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SLIMMARY STATEMENT Of DEFICIENGIES

10 PROVIDER'S PLAN OF CORREGTION T

- ENVIRONMENT

. The facilily must provide a safe, clegn,

' comfortable and homelike environrment, allowing
the resident to use his or her personal betongings .

. to the extent possible, 3

_ This REQUIREMENT i5 not met as evidenced
by

Based on observation and interview, it was
" determingd the facility failed io provide & safe,
“clean, comfortable and hemelike environment
; related to sewer gas ogors emanating from the
“ bathtub in room 110,

: The findings include:

During initiat tour, an 02/27/13 at 11 45 AM &

- strong sewer odor was detected in the bathraoom
of room 110. Blankets were piled in the bathich
on and arouny the drain area.

Inlerview with the Unit Manager (L) of the 100
Hali on, 02/27/13 &t 11:45 AM, revealed it was
reported to her as & sewer edor due 1o the
. bathtub being taken out of sewvice. Furher
interview revealed, she thought the blankets had

{xayt
PRE)FPX : (EACH DEFICIENGY MUST #E PRECEDED BY FULL PREFIY {EACH CORREGTIVE ACTION $HOULD 8E i COMPLETION
TALG REGULATORY OR LEC IDENTIFYING IMECIRMATION) TAG CROSS-REFERENCED TO TME ARPROPRIATE DATE
DEFICIENCY}
: “This Plan of Correction is prepared
000 ‘ INITIAL COMMENTS F 000, and submitted as required by law. By
‘ ‘ submitting this Plan of Co: i0n,
A Recertification Survey was conducted 02/27/13 : Butfgl ttP g; t ICP an& R grr;;:ltlif I:,}
through 03/01/13. Deficiencies were cited with riageromt Care sehabilitation
the highest Scope and Severity of 2 "F”. - Center does not admit that the _
F 2521 483.15{(h)} 1) F 257  deficiency listed on this form exist,
§8=D SAFE/AZLEAN/COMFORTABLE/MOMELIKE - nor does the Center admit to any

staternents, findings, facts, or
conclusions that form the basis for the
alleged deficiency. The Center
reserves the right to challenge in Jegal
and/or regulatory or administrative
procesdings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.”

F252

1. Mo resident resided in room
110 at the time of survey and
5 rQOIm remains owt of
rvice, The hathtub drain in
oomll0 has been plugeed by
the matntenance departiment
nd the tub taken out of
-service. The blankets in the
1ub were removed by the
maintenance director on
2/277/13 during the tour with
the survevar, The center has
contpcted a contractor 1o
rovide service to the bathiub
O repait of drain/phunbing.
Thetoom and bathtub will
Temain om of service until the

been put in the tub to decrease the sewer gas
~odor,
! | ‘
LABORATORY DIRECTSR! f iy V RIBLIPRLIER REPRESENTATIVE'S $IG~ATURE T (X6 DAYE
2/33/13

Ay ':Ieﬁciency,d{ateg}efﬁ’ sndi

aher safeguards provide sufficient protection (o the patients. (See inslrucliong,
‘oilowing the date of survey whelher or not a plan of comection i previdad, For
days fulowing he date these documents are rrade available to the faaiity. If g

xmgram panlaipation.

“ORM CMS2567(02-99) Sraviaus Vartiors Obsolte

Evanl 103884 14

ng with an asledsk {") denoles a deflciency which the inatitution may be excused from correcting providing itig detarminegd that

Except for nursing homes, the findings slated above are disclosshle 80 tays
nursing homes, the above frdings and plans of corection are disclosatte 14

sfitiencias are cad. an approved slan of terrestion Ig requisile fo continues
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F 282 Continued From page 1
" imterview with the Maintenance Director, on
02/27/13 at 12:06 PM. revesled the odur was dug
- 1o the sewer gases building up in ihe drain that
was notin use. Further interview revealed he
. would carry water in 5 bucket gccasionally in
- attempis to keep the drain trap wet with water to
; control the sewer odor,
£ 2787 483.20(g) - () ASSESSMENT
88=0 . ACCURACY/COORDINATION/CERTIFIED

. The assessment must acourately reflect the
| resident's status,

| Aregistered nurse must conduct or coordinate
" each assessmert with the approprigte
» participation of health professainnals.

. Aregistered nurse must sign and cartify that the
fassessment is completed.

| Bach individual who completes a portion of the
“assessment must sign and certify the accuracy of
. that portion of the assessment. '

 Under Medicare and Medicaid, an individual who |

- wilfuily and knawingly certifies & material srd |
false stalement in a resident assessment is j

+ Subjecttu a civil money penalty of not more than |
$1,000 for each assessment; or an individuzi who

willfully and knowingly causes another individual

o certify & materiat and false gtatement in g
resident assessment is subject te a civil rmoney

- peralty of not more than $5.000 for each

- assessment.

Clinical disagreemenrt does mot constitute »
material and false statement,

F 252,

F278

problem is resolved
completely,

2. There are no other rooms in
the center with a bathrub, The
Mainrenance Director
cotmpleted rounds wirh the
surveyor on 2/27/13 when no
ather odors wire noted.
Additionally, the Maintenatee
Director conpleted center
rounds on 2.27-13 and no
other odors were nozed.

3. The Maimenance Director was
re-educated on 3/11/13 by the
Administrator on the proper
procedure when egnipment or
arez 1s ouf of service. Center
staff nursing and von-nurging
staff, will be re-educated by
the admiristrator by 4-7-13
on the procedure to notify
maintenance of any ‘
equipment. Tepair, or service,
R%—e’?jfca‘zjoﬂegmlﬁded
appropriate storage of linens,

4, The Maintenance Director will
monilor the bathtub in room
110, and make center routids
twice weekly for four weeks,

; then weekly for four weeks,

’ then monthiy for sewer ar

other odors to validate tar she

center maintains a safe, clean,
and homeltke envitomment,

The Maintenanee Director will

Teport ol this surveillance at

the Performance Improvement

Commitice meetings monthty

for further review and

recommendation.

Complesed by 4/8/13.

s’{/ilf-?

ORM CMS-2367(02-90; Previaus Varalons Ohtolete

Event ID: 285511
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{X3) OATE SURVEY

! - 08/14/112, revealed the facility has assessed the

' . resident as having beth teng and short term

' memory deficit and as having severe impairmen)
in cognitive skills far decision making. Further

review revealed the facility asséssed the resident

FORM CMSA256 7{02.8%) Brevious Versians Ghacists Event ID: 308511
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F 278 Continued From page 2 F 278
peg F278
; . The center follows RA)
This REQUIREMENT is not met as evidenced Guidelines refated to the
by completion and aceuracy of the
+ Baseton observation, interview and record MIIS assessment, Resident £74
review it was determinad the facility faffed to Was re-gssessed by the
- ensure the assessmen; accurately reflected the registered <
! . I nurse witly
resident's status for one (1) of twenty-four (24) da?e oF 3725 zr;q t : ;1‘:;: ir:ﬂ;;{{)
. sampled residents (Resident #14) D ¥
samp ( ) reflect the Tesident’s statys,
The Minlmum Data Set (MDS) Assessment for _ ‘
 the Annual MDS, dated 08/14/12, and the : 2. The MDS Coordinators,
Quarterly MDS, dated 02/14/13, for Resident 14 | Director of Nursing, Assistant
ifevealed the resident was coded as extensive Director of Nursing, Unit
' asgistance needed for tranafers, dressing, eating, : Managers and/or Nirsin g
hygiene, and bathing. However, interviews and Supervisors will rev:
; : . : - v review
' record review revealed Resident #14 required m;}?;ﬁ i5 most rec‘;f;,ggm'“
total assistance in these care areas. Lo =
: quarterly or comprehensive
'The findings mclude: assessment, o determine it
. accurately reflects the residents
| Interview, on 03/1/13 at 6:35 PM, with the by 4/7/13. Any identifieq
~Director of Nursing, revealed the facility had no discrepancies will be re-agsessed
+ specific policy retated to accuracy of coding the and a MDS assessment will be
' either corrected and/or 5 new
ARD get.
+ Review of Resident #14's medical record
revealed diapnoses which included Alzheimer's 3. MDS ¢ .
 Uisease, Communication Deficit. Dysphagia, and , -oordinaters were: re-
- Arthritig. cducated tn complete the MDD
aSSeSSment aceurarely by the
Review of the Annual MDS Asssssment, dated Adrministrator on 3/19/13. Center
nursing staff will be Te-edycared

Facily 10 1n0g2

by 47713 by the MDS
Coordinators and/or Assistant
Director of Nursi ng regarding
coupleting nursing

