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AH

NTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
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i . SUMMARY STATBMBNT OF DEFICIENCIES
(53 483.10(b)(2) RIGHT TO ACCE_SS/PURCHASE COPIES OF RECORDS

The resident or his or her legal representative has the right upon an oral or written request, to access ail
records pertaining to himsel!f or herself including current clinical records within 24 hours (excluding
weekends and holidays); and after receipt of his or her records for inspection, to purchase at a cost not to
exceed the community standard photocopies of the records or any portions of them upon request and 2
working days advance not:ce to the facility. .

This REQUIREMENT is not met as evidenced by: |
Based on interview and record review, it wds determined the facility failed fo release the medical record ina -
timely manner for one (1) of eighteen (18) sampled residents (Resident #17). '

The findings include:

Review of Resident #17's ¢linical record revealed he/she was admitted to the facility on 08/03/08 with

diagnoses which inchuded Dementia-and Depression,

Review of a document provided by the resident's family revealed the Attorney for the family made: the initial '

request for Resident #17's medical record on 10/14/10, Further review of this document revealed the
Attorney had spoken to corporate counsel on 11/10/10 regarding the record and was told the records were
being organized and should be ready to be sent by 11/12/10. Accordmg to the docurnent the requested
medical record had not been received, as of 11/23/10.

Interview with the facility's Medical Records Clerk on 12/3:2/10 at 3:45 PM revealed she had spoken to the
resident's Atiorney several times after the initial request for the records which was re€eived on 10/14/10.

" | Howevet, 1o explanation was given as to why there was no documentation of these conversations.

Interview with the Administrator on'12/02/10 at 10:45 AM revealed that record requests had to go to the
facility's Legal Department before being sent to the Attorney The Administrator -and two (2) Administrative
Assistants in the Legal Department did not know why it had to go to the Legal Department first. The
Administrator indicated if a complete record was requested, it had to come from the corporate office.
However, there was no documentation/policy to valldate the process, per the Administrator.

eficlency statement ending whb an asterisk (¥) denotes a deficiency which the instltulion may be excnsed from comecting providing it is determined (hat other safeguards provide sufficient

tion fo the paticnts. (See instructions.) Bxcept for nursing homes, the flndings siated above are disclosablo S0 days following thoe dnte of survey whether or niot  plan of correctlon is provided.
wsing hoines, the nbove findings and plans of correction ave diselosable 14 days following the date those documents ate made avaltable to the fucillty, I deficiescies are clied, an approved plon of

above isolated deficlencles pose no actual harm to the resldents

(h“%.‘
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA -~ |(X2) MULTIPLE CONSTRUCTION : {X3) DATE SURVEY
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A. BUILDING .
C
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NAME OF PROVIDER OF SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D "~ PROVIDER'S PLAN OF CORREOTION | om
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG |. AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o _ . ) ' , DEFIGIENCY)
F 000 | INITIAL COMMENTS ' F 000
A Recertification Survey and an Abbreviated . ) ' :
Survey investigating ARO#KY00015001, This prepared plan of
ARO#KY00015002, ARO#KY0Q0015287, | correction and
ARO#KY00015288, AROC#KY00015450, | ecreditable allegation of

| ARO#KY00015629, and ARCH#KY0O0015847 was
initiated on 11/30/10 and conecluded on 12/02/10.
'| Deficlencles were clted on the Standard Survey.

constitute an admission
or agreement to the

ARO#KY00015001, KY00015287, KY00015451, alleged stated

| KY00015474, KY00015629 and KY00015647 deficiencies by the
were substantiated with deficlencies, provider or its :
ARO#KY00015288-was-substantiated-with-no —{- management company.-
deflciencies cited. ARO#KY00015002 and This plan of correction
KY00015450 were unsubstantiated with no and creditable allegation

deficlencles. A Life Safety Cods inspection was

conducted 12/01/10. The highest scape and of compliance is

severily cited was a "F", prepared.and executed
F 167 | 483.10(b)({11) NOTIFY OF CHANGES F 157| only because state and
88=D | (INJURY/DECLINE/ROOM, ETC) . - federal law require it.

A facility must immediately Inform the resident;
consult with the resident's physiclan; and if ECE™s F':m
known, notify the resident's legal representative L
or an interested family member when there Is an J AN 9§ 204
accident involving the resident which results in

injury and has the potential for requiring physician .

Intervention; a significant changs in the resident's BYi..
physical, mental, or psychosocial status (l.e,, a F157: Notification of Change
deterioration In heaith, mental, or psychosocial . '

status In either life threatening conditions or
clinical complications); a need to alter treatment . o
significantly (l.e., a need to discontinue an 1. Physician was notified of change
existing form of treatment due to adverse in condition for # 7 on 12/2/10
consequences, or to commence a new form of : )

treatment); or a degisi nsfer or discharge New orders were obtained.
the resident { Ified in
§483.12(a

LABQRAT@RY DIRECTOR'S O PLIER REPREJENTATIVES SIGNATURE TITLE = {%§) DATE
2~/ n Z_x:_c,\.\-L 1/:. )~Vc. (AN Y12y

Any ddffelency statement efiding wi glerlsk (*) denotes a deflalenoy which.the Institution may be excusad from correcting providing ﬂ‘ls_ detern'rlnsd that
other sifeguards provide sufficient protection to the patlents. (See instructions,) Except for nursing homes, the findings stated above are dlaclosable 90 days
tollowing f survey whether or not a plan of correotion Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days followlng the date these documents are made available lo the facillty. If deficlencles are cited, an approved plan of correotion Is requisite to continued
program participation.
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X4 1D SUMMARY-STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION (X5)

The facility must also promptiy notify the resident
and, if known, the resident's legal representative
or Interested family member when thereis a -
change in room or roommate assignment as
specified In §483.15(e)(2); or a change in

| resident rights under Federal or State law or
regulations as specified in paragraph (b)('l) of
this section. :

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

1D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ' {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY) :
F 157 | Continued From page 1 F 157

2.} 24 hour reports were audited -
by nurse mangement for the last 14
days to ensure physician
notification of changes in condition
on 12/28/2010. The Director of
Nursing or designee notified the
MD of any notifications not

This REQUIREMENT is not met as evidencad
by: .

Based on observation, interview, and record
roview, it was dstermined the facility failed to
nhotify the Physician when there was a change In
the resident's physical status and a need to alter
treatment for one (1} of tweniy-one (21) sampled
residents (Resident #7).

. The findings include:

Review of the fagllity's "Changes in Resident's
Condition or Status" Policy revealed, Nursing
Services were responsible for notlfying the
resident's attending physician when: there was a
signiflcant change In the resldent's physical,
mental, or emotlonal status, and when there was
a need to aiter the resident's treaiment or
medications significanily. Further review revealed
all notifications must be made as sooh as
practical, but In no case will such notification
exceed twenty-four (24) hours.

1. Review of Resident #7's medical récord
revesaled diagnoses which Included Mental

 physician notification of changes

ecompleted-by-the-charge-nurses:

3.) Licensed Nursing staf{ will be
inserviced by the Director of
Nursing or designee regarding

in resident condition on 1/8/201.1.

4.) Change.in conditions will be
audited by nursing managerﬁent to
ensure physician notification daily
X 4 weeks, then monthly X 3, and -
results reviewed in the PI. meeting, .

5.) Date of cémpliance: 1/12/2011

FORM CMS-ESB?(OQ-QQ) Previous Varslona Obsolate Event ID: P7RY 11 .
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PREFIX
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DEFIGIENOY)

F 167

Retardation and a History of a Pressure Ulcer.,

Contlnued From page 2

Review of the Quarterly Minimum Data Set (MDS)
Assessment dated 11/04/10, revealed the facility
assessed the resldent as having cognitive
impairment, required extensive to total assistance
with Activities of Daily Living (ADLs), and as
having a Prassure Ulcer.

Observation of a skin assessment performed by
Licensed Practical Nurse (LPN) #6 on 12/01/10 at
10:00 AM for Resident #7, revealed the resident's
penis, scrotum, and bilateral groln were red.
Furiher-obsetvation.ravealed there was_an.area

‘| darker area”.

- | agssessment, revealed she was aware the

| hesl every three (8) days; however, the darker
area on the right heel was new.

.| Pressure Sore Tracking Report dated 11/19/10

F 187

on the resident's right heel which measured 1.5
centimeters {ems) x 1 cm. and appeared purple in
color. The nurse described the area as a "new

Interview wﬂh LPN #6, at the time of the skin

resident had redness to the penis, scrotum, and
groin area and the resident was receiving
Calmoseptine Olntment to the areas, which she
applled. Further interview revealed the resident
was receiving a Mediplex dressing to the right

Review of the Weekly Skin Integrity Data
Collection dated 11/24/10 revealed there was no
documented evidence of the radness of the
penis, scrotum and grolin. Review of the Weekly

completed by the wound nurse, revealed the area
{o the resident's right heel was closed. Review of
the Weekly Skin Integrily Data Collection dated
11/24/10, revealed there was no documented
evidence of skin breakdown on the resident's

right heel,

FORM CMS-2567(02-99) Pravious Varslons Obaolete Evant {D: P7PY11
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Review of the Physiclan's Orders dated 12110
revealed there was no Physician's Order for a
treatmant to the penis, scrotum, and groin.
-Further review revealed Orders for Allevyn
dressing with Kerlex every three {3) days and as
needed to the right heel.

Review of the clinical record on 12/02/10 revealed
there was no documented evidence the Physician
| had been notified of the dark purple area on the
resident's right heel or the redness of the penls,

--serotums-and-groin-areas:

Interwew on 12/02/10 at 4:15 PM with the Director
of Nursing (DON), revealed the nurse who
|dentified the skin breakdown for Resldent #7
should have notifled the Physiclan "right away for
treatment orders".

[nterview on 12/02/10 at 5:00 PM with LPN #6,
revealed the dark spot on the resident’s left heel .
could be tissue damage. She further stated the =
Physiclan should have been notified when she
identified the area to see If the treatment should
be changed. Continued Interview revealed she
should have notlfied the Physlclan of the redness
' of the genitalia and groin areas on 12/01/10;
howevar, she thought all residents could be
treated with Calmoseptine without a Physician's
"| Qrder since the facillty had the medlcatton “In
stock".

interview and chservation of the resident's right
hsel with the Wound Nurse on 12/02/10 at 6:20
PM, revealed the area on the resident's right heel
was purple and was unstageable. She further
stated the right hee! wound was closed at the
time of her last skin assessment on 11/19/10 and

FORM CM8-2567(02-28) Previous Veralons Obsolote Event 1D: P7PY11 Factilty ID: 100376 If continuation sheet Page 4 of 73 -
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| thelr avallabliity.

A regident has the rlght to examine the results of
the most recent survey of the facility conducted by
Federal or State surveyors and any plan of
correction in effect with respect to the facility.

The facliity must make the results available for
examination and must post in a place readily
accessible to residents and must post a nofice of

Thiz REQUIREMENT Ig not met as evidenced
by: :

Based on observation and Interview it was
determined the facility failed to ensure the results
of the most recant survey and the plan of
correction were readily accessible and available
for examination,

The findings include:
Observation fram 11/30/10 through 12/02/10

- 3.) A'sign willbe placed by survey -

- 4.) Availibility of survey binder

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
_ . : _ DEFICIENGY)
F 157 | Continued From page 4 F 157
' the Allsvyn dressing which was ordered was for -
.| protection. Continued interview, revealed if staff
identifled new wounds they were to notify the
Physician, and notify her. She further stated she - T
had not been notified of any change In the e a
resident's right heel. y g F167: Right to Survey results.
, ' ' readily accessible
Although LPN #6 was aware of the redness to the .
resident's penis, scrotum and groin areas, and
the-new area to the resldent's right heel on 1) Survey results were replaced
12/01/10; there was no evidence the Physician for dlSplay n clearly marked
}f:r]?s r::;)rt‘Itflied until 12/02/10 after surveyor binder in the lobby of the facility
_|inte on L
F 167 | 483.10(g)(1) RIGHT TO SURVEY HESULTS - F1g7| on 12/372010.
s8=C | READILY ACCESSIBLE

2.) Survey results were replaced
for display in clearly marked
binder in the lobby.

binder informing residents,
visitors, etc... to please return
binder after reviewing to ensure
availiablity for everyone. An extra
copy of the survey binder will be
kept in the Executive Director's
office in the event it is mlsplaced
again. .

will be audited by the Executive
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- | other facllity staff to the State nurse aide registry

_| through established procedures (including to the

" | prevent further potential abuse while the

ALLEGATIONS/INDIVIDUALS —

CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
.| STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: ) : COMPLETED
A. BULDING
185155 B.WING. 12/02/2010
NAME OF PROVIDER OR SUPPLIER, STREET ADDRESS, CITY, STATE, ZIP CODE
, 933 NORTH TOLLIVER ROAD
LIF,FE CARE CENTER OF MOBEHEAD MOREHEAD, KY 40361
(X4} 1D SUMMARY STATEMENT OF DEFICJENCIES D PROVIDER'S PLAN OF GORREGTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 167 | Continued From page 5 F 167
revealed the most recent survey results and Plan
of Corrections were not In the location the facllity _
had specified for this Information. Interview with Director weekly X 4. then monthly
the Adminlistrator on 12/02/10 at 10:00 AM y . . Y
revealed the book with the survey results was X 3, and results reviewed in the P1
| usually located in the front lobby on-a table, but meeting.
sometimes residents would take the book.
Intetview further revealed the Administrator did . . .
not have a copy of the results and would have to 5.) Date of Compliance: 1/12/2011
obtain the documents from the corporate office.
F 225 | 483.13(c){1)ii)-(iii), {c)(2) - (4) F 225
INVESTIGATE/REPORT

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
regisiry concerning abuse, naglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employes, which would
indicate unfilness for service as a nurse aide or

or licensing authoritles.
The facility must ensure that all alleged violations

involving mistreatment, neglect, or abuse,
including injuries of unknown source and

misappropriation of resident properiy are reported |

immaediately to the administrator of the facility and
to other officials in accordance with State law

State survey and ceriification agency).

The facility must have evidence that all alleged
violatlons are thoroughly Investigated, and must

investigation is In progress.

' FZZS:_IgvestiggtelRenort
allegations/individuals

1.)| An incident report for a fractured
foot for Resident # 4 was
completed. Incident report
originally called to agency on
9/20/10 and secondary bruise on
9/21/10. Follow- up report was
then faxed to agency on 9/29/10.

Note: This was a total of one (1)
day late not four (4).
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SUMMARY STATEMENT OF DEFICIENCIES

| representative and to other officials in accordance

ThIs HEQUEHEMENT is not met as e\ndenced

with State law (including to the State survey and
certification agency) within 5 working days of the
Incident; and If the alleged viclation is verified
appropriate corrective action must be taken.

indicated on 12/28/2010. A log of

(X4) 1D D PROVIDER'S PLAN OF CORRECTION pe)
pREFX |°  (EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS- REFERENCED TO THE APPROPRIATE DATE
: . . , . DEFICIENCY) - :
F 225 | Continued From page 6 F225
 The resuits of all investigations must be reported ,
to the administrator or his designated 2.] 24 hour reports will be audited

by the nursing management for the
last 14 days to ensure
investigations are completed as

reportable incidents will audited by
Executive Director or designee to

-abuse; ar injurles of unknown source were

Based on Intarvlew and record review, it was
determined the facility failed to have an effective
system to ensure all alleged violations involving

reported immediately to the Administrator of the
facfiity and to other officials in accordance with
State Law.

In addition, the facility failed to have an effective
system to ensure all alleged viclations or Injuries
of unknown source were thoroughly investigated.

Also, the facllity failed to have an effective system
to ensure the results of all Investigations involving
abuse or Injuries .of unknown source were
reported to State agencles within five (5) working
days of the incident for one (1) of twenty-one {21)
sampled residents (Resident #4).

