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DEFIZIENCY?
= OOG: INITIAL COMMENTS E 000" On 7-18-15 the LED began attempting to
contact family as res. refused to answer
| A Recertification Survey was initiated on duestions regarding activly preferences
G7/14/18 and concluded an 07/18/15 Wf'ih 32?” ?)?:;Z;?wi:: ggzrgz{aiscfvﬁzigﬁamed
deficient practice identified at the highest Scops
‘and Severity of an "B on 8-7-18. Atthat time '
F 248 48315(%1) ACTIVITIES MEET F 245 1 Resident (res.) 1 activity preferences
58=n: INTERESTS/NEEDS OF EACH RES were obtained .care plan updated fo include
R goals and approaches, and progress note

. The facility must provide for an ongaing program
of activities designed to mee!, In accordance with

: the comprehensive assessment, the interasts ard

" the physical, mental, and psychosocial well Dema

: of each resident.

This REQUIREMENT is not met as evidenced
by

. Based on observation, interview, record review
and review of the facility's policy, t was

; defermined the facility failed to provide an

" ongoing program of activities designed o mest
residents’ interests and psychosocial weilbeing

. for one (1) of fifteen (15) sampled residents

" {Rasident #1).

Observation revealad no parficipation or provision
of activities for Resident #1 either individuafly or
through group activities. Record review revealed
-Resident #1's. activity.care plan had na activity
preferences listed, or goal or individual activities
ideniified. Continued record review revealed no
. documented evidence of Activity Progress Notes
: during the resident's admission period, and
‘raview of the faclily's activity log revealed
i Resident #1 attended no group activitles and had ¢
- oniy five (5} observations from activity staff with
. no 1.1 activities noted.

written by Life Enrichment Direcior on
8-7-15 to reflect residents current plan of
care and activity participation. Res. #1 was
observed by LED on 7/18M15, 722715
pariicipating in one on one activities with LEA
2. Other res. activity records were audited
by the Activity Director/MDS/Director of
Health Services{DHS) by August 27,

2015 1o assure activity preferences wers
obtained, progress note written, and care
plans updated with goals and approaches
to reflect current plan of care. CGther res,
were chserved by the DHS/ED on date

participating in activities
3. Activity Director and activity staff : !
was re-educated by the Exscutive
Director(ED} on §-6-2015

on the activity policy and procedure wﬁh an
emphasis on coilecting res. preferences..
updating of care plans-with goals-and-
approaches to assure the psychoscocial
weli being of each res. is met.

4. The ED/ Activity Director/DHS will

audit ten percent of activities care plans,
activity logs and observe residents '
participating in activities to

assure compliance weekly x 3C days

then monthly x three months.
f)((i} OATE
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following the date of survey whather or not a ptan of cormection s provided. For nursing homes, the above findings anc plans of correction are disclosable 14
days foliowing the dale these documents are made available o the facility. If deficiencies are cited, an approved plan of correction is requisite o continued

program participation.
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£ 248 nued F . : ‘ The QA committee will review
48 Continued From page 1 F 2481 resuits of all audits. The Committee will
. The findings include: : monitor the effectiveness and compiiance
; Reviefn{ f_sf %',f':e faf:iiity’s podicy titled, j‘Parﬁcs"pai_igﬁ E ' ;::éh; Zg%intg ;Z?:Zt?rizgiif ;\:EOQ
Cin Activities", undated, revealed residents had the © indicated
right to attend and participate in activities of thelr N .
" choice., Further policy review revealed residents 5. Date: August 28 2015
were encouraged lo attend and participate in
activities.

Interview, on 0718/15 at 543 PM, with the
Administrator revealed the purpose of resident
activities was fo enhance the iives of the facllity's
regidents.

- Review of Resident #1's medical record revealed
the facility admifted the resident on 11/04/14, with
diagnoses which included Glaucoma, ‘ :

| Hypertensian, Debility and Alzheimer's Disease, : |

 Review of the Admission Minimum Data Set

H(MDS), cated 11111114, reveated the facility
assessed Resident #1 to make self undersicod,

o usually understand others, to have moderate

- diffieufty hearing, as moderately mpaired with
daily decision making and 1o have long term

i memory problems. Further review of the MDS

‘revealed staff assessed Resident #1 to prefer to

. choose hisfher own clothing, family or significant

 other involvernent in care discussion, as to prefer |

_keeping up with the news. Review of the MDS

; Care Area Assessment (CAA) Summary revesled

f Actlvities triggered and the decision was made 1o
care plan this area. Review of the CAA for

| Activities revealed the description of the problem, |

t causes and contributing factors and risk factors

‘related to the care area included Resident #1 had .

a diagnosis of Aizheimer's Disease and was :

- unabie to communicate neads. Continued review

- of the Aciivities CAA revealed staff would provida

- social visits and activities. :
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F 248" Continued From page 2

" Review of Resident #1's Comprehansive Care
Plan revealed a care plan titled, "Activities of
tnterest". which noted the resident would attend
activities of choice and would have g palliative

s care consult, However, further review revealed

C#1 or of interventions which included hisfher
activities of choice,

Observation of Resident #1 on 07/14/15 at 1:11
CO7MBMS at B:21 AM, 10:28 AM and 11:31 AM

" activities provided and no altendance of group
actlvities observed,

Continuad recard review revealed no

‘ Life Enrichment Log, for the time period of
05¢18/15 to 07/14i15, revealed activily staif

s documented comments in the facility's

computerized medical record system on the

. following dates for “self-initiated” activities for

' Resident #1 as follows: 05/25/15 at 4.37 PM

$06/26/15 had four (4] entries timed 7:34 PR

Fwith ne specific activity interventions included.
Continuad review revealed nursing staff

Log, watching TV wentynine (29} times, and

. evidence of Resident #1 having participated in
: any group activities during this ¢meframe,

no documented evidence of a goal for Resident

cPM,2:36 PM, 418 PM, 524 PM, é:11 PM and on

revealed the resident was in his/her room with no

s documented evidence of Activity Progress Notes
*for Resident #1 since the resident was admitted
to the facility on 11/04/14. Review of the facility's |

- famity visiting, on 06/07/15 at 4:26 PM waiching
‘TV, on 06/26/18 at 4:48 PM watchirg TV, andon

; which included friend, "campus peer” and "other”

documented "other" sixty-eight (88) times on the

i family visiting twenty-three {23} times. However,
further review of the Log revealed ro documented
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nterview, on 07/15/15 al 2:47 PM, with the Life
Enrichment Director (LED) revealed the purpose
- of Activity Progress Notes was to verify what

“in during the past quarter. She revealed for
Resident #1 however, there were no Aativity

i Progress Notes completed since admission,

- After reviewing the facility's Life Enrichment Log
for Resident #1, the LED reported activity staff

- had not checked on the resident much during the

| time pericd reviewed, and she did not know what
the documented "other” meant. Further interview
revealed the facility's aclivity program was not

' meeting Resident #1's aclivity needs.

Record review of the facility's July 2015 Activity
Calendar revealed the activities scheduled for
FO714/15 included: at 10:00 AM Mental Workout,

“at 10:30 AM Chalr Yogs; at 11:00 AM Morning

Devotions; at 2:30 PM July Birthday Celabration;
and Family Night at 5:06 PM. Further review of
| the Activity Calendar revealed activities on
SO7115/15 included: at 10:30 AM Mental Workout
Cand at 11:00 AM Maorning Bevolions.

| Interview, on O7/18/15 at 5:07 PM, with the

- Director of Nursing (DONJrevealed aciivities wers

_an important part of a resident’s socialization and
the facility's activity staff and other staff wera 1o

| assure residenis had activities offered which they

liked. The DON revegled for Residernt #1 the

activities should have been more involved. Per

Interview, i staff had not documented Activity

| Progress Notes for Resident #1, the facility

couidn't deferming if they had assessed whether

- the activities were meeting the residents needs

: or whether the resident had participated or

| completed the activities.

" activities a resident had completed or participated '

FORM OMS-2867(02-99) Previous Versions Dhsolate

Event ID:2VZ21

Fagility £ 101136 f continuation sheet Page 4 0f 48



TEDD 67

2102045

FORM APPROVED

DER JR"?VTEN OF HEALTH AND HUMAN SERVICES

CENTERS t’}?{ MEDICARE & MEDICAID ERVIL,ES OMB NO. 0838-0381

1

I! TATEMENT OF DEFICIENGIES § {1 FROVIDER/SUPPLIERICLIA ; 2 MULTIPLE CONSTRUCTION ] (X3 DATE 3URVEY F

ARND PLAN OF CORRECTION IDENTIFICATION NUMBER; DA BUEOING | COMPLETEY _?
| R f
l s

185470 | B WING erm I g7Hsi2018

!

i

|

NAME CF PROVIDER OR SUPPLIER

THE WILLOWS AT HAMBURG

STREET ADDRESS, OITY, 3TATE, 2IP JODE
2531 QLD ROSEBUD ROAD
LEXINGTON, KY 40509

SUMMARY STATEMENT OF DERICIENCIES

payln
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED 8Y FIYLL
TAG REGULATCRY CR LSC IDENTIFYING INFORMATION:

FROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD 5F
CROSS-REFERENCED T8 THE APPROPRIATE
DEFICIENCY)

F 250 483.15(g)(1) PROVISION OF MEDICALLY
38=D | RELATED SOCIAL SERVICE

- The facility must provide medicaliy-related social
services fo attain or maintain the highest
practicable physical, mental, and nsychosocial

“well-being of each resident.

