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: provision of the incontinent and pesi-¢care, the

: CNA dig not remove the contaminated gloves and
i wash her hands. Additiona! observation revealed
: CNARY touched the resident's Broda chair, the

- privacy curtains, 8 box of clean peri-wipes and

- the closet door with the contaminated gloves.

" An intarview with CNA #1, on 08/18/10 at 2:30

! Piv, revealed she was awara she dig not wash

{ her hands pricr {o the donning of her gloves, and
¢ ungware she had touched all the objects with the
} contaminated gioves, until the observation

1 infarmation was shared with her. She stated she
| did not know why she did not wash her hands,

i remove her gloves and wash her hands after the
| care was provided.
i
| An Interview with the Director of Nursing, on

1 08/19/10 at 3:00 PM, revealed she always told

1 staff, "You can't wash your hands enough®, She
| stated the staff should wash their hands anviime
; they enter a reom to provide care, during care, if
: needed, and after completion of ¢are. Sanitizers
* were located between the resident rooms and

i ghould be used betwosen residents, when no

i dirsct care wag provided,

v
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: |
N 00O INITIAL COMMENTS . N 000 This Plan of Correctlon is the center’s credible
: aflegation of compliance,
© A relicensure survey was conducied on 08/18/10 s . ” ) s i .
e 0 oo healys i £l ot
g ? Ff'ta” M Stqat Reqtie o with provider of the iruth of the facts alleged or conclusions
; ratied to meet Minimum S heduiroments wi sl forth in the statement of deficiencies. The plan of
. defigiencles cited. carrecilon i prepared andfor executed solely becanse
it is required by the provisions of federal and state law,
N 144 902 KAR 20:300-6(7)(b)2.a. Section 6. Quality of N 144 - :
| Life N144 Quality of Life 9/10/10
- 902 KAR 20:300-6(7 }(b)2.4.{iii) Section 6.
{7} Environment, ) .
(b} Infection contro] and communicabls diseasas, It Is the practice of Maple Manor to provido an
2. The facility shall establish an infection controj infection control program which addresses the
program which: spread of infection and requires staff to wash their
&. Investigates, contrals and prevents infactions hands aﬂu: eac':h_drrect resident contact for which
i the fa cllfy: hand washing is indicated by aceepted professional
! practice.
,i This requirement Is not met as avidenced by: RN#1 was reed}xcated about dressing change '
E' Based on obsarvation, record review and and hand washmg tclch.nique and procedures
- Interviews, it was dsterminad the facllity falled to on 8/18/10. A review of tho census and
; mainiain aseptio technique during wound care for conditions rsport revealed other residents
; one resident (£2), in the selacted sample of 19, with = dressing  changes, The  Suff
! Findings include: Development Nurse will sce that other
| : residents with dressing changes are being
i | Arecord review revealed Resident #2 was provided proper care by 9/10/10; also, she
i admitted 1o the facillty on 03/02/02 with will see that all licensed staff are educated
dlagnosg to Incluqe Urinary Trast Infection, on proper dressing change technique and
' Hypotens_lon, Cardiac Dysrhythmia, and Chronic hand washing by 9/10/10. The Staff
Kidnay Digorder, Development Nurse will sec that a weekly
i ] audit is completed of purse dressing changes
! Review of the quarterly Minimum Data Set i . Apoaci
| (MDS), dated 06/28/10, revested the resident was skills for d-le nexf 3 months; dressing change
i o “or 1Y, = Somapetencies will be completed at least
f rildly cognitively impaired and required fotal annually from there afte The facili
j assistance with all of histher activities of daly wality  assurance. teamy il e Y
| Iiving (ADL). Additonally, the resident had & stage Anatly assurance team will review the
| Il pressure sore on his/her cocoyx area, results of the validation competencies for the
next 3 months, in the monthly PI meeting to
| | A review of physiclan's orders, dated 03/04/40, determine if compliance is satisfactory,
i , reveaied "Wet to diy dressing twise dally to f
M TITLE X1 DAYE .
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N 1d.4i Continued From page 1

An observation, on 08/18/10 at 3:30 PM, rovesled
Registered Nurse (RN} #1 washed her hands and
put on her gloves prior to the resident's dressing
¢hange on hisher cocoyx area; however, RN #1

i picked up an abdominal (ABD) pad off the floor
with her gloved hand and iaid the ABD pad on the
bedside table. She then procesded to check the
resident’s wound te remove the packing by
sticking her gloved fingar in the resident's wound.
She removed her gloves and washed her hands,
She put on more gloves to appiy the new

; dressing and proceeded to pack the wound with
. saline soaked guaze using her gloved finger,

" An Interview with RN #1, on 08/18/10 at 4:55 PM,
. revealed picking up the item off the floor was
wrong. buf ghe could provide no explanation as to
why she did this. Additionally, she stated she
- should not have stuck her gloved finger in the
: resident's wound, She revealed she usually used
. & Q-tip when she packed the resident's wound,
: but she did not do that this time.

