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. An offsite revisit was conducted and based on

 the acceptable Plan of Correction (POC), the
facility was deemed to be in compliance as

: alleged on 11/08/14.

LABORATORY DIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE (%8} DATE

Any deficiency staternent ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection o the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disciosable 14
days following the date these documents are made avaiiabie to the facility. If deficiencies are cited, an approved pian of correction is requisite 1o continued

program participation.
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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
or an interested family member when there is an

' accident involving the resident which resulls in

, phiysical, mental, or psychosacial status (i.e., a

“ detericration in health, mental, or psychosacial

: status in either life threatening conditions or

“ciinical complications); a need to alter treatment

; significantly (i.e., a need to discontinue an

“existing form of freatment due to adverse

| consequences, or to commence a new form of

treatment); or a decision to transfer or discharge

: the resident from thie facility as specified in
§483.12(a).

i

i and, if known, the resident's legal representative
or interested family member when thers is 3

f change in room or reommate assignment as
specified in §4B83.15(e}{2); or a change in

- resident rights under Federal or State law or

. regulations as specified in paragraph (b)(1) of

i this secticn,

| The facility must record and periodically update
_the address and phone number of the resident's
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. An Abbreviated Survey investigating b
“KYD0022306 was initiated on 10/17/14 and
: concluded on 10/15/14,  KYOQ022306 was
substantiated with related deficiencies cited with
; the highest Scope and Severily of an "E”.
F 157 483.10(b)11) NOTIFY OF CHANGES

Injury and has the potential for requiring physician :
“intervention; a significant change in the resident's _

: The facility must also promptly notify the resident 1

F 157,

. Facility notified MD for Resident #1

“of bedbug exposure and interventions -

‘related to bedbug exposure on

: 10/14/14. MD did not give any new
orders. Facility notified MD for

‘Residents #3 and #4 of bedbug

: exposure and related interventions on

. 10/2/14. MD did not give any new

“orders. Facility notified responsible

: parties for Residents #1, and #3 of

. bedbug exposure and related

interventions on 10/2/14.

. Rhonda Clark, LPN, Bobbi Noland,
RN, Amanda McClanahan, LPN, and
Carrie Rice, LPN performed skin =~

- assessments on all residents in facility
on 10/1/14. No evidence of bedbug

- bites noted to other residents.

' Susan Fulton, LPN, QA/Staff _

. Development conducted education for
all nursing staff on policy regarding !

. Notification of Resident, MD, and

_ Responsible Party on 10/24/14,

| :
msoRA’Wmﬁ' R PR %yﬁspaﬁswfmzﬁa SIGNATURE TTTLE
W AN A 121 6T A TAT

x6),DATE

plecld

Any deficienfy statement ending wittran gaterisk {*) denotes = deficlancy which the insiitution may be excused from correcting providing i Is determined that

other safeguards provide sufficiant protectivn to the patients. {See instructions.)
foflowing the date of survey whether ar nat a plan of comection is provided, Forp

days foliowing the date these documents are made available io the facility. |
program paricipation.
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F 157 Continued From page 1
. legal representative or interested family member.

This REQUIREMENT is not met as evidenced
“by:
Based on observation, interview, record review
and review of the facility's policies. it was
. determined the facility failed to notify the
- Physician of a significant change in a resident's
- condition of need to alter treatment significantly
for three (3) of six {6) sampled residents
(Residents #1, £3 and #4) regarding changes in
their skin condition and itching after exposure to
" bedbugs.

- Additionally, the facility fafled fo notify residents'

: family or responsible party when there was a
change in their room for two (2) of six (6)

' sampled residents (Residents #1 and #3) when
their rooms were temporarily changed on

- 08/28/14, while their assigned rooms were being
treated for bedhugs.

; The findings include:

: Review of the facility's policy titled, "RE:
Concerning calling Physician, Family etc.”,

‘ revised 1994, revealed the Physician and

_residents' family or legal representative were to

- be notified of significant changes in a resident's
condition or need to significantly alter his/her

* treatment.

Review of the facility's policy titled, “Skin Care
- Prevention Program”, revised January 2011,
" revealed the Physician and resident's family or
; Tesponsible party were to be informed of
 significant changes in a resident's condition and
documented in the resident's medical record.

157 1012714, 10128714, 11/3/14, 11/4/14,
11/5/14, 11/6/14 and 11/7/14.

Michelle Marshall, RN, Unit .
Coordinator and Kim Breeze, RN Unit.
Coordinator will monitor the 24 Hour
Summary Report and MD orders
[daily, Monday through Friday as part |
of job description, for compliance to
facility policy regarding notification
-of resident, MD, and responsible
_party. The 24 Hour Summary Report
is a report generated from facility
EHR, which includes nurse’s notes,

. progress notes, vitals, admissions, and
_discharges. Results will be given to
QA Committee for review of
- compliance.

The Quality Assurance (QA)
- Committee will monitor for
- compliance weekly for 120 days then
- Quarterly thereafter, The QA :
Committee consists of Administrator,
- DON, Unit Coordinators, QA/Staff
- Development Nurse, MDS
_ Coordinator, Maintenance Manager,
- Housekeeping Supervisor, Dietary
+ Manager, Activities Director, Social
. Services Director and Medical

Director.
' Compieted

11/08/14
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i The Administrator provided an untitled and
undated document on 10/10/14 to the Strveyor.
{ Review of this document revealed the
_Administrator was informed by Registered Nurse |
i (RN} #1 on 08/28/14 of possible bedbugs in room
|43 (Resident #3's and #4's room) and one {1)of !
| the residents in that room (Resident #3) had an
"area” appearing to be "bite marks®. The
| document revealed staff also had found two (2)
“bugs, ane (1) in room 43 and one (1) in room 42, ¢
{ which had been placed in a plastic bag. The
“document revealed the Administrator gave
i instructions for staff on what to do for the
residents in rooms 42 and 43, which included
moving the residents to another room and
“Quarantining their assigned rooms. According to
; the document, the Administrator called the
facility's pest control service to have a technician |
i {tech) come to treat rooms 42 and 43 for
"bedbugs”. Per the document, on 05/30/14 the
. pest control service called to schedule a time o
~come treat the affected rooms, requested ;
. pitiures of the "questionable bugs” in the bag and
‘ confirmad the bugs to be "bedbugs”, =

tInterview, on 10/13/14 at 2:15 PM, with RN #1

revealed she had worked the 7:00 AM to 7:00 PM

i shift on 09/27/14 and 09/28/14 and had carad for

" the residents in room 42 and 43. She staled

; Resident #4's spouse had been sleeping on the

“ coush in the facility's sunrcom while hisfher

; apartment complex was being treated for

“ bedbugs. Continued interview with RN #1
revealed on D9/27/14 staff reported observing :

insect bites” on three (3) residents, Resident #1, -

. Resident #3 and Resident #4. RN #1 stated she

| did not notify those residents' Physicians of this

- information, but indicated she should have.
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F 157 Continued From page 3

: Addltsonafiy, RN #1 stated on 09/28/14, during

. morming shift report Licensed Practical Nurse

: (LPN) #2 reported finding twa (2) “bugs” on 2
resident in room 43 which she had placed in a

it bag. RN #1 revealed the Administrator told her
on 08/28/14, to mave the residents in rooms 42

; and 43 temporarily to other rooms, until their

- assigned rooms coufd be treated by the pest

. control service. She stated this was dons:

in those rooms, Resident #1 and Resident #3,

the residents were returned to their assigned
i Tooms, rooms 42 and 43 on 10/01/14, after
bedbug treatmant by the pest control service,

é 1. Record review revealed the facility admitted
Resident #1 on 08/22/14, with diagnoses which
“included Congestive Haart Failure, Generalized

with Dialysis, and ha/she resided in room 42.
Review of Resident #1's Admission Minimum
; Data Set (MDS) Assessment dated 08/04/14,
‘revealed the facility assessad the resident as

moderately cognitively impaired. Review of

i impairment to the resident’s skin integrity with a

review date,
E

"and had a "rash” on hisfher "upper right
. shoulder”, and on 9/20/14, the resident had

“ however, two (2) of the four (4} residents residing '

Muscie Weakness and Chronic Kidney Disease

i Resident #1's Comprehensive Cars Plan, dated
08/08/14, revealed a care plan for potential/actual ;

''goa! of hister "itching” to be resolved by the nexi

F 157

i

! families or responsible parties were not notified of |
the temporary room changes for those residents, |
i butindicated they should have been. She stated

having a Brief Interview for Mental Status (BIMS)
score of eleven {11), which indicated hefshe was ;

Review of the Nurse's Note revealed Resident #1
. had complained of “iiching all over” on 09/19/14,
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F 157 Continued From page 4
‘"scratched" the area on his/her right shoulder
; until it was "open®, the Physician was notified and

an arder for Benadryl cream (anti-itch cream) was

; received. However, review revealed no
“documented evidence the resident's Physician
. was notified of the "bedbugs”, found in histher
“room on 09/27/14 and 09/28/14 in order to see if
. he wanted Resident #1's nurses to increase
" monitoring and assessment of him/ber for signs
; and symptoms of bedbug bites or possible
infection to the area on the right upper shoulder.

