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{ A Recertification Survey and an Abbreviated
; Survey investigating KY00022236 was Initiated on
1 09/23/14 and cancluded on 09/25/14. i .
i Deficiancies were cited with the highest Scope ]
, and Severity of a "D". KY00022236 was 1 )
' unsubstantiated with a related deficiency. i

F 157 | 483.10{b){11) NOTIFY OF CHANGES

It is the intent of this facility to

ss=  (INJURY/DECLINE/ROOM, ETC) L FIST  comply with the standard 1 ?
i Afacility must immaediately inform the resident;  immediately inform the resident; L
, consult with the resident's physician; and if i . consult with the resident’s physician: ;
t known, notify the resident's legal representative : - and if known, notify the resident’s i
| Or an interested fa‘“hﬁy me;mber wm" ﬂ“"”? fean | legal representative or an interested
accident involving the resident which results in -~ | . family member when there is an !

linjury and has the potential for requiring physician
I ntervention; & significant change In the resident's | i
~ physical, mental, or paychosocial status (L.e., a [
| deterioration in health, mental, or psychosocial
 status In either life threatening conditions or significant change in the resident's
 clinical complications); a need to alter freatment i . ] ,
 significantly (Le ., 2 need to discontinue an , phy su::ai, mental, or psychosocial !
existing form of treatment due to adverss | Status; a need to alter treatment |
- CONSEQUEnces, of to commenas o naw fanm of significantly; & decision to transfer or :
, freatment); or a decision to transfer or discharge - discharge the resident from the
; tha resident from the faclity as specified in facility; or when there is a significant |
' §483.12(a). ? change or need to alter treatment. ;
{ : !
" The facility must alse promptly notify the resident |
| and, if known, the resident's legal representative |
; or interasted family member when there is a

accident involying the resident which
, tesults in injury and has the potential
 for requiring physician intervention; a

On 6-26-14, 6-29-14, and 8-19-14, tho |
i hurse followed Physician orders to =~ |

' change in room or roommate assignment as ! , stabilize the resident’s blood sugar, In |
j Spegiﬁetd jnht§4$3é!15(§)(d2); Okr a g;:?gie in | , the event the FSBS falls below :
. resident rights under Federal or State law or f : seventy (70), the Physici
X bi(1) of : » the Physician or
.! {ﬁgu;mgas speciied in paragraph (6)(1) l | Advanced Practice Registered Nurse
! ‘ ; | (APRN) will be notified. In the event |
| The facility must record and periodically update | | the resident’s Physician/APRN is not
TILE 508 DATE

LABORATORY QIRECTOR'S AR FROVIERSUPPLIER REPRESENTATVES SERATORE "
W e Bk it SO o™ -2 -1y
y b axousad from comecting proviging i is determined that

Ay deficlbncy statement ending with an astarlsk (7] denotes & deTciancy which the bulteter e
other sateguards provide sulficient protaction (@ the patients. {8se Inatructions.) Excap! for nursing homes, Hie findings stated above are digclozable 80 days
i h of correction is provided, For nursing homes, the shove findlngs and pizns of correstion sre disclosabls 14

fullowing the date of survey whether or not a pla ;
days following the date these documenis are made avalisbis 1o the facility. If deficienciss ars ched, an approved plan of correction Is requisite to continuad

HrOgrar: patticipation.
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F 15?_! Continued From page 1

! the address and phone number of the resident's
| 1agal representative or Interestad family memher.

i

i This REQUIREMENT is not met as evidencad
by i
| Based on interview, record review and of facility |
_ policy, it was determined the facility failed to i
| ensure the Physician was notified when thers was ;
: & significant change or need to alter treatment for
“one (1) of twenty-four (24) sampled residents i
| {Resident #12). |

;
f

| Resident #12's Fingerstick Blood Sugar (FSBS) |
| on 06/26/14 at 7:30 AM was noted 1o be forty-five |
' (45) and on 0B/09/14 at B:00 AM, the residents |
| FEBS was documented ag thirty-three (33) and |
, 1he resident was symptomatic with diaphoresis
l'and confusion on both occasions, Howaever,

j there was no documented svidence the Physician |
' or Advanced Practice Registerad Nurse (APRN)
| was notifled although the resident had Physician's |
- Orders to notify the Physician if the resident's
i blood sugar was less than saventy (70).

i

| The findings include: :

' Review of the facility's policy tited, “Care Path: |
| Mentsl Status Change", dated 2070, revealed if a 5

resident was having an acute mental status i
| change with new or increasead confusion, a FSBS :
 was o be obtained for diabetics. Further review ;
E revealed if the resident's FSBS giucose was less ;
j than sevanty (70) or greater than four hundred i
: (400), the nurse was to notify the f
i Physician/APRN Immediately. :

| Review of the facility's policy titied, "Physlcian
| Notification”, undated, revesled a significant

j
i

inotified. If the Medical Director is

!unavailable, and the resident’s
 condition is severe, the resident will be
'sent to the Emergency Room. The ?
'nurse involved was re-educated i
| regarding proper physician notification
.on9-26-14. On 10-15-14, Resident
'#12, the Resident’s responsible party,
I and the Resident’s Attending !
{ Physician were notified that on 8-9-14,:
( 6-26-14, and 6-29-14 the nurse failed |
x to document that the Physician or

i APRN was notified regarding the

| Resident’s medical condition. i

' Because all residents have the
{ potential to be affected, on 10-20-14, |
' the DON and facility’s Nursing i
. Supervisors’ reviewed 133 resident
, charts to ensure documentation was

| present indicating the Physician or

| APRN was notified regarding each

; resident’s medical condition as

| necessary. It was reported that any

| charts found to not have proper

| documentation !
. regarding Physician/APRN |
‘! notification, the Nursing Supervisors®
| would present them to the QA Officer |
! for review, !
|
E |
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It was found that three (3) out of the | !

e gho&nf;; ;d:;:::digi iondiﬂcn should be : 123 resident charts reviewod did not | |
= S ‘ | have proper documentation indicating
reported to the Physician in a timely manner. ; ! o auol g i
(P 4 Y : { Physician/APRN notification, To ,
i 1. Review of Resident #12's medical record | ensure proper interventions are in L
i revealed the faciiity agmitted the Fagident on i : p]acc) despite the misging Lo
C1/27/11, and he/she had diagnoses which i i documentation indicati
i . ) ! , Icating the e

i & , Non-Al [l : . , . .
ncluded Diabetes Mellitus, Non-Alzheimer's f | Physician notification, the DON and ;

| Dementia and Cerebrovascular Accident {CVA), . ;e B
. Review of the Quarterly Minimurn Data Set | - Nursing Supervisors’ audited ‘
| (MD§) Assessment dated 07/24/14, revealed the , ' Physician orders to ensure that proper

| facility assessed the resident as having a Brief | i

| orders were given by the Ph sielan to !
. Interview for Mental Status (BIMS) score of & nine | treat the threi 3) re:syi dents’ xyne dical |

;

£ (9) out of fifteen (15) indicating moderate i ' condit

| cognitive impairment. i | condition as necessary. There were |

g ) i Physician orders present for all three i

. Review of the Monthly Physician's Orders dated ! i (3} of the residents’, indicating the

I June 2014, revesied orders for Lantus 100 i ; Physician treated each residents’

 Units/ML (miliiliter) Insufin (long acting insulin), ; : : " .

. Inject forty (40) units $Q {subcutaneously) once : [ mﬁdmfﬂ condition as necessary,

 daily, Metformin Extended Release {oral 3 i however, the nurse wha.attempted to

| antitiabetic medication) 500 MG {milligram} 8R | . contact the Physician fajled to _

, {sustained release) oncs dafly with a meal; and | - properly document his/her attempt to

aceuchecks (FSBS) twice dally. i ' notify. The nurses’ who failed to

e “ & , ' provide proper documentation were

E Review of the Nurse's §-BAR i | re-educated o the facili licy to
{Situation-Background-Assessment-Recommend i ! > 0 1€ Iacy ty policy

| ation) Progress Note dated 06/26/14 at 7:30 AM, ; ; notify the Physician on 10-20-14.

! all documentation was written by Registerad ! | To ensure immediate compliance with !

Nurss (RN) #4, revealed Resident #12's blood | the cited deficiency, on 10.20-1 4, the

| sugar was forty-five (45), the resident was alert, !
 drank juice with sugar packets in i and ate a "fair [ Steff Development Coordinator

breakfast. Continued review of the Nota revealed | | initiated re-education for al} RNs,
I & late entry for 8:30 AM which stated the ' . LPNs, and SRNAS from all three 3 .
: resident's blood sugar was two hundred and ten i shifts, both weekd d weekend
\ _ ) ith | i s weekdays and weekends,
(210} and the resident was alert and orientad wi _ - on the state and federal requirements, |

'no complaints of pain. The Nots revealed the | - e
| nurse attempted to notify APRN #1 at 10:00 AM, ; and facility policy, to ensure proper

%
. however the nurse had to leave & message for i : Physician notification. It was taught |
i i i

!

the APRN. A Note wiitien at 3:35 PM revealed i i
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F 157 Continued From pege 3 {
" APRN #1 had been called and a message left for |
I herin referance to Resident #12's low blood
| sugar that marning, and gave Lantus Insufin as
_ordered later in the morning with no adversa
!Sympmms noted.
f

l Ravisw of the Medication Administration Record
*(MAR) dated June 2014 revealad Residant #12
| had a FSBS of forty-five (45) an 08/26/14 at 8:00 |
i AM. Additional review of the MAR dated June
. 2014 revealed Resident #12 also had a FSES of ;
" sixty-eight (58) on 068/29/14 at 8:00 AM. :
| Conlinued review of the record revealad no i
 documented evidence further attempts were i
_ made by facility nurses to contact the Physician
for APRN #1 regarding Rasident #12's lovw FSBs
| on 06/26/14, and no documented evidsnce
. nurses contacted APRN #1 or the Physiclan
' regarding the resident's iow FSES on 06120714,
i Review of & Physician's Note dated 07/08/14
; writtent by APRN #1 revealed Rasidant #12 was
" having low blood sugars in the AM {moming), '
. especially if he/she did not have a snack before
] bedtime. Review of the Physiclan's Qrders !
written on 07/08/14 and signed by APRN #1on
1 07/09/14, revealed an order to change Rasigent
1 #12's Lantus insulin to thirty-eight {38) units SQ at !
#:00 AM related io low AM FSBS, g
f ,
; Interview, on 09/25/14 at 3:20 PM, with RN #4 |
"revealed the Physiclan's Orders for June 2014 |
! stated the Physician was to be notified if Resident ;
i #12's FSBS was less than 70. RN #4 stated she k
- atternpted to call APRN #1, who she was tocallin
! the daytime from 8:00 AM to 5:00 PM, on ;
- 0B/26/14 two (2) times; however, she was unablo :
f to reach the APRN and left messapss on her !
! voice mail, Continued interview reveaied she i
. made no further attempts to call the APRN orto

i that prompt resident Physician j
i (APRN, NP, PA) notification willbe |
; made in the event of a critical lab |
. value report. If Physician (AFRN, NP, ;
'PA) notification is unsuccessful the ©
' Medical Director will be contacted. If
| 2 phone message is left and the Q
 resident’s Physician (APRN , NP, PA) :!
j or the Medical Director does not :
, return the call and the resident’s :
: condition is declining, the resident will |
 be sent to the ER along with ?
* Physician, POA/family member, and |
' DON notification. Nursing i
i documentation will include times each |
| attempt was made and to whom. Ifa
i new Physician’s Order is required

; regarding a critical lab or glucose

. value, the Physician and POA/family

- member will be notified and !

