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severity of a J, at 42 CFR 483.70 Physical
Environment (F468) at scope and severity of a K;
and at 42 CFR 483.75 Administration {F490) and
{F520) at a scope and severity of a K.

requirements.

Preparation and execution of this
plan of correction does not
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F 000 | INITIAL COMMENTS f F 000 Hightands POC;
To the best of my knowledge and
A Recertification Survey was initiated on I belicf, asan et of Highlands
06/02/15 and an Exiendad Survey was inilated f :jf-‘ai”’ and Refabilitation Center, the
on 06/15/15 and conciuded on 06/18/15. cllowing plan of correction
immediate Jeopardy was identified on 06/04/15 ;‘ ctonstitutes a written aflegation of
and determined to exist on 01/06/15 at 42 CFR g substantial compliance with Federal
483.35 Dietary Services (F371) at a scope and | Medicare and Medicaid
[

Substandard Quality of Care was identified at 42
CFR 483.15 Housekeeping and Maintenance
(F253) at a scope and severity of an F, The
facillly was notified of the Immediate Jeapardy
and Substandard Quality of Care on 06/04/15.

Review of the Pest Technician Service Report,
dated 01/06/15, revealed the Pest Technician
placed four (4} RTU (container to deiiver hait to
kiit mice) baits down and five (5} glueboard traps
down in the kitchen area for mice, Cbservations,

| and interviews revealed the kitchen dry storage

f rcom continued with mice droppings (as identified
by the Pest Technician) and in the medication
reoms, clean linen rooms, solled utiity rooms and
nurses stations. Record review revealed mice or
other pests had been identified in the kitchen and ]
the laundry with staff and resident sightings of
mice since 12/24/14 and as recent as 08/01/15,
Resident interviews revealed mice had chewed

on bags of chips delivered on their meal tray and
chewed on a box of doughnuts in their room.
Observations revealad a bug crawling on a
resident's wheelchair during an interview and
gnats swarming around a resident's urinal,

’ Additional deficiencies were ciled at 42 CFR

constitute an admission or
agreement by the provider of the
truth of the facts alloged or
canclusions set forth in the alleged
deficiencies, This plan of corraction
is prepared and/or executed solaly
becausa itIs required by the
provislons of Federal and State law.

|

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE

>( 7?5%’;(& %ﬁ«{!{&?n.

TITLE
Y & &*,/-*/foxév it v ft

{X8) DATE

X 7/24))s

Any deficiency stataghent ending
ofher safeguards provide sufficient protection 1o the patients, (Ses instructions,)
following the date of survey whather or not

with an asterisk (*} denotes a deficiency which the institution may be excusad from correcting providing | is determifed that ©

Except for nursing homes, the Tindings stated above are disciosable 90 days

a plan of correction is provided. For nursing homas, the above Indings and plans of correction are disclosable 14

days following the date these documants are rnade available to the facility. f deficiencies ars cited, an approved plan.of corraction-is-requisite to continued

program participation,
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¥ 000! Gontinued From page 1 F 000
, 483.20 Resident Assessment (F280) and {F282)
al a Scope and Severity of a "D* 42 CFR 483.25
Quality of Care (F309) and (F323) at a Scope and
Severity of a "D™ at 42 CFR 483.35 Dietary
Services (F364) at a Scope and Severity of an
‘E"; and, 42 CFR 483, 75 Administration (F514)
at a Scope and Severity of a "D",
The facility provided an acceptable Allegation of I
Compliance on 06/11/15 alleging removal of
Immediate Jeopardy on 06/10/15. The State
Survey Agency validated the removal of
Immediate Jeopardy prior to exit on 06/18/15, as
alleged. The Scope and Severity was lowered to
a"D" at 42 CFR 483.35 Dietary Services (F371);
42 CFR 483.70 Physical Environment {F469) was
lowered to a Scope and Severity of an "E"; and,
42 CFR 483.75 Administration (F490 and F520)
was lowered to a Scope and Severity of an 'E”
while the facility implements and manitors the
Plan of Correction for the effectiveness of
systemic changes and quality assurance.
F 253 | 483.15(h)(2) HOUSEKEEPING & £ 253) What corrective action will be
88<F | MAINTENANCE SERVICES accomplished for those residents found to
have been atfected by the deficient
The facllity must provide housekeeping and practice?
maintenance services necessary to maintain a The fail mat located in the room of resident
sanitary, orderly, and comfortable Interior. #19 (136) that was found to be dirly was
removed from the coom on 6/2/15.
The floor in the room of resident #19 was
This REQUIREMENT is not met as evidenced cleaned on 8/2/15,
by The bathroom floor, toilet and area behind
Based on observation, interview, record review, the toilet and bathroom walls in tha room of
and review of the facility's in-service and poficy, it Resldents C & D (237) were cleaned by
was determined the facility failed to provide housekeeping staff an 6/5/15. The resident
housekeeping and maintenance services curtains in room 237 were cleaned on 8/5/45
necessary to maintain a clean, unclutterad by laundry staff. The room and bathroom in
building in good repair for twelve of thirty-two reom 237 is cleaned dally and as needed by
housekeeping staff.
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1 scuff marks and sticky substances on the foorsa

nursing stations or comman resident lving areas.

(6) of nine (9) unsample residents (Unsampled (
Resident C, I, F, G, H and [} anc twenty-one (21) |
of eighty-gight (88) resident rooms. |
| |
Observations cf the above twenty-one (21) :
resident rooms revealed walls were in disrepair,
cove-base moldings pulled from the walls, a
wooden handrail splintered, an ice machine that |
leaked a large pool of water standing on the floar,
door thresholds with built up wax imbedded with
brown/black substance, doors and door
thresholds with black scuff marks and peeling
paint, toilets soiled with urineffeces, and black

in four (4) of four {4) resident living units, Unit 18,
Unit 1C, Unit 28 and Unit 2C. Further
observation on 06/17/15 There was
approximately fourteen (14) feet of a metal
handrail that was loose from the wall and wobbly.

The findings include;

Review of the facility's in-service (presented as |
the housekeeping policy), dated 01/01/00, |
revealed resident room walls should be spot
scrubbed, both sides of the doors scrubbed,
build-up on floors between rooms and hallways
should be removed, and bathrooms should have
all fixtures, drains and pipes cleanad with a
germicide and all stains and bulld-up removed
daily. The facilily did not present a policy
regarding cleaning of the halls, storage rooms,

1. Observation of rcom #136 on Unit 18

(X4 10 SUMMARY STATEMENT OF DEFICIENCIES e} FROVIDER'S PLAN OF COBREGTION (%5}
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. The doorframe of Resident £9 (239) was
F258 ) Continued From page 2. F 253 painted by Maintenance staff on 6/8/185,
sampled residents (Residents #1, #5, #6, #9, #13, The floor of room 241 where residents #15
#15, #16, #18, #19, #27, 428 and #29); and, six and ¥29 reside was cleaned by
housekeeping staff on 6/5/15.

The resident room floor and bathroom flaor in
room 243 where resident #18 resides was
cleaned by housekeeping staff on 8/5/15. In
addition, the door frame for room 243 was
painted by Maintenance staff on 6/8115.

The iterns noted in the room of Resident #5
that were stored directly on the floor were ]
relocated by nursing staff on 6/4/15.

The room of Resident #5 is cleaned daily and
as needed by housekeeping staff.

Room 106 where resident #13 resides was |
claaned by housekeeping staff on 6/5/15.
The commode slevated seat and tollet in the
room of resident #16 (145) was cleaned by
housekeeping staff on 6/5/15 and is cleaned
daify and as nesded,

Trash is emptied daily and as needed for
Resident #16 residing in Room 145,

The floor and window seal in Room 139
where Resident #1 and Resident | reside waz
cleaned by housekeeping stalf on 6/5/15,
The gougsd section of dry wall identified Lo
axist in room 148 where Resident #8 and
Resident H reside was repaired by
maintenance staff on 6/8/15. The floor in this
room is cleaned daily and as needed by
housekeeping staff.

The fumiture was dusted and the flcor was
cleaned inn Room 225 whers Resident #28
resides by housekeeping staff on 6/5/15.

The floor in room 226 where Resident F and
Resident G reside was cleaned by
housekeeping staff on 6/5/15.

The tollet in room 203 where Resident 27
resides is cleaned daily and as needed by
housekeeping staif,
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~ J . How witl the facility identify other
F 253 Continued From page 3 F253| residents having the potential to be
(Sampled Resident #19), during the initial tour, on affected by the same deficient practice?
| 08/02/15 at 8:20 AM, ravealed a fall mat dirsctly All residents have the potential to be affected.
} under bed 2 (Resideni #19). This mat was
| Covered with paper candy wrappers, used What measures will be put into place or
f tissues, and dirt and dust-like particles. in systemic changes made to ensure the
addition, there was an approximate two (2) inch deficient practice will not recur?
| area of hrown/black substance on the floor An audit of alt resident rooms was cenducted
f around the perimeter of the mat. by the Maintenance Director and
. Mairtenance Assistant on 7/13/15 to identify
2. Observation during the initial tour of Unit 2B, on walls that were in disrepair and cove-base
06/02/15 at 8:30 AM, revealed a microwave moldings pulled from the wall. Walis
located in an unidentified room with dried, dark identified to be in disrepalr and cove-hasg
yellow/brown substances on the interior of the ;m’gi";: §“i'ed from the wall were repaired
microwave. i :
Handrails were inspected by the Maintenarice
3. Observation, on 06, /02/15 at 8:33 AM, of Unit Directar on 6/16/15 for areas that may cause
2B, revealed room #237 {Unsampled Residents splintering. Any identified areas wers sanded
C and D), had dark brown/ysliow substances o by 6/17115. ,
the bathraom floor, a strong urine odor, a piece of :\;e,ma‘:h‘”esgem ’”sf’ectfd by the. "
a belt and toilet paper laying in the corner behind 1 al':'*e?\?“ce : rector on 6/18/15 to identity
the tollet with yellow/brown stains and dark brown z :a - d‘to leaks v:;eret ?tii;‘) Mft' .
streaks on the wall next 1o the toilet. At 8:40 AM, l c:n’;’;‘r ;y‘”::: ;‘;’L S‘;i:ep?n ;::a"i :";’;5‘"9
mo-m #239 (Resident #9). had chipped pint ! 6/7/15 to identify door thresio!ds aid floors
which gl!p wed bare metal of the enlry docrframe that needed cleaning, Cleaﬁing of identified
to be Ws'b!.e' Obgervation at 8:36 AM, of ro‘.)m door thresholds was cornpleted by 7/18/15,
#241 {Residents #15 and #29) revealed white An audit was conducted by the Maintenance |
paper debris and black dirt and food crumbs on Director on 6/5/15 to identify doors and door
the floor. At 8:43 AM, room #243 (Res:dfznt 18), threshold that were scuffed or had peeling
ha;i a soi!eg floor, an entr.y doqdrame with paint. Doors identified were painted or
chipped paint and a heavily soiled bathroom floor cleaned by 6/6/15,
threshold. At 8:44 AM, room #244 had a strong | An audit veas conducted by the
urine odor and black dirt on the floor, At 8:45 AM, Housekeeping Manager on 7/13/15 of al
rooms #245 and #2489 had soiled floors that were { resident toilets to identify those that needed
streaked and sticky. At 8:47 AM, the hallway to be cleaned. The identified toilets were
wallpaper between rooms #247 and #249 had cleaned by 7/18/15.
walipaper that was torn in fiftesn {15} placss. '
Continued observation of Unit 28, on 08/02/15 at
i 1:31 PM, revealed room #224 had a smaar of a ]
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F 253 | Continued From page 4

dried, brown substance behind the resident's

| clean towsl linens which were hanging on the

* towel rack in the bathroom. At 1:35 PM, room

; #228 (Resident #5) revealed multiple items stored
directly on the fioor to include clothing, craft
beads, wire, glue, sugar and salt packets, piliows,
plastic bags, an open fruil cup, paper bags,
pictures, stuffed toys, newspaper, three (3) soiled
washcloths, a bag of briefs and multiple other
items.

Interview with Resident #5 (room #228 Unit 28},
on 06/02/15 at 4:56 PM, revealed the resident
had been allowed to keep housekeepers out of
his/her room because the resident did not want it
cleaned.

interview with Cerlified Nurse Aide (CNA) #6, on
06/03/15 at 2:30 PM, revealed Resident #5
{Room #228 Unit 2B) collected everything and the
floor space in the resident's room was so full that
housekeaping could not sweep or mop the floor.
She stated the resident's room smetled bad from
tack of cleaning; however, nursing staff was
advisad {she couldnt remember by whom) that
the rasident had the right to forbid cleaning of the
room and changing of tha bed linens.

Interview with the Assistant Director of Nursing
(ADON) #3, on 06/04/15 at 12:11 PM, revealed
the staff had been trying to clean Resident #5's
room, but had no cooperation from the resident.
She stated she knew Resident #5's room was
dirty, and that it was ihe facility's responsibility to
have tha rcom cleaned. The ADON stated she

had the right to refuse housekaeping services.
She further stated housekeeping services had
peen poor for the past several months due 1o the

was unaware staff had been lold that Hesident #5 |

An audif was conducted by the

F 253 Housekeaping Manager of all resident rooms
on 71315 to identify floors that were in need
of cleaning. Identified floors were cleaned by
7/18/18.

