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F 000 INITIAL COMMENTS F o000
A standard Health survey was Inltiated on “This Plan of Correction is prepared and
01/03/12 and concluded on 01/06/12 and the Life submitted as required by law. By
Safety Code survey was conducted on 01/05/12, submitting this Plan of Correction, .
the highest scope and severity was an "F" with Owenton Manor Care & Rehabilitation
the facility having the oppartunity ta correct the Center does not admit that the deficiency
deficiencles before remedies would be imposed. listed on this form exist, nor does the Ce'nmﬂ
it to any staternents, findings, facts,
This was a nursing home initiative survey with ;.'fmmlusi;‘,'syﬂ,at fo:: the basisgfsor the or
gnatgagﬁne to the facllity on Tuesday, 01/03/12 at alleged deficioncy. The Center reserves the
F 161| 483.10(c)(7) SURETY BOND - SECURITY OF F161] Den o chatenge in logel and/or regulatary
ss=c | PERSONAL FUNDS Or emimistrative procecdings
deficiency, statements, facts, and
The facility must purchase a surety bond, or gogcl‘usmnithat form the basis for the
otherwise provide assurance satisfactory to the eliciency.
Secretary, to assure the security of all personal
funds of residants deposited with the facillty. F161
1. Center surety bond was increased to
This REQUIREMENT Is not met as evidenced $30,000 on 1/9/12 by the Business Office
by: : Manager.
Based on Interview and review of the facility's ’
surety bond and resident trust fund balance 2, Residents with a resident trust account
sheets, It was determined the faciiity falled to have the potential to be affected if the
assure their surety bond covered resident funds account balance exceeds the surety bond
In the event the facility lost any resldent funds. coverage. :
The resident trust fund balance was twenty-four ; _
thousand one hundred and sixty-five dollars and 3. The Administrator re-educated the
ninety-nine cents ($24,165.89) and the facillty's Business Office Manager on 1/16/12
:(s;zrg% l%)é))nd was for twenty thousand doiiars regarding the requirements of 483.10(c)(7)
' : Security of personal funds,
The findings Include: 4. The Administrator will review the

amount of the surety bond monthly for thre
months to determine adequate protection foq

‘Review of the facliity's policy for Sursty Bonds, resident funds. Any concerns identified wil
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deficlancy statement anding ‘Nﬂh an asterisk (*) denotes a deficiency which the Institution may ﬂe\ex::usad from correcting providing Ifla\determlned that
other safeguarda provide sufficient pratection to the patients. (See structions.) Except for nursing homes, the findings stated above are disclogable 90 days
following the date of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of comaction are disclosable 14
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undated, revealed the facility would maintain a
surety bond that exceeded the amount of the be addressed. The results of the reviews
] . .
residents' personai funds: will be brought by the Administrator to the

Performance Improvement Committee for

Review of the facility's Resident Trust Fund review and further recommendation.,

revealed the balance was .
twenty-four thousand one hundrad and sixty-five SHANL 271912 pov e
doliars and ninety-nine cents ($24,165.99) and Fl64 b] 25 31312

the faaility's surety bond was for twenty thousand

dollars ($20,000), 1. Re-education was provided to CNA #9

regarding providing privacy during care on
1/31/12 by the Director of Nursing Servi

Interview with the Business Office Manager, on LPN #8 is no longer employed by the

01/08/11 at 1:00 PM, reveaied the facliity did not center.

have enough surety bond to cover the residents'

trust account balance. She stated the account 2. Rounds were completed by the

did not usually have that much money. Administrator, Director of Nursing

Services, and Social Services Director on
] 1/31/12 to determine residents® privacy wn%

3:00pm, revealed a request had been made to of privacy curtains.

increasle the surektjy bond to cover the balance of

money in the resident trust. : - . : .
F 184 | 483.10(e), 483.75()(4) PERSONAL F184| Mizintonance, Thecapy st Do e
§8=D | PRIVACY/CONFIDENTIALITY OF RECORDS wore ro-oduostod b’;"m Director of Nursd

Serviges, Staff Development Coordinator,
Unit Managers and/or Nursing Supervisors
on providing privacy during care including

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

records. ' using privacy curtains by 2/5/12.

Personal privacy Includes accommodations, . . .

medical treatment, written and telephone 4. The Director of Nursing Services,
communications, personal care, visits, and Nursing Supervisor, and/or Unit Managers
meetings of family and resident groups, but this will conduct rounds three (3) times weekly
does not require the facility to provide a private for four (4) weeks, then weekly for five (5)
room for each resident months to determine residents’ privacy is

maintained and privacy curtains are being
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Excapt as provided in paragraph.(e)(3) of this
section, the resident may approve or refuse the
releasa of personal and clinical records to any
individual outside the faciilty.

The resident's right to refuse release of personal
and ciinical records does not apply when the
resldent Is transferred to another health oare
Institution; or record release is required by law.

The facllity must keep confidential all Information
contalned in the resident's records, regardiess of
the form or storage methods, except when
reiease s required by transfer to another
healthcare Institution; law; third party payment
contract; or the resident.

This REQUIREMENT I8 not met as evidenced
by'

Based on abservation and interview, the facliity
failed to provide privacy during a skin assessment
and clothing change for one (1) of nineteen (19)
sampled residents, Resident #6.

The findings inciude:

Observation of Resident #8, on 01/04/12 at 10:40
AM, revealed the facllity had completed a skin
assessment. Certified Nurse Assistant (CNA) #9
assisted Licensed Practical Nurse (LPN) #8 with
the completed skin assessment. The privacy
curtain between Resident #6 and #3 remained
open throughout the antire skin assessment.

Continued observation, of Resident #8, on
01/04/12 at 10:49 AM, reveaied CNA #0 dressed
Resident #6 unassisted Immediately after the skin

F 164

used during resident care. The Director of
Nursing Services will report results of these
rounds to the Performance Improvement
Committee monthly for six (6) months for
further review and recommendation.
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agsessment. The privacy curtain between
Resident #3 and Resident #8 remained open F241
whila Resident #8 was dressed in his/her adult 1. Resident #6 was provided with a dignity
brief, pants and shirt. cover for their urinary collection bag on
1/6/12 by the Certified Nursing Assistant
Interview with LPN #8, on 01/04/12 at 12:06 PM, by 8
(CNA). CNA #10 was re-educated by the
revealed the curtain should have been puiled Director of Nursing Services regarding
during the skin assessment, The curtain was to . .. . . :
provide the resident with privacy while care was resident digrity and staff interaction with
, residents during mealtime on 2/1/12.
provided,
Interview, on 01/04/11 at 12:20 PM, with CNA #9 2. Rounds were completed on 1/6/12 by the
revealed the curtain was between the residents to Director of Nursing Services, Staff
assure privacy when care was provided. She Development Coordinator, Central Supply
forgot ta pull the curtain and it should have been ~ Clerk and/or Unit Managers to detertine
 pulied. that residents who require catheters have a
g dignity cover for their urinary collection
Interview, on 01/04/12 at 2:30 PM, with the bag. Residents residing at the center are
Direator of Nursing (DON) reveaied the staff was benefited from appropriate staff'to resident
trained on resident privacy and care. The interactions.
curtains are located in all of the room to ensure
each person has privacy avaliable to them. 3. Licensed Nurses and Certified Nursing
F 2441 483,16(a) DIGNITY AND RESPECT OF F241| Agsistants were re-educated by the Director|
§8=D | INDIVIDUALITY of Nursing Services, $taff Development
. . Coordinator, Unit Managers and/or Nursi
The facility must promote care for residents in a Supervisors on maintgining and enhancing
manner and In an environment that maintains or : o :
. . resident dignity and respect by 2/5/12. This
enhances each resident's dignity and respect in iy o
full recognition of his or her individuality education ineludes the use of dign Ity cove
' for urinary collection bags and appropriate
staff interaction with residents during
mealtime, )
This REQUIREMENT Is hot met as evidenced
by: . 4. The Administrator; Receptionist; Directof
Based on observation, intetview, record review, it of Marksting and Admissions; Central
was determined the facility falled to provide and Supply Clerk; Maintenance Director; Social
promote dignity In a manner that recognized the Services Director; Staff Development
individualilty for two (2) of nineteen (19) sampied Coordinator; Nutritional Services Director;
FORM CMS-2667(02-85) Previeus Veralons Obsolele Event ID; Z3£814 Faclity ID: 100608 If continuation sheet Page 4 of 68
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residents, Resident #8 and Resident #12. The
facliity failed to provide a dignity cover for
Resldent #6's urinary collection bag and falled to
provide dignity and respect for Resident #12 by
the lack of any interaction while the lunch meal
was fed to the resident,

The findings Include:

1. Clinical record. review of the quarterly
minimum data set (MDS), for Regident #8 and
dated 11/07/11, revealed the facllity readmitted
the resident on 03/11/11 with the diagnoses of
Mallgnant Neoplasm of the Prostate,
Hypertenslon and Cervical Spondylosis without
Myelopathy. The facliity assessad Resident #6
as non-interviewable,

Observation, of Resident #8, on 01/04/12 at
10:60 AM, revealed he/she was dressed by CNA
#9 and the urinary collection bag (UBC) was hung
on the right side of the bed without a cover over
the UCB. The right side of the resident's bed
faced his/her roommate and was in view of the
hall, The bed was lowered to the lowest level.

Observations, of Resident #8, on 01/04/12 at
11:03 AM, 11:20 AM, 11:30 AM and at 11:47 AM,
revealed the resident's urinary collection bag was
not covered with a dignity cover bag and was
lying on the floor and on the edge of the fall mat.
The resident's room door remained opened to the
hail and the rcommate remained in the room.

Observation of Licensed Practical Nurse (LPN)
#8, on 01/04/12 at 12:05 PM, revealed she
instructed another stéff to remind the CNA to
check and make sure the UCB were hot on the

Director of Nursing Services; Activity Staff
Housekeeping Supervisor; Health
Information Manager; and/or Unit
Managers will monitor meal times five (5)
times weekly for three (3) months, then
once weekly for three (3) months 1o observ
for appropriate staff to resident interaction.
The Director of Nursing Services, Staff
Development Coordinator, and/or Unit
Managers will conduct rounds three (3)
times weekly for four (4) weeks, then
weekly for five () months to determine
residents’ dignity is maintained to include
the use of dignity covers for urinary
drainage bags. The Administrator and/or
Director of Nursing Services will report

, trends of meal observations for appropriate
staff interaction and findings of dignity
rounds, including use of dignity covers for
uringry drainage bags to the Performance
Improvement Committee monthly for six
(6) months for further review and
recommendation.
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Interview, with LPN #8, on 01/04/12 at 12:06 PM,
reports the urine colilection bag was not suppose
to be on the floor. She reported the UGB on the
floor was a concern for a potential infection. She
reported the UCB was supposed to be covered
with a dignity bag to conceal the urine. She
reported.there was not a dignity cover bag In the
room and she did not obtain the needed item.

Interview, on 01/04/11 at 12:20 PM, with CNA #0
ravealed the urine bags were fo be covered, but
she forgot to put the cover on the UCB. She
reported the UCB was not supposed to be on the
floor. She reported the patient had a risk for an
Infaction when the UCBs are on the floor.

Interview, on 01/04/12 at 2:30 PM, with the
Director of Nursing (DON) reported it was the
facility practice to keep the UCB off of the floor,
as this was a concern for potential infections.
She stated the best practice for dignity was to
keep the urine bags coveredand the staff had
been trained to do so.

2, Review of the clinical record for Resident #12
revealed the faollity admitted the resident on
07/01/05 with diagnoses of Head injury/2002,
Pneumonla, Dysphasia, Abnormal Posture,
Quadriplegla, and Aspasla, Review of the
Minimum Data Set (MDS) Assessment dated

F 241
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10/19/11 and the last annual assessment dated
07/01/11 indicated the facility assessed the
resident as unable to determine cognition,

"| required extengive assistance with one staff for

dressing, eating, hyglene and bathing. Review of
the comprehensive Care Plan for Resident #12
revealed the facility initiated a care plan 04/21/11
and revised the care plan on 11/02/11 for
potential for asplration pneumonia related to
dysphasla. The resident required a mechanicaily
alter diet and was fed by staff. Interventions
Inciuded house puree diet with pudding thick
liquids, feeder coated spoons, and position the
resident at 70-90 degrees for oral intake.

Observation, on 01/04/12 at 12:10 PM, of
Resident #12 revealed the resident was sitting up
in & speclaity chair, In the dining room ready for
lunch. The residents head did not appear
elevated at 70-90 degrees. Certified Nursing
Assistant (CNA) #10 was feeding Resident #1
and was observed not speaking fo the resident
while feeding multipie bites.

