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specified.in §483.16(e)(2

INITIAL COMMENTS

A standard health survey was conducted ons
January 17-18, 2011, Deficient praclice was
idenfified with the highest scope and saverily at
HFH !e‘v’ei.

483.10{b)(11) NOTIFY OF CHANGES
{INJURY/DECLINE/ROOM, ETC)

A facllity must immediately inform the resident;
consult with the resident’s physician; and if . |
known, nofity the residenf's legal representative
or an interested family member when there is an

injury and has the potentia) for requiring physician
intervention; & significant change in the residant's
physical, mental, or psychesocial status (i.e., a
deterioration in health, mental, or psychosoccial
status in either [ife threatening conditions or
clinical complications); a need to alier treatment
sianificantly (i.e., & need to discontinue an
axisting form of treatment due to adverse
consequences, or o commence a new form of
treatment), or a decision fo fransfer or discharge
the resident from the facility as speciiied in
§483.12(a).

The facility must also promptly notify the resident’
and, if known, the resident's legal representative
or interested family member when there s a
change in reem or roommate assignment as

} or a change in
resident rights under Federat or State law or
regulations as specified in paragraph {()(1] of
this section,

The facility must record and periodica}[y update
the address and phone number of the resident's
iagal representative or interested fami[y member.

F 600

F 157

‘accident involving the resident which results i -

_action or proceeding,

- to ker from the weight fin

The Martin County Health Care Facil Ity doss not
Yelieve and does not admit that any deficiencies .
existed, either before, during or after the survey. The
MCHCF reserves all rights fo contest the survey
findings throtigh informal appeal procssdings, of asy
administrative or legal proceedings, This plan of
correstions does ot constitufe au admission regerding

any facts or circumstances sunoundmg any alleged = |

deficiencies to which responds, is not meant te establish|

any standard of care, contact obligation orposition,
The-MCHCF reserves all rights to raise all possible -

* contentions and defenses in eny type of eivil or criminal

claim, action or proceeding. Nothing contained in this’
plan of corrections should be considered 25 a waiver of
any potentially appliceble peer review, quality
assurance or self critical examination privileges which
#HE MCHCF doesniot waive, and reserves the right to
assert in any administrative, civil or criminal claim,
The MCHCE offers itsresponses,
credible allegations:of comphance and plan of
correction as part of its onpgoing. efforts to provide
quality of care to our residents.

Fi57. . :
*Residents weight weat from 200 10 171.8
diring & 2 month period. Bhe is currently at
o stabls weight and MD is satisfied with hes
cwirent state, NG adverse effects were noted
ctuation,

* Al residents were reviewed and we

i verified that any significant weight changes |-
[ wers properly investigated and MID was

notified and staff acted accordingly o MD
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Any defisiency statement ending wﬁh an asterisk (%) denotes a deficiency which the institution may be excuseu nuia ve o

g it is determined that

other safeguards provide sufficient proteciion o the patients. (See instructions. Yy Except for nursing homes, the fi indings stéted above are disclosable 90 days
fellowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correckian are disclosable 14

| days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to confinued
program participafion. :

FORM GMS-2567(02-65) Previous Versions Obsolete

Event 1D B3LK11

Facility [D: 100661

If confinuation sheet Page 1 of 271




. - - ' " PRINTED: 52/05/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES

o L FCRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' GMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
: A BUILDING . T
T IR WING ] ' o ' I
. 185379 ) 0111972011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE o
- - ROUTE 808 PO BOX 1718
MARTIN COUNTY HEALTH CARE FAGILITY - : b
INEZ, KY 41224
4 1D SUMMARY STATEMENT OF DEFICIENGIES D : PROVIDER'S PLAN OF CORRECTION o o
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHGULD BE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i : DEFIGIENCY)
F 1571 Continued From page 1 F 157

*All resident weights are reviewed each _
week during the Nutrition at Risk meeting, : 5
The MD will be notified of any significant ' 9
weight changes and staff will act

This REQUIREMENT is not met as evidenced
by

Based on observation, record review, and
interview the facility failed to notify the physiclan accordingly 10 his orders. The residents
and responsibie party when a change in stafus weight will be monitore d and di d each
-| ooourred for one of nineteen sampled residents. , i frorec and ciscussed eacik
There was no evidence the physician or ' We?k Wlth interventions until weight is
responsible parly was notified when resident #6 : S?tiSfaCFOYY o C
i sustained a significant weight loss. o o , :
’ ' , *The Quality Assurance Team will monitor | - :

The findings includa: the weight variance report ¢ach month to
: . ensure. MD notification on variances and
A review of the medical record for resident #6 facility follows through with orders.

revealed the resident was admitted to the facility
on March 26, 2002, with diagnoses that included
Alzheimer's Disease, Hypertension, Congestive
Heart Failure, Amdety, Corenary Artery Disease,
Renal Failure, and Diabetes. A review of the . :
weight record far resident #8 revealed the ' _ i
| resident's weighf was recorded as 208.0 pounds

ton September 7, 2010, Rasident #6 was - '
transferred to the hospital on October &, 2010,
and was readmitted to the facility on October 7,
2010, -Gn October 8, 2010, the resident’s welght
was recorded as 171.8 pounds. Therewas no
evidence in the meadical record the physician or
responsible party was notifiad untit Cctaber 13,
2010, five days later when a speech tharapy
evaluation was ordered by the physician.