Interview with Resident #1 on 10/10/14 at 11:15

; AM, during a skin assessment revealed the
resident had told staff hefshe had been itching:
howaver, nothing had been done. Observation at
the time of interview revealed Residant #1 was

. actively scratching hisfher right lower arm and

' right shoulder areas.

Interview with Resident #1’s Primary Care

. Physician (PCP) on 10/14/14 at 5:00 PM, who
“was also the fachity's Medical Director, revealsd
_he hat not been notified of changes in the

' resident’s skin condition related io possible
bedbug exposure on 09/28/14. However,
Resident #1's PCP stated he expected to be

. hotified, however, the facility had nat notified him
funtil 10/02/14. :

i 2. Record review revealed the facility admitted
Resident #3 on 09/24/12, with diagnoses which
included Peripheral Vascular Disease and
Alzheimer's Disease and Peripheral Vascular

; Disease, and he/she resided in room 43, bed 1.

" Review of the 08/11/14, Annual MDS Assessment
. revealed the facllity assessed Resident #3 as

- having a BIMS score of eleven (11) indicating the
_ resident was moderately cognitively impaired.

F 157
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Review of Resident #3's Comprehensive Care
Plan, dated 08/12/14, revealed care plans for
potential skin impairment and for actual skin
- impairment with goals for the resident to have no
complications. Further review of the care plans
revealed interventions included reporting
abnormalities, failure to heal, signs and
. symptoms of infection to the Physician.

However, continued record review revealed no

documented evidence Resident #3's Physician

- was notified regarding the "area” observed by RN
#1 that "appeared to be bite marks” or notified of

! the bedbugs found in the resident's room to _
determine if he wanted fo order treaiment for this

! "arex" or have nurses Increase monitoring and -
assessment. In addition, there was ne

' documented evidence Resident #3's family ar

Fesponsible party was notified of the temporary
room change which took place on 09/28/14.

. Continued review revesied the Physician was

“notified on 10/02/14 Resident #3 now had
“multiple scabs” on hisfher bilateral lower

- extremities which hefshe continued fo "pick at",

+ 3. Record review revealed the facility admitted
Resident #4 on 05/06/12, with diagnoses which
'included Muscle Weakness, Abnormality of Gait

. and Alzheimer's Disease, Abnormality of Gait and
“Muscle Weakness, and resided in room 43, bed
. 2. Review of the 09/24/14 Quarterly MDS
¢ Assessment revealed the facility assessed
Resident #4 =5 having a BIMS score of three {3)
! indicating the resident was severely cognitively
impaired. Review of Resident #4's
Comprehensive Care Plan, dated 09/25/14,
revealed a care plan for potential for skin
- impairment related to fragile skin with a goal for
 the resident to have no skin related problems.
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F 157 Continued From page &
' Continued review of the care plan revealed the
. interventions included keeping the resident's
 fingernails short and for himv/her to “avoid
scratching”.

Continued review of the record revealed no
documented evidence Resident #4's Physician
was notified of the "bedbugs” found in the

, resident's room on 08/27/14 and 09/28/14.

' Review of the Nurse's Notes revealed a Note

. dated 09/28/14 which noted Resident #4 had
"multiple abnormal scabs” observed hisfher

i notified Resident #4 had "multiple scabs” to
his/her bilateral lower extremities which ha/she

: continued to "pick at”.

" and 09/28/14, she had worked the 7:00 PM to
. 7:00 AM shift, and had cared for the residents
residing in rooms 42 and 43. She stated an

. 09/2714, she had observed “insact bites” on

since the nurses and Physician wers already

{#4's "self-inflicted” scratches and itching

_indicated she had not notified the residents’

. foom change made on 09/28/14,

; shift on 09/28/14, with RN #1 and had assisted

 different rooms until the pest contro! service

. bilateral lower extremities. Review of the Nurse's
Note dated 10/02/14 revealed the Physician was

" Interview, on 10/13/14 at 1:00 PM, with Licensad
. Practical Nurse {LPN) #2 revealed on 09/27/14

Resident #3 and Resident #4; however, thought
aware on 09/27/14 of Resident #3's and Resident |

experienced by Resident #3 and Resident #4, she’
- had not contacted the Physician. In addition, she

‘ families or responsible regarding the temporary

; Interview with LPN #3 on 10/14/14 at 11:30 AM, _
' reveaied she had worked the 7:00 AM to 7:00 M

 with moving the residents in rooms 42 and 43 to

F157:
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came to treat their rooms for bedbugs. However,
. LPN #3 revealed neither she or RN #1 had :
_netified the residents' Physicians, of “insact bites"
' on the residents, of the residents’ scratching, or
. of the possible exposure to bedbugs. She stated -
they also had not notified the residents’' families
i orresponsible parties of the temporary room
changes for the residents.

 Interview with Unit Coordinater (UC) #1 on

- 1010714 at 12:30 PM, who supervised the hall

; where Resident #1, Resident #2 and Resident #3 :
resided, revealed if Certified Nursing Assistants
{CNAs) informed nurses of changesina :

. resident's skin, the nurse should assess the ares

* of concemn, contact the resident's Physician for

; treatment orders and nofify the residant's family.

" Bhe stated her expeciations were for nurses to

: continually monitor and assess residents skin
condition, and notify the Physician as necessary. .

Interview with the Physician on 10/13/14 at 4:30
" PM, who was the heaithcare providar for
: Resident #3 and Resident #4, revaaled he had
~not been notified of changes in the resident's skin :
: condition or of their possible bedbug expasure on |
09/28/14, and he was not notified of this _
s information until 10/02/14. He stated, however, it °
was his expectation to be notified of changes in
 his residents’ condition, and notified of the
; residents possible bedbug exposure.

; Interview with the DON on 10/14/14 at 3:30 PM,
revealed she had been notified of the residents ]
| possible exposure to bedbugs on 09/28/44. She
stated the Administrator told her he had Instructed |
 staff on what to do to include moving the
rasidents residing in rooms 42 and 43
| temporarily. The DON stated she was not aware
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. the nurses had not contacted the residents’
i Physicians; however, it was her expectation for

“indicated she expected staff to notify residents’
; families and/or responsible parties when room
changes were made.

Interview with the Administrator on 10/14/14 at

- staff finding two (2) black bugs which looked like
* bedbugs and of a resident having possible

: badbug bites. He stated he instructed staf on
“what they should do to include temporarily

pest control service could treat their assigned

‘rooms. He stated Jooking back he should have
. also told the nurses to notify the residents’
' Physicians and had them contact the residents’
- families and/or responsible parties regarding the
temporary room changes for the affected
| residents.

F 280 483.20(d)(3), 483.10(k)2) RIGHT TO

§8=¢  PARTICIPATE PLANNING CARE-REVISE CP

- The resident has the right, unless adjudged

incompetent or otherwise found to be
incapacitated under the laws of the State, to
; participate in planning care and freatment or
" changes in care and treatment.

- Acomprehensive care plan must be developed

: within 7 days after the compietion of the
comprehensive assessment; prepared by an

i interdisciplinary team, that includes the attending

' physician, a registered nurse with responsibility

: for the resident, and other appropriate staff in ;
disciplines as determined by the resident's neads,

- and, to the extent practicable, the participation of

. nurses to nolify the Physicians. Additionally, she .

¢ 4:00 PM, revealed he was nolified on 08/28/14, of

: moving the residents in rooms 42 and 43 until the
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F 157"

r 2gp Resident #1°s Comprehensive Care
Plan revised to include assessment and
monitoring of skin related to exposure

* to bedbugs on 10/13/14. Revised CCP

- to include continuous assessment for -
itching and requires use of Benadryl -

' cream on 11/4/14

. CCP for Resident #3 revised to

. include assessment and monitoring of

' skin related to bedbug exposure on

£ 10/13/14.

. CCP for Resident #4 revised to 5

' include assessment and monitoring of

. skin related to bedbug exposure on
11/4/14.
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F 280 Continued From page 8

_ the resident, the resident's family or the resident's
legal representative; and periodically reviewad

- and revised by a team of qualified persons after
each assessmant,

~This REQUIREMENT is not met a3 evidenced

by

. Based on observation, interview, record review ‘
and review of the facility's policy and documents,

it was determined the facllity failed to revise and
update Comprehensive Care Plans {CCPs) for

three (3) of six (6) sampled residents (Resident

- #1, Resident #3 and Resident #4) relaled to the

_change in their skin condition and itching after

' possible exposure to bedbugs.

