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From psage 1

ancy (SSA) ldentifled one staff was not
d, prior to returning to work, on

per the AoC, The education was

o this employee by tha Staff

ent Coordinalor and vealldated by the
3/28/13. The SSA determined the
continued through 03/26/13. The scope
1ty was lowarad to 2 "D" at 42 CFR

E 483.26 (R323) and 42 CFR 483.75 (F490,) while

develops and implemenis a pian of
(PoC) and the facility's Qualily

| Agsurande monliors the effectivensss of the
aysfemicichanges.

: Additiona deficiencies were cited during the
b survey 483.26 F315 &t @ 5/5 of & "D", and 483.865
! infaction Control F441 at a 8/S of & "D".

' After sUpprvisory review, the survey date of

: 03/29/13 was aborted, and the health survey was
I continued for further Investigation. The health

i survey cdncluded on 04/15/13. An additional

! deflclency was cited at 483.20 Resldsnt

| Assessmpnt F280 at S/S of & "D" and the S/$ for
: 483.66 Infactlon Control F441 was changed to an

F 280 | 483,20(d}(3), 483.10(k)(2) RIGHT TO
§8=D | PARTICIPATE PLANNING CARE-REVISE CP

; The rasident has the Hght, unleas adjudged
' incompetent or otharwise found to be

i Incapacitated under the faws of the State, to
i parilelpate In planning care and treatment or
 changes {n care and freatment.

enslve care plan must be developed

within 7 days after the camplstion of the

nsive ascessmant; praparad by an

F 000,

F 280
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F 280 Continuefi From page 2 F280. i

:n’(erdlsct linary team, that Includes the attending
phys[cla a reglstered nurae with respensibllity

' for the repldent, and cther appropriate staff in

| disciplings as determined by the residen!'s needs,
and to tHe extent practicable, the perticlpatlon of
the resident, tha resident's family or the resident's
 lagal rep ssentative; and perledically reviewed

| and revis d by a team of qualifled persona after

; each nagpssment,

H
i
]
i
]
]

This REQUIREMENT {8 not met as evidenced
| by:
i Based of record raview, staff Interview, and
i review of|the facliity's pollcy/procedure, it was

. determined the facility falled to ensure that
E approprigte update and revisions were mads 1o
: residents| care plans related to dlagnesis and
_% contact [golatlon requirernents for three resldents
| (#18, #23, and #28), In a selectad sample of
| twenty-sgven (27) resldents.
|
' Findings |nolude:

EAreview f the facility's "Policy and Procedure
- for Compyshensive Care Plans," revised
! 08/14/11, revealed thet care plana will be
! develope based on assessed needs. Care plan
l approaches will be communicated to staff, for use
in providihg direction for care and the plan of care
i will be reylewed and revised as indicsted, based
: on the regident ' s response.
z
1 A recdrd review revealed the facliity admittod
Resfdent 23 on 05/17/11 with dlagnoses to

F280

489.20{d)(3), 463.16{k}2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

It I3 the normal prectice of Craskwood Placa
Nursmg ang Rehah Certer to enaure appropriale

Bias ara ravizions ara make 1o rasidenty’ case
p ans refated to giagnosis and contact lsolatlon
requlramants,

Correcive Meaauras for Rezidant Identiflad In the
dafiddancy:

The care plans for ragldents #18 and p23 wera
updated on 4/16/13 by the MDS Caerdinator lo
reflact thelr current condition and infsction gonteo}
Interventlens, !rlcludlnqmmpr lransmlssion based
[soiation precautions. The Norovirus Infacilon
axparlanted by Regident 426 hes resolved, that
cara plan was raviawsd ta varlty thal the remealning
interventlons wera Eppropriats,

How othar residants who may have been
affected by this praotica wara [dantifiad:

The infection contrel report was raviswad to identify
all rasidants having Infectong thet had tha patanifal
to require isolation, Rounds were made by the
Agsistant Directar of Nursing on 4/15/13 to assure
that apprapriaie precaution were In place, The
carg plang for aach of thasa reskdents were
chacked 10 verlfy or update to asgura that tha
condftion and apprapriate precautions were
inciuded on the plan of care, This was done by the
MDS Coorginalor on 4/15/13,

Meazuras Implameated or Systems Alterad ta
Pravent Re-ocourtenoe!

A ¢ears plan problom whigh sddresses the
Infectious conditfon, and [nfaction controt
precautions to ba uUIlzed was developed and
added to the Imerdl:cipﬁnw Cara P;an Libtary on
4/15/13 by tha MDS Coordinator, The Unlt
Meuwtagers and MOS aasistant wera aducated on s
]'qui?m!ﬂ and usa on 4/18/13 by the Dlrector of
ureling,

i
;
i

L
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F 280 Conﬁnund From page 3

! Include malaise/fatipus, chronic airway

1 obstruclion, urinary tract infaction, dementla with
{ behavior|disturbance, dificulty walking, and

: muscle weakness.

! Review ¢f the nurses' notes, dated 04/08/13,

! revealedia physlclan's order was abtalned for &

F280 (cant)

Additlonel educetion was prasantad to the llcansed nurses
beginning on 4/13/18 by the MDS Ceerdinstor and MDS
Asslstant {0 ralnforce ' uge when MDS staff hre not
prasant. Repent pessfons ore plannad for B/8713 and

5/17/13, end 5720/13, ARwr the Jast sarsion, the

Insarvlcing will contdnue to be previded to all onsoming :
nursing staf prior to warking thelr assignad shift unti ok !

gtalf are re-educated,

| foltow upjurinalysis related to post antibiotic

I therapy. [Further review of the Nurses' Notes,

| dated 04{14/13, revealed the culture end
sensltivity from the urinalysls revealed

% Vancomycin Resistant Enterococci (VRE) was In

i the urine| and the resldent was lo be moved Inlo

i an Isolatipn room due to nisfher diagnoais.

} Revlew df the Physiclan's orders, dated 04/08/13
! and 04/14/13, written sonsacutively, revealad

l Resldent|#23 was to have a follow up urinalysis

| related td post antibiotic treatment for UTH; and to
| be on anjantiblotic, a problotic, and to be on

: contact Idotation with the diagnosis of VRE.

E However| review of the care plan, dated 03/28/13,

, revealed Resldent #23 with a dlagnosis to Include

| Vancomygeln Reelstant Enterococel (VRE) and
racelved antiblotics, There was no evidence of

i updated information related to the renewed

! dlagnosld of VRE on 04/14/13, nor from the

| ardars orjthe Interventlons which revealed contact

i Isolation was nesded.
L4

i Interview|with the Director of Nursing (DON), on

| 04/15/13 gt 3:12 PM, revealed residents on

| contact pfecautions should have his/her care plan

! updated.| The DON furiher stated "l do expect
thelr carg plan to be updated with the contact

: lsolation pr contact precautions on it when there's

g a diagnogls of Vancomycin Resistant Enterococci

; {VRE). The unlt managers, and all the

5/22/13

Tha in gendcing Wil be providad by the DON, :
ADON, Staf of Unit Managers, The Asglstant .
Dlractor of Nursing Wil be responsibla lo arrange :
or provide the additianal aducation.

The pracass for communicating & resigent's nesd

for isolatlon was enhancad, Tha namas of

residants who have a candition requiding Isolation
pracautions will be presented in the Mofning

Quality Assurancs Parformance Improvement

{QAP!} Meetng, (0 Ragure that mambers of tha
Interdisclplinery team are avsara of tha infactlon

control measures that are Indleatad. Tha Unit

Manapgars will communicate the names of :
residents, snd will raviaw with tha ADON, who has ;
oversight of the infectlon Conlrol Program, 10 verify
Ihat tha sppropilale meagures arg in placa. Tha
nusse who obtalns tha ordar for precautians, la
rasponsible for updating tha plan of cara. Tha Unit
Mangaget l9 responsible ta conflrm that tha care ;
plan and Nures Alds Data Sheet was updeted with
approprate Infermation, |

Monitoring Measures to Maintain On-going |
Comphanea:

Upon tecalpt of the Infifal raport In the QAP! and !
MDS CoordinateiMOS Assistant will sudlt the care I
plans of tha Identifled residenis to varify that the '
MERIUre were accuratsly addad o tha !
Intaxdisclplinary care plan and Nurge Alde Date i
Sheet. Any diserapancy [dantlfled will be .
immadiately remedled by the MDS Coardinater or .
MDS Assistant. Findinga wilt ba reported In the !
next QAPRI meeting. Tha QAP] cammittes will
study findings and make recommendations fof
further ectiont based on results,
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F 280 Continued From page 4

E depariment heads should monitor complelion of
! precautigns.”

i 2, Arecord review revealsd the faciity admitted

- Resldent|#26 on 04/14/08 with diagnoses to

r include QT-Rehabliltation, Chronic Kidney

Dizeass,| Anemla, HTN, CHF, Dlahetes, UTI,

Urinery Incontinence, Urlnary epaams, Bowel

! Incontingnece, Dementia, History of falls,
Depressipn, Osteoanhiritle, GERD, and

Hyperlipldemia.