Interview with the 100 haii Unit Manager, on
01/06/12 at 2:30 PM, revealed the staff should be
talking with the residents as they are providing
care and she waa not aware of the situation with
Resident #1. ‘

interview with the Director of Nursing, on
01/06/12 at 3:00 PM, revealed It was not
acceptable for staff to not ensure dignity for the
residents and they should be interacting with the
residents as they are providing care.
483.15(e)(1) REASONABLE ACCOMMODATION
OF NEEDS/PREFERENCES

F 241

F 246
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A resident has the right to reside and receive F246
services In the facility with reasonabie 1. Resident #1 received an alternate bed on
accommodations of individual needs and 1/5/12 by the nurse. Resident #13 was
preferences, except when the heaith or safety of provided with an alternate chair on 1/5/12
the individual or other residents would be by the Staff Development Coordinator.
endangered. Resident #13 was re-assessed for pain by
the nurse on 1/5/12.
i 2. Center rounds were completed by the
I;\:IS REQUIREMENT I8 not met as evidenced Administrator, Director of Nursing
Based on observation, interview, record review Services, Restorative Aide, Therapy .
and review of the faclliity's policy, it was Program Manager, Unit Managers, Social
detarmined the facllity falled to accommodate the Services Director and Central Supply by
needs for two (2) of nineteen (19) sampled . 2/2/12 to review that current residents’
residents. (#1, and # 13). The facllity failed to needs are accommodated to include
provide Resident #1 with a bed that was long appropriate bed lengths and wheel chairs are
enough for his helght after the staff determined provided. Any needs identified were
the current bed was too short and caused addressed at that time.
pressure on the faet, The facliity failed to provide
Resldent #13 with a wheslchalr recommended by 3. Re-education was provided to Therapy
Therapy on 10/27/11 after it was determined the staff and Licensed Nurses by the -
Wheelchair the resident was currently using was Administrator, Director of Nursing
inappropriate and caused the resident back pain, Services, Staff Development Coordinator,
‘ " Unit Managers and/or Nursing Supervisors
. regarding inter-departmental
The findings include: communication to include accommodation
) of needs such as specialty beds and
Review of the facility's policy Care and Services, wheelchaits for residents by 2/5/12.
effective 01/08, revealed the Interdisclplinary - .
Team will provide care and services to residents 4. The Therapy Program Manager; D""““T
with reasonable accommodation of resident's of Nursing Services; Staff Development
individual needs and preferences. Coordinator; Unit Managers; and/or Social
. Services Director will review Nutsing to
Therapy Communication forms and 24
interview with the 100 hall Unit Manager and Hour Reports to identify residents who may
need specialty equipment including
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Licensed Practical Nyrse (LPN) #8, on 01/04/12

at 4:00 PM, revealed Resident #1 had several alternate beds or wheelchairs to

bed frames, at least two (2) and possibly three accommodate needs five (5) times weekly.

(3), and that the one he/she was presently In was Additionally, the Director of Nursing

the iongest bed in the facliity. They stated they Services, Staff Development Coordinator,

would have to make other arrangements with Unit Managers, and/or Therapist will

administration to get a new bed that was long complete rounds weekly for four (4) weeks,

enough. then monthly for two (2) months to further
assist in identifying resident care needs to

Interview with the 100 Unit Manager, on 01/06/12 include improved fitting beds or

at 2:30 PM, revealed, discussions regerding the Wheslchairs, The center will utilize a

need for a ionger bed for Resident #1 had tra(:.king System on the mnfml.me foom

occurred "many times" with administration, In . White board to ensure any specialty ,

morning stand up mesetings, however, she had no equipment is ordered and received as timely

documentation of those discussions. as possible. The Director of Nursing
Services and/or Administrator will report

. outcome of rounds to determine

Review of the medical record for Resident #1 accommodation of needs and the order

revealed the facility admitted the resident on and/or receipt of equipment to the

03/30/11 with diagnoses including Tracheotomy, Performance Improvement Committee

Aphasia related to Gerebral Vasoular Accident, monthly for three (3) months for further

Chronic Obstructive Pulmonary Dissase, review and recommendation,

Gadstg')jnon;y ;ube, insulin Dependent Diabetes,

an ronic Respiratory Faliure. The resident 2124419 19 - Adn

had two (2) hospital admissions, 5 297t

06/12/11-06/25/11 and 07/23/11-08/02/11, k*) FPB 3.)3-12

Review of the admission Minimum Data Set

(MDS) Assessment for Resident #1, dated

04/08/11, and the Quarterly MDS Assessment,

dated 12/02/11, revealed the facliity assessed

Resident #1 as requiring extensive agsistance

with two person physical assist for transfers,

unable to complete cognitive assesement related

to inability to speak, functional limitation of range

of motion impalred on both sldes and upper and
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lower extremities. Review of the Comprehensive

| Care Pian initiated on 04/12/11 for Resident #1
revealed the facillity developed a care plan for
potential for skin breakdown related to immoablilty
syndrome and history of CVA with Interventions
that Included: Pressure relieving/ reducing
devices, low air ioss mattress, two assist with bed
mobility, bathing, and Incentinence care and to
turn and reposition every two hours.

Review of the Nutritional Assessment for
Resldent #1 completed 12/27/11 revealed the
residents height was 72 inches and woight of 183
pounds.

Interview with Certiflad Nurse Aide (CNA) #86, on
01/05/12 at 5:20 PM, revealed she had provided
care for Resldent #1 on a regular basls. She
stated the resident required totai care with
bathing, was tumed every two hours, and the
resident had no voluntary movements of the
extremities. CNA #5 stated they had to
‘constantly” lift the resident up In the bed because
the resident was so tall to keap the resident's fest
from touching the foot board. She stated she had
observed the resident’s feet touching the
footboard several times. She stated the facility
got a new bed for the resident on 01/04/12.

Interview with CNA #8, on 01/06/12 at 9:40 AM,
revealed she had provided care for Resident #1
and the resldent was on an air mattress. She
stated "before the resident got the new bed with
the extension, he/she's haad would be at the top
of the bed and his/her's feet would hang over the
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foot board".

Interview with the Occupational Therapist
Registered/Licensed (OTRIL), on 01/06/12 at
1:00 PM, revealed she had worked with Resident
#1 and she had reported to staff many times that
Resident #1's feet were against the foot board
and that the resident had to be puiled up in the
bed,.

Interview with the Maintenance workers, on
01/06/12 at 4:30 PM, revealed housekeeping was
In charge of changing beads for resldents. He
stated none of the beds in the facility had the
ability to extend, and that's why they ordered the
current bed Resident #1 was in so they could
extend the bed.

Interview with the Housekeeping Manager, on
01/06/12 at 5:00 PM, revealed the longest bed In
the facllity was 80 Inches iong with no abllity to
extend the bed. She stated Resident #1 was
originally in a shorter bed (79 Inches) but was
changed to the 80 inch bed "maonths age". She
stated she stlll heard Resident #1 wouid slide
down in the bed and hit the footboard.

Interview with the Director of Nursing, on
01/08/12 at 3:00 PM, revealed she had been at
the faciiity about three weeks and that no one had
spoke to her or reported to her the need for a
longer bed for Resident #1. She stated there was
a potential compilcation of skin breakdown If the
resident was not in a bed big enough.

F 246
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Interview with the Administrator, on 01/06/12 at
3:30 PM, revealed she had just taken over as
Administratar an December 27, 2011. She stated
the previous Administrator was here and trained
her. She stated she had no knowledge of
Resident #1 needing a larger bed from elther the
previous administrator or staff at the faciilty.

Review of the ciinical record for Resident #13,
revealed the facllity admitted the resident with
diagnoses of Heart Failure and Hypertension.
The facllity completed an annual Minimum Data
Set (MDS) assessment on 12/05/11 which
revealed the resident was unable to ambulate
and required extensive assistanca for transfers
and hygiene, The faollity documented the
resldent was interviewable after completing a
Brief Interview for Mental Status (BIM).

Interview with Resldent #13, on 01/06/12 at 11:40
AM, revealed the resident had complained,
months ago, of back pain caused by his/her
wheelchair back, The resident stated the wheel
chair back was too low and did not provide
enough support and caused slumping down In the
chair and pain. The resident stated therapy staff
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had evaluated the wheelchair and sent the
administrator the measurements required far a
new wheel chair that was appropriate for the
resident. The resident stated the wheelchalr
never arrived,

Interview with the Rehabilitation Director, on
01/06/12 at 12:12 PM, revealed Resident #13's
wheeichair was assessed by therapy on 10/27/11
and was determined to be inappropriate and
causing the reslident back pain. She stated the
Information for a new wheelichalr was provided to
the adminlstrator on 10/27/11.

Review of the therapy recommendation for
Resldent #13's new wheelchalr, revealad the seat
should be twenty-four (24) by eighteen (18)
inches. The seat height should be sixteen (16)
Inches and the back helght shouid be eightesn
(18) Inches, The resident was complalning of
baok pain from the wheel chair back.

interview with the Administrator, on 01/06/11 at
1:00 PM, revealed the wheelchalr for Resldent
#13 was not ordered until 01/02/12.

Review of the Purchase Order Form provided by
the Administrator, revealed the seat size ordared
was twenty-four (24) by eighteen (18)inches, and
did match the therapy recommendations.
However, the therapy recommendations for seat
height, sixteen (16) inches, and back height,
eighteen (18) inches were not noted on the
Purchase Order Form,

F 246
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The facllity must provide medically-related social 1 };}ﬁigentth#l recei\;:: ?:1‘ ak:fr;m;te bed ¢n
| sstvices to attain or maintain the highest 1 y the nurse. Resident #13 was I
pracﬂcame physioa'l menta', and psychosoc[a] provided with an alternate chair 911 1/5/12
well-being of each resident. by the Staff Development Coordinator.
Resident #13 was re-assessed for pain by
the nurse on 1/5/12.
This REQUIREMENT is hot met as evidenced 2. Center rounds were completed by the
ased on record review, Intsrview, and the Administrator, Dircctor of Nursing
facliity's policy, it was determined the facllity falled g:omces'ﬁeswr:?%rﬁ%zf“;pys il
to provide medlcally-related soclal services for gram AV anager, ]age s DOCY
two (2) of nineteen (18) sampled residents Services Director and Central Supply by
(Residents #1 and #13). Resldent#1 had a bed 2/2/12 to review that current residents
that was too short and Rasldent #13 had a provided medically related social services to
wheelchair that caused him paln and was include appropriate bed lengths and whegl
assessed by therapy to be inappropriate. chairs as needed. Any needs identified were
addressed at that time.
The findings inciude: 3. The Social Services Director was re-
educated on 1/26/12 by the Administrator
. . the requirements of the center to provide
Review of the facillty polioy for Soclal Services, on the req . p ld
undated, revealed r“e/slden%s would received medically related social services for eac
medically-related social services, resident, including making arrangements [for
obtaining equipment. .
Interview with the Social Services Director (SSD),
on 01/06/12 at 5:50 PM, revealed she was
responsible for providing residents with
medically-related saclal services.
1. Interview with Resident #13, on 01/06/12 at
11:40 AM, revealed the resident had complained,
months ago, of back pain caused by his/her
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F 250 | 483,15(g)(1) PROVISION OF MEDICALLY F 280
88=D | RELATED SOCIAL SERVICE
F250
The facllity must provide medically-ralated social 1. Resident #1 received an alternate bed on
| services to attain or malntain the highest 1/5/12 by the nurse. Resident #13 was
practicable physical, mental, and psychosocial provided with an alternate chair on 1/5/12
well-being of each resident. by the Staff Development Coordinator.
Resident #13 was re-assessed for pain by
the nurse on 1/5/12,
;l)‘)l::is REQUIREMENT Is not met as evidenced 2, Center rounds were completed by the
Based on record raview, interview, and the Administrator, Director of Nursing
facility's pollcy, It was determined the facility falied Services, Restorative Aide, Therapy
to provide medically-related social services for Program Manager, Unit Managers, Social
two (2) of nineteen (19) sampled residents Services Director and Central Supply by
(Residents #1 and #13). Resident #1 had a bed 2/2/12 to review that current residents are
that was too short and Resldent #13 had a provided medically related social services td
wheelchair that caused him pain and was include appropriate bed lengths and wheel
assessed by therapy to be inappropriate. chairs as needed. Any needs identified wer
addressed at that time.
The findings include: 3. The Social Services Director was re-
educated on 1/26/12 by the Administrator
Review of the facility policy for Saciai Services, gfedﬁ:}:a;?;gmed ,:icoii]ﬂ;:x:r ;zrp::cv}llde
undated, revealed residents would recelved ident, including maki ments for
medically-related social services, resicent, including T8 arrangeme
obtaining equipment. Therapy staff and
- Nursing Staff were re-educated by the
Interview with the Social Services Director (SSD), Administrator, Director of Nursing
on 01/06/12 at £:50 PM, revealed she was( ) Services, Staff Development Coordinator,
responsible for providing residents with Unit Managers, and/or Nursing Supervisor
medically-rejated social servicse. by 2/22/12 to notify the Social Services
' Director of a resident's need for any
additional services or equipment such as
1. Interview with Resident #13, on 01/05/12 at appropriate sized beds or wheelchairs,
11:40 AM, reveaied the resident had complalned,
months ago, of back pain caused by his/her
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-wheelchalir back. The resident stated the -
whealchalr back was too low and did not provide 4. The Therapy Program Manager; Director
enough support and caused slumping down in the of Nursing Services; Staff Development
chalr and pain. The residant stated therapy staff Coordingtor; Unit Managers; and/or Social
had evaluated the whealchair and sent the Services Director will review Nursing to
administrator the measurements required for a Therapy Communication forms and 24
new wheelchair that was apprapriate for the Hour Reports to identify residents who may|
resldent, however,' the hew wheeichair never need specialty equipment including
arrived, * alternate beds or wheelchairs to
accommodate needs five (5) times weekly.
; : The Social Services Director will log
Interview with the Rehabillitation Director, on
01/05/12 at 12:12 PM, revealed Reeldent #13' roquests from Therapy or Nursing Staff to
wheelchalr had been evaluated on 10/27/11 and assist in ac_wmr'nodatmg a re§1dents needs,
was found to be inappropriate In size for the and needs identified on Nursing to Therapy
resident. She stated the appropriate Communication forms and/or 24 Hour
measurements were obtained and sent to the Reports and his/her action or involvement
administrator so a wheelchalr could be ordered, in addressing. The Social Services Director
She stated the request Included a notatlon that Will repart trends of the log to the
the resident's wheelchair caused an increase in  Performance Improvement Committee
back pain for the resident, monthly for six (6) months for further
review and recommendation.
2. Observations of Resident #1, on 01/04/12 at S.2412 2 -19 /2 pen Abr
9:30 AM, revealed the resident resting in bed on .
his/her back on a speciallty mattress. Hisher foet }‘*) fa3-1d-lz
were at the end of the bed, with minimal space
(inches) between the foot board and the
resident's feet. The feet and heels were not
fleated or elevated. The resident could not
answer questions.
Review of the medical record for Resident #1
revealed the facliity admitted the resident on
03/30/11 with diagnoses Including Tracheotomy,
Aphasia related to Cersbral Vascular Accident
(GVA), Chronic Obstructive Pulmonary Disease,
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Gastronomy Tube, Insulln Dependent Diabetes,
and Chrqnic Respiratory Fallure.

