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" A facifity must immediately inform the resident;
- consuit with the resident's physician; and if
: known, nofify the resident's legal representative
“or an interested family member when there is an
- gocident involving the resident which results in

~ injury and has the potential for requiring physician
. intervention; & significant change in the resident's
. physical, mental, or psychosocial status (i.e., a
: deterioration in health, mental, or psychoesocial
" stafus in either life threatening conditions or
" clinical complications); a nesd fo alier treatment
_significantly (i.e., a need to discontinue an
_existing form of treatment due to adverse
consequances, of to commence a new form of
- freatment}; or a decision {o transfer or discharge
- the resident from the facility as specified in
: §483.12(a).

1 The facility must also promptly notify the resident
Land, i known, the resident’s legal representative
! or interested family member when there is a
change in room or roommate assignment as
specified in §483.15{(e)(2); or a change In
resident rights under Federal or State law or
regulations as specified in paragraph {bY(1} of
this section. . ‘

The facility must record and perindically update '
the address and phone number of the resident's
‘legal representaﬁve or interesied family member.
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- A standard health survey was conducted on
: November 3-5, 2010, Deficient praciice was
" identified with the highest scope and severity at b
- "E"level . F157
F 157 : 483.10(b)(11} NOTIFY OF CHANGES F 157!

1.Resident # 2 phyéician was notified of bowel

' ehmmation pattern for prior 60 (sixty) dayson

11/05/2010 by the RDCS(Regional Director of
Clinical Services) with no new orders.
Resident #2 presently has interventions in place
to promote bowe! elimination and prevent
constipation per physician order.
2.A 100% record review will be completed by
the DON, Unit Manager(UM),Education
Training Director{ETD) and /or the RDCS by
12/10/2010 to identify any change in condition
that should be reported to the physician , this will
include reviewing bowel elimination records for
afl residents from period of - ]O/Oi/ZOlO thru
12/01/2010,
Any issue identified will be immediately
reported to the attending physician by the DON,
UM ETD and /or RDCS.
3 RDCS to reeducate DON, UM and ETD
regarding p/p for reporting change in conditien
to physician and p/p for bowel care and follow
up by 12/06/2010.
DON/ETD to re educate Licensed Personnel
regarding p/p for reporting change in condition

f to physician and p/p for bowel care and follow

up by 12/10/2010.

DON, UM and /or ETD to randomly audit
ten(10) records each week x six( 6) weeks
beginning 12/10/2010, then will review five (5)
records each week x four( 4) weeks to ensure
p/p for reporting change in condition to
physician was followed . .

L
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F 157 | Continued From page 1 F 4157 DONAIM to review bowel elimination record for

| when a change in the resident's physical status

-Tesident on the fifth day. On September 22,

| The findings include:

| Post Lap Cholecystectomy.

| Areview of resident #2's physician's orders dated

Milk of Magnesia (MOM) 30 mito be
‘administered daily as nseded for consfipation.

This REQUIREMENT is not met as evidenced
by:

Based on inferview and rec:ord review, the faciiity
failed to notify the resident's physician promptly

changed for one {1) of seventesn (17} sampled
residents. Resident#2 had a diagnosis of
constipation and no bowel movement was
recorded for four (4} consecutive days and as
ar-needed medication was administered to the

2014, resident #£2 complained of rectal pain and
the resident required manual removal of large
amounts of stool from the rectum. However,
there was no evidence the facility notified the
resident's attending physician for further
inferventions to promote bowel elimination after
the fecal impaction was removed on Seplember
22,2010. On September 24, 2010, tha resident
again complained of rectal discomfort and & farge
amount of stool was removed manuaily from the
resident’s rectum.

Resident #2 was admitied to the facility on July
10, 2010, with diagnoses of Diabetes Mellitus - .
Type i1, Constipation, Depression, and Status

September 2010 revealed Enulose 30 milliliters
{mi)was ordered o be administered daily and

A review of the Care Tracker documentation by
the facility Certified Nursing Assistants (CNAs)

all residents five (5) x week x eight{ 8) weeks
beginning 12/06/2010, then three ( 3) x week x
~ four { 4) weeks to ensure p/p for bowel care and
follow up is followed.
RDCS to randomly review five (5) records
monthly for three (3) months beginning week of
12/10/2010 to ensure p/p for reporting change in
condition to physician is followed. -
RDCS 1o review bowel elimination records for
ali residents two (2) x a week x four (4) weeks
then one (1) time a week x four (4) weeks
beginning week of 12/10/2010 to ensure p/p for
bowel eare and follow up is followed.
4.Quality Assurance Committee (QA) to review
audit results and revise plan as needed weekly x
., four(4) weeks then bi weekly x four (4) weeks
.| beginning 12/17/2010.
5.Date of Compliance 12/18/2010.

FORM CMS-2587(02-99) Previous Versions Obsolete

 Event ID: 800011

Faciily ID: 100457 If continuation sheet Page 2 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
GCENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/23/2010
FORM AFPPROVED
OMB NO. 0938-0231

| STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLLA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
185338

(X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
: COMPLETED
A BUILCING .
B. WING
NG _ 110512010

NAME OF PROVIDER OR SUPPLIER

IRVINE HEALTH AND REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE

411 BERTHA WALLACE DRIVE
IRVINE, KY 40336

X4y I
PREFIX
TAG

SUMWMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDEDY BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
{(BEACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5}
COMPLETICN
TATE

F 157

-1 bowel movement was recorded on September 20,

22,2010, at 7:00 p.m., revealed resident #2 was

" | checked for an impaction by the staff nurse. Hard

‘ Enema; however, the resident was unable to pass
- the stool. The staff nurse further documented
: that a large amount of hard stool was manually

impaction was removed on September 21, 2010.

