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“This Plan of Correction is prepared ';
F 000 INITIAL COMMENTS F000 4nd submitted as required by law. By i|
An | receriiicatlon survey and abbraviated submitting this Plan of Correction, '
annual recertification survey and abbreviate ) e gt |
survey (KY #18860) was conducted on 08/05/12 Paducah Care and Rehablhta‘hon :
throughi 08/07/12 to determine the facility's Center does not admit that the
compliance with Federal requirements. The deficiency listed on this form exist,
facilty was not in compliance with Federal it t
0
requirements with deflclencles cited a the highest nor does the Gen.ter admit any
SIS of an"E", KY #18860 was substantlated with statements, findings, facts, or
defictancies clted. conclusions that form the basis for the
F 252 42\3-5("}(13 ; F 252 glleged deficiency. The center
§8=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE reserves the I'ight to chailenge in legal

ENVIRONMENT

The facility musf provide a safe, clean,
comfortable and homelike enviranment, allowing
the resldaent to use his or her personel belongings
to the extent possible.

This REQUIREMENT s not met as evidenced
by:
Based on observation and interview, it was

-determined the facility falled to provide a clean,

comfortable and homaelike environment related to
strang urine odors on the South Hall as well as
residents' bathrooms. The exact source of the
urine odor was not determined, and the urine
odar was presant throughout the date of the
survey, 08/05/12 through 08/07/12.

Findings Include:

- On 08/05/12 at 10;10 AM, a tour of the South Hall

revealed an overwhelming urine odor that was
concentrated in the middle section of the hall
area. The urine odor was present at 3:00 PM and
at 5:30 PM as supper trays were being distributed
to some of the rcoms on that hall. On 08/06/12 at

and/or regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency,”
1252 Completion Date
The odor was identified on the middle
section of the south hall by the
‘Housekeeping Supervisor. The
Housekeeping Supervisor applied a
neutralizer to the resident room and
bathrooms floors in room 132 on
-8/8/12 and in rooms 101, 103, 110,
112 on 8/8/12.

!
09/10/ 12’Jl

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESEN@ SIGNATURE

, - TITLE
Mm\lf\'\ﬁk,&lc(

{6) DATE. -

Azc\o-

Any defickency statement ending wilh an aslarisk (*} denotes a defclanciwhich the Insiiutlon may be excused from correcting providing It is determined that
olher safeguards provide sufficlent protection 1o the patlents . {Secnstruglions.} Except for nuzsing homas, the findings slated above are disclosable 30 days

folfowing he date of survay whelher or nut a plan of comection Js provid@d. For nura

ing homes, tha above findings and plans of correction are disclesable 14

days following the data lhese documens efe made availeble to the facllity. If deficlenclas are cited, an appraved plan of correction ls requisite ta continued
progsam participailon,
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F 262 | Gontinued From page 1 F 252 The Housekeeping Supervisor and

8:30 AM, during the breakfast meal on the South
Hall, there was an overwhelming urihe odor along
the middle section of the hall. On 08/07/12 at

12:30 PM, the strong urine odor was evident on

the middie sectlon of the South Haik.

Additionally, observation on 08/05/12 at 10:30
AM and 11:30 A, on 08/06/2 at 8:30 AM, 9:30
AM, and 10:30 AM, and on 08/07/12 at 8:30 AM
and 10:30 AM, revealed there was a strong urine
odor in the bathreom of Room #101, #103, #1410,
and #112.

An Interview with Certified Nurse Aide (CNA) #3,
on 08/07/12 at 3:15 PM, ravealed she thought the
urine odor was from residents In one of the rooms
as well as the linen carls that were usually parked
on the hall. She stated the linen carts were
changed out at the end of each shift.

An Interview with the Housekeeping Supervisor,
on 08/07/42 at 1:10 PM, revsaled she thought the
urine odor was betwean Room #132 and Room
#1356, and at one time thought it was the trash,
Ths frash Is now picked up more frequently;
howavaer, the urine odor has remained. She was
unable to delermine the source of the urine odor.
Further interview with the Housekeeping
Supervisor, at 2:00 PM, revealed the
housekeepers began work at 6:30 AM in the
morning. They cleaned the general or "visual”
areas first and then cleaned the residents'
bathrooms. Sha slated the urine odor in those
bathrooms was “strong” first thing in the mosning.

An intervlew with the Administrator, on 08/07/12
at 115 PM, revealed she was unsure of the origin
of the urine odor. No further explanation was

Administrator made rounds
throughout the facility on 8/22/12 to
identify specific resident rooms or

locations of urine odors and assess for’

a safe, clean, comfortable and
homelike environment. Neutralizing
ithe resident and bathroom floors were
effective, no other areas were

identified.

The Housekeeping Supervisor was re-
educated on 8/22/12 by the
Administrator regarding providing a
clean, comfortable environment
specific to the cause of odors and how
to reduce and/or eliminate odors. The
Director of Nursing re-educated
nursing staff on providing a clean,
safe, comfortable environment
including the management of soiled
linen and trash to eliminate and
manage odors on 8/23/12. The
neutralization of the identified resident
rooms will continue as needed.
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PROVIDER'S PLAN OF GORREGTION

X8)

A facllity must use the results of the assessment
ta develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehsnsive care
plan for each resident that includes measurable
objectives and timetables to mest a resident's
medical, nursing, and mental and psychosocial
needs that are dentifled in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-belng as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due 1o the resident's exerclse of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4}.

