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F 000 INITIAL COMMENTS !‘ F 000: ;
" A Recertification Survey was conducted 04/16/13 |
“through 04/19/13. Deficiencies were clted with |
- the highest Scope and Severity of an "F". ; ;
F 224 483.13(c) PROHIBIT _ F224: . ) e
85=p) | MISTREATMENT/NEGLECT/MISAPPROPRIATNl t 1. Residem #.lé%‘hdd rmoltey as she
i ; ; reported missiing, replaced by the
. The facility niust develop and implement written - 4 tueility. 7"]IC resident had no nmcd'
" policies and procedures that prohibit adverse effects from lack ol reporting
¢ mistreatment, neglect, and abuse of residents i noted,
and misappropriation of resident property. -
2. Allresidents Irave the right to he

! proteeted from mistreaintent, neglect,
and abuse of residers apd
misappropriation of resident’s
property. Al residents have the

; i _ potential 1o be altected hy this

Thi ; : ; ! practice.

- This REQUIREMENT s not met as evidenced | ! :

 Based on interview and record review it was 5 | 3. Misappropriation of Resident Property

; determined the facility fafled ter implerment the ' Policy and Concgrn and Conmp r.L.‘n:

facifity's policy Ihat prohibits agamest ™~ i Program was reviewed and stilf N

; misamaroprfatfogimf*-r&sfd&ﬂtpropﬁr{y forone (1) | ; education o Palicy und Program will

. of eighteen (18) sampled residents. Resident #18 : ; be completed iy the Sraft ;

" notified the facility of an allegation of Development Coordiitator on May 14,

| misappropriation and there was no documented | 2013, f

evidence of an invesligation or of notification to

' slate agencies in accordance witl state law. 4. Concern and Coniinent Program

{ N concerns log will be mairained by
' The findings include: the Sucial Services Director and
 Review of the facility "Misappropriation of 5 reviewed weekly X 4 weeks, tien

- Resident Property Investigation" Policy, undated, :
“revealed when an incident of misappropriation of
i resident property was reported, the Administrator |

would appoint a represenlative to invastigate the, ] i
‘incident. T, investigation would consist of: an |

i
H

KO DATE

v

LI\SORATOR‘}(DIRECTOR‘S m UBPLIER REPRESENTATIVES SIGP;ATURE TITLE '
%ﬁ INEL i EXECwriie PpECTiA. 5/9//5

1
Any defidiency slatemen| anding with ar?/air/edsk { *)éanolas 8 deficiancy which the istitution may be axcusedrom colracting provii

other safeguards provids sufficlen plorectfon lo the pallients. | $se Instructions, } Execepl for nursl)

fofowing the dare of suvey whathe of nol\gfrl)an Bfa??t ¥ X nursing homas, the abovefindings and plans of co
days tallowing the dale (hese documents ard.mads.

Program parlicipation,
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F 224 Continued From page 1 F 224,
 interview with the person reporling the incident, :
tinterviews with any witnesses to the incident, an : . )
| interview with the resident, an interview with the ! nioithly X3 months by the Excentive ;
. alleged employee, a review of the resident's ; Director 1o esure reportable coneerrs
* personal inventory record, interviews with staff k are investigated and reported to :
i appropriaie agencies, Results of these

- members on all shifts that had contact with the |
; resident at he time of the incident, interviews with
“the resident's roommate, farnily and or visitors

! who may have information regarding the incident,
; and a review of all circumstances Surrounding the . . s A
incident. Further review of the policyrevealed ¢ ;3 Completion Dirte: May 30, 2013
when an allegation of suspected or actual i

f misappropriation of resident property lrad )

; boeurred the facility administrator or his/her !

"designee would notify the State Licensing and

* Certification Agency.

audits will he reported 1o the
Pertormance Inipravenient commitiee.

- Review of Resident #18's medlcal recard
-revealed diagnoses which included Diabetes ) !
Mellitus and Depressive Disorder. Review of the ;
i Signiflcant Change Minimum Dala Set (MDS) ; ’
. Assessment, dated 03/04/12, revealed the faciity i
‘ assessed the resident as having a Brief Interview :
i for Mental Status (BIMS) of fifteen (15} indicating
the resident had no cognitive impairment, :

“ nterview with Resident #18, on 04/17/13 at 10:00 ! ;
i AM, during a Group Interview revealed helshe | |
had a change purse come 4p mlssing which .
i contained $15.59. The resident stated he/she !
 kept the change purse under his/her plllow and it !
- was noted to be missing about four {4} months i :
ago. Further interview revealed she hag notified '
the'Socldl Wiirker wiio gave him/her a lock box to ;

- Use in'the fiture, Resident #18 staled the

" change piirse with money was not found and

! hedshe did not remember his/her room being

1 searched or the Administration getting back with

if continuation sheal Page 2 of 21
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B. WING __ e
NAME OF PROVIOER OR SUPIPLIER STREET AGORESS, CITY, STATE, 2P CO0E
833 NORTH TOLLIVER ROAD

185165

IFE CARE CENTER OF MOREHEAD
t E MOREHEAD, KY 40351
X100 SUMMARY STATEMENT OF OEFICIENGIES * o PROVIOER'S PLAN OF CORREC) ION T o
PREFIx [EACH OEFICIENCY MUST BE PRECEOEO By FuLL { PREFIX IEACH CORRECTIVE ACTION SHOULD BE i CoMPl ETIoN
TAG | REGULAYORY OR1SC IOENTIFYING INFORMATIDN) TAG CROSS-REFERENCED TO THE APPROP RIATE DAIE
OEFICIENCY) j

