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

FRINTED: 02/05/2015
FORM APPROVED
OMB NG. §935-0391

§5=n} HAZARDE/SUPERVISION/DEVICES
The facility must ensure that the resident

i @% Is possible; and each resident receives
adequale supeivision and assistance devices (o
¢ prevent accidents,

; .
. This REQUIREMENT iz not met as evidenced
"hy:

I Based on obgervation, interview and review of

[ resident environment remained free of accident
; hazards, as evidenced by potentially harmful
~parsonal cere products left vnattended and

i unsecured in residents rooms,

"The findings include:
i

; Review of the facility's "Wander

' Resideni/Elopement Risk” revealed thare were
!t eight (8} resldents at risk of wandering and

, entering other residenta’ rooms.

|

i 1. Review of Resident #4's medical record

; revealad the facility admifted the resident on
F02/1111, with' diagnoses which included

| Depressive Disorder and Senile Dermentia with
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F 0001 INITIAL COMMENTS F 000,
i . The preparation and
i A Recertification Survey was initiated on execution of this Plan of :
0¥19/1% and concluded on 01722415, wilh ! ion d ¢
| deficiencies cited at the highsst Scope and . Correction does no
: Severity of an "E*. N constitute an admission or
F 323 483.26(h) FREE OF ACCIDENT E 323‘? _ a'gf_eement by the provider of

! environment remains as free of accident hazards

; the: Jacilily's Malerial Safely Dala Sheets (MSDS),
it was determined the faciiity failed to ensure the

_thé truth of the facts alleged
“or conclusions set forth in
o * the Statement or Deficiency.
| ~ This Plan of Correction i3

prepared and executed -
solely because it is required
by Federal and State Lm%.r.

i

F323

The materials identifled in
Resident #4's room, Resident
' #10's room, and Unsanipled
Resident A's room weré
removed or securely stored
by staffon 1.22-15,

Lo On 1-23-15 all potentially

: hazardous iterns such ds skin
cream or deodorant were
removed or securely stored
in each resident room by

H
b
|
'; 3
nursing staff members and
i ) i

Qa

LABORATORY DIRECTOR'S OR PROJDERISURPLIER R RESENTATIVE'S SIGMATURE ) . YT
- Admin, 7 e r

BTy

i&ncy slatement endiog with en asterlek (') dennles 4 deliciency viieh

the instiution may\bﬁgﬁwaad from coirecting providing it is determined (hat

alhgr safegrards provide sufficient prolactlon to the palienis. {See inslructions,) Excapt far aursing homes, [he findlngs staled shove are disclosable 90 days
foltowing !b_e n_:l_ale of survey whether of nol & plan of comreetion is provided, For fmlrsing homes, the above findings and plans of comection ase dlsclosabin 14
- days following the date thase documenis ane made available 1o the facfity. I deficiencies are clied, an approved plan of comectfon is requlsie o conlinugg

program participation.
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F 323 ; Continued From page 1
; Disturbance of Mood/Behavior. Review of the

| daled 12/07/17 revealed Ihe facility assessed
: Residenl #4, as being saverely cognilively
impaired

- four (4) ounce (oz) bottle of McKesson
" Anti-Persian Deodorant Spray on the bedside
| table.

" Review of lhe MSDS for lhe McKesson
* Anti-Perslan Deodorant Spray revealed the
¢ praduct (o be an ingestion hazard, requiring
, medical help or contact with & Poisen Control
' Center Immedialely if ingested. Per the MSDS,

« reach of children.

‘ Interview with Registered Nurse (RN) #1 on
P Q12215 a1 915 AM, revealed the McKesson
_Anii-Persian Deodorant Spray should have been
“keptin a drawer. Per interview, the danger with
i the decdorant spray being feft out in viaw was a

fingest it

. 2. Review of the madical record revealed the

facility admitled Resident #10 on 08/15/13, with

; diagnosis which included Alzhsimer's Dementia,

. Anxiely, Deprassion and Hearing Loss. Review

* of the Quarterly MDS Assessment dated

| 12020114, revealed the facility assessed the
reefdent as being severaly inpaired cognitively.

Observanon on 01/19/15 at 11:00 AM, revesied & | ‘
centames’ of Magic Butt Cream (a skin pratectant
f cream) on Restdent #10's bed side table with a

+ label stating o apply to the Stage il Pressure

" Quarterly Minimum Data Set (MDS) Assessment

C)bszﬁwatsen on D1/19/M5 at 12:18 PM, revealed & |

! a5 a precaution the product shoufd be kepl out of

. confused resident could potentially access it and -

F 323
' F 323 Continued

the Housekeeping
Supervisor.

In-services were initiated on
1-30-15 and were concluded

. on 2-6-15 by the Director of

f Nursing and the Assistanft

§ Director of Nursing for a

' nursing staff. The educa;tém

included proper storage 4:

and/or disposal of potentially

hazardous items to include

but not limited to skin cream

and deodorant, This c;) a/}" ’g

education for nursing staff

will be included in new

employee orientation aﬁd

will be repeated quarterly for

1 year and then ao less ﬁhan

annually. |

The Housekeeplng
Supervisor met with each of
her staff members 1 mnf‘.ﬁ to
educate them regarding
identifying and proper

FORM CM5-25687(02-09} Pravious Vierslons Obisofele Event I QL0
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F 323’ Conlinued From page 2 , F 323;
FUlcer on the residents left buttock and cover W|th * e .
; dry dressing BID (twice daily). F 323 Continued
 Review of the MSDS for the Magic Bult Crean storage of potentially
i revealed ihe product [o be an ingsstion hazard, hazardous items. This
. requiring Physician notification immedialely. Per - i ;
' the M3DS, the product was also an eye hazard education concluded on 2-
; requiring eyes to be flushed with large amounts of | 12-15. The Housekeeping
waler far ai least fifteen (15} minules if conlact i . N . ‘
| was made. Continued review of the MSDS ) staff will assure afl items are
i revealed if redness or irritstion continued to the properly stored andfor .
. oyes affer coming info contact with the produgt ; ; lati
“the Physiclan should be contacted. dls? osed of while complgting
: their dally cleaning of each
 Interview with State Registered Nursing Assistant ! room. The Housekeeping
(SRNA) #7 on 01/22/15 al 1:55 PM, revealed she | . oy .
t did not apply Lhe Magic Bult Gream on the _‘ Supervisor will in-service her
; resident, and ¢id not know why the cream was on staff on identifying and -
“the resident's bedside table. Per inferview, SRNA, ) ,
#7 was sure if a confused resident opened the storage of hazardous items
s eream and ate the cream it would make the monthly and upon hire for
| resident sick. new employees. Q«)")“I‘Sn
 Interview with Licensed Practical Nurse (LPN) #2 ,
“on 01722715 al 1:58 PM, revealed the Magic Bult To ensure sustained
£ Cream should not be sitting on the bed side table. compliance the Charge Nurse
i Conlinued interview revealed she did not do the il mak ds 2 ti f
“resident's ireatment, the Treatment Nurse did. : : will maxe rounds ;me; per
- She further stated a confused resident might pick - : day for 2 weeks and the Unit
: the Magic Bult Cream up and eat i, as i looked : in il mak ;
“like cake icing.  Per interview, if this happened it ! | Coordinators will make ,
i could make (he resident sick. rounds once per day foriz
o ' weeks to audit the
" Interviaw with the L PN #6/Treaiment Nurse, on . !
i 01/22/14 al 2:00 PM, revealed she had not environment to assure 3li
. corpleted Resident #10's trealment for the day. potentially hazardous items
! but she had completed tha treatment on ,
; 01721714, in the evening. She stated thers was are disposed of for stored
- nat an order for the Magic Butl Cream to be kept 4 properly and that all items
Event ID: QJILOT] Facilify 10: 100431 If contineation sheet Page J of 25
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' at bedside. Perinterview, 3 confused resident

¢ caytd pick the Magic Butt Cream up and get it in
 their eyes or eatit. The LPN #/Treatment Nurse |
! gtaled she was not sure what the hazards were;

; however, was sure it would make o resident
"Ingessting the product very sick.

