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F Q00 INITIAL COMMENTS ; Fooot ;
i - i {
i - 9 P ' i ;
; A Recertification Survey was inifisted on ; ; : !
; 09/08/44 and conciuded on 09/12/14 wik X i ;
; deficient practice identified at the ghest scope 5
i and severy of an "R '
F 188: |

F 155, 483.10(b)(4) RIGHT TO REFUSE, FORMULATE
88=61 ADVANCE DIRECTIVES

! The resident has the right o refusa treatiment, fo
i refuse to participate in experinienta! research,

L and to formufate an advance directive as

" specified in paragraph (8) of this seciios,

l | The facility must comply with the requirements

1 ; Bpecifiad in subpart 1 of part 489 of this chapter
;related 1o maintaining witien policies and
; procedures regarding advance directives, These
| requirements inciude provigions to inform ang

[ i provide written information to afl adult residents
j concering the right o accept o refuse medical
cor surgical tregtment and, at the individuats
: option, formutate an advance directive. This
fincludas z written description of tha facility's

i policies to implement advancs directives and

i spplicable Stats law.

1
H
i
‘
i

e

! This REQUIREMENT is not met as avidarieed
Py
. Based on interview, record raview and review of
 the facility's policy, i was determined the faciiity
, Tailed to ensure residents' Advanced directives

1
H

FThls Plan of Correction is prepared and
{sibmitted as required by law, By sui;\mljtting

ithis Pan of Correction, Grant Center dogs

:not admit that the defidiency fisted on this

; fortr exist, ror does the Cantar admit to any
statements, findings, Tacts, or conglusions that ;
: form the basis for the alleged deficiancy. The
; Certter reserves the rigit to challenge in legal
. andfor regulstory or administratve

; proceadings the deficiency, statements, fads,
; and conclusions that form the basis for the :
| deficency.”
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| o SUMMARY STATEMENT oF CEFICIEMCIES ; 3] : PROVIDER'S FLAN OF CORRECTION ; e f
PREFI | (EACH GEFICIENCY MUST B8 PRECEDED 8Y FUbL ¢ PREFIX | EACH CORRECTIVE ACTION SHQULD BE ¢ COMPLETION
TAG REGULATGORY OR LSC DENTIFYING BNFORMATION, : TAG CROSS-REFERENCER TO THE APPROPIATE | LATE
X : ‘ DEFICIENCY) :
{ : - . _f
i B : B ¢
F 135 : Continued From page 1 ‘ F 168 : !

: ; ; sampled residents (Residents #3 #7, #8, W15 and |
[ #18). Review of the records reveaied Ihe "code
, Status" the facility hed documented tid not match
.  the Comprehensive Care Plan and/or the current ;.'
I i Physician's Orders. : i ; /

! The findings include:

' Review of the facility's policy titled, ‘N8Gzos ] : '

! Cardiac andior Respiratory Arrest," withs an ; ; :

i effective date of G6/071/96 and revision date of ! ?

i 01/02/14, revealed cardiopuimonary resuscitation : :

[ (CPR), will be performed on all patients, except in .

: certain fmifed circumstances, unjess therefs g ¢ ; ‘ |
! Lwritten Physiciar's order, agreed to by the patient | : J

“or health care decision maker, nat (o resuscitate ; ;

{ {(DNR) in accordance with staie regulationflaw, !

» Patient identification and information about sack '

' pafient's DNR status will be saslly accessibie to : i i

; direct care nursing staf for gl patients, ; ; E

1. Revisw of Resident #5 record reveated the : :

! facllity admited the resident on 1113 with X

- diagnoses which incitxed Alrheimer's Dementia, : i

Urinary Tract infection, confugion, anxiety, pain, ‘ , :

"and history of falls. Further raview of the ‘

. Tesident's record revealed, he page inside the j i ;

i front of the chart listing Emergency Code Statys § o '

"had a ONR label, Review of the "Kentucky i ;

: Emergency Medical Services ONR Order” fonm in :

1 he racord revealed Resident #5's spouse hag ! ; :

i signed the form as a DR, dated 05/16114 with

| two {2) withesses. Review of the facility's form : : ;

: "Request For Do Not Inifiate Dardécpuimcmary ; i J
! : Resuscitation (DNR)" was signed and dated by | N /

' Resident #5 s’ spouse. Physician and withess on i

| 05/20/14. Review of the Care Plan for Resident |

+ #5 revealed DNR was Care Planned 65/ 24, '
I However, review of the Fhysician's ordere, dated !
Event ID; MGLYH Facifity iD; 100504 I continuation sheat FPage 2 of 30
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. H DEFICIENGY?
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F 155 Continued From page 2 i Figs
; 0B/29/14, revealed an order for Full Cade with an | s ?
;. ergination date of 05/12/14, ! 5 1. Resident #5 received an order on E
l . ‘Septembear 9, 2014 for Do Not Resuscitate
Hinterview, on 09/19714 at 2:05 AM, with the ; HDNRS and rare plan revieed, Recidany #7 :
: Director of Nursing (DON) revealed Resident tDNR order ohtained on Septembar 10, 2014 :
i #5's record was chacked but the Code Status ,2nd care plan revised, Residert #8 tode :
; was nof changed and the error was caried over | Status order obtained an Safptembel' *?b ;;314 ;
. o 09/06/14. She stated the Unit Manager, ' and care plan revised. Resident 3 15 DNR i
! Assistant Director of Nursing {AODN) and some j obtainec on September 9, 2014 and care plan |
i ni " I e et ; ; Tevised, Resident # 18 is no longer in the f
! night managers review the Physician's orders. j  tacility. i
i 2. Review of Resident #7 record revealed the | i ;
 facility readmitted the resident on 04/21/14 with | _ ) :
. diagnaoses which inciuded Dementia, Dapression, ; 2 The Director of Nu{“SEﬁf;f’ASSiS’Ea,ﬁt Cirector
~ Anxiety, and Diabetes Typs Two (2). Further : © Of Nursing/Nursing Unit Managers/Social
| eonsi o] BT ’ ; ! Service Director/Activitles Dirsctor/Health .
‘ review of Resident #7's racord revealed, the page | g : e :
P - ¢ Information Manager Coordinator/MDS Nurse
i Inside front of chan listing Emergenicy Code  conducted 2 chart audit on Septamber S,
» Biabys had a Ful Code labe! with hand written ; ! 2014, Crars were reviewed for code status
; CPR Only, No intubation and Okay for ‘ i order, code status sticker, code status care
cardioversion. Revigw of the "Kantuoky ; . plan, snd Kertucky Ermergency Medical '
' Emergercy Medical Services Do Mot Resuscitaie | ! Services DNR order form to datermine policy :
{{DNR) Ordes” signed by Resident #7's Dower of | + and procedures are followed regarding
: Attornsy (POA)Y and two (2 winesses dated ; i advanced directives. No areas of concerns 5
, 97101714, Review of the facility's form "Request e identified.
" For Do Net Initiate Cardiopuimonary i ;
" Resuscitation (DNRY revealed it was signed by ;
t the POA and witness on 07/01/14. Ravisw of the X f !
i resident's "History and Physical” dated 08/09/14 | : ;
; fevezled a note by the Physician that the Code :
. Status was reviewed. Review of the Physician's ? ;
P orders for 08/28/14 revealed Fuil Code Active ‘
i order with an origination dated of 04/2 1714, i
i Review of Comprahensive Care Plans revealed |
, CPR with an inltiation data of 04/11/14. : i
Hnterview, on 09/10/14 at 340 #I. with : :
| Registersd Nurse (RN} #2/Unit Mansger revealed '
« based on the form in the front of the record, ; i ;
, Resident#7 wouid be sent ouf as a Full Code, i
Event I MGLYVT i continuaticn sheet Pege 3 of 30
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i She revealed she did not see the Consent signed |

£ by the POA for DNR Stetus and on the Faciity

? Form dated 07/61/14, She stated Physician had
. ot signed the Facility DNR form and the current -

: Physiclen's Order dated 04121714 jisted Fyi
. Code.

. 3. Review of Resident #8 record revealed the
; facility admitted the resident on 07/31/14 with

+ diagnoses which included Methicitin Resistant
i Staphylococeus Aureys, Dementia, and

t Peripharal Vsscular Dispass, Furthar raview

trevested & Physician's order for Full Code Status, |
' 2s 0f 07/31/14. However, additionally noted in the |

: medical record was a Do Not Reeuseitata (BNR)
. sticker, along with a consent for DNR signed by ,E
, Resident #8 on U8/08/14 and signed by the ;
; Physician on 0826714,
¢ 4. Review of Resident #18 record revesied the
: facility admitted the resident on 61711713 with
+ dlagnoses which included Unspecifisd Peripheral
‘ t Vaseular Disease and Dementia, Review of
! - Resident #15's medical recard reveaied the
! ! Physiclan’s orders for the month of September
' 2014 identified Resident #15 as desiring CPR.
: Review of comprehensive M3 orders for July and
, August 2014 both dentified Resident #15 as a
. DNR., Review of Resident #15's Condition Alert
; Tab further identified Resident #15 pg DR,

; Iterview with RN #1 on 0812714 ot 28 AM
s reveaied Rasident #16 went to hospital as a DR,
v and the nurse that did his/her readmit out CPR,

i RN #1 revesled ¥ & resident was readmilted, she
s would call and verify code status, although she

! was not sure what the paolicy was. RN #1 wenton |
! o reveal she would foek in the front of the chart
10 the Condition Tab Alert o determine = ;
! . resident’s code status. RN #1 revealed she was

i

3« The Director of Nursing/Assistant Director
iof Nursing and/or Nursing Unit
‘Managers/Supervisors will re~edurate Licensed
iNuPsas on advanes directives on or befors :
iOctober 20, This re-educaton will include
freview of physidan orders for g DNR or CBPR .
{eode statug, and Kentucky Emergency Medical :
"Sarvices DNR form and care plan revigion Jf i
!indicated, The Director of Nursing and or the
! Assistant Dirsctor of Nursing will adminlster o
} post test to determine competency,

4. Code status compliance audits to ensurs
code status and care pian mateh will be
 completed by the Diractor of Nursing,

! Asdlstant Director of Nurging, Unit Managers,
andfor Nursing Supervisors two times weekly
on 5 charts fur 4 weeks then one tme waekly
on B charts for B weeks, Any aress of concern
wili be corracted when identified, The resuits
of the audlt will be submitted to the

I Performance Improvement Committes

: consisting of Administrator, Ditector of
Nursing, Activity Director, Housskeaping
Directar, Health Information Manager
Coordinator, MDS Coordinator, Social Services,
Food Service Manager, Business Office
Manager, and Maintenance Director, by the :
Director of Nursing monthly for 3 months for
further review and recommendation. :

i

510/21;14

5. Complation date: 10/21/714
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F 158 Continved From page 4 F 155:

" not sure who was responsible for updating the

' condition aler page, although she assumed it

| was updated when there was 5 charge of code
| status, and the nurse who documented changes
, would be responsible.

e e

5. Record review revaated Residert #18 was !
s admited to the facility on 05/26/14 with diagnoses |
+ which included Chronic Kidney Disease Stage M, !
i Bactaremia, and Other Peripharal Vascular :
‘ Disease. Review of Resicent #) s medica! ,
Frecord revested the Condition Tab Atert ientified
' Resident #18 as a DNR. Review of the Kentucky
' Emergency Medical Senvices Do Not Resuscitate
" (DNR) Order, dated 05/29/14 and signed by the

