine saturated brief during the skin
assessment; however, after the skin assessment,
the soiled brief was re-applied and the resident
was transferred out of the bad and into a chair.

The findings include:

Review of the facllity's Incontinence/Perineal
Care Policy, revised 11/02/10, revealed,
"Cleanlinees of the perineum helps prevent
infection, skin breakdown and odor by removing

the Inner surface of the labia or under the
foregkin of the penie. Perineal care is provided to

“monthly there after.

“and F441.

BTATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA ] (%2) MULTIPLE QONBTRUGTION {X3) DATE SURVEY
AND PLAN OR CORRECTION IDENTIFICATION NUMBER; COMPLETED
; A. BULDING ' .
' B. WING ' R
: 145146 : 07/14/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP QODE -
200 GLENWAY ROAD
KINDRED NSIT B - NTAIN
_ TRA IONAL CARE & REHAR-FOU CIRCLE WINCHESTER, KY 40391
{4y 1D SUMMARY STATEMENT OF DEFICIENGIPS [ ' PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE NS
TAG REGUIATORY OR LS IDENTIFYING INFORMATION} TAG GROSB-REFERENCED TO THE APPROPRIATE - DATE
OEFICIENCY)
{F 316} | Continued From page 14 {F 318}

This Plan of Correction is the center’s oradible
allagation of compliance,

Praparation and/or axacution of this plan of correctiop
does not constitute admission or agraement by the nL
Pprovidar of the truth of ths facte alleged or conclusio
sat foreh in tha statement of défidienciss. The plon of
oorrection it préparad and/or axacuted solely because

itis reguired by the provisions of federal and stata L.,

The facility PIC members include
but are not limited to, ED, AED,
DNS, ADNS, UM, 88, RD, AD
Maintenance Director, SDC,
Dietary Manager, COP, Medical
Director (MD) and CM. '

The PIC will meet weekly until
substantial compliance is
achieved. Once the Committee
determines compliance has been
sustained, the PIC will meet

F520

Refer to F281, F282, F315, F431

The ED chairs the facility PIC and
will validate that system’s are
implemented and maintained as
specified in this Plan of
COrrectlon through weekly PIC

FORM CM8-2667(02-99) Previous Versions Obaolete
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Review of the Patient Nursing Evaluation, dated _
08/27/12, revealed the section titied "Bladder
Status/Bowel Status Screening"” revealed the
resident wes always incontinent and was unable
fo participate in a toileting program. Review of
the Flow Sheet Record, dated 06/12, revealed the
resident was Incontinent each day and each shift,

Review of the Comprehensive Plan of Care,
dated 01/30/08, revealed a problem which stated
the resldent had an alteration in elimination, was
frequently incontinent of urine and required
assistance ‘with toileting relstad 1o decreased
mobility and impaired cognitive status. The
approaches included observing for any
incontinence, providing perineal care aftar any
notad incontinent epigode and to observe for any
signs and symptoms of Urinary Tract Infeotions.

Observation, of a skin assessment for Resident
#2 on 07/11/12 at 4:00 PM revealed Licensed

(%4} 1D . SUMMARY GTATEMEMT OF DEFIGIENOIRS 9] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {ZACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) “YAG CROSS-REFERENCED YO THE APPROPRIATE DATE
. DRFICIENCY)
(F 318} | Continued From page 15 {F 318}
the resident who needs assistence to maintain - . This Plam of Correcton 1s the center's credibla
perineal gleanliness”, allagation of compliance.
Review of Resident #2's medioal record revealad P”‘P‘“’T""‘ and/or o of this plan ‘:f gt
diagnoses which included Dementia. Anxiety, Brovider o ths wuth o e o e e nesond
Parkinson's Disease and Incontinence of Bowel " satforth In tha statamant of daficiunaics, The plan of
and Bladder. Review of the Quarterly Minimum corrégtion is prepared and/or executed solsly because
Data Set (MDS) Assasement dated 08/25/12 7 13 raquired by the pravisions ofYederal and state law
{ ) 88m , . I2
revealed the facility assessed Resident #2 as :
being occasionally incontinent of Urine and The Committee, chaired by the
frequenty Incontinent of bowal, ED. will review the findings of the _
Review of the Care Area Assessmant Summary audits completed for .F281' F282,
(CAAS), dated 04/09/12, revealed the resident F315, F431 and F441,
required assistance with toilating and was . :
frequently Incontinent of bledder, The ED convened a meeting with| 7/25/12

the PIC on July 24, 2012 to
review the findings, address the -
quality issues, and formalize
corrective action plans. This
meeting included the ED, DNS .
and ADNS.

By reviewing the findings, the
Committee will monitor the
effectiveness and compliance
with the plan and update and
develop plans of action related to
any and all problems identified.
The results of the above will be
tracked and trended with follow
up actions or education for staff
completed as necessary. The
Medical Director, if unavailable in

1am £ 30
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(X4 10 BUMMARY STATEMENT COF DEFIGIENGIES b PROVIDER'S PLAN OF CORREGTION (X5}
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{F 316} | Continued From page 16 (F 315}
Practical Nurse (LPN)#17 and Certified Nursing This Plan of Corraation is the Genter's aredible
Assistant (CNA) #40 untaped Resident #2's allegation of compliance.
-briefs, checked the perineal area and buttooks, . on < A
and than retaped the soiled brief which was ﬂzﬁiﬁ"c?,’kfﬁfgﬂiﬁﬁiﬂ :{?;::mnﬁ; :;:cr "
saturated with urine. The resident was then provider of the trurh aff the Jacts alleged or conciusioby
'transferred to the "Broda" chair and taken to the sef forth in the sra:em;nr cg;daﬁdenafcj :;his %tan o
H 1 correclion is prapared a r axagiied solely bacaush
?.eyroom in the soiled briefs. irir rogm'roz{ﬁysﬁm _pmv’:':i:m of fedural and stace iﬂrl
Interview, on 07/11/12 at 4:15 PM with LPN #17, )
revealed it would be a "good idea" to change the basis.
resident to clean attends but she knew they would
be doing rqrn:s;m:"- Sh|3 _indic?é?d thatt,b . The facility PIC members includd,
heeating sollod aitends sould possibly contrioute but are not limited to, ED, AED, ,
e ) DNS, ADNS, UM, SS, RD, AD, 7126112
Interview, on.07/11/12 at 4:20 PM, with CNA #40 Maintenance Director, SDC, '
_;gl\_.'ealed she \:ﬁrmally Erovidotd. igcontitnehnoe 3(9 Dietary Man'ager , CDP, Medical
someone who was known to be-wet; however, i '
she was following the fiurse who was completing Director (MD) and CM.
the skin assessment. ] )
The PIC will meet weekly until
Interview, on 07/12/12 at 12:00 PM. with Licanzed . substantial compliance is
Practical Nurse (LPN) #3/Unit Manager of the : ' :
D-Wing revaaled staff should have provided achieved. Once tj_'ua Commltt!.ae_
incontinence care to Resident #2 during the skin determ{nes compt;anf;e has bieer
assessment when they noted ha/she was wet and sustained, the PIC will meeat
prior to transferring the resident out of the bed. monthly there after.
Interview, on 07/14/12 at 2:10 PM, with the
Director of Nursing (DON) and the Administrator
revealed staff was auditing to ensure Bowel and
Bladder Assessments were being completed per
the MDS sohedule; however, staff was not
auditing to eneure incontinence care was
provided.
{F 431} | 483.60(b), (d), (e} DRUG RECORDS, {F 431}
$8=E | LABEL/STORE DRUGS & BIOLOGICALS

i
1 '
!
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{F 431}

Continuad From paga 17

'| controlled drugs is maintasined and periodically

The facility must employ or obtain the services of
a lisensed pharmacist who establishes a system
of racords of receipt and disposition of all
controlled drugs in sufficiant datail to enable an
accurate reconciliation; and determines that drug
records are in order and that em account of all

reconoiled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable,

in accordance with State and Federal laws, tha
facliity must store all drugs and biologicals in
lecked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the kays.

The facility must provide separately locked,
permanantly affixéd comparments for storage of
contrblled drugs listed In Schedule 1] of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
sbuse, except when the facllity uses single unit
package drug distribution syatems in which the
guantity stored is minimal and a missing dose can
be readlly detected. T

This REQUIREMENT is not met as evidenced
by. ‘

Based on observation, interview and review bf
the facility's policies, it was determined the facility

{F 431}
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. -,O'bs,e.r_vé,tion of the treatment carts on {he B.C

‘| observations revealed medications that were not

failed to ensure drugs and biologlcals were
labeled, stored and dated in accordance with
currently accepted professional principles, and
disocarded after the expiration date,

and D-Wings revealed medications that were
improperly stored or labeled. Further .

dated or had expired.
The findings include:

1. Review of the facliity's policy entitled "Storage
of Medications", dated 02/23/11. revealed eye
medications were to be stored separate and
medications and biolagicals should be stored
under proper conditions of sanitation.

Review of the facility's policy entitied " Medication
Labals and Packaging”, dated 10/31/08, revealed
medications were to be discarded by the
axpiration date,

A review of the facifity's policy entitied "Medication
Adminigtration". dated 08/31/11, revealad staff
was reduired 1o dispgse of any medication that
was prepared but not administered.

1. QObservation, on 0711312 at 10:16 AM, of the
treatment cart in the Medication room on the
B-Wing revealed Tobrex Ophthalmic ointment
was stored in a compartment with topical
madication, and a tube of Mupirosin cintment was
stored with the top off and an illegible labe! in the’
sams drawer. A bottle of Normal Saline solution
was opened with no date or tabel on the bottle.
Further observation revealed a Santyl and

(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF CORRECTION . ("G}
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX ©_{EACH CORRECTIVE ACTION SHOULO B oAl
AG REGULATORY OR LSO IDENTIRYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE £
: . DEFICIENGY)
{F 431} | Continued From page 18 {F 431}
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Mupirongin topical ointment mixture wes noted to
have an’'expiration date of 03/07/12 and a Dakins
one-half (1) strength solution bottie with an
explration date of 07/06/12.

Interview, on 07/13/12 at 10:15 AM, with Licensed
Practical Nurse (LPN) #14 revealed the eye
aintment should not have been stored with the
topical ointments, and the Mupirocin ointment
should have had the top replaced. She stated,
the Normal Sallne snould hava had the date that
the bottle was open beoauss it was only good for
thirty (30) days, She further stated the expirad -
medications should have been discarded .

Interview, on 07/13/16 at 1:50 PM, with the
B-Wing Unit Manager (UM) revealed the
medicatians should tuave been stored in the
appropriate separata compartments, the
Mupirocin cintment tube should.have had the top
raplaced or the tube discarded and the bottte of
Normal Salihe shouid have besn dated when
opened. Further interview revealed the expired
medications should have been removed from the
cart and discarded 4ccording to the facility's
policy. '

2. Observation, on 07/13/12 at 4:00 PM, of the
treatment oart in the Medication Roorn on the .
D-Wing revealed a bottle of Normal Saline which
was opened with no date, and thers was a botte
of Nystatin Powder 100,000 Unit/GM to be
applied twioe a day for fourteen (14) days with an
issue date of 03/15/12.

Interview, on 07/13/12 at 1:00 PM. st the time of

the obsarvation with the D-Wing UM, revealed
there was no one assigned to clesn out the _
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{F 431}| Continued From page 20 | qFasn

treatment cart, however, the nurses should
discard expired medications. She further stated
the botlie of Normal Saline should have been
dated when opened because it was only good for
twenty-four (24) hours,

3. Observation, on 07/13/12 at 1:25 PM, of the
treatment cart in the Medication room:on the
C-Wing ravealed an aerosol can of Granulex
with an illegible label was stored in the bottom

| drawer. Further observation revealed an open
bottle of Dakins ¥ strength solution in the same
drawer with an expiration date of 06/15/12.

Intarview, on 07/13/12 at 1.25 PM, with the
C-Wing UM revealed the illegible can shoulg
have been thrown away and expired medications’
should be discarded.

Interview with the DON and Administrator, on
07/14/12 at-2:10 PM, revaaled each nurse was
responsible to ensure apened medications were
dated and expired medications were discarded.
During the interview the facility was unable to
provide evidenoe weekly audits of the medication
carts were conducted by the Unit Managers after
05/16/12 per the facility's Plan of Correction,
datad 08/18/12,
{F 441} | 483.85 INFECTION GONTROL., PREVENT {F 441)
$8=E | SPREAD, LINENS '

The facility must establish and maintain an
Infection Gontro! Program designed to provide &
safe, sanitary and comfortable environment and
to help prevant the davelopment and tranamisaion
of disease and infection.

(a) infaction Conlrol Program

FORM CMS.2667(02-90) Pravious Veralong Obsolata Event ID;3QP5AR Facility [D: 100074 - If continitalion sheet Page 21 of 46
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and review of facility policies, it was determinad

Infection Control Program designed to provide a

Continued From page 21

The facility must establish an Infaction Contro!
Program under which it -

(1 ) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and correetlve
aations related to infactions.

(b} Preventing Spread-of Infection

(1) V¥nen the Infection Control Program
determines that & resident negds Isoiation to
prevent the spread of Infection, the facility must
isolate the resident.

(2) The facilily must prohibit employees with a
communicable disease or infected skin (esions
from direct contact with residents or their food, if
direct contact will ransmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by atoepted
professional practlce

(¢} Linens

Perzonnel must handie, slore process ahd
transporl lingns so as to prevant tha epread of
infection.

This REQUIREMENT is not met as evidenoed
by:

Based on obsarvation, interview, rzcord review,
the facility failed to astablish and meintain an

safe, sanitary and comfortable environment and

{F 441)
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{0 help prevent the development and
transmission of disease and infection for three (3)
sampled residents (Resldent #48, #2 and #47)
and two (2) unsamplad regident {(Unsampled
Resident B and Unsampled Resident C).

Res|dant #48 was in contact Isolation related-to a
diaghosis of MREA (Methiohlin Resistant
Staphylococcus Aureus) of the Right Great Toe
which required dresging changes; however, this
rasident was in a room which did not have a sink
in which ataff could wash their hands.
Observation revealed a staff mamber performad
a sKkin agssessment, removed her gloves, and
gown, and exited the rcom without washing or
sanitizing her hands.

Observation of a skin assessment and perineal
care for Regident #2 revealed staff used poor
infection controf technique, - In addition, although
.tha resident wae noted to have a urine saturated
i brief which was untaped-during the skin
assessment, the soiled brief was re-applied and
the resident was transferred to a

Broda ohair after the skin assessment,

| Observation of a skin agsessment for Resldent
#47 reveated poor infection control technigue,

Observation of medication pass on the C-Wing
revealed staff failed to wash their hands afler
administration of medication to Unsampied
Resident 8, and prior [0 getting up medications
for Unsampled Resident C.

The findings included;

Raview of the faillty's policy entitisd

{F 441)
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“Transmission Based Precautions”, revised -
03112112, revealed staff was to determine the
type of transmission based precautions to be
initiated; contact, droplet, or airborne. "Place and
maintain an adequate supply of antiseptic soap
and paper towels in the room; use running water
and anti-septic soap for handwashing, Waterless
hand sanitlzers were not an appropriate substitute
for running water”, Further review of the
Transrmission Based Precautions Policy
Reference, revised 10/31/09, revealed hands
should be immediately washed, after removing
gloves. with an anfimicrobial agent,

Review of the facility's policy entittad "Hand
Hygiene/Handwashing”, revised 08/31/11,
revealed handwsshing was the single most
important procedure for preventing spread of
Infection. If scap and water were not available
and hands were not visibly solied, an glcohol
based hand rub may be used for routine
decontamination of hands in clinical situations.
When hands were visibly dirty or contaminated
with proteinaceous material or were visibly soiled
with blood or other body fluids, wash hands with
either a non-antimicrobial soap and water or an
antimicrobial scap and water,

Review of the facility's policy entitied "Oral
Medication Administration”, revised Gotaber
2010, revealed staff was to verify Physician's
Orders and patient's identlty, wash hands, check
label on medication, elevate head of bed, pour
tha corract number of tablets or capsules into the
medioation cup, if administaring & unit doge
medication, check the iabgl for a final ime at the
patient's bedside, administer medications in
acoordance with manufacturer's specifications,
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| Right Greal Toe.,

Continued From page 24
verify the medication was taken, and wash hands.

1, Review of Residant #48's clinical record
revealed diagnoses which included Methicillin
Resistant Staphylococcus Aureus (MRSA) of the

Review of lhe Physician's Ordars dated 06/26/12,
revealed ordars to cleanse the right great toe with
Normal Saiine, pat dry around nail bad, apply
Triple Antibiotic Ointment, cover with gauze and
secure with tape tid and prn (three times a day .
and as needed).

Review of the Physician's Orders dated 06/30/12
revealed orders to cullure the Right Great Toe,
clean the Right Great Toe with Normai Saline,
apply a dry drassing daily and Doxycycline
{(Antibiotic medication) 100 milllgrams (mg) by
mouth twice a day for seven (7) days.

Further review revealed Physician's Orders,
dated 07/06/12, for Levaquin (antibiotic
medication) 500 mg by mouth dally for ten (10)
days for a diagnosis of MRSA, Physiclan's
Orders dated 07/10/12, ravealad orders for
Contact Precautions related to MRSA of the Right
Great Toe.

Observation, on 07/13/12 at 2:00 PM, of Residant
#48's door revealed a sign which stated -
"Stop-visitors and personnel please speak to
nurse before gntering”. The other sidé of the sign
stated, contact preosutiona: Gloves: if anticipate
contact with blood or other patentially infectious
material, mucous membranes, non-intact skin or
potentially contaminated intact skin is likely.
Gown: appropriate to the task to prevent solling
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‘heel arca. Continued observalion revealed, after

‘| 9own and gloves and placed them into a plastic

| station door, and wash ber hands at the sink at

interview, on 07/13/12 at 2:10 PM and on

or contamination of clothing during procedures
and patient care activities when contact with
blood, body fluids, secrations or excretions |s
anticipated. "Before exiting room, remova gloves
and gown and wash hands",

Obsservatlon, of a skin assessment for Resldent
#48, performed an 07/13/M2 at 2:00 PM, by
Licensed Practical Nurse (LPN) #18, revealed the
nurse completed a head to toe skin assessment
and lited the resident's right foot to assess the

the skin assessment the nurse removed her

bag and a red bioharard bag. LPN #18 was
obsarved lo open the resident's door, and while
holding her hands up in tha air, walk down the
hall to the nurse’s station, apen the nurse's

the nurse's station. LPN #18 was not observed to
wash her hands or sanitize her hands prior to
exiting Resident #48's room. Further obaervation
revealed there was no sink in the resident's room
in which to wash hands; however, there was a
boitle of hand sanitizer over the bed of the
resident's room rmate.

07/14/12 at 9:00 AM, with LPN #18 revealed this
was the first time she had besn aseigned to
Resident #48 since hefshe had moved to the
room with no sink, She sated she had touched
the resident's door knob, the nurse's siation door
knob, and the nurse's etation aink prior to
washing her hands. She indicated she had not
brought up the concern of having no sink in this
resident's room with management. Continued
interview revealad she carded her own hand
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sanitizer in her pocket. -However she was unsure
if sha had used it prior to exiting Resident#48's
room after the skin agsessment.

Interview on 07/13/12 at 6:00 PM with LPN
#11/Unit Manager for the "C" Unit, revealsd LPN
#18 should have sanitized her hands in the
resident's room and then washed her hands once
exiting the room and explained there wara sinke
in the hall, She stated she had baen auditing
staff on hand washing which included ensuring
ataff knew how to property wash thelr hands at
the sink. Continued interview, revealed she did
obsarve staff at times to ensure staff washed or
sanitized their hands before entering resident
rooms and prior to exiling resident rooms, and
prior to perineal cars. However she had not been
routinely audited this and had not been routinely
observing staff during care 1o ensure proper hand
hygisne.

Interview, on 07/11/12 at 3:30 PM with the Staff
Development Coordinator, revealed she
insgrviced all staff on isolation precautions and
the Transmission Based Precaulions Policy o
include how the precautions were cornmunicated
to staff, PPE, signage, and handwashing prior to
exiting the rooms, Continuéd interview revealed it
was not ideal to piace a resident with contact
pracautions in 9 room without & alnk,

Interview, on 07/13/12 at 3:00 PM and 6:30 PV,
on 07/14/12 at 9:00 AM, with the Diractor of
Nursing (DON}/infaction Controt Nurse, revealed
the staff on C-Wing knew they were to sanitize
their hands with the hand gels Incated on the wall
because sevaral of the rooms did not have sinks,
Bhe stated the resident was moved to room
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MRSA; however, she was aware the resident was

i prevent infection, akin breakdown and odor by
| removing irritating and odorous secretions that

Continued From page 27
304B, on 08/07/12, prior to the diagnosis of

in the room without a sink and felt the hand gel
was sufficient for staff for decontaminating, She
further statad that in the past all residents an
precautions were placed in rooms with sinks.
Continued intervisw revesled she thought the Unit
Managers were watching to ensure correct hand
hygiene during care and not just ensuring the
correct process of hand washing at the sinks,

2. Review of the facility's policy entitied
"Incontinence/Parinegl Care", reviged 11/02/10,
reveslad, "Cleanliness of the perineum helps

collect on the inner surface of the labia or under
the foreskin of the penis. Peringal care is
provided fo the resident who needs assistance to
maintain perineal cleanliness”.

Review of Resident #2's medical record revealed
diagnoses which included Dementia, Anxiety,
Parkinson's Disease. The facllity assassed
Resident #2 as being occasionally incontinent of
urine and frequently incontinent of bowe!, and as
having a feeding tube. :

Observation of a skin assessment for Resident
#2, on 07/11/12 at 4:00 PM, performed by
Licensed Practical Nurse (LPN) #17 with Certlfied
Nursing Assistant (CNA) #40 agsisting, revealed
the nurse donned gloves and removed the
resident'e gastric tube dreasing. LPN #17
changed her gloves, but did not wash her hande
prior to changing her gloves: She then palpated
the gaslric tube site, untaped the resident's brief,
cheoked the vaginal area and then chacked

{F 441}
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between the resident's buttocks. The nurse
retaped the brief although the brief was saturated
with urine. LPN #17 then removed her gloves,
However ehe did not wash hands and checked
behind the resident's ears. She then washad har
hande and the resident was transferred to the
Broda chair and taken to the dayroom in the urine
saturated briefs.

Interview, on 07/11/12 at 4:15 PM with LPN #17,
revealed she did not wash her hands after
mmovmg the soiled gastric tube dressing and
pnor to donning new glovee becauee ehe was not
| going to clean the site and change the dressing
right then. She agreed she had palpated the
gastric tube area and then paipated the vaginal
area and buttockg with the eame gloves. Further
interview revealed she thought she had washed
her hands prior to checking behind the resident's
aars. Gontinuaed interview, revealed, it would be &
"good idea" to alean and change the rasident's
attends. However, she knew they would be doing
rounds soon thereafter.

Interview, on 07411/12 at 4:20 PM with CNA #40,
revesied she agreed the rasident was wet with
urine and she normally provided incontinence
cere for someone who was known 10 be wet, but
she was following the nurse who was completing
the skin assessmant,

Interview, on 07/12/12 at 12:00 PM, with Licensed
Practical Nurse (LPN) #3/Unit Manager of the
D-Wing revealed the nurse should have washed
her hands after removing the soiled gastric tube
dressing and prior to checking the vaginel area,
and should have washed her hands prior fo
checking bshind the resident’'s ears. Further

(F 441}
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1 Observation of perineal care for Resident #2. on

 sprayed a dry cloth with perineal spray and

Continued From page 29

interview revealed staff should have provided
incontinence care tp Resident #2 prior to
transferring the resident out of the bea.

