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F 000 | INITIAL COMMENTS F 000 DISCLAIMER: This Plan of
{ Correction is prepared,
AMENDED submitted and executed
' An annual and abbreviated surveys (KY #14969 |  becauseirisrequired by the
I and KY #15080) were conducted on 02/22/11 | provisions of the state and

through 02/24/11, to determine the facility's federal law and not because |
compliance with Federal Regulations. The facility { Rid d Terrace Health &

was out of compliance with Federal Regulations i Idgewood lerrac |
with deficiencies cited at the highest scope and | Rehabilitation Center agrees

' severity of a "D". KY # 14969 and KY #15080 with the allegations and
were unsubstantiated with no deficiencies cited. | citations listed on the pages of
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F1s7|  Statement of Deficiencies.

3s=D | (INJURY/DECLINE/ROOM, ETC) i Ridgewood Terrace Health &
Rehabilitation Center

ili i i inf h ident; p
A facility must immediately inform the resident; malntains that the:alleged

consult with the resident's physician; and if ‘
known, notify the resident's legal representative deficiencies do not jeopardize
or an interested family member when there is an the health and safety of
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a capability to render adequate
deterioration in health, mental, or psychosocial | care. Please accept this Plan
status in either life threatening conditions or | . S~

| clinical complications); a need to alter treatment of Correction as the facility’s
significantly (i.e., a need to discontinue an ‘ written credible allegation of
existing form of treatment due to adverse compliance such that all
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in ‘ been or will be corrected by

§483.12(a). the date or dates Ridgewood
Terrace Health &

residents, nor is it of such
character as to limit our

alleged deficiencies cited have

The facility must also promptly notify the resident

and, if known, the resident's legal representative Rehabilitation Center has
or interested family member when there is a taken or will take the actions
change in room or roommate assignment as set forth in the following Plan

specified in §483.15(e)(2); or a change in

resident righlS\under Federal or State law or of Correction.

£

LABORATonhECToﬁls OR PRAVIDER/SUPPLIER REPRESENTATIVE'S SIGNTZJRE i / /nru: / ()(6)7'&
' . 2 i
A;/ ,.;Q‘u.’ ,J,\ \ %/‘M/‘ AN / g W tvaf g A ey 30 22 1 ]
1

Any deficiency statement endin féith an aslerisk (*) denotta eficiency which the institution may be excused from correcting providing it is determined thall /
other safeguards provide sufﬁcgﬁ! protection to the patient$:(S€e instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correcticn is requisile to continued

program participation.
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reguiations as specified in paragraph (b){1) of
this section.

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

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review, it was
determined the facility failed to consult with the
resident's physician regarding a significant
change in the resident's physical status for one
resident (#4), in the selscied sample of 22,
related 1o delayed identification of a pressure sore
and deterioration of the pressure sore.

Findings include:

A review of the facility's policy "Skin Care”, dated
10/25/05, revealed wound conditions would be
inspected and evaluated by assessment of wound
location and size, color of the wound bed, wound
drainage, and odor. The wound would be
assessed and staged from | to IV, or unstageable.
Orders were to be obtained for appropriate
treatment and re-evaluate the response to
treatmant, as well as factors that could impede
healing. The physician should be contacted and
the plan of care revised, as needed, if the wound
was not healing satisfactorily. The policy revealed
the physician should be notified of any significant
change or Jack of improvement in wound healing.

A record review revealed Resident #4 was
admitted to the facility on 07/28/10 with diagnoses
to include Hip Fracture, Muscle Weaknaess,
Kyphosis, and Peripheral Vascular Disease. A

1. itisthe Policy of
Ridgewood Terrace
Health &
Rehabilitation Center
to immediately
inform the resident’s
physician and family
member of any
change in the
resident’s physical
status.

Resident # 4: On
03/10/11 the RN Unit
Nursing Manager
notified the resident’s
physiclan and
interested family
members of the
significant changes
relative {o an open
area found on the
resident’s spine and
the treatments that
had been initiated on
09/07/10; 09/11/10;
and 09/16/10.

2. Eachresident
henefits from having
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review of the significant change Minimum Data
Set (MDS), dated 12/21/10, revealed the facility
identified the resident as cognitively intact and
required total dependence for bed mobility,
hygiene, and bathing. The MDS revealed
Resident #4 was frequently incontinent of bowel
and bladder. A review of the care plan "At Risk for
Skin Breakdown", revealed an intervention to
notify the physician of skin breakdown.

A review of the "Nurse's Notes®, dated 09/11/10,
revealed a treatment was applied to the "open

. area” on the resident's spine. No further

documentation related to the assessment of the
wound was found. The facility was unable to
provide documentation of an order for the
freatment provided.

A review of the "Weekly Skin Assessment”, dated
09/16/10, revealed a "red" area to the resident's

| spine was identified as "open." No further

information regarding the "open” area was
avatlable from the assessment.

An interview with RN #2, on 02/24/11 at 5:30 PM,
revealed if the floor nurse identified an open area
when the treatment nurse was not available, the
area should be assessed and measurements
written in the nurse’s notes. The physician and
family should be notified. She documented the
resident's red area was "open" on 09/11/10 and
09/16/10, but revealed the area was in fact "open”
when the treatment was initiated on 09/07/10.
She revealed the treatment was not initiated by
her, therefore the treatment nurse, LPN #2,
should have assessed the wound and notified the
physician.

An interview with Licensed Practical Nurse {LPN)

interested family
member notified of a
significant change to
pressure areas.

The RN Unit Nursing
Manager conducted a
skin audit and
medical record audit
of all other residents
having pressure areas
to ensure that the
resident’s respective
physicians and family
members were
notified of significant
changes to pressure
areas on 03/10/11,

All licensed nurses
received in-service
education provided
by the RN Corporate
Compliance Officer
on 03/11/11
regarding state and
federal requirements
as well as facility
policy for notification
of a resident’s
physician and family

|
|
I
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#2, on 02/24/11 at 6:20 PM, revealed she was the
treatment nurse in September 2010, and initiated
the treatment for Resident #4 on 09/07/10. She
revealad the area to the resident's spine was red
because the bony prominence protruded, but the
area was not open.

A review of the "Weekly Pressure Ulcer Healing
Record", dated 2010, revealed the facility

identified a Stage |l pressure sore to the

resident's spine on 10/05/10, with measurements

of 0.6 cm length by 1.0 cm width. The wound bed

was beefy red with normal colored surrounding

skin. No odor or drainage was noted. On

10/14/10, the wound had increased in size (1.8

em length by 1.7cm width by 0.1 cm in depth), i
and was identified as a Stage H| with 20 percent ‘
stough to the wound bed. A scant amount of

serous exudate was noted, On 10/26/10, the

length of the wound had increased in size (2.0 cm
length by 1.5 cm width), and continued to be

identified as a Stage Hl with 20 percent stough.

The surrounding skin was pink in color, with a

small amount of serous exudate noted. There

was no evidence of physician notification related

to the deterioration of the wound.

An interview with LPN #3, on 02/24/10 at 3.35
PM, revealed the physician should be notified of
any change fo a pressure wound, but they
typically would not change the treatment order if
less than 40 percent slough was noted. She
assessed the resident’s wound on 10/14/10 and
10/20/10, but did not notify the physician. On
10/14/16, the decision was made to monitor the
wound for another week. She stated "That was
the first time 1 had observed the wound". She did
not recall what happened on 10/20/10. She
revealed the physician should have been notified.
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F 157 | Continued From page 3 F 157 member for any

change to pressure
areas. |

Further, pressure
areas and changes
will be discussed
during the morning
nursing meetings to
ensure that proper
notification is made.

4. The Unit Nursing
Managers will
conduct and report
weekly audits of
residents with
pressure areas to
ensure notification of
the resident’s
physician and family |
member for any
change in condition
to the Quality |
Assurance Committee
consisting of the
Administrator,
Director of Nursing,
Assistant Director of
Nursing, Unit
Managers, MDS
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Services Manager,

An inlerview with the Interim Director of Nursing ;
(DON), on 02/24/11 at 3:55 PM, revealed she Therapy Services,
would expect staff to notify the physician of Business Office
wound changes, unless they were giving the Manager, Activities
current wound treatment a chance to work. Director, Sacial
Ideally, the same staff member should measure

the wounds weekly, bacause "Everyone Services, Payroll

measured differently”. If there was a "true { Manager, Scheduling
i deterioration” of a wound, the nurse would be Coordinator,
| expected to nolify the physician. H Keoni
F 226 | 483.13(c) DEVELOPAMPLMENT F 226 ousekeeping
§S=D | ABUSE/NEGLECT, ETC POLICIES Director, and
Maintenance
The facility must develop and implement written Director. The Quality

policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property. will review the audit

results as submitted

This REQUIREMENT is not mel as evidenced on an ongoing basis
by: to ensure continued
Based on interviews and recard review, itwas ! compliance.
determined the facility faifed to implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents for | 5. Completion date: .

i . a5/ *l H
one resident (#23), not in the selected sample. | 03/14/11

Assurance Committee

Findings Include:

A review of the policy "Resident Abuse, Neglect,

and Exploitation”, undated, reveated if an incident F226
involved alleged abuse to a resident by a staff
member, the incident should be reported | 1. On02/23/11, the

immediately to the employee's immediate
supervisor and the Administrator and/or designee,
at which time an investigation would begin. The have verbally abused
Administrator and/or designee would follow the Resident #23 was
facility protocols for reportable incidents. Alleged

employee alleged to

placed on
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F 226 | Continued From page 5 F228 administrative leave
abuse that involved an employee against a by the interim
resident, that employes would be suspended ! Director of Nursing

immediately pending further investigation by the ) .
Administrator and/for designes. pending completion

: of the investigation of
i A record review revealad Resident #23 was the allegation of
admitied to the facility on 08/27/02 with diagnoses
to include Cerebral Palsy, Dysphagia, Voice
Disturbance, Barrett's Esophagus, Neurogenic
Bladder, and Anxiety. A review of the quarterly 2. Each resident has a
Minimum Data Set (MDS), dated 01/31/11,

verbal abuse.

