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F 000 ! INITIAL COMMENTS . FOo0.
i ARecertification Survey and Abbreviated Survey |
. investigating KY#00019158 was initlated on i f ;
- 10/09/12 and concluded on 10/12/12, Deficient ! :
i practice was cited with the highest level scope | i
| and severity of a "G"] KY#00019159 was g
; substantiated with nd deficiencies cited, ‘ l i
F 282 483.20(k}(3)(H} SERVICES BY QUALIFIED - F2s2 ) :
8$”G PERSONSfF’ER CARE PLAN | i1t is the policy ¢f Carter Wursing and '
.' Rehab:.l:u;atmn centar to provide oy !
The services provided or arranged by the facility arrange services by qualified persens
mUSt be provided by qualifiied persons In !in acrordance with each resident's ;
accardance with eaclﬁ resident's written plan of  : written plan of care,
‘eare, i
i [ i {he physician was notified on 10/15/12
i i | I .my the DON and an order was received to !
“ ; | : ‘allow SRNA's to apply the Zine Oxide
: 'treatment to the resident after
g;ars REQUEREMEN“{T is not met as evidenced | linconsinent spisodes. This was noted
. i th lication bfy
* Based on observation, interview, record review, | t; ”: mta:::;:;;‘;z m:sf";;‘; i
'and review of facility policy. it was determined the | .-E & Sreatm 4o ii 4 note & whitened |
; faclity failed to ensure services were provided by | jper day. SKNA nore 1077712, |
. the facility in accordance with each resident's ' !area o the duttocks/coceyx on . ;
" written plan of care fﬂlr (2) of twerty-three {23) | !howaver, that was not changed fvom 5
: sampled residents (Rgsldent #11 and Resident } §previoua ESAESSMENtSs BS that Was tzi
#23} : | scar tissue that was presest from his |
I i .h;story of Btage IIL and IV prassure ,‘
| Review of Resident #{!‘E 's Comprehensive Plan of ! {uleers. After reading the Statement of‘
, | Care revealed the resigent was at risk of i lmpauredl ; Deficiengies, SRNA #8 stares that the
. Skin integrity and approaches included the ! 2567 is inaceurate regavrding her
| Certified Nursing ASS[%W’“S (CNAs) assessing ! ! statement to the surveyor. She stated |
 the skin with AM (morhing) care and reporting any | | that the part of the wound that had ;
;changes to the nurse.; Further review revealed | | changed was “the area at the top of tbe[
g'the nurses would to provide w&_ekly‘sxm audits ! coceyx wes more red* than it had been |
 and document and nolify the physician of any | when she last viswalized it. ;
i changes, and apply Zinc Oxide Ointment to the | ' ‘ i
 bilateral buttocks as ordered. : ?
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the findings stated above are disciosable 90 days
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F 000 INITIAL COMMENTS F 000,
A Recertification Survey and Abbreviated Survey .
investigating KY#00019159 was initiated on
16/09/12 and conciuded on 10/12/1 2, Deficient
 practice was cited with the highest level scope
and severity of 3 "G". KY#0001915% was
Substantiated with no deficiencies cited.
F 282 483.20(k  3)ii} SERVICES BY QUALIFIED F 282
55=G pERSONS/pER CARE PLAN It is the policy of Cartsr Mursing and
: ‘ Rehabilitation Center to provide or
* The services provided or arranged by the facility arrange services by gualified persons
must be provided by qualified persons in in accordance with each resident’s
accordance with each resident's written plan of “writzen plan of care.
care.
The phyesdcian was notified on 10/15/12
.by the DCKN and arn order was received to |
.a}.low SENA's to apply the Zine Cxide
ra = 4 “he r Cled Ler
This REQUIREMENT is not met as evidenced et e Afzer
gased on observation, interview, record review, te be in ﬂﬁditlfn o _1«3 ap}_)izcat.a on by
and review of facility policy, it was determined the (whe Treacment/charge nurse cree times
facility failed to ensure services were provided by per day. SREA #% did note a vhizered
the facility in accordance with each resident's arsa to the buttocks/coceyx on 10/7/12,
written plan of care for (2} of twenty-three (23) bowever, that was not changed from
sampled resfdents(Resident#ﬂ and Resident pPrevious assessments as thal was the
.#23). cgcar tissus vhar was present from hisz
chistory of Stage ¥IT and Iv presgure
Review of Resident #11's Comprehensive Pian of : ulcers. Affer reading the Statemen: of;
Care revealed the resident was at risk of impaired Deficiencies, SRNA 49 srates that the .
Skin integrity and approaches included the | 2567 is inaccurate regarding her
Certified Nursing Assistants (CNAs) assessing starement to the surveyor. She stated
the skin with AM (momfng) care and reporﬁng any ! ' that ths part of the weund that had
changes to the nurse. Further review reveaied changed was "the area at the zop of :hel
the nurses would to provide weekly skin audits coceyx was mose red” than it had been
and document and notify the physician of any - when she last visualized it.
changes, and apply Zinc Oxide Cintment to the :
- bilaterai buttocks as ordered.
TITLE {X6) DATE

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

ng providing It Is determined that

Any deliclency statement ending with

aother safeguards provide sufficient protection to the patients. (See Instructions, j Except for nursing homes, the findings sta
following the date of Survey whether or not a plan of correction is
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F 282 Continued Erom page 1

Review of the last Skin Check Report of
Non-Decub Skin issues, dated 10/05/12, revealed

. Resident #11 had an area which was described
as excoriation on the buttocks, However, on
10/11/12 during a skin assessment with the
surveyor, the area was observed to have an

“unidentified area of black eschar 2.3 centimeters
(cm}inlength x 1.6 cm in width and was
described by the nurse as unstageable with an
area of white maceration surrcunding the eschar
and scant serous drainage just below the
coccyx/on the right buttocks. There was no

- documented evidence the Pian of Care had been
followed related to the staff docy menting and

' notifying the physician of any changes related to
the wound on the resident's coceyx/right buttock
as evidenced by the facility failing to recognize
the change in the wound when the wou nd
pregressed from an excoriation to an
unstageabie wound. However, although the Plan
of Care stated the Zinc Oxide was to be applied
to the resident's buttocks by the nurses which

- would allow for the nurses to assess the area
each shift, interviews revealed the nurses had the

- CNAs apply the medication.

Review of Resident #23's Comprehensive Pian of |

Care revealed the resident had the potential for

injury related to being a smoker. The approaches

included keeping lighter and cigarettes in locked

smokers cabinet or nurses station and resident to

smoke-only in designated sSmoking areas with

. staff supervision at aji times. However, interviews

with staff revealed they were unaware the
resident was a sy pervised smoker, and were
aware the resident went outside to smoke

unescerted and was allowed to keep Cigarettes In

F 282:
She staved that zhis is normal for
this residen: and rhat the rednesg
‘would decrease after the resident
changss positions, gsts up in tlhe
wheelchalyr, or goss back co bad,
‘depending on the brevicus pogsiticn of
the resident, 8he did notify the nurgs
that it was more red and tis nurss
told her te¢ continye tg apply the zinmes
oxide o the area. She srated that
the scarring fwhite areal had rot
changed. The facilizy has a treatment
cnurse on day and evening shifc.
Treatment nurses apply the cintrment to
Resident #1! on day and evening shift.
working day ghife

Tlhe

The rreatment nurss
on 10/7/12, who was not interviswed by
the survevor, acssessed the wound an
the morning of 10/7,12 and did no:
note any changes frem previcus
assassmente.  She stated thar rhs area
was :eddened, as usual, and the
gcarring portion of the skin was
white, as usual.

The treatment nurse for svening shif:
on 18/7/12, who was nuot interviawed by
rhe surveyor, stated that she applied
:the zinc oxide on the evening shiftc of

10/7/12 and did not note any changes

from the previous assessmentsg,
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" his/her nightstand. The facility failed to follow the The care plan for Resident #!1 was
plan of care, on 10/11/12, when sta¥ entered : cupdated by the IDUPT on 19/16/12 ro
Resident #23's room, smelled smoke and noted a veflect that the SRNA's could alsc
- Cigarette in a cup of water at the resident's apply the zinc oxide. On 1G6/11/12,
. bedside. Interviews with Resident #23 reveaied the physician was notified of tha
she/he had been smoking in the room. thange in the conditisn of the area as
: nored by the charge nurss and
The ﬁndi”gs include: furveyor., The physician was notified
and new orders were received and notad
Review of tfl‘lme facllity "Comprehensive Plan of by the tharge iurse. This was
Care Policy", revised 08/01/12, reveaied it was recorded on the plan of care by the
* the responsibility of each Interdiscipiinary Team ) . fenled o
Membeprinvolv;)c; in the resident's cpare gprow’de _ ?’IDSC Of‘ w'/m/.lz'v e dr?a “Eii“d .
input into the development, implementation, [ 0722712 and Ffle freatment D
maintenance and evaiuation of the resident’s Plan - bustocks was drocontinued. The plan of
of Care. All staff personnel who provide care care was updazed by the MDSC on
should be knowledgeable and have access to the , 10/22/12 to reflsc: this change. The
resident's Plan of Care. © resident currentiy continues to have _
excoriation on his but:tocks and corcyx
1. Review of Resident #11's clinical record area with zinc oxide paste being
' revealed he/she was re-admitted 10 the facility applied by the nurses ard zinc oxide
from the hospital, on 09/04/12, with diagnoses olnrmen: being applied by the SHNA's
which included Renai/Uretal Disease, Diabetes after incontlinent episadss. Tihe
- Mellitus, Chronic Kidney Disease, and Bilaterai current plan of care accuravsly
Forefoot Amputation. The Departmental Notes, reflects this most recent physician
dated 09/04/12 at 11:13 PM, revealed the order
resident was re-admitted to the facility with a
‘ diagnoses of Renal Insufficiency. Further review ! . ‘
of the Note, revealed the coccyx had several ; The plan of care for Fesident #23 wag
small shear areas which were red in color. The reviewsd by she MDSC on 10/12/12. It
. Re-admission F’hysician's Orders. dated - was noted That the POC was aScurate and:
09/04/12, revealed orders for Zinc Oxide to be a0 changes were made to the plan of
applied to the bilateral buttocks each shift. P care ac that time,
Review of the Quarterly Minimum Data Set
“(MDS) Assessment, dated 09/17/ 12, revegled the
facility assessed Resident #11 as having a Brief |
Interview for Mental Status (BIMS) score of fifteen
(15} indicating the resident was cognitively intact,
Event I 6YZK11 Fatilliy 10; 100871 1l continuation sheet Paga 3055
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Continued review revealed the facility assessed
the resident as requiring extensive assistance of

. two (2) persons for bed mobility, transfers, and

toilet use, as ambuiation not occurring, and as
having functionai iimitation in range of motion of

- the lower extremities. Eurther review revealed

the facility assessed the resident as being at risk
for pressure ulcers and as having no pressure

uicers.

Review of a "Body Audit”, dated 10/05/12,
‘revealed a diagram of a body with a line drawn to

the coceyx/buttocks area which stated "red".
Review of the Skin Check Report of Nen-Decub
Skin Issues, dated 10/05/12, revealed the

‘resident's buttocks had excoriation, and the

treatment was Zinc QOxide.

" Review of the Comprehensive Plan of Care, with
- @ problem onset date of 02/09/09, revealed
- Resident #11 was at risk of impaired skin integrity -

related to decreased mability, a history of skin

breakdown, and diagnoses of Peripheral Vascular

Disease and Diabetes Mellitus, and incontinence

~of bowel. The Plan of Care was revised 9/24/12
to indicate the resident had an unstageable area

to the left heel. The goal, with a target date of

12/21/12, stated the resident would be free of any

further skin breakdown, Further review revealed

- the interventions were specific as to which staff

were responsible, Certified Nursing Assistants

(CNAs) were to assess the skin with am care,

and report any changes to the nurse. The
licensed nurses were to provide weekly skin
audits and document, and notify physician of any

: changes, and were to apply Zinc Oxide Qintment

to the bilaterai butiocks as crdered.

‘The IDCPT, along with the TON, ADON and
(BN Supes:visors, will complers waiking
care plan rounds on all residents no
.Iater thar 11/:4/12 o ensure zhat ail
interventions recsrded on the Scurrenc

plan of rare have been implemented as

 writren.

The Staff Development Coordinator will
provide addizisonal education zo all
nursing staff no larer than 11/14/12
ragarding the importance of
implemenring individual inrerventions
asg reco:zded on esach resjdent’s plan of

care.

The DON, ADO¥ or the RN Supervisory
‘Will review a minimum of five care
plans per week for four wesks e}
‘ensure that all intervencions are
“implementad ag recorded on the Current
plan of care. Any arsas of concern
that are identified will be addressed
:via staff esduration or an updars te
'the plan of care, whichsver is maors
appropriate. Afrer four wssks, rha
DON or ADON
c care plang per meonth for three months

4

will review at lsast fou-

i to ensure thar interventions are

| appropriare and implemsnsad.
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F 282 : Continued From page 4
Review of the Medication Administration Record
(MAR), dated 10/12, reveaied Zinc Oxide 20%
Ointment was to be applied te the bilateral

, buttocks every shift. The MAR designated the
medication to be applied each day at 5:30 AM,
1.30 PM, and 9:30 PM and was signed off each
shift as appiied by the nurses.

Interview, on 10/12/12 at 10:15 AM, with CNA 7o
revealed she was assigned to Resident #11 on
10/07/12 and she remembered the darea to the

- put Zinc Oxide on the area. Continued interview
revealed the nurses did not routinely apply the
Zinc Oxide and the CNAs applied it after the

, Nurse obtained it from the treatment cart. There

“was no documented evidence the wound was
assessed by a licensed nurse after the wound -
was noted te change from an excoriation on

wound on 10/07/12.

Interview, on 10/12/12 at 9:15 AM, with Resident
#11 reveaied he/she received g shower on
- 16/G9/12 and received a bed bath daily all over

body with the bed bath. Resident #11 further
stated he/she was unaware he had an area of
skin breakdown to his/her coccyx/buttocks,

. Continued interview revealed the nurses did not
come in each shift to apply the Zine Oxide to the
area, however, the aides did apply creams and
Ictions to the area.

- Interview, on 10/12/12 at 10:45 AM, with CNA #10
reveaied she had assisted Resident #11 with a
shower on 10/09/12 and the resident's

resident's buttocks/coccyx was white on that date.
She stated the nurses were aware and toid her to

10/05/12 fo the appearance of white tissue at the -

his/her bedy and lotion was also appiied to his/her

F282 W

irhe results of these audins will be
discugsed weekly in the Pocus

&2 Mesting {a sub-commities of
winuous Quality Improvement
Committes! for four weaks. The
.results will alsc be forwarded ¢ the
moenthly CRI Commitsse meeting for
further monitoring and costinuad

compliance .

