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03/05/13 and concluded on 03/07/13 with
deficiencles cited at the highest scope and

| severity of an “E”. A Life Safety Code survey was
iniliated and concluded on 03/06/13 with no
deficlencies cited. The facility had the opporiunity
to correct the deficiencies before remedies would
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A standard health survey was initiated on 1. Staff assigned {o feed resident #17

and #19 weare re-educated on not
leaving resldents sitling without food
while others were eating. They were
instructed to gather additional staff or
have residents not attend the meal
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F 241 | 483.15(a) DIGNITY AND RESPECT OF E 241
S8=E | INDIVIDUALITY :

The taclity must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and review of
the facility's policy, it was determined the facility
failed to ensure staff assisled dependent
restdents in a dignitied manner during meals in
one (1} of two (2) nursing units. Facility staff
allowed dependent residents 1o sit unassisted for
up to 30 minutes during four {4) meal services on
the East unit while other residents were served
their meal. Staff were observed to be standing
over the residents during the meal service while
assisting the residents to eat. In addition, the
facifity faied to ensure residents wore clothing
that was clean and good repalr for one {1) of
twenty-four (24) sampled and three (3)
unsampled residents (Unsampled C).

The finding include:

#1 and LPN #3 were re-educated on
remaining seated when asslsting
residents with meals, Education In-
cludad dignity and respect for the
resldents who now required additional
assistance. This education and in-
slructicn was completed by the Unit
Manager, ADON, and DON,

Dining areas, including resident

rooms, were monitored on 03/08/13,
03/111/113-03/1513, 0311813-

03/22/13, and 03/25/13-03/28/13 1o
ensure staff remained seated while
feeding residents. The areas were
monitored by DON, ADON, Unit Man-
agers, Social Services, MDS Staff,

and Unit Secrefany's. Residents were
monitored coming in and out of dining
areas for soited or {attered clothing

and lssues were addressed Immedi-
ately by changlng resident's clothing,
Resldent's with forn or irreparable
clothing have had clothing removed
and guardians hava been Informad 1o
bring additional clothing for resident.
Resident rooms were audited by DON | Completipn
and Assistant Administrator, by :

y be excused from cqrreclg prgamn
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Review of the facillty's policy regarding
Restorative Dining Program, undated, revealed if
was the right of every resident lo recelve the
necessary care %o aftain the highest mental,
physical, and psychosocial well-being possible.
The policy stated well trained staff were availabla
with sufficlent time al meals fo carry out the task.

To ensure that every resident room has a
high back chair available, An Audit of
100% of the rooms was initially completed
on 03/27/2013.

All dining areas have been audited by
DON, ADON, Assistant Administrator and
Unit Managers fo determine the correct

Aumberofchairs-are-available-n-dining

Restorative-dining-wasdesigned-toprovide o
continuum of care for residents who may benefit
from individualized attention and supervision.

In-terview with the Director of Nursing, on
03/07/13 at 3:50 PM, the faciiity did not have a
policy for assisting residents during meals.

Review of the census matrix and the dining
assistance required for the the East unit dining
room reveated there were 71 residents. For the
Restorative dining, ten residents were assigned
with eight residents that must be fed by staff and
iwo resldents required minimum assist. The East
TV room had fifteen (15) residents with saven (7)
residents that must be fed and seven (7)
residents that required minimum to moderate
assist.

1. Observation, on 03/05/13 at 8:20 AM, of tha
Restorative dining area revealed ten {10)
residents in the room with two (2) stafl, At 8:40
AM there were two (2} Residents (Resident #17
and Resident #19) silting in the dining room. The
residents’ trays remained on the cart while the
two (2) staff were feeding two (2) other residents
each, ~

Interview during the Group meeting, on 03/05/13

areas, This was completed 03/29/2013,

3. Educalion is being provided on the loca-
lion of additional chairs if dining area
chalrs are occupied. This will be included
in the staff education thal siarted
032512013,

Meal schedule is being changed fo pro-
vide 2 different seating times in each din-
ing area, excluding the Green Dining
Room. This will be done by Unit Manag-
ers, Don, ADON, and Assistant Dietary
Director and Diatary Director. Residents
will enter dining areas at scheduled iimes,
This will ensure dependent residents ate
not silfing unassisted during meal times.
This will include and alternating schedule
for nurses, on both units, during meal
fime. Each nurse will have an assigned
dining area fo agsist with meals, Dining
areas incfude: Unit TV rooms, Unit Sun-
rooms, and restorative dining room. Green
Dining room will have dining fimes posted
outside the dining room. Dietary will have
a resldent sealing time and chart to deliver
meals according to tha! schedule. Meals
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at 11:15 AM, rovealed one (1) of eight (8) To ensure that residents dining together
rasidents in attendance stated meals were served will have meal trays at the same.ilma. The
late and they had addressed il with the ADON will be in charge of updating the
Administrator, One resident stated it would get meal seating arrangement weekly and
better for a couple of days then go back Io the posting in designated areas in each dining
sama thing. He/she also complained the- area. This is effective 04/08/2013.
residents at the same table are not always served Licensed and non-ficensed nursing staff
together, resulting in some residents walching the will-be-re-odusated by DON; ADON; Staff
others al the table ealing. Dsvslopment, Unit Managers and house
Observatlon, on 03/05/13 at 12:35 PM, of the _Supervisor ! beglr_mlng 04[01“20132 on
main dining room revealed four residents were at expectalions during meal time. This edu-
one (1) table with two (2) residents eating while cation Includes sitling wile feeding, pro-
the other two (2) were slill waiting. moting a peacefut, non-hurried almos-
. phere and providing a dignified dining
Observation, on 03/05/13 at 12:35 PM, of the experience. The educalion exlends to the
Restorative Dining area revealed ten (10) qualily and cleanliness of resident/patient
{ﬁg'rﬁ‘;2}38“5":‘nz”gn(;hzsgg:g:r:f::;;% an clothing, to ensure clothing is clean and
orange peel. Further observation revealed one free Ifro%t_egrs [0 Lholes t;elffore anqdaﬂ?r
(1) resident had a family member assisting meals. | his Includes assisling residents
him/her while two (2) stalf were feeding two {(2) with removing food parﬁcl_gs from ’E_‘P area
residents each. Three (3) residents were sitting after each meal and ensuring clothing Is
in the dining room waiting fo be assisted with their changed as needed before and after
meal while thelr trays remained on the tray cart. meals. Re-education staff on proper tray
) ] : passing to ensure all residents at a table
ﬂnetea';'ifa with R?S?fr:llm;e Aide #1, gnj_oalosdn? at have thelr trays before beginning to pass
: » Feveaied the irays were delivered a rays af another table. This education wi
12:00 PM. She staled they usually had two (2) :Jay t lel
e repeated monthly for 3 months, then
and occasionally three (3) staff lo assisi the I 3
residents. quartetly for 3 quarlers and gnnually by
the Staff Development coordinator, ADON
Observation of the East dinlng room, on 03/08/49 or Unit Managers, All Newly hired licensed
at 8:45 AM, found sixteen (18) residents with four and non-licensed staff will be trained dur-
(4) Centifled Nursing Assistants (CNA's) passing ing orientation by Staff Development Coor-
trays and asslsting residents. There was four (4) dinator. A collaborative post-test will be
residents at one (1) table and one (1) of those included to evaluate staff comprehenston. Completign
was eating breakfast. A CNA retrleved another of by:
04/19/2013
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the four (4) residents' trays and sat down to fead 4. Dining areas will be monitored for
that resident, while the other two {2) residents standing staff while feeding, quality and
femalned seated without being served at the cleanliness of resident clothing, and meals
same table. : being served appropriately by fable. Ob-
- servation will be done by DON, ADON,
nenagr, Dicor o Do, s
served with three (3) staft assisting six (6) ‘a“!}?"?;‘"io’ of.DleltaI’y, §octal S eIvices,
residents 1o eal. One (1) resident was observed At Uit SEcretary s for5 meafs per week
to be feeding himself/herself. Hesident #17 was for 3 months; then 3 meals per week for 6
in the restorative dining room until 12:20 PM months; then 1 meal per week for 3
befora being served histher meal. Months, Findings will be reporled fo QA
' Commitiee no less than quarterly for one
Observation, on 03/07/13 at 8:00 AM, during year. Resident rooms will be audited o
breakfast revealed the iray cart was arrived at ensure a chair is avallable in every room
sioned 1 1o rostoraive dining were e beginring wih on (1 haleach mon o
dining reom. There were three (3) staff assisting 8 Monihs; then 25% of rooms per hall
six (6) resldents. Two (2) residents who required every month for 4 monihs by DON, ADON,
assistance with feeding remained walting in the Assistant Adminisirator, Unit Secretary’s,
dining room until 8:30 AM when they received unit Managers and House Supervisor. The
their trays. : audit findings will be reported to the QA
Commitlee no less than Quarierly for one
interview, on 03/07/13 at 10:05 AM, with CNA #5 year.
revealed staff get their assignments every day
which tells them what the dining assignment
would he for the day. She stated staff was to help
with passing trays in all area's until their assigned
area cart came out to the floor, She stated there
was usually 2-3 CNA's assigned o the East TV |
room, She stated tham was about (G} . i
residents that needed to be fed and four {4) more
needed cuing and assistance, She stated some
residents had to wait to get their meal, especially
if there was only 2 CNA's In the dining reom. She
stated that's when the nurses should pick up and
help. She stated the facility had a couple of
meetings and talked about the nurses helping out Completign
by
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Continued From page 4

more during meal time; but ncthing had changed.
She stated it was not acceptable for residents to
have to wait fo get their meal. She went on to say
It was not fair for some residents to have fo wait
in the dining room to be served their meal just
because they cant speak or were confused.