. residents POA, revealed only one witness signed ¢

. tha form,

 Interview with the DON an 08/11/14 at 592 PM _
; fevealad as the form was not withessad by two
 Pecple, EMTs would be obligated to attermnpt

s resuscitation. The DON went on to reveal farms
 gel checked upon admission by the admission

i turse. Further, the DON revealed if any changes
; tome abowt, an ordet is written, and the naxt day i
i the order is reviewed in clinical meeling. The

i DON revesiled the charts were chacked by unit

1 MANAGErs and/or nurse managers for Competion

+ the: day after admisaion.

| Hnterview, on 09/12/14 at 1185 AM, with Unit
i t Manager #1 revealed the nurses were
f

tresponsible for changing the Code Siatys, ;
 checking over Care Plans, and making changes
 ‘mmediately. If the Code Status on the Care Plan
[ was not comact and didn't match the Advanced
f Direstives the Unit Manager were to make the

i "changes on the Care Plan.
H
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; Interverrion; & significant change in the residents

! aavim SUMMARY STATEMENT OF DEFICIENIES ; ' i N FROVIDER'S PLAN OF QORRECTION B i ;
| preFy (EACH DEFICIENGY MUST B& PRECEDED BY FylL {OPREFX {EACH CORRECTIVE ACTION SHOULD BE ¢ comPlpnon |
TAG 1 REGULATORY OR LSC IDENTIFYING INFORMATICN) PooTAG T GROSS-REFERENCED 10 THE APPROPRIATE ;o DATE

; i ! DEFIIENGY) :
F 157 Continued From page 5 ; F {5871
F 1871 483.10(5)(11) NOTIFY OF CHANGES : F g7
§3=0! (INJURY/DECLINE/ROOM, ETC) : ;
H ; ;
' Ataciiity must immediately inform the resident, . i
i . : ; - . t
. consult with the resident's goyeiciar and if . i {
. known, nofify the resident's iegai reprasentative
. OF an inferested family member when thera is an ’
; accident involving tha resident whish restits in :
i Injury and has the potential for refiuifing physician : i
'F157 :

; physical, mental, or psychosocial status (e, a

i deterioration in health, mental, of psychosonizl

¢ status in elther lifs thraatening conditions or
Felinfeal sumplivations); a need o ater treatment
tsignificantly (ie., a need to disooniinue an ;
! existing form of treatrment due fo advarse ;
| CONSLQUENCES, or fo comimence a new form of
 treatment); or a decision to transfer or discharge |
. the regident from the: facillly as specifiad in !

4 §483.12(a).

; The faciity must also prompty notify the resident |
. and,  known, the residents tegal representative -
 or interested family member when thera iz a

« whange in room or roommate assignment ag

i Specified in §483.18(s)(2): or g change in
 fesident rights under Faderal or State w or

y regulations as specified in paragraph (BY1)of !
i this sacfion,

b

: Tha facility must record and periodically update
i the address and phane number of the resident's
J Hegal representative or interested fainily member,

H

This REQUIREMENT s not met as evidencad
by i
| Based on interview and record review, it was
L ; determined the facifity faifed to inform the rasident

|
|

"1, Resident #12 Power of Attomey was
! notified September 10, 2014 ragarding ,‘
resident #12 recantly attended dermatological [
appoirtrment. :

2. Thie Director of Nursing/Assdstant Director :

of Nursing and or Nursing Unit ;
Managers/Supenvigors using October .

sppointment calendar will call Power of ;

Attorneys to verlfy that the POAs are aware of f
he scheduled appointments on or before ; !
10/2G/14,

3. Diractor of Mursing/Assishant Bivrector of
Nursing and/or Nursing Unit
Maragers/Supervisors will re-educate Licensed ;
Nurses on notification of the residents’ legal :
representative of any change in condition o ; {
include appointrients and documentation of ;
the natffication using & post fest for

competency on or before October 20, 2014,

e .

H
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1 AR SUMMARY BTATEMENT OF DEFICIENCGIES ) ‘ : .
§ PREF( (EACH DEFICIENCY IAUST 8€ PRECEDED B FuL, | eribx | {Ej‘gﬁgg?gg_‘ﬁg;?g OF CORRECTION [
& EGULATORY OR LG IDENTIFYING INFORMATIOHN) . oTaa | CROSS REFtotr a;m_ ?g?gg@ﬁﬁ& iﬁ . cc-mg;,_-zgum
| i . DEFICIENGY) R '
. ! ; . _ : ;
? F 167, Continued From pags 6§ ) : e 15?; ;
f or tha? resident's legal representative of an '
; appaintment for ane (1) of ninefeen {18) sarmpied !
i residents (Resident #12). Resident #12 hada =
' dematmegim! appointment on 09/04/14 for
, Which Resident #12 and Resident #12's poA ; g
; were not informed. i : :
! The findings inciude: ; ; “
. : 4. Director of Nursing/Assistant Director of
i Rac?rd review revealed Resident #12 was ! Nursing and for Nursing Unit : [
; ad{n?tted to the faciiity on 02/00/10 with disgrosas . Managars/Supervisors will call fiva residents’ ;
H it i 3 ; . N o eRns ja .
peh ncluded Chronie Atway Obstruoton NEG, | P04 Tom e sppomiment caor ek
‘ iﬂaf!fﬁ_\lﬁ:rsfiatggn, and Dépfesﬂ;% Disorder NEC. fthaé they have been rzftoﬁﬁd and then 'tf:rae“ :
fi Mn? amug E‘fsesgacg Resident #1 Z iha Quafteréy 5 resideagﬁ’ POA from the appeintment ralendar
X | mum Dala Set fMﬁS}_da{eﬁ 08/12/14, asan " per week for four wesks, and then one
; BrRven (1) outof ﬁftéa‘en (15} on the Erjef ' regident from the appointment calendar per
; iﬂt‘:f:wleyv for Mentat Status (RIMS) indicating the | *wask for four waeks,  Results of the
i resident had moderate cognitive impairmignt. ; ! notification audit will be submittad to
! : i Performance Improvement Committes ; }
! infarview with Resident #12 an 9M0/14 =i B i consisting of Administrator, Director of ;
: ! ok at813 . D . I o / " i
A, rovesld et was o st Wedcescgyat| | Mo Ay e fusarory
: gff{) AN That helsie was ?elng sentautiora ! Coordinator, MDS Courdinator, Soclal Services,
93 ﬁpg}om?mem to have cancer spots ! © Foud Service Manager, Business Office ;
. femoved irom his/her face. Resideni #i2 y | Manager, and Maintenance Director, by the
i revealed halshe had not besn informed : : Diractor of Nursing monthly for 3 months for
! gre?ﬂaus?y of the appointment, and also that { | further review and recommendation, , ,
 hisfer son and Power of Aftorney (FOA) had not i : :
: bean informed of the &ppﬂintmeﬁ{ / : ! 5. Completion date: Gctober 21, 2014 !
Himteview with Resident #12's POA, on 09/12/14 t | : | e |
430 BPM, reveaied the facility falled to inform him . j
 0ne (1) to two (2} weeks ago when Resident #12 ¢
i had an appointment 1o remove Sanceroys P i
I tgrowths. i i i
j , Imterview with the Direstor of Nursing (BCON), on I ,
109/112/14 at 6:12 PM, revealed she racieved 5 | ‘ i
} : report from Resident #12's POA that ke had not ;
i ; been contactad regarding the appointment. The ;

= DB Eei H i, T : '
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/ F 157 Continued From page 7 F 157! ;
+ DON stated anytime they gof an appolitment, : |
they were to contact the primary contact firstto |
; oty them, and second to ses if they capld ge .

. with the resident. The DON revesied thera was ;
: Do policy, it's just the facility's process. The DON : :
 went on to reveal the Transportation Geordingter
i had 1o get trensportation scheduled within 72 i i i l
i hours, and the nurse was responsible for ; i '
s contacting the family. The DON went on to reveal, ;
' sha was not sure why the family wasn't contacter ; ;
Lin this instance. ; :
. Fasz, ;

S8, SAFE/CLEAN/COMFORTABLEMOMELIKE
; ENVIRONMENT

1 The facility must provide g safe, clean,
‘comfortable and homelike environment, aflowing

i !the resident fo use his or har personal belongings

j

I

f to the exten? possible,
| This REQUIREMENT fs not met s svidenced
il b}’
i Basad on ohservation, interview, review of the |
Fracility's policy and faclfity cleaning schedule, &,
Dwas determinsd the facility feiled to provide ;
s clzan, comiortable and homelike etvironment,
; Observation of the dayroem next o the plano
; revealed ne evidence of being cleaned during the |
I i four day survey process; the same dirt and leaves,
J i were observed by the piana. On tour, the fleer in
i room #307 was dirty and the shower room on
! Providence Unit hae missing and crumplad tile, |
fand & brown substance was noted under $e
! shower chair, Additionally the shower room o
; Herltage Unit had a black substance in the grout
 ines of the snower stalf and cracked tiles, On |
1 09/10/14, room 402 had dried fiquid in the

| F252

! 1. Tre floor in the piane reom wes Qeared
! housekeeping staff on September 12, 2014,
! Room 307 was deaned housekesping stsff on

t September 10, 2014 and the missing tile in

the Providence shower room was ordered on
Septermnbar 19, 2014 and will be repfaced on
o before Qetober 20, 2014 by Malntenance
Director, The Providence shower chair was
cleaned and disinfacted on September 9,
2014, by nursing department. The croutin
Heritage shower room tile was desned and
disinfectad on September 3, by housskeephng
departmeant, Heritage shiower room cracked
the wits ordered on September 19 by
Maintenance Diractor and will be replaced on
or bafore October 20 by Mainfenance Director,
Room 413 was cheaned on Saptember 18,
2014 by housekeaping depargment,

e e et

FORM CMS- 3880298 Pravicus Versions Gheciete Event D MGLYH
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r ; doorway and tisgues on the fioor, giving the Joor ‘ }
; (he appearance it had not been cieaned, f : E '

: ; i

: o : :
! The findings include: : i j
: 4

|

|

f , Review of the faciiity's poiicy "Cleaning and
+ Disinfecting” revised date 07/01/14 reveaied ;
! clesning and disinfecting of patient care ffems |
; 2rd environment will be conducted based on risk |
 forinfection; clean tems of af foreign materials ¢
 such as blood, feces, dust or dirt before :
i disinfecting. Further review revealed to clean
' anvironmentsi surfaceg, ficor, walls, furniture :

! . using approved hospits] orade diginfeetant i
L avcording to schedule and as nesded  Infardew

! s with the Housekaeping Director, on 08/06/14 af-
P 8.45 AM, revealad there is no ather policy on

; ! cleaning.

I

i Review of tha facility's policy "7-step Doasily ;
F Washroom Cleaning”, dated 01/01/2000 reveated |
[! the proper mathod to saniize o washroom or

: bathroom in a long-ferm cara faciliy: chenk

; supplies, emply #rash, cust mop floor, chean andg
i sanitize sink and tub, cleanze and sanitizs
eommods, spot clean wails andior partifions
{which includes wiping walls and darmp mop floor,
. Further reviaw reveslod proper cleaning =
 lmchnigus pravents the spread of infaction,

 Review of a work order request cated 07/24/14
Hfor Providence Unit and (772414 for Heritage
; Unit Shower Roems revealed busted tiles; with
{ j remarks to be noted that stated "Looking for
; fles”. Further review of the Capita! lterns Blan for
t Fiseal Year 20158, dated 08/14/14 revealsd a :
. request to replace Shower and resident Bathroom |
 floering without mention of tiles.

i
i
i

2. Administrator, Director of Nursing, ;
! Assistant Director of Nursing, Unit Managers, : ;
! Admissiong Director, Activity Director, ’
! Housekeeping Ditector, Heatth Information

. Marager Coordinztor, MDS Coordinator, Social

. Services, Food Service Manager, Business ‘

Offices Manager, and Payroll/HR Manager, ;

eonducted environmental faclity rounds to :

identity areas for cleaniiness o repair ¢

CONCBIE on or before Qetober 290, 2014,
Areas of concermn idantified wifl be correctad

when found.

educated the Housskeeping Supervisor and
housekeening staff on or before October 20, ;
2014 on the cieaning and disinfacting policy ¢
and procedure. A post test will be complated
to determine campetency, The Director of
Nursing/Assistart Director of Nursing and/or
Nursing Unit Maragers/supervisors will re-
educate nursing staff on the policy and : )
procedure for claaning and disinfecling shower |
chairs. A post teat will be ghven to detarmine |

compatency,

i
{3 The R&g@ai Housekeeping Merager re- ‘ !
|

i :
:

|
|
|

; N
i
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Gbservatiqn, o 0909714 at 9:40 AM, on inifial
. four of Heritage Unit revesled the shower stall in

i the unit bathroom had = black like substance at
i the base and down the grout lime,

Observation of the dayroom next to the plane

| §homfed no evidence of being cleaned during the
s 10Ur day survey process from 09/00/14 through
8N4, the same dirt sand fesves were

1’ observad by the pianc.

