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A standard health survey was conducted on
09/27/11 - 09/29/11 and a Life Safety Code
Survey was conducted on 09/27/11. Deficlencles
were cited with the highest scope and severity of
an "F" with the facility having the opportunity to
correct the deflclencles before remedfes would be
recommanded for Imposition.
An abbreviated survey was initiated on 09/27/11
and concludad on 09/29/11 to Investigate
KY17154. The Division of Health Care
substantiated the allegation as verified by the
evidence. Federal and State deficiencles were
cited.
F 159 | 483.10(c)(2)-(5) FACILITY MANAGEMENT OF F 159 ,
8s=C | PERSONAL FUNDS - :
- The individual finencial record must 1171111
Upon written authorization of a resident, the be available through quarterly statements
facility must hold, safeguard, manage, and _ and on request to the resident or his
account for the personal funds of the resident or her legal representative,
deposited with the facillty, as specified in .
paragraphs (c)(3)-(8) of this section, 1. Quarterly financial statements
. ) were printed on 9/30/11 and
The facility must deposit any resident's pgrsonal issued to residents or legal
funds in excess of $60 In an interest bearing representatives of all 39
account (c?r accounts) that is separate from any of residents with personal
the facllity's operating accounts, and that credits spending accounts by Admissions
all interest earned on resident's funds to that Coordinator
account. (In pooled accounts, there must be a v )
separate accounting for each resident's share.) 2. Quarterly financial statements
The facility must maintain a resident's personal | were printed on 9/30/11 and
funds that do not exceed $50 in a non-interest issued to residents or legal
bearing account, Interest-bearing account, or representatives of all 39
petty cash fund. . ' residents with personal
spending accounts by

Admissions Coordinator,

The facility must e?tablish and maintain a system
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LABORATORY DIREGTOR'S OR PROVJDER/SUPPLIER REPRESENTATIVE'S SIGNATURE .
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Any déflciency statement ending with an asterlsk (*) denotes a deficiency which the institution may be excused from correcting providing 1t Is determined that
other safeguards provide sufficlant proteciion to the patlents, (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings nd-plans of correctlon are disclosable 14
days following the date these documents are made avallable to the facliity, if deficlencles are cited, an approved pldn of corrfﬁqms ;gqu]g]ge‘}t?vunﬂnued
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that assures a full and complete and separate
accounting, according to generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf,

The system must preciude any commingling of
resident funds with facility funds or with the funds
of any person other than another resident,

The individual financial record must bs avallable
through quarterly statements and on request to
the resident or his or her legal representative.

The facility must notify each resident that receives
Medicaid benefits when the amount in the
resident's account reaches $200 [ess than the
S8l resource limit for one person, specified in
section 1611(a)(3)}(B) of the Act; and that, if the
amount In the account, in addition to the vaiue of
the resident's other nohexempt resources,
reaches the SSl resource limit for one person, the
resident may lose eligibiiity for Medicaid or SSI.

This REQUIREMENT Is not met as evidenced
by:

Based on intetview and resident account review,
it was determined the facllity falled to provide
quarterly statements in writihg to the resident or
the resident's representative within thirty (30)
days after the end of the quarter for thirty hine
(39) of thirty nine (39) resident accounts,

The findings include:

The facllity falled to provide a policy oh quarterly
statements of resident accounts. '
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F 169 Continued From page 1 F 158 3. Resident Fund policy amended.

“Quarterly statements will be
issued to all residents with
personal spending accounts,’

- or his or her legal representative,
within 30 days of the end of each
calendar quarter,” Admissions
Director re-educated regarding
new policy by Administrator on
9/30/11,

4. Administrator will audit
25% of all resident accounts
quarterly to ensure
compliance and will -
report results to QA
on 11/11/11 and not less
than quarterly thereafter.
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Review of resident accounts with the Director of )
Admissions revealed there were thirly nine (39)
resident accounts managed by the facility,
Interview, on 09/26/11 at 3:30 PM, with Resldent
#6's Power of Attorney (POA) revealed the
business offlce was not providing the POA with
quarterly statement of Resident #6's account.
The POA stated he/she was told one would be
provided but a statement had never been
received,
Interview with the Director of Admisslons (DA) on, , )
09/29/11 at 8:45 AM, revealed quarterly Upon the death of a 1'6_51dent.w1t11 11/11/11
statements are sent o residents or the resident's a personal fund deposited with the
representative by request only. She stated most facility, the facility must convey
people just stop by the office if they wanted to within 30 days the resident’s funds,
know the balance of their account. The DA and a final accounting of those funds,
stated she was unaware statements should be to the individual or probate:
provided in writing to residents or their families jurisdiction administering the
guartetly. resident’s estate.
F 160 | 483.10(c)(6) CONVEYANCE OF PERSONAL F 160
$8=¢ | FUNDS UPON DEATH 1. Status Change Forms sent by
Admissions Coordinator to
Upon the death of a resident with a personal fund | National Data Care on 9/29/11
deposited with the facllity, the facility must convey authorizing release of
within 30 days the resident's funds, and a final funds of the 4 sampled residents
accounting of those funds, to the individual or to the appropriate parties.
probate jurisdiction administeting the resident's
estate. 2. All residents deceased within the
- past year who maintained persona
. o fund accounts at the facility
This REQUIREMENT Is nat met as evidenced Audited by Admissions
by: . ’ ~
Based on Interview, resident account review and Coordinator on 9/30/11. There arg
facllity pélicy review, it was determined the facility 1o additional instances of non-
failed to refund monles due the estate of four (4) compliance.
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deceased residents of the four (4) sampled within
30 days of the resident's death, Unsampled
Residents E, F,G, and H.