M continuaran o e, Page 2al37
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F 278 Continued From page 3 ' F278 documentation, including ADL
- as requiring extensive assistance of two persens 1 docurnentation/coding, Center
for bed mobility, transfers and toileting, exignsive nurses will validate completed
 assistance of one person for dressing, eating, : ADL documentation by the CNA,
personal hygiene and bathing. _ ? daily. ;
' Review of the Quarterly MDS Assessment, dated . .
. 4. ADL documentarion will be
02/1413, revealed the facllity assessed the i : i . ‘
y N : reviewed 5§ times @ week by MDS

resident as having both tong and short term
memory deficit and as having severe impairment
 In cognitive skills for decision making. Further

Coardinators, Director of
Nursing, Assistant Director of

. review revealed the facility assessed the resident i ‘ Nutsing and/or Unit Managers 1o
. &8 requiring extensive assistance of two persons f validate completion and BCCWECY. |
for bed mability and trarsfers and as requiring MDS Coordinators, the Director
ot e o g e eS8 ofNusing ander s
) ' ' )’g ' na as . . A .
; totally dependent on one staff for bathing. : : Director Q?_Nursrng_ will complete
i , documentation audits of progress
Review of the Care Area Assessment Summary, - notes and ADL coding compared
| dated 08/28/12, revealed staff were to articipate | to MDS assessments $% weekly
" the residents neads a5 the resident reguired fotal for completion and accuracy.
. care from staff in Activities of Daily Living (ADL's) : ( These reviews will ba provided
" and was incontinent of bowe! and bladder. : by the Director of Nursing
, Further review revealed the resident was bed ; : Sérvices and/ar Assistant Director
- bound and was transferred to the gerichair par | ‘ : ' '
. : .-‘ - of Nursing Services to the
the Hoyer Lift. Th i : : ;
he Hoyer The CAAS stated the resident was Performance Improvement

' dependent for nutrition and hydration per the PEG]

- tube and was NPQ (nothing by mouth), Comumities monthly for review

end further resommendation.

- Review of the Comprehensive Plan of Care, : u{ }8
‘dated 02/18 13, revealed the resident was : . Completed by 4/8/13, B
dependent for tube feeding, nutrition. and 5 : :
hydration and was NRPG (nething by mouth),
- Further review revealed the resident had a self
- care deficit and required extensive to total ‘ _' ,
. assistance with bed maobtlity, transfers, toileting, i ;
- @rooiming, personal hygiene, and bathing, ar
was incontinent of bowsl and required an
indwelling Foley cathelar,

ORM CME.2567(02-85) Previous Varsors Obsaleta Eveny 1f:: 39385 11 Facitiy W 100087 H enntinuation shoet Page 4 of 27
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F 278 Continued From page 4

. Review of the Resident Functional Ferformance

Record, dated 08/07/12 through 814712,
revealed the resident was coded for total
dependence of one person for grooming, bed

. mobility, eating, and toilet use. Further review
revealed the resident was coded as "activity did

t nat occur” or total dependence for transfers,

- dressing, and bathing. However, there was

omisgions of documentation for bed mobility,

. transfers, eating, toilet use grooming, dressing,

' and bathing for the night shift on 08/1 12,

Review of the Resident Functional Performance
! Record, dated 02/07/13 through 02/14/13,
revealed the resident was coded for total
dependence of one person for grooming, bed

Mactivity did nat oceur” or total dependence for

'was ornissions of documentation for bowel and
. bladder furiction on 02/12 on the day shifl,

' PM and 6:00 PM, revealed the resicent was
: reclined back i a gerichair and a urinarey
“drainage bag was draining yellow urine, Tube

- feeding Jevity 1.2 was infusing per gastric fube at -

sixty (80) militters (mr's) per hour. Further
observation, on 02/28/13 at 8:40 AM, 9:10 AWM,

and 10:00 AM, revealed the resident was Ningon

- his/er back in the bed with the head of the bed
g forty-five (45) degrees and Jevity 1.2 tuhe
feeding was infusing at 60 m! per hour,

rterview, on 03/01/13 at 5:30 FM, with State
Registered Nurse Aide {SRNA) #E revealed she
- was assigned to Residant #1 4, She slated the

mobillty. eating, and toilet use, and was coded as

transfers, dressing, and bathing. Mowever, there

. Observation of Resident #14, on 02/27/1 3 at 5:00
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PREFIX ©
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F 278 Continued From page 5
. resident was unable o do anything for
- mmself/herself and all care was performed by i
, staff,

- Interview, on 03/01/13 at 3:10 PM. with MDS
“Nurse #1 ravealed she had completed hoth the
MDS's for Resident #14. She agreed the resident |
required total assistance with all ADL's per
; imterview with staff and observation as well as
record review. Mowever, she stated was unable
| to code total assistance of ADL's on the MDS i
“any of the Resident Functional Performance
: Record for the seven (7) day look back period
had omissions of data or was illegible because of ;
: the validation survey for the Resource Utilization
- Groups (RUG s).
F 281 483.20(k}3)(i) SERVICES PROVIDED MEET
58=0r PROFESSIONAL STANDARDS

! :
* The services provided or arranged by the facility !
; Must meet professional standards of uality. '

: This REQUIREMENT is not met as evidenced
by
- Based on observation, interview, record review
and review of facitity policy it was detarmined the
. facility failed to ensure services provided by the
facility met professional standards of quality for
 three (3) of twenty-seven (27) sampled residents.

[ The facility falted to ensure rredications ware
administered per the Physician's orders for two
-(2) of the nine (9} unsampled residents in the
‘medication pass (Unsampled Resident A and
- Uinsampled Resident B), Unsampled Resident A

Fars

L

Fogli

F281 )
1.Unsampled resident A is alert and

oriented with a BIMS score of 15 and
recetved a regular consistency HCC

TOFM CMS.2567 (02-89) Pravioy s Versigns QObaolsts Ever) I3 305515

Faciliy 15 100022 f ccsmmuat‘fgﬁ sheat Page §of 27
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F 281" Continued From page 6 F 281 PG‘?‘MS ;f??f ?n‘: fijyml;'? e
- recelvad two (2) medications by the Incorrect , notl g 2o/elo tha qlme ac:g ©
route. Unsampled Resident B received one (1) were given by mouth with no adverse
' medication at the wrong time. effects. New orders were obtained,
: o o effective 2-25-13, that medications
“n af:id I(tjrc:cn. 'artht)ugh Physician's Qrders were may be administered per gustrostomy
received tor Invanz (antibiotic medieation) for a . . DN 2
Urinary Tract Infection for Resident #13 an | tube or by mouth as t{}.{ﬁ'l‘afjﬁﬁx LPN #?
. 02/22/13, there was no documented evidence the was re~educated on 2/27/13 by the wnit
antibiotic medication was started until 02/24/13, manager on mmedication pass
 two (2] days later. procedures and following physician
 The findings include; orde_rs as written and completed a
1 medication skills competency on
- Review of the facillty Long Term Care Facility's 3-18-13 with the ADNS.
Pharmacy Services and Procedures Manual, . The family and physician of
revised 03/01/10, revealed prior to administration : msampled resident B were notified on
of medication, facility staff should take all ‘ 2813 f the medication error. The
: rreasures required by Facility Policy and ; £-25-13 of the medication error.
Applicable Law, including; verify each time a ' physician gave no new orders and the
| medication is administered that it is the correct ‘ ' resident had no adverse effects duc to
m&?mg?}?. at the correct dose, at the correct "+ the error. LPN #6 was re-educated on
s route, althe correct rate, at the correct ime, for - N icati
the correct resident. 2-28-13 by the DNS on medication
j - pass procedures and will complete a
1. Observation of the noon medication pass, on . medication skills competency on
1 02/27/13, revealed a twenly (20) mg tablet of © 3-23-13 with the ADNS.
D'CWOWEQ@FWHS?I given to Unsampled ResidentA {  Resident #13 completed antibiotic
per mouth, Further obyservation revealed a ten ! S— ’ ‘
(10) mg 1ablat of Metoclopramide was gvento o treatment fora unnary tract mfmtan
Unsampled Resldent A by mouth. - . on 3.2-13 ang remains asymptomatic.
' i The family and physician of resident
5 ?;-‘1\!;&‘: OL’the Phy'sigi;n's orders, dated February #13 were notified on 3-1-13 of the
- , Tor Unsampled Resident A revealed bath 73 i d imtiation of the
, the Dicyclomine and Metocloprarmie were f“‘»‘*lrﬂ}. m recerpt 32; 1 j of th
‘ordered to be give via the gastrostomy tube. antibiotic. LPN #2 was re-educated on
3-1-13 by the DNS on the process for
Interview on 02/27/13 at 12:55 PM, with Lisensed ordering new medications from the
Practical Nurse ( LPN) #3 revealed Unsampled pharmacy to prevent a delay in
— - administration
"ORh CHS-2557(G2-99) Previous Versions Otsoiete Event ID: 3055 11 Fasifty ... 3t gonlinuation sheet Page 7 of 27
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F 281 Continued From page 7
ResldentA's medications were given by mouth
, because the resident's condition had changed,

" but the Physician had not weitten an order for the :

. medication route to be changed.

