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F 155 Continued From page 1

A record review revealed Resident #1 was
admitted to the facility on 07/08/10 with diagnoses
to include Fractured Femur, Hyperiension {HTN),
Esophageal Reflux, Depressive Disorder and
Bipolar Type Il.

A review of the Comprehensive Care Plan, dated
0712011, revealed "mood and behavior

; problems"” related to socially Inappropriate

' behaviors of yelling and being resistive to care.
Physicalfverbal abuse and wandering were added
1o the care plan on 08/31/11. interventions
included if the resident exhibited abusive behavior
toward the stafl and was resistive to care, to stop
and try again later, if he/she refused care, get
another staff member to try to approach the
resident.

" A raview of the significant change Minimum Data
Set (MDS}, dated 09/09/11, revealed the resident
to be cognitively intact with a Brief inferview
Mental Status (BIMS) score of 13, and required
fimited assistance of two staff for ambulation

" while up in the coridor,

An interview with Resident #1, on 09/27/11 at
9:30 AM, revealed he/she felt he/she was no!
being treated with respect, due to receiving

" injections after he/she refused tham. The resident
stated the injections do not make him/Mmer feel any
better.

A review of the nurses’ notes, dated 09/08/11 at
6:00 PM, revealed Resident #1 became agitated
and was not easily redirected by the stafl. The
physician was notified and an order for Ativan 2
milligrams {mg) IM, one time dosa, was received.

\ executed because it is required by the provisions of i
F 185 | State and Federal Law and not because Glasgow
Health and Rehabilitation Facility agrees with the
| citations noted on the pages of this Statement of
! Deficiencies. Glasgow Health and Rehabilittion
Faciiity maintains that the alleged deficiencies do noy
Jeopardize the health and safety of the residents, nor
are they of such character so as fo limit our capability
to render adequale care.
Please accept this Plan of Correction as the facility'
wrilten credible allegation of compliance such that dqi!
alleged deficiencies cited have been or will be
corrected by the dates indicated. i
To remain in compliance with all Federal and Stote’
regilations, this facility has taken or will take the
. actions set forth in the following Plan of Correction.

care. No grievances have been filed related
to the violation of the resident’s right to
refuse care.
3. Nursing staff were educated on Resident
Rights including the right to refuse care such
as baths, medications, activities, food,
treatments, etc. by DON on 10-19-11. All
instances of refusal of care are to be
discussed in the daily awareness meeting.
4, Social Services will review the residents
right to refuse treatment at the next monthly
Resident Council meeting and will review
i the residents right to refuse treatment with
all residents when their quarterly review is'
completed. The residents will be encouraged
. to file a grievance if they feel their rights
‘ hzve been violated. The resident’s right to
refuse treatment is also discussed with each
admission. The Director of Social Services
will review all grievances and any grievance
related to the violation of the resident’s
rights will be addressed by the administratér
within 24 hours of the grievance with a
follow up to the resident. Nursing will be in-
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An intarview with Stale Registered Nurse Aide

" {SRNA) #2, on 08/28/11 at 1:55 PM, revealed, on

09/08/11 at 6:45 PM, the resident did net agree to
receiving an IM injection; howaver, she and
SRNA #3 held Resident #1's ams as Licensed
Practical Nurse (LPN) #1 administered the

+ injection. She stated the rasident tried 1o throw

her off, and the resident told LPN #1 hefshe did
not agree to recsiving the injection.

. An intarview with SRNA #3, on 09/29/11 at 10:50

AM, ravealad, on 09/08/11 al 6:45 PM, he was
told by SRNA #2 that his assistance was needad,
because Resident #1 was going to recsive an
injaction. He stated LPN #1, the Admissions
Director and SRNA #2 were in Resident #1's
room when ha arrived, and the resident was

* seated in a wheslchair. He stated the resident

iold the staff that he/she was nol going to take the
injection. LPN #1 told SRNA #3 and SRNA#2 to
assist the resident to a standing posifion, and
then she would administer the injaction. He stated
he stood on the right side of the resident while
SRNA#2 stood on the leff side of the resident,

' Thay counted to thres (3} and assisted the

resident to a standing position. He stated the
resident did no! resist or try to fight them;
however, they held on to hisfher arms to keep the
resident from swinging at them, because he/she
did not want the staff anywhere near him/her at
thattime.

An interview with LPN #1, on 09/27/11 at 4:40
PM, revealed, on. 09/08/11 at 6:45 PM, Resident
#1 refused the Ativan injection and refused o
stand. Two staff members assisted the resident
to stand up by supperting himmer under the

executed because il is requived by the provisions af !
State and Federal Law and not because Glasgow

F 185 Health and Rehabilitation Facifily agrees with the
citations noled on the pages of this Statement of
Peficiencies. Giasgow Health and Rehabilitation
Facility maimains that the alleged deficiencies do not
jeopardize the health and safely of the residents, nor,
are they of such characier so as 1o limit our capabiify
fo render adequate care.

Please accep! this Platt of Correction as the facility |
seriften credible allegation of compliance such that all
alleged deficiencies cited have been or will be
corrected by the dates indicated.

To remain in compliance with all Federal and State
regulations, this facitity has taken or will take the
actions set forth in the following Plan of Correction.

serviced on Resident Rights no less than
quarterly for | year to ensure all staff are
aware. All newly hired staff will be in-
serviced during orientation. All grievances
will be reported to the facility QA committee
for review. Facility QA committee will
review in-service records to ensure
education is completed, DON will report on
any resident who is refusing treatment as
noted in the daily awareness meetings to th
facility QA committee no less than quarter
5. Completion Date: 11/14/20

=
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F 155 Continued From page 3
" arms, while she administered the IM injection.

She stated she did not consider holding the
resident a restraint; however, she stated she
should not have done that.

A review of nurses' notes, dated 09/09/11 at 7:30
PM and 09/23/11 at 7:30 PM, revealed Resident
#1 was administered Risperdal Consta 12.5 mg
IM. Further review of the documentation, dated
09/09/%1, revealed the resident was resistive

. when the IM injection was administered, and
' documentation, dated 09/23/11, revealed two

SRNAs were required to assist as the {M injection
was administered to the resideni.

An interview with SRNA #1, on 09/28/11 at 1:15
PM, revealed, on 09/23/11 at 7.30 PM, she

> assisted to hold the residant as he/she was
administered an IM injection. She stated the

resident did not like it at all. She stated the
resident asked the reason for getting the injection
and was told by LPN # 2 that the physician
ordered the injection. She stated the resident did
nol strike out during the administration of the
injection.

An interview with Cenlified Medication Technician
{CMT)} # 2, on 09/28/11 al 2,05 PM, revealed, on
09/23/11 at 7:30 PM, Resident #1 was "irate."
She provided assistance while LPN #2
administered an injection to the resident. The
resident told them he/she did not want an
injection. She stated she held the resident's arm
with one hand and held the gait belt with the other
hand. She stated the resident was not resistive
once hefshe stood up; however, after the
injaction, the resident poinied at the staff and
raised his/her voice to them.
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F 155 Continued From page 4

An inferview with LPN# 2, on 09/22/11 at 3:00
PM, revealed, on 09/09/11 at 7:30 PM, as she
attemnpted to administer an injection of Risperdal
Consta IM to Resident #1. He/she raised his/her
voice and told LPN #2 to get away from him/her,
and stated he/she did no! want it. LPN #2 stated
two SRNAs held the resident while sha
administered the injaction, but she did not recall
who they were. Additionally, she stated Resident
#1 refused the IM injection on 09/23/11; howevar,
she administered the M injection to the resident
with the assistance of iwo SRNAs, who assisted
the resident to stand up.

. Aninterview with the Director of Nursing (DON),
“on 09/29/11 at 446 PM, revealed she did not
expecl ihe staff to notify the physician if
interventions were attempted; however, if there
was a pattern of refusing medications, she
expected the staff {o notify the resident's
physician. She stated a resident had the right to
refuse medications and the nurses should not
have administerad the injections If the medication
was refused. She was no! aware tha! staff heid
the rasident to administer an IM injection. Once
the resident refused the medication, the
medication should not be administered. She
considered holding a resident down as a physical
restraint, but did not consider the drug a chemical
rastraint uniess it restrictad the resident's
activitias of daily living.
F 157 - 483,10{b){11) NOTIFY OF CHANGES
ss=D (INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident’s lagal representative

| executed because it is required by the provisions of ©
State and Federal Law and not because Glasgow
Health and Rehabilitation Facility agrees with the
cliations noted on the pages of this Staiement of
Deficiencies. Glasgow Health and Rehabilitaiion
Facility maintains that the alleged deficiencies do not
Jeopardize the health and sqfety of the residenis, no{
are they of such characier so os to limit our capabiilty
fo render adequate care, ‘
Please accept this Plan of Correction as lhefaci!iry[c
. wriften credible allegaiion of compliance such that atl
' alleged deficiencies clied have been or will be
corrected by the dates indicated.
To remain in compliance with all Federal and State
regulations, this facility has taken or will take the
actions set forsh in the following Plan of Correction.

F - 157

Giasgow Health and Rehabilitation Facility

makes every effort to notify the resident’s

physician timely related to a change in the

resident's status.

1. MD was notificd on resident #3 on 5/4/

2011. MD was notified on resident #6 on

8/29/11 at4:15 PM.

2. On 10/19/2011 DON reviewed minutes

from awareness meeting and report sheets

over past 6 months to determine if all .

notifications were made timely to phys:c:a s

of change in resident condiiion or acute

findings. Any noted problems were

addressed with the MD. All outside '

! recommendations were reviewed by LPN |

! supervisor on 10/19/2011 to ensure tsmcly
notifications.
3. In-serviced all licensed staff on 9/29/201}
by DON on nofification of physicians ordet
of notification, and when to notify. All
nurses will be educated upon hire and yearly
on notification of change policy (See
attached policy). All outside

F 157
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| T execuled because il Is required by the provisions of
1 .
F 157 ; . State and Federal ‘Law and neat because Glasgow
Continued From page 5 F 157 Health and Rehabilitation Factlity agrees with the |

or an interested family member when there is an
accldent involving the resident which results in

injury and has the potential for requiring physician
. intervention; a significant change in the resident's

physical, mantal, or psychosocial stalus {i.e., &

: defenioration in heaith, mental, or psychosocial

' status in either life threatening conditions or
¢linical complications); a need to alter treatment
significantly (i.e., a need to discontinue an

- existing form of treatment due lo adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§4B3.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member whan there is a

_changa in room o roommate assighment as

- specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
reguiations as specified in paragraph {b){1} of
this section.

: The facility must record and periodically update
" the addrass and phone number of the resident's
laga! representative or interested famify member.

This REQUIREMENT is not met as evidenced
by: ’
Basad on record review, review of facility

policy/procedure and interview, it was determined

the facility falled to immediately notity the
physician for two (2) residants (#3 and #6}, in the
selected sample of fiffeen {15), related to a
change in the resident's condition.

citations noted on the pages of this Statement of |
Deficiencies. Glasgow Health and Rehabilitation
Facility maintains that the alleged deficiencies do npt
jeopardize ihe healih atid safety of the residents, no;r
are they of such characier so as fo limit our capubility
to render adequate care. :
Please accept this Plan of Correction as the facility’s
wriften credible allegation of compliance such that ¢il
alleged deficiencies cited have been or will be T
corrected by the dates indicated.