The findings Include:

Review of the facliity's Refund Policy revealed
"Any resident that has expired funds will be
returned within 30 days of date of death after all
outstanding balances are paid in full.”

Review of resident account records revealed the |
followlng: Unsampled Resident E died on
01/19/10 and had a balance of $90.00 in the
rasident account as of 09/29/11; Unsampled
Resident F died on 03/12/11 and had a balance
of $90.00 In the resident account as of 09/29/11;
Unsampled Resident G died on 01/02/11 and had
a balance of $9.00 in the resldent account as of
09/29/11; Unsampled Resident H was discharged
from the facllity on 03/26/11 to another hospital
where he later died, A check was made out to
cash in the amount of $3,207.29 on 08/05/11.

Interview with Director of Admisslons (DA), on
09/29/41 at 10;30 AM, revealed there was a
system error with regard to the conveyance of
funds after the death of a resident. She stated
she wotild notify National Datacare after a
resident's death and the account would close on.
her computer. She discovered today, after the
interview, that a Status Change Form heeded to
be faxed to National Datacare in order for them to
transfer the closing balanoe to the facllity's
checking account. The facllity would then release
funds In accordance with state probate [aw and
health care facility regulations. She stated she
was unaware there were any accounts with

3. Admissions Director has been
re-educated on use of the
Resident Fund Management
System and re-educated on the
regulation regarding conveyance
of funds within 30 days by '
Administrator on 9/30/11,

4,  Administrator will audit
25% of all accounts of deceased
residents quarterly to ensure all
funds are conveyed within 30
days, and will report results of
audit to QA on 11/11/11 and not
less than quarterly thereafter,
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F 160} Continued From page 4 ‘ , F 160 The facility must not employ 11/11/11
outstanding balances for deceased residents. individuals who have been found
e on- @ | gy g g
8= ' istreating residents b t
ALLEGATIONS/INDIVIDUALS oty o o1
The facility must not employ individuals who have into the Stato nurso aide
been found guilty of abusing, neglecting, or . gll { e tmgm o
mistreating residents by a court of law; or have 8 dec » [istreatmont o
had a finding entered Into the State nurse aide lisghe}“s ot mlsaipplgpnatmn
registry concerning abuse, neglect, mistreatment ot thetr pr operty; and
of residents or misappropriation of thelr property; report any knowledge it has
and report any knowledge it has of actions by a of actions by a court of law
court of law against an employee, which would against an employee, which
indicate unfithess for service as a nurse aide or would mdlc.ate unfitness fqr service
other facility staff to the State nurse aide registry as a nurse aide or other facility staff
or licensing authoritles, to the State nurse aide registry
: or licensing authorities,
The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
Including injuries of unknown source and 1. Allemployee records were
misappropriation of resident property are reported ' Audited by Human Resource
immediately to the administrator of the facllity and Coordinator on 10/12/11 td
to other officials In accordance with State law ensure all criminal backeround
through estabiished procedures (including to the checks and abuse registry
State survey and certification agency). checks were completed priot to
The facility must have evidence that all alleged hire, and corrected as necessary.
violatlons are thoroughly Investigated, and must )
prevent further potential abuse while the - 2. Allemployee records were
investigation s in progress. égfﬁiaz Ii‘:]ma?o /II{Z?}S;’;‘“’;
The results of all investigations must be reported ensure all criminal backgroung
to the administrator or his designated checks and abuse registry
representative and to other officlals In accordance checks were completed prior to
with State law (including to the State survey and hire, and corrected as necessary.
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
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This REQUIREMENT s not met as evidenced
by:
Based on interview, record review and facility
policy review It was determined the facility falled
to follow thelr pollcy and failed to complete a
hurse aide abuse registry check on two (2) of
eleven (11) sampled employees prior to their hire
date.

