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This prepared plan of
o : correction and creditable
A Recertification Survey was initiated on allegation of compliance
02/07/12 and concluded on 02/11/12. does not constitute an
Deficiencies were cited with the highest Scope admission or agreement
- | and Severity of an "E". ' to the alleged stated
F 164 | 483.10(e), 483.75(1)(4) PERSONAL "F 184 deficiencies by the
88=D | PRIVACY/CONFIDENTIALITY OF RECORDS provider or its
_ managenient company.
The resident has the right to perscnal privacy and This plan of correction
confidentiality of his or her personal and clinical and creditable allegation
records. : of compliance is
prepared and executed
Personal privacy includes accommodations, only because state afid

medical treatment, written and telephone ' federal law require
communications, personal care, visits, and

meetings of family and resident groups, but this
does not require the facility to provide a private

room for each resident. F 164
Except as provided in paragraph (e)(3) of this |. LPNs #5, #6 and #9 reviewed
section, the resident may approve or refuse the . and signed an educationa)
release of personal and clinical records to any acknow|egdment form on
individuial outside the facility. 2/27/2012, issued by the
Director of Nursing. Residents

The resident's right to refuse release of personal #2, #8, and #9 receive personal
and clinical records does not apply when the . privacy during skin
resident is fransfesred to another health care © assessments. Residents #2, #9
institution; or record release is required by law. and #8 were monitored by

_ " nursing management on
The facility must keep confidential all information 2/28/12 to ensure provision of
contained in the resident's records, regardless of personal privacy. No issues
the form or storage methods, except when ' were identified.
release is required by transfer to another 2. Residents are to be provided
healthcare institution; iaw; third party payment with personal privacy. All
contract; or the resident. residents were monitored

through interviews and
observations by nursing

This REQUIREMENT is not as evidenced
SRATORY 7RECT0R'§WUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

fev ] VIR S S 3l
deficiency, statement ehding wilh an asterisk (*) dencigs a deficiency which the institution may be excused from correcting pmvjidlng It ls determined that
rsafegua ide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabile 90 days
ving the date of survey whather of not a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
following ths date these documents are made avallable to the facility. If deficiancies are cited, an approved plan of correction Is requisite fo continued

‘am participation.
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wait for a response, and identify yourself',

.1 hisfher undergarment in place to the upper torso.
‘Aknock was heard at Resident #8's door, and the

by

Based on observation, interview and review of
the facility’s policy, it was determined the facility
falled to provide personal privacy during the
examination of three (3) of seventeen (17)
sampled residents (Residents #2, #8 and #3)
during skin assessments.

The findings include:

Review of the facility's "Clinical Services Policles
& Procedures, Nursing Volume |, General
Resident Rights Guidelines” policy revealed if
residents are in their room "knock on the door,

Further review of this policy revealed "screen and
drape resident for maximum privacy".

1. Observation, on 02/09/12 at 9:45 AM, of a skin
assessment performed by Licensed Practical
Nurse (LPN) #5 of Resident #8 revealed the LPN
closed the resident's door, however did not pull
the privacy curtain around the bed. LPN #5
initiated the head-to-toe skin assessment by
having the resident remove his/her shirt, leaving

door was immediately opened by a Certified
Nursing Assistant (CNA) leaving the resident
exposed in his/her undergarment to anyone
passing by the door in the hallway. The CNA left
the door open for a few seconds. then left the
room, shutting the door.

Interview, on 02/09/12 at 10:05 AM_with Resident
#8 revealed he/she was "very modest” about
his/fher body and didn't want anyone looking at
hisfher body. Resident #8 stated he/she was a

management to ensure
provision of personal privacy
on 2/28/2012. No other issues
were identified,

Staff will receive education
regarding provision of persona) .
privacy by the Director of Staff
Development on 3/6/2012. All
staff will receive education
regarding providing privacy,
upon hire, annually and as
needed.

Provision of personal privacy
will be monitored through
interviews and observations
weekly times four weeks then
monthly times three months by
Department managers. Results
of this monitoring wil) be
brought to the Quality
Assurance meeting for review
and further recommendations
if needed.

Compliance Date: 3/16/20] )

Note: QA committee consists
of facility Department
Heads, Pharmacy Consultant
and Medical Director.
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"Christian" and didn't know who might have been
out in the hallway

Interview, on 02/09/12 at 10:09 AM, with LPN #5

revealed she closed the door for prwacy however,
should have additionally pulled the privacy curtain
| before initiating the skin assessment on Resident

#8.

Interview, on 02/09/12 at 10:09 AM, with CNA#5
revealed privacy curtaing were supposed to be
pulled anytime a resident had his/her clothes off.
&he stated she should have waited for a
rasponse before opening Resident #8's door on

1 {¥2/08/12 at 5:10 PM.

2 Observation, on 02/08/12 at 5:10 PM, of a skin
#ssessment performed by LPN #5 on Resident
# revealed the door to the hallway was left
peartially open and the privacy curtain was hot
rulled. LPN #6 proceeded to perform the head to
toe skin assessment leaving the resident
exposed to anyone passing in the haliway.

Interview, on 02/08/12 at 6:00 PM, with LPN #8&
revealed she should have closed the door and
pulled the privacy curtain before beginning the
head to toe skin assessment.

3. Observation, on 02/08/12 at 2:25 PM, of a skin
assessment performed by LPN #8 on Resident
#9 revealed the LPN left the window blinds wide
open and performed a head to toe skin
assessment leaving the resident exposed to
anyone looking in the window:.

Interview, on 02/08/12 at 4:22 PM, with LPN #9
revealed she had noticed the open blind "about

F 164
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half way through” the skin assessment and didn't
want to stop the skin assessment and close
them. She stated she should have ensured the
blinds were closed prior o initiating the skin
assessment.

Interview, on 02/10/12 at 8:00 FM, with the
Director of Nursing (DON) revealed staff should
ensure residents’ rights to privacy were protected
by closing doors, pulling privacy curtains, closing
window blinds, and asking permission to enter -
after knocking on doors. She stated staff failed to
follow facility policy related to residents’ rights to
privacy. Additionally, she stated staff were
trained on resident privacy. The DON stated that
Department Managers rouncs were performed to
monitor for the provision of p.rivacy and if a
problem was identified staff would be
re-educated.

483.16(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
deteérmined the facility failed to promote care for
residents in a manner and in an environment that
maintained or enhanced each resident's dignity
and respect in full recognition of his or her
individuality for two (2} of seventeen (17) sampled

F 164

F 241

F 241

Residents #5 and #8
are treated with
dignity and respect.
Residents #5 and #8
were monitored by
nursing management
on 2/28/20)2 to
ensure dignity and
respect were
maintained by staff.
No issues were
identified,

All residents are to be
cared for in an
environment that
matntains and
enhances their dignity
and respect in full
recognition of the
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residents (Residents: #5 and #8) and two (2)
unsampled residents as evidenced by facility staff individuality.
failing to knock on residents’ doors prior to entry Residents were
or knocking and immediately entering residents’ monitored through
rooms without permission when appropriate. interview and
This failure to enhance dignity was further observation by
evidenced during general survey observation and nursing management
interview with residents. to ensure that dignity
and respect were ’
The findings include: maintained by staff on
' ) ) ' 2/28/2012, No other
Review of the facility's policy titled "General issues were identified.
Resident Rights Guidelines”, undated, had under: 1 3. Al staff will receive
One (1), if resident is in his/her room, knock on education regarding
the door, wait for a response, and identify dignity and respect of
yourself, : : residents by the
: * Director of Staff
1. Review of Resident #5's-medical record Development on
revealed the facility admitted the resident on 3/6/2012. Orientation
10/22/04 with diagnoses which included upon hire includes
Glaucoma, Dementia, Alzheimer's Disease, and review of resident
Heart Failure. The resident was admitted to rights, addressing
Hospice 10/14/10. Review of the Minimum Data ‘ providing dignity and
Set (MDS) Assessment, completed on 12/28/11, respect for residents.
revealed Resident# 5's Brief Interview for Mental 4. Department managers
Status identified the resident as being severely will audit staff
impaired in cognition. . through observation
. ) weekly times four
Family Interview performed, 02/08/12 at 11:15 weeks then monthly
AM; with family member of Resident #5, revealed times three months fo
staff came into the room at times without ensure dignity and
knocking. Further interview revealed staff did not respect are being
always pull the curtein when providing care and provided to the
sometimes other staff would come into the room , residents. The results
and talk with the staff providing care to the : of these audits wil) be
resident. brought to the
Observation, on 02/08/12 at 9:48 AM, during a monthly Quality
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f skin assessment on Resident #8 revealed ‘
Certified Nursing Assistant (CNA} #5 knocked on Assurance meeting
| the resident's door and immediate! y opaned the | far rev aiwd Turthar
door without wailing for & response. The resident _ recommendations if
s had only an undergarment covenng lugher uppser : needed
! torso. | 5 Lomphance Dae:
G012

Interview, an 0200812 al 10.08 AM, with ChA, #5
| revealed she should have waited for a regponse
\ before cpening Resident #8's door on 02/08/12 &t
C5 30 PR i

2. Review of Resideni #8's medical record
revealed the resident the facility admitted tha
resident on 11718710, with disgnoses which ,
Hinciuded Bipolar {mood disorder) and Depression.
Review of the MOS Assessmant, completad on
041812, revesied Resident #8's Bref Interview
for Mental Status identified the resident ae Being |
cagnitively intact,

interview performed, on D2/08/12 at 2 30 PM,
with Resident #8 revealed staff did not always
respect hig/her privacy  The resident slated staff
did not knock all the tme when they came in the
i door and did not atways cloge the curlain when
helshe was I the shower room and people had
walked in and out. Continued interview revesied
he/she usad (o have z sign on histher door
mdicating to please knock and wait for answer |
before eniering, but did not know what happenad | :
o the sign.