" documented.
i

: To ensure ongoing compliance, .
; beginning the week of 11-17-14, the b
, LYON and Nursing Supervisors® from L
 all three (3) shifts, both weekdays and |
* weekends, initiated weekly audits of /
| five (5) resident medical records from| |
| each of the six (6) nursing stations to '
i ensure proper Physician notification.
i This audit will be conducted by the
* Nursing Supervisors’ and DON, .
 checking written documentation from |
| all three (3) shifts both weekdays and |

L
i
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f ‘weekends. The audit will continue for °
F 157 Continued From page 4 . | eight (8) weeks. The results of these . |
f contact the Physician. She revealed atthough raudits will be submitted to the QA i
i there was & Physician’s Order for Physician i ' : . cr
notification of & FSBS less than 70, Resident #12 ggfﬁ"” ﬁ:’; g“"]’t‘;l“g;“d review. Ifit is
| had responded to interventions which included |  iscovered that the Physician (APRN, ;
 juice with sugar packets in it and the resident had ; NP, PA) has not beeq properly |
- ®aten a good breakfast, so she did not feel it was Inotified, the QA Officer will i
| urgent to reach the Physician or APRN since the  immediately notify the Physician f
_resident’s blood sugar came up. She stated if ‘ - : i
| Resident #12's blood sugar had not come up, she ' ; (AI‘) RN:NP, PA) regardnfg_ the
| would have contacted the Physician who was the | ) resildent s‘changc ofcondjtmp aswall -
back up for APRN #1. ; tas in-service the nurse who did not ?
| ) , _ Hollow the facility policy to properly
; Interview, on 09/25/14 at 4:05 fF’M, with APRN“ #1 notify the Physician. The QA Officer ;
' revealed thera were Physician's Orders covering ! i1l bring the Its of th dits ¢ !
 what to do if Resident #12 had a low biood sugar ' Wi oring the results of the audits o
{0 include notifying the provider. She stated ! , the QA CO{“BTH&W for review. The | f
| hawever, if a message was left for her stating E QA Committee consists of the !
| Rgs!_lictientﬁ‘l 2's bintauod es:%gr ca:;;ne ;:eij E;t% she | fol lowing members of the ‘ 5
" rright not have return & Call. She ar : i iseinki - TV ‘ 1
| stated, If Resident #12's blood sugar had not | interd s"‘f’h‘?’y fe‘af“' Director of .
. come up, she wauld have expected the nurse o ;  Nursing, Me feal Director, Infection;
V kesp trying untl she resched s provider, ; ! Control, Nursing Supervisor, Social = |
| dont #12's M ‘; - Worker, Activities Coordinator,
‘2. Further raview of Resident #12's onthly : ! Consultant Pharmacist Die _
{ Physiclan's Orders dated August 2014, ravealed ! . Manager, Rehabilitati c:n Di:’:?t’ar and E
. orders for Lantus thirty-eight (38) Units SO onee | ‘g‘ ? , ot i
[ daily in the AM, Metformin ER 500 MG every day - { Administrator. The QA Committee :
i with & meal, and Glutose 15 40% (forty percant) | : will then determine if more frequent ¢
: Gel {uged to treat g hypoglycemic reaction before : * audits are necessary and the time
| HNCONBGCIoUSNEss occurs), ona (1) tube by mouth | ! frame th audits will conti
! 8 needed for FSBS less than seventy {79) and g J & © will continue. §
| symptomatic, alert, and able to swallow. ‘ ' The results of the DON ang Nursing \
% e . =
| Review of the Nurse's Note dated 08/05/14 ; : Bupervisor’s eight (8) week audit, or g
 reveaied: at 6:00 AM, Resident #12 was ‘: | thereafter, will be brought to the QA j
| diaphoretic and confused and the resident's ! | Committee by the QA Officer for |
i FSBS was 33 with a tube of Glutose Gel given - interdisciplinary review. An j
' and the rezident was to be monitored; at 5:30 E g deficien cfi < wg; be correct eg ina :
| AM, the resident's FSBS was 111 and he/she was g" i §
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Physician's Order wats written fo change Resident |
l#12's Lantus insulin to thirty-six (36) Units G |
| each 8:00 AM. |

Interview, on 09/25/14 at 4:30 PM, with RN #5 |
| revealed she had attempted to call APRN #2 and i
 feft & voice mail message, and had written a note '
Hin the APRN #1's book related to Resident #12's |
. low bloud sugar on 08/09/14. However, she ‘
~stated she did not feel it was an urgent situation
t since the resident's blood sugar came back up
 after administration of the Glutose Gel and the |
resident was algo eating, RN #5 stated rurses |
| called the Director of Nursing (DON) if they
codldr’t get “hotd” of a provider, but it was an
Funusual situation not to be able to get hold of a
| provider. She indicated she had askad the :
. "on-coming” nurse if she would "keep tryingto
| cali” the provider,

i
t

Hinterview with Resident #12's Attending Physician
i on 09/25/14 3t 5:53 PM, revesied he was not sure |
“of the facility policy, but he would expect the
Enurse to follow the Physician's Orders related to ‘
 low blood sugar, such as Glutose Gel and also i
| atlempt to get the resident to est and nurses '
| could call him. Continued interview reveaied If
“the low biood sugars were a continued problem |
I he would expect the nurses to ensure the ;
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F 157! . ' timely manner and reviewed for any
57 Continued From page 5 | | further corrective action. The QA
' eating a peanut ‘butter sandwich and was alert | . Committee will authorize any change
i and cooperative; at 6:45 AM a voice mail [ to the p] £ tion for fre L
. message was left for APRN #2 and a note was 10 1€ pian ol correction for frequency |
Heftin the APRN's book. Further review of these ! * of audits or further needed ;
E Notes revealed they were all written by RN #5. ; !interventions, E
_ However, continued record review ravealed Ao | g
| documented evidence further attempts werg ! ~ Completion Date: [ BT,
j made by facility nurses to contact APRN #1 or the i g E
Physician regarding Resident #12's low FEBS on ! 5 i
1 08/00/14. Record review revealed on 08/12/14, a i ! ;
F226 |1t is the intent of this facility to !

‘comply with the standard to develop,

éamd implement written policies and | j
,procedures that prohibit mistreatment, ;
‘neglect, and abuse of residents and ‘
| misappropriation of resident property. z
i i
- On 9-24-14, the facility submitted to g
"the appropriate State Agencies a final |
' five (5) day report for Resident #8, :
| Resident #9, and Resident #10; as per |
. the facility policy. ?

| Because all residents have the -
| potential to be affected by this, on 1 e
. 1-14, the facility’s QA Officer audited |
' OIG/APS investigation files that have ! :
: been submitted to OIG/APS in the Jast |
j three (3) months to ensure a proper
( five (5) day follow-up report was filed. ;
- The QA Officer audited, in total, six .
| (6) investigation files. The QA Officer !
| concluded that a five (5) day follow- .
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F 157 | Continued From page & i
| provider was notified. !

_ Interview with the DON on 09/26/14 at 5:30 PM, |
{ revealed she expected the nurses to verbally ;
, Speak with a provider regarding a resident's low
' biood sugar immediately If the blood sugar did not!
| Come up with interventions. She stated she |
_expected the nurses to verbally speak o a
Uprovider within twenty-four (24) hours If the
i resident's blood sugar was stable with the !
_interventions ordered. She further stated if the i
! provider did not return the call within twenty-four
| (24} hours the Medical Director should be
, contacted.
F 226 483.13(c) DEVELOPAMPLMENT '
848=0 | ABUSENEGLECT, ETC POLICIES

rhe facitity must develop and Implement written
| policies and procedures that prohibit
~mistreatment, neglect, and abuse of residents

" and misappropriation of resident property.

! i
|

1
, This REQUIREMENT is not met as evidenced
Ty
| Based Intarview, record review and review of the |
faclity policy, it was determined the facility failed |
| to implament their abuse policy reiated to
i reporting of findings of the investigation within five
(5) days of the Invastigation for three (3) of three ;
| (3) sampled residents (Rasidents #8, #9 and %
. #10}. Allegations of misappropriation of property
' were made by Resident #8, Resident #0 and ;
E Resident #10; however, the facility provided no :
documented evidence a final five (5) day reports ;
{ was sant after completion of the investigation to
; the State Agencias as per the facility policy.

/| up report was submitted for each of | ?
| the six (6) reports audited, L
'To ensure immediate compliance with i'
the cited deficiency, on 11-1-14, the /
| Administrator and DON decided to P
yelect the Administrator and DON as |
.the Abuse Coordinators. It wil] be the |
‘responsibility of the Abuse :
'Coordinators to submit a five (5)day
follow-up report. On 11-17-14, the QA |
I Officer initiated educated of al] staff |
| from each of the three (3) shifts, both ;
- weekdays and weekends, of the 3'
 following procedure regarding five (5)
i day follow-up reports: In the event of :
“an alleged incident of abuse, the initjal '
‘twenty-four (24) hour report will be ,
' submitted to the Abuse Coordinators. ;
{ Upon receiving this report, the Abuge
E Coordinators will set the date of the ;
five (5) day report, track progress of |
' the investigation and submit the five 0
| (3) day report by the fifth day. The |,
i five (5) day report will include a report’
; of all investigation findings and P
 appropriafe action taken within five | |
- {5) days of the occurrence of the