The metal handrail noted on Unit 18 on the
Activities corridor to have been loose was
rapaired by the Maintenance Director on
6/19/15. Al other handrails were inspected
by the Maintenance Director on 6/19/15 to
identify any that were loose. Thosea rails
noted to be loose were repaired.

* The microwave that is located on Unit 2B that
t was noted to be dirty, as well as alf other

. microwaves located on resident units was }
i cleaned on 6/5/15 by housekseping staff,
An audit was conducted by the Maintenance
Director on 7/13/15 to identify wall paper that |
was torn. Areas identified were repaired by
71181185,

The blood pressure maching on the 2B unit '
was cleaned by nursing staff on 7/10/15,
An inspection of the kick plates of all rasident 1«
doors was canducted by the Maintsnance
Diractor on 6/8/15 to identify any in nsed of
repair. Identified repairs were completed by
8/9/15.

The snack room door window identified to be
streaked with tape residue was cleaned by
hotisekeeping staff on 6/58/15.

An inspection was completaed of all service

I doors In the canter on 6/6//15 by the
Malntenance Diractor to identify any that
were diy or in need of painting or repair,
ldentified lssues were resclvad by 6/9/15,
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: 4.How wiil the facility monitor
F 253 | Continued From page 5 F 283 performance to ensure solutions are

. housekeaping directors,

housekeeping stalf shortage and loss of the

4. Observations, on 06/02/15 at 1:43 PM, of
room #237 Unit 2B (Unsampled Rasidents C and
D), revealad the bathroom continusd with dark
brown and yellow substances on the floor, a
strong urine odor, a piece of a belt and toilet
paper laying in the carner behind the toilet with
yeltow/brown stains and dark brown streaks on
the walis next to the tcilet. In addition, observation
of room #241 Unit 28 (Residents #15 and #29),
on 08/02/15 at 1:45 PM, revealed the room
continued to have white paper debris, black dint
and fecd crumbs on the floor which were sticky,

Observation of room #237 Unit 2B (Unsampled |
Residents C and D}, on 08/03/15 at 1:47 PM and
on 06/04/15 at 8:21 P, revealed the bathroom
continued with dark brown and yellow substances
on the floor, a strong urine odor, a piece of a belt
and toilet paper taying in the corner behind the
toilet with yellow/brown stains and dark brown
streaks on the walls next o the toilet.

Observation of room #237, on 06/04/15 at 8:21
AM, ravealed no change from the initial tour,
Yellow food items were still observed o the floor
with dark brown substances on the floor in the
foom. The bathroom was chservad to have
yellow and brown substances on the floor. Toilst
paper and the piece of a belt, lying in the corner,
behind the toilet, was found to have brown and
yellow substances. Strong odors of urine were
coming from the bathroom. Dark brown streaks
were observad coming up along the wall next to

 the tollet. The residents’ curtains in the room
] were observed {6 have brown stains on them.

sustained?

Te maintain continued compliance, the
Administrator completes an Environmental
Facillty Tour sheet on weekiy basis that
reviews cleanliness in public areas, resident
rooms and non-resident areas, The results of
this audit are reviewed with the
Envirormental Manager. Physical Plant /
Maintenance rounds are completed weekly in
conjunction with the past control rounds to
identify maintenances issues within the center.
The staff has been educated by the Staff
Development Coordinator, DNS and ADNSs
on completing Maintenance Work orders on
B/5/15 completed on 6/415. Work arders are
reviewed by Maintenance Director and
complated by priority,

The resuits of the Environmental and
Maintenance rounds will be reviewed during
the center's monthly QAP mesting, attended
by: Administrator, Medical Director, ONS and
two or maore of the following: ADNS, MDS
Nurse, Dietary, Social Ssrvices, Activities,
Maintenance, Housekeeping or Speciatized
Rehab Therapy. Any additional interventions
to maintain continued compliance wilt be
discussed and iImplemented.

1-22+H5
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| Interview with Unsampled Resident C {Room
| #237 Bed 1 Unit 2B), on 06/04/15 at 8:30 AM,
| revealed the resident cleanad his/her own

and mop. Unsampled Resident C stated
housekeeping would not clean the bathroom.

had a strong odor of urine,

#16), on 06/02/15 at 3:07 PM, revealed a white

powdery substance on the commode elevated
i seat and a dried brown substance on the front
f and the inside of the toilet.

; fifteen (15) of fifteen (15) on the Brief Interview

} I'the resident was inferviewable.

Intarview with Resident #46 {room #145), on
. 08/04/15 at 2:42 PM, revedied he/she stated
housekeeping did not remave his/her bedroom
trash daily.

3 7. Observation of Unit 2B, on 06/03/15 at 8:30
AM, revealad Housekeeper #4 getting his
cleaning cart ready to clean the unit, Futther

( revealed Housekeeper #4 |sft the unit, after
i aporoximately one hour and fifty minutes,
Additional observation, on 06/03/15 at 1:45 P,

bathroom. Unsampled Resident C further stated ;
housekeeping cleaned the room on an average of |
two (2) times a week ang then would only sweep

5. Observation of Unit 1C, room #1085 (Resident
#13), on 06/02/15 at 8:35 AM, revealed the rogm

6. Observation of Unit 1B, room #145 (Resident

Review of Resident #16's clinical record revealed
the facllity assessed the resldent with a seore of

: for Mentai Status (BIMS), on 04/17/15, meaning

|

et et

i

i

|

observation of Unit 2B, on 06/03/15 at 10:20 AM,

|
t
|
|

i
i
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revealed Housekeeper #4 was nat on the unit
and was not observed by the Surveyor, the
remainder of the day.
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Interview with the Environmental Services #1, on
06/04/15 at 9:53 AM, revealed Housekeeper #4,
worked on 06/04/15 on the unit, Environmental
Services #1, stated Housekseper #4 was
suppose 1o stay on the unit from the hours of
seven 7:00 AM to 3:00 PM. There was a lunch
break from 12:00 PM to 1:00 PM and
Housekeeper #4 should have been back on the
unit. Environmental Services #1 was shocked to
observe room #237 and stated he saw bowel
movement on the walls and fisors and smelled
urine. He stated there was no excuse for the lack
of cleanliness. Environmental Services #1 stated
thers could be a protiem with monitoring the staff
! fo ensure he housekeeping was being
!'completed. Environmental Services #1 stated he

} did not monitor the Housekeeping staff to ensure

* they completed their tasks.

1i Interview with Certified Nursing Assistant (CNA} ,
#8, on 06/04/15 at 10:01 AM, revealed she did
not think the unit was clean. She stated it smellad
and could be cleaner. CNA #5 stated the fioors
wera net clean, the bathrooms were horrible and
she did not like to go into the bathrooms herself,
She stated she feit the fack of cleanliness could
make the residents fee! embarrassed. She stated
she had not seen housekeepers on the unit often
and she thought the facility could not employ }
enough hiousekeepers. CNA #5 stated the facitity
was expecting the CNAs to clean the bathrooms.

5/
|
|

 Interview with Licensed Practical Nurse {LPN) #8, !
FORM CMS-2567(02-99) Pravious Varsions Obscleta Evant ID:WCILTH Facility i 100218 If continuation sheet Page 8 of 107




PRINTED: a7/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
185039 B. wWing Q6/18/2015

NAME OF PROVIDER OR SUPPLIER

HIGHLANDS HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, GTATE, 2IP CODE
1705 STEVENS AVENUE
LOUISVILLE, KY 40205

SUMMARY STATEMENT OF OEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL,
REGULATORY OR L35G HDENTIFYING INFORMATION)

(X4) 1D
PREFIX
TAG

1o
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION i
(EACH CORRECTIVE ACTION SHOULD BE |
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{5}
COMPLETION
DATE

F 253 Continued From page 8

on 06/04/15 at 9:26 AM, revealed she felt the
residants' rooms were not as clean as they
should be and she had heard the residents
complain about the uncleaniiness of their rooms.
) LPN #8 stated she tried to pitch in and clean
. Some of the residents’ reoms. She stated she had
: abserved bowel movement on the floor and often ,
smelied urine odors comning from the bathroom in
J room #237. LPN #8 stated she did not expect the :
j residents to have to clean their own bathrooms.

|
|
|
!
]
!

She further stated the unclean environment could
make the residents feel like no one cared about I

them.

Interview with LPN #9, on 06/04/15 at 9:41 AM,
revealed when she observed Unsampled
Resident C's room, she saw "pocp” on the
bathroom wall. She stated therg had bean some
problems with housekeeping, somedays she saw
them only half a day and somedays not at alt and
she never saw housekeeping on the weekend.
LPN #9 stated after lunch she did not see the
Housekeeper on the unit for the remainder of day
} on 08/03/15, She further stated the lack of
| Cleaning may make the residents feel awful, LPN
| #9 stated she tried to clean when residents
' complained, but it was difficult at times to clean
’ and complete har nursing duties. She stated she
knew she would not want to live like that, LPN #g
' stated cut of alf the rooms on the 2 B unit, she |
thought none of the rooms were clean and they
"..were all fitthy".

|

8. Observation of room #138 Unit 1B (Resident ?
#1 and Unsampled Resident B, on 06/03/15 at

8:40 AM, reveoaled multiple particles of dust-ike |
debris on the residents' window sill and dirt/debris
throughout the bedroom floor, |

F 253
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|
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9. Observation of room #148 Unit 1B {Resident
#6 and Unsampled Resident H), on 06/03/15 at

1 8:48 AM, revealed a large (approxim ately six [6]
i by five [5] inches) gouged section of dry wall
beside Resident #6 's bed (bed 2) and multiple
scrapes and gray/black brown discolorations of i
the drywall beside Unsampied Resident H's bed -
(bed 1} at eye level.

Interview with Resident 6's family member, on

06/03/15 at 2:35 PM, revealed Resident #5's

bedroom floor was dirty with debris {room #148

Unit 1B} often in the past several months when
she came to visit.

10. Observation of the 2B Unit nursing station, on
06/03/15 at 9:30 AM, revealed the base of a
portable blood pressure machine was covered
with brown dust-like pariicles,

11. Observation of the 2B Unit, on 06/03/15 at
9.30 AM, revealed the thresholds of rooms #224,
#225, #2268, #228, 4229, #230, #236, #237, #239,
#241, #243, #245, #247, and #249, the Snack
Room, and the entry way to 28 were not siripped
of old wax and cleaned before new wax was
applied to the floor leaving large arsas of dirty
wax. In addition, around the door frames and
floors of these rooms, had a build-up of dark
colored debris and dirt.  Also, the matal kick
plates altached to the doors were all scuffed,
scrapped and had large black stains.

Further observation of the 2B Nursing Station, on |
06/03/15 at 9:30 AM, revealed the Snack Room
door had a window that was streaked and was i :
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Covered with tape residue. The microwave in the |

Snack Room was heavily soiled with a dried

‘ yellow substance with black scorched-iike spots.

| The Janitor's closet door was covered with black
ground-in substance and the threshold was soiled
with black dried substances and debris, The .
Soiled Utllity Room door had peeling paint, was |
heavily solled with black and brown marks: and, :

the threshold was dark brown in color with '
ground-in dirt and black particles. The metat
lower door guard was scuffed, scraped, and !
sciled. The entry to the 2B Unit from the 2C Unit
had sofled areas around the door frame and on
the door. Observation revealed the door frame ]
had chipped paint, the floor had dark reddish
stains scattered around the entry way.

e et e ]

12. Observation of Unit 28, on 06/04/15 at 11:13

AM, revealed room #223 had a dried, red

substance stuck to the fioor and fall strips with

white, yellow, and pink particles. In addition, small

pieces of toil wrapper paper were stuck 1o the

! floor strips and the floor corners and doorway

- thresholds had a black substance embeddad in

| them. At 11:23 AM, room #225 (Resident #28)
had a white film of powdery substance covering
the entire surface of the furniture. In addition, the
floor contained black smudge marks and a clear

J disposable glove was in the corner behind the

| door on the floar. At 11:27 AM, observation

1

i

]

i

e e .

revealed room #229 had brown particles on the }
toilet ring surface when the toilet seat was liftad {'

up, and the bathroom and door entryway ! }

i threshold were covered with a biack substance. ; i

H

|

13. Review of Unsampled Resident G's clinical

| record revealed the facility assessad the rasident
L ,’ with a score of fifteen (15) of fifteen {15) on the
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Brief Interview for Mental Status (BIMS), on

03/21/15, which meant the resident was
interviewable.

