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: “This Plan of Correction is prepared and
F 000 | INITIAL COMMENTS F 000 bmitted . By
submitting this Plan of Correction,
ﬁﬂmﬁﬁg:mﬁm:&lmh PrimcaicCenter Care & Relmbilitation
v ) 3 . .
_ Abbreviated Survey (KY #22044), o delermine ('fenter doe.s not admit that the deficiency:
—_ the-faslity’s-sempliance-with-Federal "s@ed-op,tha.s.fom.exist,..pmwfhg__ i
! " | requirements. The facllity failed to mest the Center admit to any stateinents, Tifidings,
i minlmum requirements for racertification with the facts, or conclusions that form the basis
: highest scope and severity of an "E". KY #22044 for the alleged deficiency. The Center
| |t s s ) e e
ss=0 | INDIVIDUALITY and/or regulatory or administrative

proceedings the deficiency, statements,

-The facllity-must-promote care-forresidents-ina -

manner and in an environment that maintains or
enhancas each resident's dignity and respect In
full recognition of his or her Individuality.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, interview, racord review,
and review of the facllity's policy/procedure, it was
datermined the facility falled to promota care for
residents in a manner and In an environment that
malntains or enhances each rasident's dignity
and respect In full recognition of hls or her

Individuality for thrae {3) residents, In the selected

sample of fifleen (15) residents (Residents #3,
#5, and #7). The facility staff failed to ensure
privacy was provided during caraftreatmeant for
Residenis #3 and #5. Add!tionally, the staff
excludad Resident #7 from conversation during

| provigion ol care. '

The findings include:

Review of the facility's “Considerate and

[ Respectfulpoliey/procédure, revised 08/01/13,

facts, and conalusions-(hatrform the basiy
for the deficiency.”

LABORATORY DIRECTOR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficlency statemant ending with an astersk (*) denotes a deficisncy which the Instiiulion mey bs e\cused fréw

other safeguards provide sufficisnt protaction to the patienis. (See instruclions.) Excepl for nursing homes, the findig
following the date of survey whether or not a plan of correction Is provided. For nuralng homes, the above findingya
days following the dats these decuments are made avallable to the fackity. If deficiencies ara dited, an approved )

program particlipation.

[ plans of correciion are discloaables 14
arf of correciion Is requisite ko continued
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Resident #3's dignity and respect was ~ 09/09/2014
£ 241 | Confinued From page 1 E241

revealsd emplayees should maintain resident
privacy, focus on residents as individuata when

maimaiied by LPN#3on 871272014
which was observed by tha Director of

Nirsing _[heprivacy crtainmwarpn et

talking-to-them-and-addressresldentsas
individuals when providing care and services.

1. Record review revealed the facillty admitted
Resident #3 on 11/06/13 with dlagnoses which
Included Essentlal Hypertension, Generalized
Muscle Weakness, Abnarmality of Gait,
Dementla, unspecified without Behavlora:
Disturbanca, Hypopotassemia, Esophageal
Reflux, and Psychosis. Review of the Significant

securely around resident #3 and the door
{wes-shut-sompletely-when-cars-was— -
[provided on 8/12/2014. Resident #7's
dignity and respect was maintained by
CNA #6 and LPN #1 on 8/15/2014-by
ensuring focus is on the resident end not
excluding him/her in conversation when
providing incontinence care-which-was

dated 07/09/14, revealed the facillly assessed
Resldent #3's cognition as sevaraly impaired with
a Brief Interview for Mental Status (BIMS) scora
of "3", Indlcating the resident was not
intarviewable.

Qbservation of a skin prep appllcation, on
08/12/14 at 3:35 PM, revealed Llcensed Practical
Nurse (LPN) #3 did not close the door nor the
privacy curtaln prior to providing treatment to
Resldent #3,

Interview with LPN #3, on 08/14/14 at 4:45 PM,
revealed helshe should have closed the door,
and complately closed the privacy curtaln,

Interview with the Nurse Practice Educator, an
08/15/14 at 10:43 AM, revealed she expectad the
staff to close the door and completely close the

| "privVaCY cUTtalil pHor (& providing @ fesidents ~~——— —

freatment.

2. Record review revealed the facllity admitted
Resident #7 on 08/20/13 with diagnoses which

*{ Included Essential Mypenension, Muscle'
Weskness, Urinary Tract Infection, Diabetas Type

--Change-Minimum Deta-SeT{MDSyAssessment, —

-~|Resident-#3,-5 and-7-and/or-their-—- - -

observed by the Director of Nursing.