Interview, on 02/27/13 gt 1:00 PM, with the Unit
- Manager of the 100 Hall (UM) ravealed the
, medication had beer ordered to be given by
" mouth untit 1141212 and the order was changed

. to be given by gastrostomy tube due to a change

Lin residant condition. Interview further revealed
. that the resident was now able to swallow the

. madicattons; however, the Physician had not

. written the order to give the medications by the
" oral route.

! Observation of the medication pass, on 02/28/13

_at 8:00 AM, revealad & twenty-five (25)
| microgram tablat of Levothyroxine was given at
~8:00 AM and ordered to be given at 6:00 AM.

!

; 2013, for Unsampled Resident B revealed the
'Levothyroxine was ordered to be given at 6:00

AM.

. Interview, on 02/28/13 at 8:45 AM, with LPN #5
‘reveated Unsampled Resident B's medication
was scheduled to be given at £:00 AM and she

" Review of the Physician's Qrders, dated February -

' had given a second dose at &:00 AM which was a |

“medication error. Further interview revealed she
~assessed the resident and notified 2ll parties
mvolved

' Interview with the Director of Nursing, on

. 03/01/13 at 4:40 PM, revealed giving the
“medication by the wrong route and or at the
wrong time would both be 2 medication errer. The

F 281:

and compieted a medication skills
competency on 3-18-13 with the
ADNS.

3. Licensed Nurses and Medication
Aides were provided re-education on
medication pass procedures, following
physician orders as written, and the
process for ordering new
medications from the pharmacy 1o
prevent a delay in administration, by
the Director of Nursing and/or
Assistant Director of Nursing as of
4/4/13.

i 4. The Director of Nursing and/or
- Assistant Director of Nursing will
i complete medication administration
. competencies with licensed nurses
and/or medication aides 4 times per
week for 4 weeks, then 2 times per
week for 4 weeks, then 2 times
monthly for 2 months. The Director
of Nursing, Assistant Director of
¢ Nursing. Unit Managers and/or
. Nursing Supervisors will review new
- physictans’ orders daily Mon-Fri to

- ensure new orders include an
appropriate route of administration
for the resident and that new orders
for medications were received timely
from the pharmacy. The Director of
Nursing/Assistant Director of
Nursing will report results of

SORM CHE- 256702-85) Provious Versions Obrelete

Evarm 10396811
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F 281 Continued From page 8 F 281" physicians' orders to the Performance

. DON further stated she would expect either of
‘these errors o be reported to the Physician,

. farsily, and Administration. Continved interview i
" revealed she would expect an incident reported to
. be inftiated and medication Errors trackey. :

. 4. Review of Resident #13's rmedical record
- revealed diagnoses which included Dementia,
Cerebral Vascular Accigent (CVA), and a History
of Urinary Tract Infectinns {UTT's). Review of the
- the Quarierly Minimum Data Set (MDS) ’
Assessment, dated 12/03/1 2, ravealed the facility
assessed the resident as having a Brief Interview ;
- for Mental Status {BIMS) of a two (2) out of fifteen
{18). Further review revealed the facility
| assessed the resident as always incontingnt of
. bowe! and bladder and as requiring requiring ;
' extensive assistance with hygiene and bathing, !
| Heview of the Comprehensive Plan of |
Carerevised 02/25/13, revealed the resident fad
~a UT! and the interventions included contact

isgdation,

Review of the laboratory report cutture and
sensitivity data for a urine specimen coliected
02/19/13 indicated the organism was Escherichia -
coli confimed as positive for Extended Spectrum
 Beta Lactamase ( ESBL} (antiblotic resistant ;
- pathegen) and Morganeila morganii. New :
Physician's Qrders were obtained on 02/22/13 for :
Invanz (antibiotic medication) one {1) gram to be
“administered intramuscuytar for seven (7) days.

Review of the Medication Adminis%-raffon Record i
(MAR) for February 2013 revesled the medication |
. Was started on 02/24/13 at 8:00 AM, :

Improvement Committee meeting
- monthly for further review and
recommendation.

Completed by 4/8/13.

5%[3/5
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B 281 . Continued From page D
' Review of the rnterdisdplinary Note, dated
02722113 at 600 PM. by Licensed Practical
“Nurse (LPN) g2 revealed the culture ang
- Sensitivity results were faxed to the physician, a
new order for Invanz was abtained and the
. resident was on contact precautions for ESBL of

the urine.

Interview with Licensed Practical Nurse ( LPN) #2, ;
- on G2/28/13 at 3:45 PM, revealed she hag 7
“obtained the order from the physician the avening
: of 02/22/13 and narmally antibiotics were fulled
“from the facility emergency bax until the ;
- medication arrived from Phammacy. However, :
she stated Invanz was natin the emergency hox, |
; She further stated the order was faxed to
" pharmacy on the evening of 02/22/13 and the i
- medication should have been at the facility by i
02/23/13: however, the MAR Indicater the
- medication was not startad until $2/24/13 at 6:00 ;
AW, two (2) days |ater, :

Further interview with LN £2 on 03/01/13 at

: 8256 PM revesled she did not usually fax

" pharmacy for stat anitbiotics; however, if the A
- medication was not i the Bmergency box it would :

: not think abouyt ordering it stat becayse the
pharmacy ran twice 4 day, at midnight ang at4:30
PM and sha expected the antibiotic would have
been delivered 1o the facility from pharmacy by J
. midnight on the day it was faxed to the pharmacy
{02/22/13), , :
Review of the Pharmacy Requisition Report for
. the Invarz revealed i was faxed to pharmacy on
02/22/13 at 5:08 M. Review of the Proof of

F 281
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F 281 . Continued From page 10 " Fostr

“Delivery from Pharmacy revealed the Invanz

. medication was filled an 02/2213, shipped on

- 02123113 and received By the facility on 02/24/13
at 2:31 AM,

Intervigw, on 03/01/13 at 8:30 PM, with the facllity -
f consultant pharmacist revealed if Invanz hag ;
“been ordered stat, it would have been delivered

: to the facility within four {(4) hours,

, Interview with the Director of Nursing (DXON), on

- 03/01/13 at 5:00 PM, revesled the Inyang should
have been orderad stat from pharmacy since the :
facility did not stock Invang in the emergency box |
- and if the medication was ordered stat it would
“have been at the facility in four (4) to six {8) .
. ours. She stated all Physiciar's Orders were ‘
. reviewad in the morning dlinica meeting Monday 5
. through Friday and the Unit Manager was i S :
check the MARS 2s follow up after clinical to : i _

 at that time, and it must have been missed. : ‘

Further interview revealed it was the expectation - 5

: that antibiotics would be administered the day

they wera ordered. : é
F315. 483.25(d) NO CATHETER, PREVENT T, i F31s
$5=D ' RESTCRE BLADDER ‘ :

'Based on the resident's comprehensive
assessment, the facility must ensure that »
resident who enters the {acility without an
indwelling catheter ig not catheterized unless the
 resident's clinical condition demonstrates hat
catheterization was Necessary, and a resigan! :
:who is incontinent of bladier receivas appropriate
treatment and services o prevent urinary rant

IR CMS-2567102-89) Bravious Verskns Qvsaleta Evanl IDx 355511 Fecillty 10 100022 If contiruation shee! Page 11 of 57



— -

ARAILACTS & SEWET e [ E Y W]

