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A standard health survey was Initiated on
02/21/12 and concluded on 02/23/12.
Deficiencies were clted with the highest scope
and severity at an "E". The facliity had the
opportunity to correct the deficiencies before

remedies would recommended for imposition. F 248
A Life Safety Code survey was conducted on 1. CORRECTIVE ACTION FOR RESIDENTS
02/22/12 and found the faciiity meeting the AFFECTED BY THIS PRACTIVE:
requirements with no deficiencles cited.
F 248 483.15(f)(1) ACTIVITIES MEET F 248 Staff involved in providing 1:1 activities
ss=g INTERESTS/NEEDS OF EACH RES for the residents identified were re-
g educated on 02-23-12 by the Activity
The faciilty must provide for an ongoing program Director. Additional training is
of activities designed to meet, in accordance with scheduled as indicated under section 3
the comprehensive assessment, the Interests and below.
" the physical, mental, and psychosocial well-being
of each resident. Residents #2, 3, 6, 13 and 15 were

reassessed on March 19, 2012. Resident
#3 will receive individualized 1:1s as

This REQUIREME i t met i d
his REQ NT is not met as evidence developed by the Activity Director.

by: :
Based on observation, interview, record review Residents #2, 6 . and 13 were also
and review of the facllity's policy, it was reassessed and will be encouraged to
determined the faclilty failed to provide an become invoived in small group
ongoing program of one (1)to one (1) actlvity activities and will receive 1:1s when not
programs based on the comprehensive able to attend small groups. Resident
assessment, interests and weil-being of seven (7) #15 was assessed using a new population
?};M%"W;;hze1(‘%3;;9’;;‘;‘:53;'?53"&" 229) assessment tool and it was determined
esidents #2, #3, #6, #8, #13, #15 an . is hi o

- Res{dents, unabie to pian their own activitigs and &;i:tn ::Stlsofh:ihr rf:s';;::;mai’d ﬁ%{lg:;

received the same one (1) on one (1) activity . longer require 1:1s. She is attending

programs regardiess of their interests, cognition,
and/or physical abilities. in addition, the Activity o .
Director depended on the activity assistants to around the facility and engages in
develop the daily activities for residents receiving conversation with her peers and staff and
1:1 visits without specific activities pianned by the . goes for_ walks in our courtyard.

LABORATOR? DIRECTOR'S OR PROVIDER/SYPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
A W X __Leksrin X _3-29-/2
Any de}iciency statemaent ending/with an asterisk (*) oles a deficlency which the institution may be excused from correcting providing it‘{a determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie B0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosabie 14
days following the date these documents are mads avallable to the faclity. If defictencies are cited, an approved plan of carrectlon is requisite to continued

program participation.

morning group activities and walks
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Activity Director based on residents' ilkes and Friendship Manor and Resident #23 was

interests.

The findings inciude:;

Review of the faclilty's policies for Activities,

undated, revealed 1:1 activities were to be '
completed three (3) times a week. If the resident '
does not receive 1:1, staff were to document that

- those residents received a wheelchair ride, a NTIFIED:
deyotlonal..TV and a talk. When doing 1:1, IDE D:
activity assistants were to show creativity and All residents receiving 1:1 activities

rotate what residents were shown. Turn on
residents’ TV and radios uniess the resident
requests you not to turn them on. Read a

devotional to the iadles in the Women's Day individualized activity care plan that
Room and take residents to the North Nursing ' meets the resident's interests and the
Station to watch the fish and the bird. Make sure physical, mental, and psychosocial well-
you chart this. You are to do a soclal hour dally at being of the residents.

4:00 PM, then turn on the radio. Do not read to

the residents every day during social hour. When
' charting on a resident you wili need to

concentrate and write down as many numbers as
- possibie,

interview with the Activity Director (AD), on K1
-02/23/12 at 3:15 PM, revealed the facility utiiized ~ activity staff on March 19, 2012.

activity assistants to iead activities on sach

nursing unit. She stated she developed a

monthly calendar with 1:1 on a daily basis. On develop a non-repetitive 1:1 activity plan |
* the back of the calendar, the activity assistants for all residents requiring 1:1 activities.

were to document what was done with each The activity documentation sheet, for

resldent. She stated the fadlity used numbers as each resident receiving 1:1 acﬁviﬁes’

, codes for different activities, so the more
numbers you listed, the more activities you

T T ]

F248  Resident # 8 is no longer a resident at

a former resident that had passed away
on February 10, 2012, about ten days
before the first day of our survey.

Activity care plans for Residents #8 and
#15 are located in the resident's charts,

2. HOW OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED WERE

have the potential of being affected. All
residents will be offered an

3. MEASURES OR SYSTEMIC CHANGES TO
. PREVENT RECURRENCE:

The activity department was provided

additional 1:1 training by consultant,
Jackie Laskee, and was held for All

The Activities Director will personally

will be reviewed weekly by the Activity
l l Dil_fector.
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completed with the resident during 1:1 visits. She | The Activity Director will personally
stated she had a iist of activities specifically | provide 1:1 activities for six residents,
planned for each resident, however, she did not Tepresenting each wing, that require 1:1
provide evidence of the list. She stated "Social | in room activities. This will allow her to
Hour" activities were not planned and the activity be on the floor to observe and assist h
- asslistants could do what they wanted to do. She staff during 1:1s. SISt fer
stated she was not aware of activities not being
completed as pianned; however, she was aware
that the activity assistants were repeating the 4
same activities for il residents in the facillty MONTORARRECTIVE ACTIONS WILL BE
receiving 1:1 visits. She stated residents were
gathered in the lounges and televisions were Six 1:1 residents will be reviewed by the
- tumed on several times a day. administrator each week for 6 weeks and
then monthly thereafier to verify that
Observation of Resident #13, on 02/21/12 at 3:30 L:ls are individualized and non
PM, 4:00 PM and 4:30 PM, and on 02/22/12 at repeiitious. The sample will include two
, 8:05 AM and 8:15 AM, revealed the resident residents from cach wing. The finding
‘ sitting In a chalr in the room with the television on. will be presented to and reviewed at our
At each vislt, the resident would become excited monthly QA meeting. After 3 months
and reach out. The resident did not seem the QA committee will determine, based
engaged with the television. The television was on information presented to the
on at each observation. There were no committee the duration of reviews and
observations of the resident actively invoived in number of residents to be sampled. 3-30-12
- activities.
Review of the ciinical record for Resident #1 3,
reveaied the facliity admitted the resident on
' 10/03/11 with diagnoses of Dementia and
Hypertension. The facility completed a significant
change Minimum Data Set (MDS) assessment on
1 01/03/12 which reveaied the facility assessed
Resident #13 as not interviewable. The facility
and Hospice developed a care pian which
inciuded spiritual care, poetry, art and music.
The MDS assessment indicated the resident
enjoyed music, fresh air, pets, church and groups
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F 248 Continued From page 3
of people.

Review of the activity attendance record for 1:1
visits, revealed Resident #13's 1:1 activities were
listening to a devotional, had Iotion applied,
received a spray of scent and saw the rabbit or

. the bird in their cage at each visit for twenty-three
(23) times during the month of February 2012,
There was no evidence of any other activity
provided for the resident.

Review of the medical record for Residant #23,
revealed the facility admitted the resident with
diagnoses of a Fractured Hip and Hypertension.
The facility completed an admission MDS
assessment on 01/19/12 which revealed the
resident was alert and able to make care
decisions. The MDS revealed the resident

, enjoyed church, news, magazines, the outdoors

' and music.

