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_ On 7/25/2012 Resident #3s call light.
A standard health survey was conducied was placed in reach. A wireless

07/24-26/12, Deficient practice was identified o ey .
with the highest scope and severity at "E" Jevel, pendant from the facility’s call light

F 246 | 483.15(e)(1) REASONABLE ACCOMMCDATION | F 245|system vendor was purchased and

8g=p { OF NEEDS/PREFERENCES _ was attached to the resident’s
: - lclothing on 8/13/2012. On 8/13/2012
A _resident‘ has the right to reside and receive the administrator informed the

services in the fawility with reasonable

accommuodations of individual needs and resident of the location of the

preferences, exoept when the haalth or safety of pendant and on how to use the
the individual or other residents would ba ‘ pendant to call for assistance, The

endangered. ' Administrator educated nursing staff
i * |member on how to operate the call
pendant on 8/10/2012.

This REQUIREMENT is not met as evidenced

by: - |On 7/25/2012 call lights were
Based on observations, inferviews, record . ichecked by the charge nurses to
raview, and review-of facility peiidy/procedure it ensure they were in reach of all

was determined the facility failed {o make

reasonable accommodations for call light usage residents. All other call lights were

for one of twenty sampled residents {Resident in reach of the residents. On
#3). The resident was severaly visually inapaired 8/15/2012 the Interdisciplinary Team
and the resident's caii light was observed out of identified other residents with special

the resident’s.reach on 072412 and ‘07f2_5£‘|2, needs. Tt was determined that the

The findings ihclude: call lights in use are appropriate for
T our other residents,

Tha fagility had no specific policy/procedire :

refated to call lights, however, the facility's On /1072012 the DON reeducated

Standards of Cara for staff to fullow stated the nursing staff members on the

resident's call light must be within reach, . . .
° ' importance of malang sure residents’ %

s

Review of the madical record of Resident #3 : call lights are within reach at all -
revealed ihe faciity admitted the resident on ) Hmes. On 8/13/2012 the
07/014/09, with diagnoses. fhat included chest pain, _ Admimistrator educated nursing staff

anxisty, hypertensron, Alzheirner's disease, members on how to use the call

LABQRA‘T’O IRECTOR'S OR CVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE - (X6} DATE
/i/f @x@@f ()\dfww\ﬂb@t@«_; gl1/zoix

Any defl(:ler%éy—sta ‘r%& gnding with an asterisk {*) dedotes deﬁclency which the msh:utlcn may be excused from comecting providi tng itis ﬁatefmlnad that
other safeguards provide sufficient protestion to the patients. {See Instructians.) Ext;ep{ for aursing tyoimes, the findings siated above are disclosabie B0 days
following the daté of swvey whsiher or not a plar of correstion is providad. For nuraing homes, the above findings ahd plans of coaction are disclosable 14
days inflowing lhe date these doaumants sre made avaffable to the fachity. If deflclenmas are cifed, an approved plan of corraction is requisite to continued
program participatfon.
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The faciifty must develop & comprehensive cara
plan for each resident that includes measurable
objectives and fimetables to meet a resident's
medical, nursing, and mentat and psychesogial
needs that are identifled in the comprehensive
assesament,

Xy I SUMMARY STATEMENT OF DEF(CIENCIES RS PROVIDER'S PLAN OF CORRECTION (x5}
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I pendant purchased for Resident #3,
F 246 | Continied From page 1 F248) On 8/13/2012 the Administrator
nen-psychotic brain syndrome, and bindness., placed call pendant on Resident #3.
Review of the significan{ change assessmeant for " . ) _
Resident #3 dated 10717/11, reveaied e rasicent On 8/13/2012 Residentié3s care plan
had severely impaired vision and required the and Pmsonf}l care record were
assistance of one staf] member for bed mohility, updated to include the pendant.
transfers, and ambulation. Nursing staff members were told to
. . : communicate any issues wﬁh call
Observations of Resident #3 on 07/24/12, at Heht Ia cement. Y
12:55 PM, 1225 PM, 2:06 PN, 3:22 PM, 4:15 PM, P
5.05 PM, and 6:15 PM, revealed the resident's ) i
callght was focped around a hoak on the walf Each shift Remdent #3s charge
approximately four feet above the resident's bed nurses will ensure and document on
and out of the resident's reach. Qbservationg of he MAR that ti
Resident #3on 07/25112, at B:20 AM, 517 AM, t tf el & 1; “‘f“”.%inffm ;Sﬂ.
10:32 AM, and 11:38 AM, revealed the residant's atiached 10 the 1esiaent’s c:olhig.
call light-was placed at the foot of the resident's Weekly the DON will review
bed out &f the resident's reach. resident #3s MAR to ensure that
- 124112, 2t 645 PM.with G nurses are checking for cali light
Interview on 07424712, at 6:18 PM, with Certified dant t. At least weekly
Nursing Assistant (CINA) #10, revealed she was I“ﬂ)f 1 A‘;n P l?ctil??n ‘S ta;featsﬂ W}? {1 )
responsible for the care of Resident #3 on ¢ Adminstraiye WL Check
07/24M2. According fo CNA#10, the resident's all resxdeqt rooms to ensure thﬁ“[ call
caif light shotlkd be within reach at all imss. The lights are in reach. Administrative
CNA was upaware tha call ight was on the wall Staff will address concerns
out of the resident’s reach. ; sy g :
L . e I t ¥
F 2791 483.20(d), 483.20(Kk}(1) DEVELOP F 279 Eﬁ,gﬁlﬁd{‘e‘;‘étg;;f;‘;etﬂhe
s5=p | COMPREHENSIVE CARE PLANS i PR _
_ DON on Friday of each week, DON
A facility must use the resdlis of the assessment and Administrator will report
to develop, review and reviss the resident's findings to the Ouality Assurance
comprehensive plan of care.. e Quality 8/31/2012

Committee on a Quarterly Basis.

