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F 000 INITIAL COMMENTS FOQ0:  Preparaiion andior execurion of this plan of correcrion
! does nof consiifiy odmission or agreement by the |
- A Standard Recertfficatlon Survey and an f:f}:f::{;ﬁf ﬂfgﬁjf;ﬁﬁﬁﬁﬁf "’?;ij;;ff;}“‘
: Abbreviated Survey investigating KY#00018400 correction I prepared andior execured solely because
: was initiated on 11/27/12 and concluded on Iris required by the provisions of federal and store law.
F11/30/12. KY#O00 19400 was Unsubstantiated .
: with no deficiencies cited. Deficiencies were C F241
! cited on the Standard Survey with the highest _ : 1. - Unable to correct deficiency _
Scope and Severity (/5 being an "E”, i practice at identified time. Meal |
F 241° 483.15(z) DIGNITY AND RESPECT OF Fa2d1; service times were adjusted on
58=g; INDIVIDUALITY : 12/4/12 by DM and Resident Food
‘ g Committee so all trays would be |
: The facllity must promote cars for residents in a available when serving 2™ floor J
‘ manner and in an environ ment that maintains or j dining areas. Cart order rearrangett
- ebhances each resident's dignity and respect in and times are still acceptable by
Hfull recognition of his or her individuality, 3 Committee.
2. Unable to correct deficiency
—— . . i practice at identified time Mzal
| g;us REQUIREMENT is not met as evidenced i service times were adjusted og
. Based on observation, interview, record review . 12/4/1‘?‘ by DM and Resident FOOC}
- and review of the facility’s policy, it was Committee so all trays wnodulé be
. determined the facility failed to maintain and ¥ e ,aveilable when serving 2" floor
| promote the dignity of residents in a manner and i mg areas. Cart order :
tn an environment that maintained or enhanced Wﬁfféiged and times are still
" their dignity. The facility failed to ensure meal egegiable by Committee. All
trays were served in @ manner to promote dignity regdgnts were observed or
i and enhance the residents individuality for infepviewed regarding dignity
unsampled residents on the second floor dining St JHEINE dinning by DM and §SD ;
‘ room. 5 beginning [2/4/12 thru 12/11/12 :
: with no further issues noted.
- The findings include: 3. Re-education of all licensed and
P L certified nursing staff was
Rew.ew,]of the facility’s policy titled, Blning conducted by DON on dignity and
: service”, dated 10/01/12, revealed the facﬂﬁy o respect related to the serving of
- wolld provided all rAe81dent' ' leasuraple dining : resident trays to all sitting a table,
- Experiep by offering nuffitious atizdCtive m eals ! Education was conducted 12/18/12,
gl etting ser ous, dignified | 12/19/12, and 12227/12 i
urther sjateq the fAgiifty would begin ! ' . ?
CABORATORY TITLE IXE] BATE

R PROV EWSUW @EF’RESENT&T[\/E'S Sle;iATURE
e

Mm Lf el B “ﬁ'{ﬁﬂ-&?é..‘ fdi 2

i 12

Any daficiency sialernent ending with an asterisk {*) denoles a defidency which the inslilution ma
) EXcept for rursing homes, the findings staled above are disclosate 80 days
I rursing homes, the above findings and plans of correclion are disclosables 14
ty. If deficiancies are ciled, an approved plan of corredtion is reguisife K confinged

cther safeguards provide sufficient proleclicr o 1he pafents. {See inslructions.
fellowdng 1he dale of survey whelher or nota plan of correction is provided. Fo
days following tha dale hese documents are made avallable fo the fasgili
pragrary particigation,
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F 241 | Continued From page 1

“serving each table when all residents were
| present at the table.

| Observation, on 11/27/12 at 12:20 PM, of the

“lunch meal in the second floor dining room,

-revealed irays were being served and one (1)
unsampled resident, Unsampled Resldent B at

: teble three (3) and one (1) unsampled resident,

“Unsampled Resident C at table four (4) did not

i receive their trays before staff served other

tables. Cbservation further revealed the

i unsampled residents waited {10) minutes before

_recelving their trays, while other residents at their

! table were eating,

| Continued observation. on 11/27/12 a* 12,30 PM, |
_ of the lunch meal in the second floor dining room, |

! revealed Unsampled Residents D andg
_Unsampled Resldent E were at table seven (7)
; and did not receive their trays for approximately
forty (40) minutes, while others residents at that
! table were eating.

i Interview with Licensed Practical Nurse (L PN) #2,
Ton 11/27/12 at 12:35 PM, revealed residents had

assigned seats and she did not know why all the
“trays ware not delivered at the same time.

Interview with the Dietary Manager, on 11/27/12

» at 1:30 PM, revealed when serving meal trays, all

residents should be served before moving to the
| next table. She stated residents were not sitting

 in their assigned seats, which caused a mix-up in |

. serving the trays. However, review of the "Early
' Tray-Therapy” seating chart revealed residents
: were seated correctly accorging to the chart, ]
F 3151 483,25(d) NO CATHETER, PREVENT UTI,
§8=1;  RESTORE BLADDER

TRy P S C O F eI Ty e CERIeF T OrRm T

. oflegarion of complianca,
F 241" Preparorion andior ssecution of this plan of correction
- does nor constitude admission or ogreemens byrhe
provider of the truth of the facts alleged or conclusions
se1 forih in the sterement of deficiencies, The plan of
correction is prepared andior execured solely becousé
T 85 required by the provisions of federal and sigte law.

Re-education of nll dietary staff
conducted by DM on dignity and © .
respect related to the serving of
resident trays to all sitting at table .
conipleted 12/4/12. Audit will be
conducted by DM to observe dining
service for resident dignity to E
include ten meals weekly for 2 ‘
weeks, then five meals weekly for 2

. weeks, then weekly for | month.

