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"Tll:is Ptan of Correcilon is prepared apd
submitted ax required by law. By suhminin
An annual survey was conducted 0B/25/10 this Plan oanr!cction.yOwcnsb};m Plage *
through 08/27/10 to detetmine the facility's Care & Rehabllitation Center docs not admit
- eompllance with Federal Regulatory : : Lhﬁi l*:;- déﬁcwnc)é fisted on this form extst, aor ,
Requirements, Deficiencies were identified with ; : ﬁzzslng: r:;t:r; :;::'Z:i;};;f:?::t";g:::' e |
. the highest 5/8 being a "E". Addltionally, an | besis for the allezed deficieney, The Center |
abbreviated survey was conducted 08/25/10 . , foserves the right to challenge in logat and/or ;
through 0B/27/10 for ICY #15207 and KY #15208, \ 1 ;&f-r“’[‘e‘"f ot ﬁmfnimf}ﬁvc progesdings the X
Both complaints were determined to be mi;?o::y&:tmr'?;:'miﬁ;:g::: Slusions
unsubstantiated with no daficiencies cited. >
F 164 | 483.10(¢), 483.75()(4) PERSONAL F1G4| 1eis the intent of this fcilky to provide tho best -
a8=p | PRIVACYICONFIDENTIALITY OF RECORDS posaible care to all our residents and to insur¢
that the rasident hag the right to personad
The residant has tha right to personal privacy and p:;z‘;‘";!“:: d“;ﬁ:ﬂg’??:;?:z of his or her
cenfidentiality of his or her personal and clinical P
records, Renidents 12,25, 26, and 27 have boon
mascased by Social Sen_'vices regarding privacy
Personal privacy inciudes accommodetions, ?;:nfi’g;‘;‘y' No negative putcome was
medical treatment, writtén and telephona )
communigations, personal care, visits, and All residents of the facility have the potentinl to
meetings of family and resident groups, but this hudaglcczed. :} he DN&H{\DI\;S. Um;s Néaq;:zg::s.
i i IOV ‘ and Charge Nurses make rounds daily ta
does not require tpe facliity to provide a private engute privacy Girtains aro drawn and dpors are
foom for each resident. ciosed when care Is provided. Consetns will ba
) tddressed immadiately,
! Except as provided in paragraph (e)(3) of this AT ved roveducati |
i - i All stafT members recaived re-education ]
{ saction, the resident may 'ap.prova or rafuse the training on §726/2010 by the SDC and on
i reie_-ase of personal and clinical records to any ' L 5/5/2010 by the Director of Nursing and the
! individual outside the facility. : " Adminiatrator regarding the facility ;'\olicy on
: : Resident’s Rights {0 include personal privacy
* The resident's right to refuse relesze of personal ' ‘ and confidentiality,
and clinieal recoeds doas not apply when the Monitaring will bo complated by & nutse
resident Is transferred to another haealth care manoger five times per week for four weeks
institution; or record release is required by law, then weekly for sight weaks to include privacy
curiaing ero drawn and doors er¢ ¢losed whea
il i i ; care it pravidad, The Personal Privacy and
Tha fa‘ctlityl must keep conlidential all information Confidentlafity monitoring toot will b
contained in the resident's records, regardless of reviewed menthiy for three months during the
the form or storaga methods, éxcept when Performance Improvement (QA) Committee
release Is required by tranafer to another meeting for the purpass DZ.lc‘liml;f'}{ingi .y
neafthcare institution: law: third party payment i Personal Privacy And Confidentilicy iAsucs.
LABDRATORY DIRECTOR'S O, FROVIDER/SUPSL IER REDRESENTAYIVE'S SIGNATURE . TILEG (X8} DATE
4 ) Wefro
4 [4