07/11/12 at 4:26 PM, revealed Certified Nursing
Assistant (CNA) #40 cleansed the buttocks with
perineal epray and a dry wash cloth and with the
same soiled gloves opened a tube of Ramedy
Cream and applied it to the buttocks., The CNA
then changed gloves.and did not wash hands.
She pasitioned the brief under the resident's
buttocks. She then, with the same gloves,

cleansed the vaginal area, With the same soiled
glovas, she picked up the Remedy oream and
applied it to the resldent's inner thighs.

interview, on 07/11/12 at 4:45 PM with CNA#40,
revealed she should have.washed her hands
after cleansing the resident's buttocks and prior to
performing perineal care. She further indicated
that she contaminated the Remedy Cream and
the Peri-Spray by handling it with soiled gloves,
Further interview revealed she should have
washed her hands after the incontinance care. .

interview on 07/11/12 at 1:16 PM with Licensed
Practical Nurse (PN} #3/Unit Manager of the
D-Wing revealed she had been lining staff up at
the sink and observing to ensure they were using
proper technique for handwashing; however, she
had not audited to ensure staff used proper hand
hygiene while performing care during perineal
care or skin assessments, Further interview on
07/12/12 at 12:00 PM, revealed the CNA should
have 'washed her hands after cleaning the
resident's buttocks and prior to handling the

(F 4a1)
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SUMMARY STATEMENT OF CEFICIENGIES

.| and discarded it and exlted the room without

‘revealed shs had just handed Unsampled
-Rasident B the medications and did not tauch the
-1 resident's mouth or any objects In the resident's
room 80 she did not fael she needed to wash or

'| onty washed or sanitized her hands every three -

'| Director of Nursing (DON) and the Administrator, -

Remedy Cream and Peri-spray. She furdhar
stated the CNA should have washed her hands
prior to completing perineal care for this resident
and prior to exiting the resident's room,

3. Observation of & medication pass on, 0711112
at 8:05 P\, performed by LPN #20, on the C-Unit
revealed the nurse handed Unsampled Resident
B a cup of pills and a glass of water and waited
for the resident to take the medication. The
nurse then retrieved the cup from the residant

washing or sanitizing her handa. -Further
observation revealed LPN #20 went to the
redication cart and without washing or sanitizing
her hands, started setling up medications for
Unsampled Resident C.

Interview, on 97/11/12 &t 5;10 PM; with LPN #20

sanitizer her hands aiter the medioation
administration. Continued interview revealed she

(3) residents during medicalion pass uniess she
had to touch the resident,

Intarview, on 07/14/12 at 2:10 PM, with the
ravealed the staff was to wash or sanitize their
hands during medication pass between residents.

4. Review of Resident #47's medical record
revealed diagnoses which included Dementia and
Diabetes Mesllitus,
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| resident's ears,

Continuad From page 31

Observation of a skin assgssment on 07/12/12 at
11:00 AM parformed by LPN #18, revealed the
nurse untaped the resident’s briefs and checked
the vaginal area; the resident’s legs and feet and
then turned the resident to the side and chacked
between the resident's buttocks. The nurse with
the same soiled glovas, checked the resident's
breast. hands, laft heel, and checked behind the

Interview, on 07/12/12.at 1113 AM with LPN #19,
ravaaled she dig not directly touch the resident'e
vagina and only touched the resident's hips, not
between the buftocks. She stated she did not
feel there was a concern with the skin
assegssment.

Interview on 07/13/12 at 11:00 AM with Licensed
Practical Nurse (LPN) #3/Unit Manager of the "D"
Wing revealed & skin assessment should ba
performed head to toe, washing hands after
checking perineal area and buttocks.

3. Observation of a madication pass on, 07/11/12
at 6:06 PM, performad by LPN #20, on the C-Unit |
revealed the nurse handed Unsampled Resident
B a cup of pills and a glass of water and walted
for the resident to take the medication. The
nurea then retrigved the oup from the resident
and discarded it and exited the room without
washing or sanitizing her hands. Further
ohservation revealed LPN #20 went 1o the
medication cart and without washing or sanilizing
her hands, started setting up madications for
Unsampled Resident C.

Imterview, on 07/411/12 at 5:10 PM, with LFN #20

{F 441}
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Continued From page 32

revealed she.had just handed Unsampled
Resident B the medications and did not touch the
resident's mouth or any objacts In the resident's
room so shé did not feal che neaded to wash or
sanitizer her hands after the medication
gdminlstration. Continued interview revealed she
only washed of sanitized ner hands every three
(3) residents during medication pass unless she
had to touch the resident. :

Interview, on 07/14/12 at 2:10 PM, with the
Diractor of Nursing (DON} and the Administrator,
revealed the staff was to wash or sanitize thelr
hands during medication pass between rasidents.
483,75 EFFECTIVE
ADMINISTRATIONRESIDENT WELL-BEING

A facility must be administered in 2 manner that
enables it to use its resources effectively and
efficisntly to attaln or maintain the highest
practicable phyeical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidanoad
by: -

Based on observation, interview, record review,
and revisw of facility's pollcles and Plan of
Correction, it was datermined the facllity's
Administration failed to ensure the facility was
administered in a manner that enabled It to use
its resources effectively and efficiently 1o attain or
maintain the higheat practicable, physical, or
psychosocial well-being of each residant. The

| facility's Administration falled to have an effective

system in.place to ensure programs, policies and
prooedures, and the facility's Plan of Corraction

(F 441)

F 490

FORM CMS-2567(02-98) Previous Verslons Obzolete

o .

Evert ID:30PE12

P

Faollity 1D; 106074 If conlinyation sheet Page 33 of 46

- Pl iT™ Y e =123l THENE ']

ey ol al | [ HaDRelarEEab ]



, ' _ o PRINTED; 07/27/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES - ' OMB NO. 0928-0391

STATEMENT OF DEFICIENCIES (1) PROVIDGR/EURPLIERVGLIA {X2) MULTIPLE OONSTRUGTION - {%3) DATE SURVEY -
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: COMPLETED

A. BUILDING
’ R

195146 o WG 07/14/2012
’ STREET ADDRESS, CIYY, STATE, ZIP CODg

200 GLENWAY ROAD
KINDRED TRANSITIONAL CARE & REHAB-FOUNTAIN CIRCLE WINCHESTER, KY 40391

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION %8
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (BACH CORRECTIVE ACTION 8HOULD 8& COMPLET 10w
TAG REGULATORY OK LSG 10ENTIFYING INFORMATION) TAG CRO83-REFERENCED Tog:l)e APPROPRIATE DATE -
OEFICIEN

NAME OF PROVIDER OR SUPPLIER

F 480 | Continued From page 33 ' F 480

were implemented to correct deficiencies cited
during the recertification survey conciuded on
06/11/12. This fallure resulted in continued
non-compliance at 483.20 Rasldent Aesesament
(F281, F282), 483:25 Quality of Care (F318).
483.60 Pharmacy Services (F431), and 483.65
infection Control (F441),

Thé findings include:

The faciilty's Administration failed to have an
effective system in place fo ensure thera was
evidence of assessment and care planning
sufficient to meet the needs of newly admitted
residents prior to the completion of the first
comprehensive ssscssment and comprenensive
care plan. The faoilily admitted Resident #40 on
07/05/12 with Physician's Orders for cortinuous
oxygen; howsver, the facility failed to develop an
Initial Qzre: Plan to address this regigent's
raspiratory status and need for oxygen, (Refer o
F281)

The faclllty failed to have an effective system to
ensure Physician's Orders ware carried out,
Observations, of a treatment on 07/13/12,
revealed the nurse used Normal Saline to
clzanse the wound instead of soap and water as
! per Physician's Orders. In addition, observation,
i on 07/12/12 revaaled the facility failad to enaure
the comrect tube feeding formula was
administered as per Physicians's Orders, (Refer
to F281)

The facillty failed to have an effective systam to
ensure care was provided in accordance with the
written Plan of Gare. Observalion, on 07/13/12,
revealed the Comprehensive Plan of Care for
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'| The faoility failed to have an effective syatelﬁ to

. skin assessment, removed her gloves, and gown,

Continued From page 34

Resident #48 was not followed related to
handwashing and isolation precautions,
Observation on 07/11/12 revealed Residant #2
was transferred from the "Broda” chair to tha bed
and from the bed to the "Broda" chair with the
assistance of one (1) staff, although the
Comprehensive Plan of Care siated two (2) staff
was to transfer the resldent. In addition,
observation of a ekin asassament on Q7/11/12
revealed staff did not follow the Comprehensive
Plan of Care for Resident #2 and the resident did
not receive appropriate care and services related
1o incontinenca care. (Rafar to F282 and F318)

The facillty faited to have an effective system to
ensure proper storage of drugs and blologlcals
ralated 1o the treatment carte containing
madications and biologicals that were labeled
and/or stored improperly, and observation
revealed discontinued and expired medications.
(Refer to F431)

establish and maintain an infaction control ,
progrem designed to provide a safe, sanitary, and
comfortable environment and to help prevent lhe
development and transmission of disease and
infection. Resident #48 was in contact isolation
related 10 a diagnosis of MRSA, Observation on
07M13/12, revealed a staff member performed &

and exited the room without washing or sanltizing
her hands. Also, observation of a skin
assesamant for Resident #2 on 07/11/12 and
Resident #47 on 07/12/12 revealed staff uged
poor infection control technique. |n addition,
improper infection control technigue was
cbserved on 07/19/12 for Resldent #2 related w

F 480

FORM CMS-2567(02-96) Pravious Varslons Obsalete Evant 1B:A0PE12

i k. PP

" (Y w NI Al X rr

Faclliy 10: 100074 If sontinuation ahaet Pags 35 of 46

N TRl 1. -~ =10k D

A s T ] I WaPalarEEadl]



' . : PRINTED: 07/27/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : : : OMB NO, 0938-0391
BTATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {H2) MULTIPLE CONSTRUCTICON ' (X3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING
R
_ 186146 B e 0711412012
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zip CO0E '
' 200 GLENWAY ROAD '
ND -
KINDRED TRANSITIONAL CARE 8. REHAB-FOUNTAIN CIRGLE WINCHESTER, KY 40381
(X4) I SUMMARY ETATEMENT OF. DEFICIENGIES 1B : PROVIDER'S PLAN OF CORRECTION {X6)
PREFIN (EAGH DEFICIENCY MUST BE PRECEDED BY FULL || PRERIX (EACH CORRECTIVE ACTION BHOULD BE COMPLEYION
. TAG REQGULATORY OK LSG IDENTIFYING INFORMATION) . TAG CROSE.REFERENCED TO THEAPPROPRIATE | OATE
. DEFIGIENOY) . '
F 490 | Continuad From page 35 F 400

perineal care. Additionally, although Resident #2
was noted 1o have a urine saturated brief, which
was untaped during the skin agsessment on
07/11/12, the soiled brief was re-applied and the
resident was transferred to a "Broda" chair after A
the skin aseessment, Also, obsarvation on s v
07/11/12 of the medication pass revealad the
nurse falled to wash her hands afier
administration of medications to Unsampled
Resident B. (Refar to F441) :

Interview with the Administrator and the Director
of Nursing (DON), 07/14/12 at 2:10 PM, revealed
observations/audits conducted were not ail
inolusive to ensure implementation of all
Phygician orders, oare plan interventions,
provision of incontinence care, and monltoring of
| treatment carts. Further interview revealed even
though medtcalion pass cbservation by the Staff
Development Coordinator was detailed in the
Plan of Correction, this had not baen completed.
In addition, the fagility failed to detail the audit
expeotation related to infection cantrol and hand
washlng with the Unit Managers which resulted in
&kin agseesments, incontinence care and
perineal care not baing observed.

F 620 | 483.75(0)(1) QAA F 620
$8=E | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance commitiee consisfing of the director of
nureing services; a physician designated by the
facility; and at feast 3 other members of the
facility's staff.

The qualily assessment snd assurance
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-Continued From page 36

committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance aclivities are necessary; and
develops and implements eppropriate plans of
action to correct identified quality daficiencies.

A State or' the Secretary may not requiré
diaclogure of the records of such committes
except insofar as such disclosure is related to the
compliance of such commitlee with the
requirements of this seckion,

Good faith attempte by the committee to identify

and correct quality deficiencies will not be used as
@ basis for sanctions,

This REQUIREMENT s not met as evidenced
by:

Basad on observation, interview, record review,
review of the facility's policies and review of the
facility's Plan of Correction (POC) with a
compliance date of 08/18/12, it was determined
the facility failed to malntain a Quality
Asseszment and Assurance (QA) Program that
developed and implemented appropriate plans of
action to corraét quality deficlencies. This was
evidenced by repeat oeficiencies cited during the
Revieit Survey conduated on 07/14/12 at 483.20
Resldent Assessment (F281, F282), 483,26
Quality of Care (F315), 483.60 Pharmacy
Services (F431), and 483,85 Infection Control
(F441).

The findings include:

1. Review of the facllity's POC, with a

F 520
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months.

stated, this was also missed during the audit.

Continued From page 37

compliance date of 08/18/12, revealed the Unit
Managers would conduct an audit of the initial
care plans for accuracy and completeness waskly
for three (3) monthe and the audits would be
brought to the Performance Improvemeant
Committee (PIC) every month for three (3)

Based on interview, and record review it was
determined the facility failed to develop an Initial
Care Plan on admisgion for Resident #49 relatad
to his/her oxygen needs. Although the resident
was admitted with Physician's order for oxygen at
two (2) litets per minute for shortnass of air, there
was np documented evidence the initial plan of
care.addreseed the resident's need of oxygen.

interview, on 07/14/12 at 11:15 AM, and 2,05 PM
with the Director of Nursing (DON), revealed the
Initial-Care Plans were completed by the Unit
Manager or tha Weekend Supervieor within
twenty-four (24) hours of the admission. She
stateq, if a resident was.on continuous oxygen
this should have been addressed on an Inifial
Cara Plan. Continued interview revealed the
Initial Care Plans were also reviewed by the
Interdisciplinary Team weekly and they missed
ihe ract the oxygen had not been put on the Initial
Cara Plan or the Interim Care Plan, 3he further

2.- Review of the faoility's POC, with a
compliance date of 08/18/12, revealad the
Asslistant Director of Nursing (ADON) would
conduct a weekly audit of three (3) Medication
Administration Records (MARs) per unit, to
validate the timely agministration of medications
with new Physician's Orders and the Staif

F 620
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Development Coordinator (SDC) would conduct a
weekKly audit of a medication pass to validate
administration of medications. These audits

[ would be reported to the PIC monthly for three (3)

months and thereafter, as needed.

Based on observation, interview, and record

review, it was determinad the faoility failed to
ensure Physiclan's Ordars were foltowed for
Resident #50 related to wound care treatment
and Enteral Nutrition. Although the resident had
o wound treatment order dated 07/12/12 to clean
the wound (back of the left thigh) with soap and
water daity, observation on 07/13/12 at 10;20 AM
revealed the nurse used Normal Saline to clean
the wound site. Also, review of a Physician's
order, dated 07/06/12, revealed the Enteral
formula Nepro was to be discontinued when the
formulg Supigna was evailable. However,
obeervation on 07/12/12, and interview with staff
revealed the facility falled to change the formula
when the Suplena was available and delivered to
the facility on 07/11/12.

Interview on 07/14/12 at 2:10 PM with the DON
and the Administrator, revealad the facility initially
audited all MARs for timeliness of medications
and checked the Physician's Orders to ensure the
Care Plang matched the orders. However, there
were no observations/audits complaetad to ensure
the residents were recaiving the correct tube
feedings or treatments as per Physician's Orders.
Further interview revealed the SDC was 10

' observe medication pass; howaver this was not

done as per the POC and there ware no
medication pass observations except for one (1)
completed by pharmacy in 06/2012. Review of
tha Audits rovealed there was no audit related to
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| writlen plan of care. Observation on 07/13/12 at

Continued From page 30
observation of medication pass.

3. Review of the facility's POC, with a
compliance date of 08/18/12, revealed the
Minimum Data Set (MDS} Coordinators would
audit three (3) residents each week to validate
accuracy of cars plans and the audits would be
brought to the PiC every month for three (3)
months and as needed thereafter.

Based on abeervation, interview, and record
review, it was determined the facility failad to
ensure care was pravided in accordance with the

2:00 PM revealed & nurse performed a skin
assacament for Resident #48 who was in contact
isofation for Methicillin Resistant Staphylococcus
Aureus (MRSA) of the Right Graat Toe, The -
nurse exited the resident’s room without washing
or sanitizing her hands as per the Pian of Care. -
In addition, obsarvation on 07/11/12 at 4:26 PM,
revesled Resident #2 was transfarred from the
"Broda” chair fo the bed and from the bed to the
"Brada” chair by the assistance of one (1) staff,
although the Plan of Care specified two (2) staff
was lo assist with transfers. Also, observation of
a skin assessment for Resident #2 on 07/11/12 at
4.00 PM revealed the rasident did not receive
incontinence care although the brief was
salurated with urine. Following the ekin
assessment, the soiled brief was re-applied and

the resident was transferred from the bed fo the
chair,

Interview on 07/12/12 at 12;00 PM with the Unit
Manager/Licensad Practical Nurse (LPN) for the
‘D" Wing, where Resident #2 resided, revealed
she wag unaware of any audits being done on her

F 520
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Jimplemented such as devices and alarms.

| #2 on 07/11/12 at 4:00 PM, revealed the resident

unit retated to transfers, incontinence care, or
skin assessments, afthough she did audits to
ensure the care plans were appropriate for the
residents and ensure interventions were

interview, on 07/13/12 at 400 PM, with MDS
Coordinator #1 and MDE& Coordinator #2, and on
07/14/12 2t 2110 PM with the Director of Nursing
and the Adminigtrator, revealed there was a
continued audit three (3) times a week for nine
(8) residents fo ensure staff was fallowing the:
care plan. However, transfars were not audited
as residents were screened quarterly by Physical
Therapy related to transfers. In addition,
incontinance care and skin assessments ware
not being audited,

4. Review of the facility's POC, with a
compliance date of 06/18/12, revealed Unit
Managers would conduct audits of Bowel and
Bladder Assessments per the MDS schedule
weekly for three (3) months, to validate
complelion of the assessments.

Based on observation, interview, and racord
review, it was determined the facility failed to
ensure residents received the appropriate cara
and services related to Incontingnce care.
Observation of a skin assessment for Resident

had a urine saturated brief during the skin
agsassment, however, after the skin assessment,
the soiled brief was re-applisd and the resident
was transferred out of the bed and into a thair.

Interview on 07/11/12 at 1:16 PM with the Unit
Manager/ LPN #3 for the “D” Wing where
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‘perthe Bowel and Bladder-Assessments.

rasident was wet, Further interview revealed the

 brought to the PIC every month for thres (3)
i months, and as neaded thereafter.

Rasident #2 resided, revealed she was
completing audits to ensure the Bowel and
Bladder Assessments were completad as per the
MOS schedule; however, she waa not auditing
incontinence care to ensure it was completed as

Interview on 07/14/12 at 2:10 PM with the DON
and the Administrator. revesled Resident #2's
brief should have been changed and incontinence
care performed at the time staff realized the

Unit Managers were responsible to audit to
ensure the Bowel and Bladder Assessments were
completed timely, however they were not auditing
o ensure incontinence care was performed as
per the Agsessments.

5. Review of the facility's POC, with a
compliance date of 08/18/12, revealed the Unit
Managers would conduct audits of the medication
carts and madication room weekly, for three (3)
months to validate multi-dose vials were labeled,
no expired medications were present and that no
medioations were set up and the audits would be

Based on abservation, interview, and review of
the facllity's policies, it was determined the facllity
failed to ensure drugs and biologicals were
labeled, stored and dated in accordance with
currently accepted professional principles, and
discarded after the expiration dete.

Observation, on 07/13/12 at 10:16 AM, of the "B"
Wing treatment cart ravealed Tobrex Ophthalmic
cintment (eye) was stored in the topical drawer
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 Mupirccin toploal ointment in the same drawer

strength solution, Nystatin Powder, and Santyl

- | Powdar 100,000 Unit/GM with a fabe! which

Continued From page 42
with other topical medications. Thare was

which had a missing oap and an illegible label.
Medications including Santyl and Mupirocin
topical ointment mixture, & bottle of Dakins %

topical ointment were noted to be expired. Also,
there was an unlabeled can of Granulex in the
bottom drawer of the treatment cart , and an open
bottte of Normal Saline irrigation with no date or
label on top of the treatment cart, Observation,
on 07/13/12 at 1:00 PM, of the "D Wing
treatment cart revealad a boltte of Normal Saline
which was open undated, and a botlle of Nystatin

stated, lo be appliad twice a day for fourteen days
with an issue date of 03/15/12. Observation on
07/13/12 =&t 1:25 PM, of the "C" Wing treatment
cart revealed an asrosol can of Granulex with an
illegible labe! was stored In the bottom drawer,
Also, there was an expired bottle of Dakins %
strength solution in the seme drawer.

Interview, on 07/13/12 at 1:00 PM, with the Unit
Manager of the "D" Wing/LPN #3, revealed she
was auditing the medication carts and medication
rooms; howaver, she did not think about auditing
the treatment carts.

Interview, on 07/13/12 at 1:40 PM, with the DON
and the Administrator, reveatad the Unit
Managers were auditing the medication rooms
and medication carts: howevar, they did not
instruct them to check the treatment carts.

6. Review of the facliity's POC, with &
compliance date of 06/18/12, reveaied the Unit
Managers and Rehabilitation Director conducted

F 620
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.| Audits of proper hand wasghing techniques being

assessment, removed her gloves, and gown, and

Continued From page 43

demonstrated by siaff and monitored medications
carts wegkly, for three (3) months to validate staff
was foliowing hand washing procedures and'the
audits would Be brought to the PIC every month
for three (3) months, and as needed thereafter,
Baeed on observation, inteiview, regord review,
and review of facility policies, it was determined
the facility failed to establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment ana
to help prevent the davelopment and
lransmisslon of disease. Observation of a skin
aseessment for Resident #48 on 07/13/12 at 200
PM revealsd a staff member performed the skin

exited the room.without washing or sanitizing
hands although. this resident was in contact
isclation rulated to a dlagnosis of MRSA of the
Right Great Toe. In addition, aithough this
resident required dressing changas to tha
affected site (Right Great toe), there was no sink
In the room In which staff could wash their hands.

Other observations related fo deficient practice in
infection contral Included: poor infection control
technique related to a skin assessment for
Resident #2 on 07/11/12 at 4.00 PW; Rasident
#47 on 07/12/12 at 11:00 %M; and, poor infestion
control technique for perineal care for Resident
#2 on Q711112 at 4:26 PM. In addition, although
Resident #2 was noted to have a urine saturated °
brief which was untaped during & skin
assessament on 07/11/12 at 4:00 PM, the soiled
brief was re-applied and the resident was
transterred to a "Broda” chair after the akin
assessmant. Also, observation on the "G Unit of
medication pass on 07/11/12 at 5:06 PM revealed

F 520
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Continued From page 44

staff failed to wash their hands after
administration of madication to Ungampled
Reeident B, end prior to setfing up medications
for Unsampled Resident C.

interview on 07/11/12 at 1:15 PM with Licensed

Practical Nurse (LPN) #3/Unit Manager of the "D

Wing revealed she had been lining etaff up at the
sink and observing o ensure they were using
proper technique for handwashing; however, sha
had not audited to ensure staff used proger hand
hygiene whila performing care during perineat
care or skin essessments. .

Interview on 07/13/12 at 6:00 PM with LPN
#11/Unit Managar for the "C" Unit, revealed she
had been auditing staff on hand washing which
included ensuring staff knew how to properly
wash their hands at the sink; however, she had
not been routinely auditing staff for hand hyglene
during care.

Interview on 07/13/12 at 3:30 PM with the Staff

Development Coordinator reveated she

.inservicad all staff on isolation precautions and

the "Transmigsion Basad Precautions" Policy to
include handwashing prior to exiting the raoms.
She verifled that according to the "Transmission
Based Precautiong” Palicy in whigh she
inserviced staff there was to be an adequate
supply of antiseptic soap and papar towels in the
room and staff were 10 use running water and
enti-septic soap for handwashing.

Interview on 07/13/12 at 3:00 PM, 5:30 PM and
8:30 PM, and on 07/14/12 at 9:00 AM with the
Director of Nursing (DON)Anfection Control
Nurse, revealed she thought the Unit Managers
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Conlinued From page 46

were watching to ensure correct hand hygiene
during care and.not just ensuring the corract
procees of hand washing at the sinks. "i did not
spall out how to do hand washing cbservations”,

Interview, on 07/14/12 at 2:10 PM with the DON
and the Administrator, revealsd the audit
expeciation related to infection control and hand
washing should have been clarified. with the Unit
Managers to audit staff while performing care with
an emphasis on skin assessments, inconfinence
cars, and parineal cars. Fyrther interview
revealed there was no medication pass audits
done per the SDC, as perthe POC and if the
sudits had been completed the problem with staff
not washing hands between residents on
medication pass may have been caught.
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A et s
A Recertification/Abbreviated Survey - U’ TRES
investigating KY#0001 8037, KY#00018083, N
KY#00018162 and KY#00018163 was initiated on
03/27/12. KY#00018083 was substantiated with.
no deficiencies. KY#00018037 was substantiated
with deficiencies. '

F 000 | INITIAL COMMENTS F 000

| After Supervisory review by the State Agency, the
survey.was re-opened on 04/16/12 to gather
additional information. During this survey,
KY#00018163 was substantiated with no
deficiencies and KY#00018162 was T
unsubstantiated with no deficiencies. Deficiencies
waere cited with the highest scope and severity of .
a"G" at 42 CFR 483.15 Quality of Life (F-241).

