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The statements contained in this ptan of corrections
F 000 | {NITIAL COMMENTS - F 000| are not and admission and do not constitute
' agreement with the alteged deficiencies herein,
A recertilication/abbreviated survey (KY #1 8917) To remain compliant with all federal and state
was conducted on 0821712 through 08/24M2 10 regulations the facility has taken or will toke the
determine the facility's comptiance with Federal fotlowing actions set forth within the fotlowing
requirements. The faciiity failed to moet corrections. 7
minimum requirements for recerlification with the The following corrections constitute the facility's
H Hrztl
highest S_IS of an™E". KY #1891:1’ was compliance such that alt deficiencies cited will be
substantiated with deficiencies cited. corrected by 9721712,
F 157 | 483.10(b)(11) NOTIFY OF-CHANGES F 457} 1. This resident no longer resides in the facility.
§8=D (lN‘JURWDECLlNEIROOM' ETC) 2. All residents have the potential to be afTected.

3. Nursing staff will be educated by in-service on
policy regarding notification of change. Review
of past thirty days of documentation
wifl be done fo ensure to identify any other
concenis.

4. Nursing documentation wilt be reviewed by
DON or designee daily and any issues wil]

A facliity mus} immediately Inform the resident;
consulk with the resident's physlcian; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which rasulls in
injury and has the potential for requiring physician
interventton: a significant change in the resident's

physical, mental, or psychosocial status (le., a discussed in the daily interdisciplinary meeting.
deterloration In health, mental, of psychosacial All findings will be reported to the Quarlerly

stalus in either life threatening conditions or Patient Care Commitice meeting.

clinical complications); a need fo alter treatment 5. Date corrcetive action will be corrected for F 157 09/21/12

significantly (i.e., a need to disconlinue an
existing form of lreatment dug fo adverse
consequences, or lo commenca a new form of
treatment); or a decision {o {ransfer or discharge
the resident from lhe facility as specified in
§483,12(a).

The facitity must atso promptly notify the resident
and, if known, the resident’s legal representative
of interested family member when there is a
change in room of roompate 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)(1) of
this section.

L ABQRATORY DIRECTOR'S OR W\DER’SUPPLIER REPRESENTATIVE'S SIGRATURE TITLE (X6} DATE"

Jaamave e - | ,/Adm inesirator qlaoliy

Any deficlency stalemedt @ ing viith an astarisk {*} denotes a deficlency which the lnstilulion may be axcused from correcting providing itis determined that
olher safeguards providl sfficient protection lo the palients . (See fnstructions.) Except for nussing homes, the findings staled above are disclosable 90 days
foliowing the data of survey whether of not a plen of cosreclion Is provided. Fof nursing homes, \ha above findings and plans of codrection are disclosable 14
days following Lhe data Lhese documents are mads available to lhe facllity. ¥ deficlancles are cited, en approved plan af correction Is requisite lo coniinued

program particlpalion.
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The facility must record and periodicatly updale
the address and phone number of the resident's
legal representative or intefestad family member.

This REQUIREMENT is not met as evidenced
by:
Based on interview, closed record review, review
of the facility's policy/procedure, and the
hospital's discharge summary, it was determined
the facility faited to consult/notify the physician
related to a significant change of condition for cne
resident (#14), in the selected sample of fourteen
(14) residents. The facllity falted to follow the
"Nolification of Physicians" policy/procedure. On
05/13/12, the faciiity fafled to notify Restdent
#14's physician when he/she presented with a
decline in appetite, decreased responsiveness
and a blood pressure of 80/48 mm/hg {normal for
this resident was 130/70 mm/hg 1ange).

Resident #14's family member notified the
physician, and the physician notified the nurse
who was instructed to lransfer Resideni #14 to
the hospital.

Findings include:

‘A review of the facility’s policy/procedure,
"Notification of Changs," revised 01/11, ravealed
"he resident's physician must be notified when
ihe resident experiences a change in condition.”
The physician shouid be immediately nofified
when a resident's systolic blood pressure (top
numbar of biood pressure) Is less than 90 mm/hg
unless the values are consistently {his tevel and
the physician is aware.

