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A standard health survey was conducted on %
September 27-29, 2010. Deficient practice was
identified with the highest scope and severity at ,
'E' ievel. : ' , o L
F 164 4_8310{8), 483.75(!)(4) PERSONAL o F 164 As indicated in this statement LPN #1
5$5=D | PRIVACY/CONFIDENTIALITY OF RECORDS was knowledgeable of the requirement
. . . . f f ut fi in thisi nce,
- The resident has the right to personal privacy and 5 or p”,“’acyf’ t c{rgot in this insta ‘ce.
: confidentiality of his or her personal and clinical | For this resident in the future no similar
. records. _ acts will occur. This could affect any
Personal privacy inciudes accommodations, res,dent butin ?hls case no other
medical treatment, written and telephone residents were involved and thus were
communica%tions, personal gare, visits, and not affected. This nurse was
meetings of family and resident groups, but this . : :
does not require the facility to provide a private !mmediately mstructt?d on _the
room for each resident. © importance of providing privacy during |

’ . care by the DON on 8/27/10. All
Except as provided in paragraph {){3) of this

: section, the resident may approve or refuse the nursing staff have been_ reeducated

- rejease of persenal and clinical records fo any individually on the importance of

 individual outside the faciiity. privacy by the DON or the ADON,; this
The resident's right to refuse release of personal - | process being completed by 10/20/10.
and clinical records does not apply when the This topic was discussed at an in-service

resident is transfeired to another health care
institution; or record release is required by law.

for all employees on 10/22/10 by the

: administrator. All facility department

The faciiity must keep confidential alt information . heads have been instructed to observe
contained in the resident's records, regardless of
tre form or storage methods, except when L . .
| release is required by transfer to another by the administrator in a staff meeting

; healthcare institution; law; third party payment on 10/18/10 and an reminder e-mail
. contract, or the resident : was sent on 10/22/10. Environmental

rounds will be made at least monthly by
This REQUIREMENT is not met as evidenced the maintenance director and the

by: housekeeping supervisor and they will

BORATORY DIRECTOR'S,OR RROVI SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE ) X6y DATE
A A AR \P-11~p
; | ~,

%
y deficiency statement ending with an asterisk (*) denotes 2 deficiancy which the institution may be exsusad from carecting providing & is dstemined that
1er safeguards provide sufficiant protection te the patients. (See instruchions.) Except for hurging homes, the findings stated above are disclosable 90 days
owing the date of survey whether or not a plan of correction s provided. For nursing homes, the above findings and plans of comeciion are disclosable 14
ys foliowing the date these documents ars made avaiiable to the facllity. If deficisnciss are cited, an approved plan of correction is reguisite to continued
cgrarm participation,

for any violations of our privacy policy
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Based on observation, interview, and facility
policy revisw, it was determined the fagiiity failed
to provide personal privacy for one (1) resident
(resident #17) during the administration of
medications via a gastrostomy tube.

observe fdr any violations of the privacy
policy. Information from these rounds
will be reviewed by the QA committee
and acted on as appropriate.
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The findings include:

10/29/1
Observation of the ncon medication pass on
September 27, 2010, revealed Licensed Practical
Nurse (LPN) #1 prepared one medication for

: administration via gastrostormy tube (g-tube} for
resident #17. LPN #1 was observed to don
gioves, check the g-fube placement, and
administer the medications through the g-tube.
LPN #1 failed to ensure privacy for resident #17
during the g-tube medication administration. The
LPN failed o close the door to resident #17's
room, did not pull the privacy curtain between the
beds, and failed to close the window biinds. '

: Further observation revealed the resident's

{ roommate was in the room and a housekeeper
‘was in the haltway during the medication
administration for resident #17.

interview with LPN #1 on September 27, 2010, at :
4.00 p.m., revealed the LPN was knowledgeable
of the requirement to ensure privacy for residents
during a ' g-iube medication admintsiration. The
LPN stated the LPN realized privacy had not been
ensured while performing the procedure but was

- afraid to stop the procedure.

: A review of the facility policy related o privacy
| (not dated) revealed privacy curtains were !
raquired to be ufilized around the resident's bed A i
during care and treatments so the resident would
not be exposed fo ofher individuals, The policy

. 'I |
R CMS-2567(02-29) Previous Yersions Qbsolete Event I0-DLVD11 Facility I 100802 If confinuation shest Page 2 of 20




DEPARTMENT OF HEAE_TH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/1372010
FORM APPROVED

OMB NO. 0838-03481
TATEMENT OF DEFIGIENCIES (X1} FROVIDER/SUPPLIER/CLA MULTIPLE CONSTRUCTION AT
NG PLAN OF CORRECTION IDENTIFICATION NUMBER: e T ol gcm%fé’r?ég
‘ _ A, BUILDING -
' B. WING
185248 09/29/2010
AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
JACKSON MANOR 121 STATE RD 3444, P O BOX 134
i ANNVILLE, KY 40407
oA ID SUMMARY STATEMENT OF DERGIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSES-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 164 | Continued From page 2 F 164
'  also stated people not directly involved in
. examination or treatment of the resident's body
i would not be present without the resident's
; consent. :
F 241 483.15{a} DIGNITY AND RESPECT OF F 241 , .
55=h | INDIVIDUALITY ' Interviews with resident # 14 and the

The facility rmust promote care for residents ina
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality,

This REQUIREMENT is not met as evidenced -
by

Based on observation, interview, and review of
facility policy, the fadility failed to ensure that
dignity was maintained for two (2) of seventeen
{17) sampled residents {(residents #14 and #16).
Observation reveated the facility had posted &
Functional Maintenance Program sheet on the
resident's wall, above the resident's bed. The
Funcifonal Maintenance Program sheet was in
nublic view and displayed personal information
and included recommended feeding techniques
for the residents.