An Interview with the Dirsctor of Nursing (DON),
' on 08/20/10 at 2:00 PM, revealed she expected
i the nursss to follow the facility’s polley and

| procedurs for all dressing changes,

| A review of the facllity's policy/procedure,

: "Infection Contral and Prevention Program,”
' dated 10/31/08, revealad " The cenler's infection
control program includes implementing poficies
and procedures to prevent the spread of
infections that Include promoting consistent
adherencs to standard precautions and other
infection control practices,”

N 144

1132
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(X1 SUMMARY STATEMENT OF DEFICIENCIES

infoction.
(i} The facility shall require staff to wash their
hands after each dlrect resldent contact for which
handwashing is indicated by accepted
i professional practice,
;
This requirement is not mat as avidenced by:
Based on observations, interviews and record

| reviows, It was determined the facility failed to
i ansure staff members washed their hands or
" changed gloves after direct contact with sach
- resident. Observations on 08/18/10 through
- 08/20/10 reve=ied staf were not washing their
* hands and/or changing their gloves after cantact
with two residents {(#2 and #5), in the salectad
sample of 19. Findings include:

1. Aresord review revealed Resident #2 was
. admitted fo the facillty on 03/02/09 with
- diagnoses 1o include Urinary Tract infastion,
HypotensIOn Cardlao Dysrhythmia, and Chronls
; " Kidney Disardar.

© Review of the quarterly Minimum Dsta Set
{ (MDS8), dated 06/26/10, revealed the resident was
s mildly cognitively impaired and required total
; assistance with all of his/her activitles of daily
lwmg (ADL).

An observatron on 08/18/1Q at 410 PM, revealed
' CerEsﬁed Nurse Aide (CNA) #2 did not wash her

902 KAR 20:300-6(7)(b)2.4 {iii) Section 6.

It is the practice of Maple Manor 1o provide an
infection control program which addresses the
spread of infection and requires staff to wash their
hands after each direct resident contaet for which
hand washing is indicated by accepted professional
practice.

Resident #2 was provided proper foley cath
care and monitored for any possible signs or
symptoms of infection; resident #2’s wound
was monitored for any possible signs or
symptoms of infection; resident #5 was
movjtored for any possible signs of symptoms
of infection. C.NLA. #1, CIN.A#2, and RN#2
were reeducated about preventing the spread
of infeotion and hand washing technique on
8/18,19/10. The Staff Development Nurse
will see that all nursing department staff are
reeducated about proper hand washing
technique by  9/10/10, The  Staff
Development Nurse will ses that an audit of
nurses and nurse aides hand washing is
completed weekly over the next 2 muonths:
hand  washing competencies will be
completed at least annually from there after.
For the next 3 months, the facility quality
assurance team will review the results of the
weekly audits in the monthly PI mesting to
determing if compliance is satisfactory.

: i PROVIDER'S PLAN OF CORRECTION l )
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE j DATE
i DEFICIENGY) i
N 150 " Continued From pags 2 N 150 Thix Plax of Correction Is the center’s credible
alfagation of compliance,
0 902 KAR 20:300-6(7)(b)2.4.(lI}) Section 8, Quality N 150
! of Life Freparation andfor exeention of this plan of correction
does not constitule admission or agresment by the
E providar of the truth of the facts alleged or conclusions
! (7) Envlrgnment. , . set forth in the statement of deficiencles. The plar of
: (b) Infaction control and communicable diseases, correction is prepared andfor executed solefy becase
i 2. The facllity shall establish an Infection centrol it is required by the provisions of federal and stats law.
program which:
d. Addresses the prevention of the spread of N150 Quality of Life 9/10/10
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Continued From page 3

hands prior to putting on her gloves to provide
catheterfincontinent care for Resident #2. Onse
sho provided the cathater care, she wenf o the

' resident's closet without changing her gloves or

washing her hands, came bagk to the resident's
badside and procesde to provide (bowal)

incontinent care for the resident with thee same
dirty gloves. Afier all of the care was completed,

| she touched various items belonging to the
i resident with the dirty gioves, No handwashing

was completed at that time, She walked out of
the resident's room with the dirty gloves sifli on

