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F 000 [ INITIAL COMMENTS : F Oooi
A standard health survey was conducted on ? :
March 29-31, 2010, Deficient praciice was :
ldentified with the highest scope and severily at a : :
"D level. All observation and interview times for P
this survey were ncted as Eastern Daylight
Savings Time (EDST). !
F 2251 483.13{c){1Xii)-(iii}, {c)(2) - {4} F 225
ss=p | INVESTIGATE/REPORT
" | ALLEGATIONSANDIVIDUALS
The facllity n1u§t not empioy individugis who ha}"e‘  Summit Manor wil check the Nuzse Aide
be,en fo‘:md gua!ty of abusing, neglecting, or Abuse Registry prior to hiring all employees
miSTfe%t’“Q regidents I?V a court of law; or h:;ve- and students who work for the high school co-
had a finding entered into the State nurse aide op program to ensure that they are not listed.
regisiry concerning abuse, neglect, mistreatiment ;
| of residents or mrsappropnatton of their property; The two feeding assistants who were cited in -~ |
and report any knowledge it has of actons by a reference to this deficiency were not employees !
ceurt of law against an empleyee, which would of Summit Maznor but were part of @ co-op pro-
indicate unfitness for service as a nurse aide or gram offered by the Adair County High School
other facility staff to the State nurse aide registry in which they pay the students to work in prepa-
or licensing authorities. : ration for fitture careers. Criming} background
checks and references were conducted prior fo
The facility must ensure that all alleged viclations thejr training, Since this was the first time the
- Involving mistreatment, neglect, or abuss, Coordinator worked with this program she was
“including Injuries of unknown source and unaware ihat even (hough these students are not
“misappropriation of resident property are reported _ our employees we must check the Nurse Aide
: iImmediataly to the administrator of the facility and - | Abuse Registey for all co-op students who are
- to other officiais in accordance with State law being trained in our facitity.
" through established procedures {including to the :
: State survey and certification agency). The Nurse Aide Abuse Repistry was checked
on: March 31, 2010 resulting in no listing of
' The facility must have evidence that all alleged | their names.
 violations are thoroughly investigated, and must : .
pre\Jent further potential abuse while the Flur{entiy there are no other students participat- -
:1 investigatior s in progress. Pingin '1}113 program nor any other program who
: : i are being trained or work at Sursmit Manor.
i The results of all investigations must be yeported
 to the administrator or his deblqnated .

LABOR? %’1 RECTOR'S OR PR V]DERJ’SUPPUER REP[&S ENTEWES SIGMNATURE TIFLE 6);;%
- { 2, p Qd_ﬁ/m._-—h C‘?‘Z&’ 1"'—‘?""‘9%}?‘- 0,2 ” &4 [)

Any deficiency sta%ement endlng with an asterisk {*) denotes a deficfency which the institufion may he excusad from ccrrectmg providing it is determined that
other safeuards provide sufficient protection to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
follewing the date of survey whether or not a plan of comaction is provided, For nursing homes, the above findings and plans of correclion are disciosable 14
days following the date these documents are made available 1o the facility. If deficiencigs are mted an approved plan of correction is requisite 1o continuad
program pariicipation.
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| representative and to other officials in accordance

! with State law (including fo the State survey and

i cerification agenecy) within 5 working days of the

%‘ Incident, and if the alleged violation s verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by: ; .
Based on interview and record raview, the facility
failed to ensure that all employees were scresned
; through the Kenfucky Nurse Aide Abuse Registry |
_as required. A review of five (5} recently hired
i employees ravealad the facllity failed {o check the
| Nurse Aide Abuse Registry for two {2) of the five
1 {5) records reviewed.

The findings include:

. A review of emplayee records revealad ftwo high ‘
{ school students were trained on Merch 25, 2010, |
! to be paid feeding assistants. Both employees' |
i records revealed criminal background and

. reference checks were completed; however,

: there was no evidence the Nurse Aide Abuse

1 Registry had been checked.

' An interview with the facility's program
“coordinator at 3:15 p.m. on March 31, 2010, ;
s reveaied the facillty conducted reference and :
. criminal background chacks buk did not conduzt
- Nurse Aide Abuse Registry checks. The
" coordinator stated ha/she was unaware that
Nurse Alde Abuse Registry checks were required
since the employees were co-op students from
- the local school.
F 276 483.20(c) QUARTERLY ASSESSMENT AT
ss=D | LEAST EVERY 3 MONTHS

Effective immediately, any students being
trained and working through the High School

i co-op program or other programs will be

" treated as a regular employee and will be seni
to the Fuman Resources Coordinator to com-
plete the reference check, criminal background
check and the Nurse Aide Abuse Registry,
prior to atlowing them fo begin training,

The Human Resources Coordinator and the

Supervisar of the Department in which a stu-
dent is being teained will complete a check off
Hst together prior to allowing a student to begin
training to ensure that the Nurse Aide Abuse |
Registry has been contacted along with the |
Criminal Background check and relerences,

04721410

276!

|
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i A facility must assess a resident using the
guartarly review insttument specified by the State
and approved by CMS not less frequently than
once every 3 months. |

This REQUIREMENT s not met as aevidenced
by:

