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This Plan of Correction is the center’s credibie

-F 000} INITIAL COMMENTS FO00{ allegation of comptiance.

Preparation andior executi ; I
A Standard Recertifcstion Survey and an o ot ot o e s o o <onection
Abbreviated Survey investigating KY00017183, : provider of the truth of the facts alleged or conclusions
KY00017184, KY00017186, KY00017187, set forth in the statement of deficiencies, The plan of
KY00017190, KY00017191, and KY00017201 rorrection is prepared andfor executed solely because
was Initiated on 10/04/11 and concluded on is required by the provisions of federal and state g,
10/07/11 with deficiencies clted. KY00017183 F241

and KY00017187 were unsubstantiated without
deficiencies. KY00017184 and KY00017201

were substantiated with deficiencies. 1. The facility initiated an
KY00017186, KY00017190, and KY00017191 investigation immediately upon the
were substantiated without deficiencies. The resident’s report of the allegation for
lll1'i=gzhest Scopa and Severity (S/S) cited was an ' |residents #8 and #16 (9/17/11 ). The

S.R.N.A. was Suspended pending 11/16/11

F 241 483.15(a) DIGNITY AND RESPECT OF F 241 : - )
: completion of the investigati
=0 | INDIVIDUALIT gation
$8=D : LTy _ (9/17/11).
The tacility must promote care for residents In a
manner and In an environment that maintains or The S.R.N.A. received in-service
enhances each resident's dignity and respect in - [education related to Residents

ghts before returning to work.

fuil recognition of his or her Individuality

This REQUIREMENT s not met as evidbnce

by: ; i

Based on interview and record review, It wag -~ =>=====-1&» whather they have unresolved
determined the facllity failed to promote care in a Poncerns involving “dignity and
manner and environment that maintains or ‘espect” in terms of staff treatment of
enhances dignity and respsct for two (2) of ‘esidents. '
twenty-seven (27) sampled residents (Resident

#8 and Resident #16). The facility failed to ensure . o

Resident #8's care needs were provided in a f\ny concems identified as a resuit of

timely manner on 09/17/11 resulting in the he interviews wili be addressed per

resident beiig incontinent. On 09/17/11, facllity acility policies, including the facility
staff left Resident #16 unattended, uncovered Grievance” and “Abuse Negilect,
and unclothed from the waist down. istreatment/Misappropriation”
Olicies. -

LABBRATORYAIRECTOR'S OR FROVIDER/SURP HEPHESE’NTATIVE‘ SIGNATURE Y TITLE / (7)[):\'"2
Hr&qz < o .@iy Qmu(jw.é JuctoR, 11 /9 /(1

f\ny\‘deﬂcfency statement ending with an astedsk (*) danoles a deflclency which the instilution may be excused from correcting providing I{ s detelmined that
other safeguards provide sufficlent protection fo the patienis. (Sae Instructions.} Except for nuraing homes, the findings stated above are disclosablo 90 days
following the date of survey whether or not a plan of corraction Is provided, For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documants are made avallable to the faclilty. if deflclencles ara clted, an approved plan of correction le requisite to continued

program partieipation.
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Tlris.[’fan of Correction is the ceftif.;f'(s credible
F 241 | Continuad From page 1 F 241 allegation of compliance. .
The findings include: L j ?

Pr eparation and/or execution of this plan of corvection
does not constitute admission or agreement by the

1. Record review revealed the facility admiited provider of the truth of the fa . :
Resident #8 on 12/31/10 with diagnoses which _ Setforth i e stoment < pupnn Red 01 c0 o
included Hypertension (HTN), History of Falls, correction is prepared andlor evecuted solely because
Osteoporosis, Depression, Constipation and , 115 required by the provisions of federal and state law,
Refiux. Review of the quarterly Minimal Data Set - : :
(MDS) Assessment, dated 07/21/11 revealed the 3. The fagility will continue to

facility assessed.Resident #8 as belng oriented conduct the “Angel Care” and

with no cognitive impairment. "Abagis” interviews as outlined in #4

' below.

Interview with Resident #8, on 10/04/11 at 10:00
AM, revealed on 09/17/11 he/she rang the cali

light for tolleting assistance, Further interview The facility will also provide in-

revealed the resident had to wait about forty-five service training to all staff conducted

(45) minutes and as a result was incontinent in. by the Social Services Staff between

his/her brief. The resident stated he/she was 10/31/11 and 11/15/11 to discuss the

oxtremely wet and uncomfortable and it made facility policy related to Resident 11/16/11
him/her feef ashamed and embarrassed. Rights, Dignity and Respect

Intervléw, on 10/07/11 at 2:45 PM, with State
Registered Nursing Assistant (SRNA) #10, who
worked on 09/17/11 but was not assigned to

Any staff member who has not
received the in-service education by

Resident #8, revealed she found Resident #8 11/15/11 will not be allowed to work -
lying in a heavily saturated urlne filled brief. She until they have received the in-
indicated she reported the incident to Licensed service education,

Practical Nurse (LPN) #8.
All new hires will receive the

Interview with LPN #9, on 10/06/11 at 2:00 PM, 1 i ; -
revealed she was working on 09/17/11 when : glgﬁ;m?;g?ege?agmg the fa_crllty
SRANA #10 reported the incident to her. She - - Y 0 Hesident Rights,
stated she went to Resident #8 and Resident #8 | ignity and Respect
told her that he/she had been left wet for a long ‘
tima. Each resident has been assigned an
: _ , Angel Care Representative who has
2. Record review revealed the facllity admitted | he responsibility to conduct “Angel
Resident #16 on 06/05/11 with diagnoses which Care” visits twice weekly to question