This REQUIREMENT s not mat as evidenced

by

: Based on interview, record review and review of
the facility's policy, it was determined the faciity

- failed to ensure medically-related Sccial Services :

{55) were provided to ensure residents affained

“or maintained the highest practicable mental and |
; psychosocial well-being for one (1) of filteen (15)

fsampled residents {Residant #1).

| Resident #1 had a verbat order, dated 06/23/158,

| fo receive a Psychiairic (Peych) Consult relatad 1o

statements made by the resident of feeling

{anxious and depressed. However, record review

revealed no documented evidence the Psych

F Consult was provided. Interview with 55

. revealed the faclity faxed Psych referrals to a
cuipatient mental health services grovider, but
- the facility's fax maching did not provide a

[ cenfirmation of whether faxes made it through or
;not, 8% stated o one hid followed up 10 see f

! the outpatiant mental health provider hag

i received the referral. 58S revealed if she was

' aware of Resident #1's behavior symptoms, she
should have assessed the resident's

| mental/psychososial needs, however, had not

done so. Interview with the mental haalth

- and had just made their routine visits fo the

“ provider's Outpatient Nurse reveaied the provider
| had not recelved a Psych refarral for Resident #71 |

5o Res. #1 order for psychological{psych)
evaiuatlcn was re-faxed by Social Services .
{S$8) en 7-16-15 and

Res. #1 received avaluation by psych

services on 7-21-15

2. The DHS/SS/ELD completed a chart review for
all res. to assure psych orders were completed,
faxed and resident's have received

‘psych evaluation as orderad. Audits were
-started on 7-16-15 and completed with any
discrepancies corrected before Aug. 27,2015.
3. On 7-18-15 the 88 Director was educated
by the Administrator/DHS and again on 8-7-15
by the ED on the importance of foilowing
procedurs for psych evaiuation orders to
assure psych consults were completed

as ordered, Starting on 7-18-15 and

completed by Aug. 27,2015 all nurses were’
‘re-educated o place a copy of all orders for psych
consulls in the clinical care binder so that

the 58 director would be made aware of all
new psych orders. The nurses wers alse
reeducated on checking for confirmation when
faxing orders. The clinical care hinder

will be reviewed by the SS director

‘ each morning for psych orders,

check orders against the fax confirmation aﬂd

Tiu with psych services with a phone call to

‘assure all faxes are réceived,
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F 250 Continued From page 5 £ 250 4. Ten percent of all psych orders will be

facility on 07/07/15 and 07/10/418.

The findings inciude:

- Review of the facllity's policy tiled, "Role of Soiai

Services”, undated, revealed the facility was 1o

. provide med:ca!%y~raiated S8 and the faciiity's 58

program was designed 1o assist each resident to
aftain or maintain the highest practical physical,
mental and psycheosocial well-being. Further

" review of the policy revealed the facility's S5 was

to arrange for oplicns which mef a resident's
ematicnal needs.

Review of the facility's document for the
ouipatlent mental heaith services provider,
vndated, ravealad to make a regusst for a patient

;o have a Psyoh Consult during the next
- scheduled outpatient Psych visit the faciity was to

inftiate 2 consult form which was o be faxed to

i the outpatient mental health services providar's
s fax number. Further review revealed no

documented evidence of a foliow-up procedurs

; for ensuring confirmation the cutpatient mental
health services grovider received the fax,

_ Record review revealed the facility admitted the
fresident on 11/04/74, with diagnoses which
- included Debility and Alzheimer's Disease.

Review of the Admission Minimum Daia Set

' (MDDS), dated 11/11/14, revealed the facility
. assessed Resident #1 to make seff undarsiood,
- to usually be understood others, Continued

review revealed the facility was unable to
complete the Brief interview for Mentat Status

(BIMS), however, did assess the resident to have .

long term memory problems and to be

. moderately impaired in daily decision making.
- MDS review, under the Behavioral Symptoms

audited by the DHS/SS weekly x 30 days
- then monthly x3 months. This audit will
include auditing of psych orders, against
. faxed confirmation notice as well as follow
* up phone call to veridy fax received.

The QA commitiee will review results of all audits,
The Commitiee will monitor the
effectiveness and compliance
with the plan and update and develop
plans of action to be carried out as

indicated.

5. Date: August 28,2015
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| Assessment, reveaied every one (1) to three [3)

" days Resident #1 displayed physicaiiverba

_ behaviors directed towards others and other

' behavior symptoms not directed toward others.
Further review ravealed the facility assessed the

. behaviors displayed to have impacted Resident

- #1's care, put the resident at risk for physical
ltnessfinjury, and inferferad with the resident's

- participation in activities or social interactions.

Review of Resident #1's Physician's Orders
s revealed an order, dated 11/04/14. for Seroquel
“{an antipsychetic medication) to be given at the
following doses: 12.5 miligrams (mys) at "rising”
- time and 25 mgs at bediime for Alzheimer's,
Anxiety and Behavlors, Further record review
. reveated an aftempted gradual dose reduction for
- the bedtime Seroguel dose with an order dated
F06/12/18, to decraase ihe badiime dose to 12.5
mg. Confnued review of the Physician's Orders
- ravealed an order dated 08/19/15, to increase the
Seroquel back fo the onginal badtime dose of 25
mgs due (o the resident's velling and agitation.
; Further review of the Physiclan's Orders revealed
! ; an order dated 06/23/15, for a Psych Consult
“retated o the resident's feslings of anxiousness
and being depressed.

assessments completed sach shift on 06/12/45
. 10:00 PM to 06/26/15 10:00 PM, for the gradual
¢ dose reduction allempt, revesled Resident #4
displayed signs of increased behaviors of veiling

. PM shift and the 10:00 PM to 6:00 AM shift, and
bon OB/17715 for the 2,00 PM to 10:00 BM shift.

' Continued review revealed Resident #1's

| symptoms of increased anxiety and/or irritabllity

- Further record review of the facility's symptom -

" and or sussing on 06/16/15 the 2:00 PM o 1000 |

were displayed on 06/18/15 during the 2:00 PM to |
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1000 PM shift and the 10:00 PM o 5:00 AM
i shifts. Review revealed, after the Serocuel was
returned to the 25 mg bedtime dose, Resident #1
- displayed behaviors of cursing/yeiling at staff and

. B:00 AM shift; on 06/24/15 an ail shifts the

| resident dispfayed verbal aggression, anger, anc
zgitation. Further review revealed on 06/25%/14 on

- the 2:00 PM to 10:00 FM, Resident #1 displaved
agitation and on the 10:00 PM to 8:00 AM shift
displayed cussing at siaff and agitation.

Interview, on O7/16/15 at 10:59 AM, with LPN

feeling anxious and depressed on 06/23/15, and
an order was received o refer the resident for a
: Psych Consult. Per interview, when a referral

the order and the resident's face shest to the
Loutpatient mental healih services provider, LEN

the consull form, attached the resident's face

. sheet and put the completed the farm in the
oufpatient mentai health servicas provider's

. binder. She reported the nurse who recaived

- and wrote the order for Resident #1s Pgyeh
Consult had said it was faxed to the cutpatient
mental health services provider: however, the

“to know it was received by the outpai‘eqt
provider. She stated there was no Nursing Note

- documentation noting the Psych referral was

“mada. LPN #4/UM revealed she was not suro if
staff were suppossd tfo contact the cutpatient

- mental health services provider to see if the fax

“ had been received by them. Further interview

‘and the floor nurses were supposed fo follow-up
[ ‘regarding Resident #1's feelings of Anxiety and

increased anxiety on 06/23/15 or the 10:00 PM (o

#4/Unit Manager {LIV) revealed Resident #1 was |

order was written the faciliy siaff faxed a copy of _

#4/UM stated in addition, staff filled out the tap of |

 facility's fax machine had no confirmation process

revealed a S8 evaluatior should have been done

F 250
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: Deprassion. :

interview, on 07/16/15 at 3:50 PM, with the
outpatient mental heaith services providers
- Cutpatient Nurse revealed the outpatient providser
was unaware the resident (Resident #1) needed
to be seen for a Psych Consult, and had just
made routing visits o the facility on G7HO7/15 and
07110138, Per interview, the oulpatient provider
was not informed Resident #1 needed (o be seen .
-for a Psych Consult. n addition, the Quipatient
- Nurse sigted If ine outpatient mental health
" services provider had never seen 3 resident and |
& consult was sent related to a resident displaving
" or reporting symptoms of Anxiety or Depression,
i - they would attempt to sae the resident within the
. week of racelving the consulf ta evaliate. ‘

Cinterview, on 07/15/15 at 417 PM, with the 58

: Director (88D) revesled the faciiity discussed

“new Physiclan's Orders received in the past

" twenty-four (24) hours and reviewed the fachity
"24 Hour Report” at the morning clinical
meetings. The 350 revealed SS had no Nole
they were 1o contact the outpatient mental heaith
services provider regarding the referral and was

: unaware a Psych Consult referral order had been

- recefved in order for S8 o follow up on.
Continued interview with the 53D, on 07/16/15 at |

10:00 AM, reveaied she had contasted the

" outpatient mental health services provider and
had spoksn o the person there who ook

. referrals, The S8D stated that person reportad

- the outpatient mental health services provider's

: records had no avidence of a Psych Consyit

‘ referrai received for Resident #1. Further

Cinterview on 07/16715 at 11:50 AM, with the 5SD,

" after she had reviewed the faciiity's "24 Hour

. Report” and saw the 06/23/15 Psych Consult

Evart il 2vlas Facility By 151138
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Qrder noted, revealed the Psyeh Consult Order
was listed on the Report which she had reviewed
at the morning clinical meeting. The 885
‘revealed she was unable to recail why she had
nat written the Psych Consult Order down fo
ansure follow up on the referral was done, The
' 83D reported it was SS's responsibifity to
“follow-up on the referral. Per interview, the 38D
should also have zssessed Resident #1 related o
i the behaviors displayed.

interview, orn 07/16/15 af 5:07 PR, with the
Birector of Nursing (DON)

‘reveaied there was a breakdown i the facility's
system o ensure Resident #1's Psych Consult
referral was sent and raceived by the outpatient
mental health provider. Per inlerview, there
should have been documentation and follow-up
regarding Resident #1's Peych Consult Crder.

: The DON reveaied 53 glso should have

s evaluated Resident #1's behaviors and
investigated what might have tringered the
behaviors. Further interview revealed because
Resident #1 had displayed behaviors of Anxiety
and Depression there had been a risk of
increased behavicrs by not foflowing up on the

; Psych Consult Order in a timely fashion; however,

 the resident had not experienced a bad outcome.

Interview, on O7/118/15 at 5:43 PM, with the
- Adminisirator revealed referrals were io be
“ollowed-up on. Per interview, the outpatient
mental health services provider was to be
contacted regarding referrals and the facility
: ensured a Psych visit took place for residents’
' mental health needs. _ :
F 278 483.20(d), 483.20(k} Y DEVELOP : F 279
8g=0 . COMPREHENSIVE CARE PLANS : ;
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o develop, review and revise the rasident's
comprehensive plan of care,

~ The facilily must devaiop a comprehensive care
plan for each resident thal includes measurabie
chiectives and timetables to meet a resident's

“medicat, nursing, and mental and psychosocial

. needs that are identified in the comprehersive
assessmeant,

The care plan must describe the services that ara
to be furnished o attain or maintain the resident's

" highest practicable physical, mental, and
psychosocial well-being as required under
§483 .28, and any services that would otherwise

- be required under §483 25 but are net provided
cug o the resident’s exarcise of rights under
§483.10, inciuding the right to refuse treatment

- urider §483.10{0(4),

This REQUIREMENT is not mat as evicencad
by

Based on interview, record review and review of |

the facility's policy, it was determined the facility

failed to ensure an individualized Comprehensive |

Care Plan was developed o meet 2ach resident's
medical, {Jh;jSlC&i mental, and psychosocial

wet-being for three (3) of fifteen {15) sampled
‘residents {Residents #1, #8 and #10).