A closed racord review revealed the facility
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admilted Resident #14 on 04/23/11 with

diagnoses to include Hypertension, Dementia,
Urinary Tract infeclion, and Dementia. Ateview of
the tesident's vital signs form revealed blood
pressures taken from 04/26/11 through 07/03/12
ranged from 120-140 mm/hg {systolicy60-80
mm/hg (diastolic). Additionally, a review of
Resident #14's intake records, dated 05/2012
revealed the resident usually ate 100 % of
breakfast and 75-100 % of lunch and supper.

A review of a nurse's note, dated 05/00/12 at 9:00
AM, rovealed Resident #14 was up in his/her
wheslchair. The resident was on Levaguin and
Macrodantin related to UTls, and the faciiity was
awaiting ihe resulls of a urine cufture and
sensilivity. Further review of a nurse's note,
dated 05/09/42 at 12:45 PM, revealed the
restdant's white blood count was increased, the
physician was nolified, and an order was recelved
for Rocephin {antibiotic} one gram {gm)
intramuscular {IM) imes one. On 05/1 0/12 at
§:30 AM, Resident #14 complained of abdominal
cramping, nausea, and loose stools. The
physician was notified with an order received for
imodium. On 05/11/12 at 1:00 PM, the purse
praclitioner was at the facility and ordered a stool
culture and lo check stools for occult blood. At
6:00 PM, Resident #14 was propelling seli around
the facliity in hismer wheelchair. Review of a
nurse's note, dated 05/12/12 (Salurday) at 5:00
AM, revealed the resident was alert, resting
quietly, and coniinued to have loose stools. The
resident's biood pressure was 130/82 mm/hg.
Review of the nurse's notes, dated 0671212 at
2:15 PM and 2:30 PM, revealed Resident #14
had hvo episodes of loose stool, was very
sluggish, ate no breakfast or lunch, and was
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Continued From page 3

siiting at the nurse's stalion asleep with a blood
pressure of 128/78 mm/hg. On 051212 at 10:00
PM, Resident #14 was lethargic, speech was
clear but very soft, required constant cueing to
take fiuids, color was pale and blood pressure
was 128/74 mm/hg. The resident also had two
mofe loose stools. On 05/13/12
(Sunday-Molher's Day) at 44:30 A, the resident
would not open his/her eyes, but responded wilh
a very low voice. The resident only ate a few
bites of breakfast, and had two more foose stools.
At that ime, the resident's blood pressure was
80/48 mm/hg.

An interview with Resident #14's family member,
on 0B/24/12 at 1:30 PM, revealed he arrived at
the facility on 05/13/12 around funch {ime. He
stated the resident was in hisfher room in bed
and was unresponsive. The nurse came Into the
room and stated the resident’s blood pressure
was "eighty-something over forty-something." He
asked the nurse if she had contacted the
physician and was toid the resident's physician
was not on call. He staled he was informed that
the resident was in a deep rest and hey would
conlact the physician on Monday. He laft the
facility and the more he thought about what the
nurse said, the more concermed he became, S0
he decided lo contact the physician himself. He
(ovealed that he contacted the physician about
the resident's condition and the physician
contacted the facility. Tha resident was then sent
out lo the hospital. -

interview with Cettified Nurse Alde (CNA) #1, on
08/23/42 al 10:00 AM, revealed the resident's
condition had declined and the resident was not
ihe same. The resident was having diarhea,

F 157
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The CNA revealed the family had visited Resident
#44 and was concerned about the resident's
condition.

Interview with Registered Nurse {RN)#2, on
08/23/42 at B:45 AM, revealed she did not see
any reason to send the resident out to the
hospital or to notify the physician. She revealed
she notifiad the family member. and let him know
(hat the resident was having locse staols. She
recallad the family did not request to have the
resident sent out to the hospital.

interview wilh the Direclor of Nursing {DON}), on
08/24/12 at 2:00 PM, revealed she relied on her
nurses’ decisions; howevar, she probably would
have contacted the physician,

A review of lhe hospital's discharge summary,
daled 05/16/12, revealed final diagnoses o
Include Urinary Tract Infection, Clostedium
Difficile Colitis, Sepsis, and Acute Renal Failure.
483.13(c) PROHIBIT
MISTREATMENTINEGLECT!MISAPPROPRIATN

The facllity must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residenis
and misappropiiation of resident property.