F224 Continued From page 2 F224,
" him/him related to the results of the investigation, :

| Interview, on 04/18/13 at 4:00 PM, with the Social i
- Worker revealed he remembered Resident #18
i complaining of having a change purse with

. money missing. He stated he did not complete

" any paper work related to the allegation and did

- notremember if the resident's room was ;
: searched or if an investlgation was completed. He
, Stated he remembered reporting the incident to

" the previous Administrator, Continued interview
frevealed allegations of misappropriation were to

; be reported 1o state agencies by the ‘
" Administrator. !

i Interview, on 04/19/13 at 8:45 AM, with the
. Director of Nursing (DON}) revealed she was ;
"unable to find any investlgation related to !
i Resident #18's allegation of misappropria
staled she did not remember the resldent
! complaining of a missing change purse
| ontaining money. She staled. if an allegation of !
~misapproprlation was niade, staff were to i
tinterview t e resident tnvolved and other ;
i residents on the hall as well as any staff who was
‘ warking with the resident at the time the item
f.came up missing. She further stated the i
i resident's room should have been searched and !
" if the missing money was not found it would need
I'to be reported to state agencies. Continued
linterview revealed if there was an allegation of
.- wisappropriation it was discussed in the marning |
iméeting and an investigation form would be ! . ,
i inltiated immediately. She further stated if the f ;
| Social Worker was made aware of this allegation | :
“he should have lollowed through with notifying ;
 her and the Admitistralor to follow through with !

; 8n investigation. !

tion and ;

i
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STAYEMENT OF OEFICIENCIES
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NAME OF PROVIOER OR SUPPLIER

LIFE CARE CENTER OF MOREHEAD

STREET AQURESS, CITY, STATE, ZIP COOE
333 NORTH TOLLIVER ROAD

MOREHEAD, KY 40351

PROVIOER'S PLAN OF CORRECTION

(x3)
COMPCETION

(X410 SUMMARY STATEMENT OF OEFICIENGIES 10
PREFIX IEACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY ORI.5C I0ENTIFYING INFORATION} TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
OLFICIENCY)
F 224 Continued From page 3 F224
Interview, on 04/19/13 at 11:55 AM, with the
Administrator revealed he started at the facility
on 03/11/13. He stated the Administrator was to
; be notified of all allegations of misappropriation
“and it would be discussed in the morning
meeting. He further stated this allegation should
have been investigated and reported to state
agencies.
F 241

F 241 483.15(a) DIGNITY AND RESPECT OF

SS8=0 : INDIVIDUALITY

" The facility musst promote care for residents in a

. manner and in an environmen| that maintains or

“enhances each resident's dignity and respect in
full recognition of his or her individuality,

This REQUIREMENT is Not met as evidenced

. by:

- Based on observation, interview, and review of
: the facility policy it was determined the facility
failed to promote care for all resident's in a

manner and in an anvironment which maintained |

: or enhanced each resident's dignity and respect

in full recognition of their indiv

iduality for one (1)

of eighteen (18) sampled residents (Resident #1).

 Licensed Practical Nurse (LPN) #3 failed to have
the privacy curtain pulled around Resident #1

“while she conducted a full body skin assessment. |

- In addition, two (2) staff faled

to wait for

“permission before opening the door during the

i skin assessment.

‘The findings include:

Resident # 1 is cared for in a marmer
and in ain environment wlicls
maintains her dignity and respect in
tull recogrritiorn of her own
individuality, The Director of Nursing
educated Nurse #3 arnd the 2 staff
members upoan natiticition M'rom e
sirveyors concerning prilling privacy
curiains wlien providing care aind 1o
wail 10 be invited 110 a resident roop)
belore entering the room if the door is

clused.

All residents have the right 1o be
cared for in a manner and ip an
environnrent which maintains their
dignity and respect in full recognition
ol thieir own individnaliiy. Al
residents have tlie potential (o he
alfected by this practice.
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F 241, Continued From page 4 F 241; 3. Policy “General Resideut Rights

Guidelines" was reviewed and
ceducation regarding Resident Rights
including maintaining privacy will be
completed by thie Statl” Developinent
Coardinator on Mzy 14, 2013,

“Review of the facility's policy titled "General

. Resident Rights Guidelines", not dated, revealed

- staff were to knock on the resident's door and
wait for a response and identify themselves
before entering the room. Further review of the

: guidelines revealed when provided care they ‘ " 4. Observation Audits to incliide
were to have the resident screened and draped to - monitoring of privacy curtains and

provide maximum privacy. awafling approval o enter rooms will
be condricted weckly X 4, then

. Observation, on 04/17/13 al 3:40 PM, revealed ‘ R )

. the privacy curtain for Resident #1 was not pulled ; morithly X 3-‘13;{ l'flt fl)f'ftiluf Utl'
while LPN #3 conducted a skin assessment of Niirsing or A«ssrsm[lf Dr_Tguqr”u] .

- Resident #1. Further observation revealed i Nursing. Reb‘ullf:\ot.d.lld'llb‘Wl pIC

. Certified Nursing Assistant (CNA) #5 knocked on ; reporied 10 the | Lrl(n(lntlrlcc y
"the door; however, she did not wait for permission | ; fmprovenient Committee monthly.
before she opened the door, exposing Resident 5. Completion Date: May 30, 2013

#1. Continued observation revealed an
_unidenlified staff member opened Resident #1's
“door, without knocking, again exposing Resident

P#1,

' Interview with CNA 5, on 04/1 8/13 at 2:30 PM,
“revealed she should have waited for permission
- befare opening the door to Resident #1's room.