' Review of the Admission Minimum Data Set

: (MDOS) Assessment revealed the faclity
assessed Resident #1 to have triggered under

- the Care Area Assessment (CAA) related to

attivities and behaviors and the facility had

" determined activity and care plans were o be

A Tacility must use the resulls of the assassmant

F 2791, Res. # 1, care pian was

‘update by MDS/LED on 8-7-15 to inciude
.goals and approaches io reflect current
plan of care for behaviors and activities,
Res. # ¢ care plan was revised computer

‘updated by MDS on 8-7-15 to include

.activity goals and approaches to reflect
current plan of care. Res. # 10 was
discharged from facility on 8-5-15.

2. All other res. activity plan of care was

-audited and updated by MDS/LED before
August 27 2015 to include geals and
approaches 1o reflect currant plan of care.

3. The LED/SS/MDS was re-inserviced
which was started on 7-16-15 and completsd
before August 27,2015 by the DHS/Clinical,

- supportEL on the care plan policy with an

. amphasis on complete and thorough care

plans that include gosls and approaches.

+4. The DHS/ADHS/unit manager will audit

ten percent of care plans, Minimum Data
Set and Care Arez Assessment{CAA)
weekiy x 30 days then 10 % x 3 months

| to assure compliance. These audits will
enswe that any ftems iriggerad on the MDS

¢ are care planned with appropriate goals and

¢ interventions. The QA commitiee

: will review results of all audits.

' The Committee will monitor the

 effectiveness and compliance

; with the plan and update and deveiop

- plans of action fo be carried out as

. indicated.

i 5, Date: August 28,2018
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‘craated. However, review of Resident #1's

" Care Plan created was nof individuatized with a
goal and inferventions which included
_individualized interventions, and there was no
o address the resident's behaviors,
care plans which had not bean thoroughly
developed to include goals and interventions

necessary o mee! the needs of each resident.

The findings include:

Review of the facility's policy tiled, “Care
Plarming-Irterdisciplinary Team”, undated,

: revealed the facility's Care
Planning/Interdisciplinary Team {107} was
responsibie for the development of an
individuslized Comrprehensive Care Plan, which
incorporated goals and chjactives fo
resident’s highest oblainabie level of

“independence. The Policy noted the care plan
was based on egch resident's comprehensive

‘assessmant,

1. Review of Resident #1's medical record

on 1/04/14, with diagnoses which incfuded
F1UHA 4, Admussion Minimum Data Sat {MDS)

Assessment revealed the facility assessed

Resident tc have moderate diffficulty hearing, to

others. Continued review revealed the facility

" Brief Interview for Mental Status (BIMS)
- assessment; however, assessed ihe resident to

Comprehensive Care Plans revesied e Activity

' in addition, Resident's #9 and #10 had activities

o lead to sach &

‘revealed the resident was admitied by the faclity

Debility and Alzheimer's Disease. Raview of tha

" make seif understoed and to ysually undersinod

- was unable f0 assessing Resident #1 utilizing ,,f*e '

' docurmented evidence a care plan was developed
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F 278 Continued From page 12 : F 279
" have moderate impairment in daily decision

making and to have long term memory probiems. |

| Continued MDS revisw revealed under the

Behavioral Symploms assessment section th

 facility assessed Resident #1 o have displayed

physical/verbal behaviors directed towards ather
avery one (1) to three {3) days and o have

P "Other” behavior symptoms not directed toward

others. Per the MDS Assessment, the facility
assessed Resident #1's behaviors to have

impacted the resident's care, put the resident at
- risk for physical liness/finjury, inerfered with the
‘resident’s participation in activities or soclal

interactions and put other residents af risk for
physical injury, infruded on other resident's
privacy or activities and disrupted other residents’
care of Iving smvroenment,

 Revigw of the MDS Care Ares Assessments

(CAA's} Summary revealed the facility assessed
Resident #1 to have trigaered for Behavioral

- Symptams and {0 have determined the resident
neaded a care pian developed related to histher
_benaviors.

However, raview of Resident #1's Comprehensive -
. Care Plan, undated, revealed the facility care
- plarned the resident for "Moods and Behaviors®

an 06/22/15, related to a gradual dose reduction

{GDR} which had been attempted and was
“ineffective. Continued review of the care pian
 revealed no dosumented evidence i was

- devefoped with a goa! or individualized

interventions, other than one {1) infervention

. which stated {¢ administer the resident's
" anfipsychotic as ordered for histher diagnosis of
~Alzheimer's Disease.

interview, on 07/16/15 at 4:07 PM, with the MDS

FORM CIMS-2867(02-88} Previous Vaersions Obsofate
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Coordinator reveated residents’ Mood and
Behavior assessments and care plans were

- performed and completed by Social Services

{BS). The MDS Coordinator stated however,
MDE was ultimately responsibile for &)l resicents'
care plans and they should have identified there
was nog Mood and Behavicr cara plan developed

. at the time of the resident's admission

. assessment.

Inferview, on O7/6/15 at 4:15 PM, with the 53
Director {88D) revealad $5 completed the

. Mood/Behavior section of each resident's MDS

" Assessment. Per interview, based on the MDS
Assessmen! a Comprehensive Care Plan related
to Mood and Behavior was (o be developed for

- residents as indicated. The 58D revealed the

: care plan was the foundation fo manage a

-resident's behaviors and provide the best care
possible for him/ier,

inferview, on O7/16/15 at 5:07 PM, with the
: Director of Nursing {DON) revesiad It was the
{acility's expectation care pians wers deveioped
io meet each resident's needs and if the resident

was assessed (o have behaviors it was discussed

and 3 Behavior Care Plan was greated. The
DON revealed based on the facility's assessment

. of Resident #1 a Behavior Care plan should have -
: been developed for the residen: with miervent;c}ns

which me! his/her behavior needs.

Further M8 Assessment review revealed the
facility was unabie to complete the Customary
Routing and Activities assessment ssction with
Resident #1 or histher family and/er significant
ofher. Continued review revealed staff assessed
Resident #1 to prefer te keep up with the news,
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F 279 Continued From page 14
- Continued review of the MDS CAA's Summary
revealed the facllity assessed Resident #1 fo
have friggered under Activiies and determined
- the residant needed a related care plan. Review
of Resicent #1's Comprehensive Care Plan

. wouid attend activities of choice and would have
a palliative care consuit. However, further review

- developed the care plan to have a geal and
s individualized irerventions related to hisfher
activities of interest.

mterview on O7145/15 at 2:57 PM, witb the

assessed Resident #1 and had cra&ted the
“activity care plan; however, she was not the AD at

that time. The AD revealed Resident #1's

Activities care plan was not appropriate becauss
“itonly included attending activities of choice and

with activities. Continued interview revealed an
regarding a resident's activities of interest, Per

individualized with his/her inderests or related
"interventions and had no goat. She reported
| Resident #1 was social if visited 1:1, was easy to
talk to, and the care plan should 1 naga at
minimum Inciuded a 1.1 intervention.

'the MDS Coordinator there was no

" CAA's had triggered and Resident #1's care pian
* shouid have inciuded the resident's activities of
- interest and how often staff were to offer

‘revealed the facility had care planred the resident |
~for "Activities of Interest” which noted the residant |

‘revealed no documentad avidance the facility had -

noted a palliative consult which had nothing to do -
" activity assessment needed to go into more depth

interview, Resident #1's Activily care plan was not -

Continued interview, on 07/16/15 at 428 PM, with

documentation of an Activities initial assessment. |
: The MDS Coordinator stated however, the Activity |

H

o
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Cortinued From page 15 - F279
activities. Further interview with the MDS

- Coordinator revealed something fefl through the

cracks in terms of Resident #1's Comprehansive

Care Pian, as it was not thoroughly develoned.

Continued interview with the DGN on 07/16/15 at

5:07 PM, revealed Resident #1's Activities Care

- Plan had no documentation of the resident's

activity preferences or related Inferventions which

it shouig have included. Per interview, the cars
; ptan was not developed and individualized to

meet Rasident #1's activity needs.

2. Review of Resident #9's medical record
revealad the facility admitted the resident on
01/02/15, with diagnoses which included
Afzneimer's Disease, Anxiety and Depression.
Review of the Quarterfy MDS Assessment dated
4/08/15, revealed the facilly assessed Resident

| #9 as cognitively intact. Review of Resident #9's
: Comprehensive Care Flan revealed an "Activities |

of Interast” care plan which noted on 07/14/15,

: the facility staff was 1o provide diversional
s activities as needed. Cortinued review revealed

hawever, there was no documented evidence :
Resident #'s activity care plan was developed to

“include a goal, the resident's activitios of interest,

and individualized interventions regarding

. activities,

‘ Review of Resident #0's Activities Progress Notes

dated 04/13/18 revealed the Notes were based

~on the 04/08/15 Quarterly MDS Assessment,

Confinued review revealed Activity staff noted
Resldent #8 had confinued interactions with staif
when approached, continued to enjoy

{ independent leisure in his/her roam, and waiched |
‘game shows. Further review of the Notes

revegled Resicent #0 participated in socials,

i
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F 278 Continued From page 16
. happy hours and other faciity entertainment for
which hefshe needed encouragerment (o interact
“with peers and pursue group programs.

. Interview with Licensed Practical Nurse (LPN) #3 -
on 07/15/15 at 3:04 PM, revealed Rasident #9's

* hehavior and participation in activities depended

on the time of the day. She also stated Resident

#8 would not participate in activities unless it was

"1 {on= on one) and the 111 had to be perfarmed
in the resident's room.

interview with Registered Nurse {RN) #4/Unit
‘Manager (UM), on 07/18/15 at 358 PM, ravealed
: she was unable to locate an Activities Care Flan

: for Resa‘dent #a whic‘w included g{}dss or

' should have been devel loped to nolude
interventions which should have been in place.

"nterview with the Lifs Enrichment Director on

O7/16/15 at 4:51 PM, revealed Resident #5's
- Comprehensive Care Plan nesded o be
developed to be individualized.

i Interview with the RN #5/MDS Coordinator an : ;

 OTF16/15 at 5:08 PM, revesled the activities for ; & :

" Resident #9 were insufficiently care pianned and ' !

+ the care plan needed to be developed befter and
individualized. She stated the Acfsva{y Director

| was responsible for initial and annual yndates

' regarding activities.