' The findings include:

Review of the facilify’s policy fitled, "Resident

" Care Plan, dated 08/01/09, revealed nurses

- should update and revise residents’ care plans
“when the resldent's condition changed and with
i new Physician Orders.

' Review of a document provided by the

. Administrator on 10/10/14. which was untitted and -
undated, reveated he had been notified by ;

| Registered Nurse (RN) #1 on 09/28/14, of two (2)
bugs being found, one (1) in room 42 and another .

“In room 43, and the resident in room 43, bed 1

. {Resident #3) had an “area” which "appearad to

" be bite marks". The document noted on

: 09730714, the pest condrol service confirmed the

- bugs found by facility staff were bedbugs, and the |

* pest control service technician {tech) treated

F 280 CCP for Resident #5 revised to
include assessment and monitoring of
skin related to exposure to biting bugs
on 10/10/14. |
CCP for Resident #6 revised to
‘include assessment and monitoring of
skin related to exposure to biting bugs -
on 10/10/14.

‘Rhonda Clark, LPN, Bobbi Noland, _
RN, Amanda McClanahan, L.PN, and -

: Carrie Rice, LPN performed skin
assessments on all restdents in facility
on 10/1/14. No evidence of bedbug
bites noted to other residents.

- Susan Fulton, LPN, QA/Staff

- Development conducted education for
all nursing staff on creation and

' revision of resident careplans on

- 10/27/14, 10/28/14, 11/3/14, 11/4/14,
11/5/14, 11/6/14 and 11/7/14.

Michelle Marshall, RN, Unit

~ Coordinator and Kim Breeze, RN Unit
- Coordinator will monitor the careplans
- and MD orders daily, Monday through
- Friday as part of job description, to
 ensure staff is in complhiance with

' revising resident careplans. Results

t will be reported to the QA Committee.
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tnue page ?_0 . F280 Ty Quality Assurance (QA)
;i rooms 42 and 43. Continued review of the C it il it 1
facility's document revealed the Administrator had - ‘~ommitlee Wil monitor compliance
; additionally been informed on 10/01/14, of staff weekly for 120 days then quarterly
finding a "bug" in room 16 on a resident's chair, ‘thereafier.
“and cne (1) of the residents who resided in room : :
. 16 {Residen{ #6) had "bites” on him/her. The
! document revealed on 10/02/14 "around noon”
Completed 11/08/14

. the pest control service inspected room 16 with
" ne evidence of "hugs” found.

" 1. Recard review revealed the facility admittad
Resident #1 on 08/22/14, with diagnoses
including Chronic Kidney Disease with Dialysis,
 history of Preumonia, Congestive Heart Faiiure
and Generalized Muscle Weakness. Raview
" revealed Resident #1 resided in room 42 where
the bedbugs were identified on 09/28/14. Review
: of the Admission MDS Assessment dated f
. 09/04/14, revealed the facility assessed Resident .
' #1 as having a Brief Interview for Mental Status
(BIMS) score of eleven (11) indicating moderate
cognitive impairment. Review of the Nurse's
. Notes revealed on 09/15/14 Resident #1
- compiained of “itching all over” and had a "rash”
: to histher "upper right shoulder'. Continued
“review of the Nurse's Nate revealed on 09/20/14
; Resident #1 had "scratched” the area on his/her
right shoulder until it was "open® and an order for
. Benadryl cream (anti-itch cream) had been
received. Review of the Physician's Orders
| revealed an order dated 09/18/14, for Benadryl
Cream 0.1% to be applied every twelve (12)
hours as neaded for itching.

. Review of Resident #1's CCP, dated 09/08/14,
revealed the facility care planned the resident for
i potential/actual Impairment to his/her skin
“integrity with @ goal of his/her “itching” to be

i resolved by the next review date with
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F 280 Continued From page 11
intefventions including avoiding scratching and
. keeping his/her fingemnails short. However,
continued review of the CCP revealed no

" and monitoring of the resident's skin after the
; evidence the CCP was revised to include

if he/she was itching and required the use of
E his/her Benadry! cream.

" AM, histher right arm and shoulder had been

the nurses but nothing had been done.

' Observation at the timie of interview, revealed
Resident #1's actively scratching histher right

! shoulder area.

2. Record review revealed the facility admitted
- Resident #3 on 09/24/12, with diagnoses
“Including Alzheimer’s Disease and Peripheral

resided in room 43 where the bedbugs were

the Annual MDS Assessment dated 08/41/14,
i revealed the facility assessed Resident #3 to
have a BIMS score of eleven (11) indicating

. moderate cognitive impairment. Review of

; of the CCP revealed no documented evidence

i for angoing assessment and monitoring of the
‘resident’s skin after the passible exposure to
- bedbugs on 08/27/14 and 09/28/14.

- documented evidence the care pian was revised
lo include interventions for ongoing assessment

. possible exposure to bedbugs on 09/27/14 and
- 08/28/14. Additionally, there was no documented .

_continuous assessment of Residant #1 to identify

- interview with Resident #1 on 10/10/14 at 11:15

“itching” since being admitted and he/she had told

Vascular Disease. Review revealed Resident #3

. identified on 09/27/14 and 09/28/14. Review of

Resident #3's CCP, dated 08/12/14, revealed &
: care plan for the patential for skin impairment and _
actual skin impalrment.  However, further raview

- the care plan was revised to include interventions

F 280
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F 280 ; Continued From page 12

+ 3. Record review revealed the facility admitted
Resident#4 on 05/06/12, with diagnoses which
i included Alzheimer's Disease, Abnormality of Gait
" and Muscle Weakness. Raview revealed
Resident #4 resided in room 43 where the
bedbugs were identified on 08727414 and
. 09/28/14. Review of the Quarterly MDS
* Assessment dated 09/24/14, revealed the facility
. assessed Resident #4 as having a BIMS score of
' three (3) indicating severe cognitive impairment,
Review of Resldent #4's CCP, dated 09/20/14,
revealed a care pian for potential for skin
. impairment related o fragile skin. However,
! further review of the Comprehensive Care Plan
revealed no documented evidence the care plan
“was revised {o include interventions for ongoing :
assessment and monitoring of the resident's skin
after his/her possible exposure to bedbugs on
09727114 and 08/28/14.

4. Record review revealed the facility admitted

. Resident #5 on 01/02/14 with diagnosis including
Bepression, Dementia and Anxiety, Review

; revealed Resident #5 resided in room 18 where

‘the unidentified "bugs” were observed on

. 10/07/14. Review of the Quarterly MDS

: Assessment revealed the facility assessed

- Resident #5 to have a BIMS score of one (1)

lindicating severe cognitive impairment. Review

of Resident #5's CCP, dated 09/25/14, revealed a :

care plan for the potential for skin impairment

related to “frail skin". However, further review of

i the CCP revealed no documentad evidence the

“ care pian was revised te include ongoing ;

. assessment and monitoring of the resident's skin

 after his/her possible exposure to biting insects

. on 10/G1/14.

i

F 280

|
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F 280 Continued From page 13

1 5. Record review revealed the facility admitted
Residents #5 on 07/19/13, with diagnoses
including Cerebrovascular Accident (CVA),
Hypertension and Diabstes, Review revealed
' Resident #6 resided in room 16 where the
unidentified "bugs” were observed on 10/01/14.
Review of the 07/15/14 Annual MDS Assessment
revealed the facility assessed Resident #5 to
have a BIMS score of fiteen (15) indicating no
cognitive inpairment. Review of Resident #5's
CCP, dated 07/21/14, revealed a care plan for
 fisk for impaired skin integrity related to
- decreased mobility and history of CVA with right
_ sided weakness. Review of the Nurse's Note
- revealed a Note dated 10/01/14, which stated
- Resident #6 had "areas” on his/her chest and
" back appearing to be "possible bites” which the _
. fesident was soratching, However, further review
‘of the CCP revealed no documentad evidence
. the care plan was ravised 1o include ongoing
! agsessment and moritaring of the rasident's skin
_after histher exposure lo biting insects on
S 10101714,

interview with Licensed Practical Nurse (LPN)Y#4 -
on 10114/14 at 1.40 PM, revealed she cared for _
Resident#8 on 10/01/14 and she documented on |
the twenty-four (24} Hour Report the resident had

| possible bedbug bites; however, had not updated
or revised Resident #6's CCP, but should have.

Interview with RN #2 on 10714744 at 1:20 PM,

i revealad if nurses were informed of a resident
~having a skin change or concem, the nurse :
; should assass the resident, contact the Physician
“and updale and revise the resident's CCP.