1

3. Review of Unsampled Resident A's medical

" record revealed the facilily admitted the resident

»on 0530413, with diagnosis which included Senfle .
Darmentia, Anxiely, Depression and Cerebral

{ Vascular Accident (CVA).

" Observation on initial tour of the facility on
FOU19415 at 10:15 AN, revealsd a container of

- Magic Butt Cream sitling on Unsampled Resident
‘ A's bed side table which had a label stating the

¢ crgam might ke Kept al bedsige.

"Interview with LPN #4 on 01/19/15 at 10:15 AM,
: reveaied the Magic Bult Cream should not be
sitting out on the tabie however, and should be

i kept in the resident’s bedside lable drawsr.

 Inlerview with the Director of Nursing (DON) on
(01122115 at 4:30 PM, revealed alt medicalions,
-including the Magic Butt Cream, should be keptin ;
' & locked cart unless the order stated to apply ‘
, after gach incontinent episode and the
" medication might be kept at bedside. Per

. interview, if the medication could be kept at
. bedside, then it should be Kept in the bedside
“fable drawer. The DON giated the expeciation
: was for staff to keep all hazardous maleriais
"stored in the proper manner. Further inlerview
i revested if a confused residant acesssad the
. Magic Bult Cream and ate it or got it in thelr eyes
! the product would be harmful {o the resident.

i

;

(%4310 SUNMARY STATEMENT OF DEFICIENCICS ; o FROVIDER'S PLAN OF CORRECTION "5
PREF | (EACH DEFICIENCY MUST BE PREGCEDED BY FuLL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE : COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION] { e CROSS-REFERENCED TO THE APPROPRIATE BATE
) DEFICIERCY)
i _ i :
F 323 Conlinued From page 3 , F 323

F 323 Continued

are labeled with each
resident name and stored
appropriately. Any
noncompliance will be
corrected immediately and
the Director of Nursing will
be notified. Afterthe 2 .
weeks, rounds will be méde
weekly by the Charge Nu:rse
or Unit Coordinater. Thei
Housekeeping Supervisor wil]
do an audit each month fo
assure that potentially
hazardous items are aéﬂ”/{
disposed of or properly
stored and that personal
items are labeled with edch
resident name and stored

properiy.

The Director of Nursing yﬁriIE
report the findings of the
daily, weekly, and mont[*itly
rounds/audits to the Saf}aty
Committee each month and

i continuation shesl Page 4 of 25
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F 373 Continued

to the Quality Assurance
Committee each quarter.
These audits will be an
ongoing practice untli the
Quality Assurance
Committee deems
otherwise,

TS

Completion Date 2-26-15
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F 371, Continued From page 4 fOFRavt ;
F 371 483.35()) FOOD PROCURE, F 371 F37%

85=p ; STORE/PREPARE/SERVE - SANITARY

! The facilily must -
{1) Procure fond from sources approved or

authorities; and
: {2} Slore, prepare, distribute and serve food
“under sanilary condilions

i

oy,

. Based on observation, interview, review of the

HHacility's policy and lhe Food and Drug

. Administration's (FDA's) Food Code 2013, it was

! determined the facility failed to siore and :

_distribute food under sanitary conditions for two

(2 tacility unlts, as avidenced by observalions of :

. the nourishment refrigerators on the Pink and

! Blue Unit contained unlabeled, undated and
expired foods food iflems. '

~The findings include:

Review of the faclity's poliey titled, “Food and ,
i Non-Food Slorage/Refrigerated and Frozen
Storage”, capywriled 20086, revealed all foods
: removed from thelr orlginal containers were to be
“clearly marked with the conlents and dated,
1
* Review of ihe FDA Food Code 2013, revealed
; focd wag to ba "clearly marked” to indicate the
! dale or day by which the foed was to be _
| consumed if prepared on-site. The Food Code |
» nated for commerclally processed food the food -

: considered watisfactory by Federal, State or local

!

. This REQUIREMENT is not met as evidenced |

:
§

The refrigerator on the Pink
Unit was cleaned out by the
Housekeeping Supewisorpn
1-19-15. The refrigerator on
the Blue Unit was cleaned
out by the Housekeeping |
Supervisor on 1-21-15. All
undated, unlabeled and
expired ltems were :
discarded, (;).,3‘
The refrigerators were
checked on 2-13-15 by the
Housekeeping Supervisor to
ensure that all undated,
unlabeled, and expired items
were removed. :

Al Dietary personnel we;re
in-serviced on the :
importance of labeling and
dating all food items onj1-26-
15 and again on 2-11-15 by
the Dietary Manager. This
ethucation will be pmviséed to
new dietary staff during

orientation . i

(s

FORM CMS-2567 (02-80) Provipus Varsions Obselais Evonl 10: QLD
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SUMMARY STATEMENT OF DEFICIENCIES

o
PREFIX {EACH DEFIGIENGY MUST BE SRECEDED BY FULL
TAG REGULATORY QR LSE IDENTIEYING INFORMATION)

i

(] PROMIDERCS PLAN OF CORRECTION
: {EACH CORRECTIVE ALTION SHOULD BE
CROGS-REFERENCGED T3 THE APPROPRIATE

FREFIX
TAG

; DKE)
COMPLETIGH
AR

DEFICIENTY)

F 371 Conlinued From pate 5

by which the food should be consumed or

! discarded. Gontinued review revealed the day
. the original conlainer was opened was to be

* counled as "day 1" and (his date was not to

; exceed fhe manufaciurer’s "use-hy date”.

i 1. Observation, on 01/15/15 al 11,08 AM, of the
s« ilrition refrigerator on the Pink Unil revealed

Fthieen (13) Styrofeam cups comtalning an

i applesauce-like appearance which were nol

1 Eabeled or dated,

iﬁtez'vmw on 09715 at 1111 AM, with Kﬂntucky
! Medication Aide (KIMA) #2 revealed the

. Styrofoam clips contained applesauce and were

" sant to the uhit by the kilchen and were usually

~and lhe KMA thought Lhe cups were sent to the
i unit over the weekend, KMA #2 further revealed

! ensure they were not expired.

: Practical Nurse (LPN} #1/Unit Manager (UM) #1
: refrigeraicr were supposed lo be fabeled and

| awere the applesauce was not dated and stated
the kitchen was reaponsible to put on the date on
"he containers, However, she staled if nurses ;
_had observed the undaled applesauce they '
‘ should have removed the items fiom (he
refrigerator and possible resident use because of -

f safely.

: 2. Qbservation, on 01/21/15 at 2210 PM, of the
i nutrition refrigeralor on the Blue Unit revealed:

; dated. KMA #2 revealed the cups were not daled
_itwas important o include a dale on food ilems lo,

'Interview, on 01/22/15 at 4116 PM. with Licensed
"of the Pink Unit, revealed all items in The autrition

dated. LPN #HUM revealed she had been made |

* should be “clearly marked” at the fime the original |
; cohlainer was opened to indicate the date or day |

F 371 Continued

Compliance regarding
labeling and dating food
items will be monitored by
the Dietary Manager and the
Assistant Dietary Manager on
& daily basis and on a weekly

basis by the Dietician, R0y 0{7’-}{:*

The Director of Nursing and
the Assistant Director of '

Nursing initlated in-services
on 1-30-15 and they were
conciuded on 2-6-15 for all
nursing staff. The education
included the importance of
tabeling and dating any food
item. This education will be
provided to newly hired
nursing staff during '
orientation.