4. All monitoring findings will be
reviewed at monthly QA meeting |
for compliance and or the need to |
update plan to reach 100% :
compliance.

5. Dateof Compliance: 1/13/2013 | 1/1320013

F 315,
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Based on the resident's comprehensive
| assessment, the facllity must ensure that a
resident who enters the facility without an
| Indwelling catheter is not catheterized unless the
' resident’s clinical conditlon demonstrates that
i catheterization was necessary, and a resident

; treatmant and services to prevent urinary tract

i function as posslble.

' This REQUIREMENT s not met as evidenced
. by:
- Based on observation, interview, and review of
: the facllity's guidelines, it was determined the
“facility failed to ensure one (1) unsamplad

« resident (Unsampled Resident F) was provided

" appropriate care and treatment related to an
: indwelling catheter. The facility failed to ensure
 proper infection control protocol was utllized for
: the re-use of the urinary drainage bag while the |
! leg drainage bag was being utilized.

5 The findings include:

A review of the facility's procedure guidelines,

. “Lipplncott's Textbook for Nursing Assistants”,

L 2000 edition, revealed disconnecting the drainage '
_bag from the tubing could allow harmful bacterja
‘o enter the catheter. The guidelings further :
" stated to be sure that the open tubing did not i
touch anything.

: Obsewation on initial tour, on 11/27/12 at 9:30
- AM, revealed an indwelling catheter bag with
. seventy-five (75) millimeters (ml} of yellow liquid

“who is incontinert of bladder receives approgprlate

“infections and to restare as much normal hladder :

This Plan of Correction is the center's credible
allegaiion of compliance, ‘
FPreparation aindior execution of this plan of correcncm
does not constitute admission or agresment Byl the
provider of the truth of the facts alleged or canc!uswm
set forth in the statement of deficiencles. The plan oft

[ correclion is prepared and/or executed solely because
1t is required by the provisions of federal aud state luw.,

F3‘¥§§

F315

L. Unsampled resident F mdwelhng
catheter bag was removed by
LPN#I on 11/27/12, DON replaced
indwelling catheter bag on
11/27/12. Unsampled resident F |
was assessed with no negative
outcomes by DON on 1127/12.

2. 100% audit of all residents with
indwelling catheters to ensure :
cleanliness was conducted by Unit
Managers on [1/27/12. Al
identified issues wers replaced with
new indwelling catheter bag. .

3. All licensed and certified nursing

' staff will be re-educated by DON |
! on appropriate procedure for care |
and storage of indwelling casheters
: by 12/28/20012. Observation
i audits will be completed by :
_ DON/ADON/Unit Managers of all
shifts for compliance with care and
storage of indwelling catheters four
: timnes & week for 2 weeks, then twio
1 times a week for 2 weeks, then
weekly for 30 days,

4. All menitoring findings will be :
; reviewed at monthly QA meeting:
: for compliance and or the need to:
update plan to reach 100%
compliance.

I Is
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“was hanging In the resident's bathroom. The bag
; was draped over the safety grab bar. The tubing |
“was not in a holder and was not covered to

' prevent bacterial contamination of the tubsing.

‘Interview, of 11/27/12 at 9:55 AM, with State

Registered Nurse Aide (SRNA) #1, revealed the :

bedside crainage bag should have been emptied | _
: after the legg bag was attached and a plastic hag | . :
“ should have been placed over the drainage bag ; 5
| and the tip of the tubing put in & coverad sjot.

fInterview. on 11/27/12 at 9:50 AM, with Licensed
. Practical Nurse (LPN) #1 revealed the bedside

i drainage bag should not have be hanging on the
- safety grab bar with 75 ml of urine in the bag and ;
‘ the uncovered. It should have been covered with -
. a plastic bag after it was emptied.

Interview, on 11/30/12 at 12:056 PM, with the
" Uirector of Nursing (DON) revealed the process
| for removal of the bedside drainage bag for
placement of the leg bag [ncluded the SRNA :
should clean the tip of the leg bag with alzohol, ;
remove the bedside drainage bag, and place the |
: Cleaned leg bag to the urinary catheter. The
- bedside drainage bag should then be emptied,
| the output recorded and the tip of the tubing
cleaned with alcohol and placed in a plastic bag. 5
i The bedslde drainage bag may then be stored in | ,
the bathroom or night stand, per each resident's |
| preference. 5
F 371, 483.35(i) FOOD PROCURE, ‘> F 371!
sa=E! STORE/PREPARE/SERVE - SANITARY :

