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F 000 | INITIAL COMMENTS F 000 RESPONSE PREFACE
An annual survey and abbreviated surveys { KY Lake Way acknowledges receipt of
07/49/11 through 07/24/11 and a Life Safety ) . e
Code survey was conducted on 07/19/11 to PrOpOses this Plan of Correction to
determine the facifity's compliance with Federal the extent that the summary of
requirements, The facility was not in compliance / findings is factually correct and in
with Eederai regulations with deficiencies cited af order to maintain compliance with
the highest S/§ of an "F." KY #16627 and KY licable rul d provisi £
#16457 were substantiated with deficiencies app %Ca € ruics an p.1ov1310n 0
cited. ‘ quality of care of the residents. The
F 225 | 483.13(c) 1 }i-Gii), (£)(2) - (4) F 225 Plan of Correction is submitted as a
ss=E | INVESTIGATE/REPORT written allegation of compliance.

ALLEGATIONS/INDIVIDUALS

The facility must noi employ individuals who have Lake Way’s response the Statement

been found guilty of abusing, neglecting, or of Deficiencies and Plan of
mistreating residents by a court of law; or have Correction does not denote
had a finding entered into the State nurse aide .

agreement with the Statement of

registry concerning abuse, neglect, mistreatment

of residents or misappropriation of their property; Deficiencies nor does it constitute an

and report any knowledge it has. of actions by a admission that any deficiency is
court of law against an employee, which would . § 7
indicate unfitness for service as a nurse aide or accurate, Furt_hei’ Lake W a'y
other facility staff to.the State nurse aide registry reserves the right to  submit
or licensing authorities. documentation to refute any of the
N o stated deficiencies of this Statement
The facility must ensure that all alleged violations £ Defici . hp W informal
involving mistreatment, neglect, or abuse, O' ¢ ICIGHCISS_ through  Informa
including injuries of unknown source and dispute resolution, formal appeal
misappropriation of resident property are reported procedure and/or any administrative
immediatety to the administrator of the {facility and . . ;
{o ofther officials in accordance with State taw ot Eegal ploceedmg.
through established procedures (including to the i
State survey and certification agency). 1. Resident number 22 no longer a

The facil : ’ Lo resident in the facility, therefore no
e facility must have evidence thal all alleged corrective action could be

violations are thoroughly investigated, and must . . .
accomplished for him/her. Resident
LABORATORZW'S OR PROVIDER/SUFPFLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

L) B (P spnistigon) 2o

Any defisiency sl;temenl ending with an dstdrisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
olher safeguards provide sufficient protecligh to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correciion is provided. For nursing homes, the above findings end plans of correction are disclosabie 14
days following the date ihese documents are made available (o the faciiity, If deficiencies are cited, an approved plan of correction is requisite 1o continued

program participation,
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F 225 | Continued From page 1 fo2sinumber 3’s Lortab order DC’d
prevent furlher potential abuse while the 9/9/2010 due to non-use. Resident
investigation is in progress. number 6 assessed b)’ DON on
The results of alf investigations must be reported 51 8/2(_)1 ! fOT‘ -111_.]UI‘ICS related to
to the administrator or his designated allegation; no injurtes noted. .
representaiive and fo other officials in accordance 2. All residents have the potential to

/ w#th. Stat‘e law (mchdlr:ng Ito the Sta?te survey and be affected b)’ this deficient practice.
certification agency) within 5 working days of the C have b ected and
incident, and if the alleged violation is verified (.)ncems' 1ave been Correc
appropriate corrective action must be taken. will monttor as stated below.

3. In-services initiated 7/22/2011

and will be continued through
This REQUIREMENT is not met as evidenced 8/19/2011 on policy and procedure
by: for reporting abuse, neglect and
Based on interviews and record reviews, it was misappropriation of resident
determined, the facility failed to ensure alleged . . , :
viofations which involved abuse and the property. An) St_aff IlO.t attending
misappropriation of resident property for two SChedu}e_d in-service will not be
residents (#3 & #6 ), in the selected sample of 17, allowed to work until they have been
and for one resident {#?2), no!_ in the selected in-serviced. All new hires will be
sample, were reported immediately o the trained duri entation
Administrator of the facility and other officials in ramned during ore oo .
accordance with State law through established 4, Weekly QA audits of Incident
procedures. In Seplember 2010, Resident #3 Reports and 24 Nursing Report will
was ldeqttﬁed to be mngsmg -54 Lortab pa_un.p:lis be performéd to ensure that all
and Resident #22 was identified to be missing 30 R f b 1
Lortab pain pilts. The facility failed to implement allegations ~ of ~ abuse, neglect,
the policy in regards to the misappropriation of misappropriation of resident property
the residents' property related to the missing are 1'ep01'ted per policy and
Lortabs. Additionally, State Registered Nurse rocedure. to include post-fall skin
Aide (SRNA) #3 observed SRNA #5 handle p ’ po! ‘
Resident #6 roughly and usa profanity during assessments. Concel'nShSS'UffS will
provision of marning care. SRNA #3 failed to be reported to the Administirator
report the Encidept immediately to.he.r supervisor immediately. Findings will  be
and the nurse failed to report the incident to the eviewed 1 the Executive QA
Administrator until three days later. The facility rey l.e“? n . ¢
failed to implement the policy in regards to Committee meeting quarterly, 09/02/11
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reporting abuse to the appropriate agencies af
the time of the inctdent.