Based on observation, interview, and record
review, the facility failed to assess and acton the
resuits of the assessment for one {1} of twenly
{20} sampled rasidents. The facilily fatled to
investigate causative factors and factors that

i needed to be considered related fo an assessed
- decline in continence for resident #6 following two :
; (2) quarterly assessments. ’

| The findings inolude:
£

E
; ! Ohservations of resident #6 an March 30, 2010,
_?- at 8:55 a.m., revealed the resident to be in the
dining room feading him/hearself breakfast
followmg tray setup by staff. Resident #8 was
i awake, ajart, and enjoying breakfast,
A review of the medical record for resident #6
; revealed the resident was admifted to the facility
on June 18, 2009, with diagnoses that included |
Alrtal Fibriﬁation, Congestive Heart Failure, i
| Constipation, Damentia, Depression, -’
i Gastroesophageal Reflux Disease, Hypertension, |
' Hypothyroidism, Dysphagia, Gersbrovascular
i Accident, and Gowt. A comprehensive Minimum
' Data Set {MDS) admission assessment
completed by the factity on June 20, 2008,
: ravealed resident #6 was assessad to be
continent of bladder. A quarierly MDS
assessment compieted on September 23, 2009,

i

A quarterly MDS was completed on resident
#6 on 3/23/10. CareTracker Bladder Detail
Report was ryn and a new Bladder Agsessment
was completed on resident #6 on 4/3/10 which
is consistent with the most recent MDS infor-
mation for continence statug of this resident.
addition, a 3-Day Elimination Diary was com-
pleted 3/31-4/2. Based on information ob-
tained from the diary and assessment, the resi-
dent has now been placed on an individualized
toileting sehedule to address hisfher decline in
continence,

Resicdent will be rcassessed at least quarterly
with an OBRA assessment. LPN it charge of
the Bowel & Biadder program will review/
reassess at least guatterly or with notification
of improvement/decline in continence status
according to facility peliey, using facility Blad-.
der Assesssment and/or Bladder Management
Phan Review, Along with assessment informa-
tion, dosumentation from CareTracker Bladder;
Detait report will be used to monitor inprove- :
ment/decline. 1f decline is noted, & now 3-Day
Elimination Diary wilt be completed and
causative factors reviewed. i

LN in charge of the Bowel & Bladder pro- |
gram will use Quality Indicator report to re- !
L view other residents listed as occasionatly or
frequently incontinent without a loileting pro- :
gram. Any resident who does not have a 3-Day
" Elimination Diary which is current, according
to facility policy, wiil have cne completed by
4/20/2010 and an individualized toileting pro-
gram developed il appropriate to restore or
mgintain as much normal function as possible. .
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type of toileting program initiated.

An interview with the MDS Coordinator conducted |
on March 30, 2010, at 12:00 p.m., revealed the |
MDS staff utilized the “care tracker" completed by
 the direct care staff to determine a resident's !
- continence status. A second interview with the !
' MDS staff cenducted on March 31, 2010, at 9:30 ¢
“a.m., revealed bowel/bladder assessments were
! also completed by a Licensed Practical Nurse :
{ (LPN) quarterly following the MDS assessment.

‘ An interview with the LPN conducted on March -
i 30, 2010, at 12:20 p.m., revealsd the LPN did not !

This information will be reviewed by the Quai-
ity Assurance Committee for compliance
moithly.

(X431 SUMMARY STATEMENT OF DEFICIENGIES 10 : PROVIDER'S PLAN OF CORRECTION (A5}
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L .
F 276 ! Continued From page 3 F 276|
assessed lesident #5 o have experienced a I The LPN wiil begin using the CarelTracker
decline in continence. The quarterly assessment ! Bladder Detail report to assist In completing al
revealed the rasident was occasionally i Bladder Assessments and Biadder Reviews.
incontinent of bladder and incontinent of bowel © The MDS staff will review the Bladder Assessd
less than weekly. The foliowing quarterly MDS ment and CareTracker Bladder Detail report
assessment completed on December 23, 2009, ! prict to compleling the MDS and reportany !
revealed fhe resident had further declined in : ' inconsistencies to the LPN in charge of the |

| confinence to being frequsnily incontinent of : . Bowel and Bladder program,

! btadder and occasionatly incontinent of bowsl. Ani ; i
additional bowelbladder assessment complefed : On4/12/10 our corporate consuitant inscrviced
by the LPN on December 22, 2009, revealed the . the MDS Coordinator and LPN in charge of
resident was assessed to have both functional ¢ Dowel and Bladder Program reparding facility ;
and urge incontinence; however, there was no E policy and procedure for assessment and re-
Indication these problems were addressed. i view using Bowel and Bladder Assessment, .