Observation.during four {4) meal services, on

F 241

103/05/13 at 12:35 PM, on 03/06/13 at 8:45 AM

and 12:00 PM, and 03/07/13 at 8:00 AM, revealed
only one {1} nurse (Assistant Director of Nursing,
ADON) assisted with tray pass or feeding
residents on the East unit. Anurse from the West
unit was observed o help with tray pass in the
maln dining.

Interview with Licensed Practical Nurse {L.LPN} #1,
on 03/07/13 at 10:15 AM, revealed the Unit
Coordinator made the dally assignments. She
stated the nurses didn't have an assignment for
meal service. She siated if there was enough
CNA's to feed all the residents when the trays
come up then the nurses didn't help with meal
service, She stated the last time she hefped in
the dining rooms was on Tuesday in the main
dining reom. She denled they had a staff meeting
about the nurses helping out with feeding the
resident. She stated the residents should not
have to walt more than five minutes to be served
their meal. She stated the only nurse assigned
for dining was a nurse from the West unit io go to
the main dining room for meals to help with tray
pass.

Interview with LPN #7, on.03/07/13 at 10:25 AM,
revealed she believed that if there was seven (7)
or more CNA's scheduled on the floor they could
handie the meals. She staled all resldents in the
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restorative dining need to be fed and 95% of the
resldents in the East dining can feed themselves,
She stated they had three (3) CNA's in the
Restorative dining room to feed residents. She
stated it was not possible for a CNA to feed ihree
(3) resldents at one time; but didn't believe all the
residents were in the dining room at the same
time. She stated it was not right for residents fo

F 241
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rhaveto sitand watch other residents sating when

and meal service but stated they were usually

they are hungry.

Interview with the East Unit Manager, on 03/07/13
at 10:40 AM, revealed she had been at the facility
three (3} weeks. She stated they had four (4)
nurses on the halls and d desk nurse in addition
to her, assigned on the East unit. She stated the
nurses had not had an assignment for dining
service in the past. She stated the residents
should not have to wait to be fed and the CNA's
can only feed two (2) residents at a lime,

Interview with the ADON, on 3/07/13 at 10:50 AM,
revealad she was responsibla for restorative
dining. She stated the CNA's had complained
about having oo many residents to feed, She
stated the CNA's should not have {o feed more
than two (2) residents at a time. She stated she
did not know how many residents on the East unit
required totat assistance with meals. The ADON
went on to say she had been frying 1o ge! the
nurses lo be more involved with passing trays

passing medication during meals. She staled
residents should not have to wait tc get their
meals.

|

FORAM CMS-2587{02-8%) Previous Varslons Obsolste Event ID:YDB7H

Facifity 1D: 400570

If continuatlon shest Page 6 of 39




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:

03/21/2013

FORM APPROVED

OMB NO.

0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

185180

{X2} MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

03/07/2013

NAME OF PROVIDER OR SUPPLIER

NORTH HARDIN HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
5§99 ROGERSVILLE RD,

RADCLIFF, KY 40160

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY CR LSG IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

{X5)
COMPLETION
DATE

F 241

Conlinued From page 6

2. Observation of tunch in the Easlt Cining Room,
on 03/07/13 from 12:54 PM to 1115 PM, revealed
Cerlified Nursing Asslstani (CNA) #1 standing
over Resident #3 feeding the resident Junch and
Licensed Practica! Nurse (LPN) #3 standing over
Unsampled Resident C feeding the resident
lunch.

F 241

Plicd

H *. oy g " 4 R A 3
Anterview with-ONA# oM 0307/ 13 a2 o PM—

revealed she was supposed to be sitting while
feeding residents as it could make resldants' feel
nervous and affect how much they ate, The CNA
revealed there wers no chairs available in the
dining room at that time so she went ahead and
fed the resident while standing up. The CNA
revealed there were more people assisting with
the meal service then usual and all the chairs .
were occupied. However, the CNA revealed she
did not attempt to find another chair,

intervlew with LPN #3, on 03/07/13 at 2:00 PM,
revealed she should have been sitting while
assisting the resident with their meal. The LPN
revealed standing over a resident while they ate
could be Intimidating to the resident. The LPN
revealed there were no available chairs in the
dining room at the time of the meal service.

Interview with the East Unit Manager, 03/07/13 al
2:30 PM, revealed she had bean al the facility for
three (3) weeks. The East Unit Manager
revealed staff should not be standing white
assisting the r&sidents with meals. Tha East Unit
Manager revealed more help was needed during
the meal service; however, there are enough
chairs on the unit that the staff could have sat
down.
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Interview with Staif Development, on 03/07/13 at
3:40 PM, revealed the facility did not provide
training on meal service or assisting residents
with meals. The Staff Development revealed
residents would not feel comforiable and they
might feel tushed or hurried with their meal with
staff standing over them while they attempted to
eat,

Interview with the Director of Nursing (DON), on
03/07/13 at 3:50 PM, revealed staff should sit
while assisting residents to prevent issues with
dignity. The DON revedled she was not aware if
the facifity provided training or if the facllity had a
standard of expectation regarding meat servics.
The DON revealed she thought this was a
technique taught in training programs and was
common sense and did not think it wouid be an
issue.

3. Observation during initial Tour, on 03/05/13 at
8:30 AM, revealed a Certified Nursing Assistant
(CNA) was slanding up while assisting with
feeding Resident #18. No chairs were observed
in Resident #18's room at that time,

interview with CNA #3, on 03/07/13 at 3:01 PM,
revealed she thought staff should sit down next to
residents when helping them eat. CNA #3 stated
it could make the resident feel uncomfortable to
stand next to them while eating.

interview with Licensed Practical Nurse (LPN} #5,
on 03/07/13 3:29 PM, revealed staff should not
feed resident standing up, it would be more
personable {o feed them sitting down.

4, Observation, on 03/06/13 at 8:25 AM, revealed
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Unsampled Resident C was up in the wheelchair
in the hallway. The resident was found to have,
what appeared 1o be a dried, whitlsh, pale yellow

food particles about 3 centimeters in diameter on
the upper left thigh area of the navy biue sweat
pants.

Observation, on 03/06H3 at 12:50 PM, revealed

Ynsampted-Resident €continuet 1o have on the
same pants with food debride still in place,

Interview with the Family of Resident #17, on
03/07/13 at 09:45 AM, revealed the visitor came
svery day. He/she staied they had come in a
couple of times and found dried food particies an
the residents face and shit. He/She slated they
had not reported I; but just cleaned the resident

up.

Review of the medical record for Resident #17
revealed the resident was admitted on 04/18/14
with Diagnosis of Cerebral Vascular Accident with
Right Side Paralysls and Inabifity to Speak,
Review of the Annual Minimum Data Set {MDS),
dated 12/02/13, revealed the resident required
total assistance grooming and mobility.

Interview with the East Unit Manager, on 03/07/13
at 10:40 AM, revealed it was unacceptable for a
resident to have solled, torn clothing on. She
stated it was a dignity issue, .
F 278 | 483.20(d), 483.20(k)(1) DEVELOP F279

§5=D | COMPREHENSIVE CARE PLANS F-279
1. Resident #1 continuous refusal of care
A facility must use the results of the assessment was Care Planned on 03/07/2013 by So-
to develop, review and revise the resident's clal Services. Social Services discussed a
comprehensive plan of care. : :
Complelion
by ;
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The facility must develop a comprehensive care Psychialric evaluation with resident #1 and
plan for each resident that includes measurable family and they denied the services
objectives and timetables to meet a resident's Resident #15 adapfive equioment '0 ist
medical, nursing, and mental and psychasocial . X p quipment, CONSISt-
needs thal are identified in the comprehensive ing of Sippy Cups and scoop plate for
assessment. meals, was speciled on Care Plan on
03/18/2013 by Unit Manager.
The care plan must describe the services that are 2. Care Plan audit of all resident's with
tobefurnisted-to-atiainormaintainthreesident's adaplive equipment was conductedlo” )
highest practicable physicai, mental, and ensure that specific adaptive equipment is
psychosocial well-being as required under fisted on Care Plan. This was compleled
§483.25; and any services that would otherwise by DON and MDS Staff from 03/08113-
be required under §483.25 but are not provided 03/18/2013
due to the resident's exercise of rights under ’ .
§483.10, including the right to refuse treatment g?{jes:iagri;Eem#a?;ebn;:ﬁogdégggrg:\ngtl
under §483.10{b){4). )
S O residents to ensure refusal of care Care
. Plans are in place as needed. This was
This REQUIREMENT is not mef as evidenced completed by the DON and MDS siaff on
by: ) _ 03/29/2013.
Based on observation, interview, record review , 3. MDS Staff, Dietary Manager and Assis-
and policy review,  was determined the facility -~ fant Diefary Manager, received education
{ailed to develop a comprehensive care plan that on adding specific ad'aptive equipment to
addressed refusal of care and dletary Care Pl 03/'1 8/9013 by DON and
needs/devices for two (2) of twenty-four (24} are Flans on Y an
‘sampled residents and three (3) unsampled ADON. Dietary Staff are belng re-
residents, Resident #1 in regards to refusal of educated on providing a different 2-
care and Resident #15 in regards to dietary handled cup with lid for each beverage on
needs and devices. the meal fray when that type of cup is or-
dered, In-service will begin 04/01/2013
The findings include: and be presenied by Dietary manager,.
Assistant Dietary manager or Registered
N'o po,"‘fy could b.fh%o"ig.ed ?" i”?';ﬁ”g. acare Dietician, Staff geveiop%}ent Coogrdinator
plam. interview with the Director of Nursing . ; :
DON), on 03/07/13 at 3:50 PM, revealed the will be resptl)nslbl? for educa'ting new em-
§acility) utifized the Resident Assessment ployees dqnng onientatlon, Llcensgd furs-
instrument (RAJ) manual as the facility's policy Ing staff will b? re—edgcaied on wrifing .
and procedure for developing a comprehensive Silleciﬁc adaptive equipment on Care Eomplet; n
' Plans. ¥ !
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' responsible for assessing and addressing all care

plan of care,
Review of the MDS 3.0 Manuval, Chapter 4,
Section 4-6, page 4-8, revealed facifiles are

issues that are relevant to individual residents,
regardless of whether or not they are covered by

Both licensed and non-licensed staff will
be re-educated to ensure proper adaptive
equipment [s In place when passing trays.
This will be presented by DON, ADON,
Staff Development, Unit managers and
House Supervisor beginning 04/01/2013.
Staff will complete a posi-lest after the

the- RAH42 CFR-483:20(bY); inciuding monitaring
each resident's condition and responding with
appropriate interventions. Section 4-7, page 4-10,
revealed the care plan is driven not only by
Identified resident issues and/or conditions but
also by a resident's unique characteristics,
strengths and needs. A care plan hat is based on
a thorough assessment, effective clinicat decision
making, and is compatible with current practice
can provide a sirong basis for optimal
approaches to quality of care and quality of flife
needs of indjvidual.residents. A well-developed
and executed assessment and care ptan Inoks at
each resident as a whote human belng with.
uniqus characteristics and strengths; and
provides information regarding how the causes
and risks assoclated with issues andfor
conditfons can be addressed to provide for a
resident’s highest practicable level of well-being.

