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F 000 | INITIAL COMMENTS ' - FODOO
A standard hlealth survey was conducted on - o glan gf_(ljor;eéﬁ;]]n M
02/13/12-02/16/12. Deficient practice was ‘ umberiand yalley Nianner
identffied with' the highest scope and severity at _ Standard Sarvey 2/13-16/2012
"E” level. _
| An abbreviated standard survey (KY17783) was Preparation and execation of
alsp conducied at this time. The complaint was s this p_lan of correction does not
substanfiated with related deficient practice constitute admission or
identified. agreement by the provider of
{(All stated times were Eastern Standard Time. ) . the t:'uth Of. the facts ?lleged or
F 241|483.15(a) DIGNITY AND RESPECT OF F241|  conclusions st forth in the
s5=p | INDIVIDUALITY : . statement of deficiency. This
- ) ’ plan of correction is prepared
The facilfy must promote care for residents in a . and executed Solely because it
manner and in an environment that maintains or . . w i, d
enhances each resident's dignity and respect in is required by federal and state
tult recognition of his or her individuality. law.
This REQUIREMENT s not met as evidenced F 241 Dignity.
by: _ The facility must promote care
Based on observation, interview, and review of © for residents in a manner and
facility policy the facifity fafled to promote care for . .
residents in a manner and environment that n ifn el.lwronment that
maintained or enhanced each resident's dignity maintains or enhances each
for one of seventeen sampled residents resident’s dignity and respect
{Resident #14) and two unsampled residents in fall recognition of his or her
{(Unsampled Residents B and C). Observation individuality
during the initfal tour of the facility on 02/13/12, m
and during medication pass on 02/14/12, _
revealad staff failed to knock and obtain N 113902 KAR 26:300-6(1)
permission prior o entering the resident's room.  Section 6. Quahtty of Life.
Addifionally, obsarvation of meal service on ' ) )
02/44/12, revealed staff stood at a resident's
bedside and was Gbseived 1o stand beside a

LABORATORY D!RECTORfS OR PROV!DERI PLI}R REPRESENTATIVE‘S SIGNATURE (%) DATE
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Any deficiency staternent ending with an asterisk ( Benotes a deficiency which the msttuhon may be excused from comecting providing # i |s determmed that
other safeguards provide sufficient potection io the patients. (See instructions.} Except for pursing homes, the findings stated above are disciosable 50 days
Tollowing the date of survey whelther or not a plan of comrection is provided. For nursing homes, the above | findings and plans of correction are disdosable 14
days foliowing the date these documents are made avaliable to the facility. If deficiencies are c:ited an approved plan of comrection s requ:sma o contmued
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’ resident in the dining room while assisting the
 resident with the meals.

i
i The findings include:

; Review of the facility's Privacy and Gonfidentiality
: policy (dated 02/20/07) revealed staff shouid

- knock on a resident's door before entering the

i resident's room. Further review of a policy titled

i Required Actions to Promote Dignity ang Privacy
{not dated) revealed staff was to knock on the
resident’s door and shouid wait for the resident fo
: respond before entering the resident's room. The
facility failed to provide a policy that direcied staff
of the proper position to maintain during feeding a
resident : '

1. Observafion during the iniial tour on 0241312,
at 10:00 PM, revealed LPN #2 entered resident
room 216 but failed to knock prior fo entering the
reom. Observation of medication pass on
02/14/12, 2t 6:00 PM, revealed PN #2 prepared
six oral medications, one inhalker, and fwo
nebuiizer teatment medications for
administrafion o Resident #14. LPN #2 enfered
Resident #14's room fo check the resident's puise
prior to the medication administration. LPN #2
falled to knock prier fo entering the resident's
room. - LPN #2 refumed to the medicalion cart
positionad in the hallway. LPN #2 prepared an
additional medication for pain at the request of
Resideni #14. LPN #2 re-entered Resident #14's
room to administer the oral pain medication and
the nebulizer reatments. LPN #2 failed to knock
prior to entering Resident #14's room. -

Intarview on 62/15/12, at 5:00 PM, with LPN #2
revealed staff should knock on the resident's door

CUMBERLAND VALLEY MANOR )
. BURKESVILLE, KY 42717
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- DON/ADON on 03/06/12 thru

i
1

Criteria'l: -Medication
administration staff knocks
before entering the room of
resident #14 as determined
during med pass obscrvations. —
Staft are seated while assisting
resident’s #B & C to eat as
determined during meal service
observations.

Criteria 2: Medication and meal
service observations were
conducted on 03/05/12, 03/06/12,!
and 03/07/12 by the

- DON/ADON/Staff Development
nurse to determine that staff are
knocking before entering resident
rooms during med pass and are
seated while assisting residents to
eat.

- Criteria 3: Insérvice education
was _provided for licensed and
non-licensed nursing staff by the -

03/15/12 which included but was
not limited to: -knocking before
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prior to entering the room. LPN #2 stated staff o . ) L
shouid aiso inform the resident of the name of the entermg reSIdt.ant—rooms during
person wanting to enter the room. LPN #2 stated med pass; -being seated while
he \:;as ne;lvous and failed 1o knock on the " - assisting residents to eat their

: resident's door prior to entering the room. meals.
In‘temew mth the Director of Nursing (DON) on” :
£ 02/16/12, at 1:45 PM, revealed staff should Criteria 4: The CQI indicators
a!wa)rs knock on a resident’s door prior fo for the monitoring of resident
entering the resident's roomm.  dignity issues, including but not
2. Dbservation on 02/14/12, at 9:05 AM, reveaied limited to knocking before
LPN#1 assisted unsampled Resident B with the entering resident rooms, and
breakfast meal. Further observation revealed being seated while assisti
LPN #1 stood at unsampled Resident B's bedside g © assisting
during the meal, r_emdent to eat, will be utilized
. : monthly X 2 months and then

t Observation of the noon meal on 02/14/12, at quarterty thereafter under the
1:25 PM, revealed a Speech/Language supervision of th
Pathologist (SLP) assisted unsampled Resident B P e DON.
with the funch meal. The SLP stood at | - L
unsampled Resident B's bedside during the meal. Criteria 5:  March 16,2012
Observation of the evemng meal service on

1 02/14/12, at 6:45 PM, in Dining Room 3 revealed

: CNA #1 stood beside unsampled Resident C
during the supper meal.
Observation on G2/15/12, at 9:10 AM, revealed
CNA #2 siood at unsampled Resident B's

j ‘bedside to feed the breakfast meal.
frterview with CNA #1 on 02/14/12, at 6:15 PM,
revealed staff had to stand during the meal {o be 3
able to reach ihe resident.
interview on 02/15/12, at 9:40 AM, with CNA #2
revealed staff could stand or sit while feeding
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by staff.

