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' A standard heaith survey was conducted on

. 01/03-08/12. Deficient practice was identified

with the highest scope and severlty at "E" lavel. .
F 226 | 483.13(c) DEVELOPAMPLMENT F 226
ss=0 | ABUSE/NEGLECT, ETC PQLICIES

The facility must develop and implement written W
policies and procedures that prohibit _

mistreatment, neolett, and abuse of residents : )Xﬁé’/ ”

and misappropriation of resident propsrty. «

This REQUIREMENT s not met as evidenced @
by: .
.Baged on interview, record review, and review of
facllity policy, it was delermined the facility failed
to ensure policies and procedures establlshed o
prohibit mistreatment/abuse of residents had

' been implemented. A review of employee filss

" revealed the tecifity Tailed to conduct required
background scresnings for two of five sampled
employees (Employee #4 and Certified Nursing
Assistant #8). .

*| Tha findings includs:

A reviaw of the facility's Abusa policy (no date

! noted) revealed a criminal background check

i would be completed on new employees within

i two working days from the date of hire. Further
review of facility policy revealed the facility was _ ;
also to verify 2 potential employee's status an the
Nurse Alde Abuse Regisiry with the Kemntucky
Soard of Nursing {KBN) prior to amployment.

| A review of personnal files revealed the facility
. | had hired Employee #4 on 09/08/11, to perform

ABORATORY DfﬁECTOR'S OR PROVINER/SUPFLIER REPRESENTATIVE'S SKENATLIRE ' TITLE (X8} DATE
’ * . 7 - .
---é’f-a/F (. reafrnss o/ J ~F /P2

any deflclency steterment ending with fn agter|sk [¥) denotes B duficlancy which the instiution may be excused frarn corbating providing i s determined thal
siner safeguards provide sufficient protection to the patienis, (See Instruciions.) Exgept for nursing homes, the findings stated abave am discloszble B0 days
allowing the dute of survey whelher ar nol a pien of corredtlon is provided, For nursing horries, the abava findings and plans of comection are distlosabie 14
iays following the date these docurments are made aveilable fo the faciity. If deficiencles are clted, 8n approvied plan of comraction is requisite to continued

sregrem parntklipation.
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F 228 ! Continued From page 1 . F 228

duties In the Dietary Department. However,
based on documentation, the facility failed to
condurt a criminal background check for the
employgs. |n addition, based on documentation,
the facility. fatied to verify Employee #4's status
with the KBN Nurse Aide Abuse Registry prior to
employment. .

A review of the personne! file for Certified Nursing
Asslstant (CNA) #5 ravealed the facility hired the
employse on 09/20/11. Further review of the
personnel file revesied no evidence the facility
had conducted a criminal background check or -
verified Employee #5's status with the KBN
Abuse Registry prior to employment. '

An inlerview conducted on 01/06/12, at 12:15 PM,
with the Director of Nursing (DON) revealed &
criminal background check and verification of an
employee's staius with the KBN Abuse Registry
were required to be performed on all new :
employees at the time they were hired. ;
Continued interview with the DON reveaied the : i
facility could not provide evidence that the
reguired background screenings had been
' completed for Emplayee #4 or CNA #5. :
F 246 | 483.15(2}{ 1) REASONABLE ACCOMMODATION F 246
g5« ) OF NEEDS/PREFERENCES

A resident has the right to reside and receive
services in the facility with regsonable
accommodations-of individual needs and
preferences, except when the health or safety of
the Individual or other residents would be : :
endangersd. ' |

|
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" F 24€ | Continbied From page 2 ' F 246
This REQUIREMENT is not met as evidenced | -
by:

Based on obseryations, interviews, and record
review lt was determined the faciiity failed to
ensure the reascnable needs and preferences for |-
- | residents who had paid for cablessateliite
1 television were met. Interview and observations
' throughout the facility revealed the cabla/zalsliits
television reception was of poor guality and made
it impossible/difficutt for residents to view the
lowar six stations on the televisions.

The findings includs:

Interview with the Adminigtrater on 01/0512, at : o o
2:30 PM, revealed there was nol a policy related ;
to cabie/satellite television.

Observations conducted on 01/03/12 through
01/05/12 throughout the facility revealed the lower
six channels on the cable/satellite system had
poor reception. The recepfion was so poor the
resigents could not view the television programs.
Furthsr observations and interviews revealed
many of the other channels "came in and went |
out" occaslanally during the day.

Interviews with Resident #8 on 01/04/12, at 2:00
AM, Resident A on 04/05/12, at 8;30 AM, and the
group interview on 01/05/12, at 3:30 PM, revealed
residents who gaid for cable/saiellite television
were unable to watch television programs due fo
poor recaption. The residents stated the . .
Activities Director was aware of the situatiorr and ‘ _ ) : :
the Resident Councll had reported the poor . ) i
reception during a meeting. T

Review of the Resident Council meeting minutes

FORM CMS.2587(02-p8) Pravieus Verslons Qusoluts } Eveni iD: X42U11 Faeliity ID: 100824 If contination sheel Page 3 of 21
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F 246 | Continued From page 3 : F 946

revealed the poor receplion was addressed in @
Resident Countil meating in October 2011,
Based on documentation, the Activity DireGtor
had contacted the television sateliite company on
10/03711, and repairs were made in October
2011.