included HTN, Esophogeal Reflux, Diabetes,
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F 241 | Continued From page 2 F 241| allegation ofcompn;;i?f 1 centers credible
Osteoporosis and Anxietly. Review of the Preparation and/or execution of this plan of correcti
significant change MDS, dated 09/14/11, revealed does nol constiuute admission or agrenmen; omvection
th.e facility as_gesmd the resident as being_ alert provider of the truth of the facts alleged or conclusions
with no cognitive impairment. Further review setforth in the statement of deficiencies. The plan of
revealad Resident #16 had a superpubic corvection is prepared and/or executed solely because
catheter, ’ itis required by the provisions of federal and siate igw.
Interview on, 10/06/11 at 2:39 PM, revealed on residents regarding any care
09/17/11 he/she was experiencing bladder concerns they may have. The Angel
spasms causing urine to leak around the catheter Care Representative also contacts
and onto the bed and his/her clothing. Hefshe the family/legal representative
further stated SRNA #31 removed the saturated monthly to discuss any care
pajama bottoms, put a brief under him/her and concems related to the resident
left him/her uncovered and unciothed from the esident.
waist down. Continued interview, on 10/07/11 at T . _ o {1e/1
8:50 PM, revealed this action resulted in the he facility conducts Abagis (Quality
resident feeling very uncomfortable and colid. lndicator Survey) interviews at least
_ o : quarterly for each resident which
Interview with SRNA #10, on 10/07/11 att) 2:45 PM, adcliress several areas reiated to
revealed she worked on 09/17/11 and observed resident concerns involving resident
Resident #16 lying in the bed, uncovered, with an rights, dignity and r t
unfestened brief under the resident and reported =, dignity espect.
that Resident #16 was vety upset that he/she had 4 A . . _
been left in that manner. She indicated she » ANy concerns lde_mlfled via the
reported the incident to LPN #9, - Angel Care or Abagqis interviews are
: |then addressed per the facility
Interview with LPN #0, on 10/06/11 at 2:00 PM, “Grievance” or “Abuse, Neglect,
revealed SRNA #10 reported the incident with Mistreatment and Misappropriation”
Resident #16 to her. She further stated she went policy and procedures _
to talk with Resident #16 who reporied SRNA #31 ’
had left him/her exposed with an open brief. $She Th )
further stated she reported SRNA #31 to her 5@ concerns are also reviewed
supervisor, . [during the facility monthly
F 257 | 483.15(h)(6) COMFORTABLE & SAFE F 257 |Performance Improvement
§8=D | TEMPERATURE LEVELS meeting(Members include, but not
limited to, ED, DNS, Assistant
The facility must provide comfortable and safe
temperature levels. Facilities Initially certifled
FOBM CMS-RE67(02-99) Previcus Veralons Obsolste Faclilty 1D; 100074 It continuation shept Page 30of 27
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_ : DEFICIENCY) _
7 This Plan of Correction is the cen.ter's credible
F 257.| Continuad From page 3 F 257 allegation of compliance.
after October 1, 1990 must maintain a : '
temporaluro rango of 71 - 81° F dos et ot sigion s e o
' _ provider of the truth of ‘the Jacts alleged or conclusions
_ set forth in the statemiens of deficiencies. The plan of
This REQUIREMENT is not met as evidenced f‘o_n'ecrioin i5 prepared and/or executed solely becase
by: 7 iisrequired by the provisions of federal and state law.
Based on Interview it was determined the facility : - )
falled to provide comfortable-and safe | Director of Nursing Services (ADNS),
temparature levels for residents on the 100 Unit, - UM, SW, NSM, RD, AD, TCU PD,
On 10/01/11, residents and famlliés complained RPD, Maintenance Director (MD)
of cold temperatures on the 100 Unit, | and the Medical Director), further
o : interventions may be recommended
The findings include: _ based on the PIC review of the
A group intervisw conducted on 10/05/11 at 2:30 , Angel Care/Abagiis/Grievance data.
PM revealed two (2) unsampled residents on the : '
100 Unit described the temperature the evening F257
of 10/01/11 as cold, revealing staff provided them : ‘
) 11/16/11
with extra blankets as a result. One (1) 1. The Maintenance Director
unsampled resident revealed he/she did not adjusted the temperature of the
attend some activities that day, as he/she wanted boiler ¢hiil , ; "
oiler chiller heating air conditioner
to stay In his/her room underneath blankets to unit for the “A” wi . :
stay warm, r'the “A” wing, the unit where
_ the affected resided, on 10/2/11.
An interview conducted with Resident #1, on '
10/05/11 at 2:20 PM, revealed he/she had little 2. All residents on the “A” wing could
control over the temperature In his/her room. have the potential to experience
He/she revealed when the main ar conditioning temperature control fluctuations
was on, he/she could turn it on or off in hisfher therefore the facility will initiated the
room, and when the main heat was on he/she corrective actions and itor
could turn it on or off In hisfher room, but the outline in #3 monitoring as
residents were unable to switch between alr utiine in #3 and 4 beiow.
conditioning and heat. He/she went on to reveal )
hefshe covered up under five blankets on the 3. The Maintenance Director has
night of 10/01/11 to keep warm. established an “on-cali” schedule
. , that has been made available for the
An interview with Daughter #14A, on 10/07/11 at ~ |"charge nurses” on the “A” wing
10:52 AM, revealed she antered the facility at ;
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PM, who worked on 10/01/11, revealed on tha
night of 10/01/11 several residents complalned
about being cold. Although not cold herself, LPN
#12 stated some of the resident rooms were
"cool", LPN #12 stated she notified the
Maintenance Director, who turmned the heat on the
following morning.

An interview with the Maintenance Diractor, on
10/05/11 at 4:00 PM, revealed he was inforrmed
on Saturday night, 10/01/11, that residents on the
100 Unit were complaining of belng cold. The
Maintenance Diractor stated that he turned the
heat on In the moming on 10/02/11, The
Maintenance Director further revealed residents
on the other threse units had control over their
room temperatures with thermostats in thelr
rooms, and that the 100 Unit had an older heating
and cooling system that didn't offer the degree of
control other units had. The Maintenance
Director stated ne one had previously informed
him of being cold. :

An Interview with the Executive Director
condugcted on 10/06/11 at 2:40 PM, revealed he

(x4} iD SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REFIX {EACH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ , DEFICIENCY)
_ Thtis Plan of Cm‘rer:tio;a is the center's credibi

[ 057 Continyed From page 4 ) F 257 | allegation af compliance. s erediole

approximately 9:30 PM on the night of 10/01/11, eparati ' -

aﬁd oximat gUtSide lertiperaty regwas an .? eparation a}lrd/or execution aj_’ this plan of correction

he ) 05 ot coustitute admission or agreement by the

unseason gbiy CO_Id, forty-eight (48) degrees pf'oviderlaf the truth of the facts alleged or conclusions

Fahrenhait outside at that time. AfthOUQh not .wtfor!l_: in :fire statement of deficiencies. The plan of

cenain‘what the inside tempsrature was, ?o’rrcjc‘fm{z‘ is prepared affd‘/m'execured solely because

Daughier #14A dosoribed 1 o8 being cold, citlng Itis required by the provisions of foderal and state I,

this as a reason she cut her visit short. Daughter This will an :

#14A turther stated the nurses and aides were “ S Wll»’, ensure that there will be an

warmly dressed with jackets or hoodles, and that on-call” maintenance staff person

remdel?ts had two (2) to three (3) extra blankets available to respond timely to make

on to keep warm. ﬁd}ustments to the “boiler/chiller’

' o eatin r uni
An interview with LPN #12, on 10/06/11 at 1:48 AP 2J cooler unit that controls the
wing temperature, 11/16/11

The maintenance staff will receive in-
service education conducted by the
Executive Director or Assistant
Executive Director on 10/31/114
related to the implementation of the
on-call schedule and the expectation
that a maintenance staff member wiil
respond in a timely manner when
notified of a temperature control
Issue related to the boiler chiller or
any other resident location
throughout the facility.

Licensed Nursing Staff wili receive
n-service education conducted by
the Director of Nursing (DNS), the
Staff Development Coordinator
SDC) and/or the Weekend

" Pupetrvisor (WS) between 10/31/11
and 11/15/11 related to the
Maintenance on-cali schedule.
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F 257 | Continued From page 5

wag not aware of any temperature concerns prior
to the weekend of 10/01/11, but was aware it was
| difficult to keap temperatures comfortable for
everyons during the seasonal transition.

F 281 | 483.20(k}(3)()) SERVICES PROVIDED MEET
$8=D | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality. _

This REQUIREMENT is not met as evidenced
by:

Based on Interview and record review it was
determined the facillty failed to meet professional
standards of care as evidenced by physician's
| orders not being folfowed for one (1) of
twenty-seven (27) residents (Resident #3). The
facllity falled to ensure Resident #3 received
antibiotics (Bactrim and Difiucan) for the ordered
seven (7) days. The facHity falled to ensure
Resident #3 recelved the following ordered
medications on 10/01/11 and 10/02/11:
Amlodipine (for high blood pressure) 10
milligrams (mg) dally, Aspirin 81 mg daily,
Lexapro (Antidepressant) 10.mg daily, Prevalite
(lowers chiolesterol) 4 grams daily, and Namenda
(Antl Aizheimer) 10 mg twice a day. in addition,
Imdur (heart medication) 30 mg daily was ordered
but not given to the resident.

The findings include:

Record review revealed the facliity admitted
Reslident #3 on 08/25/11 and re-admitted the
resident on 09/14/11 with diagnoses which
included Hypertension (HTN), Hyperlipidemia,
Dementla, History of Percutansous Endoscopic

This Plan of Corvection is the center's credible
F257] afiegation of compliance.

Preparation and/or exccution of this plan of correction
does N0l constitute admission or agreement by the
provider of the truh of the facts alleged or canclusions
sel forth in the statemeny of deficiencies. The plan of
F 281 correction is prepared angior executed sofely becayse
itis required by the provisions of federal and state luw.
Any maintenance or licensed nurse
staff member who has not received
th_e In-service education by 11/15/11
will not be allowed to work until they
have received the in-service T116/11
education.

All maintenance and licensed nurse
new'-hires will receive the information
regarding the facility policy related to
Resident Rights, Dignity and
Respect .