The findings include:

Review of the facllity's policy entitled "Reporting
Allsged Abuse”, dated 02/09 revesled all alleged
or suspeoted viclations involving mistreatment,
abuse, neglect, or injuries of unknown origin
would be promptly reported to the Administrator

ensure-that-they-are-reported-within—
five working days.

3.) Policy of Incident Management
and Reporting was reviewed with
the Executive Director, the
Director of Nursing and the
Director of Social Services by the
Regional Director of Clinical
Services on 12/14/2010.

A log of reportable incideﬁts will
be maintained by the Director of
Nursing.

The Executive Director will review
the log of newly hired employees
to ensure proper checks-have been
performed prior to the employees
working,
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and/or Director of Nursing”. The Pollcy further
stated, when an allegation of abuse and/or ,
neglect had oceurred, the Administrator, DON, or
designes, would promptly notify State agencies in
accordance with State laws. The Administrator,

- | DON, or designee would complete an

investigation of the Incldent Including & written
summary of the findings no later than five (5)
working days after the reported occurrence. ‘The
results of the investigation should be reported to

1 the State agencies within five (5) working days
- | from the date of the Incident.
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F 225 | Continued From page 7 F 225].

4.) Changes in Condition will be
audited by Nursing Management to -
ensure incident investigation
completed as indicated weekly X

4, then monthly X 3, and results
reviewed in the PI meeting.

Log of reportable incidents will be

1. Review of Resident #4's medical record
revealed diagnoses which included Mental
Retardation, Parkinson's Disease, and Paralysis
Agitans. Review of the Quarterly Minimum Data
Set (MDS) Assessment dated 11/30/10, revealed
the facllity assessed the resident as having
cognitive Impalrment, and as requiring extensive
assistance with transfers, ambulation, dressing,
and hygiene. ' '

Review of the Resldent Assessment Protocol
Summary (RAPS) dated 05/20/10, revealed the
resident had short term memory loss, and was
able to make most needs known. Further review
revealed the resident required assistance with
bed mobillty, transfers, dressing, and hyglene.

‘Continued review revealed the resident was

unsteady on his/her fest related to the dlagnosis
of Parkinson's Disease, and staff had to observe

"1 the resident for getting up on his/her own due to
| the resident's risk for falls.

Review of the Comprehensive Plan of Care
revealed the resident had a fracture of the right
medial malleolus {with no onset date}, with a goal
which stated the resident would have no

audited to ensure timely follow-up
by the Executive Director weekly
X 4, then monthly X 3, and results
reviewed in the PI meeting,

5.) Date of compliance: 1/12/2011
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comiplications due to the fracture by 08/24/10.
The interventions Included observing for pain and
swelling, pain medications as ordered, and boot
in place.

Review of the Nursas' Notes dated 05/21/10 at
9:00 PM, revealad the resident's right ankle was
swollen with brulging hoted to the right inner ankle
and the resident compleined of paih and
discomfort with range of motion. Further review
revealed the Physiclan was paged.

An entry In-the-Nurses-Notes-dated-06/22/10 ,
{with no time noted), revealed the Physician was
paged in reference to the resident's right ankle
and an x-ray was ordered of the right ankle and
foat. Review of the X-ray Report of the right

ankle obtained on 05/23/10 revealed an acute
fracture of the medial malleolus.

Review of Nurses' Notes dated 05/24/10 at 4:00
PM, revealsd x-ray results were received and
faxed o the the Physlcian's Office and the office
was called. Further review of the Nurse's Notes
dated 05/25/10 at 9:30 AM, revealed the resident
was out of the facllity to the clinic. An entry dated
05/256/10 at 11:00 AM, revealed the resident
returned to the facllity with a boot.

Physiclan's Orders dated 05/25/10 revealed
orders for & low tide boot while sitting during the
day for one (1} month.

-| Review of the Care Plan Conference Record
dated 06/25/10, revealed the resldent returned
with a fracture to the ankle from the Physiclan's
appointment and stated he/she may have fallen.
Further review revealed the resident told the
family he/she "fell last night."
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Interview on 12/02/10 at 3;:30 PM with the Director
of Nursing (DON}) revealed the Care Plan
Contference Notes dated 05/25/10, revealed the
resident stated he/sha fell; however, there was no
documented svidence of a fall, and there was no
Investigation completed which would have
invoived questioning staff to attempt to find the
cause of the fracture. She stated, she normally
-did an investigation related to an "injury of

.| unknown source"; however, she could find no
incldent Report or Investigation related to

Resident-#4's-fracture-diagnosed-05/23H0,.and--

no evidence the injury of unknown source was
reported to state agencies.

2. Further review of Resident #4's medical record
revealed a Nurses' Note dated 09/20/10 at 6:30
PM, which stated the resident complained of
someone shoving him/her down in the bed a few

| days ago and the family and Physician were
notifled. Further review of Nurses' Notes dated
09/21/10 at 7:15 PM revealed a large bruise was
noted to the resident's left upper arm and a small
bruise was noted to the resident's groin area.
Continued review revealed the Director of Nursing
was natified and the resldent's family was present
and aware. '

Review of the facility's investigation revealed the
facility became aware of the incident on
08/20/10, and the State agencies were notified on
09/20/10 and 09/21/10 (within twenty-four (24)
hours). However, the facliity's investigation -
revealed the final investigation was completed
and the State agencies were notified of the _
findings on 08/29/10 (four (4) days late), There
was no documented evidence the resuits of the

Investigation were reported to state agencles
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The assessment must accurately refloct the -
resident's status.

A reglstered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

| Areglstered nurse must sign and certlfy that the

assessment is completed.

Each individual who com pletes a portion of the
assessment must sign and certify the accuracy of
that portton of the assessment.

Under Madicare and Medicaid, an individual who
wilifully and knowingly certifies a material and
false statement in a resident assessment Is
subject to a clvil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statementin a
resident assessment Is subject to a civil money
penalty of not more than $5,000 for each
assessment.
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within five (5) working days of the incident. :
Interview on 12/02/10 at 9:40 AM with the Director _ _
of Nursing (DON) revealed she was unsure of the - F278; Assessment
reason the State agencles were not notified of the .. .
results of the investigation until 09/29/10. accuracylcoordmatlonlcertlﬁed
However, she stated, the reason may have been :
‘becausé the fallity did not receive a statement 1.) Quarterly assessment dated
from the alleged perpatrator until 09/28/10. 8/23/10 for Resident # 12 was not
§ Continued interview revealed State agencies :oned or dafed t ep
were to be notified of the Investigation results of signed or dafed to verify
an alleged abuss incident within five (5) days completion. The most recent MDS
——|—F278483:20(g)~ () ASSESSMENT— F-278 |was ceitificd complated by t!
58=D | ACCURACY/COORDINATION/CERTIFIED was certified compilated by the

-12/14/2010.

Registered nurse/MDS Coordinator
on 12/4/2010 upon completion.

2.) Completed MDS for the past 30
days were audit by Medical
Records on 1/8/2011 to ensure
completion was certified by a
Registered nurse/MDS
Coordinator. ‘

3.)The MDS coordinator was
inserviced by the Regional
Director of Clinical Services
regarding certification of
completion of MDS on
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Continued From page 11

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT i not met as evidenced
by: '

Based on Interview and record review it was
determined the facilily failed to ensure a
Reglstered Nurse certified the assessment
completed for ane (1) of iwenty-one (21) sampled

1 Mallitus,

residents-(Resident-#12)-as-evidenced-by.no

F 278

4.y Completed MDS's will be
audited by the HIM/Medical
records Director to ensure
completion certification weekly X
4, then monthly X 3, and results
reviewed in the PI meeting, l

signature on the Quarterly Minimum Data Set
assessment dated 08/10.

The findings include:

Review of Resident #12's medical record
revealed dlagnoses which included Chronic End
Stage Lung Disease, hospital acquired
Pneumonia, Multiple Cerebrovascular Accidents,
Traumatic Head Injury, Depressien and Diabetes

Review of the Minimum Data Set (MDS) Quarterly
Assessment for Resident #12 revealed the
assessment reference date of 08/23/10 and the
signatures on the front sheet of the MDS revealed
four (4) signatures of persons who completed a
portion of the accompanying assessment dated
08/30/10. Further review revealed no signature of
the Registerad Nurse (RN) Assessment :
Coordinator and no date when the assessment
was completed. '

Interview with the MDS Coordinator.on 12/02/10
at 10:55 AM revealed the Quarterly MDS should

have been signed.

5) DATE OF COMPLIANCE:
1/12/2011
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-to develop, review and revise the resident's

Afaoility must use the results of the assessment

comprehensive plan of care. - X
The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
neads that are Identlfied in the comprehensive
assessment.

2).A.100% audit of cutrent

F279: Develop Comprehensive
Careplans o

1.) Resident # 6 careplan was
revised to include non compliance
with diet order on 12/3/2010,

|1 §483.10, including the right to refuse treatment ‘
| under §483.10(b){4).

The care plan must describe the services that are
to be furnished to attain ‘or maintaln the resldent's
highest practicable physical, mental, and
paychosaclal well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and recotd
review it was dstermined the facllity falled to

develop a Comprehensive Plan of Care based on '

the resident's Comprehensive Assessment, which
includad measurable objectives and individualized
interventions to meet resident needs for one (1}
of twenty-one (21) sampled residents (Resident
#6). Resident #6's Plan of Care failed to reflact
the resident's non-compliance with the
therapeutic diet,

The findings include:

- meet residents needs.

resident's careplans will be
completed by -nurse management
by 1/8/2011 to ensure careplans are
based on the resident’s:
Comprehensive Assessment, which
includes measurable objectives and
individualized interventions to

3.) Interdisciplinary care plan
team members were inserviced by
the Regional Director of Clinical
Services regarding Development of
Careplans on 12/14/2010.

4.) Careplans will be audited by the
Director of Nursing or Designee to
ensure they are based on the
resident’s Comprehensive
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| dlagnoses which included Hypertension,

_| Review of the Physician's Admission Orders

Continued From page 13

Review of the clinical record revealed Resident
#8 was admitted to the facllity on 05/14/10 with

Dapression, and End Stage Renal Disease.
Continued review revealed the resident had
several hospitalizations, with the most recent
readmission to the facllity being 11/21/10.

dated 11/21/10, revealed an order for a Liberal
Renat diet. Review of the Resident Assessnent
Protocoi dated 05/21/10, revealed Resident #6

| with dletary restrlchons

--was-on-a-therapeutic-diet-due-to-dialysls-and——|—

F 279

Assessment, which includes
measurable objectives and
individualized interventions to
meet residents needs weekly X 4,
then monthly X 3, and i'esults
‘reviewed in the PI meeting.

_5.).DATE OF COMPLETION:

renal failure,”

Review of the Care Plan dated 05/10/10, revealed
it was active until 02/15/11. Continued review of
the Care Plan revealed Resident #6 wason a
renal diet, with interventions including "provide
diet as ordered." The Care Plan had not been
revised to reflect resident/family non—compllanca

Observation on 11/30/10 at 5:45 PM revealed the
resident's suppsr tray set up on the overbed
table. The tray card indicated Resident #6 was
on a liberal renal dlet. Continued observation
revealed an open can of V-8 on the table.

Review of the nutritional information panel
revealed the juice contained 470 milligrams (mg)
potassium and 420 mg. sodium per serving.
Continued observation revealed two (2) more
cans of V-8 juice on.the corner cupboard next to
the rasident's bed,

1nterview with Licensed Practical Nurse (LPN) #4
on 12/02/10 at 9:45 AM revealed a liberal renal
diet included decreased salt, and the avoldance

1/12/2011
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of high-potassium foods, Continued interview
revealed V-8 juice was high in sodlum (salt) and : _
potassium. The nurse stated the family of F280: Right to perticipate
Resident #6 provided the julce per the resident's ‘ . ght o p .. P
request; She further stated the resident was planning care Revision of
non-compiliant with diet rastrictions. Careplan
Interview with the Diractor of Nursing on 12/02/10 : .
| at-11:00 AM, revealed the resident was L) .Res1de1.1ts #4 s.careplan- was
non-compiiant with diet restrictions and the facility revised to include interventions for
needed to schedule a Care Plan mesting with the urinary incontinence and the use of*
family to determine the resident’s desires and .
'u'ndersta'nding-oi—the~rena! dlet: . . a chair alarm on 12/7/2010. .
Interview with Certified Nursing Assistant (CNA) Resident # 7°s careplan was
#2 on 12/02/10 at 11:20 AM, revealed the aides : . . .
| were trained on fluid restrictions and food revised to include mtervtantlons for
consistency, but not on specific dlets, like the the use of a bed alarm; air mattress,
renal diet. She stated the tomato juice was and the risk factors associated with
provided by the resident's daughter per the h ]
resident's request. the use of Plavix on 12/2/2010
Interview with the Assistant Director of Nursing on Resident # 8’s careplan was
12/02/10 at 1:30 PM, revealed she was aware s . S .
Resident #6 had a history of noncompliance revised 't(_) dlscqntmue 1r%te-rvent10n
related to the dist restrictions. She stated she to be up in a Broda chair in the
knew the family brought In food and drink from dining room for meals with set up
| outside. _ for solf feedi ,
F 280 | 483.20(c)(3), 483.10(k)(2) RIGHT TO Fago| for self feeding on 12/3/2010.
$8=E | PARTICIPATE PLANNING CARE-REVISE CP ) !
‘Resident # 3’s careplan was
The resident has the right, unless adjudged : :
incompstent or otherwise found to be revised to mclud_e up for meals on
Incapacitated under the laws of the State, to 12/6/2010.
pariicipate in planning care and treatment or
-changes in care and treatment. Resident # 5°s careplan was
| Acomprehensive cara plan must be developed revised reagarding new orders to
within 7 days after the completion of the d/c noted heel boot on 12/1/2010.
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comprehensive assessment; prepared by an
| interdisciplinary team, that includes the attending - _
physician, a registered nurse with responsibility 2.) A 100%. audit of all current
for the tesident, and other appropriate staff in ident' ' Ia lbe
disciplines s determined by the resident's needs, |- resiaent's careplans will be
and, o the exient practicabls, the parﬂclpatlgn of completed by 1/8/2010 by nurse
the resldent, the resident's famlly or the resident's \ . :
legal representative; and perlodically reviewed fnanagen:lent for mcll.ls'lon of new -
and revised by a team of qualified persons after interventions and revisions made
each assessment, asnecessary. =
_3.) Interdisciplinary team members
' o . were inserviced by the Regional
g;:is REQUIREMENT s not met as evidenced Director of Clinical Services
Based on observation, interview and record regarding Revision of Careplans on
review, it was determined the facliity failed to 12/14/2010.
ensure Plans of Cate were reviewed/revised for
five (5) of iwenty-one (21) sampled residents . g
(Resident #4, #7, 48, #3, and #5). 4.) C.areplans will be audited by
I the Director of Nursing or
Resident #4 failed to have a Plan of Care related : . .
‘I to Urinary Incontinence. and the use of a tab 'Des1gnee- for inclusion of current
alarm. Resident #7 falled to have a Plan of Care interventions weekly-X 4, then
to reflect the resident's use of  bed alarm as well monthly X 3, and results reviewed
as an alr maltress, and the risk factors assoclated . .
with the use of Plavix (antiplatelet medication). in the Pl meeting.
Resident #8 falled to have a Plan of Care to T
reflect interventions to be up In the Broda chalr 5.) DATE OF COMPLIANCE:
daily, and to be In the dining room for meais with 1/12/2011 '
set up for self feeding. Resident #3 falled to have .
a Plan of Care to reflect the Intervention to be up
for meals and Resident #5 did not have an
intervention on the Plan of Care related to the use
of a heel boot.
The findings include:
FORM CM8-2687(02-88) Previous Varslor:s_ Obaclete Evant ID; PTPY11
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1. Review of Resldent #4's medical record
revealed diagnoses which included Mental
Retardation, and Parkinson's Disease: Review of
the Annual Minimum Data Set (MDS)
Assessment dated 05/27/10 revealed the facllity -
assessed the residant as usually continent of
bladder with incontinence episodes once a week
or less. Review of the Quarterly MDS dated
08/23M10 and 11/30/10 revealed the facility
indicated the resident was occagionaliy
incontinent two (2) or more times per week.