~Interview with the DON on 07/18/15 at 5:20 PM,

s after review of Resident #9's Comprehensive

: Care Plan, revealed the resident's care pian had
not been developed to include hig/her activities of

" choice or diversionst activities. She siated it was

: her expectation the care plan be developed o
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- inciude those Interventions.

3. Raview of Rasident #10's medical record
revealed the faciity admitted the resident on

04721715, with diagnoses which included Spinat
Stenosls, Chronie Kidney Diseass and
Suprapubic Catheter. Review of the Admission

MDS dated 04/09/15, revesied the faciiity

: assassed Resident #10 to have a Brief Interview
for Mental Status (BIMS) score of fifteen (15) out

of fifteen (15) indicatng the resident was

- cognitively intact.

' Raview of Resident #10's Comprehensive Care
- Plan reveaied the facility had care planred the
resigent for "Activities of interest”; however, tha

; care plan included one (1) intervention which

stated "activities of my cholce”.

interview, on 07

Ervichment Director revealed having no activitles
- care plan developed or an activities care pian
which was vague, was nat sufficient in ensuring =
resident's activity needs were baing addressed.
She revealed she had been working on updating
. care plans as she realized they were insuficiant
" and not thorovughly deveioped, The Life
Enrichment Director stated Resident #10 was

[16/15 at 462 PM, with tha Life

“very vocal about histher interests and could
axpress which activities wereof interest,

interview, on 07/16/15 5t 5:43 PM and af 606
¢ P, with the Administrator revealed the facility
! had & new MDS Coordinator now who she didn't

think was present when the facility provided

Inservices regarding developmaent of care plans.

- Per intarview, she was not sure why the care

- plans slipped through the cracks. She reported
- Activities ware important to enhanse the quality of -

THE WILLOWS AT HAMBURG ; )
} LEXINGTON, KY 40509
Xa D | SUMBARY STATEMENT OF DERICIENCIES in PEOVIDER'S PLAN OF CORRECTION i) !
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFT (EACH CORRECTIVE ACTION SHOULD BE COMPLETCN |
TAG REGULATORY OR LST IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
[
]
- i
F 279

FORM CMS3-2557102-99) Previous Versions Obsolets

Evenl {1 2vZ211

Facdity 1 104138

f continuation sheat Page 18of 48



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

ERINTED: (773172048

R APPROVED
OMB NG, 0638-0061

{ STATEMENT OF DEFICIENCIES g(X?) PROVIDEFRISUPPLIER/CLIA
j AND PLAN OF CORRECTION E IDENTIFICATION NURBER;
!
I

188470

fexayy DATE SURVEY
VU CompLETED

i

i

i

87/16/2015

NAME GF FROVIDER OR SUPPLIER

THE WILLOWS AT HAMBURG

STREET ADDRESS, CITY. STATE, ZIP CODE
2531 OLD ROSEBUD ROAD
LEXINGTON, KY 40508

SUMMARY STATEMENT OF DEFICIENCIES

i FROVIDER'S PLAN OF CORRECTION

lfe of residents. The Administrator stated she
expacied the facilily siaff 1o discuss with a
: resident histher wants and reeds, and then that
“information should be ikentified on the resident's
Comprehensive Care Plan.
83 20{d) 3}, 483.10(k)K2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

F 280
38=D

* The resident has the right, Uniess adiudged
ncompetent or otherwise found to be
ncapacitated under the laws of the Siats, fo
participate in planning care and treatment or

_changes in care and treatment.

A comprahensive care plan must be developed
s within 7 days after the compietion of the
comprehensive assessment, prepared by an
interdisciplinary team, that inciudes the attending
physician, a registered nurse with responsibitity
for the resident, and other appropriate staff in ;
~disciplines as defermined by the residen!'s nesds,
' fand, o the extent practicable, the participation of
the resident, the resident’s family or the resident's
iegal representative; and periodically reviewad
Fand revised by a team of qualified persons after
gach assessment.

| This REQUIREMENT s nol met as avidenced
by
: Based on record review, interview and review of
* the Tacility's policy, It was determined the facility
failed to ansure the Comprehensive Care Plan
L was updated and revised for three (3} of fifteen
{15) sampled residents {Residents #1, #4 and i

XA} D
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE
TAG RESULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROFRIATE
DEEICIENCY)
F 278 Continued From page 18 F27s

F 280 1. Res #1 care plan was revised and

updated to reflect her current plan
of care to include her hearing
aid. Res. #4 plan of care was updated to
reflect her biting of deodorant. Res. #9
care plan was revised to include her fall
on 7/8/15. These care plans were

. updated on 7-16-15 and the computer
care plan was updatad and printed
by MDS/Unit rmanagers on 8-7-15 _
ta reflect res. current plan of care fo include
goals and approaches.

. 2. Other res. plan of care was gudited
and updated. These audits began on 7-16-15
and completed by August 27, 2015 by MIDIS/
Unif managers/DHS/ADHS fo assure they
have been revised and updated to reflect
current plan of care with goals and
approaches.
3. The LED/SS/MDS nurses were re-insarviced
starting on 7-16-15 and completed before August
27,2015 by the DHS/Clinical
support on the care pian policy with an
amphasis on updating and revising care
pians io reflect res. current plan of care
to include goals and approaches,

e e
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; #9).

' Resident #1's Quartetly Minimum Data Sat :
(MDS) Assessment, dated 05/08/15, revealad the |

'facility had assessed the resident to have ;

. moderate difficulty hearing and to have & hearing

“aid. However, Resident #1's Comprebensive

. Care Plan had not been updated and revised fo
include the information related to the hearing

. aids,

Resident #4 displayed a behavior of eating
deodorant, however, hissher Comprehensive

¢ Care Plan was not updated and revised lo include
the behavior.

Resident #9 experienced z falt on 07/68/15;
however, the residenit's Comprehensive Cars
Plan was not updated and revised to include

 information regarding the fall or with any related
interventions.

| The findings include:

. Review of the facility's poiicy titled,

Hinterdiscipiinary Team Care Plan Guideline”, ‘

- undated, revealsd the purpose was to ensure the

. appropriateness of services provided met the _

“resident's needs. The Policy noted the resident's

' Comprehensive Care Plan Was reviewad and
revised as needed with sach MDS Assessment (o -

- reflect any change in condition Updates, Further
review revealed any new probiem arsas werg

| added to the sxisting care plans.

i 1. Review of the medical record for Resident #1
revealed the resident was admitted by the facility
on 11A4/14, with diagrioses which included
Glaucoma, Alzheimer's Disease, Hypertension

F 280 4. The DHS/ADHS/Medical Records Nurse

will audit ten percent of care plans to assure
care plans are revisad and updated with
current physician orders and or changes in
condition. These audits will be be weekly x
30 days then 10 % x 3 months to assure

compliance. The QA commitiee

will review results of all audits. The
‘Committee will monitor the effectiveness
. and compfiance with the plan and update
“and develop plans of action to be carried
cout a8 indicated.

5. Date: August 28,2015
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“and Debifity. Review of the Admission MDS,
dated T1/11/14 revealed the resident was
assessed with mederate difficulty hearing but had

"o hearing aids and usually undersicod others.

 Continuad review of the Admission MDS
Assessment revealed the facility assessed

. Resident #1 to have moderate impairment with

- dally decision making and to have iong term

- memory problems. Review of the Quarterly MDS,

~ dated 06/08/158, revealed the facility assessed
Resident #1 to have hsaring aide, and as afways

" underatanding others.

Howevar, reviaw of Resident #1's Comprehensive
~Care Plan revealed ne documented evidence the
. cave plan was updated and revised to include the
, assassed hearing aids after the 0B/08/15 '
Quarterly MDS Assessment.

interview, on 07/16/13 at .07 PM, with the MDS

Coordinator and MDS Float nurse revealed the

- Admission MDS Assessment, dated 11/14/15,

i noled Resident #1 had moderate difficulty

: haaring, but e hearing aids. They stated

therefore, hearing aids were not included on the : ]
i initial Comprehensive Care Plan, Cortinued : j
1 interview revealed the Quarterly MDS
: Assessment identified Resident #1 now had
| hearing aid devices, which the Comprehersive _

" Care Plan regarding Activities of Daily Living : B S
 (ADL) should have been updated and revised o ;
inciude, Per interview, the care plan should have |

been updated and revised with hearing aid

finterventions, such ag, taking the hearing aids out
: at night and placing them in 3 container or on the
nursing cart, and offering the hearing aids fo the
' resident In the mornings.

nterview, on O7/16/15 at £:55 PM, with the
Evant i3 2VZ244
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_ Director of Nursing (DON) revested residents’

‘Comprehensive Care Plans were used to

- communicate interventions necassary for
residents to staff. The DON revealed the ADL

; and revised when the faciily assessed Resident
#1 had hearing aid devices in place on the
Cuarterly MDS Assessement. Condinued

. plan should have been reviged to include were o
' secure the nearing aids for the resident when

the resident in the momings.

2. Review of Resident #4's medical record
revealed the faciity admitted the resident on
08/15/14, with disgnoses which included
Depressive Disorder, Seniie Damentia and

- Anxiety Disorder. Review of the Quarterly MDS

‘ Assessment dated 05/16/15, revealed the facility

- assessed Resident #4 as moderately cognitively
impaired. Raview of Resident #4's

: Comprehensive Care Plan dated 07/14/15,

revealed the resident was care pianned for

| "Cognition” due to aliered coginition reiated o the
dimgnosis of Alzheimer's Disease. Continued

the facility aiso had care ptanred the resident for
. "Moods and Behaviors" due to diagnoses.of
: Depression and Anxiety,

' Continued record review reveaied a Sooial
Service (55) Progress Note, dated 05/29/15,

- which stated Resident #4 had twken a bite out of

hisfher deodorant while in his/her room. The

: Note revealed two (2) Cartified Resident Dare

| Associates (CRCAs) removed al! items which

. were placed in the nurse's office. Per the Note,

(R4 ID SUMMARY STATENENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIN (EACH DEFICIENCY MUST BE PRECEDED BY FiAL PREFIX [EACH CORRECTIVE ACTICN SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE
DEFICIENCY;
F 280 Continued From page 21 F 280

. care plan interventions should have been updated.

interview revealed possible interventions the care |

raview of the Comprehensive Care Plan revealed

- could be ingasted by the resident and these items

they were not in use and offer the hearing aids to
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- the resident's family was notified the items were
removed from the room and why.

However, further review of Resident #4's
Comprehensive Care Plan revealed no

“documented eviderce the Comprehensive Care
Plan was updated and revised o include the

- behavier displayed on 05/29/15, or with

_interventions, such as, keeping those iterns out C}f

" the resident's room.