revealed the facility identified Resident #23 as right to be free of
cognitively intact and frequently incontinent of | abuse, neglect and
bowel and bladder. misappropriation.
An interview with Cerlified Nurse Aide (CNA) #1, g _ .
on 02/23/11 at 4:10 PM, revealed Resident #23 To identify other
reported an allegation of verbal abuse against | residents having
CN{\ #2: The ‘remdenl allegedI'y statgd, If you potential to be
| don't quit peeing on yourself, I'm going to start
* working 100 Hall again.” CNA #1 reported the verbally abused by
incident to LPN #1, but she revealed this was the alieged
"awhile back.” i perpetrator, all other
An interview with Licensed Practical Nurse {LPN) residents, as able to
= #1, on 02/23/11 at 5:20 PM, revealed the incident : respond, under the
i had been reported to her and fo LPN #2 during | care of the alleged

shift change. The incident had allegedly occurred
on dayshift. She assumed LPN #2 would take
care of the situation, because it happened on her i interviewed by and
shift. She was not able to recall any details of the ' tendered written
incident. She revealed she should have made her

. . statements to the
supervisor aware of the allegation.

nursing supervisors

An interview with CNA #2, on 02/23/11 at 6:20 and social worker on
PM, revealed Resident #23 wanted to get out of

' 02 .
bed. She told the resident hefshe would have to /23/11. There
wait hisfher turn, because she had other residents
to get up first. She revealed the allegation was of verbal abuse

perpetrator were

were no allegations
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months ago. She avoided the resident's room for
a couple of weeks afterwards, She stated

| "Nobody from administration ever addressed me
about it."

An interview was attempted with Resident #23, on
02/24/11 at 9:20 AM and at 11:55 AM, without
success. The resident was at the hospital for a
procedure.

An interview wilh the interim Director of Nursing
{DONY}, on 02/24/11 at 3:55 PM, revealed she
expecied the staff to report alleged abuse to the
supervisor. The supervisor should remove the
staff from care, and then call the DON. The DON
would then call the Administrator.

483.15{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 interview and record review it was
determined the facilily failed to ansure one
resident #11, in a sample selection of 22, was
provided care in a manner that maintained
resident dignity, related to a catheter drainage
collection bag overfilling to the point of bursting
and draining onto the floor.

Findings include:

I A record review revealed Resident #11 was
| admitted to the facility on 07/16/11 with diagnoses

F 241

|

residents
interviewed.

Additionally, two
licensed Charge
Nurses and one
Certified Nurse
Assistant were
interviewed by and
submitted written
statements to the
nursing supervisors
and social worker
during the
investigative process
relative to the
allegation of verbal
abuse. None of the
three employees
witnessed the alleged
perpetrator as having
verbally abused
Resident #23 or from
acting :
unprofessionally.

3. On02/23/11, all
employees were in-
serviced on the
facility’s Policy on

H
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to include Gastrointestinal Bleed, Renal Failure, Neglect, and
Paraplegia, Neurogenic Bowet and Bladder, | Exploitation by the

Hypertension, Seizure disorder, Hypothyroidism,
Peripheral Vascular Disease, Depression and Corporate Nurse
- Anxiety. Educator to ensure

that proper protocol

An interview with Resident #11, on 02/22/11 at .
is followed when

5:50 PM, revealed stafi had not been emptying

?; hisfher supra-pubic catheter bag as often as they abuse, neglect or

| should and that the bag had burst on 4-5 misappropriation is
occasions, the last time occurring approximately
one week ago. The resident reported he/she was reported.
afraid of an emergency situation if his/her bladder i Alleged perpetrators
became too full. Resident #11 stated the bag : will be suspended

he/she currently used had a 2000 cc capacity and

on one occasion, "They emptied 4000 cc from immediately at time

the bag". Visitor #1, who was present in the room of allegation, and
during the interview, stated he/she was present at immediate initiation
that time and alerted staff o the situation of an internal

"because the catheter bag looked like &
hasketball and | thought it was going to blow".
Visitor # 1 stated this occurred at approximalely the internal ,
6:00 PM, sometime before 01/05/11 but hefshe i investigation was I
could not recall the exact date. The resident i
stated hefshe had complained to staff on more :
than one occasion that hisfher catheter bag

| needed to be emptied more frequently, but 4. The Interdisciplinary
nothing had changed until he/she filed a
grievance and requested that Cerlified Nurse
Aide (CNA) #5 not be assigned to provide histher the Administrator,
care. Director of Nursing,

Assistant Director of

investigation and that

initiated immediately. ;

Team consisting of

An additional interview with Resident #11, on

02/24/11 at 11:00 AM, revealed he/she feit a Nursing, Unit ,
| embarrassed when the bag burst and "pee was ’ Managers, MDS |
i running on the fleor”, and was worried about Coordinators, Food

getling a urinary tract infection.

Services Manager,

A review of the annual Minimum Data Set {MDS), ‘ Therapy Services,
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dated 03/01/10, revealed Resident # 11 as totally Manager, Activities ,
ileting i R . |
dependent for toileting refated to having a Director, Social !

colostomy and an indwelling supra-pubic )
catheter. The Comprehensive Care Plan, dated Services, Payroll
03/01/10, included interventions fo change the Manager, Scheduling
colostomy bag every other day, gloves {0 be used ! Coordinator,

for contact with the colostomy or the supra-pubic

catheter, to measure and record intake and Housekeeping

output every shift and to repori any lack of urinary Director, and
output to the charge nurse per shift. 1 Maintenance Director
will review any

A review of Care Plan Conference Summaries,
dated 08/19/10 and 01/25/11, revealed Resident
#11 reported his/her catheter bag was not being
emplied often enough. The Nursing Assistant
Care plan, dated 02/11, included an intervention

occurrences of abuse,
neglect, or
] misappropriation

for catheter care every shift and as needed (prn}, é during each morning
and {o check the supra-pubic catheter bag every ; meeting. Any
two hours and prn to ensure it was emptied as occurrences of
needed,
alleged caregiver
An interview with CNA #6, on 02/23/11 at 10:25 abuse will resuit in
AWM, revealed the catheter bag filled quickly and immediate

should be emptied every two hours. She reported

no knowledge of the bag ever rupturing. suspension of the

alteged employee
An interview with Licensed Practical Nurse : during the

#5/Unit Manager, on 02/23/11 at 10:50 AM,
revealed after Resident #11 filed a grievance
with the social worker, she initiated an :
intervention on the GNA care plan to check the i All Investigations of
bag every two hours and empty it prn. She staled .

she did i?(’)t revise or update the comprehensive I alleged resident
care plan. There was no system in place to } : abuse, neglect or ,
manitor if the catheter bag was being emptied ! ‘ misappropriation will :
prn. She denied any knowledge of the catheter ' be reported by the ;
\
|

investigative period.

bag having ruptured.

! Social Services

An interview with Registered Nurse Applicant Director to the

'
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{RNA}, on 02/23/11 at 10:15 AM, revealed :
Resident's #11's catheter bag needed to be
emptied "quite regularly” due to filling quickly.

An interview with the Social Worker, on 02/23/11
at 12:00 PM, revealed Resident #11 filed a
grievance because hisfher catheter bag "was not b
emplied to his/her liking" and that the resident
had voiced a preference in the type of drainage
bag to be used. She stated the facility now had
the bags the resident preferred in stock.

A review of a grievance, filed 02/14/11 by

Resident #11, related to an incident on 02/12/11
revealed CNA# 5 did not empty histher catheler
drainage bag during the shift, causing it to burst.

An interview with CNA #5, on 02/24/11 at 10:30
AM, revealed she could not recall the catheter
bag being full anough to rupture on 02/12/11. She
stated she was in-serviced after the incident to
check the bag every two hours because of the
resident's large output.

An interview with LPN #8, on 02/23/11 at 415
PM, revealed she was called to the room of ‘
Resident #11 on 02/12/41 at approximately 6:00 !
AM to find the resident’s catheter drainage bag
completely inflated and filled welt above the 2000
cc mark and leaking uiine at the seams onto the
fioor. She stated she clamped the tubing and
replaced the drainage bag with a new bag and
noticed an immediate 100 cc drain from the
resident's bladder. She stated the resident did not
appear to be upset or distressed during the
process, She stated there was no system in place
to monitor if the catheter bag was checked every
two hours.
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Committee consisting
of the Administrator,
Director of Nursing,
Assistant Director of
Nursing, Unit
Managers, MDS
Coordinators, Food ‘
Services Manager, i
Therapy Services,
Business Office
Manager, Activities
Director, Social
Services, Payroil
Manager, Scheduling
Coordinator,
Housekeeping
Director, and
Maintenance Director
immediately for
monitoring by the
Quality Assurance
Committee to
determine if further
interventions are
necessary. This

review will be
ongoing to ensure
continued
compliance.
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| An interview with the Night Shift Supervisor, on 02/25/11 25 / I
1 02/23/11 at 6:50 PM, revealed there was no |
reason for nol checking the catheter drainage bag
because CNAs were in the room every two hours '
: for rounds and the drainage bag faced the door
i and she would expact them to observe the bag at
that time.
An interview with the Director of Nursing, on
02/23H11 at 4:40 PM, revealed it was the nursing
staff's responsibility fo monitor the urinary output F 241
and ensure CNAs checked the drainage bag. She
Zx;:;ﬁg.ted them to visualize the drainage bag once 1. Resident #11: The
Minimum Data Set
A review of the facility policy on catheter care, coordinator revised
dated 03/26/10, revealed interventions for routine the resident’s care
cathefer care only and did not address the
individual care needs of Resident #11. plan to include
F 279 | 483.20{d}, 483.20{k)(1) DEVELCP F 279 individualized
gg=p | COMPREHENSIVE CARE PLANS protocols to maintain
A facility must use (he results of the assessment the resident’s dignity
to develop, review and revise the resident’s and respect while
comprehensive plan of care. receiving care and
The facility must develop a comprehensive care services for a supra- ’
plan for each resident that includes measurabfe pubic catheter on
objectives and timetables to meet a resident's 03/190/11. The
} medicat, nursing, and mental and psychosocial Comprehensive Care
i needs that are identified in the comprehensive p
assessment. Plan revisions
| | oo . include:
: The care plan must describe the services that are .
to be furnished to attain or maintain the resident's U_cenSIEd Nurses to ;
highest practicable physical, mental, and visualize the catheter j’
psychosocial well-being as required under collection drainage |
§483.25; and any services that would otherwise bag; check around '
be required under §483.25 but are not provided . . |
the site for infection, |
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed to develop and
implement a care plan that appropriately
addressed the specific needs of one resident
{#11), in the selected sample of 22, related to
care of an indwelling supra-pubic catheter.