A review of the fatility's policy/procedure related
i'ic.constipation (datec September 2005) revealed
- standard bowel care with 2 physician's order fo
 relieve constipation included MOM 30 mi every

Continued From page 2

revealed there was no bowel movement {BM)
recorded for resident #2 On Sepiember 18, 17,
18, and 18, 2010 {a total of four days). A smal

2010, at 12:34 a.m. A review of the medication
administration record (MAR) revealed MOM 30 ml
was not administered to the resident unt
September 20, 2010, at 8:00 p.m. A medium
bowel movement was recorded on the Care
Tracker report on Septerber 21, 2010, at 8:55
am. On September 21, 2010, MOM 30 mi was
again administered fo resident #2.

A review of the nurse's notes dated September
crying out with pain in the rectum and was

stool was identified in the resident's rectum and
the staff nurse administered a Fleats Mineral

removed frorm resident #2's rectum. Further
review of the nurse's notes revealed resident #2
again complained of rectal discomfort on
September 24, 2010, at 11:00 a.m. The nurse

F 157

assessed the resident to have hard stool present | . |

and & large amount of stool was again noted to
be removed manually from the resident's rectum.
However, there was no evidence the facility had
contacted resident #2's attending physician
regarding possible further physician's orders to
pramofe bowel elimination after the fecal
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third day without bowel movement, Bisacody)

tand fleets Enema rectally if no results from the

i not review the bowel elimination recard for
i resident #2 and did not identify that the bowel

i The FNC stated the nurses were responsible to
 contact the resident's atfending physician to
. obtain orders for bowel care. in addition,. the FNC |

| revealed the resident's physician was required to
i be notifedf/updated when a change occurred In
: the resident's condifion.

Continued From page 3

supposiiory rectally if no resulis from the MOM,
Bisacody! suppository.

An interview conducted with Registered Nurse
{RN #1} on November 4, 2010, at 5:05 p.m.,
revealed the RN stated he/she checked resident
#2 for a fecal impaction on September 22, 2010,
and removed a large amount of hard siool from
the resident's rectum. The RN staied he/she did

pretocol had not been implemented for resident
#2. The RN further stated he/she did not notify
resident #2's attending physician since hefshe ‘
befieved the resident was making "progress.”

An interview conducted with the facility nurse
consultant (FNCY on Novamber 4, 2010, at 8:50
p.m., revealed the facility nurses were required fo
follow the established bowel elimination protocol:

stated the physician should be contacted for -

firther intervention when a medication had not
been effective to promote bowel eliminafion for
the residant.

A review of tha facility policy/proceduré regarding
physician notification {dated January 2005)

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must

I
F157i | :

' F309
1.Resident #2 and Riesident #3 physician
~was notified of bowel elimination patterns
 for prior sixty(60) days on 11/05/2010 by
F 30¢ the RDCS with no new orders.
~ Resident #2 and Resident #3 presently have
interventions in place to monitor bowel

chimination and prevent constipation.
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F 308! Continued From page 4 F389| 2.DON, UM, ETD and /or RDCS to review
provide the necessary care and services to attain : bowel elimination reports for all residents
or maintain the highest practicable physical, - for period of 10/01/2010 thru 12/01/2010 to
mental, and psychosocial well-being, in identify any resident who did not have

accordance with the comprehensive assessment

and plan of care. bowel movements per p/p by 12/10/2010.

DON, UM,ETD to review all MDS
assessments to identify any resident who

: . ' - | was coded with no bowel movement for
This REQUIREMENT s not met as evidenced - seven(7) days by 12/10/2010.

E}gs d' b " " d q Any issue identified will be reported to
ed on observation, interview, and recor . . .
physician immediately.
review, the facxi_sty faﬁed_ to ?rowde_tha care and y 3.RDCS to re educate DON, UM and ETD

services to attain or maintain the highest

practicable physical, mental, and psychosocial regarding p/p for bowel care and follow up

well-being for two (2} of seventeen (17) sampled | to ensure constipation is prevented by
residents {residents #2 and #3). Residert #2 had - 12/06/2010.
a diagnosis of constipation and no bowel ) DON/ETD to re educate all Licensed

i movement was recorded for four (4) consecutive : personnel regarding p/p for bowel care and

! days; however, there was no evidence the facility

| provided timely intervention as directed by the follow up to prevent constipation by

