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A standard health survey was conducted on
08/23-26/11, Deficient practice was idenlificd
wilh the highest scope and sevarity at " level,
An abbreviated stendard survey (KY16G44) was F242 _
also conducted at this lime. The complain{ was ] ‘
‘| subslanliated willy deficient practice identified. 1-Resident /1 #4 and 135 had their food
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F242)  preferances upduted by the Dietary Service
§S=D | MAKE CHOICES : Manager(DSM) on 9/15/2011.
Resident #8 is receiving double portions at

The resident has the right {o choose activilles, .
schedules, and health care consislen! with his or
her interests, assessments, and plans of care;
Interact with members of the cormnmunity both
inside and outside the Taddliy: and make choiges
aboul aspects of his or her Iife In the facility that
are significant to the residant

f

This REQUIREMENT is fhio!
by: :
Based o observations, interviews &nd record
- | reviews, the fadiiity fajléd fo accommodale the
tindividual preferences of four residenls,
: Residents #1, #4, and #35 had made the facility
| aware of food likes/dislikes; however, the facility
sorved foods that the resldants had indicated they
disliked. Reslden! #8 had chosen to receive !
double portions at meals and the facilly failed to |
provide the resident with the double portiors, i
. |
i
|

mel as-evidenced

The findings include;

A review of the facth‘s policy (ravised 07/10)
regarding admission documentation defning ,
nutritional etatus revealed (he Nudrition Service l

" by the DSM,DON

cach meal per proference,

2.Dietary Service Manzge(DSM), Direcior
of Nursing(DON) and Unit Manager(UM)
Lo andit alf food preferonces to identify it
all residents have updated food
preferences by 10/05/2011,

Any resident that has not had an updated
food prefcrence within 30 days will
immediately have one completed by (he
IDSM, DON and UM. :

A one time record audit will be completed
and UM by 10/057201
to identify any resident who has an order
10 receive double porfions and the
DON/DSM 10 ensure that the order ix
followed immediately,

3.Education Training Dircctor(ETl)) tore
educale nursing and dietary department
regarding policy 16 complete and update
food preferences, ensuring residen
receives double portions ag ordered, policy
for C.NLA (0 read iray cards and ensure
resident receives foods por preference by
10/06/201 1,
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Manager or deslgnes was to compleia & food
preferenca record for each resident. The food
preference record was 1o be completad within 48
hours of admission and placed in the resident's
medical record as well as on file in the facility

! kitchen, ‘

'

1. Areview of the medical record for Resident #1
revealad the facility admitted the rasident on
10/17/09, wilh diagnoses of Alzheimer's Disease,
Senike Dernentia, and Stroke with Hemiparesis
(paralysis of one glde), Chronic Obsiructive
Pulmonary Disease, and Pleural Effusion, A
review of the physiclan's ordors revealed an order
daled 06/21/11, for a gasiric {ube feeding of
Jevity 1.5 to be administered from 7:00 PM unl
7:00 AM, at 60 cubic centimeters {cc) an hour,
The orders further revealed Residen! #1 was {0
recelve a Dysphagia {if diet (pureed enhanced

i foods) with pudding-thick liquids and staff was to

! feed the resident. A review of the facltity's Food

i Prefersnce Record for Resident #1 dated
04/25/11, revealed the resident was to receive a
regular diet, ground, and the residen(s dislikes
‘were hoted {0 be fishfluna, rice, broceoli, Brussels
Sprouts, and coftage cheese. The resident's food
preferences included eggs and toas!, mitk, and
coffes, - . .

An obsetvaflon of the noor meal on D8/24/11 . '
revealed Resident #1 was In the dining room at
11:35 AM, and received g pureed diet of pureed
. mashad pofatoes, peas, a salmon palty with

i gravy on lop of the meat, and pudding-thick fruil
| drink and waler. The resident's tray card
indicaled the residen{ was o recelve purced
enhancod foods and although the resident had
reportedly fked mlik and coffee, the card

) 1D © . SUMMARY STATEMENT OF DEPFICIGNCIES I PROVIDER'S PLAN OF CORRECTION , [ o)
FRELX (EACH DEFICIENCY MUST BE PRECEDED Y FULL PRI ¢ (EATH CORRIECTIVE AGTION SHOULD RE COMELTTIoN
TAG REGULATORY OR (. SC IDENTIFYING INFORMATION) TAL CROESREFERENCED TO THE APPROPRIATE . DAYE
. ‘ . DEFICIENCY)
1 - e R FERPEES
242 | Continued From page 1 | 2421  Administrator and Dictary Service

Manager to audit tray cards of 1 5 residents
cating in the dining room and 15 residents
eating in their rooms five(s) days a week x
4 weeks boginning week of 10/06/2011 10
ensure {ood preferences are on fhe tray
eard, double portions are served if orderad
‘and that the resident doss not receive
Toods listed on their dislike lisy.
DSM ta re educate dietary staff regarding
! importance of reading tray card and engure
- that {oods listed on the residents dislike
list is not served and that the instructions
arc followed, including double portions by
10/052011,
Administrator and Dictician to apdit 10
admisstons beginning 10/06/2011 to
ensure p/p for food preferences being
completed is foliowed,
Administrator end Dictician (0 andit 5
oxisting residents moathly x 3 months,
beginaing week of 10/05/2011 10 ensyre
food prefercnces arc updated as per policy
and that any resident that has double

{ porlions ordercd are receiving doudle
poriions,
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indicated the resident was not lo receive caficine
‘1and mikk. Documentation on the meal card also

Indicated the resident's dislikes were noted to
include fish and the resident was not to recelve
peas or gravy. ‘The resident was observed Lo
receive salmon, peas, and gravy during the meal.
Tha CNA attempted 1o faed the residénlihe = |
foods sarved but Resldent #4 refused fo eat. The
resident’s tray card was brought to the attention
of the CNA and & new food tray was ordered for
Residept #1 that Included meatballs, noodies,
and camofs. Further obseivalion reveated tha
resident confinued 1o refuce the real untll, after

two unsuccessul aflempls, a CNA applied butter,

sall, and pepper to the résident's moal,

An interview with CNA #7 on OB/24/11, at 11:60
AM, revealed CNAs were to look af ha tray card
for fikes and distikes prior to delivering the tray lo

! the resident’ The CNA sald sho would normalty i

| Teviow tray cards for the residents' fikes and {

| dislikes and had failed o review Resident#1s |
tray card for the noon meal. The CNA stated
Resident #1 liked gravy and bisculls at breakfast,
and breakfast was the residont's favorite meal,
CNA #7 sald Resident #11 changed likes and
dislikes often and did not know why the dislike for
gravy was on the tray carg, .

2. A review of the medical record for Resident 714
revealed the facility admitted the reskien! on
07/13/11, with diagnoses of Coronary Artery
Disoase, Gastroesophageal Reflux Disease,
Diabates, Hypertension, and Chronie Obstruclive
Pulmonary Disease. A reviow of the pliveichan's .
orders revealed the resident was fo recalve a
Consistent Carbohydrate Diet. Furher review of
the medical record revested the Food Preference

4.Quality Assurance
team{Adminsirator,Director of

* Nursing(DXON), Unit

© Managers(UM), Dietary Services
Managen(DSM)Life Burichment

| Direcior(LED), Ravironmental Scrvices
Manager and Business Office
Manager(BOM) 1o meet every 2 weeks x 2

i beginning week of 10/05/2011 then

' monthly to evaluate audit findings and
revise plan as needed,

5.Date of Compliance 10082011,

a2
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Record, dated 07/20/11, indicated Resldent #4
prederred vegetabta soup, pimenlo cheese
sandwiches, and buttermilk on the meal tray
every day for lunch and supper. In addition, the
resident did not like “grease.”

Observalions of Resident #4's meal tray on
08/23/11, at the supper meal revealed he ;
resident recelved 2 pulied potk barbegue - ' !
sandwich. Thera was no vegetable s0Up, g

pimento cheese sandwich, or buttermilk on the
resident's maat tray,

An interview with Resident #4 on 08/23/1 1, at
5:45 PM, revealed the fadility was “always
sending me things | can't eal,* Resident #4
furiher stated hefshe was unable to eal spicy
foods because they “give me heartburn.”

An inlerview with the Dietary Manager (DM) on
08/25/11, at 1:45 PM, revealed the DM was
responslble for recopding resident likes/dislikes
and ensuring those preferences wera honored,
The DM further stated there was no one
responsible to recheck the proference Information
lo ensure accuracy. The DM stated she “just
missed those prefarences® on Resldent #4's
likes/dislikes form, ’

3. Observatlons of the lunch meal on 08/24111,
at 11:35 AM, revealed Resident #1365 was sarved ‘ : : :
meatbalis with noodies and peas. A review of the | ‘ !
{ray card for Resident #35 revealed the resident

did nol fike noodles. Further observation

revealed the staff serving the tray.did nol check

the resident's tray card to ensure ECGUracy. '

On 08/24/11,'al 11:35 AM, an iolerview with l : : _
- | i
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Continued From page 4 FF242
Reglstered Nurse (IRN) #1, who had served -
Resident #35's lray, revealad she should have,
bul falled, to check e rosident's tray card.