Resident #5's dignity and respect was

maintained by RN #1 and LPN #3 on
8/13/2014 by ensuring the privacy curtain|
was pulled securely around the resident
which was observed by the Director of
Nursing,

Current residents including non-interview
able residents were observed by the
Director of Nursing on 8/15/2014 to
enstre that privacy curtaine were pulled
during care, doors were shut during care
and to ensure staff did not exclude
{residents in conversation during care. The
Saocial Services Director interviewed

responsible party and remainder of
interview able residents regarding any
concerns of dignity and respect beginning
on 8/15/2014 through 9/4/2014. Resident
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. ; .
. £ 241 | Gonfinued & ge2 e o #5 and res.ponsnble party’s of Resident #3
: II Alzhelmer's Dlsaase, Pertpheral Vascular and #7 voiced no concern related to

dignity and/or respect. No further issues

Hsvcrftsms"nysphagir Anxtaxy
State, Depressive Disorder, Cellulitls, and

Abscess-tinspacifiad-Site—Review-of the————
Quarterdy MDS Assessment, dated 07/09/14,

revegled the facllity assesesed Resident #7's

cognition as severely impaired with a BIMS score

of "3", indicating the resident was not

intsrviewable,

Qbaervation, on 08/15/14 at 9:40 AM, revealed

were-identified-by-the-interview-able—
remd-ts and!or mnonsnble parhes

Licensed murses, nurse aides, rebab staff
and recreation staff was reeducated on
8/21/2014 through 9/8/2014 by the Nurse
Practice Educator regarding providing
care in a manner to enhance or maintain a

| #T and LPN#7 did not pullthe privacy curtainatl ™~

-Gertifiad Nurse Alde (CNAT-#o-end LPN ¥ were - - T

engaged In a conversation, and excluded
Resident #7 from the conversation while
providing incontinent care for him/her.

Interview with CNA #8, on 08/15/14 at 11:00 AM,
and LPN #1, on 08/158/14 at 1020 AM, revealed
the focus should be on the resident when
providing care,

3. Record review revealed the facility admitted
Resident #5 to the facility on 08/09/14 with
diagnosis to Include Muscle Weakness, Presenile
Dementia, Blindness, and Macular Degenaration.
Review of the MDS, dated 08/18/14, revealed
Resldent #5's BIMS score was 14", indicating the
rasident was cognitively Intact.

Observation, on 08/13/14 at 1:20 PM, during &
skin assessment revealed Registerad Nurse {RN)

the doorway. During the skin assessment,
Resident #5's buttocks was exposed when the
door was opened by another staff member,

| Tnterview with' RN #1, 6n 08M1M3714'at 1:35PM, ~

revealed the privacy curtaln should have been

- [|resigent’s dignity and-respect to-include
keeping the privacy curtains completely
pulled during care and keeping focus on
the resident during care and not having
contversations that excludes resident
|participation.

The Director of Nursing, Assistant
Director of Nursing and Nurse Practice
Educator will observe fve residents a
week on all three shifis to include
weekends of residents receiving ADL

weeks then three residents a week on all
three shifis for one month, then two
residents for 8 month on all three shifts to
ensure privacy and dignity, Corrective

1= = — jactiom will-be-provided witlhrtherinvolved -

employee at the time of occurrence.

care related to dignity and respect for four
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The Social Services Director will
£ 241 | Continued From page 3 E 241 interview five residents-and/or-responsible
pulled around the entire bad In order to provide * | parties per week then three residents
privacy for Resident #5 and to prevent the and/or responsible parties perweek for:
resident-fronrbeingexposed-durirgcars; sixty days for concerns of dignity and
— ——— Hnterview-with-LPN-#1-on- 0843 4-at-1:40-PM—— —I— respect: Comective action willbe . | oy P—
revaaled the privacy curtain should have been provided with the involved employee by )
pulled around the entire bed while providing the Director of Nurses and/or Social
resident care In order fo provide privacy. Services with follow up to the resident
: and/or responsible party,
Interview with RN #2, on D8/15/14 at 9:25 AM,
tevealed she expectad staff to provide privacy for : . p
all residents during care by closing the door, Zhe Dlrector ofNul?mg and Socl.al "
——pulifng the curtain around the entire bed, paling servieesBireator-willrepert-fndings-to—|———|———
the curtaln batwesn residents, and closing the ,lhe mqnthly Performance Improvement
blinds. committee
for three months for review and further:
Interview with the Assistant Director of Nursing recommendations. The Performance
(ADON}, on 08/16/14 st 11:10 AM, ravesled she ommi : - :
expected the staff to pull the privacy curtain lc)i.t o oite; !si Ett:;:td blg;:clrledl?al
securely around the resident and closa the door . ! o, oro
prior to providing treatment. She statad she Nursing al_ld Intqrdlsclphnal:y Team
expacted the staff to focus on the residents, and Members including the Social Services
include the residants In conversation when Director, Admissions Director, Payroll
providing care. [Coordinator and/or Dietary Manager for
; further recommendations,
Interview with the Director of Nursing (DON}, an
08/15/14 at 11:15 AM and 12:25 PM, revealed
yearly training included dignity and respect. He
expectad the staff to focus on, as well as include
the residents in conversation during provislon of
cara. He also stated the siaff should provide
privacy for ell residents during care by puiling the
TTT T T privacy citaif airtte way ground the fesidensat T T T T T T - - -
the doorway, as well as the curtaln between
residents.
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315
sS=n| RESTORE BLADDER
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nt #9's wa
£a15l oo page 4 € aim Resident #5's was given proper catheter lo/a/14

