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| Prestonsburg Health Care Center does not |
F 000 | INITIALCOMMENTS | F 000 believe and does not admit that any

deficlencies existed, either before, during _
A standard health survey was conducted on or after the survey. The Facility reserves all|
08/12-1414. Deficient practice was identified rights to contest the survey findings

with the highest scope and severily at "E" level. through informal dispute resolution formal |
F 282 | 483.20(k){3)(i) SERVICES BY QUALIFIED F 282 la eagl roceedings :r o admin;tr;tlve
$5<& | PERSONS/PER CARE PLAN fppealp Ngs or any

- or legal proceedings. Thisplan of ‘

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident’s wrilten plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observalion, interview, record review,
and review of facilily policy, the facility failed lo
ensure services were provided in accardance
with the plan of care for four (4) of fourteen {14)
sampled residenls (Residents #2, #8, #10, and
#11). Residenls #2, #8, #10, and #11 were
assessed lo require the use of an indweilling
catheter with care plan inlerventions to secure the
catheter tubing to prevent tenslion; however,
observations revealed the catheter tubing was nol
secured during catheter care observalions for
Residents #2, #8, #10, and #11.

The findings include:

Review of the facilily Care Planning policy (dated
Oclober 2013) revealed care plan interventions
would be developed based on consideration of
the resident's problem areas and their causes.
The policy noted the care plan would identify the
highest level of functioning the resident might be
expected lo altain.

correction is not meant to establish any
lsta ndard of care, contract obligation or
rpositicm and the Facility reserves all rights
to raise all possible contentions and |
'defenses in any type of civil or criminal
'claim, action or proceeding. Nothing |
contained in this plan of correction should |
considered as a wavier of any potentially .
applicable Peer Review, Quality assurance
or self critical examination privilege which |
the Facility does not waive and reserves
the right to assert in any administrative, |
civil or criminal claim, action or proceeding.
e Facility offers its response, credible |
allegations of compliance and plan of
correction as part of its ongoing efforts to

provide quality of care to residents. :

'F 282 483.20(k)(3)(i!) SERVICES BY
QUALIFIED PERSONS/PER CARE PLAN

Corrective Actlon for Resldent(s) Affected: _.

iResident #2, #8, #10 and it 11 had care
plans updated by MDS nurse or DON on

(it , BIn, LUMA

RY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE {X8) OATE

Adprnsdats. G849

Any defffiency statement ending vith a asterisk {*) dendles a deficiency which the Instilution may ba excused from carrecting providing il is determined that
other saleguarde provide sulficient protection to the patlents . (See Instructions.) Except for nursing homes, the findings staled above are disclosable 50 days
following'the daterol survel whather ornot 'a plan of catiéetion 18’ plavided. For nlising Fionids, tha aticve findings arg PlEns of cofreclion are distidsable 14
days following the dale these documents are made available W the facilty. If deficlencles ara cited, an approved plan of correction is requisite to continued
program parlicipation.
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' i8—19-14 to obtain leg straps for foley
F 282 | Conlinued From page 1 F 282 'catheter to anchor. Leg straps were

1. Review of Resident #2's medical record placed on resident #2, 48, #10 and #11.
revealed the facility admilted the rasident on

| 04711114, with dlagnoses thal Included Senile [

' Dementia, Muscle Weakness, Muscle Alrophy, Hou;rdthe F?clllltv;l.'vllls?ct tt: Pr_(’te‘:t |

| and Urinary inconlinence. Review of the annual Resldents in similar Situation: .
MDS assessment daled 05/21/14 and {he , |

| quarterly MDS assessment dated 03/14/14 iAII resident’s care plans were reviewed |

| revealed Resident #2 was at high risk for between 8-14-14 and 8-20-14 by MDS i
pressure ulcers. nurse or DON to ensure resident's care |
Review of Residenl #2's care plan daled 06/24/14 plan corresponded to their care needs. No [