The findings include;

 During the initial tour of the facility conducted on
: September 27, 2010, at 9:40 a.m., 3 Functional

“Maintenance Prograrm sheet was cbserved taped

o the wall above resident £4's bad. The

- Funstional Maintenance Program sheet contained

 the resident's name and listed fhe resident's

i strengths as: verbal, able to fuliow commands,
| friendiy, and cooparative. The sheet listed

| resident #14's weaknesses as; unable io feed

guardian of resident # 16 by the
administrator on 9/28/10 indicated that
they knew that the information had
been posted and neither had any
objection to this posting. No resident
was negatively affected by this since
both resident’s mentioned were aware
of the 'posting and did not object but
the information was removed from the
wall on 8/27/10 by the DON. This
situation could affect any resident so
every room has been checked by the
DON or the ADON on 9/28/10 and no
PHI is dispiaygd. Nurses, nurse aids, \
housekeepers and maintenance
personnel have been instructed by the
administrator on 10/22/10 to observe
for PHI diéplayed in rooms and to notify
the administrator or the DON
immediately if any is found. :
Environmental rounds will be made at :
least monthly by the maintenance
director and the housekeeping :
supervisor and they will for i

I self. The Functional Mairitenance Program shest : ) . ; )
: ; inappropriate postings. Information

Eaclity 10: 1006062 If continuation sheet Page 3 of 20
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included & feeding plan for resident #14. The . .
plan stated that resident #14 was on a puree diet from these mfmds will be reviewed by
with nectar-thick liguids, was to be positioned in the QA committee .
an upright pesition/80-degres angle, and staff
was {0 ensure all puresd foods were smooth and 10/29/10
: creamy. The plan stated staff was to add gravy
- or milk to foods such as mashed potatoes,
: breads, efc., as needed to make them smooth

t and creamy (like pudding). The plan also
directed staff to offer the resident a drink after
every one to two bites, to position the sfraw so the
resident was in a chin-tuck position, and stated if 5
the resident began to cough, staff was not fo offer .
food/fiuids untit the coughing had g
stoppedicieared, and to notify Speech 5
Therapy/MNursing of any coughing at mealtime.
The Functional Mainteriance Program sheet was
signed by the Speech Language Pathologist
(SLP), however, no date was listed on the form,

Further observation on September 27, 2010, at
111010 am,, revealed a Functional Maintenance
Program sheet taped to the wall above resident
#16's bed. The Functfional Maintenance Program
sheet contained the resident's name and fisted
the resident’s strengths as: pleasant,
cooperative, and responds fo simple questions,
Further observation revealed the Functional
Maintenance Program sheet listed resident #16's
waaknesses as: unable o feed self, immobile,
and decreased vision. The Funciional

. Maintenance Program sheet inciuded a feeding

| plan for resident #16 that included the following
“instructions: {) Keep resident upright at 90
degre=s during all oral intake and 30 minutes
after intake., Make sure bed is at B0 degrees and
resident is sitting up with no leaning. May take
resident's pillow, foid in half, and place behind i
Thead. 2) NO STRAWS. 3) Give the resident :
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: with the SLP revealed residents #14 and #16 had
: been assessed to reguire assistance with feeding.

! Review of the facility's policy and procedure for

' Resident Rights {not dated) reveaied residents’

‘ personal, medical, and financial records were

: required 1o be kept confidential and were only fo

. be utiized by individuals involved in the resident's

| Encourage the resident to tuck chin toward fioor.
: 5) Encourage exira swajlows after bites of solids
: prior fo drink. The Funcfional Maintenance

i Program sheet was sighed by the SLP, however

nectar-thickened liquids in small sips. 4)

no date was listed,

Interview on September 28, 2010, at2:10 p.m_,

The SLP stated during meals these two residents
were assisted by staff in the residents’ rooms.
The SLP stated the Functional Maintenance
Program shest was posied by the:SLP o remind
staff of the feeding technigues the resident
reguired. The SLP stated the Functional
Maintenance Program sheet information was not
a privacy concerm,

interview on Septernber 28,2010, at 2:256 p.m.,
with the Director of Nursmg {DON) revealed the
DON was not aware of the posting of the
Functional Maintenance Program sheet in i
residents #14 and #16's room. The DON stated |
residerts’ private information should not be :
posted on the walls in resident rooms where the
general public couid see. Upon review of the ‘
Functional Maintenance Program sheet, the DON |
stated the form disclosed information that should
net be available to the public. The DON stated

| the information shotiid be in the team books used
: to guide residertt care and which were kept at the
' nurses’ station.
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care. Further review of the pohcy and procedure
reyeaied residents had the right to privacy and
confidentality, both personally and regarding their
: clinical records, The personal privacy intluded
| ! written and oral communications. ”
F 281 483.20(k){3)(i) SERVICES PROVIDED MEET F 281 The facility will foliow our bowel

. 8§&= D ! PROFESSIONAL STANDARDS

i The services provided or arranged by the facility
must meet professional standards of quahty

: This REQUIREMENT is not met as evidenced
by
! Based on observation, interview, and record
' review, it was determined the facility failed to
provide services to meet professional standards

of quality for two (2) of seventeen (17) sampled
residents {residents #G and #9). Residents #6
and #9 had physician's orders for a.bowel
protocot; however, the protocols were not
jollowed. -

The findings include:

1. Review of resident #5's medical record
revealed the resident was admitied to the facility
on July 24, 2008, with diagnoeses of Senile
Dementia, Hypothyrokiism, Alzheimer's Disease,
Depression, and Anxiety! Review of the Minimum
Data Set (MDS) dated June 30, 2010, revealed
the facility assessed resident #6 as being
rincontinent of bowet and bladder. The resident
requwed iotal assistance of two staff members for
i hygiene and bathing. Review of the resident's
' agsessment protocol (RAP) dated June 30, 2010, |
revealed the resident required adult briefs and the -
assistance of one to two staff persons for tollsting
- needs. Further review of the RAP reveaied

protocol for ali residents. Changes in '
the MDS process went into effect on
Octoberil, 2010. The facility has
developéd new bowel protocols to
correlaté with these changes. BM's
have been recorded for both
residents (resident # 6 on 9-28-10 and
resident #9 on 9-28-10} listed in the
“statement with no ifl effects. Any
resident could be affected and i
records for all have been reviewed by |
the DON or the ADON and are in ‘
compliance. This review was
completed on 10/20/10. Nurses will
check the BM tracking sheet each-
shift to make sure that the bowel
protocol is being followed for all
those who have triggered. The DON
or the Administrator will check our
Care Tra'cker documentation at !éast
once per week and compare this to
the trackmg form to make sure that
the data is consistent ensuring that :
our bowel protocol is being followed.
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of 15 shifts).