Observation of Unit 2B, on 08/04/15 at 2:18 PM,
revealed in Unsampled Residents F and G's
room (room #226), the area at the enfrance to the
batiwoom was black and sticky. In addition,

| Unsampled Resident G's wheelchair wheels were
sticky.

| Interview with Unsampled Resident G {room #226
" Unit 2B), on 06/04/15 at 3:01 PM, revealed the
resident wanted the room and bathroom cleaned
and he/she expressed concern over the length of
time the facility had been dirty. The resident
stated no one was going to clean up the mess in
the bedroom as there was no housekeeper on

the unit on many days for the past several

months. The resident stated many days he/she
self-propelled to the bathroom through the black
substance on the floor only 1o have the wheels on
his/her chair become covered with the black

sticky substance, Unsampled Resident G stated
the substance would get on his/er hands and |
then he/she had black sticky hands. In addition, |
Unsampied Resident G stated Unsampled (
Hesident F often missed the commode when |
voiding and urinated on the floor accidentally. ;
Unsampled Resident G stated it was easy to rolt |
the wheelchair right through the urine as the floor |
would not be mopped. The resident further ]J
stated it was disgusting to have to tolerate how

the facility treated the residents. He/she stated j
his/her housekeeping concerns had been voiced ’
to the Managers, but the infrequency of cleaning
had gotten worse. The resident stated it was very f
3 embarrassing how the facility was unclean, ’

I
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14. Review of the Minimum Data Set, Briet
Interview for Mental Status, revealed the facility
assessed Resident #27 on 05/01/15 with a score
of fifteen (15) of fifteen (15} which meant the
rasident was interviewable.

Interview with Residant #27 (room #203 Unit 2C),
on 06/02/15 at 1:21 PM, revealed he/she did not
use the bathroom in hig/her room because the
toilet would be full of toilet paper and the paper i
towels would be strewn on the bathroom floor
even after housekeeping had been in the room.
Resident #27 stated he/she had to use the tailet
in the shower room down the hall because of the
mess in the bathroom,

+15. Interview with Licensed Practical Nurse {(LPN)
- #7, on 06/03/16 at 10:10 AM, revealed Resident !
#19 {Room #136 Unit 18} did not have a history fl
of falls nor did the resident have a Physician's ]
Order for falf mats. She stated the fall mat under ¢ |
the resident's bed would be ineffective even jf it i |
had been ordared as it was laying directly under I
the bed. LPN #7 stated she could ses the debris '
on top of the mat and the black/brown dirt around : ;
|
|

tha perimeter of the mat. She stated Resident
#18 had lived in Room #136 for about a year and
the fall mat had probably been used for the f
previous resident in that bed.

16. Interview with Environmental Services {ES) ’
#2, on 06/03/15 at 10:20 AM, revealed he had f
been sent to the facility from out-of-state just last |
week by the contracteg housekeeping company {
}

!

|

!

{

to be afront line housekeeper. He stated he had

six {6) employees on duty on 06/03/15 to clean j
eighty-eight (88) resident rooms and all other !
areas of the facilty. He stated fall mats were i
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Supposed to be lifted up and moved and the top
of the mat and the floor under the mat cleaned |
daily. ES #2 stated the fall mat under the bed in
room #1386 could not have been cleaned for quite
; @while, but it should have been.

Interview with CNA #86, on 06/03/15 at 10040 AM,
revealed the Housekeeping Department had
been short staffed and sometimes he waould not
see a housekeeper for days. She stated
management expected the CNAs to help with
cleaning, but they didn't have access to the
brooms or mops because the door was locked.

Interview with LPN #10, on 06/03/15 at 3:14 PM, |
revealed the facillty had not had adequate !
| housekeeping staff and the house keeping should

’ have been more diligent,

I

[ Interview with Housekeeper #1, on 06/04/15 at

}’ 9:34 AM, revealed housekeeping had been short
| Staffed because staff and supervisors had heen

| fired. He was hired to do the floors eight (8}

| months ago, but since the Housekeeping

| Department had been shori-staffed he

,! volunteered 1o help with tleaning,

} 17. Observation of Unit 28 during the

| environmental tour with the Administrator and the
| Assistant Maintenance Director, on 06/04/15 at

! 4:40 PM, revealed approximately ten (10) feet of

I

the wooden handrait was reugh and spiintered.

- Observation during the Extendad Survey, on

f 08/17/15 at 3:13 PM, revesled approximately :

i fourteen (14) feet of metal handrail loose from the
wall and wobbly on the activities room corridor
adjacent to Unit 18.

Interview with the Maintenance Birectar, on

!
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0B/18/15 at 8:49 AM, revealed he had known for

. soma time {no tims specified) the metal handrait

i was loose from the wall and wobbly on the

; activities room corridor adjacent to Unit 1B,
However, he stated a welder wouid have to be i
contracted to fix the railing and that had not been ’
done. The Maintenance Director stated he knew

i the resident handrails were to be fight {o prevent

; residents from falling.

{ Interview with the Maintenance Assistant, on
U6/04/15 at 5:14 PM, reveaied he and the

{ Maintenance Director made facifity rounds every

day, but they did not go into avery resident's room

or inspect every part of the building. He stated

they did not document their rounds, but would

note if they found maintenance concerns. The

I Maintenance Assistant explained there was a

' system for staff to give work orders to him and

+ the Maintenance Director and when a repair had

been completed the work order would be initialed

by himself or the Maintenance Director and then

the work orders would be kept in a stack in the

maintenance office. He further stated he and the

Maintenance Director were the only staff in the

Maintenance Department.

Interview with the Maintenance Director, on
08/04/15 at 5:20 PM, revealed he used a
computer program to dacument praventive :
maintenance checks, but checking the building :
for loose handrails, needed painting or
plasterwork, repairs of ice machines or other
equipment would not be on that document. He

! stated sometimes he would repart maintenance

| concerns verbally to the Administrator, but he
could not patch and paint with sverything else he
had to do.
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- which was scored and the scores were low, but

- actlvities room corridor adjacent to Unit 18,

Continued From page 15

Interview with the Administrator, on 06/04/15, at
5:41 PM, revealed congerns were made to the
tacility's ownership about his and residents’
concems regarding housekeeping for the past
several months. He stated he knew the faciiity
was not clean and the residents deserved 1o live
In a clean environment, He further stated hie
made rounds of the facility every day, but he did
not document any of his round findings. He stated
he completed a monthly housekeeping survey

he was not willing to provide copies of those
documents. The Administrator stated the
Mainlenance Director was responsible for facility
repairs and was required to report to him if there
wera major issues and that the only written report
he reviewed from the Maintenance Department
was a computer program about preventive
malntenance. He stated the maintenance
concems noted during the environmental tour
were not on the preventive maintenance program, -
but repairs were needed. The Administrator

stated he was ultimately responsible for the

facility and correcting problems at the facility,

QObservation during the Extended Survey, on
06/17/15 at 3:13 PM, revealed approximately
fourteen (14} feet of metal handrait loose from the
wall and wobbly on the activities room corrider
adjacent to Unit 1B.

Interview with the Maintenance Director, on
06/18/15 at 8:49 AM, revealed he had knawn tor
some time (no time specified) the metal handrail
was loose from the wall and wobbly on the

However, he stated a welder would have 1o be
contracted 1o fix the railing and that had not been

F 253
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. t
dong. The Maintenance Director stated he knew !
the resident handrails were to be tight to prevent ]
residents from falling. i
F 280 | 483.20(d){3), 483.10(x){2) RIGHT TO F 280! what corrective action wil be.
58=0 | PARTICIPATE PLANNING CARE-REVISE QP

The resident has the right, unless adjudged
incompetent or otherwise found io be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprahensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
discipiines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's

legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review,
and review of the facility's policy, it was
determined the facility failed {0 review and revise
the care plan tor one (1) of thirty-two {32)
sampled residents, (Resident #5) for continued
refusal of daily cleaning of the room and/or assiat
the resident in decreasing clutter in the rcom. In

accomplished for those residents found to
have been affectad by the deficient
practice?

On 6/5/15 Soclal Services Director met with
Resident #5 and addressed the room clutter,
hearding behaviors and importance of safety
awareness. The Activity Director and Socia!
Services Director talked with the resident
about sterage for jawelry supplies and beads.
Resident in agreement to store supplies in the
Activily Room. A set of plastic drawers and 5
plastic containers of beads were moved to the
' activity room, where the resident can still
access them. The residents care plan was

| updated to reflect this agreement and added
as an additional intervention.

Nursing and Housekeeping staff was able to
deciutiar and deep clean Resident#5's room
on 6/5/15.

How will the facllity identify other residents
having the potential to be affacted by the
same deficient practice?

Other residents that experisnce falls have the
pofential to be effected. Residents
experiencing a fail within the last 30 days have
had their care plan reviewed, by the DNS,
ADNSE and MDS Nurss, for appropriate
interventions. Any Resident gvent that involves
a fall is reviewed during the Daily Clinical Start
Up mesting, attended by the DNS, ADNSs,
MDS nurses and HIM (Health Information
Manager). Resident care plans and cutrent
Interventions are alsa reviewed during this

]
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meeting. The Post Fall evaluation is reviewed
F 280 | Continued From page 17 F 280| during the meeting to aid in identifying possible
addition, the facility failed to review and revise the roat Ga‘{?te *’%“f the care plan is re‘f:ewed for
care plan for Resident #5 after the resident had appropriate interventions and additional i

| three (3) falls, one resulting In a fracture. interventions are included at this time.

The findi nclude: 1 What measures will be put Into place or
€ findings include: | systemic changes made to ensure the

P . N ; deficient practice will not recur?
The facllity did not provide a poticy for care | Oners/ SPScmiaI Services Director met with
planning. ! Resident #5 and addressed the room clutter,
1 hoarding behaviors and importance of safety
awareness. The Aclivity Director and Social

Review of the tacility's policy for Falls, not dated,

revealed the purpose of the policy was to identify I Services Director talked with the resident
risks and establish interventions to mitigate the about storage for jewslry supplies and beads,
occurrences of falls. The falf event and Resident in agresment to store supplies in the
interventions were recorded on the 24 hour Aclivity Reom. A set of plastic drawers and 5
report, resident care plan and CNA care card, plastic containers of beads were moved 1o the
!ﬂtel'\fenﬁons ldenﬁﬁed were impiememed The activﬁy room, where the resident can shlt
Interdisciplinary Team reviews post fall access them. The residents care plan was
investigations and summarizes the team updated to reflect this agresment and added
racommendations for interventions. as ar additional intervention.
) Nursing and Housekeeping staff was able to

Reaview of the clinfcal record for Resident #5, declutier and deep clean Resident#s's room
revealed the fagility admitted the resident on on BI5/16.
12/05/11 with diagnoses of Ethanot (ETOH) Housekeeping staff have been educated on
Abuse, Major Depression and Anxiety. reporting to'the Charge Nurse, if the resident

refuses to have room cleanad on a regular
Review of the cfinical record of Resident #5, basis and the Charge Nurse and Social
revealed a quartetly Minimum Data Set (MDS) Services will discuss with the resident.
asgessment, dated 04/16/15, that assessed the ;
resident with a score of fifteen (15) of fifteen (1 5} During the Clinical Start Up meeting atiended
on the Brief Interview for Mental Status (BIMS) by the DNS, ADNSse', MDS nurse and the HIM
meaning the resident was interviewable, The {Health Information Manager) resident events
resident required extensive to limited assistance are teviewed and those having a fall hava the
with activities of dally living. The facility avent and the post fall evaluation reviewed to
documented the resident had no behaviors. assist in determining cause of a fall and o

include any specific Interventions to assist in
Review of the comprehensive care ptan, dated preventing recurrence added to the care plan.
07/28{11, with a target date of 12/23/14, for The care plan interventions, refated to faf
Resident #5, revealed the resident had a histary prevention, are also reviewed al this time to

j of falls. Per the care plan, on 11/20/14, the assure they are relevant and revised as

FORM CMS-2587(02-99) Previous Versions Obsolole Evant IDIWCHH Faciiity ID; 105218 if continuation sheet Page 18 of 107




PRINTED: 067/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0381
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/GUA (X2) MULTIPLE CONSTHAUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185089 B WING : 06/18/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1705 STEVENS AVENUE 4
HIGHLANDS HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40205 ’.
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF GORRECTION (¥8)
PREEIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPARIATE DATE
DEFICIENGY)
needed, The ADNSS’ also make daily rounds
F 280 | Continued From page 18 F 280  focusing on fall prevention and safety
resident had a fall in the room and sustained a interventions to maintain continued
fractured left arm. On 01/06/15, the resident fell compliance.
out of bed while reaching for something, with no
Injuries. The resident got dizzy and fell on Resident Care Plans are reviewed during
04/18/15 resuiting in a laceration and a lump on scheduled care plan reviews, according to the
the head. The resident tripped over the walker on assessment schedule with the IDT, resident
04/25/15 and fell to the fleor with no injuries. On and/ or responsible party. Care plans also
05/02/15 the resident told a nurse about a fall and feviewed and revised as needad during the
the resident had an abrasion on the left slbow. Clinical Start Up meeting.
Cn 05/04/15 the resident was found on the floor How will the facility monitor performance to
in the doorway to the room after tripping over the ensure solutions are sustained?
walker and there were no injuries. There was no Nursing staif has been educated by the Staff
evidence the carg plan was reviewed or revised Development Coordinator on monitoring the 4
for these falls as the target date remained resldent rooms for safety awareness and ]

compliance with care plan interventions to
assist in preventing recurrence of resident falls |
7/8/1. This education will also be included
dwiing new hire oriantation and annually. The
ADNSs' will centinue their daily rounds
focusing on fall pravention and safety
interventions to monitor continued compliance,
:  The DNS reviews the results of the ADNSs

:  daily rounds that focus on resident safaty
during the monthly QAP meeting, x 6 months.
The QAR| meeting is attended by the
Administrator, Medical Director, DNS and two
or more of the following: ADNS, MDS Nurse,
Dietary, Soclal Services, Activities,
Housekeeping, Maintenance or Speciafized
Rehab Therapy for their review and any
additional interventions that the recommend

to maintain continued complianze. 7“2 ‘215

12/23/14 and no new interventions were added.