Review of the Activity attendance record for
- Resident #23 for February 2012, revealed the
resident recelved dally 1:1 activity visits which
consisted of hearing a devotionai, looking at the
rabbit, petting a stuffed animal and receiving a
spritz of scent at every visit for ten (10) of ten (10)

days.

Further interview with the AD, on 02/23/12 at 3:15
PM, revealed she had attempted to take
confused residents to group activities: however,
she was toid by the nurses that Resident #13 was
too confused. She stated confused residents are

I

f DEFICIENCY)
|

FORM CMS-2587(02-88) Previous Versions Obsolate Event iD; LVMC11

Facility tD: 100355 If continuation sheet Page 4 of 35

RECEIVED

A BT

J:"' ¥z :,r-‘n\:SPECT()R GENERAL

-ARE SACH Imeg

S AND SERvicEs




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

PRINTED: 03/07/2012
FORM APPROVED

OMB NO. 0938-0391

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

185281

(%2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

(X3) DATE SURVEY
COMPLETED

02/23/2012

NAME OF PROVIDER OR SUPPLIER
FRIENDSHIP MANOR NURSING HOME

7400 LAGRANGE RD
PEWEE VALLEY, KY 40056

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES '
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION | (X5)

1D
PREFIX (EACH CORRECTIVE ACTION SHOULD BE ic

TAG | CROSS-REFERENCED TO THEAPPROPRATE |
DEFICIENCY)

DATE

F 248 . Continued From page 4

not always appropriate for a group activity and
she only had one (1) small group activity a week.
She thought residents that were confused
normally received 1:1 visits. She stated she did
not routinely supervise the activity assistants to
evaiuate what they were doing with residents.

' Revlew of Resident #2's ciinical record revealed
the facility assessed the resident on the Minimum
Data Set (MDS), dated 12/29/11, with a cognition
score of 8 and moderately impaired. The facliity
assessed the resident with full functional range of
motion to the upper extremities and no behavior.
The Admission/Activity assessment, dated
07/14/03, revealed the resident ilked animals,
enjoys watching the news on the television, being
read too, listening to country music, playing card

. games, piaying with puzzles and completing
crossword puzzies.

Resident #2's care plan revealed the following
interventions: Provide simple activities such as
beading and reading magazines. Have the
resident sit by the nurses station or in the
television room where she can be Invoived in
conversation. Take the resident to Devotional
activities when up or have himvher sit near other
residents at the nurses station. Assist with
country music on the radio, assist with teievision
likes news and movies, pet visits, provide with
one to one three times a week.

Observation, on 02/21/12 at 3:25 PM and 4:45
PM, revealed Resident #2 lying in bed in the
Resident's room staring out the window. No
music or television was turned on.
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Observation, on 02/22/12 at 755 AM, revealed
Resident #2 sitting up in the Geri chair in the
television room. No other residents were in the
television room, however, five residents were
noted sitting around the nursing station.

' Observation, on 02/22/12 at 8:00 AM, reveaied
Residents #2 lying in bed. The activity assistant
was at the bedside with a rabbit in a cage and
was reading a devotional, The activities assistant
asked the resident to smeil the lotion and placed
a stuffed animal close to the resident's face. The
resident's eyes became wide and repeatedly said
"why you doing that".

+ Continued observation of Reslident #2, on
02/22/12 at 10:00 AM, 11:35 AM, and 2:00 PM,

- revealed the resident lying in the bed staring into
- 8pace, with no muslc or television or activity

. taking piace.

interview with the Activities Director (AD), on
02/23/12 at 3:35 PM, revealed the purpose of the
activities department was to provide iikes and
dislikes according to the residents’ mental status
and health. The AD revealed she did not know
that one on one activities shouid be
individualized, Just that it had to be done. The AD
revealed she did make rounds once a day to
ensure activities are being provided, but stated it
was not sufficient. The AD revealed she was

| @aware that Resident #2 enjoyed going to morning

! activities, talking, and watching television. The

]
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AD revealed she was not aware activities were
not being provided for Resident #2 according to
thelr likes and preferences.

Review of the medicai record for Resident #3,
revealed the facility admitted the resident on

. 01/03/12 with diagnoses of Neurogenic Biadder
with an indweliing Catheter, Dementla and
Parkinson's Disease. The facliity assessed the
resident with impaired cognition. The facility

: completed an admission Minimum Data Set
(MDS) assessment on 01/10/12 which reveaied

 the resident had no behaviors, and a full

* functionai range of motion to the upper
extremities. The Admission/Activity assessment

, 8lso revealed Resldent #3 enjoyed keeping up
with the news, going outside for fresh air, and
participating In religlous services.

Review of the facliity activity calendar

+ documentation for January 2012 and February
2012 revealed Resident #3 did not attend or

' participate in any scheduled calendar events.

Resident #3's care plan reveaied the following
interventions: Provide clock and calendar in the
residents room, provide communion In room
weekly, provide resident with one on one visits

: three (3) times per week, encourage to go

- outside when the weather permits, read
devotionals and offer reading material.

Observation, on 02/21/12 at 3:30 PM, revealed
Resident #3 lying in an air mattress bed. At 4:09
PM, the resident was at the 300 unit nursing

F 248
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facliity residents, The resident was not engaged

|
|
station sitting up in a wheei chair next to other i
in conversation, }

Observation, on 02/22/12 at 8:00 AM, revealed
Resident #3 at the 300 unit nursing station sitting

~up In a wheeichair and at 9:51 AM the resident
was in the therapy room working with therapy
staff and the resident was escorted back to the
300 unit nursing station by therapy staff. At 5:00

- PM, the resident was visiting with family in his/her
room.

Interview, on 02/23/12 at 4:45 PM, with Resident
#3's spouse reveaied she visits 2-3 times a day
and revealed the resident did not watch television
but enjoyed working around the house and doing
lawn work before the resident was admitted to the
facliity but noticed the resident recently had
become quieter.

Review of the medical record for Resident #8,
reveaied the facility admitted the resident on
01/20/12 with dlagnoses of Dementia,

- Hypertension, and Osteoporosis. The admission

- MDS assessment was completed on 01/27/12,
and revealed the resident was severely
cognitively impaired. The MDS revealed the
resident preferred activities involving music,
animais, being outside, and reading. The facliity

- developed a care plan for the resident for
activities to include music, television, feel and
smeli stimulation, magazines, and
encouragement to attend group activities.

i Review of the one-to-one (1:1) activity attendance

1 |
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records for Resident #8 revealed the facility
scheduled 1:1 visits which inciuded: read a
devotional, apply a spray or iotion, pet a rabbit or
bird, and see a toy doli or toy blocks for every visit
for five () of seven (7) days in January and ten

- (10) of seventeen (17) days In February.

Observation of Resident #8, on 02/21/12 at 3:25
PM and on 02/22/12 at 11:00 AM, 3:46 PM and
on 02/23/12 at 10:05 AM, revealed the resident
sitting in a wheel chair at the nurse’s station,
Observations, on 02/22/12 at 9:35 AM and 10:15
AM, revealed the resident sitting in a wheelchair
in the women's lounge. The resident was not
engaged in any activity,

Review of the medical record for Resident #8
revealed the facliity admitted the resident on
12/02/11 with diagnoses of Dementia and

; Hypertension. A significant change MDS
assessment was completed by the facility on
12/08/11. The facility assessed the resident was
cognitively impaired. The MDS revealed the
resident preferred activities involving reading,
music, animals, and groups, however the resident
did not attend any group activities. The facility did
not provide evidence of an activity care plan.