4. Observations on 08/23/11, al 6:00 PM, of the
avening maal received by Resident #8 revealed

i the resident recelved a regular diat of one pulled
pork sandwich, polato wedges, milk, lced tea, and
watermelon. - The resident’s meal did nof contain
the colestaw listed on the menu, The meal card
on the resident's meal tray revealed the resident
was 1o receive extra-large portions. Observations
of the noon meal on 0872411, al 1230 PM, .
revealed Resident #8 received one salmon pally,
polaloes, green beans, one slico of bread,
chocolate cupcake, and {ea. The resident did not
rocelve extra-arge portions as Indleated on the
dial card, ‘

}

Review of the physiclan's orders for Residen{ #8

| deled 07/28/11, revesled the resident was to
have a regular diet with no restrictions. Review of
the meal card used by dietary staff revealed '
Resldent #8 was 1o receive fwo extra-large
portions of meals,

Interview on 08/23/11, &f B:00 PM, with Residen!
#8 revaaled the resident does not recejve
extra-large portions with the meals. According to f o
Resident #8, hefshe requested extra portions bul ' |
staff cannol bring the extra food unfil they have - [
- 1 finished serving all the residents. The residen!. ' i
stated hefshe does nol recejve the exiraarge
portlons as indicated on the résident's meal card,

Interviow with Distary Aide #1 on 08/26/11, at
2:20 PM, revealed dictary staff was lo comply
with the Instructions o ezch resident's dief card. ‘ : : _[
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ss=n| OF NEED‘SIPREFERENCES

A resldent has the right o reside and receive
sarvicss In the facility with reasonable
accommodations of individual needs and

! prefesences, except when the heaflh or safety of
| the indlvidual or other residents would be

,': endangered,

This REQUIREMENT s not mel as evidencod
by::
Based on observations, interviews and recort
reviews, il was delermined tha facility falled (o

-| accommodale the needs of four of thirty-five ‘
sampied reskients. Resident #7's felavision was
on the |aft side of the rasidenl’s bed, making it
Impossible to view when the resident was tumed
onto the right side. In addition, Residents #26,

| %27, #29, and #30 were unable {o utilize '

| beautician services, as the facility had no

y besutician contracted.

The ﬁnding; Inciude:

No policy was provided by the facility for
accommodation of neads.

| 1. Areview of the medical record for Resident ¢7
revealed the fadity admillad the rsident on
04/01/11, with diagnoses of Stago IV Decubitus

HUlcers to tha buflocks and cocoyx areas, Civronic

i

-
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I 242 Continued From page & : I 242 ¢
a Diefary Alde #1 stated exira4arge portions would
.| mean two porlions of the entres and the side
{ dishes. The dielary aide stated If tho instructions
, were on the card il should be on the tray.
F 246 | 483, 16(e){1}) REASONABLE ACCOMMODATION

F246

1.Resident #7 was interviewed by Socia
Services and refused to allow the T.V. (0 be
moved. :

Social Services has notified family and »
family meating is scheduled the week of
9726/2011 in an eflort to ensure resident

needs arc met and 2l barriers to wrning and
repositioning are resolved,

Resident #26,#27,#29 und Resident #30 have AR
appointment with the beautician the center has
now employed snd will utilize beantician
sorvices per thefr wishes by 9/30/2011.

| 2.Administraior and Maintenance Director o
review all yooins 16 identify any T.V thal mey be
a barrier 1o turning and repositioned and for that
the resident cannot sec on either sido by
10/1/2011,

Any issues identified will be immediately
corrected if the resident agrees, if the resident
does not Socinl Services will visit the resident in
un effort to identify barriers to moving the T.V
and assist the resident es noeded (o resolve by i
10/4/201 1,

FORM GMS-2607(02-06) Pravious Versions Ohsatolo

Cvont ID:PHORTS

F oy 13: 100514

Il eonlinuation shael Page ¢ of 32

[ asny ey

el T L El B e JiT

T
e




08/27/20Ll1 TUE 1Q0:17 FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

@907/032

PRINTED: 08/08/2011
FORM AFPROVED
OMB NO, 0938-0391

CENTERS FOR MEDICARE & MERICAIR SERVICES

Obstructive Putmonary Disease, Diabeles, and a
Lelt Above the Knee Amputafion. Documentation
revealed a wound vacuum was utitized by staff for
trealment of the decubitus uleers, Further revigw
of the medical record revealed an admission
| assessment dated 04/18/11, that indicated the
| resident's cogniive stalus was moderately
{Impalréd. The quarterly review datod 06/26/11, |
i fevealed stafl had assessed the resident (o be [
cognitively intact. A review of the care plan dated
06/29/11, for Residen! #7 revealed the resident
was (0 be (umed from side to side only,

An Inferview with Residant #7.on 08/23/11 , at

3145 PM, revealed the resident was recovering

from a prassure wound on tha buttocks and '

coceyx reglons, The resident staled hef/she went

1o the wound clinic weekly and the physlctan at

the clinic had instructed the resident and the

facility to completely stay off the wound area and

i the wound vacuum,” Residant #7 stated ha/she

; tolitd only {urn from slde fo-side until the wound

+ had compietely healed which, according Lo the

[ resident, could take several more morths. .
According fo Resident £7, because of the wolnd
vactilm, he/she was only aliowed to get up for
short periods of time 1o utilize a bedslde
commode. Resident #7 alse stated, "I {umn from
side to sldse like | am supposed 1o, bul | do not
like lurming to the right slde because [ cannot ses
my 1elevision, and olher than my puzzie books
that's what | do fo pass the fime." Resident #7
stated, "It would be good if the faciiity could move

i My television so | could see i betier,” Y

An interview with CNA #10 on 08/2574 1, al &40
P, ravealed Resident #7 could nol visualize the |
televislon whan on the right side. CNA#10 stated
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. . Social Services 1o nofify all fa nﬁily members and
¥ 246 | Continued From page 6 F246]  cognitive residents that the center has relained

the services of 2 beautician and when services
will be available {o identify al} residents that
wish 1o utilize those services in the centor by
10/372011.

Any issues idomtified will be imtnediately
addressed by making an sppointment for
beautician services by 10/4/2011,

3.Education Training Director to re educate
maintenance and nursing stafl regarding
placement of T.V in room in an area that the
resident can sez if turned on either sjde as
resident will allow by 10/4 207 ].

Regional Director of Clinicn] Sc:viccs(RDCS) 10
re educate Administrator , DON and Social
Services reganding policy for ensuring beautician
services are available and advertising effons to
retain a besuticisn by 10/4/2011.

Administrator to audit all Fooms 1x week x 2
weeks beginning week of 10/4/2011 then 15
every 2 weeks x 2 to ensure the T.V. is placed in
room to meet resident wishes/needs and can be
seed i residont turps and monitor the
grooming/hair length of residents 1o ensure they
are able (o utilize beauticien services as they
wish, o
Social services to audit to ensure that a sipn is
posted in a highly visiblo area that informs

residents and staff when and where beautician
services are available in the center I x woek x 4
weeks bepinning week of 10/4/20) 1.

-
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: the rosident coutd only tum from side to §ide', and 4. Quality Assurance
-, even though the resident could not see the teamn(Adminstrator, Director of
 lefevision when hefshe was on hisfher right, lhe . Nursing(DON), Unit
i resident kepl the television on all day because it £ e Servi
{ ;ias; "importan{" to him/er + Managors(UM),Dictary Services
- PO - Manager(DSM)Life Barichment
An interview with RN #7 on'08/25/11, al 5:20 PM, | - Direclor(LIID), Environmental Scrvices
revealed the television was very important to- ' Manager and Business Office
Resident #7 and stafed the facility should havo Maniaper(BOM) to meet every 2 weeks x 2
| Kentified that the television was not-visible for beginning woek of 10/05/2011 then
Resident #7 when lie/she was tumed lo [he right monthly to evatuate audit findings and
side. ' . B revise plan as needed.
An interview with the DON and the Malnienance { 5.Date of Compliance 10/08/2011,
Director on 08/26/11, at 5:25 P, revealed the ' ‘
television should have been assessed for
accommodation of needs for Resident #7 and
that the facility would try to move the {elevision or
‘| rearrange the fumiture to accomimodate the
resldent's needs. ;
)
2. A group interview on 082411 1, @t 10:00 AM, ;
with Residents #26, #27, #29, end #30 rovealed i
the facility had no Barber of Beauly Services
available for resident use. The residents staled
they were nollfied af the time of admisslon to the
facility they would have these services avallable.
A raview of the fadility's adinission formi on’
08/25/11, ffied Your Lilestyle, last rovisex] 03/11,
revealed barber and beauty servicas would'be -
available at the facility for resident yse.
A review of the Beauty and Barber churge ledger
on 08/25/11, ravealed the jast tme & licensed
i beautician provided services al the facity was on
(0711311, . :
| | S R
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Further interview with Residen! #29 revealed
his/her son came to the facllity to transport
him/her (o a service ouiside the facliity when the
services of a licensed beautician were needed.

An interview with Resident #27 revealed hefshe '
had no family avaiiabie for transportation lo oblain
& hair cutwhen neeted, Further infarview
revealed one employee In the fachity's Therapy
Department, who is not & licensed barber or
beautician, brought In hair clippers to the facility
fo cut Resident #27°s halr due to the resident's ' '
inablfify to obtain the services from a licensed ‘

| beautician/barber inside the {acility. -

Inlerview with social worker #1 on Q8/24/1 1, at
4:20 PM, confirmed the facility failed to provido
the services of a licensed beautlcian/barber
avallable for the residents, g .