1. Observation of Resident #1, on 03/05/13 ai
3:38' PM, revealed the resident was refusing to
take a shower in the shower room.

Review of the clinical record for Resldent #1
revealed the facility admitted the resident on
05/19/11 with diagnoses of Rehab Services,
Congestive Heart Failure, Hypertension, Mental
Disorder, Ischemic Heart Diseass, Aorlic

eqUeation fo evaluate understanding.
Tests will be reviewed by DON, ADON,
and Staff development. This education will
be repeated quarterly for 3 quarlers then
anntzally, All newdy hired licensed and non-
licensed staff will be educated during ori-
entation by the Staff Development Coordi-
nator.
Staff Education will be provided for all
licensed staff that participates in the care
planning process beginning 04/01/2013.
Staff will be educated on the facility prac-
tice of charling cn any resident that re-
fuses care; o include refusing treatments,
medicaiions, bathing, eating, ect, They will
also leam to report such incidents to So-
cial Services for follow up if needed. This
will be presented by Don, ADON, Siaff
Development, Unit Managers, and House
Supervisor beginning 04/01/2013. Nurse's
will complete a Post-test after education to
evaluate understanding. Tests will be re-
viewed by DON, ADON, and Staff Devel-
opment. This education will be repeated
quarterly for 3 quarters and annually. All
newly hired licensed staff wilt be educated
during orientation by the Staff Develop-

ment Coordinator. Compld

tion

by :
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Coronary Bypass, Cardiac Pacemaker, Late
Effects Hemiplegia, and Hyperlipidemia, Review
of the Quarterly MDS, dated 01/10/13, revealed
Hesident #1 had a BIM score of 13, which meant
the Resident was interviewabte.

Review of the plan of care revealed there was no
care plan to address the resident's refusal of
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4. The DON, ADON, Unit Managers or
Unit Secretary's will observe a minimum of
5 meals per week for 3 months to ensure
proper adaptive equipment is in place on
meal irays. Observation of meals will con-
finue with 3 meals per week for six months
and then 1 meal per wesk for 3 months.

care. Hhefinding Wil be-reporied-to the QA
Committee no less than quarterly for one
Review of the nursing notes, dated 12/16/12 at year.

6:00 PM, revealed the family was aware the
resident was pulling off dressings and refusing to
wash his/her hands or alfowing slaff to wash
his/her hands. Nursing notes, dated 12/21/12 at
12:30 PM, revealed Resident #1 was up in the
wheelchalr, sitting with his/her brief on and
refusing to get dressed. The nursing notes, dated
12/25/12 at 9:00 PM, revealed Resident #1 was
refusing to allow bandages {o be changed on his
head, The resident was unhappy with the
Centitled Nursing Assistant {CNA) for changing
the bedding and cleaning room. The CNA
explained all bedding and dirty clothes had to be
changed, after much debate, the resident allowed
the CNA to clean him/her up. The resident stilt
refused o have the bandages changed to the
head. The nursing notes, dated 12/30/12 at 2:00
PM, revealed Resident #1 was refusing to have
head wounds cleaned and the dressing applied,
The nursing notes, dated 12/30/12 at 9:36 PM,
revealed Resident #1 was stilf refusing ali
treatments and the residemt was educated onthe
importance of the dressing changes to his scalp.
The nursing notes, dated 01/07/13 at 1:00 PM,
revealed the resident was refusing dressing
changes. Further nursing noles, dated 01/07/13

at 4:30 PM, 7:45 PM and 10:00 PM, revealed the

MDS Slaff, Assistant Dietary Manager and
Dietary Manager will audif care plans fo
ensure adaptive equipment is writien cor-
rectly. This will be done with every Quar-
terly and Annual MDS Assessment and
during Care Plan meefings quarlerly, for
ne less than a year. Findings will be re-
ported to QA Committee no less than
quarlerly for one year. A 25% audil of
Caretracker decumentation in regards to
refusing care will be done monthly for 6
months and then quarterly for 2 quarters
to ensure that Care Plans are in place for
refusal of care, This will be done by DON,
ADON, Assistant Adminisirator, Unit Man-

- agers, Staff Development, Social Services

and MDS Staff, Findings will be reported
lo Soclal Services Director and reporied to
the QA Commitlee no fess than quarterly
for cne year.

Completign
by :
—04/16/20113
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Continued From page 12
resident refused dressing changes as ordered.,

Review of the Social Services notes, dated
01/15/13, revealed Resident #1 was alert and
orfented x 3 {person, place, time). The resident
was verbally responsive antl able to make his/her
needs known, Resident #1 continued to follow up
with dermatologlst related to lesions on the scalp;

F 279

- however, Resident #1 continued to refuse daily

ireatmenis by the nurses.

Review of Resident #1's Meal Intake Detail
Repor, revealed from 12/06/12 through 03/06/13,
Resident #1 was eating partial meals or refusing
to eat meals and alternatives.

interview with Cetifled Nursing Assistant (CNA)
#7, on 03/07/13 at 9:23 AM, revealed Resident #1
had some behaviors (ike refusing care and yelling
at staff.

Interview with Licensed Practical Nurse (LPN) #4,
on 03/07/13 at 9:28 AM, revealed she had noticed
Resident #1's behaviors. Resident #1 would say
things like hefshe did not want something or
wanted lo just go to slesp. When Resident #1
had the leslons on histher head, the resident
would pick at them. Resident #1 would aflow me
fo apply the-treatment but would not aflow for the
bandages to be placed. The Doctor wanted the
lesions bandaged so the resident would not pick
at hisfher scalp. LPN #4 stated Social Services
was aware of Resident #1's behavior.

interview with the Socfal Services Assistant
Director (SSAD), on 03/07/13 1:18 PM, revealed
when a resident was newly admitted the resident
received an Initfal assessment from Social
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Continued From page 13

Services and then the resident was evaluated-
quarterly and annually. The Assistant Social
Services Director stated she looked at the care
tracker reports, the nurses notes and interviewed
the residents themselves to obtain information.
The SSAD stated no nursing staff had come o
her requesting a psychiatric evaluation. The
SSAD stated she never saw his behaviors as

F 279

behavior, but as his/her personality which' wasa -
very aggressive parson. The SSAD stated when
the resident refused care he/she had a reason.
Resident #1 did not like io be told what to do.
He/she had to decide when hefshe would iake a
shower. The SSAD further stated he/she should
have developed a refusal of care care plan. The
SSAD stated she was the one who inltlated the
behavior care plans.

2, Observation of the lunch meal service, on
03/06/13 at 1:00 PM, revealed Resident #15 was
delivered a meal fray with one (1) two handled
cup wiih a #d and three (3) different types of
fiquids. A glass of water was in a regular cup with
no straw, an orange liquid was in a regular clear
glass with no straw, and ihe health shake was
opened by a siaff member who placed a straw in
the carton, The 2 handled cup was filled with
coftes, the staff member poured some of the
health shake info the cup of coffee and covered it

_with the lid. The straw was then place through

the lid and Jeft the rest of the shake In the carton
with no straw. The resident made no attempts to
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Coentinued From page 14
drink the liguids that were not in a 2 handled cup.

Observation of the breakfast meal, on 03/07/13 at
8:35 AM, revealed the resident's coffee was in the
2 handled cup with a lid and straw. However, the
residents milk, orange juice and cranberry juice
ware still In their original cartons with no straw,
Na other 2 handled cups were noted an.the tray

F 279

"

“[-and ihe resident made no attempts g pickup the |~

fluids not In the facility recommended sippy cup.

Observation of the funch meal, on 03/07/13 at
12:45 PM, revealed the resident's meal tray did
not have any 2 handled sippy cups with fids.

Review of Resident #15's tray card and Distary
Resident Profilte Report, not dated, revealed the
resident was o recelve a sippy cup. Review of
the facllity's comprehensive plan of care for
Resident #15 revealed the resident was at risk for
alteration in nutrition and insufflcient fiuld intake.
However, the facility lisied an approach to use
special equipment to help the resident be more
independent, but did not list what equipment was
tc be used. Review of the Certified Nursing
Assistant's {CNA) plan of care revealed the
resident did not have any type of assisted devices
fisted to aide the resident in eating independenitly.

Beview of the clinicat record for Resident #15
revealed the facility admitted the resident, on
12/05/07, with the following diagnoses:
Alzheimers, Congestive Heart Failure,
Hyperension, Depression, Dementia, and
Anxiety. Review of Resident #15's Quarterly RAI,
dated 12/17/12 revealed the facility assessed the
resident as needing extensive assistance with
eating and a-mechanlcally aftered diet. Review of
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the Quarterly Nuirition Assessment, dated
1211712, revealed the resident's self feeding
ability required a sippy cup, scoop plate, and
assistance setling up the meal tray resuiting in
the resident having the ability to feed themselves.
The {acilily assessed the resident as requiring a
two (2) handied cup with alid due to an inability to
drink out of a regular cup and a resident change
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form was submitted to the dletary department on
06/05/12.