Based on the resident's comprehensive

assessment, tha facility must ensure that a

care in a manner which pravented or
reduced infectfons by CNA#8 and CNAY#O |

residentwhoentersthe facllity withoutan
indwelling catheter is not catheterized unless the

on 8/13/2013 that was observed by the
Directorof Nursing.-Resident #9.cathetar

resident's-clinical-oondition-demenstrates-that:

cathelerization was necessary; and a resident
wha is Incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

bag was repositioned approprlateily on
the wheelchalr by the Director of Nursing
and/or Assistant Director of Nursing on
8/15/2014 to keep the catheter

collection bag from touching the floor,

Thi=-REGETREMENT—T3 notmetes svidenced
by:

Based on observation, Interview, record review,
and review of the facility's policy/procedurs, the
facility falled to provide catheter care In a manner
which prevented or reduced urinary tract
infactions for two (2) residents, In the selected
sample of fifteen (16) resldents. (Resldents #8
and #13).

The findings include:

Review of the facllity’s pallcy/procedure "Care of
Indwelling Urinary Catheter”, revised 01/02/14,
ravealed to perform catheter care twice a day and
as needed (prn). Cleanse the proximal third of
the catheter with soap and water, washing away
from the insertion site and manipulating the
catheter as litle as possible, and rinse. Secure
the cathstar tubing to keep the drainage bag

the floor. Poslition catheter for straight drainage.

1. Record review revealed the facllity admitted
Resident #9 with diagnosis to Include Alzhsimer's,
© 7 7] Psyehbets"ahd"Abscass GFButtotk. Review of
the Quartery Minimum Data Set (MDS)

“Below iiie lavel of tfie Tasident's Bladddirandoff

Resldent #13 tathater collaction bag was|
repositioned by the Director of Nursing
and/or Assistant Director of Nursing on
8/15/2014 to prevent contact with the
floor due to resident being in a low bed.

Current residents with catheters in low
beds and in wheelchalrs were identified
and observed by Director of Nursing on |
8/15/2014 to observe that catheter
collection bags are positioned
appropriately when the resident is in bed
or up in wheelchalr to ensure the bag is
not touching the floor with corrective
action.upon discovery. Those-identifiad -
were immediately repositiohed by the
Director of Nursing on 8/15/2014 to
ensure catheters were off the floor.

