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F 000 | INITIAL COMMENTS

An annual survey was conducted on 09/21-23/10
to determine the facility's compliance with Federal
requirements for recertification. It was
determined the facility did not meet the minimum
Federal requirements for recertification, with the
highest scope and severity at a "G". Additionally,
an abbreviated survey (KY #15112) was
conducted 09/21-23/10 and was unsubstantiated
with no deficiencies cited.

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

s5=D | {INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family membar when there is an
accident involving the resident which resulis in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to gdverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or rocommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

F 000|Plan of Action

Redbanks
Standard Survey 9/21 — 9/23/10

Preparation and execution of this plan
of correction does not constitute

provider of the truth of the facts ;
alleged or conclusions set forth in the

F 157|statement of deficiency. This plan of

|
|
i
|
I
|
admission or agreement by the ;
|
|
|
I

correction is prepared and execnted

solely because it is required by federal

and state law. |
.‘

I* 157 Physician Netification

A facility must immediately inform
the resident; consult with the
resident’s physician; and if known,
notify the resident’s legal i
representative or an interested family
member when there is an accident |
involving the resident which results in
injury and has the potential for
requiring physician intervention; a
significant change in the resident’s
physical, mental, or psychosocial
status; 2 need to alfer treatment
significantly; or a decision to transfer
or discharge the resident from the
facility as specified in 483.12(a).

|

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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TITLE (X6) DATE
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Any deficiency statement ending withAn 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 Instruclions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the dale of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenls are made available 1o the facility. If defi¢iencies are ciled, an approved plan of camreciion is requisite to continued

program participation.
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F 167 | Continued From page 1

The facility must record and periodically update
the address and phone number of the resident's
fegal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review, i was
determined the facility failed to notify the
physician regarding the failure to obtain a
urinalysis {UA) as ordered, for one resident {(#2},
in the selected sample of 28. The physician
ordered the UA to be collected on 06/15/10,
however, the UA was not collected untit 07/06/10.
Findings include:

A record review revealed Resident #2 was
admitted to the facility on 05/13/10, with
diagnoses to include Dementia, Diabetes Mellitus
Type 2, Hypertension, and Hypothyrotdism.

A review of the quarterly Minimum Data Set
{MDS), dated 08/10/10, revealed the facility
identified Resident #2 as modsarately cognitively
impaired and frequently incontinent of bladder.

A review of the Physician's Orders, dated
06/156/10, revealad the UA was ordered due fo a
noted change in the resident's voiding pattern and
hehaviors of voiding in a trash can. However, a
raview of the clinical record revealed no evidence
the UA was collecied as ordered.

A review of the "Lab Tracking Record”, dated
June 2010, revealed the UA was scheduled to be
coltectad, on 06/16/10, howeaver, there were no
initials (per a nurse), indicating the collection of
the UA. The "Lab Tracking Record", dated July

F 157|Criteria i

The physician and
family/responsible party have been
updated on the current lab resuits for
resident #2.

Criteria 2:  The lab orders for all
current residents have been reviewed by
the DON and Administrative nurses to
determine that labs have been |
‘obtained and the physicians notified of |
the results. "

Criteria 3:  Facility licensed nurses
have received nservice education on the
need to obtain labs and notify the !
physicians of the resuits timely, and to
document this notification, as provided
by the Staff Development

Coordinator and/or designee on

10/7-27/2010

Criteria 41 The CQI indicator

for the monitoring of physician lab
notification will be utilized monthly X 2
| months and then every six months as per
the established CQI calendar.

October 28, 2010

Criteria 5: 10/28/ 10‘!

FORM CMS-2567{02-99) Preuioué Versions Obsolete

Event ID;WHVI

Facility ID: 100423

If continuation sheet Page 20f 30




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/07/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF BEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A. BUILBING
B. WING
186124 09/23/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
861 KIMSEY LANE
REDBANKS
. HENDERSON, KY 42420
41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION %5}
PREEIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAEE
DEFICIENCY)
F 157 | Continued From page 2 F 157

2010, revealed an entry reflecting the collection of
a UA, on 07/06/10. A review of Physician's
Orders, dated 07/09/10, revealed an order was
recelved for Bactrim DS {antibiotic), one by mouth
fwice daily, for seven days for the diagnosis of
Urinary Tract Infection {UTI). However, there was
no decumentation in the clinical record indicating
the physician was made aware the UA was not
obtained, on 06/15/10, as ordered.

An interview with Registered Nurse (RN} #2, on
08/23/10 at 3:05 PM, revealed she noticed the UA
had not been obtained in June, and collected the
specimen, on 07/06/10. She stated she felt it was
a "nursing judgement”, whether to nolify the
physician or not regarding lab work amitfed. She
stated "If a regular 1ab is missed, | wouldn't call
the physician.” However, she staied the
physician should have been nofified, regarding
the UA omitted for Resident #2.

An interview with the Director of Nursing, on

0922110 at 4:10 PM, revealed she expecled the
nursing staff to notify the resident's physictan and
family, if a lab test was missed.

An interview with the Program Manager (#2), on
09/23/10 at 1:00 PM, revealed nursing staff were
expected to nofify the physician in the event a lab

| test was not obtained, as ordered.

An interview with the resident's primary physician,
on 09/23/10 at 2:40 PM, reveated he could not
recall being notified that the UA had not been
obtained, as ordered. He stated he expected the
nursing staff to notify him in the event orders were
not foliowed.

A review of the policy/procedure, "Physician/l egal
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Representative Notification”, {(undated), revealed
it was the policy of the facility to inform the
resident’s physician and tegal representative
when there was a need to alter treatment
significantly (i.e. a need to discontinue an existing
form of trealment due to adverse consequences
or to commence a new form of treatment). The
policy revesled if the situation was not critical, the
attending physictan would be notified during
regular business hours and may be done by fax.
The attending physician must be notified by
phone or fax within 24 hours.

483.10{e}, 483.75{1)(4) PERSONAL _
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confidentiality of his or her perscnal and clinical
records.