| revealed the resldent required the use of an concerns were identified. All assessed
indwelling winary catheler to ald in the healing of residents with catheters had leg straps
an unstageable pressure ulcer to lhe coccyx ’a pplied and are in use,

| area. Interventions included providing catheter I

{ care per facility policy, keeping the drainage bag . [
below the level of the bladder, and preventing Measures to Prevent Reoccurrence: |
tension on the urinary meatus from the catheter l R

| lubing. Review of the Certified Nurse Alde (CNA} ny changes to the resident’s care needs
care plan revealed the facility noted catheler care | ill be reviewed and discussed daily in

| would be provided every shift; however, the care clinical meeting, Care plans will also be

| plan did not include interventions to prevent reviewed in this meeting to ensure that the|
lension on the catheler lubing. :care plan has been updated by the MDS

| Observation of Resident #2 on 08/12/14/ at 2:45 purse and corresponds to the resldent’s

| PM revealed the resident ulilized an indwelling 'HEEGS- Resident’s care needs who are

| catheter. lreturning to the facility from an acute care |

! T e LYy T setting will be reviewed and discussed in

n atd: , wlale Kegislarea Nurse clin aetin i ith th

Aide (SRNA) #3 provided catheler care for IDT': al dr[n gl‘s aid?"v m::Et nlg \: - I: .
Resident#2. The calheter was abserved lalie s Sl AU or. €rs, lab results,

| allached to a bedside dralnage bag; however, the falls, wounds,etc) and their care plans

| tubing was not secured to prevent tension as Iupdated accordingly by the MDS nurse. |

| directed by the resident's plan of care. ilnservlced nurses on updating care plans

' per policy by DON/Designee on 8-20-14.
An Inlerview conducted on 08/14/14 at 12,45 PM
with SRNA #3 revealed she had been trained lo
follow the care plan intervenlions for each

| resident; howaver, the SRNA stated she had .
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F 282 Conlinued From page 2

been trained to perform catheter care avery shift
for resldents and had not received training related
to securing the tubing of the catheter.

2. Review of the medical record revealed the
facility admilted Resident #10 on 05/26/14 with
diagnoses that included Diabetes Mellitus, Atrial
Fibrillation, Hypertension, Urinary Retention,
Neurogenic Bladder, and Chronic Kidney
Disease. Review of the Minimum Daia Sat
(MDS) dated 06/02/14 revealed the facilily
assessed Resident #10 to require the use of an
indwelling urinary catheter due to Chronic Kidney
Disease and Neurogenic Bladder. Review of the
Comprehensive Care Plan revealed the facility
addressed the use of the urinary catheter for
Resident #10. Care plan interventions included
posilioning the dralnage bag below the level of
the bladder, and praventing tensicn on the urinary
meatus from the catheter, Review of lhe CNA
care plan revealed the facilily noted catheter care
would be provided every shift; however, the care
plan did not include interventions to prevent
tension on the catheter tubing.

Facility slaff was observed to use appropriale
technigue when providing urinary catheter care
for Resident #10 on 08/14/14, at 1:15 PM;
however, the catheter tubing was not secured to
prevent lension on the resident.

Interview with SRNA #5 on 08/14/14, at 1:30 PM
revealed the SRNA had worked al the facility for
approximately two years and was required lo
follow care plan interventions for each resident.
SRNA#5 slated she had been lrained on
performing catheler care, but had not been
trained fo secure the catheter tubing to prevent
tension on the resident.

Monltoring of Correctlve Action:

F 262
DON/Deslgnee will audit 20% of resident’s
care plans weekly to ensure they are
specific to each resident’s needs weekly for
P months, then biweekly for 3 months,
then monthly for 3 months. DON/Designee
lell observe for the use of the leg straps
and make sure they are In place on the

:residents weekly for 3 months, then

biweekly for 3 menths then monthly for 3

months. Results of the audit will be

discussed in QAP! meeting to determine
ieffecﬂveness and to determine If further
education and/or interventions are

Infzetcied.