A revisw of the facility's policy for Changes ina
Resident's Condition or Status, dated January 8,
2003, revealad the physician and the responsible
parly were required to be nolified when a change
in a resident's status occurred.. The poliey further
stated, "Except in medical emergencies, all other
notifications must be made as soon as practical,

" but in no case shall such notification exceed

H
]
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| The services provided or arranged by the faciiity

| This REQUIREMENT is not met as evidenced -

Continued From page 2

twenty-four (24} hours for a change ocourrihg' in -
the resident's condition or status.”

Observations of resident #8 on January 17, 2011,
at 5:00 p.m., revealed the resident was feeding
hier/himself a pureed diet with honey-thickened
liquids with assistance from staff. An interview
with the Restorative Nurse Aide (RNA) conducied
on January 18, 2011, at 2.40 p.m,, revealed the
RNA was responsible for obtaining resident
weights. The RNA stated that whenever g
resident's welght was very different from the
previous weight, he/she notified the charge nurse
and the Director of Nursing right away.

An interview conducted with the Director of
Nursing (DON) on January 18, 2011, at 3:00 p.m,,
revealed the DON did not notify the physician or
the Registered Dietician (RD) when the resident
returned from the hospital, The DON stated prior
to the resident's hospitalization the RD had made
a recommendation to discontinue fortified oats
and supplemants to encourage weight loss for
resident #8. The DON alsc stated resident #6
was discussed in the Nufrifion at Risk meeting on
October 8, 2010, but no notifications were made
to the physician, responsible party, or RD.
483.200Q)(3){1) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS '

must meet professicnal standards of quality.

by
Based on chservation, record review, and
inferview the facility falled to provide services

according to professional standards for four

' FORM APPROVED
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*Resident #10 had g xray of knee at facility
. without MI) order on record. This resident
had no adverse effects as a result of this def
practice. Resident # 2 was given
medications that were crushed in a pill
-crusher bag. A small amount of medication
was left in the plastic pill crusher sleeve.
The record of resident #2 was reviewed and
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; abtained a physician's order prior to the x-ray.

. i verbal orders must be counter-signed by the,

soonef.

Record review reveated resident #10 was

' knee replacement eight to ten years ago”

residents (residents #2, #3, #4, and #10) of
nineteen sampled residents. Resident#10
received a portable x-ray of the right knee;
however, there was ne evidence the facility had

Residents #2 and #3 received liguid/crushed
medications per gastrostomy tube (G/T);
however, the nurse failed io rinse the medication
containers fo ensure the residents received the
correct dosage as prescribed by fhe physician. In
addition, resident #4 had physician's orders fora
restorative plan of care; however, there was no
evidence this was being provided for the resident.

The findings include:

1. Review of the facllity's policy on Physician's
Orders {dafed January 9, 2003) revealed all

ordering physician within seven days of the
recelpt of the telephone order, or upon the
physician's next scheduled visit, whichever is

admitted to tha facility on August 3, 2010, with the
following diagnoses; Congestive Heart Failure,
Renal Insufficiency, Hypertension,
Hyperlipcidemia, Peptic Ulcer Diseass,
Rheumatoid Arthrilis, Anemia, Chrenic
Gastroparesis, Compression Fracture T-11, T-12,
L-1, L-3, and Constipation. Further record review
revealed nursing notes on December 22, 2010,
documenting the resident's right knee with a
“race of screw coming out of skin. Had fotal

According to the nurse's notes the resident's
physician was contacted and the physician i
“stated to order x-rays.” The nurse further  ~ |

‘\

| no adverse effects to the resident was noted

! ordered to be on a restorative dining

i restorative meetings and adding new

from the above. Resident #3 was given
medication through their G tube. The nurse
failed to rinse the medication cup io ensure
all medications in the cup went into the G
tube. The record of resident #3 was
reviewed and no adverse effects to the
resident was noted. Resident #4 was

program. The restorative nurse aide was not
made aware of this order. The residents
weight has remained stable and no adverse
affects to the resident was noted.

*All résidents who receive mobile xrays,
receive medications, and are on restorative
dining have the potential to be affected.