Personal privacy includes accommodations,
medical treatment, written and telephona
communications, personal care, visits, and
meetings of family and resident graups, but this
does not require the facility to provide a private
room for each resident.

Except as pravided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records o any
individual outside the facility.

The resident's right to refise release of personal
and clinical records doees not apply when the
resident Is transferred to another health care
institution; or record release is required by law.

The facility must keep confidential all information
contained in the resident's records, regardiess of
the form or storage methods, except when

F 157

F164

F 164 Privacy and Conlidentiality

The resident has the right to personal °

privacy and confidentiality of his or
her personal and clinical records.

Criteria 1: Administrative nursing
observations have determined that
Residents #2 and 16 are provided
privacy by pulling the privacy curtains
completely during care.

Criteria 2: Administrative nursing
observations have determined that
residents are provided privacy by pulling
the privacy curtains completely during
care,
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release is required by transfer to another
healthcare institution; law; third party payment
confract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews and record
reviews, it was datermined the facllity faited to
ensure the provision of personat privacy during
care for two residents {#2, #16), in the selected
sample of 28. Observations revealed privacy
curtains were not completely closed during care.
Findings include:

1. A record review revealed Resident #2 was
admitted to the facility on 05/13/10, with
diagnoses to include Dementia, Diabetes Mellitus
Type 2, Hypertension, and Hypothyroidism.

A review of a quarterly Minimum Data Set (MDS),
dated 08/10/10, revealed the facility identified
Resident #2 as moderately cognitively impaired
and required physicat help with bathing. The MDS
revealed Resident #2 was usually continent of
powel and frequently incontinant of bladder.

An observation, on 09/22/10 at 8:45 AM, revealed
privacy was pot provided for Resident #2 during
provision of bathingfincontinent care. The Nurse
Aide (NA} did not pull the privacy curtain while
hathing the resident. The resident’s roommate
was in bed and could visualize Resident #2 during
the provision of the bath.

An interview with the NA, on 09/22/10 at 2:47 PM,
revealed she was aware of the importance of
providing privacy during care and she did not
ensure the privacy for Resident #2.

Criteria 3: Nursing staff have reccived
in-service education provided by the
Staff Development Coordinator and/or
designee on the provision of privacy
during care including but not limited to
pulling the privacy curtains completely.
10/7-27/2010'

‘Criteria 4: The CQI indicator for the
monitoring of resident privacy will be
utilized monthly X 2 months and then
quarterly as per the established CQI
calendar under the supervision of the
Director of Social Service and/or
designee.

L
Criteria 5: October 28, 2010

REDBANKS
HENDERSON, KY 42420
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2. A record review revealed Resident #16 was
admitted to the facllity on 02/14/06 with diagnoses
to include Transient Ischemic Altack (TIA),
Hypertension, Alzheimer's Dementia, Fractured
Hip, Osteoarthritis, Chronic Obstructive
Pulmonary Disease, and Gastroesophageal
Reflux Disease.

A review of the quartterly MDS, dated 07/02/10,
revealed the facility identified Resident #16 as
severely cognifively impaired and required
physical help with bathing. The MDS revealed
Resldant #16 was incontinent of bowel and
frequently incontinent of btadder.

An abservation, on 09/22/10 at 1:15 PM, revealed
Certified Nusrse Alde (CNA) #5 did not ensure
privacy during incontinent care for Resident #186,
by pulling the privacy curtain completely. The
curtain was observed partially open and the
resident was visible to anyone entering the
resident's room, during the care.

An interview with GNA #5, on 09/22/10 at 2:45
PM, revealed tha siatement, "l forgot to pull the
privacy curtain alf the way around.”

An interview with the Director of Nursing, on
09/22/10'at 4:10 PM, revealed she expected staff
to close the doar and pull the privacy curiain all
the way around the resident's bed. She stated
that the CNAs are instructed to provide privacy,
during CNA fraining.

A review of the Mosby's Textbook for Long Tem
Care Nursing Assistants, 5th Edition, revealed
each person had the right to full visual privacy.
The texibook revesled full visual privacy was
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described as complete freedom from public view,
while in bed. Abways pull the curtain completely
around the bed before giving care.
F 225 | 483.13(c){ 1)()-(iit}, {c)(2) - (4} F 22578 225 Abuse

s58=D | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
bean found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered info the State nurse aide
registry concerning abusse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
aother facility staff fo the State nurse alde regisiry
or licensing authorities.

The facitity must ensure that ali alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reporied
immediately to the administrator of the facility and!
to other officials in accordance with State law
through established procedures {including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
orevent further potential ahuse while the
investigation is in progress.

The results of all investigations must be reported
te the administrator or his designated
representative and to other officials in accordance
with State law {including fo the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified

The facility must develop and
implement written policies and
procedures that prohibit
mistreatment, neglect, and abuse of
residents and misappropriation of
resident property.

Criteria 1 & 2: -Employee files have
been audited by the Business Office
Manager and Director of Human
Resources to determine that
abuse registry and criminal record
checks have been obtained.
10/4-27/2010 : -Abuse registry and
criminal record checks will be
requested/obtained prior to hire of new
employees by 10/28/10. .

Criteria 3:  The Staflf Development
Coordinator will provide the Director of
Human Resources with proof of abuse
registry.and criminal record check
information prior to hire for
verification, and prior to the scheduling
of employee orientation training.
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appropriate corrective action must be taken.

This REQUIREMENT s not met as evidenced
by:

Based on interviews and record seviews, it was
determined the facility falfed fo conduct a Nurse
Aide Abuse Registry chack for one employee
(#1), in a sample of 10 personnel files reviewed,
prior o employment.

Findings include:

A reviaw of the personnel record for Employee
1, a Certified Nursing Assistant (CNA), revealed
a hire date of 06/02/10; however, the Nurse Aide
Abuse Registry check was not complated, untii
06/06/10.