To remain in compliance with all Federal and State
regulations, this facility has taken ar will take the
actions set_forth in the following Plan of Correc!ioni

recommendations will be sent to MD upon
receipt and followed up on daily by staff f
nurse until a response is received. !
4. Nurse manager will review the 24 hour
reports weekly to ensure timely notificatio
was made on any acute finding or change E‘
condition. Report to facility QA committee
no less than quarterly X 6 months. Facility
DON to review all orders for PRN .
psychotropic medications to ensure the
orders are written appropriately and only
after non-pharmacological interventions
were attempted. Any issues will be correctpd
when found. These reviews will be presented
to the Facility QA Committee no less than
quarterly. Wound care nurse will monitor all
recommendations from Pharmacy, Psych. |
services, and Dietary weekly for timely !
notifications. Report findings to facility QA
committee no less than quarterly X 6
months,

5. Completion Date:

10/20/201 §
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F 157 Continued From page 6
The findings include:

" A review of the facility's policy/procedure,
“Notification of Changes,” dated 07/01/08,
revealed the facility will "immediately inform the
resident, consull wilh the resident's physician,
- and if known, notify the designated family
member or resident's legal representative when
there is an accident involving the resident which
involves Injury and has the potential for requiring
physician intervention, a significant change in the
- resident's physical, mental, or psychosocial
‘ status, a need 1o alter freatment significantly, or a
decision to transfer or discharge a resident from
the facility." The policy/procedure revealed if the
attending physician was not available the .
following order of notification was to be used: “on ‘

call physician, and than the Medical Director.”

1. A record review revealed Residant #3 was
admitied to the facility on 03/31/10 with diagnoses
to include Dementia, Urinary Relention,
Neurogenic Bladder, Hydronephraosis and Chronic
Obstructive Pulmonary Disease.

- A record review revealed Resident #3 was noted
with a small amount of blood in his/her brief on
04/23/11. There was no evidence of physician
notificalion at that time. An interview with
Licensed Practical Nurse (LPN) #4, on 09/29/11
at 8:10 AM, revealed she recalled the incident, .
but did not not recall notifying the physician,

Further record review revealed, on 08/28/11 at

1:30 AM, Resident #3 was noted to have a

moderate amount of sediment and bright red :
blood in his/her catheter tubing with very little
urine flowing. The lower portion of the abdomen

F 157
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F 157

F 157 Continued From page 7 !

was round and distended. As the foley catheler
was removed, a moderate amount of bright red
blood began to low. The foley catheter balioen
and tip were infacl; howsver, bload coninued fo
flow, and pressure was applied, The bleeding did
not slow down as the resident began to shake.
LPN #4 notified the hospitat switlchboard and
Advanced Praclice Registered Nurse (APRN) #1,
at 1:40 AM and 1:42 AM, respectively, with no
answer. Resigent #3 was sent {o the Emergency
Room (ER}, with no further attempt to notify the
physician, orthe on call physician, untit 08/28/11
at 11:10 PM. LPN #4 did not speak with APRN
#1 until 08/29/11 at 4:15 AM.

An interview with LPN #4, on 09/29/11 at 8:10
AM, revealed she did not reach the resident's

- physician that night. Further interview revealed
she did not attempt to notify the Medical Direcior
and stated, "l think it was the foliowing Monday
that { found out about notifying the Medical
Director from another nurse.”

A review of the physician's orders, dated
(8/29/11, revealed to start hemoccull times three
(3} on Wednesday, 08/30/11.
i

A review of the nurses' notes, dated 09/01/11,

ravealed the first stool for an occult blood was

obtained with negalive results. A review of the

nurses' notes {late entry), dated 09/04/11 af 3:30

AM, revealed a second stool for an occult blood

was obtained, on 09/03/11 at 10:00 PM, with

positive results. Further review of the nurses'

notes, dated 09/04/11 at 3:30 AM, revealed a

third stool for an occuit blood was oblained with

positive resulis. :
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Thera was no evidence of physician notification
- related to the positive results, until 09/06/11,
when a fax was sent to APRN #1, who was
notified about the hemoccult results for 08/01/11,
: 09/03/11 and 09/04/11.

An interview with the Director of Nursing {DON},
on 09/29/11 at 5:05 PM, revealed she expected
the physiclan to be nolified after each positive
tasull,

- 2. Arecord review revealed Resident #6 was

. admitted to the facility on 10/02/09 with diagnoses
: fo inchzde Depression with Psychosis,

" Osteoarthrosis, Diabetes Mellitus and

" Schizophrenia.

. A record review revealed, on 05/23/11 at 2:30

| AM, the resident's left foot/ankie was noted with

. edema (swelling). A pedal pulse was present and

no redness/bruising/tenderness was noted.

: Range of motion (ROM) was within normat limits,

? and the resident denied pain with movement of

" his/her foot. Further record review revealed there
was no assessment of the lefl foot/ankle unti
06/14/11 at 6:30 AM. LPN #4 documented the
resident was noled 1o have a swollen left
foot/ankle. There was no redness/bruising noted,
and ROM wae within normal Emits. The resident
denied pain with movement; however, there was
slight tenderness upon touch. A reporl was given

- to Registered Nurse {RN) #5, to follow-up with the
physician. No follow-up was compieted, untit
06/14/11 at 7:30 PM, when LPN #4 notified APRN
#2 and received an order for an x-ray of the left
foollankle to be completed the following morning.
An x-ray repont, dated 06/15/11, revealed
Residant #6 had a non-displaced fraciure of the
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This amended plan of correc\?on is prepared and i
‘ execuled becouse it is required by the provisions of
: State and Federal Law and not because Glasgow }
F 157 Continued From page 9 F 157, Health and Rehabilitation Facility agrees with the
distal fibula. | citations noted on the pages of this Staterient of |
i Deficiencies. Glasgow Health and Rehabilitation
An intarview with LPN #4. on 09/29/11 at 9:00 | Facility maintains that the alleged deficiencies do npt
AM, revealed she did not recall the incidant on | Jjeopardize the health and safely of the residenis, noy
s R ! are they of such character so as to limit our capabilin
05/2;{11. howevet, she recaligd the resident 1o render adequate care.
receiving therapy on the morning of 06/14/11. Please accept this Plan of Correction as the facility’s
LPN #4 revealad "l know | did not contact the wrilten credible allegation of compliatice such that gif
physician at that time, | reporied the swelling to alleged deficiencies ciled have been or will be
the encoming nurse and asked her to notify ;""’"C"’d by the d";“” ’"d"":}"eduF orol and Stat
. A ) o Feain in COMP aHoe wWHn . eqerti an ale
APRN #2, due to it being the end of the shift. regulations, this facility has taken or will take the
. actions set forth in the foliowing Plan of Correction
An interview with the DON, on 09/29/11 al 5:05
PM, revealed her expectation was for the staff to F_222 :
:SE:WH;:Z:M the physician at the time the report Glasgow Health and Rehabilitation strivesito
’ ensure that each resident has the right to bé
" Further record review revealed Residen! #6 was free from any chemical restraints. :
“seen by a psychiatric service, on 01/18/11, with a 1. Resident #1 was not given any m_;ectlon's
' recommendation for Risperdat 0.25 milligrams without the resident’s consent as of 9-30-11.
* {mg) every night {HS) for psychosis. The . The injections were discontinued on 10-28-
' physician's order for Risperdal was not written ;11 due to refusal. The Physician was notified
" until 03/46/11. Resident #6 was again seen by a i by the nurse supervisor and the order was
. psychiatric service, on 02/14/11, with a changed on 4/13/2011 for prn Geodon on
racemmendation to increase Seroquel 1o 25 mg | resident #2. One to one consultation was
- twice per day (BID). A physician's order to provided on 10/19/2011 by DON for the
increase the Seroque! was not written until nurses involved with both residents.
03/02/11. . 2. DON interviewed af] interviewable
. . . i . residents identified in the audit to ensure that
An interview with the DON, on 09/29/11 a¢ 5:05 s e 1 . ,
) the injections were given with consent, for
PM, revealed recommendations were sent 1o the Il other identified residents staff wer )
physician for approval. She stated the nurses ? 0 A T :;’n ! (;e res! n - ¢ F
were supposed to keep track of the faxes on a interviewe .to etermine resident response.
clip board, and were 1o follow-up within a few : A chart a'_bld“ was completed on all residents
days after the initial fax. She stated twenty-one i who received prn psychotropic IM meds.
(21) days was too long to wait for the physician to ! over the past menth on10/19/2011 by DON
be notified of recommendations. E
An interview with APRN #3, on 09/29/11 al 10:25 i
i
1
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' This amended plan oz rl.%?grec??an is prepared and _

F 167 Continued From page 1)
AM, revealed staff came direclly to the facility to '
do the psychiatric consultations. The paperwork
with recommendations was either left at the
facility the day of service, or may be over-nighted -
the following day.

F 222 483.13(a) RIGHT TO BE FREE FROM

8s=p CHEMICAL RESTRAINTS

The resident has the right to be free from any
chemical restraints imposed for purposes of
discipline or convenienca, and not required to
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
interview, it was determined the faciiity failed to
ensure each resident had the right to be free from
any chemical restraints imposed for purposes of
discipline or conveniance, and not required to
treat the resident's medical symptoms for two
residents (#1 and #4 }, in the selected sample of
fifteen (15), related to administration of
anti-psychotic intramuscular {IM} medications
agatnst the residents' wishes,

The findings include: ;

A review of the facllity's policy/procedure manual
revealed there was no evidence of a
policy/procedure for chemcal restraints.

1. Arecord review revealed Resident #1 was
admitted o the facility on 07/08/10 with diagnoses
{o include Fractured Femur, Hypertension (HTN),
Esophageal Reflux, Depressive Disorder and
Bipolar Type .

execufed because it is required by the provisions of
State and Federal Law and not because Glasgow

F 157 Health and Rehabilitation Facillty agrees with the
citations noted on the pages of this Siatement of
Deficiencies. Glasgow Health and Rehabilitation
Facifity maintains that the alleged deficiencies do ngt
Jeopardize the health and safety of the residents, no.
are they of sich character so as to limit our capabiliy
to render adequate care.

F 2221 .. Please accept this Plan of Correction as the facility's

written credible allegation of complicnce such that all

alleged deficiencies cited have been or will be

corrected by the dates indicated.

Ta remain in compliance with all Federal and ?fare

regulations, this facility has taken or vwill take the

actions set forth in the following Plan of Correction.

to assure meds. were given with proper
resident consent.
3. All nurses were re-educated on 10-19-11
by DON regarding the use of chemical |
restraints. The in-service included the E
definition of chemical restraint, the use of .
chemical restraints for convenience or
discipline, how to identify medical
symptoms being treated, the residents nght
.1 10 refuse treatment, the consequences of not
allowing the resident to refuse treatment, :
following the plan of care, and
documentation of resident behaviors. All
PRN psychotropic drugs are being
discontinued and nurses were instructed to
accept no orders. Orders are to be written or
- one time dose only for the acute, emergency
situation only, and can only be used if non-
pharmacological interventions have been
I attempted and failed.
! 4, Facility DON to review all orders for PRN
' psychatropic medications to ensure the
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F 222 Continued From page 11 : F 222 " &

A review of the "Resident Admission Agreement,”
under "Rights and Responsibilities Of The
Resident,” dated 07/08/10, and signed by the
rasident's guardian, revealed the resident had the
right to refuse any medical reatment and to be
informed of the consequence of refusing the
treatment.