This REQUIREMENT is not metas evidenced
by:

Based on Intendew, closed record review, teview
of the facility's policyfprocedure, and the facility's

F 157

F 224

I. This resident no longer resides in the facility.

2. All residents have the potential to be affected.

3. Staff education wilt be completed by 9/20/12
on the policy of abuse and neglect and reporting,
Review of past thirty days of doeutnentgaiion
will be done o ensure Lo identify any other
concerns.

4, On going daily review of documentation will
be comploted and discussed at the daily
interdisciplinary meeling, Any reportable evenl
will be jeporied as defined in the CM3

operations manual.
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final Investigation Report, it was determined the
facility failed 1o ensure writlen policies and
procedures were implemented that prohibit
neglect of residents for one resident (#14), in the
selecled sample of fourteen {14) residents. The
facility falled to implement the Abuse and Neglact
pollcy/procedure as evidencad by the fallure to
identify an allegation made by Resident #14's
family as neglect, according to the policy's
definition of neglect. This failure prevenied the
facility from notifying lhe State Agencles aboul the
allegation, Furthermore, lhe facility falled lo
conduct a thorough investigation, having only
interviewed one staff member regarding the
incident, Additicnally, due to the faiture of
identifying the allegation as neglaect, this
prevented the facliity from reporting the
investigation results within five {b)ydays. On
05/30/12, Resident #14's family reported an
allegation of neglect to the Director of Nursing
{DOMN}, alleging that the facilily falled to provide
timely care and services to Resident #14 relaled
tc notifying the physician when there was a
significant change in condiion, On 05/13/12, the
family member alleged he contacted the
physician in order to get Resident #14 transferred
to the hospital when the resident was ideniified as
unresponsive, and the rasident's bicod pressure
dropped to 80/48 mm/hg {normat rangs for this
resident was in the 130/70 mm/hg range). The
facility failed to identify the allegation as neglect
and the investigation failed to determine thal
neglect occurred.

Findings include:

A review of lhe facility's "Abuse and Neglect”
policy/procedure, last revised 01/08, revealed lhe

Patient Care Committee meetings.
5. Dale corrective action will be completed for

F 224.

92112
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facility's definition of neglect was "the failure to
provide goods and services necassary to avoid
physical harm, mental anguish of mental illness”.
The Adminisirator and DON should coordinate
completion of a full investigation to include
summary of the incidant and witness statements.
The State Agency should be notified about
allegations of neglect within 24 hours of tha
allegation and in accordance with state law, and
within five days of iniliating the Invesligation, the
Admintstrator will fax the results of the '
invesligation and Investigation data to the State
Agency,

A closed record review revealed the faciity
admiited Residant #14 on 04/23/11 with
diagnoses o include Hypertension, Dementia,
Urinary Tract Infection, and Dementia. A record
raviaw revealed no evidence the physician was
notified about Resident #14's change in condition.

An interview wilh Resident #14's family member,
on 08/24/12 at 1:20 PM, revealed he arrived at
the facility on 06/13/12 {Sunday-Mother's Day)
around funch ime. He stated the resident was in
his/her room in ted and was unresponsive. The
nurse came into the room and stated the
resident's blood pressure was “eighty-something
over forty-something." He asked the nurse if she
had contacted the physician and was lold the
resident's physician was not on call. He staled ha
was informed that the resident was in a deep rest
and they would contact the physician on Monday.
He lzft the facility and the more he thought about
what the nurse said, the more concerned he
becams, so he decided lo cantact the physician
himself. He revealed that he conlacted the’
physician about the resident's condition and the
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physician contacted the facility. The resident was
then sent out to the hospital.

