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A standard health survey was conducted on .
07/21-2315. Deficlent practice was idenlifiad el sl JOL Tl G

wilh the highest scope and severity at "E* fevel. et G
Preparation and/or execution of this plan of correction

An abbreviated standard susvey (KY23563) was does not constitute admission or agreement by the

also conducted at this time. The complaint was f:f"{m gﬁﬁtﬁm‘”ﬂ}‘f&”ﬂﬁfgf %"ﬁ:”;

substantiated with deficient practice idenlified. correction i1 prepared and/or executed solely ﬁm
F 225 483.33(c){1) (-, (©)(2) - (4) F 226/ it s required by the provisions of federal and state law.
85=p INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS

The facility must nol employ individuals who have
been found guilty of abusing, neglecling, or

Resident A- was manitored i the facillry. Intcrnal investigation
was completed and interviews with resident A's spouse
mistreating residents by a court of law; or have Resident A discharged from the facility in stable conditicn with
had a finding entered into the State nurse aide e G b St e L0l S Rl 2l

registry concerning abuse, neglect, mistreatment
of reslidents or misappropriation of their property;
and report any knowledge it has of actions by a
courl of law against an employea, which would . . ) .
indicate unfitness for service as a nurse aide or et s Dhd A UL L)
cther facility staff to the State nurse aide regisiry

or licensing autharities.

The facility must ensure that all alleged viclations In acrvices related to abuse/neglect, and reparting procedires
involving mistreatment, neglect, or abuse, aﬁm&?ﬁ:m;mx
including Injuries of unknown source and -.eeuz:-:m e regulations l;du lzonul within the 24 hour
misappropriation of resident property are reporled i nr""’“" gauons ebilialitind d:"l‘” e
immediately to the administrator of the faciiily and gumw Dicaor,

lo other officials in accordance with State law
through established procedures (including to the
Slate survey and cerlification agency).

} All aflegations of abuse/neglect will be reviewed to ensiue that
The facility must have evidence that all afleged :id alfcgations have been reponed to siate agencies a3 u:ﬁ 10
violations are thoroughly investigated, and must ude fallow up with resalition duiog e mosthly Q
prevent further potentizl abuse while the 18 Impravemest Mecting.

investigation i3 in progress. Expected dae of completion. 8282015
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other safaguards provide sufficient profection to the patiants (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following tha date of survey whether or not a plan of correction is provided. For nursing homes, the abova findings and plans of carecton are disclosable 14

days following tha date these documenls ars made available to the {acility (f deficiencies are cited, an approved plan of corection 1S requisite o conlinuad
program participalion.
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The results of all investigations must be reported
to the administrator or bis designaled
represantative and to other officials in accardance
with State law (including o the Stale survey and
certificalion agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriale carrective action musi be taken,

This REQUIREMENT is not met as evidenced
by:

Based on review of the incident, interview, record
review, and reviaw of the lacility policy it was
determined the facility failed to report allegations
of abuse to the slale survey agency for one (1}
unsampled resident (Resident A). On 04/17/15,
Reeident A was noted lo be very lethargic and
difficult lo arouse afler a visit from his/her spouse
and was unable to participate in physical therapy.
A Urina Drug Screen collected on 04/18/15 was
positive for high levels of benzodiazepines;
however, Rasident A was not prescribed
benzodiazepines. The facility investigated the
incident and suspected Resident A's spouse gave
the resident medication that was not prascribed
for the resident. The facilily failed to report the
alleged abuse to the state survey agency as
required.

The findings include:

Review of the facility's policy, "Reporting Alleged
Abuse Violation,” {not dated) ravealed it was the
policy of the facility to take appropriate steps to
prevent the occurrence of abuse, neglect, and
misappropriation of resident property. Any
employee who suspecied an alleged violation
was to immediately notify the Administrator or
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designee. Furthermore, the Adminisiralor notified

| the appropriate state agency in accordance with

| state law. The policy further stated if a family

| member, visitor, or friend was responsible for the

| alleged incident, they would not be allowed to visit

| the resident until the investigation was completed.
The results of the investigation would delarmine

i the future contact wilh the resident.

| Record review of Resident A revealed the facility
admitted the resident on 04/156/15 with diagnoses

| of Muscla Weakness, Psychosis, Depression,
Hypertension, Esophageal Reflux, Arthropathy,
Anorexia, History of Falls, and Hip Joinl
Replacement.

Raview of a facility invastigation revealed an
0417115 Resident A was noted to be very
lethargic and difficult to arouse after a visit from
his/her spouse and was unable o parlicipale in
physical lherapy. A Urine Drug Sereen collectad
on 04/18/15 was positive for high levels of
benzodiazepines, Review of ResidentA's
medicalion list indicated no benzodiazepines
were ordered upon admission to the facility and
| were not prescribed while in the facility, The
Physician Assistant and Physical Therapist met
with the Director of Nursing (DON) o discuss
their concems. On 04/20/15, there was a
discussion with the spouse by the Social Services
Diractor and the Administrater about the resuits of
| the drug screen that was conducled. The spouse
staled that the resident had not been on any type
of medication sinca his/her visil to the Emergency
Room while at homa. During the conversation,
{he resident's spouse removed a betile of
medication from his/her pocket and stated it was
Afivan and that he/she (lhe spouse) was on that
medication. The spouse denied giving the
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residant any medication since admission to the
facility. It was explained to the spouse that any
medications for the resident should be prescribed
by the physician while at the facilily and provided
by the fadilily pharmacy, Raesident A's spouse
verbalized understanding and was 1ald the facility
would be manitaring the resident for changes in
mental status. On 04/24/15, it was noled that
Resident A was alerl and greeted staff when
enlering the room and Resident A’s spouss was
visiling. Afler the spouse lefl Ialer in the moming,
the resident was noted to be very lethargic and
unable lo be fad during lunch due 1o increased
lethargy. On 04/26/15, the resident's spouse was
visiling again when a Certified Nursing Asalstant
{CNA) overheard the resident’s spouse stating lo
the resident while hotding his/her hand, "l will give
you something lo make you sieep, but do not tell
anybady.” The Social Warker was contacted and
she suggested supervised visils with the spouse
and recommended a referral to Adull Pratective
Services.

Interview with the Soclal Services Direclor on
0772315 at 8:05 PM revealed that she was
present when the Director of Nursing (DON} and
the Administrator spoke to the spouse regarding
the incident. The Sodal Services Direclor stated
she thought there were problems in the past with
the spouse giving medication to Resident A prior
io admission to the facility. The Social Services
Direclor stated she reported any concems to the
Administrator or the DON and then they callad
and reported to the state agencies.

Intarview with the Director of Nursing (DON) on
07723115 at 8:10 PM revealed that she along wilh
the Administralor reports allegations of abuse ta
the stale survey agency. The DON stated lhey

FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-D391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
185244 B. VING 07/2312015
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
405 HARMON HEIGHTS
GOLOEN LIVINGCENTER-STANFORD STANFORD, KY 40434
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES (') PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225| Conlinued From page 3 F 225

FORM CMS-2587(02-80) Previous Versions Chsolale

EventiD 2YGT11

Fodility ID: 100290

If continuation sheel Paga 4 0f 33




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 08/06/2015

$5=E | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of cara.

