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F 323: Continued From page 94
counter, which was a concern.

' Review of the Barbicide Matetial Sately Data

; Sheet (MSDS) revealed the product was to he
“kept out of reach of children and ingestion or eye
- contact were to be avoided. Review of the MSDS
"revealed if the product was ingested to drink
_water and if large quantities were ingesied it

‘ could cause circulatory shock and medical

attention shouid be sought immediately.

Continued review of the MSDS revealed
- brolonged inhalation of the product could cause
- disorfentation. dizziness or nausea. Further

review revealed if the product came into contact

- with the eyes it could cause & burning sensation,

watering or redness.

Interview with contract Beautician #1. on 04/28/15 |

at 11:20 AM and at 12:43 PM revealed she just

: closed the door and did not lock it when she left
the Salon. She revealed she was not sure
“whether the Salon door was to be tocked if the

area was left unattended. She stated she was

- also not aware she couldn't leave a resident
sitting in the Salon unatiended, and was unaware 5

the Saion door was supposed to be lockad when

- the Salon was left unattended. Continued

interview revealed she had not received any

: training from the facility on ensuring she kept the
Salon door locked if # was unattended, with or

- without a resident present in it. According to

- Beautician #1, however, the Barbicide was a

chemical which she thought would be

- 'dangerous” if swallowed.

: Interview with contract Beautician #2, on
1 04/29/15, at 2:30 PM revealed she was unaware

she couldn't leave a resident sitting unattended in :

- the Salon. Per interview, she was not aware fhe
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" Salon door needed to focked when the Salon was

. unatlended, while she went to get residents to

: bring to the Salon. Further interview revealed she
had not received any training from the facifity on
- ensuring the Salon door was locked when it was

unattended and not to leave a resident
. unattended in the Salon.

- interview with the Administrator, on G4/28/ 15, at

F2:20 PM, revealed the Salon service was
coniracted. He revealed he was unaware ihe

*facility had a responsibility to educate the
beauticians working in the Salon. Continued

s interview revealed he was under the impression

“the beautician license indicated they weare familiar -

- with Salon safety in a Long Term Care facilify.

£ 353

Ss=g PER CARE PLANS

The facility must have sufficient nursing staff to
- provide nursing and related services to attain or

- maintain the highest practicable physical mental
and psychosocial well-being of each resident, as

. determined by resident assessments and
"individual plans of care,

- The facility must provide services by sufficient

" numbers of each of the following types of
bersonnel on a 24-hour basis to provide nursing

- care 1o all residents in accordance with resident

care plans:

- Except when waived under paragraph (c) of this
section, licensed nurses and other nursing
personnel.

- Except when waived under paragraph (c) of this
section, the facility must designate z ficensed

483.30(a) SUFFICIENT 24-HR NURSING STAFF |

Fazs

F353 F353 E

Residents Affected

Resident #15 is receiving his showers
as care planned; and as of 6-8-15
shower sheets are being completed
and turned into the DON to verify
whether he accepted his scheduled
showers or refused them.

Resident #22 call lights on 3-11 are
being answered promptly and social
services is following up on assuring
-resolution of her concerns of call
lights not being answered promptly
~on the 3-11shift,

Resident #A call lights on 3-11 are
- being answered promptly and social _
‘services is following up on assuring

resolution of her concerns of call light .
 not being answered promptly on the

3-1tshift. :

|
|
|
f

|
|

|
|
|
|
|
|
|
|
|
|
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nurse o serve as a charge nurse on each tour of

- duty,

- This REQUIREMENT is not met as evidenced

. by:

* Based on interview, record review and
 the facility's policy. it was determined the facility
failed to ensure sufficient nursing staff to attain
“the highest practicable physical, mental and

: psychosocial well-being of each resident for two
{2) of twenty-two (22) sampled residents
(Residents #15 and #22) and four (4) of six sy
 unsampled residents (Unsampied Residents A, B,

C and D).

- Interviews with Resident #15 and Unsampled
Residents B. C and D revealed showers/baths
s weren't provided on a timely and regular basis.

Also, interview witlh Resident #22 and Unsampled -

- Residents A and B revealed they had to wait an

. extended period of time on second shift for staff

o respond to their cali lights.

“The findings include-

: Review of the facility’s.

“Staffing Poticy and

- Procedure Direct Care", undated, revaaled the

facility would

actively pursue efforts to provide

“sufficient staff and sufficient hours of work for the
: purpose of providing appropriate care to the
residents which enhanced the qualily of life of

each resident, Further review revealed staffing
was to be adjusted based on resident care

‘ requirements.

' Review of the faciﬁty's‘documentaﬁon revealed

review of

being answered promptly and social

- services is following up on assuring

resolution of her concerns of call light

* not being answered promptly on the

3-11shifi.

- Resident #C is receiving her showers

as care planned; and as of 6-8-15

- shower sheets are being completed

and turned into the DON to verify

- whether she accepted her scheduied

showers or refused them.

Resident #D is receiving her showers

as care planned; and as of 6-8-15
shower sheets are being completed

" and twaed into the DON to verify
. whether she accepted her scheduled
- showers or refused them.

The ftacility verified that resident #15
resident # C, and # D were receiving
their scheduled showers by obtaining
the shower sheets from the SRNA
afler exit on 5-14-135.

The facility verified that the call
lights were being answered timely for

Resident # 22, # A and # B by

conducting resident visits weekly by

the Social Services Director and the:

Administrator after exit on 5-14-15.

ldentification of Other Residents

All residents have the potential to be

affected.

As of 6-8-15 shower sheets are being

completed and turned into the DON
to match the shower schedule to
verify that all showers are being
given as scheduled.

|
|
|
|
1
|
|
|
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: fifty-nine {59) of the one hundred and four (104)
residents currently in the facility required an assist:
- of two (2) for toileting and transfers, and farty-four
{44) residents reguired an assist of two {2) for

~turning.

1. Record review revealed the: facility admitted

¢ Resident #22 on 08/26/14 and re-admitted

“him/her on 09/30/14, with diagnoses which

- included Cerebrovascular Accident (CVA with

- Right Sided Hemiplegia (Paralysis), Heart Failure, |
[Diabetes and Chronic Kidney Disease. Review of

- the Quarterly Minimum Data Set (MDS) _

‘Assessment, dated 03/27/15, revealed the faciity -
assessed Resident #22 as cognitively intact, and

to require extensive assistance of two (2) staff for -
toileting. Review of Resident 22's '
Comprehensive Care Plan revealed a care plan

- for altered urinary efimination which noted the
resident required assistance with toileting refated

- to being incontfinent of bowel and bladder.
Review of the care plan interventions revealed
staff were to provide adulf incontinence

- briefs/puli-ups as needed and provide assistance
with toileting. Further review of the
Comprehensive Care Plan revealed Resident #22

- was at risk for impaired skin related to histher
incontinence and the interventions included to

_ensure the resident’s skin was clezn with no

‘ excessive moisture.

 Interview, on 05/02/15 at 8:25 AM, with Resident
#22 revealed the resident was able to alert siaff
“when needing to go to the bathroom, and he/she

. used a bed pan and urinal, wore briefs and

- needed staff's assistance with toileting. Resident
#22 stated when hefshe used the call light he/she |
. expected it to be answered timely. However,

- Resident #22 revealed on the facility's second

FSSSETI}G nursing  department including :

RN’s, LPN’s, CMT’s and SRNA’s
have been in-serviced on 6-5-15 thru
60-14-15 by the DON the Unit:
managers  and  shift  supervisors |
regarding following each resident’s
~care plan  including turning  and
repositioning, toileting, assisting with
meals, showers and baths, and
promptly answering call lights.
“Systemic Changes
The facility has added a shower team
. to the additional current staffing on 6-
815 consisting of 4 SRNA’s to
perform all showers as care planned
for each resident. The SRNA’s
providing direct care to the resident’s
on the floor will no longer be
- responsible for giving showers which
will allow them more time to answer
- call lights especially on the 3-11 shift,

As of 6-8-15 shower sheefs are being
. completed and turned into the DON

to match the shower schedule (o
- verity that all showers are being
- given as scheduled.

Call light audits were initiated on 6-8-
(15 by the Administrator t¢ be
‘performed on each hall and on each
shift including weekends Monday
-thru Sunday. The audits includes the
room numbers, the time call lights go
off and the time the call light is
- answered.

The audits will be performed by the
" unit managers, 3-11 and the 117 shift
supervisors Monday thru Friday and
“weekend supervisors on Saturday and

Evert 1D: SHEMY
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shift it sometimes fock forty-five (45} minutes o
- an hour for staff to answer the call light if he/she
" needed to use the urinal or if he/she wanted the
. brief changed. Further interview reveated
- Resident #22 didn't like o be wet because it
made him/her feel dirty when he/she was wet.

2. Record review revealed the facility admitted

. Resident #15 on 02/28/14, with diagnoses which

“included Dementia, Depression and Insomnia.
Review of the Quarterly MDS Assessment dated :

- 02720115, revealed the facility assessed Resident
#15 to have a BIMS score of four {4) out of fifteen

- (15}, indicating severe cognitive impairment, :

~ Review of the Certified Nursing Assistant {CNA)
Care Plan Record for April 2015 revealed

‘ Resident #15 preferred showers, although there
was nc documented evidence of days or times.

- Continued review of the CNA Care Plan Record

“revealed Resident #15 preferred maie staff's
assistance for his/her showers.

e
e T

Review of Resident #15's Shower Sheets for the
months of January 2015 through April 2015,

- revealed between 03/12/15 and 04/22/15, a

“period of forty-one (41) days, there was no

_documenied evidence Resident #15 either

: received or refused any showers. However,

review of the resident's "Right to Refuse” Routine :

Care sheets, dated 01/21/15 and 02/18/15, i

:reveated Resident #15 refused showers on those

two (2) dates, as the showers were offered by a

female CNA.

Interview with CNA#15 on 04/30/15, revealed he
usually worked second shift, on Unit 1, and a ot

- of times only four (4) CNA’s worked on the unit.

