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" PRINTED: 09/09/2014

DEPARTMENT OF HEALTH AND HUMAN $ERVICES =~ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPL EER/CLIA (X2} MULTIPLE CONSTRUCTION . X3} DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILDING COMPLETED
185336 BWING oo f0 12/20/2013
NAME OF PROVIDER OR SUPPLIER ; %TREET ADDRESS.SZF?Y. STATE, Z1P CODRE
" &2PEAST QRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER _‘ SPRINGFIELD, KY 40060
xayip | SUMMARY STATEMENT OF DEFICIENCIES Vg PHOVIIER'S PLAN OF CORRECT 10N L i
PREFIX (EACH OEFICIENCY MUST BE PRECEOEQ BY FULL . PREFIX (EAGH CORAECTIVE ACTION SHOULOBE | cOMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION: TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) . . DEFICIENCY} ;
: ; | . - 4
F 000 INITIAL COMMENTS | Fopo;  Submission of this Plan of
; : : Correction is neither an - °
; An Abbreviated Survey investigating complaint | ! admission to nor an o
" KY00021108 was Initiated on 12/17/13 and t agreement with the Deficient
i Cotr:c:ucjisdtog 12‘;12?1”3 ‘ K\r'loooliﬁ?? v;asA tual ! i Practices noted below, but !
substantiated with deficiencles ldentified. Actual ) : : )
! harm was determined to exlst at 42 CFR 433,20, pm“de‘é.a.s required under ?
+ Resident Assessment, F282; and 42 CFR 483,25, - the Conditions of ;
Quallty of Care, F308 with the highest Scope and ! , Participation,
Severity (S/8) of 2 "G*, In addition, ; : ¥
; non-compliance was delermined to exist at 42 F 280
" CFR 483,20, Resident Assessmant, F280 at a : ‘ ;
! S/Sof a"D" and F281 at a S/ of an "E" 42 GFR . ; r
y 483.25, Quality of Care, F315ata SIS of a D" | i i.) R-4 and R-5"s care :
' g?g :fa?wﬁg”msﬁsl Infection Control, F441 at a P plan have been :
F 280, 483.20(d)(3), 483.10(k)(2) RIGHT TO P _F 280 updated, R-4’s has
§8=0 " PARTIGIPATE PLANNING CARE-REVISE CP i been updated to
: % ) address the i
Tha resident has tha right, unless adjudgad = Hemicolectomy as .
: Incompatent or otherwiss found to be : W as i . '
. incapacitated under the laws of the State, to _ 5 Well as mnter ventions
_ participate In planning care and freatment or ' to decrease the risk :
‘ changes in care and freatment, i for further bowe} i
" A comprehensive care plan must be developed | i ?b?; l;cnons 01,1 ¢
fwithin 7 days after the completion of the : : 2/24/13. R-5’s care
, comprehensive assessment; prepared by an ‘ : plan has been updated :
in;erc'ﬁsciplinaryltatamathat inc;du;:lhes the attc;:)r]'ﬁing ’ _ . on 01/06/14 to F
' pnysician, a reglstered nurse responsibillty : : !
for the resldent, and other appraptiate staff In : ; .addrcss s_p ecific
) interventions for

" discipiines as determined by the residents neads, ,

: and, to the extent practicable, the participation of prophylactic
the resident, the resident's family or the resldent's : : assessments and
“legal representative: and periodically reviswed _ W
and revised by a team of qualified persons afler : monttoring of
abdomen and bowels,

each assessment.
This resident’s care !

pian has also been

L - j a, i
LABOHATORY QIRECTOR'S OR PROVIDERAIP IER REPRESENTATIVE'S SKINATURE TIHLE {Xa} DATE

., A -

). Edw oD - Lﬁmdwmmm 0:/&*%/!7(

Any delicdancy slatement endlng with an asterlsk () der%:: defictency which ihe lnsKtullfn may be excused from comenting providing It is determbred that

Qther safeguards provide sufficent protection b the patleys\ (See Instructions.) Excapl for aurslag hames, tha findings stated above are dlsclosable 00 days
following the: date of survey whether or ot plan 0f carsediidn Is provided, For nursing komes, the abave findings and plans of corraction ara disclosable 14

days (u%fowlng the date thasa documenls are made avaliable to the factlly. if deflclenclss ate ciled, an approved plan of correciian ks raquisie 1o continued

program parfielpation. ‘

s e e

Event ID: 7064 11 FacitilyiD; 10042 W St

.-
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DEPARTMENT OF HEALTH AND' HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0838.0301
STATEMENT OF CE FICIENCIES {X1) PROVIDERS URPPLIERICLIA {X2] MULTIPLE CONSTRUGTION X3} OATE SURVEY
AND PLAN OF CDRRE CTION IDENTIF (CATION NUMBER: A BLLONG COMPLETED
C .
185338 9. WiNG 12/20/2013
NAME OF PROVIGER OR SUPFLIER SYREET ADORESS, GITY. STATE, 20 CODE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD, KY 40069
(X410 SUMMARY STATEMENT OF DEFICIENCIES ‘ " PROVIDER'S PLAN OF CORRECTION (i)
FREFIX | (EACH DEFICIENCY MUST BE PRECEDEQBY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD B i GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INF DRMATION] : TAG I CROSS-REFERENCEDTO THE APPROPRIATE DATE
g , DEFICIEMCY)
i { | information regardine
F 280 Continued From page 2 | F2s0 an g =
’ \ i y procedures
. Congestive Heart Failure (CHF). Review of the : completed on th
: Quarterly Minimum Data Set (MDS) Assessment, ! p tthe
; dated 09/04/13, revealed tha facliity assessed : ; resident completed
“Resident #4 to have a Brief Interview for Mental outside the facility, oo
1 Status (BIMS) score of twelve (12} out of fifteen % such as any festin .'
i {15). Further review of the MDS ravealed tha | . Physici Y fhic g or
faclity assessad the resident as frequently ) \ } an oliice
! incontinent of bowe) and bladder; and, as ! : visits. Use of 24 hour
; requiring extensive assistance of two (2) persons ; i report as well as ;
i' for toileting. ; _‘ Physician telephone j
, Review of the Comprehensive Plan of Care, ; : orders are being used :
" dated 04/17/13, revealed the resident was at risk X 1n an attempt to :
: for alteration in bows! elimination as avidenced by - ! capture all events
_constipation. Continued review revealed oceurting for ,
i interventions which included 1o administer . . (e HIing . '
, medicalions as ordered: monitor bowel ' ; individual residents, !
" movements; perform bowel assessments, : ; BM records are also
. hy?;;a‘gofn :ﬂs_isessngoeé\;fs, and pain assessments ; being reviewed,
; Per ine facility protacol. 5 Information obtained ;
j Review of the SBAR (Situation, Background, i ; from Department \
Assesamant, request) form dated 11/02/13 at | Managers rounds is i
' 4:30 AM, and the Nursing Home to Hospital ' - being cons; ; !
. Transfer Form dated 11/02/13 at 5:00 PM, : ; e ; nsidered. A
' completed by Licensed Practical Nurse (LPN) #1, , collection of these
i revealed Resident #4 was being transferred fo  ° tems are being
the hospital related to having abdominal pain and ° ! :
* vomiting brown emesis, ; reviewed and used as
; j part of process to
, Raview of the Hospital Discharge Summary, select best course of
" dated 11/15/4 3, revegled Resident #4 was : care for resident. In
. admitted to the hospital 11/02/13. Review of the . : addition, three
_Summary revealed Resident #4 had a Right : ’
i Hemicolactomy (surgical procedure in which i o random care plans
. approximately half of the colon was, removed) will be reviewed per
oparation on 11/07/13, ' Director of Nursing or
Additional review of {he Comprehansive Plan of ; ' 'WGekl)’ to ‘
FOHM CMS-2567{02-89) P evious Vetsans Ohsotare Evant ID:-Fo84 1 Facpity I tood 12 " eontlation shaat Page 3 of 51
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PRINTED: 01/09/2014
FORM APPROVED
OMB NG. 0935-0391