An Interview with the Activities Director (AD) on
01/04/12, at 3:30 PM, revealed the facility
switched from cable television to a satelite
system in 2005, However, the AD stated the
jower television channels had become
unavailable approximately twa months earfier, the
sateilite company was cantacted, and the :
company sent a repairman to the facility on
01/05/12. The AD stated the repairman had
determined the satellite needed to be repaired
and the satellite company obtained a repfacsmant
part. However, according to the AD, the sateliite
company had not sent a repairman back to the
facility 1o install the replacement part. The AD
stated sach resident paid ten dollars a manth for
the cable/satellite service and acknowledged the
satellits cormpany shouid have been contactad to

make the needed repairs prior to 01/05/12. o ‘
F 257 | 483.15(1)(6) COMFORTABLE & SAFE F 257

- g5=D | TEMPERATURE LEVELS

The Tacility must provide comfortable and safe ;
temperature levels, Fagcilities initially certified :
after October 1, 1990 must maintain a ‘ i
temperature range of 71 - 81°F ;

This REQUIREMENT is not met as evidenced |
by: : o

Based on observation and interview, the facility
| failed to ensurs the temperature of the facility was :
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F 257 | Cantinued From page 4 F 287

‘maintained at a temperature range of 71-81
degrees Fzhrenheit as required. Observation of
- | resident activities conducted in the facllity's main

"| dining room on 01/04/12, at 10:00 AM, revealed |
the termperature of the room was 63 degrees !
Fahrenheit.

The findings include;

Interview with the Administrator on 01/05/12, at
-] 2:30 PM, revealed the facllity did not have a
poiicy related to room temperatures in the facllity.

Observation of the morning activity in the main
dining room on 01/04/12, revealed 15 residents
sitting around tables eating doughnuts and -
| drinking coffee with the Activities Dirdctor and the .
| Dietary Manager. Facility staff was observed ta ;
ghter and exit the exlerier door of the dining room
to go outside for smoke breaks and each time the _ _ :
exterior door was opened cold air from the . .
outslde flowed into the dining roam, The dining : :
room temperature was cktained and revealed the .
temperature of the room was 63 degrees
Fahrenheit. . :

| The Maintenance Director was notified of the
temperature in the main dining room on 01/04/12,
at 10:30 AM. The Maintenance Director adjusted
the haat i the dining room and obtalnad the
temperature of the room by mears of a digiial
thermoemeter, However, the tamperature of the
room only reached 68 degrees Fahrenhelt.

Interview with the Malntenance Director on ‘
01/04/12, 3t 10:30 AM, revealed the temperature
of the dining room should be maintainad at
“around” 72 degrees Fahrenheit. The

L
1
|
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Maintenance Director stated the temperature of
the dining room dropped when staff fraquently
opshed/ciosed the exterior door to the dining
room. The Maintenance Director stated the room
temperature was not part of the regular
monitoring performed by the Maintenance
Director. :

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
s8=D | PROFESSIONAL STANDARDS

The services provided or arranged by the facility

must meet professional standards of quality. - - '

This REQUIREMENT is not met as evidenced
by: ‘
Based on observation, intervisw, recerd review,
and review of facility policy the facility failed to
ensure physician's orders were implemented for
one of eighteen sampled residents {Resident #4),
A review of physician's orders for Resident #4,
dated 11/09/11 revealed the physician h&d
requested staff to increase a belus of water
administered to Resident #4 by means of a
gastrostomy tube to 350 cubic centimetars every
six hours. However, a review of the Medication
Adrministration Record revealed staff had falled 1o
administer the water in accordance with
physictan's orders. for Resident #4.

The findings inciude:

A review of the facility's policy entitled Physiciarn's
Orders {not dated) revealed physlcian's orders , |
wouid be noted and transcribed o the appropriate : , i
_place on the resident's Medication Administration . :
Record (MAR). o
S I H

i
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F 281

3
I

~ i Minimum Data Set (MDS) Assesement on

#2 on 01/0512, at 1115 AM, revealed the

Continued From page &

A review of the medical recerd for Re::.ldent#zl
revealed the facility admitted the resident on
08/08/08, with diagnoses of Alzheimer's, '
Hypertension, and Gastrostorny tube placernent.
Further review of the medical record revealed
facility staff had completed a Significant Change

10/03/11, and noted Resident #4 required total
gssistance with bed mobllity and =ating.

Continued review of Resident #4's physician's
orders cated 11/09/11, revealed the physician
had requested staif to increase the amount of
water administered by bolus through the
resident's gastrostomy tubg to 350 cubic
centimeters (cc) evary six hours.

A review of Resident #4's MAR for 11/08/11
through 11/30/11, revealed the physician's orders
dated 11/08/11, had not been transcribed onto |
the resident's MAR, Further revisw of the
residents MARs revealed facility staff had i
documented that the amount of fluid (water) given .
to Resklent #4 was 300 cc every siX hours
through the gastrostomy tube for the months of
Decernber 2011 and January 2012 instead of 350
ce of water prescribed by the' physn:ian on
11/08/11.