Findings include:

A review of the facility's policy, "Abuse, Neglect,
or Misappropriation of Resident Property," dated
02/09, revealed "the Administrator shall ensure
the Division of Licensure and Regulation and the
Department of Social Services, Adult Projective
Services will be nofified immediately of all
complaints of abuse, neglect, including injuries of
unknown origin, or misappropriation of property.
Employees shalf immediately report such
allegations 1o the Administrator who will ensure
the Cabinet is notified in accordance with KRS
209.030, as amended, Al such allegations will be
investigated and action taken as necessary to
prevent further potential abuse while the
investigation is in progress.”

1. A record review revealed Resident #3 was
admitted to the facility on 11/11/03 with diagnoses
to include History of Traumatic Fracture Left
Femur, Constipation and Dysphagia.

A review of the physician's orders, dated 09/01/10
through 09/30/10, revealed "Lortab 10/500
milligrams {mg} by mouth {po} two times a day as
needed (PRN} for pain.” .

2. Arecord review revealed Resident #22 was
admitted to the facility on 08/17/05 with diagnoses
to include Peripheral Vascular Disease, Anxiety,
Depressive Disorder and Cerebrovascular
Disease.

A review of the physician's orders, dated 08/01/10

BENTON, KY 42025
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through 05/30/10, revealed "Lortab 10/500 mg
one tablet po every six hours PRN for pain.”

An interview with the Assistant Director of
Nursing (ADON), on 07/21/11 at 12:50 PM,
revealed there was a question about the number
of Lortabs available for Resident #3. Afier he was ;
made aware, he informed the Director of Nursing :

(DON). He revealed the DON and Administrator
investigated the incident, but he was unaware of
the outcome.

An inferview with the DON, on 07/21/11 at 8:08
AM, revealed, during the holiday weekend, the
ADON reported there were Lorlab pain pills
missing from two different residents (#3 and #22).
The ADON informed her a Kenfucky Medication
Aide {KMA} (no tonger employed at the facility}
thought it was a paper work issue related fo
discontinued Lortabs and the removal of the
medications from the medication cart. The DON
revealed she sent the former Administrator a fex!
message regarding the issue of the missing
Lortabs. She stated the former Administrator
responded in a text message "if they do not show
up, then we will start an investigation”. The DON
stated she returned to work on 059/07/10, and the
Lortabs were not accounted for and the staff
could not focate them. She interviewed siaff who
worked the day the Lortabs were identified to be
missing on the West wing. She stated Resident
#3 had 54 Lortabs missing and Resident #22 had
30 Lortabs missing. She coniacted the two
suppliers of medication for the facility and
determined the local pharmacy delivered the
Lortabs to the facility. She stated she reviewed
packing slips from the local pharmacy and
determined they delivered Lorlabs to the facility
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on one day. Two fo three days later, the
pharmacy sent another set of Lortabs {o the
facility. The DON stated Registered Nurse (RN}
#2 reordered the Lortabs from the local pharmacy
retated to facility staff who reported the residents'
medicaticn was not avallable. She was unable to
identify who took the Lortabs. The DON siated /
she did not report the incident of the missing
Lortabs to the appropriate agencies when the .
incident happened in 09/10.

An interview with the former Administrator, on
07121711 al 1:16 PM, revealed there were no
Lortabs missing in September. She stated a
former employee alleged she and the DON did
not report missing Lortabs to the corperation.
She stated she was off for twoe months while the
DON cenducted an investigation., She was
informed the packing slips matched whatl was on
the count sheets. She stated, "t did not feel or
deem it necessary to call in missing Lortabs.
There were not any pills missing. That's how i
saw it and how | called it". Additionally, the facility
did not conduct drug testing at that time for the
staff because there were no missing Lortabs.

An interview with the Regional Vice President, on
07/21/11 at 11:15 AM, revealed he received a calf
from the Corperate Nurse in regards to the
missing Lortabs. He stated when he returned to
the facility, an investigator frem the North
Carolina office was In the facility to investigate the
incident. He stated the facility should report the
incident to the appropriate agencies and the
former Administrator was responsible {o report at
the fime of the incident in September.

3. A record review revealed Resident #6 was
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admitted fo the facifity on 03/11/05 with diagnoses
to include Senile Dementia, Dysphagia, Anxiety,
Chronic Renal Disease and Psychosis.