! tacility's established bowel management profoco!, 12/ 10/ 2010.
| On September 22 and 24, 2010, the resident - | Facility MDS staff to be re educated by
 reguire manual reroval of farge amourts of RDCS by 12/06/2010 regarding p/p for
© | stoot from the rectum. In addition, resident #3 bowel elimination and follow up and to
‘had documentation of ten (1 O} days without . report any ldentrﬁed issue When revie“ring
having a bowel movement. Therewasno bowel elimination to DON/UM and/or
documentation in the medical record to Administrat :
substantiate the facility nursing staff intervened as HISrator. .
required by the facility's Constipahon _ DON/UM to review bowel elimination
| Management Policy. ' ' record for all residents five {5) x week x
eight (8) weeks then three (3) x a week for
The findings inciude: : four(4) weeks beginning 12/06 2010 to
1. Resident #2 was admitted fo the facility on July| ensure p/p for bowel care s followed.
30, 2010, with diagnoses of Diabetes Melitus . | | PON/UM to randomly review § MDS
Type 1, Constipation, Depression, and Status assessments weekly for four (4) weeks :
Post Lap Cholecystectomy.. An admission’ begmnlng 12/10/2010 to ensure no resident
- | Minimum Data Set (MDS) assessment compieted |~ | is coded for no bowel movement ini seven
on July 14, 2010, revealed resident #2 was o (7) days. |
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fa.m. on September 20, 2010, and a medium

assessed fo have intact long/short-term mermory,
independent cognitive skills, and no indicators of
disordered thinking. Resident #2 was assessed
to be usually continent of bowel and o require
extensive assistance of two for toileting needs.

A review of the Care Plan for resident #2 dated
July 1, 2010, revealed the facility identified & i
problem refated to incontinence and consfipation
with a'goal for the resident to have a bowel
movement every three days. Interventions
inciuded to encourage the resident to cal with the
urge to evacuate, fo monitor bowel elimination
using the Care Tracker, and to provide
medicafion as ordered to aid in elimination.

Areview of resident #2's physician's orders dated
September 2010 revealed Enulose 30 miliiiters
{mf) was ordered to be administered daily and
Milk of Magnhesia (MOM) 30 mi to be

administered daily as needed for constipation.

A review of the Care Tracker documentation by
the facility Certified Nursing Assistants (CNAs)
revealed there was no bowel elimination for

-resident #2 on September 18, 17, 18, and 19,

2010 (four days). However, there was no o
evidence the facility had provided an intervention |
o address the absence of a bowel movement for
resident #2 until September 24, 2010.

A review of the Medication Administration Record
{MAR) for September 2010 revealed MOM 30 mi
was administerad fo resident #2 on September
20, 2010, at 8:00 p.m. and on September 21,
2010, at ‘2 100 p.m. Further review of the bowel
elimination record for resident #2 revealed a
smalt bowel movement was documenied at 12:34

* for all residents twol2) x a week then one
(I)X aweek x four(4) weeks begmnmg
of 12/16/2010,

Committee to review audit fi indings
and‘revme pian 5. needed one (1) xweek x

&:; our (1) weeks then bimonthly x four (4)
Weeks begmnmo 1271 7/26)10 '
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' bowel movement was documented at 9:55 a.m.
on September 21, 2010

A review of the nurse's notes dated September

22, 2010, at 7:00 p.m,, revealed resident #2 was
crying out with pain in the rectum and was :
checked for an impaction by the staff nurse. Hard
stool was identified in the resident's rectum and |
the staff nurse administered a Fleet's Mineral :
Enema; however, the resident was unable to pass|
the stool. The staff nurse further documented ;
that a large amount of hard stool was manually

| removed from resident #2's rectum. Further
review of the nurse’s nofes dated September 24,
2810, at 11:00 a.m., revealed resident #2 again
complained of rectal discomfort and the nurse |
assessed the resident to have hard stool present. |
The nurse administered a Fleets Mineral enema;
however, the resident was agzin unable 1o pass
the stool. A large amount of stool was noted to
be removed manually from the resident’s rectum.

A review of the facility's policy/procedure related
tb constipation (dated September 2005) revealed
standard bowe! care fo relieve constipation

1 included MGM 30 mi every third day without
bowel movement (BM), Bisacodyl supposiiory
rectally if no results from the. MOM, and Fleets
enema rectally if no results from the Bisacodyl
suppository. .

Mulfiple interviews conducted with CNAs #1 and
: #2 on November 4, 2010, at 5:05 through 5:10
{p.m., revealed the CNAs were aware resident #2
had prablems with constipation in the past. The
CNAs stated the lack of bowsl movement was to
be reporiad fo the charge nurse and bowel
movemesnts were to he documented in the Care
Tracker under resident #2’s care record.
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Interviews with Registered Nurses (RNs) #1 and
#2 on November 4, 2010, at 445 p.m. and 5:05
p.m., revealed all the staff nurses were
responsible to monitor the residents’ bowel
movements daily, The RNs stated the Unit
Supervisor or the Director of Nurses (DON)
checked the bowet eliminafion record daily and
provided the staff nurses with a list of residents
who had not had a bowel movement in three -
days. The RNs stated a laxafive was required {o
he administered to the residents on the third day
that the resident did not have a documented
‘bowel movement. The RNs also sfated the
nurses were responsibie to check the MAR 1o
evaluate the results of the laxative. RN #1 stated
| hefshe checked resident #2 for a fecal impaction
on September 22, 2010, and removed a large
amount of hard stool from the resident's rectum.
The nurses were unable {0 explain why the bowel
protocol had not been implemented for resident
#2.