Review-of the-Comprshensive-Plan-of-Care-dated-
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08/19/08, revealed there was no Plan of Care to
address the resident's urinary Incontinence.

Interview on 12/01/10 at 9:00 AM with Certitied
Nursing Assistant (CNA) #19, revealed she-was
assigned to the resident and the resident wore
pull ups. She further stated the resident
ambulated to the bathroom with assistance and
she offered to tollet the resident every two hours
when sha did rounds. She stated the resident

‘was “usually” continent, but had incontinent
episodes. -

Interview on 12/02/10 at 6:15 PM with Registered
Nurse (RN) #2/MDS Coordinator revealed she
"missed" completing a Plan of Care related to
urinary incontinence with the completion of the
last Quarterly MDS assessment.

Furither review of the Quarterly MDS déted
11/30/10 revealed the resident required extensive

| assistance for transfers and ambulation, Review

of the Resident Assessment Protoco! Summary
(RAPS) dated 05/20/10 revealed the resident was
at risk for falls due to unsteadiness on his/her feet
and the resident attempted unassisted transfers.
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Observation of Resident #4 on 12/01/10 at 11:40

there was no intervention noted on the Plan

Continued From page 17

AM revealed the resident was in the dining room
sitting In a wheelchair with a'tab alarm clipped to
hisfher shirt. '

Review of the Comprehensive Plan of Care dated
06/19/08, revealed the resident was at risk for
falls; had a fall with a fracture in the past, and had
a shuffled galt due to Parkinson's Disease. There
ware several fall interventions In place; however,

-[-related-to-the-use-of-a-chalr-alarm.———

| state if the chair alarm was functioning. -

F 280

Review of the Incident/Accident Data
Questlonnalre revealed the resident sustainad a
fall on 10/28/10 at-11:50 AM. Acocording to the
Incident Report, the resident was sitting in front of
the wheelchair on his/her buttocks and the chalr
alarm was sounding.

Review of the Incident/Accident Data
Questionnaire 11/26/10 revealed the resident
sustained a fall on 11/26/10 at 1:30 PM.
According to the Incident Report, the resident
leaned ovet and slid to the fioor In front of the
wheelchair, The report further stated the chair
alarm was in place; however, the report did not

Interview on 12/02/10 at 6:15 PM with RN
#2/MDS Coordinator revealed the intervention for
the tab alarm should have been on the Plan of
Care. She reviewed the medical record and
stdted the tab alarm may have been missed on
the Plan of Care because there was no
Physictan's Order for the alarm. She further
stated there was to be Physiclan's Orders for all
alarms. :
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| assistance with tfransfers, as being unable to

2. Review of Resident #7's medical record
revealed diagnoses which included Mental
Retardatlon, History of a Pressure Ulcer, and
Coronary Artery Disease. Review of the Gluarterly
Minimum Data Set (MDS) dated 11/04/10,
revealed the facilily assessed the resident as
having cognitive impalrment, as requiring total

ambulate, and as sustalning a fall. Review of the
Resident Assessment Protocol Summary dated

-[ talls“and tried to-get up-unassistedi————

13:30 PM rovealed there was a bed alarm In place.

‘Review of the Comprehensive Plan of Care dated

{ Further review of the Quarterly MDS dated

07/28/10 revealed the resident had a history of -

F 280
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Observation of the resident's bed on 11/30A10 at

10/12/09, revealed the resident was at risk for
talls and Injuries and had a history of falls.
Further review revealed there was no
interventlon related to the use of a bed alarm.

Review of the Incident/Accident Data
Questlonnaire revealed the resident sustained a
tall on 01/23/10 at 7:10 PM and was noted to be
sitting on the fioor by the bed. The Incident
Report did not indicate i the resident had a bed
alarm in place at the time of the fall ar if the alarm
wag working.

11/04/10, revealed the facliity assessed ths
rasident as having a Pressure Ulcer. Review of
the RAPS dated 07/28/10 revealed the resident
had a Stage Il area to the heel and had a
pressure reduction mattress in place.

Obsearvation of the resident's bed on 11/30/10 at
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1 Revlew of the Comprehensive Plan of Care dated

| breakdown related to decreased mobility, There

3:30 PM revealed there was an air matiress on
the bed.

00/27/10 revealed the resident was at risk for skin
were several Interventions noted; however, there
was no intervention related to the use of an air -

mattress.

Further review of the madical record revealed
Physician's Orders dated 11/10 for Plavix

-i-(antiplatelet-medicsition)-seventy-five-milligrams—

, . (X&)
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F 280 Continued From page 19 F 280

(75 mgs) dally for a diagnosis of Coronary Artety
Disease.

Review of the Comprehensive Plan of Care dated
05/26/08, revealed the tesident had an alteration
in cardiac status and was diagnosed with
Hypertension and Attial Fibrillation. Review of the
interventions, revealed the Plan of Care failed to
addrass the risks associated with the antiplatelet
medication. -

Interview on 12/02/10 with Licensed Practical
Nurse (LPN) #8/MDS Coordinator revealed she
did not go to the resident's room when she’
completed the MDS, she interviewed the resident
in the hallway. Therefore, she stated, she did not
obsbarve the bed alarm or the air mattress on the
bed. She further stated the Interventions for the
bed alarm and the air matiress should have been
on the Plan of Care. Further Interview revealed
she should have had addressed the risks-
associated with the Plavix medication on the Plan
of Care.

Interview on 12/02/10 at 9:40 AM with the Director

of Nursing (DON) revealed the Charge Nurses on
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the floor were to complete acute care plans for
-acute illnesses. She further stated the
Physiclan's Orders were copied by medical
records and a copy was sent to the daily morning
mesting whete the Director of Nursing (DON) and
Assistant Diractor of Nursing (ADON) chacked to
ensure the Care Plans were updated from the
Physiclan’s Orders. Continued Interview,
revealed the MDS Coordinators developed Care
Plans with the Admission, Significant Change,
and Annual MDSs and revised the care plans with
the Quarterly MDS. She stated she was aware

‘| there was stili e problem- withCare-Plan-revislons:

3. Review of Resident #8's record revealed
diagnoses which included Cerebrovascular
Accldent (CVA), Depressive Disorder, Senility
without Psychosis, Late Effective Hemiplegia
Side, Abnormal Posture, Dysphagla and Urinary
Incontinence.

Review of the Comprehensive Care Plan with the
| goal and target date of 02/15/11 revealed the
facility noted the-resident requlred assistance with
Activities of Dally Living (ADL.) due to his/her CVA
with hemiplagla. An Intervention noted on the

{ Plan of Care inocluded the resident would be up
daily to the Broda chair and the resident required
hisfher meals to be set up in dining room for self
feeding and drinks in bowls.for easier access. -

Observations throughout the survey revealed the
resident was not observed at any timetobeina
Broda chair or in the dining room (for self
feeding). The resident was ohserved to recsive
enteral feeding and no food by mouth.

Review of the Physician's orders for the month of
November stated no food by mouth, the resident
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was ordered to have Glucerna 1.2 at seventy (70)
milliliters per hour for twenty {20) hours during the
day. .

Interview with CNA #1 on 12/02/10 at 9:00 AM

revealed Resident #8 was not gotien out of bed to

a chalr very often. This CNA Indicated the )

resident was up to the chalr last week. She stated
the resident did not eat anything by mouth

- | becalige he/she had a gastrostomy tube.

| interview with CNA #2 on 12/02/10 at 9:10 AM

revealad Résidant #8 was gottenupand
transferred to chair on shower days, A
approximately ten (10) days each month. Sh
further indicated the resident did not eat anything
by mouth secondaty to he/she has a gastrostomy
tube. .

Interview with the Director of Nursing on 12/02/10
at 10:30 AM revealed the Comprehensive Care
Plan should have besn changed at the resident's
last annual review in November related to the
resident sitting in Broda chair dally and eating in
the dining room. '

4. Record review revealed Resldent #3 was
admitted to the facllity on 03/21/07 with diagnoses
which Included Dementia, Colon Cancer, and
Anemia. Further record review revealed the
facllity noted a weight loss In September 2010.

Review of the Physiclan's Orders for November
2010 revealed an order on 09/30/10 that the
resident could stay in bed for breakfast and to get
the resident up to a wheelchalr for iunch and
dinner. -

Review of the Comprehensive Care Plan dated
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01/29/09 revealed a problem of at risk for welght
loss due to terminal illness. Further review
reveated Interventions added to the plan on
9/21/10, 9/29/10, and 10/04/10 to address the
weight loss however there was no evidence the
Care Plan had been revised to include the
Intervention to get Resident #3 up in a wheslchair
for lunch and dinner.

: Observat'lon of the dinner meals on 12/01/10 and
12/2M 0 revealed Resident #3 was served the
dinner mealin bed. Interview on 12/01/10 at 5:30

PM;-with-GNA-#10,-who-was-assignetl-to-Resident

#3 on 12/01/10, revealed the resident usually ate
dinner in the bed. Interview on 12/02/10 at 4:50
PM, with CNA #7, who was assigned to Resident
#3 on 12/02/10, revealed sometimasg the resident
didn't want to get up for dinner.

Interview on 12/01/10 at 5:45 PM with Licensed
Practical Nurse (LPN) #7, who worked on
Resident #3's unit, revealed the nurse signing off
the order was to revise the Care Plan. Interview
with the Director of. Nursing on 12/02/10 revealed,
the order should have been added to the Care
Plan as an intervention.

5. Raview of Resident #5's clinical record
tevealed hefshe was admilted on 06/16/08 with
diagnoses which included Generallzed Paln, Left
Below Knee Amputation, Kidney Disease- Stage
IV and Status Post Right Hip Fracture.

Review of the Comprehensive Care Plan dated
04/01/10, with goal and target date of 01/25/11
revealed a problem documented as a recentiy
healed Stage IV stasls ulcer to the right heel with
Osteomyelitis. The goal was noted as "wili have
no sighs or symptoms of reopening over the next
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| use of & hesl boot, as ordered.

.t and December 2010 revealed an order for the

Continued From page 23
ninety (90) days." An intervention included the

Review of Physician's orders for November 2010

"Pasey" heel cushion/boot to be worn on the right
foot twenty- two (22) hours a day except for
cleaning/grooming to prevent turther breakdown.

Review of the Treatment Administration Record
(TAR) for October, November and Decembet -
3010 reveated Resident #5 was to be checked

1 Interview with CNA #6 on 12/01/10 at 10:45 AM

oheé per shift toensure-the-resident- was-wearing-|—

F 280

the heel boot. Further review revealed the TAR
was initiated once per shift for all three months
except for 10/22/10 and 11/18/10 which had no
initials for any shift toindicate the hes! boot was
chacked. -

Interview with CNA #5 on 12/01/10 at 10:40 AM
revealed CNAs use their daily care guidé to care
for residents. She stated Resident #5 had the
heel boot on lasi week but had not seen it on
him/her In the last few days. CNA #5 was
unaware the heel boot intervention was on the
CNA care gulde. Review of the daily care guide
with CNA #5 revealed an intervention which
stated, "heel cushion to be worn on right foot 22
hours dalily."

revealsd he did not know about the heel boot and,
had never seen It on Resident #5, CNA #8 was
unaware thé Intetvention was on the CNA care
gulde. Review of the care guide with CNA#6
revealed the heel cushion was to be worn on the
right foot twenly-two (22) hours per day.

Resident #5 stated on 12/01/10 at 3:40 PM,
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during a skin assessment that he/she had not ‘ F281 Services provided meet
worn the boot for a long time. Observations : _
through out the survey revealed at no time was professional standards_
Resident #5 wearing the "Posey" heel boot as . ' ;
orderad. g y : 1.) Resident #5 physican was -
nterviow with L 4 Practical N (LPN) #5 notified and heel boots were .
nterview with Licensed Practical Nurse . S .
on 12/01140 at 2:55-PM revealed the CNAs were discontinued on 12/1/2010 per his .
suppose to know what was on their care guides. order.
LPN #5 was unaware as to why the CNAs did not
know this was on the care gulde. LPN #5 Resident #3” s physician was
indicated she was aware Resident #5 had the ) phy -
--ordet for the-Hieat-boot; but-didnot-know-the ——— notified on 12/3/2010. Continue
location of the boot, However, this LPN had cutrent order for resident to be out
glr?;%aet?gs?get:: November TAR that the boot was of bed in chair for lunch and
- : dinner.
Interview with the Assistant Director of Nursing .
(ADON) on 12/01/10 at 4:00 PM revealed If & Resident #6’s physican
| treatment block was inftialed on the TAR, it , physican was
indicated the treatment was done. The ADON notified on 12/3/2010 and an order
was not aware why the heel boot checks were. received to continue current order
marked as done when the boot could not be to elevate heel
found, Further interview with the ADON revealed 0 elevaie hee's.
it was all nursing staff's responsibility to make . , .
sure the Aides were aware of what the resident Resident # 9°s physician was
care guldes had listed as interventions. . notified and an order was received
F 281 | 483.20(k)(3)(I) SERVICES PROVIDED MEET F 281
so-E | PROFESSIONAL STANDARDS for the UA and C&S to be
: , discontinued on 12/1/2010.
| The services provided or arranged by the facliity -
must meet professional staqdards of quality. Resident #10’s physician was
_ notified and an order to discontinue
I;ulls REQUIREMENT s not met as evidenced . the Rocephin on 12/3/2010.
Bésed on observation, interview and record . : '
review, it was determined the facllity failed to R.emdel?t #10 Darvocet order was
ensuyre physicians orders were discontinued on 10/5/2010.
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| urine culture and sensitivity and Resident #10

implemented/followed for five (5) of twenty-one
(21) sampled residents (Resldent #5, #3, #6, 43
and #10). The following residents had Physiclan
orders which were not implemented: Residents
#5 was to have heel boot at all times; Reslident
#3 was to be up In a wheelchalr for lunch and
dinner; Resident #8 was to have his/her heels
floated: Resldent #9 had an order to obtain a

ordered medications which was not provided.

The findings inclu'éle:

_implemented/followed.
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2.) Review of physician orders
written in past 14 days was
reviewed by the Director of
Nursing on 12/28/2010 to ensure
physician orders were

‘| resident's diagnoses included Generalized Pain,

| noted the restdsent was allowed to have It off for

1. Review of Resident #5's clinlcal record
revealed an admission date of 06/16/08. The

Left Bolow the Knee Amputation, Stage |V Renal
Disease and Status Post Right Hip Fracture,

Review of Physiclan's orders for November and
December 2010 revealed an order for Resident
#5 to have a "Posey" heel boot/cushion on '
twenty- two (22) hours a day. The Physician

cleaning and grooming.

Review of the Comprehensive Care Plan dated
04/01/10 revealed a problem of a recently healed
Stage IV stasis Ulcer to heel with Osteomyalltis.
The goal was for the resident not to have
signsfsymptoms of reopening (of the uicer) over
the next ninety (90) days. An Intervention noted
the hes! boot was to be worn as ordered.

Interview with CNS #5 (Resident #5's usual care
giver), on 12/01/10 at 10:40 AM revealed CNAs
had & care gulde to let them know the resident's
needs. This Alde stated she had seen the boot
on Resident #5 last week but not in the last few

3.) Licensed nursing staff will be
inserviced by the Director of
Nursing or designee regarding
implementation and following of
Physician orders on 1/8/2011.

4.) An audit of new physician
orders will be completed by the
Director of Nursing or designee to
ensure physician orders were
implemented/folloWed as written
daily X one month, then monthly
X 3, and results reviewed in PI

meeting.