-! Bladder Management Plan Review and 3-Day

: According to the facility's policy regarding : i Elimination Diary. :

" continence/incontinence, all residents will have a | ) _

: powelfbladder assessment upon admission, ' The Corporate Consultant witl do random au- -
annually, and with a significant change in | dits of Bladder Assessments as wel as corre-
continence. Any resident assessed as having ¢ sponding Blimination Diaries and MDS’s
incontinence of bladder and/or bowel Is evaluated monthly over the next three months to ensure
for appropriate 391";"@?93 to rest_ore or maintain as assessments are being completed accurately
much normal function as possible. There was no | and cavsative factors are being reviewsd for

ewdenpe res!dent#ﬁ was fur.ther assessed incontinent residents.

i regarding the decline in continence nor was any 04/21/10
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uiifize the cars tracker in completing rasident #6's
bowelibladder assessment. The LPN siated that
hefshe usually just asked the diract care staff on
the day shift when he/she saw them. The LPN
further stated he/she had not recelved fraining
i regarding bowel/bladder assassments. The LPN
i also stated hefshe did not consult with the MDS
; staff regarding the assessments and did not
| participate i care planning conferences.
F 270 483.20(d), 483.20(k)(1) DEVELOP F 279t A care plan has now been developed to address

ss=D-§ COMPREHENSIVE CARE PLANS

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

- The facitity must develop a comprehensive care
. plan for each resident that includes measurable
objectives and fimsatables to meet.a resident's
medical, hursing, and menial and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to ba furnishied 1o attain or maintain the resident's
highest practicabla physical, mental, and
psychosocial well-helng as requirad under
§483.25; and any sarvices that would otherwise

i be required under §483.25 but are not provided

' due to the resident's exercise of rights under
£ £483.10, including the right to refuse treatment
under §483.10(b}4).

. This REQUIREMENT is not met as evidenced
by:

" Based.on observation, interview, and record
_review, the facllity falled to develop a :
- comprehensive care plan based on findings from |

i
H
i
4
+
3

the toileting nceds of resident #6 related to her
decline in continence. The care plan will be
reviewed by MDS staff and LPN in charge of
Bowel and Bladder program at least quarterly
and updated as needed based on assessment
information-as well as reported improvement/
decline indicaled by staff and CareTracker
documentation.

LPN in charge of the Bowel & Bladder pro-
gram will use Quality Indicator repott fo re-
view other residents listed as occasionally or
freguently incontinent without a toileting pro- |
sram. Any resident who does not have a 3~ Day
Elimination Diary which is current, according
to tacitity policy, will have one completed by
4/20/2010 and an individualized toileting pro- |
grant developed if appropriate to restore or
maintain as much normai function as possible, |
A care plan will be devetoped/updated to in- :
chde interventions to address causative factors%
derived from further assessment. Care plans |
will be reviewed at least quarteriy by MDS

staff as well ag LPN in charge of the Bowel md
Bladder propram to ensure residents’ necds cm,‘
being addressed related to continence status. |

i
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i

the assessment for one {1} of twenty (20)

i sarmpled residents. Resident #6 experienced a

I decline In continence; however, no care plan was
i developad to address the resident's toileting

» needs or fo restore bladder functioning.

. The findings include:

. Observations of resident #8 on March 30, 2010,
" at 8:55 a.m, revealed the resident to be in the

i dining room feeding himfherself breakfast

: following tray setup by staff. Resident #6 was
awake, alert, and communicating with staff.

| A yeview of the medical record for regident #6
- revealad the resident was admitted to the facility
- on June 18, 2009, with diagnoses that included
: Atrial Fibrillation, Congestive Heart Failure,
Gonstipation, Dementfa, Depression,
Gastroesophageal Reflux Disease, Hypertenslon
Hypathyroidism, Dysphagia, Cersbrovascutar ;
Accldent, and Gout, ,
{ A comprehensive Minimum Data Sst (MDS) i
admission assessment compietad by the facility |
on June 30, 2008, revealed resident #6 was
assessed to be continent of bladder and bowel. A
quarterly MDS assessmeni completed on
September 23, 2008, assessed resident #6 to be .
oceasionally incontinent of bladder and :
incontinent of bowel less than weekly. A guarterly-
" MDS assessment completed on Dacember 23,
+ 2009, revealed the resident had declined in

i continence to being frequently incontinent of

- bladder and occasionally incontinent of bowel. An
i addifional bowelbladder assessment completed

" by the LPN on December 22, 2008, revealed the
residernt was assessed to have both functional
and urge incontinence; however, there was no

The Corporate Consultant wiil do random au-
dits of Bladder Assessinents as well as corre-
sponding Elimination Diaries, MDS’s and care
plans monthly over the next three months {o
ensure assessments are being completed accu-
rately, causative factors are being reviewed fot
incontinent residents and care plans being de-
veloped/updated appropriately. !

F278

The Cerporate Consullant will be submit a
report to the Quality Assurance Committee 04/21/10
monthly for review.

i

i
: :
: :
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F 279! Continued From page 8
! indication these prablems were addressed.

t According to the facllity's policy regarding

: continencefincontinence, ail residenis will have a
i bowel/bladder assessment upon admission,
annually, and with a significant change in
continence. Any resident assessed as having

- for appropriate services o restore or maintain as

evidence resident #6 was further assessed

regarding the ¢ecline in conlinence nor was a

care plan developed to address resident #6's
incontinence.