! incident,

i i
: i

[

4
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TAS, REGULATORY OR LS IDENTIFYING INFORMATION) ' TAG ;  CROSS-REFERENGED TO THE APPROVRIATE DATE
| ; : DEFICIENGY) ;
! ; :
F 226 | Continued From page 7 ; i{To ensure ongomng compliance, the
i Pag : QA Officer will be responsible to
t The findings include: i' taudit the reporting procedure. Every
| f jtime an initial report is submitted to
Review of the facility's policy ttied, "Resident ? ; OIG/APS by the Abuse Coordinators, °
| Abuse/Neglact Policies and Procedures, Abuse i ’ b oord: : !
| Investigation”, revised 02/08/12, and "Reporting | :3:“ A “:ff ﬂ‘;’”df*“a.g‘."s, will present
Abuse to State Agencies and Other k © repart to the faeility’s morning ;
- Entities/Individuals Pollcy Statoment”, revised | \ “smnd-uptmeetmg 50 that the 5
1 3121714, revealed the Administrator or his/her : Interdisciplinary team is made aware. |
| deiignee wouf;i provide thetlsta;e suwey Agenr:y i ' The members of the interdisciplinary
; With a report of all investigation fin ings an i T : ;
! appropriata action taken within fve (5) days of the | | te&m:ip resent i_‘.t th? fa{ct{l;ty ;m{:mmg
toccurrence of the incident. l { stan ~up mset;ng Includes the i
g | Hfollowing: Administrator, DON, 1
. Review of the facility's, "Long Term Care ! Nursing Supervisor, QA Officer, . ,
Facility-Seif Reported Incident Form, initial ! : Dietary Manager, Social Worker. | 7
+ Report" dated 09/08/14 revealed: Resident #5 ; H ar;’{ . EM’ Lo
; had reported an allegation of missing money on - Jousexeeping Manager, Admissions A\
; 09/07114, Resident #9 had reported an allegation | ' Coordinator, and Rehab Director. The ' !
" of a missing purse comaining credit cards an E . QA Officer will check with the Abuse.
+ 09/08/14, and Residant #10 had reported an | Coordinators to ensure the fifth day
 &llegation of missing money from his/her wallet ; ’ -, _ ) ;
on D8/07/14. However, after request by the ) ‘ hh&s bieré)c;;tcnmr?ed. 0’,} the fifth day, !
| Surveyor, the facility provided ro documented | ; the Q Ticer will audit the
 evidence of the final five (5) day investigation | . OIG/APS investigation files to ensure ;'
 report findings having been sent fo the State ; ' the five (5) day follow-up report was a
, Survey Agency as per the faciity policy. | | submitted. This audit will be standard
H § i . R . . ) 5
i 1. Record review for Resident #8 revealed the P :&;tfce and continue indefinitely for
, facility assessed the resident on 08/31/14 to have | + each incident reported to OIG/APS, If ;
' & Brief Interview for Mental Status (BIMS) score i the QA Officer finds any errors made |
| of fifteen (15) indicating he/she was cognitively ' during the audit, he/she will present
; ntact and interviewable. ‘  them to the QA Committee for -
; P, oo . \
! Interview, on 09/23/14 at 10:00 AM, with Resident | interdisciplinary review. The QA .
{ %8 ravealed she had reported missing monayto | . Committee consists of the following L
; facility staff and had been questioned about the | - members of the terdisciplinary team; -
‘money. Resident #9 stated he/she knew who ' Director of Nursing, Medica] f
| took the money; howaver, would not tell whoit P~ :
Bven {0 PEFY T Faciity I 100108 It continuation sheet Page 8 of 30
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F Interview with the Soclal Worker (SW) on

; had compieted the facility's Investigation into
Resident #8's, Resident #0's and Resident #10's

, residents during the investigation. Sha stated the
 police were notified of Resident #8's missing

| money allegation, Resident #8's missing purse

, 8nd credit cards allegation and Resident #10's

! allegation of missing money. Per interview,

| howaver, the police had not finished their

{ 09/24/14 at 8:50 AM and 9:00 AM, revealed she |

|
| allagations, and Indicated she had interviewed the |

i
i

It is the intent of this facility to %

STATEMENT OF DEFICIENCIES {X1) PROVIDER/GUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION ,(xag DATE SURVEY
ANR PLAN OF CORREDTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
c
185144 B. WING 09/28/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY. STATE, 21 CODE
. 1608 VERSAILLES ROAD
PROVIDENCE HOMESTEAD LEXINGTON, KY 40504
(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES R PROVIDER'S PLAN OF CORRECTION Do
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By FURLL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAQ | REGULATORY OR LSC IDENTIFYING INFGRMATION) TG CROSS-REFERENCED TO THE APPROPRIATE | DATE
; : DEFICIENCY) )
| fDirectory, Infection Control, Nursing/ :
F 226 Continued From pags 8 ' ‘g : . ; T
, _supervisors, Social Workers _
n " o b H : RN | b4 ' i
' was because "God" would “handie it". 1— ' Activities Coordinator, Consultant
. i : Ta : |
2. Record review for Resident #6 revealed the | : P hmgg ist, D tetary Manager, \
' facilty assessed the resident on 07/25/14 to have | ?Rﬂhﬂbﬁft‘}t’m Director, QA Officer |
i @ Brief Interview for Mental Status (BIMS) score | and Administrator, Any deficiencies
| of fifteen (15) indicating he/she was cagnifively i ; will be corrected in a timely manner; |
: intact and interviewable. ! , this will consist of ensuring & five (3)
| Interview, on 09/23/14 at 11:15 AM, with Resident |  day follow-up report is immediately
#9 rovealed he/she had reported her missing |  Submitted to OIG/APS. The findings |
!*Coach” purse which was "expensive" having E 'of the QA checks will be documented
| been taken from his/her closet to facility staff and | {and submitted at the monthly QA ;
an investigation had been started. Resident #0 ; ; . . -
! stated the police had found his/her "belongings® Comm:ttge meeting for further review !
I which had been in the purse, but had not faund 1 or corrective action. The QA |
, tha purse. [ i Committee will authorize any change ;
‘ | ; to the plan of correction for frequency |
t 3. Record review for Resident #10 ravealed the -of audits or further needed
i facility assessed the resident on 07/17/14 to have | : interventions i
& Briof Interview for Mental Status (BIMS) score | ! ) :
' of ten (10} indicating he/she was moderately g i . . AR R
: cognitively Impaired and interviewable. _ X Completion Date: W-22-H
¢ Interview, on 09/23/14 at 10:30 AM, with Resident |
| #10 revealed he/she had reported missing maney !
 to facility staff, however, indicated he/sha could ;
| not recall if he/she had been interviewed about it. | F 282

- comply with the standard to ensure !
 that services are provided or arranged

by qualified persons in accordance
| with each resident’s written plan of

| care.
|

i

i

|
|
i
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! DEFICIENGY! :
i ki ¥ e
! :0n 9-24-14, nursing staff provided
F 226, Continued From page ¢ i Rt f :
j ! Resident #18 ey L
i Investigation which was ongoing, and that was | §arf d lower exwdﬁ;ﬁsl%hﬁs fef' dl;p?eri @
Why the final five (5) day repont regarding _‘ ; creies. Lhe resident
! Rasident #9's, Resident #9's and Resident #10's ‘{ﬁfus‘ﬁ- The staff completed a e
i allegations of misappropriation of property was “Refusal Form” which was placed into| |
: Rgt faxed‘tm the State Sur;eys Agancg yet. . , ithe Resident’s chart. On 9-24-14,
' Additlonal inferview with the SW on 2414 at | Dve i '
1 10:50 AM, revealed she was the only BWwho Egg S_t:imn;&f;?gp’lace}? ai;ohvc:. and E?fluw I
. worked for the facility, and the faciiity reported f 1ae . 5w e? c alr cushion to
' misappropriation of resident property to the State | " redl.u:e the risk of sliding out from the
' Survey Agency, State Adult Protection Agency chair, E
, (APS) and to the police. The SW reportad during |
k :his Er::ewiew she “tr;agggt" thi?a firal éive {8y day - :On 10-15-14, Resident #12°s hlood
F nvestigation report had been faxed by the “sugar levels wi :
j Director of Nursing (DON} to the State Survey ; ‘igm abgfrfe c ere test;;)i tc; cz:;ure thy |
 Agency after she (SW) had tumed the complated : : venty (70). In the even é
linvestigation into her (DON), : -they drop below seventy (70), the staff
! i ihas been educated to follow the ?
j intgwiegggg; *t‘!;e ?é):?t}cg MOQIN? 1? zft:]? ??0 f\tx i | written plan of care to notify the |
Land on at &  Favesied the facllity's ' foud ted :
| process was for. an incident report to be ; Physncufagl. Additxcgnaig, ti;e 1
- completed by the nurse and the nurse was to call |  fesponsibie party for Resident #12 was j
“her; the SW investigated incidents and : notified that although there was a ;
| allagations; the incident reports were taken to the . . Physician’s Order to be notified if the
E g:gze'“’g&ezﬂggda\‘;?‘ ;‘?&?ﬁi‘i tge?;tggivem : i resident’s blood sugar dropped below
{ further incidents; and the facifity had five (5) days | oy (t?%)* th.‘;w co the care olar |
. 1o fie a final investigation report with the State g ; documented evidence the carcplan
| Agenclas. The DON indicated she had not faxed | ~was foliowed regarding Physician
i the final five (5) day reports régarding Resident ! I notification. L
i =
#8's, Resident #0's and Resident #10's @ i .
i altiagagm ofgsappromﬁ?n of property o the . Because all residents’ have the | E
 slate Survey Agency as per faciiity policy. She | i : ; ]
' stated the SW would have sent the final five (5) | i ggf‘;’;“fg t‘?’ﬁi I’{*ff?“g‘gg thif}fﬁ £0-
i day investigation reports to the State Agencies : ; o lac iy’s and 2 ursmg[
, 8fer she completed the Investigations regarding 1 Supervisors® completed an audit of |
: the residents’ allegations. Howsver, Interview i 133 resident charts/writien plans of f
; with ﬂ"?ﬁ Sw f&VB&fet':i she had wmﬁd the: ; | care to ensyrs thcy are being foliowed Y
[ ggﬁﬂgﬁﬁ? ?;:;ig; o he DON o fax to the i laccurately. The audit consisted of i
! - : i . ;
' Faciity 1D; 100108 # continuation sheet Fage 10 of 30