An interview with Licensed Practical Nurse (LPN)

amaunt of fluids to be administared to residents

through gastrostomy tubes would be documented |

an the MAR anc should be In compllance with
current physician's orders,

An interview with the Director of Nursing (DON)
on 01/08/12, at 12:15 PM, revealed Nursing staff

F 281
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- F 281

F 314
§8=D

| pressure sore to the coccyx and had developed
{ iInferventions on the resident's care plan fo turn

-| of the established plan of care revedled facility

Continued Froem page 7

was to transcribe the physician's orders onto the
appropriate administration record at the time the
order was received. Further interview with the
DON confirmed Resident #4's MARs for
November, December, and January showed
evidence that facility staff had failed to administer
water boluses as ordered by the physician,
483.25(c) TREATMENT/SVCE TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of &
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
IndividuaP's clinical condltion demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT s not met as evidenced
by: ‘ L
Based on observation, interview, record review,
and review of facility policy it was determined the
facility failed fo ensurs residents with pressure
sores received necessary treatment and services
to promote healing, prevent infection, and prevent
new sores frem developing for ona of gighteen
sampled residsnts (Resident #4). The facility had
assessed Resident #4 to have a Stage IV

and reposition tha resident from side to side
every hour. Although observations conducted on
(11/04/12, revealed the resident was siting up in a
geri-chair from 8:55 AM untii 12:30 PM, a review

F 281

F 34|
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F 314! Continued From page 8 : F 314
staff failed to develop interventions related ta
repositioning the resident when in the chair and to . : ' \
the timeframe the resident was 1o sit in the chair : o
in an effort to promote healing of the resident's !
pressure sore and/cr o prevent new sores from !
developing. i

The findings inelude:

A review of the facility policy entitled Skin Ulcers
(not dated) revealed the Interd(sciplinary Team
would develop individualized treatment plans for
the prevention of skin breakdown and/or
treatment of any existing pressure areas..

A review of the Comprehensive Care Plan Policy T
(not dated) revealed the faciity had failedto : |
address how individualized care plan ‘ ' ' ' . i
interventions wera to be implemented by facility ‘ ' |
staff, o !

A review of the medical record for Resident #4
revealed the facllity admitted the resident on
09/05/08, with diagnosss of Alzhelmer's,

, Hypertension, and Anemia. - A review of a
Significant Change Minimum Data Set (MDS)
assessment dated 10/03/11 revealed the facillty
had assessed the resident o be severely ‘ .
impaired with daily decision-making and to o ' i
require total assistance with bed mobility, o o
transfers, loilet use, and bathing.

A review of Resident #4's care plan, which had
been updated on 11/28/11, reveaied the facility
assessed the resident to have afterations In skin
Integrity. Dogumentation on the care pldn
revealed the resident had a Stage [V pressurs
ulcer to the coccyx. Further review of Resident

|
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| reposition the resident every hour from side to

| geri-chair.

{ on 01/04/12, at 12:30 PM, revealed she was

Continled From page 9 ,
#4's care plan revealed staff was to fum and

side, and to avoid activity which may resultin skin
breaks, However, the care plan falled fo provide |
facility stmff with interventicns to promote healing
of the resident's pressure sore andfor to prevent
the development of new pressure scras when the
resident was assisted e sit in a geri-chair.

Observations conducted on 01/04/12; at 8:85 AM,
revealed Resident #4 was sitting In & geri-chair.
Additional observations conducted on 01/04/12, |
at 10:00 AM, 11:05 AM, 12:00 PM, and 12:30 PM,
revealed the resident continued to sit in the

Interview with Certified Nursing Assistant (CNA)
' #6 on 01/04/12, at 12:20 PM, ravealed she was

| assigned to care for Resident #4 during the 6:00 i
{ AM to 2:30 PM shift on 01/04/12. Further ;
interview with CNA #5 ravsaled she transfarred
Resident #4 into the geri-chair at 8:00 AM on
01/04/42, and the resident remalned in the .
geri-chair from 6:00 AM through the time of the
observation of the resident at 12:20 PM on
01/04112,

| Interview with Licensed Practical Nurse (LPN) #3

assigned to provide nursing cars to Resident #3
from 7:00 AM to 7:00 PM on 01/04/12. LPN #3
stated she conducted "rounds" an her assigned
residents to ensure care plan interventions in
place had been impiemented, Continued .
[nterview with LPN #3 related fo the
implementation of Resident #4's care plan -
interventions revealed she had not "had fime to

Faf4

|
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pay attention" to how the residents had been .
furned and repositioned “oday." Interview with | | .
LPN #3 revealed in the nurse’s opinion Resident . |
#4 appeared to be "sitting o {his/her) butt" whils
in the geri-chair and indicated the resident had
not been positioned on his/her side in an effort o
relieve pressure from the resident's pressure .
area, '

Interview with LPN #4, Clinical Coordinator, on
01/06/12, at 12:00 PM, revealed the facility had
developed 2 plan of care for Resident #4 to be
tumed from side to sida only in an effort to relisve
pressure and to promote healing of the pressure
area an the regident's cocoyx. LPN #4 confirmed
the facility had failed fo develop interventions
related to repositioning and/or the frequency of
repasitioning Resident #4 when the resident was
sitting in the geri-chair in an effort to relieve
prassure from the Stage [V pressure area. In
addition, LPN #4 stated an Intervention had not
been established on the care plan to direct staff
on the length of time the resident was to sit in the
geri-chair. According to LPN #4, Resldent #4
should not have been allowed to st upin a
geri-chair from 6:00 AM to 12:30 PM, due to the
resident's risk for the development of pressure
sores and/or to promote healing of the resident's
prassure sore and/or to prevent the development
of new pressure sores.

