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F 000 l INITIAL COMMENTS } F 000; This Plan of Correction is the center's credible
I { allegrtion of compliance,
| Amended ; l Preparation and/or execution of this plan of correction
1 [ ’ does not constitute admisston or agreemerd by the
' A Recertification Survey was initiated on 04/22/14 i Erovider of the truth of the facts alloged or conclusions
| and conciuded on 04/24/14. Deficiencies were | | ;ﬁ;’;ﬁﬁ,ﬁ;ﬁﬁfﬁﬁﬁaﬁ;ﬁm
i c;]ted with the highest Scopa and Severity of a ] it is required by the provisions of federal and stcte low.
F 225§ 483.13{c)(1){J)-(Hi), (c)2) - (4) , F 225_2 F225 5/9/2014
§8=Dj INVESTIGATE/REPORT : I I A written investigation was completed
ALLEGATIONS/INDIVIDUALS ] | related to Resident #8 and the allegation
| ! : of abuse was unsubstantiated,
| The facillty must not employ individuals who have | f
been found guilty of abusing, neglecting, or f ! The staff members were counseled and
: reeducated related to the failure to

l mistreating residents by a court of faw; or have

| had & finding entered into the State nurse aide

registry concerning abuse, neglect, mistreatmant

| of resldents or misapproptiation of their property;
and report any knowledge it has of actions bya l
court of law against an employee, which would

1 indicate unfitness for service as a nurse side an ~L

B

B
i3

or licensing authorities.

5

| 7
'[ The facility must ensure that all afleged viclatigns |
involving mistreatment, neglect, or abuse, B
l inctuding injuries of unknown source and o ] e
| misappropriation of resident property are reported
: immediately to the administrator of the facility and ;
o other officials in accordance with State faw
j through established procedures (including to the l
| State survey and certffication agency), , |
! The facility must have evidenca that all alleged |
[ violations are thoroughly investigated, and must l
i prevent further potential abuse while the

! investlgation is in progress. ]

-l The results of all Investigations must be reported

%

|
[
|
other facility staff to the Stats nurse alde reg:é:i«-{ R g ﬁ,} Abuse education and investigation tools

[
|
!
|

abuse policy and

immediate

the

mplement
regarding

procedure
suspension of staff, notification to the
direct supervisor and initiating an
investigation completed by 5/1/2014.

| Which, includes a . staff  suspension
3l 'vesﬁ@tion form were placed at each
'{7 gg:il' “hurses station accessible to staff,

e completed by

Th
519514,

¢ gducation  was

The facility will implement the policy
and procedure for abuse for all future
allegations of any type of abuse, -

All facility staff will be inserviced on
the location of the abuse education and

tools and the abuse policy and
procedure, to include immediate
reporting,  suspension  of  staff,

notification to the appropriate state
agencies and initiating and conducting a

Y, CTOR'S OR PR, gu%h REPRESENTATIVE

5122014

Event ID:VORTH

FORM CMS-2887(02.00) Pravious Versions Obsolsta

Facilty 10; 100457 If continuation sheet Paga 1 of 30




PRINTED: 05/08/2

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROV
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0¢
STATEMENT OF DEFICIENCIES {15 PROVIDER/SUPRLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
185287 B. WING 04/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
3 ' 853 LEXINGTON ROAD
HARRODSBURG HEALTH & REHABILITATION CENTER HARRODSBURG, KY 40330
i | SUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORRECTION C e
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX l (EACH CORRECTIVE ACTION SHOULD BE | comptemcr
TAG | REGULATORY OR L8 INENTIFYING INFORMATION) ! TAG ’ CROSS-REFERENCED 7O THE APPROPRIATE | DATE
; ' | _ DEFCIENGY) |
i‘ ‘ | thorough ftten investigati [
. ugh, written mvestigation
F 225 Continued From page 1 t F ?-‘25l completed by 5/9/2014.
|

to the adminisirator or hls designated
I representative and to other officials in accordance
i with State faw (including to the State survey and |
j Certification agenay) within 5 working days of the |
" incident, and if the allkeged violation is verified

j
I This REQUIREMENT s not met as evidencad :
by:
| Based on observation, interview, record review |
| and review of the faclity's policy, It was |
| determined the facility failed to ensure all ,
| allegations of abuse were reported Immediately to |
i the Administrator of the facility and to other
,j officlals in accordance with State law and failed to -
{ Investigate allegations to pravent further potential
abuse for one (1) of twenty-one (21) sampled !

f‘ residents { Resident #8 ). i

| Resident #8 reportad an allegation of verbal f
i abuse to staff on 04/19/14; hawever, the facility's

| Administrator was not nofified of the allegation
 until 04/21/14, allowing the alleged perpetrator,
| Licensed Practical Nurse (LPN) #2, to work after |
l‘ Residant #8's report, caring for residents, I

| The findings include:

! Review of the facility's policy, titled, "Abuse,
| Neglect and Misappropriation”, revised March
| 2013, revealed verbal, sexual, physical, and l
., mental abuse of residents were prohibited. The
f poilcy stated all allegations of abuse would be ;
| investigated and reported to the appropriate !
agencies. Coniinued review of the policy |
! revealed the Administrator or designae would i
| make aft reasonable efforts to investigate and ;
1

| appropriate corrective action must be taken, ||
I

!Education on the abuse policy and
| procedure for reporting will be repeated
| by Staff Development Coordinator

and/or designee in three months, New
¢ hires will be educated on the abuse
| policy  and  procedures during
| orientation.

P Al alert and oriented residents with a

| BIMS of 8 or greater were interviewed

f- on 4/2172014 and 4/2572014 by  the
Social Service Director related to abuse
and care issues regarding staff,

g Each week the Social Service Director
: and/or Activity Director andfor designee
| will randomly ivterview a minimum of
| 10 alert and oriented residents related to
. abuse and care issues regarding staff for

’ 3 months.
]

' The Activity Director andfor designee
: will discuss in resident council any
| concorns the residents have related o
abuse and care issues regarding staff for
f' 3 months,
i The ED and/or designee will monitor
and investigation concerns - and track,
© trend and report all interview identified
§ concerns to the QA meeting for three
i’ months and then quarterly thereafter.
The committee will implement any
f changes needed to sustain compliznce,

i
|

———
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£ 295 I Criminal Records Checks (CRC) and }

address alleged reports, concerns and
| grievances. The policy indicated all allegations of
| abuse were to be reported to the Charge Nurse, l—
| who would Immediately report the allegation tor

the Adminlstrator, Director of Nursing (DON), |
| and/or Abuse Coordinator. Policy review |

revealed the Charge Nurse was to ensure the
. uspected perpetrator was immediately removed |
I from resident care areas. Review of the policy
| revealed the person(s) who ohserved the incident |
| would immediately report it and provide a written
. statement that included the name of the resident, |
| date and time the Incident oceurred, where it |
| occurred, staff Involved and a description of what |

|

l R
F 225 Continued From page 2 : ;
:

occurred. Continued review revealed |

{ investigations were to be kept confidential.

i |
} Review of Resident #8's medical record ravealad ]
the facility admitted the resident on 04/06/19 » with |
[ diagnosis which included Schizophrenia and [
| Diabetes Meftitus, Type Two. Review of the '
, Quarterly Minimum Data Set (MDS) Assessment f
revealed the facility assessed Resident #8 to i
| have a Brief Interview for Mental Status (BIMS)
score of thirteen (13), indicating the resident was [
cognitively intact, Review of a Nurse's Note, i
| dated 04/19/14 at 7:00 PM, revealed it stated ,‘
; Resident #8 was heard screaming from the ;
; middie hallway. The Note documented Resident ]
F#8 had stated, "you people” were not "going to j
| drive me crazy” and the one (1) nurse "was not !
golng to talk to me like I'm stupid." Continuad :
| review of the Note revealed Resident #8 was "so }
-+ angry", hefshe was “shaking” at the desk, '
According to the Note, staff called the Emergency |
| Medical Services (EMS) to have Resident #3 [
| transported to the Emergency Room (ER). l

. Further review of the Nurse's Notes revealed the
¢ facility was contacted by the ER Nurse on ,

|
i
l
)
|

l
|

l
.!
i
l
l

!
|
!

|
|
I

Nurse Aide Abuse Registry Checks
{NAARCS) have been conducted for all
identified states in which the identified
employees have lived and/or worked.