L
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SUMMAKY STATERENT OF DEFICIENGIES

The care plan must destribe the services. that are
to be furnished to attain or maintain the resident's
highest praciicable physical, mentat, and
psychasocial well-being as required under
§4B83,25; and any services that would atherwise
be required under §483,25 b are not provided
chie to-the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4). -

This REQUIREMENT is not miet as evidenced
bry:

Based oh observation, interview, recard review,
and facility policy review, it was determined the
facility falled to ensure.a caré plan was developad
for one of twenly sampled residents (Resident
#1567 that included measurable objectives and
timetables to mest the résldent's heeds,
Resident #15 was admitted {o the facllity with a
diagnosis of End Stage Renal Disease that
required dialysis treafrrient. The facllity faited to
davelop a plan of eare for Resident #15 that
addressed the risk factors, potential
camplications, andfor speciﬁc dialysis related
cara neads,

The findings inelude:

Review of the facility's policy/procedure
AssessmentCare Planning, dated as revised
0B/06/11, revealed once the Minimum Data Set
{MDS) and Care Area Assessment {CAA) was
comptsted a Care Plarwould be developed (o
guide staff to provide optimalindividualized care
for each resident.

On 7/27/2012 a copy of the care plan
from the dialysis center was
received. On 7/27/2012 the MDS
coordinator reviewed the care plan
from the dialysis center and updated
the facility’s care plan and personal
care record to cortelate with the
medical care provided at the dialysis
center. On 8/3/2012 the facility’s
dietician contacted the dietician at
the dialysis center to discuss the
nutrition needs of resident #15. On
8/10/2012 the dictician reviewed and
updated the nutrition care plan for
resident #15. The resident’s care
plan now addresses the special
nutritional and fluid volume needs,
care of the access site, monitoring of
vital signs, weights, and instructions
regarding giving medications in an
effort to prevent dialysis treattnent
from removing medication from the
resident’s system.

No other residents at the facility are
receiving dialysis treatments.

A Dialysis Communication Record
which includes comments from the
facility’s nurse, medications given at
the dialysis center during and after
treatment, pre and post treatment

{Xd) 1D _ [} PROVIDER'S FLAN OF CORREGTION (%8}
EREFIX (EACH DEFICIENCY MUST BE PRECERED 8Y FULL PREFIX {EAGCH CORRECTIVE ACTION SHCOULD BE CUMPLETIOH
TAG REGULATORY-OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
o ‘ F279
F 279§ Conlinued From page 2 F 279
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Review of the medical record of Resident #15
revealed.the fadility admitted the resident on
05418/12, with diagnoses that included
cardiovascular disease, diabetes mellitus,
hypettension, dysphasia; and chranic kidney
diszase. Review.df the comprehensive
assesement for Resident #15 dated 06/23/12,
revealed the resident was saversly cognitively
impaired and required extensive assistance of
two staff meémbers for gctivities of daily living.
Additionally, the resident wes asséssed fo require
cuipatient hembodialysis treatments three times a
week,

Review of the Comprehensive Care Plan for
Rasident #15, dated 05/28/12, revadled the
resident required diatysis three times & week and
staff was (o obsarve the shunt for
signs/symptoms of infection or edermna, The care
plan dict not address the special nutritionat and
fluld volume needs, cars of the aocess site,
mopitoring of vital signs, welghts, orhatructions
ralated fo timeframes for administering the
resident's medications in an effort to prévent
dialysis freatments from removing medication
from the resident's system. There was no
-evidence the cars plan incorporated dialysis
centar protocols for cortinuity of care: There was
no evidence i the ¢are plan of coordination
between the fadlity and the certified dialysis
centar. The cars pian included a problem area

 |weight, pre and post treatment vital
F 278 |signs, access problems, special
instructions, and a request of a copy
of all labs done by the dialysis center
“'was devised. On 8/10/2012 the
DON informed Nurses that the
Dialysis Communication Record
should be sent with Resident #15
each time Resident #15 goes to the
dialysis center for treatment. The
DON informed Nurses to read, act
upon, and file the Dialysis
Communication Record in the
Medical Chart when the residert
rreturns from the Dialysis Center,
The MDS Coordinator or the MDS
nurse in her absence and the
Dietician will review The Dialysts
Communication Records af least
weekly. Care plans will be updated
' |accordingly. |

The MDS Coordinator or the MDS
nurse in her absence will review the
Dialysis Communication Process for
compliance’at least weekly for four
weeks and then monthly thereafter to
ensute that appropriate revisions
have been made to Resident #15s

related to a risk for alteration in the resident's o 7 §/3/2012
nulritien and hydration.status and & goal for the plan of care. QA Findings will be
resfdent to loge ope fo twd polnds each rmoenth, reported to the Director of Nursing,
to reach the weight goal of 196-202 pounds, Administrator and Distary Manager
howelvezf, areview of ihe °:f-d?”5 for_‘_treatment at weekly and the Quality Assurance
the dialysis center revealed {he-resident had a ]
_ Committee quarterly.
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physiclan-ordered target weight (wei ght af which
the resident would have no excess fluid) of 18D
pounds. The care plan also listed Interventions
that included a regular, no-added-salt dietand a
nufritional treat at lunch,

Observations of Resident #15 on 07/26/12, at
9:01 AM, revealed the resident was in bed being
fed by staff, The r‘eStdentwas non-responsive o
guestions

Intsrview on 07/26/42, at 10:40 AW, with Certifled
Nursing Assistant {TNAY #6 ravealad she would
follow the resident's care plan {o-provide care and
freatment to the resident. According to CNA#S, i
rneeds were not on the care plan she woukd not
know what fo do farthe resident,

Interview on 07/26/12, at 10:20 AM, with "NA #9
revealed the CNA had not cared for Resident #15
prior to 07726112, CNA#9 stated she followed the
care plans for the residents. CNA#Y stated she
was responsibia for the care of Rasldent #16 on
07/26/12, butwould not know what fhe resident's
caré needs were if they were not on the care
plan.