After guality review conducted by the State
Agency it was determined the highest scope and
severity was an "H" with Substandard Quality of

- Care at 42 CGFR 483,15 Quallty of Life (F-241). An
extended survey was conducted 05/07/12 through
05/11/12 and based on additional information it
was determined the highest scope and severity
was & "G" at 42 CFR 483.15 Quality of Lifa
(F-241). :

F 166 | 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO F 166
'§5=0 | RESOLVE GRIEVANCES -

Aresident has the right to prompt efforts by the
facility to resolve grievances the resldent may
have, including those with respect to the behavior
of other residents.

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

N . : ’
LABORATORY DIREQTOR'S OR P VIDEES PLIER REPRESENTATIVE'S SIGNATURE [LE ' {%6) DATE
' g ) P

Any deficlency statement ending with an aslerisk (*) denotes a deficiency which the institution may be excused from correcting providing It is determined that
other safeguards provide sufflcient protection to the patiants. (See Instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the daie of survey whether or nol a plan of corroction is provided. For nursing hornes, the abave findings and plans of correction are disolosahble 14
days following the date these documenis are made availabte to the facilily. If deficlencies are cited, an approved plan of correction is requisite lo continued
program participation.
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F 166 | Continued From page 1 F 166 { U/ﬁyt Sl
the facility's policy, it was determined the facility Y ‘T"f*’t oy o, b
failed to ensure that after receiving a grievance, Y\
the facility actively sought a regolution for one (1} ' .\ P Ny
of forty-five {45) sampled residents (Resident
#2TY

Resident #27 complained of having to toilet self
due to staff not checking on him/her or answering
his/her call bell on the night shift on 03/30/12.
However, there was no documented evidence the
grlevance was acted on by the facility.

The findings include:

Review of the "Complaints/Concerns Policy",
ravisad 04/28/09, revealed the resident may voice
complaints/concerns without discrimination or
reprigal. A complaints/concerns process was in
place to address resident and/or family
member/responsible party's concerns, A
complaint/concern was acknowledged,
investigated, and the complainant apprised of
progress toward resolution.

Review of Resident #27's medical record
revealed the facilify re-admitted the resident to
fhe D-Wing Rehab Unit, on 02/09/12, with
diagnosas which included Aflercare Trauma
Fractured Bone, Muscle Weakness General, and
Depressive Disorder. Review of the Significant
Change Minimum Data Set (MDS) Assessment, .
dated 02/16/12, revealed the facility assessed
Resldent #27 as being cognitively intact, as
requiring extensive assistance of two (2} people
for toilet use, and as frequently incontinent of

|} bowel and btadder.

Review of the Urinary Incontinence Care Area
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F 168 | Continued From page 2 - F166| \ )U/A 0 SLea
. Assessment Summary (CAAS), dated 02/22/12, ‘

revealed Resident #27 was temporarily | UQ \—SrMJ-\ W

incontinent related to not being able fo get to the -
toilet in time due to physical disability, external Lp AR TR
obstacles or problems thinking or communlcating. :
Further review of the CAAS revealed the resident
| was expected to regain full control of hig/her
bladder when he/she was more mobile and self
sufficient,

Review of the Plan of Care éas well as the
Comprehensive Plan of Care, dated 02/24/12,
revealed the resident was having frequent
incontinence of bladder, and occasional
incontinence of howel since fracturing his/her
foot. The interventions included ensuring the call
light was within easy reach and reminding the
.resident to call for assistance at the first indication
of the need to void rather than waiting until the
.urge was strong.

Review of the Nurse's Notes, dated 03/31/12 at
2:45 PM, revealed when the nurse asked
Resndent #27 if he/she had a Certified Nursing
Assistant (CNA) assist him/her to the toilet that
morning the rasident stated "No, | had my call
light on for a long time and no one came to halp
me so | put myseif on the toilet". Further review
of the Nurse's Notes revealed the CNA had come
once during the night to help, but no ane had
come lhat morning.

Interview with Resident #27, on 03/29/12 at 1:156
PM, revealed he/she "sometimes” had to wait
thirty (30) minutes for staff to respond to his/her
call light, and that he/she had incontinent
episodes "about every couple of weeks" while
waiting on staff to respond. He/she further

DRM CMé-zsaT(oz-aa) Previous Verslons Obsoleta " EventiD:3QP611 Faclity 1D: 100074 If continuation sheet Page 3 of 90




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

PRINTED: 0B/26/2012
FORM APPROVED .
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES  ~ | (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185146

(X2) MULTIPLE GONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C .
05172012

NAME OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE & REHAB-FOUNTAIN CIRCLE

200 GLENWAY ROAD
WINCHESTER, KY 40391

STREET ADDRESS, CITY, STATE, ZIP CODE

o) ID
PREFIX
-~ TAQ

. SUMMARY STATEMENT OF DEFICIENGIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFICIENCY)

18] PROVIDER'S PLAN OF CORRECGTION {RG)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

i

F 166

Continued From page 3

revealed his/her longest wait had been on the
three (3) to eleven (11) shift, usually around 10:00
PM, and that he/she felt embarrassed with '
him/her self and upset with staff when he/she was
incontinent. . :

| Interview, on 05/10/12 at 3:00 PM, with Licensad

Practical Nurse (LPN) #14 who wrote the Nurse's
Notes, dated 03/31/12 at 2:45 PM, revealed
Resident #27 complained of the call bell not being
answered and of not being checked on for a long
period of time on the night shift 03/30/12. The
LPN stated she did not think she mentioned the
call bel! issue to the Director of Nursing (DON) or
Assistant Director of Nursing (ADON) and did not
remember if she had filed a Grigvance Form after
the resident compiained.

Interview, on 06/09/12 at 3:20PM, with the ADON
and DON, revealed they did not recall being
notifled of Resident #27's complaint of staff not
answering the call bell and not Ghecking on
him/her through the night.  Further interview
ravealed the complaint should have been entered

‘on a Grievance Form which would have been -

given to the Social Worker to distribute to the
appropriate department head for follow up.
Continued interview, revealed if the concern was
related to nursing, either the ADON, or DON
would receive the Grievance Form and would

| have seventy-two (72) hours to follow up to

resolve the problem. The ADON stated Social
Services was then to follow up with the resident
related to resolution of the problem.

Interview, on 05/11/12 at 5:30 PM, with the
Administrator, revealed he had checked with
Social Services and there was no Grigvance

g
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Form filed related to Resident #27's complaint. ' U
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55=0 | INDIVIDUALITY i,o R

The facility must promote care for residents in a
manner and In an environment that maintaing or
enhancas each resident's dignity and respect in

full recognition of his or her individuality.

This REQUIREMENT ‘is not met as evidenced
by: . _

Based on observation, interview, record review,
and review of the facility's policies, It was
determined the facility failed fo provide care for
residents that maintained or enhanced each
resident's dignity and respect for five (5) of
forty-five (45) sampled residents (Residents #2,
#11, #27, #34 and #46). The facility's fallure,
caused a negative psychosocigal outcome for
| these residents, which resulted In actual harm.

Resident #2 did not receive incontinence care in
a timely manner after having loose stool on
02/23/12. The resident was noted to be crying
and moaning during perineal care.

Resident #11 had a loose stocl incontinent
episode in February 2012 while waiting for staff to
respond to his/her call ball. Interview with
Resident #11 revealed it made himfher fecl like a
dog.

Interview with Resident #27 revealed he/she had
incontinent episodes "about every couple of
weseks" while waiting on staff to respond to the
call bell and he/she felt "embarrassed”.
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SUMMARY STATEMENT OF DEFICIENCIpES:

“showers for four (4) of the scheduled six (6) .

Resident #34 received 2 bed bath Instead of a
shower on 04/15/12. Interview with the resident
revealed he/she woke up and smelled something
"rank”,

Resident #45 received bed haths instead of
shower days. Interview with-the resident revealed |,
hefshe did not feel as clean unless he/she had a
shower early in the thorning and he/she felt
“awful".

The findings include:

Review of the facility's policy entitied “Call Light,
Use Of, dated 09/23/03, revealed staff was to
identify the location of the light, and answer the
resident promptly.

Review of the facility's policy entitied "Activities of
Daily Living", with a ravision date of 01/04/12,
revealed Activities of dally living include the
resident's ability to bathe and toilet. £ urther
review of the policy revealed a resident's abilities
in aciivities of dally living should not diminish
unless the deterioration was unavoidable.
Continued review of the policy revealed a
resident's preferences should be respected and
reasonable accommaodations shouid be made to
maximize the resident's functional abliities.

Review of the facility's policy entitled "Angel
Care", dated 04/26/10, revealed the Angel Care
Program was a proactive approach to address
requests or concerns hefore they become a
complaint or grievance. Further review of the
policy revealed staff was assigned to be "Angels”
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and responsible for assigned rooms. The
"Angels" were to visit the assigned residents two A Yadvre~*
(2) to three (3) times per week and document a : b
note of the visit, In addition, during the visits the : LO p ( L
“Angal" should cover any concerns the resident
‘had related to staff members or the facility's
services.

‘| During a rosident group meeting with six (6) alert
and ariented residents, on 03/27/12 at 3:30 PM,
Resident #27 indicated sometimes aides were
slow answering call bells, especially on the 3:00
PM to 11:00 PM shift. Further interview revealed it
took approximately twenty (20) minutes for call
balls to be answered.

1. Review of Resident#2's medical record
revealed the facility admitted the resident on
12127107, with-diagnoses which included Personal
History of Fall, Dementia without Behavioral
Disturbance, Anxiety, and Parkinson's Disease.
Review of the Quarterly Minimum Data Set . ,
(MDS) Assessment, datad 01/31/12, revealed the
facliity assessed the resldent as moderately
impaired in cognitive skills for decision making,
as requiring extensive assistance of one staff for . .
transfers and toileting, and as always continent of _ .
bowe! andbladder.

Review of the Bladder Evaluation, dated
02/17/12, ravealed the resident was assessed to
have Stress incontinence and Functional
Incontinence and was usually continent with

‘| occasional episodes of incontinence, Review of
the Bowsl Evaluation, dated 02/17/12, revealed
the resident required two (2) to assist with
transfers, was able to tell the need to defecate,
and was to be toileted every two (2) hours and as
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Reyiew of the Comprehensive Plan of Care, with : ) Q. .
a problem date of 01/30/09, revealed the resident l.Q AR

| had an atteration in elimination related to
requiring assistance with toileting and had further
declines in continence secondary to decreased
mobility and impaired cognliive status. The goal
stated the resident would have no more than
seven (7) episodes of bladder incontinence a
week and no more than two (2) episodes of bowel
1 incontinence with interventions. The interventions
included toileting Resident #2 every hour and as
needed with the assistance of one person.

Review of the facility's abuse investigation, dated
02/23/12, reveated Certified Nurging Assistants
(CNA) #9 and CNA#10 were caring for ancther
resident at the time Resident #2 needed '
incontinence care. Further review revealed
Resident #2 became agitated when the CNAs .
explained they would be with her/him in a few
minutes as they ware providing care for an
unsampled resident. The investigation stated
Resident #2's agitation increased and the
resident began mumbling, and the GNAs could
not understand her/him. The CNAs provided
incontinence care as well as tolleted the resident
and set the resident up for her/his lunch tray.
Further review revealed the Speech Therapist
came in to work with Resident #2 during the Junch
meal and Resident #2 starting crying and stated
"they were mean to me" and the Resident
indicated it was CNA#9 and CNA#10.

An interview was attempted with Resident #2 with
the assistance of a CNA, on 03/27/12 at 12:40
AM, however Resident #2 had slurred speech.
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| was usually continent. Further interview with CNA

| five (5) minutes before they were able to check

and CNA #10 finished giving a shower to an
unsampled resident. CNA#9 further revealed
Resident #2 had an incontinent episode with a
loose stool. He stated the resident was moaning
during incontinence care and upset as she/he

#9, on 06/09/12 at 2:50 PM, revealed Resident #2
had to wait approximately ten (10) minutes for
incontinence care. He stated there were two (2)
CNAs on-the unit at the time.

Interview with CNA #10, on 03/29/12 at 12:50 PM,
revealed she and CNA #9 were assisting an
unsampled resident in the shower room and
couldn't get to Resident #2 quick enough. She
furlher stated; Resident #2 was crying when they
finally got to him/her as hefshe had a bowel
movement. Further interview, on 05/10/12 at 3:00
PM, with CNA #10 revealed Kentucky Medication
Aide (KMA) #1 was the staff member who
informed her and CNA #9 of Resident #2 needing
to be toileted. She stated It took approximately .

on Resident #2 and the resident was incontinent
of a diatrhea stool. Continued interview revealed
Resident #2 needed two (2) to assist with transfer
at that time due to her/his legs were wobbly.

Interview, on 06/10/12 at 4:00 PM, with KMA #1
revealed Resident #2 told her, while she was
administering medications, to "come here" and
informed her that shefhe either needed
incontinence care or needed to go to the
bathroom. . She stated she informed CNA#9 and
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Interview with CNA #9, on 03/20/12 at 9:15 AM, Attradus V2t
revealed Resident #2 was waiting with Licensed Lo
Practical. Nurse (LPN) #3 'in the haliway while he SEAL S
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" | GNA #10 who were both assisting an unsampled | - ’h \
resident with a shower. Further interview : \«@,\ 2ol ad
revealed at that time, Resident #2 needed two (2) o LQ { g
to assist with transfers and she was unable to find _ ‘

anyone to assist her with transferring Resident
#2. She stated the only CNAs on the unit were
glving a shower, LPN #3 was in a meeting, and
although she went to the Reflections unit for help,
all the staff was busy. She further stated she
went to Resident #2's room to inform herfhim they
‘would be there soon when GNA #9 and CNA#10
arrived in the resident's room to assist. She
stated she was unsure of exactly how long it took
before help arrived after the resident's request for
assistance; however, she thought it was one (1} -
to-fwo (2) minutes, ‘

Interview with LPN #3/Unit Manager, on 03/28/12 -
at 2:058 PM, revealed she occasionally had
complaints from residents about not getting to the
bathroom in time, but it was infrequent. Further
interview revealed she did not remember anything
unusual.or hectic on the day of the alleged
incident,

nterview, on 05/11/12 at 5:15 PM, with the
Director of Nursing {DON) revealed If a resident : .
indicated he/she needed to go to the bathroom or
nesded Incontinence care they would need
assistance in a timely manner, She stated ten
(10) minutes would be too long to wait if a
resident had an incontinent episode of stool and
further stated KMA #1 could have gone to the "C"
wing which was attached to the "D" wing for
assistance.

9. Review of the medical record revealed the
facility admitted Resident #11 to the A-Wing
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Rehab Unit, on 01/31/12, with diagnoses which 4 L. ’;‘_9 .
included Diabetes Mellitus, Anemia, Anxiety, :
Atrial Fibrillation, Constipation, Motor Vehicle . Lﬁ \ ¢\ =

Accident with severe Blunt Trauma with multiple
Fractures involving both Tiblas, Right Arm, Spine
and Pelvis, and Left Pneumothorax, Review of
Resident #11's Admission MDS Assessment,
dated 02/07/12, revealed the facility assessed the
resident as being cognitively intact with a Brief
Interview for Mental Status (BIMS) score of
15/15, as being continent of bowel, utilizing a
catheter for bladder, and requiring the fotal
assistance of two (2) or more persons for
toileting.

Review of Resident #11's Comprehensive Plan of
Care, dated 01/31/12, revealed Resident #11 had
problems providing self care and was dependent
upon others for daily care needs related to being
in a car accident in December of 2011,

| Individualized approachses to the ptan of care

| included cathéter care for urine and monitor

| bowel movements related to being at risk for

| constipation due to decreased mobility and

‘ medications. Review of the Cerlified Nursing

’ Assistant (CNA) assignment/flow sheet, with an

| orlgination date of 01/31/12, revealed Resident

‘ #11 was continent of bowel.

Interview with Resident #11, on 03/28/12 at 2:00
PM and on 04/20/12 at 10:45 AM, revealed
he/she rang the call light one evening about a
month ago {sometime in February) and it took an
hour and a half before anyone came to the room
and his/her bowels had moved whils waiting.
Resident #11 stated hefshe could not wait that
long and hefshe felt like a "dog, because a dog Is
locked up in a house and has to rely on someone

FORM GMS.2587{02-80) Previous Varslons Obaolate Event ID: 3C1P51t Facilily ID: 100074 : If continuation sheat Page 11 of 90



PRINTED: 05/25/2012

DEPARTMENT -OF HEALTH AND HUMAN SERVICES _ ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION | (%a) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
' C
B. WING
. , 185148 N 05/11/2012
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
H C B-FOUN C
KINDRED TRANSIT ONAL- ARE & REHAB-FOUNTAIN CIRCLE WINCHESTER, KY 40391
) 1D SUMMARY STATEMENT OF DEFICIENCIES In " - PROVIDER'S'PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
: DEF!CIENCY)
.F 241 Continued From page 11 F 241 %@L SeA
to let it out to go to the bathroom and when that 4,)'
doesn't happen the dog has an accident and feels WW
ashamed". - A g

Review of Resident #11's Flow Sheet Record, for
02/01/12 through 02/29/12, revealed Resident
#11 was continent of bowel except for two (2)
incontinent episodes where the resident had
loose stool on 02/10/12 and 02/18/12 during the
thres (3) PM to eleven (11) PM shift.

Interview with CNA#12, on 04/20/12 at 11:40 AM,
revealed Resident #11, as well as other residents
on the A-Wing were in their "right mind" and they
knew what they needed so when they used the
call bell they needed it answered right away,
Further interview revealed one evening in
February, Resident #11's call bell was going off
but she was already in a room assisting another
residant to the toilet. It was about thirly (30)
minutes before she could get to the resident, and
by the time she got to Resident #11, the resident
had a large loose bowel movement. Further
interview revealed when one staff person was on
break that left only two people to answer call

| bells. Additional interview reveated if she was
already in a room with a resident then she would
have to complete that task and wait untit there
was another aide available to assist her with a
resident who required a two person assistance to
the toilet,

Interview with CNA #28, on 04/20/12 at 4:00 PM,
revealed there was one time during her evening
shift in February when she responded to Resident
#11's call bell in less then five (5) minutes but the
resident had diarrhea prior to her getting to the
resident's room. She indicated CNA#12 cams to |
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_ assist her shortly after with incontinence care for : o :
Resident #11. Further interview revealed she was _ ML\WJ
unaware of any other fime when the resident had
an incontinent episode. : : \_0 e

Interview with RN #2, on 05/08 at 2:16 PM,
revealed she was the Unit Manager of the A-Wing
Rehab Unit as well as Resident #11's "Angel". RN
#2 indicated she made rounds on her unit daily as
well as twice weekly talking with Resident #11
related to any concerns the resident might have.
RN #2 stated Resldent #11 was an outspoken
person and if there had been any concerns the
resident would definitely had et her know. A
review of RN #2's documented visitations with
Resident #11 revealed there were no
documented concerns voiced by Resident #45

| related to having an incontinent episode due to
having to wait for staff to answer the call bell.

3. Review of the medical record ravealed the
facility ré-admitted Resident #27 to the D-Wing
Rehab Unit, on 02/09/12, with diaghoses which
included Aftercare Trauma Fractured Bone,
Muscle Weakness General, and Depressive
Disorder. The facility assessed Resident #27, in
a Significant Change MDS Assessment, daled
0216412, as being cognitively intact with a BIMS
acore of 15/15, as requiring extensive assistance
of two (2) people for toitet use, and was frequently
inconkinent of howel and bladder.

Review of the Unnary Incontinence Care Arga
Assessment Summary (CAAS), dated 02/22/12,
revealed Resident #27 was temporarily
incontinent related to not being able to get to the
toilet in time due to physical disability, external
obstacles or problems thinking or communicating.
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Further review of the CAAS revealed Resident

#27 was expected to regain full control of his/her A \M"mU/\ ywt—t
bladder when he/she was more mobile and self :

as the Comprehensive Plan of Care, dated

02/24/12, revealed Resident #27 was encouraged
to call for help at the first Indication of the need to
void rather than waiting until the urge was strong.

sufficient. Additional review of the CAAS as well ' U A g .y

Review of Nurse's Notes, dated 03/31/12 at 2:45
PM, revealed when the nurse asked Resident
#27 if he/she had a Certified Nursing Assistant
(CNA) assist him/her to the toilet that moming the
resident stated "No, | had my call light on for a
long time and no one came to help me so I put
myself on the tollet'. Further review of the
Nurse's Notes revealed the CNA had come once
during the night to help, but no one had come that
morning. Additional review of the Nurse's Notes
revealed the nurse discussed with Resident #27
the importance of waiting for staff to come and
assist him/her when needed. ‘

An interview conducted with Resident #27, on
03/29/12 at 1:15 PM, revealed he/she
"sometimes” had to wait thirty (30) minutes for
staff to respond to histher call light, and that
he/she had incontinent episodes "about every
couple of weeks" while waiting on staff to
respond. He/she revealed his/her longest waits
had been on the three (3) to eleven {11) shift, -
usually around 10:00 PM, and.that he/she felt
embarrassed with him/her self and upset with
staff when he/she was incontinent.

InteNiew, on 05/10/12 at 3:00 PM, with LPN #14
who wrote the Nurse's Notes dated 03/31/12 at -
2:45 PM, revealed Resident #27 complained
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he/she had the call bell on and was not checkead

on for a long period of time on the night shift on ' {’\’ﬂ_ ; "
03/30/12. Further interview revealed CNA#9 was | NI Uniw

the CNA assigned to him/her. The LPN stated A LO \3’ YL

she did not think she mentioned the call bell issus _ -

to the DON or ADON.

Interview, on 05/09/12 at 2:45 P, with Certified

‘| Nursing Assistant (CNA) #9, who was assigned to
Resident #27 on 03/30/12, during the night shift,
revealed he had never wiinessed Resident #27 to
be incontinent as shethe used the bed pan during
the time hefshe had a fractured foot and the
resident was always up out of the bed by 4:30 AM
per his/her request. He denied not checking on
the resldent through the night and not anwering
the call bell; He further stated, he was the only
CNAwhen he worked the "D" Wing and he did
rounds including incontinence care at 12:30 AM,

{ 3:00 AM and 5:30 AM. Continued inteiview
revealed he had to help with rounds on the
Reflections Unit also nightly because there was
only one CNA on the night shift on the Reflections
Unit and the residents on that unit sometimes had
behaviors. Continued interview revealed
Licensed Practical Nurse (LPN) #13 usually
worked when he was working and would not
answer call bells when he was off the unit. He
stated he could hear bells ringing when he was
off the unit and did not think it was safe because
the bed alarms and call bells were not answered
promptly by this nurse. Further interview
revealed he had taken this matter to the Assistant
Director of Nursing (ADON) and Licensed
Practical Nurse (LPN) #3/Unit Manager.

Interview, on 05/10/12 at 7:00 PM, with LPN #13,
who worked the night shift on 03/30/12 according
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(2) aldes to cover the "D" wing for the Reflections ‘ , \ i -

Unit and rooms outside the Reflections Unit on k__o-" U Unno

the night shift. She stated Resident#27 had - :

never complained to her about call bells not being (p. L8 1L

answered and the resident was checked on more
frequently than every two (2) hours at the time
he/she fractured his/her foot and was unable to
toitet self. She stated she did not do incontinence
rounds with the CNAs; however, she would cover
the Reflections Unitif the CNA from the .
Reflections Unit was needed to assist with a
resident who required a two (2) person transfer or
position in bed. She further stated she always
answered call bells and did rounds every two (2}
hours to ensure call bells wers in reach, water
was in react: and incontinence care had been
completed. '

Interview, on 05/08/12 at 12:30 PM and on
05/09/12 at 4:15 PM, with LPN #3/Unit Manager
where Resident #27 reslded revealed she had not
received complaints related to not being able to
cemplete care or call bells not being answered,
and she felt there was adaquate staff on all three
(3) shifts for the "D" Wing. .

interview, on 05/09/12 at 3:20 PM, with the
Aasistant Director of Nursing, revealed there was
sixteen (16) resident on the "D" Wing outside of
the Reflections Unit, and there was one (1) nurse
and one (1) aide on the night shift. He stated he
did not remember being notified of any concarns
related to staffing or call bells being answered for
this unit. '

4, Review of the medical record revealed the
facility admitted Resident #34 to the A-Wing
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Rehab Unit, on 04/09/12, with diagnoses which i
included Recent Pneumonia, Morbid Obesity, : /@,/H’ﬁ I
Diabetes Mallitus, and Gout. Review of the - b :
Admission Nursing Evaluation, dated 04/09/12, o\ V-

revealed Resident #34 was alert and oriented and
had a BIMS score of 15/15, required assistance
of two (2) for transfer and bed mobility and
‘needed physical help in part of bathing activity.
Review of an initial plan of care, dated 04/09/12,
revealed Residant #34 was to have a shower for
personal hygiene. Review of the CNA
Assignment/Flow shest revealed Resident #34 -
was to have a shower 6én Wednesdays and
Sundays during the 7 AM-3 PM shift.

