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“This Plan of Correction is prepared
F 000 | INITIAL COMMENTS F000] and submitted as required by law. By
: _ ' submitting this Plan of Correction,
A Recertification Survey was conducted 12!1?‘111 BridgePoint Care & Rehabilitation
through 12/22/11. Deficlencies were cited wit i
the highest S8cope and Severlty of a“G". ge; tfsr doeﬁ I::é adﬁt. ﬂ;at the )
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157, CEHCIERCY s on this form exist,
88=G | (INJURY/DECLINE/ROQOM, ETC) , " nor does the Center admit to any
, . _ ' ‘ - statements, findings, facts, or
A facility must immediately inform the resident; . conclusions that form the basis for the

consult with the resident's physician; and if

known, notify the resident's lepal representative alleged deficiency. The Center

or an interested family member when there is an reserves the right to challenge in legal
acsldent involving the residant which resuits in and/orx regulatory or administrative
injury and has the potential for requlring physician - proceedings the deficiency, .

Intervention; a significant char.ge in the resident's .
physical, mental, or psychosozlal status (i.e., a statements, facts, and conclusions that
deterior:tion in heaith, mental, or paychogocial form the basis for the deficiency.”
status In sither life threatening conditions or
clinical zomplications); a nead to alter realment
slgnificently (l.e., a need to discontinue an ) F157 .

existing form of treatment due to adverse 1. Regident #] was d‘SChﬂT{%Ed by the
consequences, or to commence a new form of attending physician on 12/19/11.
treatment); or a decision 0 transfer or discharge 2. A medical record review for current

the resident from the facility as specified in residents will be completed by 1/31/12
§483.12(a). - by the Director of Nursing, Assistant
: Director of Nuraing ,MDS and Unit

The facility must alsa promptly notify the resident Mﬂnagers to determine notification to
and, if known, the resident's legal representative a resident's physician had occurred for
or interested family member when there isa any resident who had e]“"o"‘“temd Y
change in room or roommate assignment as gﬂgggeagfd‘;';t";?t‘;;g; ‘;;a{e porteble

gein ] nt, tment and
specified in §483,15(e)(2). or a change in transfer discharge, over the last 30
resident rights under Federal or State law or days. Any identified concerns will he
regu'ations as specified In paragraph (b)(1} of - addresseg. i
this-section, Sl ey e =y

3l

The facility must record and periodically update
the address and phone number of the regident's
| legal raprasentative or interestad family membar.

LABORATORY DIRECTOR! RAROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE , T . (L) Df\_‘l‘E
o, S lilnastin 2l

Ay deficienihy staterffant snding with an ssterlsk (") denctes a defisiency whioh the inslitutlan may be excused from correcting praviding it ls determined that
other aafeguards provide eufficlent protoction to the patients, {(Sae Instructions.) Except for nursing homea, the findings stated sbhove are diaclosabla 80 days
following the date of survey whathor or not & plan of aorrection io provided. For nursing homes, the above findinge and plans of ootraction are disclogahle 14
daya following the date theee documents are made available to the faciily. If deficienclas are cited, an approved plan of carraction Is requisite to continued
pragram participation,
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. ' ' 3. Re-education for Licensed Nurses
F 157 | Continued From page 1 F 187 regarding physician notification of
: resident change of condition to include
This REQUIREMENT is not met as evidanced dietary recommendations and weight
by: loss, other reportable cvent, accident, |
Baged on interview, recond review and review of gltered treatment and transfer

discharge, will be completed as of

the tacility's policies, it was determined the facility 1/31/12 by the Director of Nursing
falled to ensure the Physician was notified when o and/or Unit Managers.

there was a change in a resident's physical heaith : .

and a need to alter treatment for one (1) of 4. The Director of Nursing Services,
twenty-seven (27) sampled residents, (Resident Asgistant Director of Nursing Services,
#1). On 11/11/11 the facility's Distitian identified and/or Unit Managers will review new

orders and 24 Hour reports to identify
residents who have a change of
condition other reportable event,

Resident #1 experienced a significant weight loss
of 8.6% In seven (7) days. Although the Distitian

made dislary recommendations on 11/11/11, accident, altered treatment and transfer
thare was no documented evidence the Physician | discharge, dictary recommendations
was notified of the recommendations. In adadition, *| or sigmficant weight loss and

| aithough the resident exhibited pooi food and determine that physician notification
fluld Intake from adrission on 11/04/11, there has occurred 5 times weekly for 4
was no documented evidence the Fiysiclan was weeks, then weekly for 2 months. A

| notified of the significant weight los: of the ﬁ%ﬂ%?o‘g%fggg‘gggfcﬂ ﬂt:ftha

decroase in foodffiuid consumption. On 11/15/11 Performance Improvement Committee
the facility. transfarred the resident k- the hospital ! monthly for review and further

related to crilical laboratory values und was recommendation.

diagnosed with Acute Renal Failure, Dehydration,
Hypotension, and a Urinary Tract Infection.

The findings include:

Review of the "Hydration Policy", dated 01/08,
revealed the nurae was to nolify the Physician
upon identification of resident hydration concerns
and document this notification in the
interdisciplinary Progress Notes,

Reaviaw of Resident #1's medical record revealed
dlagnosas which included Dementia, and
Diabetss Mellitus. Review of the admission
Physician's orders, dated 11/04/11, revealed an
order for Lasix 20 milligrams (diuretic medication)
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every day. Review of Resldent #1's admission
weight on 11/04/11- revealed a weight of 120.2
pounds.

Review of Resident #1'a Functional Performance
Record Meal Intake, ravaaled the following:

On 11/06/11, the resident refusedt all meats and
drank 240 milliliters (mi's) of fluld.

On 11/06/11, the resident refused breakfast and
lunch and consumed 26% of suppar ahd drank
360 ml's,

On 11/07/11, the resldent consumed 75% for
broakfast, 50% for unch and 0% for supper, and
drank 720 mi's.

On 11/08M11, had no documentation for breakfast
or lunch, and the resident refused supper and
drank 120 mPs.

On 11/09/11, the resldent consumed 25% for
breakfast, 26% for lunch and 26% for supper and
drank 840 ml's.

On 11/10/11, the resdident refused breakfast,
refused lunch and consumed 26% for supper and
drank. 1660 mf's.

On 1111711, there was no documnentation for
breskfast and lunch and the rasident refused
supper and drank 720 m's. The reskiant's
weekly welght on 11/11/11 revepled a welght of
113.8 pounds which was a significant weight loss
of 5.5% In seven (7) days. (Refer to F-325)

Review of the "Nutrition Therapy Assessment’,
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'| Howsver, review of the Physiéian's Orders

. | the Physlclan was notified.

| Prysician of dietary recommendations was a long

Continued From page 3

dated 11/11/11, revealsd the Dietitian'e distary
racommendatione included House Shakes twice
a day end [ncreased flulde provided by dlatary.
Furiher revisw revesled the supplements would
provide an extre 480 mi'e of fluids per day. The
Asszeszment stated the resident's estimated fluld
requirement was 41500 ml's to 1850 ml's per day.

Interview with the Dietittan, on 12/20/11 at 3,00
PM, ravaaled she had five (8) to seven (7) days to
seo new admissions' and she had completed the
Nufritionai Assessment on 11/11/11. She stated,
in reviewing Resident #1's meal Intakes she
noted the resident was eating so liille, she went
strafght to supplements and aleo recommended
an increass in flulds on the meal trays.
Continued interview revealod sho placed her
dletary recommendations In the Unit Managers
mall box on 11/11/11.

revealed there was no documented ayidence of
ordsrs relatsd to the dlstary recommendations .
written on 11/11/11 and no documented evidence

Interview, on 12/20/11 at 2:30 PM, with ths Unit
Manager/Licensad Praotical Murse (LPN}#13,
revealed the distary recommendetions wera to be
placed in her mall box by the Dietitian and she
was respongible for notifying the Physician of the
recommendetions, Purther interview revealed the
1111111 recommendations were made on &
Friday and she probably would nol have checked
her mailbox for the racommendations until
Monday, 11/14/11, She Indlceted a two (2) to
three (3) day turn around for notification to the

F 167
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time and she did not remamber ever ragelving the
1111111 recommendations In her mailtbox,

interview, on 12/22/11 at 10:00 A, with the
Diractor of Nursing {DQON) revealad the Dietitien
should have communicated the dietary
recommandetions verbally to nursing on 11/11/14
and the Physician should have baen nofified of -
the recommendatlons the sams dsy,

Further review of the Resldent Functional
Parformance Record Meal Intake revealed on
11712111, the residunt gonsumed 26% for
breakfast and refured lunch and supper. On
11/13/11, tha resid:; nt refused breakfast, refused
junch.and consumad 25% for supper. On
11114711, the resident refused breakfast, refused
lunch. '

Continuad review «f the Physliclan's orders,
revealad orders deted 11/07/11 for a Complete
Metabolic Panel (CMP). Review of the laboratory
values on 11/08/11 revealed abnormal values for
Blood Urea Nitrogan (BUN) 82-Critical {(normal
range 7-29). New orders were obteined 11/08/11
to repeat the CMP on 11/08/11. Review of the
CMP drawn 11/08/11 revealed abnormal values
for BUN-84 Critloal (normal range 7-29), an¢
Creatinine 1.4 High (normal range 0.7-1.3).
Further orders were obtained on 11/10/11 fora
Bagic Metabolic Pansi (BMP) on 11/15/14,
Raview of the BMP an 11/15/11 revealed

.| abnomal laboratory values for BUN-145 Critical
{normal range of 7-29), and Creetinine-2.6 High
(normal range of 0.7-1.3).

Review of Physloian's Orders rcelved 11/16/11
revealed orders to transfar the rasident to the
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emergency room related to the cdtlgal BUN level,
. | resident was ‘admitisd to the hoapital with

dialysis. Per the Summary the resident was also

| which was felt du: to renal failurs, Acute Renal
. Hypotanslon anc 1..Irlns|ryr Tract infectlon.
s IntaMew on 1)!:’9[11 at 2:30 PM and 12/22/11 et

Continued From page §

Review of the hospital record revealed the

dlagnoses of Elevated Troponin, Acute Renal
Fallure, Dehydration, Hypotension, and a Urnary
Traot.Infectlon (Refar t6 F-327).

Réview of the Hospital Discharge Summary,
dated 12/01/11, fevealad the resident was
dehydrated on admission and was hypoteneive
(low biood pressure). The resldent received
intrevenous fiulds and was transferret to the
tntensive Care Uit where he/she received

treated for a Uringery Traot Infection. The
discharge diagnri:as included Elevated Troponin

Falture, Dehydratian, Goranary Artery Digease,

10:00 AM, with Unit Manager/Licensed Practical
Nurse (LPN) #13, revesled she only reviewod the
meal conaumptton If she was notified thata -
resident was not eating or drinking well,
Continued Interview revealad she had not notified
the Physician related lo the resident's decreased
food and fluid Intake untll 49/16/41 prior tothe
regident going to tha hosphtal. There wae no
ddoumented evidence in the record thel she or
any nurse had notified the Physiclan of the low
intake prior to 11/16/11.

