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F 000 | INITIAL COMMENTS F 000! This Plan of Correction constitutes our
facility’s written allegation of compliance
A Recertification Survey was initiated on | for the deficiencies cited. However,
05/19/15 and concluded on 05/22/15 with submission of this Plan of Correction is
deficiencies cited at the highest scope and not an admission that a deficiency exists
saverity of an "E", In addition, an Abbraviated or that one was cited correctly. This Plan
Survey to investigate KY23264 was conducted in of Correction is submitted to mect
conjunction with the survay and the Division of requircments established by state and
Health Care unsubstantiated the allegation. federal law.
F 151 | 483.10(a)(1)&(2) RIGHT TO EXERCISE BIGHTS F 151
58=B | - FREE OF REPRISAL Fi51 Completion Date: 6/19/2015
. . . . 55=B
The resident has the right to exercise his or her Resident Rights 483.10 Exercise Rights as

rights as a resident of the facility and as a cltizen

or resident of the United States. a Citizen - Voting

The resident has the right to be frae of The specific residents that were cited in
interference, coercion, discrimination, and reprisal the statement of deficiency as having been
from the facility In exercising his or her rights. affected were as follows: Residents #s 1, 9,

11, and unsampled Residents C, D, and E
This REQUIREMENT is not met as evidenced

by: Administrator completed education/training
Based on interview, record review and policy regarding residents’ right to vote to the
raview, it was determined the facility failed to Director of Admissions/Marketing, Activity
ensure residents were given the opportunity to Assistant, and the new Activity Director and
vate in the most recent election, for three (3) of : the facility’s responsibility to assist with
sixtean {18) samplad residents (Residents #1, #8 this. This was completed by 6/2/2015.

and #11) and three (3) of five (5) unsampled

residents (Unsampled Residents C, D and E). Director of Admissions/Marketing met

individually with Residents #3 1, 9, 11, and
unsampled Residents C, D, and E to explain

Review of the Vating Rights Policy, revised 20086, to them that in the future they would be
revealed the facility would help residents given the opportunity to vote in May and
expressing a desire to exercise their right to vote November elections in Kentucky This was
achieve that right. The Activity Services . completed by 6/8/2015.

Department would help residents with voting :
registration, obtaining absence ballots and or
obtain transportation to the voting sites. All

The findings include:

LABORATORY DIRECT 0?'5 OR PROVIDER/SUPPLIER REPRESENTATWE‘S SIGNATURE TITLE (X&) DATE

Xl {] [fp—" ‘ X Hdirinipolor X Gl

Any deficiency statefént ending with an asterisk {*) denates a defisiency which the institution may be excused fromcormecting proviging it is determined that
ather safeguards provide sufficient protection to the patienta. (See instrugtions.) Except for nurging homes, the Tindings statétl abgve are disclosable 90 days
fotlowing the date of survey whathar or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are madg available to the facility. If deficiencles are cited, an approved plan of correction is requisits to continuad

program participation. .
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requests for voting information should be directed
to the Activity Services Department.

1, Interview conducted during Resident Council,
on D5/19/15 at 4:20 PM, revealed Resident #11,
and Unsampied Residents C, D, and E all voiced
they wera not aware of the election and would
have fiked the opportunity to have voted.

Interview with tha Life Enrichment Assistant
(Activity Department), on 05/22/15 at 4:30 PM,
ravealed the facility normally provided absentee
ballots to the residents. The Life Entichment
Assistant, stated she was not aware there was an
slection, but was aware if was the rights of the
residents to be able to vote. The Life Enrichment
Asslistant stated she normally received
information through the mail about the election
and she would then request for absentee baltots.
She stated no residents had voiced the desire to
vote that she was aware.

Interview with the Admissions Marketing Director
{who currently serves as the interim Activity
Diractor), on 06/22/15 at 4:30 PM, revesled she

| had been in her position a week and was not

aware of any residents who wanted to vote.

2. Review of Resident #1's clinical record
revealed the facility re-admitted the resident on
08/06/14 with the diagnosis of Hypothyroidism,
Hypertension and Polyarthritis.

Review of Resident #1's Annual Minimum Data
Set (MDS) assessment, completed on 06/11/15
revealed the faclilty assessed the resident
utilizing the Brief Interview of Mental Status

be at risk for this deficient practice were
as follows:

Administrator completed education/training
regarding residents’ right to vote to the
Director of Admissions/Marketing, Activity
Assistant, and the new Activity DHrector and
the facility’s responsibility to assist with
this. This was completed by 6/2/2015.

The Director of Admissions/Marketing
interviewed the other cognitive residents
{with BIM scores higher than 8) to ask them
if they wanted to exercise their right to vote
in elections; especially for the upcoming
November election. There were six other
residents that were identified as having a
desire to exercise their right to vote in
elections. Their names were added to the
list of residents wanting to vote that is
maintained by the facility’s activity
department. This was completed by
6/12/2015.

The measures that were put info piace or
systemic changes made to cnsure that this
deficient practice docs not recur included
the following:

Administrator revised the orientation
training checklist for the Director of
Admiszions/Marketing, Activity Director,
and Activity Assistant to include “Residents
Right T'o Vote and Facility Process for

(x4) IR SUMMARY STATEMENT OF DEFICIENCIES 1¥] PROVIDEA'S PLAN OF CORRECTION (X5}
BRERIX {EACH DEFICIENCY MUST BE PRECEDED 8% FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 1581 | Continued From page 1 F 151 The other residents that were identified to
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(BIMS) as being moderately impaired; BIMS
scare was ten (10) of fifteen (15). »

Observation, on 05/19/15 at 3:00 PM, of Resident
#1 revealed she/he was in the dining area, seated
at a table with peers actively engaged in Bingo.

Interview with Resident #1, on 05/20/15 at 11:20
AM, and at 11:50 AM, revealed an interest in the
outcome of the recent election, with the resident
stating they wondered how that election turned
out. Resident #1 stated ha/she always voted
bofore lving here, He/she expressed the desire
to have voted this time provided the opportunity
had been offered. Fesident #1 stated he/she was
not offered the opportunity to vote in the most
recent election.

3. Review of Resident #9's clinical record
revealed the facility re-admitted the resident on
04/04/14 with diagnosis of Depressive Disorder,
Anxiety, Mental Disorder and Anemia.

Review of Resident #9's Quarterly MDS
assessment, completed on 02/16/15 revealed the
facility assessed the resident utilizing the BIMS.
The facility assessed Resident #9's BIMS score
as fourteen (14) of fifteen (15), being cogintively
intact,

Observation of RBesident #9, on 05/18/15 at 4:50
PM, revealed he/she was seated in his/her
wheslchair. He/she was inside of Resident #1's
door entrance engaged in conversation with
Resident #1.

Injerview with Resident #8, on 05/20/15 at 3:30
BM, revealed he/she had always voted before
moving here. Resident #9 stated he/she had

6/5/2015.

Director of Admissions/Marketing placed on
the Activity Department’s Master Annual
Calendar to include the process and specific
tasks to start each March and September to
ensure that residents wishing to exercise
their right to vote in elections are given this
opportunity. This was completed by
6/1/2015.

Director of Admissions/Marketing
developed a process for the facility’s activity,
departrnent for assisting residents to vote.
Activity Assistant received this
education/training on 6/1/2015 and the new
Activity Director received this
cducation/training as part of her orientation
on 6/2/2015_ This process was effective
immediately (6/2/2015).

The following monitoring has been put
into place to ensure for complianee with
this regulation included the following:

Administrator instructed the new Activity
Director to complete a monthly report by the
5" of each month 10 report the outcomes and
summary of the activity department’s
involvement with facility residents. This
was completed by 6/5/2015.

Administrator will give an activity
department monthly report to the facility
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A rasident has the right to prompt efforts by the
facility to resolve grievances the resident may
have, including those with respect to the behavior
of other residents.

Thizs REQUIREMENT is not met a$ evidenced
by:

gased on cbservation, interview and policy
review, it was determined the facility failed to
promphy resolve grievances such as complaints
for the use of bingo bucks and housekeeping
services for one (1) of sixieen (16) sampled
residents (Resident #11) and three (3) of five (§)
unsampled residents (Unsampled Residents C, D
and E). :

The Findings include:

{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES =X PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORAECTIVE AGTION BHOULD DE COMPLETION
TAG REGULATORY Of LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENCY)
F 151 Continued From page 3 F 151 (PD) Quality Commirtee. First report will be
always voted and had not voted since he/she completed for the June 2015 meeting.
movead here, \ X .
» ‘ This plan of correction for monitoring
Interview with the Administrator, on 05/22/15 at compliance will be integrated into the
5:26 PM, revealed the Activities Director was facility’s performance improvement quality
respansible to coordinate the voting. The 1 systerm where results will be reviewed
Administrator stated the rasidents had the right to monthly (until the next facility’s annual
vots and no residents had voiced any concerns survey) and monitored by the
about not being given the opporiunity to vote. Performance Improvement (PT) Quality
N - Committee for ensuring on-going
Further interview with the Administrator, on compliance. If monitoring compliance is
05/22/15 at 5:50 PM, revealed she was not aware . h : .
. . : sustained for this period, then the PY Quality
the residents were not given the opportunity to Committee will determine at that time to
vate. She stated it was every citizen's right to mt‘ o Page A7 ’
vote and should have been afforded to each (continued on Page 4A) .
person desiring to do so. ]
F 166 | 483.10()(2) RIGHT TO PROMPT EFFORTS TO F 166 F166 Completion Date: 6/19/2015
s5=F | RESOLVE GRIEVANCES SS=E '

Gricvances 483.10(H)(1)(2) Residents
Voicing Grievances

The specific residents that were cited in
the statement of deficiency as having been
affected were as follows: Residents #s 11
and unsampled Resident C, D, and E.

Social Service Director met individually
with the residents (#s1, C, D, and E)
regarding the concerns they addressed with
the O1G surveyors regarding the cleanliness
of their bathrooms so the facility could
address their specific concerns. This was
completed by 6/2/2015.

Administrator instructed the Housckeeping
Supervisor that he was to oversee the deep
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(continued from Page 4)

either continue monthly monitoring as
outlined, reduce monitoring, or discontinue
monitoring. The membership of this
committee consist of at least the medical
director, pharmacy consultant, director of
nursing, assistant director of nursing,
business office manager, unit manager, and
the administrator. The PI Quality
Committes will review the effect of the
implemented changes and the audit findings,
and if at any time concerns are identified
during this monitoring process, the P1
Quality Committee will be convened to
analyze and recommend any further
interventions, as deemed appropriate.

Page 4A
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Review of the Blll of Resident Rights policy,
effective 07/01 /08, revealed rasidents have the
right to voice grievances with respect to treatment
or care that was or failed to be furnished, without
discrimination or reprisal for voicing the
grievance. The resident has the right to prompt
effors by the center 1o resclve grievances,
including those with respect to the behavior of

.| other residents.

Review of the Grievance/Complaint Log Policy,
revised August 2008, revealed all disposition of all
resident grievances and/or complaints would be
recorded on the facility's resident
Grievance/Complaint Log. The Administrator or
designee would be responsible to record and
malntain the log. The following information al &
minimum must be recorded: the date the
grievance/complaint was recleved, the name of
the resident filing the grievance/complaint; the
date the alieged incident took place, the date the
regident, or interested party was informed of the
findings and the disposition of the grievance.

Interview conducted during Resident Council, on
05/19/15 at 4:20 PM, revealed Resident #11 and
Unsampled Residents C, D, and E all voiced they
were aliowed o spend their bingo bucks only two
(2} times a year and sometimes they ware not
allowed fo recieve thelr bingo bucks because tha
computer was down, They stated the Activity
Director was awara of thair concern, but no
information was provided. Further interview with
Resident #11, revealed most residents who had
won bingo bucks were discharged from the facility
before they could utilize their bingo bucks.
Resident #11 further stated who wanted to go a
full year without utilizing their bingo money.

cleaning on the residents® rooms and
bathrooms (#)l, C, D, and E}. This was
completed on 6/2/20135,

Housekeeping Supervisor and staff
completed the deep cleaning on the
residents’ roorms and bathrooms (#sil, C, D,
and E) by 6/5/20135.

Administrator checked with the residents
{#1, C, D, and E) after the deep cleaning was
completed to determine their satisfaction
with the cleaning. The residents werc
pleased and satisfied. This was completed
on 6/5/2015.

During the Resident Council Meeting of
5/29/2015, with the resident council’s
president’s permission, there were two
agenda items added to the meeting --- Bingo
Buck Store and Cleanliness of Resident
Bathrooms. The purpose of these added
agenda items were to get input from the
residents regarding the Bingo Buck Store
and to address their issues with bathroom
cleanliness. This meeting was attended by
the facility Activity Assistant and the Local
Ombudsmarn.