Interview with Resident #34, on 04/17/12 at 3:45
PM, revealed hefshe had been at the facility for
nine (9) days and had ohly had one (1) shower.
Further interview revealed he/she should have

| had a shower two (2) days ago {Sunday) but -
there wasn't enough staff to get himsher up and
take him/her to the shower. Resident #34
indicated he/she woke up this moring and
smelled something "rank”. He/she stated the
CNAS wérs all nice to him/her and tried to do the
best they could with how many people they had to
take care of, and he/she didn't want to get the
CNAs In trouble,

Review of Resident #34's Nurse Aide Flow Sheset
Record, from 04/09/12 through 04/20/12,
revealed Resident #34 was given a shower during
the 3 PM-11 PM shift on Wednesday (04/11/12)
and a bed bath on Sunday (04/15/12).

Interview with' Resident #34's family while in the
room with Resident #34, on 04/17/12 at 4:00 PM,
revealed Resident #34 had bowel movements up
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and down the resident's back on Wednesday N g X
(04/11/12) at approximately 7:30 PM when they _ L,Q\""\'ﬂw‘
visited Resident #34 and staff stated they were U LR T

golng to give the resident a bed bath. The family
indicated staff had told them the first shift did not
have time to give the resident a shower and the
resident was suppose to get a shower on the 3
PM-11 PM shift, but they didn't have time to have
two (2) CNAs get him/her up with the mechanical
litt and take him/her to the shower. The family
stated they went to the nurse's station and had to
argue with staff and demand to give Resident #34
a shower because hefshe "smelled rank and like
shit”. Additional interview revealed they finally
gave Resident #34 a shower around 10:00 PM.
The family continued that today (04/17/12) they
walked in and hé/she smelled "stinky" because
he/she was only given a bed bath on Sunday
(04/15/12) so they were going to have to give
him/her a bed bath and demand another shower.

Interview with CNA #12, on 04/20/12 at 11:40 AM,
revealed she worked all three (3) shifts. CNA#12
indicated on Sunday (04/15/12) the first shift did
not have time to give the resident a shower and it
was probably because he/she was a mechanical
lift and they put if off onto second shift. Additional
interview revealed she worked second shift on
04/15/12 and didn't have time to give the shower
sither, so she gave the resident a bed bath
hecause that wouldn't take as much time or
require the assistance of two (2) CNAs. Additional
interview, on 05/07/12 at 3:00 PM, revealed some
CNAs would say or document that a resident had
refused a shower because they didn't want to get
in trouble for only glvmg a bed bath and not a
shower.
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Interview with CNA #28 and CNA#34, on ' -
04/20/12 at 12:00 PM, revealed Resident #34 had Juci‘ﬁ et
refused a shower during the 7 AM- 3 PM shift on g~
04/15/12 and stated a bed bath would be fine: Lﬁ’ .

Review of NNs.and the Nurse Aide 'Flow Sheet
Record, for 04/156/12, revealed no documented
evidence Resident #34 had refused a shower,

Interview with Registered Nurse (RN} #3, on
05/11/12 at 2:15 PM, revealed she was told by the
.| CNAs Resident #34 refused a shower and he/she’
received a bed bath, Further interview revealed
she was unaware Resident #34 had wanted a
shower instead of a bed bath. RN #3 indicated if
the CNAs needed help with getting the resident to
the shower because the resident was a two (2)
person assist then they could let her know and
she could have assisted.

Interview, on 06/08/12 at 2:55 PM, with the -

| Registered Dietitian (RD), who was Resident
#34's "Angel", revealed she visited Resident #34
twice a week since admisslon and no congerns
had been brought to her attention related to the
resident not getting a shower. Review of the RD's
bi-weekly visitations with Resident #34, from
04/09/12 through 04/30/12 revealed there were
no concerns voiced by Resident #34 related to
not getting a shower. . .

5. Review of the medical record revealed
Resident #45 was re-admitted to the A-Wing
Rehab Unit of the facility, on 03/23/12, with
diagnoses which included Pneumonia, Diabetes,
Functional Daclina After Hospitalization, and
Obesity. Review of an Admission MDS, dated
03/30/12, revealed the facility assessed Resident
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#45 as having no behaviors, required extensive ' W U N..,_,{»
assistance of one person for personal hygiene, VM _

.| physical help in part of bathing, and had a BIMS g
score of 14/15, which indicated the resident was _ l_‘g s
cognitively infact. : '

Reaview of the Comprehensive Plan of Care for
Resident #45, dated 04/09/12, revealed Resident
#45 was to be taken to the shower room two (2)
times per week and as needed. Review of the
CNA Assignment/Flow Sheet for Resident #45,
not dated, revealed Resident #45 was to be taken
| to the shower room on Mondays and Thursdays
during the 7 AM-3 PM shift and the resident was
to "get up by 10:00 AM daily".

Review of Resident #46's Nurse Aide Flow sheet
Record, from 04/04/12 through 04/20/12,
revealed Residant #45 only received a shower on
two {2) of the scheduled six (8) days.-Resident
#46 received a shower on Monday, 04/09/12 -and
04/16/12, and did not receive a shower on

| Monday (041'02/12), or Thursdays (04/05/12,
04/12/12 and 04/19/12).

Observation, on 04/20/12 at 2:00 PM, revealed
Resident #45 was sitting up in hisfher wheelchair
In the dining/activity area of the C-Wing.
Interview.with Residént #45 at that time revealed
he/she did not feel clean and felt “awful”.
‘Resident #45 indicated he/she was suppose o
have a shower early that morning, but staff was
busy giving a shower to another resident and
he/she did not want to wait to have a shower after
10:00 AM because hefshe liked going to the
10:00 AM activity or morning therapy group
exercise. Further interview revealed Resident #45
had to miss getting a shower aimost once a week
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1 feel clean unless hefshe had a shower and

| Review of Nurse's Notes (NN}, dated 04/27/12,

| Rasident #45 refused a shower atter heing

due to the facility not having enough staff to give
him/her a shower in the morning. as he/she
preferred, Resident #45 indicated hefshe did not

helshe felt "awful”.

revealed Resident #45 refused a late morming
shower related to wanting to go out to eat with
Activities. i

Review of NNs, dated 05/03/12, revealed

informéd a shower would not be givan until after
lunch. Further review of the NNs revealed the
resident stated he/she wanted showers In the
morning.

Review of NNs, dated .05/07/12, revealed
Resident #45 requested to have a bed bath that
morning related to not wanting to wait for a
shower, '

During an interview with RN #3, on 05/11/12 at
2:15 PM, RN #3 revealed it was difficult for the
CNAs starting work at 7:00 AM to glve a resident
a shower because they had to get residents up
and ready for breakfast. Further interview
revealed If a resident wanted an early morning
shower it would have to be given around 6:00
AM. RN #3 indicated Resident #45 should get a
shower early in the morning if that was hisfher
preference.

Interview, on 05/08 at 2:66 PM, with the .
Registered Dietitian (RD), who was Resident
#48's "Angel", revealed she visited Resident #45
two (2) times a week since admission and no

kQMH’adﬂmJ.'
. \8 1%
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Rehab Unit were more "nesdy" and it was difficult

concerns had been brought to her attention
related to the resident not getting a shower.
Additional-interview revealed the only concern
Resident #45 had was related to wanting histher
food preferences changed. Review of the
bi-weekly visitations with Resident #45 revealed
there was only one {1} concern voiced by
Resident #45 relaied to wanting his/ber food
preferences changed.

Interview with CNAs #28 and #33, on 04/20/12 at
3:30 P, revealed residents on the A-Wing

to meet all the residents' needs and sometimes
showers couldn't be given during the scheduied
first shift so they had to verbally inform the
sacond shift a residant needed to be given a
shower, Additional interview revealed Resident
#34 and #45 were large people and required the
use of a mechanical lift and two (2) CNAs to take
the residents fo the shower room. Further
interview revealed If there were only three (3)
CNAs on the unit then this could not always be
done bacause that would leave only one (1) CNA
to take care of the neads of the other twenty-nine
(29) residents. Continued Interview revealed
Resident #45 wanted to take his/her shower
earlier in the morning because the resident
enjoyed going to the morning group activity and if
they didn't have time fo take the resident before
10:00 AM, the resident would refuse the shower
and would accept’a"bed\%;h. '

ravealet it was difficult to answer the call bells,

Intervlggy ith CNA#6, on.04/16/12 at 9:15 PM,
give showers, assist résidents to the toilet, and

feed residents with only having three (3) CNAs on |

the A-Wing Re’ha_b Unit. Further intérview

AU~
lp. 18-V -
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_ revealed sometimes showers were missed, ' LQJ(‘%L(}\ st
especlally for residents who required a '
mechanicat ift with assistance of two staff. She o 18 1

indicated if showers could not be given then the
on-coming shift would be given a verbal report as
to'who still needed showers, or the residents
would bs given a bed bath, ’

Interview with LPN #10, on 04/18/12 at 9:55 PM,

| revealed she felt like the A-Wing Rehab Unit
needed.four (4) CNAS because with only three (3)
CNAs they had to rush through everything and
didn't have time to interact with residents.

An interview with CNA #28, on 04/18/12 at 3:40
PM, revealed she didn't feel like she had enough
time to get everything done during her 3:00 PM to
11.00 PM shift on the A-Wing Rehab Unit. She
indicated she usually had to stay over to complete
her work, seldom getting out on time. GNA#26
revealed sometimes showers were missed, and if |-
she was unable to get something completed she
would tell the on coming staff.

An interview with CNA#11, on 04/17/12 at 3:50 -
PM, revealed she took over and helped with :
staffing about three (3) wesks ago. She indicated
she felt resldent care suffered as a result of being
understaffed, with no time available to talk to
residents. Further Interview revealed the facllity
only scheduled three (3) CNAs on the A-Wing

and D-Wing Rehab Unit per budget, but there
really nesded to be at least four (4) CNAs on
each unit to meet the residents' needs. Additiona)
interview revealed some CNAs worked a lot of
overtime and were exhausted and couldn't always
meet residents' needs.
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interview with the Administrator and Director of i ; O o
| Nursing, on 04/12/12 at 3:00 PM, revealed they b&\’\’ﬁ (f’\"‘ LA
were not aware of any residents' complaints of It R
call bells hot being answered timely before (.0 A
residents had incontinent episodes, or complaints
that residents did not receive their scheduled
showers. Further interview revealed the facility
had an "Angel Program" where management staff
was assigned a certain number of residents and
each staff was to check on the resident at least
two (2) times per week for any concerns.
Additional interview revealad if there were .
concerns, staff was to discuss it during the
morning “stand-up" meetings, but nothing had
been discussed related to call bells not being
answered timely, or showers not being given.
F 246 | 483.15(e){1) REASONABLE ACCOMMODATION F 246
§S=p | OF NEEDS/PREFERENCES

A resident has the right to reside and receive
services in the facility with reasonable
accommodations of Individual needs and
preferences, except when the health or safety of
{ the individual or other residents would be
endangered.

This REQUIREMENT is nof met as evidenced
by: )

Based on obsarvation, interview, record review
and review of facllity's policy, it was determined
the facility failed to ensure individual needs and
preferances were accommodated related to what
time a resident wanted a shower for one (1} of
forty-five. (45) sampled residents. The facility
failed to ensure Resident #45 received a shower
prior to 10:00 AM as requested by the resident.
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The findings inciude:

Reviaw of facility policy entitled "Activities of Daily
‘Living", revised date of 01/04/12, revealed
Activities of Daily Living include the resident's
ability to baihe. Additionat review of the policy
revealed a resident's preferences should be.
respected and reasonable accommodations
should be made to maximize the resident's
functional ahilities.

Medical record review revealed the facility
re-admitted *iesident #45 on 03/23/12, with
diagnoses which included Pneumonia, Diabetes,
Functiona! Dacline After Hospitalization, and
Obesity. Review of the Admission MDS, dated
03/30/12, revealed the facility assessed Resident
#45 to requirad extensive assistance of one
person for parsonal hygiene, physical help iri part
of bathing, and had a Brief Interview of Mental
Status (BIM$) score of 14/15, indicating the
resident was cognitively intact.

Observation, on 04/20/12 at 2:00 PM, revealed

.| Resident #4B was sitting up in histher wheelchair
in the diningfactivity area of the C-Wing. Interview
with Residant #45, at that time, revealed hefshe
was suppose to have a shower early that
morning, but staff was busy giving a shower to
anothér resident and he/she did not want to wait
to have a shower after 10:00 AM because he/she
liked going to the 10:00 AM activity or moming
therapy group exercise. Further interview

| revealed Resident #45 had to miss getling a
shower almost once a week due to staff not being
able to take him/her to the shower prior to 10:00
AM. Resident #45 indicated he/she did not feel
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clean unless he/she had a shower. . \
Review of the Comprehensive Plan of Care.for ﬂ’\w

Resident #45, dated 04/09/12, and the CNA
Asstgnment/Flow Sheet, not dated, revealed the
resident was to be taken to the shower room two
(2) times per week on Mondays and Thursdays
during the 7 AM-3 PM shift and as needed. Per
the assignment sheet, the resident was to "get up
by 10:00 AM daily". -

(p \& '

Review of the Nurse Aide Flow Sheet Record,
from 04/01/12 through 04/20/12, revealed
‘Resident #45 only received a shower on two (2)
of the scheduled six (6) days. Resident #45
received a shower on Monday, 04/09/12 and
Monday, 04/16/12, and did not receive a showsr
‘on Monday, 04/02/12 or Thursdays 04/05/12,
0411212, and 04/19/12.

Review of Nurse's Notes {NN) revealad, on
04/27/12, Resldent #45 refused a late morning -
shower refated to wanting to go out to eat with
Activities, On 06/03/12, revealed Resident #45
refused a shower after being informed a shower
would not be given until after lunch. On 05/07/12,
revealed Resident #45 requested to have a bed
bath that morning relatad to not wanting to wait
for & shower. Further review of the NNs revealed
the resident stated he/she wanted showers in the
morning.

Interview with CNAs #28 and #33, on 04/20/12 at
3:30 PM, revealed Resident #45 wanted to take
hisfher shower earlier in the mormning hecause the
regsldent anjoyed going to the morning group
activity and if they didn't have time to takes the
resident before 10:00 AM, the resident would
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refuse the shower and would accept a bed bath. Unn"

‘During an interview with RN #3, on 05/11/12 at Lv LAE A
2:15 PM, RN #3 indicated it was difficult for the
CNAs starting worlc at 7:00 AM to give residents a
shower because they had to get residents up and
ready for breakfast. Further interview revealed if a
resident wanted an early morning shower it would
have to be given around 6:00 AM. RN #3
indicated Resident #45 should get a shower early
in the morming if that was his/her preference.

F 279 | 483.20(d), 483.20(k){1) DEVELOP F 279
§8=D | COMPREHENSIVE CARE PLANS

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

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
neads that are identified in the comprehensive
assessmett. '

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

This REQUIREMENT is not met as evidenced
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| Review of the faaility’s policy tilled, “Care Plans

Continued From page 27

by:

Based on observation, interview, record review
and review of the facility’s policy, it was
determinéd the facility failed to develop a
Comprehensive Cara Plan with measurable
objectives and timetables for four (4) of the
forty-five (45) sampled residents (Residents #8,
#11, #2 and #27).

The facility failed to develop a Comprehensive
Care Plan to direct the care for Resident #8
related to the development of a -
Vancomycin-Resistant Enterococci (VRE) urinary
tract infection and the Contact Pracautions that
wara implermantead,

The facility failed to develop a care plan for
Resident #11 related to Resident #11's need for a
two (2) person assist with toilsting and the need
to use a hed pan.

Resident #2's care plan was not developed
related to the resident’s need for the assistance
of two (2) with toileting after a Significant Change
Assessment, dated 03/16/12.

The fagility failed to develop a plan of care for
Resident # 27 related to the resident's specific
toileting needs after the resident was re-admitted
to the facillty on 02/08/12 with diagnoses of
Status Post Open Reduction Internal Fixation for
a Left Bimalleolar Fracture.

The findings include;

(POL 805)", dated 01/04/12, revealed the
Comprehensive Care Plan would be developed

F 279

sy

le. L8V
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Continued From page 28

within seven (7) days after the completion of the
comprehensive assessment. The policy
confirmed that the comprehensive care plan was
developed to address the resident's specific
conditions, risks, needs, behaviors, preferences
and with standards of practice that included
measurable objectives, interventions/services,”
and timetables fo meet the resident's needs as
identified in relation to the resident's response to
the interventions or changes in the resident's

" condition.

1: Review of the medical record for Resident #8
revealed the facllity admitted the resident on
03/17/12, with diagnoses which included Chronic
Obstructive Pulmonary Disease, Atrial
Fibritation/Flutter, Depression, Anxiety, Arthritis
and Depression.

Review of the Admission Minimum Data Set
(MDS) Assessment for Resident #8, dated
03/24/12, revealed the facility assessed Resident
#8 as being alert and ariented and requiring
extensive assistance from staff for Activities of
Daily Living. '

Review of the Physician's orders, dated 03/26/12,
revealed Resident #8 had Vancomycin-Resistant
Enterococci (VRE) infection confirmed by & urine
culture report. Zyvox (an antibiotic) 600
milligrams {mgs) was ordered to be administered
orally to-Resident #8 twice each day. Further
review revealed Contact Precautions were
required, based on nursing judgement, to prevent
person to person transmission of the urine
infection VRE. :

Review of the Comprehensive Care Plan, dated

Fore] Plagns 32
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04/04/12, revealed no documented evidence the I (Y\Q’P"

facility had developed a care plan to address \ﬂv VAL _

Resident #8's urinary tract infection of VRE, or L(I RE RN

" | the resident being on Contact Precautions.

interview, on 04/18/12 at 11:45 AM, with the MDS
Coordinator revealed the Comprehensive Care
Plan was developed from information obtained
from the comprehensive assessment, care area
assessments, change in condition forms,
Physician's orders and the Initial care plan. The
MDS Coordinator revealed acute infections were
addressed on a separate care plan and were
‘completed by the Infaction Control Nurse.

Interview, nn 04/19/12 at 2:40 PM, with the
Diractor of Nursing (DON) revealed the Infection
Control Nurse was on maternity leave and the
DON had resumad the responsibllities of Infection
| Control. The DON stated the Comprehensive
Care Plan was completed by the MDS staff after
the comprehensive assessment and should
address infections and any precautions requlred.
The DON stated she was not aware the Infection
Contro! Nurse was required to develop cere plans
related to Infactions.

2. Record review revealed the facility admitted
Resident #11, on 01/31/12, with diagnoses which
included Diabetes Mellitus, Anemia, Anxiety,
Atrial Fibrittation, Constipation, Motor Vehicte
Accident with severe Blunt Trauma with muitiple
Fractures involving both Tibias, Right Arm, Spine
and Pelvis, and Left Pneumothorax. Review of
an Admission Nursing Evaluation, dated
01/31/12, revealed the facility assessed Resident
#11 to be alert and oriented and as being non
ambulatory due to instability of the fractures.
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Review of Resident #11's Admission MDS L@'W

Assossment, datad 02/07/12, revealed the facility (o8-
assessed the resident as being continent of
bowel, utilizing a catheter for bladder, and
required the total assistance of two (2) persons
for toileting. ‘

Interview with Resldent#11, on 04/20/12 at 10:45
AM, revealed he/she could not get up out of bed
and relied on staff to bring him/her a bed pan to
have bowel movements. -

Interview with CNA#12, on 04/20/12 at 11:40 AM,
revealed Resldent#11 was cutrently not able o
get out of the bed due to hisfher car accident and
1 utilized a bed pan to have a powe! movement.

During an interview with Registeréd Nurse (RN)
#3, on 05/11/12 at 2:16 PM, RN #3 indicated
Resident #11 was alert and oriented and
continent of bowel. Further interview revealed
Resident #11 needed assistance of two (2) staff
for iransfer and the resident could use a bad pan
or be taken to the toilet by two (2) staff members.

Review of Resident #11's Comprehensive Plan of
Care, dated 01/31/12, revealed Resident #11 had
problems providing self care and was dependent
upon others. for dally care needs related to heing
in a car accident in December of 2011, Further
racord review revealed no documented evidence
the facliity developed a care plan to address
Resident #11's need fo uiilize a bed pan with the
assistance ot two (2) for bowe!l movements.

Interview, on 05/08/12 at 1:30 PM, with MDS
Coordinator #3, who developed the plan of care
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for Resident #11, revealed Resident #11 did not ' g

have a plan of care developed ralated to bowe! . 7 “’TMW

toileting needs because the resident was U \ 5“;?—

continent of bowel.

Interview with MDS Coordinator #2, on 05/09/12
at 1:45 PM, revealed even though Resident #11
was continent of bowel a Comprehensive Plan of
Care should have been developed to address the
resident's need for assistance with toileting to
include the use of a bed pan.

3. Review of Resident #2's medical record

| revealed diagnoses which included Demeritia,
Anxiety, Parkinson's Disease and a History of |
Falls. '

Review of the Bowel Assessment, dated
02/17/12, which was the most recent Bowel
Assessment prior to the Significant Change
Minimum Data Set (MDS) Assessment dated
03/16/12, revealed Resident #2 had incontinence
of bowsl due to a recent admissionto the
hospital, wore briefs, was able to perceive the
need to defecate and was tollsted every two
hours and as needed. Further review revealed
the resident needed two (2) to assist with
transfer.. -

Review of the Significant Change Minimum Data
Set {(MDS) Assessment, dated 03/16/12,
completed by Registerad Nurse (RNY MDS
Coordinator #2 revealed the facility assessed the
resident as having moderate impairment in
cognitive skills for decision making, and as
reguiring extensive assist of one (1) for toileting,
and transfers.” Further review revealed the
resident was assessed as frequently incontinent
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of bowel and bladder.

Review of the Care Area Assessment Summary
(CAAS), dated 03/20/12, completed by RN/MDS
Coordinator #2 revealed the Urinary tncontinence
CAAS staled the resident had Functional
Incontinence {unable to 1citet in time due fo
physical disability, external obstacles, or
problems thinking or communicating) and was
unable to toilet independently. Further review of
the Falls CAAS, dated 03/20/1,2 revealed the
resident required the extensive assistance of two
(2) for transfers.

Review of the Comprehensive Plan of Care, with
a problem date .of 01/30/09, revealed the resident
had an alteration in elimination and required
assistance with tolleting. The interventions
included tolleting every hour and as needed with
the assist of one (1)

Interview, on 05/09/12 at 10:45 AM and on
05/11/12 at 1:30 PM, with Registered Nurse/MDS
Coordinator #2, revealed she compleled the Care
Plan for the Significant Change MDS, dated
03/18/12, due to the resident receiving a feeding
tube and becoming weak after hospltalization.
She further stated she did not complete a whole
new Care Plan; however, updated the Care Plan
in the areas heeded. She verified the Care Plan

"1 she reviewed and revised for the 03/16/12 MDS
| stated the resident was to be toileted with one

assist every hour and as neaded. Further
interview revealed she gathered information for
uptating the Care Plan from resident interviews,
staff Interviews, Resident Progress Notes and
nurse aide flow sheets to include the Flow Sheet
Records, and the Late Loss ADL (Activities of

W 2 el
o \& T
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| person assist for toileting at the time the MDS

Daily Living) Flow Sheet. She stated she did not
ensure a new bowel and biadder assessment
was done.and was unsure If the policy stated
there was to be a new bowel and bladder
assessment with a Significant Change MDS.
Further interview revealed she relied heavily on
Certified Nursing Assistant interviews and Flow
Sheets when completing the MDS and Care Plan
and after review felt the resident was a one {1)

dated 03/16/12 was completed. She did not
revise the Care Plan related to transfers/toileting
because she did not feel it was needsd.

Interview, on 05/11/12 at 5:00 PM, with the
Diractor of Nursing revealed there should have
been a new bowel and bladder assessment
completed with the Significant Change MDS,
dated 03/16/12, in order to have current
information related to the resident's functional
status related to foileting. She further stated per
the information in the CAAS, dated 03/20/12, and
the Bowel Assessment, dated 02/17/12, a
Comprehsensive Plan of Care should have been
developed with the MDS dated 03/16/12 to
include two (2) person assist with fransfer and
toileting. (Refer to F-315)

4. Review of Resident #27's medical record
revealed the facility re-admitted this resident fo
the D-Wing Rehab Unit, on 02/09/12, with
diagnoses which included Aftercare Trauma
Fractured Bone/ Status Post Open Reduction
Intsrnal Fixation for a L.eft Bimalleolar Fracture,
Muscle Weakness General, and Depressive
Disorder. The facility assessed Resident #27, in
a Significant Change MDS Assessment, dated
02/16/12, as being cognitively infact, as requiring
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'me as neaded with peri care". Another

extensive assistance of two (2) people for toilet
use, and as frequently incontinent of bowel and
bladder.