Review of the activity attendance for 1:1 activities
for Resident #8 revealed the resident was read a

: devotional, a spray or lotion was applied, and a
stuffed animal was shown to the resident at each
visit for fifteen (15) of twenty-two (22) days in
January and eleven (11) of seventeen (17) days
in February.

Observation, on 02/21/12 at 3:35 PM, revealed
Resident #8 lying In bed. Observations, on

F 248
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02/22/12 at 2:15 PM, 3:00 PM, 3:40 PM and on
02/23/12 at 1:00 PM, revealed the resident lying
in bed. Observations, on 02/22/12 at 9:00 AM,
9:45 AM, 10:20 AM, 11:00 AM, 1:05 PM and on
02/23/12 at 10:15 AM and 10:55 AM, revealed the
resident sitting in a wheeichalr in the men's
iounge watching television.

Review of Resident #16's clinical record revealed
the facliity admitted the resident on 07/13/11 with
a diagnosis of Dementia with Behavior Disorders.
The admission MDS assessment completed on
07/26/11, revealed the resident preferred reading,
group activities, and being outside. The quarterly
(MDS) completed on 01/10/12 revealed the
facliity assessed the resident as severely
cognitively impaired. The facility did not provide
evidence of an activity care pian.

Review of the 1:1 activity attendance record for
Resident #15 revealed 1:1 visits consisted pf
reading a devotional, spray or apply iotion, and
petting a stuffed animal on every visit for fifteen
(15) of twenty-two (22) days In January and
eleven (11) of seventeen (17) days in February.

: Observation of Resldent #15, on 02/23/12 at

; 10:00 AM and 12:55 PM, revealed the resident

. walking in the facility. At 11:05 AM and 1:37 PM
the resident was observed in the women's lounge
watching television, not engaged with other
residents or facliity staff. The resident was not
observed to attend any group activity.

* Interview with the Activities Director (AD,)on
02/23/12 at 3:40 PM, revealed the AD did nat
supervise the activity assistants as they knew
what to do for the residents, She stated the "

[
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assistants do not teil her what they do for the
residents, saying they Just mark it referring to
wiiting the activity on the progress notes. She
stated she had developed a list of activities for
each resident, however she did not provide any
evidence of a list.
F 272 483.20(b)(1) COMPREHENSIVE F272 F2a72
S§S=D ASSESSMENTS
1. CORRECTIVE ACTION FOR RESIDENTS

The facliity must conduct Initially and periodically AFFECTED BY THIS PRACTIVE:
. @ comprehensive, accurate, standardized
- reproducible assessment of each resident's The MDS for Resident #2 has been
functionai capacity. corrected and transmitted indicating the
unhealed pressure ulcer. The care plan
A facility must make a comprehensive was updated on February 28, 2012,

assessment of a resident's needs, using the
resident assessment instrument (RAI) specified

f;yag:ethset?;leld'igg.assessment must inciude at ;b%’:num.ﬂl‘:k RESEIDENTS HAVING THE
: TO BE AFFECTED WERE

Identification and demographic information; IDENTIFIED:

i Customary routine;

~Cognitive pattarps: It is Friendship Manor's goal to produce

&g;gmunlcaﬂon. an accurate MDS and care plan for all

Mood and behavior patterns; residents.

+ Psychosocial weil-being;

Physical functioning and structural problems; To insure that no other resident was

missed, all skin assessments for all

Continence; > . -
Disease diagnosis and health conditions: residents will be reviewed for the
Dental and nutritional status; : presence of any skin issue and will look
Skin conditions; for corresponding documentation in the
- Activity pursuit; . MDS and care plans. Skin assessments,
Medications; * MDSs and care plans will be reviewed
Special treatments and procedures; by, Cheryl Baetzel RN, Vicki Swann
Discharge potential; - RN, Jean Shepherd RN and Helen
Documentation of summary Information regarding Grimes DON by March 30, 2012,

the additional assessment performed on the care
areas triggered by the compietion of the Minimum l

]
FORM CMsS-2567(02-89) Previous Versions Obsolete Event ID:LvMC11 Facllity ID: 100355 If continuation sheet Page 11 of 35

i




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/07/2012
FORMAPPROVED
OMB NO. 0938-0391

assessments.

Review of the quarterly MDS assessment, dated
12/29/11, revealed the facility assessed Resident
#2 as having no unhealed pressure areas.
Review of the weekly wound documentation form
revealed a Stage Il pressure area was first
observed to the sacrum of Resident #2 on

i 11722111,

: Observation of the skin assessment for Resident
#2, on 02/22/12 at 11:35 AM, revealed a Stage il

1
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. Data Set (MDS); and PREVENT RECURRENCE:
Documentation of participation In assessment.
Each MDS coordinator will be given a, |
written, weekly update from the skin ;
nurse of all skin issues. A policy and
procedure for this communication will
be produced and presented to skin nurse
and MDS nurses by March 30, 2012.
This REQUIREMENT is not met as evidenced Education for those involved will be
by: provided by Cheryl Baetzel RN.
Based on observation, interview, record review,
and review of the Weekly Wound Documentation
Form, it was determined the facility falled to 4. HOW CORRECTIVE ACTIONS WILL BE
accurately assess and identify a pressure area for MONITORED:
i one (1) of the twenty-three (23) sampied
' residents (Resident #2). Resident #2's Minimum : All MDSs brought to our weekly care
Data Set (MDS) did not contain information plan meeting will be QA'd by Cheryl
regarding a pressure uicer present when the . Baetzel to ensure skin assessments are
MDS was completed. | represented on the MDS and care plan.
. . The Director of Nursing will continue to
: The findings inciude: review 2 MDSs a week for accuracy of
assessments. Results will be presented
: to the QA committee who will determine
The faclilty did not provide a policy for resident future need for monitoring the MDSs. 3-30-i2
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pressure area to the Residents sacrum,
measuring 1.5 centimeter (cm) x 2.0 cm x 0.2
cm.

Interview with Registered Nurse (RN) #1, on
02/23/12 at 2:27 PM, revealed Resident #2 had
chronic pressure area with a recent reopen. The
RN revealed Resident #2 was first Identified with

, recurrent areas in November, The RN revealsd
: the MDS nurse did not complete a skin
, assessment, but discussed with the nurses if

actual problems existed,

Interview with MDS Coordinator #1, on 02/23/12
at 5:05 PM, revealed she did not do an actual
skin assessment. The MDS Coordinator
revealed she utilized the nurses notes In the
computer and the skin assessment shesets to
determine if an area needed to be captured on
the MDS resident assessment, The MDS
Coordinator revealed she did not discuss

" Resident #2 with the nursing staff and missed the

Identified skin area on the nursing documentation. ‘
The MDS Coordinator reveaied she was

ultimately responsible to ensure the residents had
an accurate assessments, and revealed Resident
#2 was not accurately assessed. The MDS
Coordinator revealed accurate assessment are
Important to ensure payment and to provide
hollstic nursing care.