STATEMENT OF DEFICIENCIES (Xt} PROVIQER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185334

(X2) MULTIPLE CONSTRUCTION
A, BUILOING

B. WING

{X3} DATE SURvEY
COMPLETED

C
12120/2013

NAME OF PROVIDER OR SUSELIER
SPRINGFIELD NURSING & REHABILITATION CENTER

STREET ADDRESS. CITY, STATE, 2IP CODE
420 EAGT GRUNDY AVENUE
SPRINGFIELD, KY 40089

SUMMARY STATEMENY OF OEFICIENCIES

{X43ID |
PREFIX | {EACH OEFICIENCY MUST BE PRECEDED BY FULL
TaG ¢ REQULATORY OR LSC IDENTIFYING INFORMATION)

D

PREFX

TAG

PROVIDER'S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOLLD BE
CROSS-REFERENGCED TO THE APPROPRIATE

DEFICIENCY) '

. {25
! COMPLETION
DATE

F 280 * Continued From page 4
i three (3) days. Tha interventlons included:
. hydration and pain assessment as needed, and
! bowel sounds assessed as neaded. Continued
j review revealed the interventions were revisad on
10/28/13 to assess bowel sounds every day until
i bowel movement and notify the Advancad
. Ragistered Nurse Practitioner {ARNP).
H
; Review of the Departmental Notes, which nurses
“documented on, dated 09/17/13, 10/29/1 3 and

_ X-rays the resuits of which indicated the resident
t had the beginning of an lleus. Review of the

, Notes revealed nursing staff was to administer

: soaé) suds enemas two {2) times and repeat the
i KUB,

i Additional review of the Comprehensive Plan of
. Care dated 11/04/13, reveated the care plan for

. beenrevised on 10/28/13, 10/30/13, 1111313,

* $1/15/13 and 11/18/13 with additional

, Interventions. However, there was no

“ documented avidence the care plan was revised
i to include speciflc interventions for prophylactic
_{precautionary) assessments and maonitoring of
 Resident #5's abdomen and bowels, in order fo
, pravent the risk for further eus. In addition,

" there was no documented evidence the

: Comprehensive Plan of Care was revised to

- though the resident was repeatedly diagnosed
. with Colonic Neus, and raquired repeated soap
suds enemas and KUB X-rays,

: revealed Resident #5 had to have frequent KUB's :
and enemas, even though the BM record ,
! indicated the resident was having regular bowel

| 11714113 revealad Resident #6 had required KUB

i Resident #5's risk for alteration in elimination had :

indicate Resident #5 was at risk for.an lleus aven |

' Interview with the ARNP on 12/20/13 at 2:20 PM,

F 280:

the update and kept
for discussion for the
QA meeting
discussion. Any care

: plan issues will be
" discussed and any
abnormalities noted
will be addressed at ;
time of discovery and .
the plan revised. '
Team will consist of
Administrator, DON,
Medical Director, SW
§ and Activity Director.
5.) Completion Date
01/21/14,

. Fasl

i.) Physicians for R- C
oon 12/20/13, R- E
i on 12/20/13 and R-
i Fon 12/18/13 were
| notified, any new
' orders obtained
were followed.
. LPN 1 and LPN 4
. were counseled on
12/18/13 per
ADON.
2.) All residents who
were receiving
antibiotic

FORM CMS-2567(02-90) Pravicus Varsions Obsokila - Event {07084 +1

FeeFiy 1: 100472 it eontinualion shael Page 50t 51
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" PRINTED: 01/08/2074

* DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIERICL A {X2; MULTIPLE CONSTRUCTION {X3} DATE SURVEY
"AND PLAN OF CORRSCYION TOENTIFICATHON HUMBER: A, BUILDING COMPLETED
c
185336 B. WING 12/2002043
SYREET ADORESS, CITY, STATE, 2IP COCE

NAME OF PROVIDER OR SUFPLIER
420 EAST GRUNDY AVENUE

SPRINGFIELD NURSING & RERABILITATION CENTER SPRINGFIELD, KY 40089
(xd) 1 SUMMRRY STAT EMENT OF DEFIGIE NCIES c o PROVIOER'S PLAN OF CORRECTION T ey
PREFIX | {EACI OEFICIENCY NUST BE PRECEDED BY FULL PREFIX |  (EACH CORRECTIVE AGTHIN SHOLLD BE COMPETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} [ 7 I CROSE.REFERENCED TO THE APPROPRIATE DaTe
3 : _ DEFICIENCY) :
T ' . compare to count ‘
F 2811 Continued From page & { Fa281 sheet to ensure i
j fesident. Howaver, raview of the Medicatlon : i totals bath match. In :
s s evedledlhe L additon, Licened
; madical en signed out a inistered i e S
] :
" for tw (2) consecutive days. ' : Nurses are to review
. i | the MAR to ensure :
_In addition, observation of the medication cart for : : the off going shift i
| Unsampled F on 12/18/13, revealed there was no ! i has siom !
iy . > ed out the
Ciprofloxacin as orderad in the cart; however, . ; . ,g .
P h i antibiotic, Al

i review of the 12113 MAR revealed the resident

had been recelving the medication daily since licensed Nurses

£12/01/13. Interview with the Pharmacis! revaglad, were in serviced on ‘
@ lotal of ten (10) tablets had been since the day’ S this topic on :
: of the original ordar 11/19/14 3. Although the P

resident should have been adminfstered & total of ; " January 10, 2014,
! thirty (30) tablets since 11/19113, onlyten {10} | This in-service was
, fablets had been sent from pharmacy and none i  conducted per
* had been removed from the emergsncy box. . i Education Training
! Additionally, although Resident E's, Augmentin i i Registered Nurse, f
1 {anfibiotic medication) ?Tg milligrams was not | ' ) In addition, these ;
- issued and sant to the fa lity from pharmacy unti : ) . :
; 12/12/13 and there was no decumented evidence ﬂm.lv sheets “rﬂ.l be , i
i : : reviewed five times

the medication was taken from the E-box, the
» medication was signed out as administered on .! per week per
12710713 at 8 PM, and 12/11/13 at 8 AM and 8 : Director of Nursing
PM. Also, although there should have been four : ;
_{4) doses left to administer, there was ten {10) or desrgn?(?. Any
abnormalities noted

! doses left to administer. '
. ' will be addressed at
! In addition, seven (7} of twenty-one {21 doses of time of disc overy.

the antibiotic Ampicillln 560 mg, ordered for ; I -
. ' ! n addition, 100 %

* Unsampled Resident C, were returmed 1o the s '

; MARS/TARS wii :

: _ . be reviewed three
The findings include: Z . times per week per
- Review of the policy titled "Physician Medication Director of Nursing

" Orders", revised Apil 2010, revealed medications : or designee to
[ ; were lo be administered in accordance with the review entire ' |

FORM CM8-2867{02-69} Previcus Versions Chyalele Evant 070441 Facdiy 10: todd12 it conlnualion sheet Paga 7 of 51
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' DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE § MEDICAID SERVICES OMB NO. 0938-03981
STATEMENT OF DEFICIENCIES (%1} PROVIOE R/SUPPLIER/CLIA JX2) MULTIPLE CONSTRUCTION (%33 DATE SURVEY
AND PLAN OF CORREC TION DENTIFICATION NUMAER: A BUEOING COMPLETED
C
165336 B.WING 12/20/2013
NAME OF PROVIDER OR SUPPL[ER STREETAODRESS, CITY, STATE, ZIP COGE
. REMABILITATION CENTER 420 EAS T GRUNDY AVENUE
SPRINGFIELD NURSING & REHABIL Cl SPRINGFIELD, KY 40088
MyD SUMMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORREC fION ) 1X8]
PREEX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL ! PREFIX 1EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG , REGULATORY OR L$C IOENTIFYING INFORMATION) ; TAG CROSS-REFERESE:FEE gég g‘J;IE AFPROPRIATE . DAfE
! i

] ; returned (o the
F 281, Continued From page 8 ) F 281! pharmacy will be :
" nurses at the time of this observation revealed if ; reviewed and :
j they had "pulted” the Macrobid medication from . _ 4
“the E-box, there would be two {2) doses ofthe ! ; compar¢ three
| medication missing from it. . times per week to i
! Physician orders i