Interview, on 10/10/14 at 12:30 PM, with Unit
{ Coordinatar (UC) #1, revealed nurses, UCs, MDS
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F 280 Continued From page 14 . Fa2s0
~Nurses and the Director of Nursing (DON) | i
! updated and revised residents' CGPs. According ‘
to UC #1, she expectad nurses to update and
{ revise residents’ care plans as needed. _ ]
|
" interview, on 10714714 at 3:30 PM, with the DON ;
i revealed she was aware of Resident #1's, : !
* Resident #3's and Resident #4's possible
; exposure to ihe bedbugs and of Resident #5's
~and Resident #8's possible exposure to biting ,
1 insects. The DON stated she expected nurses to |
“have updated and revised the CCPs for those
i residents regarding the possible exposure to
- bedbugs and biting insects to ensure continued | ;
"' monitoring and assessing of the residents. , '
. Additionally, she stated Resident #1's CCP i
" should have been updated and revised to ensure ; ’
. ongaing assessment in order 1o determine if the |
‘ resident required the use of his/her Benadryi
, cream for the itching. : !
F 309 483.25 PROVIDE CARE/SERVICES FOR i F 30s, o . .
Ss=k | HIGHEST WELL BEING : f FBClllfy notified Resident #1 MD
' ; related bedbug exposure and
; Each resident must receive and the facility must " interventions taken on 10/13/1 4,
_provide the necessary care and services to attain
i or maintain the highest practicable physical, Atarax mn}g pr every 8 l;ours as
~mental, and psychosocial well-being, in S i nee‘:‘ied for itching ordere T—’y MD.
i accordance with the comprehensive assessment 7 _ Resident #1°s Comprehensive Care
_and plan of care. ' Plan revised to include assessment and
: ; - menitoring of skin related to exposure
 to bedbugs on 10/13/14. Revised CCP
’ ' to include continuous assessment for
i This REQUIREMENT s not met as evidenced . itching and requires use of Atarax -
by - | '
| Based on observation, interview, record review ; 10n‘1g‘ on Hff 4/14 .
_and raview of the facility's poticy and documents, | | Facility notified Resident #3 MD on -
it was determined the facility failed to provide the i 1072/14 related to skin issues. MD _
' __gave no new orders. Facility notified:
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 residents experienced possible sxposure lo

bedbugs.
Pechugs iexposure on 10/13/14,

% i - ‘related to bedbug exposure and
Interview, on 10/13/14 at 3:30 PM, with the r & exp

« Director of Nursing (DON) revealed the facility

| the resident immediately and notify the resident °
. 8 Physician and legal reprasentative/family
- member of significant  changes in the resident’s

. condition would be communicated to the

' related to exposure to biting bu
! Physician, resident and/or responsible parly with

Care Plan®, 05/01/09, revealed nurses were fo _' ' bites noted to other residents.
| "update” resident care plans as the resident's :
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pase , : MD related to resident’s exposure to
j hecessary care and services for five (5) of six ) ¢ : b 10/13/14. N :
sampled residents (Residents #1, #3, #4, #5 and bedbug exposure on /14. No new:
i #6) to ensure ongoing assessment and ! orders given. CCP for Resident #3
~monitoring of the residents’ for bites after the revised to include assessment and

monitoring of skin related to bedbug
E : ‘
_ The findings include: : Facility notified Resident #4 MD %

'interventions taken on 10/13/14. No

had a nursing reference to guide nursing care ‘new orders were given.. CCP for
i provided to residents; however, no nursing : ‘Resident #4 revised to include
| reference material was provided to the Surveyor, ‘assessment and monitoring of skin
Review of the facility's policy titled, "RE: ; related to bedbug exposure on
| Concerning calling Physician, Family efc.”, : 11/4/14.
 fevised 1994, revealed the facility would consult | CCP for Resident #5 revised to

.include interventions for ongoing |
“assessment and monitoring of skin

condition or need to alter his/her treatment ; ‘ related to exposure to biting bugs on
- significantly. : . 10/10/14.
: : 5 ident #6 revised to
! Review of the facility's poliey titled, "Skin Care . _ .CCP ;M. Remdez'{ # f -
. Prevention Program”, revised January 2011, 5 ' include mtervent:ong OT Ongoing
{ revealed significant changes in a resident's ; _ assessment and monitoring of skin

 the notification documented in the medical ? - 10/10/14. 7

‘record. Continued review revealed nurse's were : .
to conduct head to toe skin assessments and j - Rhonda Clark, LPN, Bobbi Noland, ‘

f nursing assistanis were to inform the Charge | RN, Amanda McClanahan, LPN, and
Nurse of any “new red, open, bruised or other : . .

i skin areas of concern, o Carrie Rice, LPN perfjormed‘skm "

' ' . assessments on all residents in famhty

| Review of the facifity's policy titled, "Resident _ on 10/1/14. No evidence of bedbug '

i

25 on
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] 359‘ Ssnn;gzri:;cgegaagfdmew Physician Orders | e Susan Fulton, LPN, QA/Staff
n B siC rdel : .
“deemed necessary” were received, = Beveﬁo_;?mcnt conducted eFlucatton for
all nursing staff on following MD &
Raview of the facifity's untitied and undated orders and documentation on eTAR as
i document provided by the Administrater on s appropriate on 10/27/14. 10/28/14. .
1010114, revealed on 09/28/414 at :07 AM, he R V1/4/14. 11/5/14. 11/6/14 and
" had received a call from a "member of board of S ’ ! ' :
directors” of the facility aboui a "possible report of 11/7/14. '
- bed bug activity". The document noted the :
Administrator cafled the facility and spoke fo G 11 Unit
- Registered Nurse (RN) #1 who informed him the | _.Mzchg‘lle Mars%aé% RN Unit
resident in room 43, bed 1 (Resident #3) had an Coor mator an m breeze, KN Uni
“area" which "appeared to be bite marks" and ‘ Coordinator will monitor all resident
staff had found a "bug” which she had placed in a : "CCPs and MD orders daily, Monday |
‘ “zip lock” bag at the nurse's station, and she had - 7 ; : '
“captured” a bug from room 42, bed 1 which she . ?thmu.gh .Fnday as part Qfé; b .
- had also placed in the “zip lock” bag. Continued description, to ensure staff are in
. feview of the document revealed the : ‘compliance with revising resident
¢ Administrator gave RN #1 instructions on what to - careplans, Unit Coordinators will
. do for residents in rooms 42 and 43 and he ; 5 . :
* called the facility's pest control service to “get a ensure documentation on €TAR is
tech” (fechnician) to the facility "to treat for accurate to MD (_’rd‘?fs and CCPs and
- bedbugs”. The document revealed on 09/30/14, : care rendered daily is documented,
the pest control service cailed to schedule & time - Monday through Friday. Results will -
: for a tech to come lo the facility, and requested e - ‘ :
pictures of the "guestionable bugs” which were | ) be replorteé ta _QA“ Committee weekly
- confirmed by the pest control service ta be ; . by Unit Coordinators.
"bedbugs”. It was noted a tech came to the
: facility and found one (1) "juvenile bedbug in . " The uality Assurance (OA
‘100m 43 on bed frame of bed 1", inspected the | C Q it ty il anitﬂff%r)
. "sunroom furniture and found bedbugs" and , 1 LOMMUIEE Will mor '
' treated rooms 42, 43 and a storage room on the ~ compliance; eTAR is accurate to MD
. "other side of room 43", : * orders and CCPs weekly for 120 days
- . - . then quarterly thereafter. :
. Review of the facility's pest control service's :
! "Cornmercial Service and Inspection Report", _( :
dated 09/30/14, revealed an “extra service” visit - : ‘
| was performed by the pest control service on that Completed  11/08/14
_date related (o bedbug treatrent. ; : :
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: 1. Review of Resident #3's medical record

revealed the facilily admitted the resident on

1 08/24/12, with diagnoses which included

Alzheimer's Disease and Peripheral Vascular

‘Disease, and he/she rasided in room 43, bad 1

Review of the Annual Minimum Dala Set (MDS)

‘ Assessment dated G8/11/14, revealed the facility
i assessed Resident #3 to have g Brief Intarview

for Mental Status (BIMS) score of eleven {11}

: which indicated moderate cognitive impairment.
. Continued review revealed the facility assessed
" Resident #3 to be at risk for Pressura Ulcers, to
+ have a Stage I Pressure Ulcer, a Stage i
Pressure Ulcer, three (3) Venous/Arterial Ulcers

and a Diabetic Foot Uleer,

‘ Review of Resident #3's Comprehensive Care

i Plan, dated 08/12/14, revealed the facility care
planned the resident for potential for skin

{ impairment and actual skin impairment. Review

. of the goals revealed Resident #3 would have no

“complications related to Pressure Ucers, Deep

. Tissue Injuries or Vascular Ulcers. Further review

- of the care plan revealed interventions which

; included monitor/document location, size and

 treatment of a skin injury, and report

i abnormalities, failure to heal, signs and

- symptoms of infection to the Physisian. However,

- further review of the Comprehensive Care Plan

revealed no documenited evidence the care pian
was revised to include interventions for ongoing
assessment and monitoring of the resident's skin,

- Further review of the record reveaied no

documentad evidence Resident #3's Physician

¢ was notified of the "area" which "appeared o be
 bite marks"” observed by RN #1 on 09/28/14 to
: detarmine whether he wanted to order ireatment
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‘ for the "area” and fo increase maornitoring and
assessment. Continued review revealed no
-documented evidence licensed nursing staff ,
. continually assessed and monitored the “area” for
‘changes in size or signs and symptoms of
_infection, and attempted to obtain treatment for
“the "area”. Review of the Nurse's Notes reveaied
on 10/02/14 the Physician was notifiad of
Resident #3 having "multiple scabs™ to histher
! bilateral lower extremities and the resident
_continued to "pick at" these areas with no new
' orders received at that time.