Each resident has been assigned an
Angel Care Representative who has
the responsibility to conduct “Angel
Care” visits twice weekly to question
residents regarding any care
concerns they may have. The Angel
Care Representative also contacts
fhe family/legal representative
monthly to discuss any care
boncerns, including their
ENvironment, '

[he facility also conducts Abaqis
Quality Indicator Survey) interviews

FORM CMS-2687{02-89) Previous Varslons Obsalsto Event ID:BNEP11
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This Plan of Correction is the center's credible

F 281 Continued From page 6 F 281 allegation of compliance,

Gastrostomy (PEG), and Depression. The Preparation and/or execut; , ‘
admission orders on 08/256/11 included the doéfnor 62:1;2'11‘1.'{(:;‘:;;:'!;3::cc:{ﬂmma" Y epetion
foilowin'g medication order; imdur 3_0 mg enteral provider of the {ruth of the facis ;[.?:;2:? i:ifc[r:};éﬁfsio
(given through the tube) per PEG tube daily for set forilt in the statement of deficiencies. he pian ofm
HTN. correclion is prepared andfor executed solely because

itis required by the provisions of federal and state aw,

Further racord review revealed Imdur was

Identifled as a "Do Not Crush Medication* (which at least quarterly for each resident
should not'bs administerad enterally) on the which address severaj areas
September 2011 Medication Administration including environmental temperature

Record (MAR). The August 2011 and
September 2011 MAR records revealed the

4. i . I
medication was signed off as being given by staff Environmental concerns identified

to Resident #3 each day from 08/27/11 through via the Ange! Care and Abagis 11/16/11
09/07/11. Interviews are also reviewed during
the facility monthy Performance

Interview, on 10/07/11 at 3:15 PM, with Improvement meeting(Members
Registered Nurse (RN) #5 revealed Pharmacy include, but not limited to, ED, DNS
should not have sent the Imdur 30 mg If it was to | - Assistant Director of Nursiinb ' '
 be given enterally via PEG tube since it was a "do Services (A DNS)

not crush® medication. After RN #5 contacted the : )

Pharmacy, further interview revealed Pharmacy . .

denied sgnding the medication and she did not Further interventions may be

know why the Physician was not notified about fecommended based on the PIC

the medication or why nurses documented it was - Feview of the Angel

given if not sent. Care/Abagiis/Grievance data related

[0 environ

Interview with the Pharmacy Technician, on Hata, onaltemperature control
10/07/11 at 3:30 PM, revealed the Pharmacy had

received the order for the Imdur 30 mg enteral Fog 1

per PEG on the admisslon orders dated 08/256/11,

but did not send the medication. Imdur was an .

extended release medication and could not be [ The resident's physician was
crushed and given via the PEG tube, Further notified by the registered nurse Unit
Interview revealed the Pharmac;(/ Tec!:cliwnic:an had Manager of the medication variance
contacted a nurse at the facillty (could only dn 10/3/11.

remember first name) and requested the q /11. There were no adverse

Physician be notified that imdur could not go

putcomes noted per assessment of

FORM GiMS-2667(02-08} Provious Varglons Obsolste Event ID: BN5P11 - Facliity ID; 100074 If contthuatlon sheet Page 7 of 27
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| the Imdur medication to Resident #3. She

throtigh the PEG tube.

interview with the Nurse Consultant, on 10/07/11
at 4:15 P, revealed Pharmacy did not dispense

provided documentation from the Pharmacy
showing imdur was not among the medications
sent for Aesident #3. The Nurse Consultant
stated she did not know why the facility did not
contact the Physiclan about the order or why the
August 2011 and September 2011 MARs
indicated the medication had beeh administered
to the rasident by stalf.

Interview with the Executive Director, on 10/07/11
at 6:05 PM, revealed they had invastigated the
Imdur 30 mg medication incident and determined
the medication was not given. The facllity did not
have the madication to give to the resident. They
reviewed the August 2011 and Soptember 2011
MARs and got the name of every nurse who had
documanted giving iImdur and they all denied
giving this medication 1o Resident #3. Further
interview revealed the facility concluded it
appearad to have been documentation errors by
nursing staff regarding administering the
medication. Resident #3 did not get the
medication as ordered. in addition, their
investigation revealed the nurses did not contact
the Physiclan about the medication after being
notifled by Pharmacy that the medication would
not be sent. .

Record review also revealad a verbal order on
09/29/11 for antibiotics Bactrim DS and Diflucan
two-hundred (200) mg to be given enterai per
PEG daily for seven (7) days. Review of the
September 2011 and October 2011 MARs

Preparation and/or execiation of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the fucts alleged or c‘(;nchrsio.ﬁrs
sel forth in the statement of deficiencies. The plan of

" correction is prepared and/or executed solely because
itis required by the provisions of federal and state law.

resident completed by the registered
nurse Unit Manager on10/3/11.

2. An audit of all other in-house
residents will be conducted, by the
Director of Nursing Services and the
Unit Managers, of the Octobsr 2011
Medication Administration Records
to validate that all residents receive
their medications in accordance with
phgsician orders. Any medication
variance identified will be addressed.

3. In-service education will be
conducted by the Director of Nursing
(DNS), the Staff Development
Coordinator (SDC) and/or the
Weekend Supervisor (WS) between
10/31/11 and 11/15/11 for all
licensed staff and Certified
Medication Technicians (CMTs) on

but not fimited to, administering
medications in accordance with MD
orders.

|Any licensed staff or CMT who did

medication administration, to include, |.
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{ reveaied the medication was started on 09/29/11

| reveaied the Cetaber 2011 Physician's orders

‘I month's MAR (in this case October 2011) to

and given thru 10/04/11, a total of six (6) days
and not for the ordered seven (7) days.

Interview with RN #5, on 10/07/11 at 2:35 PM,
revealed Resident #3 received six (6) days of
antibiotics instead of the ordered seven (7) days.
The resident should have received the ordered
seven (7} days of antibiotics as prescribed. She
should have finished the antibiotics on 10/05/11
because antibiotics nead 1o be taken as
prescribed.

Further review of Resident #3's medical record

included medications Amlodipine (for biood
pressure) 10 milligrams (mg) daily, Aspirin 81 mg
daily, Lexapro (Antidepressant) 10 mg daily,
Prevalite (lowers cholesterol) 4 grams daily, and
Namenda (Anti Alzheimer} 10 mg twice a day.
Review of the October 2011 MAR revealed the
medications were not given 10/01/11 through
10/02H11.

Interview with RN #5, on 10/07/11 at 3:15 PM,
revealed the medications Amlodipine 10 mg daily,
Aspirin 81 mg daily, L.exapro 10 mg daily,
Prevalite 4 grams daily, and Namenda 10 mg
twice a day were not given on 10/01/11 and .
10/02/11 because the medications wers not
printed on the Cctobsr 2011 MAR and the error
was not ldentified until 10/03/11. Further
interview revealed the facility's process when
changing out the prior month's MAR (in this case
September 2011) was to compare it to the new

make sure ali applicable ordered medications
ware on the new MAR. RN #3 stated it was the

Preparation and/or execution of this plan of correction
does not constilute admission or agreencit by the
provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies, The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law,

11/j 5/11 will not be allowed to work
until they attend the in-service.

All new hires will receive the

information regarding the facility :
policy related to Resident Rights, 11/16/11
Dignity and Respect

The DNS, SDC, WS or UM will
conduct 3 medication observations
per month to validate that
medications are administered in
accordance with MD orders.

4. The DNS wiil track and trend the
audits through the PIC. The audits
will be reviewed monthly for three
months and as needed thereafter.
Further inventions/corrective actions
will be implemented as necessary.