A review of the Comprehensive Care Plan, dated
07/20/11 and updated 02/23/11, revaaled "mood
and behavior problems” refated to socially
inappropriate behaviors of yelling and being
rasistive 1o care. Physical/iverbal abuse and
wandering were added to the care plan on
08/31/41. Inferventions inciuded if the resident
exhibited abusive behavior loward the staff and
was resistive to care, to stop and try again later, if
he/she refused care, get another staff member to
. try to approach the resident.

© A review of the significant change Minimum Dala
- Set (MDS), dated 09/09/11, revealed the resident
lo be cognitively intacl with a Brief Interview
Mental Status (BIMS) score of 13, and required
limited assistance of two staff for ambulation
while up in the corridor.

An interview with Resident #1, on 09/27/11 at
9:30 AM, revealed he/she fell he/she was not
being treated with respect, due to recsiving
injections afler he/she refused them. The resident
stated the injections do not make him/her feel any
better,

A review of the nurses’ notes, dated 08/08/11 at
6:00 PM, revealed Resident #1 bacame agitated
and was not easily redirecied by the staff. The

}

i
Health and Rehabilitation Facility agrees with the |
citations noted on the pdges of this Statement of I
Deficiencies. Glasgow Health and Rehabilitation '
Facility maintains that the afleged deficiencies do ndr
Jeopardize the health and safey of the residents, nor
are they of such characier so as fo limit our capability
io render adequale care. I
Please accept this Plan of Correction as the facHﬂst
wrilten credible allegation of complionce such thal alf
alleged deficiencies cited have been or will be ’
corrected by the dates indicated,

To remain in compliance with all Federal and State
regulations, this factlity has taken or will take the
actions set forth in the following Plan of Correction.

orders are written appropriately and only
after non-pharmacological interventions
were attempted. Any issues will be corrected
when found, Theses reviews will be
presented to the Facility QA Committee no
less than quarterly. The use of psychotropic
IM medicines pm will be discussed daily
during the AM awareness meeting by
Administrative nursing staff to determine
need / appropriate administration. All
findings will be reporied no less than
quarterly te the QA committee X 3 quarters
5. Completion Date: 10/29/2011
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physician was nolified and an order for Ativan 2

~milligrams {mg) intramuscuiar {{M)} injection, one

time dosa, was received. On 09/09/11 and
09/23/11, Resident #1 was administered
Risperdal Consta 12.5 mg IM, and on both dates
documentation revealed the resident was
resistive. On 09/23/11 af 7:30 PM, documentation

" revealed two SRNAs were required fo assistin

order to adminisier tha injection.

An interview with State Registered Nurse Aide
{SRNA #2), on 09/28/11 at 1:55 PM, revealed, on
09/08/11 at 65:45 PM, she and SRNA #3 held

: Resident #1's arms as Licensed Practical Nurse
+ (LPN) #1 administered an Injection. She slated
" the resident tried to throw her off because he/she

did not agree to the injection.

An interview with SRNA #3, on 09/29/11 al 10:50
AM, revealad, on 09/08/11 at 6:45 PM, he was
told by SRNA #2 that his assistance was neadsd,
because Resident #1 was going lo receive an
injection. He stated LPN #1, the Admissions
Director and SRNA #2 were in Resident #1's
room when he arrived, and the resident was
soated in a wheelchair. He stated the resident
told the staff that he/she was not going to take the
injection. LPN #1 told SRNA #3 and SRNA #2 to
assist the resident lo a standing position, and
then she would administer the injection. He stated
he stood on the right side of the resident while
SRNA#2 stood on the lett side of the resident,
They counted to three (3} and assisted the
resident 10 a standing position. He stated the
resident did not resist or try to fight them;
however, they held on to hismher arms to kesp the
resident from swinging at them, because he/she
did nol want the staff anywhere near him/mer at
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that time.

An interview with LPN #1, on 09/27/11 al 4:40
PM, revealed, on 09/08/11 at 6:45 PM, Resident

- #1 refused the Ativan injection and refusad to

stand, Two staff members assisted the resident
to stand up by supporting him/her under the
arms, while she administered the 1M injection.
She stated she did not consider hokding the
resident a restraint; howeaver, she sfated she
should not have done that.

An interview with SRNA #1, on 09/28/41 at 1:15
PM, revealed, on 09/23/11 at 7:30 PM, sha

. assisted to hold the resident as he/she was

administered an IM injection. She staled the

" rasident did not like it at all. She stated the

resident asked tha reasaon for getting the injection
and was fold by LPN # 2 that the physician
ordered the injection. She stated the resident did
not strike out during the administration of the
injection; however, ha/she was angry the
remainder of the night,

An interview with Certified Medication Teshnician
{CMT} # 2, on 09/28/11 at 2:05 PM, revealed, on

09/23/11 al 7;:30 PM, Resident #1 was "irate.”
- She provided assistance while LPN #2

administered an infection to the resident. The
resident told thern he/she did not want an
injection. She stated she held the resident's arm
with one hand and held the gait balt with the other
hand. She stated the resident was not resistive
once he/she stood up; however, after the
injection, the resident pointed &t the nurse and
the CMT and raised his/her voice to them.

An interview with LPN# 2, on 09/22/11 at 3:00

l

b
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PM, revealed, on 09/09/11 at 7:30 PM, as she
attemptad to administer an injection of Risperdal
Consta IM to Resident #1. He/she raised his/her
voice at LPN #2 to get away from him/her, and
stated he/she did not want it. LPN #2 stated two
SRNAs held the resident while she administered
the injection, but she did not recall who they were.
Additionaliy, she staled Resident #1 refused the
IM injection on 09/23/11; however, she
administered the IM injection to the resident with
the assistance of two SRNAs, who assisted the

resident to stand up.

~2. A record review revealed Resident #4 was

admitted to the facility on 08/05/10 with diagnoses
to include Atrial Fibrifiation, Alzheimer's Disease,
Parkinson's Disease, Insomnia and Psychosis.

An observation, on 09/28/11 at 8:40 AM, revealed
Resident #4 was sitting upright in a chair in
hisfher room, pleasant and cooperativa, with no
complaints voiced.

A raview of Resident #4's annuat MDS, dated
09/22/10, revealed Resident #4 was moderately
cognitively impaired with verbally and physical
abusive behaviors and resistive to care.

A review of Resident #4's Comprehensive Care
Plan, last updated 02/23/11, revealed "mood
state and behavior problems per history" and with
a diagnosis of Psychosis. The care plan included
a problem for resisting care and medications with
interventions to include, "Avoid power struggles
with-him/her. if he/she refused care stop and try
again later. I he/she still refuses try another staff
member. Allow resident to have control over
situations, if possible.”

i
!
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F 222 Continued From page 15

" A review of the nurses' notes, dated 02/06/11 at

" administer Geodon 20 milligrams {mg} IM every
. HS untif the resident was more cooperalive.

8:15 PM, revealed Resident #4 refused his/her
oral (po) bedtime {HS} madications. Resident \
#4's daughter encouraged the residenti to take the !
medications, but without success. A Geodon IM
injection was administered at that time due fo
combativaness.

A review of the nurses' notes, dated 02/08/11 al
11:00 AM, revealed the resident was verbally
aggressive loward the staff, experienced
hallucinations and refused care, The physician
was nofified and an order was received to

A review of lhe nurses' notes, dated 02/09/11 at
9:00 PM, revealed Resident #4 refused his/her po
medications. Geodon IM was administered fo the
resident, with the assisiance of four (4) staff, due
to hisfher combativeness. There were no
documented attempis to assess or intervene prior
to the administration of the IM injection. A review
of the "Behavior Detail Report,” dated 02/08/11,
revealed Resldent #4 exhibited no behaviors at
that time.

A reviaw of the nurses' note, dated 02/11/11 at
9:00 PM, reveaied Residant #4 rafused his/her
evening {PM) medications. Further review
revealed Geodon IM was administered at that
time. There was no documented attempts of an
assessment or intervention prior fo the
administration of tha injaction. A review of the
"Behavior Detail Reporl,” dated D2/11/11,
revealed Resident #4 exhibited no behaviors at
that time.
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A review of the nurses’ note, dated 02/12/11 at
. 11:30 PM, revealed Resident #4 was alert but
. delusional, combative with care, and refused to
: go to bed, and Geodon IM was administered at ,
that time. There was no documented attempis of !
an assessment or intervention prior to the
administration of the injection. A review of the ; |
"Bahavior Defail Report,” dated 02/12/11, :
revealed Resident #4 exhibited no behaviors at
that time.

A review of the nurses’ note, dated 02/07/11 and
02113141, revealed there was no evidence of
interventions atternpied, or evidencs of behaviors :
. noted, at the time Geodon IM was administered, ‘
A review of the "Behavior Detail Report,” dated
02/07/11 and 02/13/11, revealed no bahaviors !
were exhibited at the time Geodon IM was ) :
administered. :

. A review of the nurses' nole, dated 02/14/11 at
i 9:30 PM, revealed Resident #4 was combative,
" refused to lay down in the bed, and required
assistance of three staff o administer the routine
Geodon IM injection. There was no evidence
interventions afternpted prior to the agministration ; |
of the M injection. A review of the "Behavior
Detail Report,” dated 02/14/11, reveated no
behaviors were exhibited at that time.

A review of the nurses’ note, dated 02/15/11 at [ i
9:45 AM, revealed Resident #4 was confused, !

being combative with stafl and grabbing a staff
member's hair. The physician was notified about
the resident's behaviors and a Geodon M "now™
order was recsived. Geodon |M was administered
at 11:30 AM with the assistance of three staff. A
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review of the "Behavior Dalail Repor.,” dated

. D2/15/11, revealed no baehaviors were exhibited at
- that time,

" A review of the nurses® note, dated 02/16/11 at

7:30 AM, reveated Resident #4 was combative
with staff, and was transferred to a psychiatric
facility at 1:00 PM.

. An interview with LPN #5, on 09/29/11 at 8:06

AM, revealed she administered Geodon IM
injactions to Resident #4 on a couple of
occasions. She revealed Rasident #4 refused the
injection; however, it was administered because it

" was a physician's order and considered to be

medically necessary at the time. She believed
the injection would help to control the resident's
agitative behaviors. She stated she shouid have

: contacted the physician when the resident
: refused the medication. LPN #5 revealed
* Interventions were attempted prior to the

administration of the IM medication; however, she
could provide no evidence of any other
intervantions altempted prior to the administration
of the |M medication.

An interview with LPN #3, on 09/29/11 at 9:25
AM, revealed she administered Geogon [M
because the resident was "an endangerment” to
the staff. She stated Resident #4 was rasistive
and did not want the IM injection, so it required
assistance of three staff to administer the IM
injection. Additionally, she stated the resident had
the right to refuse, but she considered Resident
#4 as "an endangement” to the staff at the time.

