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sheet, it was determined the facility failed to . o
provide effective housekeeping and maintenance An inventory of wheelchairs will be completed,
parts ordered and repairs will be made by 02-29-
services to maintain a sanitary, orderly, and 2012. The North shower room missing i §
) g tiles will
comfortable interior for residents. There were be replaced by 02-29-2012. The kick 1t
cpla y . € KICK panel to
thirteen (13) resident wheeichairs of the the door leading into the shower will be replaced
ninety-three (83) resident wheelchairs in use that by 02-29-2012. The hand washing sink in
were in disrepair. One (1) of the two (2) shower Room 343 was unclogged on 02-02-2012. The
rooms was missing the comer tiles on the divider tile in Room 463 was replaced on 02-02-2012.
wall. The handwashing sink in a residents room The window curtain in Room 450 was rehung
| was slow to drain affecting two (2) residents. A on 02-14-2012. The hole behind the entrance
resident room was missing tile by the sink door in Room 342 was repaired on 02-02-2012,
affecting two (2) residents. A hole was found The hole in the closet door of Room 467 was
behind a residents room door, Curtains were repaired on 02-03-2012. The overbed light
= found-in-a-residents-room that were-net-hung———{--—— ~—1-cords. for Rooms.339-1, 339-2 and 333-1 were -
appropriately leaving large sections hanging free replaced on 01-27-2012. The wall under the air
affecting two (2) residents. A hole was fotind In a conditioning unit in Room 332 was repaired and
residents closet door. Three (3) residents were the air conditioning vent re-hung on 02-15-2012.
noted to not have an overbed light cord. The wall }T"h" shared b““"‘l”meg“ Rd°°;“s ‘(1:0 "“‘i lhﬁ
under an air conditioning unit was peeling and a8 m LG el “}t ontro 110
] had brown colored stains and smudges. A | Imeatee fhe pRo8 K o o o |
i o feee of pest 23 observed by the Admirisustor on
' © -16- in the
wall to the left of the commode was uneven with gﬁuﬁﬁ,ﬂ‘ 2;0,1,.1;:,:;31; 1%?,,:‘1 ?;sfvt:a:,(:,wd to
yellow colored stains. be clean, smooth and even in texture as observed
by the Administrator on 02-16-2012.
The findings include:
An audit of all facility rooms and corridors will
The faclility did not provide a policy and be conducted by the Maintenance Director by 2-
procedure for general maintenance and 29-2012 to identify any concerns with repairs.
housekeeping. Any identified concerns - will be comected
immediately. The Administrator observed on
Review of the Bullding Service Work Order 02-14-2012 that there were no pests identified in
requests revealed the request log was being the facility.
used, however, none of the identified arsas of
concern had been reported on the maintenance
logs.
Observations during the environmental tour of the
Factity iD; 100004 If continuation sheet Page 2 of 28
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F 253 | Continued From page 2 F 263 All Facility staff will be ro-educated regarding
facllity, 01/24/12 at 8:35 AM , and subsequent reporting of maintenance and housekeeping
observations during the standard survey issues by the District Education Training
01/24/12-01/26/12 revealed the following ltems Director, Director of Nursing, Assistant Director
were in need of repair; - of Nursing or the Unit Manager. The

) Maintenance Director will be re-educated by the

1. There were thirteen (13) wheelchairs identified Administrator regarding completing a monthly

with arm rests that were cracked and peeling with wheel chair check to assure any needing repairs.

rough edges: The wheelchairs Identifled belonged g;;‘e*dp “‘“‘gm “’;" b‘,’“"°'“P'°‘l°d by 02‘:12119-

to resident's in rooms 101-2, 109-1, 217-1, 219-2, inspections to-identify any cancerme with peay

ig:;' fg&} 452-1, 454-1, 455-1, 466-2, 456-1, All re-education will be completed by 02-29-

J ' 2012 with no staff working past 02-29-2012

; i havi ived this re- ion,
Interview with Certifled Nursing Asslstant (CNA) Without having received this re-education

#8,-on-01/26/12 at 4:20 PM-revealed-the-night——— | 5, Maimtenancs ~ DirestoroF “Maintenaice |

shift was responsible to inspect all wheelchairs Assistant and the Housekeeping supervisor will

and tum in a work order for any concems. complete facility rounds weekly for twelve (12)

weeks assure all concerns with repair and

Interview with CNA #7, on 01/26/12 at 4:50 PM, cleanliness have been identified, reported and

revealed everyone was responsible to make sure corrected. The Administrator will complets

the wheslchalrs were ¢ nd report an weekly rounds for twelve (12) weeks to assure

: The results of these audits will be reviewed with

i the Quality Assurance Committee on a monthly

g!lt/eznéﬁ‘g wlth_ Licensed Practical Nurse #-5' ol basis for three (3) months and quarterly for three

at 6:00 PM, revealed ripped wheelchair h . .