interview with Certified Nurse Aide {CNA) #1, on
0B8/23/12 at 10:00 AM, revealed the resident's
condition had declined and the resident was not
the same. The residentwas having diarrhea.
The CNA revealed the family had visited Resident
#14 and was concerned about the resident's
condition,

Interview wilth Registered Nurse (RN) #2, on
08/23/12 at 8:45 AM, revealed she did not sea
any reason to send the resident out to the
hospital or to notify the physician, She revealed
she notified the family member and lot him know
that the resident was having loase slools. She
recailed the family did not request o have lhe
resident sent out to the hospitaf,

A teview of the DON's noie, dated 05/30112,
reveated Resident #14's family member came {0
her with a concern that he had to contact the
physician In order to get Resident #14 transferred
to the hospital. The note revealed the DON
assured Resident #14's family member that she
would "look into things." Further review of the
note reveated the DON discussed ihe situation
with RN #2, who told her the resident was
assessed and that the family mamber contacted
the physician before she had the chance lo do so.

A raview of the facility's Investigation Repor,
completed 08/14/12, after a State Agency
reported the allegation of neglect to the facility on
08/09/12, revealed the DON reviewed the
madical record and delermined that "care and
services were rendered accurately, appropriately
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| and in a limely manner." Further review of the
Invesligalion Report revealed the DON
interviewed RN #2; however, she did not
interview the other staff who provided care for
Resident #14 that weekend. Addilionally, the
DON did not identify that the resldent's appetite
decreased and the resident's systolic blood -
pressura dropped betow 30 mm/hg, which
required nolification of the physiclan accarding to
the faciiity's policy and procedure.
Interview with the DON, on 08/24/12 at 2:00 PM,
revealed she did not complete a thorough
investigation of the incident back in May 2012
because she did not feel that this was an
alfagation of neglect. The DON stated her
definition of neglect was when slaff did not take
care of the resident or meet their basic needs.
She revealed the physician should have been
notified.
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 1. This resident no tonger resides In the facility.
$8=D | ABUSE/NEGLECT, ETC POLICIES 2. All residents have the potential to be

The facility must develop and Implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident propery.

This REQUIREMENT is not met as evidenced
by: :

Based on interview, closed recaord review, review
of the facility's policy/procedure, and the facility's
final Investigation Report, it was determined ihe
facility failed to ensure written policies and
procadures were imptemented that prohibit

affected.

3. Staff education on the policy of abuse and
neglect and reporting will be compfeted by
@/20/12. Review of past thirty days of
documentation will be done to ensure to
ldentify any other concerns.

4. Al documentation will be reviewed dally
and discussed in the daily interdisciplinary
meeting to ensure compliance to the facility
poiicy and to CMS opéralions manual.

Alf findings wili be reported to the Quality
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neglect of residents for one resident (#14), in the
selected sample of fourteen (14) residents. The F 226 0M1/12
facllity falled to implement the Abuse and Neglect
policy/procedure as evidenced by failure to
identify an allegation of neglect according to thelr
pollcy’s definition of neglect. This failure
prevented the facility from notifying the State
Agencies about the allegation. Furthermore, the
facility failed to conduct a thorough Investigation,
having only Interviewed one staff member
regarding the incident. Additionally, the facility
failed to identify the allegation as nsglect, which
prevented the facility from reporting the
investigation results within five (5) days, On
05/30/12, Resident #14's family reported an
allegation of neglect to the Director of Nursing
{DON), alleging that the fadllity falled to provide
timely care and services for Resident #14 related
to the failure to noilfy the physician when tho
resident had a significant changs in condition.

On 05713712, the family member alleged he
contacted tha physiclan in order to get Resident

| #14 transferred to the emargency room when the
resident had a significant change In condition.
The facllity failed to identify the allegation as
neglect and thelr investigation failed fo determine
neglect occurred.

