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F 000 | INITIAL COMMENTS F 000

A standard health survay was conducted on

11/01-03/11. Deficiencies wete cited with the
| highest scops and severity at "D" level. ‘
F 279 | 483.20(d), 483.20(k){1) DEVELOP F 279
ss=p | COMPREHENSIVE CARE PLANS

A facllity must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facllity must develop a comprenensive care
pian for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
neads that are idenfified in the comprehensive
assessment.

The care pian must describe the services that are | : L
to be furnished to attain or maintain the resident’s | '
| highest practicable physical, mental, and

| psychosocial well-being as required under -
§483.25; and any services thaf would otherwise
-be required under §483.25 but are not provided
due fo the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4). '

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review, | J
and review of the facility care plan policy, it was
determined that the facllity falled to develop a
comprehensive care plan for two of fifteen
sampled residents (Residents #12 and #13).
Record review revaaled Residents #12 and #13
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other safeguards provide sufficientdiratection o the patients. (See instructions.) Except for nursing nomes, the findings stated above ars disclosable 90 daye
following the date of survey whathar or net a plan of correctlon s pravided, For nursing homes, the above findings and plans of correction are disciosabte 14
days following the date these documents are made avallable to the facility. if deficiuncies ame cited, an appraved pian of eorrection Is requisite to continued
program participation,
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F 000 | INITIAL GOMMENTS _ F 000

A standard health survey was conducted on

11/01-0311. Deficiencics wete cited with the
highest scope and severity at "D" level. L
F 2791 483.20(d), 483.20(k}1) DEVELOP 279
58=p | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the residenf's '
camprehensive plan of care.

The facility must develop & comprehensive care
plan for each resident that inciudes measurable
objectives and timetables fo meet a resident's .
medical, nursing, and mental and psychosocial

neads that are idenfified in the comprehensive ] )
assessment. _ |

The care plan must describe the services that are
fo be furnished to atiain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under -
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due fo the resldent's exercise of rights under
§483.19, including the right to refuse treatmant
under §483.10(b)(4). '

This REQUIREMENT is not met as evidenced
by;

Based an obsérvation, interview, record review,
and review of the facility care plan policy, it was
determined that the facllity falled to develop a
comprehensive care plan for two of fifteen
sampled residents (Residents #12 and #13).
Record review revealed Residents #12 and #13

LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE HILE (B DATE

Any deficlancy staternent ending with #n asterisk () denotes a deficiency which the insfitution may be excused from corrscting providing it Is determined that
ather safeguards provide sufficient pralection fo the patients. {See instruations) Excapt for nursing homes, the findings staied above are disclasabie 90 days
following the date of survey whethar of not & plan of correction is provided. For nursing homes, the above findings and pians of comestion are disciosable 14 .
days foliowing the date these documents are made avaliable to the facliity. ¥ deficiencies are cited, an approved plan of corfection-Is requisite to continued
program pariicipation.
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SUMMARY STATEMENT OF DEFICIENCIES ;

FROMIDER'S PLAN OF CORRECTION

| Interview with the Facility Administrator on

related to care plans.

! the (MDS) revealed Resident #13 was assessed
! to require exiensive assistance with bed mebility,

11/03H1, 8t 3:05 PM, confrmed the above
policy/procedure was the only policy in place

1. Record review revealed the facility admitted
Resident #13 on 10110/11, with diagnoses of End
Stage Renal Disease requiring Hemoadialysis,
Diabetes, and Hypertension, A review of the
Admission Minimum Data Set (MDS) assessment

dated 10/17/11, revealed the facllity asssssed the |-

resident to make him/herself understood and has
the ability to understand others. Further review of

dressing, and bathing.