2010, by the facility.

; Incontinence checks were required to be
perfiormed with nursing rounds and as needed.

| Review of resident #6's bowe| elimination record
| revealied the resident did not have a bowel
movement from September 23-28, 2010 (a total -

Review of resident #6's medication administtation
record (MAR) for September 2010 revealed on
September 26, 2010, at 4,00 p.m., 30 milliliters of
miik of magnesium was administerad to the

i resident. However, nurse's notes dated

- September 26-27, 2010, contained no

- documentiation conceming resident #6's bowel

- movernants, and no foliow-up to assure the milk

Review of resident #6's physician's orders for :
Seplember 2010 revealed a bowel protocol was |
to be utiiized for this resident if the resident had - |
no or small bowel movements in the previous !
nine shifts. The protocol stated the nurse was
first required to assess the resident and
administer 30 milliliters of milk of magnesia if
further intervention was required. If the resident
had no adequate bowe! movement within eight
hours a Dulcolax suppository shouid be
administered, According to the profocol, if the
resident continued to have no adeguate bowel
movement within another eight hours a soap suds |-
enama was to be administered. H the resident
had no bowel mavement within 24 hours after the
i need for the first intervention, staff was required
fo notify the physician. - .

Review of the facility's "no BM in last six shifts”
iist revealed resident #8's name had been
documented on the iist on September 25-27,

Resutts of these révie_ws will be
reviewed by the QA commiitee.

16/29/1(
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1 of magnesium had been effective,
¢ Interview on September 28, 2010, at 10:00 a.m.,
with Licensed Practical Nurse (LPN) #2 revealed
it was the responsibility of the State Registered
Nurse Aides (SRNAS) to enter intc the computer

; when a resident had a bowel movement. LPN #2
. stated that after nine shifts with no bowel

: movement the resident would be considered o be
: constipated. interview further revealed that at the
end of the shift 2 "no BM in last six shifts” list was
printed off the computer and passed on to the
next shift, so the bowel movement protocol could
be started or continued per the physician's order.
LPN #2 stated he/she was unaware of resident #6
being.on the no bowel movement list in the last
week. Further interview revealed the LPN did not
go back to assess resident #6 to ensure the
bowel movement protocol was in place orthat the
milk of magnesia had been effective for this
resident. Interview with LPN #2 further revealed |
according to the MAR no staff foliowed up tc
ensure resident #6 had a bowel movement or
received the Dulcolax suppository per physician's |
order. : ' 3

interview on September 28, 2010, at 435 pm.,
with Registered Nurse (RN) #3, the night shift
nurse who worked on September 26, 2010,
reveaied the RN was not aware of resident #6 -
being on the bowel care list RN #3 stated that
the SRNAs recorded the bowel micvements into
the cornputer and that the day shift nursing staff
{ should inforrm the night shift nursing staff if a

: resident was on the "no BM in last six shifts ist”
- and received bowel protocol, per physician's
“order. RN #3 stated that the RN was not aware
- that resident #6 received milk of magnesium on
- September 26, 2010, nor did the RN remamber
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- receiving in report before the shift began about
‘ resident #6 being on the bowe! care list on

September 26, 2010.

2. Review of the medical record for resident #9
revealed this resident was admitted to the facility
on May 2, 2008, with a diagnesis of Chrohic
Alrway Obstructlon Diabetes Mellitus,
Hypertension, Obesity, and Dementia. Resident
#D was assessed on the MDS dated September
15, 2010, to be frequently incontinent of bowel.

: Review of resident #9's bowel elimination record

; for September 2010 reveaied the resident did not

- have a bowel movement from September 24-28,

2010. Review of resident #9's MAR for
September 2010 revealed staff had failed to

1 initiate the bowe! protocol as ordered. Resident

#9 did not receive milk of magnesium, Duicolax

SUppository, or 2 soap suds enema in Seplember -

2010.

Review of resident #¢'s physician's orders for
September 2010 revealed that a bowe! protocol

- had been ordered for this resident when the
: resident had no or smali bowel movements in the
{ previous nine shifts. The protocol stated the

i nurse should assess the resident and administer

30 miliiliters of milk of magnesia if further
intervention was required. If the resident had no
adequate bowe! movement within eight hours
after the milk of magnesia, staff was direcied o
administer a Dulcolax suppository. f the resident
did not experience an adequate bowal movement
within eight hours after the Dulcolax suppository,

i staff was then directed to administer a soap suds

- enema to the resident. |f the resident had no
- bowa! movement within 24 hours after the milk of

~magnesia was administered, staff was required io
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F 281

 notify the resident's physician.

. not conducted io determine if resident #9 had a
" bowal movement before the end of the LPN's
; shift,

|

: 2010, at 1:30 p.m., revealed the resident had a

: had a bowel movement this information was
“entered into the computer program. According to
| the SRNAg, the nurse was responsible to inform

s #10, and #11 stated they were unaware that
- resident #9 had been placed on the bowel care

: medication per physician's orders for bowel

‘ the bowel care liet to recaive bowe! protoco! on

Continued From page 28

Review of the "no BM in last six shifts" Jist
revealed resident #9 was on the list from
September 25-27, 2010.