Cbservation o inifial tour of Providenca, on
; 0208714 af 10118 AM, revealed the unit shower
. Toom had cracked file at the base of the wall

 where the floor joins the wall and crymbled tls on -

i the shower floar, shower stall had a drisd brown
! hard substance under the shower chair,
' intsrview with Certified Nurses Assistant {ONA)
1 #2, 0n G8/10/14 &t 3:35 PM, reveaied  a resident
rhad a bowsl movemant during a shower it would
: bea Ciﬁ?ﬁﬁed up by the CNA giving the shower and
! if teftin the shower stall it weuld ber an infection
control concern. Furthar interview revealsd the
direpior of Nursing (DONY and Assistant director
! of qusfng (ADON} had recently had an inservice
"o this fssue in the infsction contral meeting, dete
J f unknown, 3

i

Interview with CNA#1 on 08/10/14 at 3:56 Py

; ) trevealed, the CNA giving the shower should clean |

: up the bowel movement and ther el

. housekeeping o disinfect i, Further interview
 fevaaied no bowel movement should be left in the
i shower because it could cause contamination,

; Observaﬁon,_ﬂn 08710114 at 8:00 AM, revealad
: Room 403 with dried black fiquid in the docrway
i and two (Z) white fissue iiks subslances on the

. 4. Adinistrator, Director of Mursing, Activity

+ Brecior, Housskeeping Director, Healih

N s Information Manager Coordinator, MDS

. i Coordinator, Socisl Services, Dietary, Business

i Office Managar, and Maintenance Diractor,

¢ Assstant Director of Nursing, Fayrall/HR

! manager, Nursing Unit Managers o conduct

. an environmental audit daily §mes two weeks

. then Hiree times a wesk for four weeks, then

| bwo times a week for four weelks and then one
i dme o week for 4 wasks, Audlt results will be
b subreitted to the Performance mprovement

' Committes consisting of Administrator,
Director of Nursing, Actvity Director,
Housekeeping Director, Hewdth Information

‘ Manager Coordinator, MDS Coordinator, Social

: . Servites, Food Service Manager, Business

! . Office Manager, and Mainterance Director, ;
monthly for 3 months for further review and \

recommendation,

5. Comnpletion date: October 21, 2014

:
¥
H
£ H
H i

!

|
!
10/21/14 !
|

|
|
|
f

]
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F 252" Continued From pags 16
; floor,
i

Hntervew with the Housekeeping Dirsctor, on

| 0910714 and 09/11/14 a1 6:45 A, revealed they

: sahitized the showers afier a residert had an
‘ faccient, using disinfectant Quat Further
i interview revealed the CNA Fad to hotify
 housekeeping and bowal movemeant should not
 be left, Additional interview revealed

; grout fines and base of the fioor on Heritage Unit

e VR

i Cleaning schedule was supplied Loon request.
: Interview with the Directar of Nursing (DON), on
: DU10M14 514:20 PM, revealad nursing stafl nead

1o clean up bowel movement in the shower room |
s after & resident and then houseksaping should he ;‘

‘cailed to disinfect. F urther interview revesiod
, brown substance should net of been left thars,

Hinterview with the Maintenance Director, on
FOE/08MY at 10020 AlE, revealsd he had rot been

; able to find les to match the existing tles, and hei :

! ; 41 not have documentation fat reflected the
! {fepair of tiles. Further interview ravesied there
[ ; weas 10 poficy for submitting work

i { ordersitequasts.

i ; interview with the Ad miristrator, on 0O/11/14 at
i 435 AM, revealed the SHOWET rooms wets not

' homelike and dig he not hava o time frarme when

; s would be repaired.

F 280, 483.20(d)(3), 453.10(k)(2) RIGHT TO)

§8=0 1 PARTICIPATE PLANNING CARE-REVISE COF
b

! The resident has the fight, unless adjudged

i housekeeping sanitized to keep the germs down,
' She did not know what the black substance in the |

i was, athough stated # should not be there and &

i

F 252, X

!

i
i
i

P

f

¢

F 280

'
M H
! :

s

mM«u_.._m——._..“—m___w
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;

. Incompstent or otherwise found to be :
' Incapacitated under the laws of the Btate, to :
! participate in planning cars and treatment or
' changes in care snd treatment. E

FAcomprebensive care plan must bae deveioped
Pwithin 7 days atfer the compision of the !
, Comprehensive assesament prepared by an

; interdiga,fprinary team, that includes the attending |
i physician, a registered nurse with respongibliity |
for the resident, and ofhér appropriate staff in

; disciplines as determined by the resident's needs,
s and, to the extent practicable, the participation of ;
« the resident, the residents famity or the resident's |
! legal representstive; and penodically reviewed

T and revised Y a team of qualifiog persons after
- 8ach gssossment !

o

i

e,
e S

§

i This REQUIREMENT is not met as eviderced
Yhy: ‘
. Based on interview, record review and review of
 the facility's policy, i was determined the faility

; failed fo ensure the cara plan was reviswed and
! revised for two (2) of nineteen {19} sampled

‘ residents, {Residents #1 and #8). The facifity

; falled to revise Resident #1's care plan affer the

i discontinuation of a Bi-pap machine and failed fo |
 revise Resident 28% care plan when the residenis ;
| "Code Siatus” changed. i

b

e et e

1
T
i
i

e ———— s e

/ ; The findings includs;
f Roview of the facility pelicy titted "Cars Plang® ;;
 With 2 revision date of 01/02/14, revealed the carg

 Plan will include measurable objectives fo mest ;

| F280

1 1. Resident #1's bi-pap machine was

! distontinued from her cara plan Sirector of

. Nursing on September 12, 2014, Resident

. #8'5 care plen was revised by Social Service
on September &, 2014 o include DNR status,

2. Director of Nursing/Assistant Director of
Nursing/Mursihg Unit Managers will ronduct 3
care plan aldit o varify care plans for code
stetuses and bi-pep machines were in place o
or before October 20, 2014. Any aress of
concern witl be carrected upon discovery,

3. Diractor of Nursing/Assistant Director of
. Nurslng and/or Nursing Unit
\ Managers/supervisers fo re-educated Licensed
Murses on care plan policy and procadure to
ensure the care plang reflect response o care
ang changing needs of the resident induding
code status and use of/discontinuation of bi-
pap equipment on or before October 20, 2014,
A post test wiil be given by Direcior of
Nursing/Assistant Director of Nursing and/or
Nursing Unlt Manager/suparvisors to
P determing competency or or October 20,
b4,

i

i

13

{
i

e
et e

e e e e g,

L
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| patient needs and goas, Further revisw revealed |
: ihe‘ comprehensive care nlan is reviewed &nd :
| revised =8 neaded 1o reflect response to care and |
. changing needs and noals, ;

+ 1. Record review revesled Resident #1 was

S admitied to the faciiity on 08/25/14 with disgnoses |

{ which inchuded Neurogenic Biadger, Sleep f

i Apn&ta, Morbid Chasity, Hypertension and :

 Lardiac Dysthythmias. Review of the Physiciar's |
; orders dated 07/28/14 revealed an order to :

i discontinued the Bi-pap maching. However

[ review of Resident #1's Care Plan dated ‘

, UB/27744, with a revision date of 08/20/14

irevegled a goal to BRCOUrRgs resident fo Uilize

Bi-pap machine whils regting In bet! and at night,

: Intarview with the Director of Nursing {DON) ;
§ 09/10/14 21 2,00 PM and 06/12/14 a¢ sg.-sgii}i{fﬂ :
, revealad tha Bi-pap Care Plan should have bean
 (BVised o disconiinue the Bipap. She stated the
i nurse that received the order or the Nurss |
s Manzger was responsible for updating the Care
X Flang,

: 2, Remrd Feview revealed the Roillly admitted

: Resident #8 on 07/31/14 with dizghosas which
 Included Methicillin Resisiant Staphwiccoccus

i Aureus, Damentia, Peripheral Vaseular Disease

i and Myocardial Infarction, Review of the medical

; record revealad 3 “Do Not Resuscifate® {DNR) !
; Sticker, along with a consent for DNR signed by |
 the resident on 08/08/14 and the Physician on

[ 08/28/14. However, review of the Comprehensive |
; Gare Plan, initiated on 08/02/14 revealed fhag |
i ot been revised to inciude the DNR status,
Hinterview, on 08/12/14 at 4
; Minimum Dats Set MBS

110AM, with the
Cooidinator revealed |

]
'
, H

14, Director of Nursing/assistant Director of
IMursing and/or Nursing Unit

| Managers/Suparvisors to review new physician
. orders dally Mon 1o Friday tmes 2 weels to !
; ensure care plans are updated to reflect :
i changes in status including bi-pap/code status

' changes T indicated then two imes a weelk for

§ 4 weeks, then five charts one time & waek for

;B ymeks with corrective action ¥ indicated,

; Audiit results will be submitted to the

: Performanca Improvement Committas,

¢ condsting of Administrator, Director of

i Nursing, Activity Director, Housekesping ;
' Direttor, Health Information Manager !
Coordingter, MDS Coordinator, Soda Servicss,
Fond Service Manager, Businass Office
Manager, and Malntenance Director, by the
Director of Nursing monthly for 3 months for
Further review and recommendation.

