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F 000! INITIAL COMMERNTS E0od: .
The prepared pine of correctian and
. . - srediiable allegatian of compiiance
An Abbreviated Survay investigating E“d‘mble : Ll‘:’l ite anL admif‘iou or
KY00021122 was initiated on 12/26/13 and e e e allowcd stated
concluded on 12/27/13. #KY00021122 was : . I e o it
“unsubstantiated; however unrelated deficiencies deficiencies by the provider o1 m
were identified and cited, with the highest Scope : management company. This plan of
correction and creditable allegation

and Severity of a "D,
F 281 483.20(k){3)(1) SERVICES PROVIDED MEET F 284
55:=p PROFESSIONAL STANDARDS

of camplinnce is yrepared and
executed only becanse state and
federal law reguire 1.

The services provided or arranged by the facility

musi meet professional standards of quality, 7281
1.3 Resident Cs interim care Jiian

was developed and docimmented

; ghis REQUIREMENT is not mel as evidenced i 1he medical record an
Y S37 2013

' Based on observation, interview, record review - : ?-L',V c”.l ??INT,?_‘\._G,';;Z%

~ang review of the facility's poiicy, it determined ACETISCE NUTSINE 1AL

"the facitity failed 1o ensure services provided by ) o e

the facility met professional standards of quality : 2} biterim Care plans tar residenns

“for one (1) unsampled residenls, Unsampied ' adimitted to tie facility m “}C
previous 21 days were andited -

. Resident C. There was no docuniented evidence
an inferim care planwas completed upon
- admission.

tar completenass on January 6,
2014, by the Director of
Nursittg and e Assistnt

! The findings include: [¥recior of Nnrsinz.

I Review of the facility policy titled "Resident Care
Plan” revealed an interim care plan was 10 be

- completed for gach resident uporn admission {o

. the fagiliy.

Review of the dlinical record reveated e facility
“adnutfed Unsamgpled Resident C on 12/19/13
with diagnoses which included Hypertension,

Diabetes Mellitug, Hepatilis B, and Cirrhosis.

" Continued review of the dinical record revealed

LABORATORY OIRECTOR'S R PROVIOER/SUPPLIER RE PRESENTATIVE'S SIGRATURE TITLE X8} OATE
/p/ﬂ? P ‘..;f - S /’ﬂ__,,« o s ) . ' /
At L FREcFort  phrorber (fEENS
Any deficency slalemen anding with 2n aslerisk {*) dencles a deficlency which the insbiubon may be excused from corrgaling providing it is gelermined thal
olher safeguards pravide sufficient praleclion (o The palients. { See insliuclions.) Excepl for nursing hames, the findings staled above are disclosable &0 days

following the dsle of survey whether or not a plan of correetion 8 grovided. For nursing homes, the above findings and plang of correciion are disclosable 14
days following Ihe dalg Inese decumenls are made availabie 1o 1he facilily, |f deficiencies are cited, an approved plan of correction is requisie 1o continued

program participation,
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F 281" Continued From page 1
i the care plan was notf developed until 12/26/13.

Interview with the Director of Nursing (DON), on
12127113 at 2:05 PM, revealed each residen! was
"to have an immediale care plan developed upor
+ admission, according to facitity policy. She
. acknowledged Resident C did not have a care
" plan develoged at the time of admission and
| slated slwe did not know why it had not been

done.

Interview with Licensed Practical Nurse (LPN) #2, -
fon 12¥3 at 2:10 PM, revealed Resident T did
1 not have a care ptan developed upon adgmission
- as required. She stated the care plan should
I have been initiated when the resident was
. admitied so staff would know how to care for the
! resident.
F 323; 483.25¢h) FREE OF ACCIDENT
s55=0 HAZARDS/SUPERVISION/DEVICES

_ The facility must ensure that the resident
envirorrnent remains as free of accident hazards -
, as is possible; and each resident receives

! adequate supervision and assistance devices {0

{ prevent accidents.

- This REQUIREMENT is not miet as evidenced
Uby:
Based on observation, interview, and review of
the facilify's policy it was determined the facility
. failed o ensure the environment was free of
accident hazard for one (1) unsampled resident,
! Observation reveales a pair of sciszors was left
. unattended on the back of Resdent 8's

F 281 o
) 13 Licensed Nursing staff were

pravided education regarding
the developmert: of interin care
jlang for newly admitted
resident upen aditissian, ail
lanuary Zand January 22, 2014,
by the Director of Nursing,

Resident Medical Records for
newty adinitted residents will
be reviewad, Monday througl
[riday, by the Director of
Nursing, Assistatt Director of
Nursing, and/or Staff
Devetapment Coordinaior ta
ensure campletion af the
intern care gl

4.1 An andii of Newly adwitted
residents interim care plaits will
he campleted weckly X 4
weeks, then manthiy X 2
manths, iy the MDS
Cuordianor or MDS Assistant
to ensure that interim care plans
are develaped upon adnnssian.
Kesults ol audits of Newly
admitted residents interim care
nlants will be reviewed in the
Periormante linprovenient
meeting manthly X 3 eonths. -

5.) Campletior. Date: January 24, '
2614
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. comenade.
The findings include:

- Review of the facility poficy titled "Hazard
Survellance Rounds”, revised 03/15/G4,
revgaled tlie facility would conduct hazard
surveys ter identify hazards and assure corrective
measures ware taken to eliminate hazards

i identified.