The other residents that were identificd ta
be at risk for this deficient practice were
as follows:

Social Service Dircetor met individually
with other cognitive residents to determine it
they had any issues regarding the cleanliness
of their bathrooms and the Bingo Buck Store

(X4 1D SUMMARY $TATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFENRENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 166 | Continued From page 4 F 166
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F 166 | Continued From page 5

Interview with the Life Enrichment Assistant, on
05/2115 at 3:46 PM, revealad when the residents
won games, the residents were glven the
opportunity to win bingo bucks. The residents
were suppose to be able fo cash the bingo bucks
every month, but the last time the bingo bucks
were utilized was in December of 2014, The Life
Enrichment Assistant stated she had not heard
any complaints about the binge bucks until the
bingo activity was finished on 05/21/15. The
residents stated they complained to the Activity
Director. The Life Enrichment Assistant stated
she was not sure what had happened with that
complaint. The Life Enrichment Assistant stated
when residents were discharged from the facility
she would let the residents uiilize their bingo
hucks by picking out a gift.

intarview with the Administrator, on 05/22/15 at
3:15 PM, ravealed Bingo Bucks was started by a
previous Activity Director to encourage residents
to participate. There was no set time to utilize the
bingo the bucks. The thought was one (1) time a
month ot every quarter but nothing consistant.
The short term residents wera given items by the
Activity Director 1o ensure they could spend their
bingo bucks. The Administrator stated no
residents had voiced concerns about the bingo
bucks and the Activity Director never mentioned
it.

Interview conducted during Resident Council, on
05/19/15 at 4:20 PM, revealed Residents #11
complained about the floors being dirty and the
commodes overflowing. Unsampled Resident E
complained the sinks in the bathrooms were dirty
and he/she had 1o request for another
housekeeper {0 clean the room because
Housekesper #1 had not cleanad the room

F 166 5o the facility could address their specific
concerns. This was completed by 6/8/2015.

During the Resident Council Meeting of
5/29/2015, with the resident council’s
president’s permission, there were two
agenda items added to the meeting --- Bingo
Buck Store and Cleanliness of Resident
Bathrooms. The purpose of these added
agenda items were to get input from the
residents regarding the Bingo Buck Store
and to address their issues with bathroom
cleanliness. This meeting was attended by
the facility Activity Assistant and the Local
Ombudsman.

The measures that were put into place or
systemic changes made to ensure that this
deficient practice docs not recur included
the following:

Administrator completed education/training
to administration management (Dircetor of
Nursing, Assistant Director of Nursing, LPN
Unit Manager, Social Service Director,
Business Office Manager, HR/Payroll
Coordinator, Director of
Admission/Marketing, Dietary Manager,
Activity Director, Maintenance Supervisor,
Housekeeping/Laundry Supervisor, LPN
MDS§ Coordinater, and Supply/Medical
Records Coordinator) regarding the
residents’ right to voice a grievancc or
concern, the facility gricvance policy and
staff's responsibility to assist a resident and
reviewed the grievance/concern form where

FORM CM5-2687(02-89) Provious Versions Dbaoleta Everit 1D MG
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completely. Unsampled Resident E stated the
Maintenance Director was notified about
Houskeeper #1 not completing the ¢leaning of
his/her room.

Interview on 05/21/5 at 3:20 PM with the Lifa
Enrichment Assistant, revealed she had worked
at the facility for gix (6) years but had been on
leave for the last few months. She stated the
facility hadn't had the Bingo Bucks store open
since December 2014; however, no residents
somplained to her tegarding the store not
available.

On 08/21/15 at 3:25 PM, while interviewing the
Actlivitles Assistant, Unsampled Residents C and
D approached and stated they had complained to
the former Activities Director about not having the
Bingo Bucks store.

An interview with the former Activities Director
could not be completed as she no fonger worked
at the facility.

Interview with Laundry Staff #1, on 05/22/15 at
4:00 PM, revealed she was aware that
Unsampled Resident E had complained to
another housekeeper that the housekeeper
assigned to clean his/her room on the past
Saturday and Manday did not clean the residents
room when asked, Laundry Staff #1 stated it was
reported to the Maintenance Supervisor.

Interview, on 05/22/15 at 4110 PM, with the
Maintenance Supervisor revealed she had
received the complaint and want to the

housekeeper and instructed them to clean the

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES [ie] PROVIDER'S PLAN OF CORRECTION {%8)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOBS-REFERENGED TO THE APFROPRIATE DATE
DEFICIENGY)
F 186 | Continued From page 6 F 186| the gricvance/concern is to be decumented.

This was completed by 6/2/2015.

The following administration/management
staff, who supervise other staff (Director of
Nurzing, Assistant Director of Nutsing,
Dietary Manager, and
Housekeeping/Laundry Supervisor)
provided the grievance education/training to
their staff. This was completed by
6/12/2015.

Administrator revised the
department/position orientation checklist to
include grievance education/training upon
hire. This was completed by 6/12/2015.

The following monitoring has been put
into place to ensure for compliance with
this regulation included the following:

Monthly Resident Council Mestings will
have as a standing agenda item — regarding
any grievance/concerns they have addressed
and feel are still unresolved. This
information will be placed in the meeting
minutes so that Administrator can be aware
of them and ensure they are addressed and
resolved; reviewed; and analyzed for
patterns and trends. This will be effective
for the June 2015 mesting.

Administrator will report to the facility (PI)
Quality Commitice regarding any
unresolved grievances/concerns that were
tdentified at monthly Resident Council
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F 166 | Continued From page 7 F 166 | Meetings and what was done with these.

room. She stated she had not reported the This will be effective for the June 2015

grievance to the Administration or completed a meeting.

grievance because she addressed it immediately i . o

and it was fixed. She staied if the housekeeper This plan of correction for monitoring,

had not cleaned the room she would have compliance will be integrated into the

reported that 1o the Administraior. facility’s performance improvement quality
« systemn where results will be raviewed

Interview, on 05/22/15 at 5:23 PM, with the monthly (until the pext facility’s annual

Administrator revealad she had not been survey) and monitored by the

informed of complaints about Bingo Bucks and Performance Improvement (PI) Quality

Housekeeping. She showed evidence of other Committee for ensuring on-going

grievances she had received with individual forms compliance. If monitoring compliance is

that were completed with a foliow up. She stated sustained for this period, then the PI Quality

she should have been informed, and especially Committee will determine at that time to

housekeeping, because It was more than one
resident. She stated her staff had been trained
on the grievance procass and it was covered
during abuse training. She stated she can't fix
whal she didm't know about.

F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241
sa=0 | INDIVIDUALITY

gither continve monthly monitoring as
outlined, reduce monitoring, or discontinue
{continued on Page 8A)

) F241 Completion Date: 6/19/2015
The faciity must pramote care for residents in a §8=D
manner and in an environment that maintaing or Quality of Life 483.15(a) Dignity -
enhances each resident's dignity and respect in Promoting Care in the Environment

full recognition of his or her individuality.
The specific residents that were cited in

: ' .| the statement of deficiency as having been
This REQUIREMENT s not met as evidenced : affected were as follows: Residents #s 3
by: ,

Based on observation, interview, record review and 8.
and policy review, it was determined the facility
failed to promote care for residents in a manner
and in an environment that maintained or
enhanced each residents dignity and respect as it
related to two (2) of sixteen (16) sampled
residants. Resident #3 as it related fo the signage
above the bed stating for the resident to be fed,

LPN MDS Coordinator removed the signage
identified by the OIG surveyors posted on
residents’ # 3 and 8 room walls on
5/26/2015.

FORM CMB-2587(02-99) Previous Verslons Obsoleta Event ID: M&id11 Factlity ID: 160164 i continuatlon shest Page 8 of 58
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and in an environment that maintained or
enhanced each residents dignity and respect as It
related to two (2) of sixteen (16) sampled
residents. Resident #3 as it related to the signags
ahove the bed stating for the resident to be fed,
total care, incontinent, advanced dementlia and
family does the laundry etc. In addition, Resident
#8 had a sign above the bed atating to shave the
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N 044 Continued From page 7 N 044 Meetings and what was done with these.
Interview, on 05/22/15 at 5:23 PM, with the This will be effective for the June 2015
Administrator revealed she had not been meeting,
informed of compiaints about Bingo Bucks and
Housekeeping. She showed evidence of other This plan of correction for monitoring
grievances she had received with individual forms compliance will be integrated into the
that were completed with a follow up. She stated facility’s performance improvement quality
she should have been informed, and especially system where results will be reviewed
housekeeping, because it was more than one - __— al
resident. She stated her staff had been trained g:‘?gih;y agud":;:ii;e:g }fact';:y S anau
on the grievance process and it was covered Perf Y ance | vem;; t (PI) Quality
during abuse training. She stated she can't fix eriormance improve oL .
what she didn't krow about, Committee for ensuring on-going _
compliance. If monitoring compliance is
; : . . sustained for this period, then the PI Quality
N 113 902 KAR 20:300-6(1) Section 6. Quality Of Life N 113 Committee will determine at that time fo
(1) Dignity. The facility shall promote care for cither continue monthly monitoring as
residents in a manner and in an environmant that outlined, reduce monitoring, or discontinue
maintains or enhances each resident's dignity (continued on Page 8A)
and respect in full recognition of his or her
individuality.
N113 Completion Date: 6/19/2015
This requirement is not met as evidenced by: 902 KAR 20:300-6(1) Section 6:Quality of
Based on observation, interview, record review Life
and policy review, it was determined the facility
falled to promote care for residents in a manner

The specific residents that were cited in
the statement of deficicncy as having been
affected were as follows: Residents #s 3
and 8,

LPN MDS Coordinator removed the signage
identified by the OIG surveyors posted on
residents’ # 3 and 8 room walls on

resident daily and not to lay the resident flat in the 3/26/2015.
bed.
The findings include:
TATE FORM tuas Mal411 If continuation shest 8 of 54
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{continued from Page 8)

monitoring. The membership of this
committee consist of at least the medical
director, pharmacy consultant, director of
nursing, assistant director of nursing,
business office manager, unit manager, and
the administrator, The PI Quality
Committee will review the effect of the
implemented changes and the audit findings,
and if at any time concerns are identified
during this monitoring process, the PI
Quality Committee will be convened to
analyze and recommend any further
interventions, as deemed appropriate.

Page BA
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F 241 | Continued From page 8 F 241 Since Resident 3’s wife had posted this

tota! care, incontinent, advanced dementia and
family does the laundry etc. In addition, Resident
#8 had a sign above the bed stating to shave the
resident daily and not to lay the resident flat in the
bed.

The findings include:

Review of the Bill of Resident Rights Policy,
effective 07/01/09, revealed residents have the

right to receive care from the center in a manner

and in an environment that promoted, maintained
and or enhanced dignity and respect in full
recogrition of the individual, The resident has the
right to choose activities, schedules and health
care consistent with the interests, assessments
and plans of care and to make cholces about
aspects of the residents life in the nursing center
that were signlficant to them.

1. Record review of Resident #8's record
revealed Resident #8 was admitted on 07/01/12
with & diagnosis of Asphasia, Quadriplegia,
Spasm of Muscle, Non Psychotic Brain Syndrome
and Pain of the Joint. Resident #8's Quarterly
Minimum Data Set (MDS) Assessment,

‘ gompleted on 05/05/15, revealed Resgident #8's

Brief Interview of Mental Status (BIM) score could
not be assessed.

Obszervation of Resident #8, on 05/19/15 at 2:33
PM, rovealed Resident #8 was lying flat in the
bed with facial hair. A sign posted above Resident
#8's bed read; Please do not leave head flat and
must be shaved everyday.

CObservation of Resident #8, on 05/20/16 at 7:52
AM, revealed Resident #8 was sitting up in &
chair in the television room and again obsarved

signage on the wall, the LPN MDS
Coordinator eomtacted her to let her know
why we were taking it down and how we
would ensure that staff knew this
information. Wife was okay with this. This
was completed on 5/26/20135.

Social Service Director notified Resident 8's
responsible party to let this individual know
that the signage had been removed and
explained why it was being removed. It was
explained how staff would be aware of this
to provide care to the resident. This was
completed on 5/26/2015.

The other residents that were identified to
be at risk for this deficient practice were
‘as follows:

Social Service Director completed an audit
of resident rooms to ensure that no other
residents were affected by this deficient
practice. The results of this audit
determined that 8 other residents were
affected. All of this signage found in other
resident rooms was removed. Resident
responsible parties were contacted and
notified of why we were removing this
signage information. This was completed by,
5/28/2013.