Interview with the Director of Nursing (DON) orr
01/04/12, at 3:50 PM, revealed facility staf? had
developed care pfan interventions for Resident #4
relatad to the Stage IV pressure sore to his/her
| coccyx. However, the DON confirmed there were
ne interventions related to the resident’s use of
the geri-chair, how staff was to reposition the

‘ . i
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resident in the chair, or the fimeframe the
resident was to sit in the chair. Further interview
with tha DON confimned staff shouid not have
allowed Resident #4 to =it in a geri-chair from -
6:00 AM to 12:30 PM. ,
F 315 | 483.25(d) NO CATHETER, PREVENT UT!, - F 315
gs=p | RESTORE BLADDER '

Based on the resident's cecmprehensive
assassment, the facility must ensure thata
resident who enters the facility without an
Indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate |
treatment and senvices to prevent urinary tract
infections and to restere as much normal bladder
function as poasible.

This, REQUIREMENT is not met as evidenced
by: '

Based on observation, interview, and & review of
facility policy it was determingd the facility failed
to ensure one of eleven residents identified to be
incontinent of biadder received the apprepriate
treafment and services to prevent urinary tract
Infections and to restore as rauch normal bladder
function as possible. Resident #5 was observed
to be Incontinent of urine on 01/05/12, at 10:10
AM, when staff was checking the resident for
incontinence and turning/repositioning the
resident. Facifity staff failed to observe if the
resident's incontinence brief was wet and failed to
provide incontinence care for Resident #8.

| The findings include:
. i -
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-| A review of the Plan of Care deveioped for

| revesled peri-care was (o be provided as needed.

A review of the facility policy entitled Bowel and
Bladder Training (undated) revealed Incontinent
residents were required to be checked and '
changed every two hours or &8 specified on the
plan of care. )

A raview of the medical record for Resident #5
revealed the facility had admitted the resident on
11116/11, with diagnoses that included Listeria
Meningitis, Status Post Suboecipital

Decompression, &nd an unstageable prassure
i area to the cocoyx.

A review of the admigsion Minlmum Data Set

| (MDS) assessment dated 11/28/11, rsvesied
Resident #5 requirad total assistancs of two staff |
persons for ransfers and was Incontinent of
bowel and bladder.

Resident #5 revealed staff was to turn and
repasition the resident every hour, check and/or
change the resident for Incdntihences episodes
every two hours, and anticipaie the resident's
needs fo keep the resident clean, dry, and
comforiable. Further review of the plan of care

Stale Registered Nurse Aide (SRNA) #3 and
SRNA #4 ware observed on 01/05/12, at 10:;10
AM, to turn and reposition Resident #5. Resident
#5 was observed to be incontinent of urine,
however, SRNAs #3 and #4 did not provide
|ncontmence care to the resident.

Interviews conducted with SRNAs #3 and #4 on
01/05/12, at 10:15 AM, revealed Resldent #5 had
l been checked and changed earller However, the
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Continued From page 13

t SRNAs stated they had not noticed thé resident
had an incohtinence eplsode of urine and, as a
result, had lefl the resident wet. SRNA #3 and
SRNA #4 acknowledged incontinence care

'| should kave beer provided (o the resident.

An interview conducted with the Unit Manager
(UM) on 01/08/12, at 12:05 PM, revealed the UM
monitored resident care on & daily basls and
conducted “spot cheoks” one to twe limes a week

! to ensure incontinence care was provided

appropriately to residents. Further interview

revealed the UM had not identifled any cancerns

| retated to the provision of resident care by
SRNAs #2 and #3.

483.25()) SUFFICIENT FLUID TO MAJN‘I‘AIN

HYDRATION

The facility must provide each residsnt with

and h_ealth.

This REQUIREMENT is not met as evidenced
by:

Baged on record review and interview the facnny
failed-to provide one of eighteen sampied
residents with sufficient fluid Intake to maintain’

i proper hydration and heaith (Resident #4).
Review of dietary recommendations for Resident
#4 dated 11/08/11, revezled the Registered
Diatitlan had recommended an increase in water
flushes through the gastrostomy tube refated 1o
abnormal laboratory results. A review of the
Medication Administration Record for Resident #4
revealed faciiity staff was not adminisiering the'
water flushes as recommended by the Registered
1 Dietitian (refer to F281). '

]

5
i
I

sufficient fluid Intaka to maintaln proper hydration , -

F 315

Faz7
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| dressing, and eating.