Further review of the Comprehensive Care Plan
for Resident #5, dated 07/28/11, revealed the
resident's room frequently had an unkept
appearance and since the resident made beaded
jewelry, there were risks of injuries to the residsnt
and staff from spilled beads on the floor.
Housekeepers were 1o mop and clean the room
daily. Social Services staff was 1o speak with the |
regident and explain the risk and banefits of
containing the beads. Nursing staff wers to
atternpt to tidy the room daily with the resident
present. All staff was to encourage the resident
to reduce clutter and cbstacles in the path ta the
bathroom. The onset date of the problem was
07/28/11. There was no evidence to show the

, care plan was reviewed and revised in attempts
to de-clutter and clean the resident's room to
attempt to decrease falls and injuries.

Observation of Resident #5, on 06/02/15 ai 1:35
PM, 3:00 PM, 3:35 PM, on 06/03/15 at 8:23 AM,
9:15 AM, 10:40 AM and on 06/04/15 at 11:00 AM, ‘
revealed there were plles of clothing on the fioor i !
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F 280 | Continued From page 19 F 280

| and five (5) stuffed animals. Botllas of Sprite

- were on the floor. The nonskid strips on the floor
. by the resident's bed were torn and worn and

E coming up off the floor. There was an opened

¢ pudding container and an opened container of

: fruit salad on the floor, In the bathroom, there
were resident clothes piled up on a waiker and a
bag of briefs was on the floor. All surfaces in the
room were soiled with debris and sticky !
substances, {

Interview with Certified Nursing Assistant (CNA)
#6, on 06/03/15 at 2:10 PM, revealed she usuaily
left Resident #5 alone and she made no effort to
encourage the resident to allow the room to be
de-cluttersd, She stated she was not aware of

| anyone attempting to clean the resident's room.

' Bhe stated there were no new instructions on how
| to gst the resident to allow staff to de-clutter the
reom and the current care plan did not work,

Interview with Resident #5, on 06/03/15 at 2:10
PM, revealed the resident stated the facitity rarely

! asked him/her about cleaning the room to remove!
some of the clutter, and everyone just left him/her
alone. '

Interview with Licensed Practical Nurse (LPNY
#11, on 08/03/15 at 2:51 PM, revealad Resident
#5's care plan was not working because the
resident was still fafting and the room was sl
cluttered. She stated the resident often tripped

- over objects in the room while trying to get to the
; bathroom and there were no new interventions in
place to prevent further falls or 1o ensure the
resident's room was de-cluttered.

Interview with LPN #10, on 06/03/15 at 2:51 PM, i

i

revealed Resident #5's care plan was not working ]
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and the resident fell. He stated the nurses wers
responsibie o update the care plan with new
orders and interventions as needed, with fails
included. He siated Resident #5 was
noncompliant and they could not think of anything
else to do to prevent fal's as the resident wanted
to be independent; however, the rasident's gait
was unsteady.

Interview with the Social Service Worker, on
08/04/15 at 3:40 PM, revealed she had asked
Resident #5 if staff could clean hisfher room to
remove some of the clutier and the resident
stated no. She stated further that the resident !
had the right to their preferences and so the care
plan was never revised. She stated the resident
would let her know when de-cluttering could
occur, 30 the care plan was on hold. She stated
she did not realize the resident was hoarding and
- that the care plan should be revised when
interventicns were unsuccessful.

Interview with the Administrator, on 06/04415 at

| 4:06 PM, revealed he was the supervisor for the
Social Services staff. He stated he had not given i
any directives to the Social Services Worker to try |
to care plan and resolve the situation with
Resident #5's room, He stated he had never

considered Resident #5's room as a problem; What corrective action will be
however, he could see there was littie room for accomplished for those residents found to
the resident's rocommate and whesichair. : have been affected by the deficient

F 282 | 483.20(k)(3)(i’) SERVICES BY QUALIFIED i F 2820 practice?

88=0 | PERSONS/PER CARE PLAN The Charge Nurse for Resident #1, notified the

physician and the responsivie party that the

The services provided or arranged by the tacility paim guard had not baen applisd per the care
must be provided by qualified persons in plan for 3 days. The paim guard was replaced
accordance with each resident's written plan of and placad an Resident #1 on the afternoon of
cars, 6/4/15 and removed at bedtime.

¥
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F 282 | Continued From page 21 Eopp|  How will the facility identify other residents
] having the potential to be affected by the
{ same deficient practice? ] A
- " ; Physician orders for all other residents have
i g;.:s REQUIREMENT s not met as evidenced been reviewed by the DNS and ADNSS for
: L . . those residents with orders for splints or palm
a%?{%%%?f;iﬁgg?g&:g?zéigégric:é? review guards, The ADNSs r‘evie'.aved all of the CNA
Instrument (RAF) User Manual 3.0, it was care guidesfassignment sheets on 6/5/15 to
; o Mo ) ot assure that the palm guards were included for
determined m.e facility failed to :mplement care each of tha residents with orders for palm
plan interventians for ane (1) of thirty-two (32) guards. On 6/5/15 the DNS and ADNSS also
sampled residents (Remdent‘#“}). Th? staff failed visually checked each resident with an order
to apply a palm guard to Resident #1's hand per for a palm guard to assure that the guard was
the plan of care. in place, as ordered. Placement of ordered
o . palm guards are checked during daily
The findings include: {  Licensed Staff rounds and during the ADNSs
o i daily rounds to assure that palm guards are in
The facility did not provide a policy on following | place as ordered.
the care plan. Interview with the Administrator, on
06/11/15 at 1:42 PM, revealed the facility utilized What measures will be put into place or
the Resident Assessment Instrument (RA') 3.0 systomic changes made to ensure the
guidelines for the care plan process. deficient practice will not recur?
' ) ) Rasidents with new orders for palm
Review of the Resident Assessment instrument guardsfsplints are reviewed during the Daily
{RAl} User Manual 3.0, dated 2010, revealed the Clinical Start-Up mesting attended by the
comprehensive care plan was an interdisciplinary DNS, ADNSs', MDS nurses and the HiM
communicalion tool and interventions were o be (Health Infarmation Manager), The care plans
selected and implemented that addressed the for those residents will be reviewed and
individual's physical, functional, and psychasocial updated to inslude the palm guards duting this
needs, concerns, proeblems and risks. : meeting. The ADNSs will review the CNA care
i guidesfassignment sheels to assure that the
Review of the clinical record for Resident #1 ‘ interventions are included. Licensed Staff and
revealed the facllity admitted the resldent on ADNSs will assure that paim guards are
02/08/15 with diagnosas of Senile Dementia, utilized as ordered daily during their unit
Fallure to Thrive, Esophageal Reflux, Peptic rounds and will foliow up on any deviation with
Ulcer, Gastro Faresis, Hygertension, and the staff assigned to the affected resident. To
i Diaphragmatic Hernia. maintain continved compliance, licensed staff
have been re-sducated on following MD orders
Review, of the Occupational Therapy Assessmant and following care pians by the AONS, SOC or
for Resident #1, dated 02/06/15, revealed the DNG on BA4f15.
resident was assessed to have left hand/digit
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F 282 | Continued From page 22 £ ogo!| How will the facility monitor performance to

i lunctional assessment within the MDS revealed

flaxion contracture on the middie and ring fingers,
and needed splinting or a palm guard to protect
skin and for hygiene.

Review of current physician orders for Resident
#1 revealed the physiclan ordered a palm
protector {on 02/06/15) for daily placement on ths
resident's left hand. The palm guard was to be
placed on the resident's left hand in the morning,
with removal of the device at bedtime.

Review of the Minimum Data Set (MDS)
Assessment for Resident #1, dated 02/18/15,
revealed the facillty assessed Resident #1 with
coniractures of both hands. Review of the

the facility assessed Resident #1 with upper
extremily impairment on one side of his/her body
and iriggerad for extensive assistance with
Activities of Dafly Living (ADLs). In addition, the
Care Area Assessment (CAA) Summary revealed
Resident #1 wiggered as being at risk for the
development of pressure ulcers.

Review of Rasident #1's care plan, dated
02/26/15, for the pravantion of skin breakdown
revealed Resident #1 had a contraciure of his/her
left hand that required a brace (palm guard) for
placement on the resident's left hand in the
morning and was o be removed at bedtime.
Review of the Certified Nursing Assistant (CNA)
Assignment Sheet for Resident #1 did not reveal
any information about Resident #1's palm guard,
yet other residents lisied on the assignment sheet
had instructions for special needs/devices listed
under Other Special Needs and Instructions, |

Qbservation, on 06/02/15 at 2:35 PM and 4:34 I
FM, on 06/03/15 at 8:40 AM, 9:16 AM, and 10:35 :

ensure solutions are sustained?
Licensed staff education will he included
during new hire odentation and annually. Care
Plans are reviawed on admission, annually,
quarterly and whon el @ a significant
change in the residents’ condition. This cara
plan review will monitor for continued
compiiance while reviewing the residents that
have palm guards. To maintain continued
compliance, the ADNSs' will monitor the
application of the palm guards during their unit |
rounds. Unit waking rounds completed by the
ADNSs are made sevaral imes throughaut
their work day, f an issue s identified, the
ADNS will provided immadiate 1:1 ro-
education with the siaff member and assure
placement of the paim guard. The DNS
reviews the results of the ADNSs daily rounds,
identifying any pattern or trend daily and will
feview their findings during the monthly QAR!
meeting which is attended by the
Administrator, Medical Director, DNS and two
or more of the following: ADNS, MDS Nurse,
Dietary, Socia! Services, Activities,
Housekeeping, Maintenance or Specialized
Rehab Therapy x 6 months for their review
and any additional interventions or
suggestions that they recommend to maintain
continued complance.

72245
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AM, and on 06/04/15 at 10:00 AM, revealed the
resident's hands were contracted, the left hand
remained closed in a fist-like pesition, and there
was no palm guard on the left hand. :

Interview, on 06/04/15 at 11:30 AM, with CNA #4
revealed she had not placed the palm guard on
Resident #1 in the past. CNA #4 stated Resident
#1's palm guard had been missing since Monday
{068/01/15) and she reported it to the unit nurse.
CNA #4 stated she would normally find
information on her capy of the CNA Assignment .
Sheet about special instructions for care and any |
splints or devices the residents needed, but she :
had not seen any information about Resident #1's
paim guarg on that document.

Interview, on 06/04/15 at 10:35 AM, with Licensed
Practical Nurse (LPN) #1, revealed she first
noticed Resident #1's paim guard was missing on
06/01/15 and Resident #1 had not had the paim
guard on for the past thres (3) days because it
could not be found.  LPN #1 stated the licensed
nurse was responsible far ensuring the paim
guard was applied to the resident's left hand, but
the CNA assigned to the resident may also '
ensure the palm guard was available and could '
apply it. LPN #1 stated the palm guard should be
listed on the CNA's assignment sheet under
Resident #1's name, and this should alert the
CNA that the device was to be available for use, ! t
LPN #1 stated Resident #1's laft hand contracture
was pretly severe and that the resident tanded to i
fight/resist placement of the paim guard: i
| hawever, staff should apply the paim guard as

| ordered and care planned,

Interview, on 06/04/15 at 3:46 PM, with the
Director of Nursing (DON) revealed Resident #1
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Each resident must receive and the facility must
provide the necessary care and services to aftain
or maintain the highest practicable physical,
mental, and psychosocial weli-being, in
accordance with the comprehensive assessmant
and plan of care.

This REQUIREMENT is not met as avidenced
by

Based on observation, interview, and record
review, it was determined the facility failed to
provide care and setvices, per the resident's plan
of care, for one (1) of thirty-two (32} sampled
rasidents (Resident #1). The physician ordered a
palm guard to be applied daily to Resident #1's
hand and the facllity care planned for the staff to
apply the palm guard to the hand; however the
staff {aited to apply the palm guard for three (3)
days, 08/02/15, 06/03/15, and 06/04/15.

The findings include:

The facility did not provide a palicy regarding the
application of palm guards/splints,

Review of the clinical record for Resident #1
revealed the facility admittad the resident on

i

have been affected by the deficient
practice?

The Charge Nurse for Resident #1, notified the
physician and the responsible party that the
palm guard had not been applied per the care
plan for 3 days. The palm guard was replaced
and placed on Resident #1 on the aftermoon of
6/4/15 and removed at bedtime as ordered.

How wiil the facility identify other residents
having the potential to be affected by the
same deficient practice?