This REQUIREMENT is not met as evidenced
by:

Based on obsenvation, interview, record review,
and review of the facllity's palicy/procedurs, it was
determined the facility falled o follow the
comprahenslve nursing care plan related io
improper control gettings on the Care Guard
Alternating Pressure Pump Alr Maltress for one
rasident (#8), in the sefected sample of 16
rasidents, Observations durlng the survey
revealed settings on the Care Guard Alternating
Pressure Pump Air Mattress were sei on number

week for four weeks, then three times
per week for four weeks, then two
times per week for four weeks to
identify potential problems that may
cause odors in the facility. Tdentified
problems will be corrected and
‘addressed immediately. The
Administrator will report finding to
.the Performance Improvement
'Committee monthly for three months,
attended by the Medical Director,
Administrator, Director of Nursing -
and Interdisciplinary Team Members.
for further recommendations. '

F279 Completion Date
‘Resident #8's Care Guard Alternating
‘Pressure Pump Air Mattress was
validated set on 4.5 by the Director of
Nursing on 8/7/12. The Alternating
Pressure Pump was labeled with the
appropriate settings on 8/7/12 by the
Administrator.

X4y SUMMARY STATEMENT OF DEFICIENGIES D
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC JOENTIFYING INFORMATIONY TAG CROSS-REFERENCED TO THE AFPRCPRIATE DATE
BEFICIENCY)
F 262 | Continued From page 2 F 252 TI}e Housekeeplgg Supervisor, landfor '
provided. Director of Nursing and/or Assistant
F 279 | 483.20{d}, 483.20{k){1) DEVELOP F279t  Director of Nursing and Adminisirator

09/10/12
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F 279 | Confinued Fi 5 Current residents care plans were
ontinued From page 9 . . .
pag F279| reviewed by the Director of Nursing

2: however, the resident was care planned for the
seiting to be on number 4.5,

Findings include:

A review of the facility's Care Plan
interdisciplinary Pollcy and Procedure, dated
01/08, revealed, "it Is the policy of the center fo
develop an individualized plan of care for each
resktent ubilizing the information gathered during
each assessment." The policy and procedure did
not address how to follow the comprehensive
nursing care plan.

A review of the Care Guard Alternating Prassure
Pump Madet # CG 9701 assembly, installation

no specific Inslructions about adjusting the
settings of the matiress control.

A racord review revealed tha facility admitfed
Resident #8 on 06/30/10 with diagnoses to
include Difficulty Walking, Muscle Weakness,
Alzheimer's Disease, After Care Healing
Traumatic Fraciure Verigbrae, and Diabeies Type
1. A roview of the quarterly Minimum Data Set
(MDS) assessmant, dated 07/21112, revealed the
facility assessed the resident o be moderately
cognitively impaired.

revaaled "altemating pressure pump pad
matiross settings at 4.5, check seltings and
placement every shift - every shift everyday."

A review of the Comprehensive Nursing Care
Plan, dated 02/23112, revealed alternating
prassure pump mattress io-the bed with settings

and operating Instructions, revised 7/98, rovealed '

A reviaw of the physician’s order, dated ot/zeH2, -

' 8/7/12 by the Administrator.

for interventions to maintain the
residents’ highest practicable physical,
mental and psychosocial well-being
with compliance by staff and specific
attention to Alternating Pressure Pump
Air Mattresses on 8/7/12. Care plan
updates were completed as indicated.

Nursing staff were re-educated !
pertaining to following the '
comprehensive care plans and
monitoring settings on Alternating
Pressure Pump/Low Air Loss
Mattresses by the Director of Nursing
and Assistant Director of Nursing on
8/23/12, Residents with Alternating
Presgure Purnp Air Mattresses/Low
Air Loss Pump Mattresses were .
labeled with appropriate settings on
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The Director of Nursing, Assistant

F 219 | Continued From page 4 F279)  Director of Nursing or Unit Manager
on 4.5. will review four care plans with
A review of the MDS Kardex Report and the Alternating Pressure Pump Air
Treatment Administration Recoard, both dated . Mattresses two times per day for five
August 2012, revealed "Alternating Pressure days, then two times per week for
P ir pad t rass, settings at4.5, check
U air pad to mallass, soting , . three weelcs, then weekly for two

setlings and placemant avery shift everyday." ; \ N ,
months. The Director of Nursing will

Observation, on 08/05/12 at 11:30 AM, and on report findings to the Performance
08/08/12 at 9:35 AM, 11:15 AM, 1:06 PM, and . Improvement Committee for three

2:30 PM, revealed Resident #8 was lying in bed )
with the Caré Guard Alternating Pressura Pump. months, attended by the Medical

setting at 2, .| Director, Administrator, Director of .
Nursing and the Interdisciplinary

An interview with Reglstered Nurse (RN} #2, an
A g (RN) 4 :Team Members for further

08/07/12 at 5:35 PM, revealed | usually check

[hls/her} alr matiress settings when | do my : recormmendations.

sacond accu-checks, but § would have to refer to |

he Treat d j d, { am not '

the Treatment Administration Record, | am no F280 CompletlonDate 09/10/12

sure what [his/her] seltings should be, and I'm not

sure why It would be on another setting.”

