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000 “This Plan of Correction is
|NITiA.L COMMENTS ) F 000 prepared and submitted as
An { roceriificat sucted required by law. By submitting
annual recertification survay was conducted, . 4
y this Plan of Correction, -

on 10/18/11 through 10/21/11, and a Life Safaty

Code survey was conducted on 10/20/11, to Owenshoro Place Care &

determina the facllity's compliance with Federal Rehabilitation Center doos not
requirernents. The facility falied to meet ‘ admit that the deficiency listed on
minimum requirements for recertification with the ‘this fi g’ t does th
highast S/S of "F". :t 18 form ex'ls , nor does the
' i Center admit to any statements,
Ahbreviated surveys, KY#18353, KY #163685, findings, facts, or conclusions that
KY#16366, KY #16469, KY#16685, KY#17160, Lo for the :
KY#17165, KY#16218, KY#16367 and KY#16368 go?n.the bas"s‘] for the alleged
were conducted in conjunction with the annual e 1916ncy. The Centr—l;r reserves
survey. KY#16365, KY#17165, KY#16363 and the right to challenge in legal
KY#16366 were Substantiated. KY#16368, and/or regulatory or
KY#16685, KY#18218, KY#18367, KY#16469, s : T
and KY#17 160 were unsdbstantiated. ‘ ngllpjstmtive tprOCCCdmgS the d
F 157 | 483.10(p)(11) NOTIFY OF CHANGES F 157| deficiency, statements, facts, an
conclusions that form the basis for

s8=D | {{NJURY/DECLINE/ROOM, ETC)
the deficiency.”
A, facitity must Immediately Inform the resldent;
consult with the resident's physician; and if
known, notify the resident's legat representative

or an interested family member when there is an 1. The physician for resident #26

aocldent;n:oi\ring the residefvgt whicjhtres:::s in was notified of the resident's
injury and has the potential for requiring physician : "

Intervention; a significant change In the resident’s change 1 condition on

physical, mental, or psychosocial status (ie., a 10/19/2011 by the charge nurse.
deterloralion in health, mental, or psychosacial . Resident #24 no longer resides in
atatus in either life threatening conditions or the facility.

clinical complications); a need {o alter treatment

significantly (i.e., a need to discontinue an 2. The 24 hour report medication

existing form of treatment due to adverse

consequences, or {o commenca a new form of administration records and skin

traatment); or a decision to transfer or dischargs assessment forms were reviewed
tha resident from the facllity as specifled in . _ .
§483.12(a). by the Director of Nursing

FITLE (K8} DATE

L ABORATORY DIRECTOR'S O PROVIFRSUPPL ‘RREPRESEN";I\TNE'S SIGNATURE -
%M 7 il (Umensdiato 13

Ary deficlancy staternant ending with an sstoriak {7) danates A defickency wiilch the inslltution mny be excussd fom cormecting providing 4 is determined that
other safepuarda provide sufficlont prataction 1o the patlonts. (Sea Instrustiana,) Excapt for nuraing homes, the fingings atated Bbovs arm dircinsable 80 days
foliowing the date of survay whethar or nol e plan of cofraction la provided. For nuralng homes, the abave findings and piana of correction are discloasble 14
dnys Iollowing the date these documonts ere made avaliable to the faciilty. I geficlencles are clited, en approved plan of ¢orectan is requisite to continved

program parficisation.
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The facility must also promptly notify the resident
and, if known, the resident's lagal representative
or interested farmily member whan thera s a
change In room or roommate assignment as
specified in §483.15(a}(2); or a change in
resident rights under Fedatal or Stale law or
regulations as specified in paragraph (b)(1) of
this' sectlon,

The facility must record and pariodically update
the address and phone number of the resident's
legal representative or interested family member,

This REQUIREMENT i not met as evidenced
by:

Based on observations, record reviews and
Interviews, It was determined the facillty falled to
notify the physician when a change in the
resident’s condition oceurred, which had the
potential for physician intervention and/or
alteration in treatment for one resident, (#24), in
the selected sampie of 24 and one resident (#26),
not in the selected sample.

Resident #24 developed a changs in skin
condition, The faciity failed to notify and consuit
with the physician. Resident # 28's physician
ordered medication was unpavailable for
adminlstration, The facility fatled to notify and
consuit with the resident's physician,

The findings inciude;

A review of the facility's, "Skin Care & Pragsure
Ulcer Management Program™, dated January
2008, revealed the facility assessed risk factors
and developad a plan of care to address resident

Nursing Services, and Unit
Managers to determine if any
resident had a change in condition
and that the physician or
responsible party had been
notified on 10/21/2011. No other
residents were affected.

