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I 24-8? Continued From page 59
“rooms. Subseguent interview with the DON, on
| 03/08/14 at 7:56 PM, revealed staff should have ]
_nade sure the resident had water and ihe water
I pitcher was in reach of the resident at ail imes, | :
 She further stated fluids should be avallable for | F82
hydration and healing. ; ,
F 282, 483.20{k)(3)(i)) SERVICES BY QUALIFIED Fa82° The services provi
! : ) provided or arranged b
8528: PERSONS/PER CARE PLAN | { the facility must be provided by g
! : qualified persons jn accordance with i

i
. The seyvices provided or arranged by the facitity P each resident's written plan of care.
fmust be provided by qualified persons in

i

NI94902 KAR 20:300-7(4) 2.

, accordance with each resident’s written plan of | )
: oo k i Section 7. Resident Assessment,
- Comprehensive care plans,
i {e¥The services provided gv arranged

i
by the facitity shan:

3
i gh.ls REQUIREMENT s not met as evidenced ‘; ! 2.Be provided by qualified persons in
v i j accordance with each resident’s
; ! written plan of care,
Criteria #1 The entoral feeding

i
f

| Based on observation, Interview, record review

. and review of the faciiity's policy, it was

 determined the facility falled to ensure residents’ -+ fube of Resident #18 and unsampled Resident

Uis being checked for residual feeding as per

. Comprehensive Care Plans had been followed for | ;
f two (2) of twenty-four (24} sampled residents i + Tactlity policy, as deteemined by care observations
. (Residants #8 and #18) and one (1) of sixteenn - i vompleted by the SDC aud Administrative Nurses
£{16) Unsampled Residents {(Unsampled Resident | © o 3024714, 325714, 3126714, 32714, 3/28/14,
). i ; 3/29{’}4, 331714, 4/2/14, 4/4/14 ang 4/6/14,
i ¢ -Resident #8 was assesged for pain ¢/t wound
) status, and orders were obtained for pati

I
i The care plans were not followed for Resident
"#18 and Unsampled Resident U related to ! :
{ checking for residual (food, liquid or material from e !

a previous feeding left in the stomach at the start f i gfeacgﬁ?isg i:taif:;?;f;ig O";ﬁ‘?’”-, Pain .

i of the next feeding) of a gastrostomy tube " applied as ordored g fope. i:}_nw gx.a ointment is
{g-tube) prior to administration of water and observations completed by th : il g caée

{ medications. Additionally, Resident #8's care Administrative Nurses on March 24 ?5 28,2738 f
. plans for pain and skin integrity were not followad i 29,31 and April 2, 4 and 5, TR AL
!'as evidenced by staff faifing to notify the i {l

medication, ag completed by the tnit i!
Manager/Uinit Coordinator on 3710714 f
|

i b Criteria #2 AT} residents with

: Physician of complaints of pain and obtaining an i ! cra !
* order for pain medication; or not applying Baza . feeding tubes have the potential io be affected By
{ Cream {skin protectant) after bowel incontinence ! this alleged deficient practice, J
= |
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- — All residents with wounds were assessed fur

F 282 ﬁ Continued From page 60
[ care,

The findings inciude:

j Review of the facility's policy: "MDS (Care Plan)

_i

* Process”, undated, revealad sl nursing staff were

i to follow the care plan and implement all
" interventions.

: Review of the facility's policy lited, "Licensed
Nurses AssessmertfCare Planning/Physician's
L Orders”, undated, revealed the care plar was
" developed and was to list all interventions for
| each resident which were to be followed by the

appropriate staff, Further review revealed it was

E important the staff was aware of care plan
i Intarventions; and provided care In accordance

" with the care plan,

1. Review of Unsampled Resident U's medical

“record reveated the facility admitted the resident

; on 07/12/06, with diagnoses which included E
' Cerebral Artery Occlusion with Infarct, Aphasia,

: Heriplegia, Diabetes, Hyperfension, and Status

*Post Gastrostomy.

1
- Review of Unsampled Resident U's

H
H

! Comprehensive Care Plan revesled interventions

- for the nurse to observe for any signs and

§ symptoms or complications with the g-tube w‘hich :
: included consistent large amounts during residual !

f checks; and check residual before flushes
| medications.

! Observation during a medication pass for
. Unsampled Resident U, on 03/06/2044 at 5:25

and/or :

!

| PM, revealed Registered Nurse (RN) #3 checked :
i placement of the g-tube prior to administration of ;
 the medication; however, the nurse did not check i

F 2g2; ~ Allresidents : ,
F2 ¢ pain, with review of orders ta determing that pain

medication is ordered as needed, as completed by

3/25/14, and 4/4/14,

: affected by the afjeged deficiency.

walking rounds as completed from

Administrative Nurses

Criteria #3

education on following the care plan

checking residual feedings before they
are allowed to provide enteral feeding
care and/or meds.

-All residents with orders for profective ointments
¢ after bowel incontinence have the potential to ha

-Weekly care abservations by Administrative f
hurses as completed on Merch 24, 25,26, 27,28, i
29,31 and April 2, 4 and 6 and daily SENA |

3717714 - 4/8/14 and cngaing will identify any

further issues nt implementation of the care plan
and C.N.A care plan. Staff will address the j
identified {ssnes timely, or report them to |

interventions inchuding but not fimited to the
enteral feeding tube policy and procedure for
checking residual Feedings on 3/24/14, 3/25/ 14,
3726/14, 3427114, 3/28/14, 3/29/14, 3/31/14, and
4/2/14, 4/4/14 and 4/6/14 ag provided by the
SDC, Al nurses were required to perform a
return demonstration for this procedure. Any/All
new hire ficensed nurses will recefve education
and will be required to successfilly perform a
return demonsiration of the procedure for

the Unit Managers/Unit Coordinators on 3/18/ i4,

= All facility nurses have received in-service

— All Heensed norses have recefved inservice
edueation on following the care plan interventions
including but not fimited fo the need {o assesy i
residenis for pain when providing care, to obtain |
orders for pain medications ag indicated, and to f
administer pain medications in accordance with MDD |
orders, as provided by the SDC on 3/24/ 14, 3/25/14, |
i

F 3726714, 3/27/14, 3/28/14, 3/29/14, 3/31/14, 442714,

{ 4/4/14, and 4/6/14,
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F 2821 Continued From page 61

i for residual. RN #3 proceeded to flush the g-tube |

" with water and met resistance. RN #3 tried

i unsuccessfully to unclog the g-tube, and had to
. obtaln a de-clotier to thread through the g-tube

D prior to finally administering the medication and
j water flushes. Continued observation revealed

" RN #3 had not checked the residual in the

; resident's stomach throughout the procedurs as
~ per the Comprehensive Care Plan,

{

', 2, Review of Resident #18's medical record

' revealed the facility admitied the resident on

; 08/19/10, with diagnoses which included Multiple
~ Sclarosis, Muscular Wasting and Disuse Atrophy,
! Status Post Gastrostorny, Dysphagia

. Oropharyngea! Phase, Aspiration Pneumonia,

{ Gastric Intestinal (GI) Bleed and Parkinson's

| Disease.

. Review of Resident #18's Comprehensive Care

I Plan, dated 02/02/14 revealed interventions for

i the nursa fo have ohserved for any signs and

- symptoms or complications with the g-lube which

j Included conslstent iarge amounts during residual
" checks; and check residual hefore flushes and/or

| medications.

| Observation during a medication pass, on

|03/06/2014 at 5:45 PM, revealed RN #3 checked |

i for placement of Resident #18's g-tube prior to
_administration of the medication; however, the
Fnurse had not checked for residual as per the
~care plan. RN #3 proceeded to flush the g-tube
| with water and met resistance. Continued

; observation revealed RN #3 trled unsuccessfully
o unclog the g-tube, and had to oblain a

i de-clotter to unclog the g-tubs prior to

f

i
i

i
£

i

H

|

?'

_; adminlstering the medications and water flushes. f
[ Further observation revealsd RN #3 did not check |

on the need to follow the MD) orders identified on

" the C.N.A. care pian, including but not limited to

appiication of protective ointments after bowel
incontinence, as provided by the SDC on 3/24/14,
3725714, 3/26/14, 3/2H14, 3/28/14, 1/3 1734, and

| 474014
¢ -Nowly hired SRNA and Licensed
: nwrsing staff will receive the education identified

. above as part of the orientation program, as

H
H

Fatliity i 100461

provided by the SDC,

Criteria #4 -The CQT Taols ave included for review |
as Attachment N-3, N-11 and N-22, and N-26. The
CQI Teols address compliance with the entire
regulation, and are completed monthly X 6 months
and then quarterly thereafter under the supervision
of the DON. Results of the audits will be reported ;l
to the QA Commitiee by Department Floads |
monthly for six (6} rnonthis and quaf‘teﬁy thereafter,
If an accepted threshold of compliance, as
referenced on the CQI Taol, is not achieved, the
appropriate Department Head shail itnmediately
develop and oversee a corrective plan. The details
of the corrective plan will he reparted fo the QA
Committee, with updated audit resuifs, at the next
monthiy meeting, If appropriate compliance is not i
achieved at that time, the responsible Department |
Head will face personnel action, |

Criteria #5 April 9, 2014,

|
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for residual throughotit the procedure as per the ;

care plarn.

' Interview with RN #3, 0n 03/07/14 at 440 PM, |
; ravealed she usually checked for residual prior 1o ;
 the administration of medication and water. She ¢
. stated she did not know why she had not checked :
' for residual on 0340614, prior to administering f
i Resident #18's and Unsampled Resident U's
* medications as per the care pian. She further

! stated she should have dons so.

; Interview with RN #2, on 03/17/14 at 5:45 PM
' revealed she was the Unit Coordinator for the unit |
' where Resldent #18 and Unsampled Resident U '
_resided. She stated hor expectation was for ali |

! nurses to check the amount of residual prior to
the administration of any fluid or medication

! through the g-tube, as per the cara plan.

! Interview with the Director of Nursing, on
. 03/08/14 at 2:10 PM, revealed her expectation |
! was for nursing staff to check residual before the
. administration of any fluid or medication through |
i the g-tube, per the care plan. She further
, indicated her expectation was for the nursing siaﬁi
| o follow residents’ care plans and the facility's |
“policy to ensure care provided met the residents’

'needs

i 3. Review of Resident #8's medical record
“revealed the facilily admitted the rasident on

i | 10/16/13, with diagnoses which included
Alzheimer's Disease, Depression, Chronic i(ldney

i i Disease, Diabetes, Peripheral Vascular Discase .
“{narrowing of blood vessels that restricts bicod |

i flow) and Bilateral Lower Limh Above the Knee i
- Amputation. Further review revealed the resident | ;
‘ had been re-admitted to the facllity on 02/26/14, |

i
i

]
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‘ fal!owinq a hospifal stay, with diagnoses which
. Included Pneumonia, Hematuria and Urinary

! Retention,

Rewew of the Quarteriy Minimum Data Set

; (MDS) Assessment, dated 01/23/14, revealed the :

facility assessed the resident to have a Brief
! Interview for Mental Status (BIMS) scare of five
{5} which indicated the resident was severely

! cognitively impaired. Further review of the MDS
. revealed the facility assessed the resident as
havmg no pain during the assessment period.
: However, review of the Significant Change
Comprehenssve MIS Assessment dated
1 10/30/13, revealed the facility assessed the

; resident to have had occasional, moderate pain,

| Review of Resident #8's Admission Care Plans

dated 02/26/14, revealed the resident had a care

{ plar for skin integrity with Inferventions which
. included providing incontinence care and barrier
! (skin protectant} cream as neaded. Further
| review of the Admission Care Plan ravealed
" Resident #8 had a pain care pian with
; interventions to monitor pain, administer pain

medmanons as ordered and if no pain medication

i arder, notify the Physician.

i Obsefvatron on Q3/05/14 at 11:10 AM of Resident
~#8's bowel! incontinence care, performed by Staie ‘

| Registered Nursing Assistant (SRNAJ #19, and
. observation of the resident's skin assesement
! performed by Licensed Practical Nurse (LPN)
#Sch}Uﬂd Treatment Nurse, revealed the
‘resident compiained of hurting when SRNA #19
; wiped the residents buttocks and when the LPN
" performed an assessment of an area of redness

: after SRNA#19 performed the resident's bowa!

i

k

;
£
i

§

i on the buttocks, Continued observation revealed
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F 2821 Continued From page 64
. incontinence care did not apply Baza Barrier
" Cream (skin protectant) to the buttock area, per

the care plan.

{nterview with SRNA#19, on 03/08/14 at 5:36 PM _

and 6:55 PM, revealed after providing Resident
H#8's Incontinence bowel care on 03/05/14, she

. had not applied the barrier cream to the resident's '
but tocks as she thought the LPN would apply it.

’ raterwew with SRNA #20, on 03/08/14 at 2:22

[ PM, revealed she was usually assigned {o care
for Residen! #3. She stated the nurse normally
- applied the barrier cream (Baza) to the resident;

: however, since the resident's re-admission she

- had not noticed any Baza cream applied.

interview with SRNA #17, on 03/08/14 at 2:35 :
I PM, revealed she was asslgned to Resident #8's |
_care at imes. She stated the barrier cream was
L in the resident's drawer for use, but she had not
- applied Baza Cream when she changed the

i resident. ‘
i

" nterview with SRNA #16, on 03/08/14 at 521
. PM, revealed she routinely cared for Resldent #8, |
" She stated the resident would tell staff if he/she
; had pain when they twrned or changed the
reslden! The SRNA further stated he had fold
: the nurse about the resident’s pain complaints

before

interv;ew with LPN #8, on 03/08/14 at £:55 PM,

i revealed prior to going to the hospital the resident ;
“had not complained of pain; however, the '
: resident had complained of hurting when they _
~were in {he room doing the skin assessment and ,

! incontinencs care on 03/05/14,

i
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F 2827 Continued From page 65

i Interview with LPN #1, on 03/08/14 af 6:16 PM,

_revealed she took care of Resident #8 and the .

{ resident had nat complained of pain and had no !
pain medication ordered since he/she had heen ;

i re-admitted. The LPN stated if the pair care plan !

" had interventions to administer pain medication or,

; notify the Physician, the nurse should have
* foltowed the care plan and obtained an order for

. pain medication when the resident complained of §

! pain, i

[ Interview on 03/08/14 at 6:29 PM, with Registerad
Nurse (RN) #2/Unit Manager West Wing where !
| Resident #8 reslded, reveaied the care plan had
the intervention for Baza cream to be applied
{ each shift and as needed. Sha stated staff had
" not followed the care plan if the Baxa cream had
§ not hean applied after the hcontinence care was i
“done. Continued inferview revealed Resident !
i #8's pain should have been addressed by staff,
“and everyone was to ensure care plans were
; followed. She Indicated if staff had observed the |
*resident complaining of pain, an order for pain !
. medication should have been obtzined, as per

! the care plan.

¢ Interview with the Director of Nursing (DON) on
- 03/08/14 at 6:45 PM, revealad Resfdent #8
‘ previously had a PRN (as needed} pain
‘ medication ordered. She stated if a resident had -
, & pain care plan, they normally had a pain !
| medication order. Continued interview revealed if ;
Resident #8 had complained of pain, the nurses |
i should have addressed the pain and followed the i
" pain care plan. The DON further siated the
i lurses were fo ensure care plans were followed, |
F 309 483.25 PROVIDE CARE/SERVICES FOR

SSzDl HIGHEST WELL BEING |

F 282

F 309!