Physlician orders for all other residents have
heen reviewed by the DNS and ADNSs for
those residents with orders for splints or palm
guards. Tha ADNSs reviewed alt of the CNA
care guides/agsignment sheets on 6/5/15to
assure that the palm guards were inciuded for
each of the residents with orders for palm
guards, . On 6/5/15 the DNS and ADNSs aiso
visually checked sach resident with an order
for a palm guard to assure that the guard was
in place, as ordered. Placement of ordered
palm guards are checkad during daily
Licensed Staff rounds and during the ADNSs
daily rounds to assure that palm guards are in
place as ordered,
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should have had the palm guard applied as care
planned. The DON stated if the palm guard was
not applied as ordered and care planned, the
resident would have an increased risk for skin
breakdown.
F 308 483.25 PROVIDE CARE/SERVICES FOR 309 What corrective action will ba
88=0| HIGHEST WELL BEING accomplished for those residents found to
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02/06/15 with diagnoses of Senile Dementia,
Failure to Thrive, Esophageal Refiux, Peptic
Ulcer, Gastra Paresis, Hypertension, and
Diaphragmatic Hernia.

Review of Resident #1's Minimum Data Set
(MDS) Asssssment, dated 02/16/15, revealed the
facllity assessed the resident with contractures of
both hands, Resident #1's MDS functional
assessment revealed he/she had upper exiremity
impaitment on one side of the body and the
resident triggered for extensive assistance with
his/her Activilies of Dally Living (ADLs). In
addition, review of the MDS Care Area
Assessment {CAA) Summary revealed Resident
#1 triggered at risk for the development of
pressure ulcers.

Review of the Occupaticnal Therapy Assessment
for Resident #1, dated 02/06/15, revealed the
resident was assessed to have left hand/digit
flexion contracture on the middle and ring fingers
and needed splinting or a palm guard to protect
skin and for hygiene.

Review of Resident #1's physician arders, dated
02/06/15, revealed a palm guard was to be
placed on the resident's left hand daily in the
morning with removal of the device at bedtime.

Review of Resident #1's care plan for the
pravention of skin breakdown, dated 02/26/15
with a goal dafe of 08/18/15, revealed Resident
#1 had a contraciure of his/her ieft hand that
required a brace (palm guard} for placement on
the resident's left hand in the morming and it was
to be removed at bedtime. An intervention dated
02/10/15 stated a "paim guard to left hand in AM
and off PM". However, review of the Certified

What measures will be put into place or

F 309 systomile changes made to ensure the
deficient practice will niot recur

Resldenis with new orders for palm
guards/spiints are reviewed during the Daily
Clinical Start Up meeting attended by the
DONS, ADNSs', MDS nurses and the HIM
{Health Information Manager). The care plans
for those residents will be reviewsd and
updated to include the palm guards during this
meeting. The ADNSs will review the CNA care
guidesfagsignment sheets to assure that the
intarventions are included. Licensed Staff and
ADNSs will assure that palm guards are
utifized as ordered daily during their unit
rounds and will {ollow up on any deviation with
the staff assigned to the affected resident, To
maintain continued compliance, licensed staff
have been re-sducated on following MD orders |
and following care plan interventions by the
ADNS, SDC or DNS on 6/4/15.

How will the facility monitor performance to
ensure solufions are sustained?

Licensed staff education will be included
during naw hire orientation and anrnually, Care
Plans are reviewed on admission, annually,
quarierly and when there is a significant

change in the residents' condition, This care’
plar review will monitor for continued
compliance while reviawing the residents that
have palm guards. To maintain continusd
compliance, the ADNSs' will moniter the
application of the palm guards during their unit
rounds. If an issue is identified, the ADNS wil)
provided immediate 1:1 re-education with the
staff member and assure placement of the
palm guard. The DNS reviews the resulis of
the ADNSs dally rounds, identifving any
pattern ot trend dafly and will review their
findings during the monthiy QAP meeting
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, which is attended by the Administrator,
F 308 Continued From page 26 F 309{ Medical Director, DNS and two or more of the
Nursing Assistant {CNA) Assignment Sheet for following: ADNS, MDS Nurse, Dietary, Social
| Resident #1 revealed no information related to Services, Activities, Housekeeping,
application of Resident #1's palm guard. Maintenance or Specialized Rehab Therapy x
6 months for their review and any additional
Observation, on 06/02/15 at 2:35 PM, revealed interventions or suggestions .thatthay ' -
Resident #1 did not have a palm guard on his/her recommend to maintain cortinued compliance. {7 - 23 ~{ S

left hand which was closed in a fist-like position.
Al 4:34 PM, revealed Resident #1 did not have a
palm guard on the leff hand.

Observation, on 06/03/15 at 8:40 AM, revealed
both of Resident #1's hands were contracted and
there was no palm guard on the left hand, At 9:16
AM, Resident #1 did not have a palm guard on
his/her left hand. Continued chsarvation, at 8:22
AM, revealed Resident #1 did not have the palm
guard on his/her left hand and the hand remained .
curled into a fist-like position. Additional ;
observation, at 10:35 AM, revealed Resident #1
did not have a palm guard on histher left hand. At
2:30 PM, Resident #1 did not have a palm guard
an his/her left hand.

Observation, on 06/04/15 at 10:00 AM, revealed
Resident #1 did not have a palm guard on his/her ;
left hand.

Interview, on 08/03/15 at 11:00 AM, with the
Occupational Therapist (OT), revealed Resident
#1's hand contractures were significant on
admission. The OT stated Resident #1 utilized
the palm guard at another facifity and brought it
with them on admission. The OT stated due {o
the severity of the resident's contractures on
admission, the Therapy Departrent
recommended continued use of the palm guard
. with a goal to protect tha resident from skin i
breakdown.
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Interview, an 06/04/15 at 11:30 AM, with CNA #4
revealed she was routinely assigned to care for
Resident #1; however she had not placed the
palm guard on the resident. CNA #4 stated she
reported to LPN #1 that the paim guard hag been
missing since Monday (06/01/15). CNA# 4
stated they did not find the palm guard when she
and the nurse searched the resident's room.
CNA #4 stated she would normally find
information on her copy of the CNA assignment
sheet for special instructions for care and any
splints or devices the resident needed. However,
she had not seen any information about Besident
#1's palm guard on the sheet. CNA #4 stated the
palm guard could have been accidentally sent to
the taundry services with the resident's soiled
finen, CNA #4 stated LPN #1 told her a
replacement palm guard had been ordered when
she reported to her again the palm guard was not
on the resident on 06/03/15.

Interview, on 06/04/15 at 10:35 AM, with Licensed?
Practical Nurse (LPN) #1 revealed she searched ,

the resident's room for the palm guard, but it was
not found after she noticed Resident #1's palm
guarg was missing on 06/01/15. LPN #1 stated
Resident #1 had not had the palm guard on over
the past three (3) days because it could not be
found. LFN #1 stated on 06/03/15 she notified the
Occupational Therapist that Resident #1 needad
a replacement palm guard.

LPN #1 stated Resident #1's palm guard was
ordered due to contractures for daily appiication
to his/her left hand. LPN #1 stated the licensed
nurse wag respansible for ensuring the paim
guard was placed, but the CNA assigned to the
resident could also ensure the palm guard was

| available and could apply it if properly trained.

1
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LPN #1 stated the palm guard should ba listed
under Resident #1's name on the CNA
assignment sheet to alert the CNA the device
should be in the resident's room and available for
use, LPN #1 stated Resident #1 tended to
fight/resist placement of the palm guard because
the left hand contracture was preity severe. :
However, the staff should apply the palm guard |
as ordered and care plannad. '

Interview, on 06/04/15 at 10:53 AM, with the
Certified Qeoupational Therapist Assistant
(COTA), revealed she ordered the guard when
L.PN #1 notified her on 06/03/15 of the need for a
new palm guard for Resident #1. The COTA

' stated she. could not find the palm guard during
the search of the resident's room. The COTA
stated she obtained a new palm guard and
placed it on Resident #1's left hand about 2:00
PM on 06/03/15. The COTA siated that new palm
guards were kept in the Therapy Department.

Interview, on 06/04/15 at 3:40 PM, with the
Directar of Nursing (DON), revealed Resident #1
should have had the palm guard applied as
ordered and care planned. The DON stated LPN
#1 should have listed Resident #1's need for a |
new palm guard in the therapy department
communication book on Monday (06/01/15), as
soon as the staff became aware the palm guard
was missing. The DON staled LPN #1 should
have listed Resident #1's need for a new paim

| quard in the therapy department communication
boak. Per the DON if the palm guard was not
applied as ordered and care planned, and if
Resident #1's finger nails were not monitored for
length and cleanliness, the resident would have
an increased risk for skin breakdown.

|
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F 323 | 483.25(h) FREE OF ACCIDENT F 323 accomplished for those residents
s8=p ; HAZARDS/SUPERVISION/DEVICES found to have been affected by the
! deficient practice?
The facility must ensure that the resident On /5115 Social Services Director met
environment remains as free of accident hazards with Resident #5 and addressed the room
as is possible; and each resident receives clutter, hoarding behaviors and
adequate supervision and assistance devices to importance of safety awareness.. The
prevent accidents. Activity Director and Secial Services
Diractor talked with the rasident about
storage for jewelry supplies and beads.
Resident in agrsement to store supplies
in the Activity Room. A set of plastic
This REQUIREMENT is not met as evidenced drawers and 5 plastic containers of beads
by: were moved to the aclivity room, where
Based on observation, interview, record review, g‘e '?s‘da“t:i“ sl acce?“g‘*? Social
review of the facility's Fall Guidelines, and Post ef‘;'cef‘a" ursing tahssi'm the "
Fall Reports, it was delermined the facility failed :es'. de? " mg?mzmgt ?r'iem';a fems
to sngure one (1) of thirty-two (32) sampied : ad in Ff‘tmov ng polentia :iar s;he
residents {Resident #5) had environmentai ; e'sm:; ’ fams;{ers ri’:":’e! m;“m
hazards and risk factors for falls identified and bg?i; ;e sfan%e R‘;‘sé(:m it f‘;’:‘zow
interventions, including supervision, put into place allowed their "‘3 om to be cleaned dail
to reduce falls. The facility failed to determine the and it is monitored d a"y by the ADNSy on
causal factors for falis and monitor in ntion o S .
for effectiveness Thisafaifu;e resultefﬂe;’:e ° their daily rounds, maniloring for possible
i . N o o safetyfal risks and resolving any lssue
Re§§dent_ #5 continuing to fall, in agd;ttcm, the that Is noted at that time. The Care Plan
facility failed to complete investigations of falls for resident #5 has been updated ta
that occurred on 11/20/14 and 04/18/15. ; ;
include that their craft supplies have been
T Lo ) . i relocated to the activitlies room, that the
he findings include: room is monitored daily for possible fafl
. . L risks related to placement of personal
Review of the facllity's fall guide lines, not dated, iterns and immediate ,escmﬁgn\ Resident
¥ ?Vea‘ed the purpose of th? policy was to identify #5 has not exparianced & fall In their
risk and establish interventions to mitigate the room since 5/4115.
oceurrence of falls. Post fall the regident is
physcially assessed for injuries and medical
aftention is rendered as needed. The physician
and responsible party are notified of the fall, A fall
"huddle" is called to help in investigating
circumstances around the fall. The Investigation
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F 323 | Continued From page 30

included information to assist in choosing
interventions to prevent further falls. The fall
svent and intervention Is recorded on the 24 hour
report, resident care plan and CNA care card.
Interventions identified are to be implemented,
and the DT reviews post fall investigation and
summarizes the team recommendations for
interventions.

Observations, on 06/02/15 at 8:30 AM, revealed
extrafurniture in the resident's room, alf flat
surfaces on the resident's side of the room were
covered with personal items, stacks of boxes
ware on the floor, plastic containers were on the
floor, non-skid strips on the floor next to the bad
were torn partially away from the floor, blankets
and pillows, newspapers, stuffed animals, and an
open fruit cup were on the floor

Review of the clinical record for Resident #5,
revealed the facility admitted the rasident with
diaghoses of Major Depression, Anxiety and a
higtory of Ethanol (ETOH) Abuse. The Quarterly
Minimum Data Set {MDS) assessment for
Hesldent #5, dated 04/16/15, revealed the facility
assessed the resident with a scors of fifteen (15)
of fifteen (15) on the Brief Interview for Mental
Status (BIMS) meaning the resident was
interviswable. The facility further assessed the
resident as requiring extensive to limited
assistance with daily tiving and having poor vision
correcied with contact lens or glasses. The
resident had no behaviors ar moods and was
incontinent of bladder at times. The facility
assessed the resident as requiring one person
physicai assist and supervision while walking with
a rofling walker,

Raview of the Care Plan, dated 07/08/11, for

How will the facliity identify other

F 323! residents having the potential fo be
affected by the same deficient
practice?