The facility must - 5
: {1) Procure food from sources approved or : :
! considered satlsfaztory by Federal, State or local
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: ! Fhis Plan of Correction (s the cenler's credibie
. | allegation of compliance. :
F 371 Continued From page 4 F 371 Preﬁrmfof{and/gr execution of this plan ofcorrectfan
! authorities: and | does not constitute adwmission or agresment by the
i {2) Store, prepare, distribute and serve food : previder of the truth of the facts alleged or conclusions
! under sanitary conditions i set furik in the statement of deficiencizs, The plan of
‘ : correction (s prepared andior executed solely becausy
: it is requirved by the provisions of federal and state Iaw
E371
; . Teststrips and dispenser were
| ;’:‘is REQUIREMENT is not met as evidenced ;ﬁgif;"gnlg;}” 12 and instructions
; Based on observatlon, interview and review of 2. Test strips and c!;spensz?r were
I the facility's policy, it was determined the facility replaced 11/27/12 and instructions
failed to ensure faod was stored, prepared, and | placed on wall. .
 served under sanitary conditions as evidenced by 3. Re-education of all dietary staff
fajlure to ensure the sanitizer level was at the : was conducted by DM on correctly
| appropriate level in the sanitizer buckets at food testing sanitation solution for .
. preparation (prep} areas. correct PPM level completed on ¢
: L2972, Audit will be conducted
; The findings include: by DM five times a week for 2
weeks to ensure proper PPM levef
Rewew of the facility's poiicy titled, "Woodcrest ‘ in sanitation solution, then three |
*Nursing and Rehab Sanitation®, revised 10/01/12, | times a week for 2 weeks, then
revealed the facility was to clean and sanitize weekly for | month, PPM level |
. food-contact surfaces and equipment throughout will be recorded by Dietary Szaff
| the day. : daily to ensure test strips are
: Observation during the tour of the kitchen, on 4 :ﬁrkmg.igqper? di b
11727112 at 9:15 AM, revealed the Chef checked | . meniforing tindings will be |
i the sanitizer level in the sanitation bucket and the | reviewed at monthly QA meeting
test strip did not change to the appropriate color | for compliance and or the need to,
 to indicate the sanitizer was at an appropriate update plan to reach 100% :
“level. Interview with the Chef at the time of the compliance.
 check, revealed she had been instructed that as 3. Date of Compliance: 1/13/2013 | 1/13/201
Iong as there was a "speck of green”, it was good |
ito use. She further stated she did not agree with {
" this, that she thought the strip should change j
 colors. Observation of the test strip revealed the | %
sanitlzer leve| was not within the two hundred ;

FORM CMS-256702-49) Pravious Versions Otsoisle Everd {In ECZYH

Fadilily 1O 100805

if gontinualion sheel Page 5 of 20

-
3



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

PRINTED: 12/14/2012
FORM APPROVED
QMB NQ. 0938-02391

STATEMENT OF OEFICIENGIES iX1) PROVIOER'SUPPLIEFYCLIA {X2y MULTIPLE CONSTRLUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEQ
A. BUILMHNG
cC
B. WING
185445 11/3012012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF OONE
3876 TURKEYFOOT ROAD
WOODCREST NURSING & REHABILITATION CENTER
ELSMERE, KY 41018
(X410 SUMMARY STATEMENT OF DEFICIENGCIES o PROVIOER'S PLAN OF CORRECTION 1%53
PREFIY | {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULS SE L COMPLETON
TAG REGULATORY OR LSC iDENTIFYING |NFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
: OEEICIENCY) i
F 371 Continued From page 5 F371

: {200) parts per million (ppim} range.

Interview, on 11)27/12 at 9:20 AM, with Cuiinary
* Assistant #1, revealed she had been Instructed
- that as long as the test strip had any green on it
-all, then the sanitizer was good to use.

‘ Interview, on 11/27/12 at 12:20 PM, with the

solution (and was using the new solution) after

i she had called in the sales representative.

s Interview, on 11/27/12 at 12:22 PM, with the

" Dietary Manager {DM) revesled the manufacturer ;

¢ said the sanitizing solution was good to use as

“long as the test strip had "a speck of green” on it

: SArequested a copy of the marufacturers
guidetines from the DM, The DM presented the

; label off the test strip bottle, not the actyal
guidelines. Further interview revealed the DM did .

i not understand what the manufacturers

"instructions were.

' Interview with the Dletician, on 11/27/12 at 4:30
i PM, revealed the Ecolab sales representative
" had been in and tested the soiution, She further

! stated he had replaced the disperser due to t?‘ere‘

“ being a crack ir |t and placed instructjons on the

s wall. Further interview revealed the previous test

- strlos were replaced due to being unreliable.

" Interview with the EcoLab sales representative,
pon 11/28/12 at 10:30 AM, revealed the solution
"test strips the facility had been using were

. defective, that the strip should change colors and
‘ not just have "a speck” of green on it.

Dieticiar revealed she had changed the sanitizer

the initial kitchen tour by the Survey Agency (SA)
“earlier in the day. Further interview also revealed -

FORM CMS-2582(02-98) Prevlous Vaisions Obssigle
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i :. ;}}:g;;u;;tgfcs;;;}:’;;t;eid un: LIRS foLiac :
F 425 483 60(a).(b) PHARMACEUTICAL SVC - F 4251 grepamfmn and/or ;ﬁcmm of this plan of ;og:crsqn
P . 0es not constitute isslon or agreement by :
58=D i ACCURATE PROCEDURES, RPH i provider of the iruth of the facts alleged or conclusions
set Jorth {n the statement of deficiencies, The plan of
i The facility must provide routine and em ergency correction is prepared and/or executed sofely becatuse
_drugs and biologicals to its resicents, or obtain 1t is required by the provisions of federal and state Imw.
i them under an agreement described in
. §483.75(h) of this part, The facility may permit : F425
- unlicensed personnel to adminisier drugs if State ° I.  Medication ordered for identified -
. law permits, but only under the general resident #18 was obtained and
superwmm of a licensed nurse, administered within 2 hours of
) . DON being made aware of problem
i A facility must provide pharmaceutical services by surveyor.
Sggmﬁ:]”gg fé?.gi,dl:éezlihpa; rf;fﬁ;"iﬂe acourate 2. 100% audit started on 11/30/12 by
i
r administering of all drugs and blologicals) to meet ‘ nggiig?fj?“ ’\!Ia(rjzage;; of
the needs of cach res|dent, i | resident medication orders ;
‘ ; determine that medications ordered
The facility must employ or obtain the services of | 5 arc available. No other resident
‘alicensed pharmacist who provides consultation was identified through audit
. on all aspects of the provision of pharmacy ; process. |
" services in the facility. i 3. Re-education of all licensed nuzsmg
. : staff was conducted on 12/18/12,
5 : 12/19/12 and 12/27/12 by DON
related to procedure for ordering -
’ ' medications and procedwe to -
i This REQUIREMENT is not met as evidenced follow if medication has not arrived
by _ from pharmacy. Audit will ba
. Based on interview, record review and review of conducted by DON/ADON/Unit
the facility's policy, it was deter rlmned the facllity Managers on 25% of resident
failed to provide pharmaceutical services to meet | medications availability five times a
_the needs for one (1) of twenty-three (23} week for | week, th
ek, then three timesa
: sampled rasldents (Rasident #18). On 11/25/12 week for 3 weeks, then woek] i:or
~and 11/25/12, scheduled, controlled pain : | month. Y
medlcatims were not available for administration 4. All monitoring findings will be
dered by the Physician. :
asor Y 4 reviewed at monthly QA mesting
. The findings include: for compliance and or the need to'
update plan to reach 100%
; Review of the facility policy titled "Pharmacy compliance,
: 5. Date of Compliance; 1/13/2013 1413220
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F 425 Continued Frem page 7
Protocol’, ravised 09/14/12, ravealed a problem
. log should be initiated dally after the morning
“medication pass for any medications ordered by
i the Physician, but not availabie for adminlstration.
The logs were then collected by the Unit Manager
. and pharmacy was to be contacted te resolye any
problems listed. :