 Interview, on 12/20/13 at 9:45 AM, with the i
facllity's Pharmacist revealed the pharmacy had and MARS  for four
; weeks , then five

" sent a full box of the Macrobid 100 mg on : :
12/16/13, and there had been no charges for the medications in the

! medication indicating it's removal from the E-box, | : return bin i
i . : T :
P 2. Further review of Unsampled Resident F's i monthly/PR]\'
. medical record, revealed Physiclan's Orders .— | thereafter, This ‘
~dated 11/19/13 for Ciprofloxacin (an antiblotic} review will be done
1 290 mgs every day prophylacticaly {for i i per Director of :
* pravention), : ) 5o s
: i Nursing or .
i H B N i
Additional observation of the medication cart on \ designee,
: 1218/13 at 10:30 AM, revealed there was no I 5 4.) Quality Assurance ,
avidence of Clprofioxacin In the cart, Interview, at : Team to meet -

; the tme of this observation with LPN#T, who _ ;
adminfstered medications to tha resident at 8:00 ; i weekly times four
AM, revealed the Ciprofloxacin was not in the weeks starting week
medication drawer. Howaver, she stated she i ! of Jannary 12, 2014

| must have pulled the medication from the E-box - ’ '

 earkier that morning because she had signed it as * then monthly and E
"administered on the MAR at 8:00 AM. ' ; PRN thereafier. :
. ' : Medication
i . r . i
! P / H i : . . .

Interview with LPN #4 on 12/18 13 at 11:00 AM, ; Administration i

. revealed she had administered and signed the j \ : )
- Clprofioxacin as administered on the MAR for the . : audits as well as :

; dates of 12/16/13 and 12/17/13; and, had : o Antibiotic flow
" re-orderad the medication on 12¢17/13. ! sheet to be reviewed
Additional observation of the E-box on 12/18/43 | andany

1 8t 11:00 with LPN #1 and LPN #4, revealed the . ‘ abnormalities noted
~amount of Ciprofloxacin In the E-box indicated . : will be addressed

. there was none missing from it. Observation of : and the plan

_tha PAR lavel revealed no missing doses of the _
FORM CMS-2587{02-99) Pravious Versions Obsclate Event 0: 7084 13 Faciily 1D; fogd12 If 2oninuation shest Page © of 51
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FORM APPROVED

OMB NO. 09380391

STATEMENT OF DEFICIENGIES (X11 PROVIOER/SUPPLIER/CLIA 1X2} MULTIPLE CONSTRUCTION IX3) OATE SURVEY
AND PLAN OF CORREC fiON (OENTIFICATION NUMBER: COMPLETED
A BUILDING
C
185338 B. WING 12/20/2613
NAME OF PROVIDER OR SUPFLIER STREETVADORESS, GITY. STATE, ZIP COOS
RSt BILITATION GENTER 420 EAST GRUNDY AYENUE
SPRINGFIELD NURSING & REHA T SPRINGFIELD, KY 40069
Qo | SUMMARY STATEMENT OF DEFICIENGIES o ! PROVIDER'S PLAN OF CORREC MON . i
BRERIX {EACH DEFIGIENCY MUS T BE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE AC TION SHOULO 8E " CoMPLETION
L REGULATGRY DK LSC IOEMTIFYING (NF ORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

QEFICENCY!

F 281! Continued From page 10
» Continued observation of the medication cart on
" 12/18/13 at 10:30 AM, raveated the Augmentin
i medfcation box showed an issue date of
' 12/1213, and there to be ten (10) doses of
f medication left fo ba administerad.

Inferview with the facility Pharmacist on 12/20/13 |
'at 9:45 AM, revealed the Augmantin was issued
, and sent the same day, 12/12/13, He siated
* thera was no E-box chargas fo indicate the
; madicatlon had been obtained from it for ihis
! resident.

! Although the medication was not Issuad and senf |

o the facliity from pharmacy unfit 12/12/3, and i

t there was no documented evidence the !

" medication was iaken from the E-box; the

i Medicalion was signed out as administered an

- 12110713 at B:00 PM, and 12/11/13 af 8:00 AM :

j and 8:00 PM.- In addition, there should have been

“only four (4} doses lefl fo ba administered; i
however, there were ten (10) doses left in the box |

“ sent from pharmacy on 12/12/13.

! 4, Reviaw of the clinical record revealed

. Unsampled Resident C was admitted bythe .

+ facllity on 07/26/12 with dfagnoses which included

- Hypertenslon and Status Pos! Cersbrovascular

! Accident {Stroke), '

! Review of the Physician Order dated 11/20/1 3
revealed Unsampled Residant C was lo receive \

. Ampicillin {an antiblotic) 500 mg three (3) times

" dally for seven {7) days, for a folal of twenty-ona

- (21) doses. Confinued review ravealed the
anfibiotic was prescribed for a diagnosis of ;

. Urlnary Tract Infaction, :

. Review of the MAR for tha perlod including

F 281

determination of
which residents may
have been affected.
All resident care
plans were reviewed
for any needed
updates on
01/20/14, This
review was done per
DON, ADON, SW
and a Registered
Nurse,

3.) Director of Nursing

or designee wiil
review resident
bowel movement
records for an
expanded period of
time, increased from
three day review
time frame (o seven
day time frame.
This review will be
conducted per
Director of Nursing
or designee five
days per week and

~ the staff Nurses will

conduct on the
weekends, Facility
will utilize the B.M
flow sheet that

FORM CAMS-2567(02-89) Previous Versions Obsoleta Event 10:708411

Fazitty I0: 100412

il continuaifon sheet Paga 11 of 51
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~ DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FORMEDICARE & MEDICAID SERVICES OMB NG, 03380391
STATEMENT OF OEFICIENCIES X1} PROVIOER/SUPPLIERVCLIA EX2) MULTIPLE CONSTRUCTION IXI0ATE SURVEY
ANQ PLAN OF CORRECTION {DENTIFICATION NUMAER: A.BULOING COMPLETED
C
195338 B.WNG 12/20/2013
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CIIY, STATE, ZIP CODE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING £ REHABILITATION CENTER SPRINGFIELD, KY 40089
(X0 SUMMARY STATEMENT OF QEFICIENGIES T PROVIOER'S FLAN OF CORREC FION g
PREFIX ; IEACH OEFICIE NGY MUST BE PREGEQED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG | REGULATORY OR LSC [DENTIFYING INFORMATION; i TAG CROSS-REFERENCEO TD THE AFSROPRIATE | DATE
) i i CEFICIENC Y}
i i ' reviewed/updated
F 281 Confinued From page 12 F 281; five times per week
* transcrlbed incorrectly, In addition, she Indicated ! ) in the moring
, alt doses of the medication ware not administered | i : S
" as evidenced by the surplus capsules. : ; mtcrdls-:ip.lmary
; i i team meetings,
{ Addtionally, the interview n)fith the Asls!sétant 5 ! : This process has
. Director of Nursing {ADON) on 12/20/13 at 4:3 )
! PM, revealed she w(as not aware of a problem | been exp anded to
_regarding the fallure of nursing staff to administer i include obtaining
t the compléte Physiclan orderad course of f further information
_ antibiotics for residents. She stated, prior to the i regarding any
; survay, the facillty was nol audifing the . ; rocedures ‘
" medication carls or conducting pllf counis to ) i p . i
; ensure medications were belng administared as | : completed outside
“orderad, Tho ADON stated the Staff ' ) the facility, such as !
_ Davelopment Nurse observed medication pass | : ot
I'randomly; and, Fharmacy also observed ; }::}i.tu}g.and ifi i
medication pass for one {1) nurse a month. i ? hysician oilice
‘ { visits, Use of 24
“ Interview with the Staff Development Nurse on : hour report as well
12120113 at 8:19 PM, reveaied she observed ' as Physician
“medication pass randemly, espacially when the .
. facllity was in the standard survey lime frame. : i telFPhODG orders are
! The Staff Development Nurse statad she was : being used in an
_ unaw;ra of any co?cerns recently in regards fo attempt to capture
! the pharmacy medication pass observation of , . .
wfthpher observalions of m%dicaﬁon pass, E’ ' all ?"B{]ts occurring
F 282 | 483.20(k)(3)(1) SERVICES BY QUALIFIED i F282, for individual :
$8=G PERSONS/PER CARE PLAN ' : residents, BM :
, o records are also
' The services provided or arrangad by the facily ; : reviewed
, must be provided hy qualified parsons in ot : N
" accordanca with each resident's written plan of | ' Information
care. : 5 obtained from
; ; Department
i ) .
: This REQUIREMENT s not met as evidenced " Managers rounds is
by: : : being considered,
; Based on interview, record review, and review of ! such as any
FORM CMS-2587102-98} Pravious Verslans Obsofele Event 10: 705411 Facitty (O, 100412 ¥ conlinuation sheel Page 13 of 51
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FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES
ANO PLAN OF CORRECTION