The findings Include:

Review of the facllity's policy, Abuse Prohibition,
revealed all individuals/applicants would be
interviewed and might be hired after an
investigation that included measures within the
facllities control: #4. Inquiries would be made to

Abuse Registry,

Record review of the employee personnel file for
Nurse Alde #1 revealed a hire date of 08/01/11,
a Kentucky Abuse Registry check dated 09/02/11
and a Missouri Abuse Registry check dated
09/07/11.

Record review of the employee personnel file for
Nurse Aide #2 revealed a hire date of 08/01/11,
and a Kentucky Abuse Registry check dated
09/02/11,

Interview with the Administrator, on 09/29/11 at
3:00 PM, revealed the purpose of abuse registry
checks were to protect the residents from
potential abuse. He stated he thought as long as
the employee did not have resident contact that

determine the individual's status on the Kentucky |
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F 225| Continued From page 6 F 225

3,  Human Resources Director
re-educated by Administrator
on 9/30/11 that all
potential employees must
have a oriminal background
and abuse registry
checks prior to employment,

4,  Administrator will audit
all new hires monthly for 3
months, then Human Resources
Coordinator will audit all
employee records every month
for 6 months to ensure all
criminal background checks and
nuise aide abuse registry checks
are completed prior to hire date.
Audits will be reported to the
facllity QA committee on
11/11/11 and not less than
quarterly to ensure sustained
compliance.
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PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent ot otherwise found to be
incapacitated under the laws of the Stats, to
participate in planning care and treatment or
changes In care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibllity
for the resident, and other appropriate staff in
disciplines as determined by the residant's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the réslident's
legal representative; and periodically reviewed
and revised by a team of qualified persans after
oach assessment,

This REQUIREMENT Is not met as evidenced
by:
Based on intarview, facility records and policy
review, it was determined the facllity failed to
involve the resident's families In the care planning
process In five (5) of sixteen (16) sampled
residents.

The findings include:
Revisw of the faclify's policy RAI Process and

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
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F 225 Continued From page 8 F 226
was okay to complete those checks after date of 1
hire. : The resident has the right, 11/11/11
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F280| unless adjudged incompetent or

otherwise found to be incapacitated
under the laws of the state, to
participate in planning care and
treatment or.changes in

care and treatment.

A comprehensive care plan -

must be developed within 7 days
after the completion of the
comprehensive assessment;
prepared by an interdisciplinary
team, that includes the

physician, a registered

nurse with responsibility for

the resident, and other appropriate
staff in disciplines as determined
by the resident’s needs, and, to the
extent practicable, the participation
of the resident, the resident’s family
or the resident’s legal representative;
and periodically reviewed and revised
by a team of qualified persons after
each assessment.

1. Families of all 5 cited
residents were contacted by
Social Services Director
by phone on 9/30/11
and 10/3/11 and asked to
share any care concerns
and if they wish to
schedule a care plan meeting,
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Care Planning revealed the family and the
:ﬁglfggé ::ﬁ.to be Involved in planning the care of 9 The_ care plan _fa mily
notification log was audited by
Review of the facility Care Plan Tracking Tool for Social Services Director on
the year 2011, revealed Resident #1's famlly was 9/30/11 to identify any
notified by mall for care plan meetings held additional resident families not
01/19/11, 04/13/11, and 09/28/11. There was no notified of care plan meetings,
notification of a care plan meeting between and families contacted as
04/13/11 and 09/28/11. Resldent #5's family was necessary,
notified by mail for care plan meetings held Cor
02/08/11 and 04/13/11, There were no further 3. Policy and Procedure for
notifications of care plan meetings held through tesident and family/responsible
09/29/11. Resident #6's family was notified by party notification of care plan
mail for care plan meetings held 01/12/11 and meetings was reviewed by
03/30/11. There were no further notifications of Administrator on  9/30/11.
cale p[an meeﬁngs held through 09/29/11. Social Services Director re-
Resident #7's family was notified by mail for care educated by Administrator on
plan meetings held 05/18/11 and 08/03/11. 9/30/11 regarding policy and
There were no notiflcations of by mall care plan procedure  for  motifying
meetings held 01 /01{11 fo 05/18/11. Resident resident and family/responsible
#10's family was notifled by mall for care plan :
meeting held 08/31/11. There were no P party of care plan meetings.
33%"!‘?/511’{;0{15 by mail of care plan meetings held 4 Administrator will audit care
o 08/31111. e
plan notification log quarterly
Interview with the Director of Social Services, on to ensure compliance and will
09/29/11 at 9:20 AM, revealed all families were reports results of audit at
notlfied by letter of upcoming care plan meetings. 11/11/11 QA and not less than
She stated they did not keep a copy of the letter; quarterly thereafter,
however, they did keep a log of when the letters
were malled for each resident. The DSS stated
she was unsure why some of the families were
not nofified of upcoming care plan meetings, She
stated it was important for families to be Involved
in their loved one's care. . ,
F 309 | 483,25 PROVIDE CARE/SERVICES FOR - F309
ss=p | HIGHEST WELL BEING
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Each resident must recelve and the facllity must
provide the necessary care and services fo attaln
or maintaln the highest practicable physical,
mental, and psychosocial well-being, In
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facllity did not follow
Physician orders for one (1) resident of the
sixteen (16) sampled resldents. - Resident #3 had
a Physician's order for Thrombo Embolic
Deterrent (TED) hose and an order for Hee! Lift
Boots that were not followed.