7P to 7A Charge Nurse will
Inspect refrigerators on éeach
unit daily for 2 weeks. Unit
Managers wili inspectfafudit

refrigerators 3 times per
woakfor-2-weeks—

FORR QMSJSE?(DE-QE} Pravicus Vargiony Obsolete Evant 10 QJLOH
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F 371 % Conlinued From page 6 ‘ F 371;

“two (2) cups of pudding daled 0113715, a box of |
i fried chicken and a halffilled container of :
"Wendy's” chili with no dates or names on them.

! Further observation revealad a mason jar

. containing & white milky-like substance.

: Interview, on 01/21/45 at 2:10 PM with LPN

“#2(Unit Manager (UM) of the Blue Unit revealed |

i the night shift nurses were responsible for |
. Gleaning out the unit refiigerator and removing alf : ‘
! expired food tems. LPN #2/UM revealed the 5
; food items dated 01/13/15 were expired and

“should have been removed and discarded. LPN

Fg2iU stated the box with chicken, the chili

_container, and the mason jar with tha white

" milky-like substance were probabily brought in by

. a resident's family member; however, ali the _‘

" containers shoufd have been fabeled with 2 i

i resident’s name and the date. _

| Interview, en 8122115 5t 1:28 PM, with

Regisiered Nurse (RN) #2 revealed night shift
fwag supposed o monitor foed in the putrition
. refrigerators. Per inlerview, food items ware _
' supposed fo be lsheled and daled when fixed and’
i nurses were fo make sure fooud ilems were not
"expired. RN #2 revealed if the food items were
i nol labeled/dated staif were unable to determine
~what the food was, who it belongad {6 and how
i fong it had been in the refrigerator,

Cinterview, on 01/22/15 at 1,58 PM, with the

. Assistant Dietary Manager (ADM) revealed

! nursing monitored the nutntion refrigerators on

. the units, and Informed the kilchan when

| applesauce was needed. The ADM revealed

. when the kitchen dipped the applesauce into the
- cups, lhey were supposed o dale the cups

» before they senl them out to the units. Per

F 371 Continued

Thereafter the 7A-7P Charge
Nurse will be responsible ‘éa
check the refrigerators |
weekly and will remove any
undated, unlabeled or

expired food. Q/}/HSM

The refrigerators will be
audited monthly by the
Safety Commiilee to ensg}re
on going compliance,
Results of the audit will be
reported to the facility
Quality Assurance
Committee no less than |
guarterly. :

FORM CM5-2687(02-98) Previous Varsion Obsoleta Event N GILG1HE Facility iD: 10431
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i
PREFIX
TAG

F 371 ; Continued From page 7
. Interview, the pudding dated 01/13/15 was
expirad and was supposed io have been :
. removed; the fied chicken and mason jar should
i hitve been labeled/dated; and the half container
. of chili was nat supposed to be stored in the
refrigerator.
¢ Interview, on 01/221/5 at 3:38 PM, with the
- Direclor of Nursing (DON) revealed night shift
nurses and the Uhs were responsible for
! meniforing the nulrition refrigerators and undated |
; food items were supposed o be removed, and
replacad as neaded. The DON revealed the
“other food items, the chili, fried chicken, and
i substance in the mason jar, were supposed to
; have been labeled with ihe residenl's name and
whal the food item was, and dated, Per inferview, ,
' if staff had observed the food items, ithey ware ‘
i supposed o have removed ther due to concerns |
. felated to freshness and possible foed borne
' iness.

i

. Interview, on 01/22/14 at 4:04 PM, with lhe
. Administrator revealed the food items in the
fnuttition refrigerators were supposed to be
i labeled and dated. The Administrator revesied
the UMs were responsible for checking the
- refrigerators and making sure food ilems were
i stored correcty. Per interviaw, the LIMs shoufd |
. remove any foods not labeled andfor dated stored
Uin the refrigorators, as there was a potential risk
i far expired foods served to the residents. .
F 411, 483.586{a) ROUTINE/EMERGENCY DENTAL i
8s=£ ' SERVICES IN SNFS ;

|
: The facility must assist residenls in obtaining

* routine and 24-hour emergency dental care,

H i
t

1
i
H
|

F 371,

F411

Resident #3 was seen by;the
OnHealth Care Dentist on 1-
15-14 and had her bottalm
teeth extracted by an orai
surgeon per the
recommendation of the;
Dentist. Dental Services
have been refused by P@A
due to no dental concerfﬂs.
Dental Services will Con’éiﬁue
1o be offered no less th@n
annually,

23

Fatt'

i
1 H

1
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F 411! Continued From page 8

i Afacility must provide or oblain from an oulside

. resource, in accordance with §483.75(h) of this

" part, toutine and emergency dental services to

i meet the needs of each resident; may charge a

. Medicare resident an additional amount for

Yroutine and emergency dental services; must if

i hecessary, assist the resident in making
. appeintments; and by arranging for transportation |
“to and from the dentist's office; and promptly refer’

1 residents with lost or damaged dentures to a

s dentist.

, This REQUIREMENT is not met as evidenced

Thy:

i Based on interview and record review, it was
determined the faciity falled W provide or obtain
from an cutside resource routine dental services
s or annyal inspectian of residents’ oral cavilies for |
signs of diseage or dlagnosis of denlal disease

U for five (5) of ninetasr (19) sampled residents

i (Residents #3. #10, #13, #14, and #16). Record

. feview revealed there was no documented

“evidence these residents had baen seen by a

; dentist for routine annual dental services.,

' The findings includs:

. 1. Review of the medical record revealsd the

* facility admitted Resident #3 on 04/14/11, with

| diagnosis which included Altered Mental Status,
Oropharyngeal Dysphagia and Organic Brain i
Syndrome. Review of the Quarerly MDS .

i Assessmenl dated 12/11/14, revealed the facility
. assessed the resident as havmg severely i
! impaired coonition. Further review of the MOS |

 Assessment revealed the facility assessed !
_ Resldent #3 to have no oral concems or mouth or;

| facial pain, or discomiort or difficutty with )

i

Fafy’ :
: Resident #10 is no longer, &

resident of this facility.

Resident #13 was seen by
the OnHealth Care Dermst on

2-5-15,

: Resident #14 has not been

i seen previously due to POA
refusing service. POA has
now agreed for resident to
be seen by dentist on thg

LN
Resident #16 has not been
seen praviously due to F%GA
refusing service. POA has
now agreed for the resident
ta be seen by dentist ori the
next routine visit. ;

! next routine visit.

Director of Nursing, Assistant
Director of Nursing, and
; Social Services Director;
reviewed each resident,
record by 2-20-15 to ensure
past documentation of;

!

i
3

5'
i
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F 411 : Continued From page 9 , F 414! :
_chewing. F 411 Continued
i H
: Further review (?f the medica! record, revealed no | dental exam In the past y%:ar
' documentedd evidance g Resident #13 had beent | <
: , or proof of refusal by |

. seen by a dentigt for routine dental care and
: gervices since, and no documented evidence of
" refusal of dental services in the past year.

resident or family.