Resident #4's device assessment, care

An interview with the Director of Nursing {DON}, 1p1an CNA care card physician orders
2 3

on 08/07/12 at 4:30 PM, revealed nursing was d famit ficati )
responsible to ensure the bad was on the correct and family notification were

setling. The DON was unsure if nurses completed on 8/7/12 by the Unit
documented that they checked the setting on the Manager. OccupationaI Thcrapy was
alternating air rnaitress, ;
: ordere

F 280 | 483.20(d)(3), 483.10(K)(2) RIGHT TO F 280 dto evaluate and treat for

$8=D | PARTICIPATE PLANNING CARE-REVISE CP

continuation or modification of ' ]
agsistive devices on 8/7/12. '

The resident has the right, unfess adjudged

incompetent or otherwise found to be ‘ ) ) .
incapacitaled under the laws of the Stale, to Cur.rent remd_ents care plans were
participate in planning care and treatment or reviewed revised and vpdated to

changes in care and freatment.

A comprehanslve care plan must be deveioped

FORM CMS-2667{02-99) Pravious Versicns Obsclote Event ID: 8475 Faciléy ID; 100309 If eonfinualion sheet Fage 5 of 19



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/22/2012
FORM APPROVED

OMB-NG-0938:0391 - -

——— CENTERS FOR MEDICARE-& MERICAID-SERVICES ———————
STATEMENT OF DEFICIENDIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A_BUILDING
8. WING
186312 08/07/2012

NAME OF PROVIDER OR SUPPLIER

PADUCAH CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
601 NORTH THIRD STREET

PADUCAH, KY 42001

within 7 days after the completion of the
comprehensive assessment; prepared by an
interdIsciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff In
disciplines as detefmined by the resident's needs,
and, o the exient practicable, the participation of
the residant, the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of quallfied persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, interview, record raview,
and review of the facllity's policy/procedure, it was
determined the facility fafted fo assess for an
assistive positioning device for ane resident (#4),
in the selected sample of 16 residenis. Resident
#4 sustained a fall from the bed causing bruising
and a skin tear. The facility's investigation
determined lhe root cause of the faill was an
improperly ptaced wedgs cushion for positioning.
The facllity failed to assess for the use of the
posHloning wedge and there was no care plan to
address the use of the positioning wedge.

Findings include:

A review of the facilily's policy/procedurs, Care
Plan-Interdscipinary, dated 01/08, revealed "}t is
the policy of the canter to develop an
individualized plan of care for each resident
utifizing the information gathered during each

{X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTEIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENGY}
reflect current resident status and
F 2801 Coniinued From page & F280| agsistive devices on 8/7/12 by the

-assistive and restrictive devices and

‘changes in condition or treatments by

reflect current resident status for five .

Assistant Director of Nursing, Unit
Manager and Charge Nurse.

Resident care plans ate reviewed at a
minimum quatterty by the
Interdisciplinary Team to ensure they
meet the needs of the resident.
Licensed nurses were re-cducated
pertaining to the process for initiating -

revising/updating the care plan with

the Assistant Director of Nursing on
8/23/12.

The Director of Nursing, Assistant
Director of Nursing or Administrator -
will review five random residents for
appropriate assessment of assistive
devices and updated care plans that

days, then weekly for three weeks and
then monthly for two months. The
Director of Nursing will repott the
findings to the Performance
Improvement Committee for three
months, aitended by the by the
Medical Director, Administrator,
Director of Nursing and
Interdisciplinary Team Members for -
further recommendations.
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F 280 | Continued From page 6
assessment.”

Areview of the facility's policy/procedurs,
"Assassirent, ldentifying Residents in Need of
Devices,” dated 01/08, reveated "Rasponsible
partles: Licensed Nurse, Interdisciplinary Team,
Physician, Resident and Family. Time frame:
before and during the admission process; daily,
weskly, and quarterly according to the MDS
assessment schedule; PRN (as needed), as
indicated.” The policy/procedure also included
devices can be calegorized as follows: "assistiva,
lap tray, seif-reloase seat baft, posltioning device
as wedges, and bolsters.”

A record review revealed the facility admitted
Resident #4 on 10/01/08 with diagnoses to
include Bipatar Disease, Unspecified Psychosis,
Paralysls Agitans, Ghronic Kidney Disease,
Gongestive Heart Fallure, Dementia, Dysphagla
Oral Phase, and Morbid Obesity. Review ofa
{alls assessment, dated 05/22/12, revealed the
resident was at risk for falls. Review of the
quarterly Minimum Data Set (MDS) assessment,
dated 06/22/12, revealed the resldent was
severely cognitively impaired, was
non-ambulatory and required extensive
assistance with ali activities of daily lving.