Findings include:

A record review revealed Resident #11 was
admitted to the facility on 07/16/11 with diagnoses
to inciude Gastrointestinal Bleed, Renal Failure,
Paraplegia, Neurogenic Bowetl and Bladder,
Hypertension, Seizure disorder, Hypothyroidism,
Peripheral Vascular Disease, Depression and |
Anxietly.

An interview with Resident #11, on 02/22/11 at
5:50 PM, revealed the resident drank a lot of fluid
and staff had not been emptying his/her
supra-pubic catheter bag as often as they should.
The resident reported the bag had burst on 4-5
occasions, the last time occurring approximately
one week ago. The resident stated hefshe was
afraid of an emergency situation if his/her bladder
became too full. The resident stated the current
bag had a 2000 cc capacity. On one occasion the
staff emptied 4000 cc from the bag. The resident
complained to staff on more than one occasion
that his/her catheter bag needed to be emptied

: more fraquently, but nothing changed until he/she

Licensed nurses will
document on the
Treatment
Administration
Record (TAR)
individualized
treatments to
include: {1) Notation
that the drainage bag
is emptied timely by
the Certified Nurse
Aides; (2} the bladder
Is palpated QiD; and
{3) that the amount
of urine in catheter
coliection drainage
bag not to exceed
1500 cc before the
bag is emptied.

Each resident having
an indwelling urinary
catheter benefits
from receiving proper
catheter care.

On 03/10/11, the

{Init Mursing
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]
F 279 | Continued From page 11 1 F 279 and palpate the
due to the resident's exercise of rights under bladder for distention
10, in i
§483.10, including the right to refuse treatment QID at 6 am; 2 pm; 6
under §483.10(b){4}.
pm; and 2 am.
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F 279 | Continued From page 12

fited & grievance and requesled that Certified
Nurse Aide (CNA) #5 not be assigned to provide
his/her care.

An interview with Visitor #1, on 02/22/11 at 5:50
PM, revealed he/she was prasent somstime
before 01/05/11 at approximately 6:00 PM, and
alerted staff because the catheter bag looked like
i a basketball and I thought it was going to blow".

- An interview with LPN #6, on 02/23/11 at 4:15

| PM, revealed she was called {o Resident #11's

! room on 02112411 at approximately 6:00 PM o
find the resident's catheter drainage bag
completely inflated and filled well above the 2000
cc mark. it was feaking urine at the seams onto
the floor, She clamped the tubing, replaced the
drainage bag with a new bag and noticed an
immediate 100 c¢ drain from the resident's
bladder. She revealed there was no sysfem in
place to monitor if the catheter bag was checked
every two hours.

An interview with Licensed Practical Nurse
{LPN)/Unit Manger #5, on 02/23/11 at 10:50 AM,
revealed after Resident #11 filed a grievance with
the social worker, on 02/14/11, she initiated an
intervention on the Nursing Assistant Care Plan to
check the supra-pubic catheter bag every two
hours and prn. She did not revise or update the
Comprehensive Care Plan and no system was in
place to monitor if the catheter bag was being
emptied prn.

An interview with the Director of Nursing, on
02/23/11 at 4:40 PM, revealed it was the nursing
staff's responsibility to monitor the urinary output
and ensure CNAs checked the drainage bag. She
expected them {o visualize the drainage bag once

F 279

i
i

Managers audited the
Input/Qutput Records
and visualized all
residents having
indwelling catheters
to ensure that proper
catheter care was
given as care planned
in order to maintain
the dignity and
respect of each

3. On03/10/11 the
Policy Committee
consisting of the
Registered Nurse {RN)
Corporate
Compliance Officer,
the Director of
Nursing, Medica}
Records Director, and
the Unit Nursing
Managers revised the
Policy on Indwelling
Catheter Care to
include the practice
of having Licensed
Nurses palpate the
bladder for distention
at least every 6 hours
ajﬁ:;m;?_nm;ﬁ‘nm
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Conlinued From page 13
a shift.

An interview with the Minimum Data Set
Coordinator, on 02/23/11 at 12:00 PM, revealed
checking the cathster bag every two hours had
been addressed in the January Care Plan
meeting, however, the Comprehensive Care Plan
was not revised.

A review of Care Plan Conference Summaries,
dated 08/19/10 and 01/25/11, revealed Resident
#11 had reported hisfher catheter bag was not
being emptied often enough.

A review of the annual MDS, dated 03/01/10,
assessed Resident #11 as lotally dependent for
i toileting related to having a colostomy and an

! indwelling supra-pubic catheter.

A review of the Comprehensive Care Plan, dated
03/01/10, revealed interventions to measure and

record intake and output every shift and to report

any lack of urinary output to the charge nurse per
shift.

A review of the Nursing Assistant Care Plan,
dated 02/11, revealed an intervention for catheter
care every shift and as needed (prn), and to
check the supra-pubic catheter bag every two
hours and prn 1o ensure it was emptied as
needed.

483.20{k){3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

| This REQUIREMENT is not met as evidenced

i

J

F 279

F 281]

and 2 am and to
record the resuits on
the Treatment
Administration
Record (TAR}. Alsoin
the Policy, Certified
Nurse Aides will
visually check the
catheter collection
bag every two hours
and empty at least
once per shift or as
needed; not to allow
the catheter
collection bag
content to exceed
1500 c¢; and/or to
empty upon request
of the resident to
prevent overfilling.

The Corporate Nurse
Educator provided
mandatory nursing
in-service education
to all licensed nurses
and Certified Nursing
Assistants on the
Policy on indwelling
Catheter Care on

|
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by 03/06/11.
Based on observation, interview and record

review, it was determined the facility failed to
ensure one resident (#8), in the selected sample
of 22, was provided care and services that meet
professional standards of quality related to two
missed doses of Antibiotics.

Findings include:

| A review of the facility's policy for Medication
Pass, dated 03/18/10, did not address the
methods of procuring medication not available on
the medication cart; however, a review of the list
of drugs available in the Emergency Drug Box for
PO meds (dated 08/28/08) revealed Amoxicillin
(Augmentin) 875 mg was stocked.

A record review revealed Resident #8 was
admitted the facility on 01/19/11 with diagnoses lo
tinclude, Acute Respiratory Failure,

s Rhabdomyoiysis, Acule Renal Failure, Diabeles

} Mellitis Il, Hypothyroidism, Hypertension,

| Hyperlipidemia, Anxiety and Reflux.

|

i An observation, on 02/22/11 at 9:00 AM, revealed
: Resident #8 was in bed positioned on hisfher right
side with the head of the bed elevated 35-45
degrees. The resident had oxygen in place by
way of a nasal cannula at 3 liters per minute. The
resident’'s eyes were closed and respirations were
labored. Resident #8's family member was at the
bedside and stated staff was aware of the
resident's condition and was awaifing the results
of a chest x-ray and faboratory results. The family
member stated Resident #8 had been in the

| Emergency Room on Thursday, 02/17/11 and
returned to the facilily with orders for an antibiotic
that was not given on Saturday 02/19/11 and part

On 03/11/11 the RN
Corporate
Compliance Officer
provided education
to ali staff on the
procedures for
providing indwelling
catheter care to
ensure dignity and
respect.

The Unit Nursing
Managers will audit
and monitor the
documentation on
the Treatment
Administration
Record (TAR) relative
to indwelling catheter
care to ensure
compliance with the
Policy on Catheter
Care weekly
beginning 03/09/11
and submit audit
results to the Quality
Assurance Committee
consisting of the
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F 281 | Continued From page 15 F 281 Administrator,
of Sunday 02/20/11. He/She stated the Director of Nursing, 4
med_lcalfon nurse had m.formed himv/her that the Assistant Director of i
medication was not avaifable. : .
Nursing, Unit
A review of a physiclan’s orders, dated 02/18/11, Managers, MD5
revealed an order for Augmentin 875 mg po twice Coordinators, Food
a day for 14 days. .
Services Manager,
A review of the Medication Administration Record, Therapy Services,
dated February 2011, revealed two missed doses Business Office
of the Augmentin 875 mg po on 02/19/11 at 8:00 M Activiti
AM and 8:00 PM. anager, Activities
Director, Social
An interview with the Director of Nursing, on 02/ Services, Payroli
24111 at 11:55 AM, revealaed she expected the Manaeer. Scheduiin
medication nurse to get the medication from the g ' g
Emergency Drug Box (EDB). She stated the Coordinator,
medication was available and the medication Housekeeping
nurse on 02/20/11 obtained the medication from .
Dir d
fhe EDB to give to the resident. The DON stated ector, and
the medication nurse was written up for failure to Maintenance Director
administer the prescribed medication. for review.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
=p | HIGHEST WELL BEING
S8=0 The Quality
Each resident must receive and the facility must Assurance Committee
provide the necessary care and services 1o attain will review the
or maintain the highest practicable physical, .
mental, and psychosocial well-being, in catheter care audits
accordance with the comprehensive assessment as presented to
and plan of care. determine if further
interventions are
necessary. Ongoing
This REQUIREMENT is not met as evidenced review wili be
by: L performed to ensure
Based on observation, interviews and record . '
reviews, it was determined the facility falled to continued |
ansure each resident raceives the necessary care compliance. !
i
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and services to attain and maintain regular bowel
function for one resident (#3), in the selected
sample of 22, who failed to have a recorded
bowel movement {BM) for seven days,
02/16-23/11.