An interview with the Staff Development
Caordinator, on 08/22/10 at 10:15 AM, revealed
she was responsible for conducting ihe Abuse
Registry checks. The facility policy required the
nurse aide abuse registry check be completed
before a prospective employee was hired. She
stated, prior to hire, the nurse aide abuse check,
sexual offender check, criminal records check
and everything In the classroom was completed
bafore the smployee could "touch a resident on
the floor". She stated Employee #1 was hired, on
06/02/10, and she thought the nurse aide abuse
check was complated that day, bul stated, "l don't
know how the abuse registry check was missed”.

A review of the facility policy entitled, "Nurse Aids
Abuse Registry" (undated), revealed before
employment began, the Nurse Aide Abuse
Registry would be checked to assure the potential
employee was not listed on the registry.

Criteria 4:  The CQI indicator for the |
monitoring of timeliness of abuse :
registry and criminal record checks will |
be utilized monthly X 2 months and then,
quarterly as per the established CQI '
calendar under the supervision of the
Administrator.

O]
Criteria 5 Oclober 28,2010 10/28/%0,
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§5=G | PERSONS/PER CARE PLAN The services provided or arranged by |

the facility shall be provided by |

The services provided or arranged by the facility

must be provided by qualified persons in qualified staff in accordance with each
accordance with each resident's written plan of resident’s plan of care.
care.

Criteria 1:  Resident #17 receives |

This REQUIREMENT is not met as svidenced toileting assistance and fall prevention
by: interventions as indicated on the care
Based on abservation, interview and record plan.

review, it was determined the facility failed to
enstire care was provided in accordance with o . ' .
care plan interventions for one resident (#17), in Criteria2:  An audit was compie.ted :
the selected sample of 28. The facility assessed by the program managers to determine
and care planned Resident #17 as requiring that residents on their units are receiving

assistance of two staff members for transfer to ileti . .
n ance an :
and from the foilet. On 09/05/10, the facility left FOI ct & gssmt_ ce and fall p le.ventlon
interventions in accordance with

Resident #17 unsupervised and unassisted on ’
the toilet, the resident fell and sustained a fracture their care plans.
to the right radius and ulnar (forearm bones).

Additionally, the facility failed to ensure a sensor | Criteri ; G
I . -
pad alarm was functional as directed by Resident iteria 3 The non-licensed nursing

#17's plan of care. staff have received inservice education .
Findings include: as provided by the DON/Staff
Development Coordinator on the

1. A record review revealed Resident #17 was provisi on of toile‘{ing assistance and fall

admitted to the facility on 04/05/10 with diagnoses

to include Hepatic Coma, End Stage Renal prevention mt.ew_entmns 1n
Disease and Cirthosis of the Liver. accordance with each resident’s care
A review of Resident #17's Fall Assessment plan, conducted on 10/7:27/ 2010;

Screening Tool (FAST), dated 07/19/10, revealed
the resident had scored 80 on the assessment
tool, with a scare of 65 or greater indicating a high
risk for falis. A review of the significant change
Minimum Data Set (MDS) assessment
information, dated 07/27/10, revealed the facility
identified Resident #17 as moderately cognitively
impaired, at risk for falis and requiring extensive
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assistance of two staff members for transfer and
toileting.

A review of Resident #17's care plan, dated last
reviewed on 07/30/10, for the "Inability to perform
activities of daily fiving (ADL} of bathing, dressing,
grooming, bad mobility, toileting, transferring,
ambulating, locomotion, and eating”, related to
decreased strength and endurance, physical
weakness, Diabetes Mellitus, Dementia, and
Diabetic Peripheral Neuropathy included
interventions to set up the meal tray for the
resident for independent dining every meal and
provide extensive assistance of two staff for all
toileting neads every two hours and as needed.
Resident #17's care plan revealed the problem, at
risk for fallsfinjury related to Dementia, Diabetes,
‘| Chronic Renal Disease, impaired safety
awareness, decreased strength and endurance
with physical weakness, dated 04/15/10 with a
review date of 07/30/10. Interventions for the fall
care plan included, alarming fioor mat at all times,
The CNA care plan, dated September 2010,
noted two persar{ assist with toileting in the
bathroom was required for Resident #17 and an
alarm mat was to be by the bed at all imes.

A review of the nurse's notes, dated 09/05/10 at
3:00 PM, revealed the resident had been assisted
to the bathroom and had sustained an
"un-witnessed" fall. The resident complained of
pain to the right eye, right cheek, right wrist, right
hig, and right knee. The facility noified Resident
#17's family and physician regarding the fali. The
facility transferred the resident to the emergency
room of the local hospital, at 4:03 PM.

A review of an x-ray report for Resident #17,
dated (9/05/10, revealed a nondisptaced distal

monitoring of toileting assistance and
fall prevention interventions '

in accordance with the care

plan will be utilized monthly X 2 months
and then quarterly as per the established
CQI calendar, under the supervision of

1
|
l
the DON., '

T !
Criteria 5t October 28, 2010 10_/ 28/10,
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radial fracture as well as a fracture through the
distal uina including the ulnar styloid.

An interview with CNA #1, on 09/23/10 at 9:40
AM, revealed she assisted Resident #17 to the
bathroom on 08/05/10 at approximately 3:.00 PM,
CNA #1 stated she had remained with the
resident for approximately five minutes when
another call light sounded. She asked the
resident to pulf the emergency light when the
residert had finished using the bathroom. CNA
#1 revealed she left Resident #17 alone in the
bathroom to answaer the other call light. Shortly
afterward, ansther CNA came and informed her
Resident #17 had sustained a fali in the
bathroom. CNA #1 revealed she was aware
Resident #17 was a two person assist far
transfers and toileting but had been unable to find
another CNA when the resident needed to use
t{he bathroom.

An interview with the Certified Medication Alde
{CMA) #1, on 09/23/10 at 10:00 AM, revealed she
had been working the back hall on 09/05/10 when
she heard a noise and then the family of Resident
#17's roommate began yelling for help.- CMA #1
then entered the bathroom to find Resident #17
lying in the floor on hisfher right side. She stated
she notified the licensed staff on duty.