- -—— -
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Resident #9 and #13 were evaluated and
F 316 | Continued From page & EAl8imonitored-forsigns-and-symptoms-for
assessmeant, dated 07/25/14, revealed the facility infection by the Direct £ Nurs
assassed the resident with severe cognltive s
ImpaimentandTequiredotat-assistancewith-alt and/or-LPN-Eharge-Nurse-with-no-ssues
activities of daily living. He/she had an Indwslling
s |— ———-urinary-eatheter-related-to-a-surgleal-wound: noted on 8/15/2014,
Obsarvation, on 08/13/14 at 2:55 PM, revealed Licensed nurses, nurse aides,
Resident #8, who had been incontinent of bowel, Administrative Departments including
was provided Incontinent care by two (2) Certified
Nurse Aldes (GNAS), #6 and #6, CNA #8 and #9 the Administrator, Activities, Admisslons,
did not clean the indwalling urinary catheter Coordinator, Dietary Manager, Medical
tubing during care. Further observation, on Records, Maintenance Supervisor and
E 08716/14 at -T1:4b AM -revealed Resident-#owas- - - - S I R =y ] B — =
sitting in @ wheelchalr with his/her indwelling Rehab Services were provided
urinary catheter collaction bag touching the fioor. reeducation by the Nurse Practice ’
Interview with GNA#9, on 0B/13/14 at 3:05 PM, Educator on 8/21/2014 through 9/8/2014
revealed sha nomally does catheter care while regarding catheter collection bags are nof
doing Incontinent cars, especially when the to touch the floor when the resident Is
resident has had a bowel movement. She also L
siated she normally cleans the resident from the either sitting up in a wheelchair orin a
top of the tubing to the bottom. She stated | don't low bed. Nursing staff were provided
know why I didn®, it Is what it Is, you saw It",
reeducation on procedure for
Interview with CNA #8, on 08/13/14 at 3:15 PM, appropriate catheter care 8/21-9/8/14
revealed catheter cara should have baen done, ;
but wasnt. She ravesled she had no explanation by Nurse Practice Educator with return
why It wasn't done. observations. Corrective action was
provided at time of observation if
2. Record review revealed the facllity admitted
Resident #13 on 08/10/14 with diagnoses to Indicated with the employee.
include Congestive Heart Fallure, Cancer, and
Tt T T T Chonie Renal insuficiency. Reviewof the— T T T A AT L -
Physiclan's orders, dated 08/10/14, Included
"Foley catheter 18 FR with 10 ml balloon to
badside drainagse”.
Obgurvation, on08/1%7/14 at 2:15 PM, revéaled - SRl £ = = r—
Reslident #13 lying in bed with his/her ayes
FORM CM3-2687(0289) Pravious Versions Obsolele Event 1D; KZNO11 Faclity |D: 100008 Il conlinuation shest Page 6 of 15
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F 31 The Directoer of Nursing, Assistant
i 21 Confinued From page § 318 pirectorof Norstg, Uit Marrageramd
i clesed, Pale yellow urine was observed in the ]
tublng dralning In a bedside dralnage bag which Nurse Practice Educator will abserve
wee-lying-drectly-on-the-floor—Further residentywittreatheters whenogina
observation, on 08/15/14 at B:00 AM, revealed
1 Rgsldenl,#_‘a_was_ln_bed_wim.hlg[har.uﬁnaw__—_ — wrl].e.el_cwr or in a. l-qw bed or! a:" Shiﬂs to R et
: catheter dralnage bag lying directly on the floor. include weekends weekly for ofie month, )
! every two weeks for one month, then
Observation and inlerview with the Director of . monthly for one month to ensure that no
Nursing (DCN), on 08/14/14 at 8:30 AM, verified ; catheter collection bags are not
the drainage bag was lying directly on tha floor,
The DON stated a resident's drainags bag should ohserved touching the floor. Catheter
not be In contact with the floor. care observations will be conducted by
F 323 ﬁﬁS;ZG(h);?&FE';%I;'"AGCIBENT CEE = - F323the Nurse Praciice Educator; Unit ' - -
™ AZARD SION/DEVICES
880 Managers, and Director of Nurses with
The tacllity must ensure that the resident CNAS providing care across all shifts
environment remains as free of accident hazards
as is possible; and each resldent racelves .lncludlng weekends weekly times one
adaquate supervision and assistance devicas to month, every two weeks times one
PRSI month. Identifled problems will be -
corrected immediately by the Director of’
Nursing, Assistant Director of Nursing,
This REQUIREMENT Is not met as evidenced e
by: Educator. The Director of Nursing and/or
Basad on cbservation, interview, record review, Assistant Director of Nursing will report
and review of the facliilty’s investigation, It was b 8 P
delermined the facility failed to ensure one (1) results to the Performance Improvement
res::ent. F?Rthei é‘:elet:gd sample of fifteen (15) Committee monthly for three months for
residents (Resident #8), recelved adequate .
supervision and asslstance {o prevent elopement review and recommendations. The .
- T on U734 ' T “Performance Commiftee is attended by
The findings include:
Record raview revealed the facility admitted
* | ResidefT#8 on 11/08/10 with dlaghosés to % z 7 TR i
FORM CMS-2567(02.99) Previous Versions Cbecleta Event ID:KZNO11 Fecilly ID: 100309 I coninuation sheet Pags 7 of 15