Completion date:

|

8-20-14
|
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3. Review of the medical record revealed the
facility admilted Resident #8 on 10/06/11 with
diagnoses that included Hematuria and
Obstructive Uropathy. Review of the quarierly
MDS assessment dated 08/13/14 revealed the
resident required extensive assistance for
toileting needs and required an indweiling urinary
catheter. Review of the resident's care plan
dated 06/13/14 revealed the facilily addressed the
use of the indwelling cathsler far Resident #8.
According to the care plan interventions, the staff
should prevent tension on the urinary meatus
from lhe calheter,

Review of the CNA care plan revealed the facility
noled catheter care would be provided every shift;
however, the care plan did not include
interventions to prevent tension on lhe catheter
tubing.

Observation of Resident #8 on 08/12/14 at 4:30
PM revealed the resident uilized an indwelling
urinary catheter. Observations during urinary
catheter care performed by facilily staff revealed
the resident’s catheler ubing was not secured to
the resident's leg in accordance with the nursing
care plan inlerventions for Resident #8,

Interview with State Registered Nurse Alde
(SRNA) #2 an 08/14/14 at 11:00 AM and SRNA
#4 on 08/14/14 at 1:00 PM revealed the SRNAs
had been fralned lo follow lhe care plan
interventions to provide individual care for each
resident. However, the SRNAs slaled the iraining
did not include the securing of the catheter lubing
for rasidents.

4. Review of the medical record revealed the
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Conlinued From page 4

facility admitled Resident #11 on 1217/11 with
diagnoses that inciuded Congestive Heart
Failure, Impaired Renal Function, Generalized
Muscle Weakness, Urinary Tract Infection, and
Benign Prostatic Hyperplasia with Urinary
Obstruction.

Areview of the quarterly Minimum Data Set
(MDS5) assessment daled 08/18/14 revealed the
resident had an indwelling urinary catheter,
Review of the resident's Comprehensive Care
Plan revealed the facilily addressed the use of the
urinary catheler, Care plan interventions included
keeping the catheter tubing free of kinks, keeping
the drainage bag below the level of the bladder,
and praventing tansion on the urinary meatus
from the catheter,

Review of ihe CNA care plan revealed the facilily
noted catheter care would be provided every shift;
howaver, the care plan did not include
interventions {o prevent fension on the catheler
tubing.

Obsarvation of catheter care provided by facilily
staff on 08/14/14 at 1:05 PM ravealed staif
provided appropriate care; howaver, staff faited to
secure the urinary catheler tubing to prevent
lension.

Inlerview with SRNA#1 on 08/14/14 at 1:15 PM
revealed he/she had not been Irained to follow
the care plan to provide individual care needs for
sach resident.

Interview with the Director of Nursing (DON) an
08/14/14 at 5:00 PM revealed the SRNAs were
required o provide care in accordance with the
individual care pian for each resident. The DON

F 282
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F 282 | Continued From page 5

slated she conducled routine rounds throughout
lhe facility to observe resident care and had not
Idenlified any problems wilh resident care. The
DON slated the catheter tubing had not been
securad for residents who required an indwelling
calheter,

F 315 | 483.25(d) NO CATHETER, PREVENT UTI,
$5=g | RESTORE BLADDER

Based on the residenl's comprehensive
assessmenl, the facility musl ensure that a
resident who enlers the facllity without an
indwelling catheter is not catheterized unfess the
resident’s clinical condition demonstrates that
catheterizalion was necessary; and a resident
whois incontinent of bladder recelves appropriate
trealment and services to prevent urinary tract
infections and ta restore as much normaf bladder
funclion as possible.

This REQUIREMENT is not met as evidencad
by:

Based on cbservation, interview, record roview,
and review of the facllity’s catheter policy, it was
determined the facllity failed to ensure four (4) of
fourteen (14) sampled residents (Residents #2,
#8, #10, and #11) received the appropriate
trealment and services related to indwelling
urinary catheter usage. The facility failed {o
secure residents’ indwelling catheters to prevent
pulling/pressure per the facilily's policy.