FORM CMS-268T{02-05) Previous Varaions Obmoiete Evant i) FEFY




1172412014 1441

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(FAX)B553899571 P.O21/065

PRINTED: 10/08/2014
FORM APPROVED
OMB NO. 1938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (R MULTIPLE CONSTRUCTION (X33 DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILGNG COMPLETED
C
185144 B. WING 0912512014
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(%) 1D SUMMARY $TATEMENT OF DEFICIENGIES " PROVIDER'S PLAN OF CORRECTION e
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PHEFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) Fotag CROS$-REFERENCED TO THEAPPROPRIATE ,  DATE
; DEFICIENCY) '
: visual observations of care provided as’
F 282 ° 483.20(k)(3)(i) SERVICES 8Y QUALIFIED : 11 as review of resident éra I '
85=D ; PERSONS/PER CARE PLAN , ; well as review of resident care plans,
i ; ‘It was reported that any discrepancy
! The services provided or amanged by the facllity ' ‘between the resident’s written plan of -
i must be provided by qualified persons in | i care and actual care-provided were to
taccordance with each resident's wiltten plan of “be clarified, promptly corrected, and i
. care, ! : M
[ ' - updated. Any discrepancies found i
a | were to be reported by the DON and
~ This REQUIREMENT is not met as evidencad i Nursing Supervisor to the QA Officer. |
| fg 3 o ) ‘ . Ultimately, the DON and Nursing i
} asmg on cbservation, tnterwm}f, racord review ' Supervisor's audit and obsery ation of
! and facility policy, It was determined the facility i i
; failed to ensure the Comprehensive Plan of Care | | resident care plans found that three (3) _
was followed for thres (3) of twenty-four (24) : . of the 133 resident care plans weren’t |
| sampled residents (Residents #12 and #18), f followed properly. Of the three 3y
‘ : ! fone (1) resident didn’t have a
| Resident #18's Comprehensiva Care Plan ; () ) _ |
. evealed interventions for Derma Sleeves ! wheelchair cushion in place, one VR
. (divices which pr%tect frggfi}ie ?;m”} ta{tha upémr | was wearing regular shoes instead QflE i
| @nd lower extremities and for Dycem (non siip " h ift . b
i material) above and below the whesichair f j eal ],lt bw’fs, agd one ?) resident -
, cushion; however, observation on 08/25/14 , , pasn t weaning derma sleeves, The |
revealed the resident was not wearing the Derma | ' DON promptiy corrected each issue
' Sleeves, nor was Dycemn above or below the | found; the wheelchair cushion was =~
. wheelchalr cushion. . Placed on the resident’s wheelchair, |
i i . : i
 Resident #12's Fingerstick Blood Sugar (FSBS) : heal [ift b‘“’tf were put on the resident |
| on 08/26/14 at 7:30 AM was forty-five (45) and on wearing regular shoes, and‘derma
, 08/09/14 at 6:00 AM, the resident's FSBS was 33 | sleeves were put on the resident for
tand the resident was symptomatic with “ " ADL care. All RNs, LPNs, and
; diaphorests and confusion. Although there was a | i SRNAs were re-educated ¢ !
' Physlcian's Orders to notfy the Physician if the | | these residonts’ care fan ?ggféif;& »
| residents Blood Sugar was less than seventy s 7 1 plans. Lducation,
“(70), and an intervention on the residant's Care ; Was mnitiated on 10-20-14. E
 Plan for the resident to have fingerstick biood ’ :
~8ugars within normal limits and consult the ; :
| Physician as nesded, thers was no documented , i
_ evidence the Care Plan was followed related to | f
{ ensuring notification. | i |
FORM CMS.2987 (02.0%) Fravisus Viersions Obsslate Evant ID: PEFY1Y Faoily 1T 100108 if continuation sheat Page 11 of 30
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oAy SUMMARY STATEMENT OF DEFICIENCIES . oW PROVIDER'S PLAN OF CORRECTION b o
PREFIX : {(EACH DEFIGIENCY MUST BE PRECEDED BY FuLL © PREFIX | (EACH CORRECTIVE ACTIIN SHOULD BE . COMPLETIoN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG . CROSS-REFERENCED TO THEAPPROPRIATE | OATE
: ! ; DEFICIENG Y
. i _ _ ; ;‘I‘e ensure immediate compliance with!
F 28:.i Continued From page 11 ; fthﬂ cited deﬁciency, on 10-20-14, the ;
; — _ f ‘Staff Development Coordinator L
_f The findings include: _‘t {initiated re-education of all RN, |
' Review of the facility's policy titled, "Resident {LPNs, and SRNAs to follow the L
| Care Plan", undated, revealed residents’ Care | ;comprehensive plan of care. It was |
— Pla%s s?ntaéned déreggns for the 'f’ﬁ?ﬁ“& é ‘taught that adherence to the residents’ | |
resident's care and staff wers requira ow ; , : T
| the Care Plan &3 written, ; ;p!an of care by all §taﬂ:‘ is mqu}red, ]
' ‘ i should any restorative, protective j
1. Review of Resident #18's medical record ? 1device (such as Derma Sleeves or |
[ revealed the facllity sdmitted the resident on Dycems), or any treatment be noted on |
Dementia, Poyehcale i o senle | e individual resident’s plan of care,
: ik, 18, f . : - ¥ ,
! Belzure Disorder. Review of the Quarterly ‘these treatments will be implemented; :
 Minimumn Data Set (MDS) Assessment dated -should the resident refuse such :
07/28/14, revealsd the faciity assessed Resident _ i treatments, refusal forms will be i
- #18 as having @ Brief Interview for Mental Status : i completed as soon as possible and f
| (BIM3) score of a five (5) out of fifteen (15) |  Placed in the resident’s record, ;
. Indicating severe cognitive impairment, E :
i i ) . . H
’ . ' i -
i Review of the Monthly September 2014 ; i ?;) ""ssﬁe Q?gﬁgg GOH}PIHH{"? on 1 _ﬁ
. Physiclan's Orders ravealed orders for Derma ; | 17-14, Nursing Supervisors’, rom -~
| Sleevas {arm and leg protactor siseves for those | | both weekday and weeke_-nd shifts, and :
; Who bruise easily such as the elderly) to the , the QA Officer will conduct weekly
 bilateral upper and lower extremities at sl imes " audits of five (5) residents’ care plans |
| for protection. Further review revealed orders for | ' from the six (6) nursing stations for
; Dycem (a non-siip material) to the wheelchair | " arsmg i
‘ above and below the wheelchair cushion. ) | eight (8) consecutive weeks. The i
i ! | audits will include nurse aid care
Review of the Cﬂmprahensivg Care Plan initiated | i- plans, comprehensive care plans, _
105/05/14, revealed Resident #18 was st risk for | ' physician orders for any items that |
, falls due to the resident being non-ambulatory | | pertain to care plans and visual !
and diagnoses including Dementia with ; P ¢ plans, a
| Behaviars, Psychoses, Selzures, and Weakness. : obsef'vauans to ensum'ﬂ-{at care |
. Continued review of the at risk for falls care plan | : provided to residents’ is in accordance! |
' revealed the intewentic:r;s included Dycern above !' i with the written plan of care. Any ’ ;
Toviw ot ne Conprsharsve e of G || ends ound will b repoid ot |
| revealed Resident #18 was also t risk for ; - DON. It will be the responsibility of ; |
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F 282\ Continued Fram page 12
| Pressure Ulcers and had obtained skin tears on
. 05/25/14 and 08/10/14. Continued review af the
{ &t risk for Pressure Ulcers care plan revealed the
| interventions included Derma Sleeves to be
 utilized to Resident #18's bilataral upper and
| lower extremitios.

"Review of the September 2014 “My Care Plan"
{ for Resident #18, utilized for dally provision of

; Care. revealed the intervention for Derms Slecves ;
1o the bilateral upper and lower extremities at all &
| times was present, and the Darma Sleeves might |

be removed for Activitios of Daily Living (ADL's),

I then reapplied. Further review of the "My Care

| Plan” revesled the intervention for Dycem above !
; and below the whesichair cushion. |

§

i Observation of Resident #18 on 08/25/14 at 245 |
. PM, reveated the resident was in bed lying on ;
' harshis back with covers puiled up to the chin, &
i bed alarm was on the bed frame and a mat on
the floor on the feft side of the bad. interview with |
| State Registered Nursing Assistant (SRNA) #11
| & the time of the observation, revealed she was
assigned to Resident #18's care that day and was
| famiitar with the resident. Observation revesled
{ SRNA#11 checked to ensure Resident #18's i
* Derma Sleeves were In place to the upperand
! ower extremities as per the care pign. Howevar, :
. SRNA#11 stated Residant #18 did not have the |
[ Darma Siseves in place on the upper or lower
j exiremities as care planned. Further observation
“reveagied SRNA #11 checked Resident #1 &'z f
| wheeichalr which was in the resident's bathroom, |
- and sfated thare was no Dycem on top or below |
| the wheeichalr cushion as per the care plan,
| SRNA#11 revealed she used "My Care Plan"
: Which wag the Nurse Aide Cara Plan on the inside |
| of the resident's daor for reference in provision of |

;' the DON to monitor these trends on a{
" weelkly basis. In the event that i

; discrepancies are found, they will be ' |
 immediately corrected and the DON
"'will bring those issues to the monthly

' QA meeting for review by the

{ Interdisciplinary team, i

' The DON will present the results of |
I the eight (8) week audits to the QA |
| Committee for interdisciplinary
 review. Any deficiencies will be

- corrected in a timely manner and the

 findings of the QA checks will be

! documented und submitted to the
| monthly QA Committee meeting for |
further review or corrective action, If ;

: the results of the audits indicate

* wriiten plans of care are not being

| followed, the QA Committee wil]

| authotize any change to the plan of
. correction for frequency of audits or
if further needed interventions.

é Completion Date:

H H
i

i |

E
H ]
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F 282 Continued From page 13 ’ Itis the intention of this facility to
care of residents. The SRNAstated SRNA's ;| F323 ensure the residents’ environment |
' were to check "My Care Plan” on the inside of  remains as free of accident hazards as
| rv;stg?eng?ﬁdoé:ri ﬁs ne:ded aﬁnd at the Ibzggggrg ' . possible; and each resident receives
of the shift. Further observation reveale j 'adequate 5 - . i
| #11 checked the "My Care Plan” which was : [ dev?ces ; P SWIS:OIE ifgd assistance |
i. hanging on the Inside of Resident #18's bathroom | | preévent accidents. f
t door, and confirmed the resident was to hgve f ! ‘
Derma Sleeves to his/her upper and lower ’ 1 On 1-14-14, the Qf} Officer conducted i
f extremities, and to have Dycem to the wheelchalr | - & root cause analysis to attempt to f
| cushion. She stated she had not realized : ‘determine the cause of Resident #9°s |
. Resident #18 was to have these interventions in | ifall § : g
‘ place even though she was to have checked the -Fiiilt o :,3 o::}er R; ‘mp Ecmergzap p r?pln;ate% ;
j resident's “My Care Plan” at the beginning of her i “ations to prevent ture falls. | |
" shift ! ;The root cause analysis consisted of L
! _; review of the Incident Report filed by !
; iﬂt%fgg;ﬂfhtgﬂggiﬁg P faf-‘-tk;ﬂ; f;i:ims (LPN) #& ; the Charge Nurse at the time of the
“on at 3: . revealed the nurses ! T . - . . i
| checked to ensure devices ware in place such as i :'mcldcnt‘, an mtgmewr with ‘the resident :
Derma Sleeves and Dycem throughout the shift. i1 question, an interview with staff
! however, they did not use a reference or audit I  present at the time of the mncident, and |
i sheet. Continued interview revealed the nurses | -an assessment of the physical
. usext the Treatment Administration Record (TAR) - ‘environment, The Incident Reportand .
! for referance when checking for residents' ; . ‘e . !
 devices, Review of the Sepiember 2014 TAR Interview indicated that the resident
' revealed the Derma Sloevas were on the TAR as | ‘requested privacy while washing in the j
[ an FYi (for your information). Further interview 3' ;restroom. The Nurse's assessment of
E‘ with LPN ¥6 revealed the Derma Sleeves wers on' | the physical environment indicated
' the TAR as an FYi and the nurses did not sign off | 'that while the resi & left i
; for those. LPN #5 further stated the Dycem was n? cig? d?nt wes loft in
"not on the TAR. LPN #6 stated the SRNA's werg | ~P“V§cyf 4 pu e_e w?ter gathered on
I'to foltow the nurse aide cars plan. !' the tile in the R:csment § bathroom i
i -causing the resident to siip and fal). As |
! Interview, on 08/25/14 at 5:30 PM, with the L _E an intervention, on 1-14-14, the QA
j Director of Nursing (DON) revealed the SRNA's : | Officer applied non-skid tape to the
~were to follow the Nurse Aide Care Plan which i Resident’s bathro . i
' was located Inside Resident #18's bathraom | ! e & batiroom floor to prevent i
; door. She stated nurses were o supervise the | future falls. The responsible party for
' SRNA's to ensure the care plan was followed and - ‘Resident #9 was informed on 10-16-14[
; interventions implemented. i f _E i
Evan X PEFYH Fatlity 10 100108 i continuation sheat Page 14 of 30
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F Z&?E Continued From page 14