Interview with resident #9 on September 29,

bowel movement every day and sometimes twice
a day. :

interview on September 29, 2010, at 11:50 a.m.,
with SRNAs #3, #10, and #11 revealed that
resident #9 was usually continent of bowel
function. The SRNAs stated that when resident

the SRNAs when a resident's name had been
placed on the bowe! care list or was receiving
medications per the bowel protocol. SRNAs #9,

fist or that the resident had received any
management.

Interview on September 28, 2010, at 12:45 p.m.,
with LPN #3 revealed resident #2 was placed on

Monday September 27, 2010. LPN #3 stated that
the bowe! care iist wouid have been given to the
KMA 1o provide the bowel care protocol. LPN #3
further stated resident #9 was given milk of
magnesium on Monday, September 27, 2010, by |
the KMA, LPN #3 further stated a follow-up was

F 281
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F 315, 483.25(d) NO CATHETER, PREVENT UTI, F 315
38=D | RESTORE BLADDER

| catheterization was necessary; and a resident

infections and fo restore as much normat bladder |
- function as possible.

: however, the facility failed to provide a written
. medical diagnasis for the use of the indwelling
| catheter.

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident wha enters the faciiity without an
indweliing catheter is not catheterized unless the
resident's clinical condition demonsirates that

who is incontinent of bladder receives appropriate
freatment and services to prevent arinary iract

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and record
review, the facility failed to provide a valid medical
justification for the use of an indwelling catheter
for one {1) of seventeen (17) residents.
Observation on September 27, 2010, revesled
resident #1 had an indwelling catheter in place

The findings inciude;

Resident #1 was admitted to the facility on May
10, 2010, with diagnoses of Diabetes Meliitus,
Dementia, Hypertension, Dysphagia, Sepsis,
Urinary Tract Infection, and Pneumonia. Review
of the Minimum Data Set (MDS) dated May 18,

12010, revealed resident #1 was totally incontinent -
- of biadder, Review of thé Resident Assessment
* Protocol (RAP) dated May 18, 2010, reveaied the

: resident was incontinent of bladder and used

adult briefs. Resident #1 was assessead to require
the assistance of one 1o two staff persons for

No catheter shall be inserted or left in
place without a valid diagnosis, The
catheter was removed from resident #
1on 10/4/10. All other resident’s with

a catheter had their records checked by |

the DON or the ADON on 10/20/10 and
all have an appropriate diagnosis. A
nurse on staff who also works at a
hospital noted redness to the peri area
of resident # 1 and got an order for a
catheter without recording a diagnosis
to justify its use following hospital

i protocol rather than our protocol. This
nurse was reeducated on our protocol

. and the differences between our

DON on §/29/10. The DON or the
ADON met with all other nursing staff
to assure that all were aware of the
correct use of and the proper
documentation related to catheters.
This retraining was compleied as of
10/20/10. The DON or her designee

and make sure that there is a ciinical
diagnosis for all catheters. Information
from these reviews will be reviewed by
the QA committee. '

protocol and that of the hospital by the !

will review all catheters in use monthly |

I
v
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toilefing needs. ' :
Observation on September 27, 2010, af 1:30

p.m., revealed resident #1 in bed with an
indwetling catheter to a bedside drainage bag.

Review of resident #1's medical record revealed

. physician's orders dated August 8, 2010 and

. September 10, 2010, for a Foley cathefer:
however, no medical diagnosis was documented.

Interview with the MDS Coordinator on
September 27, 201G, at 5:40 p.m., revealed the
medical record did not contain-a medical

diagnosis for the use of the indweliing cathster for -
regident #1.

. Interview with the DON on September 28, 2010,

at 1:20 p.m., revealed the DON was unaware of

the reason no attempt had been made to remove

the Foley catheter or to obtain a written diagnosis

: for the use of the indweliing catheter. i

F 323 | 483.25(h) FREE OF ACCIDENT o F 323
85=0 | HAZARDSISUPERVISION/DEVICES '

- The facility must ensure that the resident Staff is aware that no items that are
environment rermains as free; of accident hazards ' labeled Keep out of Reach of Children
as is possible; and each resident receives ; K .
adequate supervision and assistance devices to ~ istobe left out on shelves, beside

prevent accidents. tables and etc. For this resident the

item was removed on 9-28-10 by the :
DON. Any resident couid be affected

. : . . _ like this so all rooms were checked for|
: ’g;;ts REQUIREMENT is not met as evidenced | toxic items on 9-28-10 by the DON.

Based on observation, interview, and record . © Al staff have been retrained by their
review, it was determined the facility.faiiad to - supervisor on the importance of
miaintain an environment free of accident hazards . removing possibly toxic items from
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over which the facifity had control for one (1) of . : by
seventeen (17) sampled residents (resident #13), open areas in any resident room by
- 10/15/10. There was also an in-
The findings include: service for all employees on 10/22/10 !
| Observation during the environmental tour on . when this was discussed to assure
September 28, 2010, at 10:40 a.m., revealed one ! that all residents were involved. All
16-ounce bottie of Witch Hazel (an asiringent) supervisory staff were instructed to
was observed on a shelf in resident #13's room. \
Tha botﬂe had apprcximate}y 12 ounces obsewe fOI’ these items on 10/18/10
remnaining. The Witch Hazel bottle had an by the administrator and he also sent
expiration date of May 2009. Further observation ! n oA .22-10 as a
revealed a warning on the label: Keep out of @ folllow up e-mail on 10 i
reach of children. If swallowed, get medical heip reminder. These observations are to
and contact the Poison Control Center right away, be made whenever they are ina room
| Review of the monthly physiciar's orders for and the adm:mstra?or or his designee |
- September 2010 revealed no physician's order for will make observations at least _
Witch Haze! for resident #13. weekly to make sure that toxic items
Interview on September 28, 2010, at 10:45 a.m,, have been removed by staff. These
with resident #13 revealed the resident's family - : observations will be reviewed by the
had brought the Witch Hazel to the facility for the A commi
. ; : committee,
resident a long time ago. Resident #13 stated the Q
resident could not remember what the liquid had 10/29/1
been used for,