An interview with the faciiity DON on November 4,
2010, at 2:50 p.m., revealed the DON was :
responsible to check the bowe| elimination record |
daily and to provide the nurses with a iist of all
residents who had not had a bowel movement in
three days. The DON stated the nurses were

- | responsible o monitor for the effectiveness of the
" medicalionsfiaxatives, The DON was unable o
exptain why the facility staff had not fol towed the
bowel protocols for resident #2.

A review of the daily bowe list provided by the
DON revealed resident #2 was identified as

‘ having no bowel movement for three days on the
; st dated September 18, 16, and 26, 2010.

i However, there was no evidence the facility
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. September 20, 2010, when MOM was
administered to the resident,

| on October 19, 2010. The resident had

: days prior to the assessment.

‘movemnesnt. The resident further had orders dated:

1 physician's order dated October 20, 2010, for

: for resident #3 revealed no documentation that
+ the resident received Miralax or Dulcotax uniil -
] Gciober 27, 2010, whean the resident received

provided inferventions for resident #2. until

2. Areview of the medical record for resident #3
reveated the resident was admitted o the facility

diagnoses to include Congestive heart Failure,
Chronic Obstructive Pulmonary Disease, !
Hypertension, Dementia, Anxiety, and Depressive ;
Disorder. . . ‘ i

A review of the Admission Minimum Data Set
{MD3S) for resident #3 dated October 1, 2010,
reveaied the resident had been assessed as
having no bowel movement for the entire seven

A review of the physician's orders for resident #3
reveaied the resident had an order dated October
19, 2010, for Miralax 17 grams to be administered
datty by mouth as needed for no bowel

QOctober 19, 2010, for Dulcolax Rectal
Suppository to be administered if the resident had
not had a bowel movement after two days and a

Cotace 100 milligrams to be administerad twice
daily. ‘ - .

A review of the Resident Bowel and Bladder
Record from October 19, 2010 through October
27, 2010, revealed the resident had no bowel,
rmovements recorded for this ffime period.

A review of the Medication Administration Record

FORM CMS-2567(02-09) Pravious Versions Obsolate
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- total assistance of one person to hathe.

A resident who is unable to carry out activities of
daily living receives the necessary services to E
maintain good nutrifion, grooming, and personal
and cral hygiene.

This REQU!REMENT is not met as evidenced
by: !
Based on observaiion, interview, and record
review, it was determined the facility failed fo
provide the necessary care and services to
maintain appropriate grooming and personal
hygiene for two (2) of seventeen (17} sampled
residents (residents #7 and #12).

The findings include:

1. Areview of the medieal record for resident #7
revealed the resident was admifted io the facility
on March 5, 2006. The resident had diagnoses to
incfude Debility, Chronic Obstructive Pulmonary
Disease, Macular Degeneration, and Cerebral
Vascular Accident.

A review of the most current quarterly Minimuwum
Data Set (MDS) assessment dated July 21, 2010,
reveaied the resident was assessed to be :
independent with cognitive skills for daily
decigion-rmaking, with the resident's decigioris
assessed fo be consistent and reasonable. The
resident had further been assessed o reguire

D SUNMARY STATEMENT OF DEFICIENCIES i : (5
PREFIX ' {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE : COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE |
: 7 _DEFICIENCY)
F 309 | Continued From page 9 . F3pei |
Miratax 17 grams. A bowel moverent was e
7 recorded for resident #2 on October 28, 2010, | S
F 3121 483.25(a)(3) ADl. CARE PROVIDED FOR F312/F312
ss=0 | DEPENDENT RESIDENTS |
|

© beginning 12/06/2010 to ensure all residents

él.Res_ident #7 and Resident #12 was offered
and given a shower on 11/05/2010.
2.DON, UM and ETD to review shower

3.DON/ETD to re educate all nursing staff

1in Resident Council one(1) time a month x

report for all residents by 12/06/2010 for
period of 10/01/2010 thru 12/05/2010 to
identify any resident not receiving two(2)
showers a week. Anyone not receiving
two(2) showers a week will be offered a
shower immediately.

regarding p/p for offering and giving
showers per restdents individualized plan of
care by 12/07/2010.

DON/UM to review shower report for all
residents five(5) times a week beginning
12/06/2010 x eight(8) weeks to ensure
showers are being offered and residents are
being assisted per their individualized plan
of care.

RDCS to review shower report for all
residents three(3) x a week x four (4) weeks
then one(1) x a week x four(4) weeks

are being offered showers per their
individualized plan of care.
Activity Director to interview alert residents

three(3) months and report findings to

Administrator regarding whether residents
are being offered showers and assisted per
their plan of care .
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-F 312 Continued From page 10 : Ea3qz! 4. QA Committee to review audit ﬁndingi
| A review of the SRNA assignment sheet revealed | and revise plan as needed one(l) x a wze X
resident #7 required the assistance of one person * four(4) weeks then bi monthly x four (4)
for showers. . . weeks beginning 12/17/2010.

5.Date of Compliance 12/18/2010.
Obsarvation of resident #7 on November 4, 2010, ,
at 2:05 p.m., revealed the resident was
ambulating in the hall with a walker. The resident
stated, "I'm going to that meeting with the other
residents. | am going fo tell them f don'tgata
shower half the time. All they dois giveme a pan ;
of water and | have to wash myself” The
resident's nails were obsefved 1o be dirty and
hisfher hair appeared oily.

