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F 000 | INITIAL COMMENTS Fooo| ﬁlr:f i;.amm and execution of this
! Torrection does not constitute an
A standard health survey was conducted on - admission of or agreement by the
05/15-17/12. Defident practice was identified ¢ provider of thie truth of the facts
with the highest scope and severity at "E" level. . alleged or conclusions set forih in
F 155 | 483.10(b}(5) - (10}, 483.10(b)}{1} NOTICE OF F156| ' the statement of deficiency. This
ss=R| RIGHTS, RULES, SERVICES, CHARGES Plan of Correction is prepared
| - . solely because Federal and State
The faciiity must inform the resident both oraily Law require it. Compliance has
and in writing i a language that the resident been and will be achieved no Jater
understands of his or her rights and all rules and than the last completion date
regulations governing resident conduct and " identified in the POC. Compli
responsibilities during the stay in the facility. The 0l he alaintal : plance
facllity must atso provide the resident with the will be maintained ?S pl‘OV.IdEd 1n
notice {if any) of the State developed under the Plan of Correction. Fm{ure.to
§1919(e)(8) of the Act Such notification must be dispute or challenge deficiencics
made prior fo or upon admission and during the below is not an admission that the
resident's stay. Receipt of such information, and alleged  facts occurred as
any amendments-to it, must be acknowiedged in nresented in the staterments.
wriling. . F 156 (B) NOTICE OF RIGHTS,
RULES, SERVICES, CHARGES
The facility must inform each resident who is C
eptitied {o Medicaid benefits, in writing, at the time Residents Found to Have Been
of admission to the nursing facility or, when the Affected .
resident becomes sligibie for Mediczid of the Residents - andlor  responsible
terns and services that are inciuded in nursing . .
facllity senvices under the State plan and for paries 0fres1deut:s # 1.5 #16 z%nd
. - #17 have been given information
which the resident may not be charged; those . g1
other items.and services that the facility offers Tegardfng Med}care .appeals,
and for which the resident may be charged, and including contact information,
the amount of charges for those services; and
inform each resident when changas are made to ' . ddentification of Other Residents
the items and ‘services specified in paragraphs (5) with the Potential 1o be Affected
(i}(A) and (B) of this secfion. Al residents have the potential o bs .
affected by F 156; however, all residents
The facility must inform each resident before, or within the last 30days that have had a
at the time of admission, and periodicalty during change in pay source have received
the resident's stay, of services available in the information regarding the appeals process
facility and of charges for those services, and contact information,
!
LABQRATORY, TOR'S OR PROVIDER/SWPPUER REPRESENTATIVE'S SIGNATURE TME (6) DATE
{j _ o s Lt D6/20/26/3.
Any deficig) ement and#’ wsth an aslerisk {*) otes & defidency which the Instiiion may be excused frorn comecting providing & is determined that

other sa Tds provide sufficient protection o the patients . {Ses instructions.) Excapt for nursing homes, the findings stated above are disclosable 80 days
following the daie of survey whether or not & plan of corecbon is provided. For nursing hames, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available to the faciity. If deficiencies are cited, an approved plan of carrecton is requisite to continued
program patticipaton.
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including any charges for services not coveraed
under Medicare or by the facility's per diem rate.

The facility must furnish a written desctiption of
legal rights which includaes:

A description of the manner of proteciing personal
funds, under paragraph {c} of this secfior;

A description of the requirements and procedures
for estabiishing efigibility for Medicaid, including
the right to request an assessment undsr section
1924{c) which determines the extent of a couple's
nor-exempt resources at the time of
institutionalization and attributes to the sommunity
spouse an equitable share of resources which
cannot be cansidered available for payment

| toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid efigibility levels. i

A posting of names, addresses, and felephone
numbers of &l pertinent State client advocacy
groups such as the State survay and cerfification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud confrol
unit;, and a statement that the resident may file a
comptaint with the State survey and certification
agency conceming resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facility must comply with the requirements
specified in subpart | of part 439 of thiz chapier
related to maintaining written policies and
procedures regarding advance directives. These
requirements include provisions to inform and

a4y ID SUMMARY STATEMENT OF DEFICIENGIES- D PRDVIDERS PLAN OF CORRECTION 48
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
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DEFICIENGYS
" F 1568 | Continued From page 1 F 166

Systemic Changes

An inservice was conducted by the
Administrator  for the Medical
Records Manager and the
Business Office Manager on June:
1, 2012; the MDS nurses were
mserviced on Jume 7, 2012
regarding the requirements for
proper notification of change in
pay source to residents and
responsible  parties, A new
Advanced Beneficiary Notice
form lefter was created an
implemented on June 1, 2012 to
notify tesidents and responsible
parties of changes in pay status,
the pew form letter includes

instructions and contact
information for ihe appeals
process.

AManiforing

Audits will be conducted monthly
by the Adminfstrator or Assistant
Administrator of all residents that
have had a change in pay status to
ensure proper notification was
made to residents and responsible
parties. These audits will continue
until compliance is sustained.

. 06/20/12 .
Completion Date: June 20, 2012 ‘
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provide written information to all adult residents
coneerning the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a written description of the fadility's
policies to Implement advance directives and
applicable State law.

The factlity must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care,

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid beneflis, and how to
recetve refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidencad
by:

Based on interview, record review, and faciiity
policy review, the facility failed to ensure the
appropriats liability and appeal notices, including
appeal information, had been provided for three
of twanty-three sampled residents when a change
of payor source occurred (Residents #15, #16,
and #17). Although Residents #15, #16, and #17 -
received an Advance Bensficiary Natice related to
termingtion of Medicare services/payment, the
noficas failed o include information related to the
appeal process for these residents.

The findings include:

Review of the facility's policy raga'rding Resident
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Admission and Financial Agreement (no date},
revealed the resident/responsible party would be
given at least three days' nofice prior to a change
in pay sowce and the appeal information would
be included.

1. A review of the Advance Beneficiary Notice
{ABN) to inform Resident #15's responsible party
{R/P} of Medicare benefits revealec the Medicare
coverage ended on (04/21/12. The letter informed
the R/P that an appeal could be filed; however,
thers was no avidence included in the letier
regarding the information/direction about how to
file that appeal.

2. Areview of the Advance Bensficiary Notice
(ABN) to inform Resident #16's responsible party
(RP} of Medicare benefits revezled the Medicare
coverage ended on 03/11/12. The letter informed
the RP that an appeal could be filed; however,
there was no evidence included in the letter
regarding the informafion/direction abaut how to
fite that appeal.