Record review revealed the faclity admitted
- Resldent #18 on 12/20/11 with diagnoses which
“included Diabetes Meilitus Type Two, Chronic
i Pain, Deprassion, Hypertension, Anxiety,
. Restless Leg Syndrome, Degenerative Disc
! Disease, Congestive Heart Failure, and Coronary '
. Artery Disease. F

Record review of Resident #18's significant
change Minimum data Set {MDS) Assessment, ;
- Section J, dated 06/18/12, revealed Res|dent #18 |
- reported severe pain occurring frequently,

. Further review of the MDS, dated 08/18/12,
- revealed Resident #18 triggered for pain under

the Care Area Assessment Summary (CAAS).

- Review of the most recent quarterly MDS
. Assessment, dated 08/17/12, revealed the facilty :
: assessed using the Brief Interview of Mantal :
. Status (BiMs) score for Resident #18 as fifteen
- {15) eut of fifteen (15), thus indicating the resident
, was cognitively intact, :

. Review of the Physician’s Orders, dated 11/01/12,
| revealed Resident #18 was scheduled to be :
- administered Oxycentin 10 milligrams {mg) twice |
: a day by mouyth for pain. ‘

i Revlew of Resident #18's plan of care titled, "Pain
- Management”, revised 11/20/12, revealed helshe |
: had acute and chrenic pain related to :

F 425!
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" Degenerative Disc Disease, Osteoarthritis, and

: Neuropathy. Goals of the plan of care stated
Rasidenrt #18 would not have signs and

i symptoms of unrelieved pain and would not

_experience a decline in functionai status related .

'to pain. Interventions included administering pain '

: medications as ordered, and monitoring the i

“ effectlveness of paln medications. ‘

" Revlew of Resident #18's Medication
| Adminisiration Record (MAR) for 11/01/12

through 11/30/12 revealed Resident #18 did not |
‘ receive the morning or evening dose of Oxycontln f
- 10 mrg on 11/25/12, Further review of the MAR i
revealed Resldent #18 did not receive hls/her
morning dose of Oxycoentin 10 mg on 11/28/12. :
For all missed administrations, the initials of the
" nurse that was to glve the medications were
. circled indlcating Resident #18 did not receive
! medications as ordered. The reason for missed
: administration was noted to be unavaiability of
" medication,

. Review of Resident #18's Controlled Drug Record :
 for Oxycontin 10 mg, revealed the last dose on !
. hand was given on 11/24/12 at 9:00 PM, and was |
- not administered again until 11/26/12 at 8:00 AM i
; after recaiving a refill of six (6) Oxycontin 10 mg
tablets. Continued review of the Controlled Drug

. Record for Oxycantin 10 mg revealed the last ‘
‘ dose on hand was glven on 11/28/12 at 9:00 PM,
and was not avallable to be administered as :
. ordered the morning of 11/26/12.

; Interview with Resident #18, on 11/29/12 at ‘
* 5:32PM, revealed he/she was aware of the recent .
; unavailably of his/ner Oxycentin pain medication, !
. He/she reported the nurses told him/her that

STATEMENT OF QEFICIENCIES (X1) PROVIDER/SUPPLIER/SLIA {X2) MULTIPLE, CONSTRUCTION {X3; OATE SURVEY
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185445 ' 11/20/2012
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. pharmacy had "messed up” and the medication
‘was rot available. He/she also reported his/her
i pain was worse when he/she did not receive

. Ris/her pajn medications as ordered.

Interview with Licensed Practical Nurse {(LPN}#5,

on 1/28/M12 at 5:45 PM, revealed she was aware |

“Resldent #18 did not recejve his/her morning :

; dose of Oxycontin on 11/29/12 due to medication

“ being out of stock. She reported she was unsure

: why the medication was out of stock, but stated

this had occurred previously for an entire day on
11/25/12. She stated the usual process was to |

. reorder medications when there was only ona (1) ;
week cf medicatlon available. She revealed :

i pharmacy visited daily or more often ¥ needed to

. make deliveries. However, she reported for

 controiled prescriptions such as Oxycontin, the

¢ Physiclan had to sign the order and this

_ sometimes resulted in a delay. Furthermore, she :

. stated It was the responsitillity of the pharmacy to

- contact the Physician. Lastly, she reported when
medications were not in stock, a pharmacy

; problem list was to be initiated as soon as

: possible.