A review of the Bath Detall Report for resident #7-
revealed staff documented the resident had
-received a shower on October 4, 2010, October
7, 2010, October 11, 2010, October 15, 2010,
October 18, 2010, Oclober 24, 2010, October 25, ‘
2010, October 28, 2010, November 3, 2010, and P
Novernber &, 2010. i : ) ‘

An interview conducted with State Registered
Nursing Assistant (SRNA) #1 on Novamber 4,
2010, &t 3:10 p.m., revealed all residents were fo
receive two showers every week according to the |
SRNA. The SRNA further stated the nurse
should be notified if the resident does not want a
shower. The SRNA further stated resident #7
could accurately tell whether he/she had received
a shower and did not refuse showers.

2. A review of the medical record for resident #12 |
revealed the resident was admitted to the facility
on September 17, 2010, with diagnoses to
include Congestive Heart Failure,
-Hypothryroidism, Atrial Fibriltafion, Hyper’[ensron
Chronic Obstructive Pulmonary Disease,
: Osteoporosis, and Convulsions.

i
i |
i !
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A review of the Admission Assessment Minimum
Data Set (MDS) dated September 29, 2010,
reveaied the resident was independent with
_cognitive skills for daily decision-making, o
~1 ambulatory with extensive assistance of one o
person, required extensive assistance of one
person with personal hygiene, and required total
care for bathing with the assistance of ong
person. -

: Observation on November 3, 2010, at 1:15 p.m.,

; revealed resident #12 sitfing on the side of his/her
i bed. The resident was very short of breath with
falking. The resident's hair appeared oily and
his/her fingemails were dirty. The resident stated,
" have only had one shower since | have been
here." The resident further revealed the staff of
the facility never asked if he/she would prefer a
bed bath or a shower. The resident verbalized
ha/she preferred io receive showers, however,
staff had been bringing a pan of water, leaving it
on the resident's bedside table, and leaving
without assisting the resident.

1 A review of the Bath Detail Report for resident .
#12 revealed staff documented the resident had
recelvad a shower an September 21, 2010,
September 28, 2010, October 1, 2010, and
October 26, 2010,

An interview conducted with SRNA #1 on : . \
November 4, 2040, at 310 p.m., revezied ali - |
residents were to receive two showers every : |
week, and the resident's nurse shouid be notified : ;
If the resident did not want a shower. According
fo the SRNA, resident #12 does not refuse i
showers. _ ' '

© - FORM CME-2567(02-95) Previous Versions Obsolste o Event 1D:800011 Facility I+ 100437 ¥ continuation shest Page 12 of 18
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| An interview conducted with SRNA #2 on
i November 4, 2010, at 3:20 p.m., revealed at .
: times the faCI!;‘fy was short-s’caffed According to

| An inferview with the Corporate Nurse (CN) for
the facility was conducted on November 5, 2010,

1o be showered twice every week. The CN

| fTaciiity provided a page from the Lippincott

Continued From page 12

RNA #2, when they were shorf-staffed residents
ere assisted with bed baths instead of showers.

at 2:20 p.m. The CN revealed all residents were

further stafed a shower schedule was kept at the
nurses’ station for every resident and the SRNAs
were expected to notify the nurse if a shower is
not given. The CN further revealed residents #7
and #12 would accurately be able to say whether
they had been receiving showers. The CN stated
residents #7 and #12 were alert and orienied and
if they said they did not get a bath he/she believed
them. The CN further stated the nurse is-
responsible for monitoring to ensure the resadents
received a shower.

When asked for the fac;lu’ty policy on bathing, the

Manual, Unit #3, page 336, titled Basic Patient
and Reslident Care. The page stated the method
of bathing was determined by rany factors
including personal choice, and the resident's
wishes should be respectad. ;
483.60(b), (d), (e) DRUG RECORDS, -
LABEL/STORE DRUGS & BIOLOGICALS *

i The facility must employ or obtain the services af _

. a licensed pharmacist who establishes a system | .
. of records of receipt and dispasition of all i

i controlied drugs in sufficient detall to enable an

! accurate reconciliation; and determines that drug

{ records ars in order and that an account of all

| confrolied drugs is maintained and periodically

F 312

- 1. The items of Flu vaccme two bags of 5%
Dextrose with 0.2% Sodxum Chloride, and
two bags 5% Dextrose were immediately
discard and replace by pharmacy. No
specific resident identified. All residents
have the potential to be affected.

F 431

2.DON,UM and ETD to audit all medication
rooms to identify any drug or biological that:

are not locked per p/p, all drugs and -
. biological are stored per p/p and xdentlfy
s or biological expired by

“FORM CMS-2567(02-96) Previous Versians Obsolee,
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F 431| 3.RDCS 1o re educate DON,UM and ETD

F 431

reconciled,

 labeled in accordance with currently accepted
s professional principles, and include the

. be readny detected. {

‘Based on cbservation, interview, and record

‘bottle was opened. The faicility also had two (2)

: for intravenous use wnth an explraﬁon date of

Continued FFrom page 13

Brugs and biologicats used in the facility must be

appropriate acdcassory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only autharized personnel to
have access fo the keys.