(3) quarters in order to validate continued
arms could cut the resident's arms. Therapy compliance. If at any time & concern is
does the monitoring of the wheelchairs but we identified, a Quality Assurance Committee
report it when we notice a problem. meeting will be held to review concerns for

further recommendations as needed. The
Interview with the South Unit Manager, on members of the Quality Assurance Committee
01/28/12 at 5:20 PM, revealed everyone was will consist of at a minimum the Administrator,
responsible for monltoring the wheelchairs. The the Director of Nursing, the Assistant Director
Unit Manager revealed the night shift cleans the of Nursing, and the Facility Rehabilitation
wheelchalrs and should be Inspecting them at Coordinator. The Medical Director will attend at 03-07-2012
that time. The Unit Manager revealed there was a least quarterly.
potential for skin tears. The Unit Manager I .
revealed she was surprised there were problems Compliance Date: 03-07-2012
with the wheelchairs as she had just completed ‘
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and audit of the wheelchalrs for her unit.
However, she revealed she had been monitoring
for cleanliness and not the condition or
maintenance'of the wheeichairs.

Interview with the Maintenance Director, on
01/26/12 at 4:30 PM, revealed once a month he
goes through the facility and checks the
wheelchairs. The Maintenance Director revealed
this task was part of their monitoring system
called TELS. He further revealed he did not
remember when this was last done. A copy of the
last audit was not provlded as requested, by the

F263|

_facility. —

2. The North shower room commode divider
wall had missing tlle on each corner
approximately twelve (12) inches from the floor.
The door leading into the shower room had a kick
panel wlth the comer peeled away. exposlng

3. The handwashing sink in room 343 was slow
to drain.

4, The tlle under the sink next to the baseboard
was missing, approximately 12 inch in length, In
room 483.

5. The widow curtaln in room 450 was not hung
appropriately leaving large sections of the curtain
hanging free.

interview with the two residents in room 450, on
01/26/12 at 3:00 PM, revealed they felt the
curtains looked terrible and it was not homellke.
The residents stated the curtains had been left
that way for several months after the facility
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removed them for cleaning. One resldent stated
he/she Just deals with it, as they rolled their eyes
and sighed.

8. The Wall behind the entrance door in room
342 had a hole approximately 8 inches In
circumference.

Interview with the resident in room 342-1, on
01/26/12 at 3:10 PM, revealed the hole had been
in the wall for aimost a year.

7. The closet door in room 467 had a hole .
approximately 6-8 inches. in length

8. Rooms 339-1', 339-2, and 333-1 had no
overbed light cord.

8. The wall under the air conditioning unit in

room332 peeled awayand had brown

.was no Ionger hanglng on the wall and found to

be sitting on the floor.

10. The shared bathroom for room 110 and 112,
affecting 4 residents, had a musty odor. Gnats
where seen flying around the room and resting on
walls. The wall near the baseboard to the left of
the commode was uneven and rough in texture
with yellow colored stains.

Interview with the residents of room 110, on
01/26/12 at 3:16 PM, revealed the faciiity had
been working on the commode due to frequent
clogs and overflowing. The residents stated the
room now has an odor and have they both have

seen fly's in the room which had been reported to
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the nursing staff.

Interview with the West Unit Manager, on
01/26/12 at 5:06 PM, revealed there was a
cleaning schedule for each wheelchalr and she

light cords are used frequently and the staff
should be reporting them to be repaired. The
Unit Manager revealed she did make rounds

missing for three residents, The Unit Manager
revealed residents not having access to the

Intervléw with the Maintenance Director, on
checks and resident door checks monthly. The

looked at the resident’s walls, light cords, and

was dependent on staff to report if an issue was
found on nights. The Unit Manager also reported

frequently but had not noticed the light cords were

overbad-light-could-impede-Independence,— - -

01/26/12 at 3:35 PM, revealed he did water temp

Malintenance Director revealed every 2 weeks he

T1IU¢

of concern. When asked if he felt the system
there were flaws in everything.

Concurrent Interview with the Housekeeping
Supervisor, on 01/26/12 at 3:35 PM, revealed
areas of missing tile should have been reported
to malintenance by housekeeping. The
Housekeeping Supervisor revealed

of concern to maintenance for repalr. The
| Housekeeping Supervisor revealed audits are

common area, and 2 bathrooms.

-: -- ."’.- 1 -3 -l I- 1 "_“' n ';' t - uu[]d
or move resldent equipment to inspect for areas