Observation of & skin assessment performed on

10/10/14 at 10:35 AM by LPN #1, revealed
Resident #3 was scratching his/her bilateral

i upper thighs. Interview with Resident #1, at the

. time of observation, revealed the resident stated

: hefshe had been “ifching": however, did not
indicate how lang the itching had been going on.

* Continued observation revealed Resident #3

. scattered pin prick marks/rash on histher bilateral -
lower extremities from knee fo anide.

2. Review of Resident #4's medical record
: revealed the facility admitted the resident on
- 05/06/12, with diagnoses which included
! Alzheimer's Disease, Abnormality of Galt and
Muscle Weaknass, and he/she resided in rgom
*43, bed 2, Review of the Quarterly MDS
. Assessment dated 00/24/14, revealed the facility
- assessed Resident #4 to have a BIMS score of
. three {3} which indicated severe cognitive
“impairment. Continued review revealed the
; facility assessed Resident #4 to be at risk for
" Pressure Ulcers and to reguire extensive
; assistance of two (2) staff for most Activities of
" Daily Living (ADLs).
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‘ Review of Residenl #4's Comprehensive Cars

Continued From page 19

Plan, dated 08/28/14, revealed the facility care
planned the resident for potential for skin

* impairment related to fragile skin. Review of the

goais revealed Resldent #4 would have no skin

related problems with interventions which
‘ included "avoid scratching” end keep fingernails

short However, further review of the

' Comprehensive Care Pian revealed no

documented evidence the care plan was revised
to include interventions for ongoing assessment

+ and monitoring of the resident's skin,

* Continved review of the record revealed no

. documented evidence Resident #4's Physizian
“was notified of the "bedbugs” found in the

i resident's room to determine whether he wanted

increased monitaring and assessment of the

resident. Record review revealed no documented
. evidence licensed nursing staff continually
assessed and monitored Resident #4 for signs

and symptoms of bedbug bites. Review of the
Nurse's Noles revealed on 08/28/14 the purse

“noted "muitiple abnormal scabs” were observed
. on Resident #4's bilateral lower exiremities.

" Review of the Nurse’s Note on 10/02/14 the

i Physician was notified of Resident #4 having

“multiple scabs™ to histher bilateral lower

" extremities and the resident continued to "pick at*
. these areas with no new orders received at that
time.

‘ Observation of a skin assessment performed on

- 10/10/14 at 11:00 AM by LPN #1, revealed

Resident #4 was scratching histher bilateral lower

legs. Continued observation revealsd Resident
 #4 had circular open areas on hisfher bilateral

lower extremities and one (1} circular open area

i above histher left knee,

F 309
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! Interview, on 10/13/14 at 1:00 PM, with LPN 22 _
_revealed she had worked the 7:00 PM to 7:00 AM |
- shift on 08/27/14 and 09/28/14, and had observed :
"insec! bites" on Resident #3 and Resident #4 on
09127114, Perinterview, she had taken a
. flashlight and checked Resident #3's and
Resident #4's mattresses on 09/27/14; however,
- had not abserved any brownish/reddish spots on
. the mattresses fo indicate bedbugs were present.
- She stated the nurses were already aware on ;
09/27/14, of the “self-inflicted” scratches and the
itching experienced by Resident #3 and Resident
‘#4. She stated the Physician was also already
. aware of this and therefore, she had not
contacted him regarding the residents skin
- issues. LPN #2 revealed she had not checked
room 42 or assessed Resident #1 and Resident
“#2 who resided in it,

CInterview, on 10/13/14 at 2:15 PM, with RN #1

i revealed she had worked the 7:00 AM to 7:00 PM
shift on 09/27/14 and 09/28/14 and had cared for

- Resident #4. She stated Resitent #4's spouse
had been sleeping on the couch in the facility's

" sunroom because histher apartment complex

; was being treated for bedbugs and he/she had

" nowhere eise to go.

_Interview, on 10/13/14 at 4:30 PM, with the

- Physician, who was the healthcare provider for

. Resident #3 and Resident #4, revealed he had
received no notification regarding the charge in

. Resident #3 and Resident #4's condition related

to possible badbug exposure on 09/28/14. He
stated it would have been his expectation to have |
been notified of the change in his residents’
 condition and the possibility of both residents

- being exposed to bedbugs. The Physician
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' revealed the facility did not niatify him unti
10/02/14, of the change in his residents' skin
_condition and of their exposure to bed bugs.

3. Review of Resident #1's medical recard
' revealed the facility admitted the resident on
08/22/14 with diagnoses which included
Pneumonia, Chronic Kidney Disease with
: Dialysis, Congestive Heart Failure and
. Generalized Muscle Weakness, and he/she
resided in room 42 bed 1. Review of the
Admission MDS Assessment dated D9/04/14,
revealed the facillty assessed Resident #1 o

. moderate cognitive impairment, Continued

 to be at risk for Pressure Uicers and to require
limited assistance of one(1) staff for most
- Activities of Daily Living {ADLs).

‘ Review of Resident #1's Comprehensive Care
" Plan, dated 09/09/14, revealed the facility care
- planned the resident for potential for Pressure

+ Resident #1 would have intact skin, free of
redness, bllsters or discoloration with
interventions administer treatments as ordered

‘of the Comprehensive Care Plan revealed the
- resident also had a care plan for potentiafactua

. date. Review of the care plan revealed
interventions which included “aveid scraiching”,
: keep fingernails short and educate the

' prevent skin injury”. However, further review of
. the Comprehensive Care Plan revealed no
" documented evidence the care plan was revigsed

have a BIMS score of eleven (11} which indicated

review revealed the facilily assessed Resident #1

“Ulcer development. Review of the goals revealed
- and maonitor for effectiveness. Continued review
impairment to his/her skin integrity with a goal of

 his/her "ifching” to be resolved by the next review -

resident/family/caregivers regarding "measures to

F 308
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F 30¢ " Continued From page 22

| to include interventions for ongoing assassment
. and manitoring of the resident's skin,

Continued record review revealed Resident #1
- was noted to complain of “itching all over” on
. 08/19/14, and to have a "rash” to his/her "upper
" right shoulder”. Review of the Nurse's Note
; dated 09/20/14 revealed Residant #1 had
"scralched” the area on hisfher right shoulder
 until it had "become open®, an arder for Benadry!
. cream (anli-itch cream) had been received and
! the resident had been instructed net to scratch
. the area due to "causing infection”. However,
" continued review of the record revealed no
. docurmented evidence Resident #1's Physician
"was notified of the “bedbugs®, found in hisfher
. foam 42, {o determine whether he wanted
~increased moniforing and assessment of the
: resident for signs and symploms of bedbug bites.
~Record review revealed no documentad evidence
licensed nursing staff continually assessed and
menitored Resident #1 for signs and symptoms of
| bedbug bites. Review of tha Nurse's Notes :
~reveaiad on 10/02/14 the Physiclan was notified
' of Resident #1 having “"muitiple scabs™ ali over
. hisfher body with no new orders received and the
' Benadryl cream was continued.

' Review of the Physician's Orders revealed an

- order dated 09/19/14, for Benadryl Cream 0.1%

* to be applied to area of need topically every
twelve {12) hours as neaded.