BXI} PROVIOER/SUPPL ER/CLIA
IQENTIFICATION NUBAIER:

(X2} MIILTIPLE CONSTRUC TION
A BUILOING

1X3) DATE SURVEY
COMPLETED

185336

c

B. WING 12/20/2013

NAME OF PROVIOER OR SUPPLIER
SPRINGFIELD NURSING & REHABILITATION CENTER

STREET AQDRESS, CITY, STATE, 2IP COOE
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F 282 Confinved From page 14 i
{ functlonal levels; If was to enhance optimal
_functioning of tha resident: and, reflect curtently
 recognized standards of practice for problem )
" areas and conditions. i

- 1. Review of Resident #4's dlinical record i
i revealad diagneses which included Paranold ’
* Schizophrenia, Diabeles Mellitus, Chronic i
. Obstructive Pulmonary Disease {COPD}, and .
i Congestive Hearl Failure (CHF). i

{ Review of the Quarteriy Minimum Data Set ;
{MDS) Asgessment dated 00/04/13, revealed tha

i facilty assessed Residant #4 as having a Brief |

" interview for Mental Status {BIMS) score of

. twelve (12} which indicated the resident was not

: cognitively impairad. Further review of the MDS _
revealed the facilily assessad the resident as g

£ belng frequently Incontinent of bowsl and bladder °
and fo requlre extensive assistanca of two 2y .

; persons for folleting.

£

Review of the Comprehensive Plan of Care dated

04/17/13, revealed a care plan which indicated

the resident was at risk for alleration in bowel
| efimination as evidenced by censtipation, Review ,
" of this care plan revealed the goal staied the :
 resldent would have a normal bowe! movement :
- (BM) a! least avery three (3)days. Funther review '

revealed the care plan inferventions included to i
- administer medications as ordered, monltor

bowsl movements, perform bowel, hydration and -
| paln assessmenis per prolocol. '

Review of the Physiclan's Orders dated October
2013 and November 2013, revealad orders for
laxatives which included two {2) scheduled, as

- well as, two (2) prn {as noaded) laxatives,

plans have been :

reviewed for any :

needed updates on '

! 01/20/14 per DON, .
ADON, SWand a

. Registered Nurse.

! 4.} Quality Assurance i

Team to meet

-weekly times four

weeks starting the

week of January 12,

2014, then monthly,

PRN thereafier, i

BM flow sheets as ,

well as care plans to '

be discussed and

any abnormatities

noted will be

discussed and the

plan revised. A

sample of five BM

records with the

care plan wiil be

j reviewed to ensure

’ that interventions
were implemented.

; Team will consist of

: Administrator,

DON, ADON,

Medical Director,

Sw.

F 282!

.
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i " i may have been i
F 282° Cron!!:."gedt Fro':n g;age 1?h 42 8Min hree (3 F 282: affected. i
1 of residents who had not had a n thrae ; ' ;
"days. She stated nurses were then fo follow . 3) Dlreqtor of
i through with admiristering a laxative. LPN #2 : i Nu1:smg or )
- stated nurses were to check the “BM Report” ' f designee will
 themselves onweekends. Confinued Interview ; review resident
- With LPN #2 revealed on 11/01/13 she would ; : bowel .
! have racelved the list of residents who had not | ' owe
; had BMs for thrae (3) days. She slaled sha did | ; movement ;
* no! recall Resident #4 being on the Jist that day; | | records for an
; and, did not remember hav!ng beern instructed fo i expanded period
assess the resldent or administer a Jaxative. In ! £ii
 addition, LPN #2 stated nurses were lochock i ot ime,
Certified Nursing Assistanis (CNAs) ; : increased from a
i docl',urnema':lon; but, did not fi}o 12!3 gsah'y. She| ! three day review
indicated she was unawars the CNAs ware no , . ,
; documenting if residents’ had BMs each shift or ! toa §even day .
not. | review, five =
_ - days per week
Interview, an 12/20113 at 10:40 AM, with CNA #1, ! : with staff
i who was assigned lo Resident #4 on 11401713 on : . nurses - |
-the day shilt, revealed CNAs documented BMs in | ' S ‘ i
! the computer; however, could not ook fo sae how completing on '
many days resldents had gone without 2 BM. o ' the weekends.
" She indicated this was because CNAs could not Facili i i
; look at more than one (1) day of documentation in ; i ty will
the computer. _ N H utilize BM flow
: : sheet that
_' lnr:erviaw. on!12!1d9§13Rat ."Jc:jaoiF;iil Miq:_/g”faa, . . includes as an a
; Who was assigned fo Residen oft ; { i
*from 3:00 PM until 3:00 AM on 11/02/13, revealed | _ component the
i Nurses were to administer a Jaxafive if a resident ' : action that is
had not had a bowel movemant in three (3) days. . i . taken for every
: LPN #3 stated if the laxative was ineffective the ' resident that has
nurse was 1o notify the Physician, She siated : : went three d
*nurses received a list of who required a prn _ . . €.days
laxafive each day. However, she indicated she | : without a bowel
- did rot recall receiving a list with Resident #4's ; . movement, All
_hameon 11/01/13. Further Interview revealed ¢ : licensed Nurses
' ‘ she did not remember anything unusual about ;
FORM CMS-2587(02-99) Pravious Yertons Gbsolete Evanl {0: 703471 Facilty 10: 1004 12 {f continuslion shaet Page 17 of 51
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F 282i Continued From page 18 T
bowel sounds, abdeminal distention and :

j abdominal pain. Further interview with the ADON :

“ revealad the care ptan should have been followed

i for this resident, i

( 2, Review of Resident #3's cfinical record i
revealed dlagnoses which includad Asthma, )
i Dysphagla, and Diabetes Mellitus. Review of the |
"Annual MDS Assessmant dated 0920113,
: revealed the facillly assessed Resldent #3 as i
having a Brief Interview for Mental Status (BIMS)
i score of fourteen (14} which indlcated the ’
resident had no cognitive deficlts. Further review
: fevealed the facllity assessed Resident #3 as f
' requiring extensive assis! of two (2) persons for
; lollefing and as frequently Incontinent of urine and
i pceasionally Inconiinent of bowel. .

I Review of the Comprehensive Plan of Care dated !

