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A stapdard healtt survey was conducted on
07/31/12 10 08/02/12. Deficient practice was
identified with the highest scope and severity at
' D" lavel. : )
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1. Resident C was assessed by the
Director of Nursing on July 31, 2012 to

Based on the comprehensive agsessment of & vetify G-tube placement. Resident C g
resident, the facility must ensure that a resident was monitored by nursing staff for 72
whe-is fed by a paso-gasiria or gastrostsmy ube hours post medication administration !
recaives the appropriale treatment and services on 7/31/2012 for change in condition; . [
to pravent aspirefion pneumonia, diarhea, | , no change in condition was noted, - l
vamiting, dehydration, metabolic abnormalities, ' l:
1 and nasat-pharyngeat ulcers and to restore, if . LPN #1 was re-educated by the :
possible, normal esting skills. - Director of Nursing on July 31, 2012
o7 prOvE IS 10 Validats proper Geinbe

plagement prior to medisation

‘Qis REQU]REMENT is not met as evidencad administration.
. | Based an obsewatiqn, Intervienf,_recqrd review, 2, Residents who reserve mitrition or
| &nrd facility polley review, the facility falled o _ dication administration via G-tube
ensure appropriate treatment and services were : E:m ‘;2;;‘;’3& y bynthe lcensed mrse on
rovided for ane unsampled residant obsasrved to -
P b d s July 31, 2012 to verify G-tube

receive g-tube medications (Residant C), Facility
staff falled (o verify placement of Resident C's
gastrostomy tube prior o administering
meadication to the resident,

placement and for change in condition,
No change in condijtion was noted. .

3. The Director of Nursing and/or
Agssistant Director of Nurging will

The findings include:
provide re-education to licensed nurses

A review of the Gare of Gastrogtomy Tube _ un "Cars of Gastrostonty Tube” policy
(g-tube) policy (no date) revealed routine nursing by August 27, 2012, Re-education will
care for g-tube included placemant of the g-fube include procedure to verify G-tube
would be checked prior o any feeding or ]JIB.GBMBI‘}'E pr-jor to medication
administration of medication info tha g-tuba. The | - administration.

.| policy dentified two methods ip determine
/’fn‘g‘ciz}aent of the yxﬁe @%}ﬁ?:d for staff to .
e . 2 : -
?‘A & ?ja- ZTOR T REF’REEENTATWE‘S SIGNATURE . W 7(75
- L] g4 Jrea \/ T/ 7 oy
ny dgﬁéﬁw Siater\r}}e;(én élg with an aster%&ld{} dEnotes a deficiency which the ine.iituﬁor%?ay be axcured from carrectin‘é"‘;:roviding Itis dﬂi@m’!l/ll?é that 7 ;
her safeguards provifie sufficiant protection to the patients. {(See Instructions.) Excapl for nursing. homes, the findings slaled mbove are disclosable 50 duys i

liowing the date of survey whether or not a plan of oomection ts provided. For nursing homes, the abave findings #od glans of corredtipn ara disslosabls 14
sys following the date thesa documents ars mads availabla to tha facility, IF defizlatiies ame ritad, ah approver.plan of corection is raglieils to continued

ogram participation.
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aspnate stomach contents info a synnga orto
Injeet 10 cubic eentimeters {o6) of air into the
g-tube and listen by the placement of a
stethoscope over the resident's stomach fora
"whooshing” sound

Rev]ew of the med |ca| record revealed the Tacility
readmitted Resident C on 05/01/12, with
diagnoses to include Hemiplegia due to
carabrovascular disease, Pneumonitis due o
inhalation of foad or vomitus, and Dysphagia
(difficulty swallowing).

Review of the annual comprehensive
agsessmert, with a.reference date of 05/24/12,
revealad Resiclant C was assessed to require

recammendations.

4. The Drirector of Nursing , Assistant
Director of Nursing or Unit Managers
will complete G-tube skills competency
audit of Heensed nurses caring for G-
Tube residents two times wesldy for
four weeks, then four times monthly for
two rotiths with results to be reviewed
monthly in Performance Improvement
Committzz meeting for any further

5. Completion date: August 28, 2092
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and to raquire the total assistance of staff with
oating.