was working, the Maintenance Director revealed

housekeepers are expected to report any areas

done daily with-a minimum of 2 resident rooms, 1
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Review of the Housekeeplng Quallty Control
Inspection auditing tool revealed doors, floors,
blinds/windows, vents/ac units, odor, bassboards,
and slnks are included In the auditing tool.
Interview with the Director of Nursing (DON), on
01/26/12 at 5:45 PM, revealed the system for
monitoring the wheelchairs was if something was
noticed the staff were to notlfy malntance or the
therapy department. The DON revealed the night
shift was washing the wheelchalrs and they need
more education as to monitoring and reporting of
probiems. The DON revealed arm rests In
-disrepair were-a-potential cause-of-skin-tears: e R B
The Don further reveaied that having a cord on
the overbed light would make It more convenlent
for the residents to access their lighting. The
DON revealed Unit Managers, ADON, DON, and
Administration are ail responsible to ensure there
was a safe comfortable interlor.
SS=D ' - |91 o4
The careplan for resident #3 was updated on 01-
The resident has the right, unless adjudged 27-2012 to monitor for signs and symptoms of
Incompetent or otherwise found to be aspiration including the family preference to
Incapacitated under the laws of the State, to feed the resident who is ordered to have nothing
participate In pianning care and treatment or by mouth.
changes in care and treatment. The Interdisciplinary Team consisting of the
Director of Nursing, Assistant Director of
A comprehensive care plan must be developed Nursing, Unit Managers, Director of Education
within 7 days after the completion of the and Training, Social Services Director, Social
comprehensive assessment; prepared by an Services Assistant, Life Enrichment Director,
interdisclplinary team, that Includes the attending and Nutrition Services Manager will review all
physiclan, a registered nurse with responsibllity current resident’s careplans by 2-29-2012 to
for the resident, and other appropriate staff in assure careplans have been revised and meet the
disciplines as determined by the resident's needs, needs of the resident. Any identified as not
and, to the extent practicable, the participation of meeting the needs of the resident will be revised
the resident, the resldent's famlly or the resident's immediately.
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legal representative; and periodicaily reviewed
and revised by a team of quaiified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation interview and record
review, it was determined the faclilty falied to
revise the comprehensive care pian for one (1) of
twenty-six (26) sampled residents, Resident #3.

-The-facliity assessedReslden&#&aeasplmﬂng———-— S—

food and flulds and was to have nothing by
mouth, On 01/04/12, the family decided to feed
the resident and signed a statement that they
understood feeding the resident was against
medical advise. The facility falled to address this
on the care plan.

The Interdisciplinary Team consisting of the
Asgistant Director of Nursing, Unit Managc:l's,
Director of Education and Training, Social
Services Director, Social Services Assistant,
Life Enrichment Director, and Nutrition
Services Manager will be re-educated by the
Director of Nursing on revising careplans to
meet the needs of the resident. This education

will occur by 2-29-2012.

Director of Nursing will audit five (5) resident
careplans per week for twelve (12) weeks to
assure the careplans have been revised to meet

audits will be reviewed with the Quality
Assurance Committee on a monthly tesis for
three (3) months and quarterly for three (3)
quarters in order to validate continued
compliance. If at any time a concem is

ﬁﬁh’“ rooommenaaﬁons a8

The Director of Nursing or the Assistant |

1denuﬁed, a Quahty Assurance Commxttee

C (o
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_the needs of the resident. The results of these |

The findings include:

Review of the faclilty policy for care plans, dated
January 2012, revealed care pians addressed
residents’ needs to attain or maintain the
residents' highest well-being. The care plan must
be reviewed and revised according to the
Resident Assessment instrument instructions.

Review of the cilnical record for Resident #3,
revealed the facliity admitted the resident with
diagnoses of Diabetes, Hypertension and
Oropharyngeal Dysphagia. The facliity completed
a significant change Minimum Data Set (MDS)

members of the Quahty Assurance Uom'T
will consist of at a minimum the Administrator,
the Director of Nursing, the Assistant Director
of Nursing, and the Facility Rehabilitation
Coordinator. The Medical Director will sttend at
least quarterly.

Compliance date: 03-07-2012

03-07-2012
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assessment which revealed the resident was
slowly losing weight. On 12/13/11, a gastric tube
was surgically implanted and the facliity began
tube feeding Resident #3. On 01/01/12, the
speech therapist initiated aspiration precautions
and instructed staff that she was the one person
allowed to provide the resident with any oral
feedings. The facliity had the family sign an
Against Medical Advice form, on 01/04/12, when
the family determined they wouid provide the
resident with oral feedings even though the
resident aspirated easiiy.

F 280

Observation of Resident #3, on 01/24/12 at 12:30
PM, 2:30 PM and 3:55 PM, and on 01/25/12 at
11:00 AM and 3:00 PM, revealed the resident
recelving tube feedings with no members of the
Immediate family present, The head of the bed -
was elevated just at forty-five (46) degrees

Review of the facliity's comprehensive care plan
for Resldent #3, revealed the resident was to
have nothing by mouth and received tube feeding
for nutrition. There was no documentation
located on the care pian to address the resident's
aspiration precautions or to address the family's
decision to feed the resident orally.