i 2. Review of Resldent #12's madical feeorg

. and he/she had diagnoses which Included

{ (15) which indicated moderate oognitive
; Impairment.

i resident would have Fingerstick Blood Sugars
| (FSBS) within normal limits, and a Physician
I congsult a5 neaded.

! Review of the June 2014 Monthly Physician's
- daily, Metformin Extendad Release {oral

' FSBS two (2) ttimes daily.

 drank juice with addftonal sugar added and

' FSBS was now two hundred and ten (210).

| revealed the facillty admitted him/her on 01/27/11, !

| Non-Alzheimer's Dementia and Diabetes Mallitus.

| Review of the Quarterly MDS Assessment dated
07/24/14, revealed the facility assessed Resident |

! #12 to have a BIMS score of nine {9) aut of fiftesn

| Reviaw of Resident #12's Comprehensive Care
Plan Initiated 05/08/14, ravesied the resident was |

- Care planned for histher diagnosis of Diabetes

f Mallijus with a stating the resident would be free

. from any signs and symptoms of hypergiycemia.

. Lontinued review of the care pian for Disbetes

{ Mellitus revealed interventions which included the j

| Orders reveaiad orders for: Lantus Irsufin {long
i scting Insulin) 40 unlts 3G {subcutaneous) once

| antidizbetic medication) 500 MG (milligram) SR
 (sustalned release) once dally with a maai; and

; Record review revealed on 06/26/14 Registared :
' Nurse (RN} #4 documented st 7:30 AM Resident j
| #12's FSBS was forty-five (45) and the resident

I'he/she was alert and had eaten a “fair breakfast
| Alate entry for 8:30 AM revealed Resident #12's

| Review revealed the nurse had attemptad to call
i Advanced Practice Registered Nurse (ARRP) #1,

|
!

!

i

!

v
1

i

|
|
i

lof the citation related to the accident |
2ion 1-14-14, The Resident’s care plan
{was reviewed and updated, on 1-14-
114, indicating the need for non-skid
tape in the resident's bathroom in
Jorder to prevent future falls,
‘Additionally, an assessment of [
'Resident #9 was completed on 9-23.14
|to address right-sided numbness and
| weakness if he/she stood for an
.extended period of time, The =
‘Physician approved Physical Therapy |
 Plan of Care addressed these issues |
‘through an evaluation of strength of ail |
'extremities’, balance, and cognition,
' This evaluation reinforced the need for
inon-skid tape in the resident’s :
irestroom as well as a front wheeled
i walker for safe ambulation to prevent '
; future falis, [

| Because all residents’ have the

| potential to be affected by the cited |
 deficiency, on 10-20-14, the QA |
| Officer initiated an audit of regidents® |
 Incident Reports from the last fificen * |
*(15) falls to determine if proper root- |
i cause analysis was completed. It was |
, found that although interventions were .
| put in place for each resident to :
 prevent future falls, fifteen (I15)outof
‘the fifteen (15) Incident Reports were
‘missing documentation of a thorough

| root-cause analysis. On 10-20-14, the |

i

FORM UMS-2567(02-09) Previcus Versians Obsolals

Evont ID: PEFY 11

Facliiy ID: 104108 if continuation shest Page 15 of 30



1172472014  14:43 {FAX)B543849571 P.0267065

PRINTED: 10/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ Og{?ﬂ NO. Q836-0381
STATEMENT OF DEFICIENCIES X1} PROVIGERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING COMPLETED
<
185144 B WING 09/26/2014
" STREET ADDRESS, O, BTATE. 3P CO0E

NAME OF PROVIDER OR SUPPLIER
1608 VERSAILLES ROAD

PROVIDENC STE
OVIDENCE: HOMESTEAD LEXINGTON, KY 40804
X4 D [ SUMMARY STATEMENT O3F DEFICIENGIES | i) i PROVIDER'S PLAN OF DORRECTION ff.c.1]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL T OPREFIX ! {(EACH CORRECTIVE ACTION BROULD BE E COMPLETRIMN
TAG i REGIULATORY QR LSC TDENTIEYING INFQRMATION} H TAS : CROSG-REEERENCED TO THE APPROBRIATE BATE
: ' H LDEFIGIENGYS ,

;faci!ity’s QA Officer reviewed ali

F 282 Continued From page 15 fifteen (15) of the residents written

I

. and had o leave g message regarding Retident | i Lo
| #12'5 fow FSBS. Additionally, st .35 PM the ‘plans of care 1o make sure that proper i
I nurse noted she again called and left a message Interventions were in place preventing ¥
 for APRN #1 regarding Resident #12's low FSBS | future falls, despite the fact that a OOt |
- that morning, and she had given the residents ; . tause analysis wasn’t completed. The /¢
| Lantus insulin as ordered iater in the morning. ‘results of this review show that fall | |
; o | prevention measures are in place for | -

| ! [
Review of Resident #12's June 2014 Medication :; each of the residents’ at risk for a fall.| é

i Administration Record {MAR) revealed the
resident also experienced a FSES of sixty-eight

| (68) on 06/29/14 at 8:00 AM. Hawever, review of - 'To ensure immediate compliance with |

: Resident #12's record revealed no documented | ' the cited deficiency, on 10-20-14, the | |
“evidance RN #4 or othar nurses made further g i Staff Development Coordinator ;
i attempts to consult the Physician as per the care R . . i
, Dlan. Record review revealed on 07/09/14, APRN | ! ;‘Eﬁfmd - gggf‘? for ‘ﬁl ﬁREI:E’ 5 |
#1 documented Resident #12 had beer ; { i NS, an § from a e(3)
| 8xperiencing low blood sugars, especially if ‘ - shifts, both weekdays and weekends, |
*, he/she had not had a badtime snack. Review of i i of the facility’s “Incident Report ?
' a Physician's Orders dated 07/09/14 revealed an i | Policy and Procedure”, It was taught |
| order to decrease Resident #12's Lantus Insulin ) : - f
' to thirty-sight (38) units SQ at 8:00 AM related 1o i | ;hrat ﬂ:; Incident Report Policy and !
| hisher moming low FSBS, l ocedure was gpdéted feinclude & ;
; :  thorough investigation and root cause |
- Review of Resident #12's August 2014 Monthly tanalysis in order to establish
i Physiciar?’s Orders revealed orders for Lantus | | appropriate interventions are in place
_Insulin thirty-eight (38} Units 8Q once daily in the | ‘ to prevent future falls. It will be the

morming and Glutose 18 40% Gel (used to treat a | i iy
| g ( : , responsibility of the Charge Nurse to

 hypoglycemic eplsodes prior to \ . ,
' unconsciousness), one (1) tube by mouth ag ' | do an evaluation of the resident’s

| needed for FSBS iess than seventy (70) fthe | ; physical condition at time of incident
 fesident was symptomatic, alert, and able to . to check for injury, Furthermore, it

- swaliow. : ' was taught that the investigation will ¥
| ! be the responsibility of the QA L
j documented at 6:00 AM, Resident #12 had i + Officer, and will include an interview | i
; symptoms of low blood sugar of diaphoresis and i: . with the resident in question, .
: confusion, her/his FSBS was 33 and the nurse |  collection of the Incident ]

| administered Glutose Gel. RN #5 noted at 6:30 i ' completed b tgmiréc;:dene gep ort th I
| AM Resident #12's was aler{, eating a peanut | . comp Y arge (urse ai the,

FORM CWS-288T{02-681 Fravioug Versions Dbsoits Event ID: PERY 11 Faciiity (2, 100108 i continuation shae! Page 16 of 30
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F 282 Continued From page 16

| butter sandwich and his/her FSBS wag 1 11, At
§:45 AM RN #5 documentad she had eft 5 voice

| mail message for APRN #2, and had entered &

: note in the APRN's communication book.

E However, continued review of Rasidant #12's

{ record ravealed no documented evidence RN #5
or other nurses madea further attempts to consuit

; @ Physician’s Order was received to change
* Rosident #12's Lantus Insulin to thirty-gix (38)
! Units 5Q at 8:00 AM each day.

' Interview with RN #5 on 08/25/14 at 4:30 PM,
| reveaied she had felt Resident #12's low blood

( Sugar was an urgent
‘came up. RN #6 revealed she had asked the

try to call the APRN,

{
; Interview, on 08/25/14 at 5:30 PM. with the
- Dirgctor of Nursing (DON) revealed she would

- Physician regarding a resident's low blood sugar
'If the blood sugar did not respond to
Interventions, but f after imerventions the
'resident's blood sugar was stable the provider
| could be contacted in twenty-four (24) hours of
“the low bload sugar event. However, the DON
| stated It was her expactation for residents’ care
plans to be followed, and this was the nurse's
! responsibility.