3. Observation, on 02/08/12 at 2:40 PM, of 5
Licensed Practical Nurse (LPN) #3 parforming f . ' !
medication adminisiration fo two (2) unsampled i
residents revealed the LPN entered the residents’ | i
rooms without knocking, idenfifying hersalf, and i .

waiting for a responsge prior to antering. 5
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Interview, on 02/08/12 at 8:27 PM, with LPN #3
revealed she did not knock on residents' doors if
she was looking at them face to face. She
indicated she would just enter the room. She
stated if the residents’ door was closed then she
would knock before entering.
4. General survey dbservation of meal service,
on 02/08/12 between 5:50 PM and 5:55 PM,
revealed Certified Nursing Assistant (CNA) #7
was observed entering Rooms: #3186, #320, #321
| (Resident #8's room), and #322 without knocking
prior to entry when passing dinner trays to
residents.
Interview, on 02/08/12 at 5:58 PM, with CNA# 7 h
regarding the facility process for staff when
entering residents' room revealed, they were
supposed to knock before entering rooms. When
interviewed: further CNA#7 explained she was in F274
a hurry and just forgot.
. 1. Resident #1 is
Interview, on 02/10/12 at 8:05 PM, with the currently in an
Director of Nursing (DON) revealed staff should assessment period due
knock on doors before entering. If it was to a significant
someone who could respond she would expect change in condition.
staff to get permission before entering. This was 2. All residents will
an expectation of staff. Staff were trained to have their current
knock on doors. During rounds, Department ADL abilities
Heads would be expected to monitor for dignity. reviewed and
F 274 | 483.20(b)(2)(ii) COMPREHENSIVE ASSESS F274 compared against
$8=D | AFTER SIGNIFICANT CHANGE their previous MDS
o by Nursing
A facility must conduct a comprehensive Management to
assessment of a resident within 14 days after the determine significant
facility determines, or should have determined, changes in condition.
that there has been a significant change in the This audit wi)] be
Event ID:SOSTH Facility I0: 100378 If continuation sheet Page 7 of 37
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requires interdisciplinary review or révision of the

resident's physical or mental condition. (For
purpose of this section, a significant change
means a major decline cr improvement in the
resident’s status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than .
one area of the resident's health status, and

care plan, or both.)

This REQUIREMENT is not met as evidenced
by: .

Based on interview and record review, it was
determined the tacility failed to conduct a
Significant Change Minimum Data Set (MDS)
Assessment for one {1) of seventeen (17)
sampled residents {Resident #1), after a decline
in activities of daily living: walk in room, walk in
corridor, locomation offfon unit, eating, urinary
continence, and bowel continence.

The findings include:

Review of the Medical Record for Resident #1
revealed the facility admitted the resident on.
08/11/11 with diagnoses which included Acute
Systolic Congestive Heart Failure, Diabetes, and
Chronic Kidney Disease.

A review of the Admission MDS, dated 08/18/11,
revealed the Activities of Daily Living (ADL)
Assistance assessment revealed the resident
needed: extensive assistance of two (2) persons
when walking in their room, when walking in the
corridor the resident required limitad agsistance
of one (1) person, with locomotion off the unit

completed by -
3/2/2012.

Nursing staff will
receive education by
the MDS coordinator
on or before 3/6/20]2,
regarding notification
of any changes in
condition.

A change of condition
log as been initiated
and will be audited
weekly times four
weeks then monthly
times three months by
the Director of
Nursing or Assistant
Director of Nursing in
order to identify
significant changes in
condition. The results
of these audits wil) be
brought to the
monthly Quality
Assurance meeting
for review and further
recommendations if
needed.

Compliance Date:
3/16/2012
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“dressing the resident needed extensive

| incontinent of bowel.

using his/her wheelchair, the resident was
independent with set up only by staff, with bathing
the resident required physical help with only part
of the bathing activity, to dress the resident
required limited assistance, with eating the
resident needed supervision and setup help only.
Further review of the MDS revealed the resident
was frequently incontinent of urine, and always
continent of bowel.

Areview of the Quarterly MDS, dated 01/30/12,
revealed the (ADL) Assistance assessment noted
the resident declined in the following areas from
the the 08/18/11 MDS: the assessment of walking
in room/corridor it was noted the activity did not
occur, with locomotion off the unit using his/her
wheelchair the resident was only able to perform
this activity once or twice during the assessment
and required one person physical assistance to
perform, with-bathing the resident was totally
dependent on staff for his bathing needs, for

asslstance, with eating the resident required
extensive assistance of one person assistance.
Further review of the MDS revealed the resident
was always incontinent of urine, and always

Interview, on 02/09/12 at 9:20 AM, with Licensed
Practical Nurse (LPN) #5 revealed Resident #1
had a functional decline after admission related to
a Miocardial Infarction (MI) on 09/29/11. The
resident was re-admited on 10/06/11 and needed
total care by staff. When the resident came back
he/she could barely move histher arms. The
resident began Physical/Occupational/Speech
Therapy upon re-admission. The resident had
shown tmprovement with therapy, but
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experienced a set back.
Interview, on 02/09/12 at 10:45 AM, with the MDS
Coordinator revealed the criteria for performing a
Significant Change (MDS) Assessment was any
decline in two (2) or more areas, if the decline
was not self limiting, where the resident could
recover after a short period of time such as with
an infection. After reviewing the 08/18/11 and the
01/30/12 MDS, she revealed based on the criteria
the facility should have performed a Significant
Change MDS Assessment. The resident had a
decline in urinary/bowel incontinence, a decline in
bathing, dressing, eating, and the resident was
not up walking. The MDS staff should have
compared the resident's ADLs from when he/she |
was admitted after the Ml to his/her prior function
levels. Continued interview reveaied this should
have been a significant change. Because they
did not generate a Significant Change
Assessment, it could have had an impact on
identifying Resident #1's care plan needs.
F 286G
Interview, on 02/10/12 at 7:50 PM, with the
Director of Nursing (DON) revealed, after review |. Resident #1's
of the resident's decline in ADLs and care areas, careplan was revised
when there was a significant change of two or on 2/9/2012 with an
more care areas a Significant Change MDS order to not include a
should have been performed. The nursing staff fluid Testriction and to
should have notified the MDS nurse of changes in push fluids as stated _
the resident's function so she could determine if it in the previous order
qualified for a Significant Change. on 1/20/2012.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 Resident #4's
$5=p | PARTICIPATE PLANNING CARE—REV!SE CP careplan was revised
on 2/13/2012 in order
The resident has the right, uniess adjudged resolve an acute issue
incompetent or otherwise found to be of pneumonia.
incapacitated under the laws of the State, to
Facility 10: 100376 Il continuation sheet Page 10 of 37
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5 ' pariicipate in planning care and treatmeant or
| ﬂmgﬂgeg iy care and reatmant

A comprahens
| within 7 days after the compietion of the -
ﬁvmpz’ehms.ve assessment, prepared by an

physiclan, & registered nurse with responsibility
for the resident, and othar anpropriste stad i

lagal representativa

gach gssessment

This RECIIREMERT is not met as evidenced
by

Based on observaiio
and review of the facility's policy, i was

determings the facility faijed io ensure the

- Comprahensive Plans of Cars wers reviewed and !
- of revised for four (4) of seventesn (17} sampled

 Tesidents: Residents #1 #4, #6, and #8.