*A nursing inservice on 2-3-11 informed all
nursing staff of the facility policy of
obtaining mobile xray orders. They were
also informed on the proper medication
administration procedure when giving Gtube
medications and when using pill crusher
bags. The restorative nurse was conference
on 2-3-11 on the importance of attending all

residents as MD orders..

*The Quality Assurance Committee wiil
review records of residents who receive
mobile xrays to assure proper MD orders for
procedure. The Quality Assurance
Commaittee will do a monthly medication
pass audit to ensure that meds are
administered according to good nursing
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! documented that Mobile X-Ray was notified of the |~ , _ - , | . o
crder. A report of the right knee x-ray was dated _ ' o T T .
December 22, 2010. However, reviewofthe . | ' _ o
medical record revealed no evidence of a written o standards. The Quality Assurance '
physician's order for an x-ray of the resident's - - | Committee will review restorative dining :

. right knee. S ' " ;. notes each month to ensure that all residents

‘ ~ - - with orders to be on restorative dining
An mtervaew with the facmty‘s Director of Nursing | - | program are receiving services. -
on January 19, 2011, at 3:15 p.m., revealed an ' : T
in-service on the su bj'ect of writing physician's
orders was provided to nursing staff in November
. 12010. The Director of Nursing further indicated L
| hefshe had later reinforced with the nurses the &, : -

importance of following through and wntmg " S
physician's orders when received. - : ' S e

An interview with the nurse who received the

i physician's order on December 22, 2010,
revealed ihe nurse voiced being unaware thatit |
was the nurse's responsibility to write an order for
x-rays if the x-ray was performed at the facility,
The nurse explained orders were written if the
| resident left the facility. Further inferview Ao Co
. revealed the nurse had been present in the :
in-service concerning wnﬁng phys;c:an s orders in
November 2a10. :

2. A review of the medical record revealed
resident #2 had a physician's order to raceive
Lasix 40 snilligrams (mg) daily and Oxycodone
325 mg every six hours per G/T. A medication
administration observation conducted on January
18, 2011, at 11:20 2.m., revealed the siaff nurse . } , :
obtained the twe medications for resident #2 and . o ' : - !
crushed the medications separately in a plastic R e - :
‘| sleeve. The staff nurse was then observed to - -
: pour the crushed medications from the plastic _
sleeve info an asepto syringe filled with-water and
administer the medications per G/T to resident
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| sieeves revealed a small amount of white powder |
- was left in the plastic sleeve. ;

Jenuary 18,2011, at 11:80 am., revealed the
: nurse stated he/she had never been instructed to
i rinse the plastic sleeve to ensure the resident

i

. Nurses (DON} on January 19, 2011, at 11:13 !

' substance that remained in the plastic sleeves

' address how the staff would ensure the entire

Continued From pagel5 .
#2. However, further observations of the plastic

An interview conducted with the facility nurse on

recejved all of the medications.
An interview conducted with the Director of

a.m., revealed the DON had never considered
rinsing the piastic sleeve to ensure the entire

dosage of medication was administerad to the
resident. The DON observed the powder

after the medications for resident #2 had bean
crushed. The DON agreed that some of the
medications had been left in the plastic sleeve.

A review of the facility policy/procedure reiated to
Medication Administration (no date) revealed
medications are to be administered as prescribed
in accordance with goed nursing principles. The
policy/procedurs further revealed when
medications were required to be crushed for
administration a device spegific for crushing .
medications was required to be used. The
policy/procedure noted for residents who are able
to take medications orally, the medications should
be ground coarsely and mixed with the
appropriate substance so the entire dosage of
medication is received by the resident. The
policy/procedure related to crushing medications:
for 3T administration only noted that the
medications were raquired to be crushed finely to

prevent clogging of the G/T; the policy failed to

F 281
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3. A review of the medical record revealed

:labeled 125 mg/5 mi. The nurse was observed o

Cortinued From page 8
dosage was administered to the residant

resident #3 had a physician’s order to receive
Dilantin 100 mg three times a day. During the

medication administration observation conducted |

on January 17, 2011, the facility nurse was
observed to obiain a bottle of Dilantin Suspension

draw up 4 millifiters of the Dilantin Suspension
with a syringe, place the medication into a plasfic
medication cup, and administer the medication to
resident #3 per G/T. However, after pouring the
liquid medication into the asepto syringe filied with
water, a small amount of the liquid medication still
remained in the plastic medication cup. The
nurse falled to rinse the medication cup to ensure
resident #3 received the prescrined dosage of
medication.

Further review of the medical record revealed a
Dilantin level was ordered o be obizined every
six months. A review of the laberatory tests dated
July 23, 2010, revealed the Dilantin level was 12.9
ug/mL with a reference range of 10.0-20.0 ug/mL.