Interview, on 12/20/11 at 3:30 PM, with LFN #14
revealad she had been assigned to Resident#1 a
few times aftar admission and she had
encouraged staff to feed himher due to
wankness; Howsver, she stated she was not

F 157
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167 Qonttnued‘From page 8

_|informed Resident #1 was eating/drinking poorly.
and had not notified the Physiclan.

Interview with Certified Nursing Assistant (CNA)
#10, on 12/21/11 at 9:30 PM, revealad Resident
.{#1 did not eat well and had to be fad. She stated
he/she ate about 25% for meals and refused
‘griacks, however, would sometimes ask for milk
between meals, Further Interview revealed she
notified the nursés of the poor intake and
documanted the meal intakes on the record sach
day. .

- | Interview, on 12/22/11 at 9:16 AM, with RN ¥4,

.| who was assigned to Resident #1 several time:s
frora admisslor until hospitalization on 1M &/,
"|'ravealed she was awere the resldent was riot
eating and drinking and had notifiad the Nurse
Practitioner on 11/08/11; hawevsr, had not

. | dooumented this in the medical record. Infarviaw,
on 12/21/11 at 3:15 PM, with the Nurse
Préctitioner revaaled she did not remember boing
notified of Resident #1's decreasid food and fuld
intake and if she had been notified she would
have documented this ln her notes.

interviaw, an 12120111 at5:10 F'M and on
12/22111 at 10.00 AN, with the Director of Nursing
(DON;) revested Resldent #1 shoutd have basen
idéntifiad to be a nutntionalhydration risk from
the meal intakes and obesrvations of the resident
during meals, She further steted the Physician
should have baen made aware of this resident’s
decreased food and fluid intakes and welght loss.

interview, an 12/21/11 at 12:456 PM, with Res!dent
#1's Physiclan revealed he did not remember

heing informed of the resident's dacreased food

F 187
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and fluld intake and if he was informed he-would
have documented this in the medical record.
Further interview revealed he would have written
Physician's ofdess to encourage two {2) to three
| (3) liters of flulds per day. Ha stated he had
drawn labs for & baseline on 11/07/11 and the lab
-} rasults.on 11/08/11 for the increased BUN could
indigate dehydration, Further interview reveated
he did not remember belng notifled of dietary
recommendations or of the resident's weight loss
priar to the resident baing hospitalized on
111511, He further stated for some reason this
regldent's nutrition and hydration status was not
addressed with him or the Nurse Practitioner per
record review untll 11/16/11 when the residont
was transfernad to the hospital,

' F 246 | 483.15(c){1) REASONABLE ACCOMMODATION
~ &sup | OF NEEDS/PREFERENCES

A resident has the righl to raside and recelve

services in the feuility with reasonable

accommodatione of indlvidusl needs and

preferences, excapt when the heatth or safety of

the Individual or other residents would ha
endangared.

This REQUIREMENT . I not met as evidenced
by:

Based on obsanvation, interview and racord
reviow it was detarminad the faciity falled to
engura ane (1) of twenty-seven (27) sampled
residents, Reeldent #8's needs were
accommodated relatad to the call light not bsing
within maach. Obaservation revesled the oall light
was lying on the floor, out of the resident's reaoh.

F 157

F 246
K246
1. The call Jight for Resident #6 was
placed within the reach of the resident
by the Certified Nursing Assistant on
12/20/11.

2. Center rounds to determine if resident
call lights were within resident reach
was completed on 12/23/1] by th
Administrator. :

3. Re-education will be completed for
Administrative, Nursing, Housekeeping,

Dietary, and Maintenance Staff by :

1/24/12 by the Director of Nursing

Services and/or Unit Managers. Re-

education wilt include maigtaining call -
lights within reach for residents and that | /35’&1
they are appropriately secured to prevent

call lights from inadvertently becoming

out of a resident's reach.
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F 246 | Continued From page 8 . F 246 Pe%hé Plta_c‘err_:ﬁl{c within reach of :
. : idents e conducted 3 titnes
The findings include | | g-;e;:"lﬂ)ésbgic}at Adngmgtramr Sooial
. . : -Director, i
Retord review revealed Resfdent #5 was Services Director, Af}?f;'?f?y" t})iol,?é?(l,r
admitted to the facility on 510/10 with diagnoses Health Information Mapagement
which included Palliative Care, Schizophrenia, Coordinator, Conclerge, Registored
Diabetes Mellitus, Major Depresaive Disorder, - Dietician and I\t[DSeé%ordinators for
Cardiac Dyerhythmia and Deganerative Dlzc 4 weeks, then weekly for 2 months.
Dizeass. . . %_summ will be provided by the
_ A;ﬁﬁgr ODNursmg Services and/or
Review of the Quarterly Minimum Data Set . to the Performaror Of Nutsing Services
(MDE) Assessment, dated 10/21/11, revealed the Committee monthly foji re‘\,/?glv?r;.t 4
favllity agsassed the residant as having severely further recommendation. ?

Impairet cognition, requiring assistance of 2 (two)
for bed rnoblity and requiring total cars.

Observi:llon, on 12/20/11 at 8:25 AM, revealed
Residon: #6 was in the bad with the head of the
i.bed-slevated, Observation revealsd the large
fouch tysre pressure button cell bell was lylng on
the floer af the right side of the resident's bed, out |
of the resident's reach. :

Interview with State Reglstered Nursing Assistant
(SRNA) #15 and Licensed Practical Nurse (LPN)
#2, on 12/20/11 at 10:20 PM, revealed Resident
#6 would not be able to reach the call light lying
on the floor and the ¢ali light shoutd be lving on
the resident's bed or lap within the residant's

| raach.

F 323} 483.26(h) FREE OF ACCIDENT Fa2s|’
g5eF | HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that tha resident
environment remains as fres of aceldent hazards
as ig pozsible; and each resident reosives
adequate aupervision and assistence devices o
prevent accldents.

FORM OMB-2567(02-90) Pravious Varsions Obsolets - Event |0 Y76F 1 raciity ID; 100022 IF continuation shasl Page 9 of 38
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and regord
review, it was determined the facility failed to
ensure the environment remains as fres of
acoident hazards as is possible. Obgervation on
initig! tour, on 12/28/11 at 3:00 PM, rovealed
unlocked cablnets in the tub rocms containing
telletriss, and razors. There were algo razors
ahgerved In residents' rooms left at the sink and &

-yir of bandage scissors left on the hadside table

i~ a resident's room.

| 1e ﬂndtngs include:

oservatton an initial four, on 12/28/11 at 3:00

| #M. revealed the following:

Room 208-a razor on the sink,

Room 218- bandage acissors on the bedside ..

' tabla,

Tub Room on the 100 Hall- unlocked cabinet
which containad razors, two (2) botties of Mediine
Shampoc with a label.that stated; for external use
only, avoid contact with eyes, and a pottie of
antiperspirant which stated; keep out of the reach
of children, IF swallowed call polson control,

Tub Room on the 300 Hall- untocked cabinet
containing razore, and a boltle of antiperapirant
which stated; keep aut of the reach of children, it

{X4) 10 SUMMARY STATEMENT OF DEFICIENQIES D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULAYORY OR LSC IDENTIFYING INFORMATION) " TAG
F 323 | Continued From page 9 F 323

FORM CM5-2567(02-80) Pravious Varsions Dbaolste
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Fatlay we 1uvuea

PROVIDER'S PLAN OF CORREGTION (X6}
{EACH-CORRECTWE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F323
1. The razor in room 208 was removed
by the Certified Nursing Assistant on
12/18/11. The bandage scissors in room
216 were removed by the Certified
Nursing Assistant on 12/18/11.The
_razors, shampoo, and antiperspirant in
the 100 tub room were removed by the
Certified Nursing Assigtant on
-12/18/11.The razors and antiperspirant
in the 300 hall tub room wers removed
by the Certified Nursing Agsistant on
12/18/11.

u};nha

2. Center rounds were completed on
12/19/11 by the Director of Nursing
Services, MDS Coordinators, Unit

Managers, Social Services Director,
Activity Divector, Customer Care
Specialist, and Administrator to
determine items that could pose a
hazard to residents were secured. Any
identified items were addressed.
Locked storage bins have been placed
in all tub rooma for storage of razors
and toiletries to provide an snvironment
ag free of accident hazards as possible
on 1/18/12 by the Maintenance Director.

3, Re-education wi)l be completed for
Nursing Staff by 1/24/12 by the
Director of Nursing Services and/or Unit
Managers to include proper storage of
iters and to maintain an environment
as free of accident hazards as possible
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Based on a resident's comf{:rehensive
assessmant, the facility must ensure that a
resident -

. .1 {1}.Maintains acceptable p: ameters of nutritional

atatus, such as body weigh: and protein lavels,
-unless the resident's clinict.” condition

demonstrates thet this iz ne” possible; and
'{2) Receives a therapeutis 1 'ibt when there is @

nulritional problem, :

This REQUIREMENT is not met as evidenced

by .

Based on interview, record review, and review of
the facility's policy, it was determined the facility
falled to ensure that a resident maintains
acceptable parameters of nutritional status unless
the residant's tlinical condition demonstrates that
this is not possible for one (1) of twanty-seven

1 (27) sampled residents, (Resident #1). Residant

#1 had a significant welght loss of 6,5% from
11/04/11 until 11/11/11. Although the Dietitian
was aware of the weight loss and made dietary
recommendations on 11/11/11, there was no

y "
STATEMENT OF PEFICIENCIES | 1)y PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A, BUILDING )
. W
185090 8. WING 121222011
NAME OF PROVIDER OR SBUFPLIER STREET AQDRESS, CITY, STATE, 2P CODE
' 7200 WOODSPOINT DRIVE
T p
BRIDGE POINT CARE AND REHABl!.ITATION CENTER FLORENCE, K§ 41042
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (BACH DEFICIENCY MUST BF PRECEQED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE QOMBLETION
TAG REGULATQRY OR LS80 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
) ‘ DEFICIENGY) .
' - 4, Center rounds to determine proper
F 323 | Continued From page 10 F 323| storage of items that could pose a hazard
swallowed call polson control. to residents are securely stored, and that
: ' cach resident receives adequate
Interview, on 12/18/11 at §:30 PM, with the supervision and assistive devices to
plrector of Nursing {OON), revealed the nurses prevent accidents will be conducted 3
should be doing rounds to check for iterhs left in _ Iy by the Administrator,
the tub rooms and residents’ rooms which could umes weekly by 1 Assistant
be hazardous and were accessible to residents. Social Scrv%ccs D!rcctor, istany
She further stated the cabinets in the. Tub Rooms Social Services Director, Activity
were to be kept locked. ' © Director, Health Information
F 3261 483.25(i) MAINTAIN NUTRITION STATUS F3256| Management Coordinator, Concierge,
58=G | UNLESS UNAVOIDABLE '

Registered Dietician and MDS

for 2 months. A summary will be
provided by the Director of Nursing
Services and/or Assistant Director of
Nursing Services to the Performance

Improvefnaut Comumittee monthly for
review and further recommendation,

Coordinators for 4 weeks, then weekly

FORM GMS-2667(02-89) Previous Versions Opsolels
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| factlity policy.

documented evidsnce the facility acted on the
dletary recommendations in an attempt to prevent
further weight loss.

in addition, there was no documented avidence
the faclity followed their Nutrition Pelicy and
Clinical at Risk Team Mesting Policy. Although

on 11/04/11 through 11/15/11, there was no
documented avidence staff identified this
resident's risk for dacline In nutritional status,
developed a Plan of Care to promote food and
fiuid intake, documentad the resident's poor food
and fluid on the Twenty-four (24) Hour Report,
digoussed the resident's poor food and fluid
intzke in the Clinical ot Risk Meatings, provided
ongoing monitoring of the resident's food
consumption, or notified the Physician of the
resident's poor food intake and weight loss as per

The findings include,

Review of the facility's policy tilied, “Nutrition
Management Program" dated 01/08, revealed the
interdisciplinary (IDT) team was to identify
persons at risk for dehydration and or decline in
nutrition stetus, develop individualized care plans
to promote food and fluid intake and waeight
stabillzation, identify new instances of unplanned
weight loss, document the change in condition,
and evaluate the effectivenass of the
intervantions. Further review revealed any
changes in the clinical condition of a resident was
to be recorded on the Twenty-four (24) Hour
Report to be distributed {o the Dietitian to screen
far changes in condition which may affect
nutrition or hydration. The Physician and family

Residant #1 refused most meals from admigsion -

‘Dietician to determine nutritional needs

" T C FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID S8ERVIGES OMB NO. 0838-0391
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1. Resident #1's was discharged by the

attending physician on 12/19/11. ll?,l}la,

9. Reviews of dietary recommendations
made within the past 30 days were
completed as of I/ 13/12 by th:a Registered
Dietician to determine physician
notification occurred and interventions
implemented as ordered. Review of
current residents’ weight status will be
completed by 1/24/12 by the Registered

are met and individualized care plans are
in place. Any identified concerns will be
addressed.