H
i
|
|
i PRINTED: 08/29/2014
' DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
! BTATEMENT OF DEFICIENCIES {#41) PROVIDER/SUPPLIER/CLIA (42} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
i AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SURLDING COMPLETED
; 185312 8. WING 08/15/2014
; NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
\ PADUCAH CENTER 809 MORTH THAG FTREKT
- PADUCAH, KY 42001
| Py 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAK OF CORRECTION P
: PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL EREFIX (EACH CORRECTIVE ACTION GHOULD BE COMPLETIGN
! TAB REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
! DEFICIENCY)
| the Medical Director, Administrator,
]| F 323 | Continued From page 7 F 323 Dt ENursi Hnterdisciplinary
i Include Demeantia with Bahavioral Disturbances, he Soclal
: Alzhelmer's Disease, Cognitive Deficits due to Team Members including the Socla
: Cerebrovascular-Bissase-and-Adult-Fallurerto services Director; Admissions-Birector;
' Thrive. Review of tha Annual Minimum Data Set
(MDS), dated-05/16H 4, revealed-Resldent#8-hed Payroll Coordinator and/or Dietary —_—
a Brief InErviev Merital Status{BIMS) of threa “Manager for further recommendations. -
(3), Indicating the resident was not Interviewable.
Review of the facllity’s Investigation revealed
Resident #8 eloped on 07/23/14 at approximately
8:00 PM. Further raeview revealed the resldent
exited the facility through the secured East door
- of the Selana Unit-Additionally; Cenlfied Nurse - =
Alde (CNA) #1 heard the door alarm sounding,
Eesriiogded. fa:d ?sbslbarveﬂ lfeshidﬂnt #8 'E:L thf’-' Resldent #8 was returned to the unit and
ast door of the Solana Unit; however, W 9/9/14
did not look outside the bullding perimetar or a head to toe evaluation was completed 19/
grounds. by the LPN Charge Nurse on 7/23/2014,
Interview with CNA #1, an 08/13/14 at 4110 PM, No skin issues were dentified and
revealed the Jast eyemtness account of Rasident resldent was ablE to move ex‘ll’emltfes
#8, prior to elopement on 07/23/14, was at 6:30 without difficulty. An Elopement
P.M. Further interview revealed CNA #1 was Evaluati
caring for another resldent because his/her valuation was completed and care plan
sensor alam activated. She statad * then heard was updated on 7/23/14 and 7/24/14 to!
a door alarm golng off, so | went to check on it. |
saw Reslident #8 standing at the exit door holding Include 3 wander guard for safety by the
on 1o the door handle. | redirected Resident #8 LPN Charge Nurse,
away from the door, closed the door, and reset
the atarm. 1 did net [ook oulside the oulside the Upon notiﬂcaﬂon of the Elopement'
building permeter and grounds”,
charge nurses immediately completed a
I T [ InterviEwwWIlTCNAYR, oM 08/M13M4at 3:20PM,— T[T T ¢énsus checK on 7/237201AT AllTesidents [
revealed, an 07/23/14 at 7:15 PM, sha was in the
Rt e o o {67 of 67) were present inside the facility.
the residents, Further interviaw revealed while This was initlated at 8:00 p.m. CST by the i
assisting residents back Inside the facility, she
’| observed Rasldent #8 on the outside of tha facility - - )
In the courlyard, 125 feet from the exit doar of the
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; F icense 23/2014,
F 323 | continuad . - licensed nurses on 7/23/2014. The

Solana Unit. CNA #2 revealed Residant #8 did
not go outside with the other residents when they

Malntenance Director was notiflied and
came to the facility on the evening of

went-out-for-a-—smoke-broak:

Interview-with-Llcensed-Rractical-Nurse- (L RN)-#3——

onDBMA3/14 at 4;70 PM, revaaled Residant #8
had a wanderguard upon admisslon; howevar,
the wanderguard was removed because the
resident was not congldered an elopement risk.
She revealed she last saw Resident #8 on
07/23/14 at approximately 8:30 PM. She stated
she was off the unit at 7:30 PM, and CNA#2

|dooralarms were functioning praperly. It

7/23/2014 to validate that all doors and

was noted by the Maintenance
Supervisor on 7/23/2014 that all door |
alarms were functioning properly. The |
East door of Solana door mag lock was
ad]usted upon discovery.

-hoticEd Reskent #8 outsida the 1aciity In the
courtyard, and brought the resident back Inside.

Interview with CNA #4, on 08/13/14 at 2:55 PM,
revealed an syawitness account of Res|dent #8
packing histher clothing and attempting to exit the
East door of the Solana Unit. Further interview
revealed the resident had exhibited these
behaviors for the past year.

Observation, on 08/13/14 at 8:30 AM, revealed
the Malntenance Supsrvisor demonstrated the
operation of the door on the East Solana Unit.
The securify code had to be entered before
entry/exit The alarm sounded until the security
code was entered manually to disam it.