Record raview revealed, on 03/07/13, a stool
specimel) was collected and, on 03/11/13, the

' result of the stool specimen was reported ds
positive fpr the Norovirus GH, The results of the
stool spepimen was telephoned {6 an unidentifled
faclifly staff member on 03/1113 at 5:31 PM by
hospital Inb ataff and faxed to the Physlclan by
Licensed| Practicat Nurse {(LPN) #1, on 03/12/13,
However| record review revealed there was no

' revlsion Qr update to the comprehensive care

. plan for Resident #28,

An intervisw, on 04/15/13 at 2:00 PM, with MDS

| Coordinalor #1 revealed the primary nurse of the

: realdent who recelved the lab report notifted tha

E' MD of th¢ rasults of the lab report; placed the

! resident in the facllity recommendsd Infaction

| control plecautlons: and, notified the nursing and

| nursing assistant staff in shift report. Per

I Intarview| MDS Coardinator #1 should have

| updated the resldent's plan of care,

! An intervlew, at 3:00 PM on 04/158/13, with the

| DON revéaled a resident's nursing cara plan
should be updated when a resldent was place on
or taken off Infecllon control precautions.

]
]

F 280
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From page 8 F 280,

F 280 ! Continu

| Nelther the MD8 Coordlnator # 1 nor the DON

were ungble to explaln why the oare plan waa not
| up-dated when Resident #26 stool specimen was
 positive fpr Norovirus.

3. A record ravlew revealed Resident #18 was
originally; admitted to the facility on 04/11/12. The
resident yas transferred to the hospltat on
03/30/13{and was readmitted on 04/10/13. The
resldent was piaced on contect precautions due
to a dlaghosla of Escherichla Coll (E-Coli)
Extended Spesirum Bela-l.actamase (ESBL) In
the urine

Araview of the comprehensive plan of care,
dated 04[10/13, revealed the resident was

An Intorview with the Registered Nurss
{RN)YMinimum Data Set (MDS} Coordinator, on
04/16/13[at 1:45 PM, revesled the Nurse who
recalvad the order for contact precautions should
have indipated this information on the resident's
care plary, howaever, it was the MDS Coordinator's
- responslibiily fo update the care plan. However,

| he wasg upaware Resldent #18 was on contact
; precautians.

i An Intervlew with the Licensed Practical Nurae
{LPN)YMDS Coordinator, on 04/15/13 at 2:05 PM,
revealed the nurse shouid have updated {he care
pian for ﬁasldent #18 lo Indlcale contact

| precautions; however, uitimately, It was her

« reaponsibllity. Sha was also unsweara Resldent

i #18 was on contact pracautions,
!
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F 280 Continued From page 6 : F 280

L An interviaw with the DON, on 04/16/13 at 3:10
PM, revdaled the care plang should reflect when .
| & realdent waa on contact precautions, ' ' i |

F 315’ 483.25(d) NO CATHETER, PREVENT UT], F 316 :
88=p ! RESTORE BLADDER : . F315 :
i Based on the resident's comprehenslve ‘ : 45?3:‘15 (d) No Catheter, Prevent UTT, Restore
[ assessn'ﬁem, the facllity must ensure that a . : adder :
! rastdent who entera the facity without en 5 It is the normal practice of Creekwood Place X
i indwelling catheter is not catheterized unless the - :  MNurslng and Rehab to ensure that a resident who |
resldent’s clinical condition demonstrates that ; enters the facllity, who Is Incontinent of biadder
catheterization was necessary; and a regldent . receives appropriate treatment and services to
who s inpontinent of bindder recelves appropriate ‘ . prevent u“"’fy tract ‘"fﬁ“m“s and to rel’m“’ as
’ treatment and services to prevent urnary tract much normal bladder function as possible, ’
| Infectlons and fo restore as much normal bladder : rrectve Measures for tho {den
| function gs possible, i Identified in the Deficiency:
: . . Residents #6 and #8 have been provided with
 This REQUIREMENT I3 not mst ag evidenced ' ;  appropriate and thorough incontinent care by
by: . staff, !
: Baseg on obssrvatlo‘n, il?lervlew, record review, " CINA'S ware re-educated on proper procedure for ;
. and faclilly policy review it wae determined the providing Incontnent care beginning on 4/1/13 !
facliity fallad to ensure approprlate cathster care ; by the DON, ADON and Staff Developement f
end perl-pare to prevent urinary tract Infectlons ; Coordinator. !
was provided for two (2) residonts (#6 and 48), In ' !
::;g:i: .Bd sample of twenty-seven (27) ) ~ Direct care gtaff asslgned to Residencs #6 and #8
: on the days obhservations were mede by the i
o : survey ataff , were provided re-education and 1
Findings Include: ' required to demonstrate competency in providing |
L " incontinent care to these identfied residentaon |
A raview of the facllity's Infactlon Control 4/1/13 udlizing the ncontinent care skilts |
/Handwaghing poilcy, dated 01/27/11, revesled . checkllst, ;
I handwashing should be done, but was not limited f . b |
i to the following times; after handling squipment : _ W !
: that was pontaminated and whenever hands were Z : ' f
: obvlously solied. The Inside of the alnk and ' - A list of resldenis was developed by the DON of
§ faucet handles were considered dirty so do not Resldents who are dependent for Incontinent care
i touch the! Inside of the sink or faucet handies with ’ - utllizing the MDS Assessment 11/22/11. |
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| dralnage|bag,
t

| Araview bf the faslity's Infectlon Prevantion and

i Confrol policy, last revised 01/17/13, revealed it

- was the gollcy of this facllity to provide a safe

; eanitary, ang comfortable environment., This

| facility sHould investigate, control, and attempt to

. prevent the developmeant and transmission of

' Infectiong. Proper hand washing would be
emphasized during orlentation In additlon to
infection tontrol practices regarding

| precautignary measures,

: 1), Arecgrd review revealed Resldent #8 was

| admitted o the facility on 01/14/13 with diagnoses
; to Includg Dementia, Urinary Retention and a

I higtory offUninary Tract Infections. A review of

| quarterly (Minimum Data Set {MDS} agsesamant,

; dated 01/01/13, revealed the faciilty asseseed

: Residenti#8 as having an indwelling catheter and
i incontinent of bowel. Areview of the

- Gomprehgnslve Care Plan for Conditlon

Indwelling Urinary Catheter, dated 07/23/12,
revealed interventions for staff to provide cathater
cars gvery shiR and a3 needed and o provide

! Incontineht care.

A review bf a time |ine completed by the Diractor
of Nuralng, an ¢3/29/13 at 11:20 AM, revesled
Resldent #6 was Identifled with Urlnary Tract

: Infectiond (UT1) on 10/23/12, 11/24/12, 12/08/12,

Monitoxing Megsures to Meintain Ongolng,

serviced at additional sessions scheduled thru
5/21/13. The DON will be responstble to

provide or assure provision of the education,
CNA's responstble for providing care will be

observed for competeney The Observations will

be conducted by the DON, ADON and Unit
Menagers,

© Compllance:

The DON, ADON and Unit Mansagers will
conduct random observations of pert cara
. delivery on 8 residents In the facllity who are

- dependent for Incontinent care, (approx 10%) of
© residemts, Two residents from each hall will be

selected for observation of perineal /catheter
care Including hand hyglene and use of gloves.