HAND HUMAN SERVICES

PRINTED: 0% 14/20
FORM APPROVE
OMB NC. 0938.03¢

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF terciencies

(51} PROVIDER/SUPRUIERCL 1A

{X2) MULTIPLE CONSTRUCTION

[X3! DATE BUrvEY

AND PLAN OF CORRECTIoM IDENTIFICATION NUMBER. 2 BUILOING COMPLETED
185000 £ WING 03/01/2013
NAME OF PROVIDER OR SUPRLIER STREEY ADDRESS, CITY, $TaTe, 11p cope
BRIDGE POINT CARE AND REHABILITATION CENTER 7300 WOODSPOINT DRIVE
FLORENGE, Ky 41042
4D SUMMARY STATEMENT OF DEFICTENCE 5 1 PROVIDER'S PLAN OF CORRECTION {8
PREF (EACH DEFICIENCY MUST BE PRECEOED BY FuLL PREFiX {(EACH CORRECTIVE ACTION SHOULO RE COME_ETIon
Tag REGULATORY ORLST IDENTIF YING INF DIRMATION: TAG CROSS-REFERENGED TO THe APRROPRIATE DaTE
DEFIGIENGY)
F315. Continued From page 11 & Fats: K318 I . d cath
infections and to restore as much norma| bladder | I Incontinence and cat oter care
function as possible. was completed for resident #) 4
by the certified nursing assistant
? 2028/13 uging proper infection
This REQUIREMENT iz nat mel s evidenced comtrol lechnigue. CNA #5 Wag
; Ry re-educaled on 2/28/13 by the
* Based on Observation, interview, record Féviaw Assistant Director of Nursing on
: 1;;ar]]d ﬁcr‘lity policy, it éwast determined the fgctﬂfty peri-care/fucontinence care,
18led 1o ensure rasidents receive appropriate including care of catheter.
treatment and services to prevent Urinary Tract ding
 Infections ( UTT's) for one (1) of twenty.four (24) . .
: \ : ; 2 v J
sampled residents (Resident #14). < The Director of Nursing, _
; Assistant Director of Nursing,
Observation of £ vley cathater carefincontinence Unit M:anagsr:-f andﬁ?r Nursing
; care for Resident #14 who was being treated for Supervisors will review carrent
“a Urinary Tract Infection for Escherichia Cali residents bowe! and bladder
. Extended Spectrum Beta Lactamase (ESBL) status as of 4/7/13 to validate
- (antiblotic resistant pathogen), revealed poBr vontinued need of catheters for
Infection control technigue. residents whom have a catheer
i L i i idents
The findings include: and that incontinent residen
: have a plan of care that
' Review of Resident #14's clinical record revealeg addresses their
 diagnoses which included Alzheimers Disease, toileting/elimination needs to
. Chranic Kidney Disease a History of Urinary prevent U'TTs as much as
Tract Infections. Review of the Quarterly possilile,
- Minimum Dats Set (MDS), dated 02/14/1 2 '
‘revealed the facility assesead the resident as !
having both long and short term mernory deficit i
; and as having severe impairment in Cognitive !
skille for decision making. Further review '
revealed the facility assessed the resident ag
requiring extensive assistance for personal ;
hygiene.
‘ Review of the Care Ares Assessment Summary
| (CAASY, dated 08/28/12, revealed the resident
required total assistance for incontinense and
|
“ORM CME-2587(02-28) Pravipus Veslars Obgalere Ever: 1239887 Facilly 1D; 100020 ¥ continualion shea) Page 120of27
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F 315 3, Re-education of NUISIE staff wif|

F 215 Continyad From page 12
was unable to report needing to be cleaned or
changed and staf Were 1o use incontinence
products ag ordered,

Review of the Comprahensive Pian of Care,

- dated 0272513, revealed the residert had a
Urinary Tract Infection with 3 goal that the UTT

- would resolve without complications. The
interventions included tontact precautions,

; antibiotics ag ordered and manitor for

' pain/burning and 5igns and symptoms of

i infections, Further

dated 02/ 6/13, revealed the resident hag a

- problem of alteration in continence requiring an
indwelling Foley cathetar related to Urinary

. Retention. The goal stated the residgent would
have no signs ang syrmiptomes of 2 Urirary Tract

- Infection (LT related to catheter placement,

' The interventions included catheter care avery

shif

- Review of the 'aboratory report cukure and

' sensttivity dated 02/27/15 for & urine specimen

. Collected 02/24/13 indicated the organisrn was

- Escherichia Coli g5g1 New Physician's Orders
were obiained on 02/27/13 for Macrobid 100

Observation, on 022813 at 2-20 FM, revealed a
sign on the name plate by Resident #14'5 toor
which stated, "stop and see nurse for
instructions” and there was a bin of plastin
drawers in the hallway by the resident's dogr
containing gowns and gloves. Further

review of the Plan of care,

be coniplered by 4713 by the
frector af Nmiug Serviges,
Assistant Director of Nursing,
anddor Unit Managers, Educatiog
will include the center's
Incontinence Program, including
pericare, catherer care, the bowef
and bladder assesament and
devel()ping Plans of care 1o mee!
2ach resident's individigy] needs,

The Director of Nursing
Services, Assistant Director of
Nursing Servi ces, Unit
Managers, and/or Nursing
Supe_rvisors will complete
random observay ons of
Pericars and/or foley catheter
care skills with ursing staff
weekly for 4 weeks, then 2
thmes monthly for j month,
1eD monthly, A summary of
findings will he Presented at
monthly py meetmg by the
Director of Nursing and.or
Assistant Directar of Nursing
for review and further
recommendationg,

il

b COlﬂf}It}tcd by 4/8/13,

*ORM CME-2567(32.00; Braviaus Verstang Obsolawm Ever: 10: 2655+
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F 315 - Continued From page 13 Fa15.

- observation revealed State Registered Nursing .
- Agsistant (SRNA} #5 gowned ang cloved priorto -
: entering the resident's room and stated this was

- because the resident was ©n contact precautions,
- Observation of Foley catheter care/ incontinence
- care for Resident #14 reveslod SRNA #5 wiped

. 3tool from the residents buttoeks and anal grea,
~and with the same sojled gloves obtained & clesn
- Wet washed cloth and cleansed the residenis

- genital area and Foley catheter,

; Tevealed she failed to remove the sciled gloves
' and wash her hands after cleanging the residents -
, buttocks and anal area and prior to cleansing the
{resident's genital area and Foley catheter,

 Interview with SRNA #5, on 2/28/13 at 500 PM,

Interview, on 03/01/13 at 3:30 PM. with the : i
Birector of Nursing (DON) revealed the facility i

- had just been purchaged by a new Corporation

“and the first thing they rolled out at the facility was |

- inservices and check offs related to infection

“control. Howaver, she Was Unaware If skillg .

. theck offs had been dene for peri care/Foley care ' i

rand stated would need to Check with the Assistant - ’
Birector of Nursing (ADON). _

Intervlew, on 03/81/12 5t 6:50 PM, with the
" ADON/Infection Control Nurse revesled the
facility had an ingervice related to pericare and
- Feley catheter care recently, however, gkill chack
: offs to ensure proper procedure was not done | ;
with staff at that time. : :
F 332 483.25(m Y1} FREE OF MEDICATION ERROR F 332

§5=g RATES OF 55, OR MORE ; . F332
: ; L. Unsampled resident A iz aler g
The facility must ensyre that it is free of ‘ ' oricnéeg With 2 BIMS sc or}e Gf*:n_d
. medication error rates of five percert or greater, : ) : B :’
DRM CMS-ESE?{OE—?Q} Pravicus Verziang Orsolels Evenl I 39551+ Fazifily Iy 1gze I¥ ctnlinustion Sheast F‘age 14 af 27
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? ¢ She 15 ordered and receives 4
F 332 : Continued From page 14 F332' repular consistency HOC PO diet
Family and physician were
: notified 2-27.13 that twa
. . , medications were given by
5 g;?'rs REQUIREMENT is not met as evidencsd mouth with no adverse effocts,
. ? 1 ’ 7
~ Based on observation, interview, record review : hf?‘ ?Ide,:s,,‘:e;f obtained,
+ 8nd review of facility policy, it was determined the erective 2.25-13, that ,
facility failed to ensure that it is free of medication medications may be administered
error rates of five (%) percent or greater. During PEr gastrostomy tube or by mouth
medication the passes, two {2} of the nine (9) _ as tolerated. LPN #5 was re-
| unsampled residents that were given medications - educated on 2:27/13 by the unit :
were either given at the incorrect time or by the . manager on medication pass
incarre.ct route. Two (2) medications were given " procedures and following
by the incorrect route for Unsampled Resident A : physician orders as written and
: and one {1) medication was given at the wrong N ' o :
time for Unsampled Resident B. These j completeda mf{,‘:;“l“; Sf,“;ilf:h
medication errors resulted in a medication error ; competency on 3/18: With the
"rate of seven percent (7%). ! . Assistant Director of Nursing,
| Ths findings include: The family and physician of
- unsampled resident B were
| Review of the fgcr‘h‘ty Long Term Care Facilitys . notified on 2/28/13 of the
“Pharmacy Services ang Procgdures Manyal, : i medication error, The physician ‘
i revised 05/01/10, reveslad prior to administration ! ave 1o new orders and the !
- of medication, facility staff should take a1 e had 7o adverse effucte
. measures required by Facility Palicy ang Csident qa ;ri e effects
' Applicable Law, including; verify each fime a | | duetotheemor, LPN #6 was re-
medication is administered that it is the correct : educated on 2/28/13 by the
: medication, at the correct dose. at the carrect Director of Nursing Services on
raute, at the correct rate, at the correct time, for . medication pass mrocedures and
- the correct resident, . will complete a medization skills
Ob tion of the dicatic - competency on 3/23/13 with the
paea on OF the noon medication pass, on 5 istant Director of Nursin
02/27113, revealed & twenty {20} my tablet of : ! é;:m CT: o e
Dicyclomine was given 1o Unsampled Resident & o
. Per mouth. Further observation revealed, a ten . rectar od R e i
(10} mg tablet of Metoclopramide was given to 2. T"*P”‘emf‘ of Nursing,
Unsampled Resident A by mouth. Assistant Director of Nurmr:]g,
5 ' ; Unit Managers and/or Nursing ;
FORM CAMS-2£87(02.96) Previcus Versiens Qusolets Evant 10: 395511 Fatuis i v ft CONUNURNGD sheal Pags 15 of 27




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

PRINTED: 03/14/2013

FORM ARPPROVED

OMB NO. 0938.0391

. 2013, for Ungampled Resident A revaaled both
the Dicyclomine and Metoclopramide were
. ordered to be give via the gastrostomy tube.