Findings include:

A review of the Protocol for Monitoring Bowel

| Efimination, dated 09/24/10, revealed all resident

BM sheets were to be reviewed daily. Alistwas
to be made of all residents who had no BMs
recorded for the last 48 hours and given to the
charge nurse. A glass of prune juice was to be
given to each resident on the list and were to be
monitored for results. If no results for 24 hours

| after giving prune juice, the information was 1o be

passed on to the on-coming shift for follow-up.
Any residant who had no BM for 72 hours should
be assessed for bowel sounds and given a
laxative. If there was no order for a laxative, the
staff members were instructed to call the
physician and get an order. if there was no
results from the laxative in 12 hours, the
physician was to be called for further orders.

Record review revealed Resident #3 was
admitted on 03/27/10 with diagnoses fo include
Severe Alzheimer's Disease, Constipation and
Generat Muscle Weakness. A quarterly
assessment, dated 02/15/11, revealed the
resident had short and long term memeory deficits,
was rarely or never understoed and never or

 rarely made decisions. The care plan for

incontinence, dated 09/13/10 and reviewed
02/16/11, revealed the resident required a brief
check and change schedule and staff members
were required to monitor and document the
number of incontinent apisodes on the flow sheet.

03/14/11

F279

} catheter care.

Set {MDS)
Coordinators

5. Completion Date:

1. Resident #11: The
Comprehensive Care
i Plan was revised on
03/10/11 to meet the
resident’s medical,
nursing, mental and
psychosocial need on
1 an individualized
basis to ensure
proper supra-pubic

2. The Minimum Data

reviewed and revised,
as necessary, the e
Comprehensive Care |
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A review of the Nursing Assistant Care Plan, for
February 2011, revealed the Certified Nurse
Aides (CNAs) and the Nurse Aides (NAs) were to
report any bowel movement to the nurse and
document. A review of the Hospice Nurse's
interdisciplinary Care Plan, dated 10/19/10,
revealed the resident was to have a bowel
movement of normal consistency within a normat
pattern for this resident, which was specified to be
every three days.

An observation of Resident #3, on 02/22/11 at
10:40 AM, revealed the resident was lying in a
geri-chair across from the nurses station, with
his/her legs elevated. The resident was restless
and moved his/her legs over the side of the
geri-chair and made crying gestures, without
tears, and starred at the ceiling.

An interview with Licensed Practical Nurse (L.PN)
#1, on 02/22/11 at 10:40 AM, revealed the
resident was a "Hospice patient" due to the
Severe Alzheimer's Dementia that had started at
a young age and progressed. The resident was
non-verbal and had rare episodes of garbled
speech

A review of Resident #3's BM record, for February
2011, revealed the resident had no BMs since
02116111, when it was recorded on the 6:00 PM to
6:00 AM shift, that the resident had one large, soft
formed stool.

A review of the physician orders, for February
2011 and a review of the Medication
Administration Records (MARSs) for February
2011, revealed an order for pudding thick prune
juice, 180 milligrams, by mouth, daily PRN, or as
needed for constipation. There were no orders

having indwelling
catheters to ensure
that their medical,
nursing, mental and
psychosocial needs
are met relative to
catheter care on
03/10/11.

3. Any needed revisions
to an individual's
indwelling catheter
care plan will be
made immediately by
the nurse on duty and
a copy of the report
will be given to the
Minimum Data Set
{MBS) Coordinators
for further revision if
needed. The nurse
on duty will
immediately notify
the physician and
family of any changes
to the provision of
catheter care
beginning
03/11/11.
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| Interviews with CNAs #2 and #4, on 02/23/11 at

| never seen the order for MOM and suppositories.

for any other PRN laxative and the order for PRN
prune juice had not been initiated for the month of
February. Taped to the back of the chart front
was an order from the Hospice Nurse, dated
10/18/10, for Glycerin Rectai Suppositories and
Milk of Magnesia (MOM) PRN constipation. A
review of the nurses notes, for 02/02/11 through
02123711, revealad no mention of an assessment
of the resident's BM status and no mention of any
laxativas administered or ausculation of bowet
sounds.

10:40 AM and at 11:35 AM, revealed the resident
did not have a BM in the past week during their
12 hour shifts and the CNAs stated they did
report this to the CMA,

An interview with CMA #1, on 02/23/11, revealed
the CMA was aware the resident had not had a
BM since 02/16/11 and stated the resident was
given prune juice 02/22/11 and 02/23/11 but she
had not documented on the MAR that it had been
given. The CMA stated she checked the BM list 1
everyday she worked and reporied to the next
shift CMA the results of the prune juice she had
given. CMA #1 failed to notify the charge nurse
that additional laxatives were needed and stated
the resident did not have orders for MOM or
suppositories on the MAR.

An interview with LPN #4, on 02/24/11 at 9:50
AM, revealed the Hospice Nurse worked closely
with the nurse on the 100 wing and both nurses
shared information necessary for the resident's
care. The LPN was unaware of an order from the
Hospice Nurse for additional laxatives, thal was
not taken off on the resident's MAR, and had

Set (MDS)
Coordinators will
attend the morning
nursing report
meeting of the
Interdisciplinary
Team consisting of
the Administrator,
Director of Nursing,
Assistant Director of
Nursing, Unit
Managers, MD!
Coordinato S

Therapy Services,
Business Office
Manager, Activities
Director, Social
Services, Payroll

Coordinator,
Housekeeping
Director, and

Plans for all resident
requiring catheter
care includes the

Manager, Scheduling

Maintenance Directo

Comprehensive Care::

proper interventions

S

1
|
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l resident’s medical,
An interview with the Hospice Nurse, on 02/24M1 .
! nursing, mental a
at 10:45 AM, revealed the nurse was unaware the ursing ‘en nd
MOM and suppositories had not been transcribed psychosocial needs
| to the physician's order or the MARs and that the 03/10/11.
facility had not been utilizing these medications,
as they were on the hospice records.
4, Results of the
An interview with the DON, on 02/24/11 at 5:40 catheter care plan
PM, revealed the resident's intake was popr and audits by the MDS
the output was not expected to be much either. . )
Coordinators will be
An observation and skin assessment, on i submitted to the
02/23/11 at 10:40 AM, revealed the resident was ‘ Quality Assurance
incontinent of a moderate amount of pasty. light ‘ Committee consistin
brown stool. o &
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 of the Administrator,

Director of Nursing,
Assistant Director of
Nursing, Unit

S8=D ‘ PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment ofa
resident, the facilily must ensure that a resident

by:

who enters the facifity without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidabie; and a resident having
pressure soTes receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as gvidenced

| Based on observations, interviews, and record
review, it was determined the facllity failed to

ensure a resident having pressure sores received
necessary treatment and services to promote
healing, prevent infection, and prevent new sores
from developing for one resident (#4), in the
selected sampie of 22. The facility delayed

Managers, MDS
Coordinators, Food
Services Manager,
Therapy Services,
Business Office
Manager, Activities
Director, Social
Services, Payroll

I Manager, Scheduling
1 Coordinator,
Housekeeping
Director, and
Maintenance Director
weekly to determine

|
|
J‘
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identification, assessment, and physician
! notification of a pressure sore; and did not notify
} the physician after the pressure soré had
‘ deteriorated.
{

Findings include:

A review of the policy "Skin Care", dated
10/25/05, revealed wound condilions would be

“ inspected and evaluated by assessment of wound

| tocation and size, cotor of the wound bed, wound

| drainage, and odor. The wound would be

| assessed and staged from i to IV, or unsiageable.
Orders were to be obtained for appropriate
treatment. Evaluate the response to treatment, as
well as factors that could Impede healing.

! Nutrition Services would be notified of wounds

l staged from | to IV, and Rehab Services for

| wounds staged as iil or IV. The physician should

i be contacted and the plan of care revised, as

" needed, if the wound was not healing
satisfactorily. The policy revealed the physician
should be notified of any significant change of

i lack of improvement in wound healing. ‘

|

" Observation of wound care, on 02/23/11 at 8:40 ‘|

| AM, revealed a pressure sore with measurements

| of 3.0 centimeters (cm) in length and 1.5 cm

} width located in the middle of the spine. A
moderate amount of brown drainage was
observed from the old dressing. The wound was

i light pink in color with a scant amount of bloedy

| drainage noted. The surrounding lissue was dark

| pink/red and blanchable. Registered Nurse (RN)

| #1 assessed the wound as a Stage lil. A srali
area of irritation was visualized to the right of the

! wound (caused by adhesive, per RN #1). The

‘ wound was cleansed with normal saline and dried

! with a 4x4 gauze. A small amount of DuoDerm

|

interventions are
necessary. This will be
} ongoing to ensure

continued
compliance.

5. Completion Date:
03/14/11

o3l

F281

Resident #8: This

i resident no longer

‘ resides at Ridgewood
Terrace Health and
Rehabilitation Center.

2. Ridgewood Terrace ‘,
Health &
Rehabilitation Center |
adheres to Nursing
Standards for
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gel was placed on the center of the wound bed and in accordance
1 1t . H i
with a "Q-tip". Collagen was applied to the wound, with the revised

and Reston (with a cul out center) placed around . o
the wound. The surrounding area was moistened Policy on Medication
with a skin-prep, and the Reston was secured Pass revised 3/10/11
with an adhesive dressing. ! by the Registered

A record review revealed Resident #4 was Nurse Corporate
admiited to the facility on 07/28/10 with diagnoses Compliance Officer.
to include Hip Fracture, Muscle Weakness,

Kyphosis, and Peripherat Vascular Disease. A

| review of the significant change Minimum Data . Per Policy on
] Set (MDS), dated 12/21/10, revealed the facility ‘ i Medication Pass,
identified the resident as cognitively intacl and i procedure #19: if

required total dependence for bed mobility, medication is not on
hygiene, and bathing. The MDS revealed A
Resident #4 was frequently incontinent of bowel the medication cart,
and bladder. A review of the "Braden Scale-For check the emergency
Predicting Pressure Sore Risk", dated 08/10/10

e
. and 12/8/10, revealed the facility identified the drug.bm.( for needed
| resident as a mild risk for developing pressure medication. [f
sores. The care plan “At Risk for Skin medication is
I?reakdown", revealed initial interven_tions for the available fill out the
licensed nurse to perform weekly skin .
assessments and notify the physician of skin pharmacy slip
breakdown. completely and send
te pharmacy for

replacement.