A review of a Change of Gondition form, dated
07/26/42 at 6:55 AM, revealed Registered Nurse
{RN) #1 documented Resident #4 was found on
the floor on hisfer rght side with his/her head
resting on the oxygen conicentrator. Araised
area and a skin tear were noted on the temple
segion. The physician and family were notified
and the resident was transferred to the
emergency room for an evaluation and treaiment.

FORM GMS-2607{02-09) Provious Yorslans Obstieta ’ Evenl 10:6J75 11
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F 280 | Continued From page 7 - . F 280

An observalion, on 08/05/12 at 10:20 AM,
revealed Resident #4 was in bed with hisfher
eyes closed. Bruising was observed on most of
the resideni's face, and on histher bilateral arms,
The resident did not respond when spoken fo.

Further record review revealed there was no
evidence of an assessment for the use of a
wedge for positioning. There was no care plan
intervention far the use of a wedge for positioning
and no Indication when or who implemented the
wedge for positioning.

An Interview with the Director of Nursing {DON}, .
on 08/06/12 at 2:15 PM, revealed there was no 323 Completion Date 09/10/12
assessment for the positioning wedge and nurses - ‘

should have assessed for the use of a positloning

wedge, Additionally, she revealed there was no Resident #4's device assessment, care
care plan intervention to address the use of the ) plan, CNA care card, phySiCian’s
posiioning device. ) . ; .
s and family notification were
F 323 | 483.25(hj FREE OF ACCIDENT F 323 .Olde SI ted 8/;,/12 b the Unit
ss=D | HAZARDS/SUPERVISION/DEVICES complete on . Y e )
Manager, Occupational Therapy was

The facilily must ensure that tha resident ordered to evaluate and treat for
anvironment remains as free of accident hazards contimuation or modi fication o £

as is poseible; and each resident receives
adequate supervision and assistance devices to
prevent accidenis.

assistive devices on 8/7/12.

Current residents were reviewed for
| assistive/restrictive devices and
reassessments were completed for
This REQUIREMENT s not met as evidenced appropriateness by the Assistant

i Director of Nursing, Unit Manager

Based on observation, in{arview, record review,
and review of the facillty's policy/procedure, it was and Charge Nurse on 8/7/12, Care

determined the facilily failed 1o ensure the plans were updated as indicated.

FORM CMS-2587¢(02-99) Previous Yoarsions Obsolete Evant 10:9J7811 Fadity 0; 100309 if conlinuatlon sheet Page 8 of 19




PRINTED: 08/22/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
———CENTERS FOR MEDICARE-& MEDICAID SERVICES i — e o —=— OB NG 09380381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A BUILDING
, WIN
185312 0. ViNO 08/07/2012

NAME DF PROVIDER OR SUPPLIER

PADUGAH CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
601 HORTH THIRDY STREET
PADUCAH, KY 42001

SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN CF CORRECTION

X5}
COMPLETION

residant's environiment remained free from
accldent hazards as is possible for one resident
{(#4), In the selected semple of 16 residents.
Resident #4 sustalned g fall from the bed on
0712612 and was transferred to the emergency
room for an evaluation and treatment. The facitity
determined the root cause of the fall was an
improperly placed wedge that was used for
positiening. Resident #4 had nat been assessed
for the use of a wedge for positicning and there
was no care plan intervention to addrass the
wedge as a positioning device.

Findings incfude:

A raview of the facility's policy/procedure,
Accidentsfincidents {policy number
CL-676-0001), dated 01/08, revealed responsibie
parties as the Licensed Nurse, interdisciplinary
Team (IDT), Director of Nursing (DCN), and
Administrator, The poliey statement included "It
is the canter's policy to provide an environmant
that is free from hazards over which the center -
has control. The intent of this policy is that the
canter identifles each resident af risk for
accldents andfor falls, and adequately plans care
and Implements procedures to prevent
accidents."

A review of tha faciliy's policy/procedure,
“Assessment, ldentifying Residents in Need of
Devices," dated 04/08, revealed "Responsible
parties: Licensed Nurse, interdisciplinary Team,
Physiclan, Resident and Family. Time frame:
bafore and during the admission process; daily,
weekly, and quarterly according to the MDS
assessment schedule; PRN {(as needed), as
Indicated." The policyfprocedure also inciuded

by the Director. of Nursing and LPN
Charge Nurse on correct positioning
of wedge cushion on 7/26/12,
Nursing staff were re-educated with
return demonstration competency on
use of wedge cushions by the '
Assistant Director of Nursing on
8/23/12,

Licensed nurses were re-educated
pertaining to process for initiating
.assistive and restrictive device
assessments by the Assistant Director
-of Nursing on 8/23/12, 5

The Director of Nursing, Assistant
Director of Nursing and/or

| Administrator will audit five residents.
'with wedge type cushions for
appropriate placement daily, at
varying times for five days, and three .

per week for three weeks, then four
per month for two months, The
Director of Nursing will repott
findings to the Performance
Improvement Committee for three
months, atiended by the Medical
Director, Administrator, Director of
Nursing and Interdisciplinary Team
Members for further
recommendations.