' The findings include:

.l Reviaw of the facility's policy. Resident Care Plan,
| undatad, revesled the care plan is defined as 5

tve care plan must be developed
interdiscipiinary team., that includes the atlendi r.g

disciplines as defermined by the resident's needs,
and, (o the extent pra=ticable, the participation of !
the rasident, the resicent's family or the resident's
;g periodically reviewed.
afic revised by a team of qualified persons afier

o, nlErview, record review,

Resident #5°s
careplan was reviced
an 2710 N7 s order
o resalve the issue of
d«:.uia bronchirs
Residant #5°
caroplan wag vevised
2AP5A200E i ovder
3¢ an acule
e reparding o sore
ilroatl

An audd of ol
;

resident caveptang was
sompleted on
2282001 by Nursing
Masagemient o
ensure ol acuie issues
were resglved
appropriafely and thas
careplany refinct
current MDD orders,

- Licensed vursing siaff
;

vill recelve edugation
by the MDS
Coardinator on
3620102 regmding
resclution of acute
careplans and
revisions of careplans
1o reflect pew MD
arders,

f

] brief wrilten porirait of the resident and an
individuahzed guide of the nursing care needed.

J Review of the care plan is done st lesst guartarly
; and as needed {o raflect {he resident's current

; ' nesds, problerms, goels, treatment, and services.

4. The change

condition log wilt be
avdited weekly times
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| Care Plans were revised as part of Quality

:cara plan was important because it allowed staff

Interview, on 02/10/12 at 3:45 PM, with the
Director of Nursing (DON), revealed all
Physician's orders were reviewed by nursing
management to help ensure the Comprehensive

Assurance. Continued interview revealed there
was no current formal monitoring to ensure Acute
Care Plans were revised when conditions were
resolved.

Interview, on 02/09/12 at 1:30 PM, with Assistant
Minimum Data Set (MDS) Coordinator, revealed
she reviewed the orders to make sure she
addressed all the concerns on the care plan. The

to-2 aware of the residents' needs.

Interview, on 02/09/12 at 4:00 PM, with the
Assstant Director of Nursing (ADON), revealed
the-zare plans helped direct the care of the
residents and nursing direct care staff was
responsible for making revisions to the
Comprehensive Plan of Care as orders changed
and as the residents’ condition changed.

1. Review of Resident #1's medical record
revealed the facility re-admitfed the resident on
10/06/11 with diagnoses which included
Dementia, Chronic Kidney Disease, and Acute
Systolic Congetive Heart Failure. Review of the
Physician's monthly orders for January 2012
revealed the resident was on a 1500 milliliter (ml)
fluid restriction. Review of the Physician's order
on 01/20/12 revealed an order to push fluid.
Review of the Comprehensive Plan of Care
included an intervention for 1500 mi fluid
restriction under the the resident's care plan for

four weeks then
monthly times three
months by the
Director of Nursing or
ADON to ensure
acute issues are
resolved and that
careplans are revised
according to new MD
orders. The results of
these audits will be
brought to the
monthly Quality
Assurance meeting
for review and firther
recommendations if
needed.

5. Compliance Date:
3/16/2012 .
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- potential for weight los/gein. Further review of the |
i resident's Daily Cars Guide sheet for direct care
| revesled it did not include any fluid restriction.

- Review of the resident's intake sheat for i
- January/February 2012 revealed the resident was
given more than 1500 m! of fluid on the following

 dates 01/23/12 (1680 my, 01/29/12 (1800 mi), .
CO3A2 (1860 mil), 02/05412 (2100 mib), 6206712 .
(1740 mb, and on 02/08/12 (1880 mi). ! i

Observation of Resident 7, on 02/07/12 at 4:00
P, revesled the resident hed o water plicher,
with water, af bedside within reach. Ohservabion
with Cartified Nursing Asistan {ONAY#10, on P
Q20012 at 250 PM, revealed the resident had o
| Renraay cup el hedside with ico and water

Irderdaw, on 02/09712 & 350 P'M, with ONA £10
revested they glve Resident #1 the fluid on .
hishar meal tray and hefshe also had 2 Kennedy | :
L cup gt badside which he/she tried (o keep full of
water and encouraged the resident fo drink. The
resident would also reqguest fluid ot times.
Further interview with TNA #10 revesled the aide
care plan (Daily Care Guidg) did not show the
resident had a fluid restriction. Continueg
interview revealsed if 2 resident was on fiuid
resirictions It was noted in the aide care plan.

Interview, on 02/09/12 at 4:00 PM, with LPR #6
reveaied Resident #1 was on & fluid resitiction
due to his/her heart failure. The Comprehensive
Care Pian showed 1500 mi fluid restriction

nterview, on 02/09/12 at 5:45 PM, with Direcior S
of Mursing (DON) revealed the Physician had
changed the fluid restriction order on 01/20/12 to

I ' L
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1 3. Review of Resident #6's medical record

push fluids.

2. Review of Resident #4's medical record
revealed the resident was admitted on 4/19/10
with diagnoses which included Mild Mental
Retardation, Difficulty Walking and Generalized
Pain. Review of the Physician's monthiy orders
for December 2011 revealed the initiation of
antibiotics to treat Acute Pneumonia. Record
review revealed Resident #4's Comprehensive
Care Plan reflected the Acute Condition, with the
"problem’” onset of 12/11/2011 which stated, "I
have pneumonia",

Interview with Licensed Practical Nurse (LPN)
#13, on 02/08/12 at 2:30 PM, revealed Resident
#4 no longer exhibited signs or symptoms of
pneumonia, the problem was resolved and the
interventions listed on the Comprehensive Plan of |
Care no longer related to the resident's current
condition. Interview further revealed the antibiotic
therapy and diagnostic studies of the chest were
completed in December. Continued interview
revealed the remaining interventions including
Nebulizer (breathing treatments) and labwork was
completed the first week of January 2012. She
further stated the nurses should have revised the
care plan as the resident's condition changed and
the interventions were no longer appropriate.

revealed the facility admitted the resident on
06/16/08 with diagnoses which included
Generalized Pain, Diabetes Mellitus and Renal
Dialysis. The medical record revealed the
additional diagnosis of Acute Sinusitis o
01/14/12. :
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| Record review of the Comprehensive Care Plan
revealed the care plan was revised to reflect the
change in the resident's condition on 01/16/12
with the "problem onset... | have
sinusitis..Infection will resolve in next ten (10)
days."
Interview with LPN #13, on 02/08/12 at 2:30 PM,
revealed Resident #6's Acute Care Plan for
sinusitis was not current. She further stated the
interventions on the plan of care were no longer
appropriate after the condition was resoived the
-1 end of January 2012.
4. Review of Resident #9's medical record
revealed diagnoses which included Anemia,
Anxiety and Depression. Review of the
Physician's orders revealed an order, dated
01/11/12, for ten (10) days of antibiotic therapy
{medication) fo treat the resident's Sore Throat.
Record review of Resident #9's Comprehensive
Care Plan revealed the "Problem Onset of Sore
Throat" with the intervention of antibiotic therapy
for ten (10} days, beginning 1/11/12. F281
Interview with LPN #8, on 02/08/12 at 6:60 PM [. Resident £5 received an ord
revealed the Care Plan specific to Resident #9's 5 /e|sol /2661 12 to Zi:é;{_ﬁﬁ:iot;ee;:: of
Sore Throat should have been revised 01/21/12 fall mats. Resident #7's MAR was
when the coqdltlon was resolved. corrected to include diet coke flushes,
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 on 2/10/2012. Resident #14's djet
$5=D | PROFESSIONAL STANDARDS order was clarified on 2/7/2012 and is
) . . recejving the correct diet consistency.
| The services provided or arranged by the facility Resident #14 discontinued the use of
must meet professional standards of quality. oxygen per physician order on
. 2/2/2012.
This REQUIREMENT is not met as evidenced
RM CMS-2667(02-88) Previous Varsions Obsolele Faaility 10; 100378 If continuation sheet Page 15 of 37
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by:

liquids.

The ﬁn'dings include;

Based on observation, interview, record review,
and policy review, it was determined the facility
failed to meet professional standards of quality
according to acceptable standards of clinical
practice for three (3) of nineteen (19) sampled
residents (Residents: #5, #7 and #14). The facility
failed to ensure the following Physician's orders
were carried out: Resident #5 had a Physician's
order for floor matts by the bed but no floor matts
were in place; Resident #7 had a Physician's
order for Coke flushes to his/her G-tube and the
resident did not receive these flushes; Resident
#14 had a Physician’s order to discontinue
oxygen treatment, but the resident was still on
oxygen and another order for a regular diet and
thin fiquids, but the resident was observed to
have a mechanical soft diet with honey thickened

1. Review of Resident #5's medical record
revealed the resident was admitted by the faciiity
on 10/22/04 with diagnoses which included
Dementia, Glaucoma, Alzheimer's Disease, and .
Anxiety. Review of the February 2012 Monthly
Physician's orders revealed an order for the
resident to have fall mats on the floor on each
side of the bed due to fall risk.

