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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative

; oran interested family member when there is an

accident involving the resldent which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (Ii.e.. a
deterioration in health, mental, or psyshosocial
status in elther life threatening conditions or
clinical complications); a need to aiter treatment
gignificantly (i.e., a need to discontinue an
exigting form of treatment due to adverse

! consequences, or to commence a new form of
: treatmeant); or a decision to transfer or digcharge

the resident from the facility as gpecifi ed in
§483.12(a).

The facility must also promptly hotify the resident
. and, if Known, the resident's legal representative

or interested family member when there is a
¢hange in room or ropommate azsignment as
specifiad in §483.15(e)(2); or a change in
residerit rights under Federal or State law or
regulations 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

I¢ga| representauve or interested family member

applicable rules and provision of quality of
care of the residents. The Plan of Comrection
is submitted as a written allegation of
| compliance.

Britthaven's response the Statement of |
Deficiencies and Plan of Correction does not :
denote agreement with the Statement of
Deficiencies nor dogs it constiiute an
admission that any deficiency is accurate.
Further, Britthaven reserves the nght to
isubmit documentation to refute any of the
;stated deficiencies of this Statement of
Deficiencies through informal dispute
resolution, formal appeal procedure and/or
any administrative or legal proceeding.

Resident #3 received medication |
starting on June 22, 2010 and has
shown no symptoms of a urinary
tract infection. No further action is
indicated.  Resident #4 received
medication starting on July 28, 2010
and has shown no symptoms of a
urinary tract infection. No further
:action is indicated. Resident #5
shows no symptoms of a urinary
tract infection. Attending physician
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] ether or not a plan of corraction is previded. For|
deys el ng the date these documents are made avaliable to the facility. If ds
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the institution may be excused from cemedting providing it is determined that
Except for nureing homes, the findings stated above are disclosable 90 days
nurelng homes, the abava findings and plans of correction are disciosable 14
eficiencies are ciled, an approved plan of comsction is requisite 1o continued
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‘Thisg REQUIREMENT is not met as ewdenoed

by:.

Based on interviews and racord reviews, it was
determined the facility failed to ensure the
physician was notified of lab results in a timely

manner for three residents (#3, #4 & 45), in the

selected sample of 19. Findings include:

1. Arocord review revealsd Resident #3 was
admitted to the facility with diagnoses to include
Urinary Tract Infection, Septic Shoek, Acute
Renal Insufficlancy, Severs Coagulopathy and
Anemia,

A review of a urinalysis/culture & sensitivity
(UAJC&S) repori revealed a collection date per
catheterization of 08/18/10, with a resull received
dete of 06/18/10, which was faxed fo the
physician's office on 06/18/10, The resulls of the

; test reveated the urine contained more than
| 100,000 CFU/ML of Escherichia Coli (E coli},

which indicated the resident had & urinary fract
infeclion. A physician's order was cbtained, on
06/22/10, (four days later) for Macrobid
{antibiotic) 100 milllgrams {mg) orally (pu} twice
per day (bid} for 15 days. .

' A review of a UA/CAS report revealed 2 collection

date per catheterization of 07/21/10, with a result
received date of 07/23/10, which was faxad {0 the
physician's office on 07/23/10. The resuiis -
revesled the resident's urine contained more than
400,000 CFUML E coli. A physician's order was
not ¢btained, until 07/28/10, five days later, for
Rocephin (injectable antibictic) one (1) gram (gm)
intramuscular (IM) every day for saven (7) days.

2. Arecord review revealed Resident #4 was

notified on August 2, 2010. No new
orders received.

Any resident having abnormal lab

100% audit has been completed for
all labs thar were. found to be
abnormal from August 1, 2010
through August 26, 2010. The audit
lincludes the date the

iphysician was notified of the
abnormal lab, and the date the
physician responded to the abnormal
lab. The results of the audit revealed
communications to the physician
were met in a timely manner.

!Attending physicians  will
contacted the day the abnormal lab is
received for instructions regarding
the course of treatment,

Nursing staff in-serviced on
Thursday, August 19, 2010 regarding
ensuring the physician is notified of
ilab results in a timely manner.
iemployees did not attend the in-
service., Those employees received
make-up im-services on or before
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iresults has the potential to be |
affected by this deficient practice, A

lab  was,
:received to this facility, the date the
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£ 167 | Conti rom 2 5 . : ‘
g nued o pags P17 receipt  of this statement of!
. admitied to the facility with dsagnossa 10 mc-lude deficienci Io ;
1+ |Gastroesophageal Reflux Disease, Cerebral (deliciencies employees were re-
i. [ Infarct Cystitis, Profapsed Mitral Valve and educated prior 1o their next
| Vertigo. scheduled shifi, The ward clerk will
A review of a UA/CES report, revealed a | i_audl.t_ a‘ll abnormal .labs to, ensure t};e j
j collection date per catheterization of 06/15/0, iphysician was contacted in a timely
| with a results recelved date of 08/17/10, which manner for one month. Results of
i | were faxed to the physictan's office on 06/17/10, this audit will be reviewed by the
i - | The results revealed the resident's urine ; ) ;
1" ! contained more than 100,000 CFUML E coli. A Director of Nurses. After one month
, i physician's order was not obtained, until 06/21/10 if the deficient practice has been
I | (four days later), for Macrobid 100 mg po bid for resolved. a 25% audit of all abnormal
|| one wesk. labs will conmtinue on a monthly
: An interview with the Director of Nurging (DON), basxs.‘ Results will be reviewed by
;| on 07/29/10 at 10:00 AM, revealed whenever the Director of Nurses and presented !
v | results of a UA/CBS were obtained at the facility, ‘during the Quarterly  Quality:
staif faxed the results to the physician's office. Assurance meeting with the Me dical
-1 | The fax confimmalion shests were kept lo ensute .
i, the physician received the lab reports. Ifthere Director,
si- | were critical values or the resident was having : :
symptoms, the nurse was supposed to call the ; .
: physician's office. If not ¢ritical, the staff waited 08/25/2010
i1 | for the physician to respond by calling the facility,
i aher receipt of the fax. The DON stafed the F
facility should be in contact with the physician
} sooner, whether the facility received an order to
treat or not. '
) i 3. A record review revealed Resident #5'wag
4 admitted to the faciiity with a diagnosis of Chronic
n Kigney Disease,
: A record review revealed an order was received,
¥ ' on 07/20/10, to cbizin a urine apecimen fora -
¢ | urinalysig. The urine specimen was obtained and
sent to the lab; however, the lab did not complete
'f' the testing, due to the specimen was not 1abelad |
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i | The facility did not obtain another urine specimen,

-+ untll 07/23/10. A review of the UA/C&S repont

K revealed the urine protein level was 30, Hyaling

Casta ware 0-4 and the culture and senaitivity

g report reveaied a Gram Poesitive bacteria, which

indicated an abnomai result. The regults were

faxed to the physiclan's office on 07/26/10. There

; was no avidence provided to verify the physician
| received the results and no new ordars had been

; recaived as of 07/30/10, the last survey date.