If continuation sheet Pa ge 50f55
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F282 Continued From page 5
- coccyx/buttocks was “red” which was usyai for

this resident.

interview, on 10/12/12 at 9:30 AM with CNA #3,

- revealed she had assisted CNA #9 in transferring '

Resident #11 1o the bathroom on 10/11/12 early
on the day shift about 6:30 AM and she noted an
area to the top of the buttocks which looked
different because it was white in color and Was
- usually red, and she reported it to the night nurse
“Licensed Practical Nurse (LPN) #3. She further
stated LPN #3 said she would report it to the next

nlirse because she (LPN #3) was about to leave. :

CNA #3 stated she did not ask LEN #4, who was
the day shift nurse to look at the darea and was
unsure if LPN #4 had assessed it. There was noe
documented evidence z licensed nurse had
assessed this resident after the change in the
wolind was reported by CNA #3.

interview, on 10/12/12 at 9:60 AM, with LPN #4
‘revealed she was not notified on 10/10/12 or
- 10/11/12 of a change in Resident #11's skin.

Observation, on 10/11/12 at 3.0C PM, of a skin

the South Unit, revealed an area below the
- coccyx/on the right buttock which the nurse

cm in width, unstageable, with an area of white
: Maceration surrounding the eschar and scant

- assessment with the Nurse Manager revealed
she was unaware of the unstageabile wound.

Interview, on 10/12/12 at 3:.00 PM with LEN #3,
who was assigned to the resident on 10/10/12
~from 10:00 PM until 6:00 AM on 10/11/12,

. assessment performed by the Nurse Manager of :
described as black eschar, 2.3 cm in length x 1.6 :

serous drainage. Inferview at the time of the skin -

FORM CMS-2567)102-89) Previous Versions CObsolate Event 10:6Y2K 11
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F 282 Continued From page 6
‘revealed the CNAs applied the Zinc Oxide to
Resident #11's coccyx/buttocks area which was
obtained from central suppiy and came in
packets, or she could obtained the medication
frem the treatment cart to give to the CNAs to
apply. She stated she had not recently seen or
. assessed the area; however, no cne had
“mentioned the area had changed.

Continued interview, on 10/12/12 a1 10:15 AM,

apply the Zinc Oxide and the CNAs applied it
after the nurse obtained it from the treatm ent cart,
She stated she was not assigned to the resident

bed bath the merning of 10/11/12 she noticed a
: Place on the buttocks/coccyx area which was
white with redness around . She further Stated,
she did not teil the nurse because it did not look
different frem 10/07/12, and she applied Zing
Oxide to the area which she obtained from the

CNAs were to tell the nurses if they find a new
area or a change in skin; however, she had
. concerns because sometimes the nurses would
“not follow up to check the skin when notified of

changes.

- Interview, on 10/12/12 at 12:00 PM, with LPN #2
revealed she had done treatments on the South
Unit on 10/11/12 on day shift and did tréatments
all over the buildings on the days she worked.

to the resident's buttocks area that day. She
stated she did freatments for Resident #11 ali
week and described the area to the

. stated the wound Inoked the same ali week. She

with CNA #9 revealed the nurses did not routinely

again until 10/11/12 and when she performed the :

: Storage closet. Continued interview revealed the

She stated she remembered applying Zinc Oxide :

coccyw/buttock as biack areas and red areas and

F 282
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further stated she was unsure when the eschar
first occurred and was unaware i she had notified
nursing or the physician. Further interview
revealed she knew she was to notify the

: physician if she saw a change; however, she

thought the Zinc Oxide was the treatment ordered
for the eschar. She stated the Zing Oxide that
she applied was from pharmacy and was kept in
the treatment cart. She further Stated, she did
not ailow the CNAs to apply it.

Further interview, with the Nurse Manager of the
South Hall, on 10/12/12 at 3.00 PM, revealed the -

CNAs and nurses were to notify the charge nurse

“or herself i a wound changed or if there was a

new area of skin breakdown. After reviewing

_Resident #11's chart, she stated the "Body Audit”
~was done 10/05/12 and the wound must have

worsened sometime between 10/05/12 and
13/11/12 at the time of the skin assessment with
the surveyor. Further interview revealed the
physician should have been notified a soaon as the
change in the wound ccourred because Zinc

. Oxide would not be effective for eschar,

Interview, on 10/12/12 at 5:45 PM, with the DON
revealed there was a failure by staff to report a

- change in Resident #11's wound as the area

changed from a non-pressure area to g pressure
area. She stated, there was a Physician's Qrder

, for Zinc Oxide and the intervention was on the

MAR; therefore the nurses should have been
assessing the site to monitor for changes in the
wound, and applying the medication as ordered.

. Further interview revealed when 3 nurse or a

, CNAfound a change in a wound or a new area of |
" skin breakdown the nurse assigned was to :
- assess the skin, notify the Unit Manager, Charge

F 282
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Nurse or herseif as well as the physician was to
be notified, as per the Plan of Care. The DON
stated, there was a weekly Focus Meeting which

She stated if a new or worsened area of skin
breakdown was noted, the nurses were lo
document this on the Twenty-Four (24) Hour
Report in order for it to be discussed in tha
morning meeting in which all department heads

- attended; however, there was no notification on

. the 24 Hour Report related to Resident #11's
change in the wound.

2. Review of Resident #23 medical record

revealed she/he was admitted to the facility, on

. Depression, Muscle Weakness, Chronic
Obstructive Pulmonary Disorder {COPD), and

Minimum Data Set (MDS) Assessment dated
10/02/12, revealed the facility assessed the
resident as having a Brief interview for Mental
Status (BIMS) score of twelve {12) which

“indicated moderate impalrment in cognitive
status. Further review revealed the facifity
assessed the resident as requiring extensive
assistance with transfers and bed mability, and
focomation, and as rot ambulating.

Review of the Comprehensive Plan of Care,

" being a smoker with a goal that the resident
- would be free dally of injury related to smo king
and would have no unidentified complications

: lighter and cigarettes in locked smokers cabinet
or nurses station, resident to smoke only in

- she altended and skin probfems were discussed.

08/10/12, with diagnoses which included Anxiety,

' Tobacco Use Disorder. Review of the Admission :

dated 09/21/12 and revised on 10/02/12, revealed
Resident #23 had the potential for injury related to

from smoking. The approaches included keeping !

F 282
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designated smoking areas with staff supervision
at alf times, redirect when resident is
inapprapriate with smoking habits, assist to

. supervised smoking areas at designated times,
. and provide smoking materials at supervised
“smoke breaks only.

- Review of the Safe Smoking Evaluation, dated
- 09/21/12, completed by Registered Nurse (RN)
#7/MDS Nurse revealed the resdent had short
lerm memory loss. Review of the Summary of
“Evaluation Section, revealed the resident had to

“ be supervised by staff. volu nteer, or family
member at all times while smoking. Also, the
Evaluation stated, the resident must request
$moking materials from staff, the resident/
representative/family have been informed of
smoking evaluation results, the
resident/representatfve/famny have been

plan of care had been updated.

Observation, on 10/12/12 at 8:30 AM, revealed
Resident #23 approached the surveyor and the

did a "boo boa” last night. When the Unit
Manager asked the resident what she/he had
done, the resident stated she/he had smoked in

her/his room.

fnterview, on 10/12/12 at 10:00 AM, with the Unit
Manager of the South Unit revealed she was not
- informed of the smoking incident by staff. She
further stated there was no documentation In the
medical record and no Incident Report was
completed related to the smoking incident.
* Further interview, reveated she did nol know how
L " Resident #23 could have obtained cigarettes

informed of smoking policies/procedures, and the

South Unit Manager in the hall and stated he/she :
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unless her/his family brought them in as she/he
was a supervised smoker.

fnterview, on 10/12/12 at 11:15 AM and 1.45 PM,
with Resident #23, revealed she/he was unsure
of the exact time that she/he smoked in his/her
room last night and further stated she/he was
allowed by staff to carry cigarettes with him/her
untif today. Continued interview revealed
Resident #23 had been recently admitied and
he/she became confused and thought he/she
was at home when he/she smoked in the room.
Resident #23 stated his/her son brought
cigarettes in and gave some to the nurses to lock
up ard let herrhim keep some with him/her.

Further interview, on 10/12/12 at 2:15 PM, with
the Unit Manager revealed she had found a note

- which was placed under her office door related to
the incident and was unsure who the note was
from. The Unit Manager stated she filled out the
Incident Report after finding the note: however,
the nurse who witnessed the incident should have
completed an Incident Repart related to the
smoking incident.

Interview, on 10/12/12 at 2:30 PM. with CNA #7
revealed she worked the South Unit on 104 1112
from 2:00 PM untif 10:00 PM but was not
assigned to Resident #23. He stated he had
“ been assigned to the resident in the past and was
unsure if she/he was a supervised smoker. He
further stated, he was aware the resident carrjed
Cigarettes with him/her and kept them in the
drawer in the nightstand drawer. Continued
interview revealed there was a list for staff to refer'
“to in regards to supervised smokers, however this -
resident was not an either the supervised or

F 282.
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F 282 Continued From page 11
unsupervised smoking fist and the fist needed to
be updated. He further stated he had asked the
evening shift nurses in the past, if the resident
could go outside to smoke unescorted and he
was told that the resident could. He stated he
had observed Resident #23 to go outside to
. smoke aftone.

fnterview, an 10/12/12 at 2:50 PM, with CNA #13
revealed she worked 10/11/12 on the South Unit
from 10 PM untit 6 AM and around 11:00 PM she
and CNA #12 noted movement in Resident #23's
room and went to check on the resident. She
stated upon entering the room near the privacy

. curtain, they smelled smaoke. She further stated

. the window was open and the resident had

already put out the cigarette. Continued interview
revealed she reported this to LPN #3 and LPN
#5, who immediately came inta the resident's

-room. CNA #13 stated, LPN #5 told the CNAs to ;

get the cigarettes and put them in the locked
drawer in the designates smoking area,
Accarding to CNA #13, Resident #23 kept
apologizing for smoking in the room. CNA #13
"indlcated Resident #23 must be an unsupervised
smoker because she had witnessed the resfdent
- lo carry cigarettes with her/him. She further
, Stated when the resident went to the hospital a
few weeks ago, she (CNA #1 3} had put the

resident’s cigarettes and fighter in the top drawer _f

of the night stand. Further interview revealed
supervised smokers were not to have cigarettes
and lighters and there was a fist which jndicated
which residents were supervised smokers at the
nurse's staion. She was unsure if this resident

- was on the fist,

- Interview, on 10/12/12 at 3:15 PM, with Certified
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F 282 Continued From page 12
Nursing Assistant (CNA) #12 revealed she had

worked the South Unit on 10/11/12 from 2:00 PM

untif 10:00 PM upon entering Resident #23's

room after hearing movement she smelfed smoke :

and abserved a clgarette in a cup of water at the

. resident’s bedside. She also observed the
window was open in the resident's room. Fuyrther

“interview, revealed LPN #5 was notifieg and
came in and confiscated the Cigarettes and lighter
while she and another CNA searched the room
for more cigarettes and lighters, and some
cigarettes were found in the resident's night

"stand,

Interview, on 10/12/12 at 4:0% PM. with LPN #5
revealed she had worked the South Unit on
10/11/12 and worked from 2:00 PM until
sometime after 10:00 PM. She stated she saw
Resident #23 moving about in his/her room and

asked CNA #12 and CNA #13 to go see about the

resident as the resident may need to have
“assistance. LPN #5 stated CNA #13 tofd her
: Resident #23 was smoking in the room: however,
when she (LPN #5) entered the room, the
cigaretle was afready in the water. "It was
obwvious the resident had been smoking". She
said the cigarettes and fighter were removed from
the room by the CNAs, She further stated the
_resident had been a unsupervised smoker and
" had been going outside to smoke unescorted and

interview revealed there was a list at the nurse's
- statlon which indicated which residents required
- supervision and which residents could smoke
“independently. LPN #5 stated, as far as she

knew, the residents who could smoke

unsupervised could have tighters and she was
~aware some residents had fighters.

always had cigarettes on his/her person. Further °
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fnterview, on 10/12/12 at 4:35 PM, with RN

H7/MDS Nurse revealed she had completed the

Smoking Evaluation for Resident #23 and based

- on the resident's cognitive status she felt the
- resident should be supervised when smoking.
. Continued interview revealed after the Smaking
Evaluation was completed, she was to inform
MDS Nurse #2 who was respansible for updating -
" the smoking list and the list was kept at the North -
- Unit, South Unit and in the aclivities office

Observation, on 10/12/12 at 4:40 PM, of the

Smokers List on the bulletin board at the nurses

statlon on the South Halt where Resident #23
resided revealed Resident #23 was not on the list
as a non supervised smoker or a supervised

smoker.

Further interview with RN #7/MDS Nurse, on
10/12/12 at 4:45 PM, revealed Resident #23 was
admitted on a Frlday and she may not have told
MDS Nurse #2 to update the tist with Resident
#23's name as a supervised smoker. She stated
MDS Nurse #2 was on leave and unavailable for :

interview,

Interview, on 10/12/12 at 5:30 PM, with the
- Director of Nursing (DON) revealed Resident #23

was fo be on the supervised smoker [ist which
was kept at both nurse's stations and she was

" Unaware this resident was not on the list at aff.
. She indicated the resident would need to be on
the supervised smoker fist in order for staff to

know whether the resident needed supervision
with smoking as that was the reference used.

- She further stated the charge nurses or MDS

nurses completed smoking assessments, and the
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MDS nurses were responsibte for checking the
list frequently to update them. Continued
interview revealed as soon as the nurse
completed the Smoking Evaluation, the nurse
should have immediately update the Smokers
List; however, she stated she was unsure of how

Smoking Evaluation was completed. The DON
further stated, there was a breakdown in

- communication if Resident #23's name was not
on the supervised smoking list. She stated no

“smokers were allowed to have lighters and the

* staff gathered lighters from the residents
frequently, When asked if there was any
scheduled check/audit to see if supervised
smokers had cigarettes or lighters, or if

“unsupervised smokers had lighters, she stated

+ staff did not check the rooms on a routine or

. scheduled basis. Continued interview, revealed if

_ staff recognized an issue with a supervised
smoker having cigarettes or a unsupervised

* smoker having a lighter, the room would be

for harm was there if a resident was smoking in
“the room, and it would be Important for staff to

. their possession.

Interview, on 10/09/12 at 6:15 PM., with the

revealedthe resident's name should go on the
smoking fist as soon as the smoking evaluation
was completed which would be the day of

; admission for a new admit. Continued interview
revealed there was a breakdown in

‘ communication refated to the smoking policy and
it would be important for staff to be

. knowledgeable as o who was a supervised
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quickly the resident's name went on the list after a.

checked. Further interview revealed the potential

know which residents could not have cigarettes in .