Any deflelancy statement onding with an astarisk (*) denotca A drefidiensy which the instiitlon may bo excusad from correnling providing it i datatrained that
cthnr safoquards provide sufflalent protsction 19 the paticals, {(Sea inatnmciions,) Bxeopl for nusing homas, the lindings staled abeve are discozable 90 days-
fefivwing the date of survey whethar or not & pinn af eorractlon ja providod, For aursing hames, tha above findings and plans of eorrection are disclosable 14
Sayn following the dale theea documonts ara mada avallabls 1o the faclilty. [ deficiancias are elted, en approved pian of comection is requisite ta eontinued
progiam paricipation.
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contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvations, interviews and record
reviews, It was determined the facility failed to
ensure privacy was provided for one resident
{#12}, in the selected sampie of 24, relelad fo

" wound care and catheler carg, Addiionally, ) |
: privacy was not provided for three residents (#25.
- #26 & #27), notin the sslecied sample, telated 1o
grooming and teliating naeds.

Findings include:

1. A record review revealed Resldent #12 was
admitted to the facility on 11/11/09 with diagnoses
to include Adult Failure t6 Thrive, Anxiaty,
Depressive Disorder, Paraplegia, Hyperension
and Pressure Uicer lower back,

| A review of the significant change Minimum Data
Sef (MDS) asaessment, dated 07/13/10, rovesled
the rasident was assessed as requiring total
assistance with all activities of daily iving {ADLs).
Further review of the MDS, revealed the resident
had a Stage IV wound on his/her coceyx area and
a catheter in place for wound healing purposes.

An observation, on 08/27/10 at 9:30 AM, revealed
Licensed Practical Nurse (LPN) #2 completed a
treatment/dressing change of a Stage 4 pressure
sore on Resldent #12's cocoyx area, CerHied
Nurse Alde {CNA) #1 assisted tha LPN by holding
1 the resident in position to complete the

! treatment/dresaing change. After the dressing
change was completed, catheter care was
provided by LPN #2 and incontinent care was

l provided by another GNA (#2). During provision of

FORM CMS2B667(02-86) Previcus Voraldng Obralatn Event I:RTTUAT Facliy 1D: 100033 it eontinuation shoot Page 2 of §
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j care by LPN #2, CNA #1 and CNA #2, the privacy
i curtaln was not completely pulled around the
. residant and the resident's door was not closed,

An interview with LPN #2, on 08/27/10 at 10:25
AM, revealed the recident's door would not close
because of the boed. Additionally, she stated, she
usuglly pulled the curtain all the way around the
rasident; however, she failed to do that this time
and provided no further explanation as {o why,

2, A record review revealed Resident #25 was
admitted to the facility on 10/26/06 with diagnoazes i
to inciude Alzheimer's Disease and Muscle i
| Disuse Atraphy, ;

A review of the quarterfy MDS assessment, dated
08/06/10, ravealed the resldent was assessed as
requiring total assletance with all ADLs.

An observation on 08/27/10 at 11:10 AM,
revealed two CNAs (#1 and #2) assisted the
resident to dress. The privacy curtain was only :
partially pulled around the resident and the door
! to the hallway was open,

I

: An interview with the two CNAs on 08/27/10 at
i 1:45 PM, revealed no explanation ag o why
ptivacy was not afforded to this resident.

3. A record review revealed Resident #26 was
admitted lo the facility on 07/07/08 with diagnoses
to include Alzheimer's Dissase, Abnormality of
Gait and Paralysis Agitans.

A review of the querierly MDS assessment, dated
07/19/10, revealed the resident was assessed as
fequiring total assistance with all ADLs.

N
i
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i An ohservation, on 08/27/10 at 11:30 AM,

i revealed two CNAs (#1 and #2) asslated

| Resident #26 with a bad bath. The privacy curiain
was only partially puliad around the resident end
the door to the hallway was open.

An interview with the two CNAS, on 08/27/10 at
1:45 PM. revealed no explanation regarding
privacy issues for the resident,

4, A record review révealed Rasident #27 was
admitted to the facllity on 07/01/05 with dlagnoses
to include Alzheimer's Disease, Muscle ’
Waakness (Generalized)BS Abnormatity of Gait.