The findings include:

Review of the clinlcal record for Resident #3
revealed a Physlclan's order was recelved on
01/22/09 for TED hose to be applied every
morning and to be off in the PM. A Physliclan's
order was recelved on 09/08/09 for Hesl Life
Boots on at all times to bilateral (both) fest while
In bed. The facility agmitted Resident #3 to the
facility from the hospital on 04/16/07, Resident
#3's diaghoses Included Alzheimer Disease,
Gerebral Vascular Disease, Diabetes, Chronic

>4 D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION . (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
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o DEFICIENGY)
F 308 | Continued From page 8 F 309 :
Each resident must receive 111711111

| provide the necessary

1.  Resident #3 TED hose

and the facility must

care and services fo attain

or maintain the highest
practicable physical,

mental, and psychosocial
well-being, in accordance
with the comprehensive
assessment and plan of care.

and heel boots removed
by wound nurse with
surveyor on 9/28 and not
reapplied, TED Hose

and heel boots applied

by NA #4 per

doctor’s order on 9/29/11.

2.  Full audit of all resident MD
orders, care plans, and NA care
plans to ensure that all required
equipment and devices were
identified completed by ADON
on 10/12/11. Rounds completed
by ADON on 10/12/11 to
observe for application of all
equipment and devices per MD

Renal Failure and a Hip Jolnt Replacement, order/care plan.
Record review of the Treatment Administration
‘Record (TAR) for Resident #3 revealed
documentation on 09/27/11 and on 09/28/11 that
nursing had verified the TED Hose had been
Facllity 1D: 100494 If contlnuation sheet Page 9 of 23
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F 309] Continued From page 9

applied every morning and had been taken off
every evening at hedtime.

Observation, on 09/27/11 at 04:00 PM, revealed
the resident lying in bed with no TED hose or
Heel Lift Boots in place. Continued observation
at 05:50 PM revealed Resident #3 sitting in his
wheel chalr with no TED hose in place.

Observation, on 09/28/11 at 09:15 AM, revealed
Resident #3 lying In bed with no TED Hose or
Heel Lift Boots in place. Continued obsetvation at
10:00 AM, 10:46 AM, and 4:30 PM revealed
Resident #3 lying in hed with no TED Hose or
Heel Lift Boots In place, The Heel Lift Boots were
observed on the seat of Resident #3's recliner
chair at these times.

Interview, on 09/29/11 at 2:45 PM, with LPN #4°
revealed she was not aware of an order for TED
Hase or awars that the TED Hose were care
planned for Resident #3, LPN #4 said she had
only worked at the facliity four weeks and, the
Treatment Nurse was responsible for verifying
placement of the TED hose and the Heel Lift
Boots on Resident #3 teday and yesterday, LPN
#4 stated she had verified the TAR on 09/27/11
that the TED Hose and Heel Lift Boot were In
place for Resldent #3.

Interview, on 09/29/11 at 2:65 PM, with LPN #5
revaaled she was aware she should have
checkad to make certain the CNA had placad the
TED Hose and the Heel Lift Boots on Resident #3
before she initialed the TAR conflrming their
placement, LPN #5 revealed she was uncertain
whether or not the TED Hose or the Heel Lift

F 308

Boots were in place on Resident #3,

3.  Director of Nursing re-educated
staff on placement of equipment
and devices per MD order/care
plan, Staff nurses re-educated
to observe for application of
equipment and devices while
making rounds by DON on
10/19/11,

4, ADON will make rounds
- x5/week for 2 weeks beginning
10/24/11, then weekly for 4 -
weeks to observe for application
of equipment and devices per
MD order/care plan.  These
audits will be reported to DON
and QA committee for review.
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Interview, on 09/29/11 at 3:056 PM, with CNA #4
revealed she looked at the CNA Care Plan every
day, but she was unaware Resldent #3 was care
planned for the TED Hose and the Heel Lift Boots
and did not put them on Resident #3 on 09/28/11
or oh 09/29/11., CNA #4 stated she cared for
Reslidsnt #3 on 09/28/11 and on 09/29/11 and
stated, "| guarantee this will never happen again”,