H

| ow36e

Each resident must receive and the
facility must provide the necessary P
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care and services to attain ov maintain he i

H H
F 309 Continued From page 66 F 309 highest practicable physical,
! . i mental, and psychosoeial well-being,
; Fach resident must receive and the facitity must ! in accordance with the comprehensive
! provide the necessary care and services (o atiain ; j Assessmrent and care plan,
. Of maintain the highest practicable physicai, :
' mental, and psychosocial well-being, in

N 199 902 KAR 20:300-8 Section 8.
Quality of Care,

B s D

; accordance with the comprehensive assessment | . .
nd plan of care ; Each resident shall receive the

and pran : © necessary nyrsing, medical and
i : psychiosocial services to atiain and U

| ; ! muaintain the highest possible mental
. and physical functional status, as
! defined by the comprehensive
assessment and plan of care. Each
resident shall receive services and the

|
!
:
facility must provide the necessary ’ i

: This REQUIREMENT s not met as evidenced

by
i Based on observation, interview, record review ! ; ; ry
§ and raview of the facility's poficy, it was ; F care and services to attain or maintain :
] ; the highest practicable physieal, :
! : Iy P ;

[ determined the facility failed to ensure each . _ E
- resident received the necessary care and f " mental, and psychosocial well-heing,

,£ Sew“,;es to aﬁa*{‘ or maintain the hlghem . f in accordance with the comprehensive
* practicable physical, mental, and psychosocial assessment and plan of care,

| weli-baing for one (1} of twenty-four (24) sampled k !
' residents (Resident #8). Obsarvation during ; . Criterin #1 Resident #8 was
{ performance of incontinence care and a skin : | assossed for pain 17t wound status, and
" assessment on 03/05/14, revealad Resident #8 . orders were obtained for pain medication,
| complained of paln and had been care planned | ! as completed by the Unit Manager/Unit
{ . Coordinator on
| 3/10/14. Pain medication is adininistered and

’ for pain, Howsver, review of the Physician's

f Orders revealed no documented svidence the
! sici 3 iff rid pat ication i . .
Physicfan had been notified and pain medica 5 determined by care observations completed by
the SDC and Admindstrative Nurses on March

: ordered, g
i £ i
i ' 24,25 26,27, 28,31 and April 4,

H Sa

Baza ointment is applicd as ordered as

. The findings include:

| Criterta #2 Al residents with
 Review of the facility's policy Hiled, "Pain , . wounds were assessed for pain, with

I Management Policy and Procedure”, undated, | { review of orders to defermine that pain :
‘reveaied residents wera to be assessed for their | i medication is ordered as needed, as ;
[ level of pain, and were to be monitored for the | i comploted by the Unit Managers/Unit ;
effectiveness of pain management therapy. Coordinators on

| Further review of the policy revealad as needed
" (PRN) paln medications were to be administered

| as indicated.
FORM CMS-2867(02-39) Previous Versions Obsolete
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F 3091 Continued From page 67 ;

Rewew of Resident #8's medical record reveaéed
! the facility admitted the resident on 10/16/13 with .

; diagnoses which included Alzheimer's Disaase, i
! Depression, Diabetes, Peripheral Vascudar i
i Disease (marrowing of blood vessels that restricts
. blood flow) and Bilateral Lower Limb Above the !
' Knee Amputation. Confinued review of the record ;
: revealed Resident #8 had been hospitalized and
" re-admilted to the facllity on 02/26/14. Review of |
! the Quarterly Minimum Data Set (MDS) ;
. Assessment dated 01/23/14, revealed the facility !

' had assessed Resident #8 fo have a Brief

: Interview for Mertal Stalus (BIMS) score of five
{5}, which indicated severe cogritive impalrment,

i i
Review of Resldent #8's Camprehensive Cara j

' Plan revealed a care plan for pain with a stated -
| goal to ensure the resident was kept as !
. comfortable as possible. Cantinded review of the ;
! pain care plan revaaled the intervenitions i
i iIncluded: meonitoring pain; administering pain i
" medications as ordered; and notifying the )
i Physiclan if no paln medication had haen

: srdered. ;

ReWEW of Resident #8's moanthly Physician !
' Orders for February 2014, revealed an order for
i Percocet (paln medication) 5/325 milligram (mg) |
“tablet to have been administered every four (4) g
{ hours when needed for pain. However, review of |
“the Physician's Orders revealed when the |
Frasident was re-admitted on 02/26/14, the [
. Physician's Orders did not inciude orders for paln
{medication. Review of Resident #8's Pain !
i Assessment Observation Profile for February
' 2014 and March 2014, since his/her re-admission |
Ho the facility, revealed ne documented evidence
. ihe resident had been assessed as having had

¢

+
{

address the identified issues timely, or report
them to Administrative Nurses,

Criteria #3

All Heensed nurses have received inservice
education on the need to provide all care in )
aecordance with the care plan inchiding but not I
linsited fo assess residents for pain when ]
providing carg, fo oblain orders for pain i
medications as indicated, aud te adminjster pain
medications in accordance with MD orders, as
provided by the SDC on 3/24/14, 3/25/14, 3/26/14,
§O3/27/14, 328/14, 3/29/14, 3/31714, 472714, 4/4714

i and 4/6/14.

 -MNewly bired SRNA and Licensed

I nursing stafl will receive the education identified

. above as part of the orientation program, as

¢ provided by the SDC.

Criteria #4 Care observations will be completed
i monthly by Administrative Nursing to determine
that care plan inferventions are being consistent Iy
§ implemented. Results will be reported by the

. DON to the QA commiitee monthly, The CQI

I Tools are included for review as

i Altachment N-3 and N-26, The CQI Tools

¢ address compliance with the entire regulation, and
are completed monthly X 6 months and then
quarterly thereafter under the supervision of the

i DON. Results of the audits will be reported to the
' QA Committee by Department Heads monthly for
! six {6) months and quarterly thereafter, If an

. accepted threshold of compliance, as referenced on
¢ the CQI Tool, is not achieved, the appropriate
Department Head shall immedietely develop and
overses a corrective plan. The details of the

: corrective plan will be reported to the QA

b Committee, with updated audif results, at the next
monthiy meeting, If appropriate compliance is not
achieved at that time, the responsible Department
Head will face personnel action. i

April 9, 2014,

Criteria #5
If continuation shaet Page 68 of 154
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F 309 Continved From page 66 F 300
!

‘pain .;

_ Interview with Licensed Practical Nurse (LPN) ]
“#14, on 03/08/14 at 7:40 PM, revealed when she
; called the Advanced Practice Registered Nurse |
“(APRN) on 02/26/14 to verify the re-admission ‘
torders, they had discussed the previously ordered |

: pain medication. The LPN stated since record
review revealed the pain medication had only .
been administered one (1) time in two (2) months |
. prior to hospitalization, in January and February g
2014, the APRN informed the nurse to wait to see

i If & pain medication was needed and had not
. fenewed the pain medication order. :

; Observatlon of bowet incentinence care, on !

" 03/05/14 at 11,10 AM, revealed Resident #8

i complained of pain when State Registered

. Nursing Assistant (SRNA) #19 cleansed the : !

‘resident's buttock area. In addition, obsarvation : i

i during the skin assessment performed by LPN {
- #3, revealed Resident #8 complained of hurting | i |
i when the LPN assessed an area of redness on )

the resident’s buttock,

{ Interview on 03/08/14 at 5:21 PM, with SRNA #16 '
~who routinely cared for Resident #8, revealed § =
! Resident #8 complained of pain at times. SRNA

. #18 stated Resident #8 told staff if he/she was in | :
- pain when they were turning or changing the |
i rasident. The SRNA further staled he had told the | |
“nurse of Resident #8's complaints of pain. : X

; Interview with LPN #8, on 03/08/14 at 5:55 PM,

' revealed before the resident had gone to the

i hospital he/she had not complained of pain. LPN

. #8 stated when staff performed the skin ;
"agsessment and incontinence care on 03/05/14,

i the resident had complained of hurting at that ‘
Event 0 P6GZ1H Facility 1D: 100461
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F 309; Continued From page 69
: time.
s interview with LPN #1, an 03/08/14 at 6:16 PM,
revealed she cared for Resident #8 and had
- known Resident #8 to have complaints of pain.
. LPN #1 stated Resident #8 currantly had no pain
- medication ordered. The LPN stated if Resldent i
{ #8's pain care plan had interventions which )
_included administering pain medication, or
' notifying the Physician, the nurse who had 3 ;
; witnessed the resident to have pain should have '
" obtained an order for pain medication, i ?

fnterwew on 03/08/14 at 5:29 PM, with Regzstered
“Nurse (RN) #2/Unit Manager West Wing where |
! Resident #8 resided, revealed if Resident #8 was ;
. experiencing pain, it should have been addressed |
* as the facility wanted to ensure the resident was i
r as pain free as possible. RN #2 staled the ;
" Wound Nurse performing the skin assessment on |
+ 03/05/14 should have documented any j
| complalnts of pain by Resident #8, and notified ; :
the Physician of the resident's pain and requested :
; bain medication for the resident. The RN stated ;
" at the very least the Wound Nurse should have
i communicated Resident #8's pain complaint to
. the nurse on the hall. She further stated i
everyone was supposed to ensure Resident #8's
: care plan for pain was followed, Continued i
mtervfew revealad, if the resident was in pain
i there should have been an order obtained for

pa;n medication,

enterwew with the DON, on 03/08/14 at 6:45 PM, |
revealed she had heard SRNA #18 reported :
i Resident #8 had complained of pain with bowel -
. incontinence care. She stated she had not been |
" aware the resident currently had no PRN (as ;

i needead) pairn medication ordered, She further _ ; ;
Event I PBOZIT Facllity {2 100461 If continuation sheet Page 70 of 184 ;
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F 3091 Continued From page 70

i

I stated she knew Resident #8 had previously had |

; @ PRN pain madication. Continued interview
"revealed if a resident had a pain care plan, the

i resident normailly had a pain medication ordeared,

“The DON revealed her expectation was for

[ residents' complaints of pain to be addressead by

. staff to ensure residents’ comfort: the nurses
“ should have documented Resident #8's

: complaints of pain and obtained a pain

" medication order to ensure the resident was

! comfertable.
314, 483.25(c) TREATMENT/SVCS TO
$5=D ! PREVENT/HEAL PRESSURE SORES

!

Based on the comprehensive assessment of a
! residentt, the facility must ensure that a resident
, who enters the faciiity without pressure sores

" does not develep pressure sores unless the

¢+ individual's clinical condition demonstrates that
' they were unavoidable; and a resident having

| Pressure sores recelves necessary treatment and |

. services to promote healin
[ prevent new sores from developing.

|
; This REQUIREMENT s not met as evidenced
by

~and review of the facility's policy, it was

; determined the facility failed ta ensure a resident

_having pressure sores recelved the nNecossary
i treatment and services to promote healing and

; prevent new sores from developing for cnre {1} of i
 twenty-four (24) sampled residents (Resident #8). :

i Observation on 03/05/14, of Resident #8's skin
“assessment, performad by the wound nurse,

{ revealed an unidentified Stage 1 Pressure Ulcer

. fo the resident's upper right buttock area.

i Based on observation, interview, record review

g, prevent infection and |

5

i
i
i

3
H
i

Fa14i

: Ir3i4 }
i

Pressure Ulcers RBased on the Cemprekensive
;  Assessment of a resident, the facility must ensure
¢ that- 1A resident who enters the facility
i without pressure sores does not develop pressure
* sores unless the individual’s elinjeal condition
demeonstrates that they were unavoidable; and
. 2) A resident wha has an ulcer receives care and
Y Services tn promote healing aud to prevent additional
J

ufcers.

| N211 982 KAR 26:306-8(3)(b) Scction
8. Quality of Care

! {3} Pressie sores, Based on the

. comprehensive assessment of a

i resident the facility shail ensure that:
, {(B)A resident having pressure sores

i receives necessary freatment and
services fo promate healing, prevent
infection and prevent new seres from

i developing.

]
|
|
i
i
i
i
f

i
i
;

b Criterin 1: On 4/6/14 4 fuil skin assessment
. was performed on Resident #8. At that time
i the stage I wound was healed and no other
skin issues were identified.
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3
H

F3 M‘j Criferia 2; Head to toe skin assessments were

F 3141 Continued From page 71 i j
¢ Interviews with the resident's nurse and the , Completed on alf in house residents to determins i!
, Wound Nurse revesled they were unaware of the | i that all identified skin issues were accurately i
Pressure Ulcer, Howsver, a State Registerad i i documented with appropriate treatmens
i Nursing Assistant (SRNA) reported she had ; ; f& place, a5 cqndgcted by the DON/SDC/Unit
" observed the open area when she had aiven the | ¢ Managers/Unit Coordinators on 3/24/14, 3725714,
. p g [ 3026/14, 3/27/14, 3/28/14, 3/29/14, 3/30/14, 4/2/14,
' H

! 4/4/14 anel 4/6/14. Al residents with orders for
Protective ointments after bowe! icontinence |
have the potential to be alfected by the alleged i

“ rasident a bath that morning and noted her

i observation on the shower shest, The SRNA
“waited an hour before nforming the resident's :
Tnurse. In addition, the resident was supposed to | ? deficiency.
; have Baza Cream (skin prolactant cream) applied

: after incontinence care; ohservation during cara ¢ ;  Criteria 3: Facility nursing stafl
i " have received inservice education an

‘ provided on 03/05/14 revealed no Baza Cream | |

i had been applied. ; | skin assessment protocols, including but |

! : ; mot imited to: correct completion and !

I The findings inciude: i ¢ documentation of head to loe skin |

. . § assessments; observations of skin ’

 Review of the facifity's paiicy titled, "Wound Care | | Siring care wih imely reporting of

! Policy”, undated, revealed the facilily had a J k 286 52;:;%3 o ﬂl‘;ﬂ?"’“f“‘ﬁd THrse; fmjéhe

i system In place for Identifying residents at risk for i ! the SRNA ;igézmiljiie;;;igig b},y

 Pressure Ulcer development, and implementing i | the SDC on 3/24/14, 3/25/14, 3/26/14, 3027714,

f preverntivefsupportive precautions to maintain k ©3/28714, 3/29/14, 3/31/14, 4/2/14, 4/4/14 and !

 skin integrity. Further review of the policy under i I ds6/14. g

" the "Resident Skin Assessment Form . ; -All SRNA staff bave i
! " received inserviee education on the need to

| Instructions” revealed any new or worsening :
, areas ware to be reported immediately to the follow the MD orders identified on
i the C.N.A, cure plan, inclading but not

! Physician/Advanced Registered Nurse : ;e
i ¢ limited to application of protective

j Practitioner and famity. i P of profs
i . omtments after bowel incontinence, as
i provided by the SDC on 3/24/ 14, 3/25/14, 3/26/14,

3/27/14, 3/28/14, 3/29/14, 3/31/14 and 4/4/14.

[ Interview, on 03/08/14 at 6:45 PM, with the ,
!

E Director _Gf f“?Ui’SinQK(DQN} revealed her N ¢ -Newly hired SRNA and Licensed

. expectation If a resident experienced a change in i I nursing staff will receive the education identified g

! thelr condition, such as & new Pressure Ulcer, ' . above as part of the orfentation program, a5 |
! ' provided by the SDC. i

i staff was to notify the Physiclan’s office within

“ thirty {30} minutes of identification of the change. | |
z f ‘
; Review of Resident #8's medical record revealed ! :
" the facility admitied the resident on 10/16/13 with i ]
! diagnoses which included Diabetes, Peripheral ' ‘

i Vascular Disease {narrowing of blood vessels :
Event 1D PEOZY Faciitty IDy 100464
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F 314, Continued From page 72 _,[ F 314, Criteria 4: |
" which restricted blood flow} Chronic Kidnay 5 _! -Skin assessment Monitoring (review of skin assessment |
! Disease and Bilateral Lower Limb Above the i | findings to verify aceuracy) will be completed on 1 !
. Knee Amputation. Continued review revesled i ms‘dzm per unit weeldy X 4 Week&l then monthly X 2
Resiont 10 had oxporinced  hogpllzaton | Iesdsto el congleion it |
af]d had been {eadmltted to the fa{:nh{y ,Gn : by the DON/SDC/Administrative Nurses, by randomly }
02/26/14. Review of the Quarterly Minimum Data : i selecting residents by room number.
i Set (MDS) Assessment, dated 01/23/1 4, reveated f _ =The COI Tool is inctuded for review {
: the facility assessed Resident #8 as having a  as Attachment N-3. The CQI Tool addresses compliance |
" Brief Interview for Mental Status (BIMS) score of » with the entire regulation, and is completed monthly X 6 '
i five (5) which indicated severe cognitive © months and then quarterly therafter under the supervision |
Ctmpairment. Continued review of the MDS : P ofthe DOI\{. Results of the audits will be reported {ff the [
! revealed the facility assessed Resident #8 as at k ; QA Committee by Departinent Heads monthly for six (6) |
E risk for Pressure Ulcer development: and had i i months ar}d qwzrter'lyftllzercaf‘tcr. it an\acca}:pted t-hrcsheld l
* inferventions in place which included a pressure Ofl .Comghi‘;l“m’ as e ?‘fnic)eci Oaﬂ;hc ggi i{m}lf ;IS mot
i reduction mattress, chair cushion and application ; Be "e‘(’; " ¢ dappmpmg cpartmen e?.smr The |
' of skin protectant ointments i : immediately cvcl{}p. and oversee a corrective plan. The f‘
[ o e . details of the corrective plan will be reported to the QA |
; ) o ! t Committee, with updated audit results, at the next !
; Review of the Significant Change MDS ; i monthly meeting, If appropriate compliance is not !
f ST ! prop |
- Assessinent dated 10/30/13, revealed the facility ! - achieved at that time, the responsible Department Head |
| had identified conditions which included fimited | ! will face personne! action. ' {
" bad mobifity, incontinence, history of sagral i { ' ‘
¢ Criteria & April 9, 2014,

i wound and refusal of care, which had triggered
Pressure Ulcers on the Care Area Assessments | i
! which resuited in care plan development for , i ;
_imnpaired sldn integrity. Review of the : :
' Comprehensive Care Pian dated 11/05M13, i ! :
; revealed Rasident #8 had a care plan for i ;
“impalred skin Integrity which had been updated | ! :
ron 12/31/13, to indicate the resident had Stage I! | ! i
' Pressure Ulcers to the left and tight buttock, : ;
| Continued review of the care pian revealed it had | ; :
. been discontinued on 01/04/14 due to tha
i Prassure Uicars having been healed. Review of )
; the Admission Care Plan dated 02/26/14, created | :
' when Resident #8 returned to the faciity after , i
j hospitalization, revesled it included a care plan :
l' for risk for impaired skin Integrity with i '
tinterventions which included encouraging the
; resident to turn and reposition every two (2) '
Event 1 PECZT Faclliey 1D: 106481
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F 314! Continued From page 73
. haurs, providing incontinance care after each
" episode; and barrier cream (skin protectant
i cream} as neaded. Further review of this care
plan revealed no documented evidence of
Resident #8 having had any current skin

. breakdown.