: Observation, on 1272713 at 3:10 PM, revesled a
pair of scissors on the back of the commode in
Residen! 8's bathroom.

Review of the clinical record revealed Resident B
i was admitted by the facility on 10/23/13 with
. diagnoses which included Vitamin Deficiency
" lunspecified) and Urinary Tract Infection,
; Continued review revealed Resident 5 had a
" colostomy in place.

]‘ Review of the admission Minimum ata Set

- (MDS) Assessment, dated 10/30/13, revealed a
Brief Interview for Mental Status Score (BIMS) of

- 14, which indicated Resident B was inferviewable. |

" Interview with Certified Nursing Asgistant {TNA)

#B, 0N 12/27/13 at 10:40 AM, revesled scissors

" should noet be left unatiended in a resident’s

i room. CNA 8 statad there were residents who

" moved throughout the facility independently and

+ wandered into other residenis” rooms. Continued
interview revealed the scissors could be
dangerous to wandering residents,

' Interview with CNA#8, on 12/27A3 af 1:00 PM,
. reveated scissorg should not be left unaitended
and accessible {0 residents.

1.} Residern B was given a lnck box
and instruetions ta keep scissers 111
the lock box at afl tines on '
Decemthier 24, 2013 by Social
Services Director.

2} A safery ohservation reund of rie
facility was canducied ta ensure the
enviranment was free framn accident
lazard, on Deceniber 26, 2013 by
the Ixecutive Ditector and Support .
Staii. '

A1 Staftednention was provided
regarding ensnring the facitity
euviromnent was fres [rem accident
hazard, on fannary 7 and Jmuary 22
2014, Iy the Sraft Drevelapment
Coordinatar and the Director of
Nursing,

4.} Hazard Surveillance Rounds will he
condueted weekly X 4 weeks. they
manthly X 2 manths, w ensure the
taciliry enviromment is free from
aceident igzard, by the Fxecutive
Dhvectar and/ar Suppart Stast,

Resulis of the Surveillance Reunds
will be repioried to the Perfanmance !
Impravement Conmittee manthly X
3 1o ensure the facility is free from ‘
aceident hazard.

5.3 Comipletion Date: Jannary 24, 2014
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Interview with CNA#8, on 12/27/13 at 315 P,
: revealed Resident B was probably using the

scissors {o take care of his/her colostomy. CNA
. #5 stated the scissors should not be lefi out

where other residents could get tHem and cause
" inury 1o themselves.

" Interview with License Practical Nurse (LPN) #1,
_an 1212713 at 3:26 PM, revealed scissors left
" unattended and accessible to other residents was

: & polential hazard.

i Interview with Registered Nurse (RN} #1, on
1227113 at 3:35 PM, revealed scissors should
* not be 1eft in the resident's room unless they were |

- locked up.

i‘ Interview with the Director of Nursing (DON), on
122713 at 3:.40 PM, revealed scissors left
: unaitended was a safety hazard, and they should

" have bean focked up. i

Inferview with the Administrator, on 1127113 at
- 3:25 PM, revealed scissors left unatiended in a
resident’s room was a safety hazard., He stated
i he would talk to the Soclzl Sewvices Director and
the DON to delermine if the scissars should be
i locked up or kept at the nurses station.
F 441 483.65 INFECTION CONTROL, PREVENT F 441
a5=0 | SPREAD, LINENS ’ P a4l

- The facility must establish and maintain an . ) , d .
Infection Conirol Progrant designed to provide a 1) LPN#| was |1ruv|de{{ ¢ ugﬁhon

+ safe, sanitary and comfortable environment and ’ ; and cmmsel‘mg regarding dli;l(:}’:}ﬂl of

. to help prevent the develspment and trangntission: soiled dressing and hand was(lnng an

: : December 27, 2013 by the Directar

- of disease and infection,
al Nursing.
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i {a} Infection Control FProgram
. The facility must establish an Infection Contraol
' Program under which it -

“inthe facitity;

£ (2) Decides what procedures, such as isolation,
should be applied to an indivigua! resident: and
(3) Maintains a record of incidents and corractive

: actions related to infections.

| (b) Preventing Spread of Infection
(1} When the Infection Control Pragram
datermines that a resident needs isolation to
i prevent the spread of infeckion, the facility must
. isolate the resident.
! (2} The facility must prohibit employees witl a
. communicable disease or infected skin lesions
from direct contact with residents or their food, if
i direct contact wilf {ransniii the disease.
. {3) The facility niust require staff io wasit thair
i hands after each direct resident contact for Wthh
; hand washing Is indicated by accepted
' professional practice.

