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Prepara'tion and/or execution of this

An abbreviated standard survey (KY23313) was plan of correction does not constitute

initiated on 06/03/156 and conciuded op 06/04/15.

The complaint was substantiated with deficient admission or agreement by the provider
ca 5;1"‘1'29 'd‘:“tgi;i;g"? level. | with the statement of deficiencles. The
ss:g OF NESI;QPREFERE:%'EESACGOMMODAHON | F298) plan of correction s prepared and/or

executed because it Is requiréd by

A resident has the right to reside and recelve provision of Federal and State

services In the facliity with reasonable

| accommadations of individual needs and | regulations.

| preferences, except when the heaith or safety of . A
the individual or other residants would ba 1, Onlune 3,2015 Residents #3, #4, A,
endangered. B, and C had thelr call lights placed

withln reach immediately after
being brought to the attention of

i |
This REQUIREMENT Is not met as evidenced the ASSISIH_nt Director of Clinica
by: Services (ADCS) by the State Survey
Based on observation, interview, and a review of
the facliity policy it was determined the facility Agency (SSA).
failed to ensure residents' needs ware

otential to
accommodated by ensuring the residents' call 2. Allresidents have the pc

lights were within reach for six (6) of thirty-six (36) be affected by the failure to ensure
rasidents who resided on the facility’s third floor. call lights are within reach. OnlJune
Observations conducted during the initial tour of .

the facliity revealed Resident #3, Resident #4, 3, 2015 the Director of Clinical
Resident A, Resident 8, Resident C, and ' Services (DCS), ADCS and the
Resldent D's call lights were not within reach for

resldent use. Interviews revealed staff was Certified Nursing Asslstant (CNA)
required to ensure call lights were within reach of | Preceptor made rounds to ensure
WL O R the call lights were in reach for

The findings include: current In-house residents; any

other issues identified were 5

Review of the facility palicy fitled "Call Light" corrected immediately.

dated 11/30/14 revealed czll lights would ba

[

LABORATORY DIRECTOR' ORP, ICER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIMLE (X0) DATE
. _ L
Al s 96 206 -5

Ary defictency statement sivlng with an asterisk {*) denoles a deficlency which the institulon may ba excused from coreriing providing it | determined that
other safeguards provide sufficient protection to the paticnls . (See instructions.) Excapt (or nuralng homes, the findings staled above ere disclosable @0 days
following the date of survey whether or nol & plan of correction is provided, For nursing homes, the above fAndings and plans of correction are disclosable 14
days following tha date these documents are mada available to the faclllty. If deficlencies are cited, an approved plan of comection i requisite 1o continued
program participation.
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answerad promptly by all staff. The policy did nof
address or instruct staff to ansure cali lights were
" T within feach of facllity résidents.

1, Review of the medical record for Resident #3
ravealed the facility admitted the resldent on
05/28/15 with diagnoses that included Difficulty
Wialking, Muacle Weekness, and Lack of
Coordination. A Minimum Data Set (MDS)
Assessment had not been completad relatad to
tha resident's recent admission, However, an
interviaw with the facillty Soclal Worker (SW) on
08/03/15 at 4,15 PM revealed the resident was
interviewable with a Brisf Interview for Mental
Status (8IMS) scora of 15. ‘The Social Worker
alsa stated the resident required extensive
assistance of two staff members for ambulation
and tolleting.

Observations and interview of Resldent #3 on
06/03/15 at 1:35 PM revealed the resident was
lying Ih bed and upon the surveyor entering the
room the resident stated, "Sugar, whers Is my call
light?" Observations revealed the restdent's call
[ight was at the top of the resldent's headboard,
out of reach of the resident. The resident stated
staff was “always putting my call light where |
can't find it."

2. Review of the medical record for Resldent #4
revealed the facility admitted the resident on
05/15/15 with diagnoses that Included Venous
Stasls Uloers to right lower extremity and
Dementia. The resident was not interviewable
per the Admission MDS and required extensive
assistance of two staff members for transferring
and bathing. The record review revesled the
resident had experienced a fall on 05/21/15 with
no serious injury.

ADCS and l_:,he CNA Preceptor in-
serviced the nursing staff that call

lights are to be within resident’s
reach at all times.