5. Complation date: October 21,2054 |

10/21/14

H

Evant 1MoL
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F 280, Continued Erom page 13 . Fasoi
i the process for Care Plag updates was o review | :
: ANy fiaind written notes between quarters, and to j {
- add any new information that nesded fo be |
Fadded. Also, the MDS Coordinator revealed sha :
 looked for any rascived issues and added the : [
! date resolved to the Care Plans, The MDS ,
: Coordinator further reveated the Cars Plans werg | !
i revised by the Un#t Manager and wers reviewed
! by sach discipine, in care conferences andby
: MDS,

srkerviaw, o 08/12/14 at 11.55 AM. BN Unit

t Manager #1 revealed the nurss was responsible

: for changing the Code Status and checking the

. Care Plans 1o make the change immediately, If ‘
i the Code Siatus on the Care Plan was not )

+ changed the Unit Manager make the change fo | : ;
the Care Plan, i : \

|

ettt oo

: Interview with the Adrmin iStraion, on 0941214 st
H12:15 PM, it was the responsibility of the Unit ) _
! Manager o ensure Care Plans WEre ravised, ; ,

F 281 4B220(k)(3)()) SERVIGES PROVIDED MEET F 281,

S5=F , PROFESSIONAL STANDARDS i

H H
¢ The services provided or arranged by the faciiity
! must meet professional standards of Guality. :
f f
2 ' This REQUIREMENT is not met as evidanced . : i
i ; b}": i :
f . Based o observation, infervlew, review of the !
] : Clinical Laboratory fmprovament Amendments f
! P {CLIA) Standard and review of the manyfacturer's | ;
. guidelines for the BD Vacutalner Evacuated Blood i
 Coflection system, it was determinad the facitity |
{ : failed to foilow the professional rscommended

| standards regarding the use of lab:cratory

H
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F 281, Continued From paga 14 : Fagtt j
! specimen containers. During the initis tour of the
* facliity an inspection of the medication room ; ;
! ravealed the storage of expired laboratory i
, specimen contalners. : :
| :
; The findings include: ‘ : ;
i ]
s According to the Clinical laboratory Improvement k ; ; |
f Amendments (CLIA); 36417 493.1252 Standard: ; i f
i Test systems, squiprent, instruments, reagents, , i . i
. material, and supplies. {d) Reagents, solutions, ; |
 cultur2 media. Control materals, calibration : :
| materizls, and other sunplies must not be usad X :
; when they have excesded their expiration date, ; F281
i nave geteriorated, or are of substandard quality, ' 1. All nine expired vaceutainers were properly

disposed of by Director of Nursing on
. Septercber 8, 2034,

e s e,

1 According to the manufactura™s
! recommendations regarding the 8D Vacuiziner

' evacuated Biood Collection system far In Vitro 2, Mursing Unit Managers audited the

rmedication rooms for expired vaccutainers and

' Diagnostic Uss, the laboratory fubss ahould net . : o

; be used after their expiration dats. Tubes expire ; Supplies on September 3, 2{?4‘% Ao athes

, o0 the last day of the month and year indicated, i j areas of concam were identified. : ,

! . r of Nurs! istant Director of i i

; Observation during the initial four of the facility, j ﬁuii‘f;‘ ;qd?!i?;rfrg%?iiﬁ Managers/Nurse

1 00 U9/08/14 &t 3.00 PM, revealed nine (8} expired . Supervisors re-ecucated Licensed Nurses on

1 iaboratory specimen contalrers in the labaratory . the services provided or arranged by the

| contalher storage basket in the Providence Unit , fadliity st meet profassional standards of

s medication room. Two (2) red tubes had an . Quality including checking Vaccutagers s;ar

' expiration cate of 07/44; three (3) red tubes had | e peroce October 20, |

 an expiration date of 04/14; one (1) red tuba had | i g&&m% o o Detobar 20, 2014 j j
[ L e expiraton date of 01/14; one {1} pirk tube had ) ' ’ |

, an exoiration date of D3/14; ane pink (1) had an ¢ J

 had an expiration date of 12/13. ? ;

L AR interview with Unit Supervisor/Registerad

¢ Nurse (RN} #1, on 06/11214 gt 5:20 P4 revealad
Fhat a purse should check the expiration date on | ‘
* a laboratory specimen viai prior to drawing a lsb ;
Facilly I 100504 i continuailon shaat Page {Raf30

! : expiration date of 10/13; and one {1} oresn tube ¢ ; : /
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f F 287 Continued From page 15 F 281,
( ! specimen because it could cause 4 false lab i :
i ; result X
g : i
i An interview with the Director of Nursing (DON), . ;
i on 09/10/14 at 2:30 PM revealed the faciity was ; i
fusing a new laboratory and they brought thelr own ; § i
fsupplies, but sermetimas the faciity did furnish the | ! ?
,i fubes, especially if it was a biood draw from a " 4. Director of Mursing/Assistant Director of
; central fine or Perigheral Intravenous Culanecus ! Nursing/Nursing Unlt Managers/Nurse ;
; Gatheter (PICC) line.  Continued interview _ . Suparisors will audit medication room daily
: fevealed the lab currently sent over the lab ; | tines twe weeks then two times weekly for :
F Epecimen which they needed for rowting la : i four weeks, ihan‘ ona t:_nfie'_per week for t; " t
s diaws every week. He stated it was the policy not ; ; weeks to determine compliance. Audit resulis
o do monthly checks, but to check e lsb tube  will be submitted to the Performance :
;¥ i - T P ‘ ; Umprovement Committes, consisting of ]
i nght_,t’efwe? *}1ey_drew the lab Spéﬂlf:nen. : ; Administrator, Director of Nursing, Activity !
. Continued interview revesied they did not ' ¢ Director, Housekesping Director, Haalth
J ; foutinely check on the lab specimen Sipplies. Me ! . Informatlon Manager Coordinator, MDS ]
 stated they did not do random aud®s of have & ¢ Coordinator, Social Services, Food Service
i fog. i Manasqger, Business Office Maragar, ang f
o ) + Maintenance Director, by the Birector of
HAn Interview with the Laboratory Manager, af Med - + Nureing m?rjthfyrﬁr eiéng;;% for further :
' Lab which the facility used for processing I review and recomi ‘
: laboratory specimens, on 09712714 at 1035 A0, — Completion date: Gotober 21, 2014 {
revealed the expiration date on the vacutainer : o 21/14
, (hlood sample tubes) were specifically o address 51 /21714
i the efficacy of the vacuum of the tube coptalning |
i additives, the sfficacy of labs performed on bloog i
samples in an expired tube would not be affected. | f
' He stated thay checked sampled tubes for ! !
! expiration dates when they arrived at the lsband |
P would digcard the spacinen | the tubes was : i ;
 expired. ;
F2gat !

F 282, 483.2000(3)(l) SERVICES BY QUALIEIED
85=D | PERSONS/IPER CARE PLAN

¢ The gervices provided or arranged by the facility
; must be provided by qualified persons in

! ( accordance with ezch resident's written plan of

|

|
|

|
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| CORFLETION
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i

ref
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DerE

T
i

F 282 Centinued From page 16
PoEre. ’ ;

| This REQUIREMENT is nat met as evidenced
. by

i Based on cbiservation, interview, record reviaw
tand review of the faclli's poficy, # was :
: datemmined the facifity falled to ensure the Cara
! Flan was followed for ana {1} of nineteen (19) :
| sampied residerts, (Resident #1) related o :
: reporting signs and symtoms of a Untinary Tract
Hnfeotion (UT]) to the Physician.

! The findings include; :

|  Review of the facility's poficy {itisd, “Indwelling
s Urinary Cathatar®, dated 06/01/08 revealed to i
fraport abnormal findings fo & norse or
! ptiysician/mid-leveal provider. :

. Review of the facility's policy "Physiciar
snotification”, with a revision dste of 01/62/14
revealed upon identification of a patient with a

! change in condition 4 licersed nurse wil parform
- approprizste clinical vhservation and ofata

. toftsction and repart o Physician,

i
i Record review revealed the facility admifiod

' Resident #1 on 06/25/14 with diagnoses which
- includad Neurogenic Bladder, ;
| Thromacocytapenia, Hyperiension, and Cardiae |
1 Dysrhythroias. Further review revealed Residant

: #1's Care Plan dated 07703114, with & revisipn :
P aate of 08120714, revealed an & care plan created !
or 07428114 for an Indwelling Foley with ;
; Interventions 1o report to the Fhysician promptly if |
; the urine contains ary sediment. bioed, cloudy,
: bddorous material or if the resident has a fever, !
i Further raview of the Progress notes for 0B/03/14 |

F282

! 1, Resident #1's physician re-notified anfj . ;
é nursing documentation completed recarding !

2014,

or before Odober 20, 2014,

- physicizn ratification on Gotober 3, 2014, ;

3. Director of Nursing/Assistant Director of
Mursing and/or Nursing Unit Managers/Nursa
Supervisors re-educsted Licensed Nurses on
ph‘;fgécian notification ouidelines and care plan
oolicy on ar bafore October 20, 2014, A post
test will be given by Director of
Nursirg/Assistant Diractor of Nurging and/or
Nursing Unit Managers/Nursa Supervisors on

2. Director of Nursing/Assistant Director of i
! Rursing/Nursing Unit Manzgers/Nurse .

! Supervisors identified ke residents and

! aseessed for in-dweliing catheter’s patency,

! urine characteristics, and fever including need
o notify physician on or befors October 28,

{
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; ; DEFICIENCYY
! i . 7 ; i
£ ons . L k
2021 Continued From page 17 F2ga:

y leveaied Resident #1 had g temperature of 898
s Farenheit and had no urinary output: howaver,

Hthere was no documenied svidence tha ;
* Physician was notified untif 08/04/14, )

Observation on 08/08/14 at 11:14 AM and 325 |
| PM of Resident #1's Folay catheter revesled dark |
s amber urine in drainage bag. ’

Hnterview with the Unif Manager and the Dirsctor
iof Nu;sing'{‘DDN}, on 0B/12/14 at 10:45 AM,
: revoaied signs indicative of a UTI included
; glevated temperature, dark urine, aftered mental
, Status, abdominal tendemsss, and sedimeant ir
jurine, She sisted If 8 resident had no urinary
s oulput and an elevated emperature, thair
L contar would be a the resident had 5 possibie
i blockage or sediment. Further interview revealed
‘the Physician should have been notified 83 per
! the care pian and documentation should have
! been completed if the Physician was notified,
F 215 483.25(d) NO CATHETER, PREVENT UT!
8=, RESTORE BLADDER ’ i
+ Based on the resident's comprehensive
- assesament, the facility must ensure that 5
' {ﬁ&fﬁ@ni who enfers the facitity without an
: :rac:fweﬂirtg catheler is not catheterized uniess the
 fegldant's clinical condition demonstrates that
s cathelerization was necessary; end a resident |
i who is incontinent of bladdsr receives zpproprisie «
! reatment and sarvicas to Drevent urinary fract
 ifections and to vestore as much normal bladder |
S function ag possible. :

| g‘his REQUIREMENT s not riet as evidenced x
| by: :

i
i

¢

%, Direcior of Nursing/Assisiant Direcsor of
(Rursing and or Nursing Unk
Managers/Supervisors will conduct audit on {
wo residents with in-dwelling catheters once : {
sweelkdy for four weeks, then one resident with ‘

sinedwedling catheter once a week for 8 weeks

+ 1o determine compliance. Audit resutts will he

s submitted Performance Improvemsnt

i Committes, corsisting of Adrministrator,

1 Director of Nursing, Activity Director, ;
Housekeeping Dirgctor, Health Information :

i Manager Coordinator, MDS Coordinator, Social '

i Services, Food Service Manager, Business
Office Manager, and Maintenance Director, by
the Directar of Nursing monthily for 3 months
! for further review and recormimandation, :

i
b5, Completion date: October 21, 2014
i

16,

=
3

el

F3i5 ;

i. Resident #1's catheter changed per

monthiy schedule on September 23, 2014 by
ficensed rurce. Regidert #1 was assesssd by |
i Director of Nursing on Qctober 3, 2014 and

! hasno fever,

H i
H i
l E J
; i
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F 318 Continued From paga 1a
; Sa{sed on observation, interview and rscord
s review, the faclity failed {0 ensure that residents
Linoontinent of bladder received Fppropriate
| catheter care for one (1) of nineteen (18
! ‘safmpfad residents, {Resident #1). The facility
¢ failed to ensure Resident #1's catheter was
, changad monthly as per the Physician's order,

| The findings include:

f Review of the taclity's policy fitted, "indwelling
! Urinary Catheter®, dated 06701 /96 revaaled o
; report abnarmat findings 4o 2 nurse or

» Physiclan/mid-leve! provider.

i Record review revealsd Fesident #1 was

" admitied to the faciity on 06/25/14 with diagroses ;

i

fof Neurcgenic Bladder, Morbid Obesity, ang

; Q?zgiac: Dysrhythmias. Review of the Chuarterly
i Minimum Data Set (MDS) Agsessment, dated
COTIETIY revealed the facilty assessad the

: review of the MDE revealed the Facility assessed
i the resident on the Brief Inlsrview for kentai
Status (BIMS) as a score of fourteen {143 out of
X ;sfiaen (15} indicating the resident ws cognitively
s intact Further review of the record revesied
Rhesnéent #1 was o receive monthly cathater
! changes every month perte ated
0716 o 12{30 AMP laphone order dated

* Record {TAR) for July 2014 revealed on Crizeii4

; the catheter was to be changed, Funher review of |

. the TAR revealed the 25th tlay of July 2014 was
i blocked ouf without a sfgnature noted.