An audit of all active employees has
been conducted to ensure that CRCs and
NAARCs have been conducted for all
identified states in which the employee
has lived and/or worked was completed
by 5/9/2014.

All potential hires will have a CRC and
a NAARC conducted for all identified
states in which the employee has lived
and/or worked.

The ED and/or designee will audit all
new hire personnel records monthly for
three months.

The ED and/or designee will report the
findings of the andits in the QA meeling
monthly for three months and as needed

thereafier. :

1
FORM CMS-2867(012-99) Frevious Versions Obsalets Event ID: VORTT

Facfiity IDv; 106457

if continuation shast Page 3 of 30




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/08/2(
FORM APPROV
OMB NO. 0938-03

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED

185287 B. WING 04/24/2014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

853 LEXINGTON ROAD
B H i O
HARRODSBURG HEALTH & REHABILITATION CENTER HARRODSBURG, KY 40330
xd)in | SUMMARY STATEMENT OF DEFICIENCHES I PROVIDER'S PLAN OF CORRECTION T
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETICH

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE AFPROPRIATE ! OaTE

| ; ’ DEFICIENCY} i

1 ; 1 v L

) | |

i :

}

F 225! Continued From page 3
[ 04/20114 at 11:30 PM, who reported Resident #8 |
| was being sent back 1o the facility due to the '

resident baing quiet with no behaviors during |
[ histher time there. Review of the Social Service i
| (SS) Notes, dated 4/20/14 at 11:20, with no ;
| Specification between AM or PM, revealed a i
"male nurse" informed Resident #8 he was
I having a private conversation whan the resident
j was attempting to say something to the staff
member. Review of the SS Note revealed the
| male nurse was "hatsful" and Resident #8 had
 stated, *l thought he was my friend." The S8 f
; Note revealed Resident #8 appeared to have hurt |
feslings as 2 result of this and had possibly |
f responded with "verbal aggression " z

 Interview with Resident #8 on 04/22/14 at 4-4 |

| PM, revealed Licensed Practical Nurse (LPN) #2

j was talking to the Quality of Life Assistant on !
04/19/14. Residant #8 teported he/she was |

! going to ask the Quality of Life Assistant a

| question when LPN #2 stated to himsher, “this is a{
private conversation, you're not wanted herg."

! Resident #8 stated he/she left after the comment .

| was made and went and sat down in a chair. |

| According to Resident #8, the more he/she |

_ thought about the statement made by LPN #2,

| the more he/she felt "awful" about it. Resident #8 f

| stated the thought of the statement built up ingide |

. of him/her until he/she voiced concern later that ]

I night. Resident #8 stated he/she told the “head

| nurse” about the Incident; hawever, could not !

_remember her name. He/She stated he told the i

[ "head nurse®, LPN #2 had treated him/her "kea
dog". Resldent #8 raparted he/she did not know |

~why he/she was sant out o the tospital. |

| Resident #8 LPN #2 was aflowsd to work the next :

' [

;
|
|
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! interview with the Quality of Life Assistant on

j 04/23/14 at 5:40 AM, revealed she was talking to |
i LPN #2, sametime on 04/19/14, regarding

- storage of some of the residents’ candy they had

| received earfier that day. She reported her back |

| was to Resident #8 and, LPN #2 noticed the i

resident listening to thelr conversation. The ;

|

l

_' Quality of Life Assistant stated LPN #2 informed

I Resident #8, "wa're having a private

{ conversation, if you dor't mind.” She reported the
j fesident did not seem to be upsst at the time, g
[ Interview with LPN #2 on 047r23/14, at 8:19 PM, '!
| revealed he was discussing resldent care with
ancther nurse and Resident #8 was standing i
| between the two (2) of them. He stated he tojd ,
| Resident #8, "this Is a private conversation". LPN

| #2 stated that was all he said to the resident and !
; Resident #8 stood there for ancther two (2) or |
Hhree (3) seconds before he/she left. He reported |
i the resident did not say anything to him,

According to LPN #2, ha had worked his shift l,

; 04720114,

j Interview with Certified Nursing Assistant (CNA) !
- #10 on 04/23/14 at 7:50 PM, revealed she was |
! passing out snacke on the night of 04/1 9/14, .
| when she heard Resident #8 "yell" at LPN #3 that |
l LPN #2 had talked to him/mer ke a dog”. She
stated Resident #8's statement would be defined f
| as verbal abuse of the resident by LPN#2. CNA |
| #10 stated it should have been Investigated, CNA,
#10 indicated she should have reported this ;
| incident to the Gharge Nurse and/or her !
| Supervisor; however, had not. :
|

; interview with the Assistant Director of Nursing
[ {ADON) on 04/24/14 at 11:43 AM, revealed she |
j had withessed the incident, on 04/19/14. She |

!

!
;
|

i

1
|

|
l
!
I
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F 225 | Continued From page 5 i
j stated LPN #2 stated to the resident, "this was a
 private conversation, can you move o, The !
! ADON stated Resident #8 was calm during the
| day; however, later that svening, the resident
j started yelling and was hitting the nurse's desk
[ and stated, he/she “was not going to be talked to
like" he/she "was stupid." She reported Resident
| #8 mentioned LPN #2 by name and the nurse
i had already left work for the evening. The ADON ]
f stated the amount of "rage” Resident #8 had |
. appeared as though it had buift up for some time. :
I She reparted Resident #8 was “shaking", but was |
| able to calm down. According to the ADON, she i
j sent Resident #8 to the haspital between the [
hours of 10:30 PM and 11;00 PM on 04118114,
! She stated she had gone homa for the evening, |
I and Resident #8 retumned Io the facllity sometime |
j during the morming of 04/20/14. She reported ‘
. LPN #2 worked on 04/20/14, as his schedule was l
to work waeekends. The ADON stated she did nat |
f repatt the incident because af the time, she had
j not viewed Resident #8's statements as varbaj
. abuse by LPN #2; however, now aftar looking
' back on the incident and how the resident felt, it |
{ probably should have been feported as per the

| polley,

interview with LPN #3 on 04/24/14 at 1:37 PM, |

| revealed the night of 04/19/14, Resident #8 told

; her LPN #2 was not going to freat him/her "ika ¢
Fthar" and indicated the resident stated tha L P i

" | treated him/her "jike a dog". She raported |
Resident #8 was normally happy and she had ;

f

! never sean himMer “go off". LPN &3 stated

| Resident #8 was yeiling and this behavior had not

| lasted very long. She reported Resident #8 went |
, to histher room and cried. According to LPN #3,
I she feft the facility should have started an !
i investigation, and thaught an investigation was [

!
_i
I

I‘ B

,l
_i'
i
|
!
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F 225/ Continued From page 6 i Fos! i
{ started since the ADON had witnessed the ; l ;
lincident. She stated the ADON would be the | i
j Person she reported the incident to and Indicated ! : i

she had niot felt this necessary as the ADON was ; o !
I witness to the incident, ] ] i

| Interview with the SS Director on 04/24/14 at 3:23 | !
! PM, revealed she had received a text fromthe ° [ ' ;
| Administrator on 04/20/14, which stated Resident | ;
#B had experianced an “explosive reaction” to | j , |
l staff and there needed to be an updated care i
{ plan. She reported when she tatked to Resident J .
| #8 on 04/20/14, regarding the incident which i | |
occurred on 04719714, the resident reported } j
[ he/she was at the nurse's station waiting to talk to | | s
j the Quality of Lifa Assistant and LPN #2. The SS | | ‘ |
. Director stated Resident #8 toid her LPN#2 : |
| statad to him/her, "we are having a private I : ‘
 conversation, go on”. She reported Resident #8 l [
. had indicated to her this had hurt histher feelings. ' !
| According to the SS Director, she was at the }
| facility to assess Resident #8 for his/her bshavior, | l
and did not probe any further regarding Resident ' i
| #8's statement fo her. She reported at the time J P _ |
; she did not think the incident described by [ [ ‘ |
| Resident #8 was abuse, and staff did not tell her | J
| about the alleged verbal abuse, She reported | :
. she had limited information regarding this l f

[ incident. , |
o , . |
'interview with the ER Nurse on 04/24/14 2t 3:15 J ' [ ,

[ PM, revealed Resident #8 was calm and had not l

| exhibited any benaviors when hefshe arived at | ! | |
* the hospital ER. She reported she asked : i §
j Resident #8 opened ended questions to find out H! ! i
. the resident knew why he/she was at the hospitai. ] | J
j #2 said to him/her, "what do you want, this is a | ![ ]i

| The ER Nurse stated Resident #3 told her, LPN
| private conversation, go down the hallway”. She i
Facility I2: 100457 {f continustion sheet Page 7 of 30
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F 225 Gontinued From page 7
| reported she did not report Resident #8's
J statement to the facility because by law the
hospital was expected to repart the Incident to

| Ombudsman and Adult Protective Servicas
| {APS), '

{ resident was upset over a nurse and had an
outhurst at the nurse's station because of this.