Interview, on 09/29/11 at 4:50 PM, with Asslstant
Director of Nursing (ADON) revealed the Nurse
and the CNA are responsible to carry out
Physiclan's orders and to follow care plans. The
ADON revealed she audited CNA and Nursing
Care Plans and It would be a goad Idea to pull
physicians' orders to update the Nursing and
CNA Care Plans during a full audit.

interview with the Director of Nurse (DON), on
09/29/11 at 5:00 PM, revealed she was furlous fo
know that a nurse in her facility documented on a
TAR that a treatment was completed that actua -
was not done. The DON reveaFlJed she was lly The facility must develop policies 11/11/
ultimately responsible for physicians' orders and and procedures that ensure that

care plans being Implemented. The DON stated (D) Before offering the '

not having the TED Hose in place could cause influenza immunization, each resident,
the resident to have edema or pain and not or legal representative receives education
having on protective Heel Lift Boots while In bed regarding the benefits and potential side
could cause heel shesring. effects of the immunization;

F 334 | 483.26(n) INFLUENZA AND PNEUMOCOGCAL F 334| (ii) Each resident is offered an influenza
gs=D | IMMUNIZATIONS immunization October 1 through March 31

annualty, unless the immunization is

—_

The facility must develop policles and procedures medically contraindicated or the resident
that ensure that - has already been immunized during
() Before offering the Influenza Immunization, | that time period; ’

each resident, or the resident's lagal
representative recelves education regarding the
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benefits and potential side effects of the
immunization;

() Each resldent Is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period;

(1liy The resident or the resident's legal
representative has the opportunity to refuse
immunization; and

(iv) The rasident's medical record includes
documentation that Indicates, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of Infltenza
Immunization; and

(B) That the resident elther received the
influenza Immunization or did not receive the
influenza immunization due to medical
contraindications ot refusal,

The facility must develop policies and procedures
that ensure that -

() Before offering the pneumococcal
immunization, each resident, or the resident's
legal representative recelves education regarding
the benefits and potential side effects of the
immunization;

(ii) Each resldent Is offered a pneumococcal
Immunization, unless the immunization is
medically contraindicated or the resident has
already been immtnized;

(i) The resident or the resident's Iegal
repressntative has the opportunity to refuse
immunization; and

(iv) The resident's medical record Includes
documentation that indicated, at a minimum, the

F 334! (i) The resident or resident’s legal
representative has the opportunity to
refuse immunization;

(iv) The resident’s medical record
includes documentation that indicates,
at a minimum, the following:

(A) That the resident or resident’s
legal representative was
provided education regarding
the benefits and potential side
effects of influenza
immunization; and

(B) That the resident either received
the influenza immunization or
did not receive the influenza
jmmunization due to medical
contraindications or refusal.

1. Resident #11 recejved flu vaccine
on 9/29/11.

s

2. A fill audit of all resident flu and
pneumovacs completed by ADON
on 10/13/11. There are no
additional instances of non-
compliance,

3.. Director of Nursing will in-service
all nursing staff regarding flu and
pneumavac requirements on
10/19/11.

4, Assistant Director of Nursing wil
audit 25% of all charts quarterly tp
ensure all vaccines given accurately
and timely and will report results pf
audit at QA 11/11/11 and not less
than quarterly thereafter.
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| Review of the resideht list provided, of all

Centinued From page 12
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of
pneumacoceal immunization; and

(B) That the resident either recelved the
pneumococeal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

(v) As an alternative, based onh an assessment
and pragtitioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident's legal representative
refuses the.second Immunization,

This REQUIREMENT is not met as svidenced
by
Based on Interview, record raview. and review of
the facllity’s policy it was determined the facliity
failed o educate and/or offer the Influenza and
pheumococcal vacoine to one (1) of sixieen (16)
sampled residents. Resldent #11.

The findings include:
Review of the facility's policy on Flu/Pneumonia
Vaccines revealed the facility was required to

offer the resldent vaccination against influenza
and pneumococcal disease.

residents who had been offered and received ot

dedlined the Influenza and pheumaococcal

F 334
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vaccine, revealed Resident #11 was on the list
and had not been offered, declined or received
the vaccines. All spaces an the list to fill in which
note the dates offered, declined and/or recelved
by the name of Reslident #11 were blank.

F 334

Interview, on 09/29/11 at 11,00 AM, with the
Assistant Director of Nursing (ADON) revealed
she was responsible for the influenza and
pheumococcal vaceines in the facility. She-stated
she was new to the responsibllity of the vaccines
and did not have a program In place at this time
to monitor who had recsived the vacoinations.
She revealed she had hot had any training on
providing the residents with vaccinations, other
than what was taught in nursing school. She
reviewed the list of residents who were offered
and received or declined the influenza and
pheumococeal vaccines and stated Resident #11
was oh the list and all areas by the residents'
naime were blank. It was further revealed fallure
to recelve the vaccinations may result in the
resident becoming Infected or iil.