Review of the Urinary Incontinence Care Area
Assessment Summary (CAAS), dated 02/22/12
revealed Resident #27 had Translent
incontinence (temporary/occasional relaied to a
potentially improvable/raversible cause) and
Functional Incontinence (temporarily can't getto
the toilat in time due to physical disability, external
obstacles or problems thinking or
communicating). Further review of the CAAS
revealed Resident #27 was noted to have some
urinary incontinence since fracturing his/her foot
and was expected to regain full control of his/her
bladder when he/she was more mobile and self-
sufficient.

Review of the Comprehensive Plan of Care,
dated 02/24/12, rovealed Resident #27 was
having frequent incontinence of bladder, and
ocecagional incontinence of bowel since he/she
sustained a fractured foot. The interventions
included, “I do not want or need you to check me
for incontinence every two (2) hours, especially at
night. | am very aware when | have lost control
and will let your know when it happens. Assist

intervention stated, "You can offer me toileting
assist every two (2) hours to help me maintain
continence". The interventions had conflicting
information abouti how often the resident was to
be thecked and toileted. ’

Review of Nurse's Notes, dated 03/31/12 at 2:45
PM, revealed when ihe nurse asked Resident
#27 if he/she had a CNA assist him/her to the
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_ toitet that moming the resident stated "No, | had ) :
my call light on for a long time and no one came VA AS B
to help me so | put myself on the toilet”. Further ’ )
review of the Nurse's Notes ravealed the CNA : [_p I I P

had coma once during the night to help, but no
one had come that moring. Additionat review of
the Nurse's Notes revealed the nurse discussed
with Resident #27 the importance of waiting for
staff to come and assist him/her whan needed.
(Refer to F-241)

An interview pconducted with Resident #27, on
03/29!12 at 1:15 PM, revealad hefshe
“sometimes” had to wait thirty (30) minutes for
staff to respond to his/har call ight, and that
he/she had incontinent episodes "about every
couple of weeks" while waiting on staff to
respond., He/she revealed his/her longest waits
had been on the three (3) to eleven (11) shif,
usually around 10:00 PM, and that he/she felt
embarrassed with him/her self and upset with
staff when hefshe was incontinent.

Further interview with Resident #27, on 05/11/12 o : '
at 4:00 PM, revealed when he/she fractured
his/her foot he/she was unable to toilet self and
-1 depéndead on staff. . The resident stated at that
time, she/he was not given the option of being
checked on evary two (2) hours, but was told to
ring the call bell if needing assistance. Continued
.| interview revealed it was not true that he/she did
not want to be disturbed. "1 would really ‘
appreciate someons coming in every two (2)
hours, that would be wonderful". Observation of
the resident at the time of the interview, revealed
hefshe was transfering seif and ambulatmg
independently with a walker.
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| Interview, on 05/08/12 at 12:30 PM and 1:00 PM, : _

with Licensed Practical Nurse (LPN) #3/ Unit W{’Z’l@lﬂ PREAS

Manager where Resident #27 resided, verified : '

the incontinence Care Plan was contradictory and Lﬂ [

the MDS Coordinators compieted the Care Plans. LS

She stated the Certified Nursing Assistants
(CNA's) were to check the CNA Assignment
Sheets for reference to provide care which was
not a part of the permanent record and was
updated frequently. She stated she was unsure
of what interventions were on the Assignment
Sheet for Resident #27 related to incontinence
care during the period when hefshe could not

independently toilet self related to the fractured
foot.

Interview, on 05/00/12 at 10:00 AM, with
Registered Nurse/RN/MDS Coordinator #2,
revealed she had completed the Care Plan for
Resident #27 dated 02/24/12. She stated she
reviewed the chart and interviewed staff at the
time she was developing the Care Plan.
However, she relied on the interview with the
resident who was alert and oriented and informed
her he/she did not want staff to check on her/him
every two (2) hours duse to the resident being
aware of the need to foilet. Continued interview
revealed she cauld see how the interventions on
the Care Plan were contradictory; however, what
she was frying to convey on the Care Plan was
the resident did not feel the need to be checked
for incontinence. She stated the resident was to
be toilsted as needed and was 10 ring the bell
when needing assistance. _
F 280 | 483.20(d)(3), 483.10(k}{(2) RIGHT TO F 280
5=0) | PARTICIPATE PLANNING CARE-REVISE GP

The resident has the right, unless adjudged
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incompetent or otherwise found to be _ "\’?F/C ,h RSt
incapacitated under the laws of the State, to W

parficipate In planning care and treatment or (ﬂ -\ -
chanhges in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prapared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriata staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This. REQUIREMENT is not met as evidenced
by:

Based on observation interview, racord review,
and policy review it was determlned the facllity
failed fo review and revise the comprehensive
plan of care for two (2) of forty-five (45) sampied
residents (Residents #19 and #36) related to the
residents being on contact isolation precautions.

The findings include:

Review of the facility's policy titled, "Care Plans”,
dated 01/04/12, revealed a comprshensive care .
plan would be developed that was consistent with !
the resident's specific conditions. The policy also
revealed the facility would monitor the resident's
condition and the effectiveness of the care plan
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interventions and would revise the care plan - l_z. o
quarterly, annually, with any significant change LW ﬂ/c’hw
assessment, or as nseded and it would reflect U SR I

current professional practice standards and have
trealment objectives with measurable outcomes.

1. Observation of Resident #19, on (03/27/12, at
12:16 PM, revealed an isolation supply steeve
hanging on the bedroom door, The supply sleevs
contained masks, gowns and gioves. Further
observation revealed = sign in the sleeve stating
to check. at the nurses' station prior to entering
the resident's room.

Review of Resident #19's medical record

"I revealed the facility admitted the resident on
12/11/08, with diagnoses which included Chronic
Obstructive Pulmonary Disease {COPD),
Fibromyaelgia and Depression.

Review of the laboratory reports for Resident #19,
revealed a urine culture report dated 03/01/12,

| which was positive for Methicillin Resistant
Staphylococcus Aureus (MRSA). A raview of the
Physician's orders revealed a telephone
Physician's order, dated 03/01/12, for the resident
to take Bactrim DS (antibiotic) twice daily orally
for seven (7) days. Resident #19 was placed on
cantact isolation precautions on 03/01/12. The
resident had a repeat urine culture, dated .
03/19/12, which was not positive for MRSA.
However the resident remained on isolation
precautions.

Review of the most recent quarterly Minimum
Data Sat (MDS) Assessment, dated 01/26/12,
reveaied the faciiity had assessed the resident to
be continent of both bowel and bladder and
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required the extensive assistance of two (2)

persons to toilet. JA“’@E:J’\ O~k

A
Areview of the comprehensive plan of care for

Resident #19, dated 09/01/11, revealed no

| documented evidence the care plan was revised
to address the isolation precaution interventions
when the resident was placed on isolation’
precautions on 03/01/12. Review of the Certified
Nursing Assistant (CNA) assignment sheet also
| did not identify what isolation precautions were
suppose to be in place for Resident #19. .

An interview conducted with CNA #10, who was
assighed t6 provide care for Resident #19 on
03/27/12, revealed she was unaware of what
isolatlon precautions were required for the
resident. CNA#10 stated she utilized the CNA
assignment sheet for the information regarding
the raquired care for each resident. CNA #10
stated she did not routinely work on the C Wing
and was not sure what precautions were suppose
to be used for Resident #19. The CNA stated the
information was not on her CNA assignment

| sheet. However, observation of the door to the
resident's room revealed a sign stating that

| staffivisitors should chack with the nurse before
entering the resident's room and the isolation cart
was observed in the hallway outside the
resident's room,

An interview conducted with the Unit Manager for
the 300 Unit, {the unit where Resident #19
resided), on 03/29/12 at 1:20 PM, revealed
Residant #19 was suppose to be on contact
precautions and the staff was expscted to wear
gloves and should aiso wear a gown if coming
into contact with urine. During further interview,
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the Unit Manager stated interventions should
have been placed on the resident's care plan as
well as on the CNA assignment sheet related to
the resident being on contact isolation _
precautions. The Unit Manager stated either she
or'the Supervisor was responsible for updating
the CNA assignment sheet as well as the care
plan. She stated she was responsible to make
rounds several times daily to snsure residents
were being provided the care they required.

An interview conducted with the ADON, who was
covering for the Director of Nursing (DON), on
03/29/12, at 1:25 PM, revesled she made rounds
daily to ensure the residents in the facility were
being provided the care they required. The ADON
stated the comprehensive cara plan should have
had interventions regarding Resident #19 being in
isolation and the precautions should have been
on the CNA assignment sheet.

Per interview with the Unit Manager, on 03/29/12
at 1:20 PM and the ADON, on 03/26/12 at-1:25
PM, Resident #19 should have been taken out of
isolation on-03/19/12 when the repeat urine
culture was negative for MRSA; howaver,
Resident #19's isolation precautions were
discontinued on 03/27/12 after surveyor
intervention,

2. Review of Resident #36's medicai record
revealed the facility admitted Resident #36 on
01/10/12, with diagnoses which included Mental
Retardation, Schizophrenia, and Acute
Respiratory Failure. The facility assessed
Resident #36, in a Significant Change Minimum
Data Set (MDS) Assessment, dated 03/14/12, as
an eight of fifteen (8/15) on the Brief Interview of
1 Mental Status (BiMS), which indicated the

F 280 /PULW SLx
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| An interview with the Administrator, on.04/19/12

Continued From page 41

resident was moderately cognitively impaired.
Further review of Resident #36's medical record
revealed he/she was admitted to a hospital on
03/25/12, and was discharged back to the facility
on 04/02/12 with a diagnosis of Sepsis secondary
to MR8 aspiration pneumonia. :

Observations of Resident #36 during the course
of the survey revealed the facility was following
contact precautions for Resident #38.

Review of Resident #36's Comprehensive Care
Plan, dated 01/20/12, revealed no documented
evidence the facility updated the care plan to
include contact precautions. Further, review of
the CNA Assignment Sheet revealed it was not-
updated to include contact precautions.

An interview with MDS Nurse #2, on 04/19/12 at
10:55 AM, revealed Resident #36 should have
had contact precautions ravised on his/her care
plan. MDS Nurse #2 went on to reveal Resident
#36's care plan wasn't revised upon his/her return
fram the hospital to include contact precautions,
and that It should have baen,

at 3:00 PM, revealed information on contact
precautions should have been on the care plan,
as well as on the CNA assignment sheets.
483.20(k)(3)(I} SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
rmust meet professional standards of guality.

This REQUIREMENT is not met as evidenced

F 280
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by:

Based on observation, interview, record review,
and review of facility's policy it was determined
‘the facility failed to develop an initial Care Plan to
meet the needs of newly admitted residents for
two (2) of the forty-five (45) sampled residents
(Resident #8 and #34).

The facility failed to develop an Initial Care Plan
on admission to direct the care for Resident #8
related to a sputum/respiratory infection of
Extended Spectrum Beta Lactamase (ESBL)/E.
Coli, Contact Precautions and care required for a
peripherally inserted central catheter (PICC).

“The facility failed to develop an initial plan of care
‘for Resident #34's infection of Methicillin
Resistant Stuphylococcus Auraus (MRSA) in the
sputum and a1 diagnosis of Bacteremia, and
Contact Precautions. In addition, the facility failed
to develop a specific plan of care related to the
use of a Hoyar (mechanical Lift) when providing a
shower to Rosident #34,

The findings include:

Review of the facllity's policy titled "Care Plans"
{(POL 805), dated 01/04/12, revealed the Initial
‘Care Plan would be developed within twenty-four
{24} hours of adrmigsicn to address the immediate
needs of the resident until the Comprehensive
Care Plan was developed.

1. Araview of the medical record for Resident #8
revealed the facility admitted the resident on
03/17/12, with diagnoses which included Chronic
Obstructive Pulmonary Disease, Atrial
Fibrillation/Flutter, Depression, Anxiety, Arihritis
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SUMMARY STATEMENT OF DEFICIENCIES

.Review of the Initial Care Plan, dated 03/1 712,

and Depression. During the acute hospitalization
it was determined Resident #8 had positive
sputum for Extanded Spectrum Beta Lactamase
ESBL/E. Culi inféction and Contact Pracautions
were indicated to'reduce the transmission of the
infection among resident, staff, volunteers,
students and visitors. Review of the admission
orders revealed Resident #8 was ordered an
infravenous antibiotic, invanz 1 Gram to be
administered via the PICC line every moring.

revealad no documented evidence to direct staff
of the care required for the peripherally Inserted
central cathéter (PICC) anid failed to indicate
Resident #8's sputum/respiratory infection of
ESBL/E. Coli and the nead for Contact
Precautions.

Interview, on 04/19/12 at 910 AM, with
Registered Nurse (RN) #2/Unit Goordinator
revealed the Initial Care Plans were developed
upon admission by the nurse who admitted the
resident. RN #2/Unit Coordinator stated the Initial
Care Plan should have addressed the PICC ling,
ESBL/E. Coli infection and the need for contact
precautions.

Interview, on 04/19/12 at 2:40 PM, with the
Director of Nursing (DON) revealed the nurse
who admitted a resident to the facility was
responsible for the development of the initial care
plan. The DON confirmed the initial ¢are plan
failed to direct the care for Resident #8 related 1o
contact precautions, ESBL. infection, and the care
required for a PICC line.

Several telephone attempts, on 04/19/12, to
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contact the weekend nurse responsible for ' \ ' , :
admitting Resident #8 were unsuccessful, : \_,QU'%E’% Y PO
2. Review of the medical record revealed the ' Lo YRy L
facility admitted Resident #34 from the hospital, -

oh 04/09/12, with diagnoses which included
Recent Pneumonia, Morbid Obesity, Diabetes
Mellitus, Methicillin Resistant Staphylococcus
Aursus (MRSA) in the sputum, and Bacteremia.

Review of the Admission Nursing Evaluation,
dated 04/09/12, revealed Resident #34 was alert
and oriented and had a Brief Intarview of Mental
Status (BIMS) score of 15/15, required
assistance of two (2) for transfer and bed mobility
and heeded physical help in part of bathing
activity. Further record review revealed the facility
placed Resident #34 on Contact Precautions to
reduce the transmission of infections.

Raview of Physician's Ordears and the Medication
Administration Record (MAR), from 04/09/12
through 04/16/12 revealed Resident #34 was
ordered and administered an antibiotic,
Doxycylina 100 milligrams (04/09/12-04/11/12)
and Bactrim {initiated 04/12/12) to be
administered twice a day.

Observation, on 04/16/12 at 9:00 PM, revealed
there was a sign on Resident #34's door directing
visitors 1o repart ta the nurse's station before
antering the room. Additional observation

| revealed & plastic sleeve with inserts was
overhanging the door and containad gloves,
masks, and gowns.

interview with CNAs #28 and #33, on 04/20/12 at
3:30 PM, revealed Resident #34 was a large
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person and required the use of a mechanical lift
and two CNAs to take the residents 1o the shower
room.

Review of an Initial Plan of Care, dated 04/09/12,
revealed Resident #34 was to have a shower for
personal hygiene. The area on the: Initial Plan of
Care o describe what was to be done by staff
related the resident receiving showers was blank.
Review of the CNA Assignment/Flow sheet
revealed Resident #34 was to have a shower on
Wednesdays and Sundays during the 7 AM-3 PM
shift. Additional review of the Initial Care Plan
revealed no documented evidence the facility
developed a plan of care to direct staff of the care
required for Resident #34's sputum/respiratory
infection of MRSA and Bacteremia, the resident
being on Contact Precautions, or the need to
utilize a Hoyer {mechanical lift) to to take
Resident #34 to the shower.

Interview with the admitting nurse, LPN #1 0, on
04/16/12 at 9:50 PM, revealed on nights when
there were two to three (2-3) admissions it was
difficult to get all the paperwork finished, including
tnitial Plans of Care.

Interview, on 04/19/12 at 9:10 AM, with RN
#2/Unit Coordinator revealed the Initial Care
Plans were developed upon admission by the
nurse who admitted the resident. RN #2/Unit
Coordinator stated the Initial Care Plan should
have addressed the infections, the need for
contact precautions and the need for staff to
utllize a Hoyer (mechanical lift) to take the
resident to the shower.

Interview with the Minimium Data Set

—

i leaz See Dlcliea® G757
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Coordinators #1, #2 and #3, on 04/1 912 from
10:25 AM through 11:15 AM, revealed it was the
responsibility of the nurse who admitted a
resident to initiate the initial plan of care. Further
interview revealed thare were pre-made plans of
care for infections and the admitting nurse just
needed to fill in what the infection was and if the
resident was on any kind of isolation. Additional
intétview revealed admitiing nurse should have
described staffs need to utilize a Hoyer
(mechanical liff) when giving the resident a
shower.

F 282 | 483. 20(k)(3)(n) SERVICES BY QUALIF IED F 282
55= | PERSONS/PER CARE PLAN

| The sarvices provided or arranged by the facility
must be provided by qualified persons in

accordance with each resident's written plan of
care.

This REQUIREMENT is rot met as svidenced
by:

Based on observation, interview, record review
and review of the facility’s poiicy, it was
determined the facility failed to ensure care was
provided in accordance with the written plan of
care for three (3) of forty-five (45) sampled
rasidents (Resident #15, #2 and #45),

The tacility failed to ensure Resident #15's
comprehensive plan of care was followed related
to turning and repositioning every two (2) hours,
and as needed for comfort. Observations of the
resident on 03/27/12 revealed the resident was
positioned on his/her right side from 12:30 PM to
| 6:30 PM.

i
L
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Observation, on 05/07/12 at 5:00 PM, revealed

Resident #2 was nof fransferred from the broda
chair to the toilet by the assistance of two (2) as
per the plan of cara, . '

Resident #45 was not taken to the shower room
twice a week per the plan of care,

The findings include:

Review of the facility's policy titled
"Gomprehensive Plan of Care", dated 05/28/08,
revealed the facility would communicate new or
changed care plans to caregivers zand ensure any
care cues were placed appropriately to remind
caregivers of the resident's special naeds.

1. Review of the medical record revealed the
facility admitte:l Resident #15, on 04/21/10, with
diagnoses which included Late Effects of Spinal
Cord Injury, Quadriplegia, Dementia, Hypotension
and Deep Vein Thrombosis. A review of the
quarterly Minimum Data Set (MDS) Assessment,
dated 02/09/12, revealed Resident #15 was
seversly impaired in his/her cognitive skills, The
facility assessed the resident as having a Stage
IV pressure ulcer. The resident was assessed as
rarely or never making decisions regarding tasks
of daily living. Further, review of the MDS
revealed Resident #15 was totally dependent on
the physical assistance of two (2) staff for bed
mobility,

Review of the Compréhensive Care Plan, dated
02/15/12, revealed the facility identified the
following problem “skin integrity impairment:
actual as well as potential for further breakdown,
Stage IV coceyx and scar tissue bath heels”. The
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facility developed and implemented the following
intervention for staff to turn and reposition the
resident every two (2) hours and as nesded for
comfort related to presence of skin breakdown
upon admission, Further review of the State
Registered Nursing Assistant (SRNA) assignment
sheet, dated 03/27/12, revealed the resident
required the assistance of two (2) staff for bed
mobility and transfers; however, it did not indicate
how often the staff was to turn and reposition the
resident,

A review of the Weekly Pressure Ulcer Condition
Report for Resident #15, dated 03/21 M2,
revealed the facility assessad the resident to have
a Stage 1l pressure ulcer to tha coceyx and a
Stage It pressure ulcer to the right buttock.

A review of the Nurse Aide Flow Record, dated
03/2712, revealed thers was no evidence
Resident #15 had been furned and repositioned
every two (2) hours as required on the resident's
comprehensive plan of care.

An interview with Resident #15's daughtar,
03/27/12 at 6:35 PM and on 03/28/12 at 12:40
PM, revealed she came daily to check on
Residént #15. On 03/28/12 at 12:40 PM, the
previous night before she lsft, she asked the staff
to come in and turn Resident #15. She stated it
was after 8:00 PM when she talked to the staff,
She questioned the aides when they came to
reposition Resident #15 when hefshe had been
turned. She stated the aides informed her they
did not know when hefshe was last turned.
Additionally, she voiced she was concerned
Resident #15 was not being turned avery two (2)
hours and did not want the resident to develop

F 282

Pl Cl0 e 542&:

(X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: - COMPLETED
_ : A. BUILDING
' B. WING C
- _ 185148 : : 05/11/2012
HAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
, 200 GLENWAY ROAD
KINDRED TRANSITIONAL CARE & REHAB-FOUNTAIN CIRCLE
N : N WINCHESTER, KY 40391
a0 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY EULL PREFIX {EAGH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY CR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
' . ) DEFIGIENCY)
F 282 Continued From page 48

. .‘—.. _I’Z
\vﬂr.mue'/\\/\/\wwl'{"j | 1(0 "

QR CPAS-2667(02-98) Pravious Versions Obsolste Evanl ID:3QP611

Facillty 1D: 100074 - If continuatlon shaet Page 49.of 90




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

"PRINTED: 06/25/2012
FORM APPROVED
OMB NO. 0838-0391

FORM CMS-2567(02-88) Previous Varsions Obsolele

1| old blister to the left shin.

| compieting residents' care neads. She stated

awake and alert. At 3:30 PM and &:15 PM,
Resident #15 was lying on his/her right side
sleeping. At 6:35 PM, Resident #15's daughter
was in the room feeding him/her and the resident
was lying on his/her right side.

Observation during a skin assessment with a
facility LPN, on 03/28/12 at 11:20 AM, revealed
the resident was identified as having an intact
blister t¢ the right buttock covered with a
dressing. The observation revealed the resident
had an intact blister above the lefi hesl. The left
heel was noted as discolored and thars was an

An interview with Certified Nursing Assistant
(CNA) #12, on 03/29/12 at 3:30 PM, revealed she
was assigned to. provide care for Resident #15 on
03/27/12. She stated she was moved to the
B-wing to heip provide care to the residents. The
residents were turned avery two (2) hours and
she had tried to reposition them every two (2)
hours hut she was not able ta related to

she did not turn Residant #15 every two (2) hours
and admitted she only turned him/her once when
she changed his/her incontinent brief. She
revealed she had only turned Resident #15 once
during the shift and did not inform her nurse.
Additionally, she informed the next shift all of the
residents in the section needed to he checked
again. .
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anymore "bed sorés" ﬁ L
Observations of Resident #185, on 03/27/12 at i b e - ]
12:30 PM and 1:00 PM, revealed the resident MUERS
was in his/her bed lying on his/her right side
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An interview with Licensed Practical Nurse (LPN) :
#2, on 03/29/12 at 3:40 PM, revealed she was the LE-:Q L. 19@9/

Unit Manager for the B-wing of the facility. The
LPN revealed she did three (3) compliance ' _ ,(4 (-2 )
rounds daily during the shift to ensure the \A ._Hm 0 [/x wie .

residents ware being provided the care they

required. The LPN stated she monitored to
ensure residents were being turned and
repositioned during the compliance rounds. She
had not identifted any problems recently. She
had not received any reports from the aides
related to not being able to complete their work by
the end of their shift. She stated the aides may
struggie with completing care timely but it was
being completed. She was unaware Resident
#15 was turned only once during the day on
03/27/12, but the mides were expected to
complete the residents' care according to their
plan of care.

An nterview with the Interim Director of Nursing
Service, on 03/29/12 al 6:00 PM, revealed the
staff was fo provide care according to the
residents’ written plans of care and what was on
the CNA assignment sheet. The aides should be
turning Resident #15 every two (2) hours, as per
the Plan of Care,

2. Review of Resident #2's medical record
reveaied diagnoses which included Dementia,
Anxiety, Parkingon's Disease and a History of
Falls, Review of the Significant Change Minimum
Data Set (MDS) Assessment dated 04/03/12
revealed the facility assessed the resident as
having micderate impairment in cognitive skills for
-| decision making, as requiring extansiva assist by
two {2} staff for toileting, and total depsndence on
two {2) staff for iransfers.
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Review of the Care Area Assessment Summary
(CAAB), dated 04/09/12, revealed the resident
was non-ambulatory, required assistance, was
recently admitted to Hospice and was at risk for
further decline.

Review of the Comprehensive Plan of Care
revealed a problem, dated 01/30/09, which stated
the resident had an alteration in mobility:
positioning, ambulation related to poor balance,
nonambulaiory status, and weakness, The goal
with a target date of 07/14/12 revealed the
resident would continued to transfer with the
asgistance of two (2). The interventions revealed
the resident was to be transferred with the
assistance of two (2) staff.