The Facility must provide separate!y locked,
permanently aifixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1676 and other drugs subject to
abuse, except when the facility uses singie unit
package drug distribubion sysfems in which the
quaniity stored is minimal and a missing dose can |

i

Thts REQUIREMENT is not met as ewdenced
by

review, it was determined the facility {ailed to
fabel, date, and siore all drugs and biclogicals in
accordance with currently accepted professional
principles. The facility haid one (1) bottle of
Influenza Virus Vaccine opened and available for
use with no date on the botte indicating when the

bags of 5% dextrose with-0.2% Sodium Chloride

regarding p/p for storage of drugs and

biological, p/p for ensuring no expired drug

or biological is available for resident use and

ensuring all scheduled drugs are locked by

12/07/2010.

DON/ETD to re educate all Licensed

personnel regarding p/p for storage of drugs

and biological, ensuring no expired drug or

blologlcai is available for use and that all

controlled drugs are locked per p/p by

: 12/12/2010.

. Pharmacy Representative to audlt all

. medication rooms by 12/17/2010 to ensure
no expired drugs or biological are available

-foruse, drugs and biological are stored per
p/p and all controlled drugs and biological
are locked per p/p.

DON/UM and/or ETD to audit medication
rooms two (2) x a week x four (4) weeks

" then one (1) x a week to ensure all drugs and.
biological are stored per p/p , no expired
drug or biological are available for use and
all controlled drugs are locked per p/p
beginning 12/13/2010.
RDCS to audit medication rooms one(1) x a
month x two(2) months to ensure no expired
- drugs or biological are available for use, all

drugs and biological are stored per p/p and
~ all controlled drugs are locked per p/p
beginning month of December 2010.
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F 431 | Continued From page 14 ' : e 431 4. QA Committee (consists of Administrator,
. DON,UM,ETD, Social Services, Act1v1t1es

: October 2010 in a cart and available for use. The

| facility. also had two (2) bags of 5% Dextrose for Pharmacy Representative and _
‘infravenous use with an expiration date of - Environmental Services) to review audit
! September 2010 in the cart available for use. findings one (1) x a week x four (4) weeks
o _ then bimonthly x one(1) month beginning
The findings inciude: : , - 12/17/2010.

Observation of the facility's medication room on 3:Date of Compliance 12/18/2019.

the West Wing of the facility on November 5,
2010, at 10:00 a.m., revesled a bottle of Influshza
Virus Vaceine opened and available for use,
however, the bottle did not contain a date
indicating whan the botile was opened.

An intervisw conducted with the Director of
Nursing {DON) for the facility on November 5,
2010, at 11:15 a.m., revealed the Unit Manager
: {UM) for the West Wing of the facility was not

' available due to afamily ilhess. The DON

: revealed the UM was responsibie for checking to |
assure all opened medications had been labeled |
indicating the date the medication was opened. |

A review of the facility policy titled Storage and
Expiration Dating of Medications, Bioiogicals,
Syringes and Needles with a revision date of May |’
10, 2010, revealed staff was required to record
the date opened on the medication container.

Observation of the facility's medication room on

| the East Wing of the facility on November 5,
2010, at 10:30 a.m., revealed two 1,000-mifliliter

| bags of 5% Dextrose and.0.2% Sodium Chioride ,
i for intravanous use gvailable for use with

. expirafion dates of October 2010, The
observation further revealed two 1,000-milliliker
bags of 5% Dexirose for infravenous use
available for use with expiration dates of
September 2010
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Continued From page 15

An mterwew was conducted with the DDN for the
facnlty on November &, 2010, at 11:15a.m. The
DON revealed the UM was responsibie for

: checkmg weekly for expired medications. and

! intravenous fiuids.

A review of the Tacility policy fitled Storage and
Expiration Dating of Medications, Biologicals,
Syringes and Needles with a revision date of May
10, 2010, revealed staff was required to destroy
or refum all outdatedfexpired medicafions or
biologicals in accordance with Pharmacy
return/destruction guideliries and other applicable

request that the pharmacy peiform a routine
nursing unit inspection for each nursing unit in the
facility to assist the facifity in complying with its

! obligations pursuant to applicable law relating to

1 the proper storage, kabeling, security, and

{ accountabifity of medications and biologicals,

. however, there is no evidence this was done.
483.70(n)

SAFE/FUNCTIONAL/SAN ITARY/COMFORTABL
E ENVIRON

- | The facility rust provide a safe, functional,

sanitary, and comfortable enwronment for
residents, staff and the public.

This REQUIREMENT s not metas evidenced
by:

Based on observation and interview, it was
. { determined the facility falled to provide a safe,
: functional, sanitary, and comfortable environment

for residents of the facility. Rust was found in four
{4) bathtubs in the facility, a chippad windowsill
was cbserved in the dining room, and raised tile

law. The poficy further revealed the facility should |

F 431

F 485

F465

1. The East and West Wings
bathrooms in both the men’s and |
women’s shower rooms were
cleaned and the rust removed
from the drain or the drain
replaced. The marble windowsill
in main dining room had large
chip repaired. Loose tile was
repaired in rooms 111 and 128.
The night stand in room 227 was |
replaced. The chipped sink
countertop was repaired in room |
110. The medical equipment in
room 15 bathroom has been
removed and the wash basin has
been covered and stored forthe
resident’s use. -
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was present in two (2) resident bedrooms. In
addition, chippad countertop was observed ina
resident's bedroom, multiple pieces of equipment
were being stored in a resident's bathroom, and a
resident's nightstand was observed to have
rough, chipped edges.