Interview, on 09/29/11 at 4:46 PM, with the
Director of Nursing (DON) revealed she was
responsible to monitor the vaccines within the
facility, .

483,35(g) ASSISTIVE DEVICES - EATING
EQUIPMENT/UTENSILS

F 369
88=D

The facliity must provide special eating equipment
and utensils for residents who need them.

This REQUIREMENT Is not met as evidenced
by: '

Based on observation, interview, record review

F 334

F 369

The facility must provide 11/11/11

special eating equipment
and utensils for residents
who need them,
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and review of the resident's dletary tray card, it
was determined the facliity failed to provide one
(1) resident (#4) of sixteen (16) sampled
residents special drinking equipment ordered by
the physlclan based on the Request/Screen for
Rehabillitation Assessment.

The findings Include:

The facility could not provide a policy regarding
specialized eating equipment.

Record review revealed the, facllity admitted
Resident #4 with diagnoses of Congestive Heart
Failure (CHF), Osteoarthritis, Severe
Degenerative Arthrosis Left Knee and Moderate
Degenerative Arthrosls Right Knee. The facility
assessed the resident, utilizing the Quarterly
Minimum Data Set (MDS) dated 08/09/11, as
cognitively intact,

Review of the Occupational Therapy
Assessment, dated 02/12/11, revealed Resident
#4 had bilateral hand tretors and was at risk for
spillage. The resident was to have a two handle
cup with a lid as nesded at all meals.

Observatlon of Resident #4, during lunch meal
service, on 09/27/11 and 09/28/11 at 11:40 AM
and 11:30 AM revealed, Resident #4 was drinking
coffea from a white onhe handle cup, without a lid.

Interview with Dietary Manager, on 09/28/11 at
5:00 PM, revealed Resident #4's name was Histed
on the the Self Help Device List. She further

stated, dietary prepared the meal according to the |

tray card and the CNA's are responsible for

X4) 1D
lgRE)F!X (EACH DEFICIENCY MUST BE PRECEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
. DEFICIENCY)
F 369 Continued From page 14 F 369

1. Resident #4 offered sippy cup
with next meal.

2. All residents with adaptive eating
devices reviewed and updated as
necessary by Dietary Manager on
9/30/11. Care plans checked for
acouracy.

3.  Nursing staff educated and
reOeducated on appropriate uses of
assistive devices and appropriate
procedures for assessing and
removing assistive devices by
DON on 10/19/11. Tray cards
revised for residents with adaptive
devices  with  the  device
highlighted in pink by Dietaty
Manager On 9/30/11.  Adaptive

a checklist for care plan, NA care
plan, and physician orders.
Dietary department will now place
devices on trays and have been in-
serviced.

4. Dietary Manager will obsetve all
residents eating with assistive
devices weekly for two weeks,
then  monthly, to  ensure
appropriateness of device and
report any issues to the Director of
Nursing, Dietary Manager will
report results of audit to QA on
11/11/11 and no less than
quarterly thereafter, :

equipment audit revised to include
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F 369 | Continued From page 16
ensuring adaptive/specialized equipment is used.

Interview with Restorative CNA#3, on 09/29/11
and 09/28/11 at 4:30 PM, revealed she had also
bean trained on dietary assistive equipment. She
stated Resident #4's two (2) handle slppy cup
was used when Resldent #4 had shaking
eplsodes, She further stated the tray card did not
specify a sippy cup as needed and the resident
should have been given a two (2) handle sippy
cup as ordered.

Interview with Resident #4, on 09/29/11 at 10:15
AM, revealed he/she liked having the two handle
sippy cup to prevent spillage, due to his/her
arthritic hands, He/she further stated no staff had
offered him/her the use of the two handle cup
with a lid.

Interview with Resident #4's daughter, on
09/29/11 at 10:30 AM, revealed she visits her
famlly member daily and observes one to two
(1-2) meals a day. She further indicated she only
saw the two (2) handle sippy cup twice. Once
several months after the admission and this
morning at breakfast. She further stated the two
handle cup gave her family member better
control, due to histher arthritic hands,

Revlew of the Occupational Therapy
Assessment, dated 02/12/11, revealed Resldent
#4 had bilateral hand tremors and was at tisk for
spillage. The resident was to have a two handle
cup with a lid as needed at all meals.