Interview with CNA #2, on 03/07/13 at 1:00 PM,
revealed the 2 handled cup was used io prevent
the resident from spilling their drinks. The CNA
revealed the resident was assessed as having
tremors fo Llheir arms and was having difficufty
using a regular cup., -

Interview with Licensed Practical Nurse (LPN} #1,
on 03/0713 at 2:15 PM, revealed the resident did
require the use of a sippy cup {o enslre proper
nutrition and hydration. The LPN tevealed she
was hot aware the care plan did not direct what
type of adaptive equipment to use. The LPN
revealed a potential for the resident to not receive
the cup if not specifled-and individualized to that
resident's assessed need. The LPN revealed it
was the nurses responsibility to ensure the CNA
care plans were developed, correct, and updated
as necessary to ensure the needs of the resident
were belng met.

Interview with the Unit Manager, on 03/07/13 at
2:30 PM, reveatéd-the resident's adaplive
equipment should be listed on the care plan and
identified by name as fo which device to use,
The Unit Manager revealed a potentlal for the
stalf to not know what ems were needed o
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ensure the resident had as much independence
as possible. The Unit Manager revealed she
was new fo the facility and had nof identitied a
problem with care plans end was not monitoring
to ensure the comprehensive plan of care
specified the resident's Individual needs.
interview with the Minimum Dala Set {MDS)
Coordinator, on 03/07/13 at 3:15 PM, revealed
Resident #15's old care plan did list which
adaptive eguipment was assessed as a resident
need. However, during development of ihe
09718/12 comprehenslve plan of care, the items
were removed and replaced with a general
stalement. The MDS Coordinator revealed she
did not know why it was removed but said the
Information should be on the care plan to ensure
the resident received the appropriate items. F-280
F 280 | 483.20{d}{3), 483.10{k}(2)} RIGHT TO . F 280 : :
55-D | PARTICIPATE PLANNING CARE-REVISE CP ;ﬁ%e;f:gaiwi?m::ﬁt?i\t'gggflid
| The resident has the right, unless adjudged at Risk (NAR) program. Resident,
Incompetent or otherwise found to be Family and MD are aware of status
incapacitated under the laws of the State, io : '
particlpate in planning care and treatment or ThI.S was completed Dr,' 3/51 3, by
changes in care and treatment, Unit Manager and Assistant Dietary
Manager. Registered Dietitian evalu-
A comprehensive care plan must be developed ated and assessed
within 7 days alter the completion of the 2 An audit of all '.d { weight
comprehensive assessment; prepared by an - Ah auditor all resident welg
interdiscipfinary team, that includes the aftending changes was conducted on 3/5/13 by
Fhﬂs{jcm’iﬁ registeéecj( t:wrse with retspotnstift{i!ilv "DON o ensure significant weight
or the resident, and other appropriate staff in i
disciplines as determined by the resident's needs, gha?ges Wergfddressed.qnd rest
and, lo the extent practicable, the particlpation of- ents were added to Nutritionally at
the resident, the resident's family or the resident's Risk {(NAR) program.
legal representative; and periodically reviewed .
and revised by a team of qualified persons after Completidn
by :
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F 280

each asSessment,

Only restdent #1 had a significant weight
change that was not phystcian prescribed.
Resident #1 was placed on NAR
03/05{2013.

MDS Staff were re-educated on reporting
all welght-changes addressed in MDS
iecord, to Dietician, DON, ADON, and Unit

This REQUIRFMENT is not met as evidenced

|'W] ke ol W1 3 AN INGHGOAD
Itanagersihisarenred 03282613 —

: by. e

"a fourteen (14) percent weight foss in three (3)

Based on interview, record review and policy
review, it was determined the facliity failed to
revise a weight loss plan of care for one {1} of
twenty-four (24) residents and three (3)
un-sampled residents, Resident #1 in regards 1o

months.
The findings include:

No poficy could be provided on revising a care’
plan; however, the facility utilized the MDS 3.0 as
a reference.

Review of the MDS 3.0 Manual, Chapter 4,
Section 4-6, page 4-8, revealed facilities are
responsible for assessing and addressing all care
issues that are relevant io individual residents,
regardless of whether or not they are covered by
the RAl (42 CFR 483.20(b)), including monitoring
each resident's condition and responding with
appropriate interventions. Sectiori 4-7, page 4-8,
revealed the care plan must be reviewed and
revised periodically, and the services provided or
arranged must be consistent with each resident's
written plan of care.

Review of Resident #1's clinical record, revealed
the faciiity adinitted the resident on 05/19/11 with

MDS Slaff will glve DON the Casper Re- -

port fo review quarterly.

3. All licensed and non-licensed staff will |
be re-educated on documenting of meal
consumption. This will include alternative
meals, meal replacements and additional

- portions of meals. This will be presenied

by DON, ADON, Staff Development, Unit
Managers and House Supervisor begin-
ning 4/1/13. Nurses will complete a post-
test after the education to evaluate under-
slanding. Tests will be reviewed by DON,
ADON and Staff Development. This edu-
cation will be repeated quarterly for 3
gquarters then annually. All newly hired
licensed and non-Hicensed staff witl be
educated during orenlation by the Staff
Development Coordinator. Licensed nurs-
ing staff will be re-educated on the proper
way lo dispense meat supplements such
as Ensure. This education will include
how lo properly document ihe consump-
fion, initiating the supplement on the Care
Plan and providing dietary department
with appropriate paperwork to ensure
availability of supplement.

Completi¢gn
by:
04/

19/201B
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F 280 | Continued From page 18 F 280 This will be presented by DON, ADON,

diagnoses of Rehab Services, Congestive Hearl
Failure, Hypertension, Mental Disorder, Ischemic
Heart Disease, Aortic Coronary Bypass, Cardiac
Pacemaker, Late Effects Hemiptegla, and
Hypetlipidemia.

Review of Resident #1's weights, reveaied on

Staff Development, Unit Managers and
House Supervisor beginning 04/01/2013,
Nurses will complete a post-test after the
education o evaluate understanding.
Tested will be reviewed by DON, ADON,
and Staff Development. This education will
be repeated quarlery for 3 quarters then

December 2012 Resldent #1 weighed 212

14 A 1. 1 98- 11 i §.- LL 31}
—annually-Attnewly hired-fcersed staffwitt—

pounds;endanuary 20+3 Resident#1 waighed
191.04 pounds and on February 2013 Resident
#1 weighed 180 pounds.

Review of Resident #1's recent Quarterly MDS,
dated 01/10/13, revealed Resident #1 had aBiM
score of 43, which meant the Resident was’
interviewable. Further review of the Quarlerly
MDS, revealed Resident #1 was triggered for a
weight loss that was not a physician prescribed
weight loss regimen.

Review of Resident #1's Meal Intake Detail
Report, revealed from dates 12/06/12 through
02/28/13 Resident #1 refused twenty-one (21)
meals, though the facilily offered allernatives no
one identified the causal factor, risks, or the need
to fevise the care plan for refusals of the meais.

Revlew of the care plan revealed the facility had
care planned Resident #1 for a significant weight
loss, although the NAR program had been
discontinued on 07/17/12. No supplements were
noted on the care plan. Record review revealed
monthly weights were 1o occur, not weekly
weights as siated In the NAR program.

Interview with Cerlitied Nursing Assistant {CNA}
#7, on 03/07/13 at 9:23 AM, revealed Resident #1
used to eat in the greén dining room. Resident #1

- timely manner. The Diefitian, Assistani

be educaled during orientation by the Staff
Development Coordinator, Licensed
Nurse's will be re-educated on the facilify
policy regarding change of conditlon, This
will include nofification to families and
physicians when a change is noted. This
will be presented by DON, ADON, Staff
Developmeni, Unit Managers and House
supervisor beginning 04/01/2013. Nurses
will complete a post-test affer the educa-
tion to evaluate understanding, Tests will
be reviewed by DON, ADON, and Staff
Development. This education wiH ba re-
peated quarlerly for 3 quarers then annu-
ally. All newly hired licensed staff will be
educated during orlentation by the Staff
Development Coordinator. A specific em-
ployee will be scheduled weekly to obtain
weights. Their job function will be to obfain
weekly and monthly weights and docu-
ment In Caretracker. They wili also docu-
ment weights-in the Unit Manager's weight
log. The Unit Manager will be responsible
for ensuring welghts are oblalned In a

