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- An Off-site Revisit was conducted. Based on the .
acceptable POC the facility was deemed to be in
- compliance as alleged on 03/19/14.
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Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disciosabie 90 days
following the date of survey whether or rot a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made available to the facility. I deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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. A Recertification and Abbreviated Survey was
Feonducied 02/04/14 through 02/06/14.
; Deficiencies were cited with the highest Scope
and Severity of an "E". KY #00021280 was
1 Unsubstantiated with no deficiencies cited. :
F 187 483.10(b)(11) NOTIFY OF CHANGES 5 FI157. sy

§8=D (%NJUFEY!'DECLENE»’RGQM, ETC)
i ! ¥ Resident # 1 MD notification

completed on February 6, 2014 by the

| Afacility must immediately inform the resident:
Director of Nursing (DON). .

, consult with the resident's physician; and if _
* known, notify the resident's legal representative , “

or an inferested family member when there is an | . Rr— : ; s
| accident involving the resident which results in -~ ‘ ;é?ii;;giﬁi iigifﬁ;fﬁ;:ﬁ tobe
L injury and has the potential for requiring physician ) ! ‘The 24 hour report and change in
intervention; a significant change in the resident's : it o fé  the nrovious 14 days
| physical, mental, or psychosocial status (ie., a ;  conaton g doaF f} 54, 2014 b
deterioration in health, mental, o psychosacial | were foviewe ﬁn coruary o1 7
 status in either life threatening conditions or } + the DON, fore m*“-"‘”i}mgm ron E; d
. clinical complications); a need o alter treatmen{ | . cnsure I?E‘lyf"*“anfldm ica fﬁf:ic.cﬁ?.gw ¢
! significantly (i.e., a need fo discontinue an - as necessary. Resi ‘?m m;?)!z ; o é
existing form of treatment due to adverse _‘ : ;;ZEpékad;giifi}&o;}?i:i;uary 2‘; i_zhi aroh
consequences, or to commence a new form of | 10,2014 by the Director of Numsing and.

; treatment); or a decision to transfer or discharge o Mo o ot o
* the resident from the facility as specified in Regional Nurse fo identify any changes
i §483.12(a). 2 ¢ in condition and ensure physician

| ; notification as necessary.

i The facility must also promptly notify the resident |
. and, If known, the resident's legal representative
L or interested famlly member when there is a

. thange in room or roommate assignment as

: specifiedin §483.15(e)(2); or a changs in

; resident rights under Fadera! or State law or ; ‘
‘regulations as specified in paragraph (b}{1)of A

: this section, ? i o

i

| The faclity must record and periodically updste

“the address and phone number of the resident's

LABORATORY, DIRECTOR'S w@sws UPPLIER REPRESENTATIVE'S SIGNATLRE THE 61 DATE
7 v L .
, W é / 5 /KZ/ /{/ v

e
2 /f:/;f
Any deficiency stalement énding with an asterisk (4] denotes a defisiancy which he institution may be excused from correcling providing A 1s delermined thal
ather safeguards provide sufficient protection fo the pallenis. (Ses instruclions.) Except for nursing homes, the findings slaled above are disclosable 90 days
rovided. For nursing hames, the above fingings and plans of correction are disclosable 14

foltowing the date of survey whelher or not 2 plan of correction is p
days foltowing the date these documents are mada avaiiable fo the facitity. If deficiencies are cited, an approved plan of corection is requisite o conlinued

program participation,
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F 157 ' Continued From page 1

. This REQUIREMENT is not met as evidenced

“by:

: Based on observatian, interview, record review

“and review of the facility’s policy, it was

: determined the facility failed to ensure the
Physician was notified when there was a

t significant change in a resident's physical status

. and a need to aller freatment for (1} of eighteen

- {18} sampiled residents {Resident #1).

On 01/13/14 Resident #1 was noted to have
f redness to the cocoyx area on and according to
_the Progress Noles, the area opened and was
' noted to have yellow slough on 01/16/14;
however, there was no documented evidence the
Physician was notified of the deterioration of the
; wound in order to alter treatment,

: Additionally, the Wound Nurse obiained orders
for Mepilex (a protective dressing) to the coceyx

i for protection on 01/16/14, Interview with the
Wound Nurse revealed the wound was red and

i slow to blanch on 01/19/14 and there was no
open wound, Mowsver, skin assessments

i completed an 01/20/14 and 01/27/14, revealed
the coccyx wound was open, There was no

! documented evidence the nurses who performed |
the skin assessments on 01/20/14 and 01/27/14

! recognized the change in the Pressure Ulcer
when It deteriorated from a reddened ares 1o an

{ open area and there was no documented
evidence the Physician was notified,

. The findings Include:

, Review of the facility's policy titled, "Changes in

fegal representative or interested family member. ‘l

F 187

#3 Licensed MNurses will be educated
regerding Physician Notification of
Change in Condition on March 4, 2014
by the Director of Nursing. All licensed
i nurses not attending on March 4, 2014,
will attend education sessions prior 1o
refurning to work.

The 24 hour report and change in
condition log and § record review will be
completed daily Mon-Fri bepinning
March 17, 2014 by the Assistant
Director of Nursing (ADON), Staff
Development Coordinator (8DCY, MDS
nurse assistant or DON to identify
changes and ensure physician
notification.

#4, Results of change of condition audits
with physician notification will be
reviewed in Performance Improvement
Commitiee monthly for compliance and
or suggestions for 3 months,

#5 Completion Date March 19, 2014

i
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' Resident's Condition or Status, undated, revealed |
, the facility was to nofify the resident and his/her
‘ attending Physician of changes in the resident's
- condition and/or status. Nursing services was to |
: be responsibie for notifying the resident's :
attending Physician when there was a significant
i change in the resident's physical, mental, or
" emational status, and when there was a need to
 alter the resident’s freatment or medications.

i

. Review of Resident #1's medical record revealed
‘the facility admitted the resident on 07/22/13, with
dlaghases which included Dementia, Aotta '
: Femoral Bypass, and Coronary Artery Disease.
Review of the Significant Change Minimum Data
| Set (MD'S) Assessment, dated 12/16/13, reveated |
the facility assessed the resident as hawng a '
: Brief Interview for Mental Status (BIMS) score of
" two (2) out of fifteen (15) which mdlcated the
. resident had severe cognitive impairment. :
' Continued review of the MDS revealed the facility !
assessed the resident to require extensive assist .
i of two (2) persons for bed mobility, transfers, '
“personal hygiene and follet use, as frequently ; .
. incontinent of bowel and bladder and s having ‘
" no Pressure Ulcers.

i Observation of Resident #1's skin, during a skin
assessment performed by Licensed Practical !
i Nurse (LPN} #10, revealed a Pressure Ulcerto :
the coceyx. Interview with LPN #10 during the
_ skin assessment revealed the nurse described

i the Pressure Ulcar as red with a yellow center
containing slough (soft moist dead fissue), which

; measured four (4} centimeters {cm) in width and

" 1.2 centimeters in length. :

! Review of the Weekly Skin Integrity Data
. Collection (WSIDC) form completed by LPN #6,

Evanl \D: 6501211
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. dated 01/13/14, revealed Resident #1's skin was

“intact and indicated there was redness to histher

; buttacks, coceyx and perineal area by circling
these areas on the diagram of the body.

Revrew of the Physician's Orders dated 01/15/14
 revealed orders for Mepilex to the coceyx area
dai%y and as needed (prn) for redness to cocoyx.

Rewew of a Progress Note completed by LPN #‘!’
“dated 01/16/14 at 12:49 AM, revealed new orders |

. for Mepilex to the coccyx area due to redness :
Vand a small open area with vellow slough,

: Continued record review revealed no !
' documented evidence the Physician was nofified
: of the deterioration of the wound or of Physician’s
Orders received on 01/16/14.

!nferview with LPN #7 on 02/06/14 at 4:45 PM,

i revealed she did not recall writing the Progress
. Note on 01/16/14 related to Resident #1's coccyx |
: area with redness and an open area, She stated
_ however, if the wound had changed or worsened,

' she should have called the Physician to obtain

treatmem

Rev:ew of a verbal Physician's Order dated

+ 01/19/14, revealed orders for Mepilex ta the :

coccyx for protection, change every three (3) . ;
I days and prn which had been obtained by the i | i
Lfcensed Practical Nurse (LPN) #5Wound Nurse

lnterwew with the LPN #5/Wound Nurse on ‘
i 02106/14 at 4:00 PM, revealed she had assessed |
. Resident #1's skin on 01719/14 and the area to
i the coceyx was red and slow to blanch but not )
. open. She stated she had obtained orders for the |
i Mepilex for protection to the area, .
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' Continued review of the WSIDC, revealed a skin

i assessment completed on 01/20/14 by LPN #8,
which noted Resident #1's skin was intact; ‘

i however indicated there was an open area on the |
buttocks/coccyx by circling that area on the

i diagram of the body. Review revealed the area

 had a treaiment in place. Further review of the

: WSIDC dated 01/20/14, revealed even though

_the skin assessment indicated an open area

' there was no documented evidence of a wound

. measurement, description or staging of the

"wound. Continued record review revealed no

, documented evidence of a Nurse's Note retated

* 1o the wound or of the Physician having been

notifted of the deterioration of the wound which

hiow contained &n open area,

interview with LPN #6 on 02/06/14 at 4:58 PM,
- revealed she had performed the skin assessment |
on 01/20/14 and noted an open area o the ’
; coceyx which looked [Tke siough which she ;
“considered a Pressure Ulcer. She indicated she
should have notified the Physician because the
wound had worsenad; however, she could not
i remember notifying the Physician of the change
" in the wound.

Review of the WSIDC, dated 01/27/14,

: completed by LPN #8, revealed the skint was A
“intact; however, indicated there was an open area '
on the buttocks by circling that arez of the ;
diagram of the body.

“interview with LPN #86 on 02/06/14 at 4:15 M,

. revealed he had completed the skin assessment
: on 01/27/14 and noted the coceyx was beefy red
. with a smefl open area, so he should not have |
i marked the skin as intact on the WSIDC form.
. He stated he had notifled the Wound Nurse, but
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'not the Physician of this information. However,

: record review revealed no documented evidence
“the Wound Nurse or Physician had been notified |
; of the change in the wound by LPN #8.

 Interview with Resident #1's Attending Physician
“on 02/06/14 at 4:20 PM, revealed any time a
: wound changed from a reddened areato an open
" area, or there was deterioration of a wound he ) ;
i should have been notified. He indicated he ' ' :
' should have been notified on 01/16/14 when the
i wound was noted to be open with slough; and
“also on G1/20/14 and 01/27/4 when the nurses
- oted the wound had opened. Further interview
“revealed Mepitex was the treatment that had
i been ordered; and he may or may not have Z
“changed the treatment since Mepilex would have |
* been appropriate for an open wound as wall. ‘
i Interview with the Director of Nursing ( DONjon
02/06/14 at 5:11 PM, revealed if a new areaof
i skin breakdown was noted or @ Pressure Ulcer
was noted to worsen, the nurse was o notify the _
| Physician of this Information and obtain 2 j
_ireaiment order. She indicated there was _
| education needed for the nurses regarding when |
1o notify the Physician related to a change in '
Fwounds, . #] A one-time ohservation of care on
F 241 483.15(a) DIGNITY AND RESPECT OF F 2411  Fehruary 26, 2014 was completed by
§8=0 | INDIVIDUALITY ;. Assistant Director of Nursing for
. . unsampled residents A & B are provided
i | care in a2 manner that maintains and _
enhances cach resident’s dignity ,
including not standing while assisting :
with meals.

241

i The facility must promote care for residents in a
, manner and in an environment that maintains or
: enhances each resident's digrity and respect in
. full recognition of his or her individuality.

E This REQUIREMENT Is not met as evidenced j

i
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by

. Based on observation, interview and review of
“the facility's policy, it was determined the facility

; failed fo provide care in a manner that maintained
_and enhanced each resident's dignity, in full ;
f recognition of his or her individuality for two (2)
_unsampled residents {Unsampled Resident A and |
* Unsampled Resident B) as evidenced by ;
, Observations of two (2) stafl members standing to
* feed Unsampled Resident A and Unsampled !
: Resident B. ‘

i The findings include:
i Review of the facility's, "Dignity Policy”, revised |
06/17/08, revealed it was the policy of the faciiity
+ 10 promote residents’ independence and dignity in ;
. dining. Continued review revealed the policy did
' not staie a specific protocal refated to feeding

; residents,

: Observation during the evening meal service, on
- 02/04/14 from 5:30 PM 10 6:00 PM, revealed two
i (2) staff members were standing up while feeding |

“Unsampled Resident A and Unsampied Resident .

! Interview with State Registered Nurse Assistant ;
{SRNA) #3 on 62/06/14 at 5:17 PM, revealed she ;
| had been assigned to feed Unsampled Resident
_Afor the evening meal on 02/04/14. She stated

! she had stood to feed the resident: however had

; worked al other facilities and the policy for

: feeding residents varied from one facility 1o

. another. Continved interview revealed she had

" not received training specific to whether o stand

i Up or sit down while feeding residents, She ;
indicated she thought she was supposed 1o stand ;
: up and talk to the residents to make sure they got !

#2 Observation of meal services was
vompleted on February 26, 2014, by the
assistant director of nursing, to ensure
each resident is provided care in 8
manner that maintaing and enhances
dignity, including not standing while
assisting with meals. Any issues were
immediately addressed.

#3 Nursing staff will be provided
education on March 4, 2014 regarding
dignity including not standing while
assisting with meals. Any nursing staff
not attending on March 4, 2014 will be
required fo attend education prior fo
returning 1o work.

#4 Observation of § residents care,
including meal service, will be
completed weekly X 4 woeks, beginning
week of March 17, 2014, then monthly
X 2 months by the agsistant director of
nursing, to ensure delivery of care in a
manner that maintaing and enhances
resident’s dignity including not standing
while assisting with meals,

Results of observation of mes] gervice
and residents care observation will be
reported to the Performance
Improvement Commiitee monthly X 3
months to ensure resident’s dignity is
maintained,

#5 Compfeu’on Date March 19, 2014
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; enough to eat.