An interview with SRNA #6, on 09/29/11 at 2:50
PM, revealed she was present whan Resident #4
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F 222 Continued From page 18
received the IM injections. She stated she was
called by the nurse fo help hold his/her arms
pecause Resident #4 was swinging at them.

An interview with SRNA #9, on 09/29/11 at 4:18
PM, revealed she was present when the nurse
adminisiered medicalions to Resident #4. The
resident was confused and refused his/her
medications. Several staff members held
Resident #4 while the nurse administered the M
medication.

An interviow with Registered Nurse (RN} #3, on
09/29/11 at 3:00 PM, revealed there was a
- physician’s order to administer Gecdon IM if the
. resident refused his/her po medication. She
" stated the resident refused the IM injection but
. stiil received the medication,which required the

she did not contact the physicien ana did not
consides the IM injection a chemical reslreint.

An interview with LPN #2, on 09/29/11 at 3.27

time, to receive Geodon po or Geodon IM. On
one occasion, it required four staff members to
administer a Geodon IM injection. She stated

wanted to prevent injury to self and others. She
stated she attempied interventions, but was
unsuccessful. it was at the nurses's discretion
whether or not to administer the Geodon
injection.

An interview with the Director of Nursing (DON),
on 09/29/11 at 4:46 PM, revealed it was not

" assistance of three staff to administer. She stated

- Additionally, she stated the resident had the right
' to rafuse as long as ha/sha was of "sound ming."

" PM, revealed Resident #4 had two options at one

Resident #4 had a right to refuse medications but

T execuled because if is required by the provisions of
State and Federal Law and not because Glasgow
F222 Health and Rehabilitation Facifity agrees with the
citations noted on the pages of this Statement of
Deficiencies. Glasgow Health and Rehabilitation
Facility maintains that the alleged deficiencies do not
Jeopardize the health and safety of the residents, nor,
are they of such characier 5o as to linit our capability
to render adequaie care. '
Please accept this Plan of Correction as the facility’s
written credible allegation of compliance such that q/!
alleged deficiencies cited have been or will be
corrected by the dates indicated.
To remain in compliance with all Federal and State
regulations, this facility has taken or will take the
aciions sef forth in the following Plan of Cerrection.

F-226
Glasgow Heaith and Rehabilitation Facility
makes every effort to ensure that the prope
implementation of policies/procedures to
prohibil misappropriation within the facilit
1. The resident's five dollars was retumed ¢
9/28/2011 :
2. An audit was completed by the Dir. Social
Services, 10/19/2011 consisting of a reviev
of all grievance forms for past 6 months to
ensure that appropriate interventions were
implemented and followed.

3. The Director of Social Services was re-
educated, 10/19/2011 by the DON and
Administrator regarding the proper
administrative responsibilities and
investigative procedure.

4, The Director of Social Services will
review all grievance forms weekly to ensure
appropriate interventions are implemented’
and foliowed. :

=

-
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f This anended plan%?cls}?y&nn is prepared and
T execuled because I is required by the provisions of
v and not because Glasgow |
F 222 Continued From page 19 F 222 ﬂ:z;:’:zﬁ;ﬁr:;:%ﬁ;nandFa‘;iiio- agrees 1vr'§1 the ‘
routine practice to have as needed (PRN) iM t citations noted on the pages of this Staienient of
psychotropics. She expectsd the staff to atternpt : Deﬁ.c::encfe{, QIasgow Health and Rehqbﬂ‘itafmn
norvenons beforescministaton of e 4 et s of ooy
medication. She did not expect the staff to notily are they of such character so as 1o limit owr eapability
the physician if they tried other interventions. i it to render adequate care. I
was a patlemn of refusing medications, she Please accept this Plan of Correction as the facillty’s
expected the staff to contact the resident's swritten credible allegation of compliance such that all
physician. She stated a resident bad a right to alleged deficiencies cited have been or will be :
rEfu:?e.med'icjatio_ns al}d Ihe_y should not c}%"::::il;}}: T:;f;’frgfgd::::fi’l Federal and State
: administer injections if Resident #4 refused the 1 regulations. this facility has taken or will toke the
medication. She was not aware that staff held | actions sel forth in the following Plan of Cerreciion.)
the residents to administer IM injections. Once
the resident refused the medication, the ‘ Social Service Director will report ﬁnding%
maedication should not be administered. She no less than quarterly to facility QA
considered holding a resident down as a physical ’ committee X 6 months.
restraint, but did not consider Geodon to be a * 5 Completion Date: 1072012011
chemical restraint because it did not restrict ’ P '
his/her activities of daily living. She did not
consider it appropriate to give M medications if ;
{he resident refused hisher po medications. !
An interview with Residant #4’s physician, on
09/29/11 at 3:48 PM, revealed Resident #4 had a
i history of refusing medications and psychotic ;
- behavior. He considered a resident's ;
uncooperative behavior as assaultive and I
disruptive, He did not feel Geodon was a ]
chemical restraint because it gave the resident § :
the greatest freedom. He expected the staff to i i
notify him if the resident exhibited assaultive | 1
behavior and was aware the staff held Resident | 3
#4 to administer IM injections. ! :
F 226 483.13(c) DEVELOP/MPLMENT F 226! !
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F 226

- and misappropriation of resident propary.

. This REQUIREMENT is not met as evidenced
" by:

Based on record review, review of facility
policy/procedure and interview, i was
determined the facility failed to ensure
implementation of policies/procedures {o prohibit
misappropriation for one rasident (#16), not in the
selecled sample. Resident #16 reporied money

* missing to the Administrative staff and the
' allegation was not investigaled, as well as no

reimbursement of the missing money.
The findings include:

A review of the facility's policy/procedure, "Abusea

* Prohibition,” and a review of the "Administrative

Responsibility and investigetion Procedures”
saclion, dated 02/03, revaaled, "the Administrator
and supervisory staff and/or governing body shal
make all reascnable efforts to address and
investigate concems or grievancas presented to

‘ them."

A record review revealed Resident #16 was
admitted to the facility on 05/25/11 with diaghoses
to include Depressive Disorder, Convulsions,
Dementia and Debility.

An interview with Resident #16, on 09/27/11 at
3:44 PM, revealed he/sha had five dollars missing
and was unsure how it went missing. He/she
stated the missing money was reporled lo the
Social Services Direclor approximataly two weeks
ago, but had not heard the results of an
investigation.

citations noted on the pages of this Statement of
Deficiencies. Glasgow Health and Rehabilisation
Facility maintains that the alleged deficiencies do ngt
Jeopardire the health and sefety of the residents, noa
are they of such characier 0 as fo limit our capabil P
fo render adequalte care.

Please accept this Plan of Correciion as the facility's
written eredible allegation of compliance such that all
alfeged deficiencies cited have been or will be
corrected by the daies indicated.

To remain in compliance with all Federal and State

regulations, this facifity has taken or will take the
actions et forth in the following Plan of Correction,

|
F - 253
e

Glasgow Health and Rehabilitation Facili
strives to provide housekeeping services
necessary to maintain a sanitary, orderly, and
comfortable interior.

1. Resident bath basins, graduates, urinais
and bed pans that did not have proper
resident identification were disposed of by’
SRNA 10/18/2011 and repiaced with new
ones properly labeied with the resident’s
name. Resident bed pans, urinals and
graduates were covered, and supplies storeL

properly on 10/18/207 1.
2. An audit of all facility rooms was
conducted, 10/18/11 by assigned SRNA to
dispose of improperly labeled supplies.
3. Facility In-services were conducted, |
9/29/2011 by DON for all SRNAs with
regards to the proper labeling/storage of :
supplies.
4. The facility Restorative nurse witt conduct
a weekly audit consisting of 10 randomiy

]

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ; D PROVIDER'S PLAN OF CORRECTION ! x5}
PREEIX {EACH DEFICIENCY MUST €E PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE BATE
i This amended gian%ic' }";e ffbn is Ereez_:red and
Y executed because i is required by the provisions o
. " State and Federal Law and not because Glasgow
Continued From page 20 F 226 Health and Rehabilitation Facility agrees with the
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i This amgﬂ&naﬁfe’%ﬁ%ﬁgﬂ is prepared and
T executed because i is required by the provisions of
. ' State and Federal Law and not because Glasgow
F226 Continued From page 21 F 226 Health and Rehabilitation Facility agrees with the
citations nofted on the pages of this Statenteni of |
An interview with the Social Services Diractor, on ; Deﬁcr‘encr‘es_ Glﬂsgaw Health and Rehabilitation :
09/25111 at 10:11 AM. revealed in the case of an ' Facility maintains that the alleged deficiencies do nof
aliegation of misappropriation, she spoke with the Jeopardize the healih and safely af the residents. nor
. . are they of such character so as to limit our capability
regden! and the staff on the fioor, filled out a to render adequate care.
grievance form, and then the money would be Please accept this Plan of Correction as the faciliy's
replaced. This aliegalion was reporied to her by written credible alfegation of compliance swuch that all
Rasident #16, on 09/06/11, but no formel ; alleged deficiencies cited have been or will be ;
investigation was completed nor was the money corrected by the dales indicated.
replaced To remain in campliance with all Federal and Siate
' reguiations, this factlity has taken or witl take the
: . . . . actions sei forth in the following Plan of Correclion |
An interview with the Director of Nursing {DON}, :
1 g? 09/20/11 at 4:46 P, revealed if an aliegation selected residents to check for the proper
misappropriation of properly occurrad, it was : i?bj.i mgl‘[stozagﬁ_ofsu:p lles,rnapﬂtiereso? o
wirned over to Social Services to invesligate and indings to facility Q C}?m Hiee no e
the money was to be reimbursed H the facility was than quarter Iy X 6 months.
unable to locate it. She expected the investigation 5. Completion Date: 10/19/2011
to be completed within a few days.
F 253  483.15(h){2) HOUSEKEEPING & F 253
55=p MAINTENANCE SERVICES
: i
! The facility must provide housekeeping and | !
: maintenance services necessary to maintain a
. sanitary, orderly, and comfortable interior.
!
i
E
This REQUIREMENT is not met as svidenced
by:
Based on observation, review of the facility's
policy/procedure and interview, it was determined
the facility failed to provide housekeseping
services necessary fo maintain a sanitary,
orderly, and comforiable interior as evidenced by
improper siorage of bedpans, urinats and bath
basins.
FORMK CMS-2567{02-96) Prevaus Versions Obsolete Event ID: WDJ0YS Facllity ID° 100014 if conlinuation sheet Page 22 of 40




270 651 7881

14:58:48 12-14-2011 28 /45

PRINTED: 10/14/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SURPPLIER/CLLA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
185340 09/30/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
220 WESTWOOD 57,
GLASGOW HEALTH & REHABILITATION CENTER
GLASGOW, KY 42141
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORRECTION - ™)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED DY FULL PREFIX {EACH CORRECTIVE ACTION SHOULQ BE COMPLETKAN
TAG REGULATORY OR LSC IOERTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
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execired because il is required by the provisions of
: State and Federal Law and not because Glasgaw
F253 Continued From page 22 ! F 253 jjealth and Rehabilitation Facility agrees with the

The findings include:

1. Observations in Room #2, on 09/27/11 at 3:05
PM, on 09/28/11 at 8:30 AM, and on 09/29/11 at
9:05 AM, revealed there were two uncovered
bedpans, without any identification listed on it,
stored in the resident's bathroom.