: Our facility has a dental -

' agreement for dental |

-? services and referrals will be
made as needed and at east

: 2. Review of the medical record revealed the

* facllity admitted Resident #30 on 08/15/13, with

; diagnosis which include Alzheimer's Dementia,

" Hypertension (HTN) and Atrial Fibriflation {(A-Fib}.
i Raview of the Quarterly Minimum Data Set

' (MDS) Assessment dated 12/20/14, revealed the E once per year. ! I8
! facifity assessed the resident to have severe : ' FQ"; /}" ]
& cognilive impairment. Furthe‘r'revsew of the MD3 ° MDS Nurses will continue to
i Assessment revealed the facility assessed ; _ ;
: ; complete Section L on the

" Resident #16 to have no oral concemns or mouth

{ or facial pain, or discomfort or difficully with MDS, including an annual

shewing. )

i 9 : ‘ oral exam, and if appropriate
Further review of the medical record, revealed no make referrals for dental

i documenied evidence Residen!{ #10 had been : services to the facility Sdcia!

seen by a dentist for routine dental sare and ) . i
i services since admission to the facility, 1 i Services Director. Social
‘ '* Services Director will follow

| 3. Review of the medical record revealed the s _ .

' facilty admitted Resident #13 on 091313, with | = up with the dental provider

i diagnoses which included Diabetes Type I, ’ to ensure dental consulis
Deprassion, Morbid Obesily, Hypertension and | ' occur if needed and not less

i Anxiety, Review of the Quarterly MDS :
Assessment dated 11716/14, revealed the facilily than annually {¢ meet the
: assessed Resident #13 to have no oral ; needs of each resident. |

' health/dental concerns.

i ; . - ; i
 Further review of the medical record, revealed ng Sacial Services wil! audit

i documented evidence a Reskdent #13 had been i resident recaords of all
' geen by a dentist for routing dental care and ' . .
; services since, and no documented evidence of : residents referved for dental
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i

i

!

}Gn 01M18113.

F 411 Continued From page 10
" refusal of dental services.

. Interview on 01/22/15 al 2:00 PM, with the $SD
“revealed she had maited the consenl to Resident
i #13's Famnlly to sign, but the resident's family did
, not relum the consent.

; interview on 01/22/15 at 2:20 PM, with the

" Direclor of Nursing (DON) revealed she was not
! sure why Resident #13 had net regeived dental

, service, However, it was the SSD responsibility
" to oblain consent for or denial of denta! services.

. 4. Review of Resgident #14's medlcal record
"revealad the facility admitted the resident on
: DU/18713, with diagnosés which included
. Osteoarthritis, Alzheimer's Disease,
s Hypertension, Chionic Facial Neuropathy,
. Ghionic Anxigly State, Gasfrogsophageal Reifux
* Digease apd Chronic Liver Disorder,

Anterview, on 01422/15 at 2:20 PM, with the DON
" revealed there was no record of a dentat
i consuliation for Resident #14 since admission.

'5. Review of the medical record revealed the
: facility admifted Residenl #16 on C5/07/13, with
' diagnosis which inciude Cerebral Vascular
i Accident (CVA), Hypertension and Dementia,
“Review of the Quarterly MDS Assessment dated
} 12/12114, revealed the facility assessed to be
; severely c;ogﬂiﬁvefy impaired. Continued review

_Further review of ihe medical record, revealed no |
: documented evidence a Resident #14 had been
; seen by a dentist for routine dental care and
' services and no documented evidence of refusal
i of dental services since admission o the facifiy

H

I
PREFIX (EACH QORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
GEFICIENDY)
F 411
i F 411 Continued

services to ensure the
referral was made, family

. was notified, the visit was

completed and the plan was

’ followed up on. Assistapﬁt
Director of Nursing will audit
dental services forall

residents once per quarter

: with the Social Services
Director to assure all _.
residents dental needs have
heen met.

The Social Services Director
will report the findings of the
dental visit audit each
quarter to the Quality
Assurance Committee. : The
audits will continue each
quarter 1o ensure sustained

compliance.

RPUIN
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| of the MDS revealed the facility assessed
. Resident #16 {o have no orgl health/dental :

i
L Goncarms. :
1

 Further review of the medical record, revealed no
i dacumenled evidence a Resident #16 had been ;
~seen by a dentist for routine dental care and '

! services since admission to the facility. i
SANHE

Hinterview with Licensed Praclical Nurse (LPN) #3, ;
con 0122115 at 8:50 AM, revealed Resident #16

" apparently had not boer seen by a denlist for

i annual rouling screening as thers was no

" documentation in the medical record 1o indicate

i hesshe had been seen.

Hinferview with the OON, on 0112115 at 930 AM _

cand at 2:31 PM and on 0122415 at 2:20 PM, . :

‘revealed residents were given the choice on : ;

- admission to the facility of whether to have the

facility contracted dentist or their own dentist see

i thean Tor dental care, Per inferview, not all

residents were seen annually; however, if lhey

: needed o see 2 dentist the facility would atrange é

“for that. Further interview revealed it was the : ?

i responsibility of the 35D to provide
documentation of & consent or of a residant or ;

| their family declining dental service,

i Interview on 01/22/18 at 2:00 PM, wilh Lhe SE0
revealed she was responsible for malling
| consents for dental care to residents’ famiies or
responsible pary for their sighature. i
[ :
Interview wilh the Administrator, on 01/22/16at
1 5:00 PM, revealed she wasn't aware of Lhe @ :
regulation stating residents were to receive ’ '
{ annual oral assessments. Continued inferview | :
_revealed the facilly confracted with "OnHealth .
Event 0 QILOH

i
A
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F41 Conlinued From page 17 F 411
* Care” for residents dental care nesds and F 441
| senvices. Fuither interview revealed the facility ‘
did not have a Iracking process in place to assure 1
Fall residents received an annual oral assessment - : :
; by a dentist. : g
F 441" 483,65 INFECTION CONTROL, PREVENT ) Fad1, SRNA #1 was re-educated on
58=0, SPREAD, LINENS hand washing protocols on 1~
 The facility must establish and maintain an 23-15 by the Director of
. Infection Controf Program designed to provide a Nursing.
“safe, sanitary and comfortable environment and :
i to help prevent the developmen{ and {ransmission The Director of Nursing
_of disease and infeciion. : ;
E reviewed the 24 hour repart
: (&) Infection Control Program and MD orders for the 2
' The facility must establish an Infection Control
| Program under whieh it - : weeks prior to and 2 we?ks
(1) Investigates, controls, and prevents infections after the survey to identify ‘7 } S
in the Facility; : ; e -
i ’ . ive Ny
; (2) Decides what procedures, such as isolation, any potential negat a’a
shotild be applied to an individual resident: and , outcomes related to not”
F(3) Maintains 2 record of incidents and corrective | washing hands during meal
. achons related lo infeclions, .
; service. None were noted.
; (b) Preventing Spread of Infecfion This was completed on 2-6-
{1) When the Infection Control Program
. datermines thal a resident needs isolation o 15.
prevent the spread of infection, the facility must )
fisolale the resident. Nursing staff were in- |
A2)The facility must pr_ohub_st campfoyegs with a serviced beginning 1-30-15
communicable disease or infected skin lesions _ hand
; from direct contact wilh residents or their food, if through 2-6-15 on hand
direct contact will transmil the disease, ! washing techniques, and
{3} The faciily must require staff to wash their : ) .
~hands after each direct resident contact for which | protocols '"Clud"’_g dur:}ngl
'hand washing Is indicated by accapled meal service, This education
, professional practice. was presented by the
: : Director of Nursing and the
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1
F 441, Conlinued From page 13
{c) Linens
* Personnel must handle, store, progess and
i transport iinens 50 as ko pravent the spread of
" infection,

i This REQUIREMENT is not mel as evidenced

by

' Based on observatlion, interview, racord review

. and review of (he Taciity's policies, i wes

“determined the facility failed fo mainlain an

! Infection Control Program designed to provide a
| sanitary environment and help prevent polential
" transmission of infeclion and disease for two {2}
i of nineleen sampled residents (Resident #2 and