An chservation on D&/28/10 at 10:45 AM,
revesled Resident {27 was in hisfmer bathroom
while CNA #3 assisted him/her with tolleting. CNA
#3 did not close the door te the rasidant’s room or
bathroom, The resident's roommate was gble fo
see in the bathroom, while Resident #27 was
belng tolleted,

An Interview with CNA #3, on 08/27/10 at 2:35

| PM, revealed Resident #27 required assisterics

§ during toileting, and did not like the door to be

| shut when he/she was in the bathroom. She

| further revesled the privacy curtain should have
been pulied around so the resident's roammate
was nol able to see into the bathroom. She
stated, "I understand I did not provide privesy, but
it has never been a problem for the rasident.”

An interview with the Director of Nursing {DON},
on 0B/27/10 at 2:00 PM, revealed she expected
privagy 10 be provided for ail residents.

A review of tha facility's policy/procedure
"Resident Rights" {undaled) revealed, "Our faciity
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; The facility must require staff to wash their hands
j after each dirget resident contact for which
handwashing s Indicated by accepted
professional practice.

This REQUIREMENT s not met as evidencad
by:

Based on observations, interviews and racord
raview, it was determined the facility falled to
ensure staff members washed thelr hands or
changed gloves before, during or after direct
contact with one resident (#12}, in the selected
sampie of 24, Findings Include:;

A record review revealed Resident #12 was
admittad to the facility on 11/14/09 with diagnoses
to Include Adult Fallure to Thrive, Anxlaty,
Pepressive Disorder, Paraplegls, Hyperlension
and Presaure Ulcer lower back,

A review of the significant change Minimum Data
. Set (MDS) assessment, dated 07/13/10, revesled
the resident was assessed as requiring total
asslstance with all activities of daily living (ADLS).
Further review of the MDS, revealed the resident
had a Stage IV woaund on hisher coccyx area and
a cathetar in place for wound healing puiposes.

An cbgervation, on 08/27/10 at 930 AM, revealed
Llcenged Practical Nurse {LPM) #2 completed a
lraatment of a Stage 4 pressure sore on Resident

x40 SUMMARY STATEMENT OF DEFICIENGIES ) FROVIDER'S PLAN OF SORRECTION o5
PREFIX {EACH DEFICIENGY MUSY BEPRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD RE EOMALETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bATE:
DEFICIENCY}
F 184 | Continuad From page 4 F 164
has determined that each of our residents have
the right to privacy conceming accommodations
and medical treatment.”
F 444 | 483,65(b)(3) PREVENTING SPREAD OF F 4441 i ihe intent of this facility to provids the best 1oie
88=D INFECTION . possibie care 1o all our residents and to insure

, that hand hypient is peacticed befare and after

the provision of cars, including wound
drossings and catheter care.

Audits are completed by nurse mansgers 10
engure rerident #12 has treatments and
procedures performed per fhcility standards and
sxpestations to pravent infection.

Al residents have the potential to be affected
by the ciled practice,

All staff membars reesived re-cducation
training oit 8/26/2010 by the 8DC and on
9/9/2010 by the Dircetor of Nursing and the
Admnistrator regarding, the facility policy on
hand washing before and after providing cars,
including contacting blood end body fAuids
(scerctions or exsrations), contaminated itoms,
tmmediately afier gloves are remnoved, and
when athérwise indieated 10 avoid the wansfer
of microorgankms w themsslvas or other
residents, The DNS, ADNS, Unit Managers,
and Charge Nurses will make rounds to ensure
ataff members e washing their hands before
and after providing care and batwoen catheter
care and wound dressing changss, Any
concems will be addrazced immediatsly,