The observations witl he conducted weekly X 8

weeks, then monthly X 8 months,
Results will be reported to the DON, and the

Quelity Assessment and Agsurance Commiiteg, If

any areas of concern are identified, tha frequency

- or duration of the audit may he incressed,
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F 315, COnﬁnUeLj From page 7 F 318 l
! clean hands, Turn off faucet with paper tows! and F 315 (continued) :
; discard towel, i
' ted gr System
© A review lof the facllity's Urinary Indwalling Erevent Re-Ocqurrance: '
I Cathster|Clinlcal Practice Guidsiines, dated All CNA'S were re-educated on appropriate :
00/17/08| revesled to prevent urnary tract Incontinent eate heginning on 4/1/13 with the i
infactiong to remove gloves and wash hands SON, Staff geveg}gmesm kfqurse ?gd LPN .
before arjd after caring for cathater, tubing, and upervisor. Any CNA'S that could not attend |
E 9 ¢ one of the scheduled sesslons , will be In- P 5/22/13
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F 315 é

F 315 [ Continugd From page 8

! 02122113 03/07/13, and 03/21/13,

* Observaion, on 03/27/13 at 2:02 PM, revealed

. Gertified|Nursing Assistant (CNA) #4 was

i providing peri-care and catheter care for Resident

5 #8. TheCNA reamoved the solled brief from

I undemnegth the resident and proceeded to
provide ¢atheter care without removing the

: contaminated gloves and washing hands,

Interview with CNA #4, on 03/27/13 at 2:12 PM,
revealedishe shoutd have changed gloves and

; waehed hands after ramoving the aolled brief and
: cleaning|the rasident,

| intervie wilh Lleensed Practical Nurae (LPN) #4,
on 03/2? 13 at 2:17 AM, revealed staff ahould
removse ineir gloves and wash thelr hands after
providing bowsl movement care, then re-glove

; and do catheter care, then remove gloves and
de agaln.

, ; wash ha
I

| 2. Arecgrd review revealed Resident #8 was

| admitted|to the tacllity on 08/25/12 with diagnoses
E of Alzhei}nar‘s Disease and Muscle Weakness., A

review ¢f {he quarerly MDS assessment, datsd

| 02/12113] revasled tho facllly assessed Resident
#8 as frefjuently Incontnent of bladder and

j ocoasion Hly incontinent of bowel. A review of the
| Comqunsvu Cara Plan for Condition has a

hiatory of UTls, dated 09/03/12, revealed an
| Intarventlon to provide incontinent sare.

¢ A review of a ims line completed by the Director
| of Nursing, on 03/29/13 at 11,20 AM, revesied

Residenti#8 was dlagnosed with UTls on

08/30/12 09/12/12, 12/20/12, and 02/02/13.

. Observaton, on 03/28/13 at 3:35 PM, revesaled
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F 315 Continugd From page 9 : F315
" CNA #5}33 providing perl-care for Resident #8, ' '
| The GNA applied gloves and then went to the

| sink andjturned the water faucet on, touching the
faucet with gfoved hands, wet a wash cloth, and
then progeeded to wipe the anal and vaginal area
of Resident #8, After completing the perl-care,

i the CNAapplied maisture barrler to the anal,

i gacrum grea, and the labia and vaginal area of
the residgnt without changing her gloves and
washing hends.

Interview! with CNA#6, on 03/28/13 &t 4:05 PM, ‘ ,
revealed|she should have changed her gloves ' ;
and washed hands in belween providing perl-care
| and appl¥ing molsture barder. In addition, she

. slated she should havs oblalned {he wet wash
cloth pridr to applying her gloves o pravide
peri-care|

interview with the Diractor of Nursing, on
03/28/13(at 1:45 PM, revealed she expacled staff
o removp thalr dirty gloveas, wash hands, and to
apply clesn gloves afier peri-care and before
applylng aloe vista. She expeocted them to apply
clean gloves after handiing faucets handles and

: expecten{tham to clean the residents after a

bowe! mevement and to wash hands and apply

i clean gloves In between providing Incontinent :
care andjoatheter care. ; ; ]

F 323 1 483.28(h) FREE OF ACCIDENT : F 323: i
s5=J | HAZARDIS/SUPERVISION/DEVICES : : I
| i

. The faclllly must ensure that the resident i

1 environment remains as free of aceldent hazards i
, @s I6 posgible; and each residsnt recsives ' ;
| adequste supervision and assistance davices to ' i
1 pravent gceldents. . o
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by:

and facll

Thia REQUIREMENT [a not met aa avidenced

Based an observation, intervlew, record review

facilily fi

: was not

| 03/28/13
: pravided

ty policy review, It was determined the
fad {0 snsure the resident environment

remalned as free of accident hazards as is

i possiblefor four (4} residents (#11, #13, #14 and
1 #185), in the selected sample of twenty-aeven (27)
i rasidents,

The faclity falled to [dantify Identify the hazards
related to the resident's usa of Oxygen {02) while
ueing the hairdryer, in the beauty shop. The
fachity falled to ensure alf staff assisting residents
to the beauty shop end the beauliclan were
aducatad on the dengers of 02 with hest end
ignition sources. On 03/27/13, Resident #11 was
observed under the running halr dryer while being
adminlatered 02 at five {8) iiters per minute {L/m)
: per the nasal cennula and a portable O2 tenk.

| This faliurs to ensure the residents' environment
remealned as free from accidents as 13 possibls,
was likely to cause aserlous Injury, harm,
impairmsnt or death. The facility wes notlfled of
the Immadiate Jeopardy on 03/27/13, An
acaceplable Allegation of Compllance (AoC) was
raceivad on 03/28/13 with the facllity alleging the
Immediate Jeopardy was removed on 03/29/12;
however| thraugh [nterview and record review the
Stets Sufvey Agency (SSA) Identifled one staff

ih-serviced, prior to returning fo work, on
per the AcC. The sducatlon wes
to this employes by the Staff

F323

4983.25(h) FREE OF ACCIDENTY
HAZARDS/SUPERVISON/DEVICES

it Is the routing practice of Creekwoad Place
Nursing and Rehab to maintain the facliity Ina
manner that the resldent environmant remaine as
free of hazards es Is possibia; and each raslident
racelvas adaquats guparvieion and asslstance to
prevant accidants.

ldent idepntif
tha Raficlancy:
The Beautician removed Resldent #11 from under
the dryer Immediately, Residents #3 and w12
were also esisted from the beauty shop by the
beauticlan, in racogaltlon of tha potantial hazard
tha Administrator directed that the Beauty Shop
operation be ternporanly suspended pending
developmant of new procaduras, Tha ¢care pian for :
Rasident #11 was revised to reflect the need to
follow oxygen safety precautions and not te utliize
standard beauty shop halr driars. A bonpet halr
dryer, whosa alactrical and heating components
8ra mora than twelve inches from the Elte of
intentlonal Expulsion, Is now belng utiiizad for
resident & 11.

Hngj g;_her mgideng W!]g By bg!s h’gu ’
affected by thls practice varg idantifiad:

d b y

|
|

Banuty shop racords were reviewed to ldentify
residents who had recelved syling servicas over
the past slx months, Of thoze racaiving sarvices,
four rasidants- #11, #13, #14, and #15 were |
notad to hava orders for oxygen. Each of thesa
rasidents had their oxygen saturetion lavels with
and without oxygen, revlawed by licensed nurses,
and communicatad to anch resident's attending
physician, to ba utlifzad In determining If the
resident’s oxygen could ba removad durlng future
saion services, Besed on thig informatian one
resident, #14, was permittad to hava oxygan
removed while helr Is balng dred, Tha remianing
residents wili utliza tha bonnet systam to provide
a safe envienmant for drying halr,

Prav

: i
. Moagures imalementad o Syatems Altered |
to Prevent Resoccurrenceal '
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H H 1
F 323 { Cantinugd From page 11 F 323. 0n 3/27/13, e sign was posted In the Basuty Shop |

Pevelopment Coordinator and validated by the
S8A, on 03/29/13. The §5A determinad the
Jeopardy cantinued through 03/20/13. The scope
and sevdrity was lowered to a "D" while the facliity
devalopg and Implemaents a plan of correction
{PoC) and the facliity's Quallty Assurenca
monitors|the effectiveness of the systemic
changes

|
1
i Ths findihgs Includs:
1

! A raviewlof the facllity’s Policy and Procedure for

! "Oxygen|Safety”, dated 02/02/10, revealed the

! staff was|to keep flammable materials away from

f the oxygen equipment; keep oxygen equlpment

i away frotn open flames and electrical appitances;
! and to keep oxygen sguipment in a well ventilated

arss, al ail thmes,

A review of the faclllity's list of restdents provided

! by the Administrator revealed four residents
(Resident #11, #13, #14 and #15) who had &
histary of oxygen use while under the halr drysr in
the beauty shop.