! Interview with LPN #3, on 04/18/13 at 2:40 PM,

i revealed she should have pulled the privacy

' curtain around Resident #1's bed before she

started the skin assessment. She further stated

- staff were to wait for permission to enter a

“resident's room before they apened the door.

+ Interview with the DON, on 04/19/13 at 11:00 AM, °

| revealed staff were to always pull the privacy

. curtain around a resident's bed prior to providing

- care for the resident, She further stated staff ;
were to watt for permission before they entered a |

If corrminualion sheet Page 5of 21
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F 241 Continued From page 5 F241:
‘resident's room. Further interview revealad '
» Resident #1's privacy curtain should have been
pulled before the skin assessment was started
~and the staff should have waited for permission
- before they opened Resident #1's door.
F 252

F 252 483.15(h)(1)
88=D SAFE/CLEAN/COMFORTABLE/HOMELIKE

- ENVIRONMENT

The facility must provide a safe, clean,
" comfortable and homelike environment, allowing |
* the resident to use hls or her personal belongings
to the extent possible. :

- This REQUIREMENT s not met as evidencead
by:

+ Based on observation and interview it was

. determined the facility failed to ensure a safe,

" clean, comfortable and homelike environment.
Observation, on 04/1 6/13, revealed the Sunroom
on the South Unit was clutterad with an electric
floor cleaner, an electric floor buffer, a soiled

“popcorn machine, a wheelchair, and a

: mechanical lift,

' The findings include:

J

i Observation, on 04/16/13 at 2:45 PM, revealed

" the Sunroom on the South Unit was cluttered with :
/ items which included an electric fioor cleaner, an
 electric floor buffer, a wheelchair, and a
mechanical lift. Further observation revealed
“there was a popeom machine which had been

. Stored with a brown build up on the pot.

*During a Resident Group Interview, conducted on :

The identilied area of clutler in the
Sunraom was resolved on tlie evepi ng
of April 16, 2013 npon notification hy
SUrveyors,

All areas of the facility are 10 be
nraintained (o ensure a safe, clear,
comfortable and liorrelike
environmei. All residents have the
potenrial 1o be alfected hy this
pracrice.

Staff education regarding mainaining

a sate, clean, conifortable, and
homelike environment will he
completed by rhe StalT Development
Coordinalor on May 14, 2013. An
assessmennt of available storage arcys
was completed on April 25, 2013, by
ihe hxecutive Director, and
reassignment of equipment storage
will be completed by May 30, 2013.
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F 253 483.15(h)(2) HOUSEKEEPING &
SS=£  MAINTENANCE SERVICES

The facility must provide housekeeping and
" maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

- This REQUIREMENT is not met as evidenced

by:

- Based on observation, Interview and review of

facility policy it was determined the facility faited
to ensure housekeeping and maintenance

. services necessary to maintain a sanitary,

. orderly, and comfortable interior.

¢ Observation, on 04/16/13, revealed resident care
. equipment including toothbrushes, denture cups,
~hair brusties. and combs were unlabeled at

F 253

I. Room 103: Denture cup, brush and

comb were labeled, bagged and stored
in the bedside table on April 16, 2613,
upor notilfcation by surveyors, :
Room 102: Denture cup aid

toothbrush were laheled, bagged, and
stored in the bedside table o April

16, 2013, upon notificatian by

SUrveyors.

Room 107: Denture cup and comb
were labeled, bagged and stored in e
bedside table on April 16, 2013, uporr .
norification by surveyors. :
.Room 149 wash basin was labeled,
bagged and stored i the hadside sable
on April 16, 2013, upon natificatiap

by surveyors.

Eveny ID: X652 11

Fagillty I0: 100376
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F 232 Continued From page 6 F 252,
04/17/13 at 10:00 AM, eight (8) residents who the '
facility had assessed to be alert and oriented :
' revealed it was sometimes difficult to get to the
- table and chairs in the Sunroem on the South
~Unit because items were stored in the way,
Interview, on 04/10/13 at 10:30 AM, with the 4. Environnieital rounds audits will be
Director of Nursing (DON), revealed she could C"mplewdilda'{ykt‘_” ?” days, :lhlcnx 5
see where it was a concern to have Ihe clutter of weekly X veeks, [hen mon YA
- egquipment in the Sunroom. She stated there had | months by !‘)c?‘”}me"” Manag?clr.s o
been an activity in the Sunroom where the * ensure a S"'ic-f""“' w“'ff}‘rm e
~POpcorn machine had been utilized and it must homehkelcnw'ronmem. Resnlts of
not have been cleaned. these audits will he reported 1o the
Performarce Improvemenn
Interview, on 04/19/13 at 11:55 AM. with the : : Commitice.
. Administrator revealed he was looking into better . ' _ .
_options for storage of equipment and agreed the 3. Completion Date: May 30, 2013
“clutter in the Sunroom could make it difficult for
. the residents to use the room.
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F 253 Continued From page 7
“resident sinks. There was also unlabeled and
. unbagged wash basins and graduated cylinders
in resident bathroom floors,

: The findings include:

' Review of the facility Oral Hygiene Policy,
undated, revealed after oral hygiene, clean the
equipment and return to the designated storage

i denture container was clearly marked with the
resident's name and room number.