A review of the "Tetephone Orders”, dated
08/26/10, revealed a treatment was inifiated for

Reston {with a cut out center) o be applied o the Emergency Drug Box
bony area of the resident's back for pressure for PO meds.
reduction. Review of the "Treatment Record", procedure #20: if

dated 09/01-30/10, revealed a trealment to
cleanse the "red area” on the resident’s back and
apply Bacitracin before covering with the Reston the emergency drug
{with a cut out center). The treatment was

initiated on 09/07/10. The facility was unable to box, call the

| provide documentation of the treatment order.

. There was no documentation in the nurse's notes request medtcation

medication is not in

Pharmacy and
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regarding an assessment of the “red area”, or the
treatment initiated on 09/07/10. A review of the
"Nurse's Notes”, dated 09/11/10, reveated the
treatmeni was applied to the "open area"” an the
resident's spine. No further documentation related
to the assessment of the wound was found.

Review of the "Weekly Skin Assessment”, dated
08/26/10, 09/02/10, 09/09/10, and 09/16/10,
revealed a "red” area was identified to the middle
of the resident's spine on 08/26/10. The "red"
area was identified on the next two weekly skin
assessments. On 09/16/10, the "red area” to the
resident’s spine was identified as "open." No
further information regarding the "open” area was
available from the assessment.

An interview with RN #2, on 02/24/11 at 5:30 PM,
revealed the treatment nurse was responsible for
the weekly assessment and measurements of
pressure wounds. if the floor nurse identified an
open area when the treatment nurse was not
available, the area should be assessed and
measurements written in the nurse's notes. The
physician and family should be notified. She
revealed there had been problems with the
treatment nurse position, They had a treatment
nurse, and then they did not. She stated "It's heen
back and forth.” She documented the resident's
red area was "opan” on 09/11/10, and again on
the weekly skin assessment 09/16/10, but did not
assess and measure the wound. She revealed
the area on the resident’s spine was not just "red"
when the treatment for Bacitracin started, it was
open. She revealed she did not initiate the
yreatment; therefore, the reatment nurse should
have assessed the wound.

An interview with Licensed Practical Nurse (LPN)

|

immediately, After
Pharmacy hours call
the emergency phone
number for
medication needed.
Pharmacy will provide
medication within an
hour if needed
between routine
deliveries.

3. Fach resident
benefits from having
an emergency supply
of specified PO
antibiotics, including
Augmentin, available
when not available on
the medication cart.

Biuegrass Pharmacy
provides contractual
services to check at
jeast monthly
inventory of
medications in the
Emergency Drug Box,
Including Augmentin,
and restock, as

pecessary,-and was
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#2, on 02/24/11 at 6:20 PM, revealed she was the
freatment nurse in September 2010, and initiated
the treatment for Resident #4 on 08/07/10. She
ravealed the area to the resident's spine was red

| because the bony prominence was protruding,
but the area was not open. She identified the area
as a Stage |i pressure sore on 10/05/10, and
recorded the findings on the "Weekly Pressure
Ulcer Healing Record.”

Review of the "Weekly Pressure Ulcer Healing
Record”, dated 2010, revealed the facility
identified & Stage |l pressure sore to the
resident's spine on 10/05/10, with measurements
of 0.6 em length by 1.0 cm width. The wound bed
was beefy red with normal colored surrounding
skin. No odor or drainage was noted. On
10/14710, the wound had increased in size (1.8
cm length by 1.7cm widti by 0.1 cm in depth),
and was identified as a Stage |Ii with 20 percent
slough to the wound bed. A seant amount of
serous exudate was noted. On 10/20/10, the
length of the wound had increased in size (2.0 cm
tength by 1.5 cm width), and continued to be
identified as a Stage H with 20 percent slough.
The surrounding skin was pink in color, with a
small amount of serous exudate nofed. There
was no evidence of physician notification related
to the deterioration of the wound.

| An interview with LPN #3, on 02/24/10 at 3:35
PM, revealed the physician should be notified of
any change fo a pressure wound, but they
typically would not change the treatment order if
less than 40 percent slough was noted. She
assessed the resident's wound on 10/14/10 and
40/20/10, but did nol notify the physician. On

| 10/14/10, the decision was made to monitor the
‘I wound for another week. She stated, "That was
i

Consulting
Pharmacist’s visit on
03/10/11.

On 03/11/11, the
Director of Nursing
in-serviced all
Licensed Nurses and
Certified Medication
Technicians on the
procurement of PO
antibiotics 24 hours a
day, including
Augmentin, according
to the revised Policy
for Medication Pass
when the drug is not
available on the
medication cart so
that PO antibiotics
are given to all
residents as
prescribed.

Per facility policy,
Licensed Nurses and
Certified Medication
Technicians will
receive disciplinary
action by the Director
of Nursing or the
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Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
Indwelling catheler is not catheterized unless the
resident's clinical condition demonsirates that
catheterization was necessary, and a resident
whao is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed to ensure one
resident # 11, in the selected sample of 22, was
provided appropriate care and services related to
an indweling supra-pubic catheter,

Findings include:
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F 314 | Continued From page 24 F 314 Assistant Director of
the first time | had observed the wound”. She did Nursing if antibiotics,
not recall what happened on 10/20/10. She ; : i
including Augmentin
| revealed the physician should have been notified. g. & !
are not given to
An interview with the Interim Director of Nursing residents as
(DON), on 02/24/11 'at 3:55 PM‘, rgvealed she prescribed by their
expected staff to notify the physician of wound hvsician by utilizi
changes, unless they were giving the current physician by utitizing
wound treatment a chance to work. Ideally, the the supply of
same staff member should measure the wounds medication provided
weekly, because "Everyone measured in the Eme
| differently”. If there was a "true deterioration” of a M the reency
I wound, the nurse would be expected to notify the Drug Box or as
physician. supplied per
F 315 | 483.25(d) NO CATHETER, PREVENT UT! F 315 A :
' ' reement with
s5=D | RESTORE BLADDER &

Bluegrass Pharmacy.

4. Llicensed Nurses and
Certified Medication
Technicians will notify
Unit Nursing
Managers per shift
repart and Bluegrass
Pharmacy by
pharmacy slip when
PO antibiotics,
including Augmentin,
are not available on
the medication cart
and must be
procured from the
Emergency Drug Box
to ensure that there
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F 315 | Continued From page 25 : F 315 are no missed doses
A record review revealed Resident #11 was of PO antibiotics,
admitted to the facility on 07/16/11 with diagnoses !
to include, Gastrointestinal Bleed, Renal Failurs, Unit Nursing |

Paraplegia, Neurogenic Bowel and Bladder,
| Hypertension, Seizure disorder, Hypothyroidism,
Peripheral Vascular Disease, Depression and - this usage in the

Anxiely. morning nursing
meeting beginning on

Managers will report

An interview with Resident #11, on 02/22/11 at

5:50 PM of Resident #11, revealed staff had not 03/11/11.
been emplying his/her supra-pubic catheter bag
as often as they should and that the drainage A monthly tracking

collection bag had burst on 4-5 occasions, the
last time occurfing approximately one week prior.
The resident stated he/she was aware of the
potential of an emergency situation related to antibiotics from the
being paralyzed and hisfher bladder becoming too ! Emergency Drug Box
full. Resident #11 stated the drainage bag he/she gency g
used had a 2000 ¢c capacity and on one to ensure that PO

i pecasion "they'd emptied 4000 cc from the bag”. antibiotics are given
The resident stated he/she hafi comp!ained to as prescribed by the
staff on more than one occasion that his/her

log of the
procurement of PO

catheter bag needed to be emptied more physician will be
frequently, but nothing had changed untit he/she reported to the ‘
filed a grievance on 02/14/11. Quality Assurance ‘

During an inlerview with Resident #11, on | Committee consisting

02/23/11, hefshe slated the nurses did not check | : of the Administrator,

my bladder for distention. Director of Nursing, ;
. . |

An interview with Visitor #1, on 02/22/11 at 5:50 Assistant Director of |

PM, who was present in the resident’s room, Nursing, Unit

revealed hefshe was present on one occasion Managers, MDS

and alerted staff to the situation "because the Coordinators, Food |

catheter bag looked like a basketball and | .
thought it was going to blow". Visitor # 1 stated Services Manager,
this had occurred al approximately 6:00 PM, Therapy Services,
! sometime before 01/05/11 but ha/she did not Business Office

! recali the exact date.

Manager, Activities

FORM CMS-2567{02-99) Previous Versions Obsolate Event ID: WIRKH Facility 10 100627 If continuation sheet Page 26 of 38



PRINTED: 03/08/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) PATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
185306 02/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIDGEWOQOD TERRACE NURSING HOME 4261SLAND FORD ROAD
MADISONVILLE, KY 42431
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES Ie PROVIDER'S PLAN OF CORRECTION ®5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 | Continued From page 26 F 315 Director, Sociat
Services, Payroll
An interview with Certified Nurse Aide (CNA) #6 ! :
’ na fin
| on 02/23/11 at 10:25 AM, revealed the catheter | Manager, Scheduling
bag filled quickly and should be emptied every Coordinator,
two hours. She stated when she emptied the Housekeeping
drainage bag, she wrote the amount down on her Director, and !
assignment grid for the day and then transferred X ! i
the shift total onto the monthly biadder log at the Maintenance
end of each shift. The assignment grid was not a Director.
part of the medical record and was discarded at
the end of the shift. The Quality
- An interview with Licensed Practical Nurse (LPN) ; As‘suranc'e Committee
#6. on 02/23/11 at 4:15 PM, revealed she was { will monitor monthly
called to the room of Resident #11 on 02/12/11 at ongoing to ensure
approximately 6:00 AM {o find the resident's .
catheter drainage bag completely inflated and contlnlued .‘
filled well above the 2000 cc mark and leaking compliance. i
urine at the seams onto the floor. She stated 1
there was no system in place o moniter if the ] 5. Completion Date: 05/,( / /
catheter bag was checked every two hours. She | 03/14/11 &
stated that licensed nurses did not asses the
resident for bladder distention, but they should.
An interview with LPN #5/Unit Manager,on 5
02123111 at 10:50 AM, revealed she iniliated an
interveniion on the Nursing Assistant Care Plan to F 309
check the bag every two hours and emply it as
needed {prn} after Resident #11 filed a grievance . )
on 02/14/11. She stated she did not revise or 1. Resident #3: All
update the comprehensive care plan and there Hospice orders were
was no system in place to monitor if the catheter transcribed to the
drainage bag was being emptied pen.
; gebag g emptied Medication |
[ An interview with the Night Shift Supervisor, on | Administration :
02/23/11 at 6:50 PM, revealed there was no i rRecord on 03/04/11 |
reason for not checking the catheter drainage that medicati
bag. She stated the nurses completed a dressing 50 that me o |on‘s
to the supra-pubic catheter site every evening and for bowel elimination
: wonld-be-givenas
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F 315 | Continued From page 27 ; F 315 prescribed to attain
that would be "a good time” to assess for bladder and maintain regular
distention. bowel function.