A review of Resident #6's annual MDS, dated
05/13/11, revealed the resident's cognitive skilts
to/be moderately impaired and required extensive
assistance with dressing and transfers. Verbal
and physical behaviors toward others were
exhibited.

A review of the facility's final investigation repor,
dated 05/18/11, revealed that on 05/15/11, SRNA
#3 witnessed SRNA #5 to be "rough" while
assisting to dress Resident #5 prior to the
breakfast meal. He/she jerked Resident #6's arm
and used profanity. SRNA #3 reported the
altlegation to Licensed Practical Nurse (LPN) #13,
who failed to report the allegation to the
Administrator until three days later, on 05/18/11.
Witness statements were oblained from the staff
who worked the area the day the allegation was
maoce.

An interview with SRNA #3, on 07/20/11 at 1:42
PM, revealed Resident #6 was often resistive to
care. On 05/15/11, she witnessed SRNA #5 jerk
Resident #6's arm away during care and SRNA
#5 voiced profanity. SRNA #3 reported the
allegation to LPN #13 two hours later, afier she
finished with resident care, which she stated
should be reported as soon as the incident
occurred.

A review of SRNA #5's personnel fite revealed
termination on 05/18/11, due to inappropriate
language and being unnecessarily rough with a
resident. A review of LPN #13's personnel file,

F 225
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revealed, on 05/18/11, she was suspended for
three days for failure to report an allegation of
abuse in a fimely manner. On 05/23/11, she was
terminated due to the failure fo follow policy and
procedure in regard to reporting aliegations.

An inferview with SRNA #5, on 07/21/11 at 10:33 /
A, revealed he was terminated from the facility
in regards o an aliegation of abuse, but denied
any verbal inappropriateness or "roughness” with
Resident #6.

An interview with the DON, on 07/21/11 at 5:28
PM, revealed she expected the nursing assistanis
to report aliegations of abuse to the Charge
Nurse, and expected the nurse to report an
allegation of abuse immediately to her and other
responsible parties.

An interview with the Administrator, on 07/21/%1
al 5:55 PM, revealed she expected the Charge
Nurse fo report an allegation of abuse

immediately to her and other responsible parties. i
1. A new fall risk assessment

F 225 | 463.13{c) DEVELOP/MPLMENT F 226
$8=D | ABUSE/NEGLEGT, ETC POLICIES completed on  7/20/2011  after
The facili  dovel 4 o it 7/19/2011 fall on resident number
e facility must develop and implement writien e . . ‘
policies and procedures that prohibit 10’ incident .IepOIt . .compleled
mistreatment, neglect, and abuse of residents 7/21/2011 regarding bruising, due to
and misappropriation of resident property. area of body affected by fall on

7/19/2011. Bruising not suspicious in
nature. Resident was DC’d from

This REQUIREMENT is nof met as evidenced A
physical therapy on 7/13/2011.

by:

Based on observation, record review and Resident is currently on a
interviews, the facilily failed to ensure Restorative Nursing Program seven
policies/procedures were implemented related to d k for AROM botl
bruising of unknown origin for one resident (#10}, ays a wee o1 to both
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F 226 | Continued From page 7 F 226/ lower extremities and is ambulated
in the selected sample of 17, with 1 assist.
o 2. All residents have the potential to
Findings include: be affected by deficient practice
A record review revealed Resident #10 was concern has been corrected and will
admitted fo the facility on 5/18/2011 with |monitor as stated below; 100% skin
diagnoses to include Alzheimer's Disease, assessment was completed by charge
Dementia, Hyperiension, Chronic Airway nurses on 8/11/2011 to identify an
Obstruction and History of Falls. o Y
bruising that has not been
A review of the comprehensive care plan, dated 1‘ep01ted/investigated. No new areas
06/16/11, revealed staff were 1o provide one found
person constant guidance and physical e '
assistance with fransfers. 3. I.n—se1 vice initiated 8/5/2011 and
continues through 8/19/2011 for all
A:;ev/i\eh\;‘v ofthe1nur5:s' notes, dated G7l1f9!1f1 ai nursing staff b)’ DON and SDC on
7:36 , revealed there was evidence of a faded ; . s . .
bruise on the resident's left lower buttock. There pe% fOI'mll.lg skin 1Flspectf0ns duung
was no evidence in the nurses’ notes related to a daily care, reporting, treatment as
bruise on the left side of the mid-back or elbow. applicable,  Licensed nurses have
, , been in-serviced on completion of
An observation of a skin assessment, on Incident Reporis d t-incident
07/20/11 at 1:35 PM, with Licensed Practical P and. pos :
Nurse {(LPN} #9, revealed a farge deep purple follow-up assessments and
bruise on the left side of the mid-back, a faded documentation. Any staff not
bruise on the left lower buttock, and a deep attending scheduled in-service will
purple nickel-sized bruise on the lef inner elbow. b lowed K 1 they
LPN #9 revealed the bruising was from a not be a _OV‘e t_O work unti t.le}
previous fall, but could not indicate a date of the have been in-serviced. All new hires
fall. There was no evidence of an invesligation will be trained during orientation.
related to the bruises on the elbow or the 4 QA Nurse to perform 10 random
mid-back. to. .
audits a week X 4 on Incident
An interview with LPN #4, on 07/21/11 at 8:43 Reports and 24 hour Nursing Report
AM, revealed she was unaware how Resident to ensure follow-up assessments and
#10 sustained a bruise o the [eft side mid-back, documentation are complete: then
but stated hefshe got up and down on histher ! pete; ¢
own. weekly X 4 weeks; then monthly X 3
months. Corrections will be made as
FORM CMS-2557(02-99) Previous Versions Obsolete Evenl ID;EBGIT1 Feciity 1D; 100514 If continuation sheet Page 8 of 23
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An interview with Registered Nurse (RN} #2, on
07/21/11 at 8:55 AM, revealed at the time of the
fall on 07/19/11, she did not observe a bruise on
the resident’s left side mid-back.