Interview with the Director of Nursing (DON), on

- 02/23/12 at 6:05 PM, revealed the DON

compared 1 or 2 residents a week with the facliity
assessed MDS. Howevar, the DON revealed she

* was looking at the functionality of the resident and

not the skin to ensure pressure areas are
accurately assessed and captured on the MDS.

i
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F 278 483.20(d), 483.20(k)(1) DEVELOP F 279.J F 279 i
ss=D COMPREHENSIVE CARE PLANS | !
1. CORRECTIVE ACTION FOR RESIDENTS |
A facility must use the resuits of the assessment AFFECTED BY THIS PRACTIVE:
to develop, review and revise the resident's
comprehenslve pian of care. Resident #7 has been care planned for
oxygen therapy. LPN #5 identified as
The facility must develop a comprehensive care failing to modify the care plan was
plan for each resident that includes measurable counseled by the DON on March 13,
objectives and timetables to meet a resident's 2012.
medical, nursing, and mental and psychosoclal
needs that are Identified In the comprehensive
assessment. 2. HOW OTHER RESIDENTS HAVING THE
: POTENTIAL TO BE AFFECTED WERE
The care plan must describe the services that are IDENTIFIED:
to be furnished to attain or maintain the resident's
hlghzst pr&:c}'catl’l[eb Plhy3|°3|- melrr’;adll 3’:;’ All residents have the potential for a
psychosocial well-being as required under t lan f
§483.25; and any services that wouid otherwise g?;:: ng:e;;_g:afuaﬁ:eg a:ﬂ?rbtn::
be required under §483.25 but are not provided iy s .

. educated as indicated below. A review
due to the resident’s exercise of rights under f all residents with orders for oxysen
§483.10, including the right to refuse treatment of all resicents wi Xye
under §48310(b)(4). was completed by March 15, 2012,

MDS nurses will review all care plans by
March 30, 2012, to insure that all
physician orders requiring care plans are
This REQUIREMENT is not met as evidenced present in the care plan and the CNA
by: care plan. Any issues found will be
Based on observation, interview, record review, corrected immediately and will be
and the faciiity's Procedure for MDS/Care Pilan reported to the DON.
Process, It was determined the facility failed to
develop a comprehensive care plan for one (1)of
the twenty-three (23) sampled residents (#7).
The facllity did not develop a care plan to address
Resident #7's need for axygen therapy.
. This Is a repeat deficiency
' The findings include: ; ’
i 1
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Review of the facility's procedure for MDS/Care
Plan Process revealed a Comprehensive Care
Plan was to be completed within seven (7) days
of a comprehensive assessment. All disclpiines
are responsible for entering thelr plan of care into
the computer, Charge nurses are responsible to
revise care pians as changes occur to include

, hew dlagnoses, skin problems, and acute

 linesses. They must revise the existing hard
copy on the chart.

1. The facility admitted Resident #7 on 10/6/11
with a diagnoses of chronic obstructive
puimonary disease (COPD) and long term use of
sterolds. The facliity assessed Resident #7 on

- Minimum Data Set, dated 10/18/11, as requiring
oxygen therapy while a resident,

Observations on, 02/21/12 at 4:45 PM; 02/22/12
at 9:20 AM, 9:55 AM, 2:00 PM, and 3:30 PM,
revealed Resident #7 in their room with oxygen in
place.

' Observations on 02/21/12 at 3:25 PM 8:30 PM,
and 5:50 PM; 02/22/12 at 7:55 AM and 11:30 AM

 revealed the resident out of the room and self
propeiling a wheelchair in the facllity without

- OXygen in place.

interview with Certified Nursing Assistant (CNA)
#4, on 02/23/12 at 1:50 PM, revealed Resident #7
is not on the CNA care plan for oxygen therapy or
to transfer with oxygen. The CNA reveaied the
nurses were responsibie for the oxygen and she

PREVENT RECURRENCE:

Nurses were re-educated on one of the
following days, March 15, 20, 21, 22 or
the 23rd by our Director of Nursing and
Staff Development Nurse. Education
covered the importance of care planning,
Training included the need to care plan
physician orders for some meds,
treatments and therapies such as oxygen
therapy which should include type of
Oxygen, amount, monitoring and use of
oxygen outside of the resident's room.

The DON and our MDS nurses will
review all new orders or any change of
current orders each weekday, to insure
that the order, if needed, has been
Correctly care planned.

4. HOW CORRECTIVE ACTIONS WILL BE
MONITORED:

Our computer system generates a
message for each new order. The DON
»and MDS nurses will review those orders
and will then check with the charge
nurse or just pick up the chart to insure
that appropriate orders have been care
planned. The DON and 2 of the MDS
- nurses, doing the daily reviews, are part
. of our monthly QA Committee. They
will report their finding to the
committee. Based on their finding the

_ gg‘tmed the nurse if the Resident became short of QA committee will determine if

e . additional education is needed to ensure

i , continued compliance. 3-30-12
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interview with Licensed Practical Nurse {LPN) #5
North Hali Charge nurse, on 02/23/12 at 2:15 PM,
revealed she was not aware the resident did not
have a care plan for oxygen therapy, and did not
think of developing a care plan to address this
need. The Charge nurse revealed Inconsistent
care could potentially result in the Residents

- 0Xygen saturation dropping beiow 80 percent,

Interview with the Minimum Data Set (MDS)
Coordinator, on 02/23/12 at 4:50 PM revealed
she had missed the use of oxygen therapy during
development of the comprehensive care pian,

" The MDS Coordinator revealed she used the
triggered areas in the care area assessment on

. the MDS, physiclan orders, treatment
administration record, progress notes, and the
Resident's diagnoses to develop the care plan.
The MDS Coordinator revealed a potential
problem wouid be the nursing staff not monitor

' the resident for respiratory probiems related to

- oxygen therapy. The MDS Coordinator revealed
the care plan drove the nursing care and helped
to evaluate the effectiveness of treatments, The
MDS Coordinator revealed she was responsible
to develop the inltial care plan, but stated both
nursing and MDS was responsible to ensure they
being deveioped.
483,25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

F 309
$8=D

. Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

¥
:

F 279

F 308
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1. CORRECTIVE ACTION FOR RESIDENTS
AFFECTED BY THIS PRACTIVE:

This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, record review,
and review of the facility's poiicies, it was
determined the facllity falled to follow Physician's
orders for three (3) of twenty (23) sampied
residents (Resident #3, 2 and 7). Resident #3
had a Physician's order for wound care that was
not followed correctly. In addition, the faciilty
failed to follow Physician's orders to maintain
oxygen saturation at 90% or greater for Residents
# 2 and #7.

The findings Include:

. Review of the facllity's M.D. Order Policy,
(undated), revealed MD orders are to be foliowed
according to the direction of the physician.

Interview with the Director of Nursing (DON), on
02/23/12 at 4:30 PM, revealed nurses were
required to follow physician orders for resident
care. She stated nursing couid not change the

“orders for pressure ulcer care or oxygen therapy

- without physician orders. She stated she did not
have a routine for supervising the nurses to
ensure their skills were proficient.

1. Clinicai record review for Resident #3 revealed
' the facility received a Physician's order, on
+ 11/17/11, to cleanse the resident's bilateral heeis
and bilateral great toe wounds with Normal Saline

RN #1, LPN #4 and LPN #5 involved
with residents #3, #2 and #7 were re-
educated on March 13th by DON and
Staff Development Nurse. Resident #3
is receiving wound care exactly as order
by the physician. Residents #2 and #7
are receiving oxygen and O2 stats are
being monitored every shift to provide
oxygen as ordered by the physician.

2. HOW OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED' WERE
IDENTIFIED:

All residents were identified as having
the potential to be affected, therefore all
nursing staff will required to be re-
educated as indicated below.