The measures that were put into place or
systemic changes made to ensure that thig
deficient practice does not recur included
the following:

‘ORM CMS-2567(02-99) Frovious Versions Obsolete

Event :MBI41
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F 241 | Continued From page 9 F 24
with facial hair, Administrator completed education/training
. o . to administration management (Director of
Interview with Cettified Nursing Assistant (CNA) Nursing, Assistant Director of Nursing, LPN

#8, on 05/22/15 at 4:15 PM, revealed there was a
sign above Resident #8's bed to shave daily. CNA
#8 stated she worked on the Wednesday of

Unit Manager, Social Service Director,
Business Office Manager, HR/Payroll

05/20/15 and ohserved Resident #8 to have Coordinator, Director of
stubble and she did not shave Resident #8. Admission/Marketing, Dietary Manager,
Activity Director, Maintenance Supervisor,
Interview with Licensed Practical Nurss (LPN) #2, Housekeeping/Laundry Supervisor, LPN
on 06/22/15 at 12:35 PM, revealed she was not MDS Coordinator, and Supply/Medical
aware Resident #8 was to be shaved daily. Records Coordinator) regarding the
residents” right to Promote care in the
Interview with LPN #4, on 05/22/15 at 9:00 PM, resident environment with dignity, which
revealed thga sign could be a d;gn_nty concermn, but meant no signage should be posted in
he thought it could also be a reminder to the staff resident rooms to prompt staff members
to qompiete this task. LF.DN #4 stated if the regarding care. This was completed by
resident was shaved dajly, then there would be 6/2/2015

na need 1o post care reminders above Resident
#8's bed. LPN #4 stated the residents family had
not complained about Resident #8 not being
shaved,

The following administration/management
staff, who supervise other staff (Director of
Nursing, Assistant Director of Nursing,

Interview with the Assistant Director of Nursing Dietary Manager, and

(ADON), on 05/22/15 at 9:10 PM, revealed if the Housekeeping/Laundry Supervisor)

staff completed shaving daily, the sign would not provided the education/training to their staff.
need to be posted above Resident #8's bad. The This was completed by 6/12/2015,

family should not have to post a sign above the '

residents bed {o encourage staff to complete their Administrator revised the

lob. department/position orientation checklist to
2. Review of the medica! record for Resident #3, include promoting care in the resident
revealed the facility admitted the resident on environment (no signage posted in resident
12/15/14 with Diagnosis including Dementia rooms). This was completed by 6/12/2015.

without behaviers, Anxiety and Hearing Loss.

The following monitoring has been put
into place to ensure for compliance with
this regulation included the following:

Review of the Quarterly Minimum Data Set
{(MDS) Assessment for Resident #3, dated
04/16/15, revealed the facility assessed the
residents’ cognition using the BIMS assessment.

“ORM CME-2567(02-95) Previous Versions Obsolete Event ID: MGt Facliity iD: 100161 It zontinuation sheet Pags 10 of 56
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The facility assessed the residents BIMS score of
three (3) of fifteen (15), seversly cognitively
impaired.

Observation, on 05/19/15 at 11:30 AM, and on
05/22/15 at 9:15 PM, revealed Resident #3 had a
gign posted above the bed that said: Feeder, toial
care, incontinent, advanced dementla, family
does laundry (marked out), spare PJ's (pajamas)
in drawer {marked out}, matched outfits in the
clogset, wears glasses, and must speak In right
ear,

Interview on 05/22/15 at 8:15 PM with Certifled
Nursing Assistant (CNA) #8, revealed there wag a
sign aver the bed of Resident #3 that explained
what the resident’s needs were. She stated thay
dict have that information in the daily care guide.
She stated she didn't think it was a dignity issue if
that was what the family wanted.,

Interview, on 05/22/15 at 9:25 PM, with Licensed
Practical Nurse (LPN) #5 revealad she did not
know how long the sign had been over the bed
for Resident #3. She stated she believed the
resident's wife must have put it there. She stated
it could be a Health iInsurance Portability and
Accountability Act (HIPAA} violation or dignity
issue. She stated the gign was well intended but
not appropriate, and acknowledged it was not
necessary if staff were following the daily care
guide.

Interview, on 05/22/15 at 8:30 PM, with the
Assistant Director of Nursing revesaled she was
not aware the sign, with the included items listed,
was over the bed for Resident #3. She stated
Resident #3's wife must have place It there;

however, it was a dignity issue and should not be
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F 241 | Continued From page 10 F 241

Social Service Director will complete a
monthly audit of resident rooms to ensure
that facility remains in compliance with
promoting care in the resident environment
by making sure there is no signage posted in
resident rooms. Resulis of monthly auditing
will be given to the Administrator. This will
be effective for the month of June 20135;
starting 6/1/2015.

Administrator will review the report and will
repott findings to the facility (PI) Quality
Committee, This will be effective for the
June 2015 meeting.

This plan of correction for monitoring
compliance will be integrated into the
facility’s performance improvement quality
systern where results will be reviewed
monthly (until the next facility’s annual
‘survey) and monitored by the

Performance Improvement (PI) Quality
Committee for cnguring on-going
compliance. If monitoring compliance is
sustained for this period, then the PI Quality
Committee will determine at that time to
either continue monthly monitoring as
outlined, reduce monitoring, or discontinue
monitoring. The membership of this
comnmitiee consist of at least the medical
dircctor, pharmacy consultant, director of
nursing, assistant director of nursing,
business office manager, unit manager, and
the administrator. The PI Quality
Comrmittee will review the effect of the
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F 241 | Contlnued From page 11 F 241| implemented changes and the audit findings,
there. and if at any time concerns are identified
F 252 | 483.15(h)(1) £ 252| during this monitoring process, the PI
ga=F | SAFE/CLEAN/COMFORTABLE/HOMELIKE Quality Committee will be convened to
ENVIRONMENT analyze and recommend any further
interventions, as deemed appropriate.
The facility must provide a safe, clean,
comftortable and homelike environment, allowing ¥252 Completion Date: 6/19/2015
the resident to use his or her personal belongings SS=E
to the extent possible. Environment 483.15 (h)(1) Housckeeping
Regarding Cleanliness Resident
. . . Bath
This REQUIREMENT is not met as evidenced athrooms
by: . . o
Based on observation, interview, and review of ;';:“’ ’:Pe“ﬁ" rest{‘::’;_*g_th“ “""lf cited l‘)“
facility policy, it was determined, the facility falled ¢ statement of deficiency as having been
to ensure four (4) of twenty (20) resident affected were as follows: Residents #s 4,9,
bathrooms were clean and sanitary, (rooms #4, 14, and 28 (in regards to the bathrooms
#9, #14, and #28). connected to these residents’ rooms)
The findings include: Housekeeping Supervisor and staff deep
cleaned the cited resident bathrooms by
Review of the facility policy Cleaning and 6/5/2015 that included sweeping, mopping,
Disinfection Residents' Rooms, revised August and sanitizing floors to eliminate urine
2011 N revealed hOUSBkEGDmQ surfaces WI” he odors-‘ getﬁng stains up, and toilets were
cleaned on a regular basis. Clean medical waste cleaned and sanitized.
¢contsainers intended for reuse daily or when '
visually contaminated. Maintenance Supervisor removed old
. : _ stained caulk from the cited resident
Observation, on 05/18/15 during the initial tour, bsﬁ Ofns around the basin O%S,zh: "
revealed the bathroom in Room #28 smelled of a ommodes and replaced with new caulkin
strong urine odor. There was a brownish ; 6/16/2015 P &
substance around the base of the toilet bawl. y .
Observation, on 05/20/15 at 1:36 PM, revealed Administrator ﬂUdifEd the results of the
Room #28's bathroom had & strong odor of urine, housckeeping staffs work and the
with dark debris around the toilet bow!l. There maintenance supervisors work to ensure
was dried brownish black substance on the toilat
geat. '
FORM CMS-2587(02-99) Previous Verslonz Obsolate Evant i) M&I411
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F 252 Continued From page 12 F 2gn compliance with this regulation on

Observation, on 05/20/15 at 3:15 PM, revealed
Room 28's bathroom continued 10 have a strong
odor of urine with dark debris around the toilet
bowl. The dried brownish black substance
continued present on the toilet seat.

Observation, on 05/21/15 at 9:47 AM, revealed
Room #4's bathroom smelled of a strong urine
odor.

Observation, on 05/22/15 at 9:16 AM, during the
environmental tour with the Housekeeping
Supervisor, the Maintenance Supervisor and the
Administrator, revealed Room #4's bathroom
smelied of urine and the toilet was dirty. Room
#9's bathroom tollet had a dark ring around the
base of the toilet. Roomn #14's bathroom had a
hole in the door and a foul odor was present,
Room #28's bathroom appeared visually clean,
but had & miid odor of urine present.

Interview, on 05/22/15 at 9:16 AM during the
environmental tour, with the Housekeeping
Manager revealed the facility had replaced all the
floors in the bathrooms and some had to be
replaced again. He stated they had not gotten to
caulk around the toilet bowels. He stated some
rooms were to be checked every hour due to high
usage of residents in those bathrooms. The
Housekeeping Manager stated rooms #4, #19,
#22 and #28's bathrooms were checked every
hour; however, there was no documentation of
the one (1) hour checks. He stated he had two
(2} full-ime housekespers and one (1) part-time:
housekeeper. The housekeepers worked 6:00
AM 1o 2:30 PM everyday. He stated when
housekseping was not in the building the Gertified
Nursing Assistanis (CNA's) were to check the

6/16/2013,

The other residents that were identified to
be at risk for this deficient practice were
as follows:

Housekeeping Supervisor did an audit on
the remaining sixteen resident bathrooms.
There were an additional two resident
bathrooms added to the list that needed
frequent re~checks through the day

The problem areas identified through this
audit were corrected by housekeeping staff
by 6/12/2015 to be in compliance with this
regulation,

Administrator audited the results of the
housekeeping staffs work on 6/16/2015 to
ensure the work was in compliance with this
regulation.

The measures that were put into place or
systemie changes made to ensure that this
deficient practice does not recur included
the following;

Housekeeping Supervisor did observations
with resident room and bathroom daily
cleaning with housekeeping staff.
Housekeeping Supervisor identified some
areas for improvements with their cleaning
and provided additional cleaning education
and training to housekeeping staff. This wa
completed by 6/12/2015.

‘ORM CMS-2867(02-89) Previous Versions Qbsolate

Event 10; MEI411

Faeility t0: 100181

If continuation sheet Page 13 of 56




06/18 72015 4:39 PM FAX

2707376690

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

ELIZABETHTOWN NURSING

@ oo21/0037

PRINTED: 06/08/2015
FORM APPROVED
OMB NO, 0938-0391

The facility must provide comfortable and safe
temperature levels. Facilities initially cenified
after October 1, 1990 must maintain a
ternperature range of 71 - 81° F

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and facility
policy review, it was determined the faciiity failed
to ensure air temperatures were comfortable for
the residents in one (1) of three (3} common
areas. The dining room was identified by a
resident as too cold for comfort.

The findings inciude;

The facility did not provide a policy regarding the
air temperatures in the facility. However, an
email provided revealed the state regulations
were followed, citing 902 KAR 20:046 stating a
minimum temperature of seventy-twa (72)
degrees Fahrenheit (F) shall be provided for in all

F257
58=D
Air Temperatures 483.15(b)(6)
Comfortable and Safe Temperature
Levels

Completion Date: 6/19/2015

There were no specific residents that were
cited in the statement of deficiency as
having been affected; however the first
day of the survey census was at 57.
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F 252 Continued From page 13 F 252| Administrator provided education and
bathrooms for cleanliness. training to the Housekeeping/Laundry
Supervisor on 6/8/2015 regarding the
. . regulation tag F252 to define environment,
Interview, on 05/22/15 at 5:23 PM, with the the intent of the regulation, guidelines for
Administrator revealed there were still some preventing spread of infection, definition of
problems with the environment and she believed sanitary, what should be involved with
the Housekeeping Supervisor had changed the cleaning a resident bathroom and
hours of the housekeepers to a 7:00 AM to 3:00 o : :
PM schedule so they could be there later in the :;Z“g;;;‘gi fgfiﬁﬁeggzﬁgiﬁﬁ c;:rlleanmg
| gay. She stated after housekeeping i-aﬁ for the checklist for wh’at housekeeping staff clean
day, nursing should have been checking the daily and with deep ol 'Il}‘h &
bathrooms, but not every hour. aily and with deep cleans. 1his was
F 257 | 483.15(h)(6) COMFORTABLE & SAFE F 257 completed by 6/12/2015.
880 | TEMPERATURE LEVELS (continued on Page 14A)
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{continved from Page 14)

Administrator revised the housekeeping
daily cleaning checklist to include more
specifically what a bathroom and resident
room clean consisted of} checklist now
requires more documentation of what was
completed, times of cleaning; and requires
documeniation for the frequency of
bathroom checks that were done, what
action they had to take to keep bathroom
clean. This means that each bathroom check
has to be documented. Those resident
bathrooms that are on the Hst that
Housekeeping Supervisor gives to
housekeeping staff are the resident
bathrooms that need 3-5 checks during the
shift with required documentation. This was
completed by 6/3/2015.

Housckeeping Supervisor educated and
trained the housekeeping staff to F252 as
described previously and introduced them to
the revised daily cleaning documentation
checklist and the list of resident bathrooms
that need 4-5 cheoks for the shift, This was
accomplished by 6/12/2015.

The following monitoring has been put
into place to ensure for compliance with
this regulation in relation to resident
bathrooms:

(continued on Page 14B)
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{continued from Page 14A)

Effactive for the week of 6/15/2015,
Housekeeping Supervisor will audit the
cleaning and housekeeping staffs’ rechecks
on residents on the list for frequent
bathroom cheeks (days in the facility which
is normally 5 per week) to ensure that
housekeeping staff are maintaining the
bathrooms and to ensure for on-going
compliance with this regulation.