Interviews with the DON, on 07/29/10 al 5:20 PM
| and on 07/30/10 at 9:30 AM, revealed the
physician was not called to verify the receipt of

o the lab results. The DON stated in both
incidences regarding Resident #5, the physician's
office should have been notified. As of 07/30/10
at 2:30 PM, the physician had not been

F contacled. :

i A raview of the facility's policy/procedure,
“Notification of Physiclan for Change in
Resident's Condition,” dated 04/07 revealad, "It s
the poicy of the facility to notily the physician

© | when a significant change in a resident's

i condition occurs with documentation.”

Ei164 | 483.10(e), 483.75(1)(4) PERSONAL
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confiderttiality of his or her personal and clinical
o | records.

i Personal privacy includes accommodations,

i medical treatment, writtan and talephaons
i communlcations, peracnal care, 'visits, and
| meetings of family and resident groups, but this
| does not require the facility to provide » private
l room for each resident.

F 157

F 164

:gervices.
iverbal description of how

§

Resident #11 will receive personal
privacy and confidentiality of his or
her personal and clinical records.
The administrator demonstrated to
all staff the occurrence which
occurred with resident #11 dunngi
the in-service. Demonstrations also|
roccwrred  during the make-up in-
Demonstration included
thiy :
resident was using the toilet in full "
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SR view of the roommate. Social

| Excapl as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
relouse of personal and clinical records to any
individual outslde the facility.

The residents right to refuse release of personal
+ and clinical records does not apply when the
residant is transfarred 1o another health care
institution; or record releass is required by law.

The facility must keep confidential all information
contained in the resident's records, regardless of
i the form or storage methods, except when
release is required by transfer to anather
healthcare institution; law; third parly payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
raview, il was determined the facility failed to
< | ensure privasy was provided for one resident
i | (#11), in‘the selected sample of 19, refated to
-1, |incontinént ¢are. Findings include:

A record review reveaied Resident #11 was
admitted to the facility with diagnoses to include
Dementia Neuropathy, Hypertension, Diabetes
Type l and Ostecpenia. A raview of the quarterly
Minimum Data Set (MDS) assessment, dated

1 05/24/10, revealed the facility assessad the

i resident as moderately cognilively impaired and
occasionally tncontingnt of bowel and frequently
incontinent of bladder, requiring extensive
assigtonce of two staff members with activities of
daily fiving. Although the resident was not
interviswablg, the facility identified the resident's

Services interviewed the roommate,
who is alert and oriented if privacy is
‘being  provided.  The interview:
‘revealed that -she has had no.
-problems with privacy. Resident #11
iis not interviewable. Resident #11 is
able to ambulate with assistance 1o
the bathroom. Ambulation to the
bathroom is now reflected on the
careplan, care guide and the 24-hour !
shift report. !

| All residents have the potential to be}
?affected by this deficient practice.

Staff re-educated during an in-
;serv1ce on Thursday, August 19,
2010 regarding a resident’s right to
personal privacy and confidentiality
of his or her personal and clinical
records, Personal privacy includes
accominodations, medical treatment,
written and telephone
communications, personal care, |
visits, and meetings of family and
resident groups. Six employees did
not attend the in-service. Those |
employees received make-up in-
~iservices on or before Saturday, ;
;August 28, 2010. Upon receipt of |

‘this statement  of _ deficiencies

FORM CIAS-2587(02-99) Pravious Versions Obsclate

£9/98 Iovd

Event 10; DMIK1Y

NOIN3E 40 N3AVHLELTNG

Facidy 1D: 100514

£4881268.7 HE:31 @18c/6Z/88

" If continuation ehest Page 50?26



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 081132010
FORM APPROVED

by:

i Based on observation, -interview, and record

i review, it was defermined the facility failed to
ansure sarvices provided by the facility met
professional standards of quality. Observation
during thres different medication passes revesled
three residents {(#20, #21, and #22), notin the
gelected sample, were administered medications
thal were nof accordance with physicians' orders.
Findings include:

1. An observation during a medication pass, on

— CEMTERS FOR MERICARE & MEDICAID SERVICES _OMB NO. 0938:0391
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ox4i D SUMMARY STATEMENT OF DEFICIENCIES I 0 " PROVIDER'S PLAN OF CORRECTION | e
PREFIX (EACH DEFICIENCY MUSY 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B& | COMMETION
TAD REGULATORY OR LSC IDENTIF¥ING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE L PAE
o . DEFICIENGY) :
F;‘164 Continued From page & F 164 .
. YoM Pag employees were re-educated prior to
: ability to make needs known, ¢ ,
R S their next scheduled shift.
; An observation on 07/29/10 at 7:40 PM, revaaled ‘
ths reeident wag sitting in his/er room in a The Staff Development Coordinator
whaslchair. Two staff members entered the | . ) : : !
resident’s room and proceaded to assist Resident W1_u <_:ond.uct @ r?s1den§ care auch't for
#11 1o the bathreom, located in the resident's 20 different residents a week times
room. The staff did not close the bathroorn door four weeks. The audit will he
and the resident's roommate was awake and had conducted over all shifts. Over the
full visual acceseibility of the regident insidas the : . ' .
 bathroom. ‘ course of the audit all nuwsing
- : assistants will be observed, The
-1 1 Aninterview with Licahsed Practical Nurge #2, on :Resident Care Awudit includes the.
i 07/30/10 at 1:55 PM, revealed she realized the : following items: date, staff member :
. door to the bathroom was left gpen. The location ?‘, R .
' of the wheelchair prevented the etaff from closing observed, care aclIvity observed, if
© | the bathroom door. She stated she was unsure the ‘carg performed was correct per
-3+ | how to provide appropriate privacy and safety at procedure, if dignity/privacy was
Y the same lime. ] 3 1
o ) ‘ rovided during care :
Fi281 ' 483.20(<(3)()) SERVICES PROVIDED MEET F2s1|P 0 ing care, if the care
550 | PROFESSIONAL STANDARDS , per ormed. was  Incorrect details of
, the retraining, signature of the]j
The services provided or arranged by the facility ‘employee  who pe:fﬁnned the |
must meet professmnjat standardslof quality. 'retraining. auditor si gnatare.  The
results of these audits will be
This REQUIREMENT is not met as evidenced presented to the Director of Nurses. |

Once determined that the deficient !
practice has been corrected, audits i
will continue at a rate of 20 residents
:per month to ensure the deficient’
‘practice does not reoccur. Results of :
‘these findings will be presented]
during the Quarterly Quality
Assurance meeting which includes

the Medical Director, 08/29/2010

. FORM GhS.2687(02.89) Previouss Varsions Obsolete Event ID:

£9/.8 3ovd

DMIK1 1

NOINZE 40 NanWH1LInd

Facility [ 160514

If continuation sheet Page. 8 of 26

€/88.205BL2 6£:91 BIBZ/SZ/QB




DEI?:ARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/1%2010

07/2710 gt 2:57 PM, rovealed Kentucky

: Medication Aide (KMA) #1 adminjstered one

i Matforntin (fegulates blocd glucoes) 500
milligrams {mg) tab to Resident #20. A review of
the physician’s orders and the Medication
Administration Recerd (MAR), dated §7/01/10 ta

I 07131140, revealed the Metformin 500 mg was
scheduled for administration at 8:00 AM and 5:00
PM. The medication was administered early and
resllted in a medication error,

An interview with KMA #1, on 07/28/10 at 11:30
AM, revealad she had an hour before or afier the
¥ - schedulad time to administer medication, She felt
. she had followed the timeframe, prior to belng

- approached by the Director of Nursing (DON}. :
KMA #1 stated, ‘I now realize | gave the : :
maedication too early. | just got in a hurry".