3. The Jicensed nursing staff were
re-educated by the Staff
Development Coordinator on
11/7/2011 regarding notification
of change in condition and
ordered medication not available
to the physician. The Certified
Medication Technicians were re-
educated by the Staff
Development Coordinator on
11/7/2011 on notifying the charge
nurse of any medication not
available.
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skin concems. According to the policy, a licensed 4. The 24 hour shift report will be
nurse was to perform & head to toe skin check of reviewed by the Unit Managers,
the resident and document the findings. The Director of Nursin Assistant
policy contained forms to be utilized by the . . g or . Ssistan
licenaed nurse; a “Pressure Uicer Documentation Director of Nursing during the
Form” and a “Non-Pressure Wound and Skin moroing chinical meeting to
Conditlon Documentation Form', Accqrdmg fo defermine if a resident has had a
the polley, if an area was Identified during care, change of condiii d th
the nursing assistant informed the licensed nurse g " o On_ jion an 4
who validated the obhsarvation by examining the Ph}’S.lUlfi‘l notified. The
resident. 1 the nurse determined the identified medication administration recotds
area was a new skin [asue, the nurse completed and skin assessment forms will be
an invastigation process. Tha investigation audited 2 time ek b ‘ th
process instructad the nurse to consider any new 1mes a week by the
skin issua to be an "incldent” and to complete an ) _ ,
investigation to determine root cause, The nurse Director of Nursing, Unit
was also instructed to inform the physician and Manager or Assistant Director of
rasponsible party. Nursing to identify change in
1. A review of the medical record, revealed condition and physician
Resident # 24 was admitted to the facility, on notification. The results of the
01/19/10, with diagnoses which Included End ‘review will be reported by the
Stage Renal Disease with Dialysls and Peripheral . .
; monthly to
Artery Disease, Further review of the Director of Nursing m iy
"Non-Prassure Wound and Skin Condition the Performance Improvement
Documentation” forme, dated 8/2/11 and 8/10/11, Commiftee for 3 months for
revealed identification of a rash on the resident’s further review and i1
right and left axifla and a hematoma identlfied on o mendations 12/02/
the resident's right lower abdomen. According to recommen
the documentation on the forms, the physician
was nol notified, nor wera there arders for
{reatment,
An interview with Licensed Practical Nurse (LPN)
#43, on 10/24/11 at 1.55 P.M., revealed LPN#3
conducted the skin assessment, on 08/10/11, and
documented the presence of the rash and
hematoma. According to LPN # 3, she “thought”
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the resident already had treatment erders at the
time she assessed the resident's skin and she did
not notify the physician or the resident's family,
LPN# 3 further stated the nurse who had
conducted the initial skin assessment, on
08/02/11, was no longer employed at the faciiity,

An Interview with the Unlt Manager, on 10/21/11
al 2:35 P.M., revealed the nurse conducting the
assessment should have notified the physician of
the changa in resident # 24's skin condition. The
Unit Manager further stated she was responsible
to monitor the nursing staff and that she, "ried to
check to see they were doing skin assessments.”
.Tha Unit Manager also stated she was not the
Unit Manager at the fime the incident occusred.

2. Record review revealed Resident #26 was
admitted to the facility, on 07/11/08, with
diagnoses which included Chronic Altway
Obstruction, Shortnees of Breath and
Hypothyroldism,

A review of the physician's orders, dated October
2041, revealed an order for Advair Diskus 500/50
micrograms (MCG)dose Aerose! Powder Breath
Activated Inhalation twice a day everyday (BID) at
7,00 At and 4:00 PM,

A review of the Medication Administration Record
{MARY), dated Octobar 2011, revealed on
1012/41, on 10/13/14, on 10/14/11, and on
10/15/11, staff eircled their inftials at the time the
Advair Diskus was dus to be administered at 7:00
AM, and on the 10/12/11 and 10/13/11, staff
circlad their initials for the 4:00 PM dose of the
Advair Diskus,

Fecltity 10 100033 If continuation sheet Page 4 of A5
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interview with Registerad Nurse {RN) #2, on
1071911 at 1115 AM, revaaled if a dose of
madication was not givan, the nurse shoutd initlal
the block and circle theldr initials, The nurse
should document the raagon the medication was
not administared on the MAR and If @ medication
tech was ragponsible for the medication
adrministeation, they should noflfy the charge
nurse. :

Review of nurses notes, dated 10/09/11 through
10r20/11, revealed no documented evidence the
fasility notified the physlclan regarding the fact the
Advair Diskus was unavailable for administration,
on 102111, on 10413/11, on 10414, and on
10/15/11. Additionaily, the record review revaaled
ho documented evidénce the facility notified the
physician regarding the fact the Advair Diskus
was administered late, on 10/19/11.

An interview with Certified Medlcation Technician
(CMT}#1, on 10/19/41 at 8:05 AM, revealed she
was aware the medication was given outside of
the fequired time frame, She stated she started
the medication pass late and the breakfast trays
were pasaed to the residents bafpre she could
begin the medication pass. CMT #1 stated the
nurse on the unit was having the resident's
medication times changed to be administered
after breakfast and the Advanced Practice
Registered Nurse {APRN) ardered the medication
time changes,

Further raview of the MAR, dated Qctober 2011,
tevealed no ime changes for the administration
of the Advair Diskus.

An interview with Registered Nurse (RN) #2, on
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10/12/11 at 1:50 PM, revealed she was the unit B
manager for two'wings in the facllity. The CMT
should let the charge nurse know if they are
having lasues with the medications and the
charge nurses shoutd inform the unit managar.
The unit manager should notify the Director of
Nurzsing (DON) of the identified problem. She
revealed she was not aware the physician was
not contactad, Each time the medication was due
and itwas unavallable, the nurse should have
informed the physician. She stated the nuraes
had not notified the physician regarding the
miased doses of medication. Additionally, RN #2
was not informed CMT #1 was (ate administering
medication for Resident #26, on 10/18/11, and
the physician was not conltacted. ’

An interview with the APRN, on 10/21/11 at 10:55
AM, revealed she became awars of the failure to

administer the inhaler for four days, on 10/19/11,

She stated staff need to notify her if a medication

was not given, refused or jate, '

F 281 | 483.20(k)(3){i) SERVICES PROVIDED MEET F 281 . .
§8-D | PROFESSIONAL STANDARDS 1. The Physician was noti{]ed on
10/19/2011 of administration of

The services provided or arranged by the facility medications for residents #26 and
rmust meet professional standards of quality. 427 by the Unit Mailager with no

new orders received.