The findings include;
Review of the facility policy litled "Foley Catheter

Care," (dated December 2010) revealed staff was
required lo secure urinary calhelers lo the upper

F 282

F 315 F 315 483.25(d) NO CATHETER, PREVENT
UTI, RESTORE BLADDER |

Corrective Action for Resldent(s) Affected:
|Resident #2, #8, #10, and #11 and all other |
resident’s with catheters were evaluated |
Ian‘:l reassessed for appropriateness for the
‘Iuse of catheters by DON/Designee on 8-19-|
14. All foley catheter care plans were
reassessed and update to include leg strap |
for foley catheter anchor on 8-19-14 by thei
;MDS nurse and/or DON/Designee. Leg
straps were also applied to resident #2, #8,
#10, and #11.

How the Faciilty will act to protect
Residents in similar situation:

All other residents care plans will be
reviewed for any change in continence care
a nd/or far catheter use for the last year by
MDS nurse/Designee between 8-14-14 and
8-20-14. Residents that have used a
catheter will have care plans updated and
reassessed to include the use leg strap for
:foley catheter anchor by the MDS
nurse/Designee between 8-14-14 and 8-20-
14, 3
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F 315 | Continued From page 6 F 315 Measures to prevent reoccurrence: .
| thigh to avoid tension on the calheler. |

1. Revlew of Resident #2's medical record

revealed the facility admilted the rasident on
| 04111114, with diagnoses that included Senila
Dementia, Muscle Weakness, Muscle Atrophy,
and Urinary Incontinence. Further review of the
medical record, which included the annual
comprehensive assessment dated 05/21/14 and
the quarterly comprehensive assessment daled
03/14/14, revealed Resident #2 was al high risk
for pressure ulcers.

Review of Resident #2's care plan daled 06/24/14

revaaled the resident raquired the use of an

indwelling urinary catheter to aid in the healing of

an unsiageable pressure ulcer to the ¢occyx
area.

| Observation of Resident #2 on 08/12/14 at 2:45
PM revealed the resident utilized an indwelling
urinary catheter,

On 08/13/14 al 3:55 PM, Slale Registered Nurse
Aide (SRNA)} #3 provided incontinence care lo
Resident#2. The catheter was observed
altached lo a bedside drainage bag; however, the
tubing was nol secured to the resident’s leg as
| required per facility's policy.

| Aninlerview conducled on 08/14/14 al 12:45 PM

| with SRNA#3 revealed the facility had trained the
| SRNA on catheter care; however, SRNA #3
staled he/she had not been trained to secure the
catheter fubing.

i 2. Review of the medical record revealed the
facility admitted Resident #10 an 05/26/14 with
| diagnoses including Diabetes Mellitus, Atrial

Inservice was provided to all nursing staff

'by DON/ADON on 8-18-14 on foley '

Icatheter policy on how to anchor catheters|

'and for skin care for resident’s with the

anchors. All nursing staff did a return
demonstration of proper foley catheter

care and anchoring. All new employees ‘

|during onboarding stage will receive foley

ic:atheter education and will have to |

demonstrate their skills. Changes will be
:dlscussed in clinical meeting. Foley |
catheters will be reassessed for :
!appropriateness of use, All new admits will
be assessed for appropriateness weekly for

1 month then monthly.

Monitoring of correction action:

DON/Designee will monitor securing of
catheters with leg straps weekly for 4
weeks then monthly for 6 months and
findings will be discussed in QAPI

|rneetings. Any concerns will be addressed
immaediately. '

Completion date:

8-20-14
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Fibriltation, Hypertension, Urinary Retention,
Neuragenic Bladder, and Chronic Kidney
Disease. Review of the Minimum Data Set
(MDS) daled 08/02/14 revealed Resident #10
required extensive assistance with toileting needs
and required an indwelling urinary catheter due to
Chronic Kidney Digease and Neurogenic Bladder.
Reviaw of tha Comprehensive Care Plan
revealed the facility addressed tha use of the
indwelling urinary catheter for Resident #10,

Care plan intervenlions included positioning the
drainage bag below the level of the bladder and
preventing tension on the urinary meafus from the
catheter.