An Inferview with the facliity's Reglonal Direcior of
Operations (RDO) on 08/25/11, at 9:00 AM, _
revealed the facility's corporation chaméd the
beaulicians that provided services to he
residenits of the facility, s fae of 20 percent of
their earnings, Although the facilily had put forih
efforts {o recruil a boautician, the fee that was

charged created e problem with

recruiting/redaining a licensed beaulician on a
regular basis at the facity, F248
F 248 483.15(H(1) ACTIVITIES MEET _ F 248 .
5=t | INTERESTSINEEDS OF FACH RES I.Resident 18,425,426 427,428 429 ang
, Resident #30 will be notifjed of the updated
The facility must provide for an ongoing program i activity sehedule for weekends by the Life

Enrichment Dircotor(1LED) by 10/4/201 1,

of activitles deslgned to mesl, in accordance with |
Beginning 8/27/2611 the LED did ensure

the comptehensive agsessmend, the inleresis and

-the physical, mental, and peychosoclal well-being weekend activitics were offerad and

i of cach resident. . : provided as per schedule,

f e , i -
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- 2.The LED and the LED nssistant will
' ) Interview ajf cognilive/huterviow able
This REQUIREMENT s not met s evidencad residenis and will mndomly spezk to five(s)
by _ uninterviewable cognitively impaired
Based on interviews, review of policies, and a residents family members 1o identify what
review of activity schedules, the facility failog to their activily interests are to inplement 8
ensuie activiiies were provided 1o accommodats T weekend activity schedule thag the LED,
the Individual resldent's interest and that would LED Assistant or the Department Manager
enhance the residents' physical, mental, and on Duty will conduct on the weekends by
peychosocial needs, During the group inferview 10/42011.
conducted on 08/03/11, at 10:00 A.M., with sevan
alert and oriented reskients (Residents #8, #25, 3. The Edueation Training Director wil] re
W26, #27, %28, #29, and #30) i was revealed the . 1Y pagr s .
V) i educate the LED regarding the policy for
I facllity falled to provide activities on the weekends ecordi L d . o
and the resldonts were “bored - . recording ncuvmcs-m ensuring activities
. of interest are provided and oflered 1o #ll
The findings Include: residents everyday by 10/47201 1.
. Administrator and Social Services
A raview of the activily policy (éfioctive 01/09) !.)epku:lmcnl will interview at Jeast 5 :
revealed, “Suppont, maintenanca, and interviewable residents weekly x 6 weeks (o
empowerment activities are scheduled dally, ensure activities of interest are offered and
| Seven days per weak, and offered al loas! two provided on the weekend beginning the
evenings par-week 6:00 PM or later, or more. . week of 10/4/201 1, :
{requently to meet resldents needs, Thg ﬁcltVIW ' Administrator to review one op one activity
| staff will schedule and coordinate all activilies,” log and weekend activity log nt Jeast weekly -
/ . - - : x 4 weeks beginning 107172011 to onsu
[ Areview of the facility activity calendat(s) for the they are mmg}md %md recorded e
ths of 06/11, 07/14, and 08/11, revealed the - ) D ‘
mon ' ' ' The Administrator and LED to attend

facility previded TV/Social Hour, Binge and & }u

"Movie on Saturdays. In addilion, based on a

review of the ecfivity calendar for 06/1 1, 07/11,
and 08/11, the facllity provided "1:1" visits on
Sundays, and board games were provided on
06/05/11, 06/12/11, and 06/26/11.

A raview of documentation of aclivities for the
month of §8/11 revealad no documentation that
"1 1" aclivitics had been provided on (e

resident council meeting each month x 2
moriths o ensure aclivities meet residont
needs and ask for suggestions (o men
activity intorests and review weekend
&clivily calendar for the following month
beginning 102011 mecting.

Adminigtrator {o review activity calendar |x
month x 3 months to ensure activilies are
offered per policy beginning 9/30/2011,

i L J
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waekends for thr?::rebsidents who had been 3 4.Quality Assurance
assessad by facility staff to require “1:1" activities. team(Admnstrator, Director of
touring a group interview conducted on 08/24/11, Nursing(DON), Unit
at 1000 AM, residents (Residents #8, #25, #26, Managers(UM), Dictery Scrvices
#27, #28, #29, and #30) complained {hat there Mangger(DSM)Life Enrichment
wasn't much to do on the weekends al the facility, Direetor(LED), Environmental Services
The residents slaled thera were two volunteer Mannger and Business Office
residents (Residents #25 or #8) who “calied"” Manager(BOM) to moot every 2 weeks x 2
bingo on Saturdays. The residents stated they beginning week of 10/05/2011 thon
had never watched a movie on Saturdays or monthly to evaluate nudlt findinps and
participated in board games on the weekends. In revise plan as needed.
addifion, residents stated the only aclivily ; _
provided oh Sundays was "church" and if they 1 5.Dnte of Compliance 10/08/201 |
didn't aflend church, there was no activity S g |
available for {he residents to attend,
An interview conducted with the facility's Activity |
I Director on 08/24/11, at 11:20 AM, revaaled the !
: Activily Director and the activity staff did nol work '
i on weekends and cepended on residents and/or 81
- volunizers 1o provide activities on the weekends,
to document tha names of the residents that i , L ]
allended the activities on the aclivily record, and | . L.Resident #4 phys‘:c:m} was nolified on
fo provide the information to the Activity staff on - 872472011 that the mediport had not been
Mondays. The Activity Director stated she did not | | flushed since admission and new orders
have documentation ralatad to “1:1" weekend i i nated 1o flugh on 8/24/2011 and then once
visits, or tha names of the residentz that had , monthly. Resident and family made aware,
attended ¢hurch services because the : Mediport fiushed without issue on
volunteersichurch members did not always ¢ 82472011,
document who atlended the activilies, . Resident 15 physician was notified on
F 281 | 483.20(k}(3)()) SERVICES PROVIDED MEET F281; /25/2011 that phoslo was not given: with
88 | PROFESSIONAL STANDARDS - moals and the dates that the medication
. . - ¢ was not given with meals and erder to
; The services provided or arranged by the facility | clarify medication times fo ensurc that
must meet professional standards of quality, medication was given with meals was
! recejved.
i ‘ ! Resident and family mado aware,
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n FROVIDER'S FLAN OF CORRECTION

this REQUIREMENT is nol met as evidenoced
by:

Based on observation, interview, and record
review, the facility fafled to provide ssrvicas for
two of thirty-five sampled residants to mee|
professional standards of quality. Resident #4
had a'Mediport in place; however, (hefe was ha

' evidence that the faciiity provided routine

maintenance care/service:s to maintain the
Mediport site. The facility failed to follow the
i physician's grder for Residern #15 to administer

i Phoslo wilh each meal and as a result the

regident had an elevated phosphorus level.
The findings include:

1. A review of the facility/plarmacy policy
(revised 03/10) related to Infusion Maintenance

ports not being accessed were to be fiushed
monthiy.

Resident #4 was observed on 08/24/11, at 10:05
AM, 10 have a Mediport In place in the right upper

: chest area,

A review of the medical record for Resident #4
revesled the Resident was admitled to the facility
on 07/13/11, with diagnoses including Coronary

| Artery Disease, Gastroesaphagesl Reilux

Disease, Diabetes, Hypenension, and Chronic
Obstruciive Pulmanary Discase,

A review of the physician's ordars revealed an

rundated ordet, "meonitar for signs and symploms
; of infection at Mediport site each shift," Further
-review of the physiciar's orders revealed thare

| was no physiclan's order {0 perform monthly

Table/Flush Protocols revealed implanted venous |

X SUMMAILY STATEMENT UF DFFIGIENGIES ; )
PRI {EACH DEFIGIENCY MUST BE PRECEDER Y FULL PREFIX {EACH CORRECTVE ACTION SHOULE GC 1 COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFOHIMA IO TAlz CROYS-REFERENCED TC THE APPROFRIATE ! RATE
; DEFICIENCY)
F 281 Continued From page 11 ¥ 281] 2.ID0ON and UM completed a. 100% one

time record audit on 8/25/2011 to identily
any resident that had a mediport/any
implanied venons access device in placs
without an order (e flush at least monthly
or per policy recommendation,

Auny issue ideniificd was immodiatoly

: correcled,

DON and UM compleied a one time 100%
record audit on 8/26/2011 10 identify any
resident with an order for phoslo that was
not given with meals.