! 1. An observation of Rosident #11, onh 03/27/13

| at 8:30 AM, revesaled the resldent was aeated

1 under thg hard plastic, helmet-type heir dryer that
i contained the heating element in the helmet.

| Oxygen Was Infusing, per the nasel cannula

“ tubing arfd a portable oxygen tank at flve (&) L/m.

i Two other residents, (#3 and #12,) were in the
| beauty shop and recelving services.

! A record review revesied Rosident #11 was

' admitted 'on 03/23/12 and readmitted on

I 08/07/12| with dlagnoses {0 include Chronic

| Alrway Opstruction, Cardlomegaly, Chronlc Heart

stating, "DO NOT USE OXYGEN IN THIS AREA” and

" ancther on the door to the safon stating "NO

OXYGEN BEYOND THIS POINT®. The pravious safon i

was gmell, making [t difflcult to conslstently maet
" the limitation of belng no closer than 12 inches
. from an elactrical appllance, therefora oxygan was

no longer permitted In the previous salon, After

" raloceting to the new facllity on 4/9/13, the safon Iz
- large enough that rasldants cen partake of salon
: garvicas within the salon and assily malntain a

safe distanca from electrical appilances, such &5

" dryers and curling frons, A specific area has been
. deslanated to safely provide servicas to residents

uttiizing oxygen In accordance with regulatory

i guldelines.

_ 0N 3/27/13, after determining that a bonnet type
. halr dryer would meet the critaria of belng more
* than 12 Inchas away from the efectrical

components of the devica, different modals ware

© purchased for usa bg the beauticlan for residents

. who are deamed no

to be appropriata for

_ withholding cxygen during selon servicas,

. A"Beauty Shop Plan® was devaloped on 3/27/13

by the Administratar and Quality managemant

© Nurse, to assure that the baauticlan knows

whathar the physlcian authorized for the oxygen te

. be ramovad for hair drying and if go for what

arnolint of tima. The Informatlon regarding

removal of oxygen for salon services, provided by
the physiciang of resldents #13; #14, and #15 will

be utllized to complata a “Benuty Shop Plan” for

. each, Tha writtan plan will be provided to the

beauticlan, by tha Unit Manager or Clinical
Superviscr, If a resident arrivas for sarvice
without a plan, he/she will he rediractad until
approprista informatlon s available from tha
physi¢ian. Allst of accaptable methods of
styling/drying the halr of residents Using oxygen,
was developad by the Administrator In conjunction

- with the beautician, Only one resident's physician

approved for oxygen to be stoppad for services, 50
uza of tha Individual plan was modiftad. The
evaluation and summary of saturations with
request for removal of oxyygen duting drying, will
cnly be compieted and submitted at
rasident/family request; In tha avent they prefer
not ta use ona of the other accaptabla methods for

| styfing.
! The policy regarding Safa Oxygen use was revisad

on 3/28/13 by the aAdministretor and
Administrative Staff, All staff members were

!

%
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| .
F 323} Continued From pagse 12 :
- Pag . F 323 trainad regarding the policy by tha Steff i
* Fallure gnd Emphysema. Areview of the annual . Develgpmant Coordinator {SDC) and Qu?lltyd 0
¢ Minimurg Data Set (MDS) assessment, dated : managemant Nurse, Trelning was completed to all |
‘ : . 9713, t to staff on extanded i
: 02/12/14, revealed the facillty assessad Residant ‘ : f’égff;,’“piﬁc} wasa f.fﬁ?ad‘io’tﬁose empioyeesby !
#11 as Independently cognitively Intact, nesding , the »?dmlnstraitortgrm :If,ﬂr:; raviaiie rkwlgmghe :
. amplayaas prior f
i the sxtensive Bsaiatanc‘e IOf one staff member ) Dlr:ctgr of Ielurslng wiil be responsibla to assure
| with Activities of Dally Living (ADLs) and was ' : thatthatrelning ls provéde{d rlor ? returningto |
1 . © ¢duty. A post test was administerad to parsons
3}3011 r.:f reath with minimal exartion, at 'rest and :  Kralnad, to verlfy their understanding of the
with lying flat. Areview of the physiclan's orders Information, :
for Marcp 2013, revealed the rasldent required : The beauticlan was proviced tralning on Oxygen |
! 02 at five {5) Lim per nagal cannula, the 02 . Safaty Guldelines, the practica of oxygen not being |
i saturation rate aksessed three to four times a day : . parmittad In the oid salon, 2nd the Baeuty Shop
i and as needed and weekly checks without 02, on + Plan on 3/27/13, by the Administrator and the |
! . Quality Managamant Nurse,
i room alr| Araview of the OZ2 saturatlon rates on . o th
| i " Prior to beginning sarvices in the new salon, tha
 foom alrravealad the resident dropped nto the . Benuticlan was oriented by the Adminlstrat&r to H
70 par nﬂ!a. W“hout 02. A I'EVIBW Of the : . the naw safon and shown ﬁes]gnaud Araa for :
Comprehensive Care Plan, dated 02/25/13, : resldents recelving oxygen. A gtand was i

+  purchasad for ixed placement of B blow dryer 50

revealed| stalf members wers to administer 02, that a 12 Inch distance away from resident can be
as orderad. . eeslly and consistently meintalned.
. Interviews with Resident #11, on 03/27/43 at 2:25 : ' arl In Gn-goln
| PM and 3:20 PM, revealed he/she went to the ' * Sompllance; ;
5 beauty snop 'air"nost every Wednesday and eat " pounds will be conducted at unennounced times,
| under the drver.” The resident had always worn ' at jeask weakly, for 2 months, by the i
: oxygen when having his/her halr done, had been ‘ ‘ Adrrln{;trtator,lé)lreétor Oef! ﬁ#’”ﬂ?‘v ﬂn;g)ms uﬁ: ]
» wearing D2 constantly since 1688 and "had naver : §§g{}'ty _.,';I;:s ar: ',f,otr:;;ng oﬁygen within 12 !
i baan ablp to go without It*, : . Inches of electrical equipmnat. If no concems are

|dentiftad, then reunds will be conductad monthly
far 6 manths. !

2. Arscerd review reveaied Resident #14 was '
The Administrator or Quaellty Assurance Committea

: readmittdd to the facllily on 01/03/13 with & = : The Administrator or Quallty Assurance Comrrl

i diagnosig of Chronic Obstructive Pulmonary : | LenC review 100% of the orlantation records
Digeass [COPD), Areview of the admigslon . for new hiras for one month, to verfy Oxrgen

I MDS asqessment, dated 01/11/13, revealed the : : fgﬁg;;giajg%;:pﬁgm':;:fol:“;ﬂintg:ihfB

: facllity egsessed Resldent #14 as seversly : " randem gelection of $0% of naw hira refcorttri‘s from
cognitively Impaired. A revlew of the Physician's ~ across 8ll depermtnets wilt be auditad for three

manths, than 25% for three months, then 10% for
i Orders, qated March 2013, revealed an order for  thres months. The findings of monitoring audits

|
wil be raparted to tha Quallty Assurance and |
Assessment Committaa, Based on findings the {

; continuotls oxygen at three (3) L/m par nasal
 cannula. | Areview of the Comprehensive Care quantitles and fraquancy of audits may be
| Plan, datpd 01/11/13, revestad staff were fo . : Increased by the committas,
| adminlstar oxygen “as erdered", : '
FORM CMS.2807(02:99) Previbut Varsions Cbeolels Event ID: N6TIH Facithey |D: 100200 If continvation sheet Pege 13 of ﬁ?