. her hands, and c¢arried a plastic bag, whish
' contained the solled washclothsfiowel to the
. soiled utility room, She removed her gloves and

washed her hands af that time.

i An interview with CNA &2, on 08/18/10 at 4:45

PM revesled, she had been g CNA for 16 years
and had been trainad on proper
handwashing/gloving techniques. She stated sha
did not Know why she did not wash her hands
prior to providing the care, why she {ouched the
iterns and then provided more care with her dirty

¢ gloves still in place, or why she left the residant's

room withoui removing her gloves and washing
her hands. Additionally, she stated she had
provided incortinent care this way in the past. No
further expianation was provided.

Additionally, an observation, on 08/20/10 at 9:10

© AM, revealed Registered Nurse (RN} #2 did not
wash her hands prier to putting on gloves to

. complete & dressing changs for Resident #2's

. lower extramities,

. An interview with RN %2, on 08/20/10 &t 2:30 PM,
. revealed she washed her hands al the nurgss’

. station and than went o the treatment cart to

. gathsi supplies for the drassing changa, After

N 150

BTATE FORM

E&rd

NZYN11

If eénlinusbon sheet 4 0f 10




2010-09-13 14:46

2708896088 P 17/22

>>

PRINTED: 08/28/2010

FORM APPROVED
Office of |nspector General
ETATEMENY GF DEFICIENCIES * (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B, WING
100343 08/20/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S$TATE, ZIP CODE
515 GREENE DRIVE
MAPLE MANOR HEALTH CARE CENTER GREENVILLE, KY 42345
X4 10 SUMMARY BTATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (51
PREFIX . {€ACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION 8HOULD BE COMPLETE
TAG | REGULATORY QR 1$C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: BERICIENCY)
N 180 Contlnued From page 4 N 150

* gathering supplies, she want in the resident's
. foom and put on her gloves.

A review of the facility's policy/procedure, "Hand
Hygiene/Handwashing," dated 10/31/09, revealed
"Hand hygiens is to be performed befare starting
work; after assisting others with toileting or after
personal grooming; before taking partin &
medical of surgical procedurs; after touching .
blood, body flulds, secretions, sxcretions, and
contaminated items, whether or not gioves are
worm; between tasks and procedures on the
same resident when contaminated with body
fluids to prevent cross contamination of ditferent
body sites; if moving from a contaminated body
site to a clsan body slte during resident care:
after removal of medical/surgical gloves: after
touching bare parts of the body other than clean
nands and clean, exposed portions of arms and
aiter contact with a residant's intact skin. Gloves
of the use of baby wipes are not a substitute for
. nard hygiens *

- 2. Record review revealed Resident #5 was

! admitted to the faclity, on D7/09/10, with

. dtagnoses which included a history of a Cerebral
. Vascular Accident (CVA/Stroke). A review of the
i Resident Assessment Protocol (RAP) summary,
dated 07/14/10, revealed the facility Identified
Resident #5 as incontinent of bowel and bladder.
A revigw of the current care plan for incontinence,
datad 07/14/10, revealed Interventions inclided
incontinent care every two hours and PRN (as

* needed),

!
i An obseivafion, on 08/18/10 at 2:10 P, revealed
! CNA #1 provided Incontinent and pari-care for

3

)
1
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N 1580 Continued From page 5

: Resident #5. Resident #6 was observed

t Incontineni of bowel and urine, CNA #1 did not
wash her hands prior to donning of gioves, in
preparation for the incontinent care, After
provision of the incontinent and perl-care, the
CNA did not remove the contaminated gloves
: and wash her hands. Addiffonal observation
revealad CNA#1 touched the regident's Brods
chair. the privacy curtains, a box of clean

. perl-wipas and the closet door with the

- contaminated gloves,

An interview with CNA #4, on 08/19/10 at 2:30
PM, revealed she was aware she did not wash
her hands prior to the donning of her gloves, and
unaware she had touched ali the objects with the
contarninated gloves, until the oliservation

information was shared with har, She stated she
did not kKnew why she did not wash her hands,

remove her gloves and wash her hands after the
care was providad,

An interview with the Director of Nursing, on
08/19/10 at 3:.00 PM, revealed she aiways toid
staft, "You can't wash your hands enough”, She
stated the staff should wash their hands anytime
' they enter a room to provids care, duritg care, if
needed, and after completion of care, Sanitizers
were [beatad botween the resident rooms angd
should be used between residents, when ng
direct care was provided,

N 183 802 KAR 20:300-7(4){c}1. Section 7. Resident
i Assessmant

' (4} Comprehensive care plans.