; Residant #1123,

» Observation during a meal service revealed staff
failed o wash their hands prior Io assisling
. Resident #2 with his/her meal. Additionally,
“observation of Resident #12's room revealed
- personal items, such as, a toolhbrush, wo (2)
- bath basins, two (2) bed pans and an emesis
basm which were bagged but unlabeled, and the
esident had & roommate who shared the
) bathreomf

A Tne findings include:

Rewaw of the facility's poficy tiled. "Hand
FHygiene", revised 11/01/12, revealed the facility

. wsed good hand hygiene praclices 25 a means o |

" prevent the spread of infections,

“1. Review of Resident #2's medical record ;
1 revealed the resident was admilled by the facilily

“on 08/08/1G, wilh dizgnoses which included '
! Senile Dementia, Right Sided Hemiparesis and

F 441

F 441 Continued

Assistant Director of Nursing.
This education will be
provided to all newly hired
nursing staff during 1

orientation

Unit Managers and Charge
Nurses will monitor each !
meal in each dining room:
daily for 2 weeks then Q’ a/]ﬂ}ij
weekly for 2 weeksto ]
observe hand washing
technigue and frequency;
Thereafter the Infection ;
Controi Nurse will monitor
meal service at least weekly
to observe for compliance,

=

The Infection Conirol Nu}‘s&
will complete a competency
review on all SRNA's within
the next quarter and :
annually thereafter to ensure
that each SRNA :
demonstrates competency
with hand washing.
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f ) F 441 Continued
F 441, : Continued From page 14 Fd41: ;
2 Diabetes. Review Resident #2's Comprehensive All newly hired SRNA's will
Care Plan revealed a care plan for the resident lo o
_be at risk for nutritional problems, daled 06/2104, | complete this cormpetency
“which revealed an intervention of siaff assistance ; within 30 days of hire and
1 as peeded to complete meals. : :
' annually thereafter.
| Observation, on 0/20/15 from 8:07 AM 1o 8:41 ; .
: AM, of the dining service in the Anderson dining 3 Results of all meal audits will
‘ room reveaied ohe {1) Slale Registered Nursing by ; irocti
& provi the Director
| Assistant (SRNA) present. Continued P ldﬁd to
~observation revealed al 8:21 AM and again at : of Nursing for review.
| 8:36 AM SRNA#1, after placing some residents’ g infection Control Nurse will ot
- meat trays onio & cart, then assisted a resident ) : _9\/}_1
" with consuming parl of histher meat. Furlher report on SRNA <
f observation reveated SRNA#1 then went o competencies monthly until
Resident #2 and provided meal assistance .
* without washing her hands belween all the {asks. alf are completed. Audits
: ; and competencies will be
“Interview, on 01/22/15 at 1:22 PM, wilh SRNA #1 ity
: : ; { reported to the Quality
i revealed they usuaily had only one (1) staff ' : P Q Y
_person supaivise dining in the Anderson dining Assurance Committee by the
L room after lhe residents’ meal trays were passed. Director of Nursing no less
SRNA#1 slated the residents who ate in “ | ‘
" Anderson were normaly able o eat than quarterly.
; independently, but there were a couple of
residenls who neaded some help at times. Per 2.
i interview, when there were rmuftiple residents in :
the dining reom, and if she was the anly staff Resident #12's toothbrush
: preseni, she was unable {o sif down and assist :
, fesidents. Continued interview revealed as she was labeled on 2-6-15 by the
‘was the only staff perscn in the dining room she | Housekeeping Suparvisor,
: was only abie to offer the lwo (2} residents All bed is b
"observed a few bites at a lime. SRNA #1 ed pans, £mesis basin
 revealed she had hot washed her hands prior to and bath basins in Resident
- assisting the residents with their meals; however, . ' :
_ . . v
{ was supposed o do that because she would nol #12's room were remo fed'
. want lo spread germs. '
f :
- Interview, on 01/22/15 &t 2:30 PM, with SRNA #3
Even) in (Lo Fagidty (0; 100431 i continuation shesl Page 16 of 25
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F 441} Continued From page 15
; revealed she worked in the Anderson dining room
“at times, and they usuaily had only one (1) afde in .
j there during meals lo pick up trays, assist ’
residents who want to leave the table, and assist
i some residents with meals if needed at times.
_Perinterview, she was not always able to wash
- her hands after completing other fasks and
( coming hack to assist a resident wilh histher
meal. SRNA#3 further revealed not washing
- hands was a potentlal risk to spread germs and

cause iliness,

f

Interview, on 01122415 al 1:28 PM, with
‘ Registered Nurse {RN) #2 revealed residents in
. the Anderson dining room were suppased to eat
tindependenlly and just needed tray set up, but
. somelimas a resident had a bad day and might
‘need some meal assisiance, Per interview, aides
. were lo wash their hands o make sure they were
“clean prior lo assisting residents with their meal,

§ M
interviaw, on 01/22/15 at 4:16 PM, with Licensed .

* Practical Nurse (LPN} #1/Unit Manager (UM) '
revealed all residants in the Andersan dining ;

! room were able to eat indeperdenily: howaver, a
couple of residents needed some meal

‘ aaststance at imes.  LPN #1/UM revealed

. because of the potential to spread germs staff

"were supposed to wash their hands prior to

. a5sisling residents with meals.

. Interview, on 01/22/15 at 2:50 PM, with the ‘
* Infection Control Nurse {IGN) revealed staff were |
. fo ensure their hands wara washed prior to
- asslgling resldents In the dining rooms. The ICN
; fevealed by not washing hands there was the risk :
“of germ transmission and cross contamination
i and the polential for #iness for residents.

F441
! F 441 Continued

checked, labeled, and
bagged on 2-13-15 by the!
Housekeeplng Supervisor.

All personal items or suppﬁes
belonging to the residents
such as foothbrushes, bed

é pans, emesis hasins, and !
kath basins were clearly
marked with their name and
properly stored by 2-13-15.
This was completed by the

Housekeepingﬁupervis.c;{;) }%’]’/3

In-services were initiated 1-
3G-15 and concluded 2-6-15
tn cover infection control
procedures and he !
importance of [abeling and
storing resident :
supplies/items appropriately.
This education was r
presented by the Director of
Nursing and the Assiﬁtafm
Director of Nursing, Al
newly hired nursing staff will

i
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Hinterview, on 01722415 at 3:38 PM., with the
: Direclor of Nursing {DON) revealed staff were to

“meals. Per interview, it was an infection conirol
- issue because of polential for the spread of
_germs and infections.

. Interview, on 0172215 at 4:04 PM, with the

i assistance the alde was supposed o wash their
. hands prior to assisting the resident. The

" Administrator further revealed not washing one's
: hands prior {o assisting & resident with hisftier
_mealwas an infection cantrol problem,

- 2. Review of Resident #12's medical record
_revealed the resident was admitted by the facility -
fon 02112013, with diagnoses which included ;
; Depression and Chronic Head Disease. Recor

" reviaw revealed Resident #12 resided in room C7

" bed one (1).