Spivi LB0L-9r8-04C qeUa 7 UlEaH 1d POOAMNERID Wd 95ip1:1 €10z/e/Bny



PRINTED: 07/20/2013
FORM APPROGVED

OMB NO, 0838-0391

{X2} DATE BURVEY
COMPLETED

DEPARTMENT OH HEALTH AND HUMAN SERVICES
CENTERS FOR MeDICARE & MEDICAID SERVICES

STATEMENT OF CEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:

(M2} MULTIPLE CONBTRUCTION
A BUILDING

185313 B. WING 04/18/2043

STREET ADDRESS, CITY, 5TATE, ZIP CODE
883 E. THIRD 9TREET
RUSEELLVILLE, KY 42279

PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE ACTION EHOULD BRE
CROSS-REFERENCEOQ TO THE APFROFPRIATE
OEFICIENGY}

NAME OF PROVIDER OR EUPPLIER

CREEKWOOD PLACE NURSING & REHAB CENTER, INC

{4} ID BUMMARY BTATEMENT OF DEFICIENCIES D !
PREFIX {EACH DEFIGIENCY MUST BE PRECENEN BY FULL - PREFIX

TAG ; REGULATORY OR LSC IDENTIFYING RNFORMATION} : TAG
|
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'3, Arecord review revealed Resident #15 was
: readmitted to the faclllily on 02/23/12 with a

; dingnosls of Hypoxia, A review of the quarterly

, MDS assessment, dated 03/03/13, ravealsd the
! facllity agsesaed Resident #15 as moderately

_ The Quality Management Specialist or Reqlonal
. Director of Oparations wili audit documentation of

- valldate cnpolnp compliancs, initlal audit was
. conductad on 3/27/13 by the Quallty Managamant
- Speclallet, Rapaet audlts will be conducted weekly

the facility's monitoring and training activites to

for 4 weaks, than every two weeks for § waaks,

4/16/13

i cognitivaly Impelired and on 02 therapy. Areview

| of the Ptysiclan's orders, dated March 2013, :

| revealed|an order for continuous oxygen at two i : i
(2) Lim ger nasal cannula, A review of the '

| CompreHenaive Care Plan, dated 03/21/13, A _ g

! revealed|for staff o administer O2 as ordered; : i

|

. then monthly for three months.

i howevari the care plan did not identify and
' address the hezards assoolated with the

1
n.

i continuofis uss of oxyge

i

| An Intervlew with Resident #15, on 03/27/13 at j :
| 3:40 PM, revesled he/she went to the beauty : :
! shop, “whenever hefshe wanted to”. ;
' ' !

| An Interview with LPN #2, on 03/27/13 at 3:35 : |
PM, reveated Resldent #15 went to the beauty ; i
shop onde a week, _ : l

| 4. Arecqrd review ravealed Residant #13 was
admittedto the faclliity on 03/16/04 with dlagnoses

to include Cerebral Vagcular Accldent, Congestive ’ |

! Heart Faflure, and Chrenic Obstructive :

: Pulmonary Diseass. Areview of the physician

ordars, dated 03/01/13, revealed an order for 02

! at 2 L/m per nagsl cenula. Arevigw of the

l Comprehansive Cere Plan, dated 02/08/12,

i revealed fo provide oxygen as ardered.

1 An interview with the Beautlclan, on 03/28/13 at

: 10:30 AM, revealed sha had not been trained

; about not having resldents on oxygen sit under

i the dryer|or about oxygen use In the bsauty shop
and stated she "didn't think anyone ever thought : l

Evamt ID:NGTB11 Faeiiy t0: 100289 i continuetion sheel Pege 14 of 27
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F323! Conffnued From page 14 Faz3.

; about this being dangerous.”
i

interviews with the MDS Coordinater, Licensed
Practiogl Nurse (LPN) #5, LPN #3, Certlfled

i Medication Aide (CMA) #1, Certifiad Nurae Alde
| {CNA) ¥4, CNA#1 and CNA#7 on 03/27/13 at
14:03 AN, 11:08 AM, 11:08 AM, 1115 AM, 11:18
AM, andi{4:15 PM respectively, revealed they
were unaware of the dangers involved with
oxygen yae end had not been tralned on oxXygsn
" hazards in the beauly shop and/or keeping

. OXygen gources away from hair dryers end
electrical appliances,

An Intarview with tha Admintstrator, on 03/27/13
at 2:33 AM, revealed lhe facility had no type of
training an the safety of oxygen. She stated the
facllity dif have an oxygen safety precaution
policy bul there had been no tralning conducted
at the fagility that included thls policy. She
revealedithat while the residents were In the
besuty shop the beautictan was reeponsible for
the residbnts, but ultimately the facliity was
always rgsponsible for them.

**The fadgility implemented the following actions to
; abate the immedlate Jecpardy:

|

* On 03/27/13 at approximately 9:45 AM, the
Beautlelgn removed Resident #11 from under the
j halr dryer and Resldents #3 and #12, wers also
agsisted put of the area, Beauty shop operalion
was sUsganded until investigation of
ciroumstances, devalopment of allernative
service provision, complation of tralning for the
heatiticlah and review/ravislon of the beauticlan
contract could be completed,
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*On 03/27/13, all current rasidents, who requlred
oxygen qnd utlilzed The Beauly Shop, in the last .
slx months, had thelr oxygen saiuration levels, : : i
with and without oxygen, reviewed by the J
Administrative Staff comprised of the . : l
Adminlsirator, Director of Nursing, Assistant !
Dlrector3 of Nursing, Unit Managers, the MDS

Coordingtor and the Staff Development
Coordingtor (SOC). This information was

' farwarde 1o the resldants’ physiclans to review fo
| determing If and how fong the oxygen could be
removed|for fulure safon uses.

* A Bssuly Shop Plan for physiclan authorfzation,
was created by the Adminlstrative Staff, on
03/27/13| to ensure assesamant of resldants with
oxygen, who utilized the salon services had tha
approvaliof the physiclan, for these services. The
written plen wiil be provided to the Eaauticlan, by
the Unit Manager or Clinical Supervisor, The
Beauty Shop Plan would ansure the beautictan
knows whelher the phyalaian authorized for the
oxygon té be removed fot halr drylng and If 2o for
how fong} If a resident arrlves for service without
a plan, hefshe will be redirected until appropriate
Information la avallable from the physician. The
Information regarding removal of axygen for salon
services, |provided by the physiclans of Reslident
#13, #14, and #15 will be utilized to complete a
Beauty Snhop Plan for gach resident,

' * On 08/37/13, It was determined bonnet type hair
1 dryers wauld meet the oriterla of balhg more than

i 12 incheq away from the electrieal componants of
i the devich, Six davices were purchased on :

03/27/13} or use with residents who were *
deemed Rot appropriate for withholding of oxygen

| during sajon services.
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* On 03/27/13, a sign was posted In the Baauty
Shop staiing, YDO NOT USE OXYGEN IN THIS
AREA" and another on the door to the salon

: stating "NO OXYGEN BEYOND THIS POINT",
After reldcation, the salon will be large enough to
ensure the oxygen is not clogzer than 12 Inches of
& electrical applianca. Thie will eliminate the
need for the signs after rejocation.

i* On 039?711 3, staff education was Initlated, fo
i Include fraining that no resident was to be In the
| Beauly Shop while using oxygen and that blow
dryers wers not to be Uged on residents ulillzing
oxygen untll a safer alternative could bs
determingd. The training wes provided by the
Adminlsttator, Staff Development Coordinator,
and Quallly Management Nurse,

* The Oxygen Sefely Awareness Guideline/Fofllcy
was reviewad and revised by the Adminlstrative

' Staff on 03/28/13 and additlonal tralning was

. providedite the etaff. A post test, covering

! contents of training materials, wae given to
persons who were educated fo verify -
comprehension, beginning 03/27/13, Staff
memberg who work PRN {as needed) and two
that werg on medical leave were aanl latters
informing them of the need for training prior to
beglnning work dutles. The SDC had a facility
listing and staffing reports, and was to ensure and
valldate t[aining was complete for all shifts, to

! Include PRN and staff on medical leave, as well
las posf tgsts to be completed.