Cnterview with Registered Nurse (RN) #4/Urit

, after reviewing Resident #4's record, there was
‘ne documentad evidence the resident's
 Comprehensive Care Flan was updated and
-revised to include the information regarding the

. resident taking a bile of deodorant. Per inferview,
. due fo the facility's fallure to revise the care plan

" the resident's safely was at risk and his/her care

(ineident on 05/29/15, should have been shared

. with the Interdisciplinary Team (D7), and the
appropriate care plans showld have baen revised
with any necessary interventions.

Interview with the RN #5/MDS Coordinator on
0716115 al 5:06 PM, revealed she had hean
employed wi"th he faciihy for one ’1) maenth, SI‘@

should have bean ramsed with ihe incident
. Information: from 08/29715, and with aporopriste
Cinterventions related to the resident's behavior.
* Per interview, Resident #4's care pian
: ensyre the resident’s safety, such as, removing

" swallowed.

: needs were not being addressed. She statad the

tinterventions should have include interventions to

. itlems from his/her room which might be harmful if

i 185470 BOANG
L
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: Manager (UM}, on 07/15/15 at 3.56 PM, revealed -
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"interview with the DON, on 07/16/15 at 6:29 PM,
"revealed her expectatons were the information
‘ regarding the inclident on 05/28/15 would have

. She stated the Social Worker should have been
notified in order 1o ensure Resident #4's

*Comprahensive Care Plan was updated and

‘revised with the information regarding the
resident's behavior of taking a bite of his/her

: deqdorant, and with the necessary interventions,
Further inferview if a resident’s Comprehensive
Care Plan was not revised and necessary
interventions implemented, there was a cancern

interview with the Administrater, on 07/16/18 &

§:09 PM, revealad her expactations regarding

Resident #4's behavior of taking a bife of his/her
! deodorant would have been for staff to have

.t have been notified of the behavior. Per

“interview, she further expected Resident #d's
Comprehensive Care Plan shoufd have been

“updated and revisad to include the behavior and
wiily any necessary interventions,

3. Review of Resident #9's medical record
- revealed fhe facility admitted the resident on
: 31/02/158, with diagnoses which included Anxiaty,

‘the Quarterly MDS Assesstment dated 4/08/15,

; revealed the facility asseesad Resident #6 as

. cognitively Intact. However, review of Resident
#9's Comprehensive Carg Plan dated 07/14/15,

. for affered cognition regarding the diagnosis of
 Alzheimer's Disease.

‘ Continued record review revealed Resident %0

- been shared with the DT, staff and the Physician. ,

" the resident’s safety and needs would not be met,

shared the inforrmation and for the Social Worker

" Alzheimer's Disease and Depression. Review of

‘revealed the facillly had care piarned the rasident :

188470 B, WING . I p7118/2015
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} . experienced a fall on 07/08/15 at 2:08 PM, and

was found ling on the bathroom Hloor in his/her

room. Review revealed Resident #9 stated

hefshe had not used the calf bell for assisiance o

the bathrcom, lost hissher bslance and fell 1o the

] fioor. Per the Incident Report complated for the

; fall, Resident #9's Comprehensive Care Plan was

to be updated with the fall information. However,

! - furtfer review of the Comprehensive Care Plan

. revealed no documentad evidence it was updated
and revised with the fali incident information or

“with any additional o necessary mterventions.

Interview with the RN #4/UM on 07116/15 at 3255
PM, revealed afier reviewing Resident #9'

“ Comprehensive Care Plan she could not locate
any information with regard to Residertt #%'s fai
of1 the Comprehansive Care Plan. She stated

“the care plar and the care plan revised with any
necessary interventions. Per interview, If
Resident #0's was not revised and updated with
the fall incident (nformation and necessary
interverttions, the Cerlified Nursing Assistants

" needy and therefore, ha/she would have unmet
‘needs due to that.

. interview vith RN #5M0S Coordinator on

TO7HI8/15 at 5:06 PM, revedled Resident #9'

P Comprehensive Care Plan should have bean
updated and revised with the fall incident
information and with any necessaty interventions

" put into place.  She stated omission of the

“information was her fault and she must have

- overlooked the Incident Report regarding the

" resident's fall,

i Cinterview with the DON, on 07/16/15 at 8:29 PM

KA D SUMMARY STATEMENT OF DEFICIENCIES i - FROVIDER'S PLAN GF CORRECTION %
PREFIX (EACH DEFICIENCY MUST BE BRECEDED 8Y FULL PREFIX {(EACH CORRECTIVE ACTION SROULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 0 CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 280, Continued From page 24

however, the fall information should have been on

(CNA's} would not be aware of the residents care

F 280!
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revealed the Fall incident of 07/08115 for Resident
#4 shouid have been on the Comprehensive Care
Plan with revised interventions. She stated the
MDS coordinater updated the care pian afler the
circumstances had been discussed at morming
meetings. She stated she planned to print the

" Ineident Reports and compare them 10 all care

plans for the residents.

Interview with the Administrator, on 07/16/15 at

: 5:43 PM, revealed she was uncertain as o how
the Fall incident of 07/08/15 was ngt included on

. Resident #9's Comprehensive Care Pfans. She

 stated the facility had a new MDS coordirator and

that could have been the reason. She was nat

tsure how the information skpped through the

cracks, however, it shouid have been added ard

sinterventions in piace.

-
(]
L

483.25{dy NC CATHETER, PREVENT UTH,

- RESTORE BLADDER

. Based o the resident's comprehensive
- assessment, the faclity must ensure that a

resident who enters the facifity withaut an

- indweling catheter is not catheterized unfess the
resident's clinical condition demonsirates that

catheterization was necessary, and a resident

. who s incontinent of biadder receives appropriate

treatment and services fo prevent urinary fract :
irfections and to restore ag much normat bladder
functicn as possible,

' This REQUIREMENT is not met as evidenced

by:

i Based on observation, interview, record review

and raview of the facility's pofley, it was

. determined the facllity falled to ensire a
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F 315, Continued From page 26
diagnosis for an indweiling catheter was
. documented and a Physician's Order obtained for -

the indweliing catheter for one (1) of fifteen (15)

~sampled residents (Residert #8),

The findings include:

Review of the faciiity's policy {itled, "Guidelines for

“the Use of Indwelling Catheter”, datad Sentember

2014, revaaled the purpose of the urinary
cathelerization was to provide urinary drainage
when medically necessary and to evaiuate is
cortinued use. Continued review revealed the
intent was to ensure sach resident who was

_incontinent of urine was identified, assessed and
" provided approprigte treatment and services o

achiave or mainiain as much normal urinary
function as possible. The Policy revesled an
indwelling catheter would not be used uniess
there was a valid mediaal justification and an
indwelling catheter for which continuing use was
not medically justified was discantinued as seon

: as clinically warranted by the attending Physiclan

and/or Urologist. Further review revealed ihe
medical necessity for a catheter would be for

“ conditions deemed vaiid by the attending

Physician and/or Urologist with supporting
documeniation.

. Review of Resfdent #8's medical record ravesled

the resident was admitted by the facility on

0706115, with diagnosis which ncluced
: Arthrodesis (surgical immobilization of a joint by

fusion of the adjacent bores), High Blood
Pressure and Gout. Review of Resident #5's

' Physician's Orders, dated 07/06/15, revealed the
. resident had an indwelling catheter with a
“diagnosis of “indweliing urinary device, must be

weight bearing”. Continued reviaw of the

(YD SUMMARY STATEMENT OF DEFICIENCIES 9] PROVIDER'S PLAN GF CORRECTION
PREFNC | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 88
TAG REGULATORY OR LEC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE
BEFCIENCY)
1. Res # 8 was discharged from facility on
F 315 August 5,2015.

2. Before Aug. 25, 2015 The DHS/Unit
manager/ADHS audited
all other res. with Foley Catheter's clmacal
" record to assure appropriate
diagnosis for f/c use, orders for fic care
and treatment being signed off to indicate
" f/c care completed.
3. Nurses were re-inserviced on Foiey
© catheter policy with an emphasis on insuring
appropriate diagnosis is present and o
care is sighed cff indicating fic care
. completed. This re-education was given by
' DHS/ADHS/MDS/Clinical Support which
was sfarted on 7-16-15, and completed
by Aug 27.2015
4, All new admissions will be audited by
the DHS/ADHS/Unit Manager/MDS during
rorning clinical care mesting o assure
appropriate diagnosis is present and assure
ffc care is being completed as orderad,
This audit will be completed weekly x 30
days then monthly x 3 moenths, :
The QA committee
will review resulls of all audits. The
Committee will monitor the effectiveness |
and compliance with the plan and update
. and develop plans of action to be camed
out as indicated.
5. Date: August 28,2015
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F 315 Continued From page 27

rasident's medical record revesied the Treatment |

~ Orders, cated (7/06/16, reveaied Catheter Care |
every {q} shift; however, raview of the Treatment
Administration Racord (TAR) revealed no
signatures of staff showing catheter care had
been performed, Review of the facility's

. "Tetephone Nursing Report for New Admission”,

" dated 07/06/15, revealed Resident #8 used a
Foley Catheter with documentation nioting &

_diagnesis of "Robotic Urinary Device, must bear
weight before Foley Catheter comes out™,

Observation ard interview with Resident #8, on
37415115 at approximately 9:00 AM, revealed
he/she had a diagnosis of Prostrate Cancer twice |
{2), had a Foley Catheler and staled, "his is not
my first rodeo™

interview with Licensed Practicai Nurse (LPN) 22, -
con 071515 at 11:23 AM and 12:01 AM, revealed
- she did not know what Resident #8's diagnosis
was for his/ner Folsy Catheter, She reported the
diagnosie stating the resident "must be weight
heating” was not a clear diagnosis. Condinued
Cinterview with LPN #2 reported the admission
- nurse should have obtain a Physiclan's Order :
determining the resident's diagrosis for the use of |
the Folay Catheter. Additionally, LEN #2 reported .
she was not familiar with the "Robotic Urinary
. Catheter”, but would find out, LPN #2, in a
- different inferview, reportad she ialked to the
“resident and he/she reporied hefshe had
Frostrate Cancer, two (2) mes, and this was why
he neaded a catheter. She stated the resitdent
giso had a device called the "AMS 800" which
was impianied in the resident and he/she would
press a button when he/she needed to ralieve
himiherself. Further interview with LPN #2
raveated the device only worked while the

gD
PREF . [EACH DEFICIENCY MUST BE PRECEDED BY FHLL PREFIX {EACH SORRECTIVE ACTION SHOLLD BE
TAG REGQULATORY OR LSC IDENTIEYING INFORMATION TAG CROBE-REFERENCED TO THE APPROPRIATE
DEFICIENCY
F 5
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F 315 Continued From page 28
resident was standing, which was why he needed |
fo be "weight bearing” before the Foley Catheter
couid be removed.