(¢) The services provided or arranged by the
facility shali;

i 1. Meet professional standards of quaiity; and

N 150

N 1983
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N ; Continued From page 6 N This Plan of Correction is the centar’s credible
; allcgation of compliance.
é This requirement is not m ot a.s evidenced by: Preparation and/or execution of this plan of correction
! Bas_sd o.n obsewatloz}s. mter\flew,s'. ahc:i record doefna!co:zsliru:e admission or agreement by the
i review, it was determingd the facmw, failed to provider of the truth of the facls alleged or conclusions
| meet professional standards of quality for one sei forth in the statement of deficiencies. The plan of
i resident (#13) in the selected sample of 19, correetion is prepared andfor executed solzly becouse
i reiated to foliowing the five rights of medication It is required by the provisions of federal and state law.
| administration. Findings include:
; N193 Resident Asgsessment 9/10/10
! An observation, on 08/18/10 at 14:00 AM, 902 KAR 20:300-7{4)(¢}1. Section 7,
i revealed Intravenous (IV) medieations hanging . . .
 from an [V pole and infusing into Resident #13's Ris the practice of Maple Manor to provide or
: Peripherally Inserted Central Cathster {PICC) via amange services that meet professional
IV pump. Upon further observation, It was noted standards of quality.
; the Piggyback Bag was not labeled properly. The : ;
1 bag contained 0,9% Normal Saline (NS W?rttten Resident #13's IV bag was properly labeled
! on the back of the bag, in black marker, was the and the nurse was reeducated 8/18/10. A
: hame of the drug and the milligrams (mg) of the review of the census fmd cox}dnmns report
t drug. A date was also noted on the bag. There revealed no other residents in the facility
1 was ho labal on the bag identifying the resident's currently have IV’s. The Staff Development
i name, the nama of the drug, the amount of the Nurse will be responsible 1o see that all
drug, the route of the drug, and the time the drug facility nurses complete an IV  skill
" was added. Furthermore, there was not an validation competency by 9/10/10. The
i Infusion rate on the bag or the inltials of the Staff Development Nurse will be responsible
: berson who added the medisation into the bag, to gee that an audit is completed each week
; _ . for the next 3 months, of nurse’s providing
: A réview ‘?f the physictan’s orders dated 08/1 8r10, IV services; IV's skills will be validated at
;: revealef:i' Protonix 40 mg 1V every 12 hours timss least annually from thereafier. The facility
10 days” to be; infussd for Ggs}rosesophageaf quality assurance team will review the
| Reflux. A review of the physician s orders dated results of the audits each month for 3
: 08/18/10, revealed "Infuse Protonix IV at 200 . .
! " : ) months, in the monthly PI meeting, to
! milliiters (ml) per hour over 30 minutes in 100 i determine if compliance is satisfacto
- of NS, bag constitutad with 10 ml of NS™, P -
- An interview with the Utilization Coordinator, on
{ 0B/18/10 at 11:05 AM, revealed "This was the
! first time that | used the IV pump. | have been
| in-serviced, but I do not work this floor and | knew
i that | had done something wrong. That's why |
: got someone. | knew to turn the pump off, but 1
STATS FORM et NZYN14 if condnuaton chact 7 o7 50
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N 1831 Continued From page 7 N 193
; didn'r”

; An observation, on 08/18/10 at 11:07 AM,

' revealed the Utitization Coordinator nitialing a

" labg! in the hallway at the nurse's station. Upon

- further observation, on 08/18/10 at 11:10 AM,

i there was & label in place on the back of

i Resident#13's IV bag with the proper iabsling on
- the bag, that was not present during the

: ohservalien ten minutas sarfler, at 11,00 AM,

; An interview with the Dirsctor of Nursing (DON),
on 0820110 at 10:20 AM, reveaied Protonly weas
a medication mixed in the faclity. The DON
further stated, "The Protonix decreasas in
congentration if It Is not infused within six hours of
mixing. So, we mix it hare”,

A raview of the facllity's policy and procedure,

! "Administration of IV Fluids and Medications”,
dated 04/08, revealed consultation with an IV
pharmacist as needad, The policy also stated the
IV bag was fo be labaled with the "resident's
name, medisation added, doss, date, {ime, and
Initials",