X4} 1D
éRE}FIX {EACH DEFICIENGY MUST BE PRECEOED 8Y FULL PREFIX {EACH CORRECTIMVE AGTION SHOULD BE
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 323 | Continued From page 8 - 203 Midnight nurse aides were reseducated

FORM CMS-2667(02-99) Previous Versions Obsolele

Event ID: 8J7511

Facisty D 100309

if contnuation shest Page 9of 19




PRINTED: 08/22/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE-&MEDICAID SERVICES - R R ——QOMB NG 0938-0381—"
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SLRVEY
AND PLAN OF CORRECTION IDENTIFICATION RUMBER: COMPLETED
) A.BUILDING
B, WING
185312 - 08/07/2012
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
601 NORTH THIRD STREET
PADUCAH CARE AND REHABILITATION CENTER
PADUCAH, KY 42001
x4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORRECTION o8
PREFIX {EACH OEFICIENCY MUST BE PRECEDEO BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSG [DENTIFYING INFORMATION} TAG CROSS-REFERENCER TO THE APPROPRIATE DaTE
. DEFICIENGY)
F 323 | Continued From page 9 F 323

devices can be categorized as follows: "asslstiva,
lap tray, seif-rolease seat belt, positioning device
as wedges, and bolsters.”

A record review revealsd the facliity admitted
Residant #4 on 10/01/06 with diagnoses to
include Bipolar Diseass, Unspacified Psychosis,
Paralysls Agitans, Chronic Kidney Diseass,
Congestive Heart Failure, Dementia, Dysphagia
Oral Phass, and Morbid Cbesity. Review of a
falls assessment, dated 05/22/12, revealed the
resident was at risk for falls. Review of the
quarterly Minimum Data Set (MDS) assessment,
daiad 06/22/12, revealed the resident was
severely cognitively impalred, was
non-ambulatory and required extensive
assistance with alf activities of dally living.

A review of the Fall Event, daled 07/26/12,
revealed afall ocoured at 6:55 AM and the
resident sustained a "head injury." Staff
responded after hearing the resident yelling out
and found him/her faying on the floor beside the
bed with his/her head agalnst the oxygen
concentrator. Resident #4 was assessed by the
nurse, neuro checks were within normal limits
and hefshe compiained of his/her head hurting.
The Fall Event listed the cause of the fall as staff
handfing and *had a wedgs cushion, midnight
staff did not place approprately” and was oo
closs to the side of the bed, The fall investigation
ravealed the fall was related to positioning and
that the resident was positioned too closa to the
edge of the bed and turned on hisfher side too
far.

Areview of a Change of Condition form, dated
07/26/12 at 6:55 AM, revealed Reglstered Nurse
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{RN) #1 documented Resident #4 was found on
the floor on his/her right side with his/her head
resting on the oxygen concantrelor. A raised
area and a skin tear were noted on the temple
region. The resident voiced a complaint that
hisfher head huriing. The physlelan and family
were notified and the resident was fransferred to
the emergancy room for an evaiuation and
treatment,

An observation, on 08/05/12 at 10:20 AM,
ravealed Resldent #4 was In bed with his/her
oyes closed, Bruising was observed on most of
the resident's face, and present on hig/her
bilateral anmms, The resldent did not respond
when spoken to.

Further record review revealed there was no
avidence of an ssessment for the use of a
wedge for positioning. Thers was no care plan
intervantlon for tha use of a wadge for positioning
and no Indication when or who implemented the
wedge for positioning.

An interviaw with RN #1 on 08/05/12 at 2:00 PM
rovealed on 07/26112, he heard Resident #4
yelling and found himser in the floor by the bed
with his/her head resting on the oxygen
concentrator, The resident had a skin tear near
his/her eye and was sent aut to the emergency
room. RN #1 revealed the resident had a new
wedge o assist positloning from side to sfde and
folt the wedge, which was large, may have
contributed fo the fall.

An interview with the Director of Nursing (DON),
on 08/06/12 at 8:45 AM and 2:15 PM, revealed no
statements were obtalned related to the fall

F 323
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investigation and the root cause of the fall was
that the wedge was improparly placed. She
revealed thers was no assessmant for the
positioning wedge and nurses should hava
assessed for the use of the wedga. Additionally,
there was no care plan intervantion to addrass
the use of the positioning devica.

F 365 | 483.35(d)(3) FOOD IN FORM TO MEET F 365 o,
Each resident receives and tha facility provides ' . 1
food prepared in & form designed to meet _ Resident #4's dietary tray card was .
individual needs. updated to reflect the appropriate diet f

on 8/7/12 by the Dietary Manager., '
This REQUIREMENT is nof met as svidenced The Dietary Managet re-educated the :
by: o _ dietary staff on processing dietary j
Based or? observauon,‘ fnt:':}maw,'r.ecord review, communication related to makin g diet ;
and a review of the facility's definition for Purea 1 , \ . !
Texture, it was determined the facliity fafled to changes to fray car ds m the kitchen if
ensurs one resident (#4), in the selected sample the Dietary Manager is absent on
of 16 resldents, recelved food in a form to meet 875112, CNA #1 was re-educated by
their individual needs. Rasident #4, whose diet the Director o fNUISing Services on

was down-graded to a pureed diet on 08/03/12, o ]
was observed, on 08/05/12, to be fed chopped the process of reviewing nurse aide

roast beef Instead of pureed roast beef, care cards/tray cards to serve the
appropriate diet consistency to
residents on 8/13/12. Occupational