. However, review of Resident #1's Treatment

" Administration Record (TAR} from 09/19/14

: through 10/10/14, revealed no documented

- evidence his/her Benadryl cream had been

- applied as ordered during this petiod of time,
_even though the nurses documented the resident

STATEMENT OF DEFICIENCIES (13 PROVIDER/ASUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORREDTION IBENTIFICATION NUMBER: A BURDING COMPLETED
C
185314 B WING 1011572014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
115 PIONEER TRAGCE
PIOHNEER TRACE NURSING HOME
FLEMINGSBURG, KY 41041
(XD SUMMARY STATEMENT OF DEFICIENCIES _ D PROVIDER'E PLAN OF CORRESTION _ X8y
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL © PREFI {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAD REGULATORY OR LSC HDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
; DEFICIENCY}
F 308

FORNM CMB-2567(D2-89) Previoos Versions Obsolete Event i3 JBNRIT

Facility i, 100484

If continuztion sheel Page 23 of 35




606 B4S 3507 Pioneer Trace

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

12:58:08 11-25-2014 28181

FRINTED: 10/30/2074
FORM APPROVED
OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES (X1) PROVIDERISURPLIERICLIA {X2) MULTIFLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF GORRECTION DENTIFICATION NUMEER. A, BUILDING COMPLETED
C
185314 B WING 10/15/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE. 2IP CODE
115 PIONEER TRAGE
PIONEER TRACE NURSING HOME
FLEMINGSBURG, KY 41041
(%41 ID SUMMARY STATEMENT OF DEFICIENGIES ' n PROVIDER'S FLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH GORRECTIVE ACTION SHOULD BE COMFLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 302 Continued From page 23

F 368

comptained of itching on 08/18/14, and noted
t he/she had scraiched the area on his/her right
_shaulder until it was open on 09/20/14.

. Qbservation of a skin assessment parformed on
F10/10/14 at 11:15 AM by LPN # 1, revealed
- Resident #1 was scratching his/her right lower
- arm and right shoulder. Observation revezled
. Resident #1's right lower arm had erythema : ‘
{redness) and a macular (circular) rash and the :
: resident's right shouider and left shoulder also
_had erythema with scratch marks. Continued
- observation revealed Resident #1's bilateral feet
. and ankles had scattered reddened pin prick rash .
“with scabs covering the feet and ankles. '
interview with Resident #1, at the time of
cbservation, revealed the resident stated his/her
| right arm and shoulder had been “Hiching since
being admitted and he/she had fold the nurses
! but "nobody does anything .

“interview, on 10/13/14 at 2:15 PM, with RN #1 .
reveated she had worked the 7:00 AM to 7:00 PM

" shift on 09/27/14 and 09/28/14. She stated on

. 09/27/14 staff observed "insect bites" on Resident
#1, Resident #3 and Resident #4, RN #1 stated

- she did not call the residents’ Physician; however,

- did document the information on the twenty-four

: (24} Hour Report. She stated during morning

“report on 09/28714, LPN #2 reported finding two

' (2) "bugs" on Resident #3 when petforming the
treatment to the resident's hilatara! lower

i exiremities which she had placed in a bag. RN

#1 revaaled she started calling the Administrator

i at 8:00 AM; however, had not received a call _
back until approximately 3:30 PM. Per interview, |

: the residents in room 42 and room 43 were :
remeved from the rooms, showared, given new

‘ clothes and transferred to a different room until
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' the rooms were treated by the pest contral : :
; service. She stated the residents wers returned
o rooms 42 and 43 on 10/01/14 after the pest
control service had treated the rooms. According
to RN #1, a "skin sweep” (skin assessments) was
i performed on all residents on the hall where
Resident #1, Resident #3 and Resident #4
resided by her and LPN #3; however, she stated
she and LPN #3 did not document their
| assessments.

fnterview, on 10/14/14 at 11:30 AM, with LPN #3

. revealed on 09/28/14, she and RN #1 had

: performed skin assessments an all residents on

. the hall where Resident #1, Residant #3 and

' Resident #4 resided; however, they had not

dosumented the skin assessments, She stated

RN #1 called the Administrator and he called

. back and instructed them to take the residents

“out of rooms 42 and 43, shower them, change

. their clothing, clean and sanilize the rooms,

" guarantine the rooms, and told them he would

. call the pest control service to have them come

' as soon as possible. LPN #3 revealed the pest

cantrol service did not come howaver until

08/30/14. She stated they did not notify the

. Physician of the information regarding the "insect

: bites" or residents scratching or possible 5
exposure to bedbugs or that the residants were

- being moved to other rooms.

: Interview, on 10/14/14 at 3:30 PM, with the DON
reveaied it was her expectation nurses shoutd
apply any necessary PRN freatments as ordered
if a resident nesded it She staled Resident #1's

- Benadryl cream was available for use and and
 the resident shouid have been assessed and

. asked if he/she needed the Benadry! applied. Per:
'interview, the Benadryl cream container had been :
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. 0pened; however, after reviewing the TAR had
‘not been documented as applied. She stated if
- the cream had been applied it should have been
documented.

Continued review of the facility's untitied and .

; undated document provided by the Administrator

fon 10110114, revealed on 1001714 staf had

: reported finding & "bug” on a chair in room 18,

“and one {1) of the residents in that room had

. "bites" on him/her. Per the document, the

resident with the "bites” on him/her spoke to the

| Administrator to inguire as to why the "entire

facility" had not been treated if the facility "knew

there was a bug problem”. It was noted the :

Administrator informed this resident the facility did

not have a "bug problem” and had “isolatsd the

bugs” to one {1) room which had been treated by

« the pest controf service and the "bugs
eradicated”. The document stated the

- Administrator called the pest control service for
additional treatment, instructed his staff to

: perform “complete skin assessments on alf
residents that day to assess for "bug bites” with

- "none noted®, Further review of the document
reveated the room was “isolated”, cleaned,

; sanitized, linens and residents’ clothing was
washed and dried on high heat. The document

| noted the Ombudsman spoke to the Administrator:
on 10/01/14 regarding "guidance” she had

: received which indicated the “entire facility"
should be treated and the Adminisirater told her

- he would inquire from experts regarding what to

“do as "this was not an infestation”. In addition, it

- was nated the pest controf service came on
10402/14 “ground noon” and inspected room 15

; with no evidence of "bugs" found and was

questioned by the Administrator regarding freating

. the entire facility, with the pest control tech

f
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+ advising not fo do this as it was not an
“infestation”. The document noted "Health

the Health Depariment representatives and pest

' 4. Review of Resident #5's medical racord
revealed the facility admitted the resident on

1 01/02/14, with diagnoses which included

Dementia, Anxiety and Depression, and he/she

resided in room 16, bed 1. Review of the

dated 09/23/14, revealed the facility assessad
. Resident #5 to have a BIMS score of ane ()]
* which indicated severe cognitive impairment

Review of Resident #5's Comprehensive Care
Plan, dated 09725114, revealed the facility care
planned the resident for potential for skin
 impairment refated to "frail skin" with 2 goal for
him/her to have no complications with skin

review of the care plan revealed interventions
: which included "avoid scratching” and kesp
fingernalls short. However, further review of the
Comprehensive Care Plan revealad no
documented evidence the care plan was revised
' to include interventions for ongoing assessment
and monitoring of the resident's skin.

Continued review of the record revealed a
s Nurse's Note dated 10/01/14, documenting
Resident #5 had "areas” to his/her chest, back,
abdomen and left breast which "appear” io be
related ‘o "possible bites”. Continued review of
 the Note revealed Resident #5 was observed to
~ be scratching the “areas” with no new orders :
: received at that time. Continued review revealed
' no documented evidence licensed nursing staff

Depariment representatives” also came and both

- control tech “cleared” the facility "from bedbugs”,

Guarterly Minimum Data Set (MBS) Assessment .

integrity through the next review date. Continued
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' continually assessed and monitored the “arsas”
for changes or signs and symptoms of infection.

Observation of a skin assessment performed on
1 10/10/14 at 11:55 PM by LPN #1, revealed

- skin.

_ 5. Review of Resident #6's medicai record

' revealed the facility admitted the resident on

077119413, with diagnoses which included

- Cerebrovascular Accident (CVA}) with right sided
weakness, Dapressive Disorder and Diabetes,

« and hafshe resided in room 16, bed 2. Review of
the Annual MDS Assessment dated 07/15/14,

: revealed the facility assessed Resident #6 to

MDSE Assessment revealed the facility assessed
Resident 48 ko require extensive assistance of
Ctwo {2) staff for most ADLs.

¢ Review of Resident #6's Comprehensive Care
Pian, dated 07/21/14, reveated the facifity care

- skin integrity related to decreased mobility and
history of CVA with right sided weaknass.

. Continued review revealed the goal stated
Resident #6 would have no complications with

. skin integrity through the next review date with

- interventions which inciuded turning and
repositioning every two (2) hours, However,

- further review of the Comprehensive Care Plan
revealed no documented evidence the care plan

; was revised to include interventions for ongoing

- assessment and monitoring of the resident's skin,

i Caontinued review of the record revealed a
Nurse's Note dated 10/01/14, documenting

Resident #5 had no open or rash areas to histher

have a BIMS score of fifteen (15) which indicated
no cognitive impairment. Continued review of the |

- planned the residant for being at risk for impaired
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_Resident #6 had "areas” noted to his/her chest

! and back which "appear” to be related o
"possible bites”. Continued review of the Note

| revealed Resident #5 was chserved to be
scratching the “argas” with no new orders

i received at that time. Further record review

" revealed no documented evidence licensed _

i nursing staff continually assessed and monitored

the “areas” for changes or signs and symptoms

. of infection.