Effective 6/15/2015, Housekeeping
Supervisor (days in the facility which is
normally § per week) will complete
rechecks of those resident bathrooms that
are on the Jigt for bathroom rechecks, after
housekeeping staff leave for the day, up to
the time the Housekeeping Supervisor
leaves the facility for the day. These
rechecks are to be documented to include
date, time rechecked, findings, action taken
to correct problems, and signed.

Each week the administrator will review this
audit documentation o ensure that on-going
monitoring and compliance regarding
resident bathroom cleaning Is sustained for
compliance with this regulation and that
rechecks are being done. This will start
6/15/2013.

{continued on Page 14C)
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{continued from Page 14B)

President of Resident Council, pave
permission for a standing agenda item to be
added to their meeting agenda regarding if
residents have any on-going issues with
eleanliness of resident bathrooms. This was
started at the 5/29/2015 Resident Council
Meeting and will be on-going. Any issues
identificd will be addressed by the
Administrator and appropriate department
MAaNagers/supervisors.

Administrator will provide a report to the
facility’s (PI) Quality Committee to ensure
that oversight is completed for compliance
and residents’ satisfaction. This will be
effective for the June 2015 meeting,

This plan of correction for monitoring
compliance will be integrated into the
facility’s performance improvement quality
system where results will be reviewed
monthly (until the next facility’s annual
survey) and monitored by the

Performance Improvement (P1) Quality
Committee for ensuring on-going
compliance. If monitoring compliance is
sustained for this period, then the Pl Quality
Committee will determine at that time to
either continue monthly monitoring as
outlined, reduce monitoring, or discontinue
monitoring. The membership of this
{Continued on Page 14D)
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(continued from Page 14C)

committee consist of at least the medical
director, pharmacy consultant, director of
nursing, assistant director of nursing,
business office manager, unit manager, and
the administrator. The PI Quality
Committee will review the effect of the
implemented changes and the audit findings,
and if at any time concerns are identified
during this monitoring process, the P1
Quality Committee will be convened to
analyze and recommend any further
interventions, as deemed appropriate.

Page 14D
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occupled areas in winter conditions, A maximum
temperature of B8 degrees F shall be provided for
oceupied areas in summer conditions.

Reaview of the facility's Logbook Documentation of
Air Terperatures, dated 09/05/14, revealed
resident room # 17 was 69 degrees Fahrenheit
(F) and resident room #21 was 70 F. The facility
documented the room temperature on Heritage
Hallin resident room #16, on 01/05/15, as 67 F.
Raview of the facility's documented air
ternperature, on 03/24/15, located on Lincoln
Lane, in resident room #21 revealed a recorded
temperature of 69 F,

Observation in the dining room, on 05/20/15 at
7:30 AM, revealed two (2) residents engaged iIn a
conversation. Unsampled Resident B voiced to
Unsampled Resldent D he/she was cold and
stated it was always cold in there.

Observation of Resident #6's room, on 05/20/15
at 10:53 AM, revealed the air conditioning unit
was set at 68 degrees F. Resident #6 was lying
in the bed, dressed in a long slesved fleece
jacket and grey sweat pants. In addition, a fleece
blanket was over his/her upper legs.

Obsarvation of the Dining Room temperature, on
05/20/15 at 7:35 AM, revealed the dining room
temperature during breakfast services was 69 F.

Interview with Unsampted Resident B, on
05/20/15 at 7:50 AM, revealed he/she was always
cold in the dining area; it was always cold in
there. He/she stated a person just freezes to
death in there.

Observation of Lincoin Lane, on 05/20/15 at

Maintenance Supervisor take #ir room
temperatures when it was identified that it
was cool in the dining room area for the
breakfast meal on 5/20/2015. Initial
temperature taken was at 69 degrees F.
Maintenance Supervisor turned the central
air conditioner up a few degrees to reduce
the coolness and increase the air room
temperature. Any resident that complained
of being cool was given a sweatet, jacket, or
blanket by staff,

No other residents were identified to be at
risk for this deficient practice; however
first day of survey census was at 57,

Administrator requested that the
Maintenance Supervisor take air room
temperatures when it was identified that it
was cool in the dining room area for the
breakfast meal on 5/20/2015. Initial
temperature taken was at 69 degrees F,
Maintenance Supervisor turned the central
air conditioner up a few degrees to reduce
the coolness and increase the air room
temperature. Any resident that complained
of being cool was given a sweater, jacket, or
blanket by staff.

The measures that were put into place or
systemic changes made to ensure that this
deficient practice does not recur included
the following:
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(continued from Page 18)

The following monitoring has been put
into place to ensure for compliance with
this regulation included the following:

Administrator will review the air room
temperatures that have been documented in
the TELS System monthly to ensure for
compliance. Surmmary Reporting will go to
the facility’s (P1) Quality Committee for
review and oversight. This will be effective
for the June 2013 meeting.

This plan of correction for monitoring
compliance will be integrated into the
facility’s performance improvement quality
system where results will be reviewed
monthly (until the next facility’s annual
survey) and monitored by the
Performance Improvement (PI) Quality
Committee for ensuring on-going
compliance. If monitoring compliance is
sustained for this period, then the PI Quality
Committee will determine at that time to
either continue monthly monitoring as
outlined, reduce monitoring, or discontinue
manitoring. The membership of this
committee consist of at least the medical
director, pharmacy consultant, director of
nursing, assistant director of nursing,
business office manager, unit manager, and
the administrator, The PI Quality
(continued on Page 15B)
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(continued from Page 1 %A)

Committes will review the effect of the
implemented changes and the audit findings,
and if at any time concerns are identified
during this monitoring process, the PI
Quality Committee will be convened to
analyze and recommend any further
interventions, as deemed appropriate.
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STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
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x4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
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F 257 | Continued From page 15 F 257! Administrator provided education/training to
10:59 AM, revealed the thermostat was set at 70 the Maintenance Supervisor regarding the
F. Observation of the thermostat at the end of regulation that the facility is to provide a
Lincoln Lane, near the therapy department, on comfortable and safe temperature levels for
05/20/15 at 11:00 AM, revealed the mark for the resident in the facility and that air
temperature reading was between €5 and 70 F, temperatures need to be managed at a range
. . , of 71 - 81 degrees F. When the
The Director of Nursing wag unavailable for temperatures are out of this range then
interview. She was out of the country during the action needs to be taken to get the air
survey process. temperature back within acceptable range,
interview with the Maintenance Director, on This was completed on 5/27/2015.
05/20/15 at 4:40 PM, revesled she had worked . .
here for nine (9) years, was in this position since Starting 5/27/2015, the Maintenance
December, 2014 and did not know what the room Supervisor is nrespcns‘lb_le for taking air room
temperatures were supposed 10 be. She reported temperatures in the dining room, two
she was not aware of the locked box in the dining resident rooms per hallway (one in front and
room. The Maintenance Director stated each hall one in back of hallway) and the therapy
had a thermostat located mid-way down the hail room. This is to be completed at least three
and one was across from the dining room. times weekly. This will be documented in
) . ) ' the TELS System for monitoring. Anytime
Intarview with the Administrator, on 056/22/15 at temperatures are out of the acceptable range
5:00 PM, revealed she was not aware of the then documentation must be completed for
acceptable temperature range for the facility. the action taken to get the room
She stated she was not aware of anyone temperatures back within the acceptable
complaining of being cold, nor what the range
temperatures in the facility ware. ; d
- i Page 186A
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F gy | (continucd on Page 18A)
88D | PROFESSIONAL STANDARDS : .
8=D F281 Completion Date: 6/19/2015
The setvices provided or arranged by the facility 55=D .
must meet professional standards of quality. Professional Standards of Care
483.20(k)(3) Services Provided Must Mecet
Professional Standards of Quality Care
This REQUIREMENT Is nat met as evidenced
by: The specific resident that was cited in the
Based on observation, interview, and review of statement of deficiency as having been
the facilities Corporate Standards of Practics, it affected was as follows: Residents # 3.
was determined the facility failed to apply barrier
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F 281 | Contlnued From page 16

cream with proper technique for one (1) of
sixteen (16) sampled residents (Resident #3).

The findings include:

Review of facflity's Corporate Standards of
Practice, undated, revealed when applying topical
barrier cream, smear it evenly over the skin and
apply front to back.

Review of the medical record for Resident #3 -
revealed the facility admitted the resident on
12/15/14 with Diagnosis including Dementia
without behaviars, Anxiety and Hearing Loss,

Review of the Quarterly Minimum Data Set
(MD5) Assessment for Resldent #3, dated
04/16/15, revealed the facility assessed the
resident’s cognition using the Brief interview for
Mental Status (BIMS) assessment. The facility
assessed the resident's BIMS score of three (3)
of fifteen (15), severely cognitively impaired. The
facility assessed the resident's bows! and bladder
as always incontinent.

Review of the Comprehensive Care Plan for
Resident #3 revealed the facility developed a care
plan on 01/26/15 for Potential for impaired skin,
Interventions included incontinent care as needed
and barrier cream as indicated.

Obgervation, on 05/21/15 at 1:15 PM, revealed
Certified Nursing Assistant (CNA) #2 applied
barrier cream for Resident #3, after incontinent
care, on the buttocks area then went on to apply
the cream (¢ the genital area.

Interview, on 05/22/15 at 12:27 PM, with CNA #2
revealed she acknowledged she should have

F 281| Assistant Director of Nursing meet with the
Nursing Assistant who performed the peri-
care on Resident # 3 to instruct her how to
apply barrier cream. This was completed on
6/8/2015. ‘

Assistant Director of Nursing instructed her
regarding proper procedure that should have
been followed with this incident to ensure
that infection control standards and practices |
were followed. This was complated on
6/8/2015.

Assistant Director of Nursing completed a
peri-care audit for return demonsteation for
. peri-care on a resident with this nursing
assistant, This was completed on 6/8/2015.
Nursing Assistant performed this task

properly,

No other residents were identified to be at
risk for this deficient practice; however
on the first day of the snrvey census was
57. Therefore; incontinent residents
requiring peri-care and barrier cream
have the potential to be at risk.
Assistant Director of Nursing did
education/training for nursing assistants
regarding the proper procedure and
“technique in doing peri-care. This was
completed by 6/18/2015.

Assistant Director of Nursing complated
peri-care obscrvations with nursing
assistants to ensure they understood proper
procedure and techniques. The nursing

‘ORM CMS-2EE7(02-89) Previous Verslons Ohsolate Event ID:MBI411
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{continued from Page 18)

The following monitering has been put
into place to ensure for compliance with
this regulation inclnded the following:

Administrator will review the monthly peri-
care audits and will analyze for any patterns
and trends and will repart to the facility (PT)
Quality Committee. This will be effective
for the June 2013 meeting.

This plan of correction for monitoring
compliance will be integrated into the
facility’s performance improvement quality
system where results will be reviewed
monthly (unttl the next facility’s annual
survey) and monitored by the

Performance Improvement (PI) Quality
Committee for ensuring on-going
compliance. If monitoring compliance is
sustained for this period, then the P1 Quality
Committes will determine at that time to
gither continue monthly monitoring as
outlined, reduce monitoring, or discontinue
monitoring. The membership of this
committee consist of at least the medical
director, pharmacy consuliant, director of
nursing, assistant director of nursing,
business office manager, unit manager, and
the administrator. The PI Quality
Committee will review the effect of the
implemented changes and the audit findings,
{continued on Page 18B)
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(cpminued from 18A)

and if at any time concerns are identified
during this monitoring process, the Pl
Quality Committee will be convened to
analyze and recommend any further
interventions, as deemed appropriate.
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F 281 Continued From page 17 F 281/ assistant performed this task properly. This
applied the barrier cream to the genital area first was completed by 6/18/2015.
then to the buttocks area. She stated there was a
potential for cross contamination for the resident, The measures that were put into place or
: systemic changes made to ensure that this
!nterv_iew, on 05/22/15 at 12:33 PM, with Licensed deficient practice does not recur included
Practical Nurse (LPN) #2 revealed she abserved the following:
CNA #2's improper application of the barrier
cream for Resident #3 ’whlen she went from the Nursing Administration (Director of
back to the front, but didn't think she was allowed Nursing, Assistant Director of Nursing,
fo F;EOP %he CNA~tSh_@ stated the risk to the and/or Nurse Unit Managers) will complete
resicent was contamination. 5 monthly audits for peri-care return
Interview, on 05/22/15 at 3:30 PM, with the e oretion op rursing assistants. Any
Assistant Director of Nurging (ADON) revealed problan '] ! dl i1l be d a resg} 4 on th
she was the infection control nurse. She stated 'm".md'ate y and wi \e ocumented on the
the last training on Peri Care included application audit tool. This will be effective for 6/18/
of barrier creams, She stated staff were trained 2015 .
1o wash and apply creams to the peri area from (continued on Page 18A)
frontto back. She stated the risk to the resident
was the spread of infection due to infection
control breaches,
F 282 | 483.20{k)(3)(iiy SERVICES BY QUALIFIED 282 w182 Completion Date: 6/19/2015
5&6=E  PERSONS/PER CARE PLAN SS=D
. ) . Care Plans 483.20(K)(3)(ii) - Resident
The services provided or arranged by the facility Care Planning to Reflect Care to Provide
must be provided by qualified persons in
ggf;}rdance With each resident's written pian of The specific residents that were cited in
) the statement of deficiency as having been
affected were as follows: Residents #5 1, 6,
This REQUIREMENT is not met as evidenced 7.8,9,12, and 13.
by:
gased an observation, interview and facility Director of Nursing corrected the issues witl
policy review, it was determined the facility failed falls for Resident #s 1, 6,9, 12, and 13.
io follow the care plans for saven (7) of sixteen Thesc residents were reassessed for fall
(18) sampled residents. Residents #1, #6, #7, #8, interventions 1o determine the effectiveness
#9, #12 and #13 were not followed in relationship and appropriateness. The bed/chair alarms
with the falls. Resident #7's care plan was not
*QRM CMB-2567(02-99) Pravious Verslonz Otsalsts Evant ID:Méla11 Facllity 10: 100161 If continuation sheat Page 18 of 56
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followed pertaining to Isolation precautions. In
addition, Resident #8's care plan was not
followed for hygiene needs.