Interview with the Maintenance Supervisor, on
08/14/14 st 8:45 AM, revealed the door on the
East Solana unit opened if the cormect code was

The Director of Nursing, Assistant
Director of Nursing and Nurse Practice
Educator responded to the facility and
initiated elopement drills and education
on 7/23/2014, Wander guard bracelets
were checked by the Director of Nursing,
Assistant Director of Nursing and/or the
Nurse Practice Educator to ensure all
bracelets were not outdated on
7/23/2014. No issues were identified by
the Director of Nursing, Assistant Director
of Nursing and/or Nurse Practice

anterad, HESEE the warrisTguard sensor
deactivated the East door on the Solana Unlt

because the alarm continually was going off when
residenta with wanderguards went to the daoar.
Further interview revealed the door was only
“utifized forthe Oxygen Therapy Provider, and

staff does not use the door otherwise, He

Educator on 7/23/2014.
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F a2 All staff were reeducated on 7/23/2014
Continued From nage 8 E3230
thro 25/ 2014 By the Difector of
revealed tha Qxygen Therapy Provider accessed hrough-7/ wectaro
: the East door on the Solana Unit on 7/23/14. He Nursing, Assistant Director of Nursing,
; Wﬂmptﬂﬁﬂgmﬁ P":ﬂningn':fﬂ‘f'fﬁfoﬁ'ﬂd NUFSe Practice EdUcator or Administrator
approximately 8: , and was Informed a
- resident-had-exited-the-East-doer-of-the-Solane regg:ﬂump%
“ [ Unit. The Maintenance Supervisor revesled upon . prevention and management, expected
: checking the functicn of the door, he noted the
: door sensor alarm had malfunctioned. He further employee response to door alarms. Each '
: ravealed alt facllity doors were checked dally far employee completed a post-test to
proper functioning. validate learning. Reeducation regarding!
Intarvlew with the Director of Nursing (DON), on door function was Initlated on 8/19/2014
=B85/ &at 12210 PM, revealed his expectabions - E through 9/3/2014 to allstaff by the Nurse
was If an alarm sounded, he expected the staff o
check the alam to see what caused the alam to Practice Educator, Director of Nursing,
activate. Further interview revealed he expected and/or Assistant Director of Nursing.
the staff to look outside before securing the door :
and resetting the alarm. The Malntenance Director will check all |
Interview with the Administrator, on 0&/15/14 at doors Monday through Friday to ensure
12:10 PM, revealed she was nolified about the proper functioning including alarms and .
elopement on 07/23/14 between 7:30 PM and |
8:00 PM. Furiher interview revesled, on 07/23/14 mag locks and document findings. In the :
at 10:39 AM, the Adminlstrator checked the East absence of the Maintenance Director, the
door of the Solana Unit during moming rounds Administratar or a Licensed Nurse will
with no concems Idantified. She revealed Oxygen check the doors to ensure proper
Therapy Providers were the only ones who 7
accessed the East door of the Sofana Unit. She functioning, On Saturdays and Sundays,
also ravealed she was unawars the wanderguard the doors will be checked for proper
alarm sensor was not activated at the East door '
of the Solana Unit. functioning by the Ambassac{or staff
F 441 483.85 INFECTION CONTROL, PREVENT F 441| (including: Payroll Coordinator, B
88=E | SPREAD, LIRENS & ‘ T -
The facllity must establish and maintain an
Infection Control Program dasigned to provide a
safe, sanitary and comfortable environment and
{o help prevent the devélopment and fransmission
FORM CMS-2667(02-88) Previous Veraiona Qhsolets Event 1D: KZNO11 Facilty 1D: 100209 If continuation sheet Pags 10 cf 15
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in the facillty,

{2) Decides what procadures, such as Isclation,
should be applled to an Individual resident, and
(3) Maintains a record of incidents and comactive
actions relafed to Infactions.

‘Practice Educator)or a Licensed Nurse '

for proper functioning and document
findings.

1 (b) Praventing-Spread of Iniection:

(1) When the Infection Control Program
determines that a resident needs isolaticn to
prevent the spread of Infection, the facility must
Isolate the resident.

(2) The faciiity must prohibit employees with a
communicable diseasa or Infected skin lesions
from direct contact with residents or their food, If
direct contact will transmit the disease.

{3) The facllity must require staff io wash their
hands after each direct resldent contact for which
hand washing is indicated by accepted
professional practice,

(c) Linens

Personnel must handle, store, process and
tranaport linens so es to prevent the spread of
infection.
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Dietary manager, Social Service -
F 441 | Continued From page 10 E 441 n geh, PP
itector, Central Supply Clerl
of disaasa and infaction. DIee N ; P t:d K’
Admissions Director, Business office

(ayintectiorm Control Program Nenager, Activities, MDS

The facliity must establish an Infection Control g ’ !