3. MEASURES OR SYSTEMIC CHANGES TO |
PREVENT RECURRENCE:

On March 15, 20, 21, 22 and 23, 2012
nurses were re-educated and tested for
competency in how to transcribe and
carry out physicians orders. Education
also included care planning, wound care
and oxygen administration. Education

(Sodium Chloride). was provided by our DON and Infection
Control Nurse.
| Interview with Registered Nurse (RN) #1, on onirol Nurse
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02/23/12 at 1:15 PM, revealed he used wound
Cleanser spray instead of the NS Irrigation
solution as ordered by the physician. RN #1 sald
he had been told it was okay to use the wound
cleanser instead of the NS, but wouid call the
pharmacy to confirm. He did not verbalize the
need to call the physician to clarify the wound

‘care orders. The RN was aware the physician's
order was to use NS.

Observation of the East Wing treatment cart, on
02/23/12 at 11:30 AM, revealed two (2) containers
of Sodlum Chioride irrigation solution for Resident
#3 were opened and not labeled with the opening
date. The containers of irrigation solution were
partially used and had a deilvery date of 01/17/12.
Hanging on the side of the treatment cart were
three (3) opened bottles of wound cleanser, not
labeled with residents name or open date.

2. The facllity admitted Resident #2 with the
following diagnoses: Stroke; Subarachnoid
Hemorrhage; and Chronic Airway Obstruction.
The facility assessed the resident, on 12/29/11,
as requiring oxygen therapy. Physiclan orders,
dated 02/10/12, revealed oxygen shouid be at 2
liter per minute per nasal cannula, and may titrate
the flow rate to keep saturation greater then 80
percent.

Observation of Resident #2, on 02/21/12 at 4:45
PM and 5:30 PM, revealed the resident sitting up
in & Geri-chair in the dining room eating lunch

!

F309 Care plans for oxygen use will be
required to include frequency of
monitoring oxygen stats. A new policy
will be written stating that OXygen stats
will be recorded at a minimum of once
every shift on all residents currently
utilizing oxygen therapy. The policy
and procedure will be written and
education given at the meetings
mentioned above,

Physicians orders will now be reviewed
and signed by a second nurse to insure
accuracy.

The DON and MDS nurses will audit all
physician orders on a daily basis. Our
computer system generates a message
for each new order entered into the
system. Each order will be reviewed to
ensure appropriate orders are carried
over to the care plan.

4. HOW CORRECTIVE ACTIONS WILL BE
MONITORED:

The DON and MDS nurses will audit all
physician orders on a daily basis. Each
order will be reviewed to ensure
appropriate orders are carried over to the
care plan as the physician ordered. The
DON will summarize finding to the
Monthly QA meeting.  Quarterly the
QA committee will determine if more

with no oxygen in place. Observation, on training is required.
02/22/12 at 7:55 AM, revealed the resident sitting i
' { ]
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in the television room with no oxygen in place. A sample of six residents requiring a
Observation, on 02/22/12 at 12:00 PM, revealed treatment will be monitored 1 time a
Registered Nurse (RN) #1 rernoving the residents week for 4 weeks and there after once a
oxygen and leaving it In the room, then month. Monitoring will evaluate if the
transporting the resident to the dining room with procedure is being performed as ordered
no oxygen in piace. by the physician. Monitoring will be
done by Vicki Swann MDS RN, Jean

Observation, on 02/23/12 at 11:20 AM, revealed a (Sé’;%a;‘)‘ S RN, and S")e"a Townsend
nursing assistant transported Resident #2 to the cvelopment Nurse).
dining room without oxygen and leaving them ) .
unattended without oxygen in place. Upon After Sheila Townsend reports findings

: request, the Minimum Data Set (MDS) to the QA committee, the committee will

: Coordinator obtalned a oxygen saturation of the determine, on a monthly basis, further

: resldent In the dining room, on 02/23/12 at 11:35 requirements for monitoring, either
AM, which revealed an oxygen saturation of 89 increasing or decreasing the scope and
percent and dropped to 84 percent when the frequency of observations. 3-30-l2
resident began talking. Observation of the MDS
Coordinator, on 02/23/12 at 11:40 AM, revealed
the nurse brought the residents oxygen
concentrator into the dining area and applied
oxygen at 2 liters per minute per nasal cannuia.
The oxygen saturation rose to 93 percent.
Interview with RN #3, on 02/23/12 at 3:00 PM,
revealed Resident #2 should be on oxygen at 2
liters and the nurse may titrate to keep the
oxygen saturation above 94 percent. The RN
revealed the oxygen saturation was checked

- beforae the resident was assisted out of bed and
after the resident was returned to bed, although
this Information was not recorded. The RN

| revealed a potential for hypoxia and oxygen
depravation to the tissues.

" interview with RN #1 East wing charge nurse, on |

]
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02/23/12 at 2:27 PM, revealed there was no set

" monitoring system for oxygen saturation of the

: residents with oxygen. The RN reveaied a
potential problem was the oxygen level to
desaturate. The RN revealed the resident's
geri-chair was not adapted for the use of a
portable tank, but was easlly able to find a
cylinder caring case in the storage closet on
observation during the interview. The RN
revealed Resident #2 should be wearing oxygen
when out of bed. RN #1 revealed each nurse
was respansible to monitor the oxygen saturation,
and stated the Resident had never been
assessed for the need for portable oxygen.

3. Record review revealed the facility admitted

' Resident #7 with the foilowing dlagnoses:
Chronic Obstructive Pulmonary Disease (COPD) ,
and long term steroid use. The Facility assessed
the Resident, on 10/18/11, as requiring oxygen
therapy while a resident at the facility and
orlented to person, place and time on 01/03/12.

' Physlclan orders, dated 02/10/12, revealed an
order for oxygen at 3.5 liters per minute per nasal
cannula to maintain oxygen saturation greater
then or equal to 80 percent.

Observation, on 02/21/12 at 3:25 PM, 5:30 PM,
and 5:50 PM; 02/22/12 at 7:55 AM and 11:30 AM,
revealed the resident sitting up In the wheelchair
self propeifing around the facility with no oxygen
in place.

. Interview with the Resident, on 02/22/12 at 9:55
* AM, revealed the resident was never offered a

- portable oxygen tank. The Resident stated

' sometimes feeiing short of air and had to retum

)
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to the room to get some oxygen and feel better.

Observation of Resldent #7 in the dining room
without oxygen in place, on 02/23/12 at 12:30

. PM, revealed the Licensed Practical Nurse (LPN)
#5 North Hall charge nurse checked the oxygen
saturation with a result of B1 percent. LPN #5
escorted resident back to their room and
reapplied oxygen., The LPN asked the resident If
they wanted to eat in their room, and the resident

“ replied they did not. The LPN informed the
resident they could put the oxygen concentrator in
the dining room, and the resident replied it was all

_right, they did not need it. The oxygen saturation
was rechecked and had increased to 90 percent.

Observation of Resldent #7 In a bingo activity with
no oxygen in place, on 2/23/12 at 2:05 PM

- revealed LPN #4 checked the oxygen saturation

" with a result of 88 percent.

Interview with LPN #4, on 02/23/12 at 2:07 PM,
revealed she was not aware if the resident had a
care plan or If the resident had specific physiclan
orders regarding oxygen or oxygen saturation.
The LPN revealed a potential for the resident to
have increased confusion and an overall decfine
with low oxygen saturations, The LPN revealed
the facliity did provide portabie oxygen tanks;
however, the resident's wheelchair had not been
adapted to fit the oxygen tank. The LPN revealed
the Resident was very moblie and did not like to

' be strapped to the large oxygen concentrator that
was kept in the room.