N 214 02 KAR 20:300-8(4)(c) Section 8, Quality of N 214
i Care

{4) Urinary incontinence, Based on the resident's
. comprehensive assessrnent, the factlity shall
ensure that;

{¢) A resident who is inconfinent of bladder
receives appropriate treatment and serviges o
 pravent urinary tract infections and to restore as
; " much normal bladder function as possible,

. This requirarent is not met as evidencad by:

; Based on observation, record review and

: intarview, it was detarmined the faciiity failad to

f ’ ensura approprigte catheter/incontinent care was
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I admitted to the facility on 03/02/08 with set forth in the statemant of deficlencies, Tha plan of
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I

Review of the quarterly Minimum Data Set

: (MDS), dated 06/28/10, revealed the resident was
| mildly cognitively impalred and required total

' essistance with alf of his/her activities of daily

- fiving (ADL), Addltionally, the resident was

_ Incontinent of bowel and had an indweling

. catheter, dua 10 a pressure area on his/her

. COCCYX.

| An observation, on 08/18/10 at 4:10 PM, revealed
Cerlified Nurse Aide {CNA) #2 provided

i inappropriate catheler/incontinent care for
Resident #2, CNA #2 did not wash her hands
prior to putting on her gloves, She cleaned the
catheter tubing with soap and water; howaver,
she cleaned back and forlh on the catheter
iubing. Afterward, when drying the resident's
cathater tubing off with a clean towel, she went
from the catheter tubing back to the resident's
skin. She lald the solled washeloths/towel on the
resident's bedside table. Once she provided the
catheter care, she went to the resident's closet
without changing her gloves or washing her

{ hands and proceeded to provide (bowel)

. Incontinent care for the resldent. Aftsr all of the

! care was provided, she toushed various ltems

" befonging to the resident with her dirty gloves. No
" handwashing was compleied at that time. She feft
i the resident's room without removing the dirty

- gloves befors exiting and carrled a plastic bag,

- which containag the soiled washelothsftowel, She

902 KAR 20:300-8{4)(c) Section 8,

Itis the practice of Maple Manor to ensure

that residents who are incontinent of bladder
receive appropriate treatment and services o
prevent urinary tract infections and to restore
as much normal bladder function as possible,

Resident #2 was provided proper foley cath care
and monitored for any possible signs or
symptoms of infection; C.N.A#2 was recducated
about foley catheter care on 8/18/10. A review of
the census snd conditions report revealed other
residents with foley catheters.  The Staff
Development Nurse will be responsible to see
that all the other facility residents with foley
catheters are being provided proper catheter care,
by 9/10/10. The Staff Development Nurse will
see that a validation of all facility CN.A's skill
competencies with foley cathstor care be done by
9/10/10, The Stafi Development Nurse, will see
that o weekly audit is completed on foley catheter
care for the next 3 months and report the results
to the QA team monthly; foley cathcter care
technique competencics will be completed ar least
annnally from thereafter. For the next 3 months,
the facility quality assurance team will review the
results of the validations compciencies in the
monthly PI meetings to determine if compliance
is satisfactory.
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Continued From page 8 |

: went to the sofled utility room whers she removad
- her gloves and washed her hands,

© AN interview with GNA #2, on 08/18/10 at 4:45
© PM, revealed the resident received
cathetarfincontinent care avery two hours and as

needed (PRN). She had besn a CNA for 16 years
and had been trained on catheter/incontinent
care. She stated she did not know why she did
not wash har hands prior to the carg, why she did

i not put soiled washcloths/towel in a plastic bag

instead of on the bedside table, or why she

i touched various iterme without removing the dirty
{ gloves first, Additionally, she stated she had
i provided incontinent care this way in the past.

She could provide ne further explanation as fo
why inappropriate care was provided for this

: resident.

A review of the facility's policy/procedure,

* "Indweliing Urinary Catheter Care,” dated

04/28/10 and a revisw of the fagility’s

i policyfprocadure, "incontinance/Perineal Care,”

. dated 10/31/08, revealed "Perform hand hygiene
. @and pul on gioves. Wash perineum beginning at
* the junction of the catheter tubing and meatus

" working outward o the surrounding perineal

+ structures with soap and warm water or a no

Anse ¢leansing solution and oleaning from front to

" back. Cleanse area well and remova all debris

- from catheter 2t ingertion site. Do pull on catheler
* or advance it furher into urethra, Rinse wall with
. warm water and pat dry gently with a clean towel,
: Remove gloves, pariorm hand hygiene.”

N2i4
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