3. Re-educatjon for Licensed Nurses
and Certified Nursing Assistants will
be corapleted by 1/24/ 12 by the
Director of Nursing Services and/or
Unit Managers. Education will inciude
the Nutrition Management Program,
intake documentation; reporting poor
resident intake on the 24Hour Report
and to the Registered Dietician; the
center process for dietary
recommendatjons; cpre.p_la.n
development re(%ardmg gignificant
weight loss; and physician notification.
The Registered Ifietiqlap was re-
educated by the Administrator on
1/5/12 to communjcate distary
recommendations mvloh{n_ng resident's
with significant weight losg, ot
c(::nprc%:]nised nutrit;gonal status directly
to the Licensed Nurse.
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ware to be notified as applicable. Cantinued
review revealed there was to be a weekly Clinical
at Risk Evaluation Process (CARE) and the nurse
was to conduct ongaing monitoring to validate
thal resident food consumption was documented
accurately, '

Review of the "Clinical At Risk Team Meeling
Policy", dated 01/08, revested prior {o the
meetings, residents were to be identifiad If at risk
related to unplanned waight loes and new
admissions were to be taken to the meeting
waekly for four weeks. Further review revenled
the residents' charis, and care plans were to be
discussed and 8 summary of the discussion with
interventions was to be dogumanted in the IDT
Notas, The licenssd nurse was to communicat
the findings fo the staff. '

Review of Resident #1's medical record revealad
the facllity admitted the resident an 11/04/11 with
diagheoses which included Dementig, and
Diabetes Mellitus. Review of the Interlm Plan of

.| Care, dated 11/04/11, revealad therae was na Plan
of Care retated to nutrition. Record review
revealed Resident #1's admission weight on
11/04/11 was 120.2 pounds,

Review of the Rasident Functional Parformance
Record Meal Intake, revealed the following:

On 11/05/11, the resident refused all meals.

On 11/068/11, the resident refusad breakfast and
| lunch and consumed 26% of supper.

On 11107111, the resident consumed 50% for
breakfast and 50% for supper,

Fazs| 4 The Director of Nursing Services,

Unit Managers and/or Registered
Dietician will review new orders and
24 Hour Report to identify residents
with nutritional concerns. The Unit
Manaﬁe[s will review the residents’
food/fluid intake documentatjon three
timeg weekly to identify residents at
nutritional rigk and communicate any
concems to the Registered Dietician,
The Unit Managers or degignee will
mclude residents identified with
significant weight change for review at
the weekly Clinical At Risk Evaluation
(CARE) meeting to revicw that
appropriate interventions, physician
notification and individualized care.
lans are in place. The Director of
ursing Services, Assistapt Director of
Nursing Services, and/or Registered
Distician will complete an audit
weekly for 4 weeks then monthly for 2
months to determine residents
identified with a significant weight
change have appropriate interventions,
individualized care plang, and dietary
recommendations have been
addressed. Jdentified concerns will be
addressed and a summary will be
resented to the Performance
mprovement Committee monthly for
further review and recommendations.

Assistant Director of Nursing Services, |

FORM CMS.2667(02:99) Pravious Versions Obsolets © Event D) Y76FH
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On 11/08/11, the resident had no documentation
for breakfast or lunch, and the resident refused
supper.

On 11/09/11, the resident consumed 25% for
breakfast, 26% for lunch and 25% for supper.

On 11/10/11, the résident refused breakfast,
refused lunch and consumed 25% for supper.

Oon 1111111, there was no docurnentation for
breakfast and Junch and the resident refused
supper. Review of the wizekly weight on 11/11/11
rdvaaied a weight of 113.13 pounds, a weight loss
of 8.6 pounds in seven {7) days, which wae a
significant weight logs of 5.5%. Review of the
Nutrition Therapy Assesrment, dated 11/11/11,
revenlad the dietary rect’nmendatione |no|uded
House Shakes twice a dity and incraased fiuids
provided by dietary. Review of the Physician's
Orders covealed there was no documented
evidence of orders related to the dletary
recommendations written 11/11/11.

Racord review revealed no documented evidence
of the devalopment of a care plan to address the
significant waight toss and no evidence the facility
notified the Physqcian

On 11/12/11, the resident consumed 25% for
breskfast and refugad Junch and supper.

On 11/13/11, the resident refused breakfast,
rafused lunch and consumed 26% for supper.

On 11114711, the resident refused braakfast,
refused lunch, and consumad 100% for supper,

FORM 'cms-zuav(oznuo) Previgus Verglons Opsclate Evant iD: Y78f11 Faclilly ID; 100022 _ Itcontlnuation aheet Page 14 of 38
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On 11/15/11 the resident was transferred to the
hospital with diagnoses of Elevated Troponin,
Acute Renal Failure, Dehydration, Hypotsnsion,
| and & Urinary Tract lnfectuon

Interview with Cerlified Nursmg Asslstant {CNA)

| #10, on 12/21/41 at 8;30 PM, reveated the
resident did not eat wall and had to be fed. She
stated Resldent #1 ate about 25% and refused
snacks a lot but would sometimes ask for milk_
between meals, She further stated she would
nollfy the nurses of the poor intake and document
the meal intakes on the Meal Intake Form.

Interyiew with the Dietitian, on 12/20/11 at 3:00
PM, revealed the aldes recordaed the meal Intakes
and she rev.awed them when it was time for an
initial, quarterly, significant change or yearly MDS
.| Asgesameri. She steted if thore was decreased
Intake the nurses were to notify her varbally or
-gend a Communication Form which she had not
received for this residant. She further stated she
had five (5) to seven (7) days to see new
admissions and she had completed her
Nutritionat Assessment on 11/11/11. She stated,
when she reviewed the resident's meal intakes,
she notad the resident was eating so littte she
went straight to suppltements and recommended
an Increase In fiulds on the trays. She further
stated she placed the dietary recommendations in
the Unit Manager's majlbox.

Interview, on 12/20/11 at 2:30 PM, with the Unit
Manager/Licensed Practical Nurge (LPN) #13,
revealed there was a two (2) to thres (3) day tum
around on dietary recommendations. She statad
the dietary recommendaticns were to be placed
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in her mail box by the Diefitian and she was
rasponsible for calling the Physician with the
recommendation, Continued interview revealed
the 1/11/11 recommendations for Rasident #1
warel made on a Friday and ghe probably would
not have checked her mailbox for the
recommandations until 11/14/11, Continued
interview revealed a fwo (2) to three (3) day
turnaround for notification to tha Physiciah of
dietary recommendations was a long time and
she did not remember ever recelving the 11/11/11
racommendations in her malibox. -

Interview, on 12/22/10 at 10:00 AM, with the
Director of Nursing (DON) revealad ths Dietitian
should have communicated the dietary
recommendations verbally to nursing ‘he day they
wera written and the Phyaician shouic have bean
notified of the recommendations also n 11/11/11,

Further review revealed there was no
documented avidence the facility had taken
action on the Dietitian's racommendation on
11/11/11 when she identified the resident's
significant welght loss. Additionally, there was no
evidence of the development of a care plan
related to weight loas,

Intorview, on 12/20/11 at 2:30 PM and 12/22/11 at.
10:00 AM, with Unit Manager/LPN #13, revealed
it would have been the stsff nurses’ responsibility
to Initiate the nutrition care plan during an acute
situation such as this when the resident was not
eating well. She stated she was unaware of the
Hydration/Nutrition Policy and only reviewed the
meal consumption If a Certified Nursing Assistant
(CNA) notified her a resident was not eating or
drinking well. S8he further stated as far as she
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knew, It was the Digtitian's responsibility to review
the meal intakes. Continued interview revealed
she had notified the Pnhysician refated to the
rasidents decreased food and fiuld Intake on
11715711, prior to the resldent going to the
hospilel; however, could find no documentation in
the recard where she or any nurse had notified
the Physiclan of the low intake prior to 11/16/11.

Interview, on 12/20/11 =t 3:30 PM, with LPN #14
revealad sha had been assigned to the resident a
few times after admission and she hed
encouraged staff to foag himMer due to
weakness. She stated she was unaware the
resident was eating/drinking poorly prior to
hospitalization on 11/16/11.

Interview, on 12/21/11 ai 8:50 PM, with

'| Registered Nurss (RN) #8 revealed she had
taken care of Resident #1 a fow times on the
night shift from 7:00 PM until 7:00 AM an 11/04/11
through 11/16/11; however, she was never
notified of the resident losing weight and did not
receive information In report related to the
resldent not eating and drinking. She stated the
evening/night shift nurses did not review meal
consumption for the resjdents and did not review
fluid intake unloss they ware on strict Intake and
Qutput.

Interview, on 12/22/11 at 9:15 AM, with RN #4
who warked the day shift, revealed the nurses
were to chart on the residents evety shift for
seventy-two (72) hours for new admissions. . She
statad she was assigned 10 Resident #1 several
times from admission unfll hospitalization on
11/16/11. 8he further stated she was aware the
resident was not eating and grinking and nofified
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the Nurse Pract_ilioner on 11/08/11; howsaver, did
not document this in the medical record.
Interview, on 12/21/11 at 3:15 PM, with the Nurse
Practitioner revealed she did not remember being
notified of the resident's decreased intake and

| stated if she had been notiftad she would have
dooumented this in her notes. Continued
interview revealed she did not think she was.
aware of the resident's poor food#iuid intake prior
to that date, even though she was assessing and
documentmu on the resident in the medical
record during the initial savenly-two (72) hour
period. She stated she should have inquired
gbout the resident's meal consumption while
doing the re-julred seventy-two (72) hour charting
{ after admiszion. Continued interview revealed
the nurses (id not review the meal consumption's
for the resicunts routinely. However, ghe stated
she did gncumant tha resident’s low Intake on the
24 Hour_Rel wort,

Interview, on 12/20/11 at 5:10 PM and on
12422111 at 10.00 AM, with the Director of Nursing
(DON}), revealed Resident #1 should have been
identified at nutritional risk from the meal intakes
and observation of the resident st meal times.