H

. * The Beautlclan was provided tralning by the
Adminlstrator and Quality Management Nurse on
03/27/13} on oxygen not being permitted In the
Beauty Shop and on the Beaulify Shop Plan and '

;
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F 323 ° Continued From page 17 - Fazs.
! the Oxygen Safety Awareneas Guldelines. ’

: * Educational material on oxygen safaly, a )
post-test] and a atalement of acknowledgement ' _ :
was added to the orfentatlon materfal by the i

Admintsttator and Is to be covered with future

* Unannpunced rounds will be conducted during

beauty shop hours or resident/staff interviews will

be conductsd each day the salon Is opento

asaure tHat no oxygen la In use In the salan and

| to verify tha planned method of selon services

i establishpd in the Beauty Shop Plan are being

; followed.| Foliow-up tralhing sesslons to reinforce

| sfely guldelines will be conducted monthly
during the all staff meaeting for three months, then
tuarterlylat all staff meetings in September and
Decembgr by the Administrator, Director of

[ Mursing dr Staff Development Cecrdinator.

]

** Inthe gvent thers Iz a changs In the Beauticlan,

| training dn all proceases will be provided by the

| Administfator or Director of Nursing.

* Oh 03/28/13, Educalion was provided lo the
Administiator to review ths responaibliities of

: effectively administering and maneging the day to
day opseration of the facility in a mannsr that : : |
meaels end exceeds the minimum ilcensure ' : j
standards, promotes the sefety and well-being of ' : i
E the residénts entrusted lo her care. The training
I was provided by the Quality Management

| Spaclailst.

*Boauty ghop appointmants will be reviewed in an : ‘ i
Abbreviated Quallly Assurance Meeting to Identify : i
J

If resldents using oxygen are scheduled for
! appointments and validate that @ Beauty Shop
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F 323 | Conlinu !d From page 18 ; F 323;
Plan hag been developed to manage the ’ ;
| resident's oxygen neade gafely during salon
: sarvica, pr that If none is present, the default plan
¢ for no rinse shampoo or bonnet hair dryer is
. scheduled to be used, This will be monitored
dally by the Adminlstrator or Direclor of Nursing
for four weeks, during the week when Beauty
Shop appointments &ra scheduled, Unannounced

Ing oxygen within 12 Inches of elsctrical : l‘
equipmept. _ : |
, X |

|

representative from the Adminlstrative Nursing
team wlilireview 100% of the orientatlan records )
for new hires for one month, to verify Oxygen . ’ .
Safsty training Is provided and post test
successilly completed, After one month, a
random delecllion of 50% of new hirea recorda
* from acrgss all departiments will be audited for
three mopths, then 25% for three months, then
10% for {hree months. The finding of the :
monltorinly audits will be reported to the Quallty : |
Assurange and Assessmant Commitles. Based :

on the findings, the quantities and frequency of
the auditz may be Increased by the commilttes,

* Admir:‘}strator or Quallty Assurance Committes

* The Qualily Management Specialist or the : : .
Raglonal|Director of Opsrations wiil audit ' : :
documer\ atfon of the fachity'a monitaring and
lraining activities to velidate ongoing compliance.
Initial audit was conducted on 03/27/13 by the
Quality Management Speclalist. Repeat audits
wiil be conducted weekly for four weeks, then
every twg wesks for elght weeks, then monihly
times thrée months.

|
|
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F 323 | Confinued From page 19 . Fazm

! **The sufveyors vaildated the corrective action
I taken by fthe factlity as follaws: ‘ |
] H

| were guspended, on 03/27/13 at approximately
1 12115 PM, and thet slgna were posted to prevent

* Observations verifiad Beauly Shop operations i
!
I oxygen tfse in thls area. The Beauty Shop was - |
!
|

I
' not recpéned, as of the completion of the survey,

i on 03/28/13 et 4:30 PM.

E A copy of the Oxygen saturation records was :
l recelved by the survey team and Included in the '
i recerd review for Resident #11, #13, #14 and '

 #16, who were identified by the Administrator, as
i having utilized oxygen and the halr dryer, in the

| Beauly Shop,

| Record réview for Resldents #11, #13, #14 and
#16 {wha were |dentifled as the residents who
used the(halr dryer In the heauly shop while each
i rasldent Was recelving oxygen) revesled the

i residents were reviewed on 03/28/13, to
determing If resldent oxygsn safely concerns
were met,

Areview bf the letter sent to the physlclans
revealed the lelter was sent to the physlclans and
addraased the removal of oxygen for salon
servicas. |A review of the Beauty Shop Flan
procedures and plan revealed it addressed the
the procedures that should be followed when &
- .+ regldent on oxygen expressed the desire to use :
i the beeuty shop. Tha plan identifies the ' ;
- resident'd name, MD orders on whether to '
| remove oxygen while the halr dryer Is In use and
| for how Ig ng or the heir dryer cannot be used. in
! addition, |t states the oxygen must be off for tan
i minutes prior to halr dryer use,
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: Areviewlof the Pollcles and Guldelinas revealad

; they werp revised on 03/27/13 to address the use
i of the hajr dryer in the beauty shop on residents

| who used oxygen.

Racord rpview of ingervice sign in sheets
valldated the complstion of all tralning of staff on
03/28/13 related to the oxygen pollcies and
guidelings. Interviews with the Staff Development
Couordingtor (SDC), Medlcal Record Alde,
Occupstional Therapy Asslstant #1, Cook, RN #1,
#2, and #3, Malntenanca Director, LPN #1 and
#2; SRNAs #1, #2, #11, #12, #13 and #14;
Distary Alda (DA} #1; Carlifled Medlcation
: Techniclan (CMT) #1 and #3; and Laundry Alde
I #1 on 03/28/13 at 11:00 AM, 11:08 AM, 2:35 PM,
2:44 PM] 2:45 PM, 2:55 PM, 3:00 PM, 3:05 PM,
3 10 PM]3:15 PM and 3:25 PM respectively,

i revegledithe staff recelved the tralning related to
the oxygen polley and procedures regarding the
need to grevent oxygen related fire hazards and
completdd the post-test. The survey leam
ldantiflad one laundry worker had not bean
tralned pflor to working the floor, The SDC had
falled to {rain a laundry worker, who startad the
shift at 200 PM on 03/29/13. The education was
! providedilo this employee, by the SDC, on
03/28/13} Interviews of the above ataff,
completed by the survey team on 03/28/13,
revealed tha staff was able lo verbally
demonstiate understanding of the new policy.

The Beauticlan was interviewsd on 03/28/12 at
2:00 PM |and wag able to varballze
understs}\dlng of the pollclea. Further Interview

with the Beautician and Administrator revealed six

bonnet {yps halr dryers wers purchased,

l The squy team reviewed new materfal included
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i In the o&lrsntatfon process and the SDC was ‘ '
| Interviewled regarding the changes for new i
; employeas on 03/29/13. ' ' :
i i
! Interview with the Administrator end Quality '

| Management Specialist on 08/26/13 reveeled

! tralning was completed with the Adminlstrator to
i review the responsibllities of effectively

. administering end maenaging tha day to day

| operation of the facllity,

Interviews with the Adminlstrator, Director of
Nurslng and Staff Developmant Coordinator on
03/28/13jrevealed lhey were aware of the rounds,
audlts, rqview of new hire records and monitoring
they werg reaponslible for to ensure the sctlons
putin pldce were being followad,

| A raviewlof the sudlt conducted on 03/27/13

' relatad tg the documentation of the facllity's

| monitorirlg and training activities revealed no

| coricerng wers identified. An interview with the
Quallly Management Specialist on 03/28/13
ravealedishe was aware she would be suditing

with the Administrator end Director of
n 03/28/13, confirmad there was a

! surance Commiftes mesting haid on

| 03/26/13lo review the slleged deficlent practice
; &6 wall a5 the plan for removal end ne further
racommendations werae idantifiad, ;
F 441 483.65 INFECTION CONTROL, PREVENT ' F 441 -
SS=E | SPREAD, LINENS : : !
l \