Interview with the Registered Distitian (RD} on
0772612, at 3:57 AM, revealed the RD'Rad not
contacted the dialysis ¢enter related o the
nutritionial needs for Resident #18 and had
deveioped the futritional pian of care without

consultation with the dialysis center. : F282
F 982 | 483.20(k)3)(i) SERVICES BY QUALIFIED F 282
$s=1y | PERSONS/PER CARE PLAN : ~1On 7/24/2012 the atert mate was
N N placed on Resident #2 by the Charge
The services provided of affanged by the facility Nurse. On 7/30/2012 members of

must he provided by qualified persons in

the Falls Committee reassessed the
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(XA} 1D SUMMARY STATEMENT OF DEFICIENCIES

accordance with each resident's written hlan of
cara;

"| This REQUIREMENT is riot met as evidencad
by:

Based on observation, interview, record review,
and review of the fac;ﬂ%y s policy, t was
determined the facility faled to provide services in
accordance with the written plan of care for one
of twenty sampled residents (Resident #2). The
facility failled fo ensure Resident #2 had personal
alarms in place in accordance with the resident's
.| plan of care,

Thé findings include!

A raview of the facility policy, Assesament Care
Planning:Pclicy and Proceduré (dated 06/36/11),
revaaled care plahs included a plan to promete a
more independerit state or maintained a resident
at the current functioning level, The pailey further
revealed the care plan was daveloped fo guide
staff to provide optimalfindividualized care for
each resident.

A raview of Resident #2's Comprehensive Care
Plan dated 04/25/12, revealed two alarm mata

| were to be in place at all times and placed in an
area the resident could not reach. According to
the gara plan, the cords to the alarm mats were to
be short so the alarms activate quickly.

Observations of Resident #2 on 07/24/12, at
12:40°PM, 1:45 P, 2:00 PM, 3:00 PM, 4:00 PM,
5:00FM, and 6;00 PM, revealed the resident was
in bed with a personal alarm affixed to the bed -
frame. However, the.eard and clip for the alarm

_educated Nurses on the importance

: ; i PROVIDER'S PLAN OF GGRREGTIGN x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORKECTIVE ACTION SHOULD BE . COMPLETION
TAG REGUEATORY OR.LSC ]ﬂEN'i'iFY NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIEMGY)
' resident’s needs and discontinued the
F282| Cantinued From page & F 282| use of two alarms. On 8/2/2012 the

ADON put a new clip on Resident
#2s alert mate, to keep the alarm
attached to the resident.

On 8/2/2012 the Director of Nursing
compiled a list of alarms used. On
8/2/20172 the Director of Nursing
checked all alarms to assure alarms
were on residents correctly and in
proper working order.

On 8/10/2012 Resident’s MARs
were updated to reflect residents
with alarmis and alert nurses to check
to see if they are in place and
working properly with each med
pass. The ADON will keep an up to
date list of residents with alarms.
The ADON will ensute that any new
alarms are added to the resident’s
MAR and any discontinued alarms
are taken off of the resident’s MAR.
On 8/10/2012 the Ditector of
Nursing reeducated nursing staff
members on the importance of
ensuring that alaims are placed
properly and in working order. On
8/10/2012 the Director of Nursing

of checking for alarn compliance,
taking care of any problems found,
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__ : and documenting findings on the
F 282 Continued From page 6 F282| MAR,
were lying on the flocr insiead of altached tothe .
resident. On a weekly basis the ADON will
Interviews with Certified Nursing Assistant (CNA) check alarms to ensure proper
#5 and CNAHS on 07/26/12, at 8:50 AM, with placement and that they are in
CNA#T onh 07/26/12, at 3,00 AM,with CNA#8 on working order. The ADON will also
8;5‘%2?13 afg:?g 2&3 Eﬂd’g'lifg tRhN#2 on : review MARS to ensure that the
26012, a2t & Vi, revealed the persanal, : o ol
alarms were {o be attached to the resident af al Nirses on e?"h wing are “‘hecf.mg
#mes for Resident #2. The staff did not know for proper placement and WOTKINg,
why the slarms were not in place for Resident #2 order on each med pass. Findings
on 07/24/12. will be given to the DON and the -
Inlerview with the Director of Nursing ooN) Administrator weekly, Quarterly the | 9/3/2012
erview with the Director of Nursi on : . ! :
07126112, 4t 9:15 AM, ravealed the supervisors ﬁndxggs._ will be }‘epOlted tf) the.
check aff alarms in the bullding one time weekly -Quality Assurance Commitiee.
as a part of the quahty assurance program. The
DON stated the nurses wers to check alarms for
placement and functioning when they entered-
resident reoms and provided cars. The DON
further stated that CNAs were to putthe alarms in
place for Resident #2 after all care was provided,
According to the DON, the alarms should.be
checked every time a staff member entered
Resident #2's room, The DON did not know why
the personal alarms were not attached to
Resident #2 as required by the residant's Pian of
Care, F371
F 371 | 483 35()) FOOD PROCURE, Fart| . .
55+D | STORE/PREPARE/SERVE - SANETARY On 7/24/2012 Cornmeal, Pinio
N Beans, and Nonfat Dry Milk in
The fachlly must - - - opened containers we?*fe thrown.awa
(1) Pracure food from solrceas approved or _ P s , Away
considered satisfactory by Federal, State or local and replaced with new product. On
authorities; and 7/26/2012 the soiled exterior of the
{2)-Stare, prepare, distribute and serve food mitk cooler was cleaned by the head
under sanitary conditions, cook. No residents were negatively
' “ ;affected by the deficient practice,