; with the ADON later, she had reported the
hospital contacted the Ombudsman, who had

{ come to the facility on 04/20/14, to speak with

Resident #8. She reported she called the

i 9:30 AM. The Administrator stated she was

alleged verbal abuse and stated the afleged

} #2 treats me like a dog", should have been

" and if there was truth to the allegation, there
| would have been potential for harm.

| State Agencies. She indicated she contacted the |

g' Interview with the Administrator on 04/24/14 at
2:25 PM, revealed she heard about the Resident. i )
H#8's behavior from the ADON, who told her the I

| She reparted she thought she was dealing with
I Resident #8's behavior, therefore, askad the SS
j Director to inquire about the resident's behavior.
. The Administrator stated the SS Director talkad to
I Resident #8 on 04/20/114. Continued Interview |
i with the Administrator revealed when speaking

; hospital, and recelved a return call on 04/21/14 at

f informed Resident #8 told hospita! staff he/she
was verbally abused by LPN #2. She reported
[ she immediately Initiated her investigation into the i

| perpetrator, LEN #2 was suspended Immediately. |

| The Administrator stated it was her expectation
staff would immediately report any alleged abuse

| to her. She statad Resident #8's statement, "LEN |

reported to her, the DON, or to the staff person's
[ direct Supervisor. She indicated LPN #2 should |
j have been suspended pending the investigation,

? T
i

!.
[
l
!
!

| i
= I

!
!
£
l i
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l |
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b . This Plan of Co. e center's credi
F 280 Centinued From page 8 : F 280! allegalgz(:gj;co;;gaiamnf‘ e eredible
F 280, 483.20(d)(3), 483.10(k)(2) RIGHT TO I Foasol o .
56D | PARTICIPATE PLANNING CARE-REVISE GP , | e comameaer cxeeuton of ol af orvection
) ) ; provider of the truth of the facts alleged vr conclusions
 The resident has the right, unless adjudged [ | ot or in the statesment of deficiencies. The plan of
incompetent or otherwise found to be [ ’ correctfaf: 12 prepared andfor execuited solely beemuze
! incapacitated under the laws of the State, to ' | 1o required by the pravisions of federal and state law.
| Partcipate In planning care and treatment or | 280
changes in care and fr : 3972014
] ges in care eatment _ | | The UM updated and revised Resident
| A comprehensive care plan must be deveioped | | #4 care plan on 4/25/2014.
within 7 days after the completion of the : .
| comprehensive assessment prepared by an I | an auldlt was conducted on all current
| interdisciplinary team, that includes the attending | , C"’_‘Ee pans to ensure that the care plan
physician, 4 registered nurse with responsibility | [ .ZCtEd the current needs of every
I for the resident, and other appropriate staff in =~ | , Tost ‘im in the facility. This was
| disciplines as determined by the resident's needs, | ! completed by 5/9/2014 by the Unit
| and, to the extent practicable, the participation of f f Ahglagers’ Case Managers, DNS and
! the resident, the resident's family or the resident’s | . MDS Coordinator.
legal representative; and periodically reviewed ] -5 : .
and revised by a team of quallied persons after | New orders will be checked Monday
| each assessment | ! through Friday by Unit Managers and/or
i | : ] designee to ensure the care plans are
! : ] revised accordingly to reflect current
I i resident needs.  All new admission and
j. ¥ reac_imissipn charts will be reviewed and
i This REQUIREMENT Is nol met as evidenced | | gimhe‘i aﬂd;pd%eq 88 necessary within
[ by: dours by Unit Managers and/or
I’ Based on observation, Interview, recard review, [ | designee.
t and review of the facility's poiicy, it was ; l ,
[ determined the facility failed to ensure the I ! A random audit of 50% of the monthly
?' Comprehensive Care Plan was revised for one | | new admissions andfor resdmission
! (1) of twenty-one (21) sampled residents | { Chg/l‘ts will be conducted by the DNS
(Resident #4), | { and/or designee monthly for three
i l i months,
| Observation of a skin assessment on 04/22/14, : , _
| revesled the resident had an abrasion to the right ! | An education was implemented by the
 buttock and redness to the scrotum which had a { | Staff Development Coordinator for all
treatment ordered; however, there was no Care ! licensed staff, IDT team and therapy on
; Plan related to the areas of skin breskdown, In | i‘
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F 280? Continued From page 9 i F 280 ' revising and following care plans. The f
| addition, during the skin assessmant fwo (2) new ; ‘ edacation was completed by 5/9/2014. l
| Stage | areas were identified including a Stage | ! . . i
.l Pressure Ulcer to the right hip and a Stage | , | tEeg“canmé f?; all licensed statt, IDE 'l
| Pressure Ulcer to the right cuter foot: however, as! folgwha;]; Caree;?g; “f’irh ;:‘;:pfagm;nm l
| of 04/24/14, the Care Plan had not been ravised | months by the Staff Devolopment

| related to these new areas of skin breakdown. ; J Coordinator.

| Also, Resident #4's Care Plan included ' f . N

.i Interventions for falt mats and a sensor alarm; _f , The DNS/ED and/or designee will bring | f
i f any concerns to the QA meeting for i

| however, interviews revealed the resident no

| longer needed/ or utilized these devices. l three months. ‘The committee  will

implement any changes needed to i
sustain compliance, [

 The findings include:

!

Review of the facility's policy titied, "Uising the 2
F care Plan®, revised 2006, revealed changes in |
| the resident's condition were to be reported to the l
i Minimum Dafa Set (MDS) Coordinator so a
I review of the resident's assessmentand Care |
I Plan could be made. Further review revaaled
, documentation must be consistent with the
f resident’s Care Plan.

| Review of the facility's pollcy titfed, "Care

, Plang-Comprehensive", revised October 2010,

l' revealed each residents’ Camprehensive Care |

- Plan was designed to incorporate identified

{ problem areas, incorporate risk factors |

i‘ assoclated with identified problems, aid in ]

 preventing or reducing declines in the resident's J
|

i functional status and/or functional level, and
refiect treatment goals, timetabies and objectives
| in measurable outcomes.

.! 1. Review of Reskient #4's medical record , j
j revealed disgnoses which included Dementia, : I
 Arthritis, Psychotic Disorder, and Pressure [ [ :
| Uicers. Review of the Quarterly MDS J |

| Assessment dated 03/24/14, revealad the faciity ; l f
Evenl ID:VORTH Facilty D: 100457 H confinuation shest Fage 10 of 30
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F 280[ Continued From page 10 !
 assessed the resident as having both short and i
| long term memory loss and as having a Stage 2
| Pressure Ulcer. Revisw of the Physician's Orders !
| dated 04/15/14 revealed orders for Silvadene to |
. the abrasion on the right buttocks and scrotum
 every shift, and Silvadene to the left Inner ankle |
j every day. Review of the Comprehensive Care i
- Plan, dated 03/19/14, revealed Resident #4 had a !
t probiem of an abrasion to the left ankle, witha |
| goal stating thers would be no signs/symptoms of |
. infection. Continued review of the :
' Comprehensive Care Plan revealed a Care Plan |
| Inltiated on 03/19/14, which stated the resident [
l‘ had a problem of excoriation to the coccyx refated '
| to incontinence, with a goal stating Resident #4 |
i would be free of skin breakdown. f

| Observation on 04/22/14 from 4:45 PM until 5:45 |
| PM, of Resident #4's skin assessment performed ,
1 by Licensed Practical Nurse (LPN) #1/Unit :
Manager (UM of the unit the resident resided on,
| revealed Resident #4 had an abrasion to the left ,
i Inner ankle which measured one (1) centimeter
 (cm) by () one (1) cm, and an area to the right |
| buttock the nurse described as an abrasion which |
| measured 1 cm x 1 cm, and a reddened scrotum, |
| Continued observation of the skin assessment |
[' revealed Resident #4 had an area on the right hip !
| Measuring 2 ¢m x 1.8 cm which the nurse .-
| described as a Stage | Pressure Ulcer arsa with |
[ surrounding scar tissue which was blanchable. In l
! addition, observation revealed Resident #4 had |

an area {o the right outer foot which measured 1 !