An interview with LPN #1, on 08/23/10 at 10:15
AM, revealed she had responded when CMA #1
needed assistance after Resident #17 had
sustained the falff. LPN #1 stated the fall was
unwitnessed as CNA i1 had left the resident in
the bathroom alone,

An observation of Resident #17, on 09/21410 at -
4:00 PM, revealed the resident was asleepin a

282
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reciining chair by the bed with a cast present to
the resident's right wrist. A padded mat was
beside the bed and under the footrest of the
recliner. Under the padded mat was a sensor
alarm mat that did not alarm when pressure was
applied and released. An observation of Resident
#17, on 09/21/10 at 5:10 PM, revealed the alarm
mat was still not functioning. An interview with
the Licensed Practical Nurse {LPN) #2, on
08/21/10 at 5:10 PM, revealed LPN #2 stepped
an the sensor mat to determine if the mat was
functioning and mat did not alarm. LPN #2 then
checked the alarm and noted the atarm was
turned off. She stated it was the CNAs
responsibility to ensure all alarms were
functioning properly every shift.

An interview with the Unit Program Manager, on
08/2310 at 1:30 PM, revealed she expected the
staff o foliow the resident's plan of care to
determine how fo safely tfransfer the resident.
She stated the CNA should also always explain
the procedure being completed. The Unit
Program Manager revealed Resident #17 was a
high falt risk and should have never been left
alone in the bathroom. She stated all high fall risk
residents should never be left alone in the
bathroom-especially a resident whe was also
cognitively impaired. Furthermore she stated that
she expected all sensor alarms to be on and
functional as directed by the plan of care.

An interview with the Director of Nursing (DON},
an 08/23/10 at 2:10 PM, revealed she would
axpect staff to remain in the bathroom with
Resident #17 af all imes due 1o the resident
heing high risk for falls and being cognitively
impaired. The DON stated she expected all
residents care to be provided as directed by the
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RESTORE BLADDER

Based on the resident's comprehensive
asseasmant, the facility must ensure thata
resident who enters the facllity without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who Is incontinent of bladder receives appropriate
weatment and sarvices fo prevent urinary tract
infections and to restore as much normal bladder
function as possible.

1

This REQUIREMENT is not met as evidenced
by: _

Based on cbservation, interview and record
review, it was determinad the facility failed o
ensure appropriate care and services to prevent
infections refated to incontinent care and/or
catheter care was provided for four residents (#2,
#7, #13 and #18), in the selected sample of 28
Findings include:

A review of the policy, "Care of Indwelling
Catheter" {no date), revealed the caregiver should
wash their hands and don gloves, prior to
provision of catheter care.

F 315 Urinary Incentinence

Based on the resident’s comprehensive.

assessment, the facility must ensure
that a resident who enters the facility
without an indwelling catheter is not
catheterized unless the resident’s
clinical condition demonstrates that
catheterization was necessary; and a
resident who is incontinent of bladder

receives appropriate treatment and -
services to prevent urinary tract
infections and to restore as much
normal bladder fanction as possible.

Criteria 1: Administrative nursing
observations indicate that residents #2,
7, 13, and 16 are provided peri-care and,
catheter care in accordance with ‘
infection control standards of practice.

REDBANKS
HENDERSON, KY 42420
41D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
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plan of care and for alf alarms to be in place and’
functional if staff was not present with the
resident.
Interviews with the Unit Program Manager, on
09/23M10 at 1:30 PM, and Resident #17's privale
sitter, on 09/23/10 at 8:30 AM, revealed Resident
#17 could no longer feed him/herself
independently since sustaining the fractures.
F 3151 483.25(d) NO CATHETER, PREVENT UT], F 315
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1. A record review revealed Resident #7 was
admitted to the facility with diagnoses to include a
History of Urinary Tract infections (UTl),
Fractured Hip, Diabetes Mellitus, Dementia,
Congestive Heart Failure {CHF) and Pressure
Uicers,

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 07/14/10, revealad the
facility identified Resident #7 as incantinent of
bowel, had an indwelling cathster and required
total assistance for personal hyglens.

A review of the physician's orders, dated 09/2010,
ravealed an order for indwelling catheter care
every shift. A review of the care plan, dated
0871310, for "Risk for Urinary Tract infection,

1 related to an Indwelling Catheter, revealed an
intervention to provide catheter care every shift
and as needed.

An observation, on 09/22/10 at 10:35 AM,
revealed Certified Nurse Aide/Cartified
Medication Alde {CNA/CMA) #1 provided catheter
care for Resident #7. During the observation, it
was noted that Resident #7 had an incontinent
{bowel} episode, which required incontinent care,
prior to catheter care. Observation revealed
CNAJCMA #1 did not wash her hands and change
her gloves after provision of incontinent care and
prior to the catheter care. Additionally, CNA/JCMA
#1 applied a barrier cream to the resident's
buttocks, fellowing the catheter care, without
washing her hands and changing gloves.

An interview with CNA/CMA #1, on 09/22/10 at
10:58 AM, revealed she was aware she shaould
have washed her hands and donned new gloves,
following incentinent care and should have used

F 315 Criteria 2: Administrative nursing

observations indicate that residents are
provided peri-care and catheter care in -
accordance with infection control
standards of practice.

Criteria 3: Nursing assistants have 7
received inservice education on the j
provision of peri-care and catheter care, |
and handwashing/changing of gloves in |
accordance with infection control !
standards of practice as provided by the !
Staff Development Coordinator/designee

on- 10/8-27/2010. [

Criteria 4: The CQI indicator for the
monitoring of peri-care/catheter care and
handwashing will be utilized monthly X'
2 months and then quarterly in
accordance with the established CQI
calendar under the supervision of the
DON. '

i
'
W

Criteria 5: October 28, 2010 10/28/10

—_
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_ procedure.