: Interview with Licensed Practical Nurse (LPN &4
. On 02/06/14 at 5:23 PM, whowas assignedto
*feed Unsampled Resident B on 02/04/14, during

. the evening meai revealed she normatty worked
~at night and did not usually feed residents on her
¢ shift. She stated she had came in early on :
- 02/04114, and was assigned to assist with feeding ’
| residents in the dining room. She stated she had
, never been told she should sit down while

" feeding,

Interview with LPN #2 on 02/06/14 at 305 PM, |

 revealed facility stalf had received in-service ‘
training regarding dignity during dining. LPN#2

! stated it was easier for staff to converse with

; residents if you were sitting down at their level.

¢ interview with the Staff Developrment Coordinator
“on 02/06/14 at 3:30 PM, revealed she had :
i provided in-service training related to feading

_residents. She stated staff had been instructed to i
i sit down and converse with residents while )

. feeding themn.

 Interview with the Assistant Director of Nursing on |
1 02/06/14 2t 3:42 PM, revealed she did not know |
. what the current facility policy stated in regard to
“dignity during dining. She stated she knew

{ hurses and "aides" were taught to sit down to
feed residents in school. She further stated it

i was a dignity issue to stand up and feed

, residents.

: Interview with the Direcior of Nursing {CON) on
- 02/06/14 at 6:30 PM, reveajed it was her ,
t expeciation that staff were to sit fo feed residents, |
_in order to maintain conversation. She stated it

if continuation shest Page §of 53
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. was a matter of protecting the residents’ dignity, .
F 253" 483.15(h)2) HOUSEKEEPING & F2s3t 123
§8=E , MAINTENANCE SERVICES ; ' #1 Room 114 was cleased by
: The facility must provide housekeeping and housekoeping on February 28, 20 I?C’_‘
maintenance services necessary to maintain a assist in the elimination of strong odors.
i sanilary, orderly, and comfortable interior. 100 Hall Shower Room was top
: g serubbed and cleaned by housekeeping
. This REQUIREMENT Is not met as evidenced on February 27, 2014 ta remove black é
by substance in grout between tiles,
. Based on observation, interview, record review ,
" and review of the facllity's policy, it was West Wing Shower Room was top
; tletermined the facility failed 1o provide scrubbed and cleaned by housckeeping
“housekeeping and maintenance services . on Febmary 27, 2014 to remove black
. Necessary to maintain a sanitary, orderly, and , - substance in grout between tiles,
comfortable environment as evidenced by failure | + Cluttered items and mattress were
- 1o ensure resident rooms were clean, in good removed from shower room on 2/4/14 by
, repair and free of odors; and shower rooms were the Director of Nursing,
- clean and free of unnecessary items stored there, | _
such as, pillows and a mattress. In addition, the  Room 311 wilet bolt covers were
 facility failed to ensure residents’ bathrooms were | replaced by maintenance on February 27,
free of had toifet bolt covers in place. . 2014
- Additionally, cove base and dry wall were torn or ’
. missing in resident's rooms and a bathroom floor | Room 315 light cover fixture was
" was sticky. - replaced by maintenance on Febraary 27,
, E I 2014, Room checked by Executive
" The findings include: . ,  Director on February 27, 2014 and fee
; : " of cobwebs,
* Review of the facility's policy titled, ; :
. "Housekeeping, Daily Room Cleaning”, undated, 200 Hall Shower Room was tap
‘ revealed housekeeping was 1o provide a fresh, scrubbed and cleaned by housekeeping :
 clean, and sanitary environment during a on February 27, 2014 to remove black ,
resident’s stay in the faciiity: and were 1o reduce i substance in grout between files. :
; the potential for nosocomial infections (an ’
“infection acquired In a healthcare selfing). The Room 107 toilet bolt covers wers ‘
; policy stated the housekeeping staff were to ¢ replaced by maintenance on February 27,
clean resident rooms by removing the trash, then | S 2014
FORM CMS-2567(02-08) Previous Versions Chsolata Evanl n84UZH Facility 1D: 102376 if eontinuation sheet Page 9 of 53
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: using a high duster, work around the roor and

_ dust every ledge, light, and vent above shoulder
“height. Further review revealed the

. housekeeaping staff was the to use g damp rag
"with germicidal disinfectant and water, to damp

i dus! the room starting with the overbed table,

. bedside table, and phone; and move to the rest of

“the room which included windowsills, doorframes,

{ shelves, walls, and docrs. Continued review :
revealed the bathrooms were to be disinfected ;

' using a germicidal disinfectant solution and clean

i rag; and counters, shelves, and shower were also !
to be wiped down with the solution. Further

'review revealed the Policy stated a germicidal

 disinfectant was 1o be used to clean the tile.

§
'

i

i 1. Observation during initial four on 02/04/14 at
. 2:20 PM and again on 02/05/14 at 12:15 PM
“ revealed room 114 had strong urine odors.

_ 2. Observation of the 100 Hall shower room on

- 02/04/14 at 3:00 PM, revealed a black substance f
; on the grout between the tiles on the lower half of '
_ the shower below the hand rails. :

; 3. Cbservation of the West Wing shower room on |
" 02/04/14 at 3:15 PM, revealed the file floor in the |
; shower and the tile walls surrounding the shower !
had a black substance in the grout between the
' tiles; and the meta! baseboard around the shower |
. walls had areas which was covered with 3 black .
“substance. Continued observation revealed thers |
i was a missing tile on the shower wall, as well as,
. @ broken tile on the shower floor: and the shower
“ room floor grout between the tiles had areas of g |
. brown substance. In addition, observation i
revealed the whirlpool fub hed a bath board over E
Uit which was cluttered with four (4) pilows, anda !
, stack of wash cloths and towels. Further ;

AND PLAN OF CORRECTION A BUILDING
185155 8 WING 02/06/2014
NAME OF PROVIGER OR SUPPLIER STREETADGRESS. CITY, STATE, ZIP CODE
833 NORTH TOLLIVER ROAD
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PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PHEFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IIENTIFYING INFORMATION) TAG | CROSS-REFERENCED TE THE APPROPRIATE oave
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F 253 Continued From page 9 F 253, f
!

Room 306, 309, and 310 cove base and
drywall repaired by mainienance on
February 27, 2014, Room 307 was
checked by Executive Director on
February 27, 2014 with no sticky
substance in floor,

#2 Al resident room’s were audited for
strong odors by the Executive Director,
Maintenance, and Housekeeping

Supervisor on February 28, 2014, Any
issues found were addressed ;
immediately.

All shower rooms addressed above.

All shower rootas checkeed for clutter by
the Executive Direclor, Maintenance,
and Housekeeping Supervigor on
February 23, 2014 any clutter found was
removed at that Hme,

All toilet bolt covers were checked by
the Executive Director, Maintenance,
and Housekeoping Supervisor on
February 28, 2014 any mmissing were

replaced at that time.

All light cover fixiures in the resident
rooms’ were checked by the Executive
Director, Maintenance, and
Housekeeping Supervisor on February
28, 2014 any found were replaced.
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i observation revealed there was 2 mattress on the . . .
H , i I 3
_fioor in the showar room leaned up againsi the A]} rooms were ?hecked for ogse 0{11 .
“wall by the whir! pool tub missing cove base and damaged walls by
d P ’  the Excoutive Director, Maintenance,
' Interview with the Director of Nursing (DON) on E ;"g HO?S?;&‘?%% aS:p ?::::j;rfg:n 4 were
 02/05/14 &t 11:30 AM, revealed the whirlpool had Sdrossd ot that e o !
_hot been used since she had been there except addressed at that time. !
 for Baptisms and that was over 2 year ago. She . .
statedﬁhe pillows and linens wereynot tcsgbe  Resident rooms, resident bathrooms and
{ Dt . :
'stacked up on the whirlpool tub and the matiress shower rooms were checked by the ’ f
: should have been stored elsewhere. ! Executive Director, M_amienazm, an
: Housckeeping Supervisor on February
'4, Observation, on 02/04/14 at 3:00 PM, of the 28, 27014 for sanitary, orderly and
. West Hall bathreom in room 311 revealed toilet comfortable interior,
 bolt covers were missing and there was 2 rusty .
[ appearance around the bolt. #3 On March 4, 2014 alf staff will be
: i educated on sanifary, orderly and
s Observation, on 02/04/14 at 2:05 PM, West . comfortable inferior for all re-s_;idents by
, Heli room 315 revealed there was no cover over the Staff Development Coordingtor.
" the light fixture in the ceiling. Also, in room 315 ! _ ‘
i there were cobwebs in the upper corner of the On March 4, 2014 all staff will be
“ bathroom, over the toilet near the vent on the educated on complctfng: work orders ftor
: wall, maintenance and notifving housekeeping
of problem areas by the Staff
! Interview, on 02/04/14 gt 5:40 P, with Development Coordinator, ;
. Housekeeper #1, who was working on the 350 i ) .
' Hall, revealed she swept and mopped the floors; On March 4, 2014 housekeeping will I;ae !
; Cleaned the toilets; cleaned up spills of food tems educated on and instructed Lo use “Daily
“in the rooms from the residents’ personal food ‘ Housekeeping Task Cheeklist” by the
i ftemns daily; and emptied trash from the residents’ | Housckeeping Supervisor (o ensure A
. reoms. She further revealed if there was a o sanitary, orderly and comfortable interior
: maintenance issue she contacted maintenance to for all residents.
. report it. ;
: 6. Observation of the 200 Hall shower room on _
02/05/14 at 9:15 AM revealed the tile floor in the ; 5 ?
 shower and the tile walls surrounding the shower : ;
. had a black substance in the grout between the “ :
' tiles. j : :
Event ID;841211 Factlity 10: 100376 . i continuation sheet Page 41 of 53
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' 7. Observation of the bathroom in room 107 on

: 02/05114 at 11:45 AM, revealed there were no

. toilet holt covers on the toilet.

; 8. Gbservation on 02/04/14 at 2:35 PM during
initial tour, revealed in room 306, a piece of the

! cove base and drywall were missing; in room 307

; the bathroom floor was sticky and had & gritty

" appearance; in room 309 the cove base was

! lbose and the wall had a hole approxirmately the

- 8ize of a quarter; in room 310 the cove base was |

' torn and a piece of dry wall was missing. ‘

i

_ Interview, on 02/05/14 a1 9:15 AM and 02/06/14

" at 7,30 PM, with the Housekeeping Supervisor
; (H3) revealed the general bathrooms were

" cleaned and mopped at least one time a day.

i She stated the general bathrooms had

. grounded-in dirt from wheaelchairs; and the

" housekeepers used "topscrubbers” at least once
@ week 1o scrub the floors however, alf the dirt did
_not come out of the groul. She stated the black
i substance on the metal baseboard in the Waest ;
. Wing genera! bathroom might have been mildewy;
" but it did not come off with the current products

i they were using and it needad to be replaced,

" The HS stated, the housekeepers probably

: needed to scrub the tiles two (2) to three {3} times;
. @ week in the general bathrooms instead of once
! a week; however, they had been short staffed in |
_ housekeeping. Continued interview with the HS,
' revealed the nousekeeping staff should have

, daily cleaned the bathroom commodes, bedside
tables, window sills, head board and foot board of .
i the beds, and swept and mopped. She stated
. they were to also high dust once a week which i
! would take care of cobwebs. Further interview |
, revealed room 112 and 114 had strong odors:

l

(X431 SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION ‘ {335
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B8 ; COMPLETION
TAG | REGULATCRY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE oaze
DEFICENCY)
F 253 i Continued From page 11 F 253;

Environmental round audits including
odors, dirty/sticky floors, walls and cove
base in need of repair, clutfer, and toilets 5
in need of repair will be conducted by
Department Managers, which include
Executive Director, Director of Nursing,
Agsistant Director of Nursing, Staff
Development, MDS Assistant,
Housekesping Supervisor, Dietary
Manager, Director of Rehab, Social
Services, Human Resource, Accounts
Receivable, starting the week of March
10, 2014, then weekly X 4 weeks, then
monthly X 3 months to ensure a sanitary,
orderly and comfortable interior for all
residents. Areas of concern will be
addressed at time of audit by notifving
housekeeping or writing work order for
maintenance.

4. Results of andits will be reported o
the Performance Improvenient
Comimnitiee monthly,

# 5 Completion Date March 19, 2014
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F 253, Continued From page 12
“and the housekeepers cleaned the floors more
“than once a day and cleaned the beds at least
- three (3) times a week or when they caughtthe
- residents out of their beds. However, she stated |
: the privacy curtains which could have held odors
i was only cleaned when soiled areas were noted.,

: Interview with the Maintenance Director on
02/05/14 at 10:00 AM and 3:00 PM, revealed he :
«had been in his position for one (1) month and he
. currently had a list of needed repairs. He stated |
' he was going through residents’ rooms daily and
- making repairs and adding to his repair ist. The
- Maintenance Director stated he was unaware of
- missing tollet bolt covers. He stated the work
i order forms were at the nurse's station and :
, anyonie could complete thern when observing the
“need for a repair. The Maintenance Director :
- further stated he did not perform rounds of the j
_environment however, the department heads did
| rounds on a routine basis and gave him a listof
, concerns identified with the environment, He
“stated he had not seen missing toilet holt covers

:on the list,

- Interview, on 02/06/14 at 7:50 PM, with the

- Adminlistrator revealed he had been the

+ Administrator since December 2013, and his ’
i focus was customer service. He stated he had
 identified issues related to housekeeping and felt |
{this was due to the the Housekeeping Supervisor
; having been off work for the past ten (10) weeks. '
. The Administrator stated “last week” he had ?
 crews which had come in to "deep" clean the

- west wing. Continued interview revealed the
“chipped tiles in the general baths had been

| identified and he was going to ensure the tiies

“three (3) generat baths were {0 be completely

LIFE CARE CENTER OF MOREHEAD
(X4yiD SUMMARY STATEMENT OF DE FICIENCIES D PROVIGERS PLAN OF CORRECTION : {¥5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ‘ CQM?L__E:{’UN
TAG REGULATORY OR LSC IDENTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Oare
DEFICIENGY)
F 253;

: Were replaced immediztely. He further stated the
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. remodeled in 2014. The Administrator siated )
they had recently started room rounds with the
: depariment heads assigned to specific rooms |
where they were 1o check the entire room to '
" include the blinds, walls, and floors fo identify any |
| concerns related to housekeeping or ;
maintenance.
F 279!