The findings include:
1. The bathtubs in both the men's and the

s women's shower rooms on both the East and
West Wings of the facility had rust on the drains
and were dirty, :

2. The marble windowsilf_ in the main dining room
of the facility had a large chip init.

3. Loose raised tile was observed in resident
rooms 111 and 128 in front of the bathroom
doors.

4. A nightstand with rolgh, chipped edges was
observed in resident room 227,

5. A chipped sink countertop was observed in
resident room 110. )

1 8. The bathroom in resident room 115 contained
~ *two wheelchairs, three fall mats, four wheelchair
: foot pedals, and z plastic wash basin hanging

aver the sink faucet

An interview was conducted with the
Housekeeping Supervisor (HS3) for the faciiity and

- the Maintenance Supervisor (MS) for the facility

‘on Novemnber 5, 2010, at 12:30 p.m. The HS
revealed he/she and the MS conducted monthly
rounds with the Administrative staff of the facility.
The HS further revealed the staff reporied o

 that needed to be cleaned,

. Date of compliance 12/ 18 E‘D

Supervisor(HS) and Maintenance
Supervisor (MS) completed a

resident rooms, dining rooms and
shower rooms audit of any rooms

countertops or windowsills with
chips, loose tiles, medical
equipment stored in resident’s
areas and for furniture with
chipped edges. Any of the above
that was found was repaired or
replaced.

Administrator, MS and HS will do
weekly rounds for next 30 days to
identify any housekeeping or
maintenance ‘
Concerns, then bi-weekly for next
30 days and then I time a month
next month, These rounds will
start the week of 12/6/10.
Administrator, HS and MS will
conduct at a minimum 1 time a
month rounds together going
forward.

The above weekly, bi-monthly
rounds results will be brought to
QA meeting to validate that areas
of concerns are being identified
and addressed.
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Housekeeping any areas found and the
housekeepers clean the prablem area ,
immedtately. The MS revealed the staff of the
 facility was required to complete a maintenance
" work order and send o Mainténance for repairs
1o be completed. The intetview revealed they
were unaware of the tems in need of cleaning or
repair.
i
.
i
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K 600 | INITIAL COMMENTS K000
A life safety code survey was initiated and
concluded on November 5, 2010, for complianca
with Title 42, Code of Federal Regulations,
§483.70. The facility was found not fo be in
compliance with NFPA 101 Life Safety Code,
2000 Edition,

Deficiencies were cited with the highest deficiency
identified at "F" leval. '
K 662 | NFPA 101 LIFE SAFETY CODE STANDARD
88=F '

K 062

K62
Reguired automatic sprinkler systems are

1 continuously maintained in reliable operating
condition and are inspected and tested
periodically.  18.7.6, 4.6.12, NFPA 13, NFPA
25,875 '

The DOM did contact the sprinkier
Contractor and they did validate that
the test and inspection had been

completed, a copy was faxed to the
OIG office by the prior Administrator,
but we cannot validate it was sent. We

- have attached a copy of the inspection
te this plan of correction.

This STANDARD is not met as evidenced by:
Based on a record review, the facility faiied to
maintain their sprinkler system by NFPA
standards. This deficient praciice affected four
{4) of four {4} smoke compartmenis, staff, and all
of the residents. The facility has the capacity for
88 beds with 2 census of 82 on the day of the
survey. ‘

| The findings include:

The Life Safety Code tour on November 5, 2010,
at 12:30 p.m., with the Director of Maintenance

| (DO} revealed no interior pipe inspection or fisl
-fiow trip test reporis for the facility's sprinkler
system. This inspeciion and test ensures the
sprinkler system reacts as intended. An interview
witt the DOM on November 5, 2016, at 12:30 . :
p.m., revealed the DC}I}’I would contact the - - -

(jﬁ“‘om DIRECTOR’ owmupmen REPRESENTATIVE'S SIGNATURE TITLE (7) DZTE
Jdnungren- 213110

Any déﬁmency £ tema%t endmg wi ai as!ensk {*} denotes a deficiency which the mshtuhon may be excused from comecting providing & ts cietenlnln that

other safeguzidsiprovide sufficient protedfion to the patients. (See instructions.) Excepi for nursing hames, the findings stated above are disclosabie 80 days
foliowing the diatel of survey whether ¢ a plan of comection is provided. For nursing homes, the above findings and plans of comrection are disclasable 14
days foliowing date these docurments are made available fo the faciity. I deficiencies are cited, an approved plan of correction is requisite to continued
program participation. ) .
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K082

‘ test had been performed. The DOM stated a
- copy of this test and inspection would be

: forwarded to this office if they had been

s performed. . This office has not received this
. information as of November 23, 2010.

‘Reference: NFPA 25 (1998 Edition).

-| sufficient material fo obstruct sprirklers, a

 Table 9-1 Summary of Valves, Valve

i Maintenance

Continued From page 1
sprinkler contractor to see if this inspection and

10-2.2* Obstruction Prevention,

Systemns shal! be examined internally for
obstructions where conditions exist that couid
cause obstructed piping. If the condition has not
been corrected or the condition s ona that could
result in obstruction of piping despite any previous
flushing procedures that have been performed,
the system shali be examined internally for
nbstructions every 5 years, This investigation
shall be accomplished by examining the interior of
a dry valve or preaction valve and by removing
two cross main lushing connections.