Observation of Resident #5's room, on 02/08/12
at 11:156 AM and 2:25 PM, and on 02/09/12 at
8:560 AM, 11:30 AM, and 7:45 PM revealed no
floor mats by the bedside or in the room.

Interview, on 02/09/12 at 7:55 PM, with Certified
Nursing Assistant (CNA) #7, revealed the fall

An audit of all diet orders was ,
completed on 2/7/2012 by the Dietary
Manager and the Director of Nursing
to ensure all residents receive the
correct diet. Review of physician
orders written in the past 14 days for
all residents were reviewed by the
Directer of Nursing on 3/2/2012 to
ensure physician orders had been
implemented and had been followed
accordingly.

Licensed nursing staff will receive
education by the Director of Staff
Development regarding the process
for communicating diet orders and
following physician orders on
3/6/2012.

An audit of new physician orders will
be completed by the Director of
Nursing or ADON to ensure
physician orders are implemented and
are followed as written weekly times
four weeks then monthly times three
months. The results of these audits
will be brought to the monthly
Quality Assurance meeting for review
and further recommendations if
needed.

Compliance Date: 2/16/2012
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“have notified the physician and gotten an order to

Continued From page 16

mats were listed on the care guide and aides
were supposed to make sure they were at the
bedside when the resident was in bed since the
resident was a fall risk. Further interview
revealed the fall mats had not been down for
awhile. .

Interview, on 02/09/12 at 7:45 PM, with Licensed
Practical Nurse (LPN) #5 revealed Resident #5
had a current order for fall mats. The LPN
verified the resident no longer had fall mats in the
room. Further interview revealed it was the
nurse's responsibility to verify the fall mats were
in place.

Interview, on 02/1(:/12 at 7:06 PM, with the
Director of Nursing (DON) revealed if there was
an order for fall mats she would expect them to
be-there. The nurge and the CNA were
responsible for making sure the floor mats were
in place. The nurses and aides failed to make
sure the order was carried through. If staff falt
the floor mats were no longer needed they should

discontinue the mats.

2. Review of Resident #7's medical record
revealed the facility admitted the resident on
12/01/11 with diagnoses which included
Dementia, Diabetes, Feeding tube and Psychotic

Disorder.

Review of the medical record revealed an order,
dated 01/10/12, to flush G-tube (gastric feeding
tube inserted through a small incision in the
abdomen into the stomach) with fifty (50)
milliliters of diet coke every six (6) hours.
Record review of the Medication Administration

F 281
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Continued From page 17

Record (MAR) for January 2012 revealed
Resident #7 received "Diet Coke flushes" every

S8iX (8} hours as ordered. However, record review

of the February 2012 MAR did not note an order
for "Diet Coke flushes” and there was na
documented evidence the flushes were continued
in February 2012 as ordered.

Interview with Resident #7's Physician, on -
02/09/12 at 3:30 PM, confirmed he ordered the
Diet Coke flushes to help maintain the patency of
the G-tube and had not discontinued the Diet
Coke flushes.

Interview with LPN #13, on 02/09/12 at 6:00 P,
revealed there was Diet Coke available in the
Medication Cart but according to the MAR the

-{ resident no longer received the Diet Coke flushes

to G-tube. However, further interview and record
review of the Physician's orders revealed no
evidence the order was discontinued.

3. Review of Resident #14's medical record
revealed the resident was admitted by the facility
on 11/10/12 with diagnoses which included
Dementia with behaviors, Acute Bronchitis, Heart
Failure, Coronary Artery Disease, and Chronic
Obstructive Pulmonary Disease.

Review of the Physician's orders revealed, on
01/14/12, the Physician ordered a diet change for
Resident #14 to mechanical soft diet and honey
thickened liquids. Another physician order, dated
01/26/12, revealed a diet change for Resident
#14 to a regular diet with thin liquids:

Obsetrvation, on 02/07/12 at 11:55 AM, of
Resident #14's food tray revealed the resident
had a meal ticket showing the resident was to
have a mechanical soft digt and honey thickened

F 281
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Interview, on 02/07/12 at 11:55 AM, with LPN #12

liquids. Observation of the resident's food
revealed a mechanical soft diet and honey
thickened liquids were served.

revealed the resident had an order on 01/26/12
for a regular diet and thin liquids. The resident
should have received a regular diet and had thin
liquids. Further interview revealed when there
was an order change, the kitchen was supposed
to get Diet Order and Communication slip
completed by the nurse who transcribed the order
for the new diet. This was taken to the kitchen
and it was entered into the computer. The LPN
also stated the resident had a mechanical soft
texture diet and honey thickened liquids on
02/07/12. o

Interview, on 02/10/12 at 3:45 PM, with the DON
revealed when they received the 01/26/12 order.
to change Resident #14's diet to regular and thin
liquids a diet communication slip should have
been completed and sent to dietary for entery in
the computer. The dietary manger was supposed
to get a copy. of the original order. The DON
checked and they were unable to find a diet
communication slip. The DON stated she did not
know how the error oceurred, but the new diet
order was not in the system.

Further review of Resident #14's Physician's
orders revealed there was an order on 02/05/12
to discontinue the resident's oxygen treatment at
two (2) fiters per minute via nasal cannula (a
device to have oxygen flow into the nose).

Observation of Resident #14, on 02/10/12 at the

following times: 8:30 AM, 10:45 AM, and 12:25
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PM revealed the resident was receiving oxygen
treatment via the nasal cannula at two (2) liters..
Interview, on 02/10/12 at 12:25 PM, with LPN #9
revealed, after observation of Resident #14, the
resident was still getting oxygen' treatment. It
should have been discontinued by the nurse who
took the order to discontinue the oxygen. It was
the nurse's responsibility to make sure it was
discontinued. There was a note on the resident's ,
Medication Administration Record (MAR) showing 323
the oxygen was to be discontinued on 02/05/12.
The order should have been followed. If they I.  The emergency carts
determined the resident needed oxygen a new were secured with a
order should have been written. seal and breakaway
' key on 2/27/2012 by
Further interview with the DON, on 02/10/12 at the Director of
3:45 PM, regarding the order to discontinue the Maintenance. The
oxygen treatment for Resident #14 revealed if ' supply closet door
there was an order to discontinue the oxygen was closed
treatment then it should have been discontinued. completely and is
The.nurse taking the order should have secured with a keypad
discontinued the oxygen. If staff assessed the lock. X
resident sfill needed oxygen they should have 2. All residents have the
gotten a new order for oxygen. potential to be
F 323 | 483.25(h) FREE OF ACCIDENT F 323 affected, therefore a
$8=D | HAZARDS/SUPERVISION/DEVICES : facility walk through
round was conducted
The facility must ensure that the resident on 2/13/2012 by
environment remains as free of accident hazards department managers
as is possible; and each resident receives to ensure the residents
adequate supervision and assistance devices to environment remains
prevent accidents. free of accident
hazards as is possible.
Any issues identified
were corrected
appropriately.
If cantinuation sheet Page 2 of 37
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.remained free of accldent hazards as is possible

The findings include:

This REQUIREMENT is not met as evidenced
by: _
Based on observation, interview, review of the
facility's policy and review of the Material Safety
Data Sheets (MSDS), it was determined the
facility failed to ensure the residents’ environment

as evidenced by unlocked emergency ("crash")
carts on the West and South Units and an
unlocked supply room on the North Unit that
contained potentially hazardous materials.

Revie v of the facility policy, "Emergency
Equip:nent” 8-50, undated, revealed under the
Proceifure subsection number three (3) "all
emergency equipment storage areas will be
securad with a seal. The storage units will be
checkad, re-stocked, and sealed each time the
seal i broken’. Further review of the policy under
subsection number five (5) revealed "The DON
(Director of Nursing) designee will verify that the
cart is locked with a seal everyday".

1. Observation, on 02/07/12 at 4:50 PM, revealed
an unlocked emergency "crash” cart in the
hallway of West Wing near the nurse's station.
The emergency cart contained sharps devices,
an [V cannula (needle device) and a suture kit.

Interview, on 02/07/12 at 6:40 PM, with
Registered Nurse (RN) #3, who observed the
unlocked emergency cart with the surveyor,
revealed the emergency cart should be locked.
They do not want a cognitively impaired resident
getting into the cart and'getting the sharps. Itis a
safaly issue.