F 2791 483.20(d), 483.20(k){1) DEVELOP
$5=D , COMPREHENSIVE CARE PLANS ,

: Afacility must use the results of the assessment
~to develop, review and revise the resident's
i comprehensive plan of care.

“ The facility must develop a comprehensive care
: ptan for each resident that includes measurable
 Objectives and timetables to meet a resident's

" medical, nursing, and mental and psychosocial
. needs that are identified in the comprehensive

- assessment,

“ The care plan must describe the services that are |

+ 10 be furnished to attain or maintain the resident's i

. highest practicable physical, mental, and

f psychosocial well-being as reguired under

. §483.25; and any services that would otherwise

' be required under §483.25 but are not provided

: due to the resident's éxercise of rights under
§483.10, including the right to refuse treatment

i under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
fhy: .
, Based on interview, record review and review of
“the facility’s policy, it was determined the facility

! falled to ensure the Comprehensive Care Plan
_was developed with specific interventions to meet

L

F279

#1 Resident #6 comprehensive care plan
was reviewed on February 7, 2014, by
the DON, to ensure inclusion of specific
interventions to meet the residents”
medical and nursing needs.

#2 Current resident’s Comprehensive

care plans will be audited by March 14,
2014, by the DON, ADON, MDS§

asststant and Regional nurse to ensure

they are developed with specific
interventions to meet the residents’

medical and nursing needs. Any issusg
identified will be immediately corrected. ;

Residents’ care plans for those residents’
having new physician orders for the
previcus 14 days were reviewed on
February 27, 2014, by the Director of
Nursing to ensure revision of care plan
was completed,

FORM CMS-2567(02-09) Previous Versions Obsalate Ewent iD; 6411219
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. residents’ medical and nursing needs identified
for ane (1) of eighteen {18} sampled residents
! (Resident #8).

' Review of the laboratory results reveajed

i Resident #6's urine contained Methicitlin
Resistance Staphylococcus Aureus (MRSA). ;

' Review of Resident #8's Comprehensive Care

. Plan revealed no documented evidence s care
plan had been developed which addressed the i

 resident's MRSA (an antibiotic reslstant bacteria), .

f The findings inciude: i

Review of the facility's infection controf policy
*titled, "Transmission-based Precautions and
- Isolation Procedures *, revised 0711812011,

revealed the transmission based precautions
- were used in addition to standard precautions for
; residents with suspected or confirmed infections
“and conditions. Residents were to be placed on
i appropriate transmission-based precautions urtil :
_ the condition had been ruled out or the criteria for |
- removal from isolation had been met.

" Review of the Resident #6's medical record
i reveaied the facility admitted the resident on i
11/29/12, with diagnoses which included Cerebral -
i Vascutar Accident (CVA), Diabetes and
. Dementia, Continued review of the medical ;
“record revealed, a Physician Order dated 1/14/14
; for a urinalysls culture & sensitivity to be
“obtained. Review of the Laboratory Report dated :
1 0117114 revealed the facility had been notifled |
_that day of the resuits of the urine culture which
‘ revealed the organism MRSA was present in
. Resident #6's urine,

: Review of Resident #6's Comprehensive Care

#3 Licensed Nursing Staff will be
provided education on March 4, 2014,
regarding revision and developing of
care plans, by the Director of Nursing.
Licensed staff not attending on March 4,
2074, will be required to attend prior to
returning fo worl
Interdisciplinary team members
including MDS Coordinator, MDS
Assistant, Social Service Director,
Activitics Director and Dietary Manager,
will be in-serviced by the Director of
Nursing regarding development of care
plans on March 3, 2014,
. Five residents’ comprehensive care plans
" and nursing assistant care plans will be
! audited by the DON or ADON to ensure
the vare plans are developed with
specific interventions to meet residents’
* medical and nursing needs, starting the
week of March 17,2014, then weekly X
4, then monthly X 2.

#4 Results will be reviewed in the
Performance Inaprovement Committee

menthly X 3,

#5 Completion Date: March 19, 2014
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. Plan revealed no documented evidence a care
" plan had been developed o address Hie MRSA
Infection noted in the resident's urine to include
_Interventions for infection control.

 Interview, on 02/06/14 at 7:45 PM, with Certified
 Nursing Assistant (CNA) #7 revealed he had not
: beer informed of Resident #6 having had MRSA
- in his/her urine in January and was not aware of |
 this information at the time of the inferview. CNA
- #7 stated during January he had only worked a

; day on Raesident #5's unit,

! Interview, on 02/06/14 at 7:50 PM, with CNA#8

revealed she had not been told Resident #6 had i
| MRSA in histher urine. CNA #8 stated this '
- Information was not on Resident #6's nursing 5
- assistant care plan. The CNA stated Resident #6 ;
; used a urinal which staff emptied into the

" bathroom commode.

" interview, on 02/6/14 at 7:30 PM, with the

; Infection Control (iC) Nurse revealed Resident

- #6's MRSA had not been care planned, bacsuse
; the resident had not been placed in isolation,

* She indicated Resident #6 had not been placed
i oh Isofation precsutions because he/she was &
“immaobile, and not able to use the bathroom. The
¢ IG Nurse stated the facility only isolated residents
- who had MRSA in their urine if the resident was i

i mobile.

; Interview on, 02/06/14 at 8:00 PM, with the ;
“Director of Nursing (DON) revealed a care plan |
i should have been developed in regards to ;
. Resident #8's MRSA in his/her urine. She

! indicated the care plan should have included j
 interventions to address possible infection control |
! " issues related to the MRSA,

LIFE CARE CENTER OF MOREHEAD
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+ F 280 483.20(d)(3), 483,10(k)(2) RIGHT TO (  Foasol ‘
§S=0: PARTICIPATE PLANNING CARE-REVISECP :
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' The resident has the right, unless adjudged ; i
- incompetent or otherwise found to be i #1 Resident #8 comprehensive care plan
Incapacitated under the laws of the State, to - was reviewed on February 7, 2014, by
i participate in planning care and treatment or ; © the DON, 1o ensure inclusion of specific
changes In care and treatment. 2' inferventions to meet the residents’
i medical and nursing needs.
; A‘cqmprehensive care plan must be developed
_within7 daysf after the completion of the _ i #Z2 Current resident’s Comprehensive
 com p‘reE?erj:sfve assessment; prepared by an | sare plans will be audited by March 14,
; znterqz‘smpfmary.team. that includes the altending - 2014, by the DON, ADON, MDS
% phys:clar'f,va registered nurse with responsibility assistant and Regional nurse o ensure
5 fqr the' resident, and other appropriate staff in they are developed with specific
: disciplines as determsngad by the resident's needs, ; interventions to meet the residents”
rand, ro.th& extent prgcticabfe, ihe participation of medical and nursing needs. Any issues
1 the resident, the resident's family or the resident's | identified will be immediately corrected,
" legal representative; and periodically reviewed
and revised by a team of quatified persons after Residents’ care plans for those residents’
‘ each assessment. having new physician orders for the
{ previous 14 days were reviewed on
; February 27, 2014, by the Director of
! Nuzrsing to ensure revision of care plan
D F was completed.
' This REQUIREMENT is rot met as evidenced ’
¢ by: ) Y ) _ I #3 Licensed Nursing Staff will be
: Bgsed on interview, record review, and review of ; provided education on March 4, 2014,
 facility's policy, it was detergn ined the facility failed - regarding revision and developing of
to ensure the Comprehensive Plan of Care was | care plans, by the Director of Nursing
'revised for one (1) of eighteen (18) sampled ; et ttendi I
residents (Resident 5 p ; Licensed staff not attending on March 4,
) 2014, wiil be required fo attend prior to
; i : , returning {o work.
5 ?fis;cgni #'s Cemprehgnswe Plan of Care was | Interdisciplinary team members
hotrevised when the resident was placed on - ; inocluding MDS Coordi MDS
" Prozac (antidepressant medication) : LB e oo, M
. . : ; Assistant, Social Service Director,
“The findings in : H A?txvztzgs D:re.cmr and I)zezfny Manager,
E gs inchide : I will be in-serviced by the Director of
| . - S {uirsi rarding development of care
. Review of the facility's "Resi Nursing regarding 3
; clity’s policy titled, "Resident ! : plags on March 3, 2014,
EORM CMS-2567(02.99) Previous Versisns Obsolete Evenl |2 84LIZ11 Facility 1 1¥1375 If contiruation shee! Page 17 of 53
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. Care Plan", revised December 2008, revealed
- review of the care plan was to be done at Jeast
 Quarterly and as needed {o reflect the resident's i
* current needs, problems, goals, care, treatment
. and services.

- Review of Resident #8's medical record revealed |
' diagnoses which included Depression and

; Anxiely, Review of the Admission Minimum Data |
' Set Assessment (MDS) dated 01/13/14, revealsd :
- the facility assessed the resident as having a ’
* Brief Interview for Mental Status score of fifteen

: (18) out of fifteen {15} Indicating na cognitive

" impairment.

' Review of the Physician's Orders dated 01/24/14
, revealed orders for Prozac (an antidepressant

- medication} ten (10) milligrams (mg) every day |
; for ane (1) week, then twenly (20) mg every day
! for Depression; and the resident was to be seen |
. by psychiatric services.

~Review of Resident #8's Comprehensive Plan of

i Care dated 01/15/14 revealed there was a care
plan problem stating the resident had frouble j

: sleeping related to Depression; with a goal which |
stated the resident would have no complaints o

i sleeplessness. Continued review of this care

- pian revealed the approaches included :

i medications were to be administered as ordered: |

- staff were to monitor for sleeplessness and report |

: to the Physician. Additionally, review revealed |

! there was an approach dated 01/24/14 which

. stated "medication change'. Further review of

- the Comprehensive Care Plan revealed no ;

. documentad evidence of a care plan to monitor

i the resident's mood and behavior with

. interventions to assess for the risks and side

: effects and evaluate the effectiveness of the

f
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F 280"
" TFive residents’ comprehensive care plans
and nursing assistant care plans will be
audited,by ihe DON or ADON {0 ensure
the care plans are developed with
specific interventions to meet residents’
medical and nursing needs, starting the
week of March 17,2014, thea weekly X
4, then monthly X 2,

#4 Results will be reviewed in the
Performance [mprovement Commitice

monthly X 3,

#5 Completion Date; March 19, 2014
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F 280

Hinterview with Registered Nurse (RN) #2/MDS
_ Coordinator, revealed the MDS nurses and zlso
“the staff nurses developed and revised care i ‘,
. plans; however, the MDS nurses were ultimately i
' responsible to ensure the care plans were revised
| @8 necessary. She stated an order was obtained :
on 01/24/14 for Resident #8's antidepressant and .
i the care plan should kave been revised related fo!
_the use of this psychotropic medication. RN :
« #2/ME)S Coordinator stated the nurse who
; Obtained the order should have updated the care
‘plan. She further stated she received copies of
: Physician's Qrders in order to ensure the new ) ;r
_orders were transcribed o the care plan and she | ‘
! should have “caught” it and ensured care plan ‘
 revision, _' ‘
F 282" 483.20(k)(3)(il) SERVICES BY QUALIFIED : F 282
88=0D | PERSONS/PER CARE PLAN f

| The services provided or arranged by the facliity

; must be provided by qualified persons in : i i
" accordance with each resident's written plan of © Fag2

; care, ; : .

: - #1 Resident # 1 care plan was reviewed

i © 1o ensure intervention inplementation
This REQUIREMENT is not met as evidenced X ;. and physician notification completed on
[ by: ’ ' February 6, 2014 by the Director of
. Based on interview, record review and review of i— ! Nursing,
* facility policy, it was determined the facility failed
j to ensure services were provided in accordance
“with each resident's written Plan of Care for one
| (1) of eighteen (18) sampled residents (Resident |
#1}. !

Resident #1's Comprehensive Care Flan, dated !

* 11729114, revealed a care plan indicating the
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I resident was at risk for impaired skin itegrity,
_and the interventions included notifying the

" Physician of any change ih skin integrity.

: Resident #1 was noted to have redness to the

£

“coceyx area on 01/13/14, and a Mepilex dressing :

i was ordered. The Progress Notes, dated
01/16/14, revealed the area on the resident's

! coceyx opened snd was assessed as having

. yellow slough; howaver, there was no ‘
! documented evidence the Physician had been
, hotified of the deterioration of the wound as per
" the care plan.

In additior, on 01/19/14, the Wound Nurse

" assessed the wound and oblained orders for
Mepilex to the coceyx for protection. Interview
- with the Wound Nurse revealed the wound was

i

red and slow to blanch on 01/19/14; and was not

“open, However, review of skin assessments,

. completed on 01/20/14 and 01/27/14, revesled
“the coccyx wound was open and there was no
: documented evidence the Physician had been
“notified the wound had deteriorated from a

i reddened area to an open area as per the care

“plan,
The findings include:

' Review of the facility's "Resident Care Plan
: Policy”, revised December 2008, revealed the

~care plan needed to reflect the resident's current

: needs, problems, goals, care, treatment and

services. Continued review of the Policy revealed |
i the care plan was {o have identified the discipline |

. responsible for each element of care, which

‘would include health care, rehabilitation services, !

. sacial services, activities, dietary and discharge
" planning.

F 282°

#2 24 hour report and change in
condition fog for the previous 14 days

- were reviewed on February 24, 2014, by
"~ the DON, for changes in condition to

4% Necessary,

ensure physician notification completed

Facility rounds, using resident
careguides was completed on February
28, 2014, to ensure services are provided
in accordance to each residents’ plan of

care by Departient Managers,

! #3 Licensed Nurses will be educated
regarding following care plans including

. Physician Notification of Change in

' Condition on March 4, 2014 by the

i Director of Nursing. All licensed nurses
not attending on March 4, 2014, will
attend education sessions prior fo

refurning to work.