Hnterview with Resident #1, an 09/10/14 at 2:25

; Tesident as having an indwelling catheter. Further

i Review of Residen: #1's Treatment Administration ;

2. Director of Nursing/Assistent Director of

F 315 Mursing and or Nursing Unit
‘?"ianagers/Supervisorg will review all currant
residents with in-dwelling catheter to
determine that in-dwelling catheter were
changer monthly ag per physician order of as
per policy, on or before October 20, 2014,

; i Docurmentation fo be reviewed in the

, iresidents’ dinical record by Biractor of

; fhurging/Assistant Director of Nursing/Mursing

: fUrit Managers/Nurse Supervisors to

determine if any signs/symptoms of infection

' are present on or before October 20, 2014,

2 3. Director of Nursing/Assistant Director of

: i Mursing/Nursing Unit Manaoers/Nurse

: Supervisors re-educate Licensad Nurses 1o the
; i policy of foltowing physiclans orders end the

; i policy and procedures of Urinary catheters o

: *include moenitoring for urinary tract infections,
! repfacng in-dwelling catheters and

! documenting the change on the TAR on or
before Qotober 20, 2004 . A post test will be

! . given by the Director of Nursing and or the

. assistant Director of Mursing to determine
 competency.

4. Director of Nursing/Assistant Director of
Mursing and or Nursing Unit Managers/Nurse
i Supervisors will audit the progress notes and
| TAR of four residents with in~dwalling
catheters once a week for four waeks than
tw resitdents for sight weeks to validate
documsntation of in-dwelling catheter change
and if signs of nfection are present with
i physician nptificetion and on TAR ko detersine
b complianee. Corrective action will be
D compisted ot time of discovery, ‘The results of
! the audit will be submitted o the Pedformance
i Improvement Commitiee consisting of
. Administrator, Director of Nursing, Activity

i

'

P

Blrector, Housekesping Director, Health z

f
;

et o
L S

/ | PM revealed hisfher satheter rad nat been
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j i DEFICIENC TS :
F 315’ Continued From page 19 F Mg; |
. changsd singe | S place h - S :
=y 8 Noe it was placed on 06/26/14 af 2-30 Continued from page 19 : ‘
T ; g ; l
. Interview with Licersed Practical Nurse (LPN) #4, : ; |
, on 09/12/14 at 10:10 AM reveated the Folay ; Enformation Mapager Coordinator, MDS :
, Gathater shouwld have been changed and wasnt, ! Coordinator, Social Services, Food Service ;
; i Manager, Business Office Manager, and
 Interview with: the Director of Nursing ( DON} and g N eintenanca Dtreit o id ﬁzﬁ r?m%mr;(ﬁ“
; Unit Manager from Herftace Uni ) f Nursing manthly for 3 months for further
g age Unit, o 08/12014 5t - ireview and recommendation
 10:45 AM revesled the Foley cat ‘ : ! S
] evesled the Foley catheter should = ;
have been changed on 07/25/44 as ordered by | 5. Completion date: October 21, 2014
, the Physician, ‘ .
[ ) ‘ N s = 10721714
 intervisw with Administrator, on 09/12/14 at 12:15 ¢ :
+ P, revealed his expectation was that staff fofiow | '
i physician orders, ! @ i
. Faoz

L

F 3221 483.25(0)(2) NG TREATMENT/SERVICES - i

gsm; RESTORE BATING SKILLS

! A
i Basad on the comprehensive assessment of &
i resident, the facility must ensure that —

{1} Aresident who has been abls fg eat enotgh
. 8lone or with assistance iz not fad by nase gastric -
; be unless the resident ‘s clinicel condition

; demonstrates that use of a nasc gastric tube was |
i Uhavoidabds; and :
{2) A resident who s fad by g naso-gastic or }
! gastrostomy tube receives the apprapriaie

| reafment and services to prevent aspiration
. preumonia, diarrhea, vomiting, dehydration, s
, metaboiic abnonmalities, and hassl-pharyngsal
; uic;m and fo restore, i possible, normal eating
| SRS,

t
H
§

F322

1. RN#2 was provided reeducation by Director
of Nursing regarding the procedure for
administering medication thrpugh 2 GT onor
before October 20, 2014, Unsampled Resident
A wag assessed by Diractor of Nursing and
had no negative cutcome from the procedure,

2. Director of Nursing/Assistant Director of
Nursing ard/or Nursing Unit Managers/Nurse
suparvisors will observe Licensed Nurses
admnistering enteral medications on or before
October 28, 2014 to determine competancy.
Any identified concerns will be corrected,

FORM CME-2587(02-08) Previous Virsiom Obsolefa

Event 1D MGLVH
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F 322 Continued From paga 20 L Fapn! : l
i : ; !
. This REQUIREMENT is not met as evidenced :
; Based on obisarvations, interview, and review of | i
+ the facility's policy, it was determined the facility ;
: failed to enaure one {1} unsamplad resident i i :
{Unaéajjnpéed Resident A} recaived his medication i3, Director of Nursing/Assistant Director of ,
; adrministered thr ough a Gastronomy tube (GTyin Nurging and/for Nursing Linit Managers/Nurse i
- & professionally recommended manner. i fsupervisors re-educated Licansed Murses on :
{ h H fenteral medication administration procedure :
" The fndi . ; ¢ tan or before October 26, 2014, A post test will : /
' findings include: : fhe givan to determine competency.
: Review of the facility's policy, titfed “Medication 1 £ 4, Diractor of Nursing/Assistant Director of
i Admmlsifaaon: Erteraf, effective date of d ! Nursing and for Nursing Unit Managers/Nurse '
L0014, revision date of 01/20/14, revealed 1 | ! Supervisors will observe two Licensed Nurses
! preparing for the administration of 2 medication | | edministering medication via gastronomy fube
;through the G/T, the nurse shouid preparg agoh t ; wice a week for four weeks ;h_e.n o o
' medication in individuat medicin & Ci}pé messure E_:censeleurses orce a ww% for e:gh_t wagks, ; !
1 liquidd medication as ordered. and » FiE = ! The resuits of the audit witl be submitted to :
L iSsalve i nas orcered, and crush pills and : * the Perfarmance Improvement Committae
3 QISBONE [ medicine cup 'w;’cf} 10-20 millititers (mi) ! P consfeting of Administrator, Director of
i tr:s‘p ws:z.erk !5‘ the mem;atxun is listed as Do Not ‘ £ Nursing, Activity Birector, Houssikeeplng
i Grush,” notify the physician/mid-level provider ko | ! Director, Health Information Manager .
cobtain an alternste order which may includs fouid | ¢ Coordinator, MDS Coordinator, Social Services,
! preparation of medication, ' T { Food Service Manager, Business Office
; i Manager, and Malntenance Director, by the
. . i , N H . 3 b by £ 3 H
; During the: obsarvation of 3 medieation nase, on : Diresctor OF,Nigrsmg m:ont.ziy ?j}r 4 {’?{"’ths for
tg . . Wy ¢ further review and recommendation,
. O8/10/14 &t 1.00 PM, Registared Nurse {(RN3y#2 ! ;
, was obsatved to administer to Unsarnpled i B. Completion date: October 21, 2014
; Resident A, Zanaflex 4.0 milligram frg) ver GrT. ) : :
; RN #1 wag observed to crush the medication and ; ; ;
s administer the crushed medication directly it 4 ? | 072114
: the medication syringe, without dissolving the : {
medication In water or liquid, prior to putling the ) 3
 medication into the syringe, RN #2 then added |
{ water to the syringe and administered the 5 ,
| medication per gravity flow into the G/T. ; ?
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F 322 Continwed From page 21 ;
| AN Tnterview with RN #2, on 0910114 at 1.30 PM, ;
 revealed she was taught in nursing schogl o
: dissolve the crushed medication in water priar fo
i administering thiough a G/T: however, she dig |
t not know why she did not dissolve the madication :
Fin water when admihistering the Zanaflek 4 0 mg .
"o Unsampled Resident A, She tlated she was
" just nervous. i

i

: An interview with Licensed Practical Nurse {LPN)
i #1, 0n 0311714 at 3:650 FPM, revealed whan she
s administered & medication through a G/T , she
Forushied each medication into a separate cup angd |
s added 2 stall amount of warm water o each oup
| Brior to administering the medication through the
' syringe. E

§

i Aninterview with LPN #2, on 0a/11/44 at4:40
FPM, revealsd when she administered a

! medication through a G/T, she crushad the

! medication separately in a cup and digsolved the |
j medication it water, prior to administering the
. medication through the G/T. ‘

| An interview with the Diractor of Nursing (DON),
0N 09710714 at 316 PM revealed it was her :
! expactation that all of the licensed nurses ’
Hfollewed the facility's policy for the administration
" of medication through a G/T and to dissoive the
! crushed medication in water prior to administering
. the medication through the G/T,
323, 483.25(h) FREE OF ACCIDENT ;
88=E | HAZARDS/SUPERVISION/DEVICES ]

i The faciilty must ensure that the resident |
tenvironment remains a8 fee of gocident hazards |
: ag Is possible; and sach resident receives *
: adequate supervision and assistence devioas to

3

FORM OMS-2567(02-98) Previous Versions Obsolete

Buent 10008V 1

Fazility 10 460504

if cantinuation sheet Page 22 of 30




RENERRTER

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

b |

PRINTED: 08682014
FORM ARPROVET

OB NG, 09360357

STATEWENT.OF DEFICIENCIES !{X‘l} PROVIDERISURFLIER/GLIA
P AND PLAN OF CORBEQTION IDENTIFICATION NUMBER:

185265

22 MULTIPLE CONSTRUCTION
A BLILDING

;
El
j B.WING

31 DATE SURvVEYy
COMPLETED

J 08/12/2014 |

NARE OF PROVIDER OR BUPFLER

GRANT CENTER

| STREETAPDRESS. 61Ty STATE 2P COnE
| 201 KINBERLY LANE
; WILLIAMSTOWN, KY 41087

SUMMARY STATEMENT OF DEFIC [ENCIER
(EACH DEFICIENCY MUST RE PRECEDED BY FilL
REGULATORY OR LS80 DENTIFYING HEORMATION

D
PREFIX
TAG

|
|
|
|

3] ! PROVIDER'S PLAN OF CORRELTION
PREFIX (EACH CORRECTIVE ACTION SHOULD RE
Tas i CROES-REFERENCED TO THE ARPROFRATE
CEFCIEROY)

| COMPLETION

Rt

OATE

|
|

i

F 222 Continued From page 22
i prevent accidants.
 This REQUIREMENT is not met a5 svisenced
: by
i Based on obsetvation, interview, review of the
« Materiai Safety Data Sheets {MSDS), Census
tand Condifion and review of the faciiity's policy,
 the Tacility failed to ensure the envirohment
‘remained free of acoident hazards, Observation
. on initial tour revealed the housskeeping closat
i on Herltage Unit was unsecured with Quat
s disinfectant and hand sanitizer in closet, The
- Providence Unit mechanical room next 1o the
' shower room was observed trsesured during
tour, which contained two (2) fuse boxes,

I The: findings incluge:
i Review of the faclity's palicy titled "Storage with
Fa revision date of 11/07/07 revesled Blrage

P areas are iocked when not in operation to prevent !

j unauthorized sceess. Further review revesied

; Information on storage of chemicals can be found

. In the Material Safely Data Sheet {MBDS;

: Review of the facilitv's Census and Condition
vdated 08/09/14 reveslad of the facility's
feixty-thres {83) residenis with Dernentie, five (5}
‘ sampled resident (Residanis W, H#2, H#5,#5, and
x #13) and thirty-one (31) unsempled residents

- could move independently about the Tacily.

i Review of the information provided by the facility
: revealed the thirty-six {36) residents included

i unsampled residents. Review of the information
s provided by the faciity and record review

confimed the Census and Condition information,

: F323

1. The housskesping cleset door and
mechanical room door were Immedistely

i osecured an September 9, 2014 by
housekeeping staff and Maintenance Director.