. Review of Resident #8's prior skin assessments
for Feb 2014 revealed no documentation related

i to Pressure Ulcer; however review of the

" readmission skin assessment dated 02726714,

i revealed Resident #8 had been assessed to have |
had areas of denuded (excoriated or aroded) skan

on the feft and right buttocks.

' Review of Resident #8's March 2014 monthly

; Physician Orders revealed orders for a comfort

" support saddle cushion to the resident's i
whealchair, a turning wedgae for positioning in the
~bed, and application of Baza cream to the !
buttocks and peringal area every shift and as

neaded,

- Observation, on 03/05/14 at 11,10 AM, of

! Resident #8's skin assessment, performed by

. Licensed Practical Nurse (LPN) #3/Wound

‘ Treatment Nurse, revealed a Stage il Pressure

; Ulcer which was noted as 2.0 centimeters (c:m) in
“length by 1.8 om width by less than 6.1 em in

i depth {o the upper right buttock, Continued
~ohservation revealed Resident #8 had a red
blanchable area to the left buttock. Additionaily,
observation revealed SRNA #19 performed bowe |
: incontinence care for Resident #8 at the time of |
. the skin assessment; however ihe SRNA did not
"apply the Baza Barrier Cream was {o the

: resident's butfock area.

! Interview, on 03/05/14 at 7:46 PM, with LPN
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F 314" Continued From page 74
L #3/Wound Trealment Nurse revealed Resident #8
, had a Stage i Pressure Ulcer to the right buttock |
which had a dark wound base and even edges. |
' The LPN stated she had not been aware of the
; Stage It Pressure Ulcer prior to the skin
" assessment. She stated staff was o riotify her of
i any naw skin coricerns which might have besn
_considered a Pressure Uicer. The LPN also
 stated Resident #8 had been at risk for Prassure :
. Ulcers to his/her buttacks as he/she had
3 experienced prior skin breakdown to the area.
Enterwew on G3/08/14 at 3:60 PM, with LPN #8,
who had provided care for Resident #8 on
OB!O&H 4, revealed if SRNAs became aware of a
ohange in the resident’s skin condition they were
I'to notify the nurse. She stated nebody told her
, anything about an apen area or red area on :
' Resident #8's buttocks. ’

!ntemew on 03/08/14 at 5:21 PM, with SRNA |
| #16, who cared for Resident #8 routinely, :
: revealed the resident had hehaviors at times; and |
" staff was not always able to turn and reposition
! him/her every two ( 2} hours refated to the

. resident's refusal and cursing at staff. The SRNA |

I stated before 03/05/14 the resident had red areas |

, on histher buttocks; and ane (1) time the Wound !
Nurse went with him and checked the resident.
SRNA #16 stated the areas on the resident's

. buttocks became more reddenead afler that;

" however since the Wound Nurse had went with
. him and checked the resident, e had not told the
" other nurses. He indicated he did put the cream |
[ on Resident #8's huttocks after incontinence i

s Lare.

ln£erwew on 03/068/14 al 5:368 PM and 6:55 PM, ;
; with SRNA #19 revealed she had given Res:dent

F 3141
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F 3141 Continued From page 75 F 314
. #8 a bed bath the morning of 03/05/14; and
. abserved the resident as having had an open { ;
area on his/her right butlock toward the middle,

- and a red area on the feft buttock. SRNA#19

. stated she documented what she had observed ;

- on the Shower Sheet and had told the nurse : .

: about an hour after the bed bath. She stated

however, SRNAs were supposed to notify the

- nurse immediately when they observed a change

i Further interview with the SRNA revegied after | :

incontinence bowel care on 03/05/14, she had noti :
applied the barrier cream to Resident #8's ; k
buttocks as she thought the LPN would apply the )

" cream.,
! |

Review of Resident #8's Shower Sheet, dated
03/05/14, untimad, revealed documentation which ' :
stated the resident had redness and an open I !
_area and the nurse had been notified, Continued |
' raview of the shower sheet revealed the nurse
1 providing care for Resident #8 had signed and
“dated the shower sheet; however further review | i
trevealed no documented evidence the nurse had | :

completed the nurse assessment area on the !

Shower Sheet.

 Intarview, on 03/08/14 at 6:29 PM, with - !
* Registered Nurse (RN) #2/Unit Manager West |

Wing, where Resident #8 reslded, revealed ’
SRNAs were supposed to bring the Shower
i Sheet to the nurse right after the shower. The ;
; RN stated Resident #8's Shower Sheet showed
hisfher buttock had been red and there had been |
L an open area and the nurse had signed off on the
. Shower Sheet. RN #2 stated the nurse should
" have assessed the area, documented the 5 i
Hindings and nofified the Physician. The RN
- indicated however there had been no ;
- documentation this had been completed.
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F314. Continued From page 76 N . 5

- Confinued inferview with RN #2 revealed the care | {

! plan indicated Baza cream was ta have been i : :

. applied each shift and as needed: and staff ; ' :

i should have applied the Baza cream 1o the

. buttock area after the bowel incontinence care. k

! She stated by not applying the Baza cream staff | ;

; had not followed Resident #8's care plan. ; ; }

H i :

[ Interview with the DON, on 03/08/14 at 6:45 PM, i
revealed SRNAs should have notified the nurse ; : ]
Fimmediately and not waited an hour befare ; !
. reporting the change in Resident #8's skin, After . ;
"reviewing the Shower Sheet for 03/05/14, the | ’ =
. DON staled it fooked fike SRNA #19 had notified i :
' the nurse; but the nurse had nat assessed the . )
| site. She further stated staff had not nofified the | ! :
. Physician, In a timaly manner for new reatment; i i
i and had not rotified the wound nurse of the opern | i )
area. The DON also stated after the Incontinence | ]
I care on 03/05/14 staff should have applied the ; ;

; Haza Cream for protection. !
' j
' i

i Interview, on 03/08/14 at 10:41 AM. with the ;
' Medica! Director revealed skin jssues cauld ! i
! progress rapidly, and if nursing assistants : ) ;
identifled a skin Issue they should iet the nurse | :
| know immediately so the area of cancern could ; g i
" be evaluated. : :
F 322} 483.25(g)(2) NG TREATMENT/SERVICES - ; 322
58=D; RESTORE EATING SKILLS ’ . 'Freatment/Services-Restore
! !' Eating Skills. Based on the comprehensive

; Based an the comprehensive assassment of a ; assessment of a vesident, the facility
[ rasidant, the facility must ensure that - : ¢ must ensure that- (DA resident who
. has been able to ent enough alone or

F3n i
‘
; H
|
i 1

i

! (1) A resldent who has been able to eat enough | ! with assistance is not fed by naso

[ alone or with assistance is not fed by naso gastric | ! gﬁs{r ’Cimbe f"flesg the resident’s

tube unless the resident ' s clinical condition : ; ¢ mical condition ,-emm’ﬁ afes that

| demonstrates that use of a naso gastric iube was | [ use of & naso gastiic tube was

: : i unaveidable,
13

}
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. Unavoidabile; and ; | (IDNaso-gastric tubes. Based on the
! ) ; comprehensive ussessinent of a i
i (2) Aresldent who is fed by a naso-gastric or i ¢ resident, the facitity shall ensure thae: P
“Gastrostomy tube receives the appropriate ) (b)A resident who is fed by & naso. f k
i treatment and services to prevent asplration ; ©gastric or gastrostomy tube receives |
, bneumonia, diarrhea, vomiting, dehydration, I the appropriate treatment and o
" metabalic abnormaiities, and nasal-pharyngeat ! . services to prevent aspiration | ;
; Ulcers and to restore, if possible, normal eating ! - preamonia, diarrhea, vomiting, [
skills. . i dehydration, metabolic abasrmalities,
; | o and nasal-pharyngeal nicers and to i
: ) | restore, if possible, normal feeding
; i Function, !
! ! i Criteria #1 Orders for enteral b
) * Hushes have been clarified by the Unit
: . } Managers/Unit Coordinators to reflect /
i This REQUIREMENT s not met as evidenced ! - the provision of flush fluids continuous| v
! by I' via pump for Resident #18 and unsampled [
i Based on observation, interview, record review | ; Resident U. Resident #18 and unsampled |
" and review of the tacility's policy, it was i - Resident Uare provided enteral feedings [
! determined the facility failed to snsure a resident ; I m aceordance with MD orders, with .
. who was fed by a gastrostorny tube (g-tube) : ; ;&Tt”ais f’hcjf"d as pﬁ;fac‘]f?’ ?"‘mc‘”! " b
received the appropriate treatment and services : d b; geﬂggigzwgﬁ;zzjﬁizrﬁ ;;J:; ;:;)mp ete ;
i 1o prevent aspiration pneumonia, diarrhea, : b 324184, 305714, 3426014, 32714, 3/28/14,
“vomiting, dehydration, and metaboliz l i 3/29/14, 3/31/14 and 4/4/14, I :
| abnormalities, ; : |
) : | Criteria #2 Al residents with enteral P
!'Rasident #18's March 2014 monthly Physician i . feedings have the potential to be affected ‘s‘ i
i orders had an order for "Two Cal HN lube ) ’ by this alleged dgﬁcienoy a5 determined by o
' feeding at fifty (50) mifiiliters ( mis) per hourfor ! i the carc observations done on the dates i
{ twenty-two (22) hours per day; and an order to i : listed above_- . ;
flush the g-tube with two hundred and : 2-50{;?%01 enmrt";lg ﬂysfécs hj}fe been clarified by |
| seventy-five (275) mis of water every four {4} ‘ : ; toieﬁilc{tﬂ?af;{;mﬂig . Eﬁr J?ﬁis /
hours. The Medicatlon Administration Record i continnonsty Pvia I;um? sh fluids ;
H{MARY) dated March 2014 reveaied no ‘ #,
} documented evidence the tube feeding was to be | j Criteria #3 Inservice education was provided i
- off for two (2} hours in a 24 hour perfed, In i ; for ail licensed nurses on the provision of enteral ;[
i addition, there was no documentation on the i feedings in accordance with MD orders, and f
: i , the facility protocol for the checking of residuals |

; MAR to Indicate when the water flushes wers to :

! ba administered which were ordered every four | i
Event i:PROZH Faclity IT: 100481
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F 322 ;' Contfinved From page 78 :
. {4) howrs for a total of two hundred and ’
! seventy-five (275) mis in a twenty-four (24) hour |
i period. Interviews with the nursas assigned to
Resident #18 revealed they did not know what
[ ime the tube feeding was to be stopped for fwo
. (2} hours a day, and stated they just ensured the
" tube feeding was held during patient care.

!
. Also, observation during the medication pass

‘revealed the nurse failed to check the g-tube for

i residual prior to water flushes and medication i
; administration for Resident #18 and Unsamplad -

 Resident LI,

i
i

j The findings include:
|

i Review of the facility's policy titled, "Specific

. Medication Administration Procedures, 11B13:

i Enteral Tube Medication Administration”, revised
12007/12, ravealed tha faclity's pollcy was to

" safely and accurately administer oral medications

i through an enteral tube. Continued review of the i
poficy revealed it indicated prier to fiushing the ;
L g-tube with water and prior to medication :
; administrations the nurse was to check the gastric |

“contents for residual fube feeding. .
!

: Interview with the Director of Nursing (DON) on

FO3/08/14 at 2:10 PM, revealed the faciity had no
; policy for the transcription of Physician's Orders
or the administration of tube feedings. :

i

i

1. Review of Resident #18's medical record
| revealed the facility admitted the resident on
 UB/19110, with diagnoses which included Multiple '
'Selerosis, Dysphagia Cropharyngeal Phase, 5
¢ Aspiration Pnaumonia and Status Post

_ Gastrostomy. Review of Residant #18's ,

i

F 3291 and writing enteral flush orders as provided by
© the SDC en 3/24/14, 3/25/14, 3/26/14, 3727714,
Po3/28/14, 3/29/14, 343 1/14, 4/2/14, 414714 and 4/6/14,
. -Newly hired Licensed nursing staff will recejve the
" edueation identiffed above as part of the orientation
Program, as provided by the SD0,

Criteria #4 The CQI Tool is included for

. Teview as Atiachment N-11. The CQI Tool

! addresses compHance with the engire regulation

amd is completed monthly X 6 months and then f
f

' quarterly thereafier under the supervision of the

i DON, Results of the audits will be reported to

. the QA Committee by Department Heads monthty

{ forsix (6) months and quarterly thereafter, Jf

¢ an accepted threshold of compliance, as

! referenced on the CQI Tool, is not achieved, the

i appropriate Department Hoad shalf immediately

" develop and oversee a corrective plan.

¢ The details of the corractive plan will be /

; Teporied to the QA Committes, with updated audit |

! results, at the next monthly mesting. If appropriate |

| complisnes s not achieved at that time, ‘

the responsible Department Head will face {

! personnel action, '

~In addition, CQI indicator N-13 for Special

Procedure observations, was completed on

i A1, and will be utifized for the
monitoring of feeding fube care quarterly

under the supervision of the DON,

Criteria #35 April 9, 2014,

! Comprehensive Plan of Care dated 02/02/14,
Evant I0: PGOZ11
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F 322 Continved From page 79
. revealed interventions for the nurse to observe for
" and report any signs and symptoms of :
i complications with the g-tube which included
. monitoring for consistent large amounts with _
'residuat checks and checking the residual before |

i flushes and/or medications.

' Review of Resident #18's Physician Orders

1 revealed on (2/19/14 Physician's Orders had !
_ been written to flush the g-tube with two hundred :
- and seventy-five (275) ml's of water every four {4)-
: hours. Review of the Physician's Order dated |
. 02/24/14 revealed an order for Resident #18's

i "Two Cal HN" tube feeding ta be decreased to

; fifty (50) ml's per hour for twenty-two {22} hours
~per day. Review of the March 2014 monthly

| Physician's Orders revealed these orders had

; been carried over to the monthly orders, )

i Review of Resident #18's February and March i
- 2014 Treatmant Administration Record (TAR) ;
'revealed the order for the “Two Cal HN” at fifty |
i (50} ml's per hour for twenty-two (22) hours per |
“day had been recorded; and nurses had initialed
I'the order as performed for each shiff which i
; included the 7:00 AM to 3:00 PM shift, 3:00 PM o ;
- 11:00 PM shift and 11:00 PM to 7:00 AM shift.
| Continued review revealed the order to flush the

. g-tube with two hundred and seventy-five (275)

- mi's of water every four (4) hours had been

i recorded; and nurses had initialed the order as

. performad on afl three (3) shifts. However,
freview of the TARS revealed no documenied

. evidence of when Resident #18 was to he
disconnected from the tube feedings for two (2) -
t hours; and no documented specified times for the :
. two hundred and seventy-five (275) mi water ;
Hlushes every four (4) hours. Review of the

: Medication Adminjstration Records (MAR) and
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A BUILDING COMPLETED
C
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F 322/ Continued From page 80
: Nurse's Notes revealed no documented evidenoce
" of when the tube feeding had been disconnected |
Hor the twe (2) hours; and no documented ;
, evidence of the precise times of administration of !

the water flushes. ;

‘A review of Resident #18's "Enteral Intake”

i {g-tube feeding intake) sheet, dated March 2014
revealed {he resident had the order for the “Two

 Cal HN" at fifty {50} mi's per hour far twenty-two

. (22) hours per day. Review of the sheet revealed
' the total the resident was to have received was | '
documen{ed as one thousand and one hundred . ]
F{(1100) mP's in a twenty-four (24) hour period.
: Continued review revealed the order for the two :
“hundred and seventy-five {275) mi's of water : i

{ flushes every four (4) hours. Review of the sheet | ,
. revealed the total the resident was to have : !