Interview with LPN #5, on 07/06/15 at 10:25 AM,
revealed the facility's process for & resident who

. comes into the faciity with a catheter would be 1o !
obiain a diagnosis for the catheter from the

- Physician. She reported staff would check the

- orders to see when the catheter should be

" changed and/or for catheter care. LPN #5
reperted the nurses wers rasponsible for the :
cathater care and wolld sign off in the Treatment
book when catheter care was completed. In
raviswing of the TAR for Rasident #8 LPN #5&
repotted nursing staff did not sign the book to
indicate catheter care was administered. LPN #5
stated staff should have signed the book because

" it appeared the cathefer care was not completed,

Interview with the Direcior of Nursing (DON), on
O7TH1E/15 at 6:30 PM, ravealad the resident shouid
have had a Physician’s Order to clarfy e

: dimgnosis of the Indwelling Catheter. She

fraperted information sheuld have heen provided

o staff, withirs the chart, to inform staff about the

i resident's robotic catheter. She stated it should

. have been clarified in twenty-four {24) hour

- report, the initial care plan, and on any new

“orders. Continued interview with the Directar of

; Health Services revealed it was important to have

- a8 medical dlagnosis for the catheler so that the

~facitity could provide interventions to the resident

i it was needed, adding catheters was nof the

- best gption for the residents. She further
revealed that staff should have documentad
catheter care for Resident #8 in the Treatment
Book, adding, " it was nof documented then it
was not done”.

£ 315
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The facility must ersure that the resident

envireryment remains as free of accident hazards

- as s possible; and each resident recsives
f adequate supervision and assistance devices to
“prevent accidents,

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,
and a review of the facility's policy, it was

; determined the facillity failed to ensure the

‘residents’ enviranment remained free from
accident hazards for two (2) of fifteen (15)

: sampled residents (Residents #1 and #7) and

“aeven (7) of nine {9} Unsampied residents,
(Unsampled Residents A, B.C, D, E H, &1).

. medicaton carl was observed unfc\r}ced and

L unattended by staff on 07/14/15 for g period of
ten minules by surveyors, Additienally, during
the course of the survey. medications, clippers,
fweszers, and razors were observed in resident
rooms.

. The findings includa:

rand medications were removed or placed
Jin a lecked drawer by the Unit Manager/DHS
ADHS/ Medical Records on 7-168-15
Res. # 7and | electric razor, disposabie
razor, preparation H, clippers and tweezers
| was removed and stored properly by
Unit Manager/DHS/Medical Records on 7-16-15,
LPN #2 was counseled for leaving medication
; cart unlocked and unattended by DHS/AUnit
' Manager on7-15-15 and again on 8-19-15
- An order was obtained from the physician

CENTERS FOR MEJECAR’E & MEDICAID SERVICES
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F 315 Continued From page 28 F 315
" interview with the Adrministrator, on 07/16/15 at
5:46 AM, revealec she was not familiar with the
clinical process retated o the use of catheters:
however, it would be her expectation that the
: Faciiity's policy, Federat and State Ragulaiions
weare followed, '
F 323 483,25(h) FREE OF ACCIDENT Fazy 1 Res. #1.7ABCDEH andlrcoms
55=E . HAZARDS/SUPERVISION/DEVICES were observed and items that could cause
: hazards such as clippers tweezers, razors

“on 7-15-15 by the unit manager

that res. #1 may keep creams ai bedside. i

The creams were placed in a bedside

: drawer for res. use out of sife of confused
residents.

- 2. All confused residents have the potentiat

. o be affected by the deficient practice. All . .

" rooms were audited on 7-15-18, 7-16-15 agd

- again on 8-13, and 8-14-15 and on-going |
by the unit managers/DHS/ADHS and

- any hazardous items found were removed :

or secured in a drawer out of site. '

Event I 2T
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; : 3. Nursing staff to include nurses, Kentucky
: F 323 Continued From page 30 F 523:medication aide and Certified Resident Care i
- Revlew of the facifity's poiicy "Medication Storage Coordinators(nursing assistants) were
-in the Faciilty" dated 0971 7/12, revealed : re-inserviced on keeping }
Medication rooms, carls, and medication suppiles - he res. environment free of hazerds Hems. . |
are focked or aftendad by staff with authonzed This in-servicing started on 7-15-158 and was |
access. -compieted prior to August 27,2015 by the |
) ‘ - DHS/ADHS/ED/Administrator. z
1. Review of Unsampled A's medical record 4. Twenty percent of rooms will be audited
Fe‘h’@alted lh@ fa{.]ﬂ[t:‘/ adm £ited. {h@ F"@ASlG@ﬂt on :Weekfy by DHS/ADHS/Unit ManagﬂFS!MDSI i
32!09.!15; with ds_a:gmsas‘ whrch included x 30 days then monthly x 3 months to {
- Dementia, Arthritis, Hypertension, and h dous iterms are stored
Hyperlipidemia. Review of the Quarterly MDS (HSSUIe Nazarcous te
assessment, dated 06/15/15, revealed the BIMS securely. DHS/ADHS/Unit Managers wil
score 10 be 04 revealing resident was severely observe Two medication carts weekly x
cognitively impaired and not interviewable. - 30 days and then monthly x 3 months to
assure compliance.
Review of Unsampled B's medical record The QA commitiee will review results of
revealed the facilily admitted the resident on all audits. The Commitiee will monitor
07117113 with diagnoses, which included, . the effectivensss and compliance with
. Coronary Artery Disease, Demantia, the plan and update and deveiop plans
Osteoarthritis. Review of the Annual MDS ' of action to be carried out as indicated.
assessment, dated Dt{;:f’lﬁf?&:urevea!ed the BIMS ' 5. Date: August 28,2015
score 10 he 89 revealing resident was severely ,
cognitively impaired and not interviewable.
i
Review of Unsampled C's medical record
revealed the facility admitted the resident on
12/09/14 with diagnoses, which included,
- Dementia, Depression. Hypertension, Aphasia.
Review of the Annual MDS assessment, dated
| 05/22/15, revealed the BIMS scors to be 99
revaaling resident was severaly cognitively
impaired and nof interviewable.
Review of Unsampied D's medical record
‘revealed the faciity admitted the resident on
©12/00/1 4 with diagnoses, which included,
. Alzheimer's disease, Myperlension, anxiaty. :
- Review of the Quarterly MDS assessment, dated
|

- 06/19/15, reveaied the BiMS score to be 88
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F 323 Continued From page 1
. revealing resident was geveraly cognitively
“impeired arxd not interviewabie.

Feview of Unsampled E's medical record
revezied the facilily admifted the resident cn

of the Quarterly M8 assessment, dated
04{26/18, revealed the BiMS score 1o be 06
revealing resident was severely cognitively
impaired and not interviewahla.

SOn O715/15 at 8:14 AM, observation revesled a
medication cart in front of the rurses station
unfocked and unattendad for ten {10) minutes,
Unsampled Resident A, B, C, D, and E, were in:
sitting area close o the medication cart,
Unsampled B and £ were reported by faciity as
heing on the wander is?,

Medication Aide {(KMA) 81, revealed Licensed
Practical Nurse (LPN) #2, approached her and
informed her she ngeded a glucometer machine
from the medication cart, Continued interview

LPN #2 o lock the cart when she was done.,

“her cart unlocked for anyone and ullimately she
was responsible for her medication cart,

interview, on 97/15/15 at 11:15 AM, with LPN #2,
revealed she asked KMA#1 to open her

- medication cart for her to retrieve a glucometar.

: The LPN stated, she told the KMA #1 she would
lock the medication cart when she was dons.

! in: however, did not check to see if the cart was
Hocked. Further interview revegled she was
responsible for leaving the medication cart opan

Cnterview, on 07418116 at 11:00 AM, with Kentucky

revealed the KMA unlockad her cart and informed

Further interview revedied she should never leave:

- Continued interview revealed she pushed the lock

F 323

01712113 with diagnoses, which included, Review
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and couid have exposad residents fo harm by :
" aitowing them sccess 1o medication, LPN #2 ; : . ;
revealed f a resident had taken medication from : i
- the cart, it could have causad them harm.

- Interview, on O7/16/15 at 5:07 PM, with the
Director of Nursing (DONYrevealed medication

. carts should always io be locked when not in eve |
view, and all nurses and KMA's weare responsible

- for their own medication carts. Continued
interview revealed the residents were at risk, and

fanyone that wanders could have gotten the
medication that could have harmed them.

2. Review of the facility's policy "Bedside Storage |
of Medications” dated 08/17/12, revesaled a

writlen arder for the bedside storage of

medication was present in the resident's medical
record. Lockable drawers or cabinets are

required for all medicaiion.

Review of Material Safety Dats Sheet (MSDS) for -
Preparation H products reveated Inhalation may
cause mucous membrane and upper respiration

; fract irritation ard artificial respiration and/or

" exvgen may be necessary.

Areview of the facillty's palicy ravesied it did not

address procéedures pertaining to storage of

fclippers, tweezers, and TAYOMT HoWevar, on
Q711515 &l 2:25 PM, the Director of Health

: Bervicas (DHS), revealed | was her expeciations

“that razer ba properly stored in residents room
and clippers and tweerzers were tu be slored in

 the locked treatment cart.

' Review of Resident #7's medical record revealed | ‘
the facility admitted the resident on 03/04/15 with _ : ;
diagnoses, which included Digbeles Mellitus, ' '

FORM CMS-2567(02-89) Previous Versions Chsolete Event 1D 2VZ21+ Fagiite £ 109138 i continuation sheet Page 33 of 48
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F 323 Continued From page 33

_ Hypertension, Parkinson's Disease and

i  Hyperipidemia, Review of the Quarterly

- Minimum Data Set (MDS) assessment, dated
06/01/15, revealed the Brief Inlerview for Mental

- status (BIMS) score to be 06 revealing resident

L was saverely cognitively impaired and not
interviewable.

' Review of Unsampied H's medical record
revealed the faciity admifted the resident on
12/09/14 with diagnoses, which inciuded,

Asthma, Review of the Admission MDS
. assessment, dated 07/13/15, reveaied the BIMS
Fscore to be 14 revealing resident was
interviewable,

" the facility admitted the resident on 12/09/14 with
. diggnoses, which Included, Dementia,
- Hypertersion, Anemia, and MHyperiipidemia.