2. Observations in Room #13, on 09/27/11 at
10:22 AM and 3:07 PM. on 09/28/11 at 8:32 AM,

. and on 09/29/11 at 8:48 AM, revealed there was
a coverad bedpan without any identification listed

on it, stered in the resident's bathroom.

3, Obsaervations in Room #14, on 09/27/11 at
9:58 AM and 3:09 PM, on 09/28/11 at 8:34 AM,
and on 09/29/11 al 8:35 AM, revealed there was
an uncovared bedpan, without any identification

. listed on it, stored in the resident's bathroom.

4. Observations in Room #16, on 09/27/11 at
10:03 AM and 3:10 PM, on 09/28/11 at 8:47 AM,
and on 09/29/11 at 8:36 AM, revealed there was
an uncovared graduated cylinder and two

. covered urine spaziman containers, without any
" identification listed on them, stored in the

resident's bathroom.

5. Observations in Room #101, on 09/27/11 at
10:42 AM, revealed a.urinal by the resident's
bedside without any identification listed on it.

6. Observations in Room #136, on 09/27/11 at
10:46 AM and 3:13 PM, on 09/28/11 at B:38 AM,
and on 09/29/11 at 9:20 AM, revealed an
uncovered bath basin, stored on top of the
resident's dresser.

citations noted on the pages of this Statement of
Deficiencies. Glasgow Health and Rehabifitation
Facility maimtains that the alleged deficiencies do not
Jeopardize the health and safety of the residents, nor,
are they of such character so as o limif our capabilfP'
| fo render adequale care. cr

| Please accept this Plan of Correction as ihe facility
seriften credible allegation of compliance such thai dil
alleged deficiencies cited have been or witl be
corrected by the dates indicated.

To remain in compliance with all Federal and State
regulations, this factlity has taken or will take the
actions set forth in the following Plan of Carrection.

F-278 ,

Glasgow Health and Rehabilitation Facility
makes every attempt to ensure that

’ * assessments accurately reflect the resident's
status related to activities of daily living

(ADLS) and falls.

1. The quarterly assessment for resident #7

; with ARD 7/24/2011 was modified

‘ ' 10/18/2011. The correct information was

entered by facility MDS coordinator to
reflect the assistance needed when eating.

There was only one instance documented of
‘ resident #7 needing two-person assist with!
| eating. The staff member who document

the two-person assistance with eating isn

( longer employed by the facility. SRNAs :lm
| routinely fed this resident were interviewe
and reported that resident #7 never requires

Jd
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SS=D

ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately raflect the
resident's status.

A registered nurse rmust conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and cenlify that the
assessmant is completed.

Each individual who completes a portion of the
assessmant must sign and cerify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a materiat and

Il

(X4} D SUMMARY STATEMENT OF DEFIGIENCIES |[s] PROVIDER'S PLAN OF CORRECTION - 5y
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULC BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG : CROSS-REFERENCED TO THE APPROPRIATE DATE
i This antended plan fé??g,lﬁgéi;g,, is prepared and
i execufed because it Is required by the provisions of
; ' State and Federal Law and not because Glosgow
F 253
Continued From page 23 F253  pealth and Rehabititation Facility agrees with the
i citations noted on the pages of this Statement of
Interviews with four State Registered Nurse Aides i Deficiencies. Glasgow Health and Rehabililation
{SRNAs #4, #15, #6 and B7) on 09/29/11 at 2:35 Facility maintains that the alleged deficiencies do n
PM. 2:43 PM. 2:47 PM. and 2:50 PM  Jeopardize the health and sqfely of the residents, nor
res;.)ectivaly ;'e\;eaied i)&th ba-sins wére supposed ! i are they of such character so as to limit our capabili
! ppo | torender adeguate care.
fobe deaneq after each use, fabeled, and were ' Please accept this Plan of Carrection as the facility's
1o be stored in special bags. writien credible allegation of complience such that all
‘ alleged deficiencies cited have been or wilf be
An interview with two Registered Nurses (RNs #2 corrected by the dales indicated.
and #3), on 09/29/11 at 2:48 PM and 3:00 PM To remain in compliance with all Federal and State
!" | lod th ) . ' regulations, this facifity has taken or will take the
Tespeciively, revea ey expected staff to actions sel forth in the_following Plan of Correction.,
clean, Jabel and cover bath basins and bed pans i
. i :
appropriately. ; assistance of more than one person for
i An interview with the Director of Nursing {DON), ea.?l?i R"S“f;;?;g‘;?.sm?m forcli'_e F’ l(éegt #8
' on 09/29/11 al 4:45 PM, revealed she expectad Wi A was m(})1 1hed by
the staff to cover and label the bedpans ; , facility MDS coordinator with correct
appropriately. She expected the staff to label and i mfonnatpn regarding injury from fall.
store bath basins out of eyesight, 2. An audif was performed 10/19/2011 by
F 278 483.20(g) - (j) ASSESSMENT MDS coordinator for 10 residents MDSs to
1

ADL flow sheet for accuracy. The audit also
compared the number of falls with the effect
the fall had on the resident.

3. The facility consultant in-serviced all
SRWNAs, 9/2/2011 with regards to accuratei
ADL documentation. MDS coordinator was
counseled by DON on 10/19/2011 regarding
the close review of information prior to, ahd
after entering into MDS and 1o consistently
check the information after completing
MDS,

4, ADON/designee will review 3 MDS
assessments weekly for accuracy and discqss

compare entered information on MDS to i
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false staterment in a resident assessment is
subject to a civil meney penalty of nol more than

$1.000 for sach assessment; or an individual who

willfully and knowingly causes ancther individual
to certity @ materiel and false statermant in a
residant assessment is subjact to a civit money
pengity of not more than $5,000 for each
assessment.

Clinical disagreement dces not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced

“by:
* Based on record review and interview, it was

determined the facility failed to ensure the
assessments accurately reflected the resident's

- stalus for two residents (#7 and #8), in the

selected sample of fifteen (15). ralated to
activities of dally living (ADLs) and falls.

The findings include:

1. A record review revealed Resident #7 was
admitled fo the facility on 05/02/08 with diagncses
to include Cerebral Vascular Accident,
Alzheimer's, Dementia, Hemiplegia and Anxiety
disorder.

A review of the quarterly Minimum Data Set
{MDS), completion date 07/24/11, revealed the
residant required limited assislance of two (2)
staff with ealing.

An interview with Registered Nurse {RN) #6, MDS
Coordinator, on 09/29/11 at 11:10 AM, revealed

Health and Rehabilitation Facility agrees with the
citations noted on the poges of this Statement of
Deficiencies. Glasgow Health and Rehabilitation
Facility maintains that the alleged deficiencies do not
Jeopardize the health and safety of the residents, nor
are they of such character so as to [tmit our capability
. o render adequate care.
Piease accept this Plan of Correction as the facility s
written credible allegation of compliance sucl that afl
alleged deficiencies cited have been or will be
corrected by the dates indicated.
To remain in compliance with all Federal and Siate
regulations, this facility has taken or will ake the
actions set forth in the following Plan of Correction.

findings with the DON. ADON/designee
will report findings no less than quarterly to
facility QA committee X 3 months.
5. Completion Date: 10/26/2011

(%4310 SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION ‘ 8
PREFIX (EACH DEFFCIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | cowLETIoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG : CROSS-REF ERENCED TO THE APPROPRIATE ; DATE

! ) DEFICIENCY) t

\ Tihis amended plan rrection is prepared and

execufed because it is required by the provisions of |

" State and Federal Law and not because Glasgow |

F 278 Continued From page 24 F 278 e :

!
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in
PREFIX
TAG

!

PROVIDER'S PLAN OF CORRECTION ; D)
{EACH CORREC TIVE ACTION SHOULD BE . COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE ' PATE
1

This amended plan %5’:38#?1872»1 is prepared and |

F 278 Continued From page 25
she was responsible for completing the section
related to ADLs. She reviewed the quarterly
MDS, with the completion date of 07/24/11, and
the section relatad to eating. She stated a
» combative resident may raquire two staff for
: ealing; howaver, it was not required for two staff
to assist Resident #7 to gat.

! 2. A record review revealed Rasident #8 was

. admitted to the facility on 07/02/08, with

diaghoses to inciude Chronic Cbstructive

- Puimonary Disease {COPD}, Pneumonig, Senile
Dementia, Dapressive Disorder and Anxiety
Disorder,

A revisw of the annual MDS, completion date
. 12/09/10, revealad the resident had falis since
¢ baing admitted to the facility or since a prior
assessment However, it was coded as "0" on
the MDS, whether Resident #8 had an injury or
had no injury.

An interview with RN #6, MDS Coordinator, on
09/29/11 at 4:45 PM, revealed a "1" should be
coded in the falls section to specify if there was
an injury, She was unsure how the MDS program
allowed her to transmit the MDS without coding
properly.

483.20(d), 483.20({k){1} DEVELOP
COMPREHENSIVE CARE PLANS

F 279
§5=0

A facility must use the resuits of the assessment
to develop, review and revise the resident's
comprehansive ptan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to mest a resident's

F 278

execited because 1t is required by the provisions of |
State and Federal Law and not because Glasgow
Health and Rehabilitation Facility agrees with the
cltations noted on the pages of this Siatement of
Deficiencies, Glasgow Health and Rehabilitation
Facility maintains that the alleged deficiencies do ngt
Jeopardize the health and safety of the residers, 1nor|
are they of such character so as fo limit our capabiliy
fo render adequate care.

Please accept this Plan of Correction as the facility’s
writfen credible allegation of compliance such that di!
alleged deficiencies cifed have been or will be
corrected by the dates indicated,

To remain in compliance with all Federal and State
regulations, this facility has taken or will take the
actions sef forth in the following Plan of Correction.

F-279
Glasgow Health and Rehabilitation Facmty
makes every effort to develop a
comprehensive care plan with specific
approaches retated to psychotropic
medications.

1. Adverse reaction care plans for residents
#7 and #11 were added, 10/18/201 ] by MDS
coordinator.

2. An Audit will be completed 10/27/2011
for all residents receiving psychotropic
medications by the facility MDS coordinatbr
for adverse reaction care plans.

3. In-service provided to MDS coordinator
by DON, 10/19/2011 regarding the initiation
of care plans on residents with psychotropic
medications.

4, A Quality assurance study will be
conducied by ADON/designee to review
each resident, no less than quarterly by care
plan team to ensure residents are care !
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medical, hursing, and mental and psychosocial
needs thal are identified in the comprahensive

_assessmant.

The care plan must describe the services that are
to be furnished to atiain or maintain the resident's
highest practicable physical, mental, and
psychosocial wall-baing as required under
§483.25; and any setvices that would otherwise
be.required under §483.25 but are not provided
due o the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10{b){4).

This REQUIREMENT is not met as evidenced
by:

Rased on record review and interview, it was
determined the facilily failed io develop a
comprehensive care plan with specific
approachas for two residents (#7 and #11), in the
selecled sample of fifteen (15), related o
psychotropic medications.