F 323, 483.25(h) FREE OF ACCIDENT

88=D" HAZARDS/SUPERVISION/DEVICES

}

" The facility must ensure that the rasidant
| environment remains as free of acclda
; @8 is posgible; and sach resident receives

| adequate supervision and assistance devicos 10
1

| the Physician as per the care plan. On 08/12/14, -

H
{

event as hisiher blood sugar |

| nurse she gave report to, if she would continue to ,

|

: expect nurses to verbally speak with an APRN or |

i

i

i

nt hazards f

' time of incident, interview with the ;
i Nurse who completed the report, and

. any other staff members who were _
" present when the incident occurred, !
' and an assessment of the physical s
| environment. The results of this :
i investigation will be documented on

. the Root-Cause Analysis Form and
"kept for a period of fifteen (15) i
'months. ;

, :
, To ensure ongoing compliance, on 10- |
20-14, the QA Officer created & Root-
| Cause Analysis Form for each resident |
|to provide written documentation ‘
| explaining the cause of each fall. The
. root-cause analysis will be the
 responsibility of the QA Officer, and !
"will include an interview with the
| resident in question, collection of the
i Incident Report, interview with the
| Nurse who compileted the report and
- any other staff members who were
'! present when the incident ocourred,
 and an assessment of the physical ;’
- environment. The results of this 3
 investigation will be documented o
“ the Root-Cause Analysis Form and
 kept for a period of fifteen (15)
| months. The results of each root-cause! |
 analysis will be presented at the daily 1
.5 Stand-up Meeting. The daily Stand-np: ]
i Meeting consists of the following E !
| members of the Interdisciplinary |

:
i

i
It
i
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F 323? Continued From page 17
! prevent accidents. ;
E i
| |
| This REQUIREMENT is not met as evidenced
" by:
| Based on interview, record review and review of i
 the facility's policy, it was determined the facility
failed to ensure supervision o prevent accidants
Hor one (1) of twenty-four (24) samplad residents
| (Resident #9). Resident #9 sustained a fall on
, 01714714, however, there was no documented i
s evidence the facility conducted g thorough ;
| investigation and performed & root cause analysis |
regarding the fall in order to ensure appropriste
interventions were in placs to prevent further falls, :

f

|
| The findings include:

t Review of the faciity's policy titled, "Fali
j Prevention Policy & Prevention”, uudated, !
‘revesled the facility would take measuras to ;
! assess each resident for risk of falls and ’
| Intervene to fry to prevent falls. Review after a
' resident experienced a fall an incldent Report ;
! was completed by the nurse for "in-house :
i communication purposes”. Per the Policy, the |
“Incident Report Included assessment to review
I what was currently in piace for fall prevention, ‘
and if any new interveniions were poasible to :
' prevent additional falls. Continued review of the |
i Policy reveaied every shift follow up assessment
charting was to be performed for saventy-two (72)
' hours after a fall. Further Policy review revesied
| falls were "reviewed in the resident daily safaty |
| meeting to again assess for new intarventions™.
: However, review of the Policy revasled no ’
| documented evidencs the facility would perform a |

‘Team: DON, Nursing Supervisor, QA |
| Officer, Dietary Manager, Activities
| Director, Housekeeping Supervisor,

i Social Worker, Rehabilitation

s Director, and Administrator. The
Interdisciplinary Team will be
responsible to ensure and approve the
‘appropriate intervention, Furthermore, |
it will be the responsibility of the ,
| DON to audit the Root-Cause Analysis |
i Form following each fall to ensure the i
1 QA Officer completed a thorough '
 investigation and proper interventions :
. are in place. The DON will present the
‘results of the audit to the QA

; Committee for review.

i The DON and QA Officer will bring |
; the results of the Root-Cause Analysis |
, From audits to the QA Committee,

Any deficiencies will be corrected in a |
‘timely manner and reviewed for f
further corrective action. The Quality
! Assurance committee will authorize
rany change to the plan of correction
for frequency of audits or further
,needed interventions.

i Completion Date: | Hatnay
: )

i
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i root cause analysis to attempt to determine the |
cause of a resident's falls in order to identify :

i CMS to ensure that a resident—
1. Maintains acceptable
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323 | Continued From page 18 ; maintain the standard set forth by .
!
l

| appropriate Interventions to prevent future falis.

! Raview of the facility's policy tifted, “incident ,
| Report Policy and Procerdure”, undated, revealed
- the facllity assessed residents after fails for signs |
of injury. Policy review ravesied incident repors
| would be "started” upon numerous incidents
" which included afleged resident falls by the nurse |
| assigned as Charge Nurse for the resicent ;
involved. Per the Policy, the Charge Nurse was |
to repart ail Incidents including falls to the Nursing |
| Supervisor and Director of Nursing (DON). The .
| Pollcy revealad all incident reports were to be .
! forwarded to the DON and were to be discussed |
| in the "safety meating”. Continued review of the }
. Policy revealed the incident raports would then be |
Morwarded to the facility's Quality Assurance |
i Department and "logged” on the “event log”. The
Pallcy further ravealed after the incident reporls
| were “logged” on the "event log”, the incident i
reports were destroyed within seventy-two (72y
“haurs. However, further review of the Faolicy
| reveslad no documented evidenca the facility
. wauld perform g root cause analysis after a
| rasident's fall to attempt to determine the cause
j of the fail and in order to implement appropriate
"interventions to prevant future falls,
!
; Record review revealed the faclity admitted
| Resident #0 on 11/14/13, with diagnoses which
| Inciuded Muscie Weakness, History of Falis, !
‘Dementia, Debility, Ostevarthosls and Spinal i
 Stenosls. Review of the Admission Minlmum |
. Data Set (MDS) Assessment dated 11/21/13, :
! revealed the facility assessed Resident #9 to .
| have a Brief Interview for Mental Status (BIMS) |
i 0078 of thirteen (13) which indicated the rasident

parameters of nutritional o
' status, such as body weight | |
! and protein levels, unless the |
| resident’s clinical condition | |
| demonstrates that this is not |

possible; and |
2. Receives a therapeutic diet

when there is a nutritional |

?

|

i problem.
i Resident #4 was discharged to home,,
: as planned, from the facility on 9-27 -,
. 14; therefore, no further monitoring '
. Will be necessary for Resident #4’s

+ daily nutritional intake. '

Because other residents have the

potential to be affected by the cited
deficiency, on 10-28-14, the Birectarf
of Nursing initiated an audit of E
' fifteen (15) resident weights for the |
i past month to ensure that all weights |
were obtained and reported per the |
! facility’s “Resident Weights” pciicy,gf
| The audit consisted of review of the :
| residents medical records and daily /|
nutritional intake, looking i

specifically for residents withe /|
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F 323" Centinued From pace 18 ;
: was cognitively intact. Continued review of the i
: MDS Assessment revealed the facllity ascessed
. Resident #9 to require extensive sssist of one (!
- staff for transfers, ambulation, toileting and i
j bathing Activities of Daily Living (AllLs). Review .

of Resident #3's Comprehensive Care Flan dated !
11715113, revealed the facility care planned the ¢
! resident as a high risk for falls or injury refated to E
( being unsteady, muscle weakness. confusion at
limes and Osteoarthritis. Continued review of the |
 fall rigk care plan raveaied interventions included:
; BXxtensive assistance of one (1) to two {2) siaff
~support was to be provided for transfars and
' ambutation; call light to ba in reach; encourage |
 the resident to call for help and not to attemp?
. unsafe seif ranfers,
i

{ Intarview with Resident #9 on 08/23/14 at 4:23

- PM, revealed he/she fell in the bathroom one (1)
| day while standing at the bathroom sink to "wash |
i Up". Resident #9 revealed he/she was left alone |
in the bathroom after telling a female staff person, ;
t who he/she could not recall the name of. he/she

i had right-sided numbness and weakness and |
“could not stand for long periods of time, ;
| Continued interview revesled Resident #9 while !
| he/she was standing at the sink washing up,

. his/her right side became numb and hefshe fall to )
 the floor where the resident reported laying for "at |
; least fifteen (15) minutes” before & maie staff I
' person came and found him/her. Resident #0

1 reported he/she had told the female staff person

: prior o going to the bathroom, he/she wanted to
'“wash up” by the bed, but the female staff parson ;
! told him/her he/she couid not do that, ;

| Continued record review revealed a Nurse's Note
j dated 01/14/14 at 11:45 AM which noted & State
, Registered Nursing Assistant (SRNA) had come

. weight gain or loss of five (5) lbs. OFf
; the fifieen (15) resident weights i
;audited, five (5) residents were found
 to have a weight change of +/- 5 Ibs, |\
'These charts were examined to i
‘determine whether the Registered 5
' Dietician (RD), responsible party,
‘and Physician were notified as well | |
lag re-weighing each resident to ‘

| ensure accuracy of the initial weight.
It was determine that the RD, E
i responsible party, and Physician

i were notified of the weight change
 for each of the five (5) residents”. |
| Furthermore, a re-weight and review
| of nutritional intake of each of the j
 (5) residents’ confirmed the BCCUTACy |
- of the initial weight; therefore, ;
' ensuring proper nutritional ‘
' parameters and accuracy of weight
| obtained. ['

‘
H

| To ensure immediate compliance | f
. with the cited deficiency, on 10-20- !
. 14, the Staff Development
' Coordinator initiated re-education i
 for the staff involved with weight ||
' and nutrition management, The staff B
j involved with weight and nutrition i
 management include the Dietary
Manager, Registered Dietician, ;
! Nursing Supervisor, DON, and QA

If continuation ehset Page 20 of 30
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F 323% Cantinued From page 20 i
"to the nurse to report finding Resident #8 sitting
f on the fioor between the bathroom sink and |
. cornmade. The Note revealed the nurse )
" assessed Resident #9, and the fesident toid her i
i he/she had been "washing o and had requested
the SRNA with himvher "shut” the bathroom door.
' Further review of the Note revesled a “request’ |
| Was “put in for maintenance” 1o apply non-skid
' strips to tha bathroom flocr, and evary fifteen (15)
| minute checks "were started as well". In addition,
i the Note revealed the nurse documented: g
" Rasident #9 was "alsa encauraged fo ask for
| assistance as much as possible”, had a parsonal
| safety alarm to his/her bed and recliner; and staff |
. Would cantinue to monltor the resident. However, .
| further review of the Note and medical record !
 revealed no documented evidence Resldent #8 |
“was interviewed ragarding the cause of hig/her ;
| falt, even though the faciiity had assessed the '

resident to be cognitively intact, and in interview
| with the Surveyor he/she had statad the fall was |
. related to right-sided numbness and weakness
and he/she could not stand for long pericds of
' time, i

.! Review of the facility's "Evant Log” dated ‘
| 01/14/14 at 11:45 AM, revealed Resident £ had !
, @xperienced a fall; however, futher review of the .
*Log revealed no documented evidence the facility |
{ had attempted to perform a root cause analysis of |
 the resident's fall in order to identify appropriate |
tintervantions. :
i :
* Continuad raview of Resident #0's :
; Comprehensive Care Plan dated 11/15/13, :
fevealed the fall rigk care plan was revised on

' 01/14/14 to inciude interventions which included
j nON-skid strips by the bathroom sink and avery

~fifteen (15) minute checks of the resident.