The Infection Centrol monitoring tool resuits
will be raviswed by the Performeancs
Impravement (QA ) Committes inonshly for
tires manths unleas otherwise indicated.
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#12's coccyx area. Cerified Nurse Aide (CNA) #1
assisted LPN #2 by holding the residant In
position to complete the treatment, Prior to the
treatment, LPN #2 or CNA #1 did net wash thelr
hands bafore they donned clean gloves for the
dressing change. Upon completion of the
dressing change, LPN #2 and CNA #1 removed |
I'their gloves; however, they did not wash thelr :
. hands, GNA #1 lgft the room after the dressing ) )
i change. The LPN donned new gloves and ; !
proceeded with the resident’s catheter care. Upon i
sompletion of the catheler care, the resideni was
incontinent of bowel, Incontinent care was
provided by CNA #2, who also worked that hall
with CNA #1, LPN #2 removed her gloves afler
the catheter care and donhed naw gloves to
asaial CNA #2 with the incontinent care. Again,
the LPN did not wash her hands prior {o doehning
naw gloves. Once the incontinent care was
completed, LPN #2 went to the resident's
bathroem, removed the gtova from her left hand,
came out of {ha bathroom after rinsing out the
wash bagin, then picked up the solled washcloth
off the bed and carrled the soiled washcloth up
the haflway with her gloved right hand,

Aninterview with LPN #2, on 0B/27/10 at 10:23
AM, revealed shé had washed her hends at the
nuraas’ station prior 1o entering the resident’s
room. When she entesad tha room, she donned
clean gloves for the resident's dressing shange.
She stated afler the dressing change, she
removed her gloves: howaver, she did not wash
| her hands before donning more gloves to provide . i
the resident's catheter care, Additionally, she :
i stated after the catheter care, she removed her

! gloves and donned more gloves to agsist with the
incontinent care, but she did not wash her hands
untit she lefi the restdent's room. She stated she

FORM CMS+2567(02-95) Provious Varelons Obsolots Evenl1IDIE77UN Faciély 1D: 100083 If confinuaion shecl Paga §of 8
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F 444 | Continued From page 8

did not realize what she had done until it was too
late. No further explanation was provided ather
than she did not usually do wound care and
catheter care all at ona tima.

An Interview with CNA #1, on 08/27/10 at 11:00
AM, revealed she had washed her hands in the
shower room on the haliway prior to entering the
resident's room and after exiling from the
resident’s roam; however, no handwashing was
completed during provision of care while in the
resident's room,

. An interview with the Director of Nursing (DON),
on 0B/27/10 at 2:00 PM, revealed she axpedted
the staff to wash thelr hands after entering a
restdant's room to provide care and prior to
leaving the resident's room. Additionally,
handwashing was to be completed between a
dressing change and catheter care.

A review of the facility's policy/procedure "Hand
Hyglane" (undated) revealad, "touching blood,
body fluids, secretions, excretions, contaminated
iterns, immediately after glovas are removed,
batween realdant contacts and when otherwise
indicated to avoid transfer of mitroorganisms to
other residents or environmental surfaces. ltis
nagassary 1o wash hands between tasks snd
procadures on the same resldent to prevent
cross-contarnination of different body sites.”

F 502 | 483.75()(1) PROVIDE/OBTAIN LABORATORY
55=D | SVC-QUALITY/TIMELY

The facility must provide ¢or obtain laboratory
services 1o meet the needs of its residents. The
facllity Is responsible for the quslity and Umaliness
, of the services,

]

F 444

mannes,

were noted,

by the eited practice.