An interview with the MDS staff conducted on
"March 31, 2010, at 3:30 a.m., revealed the MDS
. sigff and the Licensed Practical Nurse (LPN3,

i who was responsible for bowelfbladder

‘vare plan was developed.
: An interview with the LPN conductad an March

; recall why he/she had not recommended a
! loileting plan when the quarterly bladder/bowel
| assessment was completed.
F 281 : 483.20{k}3)(i) SERVICES PROVIDLED MEET
s5=0p PROFESSIONAL STANDARDS

- The services provided or arranged by the facility
- must meet professional standards of quatity,

This REQUIREMENT is not met as evidenced
by

- Based on observation, interview, and record

i review, the facifily failed to follow the physician's

incontinence of bladder andfor bowel is evaluated :

H

- much normal function as possible. There was no |

i
|
i
i
'!
1
i
i
i

| assessments, should have developed a care plan
! to address the decline in continence; however, no

30,2016, at 12:20 p.m., revealed the LPN did riot

F 279

H
i
i

F 28]

Current physician orders for resident #6 indi- *
cate “MNo Thin Liguids®, “Pureed Diet with ¢
Nectar Thick Liguids™. The facility continues:
to maintain a folder in the dining room to com-|
municate special dining nieeds for resident #0 |
as well as other residents with special dining
needs. In addition, the facility maintains an !
SRNA Care Phan on each individual resident tof
communicate individual needs. The Director |
of Nursing in serviced SRNA #1 on
03/3072010 regarding the folder in the dining
room to coinmunicate special dining needs for
resident #6 as weil as other residents and re-
minded of the importance of referring to the
communication folder prior to meals.
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orders for ane (1) of tweniy (20) sampled

*ng thin liquids"; however on March 30, 2010,
staff was observed to serve regular water to

residsnt #6.

The findings include:

A review of the medical record for resident #5
revealed the resident was admitted to the facility
o June 18, 2009, with diagneses that included
Atrial Fibrifation, Congestive Heart Failure,

: Constipation, Dementia, Depression,

residents, Resident #6 had physicfan's orders for |

| Gastroesophageal Reflux Disease, Hypartension, ;

: Hypothyroidism, Dysphagia, Cerebrovascular
. Accident, and Goul. A review of the physician's

* orders dated October 2009 revealed a physician's

order far “No Thin Liquids” for resident #6.

Observaticn in the dining room on March 30,
- 20106, at 1:15 p.m., EDST, revealed resident #6
s was served regular water by facility staff.

An interview with State Registered Mursing
v Assistant (SRMNA) #1 and SRNA#2 at 1:22 p.m.

a folder in the dining room to communicate
special dinlng nesds for residents, A reviaw of
the foider revealed resident #6 was lo recelve
thickened liquids. SRNA #1 stated even though

; therapist had told staff resident #6 could have
s reguiar water-prior to the meal if the resident
" requested it.

An interview with the Speech/Language
Pathologist (SLP) conducted on March 30, 2010,
at 5:00 p.1m., réevealed resident #6 had been

permitted fo have thin liguids in the past, but that

on March 30, 2010, revealed the facility maintains ;

the folder indicated thickened liquids, the speech

i

r

The Administrator and Director of Nursing in-
serviced all other SRNA’s caring for resident
#6 and other residents with special dining
needs were inserviced on 03/30-03/31/10 re-
garding checking the Resident’s SRNA care
plan and the folder in the dining room prior fo
meals to ensure that all residents who have
physician orders for thickened liquids are not
served thin liquids, H

Licensed Nurses were inserviced 4/21/10 re-
garding communication of physician orders to |
SRNA’s both verbally and thru the SRNA E
worksheet and dining room folder in regards to §
special dining needs including orders for thick-
ened liquids, !
i
All residents receiving thickened liquids were

observed by Administrator and DON during |}
meal service on 4/3/2010 to ensure that they

were receiving only thickened liquids accord-
ing to physician orders. On 04/03/2010 and

again on 04/21/2010 the Licensed nurses were
instructed to spot check residents during meal
seryice on an ongoing basis {o ensure that they |
are receiving the proper consistency of liquids |
according to physician orders.

A team of Administrative staff has been as-
signied to monitor meal service randomly and
to ensure that those residents who are o re-
ceive only thickened liquids according to phy- .
sician orders ave in Thct receiving the appropri- ;
ate consistency and report back io Quality As-
surance Comumittee immediately ol any arcas
ol voncerh.

o SUMMARY STATEMENT OF NEFICIENCIES i oD i PROVIDER'S PLAN OF CORRECTION 1x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL b OPREFIX | {EACH CORRECTIVE ACTION SHOLLD BE COMFLETION
TAG 1 RESULATORY GR LSG IDENTIFYING INFORMATION) ETAG CROSS-REFERENCED TG-THE APPROPRIATE DATE
DEFICIENCY)
. :
F 281 | Gontinued From page 7 : F 281},

04/21/10
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F 281 | Continued From page 8

in October 2009 the order was changed to
thickened iiquids only. The SLP further stated the
| recommendation was written in a communication f
{ book to Nursing, who was responsible for makmq
diract care staff aware of changes. :

An inferview with the Minimum Data Set (MDS) }
Coordinator conducted at 5:00 p.im. on March 30, !
2010, revealed that nurses were not required to 5
monitor the direct care staff during meals. The j

f

coordinator further stated the direct care staff had
i care plans and a folder in the dining room to
ensure they were aware of special needs.

f An interview with the first floor Registered Nurse
{ {RN} conducted on March 30, 2010, at 1:20 p.m., ;
1 revealed no licensed sfaff was responsible to !
: monitor the dining room to ensure physician's
; orders were followed.