Administrator and the Quality Assurance Director
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smoker so that a staff member could be with a :
' Supervised smoker during smoking times per the
pfan of care. : .
F 314 483.25(c) TREATMENT/SVGS TO F 314 o L L o
$$=G PREVENT/HEAL PRESSURE SORES TC s he polizy of Carter Mursing an
: rehabilizazion Cernzer -0 ensure thar a
Based on the comprehensive assessment of a resident who enters the facilicy _
resident, the faciiity must ensure that a resident without pressure sores does rot develep
who enters the faci[[[y without pressure sores pressure sores untess the individual's
does not develop pressure sores unless the srlinical corndition demonszrates that
individual's clinical condition demonstrates that . they were unavoidable; and a resident
they were unavoidable; and a resident having having pressure sores receives the
pressure sores receives necessary treatment and necessary treatment and services to

promote healing, prevent infection and

prevent new sores from developing.

- services to promote healing, prevent infection and
~prevent new sores from developing. :

i AS noted in zhe 2567, There is

This REQUIREMENT s rot met as evidenced
by: confusion regarding appearance of the
Based on observation, interview, record review, wound prior Lo the body audit on
and review of facility policy, it was determined the ; 10/11/12. However, during the
~ facifity faited to ensure a residents having facilizy investigarion regarding the
worgening of the area, staff members

" pressure sores received the necessary care and
services to promaote heafing, prevent infection, ; were adamant that the area had not
and prevent new sores from developing for one
(1) of twenty-three (23) sampled residents
{Resident #11).

changed heyond anything normal for

vhisg residest prior o the area being

identified on 1G/1%/12.

- Resident #11 was assessed to have several smalf . ) . . .
- shear areas to the coccyx which were red in color | (MM sRafifothan cared for Residenc Fil
upon re-admission to the facili!y on 09/04/12' and ¢ : during the 72 hours prior t.c: the skin
" Zinc Oxide was ordered to the area. The area : assessment cenducted on 10/14/12 with
- was described as excorlation on the Skin Check . che charge nurse and surveyor was
- Report of Non-Decub Skin Issues, dated _ inzerviewsd by administracive staff
. 10/05/12, However, observation on 10/11/12 ‘ - during an investigation initiated due
during a skin assessment revealed the area was e the change in skin fondition noted
. Observed to have an unidentified area of biack on 10/11/12.
eschar 2.3 cm in length x 1.6 cm in width and was

Event ID: 6YZK11 Facility 10: 16057t il continiation sheet Page 16 of 55
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F 314 Continued From page 16
described by the nurse as unstageable with an
area of white maceration surrounding the eschar
and scant serous drainage just below the
coccyx/on the right buttocks. Although there was |
confficting interviews with staff as to the
appearance of Resident #11's cocecyx/buttocks
- wound prior to the skin assessment with the
surveyor on 10/11/12, there was no documented
evidence the facility recognized the change in the
wound when the wound became unstageable in
order to obtain an appropriate treatment to
promote healing,

F 314:A11 staff members, inzludiag the
=treazment hurse and SENA‘s, that zarad
for this resident on 310/11/1i2, srare
thaz the oply changes to *his
resident’s exceriation were rhe
additioral redness to areas on the
buttocks and coczyx which was normal
for this residen: and would Tade as
pressure wasz shifred by repositicning.
Juring inrterview with zhe [DON on
10/37/12, LPN #7 stazes that she did
not tell the szurveyor that the
a blackened area to the
stared that the surveyor

resident had
TFOCeYX.  She
¢ asked her in
the area was black.
she told the surveyor thar
black, Ske described the wound ag

' The findings include:

several different wavs if

fhe stares rhat

Review of the facility's policy entitled "Pressure
Sores Pdlicy”, dated 08/01/12, revealed ifa
resident developed a pressure sore, he or she

it was not

“would receive care and treatment to heal and
prevent further development of pressure sores.,

Review of the facjlity's policies entjtled “Pressure
Ulcer Guideline”, revised 03/01/08, and
“Introductior to Prevention ang Maragement of
Wounds”, revised 03/01 /08, revealed these
policies were based on those developed by the
Agency for Health Care Policy and Research ard
Quality. The "Pressure Ulcer Prevention
Guideline” pollcy stated staff was to perform

* systematic skin inspections daily; review or

: modify as needed the individual's positioning,

transfer, range of motion, sitting and turning

“schedule; update the individualized care plan as

needed; and educate staffrelated to identification :

and rofe of those responsible for pressure sore
prevention, etiology and risk factars for pressure
sores, characteristics of normat skin,

Characterislics of tissue deformation, and staging -

" The physizian was notified on 10/15/12

© infontinent episodes.
" to be in addicion ro the applicatien

by the treatment/charge nurse three

reddered areas wirh whire scar rissuye

noted at the top of the cocoyx.

by the 20N and an order was received
o allow SRNA's Zo apply the Zince

to the regident after
This was noted

Jxide treatmen:

times per day.

FORM CMS.-2567(02-09) Previous Versions Obsalete

Fvent 10:6YZK11

Facility ID: 100571

It cantinuation sheatl Page 17 ot 55



PRINTED: 10/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1] PROVIDER'SUPPLIER/CLIA {X2) MULTIPLE CONS TRUCTION (X33 DATE SURVEY
AND PLAN OF CORRECTION IDENT!FICAT!ONNUMBER: COMPLETED
A. BUILDING
B WING C
185253 g - 10/12/2012
NAME OF PROVIDER OR SUPPLIER STREFT ADDRESS. CITY, STATE. ZIP CODE
CARTER NURSING & REHABILITATION CENTER 250 MCOAVID BLVD
GRAYSON_KY 41143
X410 SUMMARY STATEMEN f OF DEFICIFNGIES D PROVIDER'S PLAN OF CORRFGTION L am
PREFIX (FACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED 7O THE APPROPRIATE | DATE
ﬂEHCENCﬂ
F 314 Continued From page 17 F 314
of pressure ulcers. Review of the Introduction to SENR #9 did aote a Wh”?:ea aisa te
Prevention and Management of Wounds™ policy whe Purrocks/cocoyx on 18/7/1z,
, revealed if a wound developed the goal of the however, that was no: shanged from
previous assessmente as fhat was Lae

“program was to promote healing and revise and
further monitor the facilities clinical wound
management programs.

scar tisgsue that was present from his

‘history of Stage I and IV pressure

uloers. After reading the Statemant

- Review of Resident #11°s medical record of Deficiencies, SRNA #3 states zhat
revealed he/she was re-admitted to the facifity

from the hospital on 09/04/12 with diagnoses

the 2567 is inaccuvare regarding her
sgtatement Zo the surveyor. She

which incfuded Renal/Uretal Disease, Diabetes staced that the part of the wourd

Mellitus, Chronic Kidney Disease, and Bliateral _ thaz had changed was "the arsa at she

Forefoot Amputation. Review of the _' top 2E ths cosoyx was more red® <han

Departmental Notes, dated 09/04/12 at 11:13 PM, iz had beer when she lase visualired

revealed the resident was re admitted to the iz. She stated that this ‘s normal

facifity with a diagnoses of Renal insufficiency. o s resident and that che

The Departmentat Notes further documented the : R T

coccyx had several small shear areas which were | | redness would decrease aftes £ae

red in color. The Re-admission Physician's ; #esident changes positions, gets up

- Orders dated 09/04/12, revealed orders for Zinc in che wheelrhair, or goes back to

Oxide-apply to bilateral buttocks each shift. | ped, depending on the previcus

Review of the Quarterty Minimum Data Set posrsion of zhe residenc. She did
notify trhe nurse that it was more red

(MDS) Assessment dated 09/17/12, revealed the ,

facility assessed the resident as having a Brief and the nurse told her o sentinue to

interview for Mental Status (BIMS) score of fifteen
. (158} indicating the resident was cognitively intact.

apply the zinc oxide o the area.

" Further review revealed the facility assessed the

resident as requiring extensive assistance of two + She stated that the scarring (white

{2} persons for bed mability, transfers, and toilet area) had not rhanged, The facility
kas a treatment nurse on day and

use, as ambulation not occurring, and as having
functional limitation in range of motion of the
lower extremities. Continued review revealed the
facility assessed the resident as being at risk for
i pressure ulcers and as having no pressure
“ulcers,

© evening shift. The creatmenr nurses
i apply the ointmenz zo Residenz #11 on

day and evening shif-.

Review of the Skin Risk Assessment, dated
09/17/12, revealed the resident scored a fifteen

FORM CMS-2567(02-99) Previous Varsions Obsolets Evenl ID:BYZKI1 Fagility ID: 10057t fi conlinuation sheet Page 18 of 55
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(15) which indicated the resideni was at risk for
" pressure related lo; skin often maoist, chair fasi,
- made frequent though slight changes in body or
exirerity position independently, and required
moderate to maximum assistance with moving.

Review of a weekly "Body Audit”, dated 09/28/12,
revealed a diagram of a body with a line drawn lo
. the coceyx/buttocks area which siated "pink”
Further review of a "Body Audit” dated 10/0a/12,
‘revealed a diagram of a body with a line drawn 1o
the coccyx/buttocks area which stated “red”.

Review of the Skin Check Report of Non-Decub
Skin Issues, dated 10/05/1 2, revealed the
resident’s buttocks had excorialion, and the
trealment was Zinc Oxide.

Review of the Comprehensive Plan of Care witha

problem onset date of 02/09/09, revealed tha
resident was at risk of impaired skin integrity
refated to decreased mobility, a history of skin

breakdown, and diagnoses of Peripheral Vascular :

- Disease and Diabetes Mellitlus and incontinence
of bowel. Further review revealed the Plan of
Care was revised 9/24/12 to indicate the resident
had an unstageable area to the left heel The
goal with a target date of 12/21/12 revealed the
resident would be free of any further skin

breakdown. The interventions were spechic as lo .

- which siaff were responsible; Certified Nursing

, Assistants (CNAs} were 1o assess the skin with
am care, and report any changes to the nurse.
Nurses were to provide weekly skin audits and
document, and notify physician of any changes,
and nurses were 1o apply Zinc Oxide Qintment to
the bilateral buttocks as ordered.

The treatment nurse working day shifc
on L0/7/12, who was not interviewed
ihe surveyor, assessed the wound
2 and did not

by

on the morning of 10/7/1
EsoLe any charges from previcus
She stated Zhat the

as usial, and the

ASBessments .
area was reddensd,
scarring porzion of the ekin was
white, as usual., The friearment nurse
for evening shift an 16/7/12, who was
ner interviewsd by the surveyor,

slated that she applied the zine

oxide on tihe evening snift of La/rir2
and did not note any

previous asgesaments.

changes from the
The care plan
For Resident #11 was updacsd by the
iDCPT on i0/16/12 to reflect that the
SRNA's could alsc apply the zinc
oxide. On 10/11/12, the physician
was notified of rhe change in the
condition of the area as noted by the
charge nurse and surveyor. The
physician was nozified and new orders
were received and noted by the charge
This wasg recorded on the plan
The

nurse,
of care by the MDSC on 10/12/13.
area healed on 18/22/12 and thke
treazment to the puttocks was
discontinued. The plan of care was
updated by the MDSC on 10/22/12 ro

reflect this change.
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Review of the Medication Administration Record The res;del}“ ?urrent?f Co,n'mu,es e
(MAR]. dated 10/12’ revealed an intervention for : Have echfLa:?.Or‘. oé kis I?ut:ocxs artdr :
Zénc OX#lde 20%} O'mtmem, appry to bi!atera! coccw_.lx area :Nlth Zinc ox,lde' paste' being :
buttock every shift. The MAR was designated for spplied by che nurses and zinc oxide
the medication 1o be applied each day at 5:30 cintment being applied by the SENA's
- AM, 1:30 PM, and 9:30 PM and was signed off after incontinent episodes. The currens
. each shift as applied by the nurses. ‘plan of zare accuracely reflects -his
‘ meost recent physician order.
Interview, on 10/12/12 at 10:15 AM, with CNA #9 :
revealed she was asségned to Residem #11 on & head £o voe skin asseszment was
10/07/12 and the area to the resident's cempleted on each resident by a
buttocks/coccyx was white at that time. She said * lizensed nurse during the week of
the nurses were aware and told her to put Zing . 10/28/12-11/2/12. HNo chanaes to
Oxide on the area. Further interview revealed the previcus skin asgessments were noted.
nurses did not routinely apply the Zinc Oxide and
the CNAs applied it after the nurse obtained it
from the treatment cart. There was no The Sraff Development Coordinarer will
documenled evidence the wound was assessed provide additional education to all
after the wound was noted 1o change from an nursing szaff regarding facility skin
excoriation on 10/05/12 1o the appearance of "protocols for the prevention and
. while tissue at the wound on 10/07/12. tveatment of pressure ulcers and non-
: ressure ulcers no lacer than
Interview, on 10/12/12 a1 9:15 AM, with Resident s s e
: #11 revealed he/she received a shower on ' the importance ©f notification of the
10/08/12 and received a bed bath daily all over A : T ;
. . R R nurse regarding any skin changes in
his/her body and lotion was also applied to his/her ; G e e s . £ oaur
body with the bed bath. Resident #11 further addivion £o the imporiance of aurse
stated he/she was unaware he had an arez of 5 | amsessment and the "',mfwse seperting
skin breakdown to his/her coccyx/buttocks : changes to che physician and treatment
, because it was not sore. Further interview fuarse, Ll appropriate.
revealed the nurses did nat come in each shift 1o
- apply the Zinc Oxide to the area; however, the
aides did apply creams and lotions to the area.
Interview, on 10/12/12 al 10:45 AM, with CNA #10
revealed she had assisted Resident #11 with a
complete shower on 10/09/12 and the resident's
coccyx/butiocks was "red” which was usual for
Evenl ID: 6YZK11 Facility 10: 100571 if continuation sheet Page 20 of 55
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this resident. ‘The facility w1}111 1;?1};:1&1’:1?:7;’32 )
ccommunication sheet by 11/9/12. In

: Interview an 10/12/12 at 9:30 AM with CNA #3, : addition to wverbal l"zD*::lf 1f:at ion, the
revealed she had helped CNA #9 assist Resident : -communicarion sheet will oe used by
#11 to the bathroom on 10/11/12 early on the day the SRNA's to alert the charge ml.xrse
shift about 6:30 AM and she noled an area o the ‘regarding changes in skin conditions
top of the buttocks which looked different and other resident information via
because it was white in color and was usually red. written format. The charge nurse will
She staled she reported it to the night nurse review these communication sheecs at
Licensed Practical Nurse (LPN} #3, She slated - the end of each shifr to ensure thas
LPN #3 said she would report it to the next nurse any changes in resident skin or
because she was about to leave. CNA #3 stated overall zondition have been assessed
she did not ask LPN #4, ihe day shift nurse to and that documentation and

ook at it and was unsure if LPN #4 had assessed notification have sccurred if needed.
it. There was no documented evidence staff had | The SOC will provide sducation to a]l
assessed this resident after the change in the nursing staff regarding rais

- wound was reponed by CNA #3. additional system of communication by
Observation of a skin assessment performed by e
the Nurse Manager of the South Unit on 10/11/12 P _ e fsor will
at 3:00 PM. revealed an area below the fae DON. ADON, or RN Sd?f"rv‘bo“ o
coccyx/on the right buttock which the nurse do at least 1@ random skin audgskpfe-

- described as black eschar, 2.3 cm in length x 1.6 . week for four weeks to ensure thas -che

“om in width, unstageable, with an area of white .E current skin assessmen:s are accurate

i maceration surrounding the eschar and scant "and that facility treatment protocols
serous drainage. Interview at the time with the are followed as outlined in the
Nurse Manager who was conducling the skin Facility Wound Zare Manual.