Interview with LPN #1 on 02415012, at 3:00 PM,”

'she stood while feeding unsampied Resident B

MAINTENANCE SERVICES

; saniary, ordery, and comforiable interior,

Confinued From page 3

residents. CNA #2 revealed it was easier to
stznd to seach the residents that reqmred feading

!nterview on 02/15/12, at 2:00 P, with the SLP
revealed the SLP was not aware of facility
requirements for feeding residents. The SLP
stated the resident’s bed was in a high position
and staff wouid have {o stand to feed the
resident.

revealed staff should be at the eye level of the -
resident while feeding a resident. LPN#1 stated

because the rasident required a low air loss
matiress with the pump posifioned at the foot of
the bed and staff must be careful when lowering
the bed. LPN #1 stated the bed could be
positioned fower for staff to sit while feeding the
I‘esndent

Interview with the Director of Nursing (DON) cn
0216412, at 1:45 Pi, revealed staff should be at
eye level in a sitting position when feeding
residents.

483.15(h)(2) HOUSEKEEPING &

The facii'rty— must provide housekeeping and
maintenance services necessary to maintain a

This REQUIREMENT is not met as evidenced
by:

F2a

F 253

“The facility shall provide

¥ 253 Housckeeping and
Maintenaxnce Services

The facility must provide
housekeeping and mainterance
services necessary to maintain a

samitary, orderty, and comfortable | -

interior.

N 134 902 KAR 20:300-6{7){a)2.
Section & Quatity of Life.

housekeeping and maintenance
services necessary to maintain a
sanitary; orderly and comfortabie
mterwr.
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Based on observation and interview, it was sl .o ]
determined the facility failed to provide . - Criterial: ~ -Theblack
‘housekeeping and maintenance services ?“bsmme on the floor and wall tile
necessary to maintain a sanitasy, orderly, and in the Station 1shower room has
comforiable interior. Observation on 02114112 been cleaned.
and 02/15/12, revealed fall mats with {om edges, -The torn seaf cushion on
a bi['jSide c.:!';airkandbs?awer be%lch f\;viﬂ} Torg se?lt The Station 1shower bench have
cushion, & black substance on'the fioor and wa been repaired/replaced. :
tile in a shower room, brokenvchipped wall tiles, The b a1 Fihe
soiled IV poles at a resident's bedside, and a hale -1 hie base and legs o the
in a resident's bathroom door., tube feeding pole in rooms 105, 203
. : and 315 have been cleaned.
The findings include: -The bedside chair in room #105 hag
During the envi tal tour of the facility ‘been replaced,
uring the environmental tour of the facility on -Th t :
02/14/12, at 1:15 PM, and on-02/15/12, at 10:00 ; © hgh# T grhtrheb"a“‘ty o
AM, the foliowing fteme were obsetved to be in Toom as been repaired.
need of repair: -The loose/broken tile in
the 200 hall shower room have been
-A black subsiance was observed on tha floor repaired.
and wall tilzs in the shower stall of Station 1's tub -The frayed bedside mats -
reom. have been replaced/repaired.
-The seat cushion on the shower bench in Station + TP P
X -The top of the A/C unit
1's tub room was tom. . 4204 h .
-The base and legs of the fube feeding poie in 10 100m ?:0 as been repaired.
resident rooms 105, 203, and 315 were sciled - ~The hole in the bathroom
with a dried browrish substance. . door of room #217 has been
~The seat cushion of the bedsids chair was fom repaired.
and the emergency call bell string was sofied with . .
a dark brown substance in resident room 232, sy . .
-The wooden arms of the bedside chairin bCrIT;erf 2 ?n apdlt was performed
resident room 105 wete marred/scraped and had y the housckeepmg/maintenance
exposed splintered wood, staff on 03/07/12 for resident rooms
i ~The fight over the vanity in resident room 106 dad and care areas to identify issues
[ nof wark. requiring the attention of
-The fall mats in resident rooms 207, 227, and housekeeping or maintenance. Each
314 were torn whlch expesed the foam inside the : -
fall mats.
FORM CMS-2567(02-99) Premicus Versions Obsolste Evert: 10 0BBM{ % Faciiity iD: 100471 If continuation sheet Page 5 of 27




' PRINTED: 02/25/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ' ___OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDERFSUPPLIER/CI LA (X2} MULTIPLE CONSTRUCTION {3} QATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
) } . A BUELDING : : -
. B. WING - C :
. 185270 : 02/16/2012
) NAME OF PROVIDER OR SUPRUER STREET ADDRESS, CITY, STATE, ZIP CODE i
' 301 S MAIN STREET, PO BOX 438 !
CUul RLAND :
MEE VALLEY MANOR i BURKESVILLE, KY 42717
{%4) 10 © SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION xs) :
PREFIX [EACH DEFAICIENCY MUST BE PRECEDED BY FULL : PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION N
TAG REGULATORY CRLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE :
i )  DEFICIENCY)
F 253 | Continued From page 5 ' F 253

-Tiles were broken/chipped in the first shower el C
Stz In the 200 Hall Wormen's Shower Room, item identified was prioritized and
-The top of the air condifioner vent was broker, scheduled for completion on , ;
exposing sharp edges, in fesident room 204, 03/16/12 under the supervision of i
-A hole was observed in the lower portion of the, ” the Administrator. |
bathroom daor in resident room 217. : - . !
~ Criteria 3: The housekeeping and
maintenance stafT have received
inservice education by the

Interview on 02/16/12, at 2:00 PM, with the
Mairtenance/Environmental Services Supervisor
{(M/ESS) revealed rounds were conducied severat

times each day to monitor the environment and ' Administrator on routine inspection _:

determine if there were ttems in need of repair. of the resident rooms and care areas

The MIESS also sisted when staff idenfified : to dgterﬂ]jne that issues are - H
- | anything in need of repair/cleaning they were identified-and addressed in a timely

required to enter the information in a work.

orderflog book kepl at the nurses” stafion or manner, as provided on 03/06/12 . o

calipage the maintenance staff to inform them of thru 03/13/12.
the identified concem. The M/ESS confirmed )
work orders had not been issued for the items - . Criteria 4: The CQI indicator for

identified. ) the monitoring of housekeeping and !
F 314 | 483.25{(¢c) TREATMENT/SVCS TO. F 314 maintenance issues will be utilized : |

as per the CQI calendar under the

Based on the comprehensive assessment of a

resident, the facility must ensure that a resident ' supervision of the Housekeeping
who enters the facility without pressure sores _ and Maintenance supervisors.
does not develop pressure sores unless the

| individual's clinical condition demonstrales that - _ Criteria 5: March 22, 2012

they were unavoidable; and a resident having
pressurs sores recelves necessary treatment and :
sefvices to promote healing, prevent infection and F314 Pressure Ulcers .
prevent new sores from developing. . Based on the Comprehensive

Assessment of a resident, the
_ Facility must ensuore that-

This REQUIREMENT is nof mef as evidenced

by : -

- { Based on ohservation, interview, record review,
-1 and review of faclity poficy, the facility failed to
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provide necessary treatment and services to

promote heating and prevent infection during 1) A resident who enters the

wound care for two of seventeen sampled - facility without pressure sores
residents (Remdent#2 and Resident #13). ) . does not develop pressure sores
Observation of wound care treatment on | _ unless the individual’s clinjcal

221512, revealed siaff failed to change gloves

and wash/sanitize hands while providing wound. condition demonstrates that

care for Resident #2 Addiionally, stalf was they were unavoidable; and

chserved fo cress over the clean dressing figld 2) A resident who has an ulcer

with a soiled dressing while provu:!mg wound care receives care and services to

for Resident #13. :
_ : promote healing and to prevent

The findings include: : B ' additional ulcers.