All staff will receive
education by Director
of Staff Development
on 3/6/2012 requiring
ensuring the facility
environment remains
free of accident
hazards as is possible.
Audits will be
conducted by the
department managers
through observations
during facility rounds
weekly time four
weeks then monthly
times three months to
ensure the facility
environment remains
free of accident
hazards as is possible
and to ensure each
resident receives
adequate supervision
and assistance to
prevent accidents.
The results of these
audits will be brought
to the monthly
Quality Assurance
meeting for review
and further
tecommendations if
needed.

Compliance Date:
371672012
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2. Observation, on 02/08/12 at 12:00 PM,
revealed an unlocked emergency "crash” cart on
the South Unit. Observation of the items stored in
the "crash” cart revealed three (3) bottles of a
liquid substance labeled Buffered Eye-Lert
Emergency Eye & Skin Flush. Observation of the
labels revealed a waming that stated if swallowed
get medical help or call Poison Control right
away.

Review of the material supplied by the
manufacturer revealed that the Buffered Eye-Lert
solution was considered a drug and therefore a
Material Safety Data Sheet (MSD3) did not exist
for the product. - .

Interview,on 02/08/12 12:20 PM,with LPN #7
revealed all "crash” carts were to be locked at all
times. She stated the lock was btoken on the
cart however. She stated the Buifered Eye-Lert
solution could pose a potential hazard to
residents if swallowed.

Interview, on 02/08/12 at 12:28 PM, with the Staff
Development Coordinator/Infection Control Nurse
revealed the Buffered Eye-Lert solution would be
considered hazardous as it contained a warning
to call Poison Control if swallowed. She stated
she didn't realize there was anything hazardous
stored in the "crash" cart.

3. Observation, on 02/07/12 from 2:30 PM to
2:40 PM, revealed an open unlocked supply
closet door across from the North Wing Nursing
Station. No staff was present to monitor the open
door at this time. The closet was observed to
contain twelve (12) botties of Hydrogen Peroxide
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_|{ were chemicals and sharps in the closet.

Continued From page 22
Topical Solution and two (2) boxes containing
disposable razors.

Observation, on 02/08/12 at 11:30 AM, revealed
the supply room door on the North Unit to be
standing open with no staff prasent monitoring
the door. Observation of the contents of the
room revealed hazardous substances fo be
stored in it, such as bottles of Hydrogen Peroxide,
boxes of Alcohol Prep Pads and Povidone-lodine
Prep Pads. Additionally, disposable razors were
stored in this supply room. The bottles of
Hydrogen Peroxide, and boxes of Alcohol Prep
Pads and Povidone-lodine Prep Pads contained

were swallowed seek medical help or call Poison
Control. Further observation of this room
revealed it continued to remain unlocked and
unsupervised on 02/08/12 until 11:55 AM when
an Occupational Therapist pulled the door closed
locking it. Observations on 02/09/12 at 8:40 AM,
2:15 AM, and 11:05 AM revealed the North Unit
supply room to be unlocked.

Review of the MSDS for the Hydrogen Peroxide
revealed if the product was ingested it could
cause irritation of the upper gastrointestinal (Gl)
tract, with potential distension of the esophagus
or stomach. Review of the MSDS for the

not induce: vomiting" and "obtain medical
attention”,

Interview, on 02/07/12 at 2:40 PM, with Certified
Nursing Assistant (CNA) #1 revealed the supply
closet door should be closed at all times. Itwas a
safety concern for the residents because there

F 323
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Interview, on 02/11/12 at 2:30 PM, with Licensed
Practical Nurse (LPN) #10/Charge Nurse
revealed the supply room was supposed to be F 431
locked at all times. She stated there were "things
in there that could potentially hurt a resident”. ' L. Identified medicatiomns
F 431 483.60(b), (d}, (¢) DRUG RECORDS, F 431 were removed from
$8=D; LABEL/STORE DRUGS & BIOLOGICALS ‘the cart and secured in

. Comprehensive Drug Abuse Pravention and

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
contrelled drugs in sufficient detail to enable an
accurate reconciliation: and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable. .

In accordance with State and Federal laws, the
facility must store alf drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys. ,

The facility must provide separately locked,
permanently affixed compartments for storage of _
controlled drugs listed in Schedule Il of the

Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the

a locked storage area.

2. A facility walk
through was
conducted by nursing
management on
2/29/2012 to ensure
all medications were
secured in a locked
storage ares with
access restricted to
authorized personnel
only.

3. Nursing staff will
receive education by
the Director of Staff
Development on.
3/6/2012 to discuss
the proper storage of
all medications,

4, Audits will be
conducted by nursing
personnel through
observation of nursing
units weekly times
four weeks then
monthly times three
months to ensure
proper storage of
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quantity stored is minimal and a missing dose can
be readily detected. medications is taking
place. The results of
these audits will be
brought to the
This REQUIREMENT is not met as evidenced monthly Quality
by: Assurance meeting
Based on observation, interview, and policy for review and further
review it was determined the facility failed to recommendations if
secure all medication in a locked storage area needed.
and limit access to authorized personnel only as 5. Compliance Date:
evidenced by medication observed to be left on 3/16/2011
top of a medication cart unsupervised.
The finding include:
Review of the facility'’s policy: Medication Storage,
last revised 06/21/08, revealed medications must
be kept under continuous supetvision.
Medications for external use only must be stored
separately from internal medications, and all must
be accessibie only to authorized personnel.
Observation, on 02/07/12 at 5:00 PM, of a
medication cart outside of rooms 204/205
revealed the following medications on top of the
cart unsupervised: Triamcinolone Cream 0.1%
and Santyl 250 unit ointment.
Interview, on 02/07/12 at 5:05 PM, with LPN #13
revealed the medication creams should not have
been left on top of the cart. They should have
been kept in the locked drawer for the safety of
residents.
F 441 483.65 INFECTION CONTROL, PREVENT F 441
$8=D |-SPREAD, LINENS
The facility must establish and maintain an

HRM CMS-2567(02-6%) Previous Versions Obsolale

Ewvent 10; SOST 11

Facility ID: 100376

If continuation sheet Psge 25 of 37




e e i
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

TATEMENT OF OEFICIENCIES . j{X1} PROVIOER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} OATE SURVEY
NO PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING CORMPLETEO

185155 8. WING 02/11/2012

STREET AOORESS, CITY, STATE, ZIP COOE
933 NORTH TOLLIVER ROAD
LIFE CARE CENTER OF MOREHEAD MOREHEAD, KY 40351

(X4) 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION (%)

PREFIX {EACH OEFICIENCY MUST BE PRECEOEO BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION

TAG REGULATORY OR LSC [OENTIFYING INFORMATION) TAG - CROSS-REFERENCEO TO THE APPROPRIATE DATE
: OEFICIENCY)

NAME OF PROVIOER OR SUPPLIER

F 441 Continued From page 25 F 441
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

-1 to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facitity must establish an Infection Control
Program under which it -

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

(2) Decides what-procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
‘| actions related fo infections.

(b} Preventing Spread of [nfection

(1) When the Infectic:n Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

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

(3) The facility must require staff to wash their
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.

This REQUIREMENT is not met as svidenced
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by:
Basad on observation, interview, and review of
the facility's policy it was determined the facility

failed to maintain an Infection Control Program to
help prevent the development and transmission
of disease and infection for three (3) of seventeen
(17) sampled residents (Residents #2, #5 and #7)
related to the sanitizing and changing of gloves
during skin assessments and perineal care.

The findings include:

Review of the facility policy, Personal Hygiene
Care, undated revealad gloves should be
removed and hands sanitized after performing
perineal care.

1. Observation, on 02/08/12 at 2:25 PM, of a
head to toe skin assessment performed by
Licensed Practical Nurse (LPN) #9 on Resident
#7 revealed the nurse started at the resident's
head and proceeded down his/her body. When
the LPN checked the resident's perincal area she
proceeded to check the rest of the resident's
lower body without changing gloves or sanitizing
her hands.

Interview, on 02/08/12 at 4:22 PM, with LPN #0
revealed she should have sanitized her hands
and put new gloves on after assessing the
resident's perineal area and before continuing the
skin assessment.

2. Observation,-on 02/08/12 at 5:15 PM, of a skin
assessment for Resident #5 revealed after LPN
#5 touched the resident's perineal area with her
gloves she changed glovas, but failed to cleanse
her hands before donning the new pair of gloves
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Continued From page 27
to continue the skin assessment.