- |'to increase Resident #4's water flushes fo 380 cc

Continued From page 14
The findings inciude:

A review of the facility paficy titled Folicy
Regarding Notification of Change In Condition To
Registered Dietician (not dated) revealed the
facility staff was required to notlfy the Registered
! Dietitian when = resident's status indicated a

| need for a nutritional evaluation, Further review
of the policy revealed when the Registsred
Diefitian's evaluations and recommendations
were received the resident's physician wouid be
notified and physician’s arders written if indicated, |

Review of the medical record for Resident #4
revealed the facllity admitted Residant #4 on
09/05/08, with diagnoses of Alzheimer's, Anemig,
Malnutrition, and Gastrestormy Tube Placement.
Further review of the medical record reveaied a

| Significant Change Minimum Data Set (MDS)
Assessment dated 10/03/11. Review of the MDS
revealed the facility had assessed the resident to
require total assistance with bed mobility,

A review of the digtary recommendations dated
11/05(11, revealed the diettian had
recommended an increase in water flushes o
'350 cubic centimeters (c¢) to be administered per
the resident's gastrostomy tube every six hours
refated to abhormal laberatary results.

A review of the physician's orders for Resident #4
revealed an,11/08/11, the resident's physiclan
wis qontacted, and the facility received an order

every six hours per the Registered Dietitian's
recommendations. However, review of the

F 327
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Medication Administration Record for the mnnth ‘
of 11/09/11, revealed no evidence that facility f‘
siaff had transcribed the order onte the MAR,
Further review of the resident's MARS for the
months of November 2011, Decembet 2011, and
January 2012, revealed Resident #4 received 300
cc of water lush every six hours per gastrostomy
tube, instead of the dietary recommanded
amount of 350 cc every six hours.

Interview with Licensed Practical Nurse (LEN) #2 -
on 01/04/12, at 11:15 AM, revealed staff nurses !
had been trained to administer water flushes per
the resident's MAR. Funher interview with LPN
#2 confirned Resident#4's MAR revealed facility
staff had administered 300 cc water flushes every
six hours,

Interview with the Director of Nursing (DON) on
01/06/12, at 12:15 PM, revealed the nursing

' supervisors were responsible to chesk
physician's orders and MARSs for accuracy gach
month. Continued interview with tha DON
revaaled she was unsure how the inaccurate
transcription of physician's order to MAR
contihued and falled to be corrected from the
moenth of November through January.

F 441 : 483.65 INFECTION CONTROL, PREVENT F 441
88=D | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a

| safe, sanitary and comfortable envirenment and
tc help prevent the development and transmissior |
| of disease and infection.

{a} Infection Control Program
The facility must establish an Infection Centrol
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Continued From page 16

Program under which it -

(1) Investigatss, controls, and prevents infections
in the facility;

(2) Decides what procedures, sush as isolation,
should be applied to an individual resident, and
{3) Maintains a record of incidents and correctwe
actions related to infections.

(b) Preventing Spread of infection
(1) When the Infaction Control Program
determines that a resident nesds isolation to

"prevent the spread of infection, the faciiity must

isolate the resident,

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from diract contact with residants or their food, if
diract contact will ransmit the disease:

.1 {3) The facility must reguire staff to wash their

hands after each direct resident contact for which
hand wash|ng is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transpart linens 50 @s tc prevent the spread af
lnfectlon

:J-hls REQU?REMENT i not met as evidensed |

¥

Based on observation, interview, and review of
facility policy, it was determined the faciltty failed
to ensure staff washed their hands affer each
resident contact for which hand washing was
Indicated by accepted professional practice for
one of sighteen sampled residents (Resident #1).

F 441

FORM CM$-2557(02-89) Pravious Varmsions Obsalete Evant ID:X42U11

65/61

Jovd , TWOH ONTSHN NITAH

Fauciity ID: 1D0G24 b if continuation sheat Page 17 of 21

v8v/7.99689T 8T8 ZIBC/BR/ZA




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

COEC Oy WYPS:8 107 6 "qed aWI[ paaleday

PRINTED: 01/23/2012
FORM APPROVED
OMB NC. D§38-0381

STATEMENT OF DEFICIENCIES {X1) FROVIDER/SUPPLIERICLIA,
AND PLAN QOF CORREGTION IDENTIFICATION NUMBER:

185193

X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
COMPLETED
A, BUILDING

B. WING

01/06/2012

NAME OF PROVIBER CR SUPFLIER
HYDEN HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2104 US HWY 421 SOUTH, P © BOX 818

HYDEN, KY 41749

(X910
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED &Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATICN)

[3] PROVIDER'S PLAN OF CORRECTION (1s)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE | GOMPLEMON
TAG CROSS-REFERENCED TO THE APPROFRIATE DATH
DEFICIENCY)

F 441

'9:00 AM, revealed State Registered Nurge

1 incorrectly the SRNA was immediately stopped
‘| and re-éducated on the carrect procedure. The

Continued From page 17

A State Registered Nurse Assistant failed to
wash/sanitize her hands and change gloves when
indicated while providing incontinence care to
Resident #1.