Observation, on 05/07/12 at 5:00 PM, revealed
Certified Nursing Assistant (CNA) #15 assisted
Resident #2 from the broda chair to the tollet by
having the residsnt hold on to the grab bar, After
the resident had toileted, CNA #15 provided
incontinence care and applied briefs while the
resident was standing in front of the tollet holding
on to the grab bar. The CNA applied the briefs by
taping the attends together while the resident was
standing and then pulling up the attends. The
CNA then puiled the broda chair near the resident
and transferred the resident into the broda chair
while holding on to the resident.

Interview, on 06/07/12 with CNA#15, immediately
after the transfer, revealed Resident #2 was a
one {1) person transfer and had always been a
one (1) person transfer. She statad she referred
to her Nurse Aide Assignment Shest which she
carried in her pocket if there was a question

F 282
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related fo a resident's care.

Review of the Nurse Aide Assignment Sheet {)( oy
revealad Resident #2 was incontinent of bowel eabe bee-
and bladder and was to be transferred with the

=
assistance of two (2) staff. T i —ue\'a L’kwwz,v 4 PEVA

Intervisw, on 056/07/12 at 5:30 PM, with Licensed
Practical Nurse (LPN) #3/Nurse Manager for the
“D" Wing where Resident #2 resided, revealed
the CNAs carried the Assignment Sheets in their
pockets in order to have a reference to provide
care. After review of the Assignment Sheet, she

stated Resident #2 required two (2) to assist with
transfers.

3. Review of tha medical record revealed the
facility re-admittod Resident #45 on 03/23/12,
with.diagnoses which included Pneumonia,
Diabetes, Functional Decline After Hospitalization,
and Obesity. Review-of the Admission MDS,
dated 03/30/12, revealed the facility assessed
Resident #45 to require extensive assistance of
one person for personal hygiene, physical heip in
part of bathing, and had a BIMS score of 14/15
indicating the resident was cognitively intact.

Review of the Care Area Assessment Summary
{CAAS), dated 03/30/12, revealed Resident #45
was morbidly obese, had cardiac disorders, was
hospitatized due to Pneumonia, had a functional
decline and was extensively o totally dependent
upon cthers for histher daily care nasds.

Review of Resident #46's Comprehensive Plan of
Care, dated 04/09/12, revealsd the resident was
to be taken to the shower two (2) times per wesk
and as needed. Review of the CNA
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Assignment/Flow Sheet, not dated, revealed ' _ !
Resident #45 was to be taken to the shower room ’ _
on Mondays and Thursdays during the 7 AM-3. o be Ly -2
P shift and to get him/her up by 10:00 AM daily, -

Observation, on 04/20/12 at 2:00 PM, revealed -
Resident #45 was sitting up in histher wheelchair
in the dining/activity area of the C-Wing. Interview
with Resident #45-at that time revealed he/she
should have had a shower early in the morning,
but only got a bed bath because hefshe did not
want to wait to have a shower after 10:00 AM due
to wanting to go lo activities at 10:00 AM,
Rasident #45 indicated he/she had to miss
getting a shower almost once a week due fo staff
not being able to take him/her to the shower prior
to 10:00 AM. Resident #45 indicated hefshe did
not fesl clean unless hefshe had a shower and
hefshe felt "awful”,

Review of the Nurse Aide Flow Sheel Record,
from 04/01/12 through 04/20/12, revealed
Resident #45 only received a shower on two (2)
of the scheduled six {6) days. Resident #45
recelved a shower on Monday, 04/09/112 and
04/16/12, and did not receive a shower on
Monday (04/02/12) or Thursdays (04/05/12
04/12/12, and 04/19/12).”

Intarview with CNAs #28 and #33, on 04/20/12 at
3:30 PM, revealed Resident #45 wanted to take
his/her shower earlier in the morning because the
resident enjoyed going to the morning group
activity and if they didn't have time to take the
resident before 10:00 AM, the resident would
refuse the shower and would accept a bed bath.”

Interview with RN #3, on 05/11/12 at 2:16 PM,

\A’-#Gﬂj I/\W(\é Vl,% - |
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Aresidant who is unable fo carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and aral hyglene,

This REQUIREMENT is not met as evidenced
by: :

Based on interview, record review, and review of
the facility's policy, it was determined the faciiity
failed to ensure residents who were unhable to
carry out activities of daily living (ADL) received
the necessary services to maintain good nutrition,
grooming, and personal and oral hygiene for fwo
(2} of forty-five (45) sampied residents (Residents
#34 and #45). Residents #34 and #45 were
assessed by the facility to need physical help with
bathing. Residents #34 received a bed bath
instead of a scheduled shower on 04/16/12.
Resident #45 received bed baths instead of
showers for four (4) of the six-(6) scheduled
shower days in April.

The: findings include:
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revealed it was difficult for the CNAs starting work .
at 7:00 AM to give residents a shower because _ .
they had to get residents up and ready for 1 ef b 615:’ e
breakfast. Further inferview revealed if a resident ,
wanted an early morning shower it would have to ) QL_«M— Zp—l?*lL
be given around 6:00 AM. RN #3 indicated Al A AR LJLJ :
Resident #45 should be given a shower twice a .
week per the plan of care by adjusting the time
his/her shower was given,

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312
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-| Review of facility policy entitled "Activities of Daily
Living", revised 01/04/12, revealed Activities of
Daily Living include the resident's ability to bathe.
Further review of the policy revealed a resident's
abilities in activities of daily lving should not
diminigh unless the deterioration was -
unavoidable. Continued review of the policy
revealed a resident's prefarences should be
respected and reasonable accommaodations
should be made to maximize the resident's
functional abiiities. '

1. Medical record review revealed Resident #34
was admitted to the facility, on 04/06/12, with
diagnoses which included Recent Pneurrionia,
Morbid Gbeslty, Diabetes Meliitus, and Gout.
Review of the Admission Nursing Evaluation,
dated 04/09/12, revealed Resident #34 was alert
and oriented and had a Brief interview of Mental - _ B
Status (BIMS} score of 15/15, indicating the o !
resident's cognition was intact, required
assistance of two (2) for transfér and bed mobitity
and needed physicatl help In part of bathing
activity. '

Review of an initial plan of care, dated 04/09/12,
revealed Resident #34 was to have a shower for
personal hygiene. Review of the Cestified Nursing
1 Assistant (CNA) Assignment/Flow sheet revealed
Resident #34 was to have a shower on '
Wednesdays and Sundays during the 7 AM-3 PM
shift,

During an interview with Resident #34, on
04/17H2 at 3:45 PM, Resident #34 stated he/she
did not receive a shower on Sunday (04/15/12)
and had only received a bed bath. Resident #34
stated he woke up and smeilled something “rank”.
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| Review of Resident #34's Nurse Aide Flow Sheet

documented

| the resident a bed bath because that wouldn't

Continued From. page 66

Record revealed Resident #34 was scheduled for
a shower on 04/16/12, howaver a bad bath was

interview with CNA#12, on 04/20/12 at 11:40 AM,
reveated on Sunday (04/16/12) the first shift did
not have time to give the resident a showser and it
was prohably because he/she was a mechanical
lift and they put if off onto second shift. She
indicated she did not have time to give the
resident a shower on second shift, so she gave

take as much time or require the assistance of
two (2) CNAs,

Interview with CNA#28 and CNA#34, on
04/20/12 at 12:00 PM, revealed Resident #34 had
refused a shower during the 7 AM- 3 PM shift on
04/15/12 and stated a bed bath would be fine.
Review of NNs and the MNurse Aide Flow Sheet
Record, for 04/15/12, revealed no documented
evidence Resident #34 had refused a showaer.

2. Review of the medical record revealed
Resident #45 was re-admitted to the facility, on
03/23/12, with diagnoses which included
Pneumonia, Diabetes, Functional Decline After
Hospitalization, and Obesity. Review of the
Admission MDS, dated 03/30/12, revealed the
facility assessed Resident #45 as requiring
exiensive assistance of one (1} person for
personal hygiene, physical help in part of bathing,
and had a BIMS score of 14/15, indicating the
resident was cognitivély intact.

Review of the Comprehensive Plan of Care for

ool lsse dee Elbeltuct 47>

1
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"giving a shower to another resident and he/she

Continued From page 57

Resldent #45, dated 04/09/12, reveated Resident
#45 was to be taken to the shower room two {2}
times per week and as needed. Raview of the
CNA Assignment/Flow Sheet for Resident #45,
not dated, revegled Resident #45 was to be takan
to the showsr room on Mondays and Thursdays
during the 7 AM-3 PM shift.

Review of Resident #45's Nurse Aide Flow sheet
Record, from (4/01/12 through 04/2D/12,
revealed Resident #45 only received a shower on
two (2) of the scheduled six {6) days. Resident
#45 received a shower on Monday, 04/09/12 and
04/16/12, and did not receive showers on Monday

(04:’0‘3112) or Thursdays (04/05/12, 04/12/12 and
04/18/12).

interview with Resident #45, on 04/20/12 at 2:00
PM, revealed hefshe was suppose to have g
shower early that morning, but staff was busy

did not want to wait to have a shower after 10:00
AM hacause he/she wanted to go to the 10:00
AM activity. Resident #45 indicated he/she had
missed raceiving a showar weekly dus to not
enough staff in the facility to give him/her a
shower in the morning as he/she preferred.
Resident #45 indicated he/she did not feel as
clean unless hefshe had a shower lnstead ofa
bed bath.

Interview with Registered Nurse (RN) #3, on
05/11/12 at 2:15 PM, revealsd Resident #45
needed physical help with getting to the shower
and if the resident wanted a showesr aarly in the
morning the resident shoul¢ get the shower per
hisfther preference.

F 312
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Interview with CNAs #28 and #33, on 04/20/12 at
3:30 PM, revealed Resident #45 wanted to take
hisfher shower earlier in the morning because the
resident anjoyed going to the morning group |
activity and if they didn't have time to take the
resident before 10:00 AM, the resident would
refuse the shower and would accept a bed bath.

Interview with RN #3, on 05/11/12 at-2:15 P,
revealed Resideni #34 and Resident #45 were
both a two (2) person assist with bathing and if
the CNAs needsd help getting the residents to
the shower they should let her know and she
could have assisted. She indicated Resident #34
should be assisted with geiting a shower as
scheduled and Resident #45 should be given a
shower eatly in the morning per the resident's

. preference.

F 314 [ 483.25(c) TREATMENT/SVGS TO F 314
$5=D | PREVENT/HEAL PRESSURE SCORES

Based on the comprehensive assossment of a
rasident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressiye sores receives necessary freatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not mef as evidenced
by:

Based on observation; intsrview, and record
review it was determined the facility failed to
ensure the necessary treatment and services :
"| were provided for one (1) of forty-five (45) : . !

|
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sampled residents (Resident #16) with pressure
sores, to promote healing and prevent new sores
from developing. Resident #15 was assessed as
having a Stage IV pressure sore and being totally
dependent on the physical assistance of two (2)
staff for bed mobility. Observations revealed the
facility failed to ensure care was provided
according ta the written plan of care related to
turning -and repositioning {Refer to F282).

The findings include:

Review of the medical record revealed the facility
agmitted Resident #15, on 04/21/10, with
diagnoses which included l.ate Effects of Spinal
Cord Injury; Quadriplegia, Dementia, Hypotension
and Deep Vein Thrombosis, Review of the
quarterly Minimur Data Set (MDS) Assessment,
dated 02/09/12, revealed Resident #15 was
severely impaired in histher cognitive skills. The
facility assessed the resident as having a Stage
IV pressure ulcer to the cocoyx measuring four
(4) centimeter (cm) by two point two (2.2) cm.
The resident was assessed as rarely or never
making decisions regarding tasks of daily living.
Further, review of the MDS revealed Resident
#15 was totally dependent on the physical
assistance of two (2} staff for bed mobility.

Review of the Comprehensive Care Plan, dated
02/15/12, revealed the facility identified the
following problem "skin integrity impairment:
actual as well as potential for further breakdown,
Stage IV coceyx and scar tissue both heals”. The
facility developed and implemented the following
intervention for staff to turn and reposition the
resident every two (2) hours and as needed for
comfort related to presence of skin breakdown
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F 314

| two (2) staif for bed mobility and transfers:
-however, it did not indicate how often the staff

| Resident #15. On 03/28/12 at 12:40 PM, the

| was after 8:00 PM when she talked to the staff.

Continued From page 60
upon admissior).

A review of the Weekly Pressure Uicer Condition.
Report for Resident #15, dated 03/21/12,
revealed the facility assessed the resident to have
a Stage il pressure ulger to the coccyx and a
Stage l pressure uléer to the right buttock.

Review of the State Registered Nursing Assistant
(SRNA) assignment shest, dated 03/27712,
reveaied the resident required the assistanco of

was o turn and repaosition the resident.

Areview of the Nurse Aide Flow Record, dated
03727112, ravealed no documented evidence
Resident #16 was tumned and repositioned svery
two £2) hours as required on the resident's
comprehersive plan of care.

An interview with Resident #15's daughter,
03/27/12 at 6:35 M and on 03/28/12 at 12:40
PM, revealed she came daily to check on

previous night before she left, she asked the staff
to come In and turn Resident #15. She stated it

She questioned the aides when they came to
reposition Resident #15 when he/she had been
turned. She stated the aides informed her they
did not know when hefshe was last turned.
Additionally, she voiced she was concerned
Resident #15 was not being turned every two (2)
hours and did not want the resident to develop
anymore "bed sores".

Observations of Resident #15, on 03/27/12 at

F 314 ?[MMQQ ﬁé/MM é;’%ﬁ’ /2

3\

FORM CMS-2567(02:99) Previous Versions Obsolets Event (D: 3QP511

Facility ID: 100074 If continuation shest-Page 61 of 80



DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

PRINTED: 05/26/2012
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENGIES {(X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

186146

(%2} MULTIPLE CONSTRUGTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
05/11/2012

#AME OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE & REHAB-FOUNTAIN CIRCLE

STREET ADDRESS, CITY, STATE, ZIP GODE
200 GLENWAY ROAD

WINCHESTER, KY 403981

{%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
{EACH DEFICIENCY MUST BE PREGEDED BY FLLL
REGULATORY QR LSC.IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION

{X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROGS-REFERENCED TO THE APRROPRIATE DATE

DEFICIENCY)

314

| Resident #15 on 03/27/12.- She statad she was

Centinued From page 61

12:30 PM and 1:00 PM, revealed ths resident
was {n his/her bad lying on hig/her right side
awake and alert. Observation at 3:30 PM and
5:15 PM, revealed Resident #15 was lying on
his/her right side sleaping. Continued
ohservation at 6:35 PM, revealed Resident #15's
daughter was in the room feeding him/her and the
resident was lying on his/her right side.

Observation during a skin assessment with
Licensed Practical Nurse (LPN) #12, on 03/28/12
at 11:20 AM, reveaied-the resident had an intact
blister to the right buttock covered with a
dressing. The observation revealed the resident
had an intact blister above the left heel. The left
hael was noted as discolored ard there was an
old blister to the left shin.

An Interview with State Registerad Nursing
Assistant (SRNA) #12, on 03/29/12 at 3:30 PM,
revealed she was assigned to provide care for

moved to the B-wing to help provide care to the
residents. She stated she tried to reposition
Resident #15 every two (2) hours but she was not
abie to related to completing residents' care
needs for her other assigned residents. She
stated she did not turn Resident #15 every two (2)
hours.and admitted she only turned him/her once
when she changed his/her incontinent brief. She
revaaled she had only turned Resident #15 once
during the shift and did not inform her nurse.
Additionally, she inforined the next shift all of the
rasidents in the section neaded to be chacked
again.

An interview with LPN #2, on 03/26/12 at 3:40
PM, revealed she was the Unit Manager for the.

F 314 ?)@M ﬁy, M(’W 4;/4?’/2
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‘was turned only once during the day on 03/27/12,

.| written plans of care and the SRNA assignment

-483.25(d) NO CATHETER, PREVENT UTI,

Continued From page 62

B-wing. LPN #2 revealed she did three (3)
compliance rounds daily during the shift to ensure
the residents were being provided the care they
required and residents were being turned and
repositioned. She was unaware Residant #15

hut the aides were expected to complete the
residents’ care according to their plan of care.

Interview with the Interim Director of Nursing
Service, on 03/29/12 at 6:00 PM, revealed staff
was to provide care according to the residents'

sheets. The aides should be turning Resident
#15 every two (2) hours, as per the Plan of Care
because of Resident #15's skin breakdown.

RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstratas that
catheterization was necessary; and a residant
who-is incontinent of biadder receives appropriate
treatment and services to prevent urinary tract
infections and to rastore as much normal bladder
function as possible.

This REQUIREMENT is not met as avidenced
by

Based on interview, racord review and review of
the facility's policy, it was determined the faciljty
failed to ensure a resident who was incontinent of
bladder racelved appropriate treatment and
services to restore as much normal bladder
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.| in patient condition that affects continent status,

.| totleting. Further review revealed the resident

Continued From page 63

function as possible for one (1) of forty-five (45)
sampled residents (Resident #2).

Resident #2 had a decline in incontinence
according to the Significant Change Minimum
Data Set (MDS}), dated 03/16/12, however, there
was no documented evidence a Bladder Status
Evaluation was completed as per policy.

The findings include:

Review of the facility "Bladder Status Evaluation”
Poiicy, revealsd a bladder status evaluation was
performed on residents identified ag ingcontinent
upon admission/readmission, annually if change

significant change of condition that affects
continent status, or change in continence status.

Review of Resident #2's medical record revealed
diaghoses which included History of Fall,
Dementia, Anxiety, and Parkinson's Disease.
Review of the Quarterly Minimum Data Set

(MDS} Assessment, dated 01/31/12, revealed the _

facility assessed the resident as moderately
impaired in cognitive skills for decision making,
as requiring extensive assistance with one staff
for transfers and toileting, and as always
continent of bowel and bladder.

Review of the Bladder Evaluation, completed
02117112, revealad the resident had Functional
Incontinence and was placed on a program of
prompted voiding and incontinence care, Review
of the Bowel Evaluation dated 02/17/12 revealed
the resident required two (2) fo assist with

was usually continent with occasional episodes of

F315 %&% Q@ /L%f;//)/@(:f/z g}‘/; (el 2
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incentinence and the voiding pattern record
completed 02/19/12 through 02/21/12 revealad
the resident was mostly dry, and able to tell the
urge io urinate. .

Review of the Significant Change MDS dated
03/16/12, revealed the facility assessed Rasident
#2 as moderately impaired in cognitive skifls for
decision making, requiring extensive assistance
of one (1) for toileting and transfers, and
frequently incontinent of bowel and bladder.

Review of the Nurse Aide Flow Sheets, dated
March 2012, revealed the resident was continent
of bladder from 03/01/12 through 03/10/12.
Further review revealed the resident was
incontinent of bladder from 03/11/12 through
03/31/12.

Further review revealed thera was no
documented evidence a Bladder Evaluation was
completed with the Significant Change MDS
Assessment dated 03/16/12 as per policy even
though the Nurse Aide Flow Sheets revealed
there was a decline in continence status for
March 2012,

Review of the Urinary Incontinence Care Area
Assegsment Summary (CAAS), dated 03/20/12,
‘revealsd during the observation period the
resident was noted to be totally continent during’
week #1, incontinent every day with some control
during week #2 and wore incontinence products.
The CAAS stated staff ware to check the resident
for Incontinence every two (2) houys and as
needed as the resident was unable to toilet
indepandently and did not aiways recognize the
urge. Review of the Falls CAAS, dated 03/20/12,

i
i
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revealed the resident required the extensivée
assistance of two (2) for transfers.

Review of the Comprehensive Plan of Care with a
problem date of 01/30/09, revealed the resident
had alteration in elimination and required assist .
with toileting. The interventions included toileting .
avery hour and as needed with the assist of ane

(1).

Interviaw, on 05/07/12 at 5:30 PM, with Licensed
Practical Nurse/LPN #3/Unit Manager where
Resident #2 reslded, revealed she raceived
calendars with a schedule of when Quarterly,
Atinual, Initial, and Significant Change MDSs
were fo be completed. She stated she assigned
staff to comiplete bowel and bladder assessments
according fo the calender; however, was unsure If
they were to be completad with Significant
Change MDS. .

interview, on 05/09/12 a1 10:45 AM and 05/11/12
at 1:30 PM, with Registorad Nurse/ MDS
Coordinator #2, revealed she completed the Care
Plan for the Significant Change MDS dated
03/18/12 becausse the resident received a feeding
tube on 03/06/12 and hecame weak after
hospitalization. She further stated, she gathered
information for developing the Care Plan from
resident interviews, staff interviews, Resident
Prograess Notes and nurse aide fiow sheets,
Continued interview revealed after review, she fel
Resident #2 was a one person assist for toileting
at the time the MDS dated 03/16/12 was
completed. She confirmed tha Care Plan she
reviewad and revisad for thé 03/16/12 MDS
stated the resident was to be toileted with one
assist every hour and as needed, athough the

ol fygne See Lbbthhact-Yip 2
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The facility must have sufficient nursing staff to
provide nursing and refated services to attain or

| maintain the highest practicable physical, mentai,
and psychosocial well-being of each resident, as
determined by resident assessments and
individual plans of care.

F 35(; Continuéd From page 67 . C F 353 }/&ﬁ/}@, ‘,@é’ M@gf 16'4’;" /2»—’

The facility must provide services by sufficiant
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except when waived under paragraph {c) of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragraph (c) of this
section, the facility must designate a licensed
nurse to serve as a charge.nurse on each tour of

duty. B ‘

This REQUIREMENT is not met as evidenced
by: ,

Based on observation, interview, racord review,
and review of facility staffing scheduls, it was
determined the facility failed to provide sufficient
staff to meet the residents’ needs in order to
maintain or enhance each resident's dignity and
. respect for five (5) of forty-five (45) sampled
i residents (Residents #2, #11, #27, #34 and #45),

? Residents #2, #11 and #27 did not receive prompt
! assistance with toileting, resulting in incontinent

E episodes. Residents #34 and #45 did not receive

l scheduled showers per the plan of care. (Refer to
|

F241)
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Continued From page 68
The findings include:

Review of the facility's Skilled Nursing
Facility/Nursing Facility Bed Listing, dated

03/27/12, revealed the facility had one hundred
and seventy-ning (179) beds. Reviaw of the
facility's Census and Condition, dated 03/27/12,
revealed the facility's census was one hundred
sixty-saven (167). Further review of the Census
and Condition reveaied the facility had
determined there were one hundred and one
(101} residents who were occasionally or
frequently incontinent of bladder and one hundred
and six {108} residents who were occasionally or
frequently incontinent of howel. In addition, twenly
{20} residents were bedfast all or most of the
time, eighty-three {83) rasidents wers in a chair
all or most of the time, forty-two (42) residents
ambulated with assistance or assistive devices
and only twenty-two (22) residents were
independsnt with ambulation.

Interview with the Ombudsman, on 04/20H2 at
4:00 PM, revealed he would get compilaints from
residents approximately thres (3} to four {4) times
a weak that call bells weren't answered timely.
Additional interview revealed it could invoive
wanting staff to retrieve something off of a sheif
to needing assistance with toileting. He stated he
had brought the issues to the Administrator's
attention and he was told when there were
call-ins from Certified Nursing Assistants (CNAs)
the facility was able to get coverage.as well as
have the nurses assist the CNAs.

Interview during a Resident Group Maeting, on
03/27/12 at 3:30 PM, revealed Resident #27 and
#28 indicated sometimes aides were siow

F 353 fé;&w/ 5,% é?éézﬁ@’éfﬂ% ié’éf} Af2q
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answering call bells, especially on the 3:00 PM to
11:00 PM shift. -

1. Review of Nurse's Notes, dated 03/31/12 at
2:45 PM, revealed Resident #27 was asked if
he/she had a CNA assist him/her to the toilet that
morning and the resident stated "No, | had my
call light on for a long time and ne one came to
halp me so | put myself on the toilet". Further
review of the Nurse's Notes ravealed the resident
‘reported the CNA had come once during the night
to help, but no one had come that morning.

An interview conducted with Resident #27, on
03/29/12 at 1.15 PM, revealed he/she
"sometimes" had to wait thirty (30) minutes for
staff to respond to hisfher call light, and that
he/she had incontinent episodes "about every
couple of waeks" while waiting on staff to
respond.

Interview, on 05/09/12 at 2:45 PM, with Certified
Nursing Assistant (CNA) #9, who was assigned to
Resident #27 on 03/30/12, revealed he was the
only CNA when he worked the "D" Wing.
Additional interview revealed he had to help with
rounds on the Reflections Unit nightly because
there was only one CNA on the night shifi on the
Reflections Unit. Continued Interview reveaied
Licensed Practical Nurse (LPN) #13 usually
worked with him and LPN #13 would not answer
-call bells when the CNA was off the unit. He
stated he could hear bells ringing when he was
off the unit and did not think it was safe because
the bed alarms and call balls ware not answered
: promiptly by this nurse.