- with the DOM revaaled the DON was not aware
. that resident #13 had Witch Hazel at the

interview on September 28, 2010, at 2:40 p.m.,

resident's bedside. The DON staied residents
should not have medications &t the bedside
because the facility did not have any residents
that were cognifively able to self-medicate. The
PON stated the Witch Hazel could be dangerous -
if & resident drark the iguid or gave the fiquid to
another resident. The DON stated.the facility had
nine residents that were assessed as wandenng
residents. -

RM CMS-2567{02-89) Previous Versions Obsolete

Event I1D: DLVDT{

Faclliy 12, 100802

If cantinuation sheet PaQe 130720




PRINTED: 10/13/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

ENTERS FOR MEDICARE & MEDICALID SERVICES

OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIERACLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
ND PLAN OF CORRECTION IDERTIFICATION NUMBER: COMPLETED
. A, BUILDIMNG
B, WiING
185249 09/28/2010
IaME OF PROVIDER OR SUPPLIER

JACKSON MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
121 STATE RD 3444, P O BOX 194
ANNVILLE, KY 40402

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION -
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
, DEFICIENCY) -
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Review of the facility's Matena ! Safety Data Sheet ’
{MSDS) book revealed the foliowing hazards for

: Witch Hazet: :
Ingestion:” Consigerad to be moderately toxn::
(Ethyl Alechol)
Inhatation: Exposure may cause headache,
Dermal cont[act May cause mild il;ritation ! manager the!trays left the kitchen at 6:28 and
F 384 483.35({’)(1 }“(2) NUTRITIVE VALUE;APPEAR F 354 the last tray ?xcept for the test tray left the cart
5=k | PALATABLE/PREFER TEMP .| shortly after she left the dining room to get a

: food prepared by methods that conserve nutritive
: value, flavor, and appearance; and food that is

| room on an open serving cart, The CNAs in the

: This REQUIREMENT is not met as evidenced:
L by

' on September 27, 2010

The findings include:

‘minutes. Food temperatures obiained by the

Each resident receives and the facility provides

palatable, attractive, and at the proper ’
temperature.

Based on observalion, interview, and record
review, it was determined the facility failed to
ensure each resident received food that was at
the proper temperature during the evenlng meal

o -

Observation of the evening meal on September
27, 2010, at 6:28 p.m., revealed the second set of
dining room trays was delivered fo the dining

dining room served the frays from 6:50 p.m. unti]
6:58 p.m: The lasi tray was selected for a test
tray as the tray had remained on the cart for 30

replacement for the test tray at 8:50. The
dietary manager returned to the dining room
from the kitchen with a replacement meal, Al
trays were gone from the cart except for the test
tray. There were only 5 or & trays on the cart

and the dietary manager noted that nearly half

time that she took the temperatures on the test
tray so she estimated that 3-5 minutes had
elapsed from the time that the last tray was

There were no resident complaints related to
food temperatures. The facility policy
mentioned refers to temperatures when trays
arrive on the floor and does not refer to times
when the tray reaches the resident. There
appears to be no violation of any regulation or

trays ate thé?_food with no complaints so they
were not negatively affected. All residents who
eat food pre:pared in the kitchen could be
affected but a review by the administrator or
10/20/10 of all times of service recorded on-

the food on the trays had been consumed by the :

served from the cart and the temps were taken, :

facility pohcy The resident’s involved with these]

recent QA reviews do not indicate any probiems
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Dietary Manager on the test tray were as follows: Dietary and nursing staff have been reeducated
e o e e i on 07210 on ke
mlxtureg 117 degrees Fahrenheit, strawberries related to meal service so that thay know limits
and banana mixture - 56 degrees Fahrenheit, and | ; on times to serve trays and what to do if time
ice cream - 18 degrees Fahrenheit. i limits are not met or if a resident is not satisfied
: with meal temperatures, The dietician will do a
An interview with the Dietary Manager on meal audit at least monthly with an audit the
Sgptember 27,2010, at 7:00 p.m., revealed the next week if problems are found. She will record
Di&tgry Manager was unsure of the appropriate the times that meals arrive on the unit, timas I
iserv'ﬂg temp:_lera;t; re for the foods Se"VEd_ or how : that first trays are passed and the time that the
c?tgﬁlgrtergzostr?;x ﬂoilrt ng;flr.‘teoﬁg ﬁa:e; bbee’i[;g . kast trays is passed and the temperature of the
delivered by staff P ¥ g : tfood at the end of the pass. These audits will be -
| . i reviewed by the QA committee.
An interview with SRNAs #1 and #2 on - 10/29/10
September 27, 2010, at 7:05 p.m., revealed ; o
SRNA #1 stated new trays shouid have been . |
obtained and delivered to the residents within 20 |
minutes of arrving to the floor o ensure foods
were served at the appropriate femperatures. :
SRNA #2 stated new frays should be served
within 35 minutes of their arnival to the ficor, i
i
Review of the faciity policy for food temperature
standards, dated 2008, revealed temperatures for |
sliced entrees, vegetables, and starches shouid ‘
be at a minimum of 130 degrees Fahrenheit when :
deliverad to the residents, and chilied
fruits/salads/desserts should be at a temperature
less than 45 degrees Fahrenheifl
FS;?S &%gﬁ?ﬁ;ig%;T%ALL SYSTEM - F 483 {  The administrator was called to room A-2 becau:se
s : | the call bell was allegedly not working. As he
The nurses' station must be equipped to receive entered the roer_n he heard iihe D.0Q.N. state that-
resident caliz through a communication sysiem “It works every time for me.” Upon enter the -
from resident rooms; and toilet and bathing bathroom the administrator noted that the string
facilifies, which controlied the call bell had been wrapped
around the hand rail several timas apparently by;
Ri CME-2567(02-08) Previous Versions Obsolete ' Event ID:DLVIAY Faciliyy 10: 100602 ’ If continuation sheat Page 15 of 20
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This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determinad the facility failed to maintain an
accessibleffully functional call light system related
io the emergency call light system in one (1)
resident's bathroom (room A-2).