[' cm x 0.2 em the nurse described as a Stage | '
t Pressure Ulcer area. interview with LPN #1/UM, :
|' at the time of the obsarvation, revealed she was

' unaware Resident #4 had a Stage | Pressure i
J Uicer area to the right buttock. She stated she J
; Telt it might just have been scar tissue and she

|

|
?
I
|
1

|
|
|
|

e e st .
~ ——— .

|
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F 2801 Continued From page 11 :

[ would have the Directar of Nursing (DON), who |

| was wound certified, assess the area. She '

_ further stated she was also unaware the resident |

| had a Stage 1 Pressure Ulcer area to the right ¢

{

| outer foot.
[

| interview with the DON on 04/23/14 at 10:00 AM, |
j revealed she had assessed the area on the i
. resident’s right hip and it was scar tissue with a i
l'small Stage | Pressure Ulcer area inside the scar !
| tissue which measured 0.6 cm x 0.8 cim. |
1 Further record review of the Physician's Orders !
{ revealed there was no orders for the Stage | |
; areas to the right hip and right outer foot until |
04722114, after the areas were identified.

| Further review of the Comprehensive Plan of ]
. Care on 04/22/14, revealed there was no
I documented evidence of a Care Plan related to |
j the areas which were previously identified prior to |
 the skin assessment on 04/22/14, which included
i the abraslon to the right buttock and redness fo
i the scrotum. Additionally, review of the
- Comprehensive Care Plar on 04/24/14, revealed
f there was no documented evidence the Care
Fian had been revised to include the areas
identifled on 04/22/14, which inciuded the Stage i .
| Presgure Ulcer areas to the right hip and right

l
outer foot, ]
.|

!
{ Interview on 04724114 at 2:00 PM with MDS !
Coordinator #1, raveaied the MDS nurses only |

i daveloped and revised residents' Comprehensive !
i Care Plans for the Initial, Quarterly, Annual or f
|

-[ Significant Change MDS Assessments. MDS
| Coordinator #1 stated the floor nurses were
responsible for revising the Care Plans otherwise, l

l

f i
l’ r
| |
| |
_i |
| |
| |
! ;
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'F 280 Continued From page 12 _ I
j Interview on 04/24/14 at 3:15 PM with LPN i
“#1/UM, revealed all nurses wers to revise the =
{ care plans as Physician's Orders were received. |
i She stated Resident #4's Comprehensive Care
- Plan should have been revised by the nurse who
| transcribed the orders to the Treatment
Administration Record (TAR), to include the
| abrasion to the right buttock and the redness to |
| the serotum at the time the orders were received
on 04/16/14, and/or by the nurse who first .
| discovered the skin breakdown. Further Interview j
| revealed she had first identified the Stage |
Pressure Ulcer areas on the right hip and right |
{ outer foot on 04f22/14, and had obtalned ;
; Physician's Orders for treatment. She stated she |
| should have updated Resident #4's i
[ Comprehensive Care Plan related o these areas ]

| on 04722114,
|

I 2. Further review of Resident #4's Quarterty MDS
Assessment dated 03/24/14, revealed the i
| resident had no falls noted. Review of the )
Comprehensive Care Plan dated 03/28/1 4, f
[ revealed a prablern stating the resident had an ;
I actyal fafl and had rolled out of the bed. The goal
for this problem stated the resident would not |
[ have another fall and the new Care Pian fall ]
interventions initiated 03/28/14, included bed
| bolsters and flaor mats. Further review of the i
Care Plan dated 10/09/12, revealed a problem
I stating the resident was at risk for falls, with an |
l goal stating the rasident would be free from falls, '
“ and interventions which included a sensor aiarm i

, to the bed.

| Observation of Resident #4 on 04/22/14 at 3:20 |
. PM and 3:50 PM, revealed the resident lying on - [
[ the bed on his/her back with the head of the bed |
 UP approximately thirty (30) degrees and boisters |

!
J
i

]

|
|

Event iD; VORTH
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f ' |
; i !

I !
F 2&0j Continued From page 13 " F 280
were noted beside himver on the bed bilaterally. | j f
J However, observation revealed no sensor alarm | ' |
| er floor mats observed. | i
H l !
|

! Review of the Physician's Orders dated 03/28/14 | <
[ revealed orders for bllateral bed bolsters and floor } {
, mats refated fo a recent falf. Review of the ; !
. Physician's Orders dated 04/18/14, revealed an ! - ’
[ onder to discontinue the bed sensor alarms. | I

| However, further review of the Physician's Orders ! i

j revealed no documented evidence of Physician's | ‘
L orders to discontinue the fioor mats. f J

, . }
l Interview on 04/24/14 at 3:15 PM with LEN | ' ;
| #1/UM, revealed Resident #4 had exparianced 3 | :
| big decfine over the past month and had been f
! hospitalized related to a Urinary Tract Infection [ ‘ [
*(UTH), and also had a Gastrostomy Tube (g-tube) | ! ;
! placed. She stated now the resident was notas ! [, S
 mobile, so the fall mats and bed sensor alarms | ]
! were no longer needed and were not being used, ] '
| Continued interview with LPN #1/UM revesled the | .
f Resident #4's Physician's Orders dated 0d/1 814, | |
 revealed orders to discontinue the bed sensor j ’
| alarm and the Comprehensive Care Plan should ; |
have been revised to discontinue the bad sensor , : !
L alarm by the nurse who transcribed the j f . f
i Physician's Order. She stateq Rasident #4 had I
returned from the hospital on 04/18/14, with new ! .
| Admission Orders, and the fall mats were not | ! i
i listed as an order when he/she returnad, LPN ’ | :
! #1/UM stated the nurse who re-admitted the ! ! [
| resident on 04/18/14, should have revised the | | r
‘ Comprehensive Care Plan according to the i f
l Physician's Orders, as there was no longer an ! : ]
order for the fall mats, LPN #1/UM indicated f [
|

I there was an interdiscipiinary Team (IDT) ] ,

j Mesting, which took place a week after a resident !
; was admitted or re-admitted, to ensure the | ;

FORM CMS-2567(02-95) Previous Veysions Obsolsts © Event ID: VERT1
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F 280f Continued From page 14 ]
i Comprehensive Care Plans were acclrate and |
 the meeting for Resident #4 was due 04/25/14. i

[ Interview on 04/24/14 at 4:30 PM with the DON, |
revealed as nurses obtained Physician's Orders, |

L they were to updaterraviss the Comprehensive !

j Care Plans. She stated the next moming, Unit |

: Managers were to review ajl Physiclan's Orders

! for the previous day, and ensure the care plans

| had besn updated according to the Physician's [

l Orders. The DON stated Resident #4's !
Comprehensive Care Plan should have been

f updated to include the areas of skin breakdown,
and the floor mats and sensor pad should have 4'
been discontinued from the care plan. The DON !

! further stated, due to new ownership the faclity |

[ Was in the process of transitioning from compurier [
to paperwork for the medicat records. According

lo the DON, this had contributed to the !