This REQUIREMENT is not met as evidenced
bBV : 4 on observafion. interv 4 secord 2. Administration of medication
ased on obsarvalion, interview and recor e
review 1o Include policy review, It was determined bas.ed on physml an PTdch
reviewed by the Unit Managcrs on

the facility faited to ensure physiclan's orders ]
were implemented for two resldents (#26 and 10/19/2011 and no other residents

#27): not in the ?elemed aample, related to were affected.
medicatipn administration. On 10/18/11, the
Certified Medization Technician (CMT) #1
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administered medications ordered to ke 3. Licensed nursing staff were re-
administered at 7:00 AM at 8:53 AM for Resident cducated by the Staff
gz; and ordared for administration at 800 AM at Development Coordinator on
B AM, for Resident #27. ] ]/7/201 1 ' .
: regarding physician
The findings incfude: . o T
' notification if medication not
A review of the poflcy, "Administration of administered at time ordered. The
Medication”, dated 10/15/05 and revised Certificd Medication Technicians
04/01/08, revealed medications wers ta be glven efe d cafe d b the S taﬁ"
at the tima ardered, or within 80 minutes before were re-edu y_ cotatl
or after the designated time, excapt mediations Development Coordinator on -
ordared before meats (AC) or after meals (PC), 11/7/2011 regarding notification
or as spacifically erdered by physician. to the charge nurse if medication
I, Record review revealed Resident #28 was pot administered at time ordered.
admitted 1o the facility, on 07/11/08, with
diagnoses which Included Chronic Ainvay 4, The medication administration
gbsmc?_g{;issmhomess of Breath and records and physician orders will
ypothy ' be reviewed monthly by the
Observation during a medication pags, on Director of Nursing Services,
'] 10/119/11 at 8:53 AM, revealed Certified Assistant Director of Nursing
Medl‘?atlon Technician (CM'I_‘) #, edm_lmstered Services, or Unit Managers to
Advair Diskus one puft, Spiriva Inhelation, . dicati
Meloxicam 15 milligrams (mg), Asprin 325 mg, ensure tzme‘ly medication
Cymbalta 120 mg, Colace 240 mg, Lactulose 30 administration bascd on physician
millliiter (ml) and Levothyroxine 100 micrograms orders. The results will be
{meg) for Resident #26. reported by the Director of
A review of the physician's orders, dated October Nursing to the P c]:fo_r-mance
2011, revealed an order for 7:00 AM medications Improvement Committee for 3
includad; Levothyroxina Sodlum 100 micrograms months for further review and 12/02/11
{mcg); Lactulose (stoo) softerier) 10 grams (gm)/ 1eco endations
15 miliiliters (ml) give 30 mi every day; Cymbalta €COMIME] '
(antidapresaant) 120 milllgrams (mg) daily;
Docusate Caloium (steol softener) 240 my daity,
Asprin EC ( 325 mg) dally and Advair Diskus
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500/50 MCG/dose Aerosol Powder Breath
Activated Inhalation, twice a day everyday (BID),
at 7:00 AM,

Review of the Medication Administration Record
{MAR), dated October 2041, revealed on
10/12/M1, on 10/43/11, on 10/14/11 and on
10/15/14, staff circled their Initials at the time the
Advair Diskus was due to be administered at 7:00
AM. On the 10/12/41 and 10/13/11, staff circled
their initials for the 4:00 PM dose of the Advalr
Diskus, Additionalty, CMT #1 did not document
on the MAR the Hme she adminlstered the
resident's medication,

Intarview with Registered Nurse (RN} #2, on
10/19/11, reveaied CMT #1 did not make her
aware sha was [ate administering Resident #26's
medication. :

An interview with Certified Medication Techniclan
(CMT) #1, an 10/19/41 &t 3:05 AM, revaalad she
was aware the medication was given outside of
the requlred time frame. She stated she had an
hour before or after the designated ime to
administer the medication, CMT #1 revealed sha
started the medicatlon pass late and the
breakfast {rays wero passed to6 the rasidents
before she could begin the medication pass.
CMT #1 stated she would nofify the nursa on the
unit when medications were given late.

An interview with Registered Nurse {RN) #2, on
10/18/11 at 1:50 PM, revealed she was the unit
manager for two wings in the facllity (O & E). The
GMT should let the charge nurse know if they are
having lssues with the medicetion administration
and the charge nurses should inform the unit
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manager. The unit manager should nofify the
Director of Nursing (DON). She revealed she
was not aware the physiclan was not contacted.
£ach ime the medication was due and it was
unavailable, the nurse should have informed the
physician and the nurses did not inform the
physician about the missed doses of medication.
Additionally, RN #2 wag not Informed CMT #1
was late administering Resident #26's '
medication, on 10/18/11, and the physiclan was
not contacted,

An interview with the APRN, on 10/24/11 at 10:55
AM, revealed staff should call her and let har
iknow when a medication was not given, refused
or Jate. She reveaied the staff did Inform her
regarding the Synthrold, but was not sure they
mentloned the Advair Diskus being late.