- The findings include:

' Observations during the environmental tour on

' September 28, 2010, at 1:30 p.m., revaaled the

: emergency call light in resident bathroom A-2

: would not activate when the activation string was

“pulled. Further observation revealed the pull cord
: was tied to the activator switch; however, the pull

cord was improperly installed and had not been

threaded into the second eyelet provided on the |
| activaior switsh.

The DON was notified of the malfunctioning
emergancy call light in the bathroom in resident
room A-2 on September 28, 2010, at 5:05 p.m.
The DON attempied to activate the emergency
call beli in resident room A-2 buf was
unsuccessful. The DON attempted to notify the
Maintenance Supervisor; however, the
Maintenance Supervisor had ieft the facility, The
DON notified the Admimistrator of the
malfunctioning emergency call bell.

| The Administrator and LPN #2 assessed the

i eamergency call ball in resident bathvoom A-2.

| The Administrator was able to acfivate the

. emergency call bell af fimes by putiing on the
_activator siring with much force, The

- Admintstrator and LPN #2 removed the activaior
" pult string by cutting the string with scissors and

i

the resident making it difficult to pull the cord.
i The string was unwrapped and the string was

pulted with normal pressure and the call bell
sounded every time. There was an
inappropriately piaced knot in the cord which the
administrator cut out and the cord was
reattachied and again the light functioned as
designed every time. Follow-up visits to the room
by the administrator on 9/28/10 and 9/28/10, and
10/4/10 and by the MDS coordinator on 9/28/10
and 9/29/10 found that the cali light worked
every time. For the call light to functicn, a red
switch rmust be pulled down about 1 inch either
by pulling down on the switch directly or by
putling down on the attached string. If one were
to putl gently on the string, especially when Jt was
wrapped around the vail it may not pull down far
enough to activate the switch. The primary cause
of the prablem seems 1o be that the string had
been tied around the rall by the resident. For the
resident involved the call cord was unwrapped
from the rail and an Inappropristely placed knot
was removed by the administrater on 9/28/10
and the call bell worked properly. Alf residents |
have call bells so all resident’s could be affected :
so alt rogms were checked by the maintenance |
director on 9/28/10 to make sure that no cords
were wrapped arcund the hand rail and that the
call be worked praperly. . Housekeepers and nurse
aids have been instructed to check bathroom cail
cords when they are in the room to make sure i
that they are not tied around the hand rail. All
staff notification were made an or before
10/22/10. Environmental rounds wili be done
manthly by the maintenance director and the
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ihreaded the string through the proper eyelets. The results of these rounds will be reviewed by
. L the QA commiitee.
Interview on September 28, 2010, at 1:05 p.m.,
with the Maintenance Supervisor revealed the 10/29/10
activator string had been insfalled incorrectly;
thersfore, the emergency cali fight could not be
- lactivated.
F 465 | 483.70(h) F 485| No residents were negatively affected since
85=E SAFEfFUNCTIONAL/SANITARYICOMFORTABL

E ENVIRON

| The facility must prqvide"'a safe, functional,
! sanitary, and comfortable environment for
i residgents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility -
failed to provide effective housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comforiable interior.
Scraped and chipped drywall was observed in
four (4} resident rooms, one faucet leaked
continuously, support bars were loose, the ceiling -
was soiled in one resident room, and call bell

: plates were not tightly secured to the wail.
The findings include;

During the environmental tour of the facility on
; September 28, 2010, at 10:30 a.m., the foliowing

iterns were in need of repair; »

1. The drywall was observed to be scraped in
resident rooms A-7, A-12, and C4. -

I
2. The drywali was observed to be peeling in the |

bathroom in resident room A-11.
3. Holes were observed in the wa[l a: the head of

items mentioned did not cause unsanitary,
nonorderly or uncomfortable conditions. But to
correct the conditions in the rooms mentioned
the drywall in rooms A-7, A-11, A-12 and C-4
were repaired on 9-30-10, The holes in the
drywall were;patched on 9-30-10 and again on
10-5-10. The ioose rails were tightened in the

{  shower room and in rooms A-11 and B-1 on

| sept. 30. The celling was painted in room A7 on
Oct. 5. The seal was replaced on the facet in
room A-10 on Sept. 30, The faucet in room B-3
was tightened on Sept. 30. New scraws were
put ierthe call bell system In rooms A-2 and B-1
on Sept. 30 and a loner string was installed on
the light in room A-2 on Oct. 5. The trim on the
sttic access was secured on Oct. 5. Alf other
rooms were chetked on Oct. 5 by the
maintenance director and no similar probiems
were found so no other residents were affected
(note that most rooms are scheduled to be
repainted In the near future}. Nursing and

! housekeeping staif have been instructed by the
administrator on or before 10/22/10 to report
any environmental concerns to rmaintenance
immediately, Environmenta! rounds wiil be
conducted by the maintenance supervisor & the
housekeepin;g suparvisor manthly to assure

compliance.TThe results of these rounds wilibe
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the bed in resident room A-1, o reviewed by the QA committee.
4. The support bar was observed to be ivose in :
the women's shower room and in resident rooms 10/29/10

A-11 and B-1.

5. The ceiling in resident room A-7 contained a
large brown stain.

6. The faucet in resident room A-10 was
observed to have a continuous drip.

7. The fauce! and hot/coid knobs on the sink in
resident bathroom B-3 were observed o be
ioose. ‘

te be loose in resident rooms A-2 and B-1.

9. The personal call bell plate was ivose in
resident room B-1. ' .
10. The stiing to activate the overbed light in
resident room A-2 was not iong enough for the
resident to reach.