An interview conducted with the staff nurse on

January 17, 2011, at 3:30 p.m,, revealed the staff |

nurse had never been instructed to rinse the
plastic medication cup to ensure the entire
dosage of medication was administered to the
rasident. '

An interview conducted with the Director of
Nurses (DON) on January 18, 2011, at 11:15
a.m., revealed the DON had never considered
rinsing the plastic medication cup to ensure the
entire dosage of medication was being
administered to the resident.

. F28
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A raview of the facility policy/procedure related to
i Medication Administration {no date) revealed
medications are to be administered as prescribed
in accordance with good nursing principles. The
policy/orocedure related to administration of figuid
medications ncted the correct device was
required to be uiilized to allow for accurate .
measurement of doses of liguid medication -

i reguiring precise measurements.

4. Areview of the Restorative Nursing Care
Protocol (no date given) revealed Restorative
Programs were to be carried out by State
Registered Nurse Aides who have heen frained in
restorative technigues and supervised by a
licensed nurse. In addition, when done in group
settings, there will be one State Registered Nurse
Aide per every four residents receiving the
Restorative Program. A periodic evaluation of the
resident's progress was to be completed by the
licensed nurse and found in the clinical record,

A raview of the medical record for resident #4
revealed the resident was admiited to the facility
on Qctober 28, 2010, with diagneses that
inciuded Dementia, Areriosclerotic Heart
Disease, Gashroesophageaal Reflux Disease,
Depression Hypertension, and Ostecarthritis. : . :
Further review of the medical record revealed the ; ‘ ‘ : i
resident had a physician's order dated December '
14, 2010, for Restorative Nursing Feeding
Program:.

Observations of resident #4 on January 17, 2011,
fat 4:50 to 515 p.m., revealed the resident in the
dining room feeding her/himself supper following
tray setup by staff. The resident consumad 90
percant of supper. On Jdanuary 18, 2011, at 12:00;
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*: herfimself without cueing/prompting and

| Registered Nurse Aide (RSRNA) on January 18, |
2011, at 12:05 p.m., revealed resident #4 was not |

| program.

1 been ldemﬁed as susta%nmg a3 weight loss and
[ physician ordered the program for the resident

"| the DOMN, she failed 1o communicate with the

| DON further stated the residents recelving
! resiorative services were reviewed weekly and

 483.25(a)(3) ADL CARE PROVIDED FOR

'| and oral hygiene.

Continued From page 8
p.m., the resident was ohserved to feed

consumed 100 percent of lunch.

An interview conducted with the Restorative State

receiving restorative dining services. According
o the RSRNA there were already four residents
in the Restorative Dining Program and resident
#4 was ndt included.’ The RSRNA further stated
the Director of Nursing (DON) supervised the
Restorative Programs and the RSRNA reperted
to the DON regarding progress of residents in the

An inierview with the DON conducted on January
18, 2011, at 4:15 p.m., revealed the resident had

staff believed resident #4-would benefit from the
Resiorative Nursing Dining Program.. The

and the DON stated she revised the care plan.fo
include restorative dining. However, according to

RSENA and resident #4 was not included in the

Restorative Dining Program. The DON stated
resident #4's weight has remained stable. The

she failed to realize resident #4 was not included.
DEPENDENT RESIDENTS
A resident who is unable fo carry out aciivities of

daily living receives.the necessary services to’
maintain good nutrition, grooming, and personal

- F28

F 312

'F312

*Resident #3 had their nails cut by nursing
when this was brought to their attenition. No
adverse affects to the resident was noted.

*All diabetic résidents have the potential to
be affected by the def practice. All diabetic

residents were checked for nails care.

*A nursmg inservice on 2.,3 ¥ mformed all

RN’s, LPN’s, and nurse aides on the facility:

2044
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This REQUIREMENT is not met as evidenced
by, . ‘

'| Based on observation, inferview, and record
reviaw, the faciilty failed to provide the necessary
services fo maintain good grooming and hygiene
for one-of ningteen sampled residents. Resident
#3 was ohserved to have long fingernails with a
dark brown sUbstance noted undermneath the
resident's nails for two consecutive days during
the survey.

The findings inciude:

Resident #3 was chserved on January 17, 2011,
at 1.40 p.m., 3:30 p.m., and 4:30 p.m., to be iying
abed. The resident's fingernalls were observed to
be long with a dark brown substance underneath
the resideni's fingernails. Further observations
conducted on January 18, 2011, at 00 a.m.,
10:40 am.; 1218 p.m., and 1:15 p.m., revealsd
the residant's fingemnails continued to be long with
a dark brown substance undemeath the
resident's fingernaills.