She further stated a Plan of Care should have
been implemented to address this rasident's
nutritional status and the Physiclan should have
bean made aware of this resident's decreased
intakes and waight loss. Continued interview
ravaaled the nurges were to chart on residents
evary shift for seventy-two hours (72) after
admission and should be talking to the CNA's for
information related to the residents’ nutritional .
status while doing the assessment and
documentiation. Continued interview revealed

| fhe nurses wara to document in the Nurses Notes
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and on the 24 Hour Raport if a rasident was not
ealing and drinking well. Review of the 24 Hour
Report revealed the resident was on the report
when a new Physician's Order was written;
however, there was no documentation related to
the poor food/fuid intaka. Further interview
revealed new admission charts and care plans -
were (o be brought to the morning meeting every
day far 72 hours and the Nurses Notes were
raviewed as well es the Resident Functional
Performance Racord which ncluded the meal
intake sheats, She stated this resident's
deoreased Imake may not have been discussed
because there was no documentation In the
Nurges Notes to aler! the IDT of the decreased
food and fiuld intake,

Cdtinued interview, revaaled any residsnt with
welght joss was fo be discussed in the weekly
CARE tMeeling and interventions were i be
initiated and implemented to assist in preventing
weight loss. Review of the CARE Meeting
minutes from 11/10/11 revealed the resident’s
fabs and Physician's Orders were diacussed, a
note was wrilten that the Physiclan was aware of
poor intake; however, there was no documented
svidence tha resident's poor inlake was svaluated
for interventions to assist with nutrition. She
stated, she was unaware untll this survey thst

| thera was nobody responsible for routine
monitoring of the residents' meal consumption

| records and thare was no effectiva system In
place to ensure staff was fotlowing the Nutrition
Poficy.

Interview, on 12/21/11 at 12:46 PM, with Resident
#1's Physician revealed he did not racall being
informed of the resldent's decreased focd intake

F 328
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| notified the Physician of the resident's poor fluid

Continued From page 19

and If he had besan nofified he would have
dacumented this In his Physician's Progress
Notes. Further interview revealed he did not
remermbsr baing notified of dietary
recommendations or of the resident’s weight loss
prior to the-rasident heing hospitalized on
1116/11. He stated, for soms reason this |
resident's nutritton status was not addressed. with
him ar the Nurse Practitioner per record review,
483.25(j) SUFFICIENT FLUID TO MAINTAIN
HYDRATION

The facility must provide each resident with
sufficlent fluid intake to malntain propsr hydratian
and- health.

This-REQUIRENINT is not met a8 evidenced
by"l "

- Béiged on Intervizw end record review it was
determined the felity failed to ensure each
rasident was provided with sufticient fluid intake
to 'maintaln proper hydration and health for ons
{1) of twenty-seven (27) sampled residents
(Resident #1). Residant#1 had poar fluid intake
from admission on 11/04/11; howaver, thara was
no dogumented evidence the faciity implemented
their “Hydration Policy" or "Clinical at Rigk Team
Mesting Palicy". Although the resident had risk
factors for dehydration including abnormal abs,
walght loss, poor fluld Intake, and the use of
diuretios, there was no documented evidenoe this
resident was identiflad at risk for dehydration and
no documented evidance a Plan of Care was
initfated to promote fluld intake. In addition, thera
wes no documented svidence staft provided
ongoing monitaring of the resident's fuid intake or

F 326

F 327

' documentation; reporting poor resident

Registered Dietician; a care pian is

F327
1. Resident #1 was discharged by the
attending physician on 12/16/11.

2, An audit will be comploted by 1/22/12
by the Registered Dietician for current
residents to determine their hydration
status, a oare plan is injtiated.as necessary,
the need for monitoring of fluid intake
and physician notification as necessary.
Any identified concerns will be
addressed.

3. Re-education for Licensed N
and certified nursing assistants :Ivrﬁ?%e
completed by 1/24/12 by the Director
Kfmumlngwmﬁgs a1 ﬁ)r Unit

5. Education will inel
Hydration Policy; intake nelode the

intake on the 24Hour Report and to the ]Iaﬁl =N

Initiated as necessary; the need for
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intake. On 11/16/11 the faoliity transferred
Resident #1 to the hospital whare he/she was

.| admitted to the hospital with diagnoses of

Elévated Troponin, Acute Renal Failure,
Dehydration, Hypotenslon, and a Urinary Tract
Infection,

The findings include:

Review of the facility "Hydration Palicy" dated
01/08, revealed the Dietician was o detetmins
the residents daily fiuid needs and was to
document this on the medical Nutrilon Therapy
Assessmant. The interdisciplinary taam (1I0T)
wauld review residents who had the following
conditione as defined as risk factors for
dshydration; weight loss, abnormal lab values,
dependance on staff for the provision of flulde,

| limited fluid infake, use of diuretics, and renidr:nts
1-wha-did not mest thelr estimated fluld nsed fo:
.three conseoutive days and were evidencing fiuld

depletion. Further review ravealed the
Registered Nuras (RN) was to agacss the necd
for Inteke and Output {| & O) monttoring. if the
resldent was identifled far monitoring of | & O, the
nurse ensured that intake and output of fuids
were documented on the Tofal | & O Record. The
11-7 nurse was to tally the twanty-four {24) hour
Intake of flulds on the | & O Record and evaluats
variances. The Policy stated, the nurse was to
hotify the Physician upon idantification of reeldent
hydration cancems, documant this notification tn
the Interdisciplinary Pragresa Notes and initiate
an appropriate care plan.

Review of the "Clinical Al Risk Team Meeting
Poiloy”, dated 01/08, revenled newly admitted

rasldents ware discussed and reviewed for

and the center proocss for dictary
recommendations. The Registered
Distician was re-educated by the
Administrator on 1/5/12 to
communicate dietary .
recommendations regardiag resident's
with corapromised hydration status
direcily to the Licensed Nurse,

4. The Director of Nursing Services,
Assistant Director of Nursing Services,
Unit Managers and/or the Registered
Dietician will review vew ordets and
24 Hour reports to identify residents

w tion concems and/or risk
factors. The Unit Managers will
review residents’ food/fluid intake
documentation three times weekly to

communicate any concerns to the
Registered Dietician. The Unit
Maunagers/designee will include
residents identified with hydration risk
factors and/or decreased fluid intake
on the roster for the weekly Clinical At
Risk Evaluation (CARE) meeting to
review, physician notification an
appropriate interventions ang care
_ KIMB' are in place. The Director of
ursing Services, Assistant Dircctor of
Nursing Seryicos, and/or Registerad
Dietician will complete an audit
weekly for 4 weeks then monthly for 2
months to determine residents
identified with a hydration concems
have g‘fprqpriaﬁe interventions, .
individualized care plans, and dietary
recommendations have been
addressed. Identified c.omemi will be

addressed and a summary will be
resented to the Performance
mprovement Committee monthly for

further review and recommendations. .

identify residents at hydration risk and -
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identified risks and potential risks weekly for four
weeks, Further review revealed the residents
charts, and care plans were lo be reviewed and a
summary of the diseusasion with Interventions was
to be documented in the IDT Notes. Also, the
licensed nurse was to communieats the findings
to the ataff.

Review of Resident #1's medical record revealed
the facility admitted the resident on 11/04/11 with -
diagnoses which included Dementia, and

‘| Diabetes Mellifus. Review of the Physiclan's
{Orders on admission, dated 11/04/11, revealed
sirders for Lasix 20 milligrams {diuretic
riedication) avary day. Revisw of the Interim
i*lan of Care, dated 11/04/11, revegled there was
0 Plan of Cara related fo the risk of dehydration,
«nd thers was no documentad evidence of a Plan
»f Care related to hydration prior to the residents
y-Depitalization 11/16/11, :

Review of the Rasident Funotional Performance
Record Meal Intake, revealsd the following:

On 11/06/14, the resident consumed 240
milliliter's (ml's} of flulds.

On i1106/11, the resident consumed 720 mi's of
fluids. '

Cn 11/07/11, the resident conaumed 720 mi's of
fiuids. Review of the Physician's orders revealed
an order on 11/07/11 for @ Completed Metabollc
Panel (CMP). Review of the laboratory values on
11/08/11 revealad abnormal values for Chioride
-97 Low-(normal range 88-108), Blood Urea
Nitrogen (BUN) 82-Critical (normal range 7-29).
New orders ware received 11/08/11 to repeat the
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CMP on 11/09/11.

On 11/08/11, the resident consumed 120 ml's of
fluids.

On 11/09/11, the resident consumed 840 ml's of
fluids. Review of the CMP drawn 11/09/11
revealed abnormal values for BUN-84 Critical
(normal range 7-29), and Creatinine 1.4 High
(normal range 0.7-1.3).

On 11/10/11, the resident consumed 1560 mi's of
fluids. Orders were obtained on 11/10/11 for a
Baslc Metabolic Panel (BMP) on 11/15/11.

On- 111141 tre resident consumed 720 ml s of
flulds.

Review of the Nutritional Therapy Assessment,
dated 11/11/11, comnpleter by the Distician,
revealed tha residents estimated fluig
requirement was 1500 mi's to 1650 mi's per day.
Further review of the meal consumption record
revealod the resident did not meet the estimated
fluid requirament for five (5) consecutive days
from 11/68/11 through 11/08/11, Further.review
revealed the dietary recommendations included
House Shakes twice a dey and Increased flujds
provided by distary. Further revisw revealed the
supplements would provide an extra 480 ml's of
fluids per day, However, review of the
Physician’s Omiers revealed thera was no
documented evidenca of orders related to the
dietary recommendations written on 11/11/11.

Review of the BMP on 11/16/11 revealed
abnormal laboratory vaiues for BUN-145 Critical
{normal range of 7-28), and Creatinine-2.6 High
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| witioh was felt due to ranal failure, Acute Renal

{normal range of 0.7-1.3).

Review of Physician's Orders received 11/15/14
revealed orgders to send the resident to the
emergency room related to the critical BUN leval..

Review of the Hospital Discharge Summary,
dated 12/13/11, ravesied the resident was
dehydrated on admisslon and was hypotensive
(fow blood pressure). The resident received
intravenous fluids and was transfarred to the
Intensive Care Unit where he/ghe received
olalysis. Per the Summary the resident was slsc
treated for @ Urinary Tract Infection. The
discharge diagnoses included Elevated Troponin

Psiture, Dehydration, Coronary Artery Dissase,
Hynotenslon and Urinary Tract Infaction.

intrview with CNA #10, on 12/21/11 at 8:30 PM,
rev:aaled Resident #1 did not eat well and had to
befed. She stated Resident #1 ate aboul 26%
and refused snacks frequently. She indicated
she would notify the nurses of the poor food and
fluid intake.

Review of thé medical record ravealed there was
no documented evidence the facility had identified
this resident's rlsk for Uehydratton and
implemented a Pian of Care in‘an attempt to
promote fiuld intake even though the realdent did
not mest his/her fluid requirement from 11/05/11
through 11/09/11, had abnormal labs, had weight
loss, and was recelving a dluretic.