F371

1. No individual resident was
identified. '

2. All residents who receive an oral
diet have the potential to be affected
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' medications untli 10/03/11.

night nurse's responsibility to reconcile the new
MAR to the prior month's MAR. The medications
were not added to the October 2011 MAR yntil
10/03/11 and Resident #5 did not start getting the

483.35(() FOOD PROCURE, ,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and A

(2) Store, prepats, distribute and serve food
under sanitary conditions

This REQUIREMENT s not met as avidenced
by:

Based on obsetvation, interview and review of
facility's policy it was determined the facility failed
to distribute and serve food under sanitary
conditions as evidenced by the improper storage
of scoops and ladles, improper wearing of hair
hets, improper storage of insulated plate covers,
Improper holding temperature of the ground
sausage on tray line and improper hand washing.

Thé findIngs include:

Review of the facility's policy titled, "Principles of
Safe Food Handling", dated 04/28/11, revealed
hair restraints such as hats, hair covering or net
are worn to eftectively keep halr from contacting
food and keep food handlers from touching thelr
hair.

Preparation andior execuion of this plan of correction

does not constitute admission or agreetient by the
provider of the truth of the facts alleged or conclusions

1 setforth in the statement of deficiencies. The plan of

- Correction is prepared andjor executed sofely because

F 371 itis required by the Provisions of federal and state law.

by the alleged deficient practice;
therefore the facility will imptement
the corrective interventions andg
monitoring as outlined in #s 3 and 4
below, '

3. All dietary staff will receive in- 11/16/11
service education betweer, 10/31/11
and 11/15/11, provided by the
Assistant Exscutive Director, (AED),
Registered Dietician (RD), with

regard to the facility’s policies and
procedures related to serving food
under sanitary conditions, including:
cleaning and storage of utensils
(scoops and ladles), pots, pans,
insulated plate covers, hair
(restraints) nets, food storage and
serving temperatures and hang
washing.

Any dietary staff member who has
ot received the in-service education
Py 11/15/11 will not be allowed to
work until they have received the in-
service education.

FORM CMS-2667(02-95) Provious Verslons Obsolate Even! {D: BN6P 14
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Raview of the facllity's policy titled, "Hand ‘
Hygiene/Handwashing", dated 08/31/11, reveale
hand hygiene.is to be performed after handiing
soiled equipment.

Review of the facility's policy titled, "Tray Line
Set-Up and Service", dated 10/31/08, revealed
china, glasses and flatware that are clean and in
good condition should be used.

Observation, on 10/04/11 at 5:35 AM, In the tray
fine kitchen ares revealed scoops and ladles, in
.| drawers under the coffee machine, were not

stored with the handies all In the same direction
in the drawer. The utensil handles were in
mulitiple directions,

intetview, on 10/04/11 at 5:35 AM, with Dietary
Aide #4 revealed the scoop and ladle handles
should be in the same direction for infection
control reasons.

‘Observation, on 10/04/11 at 6:10 AM, in the main
kitchen area revealed scoop and ladle utensils,
stored in a drawer under a prep table, with thelr
handles in multiple directions.

Interview, on 10/04/11 at 6:10 AM, with Dietary
Alde #1 revealed the scoop and ladle handies
should be storad with their handles in the same
direction,

Observation, on 10/04/11 at 7:02 AM, revealed
Distary Aide #1 touched around her-eyes and
adjustaed her glagses with her left hand.
Observation, on 10/04/11 at 7:08 AM, revealed
Dietary Alde #1 used the telephone and then

This Plan of Corvection is the cenfer’s vredible
F 371 allegation of complimce.

FPreparation and/or execution of this plan of corvection
does not constitute admission or agreemeit by the
provider of the truth of the facts aileged or crjrrclu.sions
set fortl in the statemeny of deficiencies, The plan of
corvection is prepared andior evecufed selely becanse
it is required by the provisions of federal and stute lgw.

Ali dietary staff new hires will receive
the information regarding the facility
policy related to serving food under
sanitary conditions, including:
cleaning anad storage of utensils
(scoops and tadles), pots, pans,
insulated plate covers, hair.
(restraints) nets, food storage and
serving temperatures and hand
washing.

The Nutritional Services Manager or
Assistant Executive Director or
Registered Dietician will make daily
“Quick Rounds” to ensure that the
dietary staff is compliant with the
faciiity’s policies and procedures
related to serving food under
sanitary conditions, including:
cleaning and storage of utensils
(scoops and ladles), pots, pans,
insulated plate covers, hair
(rest_raints) nets, food storage and
Serving temperatures and hand
washing.

4. The compliance resuits, related to

the “Quick Rounds” audits , will be

11/16/11
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obtained serving utensiis from the drawer without
washing hands. .

Qbservation, on 10/04/11 at 7:10 AM, revealed a
size sixteen (16) scoop had a brown spotted
substance on the foad contact surface area.’

Interview on 10/04/11 at 7:10 AM with Distary
Alde #1, revealad the substance appeared to be
food and the utensll shouid not he stored in this
manner,

Observation, on 10/04/11 at 7:20 AM, revealed
Dietary Alde #1, who was plating food items,
handled the telephone and did not wash hands
prior to returning to the plating of food Items.

Observation, on 10/04/11 at 7:22 AM, revealed
Dietary Aide #1 used the telephone and did not
wash hands before returning to tray line.

Observation, on 10/04/11 at 7:35 AM, reveaied
Distary Aldeé #3's hair net only covered the top
portion of hair.

Observation, on 10/04/11 at 7:52 AM and 7:54
AM, revealed Dietary Aide #4 opened the
refrigerator door to retrieve food items and was
hot cbserved to wash hands prior to continuing to
place seasoning packets and resident fiat ware
on trays. :

Observation, on 10/04/11 at 8:10 AM, revealed
nineteen (19) insulated plate covers (boltoms)
were stored wet while tray line was taking place.

Interview with the Nutritional Services Manager
(NSM), on 10/04/11 &t 8:15 AM, revealed staff
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' %etween 10/10/11 and 11/2/11 by

Preparation andior exeeution of this plan of correction
does "ol constitute admission o agreement by the
provider of the trh of the faets alleged or conclusions
set forth in the Statemient of deficiencivs, The plan of
correction is prepared and/or executed sofely because
i is required by the provisions aof federal and state {aw.

reviewed in the monthly
Performance Improvement (PIC)
(Members include, but not limited to,
ED, DNS, Assistant Director of

Nursing Services (ADNS), UM, sw,
NSM, RD, AD, TCU PD, RPD, 11/16/11
Mair!tenance Director (MD) and the
Medical Director) meeting for the
next three months and as needed
thereafter. Further

;nventions/corrective actions will be
mplemented as necessary.

F431

1. The medications at the nurses’
tation counter were locked in the
Medication cart by the Registered
Nurse House Supervisor. o

Al medication carts were reviewed

e Unit Managers, Director of
ursing, Assistant Director of
Nursing and Consultant Pharmacist
D ensure that ali oral medications

[l
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should ensure dishes are dry before

‘using/storing.

Observation, on 10/04/11 at 8:18 AM, 8:22 AM
and 8:32 AM ravealed Dietary Alde #4 opened the
refrigerator to obtain drinks and did not wash
hands prior to returning to tray line to place

| seasoning packets and flat ware on residents'

trays.

Observation, on 10/04/11 at 8:50 AM, revealed
Dietary Aide #1, who was piating food items, used
the microwave oven to heat cheese slices and did
not wash hands prior to returning to the plating of
food ltems.

Observation, on 10/04/11 at 8:15 AM, of food
temperalures on the resident tray line afer the
last food items were plated revealed the
remaining smali portion of ground gausage had a
lemperature of 124 degrees Farenhaeit. '

Interview, on 10/04/11 at 1:45 PM, with
Registered Dietitlan (RD) #2 revealed all hair
should be covared by a hair net.

Interview, on 10/05/11 at 10:20 AM, with Dietary
Alde #1 revealed handwashing should be

| performed atter using the phone or if she touched

her face or glasses with her hands when working
the tray iine. She stated because she used the
back of her hands to adjust her glasses she did
not think she had to wash her hands.