- Review of the facility Hair and Nails Palicy,
‘undated, revealed staff should only use the
residenl's brush and comb and not borrow from

_another resident,

. Observations, on 04/16/13 from 2:45 PM until
3:30 PM, revealed:

'Room 103-denture cu
unlabeled at Ihe sink.

P. and brush and conrb, all

at the sink
“Room 107- denture cup and comb unlabeled at

the sink
- Room 109- wash basin unlabeled
- in the bathroom floar
' Room 111- graduated cylinder unbagged and
» unlabeled in the bathroom floor

Room 113 bathroom- two (2) wash pans
“unlabeled and unbagged stored on top of the

' paper towel holder

and unbagged

Interview, on 04/16/13 at 5.30 PM, with the
‘Director of Nursing {DON} revealed denture cups,
toothbrushes, brushes and combs were to be :

_area, bedside stand, or bathroom. Further review
- of the policy revealed to make sure the resident's

: Room 102- denture Ccup and toothbrush untabeled :

F 253, Room [11: Graduated cylinder was
' labeled, bagged and stored 11 the bedside
table on April 16, 2013, upon notification

by surveyors,

Room 113: Wash pans were discavded and
replaced, labeled, bagged, and stored 1n
the bedside 1able on April 16, 2013, upon
notification hy siirveyors,

2. All resideits are 1o he provided witly
housckeeping and maintenance
scrvices necessary (o nrrintain a
sanilary, orderly, aid eomloriable
interfor.

3. Polictes related 10 storage of persoal
care ilems Lo mapitain a samitary,
orderly, and comforiable interior were
reviewed hy the ED, BON, SDC,
Housekeeping Stipervisor, and
Maintenance Director onr April 29 and
stalT education will he complered
regarding maintaining sanitary,
orderly, ad comforiable interiyr
related 1o storage of persoral care
items by the StalT Development
Coordinator op May 14, 2013,

If continuation sheer Page Bof 21
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F 253 . Continued From page 8 F253. 4. Envfmﬂmcrﬂa'hrﬂllgnds alud'lsl“"” be
. S : e Departmen
- labeled with the residenl's name and bagged and : conducted by (he Departr o
placed in a drawer. She further stated the ‘ ; managers fncluding monitoring lor
: i : ‘ i 1 labeli rage of
graduated cylinders were used to empty urinary i proper '["bd"‘gl f‘"g 3‘:“ '%Z 30 davs
- catheters and were to be labeled with the : bersona ;l‘m\; Zn:'cel((s ym cnsureyf;’
s residents name and bagged. Continued interview . then wee 3:1 | ) o comforthle
. revealed the wash basins were used for partial sanitary, avder _y'f; COI{ s of
- baths and were to be labeled and stored in the ierior for all residents. Results ¢
bedside table ‘ moititoring audits will be reported to
: F 279 the Performance Inprovement

F 279, 483.20(d), 483.20(k)(1) DEVELOP
$5=0 COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
_to develop, review and revise the resident's
- comprehensive plan of care.

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

1 medical, nursing, and mental and psychosocial

. Needs that are identified in the com prehensive

‘assessment.

- The care plan must describe the services that are
to be furnished to attain or maintain the res ident's
; highest practicable physical, mental, and {
. psychosocial well-belng as required under
§483.25; and any services that would otherwise
' be required under §483.25 but are not provided
- due to the resident's exercise of rights under
§483.10, including the right to refuse treatment

“under §483.10(b)(4).

' This REQUIREMENT is not met as evidenced

i by

- Based on observation Interview, record review
and review of faciity's policy it was determined i

: the factlity fafled to ensure a Comprehensive Plan :

Compnjittee mornly.

5. Completiun Date: May 30, 2013
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F 278" Continued Fron, page 9
- of Care was developed for each resident to meel

“ the resident's medical needs Ihat was identified in -

- the comprehensive assessment for one (1) of
. @ighteen (18) sampled residents (Resident #6),

- Although Resident #8 was assessed lo have
. dysphagia with recommendations from speech

therapy for supervision while eating, there was no .

~documented evidence of a Plan of Care to
address this resident's risk for aspiration and

: choking.

The findings include:

: Review of Resident #6's medical record revealed |

diagnoses which included Dem entia, Chronic
Renal Disease, Dysptiagia and Hypertansion,
Review of the Significant Change Minimum Data

- Set (MDS) Assessment, dated 03/28/13, revealed |

the facility assessed the resident as having a
Brief Interview for Mental Status (BIMS) of three

" (3) out of fitteen {158} which indicated the resident

~had cognitive impairment. Further review
revealed the resident was assessed as requiring
supervision for eating, and as having a

; Inechanically altered diet.

Review of the Care Area Assessment Summary
- {CAAS), dated 03/03/13, revealed the rasident
- Was receiving a dysphagia level diet related to a
“history of swallowing problems,

Review of the monthly Physician's Orders, dated
. 04/10, revealed the resident was ordered a
Dysphagia Diet,

- Review of the Speech Plan of Treatment, dated
08/24/10, revealed Resident #5 needed to be

F 279

I Resident # 6 careplan was revised 1o
include needed sipervision witls
neals o May 6, 2013, afier
reevaluation by tre Speeely Therapist.
Resitent had no noted adverse elfects.

20 Aaudit ot all resident careplans will
be reviewed by nurse mérnagenient by
May 30, 2013 10 ensire careplans wre
hased o e cempreliensive
assessment, which inclides
measurible abjectives amd
individimalized interventions 1 neet

residents needs,

3. Bdncaritg will he provided 1o tle
MDS coordinator, Social Servive
Director, Dietary Minager, Activilics
Director and Licensed MNurses by the
Director of Nursing by May 14, 2013.