FORM CMS-2667{02:09) Previous Verslons ©hsolelo

Event iD; YJUS

Faclliy I0; 100337

i confinuation shest Page 7 of 18



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

PRINTED: CB/0G720712
_ FORM APPROYVED
OB NO, 0938-0331

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1y PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

185168

(X2} MULTIPLE GONSTRUGTION {X3) DATE SURVEY

A, BUILDING COMPLETED

B WG ‘
0712672012

NAME OF PROVIDER, OR SUPPLIER

MONROE HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
70k N MAGNCH.A STREET, PO BOX 387

TOMPKINSVILLE, KY 42187

SUMMARY STATEMENT OF DEFICIENCIES

This REQUIREMENT is not inet as evidenced
by:

Based o review of the Tacility's policyiirocedure,
observation, inferview, and record review, it was
determired the facility falled to store food under
sanitary conditions. Observations revealed dry
foods siored in containers that were partially open
and the dry food was exposed o airfpossible
cohtaminates and.a mlik coolerwas in need of
cleaning.

The findings inciude:

1, Areview of the facllily's distary.
policiorocedure for Food and Non-Food storage
{dated 2006) revealed plastic confainers with
fight-fitting fids were to-be used to store dry food
fiems.

Observation in the kitchen at 9:50 AM {COT) on
07124112, revealed there were five plasiic storage
containers (ised i¢ store dry food items located in
the diy storagetoom, Observation further
revealed three of the five storage contairiers did
not have the lids tightly secured. The storage
containers contained commaai, pinto beans, and
nonfat dry milk, The lids were foose and partially
open, exposing the dry food ftems to i:he
alrfpotential confarinates.

Interviewr at 10:00 AM on 07/24/12, with the
Dietary Manager (OM) revealed kitchen staff was
supposed.to closs-the lids tignily after removing
food from the storage eontainers.

On 8/13/2012 Dietary Manager
replaced old dry food starage bins
with new storage bins that are tilted
and have sliding doors on top of the
‘bins, The Dietary Manager vpdated
the cleaning schedule for the miik
cooler to include the Head Cook
cleaning the exterior of the milk
cooler after washing each meals pots
and pans. On 8/10/2012 the Dietary
Manager reeducated the dictary staft
on the dry food storage policy,
showed the staff the new storage bins
and educated the dietary staff on the
new cleaning schedule for the milk
cooler.

For two weeks the bead cooks will
be checking the dry food storage birs
every two hours to ensure that the
bins are closed, For four weeks the
dietary mangger or her assistant in
her absence will be checking the dry
food storage bins for proper storage
and the exterior wall of the milk
cooler for cleanliness at least five
fimes per week. Afler four weeks of
compliance, the dietary manager or
the assistant in her absence will
check the dry food storage bins for
proper storage and the milk cooler
for cleanliness on a weekly basis.
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, _ Pindings will be reperted to the
F 371 Continued From page 8 F 371 administrator on a weekly basis and
. the Quality Assurance Committee on
2. Areview of the faciity’s dietary a gﬁ: e r]tyb asis
policy/procedure (dated 2008) ravealed q Y -
ermployees were to follow routirie cleaning 5 /31 /2017
- scheduies that indicated the frequency-for /31
¢cleaning equipment and the Kitcheh area.
Araview of the Recommendad Cleaning
Froquency schadule dajed 2008 revealed the
refrigerator (milk cooler) was scheduled o be
cieanad weekly. :
Observafion at 10:0¢ AM on-07/24/12, and at
{:30 PM on 07426112, of the extarlor.of a milk
cooler located by the preparation sink revealed
the exterior of the milk cooler was soiled with foad
particles ahd soap residue and was in need of
cleaning,
_ F441
Interview with the:Dietary Manager on 07/25/12,
at 10:05'AM, revealed the milk cooler should be . . .
cleaned weekly, The Dietary Manager agreed the Residents #1, #2, #9, and #16 did not
milk cooler did not appear o have been cleaned suffer itl affects from the deficient
in.the past week; practice. On 7/30/2012 the DON
F 441 | 483.85 INFECTION CONTROL, F’REVENT F 441 reeducated RN#1 on propet hand
55=k | SPREAD; LINENS . .
washing during wound care, The
The facility must establish-and mantain an DON observed RN#1 providing
infection Control Program desighed o provide a wound care to assure understanding
safe, sanitary and comiortable environment and of proper hand washing to prevent
fo heip prevent the developmant and fransmission the spread of infection. Before
of dissase and infection: . ; .
, returning to work from her vacation
{a1) Infection Control Prograrn: on 8/18/2012 LPN #4 will be
The faclity must establish an Infection Control educated on proper hand washing
Progam under whish - . during clean procedures. On
g1:) Inye_s‘qga‘tes.,‘ controls,-and prevents infections 8/18/2012 the Director of Nursing
in'the facility; . s
will observe LPN#4 performing
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i

{2) Decides what procedures, such as isolation,
should e applied to an individual resident; and
{3) Maintains a recard of incidents and corrective
actiors related to infactions.

{b) Freventing. Spread of infection

(1} When the Infection Contral Program
determines that a resldent neads isolatlon fo
prevernt the spread of infection, the Tacility must
isolate the resident.

{2) Thefacility must prohibit employees with a
communicable diseare or Infected skin lesions
from direct contact with residerits or their food, If
direct contact will tratismit the disease.

(3) The facility must require staff to wash their
hands after each direct residant contact for which
hand washing is indicated by adcepted
profassional practice.

{c} Linens

Personnel must handie, stora, process and
transport linens so- as to prevent the spread of
Infaction.