2. Dirsctor of Nursing/Assistant Dirertor of
Nursing/ Mainterance Dlvector/ Housekesping
: Director audited thet storages doors and

: i miechanical room doors were secursd on
Septernber 9, 2014, No cther doorg were
found to be unsecured.

3. Deparimert Managears/Director of
Nursing/Assistant Director of Nursing and/or

, Nursing Unit Managers/Nurse Supesvisors re-
; i educated the facility staff on the fadllity

‘ storage poficy and procedure and need to
ensure mechanival roam and housekeeping
closet doors remain locked to prevent
uniauthorized access on or before October 20,
2014, A post test will be given to determine

competency.

e

e e,

d
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] F 323 Continued From pade 23 F a23; {
¢ ! B
’  Observation during initial tour, on 00/09/14 &t
. P800 AM, reveaied & Housekeeping closet door
was unsecured. Further observation revealsd the .
. Closet contained ane (1) five (5} liter boitle of i i
| Quat disinfectant and one (1) box of Mediine :
! hand sanitizer gel 4 Admdrfstraton/Department i
) : : Managers/Director of Nursing,/Assistant :
i Review of the MSDS for Quat disinfactant cleanar ! Director of Nursing/Nursing Unit Maragers to :
' concentrate revealed, “may be fatal if swallowsd, | tconduct an environmental audit to ensure ; !
; chemical is 2 corrosive causing eye ang skin ; ! doors are secute, daily times two weeks then : f
» burns and contains athyl alcohed and keep autof | ! thres times & week for four weeks, then twe :
(reach of children™ . | imes a week for four weaks and then me\ ‘ :
!- time a week for g geekﬁjgti{iigﬂ;jﬁ:; 34:{5!%2 I
* Revig%W of the MSDE ‘or Madline alcohal gel hand® ;‘ES&?{Z@E’;? 'Qé;? p;rfrc}efn—aance Improvernent
, Sanitizer revealed, "may be harmiful i swalldwed, ¥ Commitiee consisting of Adminictrator, ;
; GaUses eye iritation and containe ethyl aloohal \ ! Directar of Nutsing, Actvity Director, . ;
; : © Housekeeping Director, Heaith Information k ;
Further observation, on tour on 08/09M4 af G55 Manzgar Coordinator, MDS C;_sgzrcfmatarj Sosial ]
AN, revealed the mechanical ronm door on ; Services, Dietary, Business Office Manager, : |
! Pz‘e%édﬁnre Uinit was unseclred and contained ; and Maintenance manthiy for 3 monthg for f {
i N f ' ' i | further review and recommendation, i
Fwo (2) fuse parel boxes, i ! : i
_ f 5. Completion sdate: October 21, 2014 !
; Interview with Assistant Divecior of Nursing ! : s 10/21/14 i
 (ADON), on 08/08/14 at 8:05 AM revealed the |
: ¥nsecured doors could be & hazard o residents. ; {
Hintervlew with the Housakeeping Supervisor, on | i
F 09/08/14 at 910 AM, revesled the housekeeping
“ closet door should be secured for the safety of : i
' the residents,
: . H # i
 Interview with Mousekeeper #1, on 00/09/14 at ; r
; 10:00 AM, revealed the housekesping closets are i
i I be heked, 2o & resident can not get the ; i
i chemicals.
“interview with Housekeeper #2, on 00/09/14 af '
1 4:00 PM, revealed the housekseping cioset was ]
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F 323 Continued From page 24 P F 33,
, to be locked at all fimes, as & resident vould get | : °
; hoid of chemisals and if the daor was unlocked it
i would be unsafe for the residents. :

RSN

Hnterview with the Health Information Spacialiat,
| on 09/08/14 2t 10:00 AM, reveaied residents did
, ot nesd to be around the mechanical room oo
i and there were two {2} wanderers on this hall,
" Interview with the Maintenance Director, on ; ’ i
, 0908714 at 10:20 AM revealsd he did not krow i :
; there was a policy for securing the mechanioal i ; ;
¢ room deor. Further interview revealed the drought ! ; :
; had caused the doors in the building not to be | : ‘
| secuiing adequately. Additional inferview : ) :
, revealed he randomly chacked doors, but did not ;
- document thess checks. ? ‘
F 3711 48335()) FOOD PROGURE, . F371 :
g8=r ' STORE/PREPARE/SERVE - SAMITARY : § ;

rconsidered satisfactory by Federal, State or local
tavthoritdes; and !
' (2} Store, prepare, distribute and serve foog
| under sanitary conditions

| |
[ ; The fagility must - ; , z
I + (1) Procure: food from sources approved or ’ {
| |

i :
; H

! i
; This REQUIREMENT is not mist as evidenoed ;

; oy !

i Basad on cbservation, interview, and review of ! i

# faciiity's policy, It was datermined the facility failsd | f ; i

fto prepare and store food under sanitary ; ; ; b
 conditions as evidenced by hand sinks with ; ! j

H

: derls, eppearance of dried dust like particies on ! :

H
i H

i

i
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 Non-food contact surfaces, walls and unsafe food
i‘ handling practices. :

@

! The firdings include:
f Review of the Facility Policy filled, "Thermometer |
; Usage", with effective dale D9/01/05 and revision |
i date 04/01/14, revealed thermometers are utilized |
 to measure food temperatures. To acourately |
: fnanitor fond temperatures, thermomeaters must

+ Be properly handied and maintained. ;
i Thermometers are washed, finsed, sanitized and |
L air dried before and after each use to prevent
! cross-contamination. :

; Review of the Facility Polisy tided “Handwashing”, |
| with effective date 07/01/68 and revision date
* 12/14/09 revealed hand washing is performed
. after moving from one task fo another and use of ;
; dizposable gloves does not replace proper hand
. washing.

L

: i
 Review of & Healih Department Inspection, dated |
i 0470314 revealed a score of 88 and a revisit on |
; 040514 with a score of 94, Arese of concern

i noted with no change upon second visit regarding
; non-food contact surfaces had accumulation of
i 301l floors not clean, walls ang cedling were fot |
i clean,
¢ Review of posted Weeksnd Cleaning

! Assignmenis, not dated, revealed Dinner Cooks
| wers responsible for cleaning the prep area table |
i cabinet with pots and pans, the Robo Coupe table
f and behind to make sure food is off the wall, and |
1o weep and mop befors leaving, Posted :
' cleaning assignments furiher revealed Breakfast |
| Looks were responsible for cleaning the steam

i

i

3

t

1

‘F371

#1. The non-food contack surfaces, walls, and
Fhand sink were ceaned en Septermber 9, 2014
“hy dietary staff, The dried gas stove burners;

E microwave, the cook’s table cabinet, robo

Y etipe, can opener, and drawer in food prep

! ares were tleaned on Septamber 9, 2014 by

U dietary staff.

Tha wall behing the sink will be repaired on or
before October 20 by Maintenance Director,

i The pest conkrol company to service ares on

t

ot before October 20, 2014, The dietary staff
was provided re-education on approprists
cleaning of foad thermometer between foods
on ar before October 20, 2014 by Food
Service Manager.

2. Dletlcian on Septermber 24, 2014,
conducted an audit using “Food Safety and
Sanftation Audit” form, b identify any other
cleaniiness and food safety lsaues with
corvective action If indiceted,
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F 371 Gontinued From page 26 L F A,

i
 1alie, shelves undar and over the table next lo j
 the steam tabie, and sweep and mep beforg ’
Hieaving. Finally, review of eleaning assignments
! revealed the Dietary Aide was responsibis for i : :
Paleaning the prep table and ingredient hing ? ;
 Undemeath. The Weekend Cleaning Assignment | ' : f
]

X further noted staff had alf weekend o do the : i - o
. : . . ! ot eleaning and disinfacting food service area i
; G bservation, on 09/08/14 at 9:00 AM, dur ing the i handwashing and glove usage, ard b
m;trg{ Kitahen tour revesled t\{m (2) empty ! i deaning/use of kitchen thermometers on or i
; sanitizer bvc%(ﬁfg i a hanhd sink in fhe dish-room b before Octobar 20, 2014, A post test will be :
) @rea, clear I}FES’[}C and.blue coiored pitchers on an ©ogiven to determine competency, :
ropen rack. Additional obsenvation revealed ‘ ! 4 i e :
‘ above the steam tabie pang, turnad wupside down P 4. Administrator/Food Service X
ity R, o bl ; | ManagerfRegistered Dietician/Department :
i :';“"m drled brown r.dmfmﬁg St‘imﬁ on mei OUtS.'de* : : Managers to audit Ktchen sanitation induding
o Obener on the Geok's Table with thick !( ' handwashing and glove usage and

| tied biack substance at the top and aiong the | thermometer practices to determine

compliance four times a waek across alf meal
service for four weska then thres times a
. week for four wesks, then bwo Hmas a week
t . for four weeks with corrective action upon

oan apener blade, the walls with the appearanice
X of drled food particles and dus: iike martlcles on
; the un-labeled ingredient bine and over the fops

of the spices and seasonings, : i i
! P g i . disrovery. A summary of the audit findings will ;
e . . e e . . be submittad to the Performance ,
3 C?n&@wgtx&ﬂ‘ on 05709114 at 11:30 AM, genera! : Impm\mm}n{ Comyrilttas consisting of :
' Kitchen z::»air during ir;m‘ch service reveaisd soiled ; . Administrator, Director of Nursirig, Activity
: pat hO!dEf n fhe f;‘oukva hang sink, un-labeled . Director, Housekeeping Directar, Health
/ ; mlgrecféem Dz{?s with drfed dust ke particies, _ ¢ Information Manager Coordinator, MDS i
} , mmrcwaye vath appearance of driad food spatters | i Cesmc:iénato_r, Sodial Services, Fooo Service i
 @nd particles, cleaning cioth on table in frontof i Manager, suslf;ess Qfﬂge Ean;g;g,ﬁand_
| emuee and ot rotumed o sartzer ook or || Faes e by eS|
; pgt mtg agtled hneg bin, and gas stave bumers ¢ : review and {eccig{;mt’ﬂdéﬂcn ' '
Fwith dried black substance built up around the f
; burners, ; i 5. Completion date: October 21, 2014 |
 Observation, on 08/09/14 at 11:45 AW, of the | 12/
 fésident funeh tray kne revealed Diet Aide/Cook |
1 dropped the food thenmomeier onto tha floar, . ! ;
! picked the thenmometer up and put it under { ! ‘
 Tunning watter in the hand sink and dried off with a |
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| paper towel. Diet Aide/Cook #1 proceeded as i to f
" put the food thermometer into the ikey on the
| rasident tray line and was stopped by the {

i

| Burveyor.