“assessment revealed she was unaware of the
unsiageable wound.

‘ These audits will be discussed weekly
Interview, on 10/12/12 at 3:00 PM with LPN #3, at the Focus Meeting {a sub-commictes
who was assigned ig the resident on 10/10/12 "of the monthly CQI Committee Meeting)

- from 10:00 PM unti! 8:00 AM on 111712 and forwarded to the 0O Committee
revealed the CNAs applied the Zinc Oxide to | Meeting for further monitoring and

. Resident #11's coccyx/buttocks area which was continued comeliance.

. obtained from central supply and came in B

. ackels, or she could obtaired the tube from the

reatment cart to give to the CNAs to apply. She

Even} iD:6YZK 11 Faciliry 10: 10087 i continuation shee Page 210f 55
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Stated she had nct recently seen or assessed the -

area, however, no one had mentioned the area
had changed.

Interview, on 10/12/12 at 9:00 AM, with LPN #4
revealed she was nol notified on 10/10/12 or
10711712 of a change in Resident #11's skin.

Further interview, on 10/12/12 at 10:15 AM, with
CNA #9 revealed the nurses did not routinely
apply the Zinc Oxide and the CNAs applied it

- She staled she was nol assigned to the resident
again until 10/11/12 and when she performed the
bed bath the morning of 10/11/12 she noticed a

with redness around it. She further stated, she
did not tell the nurse because it did not look
different from 10/07/12, and she applied Zinc
Oxide o the area which she obtained from the

CNAs were to lell the nurses if they found a new
~area or a change in skin: however, she had

concerns because somelimes the nurses would

not fallow up to check the skin when notified of

changes.

 Interview, on 10/12/12 at 12:00 PM, with LPN #2
revealed she had done treatments on the South
Unit on 10/11/12 on day shift and did treatments
all aver the huildings on the days she worked.

1o the resident's bultocks area that day. She
Stated she did treatments for Resident #11 all
week and described the area to the

“ stated the wound looked the same all week. She
- further stated she was unsure when the eschar

after the nurse obtained it from the treatment cart.

place on the buttock/coccyx area which was white

slorage closet. Continued interview revealed the

She stated she remembered applying Zinc Oxide

' coceyx/buttock as black areas and red areas and

F 314
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first occurred and was unaware if she had notified
nursing or the physician. Further interview
revealed she knew she was to notify the
physician if she saw a change; however, she

“ thought the Zinc Oxide was the treatment ordered

for the eschar. She stated the Zinc Oxide that
she applied was from pharmacy and was kept in
the treatment cant. She further stated, she did

not allow the CNAs {o apply it.

Review of the Prescriptions delivered from
“pharmacy for Resident #11 revealed there was

only one prescription filled for Zinc Oxide

Ointment on 09/05/12 and none filled after this

date.

Further interview, on 10/12/12 at 3:00 PM, with
the Unit Manager revealed the CNAs and nurses
should notify the charge nurse or herself if there

s were  wound changes or if there was a new area
of skin breakdown. She reviewed the chart and
stated the "Body Audit” was completed 10/05/12
and the wound must have warsened sometime

_skin assessment thal was requested by the

- surveyor. She further stated the physician should

- have been notified a soon as the change in the
wound occurred because Zinc Oxide would not

be effective for eschar.

Interview, on 10/12/12 at 5:45 PM, with the
Director of Nursing (DON) revealed there was a
failure by staff to report a change in the wound as
_the area changed from a non-pressure area o a
“pressure area, She further siated, there was a
Physician's Order for Zinc Oxide and the
intervention was on the MAR' therefore the
: nurses should have been assessing the site o

between 10/05/12 and 10/11/12 at the time of the

F 314
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maonitor for changes in the wound, and applying
the medication as ordered. Continued interview
“revealed when a nurse or a CNA found a change
“in @ wound or a new area of skin breakdown the

nurse assigned was lo assess the skin, notify the .

Unit Manager, Charge Nurse or herself and the
Physician was to be nolified. She stated there
was a weekly Focus Meeting which she attended
and skin problems were discussed. She further
stated if @ new or worsened area of skin
breakdown was noted, the nurses would
document this on the Twenty-Four {24} Hour

“Report in order for it to be discussed in the
morning meeting in which all department heads
attended; however, there was no notification on
the 24 Hour Report related to Resident #11's
change in the wound.

Review of the Physician’s Order, dated 10/ 1712
al 5:15PM, revealed orders lo cleanse the
unstageable area io the right lower CocCyx with
wound cleanser and apply Santy! and dry
dressing every shift.

F 323 483.25(h) FREE OF ACCIDENT

88~ HAZARDS/SUPERVISION/DEVICES

. The facility must ensure that the resident

“environment remains as free of accident hazards

~as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT is not met as evidenced
by:

F 314

F323°

It 1s the policy of Carter Mursing and

S0/ ez/1n.

Rehabilitation Center to

‘adequate supervision and assistance

‘devices to prevent accidencs.

ensure that

the resident environment remains as

free of accident ha-ards as is

posgsible; and each resident receives

The name of resident #23 was added to
the Supervised Smoking list by MDSC on

i continuation sheet Page 24 of 55
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. Based on Dbserval;'on, ;'nterview, record review The DON reviewed the lisi of superviged
and review of fac:ility policies, it was determined and unsupervised smokers on 10/12/1Z% to
the facility failed to ensure the resident ‘ensure that all smoking residents were
environmeni remains as free of accident hazards listed on the sheet and that each _
asis possible and each resident received resident had the appropriare supervised !
or unsupervised designation, kased on

adequate supervision and assistance devices to
prevent accidents.,

The facility falled to ensure there was an effective
- system in place to communicate 1o staff which
residents were supervised smokers. Interviews
with siaff revealed they were unaware Resideni
#23 was a supervised smoker and they allowed
him/her 10 keep cigarelles in the resident’s room.
On 10/11/12, when slaff enlered Resident #23's
room, they smelled smoke and noted a cigarette
:in @ cup of water at the bedside. Interviews with
_Resident #23 revealed she/he had heen smaking
“inthe room. In addition, the facility failed to follow
their Incident Reporting Policy after Resident #23
was found smoking in her/his room.,

In addition, observations during the initial tour
. revealed the facility failed to ensure disposable
"razors, liquid disinfectant cleaner and a bathroom
Cleaner were securedffocked and not accessible
{o confused residents.

The findings include;

. Review of the facility policy entitled "Smoking

safe environment for all resident, visitors, and
- staff and to perform assessments which

determined a resident's ability 1o smoke safely

and determine what additional measures were

*Policy", revised 12/01/10, revealed the purpose of :
. the policy was to maximize the ability to provide a

‘the information obtained from the last
'Smoking Evaluation compleced for esach

. regident .,

The razor wag removed from Hoom #4 by
the ADCN on 10/12/12. She educated
the resident in room #4 regarding the
; importance of keeping razors in his
drawer at that time. The disinfecrant
"and cleaning sclutien was remcved from
the shower room by the RN Supervisor

on 10/%9/22.

{An environmental audit was completed by |

the DON and ADON on 10/17/12 to

‘identify any environmental issues that

could potentially cause iniury/accidenc :

Lo any resident. Any outstanding

issues were corrected when idencified.
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needed to protect residents from possible self The MDSC's and all licenmsed staff will
inflicted injury due to smoking habits. The recelve additional education by the oy
procedure was noted as follows; upon adm ission, and/or Staff Development Coordinator by
quarterly, and with any change in condition, it was :11/14/12 reiated to the importance of
- to be determined by the nurse |f the resident ‘enauri ng that any resident who enters
required supervision while smaoking utilizing the the facility as a smoker has a Safe
“safe smoking evalualion”, place delermination fmoking Bvaluation sompleted on
- from evaluation in the Nurse's Notes, when the -admission and that the residenr rame is
delermination had been made that a given : -placed on the smeking list with an
resident was a supervised smoket, the nurse appropriate designation that indicates
would sénd a memo lo the social services office if a resident is to be supervieed or
a”q the Director of NUFSIr‘]g_ {DONJ Off'ce‘ Further s insupervised., Additionaily, the how,
review revealed no fire igniting material was 10 be . . : R
; . ' . . . ADON, Social Services Director, RN
in any resident's possession at any time and siaff e LEN Charge Nurse will
was 1o monitor for and oblain smoking materials CUeSTVRSOr or LEN Charge e
for the benefit of the smokers at the nurse's seview 2ash mew admission wnhlr.‘ e
station or other designated location. Smoking houss to determine that any residen:
malerials themselves in addition 10 igniting who Smokes has a Safe Smoking
“materials may be controlled for particular gvaluation completed and chat rheir
patients. Residents may only smoke in the fame Ras been piaced on the smoking
- designated smoking area. Supervised smokers : list with the appropriate designation
- could only smaoke with a staff member present in of superviged or unsupervised smwoking.
the smoking area. The rooms of smokers should
be inspected f_orAs‘rr}okmg maler;gls routinely aqd ALl Staff received additional education
- when axygen is iniliated. At ng tme was smoking : N i :
permitted in the resident’s rogm. Residents could ey m? 0N, ADON. staff Devel?pmem
not carry smoking materials unless approved by Coordinacor, o che AN Supervisor
the rnlerdisciplénary Team, regarding the smoking policy and che
; importance of ensuring that the policy
. Review of the Resident/Visitor Incident Reporting is followed for all supervised and
Policy, revised 01/21/11, revealed the Incident : cunsupervised smoking residents.
Report was used to record facts of an occurrence Additionally, if they note tha: a
with the purpose of improving procedures to :resident is not on either list, they
' create a safer environment. An effective risk i are to report immediately to Cheir
- management program must have an effectiva supervisor =o that the 5afe Smoking
incident reporting, investigatian, and correclive ‘&valuation can be reviewed and the
action procedure. The facitity would complete resident name can be placed on the
1 incident reports on occurrences defined as a : . appropriace list .
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smoking infraction. . The education wiil a?_so s‘:res? the‘
_importance of regporting any viclation
1) Resident #23 was admitted {o the facility, on of the smoking policy ©o a supervisor,
08/10/12, with diagnoses which included Anxiety, Hincluding the act of residents
Depression, Muscle Weakness, Chronic ‘possessing igniting maverials or
Qbstructive Pulmonary Disorder (COPD) and smoking materials, if prohibited by the
Tobacco Use Disorder. Review of the Admission policy.
Minimum Data Set (MDS}) dated 10/02/12,
revealed the facilily assessed the resident as All staff received additional
having a Brief interview for Mental Status (BIMS) education by the ADON or Staff
score of twelve (12) indicating the resident had pevelopment Zoordinazor by 11/14/12
moderate impairment iq cognitive stalus. Further regarding the importance of oroviding
review rgveaIEd the fac'My assessed the resident ‘each resident with a safe environment
as requiring extensive assistance with iransfers chat remains as free of accidents and
and bed mobility. extensive assistance with . .
locomation, and as ambulation did not occur. li:z;d::: :;Sz;i;eie:?:eie_eceivirg
Review of the Comprehensive Plan of Care dated , ©he apprepriate supervisien and
09/21/12 and revised on 10/02/12, revealed the | assistive devices o prevert
resident has the potential for injury related to - accidents. This education includes
being a smoker with a goal that the resident ¢ ensuring that all potentially harmful
would be free daily of injury related o smoking subgzances/items will be stored out of
and would have no unidentified complications reach or bekind a locked door in order
from smoking. The interventions included to prevent confused residents from
keeping lighter and cigarettes in locked smokers accidentally cbtaining them.
cabinet or nurses stalion, resident to smoke only L
in deségnaled SmOk@ﬂg areas with staff ‘All new admissicns that are smokers
supervision at all times, redirect when resident (will be discussed daily (M-f} in
was inappropriate with smoking habits, assist to _morning nursing report. The ADON,
' supervised smoking areas at designated limes, Sowial Services Director, or RN
and provide smoking materials at supervised Supervisor will ensure that a Safe
smoke breaks only. Smoking Evaluation has been complieted
and will visually ensure that the
. Review of the Safe Smoking Evaluation, daled resident name is on the smoking list
"09/21/12, completed by Reagistered Nurse {RN) "with the appropriate designacion.
- #7/MDS Nurse revealed Resident #23 had short
term memory loss, was able to communicate
reasons oxygen must always be turned off and
Event ID:BYZK 1 Facility 10: 100571 If continuation sheet Page 27 of 83
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removed from surroundings prior to lighting

. cigarettes, was able to communicate the risks

associated with smoking, smoked safely only in

- designaled areas, utilized ash trays safety and

properly, was able to place ashes in ashtray and
did not cause or allow sparks or lit tobacco to fall
anywhere but into ashtray. However, review of
the Summary of Evaluation Section revealed the
resident must be supervised by staff, volunteer,
or family member at all imes while smoking. In
addition, the Evaluation slated the resident must
request smoking materials from siaff, the
resident/ represeniative/family have been
informed of smaking evaluation results, the
resident/representative/family have been
informed of smoking policies/procedures and the
plan of care had been updated.

QObservation an 10/12/12 at 8:30 AM, revealed

. Resident #23 approached the surveyor and the

South Unit Manager and stated hefshe did a "boo

- boo” last night. When the Unit Manager asked

the resident what he/she had done, the resident

' stated she/he had smoked in her/his room.

Interview, on 10/12/12 at 10:00 AM, with the Unit

Manager of the South Unit revealed she was
unaware of the smoking incident until Resident

'#23 told her what happened. She staled she was

unaware of how Resident #23 could have
Obtained cigareties unless hershis family brought

tthem in as she/he was a supervised smoker. She
stated there was no documentiation in the medical;
record and no Incideni Report was completed per _

facility policy.

Interview, on 10/12/12 at 11.15 AM and 1:45 PM,

. with Resident #23, revealed he/she was unsure

On Saturday and
Supervissr will
and ensure that
‘Evaluation

the name is on

‘The week-end RN Supervisor will
‘complete this task on Saturday and

: Sunday .

AN Supervisor or Housekeeping

Mairtenance Supervisor will wake daily
=compliarzce rounds (M-F}
- Ehe envircnment remalsns ag free of
- hazards as possible.
" will make daily compliance rounds on

the week-ends.

will be repoarted co the appropriate

personnel and corrected.