All risk evaluations are completed as part
of the admission process, by licensed
nurses, on all residenis. As a proactive
measure those residents identified as
keing at risk will have appropriate
interventions Included in their care intia
plan. During the Dally Clinical Start Up
meeting, alended by the DNS, ADNSs',
MDS nurge and KIM, the Admission
Clinicat Heaith Assessment Is reviewed
for completion and review of any
identified risk areas. Initial care plans are
also reviewed to assure that interventions
for identified rigks are included, All
rasldent evenis are reviewed during the
Daily Clinical meeting. The eventis
reviewed including the specifics of the
event and the possible cause. The
resigent care plan is discussed and
interventions included or updated to
assist in preventing recurrence, The
ADNSs and DNS have re-reviewad ail
resident falls since 8/5/15 assuring that
Post Fall evalyations have bsen
completed inciuding possible root cause
and that care plan interventions have
been reviewed and updated when
necessary,

What measures will be put into place
or systemic changes made fo ensure
the deficient practice will not recur

To maintain continued compliance,
during the Daily Clinical meating,
attended by the DNS, ADNS, MDS Nurse
and HiM, all resident events are
reviewed including falls, the Post Fall
evaluations are reviewsd i detail to
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Resident #5, revealed there were numerous
envircnmental hazards within the resident's room.
The facility identified numerous open containers
of craft beads and beads were observed on the
floor, frequently unkept room, piled up clothing,
and a history of tripping over the wheels of the
rolling watker. There was no evidence that the
facility identified other envirenmental hazards
such as the resident's hoarding behaviors as risk
factors for fafls.

Review of the Post Fall Report for Resident #5,
dated 10/14/14, revesled the resident fell while
walking in the room at 7:20 AM with discomfort in
area of trauma (not specified). The resident was
determined to have impaired safety awareness
and the resident's room was cluttered with
personal belongings and craft supplies. There
was no information on the report to explain how
the resident fell or what caused the fall. The
facility recommended ths resident receive verbal
cues and reminders; however, there were no
recommendations 10 address the ciutter in the'
resident's room to prevent another fall. There
was an entry on the care plan dated 10/20/14, six ?
(6) days after the fall, documenting a one-half bed
rail on the right side of the bed to assist with bad
mobility, There was no evidence the facility
identified the root cause of the fall, ensured
interventions minimized the factors causing the
fall, ensured interventions were correctly and
consistently followed or that the facility initiated an
immadiate intervention to prevent further fails.

The Post Fall Report for Resident #5's fall on
11/20/14 while walking in the room, was not
provided by the facility. The resident sustained a
fractured arm during that fall. Review of the care
plan revealed no new interventions were added

Post Fall Evaluations that are noted to be
incomplele with the appropriate staff
mentber and will review them in the next
Dally Ciinical meeting. The MDS Nurse
will review the current care plan
interventions with the team and the team
will formulate other interventions to assist
in preventing further falls.

How will the facility monitor
performance to ensure solutions are
sustained?

During the manthly center QAP| meeting,
attended by the Administrator, Medical
Director, DNS and two or more of the
following: ADNS, MDS Nurse, Dietary,
Soclal Services, Activities, Maintenance,
Hoasekeeping or Spegcialized Rehab
Therapy. The DNS will present ali
eventsfalls and identified rant causes
including any patterns or frends identified.
Specific resident interventions may be
reviswed for QAR members input for
possible additionat interventions and
review to prevent racurrence and
maintain comphance. This review and
Information will be presented at the
monthly QAP! meeting, To maintain
continued compliance this is standard
meefing agenda item to e raviewed
during the Menthly QaR) meeting.

H-27-15
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F 323 | Cantinued From page 31 F 323| The DNS or ADNS will follow up on any
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after the fall with fracture.

Review of the Post Fall Report for Resident #5,
dated 01/06/15, revealed Resident #5 had a
history of falfs and the resident's room continued |
to be cluttered with personal belongings and craft '
supplies. The resident leaned forward from the
wheelchair and slid from the chair to the floor |
without injury. The resident was doing usual
activities according {0 the report, Thers was no
evidence of any safety interventions that were in
place prior to the fall. The resident was receiving
therapy at the time of the fall. There was no
evidence the facility determined the root cause of :
the fall, !

| Review of the Care Plan, not dated, for Resident |
#5, revealed no evidence the care plan was
revised to minimize or tesolve the causal factor
with no interventions to prevent another fall.

Review of the Care Plan, not dated, for Resident
#5, revealed the resident was found sitting on the i
floor on 04/18/15 after exiting the Snack Room : :
sustaining a laceration and sweiling to the top of |
; the head without mention of any treatment
required.

A Post Fail Beport for Resident #5 for the fall,
dated 04/18/15, was not provided by the facility.

. Review of the Care Plan for Resident #5,
revealed & urinalysis was obtained on 04/18/15 to |
check for a Urinary Tract Infection. There was no {
evidence the facility determined the root cause of f
the fall or initiated an immediate intervention to |
prevent another fall. i
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“Review of the Post Fall Report, dated 05/02/15,
. revealed Resident #5 had numerous fails inthe |
! past and felt while walking in the hallway. The l
| resident sustained an abrasion on the left elbow.
There was no evidence the facility determined the |
root cause of the fall,

Review of the Care Plan for Resident #5,
revealed no evidence the facility implemented
immediate interventions to prevent further falls
after the fall on D5/02/15.

Further review of the Care Plan for Resident #5, |
revealed the resident was found on the floor, on
05/04/15 at 12:30 PM, A hand written statement
revealed the resident stated he/she tripped over j
the back wheels of the walker and fell to the ficor
in his/her room. There was no evidence the
facility determined the root cause of the falt or
. added an immediate intervention to prevent
further falls.

Review of the Post Fall Report, dated 05/04/15,
revealed the resident had a fall on 05/04/15 at
12:30 PM, was walking in the room; however, did
not identify the cause of the fall, or any
interventions that were to be put in pface on the
care ptan. i

Interview with Resident #5, an 06/02/15 at 4:56

' PM, revealed the resident was told by Social

I Services that no staff person could try to unclutter
his/her room without his/her permission. The
resident stated no one was allowed 1o touch
his/her property per Social Services directions.
The resident stated there were falls from tripping
over ftems in the room; however, no one was
allowed to move anything. He/she stated all the

- objects blocking the floor were needed and the

i

F 323
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frequent fafis and once broke an arm. The
residents were supervised every two (2) hours
when rounds were made by the CNA. She stated
Resident 45 did not need too much help except
for bathing and the resident did need suparvision
when out walking. She said the resident had falls
while walking in the room and could be difficult
and irritated if staff offered tao many cues. She
stated she was not aware of anything she was
supposed to do fo prevent the resident from
failing, except make sure the resident used the
rolling walker, She stated the resident collected
everything and the floor space was so full that
housekeeping could not sweep or mop the floor.

| Interview with Licensed Practical Nurse {LPN) !
#11, on 06/03/15 at 2:51 PM, revealed Resident i
#6's care plan was not working. LPN #11 stated |
the resident's room had litte floor space and

every surface was full of food, and paper
products.

Interview, on 06/04/15 at 11:40 PM, with the DON :
revealed she was responsible for investigating |
falls and completing the fall reports. '

Post survey interview with the Director of Nursing
| (DON), on 06/30/15 at 2:14 PM, revealed ail falls
were reported to the DON and documented on
the 24 hour report. She stated she Interviewed
the staff present when the resident falls and read
that Resident #5 wag tripping in the room while
using the walker. She stated the room was filed

1
|
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- roommate did not walk or talk. The resident
stated he/she was not going to talk about the |
room anymore, |
Interview with Certified Nurse Aide (CNA) #86, on
06/03/15 at 2:30 PM, revealed Resident #5 had
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: were trip hazards. She stated the facility did not

; food prepared by methods that conserve nutritive

Continued From page 35
with furniture and boxes. In addition, she stated
the resident wore long gowns and robes which

have a falls policy, but rather a falis guidetine,
She stated she completed all fall investigations
including the cause of the fall. She stated she
also looked at each fall for signs of abuse and
naglect. She stated determining the root cause of
falls was relaying what the resident did to causa
themseives to fall,

483.35(d){1)-(2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident receives and the facllity provides

value, Ravor, and appearance; and food that is
palatable, atiractive, and at the proper
temperature.

This REQUIREMENT is not met as svidenced
by

Based on observation, interview, record review
and policy review, it was determined the facility
faifed to ensure food served was palatable tor two
{2) of two {2) meals observed. Observation of the
lunch meal on 86/03/15, revealed Dietary served
tossed salad with no dressing and on 06/04/15,
the lunch meal consisted of fried chicken meat
that was dry, burned and hard to chew. In
addition, two {2} of thirty-two {32) sample
rasidents (Residents #4, #5) and three (3) of nine
{9) unsampled residents (Unsampled Residents
E, F and G) voiced dissatisfaction with the food
being palatable.

The findings inciude:

F 323

F 354

What corrective action wil be
accomplishod for those residents found to
have been affected by the deficient
practice?

The Dietary Services Manager has met with
resident #4.#5 E, F and G to review and
address their concerns with feod service by
7410115, Their food preferences have been
updated at that time, as well,

How will the facility Identify other residents |
having the potential to be affected by the |
same deffclent practice? »
All rasidants baving maals served have the

potential to be affected.

What measures wili be put Into place or
systeinic changes made to ensure the
deficient practice will not recur.

Resident food preferences will continue fo be
honored. The Dietary Services Manager wil
continue to attend the Resident Council
maeting, when invited, to address any meal /
food cancems ang the Resident Choice Meal
will continue to be chosen during Resident
Council. As an additional avenue for resident
review and input, the Distary Services
Manager and Activity Director will have a
Resident Food Commiltea. meeting, altended
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Review of the Philosophy and Policy on Nutrition,
sHective 08/01/12, revealed the residents wouid
be served atfractive and tasty food.

Interview with the Resident Council, on 06/02415
at 3:00 PM, revealed Resident #5 (whom the
faciity assessed with a Brief Interview for Menial
Status (BIMS) score of fifteen (15} of fifteen (15)
meaning the resident was interviewable) stated
the food was occasionaily good, they may have |
ona (1} good meal and four (4} {o five (5) days of
bad meals. The food flavor and appearance was
generaily nol satisfactory and generally cold.
Unsampled Resident E (whom the tacility
assessed with a BIMS score of fifteen (18) of
fifteen (15) meaning the resident was
interviewable), stated hefshe had never eaten so
many peanut butter and jelly sandwiches in
hisfher lifetime because the food I the facility
was so bad,

Buring the Quality of Life interview, on
06/02/2015 at 4:43 PM, with Resident #4, whom
the {aclity asssssed with a BIMS score of filteen
(15} of fifteen (15) meaning the resident was !
interviewable, the resident stated the food was |
not good. Resident #4 stated food served was
frequently too salty for his/her taste or not
seasoned at all and the meat was frequently
tough. Resident #4 also stated that at times no
meal was served.

Observation of the lunch Meal, on 06/03/15 at
11:25 AM, revealed circular mini frozen pizzas,
tossed salad, bread sticks and marinara sauce
were served for the meal. No salad dressing was
provided for the salad.

Interview with Unsampled Resident F, on

F and 3 will be invited and encouraged to
attend the monthly Food Committes Meeting
and provide their input, Test trays will be
monitored by the Dietary Services Manager 3
times weekly, checking food palatability and
temperature.

The Dietary Services Manager has re-
educated the cooks on following the recipes,
atong with cooking and holding times and
lemperatures on 6/11415.

How will the facility monitor performance to
ensure solutions are sustained?

To maintain continued compliznce the
Dietary Services Manager will attend the
Monthly Resident Food Committes
meeting. Test trays will be monitored by
the Dietary Services Manager 3 times
weskly, checking food palatability and
temperature. The results of the test tray
meonitaring will be brought to the monthiy
QAF1 meeting by the Dietary Services
Manager. The Dietary Services Manager
will review the results with the GAPL team
members. The education on following
the recipes, cooking times, holding times
and temperatures will be inciuded in the
new hire orientation for cooks and
annually. Resident food concernz from
Resident Council and suggestions from
the monthly Resident Food committes
and test tray audits will be reviewed in the
monthly QAPI meeting attended by:
Administrator, Medical Diractor, DNS and
two or more of the following: ADNS, MDS
Nurse, Dietary, Sacial Services, Activities,
Maintenance, Housekeeping or

menus and provide input. Residents # 4, #5, £,
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06/03/15 at 2:46 PM, revealed the resident did |
! not like the food served. The meat was tough and
could hardly be chewed at times, especially the
chicken and pork. The green beans had no flavor
and everything tasted like it was dumped out of a
can, The resident stated a sandwich could be
oblained, but usually just bologna or cheese,

interview with Unsampled Hesldent G, on
06/03/15 at 2:59 PM, revealed the resident
thought the food at the facility 1asted terrible. The
resident stated breakfast was not as bad as the
other meals. The resident stated they could get a
sandwich, but we can't get a home cooked meal
and it was doubtful if there was any cooking done
in the kitchen,

Observation of the lunch meal, on 06/04/15 at
12:40 PM, revealed it consisted of stewad

tomatoes, scalioped potatoes, mashed potatoes, |
fried chicken and gravy. :

Observations of the Test Tray, on 06/04/15 at
12:40 PM, revealed the chicken was dark brown, -
tough, and difficult to cut. The temperature was |
retaken and tested at 102 degrees Fahrenheit
{F}, the temperature of the scalloped potatoes
tested at 109 degrees (F) and tasted salty, and
the temperature of the tomatoes tested at 104
degrees (F). A sample tasting of the test tray at
this time revealed the stewed tomatoes on the
plate were sharply acidic and burned when eaten.
The scalloped potatoes on the plate were very
salty, had an unpleasant taste of powderad
cheese and wers luke-warm when tasted,

I Interview with the Dietary Manager, on 06/04/15
; at 12:40 PM, revealed he had no concerns with
the food that was served on the Test Tray.
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) Specialized Rehab Th iti
F 364 | Continued From page 37 Fasal o erapy for additiona

recommendations that address resident
foed concerns, To maintain continued
compliance the resulls and raview of the
Resident Council and the Food
Committee suggestions will be a standard
meeting agenda tem to bo reviewad !
during the Monthly QAPI meeting to
maintain continued compliance.