[ received was docurnented as one thousand six

j hundred and fifty (1650} mi's in a twenty-four {24} |
“ hour period. Further review of the "Enteral :
Intake" sheet revealed on 03/01/14 the resident

" had received one thousand and two hundred

, (1200} ml's of tube feeding, and one thousand :
“eight hundred and forty (1840) mi's of water; on :
i 03/02/14 the resident had received one thousand
“and two hundred (1200) mi's of ube feadi Ing, and .
| one thousand eight hundred and forty (1840) mi's |
" of water; on 03/03/14 the resident had received ;‘

{ one thousand and two hundred (1200) ml's of .
tube feeding, and one thousand seven hundred :
[ and eighty (1780) ml's of water. Further review of |
the "Enteral Infake" sheets revealed no i

I documented evidence the Physician's Orders for
- Resident #18's tube feeding and water flushes |
 had been followed as evidenced by the
twenty—a‘our hour tolals exceeding the totals
findlcated which placed the resident at a higher

: risk for g-tube complications,

i
H
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F 322! Continued From page 81
+ Interview with Registered Nurse (RN) #3 on '
03707714 at 4:40 PM, revealed there had been nio
! spacific time documented of the precise two (2) |
. hours for when Resident #18 was to have been
~disconnected from the tube feeding. She stated

* however, the resident’s tube feeding was

i disconnected durlng personal care. RN #3 also

_ stated, she administered two hundred and

! seventy-five (275) ml's of water in Resident #18's |
i g-tube twice during her shift; however could not

" recall the precise time.

 Aninterview with Licensed Practical Nurse (LPN) |
“#2 on 03/08/14 at 2:45 PM revealed when she
 received a Physician's Order she filled out the
. order sheetl, notified the famity and placed the
“order on the medical record. She stated she then
i transcribed the order to the MARs and TARs and |
documented the order on the Nurse's Notes. She |
Vindicated if the order was for a change in the tube ;
. feeding rate she would change the rate on the :
“ube feeding pump also. LPN #2 stated residents
i were usually disconnected from the tube feeding
_for personal care. LPN #2 indicated she was not |
* sure why the facility did not document the two (2) |
; hours Resident #18 was supposad to have been
off the g-tube feeding, or the pracige times for tha

| water flushes, i

U ntarview, on 03/17/14 at 545 PM, with RN
. #2/Unit Coordinator (UC), of the unit on which ;
* Residant #18 resided, revealed she did not know :
i why the precise two {2) hours Resident #18 was
ta have been disconnectad from the fube feeding
"had not been recorded. RN #2/UC afso stated ;
; she did not know why there had not been precise |
timing of the two hundred and seventy-five (275)
'l water flushes every four (4) hours. She stated

H
+
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" she would immediately make the recessary
: changes o the TAR; and speak with the nurses

. regarding the issue. '

f

i 2. Revisw of Resident #18's Comprehensive i t
" Plan of Care dated 02/02/14, revealed : :
intarventions for the nurse to obsarve for and

repart any signs and symptoms of complications

" with the g-tube which included monitoring for

, consistent large amounts with residual checks

" and checking the residual before flushes and/or

medications.

| Observation of a medication pass for Resident , !
: #18 on 03/06/14 at 5:45 PM, revealed RN #3
" checked for placement of the g-tube prior o ; "
: administration of the medication; however, the ! |
~nurse did not check for the residual. RN #3 i :
attempted to flush the g-tube with water and met . !
resistance; and tried unsuccessfully to unclog the | i !
g-tube. RN #3 was observed to abtain a g-tube | i
, de-clotter and thread it through the g-tube f '
“unclogging it. The nurse was then obsarved to
administer the medications and water flushes.
Continued observation revealed BN #3 did not
I check the residual in the resident's stomach .
. throughout the procedure, to assess how well the |
i resident had been talerating the {ube feedings ; ;
and medications administered; as per the care ! :

plan,

1
t

' 3. Review of Unsampled Resident U's medical | ]
record revealed the facility admitied the resident
“on 07/12/08, with diagroses which included :

{ Aphasia, Status Post Gastrostomy, Cersbral i
Artery Occlusion with Infarct and Diabetes. : :

! Review of Unsampled Resident U's j
. Comprehensive Care Plan revealed interventions |

Hor the nurse to observe for and report any stgns
Evant I PBOZN Fasility 1D 100461
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F 322, ; Continued From page 83
and symptoms or complications with the g-tube
“which included consistent large amounis with ;
i residual checks, and to check residual before

flushes and/or medications.

» Observation of medication pass for Unsampled

, Residant U, on 03/06/14 at 5:25 PM, revealed RN

* #3 was observed to check for placemen@ ofthe

i g-tube prior to administration of the medication;

, howaver, the nurse did not check for the residuat ;

“In Unsampled Resident U's stomach. Continued |

i observations revealed RN #3 proceeded to fiush i

. the g-tube with water and met resistance. )

! Observation revealed RN #3 obtained a g-tube |

- de-clotter which she threaded through the g-tube ;
. unclogging it. The RN then administared )
" Unsampled Resident U's medications and water I
; flushes. Further observation revealed RN #3 did a
. ot check the residual in Unsampled Resident U's | ; :
! stomach throughout the procedures to assess | : i
: how well helshe was folerating the tuba feedings
" and medications administration; as per the care [ ‘
i plan. ? i
Interview with RN #3 on 03/07/14 at 4:40 PM, ;
F revealed she usually checked for residual prior fo | ' i
. the administration of medication and water, She :
* stated she did not know why she had not checked : “

: for residual on 03/06/14 prior to administering | ;

. Resident #18 and Unsampled Resident U's ;

" medications. :

Interview, on 03/17/14 at 5:45 PM, with RN

LH2/UC, of the unit on which Resident #18 resrded

: revealed her expectations were for nurses to

" check far the amount of residual tubs feedingin a ;
{ resident's stomach prior to the administration of

i any fluid or medication through the g-tube.

|

i
f
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Fazal Continuad From page 84
[ Interview with the DON on 03/008/1d at 2:10 PV 1
i revealed it was her expectation for nurses to '
" check for residual before the administration of
: any fluid or medication through the g-tube. She
. slated she expected nursing staff to follow each
*resident's Arsing care plans and the facility's

; policy and procedures related to the :
id through a
ow the specific Physiclan's

~administration of medications and flu

Pg-tube, as wall as, foll

- Orders related to administration of g-lube

- feeding, and waler flushes,
323 483.25(h) FREE OF AGCIDENT ’
58=E i' HAZARDSISUPERV!S!ON:‘DEVJCES :

i The facility must ensure that the resident j
" environment remains as free ol accident hazards |
i @s s possible; and each resident receives

adequate suparvision and assistance devices to )

Fprevent accidents.
i

i This REQUIREMENT is not met as avideneed
 by:
* Based on observation, interview, review of the
¢ faility's poficies, Material Safety Data Sheets _
(MSDS), and the "0 Step Cleaning” document, it ;
: was datermined the tacliity falied to ensure the

 residents’ environment remained as free of i
faccident hazards as was possible, '

! Dbservations during the initial facitity tour,
: beginning 03/04/14 at 10:40 AM, revealod a :
“ housekeeping cart was left tnsecured and i
i Unattended with cleaning chemicals on the cart, ;
, Other observations included a wet floor at the |
fmain entrance hallway with only one (1) “Wet i

F 323 raz }
! The facility must enspye that the :

resident environment remnains as free ':

; of 2ccident hazards ag is possible; and

©  each resident recejves adeguate

| supervision and assistapee devices to

prevent accidents. }

N2IB 502 KAR 29:300—8(7){';1) Section
8. Quality of Caye, J ‘i
(T}Accidents. The facility shall ensyre ’

o that: () The resident environment

I remains as free of gccident hazards ps
is possible;

f
i Criteria #1 AQ potentially i
i dangerous chemicaly used by the i
£ housekeeping department are kept in the I
. locked compartrrent of the housekecping }
! cart when not ji use and/or out of the
) houseleepers sight, as determined hy )
Poweckly housekeeping rounds performed by the } '
¢ Director of Housckeeping, |
©-Wei floor signs are ,‘
i utilized ¢ identify freshly mopped areas -
and fo direct traffic to the dry passage ff ‘
area, i
; -The sinks in rooms #29 I
©and #34 were securely fastened to the /
wall, !§
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vi Floor" warning sign at one (1) end of the hall,
Fheat register vents were covered with personal
; objects in rooms 25 and 28, and two (2) sinks
were loase from the wall in rooms 29 and 34..

; The findings inelude:

{1 Raview of the faciity's "Accidents and

. Supervisian Training” document, undated,
revealed the facility defined hazards as elements
i of the residents' environment that had the

; botential to cause infury. Review of the training

" document revealed chemicals used in

i housekeeping were ldentified as materials that
; Posed & hazard to residents. Continued rey!
* the section under the section on actions to

| Prevent accidents, facility staff were tg identify
' environmental hazards or risks and Iels}
-f information about the observed hazargs,

‘i Review of the facility's, "Hazard Communisation

| Program”, undated, revealed a hazardous
chemical had been defined as a chemical that
was a physical or health hazard. The documertt

i listed chemicals whi

* to be appropriately stored in secured areas af ail

; times,

| Review of the facility's "Housekoeping Training”

: dacument, undated, revealed alt housekeeping

! chemicals were to be iocked up when not in use.
i
, Observallons, on 03/04/14 at 10:40 AM and
'0:58 AM, revealed a housekeeping cart outside
: of a resident's room on the West Hall was

: unattended. Continued abservation revealed the
housekeeper was in a resident's room af those

ST

3 j o andl
Bw o ¢ Mdentify freshly mopped areas and to i

mrmnicate | i

ch were irritants and = health ]
hazard. Further review rovealad chemicals were |
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[ “The personal items were i

E F323 g' removed fiom the heater units fo rooms i
" #25and 478, ; ’

Criteria #2 All residents in the area 1
of the housekeeper’s cart or i the wet :
floar area idonti fied during the sarvey
. Pprocess have the potential to he affected

[ by this alleged deficient practice,

i i ~Adl resident rooms have

. " the potential to be affected by this :
: i alleged deficient prastice, i

:g ! Criteria #3 The bousekeeping

] orientation cheoklist hag been

. feviewed/revised (o include storage of

! potentially dangerous cleaning products, ;
and utilization of wet floor signs to ;

! I direct raffic to the dry passage arca.

PAll housekeeping statf

members have recaived in-service

f ¢ cducation on the need o keep all pofentially I
. " hazardous chemicals in the focked i
i g compartment of the housckeeping cart
i i when not in use and/or oy of the housekeepers” |}
' | sight, and on the utilization of veet floor signs :
to identily freshly mopped arcas and fo direot
: i inffic to the dry Passage area on 3/17/14 and i
! I 4/4/14 as provided by the Housekeeping / :
; . Supervisor, and utilization of wet floop
: { signs to identify freshly mopped areas and 1o
i i direot traffic to the dry passage are,
C Al housckeeping staff i
[ tmembers have received in-service ‘
| ; education on the need to keep all potentially
: + hazardous chemicals in the locked
compariment of the hovsekeeping cart
; . when not in use and/or out of the: housckeepers®
| sight, and on the utilization of wet fioar signs
|  to identify freshly mopped areas and to direct

o traffic to the dry passage area on 3/17/14 and 4/4/14
! as provided by the Housekeeping Supervisor
5
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F 303 | accepted threshald of compliance, g referenced !

F 323 i Continued From page 88
. on the unsecyred houseksaeping cart included a [;
i I 1 tr K N
! hotile of "Bye Bye Odorand a bottle of "Crew F | OVerSOR 4 correotive plan. The detadts of g
i N_et‘irirai NA NOR—ACI? Bowl and Bathroom : - corrective plan will he reported to the (A Committce,
. Disinfectant Cleaner, j I with updated audit results, at the next monthly
: 5 "me&flﬁg. I appropriate compiinnce fs not achieved
i at that time, the responsible Department Head will

i Review of the facllity's MSDS for the "Bys Bye i |
. Qdor” product, undated, revegled axcesslve i fuice perscimel action, 3
* ingestion could cause nausea or diarrhea. In :

; additionthe product could be an imitant to skin~ ! e f
: and eyes P : Criteria #14 The CQI Tools aye ncluded for

i ’ ! Review as Attachments 1.7 and N-26, The

; CQI Tools address compliance with the ent
" i h ¢ entire
Crew Neutral | Regulation, and will be completed monthly X 6

i Review of the facility's MSDS for
. NANon-Acid Bowl and Bathroom
{ Cleaner,
; Came indo contact with the product, i was
moderately irritating to the eyes,

. Review of the facility's list of ras
{ wandering revealad fou

Disinfectant
dated 08/04/10, revealed if the eves

ents at risk for
r (4) residents on the

Months and then Qtetterly thereafier under the
Supervision of the Administeator (E3-8) and
DON (N.26). Results of i
Reported to the QA Committes by Department
Heads monthly for six {6) months and

Quarterly thereafier, Ifan accepted threshold of
Compliance, ag referanced on the CQ Tool, is

Not achieved, the appropriate Department Head
Shall immediately develop and oversee 5 corrective

P Wast Hall were at rigk,

|

fnterview with Hauseleeper #2, on 03/04714 at

i 11:05 AM, revealed housekeeping chemicals not audit results, at tho peyt .

_In use were to be_ locked Up. Gontinued interview : appropriate compliaziz i?ggf ffmfiiﬁ%’mli time,
revealed after using the bowl and bathraom ! the responsible Department Heal will face

¢ disinfectant In a resident's bathroom, she Rug personne] action,

“the bottle on the housekeeping carttogo into |
| mop the floors In the rooms. She indicated she fools for the tnonitozing of safety issues ag identified
. should not have left the bottle hanging ; :

L unattended on the cart. Housekeeper #2 stated |

1 she knew housekeeping chemicals werglobe | !
H . N ! Safe T - ! .
locked up all the time when not In use. She stated | S‘;gg, I“S% Z‘;{;‘{}J’; f\l;{f;?;eﬁf&gggty Tospection - s
E] . - ursmg,

| she was unsure if the "Bye Bye Odor" was f and Falls. These are utilized quarterly nnder the
| supposed to be locked up. Supervision of the department head assigmed to the tog]

:
with all findings and foligw v completed as identifisd
i Interview with the Housekeeplng Director, on ’ Teore

. 03/08/14 at 4:45 PM ang 5:15 PM, revealed i
' housekeeping chemicals were notto be leftout i
fonthe cart, and the carts were fo be locked ang :

Evont 1. PEOZ11

Inspection -- Housekeepin =
Safety Inspection — Laundry;

i
H
H

Criteria #5 April 9, 2014,
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|in view anytime the housekeeper left the cart to
i go clear in residents' rooms. The Housekeeping
. Director stated it was dangerous to leave :
housekeeping chemicais unsectired on caris In

s reach of residents as they could spifl the

" chemicals on lhemselves, andfor eat and drink

: them.

Interview with the Director of Nursing (DON), an
;03713114 at 3:58 PM, revealed it was a safety
issue for the housekeeper tc leave chemicals

| unattended on the cart. She stated there were |
: wandering residents who could get the chemicals |
if left on unattended and unsecured ?
- housekeeping carts. The DON further stated the
_ Potential for harm was based on the safety ;
! hazard listed on the chemicals, and the route of

; @xposure, whether skin or ingestion.