This REQUIREMENT s hof met as evidenced
by:

Based on observation, irierdew, and review of
the facility's policy, it was determined the facility
failed to establish and maintain an gffective
infection control pragram to prevent the
developmeant and transmission of disgase and
Infection for four of twenty sampled residents
(Residents #1, #2, #, and #16) and two
unsampled reszden!s Observation ¢f @ wound
dressing change for Resident #2 on 07/28/12,

|appropriately. On 7/30/2012 C NA

‘| sanitizing while feeding residents.

(XA) I SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION e
PREFIX | ° (BACHDEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY DR LS IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
' DEFICIENCY}
wound care and care of G-tube to
F 441 ] Continued From page 9 F 441 |assure imderstanding of proper hand

washing between procedures and
after procedures. On 7/30/2012 the
DON reeducated LPN #2 on the risk
of placing dirty linens on the floor.
On 8/1/2012 The DON reeducated
C NA #3 on how to properly discard
linens. DON observed CN A #3
chenge a bed and discard linens

#1 was reeducated on proper hand -

On 7/30/2012 the DON observed
CNA#1 feeding residents to assure
proper hand sanitizing.

An Infection Control Subcommittes
was established that includes
nursing, housekeeping,
administrative, and dietary staff
members. The committee met on
7/31/2012 and will continue to meet
monthly to discuss problems
identified and discuss ways to
prevent the spread of infection. The
subcommittee has not found any
other residents affected by this.
deficient practice.

On 8/10/2012 the DON reeducated
nursing statf members on the proper
proceduzes of hand washing and
hand sanitizing during wound care,
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between clean and dirty procedures,
F 441 i Continued From page 10

 after confact with a resident’s intast skin, and

revealed staf failad to washisanitize hands priar
to-and after evary glove removal. Observation of
Resident#1 on 07/24/12, revealad staff faled to
wash/sanitize hands affer glove removal.following
incontinence eare; stalf was thenh observed to
provide gasiric tube flushing ant suctioning
without washing/sanitizing hands after glove
remhoval, In addition, observations an 07/28/12,
revealed on two separate ocoasions staff placed
dirty nens dirscily onto the floor in fwo resident
rooms (Residents #9 and #16), One of three staff
membets observed during meal service an
07124412, at 1:42 PM, falled to wash/sanitize their |
hands batween two unsc'lmp!ed residents.

The findings include:

Areview of the facility policy/procedure, Hand
Hygiene, dafed as-effective 08/01/12, revealed
staff was required to use an alcohol-based hand
rub before and after direct cortact with residents,

after gontact with obiects in the immediate vicinity
of the- regident. The facilify did not provide a
current policy/piocedure for hand hygiene.
Raviow of the policy: titled Laundry and Linen
Services (nof daled) revealad linen would be
handled, stored, and prosessed in a manter to
controd {he spread of infection or diseases. The
policy stated sofled linen was to be stored in
plastic containers, - The facility provided:a copy
taken from. the Mosby Textbook for Long Term
Care/Nurse Aide Training, 6th Editlon’2011, which
is used by the facliity during fraining of nurse
aldes, which directed staff to never puf clean or
dirty linens on the flpor.

1. Observation of a wound dressing change for

F 441} before and after any procedure and
while feeding residents. On
8/10/2012 the DON educated staff
members on'the risks of lying dirty
linens on the floor and on the proper
procedure for handling dirty linens.
All newly hired staff wili be
educated during orientation.

Each week the Infection Control
Nurse will observe at least one Nurse
on each shift providing care for 2
resident. Each weel the Infection
Cantrol Nurse will observe at least
one Nurse Aide on each shift
Changing Bed Linens, Providing .
Care, or Feeding a Resident. '
Observations will continue until each
nurse and nurse aide has been
observed at least two times. The
Infection Control Nurse will correct
any concerns observed immediately.
Results will be reported to the DON
and Administrator on a weekly basis.
All findings will be reported to the
Quality Assurance Committee ona
quarterly basis.

9/3/2012
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Resident #2 on 07/25/12, at 4:00 PM, revealed
Registered Nurse (RN} #1 falled fo wash hiands
prior to the wound dressing change. RN #1
applied gloves, removed the resident's soited
dressing, and removed/applied new gloves
without washing her hands, The RN proceeded
to cleanse the wound to the resident's fight and
leff buttocks: and applied a clean drassing to the
wound, Abthat time, the RN removed the gicves
| and proceseded to wash her hands with soap and
waler,

Interview with RN #1 on-07f25/12; at 4:05 PM,
revealed hands should be washed before starting
a treatment, after every glove removal, and then
after the treatment was finished. RN #1 stated
sha failed to wash her hands before starting the
dressing change and had alsa-failed to wash her
hands after changing gloves. RN #1 staled she
became nervous during the obsarvation and
failed to wash hei hands appropriately.

| 2. Qbservation on 07/24/12, at 5:30 PM, revealed
Licensed Practical Nurse (LPN} #4 donhed
glovas and perfornied a'skin assessment for
Resident #8, LPN #4 provided Incontingnce care
ustitg disposable wipes after the resident had a
bowel movemant. LPN #4 rembved her gloves
and immediately applied clean gloves but failed ta
wash/sanitize hands after the soiled gloves wera
removed. Further observation revealed LPN #4
flushed Resident #5's gastrostomy tube {G-tube)
and reconnected the fube feeding. LPN #4 was
obselved toremove and.discard the gloves but
failed to-wash/sanitize her hands afterthe gloves
were Temoved. Resldeni #8 began coughing and - :
gestured o the staff to indicate he/she needed
suctioned. LPN #4 was observed to don a third
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pair of gloves to perform oral suctioning for
Resident #8. LPN #4 removad and discargded the
gloves and exited the resident's foom witholt
washing her hands.

inferview with LPN-#4 on 07/24/12, a1.3:30 PM,
revealed she was krowledgeabls of the
requirement to washisanitize hands after the
rernoval of gloves, LPN #4 staled
cross-conitanination could ogour if hands were
not washed aftar remaving gloves and hetween
tasks as raquired, ,

interview on 07/26/12, at 3:00 PM, with the
Infaetion Confrol Nurse revealed an in-setvice
was.conducted on 02/13/12, and siaff was
instrucled to wash hands any time gloves were
removed, The Infecton Gontral Nurse concluded
that staft shauild Wash hands after the removal of
gloves, when entaring and exiting a resident's
room, and between tasks stich as skin
assessment, incontinence care, G-tube flushing,
and performing oral suctioning.