The factily must establish and malntaln an
Infaction Control Program daalgned to provide &
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AND PLAN QF CORRECTION IDENTIFICATTON NUMBER: A BUILDING COMPLETED
e 185313 B. WiNG 04/16/2013
NAME OF PROVIDER OR SUPPLIER ATREET ADDRESS, CITY, ATATE, ZIP CODE
CREEKWOOD PLAC .NURBING & REHAR CENTER, INC 893 £ THIRO STREET
' RUSSELLVILLE, KY 42276
(o BUMMARY BTATEMENT OF DEFICIENCIES : )] i PROVIDER'S PLAN OF GORRECTION | st
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFX (EACH CORRECTIVE ACTION SHQULO BE ; COMPLENON
JAG - REGULATORY OR LBC IDEMTIFYING INFORMATION) . TAQ : CROBS-REFERENGED TO THE APPROPRIATE I DATE
! : DEFICIENCY) :
| ¥ ! I
| . !
F 441 Continudd From page 22 ; F 441’
 gafe, saritary and comfortabls environment and ) . P :
to help prevent the development and irensmisaion . . f&a.!ﬁ% INFECTION CONTROL, PREVENT SPREAD, |
of diseage and infaction. : : i
It Iz the normal prectice of Creekwood Place Nursing and |
\ Rahab Centar to establlsh and malntaln an Infection ;
{a) Infastlon Control Program ! contrral Pﬁgmn&i datigned todprc\:‘ldll 1 sifs, :'p:‘my ad |
. . * comfortable envirenment end to he revent the
| The facillly muet establish an Infection Control : . development And transmisslon of difeace and nfection, |
Programjunder which i « * Corrective Mansures for Ruslduat Jdgndifiad In bt
(1) Invesligates, controls, and prevents infections . daficlengyi
I 4y ar i
i in the fagllity; : : :esidenti #1‘? cam;taleted ?er&ﬁurée otl al:llbloti:sé end i |
: i i © has no signs/symptoms of a UTH, Contact precautons i
i (2) Decides what procedures, such as ieolation, , - were dlscontinued. Ne resigents were specifled
| 8hould b applled to an individual resident; and ‘ ragarding storage of parsenal care equipment.
| {3) Malntalns a record of Incidents and corrective or racldants ,
| actlons related to Infections.
Leb & lnfectlon contro] reaorts were sudited by the DON [
(b) Prevanting Spread of infection . wortanted Nonamisilon Ensed Holtban procsuimeT |
(1) When the Infection Control Program ' . [dentits residants win posced Ieolation precauion tons |
. 4 . Cautioh H
determinps that a resident noeds lsolatlon to : to Beguze that appmprlgte Personst Pro?eczsve Eclauipg'ln:nt ;
) ; i vr&t prasant 25 pacifled on posted precaution slgns; and
prevent the spread of infection, the facility must . to Identify any badpans, bath basing and uriasle thor :
lzolate the resldent, * were net fmfeﬂ lat?‘eli% %r'lud marfzds'; fsqul:ment rlounds :
© o yyare conducta a on . Ahy equipment
' (2) The faclilty must prohiblt employees with a . no:’pm%mydlg’%elgé'rnd“(tomd wiag dl'?can#ag .-iﬂu !
. replaced, Additlorally el personsl hyglans aquipmant H
commt_m cable dlsaafse or Infected skin lesians ‘ Jueh 53 Bed oohs, Werh besing nd urnate wee i
from dirept centact with residents or their food, If ) ?tsﬁweghonlmm atthe z{ma gl’rﬂg:cwen 10 tha naw
1, v ) acl . 4 [lame wera replaces w ey cnes upon
direct contact wilf transmit the disease. . * arrival In thelr new roeme. All parsonal care ttamspwere
(3) The facliity must require staff to wash thelr . + labeled, covered and stored sppropriately by the
. atslgned cara givars on 4/9713,
hands affer each diract realdant eontact for which !
hand washing is indlcated by accepted . flsnauces mplementad or ;
rofassianal practice, . -
P p : Bducation was conducted with nuralng stalf, Ingluding
: . llcensed nurses, medication nfdes and nursing asslstants
(c) Linent : A e Sl Develoement
neter an. L1h 1] staffon B
Pergonnel must handte, store, process and : L 5tafleuvuh1ptr°n?n§ (i:oordlnarlo;\ toirelm'orc? the.
. rRquiremen abel pargona &na aguipmant, ta
tranaport|inens so as o prevent the spread of : cover badpans and sﬁre sl equ’;gmem lﬁ the designated
Infaction, . lacations foc aach tam. Additlonal education wes
: : pravided by the Unlt Menagers beginning on 8/8/13tc ha |
complatad by 8/23/13. Anyone nat tralned by 5/21/13 !
will be trealned priorto wriﬁnq thair naxt scheduled shifr,
;E% EufslréguAan;:nlsmﬁvn lud?lr: !n;iudlnq {bhe FON.
, and Unlt Managerd ag weil ag the Rehod Diractar
This REQUIREMENT Is not met as evidenced : - were provided trining on 3/3/13 regarding utilzation of
by: - CDC Guldalines for datarmining appropriata pracautions
Y ] , . : to be Implemented, provition and storage of Parsonal
Based o observation, interview, racord review, : i
and facllify pollcy review, it was determined the : : ;
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB ND. 0838-0391
STATEMENT OF DEFICIENGIEE r1) PROVIDERISURPLISR/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTIGN IRENTIFICATION NUMEER: A BULDING COMPLETED
| 185313 R. WiNG 04/15/2013
NAME OF PROVIDER OR[SUBPLIER ETREET ADDRE 38, CITY, STATE, 2iP CODE
L NURSIN E CENTER. ING 683 E, THIRD 8TREET
CREEKWOOD PLACE SING & REHAR CENTER, RUSSELLVILLE, KY 42276
(4o E}J SUMMARY STATEMENT OF DEFICIENCIER D ! PROVIDER'E PLAN OF CORREGTION (8
PREFIX {EACH DEFICIENCY MUST BE PRECEOEC BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE , COMPLETIDN
™ | REGULATORY OR LSC 10ENTIRYING INFORMATION) TAG CROZS.REFERENCED TO THE APFROPRIATE :  DaTe
; 1 DEFICIENGY) !
[ ’ i
F 441! Continuefd From page 23 Fd41, (Pad1 cont) I
facliity falled to snsure proper Infectlon control ' :
! :;r?‘::ciur} s were followed for one resldent (#18) protactive Equlpmant SFPE) pnd wera provided with
elzoted semple of twanty-seven (27) coples of Appandix A of the CDC's 2007 Guldeilna for |
residents, Resident #18 was diagnosed with Isciation Precautlans; Praventing Transenitslon of i
] n .
Escherichia Coll (E-Colt) Extended Spectrum :dgln?s‘%ti%: Nurses, "23“ ?-Lllzggggsﬁhw r:: ::‘t DoN ;
on 10
Bela-Laclamase (ESBL) In the urina with a o prote in‘:ﬁsf{;,};,:é be canducted with turdoaprior 5 /22/13
» | ' H bapgl r next shift. A post tastw H
Conta Precaulans” sign n placs outside oy o ormaion e |
his/her rgom which specified to wear gloves and Dirgctar af Nursing will be rasp?nsit:mrfto frm{;d&g!r et |
gown when sntering a room or cublcla; however, arranga for pianned aducatian for steft prior ta thalr next
thers wag no evidence of gloves or gowna “ . wnln !
outslde the resident's room. Registered Nurse Comgllanca:
(RN} #2 \vas obsservad entering the resldent's Rour wil ve canducad by the unt Managers daily on
A K G , b tor for ré3gnce o
Foom withaut & gown. m‘:: }’nﬁmz‘g‘lﬁ b; {f\ I:n;zgigus condlelor? end to obsarva
for personnl equipmant storege. 100% of residents with
In addition, the facility failed to ensure bedpans, known Infactions pracesses wllt i obsarved doring the
bath basine, and urlnals wars Jabeled, bagged monlzahg thrai?’ zémaur\:[u:n& IfF fo‘;cagngfagul:;:mf%e
- 1 naln
and storqd properly In sl resident rooms to o the GAP! brsatry for raview and modincation
| prevent the poselble spread of infections. of the pian as indicated, i
5 The findings Include: IE
A review pf the facliity's Infection Prevention and :
Conirol policy, last revised 01/17/13, revealed |
the facility would investigate, control, and attermnpl |
to prevent the development end tranamlaalon of ]
Infectiong. The facliity would Identify any resident |
with & polential Infaction and should provide I
approprigte nursing imtervention, The facllity i
; shoutd provide precaulionary measuras to i
* prevent the spraad of polentlal Infection, while i
| monitoring resident's progrese and isolation |'
| precautions should be followed when indicated, ,
1. Arecprd review revealad Resldent #18 was )
originallyjadmitted to the facility on 04/11/12, The
resident was transferred to the hospital on
03/30/13 and was readmitted on 04/10/13, with e
diagnoaslq of Escharlchia Colt {E~Coll) Extendad
! Specirun) Beta-Lactamase {ESBL) in the urins. _ i
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEPICIENCIES {X1) PROVIDER/BUPPLIER/CLIA {(X2) MULYIPLE CONBTRUCTION {#3) DATE SURVEY
AND PLAN OF CORRECTICIN IDENTIFICATION NUMBER: A BUILDING COMFLETED
185313 B. WING 04/15/2013
NAME OF FROVIOER OR|SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
- NU ER.ING 802 E, THIRD STREET
CREEKWOOD PLACE NURSING & REHAB CENTER, | RUSSELLVILLE, KY 42276
(xe}ip SUMMARY STATEMENT OF DEFIGIENGIEB : D , PROVIDER'S PLAN OF CORRECTION i )
PREFIX . (EACH DEFICIENCY MUST EE PRECEDED BY FULL P PREF {BAGH GORREGTIVE ACTION SHOULD BE i COMPLETION
TG REQULATORY OR LEC IBENTIFYING INFORMATION) Y- I CROSS-REFERENCED TO THE APPROPRIATE i OATE
: F X | DEFICIENCY) .
1 .
F 441 | Conllnueld From page 24 F 441 !
: The ré¢sldent had a urinary catheter upon
| admlaslop. i
|
An ohssrvation, on 04/15/13 at 9:45 AM, revaalad !