Facility staff was observed to provide catheter
care for Resldent #10 on 08/14/14, at 1:15 PM.
SRNA #5 was chserved lo perform catheter care
appropriately; howaver, the SRNA failed to secure
the catheler {ubing to the resident's thigh.

Interview with SRNA #5 on 08/14/14, at 1:30 PM
revealed the SRNA had worked at the facifity for
approximalely two years and had never observed
Resident #10's catheter tubing secured. SRNA
#5 stated she had not been frained to secure the
catheter tubing lo prevent tension on the resident.

3. Review of the medical record revealed the
facility admilted Resident #8 on 10/06/11 wilh
diagnoses that included Hematurla and
Obslructive Uropalhy. A review of the quarterly
MDS assessment dated 06/13/14 revealed the
resldent required exlensive assistance for
toileting needs and required an indwelling urinary
catheler. Review of the resident's care plan
daled 06/13/14 revealed the resident required the
use of a urinary catheter related to Obstructive
Uropathy, Hemaluria, Untreatable Blockage,

) 1D
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Conlinued From page 8

History of inability lo void aller having a calheter
ramoved in the past, and Neurogenic Bladder.
The care plan ravealed the staff should pravent
tension on tha urinary mealus from the catheter,

Observation of Resident #8 on 08/12/14 al 4:30
PM revealed the resldent ulilized an indweliing
urinary catheter. Furlher observation during
urinary catheter care revealed the resident’s
catheter tubing was nol secured to the resident's
leg as required by the facility policy,

Interview with State Registered Nurse Aide
{SRNA) #2 on 08/14/14 at 11:00 AM and SRNA
#4 on 08/14/14 at 1:00 PM revealed they had not
been trained to secure catheter tubing to a
resident's thigh.

4. Review of the medical record revealed the
facility admitted Resident #11 on 12/17/11 with
diagnoses thatincluded Congestive Heart
Failure, Impaired Renal Function, Generalized
Muscle Weakness, Urinary Tract Infection, and
Benlgn Prostatic Hyperplasia with Urinary
Obstruclion. A review of the quarterly Minimum
Data Sel (MDS) assessment, dated 06/18/14,
revealed the resident required extensive
assistance for bed mobility and lotal assistance
for toileting. Review of the MDS further revealed
the resident was always Incontinent of bowel and
had an indwelling urinary catheler. Roview of the
Comprehensive Care Plan revealed the facility
addressed the use of the urinary catheter. Care
plan Interventions included keeping the catheter
tubing free of kinks, keeping the drainage bag
below the leve! of the bladder, and preventing
tenston on the urinary meatus from the catheter.

Observation on 08/14/14 al 1:05 PM revealad

F 315
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i Continued From page 2@

| stalf provided appropriale catheter care lo
Resident#11; however, staff failed to secure the

| catheler lubing to the resident’s thigh in order to
prevent tension.

F 315

| Interview with SRNA #1 on 08/14/14 at 1:15 PM
' revealed he/she had not been irained to secure
urinary calheter tubing to the resident's thigh.

| Interview with the Director of Nursing (DON) on
08/14/14 at 5:00 PM revealed the facilily provided
training routinely for catheter care; however, the
i training did not include securing the catheter
lubing. The DON acknowledged lhe catheler
! tubing had not been secured for residents with
| indwelling calhetars.
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT
§S=E ‘ IRREGULAR, ACTON

Fl The drug regimen of each resident must be

| reviewed at least once a month by a lcensed

| pharmacist.

| The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon,

I
This REQUIREMENT is not met as evidenced
by:
| Based on interview, record raview, and review of
| the facllily’s psycholrople drug use policy, the
| facilily failed to ensure the consultant pharmacist
| reported drug irregularities to the altending
| physician and the Director of Nursing regarding

F 315

F428

'F 428 483.60@ DRUG REGIMEN REVIEW,
REPORT IRREGULAR, ACT ON

Corrective action for Resident(s) affected:

'Resident #4, # 7, #8, and #9 were evaluated
Iby the pharmacist on 8-19-14 for a Gradual
Dose Reduction. Recommendations were
sent to resident’s physiclian.