An interview with the Director of Nursing, on

1 02/23/11 at 4:40 PM, revealed it was the nursing
| staff's responsibility to monitor the urinary output
and ensure CNAs were checking the drainage
bag. She would expect them fo visualize the
drainage bag once a shift; however, "at this point
they were nol documenting anything about
bladder distention.

Bowel Elimination
Sheets for Resident
#3 were reviewed by
the Medical Records
Director to ensure
that the resident had
a bowel movement
within 72 hours on
03/10/11 with no
other occurrences

A review of the annual Minimum Data Set (MDS),
dated 03/01/10, assessed Resident #11 as totally
dependent for toileting related to having a
colostomy and an indwelling supra-pubic

catheter.
found.
A review of the Comprehensive Care Plan, dated i
: 03/01/10, revealed interventions {o measure and !
record intake and output every shift and to report }
any lack of urinary output to the charge nurse per 2. Per facility Protocol
| shift for Monitoring Bowel

‘ N . .
| A review of the Nursing Assistant Care plan, Elimination, each
resident benefits

dated 02111, revealed an intervention for catheter

care every shift and as needed (pm), and lo from receiving
check the supra-pubic catheter bag every two
hours and prn to ensure it was emptied as
needed. services to attain and
maintain regular

bowel function.

necessary care and

A review of the facility policy on catheter care,

dated 03/26/10, revealed no interventions that
! addressed the need lo assess Resident #11 for ‘
bladder distention.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
55=0 | HAZARDS/SUPERVISION/DEVICES

By 03/15/11, the
Medical Records
Assistant or Designee
will audit all bowel

] The facility must ensure that the resident
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F 323 | Gontinued From page 28 F 323 elimination records of
environment remains as free of accident hazards residents on a bowel
is possible; resid i e
as is possible; and each ent receives elimination program

adequate supervision and assistance devices io

prevent accidents. to ensure that the

standards of Protocol
for Monitoring Bowel
Elimination are met.

This REQUIREMENT is not met as evidenced Bowel elimination

by: _ sheets are reviewed
Based on record review and interview, it was dailv by th .
| determined the facility fafled to ensure one ally by the evening

resident's (#5), in the selacted sample of 22, ! shift charge nurse
environment was free of accidents hazards as i and a list is given to
possible. On 07/23/10, Resident #5 was found

the Certified

sitting on the floor of histher bedroom and the

; faciiity failed to complete an investigation to Medication
| determine the cause and put interventions in Technician
place to prevent further reoccurrence. of all residents not

having a bowel

movement {BM)

A review of the falls prevention policy, dated recorded for the past
10/21/10, revealed if a resident experienced a fall, ;

Findings include:

nurses would complete an incident report and 48 hours.
document the fall in the resident's record, and 180 cc of prune juice
! initiate the fall investigation reporl. The nurse is given to each

would notify family and physician. Daily entries

regarding the status of the resident's condition resident having no

would be charted each shift for 72 hours following | BM recorded for the i
| the incident. If a possible head injury, Neuro ! past 48 hours and is
: checks were initiated and completed for 72 hours.

documented on the

Record review revealed Resident #5 was i Medication

admitted to the facility with diagnoses to include Administration

Alcohol lerhos:s Liver, Convulsions, Dysphagia Record. If no BM the

and Anemia.

following day,
A review of the significant change Minimum Data laxative given. If no |
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F 323 | Continued From page 29 F323 BM by the third day,

Set (MDS), dated 01/03/11, revealed the resident
had scored "6" on the Brief Interview for Mental
Status (BIMS) which indicated a severe
impairment in his/her cognition. Resident #5
required limited to exiensive assistance of one to
two staff with activities of daily living.

A review of the nurse's notes, dated 07/23M10 at
10:45 AM, revealed the resident was sitling on the
floor of hisfher bedroom. The nurse questioned
the resident about what hefshe was doing and the
resident informed ihe nurse that he/she was
looking for hisfher shoe. The nurse documented
the resident denied falling and proceed to assess
the resident for injuries.

An interview with Licensed Practical Nurse (LPN)
#3, on 02/23/11 at 12:34 PM, revealed the
incident on 07/23/10 was not a fall but the
resident was on the floor looking for a shoe. LPN
#3 revealed she did not know how Resident #5
came to be on the floor. LPN #3 stated she
completed an assessment on the resident after
finding him/her on the floor. She voiced the
incident was not a fall; therefore, she did not
complete an incident report or follow-up
afterwards. LPN #3 revealaed she did not notify
anyaone about finding the resident on the floor.
She now realized the incident was considered a
fall because she did not know how the resident
ended up on the flcor. She stated she should
have completed an incident report, started an
investigation and put an intervention in place to

: prevent a repeat incident but she did not.

An interview with LPN #4/Medical Records
Director, on 02/23/11 at 12:20 PM, revealed after
checking her records, she did not have an
investigation of the incident. She stated ifitwas a

the attending
physician is notified
for additional orders.

The Charge Nurses
will ensure that the
Bowel Elimination
Protocal is followed
and will notify the
physician, if needed,
to ensure that the
resident does not
exceed 72 hours
without having bowel
elimination.

The Corporate Nurse
tducator in-serviced
all Licensed Nurses on
the facility Protocol
for Monitoring Bowel!
Elimination on
03/05/11 and
03/06/11.

On 03/11/11, the
Assistant Director of
Nursing re-educated
all Certified Nurse
Aides and Certified

FORM CMS-2567(22-9%) Previous Versions Obsolels

Event iID:WIRKH

Facility 1D: 100627

I continuation sheet Page 30 of 38




PRINTED: 03/08/2011
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

fall then there should have been an incident
report completed as well as an investigation into
the incident.

An interview with the MDS Coordinator, on
02/23/11 at 12:39 PM, revealed there was not any
new interventions implemented after the fall. She

stated there should have been an intervention put Medication
in place after the fall and then she would have | Administration
updated the care plan. Record.

An interview with the Interim Director of Nursing
{DON), on 02/24/11 at 1:35 PM, revealed if staff
found a resident on the floor, then it was
considered a fall untess a resident had an
identified behavior of putting themselves on the
floor. The incident on 07/23/10 was considered a
fall because the resident was found on the floor
and the staff did not know how the resident came

! to rest on the floor. After a falt the staff was

expected to complete an incident report, start an
investigation to determine a cause, and initiate an
intervention to prevent the incident from
happening again.

An interview with the Administrator, on 02/22/11
at 9:30 AM, revealed when a resident had a fall,
the nurse reported the incident and completed an

I assessment of the resident. The nurse notified

the physician and family of the incident. The
nurse should complete an incident report with an
investigation to follow. The team would meet and
review the care plan fo make the necessary
changes if needed. The falls were also discussed
in the quality assurance maeting. Medical
Records Director.PN #4 completed a program
that tracked and trended the data then produced
a graph. She brought the data she collected to

' the morning meatings.

t
I
1

¢
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F 323 | Continued From page 30 F 323 Medication Aides on

the facility bowel
protocol, including
initialing the
administration of
prune juice on the

4.  Weekly audits will be
completed by the
Medical Records
Director or Medical
Records Assistant, or
the Unit Nursing
Managers in their
absence for bowel
elimination and will
be reported to the
Quality Assurance
Committee consisting
of the Administrator,
Director of Nursing, ;
Assistant Director of
Nursing, Unit
Managers, MDS
Coordinators, Food
Services Manager,

Therapy Serviceg,

FORM CMS-2567(02-89) Previous Versions Obsolele

Event ID:WIRK11

Facility ID: 100627

if continuation sheet Page 31 0f 38



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/08/2011
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185308 B.WING 02/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CGDE
425 ISLAND FORD ROAD
RIDGEWOOD TERRACE NURSING HOME
MADISONVILLE, KY 42431
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 19 PROVIDER'S PLAN OF CORRECTION (s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLERON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431 | 483.60(b}, {d}, {e) DRUG RECORDS, F 431 Business Office
s3=p | LABEL/STORE DRUGS & BIOLOGICALS Manager, Activities
The facility must employ or obtain the services of Director, Social
a licensed pharmacist who establishes a system Services, Payroll
! of records of receipt and disposition of all Manager, Scheduling
: controlled drugs in sufficient detail to enable an Coordinator
accurate reconciliation; and determines that drug 0_ ’
records are in order and that an account of all Housekeeping
controlled drugs is maintained and periodically Director, and
reconciled. Maintenance Director
| Drugs and biologicals used in the facility must be ! for monitoring on an
! labeled in accordance with currently accepled ongoing basis to
professpnai principles, and mclgde the ensure continued
appropriate accessory and cautionary .
insiructions, and the expiration date when compliance.
applicable.
) 5. Completion Date:
in accordance with State and Federal laws, the | 6 By /
facility must store all drugs and biofogicals in | 03/16/11 o3/ 1
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys. i
The facility must provide separately locked,
permanently affixed compariments for storage of
controlied drugs listed in Schedule i of the F314
Comprehensive Drug Abuse Prevention and
Controt Act of 1976 and other drugs subject to 1. Resident ##4: On
abuse, except when the facility uses single unit 02/24/11 the RN
package drug distribution systerns in which the | Unit M
quantity stored Is minimal and a missing dose can j nit Manager
be readily detectad. completed a
comprehensive
skin assessment
This REQUIREMENT is not met as evidenced and notified the
by ) resident’s
Based on observations and interviews, it was physician and
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F 431 | Continued From page 32 d F 434 family of
determined the facility faited to ensure safe significant
storage of drugs and biologicals refated to changes and to

multiple containers of enteral feeding and .
nutritionat supplements that were expired and review treatment
available for use. orders with the
physician. The

Findings include:
care plan was

An observation of the East side Medication room, revised
on 02/24/11 at 2:40 PM, revealed two 1000 cubic i accordingly on
centimeters (cc) bottles of 1.2 Cal Glucerna with 03/10/11 to
expiration dates of 02/01/11.

correlate with
An observation of the West side Medication current orders
room, on 02/24/11 at 3:30 PIV'I,' revealed two 8 and wound
ounce cans of Glucerna (nutritional supplement)
with expiration dates of 10/01/10. changes.