2. An observation during the medication pass, on
07/2710 at 315 PM, revealed KMA #2

| administerad one Matformin 600 mg tabto - '
Resident #21. A review of the physician's orders '
and the MAR, dated 07/01/10 10 07/31/10Q,
revealed the Metformin §00 mg tab was
schediled for administration at 8:00 AM, at 12:00
Noon, and at 5:00 PM with meals/food. The
medication wae adminigtered early and was not

; given with food, resulting in @ medication emor.

3. An observation during a medication pass, on
07/27/10 at 3:19 PM, revealed KMA #2 ‘
administered Mafformin 500 mg tab to Residant
#22, Areview of the physiclan's orders and the
MAR, dated 07/01/10 10 07/31/10, revealed the
Metformin 500 mg tab was scheduled to be
administered at 8:00 AM and at 5:00 PM, The
medication was administered early and resuited
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Residents#20, #21, #22 will receive
medications that are in accordance
with  physicians’ orders. These!
iservices will be provided and meet;
iprofessional standards of quality.
The Director of Nurses upon
notification during the survey
process of the medication error,|
immediately counseled the. KMAs:
iinvolved in providing medications
outside of the accepted timeframe for
residents #20, #21 and #22. .

t All residents have the potential to be:
‘affected by this deficient practice of
professional standards,

Those staff members who administer:
imedications  were  re-educated
regarding professional standard and |
facility . policy of  providing
medications. Those employees
received make-up in-services om or
before Saturday, August 28, 2010.
‘Upon receipt of this statement of|
'deficiencies employees were re-
educated prior to their next
scheduled shift.

The Quality Assurance Nurse will’

in a medication &rror. ;comgl?te . ﬁve_-: medmt.mon
o |administration audits per week times .
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5 g _ | four weeks. Each week five:
A review of the policy entitled, "Routine Hours of ;dlffe_fem employees.  will  be:
1| Medication Administration”, revised 08/10/04, ‘monitored over all shifis,  All
o revealed reutine medications could be EEI’HPIOYGGS who administer :
- administered approximately one hour before or : . . . .
" | ator the tme Indicated on the MAR. medications will be observad during
o the course of the audit. The results
7| Aninterview with KMA #2, on 07/27/10 at 6:06 - of these audits will be presented to
PM, reveale_d he had an _hour befqre or after the the Director of Nurses. If non-
’ scheduled time to administer medications. He 1.‘ is identified discinli
i stated he was aware of the order to administer Complance is igentilicd aisciplinary
- | Metformin at 5:00 PM, but he administered it action will be taken. Once the
; early, 30 he could keep up with the other duties deficient practice has been resolved
©. | hewas assigned. the audits will continue at a rate of !
i Aninterview with the DON, on 07/20110 at 10:15 ten per month including ten different
i AM, revealed she reminded the staff they had an residents with a minimum of five:
S hgur-b.e{ore O'd?“e{, the S:A’ed”k‘“‘d\"'f“e to different employees. The results of -
- administer medications, afer receiving . : o
_information from the surveyor regarding the :thcse audits will be p{esented during :
. administration of medications sarlier than ithe Quarterly Quality Assurance |
: gcheduled. She stated no aupervizor on the floor ;meeting. ‘ : o
*. | had reported any problems with medications not 08/29/2010
o being given within acceptable timefrarnes. She _ : .
’ stated the medication policy reflected staff could :
‘ excead the hour time, but should not give ;
medications earlier than schadutad. The DON :
stated she expected staff to administer the
medication as ordered by the physician and within
the timeframe.
An interview with the physician, on 07/29/10 at
12:21 PM, revealed it was not good practice fo
administer the medication early and he prefemed
the medication be administered within the time
constraints of the program.
A review of the manufaclurer's recommendations
revealed Metformin should be given in divided
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i The services provided or arrangad by the facility
' must be provided by qualified persons in

accordance with each resident's written plan of
care,

: This REQUIREMENT is not met as evidenced

by:

Based on ohservation, interviews and record -
review, it was determined the facility faited to
ensure care was provided in accordance.with the
resldent's plan of care for one resident { #10), in

i the selected sample of 18, The facliity failed to

ansure Resident #10's clip alarm was
impiemented In aceordance with the care plan.
Findings include:

A tecord review reveated Resldent #10 was

: admitted to the facility with diaghoses o include
¢ Profound Orthostatic Hypotension, Irritable Bowel

Syndreme and Osteoporosis.

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 05/28/10, revealed the
facllity assessed Resident #10 as maderately
cogritively impaired and requiring extensive

" | assistance of one staff member to transfer.

A 1eview of the comprehenaive care plan, "Risk
for Falls," dated 03/09/10, revealed interventions

' to provide a personal alarm to the bed and the

chailr.

Obsepvations, on 07/27/10 4t 6:00 PM and on
07/28/10 at 10:40 AM, revealad the resident was

:determined that the resident would ;
ibenefit from a sensor alarm. The

interventions related to a history of
falls on July 30, 2010. It was

care plan and resident care guide
were updated on July 30, 2010.

All residents have the potential to be
affected by this deficient practice
regarding services provided or
arranged by the facility in:
‘accordance to the resident’s written :
‘plan of care. '

The charge nurse is responsible for-
reviewing the list of devices as:
‘assessed and implemented from the
resident’s plan of care, Staff were
re-educated during an in-service on
Thursday, Auguost 19, 2010. Those'®
employees who were unable to
attend the in-service received make-
up in-services on or before Saturday, |
August 28, 2010, Upon receipt of;
this statement of deficiencies’
‘employees were re-educated prior to
itheir next scheduled shift. '
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F 281! Continued From page 8 C | Fo8
" i doses with meals, | j »
Fi282 | 483.20(}{3)(ii) SERVICES BY QUALIFIED F 282: . ’ i
: PERSONS/PER CARE PLAN :Resident #10 was assessed for safety

Event 1D:

PrEKTT

Facility 10 100514
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An interview with Registered Nurse (RN) #1, on

+ 07/30/10 at 11,26 AM, revealsd she was
reaponsikle as the ¢harge nurse 1o check alarms
during rounds; howsevar, the action was not
documented. She stated the resident had & new
sensor atamm initiated in the wheelchair, on
07/30110, and the dip alarm was discanfinued.