It is the intent of this faciliry 10 provide the hest L0116
possible eare to all our residens and to insurs
F 502 laboratary services sre provided in a timely

Residont 42 wos a8sessed on 872472010 and no
3igns or symptoms of 8 urinary traet infection

All residents have the potential to be affecied :

i

|
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This REQUIREMENT is not met 85 evidanced
by:

Basad on record review and interviews, il was
determined the facilty failed to provida timeliness

. of laboratory services for one resident (#2), in the

selected sample of 24. A urine culture result was
not providad to Resldant #2's physiclan within the
fimeframe normal for appropriate intervention.
Findings include:

A record review revealed Resident #2 was
admitted to the facility on 08/15/08 with diagnoses
to include Paralysis Agitans, Type I Diabetes with
Neuropathy, Gastroparesis, Functionat Urinary
Incontinence, Hypopotassemia, Hyperlipidemls,

; Unspecified Essential Hypertension,

" A review of a physician's order, dated 07/24/10,

ravaaled a standard lab arder 1o ablain urine for a

| urinatysis {UA) with culture and sensitivity (C&S):

Further record review revaaled results of a UA
were coliected on 07/24/10 with C&S results
pending. No CA&S results were found in Resident
#2's record during the survey process,

IMerviews with Licensaed Practical Nurse (LPN)
#1, on 08/26/10 at 10:20 AM and at 2:20 PM,
revealed the normal procedure for obtaining
laboratory services on the weekend was to send
the specimen fo the hospital lab, Al oriered labs
wara supposed to ba placad on the facility's lab
tracking racord, located at the nurses’ station, for
follow-up. She further revealed she receivad
results of the UA from the hospital lab on
07/26/10 and notified tha physician. An order was
received to notify the Advanced Reglstered Nurse
Practitioner (ARNP) to take care of it on the

Labs, including thoze on the weeksnd, will ba
placed on the shift report and the Ieboratary
macking fog. Both will be reviswed in the
maerning Clinical Stand Up Meeting and the
eftemoon Clinical Stand Down Masting,
Weekend Supervisors willl monltor shill reports
and the Labortary Tracking Logs to ensure 1ab
reports oée received and follow up is
pesformed, Stall mamberr reccived rea
education training on 8/26/2010 by SDC and on
9972010 by the Dircctor of Nursing end the
Administretor regarding the procedures for
monitoring when fab results are received, when
the physician iz notified and any ordrrs are
ohbtained, notification of the family/RP, and
placemant on the 24-hour Report of Resident’
Chanpe of Condition nnd the facility iaboratory
tracking log to enaure follow up on ail fabs.

The DON will manitor complisnce with the
facility pro¢ediures for the 24-hour Report of
Residents’ Change of Condition snd the
Laboradory Tracking Log S times por week For
four weeks during the standup process end
report the Findings monthly for three months to
the Perfonmancs impravement (QA}
Commltee, Any issucs will be nddressed

! through a now or revised improvement plan.
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following Monday. She stated, " | don't remember
putting the lab order on the lab tracking record
and to be honast, | may have forgotten to." She
revesled she could not find the results of the C&S
in the resident's record, Additionslly, there was
no evidence in the resident's racord that follow-up
had been completed by the ARNP,

An infervisw with the ARNP, on 08/26/10 al 11:00
AM, ravesled she was in the facllity on 07/26/10
and wrote on the UA resuits to oblain s C&S. She
stated, "l typically write an order on the C&8 ltself;
however, if no orders were needed, | would have
just initialed and dated that | had seen the
results,” She further revealed after reviewing tha
results of the C&8, she would have treated
Resident #2, bocause there ware four differant

-+ | antlblotics that could have been used for Resident
#2's urinary \ract infaction.

An Interviaw with the Director of Nursing (DON),
. On OB/27H0 2t ©:35 AM, revealed ali nursing
wings were to use the lab tracking record to
follow-up with the ordered labwork, The charge
nurses' were responsible for updating the lab
tracking record. She stated there were no
in-services completed to ensure the nursing staff
was educaled, and there was no specific policy
regarding labwork. She further revenled she
expocied the nurses to use the lab fracking
record o follow-up with ordered iabwork.

F 502,
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A Life Safety Code survey was initiated and
conducted on 08/25/10 to determine the facility's
compliance with Title 42, Code of Federal
Reguiations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclesable 0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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