. Q4/22/13, reveated a bowe] care plan related to |

I Resident #3 baing occasionally incontinent of
bowel and had a history of constipation. Review

i of this care plan revealed the goal staled the i

_ resident would have a normal bowsel movement

- {BM] at least every three (3) days for ninety (90)
days. Further raview of this care plan revealed

¢ interventions which Inciuded the fallowing:

- medications as ordered, monlfor BMs, porform

: bowel, hydration and paln assessmenis per

~ profocol and nofify the Physician as needed. '

" Revlew of the Physiclan's Orders dated

: December 2013 ravealed orders for laxatives
which Included the following; Senna 8,8 mg-50

: Mg, two (2) fablets at night; Milralax 17 GM pro;

* MOM 30 m! dally prn; and, Bisac-Evac 10 mg

. Suppasifories one (1) dally prn.

i

_ Review of the "BM Report", revealed the resident

[

4.}

(%44 10 SUMMARY STATEMENT DOF DEFICIENCIES i 1D PROVIOER'S PLAN OF CORRECTION {X55
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FLAL " PREEIX IEACH CORRECTIVE ACTION §HOULD BE COMPLETION
TAG ! REGULATORY OR LSC {OENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROFPRIATE GaTE
‘ DEFICIENCY] ‘
i ) completion of :
F282: any assessments !

assigned.
Certified
Nursing
Assistants have
been in serviced
per Education
Training
Registered
Nuwrse regarding
the importance
of asking
residents who
independently
use the restroom
if they have had
an a bowel
movement every
shift on January
13, 2014,
Quality
Assurance Team
to meet weekly
times four
weeks starting
the week of
January 12,
2014 then
monthly and
PRN thereafier,
Bowel
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F 282; Conttinued From page 20 ; F282: :
! Review of Resident #7°s Comprehensive Plan of | 1) C']\TI'A -4 and
; Care related to bowel elimination revealed it was - -CN.A -5 have
"initiated 08/20/13 with goals which included t ; been in serviced
; normal BMs at feast every three (3) days. Further, _' on 12/20/13 ;
‘raview revealed interventions included the : i regarding th ‘
: manitaring of bowel movemeants and the garding the i
administration of medications as ordered by the ! proper
; Physician. ! procedure for
; ; erineal ]
' Review of the "BM Report* revealed no ! ; p mt? '
, documented evidence Resident #7 had a bowe! i : incontinence .'
! mavement between 09/18/13 and 09/25/13; and, = care as well as
. between 10720/ 3 and 11/03/13, i infection control
. Review of the MAR for the monihs of September, i .‘S'tandarldﬁ. This ‘
* Octaber and November 2013 revealed no : ; in-servicing was :
; documented evidence the prn stool softener was : conducted per
* 2dministered as ordered betwsen 00/18/13 and Fducation
i 09/25/13, or betwesn 10/29/13 and 11/03/13, as Traini
" per the Comprehensive Pian of Care. i L ning
; E Registered
" Review of the IDT notes revealed no documented * Nurse, ;
 evidence of discussion or further manitaring 2 Il res; A
related to Resident #7's lack of bowel movements ) f r Itdents
| between 09/18/13 and 09/25/113, or between ave the
10/20/13 and 11/03713. polential to be
i th the ADON on 12720713 af 4:36 PM affected.
Interdew wi [ on 12120/13 at 4:36 PM, 1 £
' revealed Resident #7 toileted inde pendently. The 1) A,“ C:ertiﬁed
_ ADON stated the aides were supposed to ask the : T\urgng
! resident every shift wheiher hejshe had a bowel : Assistants have
movement. Conn'nueq interview revealed the ) been in serviced
 ADON could not explain why the Jack of ; : regarding th
dacumented bowef mavements for Residant #7 | ; g g fhe
-was not discussed by the IDT on the specified proper
, dates, in order to ensure monltoring and ; procedure for
timplementation of appropriate interventions, She ! etineal/inconti
‘_ .indicated the Interventions in the Comprehensive : P neont
FORM CMS-2867(02-98) Pravious Versions Obsolaie Even) 10: 70641+ Facaly [0, 100412 ' If continualon sheay Page 210f 54
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F 309 Continued From page 22 F 30%°
! : ,

 This REQUIREMENT is not met as evidenced ! i
by: .

- Based on Interview, record raview, and review of !

. facility policies, It was determined the facility .

*failed 1o ensure Necessary care and services !
were provided for residentst physicat well-beings ; i

for three (3) of eleven (11) sampled residents : ;

. (Resicents #4, #3, and #7). The faciily failed to

follow the bowel protocof for Resident #4 who dig '

; not have bowel eliminatian for four (4) days, from |

£10/20/13 through 11/01/13. On 11/01H13,

. Resldent #4 was noted to have a distended firm i :

i abdomen and complained of abdominal paln, As )

; 2 result, Resident #4 was admitted to the hospital | !

Yon 1101413 and subsequently underwent a :
Hemicoleciomy (surglcal procedurs to remove

i approximately half of the colen}, on 11707113 for ) !
Colonlc Volvulus (a twisting of a segrment of colon i ’

i resulting In obstruction). The resident was ’ ‘
readmitted to the facliity on 11/16/13, ;

In addition, the facility failad to provide
; documented evidence Resident #3 and #7 i

experienced bowel movements for pariods ) '
- ranging from five (5) to eight (8) days. X

. Additionally, for these tesldants there was no

" documented svidence the facdity followed its

; 'Bowel Policy", regarding the adminisiration of

! laxatives as ordered by the Physician and :

. checking for bowel sounds dally unty resolved for

! residents who had not had regular bowal : )
movements,

The findings include:

i

. Revlew of the facility policy titled, "Bowe! Palicy" ;

at least the
Administrator,
DON, ADON,
Housekeeping
Supervisor, a
housekeeper or
laundry worker,
dietary worker,
C.N.A and
Licensed Nurse.
This committee
will discuss the
current
isolations,
reasons for,
proper
procedures for
such and ways
to prevent
infections,
Round table
discussion held
regarding any
questions /
concerns
brought forth
from meeting,
This meeting
will be held
weekly times

four weeks then

monthly/PRN
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‘ under the Gastralntestinal {Gl} section the nurse i
agsessed Resident #4 1o be ncontinent of bowel
-and have a history of constipatlon. i

! Review of the Comprehensive Gare Plan for ;
- Resident #4, dated 04/17/13 revealed revealed a -
tcare plan for the resident being at risk of :
- alteratlon in bowa! efiminatian as evidenced by

- constipation The goal stated the resident would
. have a normal bowel movement at laast every
Fihree (3) days. Interventions included to
, administer medications as ordered, monitor
! bowel movements, perform bowel, hydration and
' paln assessmenis per protocol,

f

! Review of the Physician's Orders for October
i 2013 and November 2013, revealed the following
“orders: Senokot-S (ajaxative medication) B.6.50
; milligram {mg) lablets, one tablet twice a day

" scheduled; Miralax {a jaxative medication}t7

. GM's {grams) daily scheduled; Dulcolax (a
'laxative madication) 10 mg’s by mouth twice a
i Aay prn (as neaded); and Milk of Magnesia {a
“‘axative medication) 400 mgfs millliiters {mi)

; Suspansion, give 30 mi by mouth twice a dayprn
* for consiipation,

' Review of the computerizad “BM Report™, . ?

. revealed Resident B4 had & large BM on 10/20/13

" which was documented at 1:1§ PM. Continued

 review of the "BM Repori” revealed no .

“documented evidance the resident had BMs from !

. 10/28/13 through 11/01/13 {4 days). Further

" review revealed staff had not documented each

. shift per the facility’s policy.

I
Interview, cn 12/20/13 at 10:40 AM with Certlfied :

: Nurging Assistant (CNA) #1, revealed CNAs were

STATEMENT OF DEFICIENCIES {Xf} PROVICE RSUPPLIERICUA (X2} MULTIPLE CONSTRUG TION IX3; DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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x4110 | SUMMARY STATEMENT OF OEFICENGIES o PROVIDER'S PI. AN OF CORRECT)ON ey
FREFIX | {EACH DEFICIENCY MUST BE PRECENER BY FULL PREFIX . {EACH CORRECTIVE ACTION SHOULO BE | COMPLETION -
TAG REGULAT ORY OR LSC {OENTIFYING INFORMATION) ) TAG CROSS-REFERENCEQ TO THE APPROPRIATE DaTE
i i QEFICIENCY) ;
!f 3 ' expanded _
F 309! Continued From page 24 i F 309? Infection
. Set assessment form dated 09/28/1 3, revealed - : Control :

Committee will ;

i be included ,

the QA process i

[ by having one ;

member attend 4

. the QA process
! by having one
: member attend
to discuss any

concerns of
committee.

the plan rev
at that time,

Team will

consist of

Adminisirator,
DON, ADON,

Medical

Director, and

: SW,

abnormalities :
noted will be C
addressed and

5.) Completion
Date 01/24/14,

n

the -
Any

ised
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]

F 309 Continued From page 26 F 309;
, abdominal assessment which included bowel [ ;
t sounds; and, no reference to Resident #4 having i
no bowel movement during this time frame. ! i

lnterw‘ew with LPN #2 on 12/19:13 at 3:00 PM,
revealed she was assigned to Resident #4's care ;
. on 11/01/13 on the day shilt. She stated on wesk

;days the Director of Nursing (DON} and the )
! Assistant Director of Nursing (ADON) were to ! ;
check the "BM Repori” each morning and give : |

t nurses the list of resldents who had not had a BM ' , ’

{ In three (3) days. According to LPN #2, nurses :
* were to follow through with admmlstenng a -
laxative. She further staled on weekends nurses

{ were responsibla for checking the "BM Report”.

| LPN #2 confirmed 11/01/13 was a Friday, and
she would have received the list of residents' who

. had not had a BM from management. She ; .