interview with the MDS Coordinator, on 01/26/12
at 5:00 PM, revealed the care pian did not inciude
interventions to address the famlly féeding the
resident orally or to address the aspiration
precautions for Resident #3, She stated
interventions shoulid have inciuded elevating the
head of the bed to forty-five (45) degrees to sixty
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(60) degrees, monitoring for signs'and symptoms
of aspiration and monitoring the family when they
fed the resident orally. She stated Resident #3's
care plan shouid have been revised to reflect the
resident's actual care when the changes
occurred. .
Interview with the Director of Nursing, on
01/26/12 at 3.00 PM, revealed resident care
plans were to be revised as needed and to refigct
that staff were to monitor residents for signs and
symptoms of aspiration when tube feedings were F281
n-tise—- T T T T T " "An observation by the Director of Nursing oni |
F 281 | 483.20(k)(3)(l) SERVICES PROVIDED MEET F 281) 01-27-2012 noted that medications were being
ss=D|P ROFESSIONAL STANDARDS signed out after administration. LPN #2
. received corrective discipline 01-27-12. The
The services provided or arranged by the facility Director of Nursing observed LPN #2 on
must meet professional standards of quality. 01/28/2012 - and noted thst LPN #2 was
e olicy includin
This REQUIREMENT Ts not met as evidenced
by: All licensed staff will be re-cducated by the
Based on observation, Interview, record review District Education Tl")“}“‘“g D"t?"rf?"' P‘m"ﬂ‘::
and facility policy review, it was determined the E“fs'“g'l Assistant lrt}?cto}azili e v for
facillty falled to follow facliity procedures for d"“ e ofication & dm'i’ni;t’r';tg‘ o
medication administration on the 400 Hall, cocumenting A mstre
cti include documentation of administration after
gc::::;:nrtath:ta#ﬁg{::n%r:?\z:riv;g;?rgzteer;’ee: medications have been administrated. This re-
' educati illb leted by 2/29/2012.
to residents prior to the medications actually .| eeucation will be completed BY
being administered for two (2) of four (4) The Education and Training Director, Director
residents on the medication pass. of Nursing, Assistant Director of Nursing or
Unit Managers will observe a medication pass
five (5) times per weck for two wecks, then
The findings include: three (3) times per week for one (1) week, then
two (2) times per week for two (2) weeks, then
weekly for eight (7) wec}cs to assure t_ha!
Review of the faclilty policy for Medication documentation of medication administration
' occurs after administration of the medications.
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Administration, undated, revealed medications the Quality Assurance Committee on a monthly
were documented as administered after the basis for three (3) months and quarterly for three
resident swallowed the medication. (3) quarters in order to validate continued
' compliance. If at any time a concern is
jidentified, a Quality Assurance Committee
Observation of medication pass, on 01/25/12 at meeting will be held to review concems for
+{ 8:10 AM, revealed LPN #2 pulied the moming further recommendations as necded.  The
medications out for Resident A, then Initialed the Quality Assurance Committee will consist of at
Medication Administration Record (MAR) for each a8 minimum the Administrator, the Director of
of the medications due. LPN #2 then went to the Nursing, the Assistant Director of Nursing and
resident's room and gave the medications to the the Social Services Director with the Medical
resident. Director attending at least quarterly. 03-07-2012
— —e :  Complience date; 03072012 = . | |
Observation of the medication pass, on 01/25/12 .
at 8:30 AM, reveaied LPN #2 pulled the
medications due for the moming and Initialed the
MAR for each of the medications puiled for
Resident B. She then went to the resident's room
= - | - 4 L sie - <
Interview with LPN #2, on 01/25/12 at 9:00 AM,
revealed It was acceptable for nurses to
document medications as given prior to the actual
administration of the medications. She then
pulied out a facliity policy and stated the
medication was not to be documented until the
resident swallowed the medications, She stated
she did document the medications as given prior
to actuaily administering the medications.
Interview with the Director of Nursing, on
01/26/12 at 3:00 PM, revealed medications were
not documented as administered until the
resident swaliowed the medications.
F 309 | 483.26 PROVIDE CARE/SERVICES FOR F 308
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|- Based-on-interview; record-review;-and-review of
the facility's policy for Pain Management, revision |.
date July, 2011, it was determined the facllity
falled to ensure one (1) of twenty-six (26)
sampled residents recelved pain medications as
ordered by the physlclan The facllity failed to
admlnlster Resident #21 s transdermal

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

This REQUIREMENT is not met as evidenced
by:

| well as nonﬁcauon to the Dlrector of Nursmg
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Resident #21°'s Duragesic 100 microgram per
hour (mcg/hr) was noted by the Director of
Nursing on 01-27-2012 to be in the mediation
cart and applied on the resident as ordered .

An audit of all current resident’s medications
available compared to the resident’s medication
administration record will be completed by the
Director of Nursing, Assistant Director of
Nursing and Unit Managers by 2-29-2012 to
assure all are available. Any identified concerns
will be immediately corrected.

1 At Licensed staffwith by rereducated by the T — 1

District Education Training Director, Director of
Nursing, Assistant Director of Nursing or the
‘Unit Manager on obtaining & written
prescription timely to ensure the medication is
delivered and available to resident when due, as

not administered until 10/20/11 when recelved
from the pharmacy.

The findings are:

Raview of the facllity's policy for Pain
Management revealed a resident's pain level
should be assessed any time It was suspected a
resident was in pain, and the facillty recognized
resident self-reporting of pain as the most reliable
indicator of pain. The Pain Management Policy
included:... Item 10...the administration of -
scheduled and/or as needed pain medication to
be administered as ordered by the physician as
an Intervention to manage pain.

2012 with no licensed staff working past 2-29-
2012 without having received this re-education.