F 315! 483.25(d) NO CATHETER, PREVENT UTI,

$3=D+ RESTORE BLADDER

i

: Based on the resident's comprehensive

i aszessment, the faciiity must ensure thata

 resident who enters the facility without an

i indwelling catheter is not catheterized unless the

| resident's clinical condilion demonstrates that

i catheterization was necessary, and a resident ,

:who is incontinent of bladder recelves appropriate |
treatment and services to prevent urinary tract

- infections and to restore as much pormal bladder -

function as possibls. :

{ This REQUIREMENT s not rhet as evidenced

: by,

" Basad on cbservation, interview, and record

“review, the facility failed to provide appropriate
treatmeant to restore as rmuch bladder function_ as

F 315]

A guarterly MDS was completed on resident
#6 on 3/23/10. CareTracker Bladder Detail
Report was run and anew Bladder Assessment
was completed on resideat #6 on 4/3/10 which
is consistent with the most recent MDS infor-
mation for continetice status of this resident, In
addition, a 3-Day Eliminalion Diary was com- i
pleted 3/31-4/2, Based on information ob- |
tained from the diary and assessment, the resi- ©
dent has now been placed on an individualized |
toifeting schedule to address her decline in :
continence and restore as much bladder fime- |
tion: as possible. :
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possible for one (1} of twenty (20} sampled
residents. Resident #5 was assessed o have
experienced z decline in continence, There was

and/or a toileting program was initiated for
resident #6 to restore as much bladder funciion
as possibie.

The findings include:

Observations of resident #6 on March 30, 2010,
at 855 a.m., revediet the resident to be in the
dining room feading him/herself breakfast
following fray setup by staff. Resident #6 was
awake, alert, and communicating with staff.

: A review of the medical record for residsnt #6
“revealed the resident was admitted to the facility
:on June 18, 2008, with diagnoses that includad

| Atrial Fibrillation, Congestive Heart Failure,

| Constipation, Dementia, Deprassion,

Hypothyreidism, Dysphagia, Cerabrovascular
Accident, and Gout, A comprehensive Minimum
i Data Set (MDS3) admission assessmant

| completed by the facility on June 30, 2009,

| revealed resident #6 was assessed o he

1 assessmeni compleied on Septemnber 23, 2009,

- assessad resident #6 to be occasionally

{ inconlinent of bladder and incontinent of bowel
loss than weekly. A quarterly MDS assessment

1 compieted on December 23, 2009, revealed the

: resident had declined in continence te being

i fraquently incontinent of bladder and occaslonally

- fincontinent of bowel, An additional bowel/bladder

; assessment completed by a fLicensed Practical

no evidence that interventions were implernented '

Gastroesophageal Raflux Disease, Hypertension,

i

continant of bladder and bowel. A quarterly MDS

: Nurse (LPN) on December 22, 2009, reveated the

resident was assessed to have both functional

F 315
’ Resident 6 will be reassessed af least quar-

terly with an OIBRA assessment. LPNin

charge of the Bowel & Bladder program will |

cation of improvement/decline in continence |
status according to facitity policy, using facikity!
Bladder Assesssment and/or Bladder Manage- |
ment Plan Review, Along with assessment |
i information, documentation from CareTracker |
i Bladder Detail report will be used to monitor |
mmprovement/decline. If decline is noted, a
new 3-Day Elimination Diary will be com-
pleted and causative factors reviewed and toi-
leting schedule adiusted as appropriate to meet |
her individual needs ir an attemnpt fo restore as’
much bladder function as possible. b

T

LPN in charge of the Bowel & Bladder pro-

gram will use Quakity Indicator report o re-

view other residents fisted as oceasionally or
;  frequently incontinent without a toileting pro- :
i gram. Any resident who does not have a 3-Day
Elimination Diary which is current, according .
to facility policy, will have one completed by
04/20/2010 and an Individualized toileting |
:  program developed if appropriate to restere or |
maintain as much normal function as possible, |

e LPN will begin using the CereTracker
adder [etail report to assist in completing atl

1

ladder Asscssments and Bladder Reviews. |
The MDS stalf will review the Bladder Assess-
ment and CareTracker Bladder Detail report
prior to completing the MDS and repot any
inconsistencies to the LPN in charge of the
Bowel and Bladder program in order to assist
in identifying residents who might benefit from
toileting schedule or other interventions to

© restore bladder fonction.

T
B
B

o4 1D SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN OF CORRECTION
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F 3151 Continued From page 9

review/reassess al least quasterly or with notifid

FORM CM3-2667{02-39) Previous Versions Chsolete

Evant 10: QWL

Faclity 1D: 100003

if conlinuation shest Page 10 of 14




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/14/2010

) FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QOF DEFICIENCIES xh PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTICN {X3) DATE SURVEY
AND PLAN CF CQRRECTION {DENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WiND
185052 03/31/2010