. Indicated she did not remember Resident #4 : ;
being on the iist she recelved; and, did not
remember anyone instructing her to assess the |

i resident or administer a laxative. The LPN stated :

| she did remembar giving Residant #4 hisiher

" scheduled Mirslax the morning of 11/01/13 which -
the resident consumed, She stated Resident #4 |
drank some Sprile {a soft drink) later that day and
" vomited at approximately 2:30 PM. She Indicated .
the vomitus was dlear like the Sprite shathe had

_been drinking. LPN ¥2 siated after Resident #4

! vomited she complefed an abdominal ]

" assessment which revealed the resident's i '
abdomen was not firm or distended, and there

: were positive bowel sounds. According fo LPN

. #2, she nolified the Advanced Registered Nurse
Practitioner (ARNP) of Resldent #4's vomiting,
which she thought was the result of allergies and

; mucous and did not chack the resident's "BM

' Report”. LPN #2 stated she did not receive any
new orders from the ARNP, Centinued interview : :

Event 10:705411 Fadility 13 100412 H sonlinuation sheal Page 27 of 51
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F 309? Caniinued From page 28
ever remember the resident having any
_ abdeminal distentian or vomiting.

!

i Inlerview, on 12/20/13 at 5:00 PM with CNA #3,

| 1evealed she was assigned to Resident #4 from

i 11:00 PM on 11/01/13, through the marning of

1102/13. She stated the resident had no
complaints throughout the night, and, she was
unaware of the resident having any abdominal

. distentian, pain, or vomiting.

Review of the SBAR (situation, background,
assessment, request) form dated 11/02/13 and
timed 4:30 AM, completed by LPN #1, revealed
Rasident #4 was experlencing abdominal pain
, and had vomiting with brown emesis. Review of
: the "Nursing Hom & to Haspital Transfer Form"
| dated 11/02/13 at 5:00 PM, complsted by LPN #1, :
! revealed Resldent #4 was being transfarred fo

{
; the hospital related to the abdaminal pain and

" vontiting.

Interview, on 12/19/13 at 2:30 PM with LPN #1, ;
: revealed she normally worked day shift and part
i of the daily process was for nurses to check the
{ AccuNurse compuiter program o review the "BM
i Report®, She stated if nurses noted residents
who had not had a BM In threa (3) days the nurse -
wss ta administer a laxative or notify the :
. Physiclan jf a laxative was not orderad, She
i stated sometimes the 10T Notes related to the
1 BMs were given o the second shift nurse 1o
 administer the laxative and follow up. LPN #1 |
- further stated she arrived at work the morning of
110213 al 3:00 AM, and was fcld by the CNA
caring for Resident #4, she could not ramember
who this was, the resident was complaining of
his/her "belly hurting”, She stated she checked ;
. the resldents vilal signs, completed a pain '

|
F 309!
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F 308 Continued From page 30
i extensive Right Hemlcolectomy (surgleat ; 7
procedure in which approximately half the coton !
j |s removed) was performed, The discharge '
! diagnoses included Colon Volvulus, lleus and i |
Intestinat Obstruction. : :

RS N

- Interview with Resident #4's ARNE on 12/20/13 at ' !
; 2:20 PM, revealed it would be hard to say if a A
¢ Volvulus could oceur from not having a BMfor | ! i
five (§) days. She stated her expectation was :
 fesidents would have a BM at least every three
! (3) days; however, that would also depend on | !
what was normal for each resident. Further .
| Interview revealed the facility's bowe! paliey : j
? shouid have "caught” this resident not having had - _
a bowel movement with follow through for i i
; laxatives as nes ded. ' ! ‘
2. Review of Resident #3's medical recard ! ' !
. revealsd the facility admitted the resident on )
07/01/12, with diagnoses which included Asth ma, . i
. Dyaphagla, Diabetes Melitus and history of ’
i Constipation, Review of the Annuat MDS
“ Assessment date d 09/20/1 3, revealed the facility :
. assessod the resident to have a Brief Inferview .
* for Mental Status of a fourteen {14) which : 3
indicated the resident had no cognitive i
j impairment. Further review of the MDS revealed :
! the facility agsessed Resident #3 to require :
. extenslve assist of two {2) persons for tolleting;
. and, as frequently incontinent of urine and ;
occasionally Incontinent of bowel. '

* Review of the Comprehensive Plan of Care for | i
Resident #3, dated 04/22/13 revealed a bowel :
. care plan related to resident baing occasionally
"incontinent of bowel and a history of constipation,
The goal stated the resldent was to have a ;
; hormal bowe! movement at least every three {3
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F 308 Continvad From page 32 ‘' Fagg
" 12/08/13, seven (7) days after the last racorded ; i
i BM. Review revealed the rasident received MOM )
1 400 mg/5 mt suspension, 30 m's on that date,
. Continued review of the MAR revealed pain
! assessments were completed on all three {3} ; |
shifts from 12/03/13 to 12/06/13; and, hydration )
j assessments were completad on three (3) shifts ; {
on 12/03/13, on two (2} shifts on 12/04/13, three :
; (3) shifts on 12/06/13 and two (2) shifts on ; ! :
- 120TH3. Further revlew of the MAR revealed ) )
bowel sounds were to be agsessed every shift . i
i starting on 12/06/13; however, Resident #3's ! i
, bowet sounds were only monitored on two (2) )
i shifts on 12/07/13, 12/08/13 and 12/10/13 and on |
“only one (1) silft on 12/00/13. ;

- Review of the "Departmental Notes", which . i

. nursas documented on, dated 12/02/13 through : ’

' 1210113 revealed no documented evidence i :
Resldent #3 had not had a BM during this time | ;

| frame. ; '

: Further Intarview an 12/20/13 at 6:00 PM with the )

ADOCN revealed if a resident did not have a BM In | j
 three (3) days, the bowel policy was to be ‘
* followed.

5 3. Review of Resident #7's clinlcal record
revealad the facillty admitted the resident on ; )
- 01/22/13, and readmitted on 07/17/13, with f {
dlagnoses which Included COPD, Chronic : i
; Lymphoeytic Leukemia and Constipation, Review ' :
of the Quarterly MDS assessment dated 10/23/13 :
- revealed the facility assessed Resident #7 10 .
“have a BIMS score of six (6) which indicated the ; -
resident was cognitively impaired. Further review ' i
f of the MDS reveated the facilty assossed :
Resident #7 to require supervision of ona{7) staff - : . ’
 for toileting; and, to always ba continent with ; . l
Eveal 1D 70841 Facilyy 1D: 1004 12 i continualjon shaet Pags 33 of 51
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F 309 Continued From page 34 : F 308
H

! bathroom and tollet independently. Contlnued !
; intarview revealed staff was not usually present | ; .
g when the reskient toileted. Resident 47 stated i !
- staff “sometlmes” asked if the resident had a ‘

. bows! movement. ' ! i

| Interview with the ADON, on 12/20/13 at 4:35 PM, ; ' ]
. revealed she acknowladged the 1DT did not i
} address Resident #7's lack of a bowel movement
" from 09/18/13 through 09/25/13; and, 10/29/13 !
through 11/03/13. She stated each instance
I should have been discussed and she was not .
" sure why it had not been. She further stated § i
. Resident #7 was able to tollet indepandently. :
» Continued Interview revealed the aldes were to .
" @sk each Independent resldent, every shift, if they :
. had a bowsl movemaent so it could ba
i documented. Review of the MAR with the ADON :
' revealed there was no documented avikence the
PRN (as needed) medications were given as . .
| ordered by the physician and as directed bythe | -
" bawel pratocal, :

i tnterview regarding the facility's policy and ! : :

- procedures, on 12/20/13 at 2;30 PM with the . ‘

, ADON, In the absence of the DON, revealed

1 CNAs inputted residents' BMs In the computer;

“the DON "pulied” the "BM Report® Monday 5 !

through Friday; and on weekeands the shift nurse | ‘

¢ "puiled" the "BM Report”. She stated the DON

“ monitored to ensure residents did not go over

. three (3) days without a BM; and, also monlored !