Interviow, on 12/20/11 at 2:30 PM and on
12/22/11 at 10:00 AM, with Unit
Manager/Licensed Practical Nurse (LPN) #13
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Continued From.page 24
revealad it would have been the siaff nurges'

| responeibllity to initiate the nutrifion/hydration care

plan dufing an acute situation such as this when
the resident was having poor fluid intake. She
further stated-the admitting nurse should look at -
risk factors for the resident and Resident #1 was
at rink for dehydration related to his/her diagnosis
of Dementia. Continued interview revealed she
was unaware of the Hydration/Nutrition Policy and
did not routinely review meal and fluid
cansumption. She further stated, she had
notified the Physician relatad to the residents

| decreased food and fluid inteke; however, couid

find no docurmentation in the chart where sha or
any nurse had notifisd the.physiclan of the poor
fluld intake prior to 11118/, Conlinued interview
revaaled the resident shoul have been placed on
Intake and Output monitorhs;, to ensure the total
fluid intake was monitored :3-ity by the night shift
nurses,

Interview with LPN #14, on 12/20/11 at 3:30 PM,
revealed she had been angigned to the resident a
few times after admiesion and she had
encouraged staff to fead him/her due to
weakness. She further stated she was unaware
ihe resident was eating/drinking pooriy prior to
hospitalization on 11/16/11. ]

Interview with Ragistered Nurse (RN) #8, on
12/21/11 at 8:60 PN, revealed she was assigned
to the resident a few times on the night shift from
7:00 PM untll 7:00 AM on 11/04/11 through
11/18/11; however, she did not receive .
informaticn tn report related to the resident not
saling and drinking. She further stated the
evening/night shift nuraes did not review meal
and fluld consumption for the residents and dld

F 327
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not review fiuld intake unless they were on strict
Iintake and Qutput.

Interview with RN #4, on 12/22/11 at 9:15 AM,
revealed she worked the day shift and was -
assigned to the resident several times from
admission unlit hospitalization 11/15/11. She
stated the nurges were to chart on the residenta
every shift for seventy-two (72) hours for naw
admissions. Contihued interview revealed she
was aware the resldent was not eating and
drinking and natified the Nurse Practitioner on
11/08/11, however, had failed to document thie in
the medical record. Interview, on 12/21/11 at
3:16 PM, with the Nurse Practitoner revealed she
did not remember being notified of the resident's
decreasad food and fluid intake and stated If she
had been natified she would have documented
this in her notes. Further interview revealed she
-did not think she was aware of the regident's poor
foodffiuid intake prior to 11/08/11, even though
she was agsessing and documenting on the
resident in the medical record. RN #4 statsd, she
should have inqujred abouf the resident's meal
consumption while daing the required
seventy-two (72) hour charting on admission.
Further interview revealed the nurses did not
review the meal and fluid consumption routinely.

# —— OF

B P

Interview, on 12/20/11 at 510 PM and on
12/22/11 at 10:00 AM, with the Director of Nursing
(DON}), revealed Resident #1 should have been
identified to be at risk for dehydration from the
meal intakes and observation of the resident
during meals and a Plan of Care should have
been implemented to address tha resident’s risk
for dehydration. 8he further stated If a resident

did not meet their astimated fluid raquirement, a

F 327
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clinical reason should be identified and the
resident should have been placed on Intake and
Output to ensure the fluid intake was monitored.
Continued interview revealed the Physician
should have been notified of Reeident #1'a
decreased Intakes, She stated, the nuraes wars
to chert on residents avery shift for seventy-two
hours (72) after admission In the Nurses Notes
and should include infarmation releted to thg
resident's fiuid consumption If the resident was
drinking poorly. $ihe further steted, if & resident
was not drinking wetl, this should be documented
on the Twenty-four {24) Hour Report which was
taken to the moring mastings. Review of the 24
Hour Repart revealed no documentation related
fo the resident's noor fluid intake.

Continued:intarview revealed new admissions
charts and-care jians were to be brought fo the
morning meeting svery day for 72 hours and the
Nursing Notes were raviewed, as well as the
Resident Functional Performance Record, which
included the food and fluid consumption by the
interdisciplinary team (IDT). She indicated this
resident's decreased Intake may not have been
discuesed because there was no documentation
in the Nurses Notes to alert the IDT of the
decreassd food and fluid (ntake.

Further interview revealed residents with poor
fluld intake were to be discussed in the weekly
CARE Meesting and Intarventions were {0 be
initlated and implemented to assist in preventing

| dehydration. Review of the CARE Meating

minutes for 11/10/11 revealed the resident's labs
and Physiclan's Ordere were discussed; however,
there was no documented evidence the resident's
fluid intake was evaluated. Continued interview
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revealed she was unaware until this survey that
there was nobody responsible for routine
monitoring of the residents’ meal consumption
racords for fluid intake and there was no effective
system in place to.ensure staff were following the
Hydration Folicy.

lntarview, on 12/20/11 st 3:00 PM, with the
Dietitian revealed she reviewed mea) intakes for
fluid consumption for an initial, quanarly,
significant change or yeerty MDS Assessment.
8he statad if thera was poor food or fluid intake
the nurses were to notify her verbally or send a
Communication Form, however, she had not
receivad communication from nurging related to
this residents poor intake prior to her Nutritior al
Assessment which she completed an 11/11/4 €.
She stated; when she reviewad the resident’s
mea) lntakes prior to the assessment, she

| recommended an Increase in fluids on the trays.
She siated she Iaft the recommendation in the
maiibox for the Unit Manager.

Interview, on 12/20M11 at 2:30 PM, with the Unit
Manager/Licensad Practical Nurse (LPN) #13,
revealed she did not remsmber ever raceiving the
11/11/11 recommendations in her mailbox.

Interview, on 12/22/10 at 10:00 AM, with the
Director of Nursing (DON), revealed the Dietitian
should have communicated the dietary
recommendations verbally to nursing the day they
ware written and the Physioian should have been
notified of the recornmendations on 11!11/11
{Refer to F-157).

Intervisw, an 12/21/11 at 12:46 PM, with Resldent
#1's Physlclan revealed he did not remember
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‘considered satisfactory by Federal, Stete or local
' authorities; and

| This REQUIREMENT is nat met as evidenced

The facliity must - .
(1) Procure food from sources approved or

(2) Store, prepare, distribute and serve food
under aanitary conditions

by
Basged on observation and Interview, it was
determined the facllity failed to ensure food was
prepared and distributed under sanitary
conditions. Obsarvation durihg inltial tour
revealed serving utensils wers stored in a
disorderly fashlon. Observalon during the dining

2. The center recognizes residents benefit
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being informed of the resident's dacreasged fluld
tntake and if he had been noutied he would have
documented this in the medioal record.
Continued intervisw revesled he would have
written Physiclan's Orders to encourage two (2)to
three (3) litars of fiulds per day: He further statad
he had drawn labs for a baceline on 11/07/11 and
the lab resuitz on 11/08/11 for the increased BUN
could indicate dehydration. Furthar intarview
revealed he did not remember belng notifled of F37]
dietary recomrendations prior to the resident 1. The scoops and ladles were removed
being hospitalized on 11/15/11, He stated for from the drawer, re-washed, the drawer
some remson this resident's hydration status was cleaneI:l, P and the scoops and ladles
not addressed with him or the Nurss Praclifioner ' ﬁ:tt?i‘t:i:n i o gamze fashion by the
per recsrd review until 11/15/11 when the residant 1219711 aI-Iair n‘glg‘gg diet]glreu::;f on

;. |was transferced to the hospital. " repositioned to completely oover Lan

F 371 483 34()) FOOD PROCURE, F 371 12pf22f 11. '

STORE/PREPARE/SERVE - SANITARY :

from proper sanitary conditions in the
kitchen,

3. The Nuwritiona) Services Director was
re-educated by the Administrator on
12/23/11 regarding the correct uss of hair
nets. Dietary staff ware re-educated on
12/30/11 by the Nutritional Services
Director on proper storage of utens;ls jn
ﬁrgwe.rs and the proper wearing of a’
ajmet

4. The Administrator, Registered
D;etlclan, aud/or Nutrjtional Services
Director will conduct kitchen sanitation
audits 2 times weekly for 4 weeks, then 1
time monthiy for 2 months. A summary of
findings will be presented 1o the

tmance Improvement Committee
monthly for review and further
recommendations.

e
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service revealed six (8) of seven (7) dietary staff
not wearing haimets in an effective way to

prevent contamination, and wet serving bowls
ware used during the 12/16/11 lunch meal
sarvice.

The findings include:

1. Observation, on 12/18/11 at 3:10 PM, revealed
scoops and ladles stored in a drawer in a
disorderly faghion. Handles were not facing a
uniform direction, and were mixed among the
serving slde of utenasils.

An Interviaw with the Dietary Services Manager,
on-12/19/11 at 11:00 AM, revealed zoops and.
ladles should be stored in such a way shat the
handles are readlly aocessible to provent infection
gontrol concerne. :

2. Cbservation, on 12/19/11 at 11:10 /1M,
revealed six (6) of seven (7) dietary staff to be
wearing hair nets thet did not complately cover
thelr hair. Cook #1 wae observed to have hair
 that stuck out tha back and sides of her hair net.
Dletary Aide (DA} #1 was observed to have looae
hair sticking out the front of her halr net. DA #2
and DA #5 were observed to have hair stioking
out the front, back, and sides of their hair nets.
DA #3 was observed to have hair sticking out the
front and sides of her hair net. An unidentified
male distary alde was observed to have hair
sticking out the sides.of his hair net, as well as a
mpustache and beard that were not covered.