2 Record review revealed Resident #27 was
admitted to the facility, on 06/01/06, with
disgnoses which included Asthma, Anxiety,
Hypertension and Depressive Disorder.

Observation during a medication pass, on
10118111 at 9:38 AM, revaaled CMT #1
administered Calexa 40 mg, Colace 100 mg two
tablets, Exalon 4.6 mg patch, Lisinoprii 5mg
tablet, Synthroid 100 meg tablet for Resident #27.
AL G50 AM, Vitamin D-3 1000 units onhe tabiet
and Loratadine one tablet ware given by CMT #1.

Review of the MAR for Ogtober 2011 revealed
medications ordered for §:00 AM included Celexa
40 mg (antidepressant), Loratadine 10 mg
(allergy), Docusate Sodium 200 mg (stool
-softener), Exelon 4.6 mg patch (for miid dementia
medication), Lisinaprit & mqa (lowers binod
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pressure), Synthroid 100 meg, Vitamin D 1000
units and Artifical Tears one drop in affectad eye.
The CMT initialed the medisations as if
administered when they were ordered and did not
documant oh the MAR the actual time she
administered the residents medication.

Interview with GMT #1, on 10/18/11 at 0:40 AM,
rovealed she was aware she had administered
tha resident's medlcation tate, She revealed the
madications were due at 8:00 AM and the earliest
she could administer the medication was 7:00 AM
and the latest was §:00 AM. CMT #1 she did not
have problems giving the rasldent's medication
a5 ordared. She stated the trays were deiivered
before she started the meadication pass and she
could not administer medications while the
residents ware eafing thelr breakfast.

An interview with Registered Nurse (RN} #2, on
10/19711 at 1:50 PM, revealed she was the unit
manager for two wings in the facility (D & E). She
stated the CMT should let the charge nurse know
if they are having issues with the madications end
the charge nurses shoutd inform the unit
manager, The unit manager would let the Director
of Nursing {(DON) know about the probiem. RN
#2 rovealed sho was not aware CMT #1 was late
administering Resident #27's medication, on
10/19/11.

An interview with the Director of Nursing (DON),
on 10M19/11 at 2:45 PM, revealed she was not
informed by the unit manager the medications
were given late. Medicallons were expected to
be given as ordered.

An interview with the APRN, on 10/21/11 at 10:55
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AM, revealed staff should let her know ifa
medication was given late, She statad staff
callad her regarding the Synthroid being glven
lata, however, sha was unsure whather she was
informed about all the medications being given
late.

An interview with Licensed Practical Nurse (LPN)
#3, on 10/24/11 at 11:20 AM, revesled CMT #1
made her aware she was late giving the residents
their medication. She stated the tmes were
changed and an order was obtainad from the
APRN to change the times.

Review of the MAR for Resident #27, conducted
on 10/24/11, revaaled the times noted for
administration of the medication was 8:00 AM.
483.25(d) NO CATHETER, PREVENT UT1,
RESTORE BLADDER

Based on the resident's comprehensive
asagssmant, the facliity must ensure that a
resident who enters the facllity without an
indwelling catheter Is not catheterized unless the
resident's clinicat condition demonstrates that
catheterization was necessary; and a rosident
who is Incontinent of bladder receives appropriate
treatment and senvices to prevent urinary tract
infactions and to restors as much normal bladder
function as pessible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, intervlews and record
review, which included review of policy and
procedure, it was determined the faciilty fefled to
enause residants who were Incontinent of bladder

F 281

F 315

1. RN #1 was re-educated on
incontinence care process by the
Director of Nursing Services on
10/21/2011. Resident # 14 had
incontinence care provided by the
nursing staff on 10/20/11.