1 & 8lgn outslde the room for Rasldent #18
i Indieating "Contact Pracautions,” The sign
| spaclfied|te do the following:

a). Wear gloves when sntaring room or cubicle, _ _ |
| and wherln touching resident's intact skin surfaces, '
| or arlictss In close proximity. . !

f b). Wesr'a gown when entering room or cubicls
end wharllsver anticipating that clothing would : ’ '
touch raslldent ltams or potentlally conteminated : . :

! environmental aurfaces, ;

\ .

| An obseryation, on 04/15/13 at 11:00 AM,

revealed gloves, gowns, and goggles were

located Inslde the resldent’s bathroom, The

bathroon was located on the left after entaring i

the resident's room. There wag no avidence of :

gloves orjgowns ouiside the resident's room. An
obsgervaliph, on 04/15/13 at 11:20 AM, reveaied

Registerad Nurse (RN) #2 entersd the resident’s

room to gerform a blood glucoee test; however,

did not wbar a gown while In tha room.

An Interview with RN #2, on 04/16/13 at 11:20
AM, revegled & gown was hot necessary whan
enlering {he resldent's room as the resident's

Infection Was contalned in the urinary catheter.

i

[ An Interview with the Infectlon Control Nurgs and

the DON) on 04/15/13 at 2:25 PM and 3:10 PM,

raspactivply, revealad perscnal proteciive

. equipment {PPE) should be located on the door
outslde ﬂ!e resident's room, not In the bathroom.

! They expected staff to follow the instructions

FORM CMS-2687(02+98) Providus Voralana Obaalals Evant |0:NaT811 Facllty I 190309 If conllnuation sheal Faga 25 of 27

Gp/8c LB0L-9P6-0/2 GeUSY B UlEaH 1d POOMYB8ID Wd 95:p 1.} €102/2/8nY



PRINTED: 07/30/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR M;‘DEOARE & MEDICAID SERVICES OMB NO. 0938-0391
GTATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE EURVEY
ANO PLAN OF CORRECTIGN IDENTIFICATION NUMBER: A BUILDING COMPLETED
) 185313 B. WING 04/15/2013
NAME OF PROVIDER OR{SURPLIER STREET ADDRESS, CITY, ATATE, ZIP CODE
L N 883 £, THIRD ETREET
CREEKWOQOD PLACE NURSING & REHAB CENTER, INC RUSSELLVILLE, KY 42276
(41D BUMMARY BTATEMENT OF DEFICIENCIES o 1 PROVIDER'E PLAN OF CORRECTION ; {X8)
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1 {EACH CORREGTIVE ACTION SHOULD BE | COMPLETION
TWG REQULATORY OR LBC iDENTIFYING INFORMATION) TAG ] OROSS-REFERENCED TO THE ARPROPRIATE ! DATE
DEFICIENGY} 5
i ? +
| !
F 441 | Continued From page 25

! given related to contact precautions. Staff should
i weer a gpwn when entaring the resideni's room,
| 8ven if the resident's infaction was contalned In
!'tha urinaty catheter,

2. Arevipw of the facility's infection and Control
policy, lagt revised 01/17/13, revealed the facllity
should pfovide a aafe, sanitary, and comfortable
environment,

QObservations during the inltlal tour, on 3/28/13 at
9:40 AM [revealed the following items ware not
labeled and bagged;

&, An opgn urinal in Room #219's bathroom,

| b. Abedpan on the sheif and a bath basin on the
! back of the tellet in Room #2215 bathroom.

¢. Abath basin on the top of the sink In Room
I #303,

! d A batlJ basin on the shelf ih Room #304.
? e, Abailh basin on the top of 8 chest in Reom
#310.

An interview with Certified Nurse Alde (CNA) #5,

on 03/27/13 at 8:47 AM, revealed the nurses and

aldes wate supposed to label, bag and put

! bedpans,urinals and bath basing up after use,

|

i Interview|with Housekeeper #1, on 03/27/13 at

9:40 AM,jrevealed when she found bedpans or

; urinals oyt she placed them In & bag, She stated
third shifywas responaible for cleaning them and

the aldes|were responelble for labeling and

bagging them after uze.

Interview|with Licensed Practlcal Nurse #2, on

F 441"
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
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{%4)1D SUMMARY STATEMENT OF DEFICIENCIES i Ip | PROVIDER'S PLAN OF GORREGTION ; {x
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ; PREFIX {EACH CORRECTIVE ACTION SHOULD AE ! COMPLETION
TAG REGULATORY OR LEC IDENTIHYING INFORMATION) . TAG , QOROE8-REFERENCED TO THE APPROPRIATE DATE
_ : ! DEFICIENGY) :
| — :
F 441 ; Conlinued From page 26 F 441
| 03/27/18|at 8:44 AM, revealed the : i
1 bedpansiurinals should be stored In a plastic bag i
i In the bajhreom, rinsed efter avery use, cleansed :

| by night

labeled

shift, and thrown away if dirly, She

| stated sdme resldents kept them at the bedside If
able to uge, She revealad the items should be

Ith the resldent's name/room number

end all staff was responsible.

Interview; with the Dlrestor of Nursing, on
03/20/13|at 11:55 AM, revealed thers was no
policy for bed pan, bath basin or urinal storage
wheh not In use,
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FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185313

(X2} MULTIPLE CONSTRUCTION
A. BUILDING 02 - MAIN BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

04/08/2013

NAME OF PROVIDER OR SUPPLIER

CREEKWOOD PLACE NURSING & REHAB CENTER, INC

STREET ADDRESS, CITY, STATE, ZIP CODE
683 E. THIRD STREET

RUSSELLVILLE, KY 42276

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROWVIDER'S PLAN OF CORRECTION

(X5}

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPR
DEFICIENCY)

IATE DATE

K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 02.

PLAN APPROVAL: 2011.
SURVEY UNDER: 2000 New.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type I
(000). _

SMOKE COMPARTMENTS: Eight (8) smoke
comparnments,

FIRE ALARM: Complete fire alarm system
installed in 2013 with 16 heat detectors and 99
smoke detectors.

SPRINKLER SYSTEM: Compiete automatic dry
and wet sprinkier system installed in 2013,

GENERATOR: Type |l generator installed in
2013. Fuel source is Diesel.

An initial Life Safety Code survey was conducted
on 04/08/13. Creekwood Place Nursing and
Rehab Center was found in compliance with the
requirements for participation in Medicare and
Medicaid.

The facility demonstrates compliance with Title
42, Code of Federa! Regulations, 483.70(a) et
seq. (Life Safety from Fire).

K 000

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

TITLE

(X6) DATE

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

program paricipation.
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