Interview with LPN #7, an 11/30/12 at 9:00 AM,
whom passed medicatlon to Resident #18 on
11/29/12, revealed she was aware Residerit #18
had run out of medications on 11/29/12, but did
i not remember this happening previously. She
reported any shift could refill medications and the
“only time there was a delay, was if the pharmacy |
; needed a Physician's signature. Otherwise, she :
 reported if medications were faxed into pharmagy
to be refilled, they were usually received the
. same day. She revealed she was unsure as to
“why the medicatlon was not in stock, and

x4y o SUMMARY STATEMENT OF BEFICIENCIES 0 ‘ PROMVIDER'S PLAN OF CORRECTION 3y
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREF |X {EACH CORRECTIVE AGCTION SHOULD BF | COMPLETION
TAG REGULATORY GR LSC IZENTIFYING INFORMATION) TAG CHROSS-REFERENCED TO THE APPROPRIATE DATE
‘ ; DEFICIENCY)
F 425 Continued From page 9 F 425,
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AND PLAN OF CORRECTION {OENTIFICATION NUMBER:
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NAME OF PROVIDER OR SUPPLIER
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Xa3ip
PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
{(EACH DEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY GR LSC IDENTIFYING INFORMATION)

F425'

Continued From page 10
repo'ted she was unsure if this was placed on the

: pharmacy probiem list during her shift.

 Interview with Unit Coordinator, on 11/30/12 at
£ 10040 AM, revealed medications were typically

filed wath%n twenty-four (24) hours of ordering.

* She reported the nurses were to inform her via a
. pharmacy problem list if they were out of

medicatlon. Once informed, she could get the

i medications "stat’ delivered so that doses were
"ot missed. She also reported if pharmacy was

. not sending medication due to needing a

. Physician's signature, she heiped contact the

' Physician. In addition, she reported she was
: unaware Resident #18 did not receive medication .
. on 11/28/12 or 11/29/12 as ordered. She stated

: she should have been informed of this and the
. pharmacy problem list should have been initiated

- to prevent the missed administrations.

Irterview with the Director of Nursing (DON), on

11730112 at 10:45 AM, revealed she aggreed it

; appeared Resident #13 had not received his/her
 Oxycontin 10 mg as ordered on 11/25/12 and

» 11/28/12, She stated LPN #7 did not identify the

" unavallibity of medication: as a problem on the

: pharmacy problem iist, thus the Unit Manager

. was unaware of the probiem; therefor, lhere were |

' no immediate steps taken to prevent Resident
; #18 from not recaiving his/her medications as

L ordered,

Fa31;
3S<E

483.60{b), (d), (e) DRUG RECORDS,

' LABEL/STORE DRUGS & BIOLOGICALS

Tha facility must employ or obtain the services Of ‘

a ficensed pharmacist who establighes a system

- of records of receipt ard disposition of all
- cortrolled drugs in sufficient detajl to enable an

{%2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
COMPLETED
A, BUILOING
C
B WING .
11/30/2012
STREETADDRFSS, CITY, STATE, ZiP COOE
3878 TURKEYFOOT ROAD
ELSMERE, KY 41018
o ’ PROVIDER'S FLAN OF CORRECTION : X3]
PREFIX | {FACH CORRECTIVE ACTION SHOULD BE | CUMBLETION
TAG : CROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENCY)
F 425 |
& f
F 431 j
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185445 ' 11/30/2012
NAKME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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WOODCREST NURSING & REHABILITATION CENT ELSMERE, KY #1018
(x4 I SUMMARY STATEMENT OOF DEF ICIENCIES D PROVIDER'S PLAN GF CORRECTION i X3
FREFIX | (EACH OEF ICIENCY MUST BE PRECEDEQ BY FLL PREFIX (EACH CORRECTIVE AC TION SHOLILD BE D COMPLEHOR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROERIATE, DATE
DEFICIENCY;
Fhty P .
: i allegation of compliznce, :
F 431 Continued From page 11 : F 431 Preparation andior executlon of this plan of rorreclian
i Hitio - : . does nat constitute admission or agreement by the
accurate reconciliation; and determines thft drug | provider of ihe truh of the fucts alleged or conclusions
. recards are In order ar]d trjat an acccupt of all " set forid in the statement of deficiencies, The plan of
i controlled drugs Is maintained and periodically " correclion is prepured andlor executed solely becausé
_reconciled, - itis required by the provisions of federal and siate law,
Drugs and biologlcais used in the facility must be F431
- labeled in accardance with currently accepted 1. All chemicals stored in jdentified
professicnal principlas, and include the medication carts were placed inx
appropriate accessory and cautionary plastic barriers to separate sani-
. instructlons,; and the explratlon date when wipe/hand sanitizer from
- applicable. medication within I hour of
‘ ) i identification of problem.
! In accordance with State and Federal laws, the 2. All chemical stped in all
. facillty must store all drugs and biologicals in ’ d(". emicals stor m? di
!ocked cormpartments under proper temperature ﬂ}e ;icagonicart: vs:ere p ;me H
. controls, and permit only authorized personnel to | iias 1;52:;;;;::%?;" sani-
! have access to the keys, pe/h ; o
: y medication within 1 hour of
 The facillty must provide separately locked, ; identification of problem. ¥
. permanently affixed compartments for storage of 3. Re-education of all licensed nursing
| controlled drugs listed in Schedule ! of the staff was conducted by DON on the
Comprehensive Drug Abuse Prevention and rationale and procedure related to|
¢ Control Act of 1876 and other drugs subject to storage of chemicals in medication
“abuse, except when the fac|ity uses single unlt carts by 12/28/12. Audit will be |
i package drug distributicn systems in which the i conducted by DON/ADON/Unit |
" quantity stored Is minimal and a missing dose can : Managers of all medication carts |
; be readily detected. over all shifts for compliance five!
times a week for | week, then thrge
' times a week for 3 weeks, then
S , weekly for [ month,
' .l'j’;]-is REQUIREMENT IS not met as evldaﬁced 4, All monit(}ring ﬁ.ﬂdings Wl“ be .
. Based on observation, interview and review of | ;zrfo‘zdé?:n?:!;ih;yo?é r?;ztduﬁ
 the facllity's policy, it was determined the facility ds;t pl ¢ L 100; |
failed to ensure all medicatinns were stored in up EP an to reac °
| compariments separate from other chemical compliance. _ -
. compounds. Observation of four {(4) of slx (&) 3. Date of Compliance; 1/13/2013 113724
- medication carts located throughout the facllity
FORM CMB-2867(02-09) Pravicys Velsions Obsolele Evenl 10: ECZY1| Faeitiy 173: 100865 It coniinuation Sheel Page 12 of 20
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F 431! Continised From page 12
; revealed Sani-wipes and hand sanitizers were
‘ stored In the same drawer and compartmnant with
; oral medications. :