3. Observation on 07/25/12, at 11:10 AM,
revealed LPN #2 parformed wound care for
Resident #1. Foliowing completion of the wound
oare, Resident #1 roquired Incentinence dare due
to having a fiquid bowel movement that soiled the
finens on'the resident's bed. LPN #2was .
abserved fo provide ihcontinence care with
disposable wipes. Further cbservaton revealed
LPN #2, wilh-the assistance of Certified
Meadjcation Aide (CMA} #1, changed the sailed
lingns. Although LPN #2 and CiMA#T wore
gloves and washed hands appropriataly,
obgervation revealed LPN #2 laid the soiled
linens directly an the floer beside Resident #1's
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inferview an 07/25/42, at 2:05 FM, with LPN #2
revesled she was knowledgeable that Hnens
should never be placed on the floor. LPN #2
stated soiled linens showid bafaken immediataiy
to the soiled linen barrels in'the hallway. LPN #2
slated she was focused on the resident's wound
treatmert and had not anticipated the resident
having an incentinence episode. LPN #2 stated
she contacted Housekeeping to clean the fioor

.| where the sofied inens were placsd to-pravent
the trarismission of germs throughout thefacility.

4, Observation o 07726412, at 11:30 AN,
revealed CNA¥3 had assisted Resident #15 with
g pactital bath at the resident’s bedside. Upon
entering Resident #16'% room a draw sheet was

| obsarved lying on the floor.at the fogt of the
resident's bed. Further cbservation revealed a
wedlge cushion envetoped in 2 pillowcase and a
kbed pilfow covered with a piliowtase was lying on
the floor near the sink. .CNA #3 was observed to
transfer Resident #16 from the bed o a recliner
using a mechanical iif. CNA#3 remaved all
inens from the bed and placed the soiled finens
on the figor under the sink. 'CNA#2 placed clean
linens on Resident #16"s bed and then ablained
the wedge pillow and the bed piliow from the flaor
and ‘placed the pillows on the regident's bad.
Contintted observation revealed CNA #2 exited
the roam, discarded the sofled inens in a dirty
finen barrel, and then enterad Resident #3's room
10 assist another CNA with tranaferring the
résident fromthe bed 16 a wheelchair: After the
trangfer; CNA#Z was obssrved to remove the
linens from Resident #9°s bed and place the
sbffed linens an the fioor.
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Intarview with CNA#3 condutted on Q726!12, at
2:50 PM, revealed he was knowledgeable of the
requirement to immediately remove soiled finens
from resident rcoms and place the linens in the
solled finen barrels, CNA#3 stated he realized
he shoufd not have placed the pillows that had
bean on the fioor on Rasidant #16's bed and
returned fo the resident's room and changed the
pillowcases. CNA#3 stated he had hurried to
complete the bed changes and had a bad habit of
placlhg difty inen under the sink until he had
completad the necessaty tasks in'the resident's
room. CNA#3 siated as a result of putting soiled
lirens on the Tioor, stafffresidents could comea into
contact with bacteria and tramsmit bacteria
throughaut the facility.

intetview on 07/26/12, at 3:00 PM, with the
Infection Control Nurse revealed linens should
never coma in direct contact with the fioorand
should be placed in the dirty laundty barrels
storad in the hallway. The infection Control
Nurse provided documentaiion of an infegtion
conirol in-sarvice dated 02/10/12, where staff had
. been insirtcted that sciled-Enens and briefs were
not to be placed on the:floor.

5, Observations-of the noon mealon 07/24/12, at
1:07 PM, revealed three staff members feeding
thrae residents each at tables in the dining room.
Certified Nursing Assistant {(GNA)#1 was
obsarved al 1:42 PM, with thrée residents at a
crescent-shaped table. CNA#1 was fesding the
thtee resitdenis at the table. The CNA was
observed to wipe the mouth of one fesident with a
napkin and progeed to feed another resident
withiout washing/saritizing her hands befween the
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two residents,
Inferview with CNA #1 revealed she wauld ;
sanitize her hands using the sanitizer attached fo
the wall when passing resident frays. CNA#1
stated it was not necessary to wash/sanitize her
hands belween feeding residents as she was not
touching anythmg GHNA#1 confirmed she did not
have sanitizer with her to use if needed.
Interview with CNA#10 on 07/24/12, at 1.59 PM,
revealed the CNA was responsible for feeding
three residents at her table. CNA#10 stated she
was reqiired fo use hand sanitizer betwaen
residents and carrled sanitizer in her pocket.
F 500 | 483.75{h) QUTSIDE PROFESSIONAL F 500
58=D | RESOURCES-ARRANGE/AGRMNT F500

“have that service furnishad to residents by a

¥ the facility does not smploy & qualified
professional persan fa furnish a specific service
to be provided hy the facility, the facility must

petsor or agency outsids the facility under an
arrangement described in section 1861(w} of the
Actor an agreentant described In paragraph {hy -
{2) of this section.

Arrangernents as diasﬁribed in section 1881{w) of
the Act or agreamants partaining to services
furnished by outside resources must specify in
writing that the facility assumes responsibifity far
cbiaining services that mest professional
standards. and principies that apply to
peofessionals providing services in such a facility;
and the timeliness of the services.