3. A review of the Advance Beneficiary Notice
{ABN) to irform Resident #17's responsible party
(R/P} of Medicare benefits revealed the Medicare

coverage ended on 03/03/12, The letter informed

the R/P that an appesi could be filed; however,
thers was no avidence inciuded in the letter
regarding the information/direction about how to
file that appeal.

An interview conducted with the Medicat Records
Manager on 05/17/12, af 2:45 PM, revealed she
was responsible to send the notices regarding a
change in payor source to the resident orthe .
resident's responsible party. The manager stated
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Sg=c | MAINTENANGE SERVICES A deep cleaning of Resident Rooms

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

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and recard
revisw it was determined the facility fajied to
provide housekseping and maintenance services
necessary to maintain a sanitary, orderty, and
comifortable interior. Rasident eguipment
(feeding pumps, lifts, and bed frames) was soilad.
Marred walls and chipped paint were observed on
the West Wing hzll. Tiles were observed broken
and missing in the West Hall bath.

The findings include;

1. Aninferview conducted with the Housekeeping
Supervisor on 05/17/12, at 1:20 PM, revealsd the
facility did not have a written housekeeping policy.
Additional interview revealed the resident rooms
were ¢leaned dally and the facility had a deep
clean schedule te ensure that each resident room
was deep cleaned monthly,

DOhservations conducted during the initial four on
058/15/12, at 10:00 AM, revealed tube feeding
residue on the wall in resident rocm 2148 and

Environmental

214, 216, 217 wand 219 was-
completed on May 17, 2012 that
included walls and equipment. The
wall on the West Wing hall and the
tiles on Last Wing hall and East
Wing bath were repaired on Jme
11,2012.

Identification of Other Residents
with the Potential o be Affected
roumds were
conduected for each resident room
and general areas by the
Administrator, Housekaeping
Manager and Maintenance Director
eu Jime 1, 2012 to identify any
other concerps related to these
departments. Work orders were
completed as mneeded for any
concerns identified.

Sysiemic Changes
A writtenn Housekeeping policy was
developed on June §, 2012,

The Administrator re-educated
management staff on May 25, 2012
and June 8, 2012 on compieting the
CQI daily rounds with an emphasis
on the tube feeding pumps, suppert
poles and resident lifts.
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tube feeding residue on the bed frame in resident
room 219A  Additional observations conducted
with the housekeseper on 05/17/12, at 12:30 PM,
revealed the tube feeding residue was still
present on the wall in resident reom 214B and on
the bed frame in resident room 219A.

An interview conducted with the Housekeeper on
057712, at 12.30 PM, revealed the resident
rooms were cleaned daily, however, the
‘Housekeeper had not noticed the tube feeding
residus on the wall or the bed frame.

An interview conducted with the Housekeeping
Supervisor revealed the Housekseping
Supervisor conducied weekly rounds to ensurg
resident rcoms were clean and fo identify
concerns regarding cleaning of the resident
environment. Additional interview revealed the
Housekeeping Supervisor was not aware of the
tube feading residue in rooms 2148 and 210A.

2. A revisw of the facliity policy for cieaning of
resident equipmant fitled, zast Wing Cleaning
Schedule {undated), revealed tubz feeding
pumps were io be wiped down and made free of
any mifk product each night by nursing staff.

Obsaervations condusted during the initial tour on
05/15/12, at 10:00 AM, revealed tube feeding
residue buildup on feeding pumps ang support
poles in resident rooms 214, 216, 217, and 219,
Observations conducted during an envirenmental
tour on 05/17712, at 12:30 PM, reveaied the tube
feeding residue was siili present on the feeding
pumps. Additional observations conducted on
the East Wing revealed two resident lifts with a
buildup of dust/dirt

The Housekeeping Supetviser will
make daily rounds to assure rooms
are clean. A check off sheet has
been developed for the night
snpervisor to . assure that tube
feeding pumps, suppori poles, and
resident lifts are cleaned according
to the cleaning schedule, The night
supervisor will give the check off
sheets to the Director of Nursing,

The Assistant Administrator will
make daily rounds to assure that
maintenance issues have work
orders and that the work is
completed timely.

Monitoring

The Administrator will review all
compliance rounds daily (M-F) that
are completed by the Housekeeping
Supervisor and the Assistant
Administraior fo assure systems are
followed and compliance sustained.

Completion Date: June 20, 2012

{ 06/20/12
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An irterview conducted with Registered Nurse
{RN) #4 revealed the feeding tube pumps and lits
were cleaned nightly by nursing staff and RN #4
wollid ensure the pumps were cleaned If a
concern was Identified. Further inferview
condusted with RN #4 revealed the RN was not
aware the feeding tube pumps or the resident lifts
had not been cleaned. According to RN #4, the
RN was rasponsible {o ensure resident
aquipment was clean for the unit but had not
checked the equipment nor was aware the
equipment needed to be cleaned.

An interview conducted with the Director of
Nursing (DON) on 05/17/12, at 2;05 PM, revealed
it was nursing staff's responsibility to clean
residents’ feeding pumps, support poles, and lifts,
Further interview revealed the DON completed
monthly audits to ensure resident equipment was
appropriately ¢leaned. The DON was not awars
the feeding pumps, support poles, and resident
lifts were not being cleaned. :

3. A raview of the facility policy titled -
Maintsnance, dated 11/01/11, revealed that
maintenance and repairs were to be complated in
an effective and efficlent manner utilizing the
facility resources in the best interest of each
resident

Observations conducted during an environmental
tour with Maintenance staff revealed a walf on the
West Wing hall that was marred and had chipped
paint. in addition, the East Wing hall was
observed to have bioken and missing tiles in the
East Wing bath near a bathtub.
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A review of facility repair requisitions revealed no
evidence the marred walls, chipped paint, or
missing/broken tites had been identified and/or
reported by staff.
An interview conducted with a facility
Maintenance staff on 05/17/12, at 1:00 PM,
revealed Maintenance staff made weekly rounds
on Tuesdays to identify concems. The
Maintenance staff was not aware of the chipped,
broken, missing tles. According to the
Maintenance staff, the marred walls on the West
Wing nurses' station had been identified to need
painting but ne evidence of a schedule or a
timeframe for the completion of the painting was
presented to the survey team. ‘
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333
55=p | SIGNIFICANT MED ERRORS

The facllity must ensure that residents are free of
any significant medication etrors.