An interview with State Registered Nurse Aide
(SRNA) #6, on 07/21/11 at 1:44 PM, revealed the
bruise on the resident's left side mid-back was
present for several days.

An interview with SRNA #14, on 07/21/11 at 2:50
PM, revealed there was a bruise on Resident
#10's mid-back for several days, but was unable
to state the exact date the bruise occurred.
SRMNA #14 revealed she was expected to report
bruising and skin tears to the Charge Nurse,

An interview with LPN #6, on 07/21/11 at 2:45
PM, revealed weekly skin assessments were not
completed as scheduled. She stated findings
were reported by the staff during daily care. The
nurse assigned to the hall was to look at the skin
and make a note of the findings. if an area was
identified, an incident report was to be filled out.

An interview with the Director of Nursing (DON]),
on 07/21/11 at 5:20 PM, revealed charting was
done by exception and there was not a specific
policy on completion of skin assessments. She
verbalized her expectation was for staff to report
findings to the Charge Nurse and an incident
report was to be completed. If a cause was not
determined, an investigation was to be
conducted. The DON verbalized there should be
documentation in the charl once a bruise was
identified. She was unable to provide any
documentiation or assessment of the bruise on

FORM CMS-2567(02-99) Previous Versions Obsolala Event 1D:E8G811

[a] PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH CORRECTIVE ACTION SHOLULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 226] applicable. Findings will be
reviewed monthly by DON and
reports reviewed by Executive QA
Committee quarterly.
9/02/11
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the resident's left side mid-back, or an
investigation which indicated the cause of the
bruising.

F 323 | 483.25(h) FREE QOF ACCIDENT

s5=£ | HAZARDS/SUPERVISION/DEVICES

The fatility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequale supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews and record
reviews, the facilily failed to ensure the
environment was free from accident hazards as is
possible, for two residents (#4 and #7}, in the
selecled sample of 17, and for three residents
(#20, #21 and #23), not in the selected sample.
Unsupervised medications were observed in
Residen{ #4's possession and Resident #20's
possession, a cigarette lighter for Resident #7
was not safely secured, three razors for Resident
#21 were not safely secured, and the staff failed
to respond to Resident #23's chair alarm in a
timely manner.

Findings incfude;

1. A record review revealed Resident #4 was
admiited to the facility on 05/02/11 with diagnoses
to include Malaise/Fatigue, Lack of Coordination,
Senile Dementia, Depression and History of Falls.

F226

F oz 1. All hazardous devices have been

removed from resident number 4, 20,
and 21 rooms. Resident number 7 no
longer a resident of facility therefore
no corrective action is needed.
Resident number 23 screened for
therapy services — 8/8/2011, physical
therapy to treat X 30 days to inciude
gait training etc. due to multiple
falls,

2. All residents have the potential to
be affected by deficient practice. All
resident rooms searched for unsafe
items such as sharps, medications,
lighters, inappropriate liquids such as
peroxide, alcohol etc by Admissions
Coordinator/LPN  on  7/21/2011.
Concern has been corrected and will
be monitored as stated below,

3. In-services initiated to all nursing
on 8/5/2011 and continues through
8/19/2011 by QA Nurse and SDC on
responding to all alarms promptly;
on monitoring residents environment
to be as free of accident hazards as
possible, and by providing adequate
supervision and assistive devices to
prevent accidents. Resident’s
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PROVIDER'S PLAN OF CORRECTION

An observation, on 07/19/11 at 4:15 PM, revealed
Resident #4 was sitting in histher room with a
bottle of hydrogen peroxide up to hisfher mouth.
The resident was observed 1o swish the liquid
around in his/her mouth and spit the liquid in the
sink. Resident #4 returned the bottle of hydrogen
peroxide to the right side of the drawer beneath
the sink. The bottle had the resident's name on it,
but no opened date. The expiration date was
08/13.