' Observation, on 012115 at 10:08 AM revealed

: Resident #12 was in his/her bathroom brushing

" histher teeth with staff's supervision. Further

i ehaervation of the bathroor in room G7.
_Resident #12's roorn, on 017227156 a1 1,45 PM,
twith SRIMA #5 present revealed thers was: an

; unlabeled loothbrush lying on the bathroom shelf;
" two (2} unfabeled bad pans; one (1) emesis

i basin; and (2) unlabeled hath basins in the

~ bathroom,

- interview, on 0122715 at 1:45 PM, with SRNA 15

“revealed Regident #12's toothbrush was on the
. shelf and was supposed o be Jabeled. However, |
" she slated staff knew il was Resident #12's '
 foothbrush as he/she always placed it on the :
. shelf. Per interview, the bath pans and bed pans

. wash their hands prior to assisting residents with

" Administrator revealed If a resident needed mea!

F 441 ;
F441 Continued

be educated during
orientaticn.

To ensure sustained
compliance the Charge Nurse
will meke rounds 2 timesipar
day for 2 weeks and the Unit
Coordinator will make
rounds once per day for 2 »
weeks to audit the ,_,?"o] ’7")5
environment to assure all
potentially hazardous items
are disposed of or stored
nroperly and that all items
are labeled with each
resident name and stored
appropriately, Any
noncompliznee will be
corrected immediately and
the Director of Nursing will
be notified. After the 2:
weelks, rounds will be riade
weekly by the Charge Nurse
or Unit Coordinator. The
Housekeeping Supervispr will
do an audit each month to

FORM CMS-2567(02-99) Pravicus Versions Chsolste Evam DGO
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F 514 483.78()(1) RES
$5=£ ' RECORDS-COMPLETE/ACCURATE/ACCESSIS |

: LE

" The facility must maintain clinical records on each :
. fesident in accordance with accepled professional
' standards and practices that are complate; '
» accurately documented; readily accessible; and
systematically organized.

. The clinical record must contain sufficient ‘

“irformation o identity the resident: a record of the |

: resident's assessments; the plan of care and ‘
services provided; the resulis of any

: preadmission screening conducled by the State:

; and progress notes.

F514°

Commiitiee each monthland
to the Quality Assurance
Committee each guarker,

These audits will be an
ongoing practice until tfle
Quality Assurance
Committee deems
otherwise.

s

G SUMMARY STATEMENT OF DEFICIENGCIES 0 PROVIDER'S PLAN OF CORRECTION s
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) TaG CROSS-REFERENCED TO THE APPROPRIATE BATE
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F 441 Continued From page 17  Fa41
“were to be labeled with each resident's name. bul * ‘ F 441 Continued
- stafl knew which ones bglonged to Resident #12.
HInterview, on 01/22/15 at 1:50 PM, with LPN #5 assure that potentially
 frevealsd alt resident supplies were supposed to hazardous items are ;
be labeled and bagged. Per interview, she was .
; ! IR, 3 erl
i unsure why Residenl #12°s supplies were not disposed of or are properly
; labeled and it was an infection control issue for stored and that personal;
" Ihamnot o tzah_ LEN#5 revealed she told SRNA . items are labeled with each
1 #6 all the supplizs were o be thrown away and ) f
_new ones provided for sach resident labeled with | resident name and stored
' their name and stored off the floor, as this was an ; rooerly. ~ - 7,« S
- infection control issue. ' property "3 ‘)‘ 1
Interview, on 01/22/15 af 4:30 PM, with the DON The Director of Nursing will
- fevealed resident supplies were to be kept off the reportthe findings of the
.’ gzgébagged and labeled with the resident's daily, weekly, and monthly
E : rounds/audifs to the Safety

FORM CMS-2567(02-99) Pravious Versions Dbsolela Evert 10 OO
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F &14, Conlinued From page 18 F 814,
This REQUIREMENT s not rmet as evidencey i F514 :

by ' =

| Based on interviews and record review ll was | ion related to
determined the facllly falled (o ensure staff Pocumertat

- aceuralely documenled residents’ howel ' resident bowel move ments

| movements (BMs} In (he medical records for four : . for Resident #2, #8, #12 and

’ i 19 [ ’ ! . : :

% ;:;) {;;:s nﬁ%e;gd(#é iarnm&d residents {Residents #13 was reviewed from 141-

; _ : 15 through 1-23-15. Any °

* The findings include: ! period of time greater than
Interview, on 01/22/15 at 4:26 PM, with the esticated b

* Administralor revealed the Tacifily did not have a 3 days was Investigated by

; bolicy on medical record documentation; interviewing nursing

" however. her expeclation was for all residents’ _ - : et |

: madical recorde  be complete and accurately | assistants, the 1der§tnn‘sed |
_documented. residents, and families of

'" - , ified residents to

1. Review of Resident #2's medical record Identifi . :

revealad the resident was admitied by the facility determine if the

i on 09/08/10, with diagnoses which includad ' ; documentation was CQ '3’}'}
_Senlle Dementia, Diabetes, Seizure Disorder and i te. Physical :

* Conslipation. Review of the Quarterly MDS, accurate. Fhys \

. tated 10/258/14, revealed the facility assessed assessments were completed
Resident #2 as being incontinent of bowel. on the resident if there was

' Review of Resident #2's Monthly Physician i no documented BM for three

; orders, for Nwa.mber 2014 and December 2014 _ days prior to 1-23-15. MARS

, revealed the resident was ordered the following ; ‘ tes were :

: routing medications to treal constipation: ; and nurses notes w )

. Bisacodyl (a laxalive medication) two (2) 5 mg : reviewed for appropriate

' tablets at bedfime; Colace {a stool softener) 250 Yion. No noted
; My capsule once daily; Senokot (a laxative ! docuréenta on- ’
“ medication} two (2) 8.6 mg tablets at bed time; negative cutcomes werg
| and Bisacodyl two {2) 5 mg tablets PRN for ; noted related to missing

" congtipation, ; : , "
i Stipation : ; documentation. This was
" Reviaw of the November 2614 and Dacember | g completed by the Director of
: . . ; i i
[ - 2014 MARs for Resident #2 revesled the routing , Nursing on 7-6:15,
Evenl ID: GILOT Faciliy ID: 100434 H continualion sheal Page 19 of 25
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i constipation medications Bisacadyl, Colace. and
. Senokot ware given as ardered,

: Review of Resident #2's Resident Bowel and

| Decembar 2014 revealed the resident had no
, documented evidence of BMs from; 11/25/14

¢ [rom 12/13/14 thwough 12/20/14, an eight (8) day

{ 2014 and Deceraber 2014 MARS revealed

; Residemt #2 only received one (1) PRN daose of
the Bisacodyl two (2) 5 my labiets ordered for

! constipation on 12/18/14 at 16:30 AM.

Interview, on 01722415 at 4:15 PM, with LPN

’ Resident #2's BM records and Nurse's Notes for

- November 2014 and December 2014 and
, revealed the resident had intervais where no BMs -
‘were recorded. Per interview, the Nurse's Noles

i had no nursing assessments noted of Resident
#2's BMs during the periods reviawed, 11/25/14

s through 12406114, and 12713114 thiough 12/20/14.
LPN #1/UM revealed Resident #2 had no

" negalive outcomes refated lo not having a BM

+ during those tmeframe's, and she feft it was

“really a documentation issue.