- CNA#15 siated there were quite a few times
when there were only three (3) CNA's working on

" Sunday. The call light audits will be
F 353 reviewed daily Monday thru Friday
- by the Administrator for compliance,
In addition to the call light audits,
. Social services and the Administrator
are  conducting room  interviews
~weekly with 3 interviewable residents
fon each unit concerning call lights
being answered timely or to enlist any
: Tesident care concerns,

Monitoring
The facility implemented a shower
team consisting of adding 4 SRNA’s
 to the current staffing to complete all
showers weekly. The back-up for the |
_ shower team consists of the staffing |
* coordinator, medical records
coordinator, Central supply |
: coordinator who are certified SRNAs !
or a floor SRNA not scheduled for
_that day in case of a call in and/or
- vacation on the shower team. :
The staffing Coordinator, DON and
the Administrator meets daily with
the staffing schedules to g0 over:
. staffing and to ensure call in’s are
- covered to ensure adequate staffing is
present o meet the needs of the
. resident’s on all shifis Monday thru
Sunday. The meeting to go over’
weekend staffing occurs on Fridays to
censure call in’s are filled and that :
there is adequate staff scheduled for |
. Saturday and Sunday. _
“The  facility will  utilize agency, .
Administrative staff and enlist current
cstaff to help cover call-in’s when |
| necessary to ensure adequate staffing .
to meet the care needs of the
 residents.
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F 353 Continued From page 99
- Unit 1 on second shift, and at fimes they didn't
- always have enough help to accommodata
residents’s care and reguests. Per interview,
 sometimes Resident #15 would refuse showers,
: as he/she had done yesterday, 04/29/15.
CNA#1S revealed however, Resident #15 would
: take showers. According to CNA#15, ideally
“sufficient staffing for the unit would be five {5} or
- six (6) CNA's for second shift. Further interview
revealed when there wasn't sufficient staff, it was
_ difficult to answer residents' call lights in a timely
" manner, although he and the other CNA's worked :
as hard as possible to do this, and did the best

f they could.

- 3. Record review revealed the facility admitted

" Unsampled Resident #A on 09/24/14, with

. diagnoses which included Intestinal Infections

Due To Ciostridium Difficile (C-diffy, Sepsis and
Urinary Tract Infection {UT1). Review of

- Unsamped Resident A's Quarterly MDS
Assessment, dated 03/27/15, revealed the facility -
assessed the resident to have a BIMS score of

fifteen (15) out of fifteen (15), indicating the
resident was cognitively intact.

Interview with Unsampled Resident #A on :
05/0G2/15 at 8:15 AM, revealed he/she had to wait

{ up to forty (40) minutes at least three (3) times

“recently on second and third shift for staff to

. respond to his/her call bell after an incontinent

- episode. Unsampled Resident #A stated it was
important o be changed timely due to his/her

. history of UTls. Per interview, it made him/her
feel bad having to wait a long time for staff, as
he/she didn't like lying in urine and feces.

- Accarding to Unsampled Resident #A, staff didn't

“come into the resident's room and check on :
him/her at night, and when he/she awakened in

' The Administrator reviews the actual
353 staffing thru the payroll reports
- compared to the schedule every
moring Monday thru Friday to

- ensure there was adequate stafting for
the last 24 hours a5 a QA check.

- Call light audits were initiated on 6-8-
15 by the Administrator to be
performed on each hall and on each
shift including weekends Monday

- thru Sunday. The audits includes the
room numbers, the time call lights go

off and the time the call light is

‘ answered.

The audits will be performed by the

- unit managers, 3-11 and the 1]-7 shift
supervisors Monday thry Friday and

. weekend supervisors on Saturday and
Sunday. The call tight audits win be '
reviewed daily Monday thru Friday:

" by the Administrator for compliance.
In addition to the call light andits, !

- Social services and the Administrator
are  conducting room interviews

. weekly with 3 interviewable residents

~on each unit concerning call lights.
being answered timely or to enlist any

; resident care concermns.

The results of the call light audits and
* resident scheduled shower
compliance and staffing  will be
submnitted to the monthly Quality
Assurance  and Safety committee

s meetings  which  consists  of the
Medical Director, DON,
Administrator, Consultant

pharmacist, Infection control nurse,
Quality  assurance murse, Social
services director and the Dietary by

|
|
|

e e,
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F 353 : Continued From page 100 :
the morning, the water pitcher had not been filled.
 Further interview reveaied the resident falt the
facility needed more staff to help residents and
- for supervision, especially on the second and

* third shifts.

- 4. Record review revealed the facility admitted
Unsampled Resident #8 on 10/15/13, with

. diagnoses which included Hypertension,

" Hyperfipidemia. Alzheimer's Disease and
Dementia. Review of the Quarterly MDS

- Assessment dated 02/27/1 9, revealed the facility
assessed Unsampled Resident B to have a BIMS

: score of fourteen {14) out of fifteen (15),

Cindicative of being cognitively intact.

Interview with Unsampled Resident #8 on
05/04/15 &t 11:30 AM, revealed the resident had

- walted as fong as an hour or more for his/her call :

light to be answered. Per interview not leng ago
on the second shift he/she rang the call fight for

. assistance onto the bedside commode and was

“helped onto the bedside commode. Unsampled
Resident B stated however, he/she sat on the

commode for forty (40) minutes wailing for staff to
come assist him/her after ringing the call light to

. alert staff fo assist him/her off the bedside

- commode once he/she was done. Unsampled

Resident #8 further revealed, hefshe had not had :

_a bath in a week, as staff had said they did not -

* have time to assist him/her with taking a bath.

5. Record review revealed the facility admitted

. Unsampled Resident #C on 1112710, with

 diagnoses which included Generalized Muscle
Weakness, Anemia and Syncope and Collapse

- (Fainting). Review of Unsampied Resident #C's

- Quarterly MDS Assessment dated 02/13715,
revealed the facility assessed the resident to have

- Date af Correction:

©6-26-15
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“a BIMS score of fourteen {14) out of fifteen (15),
- Indicating no cognitive impairment. Continued
‘review of the MDS Assessment revealed the

facility also assessed Unsampled Resident #C as :

' requiring assist of one (1) with bathing.

Interview with Unsampled Resident #C on

- 05/04/15 at 10:00 AM, revealed he/she was
scheduled showers two (2) times weekly, and

: he/she sometimes had fo wait for staff fo be

available to assist him/her. Unsampled Resident

- #C revealed showers were scheduled by shift, not
“by time. and he/she could not depend on getting

a shower at any specific time.

6. Record review revealed the facility admitted
~Unsampled Resident #D on 10/05/12, with
- diagnoses which included Anxiety State, Acute

Pancreatitis and Difficully Walking. Review of the

. Quarterly MDS Assessment dated 04/10/15.

revealed the facility assessed the resident to have

a BIMS score of nine (9) out of fifteen (15),
. indicating moderate cognitive impairment and to
 require assist of one (1) for bathing and

aimbuation.

Interview with Unsampled Resident #D on
05/04/15 at 10:20 AM, revealed he/she was

- scheduled to get histher showers on second shift: ‘
~however, did not always get the showers on time.

Per interview, the resideni recently had a shower
. day, but staff did not approach him/her unti! 9:30
PM at night, when he/she was ready for bed.
- Unsampled Resident #D revealed he/she refused
the shower at that time due to the iate hour.

Interview with CNA #10 on 04/30/15 at 10:50 AM,
revealed when they were short-staffed on second
- shift, they were not able ta meet all the residents’

|
|
|
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. care needs. CNA#10 revealed showers and
baths might not get done if they were short
- ONA's.

interview with LPN #11 on 04/30/15 at 4:32 PM,

. revealed during the past two (2) months, staffing

- for the units had been down to four {4} CNA's on
second shift. LPN #11 revealed this had an

- impact on resident care, causing longer waits for

resident care to be done, and the CNA's not '
having time to do the residents' showers. LPN

- #11 revealed if they were short staffed, residents
were often fed in their rooms instead of being
taken to the dining room, and residenis had to

“stay in bed longer in the morning before stalif was
available to help them get up.

nterview with CNA#12 on 05/01/15 at 1144 AM,
revealed they frequently worked short staffed on

- second shift. CNA#12 revealed when this was
the case, they didn’t have time to pravide the
residents’ showers. She stated the CNA's

- answered call lights as quickly as they could. Per .

 CNA#12, howsver, if they were passing trays,

~and there was only two (2) CNA's on the unit, it
could routinely take ten (10) minutes or langer

- before they could respond.

Interview with CNA#11 on 05/01/15 at 2:21 P,
. revealed she couldn't get her work done when
there was only three (3) or four (4} CNA's on
second shift. CNA#11 revealed there was no
- way they could give the residents' showers when
“they only had three (3) or four (4) CNA's working
~the unit. Per interview, there should be two 2y
CNA's minimum on each hafl or six (B)CNA'swoa
unit to ensure residents' care needs were met.
- CNA#11 revealed there had been gaps in the
hydration documentation for each resident, which

R TN W
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- staff had been instructed to "fill in” despite not
“having the information, and she had refused to do
this. Continued interview revealed she didn't take g

¢ & lunch break when there was only three (3)
CNA's on second shift, and although she had

 tried to explain her concerns to the Administrator,

‘she was told he didn't want to hear them. CNA
#11 stated residents had so many wounds and

falls now due to not having enough staff. Per

- CNA#11, there was not enough CNA’s to do the
rounds, respond to cail lights and tum and

. reposition residents. Further interview revealed
~when short staffed on second shift, call fights
could ring for ten (10) minutes or longer, and :

- nurses only responded to call lights "when state is

' hare'”,

: Interview with CNA#18 on 05/02/15 at 8:14 AM,

revealed when they were short staffed on second
shift, they just got done what they could. CNA

- #16 revealed on 04/24/15, they had only had

three {3) CNA's on second shift, not enough staff
to provide the residents' showers which were nat

_done. Per interview, aithough she didn't know

. how long it had taken fo answer call fights, there

“had been residents tired of waiting or unable to
wait any longer, getting up for toiteting and

; experiencing falls as a result,. CNA#16 revealed :

- when short staffed they found themselves having
to respond {o residents alarms which were going

off, to prevent the resident from having an

- accident, Further interview revealed the afarms

- might not have gone off if the units were
adequately staffed and the CNA's had the time to
respond mare quickly to call lights. ;

Interview, on 05/02/15 at 14:30 AM. with CNA #31 |
reveated he worked the evening shift and in the
. past six {6) months the staffing levels had really

|
|
|
|
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~decreased. He stated the CNA's could not

: provide the level of care to the residents which

they needed because there was not enough staff

: on the evenings and weekends. Per interview,

there was now usually four (4} to five (5) CNA's
per unit where there used to be six (6) CNA's per -

- unit consistently. CNA#31 revesied with so few
CNA's on the units incontinence care and turning

i and repositioning which was to he done avery wo |

(2) hours, was only done twice a shifl. He stated

. supper was over at 7:00 PM; however, it tack untii
9:30 PM to get the residents to bed which was fco
long for some residents to have o sit up after

: supper. Continued interview revealed when they -
worked short staffed oral care did not always get

- done before bedtime, ice water did not always get

“passed, and therapsutic snacks from the kitchen

. did not always get passed. Per CNA #31, this :

- oceurred almost every weekend. He revealed he
had been told to use the mechanical lifis by

- himself if no one could assist him and to just

close the door s no one would know; however,
he had refused to do this. Further interview

- revealed the nurses did not help answer cail beils
and sometimes the call belis would ring over ten

- (10) minutes before someone could answer them

 Further interview on weekends there was no .
supervisor or management in the faciiity to report

L concerns fo.