2. Observation of incontinence
care was conducted by the Unit
Managers on 10/21/11 and no
other residents were identified to
have been affected.
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peg , 3. Licensed and certified nursing
reselved appropriate treatment and services to ¥ : h
prevent infection for one resident (#14), in the stall were rcne'ducatc.d. on the
selected sampla of 24. procedure for incontinence care
- o by the Staff Development
& findings inciude: Coordinator on 11/7/2011.
A review of the policy, "Cantinence Management Licensed and certified nursing
Program”, revised 12/10, revealed the facility was staff will perform a skills check
’9‘?’0{‘3"”9 tcl’ "‘*‘23“"9 ”33‘,"‘?”*5 ‘”’"; y “’“h‘?:e‘ % off of incontinence care conducted
cathater recelvad appropriate care and services 1o T ]
10 pravent Infactions, to the extent possibla, by Ihc.Stafchvclopmcm
Coordinator by 12/1/1.1.
A record review revealed Resident #14 was
admitted to the facility, on 0B/06/08, with
diagnoses lo include Obesity. A review of the . .
significant changa Minimum Data Set (MDS), 4. Observations of 5r cslc_lents.
dated 09/20/11, rovaaled the facility assessed the receiving Incontincnce care will
resident as severely cognitively impairad and be perform_ed by the Director of
requrrec] 'extenswa asslst of t‘wo staff for hyglen@. Nursing Services, Assistant
Tha facility assessed the resident as incontinant . ] \ -
of bowel and bladder. Director of Nursing Services or
Unit Managers monthly for the
;gdobser\lf]a;g? of lnign:inen;ﬂ care fo'r i:e‘-sident next 3 months. The resuits will be
on1 14 at 10:50 AM, reveala . :
: ' ed by the Dirc F
Registerad Nurse (RN} #1 used a weshcloth with repot.t d by J irector of
soap ta cleanse under the resident's breasts, She Nursing to the Performance 12/02/11
placed the washcloth on the resident's bedside Improvement Committee for
table. The resident was observed h}o have a thick further review and
cream to his/her perinaal area, RN #1 used the nm :
soiled washcloth to cleanse the resldent's reco endatjons.
perineal area, Afterwards, she placed the
washeloth back on the bedslde table. The
resldant was repositioned on his/her side, and RN
#1 usod the same sailed washeloth to cleanse the
resident's buttocks. After incontinent care, RN #1
was observed to remove the washgcloth from the
bedside table, howeaver, RN #1 did not clean the
bedside table, prior to exiting the resident's room.
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An interview with RN #1, on 10/20/11 at 11:10
AM, revealed she was aware she shnuid not have
placed the soiled washeloth on the resident's
bedside table. She revealed the same washcloth
was used, however, she had cleansed tha
resldent from "clean” to "dirty.”
An interview with the Director of Nursing (DON),
on 1020411 at 1:15 PM, revealed she expected
staff to use a clean washeloth when cleansing
diffarent aress of the body, She revealed soiled
washcloths should be placed in a bag, not on tha
reaftlent's badside tablo, She expected ataff to
clean the bedsida tabla after soiied linen was
removed. . )
F 372 | 483.35(1)(3) DISPOSE GARBAGE & REFUSE rs72| 1. The tires, wheel, cardboard
ss=C | PROPERLY boxes, floor tiles, wooded framed

The facility must dispose of garbage and refuse
property.

This REQUIREMENT Iz not met as evidenced
by:

Based on observation and interviow, It was
determined the facillty failed to ensure trash and
refuse was dispased of properly, The factity
failed to ensure dumpsters were placed on a
smooth, washable, nonabsorbent surface, as
required by the Kantucky Retalf Food Code (KRS
217.127) and failed to ensure trash was properly
contalned,

The findings include:

Cbsarvation on 10/18/11 at 10:00 AM, revealed
three (3) dumpsters were located autside the

chair, wooden pallets and other
 debris were picked up and
discarded by the Maintenance
Department on 10/19/11.
The Administrator jnstructed the
Owensboro Sanitatjon Department
on 10/20/11 to place the
dumnpsters on the asphalt parking
area adjacent to the graveled area,

2. The areas oulside the facility
around the dumpster area were
' checked for any other debris by
Maintepance Staff and the
Administrator on 10/19/11.
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clean. Additionalty, the facility had a schedule
with preplanned exteriotfinterior inspections and
¢leaning. The Maintenance Direclor stated the
floor tiles were discarded when the kitchen fioor
tiles were instalied in January of 2011 and he did
not know why the discarded tites had not baen
placed in the dumpster(s) to be picked up by the
trash collectors. The Maintenance Director stated
he was unaware the dumpsters shouid be placed
on a smooth nonahsorbent washable surface.

months.

(xa} 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR L30 |DENTIFYING INFORMATION) TAG CROBS-REFERENCED T0O THE APPROPRIATE PATE
DEFICIENCY)
F 372 | Continued From page 13 F 372 3. The Di.
facility on a loose gravel surface. In addition, - 1he Dietary Department and
obsarvation, on 10/18/11 at 10:00 AM, revealed Maintenance Department staff
two (2} tires, one (1) tire contained a rusted metal were re-educated by the
wheel, lying on the ground adjacent to the Administrator on 10/1
dumpstars, Additionally, two (2) large rain maintainit debr ﬁ.9/1 Ion
soaked card board boxes ware observad behind ntaming a debns tree area
the dumpsters. Further observation revesled one around the dumpster sight and that
(1) large wooden framed chair, eighteen (18) the dumpsters need to be placed
wooden pallets gnd a large pile of broken pieces on a smooth, washable, ’
of kitchen floor tiles were on the ground, adlacent hsorbent face
to the dumpsters, along with disposabla gioves nonapsorbent suriace.
and other Htter,
' - 4. Weekly audits of the dumpsters
An interview with the facliity Maintenance
re und the d sters
Director, on 10/19/11, at 3:00 PM, revesaled the an.dlzé as Brol ! db t;lmll:]) ta
facility did not have a policy on disposal of waste will be comp ete' y the Lhclary
and refuse. Manager and Maintenance
A i the Adminlsirat (811 Director to ensure tragh and refise
n interview with the Adminiatrator, on 10/18 T d ters
at 4:00 PM, revealed the administrator was 15 dlsposed of an ﬂ&f dum}}: Sbl
unaware the dumpsters were required to be are placed on smooth, washabic,
placed on a smooth, nonabsorbent, washable nonabsorbent surfaces. The
surface. results will be reported by the
An interview was conducted with the facility Maintenance Director to the
Maintenance Director, on 10/19/11 at 3:00 PM, Performance Improvement
revenled the the maintenance department staff Committee for further review and
were responsible for keeping the dumpater area recomumendations for the next 3 U
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F 441 | 483,65 INFECTION CONTROL, PREVENT
as=E | SPREAD, LINENS