4. , The DCS/Nurse Manager will
conduct Quality Improvement {Ql)
monitoring of the regulation F246
to ensure the accommeodation of
resident needs by ensuring call
lights are within reach. Q!
monitoring will be conducted via
observations across all three shifts
five times a week for four weeks,
three times a week for four weeks,
weekly for four weeks, then
monthly for three months and/or
until substantial compliance is
obtained alternating shifts using a
sampie size of five random
residents. The DCS/Nurse Manager
will report findings to two quarterly
Quality Assurance Performance
Improvement (QAPI) committee
meetings. The QAPI committee will
determine substantial compliance,
determine if further action needs to

|
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QObservations of Resident #4 on 08/03/15 at 1:45
"'PM revealed the resident's bed was [n a low
position, a fall alarm was present, and fall mats
had been placed on the floor on both sides of the
resident's bed, Rasident #4's call light was
observed on the floor to the right side of the
resident's bad and was not within reach of the
resident

3. Review of the Certified Nurse Aide (CNA)
Kardex and information face sheet for Residant A
revealed the facility admitted the resident on
08/19/14 with diagnoses that Included Difficulty
Walking, Muscle VWoakness, and Lack of
Coordination. Resident A required extensive
assistance of two staff membere for transfers and
ambulation. Facility staff had assessed ihe
rasident to have a BIMS score of 4 and the
resident was not interviewable,

QObservatlons conducted on 08/03/16 at 1:48 PM
revesled the resident's call light was under the
resident's matiress, not within reach of the
resident.

4. Review of the CNA Kardex and Information
face sheet for Resident B revealed the facllity
admitied the resident on 02/21/14 with diagnoses
that Included Debifity and Anxiety. Continued
roview reveeled Res|dent B required asslstanca
of two staff members for hed mobility and
transfers. Facliity staff assessed the resident o
not be Interviewable.

Observatlons on 06/03/15 at 1:50 PM revealed
Resident B was lying on his/her right side in bed
and the resident's ¢all light was attached to the
left side of the resident's bed, out of reach of the

F 246

monitoring.

be taken and determine the
continued time schedule for further

5. Date of Compiiance: July 10, 2015

FORM CM8-2587{02-09} Previous Varsions Obsclete Event ID:6DTX11 Feclity 1D: 100880

Hf contlnuation shoot Page 3 of 8



12: 17:30 DE-268-2013 P s |

JUN/26/2015/FR1 12:55 PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FAX No, P. 008

PRINTED: 061812015
FORM APPROVED
OMB NO. 0938-0391 _

resident.

5. Review of the CNA Kardex and information
face sheet for Resident C revealed the facility
admitted the resident on 10/23/14 with dlagnoses
that included Muscle Weakness and Difficulty in
Walking. Resident C required assistance of two
staff members for bad mobility and transfers.
Facllity staff assassed the resident to not be
interviewabls,

Observatlons of Resident € on 08/03/15 &t 1-52
PM revealed the resident's call light was attached
to the top of the resident’s pillow, out of reach of
the residsnt.

8. Review of the CNA Kardex and information
face sheet for Resident D revealed the facllity
admitted the resident on 09/23/14 with dlagnoses
that included Depression and Osteoarthrits.
Resldent D required assfstance of two staff
members for bed mobility and ambulaticn.
Facllity staff assessed the resident to not be
Interviewable.

Observations on 08/03/15 at 1,58 PM ravealed
the resident's bed was In a low position and a bed
alam was In Use to the resident's bed, The
resident's call light was on the floor on the right
slde of the resident's bed, out of reach of the
resident.

Interview with State Registerad Nurse Aide
(SRNA) #1 on 08/03/15 at 4:44 PM ravealed she
had been tralned to ensure call lights ware within
reach of the residents at all times. The SRNA
stated she wes assigned to provida care to facility
residents whose call lights were obgarved to not
he within reach. SRNA #1 stated she was upsurs
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Continued From pags 4
why cali lights wers nat within reach as required.

interview with the ‘Assistant Director of Nursing
{ADON) on 06/03/1& at 2:45 PM revealed staff
had been trained 1o ensure call lights were within
reach of the residents at all times. He stated he
ensurad call lights were within reach by making
walking rounds, The ADON siated he had made
walking rounds prior fo the surveyor's arrival on
06/D3115, but had not identified that the resident's
cal! lights were not within reach.