An interview with Nurse Aide (NA} #2, on
07/19/11 at 4:20 PM, revealed the hydrogen
peroxide was not something the resident should
store in his/her room.

An interview with the Assistant Director of
Nursing (ADON}, on 07/19/11 at 4:40 PM,
revealed hydrogen peroxide was not kept in the
building and stated "| have no idea how the
resident got it."”

2. Arecord review reveazled Resident #20 was
admitted to the facility on 07/19/11 with diagnoses
{o include Cardiac Dysrhythmias, Dementia,
Hyperiension, Chronic Kidney Disease,
Alzheimer's Disease, Hypothyroidism and Steep
Apnea. ‘

An observation of a medication pass, on 07/20/11
at 8:20 AM, with Kentucky Medication Aide (KA}
#t4 revealed Resident #20 was scheduled to take
Cozaar 25 milligrams {mg} by mouth (po), Lopid
800 mg po, Pepcid 20 mg po, Aggrenox 200
mg/Aspirin 25 mg po, Exelon 4.6 mg/24 hour
patch, Imdur 30 mg po, and Sectral 200 mg po.
When KMA #t4 took the medications to administer
to the resident, he/she revealed, "1 got my own

locked box and signed “in” and “out”
when used by resident.  Charge
nurses will account {for each
lighter/cigarettes at shift change.
Admission Coordinator will review
this with residents and families
during the admission process. Any
staff not attending scheduled in-
service will not be allowed to work
until they have been in-serviced. All
new hires will be trained during
orientation.

4, Weekly audits to be performed
on response time on alarms X 4
weeks per QA nurse; then monthly X
4 months. Results of audits will be
reviewed by Administrator and DON
monthly. QOutcomes will  be
reviewed by  Executive QA
Committee, quarterly.

(X4}1D $UMMARY STATEMENT OF DEFICIENCIES
PREFEX {EACH DEFICIENCY MUST BE PRECEDEO BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
i
F 323 | Continued From page 10 F 33| cigarettes/lighters will be kept in

09/02/11
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stash of medicine." The resident had a pill box
labeled AM and PM medications. The AM pill box
contained ten pills for Monday, ten pills for
Tuesday; Wednesday was empty, ten pills for
Thursday, ten pills for Friday, and ten pills for
Saturday. Resident #20 kepi the pills in a cabinet
with hislherl,personal belongings.

3. Arecord review revealed Resident #21 was
admitied to the facility on 01/28/11 with diagnoses
to include Acute and Chronic Respiratory Failure,
Chronic Ischemic Heart Disease, Chronic Pain
Syndrome, Anxiety, Chronic Airway Obstruction,
Senite Dementia, Depressive Disorder and

i Hypertension.

An observation, on 07/18/11 at 10:10 AM,
revealed Resident #21 was noted with three {3}
razors in a cup on his/her bedside table. At 4:20
PM, the razors remained on the resident's
bedside table.

An interview with NA #2, on 07/19/11 at 4:20 PM,
revealed razors were not allowed in the
residents' rooms unattended and stated they
were supposed {o be signed out one af a time by
staff and were to be properly disposed.

4. Arecord review revealed Resident #23 was
admitled to the facility on 04/27/1 1 with diagnoses
1o inctude Senile Dementia with Delirium, Macuiar
Degeneration, Depressive Disorder, Anxiety,
Hearing Loss and Aorlic Valve Disorders.

A review of the comprehensive care plan, dated
05/271/11, for potential for falls refated to
generalized weakness, unsteady gait, poor vision
and roiling walker to ambulate revealed Resident
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#23 required assistance during transfer and
mobility and was to have a bed alarm and a chair
alarm.

An observation, on 07/21/11 at 1:30 PM, revealed
the resideni was sifting in his/her bed with a
wheel chair nearby, and the chair alarm was
sounding. At 1:33 PM, the chair alarm continued
to sound and there were no staff in the hali and
no one responded to the alarm. At 1:38 PM,
Certified Nurse Aide (CNA) #6 came to the room
and assisted the resident info the wheelchair and
went out of the room.

Interviews with Licensed Practical Nurse {LPN}
#4 and Reqgistered Nurse (RN)#2, on 07/21/11 at
1:55 PM, revealed they were able to hear chair
alarms and bed atarms from the nurses’ stafion.
LPN #4 and RN #2 both stated the alarms could
be heard adequately at the nurses' station and
the atarms were usually kept on high. When the
staff were asked about Resident #23's chair
alarm sounding for seven minuies without a
response, they stated, "it was an all day thing for
Resident #23 and hefshe gof up and down all day
long." LPN #4 went to check the resident's chair
alarm and reported the alarm was on low. She
stated Resident #23 knew how o turn the atarm
off.