4. Careplans will he andired by e
Director of Nirrsing or Assistan
Director of Nursing 1o ensnire they are
based ot tlie resident’s camprelieusive .
assessnrent, which frrclndes :
nreasitable ohjectives zpd
mdividnalized interventions to meet
residerits needs weeldy X 4 woeks,
then monthly X 3. Results of gndits
will be reported 1o the Perforinarnce
Improvement Comnritlee monthly.

3. Conplete Date: May 30, 2013
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F 279 Continued From page 10
. supervised in dining room due to irnputsivity and
“impaired cognition. Further review of the pltan
 reveated Resident #6 had swattowed his/her ;
‘ bottom dentures during a meat and experienced |
', @severe choking episode, The Speech Therapy
" Discharge Summary, dated 08/26/10,
: recommend removing dentures, continue with
: mechanicat soft diet and thin tiquids and to
. provtde supervision in dining room for meals,

* Observalion, on 04/17/13 at 11:50 AM, revealted
+ Restdent #6 was in bed in his/her room feed ing
. seff a dysphagia regutar dtet, unsupervised.

 Interview, on 04/19/13 at 10:00 AM, with the

Speech Therapist who wrole the above note

, revealed she did not remember compteting a

* recent speech evaluation on Resident #6;

- however, staled she was aware he/she ate fast

with targe bites and she was aware he/she was

~not being supervised when he/she was eating in

" his/her room. She stated once the speech j
evaluations were done, the rehah supervisor :

takes the information 1o the MDS Coordinator to |

"be care planned. She confirmed Resident #6 did

I need supervision while eating.

thterview, on 04/19/13 at 10:45 AM, with the
Director of Nursing { DONY), reveated the resident
; probably needed supervision while ealing after

’ reviewing the Speech Therapist notes.

. Review of the Comprehensive Ptan of Care,

. dated 03/12/13, revealed a probtem stating the
‘resident required extensive assistance with
 Actlvities of Datty Living {ADLs) retated to & CVA
_in the past with approaches to attempt to get the
 resident up foralbmeats and no dentures were lo |

If continuarion shest Page 14 of 21
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F 279 Continued From page 11 F 275

" be worn. Further review of the Comprehensive

- Ptan of Care reveated there was no care ptan in

- ptace to address this residenf's dysphagia and
need for supervision white eating.

t tnterview, on 04/19/13 at 11:00 AM, with the MDS .
. Coordinator Assistant revealed she had
completed Resident #6's last MDS and Care
Plan. She stated she did not necessarily check
. the speech therapy notes when developing the
care plan because if there was a probtem she
would receive a referral from speech therapy or
other therapies. She stated she was aware the
. resident was not to have denlures due to a
. choking episode in the past retated to the
“dentures and she had care ptanned that;
however, she was unaware of the need for a care :
- plan retated to dysphagia and the need for :
supervision while eating, - ;
F 281" 483 20(k)(3)(i) SERVICES PROVIDED MEET ; Fa81 1. Resident # 7 compteted antibiotic

=y T, :
59°D: PROFESSIONAL STANDARDS itrerapy as ordered on 4/17/13 with a
maintenance dosce started on 4/18/13,

The services provided or arranged by the facitity ; : ;
‘ ' ’ : ‘e any adverse
fessi i Resident did not have iny
st meetprofessionat standards of quatly ; f elfects nated from starting the
antibiotic on 4711713 in ptace of
4/1(1/13.
| This REQUIREMENT is not met as evidenced . ¢ 2. Physician orders writlen in the tast 14‘
| by. days were reviewed by the Director of
' Based on interview, record raview and review of Nursing’{}n May 7, 2{)13,;0 Lc;rauu, :
facitity policy it was determined the facitity faited . prompt rmgﬂ.e.menlr}lron of orders
i with no additionat issues identitied.

. o ensure services provided by the facitity met :
professionat standards of quality for one {1) of
- eighteen (18) sampted residents (Resident #7).

Physician's Orders were received for Macrobid
* (antibiotic medicalion) for recurrent Urinary Tract
If sonlinnation sheel Page 12 of 21
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F 281 Continued From page 12
tnfections (UT1) for Resident #7 on 04/1 013,

flowever, there was no documented evidence the :

 medicalion was started untit 04/11/13.

~ The findings inctude:

1. Review of Resident #7's medical record
revealed diagnoses which included Atzheirmer's
Disease and a History of Urinary Tract tnfections
(UTr's). Review of the Admission Minimum Data
: Set (MDS) Assessment, dated 03/21/1 3,
: revealed the facility assessed the resident as

having a Brief Interview for Mentat Status (BIMS)

score of three (3) out of fifteen (15). Further
review reveated the facitity assessed the resident
as having frequent incontinence of howet and
bladder and as having a UTt in the past thirty {30) .

" days.

+ Review of the Comprehensive Ptan of Care, :
dated 04/10/13, reveated the resident had a UTt !