NAME OF PROVIDER OR SUPPLIER

SUMMIT MANOR HEALTH AND REHABILITATION GENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
400 BOMAR HEIGHTS

COLUMBIA, KY 42728

§58= D | SPREAD, LINENS

The facility must establish and maintain an
- Infection Control Program designed to provide a
; safe, sanitary and cornfortable environment and

i

1

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORREGTION (%8}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL ¢ PREFIX | {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG |  CROSS-REFERENGCED TO THE APPROPRIATE DATE
' DEFICIENCY)
F 315 | Continued From page 10 F 315; On 4/12/10 our corporate consultant inserviced
1 and urge incontinence; however, there was no ! the MDS Coordinator and LI'N in charge of
evidence these problams were addressed orany | i Bowel and Bladder Program regarding facility
toiteting program was developed for resident #6: policy and procedure for assessment and re-
view using Bowel] amd Bladder Assessment,
According fo the facility's palicy regarding Bladder Management Plan Review and 3-Day
continencefincontinence, all residents will have a Elimination Diary. _
bowelibladder assessment upon admisston,
annually, and with a significant change in i . .
continence. Apy resident assessed as having The Corporate Consultant will do random at-
incontinence of bladder and/ar bowel is evaluated dits of Bladder Assessments as well as corre- |
for appropriate services to restore or maintain as gponding Blimination Diaries and MDS’s .
much normal function as possible. There was no monthly over the next three months to ensure
avidence resident #6 was further assessed : assessments are being completed 1ccumtc!y
regarding the dactine in continence nor was a causative factors ave being reviewed and in-
care plan initiated to address resident #6°s continent residents are placed on mdmdu'ﬂ]zcd
incontinehce and attempt to restore as much toileting schedules as appropriate. :
‘w[ bladder function as possible. : The Corporate Consuttant will provide a report -
" An inteiview conducted with the LEN on March : ofcomPleted audit to the Quality Assurance 04/21/10
30, 2610, at 12:20 p.m., revealed the LPN talked | Commiiee. ;
‘ with direct care staff to determine resident #6's ‘
| continence status. The LPN stated the resident | .
| was aware of the urge to urinate, but was unable | [
| to get o the toilet quickly enough. The LPN i !
: further stated he/she could not recall why hefshe ;
-1 did not furiher assess resident#6 and initiatea |
- toiteting plan. I
- An interview conducied wilh the MDS staif on :
i March 31, 2010, at 8:30 a.m., revealed the ;
: resident should have had a care plan developed
. to address resident #6's decling In continence; i
r however, that was not done,
F 4414 ' 483. 65 INFECTION CONTROL, PRFVFN] F 441  Sumimnit Manor has established and maintained

an Infection Control Program designed {o pro-
vide a safe, sanitary and comfortable environ-

ment that will help to-prevent the development
and transmission of disease and infection.
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Based on cbservation, interview, and record
: raview, the facility falled to maintain an Infection
: Control Program fc provide a safe, sanitary, and

'
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D4y D SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDER'S PLAN OF CORREGTION P
PREFX {EAGH DEFICIENGY MUST 8F PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY QR LSC IDENTIFYING {NFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
. - i The Medicalion Alde observed to obtain ice
F 441 | Continued From page 11 F 441" from the cooler for a resident’s use and placed
to help prevent the development and {ransmission " the scoop back info the ice was conferenced on
of disease and infection. 03/30/10 by the Administsator, regarding our
. policy to place the jce scoop in the designated
{a} Infection Conirol Program :  helder on side of the cart to prevent the {rans-
The facility must establish an Infection Control ;  mission of infection,
Program under which it - :
: {1} Invastigates, contrels, and prevents infestions © Per the request of the surveyor, the house
7 in the facility; : keeper dumped the ice in the cooler, cleaned
: (2) Decidss what procedures, such as isofation, the jce conker and the seoop, piaced the scoop
i shouid be appliad to an individual resident; and | in the designated holder and returned o pass-
(3) Maintains a record of incidents and corrective ing fce on 03/36/10.
actions related to infections. : .
i The Fluids at Bedside Policy was reviewed and.
(b Preventing Spread of Infeciion * revised to include w‘hen pnssipg ice the ice
{1} When the Infection Control Program - §eoop must be }Fept ar{tlze designated ho.idc'r
| determines that a resident needs isolation to ~ and not placed in the ice o prevent transmis-
| prevent the spread of Infection, the facility must . ston of infection on 04/01/10. i
‘isalate the resident, : ’ . . L , ‘f
(2) The facility must prohibit employees with a The Admnustrgtor 111—5Frv1ced the mt‘rsmg fstaftj
communicable dicease or infectad skin lesions - and housckeeping staff on 03/31/10 1?gard.' ng
from direct contact with residents or their food, if - proper procedura wher passing ice o Obtam,m%
direct contact will transmit the disease. ke t;";;“. thf 9901012 o T’“I‘St'?t,’ ﬂ;ﬁl tge G
(3) The faciliy must require staff o wash their | bolr o prevent the ranemission ofinfecton. |
hands after each direci resident contact for which | preven ’ "
? hand chl‘shlng IS ”?dicmEd by acceptad l During the nurses meeting on 04721710, the ‘t
! professional practice. Administrator instructed the nurses were in-
) i structed o abserve the ice pass fo ensare that
: {c} Linens : i the ice scoop is in it’s designated holder and
- Personnel must handle, store, process and : not placed in the ice to prevent the transtnission:
: @r?nstport fingns so as to prevent the spread of of infection.
infection. ' H
' The Quality Assurance Committee met on
04/21/2010 and assigned the Housekeeping
Supervisor, the DON and Administrator to .
This REQUIREMENT is not met as evidenced conduct weekhy random checks to enswe that
by the stail is following procedures to kecp the fce- 0421710

scoop in it's designated holder and not {eft in
the ice and report any areas of concern back to ;
the Quatity Assurance Comimiltee. ;