5. Date comrective action will be completed for

Refer to F224
Findings include:

A roview of the facility’s "Abuse and Neglect”
policy/procedure, last revised 01/08, revealed the
{acility's definition of neglect was "the failure to
provide goods and services necessary to avold
physical harm, mental angulsh or mental iliness".
The Administrator and DON will coordinate
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Continued From page 10

completion of a full investigation toinclude a
summary of the incident and witness statements.
Tha State Agency will be notified about
allegations of neglect within 24 hours of the
ailegation and in accordance with state faw, and
withln five days of initiating the investigalion, the
Administrator will fax to the State Agency the
results of the investigalion and investigation data.

A closed record review revealed the facilily
admilted Resident #14 on 04/23/11 with
diagnoses lo include Hypertension, Dementia,
Urinary Tract Infection, and Dementia. Further
review revealed no evidence the physiclan was
notified regarding Resident #14's change in
condition.

An interview with Resident #14's family member,
on 08/24/12 at 1:30 PM, revealed he arrived at
the facility on 05/13/12 (Sunday-Mother's Day)
around lunch time. He stated the resident was in
his/her room in bed and was unresponsive. The
nurse came into the room and staled the
residenl’s blood pressure was "eighty-something
over forty-something.” He asked lhe nurse if she
had contacted the physician and was {old the
resident's physician was not on call. He stated he
was informed that the resident was in a deep rast
and they would contact the physician on Monday.
He Isft ihe facility and the more he thought about
what the nurse said, the more cancerned he
becama, so he decided to contact the physician
himsell. He revealed that he contacted tha
physician about the resident's condition and the
physiclan contacted the fagility. The resident was
then sent cut fo the hospital.

A review of the DON's note, dated 05/30/12,

F 226
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revealed Resident#14's family member came to
her with a concern that he had to contact the .
physician in order to get Resident #14 transferred
to the hospital. The note revealed the DON
assured Resldent #14's family member (hat she
would "look into things." Furlher review of the
note revealed the DON discussed the situation
with RN #2, who iold her the resident was
assessed and that the family member contacted
{he physician before she had the chance to do so.
No further investigation or action was taken at
that time.

A roview of the facility's Investigation Report,
compleled 08/14/12, after a Slale Agency
reported the allegalion of negtect fo the facility on
08/09/12, revealed the DON reviewed the
medical record and determined that "care and
‘services were rendered accurately, approprialely
and in a timely manner.” Furlher review of the
Investigation Report revealed the DON
interviewed RN #2; however, she did not
interview the other staff who provided care for
Resident #14 that weekend. Additionally, the
DON did not identify that the resident's appelite
decreased and the resident's systolic blood
pressure dropped below 80 mm/hg, which
required nolification of the physician according to
the facility's policy and procedure.

Interview with the DON, on 08/24/12 at 2:00 PM,
tevealed she did not complete a therough
investigation of the incident back in May 2312
because she did not feel that this was an
allegation of neglect. The DON stated her
definition of neglect was when staff did not take
care of the resident or meet their basic needs,
She revealed the physician should have been
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notified. Sho was unable lo give an explanation
as to why she did not identify the resident's
systolic blood pressure was below 90 mm/hg,
which required physician notification per the
facilily's policy and procadures.
F 368 | 483.35(d){4) SUBSTITUTES OF SIMILAR F 365 I. Residents #4, #5, #7 and #16 were interviewed for
ss=p | NUTRITIVE VALUE likes and dislikes by the dietary manager and their
. . ) tmy card was updated to reffect likes/dislikes. All
Each resident receives and the facility provides . ]
substitutes offered of similar nutritive vatue to distikes entered into the tray card system.
residents who refuse food served, 2. All residents have the potential to be affected.
3. Dictary staff educated on tray card system and on
This REQUEREMENT is not met as evidenced not serving residents what is on their dislike
by: section of their tray card, Alt residents will be
Based on observation, record reviewy, and interviewed and their tray card system updated
interview, it was determined the facility failed to 4. The distary managsr o designee willintecview
ensure food preferences were honored for three
residents (#4. #5 and #7) in the selected samp[e all residents and update all likes/ dislikes in the tray
of fourleen (14) residents, and for one resident card system. The dietary manager wili monitor for
(#18), notin the selected sample. compliance 5 days a week for 2 weeks then 3
Findings include: days n week for 2 weeks then monthly for 3
months {o ensure compliance,
1. Arecord review revealed the facility admitted All findings will be reported quartezly fo the
Resident #5 on 07/23/09 and was re-admilted on Quality Patient Care commmittce meetings
05/20/40 with diagnoses to include Intracranial ' ) CHngs:
Hemo“hagel Hypenension‘ Closed Fraclure 5. Date corrective action will be corrected for F 366, 972112
Lumbar Vertebra, Psychosis, Anemia, Pain, and
Dysphagia. :
Observation during the lunch meal, on 08/21/12
at 12:45 PM, revealed documentation on
Resident #5's dietary siip that the resident
disliked carots. Further observation revealed
hefshe was served mixed vegelables contalning
carrols. The resident refused to eat the mixed
vegetables afler iwo small bites.
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2 Arecord review revealed the facility admitted
Resident #16 on 0B/04/09 with diagnoses to
include Anemia, Esophageal Stricture,
Malnutrition, Dementia, Diabetes Type i, and
Alzheimer's Disease.