; 2. Gbservation of the facility's main enirance ;
lobby area, on 03/06/14 at 11:35 AM, revealed the .
 hallway fioor had been mepped and the fioor's |
surface was wet. The Survayor slipped whan
stepping on the floor. Continued observation
, revealed there was a "Wet Floor slgn on only
“one (1) end of the hatllway; however, the i
i housekeeper had mopped the entire floor aren of
“the haliway and left no dry pathway to walk on,

Interview with the Housekeeping Director, on
0307114 at 12:41 PM and on 03/08/14 at 445 |

- PM, revealed the housekeeper should have: had

" More signs out indicating the floor was wet kept |

. the mop as dry as possible; and only mopped one ;

(1) side of the haliway at a time to ensure adry -

| pathway. Continued Interview revealed mopping
. the whole floor at one (1) time without feavinga !
Fdry pathway was a hazard to others, inchiding

if continuation sheet Page 88 of 154
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F 323 Continued From page 88 o oFans
: Interview with the DON, on 03/13/14 at 3:.58 P,

' revealad wet floors were g safely issue related to
i the potential for falls; however, she stated, the :
facility only had a couple of residents who

! ambuiated independently,

3. Review of tha facility’s policy, “Fire and
: Electrical Safely", undated, revealed heater and |
Cair conditioning units were to be free of any items .
¢ stored an top or in the vicinity of the heating !
_elements. Review of the faciilty's policy, titiad
L"Safaty Folicy", revealed Iint and trash buildup

! could cause a fire,

: Review of the facility's, "Fnvironmental Services
- Duty List", undated, revealed equipment in need
{ of repair was fo be reported immediately. !

! Raview of the facility's undated “Department

i Safety inspection Checklist", which was :
"completed by the Maintenance Dapartmant, i
j revealed sinks wera an area to be assessed for ¢

safely.

“Observation during the initial tour of the facility,

1 0N 03/04/14 at 10:50 AM, revealed the heater in

. Room 25 had stuffed animais, & therapy brace

| and miscellaneous papers ling on top of and i
. covering the heater ventgrate, which impeded air :
t flow. Observation in Room 28 revealed the
. heater was covered with & large picture frame

* Blocking air flow from the veni/grate, Further 7
 observation reveated the bathroom sinks in Room |
29 and Room 34 were loose and coming off the

P wall,

Inferview with the Malntenanca Director, on f
; D3/07/14 at 12:50 PM, revealed objects were not | :
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F 323 Continued From page 89
Ho cover heater vents in the residents’ rooms. He I
. stated the staff was aware of this, as he went ; :
faver it during orientation and on environmeantat | {
; tours with new employees. The Mairtenarnce
" Diretor stated safely hazards were to he ‘
i reported to the Maintenarice Department. :
, Gontinued interview revealed he had not been ;
* made aware of the sinks In residents’ bathreoms * '
 being foose from the wall, He stated staff should i ;
 have placed the loose sinks in the environmentai .
! hazardiwork order book that was available at g I
. each nurse's station. The Maintenance Director i i
! stated if the sinks came off the wall it could cause | )
; harm to the resident. Further Interview revealed | !
+ he checked the work order books for concerns ;

i and rautinely, when time allowed, made rounds of

the facility's environment inspecting for !

| maintenance issues. The Maintenance Director | | i
, stated safety rounds wers also performed : :

Lmonthly by the Department Heads, who utiized | i
; the Department Safety Irspection Checkiist. He | ; .
! stated during those rounds tha Department heads |
i looked for issues, such as the loose sinks. i —

b3

F 871! 483.35() FOOD PROCURE, L a7t ;
§5=£ | STORE/PREPARE/SERVE - SANITARY ! i FOOD PROCURE, STORE/
R . i ] PREPARY/ SERVE — SANITARY i
| The facility must - ; : The facility shall procure food from :
{1} Procure food from sources approved or i i seurces approved or considered
[ considerad satisfactory by Federal, State or local : ‘ satisfactary by Federal, State or focal |
. authorities; and i § authorities; and store, prepare, | ;
t(2) Store, prepars, distribute and serve food i i distribute and serve food under | ;
: under sanitary condition ‘ ' sanitary conditions. b
_ ‘ {0 N283902 KAR 20:300-10(8)(b) .
i i i Section 18, Dictary Sevvices. I
i ; {(8)Sanitary conditions. The facility b
! i shali; (b) Stare, prepare, distribute, ]
I X . ; and serve food under sanifary l '
* This REQUIREMENT s not met as evidenced | i conditions; E :
i H | { H
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i : )
' F 3711 Critevia #1 - The dietary department j

F 3711 Continued From page 90
; has a temperature moniforiag fog for
* each kot and cold food item (including

i by: - :
B:als:eij on gbsematioﬂ, Inferview, review of the | caice) boing served on the (ray line for each
| faclilstysf' policy and Tf;mperature; .of Fr_ch Safety * meal, as determined by completion of |
; Guide, it was determined the facility failed to ! f COl'tool A-8 on 4/7/14. Food temperature |
store, prepare, distribute and serve food under . is checked and documented as per facility
i sanitary conditfons as evidencad by cold food . ! policy and monitored by the RD weekiy,
. lemperatures not taken prior to the dinnar ; .
Fresident tray line service: and not recorded in the . Criteria #2 ~ All residents receiving
i temperattre log, ’ i oral nutrition have the potential to be i
i affected by this alleged deficient practice, |
: - The distary department has o ,J
: [ foemperature monj toring log for each hot /
|
!
I
!

l
{
{
{
i
f

I The findings include:
and cold food jtem {including cake) baing

! Review of tha facility's policy titled "Food Holding | i A
. Temperatures on Food Service Line® undated, | ) femﬂd Ofn the fray lins for each meal. Food
' revealed staff was to ensure chilled food and " ! cmif]"r%:m 15 chocked and documented s
: less than forty-one degrees {41 )i p o acilty: and dietary sanitation was
heverages ware 3% {8 t audited utilizing CQID-8 on 4/7/14 by
DM,

- Fahrenheit to ensure appropriate service i . the RD/DM.

temperatures.

; i Criteria #3 - The dietaty departiment gtafr |
; received in-service education on dietary {
i ! sanitation compiiance inclndin g but not

! Review of the facility's, Temperatures of Food
s : |
limited to: keeping 4 femperature monitoring i
{
|
E

icte, dated 2009, revealed cold food

| Safety Gu
 were to be stored at forty ore (41 } degrees : i
I Farenheit or below temperature for storage or , : é?fc i?drifgc? xi‘;; i‘;‘i C"id f“‘(’jd item
: ! i Z g served on
? display of cold foods. _ the tay line for each riea! as provided !
j £ on4/3/14 by the RD. Food tomperature is |

| Review of the facilily's food temperature fog, ehecked und documented as per g cility policy,

“dated March 2014, revealed mitk as tha only cold | ! [
i food temperature which had been checked ; ¢ Criteria #4 -The CQI Tool i inclided for review /
© as Aftachment 1.8, The CQI Tool addresses

; routinely for funch and dinner. Conlinued review

{ of the log revealed a nole at the bottom which , i compliancewith the entire reguletion, and will be ,E
i stated ali cold meat or sgg entrees were o be ~ completed monthly nader the Stpervision of the |
; maintained at forty (40) degrees Fahreshsitor | | Dictary Manager, Results of the audits wif] he

i befow because they were potentially hazardous | reported o the QA Committee by Departient !
foods. : + - Heads monthly for six (6) months and quarterly ;
| i ther L;f‘tﬁr lg an ag}cc_;()jtg? ;I‘n'eshofd of complianes f

. . ¢ as referenced on the ook, is not achieved, the
at 5.00 PM, of the ! i “ppropriate Department Head shalt immediately

. Observation on 03/04/14 ;
[ resident fray line temperatures revealed the cold
i

- foods temperatures had not beer taken and not | i

i recorded in the temperatyre log. _ ;
Event I3 PEOZ 1 Facifity 10: 100461 if contiruation sheet Page 91 of 154
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F 3711 Continved From page 91

; i
} Interview, on 03/04/14 at 5:03 FM, with Diatary
* Alde #1 revealed she had not taken the -
j lemperalures of cold foods; and therefore had riot |

, recorded the temperatures of cold food. i
i H

: Observation, on 03/04/14 at 5:05 PM, of Dietary
" Aide #1 taking the temperature of the puread
! sheesecake ag requested which revealed the
; lemperature to be forly-two (42) degrees i

" Fahrenhait, ,

, Interview, on 03/06/14 at 10:20 AM, with the i
' Dietary Manager/Registerad Dietitian (DM/RD) 5
i revealed cold foods were put into the refrigerator |
 prior to service and milk into the freezer prior to ]
!service, The DM/RD stated temperatures of cold
i food were not taken bacause the cold foods were |
kept in the refrigerator or freezar prior to service.
| He stated foods, such as, cake were sheif stabla
“and temperatures did not need to be chacked. |
! Continued interview revealed cold foods higher
- than forty (40) degrees Fahrenhait needed (o bhe
/ putinto the refrigeratar or freezer,
F 441} 483,85 INFECTION CONTROL, PREVENT .

ssz}:f SPREAD, LINENS .
| i

]
I

, The facility must establish and maintali an
l Infaction Control Program designad to provide a
; safe, sanitary and comfortable environment and

“fo help prevent the development and transmissionff
j of disease and infectlon, :
| !
! {a) Infection Control Program ;
: The facility must establish an Infection Control !

" Program under which it - j
H(1) Investigates, controls, and brevents infections

. in the facility; |

1

F 371 the correciive plan will be reported to the QA !
¢ Coramittee, with updated audit resulls, at the next |
i monthly meeting, If apprapriate compliance is not /
*  achieved at that time, the responsible Department |

| Head will face petsonnel nction,

Criteria #5 April 9, 2014 i
i i
i
* j
! \
; T 441 ¥
| INFECTION CONTROL

The facHity must establish and

., Maintain an infection contrel program
| designed to provide a safe, sanitary,
and comfortable envirenment and to

* help prevent the development and

i tramsmission of disease and infection.

T T T e

[ N 144902 KAR 20-3-5(7)(b) 2.0
Scetion 6, Quality of Life

i {N)Environment,

i (B}Infection control snd

E communicable discases.

i 2.The facility shall establish an
infection contrel program whick: a,
! Investigates, controls and prevents
infeetions in the facility,

sty
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F 4411 Continued From page 92 : F 441, Criteria #1 — Ap infections for the .
i {2) Decides what procedures, such as isolation,  * | 1ast 30 days have been reviewed on 3/31/14 / !
should be appiied to an individual resident; and |  oud 4/7/14 by the interdiscipiinary infection
! (3) Maintains a record of incidents and corrective control toam to identify any trends or patierns that
" actions related to infections, ;i need lo be addressed. Treatments }?ave all
; been implemented as ordered, Residents

i

Pl 7, 18, and 22 did not have any infections
identified upon this review on 3/3 1/14, and

. (b) Preventing Spread of Infection : ’
' (1) When the Infection Controt Program i e I
i determines that a rasident needs Isolation to ) ; ,
" prevent the spread of infection, the facility must | ! -Meal service Is provided !
[ isolate the resident, : i by all staff uilizing infection control }
_ (2) The facility must prohibit employees with a . standards of practice for hand sanitation, !
] ) ! as defermined by meal observations l

ble disease or infected skin lesions meai ob )
; from direct contact with residents or their food, if ! : p_‘?‘é“”“;‘g by g‘ﬁ“‘;}gt}{;‘&"e@?ﬁfg g f '
" direct contact will transmit the disease, gy tormed o 331714, an
i {(3) The facility must require staff to wash their ; ’

| communica

|

_hands after each direct resident contact for which | | -Resident care/hygiene jtems
| hand washing is indicated by accepted i : are labeled and stored in accordance with ;
. professional practice. : ! infection control standards of practice as !
| [ . determined by weekly, SRNA Room ;
: {c} Linens ) ! Rounds. :
! Personnel must nandle, store, process and ! | . j
; fransportlinens 0 as fo prevent the spread of j + ~Perb-care, catheter care, . :
i ! i and wound care are provided in ;
* accordance with infeotion control !

finfection, ‘
| i standards of practice as determined
) i ' by care observations performed by

: i administrative nursing staff on 3/24/14,
3/25/14, 3/26/14, 3/727/14, 3/28/ 14,

FThis REQUIREMENT Is not mot as evidenced
; by: : iO3/79/14, 3531 14, and 4/4/14, i
- Based on observation, interview, record review i : :

) i Criteria #2 — All residents with i

infections, receiving assistance with
i

1 and raview of the facifily's policy, it was
i meals, and receiving peri-care, catheter

* determined the facilily failed to maintain an
I Infection Centrol Program designed to provids g et |
" safe, sanitary and comfortable environment fo care, and wound eare have the potential |
| help prevent the development and fransmission | tobeaffected by this alleged deficiency. | :
_of disease and Infection as evidenced by three (3} , { g
! of twenty-four (24) sampled residents (Residents | ! ;
 #17, #19 and #22) and fourtean {14) unsampled ; i
'residents (Unsampled Resldents A, B, C, 0, E, F, : ;
(GLK L O R, S) diagnosed with Tinea i ‘

Event 1 PEOZ1Y Factiity 1D 140481
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F 441! Continued From page 93 F 441g§
{ Padis {Athlete's foot) in January 2014 with no
; decumented evidence of an investigation for the ¢ ’
' oot cause; and no documented evidence of i i
i infection control interventions fo prevent further i
transmission initiated by the facility. i §

I addition, review of the facility's monthly data of ?!
* Urinary Tract Infections (UTls), a part of the ;
, facility's infection surveillance, revealed the :
" November 2013 data had sixieen (16) residents |
P with UTls; and the South Hall of the Wast Wing ,
~had eight (8) of the UT! total. Further review of 1 g
i the facility's infection surveillance datg revealed in | i
 January 2014 there had been thirteen (13) UTls - ;
L with a eluster of infections on the South Hall of | !
; the West Wing which had six (8) of the total UTs. i ;
* Further review of the data revealad no infection !
; conlrol corrective measures had been inltlated by | g
* the facility’s infection control pragram related to X
¢ the idenfified infection surveiilance data, ! ‘

j Also, observation of care for Resident #8 ! i

revealed poor infection confrol technique by staff | i
 refated to an indweliing urinary catheter, X X
_handwashing, incontinence care, and ! |
! dropletftransmission canirol precautions for ;
. Resident #8. Observation of a skin assessment |
Hor Resident #6 also revealed poor infection i
. control technique by staff, ’ .
H
i. Also, observations on initial tour ravealed .
+ bediwash pans were on the floor and or stored !

; Unbagged in multiple resident rooms and i ;
Ubathraoms., : !

" Inaddition, observations of meai service inthe :
j dining room revealed a State Registered Nursing |
Assistant (SRNA) had been assisting a resident i :

Criteria #3 —An interdisciplinary
infection control team has been
established fo monitor and review ali
facility infections and to develop plang
of action for any trends, patterns or
cutbreaks that are identified,
-Facility SRNA staff have received
inservice education by the SDC on the
need to maintain infection confrol
standards of practive for alf resident
care, including but not limited to;

meal assistance, peri-care, and catheter
care on 3/24/14, 3/25/14, 3/26/14, 3/27/14,
3/28/14, 3/29/14, 3/31/14 and 4/4/14,

~Tacility licensed nurses have received
inservice education by the SDC on the
provision of all care in accordance with
infection control standerds of practice
received inservice education by the SDC
on the provision of all care in accordance
with infection control standards of praciice .
including but not limited to wound care, as
provided on 3/24/14, 3/25/14, 3/26/14,
3/27/14,3/28/14, 3/29/14, 3/31/14, 4/2/14,

4/4/14 and 4/6/14.

~Newly hired SRNA and Licensed
staff will receive the education identified
above as part of the orientation program,

as provided by the SDC,

-General infection contro] inservicing was performed
for housekeeping and dietary an 3/17/14 and 4/8/14.

Criterin #4  -The CQI Tool is included for review
as Aftachment IC-2. The CQI Tool addresses
complisnce with the entire regulation, and fs
completed monthly X 6 months and then quarterly |
thereafter under the supervision of the DON. Results
of the audits will be reported to the QA Committes
by Depertment Heads monthly for six (6) months |
and quarterly thereafier. If an accepted threshold |

r at a restorative table by wiping the resident's

If coritinuation sheat Page 94 of 154
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Fa41] Continued From page 94 F 441} of compliance, as referenced on the CQI Tool, is ,
not achieved, the appropriate Department Head [‘

: mouth and assisting the resident to dr uids;  : .
: 1 and assisting the residen fo drink fluids; P oshall immediately develop and oversee a corrective /
plan. The details of the corrective plan will be reported i

, and then without washing or sanitizing her hands )
. mO\.fe;.j fo az;? I‘fhe;_resaorah;e tab[? dand Started ‘  tothe QA Commiltee, with updated audit results, at the
i assisting with feeding another resident. i vextmonthly meeting. If appropriate compliance is notl
- achieved at that time, the responsible Department |
1
i
1

! The findings include: i | Head will face personnel action

‘ Review of the facility's palicy fitled, “Infection Criterin #8 April 9, 2014,

: Control”, undated, revealed it was the policy of

' the facility to provide a safe, sanitary and ' )

{ comfortable environment. Confinued review 5

. revealed the facility would investigate, control and ; {

" attempt to prevent the development and : ;

; fransmission of infections, In addition, the policy j ;

" stated it was the responsibliity of the Continuous . !