1. Obsetvation on 02/15/12, at 10:00 AM, T ‘ S |

revealed Registered Nurse (RN) #1 performed i N 21,1 302 KAE 2 0:300-B(3)(b) P :

wound care fo two pressure wounds located on Section 8. Quality of Care. E

each butiock/coccyx area of Resident #2. RN #1 )

was observed to wash her hands, apply " Criteria 1: Residents #2 and 13

non-sterle gloves, and remove the soiled

dressing from Resident #2's buttocks/coccyx. are provided wound care in

| After removing-and discarding the soiled ‘ accordance with clinical
dressing, RN #1 removed her gloves, washed her standards of care as determined
‘hands, and applied new non-sterile gloves, RN by wound care observations.

#1 then cleansed Resident #2's left
buttock/coceyx wound with Normal Saline and

gauze sponge. RN #1 discarded the sofled gatire] Criteria 2: Residents are
and gloves in the frash, washed her hands, provided wound care in
- | applied new clean non-sterile gloves, and ‘accordance with clinical

cleansed the right buttock/coccyx wound with

Normal Saline and gauze sponge. RN #1 star_tdards of care as determined
discarded the soiled gauze and gloves in the during wound care observations
trash. RN #1 washed her hands and applied a conducted by the

pair of sterile gloves, By using her gloved fingers, | DON/ADON/Infection Control

RN #1 was observed to pack wounds with the
normal saline saturated roll gauze without.
changing gloves and washing hands in between
wounds. A dry thick gauze pad was placed cver
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the packing and the dressing was secuied with
tape.- RN #1 failed to change gloves and wash
her hands in befwesn the wound packing fo the
twa separale wounds on R%ldent #2's
butiock/coccyx area.

An interview conducted with RN on 02/15/12, at
10:35 AM, revealed she considered the wounds
'| to each side of Resident #2's buttock/coceyx area
to be two separate wounds but did not consider
; cross-contamination of bacteria from wound fo
; wound because shé never aliowed the roll gauze
; fo leave her hand. RN #1 revealed that f6 ensure
| prevention of bacterial cross-cantamination she
i should have remaved her gloves, washed her
. hands, and appiied new steriie gloves between
wourd packings.

An inferview with tfie Director of Nursing en
0271612, at 2:20 PM, revealed when a nurse is
providing wound care she would expect the nurse
to wash their hands before and after removing the
soiled dressing, and then to change their gloves
and wash their hands befween any wound where
there is an area of skin separating the wounds.

An interview with the Infection Control Nurse on
02/16M12, at 3:20 PM, revealed nurses are traned
upon hire 1o wash their hands any time they
remove their gloves. Further interview with the
Infection Coniral Nurse revealed that nurses are
also frained fo treat any wound that is separated
by an area of skin as two separate wounds. :

2. Observation of wound care on 02f16/12, at
9:30 AM, revealad LPN #1 prepared a clean field
on Resident #13's rofiing bedside table with the
dressing supplies needed to perform the wound

Nurse on 03/06/12, 03/07/12, and
03/08/12.

Criteria3: ©  Licensed nursing - |
stafT have received inservice :

- education on wound care in -
accordance with clinical i
standards of care including but
not limited to changing of gloves
and handwashing and
maintaining the clean ficld, as
provided by the Infection
Control/Wound nurse on
03/06/12 thru 03/15/12.

Criteria4:  The CQI indicator
for the monitoring of wound care

- compliance with clinical
standards of care will be utilized
monthly X 2 months and then
quarterly under the superVLsmn
of the DON.

Criteria 5:  Marchlé6, 2012

FORM GMS5.2587(32-95) Frevious Versions Obsolsta

Event ID: 068M 11

Facility I 100471 If confinuation sheet Page 8 of 27




i ' PRINTED: 02/723/2012
PEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APPROYED -

CENTERS FOR MEDICARE & MEDICAID SERVICES OlMB NO. D938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGTION ’ (%3} DATE SURVEY :
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: - COMPLETED S

B . AL BUILDING ) - .
B. WING G
. ‘ 185270 T - . (216/2012
NAME OF PROVIDER OR SUPPLIER, : STREET ADDRESS, CITY, STATE, ZIP CODE
‘ 301 S MAIN STREET, PO BOX 438
CUMBERLAND VALLEY MANOR y
ST ) ) BURKESVILLE, KY 42747
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES . | D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG .CROSS-REFERENCED 70 THE APPROPRIATE PATE
DEFICIENGY)
F 314 | Continued From page 8 ' F314

| care.. LPN #1 removed the soiled dressing from
Resident #13's cocoyx area. LPN #1 discarded
the soiled dressing in the waste receptacle that - E
| was positioned on the floor beside the rofiing . ’ |
bedside table. LPN #1 crossed over the clean ' ;
‘| field to discard the soiled dressmas

Interview on 02/16/12, at 9:40 AM, wiit LPN #1 -
revealed crossing over the clean ficld with the
soiled dressings could contaminate the clean
dressings and cause infection io the resident
LPN #1 stated she falled to ensure proper
placement of the waste receptacie to prevent

; crossing over the clean fizld.

i

Interview on 02/16/12, at 9:45 AM, with the
Infection Gontrol Nurse revealed”
cross-contamination could occur if staff crossed

over a dlean field that contained clean dressing | . F 322 N/G Treatment/Services
: suppfies to discard the soiled iiems. Based on the comprehensive
F 322 | 483.25{g)(2) NG TREATMENT/SERVICES - F322| ' assessment of a resident, the
§5=D | RESTORE EATING SKILLS facility must ensure that a
~ resident who is fed by a naso-

Based on the comprehensive assessment of a
resident, the faciiity must ensure that a resident
who g fed by a nasc-gastric or gastrostomy ube

gastric or gastrostomy tube
receives the appropriate

‘pharyngeal ulcers and to restore,
if possible, normal eating skills.

receives the appropriate freatment and services treatment and services to prevent %
fo prevent aspiration pneumonta, diarrhea, . aspiration pneumonia, diarrhea, T
vomiting, dehydration, metabolic abnormatities, | vomiting, dehydration, metabolic ?
and nasal-pharyngeal ulcers and o restore, if & - abnormalities, and nasal- !

[

" | possible, normal eating skills.