The faclity must develop a comprehensive care
plan for each resident that includes measurable
objectives and timelables io meet a resident’s
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensiva
assessment,

The care plan must describe the services that are
{o be fumnished 1o attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would olherwise
be raquired under §483.25 but are not provided
due to the rasidenl's exercise of righls under
§483.10, including the right to refuse treatment
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called the Department for Communily Based
Services and discussed the incident, but did not
ramember if the incident was reported to the state
survey agency.
Interview with the Administrator on 07/23/15 at
B:38 PM revealed that he reviews all
investigations and stated, “This should have been
raported.” The Administrator stated he alked
with Adull Protective Services (APS) about the
incidant. The Administrator stated he “thaught”
he faied and reported the incident to the state
survey agency, but stated, "t guess | did not.”
F 279 483.20(d), 483.20(k)(1} DEVELOP F 279

This Plan of Correction is the provider's credible
allegation of compliance.

Preparation and/or execution of this plan of correciion
does not constitute admission or agreemeni by the
pravider of the trnh of the facts alleged or conclusions
set forth in the statement of deficiencier  The plan of
correction i prepared and/or executed salaly because
it It required by the provisions of federal and state law.
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Based on observalion, interview, and record
review, it was detenminad the facility failed lo
develop a comprehensive plan of cara for four (4)
of twenty-four (24) sampled residents (Residenls
#16, #17, #19, and #21). Residents #16, #17,
#19, and #21 wara observed lo have indwelling
urinary cathelers; howaver, raview of the
residents’ comprehensive care plans revealed the
facility failed to develop a care plan to include
interventions lo address risk factors assoclated
with the indwelling urinary catheler to include risk
for injury to the urinary tract related to
pulling/pressure of the resident's urinary cathatar
tubing.

The findings include:

Interview with the Director of Nursing (DON) on
07/02/15 at 3:45 PM revealed the facility did not
have a policy relaled 10 developing a care plan.

1. Review of the medical record for Resident #16
revealed the facility admitted the resident on
11/12/07, with diagnoses thal include Neurogenic
Bladder, Alzheimer's Diseasa, History of Urinary
Tract Infection, Depressive Disorder, and
Demenlia.

Review of the physician's orders for Resident #16
revealed a physician's order dated 12/21/12, for
the resident to have an indwelling urinary catheter
lo bedside dralnage.

Review of an annual Minimum Data Set (MDS)
assessment dated 08/26/15 revealed Resident
#16 required tha use of an indwelling urinary
catheler.
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Review of the comprehensive care plan daled
12721112 for Resldent #18 revealed the resident
had a care plan for an indwelling catheter;
however, the care plan did not include
interventions to address the risk for injury related
to pulling/pressure of the resident's urinary
catheter lubing.

Observation of Resident #16 on 07/23/15 at 4:55
PM, ravealed the resident to be lying on his/her
back in bed with the urinary calheter tubing
draped over the resident's left leg and the
catheter bag secured lo the bed, The urinary
calheter tubing was not secured to the resident to
prevent pulling of the urinary catheter {ubing.

2. Review of Resident #17's medical record
ravealed the facillly admitied the resident on
11720/14, wilh diagnoses that include Neurogenic
Bladder, Retention of Urine, Hypertension, Senile
Dementia, and Depressive Disorder. Further
raview of the medical record revealed the
Quarlerly MDS Assessment dated 06/19/15
revealed Resident #17 required the use of an
indwelling urinary catheter,

Review of the comprehensive care plan for
Rasident #17 dated 12/10/14, revealed the
resident had a care plan for en indwelling
catheter; however, the care plan did not include
interventions to address the risk for injury related
(o pulling/pressure of the resident's urinary
catheter tubing.

Observation on 07/23/15 at 4:45 PM revealed the
urinary catheler bag was anchored 1o the bed;
hawever, the urinary catheter tubing was not
secured 1o lhe resident lo prevent pulling.

F279
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3. Review of Resident #18's medical record
revealed the facility admitied the resident on
04/30/12, with diagnoses that include Systemic
Lupus Erythematosus, History of Urinary Tract
Infection, Neurogenic Bladder, Idiopathic
Peripheral Neuropathy, Dyspnea, and Psychosis.
Further review of the medical record revealed a
Quarierly MDS Assassment dated 05/01/15 that
assessed Resident #19 lo require the use of an
indwelling urinasy catheter.

Review of the comprehensive care plan for
Resident #19 dated 08/08/12, revealed the
rasiden! had a care plan {or an indwelling
catheter; however, the care plan did not include
intervantions to address (he risk for injury related
{o pulling/pressure of the resident's urinary
catheter tubing.

Observation on 07/23/15 at 4.15 PM revealed the
urinary catheter bag was anchored to the bed;
however, the urinary catheter tubing was not
secured (o the resideni to prevent trauma/pulling
of the catheter tubing.

4. Review of the medical record for Resident #21
revealed the facility admitted the resident on
04/06/11, with diagnoses that include Dementia,
Depression, and Neurogenic Bladder,

Review of the physician's orders for Resident #21
ravealed a physician's order daled 04/06/11, for
the resident to have an indwelling urinary catheler
lo bedside drainage.

Review of a quartery Minimum Data Set (MDS)
assessment dated 05/15/15 revealed Resident
#21 required an indwelling urinary caiheler,

F 279
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Review of the comprehensive cera plan for
Resident #21 dated 04/06/11, revealed ths
resident had a cara plan for an indwelling
catheter; however, the cara pian did not include
inlerventions to address the risk for injury related
to pulling/prassure of the resident's usinary
catheter lubing.

Observation of Residant #21 on 07/23/15 at 4:20
PM, revealed the rasident was observed lo be
lying on his/her back in bad with the indwelling
urinary calheter tubing draped over the resideni's
left leg. The indwelling urinary catheter tubing
was not sacured fo the resident o prevent pulling
of the catheter tubing.

Interview with the Minimum Dala Set {MDS)
Coordinator on 07/2315 at 5:40 PM, revealed
she was responsible for developing resident care
plans. The MDS Coordinator stated the facility
did nat routinely anchor urinary catheler tubing
unless the resident had a specific physician's
order for the tubing to be anchored, and had not
developed interventions far residents who had
indwelling urinary catheters relatad to securing
the catheters fo prevent irauma/injury.

Interview with the DON on 07/02/15 at 345 PM
revealed she had not been sware indwelling
urinary cathelers should be secured to prevent
trauma, and lherefore care plan interventions had
not been developed for the residents to securs
the urinary catheter tubing to prevent
traumalinjury.

F 281 | 483.20(k)(3)(i} SERVICES PROVIDED MEET
$5sp | PROFESSIONAL STANDARDS

F 279

F 281
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The services provided or arranged by the facllity
must meet professional standards of quality.

This REQUIREMENT is not mel as avidenced
by:

Based on interview, record review, and raview of
the facility policy it was determined the facility
failed 1o ensure services provided by the facility
met professional standards of quality for one (1)
of twenty-four (24) sampled residents (Resident
#1). Areview of the medical records far Resident
#1 revealed the doctor had orderad lreatment for
excotiation on 05/11/15. Record review revealed
the facility failed to assure staff provided services
ordered by the physictan.

The findings include:

Interview with the Director of Nursing (DON) on
07/23/15 al 4:00 PM ravealed the facility did not
have a policy related fo following physician
orders.

Reaview of the meadical record for Resident #1
ravealed the facility admitled the resident on
08/27/14 with diagnoses that included
Cerebrovascular Disease, Urinary Tract Infection,
Type 1 Diabetes, Hyperiipidemia, Dementia wilh
Behavioral Disturbance, Depressive Disorder,
Paralysis Agitans, Esophageal Reflux, and
Hypertension.