Inferview on September 29, 2010, a{ 1:05 p.m,,
with the Maintenance Supervisor (MS) revealed
statf was reguired to fili out a work order for any
items in need of repair. The MS stated the MS

repair but had failed to identify the iterns listed.
F 514 | 483.75(1)(1) RES

$8=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB

LE

The facility must maintain ciinical records on each
: resident in accordance with accepted professional

- standards and practices that are complete;
accurately documented; readily accessible; and
- systemafically organized.

: The clinical record must contain sufficient

: information fo identify the resident; a record of the

8. The speaker/call bell reset piate was observet

11, The wood frame around the atfic access was
observed i0 be loose in resident bathroom B-5.

made rounds every cay o detect iems In need of

F514

As noted, the resident initlally claimed not to
have ény allergies, the verbal report from the
nursing home that the resident came from was
that she does not have any drug alierglesanda |
check of her records at the doctor's office ‘
indicates that they hava no record of any
allergies. The face sheet from the pravious
nursing home indicates no allergies, Some of the
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resident's assessments; the plan of care and
services provided; the resulte of any
preadmission screening conducied by the State
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, interview, and record
review, it was determined the facility failed to
maintain accurate clinical records in accordance
with accepted professional standards and
practices for one {1) of seventeen {17} residents
{resident #11),

The findings inciude: : :

Review of the medical record revealed resident
#11 was admitted to the facility on September 21,
2010, with diagnoses of Status Pest Open ;
Reduction with Infernal Fixation of the Fermur
Neck, Diabetes Melliitus, Chronic Obstructive ;
Pulmonary Disease, and Deprassion. Further
review revealed resident #11 had been
transferred from ancther long-term care facility. A
Comprehensive Assessment Minimum Data Set :
{MDS) had not been completed as the resident
had been in the facility for sight days. Review of
the nurse's notes dated September 21, 2010,
revealed resident #11 was alert and oriented.

Further review of the medical record revealed
staff had recorded that resident #11 had no ;
known aliergies on the inside cover of the medical
record, in the admission nurse's notes, on the
physician order sheet, and on the MAR., Review
of the MAR and immunization record provided by
the transfarring facility revealed resident #11 was
allergic to Dilantin (an anti-seizure medication).

that there are no allergies but there were some
MAR's that inltially had NKA on thetn but beside
that Difantin was written in. The record for the
resident mentioned has been changed by the
resident’s nurse to reflect Dilantin as an allergy
and a review of the resident’s recordon -
10/22/10 confirmed that the change had been
made, Records for all residents have been
checked by the pharmacist on 10/20/10 to make
sure that there are ne inconsistencies. Upon
admission a second nurse will review medication
orders Including whether there are any drug
allergies to assure that no allergies are missed.
The pharmacist will review alt resident records
each month for any inconsistencles related the
drug allergies. Results of this review will be
reviewed by the QA commitiee,

10/29/1¢
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interview on September 29, 2010, .at 12:30 p.m,,
with resident #17 revealed the resident had an
aliergic reaction to Dilantin approximately seven
years ago. Resident #11 stated the resident had
a stroke and was given Dilantin which caused a
severe rash.

interview on September 29, 2010, at 1:20 p.m,
with LPN #3 revealed LPN #3 admittsd resident
#11 to the facility on Sepiember 21, 2010. LPN
#3 stated resident #11 told the LPN the resident
did not have any drug allergies. LPN #3 stated
the transferring facility faxed the resident
information; however, the LPN did not notice the
allergy to Ditantin,

Interview on September 29, 2010, &t 1:50 p.m.,
with the Direcior of Nursing {DON) revealed staff
was raguired to ask the resident regarding any-
aliergies during admission; however, staff should
vertfy the information with the family and shouid
review any and all documentation sent with'a
resident.
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K3 BUILDING: 0101

Ké PLAN APPROVAL: 1989

K7 SURVEY UNDER: 2000 Existing
K8 SNF/NF

Type of Structure: One story, Type V (111),
protected wood combustible construction with a

complete automatic (dry) sprinkler system and six
smoke compartments.

A Comparative Federal Monitoring Survey was
conducted on 11/04/10 following a State Agency
Survey on 09/28/10, in accordance with 42 Code
of Federal Regulations, Part 483: Requirements
for Long Term Care Facilities. During this
Comparative Federal Monitoring Survey, Jackson
Manor was found not to be in compliance with the

Requirements for Participation in Medicare and
Medicaid.

The findings that follow demonstrate

noncomptliance with Title 42, Code of Federal

Regulations, 483.70 (a) et seq. (Life Safety from

Fire).
K066 NFPA 101 LIFE SAFETY CODE STANDARD K 066
SS=E

Smoking regulations are adopted and include no

less than the following provisions:

(1) Smoking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbol for no smoking.

| Pol A

DEC 13 2010

The facility procedure was to place cigarette butts
into a metal bucket and to pour water into said
bucket before the butts were put into the dumpster
eliminating any chance of fire from the materials.

The facility will purchase a metal self closing
container into which butts will be placed before they
are placed with other combustible materials. No
residents were affected by this practice since butts
were safely disposed of but any resident could be

ABORATORY chgc/Tf\n's OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
{ &
Fd

TITL (X6) DATE

Ada, \SYNE

\ny deficiency statement ending with an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing it is determined that
sther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 50 days
ollowing the date of survey whether or not a plan of correction is provided. For nursing homas, the above findings and plans of correction are disclosable 14
1ays following the date these documents are made available to the facility, If deficiencles are cited, an approved plan of carrection is requisite Lo continued

yrogram participation, -
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(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision,

(3) Ashtrays of noncombustible material and safe

design are provided in all areas where smoking is
permitted.

(4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are

readily available to all areas where smoking is
permitted. 19.7.4

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to provide the outside smoking areas with
metal containers equipped with a seif-closing
cover device into which ashtrays can be emptied.
This deficient practice affected two of six smoke
compartments, staff, and 15 residents. The
facility has the capacity for 51 beds with a census
of 48 the day of survey.