The findings inciuds:

A review of the Infaction Control Policy (undated)
revealed "wash hands after touching blocd, body
fluids, secretions, excretions, d@nd contaminated
iterns, whether ar not gloves are worn."

Observation of incontinence care on 01/04/12, at

Assistant (SRNA) #4 donned gloves and removed
a soiled brief. The CNA went to the resident's
dresser, opened the drawers, and obtained wipes
without removing sclled gloves. The S8RNAthen
proceeded to use peri-wipes on Resident #1, and
apply a clean brief without changing glovas,
washing hands, or donning clean gloves.

Interview with SRNA #4 on 01/04/12, at 8:00 AM,
ravealed the SRNA knew ghe was required ta
change gloves after they were sciled and {0 wash
her hands. SRNA #4 said the facility had
provided training on when to change gloves and
wash hands but she was nervous and "just
forgot.” '

Interview with LPN #1 and LPN #2 on 01/06/12,"
at 11:00 AM, revealed nurseg made reunds to
check on SRNAs and the duties that were
performed, 1f a SRNA performed a duty

LPNs further stated an in-service was then
conducted for all the SRNAs to assist with job

Fa41| -

|
|
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performance.

Interview with the Director of Nurging (DON) an
01/05/12, at 3.10 PM, revealed Clinical

‘Coordinaters made rounds every day and

observed SRNAs ard nurses performing job
duties. The DON stated if any problems were
identified the Clinlcal Coordinators talked with the
staff and re-educated them at that time.
In-services were then completed as needed
according to the DON.

483.75(e)(5)-(7) NURSE AIDE REGISTRY
VERIFICATION, RETRAINING

‘Before allowing an individual 1o serve as a nurse
aide, a facility must receive registry verification
that the individual has met competency evaluation
requirements unless the individual is a full-time
employse In & training and competency
evalugtion program approved by the State; or the
individual can prova that he or she has recently
successfully completed a training and
competency evaluation program or competency
evaluation program approved by the State and
has not yet been included in the registry.
Facilites must follow up to ensurs that such an
individuat actually becomes registeted.

Before allowing an individual o serve as a nurse
alds, a fasility must seek information from every
State registry established under sections 1515(e)
(2)(A) or 1919(e)(2)(A) of the Act the facility
believas will include information on the individual,

If, since an individual's most recent completion af
a fraining and competency evaluation program,
there has been a continuous period of 24
consecutive months during none of which the

- F a4
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individual provided nursing or nursnng-related
servicas for mongtary compensation, the
individual must complete & new training and
competancy evaluation program of.a new
gcompetency evaljuation program.

This REQUIREMENT s not met as evidenced
by:

. Based on review of employee records and

| inferview it was determined the facility falled to
gnsure one of two Certified Nursing Assistants
met competency requirements for a nurse aide.
Review of empioyee files for Certified Nursing
Assistant #3 on 01/06/12, revealed she was hired
by the facllity on 08/07/11. Further review of the
employee racord revealed at ime of hire her .
Certified Nursing Ass:s!ant cemﬁcatlon had
lapsed.

The findings include:

A revigw of the facility policy litled Abuse Policy
(not dated) revealed nursing rssistants must

| have an active stafus on the Kentucky Board of
Nursing (KEN) Registry, or proof of recent state
approved training course If awaiiing testing.

A review of the employee file for Certified Nursing
Agslstan{\(CNA) #3 revesled a hira date of
09/07M11. Further review of the employee record

| reveaied the facility hao verified the CNA's status

on the-Abuse Registry, howsver, at the time.of
hire the CNA's nurse aide cerlflcation had
lapsed.

AN Interview with the D:rectorof Nursing (JON)
on 01/06/12, at 12:10 PM, revezied a CNA's

r
‘
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certification statis was to be verified at the time
of hire. Howsver, the DON was unaware that
CNA #3's certification had lapsed, prior to the
surveyor's review of the employse record. __ |
| |
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1. Criminal background checks were|obtained for employee #4 and Certifled Nursing Assistant #5
on January 6, 2012, The status of 'prnp!oyee #4 and C'[q‘:rt'iﬁed Nursing Assistant #5 was verlfled
on January 6, 2102 with the KBN Nurse Aide Abuse Registry and were not on the abute registry.

2. Al employee files were reviewed to verify criminal b tltground checks were obtained and that
gach employee file had been verifjed against the KBN Nurse Aide Abuse Reglstry.

3.  in-Service was conducted by the Administrator with w%aff member respansible for personnel files
on January &, 2012. The designated staff member will obtain and malntain criminal background
checks on all employees and will \ferffv the status of ej';acih emplayee on the KBN Nurse Aide
Abuse registry, '

4, The Quality Assurance Committas;" designee wil! coniluct an zudit of newly hired employees to
assura that criminal background checks are completed timely and filed appropriately. This audit
will also Include a review of all ne‘ruly hired employees to vérlfy that each have been checked on
the KBN Nurse Aide Abuse Registfy. All newly hired staff wlll be reviewed weekly to assure
criminal background checks and KBN Nurse Aide Abuajegﬂegistry verifications have been
completed, Weelkly reviews wiil k%:e completed for ope month and then once per month for
three months. Any dlscrepancles{noted will be corre &rti\? immediately and reported to the
Quality Assurance Committee forifurther review. |

5. Date ofcdmpletlon: February 1,}2012
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1. Al residents receiving television s%rvice at the faciiity had claar reception restored en all
channels on January 6, 2012. Atechnictan had been contacted previausly but had failed to
resolve the problem and a technicien did respond to ‘(acﬂity on January 5" and restored clear
reception service to all residents ujﬂﬁzlng Bulk TV Seryices.