Review of the Physician Orders daled 05/11/15
for Resident #1 revealed an order for a foam
dressing to be applied to the resident's coccyx for
trealment of excorialion fhree limes a week on
Monday, Wednesday, and Friday. Hawever,
further review of the physician orders revealed
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F 281 allegation vf compliance.

Preparation end/or exceution of this plan of correctlon
does not constimute admission or agreement by the
provider of the truth of the facis alleged or conchislons
sat forth in the statement of deficiencies, The plan of
correction is prepared and/or executed solely beconse
i Is required by the provisions of foederal and stare law.

Physcian order for keaiment lo cotcys was m-aniersd on
TZY15  Troaiment was compisled by matmeni msse on
12315,

All medents hava polenfial io be alfected. Physician orders wern
reviewed for current residents o ansure acturacy and rellect resident’s
cans neads as relalos Lo treatments o skin concems.

Resdanl's physician ordors waro roviewed for ccuracy and no
Concerms wern nofes,

Raview of rasidenis wilh Skin conceras indicaled iresimant ordert wers
active and curondly in place.

Physician oders were  iansoibed o modcationireaiment

In-sernce was conducled on B70/1%5 by ONS/ADNS/Desgnes lo
Charge Nurses as relatos jo physicians arders for irsatmenis.
Charge Nurses aro responsibie lor eninring physician orders in the
compuer (PCC|. Tha ortters then wil! be transeribed fo the
maticalicn/reaiment administration record.

Hesidenis weh skin concerns wiif have cunard troatmant onders and
| will bs adeninsiored by the fresiment nurse as per ordes,

| DNS/ADNS/Designde wil iaview néw physiclan orders dadly dunng
| Cénical starf up process anel ensura a8 orders fo be ranseribed bo the
| medicabon/irealment record far adminislation.

4 Wha
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55=D| PERSONS/PER CARE PLAN

The services provided or arranged 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 observation, interview, record review,
and facility policy review it was determined the
facility failed to pravide cara in accordance with
ihe Camprehensive Plan of Care for one (1) of
twenly-four (24) sampled residents (Resident #6).
Resident #8's Comprehensive Care Plan
contained inlerventions for an indwelling urinary
catheler that Included "o secure the tubing
appropriately.” Obsarvalions on 07/22115
revegled the calheter was altached fo a bedside

(*4) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE L
DEFICIENCY)
DNS/ADNS/Desigrae wil mondor new physician crders dady during
F 281 | Continued From page 10 F 281 ciucal start fo answe o a::s e Wm@“ﬁﬂfmwu
gcﬂmw CONCEms L
the arder for Residant #1's foam dressing had 5’::’ commiise ?.-m% monthly for concoms &s relafes b
been entared inlo the computer and discontinued physicen arden, ya;mm or orders I MARITAR records bor
on 05/11/15 at 8:29 AM by Licensed Practical derinisalon. AF's duvelopad as ixdcaled
Nurse {LPN) #4.
Espectsd ion. /28115
Further review of Resident #1's medical record Lo bl
reveeled no evidence the physician ordered
treatment was provided.
An interview wilh LPN #4 could not be obtained.
An inlerview wilh the Assistant Director of Nursing
(ADON) on 07723115 at 7:35 AM revealed thal
when an order was entered in the computer, 2
siop dale was not necessary for a routine arder,
The ADON siated the order "must have just got
missad.”
F 282 { 483.20(k)(3)(ii} SERVICES BY QUALIFIED F 282

This Plan of Correction Is the provider's crecible
allepation of compliance.

Preparation and/or execulion of this plan of correction
does not constituie admission or agreement by the
provider of the truth of the facis alleged or conclusions
set forth in the statement of deficiencies  The plan of
correciion is prepared and/or executed solely becouse
it is required by she provisions of federal und sisie low.

Rasidant #5- Lsg bend was pisced 1o socuro indwoking
Cathetw hubing to pravent inury.

Care pian was raviawsdtevisad io reflect Risk Factorsiick for
injury s relates; io indweling catheter fubing.

CNA carg sheol reviawedyvisad ke use of log bandiclp %0
sscure Indwaling Cathetwr lubing.
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drainage bag; however, the tubing was nol
sacurad lo the resident's leg.

The findings include:

interview with the Director of Nursing (DON) an
07/23115 at 5:50 PM revealed the facility did not
have a palicy related to following the resident's
plan of care.

Review of Residenl #8's medical record revesled
the facility admitled Resident #6 on 06/26/14 wilh
diagnoses of Senile Dementia, Hyperiension,
Neurogenic Bladder, Anxiety, and Bipolar
Disorder. Review of the annual Minimum Data
Set (MDS) assessment daled 07/03/15 revealed
Resident #8 required the use of an indwelling
urinary catheter. Review of the comprehensive
care plan dated 07/15/14 revealed catheler care
was o be done daily and the catheler and tubing
wera to be secured appropriately.

Observations of Resident #§ on 07/22/15 at 9:52
AM during wound care lreaiment revealed
Resident #8's catheter was attached to a bedside
drainage bag; however, tha fubing was not
secured to the resident's leq.

Interview with Registered Nurse #1 revealed she
had not identified any problems with siaff not
following the care plans. She further revealed
she did rounds al least every two hours o ensure
{hal staff was following the care plans.

Interview with the MDS Coordinalor on 07/23/15
al 5:40 PM revealed she was responsible for
developing the care plans and updating the care
plans as needed. Howaver, the charge nurses
were rasponsible to ensure staff was following the
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All residants heva potential o be affecied by deficient praciica.

Aut® eomplebad for cument Rsidenis with indwaling cathelers ang
log bande/tips were added fo sacurs indwaling cathaier tubing
Intariisriplinary Care Pisn Team (RNAC, Socidl Services, Disly
Managey) roviswsdtevised Care Plans for racidents with Indwalling
cathetors o inciude Fisk FackveRisk for inury a3 redsles {o sectring
{wbing o prevent injury. The 10T reviswed CNA cars siwels b snsue
cars provided as per cane pians. CNA cars thepfs will reflect e of
indweling catheiwr fo inchda e of lep bamdtip io secur fubing i
provent injisy,

CNA care sheats/Care Plans were evigwacitavised [0 enstrn they
refleci resident’s curment naeds.

in-carvice coaduciad on B/20/15 by DNS/ADNS/Dasignee io mrting
siaff as raiates o folwing plas of coratcars sheat for sach resident
10T wi¥l ravise Care Pass daily io ensure resident com reflacts
cument siatus io inchuda risk fackors, rish for injury.

DT wit ba mesponsible lor updating CNA cam sheels daily b0 refiect
chenges / cument sinkss for residend care.
Charpe mese witl provide CNA's with curent updated cars sheals
sach shi! to milac cars naeds daiy.

CNA's wild provide care socording 1o rasicent cane shesis every shit
daiy,

Charga sursn is rasponsibla for monicring dally during rounds i
ensunt care provichd sccorting io resident cam choaltoars plaas.
DNS/ADNS/Dasiones will conduct dally rounds fo ensum cam
provided accarding ko rasident care shesivtare plans.

QAA commies will el monity snd diserss concens noled with
faliowing care plans/ cars shasls and AP daveloped o5 indicaled.