: The findings include:

: Revlew of facillty's policy titled "Storage and

" Expiration Dating of Drugs, Rielogicals, Syringes

. and Needles”, dated 12/01/07, revealed the
“following: "the facillty should ensure that test

i reagents, germicides, disinfectants, and other :
‘ household subgtances are stored separately from
:drugs”, :

: Observations, on 11/27/12 between 3:30 P# and ;

" 4:00 PM, revezled the madicatlons carts located

i on One East, Gne Scuth, One West, and Two
South halls constained oral medications stored in

| the same compartment with Sani-Wipes and

" hand sanitlzer.

" Interview with Registered Nurse (RN) #1, on

| 11/27/12 at 3:30 PM, revealed she was rot sure
what the rules were regarding the storage of

: medications with other chemicals.

 Interview with Licensed Practical Nurse (LPN) #5, -
fon 11/27/12 at 3:45 PM, revealed sie did not

: recall any conversation about storage of

- medicatlon and other chemicals.

Cinterview with LPN #6, on 11/27/12 at 3:58 PM,

revealed he di¢ not recall any discussion about
 storlng oral medications and other chemicals in
¢ separate cempartments.

i Interview with the Unit Manager, on 11/27/12 at
“4.00 PM, revealed there was not much room In

H

F 431,

3
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M SUMMARY STATEMENT OF OEFICIENCIES o i PROVIOER'S PLAN OF CORREC TION o
PREFIX | {EACH OEFICIENCY MLIST BE PRECEDEQ BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGUEATORY OR LSC IDENTIF YING |NFORMATION) TAG . CROSS-REFERENCEO TO THE APPROPRIATE DATE
; BEFICIENCY)
Tals Flar of Correclion s the center's credibie
: i © allegatton of compliance.
F 431 Continued From page 13 F 431 ¢ Prepavation andior execiiton of this plar of corraction
i the carts. She stated she wasn't sure if storing | does not constitte admisston or agresment by the :
" oral medications and other chemicals in the same } provider of the truth of the facts alleged or conchustons
. . lem. She stated Loser fort{lm!he satenient of deficiencies. The plan of
; compartment wouid be a proble n. cotrection is prepared andior executed solely bocause
she would have to check the policy. It is required by the provisions of federal and stare Iasv.
Interview with the Birector of Nursing (DON), on " p4a) 5
P11/28/12 at 930 {\M, revealed she had spoken f I. Unsampled resident F indwelling :
; \gith.the pharmacist abou! }he magerid%he statedd- ; catheter bag was removed by
: v::;‘;;zfsff;nf ;‘fggcﬁ!‘o‘ﬁe“ should be store : LPN#1 on 11/27/12. DON replacéd
, Separaiey . - indwelling catheter bag on ;
F 441! 483 65 INFECTION CONTROL, PREVENT F 441 , € gon
SPREAD. LINENS ; 1172712, Unsampled resident F |
S3=E, : i was assessed with no negative
: i 5
. The faclity must establish and maintain an LR oy DON on 11/27/12.
infection Controt Program designed to provide a ? educnr was Iénn;e 12 h'y re-
safe, sanltary and comfortable environment and | ucated on hand washing |
to help prevent the development and transmlssion ; procedure by DON. LPN#6 was :
, of disease and !nfection. ; immediately re-educated on glucose
3 ? moniioring device care specifically
- (&) infection Control Program cleaning and disinfecting procedure
- The facility must establish an Infection Control by DON,
: Program under which it - _ 2. 100% audit of all residents with
" {1} Investigates, controls, and prevents infections j indwelling catheters to ensure :
- in the facllity; A ' 5 cleanliness was conducted by Unit
:{2) Dacides what procadure s, such as isclation, Managers on 11/27/12, All ;
: should be applied to an individual resldent; and ! 5 identified issues were replaced with
*(3) Maintains a record qf incidents and corrective ; new indwelling catheter bag. All
actions related to Infections. : licensed staff re-educated on hand:
: shing and glucose monitoring
: (b) Preventing Spread ¢f Infection : “rasiing and gluc onitoritg :
; g . ; device care by DON prior to d
(1) ¥When the infection Control Program ! reporting for duty on 11/28/12 thry
; determines that a resident needs Isolation ‘o : I 5?0”23 :
infection, the facility myst A ) .
' ipsr;‘;?: tﬂ:i‘;eressirciarﬁ of infection asiily ma : 3. Alllicensed and certified nursing ;
- {2) The facility must prohibit employees with a slaff wili be re-educated by DON
. communicable disease or infected skin lesions on infection control with strong |
i from direct contact with residents or their food. § focus on preventing infection and;
direct contact wlll transmit the disease. the appropriate handling, storage,
FORM CMS-2567{02-99) Previcyus Vessioms Obsolele Evenl 10:ECZY1) Fatilly @ 100808 If contnualion shaat Page 14 of 20
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(X4)10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIOER'S BLAN OF CORRECTION D)
PREFIX {FACH DEFICIENCY MUST BE PRECEOEO BY FUAL PREFIX {EACH CORRECTIVE ACTION §H{ULD BE . COMPLETION |
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
GEFICIENGY) ;
!. Fhrre Filer quuuaw;ws fte-vonter roredivie
; ; Y allegation of compliance. .
F 441" Continued From page 14 a F 441,  Preparation a:?d/ar execution of this plan of carrer:ti’c:lﬂ

| 3) The facility must require staff to wash their o f}}'g’;’:’rﬁ’,ﬁ}’gz’;ﬁg;g;ﬁ;’i’:’cﬁﬁmés
- hands after each direct resident contact for wiich L set forth s the statement of deficiencies. The pian of:

* hand washlng Is indicated by accepted f . correction is prepared andior executed soiely because

. professional practice. L it iz requitred by the provisions of federal and state latw.

-{c} Linens 5 ' and disinfection of equipment and

* Personrel must handle, store, process and supplies by 12/28/2012.

. transport linens so as to prevent the spread of Observation audits will be

Infection. completed by DON/ADON/Unit |

i Managers of ali shifts for

, compliance with care and storage of

) A ; indwelling catheters four times a |

- This REQUIREMENT s not met as evidenced week for 2 weeks, then two times &

i by . o ) . . week for 2 weeks, then weekly for

Based on observation, interview and re\.rle\s]:,r of : 30 days. Re-education of all ;

: the facillty's policles, it was determ{ meg the facility _ licensed staff on the administration

 falled to ensure an effective Infections Control | £ medicati Ss with 1 :

- Program to help prevent the development and Oi mecication process with u strong
transmlssion of dlsease and infection, focus on infection control aspect by
QObservatlon revealed Licensed Practlcal Nurse | DC‘?’E by'E2f23/ 12. Observation

. (LPN) #5 failed to wash her hands between each | audits will be completed by

' resident during the medlcation pass. Continued | i DON/ADON/Unit Managers of at]

; Observation revealed LPN #6 did not follow the : shifts for compliance with care and

 facility's pollcy and the manufacturer's guidelines storage of indwelling catheters four

i for dlsinfecting the blocd glucose monitoring : . times a week for 2 weeks, then two

' machine after each use. In addition, a urinary | times a week for 2 weeks, then -

i catheter drainage bag was observed hanglng : weekly for 30 days, Observation |

“over the rail in a resident’s bathrcom. The drain | : audit will be completed by

: was noted to be uncapped and open to the air. DON/ADON/Uni) Managers on all

‘ ; staff to ensure proper hand washing

- The findings Include: 1 and glucose monitoring device care

! _— L and then randomly over all shifts :

i 1. Review of the facility’s policy titled "General i : five times a week for | week, then

~Dose Preparation and Medlcation Administration”, | : three times a week for 2 weeks, then

| dated 12/01/07, revealed competent staff should ! weekly for | month
follow facility infection control policies related to 4 il y 1o 1 Findi b

- handwashing during the preparation and - All monitoring findings will &

“administering of medications. reviewed at monthly QA meeting
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i medicatiors.

F 441 ; Continued From page 15

i Review of the facility's "Infection Control

Protocol”, dated 10/02/12, revealed facility
Hinfection control practices ware intended to help
: prevent and manage the transmission of
"diseases and infections.

Upon request for the policy related to hand !

i washing, the facjlity provided a copy of the outline .

, for staff training related to infection control. A :

! policy on handwashing was not made available.

. Revlew of the fraining materials revealed the

“following: “practice good hygiene and use

: approprlate infection control procedures”.
Continued review revealed the most important

thing staiff couid do to prevent the spread of

. Infection was to wash their hands.

- Observation of the medication pass, on 11/27/12
D at 5113 PM, revealed LPN #5 failed to wash her

. hands between resldents. Upon interview, the

" LPN stated, "l should have washed my hands

i between gach resident”,

| Interview with the Director of Nursing, (DON), on
“11/28/12 at 9:30 AM, revealed she had been

i informed LPN #5 had not washed her hands

. between residents during the medication pass.

i The DON stated the nurses should wasn their

. hands between each resident when administering

: 2. Revlew of the manufacturer’s guidelines for

. the: Assure Platinum Blood Glucose Monitoring

' System revealed the monitoring device could be
: cieaned with an alcohol wige, but should be

" disinfected with 2 1:10 bleach solutjon.

| Continued review revealed the manufacturer

H

i

i
allegation of compliance.

F 441 i Preparation ang/or execution of this plan of correction
¢ does not constitute admission or agreement bythe .
Pprovider of the truth of the facis alleged or conclhusions

Set forth tn the statement of deficiencies,

The plan of

correction is prepared and/or executed solely becuuse
it Is required By the provisions of federal and xtate feriz,

far compliance and or the need to
update plan to reach 100% :

compliance.

5. Dateof Compliance: 1/132013 |  1/13/20
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, recommended the device be disinfected between
 éach patient use.

" Review of the facility's pollcy titled "Assure

| Platinum Blood Glucose Monitoring System”,

-undated, revealed the devices were to be
cleaned and disinfected after 2ach resident use.

i Continued review revealed the machine should

- be wiped down with a "wipe” after each use.

_ Observation, on 11/27/12 at 5:30 PM, revealed

i LPN #6 cleaned the Assure Platinum 8lood

. Glucose Monitoring System with an alcohol pad
* after using the device to check a resident's biood |
: sugar level. Upon interview, LPN #6 stated the
_machine was new and he had received tralning.

. He further stated he thought the use of alcohol

, bad was the proper procedure for cleaning the

" device.