{
!
1
z

‘Officer. It was taught that if there is i
‘8 variance +/- five (5) 1bs, from the
 previous weight, a re-weight will be
: obtained, documented, and further
;review of the resident’s nutritional
 Parameters will be conducted. In the |
“event a resident has a significant .F
' weight gain or weight loss, the ;
 Director of Nursing, Nursing
| Supervisor, Dietary Manager, and |
i Registered Dietician will review
; consunption, imtake, and status to
. determine the root cause of the

* ' weight change.

i To ensure ongoing compliance with ;
ithe cited deficiency, the Dietary |
, Manager or Dietary Manager

" Assistant will audit the nutritional '
intake and weights for every resident |
tand present this information to the |
! weekly Standards of Care Committee
for review and any further needed
- intervention. The Standards of Care |,
, Committee consists of the DON,
- Nursing Supervisor, QA Officer, '
: Dietary Manager, Registered !
| Dietician, Therapy Department, and | !
' Social Services. This audit will !
| continue each week moving forward |
| as part of the Standards of Care
i Committee. Additionally, if any ;

E

P
b

Event i3 PEFYTT
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F 323 Continued From page 21 ,
{ Interview with Licensed Practical Nurse (LIPN) #3 !
| on 09/24/14 at 6:26 PM, revealad Resldent #6
“had experienced a fall In January shortly afier

| he/she was admitted to the faciiity. LPN #3

; fevealed Resident #3 had been in the bathroom

' at the time of the fall, she had assessed tha

{ resident who had no injury, completed an incident ;
_repart and notifisd the Physician and family, LPN
143 indicated she had not interviewed Resident #9 _i
: about the reason for his/her fal, ‘

Interview with State Registered Nursing Asaistant |
| (SRNA) #2 on 09/25/14 at 12:50 PM, revealed
. she was assigned to Resident #8 on the day of
thisfher fall. SRNA#2 statad she ambulated

j Resident #3 to the bathroom to the commede
~with assistarice and once in the bathroom the

{ resident asked the SRNA to close the hathroom i
- door for privacy, SRNA #2 stated she closed the .
' door as raquest, but left it cracked slightly, and |
{ toid the resident to let her know when he/she was
finished. Per interview, koweaver, the resident

" attempted to get up without assistance from off

; the commade to wash hig/her hands and fell.

' SRNA#2 Indicated the resident had been using

| the: toilat, not washing up at the sink. However,

- Interview with Resident #9 revealed he/she had

! been assisted to the bathroom to "wash up" by an -
| SRNA prior to hisfher fall,

| Interview with the Quality Assurance (QA) Nurse
on 5/25/14 at 4:10 PM, revealed there was no i
| documentation regarding a root causs analysis :
j after Resident #9's fall on 01/14/14, because this !
- wasg done verbally In discussion with the ;
| Interdisciplinary Team (IDT), and then the IDT
 datermined the interventions o be pit into place. |

F 441

; trends relevant to this cited deficiency
' are found, the QA Officer or Distary

' Manager will present them to the QA .
| Committee for further interdisciplinary ,
[ review. Any deficiencies will be :
. corrected in timely manner, and, if
- necessary, authorize any change to the |
' plan of correction for frequency of |
' audits or further needed interventions, :

, Completion Date; ;H‘I‘L'\%

1

i

i It is the intent of this facility to

; comply with the minimum standard |
, to establish and maintain an |
' Infection Control Program designed |
1o provide a safe, sanitary and i’
¢ comfortable environment and to help |
: prevent the development and -
, transmission of disease and

* infection,

i
i
'

- On 9-24-14, SRNA #12 was
., promptly re-inserviced by the Staff

. Development Coordinator on the

! facility’s Hand Hygiene Policy and .
' peri-care, Resident #3 was put under !
| continuous observation evaluating |
i' signs and symptoms of infection and |
* change in vital sign or condition over!

I
L L
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F 323 Continued From page 22 ’
. place for Resident #5 afer his/her fal were for _E
i non-gkid strips by the bathroom sink and i
; commode. The QA Nurse stated the ;
. interventions were then documented and l‘
i implementsd and had been effactive "to present"
; date, ;

! Interview with the DON on 09/25/14 at 6:30 PM
; revealad the QA Nurse goes fo every unit to read ;
' incident reports, care plans and Nurses Notes
| when a resident experiences a fall. She stated
1 the incident of the fall was discussed in the |
~moming “safely meetings”, to see what could be E
| done to keep the incident from happening again, |
i Per inferview, a fail would be discussed in ths ;
~ "safety mesting” with root cause analysis, ;
i although the root causea #@nalysiz wouild not be
; Specified In documentation because thers was
' the Nurses Notes, fall “event Ing" and Incident
| notas to refor to, The DON revealed any staff
- that was invoived in the incident were interviewsd
Land these interviews documented on the incident |
{ report. Further interview with the DON, revealed
_ incident reports were shreddad afier seventy-two
F(72) hours, but the Nurses Notes shouid reflect
i documentation of injurries, range of motion, .
“interviews and notification of the Physician and
| family. Howaver, no documented evidence
i Resident #9 was interviewed after histher fail on .
! 01/14/14 or of a root cause analysls for the r
; resident's fail in review of the resident's madical
: Tecord and review of the facility's "avent log",
| furthermore, there was no decumented evidence
| of an incident report provided after Surveyor i
s raquest ‘
F3z2s5! 483.25(1) MAINTAIN NUTRITION STATUS
55=0 | UNLESS UNAVOIDABLE

¢

i

+ the next thirty (30) days, no changes |
 oceurred. Vital signs were checked |
| weekly and remained within normal |
i limits. Resident #3 remains a-
| Symptomatic for faver, changein |
- mental status, urinary pain, and :
* abnormal urine odor, Additionally,
‘ Resident #3°s room was exarined
"by an RN to ensure a safe, sanitary
| and comfortable environment to i
| prevent the spread of disease and |
| infection. The examination showed a |
; safe, sanitary and comfortable |
 environment to prevent the spread of

P ) )
i disease and infection.

E

| Because other residents have the
[ potential to be affected, on 10-20-14, |
i the Director of Nursing identified |
1 eighty (80) incontinent residents who ;
 could possibly be at risk of infection i
 due to poor hand hygiene related to i
- improper peri-care, The DON i
identified these residents and 5
| reviewed the nurse aid care plans, '
t Infection Control Log, and the daily |
 Physician orders. The resident audits’ |
“conducted on 10-20-14 revealed no i
' new residents symptomatic for faver,! 5
! change in mental statys, wrinary pain,
| and abnormal wrine oder.

T

E i
; :
i

]
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| | ‘To ensure immediate compliance E
F 325, Continued From page 23 g ‘with the cited deficiency, on 10-20-
' Baged on a rasident's comprehensive ‘ i14, the Staff Development g
! nt i n t ; o [ oD .
i fesssiggﬁrtﬂ? - {he facillty must ensure that a , iCoordinator initiated re-education _
(1) Maintains acceptable parameters of nutritional | for all RNs, LPNs, and SRNAs from |
| status, such as body weight and protein levels, | all three (3) shifts, both weekdays
; unfegs the resident's olinical condition : k = :
demonstrates that this is not possible; and gand weeikenis, on hand hy glenc '
| (2) Receives a therapeutic diet when there is | protocols and parlt}eﬂl care. It will be
| utritional problem. i ‘taught that at any time hands are
; ; ‘considered contaminated hand
‘! ' ‘hygiene protocols must be
| ' iperformed; this includes the |
| This REQUIREMENT is not met as avidenced | [following steps: ;
by ? : .
- Based on interview, record review and review of , If ploves !
| the faciiity's poiicy, it was defermined the facifty @ h gé V%l are on mbi [
; failed to ensure residents maintained accaptable | ands, they must :
' parameters of nutritional status for one (1) of removed |
 s8ven (7) sampled residents (Resident #4), (2) A paper towel will be A
i; assessed for weight issues, of twenty-four (24) used to turn on the faucet |
fa) led residents. . s ;
, fotal sampled residents | : (3) Watches will be pulled up
- Review of Resident #4's weights revealed an 5 ! to upper forearm '
’:}dmfsifttme\g;?htb:; Oﬁéﬁff ’ii 0; 1?;?@@“063' and | i (4) Wet hands proximal to |
: the next wi obtained by the facillty on E ; : : s
_08/25/14 was 167 pounds, & gain of thirteen (13} | | distal without touching
" pounds in nineteen {19} days. irterviews and E i any Pﬂﬁ of the hand or
; Tecord review revealed however, the faclity filad i E" arm in the wash basin =~
. to perform & validation re-weight to snsure ‘ 5} Apply soap to hands
{ accuracy of the weight obtained on 08/25/14. gﬁ; W%gi); 15 -%i) second )
' The findings include: E f scrub, cleaning under the fi
\ = ; finger nails and al] i
' Review of the facility's policy titled, "Resident surfaces of the dista] i
| Weights*, revised 06/25/12, revealed rasident's ; fore and hand mCh i 5
| waights were 1o be racorded and monitorad | , arm S0, Logex
. eiated to residents’ weight changes had * é‘ to ensure fingertips are
| significant nutritional implications. The Poiicy : scrubbed well, i
Event ID: PEFY 14 Fagility [9; 100108 K continuation sheet Puge 24 of 30
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F 328, Continued From page 24

| revealed if a resident had more than a five (5) ‘,
~pound gain or loss, a re-welght was to be \
! performed to validate the obtained weight, !
] t
,i Raview of Resident #4's medics! record revesiad |
' the faclity admitted the resident on 08/06/14, with
i diagnoges which included Malnutrition, Heart |
; Failure, Chronic Obstruction Pulmonary Disease, |
- Diabetes Meliitug, Anemia, Alzhelmer's Disgase,
- and Dysphagia (difficulty swallowing). Review of |
i the Admission Minimum Data Set (MDS) !
. Assessment dated 08/13/14, revealed the facility |
' assassed Resident #4 to be moderately }
| cognitively impaired. ‘

f
- Continued recard review of Resident #4's i
I recorded weights revealed an admission weight |
| dated 08/06714 of one hundred and fifty-seven
- (157) pounds and the next weight recorded on 5
- 08/18/14 was one hundred and sixty-seven (167) j
| pounds, a weight gain of thirteen (13) pounds in a -
i hineteen (19) day period. However, continued |
 review of the recorded weights revealed no
| documented evidence g re-weight was performed |
| after the 08/18/14 to ensure accuracy of the
walght abtained, untl 08/25/14, when a weight
1 was recorded of one hundred and sixty-saven |
| and a half pounds (167.5) pounds, seven (7) days 1
later. Further review of the recorded waights :
{ revealed Resident #4's welghts remained stable: i
; on 08/01/14 weight was one hundred and seventy .
"and a half pounds (170.5); on 09/09/14 walght
* was ong hundrad and sixty-eight (168) pounds: |
| and on 09/16/14 weight was one hundred and ,
- Sity-eight (168} pounds.