08/231 8, reveaied the Brief Interview for BIMS
i score to be 14 revealing resident was
finterviewable,

“and Urisamipled ] Further chservation revealed
* Preparation H in the room of Resident #7 and

- Unsampled M and fingernad clippers and
Ctweerers in the room of Resident #7.

nterview on 07/14/15 at 1118 AM, with LPN #8,
| revealed staff should keep residents items in their
drawer. Continued interview revealed the razor

: get injurad.

- Hypertension, Hyperipidemia, Osteoarthritis, and -

Review of Unsampied 's madical record revealsd |

Review of the Quarterly MDS assessmant, dated

. Observation cn 07/14/15 at 10:04 AM, during the
Crdtial tour of the faclily, revealed an sleckic razor |
and disposable razor in the rooms of Resident #7

should have been put up becsuse someone could |
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Irterview, on O77/15/15 at 1:45 PM, with Certified
Resident Care Associale (CRCA) #2, reveaied all
razors shouid be placed in the residents drawers, ¢
and clippers and tweezers shoufd be lockad in

" the treatment cart, Continuead interviaw with

CRCA#2 revealeq it was 2 safety problem and

should never be leff out,

Cinterview, on 07/15/15 at 2:00 PM, with

Registerad Nurse (RMN) #2, revealed razors
should be placed in a safe piace in the resident’s
rawer, and clippers and tweszers should not he

(in a resident’s room. Continued interviews

revealed this was a safely concermn.

3. Record review of Resident #1's medical racord

i revealed the resident was admitted by the Tacility
on 11704114 with diagnoses which included

Glaucoma, Hypertension, Debility, ard
Aizheimer's Disease. Review of the initial

; Minimum Data Set (MD8), dated 11/11/14, :
s revealed the faciity was unable to conduct a Brief
“nterview for Mental Status and assessed the

resident was moderately cognitively impaired with -

long term memaory problems,

‘ Obsarvation, on 07/14/15 at 111 PM. revealed

the resident had topical cream prescription

! medisations, two (2) containers, on the hedside
w=hle.

; Record review reveaied an order for

: Cetacrm/Men1/2%/Phen1/4% apglied topically to
“the affected area two (2) times to four (4) times a
: day for ftching.

Cinterview, on 07/14/15 al 1:18 PM, with LPN #4
: revesled the prescription fopical cream medicing
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: was prescribed for ching and was a mixiure

“created by pharmacy. The LPN revealed it was
nof supposed fo be lefl in the room unless

i ordered fo be kept at bedside and was not

supposed to be visible to other residents,
Continued interview ravealad the resident had no
order for the craam be Kept at the bedsice and i

. was supposed to be applied by the nurse.

" Further interview revealed the medication was 2
safsty concern for the other rasidents.

: Interview, on 07/16/15 at 5:07 PM, with the

prescription cream was not orderad to be kept at
hedside and was not supposed o be on the

. bedside table. The DON reveatad they had o

L (2} wendering residents and if madications were
orderad to be kept at bedside, staff were to
sacure the medication so it was not visible to

_other residents.

48385 INFECTION CONTROL, PREVENT

| SPREAD, LINENS

The facility must establish and maintsin an
infection Control Program designed to provide a
safe, sanitary and comfortable environment and

1o help prevent the development and transmission
of disease and infection.

“{a} Infection Control Program
The faciiity must establish an Infection Control
Program under which it -
{1} Investigates, conirols, and prevents infections
in the facllity;

- {2) Decides what proceduras, such as isotation,

" should be applied to an individual resident, and

actions related to infections.

" Director of Nursing (DON) revealed Resident #1's _

(3} Mantains a record of incidents and corrective

Faat!

i

i
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1 Res. G's 02 fubing was reglaced and
F 441! Continu r age 3
ontinued From page 36 1 bagged, room 21¢, 212, and 213's tooth

{) Preventing Spread of Infection
J{1) When the Infection Control Program
determines that a resident needs isolation to
. prevent the spread of infection, the facility must
" isolate the resident,
. {2} The facility must prohibit empioyess with a
“communicable disease or infected skin lesions
_fraom direct contact with residents or their food, if
- direct cortact will ransmit the disease.

{(3) The facility must require staff lo wash their

hands after each direct resident contact far wmch

hand washmg Is indicated by accepted
professionat practics.

“{c} Linens
Personnel must handle, store, process and

i transport finens 30 as o prevent the spraad of
infection,

CThis REQUIREMENT s noi mef as svidancead
by

; Based on observation, intervew, record raview

i ard review of the facility's poiloy, it was

. determined the faciiily falled o maintain an

. effective infection Control Program designed to
provide a safe, sanitary and comfortable

cenvirenment and to help prevent the development

- and transmission of disease and infection. Bed

. pans and a wash basin were observed fo be

“uncoverad and on the bathroom floor, oxygen
{ubing was cbserved o be uncovered on the
fioor, and toothbrushes ware observed to be

- unlabelad and uncovered in a shared resident's

Iroom. In addition, an aide was cbsarved feeding

brush, wash basin and bed pans were
replaced and sfored properly In their
Individual drawers, Res. # 11 fic bag was
placed in a dignity bag and stored off the
floor by DHS/ADHS/MDS/Unit Manager
on 7-15-15,

CRCA # 1 was educated on the proper
method of feeding residents and utilizing
hand sanitizer when touching residents
‘while assisting with feeding of residents
:by Unit Manager on 7-14-15.

LPN #1 was educated on the proper cleaning
‘of glucose moenitoring device utiiizing
sani-cioth as per policy by DHS/MDS/Unit

Manager on 7-14-15. i

The whirlpoed tub will not be utilized and a sign
‘was placed on the tub unti! the tub can
‘he cleaned as per manufactures guidelinas.
by the Environmental director. The cleaning
disinfactant is on back order and should
be availabie prior to August 26,2015
: 2. Ali res have the potential to be effected
by the deficient practice
- 3. Nursing staff to include nurses CRCA,
KMA were ra-aducated by the DHS/ADHS/
"MDS/Medical Records Nurse on the infection
-+ control policy with an-emphasis on preventing
the spread of infactions to include Keeping
tems off the floor, storage of personat
items, feeding of res., cleaning of glucose |
‘ machine and proper sanitation of w/p tubs
This in-service was started on 7-17-15. This
| in-gervice included net using the whirlpool
untii the manufacturer's disinfectant is available.
The disinfectant arrived at the campus on |

Evant i

iz
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twa rasidents using the same hand without
sanitizing between residenis, Resident #11's
catheter bag was observed on the floor and
during the medication pase a siaff member was
observed 10 disinfect a blood glucose monitoring

- device with algohel instead of an approved

- product. Furthermere, staff were observed o
clean a whirlpool improperly.

The findings include:
Review of the facility's pollcy filled "infection

Control", undated, revealed all employees would
i be trained on the preverton and control of

annually, and anylime it was deemed naecessary
by the Infection Control Practifioner.

The facility did not provide a policy relatad
storage of oxygen tuting when not In use;
however, inferview with the Director of Nursing
{DON), on 07715118 at 2225 PM, ravealed it was
ner expectation for oxygen tubing o be bagged
and off the floor when not in use. She stated §
should be changad immediately ¥ 1t was found o
| be Improperly stored.

Con 0714415 at 16:04 AM, revealed uncovered

“and an unbagged axygan tubing in the foor of

- Unsampled Resident G's room. Continued
cbservation during the midal tour revealed an

“uncovered and unlabeted was basin on the ficor
of the shared bathroom for room 212, In addition,
a toothbrush was uncovared and unlabeled with

" the specific resident’s name. In the shareg

¢ bathroom for roam 213, an uncovered and

" unlabeled toothbrush was lying on the scap dish

Uinfections before being assigned to resident care,

i 1. Observation during the inftial tour of the facility,

wash basins and bed pans in three toured rooms, |

F 441 on 8-13-15 and in-servicing with specifics on how
to use the disinfectant for cleaning of the
whirlpoc! tub will be completed by

Aug. 27, 2015.
-4. Twenty percent of rooms will be audited
‘weekly. These audits will include all shifts
- and weekends, 4 nursas will :
be observed cleaning giucose machine
weekly to include alt shifis and weekends,
4 staff members will be observed cleaning
wip tub weekly to include weekends,
4 staff members will be cbserved fesding
. residents thelr meals weeldy to include all
3 meails. All audits will be completed by
the DHS/ADHS/Unit managers
and will be completed weekly x 30 days
then monthly x 3 months to assura
- comphiance. The ED will assure that ali audits !
- afe completed and provided to the QA /
. commities for review. The Commitiee
will monitor the effectiveness and
compliance with the plan and update
and develop plans of action to be
carried out as indicated.
&, Dater August 28,2015
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¥ 441" Continued From page 38
in the showet. In the hathrgom for room 210, an
uncovered and uniabeled wash basin was
: observed on the floor.

" interview with Cerfified Resident Care Associate
(CRCAY#2, on 071545 al 1:45 PM, revesaled &ll
wash basins and bed pans were to be stored in a
plasiic bag labeled with the resident's name, and

"localted off the floor. in addition, toothbrushes
were o be iabeted and put away as well,

1ssues and the discovery of uncoverad axygen
- ubing lying in the floor was a concern for
" infection conirol.

2. Observation of the evening meaf service,
07/14/18 at 5:35 PM, revealed CRCA #1 touched
' the hand of one resident before handling the
resident’s flatware, Continued ohservation
‘ revealed the CRCA proceeded to fead

G without first sanitizing her hands, Further
observation revealed the CRCA fad both
: residents with the sama hand, without performing
| any hand hygiene between residents.

inferview with Cerlified Resident Care Associate
(CRCAY#1, on O7/14/15 at 5:55 PN, revealed

: food would not get cold. She stated she usually

' sanfiized her hands befaore feeding the residents

: and between residents. Confinued inferview

: raveadled she Torgot on this ocoasion. She further
stated proper hand hygiene was Important fo
prevenl the spread of germs from resident 1o

; residert,

| Interview with Registered Nurse (RN}Y#2, on
FO7/15/15 at 2:60 PM, revealed the aides were 1o

Continued inferview with CRCA #2 revealad these

Urnsampied Resident F and Unsampled Resident :

F 449
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; sanitize thelr hands between residents, and if
feading two residents, they should use one hand
for one resident and the other hand for the

. & resident's body they were to sanilize thelr
hands. Further intarviaw with RN #2 revealed
staff were {o bag and labe! wash tasing and bed
off of the floor. Continuad review revealed
not in use, and should not be gllowed o fall on
fourd on the floor, it was o be discarded and

reptaced, RN #2 revealted this was an infection
controf issue, i and sheuid be monitored closely.