The Director of Nursing, Assistant Director of
Nursing or Unit Managers will audit Medication
Administration Records and medications
available for fifteen (15) residents weekly for
twelve (12) weeks.
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Review of the clinical record for Resident #21 the Quality Assurance Committee on a monthly
revealed the faclilty admitted the resident on basis for three (3) months and quarterly for three
03/15/02 with diagnoses of; Bllateral Knee (3) quarters in order to validate continued
Replacements; Osteoarthritis; and ?;’ml’_‘t’i“““- If “:l, any A;""‘ 3 conem is
Ventroperitoneal Shunt (Implanted device in the Identified, il b?uh '13’ surance °'“m“;.°°
brain to drain excess cerebrospinal fiuld into the m”g wi ;aﬁ to """“’Ww"g:d"““s,n‘l”
abdominal cavity). Review of the Pain Data mmgm'f;g';gu ity Asaranes Comminie |
Collection and Assessment form, dated 09/26/11 will consist of at 8 min?mum the Administrator
and performed quarterly, revealed the resident the Director of Nursing, the Assistant Director
reported a pain level of nine (9) on a ten-point: of Nursing, and the Facility Rehabilitation
scale, with ten (10) being the highest level of Coordinator. The Medical Director will attend at
pain. The resident reported the pain levei least quarterly. , 03-07-2012
interfered with dally activities and reported -

T { difficulty with sleep, and the resident described | | Compliance date: 03-07-2012 - ¥ ]
the pain as hurting ail over the body. The Pain
Data Colilection and Assessment, dated 12/22/11,
revealed Resident #21 reported a pain level of
eight (8) on the ten-point scale, and reported the
pain Interfered with dally activities and sieep.
R =y e (168 e ___“O;l T
#21, revealed a physician order dated 10/16/11
for a transdermal Duragesic 100 microgram per
hour (mcg/hr) patch and a Duragesic 25 meg/hr
every seventy-two (72) hours. The Duragesic
100 meg/hr patch was documented as
administered on 10/12/11, was not documented
as administered on 10/15/11 or 10/18/11, and was
documented as administered on 10/20/11 at 2:00
PM.
Review of the Physiclan's Note for Resident #21,
dated 10/20/11, revealed Resident #21 rated the
pain level as severe and all over the body. The
Physician Note documented that Nursing notified
the Nurse Practitioner on 10/20/11 that the
Pharmacy required a written prescription for
Duragesic 100 mcg/hr patch, and stated that

Event {D:38UJ11 Faclilty ID: 100084 If continuation shest Page 13 of 28
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T Rneggand the back, and rated the current palm—

Continued From page 13
Resident #21 did not have Duragesic 100 meg/hr
patches avaliable at the facliity.

Review of the Nursing Progress Notes for
Resident #21, dated 12/20/11 at 1:30 AM,
revealed Resident #21 was calling out and awake
all night because she was sick and said, "| can't
take It," and became angry and shouted at the
nurse. [An indication of pain per the facliity's pain

policy].

Interview, on 01/26/12 at 8:00 AM, with Resident
#21 revealed the source of the pain was In both

F 308

level as nine (8). Resident #21 sald the pain was
constant and rated the pain as an eight (8) or
nine (8) and said the pain was never completely-
relleved.

] Residert #2'7 was assessed on

a
01726/12 at 6:00 AM when Resident #21 was
given one (1) Lortab 10 (pain medication). LPN
#1 stated Resident #21 compiained of back pain
as a result of arthritis. LPN #1 reported Resident
#21 preferred the pain medication to be
administered as soon as possible because the
pain was never completely relieved.

interview, on 01/26/12 at 1:30 PM, with the
Director of Nursing (DON) revealed she did not
belleve Resident #21 understood the pain scale
used at the facliity because the resident always
reported a pain level of eight (8) or nine (9). The
DON sald when Resident #21 rated the pain by a
representative number on the ten (10) point pain
scale, it was the resident's perception of pain, and
was hot an accurate description of the pain ievel
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Continued From page 14

experienced by the resident. The DON did not
know the reason for the delay in reorder of the
Duragesic patches for Resident #21 on 10/15/11,
and said if Resident #21 was having pain when
the Duragesic 100 mcg/hr patch was not
avaliable in the faclilty, the resident could have
requested a Lortab 10 more frequently to treat the
pain.

Interview with the Unit Manger, on 01/26/12 at
11:00 AM, revealed she was aware the resident
recelved Lortab on a scheduled basis and the
resident wanted the medication as soon as it

F 309

~|'couldbé provided and usually got the medication

one hour before it was scheduled to be given.
Often times, the resident would come to the
nurse's desk to ask for the paln medication. The
Unit Manager further explained the Pharmacy
required a hard copy of the prescription for

I(

come with a label on them which shouid be
removed when the last patch was used. The label
is attached to a form and faxed or sent to the
pharmacy to alert and begin the process of
obtaining a new prescription from the physician.

interview, on 01/26/12 at 1:55 PM, with the
Pharmacist revealed the Pharmacy was required
to obtain a hard (written) prescription for narcotics
each time a narcotic was dispensed to the facility
and sald that was the accepted practice. The
Pharmacist sald It would have been prudent for
the facliity to notify the Pharmacy on 10/12/11
when the last Duragesic 100 mcg/hr patch was
administered, which wouid have provided ample
time to obtain a prescription for the medication

prior to the next date of administration on
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The facllity must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions o

|

the faclllty's pollcy for Personal Hyglene and

This REQUIREMENT Is not met as evidenced
by: )
Based on observation, interview, and review of
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F 371 483.35()) FOOD PROCURE, F 371 F3m1
ss=F | STORE/PREPARE/SERVE - SANITARY