Arteview of the factlity's definition for Puree Therapy was ordered to evaluate and

Texture, undated, Included "Pureed Texture: This
i the first conslstency allowed after NFO and
fiquid diets, Chewing to masticate food in the
mouth is completely sliminated. All foods are
pureed, blenderized or strained to ensure a
smooth, cohesive quality without iumps.
{Adapled from the National Dysphagta Diet (NDD.
Level 1). This dist may ba appropriate for

Findings include:

FORM CMS-2667(02-98) Previous Vorsions Cbsatate Event ID;8J7511 Faciity iD: 100309 If continuatlon sheet Paga 42 of 49




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/22/2012
FORM APPROVED

——— CENTERS FOR MEDICARE-& MEDICAID SERVICES .
STATEMENT OF DEFICIENCIES {x1} PROVIDER/SUPPLIER(GLA (X2) MULTIPLE CONSTRUGTION X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICAT{ON NUMBER: COMPLETED
A BUILDING
, WING
185312 8 0810742012

NAME OF PRDVIDER OR SUPFLIER

PADUCAH CARE AND REHABILITATION GENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
501 NORTH THIRD STREET

PADUCAH, KY 42001

conditions related fo aral health/dentition or
dysphasia management.”

A rocord review revealed the facllily admitied
Resldent #4 on 10/01/06 with diagnoses to
include Bipalar Disease, Unspecified Psychosls,
Paralysis Agitans, Chronic Kidney Disease,
Congestive Heart Failure, Dementia, Dysphagia
Orel Phase, and Morbid Obesily, Review of the
guarterly Minimum Data Set {MDS) assessment,
dated D6/22/12, ravealed the resident was
saverely cognitively impaired, had coughing or
choking during meals or when swallowing
medications and required extensive asslstance
from the staff.

An observation, on 08/05/12 at 12:30 PM,
revealed Resldent #4 was in his/her room in bed,
being fed chopped roast beef. Pureed carrots,
thickened fiquids were cbserved on the resident's
food tray in regular glasses. Emply assistive
drinking cups were laying on their sides on the
foed tray. Cbservation of the dielary card
revealed his/her diet was pureed with ground
meat with no added salt.

An interview with Certified Nurse Aide (CNA) #1,
on 08/05/12 at 12:30 PM, revealed Resident #4
was a "feeder." CNA #1 stated the assistive cups
did not work very well when liquids were
thickened. The CNA also stated the resident
would eat well at times and not others.

An interview with the Regional Registered
Dietician and the Dletary Manager, on 08/07/12 et
12:45 PM, revealed Resident #4's diel was
downgraded to pureed on 08/03/12, late in the
day. The Licensed Nurse or Therapy made the

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EAGH DEFICIENGY MUSY BE PREGEDED BY FULL . PREFIX, (EAGH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR, LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 365 | Continued From page 12 Fags| treat for continuation or modification

of assistive devices on 8/7/12.

Current resident diets were reviewed
by the Dietary Manager to ensure that
the physician orders correlated with
the dietary tray card system and
validation completed by the Director
of Nursing on 8/6/12. There were no
concerns noted at that time.

The Assistant Director of Nursing and ’
Dietary Manager re-educated nursing
staff and dietary staff to ensure that
the residents receive and consume
food in the appropriate form and the
appropriate nutrient content as
prescribed by the Physician. Staff was
also re-educated to ensure that likes
and dislikes are followed, Re-
education was completed on 8/5/12 by
the Assistant Director of Nursing and
8/5/12 through 8/7/12 by the Dietary
Manager. The Dietary Manager re-
educated the dietary staff on
processing dietary communications
related to making diet changes to tray .
cards in the kitchen in the event the.
Dietary Manager is absent on 8/5/12. .
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F 385 | Cantinued From page 13 F 365| The Dietary Manager and/or .
dietary changes. A communication sheet was Registered Dietitian and/or licensed
sent to the Dietary Department on 08/03/12 with a/ tcend administrati _
the new order for House Carbohydrate frse an or v\-Jee end a ms ration
Consistent, No added Salt, Pureed Conslstency staff, will audit {en trays daily for two
and Nectar thick liquids. Tha resident's dietary meals for fourteen days and then ten
card was suppose to be changed In the trays daily for one meal for fourtcen
computer. The Dietary Manager was the onfy d then ten tr dailv f 1
staff that could make the change to the dietary ays, then ten trays datly I0r one mea
card in the computer for the diet card print out. twice a week for four weeks. The
Staft usually marked on the dietary card when Dietary Manager will report findings
ther? was a ¢change the Dietary Manager could to the Performance ]mprovement
not immediately change In the computer. . R
Resident #4's dietary card did notget changed Committee. for two months, attended
untll 08/07/12 by the Dietary Manager. by the Medical Director,
An inferview with the Speech Language Admi iStrator’ Director ofNursing
i g T
Pathologist, on 08/07/12 at 1:45 PM, revealed and Intmdwcuplmary Team Members
she educaled the staff related to supervision of for further recommendations '
Residant #4 due jo heing a poor eater and who
had several previous choking episodes. She
staled a resident who receivad a pureed dist
would be al an increased risk for choking if being
fed ground meat instead of puread meat.
An interview with the Direclor of Nursing (DON),
on 08/07/12 at 1:30 PM, revealed she was
unaware Resident #4 had received ground meat
instaad of the ordered pureed dief. She
additionally staled a potential prohlem was that
the resident could become choked,
F 371 | 483,36(i) FOCD PROCURE, F 371
55+E | STORE/PREPARE/SERVE - SANITARY
The facllity must -
(1) Procure food from sources approved of
cansidered satisfactory by Federal, State or local
authorilles; and
(2) Store, prepare, distribuie and serve food
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under sanitary conditions