Interview, on 10/06/11 at 10:50 AM, with the NSM
revealad hands shouid be washed when touching

- Preparation andfor execution aof this plan of correction
does not constitute adnission or agreement by the
provider of the truth of the facts alleged or conelusions
sef forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
itis required by the provisions of fedaral and state .,

were separated from liquid
medications.

The bleach wipes were immediately
removed from the medication cart
compartments where they were A 11/16/11
noted to be stored alongside
medications and nutritional
supplements.

2. Any resident who receives
medications has the potential to be
affected by the alleged deficient
practice; therefore the facility wili
implement the corrective actions and
monitoring in steps detailed in #s 3
and 4 below.

3. Sgparate compartments on the
medication carts were designated for
pills and liquid medications.

Separate compartments were
designated in the bottom drawer of
each medication cart so that bleach
wipes would not be stored with

FORM CMS-2667(02-99) Pravigus Verslons Obaolete
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their face with their hands they would need to
wagh their hands. '

Interview with RD #1, on 10/05/11 at 10:50 AM,
revealad using the phone would be considered a
change In tasks and staff would nesd to wash
hands before returning to serve foed. Further
interview with RD #1 revealed the temperature of
the ground sausage on the hot holding tray line

F 431 483.60(b), (d), (6) DPRUG RECORDS,
§5=E | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition ot ail
controlled drugs In sufficient detail to enable an
accurate reconciliation; and determines that drug
racords are in order and that an account of afl
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals uged in the facility must be
labeied In accordance with currently acceptad
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when
applicable. .

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

-| Thie facliity must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the

should have been at least 140 degrees Farenheit.

This Plan of Cosrection is the center's eredible
F 371 allegation of compliance.

Freparation and/or execution of this plan of corvection
does not constitute admission or agreement by the
provider of the truth of the Sacts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
carrection is prepared andior executed solely because
it is required by the provisions of federal and stare law.

In-service education will be
conducted by the Director of Nursing
(DNS), the Staff Development '
F 431 Coordinator (SDC) and/or the
Evening or Weekend Supervisor
(WS) between 10/31/11 and’

11/16/11

11/15/11 for all licensed staff and
Certified Medication Téchnicians
(CMTs) related to the facility policies
and procedure for the Medication
Storage.

Any licensed staff or CMT who did
not receive the education by
11/15/11 will not be allowed to work
until they attend the in-service.

All new hire licensed staff and CMT's
will receive the education related to
the facility policy and procedures
related to the storage of medications.

The DNS, SDC, WS or UM wili
conduct 3 medication observations
per month to validate that
medications are stored in

FORM CMS-2667(02-08) Pravious Verslons Obsolate : . Event ID:BNGP14
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Comprehensive Drug Abuse Prevention and
Gontrol Act of 1976 and other drugs subject to
abuse, except when the facllity uses single unit
package drug disttibution systems in which the
quantity stored Ia minimal and a missing dose can
be readily detected,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and review of
facility's policy and procedure it was determined
the facility falled to ensure medications were
stored In accordance with facility policy and state
and federal regulations. Observation on
10/06/11, revealad facility staff failed to ensure
medications were properly stored as evidenced
by-five (5) cards of medication laying on the desk
at the nurses' station accessible to residents,
unlicensed staff, and visitors. Qbservation further
revealed the facility stored harmful substances in
the same area as stored metdications. In
addition, observations revealed the facility had
pills stored along with liquid medications in the
imedication carts.

‘f he findings inciude:

Review of the facility's policy "Storage of
Medications”, dated 02/23/11, revealed
medications are stored In compliance with
applicable federal and state laws/regulations and
accreditation standards. Additionatly, the policy
detailed access to medications was limited to
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F 431 | Continued From pags 14 F 431} atlegation of compliance. e creqible

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truih of the Jacts alleged or conclusion;
sei forth in the statement of deficiencies. The plan of
corvection is prepared andfor executed solely because
it is required by the provisions of federal and state faw.

compliance with the facility policy
and procedure to include the
separate storage of pills and liquids
and the separate compartment
storage of bleach wipes in the
bottom drawer of the medication
cart.

4. The DNS will track and trend the  |11/16/11
audits through the PIC. The audits
will be reviewed monthly for three
months and as needed thereafter.
Further inventions/corrective actions
will be implemented as necessary.

Fa41

'I1 No speéific residents were
identified in the CMS 2567,

2. All residents have the potential 1o
be affected by the alleged deficient
practice; therefore the facility will
mpiement the corrective actions and
monitoring procedures outlined in #'s

liconsed nurses, the consultant pharmacist and 3 and 4 below.
those lawfully authotized to administer
medication. Further review of the facllity's policy
FORM CMS-2567(02-88) Provious Verslons Obsolele Event ID; BNGP 11 Facifity D: 100074 If continuation shest Page 15 df 27
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pills along with liguid medications.
1. Observation, on 10/06/11 from 5:08 PM until

-| psychotic) 100 milligram {mg) tablets (sixty

Review: of the mediication information provided by

-| Registered Nurse (RN) #1 revealsd the

"Storage of Medicatlons" revealed the foliowing
guideline: "Clearly identify and store potantially
harmtul substances (such as urine test reagents
tablets, household poisons, cleaning supplies,
disinfectants) in a locked area separately from
medications". Further review revealed the policy
failed to specify guldance related to the storage of

5:18 PM, revealed two (2) cards of Seroquel (anti

tablets total), one (1) card of Lexapro (anti
depressant)10 mg tablets (thirty tablets total),

two {2) cards of Namenda (Alzheimer's
medication) 10 mg tablets (sixty tablets total), and
two (2) cards of Docusate (stool softener) 100 mg
(sixty tablets total) were laying on the desk In the
nurse's station. Observation further revealed the
nurses station had an open, unlocked door and
two open windows allowing the medications to be
within reach of residents, visitors, and
unauthotized stafi.

the facllity for Seroquel, Lexapro, Namenda, and
Docusate revealed some of the side effects of the
medications included but not limited to
drowsiness, dizziness, anxlety, blurred vision,
confusion, andfor headachs.

Observation, on 10/06/11 at 5:12 PM, revealed a
State Registered Nurse Aide (SRNA)entered the
nursing station, obtained some forms, and left.
Interview, on 10/06/11 at 5:18 PM, with

medications should have been placed in a locked

Preparation andfor exccution of this plan of correction
does not constitute admission or agreement by the
provider of the {ruth of the facts atleged or conclusions
set forth in the statemeny of deficiencies, The pan of
carection is prepared andior exceuied solely because
itis requirved by the provisions of federal and siate law.

3. In-service education will be
conducted by the Director of Nursing
(DNS), the Staif Development
Coordinator (SDC) and/or the
Weekend Supervisor (WS8), Assistant
-|Executive Director (AED),

Registered Dietician (RD) between
10/31(11 and 11/15/11 for all nursing
anq dietary staff regarding the facility [t1/16/11 -
policies and procedures related to
Infection Control, 1o include: hand
hygiene, equipment cleaning and
food storage (licensed nurses’ and
CMT's specific to storage of
Suppiements and food
administered/given during
medication administration.

Any licensed staff, CMT or dietary
staff who did not receive the -
education by 11/15/11 will not be
alloweq to work until they attend the
n-service.

All new hire licensed staff; CMT's
ind dietary staff will receive the
pducation with regard to the facility
policy and procedures related to

FORM CM5-2667(02-98) Pravious Varalons Obsolsls Event ID:BNSP11
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F 431 | Continued From page 16

dosk,

.medication cart when they were recsivad from the

area. She stated she had just returned from
break and found the medication laying on the

Interview, on 10/06/11 at 5:22 PM, with Licensed
Practical Nurse (LFPN) #4 revealed he placed the
medications on the nurse's station desk because
the nurse was not available to lock the medication
in the medication cart.

Interview, on 10/06/11 at 5:42 PM, with LPN #16
revealed medications were to ptaced in the

pharmacy.

Interview, on 10/06/11 at 5:48 PM, with LPN #17
reveated medications were to be put into the
medicatlon cart when they were dellvered.