Any issue idenlified was immediatcly
corrected, |

3.Education Training Director(ETD) to re
educate licensed personnel by 10/3/2011
regarding policy (o flush mediport, caring
for mediports or any implanted venous
access device, exaclly how and what te
flush with and how 1o write order
immediately upon device being implanted,
ETD 1o re educate tieensed personne! by
10/3/2011 repgarding policy to administer
phoslo with meals, what phoslo is used for
and mechanism of actjon,
Interdisciplinary Team(DON,UM, Dictary
Manager, Dielician and Life Enrichmont
Director) to ensure all mediports and any
implanted venous nocess device hag the
cotrect order o flush per policy upon
device being implanted and that phoslo is
has an order Lo administer with meals in
DDCR{Daily Clinical Review) Sx per week
beginning 82672011, _

UM to ensure that phoslo is being
adminisiered with meals by
auditing/obscrving when medication given

PORM CMB-L667 (02-25) Pravioug Voralone Obsalete
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‘ DEFCIENGY) : | '
meen | o N B F0/3/200 1. Then RDCS will aud:t any new
f 281 Lontmugd_ From page 12 F281" admission x 30 d from 9/3/201 | 10
flushes for the Mediport. LOA201 1 that is receiving dialysis snd
. . ) , phosto 10 ensure orders are written to
2”Oa0n)'2tr\cﬁfvt'ﬁ:'\ggggﬁ r?;'gg"IMOS SoBrf‘:t? :’a 151 l'“ administcr with meals and the resident iy
been flushed since I've been hare, over a month MFCH'.U‘.'”E‘ W'”.‘ meals.' L .
now. Whan | was at home, the home health RIDCE 10 audit sl residents with mediports
nurse flushed it every week,” Resident #4 further imfl/m‘ miplantad device beginning,
stated he/she had told faciiity staff, bul no onc L2011 o 107372011 to ensure orders
had fiushed it yet. specily when/how and whart to flush -
| _ device with and ix being, flushed.
A intetview with Registered Nurse (RN) #1 on RDCS re educated DON apd UM
08/24/11, al 10140 AM, revealed the Ciinical regarding policy for administering phosio
Review Team had reviewed Residen #4's and NMushing mediports/implanted venous
medical record and eare nesds but someaf oW devices on 87267201 1. :
missed there was no physician's order for . i
flushing tha Mediport, 4.Quality Assuranco
' ' 1ecam(A dminstrator,Dircetor of
An inferview with the Director of Nursing (DON) Nursing(DON), Unit
on 08/24/11, af 12:25 PM, revealed Resident #4 Manzgers(1IM), Dietary Services
had been reviewed several times in the "Daily Manager(DSM)Life Enrichment
Ciinical Review" meeting but the Mediport flush Director{LED), Environmental Servicos
had been overlooked, Manager and Business Office
, , o Manager(BOM) to meet every 2 weeks x 2
2. Review of the medical record of Resident #15 beginning week of 10/05/2011 then
revealed the resident had been admitted to the monthly to evaluate audlt findings nnd
factiity on 08/05/07, with diagnoses (hat included revise plan as needed
fend Stage Renal Disease, iMepalitis C, Diabates . )
Meliitus Type |1, and Congestive Meart Fallure, i
Review of the physicisn's order for Resident #15 l 5-Date ofComplmnce 10/08/201).
revealed an order dated 07/01/11, for Phoslo
{calciurm acetate) 687 milligrarms {mg) one
capsuie by mouth three times a day with meals.
Phoslo is indizated for control of
hyperphosphatemia in end stage renal fallure by
binding the phogphorus in food.
Review of the facility meal times reveaied
breakfast service started al 7:00 AM. lunch
TORM GMB-2467 (0700} Previdits Versians Dbsolete Ewvanl 10: *HOB 1
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F 281 | Continued From page 13

"service started at 11:00 AM, and {he evening

| meal service started at 5: OO PM. Review of the -
Medication Adrninistration Record (MAR) for
Resident #15 revealed he resident's Phoslo was
{o be administered at 8:00 AM, 11:30 AM, and
5:30 PM. Further review of the MAR reveaied
during the month of 08/11 facility staff did niol
administer the resident's Phoslo on 08/04/11,
08/05/11, O8/OB/11, 08/09/11, 08/ 10011, 05/11/11
08/12/11, GBMBMA1, 0817741, 08M&/11, 08/19/11,

days.

i Review of the laboralory results for Resident #15
dated as collected on 08/03/11, revealed a
phasphorus level of 8.4 rn:ll}gram s/decifiter
(reference range 2.5-5.0 mg/di). Incraased
phosphorus levels can lead to coronary artery
calciflcations,

Inferview on 08/25/11, at 1:30 M, with Licensed
Praclical Nurse (LPN) #5, revaaled staff did not
agdministar the Phosle 1o Resident #15 on the
steted dates because the resident had boen al
the dialysis center and did not receive the noon
meai until 2:00 PM, |LPN #5 was aware of ha
physician's order to giva the medication with foog
! but did not give the Phoslo with lunch because
the meat was fale. According to LPN #5, the
medication could not be givan at 2:00 PM,
because il was 100 close to the 5:30 PM dose,
PN #5 confirmad she was unaware of whal (e
medication wag for or any contraindications for
the medication, LPN #5 was unawars [he -
madication was o bo given with food to be
effective,

| Intervisw on 08/ 25111, at 1:40 PM, with the Unit

|
A

and 08/22/11 for two of the three meals on those :

F 281

i
[
i
!
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TAG REGULATORY O LEC IDEN T1I-YING INFORMATION) TAG | CROGSREFEZRENGED TO THE APBROPRIATE NATE,
. PRFIGIENCY) .
281 | Continued From page 14 281
Supervisor for Blue Hall revealed the Unit ;
Supervisor did not know why the restdent was : ' i
receiving Phoslo or what the indications were for 5 o
i the medication, The Unit Supervisor was aware | 5 :
 the physician's order stated the madication was to
- be given with meals but the Unit Supervisor was i
| unaware of 1he reason fur administering the
rmedication with meals. .
- 312 | 483.25{a){3) ADL CARE PRQVIDED FOR a2
55=0 | DERPENDENT RESIDENTS .
A residenf who is unable to carry cut activities of F312
daily living receives the necessary services 1o
raintain good nufriffon, grooming, and personal L. Resident 411 nails were cleaned and
and oral hygiene. . trimaed by the Unit Manaper (UM} on
, ' B/25/201 1 with the regidents permission.
P . o ;' FOADON/UM,iducation Training
Ih,'s REQUIREMENT is not met as evidenced | C O Dvirestar(FT1) and Restorative Nurse to audil
g'.aqed bservation. intarview. and 4 all residents fingermails and toenaiis by
ASSO ON CDSEIVATILN, INLerview, ana recor 10737201 1 to adentify any rosident who needs
review, the facility failed ta provide the necessary their nails trimmed und Jor ¢leaned
| services 1o maintain personal hygiena/grooming YOI DA rimmed ana for cleaned.
for one of thirty-five sampled residents. Resident Any lssue identificd will be immediately
#11 was abserved on 08/23/11, 08/24/11, and corrected.
08/25/11, to have long unkempt tingeraiis. . . " ,
: : JETD o re educate nursing stafl regarding,
¢ The findings include: center system 1o ensure all residents nails are
i : } trimmed. and cleansd regularly which is that all
An interview conducted with the facliity's Regional ; ~ b residents nads are to be checked on shower
Nuwse Consultant on 08/25/11, reveaied the days by the Licensed Nurse and trimmed as
faC]“ZY did not hava a pelicy/procedure related fo regident will allow/elcancd by the CNLA T
Nail Care. . resident is not diabetic, if resident is diabetic
) ) . the Licensed Nurse will triny as resident will
Resident #1_1 was admitted to.tha facility on _ : allow/clean nails on showor days by
08/18/10, with diagnoses of Diabetes, Dementia, . P ST I,
, ) S : 10737201 1.1 s podialry referral is needed the
 and Cardiovascular Accident, Review of arimary MD will be notified by (he Licensed
- Resident #11's Quarterly Assessmen! daled primary PHRIEE By The Licons
I ! i Nurse. 7 |
FORM GMS PHE7 (02-00) Brovioas Versions Ohapiise ‘ Evtnl B0 Fadly [0 OLR1Y IT continuation sheet Page 18 of 3%
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; o DEFIGIENCY) |
F 312 | Continued From page 15 312 4,Quality Assurance
08/24/11, revealed the faciiity as-ar,ssed Ihe tcam(Adminstrator, Dircctor of
att_aa'Jc.}onﬁ io hfavc. severe cogn‘i[lve lrnplalrm'ent . Nurslng(DON), Unit
relafsd to daily decision-making and required - ) . .
exlensive assistance with personal hygione + Managers(UM), Dictury Services
! ¢ ' - ManagenDSM)Life Borichment
Review of Resident #11's care plan, updated or Dircetor(LED), Bnvironmental Services
08/15/11, revealed the resident's disbetic nall - Mznager and Business. Office
carg was to be provided by a licensed : Manaper(BOM) fo meet every 2 weeks x 2 .
professional on an as-needed basts. | beginning week of 10/05/2011 then
‘ ' ! monthly to evaluate audit findings nnd
Resident #11 was obseved on 08/23/11 al 3:25 : " revise plan as nesded,
{ PM and 5:00 PM, on 08/24/11 at 10.00 AM, 2:05
PM, 3:35 PM, and 5:00 PM, and on 08/25/11 a{ 5.Date of Coamplignce 10/08/2011,
9:.00 AM, to have long fmqemalis Abrown - 3
substanco wab observed underneath the v
resident's nails. '
An interview with certified nursing assistant ;
[ (CNA) #7 on 08/25/ 11, at 9:00 AM, revealed she |
was assigned 1o care for Resident #11 on the o :?
7:00 AM 1o 2:00 PM shift on 08/25(11, The CNA ‘
stated she had assisled another staff member,
had not assessed Resident #11, and wag
unaware that Resident #11's fmgcrnalls needed |
i 10 be cleanedftrimmed, ’ :
An inlesview with CNA #6 on 8/25/11, at 1020
AM, rovealed he wae assigned lo care for
Residant #11 on 08/24/11, during the 7:00 AM to
3:00 PM shift. CNA #8 stated he had not noticed
¢ that Resident#11's nalis needad lo be . .
i cleanedftrimmed and, if the resident was diabelic ?
lhe CNAs weare to make the nurse aware,
An intar’view with CNA#11 on DB/25/11, at 3:15
| PM, reveaied she had provided care for Resident
| #‘I‘E on the 3:00 PM 10 11:00 M shift on
! : 08/24/11. CNA #11 stated she had noticed
I ' -
FORM GME-2GR7(05-09) Irevious Vorsions Ololels . fivard, 100 BHC T - Eoillly D A0DSIR Il continustion shest Fage 15 of 32
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F 3127