Interview with the SSD, on 01/08/12 at 5:50 PM,
revealed she was aware of Resident #13's
problems with his/her wheelchalr. She stated the
Administrator was notified by the Rehabilitation
Director that Resident #13 needed a new
wheelchair. She stated she made no attempts to
resolve the issue and did not speak with the
resident, at any time, regarding the wheelchair or
the resident's pain. She stated she was not
aware of Resident #1's bed being too short for
the resident. She stated she was not Involved in
assisting residents obtaln needed medical
equipment to acheive residents' highest
functional well-being.

Interview with the Administrator, on 01/06/12 at
1:00 PM, reveaied the SSD had not discussed
Resident #13's need for a new wheelchair or
Resident #1's nead for a bed that fit the resident's
height with her.

F 279 | 483.20(d), 483.20(k)(1 ) DEVELOP F 279
8S=D | COMPREHENSIVE CARE PLANS

A facllity must use the resuits of the assessment
to develop, review and revise the resident's
comprehensive pian of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosoclal
needs that are identified In the comprehensive
assessment.
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The care plan must describe the services that are F279

to be furnished to attaln or maintein the resident's
highest practicable physlcai, mental, and
psychosocial weli-belng as required under
§483.26; and any services that would otherwise
be required under §483.26 but are not provided
due to the resident's exarcise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

g‘his REQUIREMENT is not met as evidenced
y:

Based on observation, interview, record review
and the faclilty's policy, it was determihed the
facliity failed to develop comprehensive care
plans for two (2) of nineteen (19) sampled
resldents (Resident #8 and Resident #9). The
facility falied to deveiop a care plan to address
Resident #8's inabllity to manage swallowing
large boluses of food and fluld and Resident #9's
use of an Indwelling catheter and development of
a Urinary Tract Infection.

The findings include:

Review of the facllity's policy for Asplration
Precautions, undated, revealed consuitation with
a Speech Therapist for techniques to Improve
swallowing should be considered for residents
with difficulty swaliowing.

Record review of the féclllty policy, Care

1. Resident #8 was re-assessed by the
Speech Therapist on 1/20 - 1/27/12 to
determine current care needs and/or
recommendations for care, There were no
further recommendations at that time.
Resident #8's care plan was reviewed and
revised on 1/9/12 by the Licensed Nurse
and is reflective of current care needs.
Resident #9's catheter was discontinued on
1/5/12; their care plan is reflective of
current care needs. '

2. Current resident care plans were
reviewed by the Director of Nursing
Services, Staff Development Coordinator,
Unit Managers, MDS Coordinators and
Nursing Supervisor by 2/5/12 to determine
they are reflective of current care needs,

3.Licensed Nurses were re-educated by
2/5/12 by the Director of Nursing Services,
Staff Development Coordinator, Unit
Managers and/or Nursing Supervisors
regarding revision and updates of resident
care plans,

4, The Director of Nursing Services and/or
MDS Coordinators will review ten (10)
resident care plans weekly for four (4)
weeks, then monthly for six (6) months to
determine care plans are updated and meet
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Standards, dated January 2008, revealed It was
the polioy of the center was to provide necessary
care and services to assist each resident to attain
or maintain his/her highest practicable level of
physical, mental, and psychosoclal weli baing in
accordance with a comprehensive assessment
and pian of care. Care Is documented In the
medioal record in accordance with State and
Federal regulations.

1. Review of the clinical recard for Resldent #8
revealed the facility admitted the resident, with
dlagnoses of Diabetes and Hypertension, on
03/02/11. The facility compieted an admission
Minimum Data Set (MDS) on Resldent #8 on
03/10/11 and assessed the resident wae
independent with eating. The resident was noted
to have a history of recurrant respiratory tract
infections. On 04/07/11, Speech Therapy (ST)
completed an evaluaﬂon which revealed the
resident had a decreased balus ¢ontrol whiie
eating and drinking. The ST recommended the
resident be placed on reflux precautions, keep
the chin level while eating and drinking, swailow
slowly, take small bites and sips, and sit at a
ninety (90) degree angie while eating.

Observation of Resident #8, on 01/04/12 at 12:20
PM and on 01/06/12 at 12:25 PM, revealed the
resident eating meals in the main dining raom.
The resident was observed, at both meals, to bow
hisfher head while chewing and swallowing and to
Ingest large bites of food. The facility nursing
staff did not intervene or provide reminders ar

| eulng of the resident during these meals.

the care needs of the resident. The Director
of Nursing Services and/or MDS
Coordinator will report results of this
review monthly to the Performance
Improvement Committee for six (6) months
for further review and recommendation,
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Review of the comprehensive care plan, last
revised on 10/18/11, for Resident #8, revealed the
resident had a history of respiratory distress, .
however, there was no evidence the facility
utilized the Speech Therapy recommendations to
promote the resldent's highest functionai
well-being. .

Intarview with LPN #1, on 01/04/12 at 9:00 AM,
revealed she was not aware of a Speech Therapy
evaluation or of the recommendations made for
Resident #8. She stated the resident had a
history of respiratory difficulties and infections and
the recommendations should have been
discussed with the physician and implemented to
pravent further problems,

Interview with the Director of Nursing, on
01/06/12 at 2:30 PM, revealed the
recommendations from the Speech Therapist ‘
should have been given to the physiclan and
implemented.

2. Reviaw of the medical record for Resident #9,
revealed the facliity admitted the resident on
11/02/08 with diagnoses of Diabetes Mellitus,
Chronle Kidney Disease, and History of Urinary
Tract Infections. The quarterly Minimum Data Set
(MDS) assessment, dated 11/11/2011, revealed
the resident required extensive assistance of one
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(1) person to provide dressing, and hygiene was
assessed as lotal dependence with the
assistance of one (1). The resident was
incontinent of bowel and bladder, Resident #8
was also noted to have a Urinary Tract infection
(UTI) over the past thirty (30) days and was at
risk for future UTI's. Resldent #8 had a
physiclan's order dated 01/02/12 for an indwelling
catheter for Urinary Retention and UTI symptomes,
The order included instructions for Indwelling
catheter care, Review of the comprehensive care
plan for Resident #9 revealed no evidence a care
plan was developed to address the indwelling
catheter or the UTI.

Observation, on 01/05/12 at 9:26 AM, revealed
Resident #9 had an indwelling catheter in place
sonnected to a down drain bag,

interview, on 01/05/12 at 2:10 PM, with LPN #5
reveaied she was not sure if a care plan had
been developed for Resident #9's indwelling
oatheter or the UTI.

Review of the clinical record revealed no
evidence the facility developed a care plan for
Reslident #9's indwaelling catheter or the UTI.

Further Interview with LPN #5, on 01/06/12 at
2:10 PM, ravealed a care plan shouid have heen
developed for the resident's indwelling catheter
and UTI by the nurse on the unit when the events
occurred, She stated the facllity pollcy was to
develop resldents' care plans as care needs were
identified

interview with the Minimum Data Set (MDS)
Nurse, on 01/06/12 at 2:00 PM, reveaied the