.| A review of the inservices provided related to

new gloves io apply the barrier cream  An
interview, on 09723710 at 1:35 PM, revealed she
had been inserviced regarding handwashing and
donning gloves; howaver, she did not follow the

An interview with Registered Nurse (RN} #1, on
00/22/10 at 10;58 AM, revealed CNA/CMA #1
shoutd have washed her hands and changed
gloves following the incontinent care, catheter
care and prior to applying the barrier cream.

An interview with Licensed Practical Nurse (LPN)
and Program Manager #1, on 08/23/10 at 1:50
PM, revealed she expected CNA/CMA #1 to
follow the policy regarding handwashing and
donning of gloves, after completing each task.

An interview with the Director of Nursing (DON;,
on 08/23/10 at 3:05 PM, revealed she expected
staff to follow policy and procedures for
incontinent care, catheter care and fo follow
guide[inels for handwashing.

Infection Control, Peri-Care and Handwashing
revealed the staff observed were inserviced on
04/20/10 and again for Handwashing, on
06/29/10.

2. Arecord review revealed Resident # 13 was
admitted with a diagnosis of Cerebrovascular
Accident.

A review ofthe quarterly MDS assessment, dated
08/06/10, revealed the faciiity identified Resident
#13 as moderately cognitively impaired,
incontinent of bowel and bladder and requirsd
total assistance of staff for care needs.
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A review of the care plan, dated 05/21/10, for
“Inability io Perform ADL's", revealed an
intervention for staff to provide incontinent care
every two hours and as needed.

An observation, on 09/23M10 at 10:45 AM,
revealed CNA #3 provided incontinent care for
Rasident #13. CNA #3 used a wet wash cloth
and made ong downward stroke from front of the
resident's perineum towards the rectal area, and
then used the same surface area of the same
wash cloth for three addition stokes from right fo
teft of the perineal area. Afterwards, CNA#3
placed the contaminated wash cloth in a basin of
water, which contained clean wash cloths. She
retrieved another wash cloth from the
contaminated water {o continue the inconfinent
care process.

An inlerview with CNA #3, on 09/23/10 at 16:00
AM, revealed she received training related to
provision of incontinent care at the facility, prior to
assignment of direct resident care,

An interview, on 09/23/10 at 12:45 PM, with RN
#5 revealed she expected a CNA to perform
incontinent care bathing the perineal area of the
resident's hody, front to back and expectad the
CNA to use a different surface of the wash cloth
with each stroke.

An interview, on 09/23/10 at 3:15 PM, with the
Director of Nurses reveated she expected CNAs
io perform perinealfincontinent care as instructed
and in accordance with facility policy and
procedures to incltde handwashing and glove
changes.
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3. A record review revesled Resident #2 was
admitted to the facility on 05/13/10, with
diagnoses to include Dementia, Diabetes Mellitus
Type 2, Hypertension and Hypothyroidism.

A review of the quarterly MDS, dated 08/10/10,
revealad the facility identified Resident #2 as
moderately cognitively impaired, required physical
help with bathing, usually continent of bowet and
frequently incontinent of bladder.

An observation of provision of incontinent care,
on 08/22/10 at 8:45 AM, revealed the Nurse Alde
(NA) filled a bath basin with water, appiied a
no-rinse foam cleanser to a washcloth and
cleansed the perineal area of the resident from
front to back. The NA rinsed the contaminated
washcloth in the bath basin and cleansed
hetwaen the resident's labia. The NA placed the
contaminated washcloth into the bath basin and
obtained another washcloth with no-rinse foam
cleanser, cleansed between the resident's
buttocks. The washcloth had been rinsed in tha
wash basin, containing contaminated water. The
washcloth was then placed back in the wash
hasin. Another washcloth was obtained and used
to cleanse the buttocks after rinsing the cloth in
the contaminated bath water/basin, Afterwards
the NA dried the pesineal area and bultocks with
a clean towel,

An interview with the NA, on 09/22/10 at 2:47 P,
revealed she had been employed since 08/16/10
and was currently taking the CNA classes. She
revealed she was aware she should not reuse a
washcloth while providing incontinent care and
should not finse new washcloths in the
contaminated water. She stated, "} should have
put the used washcloths in a blue bag instead of
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leaving them in the bath basin."

4. A record review revealed Resident #16 was
admitted to the facility on 02/14/08, with
diagnoses to include Transient Ischemic Attack
(TiA), Hypertension, Aizheimer's Dementia,
Fractured Hip, Osteoarthritis, Chronic Obpstructive
Pulmonary Disease, and Gastroesophageal
Reflux Disease. :

A review of the quarterly MDS, dated 07/02/10,
revealed the facility identified Resident #16 as
severely cognitively impaired, required physical
halp with bathing, was incontinent of bowe! and
frequently incontinent of bladder.

An observation during the provision of incontinent
care, on 09/22/10 at 1:15 PM, revealed CNA #5
filled a bath basin with water. She used a
washcloth with no-rinse foam cleanser to cleanse
the perineal area. The washcloth was rinsed in
the bath basin and the area was cleansed again
with the same washcloth. GNA #5 was observed
to rinse the washaloth in-the bath basin and
cleanse the resident's buttocks with the same
washcloth. The resident's perineal area and
huttocks were dried with a clean towel.

An interview with CNA#5, on 09/22/10 at 2:45
PM, revealed she reatized she did not use
appropriate hygiene technique during incontinent
care. She stated "we never reuse washcloths
while providing care."