Interview with CNA #26 an 05/02/15 at 11:32 AM,
: who worked on weekends revealed staffing was
“terrible." CNA#26 revealed the last four (4} or
! five (5) weekends they had been short-staffed
“and when this occurred the residents’ care
suffered. Per interview, residents sometimes
. compiained to her of not getting their showers
- during the week.
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Interview with CNA#17 on 05/03/15 at 11:50 AM,
_revealed on unit 2 they used to have five (5) or six
+{8) CNA's, which had now been cut down to four
{4) CNA's, but they were siill expected fo do as

- much work with four (4) as they had used to do

with five (5) or six (6) previously. CNA#17

: revealed she didn't think they wers answering
residents’ call lights fast enough, and when they
. were short staffed showers didn't get done.

- Further interview reveated when they were short

staffed, they often had to leave one (1) resident

_care to go respond to the call light of another

resident, leaving the first resident feeling

. heglected,

Interview with LPN #4 on 05/04/15 at 3:15 PM,

- ravealed staffing was "awful” on second shift.

She revealed they usually had three (3) or four

 (4)JCNA's, as there was a lot of call-ins. She

revealed with only three (3) or four (4) CNA's they
were not able to get the work done. Per

interview, residents didn't get showers i there
was only three (3) CNA's working, and the CNA's

. were also not able to do their rounds as per the

- protocol every two (2) hours. LPN #4 stated

afthough the CNA's were to turn and reposition

residents four (4) times during their shift, when
“there was only three {3} CNA's, they were only

able to turn and repositions residents at the
beginning of their shift, after dinner, and before

they left work. Further interview revealed they

~had a lot of residents who required two {2} person

- assist, and due to the voiume of work_ a lot of
CNA's didn't take their dinner break in order to

provide more resident care.

Interview with CNA#3/Quality Assurance (QA)

Aide on 05/02/15 at 10:11 AM, revealed she did &

lot of audits during first shift from 8:00 AM up until
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- 4:00 PM, during the week to ensure the CNA's
were checking and changing and turning and

. repositioning residents, getting resident showers

- done, and responding to call fights. However, she
reported she did not conduct audits on second or

 third shift. CNA#3/QA Aide revealed residents

“had reported call lights weren't being answered
timely on other shifts, which she passed on to the

- Unit Managers and CNA's; however, did not

“report this information to the facility’'s QA
Commities.

i 3
/ F 353 Continued From page 106

e e e e s e,

Interview with the QA Nurse on 05/04/15 at 10:50
. AM, revealed there was no formal audit sheets to
“review on the evening shift or night shift related to :
call befl response times. Per interviw, if these
- shifts were being audited for call bells she was
“not receiving the audits to analyze findings and
take to the QA meetings. She stated the facility
s needed to be formally auditing all shifts for call
beit concerns and response times.

Interview with the Unit 2 Manager on 05/04/15 at _
3:31 PM. reveated on second shift they scheduled
f . four (4) or five (5) CNA's for the unit, although
f there were a lot of call ins. The Unit 2 Manager
! reveaied she had never known a unit to have less
! than three (3) CNA's on second shift, and when a ;
| “unit was understaffed she did not believe the
CNA's were able to get their work done. Further
interview revealed although Unit 2 had a high
“acuity level, staffing was based on census and
,! did not take into account the Actiity of the resident

: population.

interview with the Unit 1 Manager on 05/04/15 at
- 4:29 PM, revealed staffing was based on census,
“and there was typically three (3} nurses and four

(4)CNA's on second shift. The Unit 1 Manager
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F 353 Continued From page 107
reveated when call ins occurred they tried to get
. coverage, but weren't always able to do so.
Continued interview revealed the CNA's had
complained to her about not being abie to get
. their work done; however, had never specified

what exactly they were not able to get done. Unit :

1 Manager revealed the CNA's were not always
- turning in the resident shower sheets. especially
when residents refused showers.

| Review of the facility's Time and Attendance-Daily

Report for 04/17/15, revealed three CNA's

worked on Unit 1 and two (2) CNA's worked on
“Unit 2 on second shift. Continued review

revealed on third shift, two CNA's were assignead
 to Unit 1 and two CNA's were assigned fo Unit 2.

Review of the facility's Time and Attendance-Daily

Report for 04/24/15 . ravealed two (2) CNA's
worked on each unit during second shift. A third
agency CNA reportedly had worked on af least

_one (1) of the units to supplemant second shift

s staff; however no decumented evidence was

provided to validate this.

- Review of the facility's Time and Attendance-Daily -

‘Report for 04/25/15, revealed two {2) CNA's
worked each unit on third shift.

' Review of the facility's Time and Attendance-Daily

Report for 64/26/15, revealed two (2) CNA's

worked on each unit on the second shift. Again,
- no documented evidence of any agency staffing

was provided to indicate a higher staffing level.

Interview with the Staffing Coordinator on

- 05/02/15 at 9:15 AM, revealed staffing was
“determined by census, and staff assignments
was based on resident acuity. The Staffing

{
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: Coordinator reveaied the staffing for Unit 1 was
_for five (5) CNA's on second shift, and four (4)
CNA's on Unit 2 on second shift. Per interview,
. second shift was hardest to staff, and once or
- twice a month despite efforts to fil the cali-ins,

second shift was short staffed. Further interview

; revealed she had not heard any complaints
. regarding resident care on second shift.

. Interview with the Directar of Nursing (DON) on

- 05/04/15 at 2:50 PM, revealed staffing was done
. according to census, not acuity. The DON
revealed staffing on second shift was five {5)

CNA's on each unit until 7:00 P, at which time #

“went down fo four {4) CNA's on each unit based

- on & resident census of one hundred and four
{104). Per interview, four {4} CNA's were

: scheduled for Unit 1 on third shift, and three (3)

CNA's were scheduled for Unit 2 on third shifz.

- According to the DON, when there were cail ins,

“which had occurred several times over the last

. two (2} months, the DON revealed they

- exhausted alf efforts before they left a position
unfilled. Continued interview revealed the DON's

- expectation was for residents to be turned and
repositioned every two (2} hours, checked and

: changed every two (2) hours. and call fights

“should be answered promptly. The DON

e e e,

- revealed although there had been some resident
grievances related to call bells, there had been no

Further interview reveled if call bells were not
answered timely, it could contribute to resident

! s wounds or falls.

/ grievances regarding lack of resident care.

- Interview with the Administrator on 05/04/15 at

©4:40 PM. revealed his expectation was for
resident care to be provided in an accepiabie

. Manner. He stated he expected call bells to he

F 353
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. answered expeditiously. Per interview, he had a

- staffing grid he used which took in to account
both acuily and census in deciding the number of

- staff needed in the facility. Continued interview

revealed there should be at least six (8) nurses
and ten (10) CNA's in the faciility on second shift
until after dinner, at which time two (2) CNA's

- could leave early. The Administrator stated on

 third shift there should be four (4) nurses and
seven (7) CNA’s in the facility and the same

s humbers were expected on the weekends for

“second and third shifts. According to the
Administrator, when the model (staffing grid) was

- used related to the correct number of staff. he felt

the work got done. However, he revealed when
there were call ins, they might not meet their
minimum staffing requirements. He stated it was

- hig preference for the call ins to be filled with their

own staff; however they did use agency staff
sometimes. Further interview revealed if staff did

- not give at least a two (2) hour notice before their

- shift started for the call in, they were unable to get
agency staff o cover. The Administrator revealad
when there was a call in, either he, the DON or

- the Staffing Coordinator would attempt to get

- coverage. Further interview revealed he
reviewed the staffing from the previous day on a
daily basis to find out how many staff were

~actually working. Per the Administrator, there

- were some outliers when circumstances came up .

- which could not be controlled, and he had not :
calculated how often this ocourred. The
Administrator revealed the facility had open

- positions currently.

F 411 483.55{a) ROUTINE/EMERGENCY DENTAL

SS$=0 SERVICES IN SNFS

The facility must assist residents in obtaining

Fd11 F411 D

. Residents Affected
" Resident #5 was seen by the attending

" physician for an oral exam on 5-26-
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- }5 and has been referred to the dentist
F 411 Continued From page 110 F 411: which is scheduled for 6-23-13,
i routine and 24-hour emergency dental care. Resident #7 was seen by the attending
} - Afacility must provide or obtain from an outside physician for an oral exam on 3-26-
i resource, in accordance with §483.75(h) of this i3 and has been referred to the dentist
' - bart, routine and emergency dental services to which is scheduled for 6-23.15,
meet the needs of each resident; may charge a
- Medicare resident an additional amount for f . . .
: routine and emergency dental services: must if entification of Other Residents
necessary, assist the resident in making Al residents in the facility has
- @ppointments; and by arranging for transportation potential to be affected_. The social |
“to and from the dentists office; and promptly refer |  Setvices director has verified that the
 residents with lost or damaged dentures to a residents who have consented for
dentist _dental services has been seen by g
dentist in 2014. Ng other residents
: were identified as having a missed
. This REQUIREMENT is not met as evidenced - dentist visit in 2014, [
L by .
! gased on inferview, record review and review of 553’5'“-””1"9 Changes fi
i  the facility’s policy, it was determined the facility The social services has created an f’
failed fo ensure residents were provided the audit  sheet consisting  of  the f
. Oppartunity to receive routine dental services for resident’s name, date of admission, !
f ftwo (2) of twenty-two (22) sampled residents consent fo%_” dental services, date of
{Resident #5 and Resident #7). dental service recejved. This audit is |
; updated with each pew admission. {
The findings include: A dentist list will be made out by /
social services for the dentist prior to _
- Review of the facility's "Dentaj Falicy”, revised the dental visit and the residents who :
- April 2014, revealed oral health services were received a visit will be charted on the /
available to meet residents' needs in accordance _ audit list to ensure that cach resident
with the resident's assessment and plan of care who consented for the service were
: . seen.
Interview with the Social Services Director (SSD) If any resident was mjssed by the
con O5/04/15 at 10:50 AM, revealed the facility's dentist, the social worker will notify ,f
“current process for dentai services was ta offer the dentist for a revisit to oceur to see : ’
the services on admission and if the resident any resident missed.
- andfor his/her Power of Attorney (POA) requested . On admission and readmission a : /
‘ dental services the dental provider was notified. consent form for dental services arc
obtained by the social services ' [
1. Review of Resident #5's medical record director and placed on the schedule ' =
Event ID: 5H5M 11 Facility il 1006838 If continuation sheet Page 111 of 134

IRM CMS-2587(02-99) Previous Versions Obsoiets



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

PRINTED: 08/20/201
FORM APPROVE!
OMB NO. 0838-03¢

STATEMENT OF DEFICIENCIES {X1) PROVIBER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER,

185215

(X2} MULTIPLE CONSTRUOCTION

!{37{3} DATE SURVEY

RAME OF PROVIDER OR SUPPLIER

PROVIDENCE PINE MEADOWS

SUMMARY STATEMENT OF DEFICIENCIES

X4y 1D
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN)

e e
e e e,

F 4117 Continued From page 111

. revealed the facility re-admitied the resident on

- 06/03/14, with diagnoses which inciuded
Peripheral Vascular Disease, Renal Failure and

- Dementia. Review of the Minimum Data Set

{MDS) Assessment dated 04/10/15, reveaied the

- facility assessed Resident #5 as having a Brief .