Dletary Director and Dietary Director were
educated on the location of resident Completipn
weishtinformation-on-3/28/43 h\r init hv
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F 280 | Coniinued From page 19 . F 280 Dietary Manager and Assistant Dietary
would yell and say that he/she did not want to eat Manager will be responsible for informing
the food, Resident #1's family had brought some ’'s wh faht
snacks from home for the Resident to eat. CNA Unit Manager's when d fe-weignt Is
#7 stated she felt Resident #1 had a welght toss needed. This W'n, be effective 411/43.
and informed the nurse of 1his. 4. An audit of resident weights and dietary
care plans wifl be done each quarter with
interview with Licensed Practical Nurse (LPN) #4, the quarterly MDS and annually with the
on 03/07/13 9:28 AM, revealed she had noticed a annual MDS to ensure Distary Care Plans
— weightoss-In-Resident #1-LPN-#4-siated that are current, The Uletary Manager, Assis-
she had been administering Med Plus to Resident tant Dietary Manager or MDS staff will
#1and attimes gave him/her Ensure, though review resident weights quarterly and an-
there was not an order for the Ensures, LPN #4 nually. Unit Manager's and ADON wil
stated she had noted Resident #1's weight loss a nuaty. g
few months ago and the resident stated he/she review monihly weights to ensure no sig-
did not have an appetite and felt weak. LPN #4 nificant weight changes have occurred. .
stated when she gets an order from the doctor Weekly weights will be monitored in the
the order es transcribed onto the Care Plan, LPN Nutritionally at Risk program {NAR). Al
#4 stated she did not think to investigate the audit findings will be reported fo the QA
reason behind why Resident #1 was getting committee no less than quarterly for on
smaller. LPN #4 stated she was responsible for year. _
the care provided to Resident #1 and she should
have infoermed the doctor of the changes in
Resident #1's status, then the care plan wouid
have been updated with the care needed for
Resident #1.
interview with the Dletlcian, on 03/07/13 10:01
AM, revealed she was trained by the ofd Dietician
for the months of December, January and
February, The Dietician did not remember
Resident #1 being someone they foilowed for
{NAR) Nutritionally At Risk. The Dietician stated
that Resident #1 was probably not on the NAR
program.
Interview with the Dietary Manager, on 03/07/13
2:37 PM, revealed she was not aware there was
a book of weights at the nurses station, She
. Completipn
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F 280 Continuad From page 20 F 280

always looked at the Care Tracker for
documentation, The Dietary Manager
remembered asking the staff {or a weight and no
one went to get one from Resident #1 while the
dietician was present. The Dietary Manager
stated she knew Resident #1 had a weight loss-
but needed a another weight to be obtained io

prove the welght loss. The Dietary Manager

e -=r+staled herand-the-Bistary Assistant worked
together, they both attend the NAR program, but
the Assistant Dietary Manager attended the cars
plan meetings. The Dietary Manager stated the
care plan sheuid have been updated lo reflfect the
weight thal was iost at that time. She stated
Resldent #1 should have been on the NAR
program as well, The Distary Manager stated if
Resident #1 would have continued to lose weight
it could have caused Resident #1 harm. The
Dieticlan siated she was ultimately responsible to
foltow up with staif to ensure there was a
re-weight oblained.

interview with the Director of Nursing {DON), on
03/07/13 4:03 PM, revealed the Dietary Manager
should have updated the care plan and notified
someone of the weight loss. When asked who
was responsible to ensure the residents were
taken care of appropriately, the DON stated it
was one person that failed and that was why they
had a new Unit Manager. F-325 .

F 325 483.25(l) MAINTAIN NUTRITION STATUS F 325 1, Resident #1 weight was evaluated and
88=D | UNLESS UNAVOIDABLE was placed on the Nulritionally af Risk

i ; (NAR) program. Resident, Family and
Based on a resldent's comprehensive MD are aware of status. This was com-
assessment, the facility must ensure that a pleted on 3/5/13 by Unt Manager and

resident - Assistant Dielary Manager. Registered Complelion

(1) Maintains acceptable parameters of nuiritional 297 q d Rest-
status, such as body weight and protein levels, Dietitian evaluated and assessed Resl- by
dent #1. : 04/19/2
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F 325 Continued From page 21 F325! 2. Anaudit of all resident weight changes
unless the resident's clinical conditfon was conducted on 3/5/13 by DON,
demeonstrates that this is not possibte; and ADON, Unit Manager's and MDS staff lo
(2) Hecet;res a therapeutic diet when ihere isa ensure significant welght changes were
nutritionat problem. addressed and residents were added fo
Nutritionally al Risk (NAR) program.
Only Restdent #1 had a significant weight
- change that was noi physlcran pre-
——4-This REQUIREMENT s netmetas-evidenced: slder asplacedor
by: NAR 3/5."1 3
Based on observation, interview, record review 3. MDS staff was educated on reporting alt
and policy revlew, it was determined the facility welght changes addressed in MDS re-
failed to provide nutritional services for one (1) of cord, to Diefitian, DON, ADON and Unit
twenty-four (24) sampled residents and three (3) Managers. This ocourred 312813, MDS
unsampled residents, Resident #1 regarding an g ’ i wei )
unexplained weight loss of nineteen {(19) % ina staff will report al \'{EIth loss not pre-
five month period. scribed by a physician, monthly for no
less than one year. Findings will be re-
The findings include: ported In QA commitiee meeling. The
. results of these reviews will be used fo
No policy could be provided on the monitoring of determine need for re-education. MDS
weights; however, the facllity provided a policy on staff will glve DON the Casper report to
Nutrition and Cfinical care, dated 2006, which review qgarterl)? ' P port
revealed NAR residents were weighed on a ; ) . .
weekly basis, Weekly weights were recorded on Al il:j:ens;at:jand dnon-ilcen:sed s{taﬁ will be
the individuals NAR worksheet and in the re-educated on documenting of meal
residents chart. The NAR committee met weekly consumption. This will include alternative
to monitor progress toward goals. The committee meajs, meal replacen]enlls and addHlonal
consisted of all interdisciplinary care plan team . - porlions of meals. This willbe presented
members. The Registered Dieticlan attended a by DON, ADON, Staff Development, Unit
minimum of one meeting monthly. Each resident Managers or House Supewisor begin-
considered nutritionally al risk was documented ning 4/1/13 to be completed by 4/18/13,
on the megdical record, by the registered dietician, Staff will complete a post-test afier the
a minimum of once & month, as time allowed. educalion to evaluaie understanding
Reaview of Resident #1’s clinical record revealed Tests W‘:‘lfl be reviewed by D,ON' ADON
the facility admitted the resident on 05/49/11 with and Staff Development. This education
-diagnoses of Rehab Services, Congestive Heart . will be repeated quarterly for 3 quarters C et
' fhen annually. All newly hired ficensed ompienan
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F ailure, Hypertension, Mental Disorder, lschemic
Heart Disease, Aortic Coronary Bypass, Cardiac
Pacemaker, Late Effect Hemiplegia,
Hyperlipidemia.

Review of Resident #1's weights, revealed on
October 2012 Residen! #1 weighed 223 pounds,

Staff Development Coordinator.

Licensed nursing staff will be re-educated .
on the proper way lo dispense meal sup-
plements such as Ensure. This education
will include how fo propery document the
consumption, initiating the supplement on
the Care Plan and providing dietary de-

on November 2012 Resident #1 weighed 212

Heda (o T

A epndo on F Y 4 HA ] 5 ] o
pounds-en-December2812-Resident#tweighed

212 pounds, on January 2013 Resident #1
weighed 191.04 pounds and on February 2013
Resident #1 weighed 180 pounds, A total of
nineteen (19) % weight ioss in five (5) months.

Review of the Care Tracker, revealed only three
weights were documented 10/01/12 weight was
223, 01/02/13 weight was 191.04 and 03/06/13

welght was 180,

Review of Resident #1's physician orders, dated
02/01/13, revealed Resident #1 had orders lor
Lasix 40 mg twice a day {water pilf}, Digoxin 125
meg daily (heart medication}, Coreg 12.5 mg
twice a day {blood pressure), Asplrin 81 mg daily
{blood thinner), Potassium 20 meg dally. Elevate
legs for water build up and TED hose to prevent
the fluid from pooling in the lower extremities.
Revlew also reveaied Resident #1 was given a
one time immediate dose of Lasix 40 mg on
01/28/13.

Review of Resident #1's recent Quarterly MDS,
dated 01/10/13, revealed Resident #1 had a 8IM
score of 13, which meant the Resident was
interviewable. Further review of the Quarterly
MDS, revealed Resident #1 was triggered for a
welght foss that was not a physician prescribed
weight loss regimen.

partment-withrappropriate-paperwork to
ensure availability of supplement. This will
he presented by DON, ADON, Staff Davel-
opment, Unit Managers or House Supervi-
sor beginning 4/1713 to be completed by
411813, Nurses will complete a post-test
aiter {he education to evaluate under-
standing. Tests will be reviewed by DON,
ADON and Staff Development, This edu-
cation will be repeated quarlerly for 3
quarters lhen annually. All newly hired
licensed staff will be educafed during ori-
entaflon by the Staff Development Coordi-
nator,
Licensed nurses will be re-educated on
the facility policy regarding change of con-
dition, This will include notification to fami-
lies and physicians when a change is
noted. This will be presented by DON,
ADON, Stalf Development, Unit Managers
or House Supervisor beginning 4M/13 o
be completed by 4/18/13. Nurses will com-
plete a post-test after the education to
evaluate understanding, Tests wil
_be reviewed by DON, ADON and Staff
Development. This education will be re- .
peated quartetly for 3 quarters then annu- E“'_“ph“ n
ally. All newly hired licensed staff will be ST
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F 325 Continued From page 23 F 325 Dietary Manager and Assistant Dietary
Review of Resident #1's Meal intake Dstail Ma’nagerwﬂ! be responsible for informing
Repor, revealed from dates 12/06/12 through Unit ManagE.al’S ‘.Nhen are-welght is
02/28/13 Resident #1 refused twenty-one (21) needed. This will be effective 4/1/13. A
meals, although the tacility offered alternatives no specilic employee will be scheduied °
one ideniified the accumulated refusals of the weekly to oblain weights. Their job func-
meals by Resldent #1 tion will be fo obtain weekly and monthly
weights and document in Carelracker..._
— Ohservatterrof Resident #1,-on 03/66/13at 3 36 |new‘i]§]mm‘ﬁem Weights ithe
;:\;N}hrevsalegf Retsident #1 had eaten 100% of Unil Manager's weight log. The Unit Man-
sfher breaxias ager will be responsible for ensuring
Inferview with Resident #1 on 03/06/13 at 5:07 weights .::Lre Obta"]ed ina timely manne.
PM, revealed Resident #1 knew he/she had fost The Dietitian, Assistant Dietary Director
some weight and was not concerned because and Dietary Director were educated on the
he/she felt like he/she could loose a little weight. location of resident weights on 3/28/13 by
Resident #1 stated he/she felt the food was fifty Unit Managers.
(50)% ok. Resident #1 stated he/she ale three 4, A monthly audit of all residen(’s weights
meals a day at about sixty (60} %. wili be conducted by ulilizing the weights
Interview with Certiffed Nursing Assistant (CNA) change r?hporl. The report wil be audied
- by the 15% of each month to ensure all
#7, on 03/07/13 at 9:23 AM, revealed Resldent #1 thiy weighis have b blained. Th
used 1o eat in the green dining room. Resident #1 mon y €1 ave been obldined, the
would yeil and say that hefshe did not want to eat audit vill be conducted by DON, AD,ON'
the food. Resident #1's family had brought MDS staff, Staff Development or Unit
snacks from home for the Resident to eat. CNA Managers. 100% of all resident’s weights
#7 stated she felt Resident #1 had a weight loss wiil be audited for 3 months, then 50% of
and informed the nurse of this. residenis for 1 quarter and then 25% for 2
) quarters, The findings wilt be reported to
Interview with Licensed Practical Nurse (LPN) #4, the QA committee no less than quarterly
on 03/07/13 at 9:28 AM, revealed she had notlced for one year.
a weight loss in Resident #1. LPN #4 stated that '
.1 she had been administering Med plus fo Resident
#1 and at times gave him/her Ensure, although
there was not an order for the Ensures. LPN #4
staled she had noted Resident #1's weight loss a
few months ago and Resident #1 stated he/she Completi
did not have an appetite and felt weak. LPN #4 : by :
B ) 04/19/2013
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slated she did not think to investigate the reason
behind why Resident #1 was gelting smaller. LPN
it4 stated she was responsible for the care
provided to Resident #1 and she should have
informed the doctor of the changes in Resident
#1's status.