An interview with the DON, on 09/22/10 at 4:10
PM, revaaled she expected the nursing staff to
fallow the facility's policy for provision of
incontinent care.
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate suparvision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facifity failed to ensure adequate
suparvision te prevent accidents for one residant
{#17) in the selected sample of 28. The facility
faited to follow the "Resident's Safe Environment
policy and procedure and failed to follow care
plan interventions to prevent falis for Resident
#17. The facility assessed and care planned
Resident #17 as being high risk for falls and
requiring two staff to assist with all toileting
needs. On08/05/10, facility staff left Resident
#17 unassisted and unsupervised while foileting.
The resident fell and sustained nondisplaced
distal radial fracture and a fracture through the
distal ulna including the uinar styloid (forearm
bones). '

REDBANKS
HENDERSON, KY 42420
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECHON x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLENION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 315 | Continued From page 18 F 315
A review of Mosby's Textbook for Long Termn
Care Nursing Assistants, 5th Edition, revealed the
procedure for giving female perineal care
included rinsing the perineum with a clean
washcloth. Then, separate the labia and stroke
downward from front to back. Use a clean part of
the washcloth for each stroke or use more than
one washcloth if necessary. T
F 323 | 483.25(h) FREE OF ACCIDENT F 3231 323 Aceidents
35=6 | HAZARDSISUPERVISION/DEVICES

The facility must ensure that the

‘resident environment remains as free |

of accident hazards as is possible; and
each resident receives adequate ‘
supervision and assistance devices to
prevent accidents.

Criteria 1:  Resident #17 receives

toileting assistance and fall prevention
interventions as indicated on the care

plan.

Criteria 2:  An audit was completed |
by the program managers to determine
that residents on their units are receiving
{oileting assistance and fall prevention
interventions in accordance with

their care plans.
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Findings include:

A review of the fagility's policy entitled "Resident's
Safe Environment" revealed it was the policy of
the facility to evaluate all residents for fall risks.
The policy further stated that each resident would
be evaluated for fall risks by using the FAST
 evaluation form. The policy directed to follow
interventions outlined in the recommendations for
each laval of risk identified by the FAST
evaluation. Interventions outlined for a high level
of risk included continuous supervision and
attendance in the shower or bathroom.

1. A record review revealed Resident ##17 was
admitted o the facifity, on 04/05/10, with
diagnoses to include End Stage Renal Disease
and Cirrhosis of the Liver. A review of Resident
#17's Fall Assessment Screening Tool (FAST),
dated 07/19/10, revealed the resident had scored
80 on the assessment tool, with a score of 65 or
greater indicafing a high risk for falls. A review of
pwe significant change Minimum Data Set {(MDS)
assessment information, dated 07/27/10,
revealed the facility identified Resident #17 as
moderately cognitively impaired, at risk for falls
and requlring extensive assistance of two staff
members for iransfer and toileting.

A roview of Resident #17's care plan, dated last
reviewed 07/30/10, revealed the facility staff was
to provide Resident #17 with extensive assistance
of two staff for transfer onto and off the toilet.
Review of the at risk for fallsfinjury care plan
detalled Resident #17 was at risk for falls due to
Dementia, impaired safety awareness, decreasad
strength and endurance with physical weakness.
A review of Resident #17's Certified Nursing
Assistant (CNA) care plan, dated September of

staff have received inservice education
as provided by the DON/Staff
Development Coordinator on the
provision.of toileting assistance and fall
prevention interventions in
accordance with each resident’s care
plan, including but not limited to |
resident supervision and monitoring of -
alarm function, conducted on 16/7- 27/2010
|

The.CQI indicator for the :

|
i

Criteria 4:
monitoring of toileting assistance and
fall prevention interventions

in accordance with the care

plan will be utilized monthly X 2 months
and then quarterly as per the estabhshed
CQI calendar, under the supervision of -
the DON.

Criteria 5: October 28, 2010 10/28/10
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2010, revealed the staff was to provide resident
#17 with "two person assist” for tofleting in the
bathrocom.

Areview of nurse's notes, daled 09/05/10 at 3:00
PM, revealed the resident had been assisted to
the bathroom and had sustained an
"un-witnessed" fall. The facility notified Resident
#17s family and physician regarding the fail. The
facliity fransferred resident #17 fo the emergency
room of the local hospital, af 4:03 PM.

A review of an x-ray report for Resident #17,
dated 09/05/10, revaaled a nondisplaced distal
radial fracture as well as a fraciure through the
distal uina including the ulnar styloid. {forearm} .

An interview with CNA #1, on 09/23/10 at 9:40
AM, revealed she assisted Resident #17 fo the
bathroom, on 09/05/10 at approximately 3:00 PM.
CNA #1 stated she remained with the resident for
a short period of (ime, when another resident's
call light sounded. She asked Resident #17 to
pull the emergency light when finished using the
bathroom and left Resident #17 alone in the
hathroom to answer the call ight. Shortly
afterward, another CNA came and informed the
CNA that Resident #17 had sustained a fall. CNA
#1 stated she was aware Resident #17 was a two
person assist for transfers and toileting.

An inferview with the Certified Medication Aide
(CMA) #1, on 09/23/10 at 10:00 AM, revealed the
family of Resident #17's roommate yelled out for
help when Resident #17 fell. CMA #1 entered the
bathroom to find Resident #17 lying on the floor
on his/her right side. She informed the licensed
staff on duty.
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An interview with LPN #1, on 09/23/10 at 10:15
AM, revealed she responded to CMA #1's request
for assistance after Resident #17 sustained the
fall. LPN #1 stated the fall was unwitnessed, as
CNA #1 left the resident in the bathroom afone.
She assessed the resident prior to moving
him/her and noted a scrape on the resident's right
knee and a reddened area to the right cheek.
After assisiing the resident to the chair, LPN #1
also noted a hemataoma was developing to the
resident's right eye and wrist. She then notified
the physician and family and had Resident #17
transferred to the local emergency room at 4.03
PM.

An interview with the Unit Program Manager, on
09/23/10 at 1:30 PM, revealed she expected the
staff to remain with Resident #17 at all times
when toileting, due to the resident's high risk for
falls and cognitive impairment.

An interview with the Director of Nursing (DON),
on 09/23/10 at 2:10 PM, revealed she would
expect staff to remain in tine bathroom with
Resident #17 at all times, due to the resident
being high risk for falls and being cognitively
impaired.

Interviews with the Unit Program Manager, on
08/23/10 at 1:30 PM, and with Resident #17's
nrivate sitter, on 09/23/10 ai 8:30 AM, revealed
Resident #17 could no ionger feed himself/herself
independently since the resident sustained the
fractures.