An observation of the Enterat Feeding Storage
Room, on 02/24/11 at 3:35 PM, revealed three |
1600 cc botttes of Osmolite 1.2 with expiration | 2. On03/08/11, the
dates of 10/01/10. H Treatment Nurse

completed

An interview with Licensed Practical Nurse {{.PN} .
comprehensive

#4, on 02/24/11 at 3:40 PM, revesled she was
responsible to ensure nutritional supplies were skin assessments
rotated when they were delivered and had no on all residents
explanation how the expired items had been
missed. LPN #4 stated the expired items were
slored where they would have been available for areas and
use and should have been removed. notified the
Additionally, LPN #4 stated there was no facility

having pressure

policy and procedure for storage of enteral family and

feeding and nutritional supplies. physician, if
F 441 | 483.65 INFECTICN CONTROL, PREVENT F 441 needed, of ‘
ss8=D | SPREAD, LINENS significant

The facility must establish and maintain an change to ensure

Infection Control Program designed to provide a treatment and
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F 441 | Continued From page 33 F 441 services to
safe, sanitary and comforiable environment and promote healing,
to hg!p prevent }he dgvetopment and transmission prevent infection
of diseass and infection.
and prevent new
{(a) Infection Control Program sores from
The facility must e§taplésh an Infection Contro! developing.
Program under which it -
(1) Investigates, controls, and prevents infections
in the facility; After completing
{2) Decides what procedures, such as isolation, the
should be applied to an individual resident; and comprehensi
{3) Maintains a record of incidents and corrective _ prenensive
aclions related to infections. skin assessment, {
the treatment
(b} Preventing Spread of Infection .
nurse will
{1) When the infection Control Program u
determines that a resident needs isolation to measure, stage
pravent the spread of infection, the facility must and document
isolate the .rgsuﬂenl. . . the findings on
{2) The facility must prohibit employees with a
communicable disease or infected skin lesions the Weekly
from diract contact with residents or their food, if Pressure Ulcer
direct con!ggt will iransmilt the disease. _ Healing Record
{3) The facility must require staff to wash their dinth {
hands after each direct resident contact for which ’ and in the Nurses ’
hand washing is indicated by accepted Notes as outlined
professional practice. by the policy. |
(c) Linens Physician or-ders :
Personnet must handle, store, process and for appropriate ‘
transport linens so as to prevent the spread of treatment will be
infaction. obtained, and
g the Registered
Dietitian,
. . . Therapy Services,
This REQUIREMENT is not met as evidenced
by: and wound care
Based on observation, interviews, and record ! team will be
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F 441 | Continued From page 34 F 441 notified
review, it was determined the facility failed to accordingly.

ensure staff washed thelr hands after each direct
resident contact for which handwashing was

indicated by accepted professional practice for The Treatment
one resident (#19), in the selectad sample of 22. Nurse will give a
o, summary of
Findings include: .
findings to the
A review of the policy/procedure “Infection Woaund Care
{ Control, Universal Precautions”, undated, Team at each
revealed to wash hands after touching blood, .
body fluids, secretions, excretions, and morning
contaminated items, whether or not gloves were meeting. The
worn. Remove gfoves promptly after use, before Wound Care
touching non-contaminated items and Team is

environmenial surfaces, and before going o

another resident. Wash hands immediately after comprised of the

gloves are removed, between resident contacts, Administrator,
ar?d when qthervwse mdlcate:d to avoid transfer of Director of
t microorganisms to other residents or )
anvironments. Nursing,
Assistant
An observation of catheter care, on 02/24/11 at Director of

2:30 PM, revealed Nurse Aide State Regisiered
(NASRY) #1 and Certified Nurse Aide {CNA) #3 did
not wash their hands prior fo donning gloves. Nursing

CNA #3 assisted with turning and repositioning Managers,

the resident, removed her gloves and left the .

room to obtain more supplies, without washing Minimum Data
her hands. Upon return, she donned gloves Set Coordinators,
without washing her hands. She assisted with Eood Service
posilioning the resident in bed, removed her i

Nursing, Unit

! gloves, and left the room without washing her Dlre.ctor,

| hands. NASR #1 provided catheter care to Registered
Resident #19. Afterwards, she wenf to the ‘ Dietitian, and
resident's bathroom and rinsed out the bath Therapy Services.

basin. She reached into her pocket for a trash
bag, with soiled gloves. There were no bags in
her pockst, 50 she removed her gloves and left E

l
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F 441 | Continued From page 35 F 441 3. On03/11/11
the room without washing her hands. the RN
Corporate
Record review revealed Resident #19 was P .
readmitted to the facility on 01/31/11 with Compliance
diagneses to include Intracranial Hemorrhage, Officer
Urinary Tragt rnfectiap (UTl), Pn_eumonia, and provided an j
Acute Respiratory Failure. A review of the . . :
admission Minimum Data Set (MDS), dated in-service for
01/04/11, revealed the facility identified Resident all licensed
; #19 as] severe’:y cognitively impaired with an nurses on
! indwelling catheter. :
| ’ the Policy on
| An interview with CNA #3, on 02/24/11 at 2:50 Skin Care.
PM, revealed she should wash her hands before
donning gloves and.after they were removed. She Results of the
revealed she sometimes forgot to wash her .
hands because she was "in a hurry", but tried to i weekly skin
"whenever she thought about it." ] assessments will
reported
An interview with NASR #1, on 02/24/11 at 3:00 be reported by
PM, revealed she realized she should have taken the Unit Nursing
off her gloves before touching her clothing. She Managers to the
revealed hands ghould be washed befon:e donning Director of
i and after removing gloves. She stated, "My heart . i
| was racing, and | was nervous.” Nursing each
! week. The
An interview with the interim Dirsctor of Nursing | Director of
(DON), on 02/24/11 at 3:55 PM, revealed she NurSi " ‘
expacted staff to wash their hands before care ursing wi
was provided, before leaving a resident's room, report results to i
and when hands were visibly soiled. She revealed the RN Corporate !
the staff needed to be in-serviced on Compliance '
handwashing and contamination. P
F 518 | 483.75(m)(2) TRAIN ALL STAFF-EMERGENCY F 518 Officer for
gg=~C | PROCEDURES/DRILLS continuous
o . . auditing of skin
The facility must train all employees in emergency
| procedures when they begin to work in the facilty; assessment and
i periodically review the proceduras with existing
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those procedures.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff inferviews, it
was determined the facility failed to carry out
unannounced staff drills for tornado to ensure
efficiency of knowledge and response time in the
event of an emergency. Additionally, four staff
members were unable to corractly answer
questions related fo the appropriate procedures in
the event of a fire.

Findings include:

An interview with Licensed Practical Nurse (LPN}

| #6, on 02/24/11 at 2.40 PM, revealed she was not
i aware H there was ever a lornado drill conducted

in the facility. LPN #5 also stated she did not
know where the fire extinguishers were localed in
the huilding.

An interview with Certified Nurse Aide (CNA) #4,
on 02/24/11 at 2:55 PM, revealed she was
unaware of where all the facility fire extinguishers
were located. CNA #4 stated she did not
remember a tornado drill ever being conducted by
the facility.

i An interview with CNA #5, on 02/24/11 at

approximately 3:.00 PM, revealed she did not
know where the emergency fire alarm pulls were
located. The CNA stated there had not been a
tornado drill conducted since she had been
employed at the facility.

An interview with Registered Nurse (RN} #1, on

[
I
1
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A BUILDING
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02/24/2011
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F 518 | Continued From page 36 F 518 freatment
staff; and carry out unannounced staff drills using practices.

4, The Director
of Nursing
will report i
results of
skin audits
to the
Quality
Assurance
Commitiee
consisting of
the !
Administra-
tor, Director
of Nursing, i
Assistant
Director of
Nursing, Unit
Managers,
MDS
Coordinators
Food
Services
Manager,
Therapy
Services,
Business
Office
Manager,
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F 518 | Continued From page 37 F 518 Activities
02/24/11 at 3:05 PM, revealed no tornado drills Director,
had been conducted during her employment.
! Soclal
An interview with the Maintenance Supervisor, on Services,
02/24/11 at approximately 5:30 PM, revealed no ! Payroll
tornado drifls were conducted. Manager,
The facility "Emergency Disaster Policy and Scheduling
Procedure Manuai", no date, made no mention to Coordinator, !
unannounced staff drills for tornado. House-
keeplng

Director, and
Maintenance
Director
weekly
ongoing to
ensure

i continued
compliance.

5. Completion
Date:

03/14/11 03/4-/”

F315

1. Resident # 11:
‘ The resident’s ]
: supra-pubic
catheter
drainage bag is
emptied by
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Certified Nurse
Aides every shift,

minimally, or

upon resident
request, and is
visually checked
every two hours
to ensure timely
emptying.
Licensed Nurses
visually check the
drainage bag and
palpate the
bladder for
distention at
bam; 2pm; &6 pm;
and 2 am.
Nursing

. documentation
of the palpation
was placed on
Resident #11's
Treatment
Administration
Record for
recording and
initialing.

2. Eachresident
with a catheter
benefits from
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receiving

appropriate
treatment and
services to
prevent urinary
tract infections
and catheter
care.