A review of the medical record revealed resident
#3 was admitted to the facility on April 9, 2007,
with diagnoses of Digbetes Mellitus,
Cerebrovascular Accident ({CVA) with right

! hemiparasis, Chronic Atrial Fibriflation,

i Hypertension, and Dementia. A review of the
annual comprehensive assessment conducted on
February 25, 2010, and the quarterly assessment
conducted on November 11, 2010, revealed
rasident #3 was assessad o reguire total
assistance of staff for personal hygiene and
bathing needs. _ :

*The Quality Assurance Committee will
review nail care on diabetic residents each
month to ensure compliance with facility
policy. '

H
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' A review of the éomprehensive care plan for
resident #3 revealed the facility identified a
problem related to bathing/hygiene deficit with
inrterventions to include: clean and check the
resident’s fingernails and toenails daily. A review
of the Nurse Aide assignment sheet revezled nail
care was to be provided for resident #3 by the
ficensed nurse.

An interview conducted with the nurse aide on
January 18, 2011, at 2:30 p.m,, revealed the
licensed nurse was respoisible Tor providing nail
care to the diabetic residenis. '

An interview conducied with the licensed nurse on
January 18, 2011, at 12:45 p.m., revealed the
nurse was responsible for providing nail care for
the diabetic residents. The nurse stated there
was no routine schadule for providing diabetic nail
care and the nail care was not documented in the
resident's medical record. The nurse stated the
resident's nails wers reguired ¢ be checked at
least monthly and trimmed/cleaned as needed.

i The nurse stated hefshe had not checkead

i rasident #3's fingernails for "awhile.” -

A review of the facility's policy/procedure related
to Nail Care (no date) revealed, "some inslitutions
do not allow nurses o cut resident's nails if the
resident had diabetes meillitus, peripheral
vascular disease, or a localized condition such as
a fungus infection.” The policy/procedure did not
" define who would be required to provide nail care
 for diabetic residents. '

An interview conducted with the DON en January
19, 2011, at 11:15 am,, revealed the licensed
nurses are required to observe the residents’
fingernails daily and to provide diabetic nail care

FORM CMS-2567(02-99) Previous Versions Obsoleta : Event I BaLK11 Faciiity ID: 100851 ‘ If continuation sheet Page 11 of 21
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F 312 | Confinued From page 11 - ' F312:
as needed for tha diabstic residents. The DON
stated the nail care should be documented in the
nurse's notes when diabelic nail care had been
provided. The DON further stated he/she had not
monitored the diabetic rasidents to ensure nail
care was being provided as nesded for thess
‘ residents. ' :
F 325 | 483.25(0) MAINTAIN NUTRITION STATUS F 328 F325 o :
55=01 UNLESS UNAVOIDABLE ) P i . ' TR
7 : Re.sldel’l’[ #6 weight went from 200 to 171 .| <% :
Based on a resident's comprehensive during a 2 month period. She is currently at
assessment, the facitity must ensure that a ' a stable weight. No adverse effects was
resident -- T e , noted as.a-result of her weight fluctuation. 1
(1) Maintains acceptatle paramsters of nutritional : . . '
-| status, such as body weight and protein levels, S API residents were reviewed for significant
"| unless the resident's clinical condition _ . |weight change. All residents that were
demonstrates that this is not possible; and found to have weight change had an altered
{2) Receives a therapeutic diet when there is a treatment plan to address their altered
nutritional problem. - nutrition. - -
|*All residents with a significant weight
_ chagge will be reviewed at the Nutritionalfly
. . ‘ at Risk meeting each week. F acility policy
Th.lS REQUIREMENT is not met as evidenced ~ lfor these residents will be followed
iéy. ] . o o i . accordingly. These residents will be -
ased on observalion, Interview, and recon reviewed each week and followed until
review, the facility failed 10 assure that one of s . :
_ : : ’ stable weight is achieved.
rineteen sampled residents was provided with _ _
services o maintain body weight. Resident #6 *The Quality Assurance Committes will

- bad been identified {o have risk factors related o review residents with siemi .
- alterations in nutrition and a care pian was " sidents with significant weight
. developed by the facility, however when the C1anges once a mo_nth‘and ensure that

" resident sustained a twenty-eight pound/fourteen facility weight policy is followed.
{ percent weight loss in one month there was no '
- evidence the facility altered treatment to address

the resident’s weight loss,

The findings include:

FORM CMS-7567(02-28) Previaus Versions Obsalete Event iD:B3LK11 * Facifty ID: 100661 If continuation shest Page 12 of 21
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A review of the Unintended Weight Loss Policy
tatement (dated January 19, 2003) revealed the
Birector of Nursing {DON), the Diefary Manager
{DM), and the Registered Dietitian (RD) would
review any weight loss of five percent or greater
in a month, or tan percent or greater up to 180
days. The policy further stated a determination
would be made as to whethar the weight ioss was | : ;
avoidable or unavoidable and the resident would i
be assessed for appropriate interventions, would :
be continually monitored/evaluated, and the
resident's care plan would be evaluated and .
revised based on appropriate interveniions. .