Interview with the Director of Nursing (DON) on
06/04/15 at 2:00 PM raveslad staff had bean
trained to ensure call lights were within reach of
facility residents. The DON stated rounds were
conducted daily, and no concems had been
identified related to call lights being within reach
of faciiity residents.

483.66 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintsin an
Infection Control Program designed fo provide a
gafe, sanitary and comfortable environment and
to help prevent the development and tranamission
of disease and infaction.

(a) Infection Control Program

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

(1) Investipates, controls, and prevents infections
in the facllity;

(2) Decldes what procedures, such as isolation,
should be applled to an individual resident; and
{3) Maintains & record of incldents and corrective
actions related to infections.

F 246

F 441

F-441

1,

Residents #3, B, and C showed
no apparent harm.

Residents wha reside in the
center have the potential 1o be
affected by failing to maintain
infection control practices
Including changing gloves when
they become contaminated
while providing Incontinent
care,
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F 441 | Continued From page & F441| 3. The Reglonat Djrectar of Clinical
(b} Freventing Spread of infection _ ;
(1) When tha Infection Contrel Program Servlr:E.S (RFJCS) _“.! educated the
e determines that a resident nesds isolation to Director of Clinital Services
prevent the spread of infectian, the facility must (DCS} on June 04, 2015 on
Isolats the resident '
{2} Tha facility must prohiblt employees with a maintaining Infectlon control
communicable disease or Infected skin leslons practices including changing
from direct contact with residents or their food, if
direct contact will transmit the disease, Bloves when they become
(3) The facility must require staff to wash thelr contaminated while providing
hands after each direct resident contact for which incontinent care.
hand washing is Indlcated by acceptad
professional practice.
The {DCS) re-educated the
(c) Linens ADCS and the CNA preceptor on
Personnel must handle, store, process and preéceptoro
transport linens 8o as to prevent the spread of maintaining infection control
infection. practices while providing
incontinence care.
The DCS/ADCS/CNA Preceptor
will have the nursing staff re-
This REQUIREMENT is not met as evidenced educated on maintaining
by:
Based on observation, interview, record review, ALl con'trol BIECLERe
and a review of tha facility policy It was including changing gloves when
determined the facllity fafled to establish and they become contaminated
maintain an effactive infaction control pragram il d i
related to Incontinence care provided to facility while providing incontinent
residents for one (1) of four (4) sampled residents care by June 30, 2015.
{Resldent #3) and two (2) of four (4) unsamplsd .
residents (Residents B and C). Observations 4. The DCS/Nurse Manager will
conducted of Incontinence care revealed staff co
failed to change their gloves when they becama’ nduct Quality Improvement
contaminated when incontinence care was {Qi} monitoring of the
provided to facllity residents. regulation F441 to ensure
The findings Include: ' Infection control practices are
FORM CMS-2557{02-09) Previous Varsions Obsolele Event iD: 80TX11 Faclitty 1D: 100500 If continuation sheat Page 6of 8
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; maintained while providing
F 441 Continued From page 8 F441l  Incontinent care. QI monitoring
Review of the facillty policy fitlsd "Incontinent will be conducted via
A -z Resident Cars," dated 11/30/14 revealed observations across all three
incontinence care would be provided to residsnts shifts five times a week for four
to ensure adequate skin care, contrel odor, and
provide personal hygiene. The polioy Instrucied weeks, three times a week for
staff {o wear disposabla gloves, but did not four weeks, weekly for four
he need fo ch i
:::{:;Tr:aﬂo';e:cw;:z T to change glovas when weeks, then monthly for three
manths and/or until substantial
1. Review of the Cerlifiad Nursing Assistant
{GNA) Kardex and informatlon face sheet for compliance is obtained
Resident B ravealed the faclity admitted the afternating shifts using a sample
resident on 02/21/14 with diagnoses that includad size of five random employees
Debllity and Anxiety. Gontinusd review revealed i
Resldsnt B required assistance of two staff while providing Incontinent
members for toileting and was Incontinent of care. The DCS/Nurse Manager
bowel and bladder. Facllity staff assessed the
resident to be non-interviswable, will report findings to two
quarterly Quallty Assurance
Observations conducted of incontinence cara for nce Improvement
Resident B on 06/03/15 at 3:00 PM revealed staff el Tl
pravided perineal care, cleaned urine from the (QAPI) committee meetings.
resldent, and discarded a urine-soiled brief. Staff The QAPI committee will
was obssrved to epply a clean brief, touch the
resident's clothing, linen, and bed railing without determine substantial
discarding the urine-contaminated gloves. campliance, determine if
2. Review of the CNA Kardex and information further action needs to be
face sheet for Resident C revealed the facillty taken and determine the
admitted the rasident on 10/23/14 with diagnoses continued time schedule for
that included Muscle Wesknass and Difficulty In furth itori
Walking. Resident C required assistance of two urther monitoring.
stalf mambers for bed mobility and transfers.
Facility staff assessed the resident to be 5. Date of comptiance: July 10,
non-interviewable.
2015
Observations conductsd of incontinence cars for
Resident C on 08/03/15 at 3:156 PM revealed staff
FORM CMS.2587{02-29) Previous Vensions Obsalele EvantID:8DTX11 Faclity ID: 100599 i conlinuetion sheel Paga 7 of 0
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provided perineal care and cleaned urine and
slool from the resident. After cleaning urine and
oo stool from the resident, staff was observed to
apply a clean brief and touch the resident's
clothing with solled gloves, Staff was obsarved to
also change the resident's gown, and touch the
resldent's bed I'lnen and bed raliing without
removing the contaminated gloves.