%
! H
; Interview with the Distician on 09/25/14 at 12:58 |
| PM, revealed when a resident was admitted the ;
| facility tried to schedule weekly weights to better |

(7) Hands will be rinsed
proximal to distal without
touching surface of bowl, 17
and rinsed thoroughly. ;

(8) Dry hands with a clean |
paper towel; drying
proximal to distal,

(9) A clean paper towel will

i be used to turn of the i

E faucet. i

i To ensure ongoing compliance, on i
i 11-17-14 the Nursing Supervisor and,
i QA Officer initiated a weekly visual
; Observation of five (5) murse aids
 providing perineal care for a period'
 of eight (8) consecutive weeks,
. During observation, the Nursing :
" Supervisor will monitor compliance
. with peri-care. Facility peri-care |
' compliance consists of hand
" washing, changing gloves, proper

' technique, hand hygiene, and
| changing water during treatment, F or!
! those found to not be in compliance

: with the facility’s Hand Hygiene i
: Policy, immediate intervention and i
: re-education will be conducted by
 the Nursing Supervisor. f
| Additionally, the QA Officer will ||
; Teview the Infection Control Logs
- weekly for UTTs, cross E
Contamination, or signs of the sage | |
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F 325/ Continued From page 25
' understand the resident's consumption trends
| and overall status. The Dietician revaaled, after
reviewing Resident #4's recorded weights, a 5
! re-weight should have been dane on 08/18/14 per’
i facility policy, bacauge the residents weight ?
- difference was thirtean (13) pounds. She i
| revealed according to policy if there was more
j then & five (5) pound change from the prior
- welght staff were supposed to do a re-weight. i
| Par interview, she stated it was important staff
| abtained the rewweight because Resident #4 was

B new admit, and the second weight wag "out of
| line" with the admit waight but not with the other
; recorded welghts. In addition, she stated nursing ¢
' was to assess residents’ if thare was g significant |
{ weight change and were to contact the Physician ;
é it the resident was symptomatic, :

f Interview with Licensed Practical Nurse (LPN)
#1/Unit 600 Supervisor #1 on 09/25/14 gt 3:41
! PM, revesled nurses got a copy of residents’ .
| weights and documented if a re-welght was
. heeded due to & significant weight change. She
- stated acoording to hospital records the facility
: had received Resident #4 weighed ona hundred
. and forty-six (146) pounds on 08/02/14, had poor |
: intake and was mainourished, so the admit i
i weight of one hundred and fifty-four (154) pounds
“was “probably” accurate.  LPN #1/Unit 560 i
I Supervigor stated siaff should have performed a |
| re-weight on 08/18/14, because of the sigrificant
' weight difference from the admit weight. She
| stated howaver, review of ather walghts obtained
‘revealed Rasident #4 had no significant weight
| change from the 08/18/14 weight. In addition,
| 8he stated head to toe assessmants were E
- parformed daily on the unit, and no
| cardiovascular changes or negative outcome due |

 to Resident #4's waight change was notad, I

' organism between roommates or -
' residents on the same unit. Review [
! of the Infection Control Logs will be
| done each week. Additionally, the |
1 QA Officer will track trends/patterns |
 of infection throughout the building | |
| and document these trends on a g
‘ facility map indicating where the

H infections are in the building and

I determine whether trends exist

| within any of the six (6) nursing
stations. The result of the Nursing
 Supervisor and Infection Control
Log audits will be presented to the
Standards of Care Commitiee each
week for eight (8) consecutive I
weeks. It will be the responsibility of!!
the Nursing Supervisor and QA /1
Officer to present these audits to the :
weekly Standards of Care

Committee.

i
|

{
E i
i

! The QA Officer will present the
results of the Nursing Supervisor and; |
Infection Control Log audits found ' |
and discussed by the Standards of
| Care Committee to the monthly QA
Committee for interdisciplinary
review. Any deficiencies will be ;
; corrected in a timely manner and the
: findings reviewed for any further

: corrective action. The Quality i

| Assurance committee will authorize |
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F 326! Continued From page 26
i
j Interview with the Director of Nursing (DON) on
- 08/25/14 at 6:52 PM, revealed If Resident #4 had
| a weight change of more than five (5) pounds I
i staff should have done a re-weight as per the |
policy to ensure the waight was accurate. The
| DON indicated Resident #4 shauld havs had a
, re-weight after the weight obtained on 08/18/14 i
‘due to it being greater than a five (5) pound :
| difference. The DON stated if the Stats !
| Registered Nursing Assistant (SRNA) was aware i
' there was a welight change when the weight was
| obtained, a re-weight was done. !
F 441 i 4B3.85 INFECTION CONTROL, PREVENT
@5=D ' SPREAD, LINENS ;
| ‘

The facility must estabiish and maintain an ;
Finfection Controt Program designed to provide a |
| eafe, sanitary and comfortable environment and
to help prevent the devalopment and transmission |

| of disease and Infection. :
| ‘
() Infaction Control Program

t The facility must establish an Infection Control

1 Program under which it - ;
* (1) invastigates, controls, and prevents infections
I in the facility; {
, (2) Decides what procedures, such as isolation, |
“should ba applied to an individual resident; ang

| (3} Maintaing a record of incidents snd corrective |
. aclions related 1o infections. :
l} b
, (b} Preventing Spread of Infaction E
- {1) When the Infection Cantrol Program |
| determines that a resident needs Isotation to :
. prevent the spread of infection, the facility must g
ligolate the resident. i
[(2) The facility must prohibit mployess with & ;

!

1

i

! any change to the plan of correction |
* for frequency of audits or further
 needed interventions.

;! Completion Date:

| g
i
|

i

1
1
i

! i
I

:

;
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F 441 Continued From page 27 L F a4 X

. H . t

' communicable disease or Infectad sKin lesions !
j from diract contact with residents or their food, if ;
 direct contact will transmit the digease, ‘, )
*(3) The facility must require staff to wash their | f
| hands after each direc! resident contact for which | E !
hand washing is indicated by accepted ; | i
* professional practice. 1 ‘
|
. {c) Linens
. Personnel must handls, store, process and , , ;
' fransport finens so as to prevent the spread of ! : 5
Hinfaction. i .

I
! ,
| This REQUIREMENT is not met as evidenced ; i E

ty: ; ‘
' 'Based on observation, interview, record revigw | E ?
L and review of facility poficy, It was determined the | E i
, facility falled to ensure staff removed solled : g !-
' gloves and washed their hands after provision of : ;'
' perineal care and prior o touching objects in the | i :
i resident's anvironment for one (1) of five (5) ; : !
‘sampled residents (Resident #3), observed for ’
- perineal care andior skin assessments, out of | f

| total twenty-four (24) sampled residents. i ;

% Observation of perinesl/incontinence care for |
| Resident #3 revealed aftar providing part of the ! :
; care the State Registered Nursing Assistant ; ! ;
" {SRNA) touched objects while wearing the sofled i E
! gloves used during the care, such as the door { ;
, knob to the bathroom and the sink fauget. The ! ,
. SRNA then, without removing the solled gloves or ' ! ;
| washing her hands, continued to provide further | ; f
; perineal care to the resident. : ! i
) {
| The findings include: i | :
i | !
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F 4411 Cantinued From page 28
! Review of the facility's, “Providing Perineal Care .
| for a Resident” Protacol, undated, revealed |
i perineal care parformad properly would reduce
" the risk of Urinary Tract Infections {UTl's} which
' could lead to bladder and kidney infections. The :
¢ Protocol revealed the steps inclyded; asking the
: fesident to open his/her legs if able, using a :
 washetath and warm water, gently cleanse the
' skin of the perineal area moving from front to :
I back, and dry the area thoroughly. Further raview .
| of the Protocoi revealed no documentation ofit |
addressing rinsing after washing during perinea) |
care. i
!
i Review of the facility's policy ttied, "Procedure of *
, Handwashing”, undated, revealed several ?
instances in which hands were fo be washad !
[ which included: whenever hands were cbviously
1 sofled; after contact with any body flulds; and '
| &fter handling any cortaminated items.
' Review of Resident #3's medical record revealed {
i diagnosas which included Seniie Dementiz, .
- Psychosis, and a History of UTI's. Review of the :
' Annual Minimum Data Set (MDS8) Assessment |
F dated 05/17/14, revealed the faclity assessed the |
| fesident as having both short and long term
; memory problems,

! Observation on 09/24/14 at 4:00 PM_ of perineal |
| Care provided for Resident #3, by SRNA #12, ;
. revealed she cleansed the resident's perinaz)

' area and buttocks/rectumn areas with s0dpy water,
| then with the same soiled gloves on, opened the

, resident's bathroom deor by icuching the door !
" knob and went to the sink to pour the wash basin ;
: of soapy water out, Continusd observation :
 revealed SRNA#12 turnied on the sink faucet In !
 the sink using the same soiled gloves, and filed |

i

f

i

f
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F 441, Continued From page 26 | Fdat ,
 tha wash basin with rinse water. Further ‘ ‘ ;
. observation revealed SRNA #12 carried the wash
Fbasin of rinse water back to the resident's .
| bedside and began to rinse the resident's perineal
. area without removing the soiled gloves, wasghing |
" her hands and donning new gloves. i
i
. Interview with SRNA #12 on 08/24/14 at 4:10 M, | _f ;
 revealed she should have washed her hands and ; ‘ ;
i donned new gloves prior to rinsing the resident's ! |
| perineal area since sha had touchad objects In j i
the room with her soiled gloves including the : : :
! bathroom door knob and the sink faucst, | .5 :
i Lontinued interview revealed she should have :
f removed her soiled gloves after providing the : ;
 parineal carefincontinence care for Resident #3, | i i
i and prior fo going into the bathroom because she : i i
: coutd have contaminated the door knob and sink | | !
faucet by touching them with her soiled gloves. . B
| . i
Interview, on 09/25/14 at 6:30 PM, with the : ¢
, Infection Control Nurse reveaied SRNA #12 ; |
' should have removed her gloves after providing . ' '
; care and prior to touching objects in the resident's ; :
. room. The Infection Control Nurse stated SRNA | | i
{912 should have washed her hands and donned | E
| new gloves prior to tinsing Resldent £3's perineal i |
~area since she had touched objects in the ' i i
! resldent's room. | i
;

NAME OF PROVIDER OR SUBBLIER

, Interview on 08/25/14 at 6:17 PM with the Staff |
- Development Nurse, ravealed they provided i
' Ingarvices related to perineal care on hire, yearly,

_and as needed.
| ] | i
| . |

i : |
! | _- %
E 5 |

|
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