24 howr report and change in condition
log will be reviewed daily Monday -
Friday by the ADON, 3DC, or MDS
assistant to identify changes of condition

and to ensure physician notification.
Facility rounds, using residents’
careguides, are conducted daily Monday
through Friday by department heads,
including ED, DON, ADON, Activities
personnel, MDS Assistant,

) Housekeeping Supervigor, Dietary

' Manager, Director of Rehab, Human

Resowces, Accounts Receivable, SDC 1o
ensure residents” care plans are being :

followed accordingly.
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' Review of Resident #1's medical record revealed |
_ diagnoses which included Dementia, Aorta

" Femoral Bypass and Coronary Artery Disease.

i Review of the Significant Change Minimum Data |
Set (MDS) Assessment, dated 12116/ 3, revealed
 the facility assessed the resident to have severs .
 cognitive impairment, and as having no Pressure
" Ulcers. :

Reviaw ¢f the Comprehensive Plan of Care,
! dated 11/28/14, revesled the resident was at risk
, for impaired skin integrity, and the interventions
“included weekly skin assessments per nurse, and |
: staff were fo notify the Physlolan of any change in
_ skin integrity. These inferventions indicated the -
licenged nurse was the discipline responsible for
; ensuring these interventions were followed.

- Review of the Weekly Skin Integrity Data

_ Collection (WSIDC), dated 01/13/14, completed
t by Licensed Practical Nurse (LPN) #8, revealed
_ the nurse noted the resident's skin as infact, with |
{ redness to the buttocks, coccyx and perinaal

; area. Review of a Physician's Order dated

" 01/15/14 revealed the nurse had received an

i order for Mepliex (protective dressi ng) fo

' Resident #1's coccyx area daily and as needed
¢ {prn) for the red area to the coceyx.

' Review of the Progress Note dated 01/16/14 at

- 12149 AM revealed it had been complated by

' Licensed Practical Nurse {LPN) #7, who

i documented redness and a small open area with
yetlow slough to the cocoyx area. Continued
 review reveaied Mepilex was ordered for the

. area. Further review revealed no documented

' evidence the Physiclan had been notified of the

: CoCCyx now having & small open area with yellow !

L " slough. ;

P

H

#4 Beginning the week of March 17,
2014, change in Condition Log will be
audited weekly X 4, then monthly X 2
{0 ensure physician notification of
changes in condition by the Director of
Nursing. Reports of audits will be
reviewed in Performance nprovement
Committee monthly X 3.

Results of facility rounds, including care
plen implementation, will be reviewed
by the Executive Director in
Performance Improvement Commiitee

monthiy X 3.

#5 Completion Date Marcl9, 2014
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. Interview with LPN %7 on 02/06/14 at 4:45 Py,

‘ tevealed she did not recall writing the Progress

: Note dated G1/16/14; however, f the wound to =~ |

' Resident #1's coceyx had changed or worsened, : _
i she should have notified the Physician as per the - :

“care plan,

Review of the WSIDC completed by LPN #6 on
01/20/14 revealed a skin assessment had been :
- completed which indicated Resident #1's skin ‘ .
“was intact; however continued review revealed “
the resident had an open area with a treatment in 4
_ place to histher buttocks/coceyx area, Further |
 review revealed no documented evidence the
. Physician had been notified of the open area ‘ ,
“noted to Resident #1's buttocks/coceyx area as | ’

: per the care plan.

 Interview with LPN #6 on 02/06/14 at 4:50 PM,
. revealed during the skin assessment on

£ 01720114, she had observed an open area to
Resident #1's coccyx which looked like slough. ; ;
She stated she had considered the openareaa | ‘
; Prassure Ulcer and indicated the Physician :

" should have been notified. According to LPN #8, i

 8he could not remember notifying the Physician |

of the change in the wound as per the care plarn.

Review of the WSIDC form dated 01/27/14, ;

! completed by LPN #8 revealed Resident #1's skin :

~was intact, however, continued review of the form

i revealed open area indicated on the resident's . :

~ buttocks.

. interview with LPN #8 on 02/06/14 at 4:45 PN, | |
‘revealed he had completed the skin assessment : ? i
. on 01/27/14 and noted & small open area on the 3

 coceyx. He stated he had notified the Wound

Event ID: 64071 Facillly I 100376
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F 282 Continued From page 22
' Nurse of this information and indicated the
i Wound Nurse would notify the Physician. Record ;
review revealed no documented evidence the :
{ Wound Nurse or Physician had been notified of
: the change in the wound to Resident #1's COToyX

‘area as per the care plan,

Interview with Residant #1's Attending Physician
fon 02/06/14 at 4:20 PM, revealed if the resident's |
~wound changed from a reddened area to an open |
‘ area, he should have been notified. He indicated |
; he should have been notified on 01/16/14 when |
" the wound was noted to be apen with slough; and
100 01/20/14 and 01/27/4 when nurses noted the
“wound had an cpen area.
Interview with the Director of Nursing (DON}on |
1 02/06/14 at 5:11 PM, revealed if nurses observed :
& new area of skin breakdown or worsening of & |
i Pressure Ulcer they should notify the Physician
_as per the care plan for new treatment orders,
! The DON stated she was ultimately responsible
. for ensuring the care plans were followed,
F 3141 483.25(c) TREATMENT/SVCS TO
§8=0,; PREVENT/HEAL PRESSURE SORES

, Based on the comprehensive assessment of a
‘ resident, the facility must ensure that 2 resident
. who enters the faciity without pressure sores

' does not develop pressure sores unless the

: individual's clinical condition demonstrates that
" they were unavoidable; and a resident having :
; pressure sores receives necsssary ireatment and |
services to pramote healing, prevent infaction and;
i prevent new sores from developing. i
[

 This REQUIREMENT is not met as evidenced

F 282

F 314,

Fii4

#1 Resident #1 physician was updated on
current condition of resident’s pressure
wound, afler assessment, on February 6, ‘
2014, by the DON with no change inthe |
residents’ plan of care made by the :
physician. :
¥ cantinuation sheet Page 23 of 53
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Lo | . ‘ |
: Byased on observation, interview, record review | ; #2AN reszciem‘s have Fhe poten?z&i tobe
"and review of the faciity's policy, i was : affectfzd by ﬂ}.ls deficient practice,
: determined the facility failed to ensure a resident ! i One time zudit of weekly skin
having Pressure Sores received necessary ; assessments and s}m} alerts for all .
: freatment and services to promote healing, : i residents was reviewed Tor the previous
' prevent infection and prevent new sores from | . 14 days on February 28, 2014, by the
 developing for one (1) of eighteen (18) sampled t MDS Assistant to ensure proper
i residents {Resident #1). i ~ documentation of measurements and
, ; slaging, and physician notification of any
[ Resident #1 was noted to have redness o the ! _ changes.
coceyx area on (1/13/14, and a Mepilex dressing . ' An audit was completed on ngrumy 28,
i was ordered. According to the Progress Notes, | 2014, by the Director of Nursing, to
the area opened and was roted to have yellow © ensure commpletion of Braden Scale at
 slough on 01/16/14; however, there was no ?‘ i least quarterly,
documented evidence of staging and ;  Any issue identified was immediately :
. measurement of the wound and no documented i corrected. !
“evidence the Physician had been notified of the :
. progression of the wound, On 01/19/414 tha i #3 Licensed nurses will be educated
“Wound Nurse assessed the wound and obtained i . regarding staging and measuring
i orders for Mepilex to the coceyx for protection; © wounds, phiysician notification of
“however, there was no documented evidence of . changes in skin condition, and
; the Wound Nurse's skin assessment; and there : compietion of Braden Scales on 3/4/14
- was na documented evidence of measurement or | by the DON. All licensed nurses not
staging of the wound, Interview with the Wound attending on March 4, 2014 wili be
i Nurse revealed the wound was red and slow to i required to attend prior to returning to
‘Dlanch on 01/19/14; however, was not openat © work.
i that time. ;: :
i Further, skin assessments, completed on
101/20/14 and 01/27/14, revealed the SOoy%
. wound was open; however, there was ho j
! documented evidence of staging or measurement |
. of the wound, and no documented evidence the ;
! Physician was notified the wound had progressed |
_trom a reddened area to an open area. i
_ Resident #1 was hospitalized from 01/28/14
! through 01/30714 for an Acute Urinary Tract “ :
Event IDh64U211 Facilley 10 100378 if continuation sheet Page 240753
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f Infection (UT1) and an Acute Seizure Disorder i
: @nd returned to the facliity on 01/30/14. On i
re-admission to the facility on 01/30/14, the '
 resident was noted to have redness to the i
. coteyx, and Mepilex was ordered. On Q2/02/14,
' the area was noted to open and rew Physiclan's
i Qrders were obtained for Xeroform {a
_ non-adhering dressing) to the open area on the
f coceyx, and cover with Alldress (an absorbent
; dressing); however, there was no documented |
evidence of a measurement and staging of the
i wound until 02/04/14. On 02/04/14, the wound
. was described as a Stage Il Pressure Sore to the |
" coceyx which measured five (5) centimeters in
: width and three and one half {3.5) centimeters in
_length with yeliow sloughing and redness around |
' the wound edges.

The findings include:

; Review of the facilty's, "Pressure Ulcer Care ?
" Guide, "Assessment and Monitoring of Healing”, |
: undated, revealed Pressure Ulcers were to be
. assessed and monitored once a week to
i defermine if the treatment plan was workingor
; Needed to be evaluated. The Physician was o be '
" kept infarmed of the progress or iack of progress |
i toward healing. Continued review revealed the
~assessment included measuring the wound for
i surface area and depth; assessing the wound for |
; moisture to determine if there was exudate; |
Fassessing the wound for devitallzed tissue,

: granulation, and assessing the periwound {the
tissus surrounding a wound) for color and “
t condition. The Guide further stated the findings

- were to be documented including a narrative .

‘ description of the wound in the medical record ‘

: which was to include the location, stage, size,

tissue type, wound bed, perlwound condition,

X410
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
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DEFICIENCY)
F 3141 Confinued From page 24 F 314

Vahdation of weekly skin assessments
completions and that skin alerts have
been addressed will be conducted daily
Mon-Fri beginning the week of March :
10, 2614, X 4 weeks then monthly X 2 :
months by the MDE Assistant, to ensure
proper documentation of measurements
and staging and physician notification of
change. Beghming the week of March
10, 2014 observation of 3 skin
assessments, with randon: rrurses and on
randam shifts, will be completed weekly
X 4, then monthly X 2, by the MDS
Assistant, fo ensure competency of
Licensed Nurse's 1o properly measure
and gtage open areas. Any areas of
concern will be corrested immediately to
ensure proper documentation of

~measurerents and staging and

! notification of changes.
Audits of Braden Scale completion will
be completed monthly, based on MDS

‘' schedule, by fhe Director of Nursing.
Any concerns with Braden Scale
completion will be corrected
immediately and re-educate nurse,

#4 Results of audits will be reported o
i the Performance hmprovement
Committee monthiy X3.

#5 Completion Date March 19, 2014
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" exudate, presence or absence of granulation or

i epithelialization, necrosis, odor, wound edges,
. tunneling, undermining, slough, pain, and tyne of
f wound, pressure related versus non pressure

related.

: Observation of Resident #1 during a skin

. assessment revealed a Pressure Ulcer 1o the

' cocCyx which measured four (4) centimeters in

( Width and 1.2 centimeters in length; during the ¢ ;

 skin assessment Licensed Practical Nurse {LPN) _

1410 described the Pressure Ulcer as red with a | !

- yellow center containing slough {soft moist dead

tssue),

]

. Review of Resident #1's medical record revealed ;

“ the facility admitted the resident on 07/22/13, with

; diagrioses which included Dementia Aorta ;
Femoral Bypass, and Coronary Artery Disease.

' Review of the Significant Change Minimum Data :

1 Set (MDS) Assessment, dated 12/16/13, revealed |

the facility assessed Resident #1 as having a ;

¢ Brief interview for Mertal Status (BIMS) score of : ;

. @ two (2} out of fifteen (15} indicating severe 1 '

- cogrnitive impairment. Continued review revealed

i the facility assessed Resident #1 to be frequently |

_Incontinent of bowel and bladder; and to require

i asslstanice of two (2) staff for bed mobility, i

- ransfers, personal hygiene and tollet use. : !

" Further review revealed the faciiity assessed ‘

i Resldent #1 to have no pressure Llcers.

‘ Review of the Braden Scale for Predicting

: Pressure Sore Risk form, dated 07/24/1 3
revealed Resident #1 was noted to have had no

i sensory perception impairment; his/her skin was
~usually dry; and he/she walked occasionally, |
* Continued review revealed it was noted Resident =
: #1 had probable inadequate nutrition, and had no |
Event 5404211
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 apparent problem with shearing {an applied force |
f o pressure exerted against the surface and i
: layers of the skin as tissues stide in opposite but
paraflel planes). The Braden Scale Total Score z
| Key revealed a score of less than nine {3 was
j very high risk and fifteen [15) 1o eighteen (18)
was at risk. Further review of the Braden Scale
 for Predicting Pressure Sore Risk form revealed
. Resident #1's score was twenty (20) indicating
low risk.
: Interview with the Director of Nursing (DON) on :
. 02/06/14 at 5:11 PM, revealed there should have J
' been subsequent Braden Scales performed for
: Resident #1 at least quarterly, however, she :
stated she could rot find any which were ; :
tcompleted after 07/24M 3. ’ !

" Review of the Comprehensive Care Plan, dated |
i 11/29/13, revealed Resident #1 had an at risk for ;
_impaired skin integrity care plar which :
“interventions which included weekly skin
; assessments per the nurse, to notify the
" Physician of any change in skin integrity and
i trealment as ordered. Further review of the
Comprehensive Care Plan revealed a care plan,
 dated 01/31/13, which stated Resident #1 had 2 i
. Stage Il pressure area to the coceyx with ,
“interventions which included providing treatment
+ as ordered, turning and repositioning the resident, ;‘ ,
; notifying the Physician if the area worsened, and ; ‘
" monitoring for signs and symploms of infection, | ’

. Review of the Weekly Skin Integrity Data .
 Collection (WSIDC) assessment form, dated ' :
: 01713714, completed by LPN #8, revealed i
. Resident #1's skin was noted to be intact with ; ‘
{redness to the bultocks, coocyx, perineal area as | _

; indicated by the nurse circling these areas of the
Event ID:840iZ11
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; body diagram on the form.