The Policy on
Catheter Care
was revised on
03/04/11 by the
Policy Committee
consisting of the
Registered Nurse
(RN} Corporate
Compliance
Officer, the
Director of
Nursing, Medical
Records Director,
and the Unit
Nursing
tvanagers {o
include the
protecol for
licensed nurses
to assess
residents with in-
dwelling
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SUMMARY STATEMENT OF DEFICIENCIES

x4 1D
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORREGTION x5}
(EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PREFIX
TAG

DEFIGIENCY)

COMBPLETION
DATE

catheters for
bladder
distention at
least every 6
hours and to
check for any
sign of infection
and to document
and initial such
treatment on the
Treatment
Administration
Record.

On03/11/11, the
RN Unit Nursing
Manager
assessed all other
restdents having
catheters to
ensure proper
catheter care
according to
facility policy and
will submit audit
results to the
Quality
Assurance
Committee
consisting of the
Administrator,
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NAME OF PROVIDER OR SUPPLIER

RIDGEWOOD TERRACE NURSING HOME

STREET ADDRESS, CITY, STAFE, ZIP CODE
426 {SLAND FORD RCAD

MADISONVILLE, KY 42431

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIHENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC iDENTIFYING INFORMATION)

D

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5}
COMPLETION
DATE

Birectorof
Nursing,
Assistant
Director of
Nursing, Unit
Managers, MDS
Coordinators;
Food Services
Manager,
Therapy Services,
Business Office
Manager,
Activities
Director, Social
Services, Payroll
Manager,
Scheduling
Coordinator,
House-keeping
Director, and
Maintenance
Director weekly
ONgoing.

3. In-servicing for
nursing staff on
the revised Policy
on Catheter Care
was provided by
the Corporate
Nurse Educator
on 03/05/11 and
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Oﬁ‘fﬂﬁlf‘] 4 ap‘d fnr

all nursing staff
by the RN
Corporate
Compliance
Officer on
03/11/11.

The Unit Nursing
Managers will
report results of
nursing
documentation
on the Treatment
Administration
Record {TAR),
Nurse’s Notes, or
nursing shift
reports relative
to indwelling
catheter care to
the Quality
Assurance
Committee
consisting of the
Administrator,
Director of
Nursing,
Assistant
Director of
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T
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: Mursing-bnit
Managers, MDS
Coordinators;
Food Services
Manager,
Therapy Services,
Business Office

‘- Manager,
Activities

; i Director, Social
Services, Payroll
Manager,
Scheduling
Coordinator,
House-keeping

‘ Director, and

i Maintenance
Director.

The Quality
Assurance
Committee will
monitor audits of
the provisions of
catheter care
monthly ongoing.

5. Completion Date:

03/14/11 2 5/“” (
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1. Resident #5; The
LPN Unit Nursing

i Manager notified
the family and
MD of the
E incident
! occurring on
07/23/10 and
completed an
Incident and
Investigation
Report on
03/10/11.

2. 0On03/10/11, the
Medical Records
Directar
completed 3
review of all
individuals on
the Falling Star
Program to
ensure that
Incident/Investig
ation Reports
were completed
for ail
documented falls
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(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION}

(o]

PROVIDER'S PLAN OF CORRECTION

PREFIX (EAGH CORRECTIVE ACTION SHOULD BE

TAG

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

inaceardance
- dahne

)
COMPLETION
DATE

with the Falls
Prevention
Policy. Results of
the audit showed
no other
occurrence of a
fali without an
accompanying
Incident and

_ Investigation

i Report.

i 3. The MDS

i Coordinator
reviewed the
care plan of
Resident # 5 to
ensure
interventions
were effective to
prevent falls on
03/10/11.

The RN
Corporate
Compliance
Officer will
review the Falis
Incident/investig
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ation-Raports
SHHEROHS

weekly to ensure

that an Incident
: and nvestigation
Report Form is
completed with
each fali to
improve
effectiveness of
interventions to
prevent
accidents.

The Director of
Nursing witl
provide re-
education on the
Falis Prevention
Policy to nursing
personnel on
03/11/11.

4, Beginning 03/11,
the Medical
Records Director
will submit
findings of the
100% audit of
Incident and
Investigation
reports for
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residents

experiencing falis
on the Falling
Star Program

monthly to the
Quality
Assurance

i Committee

: consisting of the
Administrator,
Director of
Nursing,
Assistant
Director of
Nursing, Unit
Managers, MDS
Coordinators;
food Services
Manager,
Therapy Services,
Business Office
Manager,
Activities
Director, Social
Services, Payroll
Manager,
Scheduling
Coordinator,
Housekeeping
Director, and
Maintenance
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| * pirector.—the

Quality
Assurance

_ Committee will

monitor results
monthly ongoing.

5. Completion Date:

| P o3

: 03/14/11

F431
1. The Medical
Records Director
: disposed of

expired Glucerna
1.2, Glucerna and
Osmolite 1.2 on
02/24/11.

2. The Medical
Records Director
revised the Palicy
on Disposing of
Expired Enteral
Nutrition
Products to
inciude disposing
of products one
month prior to
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the-expiration
841 pHa

RIDGEWOOD TERRACE NURSING HOME

date on
03/10/11.

3. The Medical
i Records Director
in-serviced
Licensed Nurses
and Certified
. Medication
. Technicians on
the Policy on
Disposing of
Expired Enteral
Nutrition
Products and on
rotating and
removing expired
products on
03/11/11.

4, The Medical
Records Director
will submit a
monthly report
to the Quality
Assurance
Committee
consisting of the
Administrator,
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: DEFICIENCY)

Diractacof
HH-EEOFGT

Nursing,
Assistant
Director of
Nursing, Unit
Managers, MDS
Coordinators;

! Food Services
Manager,
Therapy Services,
Business Office
Manager,
Activities
Director, Social
Services, Payroll
Manager,
Scheduling
Coordinator,
House-keeping
Director, and
Maintenance
Director 1o

ensure that
expired enteral
nutritional
products are
removed prior to
their expiration
date.
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Thao Onality
rRE-Lit Aty

. F441

Assurance
Committee will
review the audit
resuits monthly
ongoing.

Completion Date:
03/14/11

The Corporate
Nurse Educator
monitored
Infection Control
JUniversal
Precaution
Procedures
during the
provision of care
by Certified
Nurse Aides to
residents
receiving
repositioning and
catheter care to
ensure that
handwashing
occurred prior to
and after
donning gloves

Al
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and that slovas
aRetAH-1oVes

were disposed of
appropriately
_ prior to touching
clothing on
: 03/11/11.

2. The Corporate
Nurse Educator
will provide
additional
orientation and
training upon
hire and annually
thereafter to
ensure that all

! employees are

knowledgeable in

the area of

Infection Control

and Universal

Precautions. The

Corporate Nurse

Educator and

Nursing

Administrators

will also provide

annual
competency skills
training in
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A BUILDING 01 - BAIN BUILDING 1

B.WING

(X3) DATE SURVEY
COMPLETED

02/23/2011

NAME OF PROVIDER OR SUPPLIER

RIDGEWOQOD TERRACE NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
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DEFICIENCY)
handwashing

techniques.

The Corporate
Nurse Educator
provided re-
education on
handwashing and
Infection
Control/Universa
| Precautions o all
staff on
03/09/11;
03/10/11; and
03/11/11.

The Corporate
Nurse Educator
will provide
random
monitoring each
week for three
months to
observe proper
handwashing
techniques prior
to donning
gloves and to
observe disposal
of gloves without
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tauching clothing
+OHGHIRE- HEE

beginning on
03/11/11.

| Results of these
random
observational
trainings will be
subrnitted to the
Quality
Assurance
Committee
consisting of the
Administrator,
Director of

; Nursing,

; Assistant
Director of
Nursing, Unit
Managers, MDS
Coordinators;
Food Services
ianager,
Therapy Services,
Business Office
Manager,
Activities
Director, Social
Services, Payroll
Manager,
Scheduling
Coordinator,
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House-keeping—

F518

Director, and
Maintenance
Birector.

The Quality
Assurance
Committee will
monitor these
resuits.
Thereafter, the
Unit Managers
will conduct
random
monitoring of
peri-care weekly
and report
resuits to the
Quiality
Assurance
Committee
weekly for
review ongoing
to ensure
continued
compliance.

Completion
Date: 03/14/11

> 3//({/”
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Tha.Diractorof
22 H-E G004

Maintenance
Services
conducted a
Tornado Dril}
at
approximately
7:00 pm on
02/24/11.

Upon hire and
at feast
annually
thereafter, ali
employees will
be physically
oriented on
the location of
emergency fire
alarm pulis and
fire
extinguishers
by the Director
of
Maintenance.

The facility
Emergency
Disaster Policy
and Procedure
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Manual will be
revised to
inctude semi-
annual
unannounced
staff driils for
tornados on
03/11/11 hy
the
Administrator.

The Director of
Maintenance
provided in-
service
education to
all staff on
03/11/11
regarding the
revised Policy
on Semi-
Annual
Unannounced
Tornado Drills
and on
Emergency
Preparedness.

The
Maintenance
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0391

report results
monthly to the
Quality
Assurance
Committee
consisting of
the
Administrator,
Director of
Nursing,
Assistant
Director of
Nursing, Unit
Managers,
MDS
Coordinators;
Food Services
Manager,
Therapy
Services,
Business Office
Manager,
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} DEFICIENCY)
continue to
conduct

| emergency

: preparedness
drilis a

| minimum of

i
one time
monthly and
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

1856306

{X2) MULTIPLE CONSTRUCTION
A BUILEANG

B. WING

01 - MAIN BUILDING 01

{%3) DATE SURVEY
COMPLETED

02/23/2011

NAME OF PROVIDER QR SUPPLIER

RIDGEWOOD TERRACE NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP GODE
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MADISONVILLE, KY 42431

X410 SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
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D PROVIDER'S PLAN OF CORRECTION
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TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

%5}
COMPLETION
DATE

Director, Social
Services,
Payrofl
Manager,
Scheduling
Coordinator,
House-keeping
Director, and
Maintenance
Director.

The Quality
Assurance
Committee will
monitor
monthly on an
on-going basis
for
compliance.

Completion
Date:
03/14/11

zf)%//rl
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