- to ensure the documentation was complete. i

- Continued interview with the ADON, revealed the | :

. DON was 1o give the list of residents, who had

: not had a BM jn three (3) days, to the nurge after ;

" the IDT meetings. According to the ADON, the
Staff Development Nurse was in charge of

i ensuring nurses followed throtigh with
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F 315 Continued From page 36 i F315

assassment, the facllity must ensura that a ;

i resident who enters the facifity without an . }

: Indwelling catheter is not catheterizad uniess the | !
resident’s clinlcal candltion demonstrates that :

; calheterization was necessary: and a resident :

| who is incontinent of bladder recelves appropriate |

! treatment and services to prevent urinary fract ¢

Infections and to restore as much normal bladder

i function as possible. : i

-

i This REQUIREMENT s not met as evidenced : ;
| by: : :
- Based on observation, interview, record review, i :

. and review of the faciity's policy, Kt was ! i *
j determined the faclity failed to ensure a resident : ;
F who is incontinent of bladder receives appropriate
treatment and servicas to prevent Urinary Tract i
. Infections (UTT's) for one (1) of eleven (#1) :
i sampled resldents (Resident #8). ‘ i : ;

Qbservation revealed staff performed pgor : . ;
¢ infection control technique in performing perineal | i ;
i carefincontinence care for Resident #8 who had a : !

history of Urinary Tract Infections (UTI's). This : .
. Included the failure to provide hygienic care when - ! 5
| removing a solled brief and applying a new cne, -
" and fallure to wash hands after R

perinealincontine nce prior to touching objects in ! . H )
i the room and prior to exiting the room. : i
| ; i :
* The findings include: : : ;

i Review of the facility's "Guidelines for Providing
" Perleare”, inservice dated 08/08/13, reveale d

cleanse a woman's vulva or the man's penis _ i
: before the peri-ractal area s cleansed, washing
! frantto back, rinse the skin thoroughly to remove |

_soap, patthe skin dry, remove your glovesand - i
FORM CHS-?SB?{I]?-Q‘D] Pravious versions Obsaleia Evenl ID: 7064 14 Facifiy ID; 100412
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F 316 Continued From page 38

incontinence care. With the same soiled gloves,
; CNA#4 placed a mechanical lift pad under
| Resident #8, moved the mechanical ift to the
' bed, attached the lift pad to the mechanicat Iift
and asslsted the resident to the wheslchalr, CNA
i #4, with the same solled gloves, straightened and
' pulled the bed linens back up on the bed, opened
the resident’s door and exited the room with the

| Further observatlon revealed CNA #4 disposed of

re-entered Resident #8's room to wash her

; hands. Durlng the procedure CNA #5 assisted
| with mobility of the resldent in the bed and

f transferring the resident to the wheselchair.

, Interview, on 12/18/13 at 4:50 PM, with CNA #4

{ and CNA #5, revealed Resldent #8's brlef was

i "barely wet”; hewever, if the resident had been
very wet, they would have cleansed the vagina
front to back with perl-wash. CNA &5 stated if a

| resident was just wet with utine, she would

resident. CNA #4 stated she should have

*and vagina prior to placing a new brlef for -
Resldent #8. CNA #4 further stated, she should
have washed her hands after petforming

: Inconlinence care for the resident and bafore

*touching objects such as the mechanfcal lift, the
bed linens, and other objects in the room, and

1 rooms. CNA ##4 stated she had training on
perineal care on hire In October 2013; however,
was never chservad by a facllity nurse for
compatency.

* Interview, on 12/20/13 at 8:40 AM with the

! to the resldent without performing perineal care or,

hag of soiled attends without washing her hands. :

! the plastic bag In a trash cart In tha hall, and then |

should have washed her hands prior to exiting the

1

H
F315:

3

i

i

P
i

]
1

i
H

“normally place a new attends without washing the .
|

: provided perineal care, washing the perineal area
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e | | 01/13/14 have been in- f
F 441 | (C‘;”':‘“?d i:"m pa{ge 4:5 z " . P4 serviced as well. This in-
{ (2) The facility must prohibit emp! oyees with a : .
communicable disease or Infectaed skin tesions ’ SCIVICG'WHS co'nc_lucted per
i from direct contact with residents or thelr foad, if i ; Edu‘canon Training :
diract cantact will transmit the diseasa, 1 Registered Nurse, Random i
i {3) The facllity must require staff to wash their : ; observations highlighting :
- hands after each direct resident cantact for which ! " the infection control
i hand washing Is indicated by accepted E h
-t professlonal practice, ! PfﬂCf{CBS: such as hand 5
_‘ ' I washing, per-care ‘
i EC)r:m:rTe; must handle, store, process and | , observa!ions, donning and |
arso st handle, store, s ‘ ; . .
j ransport linens so as to prevent the spread of | _= ta‘kmg oft PPE equipment
Finfaction. i . will be observed per
. i Education Training
! i Registered Nurse or _
: This REQUIREMENT is not met as evidencad . designee times four wecks '
“by: | i then monthly and PRN
- Based on observatian, interview, record review ¢ . thereafler. Any !
! and review of the facility's policfes and guidefines, ' b aliti Y ted duzing
, It was determined the facllity falled to establish | aonormalities hoted during - '
i @nd maintain an Infection Contral Program i these observations will be
~deslgned to provide a safe, sanitary and ; addressed at time of
: comfartable environmant and to help prevantthe iscove on hi i
" development and transmissian of disease and discov r)I, Up lllure, a‘il !
. Infection for five (5) of eleven {11) sampled _ new employees wiilreview
* residents (Resldent #8, #10, #6, #7 and #9), ! . the hand washing/isolation
| Observalion of staff durin tsion of : ! precautions with the
1 Observation of staff during the provision o i _ ‘ '
 perineal care/incontinence care for Resldents #8 i Eduf:auon Training
; and #10, revealed staff fafled lo cleanse the ~ Registered Nurse. Proper
 resldents’ perineal area after removal of a wet, - cleaning procedures for
sviled briefs and before applying new briefs. i ersonal equipment {o be
: Staff falled to wash hands after : Pm nitore dq f urs
perineal/incantinence prlor to touching objects in 0 pern ISing
- the residents* roams and prior to axiting the . management, which
* rooms, " consists of DON, ADON,
: i Education Trainin
! Observation revealed a Respiratory Therapist £ .
Faciily O; 1004 52 t continuation shest Page 410f 5%
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(XA 1D | SUMMARY STATEMENT OF DE FICIENCIES 10 PROVIOER'S PLAN OF GORRECTION I oy
PREFIX {EACH QEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORREC FIVE AGTION SHOULD BE U comriEnon
TAG REGLAAT QRY OR LSC IDENT IEYING INFORMATION) ; TAG | CROSS-REFERENCEQTO THEAPPROPRUATE OATE
i i : OEFICIENCY} i
' ! ? for. X
. . ! » proper procedures for
G o stetwire |1 swhand vays o preves
enapplied a naw wi i f : : ‘
| performing perineal care or incontinence care. ; lr?fect1qn s. Round tab[_e é
Continued observatlon revealad CNA #4, without ! chscuss:ox'm held regarding
} remaving her solled gloves, placed a mechanica! | any questions/ concemns
+litt pad under Resldent #8; moved the mechanicat - ; brought forth from meeti
lift to the bed; attached the ift pad to the !  rhis fn ceting will bmhel;ng.
I‘ machanical lift, and, assisted the resident to i ; - ng will be'he
his/her wheelchair, Observation ravealed CNA ; weekly times four weeks
#4, with the same contaminated glaves, pulled then monthly/ PRN
| tha bed linens back up on the bed; opened the | thereafter
“resident’s door and exited the room with the bag A i 4 ali ) f
; containing the salled briaf. Further bservation | f ) Quality Assurance ) :
 revealed upon entering the hall, CNA #4 disposed | : Team to meet weekly times !
of the plastic bag with the solled brief In a trash | I four weeks starting the ;
. cartlocated there; and, then re-antered Resident ' : ;
" #8's room to remove her gloves and wash her week OfJanuary 12,2014, :
hande . i then monthly and PRN
g , thereafter. Information such ‘
2. Observatlon of perinealfincontinance care for as numbers of infecti
; Resident #10 on 12/18/13 at 4:40 P, revealod | will be discussed 1o e
: GCNA#4 remaved the salled brief, and placed It in ! pe discussed to ensure
a plastic bag. She was ohserved to spply i safe infection control
i Perwash (a cleansing agent) ta wat wash cloths, “ practices are being utilized,
" and cleansed stool from the resident's buttocks : Any isolati
, And anal area; howaever, sha did not perform f . Y ; da 19? procedure
i perineat care {dleansing tha vulva area), ;  lssuesidentified to be :
Continued observation revaaled, without ; ; discussed and any i
; removing her glaves or washing her hands, CNA ! i abnormalities noted will be )
" #4 applled a clean brlef to Resident #10; asslsted ‘ i
, the resident up in the bed by touching the ‘ , addressed and the plan
i resldent’s shoulders; placed a cushion under the ; ? revised at that time, The
resident’s legs ard pulled the covers up, : expanded Infection Control
; Observation revealed CNA #4, with the sama Committee wil[ be included .
" contaminated glaves, used the bed control to in the QA process b :
_tower the bad; opened the residents door; and .- /L process by
+ exited the room carrylng the bag with the soilad ; having one member attend
brief. She was observed to discard the bag in the - the QA meeting to discuss
trash cart located in the hall, and re-entered : any concerns of that
L - Resident #10's raom to wash her hands, , y tha ‘
Facifily 10: 100412 If conlinuaiion sheet Page 43 of 63
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F 441 {Conﬁnued From page 44
i guldelines related to perineal care.
I