An interview with Licensed Practical Nurse (LPN}
#1, on 07/29/10 at 11:30 AM, revealed Resident
i #10 had a history of falls and had been assessed
i as a high tisk for falls. The resident was capable
of seif transfer, at times. A clip alarm was utilized
to help ensure ensure safety. It was the
responsibility of all staff to ensure the alarms
were in place and functiohing, for each of the
rasidents. The DON stated the resident did not

H

SUMMARY STATEMENT OF DEFICIENCIES PROMIDER'S PLAN OF CORRECTION Y
PREFIX ' {EACH DEFIGIENGY MLIST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD 8E COMPLETIN
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG ; CROS$S-REFERENGED TO THE APPROFRIATE DATE
i DEFICIENCY) i
£,262 | Continued From page 9 i F 282! : . g
P : . . : 'The Quality Assurance Nurse will:
i up in a whealchair and the clip alarm was not ; g £ devi _ |
attached to the resident. An obsesvation, on upc‘late the list o evices, care plan,
07/29/10°at 11:40 AM, revealed the resident was resident’s care guide as well as
sitling in a recliner inbhislhzr ;oon’la, T?‘;e : comunicaﬁng any changes in
wheelchair was nearby and the olip alanm was ‘ : '
attached to the wheelchair and was turned off. devices or} the 24-hour shift repor.'t.
. The Quality- Assurance Nurse mli
An interview with State Regilstered Nurse Aide conduct a 100% audit for all devices
{iRNﬁ\)#i.t o(? lt‘)?'!:i()l‘l() at' 11:40 AM, lrev?aled Weekly times four weeks, The
eha attamptad o ensure alams were In placs, . A 1.
! during rounds; however, she depended on'the results ojf this audit will-be presented :
" nurse and the Resident Care Guide {(nurse aide ‘to the Director of Nurses. Once the
‘ care plan) to keep hor updated on any new ‘deficient practice has been resolved
» | Interventions, such as alams. Although, she the audits will continue at a rate of
made rounds, she did not aiways revisw the 25% of all idents Xl Th
; Resident Care Guide until mid-morming or o O residents ‘weesly. €
. i whenever she had an opportunity. She stated she results of these audits will be
. ihad acc:zs :odthe Re:idgm C:re Guide, »tct;e ‘i ipresented  during the - Quarterly !
: entire shift and signed off on the cara guide at tha : : . . ;
end of the ehift, which indicated all care had been Quality Assurance meeting. ’
provided. :
' {JS/ZQIZO‘I 0
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' remove or turn the ¢lip alarm off. The DON
‘stated she checked the battery supply on each
: unit on Mondays and conducted occasional audits
| onthe uss of the alarms.
‘ A review of the facility's policy/procedure, ;
"Resident Care Plan,” dated 04/07, revealed
"development and implementation of the care
plan will pccur by participating disciplines
available in the facility at a tesm conference
urder the direction of the RN Coordinator. The
resident care plan will be an ongoing process and
will include current problems and/or needs
‘. |identified from a complete assessment.” : ;
F315 | 483.26(d) NO CATHETER, PREVENT UT, F 318

$8=0

RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that
resident who enters the facility without an
indwalting catheter is not catheterized unless the
resident's clinical condition demoanstrates that
catheterization was necessary; and a resident .
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and 1o restore as much nomal bladder
function as possible.

Thiz REQUIREMENT is not met as evidenced
by:

Based on observations, interviews and record,
review, it was determined ihe facility failed to
ensure appropriate care for an indwelling catheter
was provided for two residents, (#9 and #13), in
the solected sample of 19

Fingings Include:

' 1. A record review revealed Resident #13 was

‘catheter to prevent urinary tact!

iother SRNA who was identified
during the survey was counseled

by the Director of Nurses on July 29, ,

or make-up in-services.

:affected by this deficient practice.

Residents #9 and #13 will receive
appropriate care for an indwelling |

infections. One SRNA is no longer
employed with this facility, The
regarding the correct procedure for
catheter care for resident #9 and #13
2010. All other employees were re-

educated during the staff in-service

Any resident who has an indwelling
catheter has the potential to be’

Nursing staff were re-educated on

‘Thursday, Aug:usi_lm:ﬁg&tdmg.l__.
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admittad to the facllity on 03/13/08, with .
diagnoses to include Neurogenic Bladder with
spasms, Urinary Retention, Multiple Scleroals
{Mid-Late Stage), Renal Insufficiency, and Urinary
Tract Infection with Pseudomonas, - '

A review of the quarterly Minimum Data Set
asseszgment (MDS), dated 08/23/10, revealed the
facility assessed Residont #13 to be modaralely
impaired with decision making and requiring total
assistance of fwo staff members with all activities
of daily life (ADLs). Resident #13 had an
indwslling cathetar and was incontinent of bowel.

An obgervation, on 07/29/10 at 2:10 PM, revealed
State Registered Nurse Aldes (SRNA) #3 and #4
failed to wash their hands, but donned gloves
prior to provision of catheter care for Resident
#13. Qbservation revealed the resident had a
large incontinent episode and loose slool was on
the resident's bed, gown, sheats and bedspread.
SRNAs #3 and #4 provided Incontinent care with
gloves covered with a very large amount of stool.
SRNA #4 was obzerved 1o use a peri-wipe and
remove stool from the glove worn by SRNA #3
and then continued the incontinent care.
Observation revenled SRNA #3 touched the
resident’s indweling catheter tube with the soiled
gloves three limes during care. SRNA #4 was
observed to wipe the catheter tubing repaatedly
with one peri-wipe.

2. Arecord review revealed Resident #9 was
admitled 1o the facliity with diaghoses to include
Pyelonephritis, Nephrolithiasis, Benign Prostatic
Hypertrophy (BPH), Urinary Retention, and
Alzheimers Dementia,

A review of the quarterly MDS, dated 06/16/10,

ithe proper procedure for catheter and
incontinent care. Those employees
not attending the in-service received
make-up in-services on or before
«Saturday, August 28, 2010, Upon
receipt of this statement of
deficiencies employees wete re-
educated prior to their next:
| scheduled shift, i

The Staff Devclopment Coordinator
will monitor nursing staff providing
catheter care to all residents who
‘have a catheter twice weekly times
four weeks. The Staff Development

staff providing incontinent care for
iten different residents per week!
‘times four weeks. Observations will
occur over all shifts with different
employees ¢ach time. In the event of
non-compliance the Staff,
Development  Coordinator — will
provide correct demonstration and
education to ensure approptiate care.
The results of these audits will be!
'reviewed by the Director of Nurses. :
Once the deficient practice has been
resolved the audits will continue at a
rate of ten different residents per,
month with a minimum of two of the |
‘residents having catheters The'!