The results of the above Iisted

. reviews will be

F Focus Meeting Va
¢ CQI Meeting) for

. compliance. The
forwarded to the monthily CQI Meeting

or further monitoring and continued

: compliance.

has been completed and that

The Administrator, HSHN, ADON,

Sunday, the AN
review new admigsions

a Sale Smocking

he appropriate list.

to ensure Shac
The RN Supervisor

Any identified issues

digcussed weekly in
gub-commitzee of the
eight weeks to ensure

regults will also be

FORM CMS-2567(02-99) Pravious Versions Obsolere

Event ID:; Y ZK 11

Facility 1) 100571

i continuation sheet Page 28 of 55



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

PRINTED: 10/26/2012
FORM APPROVED
OMB NO, 0638-0391

{X3| DATE SURVEY

STATEMENT OF DEFICIENCIES {X1) PROVIDE RISUPPIIER/CLIA
AND PLAN GF CORREC MON IDENTIFICATION NUMBER:

185253

{X2i MULTIPLE CONS TRUC FION
COMPLETED

A BUILDING
C
10/12/2012

B. WiNG . e

NAME GF PROVIDER OR SUPPLIER
CARTER NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY. STATE, ZIP CODE
250 MCDAVID BLVD
GRAYSON, KY 41143

SUMMARY STATEMENT GF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY GR LSC iDENFIFYING INFORMATION{

4o
PREFIX
TaG

PROVIDER'S PLAN OF CORREC MION (%58
{EACH CORREC MVE AC MON SHOULD BE COMPIETION
CROSS REFERENCED IO THE APPROPRIA e UATE
DEFICIENCY

i
PREFIX
raG

F 323" Continued From page 36
edema, tissue damage, and chemical burns;
ingestion to be harmful or fatal i swallowed; skin
contact may cause chemical hurns; eye contact is

- corrosive caused eyes to burn ang may cause
temporary to permanent vision loss and
blindness. Furthermere, the MSDS stated the
chemical was corrosive to afl hody tissues and
harmful skin contact may not cause immediate

pain.

Review of the Spitfire MSDS, undated, revealed
the product contained two (2) hazardous
Ingredients including Monoethanolamine and
2-Butoxyethano!, The MSDS listed th is chemical
to be in the "Immediate” Hazard Category,
Personal protection equipment needed to reduce
the risk for exposure wourd be goggles for eye
protection and chemical resistant gloves for hand
protection. The MSDS further reveated for
ingestion to immediately contact a physician or

poison center.

Interview, on 10/09/12 at 7:40 PM, with Nursing
Supervisor #1 revealed the cabinet should have

been focked.

Interview, on 10/12/12 at 500 PM, with State
Registered Nursing Assistant {SRNA) #5 revealed
the cabinets in the resident shower rooms were to

- be locked. SRNA #5 further revealed the
chemicals that were stored in the cabinets could
be dangercus to the residents,

Interview, on 10/12/12 at 5:20 PM., with Nursing
' Supervisor (NS) #3 revealed the facility does not
have a palicy regarding storage of chemjcals.
F 328 483.25(k) TREATMENT/CARE FOR SPECIAL

§&=D NEEDS

F323

F 328,
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- of the exact time that he/she smoked in his/her
reom last night and further stated she/he was
able to carry cigarettes with him/her until today.
Continued interview revealed he/she had been
recently admitted, and she/he became confused
and thought she/he was at home when he/she
was smaking in the room. Resident #8 stated
his/her son brought cigarettes in and gave socme
to the nurses to lock up and let him/her keep

. some in his/her room. When asked if he/she was
aware of where he/she was supposed to smoke,
he/she was able to point to the smaking room
and alsc stated he/she could smoke outside.

Further interview, on 10/12/12 at 2:15 PM, with
the Nurse Manager revealed she had spoken with
social services refated to the incident and a call

. was piaced to the residents Power of Attorney
with a message left by social services. She
stated she had feund a note which was placed
under her office docr refated to the incident and
was unsure who the note was from. Continued

. Interview revealed she {Nurse Manager) filled out
the Incident Report after finding the note;
however, the nurse who witnessed the incident
should have completed an Incident Report refated

to the smoking incident.

Interview on 10/12/12 at 2:30 PM with CNA #7,

revealed she worked the South Unit on 10/11/12

from 2:00 PM until 10:00 PM. He stated she did
 not smell smoke on the hall, but heard a nurse

“ started he has been assigned to the resident in
the past and was unsure if he/she was a

resident carried cigarettes with him/her and kept
them in the drawer in the nightstand drawer. He

found Resident #23 smcking in his/her room. He :

supervised smoker. However, he was aware the :
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further stated there was a list for staff to refer tg
in regards to supervised smokers, however this
resident was not an the list. He stated the Jist
needed to be updated because the resident was
not on either the supervised or unsupervised

~smoking list. He further stated he had asked the
evening shift nurses before if the resident could
go outside to smoke unescorted and he was told
that the resident could, and he had observed

, Resident #23 to go outside to smoke alone.

- Interview, on 10/12/12 at 2:45 PM, with the Social
Services Director revealed she reviewed the
smacking policy with the smokers an admissicn
and explained that no lighters ¢r matches could
be kept in the residents possession. She stated
when cigarettes are brought in by the families for
the supervised smokers they are given to the
receptionist and then are locked up. However,
she stated families sometimes brought in lighters

" and cigarettes without staff's knowiedge.
Continued interview revealed she and other staff
members searched resident rooms for lighters

- and cigarettes routinely 2-3 times a month and
staff had been educated to look for cigarettes and
lighters as they assist with care and if lighters
were found, they were to give them to the nurse.
If cigarettes were found in the supervised

. smokers room, they were to give those to the

“nurses. However, she had no documented
evidence the resident rcoms were being checked.

Interview, on 10/12/12 at 2:50 PM, with CNA #13
revealed she worked 10/11/12 on the South Unit
“from 10 PM until 8 AM. She stated around 11:00
PM she and CNA #12 noted movement in
Resident #23's room and they went to the room

ard smelled smoke. She stated the window was
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open and the resident had already put out the
cigarette. She stated she reported this to LPN #3
and LPN #5, who immediately came into the

“resident's room. She stated LPN #5 told the
CNAs to get the cigarettes and put them in the
locked drawer in the designated smoking area.
Further interview revealed Resident #23 kept
apalogizing for smoking in the room. CNA #13
stated Resident #23 must be a unsupervised
smoker because she had witnessed the resident
to carry cigarettes with him/her. She also stated
when the resident went to the hospital a few
weeks ago, she (CNA #13) had put the resident's
cigarettes and lighter in the top drawer of the
night stand. She stated supervised smokers
were not to have cigarettes and lighters. She
further stated there was a list which indicated

“which residents were supervised smokers at the

. nurse’s station; however, she was unsure if this
resident was on the list.

Interview, on 10/12/12 at 3:15 PM, with Certified
Nursing Assistant (CNA) #12 revealed she had
worked the South Unit on 10/11/12 from 2:00 PM
untll 10:00 PM and she entered Resident #23's
room after hearing movement and smelled
smoke upon entering some time late in the
evening. She stated she ohserved a cigarette in
a cup of water at the resident’s bedside. She also
. stated she roticed the window was open in the
‘room. Continued interview, revealed LPN #5 was
; notified and came in took the cigarettes and
lighter while she and another CNA searched the
. room for more cigarettes and fighters, and some
cigarettes were found in the resident's night
“stand. She stated the nurse should have initiated |
an Incident Report and she was to sign; however,

the nurse must not have completed it becauss
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“she was not asked to sign. Further interview
revealed she was aware the resident was a
supervised smoker and was not aware of the
resident ever smoking in the room or having
cigarettes in the room until this incident.

- Interview, on 10/12/12 at 4.05 PM, with LPN %5
revealed she had worked the South Unit on

" 10/11/12 and worked from 2:00 PM until after

. 16:00 PM. She stated she saw Resident #23
moving about in his/her room and asked CNA
#12 and CNA #13 to go check on him/her. She
stated CNA #13 told her Resident #23 was
smoking in the room; however, when LPN #5

. entered the room, the cigarette was afready in the
water. "It was cbvious the resident had been
smoking”. She said she had the cigarettes and

stated the resident had been a unsupervised

- smoker and had been going outside to smoke
unescorted and always had cigarettes on his/her
person. She stated there was a list at the nurse's

- station which indicated which residents required
supervision and which residents could smoke
independently. Continued interview revealed as
far as she knew, the residents who could smake
unsupervised could have lighters and she was

. aware some resident had fighters. Further
interview revealed she did not complete an

* Incident Report refated to the smaking infraction
because the incident occurred at the end of her
shift, and she thought the oncoming nurse LPN

. #3 wauld document an Incident Report.

Multiple attempts were made to contact LEN #3;
however, the nurse did not return the calls.

Interview, on 10/12/12 at 4:35 PM, with RN

lighter removed from the room by the CNAs. She :

F 323
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#7/MDS Nurse revealed she had com pleted the
Smaking Evaluation for Resident #23 and based
on the resident's cognitive status she felt the
resident should be a supervised smoker, Further

“irterview, revealed after the Smoking Evaluation

and the list was kept at the North Unit, South Unit
and in the Activities' office

Observation, on 10/12/12 at 4:40 PM, of the
Smokers List an the bulletin board at the nurses
station on the South Hall where Resident #23
resided, revealed Resident #23 was niot listed as
a supervised or non supervised smaoker.

Further interview with RN #7/MDS Nu rse, on
10/12/12 at 4:45 PM, revealed Resident #23 was
admitted on a Friday and she may have forgotten
to tell MDS Nurse #2 to update the list with

Resident #23's name as a supervised smoker.

on leave and unavailable for interview.

- Interview, on 10/12/12 at 5:30 PM. with the
Director of Nursing reveaied Resident #23 was to
be on the supervised smoker Jist which was kept

at both nurse's statlons: however, she stated she
was unaware this resident was not on the list at

how would staff know if the resident was a

“supervised smoker”. She further stated the

- charge nurses or MDS nurses completad
smoking assessments, and the MDS nurses were
to check the list frequently to update them.
Contlnued interview revealed as soon as the
nurse completed the Smcking Evaluation, the
nurse should go immediately and update the list;

was completed, she was to inform MDS Nurse #2
who was responsible for updating the smoking fist .

Continued interview revealed MDS Nurse #2 was

all. She stated, "if the resident was not on the list, :

i
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however, she stated she was unsure of how
guickly the resident's name went on the Jist after
an Evalyation was completed. Further interview
revealed there was a breakdown in
commurication if Resident #23's name was not
on the supervised smoking list, She stated no
smokers were allowed to have lighters and the

* staff gathered lighters from the residents
frequently. When asked if there was any
scheduled check to see if supervised smokers

. had cigarettes or lighters, or if unsupervised

“smokers had lighters, she stated staff did not

She further stated if staff recognized an issue
with a supervised smaoker having cigarettes or a
unsupervised smcker having a fighter, the room
would be checked. She stated the potential for
harm was there if a resident was smoking in the
room, and it would be important for staff to know

possession. [n addition, she stated the nurse
should have filled out an Incident Report refated
to Resident #23 smoking in histher room as per
their policy, and this incident should have been

“documented on the Twenty-Four (24) Hour

- Report; however, there was no documented

" gvidence of this infermation on the 24 Hour

. Report.
Interview, an 10/09/12 at 6:15 PM, with the

Administrator and the Quality Assurance Director
; revealed resident’'s name should go on the

: smoking list as soon as the smoking evaluation
. was completed which would be the day of

revealed there was a breakdown in

it would be important for staff to be
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check the rooms on a routine or scheduled basis,

which residents could not have cigarettes in their

admission for a new admission. Further mterwew

communication refated to the smoking policy and
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knowledgeable as to who was a supervised
smoker so that a staff member could be with a
supervised smoker during smoking times.

- 2) Review of the facility's policy entitled
"Preventing Needlesticks and Sharps Injuries”,
~dated 10/01/02, revealed the facility adhered to

the requirements of Occupational Safety and
Health Administration (OSHA) regarding usage of
safer medical devices and preventing sharps and
other needlestick injuries. OSHA 1810.1030 {(d)(4)
" (iii¥AXa) required contaminated sharps be
- discarded immediately or as scon as feasible in
appropriate containers.

Observation during injtial tour, on 10/09/12 at
7:25 PM, revealed a blue uncapped disposable
razer on the sink in resident room six (6).

Observation, on 10/12/12 at 9:50 AM, revealed a
blue uncapped dispasable razor on the sink in
. resident room four (4},

" Interview, on 10/12/12 at 9:50 AM, with Licensed
Practical Nurse {LPPN} #1 revealed the razor
belonged to the resident of that room. LPN #1
stated that the resident is able to shave
him/herself but shourd store the razors in a
drawer. LPN#1 further stated that it could be
hazardous if another resident obtained access to :

the razor.

Interview, on 10/12/12 at 10 AM, with Nursing
Supervisor #3 revealed the normal procedure

was to not allow a resident to keep razors in their -
room. Interview further revealed razors should be
stored in the locked supply room and disposed of
in the bio-hazard box after use.

F 323
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Interview, on 10/12/12 at 2:00 PM. with the

use sharp containers to dispose of razor after
fuse.

' 3) Review of the facility's palicy entitled
“Medication Storage in the Facility”, undated,

safely, securely, and properly, following

- supplier. Further review of the policy revealed
potentialty harmful substances (household
poiscns, cleaning supplies and disinfectants)
were clearly identified and stored in a locked

area.

. Observation during initial tour, on 10/09/12 at
- 8:25 PM, revealed an uniocked cabinet on the

" one-gallon bottles of Invacare disinfectant.

one (1) bottle of Spitfire Power Cleaner.

. Review of the Invacare Disinfectant Material
Safety Data Sheet (MSDS), undated, revealed

classification. Further review revealed five (5)
Ammaonium Chloride, Octyl Decy! Dimethy)
- Ammonium Chloride, Didecyl Dimethy!

- listed the Health Hazard Data to include:
 Inhalation of the mists may cause pulmaonary
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Director of Nursing revealed the facility has no
palicy regarding residents keeping razors in their
rooms but they would follow OSHA guidelines to

revealed medications and biclogicals were stored

manufacturer's recommendations or those of the

North Half in the shower room contained two (2)

Observation further revealed an unfocked cabinet
on the South Hall in the shower room contained

the chemical was listed in the corrosive material

hazardous ingredients including Dimethy! Benzyl

- Ammonium Chloride, Ethanol: Ethyl Alcoha! and
Sodium Metasilicate. The MSDS for this chemical
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The facitity must ensure that residents receive
proper treatment and care for the followlng
special services:

Injections;

Parenteral and enteral fluids;

Cclostomy, ureterostomy, or ileostomy care:
Tracheostomy care;

Tracheal suctioning;

Respiratory care:

Foot care; ang

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, recorgd review,
and review of the facility's policy, it was
determined the facility failed to ensure residents
received proper treatment andg care of foot

. disorders by qualified persons including the
treatment of nail disorders for one (1) of
twerty-three (23) sampled residents (Resident

#8). Resident #8 was observed to have long thick .

curled yellow toenails on 10/09/12 and 10/11/12.
Record review and interviews with facility staff
"and Resident #8's family revealed the facility
failed to ensure Resident #8 received care and
- treatment by a podiatrist.