. 3. Review of the faclfity's "Contact Precaution
! Palicy”, undated, revealed Contact Precautlons

weore to be implemented for residents known or
i suspacted to be infectad with microorganisms
" that could be transmitted by direat contact with
] the resldant; or indjrect contact with

gloves and washing hands, the policy prohibited
; the touching of potentially contaminated

room,

" Review of the Hospilal Discharge Sum mary for
; Resident #8, revealed tharesident was

* discharged on 12/09/13, with dlagnoses which

; Included Pneumonia with Klebstelta (a form of

| bacterial pnaumonia), Preumanta with

_ Carbapanem-Resistant Entercobacteriaceae

i {CRE) positive (bacterla that are difficult to treat
" because they have high levels of rasistance {o

. gram negative bacteria)-CRE pasitive.

1
Raviaw of the Physlcian's Qrders dated

: December 2013, reveated orders for cantact
precautions. Furthar review raveated an order
dated 12/10/13 for Tygacll {an antibiotic

: medication) 30 miltigrams {mg) IV {intravenous)

i environmental surfaces or items jn the residants

i
E

" envlronmental surfaces; or resldent care items in :
the resident’s environment. Revlew of the saction |
}retated to gloves and handwashing revealed stalf
wére to remove gloves and perform hand hyglene :
i prior to leaving a resident's room, After removing

i

; antiblotics), and Urinary Tract Infection {UTH with i'
* Klebsiella Pneumonia and Morganela Morganli (a

i

:
Fddl

_ Bvery twelve (12) hours for seven (7) days.
i
“Observation, on 12/19/13 at 1006 AM, revealed
: GNA #6, CNA #7, and Respiratory Therapist (RT)
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donned PPE appropriately. She Indicated she : ;
; had performed inservices on 12/09/13, 12/10713, i
: and 12118/13 related to PPE and handwashing. | '
She statad In addition on 12/04/13, she did an : i .
- inservice on contact, droplet, and handwashing ! |
tfor alf staff Including mainfenance and : ‘
housekesping. The Staff Development Nurse ) i ;
: stated she dld not do the inservice with RT #1. : : J
j
4. Dwring &n interview with Housekeeper #1, on
; 12719113 at 8:30 AM, related to Infection cantrol
[ within the facility, Housekeeper #1 staled : i
housekeeping staff ransporied the red btohazard :
; waste bags out of isolation rooms, through the ! ) :
{ laundry area and out the door to tha courtyard :
“where the blohazard bin was located. ; )

| Observation, on 12/19/13 at 8:45 AM, revealed
* the biohazard waste bin was outside In the I

. Courtyard; and the only door o the blohazard bin i
j was on the clean side of the taundry area which )
“ Contained the dryer and the folding table for the
. clean clothes,

' Interview, on 12/19/13 at 8:45 AM, with the :
. Housekeeping Supervisor, revealad ; :
1 housekeeping staff removed the red bichazard i
" bags from the lsolation roams: and took them _
from the hall through the Jaundry area to the 3 :
; biohazard bin located ouiside the laundry door in z :
“the courlyard. The Housekee ping Supaervisor
Stated housekeeping stalf had to carry the
; bichazard waste bags past the clean side of the
{ taundry which housed the dryer and the folding
tables in order to get to the blohazard bins, She
; Stated t was not the best sliuation and thought -
! the biohazard bins could be moved. ! . !

H

[ . Interview, on 12/20/13 at 8:40 AM, with the
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“without any PPE in use. LPN #1 stated Volunteer -
i #1 should not have enterad the room without
I donning a mask, gown and gloves.

{ Interview with the ADONinfaction Control Nurse,
“on 12/19/13 at 11:02 AM, revealed volunteers i
. shoutd not enter any resident Isplation rooms ’
i without using the proper PPE.

. Interview with the Staff Development Coordinator,

;0N 12/20/13 at 8:20 PM, revealed she snsured i
every staff member, from evary department,

- feceived education on jsolation proceduras,

“including droplet pracautions. Continued
intarview revealed she had heen made aware of
the jncident involving Volunteer #1 and Resident

- #7; and had subsaguently provided education to
Volunteer #1. She stated, prior to thig incident,
outside volunteers had not been Included in

i training sesslons related to jsolation proceduras,
Howavet, she indicated they should have been.

: 8. Review of the facility's policy titled,

" "Clostridium Difficile”, revised August 2012,

, revealed resident tems with fecal solling,

- inciuding badpans, should be disinfected with an

. such as, a bleach and water solution,

i
Review of Resident #9's dlinical fecord revealad

- the facility admitted the restdent on 08/28/13, with

: diagnoses which Included Status Post Open :
Reduction and internal Fixation of a Left Famoral
Head Fracture. Continued review reveated

+ Resident #9 had also been diagnosed with
Clostridium Difflclle infaction, and treated with
antiblotic therapy, on four occasiens since

: admisslon, Glostridlum Difficile is a bacterial

[ _infectian of the colon manifasted by frequent

agent recommended for Clostridium Difficile, :
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the failura to disinfect and/or replace Rosident

_In the resident’s recurrent infections,

ton 12/20/13 at 6:20 PM, revealed all staff was
. tralned on contact precauttons and isolation

i regarding disinfaction of bedpans.

t #9's bedpan after use, could have been a factor

. Intervlew with the Staff Davelopment Coordinator, |

environmental surfaces and parsona! equipment, ’
! including bedpans. Continued interview ravealed

{ procedures for rasidents with Clostridium Difficile -
“infection. She stated each infected rasident was
| i hava a designated (not sharad) commode or

" bedpan; however, she did not train specifically
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