Findings Include:

Observation.on 11/04/10 at 10:30 a.m. revealed
that the designated outside smoking areas for
staff, visitors, and residents at the rear of the
facility and at the front entrance to the facility
were nol equipped with metal containers with
self-closing covers into which ashtrays could be
emptied to permit smoking materials to be
completely extinguished prior to disposal with
other combustible trash. Interview on 11/04/10 at
10:30 a.m. with the Maintenance Director

affected by this practice if hot butts were placed
with combustible materials.
Housekeeping/maintenance staff will be instructed
to empty ash trays into metal containers with self
closing lids and to leave these smoking materials in
said bucket for at least 24 hours before they are
emptied in"to trash containers with combustible
materials, Environmental rounds will be done
monthly by the maintenance director and the
housekeeping supervisor and they will assure that
the buckets are available for use.

12/24/10
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revealed that the facility was not aware of the
requirement for metal containers with a
self-closing covers.

The census of 48 was verified by the -
Administrator on 11/04/10. The finding was
acknowledged by the Administrator and verified

by the Maintenance Director at the exit interview
on 11/04/10.

Actual NFPA Standard: NFPA 101 19.7.4 (3), (4).
Ashtrays of noncombustible material and safe
design are provided in all areas where smoking is
permitted. Metal containers with self-closing
cover devices into which ashtrays can be emptied
are readily available to ail areas where smoking is
permitted.

K154 NFPA 101 LIFE SAFETY CODE STANDARD

SS=F
Where a required automatic sprinkler system is
out of service for more than 4 hours in a 24-hour
period, the authority having jurisdiction is notified,
and the building is evacuated or an approved fire
watch system is provided for all parties left
unprotected by the shutdown until the sprinkler
system has been returned to service. 9.7.6.1

This STANDARD 1s not met as evidenced by:
Based on interview and record review, the facility
falled to develop and coordinate a documented
procedure to evacuate the facility or initiate a fire
watch and notify the authority having jurisdiction
when the required automatic sprinkler system is
out of service for more than four hours in a

The facility had a fire watch procedure in place
including a worksheet onto which information
related to the fire watch were recorded. Both blank
and completed forms were available on the day of
the survey but the written policy could not be
located.

K 154

The administrator has developed a written policy
related to the fire watch procedure. No resident
was affected since the fire watch procedure was

followed but all residents could be affected if the
procedure had not been followed.

The maintenance director will review the procedure
each time the fire alarm or the sprinkler system is
down and make sure that it is followed. After each
event, the administrator will check the worksheet to
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24-hour period. The deficient practice affected all
smoke compartments, staff, and all residents.
The facility has the capacity for 51 beds with a
census of 48 the day of survey.

Findings include:

On 11/04/10, at 11:30 a.m., during review of the
facility Life Safety Code Policy and Procedures,
the facility was unable to provide a documented
procedure for evacuation of the facility or sefting
up an approved fire watch that included
notification the authority having jurisdiction during
periods when the automatic sprinkler system is
out of service for more than four hours in a
24-hour period. Interview with the Administrator
on 11/04/10 at 11:30 a.m. revealed that the facility
was aware of the requirement to evacuate the
building or set up a fire watch when the sprinkier
system was not functional, but was not aware the
procedure could not be found. .

The census of 48 was verified by the
Administrator on 11/04/10. The finding was
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 11/04/10.

Actual NFPA Standard: NFPA 101, 9.7.6.1.
Where a required automatic sprinkler system is
out of service for more than 4 hours in a 24-hour
period, the authority having jurisdiction shall be
notified, and the building shali be evacuated or an
approved fire watch shall be provided for all
parties left unprotected by the shutdown until the
sprinkler system has been returned to service.

K155 NFPA 101 LIFE SAFETY CODE STANDARD
SS=F
Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour period,
the authority having jurisdiction is notified, and the
building is evacuated or an approved fire watch is

K 154

make sure that the proper procedure has been
followed.

12/24/10

K155  The facility had a fire watch procedure in place
including a worksheet onto which information
related to the fire watch were recorded. Both blank
and completed forms were available on the day of
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provided for all parties left unprotected by the
shutdown until the fire alarm system has been
returned to service_. 96.1.8 :

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to develop and coordinate a documented
procedure to evacuate the facility or initiate a fire
watch and notify the authority having jurisdiction
when the required fire alarm system is out of
service for more than four hours in a 24-hour
period. The deficient practice affected all smoke
compartments, staff, and all residents, The

facility has the capacity for 51 beds with a census
of 48 the day of survey.

Findings include:

On 11/04/10, at 11:30 a.m., during review of the
facility Life Safety Code Poiicy and Procedures,
the facility was unable to provide a documented
procedure for evacuation of the facility or setting
up an approved fire watch and notifying the
authority having jurisdiction during periods when
the fire alarm system is out of service for more
than four hours in a 24-hour period. Interview
with the Administrator on 11/04/10 at 11:30 a.m.
revealed the facility was aware of the requirement
to evacuate the building or set up a fire watch
when the fire alarm system was not functional,

but was not aware the procedure could not be
found.

The census of 48 was verified by the
Administrator on 11/04/10. The finding was
acknowledged by the Administrator and verified

by the Maintenance Director at the exit interview
on 11/04/10.

the survey but the written policy could not be
located.

The administrator has developed a policy related to
the fire watch procedure. No resident was affected
since the fire watch procedure was followed but all
residents could be affected if the procedure had nof
been followed.

The maintenance director will review the procedurg
each time the fire alarm or the sprinkler system is
down and make sure that it is followed. After each
event, the administrator will check the worksheet t
make sure that the proper procedure has been
followed.

12/24/10
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Actual NFPA Standard: NFPA 101, 9.6.1.8.
Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour period,
the authority having jurisdiction shall be notified,
and the building shall be evacuated or an
approved fire watch shall be provided for all
parties left unprotected by the shutdown until the
fire alarm system has been returned to service.
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