An interview with the Director of Nursing (DON),
on 07/21/11 at 6:55 PM, revealed she expecied
staff members to respond to the resident's alarms
as soon as they heard it. When asked if seven
minutes was a longer time than expected, she
stated she expected the atarms to be answered
immediately.
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5, Arecord review revealed Resident #7 was
admitted to the facility on 09/28/10 with diagnoses
to include Chronic Airway Obstruction, Chronic
Obstruction Pulmenary Disease, Emphysema
and Hypoxemia.

A review of the nurse's note, dated 07/10/11,
revealed Resident #7 was agitaied hecause
he/she lost his/her lighters. LPN #5 documenied,
"Hefshe had several lighiers at one time and did
not know where he/she put them. He/she wanted
the staff's lighters, but when hefshe borrowed
them, hefshe refused fo return the lighters. A
CNA went out and got the resident a lighter and
put hisfher name on it. The CNA directed him/her
to bring it back to the desk and not to put it in
hisfher pocket or hide it in histher room."

An interview with LPN #5, on 07/21/11 at 2:15
PM, revealed she recalled the incident with
Resident #7 on 07/10/11, when hefshe came to
the the nurse's desk and did not have a lighter.
She stated, "hefshe lost his/her cigarettes and
tighters. He/she was supposed to bring them
hack {o the desk when he/she came in from
smoking. There was no lighter in the drawer at
the nurse's station. We searched his/her room
and one of the staff went out with him/her and lit
the resident's cigarefte.” She stated the facility
did not require the oncoming and off-going shifls
to count the cigarette lighters. LPN #5 stated, "}
would not know if the resident returned them or
not, and | d¢ not know what he/she did with the

| lighters.”

An interview with LPN #%, on 07/21/11 at 9:00
AM, revealed Resident #7 did not have
designated smoke times. According to LPN #1,
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hefshe smoked eight to ten imes per day and

stated his/her cigarettes and lighters should be

stored at the nurse’s station. She stated none of

the residents were supposed fo have cigarettes

and lighters in the rooms.

An interview with KMA #2, on 07/21/11 at 915 /

AM, revealed staff members collected cigarette

lighters when the residents returned from

smoking. She stateq, "Lighters were kept in an

unlocked drawer at the nurse's station. There was

no assignment sheet to check for accountabiiity

of lighters." She was not aware of a facility policy

related fo smoking. .

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL Faz8|l. Oxygen cylinders have been
ss=D | NEEDS stored in a designated rack on east
wing clean utility room,

The facility must ensure that residents receive ’) P%H id t)h h ol t

proper treaiment and care for the following ’ residents av.et e pot-.sntla 0

special services: be affected by deficient practice. All

injections; ' oxygen cylinders have been checked

Parenteral and entera fluids; for appropriate storage concerns

Colostomy, ureterostomy, or ileostomy care; .

Tracheostomy care: have been corrected and will be

Tracheal suctioning; monitored as stated below.

Eesf‘ram Cgfe? 3. In-services initiated 8/5/2011 and

oot care; an . . .

Prostheses. will continue thy ouglll 8/19/2011 on
proper storage/security of oxygen
cylinders by SDC. Any staff not

g;‘fs REQUIREMENT is not met as evidenced attending scheduled in-service will

Based on observations, review of not be ailgwed to work until t'hey

policy/procedure and interview, it was determined have been in-serviced. All new hires

the facility failed to ensure oxygen cylinders were will be trained during orientation.

stored appropriaiely. Observattons.,. on 07/19/11 4. Oxygen cyiinders to be checked

and 07/21/11, revealed oxygen cylinders sat T T ] )

directly on the floor and were not secured in a every -shift on rounds to assure
cylinders are in racks, by charge
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rack. reviewed weekly by DON and|
o findings reported to Executive QA
Findings Include: Committee quarterly.
A review of a safety policy/procedure,
v A 09/02/11

"Compressed Gas Safety," dated 05/00, revealed
"In storage, restrain cylinders of aii sizes by
straps, chains or suitable stand to prevent them
from falling".

An observation, on 07/19/11 at 11:00 AM,
revealed an oxygen cylinder sat directly on the
ftoor in the East Unit clean utility room. The
Assistant Director of Nursing (ADON) secured the
oxygen cylinder at the time and stated he usually
checked the cylinders daily.

An observation, on 07/21/11 at 4:45 PM, revealed
another oxygen cylinder sat directy on the floor in
the East Unit clean utility room.

An interview with the Directfor of Nursing {DON},
on 07/21/11 at 4:45 PM, revealed oxygen
cylinders were to be secured in a rack and not fo
be left sitting directly an the floor.