- | Gomprehensive Care Plans not being updated, |

&5 staff were adjusting to the new system of ;

L writing in the record, instead of doctmenting on |

I the computer., [

F 282 483.20(K)(3)(il) SERVICES BY QUALIFIED
s5=0 | PERSONS/PER CARE PLAN

! The services provided or arrangéd by the facility !
| must be provided by qualified persons in ]
f accordance with each resident's written pian of i

cate. l

! This REQUIREMENT s not met as evidenced ?

| by: ]
f" Based on observation, interview, record review }
: and review of the facility's policy, it was ]

| determined the facility falled to ensure services
- were provided in accordance with each resident's ’

] :
F 280, . i
I !

f

F 282 ' This Pian of Correction is the center's credible
£ allegation of compliance,

i Preparation andior execntion of this plant of correction
_ doex not consittute admission or agreement by the l
| provider of the trush of the facits alleged or conclusions

¢ setjorth in the stateyseny of deficiencies. The plun af

f correcion is prepared andior executed Solely becouse

j it Is required by the provisions of federal and state e,

| F282 5/9/2014

Resident #17 was provided with the
l appropriate ordered utensils at the time
}" of service on 4/22/2014. A department
MANAgEr was assigned to check the
! resident’s tray card to the resident’s tray

| for 72 hours,
: J
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| I

F 282, Continued From page 15 :
 Wwritten plan of care for one (1) of twenty-one (21 ) ]
- Sampled residents (Resident #17) as evidence by :
| failure to ensure the resident recelved the built-up |
i utensils he/she was care planned o have with
. each meal to increase his/her independence with
[ self-feading, .*
[
'i The findings include: i

I Review of the facility's policy titled,

1 "Comprehensive Care Plan”, revisad Qctlober

| 2010, revealed the Comprehensive Care Plan

| would be used In developing the rasident's daily
care routines and was to be available to staff who

. Provided the care and services to the resident.

| Additionally, review of the policy reveaied the |

i Nurse Supervisor used the Comprehensive Care |

i Plan to complete the Certified Nursing Assistants :

‘ (CNA's) daily/weekly asslgnment sheets. |

_I

Review of Resident #17's medicaj record
' revealed the facility admitted the reskdent on _
{ 04/10/14, with diagnoses which included End ﬁ
Stage Lung Cancer, Depression, Arthritis, Anxiety
| and Chranic Obstructive Puimonary Disease | |
| {COPD). Review of the Comprehensive Care [

Plan dated 04/16/14, revealed Resident #17 had
1 a Gare Plan problem listed which indieated the l
resident had difficuity salf feeding secondary to !
: decreasad range of motion and weakness, :
| Continued review of this Care Plan probiem !
j revealed the interventions included Resident #17 [
J

! was to ufilize built-up utensils to increase histher |
{ iIndependence with self-feeding.

| Observation on 04/22/14 at 11:19 of Resident !
| #17, revealed the resident's meal ticket indicated |
. he/she was supposed to have built-up utensils as ;
| hefshe was care planned to have: however, no |

M9 SUMMARY STATEMENT OF DEFICIENGIES : o ] PROVIDER'S PLAN GF GORRECTION | {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ; PREFX (EAGH CORRECTIVE ACTION SHOULD BE | COMPLETIO
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE AFPROPRIATE DATE
| | ! : DEFICIENCY)

i
|

F 282 An audit was immediately implemented
! on 4/22/2014 for department managers

| to audit the tray card io the resident’s ,

,‘ fray every meal at the point of service

for 72 hours and any issue wasg

| immediately addressed.

|
g
?
I

‘ An andit was immediately implemented |
| on 4/22014 comparing the fray cards f

to the MD ordered special diets and :
. utensils in the dining room and hall trays !
P for all residents by the Department |
| Managers, f

lA care plan audit was conducted ]
| comparing the resident care needs to the ‘
j care plan by department managers |
. and/or designated staff, This audit was !
| completed by 5/9/2014, [
| A completed andit was conducied [
j comparing the tray card to the MD [
j orders and resident care plan by the ;
, Dietary  Manager. This audit was | £
| completed by 5/9/2014, z

[

A random andit of 10 tray’s per week for _
! acouracy will be conducted by the [
i‘ department managers for accuracy for
i: three months,
l A random audit of 10 residents per week

will be conducted in regards  to
! following of the care plan by checking
- the chart to the SRNA assighment sheet ,
rand  observation of care will be ;
| completed for three months. i
| |

i
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F 367 l 483.35(8) THERAPEUTIC DIET PRESCRIBED
sszD,' BY PHYSICIAN I

o ip | SUMMARY STATEMENT OF DEFICIENGIES .1
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' : ! ! |
i i . . !
} ; i * An education was implemented by the :
F 282 X Continued From page 16 ‘ F 282E Staff Development on following care i
I buitt-up utensils were observed as presentand | plan according to their partioular| |
j available Tor use by the resident. Inferview with | discipline for dietary, mursing staft| |
Resident #17, at the time of this observation ! | acti b? ) THTmE stan,
; T . ! activities, therapy and social services, |
| revealed the resident stated he/she did "need” | | The education was completed by ;
j buiit-up utensils and normally had them. } Y semold i
! i i
[ lr?terview with the Unit Coordinator on 04/24/14 at , i- Education on- following care plan E
4:16 PM, revealed the p urpese of the - according to their particular disci line {
f Gomprehensive Care Plan was for nurses and | [ o & nmmp Gt act ;fﬁes _:
| CNA's o be able to meet sach residents’ needs, | 1 ther ;mg& I cialg services will be| |
| Gty medically and physically. The Unit tepeated i tiros montss by the Staft| |
Coordinator stated staff were educated on any | f Development Coordinator '
| changes of a resident's Care Plan, had access to ; | evelopment oordinater, o
i view Care PLar)s at any time, and should be ; The DNS/ED and/or designee will bring [
aware of a resident's dietary needs if care ] | any concerns to the QA meeting for
| planned. The Unit Coordinator indicated staff j j three months. The cominittee will I
. should have ensure Residant #17 had the buit-up * ' implement any changes needed to f
| itensils as per the Care Plan, 1 | sustain compliance. I
! Interview with the Director of Nursing (DON) on | \i ;
| 04124114 at 5:30 PM, revealed the purpose of the | ,
j Comprehensive Care Plan was to help guide staff ; |
with each residents' care. She stated to ensure ! |
| residents’ had the equipment necessary for | , ;
i meals, the process should begin with Dietary staff : |
| checking the tray and meal card to ensure any ' | :
| special utensils or other required equipment was | ; f
) On the tray. The DON stated the meal tray should | .f ]
[ be double checked by the persans passing out f |‘ :
| them out to ensure all required items were , ) !
 present on the tray. According to the DON, | _ i
| nurses were responsible for ensuring CNA's were l [ :
| following the interventions put in place on the ; : ‘ I
. J care plan. She indlcated Resident #17 should i i i
'} have had the built-up utensils available on his/her i ' !
meal tray as per the Care Plan. ' ; !
|

F 367]E
| | |
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i twenty-one {21) sampled residents {Resident

; #14). Resident #14 was ordered a mechanical
. soft diet related to difficulty with
 chewing/swallowing food: however, observation
, of the resident's lunch meal served on 04722114
- At 11:10 AM, revealed the resident received a

{ whole piece of chicken breast

; The findings include:

, Review of the facility's poficy tiled, "Therapeutic
Diets”, undated, revealed therapeutic diets were
| to be prepared and served as ordered by the

| attending Physician. Further raview of the policy
: revealed each resident's tray had a tray card
 which included the resident's name and dlet

| ordered.
| Review of Resident #14's medical record
; revealed the facility admitted the resident on
.[ 11/27/10, with diagnoses which included
. ‘i Aizheimer's Dissase, Anxiety, and
- Gastroesophageal Reflux Disease {GERD).
| Review of the Annual Minimum Data Set {MDS)
| Assessment, dated 03/27/14,
J had assessed Resident #14 to be severely
| cognitively impalred. Continued record review

revealed the facllity
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TAG  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG  ;  CROSS-REFERENCED TO THE APPROPRIATE L
! [ i DEFICIENGY) j
| :' ' |
F 3671 Continued From page 17 I E 367] This Plan of Correction is the center's credible
! [ ; aflegation of compliance.
' Therapeutic diets must be prescribed by the ' | Preparaton andlor execution of this plan of correction
i attending physician. { © does not constitite admission or agreement by the
. i , provider of the tah of the Jacts alleged or conclusions
| j  sel forth In the statement of defctencies, The plan of
. correction is prepared and/or executed lely because
[ This REQUIREMENT is not met as evidenced | | 1 i required by (e provisions Lyffeder;zamd m:z%v.
j by | —
jJ Based on observation, interview, record review F367 5/9/2014
| and review of the facility's policy, it was | 1 Resident #14 was provided with the
[ determined the facility failed to ensure residents | correct therapentic diet on 4/22/2014.
-received and cansumed foods in the appropriate f The resident was assessed by licensed
| form as prescribed by the Physician for one (1) of ! o nurse and no adverse ontcome was

| noted. The resident was referred to
therapy for follow up assessment of
appropriate diet and alen charting
conducted for 72 hours,

!
| |

[ . An audit was immediately implemented
' on 4/22/2014 for department managers
| to audit the tray card fo the resident’s
] tray every meal at the point of service

for 72 hours and any issue was
| immediately addressed,

! A audit was immediately implemented
| on 4/2272014 comparing the tray cards
]' to the MD ordered special diets and
. utensils for all residents in the dining
! room and hall trays by the Department

j Managers.