] !
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Interview with LPN #5, on 02/23/12 at 2:15 PM,
revealed the resident's oxygen saturation should
be kept greater then 90 percent. The LPN
revealed the resident wore the oxygen when they
were In the room, but took It off to attend activities
or meal service. The LPN revealed they had not
been monitoring the resident's oxygen saturation
when they were off of the oxygen and they had
not assessed the Reslident for portabie oxygen,
The LPN revealed she was responsible to ensure
the resident maintalned the oxygen saturation
ordered by the physician.

Interview with the Director of Nursing (DON), on
02/23/12 at 8:05 PM, revealed a potential for the
residents to sustain resplratory probiems by not
monitoring their oxygen saturation. The DON
revealed she did make rounds in the mornings on
the residents, but stated Resident #2 and #7 had
always been in their rooms on the oxygen.

4. Review of the medical record for Resident #3,
revealed the facility admitted the resident on

* 01/03/12 with diagnoses of Anemia, Neurogenic
Bladder with an Indwelling Catheter, Dementia
and Parkinson's Disease with an Impaired
cognition. The facllity completed an admission
Minimum Data Set (MDS) assessment on
01/10/12, which revealed the resident required
the total care of two (2) persons for bed mobility,
tollet use, and personal hygiene. The facility
assessment of Resident #3's skin on 02/22/12 at
11:00 AM reveaied the resident was ata
moderate risk for pressure sores. The nursing

- notes, dated 01/14/12, Indicated the presence of

, blisters on both heeis and the great toes with

. orders for dressing changes; however, the facility .

L

j
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did not document these pressure sores on the
admission MDS assessment completed on
01/10/12.
F 431 483.60(b), (d), (e) DRUG RECORDS, F 431 Fa31
s§8=D LABEL/STORE DRUGS & BIOLOGICALS
1. CORRECTIVE ACTION FOR RESIDENTS
The faclilty must employ or obtain the services of AFFECTED BY THIS PRACTIVE:
a licensed pharmacist who establishes a system
of records of recelpt and disposition of ail No residents are mentioned as being
controlled drugs In sufficient detall to enable an affected by the deficient practice. Please
' accurate reconciliation; and determines that drug see section 2. On February 24, 2012 all
: records are In order and that an account of all opened and undated biological wound
t:ontrol::at:1 drugs is maintalned and periodically cleanser solutions were discarded. All
reconciied. solutions currently being used are dated
. Drugs and biologicals used in the facility must be and labeled as dictated by our policies.
iabeled in accordance with currently accepted .
professional principies, and include the 2. HOW OTHER RESID HAVING THE
appropriate accessory and cautionary OTENTIAL ENTS
Instructions, and the expiration date when ;?E;Emmn- TO BE AFFECTED WERE
applicable. )
in accordance with State and Federal laws, the Fﬁ?;dst:jp M?nolr,e recogpézgs that al;
facility must store all drugs and biologicals in fesidents are to be provided care an
locked compartments under proper temperature treatments with properly dated, labeled
controls, and permit only authorized personnel to and stored irrigation solutions and
have access to the keys. wound cleansers. Therefore, all
residents could be affected.
, The facility must provide separately iocked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule |i of the 3. MEASURES OR SYSTEMIC CHANGES TO
Comprehensive Drug Abuse Prevention and PREVENT RECURRENCE:
Control Act of 1976 and other drugs subject to
- abuse, except when the facility uses single unit Our pharmacy consultant provided
package drug distribution systems in which the " education to nurses on March 23, 2012
quantity stored is minimal and a missing dose can and provided a QA review of all wound
be readily detected. carts.
| ! 1 |
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This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, record review,
and facllity policy review, it was determined the
facllity failed to store and label Irrigation solutions
and wound cleansers in accordance with currently

“accepted professional principles and facllity's
policies. In one (1) of three (3) treatment carts
the facllity failed to label with open dates two (2
opened containers of irrigation solution. in )

, addition the irrigation solutions were expired. The
facility aiso falled to label three (3) opened
containers of wound cleanser spray with
residents’ names and the date opened. The
containers of wound cleanser were being used for
multiple residents and were hanging on the
outside of the treatment cart.

The findings Include:

Review of the facility's policy for Labeling and
Storage of Medications and Blologicals, Rev. 22,
12-15-06, revealed the medication label at a
minimum will include the medication name and
strength, the expiration date when applicable, and :
typically includes the resident's name, route of
administration, and appropriate instructions. For
medication designed for muitiple administrations
the iabel Is affixed in a manner to promote
administration to the resident for whom it was

' prescribed. Al irrigation solutions are ordered on
an individual basis, labeled, and are good for 30

, (thirty) days after the seal Is opened and dated.

| All wound cleanser Is stored in a locked treatment |

| 1

Two Nurses, Heather Downs and Renee
Lord have agreed to serve as our Skin
Nurses. They will, as part of their
duties, QA the wound cart weekly for 4
weeks and then monthly unless the QA
committee determines more or less
monitoring is needed. The Two nurses
will report finding to the Director of
Nursing who will pass on the finding to
the QA committee,

4. HOW CORRECTIVE ACTIONS WILL BE
MONITORED: :

The Staff Development Director, as part -

of her QA duties, will inspect all wound

carts once per month to ensure the skin

nurses are thoroughly inspecting the

wound carts. Findings will be brought to

the monthly QA committee to help in
determining further monitoring and

educational needs. 4-02-12-
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cart,

interview with the Director of Nursing (DON), on
02/23/12 at 4:30 PM, revealed opened botties of
blologicals were required to be dated and labeled
when opened per facillty policy and community
wound cleanser were not allowed. She stated all
residents with treatments were to have their own
supplies labeied with the residents’ name and
prescription. She Indicated supplies must be

" discarded when expired and the nurse was
responsibie to check the supplies on the cart.

. Observation of the East Wing Treatment Cart, on :
02/23/12 at 11:30 AM, revealed two (2) containers
of opened, expired Sodium Chioride (NS)

t irrigation solution that was not labeled with the

open date for Resident #3. The containers of

irigation solution were partially used and had a

 delivery date of 01/1/12. Three (3) opened
contalners of wound cleanser ware hanging on
the outside of the treatment cart. The wound
cleansers were not labeled with the resident's
name, instructions for use or the opening date.

. interview with Registered Nurse (RN) #1, on
02/23/12 at 1:15 PM, revealed he was not using
the expired NS imigation solution, but was using
the wound cleansers that were hanging on the
outside of the irrigation cart. RN #1 said he was
told by the Pharmacy that he couid use the
wound cleanser instead of the NS. RN #1 said
he would call the Pharmacy to confirm this and

: would throw away the expired NS, The RN sald
he was using the wound cleansers on Resident
#3, one other unsampled resident with a sacral
pressure wound, and on any resident who
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sustained a skin tear. The RN was unaware of
the facility's policy on labeling and dating irrigation
solutions and did not know irrigation soiutions
were good for only 30 days after the seal was
opened. The RN said he would have to review the
facliity's policy.
F 441 483.65 INFECTION CONTROL, PREVENT F441 Fa441
Ss=g SPREAD, LINENS
1. CORRECTIVE ACTION FOR RESIDENTS
AFFECYED BY THIS PRACTIVE:

The facility must establish and maintain an
Infaction Control Program designed to provide a

safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

* The facility must establish an Infection Control

Program under which It -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and

(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infaction

(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 facllity must prohibit employees with a
communicabie disease or Infacted skin iesions
from direct contact with residents or their food, if
direct contact wili transmit the disease. -

(3) The facliity must require staff to wash thelr .
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

RN #1, RN#3, LPN #6 and CNA #2, -
staff identified as providing care for
residents #2, #3 and #8, were re-
educated on March 13, 2012, by Director
of Nursing and Infection Control Nurse
regarding following our infection control
policies.