'FhES'REQUIREMENT is not met as evidenced

by: - N 236 962 KAR 20:300-8(12)(b).
Based on observation, interviews, and review of Section 8. (mality of Care.

the facility's policy/procedure, it was determined
the facility failed fo ensure appropriate treatment
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' and services were provided o one of seventeen Lo S i
sampled residents (Resident #12) and one Criteria 1'_ Venﬁcatu_)n of g-tube
unsampied resident (Resident A) refated to placerent is completed before
Gastrostomny tubes (G-ubes). Observations medication administration for
revealed staff fajled to verify proper placement of resident #12, and before and after
the G-tube, and falled to flush the G-ube before medication flushes are administered
ant after a medication administration. as ordered for resident #A.
The findings inciude: | ‘Criteria 2: An audit of residents
A review of the facility's policy "Specific with orders for g-tube medications
 Medication Administration Procedures” (11B12: was completed by the DON/ADON/
Enteral Tube Medication Administration) (dated on 03/05/12, 03/06/12_and 03/07/12
01/14/ 1;) I BVE?E‘.BF' ;hﬁ:[t in g{:fl?alﬁﬁﬂg 0‘; o to determine that these are provided
medication administrafion should check for . :
proper fube placement of the Gtube and check ﬁiﬁ;ﬁcﬁgﬁigbgzi and afier
gastric contents for residual feeding. P
Furthermore; the policy stated G-tubes should be water flushes as ordered.
flushed with 15-30 milliliters (ml) of water, or Criteria3:  Medication -
prescribed amount, before and after medicatio administration stafl have received
administration. . . inservice education by the
1. Anchb ti 02/14/12, at 12:00 PM DO N on 03/96/12 thru.
. servation on , at12: . .
during a medication pass for Resident #12 03];' 15/112 on the]? e;d to vegfy &
revealed Licensed Practical Nurss (LPN) #5 - . tube placement before medication
failed to verify placement of the G-ube prior 1o admipistration and to provide before
the administration of Xanax 0.25 mifligrams (mg), and after medication ‘flushes as
Kirapex 0.5 mg, and 30 m| of water. ordered with giube medications.
An interview with LPN #5 immeadiately foflowing :
the procedure revaaléd she was aware she did
not check placement of the G-tube prior to the
administration of the medication 2nd stated she
had been trained {o check G-tube placement
before any medication administration. LPN #5
stated she "was nervous and forgot” LPN #5
verbalized she should have verified placement of ¢
the G-tube.
FORM GM3-2567(12-98) Provious Versions Obisolele Eent 1D: 058111  Fociy D: 100471 . I contimuation shest Page 10 of 27
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo

prevent accidénts.

i
i

CUMBERLAND VALLEY MANOR BURKESVILLE, KY 42717
04 ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIBER'S PLAN OF CORRECTION &)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSE IDENTIFYIRG INFORMATION] TAG - CROS&REFERESEE& 'I;i g’\l;t)E APPROPRIATE DATE
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2. Observation of medication pass on 02/14M2, + Criteria 4: . The CQI m(.ihcator
at 5:06 PM, revealed Licensed Practical Nurse fo'r the monitoring of compliance
(LPN) #2 prepared Carafate 1 Gram/10 miflifters with g-tube med pass in accordance
for administration via G-ube to unsampled with MD orders will be utilized
Resident A LPN #2 checked placement of the monthfy X 2 months and then
G-fube and then administered the 10 milifitérs of quarterly as per the established CQI
Carafate via the G-tube, Further observation calendar under the supervision of
revealed LPN #2 reconnected the tube feeding. the DON/ADON. . i
LPN #2 failed fo flush unsampled Resident A's - )
G-tube prior to the medication administration and -
failed to flush te GHube after the medication had Criteria5:  March 16, 2012.
been administered in aceprdance with faciity s
policy.
Interview with LPN #2 on 02/16/12, af 5:.20 PM,
revealed he failed to flush the G-tube prior io and
after the medication adminisiration. LPN #2
stated he was nervous and since the resident had
an automnatic flush controlled by the pump the
resident would receive the flush.
An interview with the Director of Nursing (DGN)
on 02/16/12, at 5:25 PM, revealed that nurses are
trained in employee compeatencies upan hire to
Tollow the facility's protocol to verify G-iube
piacement before medication administration and _ . - .
to flush G-ubes bafore and after medication F 323 Accidents and Supervision
- | administration. The facility must ensure that the
F 323 | 483.25(h) FREE OF ACCIDENT F 323 resident environment remains as -
85-£ | HAZARDS/SUPERVISION/DEVICES ' free of accident hazards as is

possible.

N 219 KAR 20:300:8(Ti{a) Section
8 Quality of Care, :
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Criteria 1: The razors, prescription
lotion, disinfectant spray,
. _ ) . antimicrobial soap, shampoo,
This REQIIREMENT s not metf as evidenced manicure sticks, nail clippers and air
by: freshener were storedina .
Based on observabcn interviews, and review of designated locked ‘storage area.
| facility policy, Census and Condition, and Materiat “The electrical t -
Safely Data Sheets (MSDS), it was determined the © Icsﬂflffl] plug at the b;‘f; {}’lf
the: facilily failed fo ensure residents’ environment | air conditioner in room as
remained as free from accident hazards as been secured. ’
possible. Observation during the environmental .
tour revealed the facility falled to ensure Criteria 2: -An audit was
disinfectant spray, air freshener, shampca, completed on 03/05/12, 03/06/12 &
disposable razors, nail clippars, prescription 03/07/12 by the
Iotions, and sharp manicurs sficks were ADO
l secured/locked and not accessible to residents. DONémd . NMBCUOH Con‘rmlv |
i Additionally, an elecirical cord/elecirical ping Nurs ‘ amten'fmce Staff of resident
. profruded from the base of the air conditioner and RCCGSSIbk? bathing and storage areas
| extended into the pathway in resident room 208. to determine that there were no
T hygiene or cleaning products stored
; The findings include: in a manner accessihle fo residents,
Review of the faciiity policy enitied Safety Rules : %“d ‘h;ttﬁl“g.s are Z?E“red at the
for Employees {not dated) revealed employees .pase oi the atr condiioner units.
were required to comply with all safety -Locks were mstafled on the
procedures in addition to their specific resident bathing and storage areas to i
department rules to prevent injury to residents, . prevent unsupervised resident
visitors, and employees. The policy directed staff access to hygiene or cleaning
that all toxic chemicals must be properly labeled products. )
and stored in a secureflocked area. '
1. .Observatibn on 02/15/12, at 10:00 AM, of the |
Stafion 1 tub/shower room revealed a parfially !
used gallon container of Proven Antibacterial §
Soap on the floor near the sink of the shower
room. Further observafion revesled the fid of the |
Frovon Antibacterial Soap was missing. The '
FORM CMS-2667(012-99) Previous Versions Obsoiete Event ID:; o681 4 ‘Facliity ICr. 100474 ¥ continuation sheet Pags 12 of Z7
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doar to the shower room was not Iockedlsecured
and easily accessible to residents,

Observation on 02/15/12, at 11:10 AM, revealed a
storage cabinet was unsecured/uniocked in the
women's shower room located on the 200 Wing.
The storage closet contained the following: 14
disposable razers, 2 large toenail clippers, an

-opened box of sharp wooden manicure sficks, a

full box of 144 sharp wooden manicure sticks, 8
bottles of White Rain ShampoofConditioner, a
parfially used galion conitainer of Provon
Antibacterial Soap, a partially used spray
container of Lysol Disinfectant Spray, and 2
prescription lotions {Ammonium Lactate Lofion

 '12%) containing a resident's name and directions
j for use. .