The findings include:

Rewview of the facility's care plan policy titled,
“Care Plan Policy Statement", not dated, revealed
an individual comprahensive cara plan that
included measurable objectives and time tables
to meet the resident's medical, nursing, mental
and psychological needs is developed for each
resident. Any licensed nurse or interdisciplinary
team member can update the care plan to reflect
changes. The comprehenslive care plan is based
on a through assessment that included, but not
Iimited to the Minimum Data Set (MDS). Each
resident's comprehensive care plan was
designed to incorporate identified problem areas
and associated risk factors, build on the
resident'’s strengths, reflect the resident's
expressed wishes regarding care and treatmant
goals, aid in preventing or reducing declines in

the ragldent's functional status or functional
levels. Reflect currently recognized standards of
practice for problems areas and conditions.
Assessments of residents are ongoing and care
plans are revised as infarmation about the
resident and the resident's condition change.,

1. Review of Resident #1's clinical record
revealed the facility re-admitted the resident on
08/06/14 with the diagnosis of Hypothyraidism,
Hyperiension and Polyarthritis.

Review of Resident #1's Annual Minimum Data
Set (MDS) assessment, completed on 05/11/15

revealed the facility assessed the resident
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F 282 Continued From page 18 F 282| for monitoring the placement and

functioning was placed on the Medication
Treatment Records MARS) for these
residents and nursing staff were
educated/trained regarding their
responsibilities for checking placement and
functioning. This was completed by
6/18/2015

Assistant Director of Nursing corrected the
issues with isolation precautions for
Resident # 7. This was completed by
6/8/20135.

Assistant Director corrected the issues with
hygiene for Resident # 8, This was
completed by 6/8/2015.

The other residents that were identified to
be at risk for this deficient practice were
as follows:

Assistant Director of Nursing and the LPN
MDS Coordinator completed an audit on
active residents’ care plans to ensure they
were current and up-to-date regarding any
interventions that had been put into place,
making sure interventions were dated for
when started and when discharged, that
interventions are reassessed for
appropriateness and effectiveness, that
current physician orders and care plans
match, and to make sure that fragmentation
between the electronic medical record and
the Accunurse Documentation Systems
match. This was completed by 6/18/2015.
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Review of the Comprehensive Care Plan for
Resident #1, revealed the facility deveioped a
care plan dated 01/11/158, for potential for falls
related {o impaired mobility, strength, balance
and endurance related Degenerative Joint
Disease, Hypertengion, The interventions
included: Physical and Occupational therapy to
continue ireating, keep the call light within reach
with reminders for use, identify where the call light
is before leaving the resident's room, monitor for
potential hazards in the environment, and assist
resident to wear soled shoes when out of bed. In
addition, the Treatment Sheet, dated May/201 8,
Included the chair alarm to the recliner with staff
inftials for a 7AM-7 PM and 7 PM-7AM each day
was initiated on 05/05/15 during the 7 PM-7 AM
shiff.

Record review of Resident #1's Activities of baily
Living Plan (ADL) of Care (in the Accu-Nurse
system, which was the facilities computer

system), print date 05/20/15, revealed Resident
#1 was not checked for test and reapply bed or
chair alarm.

Observation, on 05/20/15 at 7:30 AM, of Resident
#1 revealed she/he was initatially seated in
histher recliner with feet elovated. When he/she
proceeded to rise from the recliner and ambulate
independently to the closet area. The alarm did
not sound once the resident arose from the
recliner.

interview with Resident #1, on 05/20/15 at 8:07
AM, revealed he/she did not like the beeping of

the following:

The process for keeping the resident care
plans up-to-date; information in the
electronic medical record, and in Accunurse
was revised to ensure for the following:
interventions put into place have start and
discharge dates; interventions are care
planned; interventions are re-assessed for
appropriateness and effectiveness;
appropriate physician orders are care
planned; and that all of this information
complements each other in the electronic
medical record and the Accunurse
Documentation System. This was
completed by the Administrator, Director of|
Nursing, Assistant Director of Nursing, and
LPN MDS Coordinator. This was
completed by 6/18/2015.

The facility Inter-Disciplinary Clinical Tear
(Director of Nursing, Assistant Director of
Nursing, LPN MDS Coordinator, Social
Service Director, Dietary Manager, and
Activity Director) were provided
education/training to the revised care
planning process on 6/11/2015. This revised
process was effective for 6/11/2015.

The following monitoring has been put
into place to ensure for compliance with
this regulation included the following:
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‘ utilizing the Brief Interview of Mental Status The measures that were put into place or
(BIMS) as being moderately impaired; BIMS systemic changes made to ensure that this
score was ten (10} of fifteen (15). deficient practice does not recur included
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the alarm when he/she gets out of the chair Administrator revised the Departmental
{recliner). He/she reported the beeping of the Orientation Training Checklist (for
alarm makes me nervous. Administrator, Director of Nursing,
. Assistant Director of Nursing, MDS LEN
2. Reaviow of Resident #6's clinical record Coordinator, Social Service Director,
revealed the facility‘ re-admitted the resident on Dietary Manager, and Activity Director -~
07/01/12 with the diagnosis of Osteoporosis, this is the interdisciplinary team) to include
Anxiety State, Dementia with Behavior care planning process and responsibilities.
Disturbances, Iron Defiency Anemia, This was completed by 6/12/2018.
Hypathyroidism, Qsteoporogis, Syncope and
Collapse. LPN MDS Coordinator will complete an
Review of the Physician Orders lor a Chair Alarm, audit on three e‘xctwe residents munthly.to
dated 01/01/15, for Resident #6 revealed an ensure that their care plans have be revised
updated order for a sensor alarm to the bed and and are up-to-date according to the revised
wheelchair related to an increased fall risk, care planning process. Any problems will be
addressed, corrected, and documented,
Review of Resident #6's Quarterly MDS Audit findings will be documented and
assessment, completed on 04/27/15 revesled the reported to the Administrator, This will be
facility assessed the resident ulilizing the BIMS. effective for 6/18/2015.
The facility assessed Resident #6's BIMS gcore
as four (4) of fifteen (15), being severly impaired Administrator will review the audit results
cognitively. and documentation to analyze for any
) ) patterns and trends and report to the facility
Review of the Comprehensive Care Plan for (PD) Quality Committee. This will be
Resident #6, revealed the facility developed a effective for the June 2015 meeting.
care ;'.;11&? foe; r:he glgth gosstimuty gftfails,t gx’:t .
02/09/15, with updated goals and target dates for . . .
05/09/15 potential for falls. The resident had This plan of correction for monitoring
several falls in racent manths without injury. °°“.‘P“"3“°e will be mt?:grated mu? the .
Resident #6 has impaired safety awareness facility’s performance improvement quality
related to Dementia. The interventions included: system where results will be reviewed
Ensure a safe enviranment, free of clutter, monthly (until the next facility’s annual
adequate lighting. Non-skid socks and/or well survey) and monitored by the
fitting shoes when out of the bed. Also, keep call Performance Tmprovement (P1) Quality
light with in reach when in bed with cues and Committee for ensuring on-going
reminders for use. In addition, the facility compliance. If monitoring compliance is
daveloped a care plan for the resident unable to
mest his/her own ADL/self-care needs, ralated to
FORM CME-2587(02-99) Provious Versions Obsolote Evant ID: MBI411
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coghitive deficits and left sided weakness Committce will determine at that time to
(Transient Ischemia Attacks (TIA)), on 02/11/15, either continue monthly monitoring as
with updated goals and target dates for 08/11/15. outlined, reduce monitoring, or discontinue
The interventions included: provided oversight monitoring. The membership of this
for bed mobility, fransfers and ambulation, committee consist of at least the medical
Meanitor the need for physical assistance and for director, pharmacy consultant, director of
assistance with wheelchair for any trips on or off nursing, assistant director of nursing,
the unit. . business office manager, unit manager, and

. - ) the administrator. The PI Quality
Review of the AccuNurse, Activities of Daily Committee will review the effect of the
Living (ADL) Plan of Care-Transfers for Resident implemmented changes and the audit findings,
#6, print dated 05/22/15, revealed monitoring of ; fo v I emtifi

: . and if at any time concerns are identified
the alarms, included test and reapply bed or chair during this monitor; ess. the Pl
alarm; however, the facility did not provide UTIIE TS MORItoring process, {
documentation of any alarm monitoring. Quality Committee will be convened to
analyze and recommend any further
Obsetvation of Resident #6, on 05/19/15 at 12:35 interventions, as deemed appropriate.
PM, revealed the resident was seated in a
| wheelchair at a table in the dining area with an
alarm attached to the back of the wheelchair.
Observation of Resident #6, on 05/19/15 at 1:40
PM, revealed the resident laid in his/her bed. The
resident was laid on his/her right side, facing the
window. The window blind was closed. An alarm
was in place and attached to the bed.
Observation of Resident #6, on 05/20/15 at 7:30
AM and at 7:40 AM, revealed the resident was
seated in his/har wheelchair at the table in the
main dining area. The wheelchalr had an alarm
attached to the back of the wheelchair.
An unsuccessful interview was attempted with
Resident #6, on 05/20/15 at 10:15 AM.
3. Review of Resident #9's clinfcal record
revealed the facllity re-admifted the resident on
04/04/14 with diagnosis of Depressive Disorder, -
ORM GME-2567(02-99) Pravious Versians Obsolete Event ID:MeM11
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Anxiety, Mental Digorder and Anemia.

Review of the nursing notes, dated 01/16/15 at
1:58 AM, revealed Resident #9 haz bed and chair
sensor alarms which he/she was non-compliant
with and turns off the alarms him/herself.

Review of the Comprehensive Care Plan for
Resident #9, revealed the facility developed a
care pian for the high possibility of falls, on
02/16/15, with updated goals and target dates for
08/13/15 potential for injury related to impaired
mobility, strength, balance and endurance,
confusion secondary {o Dementia. Ha/she has
had recurring attempts (o self trangfer and has
had multiple falls since admission. The
interventions included: Bed and chair alarms in
place and to chack frequently to make sure they
are working. Chair alarm to increase safety
AWAIGNess.

Review of the Resident Incident for Hesident #9,
dated 01/15/15.at 10:46 PM, revealed the
resident was found in the floor at the foot of the
bed. The incident report revealed the resident
was awoke in a confused state concemed the
television on the wall was falling. The
post-incident report stated the resident had bed
and chair sensor alarms. [n addition, the report
stated the resident was nor-compliant all day
turning the alarms off. There was no report of

injury.

Review of the Physician Orders for a Chair Alarm,
dated 02/09/15, for Resident #9 revealad the
chair alarm was to increase safety awareness.
The facility was to check functioning and
placement every shifi.
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Review of Resident #9's Quarterly MDS
assessment, completed on 02/16/15 revealed the
facility assessed the resident utilizing the BIMS.
The facility assessed the Regldent #9's BIMS
scare as fourteen (14) of fifteen (18), being
cognitively intact.

Observation of Resident #9, on 05/19/15 at 11:48
AM, revealad he/she was seated in his/her
wheelchalr in the hallway near the residents
room. An alarm was attached to the back of
his/her wheelchair.

Observation of Resident #9, on 05/19/15 at 4:50
PM, revealed he/she was seated in his/her
wheelchalr, He/she was inside of Resident #1's
door entrance engaged In conversation with
Resident #1. An alarm-was attached to the back
of hissher wheelchair,

Review of the AccuNurse, Activities of Daily
Living (ADL) Plan of Care-Transfers for Resident
#9, print dated 05/22/15, revealed monitoring of
the alarms, included test and reapply bed or chair
alarm; however, the facility did not provide
documentation of any alarm monitoring.

4. Review of Resident #13's elinical record
revealad the facility re-admitted the resident on
03/25/13 with diagnosis of Symbolic Dysfunction,
Muscle Weakness, Congestive Heart Failure,
Atrial Fibrillation, Hypertansion, Anxiety State,
Dysphagia, Oropharyngeal and Mild Cognitive
Impairment.