! Quality improvement {CQI) Committee to ensure | X :
Infection conitrol poficies and procedures were ! !

! !

I impiemented and followed,
i

! Review of the facility's policy titted, "Infection ; : ;
i Confrol Program”, undated, revealed the infection | i :
“control program would develop prevention, i
I'surveillance and controf measures to protect .
fresidents from institution-acquired infections. H )
{Further review revesled the infection controf ; !
i Program would parform survelllance activities for
" moenitoring and investigating causes of infection; |
fand the manner of spread in order to prevent ; i ;
Infections in the facility, Review revealed the ; ' :
i infection control pragram would analyze clusters !
of infection and any increase in the rate of g

!infection,

11, Review of the facility's policy titled,"Policy for ;
 Qutbreak Investigation”, undated, revealed it was | !
the facility's policy for outbreak measurestobe | ,
f Instituted whenever there was an incidence of |
. infections above what was normally expected,

* Continued review revealed the Infection Gontrol
Event ID:PEOZ T+
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F 441 i Continued From page 85
, Professional conducted outbreak investigations;
"and had the authorily to impiement controf '
i measures ag appropriate in coordination with
 facility administration and medical staff, In
" addition, the policy stated appropriate

notifications were to have been completed to the

Medicat Director,

F 441

¢ Interview, on 03/06/14 at 5:54 PM and on
- 03/07/14 at 3:09 PM, with the Infection Cantrot ;
E Nurse (ICN) revealed the program was o analyze }
 Infection clusters in a timely manner; and she 5 ?
“defined a cluster as multiple infections of the
L same type of infection in one area of the building.
The ICN revealed she had calculated rates of !
infection and if the rate had been significantly i
higher an inservice would have been completed : .
_ or check-offs for prevention and control of !
" additional cases. She further revealed the point

of fracking and trending was to prevent further

infections, :

Interview, on 03/08/14 at 10:41 AM, with the

Medical Director raveated g cluster infection

: determination was based on the following factors: ;

“the same type of pathogen; the timing of the “

i infections; and the locations of the infections. f
Continued interview revealed if a ciuster had

been Identified he and facility staff would discuss .

and put together an action plan,

! Review of the facility's infection survelfance data
. revealed in January 2014 the facility had :
" seventeen {17} cases of Tinea Pedis diagnosed
,In the facility, Conlinued review of the data
‘revealed the facliity's mapping of infections
lindicated the location of the Tinea Pedis in the

; facility were as follows: Wast Wing North Hall

one (1) case; West Wing South Hall five {5)

if continuation sheet Page 96 of 184
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F 441 é

F 441 Continued From page 96 i
_ cases; East Wing South Hall eight (8) cases; and ;
! East Wing North Hall three (3) cases, :

“Interview, on 03/07/14 at 3.07 PM, with the

i Podiatrist, who saw residents on 01/07/14

, revealed Tinea Pedis was a skin fungal infection

" which could abpear as wet or dry; and might or

: might not have been Iritating to the residents,

' The Podiatrist revealed it was COMMon in older

" adults; and coutd live in nail beds even affer
 Ireatment and come back. She sfated the

" infection could have been passed from commeon

! shower rooms! and preventive measures
included disinfecting showers, wearing clean ;
' socks and shoes and Keeping feet clean and dry,

' Continued interview with the ICN on 03/06/14 at
[ 5:54 PM, on 03/07/14 at 3:09 PM and 5:30 PM,
. revealed the facility had seventeen (17) cases of |
 Tinea Pedis in January of which sixteen {16y had
: been identified by a new Podiatrist during her visit |
Lon 01/67/114; and one {1} case had been ]
i diagnosed by the Advanced Fractice Registered
Nurse (APRN). The iGN stated topical freatment, |
Terbinafine (antifungal medication), had been .
; ordered. The ICN revealed this had been a
*sigrificant increase from prior months as o
{ Tinea Pedis infections had been reported from
_September 2013 to December 2013, The ICN
‘revealed the APRN had heen made aware when
: the antifungal medication orders had been takaen
“off on 01/67/14. She stalad the APRN did not
: think the residents diagnosed with the Tinea
_Pedis had the condition. She stated she and
“ other facility staff had discussed the Tinea Pedis
s infections at the 01/13/14 stand-up meeting which
“included Unit Managers, the Director of Nursing
! (DON) and Treatment Nurse. According to the

H

i

i

i
3

CICN. the Medicai Director and the facility's Cuality ;
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 Assurance (QA) Committee had been natif
101/15/14, The ICN stated she had made
. 8uggestions to the DON to implemaent infection
* control measures which inciuded inservicing on :
i preventing the spread of the Tinea Pedis, and :
“ensuring the residents' feet had been washed and |
I moisturized, and their socks changed daily, She .
. stated she was unaware of any action plan having |
“ been inffiated; however, the infection controt '
: process inciuded making attempts to reduce
infections if concemns were identified with the
[ data. Continued interview revealed she felt the
. Tacifity had nol put an action plan in place
f because the Medical Director had not thought the |
i residents had Tinea Pedis. The ICN stated )
‘neither the APRN nor the Medical Director wera
i asked to check any of the other residenis in the i

facility.

; Interviews, on 03/07/14 at 3:09 PM and on i
F03/08/14 at 222 M, with the DON revealed if
i there had been an outbreak of an infection the |
“APRN and Medical Birector ware notified; and all ;
i residents should have been checked for further
“cases. The DON revealed when the Physiclan's

F Orders had been reviewed at the morning

. meeting on 01/08/14, the Unit Managers wera !
t inade aware and should have notified the staff of ;
: the Tinea Pedis infections, She siated faciity
" staff had falked to the APRN; however, hey had

i not notified the Medical Director unti; 0t/15/14,
“however should have notified him when the Tinea ;
| Pedis had been diagnosed. The DON stated the |
. facliity had not done a root cause analysis for the .
 Tinea Pedis infections; had not looked up the
; Centers for Disease Control {CDC)
“recommendations: had not put together any

t action plan; had not had the Medical Director or
 APRN check all the residents; and had ot

edon |

F441]
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" parformed any special skin assessments of
i residents. She stated, however when the Medical |
“Director had been notified he iookad af some of
i the residents diagnosed with the Tinea Padis and |
, had not thought the residents had the infection,
- The DON stated the Medical Direcior had thought |
; the residents just had dry skin on their feet.

[ Interview, on 03/08/14 at 10:25 AM, with the

- Licensed Practical Nurse {LPN) #9/Unit

" Caordinator {UC}) on the East Half ravealed she |

{ or the other UC attanded the facility's dally stand ;

_up meetings where they discussed information. )

PLPN #9/UC stated she did not recall having been |

i informed of the Tinea Pedis in January; or of any : i
" education of staff regarding preventive measures, '
{ or need for any skin assessments refated to i, f ]
 She stated she should have been made aware, '

: Interview on 03/07/14 at 4:11 PM, with Registared | i
“ Nurse (RN) £2/ UC on the West Hall, revealed | i
i she had been aware the Podiatrjst had written ! !
“orders related to Tinea Pedis in January, and had |

I talked about whether if was Tinea Pedis orjust | ;
. dry skin, She stated she did not do any education |
! with staff regarding the Tinea Pedis. ‘

' Interviews with RN #5, on 03/07/14 a1 2:56 PM,
i and LPN #9, on 03/07/14 at 2:58 PM, revealed
 they had not recently heen inserviced on Tinea

i Pedis infections,

Hinterviews on 03/08/14 at 10:00 AM, 10:05 AM, |
cand 10:15 AM, with the Housekeeping Director,
'Housekeeper #1 ang Housekeeper #2, reveated

i

; thay had not been informed of any infections,
"including Tinea Pedis, or of any special ;
: precautions necessary.
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Continued interview with the Madicai [
1 O3/08/14 at 10:41 AM, revealed the Tinea Paedis
cases had been discussed at the QA Committee
“meeting. He stated he had not been aware of |
: any additional infection conirol measures and had |
ot followed up with each of the residents
{ diagnosed. The Medical Director further stated |
- e felt the root cause had been dry feet and an |
overzealous" Podiatrist, becausa dry skir could
i look like Tinea Pedis. Continued interview
“revealed the facility had 1o cases of Tinaa Peadis
“identified the prior three months by othar ;
, Podiatrists who had seen residents at the facility. |
" He stated if it had been Tinea Pedis, generally i
i only one third of the infections would have
resolved when treated topically and he was not |
| beer aware of any repeat signs ar symptoms in
, the following months, The Medical Director
- stated the Podiatrist who visited the facility in
January had not done a culture for a definitive
diagnosis; however, the faciity had aot altered
| the: freatment plan ordered because topicaily i
"applying the antifungal cream had not been a :
: "bad idea” and would not have had a negative
. impact on the residents. The Medical Director
Hfurther stated he feit he had been notified in a
: fimely manner by the facility. ;

irector, on

i

i 2. Further review of the monthly infection control !
' surveilfance data revealed the facility had sixteen
: (16) UTls in November 2013. Review of the
" facility's surveillance map revealed aight (8) of the |
| residents diagnosed with UTls had beerionthe
- South Hall of the Waest Wing. Continuad review i
" of the data revealed the dates the infections were
; identified were: three (3) on 11/02/13, one (1) on

' 11713113, one (1) on 11715113, two (23 on
FT1718M3, and one (1) on 11/22113, Further :
review of the data revealad the West Wing North |

i
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; Hall and the East Wing South Hall each had tﬁreejf
1 {3) infections; and the Fast Wing North Half had i

. two {2} infections. Of the eight (8) infections on
' the West Wing South Hall, five {5) were cultured
. o be Escherichia Coli (e-cofi). Review of the

! December 2013 UT! data revealed six (6 UTls

were reported,

. Additionat review of the month!
- for January revealed thirteen {13) UTIs were
diagnosed. Review of the surveillance map
revealed the West Wing South Hall had six (6}

- infections; with the infection identification dates
*as follows: one (1) on 01/14/14, four (4) on f
0171814, and ons (1) on 01/28/14, Continued :
' review of the surveillance map revealed the Fasgt -
- Wing North Hall had four (4) infections and the i
i West Wing North Halt had three {3).

[ Continded Interviews with the ICN, on 03/06/14 at
9:54 PM and on 03/08/13 at 11:40 AM, revealed
she would have considered the West Wing South !
Hall in November and January totals to have ‘
i been a cluster of infections bacause thay
"oceurred In the same period of time, and were
grouped in the sane area of the facility. She
stated the January UT1 total had been a coneern
: because it doubled the prior month's total, and
- the infection rate had been thirteen percent (13
: %). She stated the facility normaily had an
! average rate between saven percent {7%) and
ten percent (10%). She revealad she was not :
i aware of any type of aclion plan putin place after |
. She reported the November arnd January data.
i She further stated she also presented the daia to |

" the QA Commiittee.

. Review of inservice Education revealed no
! documented evidence of recent education on

y surveitiance data

Facility iD: 100461

ffoontinuation sheet Page 101 of 164

Event ID: PEOZHT



DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 0502/2014
FORM APPROVED
OMB NO. 0538-0391

{X3) DATE SURVEY

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIER/CLIA X2 MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION DENTIFICATION NUMBER: . COMPLETED
A, BUILDING
O
185444 [ B.wiNG - 031132014
NAME OF PROVIDER OR SUPPLIDR STREET ADDRESS, £TY, 8TATE. ZIP CONE
2020 CAMBRIDGE DRIVE
CAMBRIDGE PLAGE
LEXINGTON, KY 40504
%) 1D SUMMARY STATEMENT OF DEFICIENGIES : oo PROVIDER'S PLAN OF CORRECTION et
BREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ioprERX | {EACH CORRECTIVE ACTION SHOULD BE | COMELETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) U VYR CRUSS-REPERENGED TO THE APPROPRIATE NATE
i DEFICIENGY)
; i
Fadq1:
i
t

F 441 i Continued From page 101
UTls or prevention of them, Continuad review j
i revealed the last documented inservice on"Utls |
“and Prevention” was on 08/28/13. :

Hnterview with the Staff Development Coordinator
(SDC), on 03/08/14 at 4:27 PM, revealed the
*facility had no documented evidence of any &
: special inservices performed after the November |
CUTI survelllance data was reported; however, she -
; stated there should have been an inservice with |
" that number of Infections. The SDC stated the
last catheter care inservice had been in October
12013, She stated the faciiity performed catheter
. care and perineal care checkoffs annually and
‘ she fried to observe one hundred percent ( 100%) .
of the State Registered Nursing Assistants
!{SRNAs). The SDC aiso reported SRNAs had
. received annual training via the computer related |
1o catheter care and perineal care. Continued -
interview ravealed the facility had no process in
. Place to perform random audits of perineal care :
“when the facility identified a high number of UTis, |

“Interview on 03/13/14 af 10:16 AM, with LPN

: #9/East Wing UC, revealed she pariodically
“received a chack off fist and observed an SRNA
i parforming Foley catheter eare and perineal care.

i

* She stated the last ime she had done this was !
; sormetime before December, when she had )
' observed five (5) SRNAs providing the care.

| Interviews, on 03/13/14 at 6:39 AM with SRNA i
#13, at .48 AM with SRNA #1 7, and at 10011 AM
 with SRNA #14 revealed they all indicated it had i
“been a while since they had received ary
! inservices on indwelling catheter care or perineal |
“care, and the anly recent training had been on the
i compuiter. SRNA#13 stated it had been 2 while |
' since someone observed her to provide perineal

H
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i care or catheter care. SRNA#14 was unable to ,
_recall anyone ever watched her petform catheter |
P care. SRNA#17 reportad she thought she was
: observed by a nurse, during the maonth of ]
‘ February, while she had been providing the care, |

Interview with the DON, on 03/07/14 at 3:08 PM
P and on 03/08/14 at 297 PM, revealed when
. concerns refated to UTls were identified, the
facifity needed to do inservices for staff regarding |
| proper perineat care and handwashing. She )
_ stated she thought the facility provided inservices |
fon perineal care, catheter care and handwashing
. after the seventeen {(17) UTYs were reported in
" November,; however, she stated she was uUnable
i to lecate documented evidence of the training. |
The DON stated the January UTI infections en
the West Wing South Hall couid have been
considered a cluster, and the faciity should have g
foliowed up more closely with inservices on hand
hygiens, perineat care and catheter care. in i
addition, she stated the facitity had not performed
any monitoring through observations of staff
. providing perineal care or catheter cara,

i 3. Review of the faciity's policy, titled

“Perineal/Catheter Care Protocol”, undated,

i revealed staff were to wash their hands prior {o

providing the care and after cleaning the pubis ;

- and penis. Continued review revealed Jf 4 :
catheter was in place, staff wore to obtain a new

fwash cloth and cleanse the catheter well,

; beginning at the insertion site and moving away

“from the body, and use a clean wash cloth to

 tinse the catheter. Further review ravealed after

" the perineal care was complated, staff were to

: remove their gloves, wash their hands, and don a ,

clean pair of gloves to apply the resident's brief, ;
E i
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F 441} Continued From page 103 '
. Review of the facility's policy, titled "Procedure for |
Handwashing—Nursing”, undated, revealed staff
i were lo wash their hands after handling any
~ contaminated items and after they touching & :
i resident or the resident's belongings. In addition, .
_ the policy stated after staff dried their hands, they -
were to discard the paper toweal into the
. appropriate container.