A review of the Nufrition at Risk (NAR) Weight
Loss Protocol {(no date given) revealed if a
resident sustained an unplanned weight loss of
five percent or more in one month's time the
resident would be placed on weekly weight
meonitering. Further interventions included in the
NAR program consisted of interventions tailored
io the resident's individua! neads, RD evaluation
and follow-up, weekly review by the NAR with
detailed progress notes, communication with the
physician, and the resident and respansible party
would be kept informed of the resident's
progress,

A review of the medical record for resident #6
revealed the resident was admitted to the facility :
on March 26, 2002, with diagneses that included _ |
Alzheimer's Dementia, Hypertension, Anxiety, _ _ !
Diatetes, Renal Failure, Coronary Artery i
bisease, and Chronic Obstrustive Pulmoenary ' ' ' ' Cod
Disease. The facility assessed the resident i be !
at risk for alteration in nuirition and a care plan
was developed to address the resident's weight
loss potential. Further review of resident #6°s
medical record revealed the physician had
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ordered a puree diet for the resident on : | N
September 23, 2010, A review of the resident's : ' i
weight history revealed the resident weighed
200.2 pounds on' Juna 7, 2010, 198.2 pounds on
July 8, 2010, 200.5 pounds on August 2, 2010, |
200.00 pounds on September 7, 2010, and 171.8 |
pounds on October 8, 2010. There was no

! evidence the resident's physician or the RD was

* notified of the 28-pound/14 percent weight loss in
ong month. The resident was placed on the NAR;
however, there was no evidence of weekly weight
monitoring or any new care plan interventions
except a speach therapy referral initiated on L : P
October 13, 2010, - b

An interview with the DON conducted on January ¢
18, 2011, at 3:00 p.m., revealed the DON was
aware of the resident's weight loss, however, the
fortified oats and protein supplement had been -
discontinuad in September 2010 and the DON o .
. stated the resident was on a planned weight loss _ i

- iprogram. The DON further stated the facility was o
' monitoring the resident once monthly in the NAR
i meetings, however no new inferventions were
initiated untit December 10, 2010, except a
refarral to the speech therapist on October 13,
2010. The DON alsc stated resident #6's weight
has been stabie since October and the resident
has not sustained any further weight loss!

| Observations of resident #5 on January 17, 2011,
at 5:00 p.m. revealed the resident was feeding _
her/himself @ pureed dist with honey-thickened : T

liquids with assistance from staff. F364 ‘ SETENT

“F 364! 483.25(d)(1)-(2) NUTRITIVE VALUE/APPEAR, | F 384| *Resident #17 refused her dinner tray and a
gg=D | PALATABLE/PREFER TEMP . nurse aide put the tray back on the food
‘ : ‘ carrier without marking the tray refused,
| Each resident receives and the facility provides ¢ Another nurse aide attempted to feed the

. food prepared by metheds that conserve nulritve
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femperature.

value, flavor, and appearance; and food that is
palatable, atiractive, and at the proper

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, interview, and record
review, the facility falled o provide focds that
were palatable and at the proper temperature for
one of nineteen sampled residents,

The findings include:

Observation of the evening meaf on January 17,
2011, revealed an open food cart was delivered
ta the 400 Hall at 4:38 p.m. Further observation
revealed the last tray was removed/offered to
resident #17 at 500 p.m. The resident refussd |
the tray and the CNA was observed fo place the
tray back onta the open food cart. The resident's
food fray was observed to confinus to sit on the
food cart until the evening meal service was
completed at 5:25 p.m. At 5:28 p.m., another
CNA was observed tc remove resident #17's food
tray from the open cart and prepared fo offer the
resident the same tray that had been on the cart
for approximately 50 minutes. The tray was
intercepted and a tamperature and palatability
test was conduciad of the focd tray with facility
statf,

The temperaturz of the chicken and dumplings
was 84 degrees Fahrenheit and fasted cold, the
mashed potatoes were 80 degreas Fahrenhait
and tasted cold, the applesauce was 58 degrees
Fahrenheit and tasted cool, and the juice was 60
degrees Fahrenhesit and tasted warm. ‘

food to the resident at a later time not
lmowing the tray had been refused and was
cold. The resident received a new tray after
this was brought to the attention of the nurs
aide. No adverse effects to the resident was
noted. ' :

*All resident who receive a food tray have

" the potential to be affected by the def
practice. B

*An inservice on 2-3-11 made siaff aware o
the facility policy on tray refusal.

*The Quality Assurance Committee will do
a quarterly food service audit to ensure that
food trays are received according to policy.

!NEZ, KY 41224 )
X4) D SUMMARY STATEMENT GF DEFICIERCIES mo- _PROVIDER'S PLAN OF CORRECTION 05)
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364 | Continued From page 14 F 364
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Resident #17 was hot interviewable.