3. Review of Resident #3's medical record
revealed the facility admitted the resident on
05/28/15 with diagnoses that included Difficulty
Walking, Muscle Wsakness, and Lack of
Coordination. A Minimum Data Set (MDS)
Assessment had not been completed ralatad to
the resident's recent admission. However, an
interview with the facllity Soclal Worker (SW) on
06/03/15 at 4:15 PM ravealed Resident #3 was
interviewable with & Brief Interview for Mental
Status (BIMS) score of 16. The Soclal Worker
also stated the resident required extensive
assistance of two staff members for ambulation
and tolleting.

Obsarvations conducted of incontinence care for
Resident #3 on 06/03/15 al 3:35 PM revealag
staff provided perinesl cars, cleaned urine from
the resident, and discarded a urine-soiled brisf,
Staff was observed to apply & clean brlef and
touch the resident's clothing, linen, and bed
refling without changlng the gloves, which had
been contaminated from urina,

Interview with State Registered Nurse Alde
(SRNA) #1 on 06/03/15 al 4:44 PM revealed sha
had provided incontinence care that was
observed to Resident #3 and Resident 8. The
SRNA acknowlsdged she falled ta change her
gloves after they bacame contaminatad when

FORM CME-2567(02-99) Pravious Versions Obsolete Event ID:6DTX1 Facility ID; 100598 If continuation shest Page 8 of 9
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incontinence care was provided, SRNA #1 stated
she had not been trained to change gloves after
they became contaminated when providing
incontinence care to facility residsnts.

Interview with SRNA #2 on 08/03/16 at 5:05 PM
revealed she had provided Incontinence care to
Resident C. The SRNA acknowledged she failed
to change her gloves after she cleanad urine and
stool from the resident. SRNA #2 stated sha
should have changed her gloves after she
cleansd urine and stool from the resident and
further stated she had nevar been trained ta do
50,

Interview with the facility's Education Coordinator
{EC) on 06/04/15 at 2:20 PM revealed she was
responsible for tralning and ensuring SRNAs
wera providing incontinence care appropriately to
facllity resldents. The EC statad she had not
trained staff and was not aware staff was required
to change their gloves after they became
caontaminated with urine or staol, The EC stated
“that does make sense though® and it could be
"an infection control issua,”

Intsrview with the Director of Nursing (DON) on
08/04/165 at 1:45 PM ravealed she was not aware
how SRNAs had been trained to provide
incontinence care. The DON stated the EC was
responsible to ensure infection control measures
wera approprlate when Incontinence cars was
provided to facility residents. The DON stated the
fallurs to change gloves after they became
contaminated with urine or stool was an infection
contral concem for facility residents,
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