‘ !A completed audit was conducted
: I comparing the tray card fo the MD
' : orders and resident care plan by the
f _ E Dietary Manager. This audit was
|

l completed hy 5/9/2014,

4

|
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i oo 1 PROVIDER'S PLAN OF CORRECTION L
! eompLETIOL

SUMMARY STATEMENT OF DEFICIENCIES

(EACH CORRECTIVE ACTION SHOULD 8E

S | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX :
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | 186 |  CROSS:REFERENCED 0 THEAPPROPRIATE | - owee
! | i : DEFKCIENCY) [
] { ! A random audit of 20 k[ |
. X . I aul O ays T wee
F 367{ Continued Fn‘am page 18 ‘ [ F387) Lo be completed on () gy card| |
| revealed Resident #14's April 2014 monthly i | aceuracy comparing o th PRl I
| p \ . . ! g e resident’s
Physician's Orders included a diet order for ! | tray by the Dietary Manager ang/ !
| mechanical soft food texture dated 09/05/12. | -f designee for three month T i
| Review of Resident #14's Comprehensive Cars | ' i
* Plan, revealed a Care Plan datad 03/01/13, which : A rand di '
| was revisad on 03/28/14, which Indicated the | Will be complind oy 7S P week |
resident was at risk for nutritional decline related | accuracy in the dinis room Y in HF £
| to difficulty chewing with an intervention to ‘ [ comparing to the residgem?s L;a ;nby ﬂie I
| provide his/er meals per the mechanical soft | De : '
Pl ! : partment Manager and/or designes -
| diet. l lf for three months !]
| Observation of the lunch mea service on | : , |
 04/22/14 at 11:16 AM, revealed Resident #14's . | ’S“:;ﬂ?dg‘;a‘f:;: as t““Pl“';nﬁmf’f" by the |
I meal card noted a mechanical soft diet ! | cards and o G jojowing tray [
| However, observation revealed Rasldent #14 was i ] iay . for Igipanng o} resu_;lent s meal [
 servad & piece of chicken breast on histher meal i ; dapmem nfafzzyg,m ﬂm:nu:jg sm'fff i
i H ! 0C1a {
tray, which was not mechanical soft texture. , l gemm, The education was completed 5
Interview, on 04122/14 at 11:36 AM, with Speech | | By /52014, t
I Therapist (ST) #1 revealed based on the diet ~ : , !
| Bducation on fol i
| order Resident #14 was to be served ground [ | comparing 1 le‘:“ﬂg fray cards and ,
. meat to mest the mechanical soft texture : | fopionng o rosident’s meal tray for| !
| ordered. ST #1 stated however, the fesidant had | [ m g LISIOE SR, dopartment | |
j been served a chicken breast which was reguiar | - anatge‘gs b&n ﬂio‘:“"” Services will be i
In texture (a whols plece). The ST stated she | | oerne b the Stalf Development| |
| was not familiar with Resident #14, but [ p 00 thmato: and/or designee in- three f
| machanical soft diet would nemmally be ordered if ,’ ]' fmontas. 5
I'a resident had problems with chewing or , ;
| swallowing. prodt 9 | | The DNS/ED and/or designes will bring _g
: f ay concerns to the QA meeting for ;
] Interview, on 04/24/14 at 2:00 PM, with the ] [ three months, The committee will !
f Dietary Manager (DM) revealed the distaty aide J | implement any changes needed to l
: "in the middie" during the meal fraylinewasto ! l sustain compliance, l
| check meal frays for accuracy; however, had | | )
: missed the tray check to ensure Resident #14 I
| received mechanical soft chicken, | [ . |
| nterview, on 04724714 with Gertited Nursing | | | [
[ Assistant (CNA) #5 at 2:09 PM and with CNA #6 ’ ! i
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] z T ;
F 367 | Cantinued From page 19 | Faay i !

at 2:26 PM, revesled when serving trays staff | | |
| were supposed to ook at the meal tickat to k : i:

 were served to Make sure the residents were
i able o chew the food and not get choked.
|

Interview, on 04/24/14 at 3:52 PM, with the ;
! Dietician revealed residents were put on | f _!
| mechanical soft diets if they had difficulty chewlng‘ , )
food. The Distician revealed the mechanica) soft
’ diet allowed residents not to work as hard | [
| chewing food. The Dietician stateq if 5 resident ;
 Was no a mechanical soft diet he/she should not | ’ [
] be served a whole piece of chicken, ccording to f j
i the Distician, whoever served the meal tray I

l should have checked to ensure Resident #14 was[ ] ]

| getting the appropriate diet. ! |
f Interview, on 04124114 at 4:16 PM, with Licensed :

|
I Practical Nurse (LPN)/Linit Manager (UM) #2 f l I
; revealed Resident #14 was on a mecharical soft | | |
| diet. LPN/UM #2 revealed when thetraywas | ’ ‘
' prepared and being served to Resident #14, staf l ! [
! should have ensured the resident had a ;
j mechanical soft diet, She stated Resident #14 |
- Should not have been served the whale chiken | l ‘ |
: , braast and, indicated the resident should have :

: receivad the diet orderad,

| Interview, on 04/24/14 at 5:26 PM. with the I _
| Director of Nursing (DON) revealed Resident #14 | | _ [
| had a Physician's Order for a mechanicat soft diet[ ;
and should not have been served a wholg f l
chicken breast, She stated dietary staff should | f- \ f‘
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oo SUMMARY STATEMENT OF DEFICIENGIES [ PROVIDER'S PLAN OF CORREGTION -
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) | Tim | CROSS-REFERENCED TO THE APPROPRIATE DATE
i o : : DERICIENGY) i
l [ ] ; This Plan of Correetion is the center's credibie ‘
F 367 Continued From page 20 | F 367 allegation of compliance.
have ensured the tray matched what was on the | Preparation andlor execution of this plan of correction
! tray card, Tha DON stated this should have heen I ] does not constifute admission ar agreement by the
| checked at the point of service also, to ensure j | Pr;r‘:it;tr_@fr ihe r:ug;j of waiﬁqﬂﬁda;gn?fm;m
. . ! e n the stafemtent o; ciencies, [an o
I Resident #14 was served the correct diet i correction is prepared andior execied .roiebziecmue
_ ordered, : iz required by the provistons of federal and state Imy.
F 369 483.35(g) ASSISTIVE DEVICES - EATING i F 369 l
SS:Dl EQUIPMENT/UTENSILS ; F369 5/9/2014
| [ Resident #17 was provided with the
| The faci!ity must provide special eating equipment| | appropriate ordered assisted
| and utersils for residents who need them. r ! devices/utensils at the time of service o
P 42272014, A department Inanager was
I . ' | [ assigned to check her tray card to the
f This REQUIREMENT is not met as evidenced l | resident’s tray every meal for 72 hours
. by ) and any issue wounld be mmediately
| Based on observation, interview, record raview | | addressed,
} and review of the facility's policy, it was : :
determined the facility failed to ensure special ] l An andit was immediately mplemented
I eating utensils were provided for residanis who } { on 4/22/2014 for department managers
j need them for ane (1) of lwsnty—one. (21) SamPIEdl [ to audit the tray cards to the resident’s
residents (Resident #17). Observation on : . fray every meal at the point of service
104722114 revesied Resident #17 hag not received | | for 72 “hours and any issue was
| bullt-up utensils with his/her tunch meal as ; | mmediately addressed,
" ordered and as listed on the meal card, l ,
L I An audit was immediately implemented
| The findings include: N l on 4/222/2014 comparing the tray cards
. . . : to the MD ordered ial diets and
| Review of the facillty’s pollcy titted, "Adaptive [ | assisted devic:e/ute;ﬁ?ﬂzm b;, ‘2;
Self-Feeding Devices", undated, revealed the : Department Managers in the dini
e ; . | ; gers - the dining
Distary Department was responsible for ensuring | | room and the hall trays,
| Placement of the adaptive self-help feeding , |
| device on resident's trays as needed. , f A care plan audit was conducted
! . ! ing t sid
Observation on 04/22/14 at 11:19 AM, of the ot o the resident care needs to the
| ) 7 l care plan by department managers
! lunch meal servics revealsd Resident #17 ! | and/or designated staff. This audit was
[ received hisher meal tray. Continued | | comploted by oporg.
- observation revealed the meal card indicated { l
! Resident #17 was to have recaived buift-up ! ! :
| utensils on the meal tray. However, further ! f : |
= i ] F
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F 369 Continued From page 21
observation revealed no built-up utensils were

f bresent on Resident #17's meal {ray avallable for
* the resident's use. interview with Resident#17 on

| 04/22/14 at 1121 AM, during the observation,
| revealed the resident stateq he/she was
" supposed {o raceive built-up utensils with har

| lurich tray.