" with an approach for the antibiotic to be
administered as ordered,

‘Review of the Physician's COrders, dated

- 04/10M1,3 reveated orders for

- Macrobid twice a day for seven {7) days, then
, daily for twenty-eight (28) days,

: Review of the Medication Adninistration Record
{MAR), dated 04/10, reveated the medicalion was |
not started untit 04/11/13 at 8:00 AM. ,

 Interview, on 04/19/13 at 9:00 AM, with Licensed

. Praclicat Nurse (LPN) #4 revealed she had
obtained the Physictan's Order for the Macrobid

. on 04/10/13. She checked the emergancy box

- and stated she coutd have putted the medication

1

regarding foltowing physician rrders
promptly wilt be compteled by the
Staft Develtopment Coordinator on
May 14, 2013,

" 4. Anaudit of new physician orders wilt
be completed by the Direciar of
Nursing or Assistant Direclor of
Nursing 1o ensure physicim orders
were prompity imptemented s
writlen <tiily X one manth, then
monthty X 3. Results of these qudits
will be reported (o the Performance
Improvement Commitice,

5. Completion Date: May 30, 2013

If conlinuation shaal Page 13of 21
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F 281 Continued From page 13 F281i
 from the emergency box because Macrobid was '
" kept in the emergency box. She stated she ‘
“thought the medication could be started the next !
i day. i ‘
Interview, on 04/19/13 at 9:15 AM, with the i
* Director of Nursing revealed it was her !
» expectation that antibiotics were 1o be started as i
- S00n as they were prescribed. She stated the ;
“Macrobid coutd have been putted from the
i emergency box. ! ;
F 282, 483.20(k i) SERVICE, tFt i : . .
2,48 (OB SERVICES BY QUALIF ED ‘I F 282 1. Restdent # G receives weekly vilal

58:0 PERSONS/PER CARE PLAN i

i The services provided or arranged by the factity
: must be provided by qualifled persons in ;
accordance with each resident’s written plan of

‘care. ;

1
i

: This REQUIREMENT is not met as evidenced
by

' Based on intervtew and record review it was i

' determined the:facitity failed ty ensure services

. Were provided by the- facifr'ty.m.accorvdanceawﬂp :

‘ eachresident's written-Plan of Care for ong (1) of |

" eighteen (18) sampled residents {Resident #6). |

. Atthough Resident #6 was receiving two (2)
* antt-hypertensive redications, theYe was no
- documented evidence the resident's vitat signs
; were routinely being obtained and monitored as

_per the Ptan of Care.

i The findings inctude- i5

i sign assessrents retated to his use of
! anti-hypertensive medications, This
resident did not have any adverse
etfects o btood pressure ot heing
oblafired,

2. Al residents bave the putantial 1o he
aftected by this practice. A H0%
audft of afl resident chirting witl he
compteled by the Nursing

. Managemcint 1o ensure tinely

implementation of careptan

; interventions, and concerns idemified ;

actdressed, by May 30, 2013, ‘

'3 Al Licensed Staflf will be educated
regarding ensuring services are
pravided in accordinee with each
resident’s written ptan of care and
assessment and chirting requiremcrrts;

If continuation shaat Page 14 of 21
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1. Review of Resident #6's medieat record
Ireveated diagnoses which included Demenlia,
; Chronic Renat Disease, and Hypertension. ‘
- Revlew of the Significant Change Minimum Data
' Set (MDS) Assessment, dated 03/28/13,reveated !
*the facitity assessed the resident as having a

- Brief tnterview for Mentat Statys (BIMS) of three
. (3)out of fifteen (18} indicating the resident had

" cognitive mpatrment.

: Review of the Comprehensive Plan of Care,

. dated 03/28/13, reveated Resident #6 was at rigk

*for atteration cardiac status due to diagnoses of

' Mypertension, Hyperttpidemia, Congeslive Heart

: Failure, and a History of Cerebrat Vascutar

 Accident (CVA) in the past. The approaches

' mcluded; observe for signs and symptoms of

+ hypotension, observe for cardiac distress, vitat

- 5igns as needsd, medications ag ordered, and
notify Physician of any cardlac fssues and treat ag !

fordered. !

1
1

; Review of the monthty Physician’s Orders, dated
04/13, reveated medications ordered for ;
i Hypertension inctuding Lisinoprit 10 mitigrams
1 (mg's) every day, and Lopressor 25 my's every |
. day.

1

 Interview with Licensed Practicat Nurse (LPN) #5, |
;0N 04/18/13 at 9:30 AM, who was assigned to |
the resident revealed the fast vitat signs obtained |
fon the resident was 03/08/13. 8he glated vitat

i 8igns were to be obtained weekly and

- documented on the weekly assessment for alt

' residents angd there was a schedule the nurses
“went by to ensure this was done,

' Interview, on 04/19/13 a1 10:45 AM, with the

4
1

|

i
1

j'
i on May 14, 2013,

by the Statf Devetopinent Coordinator

f 4. Carcplan interventians wilt be audited :
; hy the Director of Nursing, Assistant
| Dircctlor of Nursing, anct Staft

Bevetoptnent Coordinitor to ensine
imerverttions stre implemented as
writterr duily X 4 weeks, then monthty
! X 3 months, Resutts of aadits will he

| reported to the Pertormiance

{ Iniprovemem Commitice.

I

Completion Date: May 34, 2013
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Director of Nursing reveated vital signs were to be '
~obtained weekty for aft residents and documented ,
"in the weekly notes. She stated she did not
: realize this was not being done because she had
a set schedute the nurses were to check to see
which residents were scheduted for vital signs
and a weekly assessment during therr shift. :
F 431 483.60(b), (d) {e) DRUG RECORDS F 431 - —
"OR! y Medication Rooms mict Medications
$8<D : LABEL/STORE DRUGS & BIOLOGICALS Caris were cteaned and arganized 1o

* The facitity must emptoy or obtain the services of |

: a licensed pharmacist who establishes a system

- of records of receipt and disposition of alt
controlted drugs in sufficient detait to enabte an
accurate reconcitiation; and determines that drug

_records are in order and ttiat an account of att ‘
controtted drugs is maintained and periodicatty

‘reconcited.