Further observation on 02/15/12, revealed the

Clean Work Room was unlockedfunsecured and
was located next door to 2 wanderning resident’s
Observation of the floor cabinet in the
Clean Work Room revealed a spray can of Lysot
IC foaming disinfectant and a can of Time Mist air
freshiener in a cabinet drawer.

Review of the MSDS for Lyso] Disinfectant Spray
revealed misuse of the disinfectant could cause
eye irritation and the product could be irriating to
the respiratory system if mhafed

Further review of the MSDS information for
Provon Antibacterial Soap and White Rain
Shampoc/Conditioner revealed the products
could cause moderate irrtation o the eyes and if
ingested the products could cause gasfric
disturbances. -

CUMBERLAND VALLEY MANGR
. . BURKESVILLE, KY 42717
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Criteria 3:-Licensed and non-
licensed hursing staff have received
insetvice education on the new -
locking devices on the resident
bathing and storage areas, and the
need to keep all hygiene and
:cleaning products stored correctly in
the designated locked areas, as !
provided by the DON/ADON/NHA
on 03/06/12 thru 03/15/12.
-Maintenance staff have received
mnservice education on the need to
monitor that the air conditioner
plugs are secured as part of
quarterly audits, as provided by the :
NHA on 03/06/12 thru 03/13/12. :

Criteria 4: The CQI indicator
for the monitoring of proper storage :
of resident hygiene and facility
cleaning products will be utilized
monthly X 2 months and then
quarterly as per the established CQI
calendar nnder the supervision of
the Maintenance Supervisor.

Criteria 5: March 16, 2012
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denatured ethanol and ingesting could result in

prevent wandering residents from entering the

Fhe MSDS information for Ammonium Lactate
Lotion 12% listed the following precautionary
measures; avoid ingestion, inhatation, skin, and
eye contact. Review of the MSES information for
Tirne Mist Alr Freshener revealed the product
contained acetone and could be imitafing and
could possibly cause injury fo the eye, The
MSDS further warnad acetone could have .
hammiul effects on the liver and kidney.

Further review revealed the MSDS information for
Lysoi IC advised that the product contained

ethanol poisoning. The information advised staff
o call the Paison Control Cenier immediately i
the product was ingested. '

Review of the facility's Census and Condition
Record dated 02/14/12, revealed 40 residents
had a diagnosis of Dementia. Review of a list
provided by the facitity revealed 16 residents were
assessed fo exhibit wandering behaviors.

Further observation revealed a resident's
doorway near the shower room had a velcro stop
sign door guard applied fo the enfry.door frame to

resident's room.

interview on 02/15/12, at 10:15 AM, with CNA #3
revealed he had given residents tub baths on the
100 Hall but had not noficed the Provon
Anfibacterial Scap on the floor near the sink.
CNA #3 stated he was not surg why the soap was
left out because residents should not have
access fo it

Interview on 02/15/12, at 11:10 AM, with CNA#4 |

F 323
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Tevealed the ¢cabinet was leff uniocked at fimes

Continued From page 14

revealed residents should not have access to .
chemicals or the items in the cabinel. CNA #4

and it was the responsihility of the persan
assigned to give tub baths to ensure the cabinat
was locked because that CNA was' the only .
person with the key. CNA#4 stated the items in
the storage closet could harm residents if the
iterns were swaliowed.

interview on 021512, at 11:25 AM, with the
Director of Nursing (DON) reveéaled the CNA -
assigned fo give fub baths was responsible io
ensure the cabinet remained locked and
residents should not have access to items stored
in the cahinet The DON stated CNA #10 was
responsible for the tub baths but as of 02/15/12, -
was no foenger employed by the facility.” The DON
stated the facility policy was that the cabinet -
shoukd be locked at all times. The DON stated
the items could be harmful if swallowed and
prescription lofions or creams shauld never be
stored in the cabinet.’

An interview was attempted on 02452, at 1:45
PM, with CNA#10 but the CNA was unable to be
contacted by phone.

Intenview on 02/16/12, at 4:30 PM, with LPN
#1/the Unit Coordinator (UC) revealed the UC
was unaware the shower room cabinet was not
locked. The UC stated she conducted routine
checks of the shower room but had not neticed
the cabinet was unlocked. The UC revealed the
storage closet shoukd be locked when not in use
and residents should nof have acc:ess o the
iterns stored in the closat.

Faz23
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2. Observation during the environmental tour on
"02/15/12, at 10:00 AM, revealed an electrical
socket was loose and profruding from under the
air conditioner in resident room 2G5. The air
conditioner cord was connected to the electrical
socket and protruding into the pathway by the
resident’s bed.

.| Interview with the Maintenance Supervisor (MS3)
on 02/16/12, at 2:00 PM; revealed he was not
aware of the electrical socket being loose. The
MS stated he made rounds frequently and staff
notified him of items in need of repair by writing in
a log book kept af the nurses' station. The MS
siated the cord protruding into the resident's
pathway could cause a resident to fall.
F 364 [ 483.35{d){1)2) NUTRITIVE VALUE/APPEAR,
's8=D | PALATABLE/PREFER TEMP

Each resident receives and the facllity provides
food prepared by methods that conserve nutritve
value,.flavor, and appearance; and food that is
palatable, attractive, and at the proper
temperature.

This REQUIREMENT s not met as evidenced
by -

Based on observation, interview, and facility
policy review, it was determined the facility failed
o provide foods/liquids that were palatabie and at
: the proper temperature duning the breakfast meal

on 02/15/12. ' '

The findings inctude;

A review of the Food Preparation/Cooking &
Holding/Delvery policy (Undated) reveaied the hot
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F 364 Nutritive value, Proper
Temp. Each resident receives and

= the facility provides food ‘
prepared by methods that ‘
conserve nutritive value, flavor,
and appearance, and food that is
palatable, attractive, and at the
proper temperatore.