Interview for Mental Status (BIMS) score of seven |
(7) out of fifteen (15), indicating severe cognitive

impairment. Continued review of the MDS '

revealed the facility assessed Resident #5 as not
having any denta! or oral health concerns, ,

- Continued review of Resident #5's medical record |

revealed a consent for dentai services had been
signed by the resident's Power of Attorney (POA)

fon 03/11/13.

. Review of the Dental Provider "Patient Progress

' Note” dated 04/30/13, revealed Resident #5 was
examined by a denial provider on that date.

- Continued review of the Note revealed the dental

provider noted Resident #5 was adentulous and

had dentures.

Continued review of Resident #5's medical record
revealed no documented evidence of further
- routine dental exarinations after 04/30/43.

- Review of a list of residents who "were scheduled
for an annual dental visit on 12/09/14", revealed
“three (3) residents names. one (1) of which was

Resident #5.

- Interview with the SSD on 04/30/15 at 2:30 P
revealed Resident #5 did not get seen on

- 12/19/14, for the annuat dental examination

' because of the dental provider's time constraints,
Per interview, the dental provider had scheduled
sixteen {16) established residents and {2) new

_residents for that date, but had been unable to

A BUILDING COMPLETED
B WING — | 0511472045
STREET ADDRESS. CITY, STATE, ZIF CO0C
1608 HILL RISE DRIVE
LEXINGTON, KY 40504
D PROVIDER'S PLAN OF CORRECTION ; x5
PREFIX (EACH CORRECTIVE ACTION SHOQULD BE " COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
along with the current residents who
F 414 have consented for dental services.

The next annual dentist visit is
scheduled for December, however
extra visits can be scheduled if
needed. If the need arises for a dental
“visit before the annual scheduled
visits, the dentist will be notified by
the social services director.

Monitoring
. The social services has created an
audit  sheet consisting of the.

_resident’s name, date of admission,
“consent for dental services, date of
dental service received. This audit is
updated with each new admission, |
A dentist list will be made out by
social services for the dentist prior to

: the dental visit and the residents who
received a visit will be charted on the

- audit list to ensure that each resident
“who consented for the service were
seen.

It any resident was missed by the
dentist, the social worker will notify
the dentist for a revisit to oceur to see

“any resident missed.

The social services director will
submit the resident dental vigit
compliance to the monthly Quality
Assurance and Safety  Committee

_meetings  which consists of the.

* Medical Director, DBON,
Administrator, Consultant

. pharmacist, Infection control nurse,

Quality  assurance nurse, Social
services director and the Dietary for

- review and recommendatians,
“Date of Correction:

|
|
!
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see Resident #5 and two (2} other residents. The
S8D stated Resident #5 had been rescheduted to

- be seen on 06/23/15.

2. Review of Resident #7's medical record
revealed the facility re-admitted the resident on
- D2/19/15, with diagnoses which inciuded
[ - Diabetes, Anxiety, Depression and
Schizophrenia. Review of the Quarterly MDS
’ - Assessment dated 03/13/15, revealed the facility

thirteen {13) out of fifteen {19), indicating the
resident was cognitively intact. Continued review
I ; of the MDS revealed the facility had assessed
, - Resident #7 as not having any dental or oral
f health concerns. Continued review of the
i medical record revealed a consent for dental
! - services had been signed by his/her POA on

0773112,

Review of the dental provider's "Patient Progress

~Note" dated 11/20/12, revealed Residant #7 was :

“examined on that date and the dental provider
- noted the resident had not been wearing hisfher

dentures. Review of the dental provider's "Patient

Progress Note®, dated TH26/13, revealed
Resident #7 was seen by the dental provider on

that date.

reveated no documented evidence of further
routine dentai examinations after 04/30/13.

- Review of a list of residents who "were scheduled

for an annual dental visit on 12/09/14", revealed

three {3) residents names, one (1) of which was
Resident #7.

_' Continued interview with the SSD on 04/30/15 at

 assessed Resident #7 as having a BIMS score of :

- Continued raview of Resident #7's medical record

D :
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| 2:30 PM, revealed Resident #7 was also rot seen
by the dental provider on 12/19/14, due to the

dental provider's time constraints. The S8D
' stated Resident #7 had been rescheduled to be
“seen on 06/23/15. However, further interview
with the SSD on 05/64/15 at 10:50 AM, revealed
: at the current time the facility did not have &
- process in place to ensure all residents were
offered routine dentist services on an annuat

. basis,

e et et o,
e —

Interview with the Director of Nursing (DON) on
05/04/15 at 2:05 PM, revealed the facility's
- process was for dental services to be offered
" upon admission and if the new resident glected to
receive dental services the dental provider was
- notified. She further siated it was the SSD's
-responsibility to ensure all State and Federal
reguiations were met regarding resident's annual
routine dental examinations.
483.65 INFECTION CONTROL, PREVENT

Fddt.
SPREAD, LINENS

S8=E

The facility must establish and maintain an
- Infection Control Program designed to provide a
 safe, sanitary and comfortable environment and

to help prevent the development and transmission;

of disease and infection.

. (a) Infection Controt Program
- The facility must establish an Infection Control

Program under which it -

{1} Investigates, controis, and prevents infections |
_in the facility; ‘
- (2) Decides what procedures, such as isolation,

- should be applied to an individual resident; and |

{3) Maintains a record of incidents and corrective

actions refated to infections.

Fatl

Fa441 Faq1 |

Residents Affected

The RN staff educator and the
‘Infection control nurse has performed
Glucometer Disinfection
. Competencies on the licensed staff
including the RN’s, LEPN’s, and
CMT’s on 5-28-15 thru 6-14-15,

The RN staff educator, QA nurse and
the Infection control nurse has
- performed Hand washing
competencies on the licensed staff
including the RN’s, LPN’s, CMT's,
. and SRNA’s on 5-28-15 thru 6-14-15.
The infection control nurse audited:
each resident in isolation on 6-8-1%
_for having the appropriate isolation

|
;
|
|
|
!
f
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{1) When the infecticn Control Program

- determines that a resident reeds isofation to
prevent the spread of infection, the facility must

_isolate the resident.

£ (2) The facility must prohibit employees with a
communicable disease or infected skin lesions

- from direct contact with residents or their food, if

- direct contact wil ransmit the disease.
(3} The faciiity must require staff to wash their

!

| ,

! “(b) Preventing Spread of Infection
!

- hands after each direct resident contact for which :

hand washing is indicated by accepted
professional practice.

E (c} Linens
Persorinel must handle, store, process and
:transport finens so as o prevent the spread of

“infection,

e

- This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,

: Centers for Disease Control {CDCY and

- Prevention Guidelines and review of the facility's
policy, # was determined the facility failad to
establish and maintain an Infection Control

. Program designed to provide a safe, sanitary and

“comfortable environment and to help prevent the
development and transmission of disease and
infection for cne {1} of twenty-two {22) sampled

residents (Resident #2) and two (2) of 77

“unsampled residents {Unsampled Residents ¢
and F).

‘signage on the door for staff and

F 441 visitors.

The infection control nurse, 3-11 and

T1-7 shift supervisors Monday thru
Friday, and the weekend supervisors
ont  Saturday  and Sunday  are
‘performing daily observations of at
least one licensed and one unlicensed
staff member entering and exiting
cisolation rooms for hand washing
adherence,

* The infection control narse, 3-11 and
H-7 shift supervisors Monday thry
Friday and the weekend supervisors

on  Saturday  and Sunday  are
performing daily observations of at

Hleast one  licensed stalf  member
performing glucometer bloed sugar

:checks for adherence of cleansing

- machine between resident uses.

- Resident #2 is still in isolation and
staff’ is adhering to proper hand
. washing when entering the room and
“before exiting the room when care is
being provided including wound care
treatments,

All residents who are in isofation has
the appropriate isolation signage on
the doors.

- Resident #F s receiving blood sugar
accuchecks as ordered only after the
. glucometer  has been  cleansed
properly between patient uses.

The resident’s graduate cylinders,
. urinals, bedpans and toothbrushes are
labeled, bagged and stored properly.

7 3
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! ' Hdentification of Other Residents
F 441 Continued From page 115 . £ 441 All th(? residents in the facility has a
- Observation of Resident #2's o dressing change, ,I;itemgjm bte gffecéed' . 4 the
~who was in contact isolation for Methiciliin 5 n ficti s | © W;“ or af]f _ “g
. Resistant Staphylococcus Aureus {MRSA)and on control nurse has pertorme
Carbapenem Resistant Enterobacteriaceas Glucometer Disinfection
(CRE), revealed the nurse placed a barrier under Competencies on  the licensed  staff
the resident's left feg, then proceeded to rermove mcmfmg the  RN's, LPN’s, and
her gloves and gown, and without washing or  CMT7s on 5-28-15 thru 6-14-15.
- sanitizing her hands, exited the room to obtaina )
' bandagegfrom the treatment cart. Further [ke RN sta-ff educator, QA nurse and
observation revealed the nurse returned, : the Infection  control  nurse has
- cleansed and measured the wound on Resident performed Hand — washing
#2's left leg, then removed her gloves and gown - competencies on  the ficensed stalf’.
- and exited the room again without washing or including fhe RN’s, LPN’s, CMTs
“ sanitizing her hands. The nurse sanitized her and SRNA’s on 5-28-15 thru 6-14-15.
hands in the hallway after exiting the room. , - The infection control nurse audited
: cach resident in isolation on 6-8-15
Additionally, observation revealed there was no  for having the appropriate isofation
isolation signs on the doors to rooms 606 and - Signage on the door for staff and
- 610 identifying the type of precautions to be ysed visitors.
and educating visitors to see nurse before ; ) .
entering the room. However, staff interviews ' The infection control nurse, 3-11 and
- fevealed the residents residing in those rooms - LI=7 shift supervisors Monday  thru
were in isolation related to having Clostridiurmn -  Friday, and the weekend supervisors
difficife infections (a highly contagious bacterial on Saturday and Sunday are
infection). , - performing daily observations of at
! ‘ least one licensed and one unlicensed
Observation of & finger stick biood sugar (FSBS) ; staff member entering and exiting
 performed for Unsampled Resident G by the isofation rooms for hand washing
nurse revealed the nurse performed ihe FSBS, adherence.
washed her hands and exited the resident's
room. The nurse then observed, without The infection control nurse, 3-11 and
- disinfecting the glucometer, to enter Unsampled I1-7 shift supervisors Monday thru
Resident F's room and perform a FSBS for _ - Friday and the weekend supervisors
Resident F. on Satwday and Sunday are
5 . performing daily observations of at
- Also, observation on initial tour revealed graduate | least one licensed staff member
cylinders and bed pans unlabeled and unbagged performing glucometer blood sugar
. in residents’ shared bathrooms. In addition, . checks for adherence of cleansing
_ toothbrushes in residents' shared rooms located machine between resident uses,
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F 4417 Continued From page 116
“at the sink were nof labeled with the residenis’

namas,
. The findings include:

1. Review of the facility's policy titled,

"Handwashing/Hand Hygiene" revised August

1 2014, revealed hand hygiene was the primary
means to prevent the spread of infections. The
Policy stated staff should wash their hands with

- soap and water when their hands were visibly

“soiled and after contact with residents with
infectious diarrhea. Continued review revealed

- staff could use an alcoho! based hand rub

“containing at feast 62% alcohol or soap and water
for the following situations: before and after direct
contact with residents; and before and after
entering residents’ isolation rcoms. Per the

- Policy, hand hygiene was the final step after
removing and disposing of personal protective
equipment (PPE), and the use of gloves did not
repiace hand washing or hand hygiene.