Observation of a skin assessment parformed on
10/10/14 at 11:40 AM by LPN #1, ravealed :
Resident #6 was scratching his/her right shoulder
area. Conlinued observation revesled Resident

. #5 had small circuiar reddened areas on hisiher
right shoulder area and two (2) small circular

: reddened areas on histher jawline. Further

- observation revealed reddenead, pin prick

; scabbed araas scattered on histher left ankle antf

* foot.

Citerview, on 10/13114 at 1.20 PM, with

Registered Nurse (RN) #2 revealed she had

- worked 10/01/14 on the half where Resident #6

_resided, and she and a Certified Nursing

| Assistant (CNA) took the resident to the shower

where she chserved "small bug bites” an kisther

right shoulder. RN #2 reported Resident #6 and

_histher roommata, Resident #5, were removed

 from room 16 showered, clothing changed and

transferred the residents to another room. She

. stated room 16 was "quarantined” until the

fzcility's pest control service came fo treat the
room. Per interview, no badbugs were present
she stated and the pest control tech informed

. them the bug found in room 16 was a "beetle”.

! RN #2 stated a "skin sweep” (skin assessmenis)

_of all residents on the hall was performed by her

F 309:
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- and another nurse; however, she reported she
and the other nurse did not document their "skin

| sweep" findings.

Cinterview, on 10/11/14 at 8:05 PM, with CNA #1
and on 10/12/14 at 4:20 PM with CNA #2

revealed if CNAs observed any skin issues they
were to report them directly to the nurse and

i chart their observafions in the "kiosk” (facilily's
computer system). Both CNAs reported they had -

| not seen any residents with any insect bites or

‘scratch marks/areas. They stated if they saw any

i insects they would fell the Maintenance Man,

- Interview, on 10710714 at 12:30 PM, with Unit

* Coardinator (UC) #1, who supervised the hal!

- where Resident #1, Resident #2 and Resident #3

' resided, revealed if CNAs observed any skin
issues or concemns they were to verbally tell the
nurse and document their observations in the

"kiosk™ (computer system) which nurses checked

- each shift. Per interview, the nurse was to go
assess the area of concern reported by the CNA,

» eontact the Physician for treatment orders, notify
the family and notify the Wound Care Nurse if the .

i area was a Pressure Ulcer, She stated the
nurses, UCs, MDS Nurses and DON were

i responsible for updating and revising residents'

“care plans. UC #1 stated also, there was a daily

: nursing management meeting of he UCs, MDS

" Nurses and DON where alt new Physician's

. Orders, laboratory resulls, x-rays and twenty-four

' (24) Hour Reports were reviewed for changes in :
residents’ condition. She stated her expectations

! were for nurses to continually monitor and assess
residents' skin condition, update/revise care plans

: as neaded and assess the need for PRN {as

" needed) medicationsitreatments as ordered.
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interview, on 10/10/14 at 3:40 PM, with UC #2,
who supervised the hall where Resident #5 and
Resident #6 resided, revealed her expectation
was for nurses o monitor and assess residents’
: skin condition every shift, apply treatments as
necessary and if a PRN treatment or medication
. was ordered nurses should ask residents if they
‘needed the PRN,

CInterview, on 10/14/14 at 3:30 PM, with the DON |
. revealed the Administrator called her on 09/28/14
' about a possibility of exposure to bedbugs on '
. Resident #1's, Resident #3's and Resident #4's
“hall. She stated the Administrator told her he had -
instructed staff on what to do and he had called
 the pest control service. The DON stated she
was not aware the nurses did not document the
 skin assessments performed during the “skin
sweeps” on 09/28/14 and 10/01/14; however, it
- was her expectation they would document this
information. She stated she also was nat aware
; the nurses had not contacted the Physicians, but
' she expected her nurses to notify the Physicians. -
, Per interview, it was her expectation nurses
- should apply any necessary PRN treatments as
ordered if a resident needed it

Interview, on 10/14/14 at 4:00 PM, with the
| Administrator revealed he was notified on
CB/28/14 of a resident having possibie bedbug
; bites and staff had found two (2) black bugs that
- looked like bedbugs which they had placed in a
- bag. He stated he Instructed staff on what thay
- should do and called the pest control service's
“hotiine” as it was a weekend, after being notified
! of this information. According to the
Administrator, he thought the pest control service
- would go to the facility on 08/28/14; however,
when he came to work on Monday, 09/28/14, he

F 309
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found aut the pest control service had not been
there for freatment yet. Per interview, the pest
control service came on Tuesday, 09/30/14,

“confirmed the black bugs in the bag were

badbugs and the rooms were treated by the tech
who came. Additionally, he stated on 10017114,
he was nofified of a bug being found in room 18,

i and he had instructed staff on what to do and

notified the pest control service to come. The

. Administrater stated in retrospect he shouid have
directed the nurses to nofify the residents’

: Physicians and contacted the Medica! Director

“regarding the bedbug incident on 09/28/14, and

. possible badbug incident on 10/01/14. The

" Administrator revealed he “wished” he had been

- aware Maintenance Worker #1 had the phone

number for the pest control service's tech who
normally inspected and treated the faclity as

treatment might have been completed sooner.

He reported he had not been aware Resident #4's
spouse had been sleeping on the couch in the
facility's sunroom while his/her apariment was

- being treated for bedbugs; however, stated he

should have been aware of this information.

Interview, on 10/14/14 at 5:00 PM, with the

- Medical Director, who was also Resident #1's
Primary Care Physician (PCP), revealed he had

received no nofification regarding the change in

: Residents #1's condition related to possible

bedbug exposure on 09/28/14, and it was his

: expectation, as both the Medical Diractor and the

Physician of an affected residant, to be notified of

. this information. He stated he was not notified by
* the facility regarding the occurrence until

10/02/14.
483 .65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

F 308

F 441
- Facility relocated Supply Room

storage closets on each wing in facility

{otwo
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. The facility must establish and maintain an
fnfection Controf Program designed to provide a

: safe, sanitary and comforiable environment and
to help prevent the development and transmission

. of disease and infaction.

: (a} Infection Contrel Program
The facility must establish an Infection Conirol
! Pragram under which if -
. (1} Investigates, controls, and prevents infections
“In the facility;
{2} Decides what procedures, such as isolation,
should be applied to an individual resident: and

_ actions related fo infections.

{t) Preventing Spread of infaction

“{1) When the Infection Contrel Program
determines that a resident neads isolation io
prevent the spread of infection, the facility must
isolate the resident.

{2} The facllity must prohibit employeas with 2
communicable disease or infected skin lesions
from direct contact with residents or their faad, if

. direct contact will transmit the disegse.

{3} The facility must require staff to wash their

. hands after each direct resident cantact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

" Personnel must handle, store, process and

. transport linens so as to prevent the spread of
infection. '

(3} Maintains a record of incidents and corrective
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E 441 ‘on 10/15/14. Prior to entering Supply

‘Room, staff sanitized hands. Medical
‘Supplies were placed in plastic bags in
.Supply Room, closed and then staff
‘exited through dirty utility room.

- Medical supplies were then stored in
-the storage closets. ‘

¢ All residents have potential to be
affected as a result of this practice.
No actual harm to regidents has

" occurred related fo this practice.

' Leanna Hunt, Supply Coordinator,

: removed all products from Supply

. Room: using the above precautions
and relocated them to the two storage

- closets. Leanna Hunt will inspect
previous Supply Room (located
tehind Soiled Utility Room) for any
unauthorized storage of medical
supplies.

Susan Fulton, QA/Stall
Development, instructed all clinical

- staff working shifis on 10/15/14 of

- new location of Supply Rooms on

- same date. Susan Fulton also wrote
memo explaining new location and
posted at each nurse’s station and
outside of previous Supply Room
location. All staff educated on update
to Infection Control Program and

. policy on 10/10/24/14, 10/27/14,
10/28/14, 11/3/14, 11/4/14, 11/5/14,
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infection prevention and control program was
. necessary to control the spread of infectians
" and/or outbreaks.