F 279
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facility should dévelop care plans based on
resident needs. F281
F 281 | 483.20(k)(3)(!) SERVICES PROVIDED MEET F 281| 1.Resident #9°s indwelling catheter was
S8S=D | PROFESSIONAL STANDARDS discontinued by the physician on 1/5/12.
The services provided or arranged by the facliity 2. Residents with an indwelling catheter
must mest professional standards of quality. were reviewed on 1/6/12 by the Director of
Nursing Services, Staff Development
i 1 or
T REQUIREMENT s notmet as videnoed S‘;ftm;:ﬁ‘fgj,‘:gﬂz Clerk andior
Based on observation, interview, record review :zcmv?emcarne %ﬁenggidfxs byl
and the facllity's polioy for Care Standards, it was 2/5/12 by the l§i rector of Nursi g ervices
determined the facility falled to meet professional Staff D Y i t Coordi ammgU it ’
standards of nursing care for one (1) of nineteen ove opmery. {.oordinator, Ui
(19) sampled Residents as evidenced by the Managers, MDS Coordinators and Nursing
facllity's failure to follow their policy on securing Supervisor to determine catheters/catheter
Regident #8's Indwelling catheter. care was care planned. Any identified
concern was addressed immediately.
The findings Include:
3. Licensed Nurses and Certified Nursing
Record review of the faoility's policy for Care Asaistants were re-educated by 2/5/12 by
Standards, dated January 2008, revealed... the Director of Nursing Services, Staff
hecessary care and services will be provided to Development Coordinator, Unit Managers,
assist each resident to attain or maintain histher and/or Nursing Supervisors regarding the
highest practicable level of physical, mental, and procedure to secure a resident’s catheter,
psychosocial weil being in accordance with and implementing, revising, and following
comprahensive assassment and plan of care. resident care plans.
Care is documented in the medical record In
accordance with State and Federali regulations. 4. The Director of Nursing Services, Staff
Revlew of the medical racord for Resldent #9, D?IGIONPmu e:.n ngrdi;gmr, lvjvnxﬁ M:?a‘sers
revealed the facliity admitted the resident on an hor . d;sn!:lg ; thpe i:lzom elli e ﬂf tor 4
11/02/08 with diagnoses of Diabetes Melllitys, cach resicent with an indweltling cataeter to
Difficultly Walking, Chronic Kidney Disease and determine catheters are secured weekly for
Ristory of Urinary Tract Infections. The facility four (4) weeks, then monthly for five (5)
completed a quarterly Minimum Data Set (MDS) months. The Director of Nursing Services
assessment, dated 11/11/11, which revealed the will report findings of secured catheter
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resident required extensive assistance of.one (1)
person for taileting and total assistance for review to the Performance Improvement
bathing. The resident was incontinent of bladder Committee monthly for six (6) months for
and bowei. Resident #9 had experlenced a further review and recommendation. The
Urinary Tract Infection (UTI) over the past thirty Director of Nursing Services and/or MDS
(30) days. On 01/02/12, the physician ordered an Coordinators will review ten (10) resident
indwelling catheter and catheter care, Revlew of care plans week]_y for four (4) weeks, then
the comprehensive care plan reveaied no monthly for five (5) months to determine
evld(anfc:(?1 the f?‘cllity addressed the catheter or the care plans are updated and meet the care
care of the catheter. needs of the resident. The Diroctor of
Observation, on 01/05/12 at 9:25 AM, revealed Nursing Services and/or MDS Coordinator
. will report the findings of the care plan
Resident #9's Indwelling catheter was not . the Perfo X t
secured during the skin assessment and TeVIEWS to x;_nang:e g‘pmvemen
remalned unseoured after the skin assessment Committee monthly for six (6) months for
and perk-care was completed by Licanse Practical further review and recommendation.
Nurse (LPN) #5 and Certified Nursing Assistant
(CNA) #1. S.2HARE 2 .48 1 2 pan Lok
interview, on 01/06/12 at 3:00 PM, with Resident " P6 3.43-)2
#9 revaaled hig/her indwelling catheter was not
secured.
Intarview, on 01/05/12 at 2:10 PM, with LPN #5
_| stated she was not sure if Resident #9's
indwelling catheter was care planhed,
Record review, on 01/06/12 at 2:10 PM, with LPN
#5 revealed the absence of Resident #9's
indweiling catheter on the nursing care plan.
interview, on 01/06/12 at 9:15 AM, with CNA #1
revealed Resldent #¢'s indweliing catheter was
not secured according to facllity policy; she
further revealed since the catheter was not
sacured, the catheter could be puiied out causing
serious damage to the resident. _
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Interview, on 01/08/12 at 9:25 AM, with LPN #5
revealed she did not know if the facility hed a F282 '
policy on securing Indwelling catheters for 1. Resident #3's fall mats were replaced by
residents and she stated the risk for catheters not the Certified Nursing Assistant on 1/6/12.
belng secured was belng pulied out, causing Resident #12 was re-screened by the Speec
damageftrauma to the resident. Therapist on 1/30/12 to determine their
sitioning needs during meal service, CN
Interview, on 01/068/12 at 3:40 PM, with the 5; was re-educated on 1/31/12 by the
Directar of Nursing (DON), revealed all nursing Director of Nursing Services regarding
staff were responsible to secure residents’ - following CNA care cards. CNA #2 will be
Indwellipg catheters and were trained on the care included in nursing staff education, LPN #
and maintenance of catheters per nursing Is no longer employed by the center.
practice.
. 2, Current resident care plans/CNA care
interview, on 01/06/12 at 4:10 PM, with the Nurse ¢ plans/
Consultant for the facility, revealed the nursing cards were reviewed by the Director of
staff had access to the 6th edition of Clinical Nursing Services, Staff Development
Nureing Skilis & Tachniques by Perry and Potter Coordinator, Unit Manggers, MDS
according to facility policy. Coordinators and Nursing Supervisor by
2/5/12 to determine interventions are being
Review of the 6th edition of Ciinical Nursing Skilis provided as indicated in the residents’ plan
& Techniques by Perry and Potter, chepter 32 : of care. Any issues identified were
page 1082 revealed procedures for an Indwelling corrected.
catheter instructed the staff to anchor/secure
catheters to reduce the possibiity of tissue injury. 3. Licensed Nurses and Certified Nursing
F 282 483.20(k)(3)(il) SERVICES BY QUALIFIED F 282| Assistants were re-educated by 2/5/12 by
§8=D | PERSONS/PER CARE PLAN the Director of Nursing Services, Staff
Development Coordinator, Unit Managers,
The services provided or arranged by the faciltty and/or Nursing Supervisors regarding
must be provided by qualified persons in following the residents care plans/CNA
accordance with each resident's written plan of Care Cards
care. :
, 4. The Director of Nutsing Setvices and/or
. MDS Coordinators will review ten (10)
"tl)‘::ls REQUIREMENT is not met as evidenced resident care plans weekly for four (4)
Based on observation, interview, and record weeks, then monthly for five (5) months to
review, and the facility's care pians, it was determine that interventions are
Event ID: 23E611 Fegllity ID; 100808 If continuation sheet Page 23 of 58
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determined the-facllity falied to follow the

| comprehensive care pian for two (2) of ninetean » provided/being implemented according to
(19) sampled residents, Resident #3 and the plan of care. Reviews will include fall
Resident #12. The facliity falled to meet the mats and resident positioning during meals.
positioning needs during meai service for The Director of Nursing and/or MDS
Resident #12 and falled to place the fall mats for Coordinator will report a findings of the
Resldent #3. care plan audit to the Performance

Improvement Committee monthly for six
The findings Include: (6) months for further review and
recommendation.
Review of the facillty policy Care 5.20412 21912 pe st
Plan-Interdisciplinary (iTD) effective 01/08
revealed the facllity provided care planning for by P 31312
each resident based on needs. The IDT were to
review each care plan at least quarterly and as
needed,
1. Observation, on 01/03/12 at 8:20 PM, on
01/04/12 at 8:00 AM, 10:35 AM and on 01/05/12
at 8:45 AM, 9:20 AM, 10:30 AM, 10:560 AM and at
11.05 AM revealed Resident #3 in the bed with a
fall mat propped upright against the walil,
Cliinical record revisw revealed the facliity
admitted Resident #3 on 12/14/11 and readmitted
the resident on 01/02/12 with the dlagnoses of
Chronic Obstructive Puimonary Disease and
Pneumonia. The nurses' notes, dated 12/22/11,
revealed the resident had sustained a fall. The
facility determined that the resident needed a fall
mat on the ficor next to the bed when the resident
was In bed and a dlip alarm. The resident's care
plan was updated fo Include the floor mat and the
clip alarm on 12/22/11.
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Interview, on 01/06/12 at 2:10 PM, with.Certified
Nurse Alde (CNA) #0 revealed the facillty was to
place a fall mat on the floor when the resident
was in bed, however, she did not place the mat
on the floor when she placed the resident in bed.

Interview, on 01/06/12 at 2:40 PM with Licensed
Practical Nurse (LPN) #8 revealed the resident
required a fall mat on the ficor next to the bed,
however, she thought the Resident was to have
the mat at night. She reported she did use the
care plan, She stated (as she reviewed the care
plan) the care plan did not say the fall mat was to
be used at night only and should use the fall mat
In the daytime, as well.

2. Review of the medical record for Resldent #12,
reveaied the facliity admiited the resident on
07/01/05 with diagnoses including Head Injury,
Dysphasla, and Quadriplegia. Review of the
quarterly Minimum Data Set (MDS) assesement
completed by the facility on 10/19/11 and an
annual MDS assessment on 07/01/11, indicated
the facility was unable to determine cognition of
Resldent #12. The resident required extensive
assistance with dressing, eating, hygiene and
bathing. The Comprehensiveé Care Plan for
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Resident #12 reveaied the facility revised the care
plan on 11/02/11 and added the potential for
aspiration pneumonia related to the dysphasia,
The faclilty staff fed the resident. The care plan
instructed staff to position the resident at 70-80
degrees for oral intake.

Review of the Dysphasia Evaluation for Resident
#12 revealed, Speech Therapy was asked to see
the resident after an episode of asplration
pneumonia on 03/23/11 and provided therapy
Including positioning instructions. At the initiation
of services the baseline for positioning was
forty-five (45) degrees. On 04/14/11 the status of
the positioning was increased to eighty (80)
degrees

interview with the Speech Theraplst, on 01/06/12
at 10:45 AM, revealed she had worked with
Resident #12 for risk of agpiration. She stated
the resident should be up at jeast 70 degrees
while eating to optimize safety. She stated she
had worked with staff on proper positioning for
Resident #12 In March 2011,

Observation of Resident #12, on 01/65/12 at
12:35 PM, revealed the resident sitting In a
reclined geri-chair while CNA #2 fed the resident.

Interview with CNA#2, on 01/05/12 at 12:35 PM,
revealed the resldent's ¢are pian required the
resident to be sitting at a ninety (90) degree angle
during feeding. She stated she just did not do It.
She indicated the resident was in danger of
aspilration in a rectined position.
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Interview with CNA #8 on 01/06/12 at 11:00 AM
revealed she had provided care for Resident #12 F309
and stated the resident should be positioned at .
ninety (90) degress when receiving oral intake but 1. On 1/9/12 the N“'§° Practitioner re-
It was diffioult to do because of the contractures assessed Resident #1's heels and
of the arms and neck. GCNA#6 stated she was documented that heel boots were not
"scared" of Resident #12 when the resldent was indicated for Resident #1 at that time.
fed because the resident could choke. Resident #8 was re-assessed by the Speech
Therapist on 1/20 - 1/27/12 to determine
interview with the Director of Nursing, on 0106/12 current care needs and/or teoommendaﬁonq
- at 2:30 PM, revealed the resident's care plan for care. There were no further
shouid have been fallowed to prevent aspiration. recommendations at that time, Resident Cs
F 309 | 483.26 PROVIDE CARE/SERVICES FOR F309| physician and responsible party were
88=€ | HIGHEST WELL BEING notified on 1/30/12 by the Licensed Nurse
. that the resident had received the additional
Each resident must recelve and the facllity must doses of medication. Resident C had no
provide the necessary care and services to attain documented adverse affects from the
or maintain the highest practicable physical, additional doses of medication. The
mental, and psthosoclal well-belng, In physician had no additional oxders for
accordance with the comprehensive assessment Rezid ent C

and plan of care:
2. Review of current residents Physician

; Progress Notes and Speech _
This REQUIREMENT is not met as evidenced Recommendations written during the last 3p
by: days was completed by the Director of
Based on abservation, interview, record review, Nursing Services, Staff Development
and the facliity's policy on Physiclan/Prescriber Coordinator, Unit Managers, and/or
Authorization and Communication of Orders to Nursing Supervisor by 2/5/12 to determine
Pharmaoy, it was determined the facliity falled to | orders have been implemented and
follow Physiclan's Orders on one (1) of three 3) recommendations have been discussed wi
unsampled residens, Resident C. The facllity - the physician and implemented as indicated.
sent Resldent G to the hospital and then Review of current residents’ physician
readmitted the resident with new orders, The . orders compared to the Medication
facllity falled to verify the new orders and falled to Administration Records and Treatment
discontinue the previous orders. The faollity dmini Reco
falled to transcribe and implement Physiclan's A stration rds was completed by
Orders for two (2) of nineteen (19) sampled
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residents, Resident #1 and #8. The faclilty failed
to transcribe and implement physician orders for 2/1/12 by the Licensed Nurse to determine

heel boots for Resident #1. In addition, the facility
failed to notify the physician of recommendations
made by the Speech Therapist for aspiration
precautions for Resident #8 and the
recommendations were not impiemented,

that orders for medications or treatments
were transcribed appropriately on .
administration records and implemented.