The faciilty must establish and maintain an
Infection Controf Program designed to provide a
safe, sanltary and comfortable environment and
to help prevent the development and trangmission
of disease and infection. '

{a) Infection Control Program

The facifity must establish an Infection Control
Program under which it -

(1) Investigates, controis, and prevents infections
in the facllity;

(2} Decides what procedures, such as isolation,
shouid ba applied to an individual resldent; and
(3) Malntains a record of incldents and corrective
aclions related to infections,

{b) Preventing Spread of infection

{1} When the infection Control Program
determines that a resident needs isplation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with &
communicable disease or infected skin lesions
from direct contact with residents or their food, if
diract contact will transmit the diseass,

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c} Linens
Personnel must handle, store, process and
transport iinans so as to prevent the spread of

infection.

F 441 | Residents number 3 and 28 arc
no longer in facility.

2. Residents were assessed by the
Infection Control Nurse to
determine isolation precautions

. needed on 10/21/11, Culture
reports were reviewed by the Unit

Managers and infection control
nurse on residents who had
cultures ordered on 10/21/11, with
no other residents affected. Type
of isolation precautions for
identified residents were update
on the certified nursing assistant
care card and isolation precaution
cards were by the personal
protective equipment container by
the Unit Managers on 10/21/11.
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F 441 | Continued From page 15 F441| 3 Re-Fducation on hand washing i
) procedure and the isolation
This REQUIREMENT s not met as evidenced precaution process was provided
by: to the nursing staff by the Staff
Based on observation, interview and record Deveiopment Coordinator on
raview, it was determined the fagility failed to 10/19/2011. Cult o,
maintain an infection control program {0 ensure a ULt - Culture reports will
safe, sanitary environment and fo help prevent be reviewed by the Dircctor of
the development and transmission of diseasea and . NUISing, Assistant Director of
infection for one reaident (#3), in the select : :
sample of 24 and one resident (#28), notin the Nursing, Unit Mafnagers or Charge
select sample, Nurse when ol?tamed fr..om Jab to
ensure precautions are in place as
Resident #3 nad physician orders for Contact outlined in facility infection
Precautions, however, staff failed to implement control policy.
the approprate equipment and precauticns,
Rasident #28 had a sign above the resident's 4. Observation rounds will be
door, indicating “solation” precautions, however, completed weekly to ensure hand
the facility falled to ensure staff ware : : : ] .
knowledgeable of tha type of precaution needed W?s{};l_lﬁg anz]i g?ﬁu%l.l?mfauu;m
and failed to utliize any of the Personal Protective are (_) owed 03 e wector o
Equipment (PPE) provided. Nursmg Elnd ]J]feChOH COT]T_I'OI
Nurse. Observations will continue
Additionally, the faclity failed to ensure staff weekly times 4 weeks then
consistently washed their hands andfor used Y . '
sanitizer between realdent care and during meal monthly. Findings will be
senvica. reported by the Director of
The findings include: Nursmg montth to the
Performance Improvement ,
A review of the facliity's infection control policy, Committee for review and further
dated 10/08, revesled the facllity utilized Standard recommendations 12/0211
Precautions for all residents when providlng cars, i N
regardiess of the diagnosis or suspected
infeciion, in addition to Standard Precautions,
the facllity utilized Transmission-Bagsed
Precautions for residents who were known or
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suspested to be infected or colonized with
infectious agents, including pathogens that
require additional control measures to prevent
transmission. The policy further stated tha
category of transmiasion-based precaution
determined the type of PPE to bg used, The
particular type of PPE to be used was o be
sommunicated to staff, Contaét Precautions
were to be used in addition to Standard
Precautions for residents known/suspected to be
infected by microorganisms that could easily be
transmitted by direct ot indirect contact such as
Methicilln Resistant Staphyiococcus Aursus
{MRSA), Vancomycin Reslstant Entarococcus
{VRE), Herpes {simplex or zoster) or Clostridium
difficita, Contact Precautions includad: Private
room, If posalble, if none available, may cohort
residents infected with the same microorganism
or it cohorting was riot possible, maintaln a
separation of at least three (3) feet between the
infected realdent and all others, Wear clean
gloves and gown when enfering the room. Wear
gloves and a gown for alt interactions that may
involve contact with the resident of potentially
contaminated areas of the resident's
environment. Change gloves and gown after each
contact with infectiva material, Remove
gloves/gown carefully and wash hands before
feaving the room, Limit resident movement and
when possible, dedicate equipment lo single or
cohorted residents.

1, A review of the medical record revealad
Resident #3 was admitted to the facility, on
06/03/10, with diagnoses which included Diabeles
Mellifus and Alzheimer's Disease. A review of the
Minimurn Data Set {(MDS) assessment, dated
0B/17/11, revealad Resident #3 developed a
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pressure sore on e GocCyx.

Review of the nurses' notes, dated 10/11/11,
revaaled a wound culture was obtained and the
results neceived by the facility, indicated Resklent
#3 was infected with Methlclllin Resistant
Staphylococcus Aureus (MRSA), The physlcian
was notifiad, orders were received and contact
precautions were initiated.