[ 328
85=D'

|#7 on 06/25/11, at 9:10 AM, revealed nurses

! slaled she had not been instructsd on how often |

fe1he DON, if a resident needed nail cara and

Continued From page 18

Resident #1's nails were long and needed 1o be
cieangd and trimmed but because Resident #11
was & diabelic she was unable o trim his/her
fingernails and forgot 1o tell {he nurse,

An intarview wiih Licensed Practical Nurse (LLPN)
were responsible for diabetic nail care. The LPN

the nail care was to be provided and was not
aware that Resident #11's fingernails needed to
be trimmed/cieanead,

An Interview with the Unit Manager, Registered
Nurse (RN) #5, on 0B/25/11, at 8:20 AM, revealed
that the nurse performing the resident's weekly
skin assessment should provide nail care. RN #5
zlso stated there ware no systems in place io
ensure residents with diabetes received rouline
nail care,

An intetview conducted with the Director of
Nurses (DON} on 08/25/11, at 3:25 PM, revoalod
nail care shouid be provided by the CNAs during
the resident's bath/showar, However, accolding

was diabetic, the CNAs shouid report the ;
information to the nurse and the nurse would z‘
provide the nall care. The DON also stated there
were no systerns in place o ensure residents
who were diaballc raceived routine nail care.
4B3.25(1) MAINTALIN NUTRITION STATUS
UNLESS UNAVOIDABLE

Based on a resident's comprehensive ,
assassment, the facility must ensure that &
resident - ‘

(1) Maintaing acceptable parameters of nutsitional

F 212

F325;

|
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1 by: -

slatus, such as body weight and protein levels,
unless the resident's ciinlcal condition
demonstrates that this is not possible; and

(2) Recelves a therapeutio diet when there iz a
riutrtional problem, '

This REQUIREMENT is not met as evidenced

Based on observatione, Interviows, review of
medical records, and review of facifity dielary
documantafion, it was delermined the facllity
failed to ensure therapeutic dict menus were
assessed to ensure no repetilion of meals for two
of thirty-five sampled residents (Resklents #8 and

#16). The facility falled fo ensure one of thirty-five | -

sampled residents (Rasldenl #2) racsived
supplements with meals as ordered,

The findings include:

The facliity had no policy/procedure specific to

| on meal trays.

-1. Observations on 08/23/11, al 6:00 PM,

repelition.of meals or ensuring supplements were

reveaied Resident #9 received a renal diet {hat
included pialh noodies with the meal.

Review of the medical record of Resident #9
revealod the restdent was (o receive a fiberallzed
renal diet. Rewvinw of the medical record of
Resident #16 revealed the resident wes to
receive a no-added-salf renal diet. Review of the
dietary meal card for Resident #16 revealed one
of the resident's dislikes was noodles,

F325

[.Resident#2 physjoian was notified on
8/26/2011 by ihe DON that the resident
did not reecive the Mighty Shake per
physicians order with the evening meal on
8/25/2011.No new orders were noted,
Resident #/9 vnd Resident #16 had their
food preferences updated by the Dictary
Manager(DM)on 9/19/2011.

Dictician to review and revise the mea
plan offered to prevent repetition of food

by 9/23/2011,

2. Dietician to complete a one time roview
of meals offercd for all diets to identify
any repetition of foods and any resident
that does not have an updated food
preference by 9/23/2011.

Any food repetition will be immediately
changed to offer & variety of foods, Any
resident receiving food on their dislike list
will be immediately changed.

PON and UM to complete a 100% record
review {o identify any resident with ordey
1o recelve Miglily Shakes or nutritional
supplement-that should be on meal tray by
9/30/2011.

DM and DON to ensure dietary
depariment has an order 10 provide
supplement and it is on tray card by
10/1/2011,

i

J
!
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Review.of the facilily's menus for the tiberaiized
renal diel revealed for weak one of the menu rice
and/or. noodles were served at the noen and
avening meals on Tuesday through Sunday.
Week two of the menu included rice and/or ;
noodies al the noon and evening meals Tuesday
{hrough Sunday with rice served st the lupch and
evening meais on Sunday. Week {hree of (he
menu revesled rice andfor notdles served at the
noon and evening meals on Monday hrough
Friday, Week four of tha menu revealed rice
and/or noodies were served at the lunch and
dinner meals on Monday, Tuasday, Thursday,
and Friday.

Interview with Resident #9 on 08/23/11, 2 6:00
PM, revealed the resident received rice andfor
noodles for funch and dinner each day. The
resident stated he/she had refused the meals at
tmes and was tirad of rice and/or noodles every -
day,

Interview on 0825711, at 120 PM, with Resident
#16 revealed the resident received rice and/or
noodles “afl the lime," The resident siated hefshe |
bacame so fired of he rice/noodlss that he/she
did not eal them, According to the resident,
he/she had indicaled a disfike for noodles but the
facllity served tham to him/her,

! .
[ Inferview on 08724711, 86 1:20 PM. with the
Regislered Dislitian (RD) revoaled the facllity’s
menus are recelved from the corporate offices, |
According to the RD, he could change the menus ;-
to accommodate the facility's residents, The RD
stated he had not audiled the renal diet menus for
repotition of foods. The RD sfated he was

ETATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPUER/ACLIA (X2) MULTIF E CONSTRUGTION (%3} DATE SURVEY
AND PLAN OF GORRIICTION IPENTIFICATION NUMRER: . CoOMPPLETTR -
A. BUILDING
‘ C
6. WING .
185221 - ‘ 08/25/2011
- H————
NAME OF PRGMIDER OR SUPPLIER ETRELET ADDREESS, GTY, STATE, ZIP CODE
. , 571 PARKWAY DRIVE
SALYERSYILLE HEALTH CARE CENTER ; :
. ] SALYERSVILLE, KY 41465
o) 10 BUMMARY STATEMENT OF DEFICIENGIES ) ) PROVIDER'S FLAN OF CORREGTION s ]
TR, {LACH DEFIGIENCY MUST BE FRECEDED Y fULL PREFIX (EACH CORRECTIVE: ACTION SHOULD BE COMBLETION
TAG. REGULATORY OK LSC IDENTIFYING INFORMATICN) TAG CROSS REFERENGED TO THE APPROPRIATE OATE
: : . DEFICIENGY)
F 325 | Continued From page 16 o 325

3. Edueation Training Director to re
educate nursing stafl and dictary stafl
reparding policy o administer
supplements per physicians order and .
ensuring that the supplement is on the tray
- and that residont does not receive foods on
distike list a( point of service by
10/1/2011. _
DM to pudit entire tray line for random
meals ut feast 4x by 10/2/2011 to ensure
dietary ajdes are providing meals and
. supplemenis per physicians order and
foods that are not on their dislike Hst.
DON or Departmen{ Manager monitoring
tray pass on hall and in dining room to
ensure residents receive diel as ordered,
not receiving foods on their dislike st and
supplements per order on tray af least 3 x
by 10/1/2011 then DON or UM 1o audil at
Ieast 10 residents receiving their meals at
random times cach week x 4 weeks
beginning 10/3/2011, .
~ Dictician to monitor wray line for at leas( 3
meals by 10/2/2011 1o ensure no food
repefition and that food likes and dislikes
are honored, then will randomly monitor at
lenst 5 (rays per week beginning week of
10/3/2011 to enswre residents receive a
varicly of foods, do not receive foody on
their diglike list and that supplements are
'~ iven 10 resident on meal tray as ordered.
DM and Dietician lo complcte an updated
food preference for all existing residents
and all new admits per current policy by
10/1/2011.