An interview conducted with the CNA on January
117, 2011, at 5:40 p.m., revealed the CNA was not
§ aware the fray had prev;ous!y been offered to
resident #17. The CNA stated he/she had
observed the tray sittihg on the cpen cart and
believed the resident had not been fed. The CNA
stated he/she did not kiiow how long the tray had

been sitting on the cart.

An interview conducted with the Dietary Manager
== -(BM) on-January- 17,2011, at 540 p.m., revealed
the tray shouid have been returned to the kitchen
after resident #17 refused the tray. The DM
stated the trays sheuld be served to the resident
within 10 minutes after arrival o each unit,

.An interview conducted with the DON on January
18, 2011, at 11:15 a.m., revealed trays were fo be
: passed to the residents within 20 minutes.

A review of the facility policy/precedure relafed to
Food Service (no date) reveaied resident irays

F431

would be distributed fo the residents by nursing . : . _ | 2 i
personnel promptly after the trays arrived on the : The expired specimen tubes were -
: unit. _ - destroyed and new tubes were obtained. No
F A31 | 483 60( ) ( ) (EB) DRUG RECORDS FF 431 residents were fpund to have been affected
ss=D | LABEL/STORE DRUGS & RIOLOGICALS by the def practice. '
The facility must employ or obtain the services of *All residents who receive lab services have
a licensed pharmacist who establishes a system , - | the potential to be affected. All labs
of records of receipt and disposition of all supplies were checked to ensure expiration
controfied drugs in sufficient detall to enable an dates were valid. No other labs supphes
accurate reconciliation; and determines that drug i were affected
racords are in order and that an gecount of all o .
contro[}ed drugs is maintained and periodically ' *The DON will review lab supplies each
reconciied. : month to ensure expiration dates are in
compliance.
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F 431

. In accordance with State and Federal laws, the
facllity must store all drugs and biolagicals In

- controls, and permit only authorized personnel to

: The findings include:

| Observation on January 19, 2091, at 4:00 p.m., -
s revealed the medication room contained
; out-pi-date laboratory supplies available for

Continued From page 16

Drugs and biologicals used in the facility must be !

labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructicns, and the expiration date when
appiicabla. ’

locked compartments under proper temperature
have access to the keys,

The facilily must provide separately locked,
permanenily affixed compartments for storage of
controlled drugs listed in Schadule Il of the
Comprehensive Drug Abuse Preventicn and
Control Act of 1976 and other drugs subjact to
abuse, except when the facifity uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to assure that out-of-date drugs and
biclogicals were not available for resident use.
Observations in the medication room revealed
spacimen collection supplies were out-of-date
and available for resident use,

Fa31|

*The Quality Assurance Committee will do
a quartetly review on lab supplies to ensure
' expiration date ‘are in compliance.
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Continued From page 17

resident use. Twenty-seven Anaerobic culiure
tubes were stored in a cabinet in the medication
room. One tube expired November 2008, ona
tube expired July 2010, and 25 tubes expired
October 2010.

An interview with the Registered Nurse (RN)
conducted on January 19, 2011, at 4:00 p.m.,
revealed the faclity staff was respensible for
obtaining laboratory specimens and when
supplies were needed staff notified the laboratory’
o replenish the supply.

. F 431

-483.70(h)
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facllity must provide a safe, functicnal,
sapitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced

tby:

Based on obsearvation and interview, the facility
failed to provide a safe, functional, sanitary, and
comfortable environment for residents, staff, and
the public. Extremely dusty heating/air
conditioning units were abserved in twenty
resident rooms. Walls in seven resident rooms

were observed 1o be soiled and contained scarred |

markings from obfects scraping the walls.
Observations in resident rooms 201, 208, and-
407 revealad door frames with areas of chipped
paint and a bedside table in resident room 102
was missing the frim on the edges. Geri-chairs
were obsarved to be tom and ragged. The
medication carts were observed to be soiled.

The findings include;

F 465/

i F465
*The rooms that had been identified have
been painted and all repairs have been made
to the rooms and the.front grills were
reéplaced on the air units. The med carts
were cleaned and all Geri chairs were
assessed and repairs made as necessary. No
residents were found to have been affected
by def practice.

*All resident rooms were surveyed for any
needed repairs. Ail residents living af the

the practlce

*The facility hired a full time maintenance
man on 11-19-10. The facility had been
without a maintenance man for the past 3
months. The new maintenance supervisor is
currently completing a back log of repairs
created by the vacancy in the position.