The findings include:

‘Review of the facility policy titled "Podiatry-Foot

- Care”", revised 08/01/12, revealed any resident
with a foot disorder including nail discrder or
preventative care that required treatment beyond
the scope of the firensed nurse would be referred

“to the resident's physician or other qualified

It is the policy of Carter Nursing and
Rehabilitarion Center £ ensure Lhar
regidents receive proper breatment and

Gare for special services.

The podiatrist saw residenc #8 on
L0/19/12 and her toerails were clipped
ar Lhat time.

All residents were assessed no later
than L0/26/32 by the ADGN or an
Supervisor to ensure thac any regidentc
needing podiasriet services were added
to the podiatrist lier For hig next

visiy.

A1l nursing staff received additiornat
education by the Stafr bevelopment
Coordipator no later than 11/14/32
regarding the imporrance of
maintaining a current lisc of
residents in need of podiatyy services
50 that the podiatrist can service
them on his next visic. The
podiatrist was educated on lo/19/12 by
the DON regarding the importance of

| communicating to the facility if a
resident refuses gervices for any

reagon.

: The ADON or RN Supervisor will asgess
at least five residents per wack for
eight weeks to ensure that podiatry

; gervices are being pravided as needed.
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. person. Continued review of the policy revealed
“podiatry services provided by either a Podiatrist
or other qualified person would be obtained and

utilized,

- Record review revealed the facility re-admitted
Resident #8 on 10/13/09, with diagnoses which
included Hypertension, Dementta, Depression,
Chronic Pain, Uninary Retention, Osteoarthntis,
and Acute/Chronic Renal Failyre.

Review of the Quarterly Minimum Data Set
{MDS) Assessment, dated 0G/11/12, revealed the
facility assessed Resident #8 as having a Brlef

- Interview for Mental Status (BIMs) score of seven
{7). indicating cognitive im pairment, Further

as requiring extensive assistance with activities of

daily living (ADLs) including grooming and

hygiene, and as having functional fimitations due
“to contractures and impairment of both lower

- extremities.

: Cbservation, on 10/09/12 at 8:30 PM, during

long thick curled yellow toenaits bitaterally.

" Cbservation, on 10/11/12 at 9:45 AM, during
Resident #8's skin assessment conducted by
Registered Nurse (RN #1 revealed Resident #8
continued to have fong thick curled yelfow

' toenaits bitateratly. tnterview with RN #1 at that

- time revealed Resident #8 was in need of
nait/foot care by a Podiatrist. She stated the
Podiatrist visited every other month, but she was

' not aware if Resident #8 had ever received

‘ nail/foot care. RN #1 did report that the current
procedure for Podjatrist consultation incluced

- review revealed the facility assessed Resldent #8, -

initial tour of the facility, reveated Resident #8 hag

The results of these assesaments will
:be discussed weekly in the Focus
Committee Meeting fa sub-committae of
the monthly CQI Committee meering) and
“wiil alsc be forwarded te ths monthiy
CQI Meeting for further monizoring and

coantinued compliance.
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placing the resident's name on a Podiatrist Jist
kept at the nurses station. She reported when the
Contracted Podiatrist visited the facility he utillzed -
a fist made by the nurses to make rounds on
patients needing nait/foot care services.
Acditional interview revealed RN #1 was unaware -
of how foot care was documented and could not
locate any evidence of nail/ffoot care in Resident

#8's medical chart.

Review of the weekly skin assessments
~conducted by Licensed Practical Nurses {LPNs)
entitled, "Body Audits” reveated thick long yellow
toenails had been noted on eleven (11 ) different
occasions dated from 03/01/12 1o 0%/20/12,

Review of Resident #8's medical chart including
Flowsheets, Nurse's Notes, and Consutts, from
03/01/12 through 09/20/12 revealed no evidence
of nailfoot care being performed nor was there
documented evidence of podiatry consultations,
- In addition, there was no documented evidence
nait/foot care had ever been refused by Resident

#8,

Interview with Resident #8's daughter, on :
. 10/11/12 at 10:40 AM, revealed she had concerns
the resident was not receiving foot/nail care. The
- daughter reported several months ago she told
"more than one nurse” Resident #8 needed to
see the podiatrist due to the condition of his/her
toenails. The daughter reported she did not
" understand why Resident #8's toenails had not

been addressed.

Interview with the Director of Nursing {OON), on
10/11/12 at 11:30 AM, revealed the Podiatrist
- visited the facitity on the scheduled visit dates set

if conlinualion sheal Page 40 of 55

FORM CMS-2567(02-89) fravicus Versicns Obsolele Event 3:8YZK11 Facity 10: 100571




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

PRINTED: 10/26/2012
FORM APPROVED

OMB NO. 0938-03g1

(X1) PROVIOER/SUPPLIER/CLIA

STATEMENT OF OFFICIENCIES
IOENTIFICATION NUMBER:

ANC PLAN OF CORRECTION

185253

(X2) MULTIPLE CONSTRUCTION IX3) OATE SURVEY

A SULOING COMPLETEQ
B WING e ¢
T 10/12/2012

NAME OF PROVIOER OR SUPPLIER

CARTER NURSING & REHABILITATION CENTER

STREET ADORESS. CITY, $TATE, ZIP COOE
250 MCDAVID BLVD
GRAYSON, KY 41143

F 328 . Continued From page 40
forth by the Podciatrist. She provided a list of
scheduled visits that indicated the Podiatrist
: made regular visits to the facility every other
month. Further interview with the DON revealed

for the fast scheduled visit date of 08/10/12. The

- DON provided a copy of this fist which included
Resident #8. However, the DON was unsure as
to why Resident #8 was not seen by the Podiatrist
on the scheduled date. She reported the facitity

fist of resident podiatry referrals. The DON afso
reported the Podiatrist documented his care on a
form that he mailed back to the facitity, which
would then be placed in the medical file for the

" resident receiving care.

Interview with Registered Nurse #2, on 10/11712
at 1.40 PM, revealed the Podiatrist visited every
efght (8} to nine (9) weeks and provided care to

- those residents placed on the Podiatrist fist kept
at the nurses station. RN #2 could not remember
the fast Podiatry visit in August and befieved the

_ Podiatrist may have cancelled the visit. She
stated that she was atso unsure of how nail/foot
Care was documented because she had never
seen the Podiatrist make notes in the medical

. charts, When asked why Resldent #8 was not

' seen by the Podiatrist, she was unaware. RN #2
did report Resident #8 may have refused care,
but was unsure because refusal of Podiatry
services were not usually documented,

interview with RN #3, on 10/14/12 at 3:00 PM,

revealed the Podiatrist did visit as scheduled in
- August but could not remember the exact date.

She reported that the Podiatrist saw severaj
residents that were on the Podiatrist referraf list.

Resident #8 had been placed on the Podiatrist list

only kept the fast vislt list on file and had no other
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When asked how Podiatry care was documented,

- RN #3 stated she believed the Podiatrist made
notes that were kept at the Podiatry clinic. When
asked how Podiatry refusals were documented,
RN #2 stated, she believed the Podiatrist wrote it
on the Podiatrist referral list, but she was not '

certain.

Continued interview with the DON, on 10/12/12 at
3:30 PM, revealed the Podiatrist did not

. document refusals of care. The DON reported
she had called the Podiatry office on 10/11/12
and there was no records for Resident #8 having
received or refused Podiatry care. The DON did

. agree that this was an area of concern and
reported there needed to be some type of
documentation as to why Resident #8's nailffoot
care had not been addressed.

F 371

F 371 483.35() FOOD PROCLRE,

FORM CMS-2557(02-55) Pravious Versions Obsolate

$8=# STORE/PREPARE/SERVE - SANITARY

The facility must ~
i {1) Procure food from sources approved or

considered satisfactory by Federal, State or local
authoerities; and
(2) Store, prepare, distribute and serve food

- under sanitary conditions

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview and review of
“the facility's policy/procedures it was determined
_the facility failed to prepare, distribute, and serve

food under sanitary conditions. Observations, on

store,

It is the policy of Carzer Nurging and

Rehabilizalion Center to procure,

prepase and serve food in a

saniiary manner.

-The employees involved in the incidenls

recozded on i0/10/12 received education

‘by zhe Dietician on 10/18/12 regarding

the proper procedure Ffor hand waghing,
gloving, zransporting foods within the
dieXary deparZment, and serving food at

‘the appropriate temperabures.

A review of the infection centzol log

:by Zhe DON on October 31, 2012,

.revealad that no resident had been

affected by this practice.
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[T

10/10/12, revealed staff falted to properly wash
their hands after touching potentially
contaminated tems during tray line service and
failed to utlize gloves when direclly touching foed
duning food preparation. Further observation
during tray line on 10/10/12 revealed as the cook

“passed bowls of salad over top of bowls of chili,
water from the bottom of salad bowls dripped into
resident's bowls of chili. In addition, the facility

; failed to ensure all cold foods being served were
at safe holding temperatures.

The findings include;

1. Areview of the facility’s policy/procedure titled
*"Handwashing/Hand Hygiene", revised date June

before and after handling food.

Interview, on 10/10/12 at 1:35 PM, with the

" Registered Dietitian { RD) revealed they did not

- have a specific policy on handwashing or glove
use for food service but the facility's practice was
staff wash hands before the start of tray line and
whenever they touched a potentially

supposed to touch food barehanded, but were to
wear gloves.

Observation of during tray line service, on

-~ counter surfaces, her clothing, and her skin. and
failed to wash her hands prior to beginning tray
line service. Further observation at 12:15 PM

pad packets that were on a counter surface and

to continuing the tray line. Continued

2010, revealed employees must wash their hands,

‘ contaminated surface. In addition, staff were not .

, 10/10/12 at 12:10 PM, revealed Cook #1 touched -

revealed Cook #1 threw away empty alcohol prep

- got out an empty pan without washing hands prior :

aducacion by the Disticziam and/cr che
Diszary Manager by 11,/34/12 regarding
appropriase profocols for storage,
preparazion, discribution and serving
aof food undex sanitary conditions.
his included educalion regarding
.appyopriate fond femperaruzes on Lthe

tray line,

The dielayy manager will complene
“younds of the kicchen three ~imes a

week for the next eighz weeks and
monthly thezsafier to ensusze digtary
zanitation provoccls are followad.
Resulas will be forwarded oo the
monthly CQI Commiztee mesting Ffor
further monitoring and conzinued

zompliance,

X413 10 SUMMARY STATEMENT OF OEFICIENCIES ITs] |
PREF|X (EACH OEFICIENCY MUS I BE PRECFOED BY FULL PREFIX {EACH CORREC MVE ACMON SHOULD BE COMPLE FION
rAG REGULATORY OR LSC IGFN TIF YING INF R84 Flow) FAG CROSS-REFERENCED TQ MHE APP ROPRIATE OATE
OEFICIENCY)
F 371 Continued e 42
on From pag Farn All diezary staff yeceived addizional

FFORM CMS-2367(02-68) Previous Varsions Obsolele Even) 10: 6YZK11

Fatilty 10: 100571

¥ conlinualion shee! Page 43 of 55




DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/26/2012
FORM APPROVED
OMB NO. 0938-0391

{X3) DATE SLIRyEY

STATEMENT OF OFFICIENCIES iX1] PROVIOER'SUPPLIER/CL)A
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER:

185253

iX2} MULNIPLE CONSTRUCTION
COMPLETED

A BUILOING
C
10/12/2012

BwING e i

NAME OF PROVIOER DR SUPPLIER
CARTER NURSING & REHABILITATION CENTER

STREETAGORESS. CITY, STATE, 1P COQE
250 MCOAVIO BLVO
GRAYSON, KY 41143

(X410 SUMMARY STATEMENT OF OEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION L5
PREFIX iFACH CEFICIENCY MUST BE PRECEQEC BY FULL PREFIX {EACH CORRECTIVE AC TION SHOULO BE COMPLE MON
rag - REGULATORY OR LSC IOENTFYING INFORMATION; FTAG CROSS-REFERENCEQ TO THE APPROPRIATE QARE
OEFICIENCY)
F 37

F 371 Continued From page 43

“ Observations from 12:40 PM until 12:50 PM
revealed Cook #1 passed bowls of cucumber
salad, taken out of an ice filled tray and passed

~over top of bowls of chili located on resident's
trays. Further observations revealed water
dripped from the bottom of the bowls as they
were passed over the top of the opened bowls of
chlli. Additional observation, at 1:10 PM, revealed
Cook #1 touched her face and failed to wash
hands before continuing tray line.

Interview, on 10/11/12 at 1.25 PM, with the Cook
- revealed she was supposed to wash her hands
prior to the start of tray line service especially
after she touched counters, her skin, and her
clothing to prevent possible cross contaminatjon.

Further interview revealed Cook #1 did not realize

water from the bottom of the cucumber bowls
dripped into the bowls of chili as she placed the

- salad onto resident's trays. Cook #1 stated the
water dripping from the salad bowls into the

“ bowls of chili would be possible contamination of
the chili and she should not have done that,

Observation of food preparation, on 10/10/12 at
approximately 12:20 PM, revealed Dietary Aide

{DDA) #1 took bread slices out of the package and

: prepared peanut butter sandwiches with her bare
hands.

Interview with DA #1, at 1:25 PM, revealed staff

was to wear gloves if they directly touched food.

Further interview revealed she did not follow the
“current policy, but did wash her hands prior to

handling the food.

Interview, on 10/10/12 at 1:30 PM, with the Food
Service Manager revealed staff was not

i onlinualion shee) Page 44 of 55
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- supposed to touch food barehanded. He stated
DA #1 did not follow facility practice by touching
the food with her bare hands. He indicated tray
line staff were supposed to wash their hands
before starting tray line and anytime they may
touch potentially contaminated surfaces such as
counter tops, their clothing, or their face when
doing tray line. Further interview revealed, the
water from the bottom of the cucumber bowls
should not have dripped into resident’s chili
because of the potential of cross contamination,

Interview with the RD, on 10/10/12 at 1:35 PM,
revealed staff should not touch food with their
bare hands because they could contaminate the
food and staff should wear gloves when they
directly touched food. The RD stated jt was an
infection controf issue if they touched
contaminated surfaces during tray line service
and failed to wash their hands. F urther intervtew
revealed the cook should not have allowed water
from the bottom of the cucumber bowls to drip
into the bowls of chili because of infectlon controf,

2. Areview of the facllity's policy/procedures:
"Tray Line and Meal Service Tem peratures”,

. of the facility to serve food to the residents at
appropriate temperatures. All cold foods would
be stored at or below 41 degrees Farenheit (F),
or at an alternate temperature designated by
state law. Further review of the policy revealed

- result in corrective action by the cook on duty or
the dietary manager.

- revealed the following temperatures of items:

effective date 08/01/12, revealed it was the policy

all cold food items exceeding 41 degrees F would _

- Observation during tray line service, on 101 0112,

F 37t
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At 11:35 AM, Pureed Pimento Cheese was 43.7
degrees F.

: At 11:45 AM Cole Slaw was 44.2 degrees F.