Review of the facility's, "Procedure for Isolation:
Initiation of isolation Precautions Reference 2007
~Guideline for isolation Precautions: Preventing
- Transmission of infectious Agents in Healthcare .
- Setlings”, June 2007, revealed staff should wear
clean gloves when entering the room of a
resident in isolation. Continued review revealed
- staff should wear a gown when enfering a
 resident isolation area if substantial contact with
the resident, his/her itemns, or environmental
surfaces was anticipated. Further review
revealed the gown should be removed before
- staff left the resident's room and hands should be
- washed prior to teaving the room. :

Record review revesled the facility admitted

‘The Infection Contro] nurse has
441 audited ecach resident’s room for
-proper labeling, bagging and storage
of  graduate cylinders,  bedpans,
urinals and toothbrushes on 6-14-15.

Systemic Changes

The Infection control nurse in-
iserviced the nursing  departinent
including the SRNA’s and licensed
staff on 5-28-15 thru 6-14-15 on
_isolation  precautions  and  the
procedures to follow when a resident
s placed in  isolation including
‘signage.

The infection control nurse will audit
each resident in isolation and the
‘residents who are placed in isolation
for  appropriate set-up  including
isolation signage daily Monday thru
- Friday and the weekend supervisors
will perform the audit on Saturday
and Sunday. These audits will be
- turned into the DON for review and
compliance.

: The Infection  control nurse i~
“serviced  the nursing department.
including the SRNA’s and licensed.
. staff including RN’s, LPN's and:
“CMT’s on 5-28-14 thry 6-14-15 on
hand washing and performed a hand.
washing competency. This  hand
- washing competency has been added.
to the new hire and agency
orientation.

- The Infection control nurse in-:
serviced the nursing  department
including the SRNA’s and licensed’

|
|
|
|
if'
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Resident #2 on 09/30/14. with diagnoses
inctuding Chronic Obstructive Puimonary

Disease, Cerebral Vascular Accident and

- Diabetes Melflitus. Review of the Significant
Change Minimum Data Set (MDS) Assessment

 dated 01/27/15, revealed the facility assessed the

resident as cognitively intact and to have one {1}

. Stage Il Pressure Uicer (PU;.

Review of the 04/23/15 Hospital Discharge

' Summary revealed Resident #2 was hospitalized

from 04/03/15 until 04/23/15, and treated with
intravenous (IV) antibiotics for lower extremity

- Cellulitis. Further review revealed Resident #2

was discharged from the hospital with diagnoses

s which included Venous Stasls, Biisteral Hee!

Ulcers, Status Post Debridement and Xenograft

- Application (surgical tissue graft), and a heel

infection positive for CRE {a bacteria resistant to

- most availahle antibiotics), Pseudomonas {a

bacteria which could lead to severe fliness or

- death of peaple with weakened immune systems)

and MRSA (an antibiotic resistant bacteria).

Review of the Re-admission Physician's Orders
- dated 04/23/15, revealed orders for Resident #2

to be placed in Contact Precautions and for

: Zosyn (an antibiotic medication) 3.375 miligrams

{mgs) IV via a PICC (peripherally inserted central
catheter for infravenous access) fine every six (6)

hours for seven (7) more days.

Observation of a skin assessment and dressing

- change on 04/29/15 from 2:25 PM untit 4:00 P,

revealed Licensed Practical Nurse (LPN) #8
placed a barrier under Resident #2's left leq, then
femoved her gloves and gown, and axited the
room without washing or sanitizing her hands.

Continued observation revealed LEN #6 reached

F441

staff including RN’s, LPN’s and
CMT's on 5-28-14 thru 6-14-15 on
proper bagging, labeling and storage
of personal items. This has been
added to the new hire and agency
orientation.

The infection control nurse will
perform  weekly room  audits to
validate that personal items are being

~bagged, labeled and stored properly.

This audit will be twrned into the
DON for review and compliance.

- The Infection control nurse  in-

serviced the licensed staff including
RN’s, LPN's and CMT’s on 5-28.15
thru  6-14-15  on (I ucometer
Disinfection  and  has performed
Ghlucometer Disinfection
Competencies on the licensed staff’
including  the RN’s, LPN's, and
CMT’s on 5-28-15 thru 6-14-15. This |
has been added to the new hire and!
agency orientation, :

Muonitoring .
The infection control nurse, 3-11 and |

1-7 shift supervisors Monday thre'
Friday, and the weekend supervisors

on  Saturday  and Sunday  are

performing daily observations of at
least one licensed and one uniicensed
staff member entering and exiting
isolation rooms for hand washing
adherence,

The infection control nurse, 3-11 and
11-7 shift supervisors Monday thru
Friday and the weekend supervisors

" on Saturday  and Sunday are

performing daily observations of at
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- in her pocket and abtained keys, then opened the

: treatment cart drawer and removed a bandage,
The nurse was observed to then don 2 new :
gown, and re-enter Resident #2's room and wash

herhands. Observation revealed LPN #6

- removed the soiled dressing from Resident #2's

left lateral teg wound, cleansed the waund with
Normal Saline (N/S), washed her hands. donned
new gioves and measured the wound. Further
observation revealed the nurse removed her

‘ gloves and gown, and again exited the room

- without washing her hands and sanitized her
hands in the hallway.

Interview with LPN #6 on 04/29/15 at 4:00 PM,
- revealed she had been observed by the facility's
“administrative staff performing wound care in the
~past with no problems identified. She stated '
however, she should always wash her hands
before exiling a resident room after providing
care for infection control purposes.

nderview with the Director of Nursing (DON) en
05/02/15 at 8:00 AM, revealed it was her
expectation staff wash their hands prior to exiting
a resident's room. The DON revealed it would be
especially important for staff fo wash their hands

- after providing care for a resident in isolation to

- prevent the spread of infections.

2. Continued review of the facility's, "Procedure
for Isolation: initiation of Isolation Precautions”.
revealed contact precautions were used in
addition to standard precautions for residents
known to be infected with microorganisms which
- were transmitied easily by direct or indirect
_contact with environmental surfaces or residant
‘care fems. Further review of the Guideline
revealed the resident, family and staff were

F 441, performing glucometer blood sugar

checks for adherence of cleansing
“machine between resident uses.

The audits turned into the DON
regarding  the  compliance  with
isolation set-up and signage, and the
caudits for properly bagged, labeled
‘and storage of personal items, the
audits of staff compliance with hand
washing adherence and glucometer
- cleansing between resident uses, will
" be submitted to the monthiy Quality
Assurance and Safety committee

meeting  which consists of the
Medical Director, DON,
_ Administrator, Consultant

* pharmacist, Infection control nurse,

Quality assurance nurse, Social
services director and the Dietary by
thee. DON  for review  and

¢ recommendations.
Date of Correction:

6-26-15
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~informed of the need for Isolation Precautions
- and the appropriate sighage was to be postad
outside the resident's door frame.

- Observation during initial tour of the facifity on the
600 hall, on 04/28/15 at 1150 AM, revealed

s residents’ reoms 606 and 808 had supplies of

- PPE on the outside of the room doors; however,
there was no evidence of signage posted related

- to the type of isolation precautions the residents

“were in, and/or to see the nurse prior to entering
the resident's room. Interview. on 04/28/15 at the

time of observation, with the Assistant Director of
Nursing (ADON), revealed the rooms had

: residents who had Clostrigium difficile (C-diff}

Hinfections. Per the ADON, the rooms were :
supposed to have signage cn the door to let staff

- know to use contact precautions when caring for

- the residents and to alert visitors to stop at the
nurse's station. The ADON revesied not having

. signs posted was an infection contrel concern as

visitors would nof know to talk to a nurse prior to
entering the residents’ rooms and therefore,

- would not be educated about the necessary

-infection control measures prior to entering the

foom.

“interview, on 04/30/15 at 2:41 PM, with Certified
Nursing Assistant (CNA) #25 reveaied he worked

- on the 800 hall, and the contact precaution door

- Sighs were very important so staff knew what
PPE items to use prior to entering the rooms,

. Per interview, the signs were aiso important for

- visitors as they alerted visitors not to just walk in
the room and to see the nurse before entering
confact isolation residents' rooms. CNA #25

 stafed visitors needed to be educated to take

- precautions before entering the residents’ rooms. :
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Interview, on 04/28/15 at 2:23 PM, with
. Registered Nurse {RN) #2/UC revealed residents
" who were on contact precautions were supposed !
to have signs posted on the door sa staff were
- aware of the type of PPE to don prior to entering
residents' rooms to provide care. Per interview, it -
was important for staff to know the type of :
- precautions and PPE in order to prevent the
- spread of the organisms. RN #21UC revealed
having the signs in place was also important to
- alert visitors o see the nurse prior to entering the
- residents' room. She stated the visitors needed
to be educated by the nurse on the: proper hand
- washing and PPE to use when visiting residents
“on contact precautions.

e et

interview, on 04/30/15 at 5:25 PM, with LPN #5.

“ the facility's Infection Controf Nurse (ICN)

“revealed if a resident had a multi-drug resistant
organism (MDRO), such as C-diff, & supply of

- PPE was piaced on the door and sighage was

. posted on the door to indicate the type of
precautions, used so staff were aware. Per LPN
#5/1CN., the purpose of the "See The Nurse” sign .