Coordinator will monitor nursing|.
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F-315 | Continued From page 12 ! Fa1s ‘
I

revealed the facility assessed Resident #8 as .
modarately impaired with dacision making and
requiring extensive assistance with all ADLS. The
resident was incontinent of bowel and had an
indwelling catheter.

a An obsarvation, on 07/29/10 at 2:45 PM, revealed
4 SRMAs #3 and #4 did not wash their hands
befora or after provision of incontinent care for

| Resident #9. Observation revealted the resident
had a bowel movernant during the provision of
incontinent care. SRNA #4 touched the catheter
tubing three times with a soiled ped-wipe, Both of
the SRNAg wore the same soiled gloves while

| transferring the resident into a wheeichair,

t. 1 Interviews with SRNA #3 and SRNA #4, on
iy 07129110 at 3:20 PM and 3:35 PM, revaaled
i neither aide reslized they touched the resident's
catheter Wwhing with soiled aloves or a péri-wipe.

i An interview with the facility's Staff Development
o Coardinator, on 07/28/10 at 5:05 PM, revesled
staff mambers were provided education on
perineal care and catheter care, during
crientation. Staff members were required to
provide a return demonstration of proper care to
the perinest ared and catheter care, She
provided an in-sérvice, on 06/18/10, related to
catheter care. The in-service was presented as
part of routine perineal care and after each

" iincontinent eplsade. -

F-323 i 483.25(h) FREE OF ACCIDENT

:S:S=D HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
| @s Is possible; and each resident receives

i adequate supervision and assistance devices 16 -

presented . during .the Quartexly
Quality Assurance meeting, -

ésmw_z@iio

F323|Resident #10 was assessed for safety
‘interventions related to a history of;
falls on July 30, 2010. It was
determined that the resident would
ibenefit from a senor alarm: The care
-plan_and regident care onide were !

FORM (jff;ls~2567{02-99} Pravious Versions Obsolels EvenliD

1

" - 1
E9/PT DY NOINTT 40 N3AvHELT~H

DMK

Facilly 13: 100514 if continvation sheet Page 13 0!' 28

£/8BL758.T 6E:9T B1IBL/64/06



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED:

08 H2010

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES

QOMB NO. 0838-0381

NAME GF PROVIDER OR SUPPUER

STREET ADDRESS, CITY, SYATE, 7P CODE
2607 MAIN STREET WY 641 SOUTH

STATE*ENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
4 A BUILDING
B. WING Pl
185288 07/30/2010__

Sk

prevent accidents.

! This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews and record
review, it was determined the facility failed to
ensure three residents (#10, #11 & #18), in the
. selecled samp'le_ of 19, remained as free of
- accident hazards as possible and each resident

: received adequate supervision and assistance
devices to prevent accidents. Resident #10 had a
history of falls and the facility falled 1o ensure the
uge of 2 clip alarm was conalstently implemeanted.
Resident #11's bed alarm was not functioning on
07/08M10 and the resident sustained a fall,
Resident #15's medications were left at the
bedside unatiended for an undetermined amount
of time. Findings include:

1. Arecord review revealed Resident #10 was
admitted to the facility with diagnoses to include
Profound Orthostatic Hypotenaion, Autonomic
Dysfunction, irritable Bowel Syndrome and a
higtory Hapatitis C and Ostecporosis.

A review of the guarterly Minimum Data Set
(MDS) azsessment, dated 05/28/10, revealed the
facility assessed Resident #10 as moderately
cognitively impaired and requiring extensive
assistance of one staff member with transfers.

A revigw of the comprehensive care plan, "Risk
; for Falls;" dated 03/09/10, revealed interventions
70| included a parsonal alarm to the bed and the

- chair, A review of a current Resident Care Guide

updated on July 30, 2010. Resident
'#11 bed alarm was assessed on!
 Monday, August 17, 2010 to ensure
it Is functioning properly. Resident
#15 will receive medications per the
facility’s policy and procedure for|
“Administration of Oral (PO)
Medications”,

; All residents have the potential to be
affected by this deficient practice.

The charge nurse is responsible for
reviewing the list of devices as
assessed and implemented -from the
i resident’s plan of care. Staff were;
. re-educated during an in-service on
: Thursday, August 19, 2010. Those
staff members who administer
medications  were  re-educated
regarding professional standard and
facility  policys of providing
medications on Thursday August 19,
2010, Those employees not!
'attending the in-service received:
;ma.ke-up in-services on or before
I Saturday August 28, 2010. Upon
Ireceipt of this statement of
deficiencies employees were re-
educated = prior to their next

RITHAVEN OF BENTON
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i (nurse aide care plan) revealed, "Special scheduled shift.
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PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX (EACH CORRECTIVE AGTION SHOULD BE COMPLEDGN
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i . PAge ) - ‘Regarding the use of devices to
precautions for falls - non-skid footwear, f . A .
- it | encourage to call for assistance and bed/chair ' iprevent -faHS the Quamy AsSurance
o | elarms.” Areview of the facility's falls Nurse will update the list of devices,
: IﬂVQSﬂgEtlDﬂS revealed Resident #10 had a care Plan, resident’s care guide as

history of falls related to unassisted transfers and

attempts to ambulate on hisfher own. well as communicating any changes

in devices on the 24-hour shift
Obsetvations, on 07/27/10 at 8:00 PM and on report. The Quality Assurance Nurse

07/28/10 at 10:40 AM, revealed the resident was will conduct a 100% audit for all
in a wheelchair and the ¢lip alarm was not

attached to the resident. An observation, on devices Weekly tn'nes fqur vyeeks.
07728110 at 11:40 AM, revealed the resident was iThe results of this audit will be
gitting in a redliner in histher room and the ¢lip ipresented to the Director of Nurses.

alarm was observed attached to the back of the

i ] ]
whealchair nearby and was turned off. | Once the deficient practice has been

Iresolved the audits will continue at a

An interview with SRNA #1, on 07/30/10 at 11:40 rate of 25% of all residents weekly.
AM, revealed she attempied to ensure alams The resulis of these audits will be
wara in place during rounde; however, she | .

depend:d onthe ngrsa and the nurse aide care . p ese.nted dunng thc Quarterly
plan to keep her updated on any new alarms, She Quality Assurance meeting.

had mede rounds and did not atways logk at the

nurse aide care plan until mid-morning or In regards to the administration of

whenaver she got a chance o look atit. 8he
stated she had aceess (o ihe nuree alde care plan

oral medications the - Quality

and signed off on the care plan, indicating all care Assurance Nutse will complete five
was provided. She was unsure of the type of : medication administration audits per ‘»
slarm the resident required. | week times four weeks. Each week|
| ’ '
An interview with Registered Nurse (RN} #1, an | five . different emp10}'ee§- will be
| 07/30/10 at 11:25 AM, revealed it wae her monitored over all shifts.  All
. | responsibility s the charge nurse to check employees who administer
& alarms during rounds. She revealed the rasident” gt ar :
received a now sensor alarm for hisfher ;medloations will be OPSCWEd dunng
wheeichair, on 07/30/10 and no longsr had a clip the course of the audit. The results
alarm on the wheelchair, It was her respensibility : {of these audits will be presented the
to ensure the staff in her area were aware of new Director of Nurses, If non-
X or added interventions as soon as possible; : . sl . AR T s
.- | however, she had not had time to inform SRNA compliance is identificd disciplinary
! action will be taken. Once the L
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i A review of the comprehensive care plan, "Risk
. current nurse alde care'plan revealed, "Special -

- beside the bed, toilet frequently or as needed,

{ An interview with Licensed Practical Nurse (LPN)
1 #11 was assessed at high risks for falls. He/she
: fransferrad him/hersolf unassisted at times. A bed

| #nsure the atarms were in place and functioning
; for each resident She stated she checked the

4

Continwed From page 15
#1 about the new alarm for Residant #10.