The findings include:

1. Arecord review revealed Resident #7 was
admitied to the facility on 05/02/08 with diagroses
to include Cerebral Vascular Accident,
Alzheimer's, Dementia, Hemiplegia and Anxiety
disorder.

A review of the physician’s orders, dated 09/11,
revealed Resldent #7 received Celexa 40
milligrams {mg} one (1) tablet by mouth {po} once
daily.

|
!
i
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&X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION L)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
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I :
This amended plan %?ch’ré'é‘ b is prepared and
executed because I is required by the provisions of
. State and Federal Law and not because Glasgow
F 278 Continued From page 26 F279 Health and Rehabilitation Facility agrees with the

citations nofed on the pages of this Statement of
Deficiencies. Glasgow Health and Rehabilitatian
Facility maintains that the alleged deficiencies do nat
Jeopardize the health and safety of the residents, nar
are they of such character 5o as lo limit our capability
to render adequale care. I
Please accept this Plan of Correction as the facih‘oj
wrilten credible allegation of campliance such that all
alleged deficiencies cited have been or will be t
correcied by the daies indicated,

To remain in compliance with all Federal and State
regulations, this facility has taken or will lake the
actions set forth in the following Plan of Correction.

planned appropriately. ADON/designee will
report findings to the QA committee no less
than quarterly X 6 months.

5. Completion Date: 10128201 1
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F 279 Continued From page 27

A review of nursing care plans, with a revision

- date of 09/21/11, revealed there was no evidence

of a psycholropic medication care plan
implamented for Resident #7.

2. Arecord review revealed Resident #11 was

- admitted to the facility on 12/25/10 with diagnoses

: to include Depression,

A reviaw of lhe physician's orders, dated 08/11,
- revealed Resident #11 received Celexa 20 mg

. one (1) tablet po once daily.

A review of nursing care plans, with a revision
date of 08/07/11, revealed there was no evidence
of a psychotropic medication care plan

- implemented for Resident #11.

An interview with Registerad Nurse (RN} #6,
* Minimum Data Set (MDS) Coordinator, on

09/29/11 at 11:10 AM, revealed she was
responsible for implementing the psychotropic
medication care plan for Resident #7 and
Resident #11; however, she could provide ne
explanation as to why these were not completed.

An interview with the Director of Nursing (DONj),

F281:
$8=D.

fon 09/28/11 at 4:46 PM, revealed she expected

care plans to be in placs for the residents who
received psychoactive medications.
483.20(k)(3){i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The servicas provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced

execuled because it is required by the provisions of !

State and Federal Law and not because Glasgow i
F 219 Health and Rehabilitation Facility agrees with the
citations noted on the pages of this Statement of
Deficiencies, Glasgow Health and Rehabilitation
Facility maintains thal the atleged deficiencies do n
Jeopardize the health and safety of the residents, nor
i are they of such character 30 os to limif our capabm

lo render adequate care.

Please accept this Plan of Correction as the fac:lrcy s
wriften credible allegation of compliance such that all
alleged deficiencies cited have been or will be
corrected by the dates indicated.

To remain in compliance with all Federal and State
regulations, this facility has laken or will take the
actions sef forth in the folfowing Plan of Correcrion. :

F-281

i Glasgow Health and Rehabilitation Facility)
strives to provide services to meet
professional standards of quality.

1. Oxygen was adjusted at time of finding on
resident #3. MDs were notified of timeliness
of medication administration to resident #4.

! Resident #11 had BS monitored routinely
throughout the day on day of occurrence.

2. All nurses and CMTs were audited the |

week of 10/18/201 [ through 10/22/2011 fo
~ time compliance with medication pass and
¢ proper administration of Oxygen and insuli

by DON, Nurse manager.

3. in-service was conducted 9/29/2011 for
Nursing staff on Administration and
regulation of Oxygen, medication
compliance, and administration of insulin b?»

F 281 :
DON.

4. Pharmacy personne} to audit nurse/CMT
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TAG

SUMMARY STATEMENT OF DEFICIENCIES
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PREFEX
TAG

PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENCEQ TO THE APPROPRIATE

This amended plan %ﬁg:!géﬁﬁn is prepared and

COMPLETION

F 281

Ceontinued From page 28
by:

Based on observalion, record review and
intarview, the facliity failed to provide services to
meet professional standards of quality for three
{3) residents (#3, #4 and #11), in the selecled
sampte of fifleen (15}. The failure resulted in
Resident #3's improper oxygen {O2)
administration, and Resident #4's improper
medication administration techniqus.
Additionally, Resident #11 was administered
insulin from an unlabefed, prefilled syringe.

The findings include:
1. A record review revaaied Resident #3 was

admitted to the facility on 03/31/10 with diagnoses
te include Chronic Obstructive Pulmonary

; Disease (COPD), Dementia, Urinary Relention,
- Neurogenic Bladder and Hydronephrosis.

An obserfvation, on 09/27/11 at 10:15 AM,
revealed Resident #3 was in hisfher wheelchair

" with an 02 setting of 4 LPM via nasal cannula.
" Further observation, on 09/28/11 at 7:49 AM,
" revealed he/she was silting in his/her wheelchair

with the portable O2 set on zero {0) LPM. A

. raview of physician’s orders, dated 09/11,
* revealed O2 at two (2) LPM via nasal cannula.

An interview with State Registered Nurse Aide
(SRNA) #8, on 09/28/11 at 8:05 AM, revealed the
02 setling was on zero (0) and proceeded to
change tha setting to two {2} LFM. SRNA #8
revealed “anyone can hook it up and tum it on,
aides, nursing, anyone."

An observation, on 09/29/11 at 9:50 AM, revealed
Residant #3 was in hisfher room with the G2

F 281

executed because it is required by the provisions of
State and Federal Lavy and not because Glasgow
Health and Rehabilitation Facility agrees with the
citations noted on the pages of this Statement of
Deficiencies. Glasgow Health and Rehabilitation
Facility maintains that the alleged deficiencies do not
Jeopardize the health and safety of the residents, nor
are they of such character so as fo limit our capabilily
1o render adequate care.

Please accept this Plan of Correction as the facllity'3
writlen credible allegation of compliance such that o
alleged deficiencies cited have been or will be
corrected by the dates indicated.

To remain in compliance with all Federal and Staie
regulations. this facility has taken or will take the
actions set forih in the following Plan of Correction.

-

e

monthly for insulin preparation and
medication time compliance and report
findings to DON, DON will present finding
to facility QA committee no less than
quarterly X 6 months,
5. Completion Date:

o

10232011

1
F
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setling at three (3) LPM via nasal cannula. .

An interview with SRNA #2, on 09/29/11 at 10:00 ¥ ; i
AM, revealed the setfing was on "two (2} and a i !
. haif {12} LPM," and proceeded to adjust the
" setting 1o two (2) LPM, per physician‘s orders. |

An interview with Registered Nurse (RN) #4, on

09/29/11 at 10:05 AM, revealed the "SRNAs cen
" switch residents from porlable oxygen to the
concentrators and vice versa when thay get the
residents up and assist them back to bed. The
SRNAs adjust the setlings accordingly.” RN #4
revealed she usually checked the settings on the
concentrators at the time of O2 saturation
"checks, and the SRNA care plan included the

correct setlings.

2. A review of the facility's policy/procedure,

refated to Medication Administration, undated,
revealed "medications are administered within 60 : !
minutes of the scheduled time, except before or i
after meal orders, which are adminisiered based '
on mealtimes." |

A record review reveated Residenl #4 was

" admitled to the facility on 04/03/11 with diagnoses
to include Syncope and Collapse, Atrat
Fibriltation, Hypertension (HTN) and Cerebral j
Arterial Qcciusion with Infarct. '

A raview of the medication administration record .
{MARY), datad 09/11, revealed Resident #4 d ’
received Lotensin 20 milligrams {mg)} one {1) | I

tabiet by mouth (po) every day at 9:00 AM and

Cardizem CD 240 mg, one {1) capsule po daily at

9:00 AM.
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1 __This amended Jan ¢ c‘%’,’i’ég},‘bn is prepared and
" execuled because il is required by the provisions of
F 281 Continued From page 30 State and Federal Law and not because Glasgow

: An interview with Resident #4, on 09/30/11 at
10:50 AM, revealed he/she did not receive histher

AM medications.

_ An interview with Licensed Practical Nurse (LPN)

#1, on 09/30/11 at 11.00 AM, revealsd she had
not administered AM medications to Residant 44
yel. She statad, "l know ! am out of complianca.
I am going 1o call the physician and ses i it is
okay !o give the medications late.” She further

. stated, "l have not given madications in a long

fime."

An interview with the Director of Nursing {DON),
on 09/30/11 al 11:20 AM, revealed, as Certifiad

' Medication Technicians (CMTs) leave
" employment with the facifity, nurses wili be

utilized to give medications, 50 "they will be in the

: habit of giving medications.” Additionally, she
! stated, "If a nurse is behind in giving madications,

she can always cali me or another nurse to help
her give the medications.”

3. Areview of the facility’s policy/procadure
"Medication Administration - Generat Guidelings,”
undated, revealad "msdications are administered

, at the time they are prepared.”

A racord review revealed Resident #11 was
admitied to the faclity on 12/28/10 with diagnoses
to include Dizbetes Mellitus Uncontrolled.

A review of a physician's order, dated 09/11,
revealed Resident #11 was o have an accucheck
priot to meals and at bedtime (HS}, and Novolin
R insulin was to be administered per sliding scale
accordingly. The resident's blood sugar was 237
when checked prior to the AM meal and the

F 281 Health and Rehabilitation Facility agrees with the
i citations noted on the pages qf this Statement of
Deficlencies. Glasgow Health and Rehabilitation
Facility maintains thai the alleged deficiencles do ngt
Jeopardize the health and sqfety of the residents, na.
are they of such character so as to limit our capabiliy
to render adequate care.
Please accept this Plan of Correction as the facility’s
writlen credible allegation of compliance such that gl
alleged deficiencies cited have been or will be
correcied by the dates indicated.
To remain in compliance with all Federal and State
regrlations, this facility has token or will take the
actions sef forth in the following Plan of Correction|

F-309 :
Glasgow Health and Rehabilitation Facility
makes every effort to provide the necessary
care and services to ensure the resident
obtains optimal improvement or does not !
deteriorate within the limits of a resident's
right to refuse treatment, related to
thoroughly assessing a change in condition.
{. Nurse practitioner for resident #6 was
notified 6/14/2011, by LPN supervisor
regarding the resident's acute findings, RN
was counseled by DON, 6/15/2011 regarding
proper assessment and timely notification of
change.

2. On 10/9/2011, DON reviewed minutes

from awareness meeting and report sheets !

over past month to determine if any change
in condition was assessed timely and MD ;

! was notified timely. :

i ¢ 3, An In-service for ali licensed staff was
completed by the DON, 9/29/2011 on
assessments of acute condition and timely'

_ notifications,
i 4, Facility nurse manager will review 24
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F 281 " Continued From page 21

sliding scale order indicated four {4) units of
~Regular insulin shoukd ba administered.