This REQUIREMENT is nat met as evidenced
by: :

Based on cheervation, inferview, review of the
medication package insert, and review of the

| facility's policy, it was determined the facility fajled

to ensure one of twenty-three sampled residents
was free of significant medication eftors
{Resident #19). A Registerad Nurse (RN) was
observed fo mix two insulins togsther in the same
syringe, which was not In accerdance with
manufacturer's directions, and administer the
insulin to Resident #18.

The findings include:

" Affected

F 333 (D) RESIDENTS FREE
OF _ SIGNIFICANT _ MED
ERRORS

Residents Found+to Have Been

Resident #19 was assessed by
the RN Unit Manager, the
physician and responsible party
was notified. No new orders
were received. RN #3 that was
responsible for the mediation
administration was immediately
counseled, suspended, and mo
longer works for the facility.
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Review of the facility's Administration of inaulin
palicy {no date), revealed when two insuling were
drawn up no contamination of one insulin with the
othsr should ocour, The policy stated insulins
from different manufacturers should be used
together with caution due fo possible interactions
between the agents in the insulins,

Review of the medication package insert for
NovolLog 7030 insulin revealed the insulin should
not be mixed with any other insuiin product, used
intravenously, or used In insulin infusion pumps.
The package insert did not identify the potential
risks to individuals when Novolog 70/30 insulin
was mixed with ather insulins,

Observations during a medicafion pass
conducted with Registered Nurse (RN} #3 an
05716112, revealed the RN administered Novol.og
Regular insulin (2 units) and Novolog 70/30
Insulin (20 units) subcutaneously to Resident #16
at 5:00 PM. The RN was observed to mix both
the insuling in the same syrings prior to
administration.

interview with RN #3 on 05/17/12, at 12:30 PM,
revealed the RN was not aware of the information
provided in the medication package insert and did
not know the two insulins shouid not be mixed
together.

Interview conducted with the facility's Reglstered
Pharmacist on 05/17/12, at 10:15 AM, revealed’
Novol.og 70/30 Insulin should not be mixed with
any other insuling, The Reglstered Pharmacist
stated no studies had bean conducted to evaluate
the potential risks associated with the mixing of
Nowvolag Insuiin with other insulins.

Residents with the Potentiul to
be Affected -
All residents with orders for
insulin- have the potential to
sffected. See Systemic Changes
below for compliance measures
for F 333,

Spstemic Changes

An in-service was conducted by
the  Clinical Systems Manager
and the DON for all Lcensed
nurses regarding insulin
administration including
specific information on
manufactures” recommendations
related to mixing insulin. In-
services occurred on 5/16/12,
3/17/12, and 5/31/12. A post
test was completed following
the in-gervice,

The Clinical Systems Manger
will complete a skills check off
for insulin administration on all
lieensed nurses, this cudit will
be completed on 6/18/12.

Monitering
)The results of the skills check
will be submitted o the QAA

Committee for their
recomumendations aI_ld follow-

off for insulin administration
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F 333 | Continued From page 9 F 333 up. Additionally, the facility
pharmecy will comtinne fo
Interview with the Director of Nurses (DON) an monitor skills of mmses {for
05/17/12, at 1;30 PM, revealed the medication insulin administration as they
package insert was to remain with the medication complete  their audits of
and the nurses were responsible to review the medicaton passes and
informatian to ensure medications were demonstrations and refer to the
administered correcily. QAA Committee.
F 364 | 483.35(d){1)-(2) NUTRITIVE VALUE/APPEAR, F 354 . 06/20/12-
ss=t | PALATABLE/PREFER TEMP Completion Date: June 20, 2012 '
Each resident receives and the facility provides F_ 364 (B NUTRITIVE
food prepared by methods that conserve nutritive VALUE/APPEAR,
value, flavor, and appearance; and food that is PALATABLE/PREFER TEMP
palatable, attractive, and &t the proper
femperature. Residents Found to Have Been
Affected

This REQUIREMENT is not met 2s evidenced
by:

Based on ohservation, interview, and fadiity
policy review, it was determined the faciiity falled
te pravide foads/liquids that were palatable and at
the proper temperature during the evening meal
on 05/15/12.

The findings include:;

A review of the Tray Line and Mezl Service
‘temperature policy {no date) revealed food would
be served to residents at the appropriate
temperatures; hot foods were to be served hot
and the cold foods were fo be served cold. The
policy did not include spacific timaframes for the
resident meal trays to be distributed.

A review of the meal services schedule revealed
the Main Dining Room and the Flerida Room food
trays were scheduled to be delivered at 6:45 AM

All residents identified in F 364
ere receiving their trays at the
proper temperafures,

Identification af Other
Residents with the Potential to
be Affecied

All residents have the: potential
to be affected; see the Systemic
Changes below for compliance
with ¥ 364,

~ Systemic Changes

The dining committee met to
review the meal service delivery
system on Jume 7, 2012, A new
delivery schednle has been
implemented to assture that food
is delivered and served at the
proper temperatures.