= ]
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NAME OF PROVIDER OR SUPT'LIER . STREET ADDRESS, CITY, S"I'A“I‘E. i CODE B

ey " . , 571 PARKWAY DRIVE

SALYERSVILLE HEALTH CARE CENTER | SALYERSVILLE, KY 41465
xn 10 SUMMARY STATEMENT OF DETICIENGIRG 0 , PROVIDER'S AN OF CORRGCTION v

PREEIX {EACH DEFICIENCY MUST BI2 PRECEDRD BY FULL PREFT . (EACH CORREGTIVE ACTION SHOULD e GO ETIoN
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IF 325 | Continued From page 19 ‘ : 325 ’
'unawara of the repetition of rice and noodles o | , 4.Quality Assurance )
i'fhe renal dief menus, ' : tearn{Adminstralor, Direcior of
! - : , . Nursing{DON), Unit
| 2. Review of the medical record of Resident#2 |- ' Managers(UM), Distary Services
revealed the facliity admilted the resident on ] - Manager(DSM)Lifc Borichment
| 02/02/11, with diagnoses that inchsded Right Hip [ Dircetor(LED), Buvironmental Services
Fracture, pfyerﬂwlitis:, Osigoarthriﬁs, and Mnnager and Business Oflice
Hypo%h}_'ro:dism. Review of the physiclans orders | Manager{BOM) to meet every 2 wooks x 2
for Resident #2 dated 07/27/1 1, revealed the : N beginning weok of 10/05/2011 then
resldent was lo recelve a Mighty Shake thrae .
A s . : : montbly to evaluate sudit findinps end
times a day with meals. Review of the nulition ise nl  neaded
notes dated 07/19/11, revealed the resident had - ToVISE plan as needed,
sustained an 8.8 percent weight Joss in three : \
months fo = weigi,))ﬁaf 113 po?mds. On 08/08/11, : 5.Date of Compliance 1008/2011,
| the RD documented & five parcent welght logs in '
one week rasulting In a weight of 109 pounds,
The RD dosumented the rosident was consuming
| 85-80 percent of meals snd received o shake
three limes a day. .
Observations of the evening meal on D8/23/1 1, at
£6:10 PM, revealed Resldent #2 did nol recelve a
Mighty Shake with the evening meal, .
Observations of the noon meal on 0B/24/11, at _ )
11:45 AM, revealed the resident did no recelve o : - . i
L. Mighty Shake with the meal. Review of the -
 dietary card racelved with the resident's meal
revealed the resident was to have a Mighty Shake
with each tray. :
Imerview with the Digtary Manager on 08724111 ,
at 11:58 AM, rovealed the resldent should receive
the Mighty Sheke on the resident's meal lray
.| received from the Dietary Department, The
Dietary Manager was unaware the Mighty Shakes
'had not been placed onto the resident's meaa
F tray. ’
A i ]
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Interview on 08/25/11, at 3:10 PM, with Dietary '
Alde 1 revealed staff followed the diel card to
i load the resident’s trays during meal BOIVICE,
According to Dietary Alde #1, if something is on
the diel card it should e on the resident's mea! F334
tray, - .
F 384 488.25(n) INFLUENZA AND PNEUMOCOCCAL F334| 1 Resident4 has receivod e
58=D | IMMUNIZATIONS phowmococesl vaceine ag requesied, The
' . . Lysicizn was madc aware that i
38 rocedures PLy . e
The facllity must develop pdlicies and proce resident had previously roquesied and the

that ensure that ~ : i ' i
! datc the resident requested, no new orderg

(i} Before offering the infiuenza immunization,
each resident, or the resldent's legal

| benefils and potential side effects of the
immunization; :
(i) Each resident is offered an influenza
immunization October 1 through March 31

immunized during this time period:
(i} The resident or the resident's legal
representative has (e opporiunity 1o refuse

immunization; and
i (Iv) The resident's medical record Includes

folicwing:
{(A) That the resident or recident's leqal

immunization: and
(B} That the resident cither received the
influenza immunlzation or did not receive the
influenza immunization due te medical
: contraindlcations or refusal,

The faciiity must develop poficies and pfocadu;‘es

that ensure that —

fepresentalive receives education regarding the

annually, unless the immunization is medically
contraindicated or the resident has already been

documentation thal indicates, al a minirum, the

representalive was provided educalion regarding
the benefits and potential side effects of influenza

wore received, Family rade aware when
administercy.

Resident #13 and famil y have been
educated tegurding risk and benofis of
Tecciving (he T and pnetnocoscn]
vaeeine and residents has declined both
virecines, Will re offer flu apd pucumonia
by 11/1/2011 during flu vaceing season,
Physician notified with no new orders,
Resident #17 and family has been
educated regarding risk and benefits of
pueumoeoceal vaceine and vesident hag
declined. Will re offer by 117172011
during flu vaccine season. Physician
notified with no new ordeys,

2.A one time 100% record audi will be
completed by the DON,UM,ETD) and
Modical Records Clerk will be comipleted
by 9/30/2011 1o identify any resident that
has not been educated on risk yersus
benefit for rectiving the u wnd
peamococeal vaceine and to fdentify any
resident that reguested either vieaine gnd
did not receive per wishes,

i

N
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{D) Before offering the pneumococcal
immunization, each residend, or the resident's
legal representative receaives education regarding
the benefits and potentlal side effecte of the
immunlzetion; -

(i) Each resident is offered a pneumococcal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized; '

i (iif) The resident or the resident's logal

! representitive has the opportunily to réfuse

i immunization: and -

(iv} The resldent’s medical record includes
documantalion that indicated, at a minimurn, the
following: -

(A) Thaf the resldent or resident's legal
representative was provided education regardin
the benefils and potential side efiects of :
pneumococcal immunization: and :

(B) That the resident eilber received the
preumococtal immunization or did not receive
the pneumococeal immunization due fo'medical |
; contreindication or refusal, ' R
" | (¥) As an alternalive, based on an assessment
and practifioner recomrnéndation, & second
pheumocosccal immunlzation may be given after 5
years following the first phrumococesl
immunization, unless medically contraindicated or
the resident or the resident's lagal representalive
refuses the second immunization. :

!
!

This REQUIREMENT s not mo{ as ovidencad
by: . :

Based on interview and record review, it was
delermined the facllity failed o ensure

All residents will be re offered and
educated regarding risk versus benefit
related to both fiu and pneumonis vaceine
by 10/6/2011 and if resident wishes they
will reeeive vaceine if not contraindicated,

3.ETD to re educate all licensed personnel
and Daily Clinical Review !
Team(DON,UM,Diciary Manager, §
Dietician and Life Enrichment Direetor)
reparding policy and procedure that every
resident is offered both the flu and
pneumonia vaceine unless contraindicated
by 10/1/2011

DON to audit ali new admissions with 72
hrs of admission to ensure they have been
offered the fTu vaccine and preumonia
vaceine and it is administercd per wishes
bepinning 10/2/2011,

RDCS to audit at least § ncw admissions
monthly beginning week of 10/2/2011 1o
ensurc vaccines are being offered,

residents and familics are being educated
and residents are recoiving vaccines if
he/she wishes {imely,

DCR Team (o audit all admits o ensure
policy for flu/pneumonts vacene is
followed beginning 10/3/2011,
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preumocoocal and fiu vaccines were provided for ,
three of thirty-five sampled residents (!Riesidenis 4.Quality stumncc .
#4, #13, and #17). ‘The facllity further falled to | . team(Adminstrator, Dircetor of
provide evidence the residentresponsibie party Nursing(DON), Unilt
{ had been Informed of the health risks related 10 Managers(UM), Dictary Services
the immunizations, . Manager(DSM)Lifc Enrichment
. . Dircctor{LED), Envirorimenta) Services
The findings include: ' Muensger and Business Office
Manager(BOM) to mecet every 2 weeks x 2 ,
A review of the facliity’s Immunization : beginning week of 10/05/2011 then
policylprocedure (revised 10/1 0) revealed &l monthly to evaluate audit findings and
1 residents, regardless of age and madical revise plan as needed,
| condition, would recelve the Pneumococeal :
| Polysacoharids Vaccine (PPV) ol least once. | - $.Dato of Compliance 10/02/201 1

,‘ unless there was documentation the vaccina was
medically contraindicated, the resident refused, or
ihere was no physician's order.” Furiher review of ‘ ‘
the policy ravealed facllity residents waire to be . '
screened upon admission (o determine If they .
were current on adult Immunizations, the o } ‘ : ,
resldent's immunlzation status would be
documented on the nursing admission
assessmenl, the resident andfor family wouid be
counseled on the benefils and adverse reaction

‘| of the vaccine, and the residents consentrefusal
would be documented on the Preumoccceal and
Annual Influenza Vaccine-informalion and
Reques! form, ' : '

1. A review of the Minimum Data Se! (MDS)
dated 10/12/11, revealed Resident #17 was
offered the pneumococeal vacsine on 10/06/11,
upon readmission to the facility, The MDS
completed on 10/12/11, revealed the resident i : '
rafused the Preumococes! vaceine, however,
thare was no evidienca lhe facility had offeriad the
resident or responsible parly (R/P) information
regarding the risks/banefits of the pneumococeal
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vaccine,

Fasdi

An interview eonducied with-RN #7 on 08/25/1 1
al 10:50 AM, revealed the admission nurse was
responsible to complete the immunization
screehing process when a resident was
admitled/rsadmitied 1o the facility, Furhermore, ,
RN #7 stated the admission nurse was . :
rasponsible o provide/discuss the ﬁsks{be:peﬁls
redated to the pneumococcal vaceing to the '
resident or the resident's R/P when a resident
refused a vaccination, :

2. A review of the medical record for Resident 24
revealed (he {adllity-admitied the resident on
07/13/11, wilh diagnoses of Coronary Artary ) _
Disease, Hypertension, Diabetes, ang Chronic - .o '

Obstructive Pulmenary Dlsease. Furlher review | ’
of the medical record revealed the resident ha !
requested the pneurnccocoal vaceine on S ‘
07/13/11, bul there was no documentation the j
vaccing had bean administered. A notation on :
the "Pneumococeal & Annual Infiuenza Vaccine
tnfonmation and Request” Indicaled tha vaccine
would ba administered "when time."