An interview with the Dletary Services Manager
(DSM), on 12/20/11 at 8:30 AM, revealed there
was some confusion regarding the regulation,
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wilh the: DSM under the impression that hair that Fa41
w:s 3h°dngr neat need not be completely 1. ITndwelling catheter care was completed
obscured by & hair net. ) for resident #5 vsing Yro‘)er infection
F 441.1483.66 INFECTION CONTROL, PREVENT F 441| control technique on 12/19/11 by the
58=F | SPREAD, LINENS' Certified Nursing Assistant. . The
: . treatment was completed for resident #12 | I 3) ) oL
The facility must establish end maintain an oang R 1“;’6"%°é’f?cg°2£?§ﬁc§e"'que '
Infection Control Program designed to provide a ﬁ?dxkzelling cafheter Earenwas co;ipfeted
safe, sanitary and comfortable enviranment and for resident #9 using proper infection
to hglp prevent .lhe developmant and transmission control techniques on]2/20/1) by the
of disnase and infection. - Certified Nursing Assistant. Tube feed
) graduates and piston syringes from rooms
(&} Infection Controt Program 1%1 :;\, d2 ldo?cd’? 9, c?ﬂd ] j were l"eplatied,
The facility must establish an Infaction Control 12/18/71 by e T o P sly op
Pragi.am under which it - _ Identified Urinals, urine graduates, and
,(1) ln\.-est_igs_ltes. controls, and prevants infections bed pans from rooms 203, 208A, 21 0B,
in the facility, ' . 214, and 218 were replaced, labeled and
(2) Decides what procedures, such as isolation, stored ag;lnqropr}atel on 12/18/11 by the
shoul'l be applied to an individual resident: and Certified Nursing Assistant. The tube
{3} Muiintains a record of incidents and comrective feeding formula and the tubing were
actions related to Infections, - replaced for resident #9 on 12/18/11 by
the ,l,mer&sjgd nurse. M]c]aé Kays ]w27zl-% b
. . removed from room J16A on 1
(b) Preventing Sproad of Infaction the Certified Nursing Assistant. The 10@{
(1) When the infection Contro) Program soiled utility ¢loset was locked on
determines thal a resident neads isolation to 12/18/11 by the Certified Nursing
prevent the spread of infection, the facility must ~ Assistant. The soiled rags were removed
isolate the resident, from the 300 shower room on 12/18/11 by
(2) The facility must pronibit employees with e ed Nursing Assistant The e
communicable disease or infected skin lesions bathroom of room 305 and the back of the
fr.om direct contact with residents or their food, If toilet cleaned on 12/18/11 by the Certified
direct contqt_:t will transmit the disease. ' Nursing Assistant.
{3) The facility must requirs staff to wash their
hands after each direct resident contact for which 2. Center rounds were completed on
hand washing is indicated by accepted . 12/19/11 by the Administrator and
professional practice Director of Nursing Services to 1dcnt1fx
: any other Infection Control conce;ns. ny
(€) Linens identified concerns were addressed.
Personnel must handle, stare, process and 3. Re-education for Nursing Staff will be
: I
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transport inens so as to prévent the spread of
jnfection,

| This REQUIREMENT is not met as evidenced

by: ,
Based on observation, interview and review of
the facllity's policy it was dstermined the factity

| failed to establish and maintain an Infection

Control Program designed to provide a safe,
sanilary and comfortable environment and to help
pravent the development and trangmission of
digease and infection, The facllity /ailed to ensure
infection control policies were impigmented and
followed by staff. .

Observation on initial tour reveale: tube feading |

.| graduates and syringes which wera outdated.or
undated, urine graduates which were unlabeled,

urinals on the floor, bed pans on the floor, soiled
wash oloths on the bathroom floors and on the
backe of {cilets, an unlocked dirty utility room
containing biohazard bags, tube feeding hanging
and dripping due to no end cap, and old meal
trays Isft in a residents' rcoms.

Further observation reveated Improper infection
control technigue related to glove usage and
hand hygiene following indwelling catheter care
for Resident #5; improper infection control related
to plove usages and hand hygiene during a
treafment for Resident #12; and improper
infection control technique with Indwalling
cathater care for Resident #9,

The findings include,

Education will include the facility's
Infection Control Program; guidelines to
prevent the development and trangmission
of infections; pericare/indwelling catheter
care; dating, labeling and Ipmpe;r storage
of resident care supplies; hand washing
and glove usage, and education that meal
trays are not left in resident rooms.

4. Infection Control Surveillance rounds
will be completed weekly by the Director
: of Nursing Services, Assistant Director of
Ntirsing Services, Unit Managers, and/or
Nursing Supervisors for 4 weeks, then
monthiy for 2 months. The Director of
Nursing Services, Assistant Director of
Nursing Services, Unit Managers, and/or
Nursing Supervisors will complete
random observations, of no meal trays
left in rooms, pericare and/or indwelling
catheter care skills with nursing staff
weekly for 4 weeks, then 3 times monthly
' for 2 months. The Director of Nursing
Services, Assistant Director of Nursing
Services, Unit Managers, and/or Nursing
Supervisors will complete random
treatment observations with hicensed
nurges weekly for 4 weeks, then 2 times
montbly for 2 months. A summary of
findings will be presented at monthly Pj
meeting for review and further
recommendations.
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1. Review of the "Lippincotit Manual of Nursing
Practice, Elghth Edition, 2008, revealed tube
feeding equipment (graduated containers and
oatheter Upped syringe) should be rinsed with
warm water, and left to dry. Further review
reveaied it should be replaced every twenty-four
{24) hours or per faciiity policy in order to limit
bacterlal contamination.

Obsarvation of Initial tour, on 12/18/11 at 3:00
PM, revealed the following:

Room 201 A had a tube feeding graduate dated
11/28/11, Room 210 B had a tubs fesding
graduate, and syringe uniabsled and undated,
Room 218 had a tube feeding graduate dated
10/12/11, and Room 315 A had a tube feeding
graduate and syringe untabeled and undated.

Interview and rounds with the Director of Nursing

-(DON), on-12/18/11 at 5:30 PM, ravealed the

night shift was to change the tube feading
graduates and syringes every twenty-four (24)
hoursand the facllity used the "Lippincott Manual
of Nursing Practice" as a8 reference related to
tube feedinga.

2. Further obgervation on initial tour, on 12/18/M1
at 3:00 PM, reveaied the following;

The salled utility closet on the 100 Hall was left
uniooked which vontained two (2) biohazard bags
and two (2) soiled linen caits accessible to
residents, '

Room 118 Awas noted to have a preakfast tray
on the chair beside the resident and a lungch tray
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on the bedsids table beside the resident.

The Showér Room on the 300 Hall was noted 1o
have soiled rags in the floor,

Room 305 bathioom was notsd to have a soiled
wash cloth containing a brown substance on the
back of the toilet.

Room 203 was noted to have a urine graduate in
the bathroom which was unlabeled. -

Room 208 A was noted to have a urinal on the
fioar.

Room 210 B wes 1 ted to have a bed pan cn the
fioor under the hac which was not bagged.

Room 214 bathroo. nwas notad to have a urine
graduata whioh w::; urlabeled,

Room 218 bathrovin was noted to have a urine
graduate which was untabeled.

Further interview and rounds with the DON, on
12/18/11 a1 5:30 PM, revealed the urine
graduates and urinals should be labeled, and the
bedpans should be labeled and bagged. She
further stated the goited utility room should be
kept locked to ensure it was not accessible to
residents. Continued interview revealed the maal
trays should be picked up promptly when the
residents were finished eating. She stated the
wash oloths should not be left in the bathroom
ftoors or on the baoks of toilets due to infection
control reasons,

3. Review of the facitity's Pollcy and Procedures
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for Hand Washing, dated 07/1/08, pollcy #12.2,
revealed hand washing would be performed by
staff before and after giving personal care to
patients and/or self.

Ohservation, on 12/18/11 at 10:30 AM, of
indwelling cathter care for Resident #5 revealed
Certlfied Nursing Assistant (CNA) #168, compteted
the catheter care, removed the soiled gloves and
opened a cabinet door to obtain a brief. She then
donned new gloves, applied the briéf, removed
Nutrashiald Cream from her pocket and applied
the Cream to the resident's buttocks. Further
obssrvation, revealed she placed the Cream back
in her pocket, pulled up the resident’s covers:, and
picked up the bed remote to raise the head of the
bed prior to removing the soiled gloves and
washing her hands.

Interview with CNA #18, on 12/19/41 at 10:45 AM,

revealed she should have ramoved the soile:d
gloves and washed her hands aftar compieting
the catheter care and prior to opening the cabinet
to obtain a brief. 8he further stated she should
have removed her scilad gloves after. applying the
Cream to the resident's buttooks and washed her

‘hands before placing the Cream in her pocket.

She acknowledged sha had contaminated objects
in the room by failing fo wash her hands after
removing the soiled gloves and by pulling up the
resident's covers and handling the bed remote
with the solléd gloves.

4. OCbservation of a skin assegsment for -
Resident #12, on 12/20/11 at 2,50 P\, revealed
the resident was red under the bilateral breast.
Licensed Practical Nurse (LPN) #3, exptained the
rash was due to a yeast infection. The LPN
proceaded to clean the rash area to remove older
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medicated powders, After cleaning the rash area
the LPN applied fresh medicated powder to the
area. The LPN did not change her gloves or
wash her hands after removing the old medicated
powder.

Interview, on 12/22/11 at 2:56 PM, with LPN #3
revealed she did not change her glioves after
cleaning the old powder of the resident's beaet
srea. The LPN stated she should have changad
her gloves and washet her hands prior to
applying the new medi:ated powder to the
resident's rash.

Interview;.c_:n 12/22/11 3t 4:00 PM, with the
Infection.Control Nursa revealed staff should
have changed gloves i:nd washed hands after
cleaning old medicatic s from the resident's rash
ang before applying rew medications to the area.
6. Review of the facilii/'s Policy and Procedures
| titted "Peri CarefIncontinence Care", dated 03/10,
revealed with all procedures staff were to wash
hands; put on gloves, maintain privacy, and follow
standard precautions. Further review of the
policy, revealed male residents peri care was to
start at the tip of the penis, cleansing using a
ciroular motion from the meatus outward, using a
clean wash cloth before providing catheter care
as well as cleansing the sorotum area,

Observation, on 12/20/11 at 9:10 AM, revesaled
Certifiod Nursing Assistant (CNA) #3, entarad
Resident #9's room and immediataly donned
gloves without washing hands, and begap
perineal care. The CNA was observed to cleanse
groin, to gcrotum, to penis, then to catheter. CNA
#3 failed to change cloths hétween groin, scrotum
to penis and cathater care as per facllity policy.
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| hand waehing was to be performed when

Continued From page 36

Interview with CNA#3, on 12/20/11 at 9:20 AM,
revealed she had washed her hands while
providing care in another resident's room prior to
providing care for Resident #9. Additionaily, CNA
#3, stated that the order of performing perineal
care, was to start at the groin and work your way
up and then perform catheter care.

Interview, on 12/20/11 at 9:30 AM, with Licensed
Practical Nurse (LPN) #3/Unit Manager, revealad

entering or exiting a residents room, before and
after donning gloves, and anytime direct care was
performed. Additionally LPN #3 revealed the
order of perineal care/catheter care was to clean :
the scrotum area then the penis, then the
catheter using a clean wash cloth betwsen areas.