Heview of Resident #13's Quarterly MDS
gssessment, completed on 04/21/15 revealed the
facility assessed the resident utllizing the BIMS.
The facility assessed Resident #13's BIMS score

F 282
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as thirteen (13) of fifteen (15), being cognitively ,
intact,

Review of the Comprehensive Care Plan for
Resident #13, revealed the facility developed a
care plan for the high possibility of falls, on
02/12/15, with updated goals and target dates for
0571315 potential for fall relatad to chronically
impaired mobility, strength, balance and
endurance related to Congestive Heart Failura,
Chronic Obstructive Pulmonary Disease, Afrial
Fibrillation, Hypertension, Weakness and
Hypoxia. The interventions included: Bed and
clip chalr alarms. However, the care plan did not
address the resident's non-compliance with the
bed and chalr alarms, Bed against the wall.

Review of the AccuNurss, Activities of Daily
Living (ADL) Plan of Care-Transfers for Resident
#13, print dated 05/22/15, revealed monitoring of
the alarms, included test and reapply bed or chair
alarm; however, the fagility did not provide
documentation of any alarm monitoring.

Review of the Post Ingident actions for Resident
#13, dated 04/07/15 at 2:20 PM, revealed the
resident was found in the floor in the dining room.
The investigation revealed the resident's chair
alarm was under the roho cushion. The
post-incident report stated the wires on the chair
alarm were fraved and did not work. The facility
completad an assessment of the resident,
included a neurological assessment. There were
na report of injuries.

Observation of Resident #13, on 05/20/15 at 5:41
PM, revealed he/she laid in a low bed with the
head of the bed elevated. The side of the bed
was position next to the wall. Resident #13 had
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hia/her eves closed and mouth open while
wearing a nasal cannula,

Observation of Resident #13, on 05/21/15 at 8:25
AM, revealed hefshe was seated in hisfher
wheelchair in the hallway near the resident's
room. An alarm was attached to the back of
his/her wheelchair.

Interview with Certified Nurse Aide (CNA) #10, on
05/21/15 at 1:10 PM, revealed stated staff must
watch the residents wearing alarms very closely,
She stated everyone was a fall risk. She stated
she checked the resident alarms every shift. She
did not know if the alarms were suppose to have
a flashing light on them ot not. She stated she
was not sure If the lights meant anything or not.

Interview with CNA #4, on 05/21/15 at 2:15 PM;
revealed Resident #1 did have an alarm altached
to her recliner. She stated the resident does take
the alarm off, so it does not alarm at times. She
reported each of the aides working check on the
alarms as they provide care 1o ensure the alarms
are working when they are caring for the
residents. She stated there are some residernt
that remove their afarms. She reported the
AccuNurse system does not include the alarms
as part of the resident needs when cares were
provided. She reported Resident #1 and #8, both |-
remove their alarms,  She stated they have been
in-serviced to look at the alarms and to make
sure they are fully functional and working when
the alarms are checked. Especially when getting
the residents up and or putting the to bed.

Interview with Registered Nurse (RN) #2, on
08/22/15 at 10:00 AM, revealed Resident #9
frequently turns his/her alarms off. The residents

Fas2
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sometimes turn off their alarms. She stated the
care plans are developed to meet the needs of
the residents. the alarms are suppose to be
checked everyday. The alarms use to bs on the
Treatment Administration Record (TAR) for the
nurses to check. The alarms are now on the
AccuNurse for the CNAs to check everyday. She
reported the alarms are still on the TAR for
Resident #1. The alarm checks are on some of
the TARs, but not all.

Interview with CNA #5, on 05/22/15 at 10:15 AM,
revealed the AccuNurse system tells you
everything about the resident. She stated the
alarms were Included; howevet, the system does
not tell you when to check on the alarms. She
stated there was not a reminder in the system to
direct the staff to check on the alarms.

interview with the Assistant Director of Nursing
(ADON), on 05/22/15 at 10:40 AM, state the
alarms were checked every two (2) hours on
rounds by the GNAs and nurses. The alarms we
checked for functioning properly once per shifl,
The AccuNurse was where the alarms were
checked by the CNAs. She stated the every iwa
hotr ¢checks on the residents were the CNA
standards of care. She reported the alarms to
check were entered on the nurses treatment
sheet; however, that was changed by the Director
of Nurses, back some time ago. She stated she
was unable to recall the date the docurmnentation
was changed to the AccuNurse system for the
CNAtask. She reported AccuNurse was
implemented prior to the last survey and the
facility continues to expand the use of AccuNurse.
She stated the AccuNurse system does not print
off monitoring of the alarms. There was not any
documentation to support the checks were
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completed. The monitoring and checking of the
alarm should be on the AccuNurse system and
not on the Treatment Adminstration Recard,

The Director of Nursing was unavailable for
interview. She was out of the country during the
survey process.

5. Review of the clinical record for Resident #7,
revealed the resident was admitied to the facility,
on 03/24/15 with the diagnoses of Congestive
Heart Failure, Chronic Airway obstruction,
Hypertansion, Cerebrovascular Accident, and
Viral Pneumonia. Further review of the record
revealed the resident was put in contact isolation
for C-Diff on 05/18/15.

Review of the Comprehensive Care Plan for
Resident #7, dated 05/18/15, revealed the facility
developed a care plan for C-Diff infection with
interventions including isoclation per Centers for
Disease Control (CDC).

Observation of Resident #7, on 05/19/15 at 2:35
PM, revealed Personal Protective Equipment
{PPE) hanging on the front of the resident's door,
The residant was in the room lying in bed. The
Social Services Diractor (S5D) was beside the
resident's bed, gitting in the resident’s wheelchair
conversing with the regident. The $SD was not
wearing any PPE.

Continued observation of Resident #7, on
05/19/15 at 2:45 PM, revealed the S8D exitad the
regident's room without washing her hands.

Interview with the 38D, on 05/19/15 at 2:45 PM,
revegled she knew Resident #7 was in isolation
for G-Diff and PPE was to be worn while in the
resident's room. The SSD stated she forgot to

F 282
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put on the PPE and wash her hands. The 88D
further stated by not wearing the appropriate PPE
and washing her hands, the spread of infection to
other residents could occur. She stated she had
attended in-services on infection control and hand

hygiens,

Interview, on 05/22/15 at 3:30 PM, with the
Assistant Dirgctor of Nuraing (ADON), revealed
she was the infection control nurse. She stated
the 85D was very passionate about her work and
was just focusing on the resident when she
breached isolation precautions. She stated staff
had been trained on isolation precautions.

6. Review of the medical record for Resident #12
revealed the facility admitted the resident on
04/24/13 with Diagnosis including Degenerative
Disk Diseass, Anxiety, and Dementia with
Behavior Digturbances. ‘

Review of Physician orders for Resident #12
revealed an order was received on 07/01/13 to
place fall mats at the bedside at all times, bed
alarm, check placement and function every shift,
chair alarm to wheelchair check placement and
function every shifi,

Review of tha Comprehensive Care Plan for
Resident #12, revealed the facility developed a
care plan dated 03/11/15, for potentiat for injury
related to falls, history of fallg, chronic weakness,
and poor safety awareness. The interventions
included; Bed alarm, check function and
placement every shift, chair alarm check
placement and function every shitt.

Review of the Resident Incident for Resident #12,
ORM CMS-2567(02-99) Previous Versions Obsolata Event ID:MEI411 Facllity 1D; 100181 If continuation sheat Page 29 of 56




06,22 72015 9:11 AM FAX 2707376680 ELIZABETHTOWN NURSING

DEFARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLANOF CORRECTION INENTIFICATION NUMBER;

G088 /0037

FRINTED: 06/08/2015

FORM APPROVED

OME NO. 0g38-0381_

185266

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B, WING

{%3) DATE SURVEY
COMPLETED

05/22/2015

NAME OF PROVIDER OF SUPPLIER
ELIZABETHTOWN NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1101 WOODLAND DRIVE
ELIZABETHTOWN, KY 42701

(X4y (D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

(%5)

FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG GROSS-REFERENCED TO THE APPROFR
DEFICIENCY)

IATE DATE

F 282

Continued From page 29

revealed on 08/02/14 the resident scooted to the
wall in the wheelchair and pull self up. The chalr
alarm was not sounding. The wheelehair rolled
back and the resident sat on the floor, There was
no report of injury.

Review of the Residant Incident Reported for
Resident #12 dated 11/18/14 revealed the
resident was found on the fall mat next to bed
and the bed alarm was not sounding when
discovered by the nurse. There was no report of

injury.
Continuad review of the medical record for

Resident #12 reveaied no other falis since
11/18/14.

Observation on 05/21/15 at 9:25 AM, revealed
Resident #12 was lying in bed. The bed sansor
pad was in place and found to be working.

Interview with Licensed Practical Nurse (LPN) #2,
on 05/22/15 at 12:33 PM, revealed she was
responsible to check alarms on all her residents
every shift to ensure they were functioning. She
stated on the falls investigation she was trained 1o
only documents if the alarm was in place and not
whether is was functioning or not.

7. Record review of Resident #8's record,
revaaled Resident #8 was admitted on 07/01/12
with a diagnosis of Asphasia, Quadriplegia,
Spasm of Muscle, Non Psychotic Brain Syndrome
and Pain of the Joint. Resident #8's Quarterly
Minimum Data Set (MDS) Assessment,
completed on 05/05/15, revealed Resident #8's
BiM score could not be assessed, which meant
Resident #8 was not interviewable.

Fage
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Observation of Resident #8, on 08/19/15 at 2:33
PM. revealed Resident #8 lying flat in the bed with
Tacial hafr. Observed a sign above Resident #8's
bed which read; Please do not lsave head flat
and must be shaved everyday.

Observation of Resident #8, on 05/20/15 at 7:52
AM, revealed Resident #8 was observed to be
sitting up in chair in the television room with facial
hair,

Record review of Resident #8's Activities of Daily
Living Plan of Care (in the Accu-Nurse system,
which was the facllities computer system), no
date given, revealed Resident #8 would be
shaved with & razor during night {(PM) care,

Interview with Certified Nursing Assistant (CNA)
#8, on 06/22/15 at 4:15 PM, revealed the
Accu-Nurse system did not alert her to what time
of day to complete the shaving task. She was not
sure if it was a night shift responsibility or a day
ghift responsibility. CNA #8 stated she worked the
day of 05/20/15, she saw Resident #8's stuble but
did not shave Resident #8. CNA #8 stated she
knew Resident #8 was to be shaved during
hygiene. CNA #8 stated the family probably
wanted Resident #8 shaved daily to keep
Resident #8 nice and clean.

Interview with Certified Nursing Assistant (GNA)
#7, on 06/22/15 at 9:05 PM, revealed he thought
Resident #8 was shaved in the morning daily.
CNA #7 stated he did not notice Resident #8 was
not shaved. CNA #7 stated the staff was
expected to foliow the care plan.

interview with Licensed Practical Nurse (LPN) #4,

F 282
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on 05/2215 at 4:45 PM, revealed he was aware
Resident #8 was to be shaved daily and expected
the CNA's to shave Resident #8 daily. LPN #4
stated he was not aware that shaving was on
Resident #8's care plan, LPN #4 stated he
wanted Resident #4 to be clean and neat.

Interview with the Minimum Data Set (MDS)
Caordinator, on 06/22/15 at 5:17 PM, revealed
she did not update the Accu-Nurse care sytem.
The MDS Coordinator stated it was the
responsibility of the Director of Nursing (DON).
The MDS Coordinator stated she expected the
staff to follow the Care Flans, She stated she
wanted Residant #8 shaved because it was a part
of his/her hygiene and grooming.

Interview with the Assistant Director of Nursing
(ADON), on 05/22/15 at 4:50 PM, revealed she
expected the staff to follow the plan of care. The
ADON stated the Acitivities of Daily Living Care
Plan was updated by the Director of Nursing
(DON). The ADON stated she wanted to make
sure Resident #8 was shaved because of his/her
right and family requests.

The DON was not available for interview, due to
out of town during the survey.

483.25(a)(1) ADLS DO NOT DECLINE UNLESS
UNAVOIDABLE

Based on the comprehensive assessment of &
resident, the facility must ensure that a resident's
abilities in activitles of daily living do not diminish
unless circumstarices of the individual's clinical
condition demonstrate that diminution was
unavoidable. This includes the resident's ability
to bathe, dress, and groom; transfer and

F 282

F 310

F319 Completion Date; 6/19/2014
88=D

Activities of Daily Living 483.25(x)
Groominy/Shaving

The specific resident that was cited in the
statement of deficicney as having been
affected was as follows: Residents # 8,
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ambulate; tollet; eat; and use speech, language.
or other functional communication systems.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and policy review, it was determined the facility
failed to ensure one (1) of sixteen (18) sampled
residents, Resident #8 received grooming as it
related to shaving. '

The findings inciude:

Reviaw of the Shower Policy, revised October
2010, revealad the policy did not address
shaving.

Observation of Resident #8, on 05/19/15 at 2:33
PM, revealed Resident #8 lying flat in the bed with
facial hair. Observation of Resident #8's wall
abave bed, revealed a sign which read; please do
not lsave head flat and must be shaved everyday.

Ohservation of Resident #8, on 05/20/15 at 7:52
AM, revealed Resident #8 was obsarved to be
sitting up in the wheelchair in the television room
with facial hair.