Fae4

© N 273 592 KAR 20:309-16(4)Km)
- Section 10, Dietary Services

Criteria 1&2: -Test trays checked
on 03/07//12, 03/08/12, and
03/09/12by the RD indicate hot
breakfast items were maintained at
desired temperatures, :
-Resident interviews conducted by

- the RD/DM on 03/07/12, 03/08/12,
and 03/09/12 indicated no resident
complaints pertaining to breakfast
food item temperatures.
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' foods were to be served hot and the cold foods o, .
were to ba served coid when the tray reached the Crltem_n 3’edl;he U'Sae){rl(;art (ifhvetrhy
residents. The policy did not include specific was reviewed/revised to reduce the
timeframes for the resident meal trays to be number of breakfatst trays delivered
distributed., on each catt to maintain breakfast
) items at desired temperatures.
Observation of the 222 Hall on 02/15112, at 8:00 -Hot breakfast items are now served
AM, revealed staff was still serving breakfast in insulated/covered dishes to
trays with seven trays remaining on.the breakfast maintain desired & v
cart. The last tray was removed at 8:05 AM (25 amtain desired temperatures.
minutes after the cart was delivered to the 222 -Dietary staff have received )
Hal). Afood temperature and palatability fest mservice education from the Dietary
was conducted of the food items from the last Manager/RD on the revised
tray with the Director of Nursing (PON). The food breakfast tray cart delivery system
' fiemperat;;lris rexegaletg the eggs were ggg and the use of insulated/covered
egrees Fahrenheif, the sausage was /7. T ‘ -
degrees Fahrenheit, and the coffee was 88.5 g;};eif; provided on 03/09/12 thru
degrees Fahrenheit. The paiatabifity test 312,
revealed the eggs, sausage, and coffes tasted , : B
cold. Criteria 4: The CQI indicator for
. the monitoring of meal tray items
A group interview was conducted at 3:30 PM on * within desired temperatures will be
02/14/12, with eight alert/oriented residents, The or
residents stated that breakiast was usually cold - utlhzec_l Ipont];lt)l/] urgei theM _
by the time the trays reached the residents. supervision of the bhetary Manager.
Interview with the Dietary Manager (DM) on Criteria 5: © March 16, 2012
02/15/12, at 8:15 AM, revealed the breakfast cart _
for the 222 Hall came from the kifchen at 7:35 AM ¥ 365 Food in form to meet
and arrived at the 222 Hall by 7:40 AM. individual needs. Each resident
F 365 | 483.35(d)(3) FOOD iN FORM TO MEET - F 365 receives and the facility provides
58=D | INDIVIDUAL NEEDS' food prepared in a form designed
Each resident receives and the facility provides - to meet individual needs.
food prepared in a form designed to meet
individual needs. '
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This REQUIREMENT is not met as evidenced P (274 902 KAR 20:300-10(4)(c)
by: : L p e
Based on observalion, inteiview, and record | - .~ Section 10 Dietary Services
review, it was detsrmined the facliity falled to e i . L
ensure the therapeutic diet ordered by the Criteria 1: Resident #1 is provided
physician was provided for one of seventeen _ meat consistency with meals in
sampled residents (Resident #1). : ’ accordance with MDD orders and -
o memz designation.
The findings include;
- Criteria 2: Residents are provided

.| A review of the facflity's Mechanical Diet Pollcy A . .
revised 02/15/12, revesled the resident with an : meat conststency with meals in
order for a mechanical soft diet would receive accordance with M) orders and
foods that were appropriately aliered "~ menu designation.
mechanically if required according to the menu
spreadshect i Criteria 3: -The facility
Policy/Procedure for meat

A review of the "Serving Meal Trays" procedure ; .
- consistency was revised to

(no date) revealed the staff member delivering

the food tray was to “make sure the trayis = | determine meats are provided in
complete. Check items on tray with the dietary accordance with MDD orders and
card. Make sure assisfive devices are inciuded.” ’ menu designation.

-Dietary staff have received

Review of the physician's orders dated 01/21/12,
for the month of February 2012 and the dietary
food card revealed Resident #1 was to receive a

inservice education on the revised
P&P for meat consistency as

Mechanical Soft Diet. The residents name and provided by the RD/DM on

room number were identified on the dietary food 03/09/12 thru 03/13/12.

card. Review of the clinical record revealed the .
resident's diagnoses included Esophageal Reflux * 1" Criteria 4; The CQI indicator for

and Eating Disorder. Review of the nursing care

plan revealed Resident #1 has dentures but the the monitoring of meal items in

dentures were il filfing and the resident did not : accordan(%e Wﬂfh MD. orders_apd

wear therm. . o menu designation will be utilized
: monthly under the supervision of

Observation on 02/14/12, at 1:30 PM, of the noon the Dietary Manager.

meai reveaied Resident #1's lunch food tray
contained cubed beef, mashed potstoes, .
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Continued From page 18 | '
vegetabie mediey, baked beans, a banana,
4-punce container of yogurt, and a container of
sherbet Resident #1 reported to a Certified
Medical Technician (CMT} who was in the rocom
caring for Resident #1's roomimate, "l can'i chew
this meat” The CMT jeft the room and brougnt in
Licensed Practicat Nurse {LPNY#5. LPN #5
observed Resident #1's junch food tray and
dietary food card and stated, "They brought you
the wrong one. Your meat is supposed io be
chopped.” Then LPN #5 stated she would notify
the kitchen fo bring Resident #1 a new tray with
the correct meat.

inferview on 02/15/12, at 4:20 PM, with the

"| Director of Nursing {DON) revealed the staff

member that defivers the resident’s tray is
expected fo check the resident's dietary food card
to ensure the meal is the correct one ordered. If
the meal that is delivered to the resident is
incorrect then a new tray with the correct diet is

ordered from Dietary. Further nterview.with the |

DON revealed all direct care staff was fained in.
orientation related to different food consistencies.

Interview on 02/15/12, at 4:40 PM, with the

"| Dietary Manager (DM revealed the resident's

physician-ordered meal cards are printed out
every moming. The DM siated it wasthe dietary
staff rembear on the {ray line who called outto
the diefary staff {who dipped the focd) the
resident's name, -diet, dislkes, and the correct
dist The dietary staff member dipping out the
food onte the food trays was then expected to dip
out the correct food to be served {o the resident.
483.35(i)) FOOD PROCURE, ‘
STORE/PREPARE/SERVE - SANITARY

F 365

F 371

Criteria 5: March 16, 2012.

i
1
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.1 11:40 AM, revealed the stalf member serving the

‘by:

. of more bowls stored on trays cutside of the dish

The facility must -

{1) Procure food from sources approved or :
considered safisfactory by Federal, State or locat
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions .

This REQUIREMENT is not met as evidenced

Rased on observation, interview, and record
review, it was determined the fatility failed to
siore and serve food under sanitary condifions
during tray fine observation on 02/14/12 and
02/15/12, Bowls were observed tp be stored wet,
and a staff member faifed to change gloves while
serving food after going to other areas of the
kitchen, The same siaff member refurped to the
steam table with the same gloves and confinued
serving food and picking up the bread with the
same gloved hand,

The findings include:

1. Areview of the Dish Washing
Policy/Procadures (not dated) revealed cleaned
dishes must be allowed to air dry before storage.