Interview, on 01/22/15 at 3:38 PM, with the

! Director of Nursing (DON) revealed Resident #2
. had no negative outcome related i no
“documented BMs aver the periods of time

i identified. Per inferview, she felt fike it was a

. matter of slaff not documenting BMs or relaled

' assessments accurately.

| 2. Review of the medical record reveslad the
. facilily admitted Resident #8 on 12/02/11, with

» #1/Unil Manager (UM) revealed she had reviewead

(X4}1p SUHMARY STATEMENT ©F DEFICIENGIES o PROVIBER'S PLAN OF CORRECTION (50
FREFIX | (EAGH DEFICIENCY MUST B PRECEDED BY FULL PREFiX (EACH CCRRECTIVE ACTION SHOULD 8 © COMPLETIGN
TAG REGULATORY (IR LEC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE ARFROPRIATE GATE
DEFICIENGY)
F 514 Conlinued From page 19 F&14

Bladder by Shift charting for November 2014 and "

'mmugh 12/06/14, an eleven (11) day period: and |

_period. However, further review of the Navember

F 514 Continued

Assistant Director of Nursing
reviewed documentation |
related to bowel movements
for all residents on 2-11-15
for the past 10 days. Any "
noted periods of time ovet 3
days between documented
bowe! movements were
investigated by interviewing
nursing assistants, residents,
and if necessary resident
families. Physical :
assessments were compléted
on any resident noted 1o hot
have a BM for 3 days prior to .

2-11-15, c;)-c;}/]"fb-

Licensed Nurses will be re-
educated on the facility |
program for monitoring a
resident howel movements
and managing residents with
constipation on 2-17-15 and
2-26-15.

FORM CMB-2667(02-99) Previeus Varsions Obsdleie Event I QLGN
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F 514 Continued From page 20 -~ F514
twilh diggnoses which inciuded Demenlia, history .
. F 514 Continued

: of Cerebrovascular Accident (CVA} with

L eft-Sided Hemiplagia {paralysis of one side of
' ihe body), Anxiety, Depression, Bipolar and
: Diabeles Type il. Review of the Quarterly
" Minimum Data Set (MDS) Assessment dated ;
: 11130414, revealed the facilily assessed Resident
. #8 o have a Brief Interview for Mental Status
FLBIMS)Y seore of fifteen (15) which indicated the
: resident was cognilively intacl,

| Review of the January 2015 monthly Physician's

; Orders revesled Resident #8 had Docugale

" Sodium (a stool softener) 100 milligrarms {mgas)
fone (1) every other day; Bisacodyl supposileries

(2 laxalive medication) 10 mgs cne (1)

" sUppositary once daily as needed (PRN} for ;
: constipalion; and Mirsiax 17 grams (gms) in four

. {4) to eight (B) ounces (oz) of liquid ance daily
' PRN conslipation,

" Review of Resident #8's Bowel and Bladder by

i Shift charting revealed no documented evidence
he resident had 2 BM from the dates of 0110715,
! first shift through 011415, first shift, a four {4)

- day period.

: However, review of Resident #8's January 2018,

, Medication Administration Record {(MAR)
revealed no documented evidence Resldent #3

. received the PRN bowel medications as ordered

"for constipation.

3. Review of Resident #12's medical record

! revealed the facilify admitled the resident on

: 02/12M3, with diagnoses which included

" Hypertension, Depression, Chronic Heart

- Disease. and a History of Canstipation. Review
~of the Annual MDS, dated 11/10/14, revealed the -

This education will include
the procedure to check the
resident bowel movement by
shift report, the use of
appropriate laxatives, and
the physical assessment of

f the abdomen. This ‘

' education was provided by

; the Director of Nursing and

the Assistant Director of -
Nursing. Newly hived nurses
will receive this education
during orientation. ‘Q ’é; /7,.}7;
Nursing Assistants were r?n

. educated on the importaﬁce

of documenting resident

' bowel movements in Care
Tracker and a reminder tq;
document bowel movements
for residents that are
continent also. This will be
completed on 2-17-15 and 2-

; 26-15 by the Director of |

f Nursing and the Assistant

YA

Director of Nursing.
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F5i4 5 Conlinued From page 21 F Siéf
 resident was assessed as being occasionally ’ F 514 Continued
“incontinent of bowsl,
 Review of Resident #12's Oclober 2014 and Newly hired nursing ;
* December 2014 Monthly Physician Orders assistants will be educated
: revesled the resident had PRN medications ‘
; ofdered to treat constipation: Milk of Magnesia 30 : on Caretraci«ter '
 milliiters (mf) once daily, angd Bisacouyl 10 mg documentation during
F suppository onge daily. arientation.
Review of Resident #12°'s Resident Bowef and ) ) . ¢
' Bladder by Shift charting for October 2014 and The Asslstant Director of
: December 2014 ravealed Residen! #12 had no Nursing will be responsible
~ BMs recorded from: 10/26/14 through 10/30/14, a . :
' four (4) day period; and from 12/26/44 through to check that staff nurses are
; 12729714, a three (3} day period. running and following up on
G 5 : howel movement report
+ Review of the October 2014 and December 2014 th? ow p
- MAR and Nurse's Notes no documented daily for 2 weeks then will
evidence the PR Milk of Magnesia or Bisacody! check 3 times per week for
' wag administered in those months, Review of the . h th ﬂhlk
; Nurse's Notes revealed ne documented evidence one month then will chet
~of assessment! of Resident #12's bowels or BMs the documentation for a‘m*‘“i
noted. follow up weekly. The .
*Continued interview, on 01/22/15 at 2:15 PM and - Assistant Director of Nursing
i at 3:38 PM, with the DON reveaied Resident ' ; :
. il complete a program
, #12's BMs or related assessments were not : v ) P Rrog
* accurately documented over the periods of no BM ; audit monthly for 3 months
 identified on the repots, Per interview, Resident ! ; then quarterly. |
#12 had no hegative oulcome refated o the lack ' :
tof documented BMs over the periods identified, . il
. and she again felt i was 2 malter of staff not The Director mi Nursing wil
" documenting BMs and related assessmants : report the findings of the
L aceurately. audits to the Quality
'4. Review of the medical record revealed the |
{ facility admitted Resident #13 cn 08413/13, with ;
. diagnoses which included Diabeles Type I, ‘ :
Event i QULINY Faciity ID 100431 i continuetion sheel Page 22 of 25
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F 5147 Continued From page 22
' Depression, Morbid Obesily, Hypertension and
t Anxiety. During an ebservation of Resident #13
i and inferview with the resident on 0172241 5, al
. 11:00 AM, revealed the resident was aled and
_oriented {o perscn. place. time, and able to
! answer quastions.

; Review of the menthiy Phiysician's Ordars daled
. Novernber 2014 apd December 2014, revealed

“Resident #13 had an order for Milk of Magnesia
¢ {a laxalive medication) 400 mgs once daily PRN
 for consdpation.

' Review of Residen{ #13's Bows) and Bladder by

! Shift charling revealed no documented evidence ,
; the resident had a BM from the daies of 11/26/14, |
, third shift through 12/04/14, third shift, a seven {7
" day period. :

- The Surveyor requested the November 20414 and
December 2014 MARS for Resident #13; however
“ staff was unable to provide the MARs for ;
: Resident #13.

Interview, on 01/20/15 at 10:00 AM, with State

' Regislerad Nursing Assistant (SRNA) #3,
 revealed SRNA'S recorded resigents’ bowel and
" bladder results on their report shest daily, then
eniered the dala in the facility's electronic

¢ Gompuler system. Continued interview revealed
. the nurses pulled the record off the computer

' system daily and regorted if a resident did not

t have a BM grealer than three {3) days.

“Interview, on 01/22/15 at 1:25 PM, with Licensed
f Praciical Nurse (LPN) #3, revealed if a resident

: did not have BMs after six (6) shifts, nurses would
. complete a bowel assessment, check on the :
- resident in regards to whether he/she needed a i

F 514’
' F 514 Continued

Assurance Committee no fess
than quarterly. Quarterlv;
audits by the Agsistant
Director of Nursing will
continue until the
Committee deems them to
not be necessary.