Expacied date of complabon:
0872815
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Based on the resident's comprehensive
assessmenl, the facility must ensure that a
resident who enters the facility without an
indwalling cathetsr is not catheterized unlass the
resident's clinical condition demonstrates that
cathelerizalion was necessary; and a resident
who is incontinent of biadder receives appropriale
treatment and services to prevent urinary tracl
infections and ip restore as much normal bladder
funclion as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record raviaw,
and facility policy review, it was determined the
facility failed to ensure appropriate treatment and
services were provided to prevent injury of the
urinary tract for five (5) of twenty-four (24)
sampled residents (Residenls #8, #16, #17, #19,
and #21). The facllity failed to assure the
indwelling catheter for Resident #6 was secured
according lo the plan of care lo prevent
pulling/pressurefinjury to the urinary tract.
Furthermore, the facility failed to consider risk
factors and develop a plan of care 1o address the
risk for injury related to an indwelling urinary

does not canstitute admission or agreement by the
pravider of the nuth of ihe facis alleged or conclusions
et forth in the siatement of deficiencies. The pian of
correction is prepared and/or executed solely because
it is required by the provisions of federal and siate law.
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care plans.
Interview with the Director of Nursing ({DON) on
07/02/15 at 3:45 PM revealed the charge nurses
are rasponsible to ensure staff was following the
care plans. She furlher staled no problems had
been identified concaming staff not following the Ims Pian of Uorrection is the provider's credible
care plans. allegation of compliance
F 315 483.25(d) NO CATHETER, PREVENT UTI, F 315
ss=£ | RESTORE BLADDER Preparation end/or execution of this plan of correction

provend injury,

inusy lo winary fract.

Residends #5, #16, #17, #19, 227 af had Lag bands applied fo
secum  indwaling  cathely  Ribg & pavent
pullingpressureijury lo tha erinary tract Care plans wers
wpdeisd ip rellsc] Rizk Faciors and Risk for Injury relsted in
incwoiing catimior. Care plan infarventons inchude uss of leg
banditlp fo sactre fubing i prevert ingay.

acbony wit be tsken

All residents have (he polential io be aflacted by this oeficient practice.
Curmant residents with ndwalling calhalars (10} wara raviewsd o
sALUrR log bardskfips wern usad () sacur fubing

Lag bende/cips worn addad fp 10 residents with indwelling cathelers.
Cars plans were updaied fo refisct log bandtips b securs indeding
catheter i pravant injury of pullisphraccurainury fo winary ek
Cartified mesu assistants care shesls wers updaled o snsure
residents with indweling cathelers had leg band/tlips used fo secure io

Rasiderts with now oroars ky incheniing cathelsr wdlf fiave 8 loag
bandielip o securs fubing. Care plans/cars sheeds wift ba updeied of
that tima Jo inchade Riitk Faciors/Fisk for inkry io urinary iract

New admissions admitied o the faciilly with indwoling cathetrs wil
have leg bandciip in placa fo sacure fubing. Care plant and Care
Shaats will ba updated of that time lo nchude Risk Fackore/Risk kr
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STATEMENT OF DEFICIENCIES

catheter for Residents #16, #17, #19, and #21.
The findings include:

Review of the facility policy titled "Catheter Care,
Indwelling Catheter,” (dated January 2015)
ravealed the policy did not address securing
indwelling urinary catheters,

1. Review of Resident #6's medical record
revealed the facility admitted the rasident on
06/24/14 with diagnoses that included Neurogenic
Bladder, Retenlion of Urine, Hyperiension, Senile
Dementia, and Bipolar Disorder, Further review
of the medical record, which Included the Annual
Minimum Data Set (MDS) Assessment dated
07/03/15, revealed Resident #8 required the use
of an indwelling urinary catheter. Review of
Resident #8's care plan dated 07/15/14 revealed
the facility would provide indwelling catheter care
avery shift and secure the catheter and tubing
appropriately.

Observation of Resident #8 on 07/22/15 at 10:20
AM during catheler care revealed the catheter
drainage bag was attached to the bedside;
however, the tubing was nol secured to the
rasident's thigh to prevent pulling/injury.

interview with Certified Nursing Assistant (CNA)
#1 on 07/2315 at 400 PM revealed if the
intervention to anchor the tubing was on the care
plan then it should have been followed. CNA#1
stalad when calheter care was on the care plan
that means to wash with soap and water, She
further revealed that the urinary catheter tubing
was not anchored unless a reason was added to
the care plan for anchoring it
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An in-urvice will bs conducted by tha DNS/ADNS/Dasignes cn
WAVI5 i rzing sisfl a5 relales Lo indweling cathetars o inciude
Risk Faciors/Risk for injurwiLag bandiig o secirm fubing fo pravent

injwy.

irforcliscipinary Taam (RNAG, Social Sarvics, Distary)

care plarz i addracs indweling cathatary 25 rulales o Risk Fackrs
and Risk for Iy ralated fo use of incwelting catheler ko InCRI0S g
bandiip wse for socuring caihely fublng:

Charge mursas wilt moniioy daily during rounds i ensur msikdents wilf
indweling cathelars have leg bandhip ko secure fubing fo pravent

infury.
DNS/ADNS/Desipnse will moviy dering rounds o ensuw lag
mnmumaﬂummmm

;#’HMMMIHIMMFM&MM
iog bands/itips are on residents cara plans with indwalling cathelsrs.
DT wisl also monior for new artars/new admissions fo AaSUe cane
plans reBloct Risk Faciors/Rick fo It vywiep bandsiclips for al
nasidanis with cathslers.

QALA commitine wil raview rassieris moniidy with indweding
cathelsrs fo ensure documenisticn ﬂmmdml
cathelars 10 inciuds securing fublng 1o prevent inksy. Action Plsns wif
ba developad a inticelsd.

Expaciad date of completion: 8728/205
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2. Review of Resident #18's medical record
revealed the facifity admitted the resident on
1112107 with diagnoses thal included History of
Urinary Tract Infection, Alzheimer's, Neurogenic
Bladder, Peripheral Vascular Disease, Demantia,
and Dysphagia. Further review of the medical
recard, which Included the Annual MDS
Assessmeni dated 06/26/15, revealed Resident
#16 required the use of an indwelling urinary
caiheter. Review of Resident #16's care plan
dated 12/21/12 with a revision date of 07/08/14
revealed the facility would provide catheter care
and perineal care daily and as needed. Furiher
review of the care plan revealed the facility would
check urinary catheter tubing for proper drainage
and posilicning,

Observation of Resident #16 on 07/23/15 at 4:55
PM revealed the indwelling urinary catheter bag
was anchored lo the sida of the resident's bed,
but the indwalling urinary catheler Wbing was not
secured to the resident’s leg,

3. Review of Residenl #17's medical record
revealed the facilily admitied the resident on
11/20/14, with diagnoses that included
Neurogenic Bladder, Retention of Urine,
Hypertension, Senile Dementia, and Depressive
Disorder. Further review of the medical record,
which included the Quarlerly Minimum Data Sat
{(MDS) Assessment dated 06/15/15, revealed
Resident #17 raquired the use of an indwelling
urinary catheter. Review of Resident #17's care
plan dated 07/01/14 ravealed the facility would
provide Indwelling cathetar care daily with soap
and waler.

Observation on 07/23/15 at 4:45 PM revealed
Resident #17's urinary calheter bag was

F 316
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anchored o the bad; howevar, the urinary
catheter tubing was not secured io the resident's

leg.