5.) DATE OF COMPLIANCE:
1/12/2011. -
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‘days. She indicated she was not aware the hesl
boot was on the care guide for Resident #5, and
must have overiooked that intervention.

Interview with CNA #6 (a part ime care giver on
Resldent #5's unit), on 12/01/10 at 10:46 AM
revesled he was unaware of the intervention,
related to the use of the heel boot being on the
care guide, He indicated he had never seen the
boot on. Resident #5 and did not know the
location of the heel beot.

-[-interview with-Licensed-Practical-Nurse-(LPN)-#5-1-

on 12/01/10 at 2:65 PM revealed she knew about
the order for the heal boot but did not know the
location of the boot. LPN #5 stated she did not
know why the CNAs did not know this was on the
care gulde or why the nursing staff (Including
herselfy had been initialing the Treatment
Administration Record (TAR) that the boot was on
when no one knew the location of the heel boot.
She further stated she did not know if the boot
information had been passed along to the CNAs
but they should be using their care guides.

Interview with the Assistant Director of Nursing
(ADON) on 12/01/10 at 4:00 PM revealed it wes
ultimately the unit nurses responsibiiity to make
sure the residents received the care ordered for
them. - -

Observation of Resident #5 throughout the survey
revealed at no time was the ordered "Posey" heel
_{ boot on the resident's right foot.

Observation of a skin assessment on 12/01/10 at
'3:10 PM by LPN #5 revealed the resident had no
broken skin areas and/for no red or mushy areas
on his/her right foot,
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interview with Resident #5 during this skin
assessment revealed he/she had not worn the
right heel boot "for a long time." :

2, Record review revealed Resldent #3 was :
admitted to the facility on 03/21/07 with diagnoses
which included Dementla, Colon Cancet, and
Anemla. Further record review revealed the
facility noted a welght loss in September 2010.

Revigwof the-Physiclan's- Orders-for-November
2010 revealed an order an 08/30/10, which stated
the resident could stay in bed for breakfast and to
get the residentup to a wheeichalr for lunch and
dinnet.

Raview of the Daily Care Guide for Resident #3
revealed an Intervention to leave the resident in
bed for breakfast but no intervention to get the

resident up to a wheelchair for lunch and dinner.

Observation of the dinner meais on 12/01110 and
12/2/10 revealed Resident #3 was served the

1 dinner meal in bad. tnterview on 12/31/10 at 5:30
PM, with CNA#10, who was assigned to Resldent
#3 on 12/01/10, revealed the resldent usually ate
dinner in the bed. Intervlew on 12/02/10 at 4:50
PM, with CNA #7, who was assigned to Resident
#3 on 12/02/10, revealed sometimes the resident
doesn't want to get up for dinner.

3. Review of the clinical record revealed
Resident #6 was readmitted to the facllity on
11/21/10, after a hospltal stay, with diagnoses
which included Hypartension, Depression, and
{1 End Staga Rehal Disease.
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Review of the Weekly Skin Integrity Data
Collection dated 11/21/10 revealed Resident #5
teturned from the hospital with a red and open
areas to the cocoyx, a reddened right heel, and a
seaping wound to the left arm.

Review of the Physician Admission Orders dated
[ 11/21/10 revealed an order to "Position heels off
bed." Continued review revealed Resident #8
was to have to have the left arin wound cleansed
with normal saline, packed with Nugauze, and
wrapped with Kerlix gauze twice a clay

Ohservation of Resident #6 during the mmal tour
on 11/30/10 at 11:00 AM revealsd the resident's
heels were on the bed, Observation on 12/01/10
at 10:00 AM revealed a pllow under the resident's
lower extremities was ineffective, as the

resident's hesls were on the bed. Observation on |
12/01/10 at 10:45 AM revealed Resident #6 had
been dressed for a dialysls appointment. The
resident was wearing socks, but no shoes. The
heels were on the bad. Continued observation
revealed ring pillows, designed to be worn on the,
ankles to keep the heels “floating" were on the
resident’s bedside table,

interview with CNA #2 on 12/01/10 at 10:55 AM
revealed she was not aware the resident heels
were to be kept off the bed. She stated she wag
not tamiliar with the ring plllows and didn't use
them. She further stated "my care plan doesn't
say to float heals."

Interview with Licensed Practlcal Nurse (LPN) #4
on 12/02/10 at 8:40 PM revealed the resident did
not return to the facility after dialysis on 12/01/10.
The resldent was taken to the hospital from the
dlalysis center and remained In the hospital. Due
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to the resident's absence, a skin assessiment
could not be performed.

‘Review of the Treatment Administration Record.
(TAR) revealed Resident #6 was to have the
wourid on the left arm cleansed with normal
saline, packed with Nugauze, and wrapped with
Kerlix twice a day. Continued review revealed the
dressing changes were scheduled for 6:00 AM
and 6:00 PM every day. Further review revealed
no documented evidence the dressing change
was dorie at 6:00 AM on 11/24, 11/25, 11/26,

11/27:11/29-or-11/30—~Interview-with-1.PN-#4..on-

12/02/10.at 10:50 AM revealed she did not
helieve the dressing was always changed twice a
day, especially on days-the resident went out for
dialysis. She stated it was possible the dressing
was changed, buf the nurse failed to document it
on the TAR.

4, Review of Resident #9's clinical record
revealed diagnoses which included Acute and
Chronic Urinary Tract Infections, Diabetes
Mellitus and Urinary Retention.

Review of the Physlclan's Progress Notes, dated
09/20/10 stated that he would check & urinalysis
every two { 2) months related to the resident's
history of recurrent urinary tract infections leading
to sepsls. :

Review of the Physician November Orders, dated
11/17/10 revealed an order to catheterize
Resident #9 to abtain a urine specimen for a
Urinalysis with Culture ahd Sensitivity.

| Review of November Medication and Treatment
Records for the resident revealed the catherized
urine specimen for Urinalysis with Cuiture and
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Sensitivity was not obtained until 11/19/10.

Interview with Licensed Practical Nurse (LPN) #2
on 12/01/10 at 3:20 PM revealed the staff person
who charted the urine was not obtained on
11/49/10 should have listed the reason and
inltiated the Physiclan notification.

Interview with the Director of Nursing (DON) on
12/01/10 at 3:30 PM revesled the facility had
falled to follow the Physician's order related to
obtaining the urine specimen for. the regident's as

' weil-as-ensuring"thg-Phys_iclanwa&notlfied.

5. Review of the clinical record revealed .
Resident #10 was admitted on 04/06/10 with
dlagnoses which included End Stage Alzheimer's,
Generalized Pain, Osteoarthritis and
‘Constipation.

Review of the September 2010 Physiclan ordets
revealed an order for Darvocet-N-100 (harcotic
for mild to moderaté pain relief) tablet to be given
at 6:00 AM, 12:00 PM and 8:00 PM, for
generalized pain.

The Medication Administration Record for
September 2010 was reviewed and revealed that
two perlods during September the resident went
twenty-four hours without recelving thie Darvocet,
as ordered. On 09/06/10, the resident received
the 12:00 PM medication dose as scheduled but
did not receive the 8:00 PM dose on 09/06/10 of
the 6:00 AM dose on 09/07/10, On 09/27/10, the
resident recelved the 6:00 AM dose but did not
receive the scheduled 12:00 PM or 8:00 PM
dose. Further review of the records revealed anly
one entry regarding the missed doses, dated
00/27/10 stating out of medication awaiting back
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‘no record In the resident’s chart of that
communication.

order,

Interview with LPN #2 on 12/01/10at 320 PM
she stated she was the nurse that did not give the
medication on 09/27/10. She Indicated the
medication was not available inthe medication
cart and had notified the pharmacy. She also -
stated that she may have notified the pharmacy a
second time that evening when the medication’
was still not available even though she could find

F 281

Interview with the DON on 12/02/10 at 2:46 PM
revealed when the Darvocet N-100 was not given
the nurse should have charted the reason in
Resident #10's chart. Continued interview
revealed the medication should have been
ordered STAT (needed immediately) and the’

pharmacy would have deilvered the medication to |

the facllity within two (2) hours. She also stated
the physiclan or Hospice shouid have been
noftified. '

I addition Resident #10's November 2010
Monthly. Physiclan Orders revealed an order on
11/17/10 for a one time injection of Rocephin one
(1) gram to be administered intramuscularly.
Review of the November 2010 Medication
Administration Racord revealed no evidence that
the injection of Rocephin (bacteriel antibiotic) was
administered as ordered.

Interview with the DON on 12/01/10 at 3:30 PM
revealad she had recently spoken with the nurse
that had received the order and she had not glven
the medication because she did not have
Lidocaine (analgesic that can be used to -
decrease Rocephin injection paln) available.
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Interview with the DON on 12/02/10 at 2:45 PM
revealed she had foliowed up with the nurse who F282: Serviees by qualified
falled to chart the medication as not given. / ]
Continued interview revealed the pharmacy had persons/per care pian
no record of the request for Lidocaine to be . , .
delivered on 11/17/10. Further interview also 1.) Resident #5°s physician was
revealed she notified the physician 12/01/10 that 6 :
ihe facillly had failed to administer the medication notified and an order was obtained
as ordered on 11/17/10, o _ to discontinue the heel boots on
F 282 | 483.20(k)(3)(ll) SERVICES BY QUALIFIED F282( 12/1/2010.
ss=D | PERSONS/PER CARE PLAN

care. -

The services provided or arranged by the facility
must be provided by gualified persons in
accordance with each resldent’s written plan of

This REQUIREMENT is not met as evidenced
by: _

Based oh observation, interview and record
review it was determined the facility falled to
ensure the Comprehensive Plans of Care were
implemented for two (2) of twenty-one (21)
sampled residents (Residents #5 and #6).
Resident #5's Plan of Care included the use of a
"Posey" heel boot/cushion and Resldent #6's Plan
of Care included an intervention for the resident
to be dressing in street clothes and up in a chair
daiy.

The findings Include:

1. Review of Resident #5's clinical record
revealed dlagnoses which included Generalized
Pain, Left Below the Knee Amputation, Stage IV
Renal Disease and Status Post Right Hip
Fracture, ' :

‘Results reviewed in PI meeting.

Resident # 6 expired at St. Claire
Regional Hospital on 12/9/2010.

2.) Facility rounds are conducted
daily by the department managers
and licensed nursing staff to ensure
careplans are being followed
accordingly. ‘

3.) Nursing staff will be inserviced
by the Director of Nursing or
designee regarding following
carcplan interventions on 1/8/2011.

4.) Careplan interventions will be
audited by the Department
managers to ensure interventions
are implemented as written daily X
4 weeks, then monthly X 3 months.
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Review of Physician's orders revealed an order '
for Resident #5 to have a "Posey" heel 5.) DATE OF COMPLIANCE:

boot/cushion on twenty- two (22) hours a day. : 1/12/2011. :
The Physician noted the resident was allowed to :
have It off for clsaning and-grooming.

Review of the Comprehensive Plan of Cars,
dated 04/01/10, revealed Reslident #5 had a
recently healed Stage IV Stasis ulcer right hes!

| with Osteomyelitis. An intervention noted on the
Plan of Care included the use of a heel boot.

Interview with CNA #5 ( a usual care giver for
Resident #5) on 12/01/10 at 10:40 AM revealed
she had seen the boot on the resident last week
but had not seen it on for a few days. She further
stated Aldes were supposed to use a care gulde
to tell them what the resident's care needs were
and indicated she did not know the heel hoot was
on the care gulde. CNA #5 stated, "l must have
overlooked It." '

Interview with CNA #86, (a part time care giver for
Resldent #5), on 12/01/10 at 10:45 AM revealed
he did not know about the hesl cushion and had
never seen it on Resident #5. This CNA stated
he generally did not look at it; he had no answer
when asked why he doss notuse it,

Interview with LPN #5/Charge Nurse on Resident
#5's unit, on 12/01/10 at 2:55 PM revealed she
was aware of the Care Plan related to the heel
boot, but did not know where the boot was. The
heel boot was not found after a search of
Resident #5's room by LPN #5. Further interview
revealed the hurses were responsible for making:
sure the CNAs were doing their jobs acgording to
the care guide. LPN #5 was unable to answer
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why she did not check the CNAs work to make
sure it had been done.

Interview with Assistant Director of Nursing on
12/01/10 at 4:00 PM revealed it was all stafi's
responslbility to make sure residents were taken
care of according to the Plans of Care. She was
unable to answar Wwhy the SRNA's were not using
_| the care guides or why the nurses were not
monltoring the care given.

2, Review of Resident # 8's clinical recard

revéaled Resitent #6-was readmitted-to-the—

facliity on 11/21/10, after a hospital stay, with
diagnoses which included Depression,
"Hypertension, and End Stage Renal Disease.
Continued review revealsd the resident was
status post Cardlovascular Accldent (CVA).

Review of the Comprehensive Care Plan dated
05/28/10 révealed it was active until 02/15/10.
Interventions included staff were to dress the
resident In street clothing daily and the resldent
was 1o ke up fo chair dally. :

Observations of Resident #6 on 11/30/10 at 11:00
AM, 3:30 PM, 4:30 PM, 5:10 P, 5:45 PM, and
6:15 PM revealed the resident was dressad in a
facllity gown throughout the day. In addition, the
resident was lying in bed at every observation.

Interview with CNA #2 on 12/01/10 at 10:55 AM
ravealed the resident was-not dressed except on
dialysis days. She stated the resident got up in
the chair "sometimas".

There was no documented evidence the Care
Plan was updated to reflect resident desires or
refusals related to dressing and getting out of bed
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Each resident must receive and the facllity must
provide the necessary care and services to attain
or maintain the highast practicable physical,

‘| mental, and psychosecial well-being, in

accordance with the comprehensive assessment
and plan of care. -

F309 Provide care/services for
highest well being

1.) Resident #7’s physician was
notified and an order received on
12/2/2010. '

This REQUIREMENT s not met as evidenced
by: . .
Based on observation, Interview and record
review, it was determined the facllity failed 1o
ensure each resident received the necessary care
and services to attain or maintaln the highest
practicable physical well belng for one (2) of
twenty-one (21) sampled residents (Residents #5
and #7). Resident #7 was noled to have redness
1o the penis, scrotum, and bilateral groin areas.
There was no Physician's Orders for treatment to
the areas. In additlon, staff was using
Calmoseptine Qintment to the areas without a
Physician's Order for the medication. Resldent
#5 had an order for a narcotle pain medication
which was un-available for a fourteen (14) day
period. o

The findings include:

1. Review of Resident #7's medical racord
revealed diaghoses which Included Mental
Retardation. Review of the Quarterly Minimum
Data Set (MDS) Assessment dated 11/04/10,
revealed the facliity assessed the resident as
having cognitive impairment, and requiring

Resident #5°s physician was
notified on 12/1/2010 and an order
was received to schedule the
narcotic. Narcotic was given as
ordered. |

2.) A 100% audit of physician
orders written in past 14 days was
reviewed by nurse management on
12/28/2010 to ensure physician '
orders were implemented and
followed.