8. Review of the "Lippincottt Manuai of Nurs(ng
Practice, Eighth Edition, 2008, revealed after
intermittent feeding is completed, cover end of
fasding tube with plug or olamp to prevent
leakage. :

Observation during inltial tour, on 12/18/11 at 4:15
PM, revealed Resident #9 had a full container of
tubing feeding hanging on an intravenous {v)
pele with the tubing draped aver the 1V pola and
fluid dripping from tip. There was no cap covaring
the end of ths tubing, The container was dated-
12/18/11 14:25. :

During an‘interview with Licensed Practical Nurss
(LPN) # 4, on 12/18/11 at 4:46 PM, she stated the
tubing should not have been hung yat as the tube
feeding was not due ta be administered until 7:00
PM. She further stated thare should have besn

F 441
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an end cap covering the end of the tubing so that
it did not drip when it was.not connected to the
resident.” - , : -
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1 - '{ “This Plan of Correction is prepared
' ‘and submitted as required by law, By
{F 000} INITIAL COMMENTS : ' _{F 000}| qubmitting this Plan of Comrection, |
_— ' ridgePoi ilitats ..
A Recertification Survey was conducted 12/18/11 ]é tg dmnt CT,';&. R;:lhal;:htatmn 0? ) Qq’ 1
through 12/22/11. Deficlencies were cited with, | enter does not admit that the
the highest Scope and Severity of a "G". . [} el g 5‘};&&9’ ency listed on this form exst, C
. : 7 not dpds the Center admit to any
A Revislt Survey was conducted 02/22/12 thegiigh J4AR | & Jidtdterh dnts, findings, facts, or
02/25/12. The taaility was found io be In g8 o clhfions that form the basis for th
gompliance with deficiencies cited during the "y NCHyIons . at torm the basis L0 the
roro/11 Standard Survey. However, 42 GFR | "~ |alleged deficiency. The Center
483.75, F-502 was cited at a scope and severity reserves the right to challenge in Jegal
of a™D", : ' :and/or regulatory or administrative
1 AMENDED Statement of Deficiency (SOD) proceedings the deficiency, .
. issued 03/08/12. : ' |statements, facts, and conclusions that
F 502 | 483.75())(1) ADMINISTRATION F 502 |form the basis for the deficiency.”
$8=D
The facllity must provide or obtain laboratory F502
gervicas to meet the needs of its residents. The I—“ﬁl hysics d family of
tacillty is responsible for the quality and timeliness - 1he physician and family O
of the eervices. ' resident #32 were notified on 2/23/12
that the lab ordered for 2/6/12 was not
i ) iobtained. The physician for resident
This REQUIREMERT: o net met as evidanced " %32 ordered the lab be obtained and it
Based on Interview, and record review, it waé . was drawn on 2/ 23/12 by the contract
.determined the facility fahled to ensure laboratory “phlebotomist. The results were
se_rytiize; wfgre Obt?':r;et; fto nr;:et tae‘z;\eeds ?fc';ls _reported to the family and physician.
residents for one (1) of fourteen sample : :
residents (Resident #32). The facility received a - No new orders‘were given by tb.el
Physician's Order for a Basic Metabolic Panel  physician specific to the lab results.
(BMP) 1o be obtained for Resident #32 on . RN #4 was re-educated on. center
02/06/12; however, there was no documented - process of obtaining labs, including -
evidence the lab was drawn, In addition, the " entering lab orders into Point Click
faclity's system to ensure a lab wes not missed : . .
falled to idantify the missed leb Care, completing the Lab Requisiion
: - Form and placing it into the ‘
The findings include: I cotresponding date in the file box, and
- | * placing the lab request in the Lab o
CABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIONATURE e _ X8 DATE:
A ' . 3h5ia..

Any deﬂmm)(y statenfant snding with an asterisk (*) danates & deficienoy which the Institution may be excured from cofrecting providing It s determined thal
sher apfegirards provide sufficlant protection 1o the patients. {Sea Instrustions.) Excepl for nursing nomes, the findings stated above are disclosable B0 deys
Mowing the date of burvey whether of not a plan of corraction la provided. For nurelng homes, the above findings end plans, of corractlon are disclosabla 14

days foowing the date these decuments are made ayaiiable to the Faclllly. I deficlancies are cltad, an approved pian of cotrection Is requisite to continued
program participation, ’ .
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F 502 | Continued From page 1

| APolicy and Procedure related to the iaboratory
process was requested; howaver, not provided.

Interviow, on 02/23/12 at 11:15 AM, with the
Director of Nursing (DON}, revealed when a
Physician's Order was recejved for a lab, the
nurse was to complete a Lab Requlsition Form
and plaga it in the file box under the date of the
month the 1ab was to be tdrawn. She further
stated the lab was also to be logged in on the Lab
Tracker Book which was kapt at the nurses
station and brought to the morning mesting each
moming Monday through Friday to verify the fabs
ware collectad as ordered. ' '

Review of Resident #32's medical record
revealed diagnosis which included Dementia and
Chronic Kidney Disease.

Raview of ihe Basic Metabolic Pane! {(BMP),
collectad on 02/01/12, revealed abnormal values
Including Potagsium 6.0 High {reference range
3.5-6.0), Total Carbon Dioxide (CO2) 32 High
(reference range 2-31) , Glucose 184 High
(reference range 70-100), Blood Urea Nitrogen
35 High (reference range 7-29), and Creatinine
-1.4 High (reference range 0.6-1.0),

Review of the Physiclan's Orders, recsived on
02/01/12, revealed an order to administer
Kayexalate (Sodium Polyatyrene Sulfonate)

| {medication which removes potassium by
‘exchanging sodium ions for potassium ions In the
intestine) fifteen (15) grams powder by mouth at
this time 12:00 PM for Hyperkalemia (groater
than normal amounts of potassium in the blood).

The Physivian's Orders also ordered to recheck
the BMP'in the AM on 02/02/12. Review of the

‘Tracker Book on 2/23/12 by the
£ 502| Assistant Director of Nursing.

2. The Director of Nursing, Assistant
Dircctor of Nursing, and Unit
Managers eviewed curent regident
physician orders on 2/23/12 10
determine Jabs had been obtained per
physician orders. Additionally, the
‘Director of Nursing contacted the lab
provider on 2/23/12 and requested a
summary of lab requests since 2/1112.
.An, audit was completed on 2/23/12 by
‘the Director of Nursing, Assistant
Director of Nursing and Unit
Managers to reconcile physician lab
‘orders of current residents and the

;determine there were no 1dentified
omitted labs.

‘1. A lab tracking calendar has been
implemented in the Clinical Stacd Up
Meeting to allow the Director of
Nursing to track future lab orders and
completion of the Jabs drawn. as

" ordered.

" Y jicensed nurses were re-educated by

the Assistant Director of Nursing a8 of

| 2/26/12 regarding obtaining labs as
~ ordered, including the center process
. of entering tab orders into Point Click.

RO RM CMS-2007(02.98) Previous Veralona Obsglate : Event \D: YTaF12
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| drawn, Continued interview revealed Registered

BMP collected on 02/02/12, revealed abnormal
vaiueg Ihcluding Potassium 5.2 High, Glucose
162 High, BUN 39 High, and Creatinine 1.2 High.

Review of the Physician's Orders, dated
02/02/12, revealed ondars to rechsck the BMP on
02/06/12, Further. review of the medical record
revaaled there was no documeanted svidence the
orderad BMP was obtained or results wera
recaived. :

interview, on 02/23/12 at 11:30 AM, with
Registerad Nurse (RN) #4 revealad she was

aware of the procedure 10 trangcribe the Iab order
to tha Lab Requisition Form and tha Lab Tracker
Book, and was unsure why she had failed to do it
She further stated she had input the order in the
computer under treatment orders,

Interview, on 02/23/12 at 11:15 AM, with the
Director of Nurging (DON), revealad she called
the lab company and the BMP which wae
scheduled 10 be drawn-on 02/08/12 was not

Nurse (RN) #4 was the nurse who had received
the order for the BMP to be drawn on 02/08/12.
She stated, after talking with RN #4, she realized
the nurse failed to make out the Lab Requisition
Form and failed to transcribe the lab to the Lab
Tracker Book.

Further interview, on 02/23/12 st 11:40 AM, wilh
the DON revealed the Physiclan's Orders were
reviewed every morning from a computer list.
She stated this was the "fail safe” to ensure all
labs were obiained as otdered, However, after
checking the somputer, she stated RN #4 had
input the order under "other". She explalned the

' corresponding date in the file box, and,
' placing the lab request in the Lab
“Tracker Book on the respective
mursing unit.

4, The completion of labs will be
ireviewed daily in Clinical Stand Up
‘Meeting Monday-Friday by the
‘Director of Nursing and/or Assistant
Director of Nursing. The Directox of
‘Nursing and/or Assistant Director of
Nursing will report findings of these
ireviews to the Performance
iImprovement (PT) Committee monthly

and recommendation (P1 Commiitee
includes Administrator, Dixector of
Nursing, Assistant Director of
‘Nursing, Medical Director, Dietician,
{Unit Managers, FI/R Director, and
‘Maintenance Director).

'bate of Compliance 2/27/12

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION - xg)
PREFI¥ (EACH DEFICIENCY MUST BE PRECEDED &Y FULL PREFIX (EACH CORRECTE ACTION SHOULD BE COMPLETIDN
A0 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE PATE
- : ! ~ DEFICIENCY)
o - .| ,Form and placing it into the
F 502 | Continuad From page 2 F 502|: P

for three (3) months fox further review.
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K 000 | INITIAL COMMENTS K 0oo| “This Plan of Correction is prepared
: ' and submitted as required by law. By
CFR: 42 CFR §483.70 (a) . submitting this Plan of Correction,
' BridgePoint Care & Rehabilitation
BUILDING: 01 Center does not admit that the

deficiency listed on this form exist,

~ nor does the Center admit to any

SURVEY UNDER; 2000 Existing .| statements, findings, facts, or

+ conclusions that form the basis for the
alleged deficiency. The Center

PLAN AF_'PROVAL: Construction Date 6/10/69

FACILITY TYPE: SNF/NF

TYPE: OF STRUCTURE; One (1) Stary, Type reserves the right to challenge in legal
(000} Unproteated - . and/or regulatory or administrative

~ proceedings the deficiency,
SMOHE COMPARTMENTS: - Nine (9) smoke statements, facts, and conclusions that -

compnrtmgnts. form the basis for the deficiency.”

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (Dry
SYSTEM)

EMERGENCY POWER: Type Il Dissel
Generator.

A life safety code survey was initiated and ‘ By, o
concluded on 12/20/11. The findings that follow B e oty e
demonstrate noncompliance with Titte 42, Code -
of Federal Regulalions, 483.70 {a} et seq (Life
Safety from Fire). The facility was found not.in
substantial compllance with the Requirements for
Participation for Med|care and Medicaid. The
facllity is licensed for one hundred fifty-one (151)
beds and the gensus was ane hundred thirty-two
.| (132) the day of the survey,

(ABORATORY DIRECTOR'S PRF USUPPLIER REPRESENTATIVE'R SIGNATURE %}ma @) DATR ,
- b . - 3 o\ = P ogerd

Any daficlapty staterpenil ending with an asterisk (*) denctes & deficlency which the institution may be sxquset from corracling providing It le determinad that
cthér safejuarde de sufficlant protection to the patianta, (Sea instruolions.} Exeapt for nursing homas, tha findings stated above are disclosable 90 days
foltowing the date of survey whathor or not a plan of correction !a provided. For nureing homes, the above findings end plans of correction are disciosabla 14
days following the date thase documents are mede avallable to the facllity. i deficlencies are cited, an approved ptan of carraction is ragulelte to continuied
program partiéipation,
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K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027
88=F
Door openings in amoke barriers have at leasta
20-minute fire protection rating or are at least
1%-ingh thick solid bonded wood core. Non-rated
pratective plates that do not exceed 48 inches
from the bottom of the door are permitted.
Hor|zontal sliding doors comply with 7.2.1.14. -
Doors are self-closing or autoratic closing in
accordance with 18.2.2.2.6. Swinging doors are
not required to awing with egress.and positive
latching is not required.  19.3.7.E, 18.3.7.6,
19.3.7.7

This STANDARD ig not mst as svidencad by:
Based on obsservation and intarview, It was
determined the faoility failed to maintain smoke
doors that would close and resist the passage of
smoke. The deficient practice affected sevan (7)
of nine (3) smoke compartments, staff and ali
residents. The facllity has the capaclty for one
hundred fifty-one {(151) beds with a census of one
hundred thirty-two (132) on the day of survey.