Interview with Certified Nursing Assistant (CNA)
#8, on 05/22/15 at 4:15 PM, revealed there was a
sign above Resident #8's bed which said
Resident #8 was {0 be shaved everyday. CNA #8
stated she was not sure if she was to shave the
resident in the morming or the evening, but knew
the task was to be completed daily. CNA #8
stated she worked the Wednesday of 05/20/15
and did cbserve Resident #8 to have stubble on
his/her face and did hot shave Hesident #8 that
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F 310 Continued From page 32 F 310! Assistant Director of Nursing, and the LPN

MDS Coordinator, and the LPN Unit
Manager made sure that the frequency of
shaving resident was corrected, that care
plan for shaving resident was revised, that
this was communicated to nursing assistants,
and that this information was in the
Accunurse Documentation System. This
was completed by 6/12/2015.

The other residents that were identified to
be at risk for this deficient practice were
as follows:

Assistant Director of Nursing and the LPN
MDS Coordinator completed an audit on
active residents’ for their activities of daily
living care plans to ensure they were current
and up-~to-date regarding their activities of
daily living care needs. and to malke sure
that fragmentation between the electronic
medical record and the Accunurse
Documentation Systemns was corrected,
This was completed by 6/18/2015.

The measures thaf were put into place or
systemic changes made fo ensure that this
deficient practice docs not recur included
the following:

Administrator completed education/training
to administration management (Director of
MNursing, Assistant Director of Nursing, LPN
Unit Manager, Social Service Director,
Business Office Managsr, HR/Payroli
Coordinator, Director of
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The following monitoring has been put
into place to ensure for compliance with
this regunlation included the following:

Administrator reviewed the nursing and
nursing assistant departmental orientation
training checklist and this was already
identified as part of training for new staff.
This was completed by 6/16/2015,

Nurse Unit Manager will complete an audit
on three active residents monthly to ensure
that the Accunurse Documentation System
for the activities of daily living reflect that
care was given as ordered for the past
month. Any problems will be addressed,
corrected, and documented. Audit findings
will be documented and reported to the
Administrator, This will be effective for
6/15/2015.

Administrator will review the audit results
and documentation to analyze for any
parterns and trends and report to the facility
(PD) Quality Committec. This will be
effective for the June 2015 meeting.

This plan of vorrection for monitoring
compliance will be integrated into the
facility’s performance improvement quality
system where results will be reviewed
(continued on Page 348)
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(continued from Page 34A)

monthly (until the next facility’s annual
survey) and monitored by the

Performance Improvement (PT) Quality
Committee for ensuring on-going
compliance. If monitoring compliance is
sustained for this period, then the PI Quality
Committes will determine at that time to
efther continue monthly monitoring as
outlined, reduce monitoring, or discontinue
monitoring. The membership of this
committee consist of at least the medical
director, pharmacy consultant, director of
nursing, assistant director of nursing,
business office manager, unit manager, and
the administrator. The PI Quality
Committee will review the effect of the
implemented changes and the audit findings,
and if at any time concerns are identified
during this monitoring process, the PI
Quality Committee will be convened to
analyze and recommend any further
interventions, as deemed appropriate.

Page 34B
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F 310 Continued From page 33 F 310 Admission/Marketing, Dietary Manager,
day either. CNA #8 stated the family probably Activity Director, Maintenance Supervisor,
wanted Resident #8 shaved daily (o keep Housekeeping/Laundry Supervisor, LPN
Resident #8 nice and clean. MDS Coordinator, and Supply/Medical
Records Coordinator) regarding the
Interview with CNA #7, on 05/22/16 at 9:05 PM, residents’ activities of daily living care
revealed he thought Resident #8 was shaved in needs (to include shaving) which are to be
the moming daily. CNA #7 stated he did not identified, care planned, and communicated
notice Resident #8 was not shaved, nor th? sign to caregivers. Caregivers are to provide
above the bed. CNA #7 staled the families’ of assistance and/or perform activities of daily
residents would write things above the residents living for residents, as identified. This was
beds to ensure the staff remembered to complete completed by 6/2/2015.
tasks.
Interview with Licensed Practical Nurss (LPN) #4, The following administration/management
on 05/22/15 at 4:45 PM, revealed he was aware staff, who supervise or have oversight with
Resident #8.was to be shaved in the morning nurses and nursing assistants (Director of
daily and expected the CNA's 1o shave Resident Nursing, Assistant Director of Nursing, LPN
#8 dally. MDS Coordinator, and Nurse Unit
Managers) provided the education/fraining
Interview with the Assistant Director of Nursing to nursing and nursing assistants staff., This
(ADON), on 05/22/15 at 4:50 PM, revealed she was all completed by 6/12/2015.
axpected the staff to follow the plan of care. The (continued on Page 34A)
ADON stated she wanted to make sure Resident .
#8 was shaved because of his/her right and
farnily requests.
£ 323 | 483.25(h) FREE OF ACCIDENT F 323
s8=E | HAZARDS/SUPERVISION/DEVICES F323 Completion Date: 6/19/2015
The facllity must ensure that the resident ?,f;fof Aceident
environment remains as free of accident hazards i . L
as is possible; and each resident receives Hazards/Supervision/Devices
adequate supervision and assistance devices to 483.25(h)(1)(2) -— Resident Falls
prevent accidents. L . o
The specific residents that were cited in
the statement of deficiency as having been
affected were as follows: Residents #5 1, 6,
9, 12, and 13,
This REQUIREMENT is not met as evidenced
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by:

Based on observation, interview and facility
policy review, it was determined the facility failed
ensure resident were free from accidents for five
(5) of sixteen (16) sampled residents. Rasident
#1, #6, #9, #12 and #13 falls.

The findings include:

Review of the facility's care plan policy titled, "Fall
Assessment/intervention Process”, revised
September/2013, revealed all residents on any
adrission, re-admisslon and at least quearterly
will be assessed for fall risk and appropriate
interventions initiated immediately to reduce the
rigk of injuries with falls. Any resident who
experignces a fall will have a Care Area
Assessment (CAA) Summary fall worksheet
completed to assure all identified risk factors are
taken into consideration.

1. Review of Resident #1's clinical record
revealed the facility re-admitted the resident on
08/06/14 with the diagnosis of Polyarthritis,
Hypothyroidism, and Hypertension.

Raview of Resident #1's Annual Minimum Data
Set (MDS) assessment, completed on 05/11/15
revealed the tacility assessed the resident
utilizing the Brief interview of Mental Status
(BIMS) as being maoderately impaired; BIMS
score was ten (10} of fifteen (15).

Feview of the Comprehensive Care Plan for
Resident #1, revealad the facility developed &
care plan dated 01/11/15, tfor potential for talls
related to impaired mobility, strength, balance
and endurance related to Degenerative Joint

Director of Nursing reviewed all of the

F 323 | above residents’ falls and investigations( #s
1, 6,9, 12, and 13) from 8/1/2014 to
5/18/2015 to review the fall interventions
(for the start dates and discharge dates
regarding interventions); to re-assess whers
the residents were at present to ensure for all
of the following: fall investigations had
identified root causes for the falls;
interventions, such as bed and chair alarms
were still in place, being used, and being
checked for placement and funetioning by
nursing staff; interventions still in place
were re-assessed for appropriateness and
effectiveness for the residents; appropriate
physician orders werc in place; and that fall
care plans for these residents were up-10-
date. This was completed by 6/18/2015.

The other residents that were identified to
be at risk for this deficient practice were
as follows:

Director of Nursing completed an audit for
all to identify active residents that had
experienced falls from 5/1/2015 thru
5/22/2015 and reviewed these resident falls
and investigations to review fall
interventions (for the start dates and
discharge dates regarding interventions); to
re-assess where the residents were at present
1o ensure for all of the following: fall
investigations had identified root causes for
the falls; interventions, such as bed and chair
alarms were still in place, being used, and
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SUMMARY STATEMENT OF DEFIGIENCIES

Disease, Hypertension. The interventions
included: Physical and Occupational therapy to
continue freating, keep the call light within reach
with reminders for use, identify where the call light
is bafore leaving the resident's room, monitor for
potential hazards in the environment, and assist
resident to wear soled shoes when out of bed. In
addition, the Treatment Sheet, dated May/2015,
included the chair alarm to the recliner with staff
initials for a ZAM-7 PM and 7 PM-7AM each day
was initiated on 05/05/1% during the 7 PM-7 AM
shift.

Review of Resident #1's Post Incident Actions,
dated 04/29/15 at 1:45 PM, revealed a fall
occured in the resident's room. The facility
assessed the resident and no injury was
identified.

Fecord review of Resident #1's CAAFall
Investigation Worksheet, dated 04/30/15 at 3:07
PM, was not completed by the facllity.

Observation, on 05/20/15 at 7:30 AM, of Resident
#1 revealed he/she was initatially seated in
nis/her recliner with feet alevated. When he/she
proceeded to rise from the recliner and ambulate
independently to the closet area. The alarm did
not sound once the resident arose from the
recliner.

interview with Resident #1, on 05/20/15 ai B:07
AM, revealed he/she did not like the beeping of
the alarm when he/she gets out of the chair
(recliner). He/she reporied the beeping of the
alarm makes me nervous.

2. Review of Resident #8's clinical record

functioning by nursing staff, interventions
still in place were re-assessed for
appropriateness and effectiveness for the
residents; appropriate physician orders were
in place; and that fall care plans for these
residents were up-to-date. This was
completed by 6/18/2015.

The measures that were put into place or
systemic changes made to ensure that this
deficient practice does not recur included
the following:

Administrator provided education/training to
the Director of Nursing regarding: 1) the
issues QIG Surveyors identified with
resident falls and; 2) reviewed the weekly
clinical system process for falls that is to be
done with the clinical inter-disciplinary
team. The Director of Nursing is
responsible for providing the leadership for
this clinical system fall process. This was
completed by 5/29/2015.

Director of Nursing ensured: 1} that
appropriate resident treatment
administration records were completed when
£all interventions for alarms were for nursing
staff to check the placement and functioning
of alarms on the Treatraent Administration .
This was completed by 6/18/5015. 2) That
nursing staff received education/training
regarding their responsibilities with resident
treatment administration records in regards
1o checking the placemnent and functioning
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. being checked for placement and
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revealed the facility re-admitted the resident on
07/01/12 with the diagnosis of Osteoporosis,
Anxiety State, Dementia with Behavior
Disturbancas, tron Defiency Anemia,
Hypothyroldism, Osteoporosis, Syncope and
Collapse.

Review of Resident #6's Quarterly MDS

assessment, completedon 04/27/15 revealed the

facility assessad the resident utilizing the BIMS.
The factlity assessed Resident #6's BIMS score
as four (4} of fifteen (15), being severly impaired
cognitively.

Review of the Comprehensive Care Plan for
Resident #8, revealed the facility developed a
gare plan for the high possibility of falls, on

02/09/15, with updated goals and target dates for

05/09/15 potential for falls. The resident had
several falls in recent months without injury.
Resident #6 had impaired safety awareness
related to Dementia. The interventions included:
Ensure a safe environment, free of ciutter,
adeguate lighting. Non-skid socks and/or well

fitting shoes when out of the had. Also, keep call

fight with in reach when in bed with cues and
reminders for use. In addition, the facility
devaloped a care plan for the resident unable to

meet his/her own ADL/self-care needs, related to

cognitive deficits and left sided weakness
(Transient Ischemia Attacks (TIA)), on 021115,

with updated goals and target dates for 08/11/15.

The interventions included: provided oversight
for bed mobility, transfers and ambulation.
Monitor the need for physical assistance and for
assistance with wheelchair for any trips on or off
the unit,

Review of Resident #6's Post Incident Actions,

F 323| complerted by 6/18/2015.
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of alarms that are identified. This was
F 323 Continued From page 36

The following monitoring has been put
into place to ensure for compliance with
this regulation included the following:

Director of Nursing will present monthly to
the facility (PI) Quality Committee
summary reporting of resident falls that
includes type of injury, time of day, shifts,
hallways, number of falls, and
results/outcomes for these residents
regarding falls. This will be effective for
6/1/20135.