. Record review of the data suppilied by the

o o Lllickiec] 1%
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| Reflections Unit and the same nurse and one {1

‘Resident #2 told her, while she was administering

intervisw, on 05/11/12 at 5:15 PM, with the

Continued From page 70

Director of Nursing, on 05/11/12, revealed there
were seventeen (17) residents, six (8) residents
who required the assistance of two (2) staff to
turn and reposition and eleven {11) residents who
required the assistance of two (2) staff to transfer
on the "D" Wing outside of the Reflactions Unit
where Resident #27 resided. However, review of
the Daily Staffing Sheet for 03/30/12 on the ‘
11PM-7AlM shift revaaled there was one (1) nurse
and one (1) CNA for the D" Wing outside of the

CNA for the Reflections Unit,

2. Interview with Kentucky Medication Assistant
(KMA) #1, on 05/10/12 at 4:00 PNi, revaaled

medications, to "come here” and informed her
that she/he either needed incontinence care or
needet to go to the bathroom. Fuiiher interview
revealed Resident #2 needed assistance of two
(2) staff with transfers and he/she was unable to
find anyone to assist her with transfarring
Resident #2 on 02/23/12.

Interview with CNA#10, on 03/29/12 at 12:50 PM,
revealted she and CNA#9 were assisting an
unsampled resident and couldn't get to Resident
#2 quick enough. She further stated it took
approximately five (5) minutes before they were
able to check on Resident #2 and the resident
was incontinent of a diarrhea stool. Continuad
interview revealed Resident #2 needed two (2) to
assist with fransfer at that time due to herthis legs
ware wobbly,

Director of Nursing (DON) revealed if a resident
indicated he/she needed to go to the bathroom or

- ass ?Zf W oo BrlphreiT b 1542
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needed incontinence care they would need
assistance in a timely manner. She stated could
have gone to the "C" wing which was attached to
the "D" wing for assistance.

3. Interview with Resident #11, on 03/26/12 at
2:00 PM and on 04/20/12 at 10:45 AM, revealed
he/she rang the call light one evening about &
month ago (sometime in February) and it took an
hour and a half before anycne cams to the room
and his/her bowels had moved while waiting.

Interview with CNA#12, on 04/20/12 at 11:40 AM,
revealed Resident #11, as well as other residents
on the A-Wing knew what they needed so when
they used the call bell staff nesded it answerad
right away. Further interview revealed one
evening in February, Resident #11's call bell was
going off but it was about thirty {30) minutes
before she could get to the resident, Per
interview; by the time she got to Resident #11, the
resident had a large loose bowel movement.
Further interview revealed when one staff person
was on break that left only two people to answer
call bells. Addifional interview revealed she would
have to wait until there was another aide available
to assist her with a resident who required a two
person assistance to the toilet,

4. Interview with Resident #34, on (04/17/12 at
3:45 PM, revealed there wasn't enough staff to
get hir/her up and {ake him/her o the shower.

During an interview with Resident #34's family, on
041712 at 4:00 PM, the family indicated staff
had told them the first shift did not hiave time to
glve the resident a shower and the second shift
didn't have time to have two (2) CNAs get hinvher
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| shower.

¢ Interview with CNAs #28 and #33, on 04/20/12 at
1 3;30 PM, revealed sometimes showers couldn't

i be given during the scheduled first shift.

: Additional intarview revealed if a resident required

i take the residents to the shower room and there

Continued From page 72
up with the mechanical lift and take him/her to the

interview with CNA#12, on 04/20/12 at 11:40 AM,
revealed the first shift did not have time {o give
Resident #34 a shower on 04/15/12 and she
didn't have time to give the shower on the sacond
shift. Additional interview, on 05/07/12 at 3:00
M, revealed some CNASs would say or document
that & resident had refused a shower because
they didn't want to get in trouble.

5. Interview with Resident #45, on 04/20/12 at
2:00 PM, revealed there was not enough staff to
give im/her a shower in the morning as he/she
nreferred.

the use of a mechanical lift with two (2) CNAs to

ware only three (3) CNAs on the unit then this
could not always be done.

Intarview with CNA#6, on 04/16/12 at 9:15 PM,
revealad it was difficult to answer the call bells,
give showers, assist rasidents to the toilet, and
feed residents with only having thiee (3) CNAs.
Further interview revealied sometimes showers
were missed for residents who required a
mechanical lift with assistance of two staff.

Intarview with CNA#26, on 04/18/12 at 3.40 PM,
revealad she didn't feel iike she had enough time
to get everything done and sometimes showers
were missad.
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-a room with another resident and being the only

Continued From page 73

An interview with CNA#11, on 04/17/12 at 3:50
PM, revealed she felt resident care suffered as a
result of being understaffed. Further interview
revealed there really nseded {o be af least four
{(4) CNASs on each unit to meet the residents’
needs. Additional interview revealed some CNAs
worked a lot of overtime and were exhausted and
couldn't always meet residents' neads.

Interview with CNA #35', on 05/07/12 at 6:00 PM,
revealed sometimes she-could not promptly
answer a resident's call light because.of being in

CNA outside the Reflections Unit. She indicated
when the state was in the building, the facility
would call people In and the staffing would be
almost doubled.

Interview with the Administrator and Director of
Nursing, on 056/08/12 at 4:00 PM, revealed they
were like any other skilled nursing facility in the
state and would have staff call in sometimes.
Further interview revealed they had call ins, but
were able (o cover each position based on their
staffing pattern because they scheduled one to
two "extra" staff per shift in anticipation of “call
ins". Additional interview reveated they were not
aware of resident care needs not baing met due
fo staffing.

483.60(b}, (d}, {e} DRUG RECGRDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of recelpt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug

F 431

FERM GRS 2667(02-89) Pravious Varsions Obscleto . Event 1D 3QP511

Fecility ID: 100074 : If contingation sheet Page 74 of 90




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

PRINTED: 05/25/2012
FORM APPROVED
OME NO. 0038-0391

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185146

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY -
GOMPLETED

c
05/11/2042

NAME OF PROVIDER OR SUPPLIER

KINDRED TRAMSITIONAL CARE 8 REHAB-FOUNTAIN CIRGLE

STREET ADDRESS, CITY, STATE, ZiP CODE
200 GLENWAY ROAD

WINCHESTER, KY 40391

044} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID " PROVIDER'S PLAN OF CORRECTION (%6)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 431

‘Comprehensive Drug Abuse Prevention and

Continued From page 74

records are in order and that an account of all
controlied drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currentiy accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expwatlon date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biclogicals in
tocked compartments under proper temperature
confrols, and permit only authorized personnel to
have access to the kays.

The facility must provide separately focked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule I of the

Controf Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected. -

This REQUIREMENT is not met as evidenced
by.

Based on observation, interview, and policy
review, it was ‘determined the facility faited to
label, date, and store all drugs and biologicals in
aceordance with currently accepted professional
principles. Three (3) vials of Influenza Virus
Vaccing, one (1) vial of Tubarculin Purified
Protein, and one {1) vial of Novolog tnsulin, all .
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intended for multi-dose had been opensd and
werg available for use; however, the medications
ware not labefled and dated to indicate the dates
the vials had been opened. One (1) medication
cart on "B" Wing was observed to have two pills
in a plastic medicine cup in the top drawer
containing no identification as to what the
medications were nor. for which resideni they
were intehded. Two (2) bags of infravenous
antibiotics which had been premixed by the
pharmacy were observed to be expired. Ons (1)
medication cart on the "A" Wing was observed to
have five and one-half (5 1/2) unpackaged pilis in
the cart and one multi-dose vial of Heparin ‘
Sodium with no label to indicate when the vial
was opened.

The findings include:

Ateview of the facility's policy entitied “Vials and
Ampules of tnjectable Medications", dated
10/31/10, revealed the fist nurse to use the
multi-dose visal was expeciled to date and initial
on the label or an accessory label affixed for that
purpose.

A review of the facllity's policy entitied "Medication
Administration®, dated 08/31/11, revealed staff
was required to disposg of any medication that
was prepared but not administered.

Areview of the facility's policy entitied "Medication
Labels and Packaging", dated 10/31/09, revealed
medications were to be discarded by the
expiration date.

1. Observation on, 03/29/12 at 3:50 PM, of the
medication carts and meadication room on the "B"

F431%é£¢éh M%W eé’/y;/tz’*
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intravenous bags containing Aztreonam

Continued From page 76

Wing/200 Unit, revealed one {1) vial of Influenza
Virus Vaccine intended for multi-use had been

opened in the refrigerator and was avaitable for
use' however the vial was not labeled and dated
{0 indicate the date the vial was opened. Two (2)

(antibiotic) and normal saline which had been

premixed by the pharmacy with an expiration date

of 03/23/12 were in the medication room . The "B
Wing" cart was observed to have an orange and
& pink pilt in a plastic medicine cup in the top
drawer., ‘

An interview conducted with the Licensed
Practical Nurse (LPN) #8, on 03/29/12 at 4:00
PM, revealed the LPN slated she was
responsible for the "B Wing" cart; howevar, she
had not placed the orange and pink pills in the
plastic medicine cup and was unaware of which
resident they were intended for. The LPN also
stated nurses were not supposed to set
medications up and leave them in the medicine
cart. LPN #8 stated the medications should have
been discarded. The LPN stated she was aware it
was the facility's policy to date and initiai all
muiti-use vials of medication when the vial was
opened, The LPN stated she only checked
medications for outdates when she was ready to
administer the medications.

An interview with the Unit Manager (UM) for the
"B" Wing/200 Unit, on 03/29/12 at 4:10 PM,
revealad nurses should not be setting up
medications and placing them in the madication
cart. The UM also stated she was responsible for
checking the refrigerator for ail outdated
medications and had missed the Aztreonam. The |
UM revealed it was the policy of the facility to date

7 ,
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Continued From page 77

and initial all multi-use vials of medication when
the vials were opened. '

2. Observation, on 03/29/12 at 4:20 PM, of the
“D* Wing/400 Unit medication carts and the
medication room revealed two (2) vials of
influenza Virus Vaccine, onse (1) vial of Tuberculin
Purified Protein, and one (1) vial of Novolog
insulin, infended for muiti-use, were opened in
the refrigerator, and were available for use:
howaver, the vials were not labeled and dated to
indicate the date the vials were opened.

An interview conducted, on 03/29/12 at 4:25 PM,
with the UM of the "D" Wing/400 Unit, revealed
the nurses were required to date and initial all
multi-use vials of medication when the medication
was opened. The UM revealed it was her
responslibliity to monitor to ensure the nurses
were dating and initialing al! opened vials of
medications. The UM also revealed she was
responsible for monitoring the medication room
for outdated medications.

3. Observations on the "A" Wing/100 Unit, on
03/29/12 at 5:00 PM, revealed a multi-dose vial of
Heparin Sodium with no label fo indicate when
the vial was opened and pul into service. Further
observation of the medication cart revealed five
and one-half (5 1/2) unpackaged pills were loose
in the drawer.

An interview with LPN #8, on 03/29/12 at §:15
PM, revealed nurses were to label all multi-dose
vials when opened and discard any unpackaged
pilts that were found in the cart.

An interview conducted, on 03/29/12 at 5:00 P, _

F 431
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| with the Assistant Director of Nursing (ADON)

-| The facility must establish and maintain an

~“The facility must establish an Infection Control

Gontinued From page 78

rovealed nurses were expected to discard any
medications that were taken out of the package
and not administered to the resident. The ADON
also stated the nurse was expected to date and
initial any multi-use vial of medication after
opening the vial. The ADON further revealed the
UM's were responsible for checking the
medication rooms for any outdated medications
and sending them hack to the pharmacy.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

infaction Cantrol Program designed to provide a
safe, sanilary and comfortable environment and
to help prevent the development and transmission
of diseass and infection.

{a) Infectivi: Control Program

Program undsr which it -

(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of Incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employess with a
communicable disease or infected skin lesions
from direct contact with residents or their foad, if
direct contact wili transmit the disease.

F 431
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spread of infection. The facility failed to ensure

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Lingns _ o
Personnel must handle, store, process and

transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to maintain an
infection control program fo ensure a safe,
sanitary environment and to help prevent the
development and transmission of disease and
infaction for three (3) out of forty-five (45)
sampled residents (Residents #8, #2 and #35).
The facility failed to ensure appropriate technique
was used for Resident #8 who was on confact
precautions. The facility failed fo ensura contract
staff washed hands prior to changing gloves
during resident care when Staff did not follow
proper handwashing techniques after providing
care to Resident #2. The facility failed to ensure
nrop&r handwashing technigues were followed by
a Speach Therapist during freatment and care of
Resitient #35. The facility failed to ensure a
housekeeping sanitized resident's bathroom sinks
utliizing the appropriate sanitizer to prevent

sanitary conditions of medications as several
maedication carts were ohserved to be soiled and
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‘procedures to expiain how to use Standard and

Continued From page 80
contain pill residue/debris.

The findings include:

A review of the facility's "infectlon CGontrol Policy",
dated 10/31/08, revealed the facility had

Transmission Based Precautions and to
communicate information about residents with
potentially transmissible infectious agents.
According to the Contact Precautions
policy/procedure the use of a gowns and gioves
were required when entering the resident's raom.,
Review of the Disease Specific Information policy
for Extended Spectrum Beta Lactamase (ESBL.),
dated 04/28/10, revealed Contact Precautions
wera required during any provigion of care for a
resident that tested positive for ESBL.

Review of the facility's policy entitled "Procedures
for infection Control", dated 01/01/2000, revealed
housekeeping staff were to use an effective
quaternary germicidal solution to clean all
resident areas. Additional review of the policy
revealed staff were to wash hands between
c¢hanglng gloves,

Review of the facility's "Hand
Hygiene/tandwashing" Policy, revised 08/31/11,
revealed handwashing was the single most
important procedure for preventing the spread of
infection. Hand hygiene was to be performed
after assisting with toileting, interrittently after
gloves were removed, between patient contacts,
and when otherwise lnd:cated to avoid transfer of
microorganisms to other patient or environments.

1. Areview of the madical record for Resident #8
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coming into direct contact with the resident.

‘according to RN #1 since the resident didn't have

Continued From page 81

revealed the facility admitted the resident on
03/17/12 with diagnoses that included Chronic
Obstructive Pulmonary Disease, Atrial
Fibrillation/Flutter, Depression, Anxiety, Arthritis
and Depression. Upon admission the facility
determined Resident #8 required Contact
Precautions retated {0 a positive sputum for
ESBL/E. Coli infection.

Observations of Resident #8, on 03/27/12 at
10:40 AM, revealed an isolation supply pack
hanging on the resident's room door that
contained gowns, gloves, and masks and a sign
informing "Visitors and Personnel speak to the
Murse™.  On the other side of the sign staff were
directed to wear gowns and gloves during care if

Observations of Registered Nurse (RNY #1, on
03/28/12 at 12:40 PM, ravealed RN #1 performed
a compiete body skin assessment. RN.#1 was
observed to utilize only gloves and did nof don a
protective gown. An interview with RN #1, at 1:00
PM on 03/28/12, revealed the RN was aware of
the contact precautions for Resident #8, but

a catheter or anything, she didn't wear a gown.

An interview with the "A" Wing Unit Manager
(UM), on 03/29/12 at 1:20 PM, revealed contact
precautions meant the staff were to wear gloves
for all contact and a gown if in close contact,
within three (3) feet of the resident. The UM
stated RN #1 should have worn a gown when
completing the skin assessment.

An interview with the Assistant Director of Nursing
(ADON), on 03/29/12 at 2:10 PM, revealad the

clflizze Goo Mdlec? §F T
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| of the unit if something is wrong". The ADON

Cohti-nu_ed From page 82

nursing supervisors were responsible to monitor
the staff to ensure appropriate techniques for
contact precautions were utilized. According to
the ADON, "We ali make rounds 1o see if
everything is okay and we tell the nurse in charge

further stated there was no documentation of
these supervisory rounds to ensure care delivery.

2. Observation, on 05/07/12 at 5:00 PM, revealed
Cerlified Nursing Assistant {CNA) #15 removed
Resident #2's soiled attends and placed them in a
plastic bag, then provided incontinence care for
Resident #2 by cleansing the perineal area and
buttocks with a wet wash cloth. She then placed
the soited wash cloth in a plastic bag. After
applying a new attends and pulling up the
resident's pants, she assisted the resident to the
broda chair. The CNA then picked up the two (2)
plastic bags and tied them, and removed her
gloves and discarded them. Further observation,
revealed the CNA pushed the resident in the
broda chair out of the bathroom and into the hail
while holding the bags. The CNA then opened
the solled utility room and placed the two (2)
plastic bags in a hamper. She then walked out of
the soited utility room and into Room 403 to wash
her hands at the sink. '

interview, on 05/07/12 immediately after the
observation, with CNA#15 revealad she usually
washed her hands after she placed the soiled
wash cloths and soiled attends in the soiled utility
room.

Interview, on 05/07/12 at 5:30 PM, with Licensed
Practical Nurse (LPN) #3/ Nurse Manager of the
"D" Wing where Resident #2 rasided, revealed

F 444 %M QQL /#%/%M% ég‘/f"/;

FORM CMS-2507(02-88) Previous Verstons Obsalete Evaent iD: 3QP611

Faclily ID: 100074 : if continuation shest Page 83.0f-90



_ - PRINTED: 08/25/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES -

) . . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES o ‘ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: ’ COMPLETED
. A. BUILDING . o
i 185146 8. WinG ; S 06/11/2012

NAM[_E OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

200 GLENWAY ROAD
KINDRED TRANSITIONAL CARE EHAB.FOUNTAIN CIRCLE i
l ‘ &R FO IR WINCHESTER, KY 40381
i (X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREEFIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX : (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO gs)E APPROPRIATE DATE
i DEFICIEN

A

F 441 | Continued From page 83 - F 441 7% Sé& J%@/Z/&j éigk 2
CNA #15 should have washed her hands . : . _
| immediately after removing the soiled gloves. - ,
3. Observation, on 04/17/12 at 11;30 AM,
revealed Speech Therapist (ST) #1 entered
Resident #35's room after HSK #1 had "cleaned"
the bathroom between Resident #35's and
Resident #34's rooms. Further observation
revealed ST #1 put on a pair of gioves after
entering the room and attempted to wake
Resident #35 up by calling the resident's name
and gently stroking.the side of his face with her
gloved hand. ST #1 remaved her gloves and put
on & new pair of gloves without washing or
sanitizing her hands. Sh:s went 0 a cart in the
“hall, which contained clean towsls and wash
clothes, obtained a towe! and re-entered Resident
#3%'s room, went to the hathroom sink turned the
faucet on with her gloved hand and proceeded to
wet a portion of the towel as another portion of
the towef touched the sink. ST #1 utilized the
warm wet towsl to wipe around Resident #35's
face, placed the towsl on the hedside table and
changed her gloves without washing or sanitizing
her hands. ST #1 assisted a CNAto place
Resident #35 in his/her wheelchair, opened a
closet door, opened drawers and then gently
stroked Resident #35's face with the same gloved
hand. She pushed the resident to the dining
| room, fed Resident #35 his/her thickened liquid
i by placing her gloved hand around the rim of the
| glass, touched the resident's cloth napkin and
 then wiped the resident's face all with the same
: gloved hand.

| Interview with ST #1, on 04/17/42 at 12:10 PM,
' revealed sha utilized gloves frequently to prevent
i the spread of infection. She indicated she was
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twing, two (2) medication carts on "B" wing and
i one (1) medication cart on "C" wing revealed

Coniinued From page 84

aware hands were supposed to be washed
between changes gloves and thought she
inadvertently did not wash her hands between
changing gloves.

Review of ST's-trainingfinservice log revealed ST
#1 was inserviced related to infection controi at
the facility on 09/14/11.

interview with the Director of Nurging/infection
Control Nurse, on 04/19/12 at 3:00 PM, revealed
she made rounds to monitor nursing staff was
following propet-infection control practices, but
did not monitor ancillary staff, such as’
housekeeping or contract therapy services to
ensure they ware following proper infaction
control practices.

4. Observation of one (1) medication cart on "A"

sevaral drawers Wlth pill residue, soil and debris
ingide,

An interview with LPN #9; on 03/29/12 at 5:15
PM, revealed nurses were to clean the
medication carts at the end of each shift, but
there was no specific schedule for "deep”
cleanhing.

An interview with the ADON, on 03/29/12 at 5:30
PM, revealed there was no policy or schedule
related to cleamng!sanmzmg the medlcatlon
carts.

5. Observation, on 04/17/12 fram 10:00 AM until
11:15 AM, reveated Housekeeper (HSK) #1
cleaned the toilets and rails around the toilets of
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Continued From page 85

the four South Hali resident bathrooms of the
A-Wing Rehab Unit a 'Quat Disinfectant Cleaner'.
Additional observation revealed H3K #1 cleaned
the hathroom sinks and faucets with a bottie of
'‘Country Day Scent'.

Interview with HSK #1, on 04/17/12 at 11:15 AM,
revealed she had heen employed at the facility for
five months and had always utilized the 'Quat’
Disinfectant Glean' to clean the toilets and rails
around the toilets, and utilized a
“deodorizer/sanitizer" (Country Day Scent) to
clean the sink and faucets.

Review of the "Country Day Scent" Material
Safety Data Sheets (MSDS) as well as the
manufactures instructions revealed it was a long
lasting deodorizer and did not contain any
products to clean or sanitize.

Interview with the Housekeeping Director, on
04/18/12 at 1:30 PM, revealed HSK staff was to
utilize the Quat Disinfectant Cleaner on all areas -
of the bathroom to ensure the area was
disinfected thoroughly to prevent the spread of
infection, Further interview revealed he made
periodic rounds on the units to ensure staff were
cleaning and disinfecting properly, but dis not
document any of these rounds. Additional
inferview revealed he had not identified any
concerns with staff utilizing the wrong product.

intarview with the Director of Nursing/Infaction
Control Nurss, on 04/19/12 at 3:.00 PM, revealed
the HSK Director was responsible for ensuring
HSK staff utilized the proper sanitizer to disinfect
and clean the bathrooms and the Country Day
Scent was only to be used as an alr freshener,
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‘sarvices provided, the results of any

| however, Resident #8, did not have a pressure
| ulcer. Resident #32 had a monthly Physician's

LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information {o identify the resident; a record of the
resident's assessments; the plan of care and

preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by: .
Based on observation, interview, and record
review, it was determined the facility failed to
ensure the clinical records for two (2) of forty-five
(45) sampled residents (Residents #8 and #32)
were accurately documented. Resident #8's
record revealed a change of condition and
treatment related to a Stage Hl pressure ulcer,

order for Norvasc (blood pressure medication) on
the orders dated 03/01/12, however, the resident
had a telephone Physician's order dated 12/06/11
to discontihue the Norvasc.

The findings include:

1. Review of the medical record for Resident #8
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revealed the facility admitted the resident to the
facility, on 03/17/12, with no pressure areas
identified. A review of the Braden Scale
evaluation completed on 03/17/12 and 03/26/12
identified Resident #8 as having "no risk" factors
for préssure sore development. Further review of
the medical record revealed a Physician's order
and change of condition form dated 03/26/12,
"Stage Il Coccyx - cleanse with normal saline, pat
dry and apply mepilex horder, change every three
(3) days and as needed." Review of the
Treatment.Administration Record (TAR) for
Resident #0 revealed the treatment order was
transcribed on 03/27/12 and had been initialed as
done on:0:{27/12. Further review of the medicai
record revailed the change of condition and
Physiclan's order forms were actually for another
resident ard not Resident #8.

A complete skin assassmant was performed for
Resident #83, on 03/28/12 at 12:45 PM, which
revealsd thare was no Stage 1l pressure ulcer on
| the resident's coccyx.

An mterwew with Licensed Practical Nurse (LPN)
#7, on 03/29/12 at 3.35 PM, revealed the LPN did
not administer freatment to Resident #8's coceyx
on 03/27/12. LPN #7 stated he was on duty on
03/27/12 on day shift until lunch time when he left
due to illness.

An interview with the “A" Wing Unit Manager,
(UM), on (03/29/12 at 3:20 PM, revealed the UM
was unaware the order written on Resident #8's
madical record was actually for a different
resident. The UM stated, " don'i know how that
happsnad and | don't recognize the handwriting”.
The UM further stated the nurse's initials on the

F 514

Qtvea be  beee.

.lAr,l—‘»C\.lﬂ[/\W\& L/Ct - ‘ _(DJ?”LZ

FORM CMS-2667(02.89) Previous Verelons Obsolels ‘ Evant ID: 3QP51

Facliity ID: 100074 ' i gontinuation sheet Page 88-0f 90



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

PRINTED: 05/26/2012
FORM APPROVED
OMB NO. 0938-0391

work with illness.