i
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F 441 Continued From page 12 _ F 441
comfortable environment to help prevent the
! development and fransmission of disease and :
- infection. Facility staff failed fo pass ice under  : E
i sanitary conditions on March 30, 2010.
1 : .
| The findings include; ; i
: Obgervation of a first floor East hall ice pass : |
| conducted on March 30, 2010, at 4:10 p.m., ‘ |
 revealed an ice seoop was observed stored inan l
i ice cooler with the handle in contact with the ice. :
" A Medication Technician was chserved to obtain |
: Ice fram a cooler for resident use and place the |
- scoop back inie the ice with the handls in contact {

i with the fce. Further observation reveated that a
: housekeeper attempted to pass lce to residents

after the ice was in contact with the scoop handle
- until interrupted by the surveyor.

-March 30, 2010, at 4:10 p.m., revealed that the

- ice scoop was to be stored in the scoop holder

' and the scoop handle was not supposed to be in
: contact with the ice.

- A review of the Fluids at Beside Policy and
: Procedure dated February 16, 2000, did not
i address storage of the ice scoop when passing
“ice o residents.
F 465 483.70(h}

. E ENVIRON
" The facility must provide a safe, functional,

sanitary, and comfortable environment for
: residents, staff and the public.

This REQUIREMENT is not met as avidenced

An interview conducted with tha housekeeper on

s8=p " SAFE/FUNCTIONAL/SANITARY/COMFORTABL

i Summit Manor will provide a safe functional
i sanitary and comfortable environment for resi-
: dents, staff and the public.

i
F465 |
|
i

Somimit Manor is currently in the process of

conmpleting a new addition to the therapy de- |
. partment and we have contracted to do a major|
i renovation of the facility including replacement
| afall windows, re-constructing the nurses sta- |
I tions, replacement of the ceiling tiles, hand- |
| rails, removal of wallpaper and painting all
i residenl rooms, hallways and the exterior

bultding to be comnpleted by July 2010,

- F 455 The maintenance department will remove re-
: maining walipaper and paint scared and

chipped areas on the Bast and West halls priar -
to 05/01/20140. ;
The maintenance departenent repaired and ¢
painted the head of the resident’s bed in room
#214 and the bathraom in resident rcom #1116
on 04/15/10,
H i
: {
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F 465 Gontinued From page 13° F 465, A new positioned pad for Resident #12 was

by: ordered and replaced on 04/06/10.

Based on observation and interview, the facility
failed to provide a safe, functional, sanitary, and
comfortabls environment for residents, staff, and

The shower chair seatbell in resident’s room
#116 was soaked in bleach water, taundered
and replaced on 03/31/10, The nursing assis-

the public. tant who used the shower chair in room #1106

[ n : was conferenced by the Administrator for not
{ The findings include: : sending the seat belt to be laundered.
: Observation of the facility during the The Administrator reminded the SRNA’s and
: environmentat tour on March 31, 2010, at 10:00 Housskeeping Department on 04/01/10 to ob-
i a.m., revealed the following 'tems were in need Of serve all positioning devices, shower chairs,

! repair: cquipment, resident’s rooms and hatlways for

l
i - Paint was scarred and chipped on the first floor

cleanliness and repairs or repfacement daily
and to report any needs immediately fo the

 East hall. 130N’s sceretary for replaceiment, to the Main-
5 - Paini was discolored and the wa[lpaper horder © tenance Department for repair or to the laundry
- was missing on the first floor West hall. - " to be cleaned.
§ - Room 214 had scarred and chipped paint at the | ; '
: head of the resident's bed. " The Housekeeping Supervisor, Maintenance |
i - Drywall was chipped and dlscolorEd in the bath * _ Director, Director of Nursing and Administra- ;
i in resident room 116. - tor will alternate making rounds snd weekly to
- A positioher pad for resident #12 was torn. i  observe needed repaiis, cleaning of equipment
f - A shower chair seatbelt was observed soiled in | and or replacement of items wtilized by the
the bathy in resident room 116, " Residents.
- An interview conductad with the Maintenance ; © The Quality Assyrance Committee met on
: Supervisor on March 31, 2010, at 10:00 a.m., . 04421710 to review deliciencies cited, made
: revealad maintenance logs were maintained at | .. recommendations to include new monitoring
- the nurses' stations to identify items inneed of | ; formto be completed monthly, “Are You
] ' Ready For Company”, which inciudes a check

i repair; the Maintenance Director was not aware of !
_the itemns in need of repalr. ;

list consisting of an evaluation of the building i
for appearance, cleanliness, need lor repairs,
observation of Residents comfort and digpity,

This form will be completed by assigned staff :

members andfor family members and sabmit-

ted to the Quahly Assurance Connmttee Co4/21/10
monihty for review. !