An intetvicw conducled with tho Direclor of
Nursing (DON) on'08/25/11, al 1:65 PM, revealed
the admisslons nurse was responsible 1o
delermine iffwhen the resident had the
pneumococcal vacting and il i was time for a
boostar. According (o the DON, no one followed
up (e ensure Resident #4 roceived the vaccine

tirnely. :

——

13, Areview of the modical record for Resident
#13 revealed the facillty admilted the resident o
12/25110, with diagnoses of Chronic Obstructive

- Ewenl tD:PHOB1Y Faciiy i2; 100519 I eonlinsafion eheet Page 24 of 32
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Pulmonary Dissase, Hyperlension, and Muscular
Atrophy. There was no evidence In the medieal
record thal Resident #13 or hismar R/P had baan i
offered or educated on the influenza/pnevmonia -
vaccination and no documentation the resident L
received these vaccinations. !
Aninterview with the Regional Director of i
Operstions (RDO) on 08/25/11, at 10:15 AM, i
revealed the Tacility was unable to locats
evidence the resident/R/P had recalved education
regarding {he vaccinations or thial the resident
- had been vaccinated since admission, o
F 431/ 483.60(b), (d), (e} DRUG RECORDS, . I 431
§5=D | LABEL/STORE DRUGS & BIOLOGICALS _ .
The factlity must employ or obtain the services of _ ;  F431
a llcensed pharmacist who establishes & sysiem | . L L
of records of receipt and disposition of alf _ { 1.No specific residont was identified. Al
controlled drugs in sufficient detall to enable an : residents have the potential to be affected.
ageurate reconelllation; and determinas that drug .
records are In order and that an account of all 2.Director of Nursing(DON) to complete a
controlled drugs is maintained and periodically : - one time audit of a1l medication rooms, i)
reconcied, : : medication/{reatment carts and gl
- ) . ‘ : ' medication refrigerators to identify any
Brugs and biologicals used in the faciiity mus! be medication opened and not dated per
{abeled in accordanca with currently accepled . policy by 10/3/2011.
,g;‘?j::}ﬁ?ﬂ?:L‘;ggzg"a;'a?%dgﬂ}&??e Any medication opened and not dated wil) '
instructions, and the expiralion date when | bedisca dCd’.w?lﬁcmd ;mc_f dated by the |
! applicatla, | UM upon arcival from pharmucy,
In accordance with Stale and Federal laws, the g B.Educal.fon- I'raining Director (o re
factfity must store all drugs and blologicals in . educate Jicensed personnol regarding p/p -
locked cormpariments under proper temperature | for storage of biologicals, dating of opened
controis, and pormit only aulhorized parsormelto ! liguids/medijeations and fi ollowing
have access (o the keys. : manufaciures recommendation for al] -
j opened medications by 10/4/2011,
Event {12 PHMOB11 Fachiy 0 100819 ‘ ¥ conlinuation shea Pago 25 of 3z
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The facility mus! provide separalely locked,
permanently alfixed compartments for slorage of
controlled drugs listed in Schedule 1] of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored i3 minimal and a missing dose can
be readily detected,

This REQUIREMENT fs
by: .

Based on obsorvations, interviews, raview of
facility policy/procedure, and review of :
manufacturers recommendations, if was
determined the facility falled to ensure expired
medications were not avaltable for resident use.
Tha facility had an opened vial of Purified Profeln
Dertvative (PPD) avaiiable for use that had not ,
i been dated when opened. - j

not mef as evidencad

The findings iﬁciude:

Review of the facility policy/procedure "Storage
and Expiration Dating of Medications, Biologicals,
. { Syringes and Neadles” (datad as revised.

'| 05/10/10) revealed once any medication or
blofogical package was opaned, the facllity should
follow manufaciurer/suppliar quidelines with
respecd fo explration dates for opened
medications. The policy/procedure stafed stafi
should record the daled opened on the
medication container when the medication had a
shortenad expiration dale once opened.

; Review of the manufaciurer's guidelines on the
L .

STATEMENT DI DEIMCIGHGIES [6.8)] PROVIDER/SUPPLIER/CL LA (X2) MULTIPLE CONSTRUCTION (X3} DATE BURVY
AND PLAN OF CORRECTION IDGENTIFICATION NUMRER; ’ COMPLETLD
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F 4311 Continued From pagc 25 F 431 '
Regional Directlor of Clinieal Services 1o

re educate DON and UM reparding p/p for
slorape of biologicals, dating opencd
medications and following manufactures -
recommendation for all opencd
medications by 10/3/2011.
Pharmacy representative to audit at tenst
all three(3) medication rooms and
medicution refrigerators for expired or
undated opened medications by 10/4/2011.
DON to sudit all medication refrigerators
2 x week x 4 weeks to ensure all '
medications arc dated if opened and
discarded por manufactures
recommendation beginning 10/6/2011.
UM to andit medicstion and treatment
carty to ensure opened liquids are dated
and discarded per manufactures
recommendation I x week x 4 weeks

' f boginning 10/6/2011,

1.Qualily Assurance
team(Adminstretor, Director of
- Nunsing(IDON), Unit
* Managers(UM), Dietary Services
Manager(DSM)Life Barichment
Direcior{LED), Environments] Services
Menager and Business Office
Manaper(BOM) (6 meet overy 2 weeks x 2
| beginning wock of 10/05/2011 then -
* monibly to evaluate rudit Tindings npd
revise plan as needed.

5.Date of Compliance 100082011,

|
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package of the PPD révealed once the vial has -
been entered the medication was 10 be discarded
afier.30 days. :
Observations of the medication refrigerator on the
Green Hall on 08/25/41, at 6:30 PM, revealed a ;
vial of PPD avallable for use. The vial had been - '
opened but there was no dale to indicate when
the vial had besn opened.
Interview with Registered Nurse (RN) #6 on
1 08/26/11, at £:30 PM, revealed staff was required
I'to date all vials when they were opened (o ansure
the madication would be discontinued after 30 ,
days. RN #6 confirmed tha vial should have bean
dated whon it was opened. ' F441
- 441 4B3.65 INFECTION CONTROL, PREVENT F 441
ssep | SPREAD, LINENS . ‘ 1.No specific resident was identified. Al
' ) residents bave the polential 10 be afTeeted.
The facllity mus! establish and maintain an
Infection Control Program designed to provide a 2. Administrator Director of Nursing, Unit
safe, sanitary and comforiable environmant and Managers and Education Training Direclor
to help prevent ."‘e development and transmission to monitor entire meal boing served both
; of disease and infaction. : ' i dining room and on all halls at Jeast 2 x
' . by 10/2/2011 10 identify any stafl member
(2) Infection Control Program , not following infection control policy
The facility must establish an Infection Control o itorine handwashinn
Program under which f - ‘ t.pcm,ﬁcall_!'/ mo:’gtormg“xtn was i:;z!w
(1) nvestigates, controls, and prevents infeclions Any issue identified will be immediately
in the facifily; comected. .
(2) Decides whal procedures, such as Isolation, Edncation Training Direclor(ETD) to
should be applied to an individual resldent and monitor six(G) (I,c::t:ﬁec'i Nursm\g,
(3) Maintains a record of Insidents and corrective | Assistance providing direct resident care
aclions relsled to infoctions, to identify any stafl member not followipg
i infection contro] policy/handwashing
| (b) Preventing Spread of Infaction policy by 10/2/2011.
| {1) When the Infeclion Control Program Any issue identified will be immediately
J determines that o resideu}l naeds isolgtion to corrected. ' J

Facilty ID; 100510 If continuation ehool Page 27 of 32
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prevent the spread of infaction, the facility must | 3.ETD te re cducate nursing staff
Isolale the resident. ) S regarding policy for infection
(2) The faciiity rust prohibif emp!oyee;s witha' ' control/handwashing during all residen
communicable disaase or infctod skin lesions care, and modes of infection ransmission
from direc! contact with residents or. their Tood, if " by 1032011
direct contact will transmit the disease, i PO \ :
(2) The facflity mist require staff to wash their - ETD):[’C‘;':’““"‘-‘TI ';;&‘i‘;‘;ﬁf’g‘f LENA
hands after each direct resident contact for which CO"},Ib 1(‘):%?;101 0 - 78 Ol LN
hand washing 7s Indicated by accepted ' -Staff by -v11 1o ensure cojrect.
Unit Manager to monitor a¢ least 3 trays

professional practice. b
' being passed at 2 meals § x weck x 3

{¢) Linens wocks then 3 x week x 2 weeks on their

Personnal must handle, store, process and respoctive unit 1o ensure infection control
transport linens so as o prevent the sproad of : policy is followed bogioning 10/4/2011.
infﬁc_:llon. _ A_dminislmtor to monitor (ray pass in

. : dining room at jeast I meal 5 x week x 2
weeks then | meal 2 x wook X 2 weeks 1o
chsure infection contre) policy is followed

This REQUIREMENT s not met as evidenced | begiining 10/472011. 1

by: ‘ _ ,

Based on observatlon, Interview, and review of féa?:?:td{:g::!mﬁ)imcmror

the facllity policy, it was détermined the facliit . ; W !
Y poloy Y + Nursing(DON), Unit

failed 1o maintain an infeclion control program
 designed {o prevent the development and ) -
j ransmission of disease, ‘During the evening’ .| Managen(IBSM)Life Enrichment
| meat on 08/23/11, at 5:45 PM, staff failed to | Pirector(LED), Environmental Serviocs
’ wash/sanitize hands during the delivery of - Mansager and Business Office
| resldent meels on the Peach Hall. ) Manager(BOM) 1o meet every 2 woeks x2