Completion Date 2-37-15:‘

y
i

A

4
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F 514 Coniinued From page 23

" PRN bowel meadication. Ceniinued interview
revealad after three (3) days the nurses treated
. lhe resident with a PRN bowel medication. Per
“interview, Resident #13 ehould have recaived
{ PRN trealment. She stated not having & BM
could have caused the resident to have mantal
staius changes. hausea, vomiting and potential
* for 2 bowsl ebsiruction.

. Interview, on 01/22/15 st 1:28 PM, with

" Registerad Nurse (RN) #2 revealed nurses
*monifored residents' bowel movements via 5
“report which listed residents who had not had a
. BM for 2 three (3) day period or more. Per
"interview, nurses Investigated to determine if 3
“resident had not had a BM, assessed the
 resident's stomach and bowel sounds fo

. determine if a laxative was needed and
*documented their findings in lhe Nurse Notes. i
' The RN further revealed they were unable o Ggo
. back into the BM report so it was important {o
“document the findings in the Nurse Notes to

" communicate to other staff

. Continued inlerview, on 01/22/16 a1 2:15 PM and
“at 3:38 PM, with the DON revealed she expecied
i lhe nurses to document in their notes ail potential |
. problems regarding residents. Further interview
‘revealad the nurses were respansible for

i checking the bowel list and treating all residents

. who hag not had a BM greater than three {3} ;
“days. In addition, the DON revealed the ;
- worst-case scenario if not treated would be for 2

; resident to be at risk for a bowel obstruction.

[ Interview, on 01/22/15 at 2:30 PM, wilh the
: Administrator revealed she expeciad the nurses
| to accurately document on the appropriale
Tecords. She staled without documented

F 514

29HS
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F 514, Continued From page 24 F5i4°
; evidence the resident was al risk for a potential i i
" bowel obstruction. .
: :
i - [
3
KA [
i
i
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K OG0 IMTIAL COMMENTS S K000
" CFR: 42 CFR §483.70 (a)

BUILDING: 01

I PLAN APPROVAL: 1973 Qriginal Construction
- Date, 1985 Addition

"SURVEY UNDER: 2000 Existing o
FACILITY TYPE: SNE/NF ‘

"TYPE OF STRUCTURE: One (1) Story, Type Il
{000} Unprotectad

;. SMOKE COMPARTMENTS:  Five (5) smoke
" compariments,
; ‘ K018

i C_OMP&E’EE SUPERVISED AUTOMATIC FIRE :
. ALARM SYSTEM The doors identified B8, BY,

'FULLY SPRINKLED, SUPERVISED (Dry B11, and £23 will be repaired

{SYSTEM} by 2-24-15.
 EMERGENCY POWER: Type Il LP Generator. : : The Maintenance Director
: ; . and Maintenance Assistant
(A Life Safely Code Swvey was inilizfed and : conducted an inspection of
concluded on 0121115, The findings tha! foliow : . - '
: ; all doors in the building on 2-

“demonstraie noncomplianes with Title 42, Code

ol Federal Regulalions, 493.70 (a) et seq (Lifs 12-15. Any door that way

« Safety from Fire). The facility was found notin . o ; -
. Sumi}e;niia! ccmfiﬁanm with {};le Reqguirements for 5 identified as having 3 graaﬁ er

' Participation for Medicare and Medicaid. The : than ¥ an inch gap will be

Hacility is licensed for ainely-four (94) beds and ¢ repaived by 2-24-15, _ »
- the census was one hundred and thise (103) the ; e:?'(%(.fﬂ-g

“day of the sutvey.

i \ H ' 1
LABCRATORY DIRECTOR'S OR PFROWDER/SUPPLIER RECRESERIATIVE'S SIGNATUEE yT'fTL_E (X&ifz‘? LS_—
MO WY ‘Udffb Admint Jiator 2] )

Wﬂcy slalement eﬂ;ﬁng sith 5 astarisk (1) denales a deliciency which the institutian may te axcuseddrer correcling providing it is determined that
other sateguards provide sufficien protection to the palients, {Sea instruttions.} Except for aursing homes, the (indings slaled above are dlscioasbis 8D days
foliowirg Ihe daly of survay whelhar or not a plan of cormection is provided. For nursing homes, the above fndings and plans of corraclion are disclosable 14

days foliowing lhe date these documents sie made available 1o the facily. I ceficiencies are cited, an approved plan of coreciion is requisite fo continged

arageam participation.
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K000, Continued From page 1
, Deficiencies were ciled with the highest
_deficiency idenfified at a "D lavel,

K018 NFPA 101 LIFE SAFETY COOE STANDARD

§8=0
; Doors protecting corridor openings in other than
. required enclosures of vertical opanings, exits, or -
" hazardous areas are substantiz] doors, such as
 those constructed of 1% inch solid-bonded core i
. wood, or capable of resisting fire for at lsast 26
. minwtes, Doars in sprinklered buildings are only
_E required o resist the passage of smoke. There is:
< no impadiment to the closing of the doors. Doors .
1 are provided with @ means suitable for keeping
. the door closed. Duich doors meeting 19.3.6.3.6
fare permilled. 19363 i

K 000+

K018,

. Roller lalches are prohibited by CMS regulations
_in all health care faciliies.

This STANDARD is not mel as evidenced by:

' Based on chaervation and intarview, it was

. delermined the fagility Tallad to ensure corridor
_deors were mainlained according to National Fire
" Prolection Asgocialion {NFPA) standards, The
i deficiency had the potential to affect two {2) of six |
. (6} smoke compartments, eight (8) residents, ‘
* staff and visitors.

The findings mchide:

K 018 Continued

The Regfonal Maintenance:
Director visited the facility on
1-28-15 1o assist with ‘
determining the appropriaf:e
measures 1o resolve the cm:m
gap issues. Supplies have |
heen ordered to repair and
resolve the gap which s
greater than % an inch for-
resident room doois. Deo?’
gap issue will be resolved by
22445,

The Maintenance Director
and Maintenance Assistan}
will continue to Inspect all
doors each month to assure
all doors are in compliance,
The inspections of the dodrss
will be monitored menthi{r '
by the Regional Maintenance
Director as documented In

the facility TELS program. c)‘ ,M~E
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- Observalion, on 0121415 at 2:08 PM, with the
~Maintenance Director, revealed resident room
“doors B8, BY, and B11 had a gap greater than %
faninch between the iop of the resident room door’
fdf;E* and the door stop. i
+ Observation on 01/21/2015 at 2:91 PM, with the
| Maintenance Director, revealed resident room
~door E23 had @ gap greater than % an inch
between the top of the resident room door kace
" and resident room door stop. Interview, with the
i Maintenance Director, at the time of the
, observation, revealed maintenance staff checked
" doors on a monthly basis Lo ensure resident room |
" doors did not have a gap grealer than ¥ an inch
i belween resident room doors and resident room
door stops. Further interview revesled the
“Maintenarnce Director, failed to identify the i
“resident room doors having a gap greaier than % ;
an inch doe ta the Mainlenance Director f
. Inspecling the top of the resident room dooes and
“door stop areas, and nol the resident room doar
“ face and resident room daor stop.

" Reference;

; Centers for Medicare and Medicaid Survey and
' Certification {S&LC) Lefter 07-15.
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K18

K 018 Continued

The Maintenance director
will report the findings of the
door inspections and any
repairs completed each
month 1o the Safety
Commitiee and quarterly fjo
the Quality Assurance

? Commitiee.

Completion Date 2-26-15 :

2o

|

S
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