Review of the Quarterly Nulrition Assessment,

F 325

conducted by the Dieticlan; pn-10/08/12, revealed
the resident's welght had increased, there was a
prior weight loss, and a weight gain was desired.
The resident is currently back to hisfher usual
body welght recommended (UBWR}. Good oral
intake of sevanty-two (72)%. Labs noted Hgb
A1C (Diabetic test) elavated. No sign of changes
in resident overall. Recommend changing the diet
{o a controlled carb diet to help control blood
sugar levels. Continue the No Added Salt
restriction.

Review of the Quarterly Nutrition Assessment
conducted by the Dietician, on 01/02/13, revealed
Resident #1's weight was stable with no signs of
changes. Stable with good Intakes at '
sevenly-eight (78)%. Labs noted. Meeting goals.
No changes to plan of care at this time.

Interview with the Dleticlan, on 03/07/13 at 10:01
AM, revealed she was trained by the old Dietlcian
for the months of December, January and
February, The Dietician did not remember
Resident #1 being somecne they followed for
care, The Dietician stated that Resident #1 was
probably not on the NAR program. The Dielician
thought the diet change in November could have
caused an intentional weight loss; however, upon
further review the Dietician staied the diet change
was not a significant dlet change, She would not
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‘brought to her attention she would have definltely

have expected him 1o lose that much weight on
the diet. The Dietician stated if the welght was

looked at his intake. She was told of the
significant weight loss on 03/05/13 when the
Director of Nursing was asked to correct her
roster matrix to indicate the weight loss of
Resident #1,
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Review of the Nuirtion Services Progress Note,
dated 03/05/13, revealed Resident #1 had a
significant weight loss of 5.7% in one (1) month
and fifteen (15) % weight loss in two {2) months,
Average intake was 63%. The resident's Body
Mass Index was 27.4 which was an overweight
status. The resldent's intake was estimated at
2045 cals/day, and 82-98 grams of protein a day.
It was recommended the facility monitor the
resident in the NAR pregram and provide 90 m! of
Med Plus thrae times a day to prevent further
weight joss, Continue to follow on the NAR
program. : '

Further interview with the Dietician, on 03/07/13
at 10:01 AM, revealed i the weight loss was
brought to her altention she would have definitely
looked at Resident #1's intake. The Dlétician
stated when she fooked at a resident she
assessed changes in the medicatlons, labs, oral
intake or iube feeding, chewing or swallowing
issues, and behaviors like confusion. Once she
looked at the intakes and noticed something not
typical, then she looked further. The Dietician
stated someone should have documented the
waight loss. She staled she wouid have started a
significant welght loss assessment based on the
possible reasons of lack of Intake, confusion, and
thay look at supplements and fortified foods. The
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Dietician would write this in the chari and pass on
to the nurse the recommendation to obtain orders
from the doctor. The Dietician noted Resident
#1's welght was in the two-twenty's (220) upen
admission. The Dleticlan felt the previous
Dieticlan was really on top of the weights and that
she had charted quarterly. Sometimes the

F 325

Dietician may do an assessment of the Resident
first and then-ask for a weight. She staied- -
technically, Jooking back three months, the
previous Dietician did what was appropriate.

interview with the Dietary Manager, on 03/07/13
2:37 PM, revealed she was not aware there was
a book of weights at the nurses station. She
always looked at the Care Tracker for
documentation. The Dietary Manager
remembered asking the staff for a welght and the
staff did not obtain a welght for Resident #1 while
the dielician was present in January. The Dietary
Manager siated she knew Resident #1 had a
weight loss but needed ancther welght to be
obtained to prove the weight Ipss. The Dietary
Manager stated her and the Dietary Assistant
worked together, they both attend the NAR
program. She stated Resldent #1 should have
been on the NAR program as well. The Distary
Manager stated if Resident #1 would have
continued to lose weight it could have caused
Resident #1 harm. The Dietary Manager stated
she was ultimately responsibie for follow up with
staff to ensure there was a re-weight obtained.

Interview with Resident #1's Physiclan, on
03/07/13 at 2:02 PM, revealed he was not aware
of a significant welght loss. The Physician stated
Lasix could cause weight loss, but not that much
welght. The Physician stated Resident #1 needed
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to stay on Lasix and he/she was extremely
contrary lo hisfher medications. The Physician
stated it did not surprise him there was a weight
loss with Resldeni #1 bacause he/she
complained about everything. The Physician
stated a coniinued weight lose couid be harmfui
{o his heaith,

Infm-usp v with the Direclorot-NursingLDON)ren

03/07/13 at 4 03 PM reveaied the Unit Managers
were keeping the welght logs. There were not
many weights logged In the Care Tracker. There
had been a lack of communication regarding
documentation of the weights. The DON stated it
was her expectation for the CNA stalf to
document and alert the nursing staft of the welght
change. The CNA's were taking the weights and
documenting them and the Unit Managers were
supposed to be monitoring the weights, This was .
the system, The DON stated that she noticed the
resident refusing meals, but the resident had a iot
of food in his/her room and he/she did eat a lot,
When asked who was responsible 1o ensure the
residents were taken care of appropriately, the
DON stated it was one person that failed and that
was why they had a new Unit Managar.

F 365 483.35(d)(3) FOOD N FORM TO MEET f 365
53=D | INDIVIDUAL NEEDS -

Each resident recslves and the facillty provides
food prepared in a form designed to meet

individuai needs, F-365

Resident #5 and #15 had finger foods
added to CNA and nursing Care Plans on

This REQUIREMENT is not met as evidenced 3/18/13. Resldent #15 adapiive equip-
by: . . meni, consisling of 2-handled cups with Completion
Based on observation, interview and record lids and scoop plate for meals, was specl- | by

review, it was determined the facility failed to fled on Care Plan on 3/18/13 by Unit Man- 0471 9,’2?13
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provide two (2) of the twenty-four (24) sampled 2. An audit of all resident’s with finger
residents and three (3) unsampled residents foods ordered was completed on 3/7/13
{Resident #5 and #15) with food that was in a by DON to ensure proper meals were be-
form to meet the individual needs of the resident. ing served, correct information was found
e on meal card and the foods present were
d de: .
The findings include able fo be eaten with the hands only, The
The facility did not provide a policy for therapeutic foods found were appropriate for eating
- dietgr— with-the-hands-—Reslderts-were feeding
themsalves with minimal assistance,
1. Observation of the funch meal in the East 3. Registered Distitian will re-educate die-
dining room, on 03/06/13 at 12:50 PM, revealed tary staff regarding substitutions for finger
Resident #5 attempting to eat one-half of a baked foods and appropriate adaptive equipment
potato with hisfher ﬂngt_ers. The potato, which had to Include individual beverage contalners
not been cut into bite size pieces, had butter and for sach drink. The education will begin
sour cream applied by a staff prior to the resident ' h
picking it up with his/her fingers. Further 4{2”3 and Staff De\]:'felop ment courdsr_lator
observation of Resident #5 revealed a staff will be present. Staff Development wil
offered assistance with eating to the resident at then educate new dietary employees dur-
1:10 PM atlowing twenty (20} minutes to elapse ing orisntation.
while the butter and sour cream was observed Licensed and non-licensed nursing staff
dripping down the residenl's arm. witl have a food tray simulation to re-
‘ . . . educale on reading iray cards correctly.
Review of Resident #5's clinical record revealed They will have a quiz fo utilize for the proc-'
an Occupational Therapy Summary note, daied ess {o determine that the information is
05/11/12, that revealed Resident #5's hand understood. This will be presented stari-
functlon was within normal limits. The facility na 4/15/1 3‘b DON. AD SN Staff Devel
assessed the resldent as having a cognition ng Y. » AUUN, al evg g
score of 2 on the Minimum Data Set (MDS), opment Coordinator, Unif Manqgers. Die-
dated 12/11/12, which indicated a severe deficit in tary Manager or House Supervisor. This
cognition. Revlew of the record's current will be included in annual competency
physician order sheet revealed a concentrated check-offs.
carbohydrate diet with finger foods was ordered. .
4, The DON, ADON, Unit Managers, So-
2. Observatlon of lunch In the East dining room, cial Services or House Supervisor wil
on 03/06/13 at 1:00 PM, revealed Resldent #15°s observe a minimum of 4 peop[e in each
lunch meal consisted of fried chicken, green dining location, 2 meals per day for a mini- | Completi
beans, and a baked potalo, A staff member mum of 5 days per week for 4 weeks, lo by :
enstre-ihe-ray-cardsmsteh-the-fesident 04492033
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partially cut the potato leaving the skin intact and
applied butier and sour cteam to the potato. The
resident picked up the potato resulting in chunks
of the potalo, butter and sour cream falling into
the residents lap, on the floor, and back on the
plate. The resident continued to try and eat the
baked potato biting into the skin and pushing -

dining location, 2 meals per day no less
than 5 days per week for 4 weeks: then

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERVCLIA (X2) MULTIPLE CONSTAUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185180 B. WING 03/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, SFATE, ZIP CODE
569 ROGERSVHLLE RD.
NORTH HARDIN HEALTH & REHABILITATION CENTER
) RADCLIFF, KY 40160
- x4y 1D SUMMAHY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION (*5)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PAEFIX {(EACH CORRECYIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY}Y :
F 365 | Coniinued From page 29 F 365