3. Review of the fadillly’s "Glucometer Cleaning
Ve be disinfectad after sach use following the

: an Environmental Protection Agency {EPA)
‘registered detergent or germicide. Continued
_review revealed alcohol should not be bacauss i
cwas not an EPAregisterad detergent/disinfectant.

: Observation during the Medication nass, on

Nurse (LPN} #1 cleaned the blood glucose
: manitoring device with an alcohol pad instead of
“the Sani-Cloth wipes which were readily
 accessible.

Cinterview with LPN#1, on 07714715 at 585 P,
revealed she had always cleaned the device with
an alcohol pad. She stated as long as she

; allowed the alcohol fo stay on the surface for
ifteen (15} to thirty (30} seconds, sne felt it was

. sufficient. Continued interview with LPN #1

| revesled she did see the Sani-Cloth wipes and

Guidelines”, undated, revealed Glucomelers were .

manufacturer's diractions using & wipe containing

- Q7/14/15 at 4:15 PM, revealed Licensed Practical |

“sagond resident. She stated if the aides touched

‘pans, and they were to he stored In the bathroom: |
oxygen fubing should be dated and bagged when ¢

. he fioor. She further stated when the tubing was

185470 B AING - i 07162015
NAME OF PROVIDER OR SUPPLER g STREET ARDRESS, CITY, STATE, 2 SOk
Poosad GLD ROSESUD ROAD
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. after thinking aboul it, she should have use the
wipes. Further interview revealed she did not
follow the facility's policy.

Further interview with the DON on §7/15/14 &t
2:30 PM, revealed she expected all staff {o follow
the facility's Infection Controf policy. She staied
LPN#1 did not follow the faeiiity's poiicy for

- cleaning the glucose monitoring device, and
should never have used an alcohof pad for the
procediure. Continued interview revealed He

 failure to follow proper infection controt

" procedures placed all residents at risk for
infection.

"4, Observation of Resident #11, on 07/16/15 at
7:04 AM, revesled the resident's urinary catheter

- drainage bag was lying on the floor next 1o the

- resident's bad.

Interview withh CRCA #7, on 07/1

revaaied the resident's catheter bag should riot
" be on the floor. She stated it was an infection

contred cancern for contamination of the urinary
; catheter drainage apparatus,

Interview with the Unit Manager, RN #4, on
07/16/15 at 7:25 AM, revealed a catheter bag

was an infection control issue.

| Interview with the Administrator, on 07/18/15 at
(6:08 PM, revealed it was her expectation for

. the possibility of contamination,
interview with the Director of Nursing {DON), on

07/16/15 at 6:29 PM, revealed the catheter bag
: should not be aliowed to Hie on the ficor. She

315 at 7:21 AM,

: showdd never be lving on the floor, She stated it

catheter bags to be located off the fioor to ;:;msfe:eﬁfi

) 185470 P Wi i | orieets
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F 441 Continued From page 41
' stated it was an infection control concern for the
resident, and it was a safety concem if someone
: stepped on the bag and the catheter became
" dislodged.

- Inferview with the Infection Condrol Nurse {ICN),
on 07/16/15 at 6:30 PA, revealed catheter bags
were not be on the floor. She stated i increased
the risk of contamination and could be siepped
on, causing the catheter to be pulied out of the
resident.

5. Review of the facility's manufacturar's
instructions for the whirlpoo! {w/p) tubs filed,
i "Operating Instructions for MasterCare Gen |
! Entres Bath®, dated 08/01/12, revealed to clean
. and disinfect the wip tubs the door was (o he
elosed, the drain epened, the inside surfaces of
the tub were to be rinsad and the drain closed,

Pwip tub's oot well" was (¢ be filled with a half a
gallon of water; one {1} ounce of MasterCare

. Disinfectant Cleaner was to be added; all inside

s surfaces of the wip tuh, the pads and belis wers

"to be scrubbed and the draic opened. Further
review revealed "Allow standard contact ime per

- label directions on disinfectant cortairer. Rinse

- with hot water and allow to dry. Open the door”.

F{MSDS) for the Mastercare Diginfectant Cleaner,
dated 02/23/10, revealed the solution was a
"guaternary smmaonium disinfectant cleaner for
use on equipment and envirenmental hard
surfaces”. Per review, the products aciive
ingredients included Dimathyl benzyl ammonium

. chioride, dimethyl ethyl benzyl ammonium

: chloride which were "listed as germicidal aclive
ngredients”.

Continued review of he instructions revealed the

(X4 SUMMARY STATEMENT OF SEFICIENCIES 1o PROVIDER'S RLAN OF CORRECTION
PREFIX [EACH DEFICIENCY MUST BE PRECEDED 8Y FULL FREFIX {EACH CORRECTIVE ASTION SHOLLD BE
TAG REGULATORY QR LSC IDENTIFYIMNG iINFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE
DEFICIERCY}
F a4

. Review of the facifity's Material Safety Dals Sheet
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F 441 Continued From page 42

Interview with Certified Nursing Assistant (CNA)
#4 and observation of her demonsirating the
: process of cleaning and disinfecting the facility
whirlpool, on 0D7/15/15 at 8:52 AM, revesied she
stated she was frained two (2} and a half years
ago on the correct process for cleaning and
disinfecting the facility’s win tubs. Per interview
- and observation, after placing the cleaning
solution in the wip tub she used a sponge or rag
" 1o wipe the surfaces, then rinsed the wip tub out
and dried It with a towel. She siated she received
- the cleaning solution from housekeeping:
nowever, was unsure as what the solution's was.

| interview with Certified Residert Care Associate

! {CRCA) #5 on 07/18/15 ot 315 PM, revealed he

! had been emploved with the facility for thraa (3)
and a haif morﬂihs but was never rained on the
process for clganing the wip whs. He stated the
process he used to ciean and disinfect the wip
by was lo use bleach wipes io clean it afler e

" spraved the fub with water. He stated aftar using
the bleach wipes fo disinfect the wip tub he dried

i the tub with 2 towel  Per interview, the bleach
wipes were o ensure no feces were left in the

| wip tub.

interview with RN #4/Unit Manager (UMjen
07/15/15 at 3:56 PM, revesled sne was not aware

of ary training having been provided regarding

cleaning and saritizing the facility's wip tubs. She

stated tha cleaning solution used to clesan the

whiripool was Oxivir (a disinfectant cleaner), She
 stated the Oxivir solution was sprayed info the

w/p bk and then the b was wiped dry,

: Review of the facility's MSDS for the Oxivir Th
product, daled 12/05/08, revealed the active
avent 2V ZEN
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F 441, Continued From page 43 F 441

ingredient was Hydrogen Peroxide, not the
manufacturet's recommended Dimethyl benzyl
ammoenium chioride and dimethyl sty benzyl
ammonium chloride ingredients.

- Additional interview with the RN #4/U8 on

O7/15/15 at 4:40 PM, revealed the facility had not

. had any recent Multipie Drug Resistancs
Organisms (MDROs) within the last few months.

; She stated i thera had been any residents with

“MDROs, she woudd not allow thase residents to

. use the wip tubs.

Interview with CNA #3 on 07/16/15 at 8:35 AWM,

‘revealed she had been employed with the facility

for two (2) months; howsver, had never received

Fraining on how to elsan and disinfect the wip

tubs, She stated she had not used the wip tub

: since being emploved and was not aware of any
“residents who used the wip tubs,

Interview with the Infection Control Nurse (ICN)

on Q7/716/15 at 6:30 PM and at 6:52 PM, ravesied

- staff were 1o disinfect and clean the win tub after

each resident use. She stated the Unit
Coordinator was supposed 1o audit the use of the :

'wip rubs to ensure staff were properly cleaning

and disinfecting the tubs. Per interview residents

“with known MDROs or wounds should not be

aliowsd to use the wip fubs, as the risk of staff

~not properly cleaning and disinfecting the tub afie

resident use was a potential for cross
contarnination and infection. The ICN revealed
her expectations wera for staff 1o folilow the
manufacturer's recommendations when they
cleaned and disinfected the wip tubs after sach

“resident use. She siated the Oxivir product staff

was using was not the correct chemical for use in
disinfecting the twb as per the manufacturar's
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shoudd be using was Masiercars Disinfectant

which was the product the manufacturer
recommendsd. Further interview revaaled RN
i L EAIUM was supposed to educate staff on the

WD tbs,

- whal process he facifity used to dclean and

to ensure the individual using the disinfectant

‘concerns. She stated ¢ her knowladge no
frairting had ever been provided for staff

- wip properly. In addition, she stated improper

potential for rarsferring infections betwseen
residents who utllized the wip tubs.

- ehsure they used the manufaciurer's

recommendations. Continued interview reveaiad
the Oxivir contained Hydrogen Peroxide which
. was not an effective cleaner to disinfect the wip
{tubs as per tha manufacturer's recommandations. |
' She stated the correct disinfecting solution staff

process for cleaning and disinfecting the wip tub

per the manufacturer’s recommendaiions. She

stated the facllity had faled in ensuring sta¥ were |
‘ trained on the proper disinfecting process for the |

lterview with the Director of Nursing (DON} on
Q71016 a1 6:29 PM, revealed she was uncertain

-disinfect the w/p tubs, She stated her expactation
however, was for siaff {o clean and disinfect the
wip tub per the manufacturer's recommendations
after each resident. Per interview, staff wera alse

- cleaner understood and was aware of any safety
regarding cleaning and disinfecting the facility's
wip tubs. Further intarview revealed a resident

| having an MDROs should not use the wip tubs as :

. there was a potential staff might not disinfect the

- cleaning and disinfecting of the wip tubs was a

" Interview with the Administrator on 07/16/15 at _
B8:09 PM, revealed her expectation was for staff to |

recommendations when cleaning and disinfecting

inzl*i;
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| the Tacility's w/p tubs. She stated she was not :

: sure if fraining had been provided for staf _ '

regarding the proper cleaning and disinfecting of 1
the wip tubs per the manufacturer's
resommendation; however, she expected staff to

: to ensure the wip 1ubs were thoroughly sleanaed

 and disinfected between each resident's use. Per
interview, she was not surs ¥ residenis with
MDRQ's were able 1o use the wip twbs or not,

_Further interview revealed if facility staff did rof

- clean and disinfect the wip tubs per the

manufacturer's recommendations. the wip shouid -
not be used unti! this was performed. According
to the Administrator, her expectations inciuded
staff using the Mastercare Disinfectant cleaner

- recommended by the manufacturer, and not to

' use a product not recommended by the
manufacturer.
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