2. Observation of the 300 Hall medication cart,
on 10/07/11 at 11:00 AM, revealed bleach wipes
were stored in the same drawer compartment
with-maedications (Nexium), fluid thickener, and
proteln powder.

During interview, on 10/07/11 at 11:00 AM,
Reglstered Nurse (RN) #1 stated the bleach
wipes should be in a separate drawer from any
medications. .

Observation of the medication cart on the
Reflectiona Unit, on 10/07/11 at 11:15 AM,
revealed blsach disinfectant wipes were stored in
a drawer with medications including protein
powder, Miralax, nebulizer treatments, and
Lidoderm patches.

Interview, on 10/07/11 at 11:15 AM, with Licensed

Fhis Plan of Correction s the center's credible
F 431 allegation of compliance. .

Preparation and/or execution of ehis Plan of correction
does nol constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the siatement of deficiencies. The plan of
correction is prepared and/or execuiod solely because
it is required by the provisions of federal and stafe law.
Infectio_n Control, to include: hand
hygiene, equipment cleaning and
fooq storage (licensed nurses’ and
CMT’s specific to storage of
supplements and food
administered/given during
medication administration,

The DNS, SDC, WS or UM will
conduct 3 infection control
observations per month to validate 11/16/11
compliance with the facility's
infection control policies and
procedures, to include: hand
hygiene, equipment cleaning and
food storage (licensed nurses’ and
CMT’s specific to storage of
supplements and food
administered/given during
medication administration.

4.-The DNS will track and trend the
audits through the PIC. The audits
will be reviewed monthly for three
months and as needed thereafter.
Further inventions/corrective actions
will be implemented as necessary.
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F 431 | Continued From page 17 Fa31|  aticeation of compliance. < < A
Practical Nurse (LPN) #1 revealed there was no Prep ”_tm_m; ndior execution of tis e of
4 ! 4 " el 1 of this plan Fecti
where alse to sto_re the wipes. does not constitute admission or agrtji'melﬁ bi?iﬂsq””
- provider of the truth of ‘the facts alleged or conclusions
inierview, on 10/07/11 at 4:20 PM, with the sel forth in the statement of deficiencies. The plan of
Director of Nursing (DON}) revealed the facility carrection is prepared and/or executed solely because
utilized a policy on medication storage. She s required by the provisions of federal and state law.
stated there was to be no non-medication ltems in
| the same compartment with medications. She F514
further stated she was not aware bieach wipes :
were being stored with medications and they 1. Resident #3's Medication
should be removed immediately, Administration Record (MAR) was
e - corrected. icati i
3. Observation, on 10/04/11 at 7:30 AM, during was ccofnd 'At f\:‘ljedf%atlon Varf?"',"’e
the morning medication pass revesled four (4) npieted and the physician
blister packs of pills were stored in the same was notified. The resident had no ,
drawer as liguid medications. adverse outcome. - - 11/16/11
Interview, conducted on 10/04/11 at 7:30 AM, with The October 2011 monthly
Segtlflggul\rﬂegiﬁfwzg aA(l:dz (gm)lg; ] g?:e?'lgdws“fr\le Physician’s Orders that was misfileq
lauid modications. -+ P I un-sampled residents A and B
o : . medical records were placed in the
Interview, on 10/04/11 at 7:35 AM, with LPN #11 correct charts.
tevealed the blister packs of pills should be :
stored separately from liquid medications. . The current (October) monthiy
F 441 | 483.86 INFECTION CONTROL, PREVENT F 441| Physician’s Orders for residents #1,
8s=E | SPREAD, LINENS #2 and #14 were place in their
. o medical record.
The facility must establish and maintain an
Infection Control Program designed to provide a i , ,
safe, sanitary and comfortable environment and g TS © _;nedllcg!‘ records staff will
10 help prevent the development and transmission Onduct an initial audit between
of disease and infection. 10/31/11 and 11/15/11 of all
residents’ medical record to ensure
(a) Infaction Control Program that any misfiled documents are
The fagility must establish an infection Control placed in the correct chart.
Program under which it - )
(1) Investigates, controls, and prevents infactions
FORM CM8-2667(02-09) Provious Varslons Obsolele Event [D: BNSP11 Fagltity ID: 100074 if continuation sheet Page 18 of 27
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in the facility;

(2) Decides what procedures, such as isolation,
shouid be applied to an Individual resident: and
(3) Maintalns & record of incidents and corrective
actions related to infections.

(b) Praventing 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 facillty must prohibit employees with &
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the diseasse.

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

(c) Linens

Personnel must handle, store, process and
transport linens so as 10 prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview, record review
and review of facility's policy and procedures it
was determined the facility falled to provide a
safe, sanitary and comfortablé environment to
prevent the development and transmisslon of
disease and infection. Staff was observed to
assess resident vital signs and not clean
squipment between each resident. Staff was

Preparation and/or exccution 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 statemeny of deficiencies. The plan of

corvection is prepared and/or executed solely because

it is required by the provisions of federal and siate law,
All residents have the potential io be
affected by the alieged deficient
practice; therefore the facility will
Implement the corrective and
monitoring interventions as outlined
in #'s 3 and 4 below.

3. In-service education wiil be

(DNS), the Staff Deveiopment
Coordinator (SDC) and/or the
Weekend Supervisor (WS) between
10/31/11 and 11/15/11 for all
licensed staff with regard to the
facility policies and procedure related
to maintaining complete and

having current monthly Physician’s
Orders. No licensed nursing staff
will be aliowed to work past 11/15/11
until they have received the in-
service education.

AII new hire licensed staff will receive
In-service education with regard to
the facility policies and procedure
related to maintaining complete and

conducted by the Director of Nursing |

accurate medical records, to include: .
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Review of the manufacturer's cleaning instruction
of reusable blood pressure cuffs revealed the
cuff, tubing, and port fitting could be cleaned
using one or more of the foliowing: mild
detergent and water, Enzo) solution, 0.5 percent
bieach ‘and water solution, 75 percent isopropyl
alcohol or laundered with mild detergent in water
(60 degrees maximum).

Review of the tacllity's policy "Pulse Oximetry",
tated 04/28/11, revealed the sensor was cloaned
by gently rubbing with an alcohol wipe.

Review of the faciiity's pollcy "Body Temperature®,
dated 10/31/10, revealad after each resident use
the electronic thermometer's base and/or glass -
thermometers were to be cleaned with a 10
percent bleach moist wipe which allowed for two
(2) minutes contact time,

Observation, on 10/04/11 at 8:06 AM, revealed
State Reglstered Nurse Aide (SRNA) #28 used a
pulse oximeter (device to check blood oxygen
levels) on three (3) resldents, Observation of
SRNA #28 revealed she did not clean the pulse

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X6)
PRAEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOQULD BE - GOMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) _
' - : ’ s Plan of Correction is the center's crediple
F 441 | Continued From page 19 F 441| allegation of compliance.
observed to administer medication with outdated Preparation ondior execution of this plan of corvection
applesauce. F_urther, staff was observed to does ot constitute adunission or agreement by the
provide perinaal care and proceed to other tasks provider of the truth of the facts alleged or conclusions
without changing gloves and washing hands. set forth in the statement of deficiencics. The plar of
corvection is prepared andfor executed solely because .
The findings Include: I1s vequired by the provisions of federal and state g,
1. Review of the faclilty's policy "Blood Pressure accurate medical records, to include:
Measurement", dated 10/31/10, revealed the | having current monthly Physician’s
blood pressure cuff was to be cleaned between Orders. '
patlents per the manufacturer's ‘
recommendations. The Unit Managers and Assistant
Directors of Nursing will be 11/16/1 1

responsible to complete a verification
audit each month after month end
change over to verify the accuracy of

Physicians Orders, Medication
Administration Records and
Treatment Records.

A copy of the Physicians Orders,
which includes all orders for each
resident, will be used as the audit
tool. This will enable the Unit
Managers, Assistant Directors,

Director of Nursing to verity that all
Medication Administration Records,
Treatment Records and Physicians
Orders are accurate after change
pver has been completed.