F 332 | 483.25(m){1) FREE OF MEDICATION ERROR F332|1. Residents number 3, 18 and 19
S3=0 | RATES OF 5% OR MORE will receive medications that are in
The facility must ensure that it is free of accordance with physician’s orders.
medication error rates of five percent or greater. These services will be provided and
meet  professional standards of
facility.
This REQUIREMENT is not met as evidenced 2. All residents have the potential to
by: be affected by this deficient practice
Based on observations, interviews and record of professional standards.

reviews, it was determined the facility failed to
ensure that it was free of medication error rates
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F 332 | Continued From page 16 Faazl3. In-services initiated 8/5/2011 and
of five percent or greater. Observations during © icontinues through 8/19/2011 by
the medication pass for one resident (#3}, in the DON, SDC and QA for all licensed
selected sample of 17, and for two residents (#186 nurses and KMA®s to include
and #19}, not in the selected sample, revealed i i o
there were three errors out of 43 opportunities, professional Star}d‘ald and _ fac"'ihty
which resulted in a six per cent medication error policy of providing medications.
rate. Any staff not attending scheduled in-
Ll 1 H 7 -
Findings include: service will not be a'llowed. to work
untii they have been in-serviced. All
A review of the policy/procedure, "Routine Hours new hires will. be trained during
of Mgdtcataon Admlms.traii-on," unc!a'ted, (eveaIEd orientation.
"the times for the medication administration, 4 Administrati . ill
unless faciiity staff members requested an : ministrative pUISeS Wi
alternate schedule, were noted to be iwice a day complete 5 med pass audits per week
medication dosing before meals (BID ag), at 7:00 X 4 “IeekS’ then 5 per month X 3
AM and 6:00 PM; three times a day (TID) dosﬁs months. Any concerns will be
were scheduled for 8:00 AM, 12:00 PM and 4:00 ) T .
PM, or 8:00 AM, 12:00 PM and 8:00 PM. Routine reported to the DON immediately.
medications may be administered one hour The result of the audits will be
lrfnefo're O.I' after the‘time‘indil;:ateddonh:r;\; - }_‘evie\ved by the DON nlonthiyl
edication Adminisiration Record (MAR). The Audit reports will be reviewed
one hour fime frame may be exceeded as long as \
this did not cause the resident discomfort or quarterty by the executive QA
jeopardize the resident’s health and safety.” committee.
A review of the "Clinical Nursing Skills and 09/02/11
Technigues,”" writien by Potter and Perry,
revealed the "Five Rights of Drug Administration"
were the right drug, the right dose, the right
resident, the right route, and the right time. When
preparing a medication dosage, aiways check the
label of the drug container with the physician's
order or MAR three times as foliows: before
removal of the medication from the drawers or
the shelf; as the amount of the drug was
removed from the container; and before returning
the container to storage.
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1. A record review revealed Resident #3 was
admitted to the facility on 11/11/03 with diagnoses
to include Constipation and Dysphagia.

A review of the physician's orders, dated 07/11,
revealed "Colace liquid 50 miltigrams (mg}in 5 mi
to equal 100 mg by mouth (po} twice daily (BID}
or 100 mg per dose."

An observation of a medication pass, on 07/20/11
at 4:00 PM, revealed Kentucky Medication Aide
(KMA) #5 poured five {5} milliliters {(ml) from a
bottle of Colace Hquid to equal 50 mg.

An interview with KMA #5, on 07/20/11 at 4:45
PM, revealed she looked at the top line of the
MAR for Coiace liquid, and this was the mixture
of the medication amounts suspended in the
figuid or Colace 50 mg in five (5) ml. She stated
she administered Colace 50 mg po to the
resident "all this week."

An interview with Licensed Practical Nurse {(LPN)
#13, on 07/20/11 at 4:.50 PM, revealed the
resident should have received Colace 100 mg or
10 mi,

2. A record review revealed Resident #18 was
admitted on 06/28/11 with diagnoses to include
Pneumonia and Altered Mental Status.

A review of the physician's orders, dated 07/11,
revealed "Buspar 10 myg po three times a day
(TID), at 9:00 AM, 3:00 PM and 9:00 PM."

An observation of a medication pass, on 07/20/11
at 4:17 PM, revealed KMA #5 administered
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Buspar 10 mg po to Resident #18.

An interview with KMA #5, on 07/20/11 at 5:15
PM, revealed she should administer Buspar
before 4:00 PM, and stated "I just missed it."

An interview with LPN #43,0on 07/20/11 at 4:50
PM, revealed she expected Buspar to be
administered one hour before 3:00 PM or at least
before 4:00 PM.

3. A record review revealed Resident #19 was
admitted fo the facility on 12/30/08 with diagnoses
to include Spinal Cord Injury, Quadriplegia, Acute
Peptic Ulcer and Convulsions,

A review of the physician's orders, dated 07/11
revealed "Carafate suspension one gram {gm) by
mouth {po) before meals.”