They will confinue with 2 people in each

ihay will observe 2 people, 2 meals per
day, twice weekly for cne month; then 2
people in each focation, 1 meal per day,
twice a week for 9 months. Results will be

some of it Into_his/her mouth.

| concern for the residenis to feef belitiied by

Review of Resident #15's ¢linical record revealed
the facility assessed the resident using the
Quarterly MDS, dated 12/17/12, as needing
extensive assistance of one staff for eating and to
require a mechanlcally altered diet. Review of the
Dletary Resident Profile Report, not dated,
revealed the resident was assessed as needing
finger foods.

Intervlew with Certified Nursing Assistant (CNA)
#1, on 03/07/13 at 12:55 PM, revealed Resident
#15 and Resident #5 were to have finger fpods to
help increase their Independence with eating.

Interview with Licensed Practical Nurse (LPN) #1,
on 03/07/13 at 2;15 PM, revealed Resident #5
and Resident #15 were supposed {o have finger
fogds. The LPN revealed it was a potential

getting food on themseives, not being able to eat
and not getling the proper nutrltion if they were
not served the appropriate foods for their dletary
needs, LPN #1 revealed she would not consider
a baked potato a finger focd,

Interview with the East Unit Manager, on 03/07/13
at Z:30 PM, revealed a baked potato would not be
considered a finger food. The Unit Manager
reveated finger foods would be ordered o help

—usediodelermina the needjorte

education, The resulls will be reporied o
QA committee no iess than quarierly for
one year,

by:

Completid

04/19/201

=
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increase the resident's independence and ability
to feed themselves. The Unit Manager revealed
she was not monitoring to ensure stafl were
reading the tray cards to ensure residenis were
receiving the appropriate types of food.

Interview with the Regisiered Dietician (RD), on
03/07/13 al 2:45 PM, revsaled finger foods would
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be recommended when a resident was having
difficuity with eating but was not ready for
restorative dining. The RD revealed not providing
the appropriate foods could result in the resident
not ealing and not feeling good about themselves
and their ability to eat. ‘

Interview with the Assistant Dietary Manager, on
03/07/13 at 2:50 PM, revealed a finger food
substltute for a baked potato could be french
fries, polato wedges, tater tols or hash browns.

Review of the dletary spread sheet for 03/06/12
revealed potato wedges were listed as the finger
food selection.

Continued interview with the Assistant Dietary
Manager revealed the cook should have prepared
potato wedges, which were in stock in the facility,
for those residents needing finger focds. The
Assistan! Dietary Manager revealed the cook was
responsible to ensure all optfons Were made
avaliable to the resldents and she did not know
why or how it was missed during the tray line.

interview with the Director of Nursing (DON), on
03/07/13 at 3:50 PM, revealed she had noticed a
problem before with residents not recelving finger
foods and did address this with the dietary
depariment; bul had not noticed any more
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concerns. 1.Resident #15's adaptive equipment,
F 369 | 483.35(g) ASSISTIVE DEVICES - EATING F 389| consisfing of 2-handled cups with fids and
§5=D{ EQUIPMENT/UTENSILS ' scoop plate for meals, was specified on
N o . Care Plan on 3/18/13 by Unit Manager.
The facility must provide special eafff;lg equipment 2. A Care Plan audit of il resident's with
and ulensils for residents who need them, adaplive equipment was conducted to
ensure that specific adaptive equipment
This REQUIREMENT 15 notmeT &5 evidenced ~wasisted-on-Gare-Plan:-Afl-Care-Plans
by: -were updated by DON and MDS staff to
Based on observation, interview, record review Include the specific adaptive equipment
and review of the facility's Dietary Resident Profile and completed by 318113,
Report, it was determined the facility failed to 3. MDS staff, Dietary Manager and Assis-
provide one (1) of the twenty-four (24) sampled tant Dietary Manager, received education
residents and three (3) unsampled residents on adding speciflc adaptive equipment to :
(Resident #15) with an adaptive drinking device Care Plans on 3/7/13 by DON and ADON :
h ili ursi taff. \ ) :
assessed as a need by the facility's n rsing sta Dietary staff are belng re-educated on
The findings include: providing a different sippy cup for each
- beverage on the meat {ray; this will include
Interview with the Director of Nursing {DON), on soup in a 2-handled cup with a lid as well,
03/07/13 at 2:45 PM, revealed the facliity did not In-service will begin 4/1/13 and be pre- ;
have a policy or procedure for residents’ adaptive senled by Dietary Manager and Assistant '
equipment for dietary needs. Dietary Manager. Staff Development Co-
ordinator wilt be responsible for.educating
Review of the clinical record for Resident #15 ) . . N
revealed the facility admitted the resident on E?\: dleiiaryUEIFp 10){8;3 (.illEJEng 3ﬂen§aélon.
12/05/07 with the following diagnoses: L:‘nse n 'r§ ng § a. Wi F‘: eaucaled on
Aizheimers; Congestive Heart Faifure; wriing specific adaplive equipment on
Hypertension; Depression; Dementia, and (;are Plans. Bqth ficensed and non-
Anxlety. Review of Resident #15's Quarterly. licensed staff will be re-educated to en-
MDS, dated 12/17/12, reveated the facility sure proper adaplive equipment is in place
assessed the resident as needing exlensive when passing trays. This will be pre-
assistance with eating and a mechanically altered sented by DON, ADON, Staff Develop-
diet. Review of the Quarterly Nutrition ment, Unit Managers or House Supervisor
Agsessment, dated 12/17/12, revealed tha begln'nlng 4“”39 Staff wil Comp!e%e a
resident's self feeding abllity required a sippy cup, post-test after the education o evaluale Completiol
scoop plate, and assistance setling up the meal . ; by :
understanding, Tests wifl be reviewed by HYM-! .
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tray. The resident was then able to feed fqr3 q'uarlers lher;faql;ually. All newly ,
themselves, The facility assessed the resident as hired licensed staff will be educated during
requiring.a two (2} handled cup with a fid due to orientation by the Staff Development Co-
an inability to drink out of a regular cup and & ordinator. .
resident change form was submitted to the A Care Plan audit will be completed by
Dietary Department on 06/05/12. Review of the MDS staff, Assistant Dietary Manager or
Dietary Resident Profile Report, not dated, Dietary Manager with every Quarterly and
revealed tho-rosident was to use a sippy cup al AnnuatiBS assessment and during Gare———————
meals.” - Plan meefings quarterly, for no less thana -
Observatlon of the lunch meal service in the East year. _i;mdings; v;ﬂ! tlf)f reportr?d ilonA
dining room, on 03/06/13 at 1:00 PM, revealed COMMILEE NO 1855 :han quanierty 1or one .
Resldent #15's lunch tray with a regular clear cup year.
filled with water and no straw, a regular clear cup : )
with an orange ltiquid and no straw, and an 4. The DON, ADON, Unit Manag:er sor
opened health shake carton with a straw, The Unit Secretary's will observe a minimum of
nursing staff was observed filling the 2 handled 5 meals per week for 3 months fo ensure
cup with coffee, pour some of the health shake proper adaplive equipment is in place on
into the cup, cover it with a fid and remove the meal trays. Observation of meals will con-
straw from the health shake and pface in the 2 finue with 3 meals per week for six months
handled cup. The resident picked up the cup and then 1 meal per week for 3 months.
utilizing the handles; but did not attempt to pick The findings will be reported o the QA
up the other beverages on the tray, which were it g less {h P Herly
not in the specialized adaptive cup, ;‘;ra“rm‘ ee no less than quarlerly for one
Observation of breakiast, on 03/07/13 at 8:35
AM, revealed 1he resident’s tray with coffee in the
2 handled sippy cup, a carion of milk opened with
no straw, a carton of orange juice cpened with no
siraw, and a carlon of cranberry juice opened
with no straw. No atlempis were made by the
resident to pick up any fiuids not in the 2 handled
cup. )
Observation of lunch, on 03/07/13 at 12:54 PM,
revealed the resident had coffee in a regular
coffee cup, soup in a regular coffee cup, a yellow Completioh
liquid In a regular clear cup with a straw, and a by :
' 04/19/2015
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"I opposite of the handle. No sippy cup was

Continued From page 33

carton of the facllity’s healthshake opened and no
straw, The Residenl was ohserved irying to drink
out of lhe coffee cups using both hands and the
cup slipping and dangling down in the direction

observed in use or on the fray.

F 369

| #2, on 03/07/13 at 1:00 PM, revealed the resident

Interview with-Gertifted-Nursing-Assistant {CNA)
was not sent a 2 handled cup for lunch and the
resident did appear to ba having difficulty using
the reqular coffee cup. The CNArevealed the
resident started using the cup due to tremors.in
the residents arms and frequent spillage. The
CNA revealed the staif was supposed fo look at
the tray cards and ensure all residents had the
adaptive devices needed for dining. The CNA
revealed dietary only sent one adaptive cup per
tray so stalf were rinsing out the resident's cup
and reusing it for a different liquid which limited
beverage options.