The facility could provide no evidence that
contintious supervision was provided for Resident
#17 on 09/05/10 while toileting. Thersfore, the
facility did not ensure care pian interventions were
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being foltowed by staff to ensure the safety of
resident's at risk for falls. : i
F 441 | 483.65 INFECTION CONTROL, PREVENT ¢ 441|F 441 Ynfection Control !
55=E The facility must establish and |

SPREAD, LINENS

The facility must establish and maintain an -
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the devetopment and transmission
of disease and infection.

(a) infection Control Program

Tha 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 fo infections.

{0} Preventing Spread of Infection

(1) When the infection Controi Program
determines that a resident needs isolation to
prevent the spread of infection, the faciiity must
isolate the resident.

{2} The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

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

(c} Linens

“ersonnel must handle, store, process and )
transport linens so as to prevent the spread of
infection.

maintain an infection control programy
designed to provide a safe, sanitary,
and comfortable envirenment and to
help prevent the development and
transmission of disease and infection,

Criteria 1: Administrative nursing
observations indicate nursing assistants .
perform handwashing and changing of |
gloves in accordance with infection
control standards of practice when
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This REQUIREMENT is not met as evidenced
by.

Based on observations, interviews, and record
reviews, It was determined the facility faited to
foliow their established infection control program,
requiring staff to wash thelr hands after each
direct resident contact for which hand washing
was indicated by accepted professional bractice.
The staff failed o change gloves while providing
care ko three residents (#2, #7 and #186), in the
selected sample of 28. Findings include:

1. A record review revealed Resident #7 was
admitted to the facility with diagnoses to include a
History of Urinary Tract infections (UTH),
Fractured Hip, Diabetes Mellitus, Dementia,
Congestive Heart Fallure {CHF)} and Pressure
Utcers.

A review of the quarterly Minimum Data Set
{MDS) assessment, dated 07/14/10, revealed the'
facility identified Resident #7 as incontinent of
bowel and had an indwelling catheter. The
resident required total assistance for incontinent
care.

A review of the current care plan for incantinence,
dated 11/30/10, revealed interventions included
incontinent care every two hours and PRN (as
needed). The care plan for an indwelling catheter
included interventions for catheter care avery
shift.

An observation on 09/21/10 at 3:50 PM and
09/22/10 at 9:00 AM, revealed Resident #7 was
alert and verbal with an indwelling catheter to bed

16.

Criteria 2: Administrative nursing
observations indicate that nursing il
assistants perform handwashing and .
changing of gloves in accordance with '
nifection control standards of practice

Criteria 3: Nursing assistants have
received inservice education on the .
provision of peri-care and catheter care,
and handwashing/changing of gloves i m
accordance with infection control
standards of practice as provided by the |
Staff Development Coordinator/designee
on 10/8-27/2010.; |
Criteria 4: The CQI indicator for the J
monitoring of peri-care/catheter care and
handwashing will be utilized monthly X,
2 months and then quarterly in |
accordance with the established CQL
calendar under the supervision of the
DON.

Criteria 5: October 28, 2010

10/28/10
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side drainage.

An obsarvation, on 09/22/10 at 10:35 AM,
revealed Cerlified Nursing Assistant
(CNA)/Gertified Medication Aide (CMA}#1
provided catheter care for Resident #7. Resident
#7 had an incontinent episode of the bowels,
which requirad incontinant care be provided prlor
to performing the cathster care. CNA/CMA #1
did not to wash her hands and don new gloves
following provision of the incontinent care and
prior to the provision of catheter care. CNAICMA
#1 was also observed applying a barrier cream to
the buttocks foltowing the catheter care, without
washing her hands and changing gloves.

An interview with CNAJCMA 1, on 00/22/10 at
10:58 AM, revealed she should have washed her
hands and changed her gloves foliowing the
incontinent care and she should have used new
gloves to apply the barrier cream An inferview,
on 09/23/10 at 1:35 PiM, revealed she had been
inserviced regarding proper hand washing;
however, she did not follow that procedure.

An interview with Registered Nurse (RN} #1, on
09/22/10 at 10:58 AM, revealed CNA/CMA #1
should have washad her hands and changed
gloves following the incontinent care, catheter
care and prior to applying the barrier cream.

An interview with Licensed Practical Nurse
(LPNYand Program Manager #1, on 09723110 at
1:50 PM, reveated she expected CNAJ/CMA #1 to
follow the policy and wash her hands after
completion of each task.

An interview with the Director of Nursing {DON),
on 08/23/10 at 3:05 PM, revealed she would

s
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expacted staff to follow the policy and procedures
for incontinant care, cathiter care and to follow
the guidelines for handwashing. All staff had
been inserviced on proper care techniques.

A review of the inservices for Infection Control,
Peri-Care and Handwashing revealed the facility
inserviced staff, on 04/20/10 and again for
Handwashing, on 06/29/10. The insetvice
included the washing of hands and donning new
glovas prior to direct care of a resident and when
moving from a cortaminated-body site during
resident care.

2. A record review revealed Resident #2 was
admitted to the facility on 05/13/10 with diagnoses
to inciude Dementia, Diabetes Mellitus Type 2,
Hypertension, and Hypothyroidism,

A review of the guartesly MDS, dated 08/10/10,
revealed Resident #2 was identified by the facility
as modaratsly cognitively impaired and required
physical help with bathing. The MDS revealed
Resident #2 was usually continent of bowel and
frequently inconiinent of bladder.

An observation of incontinent care, provided on
00/22/10 at 8:45 AWM, revealed ihe NA and CNA
#2 did not wash their hands prior to donning
gloves. After incontinent care was provided, the
NA opened the resident's, closet to get a puli-up
bafore taking off her contaminated gloves and
washing her hands.

An interview with ihe NA, on 08122110 at 2:45 PM,
revealed she should wash her hands before and
after providing care for a resident. She stated "

. 3
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realize | didn't wash my hands like | shouid, but |
havenr't besn checked off in class for
handwashing yet."