An imterview with Licensed Practical Nurse {(LPN}
#4, on 10/21/41 at 8:50 AM, revealed the nurse
who recaived a positive culfure report was
responsible to nolify the physician, family,
infection Control Nurse and io inltiate appropriate
precautions for the infectious agent. LPN# 1
further stated the nurse was responsible to inform
the staff of the additional care needs of the
residant and she, "usually just told the aides
about it."

Observations, on 10/18/11 2t 3:45 PM, revealed a
containar on the resident's door contzined gloves,
disposable: gowns, masks, head covers and shoe
covers. Howavar, there was no Information
regarding the type of pracautions to be utiized or
the PPE necessary for this resident. Further
observation revealed two (2) Certified Nursing
Assistants (CNA) were inside the resident's room
and in the process of assisting the rasident with
turning/repositioning and checking the resident
for incontinence. Both CNAs were observed {0
be wearing gloves with no additional PPE in use.

An interview with CNA #1, on 10/18/11 at 3:45
PM, revealed Resident # 3 did not requina PPE
and that the other resident in the roon was the
resldent who was "on precautlons”,
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Observaﬂbns, on 10/19/11 at 7:50 AM, raveated
CNA #2 attempted to foed Resident #3. CNA #2
was obaerved attempting to feed the resident and

did not wear &ny glovas or additional PPE.

An intervisw with CNA #2, on 10/19/11 2t 7:50
AM, revealed the CNA should cheok the Nursing
Assistant Care Card each day, et the beginning of
the shif, to identify care needs of the residents
and to chack for any changes or updates,

A review of tha Nursing Assistant Care Card,
dated 10/11, ravealed no documentation of any
precautions {o be taken during the care for
Resident #3,

Observations, on 10/19/11 at 10,00 AM, revealed
Licensed Practical Nurse (LPN) #2 and a CNA
ware in Resident #3's room, providing wound
cara. LPN#2 and the CNA wara observed to be
waaring full isolation PPE, gown, gloves, mask,
heaad covers and shoe covers.

An interview with LPN #2, on 10/16/11 at 8:10
AM, revealed Resident #3 was on isolation
precautions, due to MRSA of the resident's
wound, LPN #2 further stated the Unlt Manager
and nurses were fo update the Nursing Assistant
Care Cards, as naeded, whepever a changs in
care needs occurred.

An interview with the Infection Control Nurse
(ICN), on 10120/11 at 2:45 PM, revealed the ICN
was to be nolified of any resident requiring any
additional precautions. The ICN further stated
the nurae on duty was responsible to obtaln the
PPE and inform the staff what type of precautions
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| were required, The ICN stated the staff kKnew
which PPEs were required, based on the type of
precautions ardered, ‘

Observations and interviews witti the ICN
prasant, on 10/20/11 at 3:10 PM, revealed CNA
#3 stated she would use alt the equipment In the
PPE container, when delivaring care. CNA#3
stated during the interview in the presence of the
ICN, that she was unaware of the type of isotation
precautions Resident #3 required. CNA # 3 stated
she wouid uae all included in the PPE kit.

An interview wilh the ICN, on 10/20/11 at 3:35
PV, revealed staff should have Known which
equipment to use and the nurse on the floor
should have added the guidelines to the nursing
eare plan and the nursing assistant care card,

2. Areview of the medical record revealed
Resident #28 was admitted, on 10/25/08, with
diagnoses to include Alzheimer's Disease and
Chronic Airway Obstruction. On 04/30/11, the
resident was diagnosed with MRSA, cultured
from a wound to the left lower extremity (LILE.) A ’ !
culture was repeated, on 08/03/11, and revealed,
"scant growth” of MRSA. The quarterly MDS, ‘
dated 10/03/11, revealed Resident #28 had 2
venous ar arterfal {stasis uicer} and required
applicationg of & nonsurgical dressing and
pintments and/or medications.

A review of the "potential for alteration in skin
integrity” care plan, dated 03/08/10, revealed the
resident had a nen-healing vascular wound to the
LLE and reguired treatment, as ardered and was
placed en contact isolation, effective 05/03H, end
the care plan was updated on 10/20/11.
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Review of tha "wound Infection” care plan, dated
05/05/11 and updated 10/03/11, revealed the
nursing staff were to “observa the appropriate
precautions.” A review of the Nursing Asslstant
Cara Card, for October 2011, required the
apsistanca of kwo staff membars to transfer and
the resident was to receiva baths per the unit
schedule and was incontinent of bowef and
bladder. There was no mention of [solation or
contact precautions,

Observations, on 1071811 at 11:26 AM and 3:38
PM: 10/19/41 at 7:40 AM and 12:00 PM; 10/20/11
at 0:00 AM and 3:40 Pk and on 10/21/11 at 8:43
AM and 2:53 PM, revealed a small sign above the
resident's name at the doorway entrance to the
resldent room, "Isolation 14 B." A container was
hung over the resident's door which held gioves,
gowns, masks, head and shoe covers, goggles
and red bags. Thera was no signage lo indicate
the type of contact pracautions to use with tha
resldent or the resident’s roommate or whather
visitors needed to check with the nurse at the
desk, prior to entering the room.