. beginning weck of 10/05/2011 then

monthly to evalunie audit findings and
revise plan as needed,

- Managers(UM),Dictary Serviges

! The findings include:

; A review of the fadility policy for Hand Hyglene

( (effeclive 04/99 and revised 04/06 and 04/10) , 5.Date of Complianee 10/0
revealed hands should be washed with soap and _ mPlu\ncc 10082011,
water before and after direc! contact with a
resident, and after contacl with inanimate objects
in the Immediale vicinity of a resident.
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Observations of the avening meal on 08/23/11, at
5:45 PM, revealad a CNA delivarad four
unsampled residents thelr meal frays, The CNA
assisted the residents wilh positioning tn bed,
removed plllows from behind the residents’

heads, and cleared the residents' ovarbed lables
in preparation for the meal. The CNA then
removed the plate covars from the meal Irays, cul ‘
meats, and openad/applied condimonts to the _ ;
foods without washing hands or ulllizing hand gel ‘
bafare, during, or aftar assisling each resident’ ‘ ;

An interview wilh CNA #8 on 08/23/1 1, at 545
PM, revealed the CNA knew 1o wash hands
before and after assisting residénts, The CNA
acknowledged she should have washed her
hands after she touched each resident, betwaen _
each resident contadt, and aftar touching other
1 articles in the resident's room. . Tha CNA stated
she was nervous and forgot to wash her hands.

An interview wilh the DON on 08/23/11, at 6:00

PM, revealed all staff was to wash hands beforn

and after direct contac with residents. According

lo the DON, during the delfivery of meal trays staff

was permitied lo ulifize sanitizing hand gel

betweaen residents, but should wash thelr harids

with soap and waler H they touched a resident of

: ftems In the residents’ rooms,

F-614 | 483.75((1) RES '

S6n ! RECORDS--COMPLETEIACCURATEIACCESSIB
LE .

The {aclity must maintain clinical records on cach
resident in accordanca with aceepted professtonal
slandards and practices that are complete;
accurately documented; readily accessible; and

F 614

N
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AND PLAN OF CORRECTION IDENTIFICATION NUMRER! : COMMN.ETEED
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: C
~ 185221 B WING ' 08/26/2014
NAME OF PROVIDER OR SUPPLIZR STREEY ADDRESS, CITY, STATE ZIP° cobi -
' . . - " | 571 PARKWAY DRIVE _
SALYERSWI_LE HEALTH CARE CENTER ) SALYERSVILLE, KY 41466
x4 0 SUMMARY STATEMENT OF DLAICIENGIES D FROVIDER'S PLAN (F CORREGTION ow ]
PREFX {EACH BEFICIENGY MUST BL PRECENER BY FULL FREFIX (RACH CORRECTIVE ACTION SHOULD BE GOMMLITIoN
TAG REGULATORY OR LSC IDENTIEYING INFCRMATION) TAG . GROSSHEFERENCED TO THE APPROPRIATE BAYE
‘ ‘ - . DEFIGIENGY)
. | |
F 514 Continued From page 29 o F&14 !
: systemalically organized, : F's 14
.T!"G clin&cal record mu"?‘: mmﬂ“ sufficient (o L.Resident #9 physician was notified by
."“ c;;rparcn fo |2enﬂfylt ‘e"res ,enl, raéﬁgn;d do. e - the Unit Manager on 8/26/2011 end the
residents assc.asrlncn & the plan o n order has been clarified to indjcate that the
Services provided; the resulls of any - ! Cenfral Venous Catheter(CVC) dressing i
preadmission screening conducied by the State . St ressing is
to be reinforeed only.

| .
| : 2.Unit Manager(UM) to audit all records
to idemify any resident with & CVC and

and progress notes.

This REQUIREMENT is not met as mvidence&

by: ensure the order is wrilien and completed
Based on interviews and record reviews, it was : ' per physicians order by 9/30/2011.
delermined the facility falied to ensure an " Any issue identified will be inunediately
accurate clinical record for one of thirty-five: | corrected by the UM per physicians order.
sampied resldents (Resident #9). The resident |- ‘
ihad a physician's order for the central venols .| 3.Education Training Director 1o re
j catheter dressing fo be changed every forty-gight - | cducate Licensod personnel regarding
hours. Interviews with staff revealed they : following physicians orders, documenting
documented tha dressing change but did not ‘ | that order was followed and pfy T
actually perform the dressing change. : A ot pp Tor
_ , ! changing CVC dressings 0;1 patients
. L . ’ receiving dialysis by 10/2/201 1.
The fin-dlngs include: B , 5 UM to audit al] orders for changing CVC
Observations of Resldent #9 on 08/23/11 and dressings at least weekly x 4 weeks to
08/24/11, revealed the residon( had a dressing in ensure order is correct and that the
place on the right chest wall. The drassing was physician order is performed and
covering a central venous catheter (CVC) used documented corroetly beginning week of
for vascular aceess during hemodialysis - 10/3/2011.
treatment. ' : UM to call the dialysis center for each
] - _ o - dialyeis patien( and ensure any dressing
Review of the fhe_dijcai record of RES|UEH! #9 ) J'; changc ordery are correet bcginning
revealed the resident was admitted 10 the facilly | 10/3/2011. '

-0n 11/25/08, with diagnosas that included End
Stage Renal Disease, Goul, Late Eifoct
Hemiplegia, Diabetas Mellitus, and Hypenrengion.
Review of tha physician's orders dated 06/16/11, _
rovealed staff was to cleanse the CVE site with |

!
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CENTERS FOR MERICARE & MEDICAID SERVICGES

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERACLIA {X2) MULTIPLE CONSTRUCTION {(X¥) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! . . COMPLETED
‘ A BUILOING - .
, . C
185221 B WING 081252011
NAME OF PROVIDER OR SURBLIER BTREET ABDRISS, CITY, STATE, ZIP CODE T
. £71 PARKWAY DRIVE
SALYERSVILLE HEALTH CAR.E CENTER SALYERSVILLE, KY 41465
x4 0 ., BUMMARY STATEMENT OF DEFICIGNCIES ] " PROVIDER'S PLAN OF CORREGTION | ooy
PREFIX (EAGI] DEFIIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTVE AGTION SHGULD e COMPECION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE PATE
‘ - : T i . DEFKIGNCY) :
F 514 | Continued From page 30, F 514
' normat saline, pat dry, and apply Tegaderm every |- .| 4.Quality Asswance
£ 48 bolrrs and as necded, | team(Adminstrator,Director off
i o ' : + Nursing(DON), Unit
| Review of-the treatrment record for Resident #9 - © Managers(UM),Dietary Scrvices
‘;0' the mohth OM‘,L'QUSI revealed staff anged ] Manager(DSM)Life Enrichment
orodc;;;?gtreg “L‘Z‘,ﬂ-‘;ﬁgmsmg was changed es i Direclor(LED), Binvironmental Services
ry ' ‘ . ;‘ g Manusger and Business Oflice
Interview on 08/23/11, al 3:20 PM, wilt Resident . |} Manager(BOM) 1o meet every 2 weeks x 2
#3 revealed the CVC dressing was changed at i beginning week of 10/ 0372011 then
the dialysts clinke each dialysis day (three times a .|/ monthly te cvaluate audit findings and
weoek). - : Teyisa plan ay needed,
Interview on 08/24/11, &l 4;20 PM, with the 5.Date of Compliance 104082011
dialysis clinic manager revealed facility staff - '
should not be performing dressing changes of the
CVC. According to the dialysis elinic Inanager,
dialysis staff changed the CVC drassing al each
hemodialysis freatment . !
On 08/24111, at 4:30 PM, an interview was _ i
conducted with the Unkt Supervisor for the Green
Hall. According to the Unit Supervisor, Residen!
#8 returned from the hospital with the order fo
( performn a dressing change every 48 hours. The
+Unit Supervisor stated staff should be petforming
the dressing change in accordance with the
physician's orders and documenting that the
dressing change was compleled, :
An interview with Registered Nurse {(RN) #6 on ;
08724111, al 4:35 PM, revealed tha RN did not
perform dressing changes. According to RN #6,
she applied extra lapes if the drescing was loose
or placed gauze-on top of tha dressing. RN #6 !
staled she documented on the ireatment record ' .1
te indicate she had checked the dressing. RN#6
. i stated the dressing was changed at the dialysts : ' - J
. | ‘ . '
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Coayp SUMMAIRY STATEMENT OF DCFICIENCIES : T8} ! FROVIDER'S PLAN OF CORRECTION )

FREFIX {EACH DEFIGIENCY MUST B! PRECEDST BY TULL PR {EACH CORRECTMEACTION SHOULD B& - | oomiiinon

TG REGULATOKRY OR L5C IDENTIFVING INFORMATION) TAG ! CHOSE-REFERENCED TO 1HE APPROPRIATE DATE
) ! . BEFICIEMCY)
F 514 Conlinued Frony page 31 FF 514
clinic on each dialysis day.
Inferview with Licensed Practical Nurse (LPN) #3

'on 08/24/11, al 4:15 PM, revealed the dialyshs
clinic changed Resldent #8's VO dressing. LPN
#3 stated she documented thaf Iha dressing was
checked. According to the LPN, she added tape

if the dressing was ioose,
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