Director of Nursing will provide a list of
resident falls monthly to the pharmacy
consultant upon the monthly visit to the
facility so that pharmacy can review these
residents medications, as appropriate. This
will be effective for 6/1/2015,

This plan of correction for monitoring
compliance will be integrated into the
facility's performance improvement quality
system where results will be reviewed
monthly (until the next facility’s annual
survey) and monitored by the

Performance Improvement (PI) Quality
Commiittee for ensuring on-going
compliance. If monitoring compliance is
sustained for this period, then the PT Quality
Committee will determine at that time to
either continue monthly monitoring as
outlined, reduce monitoring, or discontinue
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. monitoring. The membership of this
F 323| Gontinued From page 37 F 323| .ommittee consist of at least the medical
dated 01/16/15 at 11:33 PM. revealed a fall director, pharmacy consultant, director of
nocured in the regtdem s room. j“he tacility nursing, assistant director of nursing,
assessed the resident and na injury was business office managet, unit manager, and
identified. the administrator. The PI Quality
Committee will review the effect of the
Requested Resident #6's CAA Fall Investigation implemented changes and the audit findings,
Worksheet, related to the fall, dated 01/16/15 at and if at any time concerns are identified
11:33 PM. The facility did not provide the fall durm'g this monitoring process, the P1
investigation worksheet. Quality Committee will be convened to
analyze and recornmend any further
Observation of Resident #6, on 05/19/15 at 12:35 interventions, as deemed appropriate.
PM, revealed the resident was seated In a
wheelchair at a table In the dining area with an
alarm attached to the back of the wheelchair,
Observation of Resident #6, on 05/19/16 at 1:40
PM. revealed the resident laid in his/her bed. The
resident was laid on his/her right side, facing the
window. The window blind was closed. An alarm
was in place and attached to the bed.
Observation of Rasident #6, on 05/20/15 at 7:30
AM and at 7:40 AN, revealed the resident was
geated in his/her whealchair at the table in the
main dining area. The wheelchair had an alarm
attachad 1o the back of the wheelchair,
An unsuccessiul interview was attempted with
Resident #6, on 08/20/15 at 10:15 AM.
3. Review of Resident #9's clinical record
revealed the facility re-admified the resident on
04/04/14 with diagnosis of Depressive Disorder,
Anxiety, Mental Disorder and Anemia.
Review of the nursing notes, dated 01/16/15 at
1:59 AM, revealed Residant #9 has bed and chair
sensor alarms which he/she was non-cormpliant
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with and turns off the alarms him/herself,

Review of the Comprehensive Care Plan for
Hasident #9, revealed the facility developed a
care plan for the high possibility of falls, on
02/16/15, with updated goals and target dates for
08/13/15 potential for injury related to impaired
mohbility, strength, balance and endurance,
cornfusion secondary to Dementia. He/she has
had recurring atterm pts to self transfer and has
had multiple falls since admission. The
interventions included: Bed and chair alarms in
place and to check frequently 10 make sure they
ara working. Chair alarm to increase safety

awareness.

Review of the Resident Incident for Resident #9,
dated 01715415 at 10:46 PM, revealed the
resident was found in the floor at the foot of the
bed, The incident report revealed the resident
was awoke in a confused stale concemed the
tolevigion on the wall was falling. The
post-incident report stated the resident has bed
and chair sensor alarms. In addition, the report
stated the resident was non-compliant all day
turning the alarms off. There was no report of

injury.

Review of Resident #8's Post Incident Actions,
dated 09/11/14 at 12:10 PM, revealed a fall
occured in the resident's room. The facility

assessed the resident and no injury was
identifisd.

Review of Resident #9's Post Incident Actions,
dated 11/06/14 at 10:40 PM, revealed & fall
occured in the snack reom. The facility assessed
the resident and no injury was identified.
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Requested Resident #8's Fall Investigation
Worksheet, relatad to the fallg, dated 09/11/14 at
12410 PM and 11/08/14 at 10:40 PM. The facility
did not provide the fall investigation worksheet.

Review of Hesident #9's Quarterly MDS
assessment, completed on 02/16/15 revealed the
facility assessed the resident utilizing the BIMS.
The facllity assessed the Resident £9's BIMS

| score as fourteen (14) of fifteen (15), being

cognitively intact.

Observation of Resident #9, on 05/19/15 at 11:48
AM, revealed he/sha was seated in his/her
wheelchair in the hallway near the resident's
room. An alarm was attached to the back of
his/her wheelchair.

Ohservation of Resident #9, on 05/19/15 at 4:50
PM, revealed he/she was seated in his/her
wheelchair., He/she was inside of Resident #1's
door entrance engaged in conversation with
Reasgidant #1. An alarm was attached to the back
of his/her wheelchalr,

4. Review of Resident #13's clinical record
revealad the facility re-admiited the resident on
03/251 3 with diagnosis of Symbolic Dysfunction,
Muscle Weakness, Congestive Heart Fallure,
Atrial Fibrillation, Hypertension, Anxiety State,
Dysphagia, Oropharyngeal and Mild Cognitive
Impairment.

Review of Regident #13's Quarterly MDIS
assessment, complated on 04/21/15 ravealed the
facility assessed the resident utilizing the BIMS.
The facility assessed the Resident #13's BIMS
score as thirteen (13) of fifteen (15), being

F 323
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cognitively intact.

Review of the Comprehensive Care Plan for
Reasident #13, revealed the facility developed a
cars plan for the high possibility of falls, on
02/12/15, with updated goals and target dates for
05/13/15 potential for fall refated to chronically
impaired mobility, strength, balance and
endurance related to Congestive Meart Failure,
Chronic Obsiructive Pulmonary Disease, Atrial
Fibrillation, Hypertension, Weakness and
Hypoxia. The interventions included: Bed and
clip chair alarms. However, the care plan did not
address the resident's non-compliance with the
bed and chair alarms. Bed against the wall.

Review of the AccuNurse, Activities of Daily
Living (ADL) Plan of Care~Transfers for Resident
#13, print dated 05/22/15, revealed monitoring of
the alarms, included test and reapply bed or chair
alarm; however, the facility did not provide
documentation of any alarm monitoring.

Review of the Post Incident actions for Resident
#13, dated 04/07/15 at 2:20 PM, revealed the
resident was found in the floor in the dining room.
The investigation revealed the resident's chair
alarm was under the roho cushion. The
post-incident report stated the wires on the chair
alarm were frayed and did not work. The facility
completed an assessment of the resident,
included & neurological assessment, There were
no report of injuries.

Review of Resident #13's Post Incident Actions,
dated 04/07/15 at 2:20 PM, revealed a tall
oceurad in the dining room. The facility assessed
the resident and no injury was identified.
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Review of Residant #13's Post Incident Actions,
dated 03/19/15 at 11:03 AM, revealed a fall
occured in the resident's room The facility
assessed the resident. Resident #13 had a skin
toar above histher laft olbow. The facility
provided steri-strips and covered with tegaderm,

Review of Rasident #13's Post Incident Actions,
dated 03/05/15 at 11:15 PM, revesled a fall
oceured in the resident's room The faciity
assessed the resident and no injury was
identified.

Requested Resident #13's CAA Fall Investigation
Worksheet, related to the fall, dated 04/07/16 at
2:20 PM, dated 03/19/15 at 11:03 AM and at
03/05/15 at 11:15 PM. The facility did not provide
the fall investigation worksheet.

Observation of Resident #13, on 05/20/15 at §:41
PM., revealed hefshe laid in & low bed with the
head of the bed slevated. The side of the bed
was position next to the wall. Resident #13 had
hia/her eyes closed and mouth opan while
wearing a nasal cannula.

Observation of Resident #13, on 05/21/15 at 8:25
AM, revealed he/she was seated in his/her
whesichair in the hallway near the resident's
room. An alarm was attached to the back of
his/her wheelchair,

&, Review of the medical record for Resident #12
revealed the facility admitted the resident on
04/2415 with Diagnosis including Degenerative
Disk Disease, Anxiety, and Dementia with

F 323
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Behavior Disturbances.

Review of Physician orders for Resident #12
revealed an order was received on 07/01/13 to
place fall mats at the bedside at all times, bed
alarm, check placement and function every shift,
shair alarm to wheelchair and check placement
and function every shift.

Review of the Comprehensive Care Plan for
Resident #12, revealed the fagility developed a
care plan dated 03/11/15, for potential for injury
related 1o falls, history of falls, chronic weakness,
and poor safety awareness. The inferventions
included: Bed alarm, check function and
placement every shift, chair alarm and check
placement and function every shilt,

Review of the Resident Incident for Resident #12,
revealed on 08/02/14 the resident scooted to the
wall in the wheelchair and pull seif up. The chair
alarm was not sounding. The wheelchair rolled
back and the resident sat on the floor. There was
no report of injury.

Raview of the Resident Incident Reparted for
Resident #12 dated 11/18/14 revealed the
resident was found on the fall mat next to the bed
and the bed alarm was not sounding when
discoverad by the nurse. There was no report of
injury.

Continued review of the medical record for
Recident #12 revealad no other falls since

11/18/14.

Observation, on 05/21/15 at 8:25 AM, revealed
Resident #12 was lying in bed. The bed sensor
pad was in place and found to be working.
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Interview with Licensed Practical Nurse (LPN) #2,
on 05/22/15 at 12:33 PM, revealed she was

. responsible to check alarms on all her residents
every shift and to ensure they were functioning.
She stated on the falls investigation, she was
trained to only documents if the alarm was in
place, and not whether is was functioning or not.

Interview with the Assistant Director of Nursing
(ADON), on 05/22/15 at 10:40 AM, state the
alarms are checked every two (2) hours on
rounds by the CNAs and nurses. The alarms are
to checked for functioning properly once per shift.
The AccuNurse is where the alarms are checked
by the CNAs. She stated the every two hour
checks on the residents are the CNA standards of
care. She reported the alarms to check were
entered on the nurses treatment sheel, however,
that was changed by the Director of Nurses, back
gometime ago. She stated she was unable o
recall the date the documentation was changed to
the AccuNurse system for the CNA task., She
reported AccuNurse was implementsd prior to the
last survey and the facility continues to expand
the use of AccuNurse, She stated the AccuNurse
systemn does not print off monitoring of the
alarms. There is not any documentation to
support the checks were completed. The
monitaring and checking of the alarm should be
on the AccuNurse system and not on the
Treatment Adminstration Record.

interview with Assistant Director of Nursing
(ADON) on 05/22/15 at 3:47 PM, stated she
completes the quarterly CAA Fall Assessment,
however, the Director of Nurses completes the
post fall CAA fall assessment. The DON reviews
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The facility must establish and maintain an
Infection Control Program designed 10 provide a
safe, sanitary and comfortable environment and
to help prevent tha development and transmission
of disease and infection,

(&) Infection Control Program

The facility must establish an Infection Control
Program under which It -

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

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintaina a record of Incidents and corrective
actions rolated to infectione,

(b} Preventing Spread of Infection

(1) When the Infection Conirol Program
determines that a resident needs isolation to
pravent the spread of infection, the fagcility must
isolate the resident.

{2) The facility must prohibit employees with &
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resldent contact for which
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and completed the fall investigations. She stated
those are completed sporadically. She stated
there was no an investigation for the fall, dated
01/16/15.
Tha Director of Nursing was unavailabie for
interview. She wasout of the country during the
Survey process.
F 441 483.65 INFECTION CONTROL, PREVENT F 441 .
ss=0| SPREAD, LINENS ;;Ii:) Completion Date: 6/19/2015

Infection Control, Prevent Spread, Linens

The specific residents that were cited in
the statement of deficiency as having been
affected were as follows: Resident #5 3
and 7.

Resident # 3 was when the nursing assistant
was doing peri-care and applying barrier
eream. To correct this and to prevent this
from reoccurrence, the Assistant Director of
Nursing meet with the Nursing Assistant
who performed the peri-care on Resident # 3
to instruct her on how to apply barrier
cream. Assistant Director of Nursing
instructed her regarding proper procedure to
follow to ensure that infection control
standards and practices were followed. This
was completed on 6/8/2015.

Assistant Dircetor of Nursing completed a
peri-care audit for return demonstration for
peri-care on a resident with this nursing
assistant. This was completed on 6/8/2013,
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fand washing ie indicated by accepted
professional practice.

{c) Linens

Personne! must handle, store, process and
transport lineng 0 as to prevent the spread of
irfection,

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review,
review of {acility training/in-services, and facility
policy review, it was determined the facility failed
to ensure infection control practices were
maintzinegd for two (2) of sixteen (16) sampled
residents {(Resident #3 and Resident 7). A
Certified Nursing Assistant (CNA) failed to apply
barrier cream correctly, and one (1) staff did not
follow igolation precautions for Resident #7.

The findings include:

1. Review of facility's Corporate Standards of
Practice, undated, revealed when applying topical
barrier cream, smear it evenly over the skin and
apply front to back.

Review of the facility's Corporate Standards of
Practice titled Providing Proper Perineal Care,
revealed do no move from back to front due to
the risk of introducing germs from the anal area
into the urethra, a source of urinary tract infection.

tspecifically regarding o-diff; five moments
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DEFICIENCY)
) Nursing Assistant performed this task
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property.

Assistant Director of Nursing completed
education/training with the Social Service
Director regarding isolation precautions and

of hand hygiene with return demonstration;
prevention and early interventions steps
regarding hand hygiene; contact precautions
for isolation as it relates to infoction control
and the policy on clostridium difficile. This
was completed by 5/20/20135.

Neo other residents were identified to be at
risk for this deficient practice; however
on the first day of the survey census was
57.

Assistant Director of Nursing did
education/training for the nursing assistants
regarding the proper procedure and
technique in doing peri-care. This was
completed by 6/18/2015.

Assistant Director of Nursing completed
peri-care observations with nursing
assistants to ensure they understood proper
procedure and technigues. The nursing
assistants performed this task properly. This
was completed by 6/18/2015.

Assistant Director of Nursing completed
education/training with the Social Service
Director regarding isolation precautions and
specifically regarding o-diff: five moments
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