Obsarvation conducted during medication
administration on 07/31/12, at 8:05 PM, revealed
facility sfaff administered Amoxiciliin (anfibiofic)
§75-128 miligram teblet and C,6 milfifiters of
Mylicon {anti-flatulent) o Resident  through the
resident's g-tube. Hewever, staff failed to verffy
placarment of the g-tube prior f¢ administering the
medicafions 0 the resident.

Intarview with Licensed Praciical Nurse (LPN) #1
on 07/31712, at 6:25 PM, revealed she did not”
verfy comeet placement of the g-tube pror to
administering medications fo Resident &. The
LPN siated she was required to check g-tube

+ I placement by injecting 10 milliliters of alr into the

tube and fistening with & stethoscope. LPN #1
statzd she "“forgot" to appropriately check the
gHtube placemant prior to giving the medications

JRM CMS-2867 (02-88) Praviaus Versions: Gheolele Event 1D: 1KOZ41
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{0 Resident C.

Interview with the Director of Nurses (DON) on-
08/02/2, at 3:00.PM, revealed staff should verify
g-tube placement prior fo administering
medications ta the residents by injecting air into
the tube and listening with & stethossope. . - C i
F 364 483.356(d){1-(2) NUTRITIVE VALUE!AF'F’EAR ! Fas4 B : Y
ao=n | PALATABLE/PREFER TEMP ' .

Each resident receives and the facillty provides

food prepared by methods that conserve nulritive . F364
valus, flavor, and appearance; and food that is - .
paiatable, attractive, and at the proper : 1. Residents residing in the centet :
temparatiire. - : benefit from seasomed meals.
2. The Dietary Manger interviewed i

‘]tj‘;a_is RECJUIRE'ML*.NI 15 No met 3% evidenced cognitively intact residents on August
Based on observation and interview, it was ' - ig{iszfgclz%;g i?ﬁ?ﬁfgfﬂm the ‘

determined e faclity fallad fo prepars food ions for additi ' | meal !
sarved to residants with an adeguate amount of suggestions for addilional me ¢
ssasoning. Seven alert residents attending the seasoning ma:de by center residents i
Group Interview at 3:30 PM on 07/31/12, revealed | . during intorviews, the Dictary manager r
meals prepared in the Dietary Department wers In consultation with the Dictician and i
bland and needed more seasoning. y Regional Dietiian modified or §
. ) updated recipes as necessary on Augnst :

24, 2012. !

The ﬁndingé inciude:

Interview with the Dietary Manager at 6:30 PM op :
08/02/42, revealed the faciiity did nothave a
pojicy/procedure for seasoning the food.

Observation of the menu for 38/01112 and the
noon mesgl &t 12;058 PM on 0B/01/12, revealsd i
regidents were sefved Sallshury steak, mashed
potaioes, and greens. Obsarvation of the sfeam
table at 12:05 PM on 08/01/12, revesled the