! Review of Resident #17's madical record

| revealed the faciiity admitted the resident

| 04110114, with diagnoses which included
Gasfroesophageal Reflux Dissase (GERD),

| Arthitis, and End Stage Lung Cancer. Review of |

| t

| Resident #17's Physiclan's Orders revealed a

i telephone order dated 04/16/1 4, which stated the
, resident was to ytlize bulit-up utensits to Increase I
! his/her independence with seif-feeding. Review |

| of Resident #17's Comprehensive Care Plan,
dated 04/16/14, revealed the resident was fo

| utilize bullt-up utensils to increasa indepsndence I !
| I
} Interview with the Distary Manager on 04/24/14 at | !

| with self-faeding.

2:00 PM, revealed the farge (built up) utensils
were missed on the tray iine by the dietary aide
I'who checked the meal trays for accuracy. The

;i served to Resldent #17, the Certified Nursing
| to ensure the utensils were bresent on the tray,

‘ Interview with the Unit Manager on 04/24/14 at
1:31 PM, revealed dietary cards had changed

I racently;

| Managar, revealed the Comprehensive Care Plan |
 Indicated the buiit-up utensils and staff shoud |
! have been awars of this as they had access to

J r

|
|

l

i l
Distary Manager stated before the meal tray was E

| Assistants (CNA's) should checked the meal card |

!
|
howsver, was no excuse in not providing [

| the built-up utenslls on Resident #17's meal tray.
" An additional interview, at 4:1 PM, with the Unit

|
!

" E3s9' A completed augi was  conducted /
| i comparing the tray card to the MD |
[ i orders mnd resident care plan by the
Pietary Manager. This  audit was
completed by 5/9/2014,

A random audit of 10 trays per week for
- accuracy of the tray card to the resident
| tray will be conducted by the department
| Toanagers for aceuracy for three months,

[ An education was implemented by the
j Staff Development on following care
plan according to their  particular
discipline for dietary, nursing  staff,
j activities, therapy and social services.
The education was completed by
5/9/2014.

Education on following  care plan
dccording to their particular discipline
for dietary, nursing  staff, activities,
therapy and sociaj services will be
repeated by the Staff Development
I Coordinator and/or designee in three
- months,

The DNS/ED and/or designee wilt bring
any comcerns to the QA meeting for
three months, The committes  will
mplement  any changes needed to
sustain compliance. -

oo L .

|
|
|
!
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F 389 Continued From page 22 I F 3601 [
i the Care Plan. The Unit Manager indicated _i l ]
. Resident #17 should have received the built-up :
utensil as ordered, ! ! |
 nterview with the Director of Nursing (DONyon | o 1
[ 04/24/14 at 5:30 PM, revealed the facility's f ,‘ ;
l process for ensuring resident’s recaived the tems ' )
necessary on their trays began with Dietary staft | | [
| who were to check the tray and meal card to i :
ensure residents recelved what they required on | : !
[ the trays, such as, special utensils. The DON | [ .
| Stated staff passing the trays should then double [ ' [
' check to ensure all required items were present ’ ' J
| on the tray. She indicated the built-up utensils | i ;
; should have been on Resident #17's meal tray as [ ' |
-i ordered, : l This Plan of Correction is the center's credible
F 441, 483.65 INFECTION CONTROL, PREVENT | Faaq| allegasion of compliance.
$s=p SP READ, LINENS . I Preparation and/or execution of this plon af correction
I : * does not consiitute admission or agreement by the
i The facility must establish and maintain an i pra;ia%;r ;f ;’: truth of tﬁpfz}; ;elfg;d ﬂ;ﬁm}fﬁu’;m
! Infection Confrol Program designed to provide a | sat fort stalement cres LAe plan g
| safe, sanitary and comfortable environment and. | | correction is prepared andlor executed solely because
! to help prevent the development and transmissionj J s reuied by the provistons of federal andstae fen
[ of disease and infaction, I : Yd41 5/9/2014
[ Resident 4 was  assessed and

f (a) Infection Control Program ,
}-The facllity must establish an infection Control |
| Program under which it -

| (1) investigates, controls, and prevents infections I
_in the facility; !
| (2) Decides what proceduras, such as isolation,

, 8houtd be applied to an individual resident; and ¢
[ (3) Maintains a record of incidents and carrective |

| actions related to Infections. I
j (b) Preventing Spread of Infaction |

| documerted that no adverse effocts
: resulted from the deficiency for 72
| hours,

! Department Managers will randomly
| observe 10 staff members weekly during
. the dining room mesl sérvice and UM,
J DNS, SBC will observe 10 staff
[ members twice weekly entering and
i exiting rooms in precautions for

compliance with infection control for

(1) When the Infection Controf Program ; .

| determines that a resident needs isalation to | | thzee month.
e f [ i |
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F 441! Continyed From page 23 |
‘-’ prevent the spread of infection, the facility must i
| isolate the resident. . ’
{ {2) The facility must proibit employees witha |
- CoOmMmunicable disease or infected skin lasions
l from direct contact with residents or their food, It i'
| direct contact will fransmit the disease, ‘
i (3) The facility must require staff to wash thelr !
; hands after each direct resident contact for which i
- hand washing is indicated by accepted ;
I professional practics, ;

!

i (¢} Linens |
Personnel must handle, store, process and

[ transport linens sq as to prevent the spread of |

| infection. !
I |
| l
| This REQUIREMENT s ot met as evidenced |
by: .
{ Based an observation, interview, recorg review |
| and review of the facility's policies, it was |
j determined the facilily failed to establish ang |
_ maintain an Infection Control Program designed °
| to pravide a safe, sanitary and comfottable |
i environment and to help prevent the devefopment[
and transmission of disease and infection for one ;

! (1) of twenty-one (21) sampled residents .f
{

i (Resident #4).

! Observation of Incontirence care and of a skin |

 assessment for Resident #4, who was In contact |

| Isolation precautions (precaution for germs

- 8pread by touching where Everyone entering who !

I might touch the resident or objects in the roam [

J should wear a §0wn and gloves), revealad the [
nurse used poor infaction control techniques, n

| addtion, the Certified Nursing Assistant (GNA)

Pl A Sl will be edueggeq on hand | !

| Washing and education on the types of | |
Precautions and the protecol for each, i
Education  wag implemented oy :
I Inﬂ.action Contro] in regards to providing !
i Assistance fo residents during dining by
. the Stafr Development Coordinator wag |
I completed by 3/9/2014,

o
<
5
5
a.
g
£
5
&
B

4
5
g
&
g

| !
-' | |
i

! .!
| | |

[ assisting with turning and repositioning of the = |
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- Fdd1iContinued From page 24 _
| resident removed her personal protective [ !
j &quipment (PPE), and sxited the room without / i
" washing her hands, : ? ! :
Also, obsarvation of the dinner meal service in l , [
lihe dining room revealed a CNA observed using | X ' ?
| the same hand, at times, to feed two {2) residents i | ' ;
- without sanitizing in between the feeding of the , !
 residents. Additionally, the CNA failed to sanitize i . {
| her hands after she touched one residents f {

- whaslchair, touched her face, hair and glasses, ! _
I and touched both residents during the meal. | [ |
|

| The findings include: i !
| |

1. Review of the facility's policy titted, "Multidrug ! !
| Resistant Organisms. gated August 2012, i ,
| revealed contact precautions would be | |

implemented for residents known or suspected to |
| be infected with microorganisme which could be: | _’
f transmitted by direct contact with the resident: or i

indirect contact with environmental services: or | i j

resident care ltems in the resident's environment. ! i
| Further review revealed whils caring for a - | J
| resident with contact precautions staff shouid | :

change their gioves after having contact with ; f
| Infective material (fecaf material and wound ’ i
] drainage) and remove the gloves and perform ! ii

* hand hygiene before ieaving the room . ,

_’ Review of Resident #4's Medical record revealed , :
| diagnoses which included Alzheimer's Disease | i : |
 8nd & Extended Spectrum Betalactamase (ESBL) J ; I
+ UT1. Review of the Quarterly Minimum Data Set [ :
| (MDS) Assessment dated 03/24/14, revealed he f ; ' f
: facility assessed Resident #4 as having both '