4, Review of Resident #19's medicat record
revealed the facility admitted the resident on
04/30/12 wilh diagnoses that included History of
Urinary Tract Infection, Neurogenic Bladder, and
Relenlion of Urine. Further review of the medical
record ravealed an Annual MDS Assessment
daled 05/01/15 that assessad Resident #19to
require lhe use of an indwelling urinary calheter.
Review of Residenl #19’s care plan dated
0715 revesled the facility would provide
indwelling catheter cara every shifl and secure -~
lhe catheler and tubing appropriately,

Observation of Resident #19 on 07/23/15 at 4:15
PM during observations revealed the cathetar
drainage bag was attachad lo the bedside;
howaver, the tubing was nol secured to the
resident's thigh to prevent pulling/injury.

5. Review of the medieal record for Resident #21
revealed the facility admitled the resident on
04/08/11, with disgnoses that included Dementia,
Depression, and Neurogenic Bladder.

Review of the physician's orders for Residenl #21
revealed a physician's order daled 04/06/11, for
the resident 1o have an indwelling urinary catheter
lo bedside drainage.

Review of a quarterly Minimum Data Set (MDS)
assessment dated 05/15/15 revealed Resident
#21 required an indwelling urinary cathetar,

Observation of Resident #21 on 07/23/15, at 4:20
PM, revealed the resident was observed lo ba

F 318
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lying on hisfher back in bed with the indwelling
urinary catheter tubing draped over the resident's
lefi leg. The indwelling urinary catheter was not
secured 1o the resident to prevent pulling.

Interview conducted on 07/23/15 al 4:30 PM with
State Regisiered Nursing Assistant (SRNA) #4
revealed she was not required o secure
residents’ urinary cathelers. The SRNA stated
she had never been trained by tha facility lo
secure a resident’s urinary catheler to prevent
injury to the urinary tract.

Interview conducted with Licensed Practical
Nurse {LPN) #3 on 07/23/5 at 6:30 PM revealad
she made rounds frequently throughout her shift
1o ensure residents were being provided the care
they required. Tha LPN stated it was nola
practice at the facility 1o secure urinary catheters,
and she fell they should to prevent traumafinjury.

Intarview with Registered Nurse (RN) #1 on
07123115 at 4:05 PM revealed she checks all the
residents with cathelers on her floor daily o make
sure all urinary calhelers were secured, She
further stated when a newly hired CNA came to
her floor she instructed them on securing all the
urinary catheters. She had not identified any
problems wilh the urinary catheter fubing not
being secured and thought they wera being
secured.

Inferview wilh RN #2 on 07/23/15 at 5:15 PM
revealed that the charge nurse was responsibla
for making sure that cathelers were secured.
She algo staled that CNAs and nurses checked
cathelers daily during routlne care. RN #2 slaled
if staff needed anchors for indwelling urinary
cathelers, staff could get them al Central Supply.

F 315
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The facility must -

{1} Procure food from sources approved of
considered satisfaciory by Federal, Slale or local
authorities; and

(2) Slore, prepare, distribule and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observalion, interviews, record review,
and review of facility policies, it was determined
the facility failed 1o store, prepare, distribute, and
serve food under sanitary conditions for one
hundred fifieen (115} of one hundred nineleen
(119) residents of the facility who received
nulrition from the kitchen. Observations in the
kitehen on 07/21/15 and 07/22/15 revealed the
kitchen floor had built up grease and dirt-like
substance throughout the kitchen that was
aspecially heavy in the corners and loose dirt and
debris on the flogr throughout the kitchen.
Observations on 07/21/15 revealed food transport
carls that had dried food, liquid, and what
appesred to be food particles and crumbs on the
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Interview with the Direclor of Nursing on 07/23/15
al 5:50 PM revesled it is nol the facility's policy to
secure the urinary catheter ubing unless a
resident had been identified to be pulling or
tugging at the tubing. This Plan '
Correctlon is the ider's credibl
F 371 | 483.35() FOOD PROCURE, F 37| aliopmon of oo provirs et
ss=g | STORE/PREPARE/SERVE - SANITARY

Preparation and/or execuslon of this plan of correction
does not constimute admission or agreement by the
provider of the truth of the focis alleged or conclusions
set forth in the scatement of daficiencies. The plan of
correction iz prepared and/or executed solely becavse
i1 is requuired by the provisions of federal ord state law.

ARl carty ware clazned and powes washed, Stove vand hocd was
cleaned by mainfsnance depariment an 1222015 Al counder
lops end foors werw ceanad oa 7/22M15 The cook was
immatiataly re-in-carviced on groper fod handling.

Distory Sarvices Maneger {DSM) in-sarvicnd delary sarvices
empicyeas or the completion of duily ciaaning tehadule which
Inchuies swesping and moping kichen Boors dadly. in-carvice
inciuded wiping down of distry sreas. BTY2015 DSM and
Acmistrator wil mondicr dally clsaning schadule woekly X 4
waaks then monthly X 4 momhe then rendom suats tharsaisr.
OSM began inservicing dining servics amplopses on the
handing of plaies, cups, gissses, bowls, and idensis. DSA will
moniior the oy kne and between meals weakly X 4 weaks,
than monitly x 4 months, than random audls tarsalter. in-
sarvicas - demonsiratod how io ciean food fentparstion cards
par company policy. AN carts wars claanad and power washed.
Stove ven! hood was ciasned by mainterance department on
TRY2015
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inside and outside of the carls. Observations on .
07/22/15 revealed a cook touching the inside preriBosis st A et Kl iyt i
portion of the plate with her bare skin while m ::;w na:‘: m Kichen n;rsmwg m
serving, a knife rack with food particles on it, and AR
the stove vent hood with an aluminum finish that m&w&mﬂ'&m
was peeling and flaking off in close proximity to OSM bagan in-sarvicig dining sanvics amgploysss o e
the serving line. hangfing of pistes, cups, plasses, bowts, snd ulsnsiie. DSM wil
mondor the Fay ine and betwosa masls weekly X 4 wealx,
. then ]
The findings include: thon sy x ponim m":’ iy, n:;
Per company poicy. Al carfz wars cleaned and power washed.
Review of the facility’s policy, “Dining Services Stove vent hood wils cleaned by mainfenance department on
Policies and Procedures,” daled 2011, revealed Z?;’.ﬁﬁ m ﬂ*:ﬁ: ::d:m m ﬁ!:’
no specific knife rack or floor cleaning ’
procaduras, but did define cleaning as the act of :,';:,” a::fw AW Celiics Sl o pviened
remaoving soit and buildup from a food or
non-food contact surface. Clean was further
defined as "free of visible soil.” Expectad dale o comploton: #2315
Review of the facility's policy, "Daily Cleaning
Closed Meal Carts,” daled 2011, revealed the
following procedures: 1.) Wash inside and
outside thoroughly using a mild-detergen! solution
and brush, 2.) Check shelvas carefully for hidden
debris, use soft-bristle brush as needed. 3.)
Sanitize with appropriate-sirength solution. 4.)
Allow to air-dry and store with doors open.
Furiher review of the palicy revealed instruction
for Weekly Cleaning of closed meal carts was as
follows: 1.) Take the cart 10 the assigned carl
wash area, 2.) Scrub the cart inside and outside
(removing shelves if possible) with a
mild-detergent solution and solf-bristle brush
{Note - Do nol use grease solvent or de-scalar on
aluminum czris.). 3.) Scrub the wheels, assuring
that all mop strings are removed. 4.} Rinse,
using hose if available. 5.) Sanitize with
appropriate-strength solution. 6.) Allow cast to
air-dry.
FORM CMS5-2587(02-99) Previous Versions Obsolate Event 10;:2YGT1 Facilily 1D 100290 If conlinuation sheal Pages 13 of 33
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Review of the facllily's palicy, "Handling Clean
Equipmant and Utensils,” dated 2011, revealed
slaéf was to obsesve the following guidelines for
handiing clean equipment and utensils: Pick up
and touch clean spaons, knives, and forks by the
handles only. Handle clean cups, glasses and
bowls so Ihat fingers and thumbs do not contact
insida surfaces.