P was to ensure staff and visitors were educated on

the proper infection contro precautions to use
when entering the residents' rooms, Par

_Interview, the facility's current system used for

- residents in precautions was for housekeeping

“staff to put the PPE on the resident's door, and
for nursing to put the signage on the door.

Continued interview revealed she felt like there

- was a breakdown in the system however, as tha

- signage had not been posted. She revealed the
facility was going to look at having one (1)
depariment responsible for placing the PPE and

the signage. LPN #5/ICN further revealed the

" conseguences of not having the signs on the
residents’ doors was the potential of cross

_.—-_._.,.__,,....m—a_._\M-«H———%..._.‘______
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“ contamination and infection of staff and cther
residents. In addition, LPN #5/CN revealed : j
“there was the potential of contamination of other . -
- areas if visitors were nof aware to see the nurse : J
“and be educated on the precautions necessary ;
. prior to entering rooms of residents with

“precautionary measures in place.

: itled, "Infection Prevention during Blood Glucose |
Monitoring and insulin Administration®, updated

1 05/02/12, revealed if blood glucose meters were
shared the device should be cleaned and

: disinfected after every use per the manufacturer's |

“instructions.

|
: : : !
"3, Review of the GDC ang Prevention Guidelines : ;

/ Review of the facility's policy titied, "Obtaining a
. Fingerstick Gliucose Level”, reviseq December i
2011, revealed when performing the fingerstick |
- giucose procedure staff should use a disinfected : I
“blood giucose meter (glucometer} with a sterile : : I

] lancet or a single resident use spring loaded “

i device. Per the Policy. staff should always _ [

I ensure the blood glucose meters intended for use

| - were cleaned and disinfected between resident

5 uses. Further review of the Policy revealed staff

f - were to clean and disinfect reusable fingerstick

! glucose equipment between uses according to

’  the manufacturer's instructions and current

{ “infection control standards of practice.

[

"EvenCare(GZ Caring for the Meter", undated,
revealed the following products were “validated”
for disinfecting the FvenCareG2 fingerstick bioad
glucose meter: Dispatch Hospital Cleanar :
Disinfectant Towels with Bleach; Medfine Micro _ :
- Kiit + Disinfecting, Deodorizing, Cleaning Wipes :
“with Alcohol; Clorox Healtheare Bleach _ - J
Event 1ID: 5HaMT Facility iD: 100638

!

5 Review of the manufacturer's instructions titled, 7 : II
i

!

i
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Germicidal and Disinfectant wipes; and Medline
. Micro Kill Bleach Germicidal Bleach Wipes, Per

- the manufacturer’s instructions all external areas -

" of the meter andfor lancing device should be

wiped inchuding both front and back surfaces with

: Soap and water until visibly cleaned. To disinfect

- the meter, the meter surface should be cleaned
with one {1} of the disinfecting wipes listed above.
Further review revealed the surface of the meter

. or fancing device should be allowed to remain wet

" at room temperature at ieast thirty (30) seconds
for the Medline Micro Kill Bleach Germicidal
Sleach Wipes; at least one (1) minute for the

¢ Dispatch Hospital Cleaner Disinfectant Towels
with Bieach and Clorox Healthcare Bleach
Germicidal and Disinfectant wipes, and st least

Stwo (2} minutes for Medline Micro Kill +

‘ Disinfecting, Deodorizing, Cleaning Wipes with
Alcohol.

. Observation, on 04/29/15 at 7:35 AM. reveaied

PN #14 obtained a FSBS on Unsampled
Resident C, washed her hands and exited the
room with the glucometer. LPN #14 was
observed to place the glucometer on the

‘ medication cart and gather suppiies inciuding

[ “lancets, test strips and alcohol pads. The nurse

was then observed to go to Unsampled F's room
with the same glucometer, which had not been

disinfected after use on Unsampled Resident C,
and place the giucometer on Unsampled

- Resident F's bedside table. The Surveyor asked

o speak with LPN #14 out in the hallway prior to
the nurse cbtaining Unsampled Resident F's
! FSBS. The surveyor interviewed LPN #14 about
: the facility's protocel related to cleaning and
. disinfecting the glucometer after each use. LPN
#14 ravealed where she worked previously the
glucometers had been cleaned by staff

|
|
|
|
;
|
%
|
|
|
|
;
|

TORM CMS-2567(02-59) Previous Versions Obsolete

Event 1D BH5/11

Eacifity It 100638

if continuation sheet Page 123 of 134



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

X1} PROVIDER/SUPPLIERICLIA
IDEMTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES
ANED PLAN OF CORRECTION

185215

PRINTED: 05/2g/701
FORM APPROVE!
OMB NO. 0938-039

(X3} DATE SURVEY
COMPLETED

(X2} MULTIPLE CONSTRUCTION
A BUILDING

B.WING e 051272018

NAME OF PROVIDER OR SUPPLIER

PROVIBENCE PINE MEADOWS

[ STREET ADDRESS CITY. STATE. 21 SODE
1608 HILL RISE DRIVE
LEXINGTGN, KY 40504

F 441 Continued From page 123
- performing the FSBS afer each use. |PN #14
! stated however, she had been currently employed |

+ at the facility for a year, and the facility did not
clean giucometers after each use. Although the

- Surveyor discussed with LPN #14 the possibility
of cross contamination if the glucometer was not

- cleaned and disinfected after each use, the LPN
proceeded to re-enter Unsampled Resident F's

- room and obtain the FSBS using the glucometer
which had not been cleanad and disinfected after .

t use on Unsampled Resident ¢ 1

, - interview, on 04/29/15 at 8:00 AM, with the Unit

l Coordinator {(UC), on the 100 Unit where LPN '
i #14 was working, revealed staff had been trained

i! on cleaning and disinfecting glucometers after

j -each use. Per the UC, staff were to use bleach

| “wipes on all surfaces of the ghicometer and let it

; air dry for one (1) minute. She stated she did not
" observe "accuchecks” (FSBS) on her unit; :

| however, stated the nurse should have come to

! - her if she had a question about cleaning the

|

glucometers,

Interview, on 04/30/15 at 6:00 PM, with Staff
_Pevelopment Nurse {SDN) #1, revealed she
taught newly hired nursing staff how to clean the

facility's glucometers and refreshed the nurses on :
- the procedure when needed. She stated LPN#14

was in the class which she taught on 02/18/15.
however, did not sign that she attended according
to SDN #1's Record of Inservice Training.

Further interview revealed staff were 1o use Micro

Kill Bleach Germicidal Bleach Wipes for cleaning

and disinfecting the glucometers, and were to

ensure the surfaces remained wet as per the
- Instructions for the five (5) minute contact time to
Kill the organisms listed on the label. ?
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- Interview with the DON on 04/29/15 at 9:00 AM,
revealed nurses ware trained on hire related to
: cleaning and disinfecting the facility's
glucometers. Per the DON, staff were to use the -
/ - Micro Kill Bleach Germicidal Bleach Wipes, and
“not the Clorox Heaithcare Bleach Germicidal and
[  Disinfectant Wipes. She stated the surface of the
glucometer needed to be wiped down and a ;
waterproof barrier, nat a paper towel, was io be
“placed under the glucometer afier it was cleaned
|
I

- untit the meter was dry,

4. Review of the faciiity's, "General Infection
Prevention and Control Nursing Policies”,
undated, revealed all persenal items wouid be
“appropriately labefed with the resident's name
_and stored in the bedside stands or other
- appropriate storage areas. Per the Policies, all
! items used for resident care would be cleaned
) “and disinfected and would be designated for that
i
i

resident's use only.

Observation on initial tour on 04/28/15 at 1145
- PM, revealed a graduate cylinder on the back of
/ the tollet of a shared bathroom between resident
Rooms 410 and 412 which was unlabeied and :
! - Uncovered/unbagged, and a graduate cylinder on
the back of a toilet of a shared bathroom between -
- resident Rooms 411 and 409 which was
unlabeled and uncoverediunbagged. Continues
{ observation reveaied a graduate on the back of
| the toilet of the shared bathroom for resident
Room 407 which was uniabsled and
. uncovered/unbagged. a urine collection hat
- unlabeied and uncoveredfunbagged, and a bed
pan stored unlabeled and uncovered/unbagged
- on the side rail in the bathroom.

Interview, on 04/28/15 at 12:40 PM, with LPN #12
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 who was assigned to the hall, revealed the

_ graduate cylinders, bed pans and unne coflection

- hats were to be labeled with the resident's name ¢ : ;
and bagged when stored. She stated she made : : '

: rounds in the rooms with the uniabeled and : ,

" unbagged items: however, had not noticed the i

iterns.

- 04/28/15, on the 600 hall, with the ADON, at
11:25 AM, revealed on a sink counrter in a room
- shared by two (2) residents, Room 610, there
- were two (2) toothbrushes lying in an emesis
basin which were unlabeied. In addition, in the
: shared bathroom connected to Room 610, there
“were two {2) unlabeled and uncovered/unbagged | j
urinals observed on a bathroom hand rail :
Cnterview with the ADON, zt the time of Z
observation, revealed all the items should have : ;
!
|
]
l
|

Observation during initial tour of the facility on 5 : |
|
5

been labeled and coverad as that was an
sinfection control concern,

. Observation at 12:05 PM. revealed in the shared
bathroom between resident Rooms 601 and 603,
there were two (2) bed pans stored on the :
_bathroory hand rail which were not labeled and
ong (1) of the bed pans was not covered in a ‘
plastic bag. Interview with the ADON, at the time
of observation reveaied items stored unlabeled i
- and uncovered in shared resident areas was an '
infection control concern related ta possible cross | ' l
. contamination between residents.

—— e e
ety oo

Continued interview, on 04/30/15 at 2:41 PM, with :
CNA#25 revealed resident iterns, such as,

- toothbrushes and bed bans were supposed to be

- bagged and labeled with the resident's name. ' _
Per CNA #25, the resident urinals were also : _

_Supposed to be labeled with their names. Further _ |

Event 10 SHSM T
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| interview revealed staff wouldn't want the items .
"getting mixed up" between residenis because of
“the possible spread of germs between residents.