RN CMS-264H7 (02-29) Pravious Verpinns Obsolete Event I0: 1K0Z11 Facklty 1T 10R5094 If continugtion shest Page 3 of 8
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steam table also coniained fortified potatoes for
residents nesding additional calonies.
) 3, The Dietary Manager re-educated
Araview of the recipe for the mashed pofatoes center cooks on August 22, 2012 on the
{instant) reveaied B ounces of bulter, 16 ounces location of recipes in the kitchen aurli ta
of whola milk, 4 teaspoons of salt, and 112 follow recipes during meal preparation.
feaspoon peppar were to be added fo the instant
potatoes. 4. A food committee meeting will be
. heid weekly with the Dietary Manger
The Group terview was conducted at 3:30 FM and Administrator for four weeks, then
on 67/31/12, with seven a]er‘t residents attending. monthly for two months to determine
The residents stated the facilfy (kitchen) did not resident satisfaction with seasoning the
use enough seasoning in the feod, . meals, Results to be reviewed monthly _
. ) in Performance Ilmprovement :
A palamblilty test was conducted accompanied by In tert X i
the Dietary Manager at 1:10 PM on 08/01/12 of Committes meeting for £ny further ;
the noon meai. The palatability test revealed the recommendations. ¥
| mashed-potatees (instant) and the fortified =g any J
rashad potatoes tasted bland and did not have 5. Compietion date: August-28-2043 :
ehough seasonng. g
|
The Dietary Manager confirmed in inferview on b
08/0112 at 1:15 PM, the potatoas tasted bland ‘
and did not havs enough seasoning.
F 441 483,65 INFECTION CONTROL, PREVENT F 441
s5=D | SPREAD, LINENS | ,
The faciifty must establish and maintain an }
infaction Control Progran designed to provide a A
safe, sanitary and corrfforteble environment and i
to help prevent the development and fransmission 5
of disease and Infecton,
{2) Infection Control Program
The facifity must establish an infection Conirol
Program under which i - . _
| (1) Investigates, controls, and prevents infections i
[ n the faciiity; ’
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{2y Decides what procedures, such as isolation, . ‘ '
should be applied to an individual resident; and . i
(3) Malrtsing & record of incidents and norrective é;Rm-‘}dem. A and}? ere ??; Tﬁ;ﬁ,‘if Y ?
actions refeted to Infections. = Director of Nursing on :
and then monitored for 72 hours by i
4 ; Licensed Wwrses for signs or symptoms i
?13‘; mﬁiﬁrﬁ?ﬁfﬁﬁﬁ ggg{?g?pogram for infection. Neither resident had any i
determines that a resident nesds isofation to change in condition.
preven the spread of infectioty, the facility must o :
tsalate the resident. ) Resident #3 was identified at the survey
{2) The facility must prohibit employees with z exit on August 2, 2012. Resident #3
comrmunicable disease or infected skin lesiona way assessed by Director of Nursing. 4
rom direct contact with residents or their food, if on August 2, 2012 with no changs in .
| direct cantact will transmit the dizease. condition or signs/symptoms of
(3) Tha factlity must require s to wash their infection noted,
hancs after each direct resident cortact for which : . !
___ﬁ;agd_uaaahmgmndlcaiad_b%ar@hfﬂd LD #1 wag immediately re-adincaterd
———professionatprectics: e o the paidelinesforghicometer
) . cleaning "Care of Glucometers” by
(¢) Linens Diractor of Nursing on July 31, 2012.
Parsonnel must handle, stors, process and : .
transport Iinens so as o prevant the spreacl of
infection. : _
2. The Director of Nursing, Assistant .
‘ Dirsctor of Mursing and/or Unit i
This REQUIREMERT is not inget a5 evidenced Managers reviewed the 24Hour Report i
by ' : o of Resident Change in Condition |
Based on obsarvation, interviéw, and review of reports from 7/31/2012 thru 8/5/2012 to |
facility poiicy, # was determined the faciiity failed determine possible resident changes in :
io maintain an Infeciion Coniral Program I condition including infection.
desag red fo provide a safe and sanitary
environment te prevent the development and
transinission of disease and infecfion for one of ) i
ninetzen samplad and-two unsampled residénts ]
selecied for abservafion and/or review (Resident E
#3 and unsampled Residents Aand B).
Observation of & biood giucose monitoring test on
‘DRM CMB-2667 (02-84) Fravious Viarsions Obsolete Evant iD: 1KDZ17 Fasfilty ID: 100504 If sontinuation shest CPage 5of &
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I olching blood, body fluids, seoretions,

| not gioves are wom. Accarding to the policy, staff

07731412, revealed facility staff failed to
cleanfzanitize the glusometer maching prior to
andior afler obtalining a bloed specimen to check
Residents Aand B's biood sugar Jevel. In
addition, facifity staff failed to perform appropriate
handwashing technigues when conducfing a skin.
aséessment for Resldent #3 on D8/02/12, at 510
PM.