Interview with the facility Administrator on
07/23/15 at 5:54 PM revealed there was not a
policy that addressed the stove vent hood.

1. Observalions on 07/21/15 at 11:30 AM during
the initfal tour of the kilchen revealed the
following: tha kitchen floor had built up greass
and dirl-like subsiance throughout 1he kitchen,
especially heavy in the comers. There was also
Ioose dirt and debris on the floor throughout the
kilchen an 07/21/15. The same debris was
observed on the floor on 07/22/16 baside the
white reach-in refrigeralor.

Review of the facility's Dgily Cleaning Schedule
for July 2015 revealed no documentation that the
kitchen floors had been swept or mopped for the
entire month of July.

interview with the Dielary Manager on 07/22/15 at
4:00 PM and with the Registered Dietittan on
07/22/15 at 4:15 PM revealad that the dirl should
not have been on the floor, and the cleaning
schedule should have been signed,

2. Observations on 07/21/15 from 5:53 PM to
6:44 PM during the dinner meal revealed six food
tray delivery carls delivering food trays to the
floors. All six carts had dried foad, liquid, and
what appeared to be food particles and crumbs
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on the inside and outside of the carls. A while
film-like coaling was also abserved on the inside
and oulside of all six carts.

Review of the Daily Cleaning Schedule for July
2015 revealed the closed food transport carts
were not on the Daily Cleaning Schedule.

Review of the facility's Weekly Cleaning Schedule
for July 2015 revealed the closed {ray carls were
on the schedule, but there was no documentation
that the carls were cleaned for the entire month
of July,

Interview with the Dielary Manager on 07/22/15 at
4:00 PM reveszled that the food transport canls
should not have what appeared lo be food
particles and crumbs on the inside and outside of
the carls, and the cleaning schedule should have
been signed. She staled the staff was changing
the procedures of cleaning the transport carts to
be more in line with the curvent facility policy.

interview with the Registered Dietillan on
07/22/15 at 4:15 PM rovealed that the food
transporl carts should not have what appeared to
be food particles and crumbs on the inside and
outside of the carts, and the cleaning schedule
shauld have been signed.

3. Observation on 07/22/15 at 11:40 AM revealed
that Cook #1 was touching the rim and inside
portion of plates with her bare skin at least 10
fimes during the noon maal service preparation.

Interview with the Dielary Manager on 07/22/15 al
4.00 PM and with the Regiglered Dietitian on
07/22/15 at 4:15 PM revealed that Cook #1
should nol have touched the fim or inside portion
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of the plates with her bare skin.

4. Observalion on 07/2215 at 12:26 PM revealed
a knife rack thal had visible food paricles on the
top portion whete the knives were inserted Inlo
the rack and inside the knife rack.

Review of the Daily Cleaning Schedule far July
2015 revealed the last day the knile rack was
cleaned was 07/18/15.

Inlerview with the Dietary Manager on 07/22/15 at
4:00 PM and with the Reglsiered Dietitian on
07/2215 at 4:15 PM revealed that the knife rack
should not have food particles on the top ar inside
of it.

5. Observation on 07/22/15 at 12:30 PM ravealed
that the slove vent hoad's aluminum finish was
peeling and flaking off in close praximity to the
serving fine.

Interview with the Dielary Manager an 07/22/15 al
4:00 PM and with the Registered Dietillan on
07722115 at 4:15 PM revealed that the stove vent
hood should nat have the finish peeling and
faking off, and they were not aware of it.

Interview with the Administrator on 07/23/15 at
5:54 PM revealed he was unaware of any
concems in the kilchen and further stated that
kitchen staff should be following facility policies,
procedures, and cleaning schedules.

F 412 | 483.55(b) ROUTINE/EMERGENCY DENTAL
55=€ | SERVICES IN NFS

The nursing facilily must provide ar obtain from
an autside resource, in accordance wilh

Fan

F 412
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§483.75(h) of this part, rouline (to the extent
coverad under tha Stale plan); and emergency
dental services {o masat the needs of each
resident; must, if necessary, assist the resident in
making appoiniments; and by amanging for
transpartation to and from the dentist's office; and
must promptly cefer residents with lost or
damaged dentures to a dentlist.

This REQUIREMENT s not met as evidenced
biy:

Based on interview, record raview, and facility
policy review, it was determined the facility falled
lo assure dental services were provided for
fourteen (14} of twenty-four (24) sampled
residents to meet the needs of each resident,
Review of the records for Residents #2, #3, 5,
#5, 48, #9,#10, #12, #15, #16, #18, #19, #20,
and #21 revaaled no evidence the residents were
examined by a denlist.

The findings includs:;

interview with lhe Administrator on 07/23/15 at
5:54 PM revealed lhe facility did not have a palicy
related to dental cara.

1. Review of the medical record for Resident #19
revealed the facility admitted the resident on
04/30/12 with diagnoses that included
Hypertension, Hyperlipidemia, Congestive Heart
Failure, Cerebrovascular Disease, and Lupus.
Further review of the medical record revealed no
evidence Resident #19 had received an oral
evaluation by a dentist since the resident was
admitied (o the facilily.

F 412 allegation of compliance,

This Plan of Correction is the provider’s credible

Preparation and/or execution af ihis plan of correction
does not constinde admissiont or agreewent by the
provider of the truth of the facts alleged or cancinsions
set forth in the statement of deficiencies. The plon of
correciion is prepared andlor excented solely because
it is reguived by the provisions of federal and state law

Resdent #2, 3,56, 8,9, 10, 12, 15 V& 78, 19, 20. and 21
assezsed for immodiale domlal care noeds and Jound no wrgent
need at s tima for danial core, Howsver, dental services has
bean scheduled for 8725/15 with the Denfist for oral exars for
resdents Ested above.

Al rasiden(s have poiential o be a¥ectad by this deiicient practice.
Current residents assassed for urpant denie! needs and 2 msidents
worp idontified which reeded donfal coro ai tes ima. Social Services
maxdy dental appviniments for services. Both rasidents raceived denta!

SOMICRE.
Dantal Services has been schoduled for 82515 to come fo faciliy and
provide oral exams for ol current resicanis &l facikty,

In-service wil ba conducied O&/20/2015 by DNS/ADNS/Designes as
refates to cantal needs lor residents. Nursing stalf will report dendal
nosds (o 55 when needed.

S5 wif be responsibéa ko conlacting danits whether local o other
coniract services lor dental care for residents as neodad lo inchade FA/
visits. Dental care visits wil ba documanied in sach resident’s medical
record, Residents wif recelve roulime Annuslexams by the Dendiyl.

Nursing Stalf wit mondor daily for oraiiontal care needs duning
bathing and documani care nestds o baih sheels winn oraitental
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F 412 | Continued From page 23 FA12| oy and notdy $5 for £1U. S wif contact dentist for dental visit for
Observation of Resident #19's oral cavity on avalualion accortiing lorasidenis oralkisntal neads. Residents wil
0772315 at 4:15 PM revealed Resident #19's oral Hoceins mutao Avauti arams o the Destit

cavity had several missing and broken teeth.