An interview with CNA #2, on 09/22/10 at 3:45
PM, revealed she shouid wash her hands before
entering and leaving a resident's room. She did
not wash har hands hefore providing care to
Resident #2. She stated, " forgot."

3. A record review revealed Resident #16 was
admitted to the facility on 02/14/06 with diagnoses
to include Transient lschemic Attack (TIA),
Hypertension, Aizheimer's Dementia, Fraciured
Hip, Osteoarthritis, Chronic Obstructive
Puimonary Disease, and Gastroesophageal
Reflux Disease.

A review of a quarterly MDS, dated 07/02/10,
revealed the facility identified Resident #16 as
severaly cognitively impaired and required
physical help with bathing. The MDS revealed
Resldent #16 was incontinent of bowet and
frequently incontinent of bladder.

An observation of the provision of incontinent
care, on 09/22/10 at 1:15 PM, revealed CNA #6
did not wash her hands before donning gloves,
prior to providing care for Resident #16.

An interview with CNA #5, on 09/22/10 at 3:00
PM, revealed hands shouid be washad befare
and after providing resident care. She realized
she did not wash her hands before providing care
to Resident #16. '

An interview with the Director of Nursing (DON),
on 09/22/10 at 410 PM, revealed she expected
staff to wash their hands before and after

F 441

et
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providing care. Hands should be washed before
donning gloves and between glove changes.
A review of the policy/procedure, "Handwashing”,
(undated), revealed handwashing and hand
antisepsis shall be regarded by the facility as the
single most important means of preventing the -
spread of infections. The policy revealed the use
of gloves did not replace handwashing/hand
antisepsis. .

F 502 | 483.75()){1) PROVIDE/OBTAIN LABORATORY F 502 F 502 Laboratory Services

55=D | SVC-QUALITY/TIMELY The facility must provide or obtain

The facility must provide or obtain laboratory laboratory services to meet the needs

services to meet the needs of its residents. The of its residents. The facilify is
facility is responsible for the quality and timeliness responsible for the quality and

of the services. timeliness of the services.

This REQUIREMENT is not met as evidenced Criteria 1:  The physician and
by family/responsible party have been

Based on interviews and record review, it was

: ' updated on the current 1ab resu :

determined the facility failed to provide fimely P . tia sults for
resident #2,

laboratory services for one residant (#2), in the .
selacted sample of 28. Findings includes: :
i
|

Criteria 2:  The lab orders for all

) . l
current residents have been reviewed by,
the DON and Administrative nursing to -

A record review revealed Resident #2 was
admitted to the facility on 05/13/10 with diagnoses
to include Dementia, Diabetes Mellitus Type 2,

Hypertension, and Hypothyroidism. determing that labs have been |
obtained and the physicians notified of
A review of the guarterly Minimum Data Set the resulis. ) "

(MDS), dated 08/10/10, reveated the facility
identified Resident #2 as moderately cognitively
impaired, frequently incontinent of bladder and
usually continent of bowel.

A review of {he' Physiclan's Orders, dated
06115710, revealed a urinalysis (UA) was ordered
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due to a change in the resident’s voiding patiern
and the behavior of foileling in frash cans. There
was no evidence providad which revealed UA
was obtained on 06/15/10, as ordered.

A review of the, "Lab Tracking Record", dated
June 2010, revealed it specified a UA was to be
collected, on 06/16/10. However, there wers no
initials made by the nurse indicating the UA had
been collected on that day. The "Lab Tracking
Record," for July 2040 indicated a UA was

collected, on 07/06/10.

A review of the Physician's Orders, dated
07/09/10, revealed Bactrim DS {(antibiotic) one by
mouth twice daily for seven days was ordered for
a dlagnosis of Urinary Tract Infaction {UT1).

An Interview with Licensed Practical Nurse (LPN)
#3, on 09/23/10 at 8:50 AM, revealed she worked
the pight of 068/15/10. She stated the UA should

| have been on the calendar for 06/16/10. She

would have tried o obtain a voided specimen
from Resident #2, and the specimen would have
been sent with laboratory services provided the
morning of 06/16/10. If unable fo obtain the
specimen, it would have been passed on to the
day shift staff for follow-up. She would have
charted in the resident's record a reason for not
obtaining the specimen.

An interview with Registered Nurse (RN} #2, on
09/22/10 at 11:40 AM, and 09/23/10 at 3.05 PM,
revealed all lab orders were piaced on the "Lab
Tracking Record”. The book was initialed by the
nurse after the lab was collected by laboratory
services. She noticed the UA was not obtained in
June as ordered and the specimen was coliected
on 07/06/10,
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by the Staff Development

Coordinator and/or designee on
10/8-27/2010)

Criteria 4:  The CQI indicator
for the monitoring of physician lab
notification will be utilized monthly X 2 !

months and then every six months as per
the established CQI calendar. |

Criteria 5:  October 28, 2010 1?/ 28/ 101
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An interview with RN #3, on 09/23/10 at 10:40
AM, revealed a call was piaced to the facility's lab
services and no UA restlis were found dated in
June 2010. She stated thers was no evidence the
UA was obtained, as orderad.

Aninterview with RN #4, on 08/23/10 at 2:45 PM,
revealed after a review of the lab record, It was
discovered the UA had been missed. She faxed
the 07/06/10 UA resulis to the physician as.soon
as possible, because the lab had been ordered in
June.

A review of the policyfprocedure, "Laboratory
Protacol”, {undated), revealed the night shift
nurse would collect 2ll urine specimens on the
shift prior to the morning lab pick up. Fhe policy
revealed the night shift charge nurse was
supposed to check the lab tracking sheet every
night to determine which labs would be drawn the
next morning, and & lab reguisition would be
completed.
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A Life Safety Code survey was initiated and
conducted on 09/21/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency stalement ending with an asterisk {*) denotes a deficiency which ihe 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 80 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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