F 441 | 483.65 INFECTION CONTROL, PREVENT
ss=£ | SPREAD, LINENS

F 369

F 441
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safe, sanitary and comfortable environment and
to help prevent the development and transmisslon
of disease and Infectlon. :

(a) Infection Control Program

The facility must establish an Infection Control
Program under which It -

(1) Investigates, controls, and prevents infections
in the facllity, ,
(2) Decldes what procedures, such as Isolation,
should be applied to an individual resident; and
(3) Maintains a record of incldents and corrective
actions related to Infections,

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs Isolation to
prevent the spread of Infection, the facility must
isolate the resident.

(2) The facility must prohiblt employees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

(3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing Is Indicated by accepted
professional practice.

(c} Linens
Personnel must handle, stors, process and
transport linens so as to prevent the spread of

infection.

The facility must establish and maintain an
nfection Control Program designed to provide a
safe, sanitary and comfortable environment and

o help prevent the devalopment and transmission
of disease and infection,

L.

On 9/28/11, Nursing Supervisol
replaced and dated all nebulizer and
oxygen tubing for residents # 1, 7. 11
A, and B. All new equipment wag
placed in clean storage bags.

A full building audit of all oxygen
and respiratory equipment wag
performed by Nursing Supervisor on
9/28/11. All outdated or improperly
stored equipment was disposed of and
replaced.

Director of Nursing and consultant
pharmacist will in-service all nursin
staff on 10/19/11 on propej
procedures for  administering,
cleaning, dating, and storing all
respiratory equipment,

Director of Nursing, Assistant
Direcior of Nursing, and/or Chatge
Nurse will audit 100% of all
respiratory equipment weekly fof
three months, then re-assess the
frequency of the audits. Director o
Nursing will report results of auditd

to QA on 11/11/11 and not less thar

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
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F 441 Continued From page 16 F 441
The facility must establish and maintain an
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility’s policies It was
determined the facility failed to maintain an
Infection control program providing a sanitary
environment for the prevention of the spread of
infection for three (3) residents of the sixteen (16)
sampled residents and two (2) unsampled.
Resident #1, #7, #11, A and B, The facliity left
Nebulizer masks and oxygen equipment out
unclean, uncovered and undated in resident
roams.

The findings include:

Review of the facllity's policy on Infection Control
revealed the purpose of the Infection Control
Committee included provision of a sanitary
environment. “In addltion, the commiitee was to
monitor staff performance to ensure Policles and
Procedures were executed,

Revlew of the facllity's Policy/Procedure for
Cleaning/Storing Nebulizer Equipment revealed
all nebulizer equipment would be cleansd after
each use, alr drled and stored In a plastic bag.

Observation during the facllity tour, on 09/27/11
which began at 9:15 AM, revealed Resident #11's
room had an uncovered, undated nebulizer mask
with reservolr at the bedside. In addition, a nasal
cannula and tubing were on a bedside table
uncovered and undated, Resident B's room had
a hebulizer mask with reservair and tubing ina
basin next to the sink, co-mingled with deodorant,
powder and mouthwash It was uncovered and
undated. Resident #1's room, had sitting on the
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bedside table, an uncovered, undated nebulizer
mask with droplets in the reservolr, and tubing
that was uncovered and undated. Resident #7
had in histher room, a nebulizer face mask with
reservolr and tubing sitting under soft leg wraps
on a bedside table. in addition, Resident A had a
nebulizer with reservoir and tubing uncovered and
undated on the bedside table. .

Observation, on 09/27/11 at 12;00 PM, revealed
Resident #1 had an uncovered, undated nebulizer
mask with reservoir and tubing, This was
observed again 5:25 PM the same day. Draplets
were observed in the reservolr of the nebulizer,

Observation, on 09/28/11 at 7:40 AM, revealed
Resldent #1 continued to have an uncovered,
undated nebulizer mask with resarvoir and tubing.

Review of the medical record for Resident #1
revealed a physician's order for the resident to
receive two (2) different nebulizer treatments
twice a day. The resldent had a history of
pneumonia. A nursing assessment charted, at
09/27/11 at 8:02 AM, revealed the resident had
lung sounds with wheezes.

Obseérvation, on 08/27/11 at 5:37 PM, revealed
Resident #7's room had a nebulizer mask with
reservolr and tubing on a bedside table
uncovered and undated.

Obsarvation, on 09/28/11 at 7:42 AM, revealed in
the room of Resident #7 there remained an
uncovered, undated nebulizer mask with the
resetvolr and fubing.