A review of the care plan dated 1012711, for *

and the need to include special
procedures on the individual care plan,
This was completed by the DON on
12/15/11. 12T reviewed the corporate
presentation on care planning on _
12/12/11; this was confirmed by the
DON,

%@;& {EACH DEFICIENCY MUST BE PRECEDED BY FULL prié’ﬂx {EACH CORRECTIVE AGTION SHOLLD 3E coubiErion
TAG REGHLATORY OR LSC IDERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. : . DEFICIENCY]}
F 279 Continued From page 1 F 279
had diagnoses of End Stzge Renal Disease ) _ o
rexjuiring hemodialysis (a medical procedure The care plans for resident #12 and #13 it l‘! I
performed {o remove wastes and toxins from the were reviewed by the IDT and revised or
body when the kidneys fail). However, review of developed as indicated. Included in the-
fhe plan of care showed no evidence that the car plan as indicated is monitoring the
facility had developed an individualized care plan i shunt site, monitoring for complications
to address services to be provided to attain or : related to diatysis such as hypotension
maintain the residents’ highest practicable ; and abnormal bleeding, monitoring
physical, mental, and psychosocial well-being : weights, watching diet and dietary intake,
related to hemodialysis. i ete.
The findings include; All comprehensive care plans to be 1257 ,? I
. ) reviewed by IDT by 12/15/11 fo ensure ’
A review of the facility’s poiicy fitled Care Plan that ali needs are addressed and that all ’
Enterdisciptinary Team Meeﬁngs_ Po!icy and care plans are current and applicable to
Procedures (dated March 2009) revealed that the resident. Any updates or revisions
care plans would be read to the interdisciplinary will be complated as indicated.
" | team during the weekiy meetings and the team _
would discuss and/or fnake changes needed Nursing staff including IDT re-educated Z’ _ /
regarding the resident's plan of care at that fims. on the use of the care plan o direct care YA RT3 -
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F 279 i Continued From page 2 _ F 279
i Resident #13 revealed no evidence the facility y o o
had addressed hernodialysis as a care concern  DONto review 25% ofcare plans each e [ iy
for the resident. Further review of the care plan for 4 weeks to ensure all care plans are
revealed the facility had failed 1o provide Resident Teviewed a second time within the month
#13 with a plan of care that reflected standards of to ensure that they are accurate and
current professional practices refated t6 individualized for each resident., DON
hamodialysis, wil! then review a minimum of 25 % care
’ : ’ X » plans each month for 4 months to ensure
A review of freaiment records for Resident #13 our procedure for development and
for November 2011 revealed no evidance that review of eare plans is implemented.
facllity staff was monitoring the resident's DON will report any issues she fiuds to
hemodialysis vascular access site. An interview the facility QA commitiee for follow up.
with Licensed Practical Nurse {LPN) #2 on :
11703111, at 2:00 PM, revealed the care plan is Completion date 12/16/11.
what provides the staff direction for providing care
for the residents. However, the faciiity did not
identify hemodialysis as a care concern for
Resident #13, therefore, no interventions or
professional practices related 1o hemodialysis
were available for staff review. . :
An interview with Registered Nurse (RN) #1 on
| 11703111, af 1:45 PM; revealed she had
completed the care plan for Resident #13.
Further interview confirmed an individualized plan
of care related to hemodialysis had not been
provided for Resident #13. RN #1 continuad 1o
state hemodialysis should have been addressed
as a.care concernh on the care plan for Resident
#13. .
2. Review of the medical record of Resident #12
revealed the fadility had admitied the resident on
11/20/07, with dlagnoses that included End Stage
Renal Disease requiring hemodialysis,
Hypertension, and Diabetes Melittus. A review of
the annual comprehemsive assessment of
-Resident #12 with an assessment reference date
. FORM CMGS-2667(02-99) Provious Versions Obsolate Event 1D TROVE1
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F 278 Continued From page 3 : F278
of 05/20/11, revealed the resident had been _
assessed to be able to understand others and to
make hinvherself understood, Resident #12 was
also assessed to have severely impaired vision.

Obgervations of Resu:fent #12 on 11/03/11, at
9:10 AM, revealed the resident was well

| groomed, silling in a wheelchair in the residenf’s
reom. The resident's vascular access site.
{vessel in the arm used to place needles for
hemodialysis treatments) on the left upper am
was visihle. The vascular access site was claan
with no problems observed.

Interview with Resident #12 on 11/03/11, at 8:10
-AM, revealed the resident had no problems with
the care he/she received from facillty staff. .