' Practical Nurse (LPN) #5 revealed the

- medications were given by mouth betause the
i resident's condition had changed; however, the
_Physician had not written an order for the

- medicaticn route to be changed.

' Interview, on 02/27/13 at 1:00 PM. with the Unit
Manager of the 100 Hall (UM}, revealed the
" tedication had been ordered to be given by
“mouth until 11/12112 and the order was changed |
: & be given by gastrostomy tube due to & change
- in resident condition. Interview further revealed
_that the resident is now able tr swallow the
"maedications, however, the Physician had not !
- written the order to give the medications by the
! oral route. §

. Qbservation of the medication pass, on Q212813 .
at 8:00 AM, revealed a twenty-five {25)

; microgram tablet of Levothyroxine was given at ¢
8:00 AM and vrdered o be given af 6:00 AM for

. Unsampled Resident 8.

Review of the Physiclan's Orders, dated February ﬁ

2013, for Unsampled Resident B revealed the i

Levothyroxine was scheduled to be given at 8:00
" AM.

s Interview, on 02/28/13 at 8:45 AM, with LPN #6
 revesled the medication was scheduled to be
E given at 6:00 AM and she had given a second

' Review of the Physician's orders, dated February |

interview, on 02/27/13 at 12:65 PM, with Licansed

T

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA 23 MULTIBLE CONBTRUCTION (%3] DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFIGATION NUMBER; A BLILOING COMPLETED
185090 B WING — 03/01/2043
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Supervisor reviewed
: ; ‘stetan’ ers of current
F 332 Continued From page 15 ¢ gqp  Physician’s orders ¢

regidents to determine il arders
had heen transcribed to be
aiven via the correct route; and
compared physician's orders 10
the MAR to determine
medications were on the MAR
to be given at the correct time
per MTD order as of 4/771 3. T:hf:
responsible party and physician
will be notified of any issues,
and any new orders obiained
followed as given,

Licensed Nurses and Medication

Aides were provided re-
education on medication pass
: procedures and following
:  physician orders as written, by
i the Director of Nursing and/or
Assistant Director of Nursing as
- of4713

The Director of Nursing and/or
Assistant Director of Nursing
will complete medication
adminisiration competencies
with licensed nurses and/or
medication aides 4 times per
week for 4 woeeks, then 2 times
per weck for 4 weeks, then 2

times monthly for 2 months, The

Director of Nursing, Assistant
Drirector of Nursing, Unit
Managers and/or Nursing
Supervisors will review new

FORM GMS-2557(02-52) Previcus Versions Dbsolele Evesl ;395517

Facility 10 100022
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. physicians’ Orde:r«: daily Mon-Fri
F 332 - Continued From page 16 F332 {5 ensure new orders include ap
dose at 8:00 AM. Further interview revealed she : appropriate route of
' assessed the resident and netified all parties administration for the resident.
: involved. The Director of
" Interview with the Director of Nursing, on Nursing/Assistant Director of
D3/01/13 at 4:40 PM, revealed giving the Nursing """"_” report results of
medication by the wrong route and/or at the competencies and reviews of
wrong time would bath be a medication error, The new physicians' orders 1o the
DON further stated she would expect either of Performance lmprovement
i these errors to be reported to the Physician, Committee meeting monthly for
‘ family and Administration. The DON further state ; fursher review and
f 'sr]e‘ would expect an.inc:‘rdvant reported to be recommendation.
initiated and medication errors tracked. iq \?'
Far A"

F 371 483.35(i) FOOD PROCURE,
55:£ ;. STORE/PREPARE/SERVE - SANITARY

The facility rust -
(1} Procure focd from sources approved or

. considered satisfactory by Federal, State of local

| authorities; and
_{2) Store, prepare, distribute and serve food
: under sanitary conditions

i This REQUIREMENT is not met as evidenced

by:

Based on observation, Interview, record review

" and review of facility pdlicy it was determined the

~facility falled to engure food was stored, prepared
and gerved under sanitary conditions.

- Observations, on 02/27/13. revealed a tragh can

near a food preparation area had gnats present

: when the fid was lifted; coffee cups with dried

" brown substance on the inside of the cups; the lip |

; on the serving caunters were sticky; # spoodlg in

Completed by 4/&/13,

Pl

1

cleaned e the kitchen staff on
2/2813 The coffee cups and

clear plastic cups were inspected

by the Mutnitional services
director on 2:28/13, Cups foun

te he stained were sither cleaned

or disposed of and new mugs
were placed tato service. The
serving cowslters were cleaned

the kitchien stafl an 22733, The

utensils in the serving drawer
were re-washed by the kitchen

staff on 212713, The drawer with
the wtensils in dlﬁ’ arend directions

was emptied, the utensils were

The trash cans in the kitchen wore

d

by

TORM CRS-2567(02+281 Pravious Veisions Obsolele geent 107395511
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- : : rewashed, and stored
F 371 i ioﬂtlnl}@{‘j; };rom page Td? ib y =37 apg:aﬁ‘mpﬁatcly an 273713 h}' the
the utensi r::zwer with dried browT; resioue and kitchen staff. The bucksplash af
- the handles of utensils pointed In different the trav line was cleaned by the
* directions; the back splash extending from the Kitch Y ) ;‘f n ,]:', 19 hJ:E
tray-line had greasy/sticky build-up: 2 cereal itchen stalr on 2le ool 1ue
dispenser that had build-up of dust and grease cereal dispenser and the door
coating the outside of the dispenser; doar and handle on the reach in were
- door handle of the walk-in refrigerator with cleaned by the kilehen staff on
buitd-up of grease and dried food; fried chicken 22%413, The chicken, meathalls,
ztcred il;; ‘th&‘; walk-gg \.;\lrith gthdate of DitE.f'I 8213 (t?-. and the white liquid, were
ays earlier), meaiballs with sauce stored I the disposed of by the food service
- walk-in dated (12/23/13 (4 days earlier), a white oy . ry ; .
i N ) ; ‘ director om 2727/13, The floors
cream liquid stored in the walk-in not labeled and . the freezer and deied store
dated 02/21/13 (8 days earlier), dirty and sticky on. the ITECZEr 2nd GrIEd S10
'floors in the walk-in freezer and dried store room rootn were mopped and cleancd
_and the dishwasher rinse cycle registering 150 by the kitchen staff on 2727103,
. degrees Farenheit required temperature shauld The dish machine was serviced
_be 180 degrees Farerheit). by ecalab on 2/27/1% allowing for
o a low.rinse bleach solution to be
The findings include: : in effect permanently to properly
; . . i clean/sanitize h the event the
' Review of the Census and Condition. dated ; i b jfz;:rahcatc;go?s not hit 180
02127113, revealed fourteen (14} of the ? OOster heat N,
_one-hundred thirty-six (136) residents were tube degrees on the final rinse. A
feeders. Cleaning Schedule was posted in
| the kitchen on 3/12/13 by the
' 1) Review of the facility policy titied "Food Nutritionsl Services Director.
- Preparation”, dated 07/08, revealed food
: preparation procedures were to be used that The cenler recomlizes residents
| th"f? ‘?‘?”;?T'”?t’?” bé’ pgteﬂ;}ai:y harmiul henefit frotn proper sanitary
Physical, biological and chemical contaminafion. conditions in the kitehen. The
- In addition, all staff were to use serving utensils Kitehen was desp cleaned by the
. appropriately to pravent cross contamination. Pl s T ROl T M
prop dietary staff on 3712713, The
 Chservation of the kitchen, on 02/27/13 at 8:30 dietary staff were re-educated by
_AM, revealed twelve (12) out of fifteen {15) cofiee . the Matritional Services Dhrector
" ¢cups stored on @ tray had dried brown residue ‘ as of 477113 om the departmern
_ingide the cups, Further observation revealed Cleaning Sehedule. The dish
celeven (11) out of gleven (11} clear plastic cups machine was repaired o 227713,
“ORM CMS-2367((308) Piavious Veisicas Gbaolele Ewvenl 0} 3855 1% Facllily i R _f-;;
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‘ stored on a tray had an off-white residue build-up -

" on the inside of the cups. Continued observation
' revealed when a lid of a tragh can was opened

that was adiacent to a food preparation area, wo

" (2) gnats flew out of the trash can.