Interview, on 02/08/12 at 5:25 PM, with LPN #5
revealed she should have used hand sanitizer
after taking off her gloves and before donning
new gloves. This was an infection control issue,
because there could have been contamination
with organisms on her hands after removing the
gloves. The perineal area was considered a dirty
area and she should have cleansed her hands
after touching the area,

3. Observation, on 02/08/12 at 5:25 PM, during a
head to toe skin assessment on Resident #2
revealed the resident's perineal area and
buttocks were soiled with feces. Two (2) Certified
Nursing Assistants (CNAs) entered the room to
cleanse the resident. CNA#6 cleansed the feces
from the resident's perineal area and buttocks
and assisted with application of a new adult
protective garment without sanitizing his hands or
changing gloves. After the CNAs finished the
task, the nurse informed them a pillow needed a
clean pillowcase. CNA #6 removed his gloves
and proceeded out of the resident's room to the
clean linen area obtaining a new pillowcase
without sanitizing his hands.

Interview, on 02/08/12 at 5:40 PM, with CNA #6
revealed he usually changed his gloves and
sanitized his hands after "cleaning a resident up”.
He stated he should have sanitized his hands
also prior to obtaining the new pillowcase. The
CNA stated he had been in a hurry, however
should have ensured hand sanitation was
performed and new gloves were obtained prior to
applying the new adult protective garment and
prior to obtaining the new pilfowcase from the

F 441
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clean linen area.
Interview, on 02/10/12 at 8:25 PM, with the
Infection Control/Staff Development Nurse
revealed when performing a skin assessment, if
staff was to touch an open area, the vaginal area,
the perineal area, or the rectal area she wouid
expect the staff to change gloves and to cleanse
their hands before putting on the new gloves and
continuing on with the skin assessment. The
Infection Control Nurse stated she did not monitor
staff when they perform skin assessment, but
staff should know to do this because they were
taught how fo do this. She continued to state this
the practiced posed a risk for the potential to
spread organisms to other areas of thé body and
infection.
F 483 | 483.70(f) RESIDENT CALL SYSTEM - F 463 F463
3S8=0 | ROOMS/TOILET/BATH

The nurses' station must be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by. .

Based on observation, interview, record review
and review of the facility's policies, it was
determined the facility failed to ensure an
effective communication call system was
available for one (1) of seventaen (17) sampled
residents, Resident #7, as evidenced by
observations of the call light not placed within
reach of the resident.

L

Resident #7's call light was
place back within reach of the
resident.

A facility walk through was
conducted by depariment
managers on 2/28/2012 to
ensure call lights were within
reach of the residents. Any
issues were corrected
appropriately.

All staff will receive education
by the Director of Staff
Development on 3/6/2012 to
discuss the proper placement
of call lights.
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The findings include:

Review of the facility's policy, Use of Call Light,
undated, states to position the call light
conveniently. The policy further stated to be sure
call lights are placed on the bed at all times,
never on the floor or bedside stand.

Review of the facility's policy, General Resident
Rights Guidelines, undated, states to place call
light within reach of the resident.

Review of the facility’s policy, Tuming Rounds,
undated, states it is the basic responsibility of
staff to “refresh" non-ambulatory residents on a
regular hasis. This procedure includes to place
call light within reach and instruct resident to call
for assistance, if neaded.

Review :f the medical record, revealed Resident
#7 had diagnoses which included Dementia,
Anxiety and Diabetes. Review of the Significant
Change Minimum Data Set (MDS) Assessment,
dated 12/08/11, revealed the facility had
assessed Resident #7 as moderately impaired in
cognition.

' Observation, on 02/07/12 at 5:15 PM, 5:45 PM,

6:10 PM, and 7:00 PM revealed the call bell and
cord was on the floor underneath Resident #7's
bed out of reach and the resident was in bed,
positioned on his/her back with eyes closed.

Interview with Licensed Practical Nurse (LPN) #2,
on 02/07/12 at 7:00 PM, revealed call lights were
to be within reach of the residents and even on
Resident #7's "best days" he/she could not reach
or retrieve the call bell from the location of

Audits will be conducted by
department managers weekly
times four weeks then monthly
times three months to ensure
proper placement of resident
call lights. The results of these
audits will be brought to the
monthly Quality Assurance
meeting for review and further -
recommendations if needed.
Date of Compliance:
3/16/2012
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‘and progress notes.

Continued From page 30
underneath the bed.

Observation, on 02/08/12 at 10:15:AM, 11:30 AM,
11:45 AM and 12:20 PM, revealed Resident #7
was noted to be in a reclining type of chair with
histher eyes shut without a call bell accessible.
Further observation during those times revealed
the call bell was located on the resident's bed,
however, it was out of the Resident #7's reach’
and covered by.bed linens.

Interview at Resident #7's bedside with Certified
Nursing Assistant (CNA) #3, on 02/08/12 at 12:25
PM, confirmed the call bell was not within reach
of Resident #7 when it was located under the bed
linens. .Continued interview with ChNA #4 revealed
they had failed to notice the call bali was not
accessible, She further stated the night shift had
"spread up the bed" and confirmed -he call bell
had been “under the covers out of r-2ach of the
resident for about four (4) hours'. .
483.75(1)(1) RES -
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.
The clinical record must contain sufficient
information to identify the resident; a record of the
rasident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;

F 463

F 514

}. Resident #14°s MAR

was suspended on 2/|

MAR on 2/7/2012.
F 814 2.

accepted professional

corrected to be reflective of
current new orders. Resident
#]3’s original MAR is
accurate and unchanged.
Director of Health information

Resident #3’s door tag was
changed to the correct bed on
2/7/2012. Resident #3°s
picture was placed on the

All MARSs were audited by the
Director of Nursing on
2/13/2012 to ensure they were
complete and accurately
documented and to ensure -
proper identification was in
place to identify residents,

3. Licensed nursing staff will
receive education on 3/6/2012
by the Director of Staff
Development to discuss

standards and practices
regarding clinical records.

was

0/2012.
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| Dementia with behaviors, Acute Bronchitis, Heart

This REQUIREMENT is not met as evidenced

Based on interview and record review it was
determined the facility failed to maintain accurate
clinical records on each resident in accordance
with acceptable professional standards and
practices that are complete and accurately
documented for three (3) of seventeen (17)
sampled residents (Residents #3, #13, and #14) -
as evidenced by. Resident #3 had no picture to
identify the resident on the facility's Medication
Administration Record (MAR) book; Resident #13
and Resident #14 had Medication Administration
Records (MARs) which contained inaccurate
information.

The findings include:

1. Review of Resident #14's medical record
revealed the resident was admitted by the facility
on 01/10/12 with diagnoses which included

Failure, Coronary Artery Disease, and Chronic
Obstructive Pulmonary Disease.

Review of Physician orders revealed on 01/10/12
the Physician ordered Depakote Sprinkles 1256
milligrams (mg) by mouth three times a day for
Dementia. Then on 01/11/12 the Physician
changed the order on 01/11/12 fo Depakote 250
mg 8:00 AM and 12:00 PM and Depakote 500 mg
at night by mouth sach day.

Review of Resident #14's January 2012 MAR
revealed on 01/11/12 and 01/12/12 Licensed

Practical Nurse (LPN) #10 had initialed giving
both the Depakote Sprinkles 125 mg and the

MARSs will be audited by
nursing management weekly
times four weeks then monthly
times thres months to ensure
MARSs are complete and
accurately documented and to
ensure proper identification is
in place to identify residents.
Random chart audits will be
conduct by Nursing
Management monthly times
three months then quarterly to
ensure compliance with the
regulation.

Compliance Date: 3/16/2612
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! Dgpakois 250 mg at 6.00 AM and 12:00 PM.
Further raview of the MAR revesled on 01/13M42
LPN #11 inflialed giving both the Depalkote
Sprinkies 128 mg and the Depakole 250 mg at
800 AW Bnd 1200 PM.

Em@wéaw on 02/10/42 st 12:00 PM, with LPN £ 9 |

o, after review of the January 2012 MAR,
ravaalad when there ig an order change the
process s o update the MAR. LPN #0 siatad
according lo documentation in the MAR both the
Depakots Sprnkias 123 mg and the Depakots |
250 g have been inllizled by the nurses as
balng given on OU/H/12, 0142042, and G312
Further inlerview revegied the concern would be
thiz wes & documentaiion error o the residend
recaved both doses of the Depakole on hese
dates. The process when a new order Is recetver
is the nurse should go to the MAR and next {o the
old orger they should clearly nole the orger was
discontinued (DC'd) and put the new order on the
MAR s staff 18 aware thers has been a change
in the dese,

inferview, on 02/10/17 2t 10:08 P, with LPN #10 ;
regarding the January MAR and both the
Depakote Sprinkles 125 mg ang the Depakoie
250 myg belng inltigled by the LPN on 01/41/42
and 01712112 ravealed this was & documeniation
error. The LPN only gave the Depakote 250 myg
and would not have given both doses of the
medication. it would have been ared flag if he
hed both of the Depakote doses, he would not
expact both orderad given at the same time,
After giving his 8:00 AM and 12.00 PM doses he
probably went through the MAR and signed ali |
the medications listed for these times. lfwasa
documentation error on his part.
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Iinterview, on 02/10/12 at 10:15 PM, with LPN #
11 regarding the January MAR and both the
Depakote Sprinkles 125 mg and the Depakote
250 mg being initialed by the LPN on 01/13/12
revealed this was a documentation error. The
LPN only gave the ordered Depakote 250 mg on
01/13/12. Further interview revealed she clarified
which dose was to be given by reviewing the
orders. LPN # 11 stated she should have
followed the facility process and circled her initials
under the Depakote Sprinkles 125 mg because
she did not give this medication on this date.