2. Observation of LPN #4 administering
medications, on 03/28/12 at 9:55 AM, revealed °
LPN #4 administered the morning medications to
Resident #32. Review of the Medication
Administration Record (MAR) for Resident #32
revealed Norvasc five (5) milligrams orally to.be
administered daily had been disgontinuaed on
12/08/11. A review of the medical record for
Resident #32 revealed a monthly Physician's
order for Norvasc five (5) milligrams orally fo be -
administered every day; however, review of a
Physician's telephone order, dated 12/05/11,
revealed an order to discontinus the Norvasc.

Interview conducted, on 03/28/12 at 1:00 PM,
with LPN #4, revealed the LPN was also
respongible for putting all telephone Physician's
orders into the computer. LPN #4 stated after she
put the orders into the computer the information
then generated the monthly Physician's orders .
The LPN stated it was then the responsibility of
the Unit Manager {UM) to check the monthly
Physician's arders for accuracy.

Interview with the UM for the "B" Wing/200 Unit,
on 03/29/12 at 10:25 AM, revealed she was
responsible for checking the monthly Physician's
orders for accuracy. The UM revealed the order
for Norvasc for Resident #32 had been
discontinued on 12/06711; however, Tad been on
the monthly Physician's orders for January and
March 2012, but was not on the Fabruary 2012
orders. The UM stated it was an oversight.

Interview with the Assistant Director of Nursing
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(ADON) #2; on'03/29/12 at 1:00 PM, revealed it
was the responsibiiity of the UM to check the
accuracy of the monthly Physician's orders. The
ADON stated the UMs were responsible for
comparing the current MAR with the monthly
Physician's orders and the telephone Physician's
orders. The ADON stated the facility had not
identified any problems with the monthly

‘| Physician's orders prior to this,
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Fountain Cirecle Health and Rehabilitation
Plan of Correction for Survey Exit'5/11/12
Attaeliment

K072

Cart storage/equipment areas have been identified on each unit {o store all carts and lifts when
not in use for resident care to ensure there are no obstructions or impediments in egress.

A facility wide in-service was conducted, by the Staff develo’pinent Coordinator ( SDC) on
6/7/12 through 6/16/12, for all employees to educate them on the cart/equipment storage.

Three (3) audits per week, times one month, then weekly for two months will be done by the
Maintenance Director or Assistant Executive Director to observe that means of egress are clear
through out the facilily. Any concerns identified will be corrected immediately.

The audits will be brought to the Performance Improvement Comimittee (PIC) which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (SS), Registered
Dijetitian (RID), Activities Director {AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) every month for the next three months. Action plans will be developed and
implemented as indicated, The PIC will determine if farther action is needed.

¥166

Resident #27 was visited by the social worker 6/1/12 to assess for any unresolved grievances.
Resident #27 voiced no concerns and has no unresolved grievances.

Uunit managers, Dietary manager, Medical Records, Supply Clerk, Activities Director, Activities
assistants, Certified Dementia Practitioncr, Social Services and Adimissions Coordinator will ask
all residents by 6/16 /12 during Angel Care rounds, if they have any grievances that they need to
report. Residents will also be encouraged to voice any concerns they may have to any facility
staff. Any grievances will be forwarded to the Executive Director for follow-up in the moming
stand up meeting. -
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The Staff Development Coordinator will in-service all staff on the grievance process on
6/7/2012.

Grievances will be tracked and trended by the Social Service Director on a monthly basis
through the Performance Improvement Committee ( PIC). The Performance Improvement

- Committee (PIC) which includes the Executive Director (ED), Assistant Executive Director -
(AED), Director of Nursing ( DON), Assistant Director of Nursing (ADON), Unit Managers,
Social Service Director (SS), Registered Dietitian (RD), Activities Director (AD) Maintenance
Director, Staff Development Coordinator (SDC), Dietary Manager, Certified Dementia
Practitioner (CDP), Medical Director ( MD) Case Manager (CM). Action plans will be
developed and implemented as indicated. The audits will be reviewed in the monthly PIC for
three months and as needed there after. '

F241

The facility initiated an investigation immediately upon resident’s report of the allegation of not
receiving incontinence care for resident #2. This resident has no skin breakdown and is
receiving continence care for bowel and bladder.

Resident #11 was discharged on 5/10/12.

The facility has encouraged resident #27 to ask for assistance before the urge to void is strong,
secondary to history of incontinence. She continues to receive detrol LA 4 mg.

This resident has no skin breakdown and staff is responding timely to her call bell to prevent
incontinence.

Resident #34 was discharged on 5/10/12.

The shower time for resident #45 has been changed to ensure she is up and ready by 10:00 am
for morning activities per her request and she is receiving her shower as scheduled.

The Unit managers, Dietary manager, Medical Records, Supply Clerk, Activities Director,
Activities assistants, Certified Dementia Practitioner, Social Services, and Admissions
Coordinator will conduct interviews of all current interviewable residents as indicated by a
BIMS score of 12-15 and or legal representatives of non-interviewable residents, by 6/16/12
related to whether they have unresolved concerns involving “dignity and respect in provision of
care” in terms of staff treatment of residents and the provision of care. Any concerns identified
as a result of the interviews will be addressed on a grievance form and followed up on by the
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Social Worker.

The Staff Development Coordinator conducted an in-service on 6/7/12 through 6/16/12 with all
staff on resident dignity and respect with an emphasis on addressing residents receiving timely
incontinence care, toileting, showers, and response to call lights. All new hires will receive the
information regarding the facility policy related to Resident Rights, Dignity and Respect.

Grievances will be tracked and trended by the Social Service Director on a monthly basis
through the Performance Improvement Committee ( PIC). Action plans will be developed and
implemented as indicated. The audits will be reviewed in the monthly PIC for three months and
as needed there after,

F246

The shower time for resident #45 has been changed to ensure she is up and ready by 10:00 am
for morning activities per her request and she is receiving her showers as scheduled.

The Unit managers, Dietary manager, Medical Records, Supply Clerk, Activities Director,
Activities assistants, Certified Dementia Practitioner, Social Services, and Admissions
Coordinator will conduct interviews of all current interviewable residents as indicated by a
BIMS score of 12-15 and or legal representatives of non interviewable residents, by 6/16/12
related to whether they have unresolved concerns involving “accommodation of individual needs
and preference” in terms of staff treatment of residents. Any concerns identified as a result of
the interviews will be addressed on a grievance form and followed up on by the Social Worker.

The Staff Development Coordinator conducted an in-service with all staff on 6/7/12 through’
6/16/12 on accommodations of needs and preference with an emphasis on addressing
accommodating the resident’s needs and preferences.

All new hires will receive the information regarding the facility policy related to accommodation
of needs and preferences. '
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Any identified accommodation, needs, or preference concerns identified will be followed up on
by the Social Worker . Concerns will be tracked and trended by the Social Service Director on a
monthly basis through the Performance Improvement Committee ( PIC). Action plans will be
developed and implemented as indicated. The audits will be reviewed in the monthly PIC for
three months and as needed there after.

F279

A comprehensive care plan was developed for resident #8 related to her VRE and the contact
precautions on 4/4/12, -

Resident #11 was discharged on 5/10/12,

A comprehensive care plan was developed for resident #2 related to a need of assistance of two
with toileting on 4/16/12.

A comprehensive care plan was developed for resident # 27’s toileting needs on 5/24/12.

All residents with multi drug resistant organisms and those requiring two person assists with
toileting will have chart reviews done by the MDS nurses and develop a comprehensive care
plan to include their specific care need. The Minimum Data Set nurses will complcte audits and
will develop a comprehensive care plan if indicated by 6/16/12.

All MD orders will be bought to the daily clinical meeting Monday through Friday for review of
the MD order by DNS, ADON, or UMs as well as to check for care plan updates.

The Staff Development Coordinator conducted an in-service all Licensed Nurses on the
developing comprehensive care plans on 6/7/12 through 6/16/12.

Each month the unit managers will audit 5 residents on each unit to validate for a comprehensive
care plan for three months then as needed.

The audits will be brought to the Performance Improvement Committee (PIC) which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (§S), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) every month for the next three months, and thereafter as needed. The PIC will
determine if further action is needed.



This Plan of Correction is the center’s credible allegation of compliance,

Preparation andfor execution of this plan of correction does not constitunte adirission or agreement by the provider of the truth of the facts alleged or
conclusions set forth in the statemnent of deficiencies, This plan of correction is prepared andfor executed solely becanse it is required by the

provisions of federal and state law.

F280
Resident # 19 is no longer on precautibns related to MRSA as of 3/27/12.

Resident #36’s care plan was revised to include contact precautions on 4/19/12 Certified
Nursing Assistants (CNA) assignment sheet was revised to include contact precautions. 4/19/12.

All residents with multi drug resistant organisms will have chart reviews done by the MDS
nurses and revisions will be made to the care plans to include their specific precautions indicated.
The Minimum Data Set nurses will update any identified care plans by 6/16/12.

All residents with multi drug resistant organisms will have their CNA assignment shects
reviewed and revised to include their specific precautions needed. The Unit Managers will
update any identified revisions needed on the CNA assignment sheets by 6/16/12.

The Staff Development Coordinator conducted an in-service with all Licensed Nurses on the
review and revisions of the care plans and Nurse Aide Assignment sheets on 6/7/12 through
6/16/12.

New physician orders and corresponding care plan updates will be brought to the daily clinical
meeting for review by DNS and ADON and validate revision. New admits and readmitted
resident charts will be brought to the daily clinical meeting for review by DNS, ADON, and UM
to validate revisions and any new precautions.

Each month the unit managers will audit 5 residents on each unit to validate care plan revision
for three months then as needed. '

The audits will be brought to the Performance Improvement Committee (PIC) which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (SS), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) every month for the next three months, and thereafter as needed. The PIC will
determine if further action is needed.

F281



This Pl of Correction is the center’s credible allegation of compliance.

Preparation and/or execution of this plan of correction does not constitute admission or agreement by the provider of the trutl of the facts alleged or
conclusions set forth in the statement of deficiencies, This plan of correction is prepared andfor exectted solely becanse it is required by the

p}o visions of federal and state law.

A care plan was developed for Resident #8 related to her ESBL and the contact precautions on
4/4/12, The PICC was discontinued on 5/21/12,

Resident #34 was discharged on 5/10/12.

" The UMs will conduct an audit of initial care plans for accuracy and completeness weekly times
‘three months.

The SDC has conducted an in-service between 6/7/12 through 6/16/12 with the licensed nurses
on developing initial care plans and on resident dignity and respect with an emphasis on
addressing residents receiving timely incontinence care, toileting, showers, and response to call
lights. All new hires will réceive the information regarding the facility policy related to care
plans and assignment sheets.

The audits will be brought to the Performance Improvement Committee (PIC) which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (SS), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) every month for the next three months, and as needed thereafter. The PIC will
determine if further action is needed.

F282

Resident #15 is turned and repositioned every two hours and as need for comfort per her plan of
care,

Resident #2 is now being transferred with the assistance of two aides as per her plan of care
4/16/12.

Resident #45’s shower time has been adjusted per her preference and updated on her assignment
sheet. She is receiving showers per her plan of care.

The shower time for resident #45 has been changed to ensure she is up and ready by 10:00 am
for morning activities per her request. '

The Unit managers, Dietary manager, Medical Records, Supply Clerk, Activities Director,
Activities assistants, Certified Dementia Practitioner, Social Services and Admissions
Coordinator will conduct interviews of all current interviewable residents as indicated by a
BIM’s score of 12 to 15 and or legal representatives non interviewable by 6/16/12 related to
services rendered to ensure care is provided in accordance with the care plan.



This Plan of Correction is the center’s credibfe allegation of compliance.

Preparation andfor execution of this plan of corection does not constitute admission or agreement by the provider of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies. This plan of correction is prepared andfor exccitted solely because it is required by the

provisions of federal and state law.

The Staff Development Coordinator conducted an in-service between 6/7/12 through 6/ 16/12 for
all State Registered Nursing Assistants and Licensed staff on providing resident care per the
Nursing Assistant assignment sheets and following the care plan. :

The MDS nurses will audit three (3) residents total cach week to validate accuracy of care plans
for three months. '

The Unit managers, Dietary manager, Medical Records, Supply Clerk, Activities Director,
Activities assistants, Certified Dementia Practitioner, Social Services and Admissions
Coordinator will conduct interviews of all current residents and or legal representatives between
on 6/7/12 through 6/16/12 related to whether they have unresolved concerns involving “dignity
and respect” in terms of staff treatment of residents.

Any concerns identified as a result of the interviews will be addressed per the facility policies,
including.

‘The audits will be brought to the Performance Improvement Committee (PIC) which includes
the Executive Director (ED), Assistant Executive Director (AED), Director of Nursing { DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director {(SS), Registered
Dietitian {RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) every month for the next three months, and as needed thereafter: The PIC will
determine if further action is needed.

F312

Resident # 34 was discharged on 5/10/12.

The shower time for resident #45 has been changed to ensure she is up and ready by 10:00 am
for morning activities per her request, Showers are being given per her request.

The Unit managers, Dictary manager, Medical Records, Supply Clerk, Activities Director,
Activities assistants, Certified Dementia Practitioner, Social Services and Admissions
Coordinator will conduct interviews/audits of all current interviewable residents as indicated bya
BIM’s score of 12 to 15 and or legal representatives of non interviewable 6/16/12 related to if
residents are receiving necessary services to maintain good nutrition, grooming and personal and ,
oral hygiene.



This Plan of Correction is the center’s credible allegation of compliance.

Preparation and/or execution of this pln of correction does not constitute admission or agreement by the provider of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies. This plan of correction is prepared and/or execnied solely because it is required by the

provisions of federal and state law.

The Staff Development Coordinator conducted an in-service with the nursing staff between
6/7/12 through 6/16/12 on if residents are receiving necessary services to maintain good
nutrition, grooming, personal and oral hygiene.

A daily shower audit of each unit will be done by the Unit Managers, Monday through Friday
and by the Weekend Supervisor on the weckends for four weeks, then twice weekly for four
weeks then weekly for four weeks.

The audits will be brought to the Performance Improvement Committee (PIC) which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (SS), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) every month for the next three months, and as needed thereafter. The PIC will
determine if further action is needed.

F314

Resident #15 is turned and repositioned every two hours and as nceded per her plan of care.
Resident # 15 received a Stat 2 air mattress on 11/23/11.

Weekly skin assessments are completed by the licensed nurses to observe the skin integrity of all
residents and to validate treatment and services to prevent and heal pressure sores. Notification is
made to the physician and resident/family and interventions implemented as appropriate.

The Staff Development Coordinator conducted an in-service between 6/7/12 through 6/16/12
with the State Registered Nursing Assistants and Licensed Staff on treatment and services to
prevent and heal pressure sores.

A daily turn audit will be done by the Unit Managers Monday through Friday and by the
Weekend Supervisor on-the weekends for four weeks, then twice weekly for four weeks then
weekly for four weeks,

The tracked and trended audits will be brought to the Performance Improvement Committee
(P1C) which includes the Executive Director (ED), Assistant Executive Director (AED), Director
of Nursing ( DON), Assistant Director of Nursing (ADON), Unit Managers, Soctal Service
Director (S8), Registered Dietitian (RD), Activities Director (AD) Maintenance Director, Staff
Development Coordinator (SDC), Dietary Manager, Certified Dementia Practitioner (CDP),
Medical Director ( MD) Case Manager (CM) every month for the next three months and as
needed thereafter. The PIC will determine if further action is needed.



This Plan of Correction is the center s credible allegation of compliance.

Preparation and/or execution of this plan of correction does not constitute admission or agreement by the provider of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies. This plan of correction is prepared and/for executed solely because it is required by the

provisions of federal and state faw.

F315

Resident #2°s Bladder assessment was updated on 4/5/12 and will be updated annually or with a
significant change.

All residents that are currently in a comprehensive assessment period will have their bowel and
bladder status completed as indicated. Charts have been audited by the Medical Records Clerk to
validate that a current bowel and bladder assessment is in place 6/1/12. Any assessments
identified as needing updating will be addressed. 6/16/12

Significant change assessment dates will be reviewed in morning stand up by DNS and ADON
and will be communicated to the Unit Managers via the facility follow-up form. 6/16/12.

Between 6/7/12 through 6/16/12 the SDC conducted in-servicing on the facility’s policy and
system change related to the significant change assessments.

Unit Managers will conduct audits of Bowel and Bladder assessments per the MDS schedule
weekly, for three months, to validate completion of the assessments.

The UMs and DNS will report, track and trend audit findings to the P1C which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing { DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (SS), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director { MD) Case
Manager (CM) three months and thereafter as needed. Appropriate corrective action will be
taken as indicated. '

F353

As of 5/21/12 a concern 16gard1ng residents not receiving ShOWGIS and incontinence care
secondary to staffing issues was brought forth.

The facility initiated an investigation immediately upon resident’s report of the allegation of not



This Plan of Correction is the center's credible allegation of compliance.

FPreparation and/or execution of this plan of correction does not constitute admission or agreement by the provider of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies, This plan of correction is prepated andfor executed solely because it is required by the

provisions of federal and state law.

receiving incontinence care for resident #2. This resident has no skin breakdown and is
receiving continence care for bowel and bladder.

Resident #11 was discharged on 5/10/12,

The facility has encouraged resident #27 to ask for assistance before the urge to void i is strong,
secondary to history of incontinence. She continues to receive detrol LA 4 mg.

This resident has no skin br: eakdown and staff is responding timely to her call bell to prevent
incontinence.

Resident #34 was discharged on 5/10/12.

The shower time for resident #45 has been changed to ensure she is up and ready by 10:00 am
for morning activities per her request and she is receiving her shower per scheduled,

A resident council meeting was held on 5/3/12 various items were discussed, lack of showers or
incontinence care were never voiced as not timely. The meeting was attended by the residents,
Activity Director, Director of Nursing, and the Assistant Executive Director. This meeting was
to discuss any care issues that may be present.

The facility staffing pattern will be reviewed weekly by the ED/DNS and discuss monthly times
three months in the PIC which includes the Executive Director (ED), Assistant Executive
Director (AED), Director of Nursing ( DON), Assistant Director of Nursing (ADON), Unit
Managers, Social Service Director (SS), Registered Dietitian (RD), Activities Director (AD)
Maintenance Director, Staff Development Coordinator (SDC), Dietary Manager, Certified
Dementia Practitioner (CDP), Medical Director ( MD) Case Manager (CM) committee,
concerns are also reviewed, further interventions may be recommended based on the PIC review
of the Staffing pattern or grievance data.

F431

Between 5/7/12 through 5/16/12 audits were done on all medication carts and medication rooms
by the Pharmacy to validate no expired, loose, or undated medications were in the facility. No
residents were found to have been affected.

The SDC and Pharmacy have in-serviced licensed nurses and Certified Medication Technicians
(CMTs) on proper procedures for dating medications, removing expired medications, and

medication administration.

The UMs will conduct audits of the medication carts and medication rooms weekly, for three
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months, to validate multi dose vials are labeled, no expired medications are present and that there
This Plant of Correction is the center's credible aflegation of compliance,

Preparation and/or execution of this plan of correction does not coastitute admission or agreement by the provider of the iruth of the facts alleged or
conclusions set forth in the statemnent of deficiencies, This plan of correction is prepared andfor exccuted solely because it is required by the

provisions of federal and state law.
are no medications are set up.

The UMs and the DNS will report, track and trend audit findings to the PIC which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (S8), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) for three months and thereafter as needed. Appropriate corrective action will be
taken as indicated.

Fd41
Resident #8 continues to be on contact precautions and staff will follow precautions per policy.
Resident #2 was not adversely affected by improper hand-washing technique.

Resident #35 was not adversely affected by improper hand-washing technique

The SDC has in-serviced all nursing, housekeeping, and therapy staff on hand-washing
procedures between 6/7/12 through 6/16/12. Additional in-servicing was provided to
housekeeping staff on the proper chemicals to usc while cleaning resident’s rooms.

All medication carts were cleaned and a cleaning schedule developed to verify carts are cleaned
routinely. ‘

The Housekeeping Supervisor audited by observation all housekeeping staff are using
appropriate chemicals to_sanitize resident rooms. This audit will continue to be done weekly for
three months, to validate housekeeping are using correct chemicals. The Housekeeping
Supervisor will audit the exterior of 3 med carts per week times three months to validate
cleanliness. The Manager will report, track and trend audit findings to the PIC which includes
the Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (SS), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case’
Manager (CM) for three months and thereafter as needed. Appropriate corrective action will be
as indicated.

The UMs and Rehab Dircctor conducted audits of proper hand-washing techniques being
- demonstrated by staff and monitor medication carts weekly, for three months, to validate staff
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are following hand-washing procedures. The UMs-and Rehab Director will report, track and

This Plan of Correction is the center’s credible allegation of compliance.

Freparation and/or execution of this plan of correction does not constitute admission or agreement by the provider of the truth of the facts afleged or
conclusions set forth in the statement of deficiencies, This plan of correction is prepared and/for executed solely because it is required by the

provisions of federal and state faw.

trend audit findings to the PIC which includes the Executive Director (ED), Assistant Executive
Director (AED), Director of Nursing ( DON), Assistant Director of Nursing (ADON), Unit
Managers, Social Service Director (SS), Registered Dietitian (RD), Activities Director (AD)
Maintenance Director, Staff Development Coordinator (SDC), Dietary Manager, Certified
Dementia Practitioner (CDP), Medical Director ( MD) Case Manager (CM) for three months
and thereafter as needed. Appropriate corrective action will be taken as indicated.

F514
The Physician’s order for Resident # 8 clarified and discontinued. Her skin was intact.
Resident #32 did not receive any incorrect medication and his orders were clarified.

All active medical records have been reviewed by the Medical Records clerk, and the Medical
Records Assistant to validate that only the correct medical record is in the chart. Review was
complete 6/16/12,

The SDC in-serviced all licensed staff on proper filing in the medical record and procedures to
discontinue medications in the medical record between 6/7/12 through 6/16/12.

The Medical Records clerk will audit three (3) resident medical records per month to validate
accuracy for three months. The Medical Records clerk will report, track and trend audit
findings to the PIC which includes the Executive Director (ED), Assistant Executive Director
(AED), Director of Nursing ( DON), Assistant Director of Nursing (ADON), Unit Managers,
Social Service Director (SS), Registered Dietitian (RD), Activities Director (AD) Maintenance
Director, Staff Development Coordinator (SDC), Dietary Manager, Certified Dementia
Practitioner (CDP), Medical Director ( MD) Case Manager (CM) for three months and
thereafter as needed. Appropriate corrective action will be taken as indicated.
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This Plan of Correction is the center's credible allegation of compliance.

Prepam!ion mm’/ar exectition of this p!';m of correction does not constitute admission or agree.ment b_y the Pravider of the trath of the ficts a/fegerf or
conchisions set forth in the statement of deficiencies, This plan of correction is prepared and/for execnted solely because it is required by the

- provisions of federal and state law.

Fountain Circle Health and Rehabilitation
Plan of Correction for Survey Exit'5/11/12
Attachment

K072

Cart storage/equipment areas have been identified on each unit to store all carts and lifts when
not in use for resident care to ensure there are no obstructions or impediments in egress.

A facility wide in-scrvice was conducted, by the Staff development Coordinator ( SDC) on
6/7/12 through 6/16/12, for all employees to educate them on the cart/equipment storage.

Three (3) audits per week, times one month, then weekly for two months will be done by the
Maintenance Director or Assistant Executive Director to observe that means of egress are clear
through out the facilily. Any concerns identified will be corrected immediately.

The audits will be brought to the Performance Improvement Committee (PIC) which includes the
Executive Director (ED), Assistant Executive Director (AED), Director of Nursing ( DON),
Assistant Director of Nursing (ADON), Unit Managers, Social Service Director (SS), Registered
Dietitian (RD), Activities Director (AD) Maintenance Director, Staff Development Coordinator
(SDC), Dietary Manager, Certified Dementia Practitioner (CDP), Medical Director ( MD) Case
Manager (CM) every month for the next three months. Action plans will be developed and
implemented as indicated. The PIC will determine if further action is needed.

F166

Resident #27 was visited by the social worker 6/1/12 to assess for any unresolved grievances.
Resident #27 voiced no concerns and has no unresolved grievances.

Unit managers, Dietary manager, Medical Records, Supply Clerk, Activities Director, Activities
assistants, Certified Dementia Practitioner, Social Services and Admissions Coordinator will ask
all residents by 6/16 /12 during Angel Care rounds, if they have any grievances that they need to
report. Residents will also be encouraged to voice any concerns they may have to any facility
staff. Any grievances will be forwarded to the Executive Director for follow-up in the morning
stand up meeting. '