3. Licensed Nurses were re-educated
regarding following physician orders,

: transcribing orders, verifying orders and-to
The findings include: notify the physician of recommendations -
made by other disciplines by 2/5/12 by the
Director of Nursing Services, Staff

The facility policy Physician/Prescriber Development Coordinator, Unit Managers,

Authorization and Communication of Orders to and/or Nursing Supervisors. Therapy Staff

Pharmacy (Effective 12/01/07 and Revised were re-educated by the Administrator by

06/01/10) was submitted as the policy the facllity 2/5/12 regarding inter-departmental

followed to transcribe medication orders received communication. A letter regarding the

from the physician. The policy stated the facliity OCeSS ofﬂagg.lng orders for the nurse's

should verify and reconclle transfer and P ttenti faxed to attendin

admisslon orders before they are communicated atiention was faxe 8 n

to the pharmacy. physicians/physician extenders by the
Administrator and Director of Nursing
Services on 2/20/12. The Director of

The facliity did not have a policy on the Nursing Services, Staff Development

transcription of Physician's Orders. . . Coordinator, Unit Managers, Nursing

Supervisors will review 24 Hour Reparts,
: and new orders during clinical morning
1. Record review revealed Resident "C" had meeting to identify residents who have had

received Physician's Orders on 12/22/11 for a recommendation for care, or who have
Baotrim DS by mouth twice a day for ten days, been seen by a physician or extender and
The following day, 12/23/11, the physician further determine that recommendations
ordered the Bactrim DS discontinued and ordered i and/or orders have been transcribed to be
Doxycycline 100 mg, one pill by mouth twice a implemented as necessary. ’

day for ten (10) days. Later that night, Resident

"C" had a change in histher medical condition 4. The Director of Nursing Services and/or
which resulted in Resident "C" being transferred ' ; ;

{o the hospital and admifted. On 12/28/11 Staff Development Coordinator will “'”i"w’
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Resident "C" was discharged from the hospital
and readmitted to the facliity with new orders.
The orders contalned a list of medications to be
administered in the facllity to the resident. The
orders were not entered into the computer as an
Updated list of medications for Resident "C",
resulting in Resident "C" continuing medications
Which had been discontinued. Specifically,
Doxyeyeline was administered to the resident on
01/01/12 and 01/02/12 without an order. In
addition, the Bactrim DS which had a discontinue
| order received on 12/23/11 was incorrectly started
again on 01/02/12. The old orders were printed
on the Medication Administration Record (MAR)
generated for use starting 01/01/12. They had
not besn removed when the MAR was to be
Updated after Resident "C" returned from the
hospital,

Observation, on 01/04/12 at 9:35 AM, during the
medication pass revealed Licensed Practical
Nurse (LPN) #5 passing medications to Resident
"C". The MAR listed Bactrim In the dose of
400-80 mg to be given daily by mouth. The
medication was not available in the drawer, LPN
#5 stated she initialed and circled the medication
to indicate the medication was unavailable and
not glven at that time, However, the following
day, the MAR revealed the medication had been
administered on 01/05/12.

Interview, on 01/06/12 at 10:10 AM, with LPN #5
revealed the medications for Resident "C" were In
the computer system and when the change over
for January (2012) took placed, the MARs should
have been checked against the Physiclan's

to determine other discipline

review and recommendation.

57/75 3-)3-12

ten (10) resident physician orders,
physician’s progress notes, and/or other
discipline recommendations weekly for fo
(4) weeks, then monthly for five (5) months

recommendations have been communicated
1o the physician and/or physician's orders |
have been transcribed, verified, and
implemented. The Director of Nursing
report results of the reviews to the
Performance Improvement Committee
monthly for six (6) months for further

S. 224112 21971 WMF—
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Orders. She stated when the orders were riot
checked it caused the Doxycycline and Bactrim
orders to agaln show up on the MAR. It was
revealed the 200 Hall did not have a Unit
Manager at present and the Unit 100 Nurse
Manager had been heiping with checking the
MARs. She revealed the iack of checking the
current orders could cause serious
consequences to the resident such as a drug
reaction, serlous lliness or death.

Interview, on 01/06/12 at 1:05 AM, with LPN #4
revealed when a regident retumed from the
hospital to the facliity the Unit Manager reviews
the orders and double checks them. Then
another nurse goes through the new orders and
checks them, It was revealed once a month the
MAR's were checked by the Unit Manager;

.| however, the 200 Hall where Resident "C" lived,

currently did not have a Unit Manager, She
stated without a Unit Manager doing the MAR
checks, and the unit nurses being too busy to
check the new MAR's, it was the responsibility of
the Director of Nurses to verify orders against the
MAR for the new month. (The facillty refers to
this as “change over".)

Interview, on 01/06/12 at 2:10 PM, with the 100
Hall Unit Manager revealed the new orders that
were put In the computer were verified by the
nurses. She stated that was the process for new
admits and readmits. She did not know what
training staff was given to verify Physician's
Orders against the MAR.

F 309
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Interview, on 01/06/12 at 3:08 PM, with the
Diractor of Nursing revealed there was
breakdown in the system for transcribing
Physiclan's Orders and following the orders.

2. Raview of the clinical record for Resident #8
revealed the facility admitted the resident on
03/02/11 with diagnoses of Diabetes and
Hypertension. On 04/07/11, the facliity completed
a Speech Therapy Evaluation which revealed the
resldent had decreased bolus control (swallow)
when taking large bites of food or drinking a large
amount of fluid. The Speech Theraplat
recommended the resident take smalil bites, small
sips of liquids and keep a level chin during meal
time, In addition, the therapist
recommendationed standard reflux precautions
and for the resident to be sitting at 90 degrees of
elevation while eating or drinking.

Review of the comprehensive care plan, revealed
Resident #8 experienced resplratory infections:
and breathing difficulties on occasion, however,
there was no dacumentation located to provide
evidence the facility planned to implement the
recommendations or monitor the resident during
meals to prevent aspiration, The facility treated
the resident for pneumonia 10/24/11,

Observation of Resident #8, on 01/04/12 at 12:20
PM and on 01/06/12 at 12:26 PM, revealed the
resident being served and eating meals in the
main dining room. The resident was observed, at
bath meals, to bow his/her head while chewing
and swallowing and to ingest large bites of food,

F 308
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The faclilty staff did not intervene or provide
réminders or cuing to the resident during these
meals,

Interview with Certified Nurse Aldes (CNA) #4 and
#2, on 01/05/11 at 1:00 PM, revealed they were
not aware Resident #8 had problems with

-[ ewallowing. They stated they did not moniter the
amount of food the resident placed in his/her
mouth or know what reflux precautions were,

Interview with Licensed Practical Nurse (LPN) #1,
on 01/05/12 at 1:20 PM, revealed the resident
had eplsodes of respiratory Infections, however,
she had no knowladge of 2 Speech Therapy
Evaluation for Resldent #8 completed an
04/07/11. She stated the residant's care pian, by
the Minimum Data Set (MDS) Caordinator, did
not address any swallowing problema/precautions
for the resident. She stated the information
should be on the resident's care plan,

Observation of Resldent #1, on 01/04/12 at 9:30
AM, revealed the resident resting In bed an
his/her back on a speclality mattress. His/her feet
were at the end of the bed, with minimal space
(Inches) between the feot board and the
resident's fest. The feet and heels were not
floated or elevated. The resident could not
answer questions, but did open eyes. The head
of the bed was elevated. The resident had a tube
feeding at 85 mililiters per hour per G-Tube, and
‘1a Tracheostomy_ with a Trach mask administering
oxygen at 40%. There were no heel pressure
relieving boots on the resident or In the room.
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3. Observation of Resident #1, on 01/04/12 at
11:45 AM, during a skin assessment and wound
care by LPN #8, revealed a 1.0 centimeter {cm)
by 1.0 cm unstageabie pressure ulcer to rght
fateral heel with eshcar and a hewly discovered
pressure uicer on the left medial heel which
measured 1.0 ¢m by 0.8 cm purple area,

Continued observation of Resldent #1, on
01/04/12 at 10:45 AM, 11:45 AM, 3:00 PM, 4:00
PM, and 4:15 PM, revealed the resident In bed,
the head of the bed was elevated and feet were
at the end of the bed. The feet and heels are not
floated or elevated. The resident did not have
heel pressure relleving boots In use.

Review of Physiclan orders for Resident #1
revealed on 12/14/11 the Vascular Surgeon
visited the resident and wrote a coneult note that
included recommendations for heel boots/pads,
On 12/22/11 the Vascular Surgeon visited and
recommended heel pressure relief boots. The
ordgrs were not dated or signed off by facility
staff,

Interview with the Vascuiar Surgeon on 01/06/12
at 1:30 PM revealed he had consulted on
Resident #1, He stated he told "a nurse" about
the heel boots recommendation. He stated he
did not know the resident had not received the
heel boots,

Interview with Licensed Practical Nurse #8 on
01/06/12 at 1:45 PM revealed she worked both

F 309
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days the orders were recsived but denies she
ever seen or new the vascular surgeon had
written orders. . - P4
' 1. On 1/9/12 the Nurse Practitioner re-
assessed Resident #1's heels and
Inte!'vlew with the 100 Unit Manager, on 01/06/12 doc ted that heel boots were not
at 2:30 PM, revealed she did talk with the coclmert #1 at that f
Vascular Surgeon on 12/14/11 about Resident #1 indicated for Resident #1 at that time.
and viewed the "blg long note" the physician Betadine paint and to float heels on pillows,
wrote but It was the responsibliity of the floor were ordered for Resident #1, and orders
nurse to take off physician orders. She stated have been carried out as written. Resident
there was a Physiclan orders system fallure and #1 was provided with an alternate bed on
she didn't know what happened but the only thing 1/5/12 by the nurse.
Resident #1 didn't get was the heel boots. She
stated it was everyone's responsibllity to make 2. Skin assessments were completed for
sure the resident got the proper equipment. current residents by the Director of Nursing
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 Services, Staff Development Coardinator,
ss=D | PREVENT/HEAL PRESSURE SORES Unit Managers, and/or Nursing Supervisors
by 2/5/12. Rounds were completed by the
Baged on the comprehensive assessment of a Administrator, Director of Nursing
okt et enaure thata redont Sevies, Restorativo Alde, Therapy
out préssure sores Program Manager, Unit Managers, Social
does not daveiop pressure sores uniess the Services Director and Central Supply by
individual's clinical condition demonstrates that : . ;
. . 2/2/12 to review that cutrent residents had
they were unavoidable; and a resident having :
preventative measures in place as needed to
pressure sores recelves necessary treatment and ist in the prevention of skin breakdown
services to promote healing, prevent infection and assistin the preven \ :
prevent new sores from developing. Physician orders of current residents were
. reviewed by 2/1/12 by Licensed Nurses to
) : determine orders were implemented.
This REQUIREMENT is not met as evidenced
by: 3.Re-education for Licensed Nurses and
Based on observation, Interview, record review, Certified Nursing Assistants was completed
and review of the facility's policy, it was by 2/5/12 by the Director of Nursing
determined the facllity falled to ensure residents Services, Staff Development Coordinator,
did not develop pressure uicers for one (1) of Unit Managers, and/or Nursing Superviso:
nineteen (19) sampled residents. Resident #1 Education includes the Skin Care and
developed pressure uicers on the left and right
heels. In addition, the facillty falled to implament a
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Review of the facllity's policy Skin Care and
Pressure Ulcer Management Program, revised
01/11, revealed the facliity used the Assess, Plan,
Implement, and Evaluate approach to care giving.
The facllity was to assess the resident to identify
if the resident was at risk for skin breakdown
daily, weekly, monthly, and quarterly according to
the Minimum Data Set (MDS) assessment
schedule. The licensed nurse continued the
evaluation process to determine the risk for
additlonal skin breakdown. Any new skin Issue
was an "Incident" which required an investigation
to determine the root cause as part of the
Investigation process. Through the performance
Improvement investigation process, information is
gathered to determine why the resident may have
developed a pressure ulcer, Even if the pressure
uicer was "avoidable”, it was necessary to
determine why it happened and make changes to
avoid future occurrences,

Review of the medical record for Resident #1
revealed the facility admitted the resident on
03/30/11 with diagnoses including Tracheotomy,
Aphasia related to Cerebrai Vascular Accident
(CVA), Chronic Obstructive Pulmonary Disease,
Gastronomy Tube, insulin Dependent Diabetes,
and Chronic Respiratory Fallure. The facility
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physiclan's order for the use of heel boots after
the Vascular Surgeon made two (2) visits and Ulcer Management Program
made recommendations on both visits for the Ii;nr:)slsel;eentilnc;rphysician orders, f::d ’
heel boots, utilizing the 24 Hour Report to
communicate resident care needs to the
The findings include: interdisciplinary team.

4, The Director of Nursing Services, Staff
Development Coordinator and/or Unit
Managers will complete rounds weekly for
four (4) weeks, then monthly for five (5)
months to determine preventative measures
are in place as needed to assist in the
prevention of skin breakdown, to include
bed length. The Director of Nursing
Services, Staff Development Coordinator,
Unit Managers, and/or Nursing Supervisors
will complete center-wide skin assessments
on center residents monthly for six (6) .
months to determine treatment and services
to prevent/heal pressure sores are
implemented. The Director of Nursing
Services will report results of rounds for
preventative measures and skin assessments
to the Performance Improvement
Committes meeting monthly for six (6)
months for further review and
recommendation.