Interview with LPN #15, on 11/27/12 at 5:42 PM,
revealed the proper procedure for cleaning the
. glucose monitoring device was to use
! Sani-Wipes, a commercial disinfectant wipe.
. Observation of the Sani-Wipe container revealed
"it contained a 1:10 bleach solution. '

Interview with the DON, on 11/28/12 at 9:30 AM,
revealed the glucese menitoring devices must be
. tleaned with Sani-Wipes which were available on |
‘ every medication cart. She stated every staff :
, member had attended the mandatory inservice |
" when the new machlnes arrived, and ail should
i know the correct procedure.
3. Areview of the facility's procedure guidelines,
- "Lippincott's Textbook for Nursing Assistants”, :
2000 ediyion, revealed disconnecting the drainage |
' bag frem the tubing could allow harmful bacteria
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. lo enter the cathreter. The guidelines further
- stated to be sure that the open tubing did not
; touch anything.

Record review revealed tinsampled Resident #F

was admitted by the facility on 04/18/12 with

- diagnoses which included Left Subcapital Hip
Fracture, Coronary Artery Disease, Chronic Heart
. Fallure, Chronic Kidney Disease—Stage 3,

. Hypertension, and Chronle Heart Failure,

: Ohservation on initial tour, on 11/27/12 at 9:30

AM, revealed an Indwelling catheter bag with

¢ seventy-five (75) miilimeters {mi) of yellow liquid
“hanging in the resident's bathroom. The bag was |
. draped over the safety grab bar with the tubing

not in & holder or covered to prevent bacterial

| contamination of the tubing.

| Interview, on 11/27/12 at 6:55 AM, with State

i Registered Nurse Aide (SRNA) #1, revealed the J
: bedside drainage bag should have been emptied |
. after the leg bag was attached and a plastic bag

- should rave been placed over the drainage bagy

: and the tip of the tublng put in a covered slot,

; Interview, on 11/27/12 at 9:50 AM, with LPN #1
 revealed the bedside drainage bag should not
; have been hang'ng on the safety grab bar with 75 | i

ml of urine in it and uncovered. It should have

 been covered with a plastic bag after emptying.

Interview, on 1t/30/12 at 12:05 PM, with the

- Director of Nursing {DON) revealed the process
 for removai of the bedside drainage bag for

. placement of the leg bag included the SRNA

i should clean the tip of the leg bag with aleohol, ¢
. remove the bedside drainage bag, and place the

FORM CME-2567{02-99) Previous Versions Obsolpte Evet I ECZY I
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F 441 Continued From page 18
‘ cleaned leg bag to the urinary catheter. The

. bedside drainage bag should then be emptied,
the output recorded and the tip of the tubing
1 cleaned with alcohal and placed in 2 plastic bag
* The bedside drainage bag may then be stored in
: the bathroom or night stand, per each resident's
" preference.

F 492 : 483.75(h) COMPLY WITH

§5=C  FEDERAL/STATE/LOCAL LAWS/PROF STD

. The facility must operate and provide services in
“compliance with all apolicable Federal, State, and
Iocal laws, requlations, and codes, and with
" accepted professmnal standards and princ|ples
; that apply to professionals providing services in

" such a facility.

| This REQUIREMENT is not met as evidenced
by:
| Based on interview and record review, it was
. determined the facility failed to comply with alf
: Federal, State, and local laws, regulations, and
. codes. Informaticn about Human :
[ - Immuradeficiency Virus {HIV) and Auto Immune |
: Deficiency Syndrome {AIDS) provided by the
* facility did not meet the statutory requirements of !
- KRS 214.620(4) which states information on the
"HIV infection shall be presented to any person
. who receives treatment in a skilled nursing
“facility. The information shall include, but not be
: limited to methods of prevention.

: The findings include:
¢ Revlew of the Checidist for Compliance with KRS

- 214.620(4) HIV/AIDS Patient Information
! revealed information provided by each facility

F 441

F 402"

allegation of comp!mﬁce

does not constitute admisston or agreement by the

. COMPLETION

Preparation andfor executton of this plan of carmcr!a’n

provider of the teuth of the fuets alleged or conclusions
set forth in the statement of deficienctes. The plar of :
. correctlon s prepured andor executed solely becousé
' ltls required by the provisions of federal and state faw

F492
1. No identified resident listed,

form to included methods of
prevention.

Center will edit current *“Important
Information About HIV and AIDS?

2. 100% of all residents in house wﬂl
be educated on prevention methods
and signatures obtained on updated

form.

3. Education of admissions team on ?

the updates to the “Tmportant

Information About HIV and AlDS”

form with methods of prevention. |
Audit will be completed by
Administrator on all new

admissions for 3 months to ensure

updaied form is in use,
All monitoring findings will be
. reviewed at monthly QA meeting |
! for compliance and or the need 10 :
; update pla to reach 100%
compliance.
4. Date of Compliance: 1/13/2013

13

DaTE

1713/2083
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must include methods of prevention.

'Review of the facility’s form "Important
" Information About HIV and AIDS” revealad no

- of prevention.

i be revised to meet statutory requirerments.

“documented evidence the form included methods

{ Interview with the Director of Nursing {DON), on :
11/28/12 at 3:30 AM, revealed the form needed to

F 492!
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70 (a)
BUILDING: 01

PLAN APPROVAL: 1998
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: Two stories, Type Il
(111) Unprotected

SMOKE COMPARTMENTS: Four smoke
compartments

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (DRY and
Wet SYSTEM)

EMERGENCY POWER: Type Il Diesel
Generator

A life safety code survey was initiated and
concluded on 11-27-2012

for compliance with Title 42, Code of Federal
Regulations, 483.70 and

found the facility in compliance with NFPA 101
Life Safety Code,

2000 Edition. The facility is licensed for 127 beds
and the census was 115 on the day of the survey.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

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

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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