I‘hg Medical Records staff will be
Assigned to audit each resident’s

medical record by 7 of each month

‘o validate that each resident has
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{%3) DATE SURVEY

1 no policy related to the cleaning of vital sign

- giticometers.

oximeter between each resident,

Observation, on 10/06/11 at 11:26 AM, SBNA #28
was observed to clean the stethoscope with
alcohol prep pads. Then SRNA#28 was
observed to take vital signs (temperature, blood
pressure, and pulse oxymetry) on two {2)
residents. SHNA #14 was observed to clean the
stethoscope between each resident but falied to
clean the thermomester, pulse oxymetry, or blood
pressure cuff hetween each resident.

Interview, on 10/07/11 at 10:40 AM, with the
D-wing Unit Manager revealed staff should clean
vital sign equipment between each resident. She
explained the equipment was cleaned to prevent
the spread of germs.

Interview, on 10/07/11 at 11:41 AM, with the
facility Nurse Consuitant revealed the facility had

equipment. She explained the facility's only
policy related to equipment cleaning for

Interview, on 10/07/11 at 1:17 PM, with SRNA #28
revealed shé cleaned the blood pressure ouff
when it became dirty. She stated she had never
heen told to clean the culff.

Interview, on 10/07/11 at 1:23 PM, with SRNA
#32, revealed she would use alcohol prep pads to
cloan vital sign equipment. She stated if alcohol
prep pads were not available she would use
disinfectant wipes. She stated she did not clean
the bload pressure cuff,

2. Review of the facllity's policy titled
“Incontinence/Perineal Care", dated 11/02/11,

. Preparation and/or execution of this plan of correction
does not constitute admission or agreemertl by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
corvection is prepoared andior executed solely because
iis required by the provisions of federal and state fawy,

current monthly Physician’s Orders
in their medical record.

The Medical Records staff will
conduct a monthly medical record
review for each resident to ensure
that any misfiled documents are
Placed in the correct chart.

4. The DNS will track and trend the
audits through the PIC. The audits
will be reviewed monthly for three
months and as needed thereafter.
Further inventions/corrective actions
will be impiemented as necessary.
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revealed staff were to remove gloves and perform
hand hygiene after perineal care was completed,
and prior to handling clean items and assisting
the resident to a comfortable position,

Observation, on 10/04/11 at 5:00 AM, revealed
SRNA #17 and SRNA #19 performed petineal
care on Unsampled Resident C. Continued
observation revealed the SRNAs completed the
‘| perl-care, dressed the resident in street clothes,
assisted the resident to the wheelchair, and
brushed the raesident's hair, all prior to removing
their gloves and perferming hand hyglene.

During interview, on 10/04/11 at 6:00 AM, SRNA
#17 stated she should have changed her gloves .
after performing perl care and before dressing the
resicent,

Interview with SRNA #20, on 10/07/11 at 1:50 PM,
revealed her duties included training newly hired
SRNAs. She stated hands should be washed
and gloves changed after performing petineal
care and prior 10 any other tasks, including
dressing and hair caré.

Interview with the Unit Manager, on 10/07/11 at
2:10 PM, revealed she expected the aides would
change their gloves aftet performing peri-care
and hefore any other tasks.

During interview, on 10/07/11 at 2:50 PM,
Registered Nurae (RN) #4 revealed she served
as Staff Development Coordinator and was
responsible for infection control activities in the
facllity. She stated gloves should be changed
anytime they became comaminated. Continued
interview revealed performing perineal care would
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| result in contaminated gloves. She further stated |
the gloves should be changed and hands should
bie washed prlor to assisling a resident with
dressing and other personal care activities.

3. Observation of the medication pass, on

" 10/04/11 at 5:50 AM, revealed RN #3
administered crushed pills in applesauce.
Continued observation revealed the lid of the A
applesauce was marked with two {2} dates, 10/01
and 10/03. '

inteview with RN #3, on 10/04/11 at 8:15 AM,
revealed the dates on the applesauce indicated
when it was delivered and when It expired. She
stated the applesauce should have been
discarded and replaced on 10/03/11.

14. Observation, on 10/04/11 at 8:48 AM, revealed
the Nutrition Services Manager (NSM) was
touching a mask she was wearing which covered
her mouth and nase with her hands, pulling it up
and down, and was then observed to touch an
unsampled resident’s arm and set up histher tray
with out sanitizing or washing her hands.

Interview, on 10/04/11 at 9:15 AM, revealed the
reason she was touching the mask was hecause
the resident was unable to hear her and she.
should have perfarmed hand hyglene,

F 514 | 483.76(}(1) RES ) 'F 514
858=E | AECORDS-COMPLETE/ACCURATE/ACCESSIB

LE -

The facility must malintain clinical records on each
resident in accordance with accepted professional
stahdards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.
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The ciinical record must contain sufficient
information to ideniify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes. ‘

This REQUIREMENT ig not met as evidenced
by.

Based on interview, record review, and review of
the fagcility's policy it was determined the facllity
failed to maintain clinical records In accordance
with accepted professional standards and
practices that were complete, accurately
documented, and systematically organized for
four (4) of twenty-seven {27) sampled rasidents,
(Residents #3, #14, #1, and #2) and two (2)
unsampled residents, (Unsample Residents A
and B). The facllity failad to ensure the
Medication Administration Record (MAR) was
accurate for Resident #3, failed to ensure
documents were In the correct chart for
Unsampled Residents A and B, falled to ensure
the current Physiclan's orders were In the records
for Residents #1, #14, and #2.

{ Review of the facllity's policy titled "Documenting
in a Resident's Medical Record" revealed the
record s to be complete and accurate.

1. Record review revealed the facility admitted
Resident #3 on 08/256/11 and re-admitted the
resldent on 09/14/11 with diagnoses which
Included Hypertension (HTN), Hypetlidimia,
Dementia, History of Percutaneous Endoscopic
Gastrostomy (PEG), B12 Dsficlency Anemia, and
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‘Depression. Review of the adrmission orders
dated 08/25/11 included the medication imdur 30 |
mg enteral (through the tube) per PEG tube daily

{ for HTN.

Further record review revealed the imdur
medication was identifled as a *Do Not Crush
Medication™ (contraindicated for enteral
administration) on the September 2011 MAR.
Review of the August 2011 and September 2011 -
MARs revealed the medication was signed off as
béing given each day from 08/27/11 thru
09/07111.

Interview, on 10/07/11 at 3:16 PM, with RN #5
revealed Pharmacy should not have sent the
Imdur medication If it was & "do not crush®
medication. After RN #5 contacted the
Pharmacy, further interview revealed pharmacy
denied sending the madication and she did not
know why nurses documented it was given if it
was not sent.

interview, on 10/07/11 at 3:30 PM, with the
Pharmacy Techniclan revealed they had received
the order for the Imdur 30 mg per PEG on the
admisslon orders for Resident #3 dated 08/25/11,
but did not send the medication.

interview, on 10/07/11 at 4:15 PM, with the Nurse
Consultant revealed Pharmacy did not dispense
the Imdur medication to Resident #3. She
provided documentation from Pharmacy showing
the residant was not sent Imdur medication. The
Nurse Consulted revealed she did not know why
the MAR Indlcated the medication had bsen
administered to the regldent.
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interview with the Executive Director, on 10/07/11
at 6:06 PM, revealed they had investigated the
imdur 30 mg medication incident for Resident #3
and determined the medication was not given
because it was not available to be given. They
reviewad the MAR and got the name of every
nurse who had documented they had given the
Imdur and all denied giving the medication,
Further interview revealed it appeared to have
been documentation errors by the nurses
regarding the adminisiration of the medication.
2. Review of the clinical record revealed the
Physician's Orders dated October 2011, for
Unsampled Resldent B, were filed in the record
for Unsampled Resldent A,

Interview with the Unit Manager, on 10/06/11 at
2:45 PM, revealed she was responsible for filing
the monthly orders on the charts. She stated,
since both residents had the same last name, she
made an oversight and misfiled Unsampled
Resident B's orders on Unsampled Resident A's
chart.