- Drugs and biologicats used in the facitity must be |
“labeted in sccordance with currently accepted
: professionat principtes, and include the
: appropriate accessory and cautiorary

instructions, and the expiration date when

" applicaple.

tn accordance with State and Federat taws, the
facitity must store alt drugs and biologicats in
tocked compartments under proper temperature |
. controts, and permit onty authorized personnet to ;
have access to the keys. A

The facitity must provide separately tocked, _
. permanentty affixed compartments for storage of ;
“controfied drugs listed in Schedute tt of the
. Comprehensive Drug Abuse Pravention and
- Controt Act of 1976 and other drugs subiect to
. abuse, except when the facitity uses stngte unit

ensure medications aid biotogicat
were stored in saccordance with state
and federat taws and pelicy on Aprit

t6, 2013, npon notification by
surveyors.

nolification by surveyors,

All Medication and Biotogical storage
arcas were assessed 10 ensure proper
storage of medication and biologicnt
product on April 14, 2013, upon

3. Medication Storage and Biotogical
slorage poticies were reviewed and
staff education wilt be provided by the
Statt Development Coordinator by '
May 14, 2013, Cleaning Schedute for
Mcdication Carts and Rooms were
impltemented on Aprit 22, 2013,

4. Audits to ensure proper medication
and biotugical storage including,

If continualion sheel Page 16 of 21
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F 431 - Cortinued From page 16
- package drug distribution systems in which the
“guantity stored is minimat and a mnissing dose can'
be readily detected.

This REQUIREMENT s not met as eviderced

- by:

Based on observation, interview and review of
the facitity poticy it was determined the facitity
faited to ensure medications and biotogicat used

“1n the facitity were stored in accordance with state
and federat taws and per the facitity policy. :
Observations, on 04/16/13, reveated the

ternperature fogs for the medication refrigerators
were not raintained for three (3) of the six {6)

: medication carts. Further observalion reveated

- dried liquid in the drawers and on the outer watt of ;
the cart, food items and fnedications were found

. stored together and with chemicals, the
emergency medication boxes were found without !
the ptastic zip tie tocks in ptace, waler was 4
dripping onto medications stored in the

- medication refrigerator on the South Unit, and a
bag of intravenous (tV) ftuids and tubing was
found stored on the floor of the medication room,

- The findings inctude:

Review of the facitity Medication Storage and !
Security, dated 06/06, reveated medicalions and |
. biotogicals was to be stored safely and securety,
. Further review revealed oralty administered
medications were to be kepl separate from
- exlernatty used medications {e.g., suppositorigs,
tiquids, totions, and tabtets), and was atso not to
. be stored in the same area as food ftems.
Further review reveated potentiatty harmfut

cteantiness af medication cirts,
temperatures of refrigerators, proper
organization of Medication rooms witt
be condacted by the Director of
Nursing, Assistant Direclor of

Nursing,
Coordim

or Stait Development
tar daily for 30 days, then

weekty X 4, Results of nudits will he

reported

o the Perforipance

Impravement commitiee.

5. Completion Date: May 30, 2013
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F 431" Continued From page 17 F431]
" substances, (e.g. househotd poisons, cleaning :
i supplies, and disinfectants) was to be clearty

; identified and stored in a tocked area separalely

form medications and other biologicals, Further

" review revealed medlcations requiring j

: refrigeralion was to be kept in a refrigerator with a .
_therrnometer, which altower] for the temperature !

"to be monitored.

i 1. Observatton of the medication room onthe ;
. West unit, on 04/16/13 at 4:30 PM, reveated four ;
" (4) emergency boxes without the plastic zip tie '
i lack in ptace, a bag of soft peppermints, and a .
. Package of peanut butter and crackers on the ,
same sheif as a box of Ltdoderm patches. :
t Further observation reveated twelve (12) boxes of |
; orat medications on a different shelf, three (3) :
; open conlatners of super-sani wipes on the same :
. shelf as a case of caned sodas and a box of ?
' swiss rotes. Further Observation on the West unit -
; revealed medication cart A had a bottte of guid
“medtcation in the same drawer as orat tablet and ,
 capsule medications, an orange cotored dried '
i substance on the bottom of one of the drawers,
- and yeltow beads tose in the bottom of a drawer
- with a dried brown substance throughout the
* bottom of the drawer, F urther observation .
; reveated medication cart B had a dried thick while : ‘
' subslance in one of the drawers as well as down .
! the side of the medication cart; a bottle of tiquid
i medication in the same drawer as oral fablet and :
" caps ute medications and a package which j
 contalned a capsute with brown fiquid on the

oulside of the package. |

! Interview with Licensed Practicat Nurse (LPN) #6, .
- on 04/16/13 at 4:40 PM, reveated he did not know . i
. who was responsible for cleaning the medicatlon i :
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F 431, Continued From page 18 . F431
. carts. He further stated tiquid medications shoutd ;
“not be stored in the same drawer as oral tablet .
" and capsute medications and the spitted liguids
: should have been cleaned as soon as they were
spitted. He further stated he shoutd have
 reptaced the plastic zip tie tocks on the
| emnergency medication boxes after removing
medications for a resident. Further interview
reveated the yettow beads in the drawer came out
: of a broken medication capsute and shoutd have
- been cleaned out of the medication cart as soon :
- @s the capsute broke. He further stated the food '
"iterns in the medication room shoutd not be
' stored with- medications or chemicats.