2. Review of the medical record {or Resident #2
revealed the facility admitted the resident on
01/30/14 wilh diagnoses that included Senile
Dementia and Chronic Airway Obstruction.
Further review of the medical record revealed no
evidence Resident #2 had received an oral
evaluation by a dentist since the resident was
admilted to the facilily.

Review of a significant change Minimum Data Set
| (MDS) assessment daled 04/10/15 revealed the
facility had assessed the resident lo have
severely impaired cognition; the dental portion of
the MDS indicated the facllity identified no
| concams with the resident’s teeth or gums.

3. Review of the medical record for Resident #3
revealed the facility admitted the resident on
05727105 with diagnoses that included Anxiety
Stale Unspecified, Bipolar Disorder, and
Depressive Disorder. Further review of Resident
#3's medical record revealad no evidence the
resident had an oral evaluation completed by a
dentist since the resident was admitted to the

| facility.

]

Review of 2 quariery MDS assessment dated
08/18/15 for Resident #3 revealed the facility
assessad the resident (o be cognitively intact; the
dental portion of the MDS indicaled the facilily
idenlified no concems with the resident's teeth or
gums.

4. Review of Resident #5's medical record
ravealed the facility admitted the resident on

QAA commities wil roview Dental Care Servicas monthly for concems
with oral cara/dental needs that require denial services. Action Plans
wi! be developad as indicaled.

Expociod date of complalion: &728/15
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16/26/14 with diagnoses that included Senile
Dementia, Hypertension, Neurogenic Bladder,
Anxiety, and Bipolar Disorder. Review of the
Minimum Dala Set (MDS) assessment daled
07/03/15 revealed Resident #5 did nol have any
natural teeth, braken, or loose fitting dentures.
Review of the comprehensive care plan dated
07/02/14 revealed Resident #6 recaived a
mechanical altered diet, Review of the medical
record revesaled no evidence that Resident #8
had received any dental services by a dentist.

5. Review of Resident #8's medical record
revaaled ihe facility admitted the resident on
04/04/14, with diagnoses that included
Neurogenic Bladder, End Stage Renal Disease,

Arthropathy. Further review of the madical
record, which included the annual MDS
assessment dated 04/09/15, revealed Resident
#8 did nol have any natural teeth, broken, or
loose fitling denturas, Review of the
comprehensive cara plan dated 04/08/14

Review of the medical record revealed no
evidence that Resident #8 had received any
dental services by a denlisl.

8. Reviaw of tha medical record for Resident #8
revealed the resident was admilted to the facility
on 09/19/12 with diagnoses that included
Dementia and Anxiety. Further review of the

the resident was admilted to the facility.

(MDS) assessment dated 12/28/14 revealed the
facility had assessed the resident {o have

Hypolhyroidiam, Disorganized Schizophrenia, and

revealed Resident #8 received a therapeutic diat.

medical record ravealed no evidence Residenl #9
had recelved an oral evaluation by a dentist since

Review of a significant change Minimum Dala Set

F 412
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severely impaired cognition and to have no
natural teeth.

Observalion of Resident #9's aral cavity on
0712215 at 3:30 PM during a skin assessment by
Licensed Praclical Nurse {LPN} #4 ravealed
Resident #9's oral cavity was cbserved to be
clean and edentulgus.

7. Reviaw of the medical record for Resident #10
revealed the resident was admitted to the facllity
on 04/11114 with disgnosas that included
Dementia, Cachexia, and Adult Failure to Thrive.
Further review of Resident #10's medical record
revealed no avidence the resident had an oral
evaluation completed by a dentist since the
resident was admittad Lo the facility.

Review of an annual MOS assessment dated
03/13/15 for Resident #10 revealed the facllity
had assessed the rasident {o have severely
impaired cognition and to have broken teath.

Observation of Resident #10's oral cavity on
G7/23/15, at 9:20 AM, during a skin assessment
observalion with LPN #4, revealed Resident #10
had several broken and missing teeth.

8. Review of Resident #12's medical record
revealed the facility admilted the resident on
03/18/14, with diagnoses that included
Alzheimer's Diseasa, Hypertension,
Hypothyroidism, Macular Degeneration of Relina,
and Anemia. Furthar review of the medical
record, which included the significant change
MDS assessment daled 10/03/14, ravealed
Resident #12 did nol have any natural leeth or
looth fragments. Review of the comprehensive
care plan daled 03/24/14 revealed Resident #12

F 412
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ware upper and lower dentures and received a
regular diet. Raview of the medical record
revealed no evidence that Resident #12 had
received any dental services by a denlist.

9. Raview of the medical record for Residant #15
revealed the facility admitted the resident on
111113 with diagnoses that included Cerebral
Vascular Accidant, Diabeles Mellilus, and
Alzheimer's Damentia. Fuither review of
Resident #15's medical meord revealed no
evidence Rasident #15 had an oral evaluation by
a dentisi since the resident was admitied to the
facility.

Review of a significant change MDS assessment
dated 01/2315 for Resident #15 ravealed the
facilily had assessed the resident to have
severely Impaired cognition, to be edenlulous,
and lo have denlures.

Observation of Resident #15 on 07/23/15 at 4:10
PM revealed the resident was observed to be
edentulous and to have no dentures in hisher
mouth.

10. Review of Resident #16's medical record
revealed the facility admitted the resident on
11/12/07 with diagnoses that included Alzheimer's
Disease, Dysphagla, Depressive Disorder,
Nutritionat Deficiency, Reflux Esophagitis,
Osteoporosis, and Dyspnea. Review of the
annual MDS assessment daled 06/26/15
revealed Resident #18 did not have any natural
teath or tooth fragments. Review of the
comprehensive care plan dated 09/17/10 with a
revision daie of 10/09/14 revealed that Resident
#18 received enteral tube feedings, was on a
regular pursed diet, and could receive one
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puresd item and ona honey-lhick liquid at lunch
for oral gratification. Furlher review of the
medical record ravealed no evidenca that
Resident #16 had received any dental services by
a dentist.

11. Review of the medical recard for Resident #5
revealed the facility admitied the resident on
06720114 with diagnoses that included Alzheimer's
Disease, Anxiely Staie, and Esophageal Reflux.
Further review of Resident #5's medical record
revealed no evidence Resident #5 had an oral
evaluation by a dentist since the resident was
admitted to the facility,

Review of an annual MDS assessment dated
08/05/15 for Resident #5 revealed the facility had
assessed the resident to have moderately
impaired cognition; the dental portion of the MDS
indicaled the facility identified no concemns wilh
the resident's leeth or gums.

12. Review of the medical record for Residant
#18 revealed the facility admitted the resident on
07/07/08 with diagnoses that included Senile
Dementia and Lower Limb Ampulation above the
knee. Further review of Resident #18's medical
record revealed no evidence Resident #18 had
an oral examination by a dentist since being
admitted by the facility.

Review of an annual MDS assessment dated
06/05/15, revealed Resident #18 had been
assessed by the facility {o be inlerviewable with a
Brief Interview for Mental Status (BIMS) score of
11 which indicated the resident was moderately
impaired, The dental portion of the MDS
indicated the facility identified no concerns with
the resident's teeth or gums.
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Interviaw conducted with Resident #18 on
0723115, at 6:08 PM revealed he/she had not
been seen by a dentist in the lasl couple of years,

13. Review of Rasident #20's medical record
revealed the facility admitted the resident on
101411 with diagnoses that included
Osteoporosis, Depressive Disorder,
Hypothyroidism, Chronic Airway Obstruction, and
Anemia. Further review of the medical racord,
which included the annual MDS assessmeant
dated 04/10/15 revealed Resident #20 did not
have any natural teeth or tooih fragments.
Reaview of Ihe comprehensive care plan dated
04/28/14 revealed Resident #20 received a
therapeutic diet. Review of the madical record
revealed no evidence that Resident #20 had
received any dental services by a dentist.