Residents #2, 3 and 8 are receiving
dressing changes and skin assessments
according to our hand hygiene policies.

2. HOW OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED WERE
IDENTIFIED:

All residents were identified as having .
the need to receive treatments and skin
assessments according to Friendship
Manor's policies, therefore all staff are
being re-educated as described below.
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{c) Linens
Personnel must handie, store, process and
transport linens so as to prevent the spread of
Infection. 3. MEASURES OR SYSTEMIC CHANGES TO
PREVENT RECURRENCE:
All Nurses were re-educated on one of
: the following days, March 185, 20, 21, 22
is REQUIREMENT e g days, y &V, L1, L8,
I;,’: QUIR I§ not met as evidenced or 23rd, 2012 by our DON and our
- Based on observation, interview, review of the Infection Control Nurse regarding proper
CDC guldeline for Hand washing techniques, hand hygiene and infection control.
CDC (Center for Disease Control) Guideline for Inservice will also include placement of
Hand Hygiene in Health-Care Settings, the wound cart during treatments and on
facllity's policy and procedures for Infection proper use of personal protective
control, it was determined the facillty falled to equipment
maintain an Infection Control Program to prevent
the development and transmission of disease and On March 23, 2012 CNAs, CMTs and
; mzre';:{:;t:::g‘egsw:: dn:t(?;’:z{:ed during restorative aides will be re-educated by
assessments for three (3) of twenty-three (23) our Infecn.‘:; C°n::;.Nme on mfe;m:
sampled residents (Residents #2, #3 and #8). control with emphasis on proper han
The facliity treatment cart was brought into the hygiene. Our SD/IC Nurse will provide
residents room for two (2) of twenty-three (23) daily make up sessions for those who
sampled residents while the nurse completed could not attend on the 23rd. CNAs not
wound care. A nurse was observed using her attending one the sessions will be taken
bare hands to turn off the water after washing her off the schedule beginning April 02,
hands. . 2012,
' This is a repeat deficlency.
. The findings include:
" Review of the Infection Control Manual revealed
. the manual was undated and there was no
evidence provided to determine if the manual was
reviewed or approved by the Infection Control
J Committee.
i 2
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employee use of Alcohol-Based Hand Rub if

. hands were not visibly solled for the following

' sltuations: Before and after direct contact with
residents, before moving from a contaminated
body site to a ciean body site during resident

- care, after handiing used dressings, and
contaminated equipment and after removing
gloves.

Record review of the facility poiicy on Wound
Care/Treatment Guidelines dated 2007, revealed

|
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Revlew of the CDC Guidelines for Hand Hygiene MOMTORIERECTIVE ACTIONS WILL BE
in Health-_Car_e Settings, dated 10/25/02, revealed )
the following |qqlcaﬂons for handwashing and Starting on March 19, 2012 a sample of
hand antisepsis: decontaminate hands before 6 residents iring skin
having direct contact with patients; dro s cents requiring skin assessments or
decontaminate hands after contact with body ssing changes, to include residents
flulds or excretions, mucous membranes, #2, #3 and #8, and residents representing
non-Intact skin, and wound dressings; change all three units will be monitored 3 times
gloves during patient care if moving from a a week for 4 weeks and once a week
contaminated body site to a clean body site; thereafter. Monitoring will include hand
decontaminate hands after removing gioves; and hygiene and cart placement. Monitoring
decontaminate hands after having contact with will be done by Vicki Swann MDS RN,
Inanimate objects In the immediate vicinlty of the Jean Shepard
patient. MDS RN, and Sheila Townsend
Revlew of the CDC guidelines for How to (Infection Control Nurse).
L"::ddga:ﬂ;,“g;yggcffdé:{“'“ @ towel should be After Sheila Townsend reports findings
to the monthly QA committee, the

Review of the facllity policy on . committee will determme:, on a monthly
Handwashing/Hand Hygiene, revised 08/08, basis, further requirements  for
revealed employees must wash their hands monitoring and education. Friendship
before and after direct contact with resident, after Manor will continue to monitor infection
contact with bloed, body fiuids, secretions, and control indefinitely but the QA
mucous membranes or non-Intact skin and after committee will determine the scope and
removing gloves, The facility policy also Included frequency of observations, 3-30-12
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the cart should be left in the hall and locked.

Interview with the Director of Nursing (DON), on
02/23/12 at 4:30 PM, revealed nurses were not
allowed to take the treatment cart Into a resident's

. room while doing a wound dressing change

treatment. She stated the facility had a policy
which speclfically stated the treatment cart must
remain in the hailway. She Indicated nurses were
required to thoroughly wash their hands prior to
donning gloves to do a treatment and hands were
washed and gioves changed anytime the
treatment went from a soiled task to a cliean task,
including changing a solled resident into clean
ciothing. She stated nurses were trained to do
aseptic dressing changes and prevent the
transmission of organisms. She stated Infection

, control measures were indicated during skin
assessments with hand washing and giove

, Changes when going from an area of the body

- considered dirty and an area considered clean.

. She revealed records of infections were reviewed
by the Quality Assurance Commiittee quarterly.
She stated all biologicals on the treatment cart
were labeled and dated when opened per facility

~ policy and communai wound cleanser was not
allowed. She revealed each resident with a
treatment required their own supplies which were
to be dated, labeled with the resident's name and

. the prescription for the use of the item.

Observation, on 02/22/12 at 11:00 AM, during

- Resident #3's wound care and skin assessment

' revealed Registered Nurse (RN) #1 with gioved
hands entered the resident's room and touched
the resident's door and privacy curtain. He was
not observed washing his hands prior to the

1

1
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dressing change Upon entering the resident's
room, the treatment cart was parked at the foot of
the resident's bed with opened dressing supplies
and medications for the resident's dressing
change. During the dressing change RN #1 was
observed opening a drawer on the treatment cart
and reaching in to retrieve an unopened dressing
supply with the same gloved hands. The RN
removed the resident's soiled dressings and
piaced new dressings to both the resident's fest
and toes without removing the soiled gloves,
washing his hands and putting on new gioves.

Observation, on 02/23/12 at 11:30 AM, revealed
RN #1 leaving Resident #3's room without
performing hand hygiene and rolling the
treatment cart down the 300 unit hali to perform
another dressing change with a different resident.

interview, on 02/23/12 at 2:30 PM, with RN #1

revealied the facility had not provided him with any

wound care training and he had not been trained

to keep the treatment cart in the hall when he

provided treatments to the residents. RN #1

stated it was possible to cross-contaminate from

resident room to resident room. RN #1 revealed

he did not clean the treatment cart in between

resident rooms. He further stated he had

reached into the treatment cart with dirty gioves

and should have removed his gioves and washed

his hands. RN #1 acknowledged he had used

, one pair of gloves for Resident #3's dressing :
change without washing his hands and stated he

. should have changed his gioves after taking

: resident solled dressings off. The nurse revealed

- he was not sure what the facliity's policy was for
hand hygiene and his lack of hand hygiene and
glove changes were not good nursing practice. |

| I
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Observation, on 02/22/12 at 2:10 PM, with RN #3
revealed while washing her hands in a resident
room she used her bare hands to turn the water
off.