A new prep table was ordered on 2-17-2012.
The rusty drawers have been covered/ lined until
the new prep table arrives. An observation by
the Nutritional Services Manager on 02-17-2012
noted staff to be using gloves to scrape dirty
dishes and washing hands appropriately. An |
audit of the kitchen area was completed by the
Nutritional Services Manager on 02-16-2012 to
identify any concemns with sanitation, any
identified concerns will be immediately
--eorrected—An-observation-by-the-Administrator | - —-

on 01-27-2012 noted staff to be using

appropriate hand sanitation between serving

residents as well as appropriate storage of the

ice scoop in a plastic bag.

An observation by the Nutritional Services
managcr noted staff to be using gloves to scrape

additlon. the faclllty failed to wash hands when
going from a dirty to a clean task, failed to store
the ice scoop in a separate container from the ice
and failed to wash hands between touching
residents and serving food/beverages.

The findings include:

Review of the fdclilty's policy for Storage of
Dishware did not address storage of food service
utensils.

1. Observation, on 01/24/12 at 9:35 AM, during
the Initial tour of the kitchen with the Acting
Nutrition Service Manager revealed two (2)

eution Servicu Manager on 02-16-2012
to identify any concemns with sanitation, any

identified concems will be immediately
corrected. An observation by the Administrator
on 01-27-2012 noted staff to be using
appropriate hand sanitation between serving
residents as well as appropriate storage of the
ice scoop in a plastic bag.
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drawers in the food preparation area, used by the
Cook, had rusted interiors used to store food
service utensils. Both drawers contained
rust-colored dust and food particies among the
serving utensils.

Interview, on 01/24/12 at 9:40 AM, with the Acting
Nutrition Servicé Manager reveaied the rusted
drawers were going to be repiaced soon because
they had-become rusted. The Acting Nutrition
Service Manager sald staff do not use the food
service utensiis in the drawers because of the
condition of the drawers, but was not sure why

educate the dietary service personal related to
following the cleaning schedule and hand
washing in the kitchen area. This education will
be completed by 2-29-2012. No dietary staff
will work past 2-29-2012 without having
received this re-education. All Direct care staff
and Department heads will be re-educated by the
Director of Education and Training, The
Director of Nursing, Assistant Director of
Nursing or Unit Managers related to hand
sanitation during meal service and storage of ice
scoops. No direct care staff or Department Head
staff will work past 2-29-2012 without having
recgived this re-education,

St T Mo SUMUS i IO U

the food service utensiis were stored In the rusted’

drawers, in the food preparation area.

2, Review of the facllity's policy for Personal
Hyglene revealed hands shouid be washed after
touching anything that may contaminate the

The Nutritional Services Manager or Assistarit
Nutritional Services Manager will perforin -
weekly kitchen sanitation rounds for twelve (12)
weeks The Nutritional Service Manager or the
Assistant Nutritional Service Manager v./i]l

wearing gioves,

Observation, on 01/26/12 at 2:20 PM, during the
kitchen sanitation tour with the Acting Nutrition
Director and the Nutrition Director in Training,

| revealed Dietary Staff #1 scraped and rinsed dirty

dishes without the use of gioves and used hand
sanitizer gel rather than handwashing before
performing tasks with clean dishes removed from
the dishwasher. Further observation revealed
three (3) dispernisers in the dishwashing room and
one (1) in the main kitchen area used by kitchen
staff for disinfection of the hands,

interview, on 01/26/12 at 2:30 PM, with Dietary

| Staff #1 revealed he was responsible for cleaning
‘and sanitizing the dishes after iunch, Dietary

using appropriate hand washing and.wearing
gloves when appropriate three (3) times per
week for twelve (12) weeks. The Administrator
will complete weekly observations of meal
service to assure staff are using appropriate hand
sanitation and the ice scoop is stored
appropriately three (3) times per week for two
(2) weeks followed by weekly for ten (10)
weeks.
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Staff #1 reported he last washed his hands at - the Quality Assurance Committee on a monthly
1:30 PM upon arrivai to work for his scheduied basis for three (3) months and quarterly for three
shift. Dietary Staff #1 said he was trained to use (3) quarters in order to validate continued
hand sanitizer gel when moving from dirty dishes compliance. If at any time a concern is
to ciean dishes and said it was not necessary to identified, a Quality Assurance Committee
wash the hands with soap and water or wear meeting will be held to review concems for
gloves if the hands were sanitized with gel. further recommendations as nceded.  The
. members of the Quality Assurance Committee
interview, on 01/26/12 at 2:45 PM, with the will consist of at a minimum the Administrator,
Nutrition Director in Training revealed she did not the Director of Nursing, the Assistant Director
know If Dietary Staff #1 shoguld have washed his of Nursing, and the Fecility Rehabilitation [03-07-2012
hands with soap and water, rather than sanitize ,C°°'d‘“°‘°"l The Medical Director will attend at
| with hand gel. Fugher lg;qe_rvlew. on 01/26/12 at | fcast quarterly.
2:45 PN, with the Acting Nutrition Director T P A N
revealed that staff were trained to use gioves to Compliance date: 03/07/2012
scrape and rinse dirty dishes, and then use hand
sanitizer gel no more than three (3) consecutive
times, then wash hands with soap and water.
RS :_:__: .__:_:_-.A:_,_ A._,:; LOAIE 10 USE [icl d
sanitizer gel as a substitute.for handwashing with
soap and water.
Observation of the iunch meai in the dining room,
on 01/25/12 at 11:20 AM, revealed the Activity
Director going from resident to resident touching
thelr arms, shoulders and wheeichair handies
then scooping ice into giasses and serving
residents drinks without washing her hands.
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Interview with the Activity Director, on 01/25/12 at v
12:30 PM, revealed she did not reailze she was
touching residents and preparing drinks and
serving residents without washing her hands.
She stated this was not a good infection control
practice. .
F 441 | 483.66 INFECTION CONTROL, PREVENT F 441| Faq1