2. Al residents receiving Bulk TV EEnfice at the facility had ¢lear receprion restored to all channals
effective January 6, 2012. '

3. The Activitles Director / Director c{f Social Services, cTr;ﬁ:acted technicians from Bulk TV to report
angoing problems with televislan reception. The AD $5had previousty reported poor reception
service to the company and a tecl‘iniclan made an Enir:iallvisit but had nct returned with needed
parts to repair the Issugs. The techniclan arrived at aclity on January 5, 2012 and made needed
repalrs 1o the service and examin d the existing system to troubleshoot any ather potential
issues. Clear reception was restored to all channels pn lanuary €, 201.2. The technician stated
that repairs were made to the svs'r.am to clrcumvent the problem from recurring in the future.

4. The Quality Assurance Committes.% designee wili monitor the television service to assure that all
subscribed channels have clear rei:eption. The designee whll check the service on 5 televisions
per week for one month and than S televisions rnonthi\,g for three manths. Any preblems noted
with reception or service will be c'prrected immediately and technicians notified if répair can net
be made by facility staff. Any nﬂtiFd problams will be repo'rted to the Quallty Assurance
Ccmmittee, ‘

5, Datecf Completion ; February 1, ?012
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Facility staff were Instructed not t:o utilize the exit deor ta the cutside in the dining room for
access 1o the break area due to:h{e extreme cold teererature outside but instead to use an
alternate exit door. Maintenancejadjusted the thermostat in the dining reem 1o hring the
temperature in the dining roem to an accegptable zevr| of betwean 71-81 degrees Fahrenheit.

Residents utillzing the dining roar during this pertoe for group activities, dining or individual
recreation could have had the pot;'ential to have beep affected. Staff were instructed to not
utilize the dining room doar exit t:p the cutside to access. the designated employee smoking area
but Instead to use an alternate door to access this area. '

In-servlce was conducted on Janu;':nrv B, 2012 for all staff by Director of Nursing, Staff were
infarmed that if the outside tempgrature is 40 degrees or below to uthlize the employee
gntrance / exit door to access theidesignated employee smoiing arez.

The Quallty Assurance 'Cornmltteé dasignee wili theck the temperature of the dining room (o ‘
assure that an appropriate tempe:rature s maintained by 71-81 degrees Fahrenhelt, The dining ‘
reom will be checked 5 times a wfeek for one monrth|and then 5 times a month for three months, ' |
Any temperature note that is natat 71-81 degrees Rahrenhalt will be corrected immediataly and

reported to the Quality Assurance Committee for further review.

Date of Completion: February 1,%2012
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Resldant #4 is receiving water bolps of 350cc every §ix hours as ordered the by the physiclan.

The order was ciarified and transclribed onto the resi
policy. !

dent # 4's MAR in accordance with facliity

Nursing Administrative Nurses reviewed all the resldent’s records who are receiving water bolus
to assure accuracy of physician’s grders compzred tg the MAR and verified the amount of water

bolus that aach resident Is recelvipg per gastrostomy

An In-service was conducted on Jaénuary 5, 2012 by C
staff regarding verifying physicia ns orders for water
The in-service alsa Included raview of the facility pol

tubs,

linicai Coordinators with licensed nursing
holus pgainst the MAR for each resident.
cy and procedure for transcribing te the

The Quality Assurance Committee designee will review the resident recards to assure that

water boluses are administered I accardance with [
accurately 1o the MAR of each resident, A total of 5

urrent physlcizn orders and are transcribed
records wil! be reviewed weekly for one

month and then S records reviewed monthly for thrgg manths. Any irregularity will be
corrected immediately and repon?ed te the Quality Assurance Committee for further review,

Date of Completion : February 1,12012
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Resident #4 Is being turned and ri}aposltioned on an heurly schedyle from side to side only and s
only out of bed, sitting in a Gerl- n;hair for ng more than ane hour 2t a time,

Any resident who Is assessed to b}s turned and repositionad per facility staff will have
Interventions on the care plan thait will direct staff o ;the frequancy and length of time that
turning and repositioning is to be|done. Any resident needing turning and repositioning that (s
assisted to a Geri-chair for sitting iwill have clear interventions in place an their individualized
care plan that indicate the freque{n:y, positlen, and length of time that the resident is to be in
sitting position while In Geri-chalfl.

In-service training was ccnducted;z on January 4, 2012 by the Director of Nursing along with
Adminlstratlve Nursing staff with {the nursing department. Education included promoting
healing of pressure sores and thejpreventiun of pressure sores; turning and repasitioning; and
appropriate interventions for staﬂf that are clearly dfﬂned on the plen of care In¢luding
frequency and length of time for turning and repositigning as well as interventlons related 1o a
resident wha may be sitting up Inia chair.