This REQUIREMENT s not metas evidenced

On 7/27/2012 the Director of
Nursing comtacted the dialysis center
and received a copy of the resident’s
current plan of care. On 8/1/2012
the DON notified the dialysis center
that going forward we would be.
sending a Dialysis Communication
Sheet with Resident #15 each time
that she recetves dialysis treatment.
The DON asked that the Dialysis
Center complete the form and return
it to the facility after each treatment.

No other resident in the facility is
receiving dialysis,
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_ i _ A Dialysis Communication Record
F 800 | Continued From page 16 F 500} which includes comments from the

by: ‘

Based ott inferviews and racord reviews it was
determined fhe facility fallad to coordinate care
with otifsida resources that provided setvices to
one of twenty samplad restdants (Resident #15),
Resident #15 required outpatient hemodialysis
treatments thrae times a week due to end stage
renal faflure. There was no &vidence the facility
coordinated care with the certified dialysis center.

The findings inglude;

Review of the facility's agreements with outside
resources revealed an agreement with a certified

. dlalys;s center 1o provide services [o the residents

in the facility. Further review of the agreéement
revealed (under Section 2, #B) the parties agreed
to cooperate and shate In the development and
implementation of the resident’s plan of care.

Review of the medical record of Resident #15
revealed o documented avidence of
comimuhication betwesh the dialysis cehter and
the' faciity.

Imerview on 07126412, at 9:50.AM, with Lidensed
Practical Nurse (LPN) #3 revesled staff
communicated with the dialysis center by
telephone if there were @ny changes in:a.
resident's condition. The LPN stated staff was
required to documant the telephone conversation
in the nursing nofes.

inferview with Licensed Practical Nurse (LPN) #5
on O7/26M12, at 11:12 AN, revealed shehad been
responsibla for developrrent of the ¢are plan for
Resident #15. LPN #5 acknowledged she had
not communicated with the dialysis center for:

facility’s nurse, medications given at
the dialysis center during and after
treatment, pre and post treatment
weight, pre and post treatment vital
signs, access problems, special
instructions, and a request of a copy
of all labs done by the dialysis center
was devised. On 8/10/2012 the
DON informed Nurses that the
Dialysis Communication Record
should be sent with Resident #15
each time Resident #15 goes to the
dialysis center for treatment. On
8/10/2012 the DON informed Nurses
to read, act upon and file the Dialysis
Communication Record in the
Medical Chart when the resident
returns from the Dialysis Center,

The MDS Coordinator ot the MDS
nurse in her absence and the
Dietician will review the Dialysis
Communication Record at least
weekly.

The MDS Coordinator or the MDS
nurse in her absence will review the
Dialysis Communication Process for
compliance at {east weekly for four
weeks and then monthly thereafter to
ensure that the facility and the
dialysis center are completing the
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. form. QA Findings will be reported
F500, Gontinued From page 17 500} to the Director of Nursing and the
care needs related to the resident's need for Administrator weekly and the
dialysis. LPM#5 was unaware of the specific . § .
risks/complications related to hemodialysis’ Quality Assurance Committee
ireatment o qu&ftefiy. 9/3/2012

Interview with the Assistant Director of Nursing
{ADON} or 07/26/12, at 10:52 AM, revealed the
dialysis center would contact the facllity for any
proplems/concems identified for the resident.
The ADON stated the facility would contact the
dialysls center with any change in condition that
would prevent the resident from going to dialysis.

Interview with the Director of Nursing (DON) on
D7/26/12, at 8:28 AM, revealed staff
communicated with the dialysis center by
telephone. The DON was unsure whether staff
documented the conversafion with the dialysis
center. The DON reviewed the medical record
and confirmed there was no evidence in the
record of communication with the dialysis centar,
According to the DON, the facility had not
requested any information from the dialysls
center refated to laboratory results or treatment
records.
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£ 000 | INITIAL COMMENTS K 000

CFR:. 42 CFR 483.70{a)
BUILDING: D1

| PLAN APPROVAL: 1985
o L K050
SURVEY-UNDER; 2000 Existing .
FACILITY TYPE: SNE/NF N 0 1'¢sid‘c-:‘nt have b'een affected by
T ‘ this deficient practice
TYPE-OF STRUCTURE: One sfory, Type ,
HA(D00) On 8/10/2012 Administrator
S instructed the Maintenance Director
SMOKE COMPARTMENTS: -6 to do Fire Drills at varying times

COMPLETE SUPERVISED AUTOMATIC FIRE | poing forward. Maintenance
ALARM SYSTEM Director will not consult with

_ _ -, _ administrative staff members on
FULLY SPR]NKLERED, S5UPERVISED (BRY when to do fire drills. Fach fire drill
SYSTEM) e .
. _ within a calendar year will be spaced
EMERGENCY POWER: Type Il diesel gererafor | at Ieast an hour apart.
Alife safely code survey was infiatedand After performing the fire drill, the

concluded on 07/31/12. The findirigs that follaw . . T o
demonstrate noncompliance with Title 42, Code Maintenance Director will give the

of Federal Regulations, 483.70 (a) et seq {Life Administrator & copy Ofthcf Sign in
Safely from Fire). The facility was found not to be Sheet. The administrator will track
in substantial compliance with the Reauirements the fire drills to ensure that they are
for Paicipation for Medicare and Medicsid. being performed at varying times.
Deficiencies were cited with the h:ghest Results of the fire drill j:rackmg will 8/31/2012
deficlency Identified-at "F" level. - be 1'3P91’ted to the Quality Ass_urance
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD Kosol Commiltee on a quarterly basis.

S8R
Fire driils are held at unexpected times under
varying conditions, at least quarterty on-&ach shift.