AU12:25 PM Cucumber Salad was 45.1 degrees
F.
At 12:45 PM the replacement tray of P!mento
Cheese sandwich was 45,1 degrees F.

Interview with the RD, on 10/12/12 at 9:10 AM,
revealed per policy all cold foods should be held

. at 41 degrees F or below. Further interview

. revealed the facility served a fot of cold items for
that meal the and there was not a lot of space in
the refrigerators because they were already full.
She stated some of the items being served
contained mayonnaise (Cucumber Salad, Cole

with food safety when the cold items were not
. held at the proper temperatures.
F 431 483.60(b), (d), (e) DRUG RECORDS,
§8=D - LABEL/STORE DRUGS & BIOLOGICALS

a licensed pharmacist who establishes a system
of records of receipt and disposition of alf
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all

. controlled drugs is maintained and periodically

reconciled.

labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary

- Instructions, and the expiration date when

_applicable,

Slaw, Pimento Cheese) and there was a concern

‘. The facility must employ or obtain the services of

| Drugs and biologicals used in the facility must be

F 371

F 431
‘Iz ia zhe policy of Carzer Nussing and
Rehabilitation Center to emploves a
licensed pharmacist Lo ensure proper
disposition of zentrolled drugs, label
drugs and bicisgizals in an accepted
‘manner and use and suore them according
to accepted prefessional svandards,
_have cautionary insiructions, and =he

expiration date when applicable.

A1l multi-dose vialgz, opened iLems,

. and outdated izems were discarded by
the RN Supezvisor on 10/i¢/12. The
medications or the Zop of khe

: medication cars were zenoved and

discazded by zshe CMT on 10/10/12.
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The facifity must provide separately locked,
permanently affixed compartments for storage of
controlted drugs listed in Schedule It of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can

be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
facility's policies, it was determined the facility
failed to ensure safe and secure handling of

~medications and biological as evidenced by
twelve (12) multi-dose containers not dated as to
when they were opened, twelve (12) medications

which were secure closed and one (1) medication .
which was unsecured on top of the medicine cart

in a cubby hole during med pass. In addition
observations revealed expired boxes of alcohol
“swabs and expired culture swabs in the
. medication room.

The findings include:

Review of the facility’s policy titled, "Medication

Storage in the Facility”, undated, reveated except :

for those requiring refrigeration, medications

L
(X110 SUMMARY STATEMENT OF OEFICIENCIES 10 FROVIOER'S FLAN DF CORREG FION (x5
PREFIX {EACH ODEFICIENCY MUS T BE PRECEQEQ BY FLLL SREFIX {EACH CORREC IVE AC MON SHOULD BE COMIA ETioN
rAG REGULATORY OR LSC IOEN NFYING INFORMATIDN) rAG CROSS-REFERENCED 0 THE APPROFRIATE OATE
DEFICIENCY)
F 431 Continued From page 46 F 431
In accordance with State and Federal laws, the A feview of zhe monthly incidens
 facility must store all drugs and biologicals in xacking log by the DON on Oviober 31,
- locked compartments under proper temperature 2012, indicated zhat no residents had
controls, and permit only authorized personnel to been affecred by shis praciice,
have access to the keys.
inspested

The ADCN and BN Supervisors

the med yaris, Lrasatment zazrts and
medication zooms cn 1G/14/12 to ensuze
‘that all icems were da<ad and any

cukdated or open izem was discazded.

The RN Supervisors will inspecz the
- medication caxzts, treatment carks and
medication supply rooms “hree “imes a
week Yor four weeks and weekly
Thereafter 2o ensure that no
infracziong are noted. Any unda-ed,
ouidated or opened supply will be

immediately dizcarded.

The resulzs oF these voom and cart
audity will be discussed at zhe weekly
Focus Commiliee Maasing and forwarded
20 She monthly CQT Commitzee Meeting
for further monitoring and sontinued

compliance.
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intended for internal use were stored in a
medication cart or other designated area,
Additionally, outdated, contaminated, or

deteriorated medications and those in containers

that were cracked, soiled, or without secure
closures were immediately removed from stock,
disposed of according to procedures for
medication disposal.

Review of the facility's policy titled "Specific
Medication Administration Procedures”, undated,
revealed when a multi-dose container was
opened that date should be placed on the jtem.

. Observation of the North Wing's treatment cart,
on 10/10/12 at 10:00 AM, revealed the following
multi-dose containers opened without dates on
the containers:

1. Dakin's 0.25 %
2. Sterle plain packing strlp % inch

"3, 0.9% Normatl Saline 250 Cubic Centimeter
{CC) bottle
4. 70% Rubbing Alcohol
5. 0.25% Acetic Acid 250 CC bottle
6. Chlorhexidine Gluconate (Oral Rinse) 1.2
Milligram/Miffititer (MG/ML) bottle
7. Renacidin Irrigation

- 8. Peroxide bottle
9. Open Suture removal kit,

Observation of the South Wing's Medication
Room, on 10/10/12 at 11:20 AM, revealed the
following mult-dose containers opened without
dates on the containers and expired biological
items;

1. 0.25% Acetic Acid 250 CC bottle

#2. 70% Rubbing Alcohol
l 3. 0.9% Normal Saline 250 CC bottle

Fa31:
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4. 3 boxes of alcohol swab sticks, expired

08/20/12
-5, 18 culture swabs, expired 09/12

Interview with Licensed Practical Nurse (LPN) #2,
on 10/10/12 at 10 AM, revealed the opened
multiple use irrigations should have had an
"open” date on the hottle.

Interview with Registered Nurse (RN} #1, on
. 10/10/12 at 10:15 AM, revealed any opened
“multiple use supply should be dated with the open
“date. Additional interview, at 11:20 AM, revegled
items found in South Wing Medication Room
. should have been on the Treatment Cart with
Open date on containers. She stated the charge
nurse checked the room randomly for expired
items but did not have a regular schedule.

Interview with Pharmacy Technician Consuttant,
-on 10/10/12 at 11:20 AM. revealed medication

rooms were checked for expired jtems usually
“once a month.

Interview with Director of Nursing (DON), on
10/12/12 at 4:00 PM, revealed multi-dose
containers should be dated when cpened so that
item was not left without an expiration date. She
further stated it was a shared responsibility of
Nursing and Nursing Supervisors to check
supptes for expiration dates and ensure stock

was rotated.

Observation of the medication cart on the South
Wing, on 10/10/12 at 11:20 AM, revealed the
following medications were stored in a rubber
storage caddy on top of the medication cart:

1. 3 secured closure packets of Tylenol 500

L

F 431

|
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Milligrams (MG)
2. Secured closure packet of Sienna 8.6 MG
3. Secured closure packet of Loratine 10 MG

325 MG
5. 4 Albuterol inhaler sofutions, unopened

8. Unsecured closure packet of % Klor-Con M20
tablet

interview with Certified Medical Technician {CMT)
#1, on 10/10/12 at 11:20 AM, revealed she was
unaware of medications on top of medication

been in the caddy. CMT #1 further stated when
staff was finished with their shift, staff shoutd
restock the medication carts and make sure carts

were in good shape.

Interview with CMT #2 on 10/12/12 at 2:80 PM,

revealed it was not appropriate to store

medications on top of medication cart. She also

stated f you have an unsecured closure packet,

medication should be disposed in proper manner
. such as placed in sharps container,

" Interview with Licensed Practical Nurse (LPN) #1,

a medication in unsecured closyre packet,
medication should be wasted by placing in sharps
container. She also stated all medications should
be stored in medication the cart and it was not
appropriate to leave medications on top of
medication cart in storage caddy.

Interview with RN #2, on 10/12/12 at 3:30 PM,

revealed it was not appropriate to store
medication on top of the medication cart. She

- also stated if staff had partial medication,

4. 3 secured closure packets of Ferrous Sulfate -

“cart, CMT #1 stated medications should not have

on 10/12/12 at 3:00 PM revealed if you have half

If cominuation shee Page 50 of 55
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medication should be wasted.

. Interview with DON, on 10/12/12 at 4:00 PM,
“revealed medications should be stored in the
medication cart and it was not appropriate to
‘eave medications on top of cart in a storage
Caddy. She also stated any unsecured closure
packet should be disposed of in proper method
such as placed in sharps container.
F 441 483.65 INFECTION CONTROL, PREVENT
S8+ SPREAD, LINENS

The facility must establish and maintain an
Infection Contro!l Program designed to provide a
safe, sanitary and comfortable environment and

of disease and infection.

(a) Infection Controi Program
The facility must establish an Infection Control
Program under which it -
(1) Investigates, controls, and prevents infections
in the facitity;
(2) Decides what procedures, such as isolation,
, Should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections.

{b) Preventing Spread of Infection
{1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facitity must
‘ isolate the resident.
(2} The facility must prohibit employees with a
communicable disease or infected skin lesions
. from direct contact with residents or their food, if
“direct contact will transmit the disease.
(3) The facility must require staff to wash their

to help prevent the development and transmission

F 431

F 441

Iz is the policy of Carzexr Nursing and
Rehabilitation Tenter %o astablish aind.
mainzain an effective Infeclion ’

"Zonkzol I'rogram.

Resident #5 recaived a T skin test by
the DON on 10/15/12. Iv was read on
10/17/12 by ~he DON and the regulss

weze negavive.

A1l urinals and bedpans were lapeled
and placed in plastic bags by SaNA‘=

by 10/12/12.

| The BN Supervisors and Medica? Recoxds
Director reviewed all admissions for

the last & months to ensure Shar TR

skin testing was completed Limely,

|
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: : . All nurzing gzaff will re:zeiv
hands after each direct resident contact for which T e .
hand washing is indicated by accepted acditional educasion by the Staff
professional practice fevelopment Coordinasor ne Later chan
’ 11/14/12 regarding the importance of
; (C) Linens utilizing facilicy prozocols in regards .
Personnel must handje! store, process and to appropriate infection :omzrol
transportlinens so as to prevent the spread of rechaniques. This included hand washing
infection. . and appropriate scorage of urinals and
pedpans.
All licensed s:taff received addicional
This REQUIREMENT s not met as evidenced education by the SDC no later thaa
_by; 11/14/12 regarding the importanze of
Based on observation, interview, record review adminigtering the TB skin restz on lew
and review of facilty policies it was determined admissions as direired by facilizy
the facility failed to maintain an infection control " policies. This included direcrions on -
program designed to provide a safe, sanitary and ‘ how to propeed if a resident goes our
comfortable environment and to help prevent the of the facility before a skin tesr -an
_development and transmission of disease and be read.
infection.
: . . . The DON, ADON, 3DC and RN Supervisors
Resident #5 was administered the Tuberculin will monizor the infection comerol
- Skin (TB) test on 01/28/12; however, there was ' t,‘ T 5 ‘fl“ . o ,M :; .
. o, o ites on & dal Dasts {M-- Via
no documented evidence the facility followed up practrices or FhoY masss
with reading the test resuits. daily compliance rounds. The week-end .
RN Superviser will monitor jufec-ion
Also, observation durl'ng initial tour revealed control practices on Saturday and
urinals and bed pans which were unlabeled and Furday .
not bagged hanging on the hand ralls in residents' .
bathrooms, The results of these -ompliance rounds
will be discussed in zlie weekly focus
: in addition, observation during medicaﬂon pass, Commirtes Meeting and forwarded =0 the
revegleq a staff member adm:n‘;stered . monthly CQT Committes Maeting fos
medications to Unsamplelq Resident A, and fajled furcher monicering and continued
to wash hands prior fo exiting the room. .
compliance.
~The findings include:
Even| |D:BYZK] | Facilily 10: 109571 If conlinuation sheel Page 52 of 55
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F 441 Continued From page 52
1. Review of the facility's policy titled
+ "Tuberculosis Screening - Administration and
Interpretation of Tuberculin Skin Tests”, dated

June 2010, revealed the facility would administer

and interpret tuberculin skin tests (TST)in
accordance with recognized guidelines and
pertinent ragulations.

. Review of the State of Kentucky's Tuberculosis
" Guidelines, revealed the residents were required
to have yearly Tuberculosis screenings.

Review of Resident #5's medical record revealed

the last documented evidence of 3 completed TB
" skin test was 06/29/11.

Interview, on 10/12/12 at 2:00 PM, with the
Director of Nursing (DON), revealed the
Tuberculosis Guidelines and Regulations that
were referenced in the facility's policy were the
State of Kentucky Guidelines and Regulations for

_ Tuberculosis.

- Interview, on 10/11/12 at 3:35 PM, with Nursing
Supervisor (NS) #3 revealed Resident #5's T8
skin test was administered on 01/28/12, but
Resident #5 was not in the facility for the test to

- be interpreted. NS #3 further revealed Res ident

#3's TB test was not followed up on and Resident :

#5 did not receive the test as required by the
regulations and guidelines.

2. Review of the facility policy entitled
"Bedpan/Giving and Removing”, revised 11701411,
revealed after use of the bed pan, rinse with cool
- water to remove feces and urine, rinse pan with
- hot running water, remove gloves, place in a
plastic bag and return to bedside cabinet or

F441:
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F 441 Continued From page 53
- designated area.

Observation, on 10/09/12 at 7:15 PM, during
initial four revealed the bathrooms between

- resident's room 52A/52B had a bed pan lodged
between the hand rail and the wall which was
unlabefed, undated, and not bagged. Further
observation of the resident bathroom between
51A/518B, revealed two (2) bed pans lodged
between the hand rail and the wall which were

. unfabeled, undated, and not bagged, and a urinal
hanging on the hand rail which was unlabeled,

" undated, and not bagged.

: Interview, on 10/12/12 at 5:20 PM, with the DON,
revealed bed pan and urinals were o be labeled
with resident's name and date and cleansed and

bagged after use.

3. Review of the facility's policy entitled "Specific
Medication Administration Procedures, undated,
- revealed to adminjster medications in a safe and
effective manner, staff should cleanse hands
before handling medication and before contact

with resident.

- Observation of medication pass, on 10/10/12 at
11.00 AM, revealed CMT #1 opened the laptop

electronic Medication Administration Record

{MAR) of Unsampled Res ident A, removed

medications from packages and placed in a
. medication cup. The CMT then entered tha
resident's room, raised the head of the bed,

1o the resident. CMT #1 left the resident's room,

computer on top of the medication cart to access _

handed the resident's water glass to the resident ;
. for a drink of water, then handed the medications

- returned to the medication cart and accessed the .

FORM CMS-2567/02-99) Previous Versions Ohsclele Event 10:6YZK11
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F 441 Continued From page 54
electronic MAR to document the refusal of the
inhaler. During this observation, CMT #1 did not
wash with soap and water nor sanitized her

revealed she had washed her hands when she

CMT #1 stated it was policy to only wash or
sanitize hands between residents.

Interview with CMT #2, on 10/12/12 at 2:50 PM,

revealed it was policy to sanitize or wash hands
- prior to handing a resident his/her medications

and again after administration of medications.

Interview with LPN #1, on 10/12/12 at 3-00 PM,

for infection control for the next two (2) or three
(3) medication passes before having to use soap
and wash to disinfect hands.