Ie

The findings include:

Review of the facility's Care of Glusometer palicy
(updated June 2011) revaaled the facilty staff -
was respansible to clean and disinfect the
ghucometer machine between resident uses. The

nolbicy noted the staff would use a 1:10 bieach
j il

(K410 | SUMMARY STATEMENT OF DEFIGIENGIES e} ‘ e
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREF1X (EACH CORRECTIVE ACTION SHOLLD BE - | COMPLETION
TAG REGULATEREY OR LSG IDENTIFYING INFORMAT 0K TAG CROZE-REFERENCED T0 THE APFROPRIATE - bate
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F 441 | Confinued From page 5 F 441

3. The Director of Nursing and/or
Assistant Director of Nursing will
provide re-education te.ficensed nurses
on center guidelines for glucometer
cleaning "Care of Glucometers”™ by
August 27, 2012,

LPN #1 was re-educated on Angust 2,
. 2012 on hand hygiene and glove nse by
Director of Nursing.

The Director of Nursing and/or
Assistant Director of Nirsing will
provide re-education fo Licensed
Nupses and Certified Nursing
Assistants on hatid hygiene and glove

use-guidelines-according tocenter

Fefter-cash-rosidert-tsts

Review of the facility poliny filed "Section 10:
Precaution guidelines,” dated January 2008,

| under *Standard Pracautions” the hand washing |

gection reveaied hands must be washed after
excretions, and conteminated items, whether or

was to wash bands Immediately after gloves ware
removed, betwesn patient contacts, and when
ptherwise indicaled {0 avold transfer of

' microorganisms to other pafients or
environmental surfaces, The fagiity's policy
further revealed If rnay be necessary to wash
kands between tasks and procedures on the:
same patieni to prevant erass-contamination of
different body sites. Additionally, the facility's
nolicy revealed under the section labeled
"GEioves” that gloves musi be changed betwean
tagks and procedures on the same patient after.

3
T

Infection Control Manual by Angust
27,2012, :

4. The Direstor of Nursing, Assistent
Drirector of Nursing and/or Unit
Maenagers will conduct random audits
twice weekty for four weeks and then
four times monthly for twe months
pbserving glucometer cleaning, results
will be reviewed in Performance
Improvement Commitiee mesting
meonthly for further recommendations.

ok CMEB-2567[02-88) Previous Varsions Dbsolele

Evard D 1KDZ1H

Facilify JD; 160564

I confinuation sheet Page 5 of 9
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contact with material that may contain a high
concentration of microorganisms, The facily’s
policy further revealed that gioves are o e

| removed promptiy after use, befora tobching

non-contaminated itams and environmenial”
surfaces, and for staff to wash hands immediately
1o avoid transfer of mjcroorganisms o other
petiants of enviFonmemal surfaces.

1. Observations eonducted on 07/31/12, at 5:35
PM, revealed Licensed Practical Nurse (LPN) #1
performed a fingarstick biood glucose for
ResidentA. LPN#1 was pbserved to remove the
ghucometer, cilspcnsable lancef, and alcohol prep
pad from the medication cart, and then washed
her hands, puf en gioves, and chiainad the blood
sample from Resident A's ﬁngar LPN #1 then

recomtnendations.

Direcior of Nursing, Assistant Director
of Nursing and/or Unit Managers will
cenduct random audis twice weekly
for four weeks and then four times
monthly for two months observing
perimeal care and skin assesarments
focusing on hand hygiene and glove
changing, results will be reviewed in
monthly Performance Improvement
Committer meeting for further

5. Completion date: August 28, 201

e emr b e im b iy e

e e Ty ¢ o s e

EEH T AL L T

LF’N prooeedad h:a perform a ﬁngers’cick bicod
glucose for Resident B at 5:40 PM (five minutes
after she performad the same procadure for
Resident A} using the same glucameater,
However, based on ebservation, the LPN faiied 1o
ciean/sanitize the glucometer after performing the
biood glncoss lavel for Resident A and failed to
clean the gitcorneter bafore the blood glucose

| tevel was abfained for Resident B. - -

Interview with LPN #1 on 07/31/12, at 6:25 PM,

.| revealed she had been frained io clean/santize

the giucometer with & bleach wipe hefore and
after each resident use, The LPN confimmed she
had not cieaned the glucomster when doing the
biood sugar levels for Residerts Aand B and
stated she “did not think about cleaning the
gincometer today,” '

jntervdew with the Director of Nurses (DON) on

ORIV CME-2567(02-08) Pravious Varsids Obsolste Bven| i0; 1K0Z11

Facliby 10 1005084
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(07/31/12, a 7:05 PM, revealed all licsnse

nurses had been trained on proper
cleaning/sanitizing of the glucometer machines.
The DCOIN confirmed staff was required o
clean/sanitize the glucometer with a bleach wipe
bafore nd after each resident use. According fo
the DON, audits were cenhducted several fimes.a
manth to monitor medication pass, which
incinded phsarvation of staff perfformance of
blaod glucose levels, and there had not bzen any
probliems idenified.