Continued interview, on 04/28/15 at 2:23 pM with
’ - the RN ¥2/Unit Coordinator reveated residents’
personal care items, such as, loothbrushes, bed
*pans and urinals were supposed to be iabeled :
and the bed pans were Stupposed to be bagged to
prevent cross contamination between residents,

e e et

Continued interview, an 04/30/15 at 5:25 PM, with /
LPN #5/ICN revealed residents’ personal care
(ltems, such as, toothbrushes, bed pans and _ }
urinals were supposed {o be fabeled and ' i
“separated from other resident items if stored in a ; _ j
I - common (sharedibathroom. LPN #5/10N :
revealed labeling items Frevented the potential of ,f
- the item being used for another resident and to ]
prevent cross contarnination, Per interview, the ’
“bed pans should have been bagged due to the |
/  risk of contamination with organisms in the
environment. |PN#5/1CN further revealed the
“CNA's were trained by the facility to Iabet aii
. resident personal items and store the items

properly. i

/ Interview, on 05/01/15 at 4.5 Py and on |
- 05/02/15 at 8:00 AM. with the DON revealed |

. residents’ bed pans wera supposed {o he labeied |

with the resident's hame, bed and room number, _ {

¢ placed in a plastic bag and stored in the ' |
~bathroom. The DON revealed the urine coflection |

- hats and graduate cylinders were 1o be fabeled : [

with the resident's name and stored in a plastic [

' bag for residents who shared bathrooms. Further |

interview revealed by being uniabeied or not |

" stored properly there was a risk of Cross ; ' : f
' Contamination and potential for infection for the : B

Event ID: 5HEM11
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residents. §
F 514: 483.75()(1) RES - Fs514 Fslap
se=p RECORDS-COMPLETE/ACCURATE/ACCESSIB Residents Affected
[ LE ' - On 5-6-15 Resident #22 medical record was |
j : reviewed by the social services director and {
- The facilily must maintain clinical records on each the MDS coordinator for any behaviors not . I
resident in accordance with accepted professional, addressed in the comprehensive care plan and i
. standards and practices that are complete: ' - social services progress notes. ,f
accurately documented: readily accessible; and . !*
- systematically organized. Adentification of Other Residents i
. All residents has the potential to be affected, I
The clinical recard must contain sufficient thterviews were conducted with 52 residents
information fo identify the resident; a record of the . assessed as having a BIMS score of 8 and [
resident's assessments; the plan of care and : a.bov_e for any allegations of abuse or breach of j
' services provided; the resuits of any dignity or unresolved grievances starting 5-7- !
preadmission screening conducted by the State: I3 thrat 5-13-15 which were conducted by the ’
fand progress notes. Administrator, Social Services Director and |
| - Human Resources Director. {
| JIn addition, the social  serviceg directors i!
! performed a psychosocial well-being check on |
i 7 - 48 the residents with 2 BIMS score below 8 to !
! - This REQUIREMENT is not met as evidenced identify any signs and symptoms of distress, ‘
by: -No concerns  were identified.  This was I
! - Based on interview, record review and review of ~completed on 5-13-15, ]
the facility's policy, it was determined the facility Review each resident’s care plan including 5
failed to have an effective system in place to Resident #22 for behaviors and appropriate f
ensure clinical records were accurate and interventions by the social services director
- compete for one (1) of twenty-two (22) sampled “and the MDS coordinators from 5-7-15 5-
‘residents (Resident #22). [3-15.
/ - On 02/26/15, Resident #22 displayed behavior Systenmic Changey !
; symptoms of velling, cursing and throwing items The MDS coordinators along with the care f
. at Certified Nursing Assistant {CNA) #7. Resident planning team were re-inserviced on 6-10-15 f
“#22 also reported an allegation of employee CNA and by the RN Regjonal Clinical Director on |
#7 calling him/her a "nigger” to staff on 02126715 the MDS process and documentation of the
rand 03/12/15. However, other than the facility's ‘resident  care plan meetings including
Behavior Monitor Record document for Resident behaviars, concerns, complaints, grievances |
- #22 dated 02/26/15, there was 10 documented and resolutions. Any concerns, compfaints,f
grievances obtained during the resident’s . j
Event ID: SHEM11 Facitity 1D: 100838 If continuation shest Page 128 of 134
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. evidence facility nursing or Social Services staff

“documented the the incident on 02/26/ 15 to

- include Resident #22's aflegation of the CNA
calling him/her a dercgatory name and any

‘related actions taken. In addition, even though
Resident #22 informed the staff present i his/her

- Interdisciplinary Care Pian Conference meeting,
on 03/12/15, of the incident on 02/26/15, there

- was no documented evidence of this in the

_ resident's medical record to include the

“Conference Care Plan Record Summary.

The findings include:

Review of the facility's policy titled, "Charting and
¢ Documentation”, revised April 2008, revealed ail
sarvices provided for a resident, or any changes
“in the resident's medical or mental condition,
should be documented in the resident's medical
record. Further review revealed the information
to be documented inctuded aff observations, _
“services performed, all incidents, and/or changes

in the resident's condition

. Review of Resident #22's medical record .
revealed the facility admitted him/her on 227, with

- diagnoses which included 277, Review of the
0327115 Quarterly Minimum Data Set (MDS)

- Assessment revealed the facility assessed
Resident #22 as cognitively intact,

" Review of the facility's Behavior Monitor Record

form, dated 02/26/15 at 9:30 PM, revealad
Resident #22 had behaviora! symptoms of

- physical and verbal behaviors directed towards

“others. Review of the written statement, on the
back of the Form, signed by CNA's #7, #13, and
#25, revealed during a fire drill that day, Resident .

. #22 displayed behaviors which included yelling,

F 514: scheduled care plan meeting

per the RAI
process will be reported to the administrator
and the DON and documented in the medical
record. A copy of each resident care plan
“summary will be submitted to the DON for
review and folfow-up of any concems or
grievances voiced by the resident which wili
include review of fhe medical record for
" proper documentation and foltow-up,

A new Interdisciplinary Plan of Care (IPOC)
- Program was implemented on 5-7-15 by the
DON. The IPOC team members inciudes the
DON, Unit managers, Social Services, QA
nurse,  MDS§ Coordinator  and  the _
Administrator and meets Monday thru Friday. -
If an admission or readmission occurs on the |
weekends, the house supervisor will audit the
_ medical record utilizing the QA nurse’s new
admission/readmission audit form and turn the '
. audit into the DON op Monday. The 1POC
brogram was implemented to review of new
- admission residents, resident’s readmissions, -
24-hour reports, incident reports, all physician
- orders obtained in the Jast 24 hours, pharmacy
orders, [ab reports, and any other related
- information essential to planning the care for a
 tesident and to review the documentation in
" the medical record.

In-servicing for all staff began on 5-7-15
- through 5-13-15 on reporting, investigating
and documenting behaviors and/or aliegations
of verbal, physicai, mental, sexual, emotional,
involuntary seclusion and neglect. The in-
servicing will be conducted by the RN nurse
educator afier receiving education from the
Regional Director of Clinjca] Services. Post-
 tests was conducted afier the in-servicing,

|
!
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“throwing items and calling CNA #7 a "bitch”.

. Continued review of the written statement )

_ revealed Resident 22 reported to CNAE25, during

“the incident, CNA #7 had called him/her a :

"nigger”. Further review of the Behavior Monitor
Record form reveated the report was signed by a

' Licensed Practical Nurse {LPN) as the

. supervisar,

: However, continued record review revealed no
documented evidence nurses or Social Services

- staff had addressed the incident of Resident

L #22's verbal and physical behaviors reported by
the CNA's on 02/26/15, Additionally, there was

' ne documented evidence of any follow-up ‘

s @ssessments with Resident #22 related to histher

behaviors,

. Review of Resident #22's Interdisciplinary Team

Care Conference Record, dated 03112415,

‘revealed the conferance summary noted the
Quarterly Assessment was completed and no

" significant change was noted. Continueg record

. review revealed no documented evidence of any

“associated Social Services Progress Notes

: related to the information discussed in the care

pian meeting.

Interview, on 05/02/15 at 8:25 AM and 11:44 AM,
with Resident #22 revealed abous wo (2} months
&go an “aide” had called him the "N" word which
~he/she had informed staff of at the time of the
ncident. Per interview, also during histher care
conference about two {2) months ago, Resident
 #22's family member brought up the incident of
“the "aide” calling the resident the “N* word and
- this was discussed during the care conference.

‘Interviews, on 05/04/15 with CNA#2Z5 at 10:38

F 514 of all physicians’

The Secial Services wil] start recetving a copy
orders each morning 1o
. review for any deletion, addition or changes in
" psychoactive medications and the 24 hour

reports each morning for any new and or

escalating  behaviors  and/or resident
" psychosocial issues that may need to be
documented, reported or investigated.

i Monitoring
The MDS coordinators wilj submit a copy of
cach resident care plan meeting summary to
: the DON for review and follow-up of any
. COncerns or grievances voiced by the resident
which will include review of the medical
. record for proper documentation and follow-
up. The DON wifl report findings to the
monthly  Quality Assessment and  Safety

Committee meetings for review of compliance
_and recommendations,

. The IPOC team members which includes the
DON, Unit managers, Social Services, QA
© nurse, MDS Coordinator  and the
. Administrator ang meets Monday thry Friday.
If an admission or readmission occurs on the
weekends, the house supervisor will audit the
medical record utilizing the QA nurse’s new
- admission/readmission audit form and turn the
. audit into the DON on Monday. The [POC
Program was implemented to review new
: admission residents, resident’s readmissions,
24-hour reports, and incident reports:  all
physician orders obtained in the last 24 hours,
pharmacy orders, lab reports, and any other
- related information essential to planning the
ccare for a resident and fo review the
documentation iy the medical record.

|
|
}
|
|
|
|
|
|
|
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F 574:— Continued From page 130 F 514: The Social Services will start receiving a copy
CAM, CNA#7 at 12:29 PM, and CNA#13 at 1:15 of all physicians’ orders each moming to
i “PM, revealed during a fire drill, on 02/26/15. 5 ‘review for any deletion, addition or changes in
1 - Resident 22 gotf upset and displayed verbal and : bsychoactive medications and the 24 hour
| ~ physical behaviors of yelling, cursing and : feports each morning for any new and or
{ th{(}wing tems. CNA#25 revealed Resident #22 ; : escalating behaviors and/or resident
: reparted to himn CNA#7 had called him the N . psygh()socfa! issues that may need to he
~word, and the resident had called CNA#7 the "B" . documented in the resident’s medical record
s word. Per CNA#25, Resident #22 stated if CNA -and care planned. The social service director
_#7 reported what the resident had said, then : will report the results of these reviews to the
j ’ hfi‘/She was going o report CNA #7 for calling o -monthly  Quality Assessment  and Safety
] 7 hfﬂ“b_’hef the "N" ward. They alf revealed reporiing - Commistee meetings which consists of the
| the incident to a nurse, who was no longer o ‘Medical  Director, DON, Administrator,
‘@mployed by the facility, and she had them initiate : Consultant pharmacist, Infection cantrol nurse,
- the Behavior Monitor form. CNA#7 revealed the - ‘Quality  assurance nurse,  Social services
nextday, 02/27/15, she aiso informed the Social director and the Dictary for review of
Services Director (88D} of the incident involving - . compliance and recommendations. :

Resident #22 which occurred on 02/26/15.
: ’ ) * Date of Correction:
Interview, on 05/05/15 at 545 PM, with LPN # 6
‘reveated she had worked with Resident #27

! before, and reported the resident had displayed

“behaviors before the 02/26/15 incident which . '
included cursing at staff if he/she did not like : 0-26-15
them. According to LPN#5. if the CNA's had

“reported to the floor nurse on 02/26/15, Resident _
| #22 was displaying verbal and physical behaviors
! ‘ towards staff, the ficor nurse should have !
: documented the behaviors in the resident's

' medical record.