*The Quality Assurance Committee will do
a quarterly review on facility maimtenance to
ensure that standards are met,

facility have the potenual 1o be affected by

AR
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coating of dust.

i paint.

been

i Observations of the facility on January 18, 2011,

[ at 3:00 p.m., and on January 19, 2011, at 4:00
p.m., revealed the following areas were in need of
maintenance/housekeeping services:

1. The heating/air conditioning units in resident
rooms 101, 102, 103, 104, 105, 107, 108, 109,
110, 202, 204, 205, 208, 303, 306, 307, 403, 404,
4086, and 407 were observed fo have a heavy

1 2. The door Trames in resident rooms 201, 208,
{ and 207 wers observad to have missing arsas of

3. Resident rooms 207, 303, 304, 305, 401, 402,
and 407 were observed to have araas on the
walls that were sciled and marred from objects
scraping against them.

4. A bedside fable in resident room 102 was
missing the trim around the edge and had an
exposed, rough area where the trim should. have

5. Geri-chalrs in resident rooms 207 and 304
: were observed to have tom/ragged arms.

5. Three medication carts in the medication room
were observed {o be solled. Pill residue, soll, and
a red sticky substance wers observed infon all
thrae medicafion carts. An interview conducted
with the Registered Nurse (RN} at 4:00 p.m. on
January 19, 2011, revealed the night shift
Certified Medication Technicians {CMTs) wera
assigned io clean the med carls each night. The
RN further siated that he/she was unaware if the
carls were monitored to ensure cleaniiness.

H
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: »
An intervisw conducted with the Maintenance L
| Supervisor and the Housekeeping Supervisor on | '
January 18, 2011, af 3:00 p.m., revealed the i
supervisors made random rounds to monitor for
areas in need of repair/cleaning, The
Maintenance Supervisor stated he had changed F502 :
the filters in the heating/air conditioning uniis, but *Residents #3 had Hemoglobin A1C lab test#; Y- ‘j
had not gotten around to all of them. completed. The test came back within
5021 483.75(1)(1) PROVIDE/CBTAIN LABORATORY F502| range. The resident had no adverse effects
$8=D | SYC-QUALITY/TIMELY from the missed lab test.
— |'The faci[‘rty must provide or ob’gain‘ Iat_Jo'ratory- *All residents had their clinical record
services to meet the needs of its residents. The . reviewed to ensure that no ordered labs werd .
Eﬁﬂ:g;ﬁéﬁiggns{b]e for the quality and hmelmess missed. All residents that receive lab
_ services have the potential to be affected by ;
the practice. |
This REQUIREMENT is not metas evidemced . . ] .- : i
by The c}}arge nurse will review ofders before
Basad on interview and record review, the facility each shift and verify thal if a resident has a
falled to ensure lab results were obtained as lab order then a lab requisition has been |
ordered by the physician for one of nineteen filled out. The charge nurse will also verify|
sampled residants. Resident#3 had a that the lab representative has received lab
physician's order for a Hemogiobin A1C to be ‘| requisitions,
cbtained every six manths; however, there was ;
no evidence the lab test had been obtained since *The Quality Assurance Committee will do |
June 2010 a quarterly réview on facility lab requisitions
' to ensure that all labs are obtained as )
The ﬁﬂd]ﬂgS inchude: ordered. )
A review of the medical record revealed resident
#3 was admitted to the facility on April 8, 2007,
.| with diaghoses to include Diabeles Mellitus Typs :
It. A review of the January 2011 physician's
orders revesled the physician had ordered a
Hemoglobin A1C {Hgt A1C) to be obtained every
six months.
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17, 2011, at 3:50 p.m., revealed the
physrman—ordered izb tests were entered into the

facility's computer system. The DCN stated

: hefshe was responsible for completing the lab.

| facifity.

¢ be maintained in a notebock at the nurse's siation

Continued From page 20 -

A review of the laboratory reports for resident #3
revealed the most recent lab report for an Hgb
A1C was obiained on June 24, 2010. Howsver,
there was no evidence the lab test had been
performed in December 2010. 7

An interview conducted with the DON en January

test requests and to check the lab {esi reporis fo
ensure all lab tests were conducted timely and as
ordered by the resident’'s physician, The DON
stated the Hgb A1C had not been obtained as
ordered because the DON believed the test had
heen conducted during a recent hospital stay for
resident #3. However, the DON siated a review
of the hospital labs revealed the Hgb A1C had not
been performed and had been missed by the

A review of the facliity's policy/procedure related
to Lab Tests {dated November 2, 2007} reveaied
the lab tests wouid be noted on the [ab calendar
by the nurse who received the physician's order
and a lab reguisition would be complated daily by
the Madical Records staff. The policy/precedure
further noted a copy of the lab requisition would

until the lab test results were returned and
reported to the resident’s atiending physician.

-~ FS&0z:
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K 000 | INITIAL COMMENTS K 000
A life safety code survey was initiated and
concluded on January 19, 2011, for compliance
with Title 42, Code of Federal Regulations,
§483.70 and found the facility in compliance with
NFPA 101 Life Safety Code, 2000 Edition.
No deficiencies were identified during this survey.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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