! a) Review of Resident #8's madical record

- revealed the facility admitied the rasident on

* 16/16/13 with diagnoses which inctuded Chronic

. Kidney Disease, Diabetes and a history of UTls,

' Continued review revealed Resident #3

| experienced a hospitalization and the facitity

. re-admitted the resident on 02/26/14, with

[ additional diagnoses including Acinetobacter j
{gram-nagativa bacteria) Pneumonia, Hematuria ;

(bicod in the urine), and Urinary Retention

(inability to com pletely or partially empty the

bladder). Review of the Quarterly Minimum Data _

Set (MDS), dated 01/23/14, revealed the facility |

~ assessed the resident fo be incontinent of howel

t and dependertt on staff for completion of histher
Activites of Daily Living (ADLs). Further review

of the medical record revealed Resident #8's

. March 2014 monthly Physician's Orders included |

L an order for an indweling catheter and an order
for droplet precautions {required the use of ;

personal protective equipment, such as g

; facemask, and gloves, gown and goggles/face

" shigld if substantial spraying of respiratory fluids

i Was anticipated),

: Observation, on 03/05/14 at 11:10 AM, ravealed :
“signage outside Resident #8's door indicating the
! resident had been placed on droplat precautions.
. Personal Protective Equipmant {PPE) which :
fincluded gowns, gloves, masgks, shoe booties,

F44’1§
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. and hand sanitizer was stored for use by staff on

" & table outside of the roam. Contintred

; Observalion revealed the Wound Treatment

" Nurse (WTN) donned PPE prior fo entering
Resident #8's room o complete histher skin
_ assessment. She washed her hands, then
opened the lid of the biohazard trash container )
. wilh her bare hands to dispose of the paper towe!
 prior to donning her gloves. Resident #8 j
- requested water, and the WTN removed her .
. PPE, obtained the water and donned new PPE | ;
" prior to entering the room. The WTN again was
+ observed to wash her hands and open the *
" bichazard trash container with her hare hands to
! disposa of the paper towel prior to donning her ; ‘
: gloves, Continued observation revealed Resident {
*#8 was soiled with bowel movement during the | ; i
i skin assessment and LPN #8 and SRNA #19 . :
~entered the room to provide assistance, LPN#8 | !
Fentered the room without gloves, then donned f
: gloves without washing her hands. After donning | ! :
the gloves, LPN #8 touched areas of the room
with her gloved hands, SRNA #19 entered the
room with gioves already on and was not
tobserved to have washed her hands prior tc
. providing care. LPN #8 tied the SRNA's gown
fwith her gioved hands. LPN #8 assisted the ! ]
: WTN to reposition the resident so SRNA #19 ; )
' could cleanse the resident's buttocks and anal 3 !
area. Alter completion of resident care and the
skin assessment, LPN #8 removed her PPE;
i without washing or sanitizing her hands, she
. opened the door and reached outside fhe room i
" obtain the hand sanitizer from the PPE tahle in
; order to cleanse her hands before teaving the i
“room. In addition, during the performance of )
i bowel care, SRNA #19 ptaced the closed sofled
_ brief on the resident's bed and sofled wash cloths
'on top of the brief. After cleansing the resident, A
Event i PEOZTT Faciity 1D: 160461
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- SRNA#19 did not wash or sanitize her hands
; prior to obtaining a new brief,

Interview, on 03/06/14 at 4:12 PM, with the WTN |
: tevealed typically there was a waste paper basket |
"in the bathraom fo dispose of paper towels in.
; She stated since there had been no wasie paper -
. basket in Resident #8's bathroom, she had tised
I the biohazard container o dispose of the paper
. lowels prior to putting on her dloves. She further |
* stated the biohazard container which she had ;
i touched after washing her hands was potentially -
contaminated and she should not have touched it
! Continued interview revealed the SRNA should ;
i have had two (2) separate plastic bags to put the |
" brief and linens in when she performed the bowel i
care, and should not have put the soiled brief and :
lowels on the bed linens due to the polential for i

condamination.

! Interview with LPN #8, on 03/08/44 at 555 PM,

 revealed after providing care she did notgo info |

" the bathroom to wash her hands because she

had already taken off the PPE, so she just

. reached out the door and grabbed the hand ,

! sanitizer, She stated after she feft the room, she |

. went fo the medication room and performed hand |

thyglene. Continued interview revealed she knew |
her hands she was supposed to have washed her |

hands prior to leaving tha room.

Interview with SRNA#19, on 03/08/14 at 5:35 |
PM, ravealed she did not wash her hands upon
entering Resldent #8's room because she had

| washed her hands prior to leaving another :
, resident's room, and she had applied PPE and i
! gloves prior to entering Resident #8's room. She
i stated she was supposed to wash her hands
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F 441’ Continued From page 106

-rushing. Continued interview revealed she was
_not supposed to put a soiled briaf on the bed or

i sofled linens on the brief, because of infection

. confrol; however, she had not had any plastic

“ bags o put them in. SRNA #19 indicated she

. had not realized the nurse had touched items in

' the environment before she tied the aide's gown,
. She further indicated it couid have been Jooked at !

" as an infection control issue,

" Interview with the SDC, on 03/08/14 at 329 AM,
- revealed staff had been trained to their wash
“hands and don their gloves in the room. She

i stated SRNA#19's gown should have been in

" place and tied prior to entering Resident #8's

i room. Continued interview revealed when staft
" performed incontinence care they should have a
 bag al the bedside for solled briefs and soiied )
linens. The SDC stated when SRNA #19 finishad /
; the bowel incontinence care, she should have ‘
“washed her hands prior to obtaining and appiying
i the new brief. She further stated the opportunity I
* for staff lo have used transmission precautions,
. such as droplet precautions, had not occurred .
"routinely. She revealed she had not done any
; staff re-education after the resident was ptaced
Lan the precautions, and prior o allowing staff to
. care for Resident #8. She stated there could be .
I breaks in Infection control technique if staff were :
. ol familfar with using transmissien precautions.

. Interview with the ICN, on 03/06/14 at 5:54 PM,

| revesled the staff should have washed their :
. hands once they entered Resident #8's room and ;
i not prior to entering the room. She siated after |
. LPN #3 washed her hands, she should not have :
 touched the biohazard container lid with her bare |
;hands. The ICN further stated at the point the i
' nurse touched the blohazard container lid her |

i

L
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F 441! Continued From page 107
¢ hands would be considered contaminated,
“According to the ICN, LPN #8 should have
 washed her hands prior o exiting Resident #8's |
. reom, and should not have used the hand
! sanitizer stored outside the door as it could havs
" been contaminated with a micro-organism. The
1 ICN revealed supervisors performed audits on
“handwashing and the data was reportad to the
i DON, but she had not reviewed the data,
" Confinued interview revealad SRNA#19 should
i have placed Resident #8's sofled brief and wash .
“cloths in trash bags, because placing them on the
- bed could have contaminated the bed with }
"organisms. She further stated the Unit Managers |
; monitored PPE use by staff and she had not ;
* heard of any issues related to this, She explained :
; staff should have had their PPE in place prior to
“erdering the room, to prevent contaminating their |

own clothing.

: b) Observation of urinary catheter care by SRNA i
| #14, 0n 03/07/14 at 10:08 AM, revealed she '

washed the resident's groin and penis area with ai
t wash cloth, and used the same wash cloth to '
. clean the catheter. Continued obsetvation i
i revealed SRNA#14 performed the same process

_when rinsing the areas.

!
Interview with SRNA #14, on 03/07/14 at 10:08

i AM, revealed she had been trained in providing
 catheter care. She stated after she had washed

; the residents groin and penis areas, she should
 have obtalned and used a new wash cioth to

- cleanse the catheter. She further stated she '
¢ should have followed the same process when she|
- rinsed the area and the catheter. )

Inferview with the ICN, on 03/06/14 at 5:54 PM,

revealed when cleaning the urinary indwelling
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F 441" Continued From page 108
t catheter the facility's expectation was for staff to
_ensure a clean wash cloth was usad. She
! indicated potentially harmfu! organisms could
. have been transmitted from the penis and groin
"areas to the catheter with a patential for causing
. the resident to have a UTI.,

Hnterview with the DON, on 03/08/14 at 2:22 PM,

_revealed the issues identified related (o

handwashing, skin assessments, perineai care

. and catheter care were an infection control

" concern due to the passibility of transferring ;

i potentially harmful organisms. She further stated !
the facility had not conducted ongoing audits of

! perineal care, catheter care or handwashing and

the current role of the ICN had been to track and |

FHrend infections only.

‘4. Observation of Resident #6's skin

; @ssessmant, performed by LPN #2 on 03/05/14
Fat 10:20 AM, revealed the nurse fauched the

- resident’s buttocks during the assessment,
- Without washing or sanitizing her hands, she :
i proceeded assessed the resident's vaginal area.
{ H

i
/
H

i Interview on 03/05/14 at 1036 AM with LPN #2,
! she had not realized she needed to had washed
i or sanitized her hands after assessing the
“resident's buttocks; and prior to assessing the

| resident's vaginal area.

i During Interview, on 03/06/14 at 5:54 PM and an
311714 at 2:00 PM, the ICN ravealad PN #2

I should have assessed the resident’s perines;
“area prior to the buttocks to prevent cross

! contamination.

| 5. Observations on 0304/14 starting at 10:00 AN, |
; during the initial tour of the facility, revealed bed -

H
i

F441§
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F 441" Continuad From page 109
; pans or wash basins were uncovered and lving
. on the floors of the rooms or bathreoms inrooms ¢
(21, 23,24, 27,37, and 57. In addition,
_toothdrushes were observed lying uncovered on
| the bathroom sinks for rooms 8 and 28..

¥

| Interview on 03/04/14 at 11:18 AM with RN #21UC |
of tha West Wing, revealed toothbrushes should |

! not have been lying uncovered on the sink: they

“should have been in a toothbrush holder or

i plastic bag and !abeled with the residents’ names. |

* She further stated having the toothbrushes lying |

: on the sink had been an infection control issua.

!t Interview with the ICN, on G3/06/14 at 5:84 PM,
revealed bed pans and wash basing should not
! have been left on lying on the ficor uncovered, as !
_itwas an infection controf concern, She stated |
they should have besn piaced in bags and
labelad with the residents' names. She further
! stated the practice of leaving toothbrushes
“uncovered on the sinks increased the risk of
| cross contamination and infection, ;

i

| Interview with the DON, on 03/08/14 at 2:07 P4,
revealed the Unit Managers performed

i environmental rounds fooking for jssues such as
“unlabeled and unbagged wash basing and
i bedpans in residents’ rooms. She stated if the
*Unit Managers chserved those items stored in

. that manner they were to ensure they ware ;
“bagged and labeled, The DON revealed this was |
. an ongoing problem in the facility and the SDC ;
“was training during orlentation and re-education

, of staff. She stated the concern was the potentiaf |

: for the spread of infection.

16. Observation of the lunch meal, on 03/04/14 ap

If sontinuation shest FPage 110 of 154
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F 441, Centinued From page 110
! Unsampled Resident M by wiping his/her mouth |
. With a clothing protector and giving the resident a
E drink of fluids at the restorative table, Confinued |
i observation ravealed the SRNA moved to the )
' next restorative table without washing or i
i sanitizing her hands, and assistad with feeding
t

" Unsampled Resident M. : ‘
. . i

' Interview with SRNA #20, on 03/08/14 at 222 |
i PM, revealed she had not received any training i

“on infection controi related to feeding two (2) )

i residents,

| Interview with the SDC, on 03/08/14 at 4:27 PM, |
‘ revealed the facllity had nurses ciroulate inthe
i dining room during meal service to observe for | '
* any infection conirol Issues, however, sometimes

| the nurses had to assist with feeding residents | :
- and could not observe the whole dining area. | :

f

{ She stated SRNA#20 should not have moved | A
. i

| ; \ .
*from resident to another without washing or
i sanitizing her hands because of the potential for ! )
' cross contamination, ; f
F 4641 483.70(g) REQUIREMENTS FORDINING & | F 4p4 j T
58:=0 ; ACTIVITY ROOMS : Requirements for Dining &
"“he facilty must provide one or more rooms ! ; ;Cut::i?;:;o::smiiiiﬁi:ﬁﬁéﬁa ted ;
’ designated for resident dining and activities. | for resident dining and sefivities. I
: These rooms must be-well lighted; be well g i 3;:;;3:;,1(;?;;5? :Is‘fﬂb © well Hg;h'ted’ be
A, i ] ared, with nonsmoking aveas
: ventilated, with nonsmoking areas ldentiffed; be ; identified, be adequately furnished, and
adequately furnished; and have sufficient space | | have sufficient space to accommodate all
, Bdequalely B [ et
© activitics, |

I to accommodate afl activities. : :

|
/
|
|

‘This REQUIREMENT s not met as evidencad ; ! '

i by:

] Lo . ,

- Based on observation, interview and review of [

H i H
i

!
Faclity 1: 100461
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F 464{ Continued From page 111
i the facility's policy, it was determined the facility
fafled to provide sufficient space in the dining
| roam to accommodate residents for one (1) of
twenty-four (24) sampled Residents. Residen! #5
'was unable to exit the diring reom in hisfher
- wheelchair, without staff assistance. In additlon,
*two (2) unsampled residents seated at adjacent
; tables were so crowded their assistive devices

"touched af times,
1

. The findings include:
. Review of the facility's policy, titled "Assistance

" with Meals”, undated, revealed residents were ta

| receive assistance with meals in a manner which
- met thelr individual needs. Continuad review )
i revealed dining room residents who required i
_ assistance were to be fed with aitention to safety, ]

| comfort and dignity.
FObservation of the lunch meal service in the main *
 dining reom, on 03/04/14 at 12:53 PM, revealed |
" Resident #5 was seated in a wheelchalr on the
; Side of a fable next to the wall, Due to crowding, |
“the resident was unable to exit indepandently i
j frem the table areg and required assistance from
" staff. i

1
£ .
i

" Interview with the Staff Developmaent

| Coordinator(SDC), on 03/08/14 at 4:27 P, ;
“revealed due to spacing Issues all residents could |
L not be in the dinlng raom at one time. She stated
. she had noticed Resident #5' Inabliity to to exit
 from the table on 03/04/14. She stated since that |
 ime, staff had moved the resident's location in )
" the dining room to better accommodate him/her, |
I
. Subsequent observation of the meal service, on :
F08/04/14 at 1:11 PM, revealed the two (2) middle |

F464; NO74902 KAR 20:310-7(4)(n} Section {
© 7. Nursing Unit(d}Patient’s dining, TV

viewing and recreation areas, {a) The fotal|
aveds set aside For these purposes shall be %

ot less than thirty (30) square feet

per bed for the fist fifty (50)beds and Lo
tiventy (20) square feet per hed foi all [
beds in excess of fifty. {

i
E

Criteria #1 — Resideats eafing in the
dining room are provided more space by
the implemeniation of 2 additional dining
arcas for meal service. Resident #5 is able
able to maneuver the wheelchair withont

. obstructions with the additional spacs

! provided by the additional dining areas i
added on 4/7/14. b

Criteria #2 - All residents utilizing
the dining room for meals had the :
potential to be affected by this alleged e
deficiency, as determined by the dining !
andit completed on 4/7/14, |

Criteria #3 Dining service was
I reviewed by the IDT with the implementation |
~ of 2 additional dining areas for cach mealto |
i provide more space for each resident. All staff i
© have received inservice edycation on the new
! meal service arcas ag provided by i
. the SDC and Distary Service Manager [
! on4/1/14 and 4/8/14. [
P
)

! Criteria i4 ~The CQI Toal iz included

for review as Attachment 16, The CQI

Tool addresses compliance with the enfire
reguintion, and will be compieted monthly

b X6 months and then quarterly thereafter
wirder the supervision of fhe Dietary Manager,
Results of the audits will be reported to the

QA Committee by Department Heads monthly :
'\ forsix (6) months and quarterly thereafter. f .

|

i
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. F 484 ; If an accepted threshoid of compliance, as
; t refercnoed en the CQT Tool, is not achisved,
the appropriate Department Head shall
inmmediately develop and oversee a corrective

i
F 464" Continued From page 112 i
plan. The details of the correstive plan will be f!
i
I
|

| restorative dining room tables were so close
, logether the residents seated at the adjacent :
“table ends, one (1) in a tin back wheelchair and . )
; the other in a geri-chalr (assistive devices), were reported to the QA Committee, with updated

- crowded so that their assistive devices touched at| i audit resulis, at the next monthly meeting, If

i times. ‘ *  appropriate compliance is not achieved at that
. { i time, the responsible Department Head will

¢ Continued interview with the SDC, on 03/08/14 at ~ face personnel action.

. 4127 PM, revealed the two (2) middie tables in the | ' |

F dining room were for residents who required i Criteria #5 4/9/2014, |
partial or total assistance with feeding to \ ’ '

! complete their meals. She stated the residents' !

; assistive devices should not have been tauching .