(1) Investigates, controls, and prevants Infections Medical Records and or Nurse ’ I

Elopementdrillswill-becompleted-omall
shifts to include the weekends by Nurse
Practice Educator monthly for three
months to audit training compliance.
Reeducation will be provided by the
Maintenance Director and/or Nurse
Practice Educator upon discovery with
the employee. Results of elopement
drilis will be presented to the
Performance Improvement Committee
for three months for review and
recommendations. The Performance
Committee is attended by the Medical
Director, Administrator, Director of
Nursing and Interdisciplinary Team
Members including the Soclal Services
Director, Admisslons Director, Payroll

This REQUIREMENT Is not met as evidenced
by:

Thomas, Vonda

Based on abservation, interview, record review,
and réview of the faclliify’s pollcy/procedure,  wés
determined the facility falled to ensure proper

Coordinator and/or Dietary Manager for
further recommendations.
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F 441 Continuad From paga 11

E 441 #3.0n 8/12/2014 in a manner that ensured /914

Resident #3 was provided care from LPN

incontinent care and appropriate hand washing
and gloving technigue during the perfarmance of

proper hand washing to prevent the spread
of infection-that-was-observed by the

T

perinea-{incontinence)care forthree{3)
resldents, In the salected sample of fifteen (15)

_residenta-(Res[degta_-#B,—#S.—aqd—#‘.’;,

The findings Include:

Revisw of tha facility's "Hand Hygiene"
policy/procedure, revised 10/01/2013, revealed
amployees should wash hands with soap and
water aftar ramoving gloves, before and afler

Director of Nursing. Resident #3 was
_provided care from CN.A. #7on
8/13/2014 by ensuring proper incontinent
care was given to avoid the spread of
infection that was observed by the

Director of Nursing. Resident #7 was
provided care from CNA #6 on 8/1 5/2014
in a mannper that ensured proper

-] direct patient care, iImmediately alter contact wilh
blood, body fluids, or other potentially Infectious
materials and when hands are visibly solled or
contaminated.

1. Record review revesled tha facliity admitied
Resident #3 on 11/06/13 with diagnoses which
Included Essential Hypertenslon, Generallzed
Muscle Weakness, Abnomnality of Gait,
Dementia, unspacified without Behavioral
Disturbancs, Hypopeotassemia, Esophageal
Reflux, and Psychosls. Review of the Significant
Change Minlmum Data Set (MDS) Assessment,
dated 07/08/14, revealed the facility essessed
Resident #3's cogniticn as severely Impalred with
a Brief Intarview Mental Status (BIMS) score of
"3", indicating the rasident was not Intarviewable.

Observation of & skin prep application, on
08/12114 at 3:35 PM, revealed Licensed Practical

incontifient care was givern, removing
soiled gloves, washing hands, and
donning new gloves to ensure that
infection control policies are being
followed that was observed by the
Director of Nursing. Resident #5 was
provided care by RN #1 and LPN #1 on
8/13/2014 in a manner that ensured soiled
gloves were removed, RN #1 and LPN #5
hands were washed and new gloves were
donned to ensure that infection control
policies are being followed that was
observed by the Director of Nursing.
Skin assesgments were observed on all
residents between 8/15/2014 and
8/21/2014_ by the Director of Nursing,
Nurse Practice Bducator and/or Assistant

“Nuorge (LPNJ#3washed her handsand donried
gloves, touched treatment cart keys and placed

the keys In her pockat. Further observation

revealed she opened and applied skin prep to
Resident #3's heel, removad the gloves, reptaced

the reSltibnts stk and Prevalon bbat, bagged a
salled towal, touched the resident and the

Director of Nursinig which resulted S
in100% competency of staff observed.
No other issues identified. Pericare was
observed on 34 of 34 residents by the
Director of Nursing, Nurse Practice
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Educator and/or Assistant Director of
F 441 | Continued From page 12 F 441 @11 21901 d-and

wheelchalr, and then transferred Resident #3
down the hallway to the activity room without

Nursi:ng'betW‘um; O L ZU T gna
8/21/2014 with no other issues identified.

Freatmentand-dressing-changes-were

washlng-her-hands:

intervievon-08/14/14.at-4:45.PM with-LRN-#3

observed with 12 of 12 staff members
competent between 8/15/2014 and

rovealed she'sholld have remdved her gloves
and washed her hands following skin prep
application, and prior to touching the resident,
sock, baot and wheelchair,

Observation of Incontinent care, on 08/13/14 at
14:20 PM, revealed Certifiad Nurse Aide (CNA)

8721/2014. No issues identified. -~ -~

Licensed staff and nurses aides (CNAS)
staff was reeducated and competency
testing provided by the Nurse Practice

Educator on hand hygiene including glove

#1 Temoved Ragitient #3'5-50I 5y Incontinent
brief, provided perineal cars, and repositioned
Resident #3 to the left lateral position, and wiped
from back to front to remove stool. Further
observation revealed CNA #7 applied a clean
incontinent brief, touched the linens, and the call
light prior to removing her gloves or washing her
hands.

Interview, on 08/13/14 at 4:20 PM, with CNA #7
revealed she should have wiped front to back
when removing stool, changed gloves, and.
washed her hands prior to placing a clean
incontinent brief and before touching the residant,
linens, and the call light.