{c) Liners
i Persennel mus) handle, store, process and
_ ranspori linens 50 as to prevent the spread of

" infection,

' This REQUIREMENT is not ntet as evidenced
i by:
. Based on observation, interview, record raview
' and review of the facility's policy, it was
+ determined the facility failed 1o ensure that
infection control guidetines were followed to

{3) sampled residents (Resident #2).

. (1) Investigates, controls, and prevents infections 7

prevent the spread of infection for one (1) of three

Ao SUMMARY STATEMENT OF OEFICIENCES 5]
PREFIX 1EACH OLFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE T COMPLETION
IAG REGULATORY ORLSC IOENTIFYING INFORMATION} TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
DEFICIENCY]
F 441

2.} Residents were assessed far
symptoms af infection an
Drecember 27, 2013, by the Directar
of Nursing and Assistant Director of’ |
Nursing witls na sympioms
idemitied.

3} MNursing Staff were provided
educatian regarding proper disposal
of soiled dressings in bichazard bags:
and handwashing to prevent the
spread of infection, on fanaary 7,
2014 and lanuary 24, 2014 hy the
[director of Nursing.

Handwashing Reminder Signs were
placed in each resident roum on
Flnuary 13, 2G14, by the Stafl
Develapment Comdinatar.
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i ! Conimuesr:# rrom page§ . ‘ Faa ;4. Infection control audits will be
* Observation of a dressing change for Resident : . art Tess e . e
| #2 revealed the nurse completed the procedure : cunducted by department managers
" and discarded the blood-saurated dressing in the : 1'I]:'i1t!g[| abservation f]‘ staf while
‘roommate’s trash can. |n addition, the nurse left | i roviding care ta residents weekly
the room without washing her hands. ' fimes four weeks then montlly
5 : tiimes three manths w ensure
The findings include: _ comnliance with the regulatians,
f ' Audit af dressing changes, inclnding .
Review of the facility's policy titted "Hand ; disposal of dressings and
Hygiene”, revised 05/12, revealed its purposs ) : handwashing, will lie cainpleted
. was "to decrease the risk of transmission of ‘ weekly X 4, then manthly X 2 ta
“irfection by appropriste hand hygiene”. ‘— i ensire fnlfeetion control guidelines
' i PP . PR 3 G
i revealed writlen guidelines included the following: ‘ : Caordinatar
_wash hands before and after ail procedures, and ' ’ o
| dispose of all hazardous materials appropriately. | ,: Results f the Dressing Chiarges :
! Clinical Record review revealed Residen! #2 was : Andits imd Infection Control Andits |
; admitted by the facility on 08/21/13 with ; will he reparted 15 1he Perfunnance
diagnoses which included Dermentia with : : Improvement Cantmittes manthly X!
! Behavigral Disturbance, Hypertension, and 310 entsure infection control f
Congestive Heart Failure. ; : guidelines nwre followed to prevait
; : ; the spread of inteciion, !
Observation, on 12/127/13 at .05 AM, revealed _
“Licensed Practical Nurse (LPN) #3 changed o S Campletian Date: January 24, 2014
gauze dressing on Resident #2's right arm. The | ;
- dressing was saturated with a light red ‘
. substance. Continued observation revealed LPN :
" #3 discarded the saturated dressing in the trash
. can of Resident #2's roornmate and left the room !
“wilhout removing the trash or washing her hands. . ;
" Interview with LPN #3, on 12/27/13 at §:05 AM,
i revealed she knew she should not have thrown
the saturaled dressing into the trash can. She
stated she was nervous. She further stated the
dressing was considered contaminaled and a
potentigl risk as a bloodbome pathogen if not
Faciliy 100 108378 & continualion shesl Page Gof 7
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. disposed of properly. Continued interview

‘ revesled she did not wash her hands before
leaving the residant’s room because she usually

! washed her hands at the nurses staiion. She
slated she knew she should have washed her
hands before leaving the resident's room Io
ntlaintaky infecton control.

: Interview with LPN #1, on 12/27/13 at 11:03 AM,

 revealed handwashing should be done before

- and after care. She stated a saturated dressing
should be placed in a biohazard bag to prevent

‘ the transmission of Infection.

i Inferview with the Diractor of Mursing {(DON), on
12/27/13 at 12:05 PM, revesled if o dressing was |

- not salurated it could be placed in a trash canif .

the bag was renloved froni the room.  She siated

if a dressing was saluraied wiih blood, it shoutd

i be disposed of in a bichazard bag. Continued

interview revealed hands should "abselutely” be

. washed before leaving a resident's room sfter
completing a dressing change.
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