2. Arecord review revealed Resident #11 was
agmitted to the facllity with diaghoses to incluge
Dementia Neuropathy, Hypertenston, Diabetes
Type  and Os{eopama

A review of the quarierly MDS assessment, dated
05/24110, revealed the facility assessed the
resident as moderately cognitively impaired and
requiring extensive assistance of one to two staff
mermbers with activities of daily living (ADLs).

1
for Falls,” updated 02/18/10, revealed i
Interventions included & bed alarm. A review of a |

precautions for falls - non-skid footwear, keep
personal itams within reach, mat on the fioor

and a bad alarm."

A review of the facility's investigation dated
07/08/10, revesaled the resident's bed alarm dig

not sound when the resident wae found sitting on |
the floor beside hisfher bed. The resident was |
not injured and the resident was attempting to go '
to the bathreom unassisted, !

#1, on 07/20/10 at 11:30 AM, revealed Resident

alamm was implemented for Resident #11, She
stated it was all staff members’ responsibility to

battery supply on each unit on Mondays and
performed occasional audits on the alarms, as

F323;

meeting.

deficient practice has been resolved
the audits will continue at a rate of
ten per month including ten different
residents with a minimum of five
different employees. The results of
.these audits will be presented during
the Quarterly Quality Assurance

q 8/29f2ﬁ‘10
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» admifted to the facility with diagnoses to Include

; administration at 8:00 AM and at 4:00 PM.

Continued From page 16
well as physically checked the alarms at times.

There was no specific or sat time for checking the |
placament or funclioning of the alarms, ]

|
There was no evidence-of a policy/procedure
ralated to alarms,

3. Arecord review revealad Resident 215 was

Cellulltls Left Lower Extremity, Gardiopulmonary
Disease, Diabetes and Hypertension. The
resident was fransferred to the hospital, on
07725/10 at 8:10 AM, due to an altered mental
status change.

An ¢hservation during tour, on 07/27/10 at 11:15
AM, revealed a cup of four pills was located on
the tesident's bedside table. Two pills were
identified as Neurontin (anti-epileptic)100
milligrams (mg) capsules, one pill was
Magnesium Oxlde 400 mg tablet and one pill was
Vitamin B3 1000 iU tablet,

A review of the physician's orders, dated 07/04/10
through 07/31/10 revealed, Neurontin 100 mg
{two tablets) by mouth (po) every night at bedtime
was scheduled for administration at 8:00 PM.

The order for the Mag Oxide 400 mg tabiet po
twice datly (bid) was scheduled for administratian
at 8,00 AM and at 8:00 PM. The order for Vitamin
D3 1060 U tabiet po bid was gcheduled for

A raview of the July medication administration
record (MAR), revealed the medications were last
documented as administered on 07/24/10, at the
scheduled times. A roview of the July MAR
revealed on the morning of 07/26/10, all
medications were withheld.

F323:

O ;
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An interview with LPN #2, on 07/27/10 at 3:10

i PM, revealed she was responsible for medication

| administration, on 07/24/10 {(evening shift). She

stated the resident took the medications with o

; water at 8:00 PM. LPN #2 stated she was not ‘

awara of any medications laft at the resident's
i bedside.

An interview with RN #2, on 07/27/10 at 3:36 PM, '
tevealed she worked the day shift, on 07/25/10,
She went to the resident’s room with the intention
of giving the resident his/her morning medicationd
U and found the resident extremely drowsy and the
rasident would not arouse to take the

; medications. She assessad the resident and sen
the resident fo the hospital, per physician's ’
orders. The madications that ware not taken by
the resident were destroyed. She stated she was
not aware of any medications lsit at the bedside,

An observation, on 07/29/10 at 4;10 PM, revealsd
Resident #15 had returned to the facility from the |
hospital and was in bed. An interview with
Resident #18, on 07/20/10 at 7:25 PM, revealed
hefshe could not remember any medications left
. on the hedside table. Resident #15 stated, |

,' know my madications and usually take them
without any problem.” The resident stated
medications had been left on the badside table In
the past, but had no recall of the identity ¢f the
staff responsible.

An interview with the Assistant Director of Nursing
{ADON), on 07/27/10 &t 11:30 AM, revealed he
did not know why the medications would have

been left at the bedside or who would have left .
them. The resident was sent out to the hospital : |
on 07/25/10 during the morning, due to a mental

i
i
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slatus change. The médications laff on the
bedside table was probably the 07/24/10 evening
medications.

An interview with the Director of Nursing (DON),
on Q7/28/10 at 10:00 AM, revealed upon
dincavery of the medications at the hedside, the
resident’s physician and the Medical Direclor
were notified. She completed random medication
audits and follow-ups.

A review of the facility's policy/procedurs,
"Administration of Oral (PO) Medication,” dated
08/22/68 revealed, "Have resident take
medications orally followed by a recommended
five ounces of water. Remain with the resident
until the medication has been swallowed. If the
resident is uncooperative, do not hesitate to
check his/her mouth and cheeks to assure that
the medication has been swallowed, Medications
cups and disposable accessories musi be
disposed of in the trash receptacie on the
medication cart, not in a resident's trash can.
: Record administration on the MAR. 1t should not
i te recorded that the drug wae adrministered

: unless the staff person is positive that the '

resident has indeed swallowed the entirs dose of : Resident #20, #21, #22 will reéeiVe

- i madication.” ) f .

T 3321 483.25(m)(1) FREE OF MEDICATION ERROR F 332 mfidlC&ﬁOh% th at, are n ‘accordance

s=p | RATES OF 5% OR MORE with physicians’ orders.  These

: . services will be provided and meet
The facility must gensure that it is free of professional standards of quality.
medicaffon error rates of five percant or groater. The Director of Nurses upon

notification  during the swvey
: process of the medication error,
i This REQUIREMENT is not met as evidenced irnmediately counseled the KMAs

by: , . ' .
Based on observations, interview and record | involved in providing medications
FORM"(;':HS-Z":GT(OE-%) Fravious Veraions Obsalets Event |DiOMIKT Faciity 1 100544 if continuation sheet Page i19 of 28
893'83 3bvd ' NOLN3F 40 N3AVHL1IM- £408/.758/7 6E9T BIBZ/6Z/84



P . PRINTED: 081272010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO, 0638:0391

STALEMENT OF DEFICIENCIES (X1} PROVIDER/GUPFLIERCLIA {£2) MULTIPLE CONSTRUGTION {X3) DATE SURMEY
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
e A, BUILDING
| o
; B. YWANG
185258 | N 07/30/2010 __

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP £ODE

2607 MAIN STREET BWY 841 SOUTH

Bémmveu OF BENTON e
: BENTON, KY 42028
By 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION oy
‘PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CCRRECTIVE ACTION SHOULD BE CONFLETION
iTAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY) : s
3 F 332 Cominlued From page 19 , ’: F 332 , .
. o : ST outside of the accepted timeframe for
: reviews, it was determined the facility failed to "
ensure that it was free of medication error rates of - ’ residents #20, #21 and #22.
five-percent or greater. Observations during threb :
medication passos revealed there were thres All residents have the poremial to be

errors in 41 opportunities, resulting in a seven pa}
cent medication smor rate for three residents not
in the selected sample of 19 (#20, #21, and #22).

affected by this deficient practice.