' Continued observation of the kitchen, on 02/27/13.

: food preparation counters were sticky with grease

. spoodle with dried brown residue and the handles

at 8:45 AM, revealed the lips on the edges af the
build-up. A plastic storage bin contained a

of the utensils in the container were pointed in

- different directions. Further obgervation of the ‘
' back splash area exterxling from the tray-line had
 greasy/sticky build-up.

Additional observation of the kitehen, on Q2/2713

" at 9:00 AM revealed a cereal dispenser that had
build-up of dust and grease coating the outside of ;

| the dispenser. Further observation of the walk-in

' refrigerator revealed the door and door handle of

: the refrigerator had build-up of grease and dried
fond. Continued observation reveslec fried

. chicken stored in the walk-in with & date of

L 02/18/13 (9 days earier), meatballs with sauce

stored in the walk-in dated 02/23/13 (4 day=
earlier) and a white cream [liguid stored in the
walk-in not labeled and dated 02/21/13 (6 days
earliert, In addition the floor underneath a black

“mat in the walk-in freezer had food and brown .

sticky substance under the mat. Cbservation of

. the dried good store raom revealed there was .
. crumbs and sticky substance on the floor, ‘
_ Continued observation of the kitchen revealed
“there was not a cleaning schedule posted.

Interview with Dietary Aide # 1, on 02/28/13 at

9:50 AM, reveated everyone ia dietary was

was re-educated by the

Adminigtrator on 3413 on
kitchen cleanliness and sanivation
to include food storage, utensil
storage, dishwasher temperatures
and/or marual washing
procedurcs. Dietary staff were te-
educated on 3/11/13 by the
Nutritional Serviees Director on
kitzhen cleaniiness and sanitation
1 inchude food storage, utensil
storage, dishwagher temperatures
and‘or nianual washing
procedures.

The Administrator, Registered
Dietisian, and'or Nutritional
Services Director will conduct
kitehen sanitation audits 2 tmes
weekly far 4 weeks, then 2 thnes
monthly. The Dictician andéor
Nutritional Services Director will
report findings to the
Performance Improvement
Cornmittes monthly for review
and further recommendations.

Completed by 4/8/13

4l8le
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F 371 Continued From page 19
" responsible for cleaning the area in which they
_worked that day. Additional observation revealed
* everyone that worked in the Kitchen was obligated |
. to check dates on items in the refrigerator to
" ensure food is discarded after three (3) days.
. Further interview revealed as far as deep
' cleaning there usad to be a schedule on the
 board outside the managers office, but there had |
‘ not bean one in awhile and staff just knew they ¢
. were supposed to make sure everything is
" properly cleaned at the end of their shift.

" Interview with Dietary Aide/Cook #2, on 02/28/13 |
- at 10:15 AM, revealed the floors were cleaned at
" the and of the day in the main kltchen area; 9
. however, wasn't sure about the floors in the
refrigerator, freezer or dry good store room. She |
: stated she thought Dietary Aide/Cook #3 came in ;
“and did deep cleaning once per week, She :
. indicated that sometimes there was a cleaning

! schedule o the busrd outside the Dietary
Managers office but there had not been one in
fawhile,

Interview with Dietary Aide/Cook #3, on 02/28/13
at 1:40 PM. revealed every Tuesday he put the

. food delivery up as it came in #nd also did some

" ¢leaning. He indicated he and the Dietary

. Manager discussed what needed to be deep :

| cleaned that day and due to limited time some of .
the "miner things got missed”. He stated the

| cereal dispenser was taken apart and run through
the dishwasher every one {0 two weeks and it just

- depended upon who could get te it. Additional
interview revealed he mopped the floors in the

. dried good stock rgarn, the freezer and

- refrigerator once & week after stock was
delivered and put away.

ORM CMS-2587(07. 5] Pravious Vemions Obsdisle Bvenl 1D, 308619
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F 371, Continued From page 20 Fart

- Record review and interview with the Dietary
Manager (OM), on 02/28/13 at 2:00 PM, reveaied
a Nutrition Services Cleaning Schedule had not
been posted since 0111 813 which Included

- cleaning above and below work tables, cleaning

" of the walk-in refrigerator and freezer, and stock

' room. Additional record review and interview

" revealed cleaning the cereal dispenser was not

- on the cleaning schedule. The DM stated he and |
Dietary aide/Cook #3 would pick an area and do
deep cleaning on that area once a week. The DM

"indicated he needed to ensure a cleaning '

. schedule was posted s that all areas of the

" kitzhen could be deep cleaned weekly.

" 2) Review of the facility policy titted "Wars

| Washing', dated 07/08, revesled all dishware
“would be cleaned and sanitized after each use
and all dish machine water temperatures was
" maintained in accordance with mamfacturers :
" recommendations for high témperature

! machines. '

| Ohsarvation of the dish machine area, on
Q2427113 at 915 AM. revealed stafi ran dirly
! dgishes through the dizh maching and the
termiperature of the high temperature ringe gyele |
was one-hundred fifty degrees Farenheit (150 F},
Review of the facllity's Dish Machine Temperature |
L.og, dated February 2013, revealed the rinse
tesrm parature was documented as being between
(180-185 F from 02/01/13 through breakfast
. {(¥2/25/13. Further review of the log revealed the
_ringe temperature was 150 F on lunch and dinner ; N
. (12/25/13, lunch 02/26/12 and 140 F for dinner om '

022613,

TORM CME-2587102-69) Previous Vamions Obsolats Evenl 1385511 Facillly 1D: 100022 ¥ sontingation sheel Page 2 of 27
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" i the facility,

F 371 Continued From page 21
' Interview with the DM, on 02/27M12 a1 10:30 AM,
revealed he could not locate manufacturer's

guide-lines for what the temperature of the high

. temperature rinse cycle should be to effectively
" manitize the dishes; howaver, per facility protocol
it shoutd be one-hundred and eighty degrees
' Farenheit {180 F). When asked how was he

.. going to ensure residents were served food on
‘ dishes that were properly sanitized, he indicated
. he would have to run the dishes through the dish
! machine again &nd add bleach and coniinue that
. process until the facility either switched to a
'ehemical means of sanitizing the dishes or
repaired the hot water heater,

F 441 483.65 INFECTION CONTROL, PREVENT

The facility must establish and maintain an
Infection Controt Program designed to provide &
. safe, sanitary and comfortable gnvironment and |
o help pravent the develspment and transnmsmon
~of disease and infection. i

“{a) Infection Controt Program

: The facility must establish an Infection Cantrol
Program under which it - :
(1) Investigates, controls, ang pravents infections |

- {2) Decldes what proceduras, such as isotation,

f should be applied to an individus! resident; and
,{3) Maintains a record of incidents and corrective |
' actions related to infections. :

(k) Preventing Spread of Infection

{1) When the Infection Controf Program
. determines that & resident rnesds isolation to

prevent the spread of infecton, the faclll?},r must

: isolate the resident.

F371:

Fﬂizﬁé

F441

Ticontinence and catheter care
was completed for resident #14
by thé certified nursing assistaut
on 2/728/13 using proper infection
control technique. CNA #5 was