An observation, on 10/21/11 at 8:45 AM, revealed
CNA #5 axited Resident #28's room, without
wearing any protective equipment. An Interview
with CNA #8, on 10/21/11 at 8:48 AM, revealed, if
thera was a slgn on the resident's door for
Jsolation, she would don a robe, gloves, foot
covars, goggles and a head covering and she
wouid do this for all residents who had an
isolation slgn on the door, no matter what type of
isolation wag identified. She stated she did not
need to do {his, at this ime, because she only
went Into the room to ask another ataff member a
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question.

Observation and interview with CNA #7, on
10/2111, at approximately 8:45 AM, revaaled the
CNA was assisfing Resident #28 with breakfast
and was not utilizing any protective eguipment.
The CNA revealed when residents were on
isolation, the staff ware fo take "extrems
precautions,” and don a gown, gloves, mask,
footwear and a mask, Tha CNA stated she was
unaware the resident she was assisting had a
isolation sign on the doorway and stated, "No one
has told me," and stated she thought it was
apalnst the law to post an isolation sign on the
resident's door.

An interview with RN #2, on 10/21/11 at 11:05
AM, rovealed the nurse was unsure why Resident
#28 was siilt on isolation precautions, es the
nurse and the staff members had discussed tha
resident's iegs had heated, yet the algn and the
PPE remained on the resident's door. She stated
the process for isolation or contact precautions
was to obtain the ordered cultures of the bacteria,
obtain an order from the physician for antibiotics
and isolation, notify the family, put the information
on the care plan and the CNA care plan, put
cards on the resident’s door and place a
container of PPE on the door. The RN was
unawars why there was no information regarding
izotation included on the CNA eare plan, and
stated the CNA should have been provided
information during report at shift change.

3. Review of the policy for hand hyglens, dated
04/11, revealed “To prevant bacteria from being
to others, you should wash your hands before

treating a resident and after treating a resident,
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aftar contacl with body fuids, and after contact
with eontaminated items such as linen and center
equipmant.”

Observation during a lunch meal service, on
10/18/11 at 12:05 PM, in the Restorative Dining
room, fevealed twelve residents being seived by
Cartified Nurse Aides (CNA) #3 and CNA #10,
The GNAs were observed serving food trays and
opaning the residents individual food contalners,
and touching residents ciothing and personal
Rems. The CNAs were abserved to continue to
sarve ihe meals after touching the resident's
paraonai clothing, without using hand sanitizer of
handwashing.

Observation revealed CNA #3 toushed a blanket
with her bare hands, which covered the resident’s
legs. which was soiled with urine. The CNA was
sbsefved to immediately pick up a resident's
drinking glass and hand the glass to the resident,
without using hand santtizer of washing hands.

AR interview with CNA #3, on 10/19/11 at 3:30
AM, revealed she knew she was supposed to
wash or sanltize her hands batween resldent
contacl. She further revealed she had hand
sanitlzer in her pocket, but "forgot to use hand
sanitizer” and she "should have washed hands
after touching the residents wet bianket.”

An interview with the Assistant Director of
Nursing (ADON) , on 10/19/11 at 7:55 AM,
revealed “all CNAs should sanitize hands
between resident contact™

An interview with Director of Nursing (DON), on
16/181 1 at 2:30 PM, revealed "CNAs shouid

F 441
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always wash or sanltize hands between assisting
residents”

Observation during the breakfast meal service,
on 40/19/11 at 7:25 AM. In tha Restorative Dining
room. revealed CNA #4 ook a dirty tissue from a
realdent and threw the tlssue away, and did not
wash her hands or use hand sanitizer prior to
asslsting another resident with thelr meal. CNA
#4 continied to assist three other residents prior
to sanitizing her hands.

An interview with CNA #4, on 10718/11 at 7:50
AM, revealed sha "should have usad
handwashing or hand sanitizer batween assisting
each resident” She further stated, she "got
nervous and forgot fo claan hands” between
resident care.

An interview with the ADON, on 10/19/11 at 7:55
AM, revealed CNA #4 " shouid have washed her
hands after touching the dirty tissue and before
going back to providing care to residents.”

An interview with DON, on 10/19/11 at 2:30 PM,
revealed GNA #4 should not have touched the
dirty tissue without washing her hands afterwards
and she expescted staff to wash their hands and
CNAas in the Restorative Dining room should have
washed or sanitized thelr hands between
assisting each resident.

4, An obaervation during the broakfast meal
service on the O Wing, on 10/19/11 at 8:00 AM,
revealed staff passed trays to residents without
propes hand saniation between the trays.
Cartified Nurse Aida (CNA) #1 passed eight trays
without using hand sanitizer or washing her
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handa, CNA #2 passed seven trays without using
hand aanitizer or washing her hands. Both staff
members wafe obaerved setting up trays for the
recidents and repositioning residents In bed, and
did not sanitlze or wash their hands between
realdents,

An interview with CNA #1, oh 10/19/11 at 8:40
AM, revealed she had besn made aware that day
to sanitize of wash her hands after every two to

| thras resident traya, She ravealed sanifizer was

available in the facllity, but she "argot" because
ahe was so "busy."

An interview with CNA #2, on 10/19/11 at 8:40
AM, revesled she was aware sanitizer should be
used after every resident tray, but it had been a
"crazy" mosning. ’

An Interview with the Director of Nursing, on
10720411 at 1:15 PM, revealed she expected staff
to use sanitizer afler every resident tray.
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