{ Review of a Physlcian's Order dated 01/15/14

. revealed an order for Mepilex {protective

" dressing) to Resident #1's Coceyx area dally and
: prn {88 necessary) for redriess to the COCCYA,

! Review of a Progress Note dated 01/1 6714 at

, 12:49 AM, completed by LPN #7, revealed new
~orders for Mepilex to the coccyx area noted dus

{ fo redness and a small open area with yeliow
 slough. However, record review revealed no

" documented evidence the Physician had been

i notified of the progression of the wound as
indicated by the nurse noting a small open area

- with yellow slough was now present. Record

; review revealed no documented evidence of :
* Physician's Crders received on 01/16/14 and ng
. documented evidence of a skin assessment
. recorded with measurements and description of i

! the area.

' Interview with LPN #7 on 02/06/14 at 4:45 PM,

1 revealed she did not remember writing the

. Progress Note dated 01/16/14 at 12:49 AM. She
! stated however, if Resident #1's wound had

. changed or worsened, she should have notified
 the Wound Nurse and called the Physician. She
i further stated she should have mezsured, staged,
. and described the wound, :

; Further review of a verbal Physician's Order
“dated 01/19/14, revealed orders for Mepilex o

i the coceyx for protection, change every three (3) ;
. @ays and prn which was obtained by the Wound
" Nurse/ Licensed Practical Nurse {LPN) #5, :
; However, record review revesled no documented ;
evidence of a skin assessment performed by the |
' Wound Nursa which noted measurements, :

(%4} 1D SLMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN UF CORRECTION ) (X84
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F 3141 Continued From page 27 F314,
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Fate Continued From page 28
¢ staging and description of the area on Resident
#1's coceyx; and no decumented evidence of a
" Nurse's Note written by the Wound Nurse related |
; to the reason the order was oblained.

i Interview with the Wound Nurse on 02/06/14 at
. 4:00 PM, revealed she had completed a skin
- assessment for Resident #1 on 01/1 9/14, and the
; CocCyx area was red and slow to blanch; but was
"ot open. 3he stated she obtained ordars for the :
i Mepilex for protection. The Wound Nurse stated :
_she did not know why she had not documented
" the skin assessment performed on 01/19/14:
- however, she indicated skin assessments should |

always be documented.

’ Further review of the WSIDC, revealed a skin ;
i assessment completed on 01 120114 by 1PN #5,
. which stated Resident #1's skin was intact: there
‘was an open area with a treatment in place; and
. the buttocks and coccyx areas were circled on
" the diagram of the body on the form. Racord

{ review revealed even though the skin E
“assessment performed by LPN #8 on 0120114,
!indicated there was an open area, there was no

_ documented evidence of wound measurements
+ or description or staging of the wound.
. Additionally, record review revealed no
* documented evidence of a Nurse's Note recorded
; related to the open area; and no documented !
' evidence the Wound Nurse of Physician had f
i been notified of the change in the wound,

{nterview with LPN #6 on 02/06/14 at 4:59 PM,

. revealed when she had completed Resident #1's :
! skin assessment on 01/20/14, she had ohserved
; &@n open area on the coccyx that had the

" appearance of slough. LPN #6 stated she had j
: considered the area a Pressure Ulcer, She i

F 3141
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F 314 Continved From page 29

! stated she should not have noted the wound as

intact on the wound sheet because the area was |

{ open. According to LPN #8, she had not staged |

! or measured the wound because she was not ‘
comiortable with staging and measuring wounds,
She stated the Wound Nurse staged and :
measured wounds; however, was not sure she
had notified the Wournd Nurse when she
observed the open area. Further interview
revealed if a wound shoewed progression such as
from a red area to an open area, the Physician |
-was to be notified. LPN #6 stated she could not
remember notifying the Physician of the change
“In the wound.

' Review of the WSIDC, dated 01/27/14 completed

by LPN #8, revealed the nurse had neted

Resident #1's skin was intact, and there was an

opert area on the buttocks which she had circled
on the diagram of the body on the form.

{ Interview with LPN #8 on 02/06/14 at 4:15 PM,
“revealed he had completed the skin assessment |
. on 01/27/14. He stated he should not have noted |
. Resident #1's skin to have been intact as there |
' was a small open area on the coccyx. He stated
the Wound Nurse was responsible for staging ‘
and measuring wounds and he had notified the |
Wound Nurse of his observation of the open
‘area. However, record review revealed no

: documented evidence of the Wound Nurss or
Physician having been notified of the open area
on Resident #1's coceyx. Further record review
_revealed no decumented evidence the area had
; been staged or the wound measured by LPN #8
{or the Wound Nurse.

: : ;
. Review of a Pregress Note dated 01/28/14 at |
| 9:00 AM, revealed Resident #1 noted fo have had |

i continuation sheet Pags 30 of 83
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F 314 Continued From page 30
1 rapid respirations, was not responding to staff
+ and had facial drooping on the left side. :
~Continued review of the Progress Note revesied ;
- the Physician was notified and orders received to
: send Resident #1 to the emergency room. f

' Review of the Hospital Discharge Summary,

_ dated 01/30/14, revealed Resident #1 was
“discharged with diagnoses which included Acute
i Urinary Tract Infection and Acute Seizure

Disorder,

, Review of a Nurse's Note dated 01/30/14 at 8:05 |
" PM, revealed Resident #1 had returned to the L
: facility. Review of the Initial Data Collection Toolf
Nursing Service form, revealed Resident #1 had
i red skin on histher coccyx and buttocks indicated
by the nurse cireling these areas on the diagram
" of 8 body on the form. Review of the Physician's |
; Orders dated 01/30/14 for Resident #1's '
. Fe-admission revealed orders for Mepilex to
: histher coceyx for protection which was o be
changed every three {3) days and prn.

. Review of the Progress Note dated 02/03/14 at

< 12:12 AM, completed by LPN #9, revealed a Jate

_ entry for 02/02/14 which revealed, new treatment ‘

“orders for the open area on the resident's cOccyx, |

. and "all parties” had been made aware. Further

“review of the Progress Note revealed no

i documented evidenice of staging or measurement .
of the open area on Resident #1%s COCOYX. '

: Review of the verbal Physician's Order obtainad

. on 02/02/14 by LPN #9, reveaied orders to

- discontinue the Mepilex to the COCCYX, apply _

_ Xeroform {a non-adherent dressing) to the open

- area on the coccyx, and cover with Alldress {a

: self adherent absorbent dressing), change daily
and prn until healed,

H
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Interview with LPN #0 on 02/16/14 at 6:00 PM,
i revealed on 02/02/14, the State Registered
Nursing Assistants (SRNA's) told her the
| Resident #1's coccyx area looked different, ard
, when she assessed the area she observed an = |
‘actual open area. She stated she had notified the
: Physician; however, had not measured or staged |
' the area because she was uncomfortable with :
; measuring and staging wounds, LPN #9 stated | %
' she was uncertain of how to measure Resident '
i #1's wound because it was an open ares in the
~center of a reddened area, : ‘

. Review of the Pressure Ulcer Status Record

* dated 02/04/14 completed by the Wound Nurse,

; revealed Resident #1 had a Stage il Pressure
' Sore to the coceyx which measured five (5) i
: certimeters (cm) in width and three and one half
{3.5) om in length with yeliow sloughing and

{ redness around the wound edges.

! Interview, on 02/06/14 at 5:00 PM, with the

- Wound Nurse revealed she had not been notified
! to assess Resident #1's wound after the resident ‘,
 returned from the hospital. She stated she was
not notified to assess the wound until 02/04/14,

: two {2) days after the wound was noted in
_change. The Wound Nurse stated she

I compieted the skin assessment on 02/04/14.

r
i

Hnterview with the Attending Physician on ;
,02/08/14 at 4:20 PM, revealed he should be :
* notified when wounds changed from a reddened

. area o an open area. He indicated he should
“have been notified on 01/16/14 when the wound

i was noted fo be open with slough; and alsoon |
01720714 and 01/27/4 when the nurses notad the
'wound had opened. The Physician stated he i
Evem ID; 644711
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{ might not have changed the treatment to the
; COtCYx area as Mepilex was already ordered and .
“would have been an appropriate treatment for an
; open wound also. The Attending Physician stated |
“his expectation was for nurses to stage and
i measure Pressure Ulcers.

! Interview with the Director of Nursing (DON) on

. 02/06/14 at 5:11 PM, revealed if a new area of

' skin breakdown was noted or a Pressure Llcer ‘

| was observed to worsen, the nurse measure and |

- stage the wound and document histher findings in ;

i the record. The DON stated the nurse was to

notify the Physician for a treatment order. She

- stated the Wound Nurse was also to be notified

. 8s she performed the weekly skin assessments

* of residents with Pressure Ulcers; and staged and;

: measured the Pressure Ulcers. Continued :

interview revealed any nurse was supposed 10 be

; able to stage and measure wounds, She

“indlcated her nurses needed education regarding |

! the staging and measurement of wounds, as weli .

. as, when to notify the Physician related 1o :

| changes in wounds. ;
F 315, 483.25(d) NO CATHETER, PREVENT UTL )
$8=D | RESTORE BLADDER

' Based on the residents comprehensive

; assessment, the facility must ensure that a

“ resident who enters the facllity without an

 Indwelling catheter is not catheterized unless the |

‘ resident’s clinical condition demonstrates that

; catheterization was necessary; and a resigent

“who is incontinent of bladder receives appropriate |

: freatment and services to prevert urinary fract
infections and to restore as much nermal bladder

| function as possible.

i

i

F 314

315

#1 Resident #1 recelves perineal care, as
evidenced by observation of peri-care on
February 25, 2014, by the DON
performed with proper infection control
techmique to prevent infections.

i
i
;o
©
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: This REQUIREMENT is not met as evidenced
by:

. Based on observation, interview, record review
and review of the facility’s palicy, it was j

| determined the facllity failed to ensure a resident

' who was incontinent of bladder received !

* appropriate treatment and services to prevent

; Urinary Tract Infections {(UT1's) for one { 1) of

“eighteen (18) sampled residents (Resident #1),

Observation revealed staff performed poor
¢ infection control technique with perineal care for
| Resident #1 who had a history of UT!'s.

1 :
_The findings include:

. Review of the facility's, "Urinary incontinence

" Pelicy”, undated, revealed each resident who was |
: incontinent of urine was 1o be identified,

* assessed, and provided with appropriate

; freatment and services fo prevent UTl's.

. Review of the facility's policy titied, "Perscnal

" Hygiene for the Male Resident™, undated,

. revealed staff were to always proceed from the

“least contaminated area to the most

. contaminated area. The policy stated for 2 male

" resident, staff were to move the washcioth in a ;

; spiral motion from the tip of the penis down it's .

“length toward the pubic area; rinse the washed

; area; wash and rinse the scrotum: and dry the
cleansed areas.

" Review of Resident #1's medical record revealed
: diagnoses which included Dementia and a Hisiory
~of UTT's. Review of the Significant Change '
i Minimum Data Set (MDS) Assessment, dated
12116713, revealed the facility assessed the

XOHD SUMMARY STATEMENT OF DEFICIENCIES D i {
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F 315

#2 Residents dependent for peri-care
were assessed for signs and symptoms of
urinary tract infection on February 26,
2014, by the DON.

#3 Licensed and Unheensed nursing
staff were provided proper perineal care
training to prevent infection on March 4,
., 2014, by the SDC, Licensed and

' Unlicensed nursing staff not attending on
March 4, 2014 will be required to atiend
prior to relurning to work,

' Observation of perineal care for 3
residents will be performed beginning
week of March 17, 2014, by the S,

I weekly X 4 weeks, then monthly X 2

months to ensure proper perineal care 1o

preveat infection. Any concerns will be

addressed immediately to prevent
improper technigue.

#4 Resuits of audits will be reported w

the Performance Improvement

Commitiee monthly X3.

#5 Completion Date March [, 2014
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resident as having severe cognitive impairment,
' Continued review of the MDS revealed the facillty ;
. assessed Resident #1 as requiring extensive
" assist of two (2) persons for toileting; as being
. frequently incontinent of bowel and bladder, and
i &s having had a UT! in the past thirty {30) days.

" Review of the Laboratory Data forms revealed a
urine specimen was collected on 12/14/13 and
verified on 12/16/14 o have the organism ‘
; Proteus Mirabilis present in the urine. Review of |
“ the Physician's Order dated 12/16/13, revealed :
- an order for Invanz (an antibiotic medication) one |
“(1) gram intramuscular {IM) every day for ten (10) :
_ days. )

. Further review of Laborafory Data forms,
- revealed a urine specimen was collected on
. 01/09/14 and verified on 01/11/14 15 have the :
organism Escherichia Coli present in the urine. |
Review of the Physician's Order dated 01/12/14,
revealed an order for Ceftin (antibiotic ;
_Mmedication) five hundred (500) milligrams twice a :

: day for fourteen (14) days, ,'

| Raview of a Hospital Discharge Summary dated
01/31/14, revealed the resident had been
{ diagnosed with a UTI, and had been started
empirically (depsnding upon experience or . :
observation alone, without using I : |
scientific method or theory in medicine) on Zosyn :
(an antibiotic medication) intravenous (IV) which | '
- had been administered for three (3) days. , ;
. Futther review of the Discharge Summary ?
‘ revealed the wine culture revealed gram negative )
rods (bacteria which cause infection); and
! Resident #1 was discharged with orders for
Bactrim DS {an antibiotic medication) two 23
! tablats daily for a total of seven {7) days. Review :
Event I0:64UZ11
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of the Physician’s Orders dated 01/30/14. :
i revealed an order for Bactrim DS, one (1) table

twnce a day for seven {7) days.