!7~2-2:‘(.,§
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I 364 | Continued From page 38 F 384
Interview with Cook #1, on 06/04/15 at 4:04 PM,
revealed she had heard complaints aboul the
food from the residents, such as there was no
seasoning, the chicken was burnt and they couid
not chew the foad. Cock #1 stated the Dietary
Manager was awars, but told her to serve the
food anyway,
Further interview with the Dietary Manager, on
06/04/15 at 4:40 PM, revealed the chicken was
tough and hard to cut. He stated the chicken was i
| pre-cooked when delivered from the vendor and
| they Just had to reheat it.
F 371 483.35(i) FOOD PROCURE, F 371 What corrective action will be
$8=J | STORE/PREPARE/SERVE - SANITARY accomplished for those residents
found to have been affected by the
The facility must - deficient practice?
(1) Procure food from sources approved or On 6/5/15 the Pest Control Company was
considered satisfactory by Federal, State or local at the center and inspected the dry
authorities; and . ; storags area in the kitchen,
(2) Store, prepare, distribute and serve food The dry storage area of the kifchen was
under sanitary conditions campletely cleanad by kitchen staff on
GIEI15.
Staff has been educated by the Digtary
Services Manager on using beard nets on
7/10/15.
How will the facility identify other
This HEQUIREMENT is not met as evidenced residents having the potential to be
by: i affected by the same deficient
Based on observation, interview, review of the | practice?
Centers' for Disease Control and Prevention | All residents are considered to have a
document and facillty policy, it was determined potential to be affectad by the deficient
the facility failed to ensure food was stored, | practice.
prepared, and served under sanitary conditions. !
The facility failed to ensure the kitchen was fres i
of past and mice droppings on the fioor of the dry
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. i What measures witl bg putinto place
F 371| Continued From page 39 » ! F3an or systemic changes made fo ensure
storage area; and, faited to ensure three (3yof the deficient practice will not recur
three {3) facial beards were restrained when ' On 6/5/15 an extensive tour / inspection
preparing food an the tray line, of the exterior ard interior of the center
was completed by the Administra tor,
Observations on 06/02/15 and 06/03/15 revealed Maintenance Director, Pest Control
the dry food storage room had food, debris and Service Techniclan and Pest Control
mice droppings on the fioor (as identitied by the Manager to determine if there were any
Pest Control Technician), ¥ signs of active pest issues. None ware
) . found. Thare were potential entry points
Review of the Pest Technician Service Report, ; noted whera pests may have had the
dated 01/06/15, revealed the Pest Technician ! opporturnity to enter the building where
identified mice in the kitchen and he placed four . sealing around conduits, pipes and door
{4) RTU (container 1o defiver bait 1o kill mice) i sweeps had {6 be repaired or replaced.
baits down and five (5) glueboard traps down in | All issues noted during these extensive
the kitchen area for mice. rounds were addressed and repaired by
8/10/15 by the Maintenance Director..
Althcugh the Pest Control had been in the Tacility The cleaning schedule in the dietary
monthly after 01/06/15, the Pest Technician department was revised by fhe Distary
stated this was one of the worst facilities as it manager and has a designated position
related to pests, insects, rodents, Review of pest responsible for cleaning the dry storage
centrol records dated 02/03/15, 03/03/15, area. The dry storage area is checked
04/08/15 and 05/05/15 revealed mice or other df*ily by the Dietary Services Manager.
pests continued to be identified in the kitchen, Dietary staff has been in serviced by the
Resident interview revealed evidance of mice Digtary Services Manager on 8/41/15 on
chewing on bags of chips that were served on the he cleaning schadule, reporting
I meal tray. I observations of pests, remaoving delivered
! | supplies from the original boxes and
The facility's failure to have an effective system in | storing in plastic containers.
place to ensure the facility kitchen was free of
| pest has caused or is likely to cause serious
! injury, harm, im pairment or death to a resident, How will the facility monitor
Immediate Jeopardy was identified on 06/04/15 perfarmance to ensure solutions are
and determined to exist on 01/06/15, sustalned?
| To maintain continued compliance the
The faclity provided an acceptable Allegation of | Dietary Servicas Manager will inspect the
Compliance (AQC) on 06/11/15 which alleged f Ory Storage 2 fe? each day qu ed to
removal of the Immediate Jeopardy on 06/10/15, | 23sure area is olean and there is o
The State Survey Agency verified Immediate ~ evidenae of pests. Any identifiod
Jeopardy was removed on 06/10/15, as alleged | concerns will be addressed immediately.
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; ; The Administrator will make twice weekly
F 371 Continued From page 40 F3n rounds in the distary department to
prior to exit on 06/18/15. The Scope and Saverity review compliance with sanitation
was lowered to a D" while the facility monitors standards. The Maintenance Director will
the implementation of the Plan of Correction complete weekly exterior rounds
{POC} and the facility's Quality Assurance continuing fo monitor for potential entry
monitors the effectiveness of the systemic points and will implement immediata
changes, © interventions lo prevent entry.
The results of the weskly round audits
The findings include: -completed by the Maintenance Director
| and the twice weekly Administrator
1. Review of the Depariment Goals Policy, I teviews will be reviewsd during the
effective 08/01/12, ravealed acceptable standards center's monthly QAP! meeting altended
of sanitation would be maintained during all by: Administrator, Medical Director, DNS
stages of food delivery, starage, preparation and and two or more of the following: ADNS, i
service. MDS Nurse, Dietary, Social Services, !
Activities, Malntenance, Housekeeping or i
Review of the facility's poicy, Pest Control, dated Specialized Rehab Therapy for further i
| 09/01/14, revealed the facility was to maintain an review and any additional interventions to
effective pest controf program. In addition, an maintain continued compliance. The
On,ggjng pest oontrol program was to be | results of the Dietary Services Managers
maintained to ensure the building was kept free of audit of the dry storage area, the
insects and rodents with assistance by administrators twice weekly rounds in the
majntenance seNECGS. as necessary. dietary department and the resuits of the
Malntenance Directors weekly round
Review of the pest control contract, with CarePro audits will be & standard agenda item for 9.2 25|
Solutions, dated 02/03/14, revealed the company the center's monthly QAPY meeling.
would provide services as needed to effectively
controt cockroaches, ants, rodents, or other
insect infestations. Further review of the pest
control contract revealed tha company's
| treatment process wouid depend on feedback g
from the Pest Sightings Postings (documentad on ;
Past Sighting Logs kept at the nurses’ stations) or
from a primary contact persorn.
| Review of the Cleaning Schedule, for 06/01/15, |
revealed the dry storage was not listed as an area
to be cleaned dally. f
| Review of the Centers' for Disease Control and |
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Prevention Integrated Pest Managemesnt:
Conducting Urban Rodent Surveys, dated 2008,
revealed & premise was considered infested as
long as any active rodent signs existed. Rats and
mice could contaminate food, damage structures,
and carry diseases that threatened the heaith and
quality of life, and they could cause injury
(potential for biles) and death. In addition,
whenever rodents find suitable food, water and
harborage they become established and
reproduce rapidly in premises with poor
environmental quality.

Review of the Pest Technician Service Report,
dated 01/06/15, revealed the Pegt Technician
placed four (4) RTU (container to deliver bait to

" kil mice) baits down and five (5) glueboard traps
- down in the kitchen area for mice.

Review of the Pest Technician Service Report,
dated 02/03/15, revealed the Pest Technician
placed two (2) Cantrac Bait Blox and two (2}
glueboard fraps down in the kitchen area for
mice.

Review of the Pest Technician Service Report,
dated 03/03/15, revealed the Pest Technician
placed four (4) Contrac Bait Blox and elgven (11)
glueboard traps in the kitchen area for mice, !

Review of the Pest Technician Service Report,
dated 04/08/15, revealed the Pest Technician
placed one (1) Contrac Bait Blox and five (5)
glueboard traps in the kitchen area for mice.

et 4083 At e

|
|
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Review of the Pest Technician Service Report,
dated 05/05/15, revealed the Pest Technician
placed twa (2} Contrac Bait Blox and three 3)
glueboard traps in the kitchen area for mice,

Observation of the dry storage area in the kitchen
during initial tour, on 06/062/15 at 8:25 AM,
revealed debris and black and white pellets on |
the floor in the corner of the dry storage area j
which appeared to be small black mice
droppings.

Observation of the dry storage area in the kitchen
and interview with the Pest Technician, on
06/03/15 at 2:55 PM, revealed the black pelisis
on the floor were mice droppings. The Technician
stated he could not tell how old the droppings
were; however, he had placed a mouse tfrap in
the dry storage area about two (2} months ago.
The Technician stated the mouse trap was
working because he observed additional blue
mouse droppings on the dry storage fioor, The
Techniclan stated that he did not see any holes in
the kitchen, but the mice could come in from
additional sources. Further interview with the
Technician revealed the mice could bite through
anything except metal,

Interview with Dietary Aid #1, on 06/04/15 at 4:25
PM, revealed he had cleanad the dry storage
area befere and saw a mouse on Sunday or
Monday morning before the survey started. He
stated he had swept up rice in the dry storage s
room.

Interview with Cook #1, on 06/04/15 at 4:04 PM, ;
revealed there was no cne responsible to clean |
the dry storage area at this time. She stated there i
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' storage area. Cook #3 stated the dry storage
; area was a dirty area and she had seen mice as

Continued From page 43

was a dietary aid who had been gone for three (3)
weeks to & month who would complete tasks
such as stocking foed items, cleaning the
refrigerators, stock room and dry storage area,
Cook #1 stated the dietary staff had been working |
short. After reviewing the cleaning schedule,
Cook #1 stated the schedule needed to be mora
detailed to reflect the cleaning of the dry storage
area. She stated she wanted to prevent mice
from coming into the kitchen because they were
“nasty” and no one wanted to "eat mice poop”,
Cook #1 stated mice were dirty and she was
scared of them,

Interview with Cook #3, on 06/04/15 at 3:55 PM,
revealed the person who was responsible to wash
the dishes was responsible for cleaning the dry

late as "yesterday" (06/03/15). She stated she
hiad seen the mice mess with the rice in the dry
storage area, Cook #3 stated she did not want
rodents In the kitchen area because they could
cause diseases.

Interview with Dietary Aid #1, on 0B8/04/15 at 4:25
PM, revealed he had cleaned the dry storage
area before and saw a mouse on Sunday
05/31/15 or Monday 06/01/15.

Interview with the Dietary Manager, on 06/04/15
at 4:40 PM, revealed he had started noticing the
mice back in December of 2014 and told the
Administrator, Maintenance and the Pest
Technician. The Dietary Manager stated there
had been problems with mice about two (2)
months ago getting into the bread supply, He
turther stated he was not aware the mice were
getting in the dry storage rice supply. The Dietary

F37i
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Manager indicated he did not know what mouse
droppings looked like so he did not know the

mice were in the dry storage area. He stated he
was not menitoring the Dry Storage area to i
ensure it was being cleaned by staff nor was the
Dry Storage area on the cleaning schedule to be
cleaned. The Dietary Manager stated he did not
want mice in the kitchen because they carry
diseases and could make the residents sick. The
. Dietary Manager stated he thought the mice were
~gane as of April 2015. However, interview with

i Dietary Aide #1 and Cook #3 on 06/04/15
revealed they had recently seen mice. Further
interview with the Dietary Manger revealed “four
(4) months was not a long time to have to deal
with mice".

Further interview with the Pest Technician, on
06/03/15 at 2:55 PM, revealed he had spoksn to
the Administrator in December of 2014 about the
problem with rodents. The Pest Technician stated
he informed the Administrator about the
housekeeping and tha uncleanliness of the facility ,'
and the impact that would have on getting rid of
the pesis. The Pest Technician stated this was
one of the worst facilities as it related to pesis,
insects, rodents.

2. Review of the Safety and Sanitation Policy,
effective 08/01/12, revealed all dietary services
perscennel would wear hair nets or caps, or utilize
appropriate hair restraint as designated by state
law.

Observation during the initial tour of the kitchen,
during the breakfast meal service, on 06/02/15 at
8:20 AM, revealed Cook #2 and two {2) Dietary

i Aids were preparing breakfast trays, alt three {3)

[ workers were observed to have facial beards that
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[ Interview with Dietary Aid #1, on 08/04/15 at 4:25
© PM, revealed he was taught to wear hair

. removal of Immediate Jeopardy on 06/10/15 prior
" to exit as follows:

Continued From page 45 } F 37

were not restrained.