Findings Include: i Those staff members who: administer
1. A review of the physician's orders and the r‘nedlgsiltlons‘ £ W.ere i re‘gdlélcated o
Medication Administration Record (MAR), dated regarding professional standard and;
£ 07/01/10 to 07/31/10, revealed Metformin 500 mg facility  policy of providing| -

was ordered for Resident #20 and scheduled for ‘ 'medications on Thursday, Angust 19,
8:00 AM and 5:00 PM. - 2010, Those employees not
Observation during the medication pass, on i attending _ﬂlﬁ i1.1~service, recetved

© | 07127110 at 2:57 PM, revealed Kentucky .make-up in-services on or before

! Medication Aide (KMA) #1 administered the Saturday, August 28, 2010. Upon

;- Metformin 500 mg to Resident #20. : receipt of this statement of
An Interview with KMA #1, on 07/28/10 at 11:30 deficiencies employees were re-
AM, revealed she had an hour befors or after to educated prior to their next
adminigter the medication, She stated she did hi

- ' eduled shift,

not think she had given the medication outaide of : sch f
Ihe time frame, until the Director of Nursing : L . _
{DON) meniioned it to her. KMA #1 stated, "I . In regards to the administration of

: tealize 1 had given the resident the medication tog i oral medications the Quality

| eary. Vjustgotin a hurry"”. : Assurance Nurse will complete five

K 2. Areview of the physician's orders and the medmatwn administration audits per
MAR, dated 07/01/10 to 07/31/10, revealed week times four weeks. Each week
Resident #21 had orders for Metformin 500 mg ‘ five medications will be observed|

! !tab, 10 be administrated at 8:00 AM, at 12:00

Noan, and at 5:00 PM, with measitake with focd. during the course of the audit. The

results of these audits will be
An observation during a medication pass, on presented to the Director of Nurses.
administersd the Metformin 500 mg tsb. ; disciplin ary action will be taken

L . Once the deficient practice has been
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sdministered st 8:00 AM and at 5:00 PM.

| An Interview with KMA #2, on 07/27/10 at 6:06

- time for the medication was in the middle of

; nons of the suparvisors on the floor had reported

| polisy stated staff members could excesd the
hour time but not give the madicine before. The

3. Observation of a medication pags on 07127/1ﬁ
at 3:19 PM for Resident #22 revealed KMA #2
administered one Metformin 500 mg taby.

Reviews of the physiclan’s orders and the MAR,
dated 07/01/10 10 07/31/10, revesled the resident
had an order for Metformin 500 mg to be

PM, revealed he had an heur before or after to

administer the medications 1o the reaidents. He
stated he was aware the Metformin was ordered
at 5:00 PM, but he administsred it early so that he
could keep up with the other duties he had,

An interview, on 07/27/10 at 6:15 PM, with
Registered Nurse (RN} #3 revealed ataff
meambers have an hour before or after to
administer medication. He stated the 5:00 PM !

svening dining. "Everybody knowe twice daily is
8:00 AM and 8:00 PM.. We can adjust the
medication times fo fit the resident, but the KMAs;
should be giving the medication within the tima
frame."

An interview, on 07/29/10 at 10:15 AM, with the
Director of Nursing revealed she had reminded
the staff members that they had an hour before ot
after to administer the medications, She revealed

any problems with medications not being given
within the time frame. She statad the medication

DON stated, * | don't want them to go pasl the
hour befare or after to give the medication”.

Quality Assurance meeting.

resolved the audits will continue at a

- tate of ten per month mcludmg ten |
ditferent residents with & minimum/|

of five different employees. The

results of these andits will be’

presented during the Quarterly

08/2972010
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‘ An interview with the phamadiaf, on 07/29/10 at ; i
| 11:28 PM, revealed administration of the
medication outside tha time frame regularly might
cause the blood sugar to go a little lower and
. multiple dosing of the madication increases the |
. risk for drops in & resident's blood sugar. The |
phamacist stated the medication should be giveh
' as ordered within the established time frame.
Aninterview, on 07/29/10 at 12:21 PM, with the
physician revesled it was not a good practice to
give the medication early. He stated he preforrec
the medication be given within the time
’ constraints of the program,
- 4 1483, NTIN EA . .
Mot 159, 59(0)S) PREVENTING SPREAD OF F 44| Residents #1, #2, #3, #9 and #13 will
: receive  proper  hand  washing ;
v HTne facility must require staff to wash their hands, technique provided by staff to
: after each diract resident contact for which ! prevent the spread of infection. One i
y handwashing is indicated by accepted ; . .
v professlonal practice. ; SI.KNA Is no longer employed with !
; this facility, The other SRNA who
j was identified during the survey was
This REQUIREMENT ig not met as svidenced counseled regardmg the  correct
: by: procedure handwashing techniques
Based on observations, interviews and record for resident #9 and #13 by the
: review, it was determined the facility failed to Director of Nurses on July 29, 2010.
ensure staff members washed their hands or
changed gloves after direct contact with each AH other .emp loyees Wcre .re— :
© | resident. Qbservations on 07/26/10 and 07/28/10 ¢ducated - during the staff in-service
revealed staff were not washing their hand and/or of make-up in-services.
i changing their gloves after contact with five .
. : residents (#1, #2, #3, #9, and #13), in the . .
& | selected sample of 18, Findings include: All residents have the potential to be
. affected by this deficient practice.
L1 Arecord review revesled Resident #3 was
. admitted {o the facility on 10/19/09 with diagnoses All staff have .b
i : ) . -oeen  re-educated
'+ toinclude Uninary Tract Infaction, Seplic Shock, . . ee
i , _ iregarding preventing the spread of
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; ‘ ™ pag . F a4 nfection as related to staff washing
Grand Mal Seizures, Hypotension, Acute Renal their hands aft h di id
Insufficiency, Severe Coagulopathy and Anemia. eir hands alter each direct resident
‘ I contact for which hand washing is
: | A review of the quarterly Minimum Data Set indicated by accepted professional
g 1 (MDS) assessment, dated 06/25/10, ravealed the ractice
! resident was assessed as requiring total P '
: asslslance with all activities of daily living (ADLs),
Further review revealed the resident had a Stage The Staff Development Coordinator
- 2 pressurs sore and was incontinent of bowel ang will monitor nw-sing staff pIOVidiﬂg
! bladder, ; )
3 ® tcatheter care to ensure proper hand
An observation, on 07/28/10 at 2:15 PM, revealed i washing  after each direct resident
v Licensed Practical Nurse (LPN) #3 completed a confact for which hand washing is
treatment of & Stage 2 pressure sore on Resident indicated b ccepted professional :
#3's coeeyx area. During the procedure, LPN #3 . };H & . (Ii) ¢ b ho h
touched the inside of the dressing, with her practice 10 all residents who have a
gloved hand, prior to applying the dressing to the catheter twice weekly times four
pressure sore, . weeks.
An interview with LPN #3, on 07/28/10 at 5:45 PM . N
revealed, she did not realize she touched the The Staﬁ: Develogament Coordlpzftor .
Inslde of the dressing prior to the application: - twill monitor nursing staff providing L
however, she did realize that this was improper i :incontinent care for ten residents per
;o |technique. week times four weeks to énsure !
I | Additionally, an observation on 07/28/10 at 2:30 proper hand washing after each!
'+ PM revealed, State Registered Nurse Aldes direct resident ' contact for which!
I(SRNJ_\) #1 and #2 provi_ded appropriate- . hand washing is indicated by ;
: incontinent care for Resident #3; howavar, ! ted professional "
afterward each of the SRNA touched various | - accopted proiessional practice.
; items near the resident's bad, such as the i
¥ bedside table and the sidarail or thair own Tho results of the audits pcrtaining to
S clothing without changing gloves, SRNA #2 swick | ! : : : . :
wipes back in the container after touching them fcatl.leter and mcont{ngnt oare will be
with her dirty glaves. , ;teviewed by the 'I)u‘ector of Nurses.
Once the deficient practice have
Intgrviews with SRNAS #1 and #2, on 07/30/10 at] been resolved the audits will
1:56 PM and at 2:00 PM, revealad they did not 1 :
realize their errors at the time, but would be more continue .at a rat_e .0 f ten residents per L
= month with & minimum of two of the L
FORM&}MS-%Q?(UQ-%EI) Previous Versions Qbsolate Event i,
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aware in the future. _'