This REQUIREMENT is not mat as evidenced
by:

Based on chservation and interview, it was
determined the facility failed to ensure food was

Observation, on 08/05/12, ravealed numerous
items in the refrigerators that had no open or
preparation date on them. The milk cooler had
standing water in the bottorn and brooms and
mops ware observed sitting directly on the floor.
Mouse droppings were observed on multiple
areas of the kitchen floor.

Findings Include:

On 08/05/12 at 10:30 AM, observatlon in the
kitchen revealed numerous items stored In the
refrigerators 1o include: four opened gallons of
milk, two individual containers of tune salad, a
plate with sliced tomaices and a contalner of
orange juice al unlabeled and undated.
Additionally, contalners of food were observed
including a container of cooked chicken with a
date of 07/28/12, a container of house apple
sauce dated 07/03/12, Salisbury steak dated
07/30/12, and a container of chicken and
dumplings dated 07/31/12. An additional
observation, on 08/07/12 at 10:10 AM, revealed a
container labeled bacon grease had a date of
Q7/01/12.

Interview with the Distary Manager, at the time of

stored and distributed under sanitary conditions. '

F 371"

All unlabeled items and containers of
food dated greater than seven days
were disposed of immediately on
8/5/12 by the Dietary Manager. Left
over food will be stored no more than
“seven days in the refrigerator per
company policy. Staff was re-educated
regarding labeling and dating all foods
by the Dietary Manager on 8/5/12.
Squeegee and broom were
immediately placed on wall racks on
8/5/12 by the Dietary Manager. The
:milk box was immediately emptied,
‘drained and cleaned on 8/5/12 by the
Dictary Manager. The cleaning
schedule was updated to ensure milk
box cleaning was done twice per week
by the Dietary Manager.
Mouse droppings were disposed of
immediately from atea on 8/5/12 by
the Dietary Manager,
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_ | The Dietary Manager audited the
F 371 | Continued From pags 15 F 371 | kitchen area for storing arid
obseryation on 08/05/12 at 10:35 AM, revealed distribution of food under sanitary
Ieﬂover.food was only fo be kept for three days conditions on 8/7/12. The review
and alt items In the refilgerators was to be tabeled . .
and dated. included the coolers/freczers for open
: foods, labels and dates, cleanliness of
Observation, on 08/05/42 at 10:40 AM, revealed a millk box storage of cleaning supp]ies
broom and floor squeegee sitting directly on the ad fi T t - dentified
floor instead of hanging in the appropriate a oor mamienance. laentine .
hoiders. Also, observation of the milk cooler concemns were addressed at that time.
raevealed standing water in the boitom and thera '
was a sour odor. The Dietary Manager was re-educated
On 08/05/2 at 11:10 AM, observation revealed by the Administrator and Regional
mouse droppings on the floor under the three Registered Dietician on 8/5/12 to '
compartment sink, under the freezer door, under ensure food is stored and served under
the dish wash counter and under a rolling tar dith ‘neluding: Jabeli |
preparatfon fable. Two live catch mouse traps Sani al)" condriions et 11.1g, abelmg,
were observed under the counters. and dating open foods, policy
o7 regarding time frames for open foods
An interview, on 08/G7/12 at 10:30 AM, with the . . .
facility Registered Dietlclan {RD} revealed all requ1rmg reﬁlg.eratlon and t!le
leftover food Items should be labeled and dated appropriate storage of cleaning
but was not sure how long left over food should equipment, Cleaning schedules
be stored in the refrigerator. The RD also stated completed daily 'mcluding but not
she was not aware of a mouse problem inthe Timited t i der and behind :
facliity kitchen and any droppings should have imile g 0 sweepl'ng nndel and be :
been cleaned up Immediately. all equipment, Dietary staff wete re-
F 469 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 469} educated on labeling and dating of
88=£ | CONTROL PROGRAN foods, storage of cleaning supplies and
The facllity must malntain an effective pest updat.ed cleamng SChedulff and
contro! program so that the facllity Is free of pasts cieaﬂmg Process by the D1eta1‘y
and rodents. Manager on 8/5/12 through 8/7/12.
This REQUIREMENT Is not met as gvidenced
by:
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hanging by the North Hall nursing station.