2. Dhsarvation on 08/01/12, at 5:10 PM, ravealet
I.LPN #1 performed a skin assessmant for
Resident#3. During the skin assessment

1 Licensed Practical Nurse (LPN) #1 assessed

Resident #3's perineal ares, tourhed the area

=1
=it

.| #3'¢ shirt and bed 'pressure alarm. Continued

observation of the skin assessment revesled the
I PN assessadiouched the resident's buliocks
{with the sarme gloves), and than touched the
resident's shesat, shirt, and blankets with the
soiled gloves when she assisted the resident to
reposition.’

interview with LPN #1 on 08/071/12, at 5:30 PM,
revesied she should have washed her hands and
changed gloves after assessment of Resident
#3's perinsal area and prior to fouching Resident
#3's shirt and bed alarm. LPN #1 further stated
zhe should have removed the gioves and washed
her hands after azsessment of the buttocks and
prior to touching Resident #3's sheet, shirt, and
biankeis, : :

interview with the Director of Nursing (DON) on
08/02/12, at 4700 PM, revealed hands must be

ZDRM ChS-ZEE7(62-95) Previous Versians Dhsolele

Ewvert, 10 1KDEZ1T
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washed and gloves changed when assessing an i
ares of the body with the patential for higher :
conoentrations of contaminants fo an area of the '
body with Jesser concentration of contaminants io g
prevant cross-contamination and the spread of P
infection. . ;
i
é
i‘-
§
| i
: E
|
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185265 B VNG ___0BiN1/20
NAME OF PROVIDER OR SUPPLIER GTREET ADDRESS. GITY, STATE, zip GUMEION GF TBaIt Lete -
: NTE 201 KIMBERLY LANE uthern Enforcement Branch _
GRANT MANOR GARE AND REHABILITATION GENTER WILLIAMSTOWN, KY 41087 } . :
54 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION | g
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX |, (EACH CORRECTIVEACTION SHOULD BE - | COMPLETION . '
TAG REGULATORY OR LEC (DENTIFYING IMFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE :
_ _ DEFICENGY) ' :
1 000 | INITIAL COMMENTS e éﬂD‘ “This Plan of Correction s prepared
. | and submitted es required by law. By
) * submitting this Plan of Correction, i
. CFR: 42 CFR 483.70(z) Grant Manor Care & Rehabilitation
Building: 01 ' . . Center does not admit that the ’
uilding: ) deficiency listed ot this form exist, nor . i
) : does the Center admit to any i
Plan Approval: 1988, 199'!_3 C statements, findings, facts, or
Survey under 2000 Exisfing conchisions t‘hat foom the besis for the :
urvey under. 2000 Sxdsting ) alieged deficiency. The Center :
Facility type: SNF/NF . reserves the right to challenge in legal
i : and/or repulatory or adrministrative _ ;
Type of structure: One story Typa V(111) with proceedings the deficiency, statements, |-
partial baserment facts, and conelusions that form the . S
- basis for the deficiency.”
Smoke Compartmeants: 4
Fire Algrmm: Fuii fire alam system installed in.
1986 -
Sprinkler System: Autornatic (dry) sprinkler Kosz ' j
system installad In 1988 - 1. Fire zlatm sensitivity testing was ‘
Generator: Type ll natural gas instalied in 2010 campleted for the entire firs sysiem on ;!
sherator. 1Yp g , Anust 16, 2012 by FESCO fire
suppression equipment contractor. !
A Life Safety Code survey was conducted on !
GBI01/12, Grant Manor Care and Rehabilttztion - 2. Cemter smoke detectors were |
Centat was found not to ba in compliance with  inspected on Augnst 10, 2012 by :
the requirements for participation in Medicare and FESCO contractor and tested for their ;
Medicaid, The census on the day of the survey . sensitivity to smoke. Center smoke
was 90. The facilily is licansed for 85 bads. detzctors were determined to be
functioning with severa] identified to
Tre foliowing findings demonstrate be replaced, Smoke detectors identified
noncompliance with the highest scope/severity at for replacement were replaced on
oo "F jevel. August 21, 2012 by the contractor.
K 052 | NFEA 101 LIFE SAFETY CODE STANDARD K052 ’
S8=F " '
Mﬁ alarmn sys} Wﬁfe safety is . :
el _ A1 . I