}

"2 Observation of the medication room on the
“North upit, on 04/16/13 at 5:40 PM, revealed two

- (2) botttes of Virex T8 solution on the same shelf |
, @s aresidenf’s box of saltine crackers and i
" twenly-four (24) pack of canned sodas,

! Additionat observalion reveated three (3)

i etnergency medication boxes wittiout 3 zip tie
_tock in place.

?
Interview with LEN #7, on 04/16/13 at 5:40 PM,

_revealed food items should not be stored with
' medications or chemicats. Further interview

: revealed after a medicalion was taken out of the ,

. émergency medicalion box, the plastic zip tie tock ‘
" should. atways be reptaced. ! ;

; 3. Observalton of the medicatton room on the

: South untt, op 04/16/13 at 6:00 PM, revealed a
" bag of IV flutds and tubtng on the flosr in the

: medication room: water dripping on the .
. Medication tabets in the medtcation refrigerator; a ;
plastic spray bottfe of Comet Bleach cleaner on |
! the same shelf as boxes of ostomy suppties and

If continualion sheel Page 19027

Evenl ID: X632 11 Facifity 10: 100376

FORM CMS-2567(02-98) Previous verslons Obsolsle



] DEPARTMENT OF HEALTH AND HUMAN SERVICES

Bozern42

PRINTED: 058/03/2013
FORM APPROVED
OMB NQ. 0938-0391

{X3) OATE SURVEY

X1y PRO VIDER/SUPPLIERICLIA

STATEMENT OF CEr ICIENCIES
IDENTIFICATION NUMBER:

{ CENTERS FOR MEDICARE & MEDICAID SERVICES
K ANO PLAN OF CORRECTION

185185

NAME OF PROVIOER OR SUPPLIER
LIFE CARE CENTER OF MOREHEAD

SUMMARY STATEMENT OF OEFICHENCIES
EACH DEFICIENGY MDST O PRECEDEO @Y FULL !

(X410 i
REGULATORY OR LSC IGENTIFYING INFORMATION)

PREFIX
TAG

F431 : Continued From page 19
, @ box of resident swiss rotes and two (2) targe
" bags with in house stock Bisacodyt suppositortes _
" sitting on top of ptastlc bags of lose tobacce; and !
f @ package of peeps sitting on top of the ;
; emergency nedication box,

" Interview with LPN #8, on 04/16/12 at 6:00 PM,

i reveated the V fluids and tubtng shoutd not have ;
. been stored on the fioor of the edication room.
- Further interview revealed the medications in the |
' medtcation refrigerator shoyld have been stored
M a manner which would have protected thern :
: from the dripping water. She further stated food

. iterns and medications shoutd not be stored
"together and neither item should ever be stored

' on the same shelf as a chemical. ;

i

BON, on 04/17/13 at 10:00 AM, |

; terview with the
“revealed third shift was to document the

! temperatures of the medicalion refrigerators ;
revery night. She further stated the medications in ,
- Ihe refrigerator on the South Unit shoutd have
“been stored in a manner which protecled them
“from the dripptng water. Further interyview

i revealed third shift was 1o clean the mexication
; Carls every week; however, if a nurse spited :
“something in or on the medication cart f was thsir |
I responsibitity to ctean the cart. Further interview !
: revealed food items and medications were tg

, ever be stored together on the same shetf, and
' was never be slored on the same shelf ag a

‘ chemical. She further stated medication was to
i never be stored on the floor of the medication

. room. Further interview revealed after a nurse

‘ took the plaslic zZip tie tock off of an emergency

t medicatton box that they shoutd reptace the
 ptastic zip e tock im mediately after removing a

; Mmedicatton,

i

3
1
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T ;
K 000 ! INITIAL COMMENTS ' Kooo

?‘ CFR: 42 CFR 483.70(a)
IE Building: 01 o
‘:— Survey under: NFPA 101 (2000 Edition)

Plan approvat: 1967, 1 aro

i. Facility type: SNF/NE

f Type of structure: Type il (211} Protectad ;
“l Smoke Compartment: £ ight (8) |
. ;

i _
 Fire Alarm: Complete fre alanm with heat and i :
' smoke detectors in corridors and resident rooms | i
t on North and South Wings, all corridors on East ! ?
; and West Wing (software upgrade: 2011) f ]

' Sprinkier System: Complete sprinkier systerm ; i
(dry) ’

Gernerator: Type If powered by Natural Gas with | !
: Propane backup.

I
; ALife Safety Code survey wag Conducted on : i
" 04/18/13 with no deficiencies cited. f ;

! g )
LABORATORY ORECTOR" y (8} *PLIER REPRE SENTATIVE'S SIGNATURE TITLE X6) DATE
% INTER LM EXEcuTye PIRECTEN. 5%94)3

instilulion may be excusad from corraching providiag if Is defarmineq thaf
ficien| protpction fo th palients. (Ses inslructions. ) Excepl.{or nursing homes, the findings stated above are disclosable 80 days

Tollowing (ha dale of Survay wheflhier or Al a plan corraciion Is provided. For aursing homas, [he above findings and pians of correction are dlsclosabla 14

days following the dafe if:ese documenls dngn. @ available lo fha facilily. 1t deticlencles ara dllad, an approved plan of correcijon is raquisite fo cantinueg

program participaljor:,
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