5.220112 21902 pu Sokn
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completed an admilasion Minimum Data Set
(MDS) assessment, dated 04/08/11, and a
quarterly MDS assessment, dated 12/02/11,

1 These assessments revealed Resident #1

required extensive assistance with two person
physical asslst for transfers, was unable to spaak,
and functional limitations of range of motion were
present on both sides, including the upper and
lower extremities. Review of the Comprehensive
Care Plan, initiated on 04/12/11, revealed the
facliity developed a care pian for potential skin
breakdown related to Immobliity syndrome and a
history of CVA with interventions that included:
Pressure relleving/ reducing devices, low alir loss
matiress, requires twoe assist with bed mobility,
bathing, incontinence care and to turn and
reposition every two hours; however, there was
no evidence the faclliity identified a concern with
the resident's height exceeding the length of the
bed. '

Revlew of the Pressure Uicer Documentation
Form for Resident #1 revealed it was Initiated on
12/04/11 when the facility identified a "hematoma"
on the right heel measuring 1.0 centimeters {cm)
by 1.3em. The Physician was notifled and orders
were recelved, On 12/08/11, the facility assessed
the wound to the right heel as a 1.0om by 1.3cm
unstageabie pressure ulcer with 100% eschar.
Orders were received to float the resident's heels
and to consult a woundNvascular speclalist.

Review of the VVascular Surgeon 6onsult notes, on
12/14/11, revealed the Surgeon assessed the

' F314
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wound as a 1.0 cm by 1.0 cm pressure ulcer with
e "dark area" to the right heel with no redness, no
ulceration, positive for pedal pulses, posterior
tibla pulses, femoral and popliteal pulses. His
recommendetions were for conservative
treatment, use of protective heel boots/pads,
keep the area dry, betadine palnt to the area, and
no debridment at this point. Review of the consult
notes on 12/22/11 revealed he assessad the
wound to the right heel as approximately 1cm by
1em "neorotio heel ulcer" with recommendations
for heel pressure relief boots and betadine paint
to the ulcerated area dally.

Interview with the Vascular Surgeon, on 01/06/12
at 1:30 PM, revealed he was told by nursing the
cause of the pressure uicer fo the right heel of
Resldent #1 was a brace that was Improperly
applied and that the therapy department was
"re~doing" the brace. He stated he had
recommended the pressurs relieving boots and
“told & nurse” at the nurses station when he wrote
the orders. He stated he did hot know the order
had not been implemented. He stated it was
definitly possible for pressure ulcers to ooour if
the resident's feet are hitting against the foot
board.

Review of the Pressure Ulcer Dooumentation
Form for Resident #1, revealed on 12/17/11 the
facility assessed the wound to the right heel as an
unstageable pressure ulcer and the ulcer
measured 1.7 cm by 0.9 em with 100% eschar.
On 12/23/11, the facillty assessed the wound as
an unstageable pressure ulcer measuring 1.4 om
by 0.9 cm with 100% eschar. On 12/30/11, the
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facility assessed the wound as measuring 1.0 cm
by 1.0 om unstageable pressure ulcer with 100%
eschar.

Observation of Resident #1, on 01/04/12 at 8:30
AM, revealed the resident resting In bed on
his/her back on a speciality mattress. His/her feet
wero at the end of the bed, with minimal space
(Inches) between the foot board and the
resident's feet. The feet and heels were not
floated or elevated. The resident could not
answer questions, but did open eyes. The head
of the bed was elevated, The resident had a tube
feeding at 65 milliliters per hour per G-Tube, and
a Tracheostomy with a Trach mask administering
oxygen at 40%, There were no heel pressure
relieving boots on the resident or in the room.

Observation, on 01/04/12 at 11:45 AM, of the skin'
assessment and wound care completed by LPN
#8 revealed, a 1.0 cm by 1.0 cm unstageable
pressure ulcer to right lateral heel with eshcar
and a newly discovered pressure ulcer on the left
medial heel which measured 1.0 cm by 0.8 cm
purple area. '

Continued observation of Resident #1,0on
01/04/12 at 10:45 AM, 11:45 AM, 3:00 PM, 4:00
PM, and 4:16 PM, revealed the resident In bed,
the head of the bed was elevated and feet were
at the end of the bed. The feet and hesls are not
floated or elevated. The resident did not have
heel pressure relleving boots in use.
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Observation, on 01/05/12 at 8:30 AM, of Resldent
#1 revealed staff In the room In the process of
getting the resident up to a recliner chalr, The
resident did not have heel boots on at this time.

Interview with Certified Nursing Assistant (CNA)
#3, on 01/06/12 at 5:10 PM, revealed she had
provided care for Resident #1 ocoasionally, and
the resident was total care with bathing, and
turning. She stated she had never witnessed the
resident have any voluntary movements of the
extremities, '

Interview with CNA #4, on 01/06/12 at 5:15 PM,
revealed she had provided care to Resident #1
on a regular basle and the resident was total care
with no voluntary movement of the extremities.
She stated the staff would have to constantiy Iift
the resident up in the bed to keep the resident's
feet off.of the foot board. She stated they had
reported this to the nurses several times and they
should have known.

Interview with CNA#5, on 01/05/12 at 5:20 PM,
revealed she had provided care for Resident #1
on a regular basls, She stated the resident was
total care with bathing, turned every two hours,
and the resident had no voluntary movements of
the extremitias. CNA #5 stated they had to
"constantly” iift the resident up In the bed because
the resident was so tall and on a speclality air
matiress, just to keep the residents feet from
touching the foot board.

Interview with the 100 hall Unit Manager,
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Licensed Practical Nurse (LPN) # 8, on 01/04/12
at 4:00 PM, reveaied Resldent #1's bed was not
long enough for the resident and she stated that
could cause pressure and skin breakdown,
because the resident's feet either came In contact
with the foot board or were hanging over the foot
board, .

Interview with the Occupational Therapist
Registered/Licensed (OTR/L), on 01/06/12 at
1:00 PM, revealed the resldent was discontinued
from services on 12/01/11 with heel lift boots In
use without any difficulty and no pressure ulcers
present. She statad she had reportad to staff
many times Resident #1's feot were against the
fﬁct board and the resident had to be pulled up in
the bed,

interview with the Therapy Director, the OTR/L,
and the 100 Unit Manager, on 01/06/12 at 2:56
PM, revealed the heel Iift boots used for Resident
#1 were not the kind that you could modify. The
Therapy Director and OTR/L stated they were
only told by nursing that the heel lift boats were
discontinued and removed from the resident's
room because nuraing belleved the heel lift boots
caused the wound to the right heel. The Therapy
Director and OTR/L went on to say they had no
knowledge of any new orders for heel pressure
rellef boots,

Interview with the Director of Nursing, on
01/06/12 at 3:00 PM, revealed there was a
potentlal complications of skin breakdown if the
resident was not in a bed blg enough.

F314

FORM CMS-2567(02-89) Previcus Verslons Obsclata Event ID; Z3E611

Fadiity ID; 100808 If continuation sheet Page 40 of 58

———————

’LM ‘/L::




FEB/27/2012/M0N 05:02 PM  Owenton Manor Care FAX No, 502-484-2357 P. 042
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR Er Aplza/2012
CENTERS FOR MEDICARE SERVICES OMB NO. 0938-0391

STATEMENT OF REFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A, BUILDING
| 185364 8. WING 01/06/2012
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE, ZIP CODE
. 905 HWY 127 NORTH
OWENTON )
MANOF CARE AND REHABILITATION CENTER OWENTON, KY 40359 '
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REPERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 371 | 483.35(i)) FOOD PROCURE, ' F 371
88=F | STORE/PREPARE/SERVE - SANITARY
F371
The faciiity must - .
1. The dry food supplies were stocked on
(1) Procure food from sources approved or 1/4/12 by Nutritional Services staff,

.conslidered satisfactory by Federal, State or locai
authorities; and

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

This REQUIREMENT is not met as evidenced
by-

Based on observation, interview, and review of
the faclilty's policy, It was determined the facility
failed to store foods under sanitary conditions,
Supplies dellvered on 01/03/12 were still boxed
and stacked on the floor In the storage room and
left to be. put away on 01/04/12. Flour, sugar and
corn meal were stored In bags apen and in bins
with lids that were cracked and broken preventing
the bins from being sealed closed, In addition,
facility staff were not using proper hand washing
techniques while serving meals to residents in the
200 dining room.

The findings Include:

Review of the facllity's polloy Food Storage-Dry,
effective 07/08, revealed all dry goods will be
appropriately stored in accordance with
guidelines of the USDA Food Code. Action #1
stated to store all items 6 inches above the fioor
on shelves, racks ...

Obsarvatlon, on 01/03/12 at 7:35 PM, revealed

Replacement bins for the flour, sugar, and
corn meal bins were put in service on
1/30/12 by the Nutritional Services
Director. Re-education was provided to the
Soclal Services Director an 1/30/12 by the
Director of Nursing Services and/or Staff
Development Coordinator regarding hand
washing procedures. Re-education was
provided to CNA #10 on 1/30/12 by the
Director of Nursing Services and/or Staff
Development Coordinator regarding hand
washing procedures.

2. An inspection of the kitchen was
completed on 1/31/12 by the Dietician and
Nutritional Services Director to determine
staff store, prepare, distribute and serve
food under sanitary conditions. Any issues
identified were corrected.

3. Dietary Aides and Cooks were re-
educated by 2/5/12 by the Nutritional
Services Director regarding sanitation in th
kitchen, and food and kitchen supply
storage in a sanitary manner.
Adminigtrative Staff, Nursing Staff,
Housekeeping Staff, Maintenance Staff,
Dietary Staff and Therapy Staff were re-
educated on proper hand washing

——
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slxtean (18) boxes stored on the floor in the food
storage room. There were two (2) bags of fiour
with boxes of food on the floor.

Interview with Dietary Staff #1, on 01/03/12 at
7:35 PM, revealed the dellvery of supplies was
made at 12:30 PM that day with the dietary staff

stating it was the Dietary Manager's responsibility

to put away the supplies.

Observation, on 01/05/12 at 11:15 AM, revealed
three (3) bins with flour, sugar and cornmeal in
open bags in the bins. All three (3) bins had lids
that were cracked and broken. None of the bins
were completely sealed and had holes around the

edges of the lids.

Interview with the Dietary Manager, on 01/05/12
at 11:15 AM, revealed she had requested new
bins about ane month ago. She stated the bins
having lids that were not sealad and apen bags
that there was a potential for bugs to get in.

Review of the facillty policy for Hand Hygiene,
dated April 2011, revealed hands should be

‘washed for at least fifteen (15) seconds and a

paper towel should be used to turn off the water
faucet.

Observation of the meal sarvice In the 200 Hall
Dining Room, on 01/05/12 at 12:21 PM, revealed
facility staff preparing to serve meals to residents.
The Soclal Services Director (SSD) used the sink
In the dining room to wash her hands. She was
observed to wash her hands for eight (8)
seconds, rinsed with water, then turned the water

monthiy for two (2) months, then monthly
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procedures by 2/5/12 by the Director of
Nursing Services, Staff Development
Coordinator, Unit Managers, and/or
Nursing Supervisors.

4. The Nutritional Services Director will
complete sanitetion audits of the kitchen
once weekly for four (4) weeks, then twice

for three (3) months. The Nutritional
Services Director will report audit findings
to the Performance Improvement
Committee monthly for six (6) months for
further review and recommendation. The
Staff Development Coordinator will
complete hand washing skills audits with
four (4) at random employees weekly for
four (4) weeks, then four (4) at random
employees monthly for five (5) months. Thr
Staff Development Coordinator will report
results of the hand washing skills andit to
the Performance Improvement Committee
monthly for six (6) months for further
review and recommendation.
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faucet off with bare hands. Observation of

Certified Nurse Alde (CNA) #10, on 01/05/12 at
12:23 PM, revealed she washed her hands with
soap and water for six (8) seconds, rinsed then
turned the water faucet off with her bare hands.

Interview with the SSD, on 01/05/12 at 2:00 PM,
revealed she was not awara she had turned the
water faucet off with her bare hands or not
washed her hands long enough. She stated she
had been trained to turn the faucet off with a
paper towel and to wash her hands for fifteen
(16)seconds.

Intarview with CNA #10, on 01/05/12 at 2:10 PM,
revealad she had been trained on hand washing
and hands should be washed for fitteen (15)
seconds and the water faucet turned off using a
paper towel,

Interview with the Director of Nursing, on
01/06/12 at 2:30 PM, revealed all staff had heen
trained to wash their hands for fiftean (16) to thirty
(30) seconds and to turn the water faucet off with
a paper towel.

483.60(b), (d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

F 431
SS8=F

The facllity must employ or obtaln the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficlent detall to enable an
accurate reconclliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically

F 371

F 431
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Drugs and blologlcals used In the facllity must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the explration date when
applicable.

In accordance with State and Federal laws, the
facllity must store all drugs and blologlcals In
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facllity must provide separately locked,
permanently affixad compartments for storage of
controlled drugs listed in Schedule Ii of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored Is minimal and a missing dose can
be readily detected.