24 hour reports will be audited for
the last 14 days by nursing
management to ensure physician
notification of changes in
condition.
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exiensive to total assistance with Activitles of
Dally Living (ADLs).
‘| Review of the Resident Assassment Protocol
Summary dated 07/28/10, revealad the resident . ' . .
was-at risk for skin Issues related to hisfher 3.) Licensed nursing staff will be
| overall health status, and staff were to observe for “inserviced by the Director of
skin Issues during daily care and per weekly Nursing or Staff Development
assessments. . .
S coordinator on 1/8/2011 regarding
Review of the Comprehensive Plan of Care with implementation and following of
an onset date of 09/27/06, revealed the.resident Physician Ord
was-at-risk-for-skin-breakdown-and-staff-were-to __Fhysician Urders.
notify the Physiclan of any skin issues and treat ) . ) :
as ordered. Licensed Nursing staff will be
S ) inserviced Di
Observation of a skin assessment performed by 1ns . by the Director of
Licensed Practical Nurse (LPN) #6 on 12/01/10 at | Nursing or Staff Development
10:(:0 AMr gfr Resicéent 11:7. revealed :hg resident's Coordinator on 1/8/2011 regarding
] ] n 4 . - . .
penis, scrotum, and groin area was e Physician notification of changes
Interview with LPN #6 at the time of the skin in resident condition.
assessment revealed she was aware the resident
had redness to the areas, and the resident was 4) A 100% audit of new
receiving Caimoseptine Ointment to the areas L. . )
which she appliad. physician orders will be completed
' : : by nursing management to ensure
Rsview of the Weekly Skin Integrity Data Lysici d ol d
Collection dated 11/24/10 revealed there was no physician orders were implemente
documentad evidence of the redness of the and followed as written daily,
penis, scrotum, and groin, 7 Monday through Fri day X 4
‘Review of the Physiclan's Orders dated 12/01/10 weeks, then monthly X 3, and
revealed there was no Physician's Orders for a results reviewed in PI meeting.
treatment to the penis, scrotum, and groin.
Further Interview with LPN #6 on 12/02/10 at 5:00 Change in conditions will be
PM revealed she had just notified the Physician of :
the resident's redness of the genitalia and groin
FQRM CMS-2667{02-88) Provious Verslons Obsolete . Event ID:P7PY11
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aréas and had received new orders. She further
stated she should have notified the Physician
after the skin assessment on 12/01/10; however,

-shé thought all residents could be treated with

Calmoseptine without a Physician's Order since
the facliitly had the medlcation "in stock".

Review of the Physiclan's Orders dated 12/02/10

revealed orders for Calmoseptine to the buttdcks,
groin area, penls, and abdominai folds twice a
day and as needed. '

1/12/2010..

audited by nursing management to
ensure physician notification
daily, Monday through Friday X 4
weeks, then monthly X 3, and
results reviewed in the PI meeting.
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2. Review of Resident #5's clinical racerd™
revealed diaghoses which included Hypertension,
Diabetes, and Generalized Pain, Review of the
Physician Orders dated 10/04/10 revealed the
resident was to receive Lortab (pain medication),
one (1) or two (2) tablets, every four {4) to six (6)
hours as needed. '

Review of the Quatterly Minimum Data Set
Assessment dated 09/22/10, revealed Resident
#5 experienced moderate pain on a daily basis.
Review of the Comprehensive Care Plan dated
04/09/09 revealed the plan was actlve until
01/23/11. An interventions included to provide
medications as ordered. and to"monitor for
effectiveness of pain meds.”

Review of the Medication Administration Record
for October 2010 revealed Resident #6 received
the Lottab on sixteen (16) occasions belween
10/04/10 and 10/15/10. On each occasion, the
medication was documented as being effective,
Betweon. 10/15/10 and 10/30/10, there was no
documented avidence Hesident #5 was provided
the Lortab.

{ Interview with the Social Services Director (S8D)

- 2
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on 12/02/10 at 6:456 PM revealed he had been
approached by the Ombudsman (date unknown)
for assistance regarding the unavaitable
medication. He stated he went to the West Wing,
where the resldent resided, and confirmed the
medication was unavailable. He further stated
the pharmacy had to have an original prescription
bsfore they would fill a controlled subistance,
including Lortab, Continued interview révealed
the 8SD called the physiclan's office himseif and
spioke to a nurse who stated she would have the
doctor send the prescription "the next day." The

‘medication batwesn 10/15/10 and 10/30/10. She

309

SSD stated he did not know why Resident #5 was
out of medicatlon so long without anyone
following up.

Interview with LPN #5 on 12/02/10 at 7:15 PM
revealed Resldent #5 had been out of pain .
medIcation for abaut two (2) waeks. She stated If
the Pharmacy did not have a presctiption;, they
would not send the conirolled drug. LPN #5
stated she had attempted to call the Physician at
hls office on several cccasions, and had spoken
to his Physlcian Assistants (PAs) at the fagiiity, to
request a presctiption for the Pharmagcy.
Continued interview revealed the PAs told LPN #5
they would tell the physician when they returned
to the office.

Interview with the Assistarit Director of Nursing
(ADON) on 12/02/10 at 7:30 PM revealed the
Pharmacy would not deliver a controlled '
substance without a prescription. The ADON
confirmed Resident #5 had not received the pain

stated the West Wing nurses had tried to contact
the Physician at his office several times.

Attempts were made to interview the resident
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however, the resident refused. i 1
'F 314 | 483.25(c) TREATMENT/SVCS TO F 314

sa=p | PREVENT/HEAI. PRESSURE SORES

Based on the comprehensive assessment of a - \

résident, the facllity must ensure that a resident F314 Treatmeént to prevent/heal
‘who enters the fagllity without pressure sores . pressure sores

doss not develop pressure sores unless the :
individual's clinical condition demonstrates that
they were Lnavoidable; and a resident having
pressure sores receives hecessary treaiment and

services to promote healing, prevent Infection and 1) Resident #7 had treatment

prevent new sores from daveloping: ——\—orders-in-progress-and-MD-was
. notified of change in status on:
This REQUIREMENT is not met as evidenced 12/2/10. New orders were
by: - . obtained, careplanned and
Based on observation, interview and record ol d
review, it was determined the facility failed to implemented.
ensure a resident who had pressure sores . ) -
receives nhecessary treatment and services to 2.) All residents with treatments in

nromote healing for one (1) of iwenty-one (21) :
sampled residents {Resident #7). Anew area Progress wete evaluated nursmg
was observed on the hee! of Resident #7 on management on 12/9/2010 for
12/01/10 and the faciilly failed to obtain a changes in status to ensure MD
treatment order until 12/02/10. : . .
notification of any changes.
The findings include: o
: On 12/28/2010 a 100% audit of all
Review of Resident #7's clinical record revealed

diagnoses which included Mental Retardation. residents was co'nduc.ted by nursing
Review of the Quarterly Minimum Data Set (MDS) management to identify anyone
Assessment dated 11/04/10, revealed the facility - - with changes in skin conditions.
assessed the resldent as having cognitive
impairment, as requiring extensive to total N W] g .
asslstance with Activities of Daily Living (ADLS), 3.) Nursing staff will be inserviced
and as having a pressure ulcer. regarding MD notification of any

Review of the Resident Assessment Protocol
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'| decreased mobliity. Interventions Included

Summary dated 07/28/10, revealed.the resident
was at risk for skin Issues and had a Stage 1l area
fothe heel. Furiher review revealed staff was to
observe for skin Issues during daily care and per
weekly assessment.

Review of the Comprehensive Plan of Care with
an onset date of 09/27/06, revealed the resident
was at risk for skin breakdown related to

notifying the Physician ot any skin issues and
treat as ordered. - o
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“changes in the status of pressure
. areas, prevention of pressure areas
as well as notification of change in
skin condition by the Director of =
Nursing or designee on 1/8/2011.

4.) An audit of residents with
treatments in progress as well as

Review of the Braden Scale for Pradicting
Pressure Sore Risk dated 10/20/10, revealed the
facility assessed the resident as being at risk for
developing a préssure sore related to bsing “chalr
fast’, and having very limited mobility.

Observation, on 12/01/10 at 10:00 AM, of a skin
assessment performed by LPN #6, revealed there
was an area on the resident's right hesl which
measured one and a haif centimeters (1.5 ¢m) X
one (1 cm) and appeared purple in color, The
hurse described the area as a new "darker area."
Interview with LPN #8, at the time of the skin
assessmant, revealed the resident was receiving
a treatment fo the heel of Mediplex every three
days; however, the darker area on the heel was
new, since the dressing was last changed.

Review of the Physitlan's Orders dated 12/10
revealed Orders for Allevyn dressing with Kerlex
every three (3) days and as needed to the right
heel. '

Review of the Weskly Pressure Sore Tracking
Report dated 11/19/10, completed by the wound
nurse, revealed the area to the resident's right

residents with weekly skin
assesments will be evaluated by
nursing management o ensure MD
notification of changes in status
weekly X4, then monthly X 3, and
results reviewed in PI meeting.

5.) DATE OF COMPLIANCE:
1/12/2011
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| there was no documented evidence of skin

‘area on the resident's right heel which was
- | Identitied on 12/01/10 by LPN #8. In addition,

heel was closed. Review of the Weekly Skin
Integrity Data Collection dated 11/24/10 revealed

breakdown on the right heel,
Further review of the clinical record on 12/02/10

revealed there was no documented evidence the
Physiclan had been notified of the dark purple

there was no documentad svidence the new area
of skin breakdown in the Nurses' Nctes, in the

- Waskly Prassura Sors Tracking Report, of i thie

%4) ID _ I e
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F 314 Continued From page 41 F314

Woeekly Skin Integrity Data Collection.

interview on 12/02/10 at 4:15 PM with the Director
of Nursing (DON}), revealed the nurse who
identified the skin breakdown for Resident #7
should have notified the Physician "right away for
treatmant orders". ' '

Interview on 12/02/10 at 5:00 PM with I.PN #8,
revealed the dark spot on the resident's right heel
could be tissue damage. She further stated, the
Physician should have been notlfled when she
identifled the area,-and the information should
have been documented in the Nurses' Notes.

Interview on 12/02/10 at 5:20 PM, with the wound
nurse, revealed she had not done measurements
or wound assessments on the resident's heel for
a few weeks because the wound had healed.
Observation of the resident's right heel at the time
of the interview revealed staff was using the
wrong dressing. The wound nurse stated staff
was using Mediplex and should have besn using
Allevyn, She further stated, the area on the
resident's right heel was purple and was
unstageable. Continued Interview, revealed if
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' staff identified new wounds they were to notify the
Physician, notify her, and document the )
méasurement and the description of the wound in
the Nurses' Notes. She turther stated she had:
not been notified of any change in the resident’s
. right heel. : .
F 3157 483.25{d) NO CATHETER, PREVENT UTI, F 316 .
ss=p | RESTORE BLADDER : F315 no catheter, prevent uti,
. ' _ restore bladder
Based on the resident's comprehensive
assessment, the facllity must ensure that a .
resident who enters the facility without an L) Resulejnt #13 has. had r-10
indwelling catheter i3 ot cathaterized unjess the —further-urinary-tract-infeetions-———-
resident's clinlcal condition demonstrates that noted and receives appropriate
cathetetization was necessary; and a resident .
who Is incontinent of bladder receives appropriate treatment and services to prevent
freatment and services to prevent urinary tract infections .
infections and to restore as much normal bladder
function as possible. 2.) All residents with foley
: : catheters were evaluated by
I;w.ls REQUIREMENT s not met as evidenced nursing management on 12/9/2010
Based on observation, interview, and record for symptoms of iﬂf‘?CﬁOH and
raview, it was determined the facility failed to appropriate treatment and services
ensure a resident who is Incontinent of bladder t infecti Al )
recelived appropriate treatment and services to to prevent intections. AlSo on
prevent Urinary. Tract Infections (UTls) for one (1) 12/9/2010, appropriate catheter
;2 %v).fenty-.one {21) sgmpled rasldents_ (Resident usage and asscesment for p ossible
A : ' '  restoration of bladder function was
| The findings include: audited by nursing management.
Review of Resident #13's medical record .. ' . . .
revealed diagnoses which included Polyneuritis, 3.) Nursing staff will be inserviced
Urinary Retention, and a-History of Urinary Tract by Director of Nursing or designee
. | Inféctions (UTls). Review of the Quarterly - '
| Minimum Data Set (MDS) Assessment dated
09/14/10, revealed the facility assessed the
FORM GMS-2667(02-99) Previous Verslons Cbsblete Event D:P7PY11 Facllty ID: 100878
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resident as having moderate impajrment related '
to cognitive skills, requiring extensiva to total
assistance with Activities of Daily Living, having
an indwelling catheter, and as having a UT! In the
past thirtg (20) days. . on 1/8/2011 regarding appropriate
Review of the.Physlcian's Orders dated 09/20/10 treatment and services to prevent -
revealed orders for Augmentin (antibiotic infections with catheter usage.
.| medication) 875 milligrams twice a day for .
-| fourteen (14) days related to an UTI. Further .
review revealed Physician's Orders dated 4.) Nursing staff performance of
1117/10 for Doxycycline (antibiotic foley catheter care will be
medication)100-milligrams-twice-a-day-for-14-days
and Clpro (antlblotic medication) 500 mifligrams evaluated da1ly X1 week, weekiy
twice a day for 14 days for a UTI, _ X 4, then monthly X 3 by the
: Director of Nursing or designee.
Observation of Indwelling catheter care on ' t. © . gor S.ane
12/02/10 at 10:00 AM revealed CNA #7 cleaned In addition, a monthly audit will be
the “Foley" Indwelling catheter ubing wiping from completed for residents currently
the catheter fubing towards the meatus. using catheters for appropriate
Interview on 12/02/10 at 10:20 AM with CNA #7 usage of catheter, assesment of
revealed he did not realize he had wiped the : : :
" | wrong direction when cleaning the "Foley" p ossﬁ?le restora.tlon and review Of»
indwelling catheter tublng. He further stated he infection organisms.
did not remember having an inservice at the
facility refated to "Foley" Indwelling® catheter cara. i 5.) DATE OF COMPLIANCE:
F 323 | 483.25(h) FREE OF ACCIDENT F323| 1/12/2011
$8=E | HAZARDS/SUPERVISION/DEVICES '

The facllity must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supservision and asslstanca devices to
prevent accldents.
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This REQUIREMENT Is not met as evidenced
by: _ .
Based on observatlon, Interview, and record F323 Free of accident
| review, It was determined the facility failed to . . .
ensure each resident recelved adequate hazards/supervision devices
supervision and assistance devices to prevent
accldents for one (1) of twenty-one (21) sampled 1.} Resident #9 had floor mats -
residents (Resident #8). Resident #9 was '
observed to utllize a fall mat which slid when removed on 12/2/2010.
stepped on creating a fall hazard.
PP 6 ' 2.) All fall mats were evaluated for
The findings includs; fall hazards Executive Director and
Record roview revealed Resldent #9 was . Diretor of Maintenance on
admitted with diagnoses which included 12/2/2010. No other mats were
eveerggrr:g:éJqlnt Pain, Osteopotosls, and Muscls identified as being a hazzard.
Review of the Quarterly Minimum Data Set (MDS) On 12/2/2010, a walk through of
Assessment, dated 11/09/10 revealed the facility the facility was conducted by the
| essessed the resident as belng moderately m t . h
cognitive impaired and at risk for falls. anagement team to ensure the
f enviroment remains as free of
Review of the resident's Comprehensive Pian o . .
.| Care revealed an intervention for the use.of fall acclden.tal hazarvd's as pos 31b1e.and
mats, related to potential for falls and fractures, that residents utilized appropriate
equipment to reduce the risk of
Observation on 12/02/10 revealed a fall mat in the .o .p
resident's room which slld when the resident . accidents.
stepped on the mat. Observatlon and interview
with the Corporate Registered Nurss, (RN), on 3.) Nursing Staff will be inserviced
12/02/10 at 3:30 PM confirmed the mat was a . : At
hazard and she immediately removed the mat for by Director of Nurs:mg or,,des%g‘nee
-{ disposal and informed nursing staff to obtain a on 1/8/2011 regarding supervision.
different fall mat for the residgnt's room. and assistance devices in an
Observation and interview with the Asslstant attempt to reduce accidents.
Director of Nursing, (ADON), 12/02/10 at 8:00 PM S
confirmed the originel mats located in Resident
Facliity iD: 100378 If continuation sheet Page 46 of 73
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The facility must ensure that residents recelve
proper treatmant and care for the following
special services:

Injections;

Parentaral and enteral fluids;

Colostomy, ureterostomy, or ileocstomy care;
Tracheostomy care;

“Trachealsuctioning;

| provided the necassary monitaring.

on 1/8/2011 regarding identifing -
and reporting any hazards that may
contribute to resident accidents.