A review.of the care plan dated 03/09/09, for i .
Resident #12 revealed the facillty had identifieda- 1. ..
problem area of the resldent at risk for infection
related to a new shunt site {vascular access for
dialysis treatments) to the left upper arm, The
interventions were to monitor for signs/symptoms -
of infection and that the resident recelved dialysis
- | three times a week. There was no evidence the
facitity had developed a plan of care for the
resident’s specific needs related to hemodialysis;
for example, bieeding from the vascular access,
hypotension after hemodialysis ireatment, or
shortness of breath (indicating the resident had
excess fiuid remaining afier treatment). Review
of Resideni #12's freatment record for November
2011 revealed no documentation of monitoring of
the resident's shunt or any signsfsymptoms of
dialysis re}a‘ceci problems. :

Interview with LPN #3 on 1 1/03/11, at 11:50 AM,

E
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$8=D | STORE/PREPARE/SERVE - SANITARY

The facility must -
—— 3 {1}-Procure food from sources. approved or.
_considered satisfactory by Federal State or local
authorities; and ‘
{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, interwew and record
review, it was determined the faciiity failed to
ma!ntain the kitchen in a sanitary manner. The
‘canfectioner's oven was abserved {o have an
excessive accimulation of grease on the exterior
and dust was observed fo cover the fop of the -
oven. In addition; the inferior of the oven.

FORM APPROVED
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F 279 Continued From page 4 F 279
“{ revealed LPN #3 was responsible for the care of
Resident #12. According to LPN#3, all the
resident’s care needs shouid be on the resident's
care plan. LPN #3 confirmed the resident’s care
needs related to hemodialysis were not on the
care plan. _
Interview with LPN 91 on 11/03/11, at 2:15 PM,
revealed she was responsiblefor the
development of the care plan for Resident #12,.
According to LPN #1, the resident's care needs
related to hemodialysis should be on the care
plan. LPN #1 stated staff was monitoring
Resident #12 but the guldanoe was not on the
_ care plan, .
F 371 483.35(1) FOOD PROCURE, F 371
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contained bumed food parficies/debris and was In o N
need of a tharough cleaning. Mo residents were identified.
The findings include: ’ T}_le oven was cleaned on 11/4/11 by I ‘Hh i
' ) Dietary Manager,
Thie facility had no specific policy/procedure — ) \ l 0
related to cleaning of the confectioner's oven. The dietary manager inspected all Il
. equipment in the kitchen on 11/4/11, ‘
During the iritial four of the kitchen at 9:10 AM on " Any equipment that needed cleaning was
11/04/11, the oven was observed to have dark cieaned at that time. )
areas covering the exterior, and the entire top of |')_] nh I
the oven was cbserved io be covered with dust, The dietary manager reviewed the
' cleaning schedule for the distary
An additional sanitation tour of the kilchen was department and in-serviced all dietary
sonducted on 11/03M1, at 3:08 PM, with the staif on the schedule on 11/11/11. She
facility's Administrator. The exterior of the oven’ will repeat this in-service monthly for 3
was observed to have an excessive accumulation months, All newly hired dictarGy
of grease and the top of the oven was covered employees will be in-serviced during-
| with dust that was easily wiped off by hand, crientation. Beginning 11/14/11 the
T e e administrator aad dietary manager or - -
The Administrator stated in interview at 3:06 PM cook will inspeet the equipment and
on 11/03/11, that he also thought the bUIIdUP of - kitchen area each }_?riday foi one month
darkened ar eas.on the exterior of the then every two weeks for one month then
- confectioner's oven was an excessive menthly for 3 months to ensure sustained
aceumulation of grease. _compliance with the cleaning schedule.
i p ; , £ 5 z
o . L ) The dietary consultant will inspect #
An inferview with thé cook on dufy af 3:08 PM on Kitches: ;;3.[ c]ean?iness :; less I;han .
11/03/11, revealed the interior of the - '
. monthly beginning November 2011,
confectioners oven was to be cleansd-on a _
weekly basis. The cook further stated when staff . \ . , 1
The dietary consultant will present & written
cleaned the interior of the oven they were fo aiso report of her monthly sanitation review fo the lll I ! f
to clean/wipe off the front of the aven. facility QA cormittee for review. The
i administrator will report on the dietary audits
Review of the cleaning schedule reveaied staif to the facility QA commitiee for nd less than
had documented the oven had been cleansd on quarterly.
10/23-29/11, the week prior {o the observation. _ C
© F 4921 483.75(h) COMPLY WITH : F 4g2{ Completion date 12/17/11.
s$5=p | FEDERAUSTATEA.QOCAL LAWS/PROF STD -
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SUMMARY STATEMENT OF DEFIGIENCIES
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F 482