* as that could be considered a dignity lssua with : 5

i the residents’ dining experience, as wall as a

safely or infection control issue, ; _

|
Interview with the Restorative RN, on 03/08/14 at .
1 6:14 PM, revealed she observed the lunch moal ! : :
. service daily Monday through Friday. She stated ! i '
"somstimes the center tables were too closa ; X i
; because housekeeping pushed them together ‘ i :
“when cleaning. She stated staff tried to seat . , ;
 residents at the ends of the table who were =" '! _ '
" uniable fo sit straight up and required wheslchairs 5 ;

j or geri-chairs. She further stated the chairs _ ; ;
" should not have bean touching because of j i

| Infection control and safety corcerns. . :
N ¥ !5

i

! interview with the DON, on 03/08/14 at 5:45 PM,
_revealed the facility had recently "revamped” the
i dining room because they had too many ;
. residents who required belng fed by staff in the |
{facility, so they were bringing all those residents i ; ;
- nta the dining room at once to in order to feed ) ;
| them first. Contlnued interview revealod the ' ! :

s residents’ chairs should not have been touching. ; ;
| She stated if was g safety concern because they :
i

; could become tangled,
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F 485 ! 483.70(!’1) . F 465, 465 Safe/lﬁnfti{;uaifS:znitary/ fl
8$5=0  BAFE/FUNCTIONAL/SANITARY/COMFORTABL | t Comforiable Bnvironment i
g ENVIRON , i The fa_e:hty mua-.'t provide a safe, } :
: °  Functional, sanitary, and comfortable |
. , . . Lrvironment for residents, staff :
* The facility must provide a safe, functional, " and the public. i
i sanitary, and comfortable environment for i i '
| residents, staff and the pubiic. 5 * Criteria #1-The ceiling vent and fan
: i in the soifed utility room on the West Hall
‘ ) . were cleaned by housckeeping,
" This REQUIREMENT s not met as evidenced 'z . . . i
i by: ; ?i:i§e1'13 #2-An inspection of all !
_ Basad on obsaervation, interview and review of ¢ Ceiling ‘fms and {?’S ,Waks completed
i the facility's policy and ™10 Step Cleaning” - f flip Zlcignabgcﬁ;i{o{?;} :lf e; eg:ﬁg :
; document, it was determined the facility falled ta ; Sugemsm aﬁd desig;}ated e
ensure a safe, fgncttonaf, sanitary, and " . Housekeeping staff with cleaning } !
i comfortable environmsnt for residents, staff and | P completed with dust build up. P
. the public, . : } ‘;
i ! ' Criteria #3-Housekeeping staff i
i Observations during the initial facility tour, ! havereceived inservice education by |
beginriing 03/04/14 at 10:40 AM, revealed the . the Housckeeping Supervisor on i
I celling vent and fan in the soiled utitity room on | I 4/18/14 on the need to provide a {
. the West Hall were covered with an excessive . safe, functional, sunitary, and ‘f
Pamount of dyst, ! ! comfortable environment, including l
; ; butnot limited fo Inspect and clean all é
i T . : ! ceiling venis and fins as part of daily
I The findings include: , . cleaning routines, i
' Review of the facility's poliey, ftled "Safaty ; i Criteria #4-The CQI Tool is included for )
| Policy”, revealed lint and trash buildup eould : | Review as Aitachment ES-1, The CQI Toal ,
‘cause afire, i ! addresses compliance with the entire _
i : . regulation, and will he completed monthly X 6 i
" Review of the facility's, “10 Step Cleaning” : nmnihs‘ gﬁé then quarteﬁ;:' thereafter under the
 dosument, undated, revealed housekeeping staff } Suporvision of the Administrator. Results of the
_were to "high" dust all surfa cos above the ! i audits will be reported {o the QA.(,(’)immttee by
{ shoulder. . ¢ Department Heads moathly for six (6) months
; _ and quarterly thereafter. If an accepted threshold !
i . . - ; of compliance, as referenced on the COI T ooi,
* Obsarvation during the Initial tour of the facility, | . isnot af_:hicved, the appropriate I}epajgnent f
- 0N 03/04/14 at 10:50 AM, revealed the cailing fan , ! Head shall immediately develop and oversee |
“and the exhaust fan in the West Hall sofled utifity ! . acorective plan. The details of the corrective i
{ room had excessive dust buildup on them, | !
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F 4890; 483.75 EFFECTIVE
83=K " ADMINISTRATION/RESIDENT WELL-BEING

f

~ Afacility must be administered in & manner that
tenables it (o use its resources effectively and

. efficiently to attain or maintain the highest

" practicable physical, mental, and psychosacial
 well-being of each resident.

i

!

| This REQUIREMENT is not mef as evidenced

j

by .
ew and review of |

| Based on interview, record revi
. the facility's policy, it was determined the

ffor three (3} of twenty-four {24} sampled residents 5

; (Resident #15 #12 and #1}.
| State Registered Nursing Assistant (SRNA) #2,

L on 02/25M14 at approximately 10:30 PM, notifiad
| Registered Nurse {RN) #1, thal five {(5) days
earlier on 02/20/14, she had witnessed SRNA #1
i verbally abuse Resldent #15 and Resident #12;

i
i
|
i
i

i

and witnessed SRNA #1 being physically abusive |

i to Resident #1. The faci
-to ensure Resident #1 was assessed for injury

i after the facility became aware of the physical
“allegation. As a result of SRNA 2 delay In

i reporting these allegations, SRNA #1 was not

. removed from care of residents and worked or

ity's Administration fafled |

H
1
H

i
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" ! { planwitl be reported to the QA Committeo, with, |
E 465 ; ;‘ i planwi € repor @ 0 g, :
4 COf?f!f?ued me page ﬁ,4 ) ) F 465: updated audit results, at the next monthly !
"interview with the H{)usez{eepmg Dﬂ'ector, on i mecting, ]’fappr(}pyia[e compliance iz not | :
i 03407714 at 12:41 PM, revealed the staff was fo if achieved at that time, the responsible { :
“high dust all fans and vents every Wednaesday, ¢ Department Head will face personnel action,
i The Housekesping Director stated thare should : i
i ; { Criteri i 14
_ fot be more than a week's worth of dust an the I ¢ Criteria #5 April 9, 20 ’
‘fans. He acknowiedged there was.more thana ]
. week's worlh of dust on the fans in the Waest Half ! ,
* soiled utility room which could be a hazard. |
F490; F490 |

Administration, A facility must be
administered in a manner that enables

it to use its resources effectively and

efficiently to attain or mainiain the

highest practicable physical, mental, and
psychesocial well-being of each

resident,

N 316 902 KAR 20:300.15 Section 13,
Administration

A Facility shall be administered in » {
manner that enables it {o use its :
resouvees effectively and efficiently to !
attain or maiatain the highest
practieable physieni, reatal, and
psychosocial well-being of ench

resident,

Criferia 1: -The DON and NITA i
received education by the Nurse !
Consultant on 3/5/14 regarding the I
regulafory requirements on reporting ’
and investigating allsgations of abuse

and the elements of 2 thoraugh Investigation,

Criteria 2: -Residents previeusly
interviewed have been interviewed
again with additional guestions by the
DON, NITA and/or the S8T) on 3/6/14.
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Criteria 3:  -The DON, NHA and

; . - . i
F 4905 Continued From page 115 | F 4901 S8B received in-service education on
- 02720/14 and 02/21/14. i lheinvestigation and reporting of abuse
i © byihe contracted Nurse Consultant o1

;
“ Afthough the facility's Administration was notified

¢ on 02/25/14, of the alleged abuse which occurred

i 3/6/14, including, but not Hinited to:
i identification of events requiring
fnvestigation; inferviewing of residents,

Y on 02/20/14, SRNA #1 was allowed 10 report to i ; i :
. work and care for residents on 02/26/14 from ¢ shifand all wimesscs; protection of the
£ 3:00 PM to 3:30 PM before being suspended, resident; end reporting of allogations and
. Therefare, the facility's Administration faifed to f f Ei;ﬁzhggmg :;e:rzf anwc?; detelgnmed
! ensure residents were protected from potantial : agswemg q'ugsn- ons, g I

abuse during the investigation. i
o ‘ ; . -The NHA shall be ‘
" Also, interview and record review ravealed the ! ! responsible for delegating duties to i
. facility's Administration failed to immediately . ., onsure employee compliance with the

i facility’s Abuge Policy; including, but

5 investigate the allegations; and faled to report alf | ;
 the allegations immediately to State Agencies as * netlimited to protecting the resident(s),
I per state law. The facility's Administration failed ! ind reporting allegations ard

to conduct a comprehensive investigation by only : iovestigation findings to the OIG.

via phone; and the DON and/os NHA shall

“re-aducation of the facility’s abuse policies was
! determine who shal} investigate and report,

; provided to the staff involved and to other siaff ;

! after being notified of the alfegations on 02/25/44

to ensure the policies were Implementad in the | ,
| ! ~The NHA will report alf

i future. (Refer to F-225, F-226, and F-520). : " findings of the facility investigation

|

| inferviewing residents who were interviewable: | i I . f

"and not including interviews with staff who had = | i g;fg;t;:?ezewe'{?g F%):?Ed-ﬁ“egamm :

. worked at the time of the allegations. ; | investigation team}i;ncludiiﬁ;ge NHA {

* Additionally, the facility's Administration failed fo ! 3 S8, and ON immediately during ’ !

. ensure a wrilten statement was obtained from i i normal business hours fo determine [F

| SRNA#1, the alleged perpstrator, as per policy, | " which team members will investigate f

. . and report the allegation to the required :

| The facility's Administration also falled o ensure ! : authorities. During off hours, staff sha ;[

! : : notify the DON and/or NHA immediately ;[
i i

I

!

| feam io the Nurse Consultant upon
conclusion of the team review {within §

_ The faciiity's Administration’s failure to have an

' sffsctive system in place to ensuremfhe facility's ;. working davs of the aflegation) (o r'

_ policies were implemented; and, failure to ansure ; ! determine that all necessary investigation |
and reporting interventions have been initiated. ;

; its resources were utilized effectively and z ;
s efficlently was likely fo cause serious infury, harm, |
; Impairment, or death, Immediate Jeopardy was

| identified on 03/05/14, and was determined to ;

. exist on 02/20/14,
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F 490, -The facility QA team .
i I

F 480 Continued From page 116

i The facility provided an aceegptable Credible

" Allegalion of Compliance (AQGC) on 0312114 with
: the facility alleging remaval of the Immediate
Jeopardy on 03/07/14. The Immediate Jeopardy
! was verified 1o be removed on 03/07/1 4, prior to
_exiling the facility on 03/1 3/14, with remaining

! non-compliance at 42 GFR 483.75,

. Administration, F-490 Administration, with a

! Scope and Severity of an "E", white the faciilty

; develops and implements a Plan of Correction,
“and the facliity's Quality Assurance Committes

: continues 0 monitor to ensure compliance with

" systemic changes,
i
_ The findings inciude:

' Review of the facility's palicy tilied, "Palicy on

| Abuse", undated, revealsd al personnel were to

_immediately report any incident or suspacted

| incidents of resident abuse to their Supervisor,

Social Services (SS), the Director of Nursing

[ {DON) and Administrator, Conilnued review

revealed an incident report form was fo be

 initfated by the Charge Nurse upon receiving a

_repart of suspected abuse. Review of the Policy

! revesled the
ware {o conduct an immediate invastigation of

i abuse ar neglect allegations. The Palicy further

staled the Administrator, DON andfor 58 Director

{ were to report incident/allegation fo the

. appropriate State Agencies, Additionally, the

i Policy indicated writfen statements were 1o be

- obiained from all persona with knowledae of the

freported incldent.

Review of the facility's investigation, "Combinad
; incident ReportfFinal Report" form subrmitted fo
' the State Agencies on 02/28/14 af 5:39 PM,

i
i
I

!

Administrator, DON and $S Director i

]

f
i

with the Medical Director convened on ]
. 03/6/14 to review the circumstatices of i
Pothe aliegation, and all interventions [ ’
which have been and will he implemented ]
by the facility, The CQI Tools are included
for review as Aftachments A5 amd A8
{weekly X 4 weeks than as described),
The CQI Teols address compliance with the
entire regulation and will be completed monthiy
i X 6months and then quarterly thereafter under
© the supervision of the Administrator, Results of
i the audits will be reported to the QA Committee
by Department Heads maonthly for six (6)
months and quarterly thereafiey, 17 an accepted
. threshold of compiiance, as reforenced on the
YOOI Tool, s not achieved, the appropriate
Department Head shail immediately develop
and oversee a comective plan. The details of
the corrective plan will be reported to the QA
Commiitee, with updated andit results, at the
| next monthly meeting, If appropriate
© compliance fs not achioved at that time,
| the responsible Deepartment Head will face
! personnel action.

- = Facility siaff wil compiete a questionnaire
" at the completion of quarterly training on abuse,
! negleet, exploitation and misappropriation as

provided by the SDC, Any areas of concern
| and/or problems will be immediately addresged |
. by the SDC SDC wil take rosulfs of the completed |
I guestionnaires auditing and any necessary
intervenfions to the QA committes quarter]y,

Criteria 5: April 9, 2014,

i
H

i
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F 4901

F 490 : Continued From page 117
“revealed tha form listed tha "incident date” as i
i 02/26/14, instead of 02/20/14 as per report of :
' SRNA #2. Review of the form revealed SRNA #2 |
{ was working the same rooms as SRNA #1 and :
felt SRNA#1's conversation with the residents :
finvolved was not “appropriate”. Continuad review _
. revesled the shift was gver when this was |
* reported to the House Supervisor, Review
i revealad the House Supervisor reported this
information to the Administrator: and SRNA #1 . ;
- was "suspended” for three days "immediately” to | ;
" protect the residents, According to the form, the .
i DON and the Social Worker (SW) interviewed the |
“two (2) residents and they indicated no staff ;
i member had said or done anything to ther that
’ they felf was inappropriate. Review of the form
i revealed SRNA #2 and the House Supervisor, |
" Registered Nurse (RN) #1, were friends and RN |
- #1 had "had words" with SRNA #1 before. The | : :
formt stated the facility's conclusion was to relirn [
i SRNA#1 to work on the day shift and on the f ; ’
" other unit to monitor her closely and to offer i
 fraining in proper technique provided by the Staff
" Development Director. Further review of the
i form, revealed no documented svidence ofthe
- aliegation of physicat abuse of Resident #1. ]
i However, on 03/05/14 at 10:30 AM, per the f
' request of the Surveyor, for a copy of the
. completed invesligation, a copy of SRNA #2's
Lwritten statement was recelved which indicated
. the aiteged physicat abuse regarding Resident

LT

! Interview with SRNA #2, on 03/05/14 at 3:30 PM, |
. revealed on 02/20/14 she had witnessed SRNA#1

F being verbally abusive to Resident #15 and

- Resident #12; and physically abusive to Residant ! :

F#1. SRNA#2 stated she did not report the abuse | :
_until 02/25/14, when she told Registered Nurse i
EventiD: PEOZ 11 If condinuation sheet Paga 18 of 154
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F 4907 Continued From page 118
{RN) #71 about the allegations, SRNA #2 !
" explained she had received abuse fraining on hire :
¢ and knew she was o report any abuse
_immediately; however, she had failed to report
 the abuse. Further interview revealed RN #1 had §
. ensured SRNA#2 notified the DON immediately

" of the allegations.

Interview with RN #1, on 03/05/14 at 3:50 PM,
revealed she Immediately called the DON on

, 02/25/14, after SRNA#2 notified har of the

: allegations. According to RN #1, the DON
informed her she would rotify the Adminisirator,

Interview with the DON, on 03/05/14 at 10:30 AM !
and 6:30 PM; and 03/07/14 at 12:50 PM, revealed ;
i she was notified an 02/25/14 at 10:30 PM by RN
#1 and SRNA #2 of the verbal abuse altegations; |
! however, she was not nolifled of the physicai !
. abuse allegation at that time. The DON siatad
* she was unaware of the physical abuse allegation ;
s until 02/27/14 when she read SRNA #2's written
*statement. She stated the Investigation was not |
; started until 02/27/14 after she and the S8 k
“Director returned from a conference, two (2) days |
; after learning of the allegations, According to the ;
- DON, the facility's investigation consisted of
Hinterviewlng interviewable residents and this did j
not identify any concerns. The DON stated none
“of the staff who worked the evening of 02/20/14
. was interviewed. She stated there had been a
foonflict between SRNA #1 and RN #1 anrd
; because of that, and the residents expressing no |
" concerns, the fackity unsubstantiated the :
allegations. She indicated she was unaware the ;
_facility had not been in compliance with reparting i
Hthe alleged abuse to State Agencies. The DON |
; stated she thought the facility had five {5} days to |
' repart to the State Agencies from the time facliity
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