4.) Resident rooms will be assessed
with daily rounds by department

Respiratory care;
Foot care; and
Prostheses.

This REQUIREMENT Is not met as evidehced
by:

Based on observation, interview and record
review It was determined the facility failed to
'snsure residents recelve proper treatment and
care for special services related to oxygen usage -
signs not located on two (2) of thirteen (13)
resldent's rooms who had oxygen located in thelr
rooms. The facilily falled to have an effective
system in place to ensure residents receiving
enteral feeding, specifically Resident #8, were

The findings include:

1. Obaervation during tour on 12/02/10 revealed
2 unsampled resident rooms that did not have the
proper signage posted regarding use of oxygen in
those rooms,

Review of Life Care Centers of America's General

STATEMENT OF DEFICIENCIES ~  |{X1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: , * " GOMPLETED
_ _ A, BUILDING
B. WING
1865155 . 12/02/20190
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY; STATE, ZIP CODE
‘ - £33 NORTH TOLLIVER ROAD -
LIFE CARE CENTER OF -MOREHEAVD MOREHEAD, KY 40351 - .
(41D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE . | ~ DATE
. : - DEFICIENCY)
'F 323 | Continued From page 45 F 323
#9's room had been disposed of and the
replacement mats did not slide. _ . - :
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328| Tn addition, all staff was inserviced
8s=D | NEEDS :

managers_and licensed nursing
staff to ensure facility is free of
safety hazards fo ensure

, appropriate supervison is provided
and to ensure staff utilizing
assistance devices appropriately.
Results will be reported to the PI
meeting.

5.) DATE OF COMPLIANCE:
1/12/2011.
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Oxygen Use Palicy, dated 10/2004, stated that No
8moking and Oxygen In Use signs must be
posted on the outside of a room entrance where
oxygen therapy is administered.

Observation and interview with the Assistant F 3,28 Treatment/care for specl_al |

Director of Nursing (ADON)-on 12/02/10 at 8:10 | needs

| PM confirmed the facility failed to post No
Smoking and Oxygen in Use sighage on the 1.} All rooms containing Oxygen have
outside of rooms 102 and 304. The ADON . . ,
Informed a staff person assigned down each of Oxygen signage.

the halls to post the signage immediately. )
= - -Resident-#8-tube-feeding-orders

2, Record review for Resident #8 revealed . were clarified on 12/20/2016 to
diagnoses which Included Cerebrovascular . L
Accident (CVA), Diabates Meliitus, Senilly, determine hours of down time and
Hemiplegia, and Dysphagia. the MAR identifies accurate
Review of the Physlclan orders for the month of amounts of formula administered.
November revealed Resident #8 was to receive - o

.| Glucerna 1.2 at seventy (70) milliliters {mi} per 2.) All rooms containing Oxygen were

hour for twenty (20) hours each day. In terms of : _ :
the volume of feading ordersed, the resident was audited by nursu}g management to
to recelve fourteen hundred (1400) mi each day. , ensure Oxygen signage on

. : . 12/3/2010,
Review of the Medication Administration Record
{MAR) for the month of November 2010 revealed . -
the documented twenty-four (24) hour totals of All r.es1den.ts receiving tube
enteral feeding received by Resldent #8 fallsdto | - feedings will be reviewed by
indicate the resident was recelving 1400 mi per : i 010
day, as orders. Review of the MAR revealed Dursing manageme ot 12/2?/2010
such totdls as 11/01/10 two thousand , to ensure proper tube feeding
one-hundred shxty (2160) ml; on 11/04/10 five monitoring is in place.
hundred {500) ml; on 11/15/10 eight hundred forly :
(840) ml; on 11/23/10 forly (40) ml; and, on '

11/30/10 five hundred sixty {(560) mi. . _ R_c?sid.ents r-eceving'colostomy care,
. ' injections and special foot care
.| Interview with Licensed Practical Nurse (LPN) #9 were assesed on 12/28/2010 for

on 11/30/10 at 6:40 PM revealed enteral feeding
: : proper treatment.
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was stopped when resident was cleansd, which is
every two (2) hours. She further indicated there
were no initlals on the enteral feeding bottle

identifying who provided the feeding. She also
‘stated the resldent's enteral feeding was stopped,

four (4) hours each day with no set time in place.
She further indjcated there was no system for

| documentation when enteral feeding was held for

assisting the resident with Activities of Daily Living
(ADL's) or the Physicians every twenty (20) hours
order, ' -
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We have no residents requiring the -
use of a trach.

'3.) Nursing Staff and Department
managers will be inserviced by
theDirector of Nursing or designee

Intervisw with Registarad Nurse (RN)#1-on
12/01/10 at 5:10 PM revealed the resident's

‘enteral feeding was turned oft for four (4) hours

each day and It depended on if the blood sugar
was "good.” She indicated; on the day of the
survey, that it was goed, one hundred fifty-sight
{158} this morning and one hundred fifty-four

(154) this evening so she turnéd the feeding off at

3:00 PM and it would be turned back on at 7:00
PM by the night shift nurse. She Indicated the
facility doss not determine a set time when
enteral feeding was stopped stating It could be
different times on different days and it was not

| required to be documented when the feeding was

stopped. She stated she was unsure why the
MAR was inconsistently documented, each shift
was supposed to document the amount of enteral
feeding Infused and the facility had no process for
documenting when enteral feeding was held.

Further interview with RN #1 on 12/01/10 at 5:10
PM revealed the staff determine how much
enteral feading the resident had received by
reading the amount of volume Infused off of the
machine, which pumps the feeding from the bottle
tothe gastrostomy tube and delivers the feeding
to the resident. The amount on the machine

regarding Oxygen usage signage
will be completed on 1/8/2011.

Nursing staff will be inserviced by
Director of Nursing or designee
regarding monitoring and
documentation of tube feeding on
1/8/2011. In addition, nursing staff
will be inserviced regarding
colostomy care, injections and
speical foot care.

4,)| An audit of all rooms containing
Oxygen will be completed by the
Director of Nursing or designee
daily, Monday through Friday X 4
weeks, then Monthly X 3, and
results reviewed in PI meeting.
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| depending an if the Nurse gets busy and forgets.

1 revealed she had chahged the enteral feeding the

.| bottle ohserved to be distributing enteral feeding

digital readout s documented and then reset
each shift, however sometlimes it was not reset

interview with RN #3 on 12/02/10 at 8:50 AM

previous night and she did not decument the time
at which she changed the bottle. She then
ramoved the bottle of Glucerna 1.2 which
revealed two hundred (200) ml remained and the
bottie was hung on 12/01/10 at 8:30 PM. The

-[to-the-resident-at-that-present-time-was-noted-te

| repairs. Thie facility was unable to define what

was nhot a set time for enteral feeding o be turned

_Colostomy care, injections and

An audit of monitoring and '
documentation of tube feeding will
be comptleted by the Director of
Nursing or designee weekly X 4,
then monthly X 3 and results
reviewed in PI meeting.

be dated 12/01/10 and timed as being started at
7:00 AM with no initials of what staff member
placed the feeding. RN #1 indicated staif rely on
the feeding pump digital read out to determine
haow much feeding a resident has roceived. She
stated she was unaware of the fagility's policy on
entaral feeding relating to monitoring and i
distribution. She stated if the machine was not
functioning properly then and the alarm will sound
and the machine will be sent to Blomed for

would happen if the alarm did not sound if a
machine malfunctions. She further indicated there

off during the day.

interview with the Director of Nursing (DON) on
12/02/10 at 10:30 AM revealed the digital readout
on the entera! fesding pump machines were what
tells the.nurses how much feeding the residents;
who have this as their source of nutrients, had
recelved. She indicated if the bottie was changed
twice during the shift the pump keeps track of
how much is given from the previcus bottle. She
statad If staff set the digltal read out to volume
feed the machine telis them how much enteral

special foot care will be audited
monthly x 3 months. Results will
be reviewed in the PI meeting,

5.) DATE OF COMPLIANCE:
1/12/2011
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| feeding has besen Infused. She further stated staff
were supposed.to document the amount of
enteral feading infused and reset theé volume . F333 Residents free of significant
feeding readout on the pump for the next shift. ' ' ,
- | She also indicated there was not a set fime for - med errors
"the enteral fesding to be stopped during the 24 : )
hour petiod to ensure the feeding infused for 20 1.) Unsampled Resident was
hours as ordered. notified of error and no new orders
Interview with the Registered Distitian (RD) on obtained. Resident is receiving
12/02/10 at 6:14 PM revealed she was Norvasc as ordered.
responsible for caleulating the resldent's : :
nutritional ieeds and calgulating the amount of — B T TS :
enteral fesding necessary to meet those needs, 2'? Medication Pass observations
but she was not responsible for monitoring the will be conducted by the Staff
.amount of enteral feeding the resident recsived. Development Coordinator for all
Review of Tube Feeding Policy provided by the licensed nurses by 1/8/2011 to
facility revealed the policy failed to address how ensure residents are free from
feadings should be administered on a regular conifi ..
basis, only in relationship to medication significant medication errors.
administration. It does not address any process .
for monitoring the amount of enteral feeding 3.) All licensed nursing staff will
infused nor did it address monitoring to ensure ; ;
the enteral feading was Iinfused per Physician's be inserviced by the Staff
orders. Development by 1/8/2011 or
"F 333 | 483.25(m){2) RESIDENTS FREE OF F 338] designee regarding medication
sg=D SIGNIFICANT MED ERRORS administration.
The facility must ensure that residents are free of : . .
any significant medication errors. 4.) Medication pass observations
' : will be conducted by the Director
“This REQUIREMENT Is not met as evidenced of Nursing or designee to cnsure
by: A residents are free of significant
‘Based on obsetrvation, interview and record medicati daily X 4 K
review, it-was determined the facility falled to cdication errors daily A 4 Weeks,
ensure residents were free of significant then monthly X 3 and results
medication errars for one (1) unsampled resident reviewed in PI meeting.
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(Resident #22) related to the failure to admInister : _ )
an ordered medication. 5.) DATE OF COMPLIANCE:
.. 1/12/2011
The findings include:
Observation of the medication pass on 12/01/10
at 9:00 AM, revealed Licensed Practical Nurse
(LPN) #6 administered medications to unsampled .
Resident #22. "
‘ F365 Food in form to meet
Upon reconglliation of the medications individual needs
administered-with-the-Rhysician's-Orders-it- was — :
noted the nurse failed to administer Norvasc : s Sla :
(medication used for the treatment of 1) ?’:{_esment #_3 3 phys1c.1a‘n was
hypertension) two and a half miligrams (2.5 mg's) notified of resident receiving
which was ordered daily. Review of the chicken on the bone. No Nev
Medication Administration Record revealed the oy N . v
medication was signed out by LPN #6 as orders were obtained. Resident #3
administered. : is receiving her diet as ordered.
Interview with LPN #6 on 12/01/10 at 10:00 AM . .
revealed she sighed out the medication on the Please note resident did no.t have
MAR as though it was administered, and thought any adverse effect from being
she had administered the medication. . served chicken on the bone.
Review of the faciilty's ""Policies for Medication - . .
Administration” Chapter 12, Section 13, revealed 2.) 100% audit of all diet orders
staff were to “Initial each medication in the correct and accuracy of meal cards as well
box on the MAR {Medlcation Administration . .
Record) after the medication Is given." | meal pass observ.atxon was )
F 365 | 483.35(d)(3) FOOD IN FORM TO MEET F3g5| completed by Director of Dietary
8s=0 | INDIVIDUAL NEEDS Services on 12/28/2010 to ensure
Each resident receives and the facility provides residents reccive correct diet and
food prepared in a form designed to meet prepared reccomendation,
individual needs. .
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This REQUIREMENT I not met as evidenced :
by
Based on observation, interview, and record 3.) Dietary and Nursing staff will
feview it was determined the facility falled to ) . tary g
ensure one (1) of twenty-ane {21) sampled be inserviced by the Director of -
residents (Resident #3) received food prepared in -Pietary Services and the Director
a form to meset the resident's Individual needs. of Nursing on reading dietary
The findings include: cards to ensure the food is prepared
Record review revoaled Resident #3 was and Serv?'d p?{ M.D'dlrecnon to
admitted to the facility on 03/21/07 with diagnoses meet resident individual needs by
Which Incltided Dementia; Colon-Cancer;and = 1872011
Anemia. _ :
Review of the Quarterly Minimum Data Set (MDS) 4-) A_}ldlts will b? conducted by
assessment dated 09/14/10, revealed the facliity the Director of Dietary Services to
assessed the resld'e_nt as being_indepen;ient in ensute diets are served and )
eating with minimal set up required. _

_ _ ' prepared per MD orders to meet
Review of the meal card for Resident #3 on residents individual needs daily
12/01/10 at 11:30 AM revealed instruction to M . X 4 K 1y x 4
"De-bone all méats before sending®. Observation on—Fri WECKS, Weekly X
of the noon meal revealed Resident #3 was then monthly x 3 "and results
served chicken with the bone in it. Observation Sy .
further revealed Resldent #3 was independently reviewed in P meeting.
eating his/her lunch meal.

o . 5.) DATE OF COMPLIANCE:

Interview with the Dletary Manager on 12/01/10 at 1/12/2011 '
11:45 AM revealed it was the responsibliity of the
kitchen staff to check the meal tray agalnst the
meal card before sending the meal tray out of the
kitchen. She further stated the Aide should also
check the meal card against the actual meal on
the tray when setiing It up for the resident. The
Dietary Manager stated Resident #3 should have
recelved de-boned meat. '

F 368 | 483.35(f) FREQUENCY OF MEALS/SNACKS AT F 368

ss=£ | BEDTIME .
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Each resident receives and the facility provides at
least three meals daily, at regular times
comparable to'normal meaitimes In the
community.

There must be no more than 14 hours hetween a
substantial evening meal and breakfast the
following day, except as provided below.

The tacliity must offer snacks at bedtime dally.

F 368: Frequency of Meals

The meal times were changed on
12/28/2010 to reflect a maximum
of 14 houts between a substantial
evening meal and breakfast the
next day.

¥4) 1D D (%6}
énE)le (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACT|ON SHOULD BE GOMPLETION
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WHRen a nounshing shack is provided-at-bedtime;—
up to 16 hours may elapse between a substantial
svening meal and breakfast the following day if a
resident group agrees to this meal span, and a.
noutishing shack is served.

This REQUIREMENT s not met as svidenced
by:

Based on obsetvation, interview and record
review it was determined the facility failed to
ensure there were no more than fourteen (14)
hours between a substantial evening meal and
break$ast the following day, except when a
nourishing snack was provided at bedtime. As
evidanced by fiitean (15) hours between the
evening meal and the breakfast meal. Review of
the list of residents receiving 8:00 PM snacks
ravealad only thirty-one (31) of ninety (80) total
residents received evening snacks.

The findings include:
Review of facllity's scheduled meal times

revealed breakfast was served at 6:45 AM, lunch
at 10:45 AM to resident rooms and 11:00 AM in

Meal times for the evening meal
will be changed to a later time
frame to reflect a maximum of 14
hours between a substantial
evening meal and breakfast the
next day. '

New meal times will be posted
throughout the facility and
reviewed with the residents at
resident council meeting.