Observation during the lunch meal, on QBf21/12
at 12:47 PM, revealed documentation on
Resident #16's dietary sfip that the resident
disliked com and beans. Further observation
‘ravealed hefshe was served mixed vegetables
which contained corn and lima beans. Resident
46 refused to eat the mixed vegslables.

3. Arecord review revealed the facility admitted
Resident #7 on 03/17/08 and was re-admitted on
| 0672510 with diagnoses to include Diabetes,
Demenlia, Heart Failure, and Epilepsy.

Observation during the funch meal, on 082412
at 12:49 PM, revealed documentalion on
Resident #7's dietary slip that the resident
distiked carrots. Further observation revealed (he
resident was served mixed vegetablas which
conlained carrots. Resident #7 refused to eat the
carfots on his/her plate.

4. Arecord review revealed the facility admitted
Rasident #4 on 07/13/11 and was re-admitied on
02/09/12 with diagnoses to include Divesticulitis
and Intestinal Obstruction.

Further review revealed Resident #4 was
assessed by the facilily’s Registered Pleticlan, on
07/13/11, for a “regular diet, no nuts, seads, com
or peas," and noted the resident had a diagnosis
of Diverticulitis.
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‘A review of Resident ##4's nutritional care plan,
dated 07/13/11, and last reviewed 08/07M12,
revealed an intarvention of "no seeds, com, peas
or nuis."

Observation during the lunch meal, on 082112
at 12:47 PM, revealed documentation on
Resident #4's dietary slip that the resident
disliked com. Fuither observation revealed the
rasident was served mixed vegetables which
conlalned corn and peas. Resident #4 refused o
eat the mixed vegetables,

Interview with Ihe facility's Dietary Manager, on
08/24/12 at 2:20 PM, revealed the tray card
showed the food likes and distikes, and any food
allergy was indicated by an "A" circled heslde the
food listed, The kitchen staff were regponsible for
reviewing the tray card on Lhe tray line to ensure
the resident was served lhe appropriate foods. If
a resident exprassed a dislike for certain food,
then Information was to be documented on the
dietary card at that time.

Interview with the Dietician, on 08/23M2 at 2:30
PM, ravealed lhe staff wera suppase to go by the
tray cards related to likesfdislikes. She stated the
staff should not serve mixed vegetables lo
residents if the mixed vegetables contained a
resident's dislike.

F 271 | 483.35(i) FOOD PROCURE,

§5=E STORE/PREPARE/SERVE - SANITARY

The faciity must -

(1} Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

F 371 1, Dielary Manager discarded all identified itemis.

Can opener was washed..

2. Al residents have the potential 1o be affected.
3. Gducation on how to properly store/prepare/ and

serve food provided for oll dietary staft by 9/20/42.
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This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and review of
the fagllity's policies and procedures, it was
determined the facility failed to store and prepare
food under sanitary conditions related to the lack
of labaling of opened food items, boxes of
vegetables in the freezer open toair, the use of a
soited can opener, and putting away dishes which
wera not dry.