Interview, on 02/23/12 at 2:40 PM, with RN #3
reveaied she could have turned the water off with
her bare hands and stated the facility policy was
to perforrn handwashing before and after resident
‘contact and use a paper towel to turn the water
off at a sink. RN #3 acknowledged transferring
infection to one another by the iack of hand
hyglene was a risk to the facliilty residents and
staff,

Observation of the dressing change and skin
assessment on Resident #2, on 02/22/12 at 11:35
AM, reveaied Registered Nurse (RN) #1 entered
the room with the treatment cart and parked it to
the left of the resident's bed. RN #1 did not wash
her hands or use hand sanltizer and appiied
gioves. The nurse started at the resident's head

' and worked his way down to the perineai area.
The RN removed Resident #2's brief, which was
saturated with liquid, and rolled the brief up under
the resident. The RN removed the dressing from

Resident's sacrum and measured the wound,
Without performing hand hygiene or removing the

a container of santyl and Bactroban ointment,
smeared the contents onto a mepilex dressing
and applied it over the wound without cieaning
the wound bed. The RN did not perform hand
hygiene or change gioves, and proceeded to

il

contaminated gloves, the RN stuck his finger into -

F 441
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' perform peri/incontinence care and applied a
clean brief. Without changing gioves or
performing hand hyglene, the RN applied a clean
palr of pants on the resident, assisted the
resident to the geri chalir utliizing a Hoyer lift
Without changing gioves or performing hand
hygiene, the RN removed the resident's oxygen,
and transported the resident to the dining room.

‘on 02/23/12 at 2:27 PM, revealed he was
responsible to complete the resident's skin
assessment. The RN revealed he started
performing the skin treatments approximately a

, month ago. The RN revealed he did not recsive

, training on skin care prior to assuming this
responsibility. The RN revealed he had not
received training on care of treatment cart The

contact transmission of infection by taking the

' cart from room to room. The RN reveaied he did
not clean the cart between residents. The RN
revealed hand hygiene and giove changes should
have been compieted during residents and during
procedure. The RN acknowledged a potentidl for
organisms to contaminate the container of
ointment, and a potentiai for cross contamination

- by not practicing proper hand hygliene during
wound care and skin assessments.

- Interview with the Staff Development/infection
Control Nurse, on 02/23/12 at 5:37 PM, revealed
handwashing was covered In every in-service
provided by the facility, the last of which was
approximately a month ago. The Nurse revealed
impromptu survelllance rounds were completed

)

interview with RN #1 Charge Nurse for East wing, -

RN reveaied there could be a potentlai for indirect

L

I
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using a black light, but she had focused mainly on
nursing assistants and not the nurses. The Staff
Deveiopment/infection Control nurse revealed the
facliity no longer had a wound treatment nurse,
and training was not provided to the nursing staff

. On wound care. The Staff Davelopment/infection
Controi nurse revealed monitoring for infection
control was completed monthly by using the
Monitoring Compliance with infection Control

+ Checklist, which did have an area for wound care
observation. The Nurse revealed she had
observed a nurse use their finger to retrieve

- ointment from a container once before, but
provided one on one training and not a facliity

. wide In-service. The Staff Development/infection
Controi Nurse revealed she had focused so much

+ of her monitoring and training towards the nursing

 assistants because it was basic nursing on
dressing change techniques. The Staff
Deveiopment/Infection Control Nurse revealed a
potential for introducing bacteria to wounds and
resident. The nurse revealed the treatment carts
should never go Into the resident's room.

Observation, on 02/23/12 at 1:30 PM, of a skin
assessment on Resident #8 revealed Licensed
Practicai Nurse (LPN) #6 and Certified Nurse

. Assistant (CNA) #2 did not wash their hands
between changing gloves while doing a skin
assessment going from clean to dirty. The LPN
was observed to assess the resident's body then
assess the resident's mouth without washing her
hands. The CNA removed the resident's solied

: brief and applied a clean brief and topical cream.
He then assisted the LPN with maneuvering the
resident for the skin assessment. He did not
wash his hands when going from solled to clean,

]
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interview, on 02/23/12 at 1:40 PM, with LPN #6
reveaied hands should be washed when gloves
are changed. She stated she did not wash her
hands between giove changes and should have.
She stated a potential probiem could be touching
a dirty area followed by touching a clean area.

Interview with CNA #2 on, 02/23/12 at 1:42 PM,
revealed hands should be washed between
changing gioves. The CNA stated he did not
wash hands when changing gioves and stated he

- shouid have, .
483.70(h)(3) CORRIDORS HAVE FIRMLY
SECURED HANDRAILS

F 468
S8=E

. The facility must equip corridors with firmly
secured handrails on each side.

This REQUIREMENT is not met as evidenced
by:

. Based on observation and interview it was
determined the facllity failed to ensure handrails
were firmly secured to the wails.

The findings include:

The facliity did not provide a written policy for
maintaining the facility.

. Observation, on 02/22/12 at 4:00 PM and

1 02/23/12 at 2:00 PM, revealed the handrail
outside Rooms # 222, 224, 225, 304 and 317
were loose.
Interview with the Director of Maintenance, on

, 02/23/12 at 10:30 PM, revealed he had no

F 441

F 468 F 468

1. CORRECTIVE ACTION FOR RESIDENTS
AFFECTED BY THIS PRACTIVE:

No residents are mentioned as being
affected by the deficient practice. Please
see section 2. Loose bandrails have been
repaired.

2. HOW OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED WERE
IDENTIFIED:

Loose handrails could occur anywhere in
the building and since handrails are used
by many residents, All residents all
residents have identified as having the
potential to be affected.

'
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F 488 Continued From page 34 Faeg' MEASURES OR SYSTEMIC CHANGES TO
maintenance schedule for inspection of handrails, PREVENT RECURRENCE:
He stated the facillty handrails were checked ;
periodicaily and no logs were kept on handrail Don Campbell from the maintenance
inspections. The Director of Maintenance department will check all rails once a
revealed the system for handrail repair was quarter. This will be added to his list of
based on work orders placed by facliity staff. quarterly duties. He will sign off on this
; K . . .
interview with the Administrator, on 02/23/12 at duenon as he does on all his othe
5:45 PM, revealed he was not aware of any loose
hang rails in the facility. The Administrator stated
handrails were repaired based on work orders "
, given to the maintenance department. He further ;},g#,?'oﬁggfzﬂm ACTIONS WILL BE
stated Iif something was broken it shouid be
repaired. * The Maintenance Director will review
Don's work assignment sheet to verify
that the inspection has been completed.
The Administrator, who is also a
member of the QA committee, will ask
to sce the assignment sheet once a
! quarter. The Administrator and Human
Resource Director, who is a member of
the QA committee and who performs
some life safety checks for the
Administrator, will also randomly check
rails, every month, to ensure handrails
are secure and will report finding to the
monthly QA committee. 3-le-12

|
|'
- !
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K000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1968, 1988
SURVEY UNDER: 2000 Existing
FACILITY TYPE: S/NF

TYPE OF STRUCTURE: One (1) story, Type V
Protected.

SMOKE COMPARTMENTS: Seven (7) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete automatic (dry)
sprinkler system.

GENERATOR: Two (2), Type !l generators. Fuel
source is diesel.

One (1), Type |l generator. Fuel
source is natural gas.

A standard Life Safety Code survey was
conducted on 02/22/12. Friendship Manor was
found to be in compliance with the Requirements
for Participation in Medicare and Medicaid in
accordance with Title 42, Code of Federal
Regulations, 483.70 (a) et seq. (Life Safety from
Fire).

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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