Observation of the noon meal on 02/14/12, at

hot foods from the stearn izble picked up three
bowls from a fray where the bowis had been
stored. When the staff person picked up the .
bowts water dripped from the bowls. Observation

- practice.

F 371 Food Procure,
Store/Prepare/Serve — Sanitary
The facility must store, prepare,
distribute, and serve food under
samifary conditions.

N 283 942 KAR 24:306-10(8%Db).
Section 10, Bietary Services. The
faciity shall store, prepare,
distribute and serve food under
sanitzry conditions,

Criteria 1: -The dinex bowls have
been washed and air dried as per
dietary sanitation standards of

- Digtary staff perform hand
sanitation and glove/utensil use in
-accordance with dietary-infection
conirol standards of practice.

Criteria 2: -Dinex bowls are
washed and air dried as per dictary
sanitation standards of practice.
- Dietary staff perform hand
sanitation and glove/utensil use in
accordance with dietary infection
control standards of practice.
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: gloved hands, The siaff member failed to change
i gloves at any time during the meal service.

{ Interview with the DM on 02/16/12, at 12:50 PM,
" revealed the staff meamber should bave changed

room revealed saveral of the bowls had been
stored wet.

Interview with the Registered Diefitian {RD} on '
021412, at 11:40 AM, revealed she had not
realized the bowls had been stored wet

Interview with the Digtary Manager {(DM) on .
02116412, at 12:50 PM, revealed staff shouid have
allowed more drying time for the bowls.

2. Areview of the Dietary Food Handling
Policy/Procedures {not dated) revealed foods
should be prepared and served with clean tongs, -
scoops, forks, spoons, spatulas, or other suitable
implements so as fo avold manual cantact of
prepared foods with hands,

Cbservation of the evening meat on 02/15/12, at
5:15 PM, revealed the staff member serving the
hot food was wearing gloves.” Confinued’ ,
observation revealed the staff memberwent to
other areas of the kitchen to replenish food on the
steamn table, plates, lifted the dome plate lids,
took temperatures midway through the meal
seTvice, and served the bread with.the same

Interview with the sfaff member on 02/158/12, at
5:45 PM, revealed she never changed gioves but
did not handle anything that would require her o
change gloves.

gloves when going o other areas of the Kitchen
and refuming o the steam table or used tongs 1o

- Criteria 3: -Obtaisied trays that
allow better air circulation for
improved drying times for dinex
bowls. ’

Inservice education has been
provided by the RI} and/or DM for
the dietary staff on 03/09/12 thru
03/13/12 on the correct cleansing
-and air drying of dinex bowls, and’
hand sanftation and glove/utensil
use in accordance with dietary
infection control standards of .
practice.

Criteria 4: The CQI indicator for
the monitoring of dictary sanitation
and hand hygiene will be utilized
monthly as per the established CQI
calendar under the supervision of
the Dietary Manager.

Criteria 5: March 16, 2012.
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- | pick the bread up. .
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441

= | SPREAD, LINENS
SS=E " F 441 Infection Conirol The

The facility must establish and maintain an : . Facility must establish and
Enfection Conirof Program designed {o provide a - maintain an infection control
safe, sanitary and comfortable environment and program designed to provide a
io help prevent the development and transmission safe, sanitary and comfortable

of dissase and infectiop. envircnment and to help prevent

1 (a) Infection Control Program the development and transmission

The facility must estabiish an Intection Conirol of disease and infection.

Program under which it - .

(1) lnvestigates, conirols, and prevenis lnfecnons N 144 962 KAR Z86:300-6(7}b)2.2-
in the facility; _ Section & Quality of Life.

(2) Decides what procedures such as isolation,
should be applied to an individual resident; and

(3} Maintains a record of incidents and corrective Criteria1: -Medication

actions related to infections. adiministration staff administer
S : medications in accordance with

(b) Preventing Spread of infection . - infection control standards of

{1) When the Infection Confrol Program g practice including washing hands

datermines that a resident needs isolation to ) after each resident contact, and

| prevent the spread of infection, the facility must

isolate the resident - waghing hands after administering

{2} The facility miust prohibit employess with a eye drops. ]
communicabie disease or infected skin lesions | . -The ice scoops are stored in the
from direct contact with residents or their food, if _ designated containers between each
direct contact wil! fransmit the disease. use.

{3) The facility must require staff to wash thair -A sign aiertmg the public to the use

"hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

of isolation precautions will be used
upon initiation of these procedures.
There are no residents currently

{c} Linens : reqmrmg any isolation precautlons
Personnel must handle, store, process and . in the facility.

transport finens so as to prevent the spread of

infection.
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This REQUIREMENT is not met as evidenced

rand continued to administer a sublinguat

Confinued From page 22

by:

Based on observation, interview, and| review of
facilty policies, it wes determined the facility -
failed to ensure an effective infection control
program was maintained to provide a safe,
sanitary, and comfortable environment o prevent
the fransmission of disease and infactions.
Observafion of medication pass on 02/14/12,
revealed staff failed 1o wash/sanitize hands after
the administration of eye drmps for Resident #7

medication. Additionally, staff failled fo
wash/sanitze hands between resident contact.
Observafion on 02/16/12, of ice pass revealed
staff left the ice scoop in the ice cooler during the
ice pass for eleven resident rooms. Further
observation revealed the facility failed {o alert the
visitorsfresidents of Resident's #9's contact .
precauﬁons that had been mrhated on 02/13/12.

The findings include:

Review of the facility's policies tiled Siandard
Précattions and Summary of Centers for Disease
Control Universal Precaution Recommendations
{located in Employee QOrientation Bookiet) (not
dated) revealed staff was to wash hands before
and after resident contact and after gloves were
removed. Review of the facility's policy titled Ice
Machines and lce (not dated) revealed the ice
scoop shouid be covered on a clean, bard
surface when not in use. The policy darec:ted st:af'f
that the ice scoop shouid not be sfored in the ice

Criteria 2: -Medication -
administration staff administer
medications in accordance with
infection control standards of
practice including washing hands
after each resident contact, and
washing hands after administering
eye drops. This was determined by
med pass administration
observations conducted by the
DON/ADON/Infection Confrol
Nurse on 03/65/12, 03/06/12, and
03/07/12- ’

-The ice scoops are stored in the
designated containers between each
use, as determined during
compliance rounds conducted by the
DON/ADON/NHA on 03/05/12,
03/06/12, and 03/07/12.

-A sign alerting the public to the use
of isolation precautions will be used
upon initiation of these procedures.
There are no residents currently
requmng any isolation precautlons
in the facility,
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2. Confinued observation of medication pass on
: 02/14/12, at 12:00 PM, revealed L PN #5 exited
! Resident #7's roorn without washing her hands

{ medicafion for Resident #7. LPN #5 apphed

LPN #5 then removed her gloves and discarded
them in the trash. Without washing/sanitizing her |

the Resident with Shingles {not dated} revealed
non-inmune staff members and/or visifors should
not have contact with an infecfious resident unti
the resident's lesions have crusted over.