A review of the facility's Census and Condition,
dated 08/21/12, rovealed there were 53 resldents
in the building and two residents received tube
feedings.

Findings include:

A review of the faciiity's “Storage”
policy/procedure, last revised 12109, revealed
food In the refrigerator should be covered, dated
and stored loosely. All foods in the freezer should
be wrapped in moisture proof wrapping or placed
in suitable containers fo prevent freexzer buri.
They are to be labeled and dated. A review of the
facility's policy/procedure for sanitizing the bench
can opener, no date, revealed the bench can
opener will be cleaned and sanilized after each
use.

1. Observalions during the initial tour, on

X4y iD SUMISARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAM OF CORRECTION "5
FREFTX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFLX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIEYING |NFORIATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 5 F 371 4, ‘The dietary manager or designes witl monitor for
(2) Store, prepare, distribute and sarve food complianee 5 days a week for 1 month then 3 days a
under sanitary conditions week for 3 months.
All findings will be reported 10 the Quality
Patient Care commitiee quarterly.
5. Date corrective action witl be corrected for F 371 g2tz
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08/21112 at 11:00 AM, revealed:

A.  Apackage of sliced cheese stored In the
walk-In refrigerator that was opened and in a
sealed plastic bag that was not dated or fabeled.

B. Two (2) boxes of frozen green peas and fwo
{2) boxes of frozen carrots in opened plastic bags
in the walk-in freezer that were nof sealed and
w/are open to air,

C. Abox with a plastic bag containing fiquid
thickener powder that was open to air in the dry
storage area.

D. A can opener with a black sticky substance
noted on the blade and small pieces of plastic
paper noted below the blade.

An interview with the Dielician and Dletary
Manager, on 08/23/12 at 2:45 PM and on
08/24/12 at 2:30 PM, respectively, revealed the
open Hems of food should be stored in the
original container, freezer bag or plastic
container. The items should be dated when
opened and should have the expiration date on
them. They revealed all food should be seaied
and not open to air, and the can opener shoutd
be cleaned avery day.

2. Observation of the dishwasher area, on
08124112 al 9:05 AM, revealed the dishwasher
removed coffee cups and plate holders from the
dish rack and stacked them without jetting them
completely dry. Further observation of the stacks
of plate holders and coffee cups revealed the
inverted coffee cups stacked on the shelf unit,
and a stack of plate holders nexi lo the steam
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(2) Decldes what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
aclions related to infections.

(b) Preventing Spread of Infection

{1y When the Infection Conirol Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(?) The facility must prohlbit employees with a
communicable disease or infecied skin lesions
from direct contact with residents or their food, if
direct contact will trapsmit 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

Dale carrective action witl be corrected for ¥ 441,

041D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
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F 371 | Continued From page 17 F 371
table had water on the inside of them.
An interview with the Dietician and Dietary
Manager, on 08/23/12 at 2:45 PM and on
08/24/12 at 2:30 PM, respeclively, revaaled the
dishes should be aliowed to air dry completely
before stacking them and putting them away.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 4411 1. Residents #5, and # 11 were not negatively affected by
§5=D | SPREAD, LINENS the deficient pmetice,
The facility must establish and maintain an 2. All residents have the potential to be affecied.
Infeclion Conirol Program designad 1o provide a 3, Fducation on Infection Contzol policy, Standard
safe, sanitary and comfortable environment and Precautions, and proper handling of lirens wiil be
to help prevant the development and transmission
. . . compieted by 9/20/12.
of disease and infection.
4, A random audit will be completed by DOM or designes
(a) Infection Conlrol Program for 5 days a week for 2 weeks (hen 3 days a week for
The facility must establish an Infection Conlrol : X
L, a month to ensure complionce.
Program under which it - o o
(1) Investigates, cantrols, and prevents infections 5. All findings will be reported to the Quafity Paticat
in the facility, Care committee quarterly.
g/2ii2
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professional practice,