FORRM CME-2567(02-99) Pravious Versions Obsolste

Event (D: OXCZ11

Facllity ID: 100526

If continuation sheet Page 10 of 28



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06f14£2012

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185273 B VNG 05/17/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OWSLEY COUNTY HEALTH CARE GENTER HIGHWAY 41, P 0 BOX 250
: BOONEVILLE, KY 41314
o0 SUMMARY STATEMENT OF DEFICIENCIES io PROVIDER'S PLAN OF CORRECTION o
BREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FUAL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG. CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFIGIENCY)
F 364 ; Continued From page 10 . F 354 On June 11, 2012 additional
for breakfasjc, 11:45 AM for lunch, and af 5:15 PM staff was assigned to the Florida
for the evening mest. Dining Room to assist with meal
Observation conducted of the tray line at 5:00 PM service. On May 31, 2012 snd
on 08/15/12, revealed 11 resident food trays were June 8, 2012 Nursing and
already an the food cart to be transported to the Dletfxly employees were in-
Florida Room. The food cart was loaded serviced on  proper  food
complatetly with 16 food trays at 5:05 PM, and temperatures, meal service and
dietary staff pushed the first food cart to the side the tray delivery process. On
and prozseded loading a second food cart for the Tume 11, 2012 a nurse manager
Flarida Room. The first food cart was observed is assigned to complete & review
to be taken to the Florida Room at 5;10 PM, and of the dining rooms for proper
the second food cart was observed to be tzken to delivery and PIGper
the Florida Room at 5;12 PM an 05/15/12. The tethiperatures of food.,
fast tray was removed from the first food cart at
5:30 PM {20 minutes later}, and a test fray was On June 19, 2012 the Registered
abtained for food temperaiures and palatabifity. Dietitian will complete weekly
The food temperatures wera; mashed potatoes - food temperature reviews on
118.7 Fahwrenheit, chicken sandwich - 121.6 two random trays in each dining
Fahrenhelt, hominy - 114.4 Fahrenheit, jello with room and on each hall weekly.
bananas - 60.5 Fahrenheit, and milk - 53.5
degrees Fahrenheil. Palatability testing revealed
the chicken sandwich, jello with bananas, and
milk were not palatable. Monitoring
. . The results of the reviews
Further observatlons. of the evening meal on conducted by the dining room
oS, el 31y vore Trert mre masger i e
am the & € af open Gar S ' Py -
hall at 5:45 PM. Certified Nurse Aide (GNA) #1 - ?ﬂﬁiﬁd ]t);mtg; wélllml;’_;
was observed to answer other resident call lights, ‘
fall alarms, and to assist residents to the Assessment and Assurapcf
bathroom in betwean serving/feeding the ‘ Commitiee (QAA) for their
residents the evening meal. At6:28 PM (43 follow . uw and
minutes laier), CNA#1 was observed fo remove recommendations.
the last tray and the surveyor intercepied the tray
to check the food temperatures and palatability of ‘ 06/20/12 !
the foods. The food temperatures were found to Completion Date: June 20, 2012 -
be: okra-97.3 Fahrenheit, fish sandwich - 111.8
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Fahrenheit, buttermilk - 57.6 Fahrenhelt, and jelio
with bananas - 62.2 degrees Fahrenheit.
Palatability testing revealed the food was not
palatable.

An interview conducted with Resident #4 on
05/18/12, at 6:25 PM, revealzad the residenit's food
was cold and did not taste good. Resident #4
stated the food was “served cold most of the
time."

An interview sonducted with the Dietary Manager
(DM) at 11:40 AM on 05/15/12, reveaied the
facility wanted the trays for the Florida Room and
the dining raom to all be ready for dellvery at the
spedified time, so all the residents could be
sarved at the sams time.

An interview conducted with the coak at 6:30 PM
on 05/15/12, revealed dietary staff had been
instructed to have the two food carts for the
Florida Room and the food cart for the dining
room ready to be delivered af 6:45 AM for
braakfast, 11:45 AM for funch, and at 4:45 PM for
the evaning meal.

Interview conducted with CNA #1 on 05/15/12, at
6:35 PM, revealed the CNAwas the only person
assigned te pass/feed the trays from the open
cart an the West Wing hall. CNA#1 stated that it
usually took about 45 to distribute/feed the six
trays.

Interview conducted with the Director of Nurses
{DON) an 05/17/12, at 1:30 PM, revealed trays
should be distributed to the residents within 15 to
20 minutes after the cart arrived at ths units. The

DON stated she was not awars that it was taking
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one CNA an extended amount of time to pass the
trays on the Weast Wing hall.

A second interview conducted with the CM on
0517112, at 2:15 PN, revealed the Registered
Dietitian {RD} conducted randoem audits to food
temperature and palatability. The DM stated no
problems had been identified. The DM further
stated the trays should be distributed to the
residants within 15 to 20 minutes after the carts
armived on the unit.

F 371 483.35(i) FOOC PROCURE, F 371
ss=p | STORE/PREPARE/SERVE - SANITARY

The facitity must -
(1) Procure food from sources approved or E 371 FOOD PROCURE

consldered satisfactory by Federal, State or focal STORE/PREPARE/SERVE-
authorities; and ' SANITARY
{2} Store, prepare, distribute and serve food
under sanitary conditions Residents Found to Have Been
Affected
All food on resident trays

referred to in F 371 are
presently covered before

] . ‘ delivery to the residents.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and facility Tdeni, 1
X . o ! 1l
palicy review, the facility failed to store and serve Res:dejf;f ‘z;h . 0{) Other
‘food under sanitary conditions during the evening be Affecied * ﬂtentmf‘ “

meal on 05/15/12. Threa bawls of jellafbanana
dessert were observed to be fransported
uncoversd from the kitchen o the West Wing hall
in an open cart.

All residents have the potential
to be affected by the citation of
F 371. See Systemic Changes
below for correction,

The findings include:

Review of the Dietary Food Handling policy {no

FORM CMS-2567(02-89) Previous Versions Obsolela EveniiD; OXCZ11 Fadiiity 1D; 100826 - If continuation sheet Page 13 of 28



DEPARTMENT OF HEALTH AND HUMAN SERVICES |

PRINTED: 06/14/2012

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERCLLA {¥2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: GOMPLETED

A BUILDING
185273 s vne 05/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
OWSLEY COUNTY HEALTH CARE CENTER HIGHWAY 11, P O BOX 250
BOONEVILLE, KY 41314 )
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION £5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OaTE
DEFICIENGY)
F 37! Continued From page 13 F 371
date) revealed prepared foods should be ,szstemic Changes ) .
fransporied io other areas in closed food cars or The dining committee met fo.
covered by a facility approved methad, review the meal service delivery
, system on June 7, 2012.
During the evening meal on 05/05/12, six trays '
ware ohserved to e transported from the kitchen The Distary Staff were
in an open cart ta the West Wing hall at 5:45 PM. inserviced on May 31, 2012
Three of the trays were observed to contain a regarding the importance of
bowi of jello/banana dessert that was not agsuring that all food must be
covered. The facllity staff was observed to covered before being delivered
transport the trays down the hallway to the West and -on May 31, 2012 the
Wing hall nurses' station and then up anc down Nursing Staff were inserviced
.each.hail Jocated off the nursas' station with the on assuring that food is covered
food items uncovered. before delivery.
inferview with Certified Nurse Aide {CNA) #1 On Tome 11, 2012 the Assistant
revealed the CNA was observed to transpori the . . .
open cart 1o the West Wing hall on 05/15/12. Administrator B assigned 1o
CNA #1 stated she had not realized the food complete a review of three .
items were ncovered when the trays were random trays five times each
transporfed and delivered to the residents. The - week to assurance compliance
CNA stated all food items were required to be with food being covered before
coverad when transported to areas outside the delivery.
kitchen area.
. Monitoring .
Interviews conducted with Dietary Aides #1 and The resulis of the reviews
#2 on 05/15/12, at 6:35 PM, ravealed the food completed by the Assistant
was reguired to be covered. Dietary staff stated Administrator will be submitted
they were rushed and did not ensure the jello was to the Dietary Committee who
coverad before it left the kitchen. wiH Provide recommendaﬁms
. and follow-up. '
Interview with the Dietary Manager (DM} on ‘
05/17/12, 'at 2:15 PM, revealed all food items Completion Date: June 20, 2012 06/20112
were reguired o be covered when transportaed to
the different haltlways in the facility. The DM
stated the nursing staff was responsible 1o inform
the Dietary staff when food was sent out
uncovered. .
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The facllity must establish and maintainan
Infection Control Program designed to provide a
safa, sanitary and comfortable environment and
tc help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facllity;

(2) Decides what procedures, such as isolation,
shouid be applied to an individual resident; and
(3) Maintains a record of incidents and corractive
actions related fo infactions.