T e

- requiring total assistance with all Activities of
| Daily Living (ADL's),
FORM CMS{SGT{DZ-BQ) Pravious Viarslons Obaclets Evant ID: VORTY4

{ short term and long term memory loss and as 1 i '
| |

it e .
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F 441 | Continued From page 25 "
: i

! Review of the Physician’s Orders dated 04/1 5714, |
| rTevealed orders for Zosyn (an antibiotic) 3.375 i

i every slx (6} hours for i
leight (8) days. Review of the Physician's Orders
| dated 04/18/14, revealed orders o continue -
. contact precautions until 1V anfibiotics were
HMinished related to the ESBL

i
 Observation on 04/22/14 from 4:45 PM unti 5.45 |
f PM, of Resident #4's skin assessment and 1
| incontinence care revealed Licensed Practical |
Nurse (LPN) #1 assessed and touched the i
resident's scrotum, then went to the sink, turned i
[ on the sink faucet and wet wash cloths and ;
| towels while wearing the soileq gloves. LPN#1
_retumed fo Resident #4 assisted
| resident on hisfher side and provided i
! incontinence cara by wiping stool from the rectal -
area. Continued observation revealad LPN #1
I retumed to the sink wearing the same soiled j
gloves, tumed on the sink to wet more fowels and *
[ wash cloths, returned to resident and again wiped |
f stool from the resident's rectum ang buttocks.
. Observation revealed the LPN, while stil wearing -
 the same solled gloves, removed Resident #4's i
i Multipadus (specialized boots to prevent skin |
" breakdown and corrects foot misalignments) :
| boots, assessed the resident's feet, lags, and
hips, then removed the solled glaves and washed i

| her hands.

_i

!A!so, observation during the skin assessment ang .
lincontinence care revealed CNA#9, assisteq |
j LPN #1 with turning and repositioning the f
resident, while the nurse performed the skin )
| assessment and incontinence care, The CNA |
| Was observed to remove her PPE which were |
_Qloves and a gown, during the observation and |

with turning the |

i
!
!

]
I

: ;
_f j
| i

Event D:VORT14
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F 441] Continued From page 26 i F441]
| exited the room without washing har hands. l _;

Hinterview on 04/23/14 at 8:45 AM with CNA #9, E
| revealed she was asked to asgjst with Resident i f : j

#4's skin assesement yesterday, 04/22/14, CNA | X :
49 stated she usually worked in the business | ! I
| office; howsver, accasionally got pulied to the . | !
: floor to provide resident care. The CNA stated f_ ; :
 she had exited the room after removing har PRE |
| and had not washed her hands, but stated she i

knew she should have washed her hands prior to | i ‘
 leaving the room as she had been trainedon ~' j
 contact precautions in the past She indicated f J‘

she must have been nervous, J | |

04/24/2014

| Interview on 04/23/14 at 9:60 AM with LpN #, ! I
. Fevealed she hadg training In the past related o | ] : !
| hand washing, and glove usage. LPN #1 stated I : ]
i she should have removed her gloves after }' ! |
“fouching the resident's serotum and prior to 5
{ tuming on the faucet, She stated she then should | ;'
i have washed her hands prior to wetting the wash P j
cloths and fowsls. The LpN reported she should ! |
| have removed the sofled gloves and washed her | i
' |

f continuing with the skin assessment. and ! f
| removing the resident's Multipodus beots, ! ! J
|

l Interview on 0472424 at 4:30 PM with the
| Director of Nursing (DON}, revealed the nurse ] !
should have removed her gloves before touching f - ]

] also washed her hands after providing ; !
| incontinence care ang prior to continuing the skin | ; _ i

assessment. The DON indicated the CNA shoutd r ;

[ have removed her PPE, ang washed her hands ! !
' prior to exiting the room to prevent the spread of } ! .
- Infection. She stated the facility provided yearly | : !
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F 441! Continued From page 27

I competencies related to infaction controi

| Procedures such as hang washing and glove

| usage,

| 2. Review of the facility's policy titled,
"Handwashing”, effective date December 2010,

j revealed staff and residents were to wash their

| hands as necessary to prevent the gpread of
infections or germs, Continued review of the

I policy reveated ap

i thelr hands included before and after caring for

. each resident, and before handling a residant's

| foed or food tray,

| Interview with the DON on 04124114 at 5:26 PM,
I'revealed she expected staff
i two (2) residents, fo sanitize
" touched the residents, residents’ wheelchairs,
! their body befare continuing fo feed the reside

their hands if they

HMheir
i the same hand, at times, to feed both residents
- without sanitizing in between providing the

! assistance. In addition, observation
i CNA failed to sanitize her hands afler she

* touched one resident's wheelchalr, touched her
| face, hair, and glasses, and touched both

i residents'
i Interview with CNA #7

| residents and then feed them. The CNA stated
was not ideal to touch your face, hair, and

l glasses and then cantinue to feed residents,
CNA#7 Indicated she had received infaction

 control fraining, but it had not been in relation to

!

i

l

propriate times for staff to wash ]

)

1
|

if they were feeding i

Orf

meals, Observation revealed GNA#T using

revealad the f

J

Upper bodies at times during the meg, |

|
N
t
N

}.

1! | |
|
; |
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| assisting residents with their meals.

.i Interview with the Activitios Assistant/CNA on
} 041’24/14_ at 1:54 PM, revealed staff were frajned

or their hair, face, or glasses before continuing
| with feeding residents because otherwise, they

| could pass germs,

' interview with cha #6 on 04/24/14 at 2:06 py,
| revealsd when feeding two (2) residents staff

 Were supposed to sanitize their hands priorto | :
ain. The CNA further stated i |

j this was because of infection control as jt could
transfer germs from one resident to another, or

| beginning feeding ag

[ from yourself to another resident. |

{ 04124114 2t 7:01 Py revealed the facilty had a |

atlon. She further ]

|
[

i ]

; |

i

!

f #

I |

; !
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interview with the DON on 04/24/14 at 5:26 Py, | ! |
| reveated to €nsire proper infection control, when - j
| Staff were feeding two (2) different residents, thay | | -
. were to either ysa Separate hands, one for each ] !
I resident, or santtize their hands when going from
| g resident to another. She stated by not doing | j ]
this, there was the potential for infection control , [
! issues related to crogs contamination, l :
1 ! .f !
] | ! i
r | | ! | J
| f j !
) ‘ l !
1 f l !
| ! ; !
; | | |
i ! i i
e ! | |
| | _J |
; ! j ]
! | B |
I | i
i ! [ J
; !
r ; ! !
: _ 1 |
| P - }
| ; ! |
| , | _1'
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K 000 | INITIAL COMMENTS

K 000!
i
! CFR:42 CFR 483.70(a)

| Bullding: 01 !
| Plan Approval: 12/01/75 :
| SURVEY UNDER: NFPA 101 (2000 Edition)

i FACILITY TYPE: SNFINF

: TYPE OF STRUCTURE: One (1) Story, Type V
{000} Unprotected : :

| SMOKE COMPARTMENTS: Five (5) : i

| COMPLETE SUPERVISED AUTOMATIC FIRE i
- ALARM SYSTEM (original installed)

FULLY SPRINKLERED, SUPERVISED (DRY
. SYSTEM) updated 2005 i

, EMERGENCY POWER: Type Il Diesel instaled !
{in 2000 |

| A Life Safety Code Survey was initiated and : _
concluded on 04/23/14. The facilty was in ,
; compliance with Title 42, Code of Federal ; ;
* Regulations, 483.70 (a) et seq (Life Safety from i
_Fira},

i i
t |
i i

i
!
§
P
|
i
;
' i

‘(X;SJ DATE 7

7N 4 A
LABWECTOR‘S 0 ?f:%msup £ E?gENTATWE‘S SW ; i EZ[? TLE . .
A / ; 7 // 5
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Any%e/ﬁciency statement ending with'an asterisk {*} denotes a deficiancy which the institution may be excused from correcting providing it is detefimined that
other safeguards provide sufficient protection 1o the patients. {Ses instructions.) Except for nursing homes, the findings stated above are disclosable 20 days
following the date of swvey whether or not a plan of cotrastion is provided. For nursing homes, the above findings and plans of correction are disclosabla 14
days following the date these documenis are made availabie to the faciiity. If deficiencies are cited, an approved plan of corection s requisite to confinued

program participation,
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