P interview, on 09/09/14 af 11:45 AM, with Diet

} Aide/Cook #1 revealed she always justwashed
; aff the thermometer with hot water and useda i
| Paper towel o wipe the thermometer. She further !
: fevealed she had not been trainad how fo use the |
Pwines o clean the thermometers. i
i

f QObseivation, on 09/09/14 gt 11.55 AN, revealed
i eight (B) half stear table pans and two (2) fuil

' stearm table pans, from the pot and pan sink,

! stacked together, wet and drinping witls watar

« were placed onto the Gpen reck. Thres (3) flies
P were oheerved flying over the Cook's table and
ilanding on the utensils hanging on the Cook's
'Rack. The Cooks Table Cabinet had the _
 appearance of dried dust [ike food particles in the |
r Opeh cabinet, and the drawer in the prep table,
i and under the Robe Coupe {Food Processor)

' contained dried dust like foad pariicies,

! Observation, on D9/10/44 at 155 PM, of the ‘
; dish-room srea revealed broken wall area around |
+ hand sink, un-fabeled ingredient bins with dust |
Hike particies and five (5} flies noted above the {
| kiichen area, ianding on utensils on Cook's Rack |

; over Chopped letiuce on the eutting board
P unatlended. ;
!
Hnterview, on 08/10/14 51 210 PM, with Diet %

| Aide/Cook #2 reveaied hands should be washed
; betwaen tasks, after using the rastroom,

| preparing mests, changing glovas and handling |
i dirty dishes. The thermomeiar shoutd be cleaned |
F with wipes and had ot been instructed on how to ;

/

FORM CMS-2567(02.55) Previcus Varsiong Obsclets Event 1D MGV

Facsity f0): 100584

i continuation shest Fage 28 of 30




e S s

DEFARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: oo/26m014
FORM APPROVED
VOB ND 08380301

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA ! (X2} MULTIPLE CONSTRUCTION f X3} GATE SURVEY
[ AMD FLAN OF CORREDTION HIENTIFICATION NUMBER: Al o COMPLETED
} BUALDING N
! AN . !
J 1852485 j B owing - L O824 o
STREETADDRESS, CITy, $TATE, 2IF CODE

J MAME OF PROVIDER OF SLFPLIES
) i

201 KIMBERLY LANE

GRANT CENTER i
WILLIAMSTOWN, KY 41087
{4} 402 SUMMARY STATEMENT OF DEFICIENCIES n ! PROVIGER'E BLAN OF CORRELVION ; {xn '
BREFIX . (EACH DEFICIENDY MUST as FRECEDED BY FULL FREFIX ! (EACH CORRECTIVE AC TN SHGINT BE r COMPLETION |
™G REGULATORY OR LSC IDENTIEYING INFORMATIO b TAG CROSE-REFEREMCEL T THE APPROERIATE DaFE

I i DEFCIENCY; ;
p ; : , ;
F 371 Continued From page 28 F 371,

¢ sanitize tha thermometer’ He further revealad the
! deep dleaning was done over the weekend and
‘the cleaning was net documented. Pans should ’
! be air dried before they were put up and if still wet X
; when stacked they reeded to be re-weshed. The
 cleaning elothes should be stored in the sanilizer !
¢ bucket and should be changed four {4) to five {B)
tiimes psr day. ‘
nterview, on 08MD/14 at 2:35 PM, with ;
; Cookilnterim Dietary Managet reveslad hands
F should be washed between new tasks becatise of i
 the possibility of cross contaminatior. The :
 thermometer should be rinsed off under water

, and wipad dry with a paper towel. She futher

i revealed this was how she has always cleaned
i the thermometer. She stated there was no

! documentation of the daily cleaning and she

| BRCOUraged staf to clean ag fhey go. The

y Weekend Cleaning Assignments were posted ;
rand deep cleaning was done on the weekend by
fstaff. There was no docurnentation of the

| clearing that was done on the weekends. There
fcould be contamination i cleaning was not done,
, There should be nic trash or sahitizer buckets In

i the hand sink fo prevent Cross sontamination, Al
: pans should be placed upside down and allowed
o alr dry before they weres stacked, Al cleaning

! cloths should be kept in the sanilizer bueket.

, interview, on 0B/10/14 ot 345 PM, Maintenance
, Director revaaled tha wall by the hand sink had

; been repaired in the past and he needed 1o take
Hthe sink ouf and re-do the whols wall, He furthier
! reveated he did not remember the Cook/interim ¢
' Dietary Manager talking to him about the wall and |
. did not have a work order. ;

H

H
]

| Interview, om 09/11/14 &t 10-30 AN, Diet

P
H

i
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FORMAPPROVED
OMB NO. 0935-030

CENTERS FOR MEDICARE & MEDICAID SERVICES

P H

ETA?"EMEN“}“ OF DEFICIENCIES ;(xn PROVDERSUBPLIERA 14 | ez muLne s CONSTRUSTION {3} DATE sUpveyY |
FAND PLAN OF CORRESTION IDENTEFCATION NIRE D A BUILDNG COMPLFTED i
BUfD ! |

185265 f BLVING _ — | oszznig |

STREEY ADDRESS, Oy, STATE, ZIF Cobe _"

“NAME OF PROVIDER o SUPPLIER

GRANT CENTER

207 KIMEERLY LANE
WILLIAMSTOWN, KY 41p97

R

(Rdi iy, SUMMARY STATEMENT OF DEFICIENGIES
PREFIK (EACH DEFIGIENCY MUST BE PRECEDED BY Flity
TAG EEGULATORY OR L&C IDENTFYING INFORMATION)

i

i ! FROVIDER'E PLAN OF QORREGTISN : £
PRIFXY | (EACH CORRECTIVE ACTION SHOULD BE s COWMPLETION
FAG CROBS-REFERENCED TO THE AFFROFRIATE DATE

i DEFICIENL )

F 371, Continuad From pege 29
| betwean tasks glove changes, after touching

, Should ba cleaned and sanitized with wipes
i between foods.

3

i Interview, 0912114 at 1025 AM, Cool/interim

[ — R

' Aide/Cook #2, revealad hands should be washed ‘

, meats and entering the kitchen. The theymometsr |

H
i

i

i
¢

i Dietary Manager revealed she did not know about

fpest confrol but would contact maintenances man
1o call the past people. She further revasled she
‘ beleved the past control COmMpany was
FECO-Labs,

| Intecview, DO/12/14 at 5:30 PM. with the

; Administrator revealed his expectations of the

: Digtary Department was to gerve nutritious meaals
cand {o follow the poiicies/orocedures for
Foleaniiness. The Coskintering Dietary Manager,
! Adinistrator and the Corporate Managar

: DVeTSEe and wele responsible for the Distary

. Bepartment.

l

o
|

§

i
i

i

i

|
|
};
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PRINTED: t0/0e/m014

DEPARTMENT OF HEALTH AND HUMAN SEEVICES FORM APPROVED
CEMTERS EOR MEDICARE & MEDICAID SERVICES _ i OMB.NO. D938-0301
ETATEMENT OF DEFICIENCIES (K1 PROVIDER/SUPPLIER/ICLIA (A2 MULUTIPLE CONBTROCTION (X8} DATE SURVEY
AND PLAN OF CORRECTION MENTIFICATION NUMBER: A BUILEINE 04 - MAIN BUILDING b7 : CEHAPLFETED
i
. 185265 B WiNG s % 08A0/E 4
NAME OF PROVIDER OR SUPPLIER f STREETADDRESE CITY, 8TATE, 23 000
| 201 KIMBERLY LANE
NT CENTER i , _
GRANT CE2 | WILLIAMSTOWN, KY 41087
M SUMMARY STATEMENT ©F DEFICIENCIES ; FROVIDER'S PIAN OF CORRECTION P
PREFIN (EACH DEFICIENCY MUST BE PRECENED 5Y FULL y PREFIN {EACH GORRESTIVE ACTION SHOULD BE T COMPLEYWON
TG ¢ REGULATORY OR LEC IDENTIFYING INFORMATION TRG CROSS-REFERENCED TO THE APPROFRIATE DATE
; : : DEFICIENGY) ,
K000 INITIAL COMMENTS . Kooo: é
| 2
. CFR: 42 GFR 483.70(a) ; :
, i
. Building: 01 5 ' 5
i ¢ i

i Plan Approval 1986, 1996
s Survey under: 2000 Existing (Short Form} _ :
i Facility type: SNFINF ; ;

§ Type of structure: One (1) story Type V{111} with ;
 partial basement :
{

| Smoke Corepartments. four (4)

| Fire Alarr: Full fire glarm system inataled tn
16386

Sprmkier System: Automatio (dry) sprinkier
= sygtem installed in 1986 ! ;

: Generatar: Type | natural gas instalied in 2007
i A Standard Life Safety Code Survey was initiassd i
and concluded on 0910714, The findings that i
i follow demonstrate noncompliance with Titis 42, | ;
" Caede of Federal Regulations, 483.70 (a) et seq : ?
i {Lifs Safety from Fire). The facility was found not |
+a e In substandial compilance with the
{ Requiraments for Participation for Madicars and
_ Ned;ca{d_
Def‘ iciencies were ciled with the highest ! i
| deficiency identified at "F* level. ; ,
Koag ; NFFA 101 LIFE SAFETY CODE STANDARD : K038, ’
§8=D |
i Exit AUCHSS s aﬁengad 0 thatexits are readily i
: 2t alk j emc& with saction | ; {

PRESENTATVES S!Gi‘;ﬁ\mﬂfi ' ' {X?A
4{ m wz@%ﬁ-éf c?/;’ ‘7/

sient ending wém an asterisk {(* denotes g deficiensy which the institutlan may be axgused from C{‘;t‘f&’“ﬂﬂg providing i is Jet&‘ (f ngg/lh
days

' ELa t

other saﬁeg%in‘g:de sufficient protactian te the patients. (See insfructions.) E"Ace;pt for ursing homes, the findings stated above are dizciosab

Todiowing the date of survey whether or ao! 3 pian of correction s provided, For nurs! ng homes, the above findings and plans of correction are diselosable 14
days fellowing the dale those docurments sre mada availeble lo the f2ailty. I deficlencies are ciled, an approved phan of cormection & regulsfte fo sontinued

program participation,

FORM CMS-2867(02-85) Praviows Versions Obaclets Event ID: MLV  Facuy I 100884 H continuation sheet Fags 1 of 5



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

PRINTED: 10y02/20174
FORM APPROVED
O#B NCL 0838-0351

(X1} PROVIDERFSUPPLIER/CLIA

(%23 MULTIPLE CORSTRUCTION

I (X3) DATE SURVEY

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION RN TIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 g COMPLETED g
| ?
=, CAARE . ’ |
) f 183285 B WING » L uRMOR0tg
NAME OF PROVIDER OR SUSPUER STREET ADDRESS, CITY, STATE, ZiP CODE
2t RLY LANE
GRANT CENTER | WHBE
_ WIL.LIAMSTOWN, KY 41057
a3ty _ SUMMARY STATEMENT OF DEFICIENCIES ; B 5 PROVIDER'S PLAN OF CORRECTION i X5
PRESH {(EACH GEFICIENLY MUST EE FRECEDED BY FULL : o PREFIX (EACH CORRECTIVE ACTION SHOULD BE P COMPLETION
TAG REGULATORY OR LEG DENTIFYIHG INFORMATION) S CRGBS-REFERENCED TO THE AFPROPRIATE BAYE
; DEFICIENGY)

1
1

K O38; Continued From page 1 E
74 1821
!

i

i
|

; THiz STANDARD Iz not met s evidancad by

¢ Basged on observation and interview, the facility

| failed to maintain an exit and exit access in
- accordance with National Fire Protection Agency

' standards. This deficient practice affected one (1) |
; of four (4) smoke compartments, staff and
approx imately seventssn {17) residenis. The

i facility has the capamty for 95 beds with a census | ’
of 83 the day of survey. :

The findings inciude:

 Duting the Life Safety Code tour on 09710714, 5t
: 11:00 AM, with the Director of Mainfenance "
’ {DOM}, & doubls exit door leading from the front |
L entrancy of the facility was observed to have ime |
{:Ff:ﬁayad magnetic locks. There was no signage
P on the doar on how to refease the magnetic doar j
j locks In order to lsave the facility in an erergency
thuzéxow a5 reglined, {

H
'

,ﬁm nierview with the DOM an 09/10/14, 8t 1100
| AM revesled he was aware tha doors requirad
; this type of signage; howaver, he was nol awsre
; how jong the sicnage had besn missing.
: The findings were revealad io the Administrator
. on exit.
!