QObservation of the junch meal, on 06/05/15 at
11:25 AM, revealed Cook #2 serving lunch meals |
from the tray line with a facial beard with no
restraint.

festraints to prevent loose hair from falling in
drinks and food.

interview with Cock #3, on 06/04/15 at 3:55 PM,
revealed men were supposed to wear beard
restraints to keep hair from getting inte food.
Cook #3 stated there were enough of the beard
restraints and she had ta ask the male dietary
staif to wear them.

Interview with the Dietary Manager, on 06/04/15
at 4:40 PM, revealed he educatad the dietary stalf
to wear beard restraints. The Dietary Manager
stated the staff wora the beard restraint just in
case loose hair was to fall in the food.

The State Survey Agency (S8A) verified the

1. Gbservaiion of the exterior of the facility, on
06/17/15 at 4:00 PM, with the Maintenance
Birector and the Administrator reveaied potential
rodent entry points had been repaired as outlined
on the document, Summary of Building Inspection:
Conducted 06/05/15. Qbservation of the interior
of the facility, on 06/17/15 at 4:30 PM, revealed
no active signs of pests/rodents.

Review of the Summary of Bullding Inspection

|
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| 3:00 PM, revealed he participated in the
Linspection of the interior and exterior of the facilty
- on 08/05/15 at 4:00 PM. interview with the

revealed he participated in the inspection of the
¢ interior and exterior of the {acility on 06/05/15 at

Conducted 06/05/15, revealed an inspection was
canducted of the interior and exterior of the
facility for the purpose of determining if there
were any active signs of pest issues. Review of
the document revealed a number of potential
rodent eniry points were located on the exterior of
the building and the document listed those entry
poinis and how those were addressed. The
document further revealed the inspection was
completed on 06/05/15 and repairs were
completed on 08/07/15.

Interview with the Administrator, on 06/17/15 at

Maintenance Supervisor, on 06/17/15 at 4:49 PM,

4:00 PM. Interview with the Pest Control Service
Technician, on 06/17/15 at 5:15 PM, revealed he
participated in the inspection of the interior and
exterior of the facility on 06/05/15 at 4:00 PM.
Interview with the Pest Controt Service Manager,
on 06/17/15 at 4:00 PM, ravealed he participated
in the inspection of the interior and exterior of the
facility on 06/05/15 at 4:00 PM.

Review of an Interior Rounds Checklist form and
an Exterior Rounds Checklist form, each dated
06/05/15, revealed they had been com pleied and
signed by the Maintenance Department Diractor
and the Administrator.

Observation of the exterior of the building, on
08/17/15 at 4:00 PM, revealed new door sweeps |
had been installed on the loading dock doors, :
holes outside the break room had been filied with '
concrete and two old plumbing fines had been ;
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filled with pipe.

Observation of the interior of the building, on
06/17/15 at 4:30 PM, revealed a hole had heen
fited in the dishroom, the 1C elevator room had a -
hole filled, the outside break room had a hole '
filled, a hole was filled In room #128, door sweeps
were installed on two (2) utiiity room doors, and a
new door sweep was installed at the employee
entrance as al}egad.

- Interview with the Maintenance Supervisor, on
08/17/15 at 4:49 PM, revealed he had completed
the weekly rounds monitoring forms on 06/05/15
and will continue the weekly monitoring rounds to
include visual checks of interior mechanicat, '
utility, supply rooms for potential issues and :
implementing interventions. He stated the resuits
of the weekly rounds would be reviewed during !
the monthly Quality Assurance Performance !
Improvement (QAP1) mesting.

2. Review of documents titled Pest Control
Questionnaire (undated) and resident census lists
indicating residents' answers 1o the questions
with a signhature (when possible) revealed all
interviewable residents were asked about
concerns with pests. Review of Departmental 1
Mursing Notes revealed ail residents were either
assessed or interviewed regarding any signs or
: symptoms of health problems associated with

| pests or uncleanliness in the facility.

Interview with Resident #4, on 06/18/15 at 8:00
AM, Resident #5, on.06/18/15 at 8:20 AM, i
Resident #7, on 06/18/15 at 8:30 AM, Resident |
#10, on 06/18/15 &t 8:40 AM, Resident #15, on |
06/18/15 at 9:00 AM, Resident #16, on 06/18/15
at 9:20 AM, Resident #18, on 06/18/15 at 89:30 i
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AM, Resident #20, on 06/18/15 at 9:30 AM,
Resident #27, on 08/18/15 at 10:00 AM, Resident
#30, Resident #31, on 06/18/15 at 10:10 AM,
Rasident #32 on 06/18/15 at 10:25 AM,
Unsampled Resident B, on 06/18/15 at 11:00 AM,
Unsampled Resident G, on 06/18/15 at 11:12 &M,
Unsampled Resident J, 06/18/15 at 11:.30 AM,
and Unsampied Resident M, on 06/18/15 at 11:45|
AM, revealed they had all been interviewed by the
Director of Nursing {DON) or ane of the two (2) :
Assistant Directors of Nursing (ADON) regarding
pests or possible adverse health consequences
from pests.

Interview with the DON, on 06/18/15 at 10:48 AM,
revealed she had participated in resident
tinterviews and assegements regarding pests or

; possible adverse health consequences from
pests. Interview with the Assistant ADON #1, on
06/18/15 at 9:41 AM, revealed she participated in
resident interviews and assessments regarding
pests or possible adverse health consequences
from pests. Interview with ADON #2, on 08/18/15
at 8:38 AM, revealsd she pasticipated in resident
inferviews and assessments regarding pests or
possible adverse health consequences from
pests.

3. Review of the In-service Sign-in Sheet, dated
06/05/15, revealed the topic of the in-service was |
pest contral logs-utilization, center leadership :
notification and netifying the individual
department leader, review and follow up of the
past control logs and the education of team
members and the review of concerns (staff) may
. have regarding pest control. Team member/staff
i education 1o be completed for all staff members.

| Review of the document further revealed # was :
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! Interview with LPN #7, on 068/18/15 at 2:15 PM,
tevealed she had been in-serviced about pest
- control on 06/06/15,

Continued From page 49

presented by the Director of Clinical Operations
and was signed by the Administrator, the Clinical
Educator, the DON and the ADON #1 and #2.

Interview with the Director of Clinical Operations,
on 06/17/15 at 3:20 PM, revealed he had trained
the facifity leadership to inctude the Administrator,
the Clinical Educator, the DON and the ADON #1
and #2.

Interview with the Administratar, on 08/17/15 at
3:00 PM, the Clinical Educator on 06A18/15 at ,
8:46 AM, the DON, on 06/18/15 at 10:48 AM and
the ADON #1, on 08/18/15 at 9:41 AM, and :
ADON #2 on 06/18/15 at 9:38 AM revealed they :
had attended the in-service given by Corporation
Representative, Director of Clinical Operations.

Review of staff In-service Sign-in sheets with
comparisan to the empiloyee roster dated
08/04/15 through 06/09/15 revealed one hundred
fifty-one (151) employees were educated with
twenty (20} employees educated by telephone.
One employee remained on Family Medical
Leave Act (FMLA) and would receive the
education before returning to work. The
education consisted of reviewing the empioyee's
responsibility to provide written communication
when a pest issue was ideniified.

Interview with Licensed Practical Nurse {(LPN)
#14, on 06/18/15 at 2:00 PM, revealed she had
received an in-service on 06/06/15 about putting
any pest sightings in the pest activity log.

F a7t
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Interview with Certified Nursing Assistant (CNA)
#3, on 0B/18/15 at 2:08 PM, revealed she

: received an in-service on 068/06/15 about putting
| any pest sighting in the activity log and to notify |
her supervisor,

nterview with a Recepticnist, on 06/18/15 at 1:52
PM, revealed she had received an in-service
about reporting any pest sighting on 06/05/15.

Interviaw with the Social Services Director, on
06/18/15 at 9.58 AM, revealed she had been
in-serviced on 06/05/15 about the pest control
reporiing.

!nterview with CNA #7, on 06/1B/15 at 2:05 PM,
, revealed she had been inserviced on 08/08/15
about how to report pest sightings and to whom
to report.

fnterview with Cook #3, on 06/18/15 at 2:17 PM,
revealed he had been inserviced on 06/07/15
about how and to whom to report pest sightings.

Interview with CNA #8, on 06/18/15 at 2:20 PM,
revealed he had been insetviced on pest
sightings in the facility on 06/08/15 regarding
responsibility to lag any sightings in the pest

| activity log and report to his supervisor.

Interview with Housekeeper #3, on 08/18/15 at
2:25 PM, revealed he had been inserviced on
06/07/15 on pest sightings, where to document
those sightings and to notify his supervisor of any
sightings.

Interview with the Activities Director, on 06/18/15
at 2:26 PM, revealed she had been inserviced on !
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: 06/07/15 on reporting of any pest sightings on the !
- pest aclivity og and 1o notity her supervisor of any ?
- sightings. ‘

Interview with LPN #11, on 06/18/15 at 2:45 PM,
revealed she had been in-serviced on 06/08/1 5
regarding reporting any pest sightings and
notification of her supervisor i she did.

Post survey interview with the DON, aon 07/02/15
at 10:38 AM, revealed the staff who was
telephonically inserviced on 06/05/15 1o 06/08/15
were refrained upon return to work. The staff
persan on FMLA (CNA #10) was re-inserviced
upon return to work.

Post survey inierviews, on 07/02/15, with CNA
#10 at 11:00 AM, CNA #11 at 11:09 AM, CNA #12
at 11:25 AM, CNA #13 at 11:45 AM, and LPN #15
at 11:37 AM, revealed they had all received
education over the telephone and could specify |
the information provided fo them. They further |
stated the Director of Nursing discussed the
aducation with them after they returned to work

for their scheduled shifts.

4. Review of the Summary of Pest Controt
Service Agreement Review revealed the
Administrator met with the Maintenance Director,
the Pest Control Service Technician, the Pest
Control Services Manager and the President of
the Pest Services to raview the pest service
agreement and no changes were made on
06/C5/15.

Interview with the Administrator, on 08/17/15 at
5:07 PM, revealed he met with the Maintenance
Director, the Pest Control Service Technician, the
Pest Control Services Manager and the President
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of the Pest Services to review the pest service
agreement and no changes were made on
06/05/15,

Interview with the Maintenance Director, on
08/17/15 at 4:49 PM, revealed he mat with the !
Administrator, the Pest Control Service :
Technician, the Pest Control Services Manager
and the President of the Pest Services to review

i the pest service agreement and no changes were
mada on 06/05/15.

Interview with the Pest Control Service
Technician, on 06/17/15 at 5:15 PM, revealed he !
met with the Administrator, the Maintenance
Directer, the Pest Control Services Manager and
the President of the Pest Services o review the

: pest service agreement and no changes were
made on 06/05/15.

Interview with the Pest Controf Services Manager,
on 06/17/15 at 4:00 PM; and, the President of the
Pest Control Servicass, on 08/18/15 at 2:38 PM,
revealed they met with the Administrator, the
Maintenance Dirgctor, and the Pest Control
Service Technician to review the pest service
agreement and no changes were made on
OB/05H 5.

5. Review of the document, entitled Quality
Assurance Review revealed a Quality Assurance
: Review meeting was held on 06/08/15 for the

- purpose of discussing the Immediate Jeopardy

' deficiencies that had been identified in the areas f
. of F469, F490 and F520.

Review of the Quality Assurance Review
Committee sign-in sheet, dated 06/08/15,
reveaied it was signed by the Administer, the
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DON, the Social Setvices Director, the
Maintenance Direclor, Environmental Services

of Housekeeping, and the Medical Director.

Interview with the Administrator, on 06/17/15 at

Assurance Review Commiltee mesting for
| Teview.

Interview with the Administrator, on 06/18/15 at

Sacial Services Director, on 05/18/15 at 10:00
AM; the Maintenance Director, on 06/17H15 at

at 11:00 AM; Environmental Services #2, on
06/18/15 at 11:20 AM; Begional Director of

Medical Director, on 06/18/15 at 11:50 AM
revealed they had all attended the Quality
Assurance Review Commitiee meeting held on
06/08/15 to discuss the Immediate Jeopardy
issues. During the interview with the

additional interventions will be inciuded in the

by members as nesded. In addition, the pest
centrol services monthly reporis would be
reviewed in the monthly Quality Assurance

| Review Commitiee mesting.

F 469 ' 483.70(h)(4) MAINTAINS EFFECTIVE PEST
$8=K | CONTROL PROGRAM

#1, Environmental Services #2, Regional Director

3:00 PM, reveaied he reviewed the weekly rounds
monitoring forms completed by the Maintenance
Director on 08/05/15, he will continue to monitor
them and he wilf take them to the menthly Quality

5:07 PM; the DON on 06/18/15 at 10:48 AM: the

4:49 PM; Environmental Services #1, on 08/18/15

Housekeeping, on 06/18/15 at 11:40 AM: and, the .

Administrator, on 06/18/15 at 5:07 PM, he stated
he would review the overview assessment of the
pest control log books to help identify any trends
or patterns. if any trends/paiterns were identified f

Quality Assurance Review minutes with follow up

F 371

F 489
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