FORM CMB-2557(02-891 Privitus Versions Obsoleke

Event 0395511
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F 441 Continued From page 22 B4l rehef:iucated‘su 2/28/13 by .'{%IB
(2) The farility must prohibit employees with a : Assistant Directo? of Nursing on
gommunicable disease or infected skin lesions peri-Care/IncoLtinence care,
from direct contact with residents or their food, if including care of catheter.
. direct contact will transmit the disease. Incontinence and catheter cars
" 13) The facility must require staff to wash their was completed on resident #7 by
hands after_ each direct resident contact for which the LPN and STNA on 2/287/13
hand washing is indicated by sccepled : using proper infection control
| professional practice. technique. LPN #4 was re-
_‘ (c) Linens edua::aimi on 2/28/13 b}.' thcfz
| Personnel must handle, store, process and Assistant Director of Nursing on
transport linens so as to prevent the spread of peri-care/incontingnce chre,
| infection, including care of catheter. The
wash pan in the bathroom of 318
was discarded, replaced, labeled,
- _ _ and properly stored by certified
; g:‘:'s REQUIREMENT is not met as evidenced nursing assjstant on 2/27/13. The
. Based on observation, interview, and review of wrinal.in room 313-2 was
 facility policies, it was determined the facility e:ifyst:zt.n:i_'a-;:i¢ mplac.ed and}abelad
“fafled to maintain an Infection Control Program t certified mursing assistant on
: designed to provide a safe, sanitary and : 2/27/13. The emesis basin in
' comfortable envirsnment and to heip prevent the | room 318-2 was discarded,
f:ievel_opment and transrmigsion of disease and replaced and labeled by cartified
- infections. marsing assistant on 2/27/13.
: , The urinal in room 308-1 was
: Observation of Foley catheter carefincontinence Farard
- care for Resident #1{4 and Resident #7 revealed dlsmm? d, rq)lac'&d and_laiaa.fcd
, poor infaction control technlque lfy certified nursing assistant on
, 2127713, The ice chest and scoop
Ohservation during initial toyr, on 02/2713 on the 100 hall were taken to the
revealed urinals which were unlabeled and kitchen on 2/27/13, emptied,
undated, bed pans which were unlabeled and cleaned and returned to service
,un baggled.,a_n unlabeled emesis basin at the sink v the-dietary department, The
‘ina ?esldaan room, awash pan in the ficor of & - coneierge was re-educaied on
;em::ient bathroom. and plungers in resident procedure of ice pass following
. bathrogms. ; p _ : )
' infestion control practices on
3/11/13 by the Assistam Director
ZORM CME-2567[02-99) Pravious Verslons Obsolsle Even! 1D: 395511 Facllity of Nursing, The toilat plungers ’;'g;
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- Mhsaryvation, on initial towr on D2/27/12, revealed
tie ice chest which was in use was laft in the 100

* hall with the lid open and the scoop inside tha
chest on the e,

;' Crbwervation, on initial tour, an 02/27/13, revealed
. the 100 hall to have toilet plungers in twa (2) of
" the facility's resident bathrooms,

. The findings include:

- Review of the facility "Peri Care/Incontinence
' Care Competency General Overview” Palicy,
. dated G3/10, revaalad & section entitled,

"o pleting perineal care of the resident with an
. indwelling catheter, revealed the steps inolided;
| putting on tlean gloves, use a clean wash ¢loth, !
. wipe in a cireular motion along the length of the
| catheter about four (4) inches,

i 1. Observation of Foley catheter care/ :
" incontinence care performed, on 02/2813 at 2:20 |
P, for Resident #14 revealed Siate Registered |
' Nursing Assistant {SRNA) #6 wiped stool from the
. residents buttocks and anal area and with the f

same soiled gloves obtained a clean wet washed

clath and cleansed the residents genital area and |
| Foley catheter. :

: Interview with SRNA #6, on 2/28/13 at 2:00 PM,
“revealed she agreed she failed to remove the

- suiled gloves and wash her hands after cleansing :
“the residents buttocks and anal area and prior to
_tleansing the resident's genital area and Foley

s catheter,

(2. Observatlon of Foley catheter
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F 441 Continved From page 23 F 441 inrocms 110 & 111 were

removed by the maintenance
direstor on 2/27/13. The floars In
roorn 110 & 111 were cleaned
and disinfected by the
housekeeper on 2/27/13.

Center rounds were completed on
2/28/13 and 3/1/12 by the
Administrator and Infection
Control Coordinator to identify
anv other infection control issues,
Any idemified concerns were
addressed,

3. Re-edueation of pursing staff will

e completed by 4/7/13 by the
Director of Nursing Services,
Assistant Director of Nursing.
and/or Unit Managers. Education
will include the facility's
infection control program.
guidelines to prevent the
development and transmission of
infections. pericare/foley catheter
care, dating, labeling and propar

‘ storage of resident care supplies,

hand washing. aud glove usage,

Re-education of facility staff,
nursing and non-pursing, on
sroper storage of plungers and
procedure for ice/water pass, lee
chest and scoop storage, will be
completed by the Admimsirator,
Mainienance Dircetor, Director

‘ORI CMS-256T(02-8%) Pravizus Versions Obsolele Euent 10 395511
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: . Wursing, Dietary Manager, and
F 441 - Continued From page 24 Faat N g, Dietary Manager,

. carefincontinence care for Resident 7, on
2/28/13 at 10:06 AM, revealed Licensed Practmal

" Nurse (LPN) #4 cleansed stool from the
resident's buttocks and with the sarme soiled

| gloves obtained a clean wet wash cloth and

' glamnsed the residents genital area and Foley

3_ catheter.

Interview with LPN #4, on 2/28/13 at 2:45 PM,

' revealed she had not washed her handg and
changed gloves after cleansing the resident's

© buttocks and prior to perfarming Foley catheter

care.

' Interview, an 03/01/13 at &:50 PM, with the

: Assistarnt Directer of Nursing (ADONY Infection

" Control Nurse revealed the facility had an
inservice related to pericare and Foley catheter

| care recently, however, skill check offs to ensure |

proper procedure was not done with staff at that

Cfime.

. 3. DObservation, on 0272713 from B:30 AM to

| 6:30 AM, revealed there was a wash pan in the

floor of the bathroom of Room 318, a urinal on

 the bed rail of Room 315-2 with no name or date,
an emesis basin at the sink with no mame in

- Room 318-2, and a

urinal with nio name or date

. on the bedside table in Room 308-1.

Imterview, on 03/01/13 at 8:35 PM, with the DON,

" there was no written policy related to urinals or
ked pans. She stated they asked CNA's o label
the urinals with resident names and place in

_privacy bags on the side of the beds. She further

| stated the urinals were to be changed when
abviously soiled. Further interview revealed the

' bed pans should be

lzbelad with the resideny's

Housekeeping Director as of
4/7/13.

3. Infection Control Surveillance
rounds will be completed
weekly by the Administrator,
Director of Nursing Services,
Assistant Director of Nursing
Services for 4 weeks, then
monthly. Surveillance will
include proper storage of
resident care items ie: bedpms,
urinals, emesis hasins,
plungers being stored
appropriately, and ice
chest/scoop storage. The
Director of Nursing Services,
Assistant Director of Nuraing
Services, Unit Managers,
and/or Nursing Supervisors
will complete random
observations of pericare and/or

. foley catheter care skills with

! mursing staff weekly for 4
weeks, then 3 times monthily
for 1 month, then monthly. A
summary of findings will be
presented at monthly PY
meeting by the Director of
Nursing and/or Assistaut
Director of Nursing for review
and further recommendations.

‘ORI CS-2567(02-20) Previsus Versions Obsolale Event 1D: 395817
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F 441 Continued From page 26 ; F 441!
: name or room number and placed in a bag and :
~ putin the closet or in the bedside cabinet.

Interview, on 02/01/1 at 6:50 PM, with the
- ADON/Infection Control Nurse revealed wash
pans shauld not be left in the floor, urinals shauld
' be iabeled with room and bed number, emesis
. basins should also be labeled with room number
and bed numbear or name, and bed pans should
be labeled with room number and placed in ;
plastic bag and put in the resident's drawer or the
: bottom of the closet.

4. Observation during inltial tour, on 02/27/13 at
. 11:80 AM, mevealed there was an ice cheston the
100 Hall, with the lid opery. The scoop was inside
the ice chest. ; ,

Interview with the Concierge, on G2/27/13 at
11:50 AM, revealed she passed the ice and the
. normal process would be to close the lid and

" place the scoop in the holder on the cart,

" Intervienwy with the Director of Nursing, on :
- 03/01/13 at 4:40 PM, revealed the facility did not i
have a policy for infaction control retated to the ‘
' ice chest however, her expectation was that the
lid would be closed and the scoop kept in the
. container on the outside of the chest.

. B, Observation during initial tour of the 100 Hall, |

“on 02/27/13 at §:10 AM, revealed the bathroom in

_room 111 to have a toilet plunger beside the toilet. ;

" The plunger was sitting on plastic with a liquid _

. substance running off of the plunger and plastic

" onto the floor in the bathroom. Further “ :

_ cbservation revealed the tailet to have a gray . : '

- frothy substance-in the bowel, Additionally, the ' ;

Fagcllity 1D: 100022 ¥ eorlinuglion skeat Page 26 of 27
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F 441 Continued From page 28 _
" athroom in raom 113 had a toilet plunger beside
the tailet, The plunger was in & plastic bag. The
- maintenange director rermaoved the plunger from
_the bathroom. A brown substance remained on
- the tlles when the plunger was removed,

; Interview with the Maintenance Director, on
D2/27/13 at 9:25 AM, revealed the rooms had not

: been reported to maintenance ag having any '
issues. He further stated his staff did not leave

: the plungers in the bathrooms.