e A review of the facility's policy/procedure, "Aseptic
Technique” dated 08/05 revealed, “Utilization of
clean technigue within this facllity may include but
is not fimited to dressing changes, where sterfle
technique is not ordered or requirad, care and
treatment procedures such as tube feeding, oral
carg, skin care, eto., and o!eanmg of the
anvironment.” i

2. A record review reveaied Resldent #13 was
admitted to the facllity on 03/13/08 with diagnoseg
to Include Neurogenic Bladder with spasms, _
Urinary Retention, Mulliple Sclerosls (Mid-Late |
Stage), Renal Insufficiency, and Urinary Tract
Infection with Pseudomonas.

: f , A review of the quarterly MDS, dated 06/23/10,
revealed the facility failed to be moderately

; Impalred with dsclsion making and required total

gt assistance with two paople with all ADLs.

'i‘ Resident #13 had an indwelling catheter and was:

L incontinent of bowel, :

An obgervation, on 07/29/10 at 2:10 PM, revesled
SRNA #4 provided incontinent care for Rasident
#13. Upon entering the room, SRNAs #3 and #4
did not wash their hands prior to donning gloves,
The resldent had a farge amount of very loose
stool on the bed, gown, shasts and bedspread.
SRNA#3 was cbserved touching goiled Hinens
with gloved hands and placing the tinens intp a
clear plastic bag. SRNA #3 proceeded to handle
clean linens with the soiled gloves in place.
SRNAs #3 and #4 were observed providing
incontinent care to the resident with the same :
gloves that were covered with a very large l
amount of stool. SRNA #4 ook a peri-wipe and '

H A
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-residents have catheters. The results
of these audits. will be presented
during the Quarterly Quality
Assurance meeting. :

The Director of Nutses will monitor
the treatment nurse complete ai
treatment to a wound twice weekly!
times four weeks to ensure proper
technique.  If non-compliance is
identified, education will occur
immediately. In the event continued
‘non-compliance disciplinary action
iwill occur.  Once the deficient
{practice has been resolved the audit
will continue at a rate of one weekly.
The rcsults of these audits will be
presented during the Quatterly
Quality Assurance meeting.

08/29/2010
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wiped stool off SRNA #3's glove and cortinued i
providing incontinent cara. SRNA #3 touched the
o resident’s catheter Wwbing with soiled gloves
several imes during care. SRNA #4 provided
catheter care but was seen wiping the catheter
tubing repeatedly with the same peri-wipe.

3. Arecord review revealed Resident #1 was
L admitted to the facllity with diagnoses to includa |
o Left Hip Surgary, Ostecpenia, Demantia,
Osileparthritis and Hailucinations.

' A review of tha quarterly MDS assessment, dated
05/26/10, revesled Resident #1 was severely
) cognitively impaired and required total assistance
; with two staff membars with all ADLs. Furthar
review ravealed Resident #1 was incontinent of
bowel ang bladder.

: i,

1
An observation, on 07/29/10 at 2:30 PM, revealed
SRNAs #3 and #4 provided incontinent care to
Rasident #1. SRNAs #3 and #4 did not wash
their hands bafore or after providing care to the
resident. Both SRNAs continuad to wear gloves
after providing care. They repeatedly touched the
resident's wheelchair, curtain to the room, the
door and SRNA #4's gait belf,

H
|
1
i
i

4. Arecord review revealed Resident #2 was
admitted to the facifity with diagnoses to include
Pain with generalized weakness, Dermentia,
Arthritis, Paranoid Confusion, and Dizziness,

: A raview of the quarterly MDS, dated 07/19/1 o,
i revealad Resident #2 was assessed as

I moderately impaired with declsion making and
: required extensive assistance with two staff
members with all ADLs. Further review revealed _
the resident was incontinent of bowe! and |

F 444
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444
; bladder.

i

SRNAg #3 and #4 did not wash their hands
before or after providing incontinent care for
Resident #2.

5. A record review revealed Residant #9 was
admitted to the facility with dfagnoses to include
Pyelonaphritis, Nephretithiasis, Benign Prostatio
Hypertrophy {BPH), Utinary Retention, and
Alzheimer's Dementia.

revealed the facilily assdssed Resident #0 was
moderately impaired with decision making and
requiring extensive assistance with all ADLs.
Further review revealed the resident was
incontinent of bowel and bladder.

SRNAg #3 and #4 did not wash their hands
before or after providing incontinent care to
Resident #9. The resident also had a bowel
movement while the SRNAa were providing

= o
An ohsetvation, on 07/29/10 at 2:38 PM, reveafed

An observation, on 07/29/10 at 2:45 PM, revealed

i
!
i

A review of the quarterly MDS, dated 08/16/10, |

incontinent care. SRNA #4 touched the catheter |
tubing thres times with a soiled peri-wipe. Both of
: { the SRNAs continued to wear soiled gloves white
0 placing the catheter bag into a dignity bag,

. touching the wheelchair, and algo the gait belt.

! Interviews with SRNAs #3 and SRNA #4. on
07/29/10 at 3:20 PM and at 3:35 PM, revealed
neither SRNA realized they had not washed thair
hands before or after providing incontinent care td
each of the resldents.

i
E
i
i

F 444!
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A Life Safety Code survey was initiated and
conducted on 07/27/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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A
Any deficien taten;‘?l/ ending with { asterisk (*) dé{mes a deficiency which the institution may be excused from correcting providing it is determined that

other safegudrds provide sufficient pfotection to the patients. (See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of6urvey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days followil -thﬁ!ate these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program parlicipation.
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