Interview with CNA #1, on 03/07/13 at 12:55 PM,
reveaied all liquids should be in an adapiive
drinking cup; but dietary only sent one cup for the
resident.

Interview with Licensed Practical Nurse {LPN) #1,
on 03/07/13 at 2:15 PM, revealed the rasident
drinks welt with a straw; but required both handles
to control the cup. .

Interview with Speech Therapy, on 03/07/13 at
2:40 PM, revealed 2 handled sippy cups were
used when a resident had difficulty controlling a
cup and could result in a dignity issue if not used
and resldents are spilling things on themselves.
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Interview with the Regislered Dietician, on
03/07/13 at 2:45 PM, revealed each beverage
should have had its own adaptive cup, meaning,
if the resident had four (4) ditferent beverages for
a meal then there should be four (4) cups, one for
each beverage.

| Interview with the Assistant Dietary Ménager, on

0370713 at 4705 M, revealed the distafy aides —
set up the trays and place the adaptive cups on
each tray. The Assistant Distary Manager
revealed the kitchen had always just sent one cup
and did train the dietary aides to only provide one
cup. However, The Assistant Dietary Manager
revealed other types of specialized cups provided
by the facility were sent to other residents as one
cup for each lype of beverage. The Assistant
Dietary Manager could not provide an expfanation
as to why the 2 handled cups were not handled In
the same fashion, just that the facllity had always
done it that way.

Interview wiih the Director of Mursing (DON}, on
03/07/13 at 3:50 PM, revealed sach beverage
should have its own specialized cup and not be
reused. The DON revealed dietary was
responsible for providing the cup to the units and
the staff were responsible to check the tray cards
and ansure the adaptive equipment was being
used. The DON revealed she had not been
‘monitoring for compliance with appropriate
adaptive equipment.

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
55=0 | SPREAD, LINENS

The facility must establish and maintain an
{infection Centrot Program designed o provide a
safe, sanitary and comfortable environment and
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io help prevent the development and transmission 1., LPN #1 and LPN #2 were educated
of disease and infection. and observed on 3/6/13 regarding proper
(a) Infection Gontrol Program technique f(;r cor(midtucii?g satmtaFl;y skin
: The tacility must establish an Infection Control @ssessments and reaiments. Re-
: (1) Investigates, controls, and prevents infections Unit Managers. An understanding was
! In_thie facility; : met by performing fasks as policy states
§oe= ——+{2}-Becides what procedures,sucirasisolation, Resident #3's Toon was deep cieaned on
: should be applied to an individual resident; and 317113 to ensure furniture was free from
: {3) Maintains a record of incidenis and corrective germs. _
actions related lo infections. :
2. Licensed and non-licensed staff have ;
: (b} Preventing Spread of Infection been observed on the following dates:
;‘ (1) When the Infection Gontrol Program 311133116113, 318/13-3/22/13 and |
: determines that a resident needs isolation to 3/2513-3/29/4 3'1 ih foll :
| prevent the spread of infection, the facility must : e 1o ensuee ey are To/low- e
5 isolate the resident. ing proper infection controt policies. Ob-
(2) The facility must prohibit employees with a Servation was during skin assessments, 3
| communicable disease or infected skin lesions {reatment changes, bathing, tolleting and |
= from direct contact with residents or their food, if feeding. Observation was conducted by
i direct conlacl will transmit the disease, DON, ADON, Unit Managers, QA nurss,
i (3} The facility must require staif io wash their Unit Secretary and Staff Development
H hands after each direct resident contact for which Coordinator
hand washing is indicated by accepted ’
professional practice. 3, Staff education for licensed and non-
i licensed nursing staff will be conducted
: (¢) Linens slarling 4/1/13 regarding glove use, PPE
: Personnel must handle, store, process and 9 ©Qarting giove use,
transport linens so as to prevent the spread of and hand washing. Scenarios will be cre-
infection, - ated to ensure staff Is fully aware of when
5 fo remove gloves and change how fo
i properly wash hands and the use and
, removal of PPE. Re-education will be
‘ This REQUIREMENT is not met as evidenced conducted by DON, ADON, Staff Develop-
by: : : i |
- . X ment Coordinator, Schedufing Coordina-
Based on observation, interview, record review, for, Unit Managers of HousegSupervlsor S;@pietwn
and policy review, it was determined the facility quarterly for 3 quarters and annually with 047192003
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failed to ensure the staff changed_!heir gloves Staff will perform specific tasks and a
and washed their hands during skin assessments check off list will be ufilized to ensure staff
for two (2) of twenty-four (24) sampled residents derstanding of proced
and lhree (3) unsampled residents. (Resldent #3 understanding of procedures.
and #8) :
4, DON, ADON, Unit Managers or House
The findings Include: Supervisor will observe a minimum of 5
slaff perweekfor-3-monihsthen 5-siaff
Review-of-thefacility's poficy regarding-Hard ;;f l'ItIJO[']!;]“EOT 3 (:;uartersnigltez:l;;e;;gger
Hygiene, dated 08/01/12, revealed Personnel .
h . hand washing, hand washing with freat-
weve to wash their hands before and after direci 9
resident contact (indlcated by acceplable ments and skin assessments, glove don-
professional praclice) and hand hygiena must be ning and doffing and correct usage of
performed when moving from a contaminated PPE. Results of these observalions will
body site to a clean body site during resident be used {o defermine need of re-
care. . education. Results will be reporied to QA
’ . committee for no less than 3 quarlers for
Observatlon, on 03/06/13 al 11:25 AM, revealed a one year. :
skin assessment performed for Resident #3 by . .
Licensed Practical Nurse (LPN) #1 and LPN #2,
During that skin assessment LPN #1 did not
wash or sanitize her hands prior to beginning the
assessment and donning gloves. LPN #1 applied
Mary's Magic Butt Cream to the skin surrounding
the resident’s anal area wilh her gloved hand,
briefly held Resident #3's leff hand, touched other
areas of the resident's bare skin, re-dressed the
resident, and touched the drawer handles of
Resident #3's dresser, without first removing her
soiled gloves and washing her hands. During the
same skin assessment, LPN #2 touched
Resldent #3's vulva and labial folds and did not
remove her gloves, wash her hands, and re-glove
before continuing the assessment touching areas
of Resident #3's legs, feet, and toes.
Review of the clinical record for Resident #3
revealed the facility admitted the resident on
. Completign
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12/30/11 with diagnoses of Vascular Dementia,
Pyelonephritis, - Eosinophilic Colitis, a history of
Trans-lschemic Attacks (TIAs), Diaphragmatic
Hernia, Osteoporosis, Pernicious Anemia and a
history of Urinary Tract Infections {UTis).
Resident #3 triggered for pressure uicers through
the Care Area Assessment (CAA) within a
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Significant Change Minlmu S),

- [ dated 11/19/12;-and weekly skin assessmenis
were care planned for Resident #3.

interview with LPN #2, on 03/06/13 at 3:00 PM,
revealed she should have removed her gloves
after touching Resident #3's perineal areg,
washed her hands and donned a clean pair of
gloves before touching Resident #3's legs, feet
and toes. LPN #2 stated the potential for the
spread of infection existed when glove changes
and hand washing were hot observed and when
moving from dirty to clean areas of the body.
LPN #2 was unsure of exactly when she received
infection control in-service education; but thought
it had occurred in the past ninety (90) days.

Interview with LPN #1, on 03/06/13 at 3:10 PM,
revealed she should have removed her gloves
and washed her hands during the skin
assessment of Resident #3 because the spread
of infection 10 Resldent #3 or 1o other residents
and staff was a potentiai problem. LPN #1 stated
she could not remember the exacl date of her last
infectlon control in-service, bul she thought it
occurred about two (2) months ago,

interview, on 03/07/13 at 10:30 AM, with the Unit
Manager (UM) for the East Unil, revealed nurses
should wash their hands prior to beginning a skin
assessment and gloves should be removed
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during any care procedure ance glaves become
soiled or potentially contaminated. The UM
stated LPN #1 and LPN #2 should hava removed
{heir soiled gloves, washed their hands and
donned clean gloves before continuing to assess
Resident #3's skin and giving additional care.

Interdiew, on.03/07/13 a 12:55 PM, with-the

| Infection Confrol Nurse, revealed she made daily

"should observe proper hand hygiens prior to and

rounds on-each unit to monitor for breaks in
infection controt by staff and within the general
environment. She stated ficensed nurses
received infectfon control in-service educationr
upon hire, annually, and whenever it was
determined additional éducation was needed.
The Infection Control Nurse also stated an
in-service on how to perform and document a
skin assessment was conducted for all licensed
nurges on 02/07/13.

The Infection Control Nurse further stated a skills
check list was completed for each Cenlified
Nursing Assistant {CNA} within the first ninety
(90) days afler hire and annualiy thereafter. She
stated the check list covered proper hand hyglene
and use of personal protective equipment
including how and when to apply and remove
gloves. She also stated all direct care staif

after giving care to a resident which includaed
removing solled gloves, washing hands and
donning ¢lean gloves any time gloved hands
became soiled or came in contact with potentially
contaminated skin or mucous membranes.
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K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

BUILDING: 01

| PLANAPPROVAL: 1986, 1992

K 000

-1 SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURF: One (1) story, Type llI
{000)

SMOKE COMPARTMENTS: Eight (8) smoke’
compartiments,

FIRE ALARM: Complete fire atarm sysiem with
smcke detectors.

éPRiNKLER SYSTEM: Complete automatic {dry)
sprinkler system.

GENERATOR: Type 1l generaior, Fue! source Is
diesel.

A standard Life Safety Code survey was
conducted on 03/06/2013. North Hardin Health
and Rehabilitatton was found to be In compliance
with the Requirements for Participation in
Medicare and Medicald in accordance with Title
42, Code of Federal Regulations, 483.70 {a} et
seq. {Life Safely from Fire). The census the day
of the survey was one hundred thirty (130).
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