“nterview with RN #2 Charge Nurse, on 10/12/12
at 3:15 PM, revealed staff should be disinfecting
hands at the beginning of medication pass, as
well as before and after the administration of

medications.

“nterview with the DON, on 10/12/12 at 3:30 PM,

they have contact with a resident, or resident's
- belonging.

hands to prevent possible infection transmission,
Interview with CMT #1, on 10/10/12 at 12:15 PM,

returned from break to start her medication pass.

revealed staff should be washing hands with soap
and water after physical contact with residents or _
residents’ personal belongings. She stated if ng _
contact, staff could use approved hand sanitizers

revealed staff should be sanitizing hands anytime

F 441
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K000 INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
Building: 01

Plan Approval: 1985

Survey under: 2000 existing

Facility type: SNF/NF

Type of structure: One story Type 1

Fire Alarm; Complete fire alarm system. Panef
upgraded in 2006.

Sprinkler System: Complete automatic {dryfwet)
sprinkler system. System installed in 1985
Generator: Type

A standard fife safety code survey was conducted
on 10/11/11. Carter Nursing and Rehabilitation
Center was found not be in compliance with the
requirements for participation in Medicare and
Medicaid in accordance with Title 42, Code of
Federal Regulations, 483 70(a} et seq. (Life
Safety from Fire). The census on the day of the
survey was one hundred twelve {112). The facitity
is licensed for one hundred twenty (120} beds.

The Highest Scope and Severity deficiency was
an "F" level,
K 050 NFPA101LIFE SAFETY CODE STANDARD

S5=F
Fire drills are held at unexpected times under

“that drills are part of established routine.

assigned only to competent persons who are
qualified to exercise leadership. Where drifls are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible

Smoke Compartment: Five smoke compartments -

varying conditions, at least Quarterly on each shift, :
The staff is famillar with brocedures and is aware

Responsibility for planning and conducting drills is :

K000

K 050

It ig the policy of Carcer Nursing and

Rehabilitaricon Center rhat five drills

are held at least guarterly and
unexpected times under varying

‘eondicions.

X8} DATE

LABODRATDRY DIRECTOR!

S OR PROVIDER/SUPPLIER RE PRESENTA FMVE'S SIGNATURE

Any deficiency statement ending with an asterisk ¢} de
other safeguards provide sufficign! protection to the patients.
following the date of survey whether or nat a plan of correct
days following the date these documents are mad

Program patrticipation.

FORK CMS-2567(D2.99} Previous Versions Obsclete

10tes a defictency which the institution may b excused from correctin

(See instructions.) Except for nurs ol
on is provided, For oursing homes, the above findings and plans of corr

& avaitable lo the facility. ¥ deficiencies are Cited. an approved ptan of correction 's

Event 10:6Y2K21

ection are disclosable 14
requisite to continued
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K 050 Continued From page 1 K 050
. The Area Maintenance Supervisor

alarms. 19712 A

provided educalticn to the Facililby
Maintenance Direcfor on 14,12/12

‘regarding the importance of varying

the fire dril! tvimes on all shifts
“This STANDARD is not met as evidenced by:
Based on record review and Interview, it was The Area Maintenance Superviser will
determined the facility failed to ensure fire drilis review facility fire drill records
were conducted at various times reflecting : monthly Per the next three months o
various conditions of the facility, according to . ensure that fize drillig are randomly
National Fire Protection Association {(NFPA) ' s ad wired
standards. The deficiency had the potential to conducted, as required.
affect one hundred twenty (120) residents, staff
and visitors. : . This information will be discusased at
' the monthly CQI Committee Meeiing for

fursher wonitoring and continued

The findings include:

compliance.,

Record review of the last four (4) quarters of 3rd
. shift fire drills, on 10/11/12 at 2:36 PM. with the
Maintenance Director, revealed all 3rd shift fire
drilis were conducted at 12:00 AM. The
observation was confirmed with the Maintenance

Director.

Interview, on 10/11/2012 at 2:36 PM, with the
Maintenance Director revealed 3rd shift fire drilis
were always conducted at 12:00 AM and was
unaware the fire drills should be conducted at

. various times refiecting various conditions of the

facility,

Reference: NFPA 101 (2000 edition) _
4.7.5" Simulated Conditions. Drills shall be held at
expected and unexpected times and under
varying conditions to simulate the unusual
conditions that can occur in an actual emergency. :
19.7.1.2* Fire drils in health care occupancies
shall include the transmission of a fire alarm

FORM CMS-2567(02-99; Previous Verstans Obsaiels Event ID:6YZK21 Facikly IC: 10057 1 I continuation sheet Page 2 of 9
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K050 Continued From page 2

signal and simulation of emergency fire

“conditions. Drills shall be conducted quarterly on
each shift to familiarize facility personne| {nurses,
interns, maintenance engineers, and
administrative staff) with the signals and
emergency action required under varied
conditions. When drils are conducted between
9:00 p.m. (2100 hours) and 6:00 am. (0600 _
hours), a coded announcement shall be permitted
to be used instead of audiblie alarms.
Exception: infirm or bedridden patierts shall not

- be required to be moved during drills to safe
areas or to the exterior of the building.

K072 NFPA101LIFE SAFETY CODE STANDARD

SS=F
Means of egress are continuously maintained free

of all obstructions or impediments to full instant
use in the case of fire or other emergency. No .
furnishings, decorations. or other objects obstruct
exits, access to, egress from, or visibility of exits,

'7.1.10

This STANDARD is not met as evidenced by:

. Based on observation and interview, it was

“determined the faciiity failed to ensure means of
egress were maintained free and clear of
obstructions and were clearly indicated according
to National Fire Protection Association {(NFPA)
standards. The deficiency had the potential to

- affect one hundred twenty (120) residents, staff

K 050

Ko72
In i
Rehabilitarion Cernter thar means of

8 z2ite poliry of Carier Nursing and

#gress are sontinuously maintained
free of all obstructions aor

impedimenzs.
" The proper signage was placved on the

exit doors by rhe Maintenance Director

on 10/12/12.

from the door

The plant was moved away

in the Ironz lobby,

The DON and Maintenance Director will

.educate all nursing staff no later
rhan regarding the importance
of nursirg staff moving the carts room
to room with them and then storing

‘them our of the nallways when not in

FORM CMS-2567152-99} Previous Versions Obsclele
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The Area Mainzenance Dizecfor will

K072 Continued From page 3
the Regional Project Manager revealed linen
, Carts being stored in the North and South Hails. cbserve the facility egresses at leas:
The carts were not in use 'and were unattended. monthly to ensure that all egresses
The observation was confirmed with the Regional . , o . .
Proi tM cemalin clear of Impediments and that
Orect Manager. ’ appropriate cignage is evident on each :
egxit door.

interview, on 10/11/2012 at 10:48, with the

Regional Project Manager revealed liner carts . ‘ 1 e as coed momtnl

were routinely stored in the corridors. Mese issues wiil ba ,Ls-cu_se antihly
‘at the QI MeeZing for further

moniloring and continued compliance.

Interview, on 10/11/2012 at 10:48, with the
- Director of Nursing confirmed the linen carts were -
not in use and that the Jinen carts were routinely

stored in corridors.

Observation, on 10/11/2012 at 11:07 AM | with
. the Regional Project Manager revealed a potted
. plant was blocking one (1) set of doors at the
“Main exit. The observation was confirmed with

the Regional Project Manager,

nterview on 10/11/2012 at 11:07 AM, with the
Regional Project Manager revealed he was
unaware the potted plant had been placed in front

of the exit doors.

Observation, on 10/11,2012 at 11:07 AM, with the
Regional Project Manager revealed the two {2)
sets of main exit doors did not contain the proper .
signage indicating the doors were equipped with

- delayed egress hardware. Further Observation
revealed one (1) set of the main exjt doors had a

- sign thatread "Please use front door.” The

: Observation was confirmed with the Project

Manager.

interview, on 10/11/2012 at 11:07 AM, with the
Regional Project Manager revealed he was not
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K 072 Continued From page 4
~aware the exit doors did not contain the proger
signage and indicated the sign reading "Please
use front door" was confusing.
Reference: NFPA 101 {2000 edition)

4.5.3.3 Awareness of Egress System. Every exit
shall be clearly visible, or the route to reach every
exit shall be conspicuously indicated. Each

or marked so that the way to a place of safety is
indicated in a clear manner.

7.1.10.1* Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant use in the case of fire

or other emergency.

! 7.2.1.6.1 Delayed-Egress Locks. Approved,
listed, delayedegress locks shali be permitted to
be installed on doors serving low and ordinary

by an approved, supervised automatic fire

. Oran approved, supervised autasmatic sprinkler

' system in accordance with Section 9.7, and

: where permitted in Chapters 12 through 42,
provided that the following criteria are met.
(8} The doors shall uniock upon actuation of an
appreved, supervised automatic sprinkjer system
in accordance with Section 9.7 or upon the
actuation of any heat detector or activation of not
more than two smoke detectors of an approved,

: Supervised automatic fire detaction System in
accordance with Section 9.6.

“{b) The doors shall unicck upon loss of power

[

means of egress, in its entirety, shall be arranged

hazard contents in buildings protected throughout

detection system in accordance with Section 9.8,

K072
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controliing the lock or locking mechanism.
{c) An irreversibie process shall release the lock
within 15 seconds upon application of a force to
the release device required in 7.2.1 .54 that shall
not be required to exceed 15 Ibf {67 N) nor be
required to be continuously applied for more than
- 3 seconds. The initiation of the release process
shall activate an audible sigral in the vicinity of
the door. Once the door lock has been released
by the appiication of force to the releasing device,
relocking shall be by manual means only.
Exception: Where approved by the authority
. having jurisdiction, a delay not exceeding 30
“seconds shall be permitted.
{d) *On the door adjacent to the release device,
there shall be a readily visible, durable sign in
letters rot less than 1 in. (2.5 ¢cm) high and not
less than 1/8 in. (0.3 cm) in stroke width ona
contrasting background that reads as follows;
PUSH UNTIL ALARM SOUNDS
- DOOR CAN BE OPENED IN 15 SECONDS :
K 130 NFPA 101 MISCELLANEOUS _ K130 ,
85=D ) Tt is rhe policy of Carler Hursing and
‘ Rehabilitation Cenwer to all equipment

OTHER LSC DEFICIENCY NOT ON 2786

‘is protecred againasr damage.

:The Area Mainrenance Director and the
: Facility Maintenance Director will
. This STANDARD is not met as evidenced by: install barriers around the gas
. Based on observation and interview, it was
determined the facility failed to ensure natural gas
equipment was protected against possible vehicle '

regulator for protection no later than

FORM CMS.2567 02-99) Previous Versions Obsolele

damage, according to National Fire Protection
Association {(NFPA) standards. The deficiency
had the potential to affect twenty four (24)
residents, staff and visitors.

The Area Maintenance Director will
:observe rhe ragulator on morthly
visits for rhree months to ensure shar

the barrier instvalled is effective.

Even) |D:6YZK21 Fagilily 1D: 120571
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K 144 NFPA 101 LIFE SAFETY CODE STANDARD
§8=F
+ Generators are inspected weekly and exercised
. under load for 30 minutes per month in
accordance with NFPA99.  3.4.4.1.

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to ensure the

7 STATFMENT OF DEFICIENCIES X} PROVIDER/SLPPIIER/CL 1A
AND PLAN OF CORREC T/ON IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 . MAIN BUILDING 01
|
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oAy D SUMMARY STATEMENT OF DEFICIENCES ) PROVIDER'S PI AN OF CORRE CTION (x50
PREFIX {EACH DEFICIENCY MUST BE PRECEDEDBY FuLL PREFIX {FACH CORRECTIVE ACTION SHOUI D 8F COMPI_E 170N
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K 130" Continued From page B K 130
The ﬁndings include; This informazicn wil? be reviewed al
the monthly CQI Committee Meeting for
Observation, on 10/11/12 at 11:20 AM, with the three monrhs to ensure compliance and
Regional Project Manager revealed the ratural furzher menisoning.
gas regulator located next to the parking lot area
was not protected by barriers, to protect against
Possible vehicle damage. The observation was
confirmed with the Regional Project Manager.
Interview, on 10/11/12 at 11:20 AM, with the
Regional Project Manager revealed he had not
noticed the gas regulator was not protected with a
barrier,
' Reference: NFPA 54 {1999 edition)
' 5.1.12 Gas Equipment Physical Protection,
Where it is necessary to locate gas utilization
equipment close to a hassageway traveled by
vehicles or equipment, guardrails or bumper
plates shail be installed to protect the equipment
from damage.
K 144

It is the polircy of Carter Nursing and
Rehabilitation Center that our
generators be inspercted wesekly and

exercigzed under Ioad for 39 minutes per

month.

The gererator was tes:ed under load by

the Area Mainrenance Diraertor and “he

facility Mainterance Director on

10/12712 with no igsues noted,

FORM CMS-2367(02-99) Previous Versions Obsclele Event 0. 6YZK21
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K 144 ,
The Area Mainterance Director provided

K 144 Continued From page 7
emergency generator was tested and
documentation of testing was maintained,
according to National Fire Protection Association
(NFPA) standards. The deficiency had the
potential to affect one hundred twenty {120)
residents, staff and residents,

The findings include:

Record review of the facility's emergency
generalor test and maintenance logs, on
10/11/2012 at 2:40 PM, with the Maintenarnce
Director, revealed the generator testing and

- maintenance logs did not contain documentation
the emergency generator had been ran under
load. The observation was confirmed with the
Maintenance Director.

interview, on 10/11/2012 at 2:40 PM, with the
Maintenance Director confirmed he did not
document the running of the emergency
generator under load monthly. Further interview
revealed he believed the eémergency generator

* automatically switched to being under Ioad when
the emergency generator was started during its

testing cycle.

interview, on 10/11/2012 at 2:43 PM, with the

- Regional Project Manager revealed the

: émergency generator did not automatically switch
to being under load when the generator was
started during its testing cycle.

Reference: NFPA 110 (1999 edition)

6-4.2* Generator sets in Level 1 and Level 2
service shall be exercised at least once monthly,
for a minimum of 30 minutes, using one of the

addizicnal educaricn Lo =he facilis

" Mainienance Director regarding the
importance of testing nhe generaxor

under Inad for 10 minufes each month.

The Area Malnienance Director will
rveview the facility records on a
" monthly basis for three months to
" engure tha: the generator is being
fested vnder load as direrved by

facility policy.

This infsrmation will be discussed at
the monthly €SI Commisree meeting for

furiner monitoring and continued

compliance,

FORM CMS-2567(02-991 Previous Verslone Obsgolste Event 1D 8Y2K21
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K144 Continued From page 8 K144
following methods:
(a) Under operating temperature conditions or at
notiess than 30 percent of the EPS nameplate
rating
{b) Loading that maintains the minimum exhayst
gas temperatures as recommended by the
manufacturer
The date and time of day for required testing shall
be decided by the owner, based on facility
operations.
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