LABORATURYDiHEGTGWDER!SUPPUER‘REPRESENTAWE‘S SIGHATIRE THLE ) DRrE
-k . - ) G\AY\M[\I\/&OW@’\J o /i’?)zaz

afernent endihg with an astarisic ) dehotes a; daﬁczemy whwh the nstiulion may b excusad from correcting providing i is determ ina{ci {hat
other safeguarispiovide sufficient profection to e paffents. (See Instructions.) Exeept for pursing homes, the findings stated above are disclosabis 90 days
foliowing the date of survay whether ar nof & plan of cotrsction is provided. Fer nursing homes. the abave findings and plans of corection are disclasabls 14
days following the: date these decuments are mads available to the faciily. i deficlencies ars cited, an approved plan of eorrection Is requisite to continued
program participation; .
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K 050 | Coritinued From page 1 K 080

The staff is fariliar with procedures and is aware
that drifls are parn of established routine,
Responsibility for planning and conducting drilis is
assigned only fo.competent persans who are
qualiffed to exercise leadership. Where drills are
conducted petween @ PM and 6 AM a coded
announcement may be-used instead of audible
alarms,  19.7.1.2

This STANDARD s riot met as evidenced by:
Based on an interview and record review, the
facllity falted to conduct and document fire drllls
as outlined by NFPA standards. The facilfty did
not ensure that staff was prepared for response
toinsidence of fire under different staffing levels
and conditions to inciurte resident levels of
alerfness dnd this failure affecied all residents
and staff in the facility,. The facility has the
capacity for 108 beds with a census of 102
residents on the day of the suney.

The findings include:

During the Life.Safety Gode survey on 67/31/12,
at 12:50 PM, with the Director of Maintenance
(DOM), a recard. raview revaaled the facility had
not been performing fire drifls at unexpacted
times. and varying conditions on ali three shifts.
Fram July 2011 to July 2012, four of five first shift
fira driils were befween the hours of 10:11 AM
and 10:50 AM. Three of four second shift fire
drilis ware between the hours of 4:06 PM and
4:37 PM. Four third shift fire drills were betwsen
A:59 AM and £:35 AM. Aninterview with the
DOM on 67/81/12, at 12:50 PV, revealed he did
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K 050 | Continued From'page 2 K 050
not perform fire drils at varying timés betause
staff did not want fo-do fire dritls at mopportune
timas,
K062 { NFPA. 101 LIFE SAFETY.CODE STANDARD K 062
§S=F

Required avtomatic sprinkler systems are
continuously maintained in refiable operating
condition.and are inspected and tested
periodically.  19.7.6, 46.12, NFPA 13, NFPA 25,
9.7.5 ‘

This STANDARD is not met ag avidenced by:
Based on gbsérvation, intervidw, and record
review, the facllity failed to ensure that sprinkler
heads were maintained as requlred This
deficient praglice affected six of six smoka
compartments, staff, and all the residents, The
facility has the capacity for 108 beds with a
census of 102 on the.day of the survey.

The findings include;

During the Life Safety Code strvay on 07/31/12,
at-11:40 AM, with the Director of Maintehance
{DOM], mlsmatched femperature rated sprinkler
heads weje observed i resident room B7,
Sprinklsrheads must be prepely matched to
ensure proper operation, Duing the glirvay, $ix
residert rooms and four other typas of rooms in
the A and B Wings of the facility were observad to
have mismatched sprinkler heads. Paint was
also observed an sprinkler heads throughout the .
facility. Foraign mafteron sprinkler heads
decreases thélr abiity to react as intended in a
fire situation, An interview with the DOM on
0731112, at 11:40 AM, revealed he was not

rorientation, On 8/14/72012

K062

No residents were affected by the -
deficient practice.

On 8/13/2012 the Administrator
called Eagle Fire Protection to
request a bid to replace mismatched
temperature rated sprinkler heads,
sprinkler heads that are painted and
cannot be cleaned, corroded,
damaged, loaded or in the improper

Maintenance Department began
cleaning paint off of Sprinkler heads
that can be cleaned. On 8/14/2012
representative from Fagle Fire
Protection came to the facility and
assisted the Maintenance Director
and the Administrator in deciding
which sprinkler heads needed to be
replaced. On 8/17/2012 the
Administrator signed a contract for
the mismatched temperature rated
sprinkler heads, sprinkler heads with
corrosion, foreign materials, paint

that cannot be cieaned off, and
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physical damage be replaced by
K 062 Continued From page 3 K062 Fagle Fire Protection. Sprinkler
' aware of these requirements. heads are ordered and will be
. . laced as soon as they are received
Al 1:00 PM, a quarterly sprinkler inspection report rbe;i . ] tas +than 9/30 /2)612
dated 06/20112, revealed paint on sprinkler Ul no iater than :
heads, and corraded sprinkier heads needed to .
be repaired and/or replaced. An interview with On a monthly basis the Maintenance
the DOM ravealsd no action had been taken on Director will audit the sprinkler
the sprinkler heads. ' heads throughout the building for
" ismatched temperature rated
Reference: NFPA 25 (1998 Edition). 1ms:matchcd per: S
( ) sprinkler heads, sprinkler heads with
2-2.1.1* Sprinklers shall be inspected from the corrosion, foreign materials, paint,
floor level annually. Sprinkiers shal! be free of and physical damage, On a quarterly
corroston, forelgn materials, paint, and physical basis Eagle Fire Protection will
darmage and shall be instalted in the proper .  th . - systemn f
orientation (e.g., upright, pendant, or sidewail). . inspect the sprinkler system for
Any sprinkler shall be replaced that Is painted, compliance. A copy of the monthly
corroded, damaged, loaded, or in the improper and quarterly audits will be given to
orientation. the Administrator. Going forward
problems with the sprinkier heads
Referance: NFPA 13 (1998 edition) will be addressed in a prompt
53152 manner,
When existing light hazard systems are
converted fo use quick-response or residential
sprinklers, ali sprinklers in a compartmeanted
space shall be changed.
9/7/2012
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