Interview with the Social Services Direclor on
07/23/15 at 7:20 PM revealed she was
responsible for assisting the residents with their
dental appoinimenis. She further revealed that
residents only see the dentist if they have a
dental issue/complaint.

14. Review of the medical racord for Resident
#21 revealed the facility admitted the resident on
04/06/11 with diagnoses that included Demenlia
and Depression. Further review of Resident
#21's medical record revealed no evidence
Resldent #21 had an oral examinalion by a
dentist since being admiiled to the facility.

Review of an annual MDS assessment dated
11/14/14, revealed Resident #21 had been
assessed by the facility to be inlerviewable with a
Brief Interview for Mental Status (BIMS) score of
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14 which indicated the resident was cognitively
intact. The MDS also ravealed Resident #21 had
no natural feath.
Inerview conducted with Resident #21 on
07123115 at 4:25 PM revealad he/she had not
been seen by a dentisl since his/her admission fo
the facility,
F 431 | 483.60(b), {d), (e) DRUG RECORDS, F 431

ss=E | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who eslablishes a system
of records of receipt and disposition of all
conirolled drugs in sufficient detail o enable an
accurale reconcifiation; and determines that drug
records are in order and that an account of all

controlled drugs is maintained and periodically
reconciled.

Drugs and biclagicals used in the facility must be
labeled in accordance with currently accapled
professional principies, and include the
appropriate accessory and cautionary
instructions, and lhe expiralion date when
applicable.

In accordance with Slate and Federal laws, tha
facility must store all drugs and biologicals in
locked compartments under proper temperaiure
conirols, and permil only authorized personnal to
have access lo the keys.

The facility must provide separalely locked,
permanently affixed compariments for storage of
contralled drugs listed in Schedule || of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and olher drugs subject to

This Plan of Correction is the provider's credible
allegation of complionce,

Preparation and/or execution of this plan of carrection
does not constitute admission or agreement by the
pravider of the truth of tse facts alleged or conclusions
set forth in the suxtement of deficiencies. The plan of
correction s prepared and/or executed solely becouse
it is required by the pravisions of federal and stase law.

FME
1

Medication carls {6 in facilly) wera aucifed on 1723115 and
wpird macications and nonpackaged medications were
ramovad immodistely rom the carts,

Fharmacy wes contteted o raplace a¥ oxpired medicaions. No
rasiciant was atfeciad by ihis deficient practice.

Al resicents have polsntial {o ba affected by this daficiand prachice.
Audts a3 manbioned In #1 were conduciod and eapired medications

wery mmoved immetialely and pharmacy confacted o repisce ¥
current oroer axisis.
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abuse, exceplt when the facilily uses single unil
package drug distribulion systams in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is nol met as evidenced
by:

Based on observalion, interview, and facility
policy review, it was determined the facilily failed
to ensure drugs and biclogicals wers stored with
currently acceptable professional principles.
Observations on 07/23/15 of medicalion carts
ravealed three (3) of five (5) medicalion carts had
expired medicalions that were available for
resident use, Furthermora, a medication was
observed to be in an openad package lying in
resident's medication box avallabla for resident
use.

The findings include:

Raview of the facility's policy lilled "Slorage of
Medication," with a review date of 01/06/15,
revealed medications and biologicals were to be
stored properly, follewing manufacturer's
recommendations, or those of the supplier o
maintain their integrity and to suppost safe
administration. The paolicy also stated outdated,
conlaminated, discontinued, or delerorated
medicalions, and those in containers that were
cracked, soiled, or withoul secura closures were
immediately removed from slock, disposed of
according to procedures for madication disposal,
and reordered from the pharmacy, if a current
order exisled.

wm of mecicalions. Expired madications snd
madications impropery slored will ba ramoved from carls inmecialely
and rplaced by pharmacy i curent order axisis

Chargs nurses am msponsible fo ensure medications are checkad
mmmmbm checking for axpired medicatis prior 10

madications and ¥ noted will be removed kom cart immacisinly and

dkposed of acconding lo policy. Pharmacy wit be conlactad ko
rapiacs medicafions as neaded.

will conduc! mexication cant sudits wesldy for

DNS/ADNS/Dagignee
four weaks snd then monthiy. Audits will consis! of montioring
improper storspe/ expiration of medications.

macications/ siorage of medications uing moniy gk
wcommwmmuudm-mm
Action Plans wil be davaioped s indicaied.

Expecied dats of completion:
82015
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on 07/23/15 a1 8:25 PM reveeled six expired
medications that were available for rasident use,
The expired madications were as follows:
Ondansetron HCL 4 milligrams (mg) expired on
06/25/15, Ondansetron HCL 4 mg expired on
06/16/15, Chlorthalidone 50 mg expired an
10724114, Docusate Sodium 100 mg expired April
20185, Phenazopyridine HCL 100 mg expired on
04117715, and Clonazepam 0.5 mg expired May
2015, Observations of medicalion carl #2 on the
200 Unit revealed five expirad madications that
were avallable for resident use. The expired
medications were as follows: Diphenhydramine
25 myg expired on 04/07A 5, Diphenhydramine 25
myg expired on 11/268/13, Spiriva 1B micrograms
{mcg) inhaler expired March 2015, Mi-Acid Gas
Relief 80 mg chewable tablels expired on
0872315, and Mapap 325 mg tablets expired on
07/07114.

Observation of the 300 Unit medication cart on
07/23/15 revealed a medication, Docusate
Calclum 240 mg, to be apened and lying in the
resident's madication box.

Observation of the 100 Unit medication cart on
Q07/23/15 revealed five expired medications that
waera available for resident use. The expired
medications were as follows: Two boxes of
Relistor lhat expired on 03/31/15, Gas Relief 125
mg tablets with no expiration date lisied,
Benzonatata 100 mg expired on 03/31/15,
Bisacodyl § mg expired on 07/06/15, and
Mucinex ER 600 mg expired on 07/21/15.

Interview wilh Licensed Practical Nurse (LPN) #1
on 07/23/15 at 8:40 PM revealed, "We (nurses)

Observation of medication cart #1 on the 200 Unit
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are suppased to look at the expiration dates on
the medications before we give them, but
sometimes wa get too busy.” LPN #1 further
stated she had not identified any problems with
expired medications. LPN #1 slaied expired
medications were (o ba sent to the pharmacy and
thought il was the pharmacist's job to check the
expiration dates on medicalions.

Interview with the Director of Nursing (DON) on
07/2315 at 9:35 PM revealed the nurses wese
supposed to check the expiralion dales on
medications before giving to residents. The DON
staled the facility conducts audils at laast once a
month on medications, The DON stated the
pharmacy consultant comes in monihly and
conducts medication cart reviews, medication
room reviews, and medical record reviews. The
DON staled she had not idenlified any expired
medications in the medication carls and staff was
to place expired medicalions in a tote and send
back {o Phamacy.

Interview with the Pharmacy Consullant on
Q7723115 at 10:30 PM revealed that the nurses
were responsible for checking for expired
medications,
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