Findings include:

Observation, on 12/20/11 between £:30 AM and
2:30 PM, revealed that the doors in the smoke
barriers had astragsls instelled on doors and no
door coordinators so doors could completsly
olose to reslst the passage of smoke as required
by NFPA Cods. Doors in smoke barriers are
required to be seif closing to resist the passage of.

D PLAN OF GORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
AN A BUILDING 01 - MAIN BUILDING 04 ,
B, WING i ' .
185090 12/20/2011 -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE -
: 7300 WODDSPQINT DRIVE
AND REHABILITATION CENTER .
BRIDGE POINT CARE FLORENCE, KY 41042
(X4} 10 . SUMMARY STATEMENT OF DEFICIENGIES . D PROVIDER'S PLAN OF GORRECTION (X8)
PREFIX (GACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE QATE
DEFICIENCY) .
" K000 | Continued From page 1 K 000
" | Deficiencies were cited with the highest
deficiency identified at "F" lgval.

smoke, The doors identiflad were located 100

K027 . -

1. 100 Hall, 200 Front Hall, 200 Back
Hall, 300 Front Hall, and 300 Back Hall
door coordinators were installed on
1/12/12 by the contractor and the
Maintenance Director.

2. Other smoke compartment doors were
visually inspected throughout the center
by the Maintenance Director and Life
Safety Inspector on 12/20/11 to determine
DProper requirements are met regarding
self-closing and resistance of the passage
of smoke. In addition, the Maintenance
Director re-checked center smoke
compartment doors on. 1/18/12.

3. The Maintenance Direcior was re-

educated by the Administrator on

1/18/12 on Life Safety Code / ‘QS/{Q
requirements for doors to be self

closing and resist the passage of smoks.
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' : 4. The Maintenance Director will
K 027 | Continued From page 2 K 027 jnspect the door coordinators monthly
Hall, 200 Hall, 300 Front Hall, Back 300 Hall, and for 3 months to determine proper
Back 200 Hall. - | operation. A summary of findings will be

- submitted to the Performance
Interview with the facility Maintenanc@ Supervianr, . subm - Ty
on 12/20/11 at 10:30 AM, revealed the facility was Improvement Cammittee mo";hi,y for 125/
not aware the doors were required to have a door * further review and recommendation.
coordinator installed on the doors.

NFPA Standard: NFPA 101, 19,3.7.6*. Requires
dogrs In smoke barriers to be self-closing and
resist the passaga of smoke.

) K029 '
Refernoe: NF PA 80 (1999 Edition) | A self closing device was installed on
food storage door in the kjtchen on

2-4.1 Closing Devices. 1/6/12 by the Maintenance Director.

2-4,1.1 Where there is an astragal or projecting

latch bolt that .

prevents the inactive door from closing and ' 2. Other doors were visually inspected
latohing before throughout the facility by the

the active door closes and latches, a coordinating Maintenance Director on 1/18/12 to
~device shall o : determine proper requirements are met
ba used, Acoordinating device shall nol be - regarding separation of a hazardous area

required where

from. other areas of the facjlity in
each door closes and latohes independently of e

accordance with NFPA Standards.

the other.

ié gfg NFPA 101 LIFE SAFETY CODE STANDARD K 029 3. The Maintenance Director was ro-
One hour fire rated construction (with % hour . educated on Life Safety Code Standards
fire-rated doors) or an approved automatic fire . regarding proper separation of a
extinguighing system in accordance with 8.4.1 hazardous area from other areas of the
andfor 19.3.5.4 protects hazardous areas. When center on 1/18/12 by the Administrator.

| the approved automatic fire extinguishing system
option s used, the areas are separated from
other spages by smoke resisting partitions and
doors. Doors are self-closing and non-rated or

4. The Maintenance Director will andit
doors of the facility monthly for 3 months

field-applied piotective plates that do not excead fo determine proper separation of a
48-inches from the bottom of the door are hazardous area from other areag of the 2 5/ f&
.| permitted, 19.3.2.1 , center. A summary of findings will be

‘ submitted to the Petformance |
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K 029

Continued From page 3

This STANDARD is not met as evidenosd by:
Besed on ohservalion and interview, it was
determined the faclliity failed to ensure hazardous
areas were protected acocording to National Fire
Protection Assaciation (NFPA) standards,

The findings include;
Observation, on 12/20/11 at 1:36 PM, with the

Maintenancs Director revesled the door ieading
into the food storags in the kitfchen area did not

‘have a self closing device installed per NFPA Life

Safety Code.

Interview, on 12/20/11 at 1:36 PM, with the
Malntanance Director, revealed he was unaware
of this requirement. This was also confirmed with
the Administrator during the exit interview.

Reference: NFPA 101 (2000 edition)

18.3.2,1 Hazardous Areas, Any hazardous areas
shall be safeguarded

by a fire barrier having a 1-hour fire resistance

"1 rating :

or shall be provided with an autometic
extingulshing system in

accordance with 8.4.1. The eutomatic
extinguishing shatl be’

permitted to be in accordance with 10.3.5.4.
Where the sprinkler

option is used, the areas shall be saparated from
other _

spaces by smoke-resisting partitions and doors.

K029| Tmprovement Committee monthly for i b 2 // 01

further review an

d recommendation.
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K 029

- K082
§5=0D

Confinued From page 4

The doors

shall be saif-closing or autOmatec—closmg
Hazardous areas

shall include, but shall not be restricted to, the

| following:

{1) Boller and fuel-firad heater rooms

{2) Central/bulk laundries larger than 100 t2 (9. 3
m2}

(3) Paint shops

{4) Repair shops

(6) Soiled linen rooms

{6) Trash collection moms

(7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including

repéir shops, used for storage of combustible
supplles

and equipment in quantities deemed hazardous
by the

authority having jurisdiction

(8) Laboratories employing flammable or
combustible materials

. In quantities less than those that would ha

considered

a severe hazard.

Exception: Doars in rated enclosures shall be
permitted to have nonrated, .
factory- or field-applied protective plates
extending not more

than 48 in. (122 cm) above the bottom of the
door.

NFPA 101 LIFE SAFETY CODE STANDARD

Reguired automatic sprinkler systarns are
continuously maintained in rellable oparating
condition and are inspected and tested

periodically. 19.7.6, 4.8.12, NFPA 13, NFPA 25,

9.7.5

K028

K 082

[ P .
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| Observation, on 12/20/11 at™12:28 PM, revealed a

‘Maintenance Director, ssvealed he was unaware

| floor level

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure sprinkier
heads were maintained, accordmg to NFPA
standards,

The findings lnc!ude:

sprinkler head located In the mMedication room
300 back hall was locat:ad top “close to the wall,
leas than four (4) inches. Aldo at 12:42 PM
identified four (4) corforied spnnkler heads at
front canopy. The obse: va'upns were confirmed
with the Mam‘tenanw D\rectbr:,

Intarview, on 12!20!11 I3 t12A2 PM with the

of these requlrements

Reference:

NFPA 13 (1909 edition)

5-6.3.3 Minimum Distance from Walls. Sprmklers
shall be leoated a minimum of 4 in, (102 mm)
from a wall.

NFPA 26 {1998 edition)
2-2.1.1* Sprinklers ghall be inspeoted from the

annually. Sprinklers shall be free of corrosion,
fareign materials,

paint, and physical damage and shall be instalied
in the

proper arientation {e.g., upright, pendant, or
sidewall}, Any

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION {%5)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION S8ROULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
. DEFICIENGY)
K 062 | Continued From page ] K 082

_ accordance with NFPA Standards.

K062

1. Spriukler head in the 300 Back Hall
medication room was relocated on 1/4/12
by the contractor and the Maiuntenance
Director. The sprinkler heads under the
front canopy were teplaced on 1/4/12 by
the contractor and the Maintenance
Director.

l IQS/Q,

2. Sprinkier heads were visually
inspected thronghout the facility by the
Maintenance Dircotor on 1/18/12 to
determine proper maintenance m

3. The Maintenance Director was re-
educated on Life Safety Code Standards
regarding maintenance of automatic
sprinkler system on 1/18/12 by the
Adwministrator.

4. The Maitenance Director wi)) inspect
sprinkler heads monthly for 3 months to
determine proper maintepance in
acoordance with NFPA Standards
including that heads are free from
corrosion, foreign materials, paint, and
physical damage. A summary of findings
will be submitted to the Performance
improvewent Committee monthly for
further review and recommendations.
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K_QBZ Continugd From page 8 K 062
sprinkler shall be replaced that is painted, - '
cofraded, damaged,
loaded, or in the improper origntation.
Exoeplion No. 1:* Sprinklers installed in K072
concealed spaces suoh gs : atd
"above suspended ceilings shall not require 1. Storage !gcatl_ons;lfg r ﬂ]:e mcd.tc:,aflon
inspaction. carts were i enti.fle y the Administrator,
Exoeption No. 2: Sprinklers installed In areas that Dm;ctor of Nursing Services, and
are inaccassible: Maintenance Director and carts were
for safety considerations due o process relocated on 1/18/12.
operations shall be Inspscted '
during each scheduled shutdown. . 2. The Administrator completed center
K072 | NFRPA 101 LIFE SAFETY CODE STANDARD K072 rounds on 1/18/12 to determine that cach
88=F ' corridor was free of any obstruction.

Means of egress are.gontlinuously mainiained free
of all abstructions or impediments to full ingtant
use in the case of firé or other emergency. No
furnishings, decorations, or other objects obstruct
oxits, access to, egress from, or visibility of exits,
7.1.10

This STANDARD is not met aa evidenoced by:
Based on observation and interview, it was
determined the facility failed to ensure means of
egress were maintained free and cloar of
obstructions according to NFPA standards. The
daficiency has the potential to affect seven (7).of
nine (9) smoke oompartments, all residents, staff,
and viglitors. The facllity is licensed for one
hundred fitty-one (151) beds; the census on the
day of the survey was one hundred thirty-two
(132),

The findings include:

3. Licensed Nurses and Kentucky
Medication Aides wiil be re-educated by |
1/24/12 by the Administrator, Director of | |
Nursing Services and/or Unit Managers
on proper storage of mediocation carts
when not in use and the importance of
maintaining an egress that is free of
obstruction or impedirnents.

4. The Director of Nursing Services,
Assistant Director of Nursing Services,
Unit Managers and/or Nursing
Supervisors will complete center rounds
week]y for 4 weeks then monthly for 2
months to determine that corridors are
free from any obstruction. A summary of
findings will be submitted to thoe
Performance Improvement Committee
monthly for review and further
recommendations.

e
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K 072 Continued From page 7 K 072{

1 madication carts ware'stored and not in use near

Obeervation during the Life Safety Code survey
tour, on 12/20/11 betwean 8:30 AM and 2:30 PM,
with the Maintenance Diredtor revealed

rooms 211, 210, 209, 108, 104, 112, 114, and
120. The items observed in the oorridora were
atored and nat in use for a period of mose thgn 32
minutes. Means of egress must be kept clear at
ali times in cass of fire or other emergency.

Interview with the Maintenance Director, on
12/20111 at 2:30 PM, confirmed the items were
atored’ in the gorfidors and indicated that they did
not hava enough room. This was aiso confirmed
with the Administrator at exit conference.

Reference: NFPA 101 (2000 Edition).

7.1.10.1* Means of egress shall be continuously
maintalned free ot all obstructions or - -
impadiments to full Instant use in the case of fire
or other emargency.
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