S tareE

e ETE W Q};gﬁi.

.~

_ABny ‘(‘""':-";'p B
g/é“dmg wi% E‘n“'aa‘g;isk {*} denoies 3 deficienay whi:;h the irsstiiution may be exaised from comrecting providityg it i F detem‘iined ﬂ'bﬂf ' =

; 7
Q‘Wéﬁciency stagrie

et sefeguards.piovidefsuficiant protection to the patisnts. (See instructions,) Excapt for nursing homss, the findings stated ebove are disclosable 80 days
a plan of corretion is provided. For nursing homes, the above findings and plans of comection are distlosatie 14

‘oflowing the date of strvay whather or nat y
iays followlng the date these documants are tade avaiable fo the facifty, 1T deficiencles are clted, an spproved plah of comrection je requisita to comtinust

sipgram parficipation,
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG GROES-REFERENCED TO THE APEROPRIATE
DEFICENCY) |,
K 052 | Confinuad From page 1 K 052
instalied, tested, and mainiained in ascordance . ‘
with NFFA 70 National Electrical Code and NFFA 3. T_'he Admmls.trator met with the
72, The systern has an approved mainienance Maintenance Director and reviewed the
and testing program complying with applicable Life Safety Code requirement for
reguirements of NFPA70 and 72.  9.6.1.4 sensitivity testing on August 2, 2012,
. . The Mzintenance Director added
completion of the sepsitivity testing to
the TELS system, an automated system
that alerts the center when routine
majntenanss is requirsd on such
cquipment, on August 22 2012, The
TELS system will alert center
Admintstrator and Maintenance
Director when sensitivity testing is due
to be completed on the fire atarm .
systen. The Administrator and/or 3
This STANDARD 15 nat Fst 25 svidertad by: ]]:/g“gggamihmrﬁm will notify :
Based on interview and fire afarm inspection P\ OO Oner Lo Suppression !
record review, the Taciity fajed o test and squipment oonfrastar that testing of the l
rmaintain the fire alarm system per NFPA system Is needed timely to ensure :
standards, The deficlency had the potential to completed as necessary. .
affect four of four simoke compattents, all’ i
restdents, staff, and vishtors, Tha facility is P
licensed for 95 beds with a census of 90 on th
day of the survey. .
The findings include: i
Fire alarm inspaction record review on 08/01/12, I
at 12:15 PM, with the Maintenance Director, :
revesled the facility failed to provide
documentation to show the fire alarm sensifivity
test had bean completed. The last documented
sensiivity test date was April 2010,
interview aon 08/071/12, at 12:16 PM, with the
Maintenanse Director reveaied he thought that i
- !
Faclllyy IEr 100554 if comtinuetion shoet Page 2 of 3 :
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K 052} Gontinued From page 2
the sensitvity test had been compleied. ‘

| The findings were ajeo confirmed with the _
Adrinistrator at exit conference.

NFPA Standard: NFPA 101, 9.6.1.4.

A fire alarm system reguired for fife safaty shall
be installed, testad, and maintained in
accordance with the applicable requirements of
NFPA 70, National Elactrical Code, and NFPA T2,
Matienal Fire Alarm Code,

K082 4 The Administrator wili review the
TELS system monthly for 12 months fo
validate routine maintenance/testing ia
completed for fire alarm system per
MNFPA standerds. The Mainienance
Director and/or Admiinistrator will
report TELS systemn review monthly to

the Performance kmprovement

recommendations,

Cemmittes mesting for any further

5. Completion date: August I8, 2012
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