- An interview conducted with a Registerad Nurse
- {RN) on March 31, 2010, at 5:00 p.m., revealed
_nurse aides were required to clean the shower

: chair after each resident use. The RN was not

. aware why the chair had not been cleansd,
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K 000 | INITIAL COMMENTS ;Koo
|
A life safety code strvey was initiated and ;
concluded on March 30, 2010, for compliance :
with Title 42, Code of Federal Regulations, : _
483,70, The facility was found not to be in ;
compliance with NFPA 101 Life Safety Code, ’ g
2000 Edition. ]
|
Deficiencies were cited with the highest deficiency ‘
identified at an "E" level, oo
K 076} NFPA 101 LIFE SAFETY CODE STANDARD I O?6§
S8=E ' :
Medical gas storage and adminisiration areas are i Summit Manor will ensure that the Life Safety |
! protocted in accordance with NFPA 99, i Code is being enforced and that no combustiblé
Standards for Hegith Care Facilities. ! : items will be placed within five feet DfOK}gen
; : cylinders.
(a) Oxygen storage locations of greater than i ‘
. 3,000 cuLit. are enclosed by a one-hour . All combustible ilems were removed from the
: separation. . oxygen storage room in the downstairs stmdgjc
) : room on 03/30/10 :
: {b} Locations for supply systems of greater than Lo .
3,000 cu.it, are vented to the oulside. NFPA 99 | i The Administzator checked the second floor
43.4.12 12.324 ; :  oxygen room to ensure that no cembustible
ST I items were stored within five feet of oxygen
: ' ¢ cylinders on 03/30/10,
' The Administrator in-serviced the nursing staff)
: ‘ ' a and ihe therapy department immediately re-
D . . . : parding storage of combustibie items being
: ;2‘:;1?%?}?;53;;Qoatng?;tgiﬁg\f‘iﬂze; ci:j]]{ty stored within five feet of oxygen cylinders on
s : . ' /10, i
- falled to ensure that oxygen cylinders were stored 03730 :
accord!rjg to NFPA standards in two (2) areas of During the nurses mesting held on 04/21/10,
the facility. (he Administrator reviewed the deficiency eited
. - . . on 03/30/10 with regard e storing combustible’
: The findings include: ilems within five feet of oxygen cylinders.
i . X The staft were instructed to ensure that no sup-
- During the Life Safety Code tqur on March 30, plies were left-in combustible boxes.
; 2010, at 9:20 a.m., with the Diractor of
i Maintenance, 62 E size oxygen cylinder tanks - ‘
LA TORY HREGTOR'S O /’ROV[DERJSUPPE JER REPRESENTATIVE'S SIGNATURE TiTLE X6) DATE
Al s /(/{«f /@{rmt @ﬁt—t’fydjmff m) (!L AN LD },()

Any deficlency staterment endmg with an asterisk {*) denotes a deflciency which ihe instiutian may be excused from corracting providing itis deteamined that
other safeguards provide sufficient protection to the patiants. {See instructicns.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a pian of corraction is provided. For nursing homes, the above findings and plans of correction ars disclosable 14
days following the dale these documents are made available fo the faciiity. |f deficlencies are cited, an approved plan of corractlon Is requisiie to centinued

program participation.
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STATEMENT OF DEFICIENCIES [X1) PROVIDER/SUPPLIER/CLIA {42} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN CF CORRECTION iDENTIFIGATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING 01
B. WING
185052 ' 03/30/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
400 BOMAR HEIGHTS
u T O EALT T. T
SUMMIT MANOR HEALTH AND REHABILITATION CENTER COLUMBIA, KY 42728
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES i i0 ’ PROVIDER'S PLAN OF CORRECTION Ve
PREFIX . {EACH DEFICIENCY MUST BE PRECEDED BY FULL © PREFIX {EACH GORRECTIVE ACT/ON SHOULD BE i COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCER TO THE APPROFPRIATE DATE
; ; DEFICIENCY)
K 076 | Continued From page 1 © K078, _ |
wera noted 1o be sfored in a small closet in the | - The eleven to seven shift Nursing Supervisors
first floor corridor area. Additonally, 24 E size . have been assigned 1o check the oxygen stor- °
oxygen cylinder tanks were noted {o be siored in i age room nightly to ensure that no combustible:
a closet in the downstairs comidor. These tanks - ltems are stored within {Tve feet of oxygen
were within five feet of combustible storage. | cylinders and sign and date corresponding
Oxygen cylinders must be kept five feet from | tracking form.
combustibles. An interview revealed the Director | :
of Maintenanca was not aware of this i The Administrator instructed the oxygen sup-
requirement, : : i plier on 04/1710 not te leave any combustible
; 1 items in the storage room.
Reference: NFPA 99 {1999 Edition). :
. § i The Quality Assurance nurse will check the
8-3.1.11.2 . ! : oxygen slorage roems weekly 1o ensure that
: ¢ the oxygen eylinders are not within five feet of; 0421710

Storags for nonflammable gases greater than 8.5 ;
m3 {300 £3) bul less than 85 m3 (3000 ft3) :
{A) Stcrage lacations shall be outdoors in an
enclosure or within an enclosad interior space of
' noncembustible or fimited-combustible
canstruction, with doors (or gates outdeors) that |
can be secured against unauthorized entry. i
(B) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be siored with any flarnmable gas,
fiquid, or vapor. _

{C) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibles or
materials by one of the following:

{1) A minimum distance of 5.1 m {20 f{)

(2} A minimum distance of 1.5 m (5 i) if the
entirs sforage location is protected by an
automnatic sprinkler system designed in
accordance with NFPA 13, Standard for the

! Instaliation of Sprinkler Systeins

combustible items and report monthly to the
Quality Assurance Commilice.
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