The Dietary Manager will audit the |

new times daily x 4 weeks to
ensure compliance with the time
requirement. Results will be
brought to the PI meeting

COMPLIANCE DATE: 1/12/2011
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.| the tobby and difner was served at 3:45 PM. This '
calculates to fifteen (15) hours between the
evening meal and the breakfast meal the
following morning. .
: F371: ¥ood Procur:
Interview with Cook #6 on 11/30/10 at 4:28 PM Storc/P ‘Sor : 4
revealed some residents received a bedtime re/l’repare/Serv
snacks which included sandwiches, or nutritional '
shakes, or ice cream, depending on the resident's 1.| The freezer was checked and found
likes or dislikes. to be operating correctly by the
lntervle‘.& with the Dietary Manager on 12/02/10 at Maintenance Dircctor on
e Diel C . . .
6:35-PMrevealed there-were-only thirty-one-(31) 12/3/2010. . The ice build up in the
residents who received bedtime snacks. She freezer was thawed and removed
further Indicated a bedtime snack was provided if on 12/3/2010 by the Maintenance
it was ordered or requested. The Dietary Director. Any boxes with ice build
Manager stated that not all residents recelved an _ :
. | evening/bedtime snack and all residents used to up were discarded. The two hotel
be offered snacks but were not at the current pans were washed, dried _
time. appropriately and placed back into
storage on 11/30/2010. The juice
Review of the list of residents receiving snacks spouts were cleaned on 12/2 72010
titled, "Nourlshment Listing by.time" printed Th tal t d d
12/02/10, ravealed only thirty-one (31) residents ¢ metal vents were removed an
were receiving a snack between the evening meal cleaned by the maintenance
and breakfast. E director on 12/2/2010, In addition,
F 371} 483. 35(|) FOOD PROCUHE F 371 the Dietary Manager conducted a
SS=F STOREIPREPAHEISERVE SANITAHY departmental meeting on 12 12/2010 |
The facllity inust - discussing food temp policies, '
(1) Procure food from sources approved or microwaving food and appropriate
considered satisfactory by Federal, State or local handwashing.
| authorltles; and
(2) Store, prepare, distribute and serve food . .
under sanitary conditions 2.| The kitchen was inspected on
12/10/2010 to ensure food is
stored, prepared and distributed
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condensing unit in the freezer. Ice bulldup was
also noted on food boxes which included a box of
Danishes and chocolate ice cream stored under
the condenser in the freezer. -

Interview with Dietary Aide #7 on 11/30/10 at
10:40 AM revealed she was hot sure why the
{reezer had ice buildup on the ceiling and floot.
She Indicated staff scrapad off the ice and it
usually didn't "get as bad" as it was at that time.

Observation on 12/02/10 at 9:42 AM revealéd the
ice buildup in the freezer has decreased by
approximately half an inch and the ice buildup
remainad on the box of Danishes and-chocolate
ice cream.

| storing, preparing, distributing and

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE DATE
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. F 371 Contlnued From page 54 F 371
This REQUIREMENT is not met as evidenced ,
by: appropriately by the management
Based on cbservation, interview and record team. The kitchen was deep
review it was determined the facllity falled to cleaned on 12/11/2010." All.vents
prepare, distrioute and store food under sanitary hecked and cl d
conditions. As svidenced by ice bulld up on food were checked and cieaned as
boxes in the freezer, pans stored wet and dirty, needed. All stored dishes were
heavily soiled juice-dispenser spouts and dirly examined and cleaned as needed.
02“:"9 V;%m? Ia;llcleor;tsem;’;:ieiratu:e r:reﬁ:gaements All juice spouts were checked and
&asﬁ%gl a?ldof:sage of glover:.p ® clganfsd as necessary. Any boxes
— with-ice-build-up-were.discarded
The findings include: immediately. Temperature logs
1. Observation of the freezer on 11/30/10 at 10:40 wete reviewed and found to be
. 8 : .
AM revealed approximately four (4) Inches of ice accur‘::lte and complete. A daily
bulldup on the celling and sides of the condenser cleaning .schedule was completed
unit and ice buildup was noted to be by the Dietary Manager for
. | approximately two (2) inches thick and cleanjng the juice machine.
approximately twelve (12) Inches in length and sixX . - -
1 (8) inches wlde on the floor underneath the . . -
3. | An inservice was conducted on

12/2/2010 and again on 12/8/2010
by the Dietary Manager, reviewing
the facility’s policies regarding

serving food. More specifically,
food temperatures, proper storing
of dishes, cleaning schedule of the
juice machine and proper hand
washing techniques. The Executive
Director reviewed with the
Maintenance Director the
preventative maintenance schedule
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9:48 AM revealed. the spouts were supposed to
go through the dishwasher every night. -
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F 371 | Continued From page 55 Farn

Interview with the Dietary Manager on 12/02/10 at _
9:42 AM revealed she had never had any of the . o '
staff notify her there was ice build up on food to include the cleaning of the metal
boxes. She Indicated she hoped the staff would vents when changing out filters.
not use food items with ice build up on them. The cleaning schedule was:

| Interview with Dietary Aide #7 on 12/0210 at 9:45 reviewéd by the Executive Director
AM revealed the kitchen statf do not throw any and the Dietary Manager and
food away If the [ce Is just on top of the boxes. revisions made as necessary.
She further ingicated they still use the food and _ : _
]ugt serape the ice off of the top of the boxesf 4.| A complete inspection of the

[2-Ovservatiomron11/30/10-at11:10-AMrovealed kitchen will.be_conducted monthly.
tiro (2) half size hotel pans stored wel and one The freezer will be audited weekly
(1) deep full size hotel pan stored wet with a x 4 then monthly X 3 by the
yeliow food substance caked onto the bottom of Dietary Manager for ice build up
the pan. ' . . )

P The metal vents will be audited

1 Interview with the Dietary Manager on 11/30/10 at weekly x 4 then monthly x 3 by the
11:10 AM revealed pans should be air dried and Maintenance Director.
checked to make sure they are cleaned before Temverature 1 i1l be audited

I d teria growth, mp 085 WL b audite
storing secondary to bacteria growt daily by the Dictary Manager to
3. Observation on 11/30/10 at 11:00 AM revealed ensure accuracy. The juice spouts
a thick residue buildup on all four juice nozzles and dish storage will be audited
located on the automatic Juice dispenser, located daily X 4 weeks, weekly x 4 then
hear the window Into the dining area. : ' ’ .
monthly x 3 by the Dietary
Observation on 11/30/10 at 3:20 PM revealed the Manager for cleanliness. The
Juice spouts ramained-with thick residue buildup. results of these audits will be
, o brought to the PI meeting for

| Observation on 12/02/10 at 9:48 AM reveaied the revi ‘
julce dispensers remained with thick residue ew.
buildup. ' L

: : 5. | DATE OF COMPLIANCE:

Interview with Dietary Aide #23 on 12/02/10 at

1/12/2011
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4. Observation on 11/30/10 at 3:15 PM revealed
the two (2) ceiling vents near the walk-in
refrigerator had a significant buildup of dust.

Interview with the Dietary Manager on 12/02/10 at
9:54 AM revealed Maintenance was responsible
for the cleaning of these vents.

Interview with the Maintenance Director an
12/02/10 at 9:54 AM revealed they were oh &’

‘| monthly maintenance program. He further
Indicated he changed the filters approximately -

iwo-(2)—weeks-ago—bul—he-did-not“take-the-metal_
vent covers down to clean them, He stated the
vents did need to be taken down and cleaned,

5. Observation on 11/30/10 at 3:40 PM revealed
Cook #86 took temperatures of food items whioh
were to be served to residents for the evening
meal. Further cbservation revealed Cook #6
failed to iake temperatures of the ground meat
and fortified mashed potatoss. Duting the meal
observation 1t was hoted both of these food items
were served to res!dents

Interview on 11/30/10 at 5:30 PM with Cook #6 .
revealed she should have taken the temgeratures
of all the food Items on the resident tray line to

ensure all foods ware al the proper tamperatures.

Observation on 11/30/10 at 5:26 PM revealed
Dietary Alde #5 heated tomato soup in the
microwave in a glass bowl. This Aide was
observed to remove the bowi from the :
microwave, remarked how hot it was and set the
bowl back down on the table top while abtaining
aluminum foil to cover the bowl. The Aide was
observed to use pot holders to transport the bowl
‘to the window to the dining room for the Nursing
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Contlnusd From page b7

Alde to transport to the resident's roofr_l on the
resldent's tray. '

Observation on 11/30/10 at 5:35 PM revealed the
soup, which was heated in the microwave, sitting
on the resident’s iray along with the rest of the
resident's meal. A CNA was observed to enter the
rasident's room to feed the resident. intervention
was Initlated when the CNA removed the
aluminum foll from the bow! of soup and the soup
was removed from the resldent's room by thls

" Far

Interview with Dietary Alde #5 revealed he was
unaware if the facility had a policy on the usage of
thé microwave in heating resident food and
drinks. He stated the temperature should have
been taken before the soup was sent out to the
rosldent.

interview with the Dletary Manager on 11/30/10 at
5:50 PM revealed the faoility did not have a policy
on microwave usage for heating resident food
and drinks. :

Review of the facliity's policy, which was provided
in reference to temperature measuremants of
food, titled "Cooking Meats" {(and was not dated)
revealed it was mportant to cook and hold hot
itams to a temperature above one hundrad forly
(140) degrees Fahrenheit or hold below forty {40}
degrees Fahrenheit. The policy indicated hacteria
that cause foodborne ilinesses grow quickly and
make foods unsafe between the temperatures of
forty (40) degrees Fahrenhsit and one hundred .
forty (140) degrees Fahrenheit.

6. Observation on 11/30/10 at 4:25 PM revealed

Distary Alde #4 left the resident tray line to obtain
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drinks from the refrigerator. She was observed to
open the door with her bare hands and return to
tray line after putting on new gloves without
washing her hands prior to replacing her gloves. _
During ohservation on 11/30/10 at 4:50 PM, Cook F 441: Infection Control
#6 was observed to remove her gloves, move a
resident tray cart, replace her gloves and return to 1{ LPN #7 was reneduc:ated on
the tray line without washing her hands prior to 11/30/2010 by the Director of
putting on new gloves. Nursing regarding the handling of
- medications and proper.
Observation on 11/30/10 at 5:05 PM revealed handwashing teclI: niclju es
Dietary Aide #3 enteting the Teffigerator toabtain ® :
drinks using her bare hands to open the _
refrigerator door. Dietary Aide #3 did not wash LPN # 6 was re-educated on
her hands ptiot to returning to the tray line to 12/3/2010 by the Director of
assemble resident trays. Nursing regarding infection control
Interview on 11/30/10 at 5:30 PM with Dietary while providing wound care to
Aide #4, Cook #8 and Dietary Aide #3 revealed - ‘residents.
| hands should be washed after touching the _ .
refrigerator door, resident carts, phone or any . g
task away from the tray line. They also indicated Thel ;/f;g;l;lorllgrts)e v;rlas];e educatc}d
hands should be-washed after taking gloveés off on 1. by the Director o
and before putting on new gloves. Nursing regarding proper
R ow of facil oy tiled biand Washl | handwashing techniques will
aview of facility's policy titled "Hand Washing," T
dated 01/01/2007 revealed guidelines for when performing wound care.
hands should be washed which included before ] .
donning gloves for working with food and after The medical equipment was "
engaging in other activities that contaminate the removed from resident #6’s room
hands. ' on 12/2/2010.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
s8=E | SPREAD, LINENS ,

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
10 help prevent the development and transmission

The visitor witnessed assisting
residents with clothing protectors
was asked not to do so due because
of infection control.
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(a) lnfectlon Control Program
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in the facility; -

(2) Decldes.what procedures, such as isolation,
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{3) Maintains a record of incidents and corrective
actlons related to infections.

‘was not allowed to do this. This
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The resident witnessed clearing
dirty food trays and used clothing
protectors then passing out desserts
to other residents was informed she

resident is care planned to assist
cleaning in the dining room only.
Resident was instructed not to pass .
food-or-drinks-to-other residents. .

(by Preventing Spread of Infaction

(1) When the Infection Control Program
determines that a resident needs isolation to
prevant the-spread of infection, the facllity must
isolate the resident.

1(2) The facility must prohibit employees with &

communicable disease orinfected skin lesions
from direct contact with residents or their food, If
direct contact will transmit the disease. '
(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted .
protessional practice.

(c) Linens
Personnel must handle, store, process and

transport linens so as to prevent the spread of 2.
infaction. signs and symptoms of infection on
12/28/2010 by nurse management.
3.| An in-service was conducted on

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
maintain an effective infection contrel program In

into the proper container.

-12/3/2010 by the Director of |

-wound assessments.

Ice scoop was removed from the
ice cooler, cleaned and placed back

LPN # 5 was re-educated on
Nursing regarding wearing gloves

and proper hand washing
techniques while performing

All residents were assessed for

1/8/2011 for all staff regarding the
facility’s infection control program
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order to prevent the development and
transmission of disease and infection within the ) . )
- | facllity. that is designed to provide a safe,
' sanitary and comfortable
| 1. Observation of the medication pass on - to help prevent the development
11/3010 &t 4:25 PM, revealed LPN #7 touched and transmission of disease and
pills with his bare hands after removing the infection.
medication from the package for Unsampled P
Resident #23. LPN #7 then placed the . . .
medication In a cup with applesauce and spoon 4, Infection control audits will be
fad the medication to the resident. eonducted-by-department- managers
: : weekly x 4 then monthly x 3 to
Further observation, revealed LPN #7 then left ensure comp]iance with the
Unsampled Resident #23's room, set up : :
medications, and administered medications to relgule&tloni.ano?nd care a;xdqisl
Unsampled Resident #24. There was no related to infection control will be
evidence LPN #7 washed of sanitized his hands conducted by nursing management
after administering medication to Unsampled weekly x 4 then monthly x 3.
Resident #23, and before administering Restilts of these audits will be
medlcations 1o _Unsamp!ed Hesldant_#2_4. brought to the monthly PI meeting
Interview on 11/30/10 at 4:38 PM with LPN #7 for review and further
revealed he should not have touched medications recommendations.
with his bare hands. He further stated he should .
have washed or sanitlzed his hands after the . .
administration of medication to Unsampled” 5.| DATE OF COMPLIANCE:
Resldent #23, and prigr o setting up medications | 1 1/12/2011.
-| for Unsampled Reslident #24 "due to Infection
contro} issues.”
Review of the facility's "Policies for Medication-
| Administration" reveated hand hygiene protocol
should be followad before and after each
administration of medication.
| 2.” Observation of a dressing change on 12/01/10
| at 10:00 AM for Resident #7 revealed LPN #8
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placed the wound measuring device on the floor
next to the resldent’s foot while she removed the
solled dressing from the resident's right
heélfankle wound; while the resident was sitting In
the wheelchair. The nurse then picked up the -
measuring device from the floor and placed the
device next to the resident's right hesl/ankle
wound In order to measure the wound. She then
placed a new Mediplex dressing on the resident's
right heelfankle wound, without ¢leaning the
wound, When the nurse was Interviewed by the
surveyor as to why the wound was hot cleansed

priotto placing anéw dressing on the-wound; she

F 441

removed the new dressing from the wound. LPN
#6 then removed her gloves and exited the
resident's room to obtain more supplies. There
was ho evidence the nurse washed her hands
after removing her gloves, and prlor to opening
the resident's door. LPN #6 then retutned and
cleansad the resident's wound with wound
cleanser, and applied another dressing.

Interview on 12/01/10 at 10:15 AM, with LPN #6
revealed she knew she had placed the wound
measuring device on the floor before using it;
however, she was unawaré she had touched the
wound with the wound measuring device while
measuring the wound. Further interview revealed
she did not think she neaded to clean the wound
ptlor to the dressing change since she had just
done the dressing change the day before,

3. Observation on 12/02/10 at 5:20 PM revealed
the Wound Nurse examined and palpated
Resident #7's wound on the right heel, removed
her gloves, and walked out of the resident's room
without washing or sanitizing her hands.
interview with the Wound Nurse, immediately
afterward, revealed she should have washed her
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hands after removing the solled gloves.

4. Record review revealed Resident #6 wés
readmitted to the hospital on 11/21/10 after a
three (3) day hospltal stay. Dlagnoses inciuded

| Hypertension, Depression, and End Stage Renal

Disease.