The findings Include: . .. ... .. .

lapsed effective 08/27/11, 57 days after

Confinued From page 6

The facility must operate and provide services in
compliance with all applicable Federal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles
that apply to professionals providing services in
stich a fatility. .

This REQUIREMENT is not met as evidenced
by: )

Based on interviews, personnel record reviews,
and a review of facility policiesiprocedures, it was
determined the facllity fallad to ensure cne (1) of
three (3) State Registered Nursing Assistants
{SRNAs) had a current state certification as
required. The SRNA's certification had expired
on 08/27/11.

Review of the facility policy/procedire Abuss
Prohibition (dated as approved on 04/28/05)
revealed the Board of Nursing would be
contacted to verify an active license and a good
standing status of any Licensed Nurse applicant,
Ceriified Nursing Assistant {CNA}, or Nursing
Assistant, ,

Review of the personnel record of SRNA #5

revealed the SRNA (formetly referred to as CNA) |

had a hire date of 07/01/11. Review of the Onlina
Validafion Results obtained by the facility's Office
Manager revealed SRNA #5's certification had

employmeént and 65 days prior fo the observation.
SRNA #5 had worked a regular, fuli-ime
schedule after expiration of her certification and

 Fa02
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was obser\!edl working on 11/01/11. Verification of employment on SRNA #5 [i’,_{] |
Interview on 11/03/11, at 4:10 PM, with the faxed to the K.Y Board of Nursing on Al
Director of Nursing (DON) revealed she was - | 11403/11 by Office Manger and '
unaware SRNA #5's cerfification had expired. SRNA received active status on
The DON stated she checked the status of newly 11/04/11. :
hired SRNAs buf not again after hire,” - .
: : All employment records were audited | [l "il n
inferview with the facility Office Manager on onl1/4/11 by DON. The records were
11703411, at 4:50 PM, revealed the Office _ checked to ensure that alt SRNA’S were
Manager was responsible for ensuring all staff active. No other staff were identified.
had current certification andfor ficense. The _ : 1 'L‘
Office Manager stated she was unaware SRNA : Office Manger was re-educated by I?.—‘u
#8's cerlification hiad explired.. According fo the Director of Nursing on 11/4/11 regarding -
Office Manager, she checked the status of all the review of cerfification for SRNA.
licensed/certified staff by online vaiidation through Office Marager will be responsible to
the Board of Nursing upon hire and at the first of check the certification status of all
each year. According fo the Office Manager, she SRNAs upon hire and monthly and
would be unaware of any license/ceriification notify the Director of Nursing if any
' [-.expirations after the employee’s hire date untiithe| - - 1-SRNAs let their certification expire, ]
first of each year. Any SENA who is not active will be

removed from the schedule until active
status is obtained. All SRNAs were re-
educated as to their responsibility to
maintain acfive certification on 12/12/11
by DON. ' ’

Office Manager will report her findings iz ’ ,7-[ (]
regarding the certification status on
SRNA to the facility QA committee for
monitoring.

Completion date 12/12/11
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185211

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING

B. WING

COMPLETED
01 - MAIN BUILDING 01

11/02/2011

NAME OF PROVIDER OR SUPPLIER

MCCREARY HEALTH AND REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
58 CAL HILL ROAD, P O BOX 810

PINE KNOT, KY 42635

(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 V
(000)

SMOKE COMPARTMENTS: Three

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type |l diesel generator

A life safety code survey was initiated and
concluded on 11/02/11, 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.

K 000

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

TITLE (X6) DATE

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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