Revlew of the medical record for Resident #7
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Continued From page 19

revealed a physiclan's order for the resident to
receive a nebulizer treatment four times & day as
needed. The last treatment documented was on
09/01/11,

Interview, on 09/28/11 at 10:15 AM, the Licensed
Practical Nurse (LPN) #3 Floor Supervisor
revealed not all nurses wash the nebulizer
equipment after use. She revealed that a lot of
the time with the nebulizer mask and squipment
the nurse would “Just put it back in the bag”. She
stated some nurses do wash and cover the
equipment, She revealed she Is responsible to
monitor the proper care of the equipment and
added anyone elss can also monitor. The oxygen
equipment is changed out once a week by "the
oxygen guy" and Is "supposed to be" dated when
changed, :

[nterview, on 09/28/11 at 4:00 PM, with the
Asslstant Director of Nursing (ADON}) revealed
after a nebulizer freatment the equipment was to
be rinsed out and dried, The nurse administering
the treatment was responsible for that. She
stated it was the floor nurse, the ADON and the
Director of Nursing (DON) who was responsible
to ensure this occurred. "Infection” could be a
consequence of the failure to do this. Training for
staff on the respiratory equipment occurs during
orientation and at an annual In-service, She
stated the equipment was changed "monthly" by
the oxygen company, the facility had contracted,
and you can tell the equipment had been
changed because It would have a tag with the
date on the tubing. "Date everything” is how you
know it was changed, she stated. .

Interview, on 09/29/11 at 7:10 AM, with

F 441
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Registered Nurse (RN) #1 revealed the nurse or
the individual glving the nebulizer treatment was
responslble fo clean the mask, The nurse was
also to place the mask in a bag. She stated there
are germs and infection that could result as a
fallure to cover the equipment. The oxygen
company comes in on Wednesdays to replace
the oxygen equipment and Just leaves the
equlipment in the resident room. The nurse Is

.| responsible to change the equipment out. No
one is designated responsible to ensure the
oxygen equipment was appropriately stored on
the 7:00 PM to 7:00 AM shiit.

Intetview, on 09/29/11 at 8:20 AM, with the DON
revealed the nurse was responsible for cleaning
the nebulizer equipment after use and described
it as standard protocol procedure, She stated the
hurses are in-serviced on the "respiratory
process" upon hire and annually. it s the
responsibility of the nurse who used the
equipment last to cover it.  All the staff Is
respansible to ensure this was done and whoever
makes rounds was responsible to ensure the
nurses are doing it. In addition, she verified the
contracted oxygeh equipment company does
replace equipment for the resident by placing It in
the resident's room. The next nebulizer
treatment given by the nurse would then utilize
the new equipment which had been placed in the
resident's room.  infection was a consequence
of the nebulizer mask and reservolr sitting out In
the open and not being cleansd,
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nursing services; a physician desighated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least quarterly to Identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implemeants appropriate plans of
action to correct Identified quality deflciencles.

A State or the Secretary may not require
disclosure of the records of such committee
except Insofar as such disclosure is related to the
compliance-of such committes with the
requirements of this section,

Good faith attempts by the committee to Identify
and correct quality deficlencies will not be used as

a basls for sanctions.

This REQUIREMENT s not met as evidehced
by:
Based on interview and record review, it was
dstermined the facllity falled to have an effective
Quality Assurance (QA) Committee that was
struotured to ehsure the plan of correction
develaped for previous deficient practices
Identified during the survey dated 08/12/10 In the
areas of F-226, F~-309, and F~369 wers
maintained. The facliity deemed compliance on
09/24/10 for thess deficlencles. The facility was
found to be non-compliant in the same areas
during the Standard Health Survey concluded on

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES PROVIDER'S PLAN OF CORRECTION (h5))
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F 520 | Continued From page 21 F 520
A facility must maintain a quality assessment and ‘
assurance committes consisting of the director of A facility must maintain a quality 11/11/173

09/29/11.

assessment and assurance

cominittee consisting of the

director of nursing services, 8
physician designated by the facility,
and at least 3 other members of the
facility’s staff. The quality
assurance conunittee meets at least
quarterly to identify issues with
respect to which quality assessment
and assurance activities are necessary;
and develops and implements
appropriate plans of action to

correct identified quality deficiencies,

1. Allrepeat deficiencies from
2010 survey identified and
addressed at 10/11/11 QA.

Facility now in compliance,

2. All deficiencies from
2010 survey will be addressed
for substantial compliance at
QA on 11/11/11.

3. Administrator revised audit
forms to ensure sustained
compliance with all 2011

survey deficiencies. Andit
forms will be reviewed by the
Administrator at each quatterly
QA and deficient practices
addressed.
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4, Administrator will review all

The findings Include:

Interview, on 09/29/11 at 6:15 PM, with the

Standard Health Survey were reviewed. The
Department responsibie for the identifled

still existed.

Administrator revealed at each Quality Assurance
(QA) meeting the Identified concems from the last

deficiencles reported on thelr audit at each QA
meeting. He stated he thought the QA system
was working; however, then stated the system
was not working since the identified deficiencles

audit forms for substantial
compliance and will address at
QA on 11/11/11 and not less than
quarterly thereafter,
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