(b} Preventing Spread of Infection

(1) When the infection Control Program
determines that & resident needs isolation to
prevent the spread of infection, the facility must
isoiate the resident.

(2) The facility must prohibit employess with a
communicable disease or infected skin jesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3} The facility must require staff te wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(¢} Linens

Persannel must handle, siore, process and
transport linens so as to prevent the spread of
infaction.

be Affected
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8s5<E | SPREAD, LINENS CONTROL., PREVENT
SPREAD, LINENS

Residents Found to Have Been
Affected

Residents #19, #20, and #21
were assessed by a licensed
mrse for signs and symptoms of
infection, mne  signs  amd
symptoms were identified. The
nursing staff involved have been
counseled and re-gducated,

Tdentification of Other
Residents with the Polential to

All residents have the pofential
to be affected by F 441. See
Systemic Changes below for
compliamce.

Systemic Charnges

The policy and precedure for
passing ice and water to
residents has been wpdated to
reflect specific  tintes that
cmployees are to perform hend
hygiene. An  in-service was
condusted by the Clinical
Systems Manager and the DON -
for all nursing staff regarding
infeetion control and prevention
practices. In-services occurred
on 5/16/12, 517412, and
5734/12, A specific foous was
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placed on ice pass and hand -
washing. All licensed and
certified nursimg staff’ were in-
serviced by the Clinical Systems
This REQUIREMENT fs not met as evidenced Manager and the DON on
by: infection control practices with
Based on observation, interview, and review of medication administration and

facillty policy, it was determined the facility failed medical equipment, including
te maintain an Infection Control Program the glucometer. Tn-services

F 441 | Continued From page 15 F 441

designed to provide a safe and sanitary cecutred on 5/16/12. 31712
environment to prevent the development and : ?

o . ) : and 5/31/12. A . post-test was . :
transmission of disease and infection for three of X . ;
twenty-three sampled resicents (Residents #19, completed followmg the m- i
#20, and #21} and two unsampled residents ) scrvice.

{Residents A and B). Observation of a glucose .. .
monitering test on 05/16/12, revealed facility staff |  The Clinical Services Manager
failed o cleanfsanitize the glucometer machine or designee will complete skills
prior to or after obtaining a blood specimen to : validation checks on all nursing
check Resident #19's blood sugar level. Fadility employees to ensure
staff failed to perform appropriate handwashing comprehension and competency
technigues during medication administration for on infection control practices
Residents #20 and #21 on 051712, In addifion, during ice pass, medication
staff failed to follow appropriate infection control administration, and glucometer
technigues while passing ice to two unsampled use and clesning, Audits will be
residents {Residents A and B) on 05/16/12. completed by 6/18/12. Ongoing -
andits will be performed weekly

The findings inciude: on each unit by the Clinical

Service Manager or designee by
observing staff passing ice and
water t0 ensure infection control
policies are followed. Audits
will be performed weekly on

Review of the faciiity's Infection Controi policy {no
date) revealed aseptic and isolation techniques
had been developed and taught to facility staff
and spacific infection confrol procedures wers

1 located in each department manual.

each unit by the Clinical Service
Review of the Blood Sugar Finger Stick palicy {na Manager or designee to observe
date) revealed the nurse was required to clean a medication pass  and
the glucometar with a bleach wipe on both the gluncometer use for proper
front and back side of the glucometer between infection comtrol and hand
each resident use. hyglene procadures.
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SUMMARY STATEMENT OF DEFICIENGIES

A review of the facllity policies tiied Water and lce
Pass Water Pitchers, dated 11/02/10, and the
policy for ice machines and ice storage
containers {Undated) revsalad all personnel
should wash hands, use a clean designated
scoop to obtain ice, and to hold the ice scoop only
by the handle.

1. Review of the medical record reveated the
facility readmitted Resident #19 on 05/116/12, with
diagnoses to include Aspiration Bronchifis,
Hypaoxia, History of tobacco abuse, and Diabetes
Mallitus,

Areview of the admissicn physician's orders
revealed facllity staff was to parform fingerstick
blood giucose checks for Resident #19 twice a
day.

Observations of Resident #1¢ on 05/16/12, at
4:50 PM, revealed Registared Nurse (RN) #3
performed 2 fingarstick blood giucose chack on
Resident #19. RN #3 was observed to obtain the
glucomester from the nurses' station and to put on
gloves. The RN'was observed to obtain a blood
specimen from Resident #19, processed the
blood specimen in the glucometer, and returnad
the glucometer fo the nurses' station. However,
RN #3 failed to cleanse/sanitize the giucometer

. Complation Date: June 20, 2012,

D4y 1D [} PROVIDER'S PLAN OF CORRECTION 8
PREFX (EACH DEFICIENGY MUST BE PRECEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPRDPRIATE DATE
DEFICIENCY}
F 441 Con.tmued From page 16‘ ' F 441 Monitoring
Review of the Handwashing p_ohcy(no date} _ All teviews and audits will be
revealed all staff was responsible to wash their submitted to  the QAA
hancst e R o oo - Commitse fur sl rvin:
performed at "certain tmes"” and at any time the racommendauonS, and follow-
staff deemed necessary; howsver, the policy did up. Infection Control will be
not provide examples of spedific times for staif to reviewed at every monthty QAA
perform handwashing. - Committee Meeting, -
06/20/12
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F 441

Continued From page 17

before and after procassing the resident's blood
specimen. No further fingerstick blood sugars
were scheduled to be oblained at that time.

Interview with RN #3 on 05/16/12, at 5:20 PM, .
tevealed the glucometer was cleaned by the night
shift nurse. The RN stated night shift was the
only nurses responsible o clean/sanitize the
glucometer machines. "RN #3 stated she never
cleans/sanitizes the giucometsr batwean
residents. RN #3 further stated she had been

-employed at the facility for appreximately two

years and had not bean instructed to .
clean/sanitize the glucometer machine before and
after each resident use.