“Observation on 10/10/14 at 11:30 AM revealed

- the room adjoining room 42, which had been

" treated by the facllty pest control service :
technician {tech) for bed buys contained a locked
door inte a dirty utility rcom.  Observation of the

 dirty utility room revealed: two (2) iarge plastic
containers for trash; an open toilet (hopper) for

- Cleansing large equipment and disposing of

- waste products; one (1) container of dirty linerm;
two (2) cartons containing twenty-four (24) cans

of Jevity enteral feeding; one biohazard garbage

-ean; and two {2} storage containers marked as

isolation” stored on the top of an equipment

-shelf. Continued observation revealed a door

KA D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION x5
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F a4t  Continued From page 33 F a4t Leanna Hunt will report weekly
' This REQUIREMENT is not met as evidenced inspections afprevigus Supply
i by . . P
' gased on abservation, interview, record review Room (located behind Soil Utility
; and review of the facility's Infection Cantrol Reom) to QA Committee monthly
Manual, it was determined the facility failed to for 60 days, then guarterly thereafier.
. mainiain an Infection Prevention and Control QA Committee will determine
Program to recognize, cantrot and prevent to the - whether compliance with storage of
1 extent possible the onset and spread of infection Medical Supplies in clean
within the facilify as evidenced by the supply . has b ¢ afier 60
i room, which contained all the facility's ciean or environment has oeen met after
sterile supplies, was located behind the dirty utility - days. Since Supplies are no longer
room. Observation revealed staff had to enter the stored in reom behind Soiled Utility
dirty utility room, where hiohazard bins, garbage Room and staff has been educated on
- cans, an opan toilet (hopper) and dirly inen cart . new location for Supply Room and
were stored, {0 gain access to the supply room Infection Control Policy, 60 days is
‘ where the clean or sterile supplies were stored. " sufficient monitoring with quarterly
' The findings include: monitoring thereafier,
- Review of the facility's Infection Control Manual,
ravised August 2014, revealed an effective Completed  10/16/14
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located inside the dirty utility room which lead to g

clean supply storage area which contained: sterile;

 Foley (indwetling) catheters and sterile Foley

catheter insertion kits; Foley catheter bags; sterile

' syringes; alcohol swabs; drassing supplies;

colosiomy supplies; Pemxade lubﬂcaimg jelly;
thermometer covers; sterile saline; gloves;
masks, gowns; and skin lotion,

Observations on 10/16/14 at 11:45 AM o 12:15
PM, on 10/14/14 from 2:30 to 3:00 PM and on
10/15/14 from 10:00 AM {o 10:30 AM revealed

' both ficensed nurses and Certified Nursing

Assistants passed through the dirty utility area to

 obtain clean equipment suppiies and back
. through the dirty utility area after obtalning the
"supplies,

Observation on 10/15/14 at 11:15 AM revealed
. CNA#3, was ordenting and training CNA#4 on
fwhere to obtain medical supplies for residents.

CNA#3 showed CNA#4 how to enter through the

' locked door into the dirty utility room and go into

the supply room through i to obtain skin lotion

¢ and shampoo to perform resident care.

Hnterview with CNA #3 on 10/15/14 at 11:20 AM

revealed she went in and out of the dirty utiity

i room "several times a day" to obtain supplies for -
her residents. CNA#3 stated she tried not {o
“touch” anything when she went through the dirly
" utility area.

* Interview with Licensed Practical Nurse (LPN) #2
-on 10/14/14 at 1.00 PM, revealed she frequently
" entered the dirty utility room to go into the clean
_supply room to obiain dressing supplies and

- syringes during her shift when she was caring for |
_residents. LFN #2 stated she really did not think

- 4471
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t about this as a problem as "averybody did it",

s Interview with LPN #3 on 10715714 at 41:15 AM
revealed she went through the dirty utility room

i where the "dirty stuff’ was Kept to obtain supplies
from the supply room.

Interview with Registered Nurse (RN} #1 on

: 10/14/14 at 2:15 PM, revealed she frequently
entered the dirty utility room to go into the clean

| SUpply room to obtain supplies for her resigents.

RN #1 stated she did see a problem with possible

| contamination, and had spoken with her Unit

- Goordinator (LIC) about this; however, nothing

; had ever been dene.

 Interview with the Director of Nursing (DON) on
10/14/14 a8t 3:30 PM, revealed she was aware of ;

 the potential problem with contamination of the
clean supplies with staff having to go through the

i dirty utility room to the supply room. However,
she stated at that time there was no other storage

: room available in the facility to store the supplies.

' She stated she had spoken with the :

+ Administrator, and he had submitted building

- plans which would change the arrangement of the

; storage reoms. The DON revealed then nursing

- staff would ne longer have to obtain clean and

- sterile medical supplies by going through the dirty |

- utility roomy fo the supply room and back out

. through the dirty utility room.

Interview with the Administrator on 1014115 at
415 PM, reveated he was aware of the issue and
had consulted with an architect and previously
' submitted building plans to the Board of Directors
ta make the necessary changes to prevent
| possible contamination of the clean and sterile
~medical equipment suppliss.

Fa41
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; Bobbi Noland, RN, Rhonda Clark,
F 514 483.75(I(1) RES F 5141 PN, Amanda McClanahan, LPN, and
85=¢ . RECORDS-COMPLETE/ACCURATE/ACCESSIR ¢ D . L
LE Carrie Rice, LPN performed skin
assessments for Residents #1, #3, #4,
* The facility must maintain clinical records on each #5, and #6 on 11/3/14, 11/4/14, and
- resident in accordance with accepted professional 11/6/14; they documented findings in

standards and practices that are complete:
. accurately documented; readily accessible; and
- systematically organizad,

the residents” health records.

‘Staff listed above performed skin

: The clinical record must contain sufficient ‘assessments on all residents in
_infarmation to identify the resident; a record of the | facility on 11/3/14, 11/4/14, and
'resident's assassments; the plan of care and '11/6/14. They found no evidence that
services provided; the resuits of any : ) .
.other residents had any exposure to

preadmission screening conducted by the State:

- and progress notes. ‘bedbugs.

‘Susan Fulton, QA/Stafl

‘Development, educated all clinical
R . , staff on documentation and accurate
* This REQUIREMENT is not met as evidenced 'health record ke eping on

by: :
. Based on interview, record review, and review of 10/10/24/14, 10/27/14, 10/28/14,
13/3/14, 11/4/14, 11/5/14, 11/6/14,

the facility's policy, it was determined the facility

- fatled to ensure residents’ medical records wers cand 11/7/14.
compietely and accurately documented after "skin : '
| sweeps” (skin assessments) were performed on - Michelle Marshall, RN Unit
~Hali B on 09/28/14, and on Mall Aon 10/01/14 of Coordinator and Kim Breeze. RN
; the facility's residents, and nurses failed to ' Unit Coordinator will monjtc;r the

“document the skin assessments performed in the ;

medical record. *24 Hour Sumsmary Report” daily,

- Monday through Friday as part of

_- The findings inciude; ; _ job description, to ensure proper
P g ) : * documentation is recorded in
Review of the facility's policy titled, "Charting”, . residents’ health record. Unit
; undated, revg'aled ;es:dents n}ed;cai records : " Coordinators will report these results
were lo be a "concise account” of all treatment, _ .
: to the QA Commitiee

. carg, signs and symptoms and progress of the
 resident’s condition. Further review of the Policy
- Tevealed all charting was to be done, nating any
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changes in condition.

Interview, with Unit Coordinater (LIC) #1 on

C10/10/14 at 12:30 PM, and UC #2 on 10/10/14 a¢t

¢ 3:40 PM, revealed following the identification of
bed bug exposure with Resident #1, Resident #3

: and Resident #4 the Charge Nurse performed a

“"skin sweep" (skin assessments) on that hali, Hall ;
B, and on 10/01/14, a skin sweep was performed

' on Hall A, where Resident #5 and Resident#5
resided with no further skin issues identified. UC

{ #1 and UC #2 both stated each Charge Nurse

- performed an informal head to toe assessment

. on each resident on the halls; however, the skin

' assessments were nol documented, Both of the |

UCs stated in refrospect they should have asked

¢ the Charge Nurses to document the skin
assessments in the residents’ medical records,

; but did not realize at the lime the nurses had not

* documented the skin assessments. According to -

- both UC #1 and UC #2, they remembered

“learning In nursing school if a nursing action was
not documented, then it was considered notte

. have been done.

Review of Resident #1's, #2's, #3's, #4's medical

! records revesled no documented evidence of the
skin assessments performed on their hall, Hall B

: on 08/28M14. Additionally review of Resident #5's

L and #6's medical records revealed no

dacumented avidence of the skin assessments

performed on their hall, Hall A on 10/01/14.

Interview with the DON on 10/14/14 gt 3:30 PM,
revealed it was her expectation every licensed
nurse document all skin assessments performed

. on a resident. She stated she was not aware the
' Charge Nurses had not documented the skin
“assessments performed during the "skin sweeps® :

F 514 The QA Committee will monitor for
‘compliance of documentation
practices weekly for 120 days, then
‘quarterly thereafter,

Completed @ 11/8/14
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