1. Observation of a medication pass an 02/14/12,
at 11:55 AM, revealed Licensed Practical Nurse
{LPN} #5 faiied to washfsanitize hands befween
the administration of eye drops and sublingual

clean gloves and administered Alcon Ophthalmic
Drops, ote drop in each eye, for Resident #7.

hands LPN #5 applied clean gioves and
adminisiered Atropine Suifate Ophthalmic
Solution 1%, two drops under the fongue, for
Resident #7. LPN #5 removed and discarded her
gloves in the frash; Without washing/sanitizing
her hands LPN #5 was observed to apply clean
gloves and swab out Resident #7's mouth with a
glycerin swab and apply lip baim to the resident's
lips. LPN #5 then obtained a paper towel and
wiped sputum out of Resident #7"'s emesis basin.
LPN #b ther removed the gloves and discartied
them in the trash.

and went io the medication cart that was sitvated
at the doorway of Resident #12's room. LPN#5
was observed to open Resident #12's ordered
medication packages and crush fablets in a
medication crusher without washing her hands or

applying clean gloves. LPN #5 mixed the
crushed medications with approximately 30

<4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFTX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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- DEFICIENGY)
F 441 | Continued From page 23 _ F 441 .
in. Review of ility” icy fitled Care of e e ;
bin. Review of the facility's palicy fitled Criteria 3: -Nursing staff have

. Criteria 5:

received inservice education on
infection controt standards of
practice including but not limited to:
-hand washing after each resident
contact and after administration of
eve drops during medication
administration; proper storage of the
ice scoop in the designated
container; the placement of the
designated signs on the resident
room door when isolation
precautions arc mitiated as provided
by the DON/ADON/Infection
Control Nurseon 03/06/12 thru
03/15/12. ‘

Criteria 4: The CQ! indicators for.
the moniioring of Infection Control
Standards of Practice will be
utitized monthly X 2 months and
then quarterly as per the established
CQI calendar under the supervision
of the DON/Infection Control
Nurse. -

March 16, 2012
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millffiters of water. LPN #5 then applied clean
gloves and administered the crushed medications
and water solufion in Resident#12's Giube.

LPN #5 then removed her gloves and discarded
them in the trash, LPN #5 was then observed to
exdt Resident #12's room and sanitize her hands
with hand gel.

interview on 02/14/12, at 12:10 PM, with LPN #5
revealed she was aware she did not wash her . .
hands in between the administration of Resident
#7's eye drops and the sublingual medication.
LPN #5 confirmed she should have washed ber
hands after wiping out Resident #7's emesis
basin. {~urther interview with LPN #5 revealed
she had bezen trained fo wash/sanitize her hands
between resident care; thevefore, she should

| have washed her hands before delivenng care o
Resident #12.

3. Observation on 02/16/12, at 12:710 PN, _
revealed CNA #0 was passing ice to residents on
the 200 Hall. Further observation revealed CNA -
#9 obtained a resident's waler piicher from room
224. CNA #3 filled the resident's ice pitcher with
ice from the ice cooler positioned in the hallway.

Gontinued cbservation revealed CNA #9 left the
ice scoop in the ice chest with the handle in _
contact with the ice. TNA #9 completed the ice
pass for the residents on the 200 Hall and
continued to leave the ice scoop in contact with
the iee in the ice chest

interview on 0216712, at 140 PM, with CNA #9
"revealed the cart used for passing ice to residents :
had a covered holder for the ice scoop. CNA#9 _
stated she had passed ice to at least 11 resident
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roomis and had failed to store the ice scoop in the
holder. CNA #9 stated she had been trained to
stere the ice scoop in the covered hoider and

| leaving the ice scoop in contact with the ice would

spread germs fo the residents.

Interview on D2/16/12, at 2:20 PM, with the DON
revealed staff was required to store the ice scoop
in the covered holder on the ice cart. The DON
stated to prevent contamination of the ice the
handle of the ice scoop should never come in
contact with the ice.

4, Review of the medijcal record for Resident #9
revealed the resident was evaluated at the
Emergency Roam on 02/12/12, due fo the
development of pain and biister-like areas to the
lower back and cocoyx. Resident #9 returned o
the facility with the diagnosis of Herpes Zoster
{shingles}. . :

Review of the comprehensive care ptan dated
0212112, revealed contact-precautions were

| implemented for noh-disseminated shingles.
- Observation during the initial tour on 02/13/12,

and throughout the survey revealed the facility
had failed to post a sign to alert staff and visitors
that contact precaufions were reguired.

Interview on 02/16/12, at 2:20 PM, with the
Infection Confrol Nurse revealed staff had nofified

| heron 02/12/12, of Resident #9's diagnosis of

shingies. The infecfion Control Nurse stated she
directed staff to implement contact precautions
and to notify the other departments ofthe
precautions. The Infection Control Nurse siated
she checked to ensure staff had implemented the
contact precaufions upon retuming to work on
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i and had intended fo post the sign herself. The
! Infection Control Nurse stated she faifed to obfain

-l reom and the new diagnosis was passed on in

- | draining she would bave ensured all aspects of

Continued From page 26 ) )

02/13/12. The Infection Conlrol Nurse stated a
sign should be posted that stated, "Please check
at nurses’ station before entering rcom.” The
Infection Control Nurse stated she realized a sign
to alert staff and the public had not been. posted -

the sign and post the sign to ensure staff and the
public were aware of the potentially contagicus.
shingles.

Phone interview on 02/16/12, at 4:00 PM, with
LPN #7 revealed she nofified Resident #8's
physician on 02/12/12, of the resident's complaint
of pain of the low-back and buttocks and blistered
areas were present. LPN #7 siated the resident
was sent o the Emergency Room and returned to
the facility on 02/12/12, with the diagnosis of
shingles. PN #7 statad she informed all staff of
the contact precautions and instructed one
pregnant employee {o not enter Resident #9°s

shift report. LPN #7 stated she failed to post.the
sign to alert staff and the public and didn't feel it
was necessary. LPN #7 skated if the areas were

confact precaufions were implemented.

F 441

FORM CME-2587 (02-99) Previous Versions Chsolete

Event 1D: DEEAM 1

Facilty ILx 100474

If confinuation sheet Page 27 of 27




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

PRINTED: 08/22/2012
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185270

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING

B. WING

COMPLETED
01 - MAIN BUILDING 01

02/15/2012

NAME OF PROVIDER OR SUPPLIER

CUMBERLAND VALLEY MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
301 S MAIN STREET, PO BOX 438

BURKESVILLE, KY 42717

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K 000

INITIAL COMMENTS

CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 1985
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type 111
(000)

SMOKE COMPARTMENTS: Six

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il Diesel generator

A life safety code survey was initiated and
concluded on 02/15/12, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.
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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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