How the Facility wiil act to protect
Residents in similar situation:

!AII residents were reviewed by the
'pharmacist on 8-19-14. Recommendations
were sent to resldent’s physician. DON
and pharmacist reviewed appropriateness
of all medications with strong emphases on
lpsychotrc:plcs.
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recommendalions for a Gradual Dose Reduclion
{GOR) for four (4) of fourteen (14) sampled
residents (Residents #4, #7, #8, and #9).

The findings include:

Review of the facility's policy titled “Psychotropic
Drug Use," (daled December 2010) revealed the
consultant pharmacist (RPh) would perform a
medication regimen review for each resident in
the facilily monthly and would address
recommendatians for medication reduclion at
least quarterly, The policy further revealed that
Pharmacy would document medication/dosage
change recommendations and Nursing would
nolify the physician for recommendations if they
were not noted In the physician progress noles.

1. Review of the medical record for Resident #9
revealed the facilily admitled the resident on
03/15/12 with diagnoses thal included Depressive
Disorder. Review of the September 2012
physician's orders revealed the physician had
prescribed Celexa (antidepressant) 20 mg {o be
administered daily.

Review of the quarierly comprehensive
assesament dated 05/07/14 revealed the facility
assessaed Resident #9 to have a depression
score of 1 with 0 to 4 being a minimal score of
depression. Furthermore, the annual
comprehensive assessment dated 10/29/13
revealed the facilily assessed Resident #9 to
have a depression score of 3 wilh 0 to 4 being a
minimal score of depression.

Further review of the medical record rovealod the
consultant pharmacist had conducled a manthly
medication regimen review for Resident #9 from

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S FLAN 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 THEAPPROPRIATE RAIE

DEFICIENCY)
Measures to prevent reoccurrence: |
F 428 | Continued From page 10 FA428/

:Inservlce the pharmacist on GDR’s and
;policy of thelr use by DON on 8-19-14,
IInserwlced all nurses on policy and
procedure of policy of GDR's. !
DON/Designee will keep a log of all |
psychotrapic meds, appropriateness, and
their reductions and will be monitored
daily in clinical meeting. DON/Designee
:will menitor monthly audits of pharmacy
Irecommendations for Gradual Dose
IRedur:t!on . Any findings will be discussed
in clinical meeting and physician and
pharmacist will be notified.

Monitoring of corrective action:
DON/Designee will monitor for Gradual |
Dose Reduction monthly for 6 months then
every 2 months for 6 months and findings
r.vill be discussed in QAPI meetings and
pharmacist and physiclan will be notified.

Completion date: ‘

8-25-14 |
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i Continued From page 11
08/19/13 through 07/25/14. However, there was
no evidence during this timeframe that the

| pharmacist had recommended a dosage
reduction altempt for the (antidepressant) Celexa,

I
Interview with the pharmacist (RPh) on 08/14/14

i at 3:40 PM revealed he was responsible for

| conducting monthly medication regimen reviews
for residenls at the facility. The RPh stated the
Celexa dosage had not been reduced since it
was starled.

2. Review of the medical record revealed the
facility admilted Resident #7 on 03/05/13 with
diagnoses including Senile Dementla with
Behavioral Dislurbances, Parkinson's disease,
l Alzheimer's disease, and Depressiva Disorder.
Review of the quarterly Minimum Data Set (MDS)
i assossment for Resident #7 dated 07/11/14
| revealed the resident had a Brief Interview for
Mental Stalus (BIMS) score of 1, which Indicated
the resident’s cognilion was severely impaired. In
addition, the facility assessed the resident to
exhibit no episodes of delirium or behaviors
during the assessment periad.