10-2.3* Flushing Procedure. _
If an obstruction invastigation carried out in
accordance with 10-2.1 indicates the presence of

complete flushing program shall be conducted.
The work shall be done by qualified personnal,

8-1* General

This chapter shai prowde the minimum
reguirements for the routine inspection, tesfing,
and maintenance of valves, valve components,
and trim:. Tabie 9-1 shall be used to determing
the minimum reguired frequencues for mspec’aon
testing, and maintenancs.

Compaonents, and Trim Inspection, Testing, and

FORN CME-2567(02-09) Previous Versions Cbsolele - Event ID:800021
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On November 5, 2610, at 11:10 a.m., electrical
ouflets observed not fo be Ground Fauit rated
{GFCH were located within six feet of the sink in

x40 SUMMARY STATEMENT OF DEFICIENCIES ; D PROVIDER'S PLAN OF CORRECTION s
PREFIX ! (BACH DESICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CQRRECTIVE ACTION SHQULD BE COMPLETION
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K 062 | Continued Ffom page 2 . K082
| Trip test Annually '
! Full flow trip test 3 years
K 147 NFPA 101 LEFE SAFETY CODE STANDARD K147 | K147
SS=F1  Clochical wifing and oqu " . 1. - The medical equipment was
EC ring and equipment is in accordance unplugged from the power strip. Th
I p. ¢
. w:th NiFPA 70, National Electrical Code, 9.1.2 electrical outlet in room 214 has
been replaced with a GFCI
* receptacles, as well as, the other 41
rooms,
o o _ 2. DOM and Administrator did room
. This STANDARD s not met as evidenced by: - rounds to ook for any other medical
" Based on observation and inferview, the facility equipment plugged into power
- falled to ensure that electrical wiring met NFPA : tri i? gg ? P .
: standards. This deficient practice affected four . SUIpS, any toun were tmmed;ajtel-y
: (4} of four (4) smoke compartments, staff, and all removed. All electrical outlets in
.of the residents. The facility has the capacity for wet areas have been validated to be
| 88 beds with a census of 82 on the day of the GFCl receptacles.
survey. 3. Administrator and DOM will do
) weekly rounds for a month to check
- The ﬁndff‘gs include: | for medical equipment plugged into
During the Life Safety Code four on November 5, power strip S starting 1.2/6/ 10.
2010, at 10:25 a.m., with the Director of Housekeeping staff will be re-
Maintenance (DOM)-two nebuiizers and two cducated by 12/16/10 to look for
oxygen concentrators were observed fo be medical equipment plugged into
piugged into multi-outiet adapters (power sirips) power strips when they are I n
in resident room 125. Generally power strips with resident’s room _
surge protection may be used for resident TVs, - 4. The weeki ' ds b
computers, radios etc., on an as-needed basis ) ey rounds by . '
but not o be Used with medical aquipment to help Admlnlstmtor and DOM will be
prevent against electrical shock. An interview reviewed by QA commitice to
withi the DOM on November 5, 2010, at 10:25 validate that compliance has been
a.m., revealed the DOM was aware of this - achieved. -
requirement. 5. Date of Compliance 12/ 1810 B
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| help prevent personnel from accidental shock by

: went to these receptacles but have since been

 Reference: NFPA 70 (1999 Edition).

| 210-8. Ground-Fault Circuit-Interrupter Protection
| for Personnel

i systern if such interruption cannot be tolerated.
i Exception: Branch circuits supplying oniy listed,
! fixed, therapeutic and dirgnostic equipment shall

resident room 214. These types of receptacles

receptacles located near wet areas. An interview
with the DOM on November 5, 201G, at 11:20
a.m., reveaied there were 41 resident rooms that
did not have GFCI protected receptacles. The
DOM stated there used to be GFCI adapters that

removed,

7. Wet bar sinks. Where the recepiacles are
installed to-serve the countertop surfaces and are |

located within 6 f (1.83 m) of the outside edge of -

the wet bar sink. Receptacie outiets shall not be
instafled in a face-up position in the work surfaces
or counteriops. ' :

517-20. Wet Locations ‘

a. All receptactes and fixed equipment within the
area of the wet location shall have groung-fault
circuit-inferrupter protection for personnel if
interruption of power under fault conditions can
be tolerated, or be served by an isolated power

bée permitied to be supplied from a normat
grounded service, single-or 3+ phase system),
provided that

a. Wiring for grounded and isolated circuits does

ntt eecupy the same raceway, and
b. All conductive surfaces of the equipment are
grounded.

b. Where an isolated power system is utilized, ’fhe

equipment shall be fisted for the purpese and
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K 147 | Continuad From page 4

installed so that it meets the provisions of and is
in accordance with Section 517-180,

FPN; For requirements for installation of
therapsutlic pools and tubs, see Part F of Article
‘B80. ‘ ‘

332120 '

_| 2. Minimum Number of Receptacles. The
number of receptacies shall be determined by the
intended use of the patient care area. There shall
be sufficient receptacles located so as to avoid
the need for exdension cords or multiple outiet
adapters. : '

K 147
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