(c} Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: ’

Based on observation, interview, record review,
and facility policy and procadure review, it was
determined the facility faitad lo ensure staff
changed gloves and/or washed hands to ansure
a safe, sanitary and comfortable environment and
to help prevent the development and
fransmission of disaase and infection for two
residents (#5 and #11), in the selected sample of
fourteen {14) residents. ’

Findings include:

A review of the facility's policy and procedure for
“Standard Procautions”, undaled, revealed gloves
were to be worn "when touching body flulds... and
contaminated items.”" Gloves were to be ¢changed
"hetween tasks and procedures on the same
resident afor contact with materiat that may
contain a high concentration of microorganisms.”
Additionally, staff was to “wash hands
immediately after gloves were removed.., 1o avoid
transfer of microorganisms to other residents or
environments.” Staff was also to "wash hands
belween tasks and procedures on the same
resident {o prevent cross contamination of
different body sites.”
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1. Arecord review revealed the facility admitted
Rosident #5 on 09/07/10 and was re-admitled on
06/08/12 with diagnoses lo include Muscle '
Weakness, Dysphagia, Neuropathy, Congeslive
Heart Failure, Depressive Disorder, and Chronic
Alrway Obsliuction.

An observation of a skin assessment, on
08/22/42 at 2:55 PM, revealed Resident #5 was
assessed to have a three inch by four inch area
of red skin around the coccyx. Registered Nurse
(RiN) #4 used her gloved hand to datarmine
blanchability of the skin and proceeded with the
skin assessment without changing gloves. After
blanching the perimeter of the reddened skin, RN
14 used the same glove to reset the tag alarm
when It sounded, reposition the resldent with the
resident’s personal body pitiow, and remove and
re-attach the tag atarm clip to the resident’s
clothing. With gloves stilt on, RM #4 covered and
smoothed the resident's sheet and blanket at the
conclusion of the skin assessment.

Interview with RN #4, on 0824112 at 11:10 AM,
revaaled precautions should be used that were
appropriate for the task baing completad. The
precautions included gloves, gowns, and masks.

interview with Licensed Practical Nurse {LPN) #1,
on 08/24/12 at 11:25 AM, ravaaled glovas should
be changed after louching any area of the body
with fluids, such as the sacral area.

Interview with 1he Director of Nursing {DON), on
08/24/12 at 5:30 PM, revealed she expected her
staff to change gloves during a skin assessment
if they touched any body fluids.
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2. Arecord review revealed the facility admiited
Resident #11 on 07/03/08 and was re-admitted
on 12/11/11 with diagnoses to include
Depression, Anemla, Kidney Disease, Diabetes
Type Il, and Parkinson's disease.

A review of the facility's policy and procedure for
"Laundryf Linen", undated, revealed “all solled
finen should be considered potentially infectious"
and "mus! be placed directly into a covered
laundry hamper which Is adequate to contain
maisture.”

An observation, on 08/24/12 at 8:00 AM, revealed
a strong odor of urine prior lo entering the room
of Resident #11. An open plastic bag was on the
floor in the room approximataly lhree feet from
the doorway. The open bag conialned white bed
linens and a blue and white bed pad.

Interview with Cerlified Nurse Aide (CNA) #5, on
08/2412 at 9:05 AM, revealed the bags were not
suppose to be stored on the Noor after the bed
was changed. She stated the dirty linon bags
should have been placed in the dirty finen cart
that was keplin the hailway.

interview with LPN #1, on 08/24M2 at 11:25 AM,
revealad dirty linen bags shoutd not be left on the
floor in a resident's room. She stated the linens
should have be placed in the diry linen cart
immediately.

Interview with olher facility staff #10, on 08/24/12
al 3:25 PM, revealed she removed lhe soited

linens from Resident #11's bed, placed the soiled
linens In the clear plastic bag, and placed the bag
on the floor next fo the trash can in the room. She
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stated an unknown CNA enterad the room while

she assisted Resident #11 with ambulation. She

staled she asked the CNA o take care of the dirty

linens and the CNA did so,
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