Review of the August 2014 {daled 08/01/14)
physician's orders revealed the physician

| prescribed 30 mg (milligrams) of Remeron
{anlidepressant} lo be administered routinely for
Resident #7 every night. Furlher review of the
physician's orders revealed the physician had
originally prescribed the 30 mg of Remeron on
04/16/13.

Review of the consultant pharmacisl's reviews
from July 2013 to August 2014 revealed the
Pharmacist had conducted a monthly madication
regimen raview for Resident #7; however, there

F428
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| was no evidence the pharmacist had considerad
racommendations for gradual dose reduction of

the antidepressant medication, Remeron, during
| this time period.

| 3. Review of the medical record for Resident #8
ravealed ihs facility admitted (he resident on

| 10/06/11 with diagnoses that included

| Alzheimer's, Episodic Mood Disorder, Senile

| Dementia, and Generalized Anxisly, Review of
December 2011 physician orders revealed the

| resident was prescribed Depakote Sprinkles
(moad stabilizer) 260 mg lo be administered

i three times per day.

' Review of tha quarterly comprehensive
assessment dated 06/13/14 and the annual
comprehensive agsessment dated 04/03/14
revealed the facility assessed Resident #8 {o

| have mood and behavior frequency scores of 0,

| meaning a frequency of never or one per day.

Further review of the medical record revealed the
consultant pharmacist had conducted a monthly

| medicalion regimen review for Resident #8 from
09/17/13 through 07/25/14. However, the

| consultant pharmacist failled to recommend a
gradual dose reduction for Depakote Sprinkles.

| Interview with the consultant pharmacist on
08/14/14 at 3:40 PM revealed Resident #8's
Depakote Sprinkles had not been reduced since

| being started nor had the required
recommendations been mada.

Interview wilh the Director of Nursing on 08/14/14
| at 5:00 PM revealed the pharmacy
| recommendalions are reviewed monthly and it
| was "assumed" the consultant pharmacist was

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5}
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 APPRQOFRIATE OATE
DEFICIENCY)
F 428  Conlinued From page 12 F 428

FORM CMS-2587(02-99) Provious Vassions Obsolale Evant ID: 4NPB11

Faclity 1D: 100128

Il continualien sheel Page 13 of 17




PRINTED: 08/28/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIONNUMBER: A, BUILDING COMPLETED
186304 B.WING 08/14/2014
NAME OF PROVIDER OR SUPFLIER BTREET ADDRESS, CITY, STATE, 2IP CODE
147 NORTH HIGHLAND AVENUE
PRESTONSBURGHEALTH CARE CENTER
N PRESTONSBURG, KY 41663
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
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 THEAPPROPRIATE DATE
DEFICIENCY}
F 428 | Continued From page 13 F 428

compleling the recommendations accurately.

| 4, Review of the medical racord for Resident #4

| revealed the facllity admitted the resident on

| 04/28/43 wilh diagnoses that included Malignant
Brain Neoplasm, Senfle Dementia, and Anxiely.
Further review of the record revealed on 06/04/13
the resident's physicfan prascribed Depakote
(Mood Stabilizer) 125 mg sprinkles, two capsules
| to be administered daily.

Review of the quarterly comprehensive
assessmenl dated 06/23/14 and the annual MDS
assessment dated 03/06/14 revealed the facility
assessed Resident #4 o have 0, meaning never
or one day for frequency of mood and behaviors,

Further review of the medical record revealed the
: consullant pharmacist had conducled a monthly
medication regimen review for Resident #4 from
07/16/13 through 07/26/14. Howaver, there was
no evidence the pharmacisl had recommended a
| dosage reduction attempt for Depakole during
| this time period.
|
| Interview wilh tha Consultant Pharmacist on
08/13/14 at 4:00 PM revealed he had not
considered a GDR for Depakote for the resident
since a low doss was prescribed by the physician.
F 441 | 483.65 INFECTION CONTROL, PREVENT
58=D | SPREAD, LINENS

‘The facllity must establish and maintain an
Infection Conirol Program designed to provide a
safe, sanitary and comfortable environment and
to help prevant the development and transmission
of disease and infection,

F 441 441 483.65 INFECTION CONTROL,

PREVENT SPREAD LINENS
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(a) Infection Control Program

Tha facllity must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents Infections
in the faciliy;

(2) Decides what procedures, such as isolalion,
should be applied lo an individual resident; and
{3) Maintains a record of incidents and correclive
aclions related {o infeclions.