Interview, on 02/10/12 at 10:30 PM, with the
Director of Nursing (DON) revealed nurses
sighing medications should initial only the
medication being given by the nurse in the MAR.
When they got the order change, the process
would be to remove the old medication dose from
the medication cart and clearly identify in the
MAR the medication had been discontinued. It is
the expectation the nurse taking the new order for
the Depakote 250 mg to have removed the
Depakote Sprinkles 125 mg from the medication
cart and clearly mark in the MAR this dose had
been discontinued. !t appears the Depakote
Sprinkles was not clearly marked it had been
discontinued and the nurses initialed both places.
Nurses are expected to only document what
medications they actually gave,

2. Review of Resident #13's medical record
revealed the facility admitted the resident on
11/04/11 with diagnoses which included Diabetes,
Cellulitis and Neuropathy (condition which can
present with symptoms of nerve pain).

F 514
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Racord review of the Madicalion Administraiion
Record revesaisd orders in November 2011 for
Hydrocodone/Acstamimophen 7.5-800 miliigram
tabist avery six {(8) hours, Arecord raevisw
congucted on 02/10/12 o1 4:30 PM of the
Movember 2011 MAR reveslad no documented
avidence the medicing was given at 1AM, 7 AR,

or 7 PM on 11424/, There was glzo no
gocumented evidence the medication was given
on 12771 at 7 AM o 1 PM. However, record !
revisw conducted one hour isler revesled initigls |
cin &l five {(B) previously blani time slots ndicating
the medication was given

interview with the Assiglant Director of Nurging
ADONY, on 02/10/12 28 545 FPM, revealed she
was unaware of any chinges mads o the MAR
records being reviewsd indicaling medications
praviously noted to not nave been avallable or
given (o the resident documentad as given,

Hinterview with the Healih information
Management Assistant (HIM}, on 02770412 at 5:50
Phi revealsd she had “illed in the holss” on the
MAR Indiceting the madication had basn given.
Eurther Interview revealed she had never
previously falsely documented records and had
not bean instructed {o alter any documents. She
further acknowladged she had ne ides if the
resident hed received the medication. She also
stated she infended the initigls o look like the
initials of the two (2) nurses who had given other
medications (0 Resldent #13 during those five (5)
time slois she aliered.

bterview with the Director of Nursing, on
02110/12 at 8:30 PM, revealed the facilily policy
watld allow the nurse who had falled 1o record 2
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medication make the change on the document
within 72 hours. Affer that time period any
changes would need to be noted as a fate entry
with the appropriate accompanying
documentation.

3. Review of the clinical record revealed the
facility admitted Resident #3 on 7/28/10 with
diagnoses which include; intellect disability,
Anxiety, Depression, Hypertension, Convulsion
Disorder, Hyperlipdemia and-Psychosis

Observation, on 2/7/12 at 4:25 PM, revealed
Resident #3's bed number was iricorrectly ;
identified on door of the resident's room. Resident ;
#3 was listed on the door of histher room as
being in bed #2, but was in bed #1 7
Interview with License Practical Nurse (LPN) #8, " |
on 2/712 at 4:25 PM, revealed the staff knew the |
residents and could be identified by pictures that
were on the Medication Administration Record
{(MAR).

Observation, on 2/7/12 at 4.27 PM., revealed that
there was no identifying picture of Resident #3 on
the MAR.

Interview, on 2/7/12 at 4:50 PM, with Staff
Development Coordinator (SDC) revealed that
the name on the Resident's door shoukl have
been changed to reflect the bed that he/she was
in-and that a picture of the Resident should have
been on the MAR for identification. The SDC
revealed that it was the Social Service
Department responsibilty to make sure pictures
were on the MAR for all Residents.

F 514
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Interview, on 2/8/12 at 10:00 AM with the Social
Service Director (SSD) revealed the SSD took the
pictures of the Residents, but was not
responsibile for putting them on the MAR. That
was the responsibility of the Medlcai!Nursung
Depariment.
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K 000 | INITIAL COMMENTS K 000| This prepared plan of
) | correction and creditable
' allegation of compliance
CFR: 42 CFR 483.70(a) does not constitute an
N admission or agreement
Building: 01 to the alleged stated
fici th
Survey under: NFPA 101 (2000 Edition) rovitoroy by the
. management company.
Plan approval: 1967, 1870 This plan of corréction
Fadility type: SNF/NF S?fo‘;‘l";‘l';ziei:""g“"°“
Type of structure: Type lif Protected E;f;,m b::;:;dsf:;c :::
Smoke Compartment: Eight (8) federal law require it.
Fire Alarm: Complete fire alarm with heat and K 050
smoke detectors in comidors and reskient rooms.
on North and South Wings, all corridors on East ] fire drill heduled b
and West Wing (software upgrade: 2011) ' ft\le Dmgox,afsﬁ;;mnzmgm
. o be conducted on March 6, 2012
Sprinkler System: Complete sprinkler system for third shift at approximately
(dry) - 1130 PM.
- ' . "
Generator: Type Il powered by Natural Gas with 2. feview ofall other fire dril
Propane backup. 3/1/2012 by the Director of
Maintenance and the Executive
A standard Life Safety Code survey was Director to identify any other
conducted on 02/07/12. Life Care Center of drills that were being held
Morehead was found not to be in compliance with consistently at the same time.
the requirements for participation in Medicare and No other issues were noted.
Medlcgld. The census on the.day of the survey 3. The Maintenance Director was
was eighty two (82). The facility is iicensed for " educated by the Life Safety
nmety: seven (87) beds. The highest scope and -inspector on 2/7/2012 regarding
severity was at an F leve], ] NFPA 101. The Maintenance
The following demonstrate hon compliance: Director sis ed an education
K050 | NFPA 101 LIFE SAFETY CODE STANDARD Kosof hooe edg‘;mem form
58=F ' '
re drills are held atugexpected times under , .
nZorw SRECTOR'S OR PPLIER REPRESENTATIVE'S SIONATURE TTLE = (X1 DATE
¥ l é:)(-:a»‘:t*v«:-f\b‘.vmdx‘ﬁf 3"‘{“\7—
inf & i dbtormined that

sa rds provide sufficient protection to the patients. (Se¢
ngﬁxedataofaumy\methero;mtaplanofmem&pf v

ollowing the date these documents are made available lo the faciity. If deficiencles are

m participation.