An observation of a medication pass, on 09/28/11
at 7:45 AM, revealed thres (3} unlabeled insulin
syringes wers in opened syringe packages and
had names writtsn on the opened package lying

. on top of the medication cart. RN #4

" administered one of the unlabeled syringes of
insufin-to Resident #11 in the left upper arm.

i
An interview with RN #4. at the time, revealed she
rautinely prepared the resident's insulin injections

- ahead of time, because mornings ware so busy
and she was trying to save time. RN #4 stated

. she did not labe! the insufin syringes but labeled
the opened package the syringe came from. She
Placed the prefilled syringe in the opened

i package and wrote the resident's name on it. but

" did not identify the type of insulin in the syringe.

; Aninterview with the DON, on D9/28/11 at 10:45
+ AM, revealed she expecied the nurses to prepare
insulin infections prior to administration and not to
administer the insulin with unlabeled syringes
“ which could have a potential for error.
F 308 483.25 PROVIDE CARE/SERVICES FOR
858=D HIGHEST WELL BEING

Each resident must raceive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

] executed because Ji is required by the provisions of ;
State and Federal Law and not because Glasgow !
Health and Rehabilitation Facility agrees with the

| citations noted on the pages of this Statement of

i Deficiencies. Glasgow Health and Rehabilitatian |
Facility maintains that the alleged deficiencies do m.Jgf

Jeopardize the health and sqfety of the residents, nor

| are they of such character so as to fimit our capabilify

- to render adequale care.

I Please accept this Plan af Correction as the facility s
seritien credible allegation of compliance such that qf!
alleged deficiencies cited have been or will he

i corrected by the dates indicated.

; To remain in compliance with alf Federal and State ‘

regulations, this facility hos taken or will take the

dactions sef forth in the following Plan of Correction.

F 281

hour reports weekly X 4, then monthly X _‘1'
to ensure that all conditions are assessed
I appropriately and follow up occurs timely.
" Nurse manager will report findings to the |
l facility QA committee no less than quarterly
X2,

| 5. Completion Date: 1011 0120& 1
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F 309 Continued From page 32

This REQUIREMENT is not met as evidencad
by:

. Based on record review and interview, the facility

failed lo provide the necessary care and servicas
to ensure the resident obtained optimal
improvement or did not deteriorate within the
limits of a resldent's right to refuse treatment,
related to the failure to thoroughly assess a

i change in condition for one (1) resident (#6), in

the selected sample of fifteen (15).

The findings inciuds:

" A record review revealed Resident #6 was

admitted to the facility on 10/02/09 with diagnoses
to include Depression with Psychosis,
Hypertension (HTN}, Osteoarthrosis, Diabetes

. Mellitus and Schizophrenia,

A review of the nurses' notes, dated 05/23/11 at
2:30 AM, reveated Licensed Practical Nurse

i {LPN} #4 documented "resident's lefl foot/ankle
" nholed with edema.” There was no evidence of

any further assessment noted, until 06/94/11 at
6:30 AM, when LPN #4 documented "resident
noled to have swollen left foot/ankla. No
redness/bruising noled. Range of motion within
normal limits. Resident denies pain with
movement. Slight tenderness with touch.
Reported to Registered Nurse (RN) #5 to foliow
up with physician." Furher review of the nurses’
notes revealsd there was no notification made to
Advanced Practice Registered Nurse {APRN) #2,
untit 06/14/11 at 7:30 PM, An x-ray of the lefl
fool/ankle was {o be completed the following
meorning.

A review of an x-ray reporl, dated 06/15/11,

F 309

executed because if is reguired by the provisions of
State and Federal Law and not because Glasgow
Health and Rehabilitation Facility agrees with ihe |
citations noted on the pages of this Statement of |
Deficiencies. Glasgow Health and Rehabilitetion |
Facility maintains that the alleged deficiencies do not
Jjeopardize the health and sqfety of the residents, nor
arc they of such character so as 1o limit our capability
o render adeguate care.

Please accep! this Plan of Correction as the facility L
written credible allepation of compliance such that all
alleged deficiencies cited have been or will be
correcied by the dates indicated.

To remuain in compliance with all Federol and State
regulations, this facility has taken or will take the
actions sel_forth in the following Plan af Correction.)

F-315

Glasgow Health and Rehabititation strives }(0
provide appropriate treatment and services to
prevent urinary tract infections related to
foley catheter care, i
1. Facility RN changed BSB to leg bag for

-resident #3, 9/9/2011 as ordered and care |

planned.

2. A Facility chart audit was conducted by
facility nurse manager, 10/19/2011 for alt
residents with an indwelling foley catheterito
ensure that all interventions are in place. °
3. A Facility in-service for all nursing staff
was conducted by DON, 10/19/2011 !
regarding following the resident Plan of Cire
and SRNA worksheets, i
4. Administrative nurses to discuss new
orders for foley catheters during the AM |
awareness meeting weekly X6, then monthly
X3 to ensure proper diagnosis and .
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Based on the resident's comprehensive
assessment, the facilily must ensure that &
resident who enters the facility without an
indwelling catheter is not catheterized uniess the

. resident's clinical sondition demonstrates that

catheterization was necessary; and a resident

. who is incontinent of bladder receives appropiiate

trealment and services (o prevent urinary tract
infections and o restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by;

Based on observation, record review and
interview, the facility failed to provide appropriate
treatment and services to prevent urinary tract

{X4)ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION ; 5
PREFIX {EACH DEFICIENCY MUST BE PRECEGED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG © REGULATORY OR LSC IDENTIFYING INFORMATION} ) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! This amended plan %7‘?3}5(?‘&?3" is prepared and
f | executed because if is required by the provisions of |
; [ State and Federal Law and not because Glasgow !
F 309 Continued From page 33 : F 309 Health and Rehabilitation Facility agrees with the
revealed a left non-disptaced distal fibular ' citations noted on the pages of this Statement of
fracture. A referral to orthopedics was made at Deficiencies. Glasgow Health and Rehabilitation
that time ; Facility mainiains that the afleged deficiencies do no
: ’ I jeopardize the healih and safety of the residents, nor
; . ) . : ¢ they of such characier so as 1o limit our capability
An interview with LPN #4, on 09/29/11 al.Q:DO : f;,e;zr’zdeq"m care.
AM, revealed shs could not recall the Incident on ! i Please accept this Plan of Correction as the faciliny's
05/23111; however, she recalled therapy informed i writien credible allegation of compliance such that afl
her on the moming of 06/14/11 about Resident #6 alleged c‘iiefcfinc;es cirﬂif have :een or will be
"hollerin " LPN #4 h ected corrected by the dates indicated.
asieisn'lge:l:j;- and ph si;;ar:eni:ﬁsaiﬁ 1o be « To remain in compliance with all Federal and State
P y . s - ' regulations, this facility has taken or will take the
- completed for any resident’s change in condition, actions set jorth i the following Plan of Correclion.
but she could not recafl the reason for not doing !
so on 05/23/11. ‘ i interventions. Findings will be reported by
e | ADON/designee to the facility QA
- An intsrview with the Director of Nursing (DON), : ] A T\ ‘& Y Q
) : committee no less than quarterly X 3. _
on 09729/11 at 5:05 PM, revealed she expected i 5.0 letion Date: 10/20/201 1
the staff to foliow up with the physician with any p . Lompletion Liate:
change in condition. .
F 315 . 483.25(d) NO CATHETER, PREVENT UTI, F 315
s$=D ' RESTORE BLADDER
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This amended plan o cgf!rgec J\QI’! is prepared and
Y executed because it is required by the provisions of
F 315 Continued From paaa - State and Federal Law and not because Glasgow
paga 34 F315 . Health and Rehabifitation Facility agrees with the |

. infections (UTls) related to foley catheter care for
one {1} rasident (#3), in the sefected sample of
fifteen (15).

The findings include;

A record review revealed Resident #3 was
admitted to the facility on 03/31/10 with diagnoses
i to include Damentia, Chronic Obstructive
Pulmonary Disease {COPD), Urinary Retantion,
Neurogenic Bladder and Hydronephrosis.

A review of physician's orders, dated 09/11,
revealed "leg bag for catheter while up in chair.
" Anchor catheter to feg.”

. A review of the Comprehensive Care Plan, dated

£ 08/27/11, revealed the resident was fo have a leg
bag for the foley catheter while up in the
whesichair, and to ancher the catheler 1o the

- resident's leg.

Observations, on 09/27/11 at 2:44 PM and 4:37
PM, on 09/28/41 at 7:49 AM, and on 09/29/11 at
~9:50 AM, revealed the resident was sitting up in
- hisfher wheelchair with a foley catheter drainage
bag hanging on the back of the wheslchair.

- An interview with Reglstered Nurse (RN) #4, on
09/29/11 at 10:05 AM, revealed the resident did
not have a leg bag as ordered, and stated "t
change that right now."

An interview with the Director of Nursing (DON),
on 09/25/11 at 5:05 PM, revealed her expectation
was for the leg bag to go back on as ordared,
before the resident went back to bed as fo
prevent any backflow of urina.

citations noted on the pages of this Stalement of
Deficiencies. Glasgow Health and Rehabilitation ,
Facility maintains that the alleged deficiencies do nef
Jeopardize the health and safety of the residents, nor.
are they of such characier so as to limit our capability
to render adequate care. !
Please accept this Plan of Carrection as the facility's
writien credible allegation of campliance such that oif
alleged deficiencies cited have been or wifl be |
corrected by the dates indicated. I
To remain in compliance with all Federal and State
regulations, this facility has taken or will 1ake the
actions set forth in the following Plan of Correction. |

F-323

Glasgow Health and Rehabilitation Facility,
strives to ensure the environment remains as
free from accident hazards as is possible and
that cach resident receives adequate 5L
supervision and assistance devices to prevent
accidents.

1. The DON and wound care nurse reviveJd
the need for the jow air loss mattress for
resident #2, 10-3-11. The DON and wound]
care nurse reviewed the resident fall risk
assessment, the risk for skin breakdown, thi
skin assessment and the need for a side-rai
assessment. It was determined that bolsters
on the matiress were a safe alternative for $
her use. The settings on the fow air loss
matiress were verified as correct, A lock whs
purchased and instailed on the biohazard
storage doors, 9-30-11, i
2. All residents on specialty mattress were
reviewed by the wound nurse by 11-11-11 o
determine if the mattresses and other
additions to the matiresses were indeed
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| This amended plan o correcisbn is prepared and
" executed because il is required by the provisions of i
F 323 483.25(h) FREE OF ACCIDENT FS23] Jrerim o nehabiinton Pty aovecs s
§8=D HAZARDS/SUPERVISION/DEVICES citations noted on the pages of this Statement of |

" The facility must ensure that the resident

environment remains as free of accident hazards

. as is possible; and each resident raceives

adequatle supervision and assistance devicas to

" prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
interview, it was determinad the facility failed to
ensure the anvironment remained as free from
accident hazards es is ppssible and each resident

. recaives adequate supervision and assistance
* devices {o prevent accidents for one resident

(#2), in the selacted sample of fifleen (15). The
facilily failed tp ensure Rasident #2 was properly
assessad for the safe use of an air mattress,
Additionally, the facility failed to ensure hazardous
waste material was salely contained when placed
outside the bullding awaiting pick- up.