(b} Preventing Spread of Infection
(1) When the Infection Control Program
determines that a resident needs [solation lo
prevent lhe spread of infection, the facilily must
isolate the resident.
{2) The facllity must prohibit employees with a
communicable diseasse orinfected skin lesions
from direct contact with residents or their food, if
direct contact wiil Iransmit the disease.
{3) The facility must require staff o wash their
hands after each direct resident contact for which
hand washing is indicated by accepted

.| professional practice.

{c) Linens

Persannel must handle, store, process and
transport finens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, and a review of
the facility's linen handling policy it was
determined the facility fajled to maintain effactive
infection control technique in a manner to prevent
the development and transmission of disease and
infection for one (1) of fourteen (14} sampled

Staff cleaned resident #11 over bed table
immediately, Murse aide was coached and
reeducated on proper technique of
handling dirty linens and policy of infection
control by DON on 8-14-14. The nurse
aide did a return demonstration on proper
technique of handling of dirty linen.

How the Facility will act to protect
Residents in similar situation;

f\ll nurse aides were inserviced by
DON/Designee on proper handling of dirty
linens and Infection control policy on 8-14-
14. Ail nurse aides did return
demonstration of proper handling of dirty
linen. DON reviewed infection log for any
trends. No concerns identifled.

Measures ta prevent reoccurrence:

All nursing staff were inserviced on proper
technique of handling dirty linens and our
infection control policy by DON/Designee
an 8-18-14, All nursing staff did return
demonstration of handling of dirty linen.
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F 441 Conlinued From page 15 F 441 Monitoring of corrective action:

rasidents (Raesident #11). Observation of catheter
care for Resident #11 on 08/14/14 at 1:05 PM
reveaied State Registered Nurse Aide (SRNA) #1
placed solled washcloths directly on the bedside
table, which was not in accordance wilh the
facllity's policy.

Tha findings include:

Review of facility polcy litled “Linen Handling,"
dated December 2012, revealed soiled linen
should be directly deposited inlo the covered
finen receptacle or plastic bag. The palicy stated
that solled linen should never be placed on the
floar, overbed table, bedside stand, or chair,

Review of the medical recard revealed the facilily
admitled Restdent #11 on 12/17/11 with
diagnoses including Impaired Renal Funclion,
Congaestive Heart Failure, Urinary Tract Infection,
Generalized Muscle Weakness, and Benign
Prostatic Hyperplasia with Urinary Obstruction. A
review of the quarterly Minimum Data Set (MDS)
assessment, daled 06/18/14, revealed the
resident required exlensive assistance for bed
mobility and total assistance for tolleting. Review
of the MDS further revealed lhe resident was
always incontinent of bowel and had an indwelling
urinary catheter.

Observalion on 08/14/14 at 1:05 PM revealed
SRNA#1 provided calheler care to Residenl #11
and placed the soiled washcloths that the SRMNA
used to clean the resident's catheter tubing
directly on the bedside table.

interview on 08/14/14 at 1:15 PM with SRNA#1
revealed she should not have placed the soiled
washcloths direclly on the bedside table. The

DON/Designee will observe 5 nurse aides
technique of handling of dirty linens weekly,
for 3 months then monthly for 3 months. |
'f\u findings will be discussed In clinical

meeting and reported to QAPI meeting.
Completion Date:

8-20-14
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F 441 | Continued From page 16 F 441

interview further revealed placing the solled
washcloths on the bedside table could create an
| infection control problem.

| Interview on 08/14/14 a 5:00 PM with the

| Director of Nursing revealed staff should navar
place soiled linen on the bedside lable. She

| slated staff should place soiled linen in a bag and

I take to the soiled linen conlainer.
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