13

s
K038 BThis Mlan of Correction 5 prepared and

;submitted ag required by law. By submitting
ithis Plan of Corraction, Grant Canter coss
inat admit that the deficency fisted on this
fform exist, nor does the Center admit to any
istatements, findings, facks; or conclusions that
“form the basis for the alleged deficency. The ;
iCanter reserves the rioht & challenge in legal
. and/or reguistory or administrative

| procesdings the deficiency, statemernts, facts,
-8 conciugions that form the basis for the

§ daficierey,”

+
i

K033

! 1. Signage in accordance of NFPA 101 200
pdition 7.2.1.6.1 was placed on door on i
September 15, 2014,

2, Alf like doors In facility were checked for
oroper signage on or before Octabar 20, 2014,

{3, Adminstrator/Corporate Property Manager
- re-educated Maintenance Director on NFPA
14 200 ediion 7.2.1.6.1 A post test was
giveri to determine competency on or before
Qctober 20, 2004,

FORM CMS.2387(02-89) Pravibus Versions Obisoleta Evan 10 MLV
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DEFARTMENT OF HEALTH AND HUMAN SERVICES

R

PRINTED: 10/02/2014
FORM APPROVED
OMEB NO, 0938-0351

GENTERS FOR MEDICARE & MEDQICAID SERVICES
| STATEMENT OF DEFICIENCIES (1) PROVIDEFSUSPLIERICLIA | (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
ANE PLAN OF SORRECTION IDENTIFICATION NUMBER, A BUILDING 01 - BAIN BUILBING o f COMELETHD
¥
185285 RS 1 esrionota
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, ZF CODE
GRANT CENTER 201 KIMBERLY LANE
. WHLTAMSTOWN, KY 41037
Ay BUMMARY STATEMENT OF DEFICIENDIES oo PROVIDER'S PLAN OF CORRECTION I
PREFIX | {EACH DEFICIENCY MUST 88 PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
Tag REGULATORY OR L IBENTIFYING INFORMATIONS poTAG CROSS-REFERENCED T THE APPROPRIATE |, OATE
. ~ g DEFIIENGY) :
38 Cent o 4. Administrator, Director of Nursing, Activi
K 0381 Centinued From page 2 KO3 Elirecior, Hnuaekleepmg Mrector, Hfait'h ¥ :
Qefef::é’!(:e NFDA iOT LBOQ @dlfiDﬁ :Infarmation Manager ngfcﬁﬁamr, MBS i
‘7.2181De laved-Egress Locks. Coordingtor, Social Services, Food Service
| Approved, fisted, delayed-egress locks shail be ;Menager, Business Office Manager, and {
. permittad to be installed on doors serving low and | Maintenance Director, Assistant Director of
Fordinary hazerd contents in bulldings profected iNurging, Payroll/HR Manager, Nursing Unit
| throughout by an approved, supervised automatic | Si?:fcéise:"i S:;ﬁ?;?if:ﬁggegtgn ilféit
: f}:f datection system in _accprdance with nSec*:son i ‘e 3 wesk for four weeks and then ons
£ 9.8, or an approved, supervised automatic f itime a week for 4 weeke. Audit results will be
E?f i‘ﬁ{it;:f qu?@m in aCCOFEiElﬁCE Wilh Qefﬁ' o0 B o ? g I%ﬁbmitﬁed 1o the Parformarnce ]_mprovement :
"and where permitted in Lhapiers 12 through 42, [ Cormmittee consisting of Administrator,
i provided that the following criteria are met.  Director of Nursing, Activity Director,
{z) The doors shall unlock upon actuation of an ! Housekesping Director, Health in{"&{maimn )
" approved, supervised automatic sprinkier system | j Maneger Coordinator, MDS Coordinator, Social
I sccordance with Section 8.7 or upen the ;g@mm* Feod Sarvics Manager, Blsiness J
R . . A i Office Manager, and Maintenance Director :
. actuation of any heat detector or activation of rot i " monthly for 3 menths for further review and ;
| more than two simoke detectors of an approved, ! recammendation. :
. supervised sutomatic fire detection systam in : :
Pacourdancs with Sacton 8.6, , | 5. Completion date: October 21, 2014 !
i {b} The doors shall uniock upon loss of power ;
“controfling the lock or locking mechanisrm, : P 1021714
He) Andreversible process shall release the lock :
. withln 15 seconds upon appi ication of a force o ; ;
fthe relesse device required in 7.2.1.5.4 that shall | : E
i not be reduired to exceed 15 IbF (87 Ny norbe i
" required to be cantinuous) y appited for more than | f
| 3 saconds, The Initfation of ihe release procesas :
: shall activade an audible signal in the vicinity of
‘ t‘ne door, Once the doer lock has been released :
i by the application of force © the relsasing davice,
' " refocking shall be by manual means only. )
| {d) *On e door acigacen‘ i the releass device, ? !
' thera shall he 3 raadily visible, durahle sign in ;
Hetters notjess than 1 i, {2.5 cm} high and not. | \
iesw than 178 in, (0.3 e} in stroke width on a ‘
| contrasting background et reads as follows: ;
! PUSH UNTILALARM SOUNDS i !
- COGR CAN BE OPENED IN 15 SECONDS ;
| Exzeption: Where approved by the authoriy ;
i i

; having jurisdiciion, a delay not exceeding 30
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CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 10/02r5014
FORM ARFROVED
OMB NQ. 0938-0291

fSTATEMENT OF DEFICIENCIES {11y PROVIDER/BUPPLIERICLIA A RULTIPLE CONSTRUCTION X3 DATE SURVEY
TH DIENTIFICATION NU : ; '
AND PLAN OF CORRFOTIEN ISENTIFICATION NLIBER; A BLILDING 81 - MAIN SUILSING i COMPLETEDR
185265 BANG 09/10/2014

MAME OF PROVIDER OR SUPPLIEER

ETREET ADDRESS, CITY, STATE, 2R CODE
01 KIMBERLY LANE

. the Director of Mairdenance {DOM), revealed the |
! faeilify had not been performing fire drils at

j unexpected times and varying conditions on the
" first and thivd shifts as follows:
‘5 Three (3] fire drilis on the first shift from 03/28714
i thru DB/27/14 were conducted between 1:30 PM

GRANT CENTER .
WILLIAMSTOWN, KY 41097
ey il SUMMARY STATEMENT OF DEFICIENCIES D ) FROVIDER'S FLAN OF CORRECTION s
FREFIY | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE : COMPLETION
Al REGULATORY OR LSC IDENTIFYING (NFORMATION) T ¢ CROBS-REFERENCED TO THE APPROPRIATE | DA¥E
i : DEFICIENCY) ;
K 038 | Continued From page 3 | Kopas!
» seconds shall be permitted. ; i
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD 3 K G50
§=K i !
" Fire drills are held st unexpected times under ) :
i varving conditions, at least quartery on each shift, | { K050
" The staff is farniiiar with procedures and is awars 1. Fire crills condueted during fourth qusrter :
i, y . .y s : . . [ i i H [£11 :
.E g at drlii&i‘;ﬂ‘j? p;:} n C}f é“’?‘ab“}mgd mtéme.' e i : beginning In October on or before Qolober 20, '
. Responability for planaing and cenducting drills is £ 2014 will be held at unexpectad times undear ;
| assigned only to competent persons whoare { varying conditiors,
, Qualified to exercise lsadership. Where drills are i :
i conducted batween 8 PR and 8 AM 4 coded ! 2¢ Admlristrator/Comorate Properly Manager
- announcemnent may be used instead of audinle ¢ re-educated Maintenance Director on ;
alamms. 19719 ; ! eanducting fire drills at unexpected times and |
: o : i under varying conditions on or befre Oclaber
5 i L 20, 2014, A post test was given o determine
. i compatancy on or Defore October 20, 2014, - ;
: ¢+ 3. Administrator/ Corporate Property Manager
i This STANDARD s not met as svidenced by ! { audit Are drill docurmentation ence & month to y
. Based on interview and record review, if was ; determilne fire drills are Liaing conducted at E
| determinad the facility fziled to conduct fire drils | | vanra tmes “?"‘d@; A m{:d'*;?“f; f‘“ti
; 1o ensure that staff was prepared Tor responsa o | feonths, Audit resuls wil be submitied to the |
oo dence of § Inder different staffing | i and | ¢ Performance Improvement Commities i
S InG E?I\"ﬂ.,e o ‘E‘E .Un =3 | ! Fert STETHNY 18VEls ana : ¢ consieting of Administrator, Director of
m{‘:ditﬁt_mg to ciude fesmfsﬂi levels of aié;rtness. ¢ Nursing, Activity Mrector, Housekaeping ‘
: Thg fa:iu;e §ffec;:ed all regidents and staffin the i Director, Health Inforretion Manager i
Hacility. The fackity bas the sspecity for §5 bads ! Coordinator, MDS Ceordingtor, Sodal Services,
“with & census of 93 the day of survey. ; Dietary, Business Cffice Manager, and
i : i Maintenance Director, by the Administrator for
“The findin gs include: ! . further revlew and recommendation, ;
a‘
E During the ijf?S;E‘fe%:}i Code survey on 0B/10/14 ' i 4. Completion date: October 21, 2014
pat 1:08 PM a0 infenview and record review with )
iy21/14

i
1
§
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A FET g LT
DEPARTMENT OF HEALTH AN HUMAN SERVICES FORM APPROYED
CENTERS FOR MEDIOARE & MEDICAID SERVICES B NO. 0833-0381
STATEMENT OF DEFICIENCIES {1y PROVIDEF/SUPPLIER/CLIA 2 MULTIPLE CONSTRUCTION T3y DATE SURVEY
AHD PLAN (F CORRECTION LENTIFICATION NUMBER: 4. BUALDING 01 - MAIN BUILDING o4 COMPLETED
185288 5. WING 08/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
v 201 KIMBER
GRANT CENTER UABERLY LANE
WILLIAMSBSTOWN, KY 41097
DD SUMMARY STATEMENT OF DESICIENCIES Foom FROVIDERS PLAN OF CORRECTION v
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE AGTION SHOULD BE L GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION; e | CROSS-REFERENCER TO THE APPROFRISTE DATE
i . DEFICIENGY)
% i i
K050, Cortinusd From page 4 LK OS50
“and 2:05 FM. ;
i i : !
: * i :
: Three (3} fire diills on the third shift from 04/728/14 | f 3
Cthru 771014 wers conducted batween §:00 AM ;
Fand 8:35 AM. ;
. i : :
' The DOM stated he was not awars fire drifls ; ;
i should be condusted at unexpected times and | . ;
. under varying conditions.
{ ! H
H [
¢ The findings were revealed to the Administrator ! ;
o exit. i ! i
i : H :
i : :
: : f
: ; %
i \
|
; f
{ : E
i i
: :
= |
: E !
Evemi 10 MOHNE Fac/ity D 100850 if continustion sheet Page Sof 5
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