3. Review of Resident #1 and Resldent #14's
medical records on 10/05/11 revealed neither
resident had current Physician's orders in the
records.

An interview with the Data Entry staff, on 10/05/11
at 10:25 AM, revealed October 2011 orders
should have been in the medical records. She
went on fo reveal the 11:00 PM to 7:00 AM shift
on 09/30/11 should have reviewed the orders and
placed them in charts. Further, if the 11:00 PM to
7:00 AM shift were unable to review the orders,
the 7:00 AM to 3:00 PM shift on 10/01/11 should
have reviewed the orders and placed them on the
charts. The Data Entry staff could think of no
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records,

An interview with LPN #12, an 10/06/11 at 1:48
PM, revealed she worked the 11:00 PM to 7:00
Al shift on 09/30/11. LPN #12 stated there
wasn't enough time to get to the filing, as she was
the only nurse on the unit that night,

4. Review of Resident #2's medical record
revealed the facility admitted the resident on
07/16/11 with diagnoses which included
Hypertonsion, Diabetes Mellitus, Hyperilpidemia,
Schizophrenia, Blpolar Disorder, Hypothyroidism
and Depression.

Review of Residant #2's record revealed no
documented evidence of Physician's orders for
10/01/11 through 10/31/11. Further review
reveaied the orders on the resident's record were
dated 09/01/11 through 09/30/11,
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: This Plan of Correction is the center's credible
{K 000} | INITIAL COMMENTS {Koooy|  flesation of compliance.
Preparation and/or execution of this plan of correctio,
. does not constitute admission or agreement by the
Egjl;-ldﬂingZOC‘IFR 483'70. (a) provider of the truth of the facts alleged or conclusiony
' set forth in the statement of deficiencies, The plan of
Plan ADDI‘OVGIZ 1968, 1972 : " correction is prepared andfor executed solely because
Survey under: NFPA 101 (2000 adition) Chapter it is required by the provisions of federal and state law
19 |
Faclilty type: SNF/NF K062
Type of structure: Type V protected
Smoke Compartment: 15 ' 1.B :
- . . ] . Between 11/23/11 and 11/28/11
;irgofﬁggrm. Complete fire alarm. Panel upgraded the wiring was removed away from
Sprinkler System: instailed in 1968 sprinkler pipe and re-anchored to the 12/16/11
Generator: Type |l, 1 natural gas and 1 diesel, ceiling truss throughout the entire
facility unsure of Installation date. building.
Arevisit survey for compliance with the jui ' it
Safety Code to the 10/08/11 survey waECEEVﬁ b. On 11/29/11 the Regional Directol
conducted on 11/21/2011. Fountain Cirdlg Health | bf Environmental Services verified
and Rehabilitation was found nottobe it} DEC 2 0 201 || f © oo ith sprinkler bioe werd
compliance with their Plan of Corractior [he o & areas with sprinier pip
census the day of the survey was one hjgred clear of any cables or wiring.
sixty two (162). The facility Is licensed fof one
hundred eighty one (181). : 3. On 11/22//11 the Maintenance
The findings that follow demonstrate Director received in-service
honcompliance with Title 42, Code of Federal education conducted by the
IIii;:g)ulatlons, 483.70(a) ot seq. (life Satety from Executive Director (E.D.) and
P Regional Environmental Service
062 )
{Ks sezé NEPA 101 LIFE SAFETY CODE STANDARD {K 062} Director (R.E.S.D.) related to the
Required automatic sprinkler systems are requirement that plan of correction
continuously maintained in reliable operating interventions must be verified to
condition and are inspected and tested ensure compliance with “Life Safety
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, Code Standard” regulations.
7.5 ' :
The Maintenance Director will
conduct quarterly attic inspections in
This STANDARD s not met as evidenced by:
Baded on observation, interview and review of
_LRSETRTORN DIBE _57':;0 PROVIDER/SUPPLIGR REPRESENTATIVE'S SIGNATURE . TITLE (x8) DATE
2/ 2 /Skeca—‘quo%’Mt:(—Gm '9'/)(5 e

Any deficlency statament ending with an asterisk (*) denctes a deflctency which the institution may be excused from correcting providing it s (fetermlfled that
othar sateguards provide sufficlent protaction to the patients. (See inatructions.) Except for nuraing hoimes, the findings stated abova are disclosable 80 days
following the date of survey whether or not a plan of correction Is providad. For nursing homes, the above findings and ptans of correction are disclosable 14

days following the date these documaents are made avallable to the facilit

program participatton.

y. W deficlencles are cltad, an approved plan of correction Is requisite to continued
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| confirmed with the Maintenance Director.

-1 Maintenance Director, revaaled he helteved all

the facility's Plan of Correction, it was determined
the facllity did not maihtain the sprinkier system
according to National Fire Protection Association
(NFPA) standards. The deficiency had the
potential to affact three (3) of ten (15) smoke
compartmants, thirly six (38) rasidents, staff and
visitors.

The findings include:

Review of the facility's Plan of Correction for the
survey dated 10/06/2011 with a compliane date of
11/16/2011 reveaied the facility inspected
sprinkler piping with no concerns ldentifled.

Ohservation, on 11/21/2011 at 4:21 PM, revealed
the sprinkler piping located above the drop celling
in the C Wing (next to the Assistant Diractor of
Nursing office) had numerous wires being
supporied by the sprinkler piping. Further
observation revealed the same for the sprinkler
piping located ahave the drop ceiling for the
connector hail of the 8 and C wing, B wing iobby,
and the B Hallway. The observations were

Interview, on 11/21/2011 at 4:21 PM, with the

the sprinkler piping had been cleared of the wiring
attached 1o the sprinkier piping.

Refarence: NFPA 25 {1998 edition)
2-2.2* Pipe and Fitlings. Sprinkler pipe and

fittings shall be
inspected annually from the floor level. Pipe and

-order to ensure ongoing compliance

. the quarterly attic inspections, as
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, - : This Plan of Correction is the center's credible
{K 082} | Continued From page 1 - {K 062} allegation ?fcompliance.

Preparation and/or execution of this plan of correctioy
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. The plan of
correction is prepaved and/or executed solely becausd
it is required by the provisions of federal and state lm}.

with “Life Safety Code Standard”
regulations.

The Executive Director or Assistant | 12/16/1}
Executive Director will verify that all
contracted services are
reviewed/observed by the
Maintenance Director upon-
completion for compliance with “Life
Safety Code Standard” regulations.

4. The compliance results, related to

well as the verification of
Maintenance Director review of
contracted services, will be reviewed
in the monthly Performance
Iimprovement (PIC) [Members
include, but not limited to, ED, DNS,
Assistant Director of Nursing
Services (ADNS), UM, SW, NSM,
RD, AD, TCU PD, RPD,
Maintenance Director (MD) and the
Medical Director] meeting for the
next three quarters and as needed
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‘ . _ This Plan of Correction is the center's credible
{K 062} Continued From page 2 {K 062} allegation of compliance.
fiitipgs shall " . Preparation andfor execution of this plan of correction
be in good .condltlon and free of mechanical does not constitute admission or agreement by the
damage, [eakagel provider of the truth of the facts alleged or conclusions
corrosion, and misalignment. Sprinkler_ piping : set forlf.i in 'the statement of deficiencies. The plan of
shall not bo . carrection is prepared and/or executed solely because
SUbJGC ted to external loads by materials either it is required by the provisions of federal and state law
resting on the o thereafter. Further interventions/
pipe or hung from the pipe. . orrectiv ti il b
Exception'No. 1:* Pipe and filtings installed in C rlec etag ogfl:gessear
concealed spaces Implemented a Y.
such as above suspended ceilings shall not '
requite inspection.
Exception No. 2: Pipe Instafled in areas that are
inaccessible for safety ,
considerations due to process operations shafi be
inspected during
each scheduled shutdown,
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