Observation during the Initial tour, on 11/30/10 at
11:00 AM revealed Resident #6 was in a
semi-private room, but did not have a roommate.
Continued ohservation revealed medical

“equipnient was stored-in-theresident's-closet;
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including an oxygen concentrator, a portable
suction unit, a nebullzer for respiratory _
treatments, a positioning wedge, and a walker.
Continugd ohservation revealed clothes and
shoes were stored in thie same locatlon as the
equipment,

Observation on 12/01/10 at 8:45 AM, 10:00 AM, -
and 10:45 AM revealed the equlpment remained
In the closet.

lnterview with CNA #2 on-12/01/10 at 10:55 AM
revealed the resident’s roommate had expired,
but she wasn't sure when. She stated the
equipment belonged to the rcommate, and the
clothes and the shoes belonged to Resident #6.
She further stated the walker should be returned
to the Therapy Department and the other tems
placed In the storage room. Continued interview
revealed CNA #2 believed housekeeping was
responsible for cleaning and storing the

"{ equipment after a resident was discharged from

the facility.

Interview with the housekeeping staff on 12/01/10
at 11:06 AM revealed the equipment in the closet
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belonged to the resident's roommate. She stated
she sometimes removed equipment herself, or
told the nurse about it. She further stated she
told the nurse "yesterday" the equipment was
there. Continued interview revealed she did not
know whose responsibiiity it was, but it should be
cleaned before placing in the storage room.

Observation on 12/02/10 at 9:00 AM and 10:55
AM revealed the equipment remained stored in
'the closet with the ltems belonging to Resldent
| #6.

intetview with LPN #4 on 12/02/10 at 9 40 AM
revealed the positioning wedge, the clothes and
the shoes belonged to Resident #6 and should
not be stored with equipment belonging to
someone else, She stated it was a hursing
respansibility to clean the equipment but she did
not know whose responsibility it was to remove
the equipment when a resident was dlscharged .
from the faclliity. The nurse.expressed surprise
the equipment was stlll thete, She agreed it

.| should have been cleaned and stored when the
room was cleaned after the roommate expired.

Interview with the Director of Nursing on 12/02/10
at 11:00 AM revealed it was a nursing
responsibllity to clean and store medical
equipment after a resident was discharged frcrn
the faéllity. .

5. Observation in the Dining Room on 12/01/10
at 11:10 AM revealéd a visltor assisting residents
with clothing protectors without washing hands
betwsen dirty and clean contacts.

Interview with LPN #8 on 12/02/10 at 11:25 AM
revealed It was the staff members' responsibility
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to assist residents with clothing protectors. She
stated that if a resident has a guest with tham
then it would be appropriate for the guest to assist
only that one resident. She also stated that she
was not aware of any training regarding infection
eontrol or handwashing which was provided to
visitors. ' : '

Interview with the Administrator on 12/02/10 at
11:40 AM confirmed that the facility failed to
provide a sanitary environment by allowing a
visitor to apply clothing protectors to residents

[witriout providing education-onhand-hygiene:

F 441

8. Observation of the lunch meal on 12/01/10
revealed an unsampled resident was assisting
with clearing the dirty food trays and used elothing
protectors. Obsetvation revealed the unsamplad
resident to handle dirty food trays and used
clothing protectors and then proceed to the desert
tray and pass out deserts to residents in the
dining room. Observation revealed the
unsampled resident falled to wash hands
betwaen the dirty and clean. . ‘

Interview with the Dietary Manager on 21/01/10 at
11:50 AM revealed it was part of the resident's
care plan to assist in the dining raom and and-the
resident received education on the task, however
the resident would require education about
handwashing and golng from dirly to clean.

7. Observation on 11/30/10 during the lunch meal
and on 11/30/10 during the evening meal, as well
as 12/01/10 at the lunch meal revealed the ice
scoop was stored in the ice cooler located in the
main dining raom. '

Interview with the Dietary Manager on 12/01/10 at
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11:55 AM revealed the ice scoop should be
stored in the compartment attached to the cooler
and staff would require re-sducation on the
proper storage of the ice scoop. She further
stated this was an infection contral hazard.

Review of the Infection Control Policy revealed
support services will iImplement spacific policies
and procedures to ensure an infection-free
environment and cross-contamination.

8. Observation on 11/30/10 at 4:50 PM revealed

| CNA#4 took adirty tray fromaresldent'sroom

F 441

and placed It in the tray cart over trays that had
not yet been passed to residents. Interview with
with CNA #4 on 11/30/10 at 4:58 PM revesled she
should not have put the dirty tray In with the clean
meal trays. She stated it should have not been
bean put into the cart until all trays were passed
bscause it could spread bacteria and residents
could become sick.

9. Review of Resident #5's clinical record

revealed he/she was admitted on 06/16/08 with
diagnoses which included Leit Below the Knee
Amputation and Status Post Right Hip Fracture.

Observation of a skin assessment on 12/01/10 at
3:10 PM with LPN #5 revealed she falled to
wash/sanitize her hands when she entered the
resident's room,. LPN #5 failed to put gloves an to
conduct the skin assessment and falled to
wash/sanitize hands after the skin assessment
was completed.

Intetview with LPN #58, after the assessment,

revealed the facllity's hand washing policy stated
hands need to be washed before and after each
resident coniact. Further interview revaaled she
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' should have washed her hands and worn gloves
to perform the skin assessment.
F 486 | 483.70(h) ' F 485 _
SAFE/FUNCTIONAUSANITAF!YICOMFOHTABL : F 465: Safe/Functional

88=F

E ENVIRON

The facHlty must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This HEQUIFIEMENT is not met as evidenced

h.l

A/C units in rooms 317, 318, 319

Environment

Door faces were placed on a
schedule to be repainted

Based on chservation, interview, and record
review it was determined the facility failed to -
provide a safe, functional, sanitary, and .
comfortable environment for residents, staif, and
the pubiic.

The findings Include:

'O'bseryalion during the Initial tour on 11/30/10 at

11:00 AM revealed the following: door facings
throughout the bullding were scuffed and in need
of paint; air conditioning units in rcoms 317, 318,
319 and 325.had dust build up; the shower room
on the 100 hall had two (2) missing tiles and a
black substance bullt up along the base of the
shower walls. The Waest Hall shower room had
three (3) missing tiles and a black and green
substance on the floor and on the shower walls; a
sharad bathroom for rooms 324 and 322 and the
bathraom as well as the bedroom area in room
325 had holes in the walls; the tollets in rooms
201, 206, 311 and 314 had rusty bolts sticking up
approximately one inch from the base of the
toilets. Further observation revealed a bulld up of
dirt and dust aleng the base boards in all the
hallways; stool was found on the back of the tollet

~ The shower rooms on West wing

" cleaned on 12/1/2010 and tiles

on 12/1/2010.

- 12/1/2010.

and 325 were c_leaned on
12/1/2610.

and on the South wing were
repaired on 12/5/2010.

Holes identified in room 325 and
in the bathroom wall between
rooms 322 and 324 were repaired

Bolts were cleaned or replaced if
needed in room 201, 206, 311 and
3i4.

Baseboards were cleaned
throughout the facility on
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and on the wall in the bathrooms of rooms 315
and 325; a dirty bed pan was on the bathroom
floor of raom 317 and 325; the bed pans were not
labeled; day light was visible around the air
¢onditlon unit in room 319; a soiled bed pan was
ih the wheel chalt in room 323, the.bed pan was
not labeted; the alr mattress cord in room 213
was stretched from the outlet to the head of the
bed in a manner that created a safety hazard
along the side of the bed.,

interview with the Hiousekeeping Supetvisor on

" The bedpans were discarded and
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The bathrooms in rooms 315 and
325 were cleaned thoroughly.

new pans given.

The opening around the AC unitin .

12/01/10-at-11:10-AM-revealed-all-room-and
bathrooms were cleaned dally. She stated the
Head Housekeeper was responsible for going
behind the housekeepers and checking for
cleanliness dally. Interview further revealed the.
tlle floor and base boards needed to be replaced
because they were too old to get clean. She
stated staff work hard to clean the facility but i
didn't look clean. She stated the dirt and dust
build up in the hallways should not have heen
there and stated the wheelchairs, walkets, and
equipment in the hallways and clutter throughout
the facllity made it hard to clean.

interview with the Maintenance Supervisor on
12/02H0 at 4:00 PM revealed he was responsible
for repalrs at the facllity, and he had only been in-
the position for two (2) months. He stated he
realized there was a lot to do. During further
interview he stated he was aware there were
several alr conditioning units in residents' rooms
that were not propetiy sealad to pravent alr from
ouiside. He agreed that the cord In room 213
posed a safely hazard and that he needed 1o be
more critical in how he [coked at potential risks.
He indicated the walls should be free of holes,
there were missing tiles, and the base boards and

_environment. Any areas identified

The air mattress cord in room 213
was relocated on 11/30/2010.

The Executive Director and
Director of Maintenance conducted
a watk through of the facility on
12/3/2010 to identify any areas
failed to provide a safe, functional,
sanitary and comfortable

were corrected or scheduled to be
corrected.

The facility’s preventive
maintenance program (TELS) was
reviewed with the Director of
Maintenance by the Executive
Director on 12/3/2010,

reom-319-repaired-on-12/1/2010——}-————}-
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door facings throughout the facility needed to be
painted, He further stated he did not realize the

.. |tustytoilst bolts were a hazard to residents. : . The facility’s cleaning schedule
- F520 g%ah;la(l?r)'l("gEQGéMBERSfMEET . F520| was reviewed with the
S8=F ] 3 : 19O
QUARTERLY/PLANS , Housekeeping supervisor

by the Executive Director on

-12/3/2010 to discuss concerns and
A facllity must maintain a quality assessment and | - any changes needed.

assurance committee conslsting of the director of
nursing servicas; a physician designated by the

facility, and at least 3 other members of the Department managers were

tacility's staff— - [—— —inserviced-on-econducting-daily-
' facility rounds and how to report
The quality assessment and assurance A any areas of concern on 1/8/2011

committee meets at least quarterly to identify

Issues with respect to which quality assessment
and agsurance activities are necessary; ahd :
develops and implements appropriate pians of 4] Environmental audits will be

by the Executive Director.

actlon-to correct Identified quality deficlencles. - conducted weekly x 4 then
AState or the Secretary may not require o monthly x 3 by the dep artr}lent
disclosure of the records of such committee managers (o ensure compliance
except insofar as such disclosure Is related to the: with the regulation. Areas of
compliance of such committee with the concern will be brought to the
requirements of this section. facility’s Performance

Good faith attempts by the committes to Identify | Improvement meeting fo1: review
and correct qualily deficiencies will not be used as and further recommendations.

a basls for sanclions.
5 DATE OF COMPLIANCE:

This REQUIREMENT Is not met as evidenced | V1222011
by: : ‘
Basead oh chservation, interview and record
review it was determined the facllity failed to
maintain a Quality Assessment and Assurance
Program that developed and implemented
appropriate plans of action to ¢orrect quality
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deficiencies. This was evidenced by repeated
deflciencles related to the infection control

| program and the facility's fallure to implement an _ -

affective systom to ensure changes In-skin _ " F 520: Quality Assurance
condition for residents were recognized, Committee

evaluated, and addressed appropriately. - '

The findings Include:

1. The Performance Improvement

1. Baged on observation, interview, and record minutes from previous meetings

review, it was determined the facility failed to

maintain an.effective infection control program in were reviewed bY the Qomnnttee
~order to prevent the-development-and — | on 12/27/2010to identify any other
transmission of disease and Infection within the areas of concern.

facility. This was a repeat deficlency for the
facliity which was cited 05/21/10 for deficlencies

related to failure to wash hands during wound 2| The Regional Director of Clinical

care. - _ Services reviewed the previous

' three months of Performance
Review of the facility's plan of correction, with a . Tmprovement minutes on
' 07/01/10 compliance date, revealed the nursing . o _
management would conduct Inservices for all 12/28/2010 to identify any other
licensed nurses to inciude infection control _ areas of concern.
practices during wound care. In addition all .
licensed nurses were to complete a wound care 3| The Performance Improvement .

competency. The tacility alleged audits would be

completed by nursing management weakly for commitiee members were

four (4) weeks and monthly for three (3) months in.serviced by ?h? Region?l'
to assess infection control measures during Director of Clinical Services on
wound care. Record review revealed the faciity 12/28/2010 regarding the Quality

implemented it's plan of correction, however there

was no decumented evidence the facllity ASSUrance program o Ensure

monltored the entire infection control program to appropriate plans of action are
ensure over all compliance. Review of the developed and implemented to-

facllity's audits revealed on going infection control “correct quality deficiencies.
problams were not identified. o .

Observations during the survey revealed a
dressing change and a skin assessment were
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performed using poor aseptic technique and lack
of hand washing and Improper use of gloves.
Further obssrvation of a medication
administration revealed the hurse failed to wash
hands between multiple residents and touched
medications with ungloved hands prior to
administration of the medications.

Observation further revealed facllity staff placed
dirty meal trays in the cart with unserved
residents' meals. Observations revealed
impraper storage of the ice scoap in the dining

Toom and visitors and amunsamplted resident

4, { Plans of action developed in the
Performance Improvement meeting
will be reviewed monthly in the
Medical Director Oversight
meeting to ensure that appropriate

assisting in the dining room during meals without
washing hands between dirty and clean contact
with residents and food. . :

Interview with the Staif Development Coordinator
on 12/02/10 at 5:30 PM revealed the facllity had
implemented wound care competencies for staff;
however, these competencles were not
incorporated Into the new hire orientation.

Intetview with the Assistant Director of Nursing on
12/02/10 at 7:15 PM revealed she was
responsible for the infection contral program as it
related to tracking and trending resldent Infections
and antlbiotic therapy. However, she was not
involved in staff training related to infection

cantrol measures, wound care, or hand washing.

Refer to F441 (Infection Control) .
2. Based on observation, 1ntervléw and record

review it was determined the facllity falled to have
an effective system in plece to ensure changss in

. | skin conditions were recognized, evaluated,

reported and addressed in a timely and
appropriate manner as cited on the 05/21/10
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|-plans-of action-have-been
implemented accurately to correct
any quality issues.

5.| DATE OF COMPLIANCE:
1/12/2011
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survey and again on the 12/02/10 survey.

Review of the taciiity's plan of correction with a
compliance date of 07/01/10 revealed nursing
managemant would conduct Inservices for all
licensed nurses to Include accurate skin
assessments with appropriate recording,

reporting and timely intervention. Furthar review
revealed nurse competencies for wound care
would be completed by all licensed staff. Record
review revealed the facility completed
competencies and audits to ensure compliance.

However, the facility falled to ensure treatment
was provided for one resident. Observation
during a skin assessment on 12/01/10 revealed &
new purple area to the resident's right heel that
was unidentified by the facliity prlor to the
agsessment, There was no indication the

"| Physiclan was notified until 12/02/10 and
interview revealed the Wound Nurse was not
notified of the new area.

Further, during a skin assessment on 12/02/10, a
resident was noted to have excoriated areas on
the buttocks that the facility had not Identified and
had failed to notify the Physician and obtain a
treatment order for the area, Also, during-a skin
assessment for a rasident on 12/01/10 revealed
reddened genitalia and record review on 12/02/10
revealed the facllity had failed to notify the
Physiclan and obtain a treatment order.

Interview on 12/02/10 at 5:20 PM, with the wound
nurse, rovealed if staff Identifled new wounds they
were to notify the Physician, notify her, and
document the measurement and the description
of the wouhd in the Nurse's Notes,
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Interview an 12/02/10 at 5:30 PM, with the
Administrator and Director of Nursing (DON)
revealed monitofing of the proviston of-care and
setvices was on going through daily rounds by
department managers. Interview revealed the
facility looked at pressure through the quality
assurance program, however they were unaware
there was a problem with Identification of changes
in skin-conditions or infection control practices,

Interviews with licensed staff revealed they were
aware of the facility's Quality Assurance Program

but were not aware of ongoing monitoring Telated
to infection control or wound care management

by quality agsurance committee.

Refer to F309 and F§14
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