"The findings include:

. 1. A record review revealed Resident #2 was
" admitted to the facility on 08/18/11 with diagnoses

to includs Alzheimer's Disease with Behavior
Disturbances, Anemla, History of Gastrointestina!
Malignancy, Anemia, Dacubitus Ulcer on the hael,
buttocks and hip,

A review of the admission Minimum Data Set
(MDS), dated 08/29/11, revealed the facility

. Deficiencles. Glasgow Health and Rehabilitation |

|  Facility mainiains that tre alleged deficiencies do not

© jeopardize the health and safety of the residents, nor
are they of such characier so as 1o lmit our capability

| forender adequale care.
Please accept this Plan of Correction as the facility’

i written credible allegation of compliance such that z{f!

! alleged deficiencies cited have been or will be
corrected by the dates indicated.

. Toremain in compliance with all Federal and State ;

l regulations, this facility has taken or will take the |
actions sel forth in the following Plan of Correction.

| necessary and if the resident safety was |
ensured. The wound nurse reviewed the faj’l’

| risk assessments, the risk for skin breakdown
assessment, the skin assessments, any side-

| rail assessments completed and the settings
on all the mattresses, Any indicated changes

| were made at that time. |
3. Beginning 11-11-11, the use of any
additions to a mattress or the use of a

! specialty mattress will require the review of
the fall risk assessment, the risk for skin

! breakdown assessment, the skin assessmenl

! and completion of a side-rail screen. The

- review will be the responsibility of the |

| wound care nurse. The wound care nurse is
also responsible for determining the I

! appropriate setting of any low air loss
mattress. Nursing staff were in-serviced on

| 10-20-11 by the LPN supervisor with
regards to the residents current low air loss

| mattress settings, The operating manual
information was reviewed. The fow air loss

Y
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‘ This amended plan%ﬂ%%f‘%n is prepared and |

F 323 Continued From page 36
- assessed Resident #2 to require extensive
assistance of two staff for bad mobility, transfer,
dressing, toile! use and bathing.

. A raview of the Comprehensive Care Plan,
revision date of 09/07/11, revealed Resident 42

. was at risk for falls refated to weakness,

‘ decreased abilities, unaware of hisfher safaty
needs and a history of falls.

A review of nurses' note, dated 09/04/11 at 3:30
AM, revealed Resident #2 experienced a fall from

; the specialty air mattress (SCM Low Air Loss
mattress),

" Observations, on 09/27/11 at 9:50 AM, on

. 09/27/11 al 2:55 PM, and on D9/28/11 at 8:35

“ AM, revealed Resident #2 was observed lying on
a SCM Low Air Loss matiress at a selting of 'S
Float."

Further record review revealed there was no
documenied evidence Resident #2 was assessed
for the safe use of the specialty air mattress.

An interview with Licensed Practical {LPN) 43, on
09/25/11 at 8:20 AM, revealed she could provide
no documentation related to an assessment for

_the risk versus benefit of the specialty ajr
mattress.

An infarview with the Director of Nursing {DON},
on 09/28/11 at 8:40 AM, revealed an assessment
for the safe use of a specialty air mattress for
Resident #2 was not completed, and provided no

execuled because it is required by fhe provisions ol
Siate and Federal Law and not because Glasgow
F 323 Health and Rehabilitation Facility agrees with the I

1 citations noted on the pages of this Statement of

I Deficiencies. Glasgow Health and Rehabilitation
Facility maintains that the alleged deficiencies do not

i Jeopardize the health and safety of the residents, MoriJ

l are they af such character so as te limit our capabmry

I to render adequate care,
Flease accepi this Plan of Correction as the jacrhty s
written credible allegation of compliance such that z'{l!

i olleged deficiencies cited have been or will be
corrected by the dates indicated, !

. Toremain in compliance with all Federal and State'!

| regulaiions, this facility has taken or will take the

" actions sel forth in the following Plan of Correction)

l mattress settings were placed on the TAR !

. and the nurse aide care plans. Low air loss

| settings will be monitored each shifi.

4. DON will audit the charts of ail residcntL

i on specialty mattresses and with matiress
additions monthly for 6 months to ensure Jll

| assessments that are used to determine the
need and safety of the use of the mattressel;

} (Fall risk assessment, akin assessment, risk
for skin breakdown assessment, side-raii

I assessment) and devices are completed anjl
the settings are accurate and being monitored

| as per direction, DON will report findings to
the facility QA committee no less than

| quarterly to ensure sustained compliance. |

~ Maintenance Director witl monitor the

i biohazard storage weekly for 4 weeks and!

include this on his monthly reviews to

ensure sustained compiiance. The

maintenance director will provide a review

I to the administrator of any noted problems.

explapation as to why the assessment was not 5. Completion Date: 11/12111
completed,
I
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! . This amended ian% c"g!rggg'ﬂn is prepared and
! " executed because 1l is required by the provisions of |
F 323 Conli | State and Federal Law and not because Glasgow
ontinued me page 37 F323: Health and Rehabilitation Facility agrees with the
2. An observation, on 09/30/11 at 10:00 AM, i  citalions nofed on the pages of this Statement of
revealed the hazerdous waste containment bin | Deficiencies, Glasgow Health and Rehabilitation
located outside, at the back of the building, was | Facr’lirylmaimafm that ihe elleged deﬁcfe.f:cfes do nal
ot sscured wih o fock. Th contanment b |t et and o e et e
H re they
_opened from .the top and from the front. There i l fo render adequate care. I
was no sacu ”t.y fock Obsew‘?d on the Please accep! this Plan of Correction as the facility's
~containment bin, Two rad bins with snaps on the | . written credible allegation of compliance such that 4l
“lids, which comtained hazardous waste, wers | alleged deficiencies cited have been or will be
observed to be in the containment bin. i " corrected by the dates indicated,
: | To remain in compliance with all Federal and State |
. . . . ] . lations, this facility has taken or will take the
An interview with the Maintenance Diracior, on regu 4 . ‘
i ! fion: th in the following Pl C t
' 09/30/41 &t 10:00 AM, revealed he placed the | | ¢t forth in the fohoving Plan of Correction,
hazardous waste in the containmant bin to be | F—1371
" picked up by a {contracted) hazardous waste P ys i
_ removal service. The Mainlenance Director i | G]fisgow Health and Re;:;il-)lhtat]on I:iacﬂllj:r
stated the containment bin has never been strives to ensure Fhat fo I_S‘ ‘prepare and .
secured with a lock, but should be, as | | served under sanitary cor!duwns related fo|
" contaminated sharps and other potentially , meat preparation in the kltch_en.
infectious items were stored there and were | { 1.The dictary staff member involved was}
i easily accassible. The hazardous waste was i immediately re-educated, 9/27/2011 on th
supposed to be picked up on Fridays, bul many i handling of potentially hazardous foods b
times there was an abundance of hazardous ' | the Dietary Manager, and the contact
waste and it sat there for several days through | " surfaces were cleaned and sanitized.
the week in the unsecured containment bin, and ’ [ 2. Al dietary staff were re-educated on |
was easfly accessible untif the scheduled pick-up ) 9/27/11 by Di ‘
i ! , letary manager on the proper
on Fridays. ‘ l procedureyfor halll-ﬁfing pstemially hF::mF:ddus
_ I , i i -
An interview with tha Administrator, on 09/30/11 | fOOdt‘ a[;‘(:‘ speelﬁcqliy npretpzring pack:ggd
at 2:00 PM, revealed the hazardous waste I meats. Ihey werc ins l;.c cd © open an d
containment bin was not secured with a lock and ‘ | P 're_p are the food in the food prep area an Im
could providae no evidence of a related facility i disinfect the area aftem:ards, ot that the
policy/procadure, ; meats could be opened in tlhe.: three '
F 371 4B3.35(i) FOOD PROCURE, ; Fart compartment sink and to disinfect the sink’

$8=f STORE/PREPARE/SERVE - SANITARY

The facility mus! -
{1} Procure food from sources approved of
considered salisfactory by Federal, State or local

i

afterwards. ‘
3, A Dietary staff in-service by the facility
Dietitian is scheduled 10/25/2011 regarding
the proper food handling and avoidance of
cross-cotitamination, :
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authorities; and
(2) Store, prepare, distribute and serve food
under sanitary conditions

" This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, review of facility
policy/procedure and interview, it was determined
the facility failed to ensure food was prepated and
served under sanitary conditions related to meat
{ preparation in the kitchen's dirty dish area. The

facility census was sixty one (61) residents, with

four {4} residents identified by the facility as
receiving nutrition via gastrotomy tube (g-tube).

The findings include:

A review of the facility's policy/procedure, "Food
Preparation and Safety”, daled 2006, revealed
potentialy hazardous foods maintained by the
Food Service department included "Meal." The

- policy/procedure revealed "potentially hazardous
foods are handled with caution. Contact sudfaces
were cleaned, insed and sanitized to prevent

" cross-conternination prios to and foliowing use.”

: An observation, on 09/27/11 at 12:10 PM,
revealed Dietary staff #1 began preparation for
the supper meal and brought four (4} large
containers of partially thawed besf fips from the
refrigerator and piaced the containars on the
counter in the dirty dish room, where dirty dishes
were piled up from the noon maeai. Distary staff
#1 opened the meat, which was sealed in plaslic,
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This amended pfan%?c'g}ggcﬂn 15 prepared and ;
executed because it is required by the provisions of
. Fi , ow
E371 Continued From page 38 F 374, State and Federal Law and not because Glasg

Health and Rehabilitation Facility agrees with the
citations noted on the pages of this Statement of
Deficiencies. Glasgow Health and Rehabilitation
Facility maintains that the alleged deficiencies do not
Jeopardize the health and safety of the residents, nor
are they of such character so as to limit otir capabihp'
to render adequate care.

Please accept this Plan of Correction as the facility’s
written credible allegation of compliance such that (1'!!
alleged deficiencies cited have been or will be
corrected by the dates indicated.

T remain in compliance with all Federal and Siate
regulations, this facility has taken or will take the
actions set forth in the following Plan of Carrection.

4, The Dietary manager will utilize our FO(Ld
Service Safety and Sanitation Checklist io
observe each employee at least 3 times over
the next two weeks to ensure safe handling
of meats and other potentially hazardous |
food. She will review her observations with
the Administrator for any foliow up. The .
findings will be reported to the facility QA!
committee no less than quarterly X 3
quarters.

i
5. Completion Date: 101261201 1
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and a large amount of blood from the meat was
observed to "spiatter” on the counter.

An interview with Dietary staff #1, on 08/27/11 at
12:45 PM, revealed she "usually opened meat in
the dirty dish room because she did not want to
get biood all over.”

An interview with the Dietary Manager, on
09/27/11 at 3:00 PM, revealed packaged meat
' was to be opened and prepared in the food
" preparation area, and the area was {0 be
. disinfected afterward. She staled the meat could
" alsp be opened in the three compartment sink
: and decontaminate the area afterward.
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09/28/2011

GLASGOW HEALTH & REHABILITATION CENTER

K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 1985
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type ili
{000)

SMOKE COMPARTMENTS: Seven (7).

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il naturai gas
generator.

Alife safety code survey was initiated and
concluded on 09/28/2011, for compliance with
Title 42, Code of Federal Regulations, §483.70
and found the facility to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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