Intenview with the Director of Nurses (DON) on
05/17/12, at 1:30 PM, revealed al licensed
nurses had besn trained on proper
cleaning/sanitizing of the glucometer machines.
The DON stated a card with directions for
cleaning/sanitizing the glucometer machine was
kept on the glucometer tray. The DON stated RN
#3 had been trained when employed regarding
the policies/procedures related to proper
¢leaning/sanitizing of the glucometer, but the
facility had not maintained a fraining record at that
time to validate staff training. The DON stated
she was not aware staff had not cleaned/sanitized
the glucometer appropriately.

2. During observation on 05/17/12, at 9:26 AM,
of a medication pass, LPN #1 was cbserved to
acminister medication tablets by mouth to
Resident #20 and failed to wash her hands after
the administration. LPN #1 then prepared
Resident #21's medication, administered the
medication tablets and an inhaler o Resident

F 441
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#21, and failed to wash her hands after the
administration.

Interview on 05/17/12, at 8:53 AM, with LPN #1
revealed she had been trained on the facility's
policy related to proper handwashing when she
began empioyment at the facility approximately
one month agoe. LPN#1 stated she knew she
should have washed her hands between each
resident; she acknowledged she had forgottsn to
| wash her hands between each residents
rmedication administration.

3. Observafion of an ice pass conducted for
unsampled Residents A and B on 05/16/12, at
9:35 AM, revealed Certified Nurse Aide (CNA) #2
obtained ice frorn an ice cooler located in the
hathway with an ice scoop, placed the ice scoop in
. the coolerwith the handie in contact with the ice,
left the cooler lid open, entered the resident’s
room, and placed the ice piicher on unsampled
Resident A's overbed table. CNA#2 then fook
the waler pitcher for unsampled Resident B, filled
the water pitcher with ice, placed the scoop inside
the cooler with the handle in contact with the ice,
left the cocler lid open, and entered the resident's
roomn ang placed the water pitcher on the
resident's overbed table.

An interview conducted with CNA #2 on 05/16/12,
at £:38 AM, revealed the CNA had been
in-serviced regarding infection control in Aprii
2012. However, the CNA acknowledged she
falled to identify the potential for the ice in the ce
cooler to become cross-contaminated when she
cbtafned the water pitcher of unsampled Resident
A, filled the pitcher with ica by means of an ice
scoop, retuned the ice scoop to the ice cooler,
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placed the filled ice cooler on unsampled
Resident A's table befare obtaining the ice pitcher
from the table of unsampled Resident B and
without washing hands, and repeating the
process for unsampled Resideni B. In addition,
the CNA faited to identify the potential of
cross-contamination of the ice when the lid of the
cooler was laft open and unatiended In a
common areg, i.e., the hallway.

An interview conducted with the Director of
Nursing (DONM) on 05/17/12, at 2:05 PM, revezled
CNA #2 had been in-serviced regarding infection
control procedures and that the ice scoop was
required to be placed in the hoider on the side of
the cooler and not left in the ice cooler. Additional
interview reveated no formal audits of the ice
pass had been conducted and there had not been
any concems brought to the DON's attention
relaied to infection control practices during the
distribution of Ice to residents,

A review of the infection control in-service
post-test completed by CNA #2 on 04/26/12,
revealad no evidencs the passing of ize i
residents was addressed in the in-service.

F 450 | 483.70{d}{(1)(iv)-(v) BEDROOMS ASSURE FULL F 480
s8=C | VISUAL PRIVACY
F 460 ¢C) BEDROOMS ASSURE
Bedrooms must be deslgned or equipped to FULL VISUAL PRIVACY

assure full visual privacy for each resident :

Residenis Found to Have Been

In faciliies initially cortified affer March 31, 1992, Affected

.| exceptin privats rooms, each bed must have . .
ceiling suspended curtains, which extand around itat[f-f; };:ge tbeerit m—sgrv:ceg ef?d
the bed to provide tctal visual privacy in Sruc 0 Close qoor e

combination with adiacent walls and curtains. pro_wdm!g care fo ~ mamtain
resident’s privacy and that care
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will be provided in privacy for
This REQUIREMENT is not met as evidenced both residents who reside in a
by: , , semi-ptivate  room.  Privacy
The facility failed to ensure full visual privacy for curtains and henging tracks have
residents in the facllity that resided in been ordered and will he installed
semi-private rooms, Observations revealed the ailable in order 1o
facility's semi-private rooms had a privacy curtain as soon as avarable In order
that anly provided privacy between the residents comply with F 460.
in bed A and bed B but failed to ensure full visual -
privacy was provided for the resident in bed A Identification of Other Resldenis
whan the door 1o the room was opened. with the Potential to be Affected
All semi-private resident rooms
The findings include: bave the potential te be affected
by F 460. Sec Systemic Changes
A review of the facility poticy titled Dignity for compliance for all residents.
(undated) revealed staff was required to provide :
privacy when providing resident care by ensuring Systemic Changes
curtains were drawn, doors were closed, and New cubicle curtains and new
window shades were dawn. cubicle tracks were ordered on
Observations of Resident #18 conducted on : ;;Irll?izip;:ad 23312 JuT;ml sqegg?g
05/1712, at 8:10 AM, revealed the resident nstallation will bogin imxr;ediat'ely
requested privacy to use a bedside commode b th items arrive and
and staff closed the door to the room and closed when  these fems
the curtain batween bed A and bed B. However, ‘installation is anticipated fo be
Licensed Practical Nurse (LPN) #2 was observed completed by July 31,2012.
to open the door and enter the rcom to assess )
the resident in bed B and as a result the resident Monitoring - .
in bed A was in full view of anyone in the hallway The Administrator will monitor
outside of the reom when the door o the room the installation of privacy curtains
was opened because the curtain did not enclose and cubicle tracks. - The CQI
the entire area around the resident's bed. Managers will monitor privacy by
' completing daily CQI rounds and
An interview conducted with LPN #2 on 0517112, wall-throughs to assure
at 6:15 AM, revealed staff provided privacy to the compliance with F 460. _
resident in bed A by closing the resident’s door i
and rot allowing anyone into the room. However, Completion Date: Jume 20, 2012 06720712
the LPN acknowledged privacy colld not be A
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maintained for the resident in bed A if staff or
someone had to enter the room fo checkoh a
resident or provide care fo the resident in bed B.

Observations conducted during the environmental
tour an 0517112, at 12:40 PM, revealed all facility
rooms did not have a privacy curtain that
extended ground the beds in resident rooms and
did not provide full visual privacy when a person
had to enter the resident's room.