This REQUIREMENT I[s not met as evidenced
by. -
Based on observation, interview and the facillty's
policy for Storage and Expiration Dating of
Medlcations, Biologicals, Syringes and Needles, it
was determined the facility failed to store all
drugs and blologlcals in accordance with currently
acceptable professional principles. Blological's
were'not dated when opened on four (4) of four
(4) treatment carts. In addition, the faclilty failed
to separately store oral medications, injectableg,

1, The undated open bottles were removed
and discarded from the 100 hall, & 200 hall
treatment carts on 1/6/12 by the Licensed
Nurse. The 100 hall & 200 hall medication
carts were cleaned and organized to
separately store oral medications,
injectables, topicals, and inhalants by the
Licensed Nurse on 1/6/12.

2. Each medication cart, treatment cart, and
‘medication room was inspected by the Unit
Managers on 1/27/12 for undated opened
bottles and proper medication storage. Any
identified issues were addressed.

3. Licensed Nurses and Kentucky
Medication Aides were re-educated by the
Director of Nursing Sérvices, Staff
Development Coordinator, Unit Managers
and/or Nursing Supervisor by 2/5/12 on
medication labeling and storage.

4. The Director of Nursing Services, Staff
Development Coordinator, Unit Manager,
and/or Nursing Supervisor will audit the
medication carts, treatment carts and
medication rooms weekly for four (4)
weeks, then twice monthly for five (5)
months to determine opened bottles are
dated and medications are stored
appropriately. The Director of Nursing
Services will report findings of audit to the
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toplcal medications and inhalants Iin three (3) of
four (4) medication carts, Performance Improvement Committee
i monthly for six (6) months for further
The findings include: review and recommendation
Review of the facliity policy Storage and ) _
Expiration Dating of Medlcations, Blologicals, 5.28482 271512 per kot
Syringes and Needles (Effective 12/01/07,
Revisad 08/09/11) revesled the facllity should : };_’ Fo 371312

ensure that external use medications and
biological's were stored separately from Internal
usa medications and blological's, The policy
further stated the facility should record the date
opened on the medication container,

Observation, on 01/05/12 at 10:00 AM, of the 200
Hall treatment carts revealed both carts had Skin
Integrity Wound Cleanser opened and undated in
the bottom of the cart. The short hall contained
three (3) undated open bottles and the long hall
contained two (2) undated open bottles,

Observation, on 01/06/12at 9:30 AM, of the 100
Hall treatment carts revealed the long hall cart
had two (2) Integrity Wound Cleanser opened
and not dated and a Dermal Wound Cleanser
opened and not dated. in addition, the short hall
cart had four (4) Integrity Wound Cleanser bottles
open and not dated.

Observation, on 01/06/12 at 10:00 AM, of the 200
Hall medieation carts revealed two (2) of the two
(2) medication carts did hot separate oral
medications from medications that were
adminlstered by another route. One cart had

A4l
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Fortical Nasai Spray and Fluticason Propionate
Nasgal Spray stored together with Robafen liquid,
Gualfenesin DM liquid and Oxcarbazepine oral
suspension. The other cart contained
hydrocortisone toplcal cream stored together with
oral Polyethylene Glycol powder, an oral salution.

Observation, on 01/06/12 at 9:30 AM, of the 100
Hall medication carts revealed one (1) of two (2)°
medication carts did not separate oral
medioations from medications that were
administered by another route. One cart
contained Fortical Nasal Spray stored with oral
medications, to include Guaifenesin DM and five
other oral liquid medications. In addition, the cart
contained injectable Enoxaparin Sodlum stored
with liquid Valporic Acld 260 mg/5 mi syrup and
five (6) other liquids. Also two (2) Enema ready
to use were stored with oral liquid Tylenal.

Interview, on 01/06/12 at 8:55 AM, with Licensed
Practical Nurse #1 revealed she was not aware
medications needed ta be stored separately
based on the route of administration, She stated
she did know biological's were to be dated when
opened.

Interview, on 01/06/12 at 2:10 PM, with the 100
Unit Manager revealed the nurses using the
medication carts were responsible to monitor the
carts for appropriate storage of medications, She
revealed medications were stored togesther based
on their route of administration. It was stated
pharmagy did a manthly review of the medication
carts,

F 431
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Interview, on 01/06/12 at 2:20 PM, with Staff
Development revealed he did not know who
trained the staff about the storage of medications.

Interview, on 01/08/12 at 2:45 PM, with LPN #4
revealed the nurzes monitored the medication
carts for correct placement of medications. She
- | etated it was a team effort.

interview, on 01/06/12 at 1:16 PM, with the
Diractor of Nursing revealed medications were to
be stored with the resident's name. She revealed
Internals were to be separated from external
medications. Additionally, biological's on the
treatment cart were to be dated when open.

F 441 | 483.85 INFECTION CONTROL, PREVENT F 441
8S=E | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
1o help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must estabiish an Infection Control
Program under which it - .

(1) Investigates, oontrols, and prevents Infections
in the facility;

(2) Declides what procedures, such as Isolation,
should be applled to an individual resident; and
(3) Maintains a record of incldents and corrective
actions related to infections.
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(b) Preventing Spread of Infection
(1) When the Infection Controi Program F441

determines that a resident needs Isolation to
prevent the spread of infection, the faciiity must
isolate the resident.

(2) The facility must prohibit employses with a
communicable disease or Infected skin lesions
from direct contact with residents or their food, If
direct contact will transmit the disease.

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

{c) Linens -

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infaction,

ghis REQUIREMENT is not met as avidenced

Based on observation, interviews, and facility
policies, it was determined the facliity falled to
maintain an infection Control Program to ensure
a safe and sanitary environment to help prevent
development and transmission of disease and
infection. Oxygen equipment and indwelliing
catheter tubing/bags were found in contaot with
the floor, Oxygen tubing was not routinely
changed per the facliity's palicy. Poor
handwashing or no handwashing was observed
by staff providing Indweliing catheter care and
skin assessments. Privacy curtains were
contaminated by staff wearing soiled gloves.
Hand washing was not noted after a nurse picked

1. The oxygen tubing and mini-neb tubing
for resident #1 was replaced on 1/6/12 by
the Licensed Nurse.

The nasal oxygen tubing for resident #3 was
replaced on 1/6/12 by the Licensed Nurse,
The foley catheter tubing was removed from
the floor for residents’ #9, & #4 on 1/6/12
by the Cettified Nurses Assistant.

Resident #9'3 privacy curtain was removed
and replaced with laundered curtain on
1/726/12 by the Housekeeper.

Re-education wes completed regarding
changing gloves, band washing, tubing
touching the floor, and completing head to
toe assessments with LPN#5 on 1/31/12 by
the Director of Nursing Services and/or
Staff Development Coordinator. Re-
education was completed regarding
changing gloves, hand washing, and tubing
touching the floor with CNA #1 on 2/1/12
by the Director of Nursing Services and/or
Staff Development Coordinator, LN #8 is
1o longer employed by the center.

2. Rounds were completed on 2/1/12 by the
Director of Nursing Services, Staff
Development Coordinator, Unit Managets
and/or Nursing Supervisors to determine
disposable oxygen equipment was dated,
changed and stored appropriately, staff w
performing hand washing appropriately,
privacy curtains inspected for need to be
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up a plil from the floor. In addition, nurses
conducted skin assessments from toe to head,

. | Without using hand hyglene, instead of performing
the assessment from head to toe.

The findings include:

Review of the facllity's policy for Hand Hygiene
Skills, dated April 2011, revealed that gloves do
not repiace the need to hand wash and when
washing hands with water and soap, rub hands
together for at least fifteen (15) seconds, Hands
should be washed after contact with
contaminated ltems/areas.

Review of the faciiity's polley for Skin
Assessment, dated 09/11, revealed the nurse wil)
perform a head-to-toe assessment as directed.

Interview with Licensed Practical Nurse (LPN) #1,
on 01/06/12 at 2:45 PM, revealed the facility had
a contracted company that came to the facllity
weekly and weekly changed out all disposabie
oxygen equipment. She stated sometimes the
night shift changed the tubing out, She stated
she couldn't beileve the oxygen tubing was dated
11/04/11. She also stated that If oxygen tubing
was on the floor it should be discarded.

Interview with the Director of Nursing, on
01/06/12 at 3:00 PM, revealed staff should know
to dispose of any respiratory equipment that was
found on the floor.

Interview, on 01/06/12 at 4:10 PM, with the Nurse
Consuitant for the facility, revealed the nursing

cleaned. Residents with an indwelling
catheter were reviewed on 1/6/12 by the
Director of Nursing Services, Staff
Development Coordinator, Central Supply
Clerk and/ar Unit Memagers to determine
catheters were propetly secured and not
meking contact with the floor. Any
identified concern was addressed.

3. Infection Control re-education was
completed with Licensed Nurses and
Certified Nursing Assistants by 2/5/12 by
the Director of Nursing Services, Staff
Devetopment Coordinator, Unit Managers
and/or Nursing Supervisor. Education
included hand washing procedure, glove
usage, head to toe skin assessment
procedure, disposable oxygen equipment
dating, changing, and storage, securing
catheter tubing to prevent tubing from
making contact with the floor and the
responsibility to not touch privacy curtains
in & manner that could contaminate them,
and to report privacy curtains that were in
need of being cleaned to Housekeeping.

4. Infection Control rounds will be
completed by the Staff Develppment
Coordinator and/or Unit Managers weekly
for four (4) weeks, then twice monthly for
two (2) months, then monthly for three (3)
months to determine center is maintained in
a safe, sanitary envitonment. Rounds will
include dating, changing, and storage of
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staff had aczI:ess to the 8th edltion of Clinical
Nursing Skills & Techniques by Perry and Potter i le o: ui catheters are
according to facility policy and facility poiicy for ;’fc{’,‘,’iﬁbm p:yviﬁ :ﬁ,hfgm ;::,’1 making
hand hyglene. contact with the floor, and privacy curtains
Review of the Bth edltion of Clinical Nursing Skifls g&?&?&gfagmp]eéomzn&mg
& Techniques by Perry and Potter, chapter 8 page kills audits with four (4) at random
192 on Hand Hygiene revealed when moving sklls a Klv for four (4) weeks. then
from a contaminated body site to a clean body employees weekly for four (4) wecks, P
site during care, before and after contact with four (4) at random employees monthly for
residents skin, and after contact with inanimate five (5) months. The Staff Development
objects (such as medical equipment), hand Coordinator, qut Managers, and/or
hygiene should be performed. Nursing Supervisors will complete skin
. ' assessment technique audits weekly for four
(4) weeks, then twice monthly for two (2)
Observation, on 01/05/12 at 9:25 AM, revealed months, then monthly for three (3) months,
Resident #9 had an Indwelling catheter, LPN #5 The Staff Development Coordinator will
was observed applying gioves to both hands report findings of the Infection Control
without washing her hands prior to resident rounds, handwashing skills audits, and skin
contact. During the skin assessment It was assessment technique audits to the
revealed LPN #5 did not perform the head to toe Performance fmprovement Committee
skin assessment, but rather she started with the monthly for six (6) months for further
feet and assessed up to the head. LPN #5 review and recommendation.
as:essed the perlt:anal by touching (t’he skin in the .
peri-anal area. The nurse continued to assess Jb . /.
the resident by Inspecting the skin and touching S.UAM2 215412 poe
from the abdomen up to the head. LPN #5 was }’\ Fé 2-,3-/¢2
observed touching the resident’ hianket and bed
while wearing the same gloves used for the toe to
head assessment. LPN #5 did not discard her
gloves and wash her hands after touching the
peri-anal area.
Interview, on 01/06/12 at 09:25 AM, with LPN #5
revealed she was to use standard precautions
with every resident contact where hands could
come in contact with secretions. She stated she
wore gioves while giving care and after giving
Facliity 1D; 100505 If continuation sheet Page 60 of 68
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care she would remove those gloves and wash
her hands for. thirty (30) seconds or use hand
sanitizer if her hande were not visiably solled.
LPN #5 acknowledged not washing her hands
prior to the skin assessments with Resident # 4
and #9. LPN #5 revealed she was aware of her
toe to head assessment but was unaware of
touching Residents #9 peri-anal area without
removing her gloves and washing her hands as
she continued with the skin assessment.

Observation, on 01/05/12 at 9:25 AM, revealed
Resldent #9 was provided indweliing catheter
care by CNA#1. She was observed cleaning
around the resident's catheter with a gloved hand
and then she pulled back the residents privacy
curtaln with her gioved hands to walk toward the
sink to retrieve more wash clothes. The CNA
returned to the resident and provided peri-anaf
care. CNA #1 was observed adjusting the
resident In the bed, adjusting the resident's
indwelling catheter tube over hisfer knee, and
adjusting the resident's oxygen tubing without
changing gloves.