8s=E | SPREAD, LINENS
The ice scoop is stored in a clean, plastic bag as

The facliity must establish and maintain an observed by the Administrator on 01-27-2012.
infection Controi Program designed to provide a The Director of Nursing observed on 01-27-
safe, sanitary and comfortabie environment and 2012 that staff were using eppropriate hand
to help prevent the deveiopment and transmission hygiene with medication administration, catheter

T —dfa[sf“a"s“éiha']ﬁméﬁ_" Tt A I mm&skimsmments: """""""" - -
The ice scoop is stored in a clean, plastic bag as
(a) Infection Control Program observed by the Administrator on 01-27-2012,
The facliity must establish an infection Control The Direct :
or of Nursing observed on 01-27-
Program under which it - 2012 that staff . !
(1) Investigates, controls, and prevents Infections : o Were using eppropriate hand
J J hygiene with medication administration, cath
(2] Decldes what procedures, such as Isolafion
should be applied to an individual resident; and ) All direct care staff will be re-cducated by the
(3) Maintains a record of incidents and corrective : District Education Training Director, Director of
actions related to infections, Nursing, Assistant Director of Nursing or the
Unit Manager on the facility’s policy for hand
(b) Preventing Spread of infection hygiene including hand hygiene during catheter
(1) When the infection Control Program care, skin assessments, and medication
determines that a resident needs Isolation to administration as well as appropriate storage of
prevent the spread of Infection, the facliity must the ice scoop. This re-education will be
Isolate the resident. completed by 2-29-2012, with no staff working
(2) The facility must prohibit employees with a after 2-29-2012 without having received this re-
communicable disease or infected skin lesions education.
from direct contact with residents or thelr food, if
direct contact wil transmit the disease,
(3) The facliity must requlre staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.
FORM CMS-2667(02-96) Previous Versions Obsolete Event ID: 38UJ11 Facility ID: 100004 If continuation sheet Page 19 of 28

RECEIVEDL
FEB27 2o

OFFICE OF INSPECTUR az 234,
DIVEITN JF €5 7w 036 AT mEs o
T




PRINTED: 02/08/2012

DEPAR'I_'MENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING ,
, 185087 B WING 01/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2420 W. 3RD 8T, !
BON HARBOR NSG & REHAB CENTER | OWENSBORO, KY 42301
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES "D ' PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 18 F 441

(c) Linens

Personnel must handie, store, process and
transport iinens so as to prevent the spread of
infection. :

This REQUIREMENT s not met as evidenced
by: )

Based on observation, interview, review of the
CDC guideline for Handwashing techniques, CDC

(Ceriter for Disease Controly Guideline Tor Hand™ |

Hyglene in Health-Care Settings, the facliity's
policy and procedure for hand hygliene, and the
Lippincott's textbook for nursing assistants, It was
determined the facliity falled to have an effective
infaction control program regarding hand hygiene.

The Director of Nursing, Assistant Director of
Nursing or Unit Managers will observe meal
service, catheter care, and medication
administration and skin assessments five (5)

times per week for two (2) weeks followed by |

three (3) times per week for two (2) weeks and
then weekly for eight (8) weeks to assuré that
staff are using appropriate hand sanitation and
that the ice scoop is stored appropriately. The
results of these audits will be reviewed with the
Quality Assurance Committee on a monthly
basis for three (3) months and quarterly for three
(3) quarters in order to validate continued
compliance, If at any time a concem is

identified,--a--Quality— Assurance--Committee- |- .. . —-

meeting will be held to review concerns for
further recommendations as needed  The
members of the Quality Assurance Committee
will consist of at a minimum the Administrator,
the Director of Nursing, the Assistant Director
of Nursing, and the Facility Rehabilitation

e ice

ly

3-07-2012

stored in the Ice container by muitiple staff
members. During medication pass a nurse was
observed to pick up a plii packet off the floor and
proceed to give a resident medication without
proper hand hyglene. During medication pass a
nurse was observed to turn off the water faucet
with her bare hands after performing hand
washing. During catheter care a Certified
Nursing Assistant (CNA) was observed assisting
a resident with clean ciothing, without changing
gloves or performing hand hygiéne on one (1) of
the twenty-six (26) sampled residents. During the
skin assessment for one (1) of twenty-six (26)
sampled residents (Resident #8), hand hygiene
was not practiced between glove change.