An inferview conducted with Resident #10 on
06M7MZ, at 9:40 AM, revealed the resident used
hedside urinary equipment and staf provided
privacy te the resident by closing the resident's

| door and clesing the privacy curtain between bed
A and bed B. However, Resident #10 stated
orivacy was not maintained when staff entered
the room to check on the resident located in bed
B.

An inferview conducted with the Director of
Nursing (DON) on 0571712, revecled the DON
was not aware of the privacy issus rslated o the
curtains and was not aware of any concerns
related to resident privacy.

F 505 | 483.75()}(2){ii) PROMPTLY NOTIFY PHYSICIAN F 505

S5=p | OF LAB RESULTS F_ 505 (I PROMPTLY

NOTIFY PHYSICIAN OF LAR
RESULTS

The facility must promptty notify the attending

hysician of the findings.
physic g Residents Found to Have Been

Affected
This REQUIREMENT is riot met as evidenced The physician of resident # 9 has
by: been notified. No change in
—Amended— ' treatment plen was made at this
time,

Based on intei'view, record review, and review of

FORM CMS-Z567{02-99) Previous Yersions Obsolets Event ID:OXCZ11 Fadlity I 100526 If continuation sheat Page 22 of 28



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

PRINTED: 06/14/2012

FORM APPROVED

OMB NO. 0938-0394

STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA {X2 MULTIPLE CONSTRUCTIDN {X3) DATE SURVEY
AND PLAN QF GORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILCING
B. WING- '
186273 05/M17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HIGHWAY 11, P O BOX 250
OWSLEY COUNTY HEALTH CARE CENTER
BOONEVYILLE, KY 41314
(X4) 1D SUMIMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORREGTICN x5
PREFEX {EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY CR'LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
F 605 | Continued From page 22 F 805 Hdentification of Other Residents

the facility's policy/procedure, it was determined
ihe facility failed to promptly notiy the attending
physician of laboratory findings for one resident
{Resident #9) in a sample of twenty-three
residents. A urinalysis was ordered on 05/07/12,
with the initial abnormal resuits faxed to the
physician on 05/08/12. The urine culture results
were received on 05/10/12; however, there was
no evidence these results were faxed to the
physician and an order for anfibictic therapy wes
nat recelved untll the physician was notified of the
results by phone on 05/14/12, & timeframe of four
days gfter the facility received the results of the
unne culture.

The findings include:

Review of the Laboratory Policy and Procedure
{noc dated) revealed abnormal test resuits
recaived by the licansed nurse will be telephoned
to the patient's physician immediately and the

-1 nurse will initial and date the lab report indicating

the physician notification.

A record review ravealed Resident #9 was
admitted to the facility on 09/21/09, with
diagnoses fo inciude hypertension, diabetss,
coronary artery disease, CVA, and
hypothyroidism. A review of the quarierly
Minimum Data Set {MDS), dated 04/25/12,
revealed the facility assessed the resident to be
severely cocgnitively impaired and also revealed
Resident #9 had an indwelling catheter.

Ateview of physician's orders dated 05/07/12,
revealed Resident #3's physlcian requested
laboratery tests, including a urinalysis and a
culture and sensitivity of the resident's urine.

with the Potentlal to be Affected

An audit was completed to review
all lab orders in the last 30 days to
ensure proper- physician
notification and follow up was
completed. Audit was performed

by the Unit Managers and
reviewed by. the DON, Audits
completed by 6/12/12.-

Systemic Changes

" An in-gervice was conducted for
alf licensed nurses regarding the
lab process, including writing the

jab calendar for follow up. In-
service was conducted by the
Clinical Systems Manager and
DON on 5/31/12 and 5/31/12, A
copy of this process was placed in
the lab book for future reference,
A  posttest was complefed
foliowing the in-service.

Monitoring

Lab orders are monitored daily in
the morning Interdiscipliary Team
{IDT) meeiing by the. Unit
Managers for notification and
follow up. In the absence of a Unit
Manager, the DON is responsible
for follow up, The Clinical
Systems Manager will complete a
‘Quality Assurance audit on labs
~weekly, The results of these andits

lab on the 24 hour report and the -
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F 505 Confinued From page 23 ' F 505 and reviews will be submitted to
‘ the Quality Assurance Committes
A review of the initial urinalysis resuits, dated for further review and
05/07/M12, revealed the abnommal resulis were recommendations as needed,

faxed to Resident #9's physician on 05/08/12, at
3:45 AM, by staff, However, it could not be - ) :
determined by a review of documentation that the Completion Date: June 20, 2012 06/20/12
report of an abnormal urinalysis culire dated
05110412, had been faxed to the resident's
physician until 05/14/12, Based on
documemiation, on 05/14/12, Resident #S's
physician was notified of the results of the urine
culture and sensitivity tests and thée physician
ordered aniibiclics to treat the resident's urinary
tract infection {UTI).

Interview on 05/17/12, at 7:32 AM, with Unit
Manager (UM) #2 revealed staff had failed to
write the physician's order for the urine- culture
and sensitivity on the calendar maintained at the
rurses' station as was the facility practice and as
a resuit the tests and results were overiooked by
the UM. The interview also revealed even when

lab results are faxed to a physician the results - ' F___ 520 (E) QAA
should always be Fallowed up with a phone call if COMMITTEE-
the physician does not fax back new orders or MEMBERSMEET
acknowledgement of the fax. QUARTERLY/PLANS

F 520 | 483.75{c}1) QAA F 520

ss=E | COMMITTEE-MEMBERS/MEET . Residents Found to Have
QUARTERLY/PLANS Been Affected

" Residents #19, #20, and #21

‘ o were assessed by a licensed
A facility must maintain a quality assessment and nurse  for signs  and

| asstrance cgmmfttee co.ngisting of the director of symptors of infection, mo.
nursing servicas; a physician designated by the
facility; and at least 3 other members of the
faciiity's staf. '

signs. and symptoms were
identified, The mursing staff
involved have been

. counseled and re-educated
| The guality assessment and assurance and re-educa

i
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Geod faith attempts by the committee to identify
and camrect quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not mef as evidenced
by: .