Obsservation, on 08/05/12 at 3:25 PM, revealed
Resident #4 was in the bed and a fly was flying
around his/har face, Resident #4 stated there
"was at laast one fly all the time” in the room.
Filas werea also noted flying around outside the
rasident’s door. A fly swatter was observed
laying on the resident's bed side table.

Obsarvation and interview with Resident #6, on
08/07/12 at 12:30 PM , revealed the resident was
eating his/her noon meal and a fly was observed
{o be sitting on the resident's macaroni and
cheese. The resident waved the fly away and
staled "} do not like fly's around my food.” The
resident further stated, "the flies were bad in the
facility a few days ago.”
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The Dietary Manager or weekend
F 469 | Continued From page 16 F 469| manager will audit the milk box
Based on ohseivation, Interview, and review of cleaning and kitchen cleaning
the facllity's Pest controf qontracﬂsew:?e ) S cheduies, the mop and broom storage,
agreement, it was determined the facllity faifed to . . ,
have an effective psst conirol program to ensure labeling and dating of opened and
ihe facility was free of pests and rodents. refrigerated foods daily for fourteen
Observations on 08/05/12, 0B8/066/12, and on days then three times per week for
08/07/12, revealed multiple areas of the facility & ? ks, th thly for three
with muitipla flies crawling on residents, on feod our Weeks, eln monthly 10 ':3
plates and crawling cn residents' beds. months. The Dletary Managel‘ will
Additionally, mice droppings were observed on report the findings to the Performance
the floor’in multiple areas of the kitchen, Improvement Committee monthly for
Findings include: five months, attended by the Medical
Director, Administrator, Director of

Observatso_n on 08105{12, 08/06/12 and 08/07/12, Nursing and I_nterdisciplinary Team
tevealed flies were flying around on the-South Memb for further :
and North Halls and In residents' rooms. Iviembets 10T . ol '
Additionally, flies were observed alf three days In recommendations.
the dining room. A fly swatter was observed F469 Completion Date 09/10/12

A new air curtain was ordered and
installed above the door going out o
the garden on 8/29/12 by the
‘Maintenance Director, The existing air
curtain was installed above the door
going out the dining room door on
8/29/12 by the Maintenance Director.
The Ecolab pest controller completed
an on-site visit on 8/9/12 and will
continue monthly visits and as
indicated. Approved fly traps were
placed in resident rooms as needed
with their approval on 8/27/12. The

|
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Interview with Resident #8, on 08/06/12 at 8:55
AM, revealed "I'm really concerned about the
flies, when I'm trying to eat they fly right In my
eye's, they land on my food and my plate. I don't.
think that's too healthy." The resident further
stated, "They have been here ever since I've
been here, they have muttiplied, started out with
one of iwo, naw ihere's a lol, they have hatched."

Observation, on 08/07/12 at 1:20 PM, revealed,
while conducting an interview with Resident #13,
a fly lended on the grapes that Resident #13 was
eating.

On 0B/05/12 at 5:10 PM, the Housekeeping
Supervisor was observed walking up and down
the hall areas with a fly swatter and swatting at
flies. Interview with the Housekeeping Supervisor
revealed she was instructed to walk around the
facility with a fly swatler to kil flies.

On 08/06/12 at 9:50 AM, during an observation of
a madication pass, flies were noted to be crawling
on the medication cart and Licensed Practical
Nurse (LPN) #2, who wes administering
medications, repeatedly swatfed af the flies, LPN
#2 stated that flies had been a probjem for a
couple of weeks.

Review of the facility pest control contract/service
agreement revealed the pest control service did
an on-site visit monthly. Glue boards were in
place in threa ereas of the facllity for capturing
flies and the glue board was changed monthly.
There ware no edditional on-site visits to treat the
fly problem.

An interview, on 08/07/12 at 2:45 PM, with the

‘monthly for three months attended by
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F 469 | Continued From page 17 E4pg| mouse droppings were removed by the

Dietary Manager on 8/5/12.

The facility was audited for fly control
and mice droppings by the
Administrator and Maintenance
‘Director on 8/22/12. Flies were
minimal, no mice droppings noted. No
;other issues identified.

The Administrator and/or

Maintenance Director audit the facility
for flies and signs of mice daily five
times per week then two times per
week for three weeks, then monthly

for two months, The Administrator
will report the findings to the
Performance Improvement Cominittee

the Medical Director, Administrator,
Director of Nursing and

Interdisciplinary Team Members for
further recommendations. '
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Continued From page 18

pest control service representative, revealed the
pest controf service did monthly on-site visits and
could make addilonal on-site visits when
necessary. There had baan no notifications from
the facility about ineffective fly control or requests
for additional service to address the fly problem.

An interview with the Administrator, on 08/06/12
at 8:45 AM, revealed she was aware of the fly
prablem and she had ordered an additionat Air
Gurtain, on 08/03/12, for preventing flies from
antaring the building, but it would be several days
hefore it would be delivered. There was nothing
additlonal in place to address the fly problem.

F 469
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