Observat;on on 02/05/14 at 2:45 PM of perineal

. vare for Resident #1, revesled State Registered

" Nursing Assistant (SRNA) #6 performed the

. perineal care by cleansing the residents inner
thzgh& and scrotum; and then cleansing the pems

from base to tip.

lntemew with SRNA #6 on 02/05/14 at 2:50 PM,
i I ravealed she had received fraining in the past :
related to perineal care; however, had not ?
i received any recent inservices in regards to
perineal care. She stated she had never been
i observed by nurses when she was completing

" residents’ perineal care. She indicated she was

, aware she had washed Resident #1's scrotum
‘é prior to cleansing the penis from base to tip, and
staled she knew betfter. She indicated she had :
i been trying to quickly provide the patineal care as
Resxdent #1 had behaviors at times, ,

%ntemew with the Direcior of Nursing (DON) on
. 02/08/14 at 3:45 PM, revealed she was unsure
! when the last perineat care inservice had baen
_performed. The DON stated the SRNA should
' have cleansed the penis from tip to base and
then cleansed the resident's scrotum as per
{ Tacility policy. She indicated this was important i in .
- protecting residents at risk for UTls. ;
F 328, 483.25(k) TREATMENT/CARE FOR SPECIAL . Fa28

sst "NEEDS ¥3128

The facility must ensure that residents recaive
; proper freatment and care for the following
‘ special services:

i
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. Injsctions;
Parenteral and enteral fluids;
: Colostomy, ureterostomy, or ieostomy care;
. Tracheostomy care;
" Tracheal suctioning;
i Respiratory cate,
" Foot care; and
! Progtheses.

ghis REQUIREMENT is not met as evidenced
Vs

; Based on observation, interview, record review

_&nd review of the facility's policy, it was

- deterrined the fecility falled to ensure respiratory |

{ equipment was clean and stored appropriately in
a manner to prevent the spread of infection for

i four (4) of elghteen (18) sampled residents

. (Resident #1, #3, #13 and #15), and three (3)

‘unsampled residents (Unsampled Residents C,

D, and E)‘

; Observations revealed the oxygen tubing for
Resident #3 was rot labeled and dated according |
i to faciiity policy, and the resident’s nebulizer ‘
. mask was not bagged and labeled when not in

i use. Observation revealed Resident #1's oxygen ;
. tubing was not bagged when not in use. In ?
- addition, oxygen concentrator filters for Resident

; #3, Unsampled Resident C and Unsampled

" Resident D were covered with a thick layer of

i dust. Further observation revealed Unsampled

_ Resident C's and Unsampled Resident &' nasal
“cannula were lying unhagged on the floor when i
: not in use. Additionally, Resident #13's and #15's -
- Constant Positive Airway Pressurg (CPAP) ;
I machines (& breathing assist device worn over

- the mouth or nose to provide nighttime relief for
! individuals who suffer from Sleep Apnea) were on |

#1 Residents #1, #3, #13, and #15, un-

sampled residents C, D and E's

respiratory equipment was assessed (o i

ensure proper labeling, cleanliness and .
 storage of respiratory equipment on i
' February 7, 2014, by Centeel Supply, ;

#2 All Respiratory Equipment for
residents’ who require respiratory
eguipment was assessed to ensure
proper Iabeling, cleanlinsss and storage
on February 7, 2014,by Central Supply.

#3 Licensed and Unlicensed nursing
staff will be edncated regarding proper
cleaning, labeling, and storage of
respiratory equipment to prevent
infection on March 4, 2614, by the
Director of Nursing and Swaff
Development Coordinator, Licensed and
Uniicensed nursing stail not atlending on
March 4, 2014 will be required to attend
prior to refuraing to work,

Observation of all respiratory equipment

for residents’ who require respiratory

squipment will be performed Mon-Fri

by the Department Managers with Room

Rounds beginning the week of March

17, 2014 o ensure proper cleanliness,

proper labeling and storage of

respiratory equipment to prevent

I infection. Any concerns will be corrected
Immediately.
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F 328 Continued From page 37
, the bedside tables uncovered.

| The findings include:

¢ Review of the facllity's Respiratory Care Services ‘
Poficy and Procedures, undated, revealed it was
| the facility's policy to replace and date the oxygen .
, tubing, mask and nasal cannulas every seven {7
" days. Continued review revealed raspiratory

| supplies were to be stored in a bag izbeled with
“the resident’s name., :

. 1. Observation on 02/04/14 at 2:15 PM, during

“ the initial tour on the 100 hall, revealed in Room

- 100, bed 1, Resident #1's nasal cannula {the part
- of the tubing inserted into the residents nostrils to |
; deliver oxygen therapy} and oxygen tubing was |
“unbagged, wound up and placed on top of the

i oxygen concartralor.

{ 2. Observation on 02/04/14 at 3-:00 PM, of Reom
. 110, bed 1 revealed Unsampled Resident E was
" not present in the room; however, thers was a

; Nasal cannula and oxygen tubing lying on the

* fioor which was connected to the oxygen

j concentrator by the bed. Continued observation
revealed no evidence of a bag for the nasal

i cannulfa and oxygen tubing.

!

i Interview, on 02/04/14 at 3:15 PM, with Licenssd
_Practical Nurse (LPN) #6, who was the nurse

{ assigned to the 100 Hall, revealed residents’

. Oxygen tubing and nasal cannulas were io be

“ bagged; and staff were {0 place the new bags in

i residents’ rooms for these items on Sundays.

| 3, Observation on 02/05/14 at 9:50 AM, revealed |
. Resident #3's nebullzer mask (used to administer i
- respiratory treatments) was lying unbagged on -

F 328!

" Manager of Duty on Saterday and

P Sunday will ensure all respiratory
equipment for resfdents” who require
respiratory equipment are clean, properly

i labeled and stored. Any concerns will be
corrected immediately,

4 Results of audits will be reported to
the Performance hmprovement
Commitiee monthiy X3,

#5 Completion Date March 19, 2014
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F 328, Continued From page 38

top of the oxygen concentrator. Confinued

| observation revealed the oxygen concentrator |
_filter was covered with a thick layer of dust while
" the equipment was in use. |n addition,
. observation revealed Resident #3's oxygen tubmg
was not dated 1o indicate when it had been !
| changed las.

'nterview with Licensed Practical Nurse {(LPNY#1 ©
on 02/05/14 at 9:55 AM, revealed she had laid the ;
nebulizer mask on the oxygen concenirator while
she assisted Residert #3 with care. She slated |
. the nebulizer mask should have been placed ina |
' bag with Resident #3's name on it. LPN #1 '
; stated she had forgoften to bag the nebulizer
“magk prior to leaving the room. She stated alf

1 oxygen lubing and masks were changed oui
_every Sunday on night shiff, She indicated she

- could not say why Resident's #3's oxygen tubing
. had not been dated; and stated without a dated

‘ label on the oxygen tubing it was impossible to

: know when the tubing had been changed last.

: 4. Observation on 02/05/14 at 11:10 AM,
revealed the oxygen concentrator filter for

I Unsampled Resident C was covered with thick

. dust buildup. Subsequent observation, on

: Q2/06/14 at 3:20 PM, revealed Unsampled

: Resident C was not in histher room; however, the

' resident’s oxygen tubing and nasal cannuls were

; unbagged and lying on the floor.

i

¢ Interview with LPN #2 on 02/06/14 at 3:25 PM, |
revealed Unsampled Resident C's nasal cannula |
; would have to be changed since it had bsenon |
, the floor,

5. Observation on 02/05/14 at 11:15 AM,
" revealed the oxygen concentrator filter for

F 328°
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i Unsampled Resident D was coated with a heawvy
layer of dust,

: Interview with LPN #2 on 02/06/14 at 3:25 PM,

‘ revealed respiratory squipment, including nasal
cannulas and masks for all residents were to be
_changed out every Sunday night and the new
"ones dated. She stated the respiratory

use. Continued inferview revealed oxygen

: concenfrator filters were to be changed at the
. same fime every Sunday.

t

: 8. Observation on 02/04/14 at 2:15 PM, during
the initial tour on the 100 hali, revealed Resident

“#15 who resided in Room 104, bed 1, and

. Resident #13 who resided in Room 102 bed 1,

“had CPAP machines lying on the bedside lable

uncovered.

 Interview, on 02/04/14 at 3:15 PM, with LPN #5,
who was the nurse assigned to the 100 Hall,

to be covered.

02/06/14 at 3:42 PM, revealed all axygen
i equipment and filters were to be changed owt

“ of respiratory therapy.

 Interview with the Director of Nursing {DON) on

£ 02/05/14 at 11:30 AM, revealed oxygen fubing
_should have been in a plastic bag if not in use,

‘ and the oxygen humidifier bottle and the oxygen
: tubing as well as the plastic bags for the bing
~was changed out on Sunday nights. She further
 stated the CPAP machine did not need to be

AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING
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equiprment should have been bagged when not in

'revealed she was unsure if CPAP machines were
Intetview with the Assistant Director of Nursing on

. every Sunday for all residents receiving any form

; Covered when not in use. An additional Interview

if continualion shest Pags 40 of 53
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F 371 483.35(1) FOOD PROCURE,

88=E STORE/PREPARE/SERVE - SANITARY
|
. The facility nust -
' (1) Procure food from sources approved or ;
i considered safisfactory by Federal, State or local

authorities; and |

‘(2) Store, prepare, distribute and serve food
. under sanitary conditions

This REQUIREMENT is not met as evidenced
by
. Based on observation, interview and review of
- the facility’s policy, # was determined the facility
; failed to store, prepare, distribute and serve food
under sanltary conditions as evidenced by
i expired, undated and unfabsled foods in the
 kitehen and the unit nourishment rooms.

i

i The findings include:

! Review of the facility's, Food and Nutrition

. Services In-Service Tralning Manual on Food
‘ Salfely, revealed i dry or frozen food were

i removed from a box and had no identification on

. the packaging, it was 10 be labeled with the name ;
- of the food item and that day's date. Review
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F 328 Continued From page 40 . F 328)
“with the Director of Nursing on 02/05/14 at 6:30 )
: PM, revealed it was her expectation oxygen ‘
. equipment, including filters, masks, and nasa! : i
~cannulas were {0 be changed weekly. She stated k ;
: all respiratory equipment should have been dated ’
when it was changed, and bagyged when it was :
"ot in use. _ ?

Fary 371

#1The kitchen and each hourishment
refrigerators were audited for expired,
undated and unlabeled foods/drinks on
February 6, 2014 by the Dictary
Manager.

#2The kitchen and each nourishment
refrigerators were audited for expired,
undated and unlabeled foods/drinks on
February 6, 2014 by the Dietary
Manager,

. #3 The Dietary Manager was educated
" onFebruary 27, 2014 by the Executive
. Director that all foods/dsinks are to be
. labeled and dated and expired

P foeds/drinks are to be discarded.

All dietary Staff will be educated on
March 4, 2014 by the Dietary Manager
that all foods/drinks are 1o be labeled and
' dated and expired foods/drinks are to be

discarded,

FORM CMS-2567(02-89) Previous Versions Obsolets Event |Die4aUZ11

Facllity iD: 100376 if continuation sheat Pags 41 of 53




PRINTED: 02/20/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SBUPPLIER/GLIA (X2} MUATIPLE CONSTRULTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
185155 B. WING 02/06/2014
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CIYY, $TATE, ZIP CODE
L E 833 NORTH TOLLIVER ROAD
IFE CARE CENTER OF MOREHEAD MOREHEAD, KY 45351
(xaym ¢ SUMMARY STATEMENT OF DEFICIENCIES } fn] ; PROVIDER'S PLAN OF CORRECTION . fres)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE i CGM?‘%EETKJN
TAG | REGULATORY OR LSC IDENTIEYING INFORMAT ION) TAG ; CROSS-REFERENCED TO THE APPRDPRIATE OATE
’ i : DEFICIENGY)
L Fartl

Farn : Continued From page 41

revealed staff were to use the recorded date to Beginning February 28, 2014 audits of

:SE;JO?;:E:?{; t;;:gfg gﬁ?nr;asgosfgnﬁggi?egiw i kitchen and nourishment refrigerators for
i : : . expired, undated and unlabeled
o o s et tagbeen | s il o be
' ’ ; i ietary assistant i
securely covered. Review revealed when snacks | + Distary Manage r;; ! dm} a% imes X 4
| were delivered, any snacks left in the dfﬁz Xg:;?ik";’h?ézi?::u;{tq[;Zipimd :
nourishment refrigerator were to be brought back | : “i; [Z dor ua%abeule S foods are found
[ to the dietary department. Open or outdated g -’ ‘iﬁ & 1l bo discarded at that tme
. snacks were to be discarded, Furiher review | ;o ey wi ‘ '
 revealed food was to be securely covered, o i S tvenrad £
 labeled to identify each item and the label was to i Results of audits will be reported 1o
i it i g the Performance Improvement
include the date. Additionally, review revealed ; ; Biv X 3
| food items over seventy-two (72) hours old were | + Commitiee monthly X 3.
. is . :
i to be discarded : # 35 Completion Date March 19, 2014

- Observation on 02/04/14 at 2:15 PM, duting the |

“initial kitchen tour revealsd an open bag of f |
i marshmailows undated; a container of bread i :
“crumbs with an expiration date of 08/13/13 and a ) ‘E
| dried white powder in a white container with lid | ;
“not fabeled with the name of the food item. 1
i Observation of the walk-in freezer revealed five
_{8) frozen green leafy vegetables in clear wrap
| which were undated and unlabeled; one half a :
, Case of fruit butiercups which had an expiration - ;
*date of 06/27/12 on the freezer shelf under the | .
. frozen green leafy vegetables. Continued

“ chservation during the initial tour revealed clear

¢ plastic containers of cereal which were undated

" and uniabeled and a clear container of biscuits

{ which were undated and unlabeled on iop of the

milk cooler,

. Interview, on 02/04/14 at 2:30 PM, with the

i Dietary Manager revealed Cook #1 and himself

; were responsible for storage, dating, fabeling and :
“ rolation of the stock. He indicated food items ;
; were to be labeled and dated and discarded if | ; /

Event ID:64U714
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“expired,

' Obssrvation on 02/04/14 at 5:30 PM, of the West |
: Mall nourishment room revealed a brown pudding
_not dated and labeled; applesauce which expired
- Q1/27/14 and D1/30/14; a prepared cake in a cake|
. box which was undated and unlabeled; a red fruit :
“ punch in a clear plastic pitcher with lid dated !
; 01/26/26/14 through 01/29/14; a Sysco Chocolate |
' Shake thawed and undated; and two (2) undated
: containers of chocolate and vanilla ice cream.

i Observation on 02/04/14 at 5:45 PM, of the South |
Hall nourishiment room revealed in the freezer g

{ container of a white looking sauce undated and

; uniabeled; a frozen orange substance in a cup |

" undated and unfabeled; two (2) chocolate and

{ vanilla ice creams undated; two (2) popsicles

“which had the appearance of having melted and

- refrozen unlabeled and undated; and in the

. refrigerator a thawed Sysco Chocolate shake

i undated.