2. Record review revealed the facllity admitted
Resident #7 on 08/20/13 with diagnoses which
included Essential Hypartension, Muscls
Waakness, Urinary Tract Infection, Diabetes Type

- = i Alzhelme s Dizease Peripheral Vascular
Disease, Chronic Kidney Disease, Unspecified
Psychosis, Dysphagla, Hyperlipldemia, Anxisty
State, Depressive Disorder, Cellulitis, and
Abscess Unspecified Sita. Review of the
Quarterly MDS Assessment, dated 07/08/14,

revesled the facility assessed Resident #7's

usage, proper handling of linens to
include storage and incontinent care on
8/19/2014 through 9/8/2014.

Licensed nurses as assigned by Nurse
Practice Educator will cbserve CNAS
providing direct care for hand washing,
glove usage and handling of linens to
prevent the spread of infections

three times a week on all threo shifis for
four weeks then three times a month for
two months on all three shifts. The
Director of Nursing, Assistant Director of
Nursing and/or the Nurse Practice
Educator will observe Licensed nurses
providing skin assessments and treatments
for hand washing, glove usage and

“Handling of lifens to prevent thespreadof -
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F 441 | Continued From page 13

infections three times a week on all three
F 441)shifts for four weeks. then. three times.a

cognition as severely Impaired with a BIMS score
of "3", indicating the resident was not

month for two months on all three shifts,

Inteniewable.

Observation of incontinent care, on 08/15/14 at

The Director of Nursing and/or the
Asgistant Director of Nursing will report

9:50 AM, revealed GNA #6 romoved Resident
#7's solled incontinent brief, cleansed the perineal
and ractsl area, removed solled gloves, and
donned clean gloves without washing her hands.
Further observation revealed CNA #6 applled a
clean incontinant brief, touched tha resident,
linens, alarm control, and bedside table without

- results to the Performance Improvement' | -
Committee for three months for review
and further recommendations. The
Performance Committee is attended by
the Medical Director, Administrator,
Director of Nursing and Interdisciplinary

n romoylng-hxglo,mo:waahlog-herhandp.

Interview, on 08/15/14 at 10:10 AM, with CNA#B
revealed she should have washed her hands
when gloves wera changed, and should have
ramoved her gloves and washed her hands prior
to touching the resident, linens, alarm contral,
and bedslde table.

Interview, on 08/15/14 at 11:10 AM, with the
Asslstant Director of Nursing (ADON} revealed
her expectation was for staff to wash hisfher
hands and don gloves before providing
incontinent care, after touching bedy fluids, and
when visibly soiled or contaminated.

3. Record review ravealed the facility admitted
Resldent #5 on 06/08/14 with dlagnoses to
include Muscle Weakness, Presanile Dementia,
Blindness and Macular Degeneration. Raview of
- — ——-tha-MDE& Assessment; dated-06/16/14-revealed

‘Team-Members-ineluding-the-Soeial-
Services Director, Admission Director,
Payroll Coordinator and/or Dietary
Manager for further recommendations.

Resident #6's BIMS score was 14, indlcating
cagniilvely intact.

Observation, on 08/13/14 at 1:20 PM, during a
skin asseasment revealed Registerad Nurse (RN)

#1 and LPN#1 failed to change gloves after
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coming In to contact with the rasident's
perl/buttock area. They procesded to touch the

residentmuliipleImesthroughoulheresidents
skin assessmant, and proceeded to touch
Residant #5's bad linans, plilow, hesl boot, and

calllight before {aking oif-thelr gloves.

Interview with RN#1, on 08/13/14 at 1:35 PM,
revealed during the skin audit, gloves shoulkd
have been changed after the peri-area/buttocks
area was observed before proceeding to another
area of the resident to pravant the possible

-spread-ofinfaction-throughout the-roam:

Intarview with LPN #1, on 08/13/14 &t 1:40 PM,
revealed during the skin assessment, when
examining the peri-areautiocks area, she
should have changed her gloves In order to
prevent the spread of infacton.

Interview with RN #2, on 08/15/14 at 9:25 AM,
revealad she expacted the staff to wear gloves
while performing a skin assessment and change
gloves when coming Into contact with the
peri/buttocks ares, wash hands, and put on a
clean pair of gloves to provide continued resldent
care. RN #2 further revealed wearing soiled
gloves could cause the spread of Infection.

Interview with the Director of Nursing (DON), on

08/15M4 at 11:15 AM, revesled he expected the
staff to change gloves during any conitact with a
-residant's-peri-or-buttock-area;wash-hands;-and

put on a new pair of giovas before procaeding
with resident care to prevent the spread of
Infaction.
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