: Interview with the Infection Contral Nurse on

DIO1M3 at 7115 PM, revealed the facility did not

- have a policy related to the plungers in the
resident's bathrooms. Further interview revesaled

. the plungers should not have beenin the
resigent's hathrooms. Additionally, the infestion

; Control Nurse revealed this was an infection

feentrol issue,

'ORM CMS-2587(24-08) Previous Versions Obsolste Eveni [y 335511
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NAME Of PROVIDER OR SBUPPLIER STRELT ADDRESS, CITY, STATE, ZIF CODE
B NTER 7300 WORDSA CINT DRIVE
BRIDGE POINT CARE AND REHABILITATION CE FLORENCE, KY 41042
: SUMMARY STATEMENT OF DEFICIENCIES - o - PROVIDER'S PLAN OF CORRECTION s
F(-:E};E( (paCH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX (EAGH CORREGTIME ACTION SHOULD BE oM 1o
TG | REGLULATORY OR LSC IDENTIFYING INFORMATION; tTAB CROSS-REFERENGED TO THE APPROFRIATE
i “This Plan of Correction is prepared  ———
_ c L oot and submitted as required by law. By
K 000 ¢ INITIAL COMMENTS : i submitting this Plan of Correction,
b 2 6483.7 BridgePoint Care & Rehabilitation
CFR: 42 CFR§463.70 (a) ‘ Center does not admit that the

deficiency listed on this form exist,

E nor does the Center admit to any
_PLAN APPROVAL: Corstruction Date 811069 statements, findings, facts, or
conclusions that form the basis for the
alleged deficiency. The Center

RUILDING: 01

. SURVEY UNDER: 2000 Existing

. FACILITY TYPE: SNF/NF ! ! reserves the right to challenge in legal
' ; | and/or regulatory or administrative
TYPE OF STRUCTURE: One (1) Story, Tyoe Hl 2 . proceedings the deficiercy.,

{000) Unprotected i .| statements, facts, and conclusions that
GMOKE COMPARTMENTS: Nine (9) smoke | - form the basis for the deficiency.”

* compartments.

| COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

K

1. The dodrg located in the smoke barriers
dogatéd in the corridors near rooms 101,
112,202, 211 were adjusted by the

FULLY SPRINKLED, SUPERVISED (Dry

SYSTEM) ; 9

S _mg}ptenané@“dwectcr to engure closure to
EMERGENCY POWER: Type I} Diesel : - resist the pessage of smoke on 3/7/13.

- Generator. | | The work completed now allows for the

doors to close leaving only the minimum
< clearance necegsary for proper operation
Aife safety code survey was conducied on ‘ and it does net tnclude undercuts, louvers,
' p2/27M3. The findings that follow demonstrate or grilles ' '
noncompliance with Title 42, Code of Federal j X
- Regulations, 483.70 (a) ol s8g {Life Safgty from 2. The Maintenance Director completed

_Fire}. The faclity was found not to be in :
' substantial compliance with the Requirements for rounds with the surveyor on 2/27/13
when ne additional concerns related to

Participation for Medicare and Medicaid. The

e tzcility is licensed for one hundred fifty-one (151) P B smoke barriers were noted.
_ beds and the census was one hundred hirty-six ’
(136 the day of the survey. ‘ 3. The Maintenance Director was re-

educated by the Administrator on

FVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE l ’ . Tl!!_‘&E /K%FD?;}

sevy dg Ement ending with an asterisk (¥} denotes 5 deficiency which the institution may be gxcusad from comacting providing it 1S determinad that
Aharaataguards provide sufficient prataction o the patiants, (See instructions.) Excapt for nureing homes, e fndings slated zbove are disgiosable 90 days
corraction is provided. For nurging homet. the apave findings and plans of comection ate disciosabie 14
tad, an approved plan of Comectian i requitihe 10 continued

alivwing the date of survey whether or nol 8 plan of :
~ lays foliowing the date these doeuments ars made available to the facitity. If deficiencies are &
rogram pariipatian.
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K 000 ' Continued From page 1 ¥ goo‘i. 3/4/13 on Life Safetyfod:ssag&
 Deficiencies were cited with the highest P requirements for smoke P
deficiency identified al "F" tevel. requirements.
K 027 NFPA 101 LIFE SAFETY CoDE STANDARD KQzy

88=F
_Door openings in smoke barriers have al least a
| a0-minute fire protection rating or are al least
_1%4-inch thick sofid bonded wood core. Non-rated |
: protective plates thal do not exceed 48 inghes
_from the bottomn of the door are pesmitted,
| Hortzontal sliding doors comply with 7.2.1.14.
Doors are seif-closing or automatic clasing in
accordance with 19.2.2.2.6 Swinging doors are
ot required to swing with egress and positive !
latching is not required.  18.3.7.5, 18.3.7.6,
'183.7.7

This STANDARD is not met as evidenced by, i
Based on observation and interview, it was "

- determined the facility failed to maintain smoke

' barrier doors to resist the passage of smoke,

. according to National Fire Protection Association |
(NFPA) standards. The deficiency had the i

potential to affect five {5} of nine {8) smoke :

barriers, eighty-seven (87) residents, staff and

vigitors.

' The findings inchsde:

Observation, on 02/27/13 betweer: 1:30 PM to
200 PM, reveated the doors located in the smoke |

barriers located in the corridors near roams 101,

142, 202, and 211 did nol completely close e

- resist the passage of smoke.

nterview, on 02/27/43 & 2:00 PM, with the
- Maintenance Dlrector, revealed work needed to

4. The Maintenance Director will
inspect the doors monthly for 3 months
o determing proper operation. The
nMaintenance Director will report the

' jnspection outcomes w0 the Performance
Improvement Committee mamhl?r for
further review and recotrmendation.

| 4hle
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K 027 Continued From page 2 : KQz27
. be cornpleted on the doors and he would start on :
them immediately. :
' Reference: NFPA 101 (2000 edition) f
8.2.4.1* Doors in smoke barriers shall close the
opening leaving only the minmum ¢learance i
necessary for proper operation and shall byer
without undercuts, louvers, or grifles.
" Centers for Medicare and Medicaid Services "
 survey and certlfication letter: 7-1 8 K056
K 056 NEPA 101 LIFE SAFETY CODE STANDARD Koss 1 A contractor has been contacted 0
§5=D:  install an extenior sprinkler to cover the
' there is an auiomatic sprinkler system, it is overhang located outside of the 100 wing
installed in aceordance with NFPA 13, Standard hall exit extending out from the building.
for the Ins:allation of Sprinkler Systems, to _ © The contractor will have the work
. provide complete coverage for all portions of the | ' completed by 4/7/13.
‘puilding. The system is properly raintained in ; "
- accordance with NFPA 25, Standard for the ; f‘ : i
Inspection, Testing, and Mainterance of ;' 2. The M;}zmﬁnﬂncg Dfrm‘tﬂa‘ ﬁ;ﬁ?]emi
Water-Based Fire Protection Systems. Itis fufly rounds with the surveyor on 2/27/13 when
 supervised. There is a refiable, adequate water ., me additional concerns were noted related
_supply for the systerm. Required sprinkler | to the sprinklers installed under exterior
' systerns are equipped with water flow and tamper : i reofsor CANopics.
“switches, which are electrically connected to the »
' building fire alarm system.  12.3.5 . 3.The Maintenance Director was re-
. educated by the Administrator on
P3/4/13 on Life Safety Code
requirements for sprinkler installation.
' This STANDARD s not met as evidenced by: . . . 4[3*13
 Based on observation and interview it was 4. The Maintenance Director will
determined the facility failed to ensure the completed sprinkler inspections/testing
B building had & comptete sprinkler sygterm, in per center routine/preventative
asrordance with NFPA Sténdards. ' i e
. . rt results
_ Y maintenance program and repo
- The findings include: to the Performance {mprovelm'ﬂﬂ ‘
Commitiee monthiy for further review
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K 056 Continued From page 3
" Observalion, on 02/27/13 at 1:30 PM, revealed
_one (1) overhang that was located autside of the .
* 100 Wing Hal Exit extended out from the building !
. four (4) foot or greater that was made of ;
" zornbustible materials and were not sprinkier

* protected.

! Interview, on 0272713 at 1:30 PM, with the ;
Mainlenance Director revealed the overhang was

- marde of combustible materials and he was not
aware the overhang nesded to be sprinkter

[ protected,

. Reference: NFFA 1 3 (19008 Edition) 5-13 8.1

_ Sprinklers shal be installed under exterior roofs
' or caropies exceeding 4 Ft. {1.2 m) in width.

. Exception: Sprinkiers are permitted to be omitted
" where the canopy or roof is of noncombuslible or
: limited cornbustibie construction.

‘D Rkl
PREFIX (EATH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENSY}
K 056,
|
1
i
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