: Interview, on 02/05/14 at 9:50 AM, Dietary ,
. Manager reveaied nourishments were rotated by |
" dietary staff on a dally basis. He indicated the ;
; food items in the nourishment room refrigerators |
“were to be labeled and dated. :
F 441 ; 483.65 INFECTION CONTROL, PREVENT
88=F ' SPREAD, LINENS i

" The facility must establish and maintain an

i Infection Control Program designed to provide a ,
safe, sanitary and comfortable environment and |

- 0 help prevent the development and transmission.

. of disease and infection.

|

{a) Infection Control Program

F 371l

i
b

Faai, F441

#1 Resident #1 receives perineal care ag
evidenced by a one-time observation of
: peri-care on February 25, 2014, by the
' DON perfored with proper infection
control technique to prevent infections.
Resident #6 was treated for MRSA in i
Jamuary 2014, He is no longer showing
any signs or symptoms of MRSA on :
February 27, 2014, :
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" The facllity must establish an Infection Control i e .
- Program under which it - ! : R(lts:dem' # 3. rccerlvcs dressing char_xges
" (1) Investigates, controls, and prevents infections | + with proper infection controf techuique
L in the facifity, ' o prevent infections as evidenced by
(2) Decides what procedures, such as isolation, | | observation by the MDS assistant on
 should be applied to an individual resident: and . February 27, 2014, Resident #3 wound
(3) Malintains a record of incidents and correciive ¢ shows no signs of infection zs of
i actions related fo infections. - February 27, 2014, assessed by MBS
: " assistant,
i (b) Preventing Spread of Infection ;
*{1) When the Infection Control Program A Crash carts and supply rooms were
¢ audited for expired supplies on February

| determines that a resident needs isolation to

" prevent the spread of infection, the facility must
! Isolate the resident. ‘ .

(2) The facility must prohibit employees witha - Room Rounds were conducted on

| communicable disease or infected skin lesions Febroary 10, 2014, by Department
“from direct contact with residents or their food, if Managers and personal care items,

: direct contact will fransmit the disease. meluding basing were labeled and stored
{3) The facility must require staff to wash their property.

; hands after each direct resident contact for which |
¢ hand washing is indicated by accepted |
: professional practice.

6, 2014, by the DON and SBC,

#2 Residents dependent for pericare
were assessed for signs and symptoms of
urinary tract infection on February 26,

_{c) Linens 2014, by the DON.

¢ Personnel must handie, store, process and
_Tansport inens so as to prevent the spread of
| Infection.

Residents with infections were audited to
identify diagnosis of MDRO on
: i February 28, 2014, by the SDC o ensure
i staff are aware of diagnosis. Thers were
no residents ideatified,

H

i
H

; This REQUIREMENT is not met as evidenced |

" by: A one-time audit of residents receiving

j Based on observation, interview, and record . wound care were assessed, during wound
“review, it was determined the facility fafled fo , © care rounds and dressing observations on
: establish and maintain an Infection Control . February 27, 2014, by the MDS assistant
" Program designed to provide a safe, sanitary and | " to ensure no signs and symptoms of :

; comfortable environment and to help prevent the ; wound infection.

“ development and fransmission of disease and
; infection as evidenced by the following:
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: Observation of perineal care provided for
 Resident #1 reveaied poor infection control
. technigue was utilized.

1 Resident #6 had a diagnosis of MRSA of the

. diagnosis and the resident was not placed in
“isolation for contact precautions per policy.

' Observation of a dressing change for Resident #5 |
; revealed poor infection control technique utilized. E

- Observations revealed there were exXpired !
. supplies in the three (3) crash carls and a supply
‘room.

Ir addition, observations on Intial tour revaaled
- wash basins which were not covered and/or
“labeled in resident rooms and bathrooms,

The findings include:

i

1. Review of the facility's policy titled, “Personal ;
! Hygiene for the Male Resident" undated, revealed
~ when providing personal hygilene care for male ¢
| residents staff were te proceed from the least
_contaminated area to the most contaminated
farea. According to the policy, staff were to move -
. the wash the penis in a spiral motion from the tip
! down towards the pubic area, and rinse the
. washed area; then wash and rinse the resident's
 sgrotum; and dry lff the cleansed areas.

" Review of Resident #1's clinical record revealad

. diagnoses which included Deémentia and a History|
“of UTI's, Review of the Significant Change

i Minimum Data Se{ (MDS) Assessment, dated
12716113, revealed facility assessed the resident

i

furing; however, staff were unaware of the :

Crash carts and supply rooms were
audited for expired supplies on February
6, 2014, by the DON and SDC.
Roam Rounds were conducted on
February 10, 2014, by Department

! Managess, including the FExecutive
Director, DON, ADON, Activities
Director, MDS Assistant, Housekeeping
Supervisor, Dietary Manager, Director of
Rehab, Human Resources, Accourts
Receivable, and Staff Development and
personal cave ilerns, inchading basins
were labeled and stored properly.

#3 Licensed and Unlicensed nursing
staff’ will be educated regarding

' infection cantrol program measures to
ensure protection of residents 1o prevent
the spread of infection, including all
MDRQOs on March 4, 2014, by the
Director of Nursing and Staff
Development Coordinator. Licensed and
unlicensed nursing staff not attending on
March 4, 2014 will be required to attend
prior to retuming to work. !

Crash cart supply Iist placed on crash
cart by SDC on February 28, 2014, will
melude expiration date of supplies to
etisure retmoval prior o expiration.

Infection Confrol list of communicable
diagnosis will be maintained by 8DC 10
ensure staff is aware of diagnosis as of
February 27, 2014,
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- &s requiring extensive assistance of two (2)

: persons for foileting, as being frequently
incantinent of bowel and bladder, and as having

; had a Urinary Tract Infection (UT1) in the past
thirty {30) days,

“Observation on 02/05/14 at 2:45 PM, of perineal

i care provided for Resident #1, revealed Stale
Registered Nursing Assistant {SRNA} #6

| cleansed the resident’s inner thighs and scrotat ;

_area first. Continued observation revealed SRNA

: #6 then cleansed the penis from base to tip,

“Interview with SRNA #6 on 02/05/14 at 2:50 PM, !
; revealed she had received perinaai care training
“in the past; however had not received any recemt
. training or inservices on this. She stated she had |
" never had nurses observe her providing perineal
. care for residents. SRNA #6 indicated she knew
" she should have washed Resldent #1's penis first
i from tip to base, then cleansed the scrotum. She !
" stated however, Resident #1 had behaviors at

: times and she had been trying to quickly provide
“hisfher perineal care related to these behaviors.

“Interview with the Direcior of Nursing (DON) on

: 0206114 at 3:45 PM, revealed the SRNA should

" have cleansed Resident #1's penis from tip to ;
; base and then cleansed the resident's scrotum as .

- per facility policy. :

* 4. Review of the facility's infection control policy

i titled, “Transmission-based Precautions and

" Isolation Procedures”, revised 07/18/2011,

: reveaied ransmission based precautions were
used in addition to standard precautions for

: residents with suspected or confirmed infections i

. and conditions. Resldents were to be placed on

: appropriate transmission-based precautions until

Observation of perineal care, for 5
residents dependent for peri-cars will be
performed, by the Staff Development
Coordinator, beginning the week of
March 10, 2014, weekly X 4 weeks, then
i momthly X 2 months to ensure proper
perineal care to prevent infection. Any
concerns identified will be corrected :
mnzediately to prevent improper
techmique.

¢

Audits of residents with diagnosis of
MDROs, ensuring staff is aware of
diagnosis and precautions are in place
will be performed beginning the week of
March 10, 2014, weekly X 4, monthly X
2 by the Staff Development Coordinator
1o ensure staff is aware of diagnosis and
precautions,

Beginning week of March 17, 2014,

ehsorvation of 3 wound dressing

changes performed by random nurses on

random shifis, will be performed weekly

X4, then monthfy X2, by the MDS

assistant {o ensure proper mfection

control fechnigue. Any concerns

identified will be corrected itmmediately

to prevent improper technique, '

Infection control log will be audited by

the Director of Nursing or Assistant

; Director of Nursing once a week X 4

weeks, beginning the week of March 10,
2014,
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" the condition had been ruled out or the critetia fer L :
Beginmning in March audits of crash cart
; removal from isolation had besn met. 5 will be conducted monthly by the Staff
Review of the Resident #6's medical record Development Caordinator to ensure all
f revealed @ Physician Order dated 1/14/14 fora supplies are within expiration date.
_ urinalysis with culture & sensitivity to be obtained. | L .
{ Record review revealed the facility received the Beginning in March an audit of supply
_faboratory results for the urinalysis with cuiture rooms will be conducted monthly by the
i and sensitivity on 01/17/14. Review of the Central Supply Person o ensure all
_ Laboratory Report the urine contained Methicillin supplies are within the expiration date.
: Resistant Staphylococcus Aureus (MRSA), an o ) :
antibiotic resistant bacteria, infection. Further Beginning the week of March 17, 2014
| review revealed no documented evidence : - Room Rounds will be conducted daily
Resident #6 was placed on precautions to ' by Department Managers, including the
: prevent the spread of infection in regards fo the Executive Director, DON, ADON,
MRSA infection in histher urine. Activities Director, MDS Assistant,
g Housekeeping Supervisor, Dictary
Enierv:ew, on 02/06/14 at 7:50 PM, with CNA#8 manager, Director of Rehab, Human
: revealed she had never been informed Resident Resources, Accounts Receivable, and
" #6 had MRSA in his/her urine. CNA #8 stated it Staff Development Director, Mon-Fri to
: was not on the nursing assistant's care plan. She'! include observation of personal care
' stated Resident #6 had not been on any special items, including basiss to ensure proper
precautions in January that she couid recall, She | labeling and storage and overall
findicated Resident #6 used a urinal and infection control procedures.
, sometimes spifled urine on histher clothing and
' bedding; and staff emptied the urinal i the , . f4 Results of audits will be reportedto
_ bathroom commode, f " the Performance Improvement :
i Commitice monthly X3.
“interview, on 02/6/14 at 7:30 PM, with the ’
i Infection Control {[C) Nurse revealed Resident #5 Completion Date March 19, 2014
“#6's had not been placed in isolation because
. he/she was immobile and did not use the
“bathroom. She stated if residents were mobile
. and MRSA was In their urine then the facs ity
i placed them on precauions.
| Inferview on, 02/06/14 at 8:00 PM, with the !
Director of Nursing (DON) revealed Resident #6
! should have been placed on precauticns when ;
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: diagnased with the MRSA infection in his/her
urine to address possibie infaction control issues

refater} to bacteria, !

i 3. Review of the facility's Hand Hygiene policy,
revised 05/01712, revealed the purpose was to

| decrease the risk of transmission of infection by
unhzmg appropriate hand hygiene. Continued
. review of the policy revealed staff were to wash or |
' sanitize their hands after contamination, _

! Record review reveaied the taciity admitted
Resident #5 on 12/19/1% w;th Diagnoses which

lincluded Multiple Sclerosis (MS) and Bowel
Incontinence. Review of the February 2014

| monthly Physician's Orders revealed an order for |
a daily dressing change related to the Stage 1)
Pressure Wound on Resident #5's right buttoci.

:
3

; Observation on 02/05/14 at 9:38 AM, of Res;dem
L #5's dressing change on the Stage Il Pressure |
Ulcer, performed by Registered Nurse (RN} #1
! revealed the nurse placed the dressing supplies
“directly on the resident's bed: without providinga
; clean barrier between the contaminated bedding
“and the supplies. Conlinued observation
 revealed the nurse did not wash or sanitize her
" hands after she removed her soiled dloves prior ;
to donning clean gloves,
H
“Interview, on 02/05/14 at 10:22 AM, with RN #1 :
: revealed she should not have placed the supplies |
- on the resident's bed without a clean barrier. She .
. further stated she should have washed or
i sanitized her hands after removal of the soiled
glaves and before she donned clean gloves. ! :

|

Intemew on 02/05/14 at 10:47, with the Assistant | i
: Director of Nursing (ADON) revealed RN #1 :
Evant I0:84UZ 11
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shouid have placed a clean barrier on the ‘
: resident's bed, prior to placing the supplies on the ;
bed, to orevent contamination of the supplies, :
" Further interview revealed the nurse should have ;
. washed or sanitized her hands after she removed
' the solled gloves and prior to donning clean ‘-
, gloves,

& intervisw, on 02/06/14 at 3:36 PM with the Staf

Development Coordinator (SDC) revealed she
was unaware of the facility having a policy
regarding expired {exp} supplies. She stated
axpired supplies were not used.,

* Observation, during inspection of three (3} faciity
crash (emergency) carts on 02/04/14 belween |
6:05 PM 10 6:50 PM, revealed expired (exp)

: supplies were available for use on residents in
“the event of an emergency. Observation

: revealed the three (3) carts contained the
foltowing expired supplies: two (2) Bordered
; Gauze with exp date of September 2008: two 2y
" boxes of two hundred (200) Alcohol Swabs with |
i exp date of Novernber 2011; one (1) box of two
_hundred (200} Alcohol Swabs with exp date of
{July 20112; one { 1) box of two hundred {200 ‘
, Alcohol Swabs with exp date of June 2012, and |
i six (6) Tongue Depressors with exp date of May
2013; two (2) bottles of Hand Sanitizer with exp
date of February 2013; three (3) Bioclusive {thin
. permeable barrier) dressings with exp date of '
t December 2010; three (3) Bioclusive dressings