The Quality Assurance Committeé designee will audjt all residents assessed to requlre turning
and repositianing care by feciity ;;.taff to assure that no naw areas develop and that any existing
pressure Ulcers receive treatmen# to promote healirg. The audlt will verify that interventions
are clearly addressed on the careiplan far staff ro utjlize including length and frequency. The
ausit will include 5 charis to be réviewed per week for one month and then 5 charts per menth
for three months. Any irregularity will be corrected iﬁﬁmediate!v and referred to the Quality
Aszsurance Committee for fun:heri'revlew. '

Date of Complgtion : february 1,2012
|
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Resldent #5 received incontinencie care by SNRA #3 3nd SNRA R4.
|
f
Residents who are Incuntinent aréf being checked and-changed every two hours, as needed, or
as specified by their Individual plap of care.

In-service @ducation on incontinence care and servich with nursing staff was conducted on
January &, 2012 by Clinical Cuor’di.'{latnr‘ Education ingluded the need to chack for the need for
incontinence care and providing i'q during regular roynds and a5 needed.

The Quaiity Assurance Cummlttee; dasignes will revi?w incontinence care and services are
provided to incontinent resldentsian various shifts. The review will include checkingon 5
Incontinent residents per week or varlous shifts for one manth and then 5 Incontinent residents
per month for three months on virious shifts. Any irregularities will be corrected Immediately
and referred to the Quallty Aasuraance Committee for further review.

Date of Campletion : February 1,';.1012

FOH ONISHN NITAH PEPLICL99@3T © 81:82 ETBZ/QB/ZB



ECESON WYPG R ZI07 6 94 awl] paaianay

F 327

1. The physician of resident #4 was notified and the order for water boius was clarified and
correctly transcribed to the MAR. Resident #4 Is receiving 350 cc of water bolus every six hours
per gastrostomy tube,

2. Nurslng Administration reviewed ail residents recelv|ng water flushes to assure that the amount
the residents were recelving 5 accurate per physicia n.orders and documented corractly on the

MAR>

3, In-Service education was condueted on January 5, 2072 by Clinical Coardinators with all licensed
nursing staff regarding verifying physicians’ orders fon water bolus against the MAR for gach
resident. The In-service also Included review of the facllity policy and procedure for transeribing
to the MAR when a physlcian order is received. '

4. The Quality Assurance Cammittee designee will review the resident records to assure that water
bolus are administered In accordance with current physiclan orders and are transcribed
accurately to the MAR of sach resident. A total of 5records will be reviewed weekly for one
month and then 5 records reviewed manthly for thrla'e months. Any irregularity wiil be
corrected immadlately and reported 1o the Quality Assurance Committee for furthar raview,

5. Dote of Completion: February 1, 2012
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Resident #1 s recelving Incontinence care in accordance with facllity Infection Contrel pollcy
and procedura and in accordance with accepted professmnal practice regarding hand washlng.

All residents of the facility are receiving incantinence gare and services will get services in
accordance with the Infection Controi pohcy of the faqmty Staff are utllizing gloves and washing

hand appropriately.

In-service education on Incontinence care hand washmg and glove changing with nursing staff
was conducted on January 6, 2012 by the Clinical Coordinator. Educaticn :ncluded providing -
incantinence care services In accordance with facility infection Control policy and procedure'.-.
and accepted professional practlce for hand washing and glove changing.

The Quality Assurance Commlttes designee will review Incontinence care and secvices are
provided to incontinent residents on varicus shifts. The review ill Include cbserving nurse aldes
providing Incontinence care to 5 residents per weelk an various shifts for one month and then 5
resldents per month for three months . These observatians will specifically focus an hand
washing and glave changlng during care. Any irregularities will be corrected immediately and
referred to the Quality Assurance Committze for further review.

Date of Completion : February 1, 2012
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1. Nurse Alde § 3 certification was verified as active and:flled In personnel records.
2. Al nurse aides’ personinel files were reviewed and verified.

3. In-service was conducted by Administrater with steff member in charge of personnel records on
tanuary €, 2012. The designated staff member wili abfain and maintain nurse aide active status
veriflcation on the Kentucky Board of Nursing Raglstrﬁ{.

4. The Quality Assurance Cammittee designee will candyct an audit of nurse aldes’ records to
verify that esach has an actlve status on the Kentucky Board of Nursing Reglstry. All new hires
wlili be reviewed by the deslgnee as well to verlfy certificatlon I active. The audit will include 2
review of Nurse Alde persornel records to assure that no nurse aide is working with a iapsed
certification and that proof of active status certification |s on file. Five records will be reviewed
weely for one month and then 5 records monthly fojrthree months. Any Irreguiarity will be
corrected immediately and referred to the Quality Assurance Committee fer further raview,

5. Date of Completion: February 1, 2012
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CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 1986
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

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

SMOKE COMPARTMENTS: Four

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il diesel generator

A life safety code survey was initiated and
concluded on 01/04/12, 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.

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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