CMS-2667(02-99) Previous Versions Gbaciets

L s

Event ID:SDST21

.} Excapt for nursing
the above findings and plans of correction are disclosable 14
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homes, the findings stated above are disclosable 90 days
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varying conditions, at least quarierly on each shift. regarding fire drills being -
The staff is familiar with procedures and is aware conducted at different-and
that drills are part of established routine. unexpected times.
Responsibllity for pianning and conducting drills is Fire Drills will be audited
assigned only to competent persons who are monthly times six months by
qualified to exercise ieadership, Where drills are the Director of Maintenance and
‘conducted-between 8 PM and 6 AM a coded the Executive Director to
announcement may be used instead of audible ensure fire drills are being held
alarms.  19.7.1.2 at unexpected times. The
' results of these audits will be
brought to the monthly Quality
Assurance meeting for review
ons if
This STANDARD is not met as evidenced by: m er recommendations |
Based on record review and interview, it was : .
determined the faciiity failed to ensure fire drils Compliance Date: 3/16/2012
were conducted according to National Fire
Protection Association (NFPA) standards. The
deficiency had the potential to affect ninety seven
(97) resldents, staff and residents.
The findings include;
Record review of the facility’s fire drills
documentation on 02/07/12 at 3:54 PM, revesled
fire drills for Third Shift were consistently
conducted at 5:00 AM. Fire Drills must be
conducted at various fimes. The observation was
confirmed with the Maintenance Director.
Interview, on 02/07/12 at 3:54 PM, with the
Maintenance Director, revealed he always
conducted the Third Shift fire drills at 5:00 AM
due 1o shift change.
Reference: NFPA 101 (2000 edition)
4.7.5" Simulated Conditions. Drilis shali be held at
expacted - A
Event ID:SDST21 Faclity 1D: 100376 if continuation sheel Page 2 of 8
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K 050 { Continued From page 2 K 050
and unexpected times and under varying
conditions to simulate ‘ ‘
the unusual conditions that can oceur in an actual
emergency.
19.7.1.2* Fire drills in health care ocoupancies
shall include
the transmission of a fire alarm signal and
simuiation of emergency
fire conditions. Driils shall be conducted quarterly
on
each shift to familiarize facility personnei (nurses,
interns,
maintenance engineers, and administrative staff)
with the signals
-and emergency action required under varied
conditions. K 056
When drills are conducted between 9:00 p.m.
(2100 hours) .
and 6:00 a.m. (0800 hours), a coded L . Sprinkler head was
announcement shall be ﬁ © km ne oset
permitted to be used instead of audible afarms. | ouse deepmg tchose.
Exception: Infirm or bedridden patients shall not ocate o p Wing
moved during drills to safe areas or to the exterior Safe‘?ff‘e In;ik
of the building. 2. gfa‘“ ity w y
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 oroseh od by the
$S=D| , !
If there Is an automatic sprinkier system, it is MZ‘?I:Z“E:“ 2’5 :cwr
installed in accordance with NFPA 13, Standard Direct ol
for the Instailation of Sprinkier Systems, to m‘“.” o (:f' on her
provide complete coverage for ail portions of the ! ili‘;fy any othat
building. The system is properly maintained in required spaces i b
accordance with NFPA 25, Standard for the e protectec
Inspection, Testing, and Maintenance of an a“mmam;f e
Water-Based Fire Protection Systems. It is fully system. N°.g e
supervised. There is a rellable, adequate water areas were identified.
supply for the system. Required sprinklor
systems are equipped with water flow and tamper
E@ ;805121 Facility I: 100578 If continuation sheet Page 3 of
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K 056 | Continued From page 3 K 056
switches, which are electrically connected to the
building fire alarm system. 19.3.5 An audit to ideﬁtify
required spaces being
protected by an
automatic sprinkler
i ded
This STANDARD is not met as evidenced by: tsg S;;mfaglilgfsad ©
Based on Observaﬁon and intervie W, it was monthly TELS
determined the facility failad to ensure all required preventive
Spaces wera protacted by the automatic sprinkler maintenance
system, according to National Fire Protection schedule
Association (NFPA) standards. The deficiency The TELS preventive
had the potential to affect one (1) of eight (8) maintenance
] 3m0k§ compartments. schedules will be
. . audited monthly times
The findings Include: three months then
Observation, on 02/07/2012 at 12:07 PM, ianerly therealer to
revealed the housekeeping closet for the South with the reeilation
Wing, was not protected with an automatic - The resulte of thos
sprinkler head. The facilty is of Type 111 audits will be brought
construction. ‘Health care faciiities of Type 111 to the monthl
construction afe required to be fully sprinklered. Quality Ass - o
The observation was confirmed with the t.ty f .
Maintenance Director, moeling lor review
and firther
Interview, on 02/07/2012 at 12:07 PM, with the recommendations if
Maintenance Director, revealed he was unaware ' ?:o lance Date-
the housekeeping closet was not protected with f S ate:
| the automatic sprinkler system. 3/16,
Reference: NFPA 101 (2000 adition)
19.1.6.2 Health care occupancies shaii be limited
to the types
of building construction shown in Table 19.1.6.2.
(See 8.2.1.)
Exception;* Any bullding of Type 1{443), Type
I(332), Type li(222), - ' : J
Event 1D: SDST24 Facifity ID; 100376 If conlinuation sheet Pags 4 of 8
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K 056

Continued From page 4

or Type {i(111) construction shali be permitted to
inciude roofing systems

involving combustible supports, decking, or
roofing, provided -

that the following criferia are met:

{a) The roof covering meets Class C
requirements in. accordance

with NFPA 258, Standard Methods of Fire Tests
of Roof Coverings.

(b) The roof is separated from ail occupied
portions of the buiiding

by a noncombustible fioor assembly that includes
not iess than 21/2 In,

(6.4 cm) of concrate or gypsum fill.

(c) The attic or other space is efther unoccupied
or protected

throughout by an approved automatic sprinkler
systern.

Table 19.1.6.2 Construction Type Limiations

Stories’ A .

Construction Type 1 23 4
1(443) X

I(332) X X
ii(222) X
X

1i(111) X* X NP

K 056

|
If continuation sheet Page 5 of 8
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K 056 { Continued From page 5 , K 056
11{000) X* A NP NP
211) X X NP NP
lii(200) X* NP NP
NP
IV(2HH) X X+ NP
NP ‘
V(111) X* X* NP
NP
V(000) X* NP NP
NP
X: Permitted type of construction. K 147
. . : 1. The outlets in rooms
NP: Not permitted. 109, 110, 111 and 100
7 were grounded
*Building requires automatic sprinkler protection, according to NFPA
(See 19.35.1.) : 70 by Electronic
< 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 ?&fl‘ggﬁm‘:- on
38=D . C e
Electrical wiring and equipment Is In accordance 2. gﬁ;;%‘:;;kwas
with NFPA 70, National EW@I Code. 9.1.2 conducted on
2/8/2012 by the
Director of
* Maintenance and
, : Electronic Services
This STANDARD is not met as evidenced by: Inc. to ‘df““fy any
Based on observation and Interview, it was other o o
determined the facillty failed to ensure slectrical grounded according
wiring was according to National Fire Protection :
Evenl p;soém Facifity ID: 100378 if continuetion sheet Page & of 8 -




PRINTED: 03/02/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FOR
M APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 093&0\{;%1 _
STATEMENT ENCIE
ND PLAN OF CORREGTON © | PROVIDERISUPPLIERIGUIA 02) MOLTIRLE CONSTRUCTION O o eren Y
A BUILDING  of A
B. WING
185155 ‘ - 0210712012
NAME OF WBHR OR SUPPUER STREET QDORESS. cn‘Y‘ STATE, ZiP COOE- .
LIFE CARE CENTER OF MOREH §33 NORTH TOLLIVER ROAD
T MOREHEAD MOREHEAD, KY 40351
) o SUMMARY STATEMENT OF DEFICIENGIES . D . PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
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K 147 | Continued From page 6 K 147
Association (NFPA) standards. The deficiency
had the potential to affect eight (8) residents, staff Hora 70, Issues
and visitors, ere
corrected by ,
P . Electronic Services on
Observation, on 02/07/2012 at 11:50 AM, D acation regarding
| revealed when tested with an electrical outiet ded o th
tester, an electrical receptacie in resident room i;oylw ° S. -
109 had an open ground. Electrical outlets must by tho Lo Samarecter
be grounded to prevent possible electrical idpyar A
shocks. Further observation revealed the same The bt ‘
for resident room 110, 111, and resident room o e
100. The observations were confirmed with the B de e":;ﬁ:’“a
Mal
ntem_ance Director. form on 3/2/2012.
Reference: NFPA 70 (1999)  Proper grounding of
517-13. Grounding of Receptacies and Fixed electrical outlets
Electric Equipment. acco::dmg to NFPA
(a) Patient Care Area. In an area used for patient 70 will be added to
care, the grounding terminals of all receptacies the faciity’s TELS
and all non current carrying conductive surfaces preventive
of fixed electric equipment likely to become . maintenance schedufe
energized that are subject to personal contact, 10 ensure ongoing
operating at over 100 voits, shail be grounded by compliance.
an insulated copper conductor. The grounding 4. Audits of electrical
conductor shall be sized In accordance with Tabie outlets will be :
250-122 and installed in metal raceways with the conducted monthly
branch-circut conductors supplying thess times three months
receptacies or fixed equipment. then quarterly
‘ thereafier to ensure
Exception No. 1: Metal raceways shall not be complicance with
required where listed Types Mi, MC, or AC cables NFPA 70. The results
are used, provided the outer matal armor or of these audits will be
sheath of the cable is identified as an acceptable brought to the
grounding retum path. monthty Quality
, Assurance meeting
Exception No. 2: Metai faceplates shall be for review and further
Facity ID: 100378 i continuation sheel Pags 7 of 8
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K 147 | Continued From page 7 K147
permitted to be grounded by means of a metal recommendations if
mounting screw(s) securing the faceplate to a : & needed.
grounded outlet box or grounded wiring device, _ 5. Date of Compliance:
3/16/2012
Exception No. 3: Light fixtures more than 71/2 ft
{2.2 m) above the floor and switches located
outside of the patient vicinity shali not be required
{o be grounded by an insulated grounding
conductor, . ‘
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