An observaiion of a medication pass, on 07/20/11
at 8:10 AM, revealed LPN #4 administered
Carafate liquid suspension one (1} gm to
Resident #19. Resident #19 just finished the
breakfast meal being fed to him/her by a staff
member,

An inferview with LPN #4, on 07/20/11 at 2:00
PM, revealed she could not always administer the
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medication prior to meals due {o being
understaffed and answering calf iights. She
stated the Carafate shouid be administered prior
{0 Resident #19's breakfast meal.
An interview with the DON, on 07/21/11 at 1:10
PM and 5:40 PM, revealed the KMA should have
administered the Colace one hour before or one
hour after the scheduled dose, and should have
compared the MAR with the physician's orders.
Carafate should be administered at least 30
minutes before the meal was served. She also
stated "“we help when the staff are challenged,”
and LPN #4 should have communicaied,
because a Charge Nurse couid have assisted
with the medication administration.
F 441 ;ii‘;ig“ﬁgg\%” CONTROL, PREVENT F 44111, SRNA number 10'and 11 involved
§5=D ' in resident number 3’s care during
The facility must establish and maintain an survey have been re-inserviced on
infection Control Program designed to provide a the  handwashing policy and
safe, sanitary and comfortable environment gnq procedure which includes directions
o help prevent the development and transmission
of disease and infection. for when gloves should be changed.
Resident number 3 assessed for s/s
(a) Infection Control Program infection — none noted.
The facifity musi e::‘.tab.hsh an EnfectlD.n Control 2. All residents have the potential to
Pragram under which it - . g
{1) Investigates, controls, and prevents infections be affected by the deficient plaCUC‘e’
in the facility; Concern has been corrected and will
(i) D;Clijdes W:‘.a;ﬂfocequg?%ds“"’h aﬁdiS"ia“Uf;- monitor as stated below.
shouid be applied to an individual resident; an o C e
(3) Maintains a record of incidents and corrective 3. In_slewmes initiated 7/19/2011
actions related to infections. and continues thl'Ongh 8/1 9/201 1 fOI'
_ all nursing staff by SDC regarding
{b) Preventing Spread of Infection preventing the spread of infections as
{1) When the Infection Control Program elated t ff washi heir hand
determines that a resident needs isolation {0 related to SFa washing their hands
and changing gloves after each
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prevent the spread of infection, the facility 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
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews and record
reviews, it was determined the facility failed to
ensure staff washed their hands and/or changed
gloves, afler each direct resident contact in which

'| hand washing and/or giove changing was

indicated by accepted professional practice, for
one resident (#3}, in the selected sample of 17.

Findings inciude:

A review of the policy/procedure, "Standard
Precauticns,” dated 08/05, revealed "the nurse
was {0 remove gloves promptly, before he/she
{fouched non-contaminated items and
environmental surfaces and before going o
another resident, and were to wash his/her hands
to avoid the fransfer of microcrganisms to other
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handwashing is indicated by
accepted professional practice. Any
staff not attending scheduled in-
service will not be allowed to work
until they have been in-serviced. All
new hires will be /trained during
orientation.

4, Administrative Nurses will
monitor nursing staff providing
incontinent care on 10 residents per
week X 4 weeks, then 10 residents
monthly X 3 months, to ensure
proper handwashing/glove changing
is performed after all direct resident
contact for which handwashing and/
or glove changing is indicated per
accepted  professional  practice.
Immediate retraiming will  be
provided by Administrative Nurses
if indicated. The result of the audits
will be reviewed by the Director of
Nursing monthly. Audit reports will
be reviewed by Executive QA
Committee quarterly.

9/02/11
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residents or environments.”

A record review revealed Resident #3 was
admitted to the facility on 11/11/03 with diagnoses
to include Cerebrovascular Accident and Lack of
Coordination.

A review of the quarterly Minimum Data Set
(MDS), dated 06/09/11, revealed the resident was
moderately cognitively impaired and dependent
on staff members for all of the resident's care
needs and was incontinent of bowel and bladder,

An observation, on 07/20/11 at 10:30 AM,
revealed State Registered Nurse Aide (SRNA)
#10 and SRNA #11 provided perineal care for
Resident #3, who was incontinent of bowel. After
the stool was cleaned off and the soiled brief was
disposed of into a plastic bag placed on the bed,
the SRNAs proceeded to apply an ointment on
the resident's reddened groin, using the same
gloves which were used to wash the resident's
stool. The SRNAs picked up the disposabie wipe
dispenser several times, prior o removing their
soiled gloves and placed the dispenser on the
bed, on the bedside table and in the resident's
drawer, prior to removal of the soiled gloves and
then washed their hands. ‘

interviews with SRNA #10 and SRNA #11, on
07/20/11 at 10:45 AM, revealed they "did not
really think about it" when asked about the
transfer of microorganisms during the incontinent
care, but stated they should have washed their
hands before applicaticn of the oiniment.

An interview with License Practical Nurse (LPN}
#1, on 07/20/11 at 10:47 AM, reveaied the
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SRNAs should wash their hands prior to
application of the ointment and stated the
disposable wipes "were not a good design.”

An interview with the Director of Nursing (DON]},
on 07/21/11 at 5:40 PM, revealed she expected
the SRNAs to dispose of their gloves after
incontinent care and wash their hands prior o the
application of the ointment.
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