. with exp date of September 2009; two (2) Mepore
 {self-adherent, absarbent, and breathable

; dressing with anouter film layer that protects a
“wound from water and contamination) dressing
; with exp date of January 2013; one (1) dressing |
“change tray with exp date of October 2007 one
i (1) Intravenous {IV) Start Kit with exp date of
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“January 2011; and one (1) IV Catheter with exp af |
i March 2008. e

| Observation of the North Hall suppiy room, on .
. 02/05/14 at 11:45 AM, revealed fourteen (14) ' .(
' Peripheral Transparent Dressings with exp date | ) g
: of November 2013, and five (5} Acticoat ;

(antimicrobial silver dressing) dressings with exp

i date of Novernber 2013 J'

!interview, on 02/04/14 at 6:08 PM, with the SDC | ) i

, revealed expired supplies were notto be inthe : :

~ crash carts available for resident use. She stated :

she was responsible for ensuring expired f _

supplies were not in the crash carts. The SDC ‘ :

 stated she had not been checking the crash caris ) : ;

. however betause she did not know the supplies |

* had an expiration date. Additional interview, on

02/66/14 at 6:31 PM, with the SDC revealed she

was responsible for ensuring expired supplies

i were notin the supply rooms. She stated expired | :
supplies were not to be used on the residents, ‘ i

5. Review of the facility's policy titled, "Bed Baths,
‘ undated, revealed the bed bath equipment was 1o
be thoroughly cleaned and placed in an
appropriate storage area after the bed bath,

; Continued review revealed the policy did not ;
“specify if the wash basin needed to be coversd,
; bagoed, or labeled for identification. i

; Observation on 02/04/14 at 2:15 PM, of the 100 ,
“Unit on initial four revealed Room 104 bed 2 had . :
i a wash basin which was uncovered and " 5
_unlabeled lying on the floor by the bed: and the ;
! bathroom in Room 111, which was shared by twa :
: (2) residents, had a wash basin lying on the floor |
t .
“which was uncovered and unlabeled. ; i :
: ! i

| x — j

i
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Interview with the Director of Nursing (DON) on
: 02/05/14 at 11:30 AM, revesied wash basins were 5
_to be labeled with residents’ names and placed in ;
. & bag when not in use. :‘
F 51 4

F 514 483.75(l)(1) RES :
88=D | RECORDS-COMPLETE/ACCURATE/IACCESSIB |
 LE

|

- The facility must maintain clinical records on each
' resident in accordance with accepted professional
; standards and practices that are complete: !
- accurately documented; readily accessible; and
i systematically organized,

i The clinical record must contain sufficient
_information to identify the resident; a record of the |
 resident's assessments; the plan of care and

- sarvices provided; the results of any

{ preadmission screening conducted by the State;
_and progress notes,

‘ This REQUIREMENT is not met as evidenced

. by: _
: Based on record review, interview and review of |
. the facility's palicy, it was determined the faclity

i failed 1o ensure the medical record was complete |
. and accurate for one (1) of eighteen (18) sampled |
' residents (Resident #3). Review of the Monthly
: Flow Report for January 2014 revealed no ]
* documented evidence Resident #3 had & bowel

i movement between 0402114 and 01M11/14.

; The findings include:

 Review of the facility's policy titled, “BM Protocol”, |
“undated, revealed staff were to document sach
i resident's bowel movement (BM) every shift.

L

F3l4

#1 Review of Resident #3 medical
recerd, by the DON indicates an accurate
medical record including bowel
movement documentation as of February

26,2014,

#2 All residents have the potential to be
affected by this deficient practice.

BM records for each resident were
reviewed on Febroary 26, 2014 by the
Director of Nursing to ensure proper
documentation of bowel movements.

i #3 Licensed and unlicensed nursing staff

 will be educated on March 4, 2014,
regarding accurate documentation in the
medical recerd, including bowel
movements by the Director of Nursing
and Staff Development Coordinsior, .
Licensad and Unlicensed nursing staff :
not attending on March 4, 2014, will be
required to attend prior to returning to

work.

Missing Bowel Movemernt reports are to

be reviewsd by the Director of Nursing

i or Assistant Divector of Nuzsing Mo -
¥ri to identify any potential missing
documentation begimisg week of March
17, 2014.
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" Review of the dlinical record revealed Resident

' #3 was admitted by the facllity on 01/18/1 2, and

_readmitted on 01/02/14 after a hospitalization,

" with diagnoses which included Constipation and

; Chronic Pain. Review of the current Physiclan's
Orders and the Medication Administration Record |

{(MARY} for January and February 2014 revealed

. Resident #3 was receiving the following

- medications to treat his/her constipation: two (2)

i Dulcotax suppositorles daily; Dulcolax 5 milligram

~(mg), four (4) tablets daily, and Lizness, 200 '

‘ micrograms dally. Review of the Comprehensive |

; Care Plan, dated 12/10/13, revealed staff were to

“record all the resident’s BMs in the computer '

; system.

! Review of the bowe] saction of the computerized
; Monthly Flow Record for January 2014, revealed
' no documented evidence of Resident #3's BMs

; recorded from 01/02/14 tc 01/11/14,

“ Interview with the Assistant Director of Nursing

- {ADON} on 02/06/14 at 3:42 PM, revealed

" nursing staff were frained lo ask the NLITSing

; assistant, resident or famlly member regarding
residents’ BMs each day. She stated she

: beligved the nurses had asked about Resident _
_#3's BMs, and had determined he/she was having
! regular BMs; however had failed to document this
. information. She further stated there was “no ;
" way" Resident #3 had gone ning (9) days without -
i having a BM. :

! Interview with the Director of Nursing (DON}Y on

. 02/06/14 at 6:30 PM, revealed nursing staff and ;
“ Administration were very aware of Resident #3's
i BMs due to histher history of constipation. She

. stated Resident #3's medications had been

F 5147
" Director of Nursing, Assistant Divector
of Nursing and/or Staff Development
will randomly audif § resadent records to
ensure staff are documenting BM’s.

Any issue wdentthied will be immediately
resolvied by reporting to physician and
staff not documenting will be 1e-
cducated.

Begiming the week of March 17,2014 5
resident record reviews ncluding, bowel
movement records, will be audited by
the Director of Nursing weakly X 4, then
monthly X 2, to ensure proper
documentation of current conditions
including bowe! movements,

#4 Results of sudits will be reported to
the Performance Improvement

Commitiee monthly X 3.

# 5 Completion Date March 19, 2014

If condinuation sheet Pags 52 67 53

FORM CMS-2567(G2-99) Previgus Varsions Ohsolais Event10;84UZT7

Fagcity 10y 100376




PRINTED: 02/20/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB MO, 0038-0391
STATEMENT OF OEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING COMPLETEQ
185155 B.WiNG 02/06/2014
NAME OF PROVIOER OR SUPPLIER STREET AQGRESS, CITY, STATE, 7P COOE
933 NORTH TOLLIVER ROAD
LIFE CARE CENTER OF MOREHEAD MOREHEAD, KY 40351
(X4} 10 BUMMARY STATEMENT OF OEFICIENGES . o PROVIDER'S PLAN OF CORRECTION . (%51
PREFIX | (EACH OEFICIENCY MUST BE PRECEGED BY SULL © OPREFIR {EACH CORRECTIVE ACTION SHOULO BE " COMPLETION
TAG REGULATORY OR LSC 10BNTIFYING INFORMATION) . TAG CRUSS-REFERENCEO TO THE APPROPRIATE . DAIE
SEFICIENCY)
F 5141 Continued From page 52 F 514
. adjusted by the Physician over time to ensure the ‘ :
“resident's BM regularity. The DON stated there |
; had been a documentation problem regarding
Resident #3's BMs. She stated the faciity had
i audited daily documentation in the past; but had
stopped because staff were documenting "very _
i well”. The DON indicated after review of i
Resident #3's bowel record that staff had become
H"lax” with their documentation practices. She f
 Stated the facility would have to begin auditing
i resident records again to ensure documentation
. wag performed.
i
i { i
F
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185155 B WING 03/18/2014
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i An Off-site Revisit was conducted. Based on the
acceptable POC the facility was deemed to be in
. compliance as alleged on 03/19/14.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8 DATE

Any deficiency statement ending with an asterisk (*) denotes a deficienc

y which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are discicsable 14
days following the date these decuments are made available to the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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185155 B, WiNG

NAME OF PROVIOER DR SUPPLIER STREETADDRESS. CIYY, STATE, 2P GODE
933 NORTH TOLLIVER ROAD

LiFE CARE CENTER OF MOREHEAD MOREHEAD, KY 40354
; PROVIDER'S PLAN OF CORRECTION . {%5
| COMPLEVION
DATE

K SUMMARY STATEMENT OF DEFICIENCIES ' I
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY Fi3LL ; PREFIX {EACH CORRECTIVE ACTION SHOULDIRE
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) P TAG CROSS-REFERENCED TO THE APPROPRIATE
: DEFICIENCYS

K 000 INITIAL COMMENTS K 000,

" CFR: 42 CFR 483.70(a)

Bullding: 04
Survey under: NFPA 107 (2000 Edition)

Plan approval 1967, 1970
; Fadility type: SNF/NF , :

Type of structure: Type Il Protected
Srnoke Cormpartment: Eight (8} !
;

Fire Alarm: Complete fire alarm with heat and i
: smoke detectors in corridors and resident rooms :
“or North and South Wings, all corridors on East |
- and West Wing {software upgrade: 2011) E

: Sprinkler System: Complete sprinkler system :
(dry) i _'
Generator: Type !l powered by Natural Gas with _ ;
Propane backup.

: A standard Life Safety Code survey {using 2786R i

I Short Form) was conducted on 02/05/14, Life

_Care Center of Morehead was found not fo be in

: compliance with the requirements for participation !

tin Medicare and Medicaid. The census on the

day of the survey was ninety (90). The facility is |

licensed for ninety seven (97} beds. The highest !

scope and saverity was at an "E” lovel. :

. The following demonstrate non compliance: f ;

K 072 NFPA 101 LIFE SAFETY CODE STANDARD K072: :

$§=E ; i
: Means of egress are continuously maintained free :

TITLE (X8| DATE

,Asoy'om DIRECTOR'S OR PROVIDER/SUPELIER REPRESENTATIVES s:sﬁmmn&

- - L f b :
@y deficiency staterert snding with an aslérsk (*) denotes a deficiency which the instilution may be excused from carresting providing i is delemnined (hat
ther saleguards provide sufficient protection fo the patients, {Bee inglructions.) Excent for nursing homes, the findings slated above are disclosable 80 days
tlowing the data of survey whelher or rot 2 plan of correction is provided, For nursing homes, the above findings and plans of ;ncrrechan are cilscic:s?i‘:te 14
ays lollowing the dale these documenis are made available 1o the facilily. if deficiencies are cited, an approved plan of correction is requisile lo confinued

‘agram participalion,
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XD . SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION ) T,
PREEIX | {EAGH DEFIGIENCY MUST BE PRECEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION

TAG REGULATORY GR LB IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE BATE

i DEFICIENCY)
Kgra!

K GF’ZEE Continued From page 1
of all obstructions or impediments to full instant A
. use in the case of fire or ather emergency. No
-furnishings, decorations, or other objects abstruct (
exits, access o, egress from, or vigibllity of exits, |
0 7.1.10 5

: This STANDARD s not met as evidenced by:

! Based on observation and inferviews, it was

~determined the facility faited to ensure means of

 egress were continuousty maintained free of all
obstructions or impediments to full instant use In

- the case of fire or other emergency according fo .

* National Fire Protection Association (NFPA) !

. standards. The deficiency had the potential to

! affect three (3) of nine (9) exits, sixty (60) !

‘residents, staff and visitors.

| The findings included:

i Observation on 02/05/2014 at 1:15 PM, with the
* Maintenance Director, revealed the outside ;
. sidewalk leading from West Wing had an
; accumutation of ice and snow. lce and snow

- must be removed from sidewalks to ensure full
. and instant use during a fire or other emergency.
! The finding was conflrmed with the Maintenance

Director.

interview an 02/05/2014 at 1:15 PM, with the :
' Maintenance Director, revealed ha had not ;
: Cleared this area of Ice and snow due fo it not
- being used as 2 main exi,

Cbservation on 02/05/2014 at 01:20 PM, with the
Maintenance Direclor, revealed the same for the .
: two (2) exterior exit ramps leading from the South |

K472

#1 The three emergency egresses were
cleared of snow and ice on February 5,
2014, by maintenance,

#2 On February 5, 2014, all exits were
checked by Executive Director and
Maintenance Divector afler cleared with
1 other concerns.

On February 6, 2014, Executive Director
and Maintenance Director checked all
exits with no concerns,

#3 Maintenance Director and

Maintenance Assistant were educated on -
Febraary 8, 2014, by Executive Director |
that all exits including emergency egress :
need cleared of snow and ice.

#4 In the event of inclement weather the |

Executive Direotor will monitor all exits
mcluding emergency egress to ensure
they are free of snow and ice,

Results of audits will be reviewed in
Performance Improvement Commitree
monthly X 3.

#5 Completion Date March 14, 2014
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" Side Hall. The observations were sonfirmed with

- the Maintenance Director,

 Interview on 02/05/2014 at 1:20 PM, with the i
Malnterance Director revealed he had not )
! cieared the outside exit ramps due to them not

_being used as main exits.

. Interview on 02/05/2014 at 195 M, with the :
' Administrator revealed he was aware of the need

. 1o maintain the exterior exi si

dewalks and ramps

free and clear of snow and ive. Continued :
: interview revealed the Administrator had bean out”
“of fown for the tast couple of days and this was |

- why he had not ensured the sidewalks and ram ps
. were free and clear of ice andlor snow. Further |

finterview revealed the facility did not have a policy |
_inregards to maintaining the cutside exit ‘
! sidewalks aind ramps free and clear of ice andior ;

SNowW.

;

i continuation sheal Page 3 of 3

ORI CMS-25687{02-99) Previous Versions Obsslete

Event Ly 8411221 Fachly [): W0I78

B DTS e