Interview, on 01/08/21 at 09:15 AM, with CNA #1
revealed the facility pollcy on hand washing and
glove changing was to wash hands before any
resident contact or putting on gloves. CNA #1
stated she recelved training on hand washing
about two (2) months ago. She acknowledged
she had touched Resident #9's privacy curtain

without changing her gloves. She stated she
should have changed her gloves and washed her
hands. E

Observation, on 01/056/12 at 10:00 AM, of LPN

with dirly gloves then provided more resident care
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#6's handwashing, after completing a skin
assessment for Resident #4 revealed a hand
washing time of seven (7) seconds and her hand
washing time for Reslident #9 was for six (6)
seconds.

Observation, on 01/04/12 at 3:15 PM, revealed
Resident #9 In her room, sitting in his/her wheal
chair; the Indwelling catheter tubing was lying on
the floor.,

Observation, on 01/05/12 at 12:20 PM, revealed
Resident #9 in the hall next to nursing station unit
200 sitting in his/er wheeichair with Indwelling
catheter tubing lying on the floor,

Observation, on 01/05/12 at 3:00 PM, revealed
Reslident #9 in his/her room watching teievision in
his/her wheelchair with the Indweliing catheter
tubing touching the floor.

interview, on 01/06/12 at 2:30 PM, with CNA #1
revealed it was the policy to keep Indwelling
catheter tubing up off the floor to prevent
Infection. CNA#1 confirmed she was assigned to
provide care to Resident #8 on 01/05/12 and
01/06/12.

Observation, on 01/04/12 at 12:10 PM, revealed
Resident #4 sitting In his/her wheslchalr in the
central dining room, at lunch time, with an
indwelling ¢atheter bag covered with the catheter
tubing laying on the floor.

Observation, on 01/04/12 at 12:55 PM, revealed
- Resident #4 sitting In his/her wheelichalr,
propelling independently back from lunch and the
indwelling catheter tubing was dragging the fioor.

F 441

FORM CMS-2587(02-6) Previous Verslons Obaalete Evenl JD: Z8E611

Facllity IP: 100500 If continuation shaef Page 82 of 58

= 1Y 3 ol o Ned Wrad
MEPECTOR G2zl |
DAL TmIINE TIe —a L ~eaf
o oYy Sl |
L )




FEB/27/2012/MON 05:05 PM  Owenton Manor Care FAX No, 502-484-2357 P, 054
DEPARTMENT OF HEALTH AND HUMAN SERVICES : R EORMAPROUE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULYIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN O : , COMPLETED
LAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING

B. WING

185364 ,
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

906 HWY 127 NORTH
OWENTON MANOR CARE AND' REHABILITATION CENTER OWENTON, KY 40389

X4) ID SUMMARY STATEMENT OF DEFICIENCIES R D PROVIDER'S PLAN OF CORREGTION g‘EE,TI
AREFIX (EACH DEFIGIENCY MUST 8B PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG . GROBS-REFEREggFE'g'EgcT‘I"i)E APPROPRIATE DATE

01/06/2012___|

F 441 Continued From page 52' F 441

Interview, on 01/06/12 at 2:30 PM, with CNA #1
revealed it was the policy to keep indwelling
catheter tubing up off the floor to prevent
infectign,

Interview, on 01/06/12 at 2:45 PM, with LPN #5
revealed that Indwelling catheters must not touch
the floor and the risk to the resident includes
infaction and contamination, :

Interview, on 01/06/12 at 3:40 PM, with Director
of Nursing (DON), revealed It was not appropriate
for Indwelling catheter tubing to be touching the
floor, all facility staff should be washing their
hands for 16 to 30 seconds before and after
contact with residents along with putting on and
taking off gloves, ;

Observation of Resident #3, on 01/04/12 at 9:00
AM and 10:62 AM and on 01/06/12 at 9:27 AM
and at 10:00 AM, revealed the resident's nasal
oxygen tubing wes on the floor,

Interview with CNA#9, on 01/06/12 at 2:10 PM,
revealed the nasal oxygen tubing was not to be
left on the floor while in use on the residents.
She reported the nasal oxygen tubing can be a
petential for Infection, .

Obsarvation of LPN #8, on 01/04/11 at 10:40 AM,
revealed she complsted a foe to head skin
assessment on Resident #6. She donned gloves
and started at the resident's feet and proceeded
up the body. She released the resident's adult
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brief and examined the resident's buttocks and
perineum. She changed gioves; however, did not
wash her hands between glove change.

interviewed of LPN #8, on 01/06/12 at 2:45 PM,
revealed nasal oxygen tubing for Resldent #3 was
not to be left on the floor. She reported the
potentlal far respiratory infections was a concern
for the resident. She reported she should have
started at the head of Resident #6, in the clean
area and moved down toward the resident's feet
and wash her hands between giove change. She
stated the covers were down and she started at
feet fo be able to cover up the resident sooner.

Observation, on 01/04/12 at 9:30 AM, 10:30 AM
and 4:15 PM, revealed .Resident #1 resting in
bed. The resident had a Tracheostomy with
oxygen per a frach mask at 40% dated 01/02/12.
The oxygen tubing connected to the concentrator
was dated 11/04/11. The mini- nebulizer tubing
was dated 12/29/11 and was found on the floor.

Observation, on 01/05/12 at 10:00 AM and 11:20
AM, revealed Resident #1's mini-nebulizer still
dated for 12/29/11. The oxygen tublng connected
to the oxygen coricentrator was still dated
11/04/11, The resident's indwelling catheter bag
was noted to be In contact with the floor.

Observation, on 01/06/12 at 2:45 PM, revesled
Resident #1's mini-nebulizer still dated for
12/28/11. The oxygen tubing connected to the
oxygen concentrator was still dated 11/04/11.

Observation, on 01/04/12 at 9:25 AM, revealed
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LPN #5 passing medications. LPN #5 was
ObSISNEd to pic!'< up a plii off the floor that a F465
resident had spit out. LPN #5 charted the :
incldent and moved to the next resident to 1. The countertops and sinks were replaced
.administer medications. After the naxt resident by tho licensed cantractor in rooms 117,
received their medication, LPN #5 used hand gel 121, 203, 210'_219 » and 223 by 2/22/12.
to santtize her hands, however, she did not The over bed light pull cord was replaced
sanitize or wash her hands prior to the for rooms 1168, 2188, and 225A on 1/6/12
administration of medication to the resident who by the Maintenance Director.
received medicatlon after she picked up the pill A replacement battery was installed for the
off the floor. clock in room 214 on 1/6/12 by the
Maintenance Director, The privacy curtain
in room 225A was removed and the resident
interview, on 01/04/12 at 9:40 AM, with LPN #5 provided with a clean privacy curtain on
revealed she did not wash or sanitize her hands 1/25/12 by the Housekeeping Supervisor.
taﬂfl: Plck"t’g Updﬂw; g" off 'h7 floor and moving on The wall surface in rooms 212, and 214 was*
o the next resident to administer medicatlon. aired Maintenan
She reveaied she knew she was to sanitize her gﬁem,_m 1/30/12 by the o
£ 465 zggisome)tween resldents receiving medications. F 485 The air conditioning units in rooms 108 an
$8=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL 206 woro cloaned by the Maintenance
E ENVIRON irector on 1/27/12,
The sink handle in room 111 was replaced
The facllity must provide a safe, functional, on 179/12 by the Maintenance Director. Th
sanitary, and comfortable environment for faucets in rooms 203, 210, 221 and 223
residents, staff and the public, Weg’};;’{’zlm by the Maintenance Director
on .
The shared bathroom for rooms 212/214
This REQUIREMENT Is not met as evidenced and 222/224 was cleaned by the
: housekeeper on 1/7/12 and double-checked
Based on observation and Interview, the facllity by the Housekeeping Supervisor on 1/9/12)
falled to maintain seventeen (17) of forty (40) Room 219 three drawer cabinet was
resident rooms. The caulking around the sink repaired on 1/16/12 by the Maintenance
was compromised in resident rooms 117, 121, Director.
203, 210, 218 and 223. The over the bed light
puli cord was missing in resident rooms 116 B, . 1/12 wi
2188 and 225A, The olock In resident room 214 fheR Xm?gﬂﬁ,ﬁ%uﬁgm
was not working. The privacy curtain in-room 225 Services, Housekeeping Supervisor,
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alr conditioning unit and the window. The alr

conditioning units in rasident rooms 108 and 206
had a white powdery, loose substance and loosa
particles In the vents. The hot water sink handle

was loose In resident room 111. The faucet in
resident rooms 203, 210, 221 and 223 was in
disrepair.

The findings include:;

Observed, on 01/03/12 at 7:40 PM, during the
facllity tour and on 01/06/12 at 1:00 PM, the over
the bed light pull cord was missing in resident
rooms 1168, 218B and 226A. The facliity clock
on the wall In resldent room 214 was not working,

Observed, on 01/06/12 at 10:20 AM and the
facility tour on 01/08/12 at 1:00 PM, the caulking
around the sink was compromised In resident
rooms 117, 121, 203, 210, 219 and 223. The
privacy curtain In room 225.was soiled with brown
spots. The wall surface In resident raom 212 and

214 was cracked six (8) Inches between the alir

conditioning unit and the window. The air
conditioning units In resident rooms 108 and 208
had a white powdery, ioose substance and loose
particles In the vents, The hot water sink handle
was loose In resident room 111. The faucet in
resident reoms 203, 210, 221 and 223 was In
disrepalr and had a build up of white soaly
substance, green particies and red substance,
The sink was dripping water and had a white buiid
up on the faucet in resident room 223. The
shared bathreom for resident rooms 212/214 and
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was soiled with brown spots. The wall surface.in , :
resident room 212 and 214 was cracked between Maintenance Director, and Regional

Director of the contracted housekeeping
provider to identify any issues related to a
safe, functional, sanitary, and comfortable
environment. Identified concerns were
addressed by 2/22/12.

3. Re-education was completed with
Administrative Staff, Nursing Staff,
Housekeeping Staff, Maintenance Staff,
Dietary Staff and Therapy Staff on
magintaining safe, functional, sanitary, and
comfortable environment by 2/5/12 by the
Director of Nursing Services, Staff
Development Coordinator, Unit Managers,
and/or Nursing Supervisors. Education
includes the location of Maintenance
Requests and completing the request,

4. Room rounds will be completed by the
Administrator, Maintenance Director and/or
Housekeeping Supervisor three (3) times
weekly for four (4) weeks, then weekly for
twa (2) months, then monthly for three (3)
months to determine a safe, functional,
sanitary, and comfortable environment is
maintained. Rounds will include caulking
around sinks is intact, over bed pull cords
are in place, clocks are functional, privacy
curtains are ¢lean, wall surfaces in good
repair, air conditioning units clean, and sink
handles and faucets are in good repair. Any
concerns identified will be
addressed/corrected as soon as posgible. Th
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2221224 smelled of urine. The quarter round trim
and the formica counter top was loose and the
three (3) drawer cabinet was not functional for
use In resident raom 219,

interview, with the Director of Malntenanoe, on
01/06/11 at 1:00 PM revealed he does toom
checks and responds to request by the staff when
repalrs in the rocom was Identified and reported.
He reported the build up around the faucets was
water and calclum build up and rust in areas. He
reported the areas on the faucets were not able
to be cleaned thoroughly, He reported he was
not aware the light cords were not replaced In the
resident rooms. He reported the sinks and
cabinets were on schedule to be changed,
howevar, was unable to produce documentation
of the scheduled update.

Interview, with the Director of Housekeeping, on
01/08/11 at 1:00 PM, during the administrative
facillty tour revealed the sinks was not thoroughly
cleaned due to the faucets with a bulid up of
calclum and other particles. She roported
bacteria could harbor In the surfaces when not
cleaned thoroughly. She reported the alr
conditioning units In resident reoms 108 and 208
was properly cleaned. She reported she did not
have a system In place to check off each area If
needed for repalrs, she reported she Just looked
into the room. She reported they do a terminal
oclean when a resident leaves or moves.

Interview, with the Administrator, on 01/06/11 at
1:00 PM, during the administrative facility tour
revealed the housekeeping service was hot
satisfactory. She reported this was an outside
contract. She reported she did not have a
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Administrator will report results of rounds
to the Performance Improvement
Committee monthly for six (6) months for
further review and recommendation. -
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for housekeeping or maintenance,
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