The findings inciude:

Compliance date: 03-07-2012
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Review of the CDC Guideiines for Hand Hygiene
In Health-Care Settings, dated 10/26/02, reveaied
the following indications for handwashing and
hand antisepsls: decontaminate hands before
having direct contact with patients:
decontaminate hands after contact with body
flulds or excretions, mucous membranes,
nonintact skin, and wound dressings; change
gloves during patlent care if moving from a
contaminated body site to a ciean body site:
decontaminate hands after removing gloves; and
decontaminate hands after having contact with

——— e

inanimate objects Inthe Tmmediate vicinity of the
patient. ' :

Review of the CDC guidelines for How to
Handwash, May 2009, revealed a towel should be
used to turn off the faucet,

Review of the Lippincott's textbook for nursing
assistants, 2005, revealed after cath care
procedure Is completed, remove your gloves and
dispose of them In a facliity-approved container.
Assist the person into the supline position and
heip the person Into ciean clothing.

1. Observation of catheter care for Resident #7,
on 01/24/12 at 4:00 PM, revealed CNA #4
completed catheter/perineal care on the resident,
without changing gioves and washing hands, the
CNA removed the resident's top and appiled a
clean nightgown,

Interview with CNA#7, on 01/26/11 at 5:45 PM,
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and when providing care for someone with c-diff, |

Interview with the Director of Nursing (DON), on
01/26/12 at 5:45 PM, revealed the observation
was an Infection control problem and revealed i
in-servicing was provided to the nursing staff,
The DON reveaied she monitors for handwashing
by doing spot checks dally. The DON revealed If
she notices a problem she trains the staff
immediately, but had not noticed any Issues
during rounds. However, the DON revealed she
had not observed a procedure that required

__| gloves changes and stated she relied on the unit
managers to watch and report any problems,

2. Observation during meal service, on 01/24/12
at 6:10 PM, reveaied the staff were placing the
ice scoop directiy in the ice container on the
beverage cart. Multiple staff members were

d

interview with the District Education and Training
Director, on 01/26/12 at 6:56 PM, revealed staff
were trained on the storage of the ice scoop and
staff are aware they were to use a bag to store
the ice scoop In, which is changed nightly.

Review of in-service records revealed storage of
the Ice scoop was completed on 08/26/11. The
outiine of the in-service reveaied the 8coop must
be placed in the baggle on the cart. The bag
must be changed each night and be sure to date
and time the bag.

Interview with the DON, on 01/26/12 at 7:12 PM,
revealed storage of the Ice scoop during meal
service was just brought to her attention on
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01/25/12. The DON revealed she had monitored
a meal service, and had noticed the scoop being
stored In the Ice container. However, the DON
reveaied she did not see this as an issue If the
handle was sticking up. '

3. Observations of the dinner meai in the dining
room, on 01/24/12 at 5:20 PM, reveaied the staff
members were scooping ice into glasses and

pourtng up drinks Tor residents. After the staff |
members scooped up the Ice, they piaced the ice
scoop back into the bin of ice. Six (6) different
staff members were noted to be preparing drinks
and passing them out to residents.

[ L] <12 VK’
01/25/12 at 5:40 PM, revealed staff shouid not be
placing the ice scoop back In the bin of ice after
touching the handlie. The scoop shouid be piaced
in a separate bin so as not to contaminate the ice
as the scoop handle could have germs. She
indicated she had received training on infection
control.

Interview with Licensed Practical Nurse (LPN) #4,
| on 01/24/12 at 5:46 PM, revealed staff forgot to

' make sure the ice scoop handied by staff was not
placed back on top of the ice being used for '
residents' drinks. She stated the ice scoop
handie was contaminated and shouid not have
been piaced back In the bin of ice between uses.
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| stated this was an Tnfection control problem,

'| 4. ‘Observation of the medication pass on
01/25/12 at 8:10 AM, revealed LPN #2 picking up
& medication packet from the floor then picking
up a cup of medication and administering the
medication to a resident without washing her
hands,

Interview with LPN #2, on 01/25/12 at 9:00 AM,

‘| revealed she should have washed her hands
after picking something up off the floor and before
administering the resident's medication. She
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5. Review of the faciilty hand washing policy,
dated April 2010, revealed staff were to turn off

water faucets with a paper towel and they were

Review of the staff member training records
revealed staff were trained to turn the water
faucets off using a paper towel after hand
washing was compieted,

Observation of the medication pass, on 01/25/12
at 8:10 AM, revealed LPN #2 washing her hands
twice between medication administrations for five
(5) seconds and six (6) seconds respectively. in

addition, she turmed the water faucet off with the

back of her bare wrist.

interview with LPN #2, on 01/25/12 at 9:00 AM,
revealed it was facility policy to turn the water
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