Based on ohservation, interview, record review,
and raview of facility policies, it was detemmined
the facility failed to ensure the quality assessment
and assurance commiitee was effective in
identifying and correcting quality deficiencies
refated to the infection control program. There
was no evidence the facility had an effective
system to moniter staff performance to ensure
fingerstick blood glucose levels were abtained
under sanitary conditions, to ensure staff followed
apprapriate handwashing techniques during
medication administration, and fo ensure

| appropriate infection eontrel techniques were

performed when staff passed iceiwater to
residents. Observations revealed staff falled to
clean/sanitize the giucometer maching prior to or
after obtaining a blood specimen o check
Resident #19's bload sugar level, falled to

team has been in-serviced
on the Infection Control

Monitaring Process,
including skills and
knowledge validation,
tracking and - trending

infections and staff
education based on the
CDC guidelmes by the
Nurse  Censultant  on
5/16/12, The policy end
procedure for passing ice
and water to residents has
been updated to reflect
specific timeas that
employees are to perform
hand hygiene. An in-service
was conducted for all
murging  staff  regarding
imfection  coatrol  and
prevention practices by the
Clinical Systems Manager
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F 520 | Continued From page 24 F 520
committee meets at least quarterly to identify Identification of Other
issues with respect to which quzlity assessment Residents with the '
and assurance activities are necessary, and Potentlal 1o be Affected
develops and implements appropriate plans of All residents have the
i identified i iensies. .
action o correct identified quality deficiensies pqtenhal to be affected by F
A State or the Secretary may not require 2210 ‘ S‘;E Syster;:nilc Changes
disclosure of the records of such committee 0w for complance.
except insofar as such disclosure is related to the .
compliance of such committeewith the Systemic Changes
requirements of this section. The nurse management
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perform appropriate handwashing tachniques
during medication administration for Residents
#20.and #21 on 0571712, and failed to follow
appropriate infection confrol techniques while
passing ice to two unsampled residents
(Residents A and B) on 05/16/12. (Refer to
F441),

The findings include:

Areview of the Quality Assurance {QA) policy (no
date) revealed the Quality Assurance Frogram
(QAP) was tc ensure that the delivery of care and
services to enhance the lives of the residents was
provided. The policy stated the QA Committee
was responsible to identify and address quality
issues and implement corrective action plans as
necessary. The pdlicy stated the QA Committee-
would be responsible to menitor areas which
could negatively affect quality of care and service
provided to the residents and would
developimplement plans cf action to correct any
identifled quality deficiencies.

1. RN #3 was observed on 05/16/12, at 4:50 PM,
1o perform a fingerstick blood glucose level on
Resident #19 without cleaning/sanitizing the
glucometer before and after processing the bload
specimen in the glucometer. The RN stated she
had not received fraining related fo the
appropriate cleaningfsanitizing of the glucemeter
and had not been instructed to clean/sanitize the
glucometer between each resident use, '

Interview conducied with the QA Coordinator
{QAC) on 0511712, at 3:30 PM, revealed no
audits had been conducted fo determine if staff
was following established protocois for

5/31/12. A specific focus
was placed on ice pass and
hand washing, AH licensed
and certified nursing staff

were in-serviced on
infection comtrol practices
with medication

administration and mediea}
equipment, including the
ghicometer. In-services
were completed by the
Clinical Systems Manager
and the DON on 5/16/12
and 531412, A postfest
was completed following
the in-setvice,

Clinical Services Manager
or designee will continue to
monitor by completing
skills validation checks on
all nursing employees to
ensure comprehension and
competency on  infection
control practices during ice
pHsS, medication
administration, and
glicometer use and
cleaning. Audits will be
completed by 6/18/2012
Orgoing  andits will be
. performed weekly on each
unit by the Clinical Service
" Manager by observing staff
passing ice and water to
ensure infection  contro]
policies are  followed.
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F 520 | Continued From page 28 F 520 Audits will be performed
cleaning/sanitizing the glucemetsr, The QAC : weekly on each wnit by the
stated she had not conducted obsarvations of Clinical Service Manager to
staff to determine if staff was following the observe a medication pass
appropriaie procedures for clsaning/disinfecting and glucometer use for
the glucomeier. The QAC stated she had net proper infaction control and
considered doing an audit or observation since hand hygiene procedures,
she believed staff had knowledge of the The RN Nurse Congultars !
appropriate technigues to cleanisamtjze tha will review in-services and |
glucometer machine. . ?
completed skills validation
2. LPN #1 was observed on 05/17/12, at 9:26 for content and completion
AM, to administar medications to Residents #20
and #21 without performing appropriate Monitoring
handwashing techriques between residents, The results of these audits
LPN #:I stated she had reoglved _‘tra’ming and observations will be
regarding proper handwashing, but forgot to wash submitied to the Quality
her hands between medication admsmstrahon for .
Residents #20 and #21.  Asswance Commifice for
further review and
Interview eonducted on 05/17/12, at 3:00 PM, recommendations a
with the Infection Control Nurse, Diractor of nesded,
Nursing {DON), and the Quality Assurance
Coordinator (QAC) revealed the facility did not . '
have a formal audit system to ensure that facility Completion Date: June 20, 06/20/12
staff utilized apprapriaia infection controd 2012 ,
technigues that included proper handwashing and g ‘
no evidence was provided that the facifity had i
conducted any handwashing audits to evaluate
staff handwashing performance/skills.
3. CNA#2 was observed to pass ice on ‘
05/16112, at 9:35 AM, fo unsampled Residents A
and B; howevar, the CNA failed to use
appropriate infection. control tachniques during
the ica pass, by allowing the scoop handle to
-come in contact with the ice and leaving the
cooler lid cpen. CNA#2 stated that he had been
frained regarding infection control technigues.
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However, he stated he couid not remamber if the
tralning included the passing of ice to residents.

An interview conducted with the Infection Control
Nurse, Diractor of Nursing (DON}, and the Quality
Assurance Coordinator (QAC) on 05/17/12, at
3:00 PM, revealed the faclity did not have a
formal audit system to ensure that facllity staff
utilized appropriate infection control technigues,
and no evidence was provided of any audis of
CNA #2 regarding the passing of ice to residenis.
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)

Building: 01

Survey under: NFPA 101 (2000 Edition)
Plan approval: 1980, 1999

Facility type: SNF/NF

Type of structure: One story, Type V
(unprotected)

Smoke Compartments: 6

Fire Alarm: Complete fire alarm smoke detectors
in corridors and dining room, heat detectors in
kitchen and laundry room.

Sprinkler System: Complete sprinkler system
(dry).

Generator: Type 2 generator powered by diesel
installed 2011.

A standard Life Safety Code survey was
conducted on 05/16/12. Owsley County Health
Care Center was found to be in compliance with
the requirements for participation in Medicare and
Medicaid. The census on the day of the survey
was 72. The facility is licensed for 91 beds.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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