5 Interview, on 05/04/15 at 1121 AM, with LPN #16

. reveaied she attended Resident #22's care

“conference meeting, on 03/12/15, and the

. resident reported a staff person calfed himther

“the "N" woerd, during an exchange of name caifing

. with the staff person. LPN #10 reveaied the

* Social Worker {SW) took notes about the

. incident, and she thought this was documented

somewhere in the Social Services Notas in

Event ID: 5HEMTT Fagiitfy iD: 100838
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- Resident #22's medical record, just iike the
nurses documented if something had happened
" with a resident on the floor,

Interview, on 05/05/15 at 6,15 PM_ with

: Registered Nurse (RN) #3 revealed she was
aware Resident #22 had behaviors before of

i making sexuatly inappropriate comments o
female staff; however, was unaware of the ;
02/26/15 incident involving the resident and CNA.

- RN #3 revealed when the CNA's completed the
Behavior Monitor form a floor hiurse or evening

- Supervisor was to review and sign the document

~and the nurse was to document the incident in the -

resident's chart.

r———— .

et e .

Interview. on 05/04/15 at 12:30 PM, with BN
#2MUnit Coordinator (UC) revealed the nurse
E‘ - assigned at the time of the 02/26/15 incident was
respensible for: charting the resident's behavicrs
reported to him/her in the Nurse's Notes; notifying
- the Physician of the resident's behaviors: and 5
documenting any orders received.

- Interview, on 05/05/15 at 646 PM, with RN #1/UGC
revealed the Behavior Monitor Record form was

. completed by staff and reviewed by the nurse.

RN #1UC revealed the rse was expecled (o
then documeant the resident's behaviors in histher :
medical record. Per interview, the Social Worker

- (SW) was expected to then follow-up with the

resident,

CInterview, on 05/03/15 at 9:15 AM_ with the Social
“Services Director (SSD) revealed he had :
. reviewed the Behavior Monitor Report form,
- dated 02/26/15, and the incident should have
* been documented in the resident's medical

record "somewhere”. Continued interview

e
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; revealed he was aware Resident #2925 allegation
was also discussed at the care conference i
-meeting on 03/12/15, and of there being no

- documentation about the discussion of the
“incident at the care conference.,

- Interview, on 05/04/15 at 11:48 AM, with Sy #1
revealed at the end of Resident #22's care )
‘ conference meeting, on 03/12/15, the resident
- stated a few weeks ago there was an exchange
of words between him/er and an “aide”. SW#q
stated Resident #22 reported the "aide” called ;
- him/her the "N* ward during the care conference. _
Per interview, she made a mistake not
" documenting what was tatked about at the care
‘ conference in Resident #22's medical record,
~ She stated however, she should have
“documented the care conterence discussion.

Phone interview, on 05/05/15 at 7-30 P, with the
* Director of Nursing (DON) revealed the Behavior -
- Monitor Record form was used to document if
when a resident had verbal and physical
+ behaviors towards others and was signed by the
- Supervisor nurse. The DON revealed the nurse
present on 02/26/15, when the incident occurred
: and was reported, should have documented the
incident details in Resident #22's medical record.
- Further interview revealed Social Services staff
should have followed up with Resident #22 and
“documented a Note in the resident's medica

. record also.

- Interview, on 05/05/15 at §:10 PM, with the

- Administrater revealed he agreed aif charied

' progress notes should be descriptive of the

. services provided and the resident's response to
the services, However, he further revesled he

- was not a social worker or a nurse so he deferred |
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F 514 Continued From page 133 ‘
o disciplines about documentation However, he °
. acknowledged social services should follow up
- and document on the emotional status of

rasidents,

e
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K000 : INITIAL COMMENTS K000,

| CFR: 42 CFR 482 70(a)

. Building: 01

¢ Plan approval: 1989, 1996

 Survey under: NFPA 101 (2000 Edition)
Facility type: SNE/INF

| Type of structure: Type V (000)

_ Smoke Compartments: Seven {7

Fire Alarm: Complete fire atarm with smoke
* detectors installed in corridors and basement.

Sprinkler System: Compiete sprinkler systermn
{dry).

. Generator: Type 2 generator powered by natural
"gas installed in 1989

A Standard Life Safety Code Survey was initiated

- and concluded on 04/28/15, for compliance with

Title 42, Code of Federal Regulations, 483.70(a)

s et seq. (Life Safety from Fire). The facility was
found not to be in compliance with the

| requirements for participation in Medicare and

Medicaid. The facility is ficensed for one hundred -

. ad twenty {120) beds. The census on the day of

the survey was one hundred and two (102},

~ The findings that follow demonstrate

s honcompliance with Title 42, Code of Fedaral
Regulations, 483.70(a) et seq. (Life Safety from

: Fire). Deficiencies were cited with the highest

.{Xﬁ} DATE

!}
|
|
|

|
|

i
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f
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|
|
|
|
f
|
|
5
J
|
|
i
|

;XSORATORY (MRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
* —
/Me— //W Acﬂmiﬂf‘bﬁu‘f“of 7/“8//5:
institution may be excused from correcting providing 4 is determined that

ny deficiency statement eﬂ"c/ﬁng with an asterisk (%) denates a Seficiency which the
her safequards provide sufficient protection to the patients. (See instructions.j Except for nursing homas, the findings siated above are disclossble 20 days
fowing the date of survey whether or not 5 Flan of correction is provided. For aursing homes, the above findings and plans of correction are disclosable 14
ivs following the date these documents are made available to the facility. ¥ deficiencies are cited, an approved bian of correction is requisite to confinued

Jgram participation.
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K600 Continued From page 1 K 00+
deficiency identified at "D" level , . L
; e : - Preparation and execution of this plan of
K082 NFPA 101 LIFE SAFETY CODE STANDARD K062 correction does not constitute an admission of
58=0 - or agreement by the provider of the truth of the

" Required automatic sprinkier systems are

: continuously maintained in refiable operating
' condition and are inspectad and tested

¢ periadically.
975

This STANDARD is not met as evidenced by:
¢ Based on observation and inferview, it was

- deficiency had the potential to affect one (1) of
seven (7} smoke compartments, two {2)
s residents, staff and visifors.

bt g

- The findings include:

Observation, on 04/28/15 at 2:54 PM, with
Maintenance, revealed the facility had only one

; + (1) spare automatic sprinkler head of the pendant

| type. Interview, at the time of observation, with
: Maintenance, revealed he was unaware 5
minimum of six (8) spare automatic sprinkler
: heads were required.

- Observation, on 04/28/15 at 4:00 P, with
Maintenance, revealed in the basement fwo (2)
- automatic sprinkier heads were obsiructad by

: ime of observation, revealed he had never
"identified the automatic sprinkler heads ware
. obstrucied by the steel trusses.

19.76, 4.6.12, NFPA 13, NFPA 25,

determined the facility failed to ensure autoratic
i sprinkfer systems were maintained, according to
National Fire Protection Association (NFPA). The :

steel trusses. interview, with Maintenance at the

i statement  of  deficiency.

facts alleged or conclusions set forth in the
This Plan of

Correction is prepared and executed solely

- because Federal and State Law require .
. Compliance has been and will be achieved no
! Iater than the last completion date identified in

the POC. Compliance will be maintained as

" provided in the Plan of Correction. Failure to
. dispute or challenge the alleged deficiencies
“ below is not an admission that the alleged facts
. occurred as presented in the statements,

K 062D

Residents Affected

 Upon observation it was revealed that the
. facility failed to have the necessary number of |

Spare automatic sprinkler heads and that two _

. awtomatic sprinkler heads in the basement

were obstructed by steel trusses.

 Hentification of Other Residents
+ The deficiency had the potential to affect one

(1) of seven (7) smoke compartments, two (2}

: residents, staff and visitors.

Systeriic Changes
The Director of Maintenance, along with

: Administrator, have provided the appropriate

amount of back up sprinkler heads as of 4-29.
15, A monthly audit will be done to ensure
- proper number of sprinkler heads are in stock.
. The audit will be turned info the Administrator J

for review on a monthly basis.

ORM CMS-2567{02-99) Previous Versions Obsclete
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FRINTED, os/28/201¢

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
I STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CL A (X2} MULTIPLE CONSTRUCTION (X3} DATE SURvEY
i;,-wn PLAN OF CORRECTION IDENTIFICATION NUMBER. A BUILDING 07 - MAIN BUILDING 01 COMPLETED
| 185215 Bwwo______ 04/28/2015
f»— NAME OF PROVIDER OR SUPPLIER STREET ADOGRESS, CITY, STATE. 2P 0ODE .
1608 HIL)L. RISE DRIVE i
PROVIDENCE PINE MEADOWS i
[ ! LEXINGTON, KY 40504 |
!f oA D SUMMARY STATEMENT OF DEFICIENCIES _ D ; PROVIDER'S PLAN OF CORREGTION s |
PREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTHVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
: : : DEFICIENCY)
: " The Director of Maintenance relocaled the two

]

l

f
;

, |

K082 Continued From page 2 K 062 (2) sprinkler heads on 4-29-15 to a distance !

 The findings were acknowledged by the _ outside of the 18 inch radius to ensure
- Administrator during the exit conference. '  sprinklers can deploy without obstruction.

A new QA audit was developed on 6-8-15 by

Reference: NFPA 13 (1999 Edition) ' Y ;
- 3-2.9.1 Asupply of spare sprinklers (never fower ~ the  Administrator for proper storage of i
than six} shall be maintained on the premises so sprinkler - heads and proper space free of f
- that any sprinkiers that have operated or been ; f)bs!rucnon for sprinkier hcads.‘ The audit
' damaged in any way can be promptly replaced. : _ fncludes lhf: number o.f backup sprmk{er heads !
. These sprinklers shall correspond o the types in place. These audits are turned into the }
“and temperature ratings of the sprinklers in the . . Administrator - monthly for review and f{
¢ property. compliance. ]
The sprinklers shall be keptin a cabinet located : o
“where the temperalure to which they are _ Monitoring _ )
subjected will at no time excead 100°F (38°C). ! The Administrator will submit the results of
_ . the QA audits completed monthly by the
:5-5.5.2.2 Sprinklers shafl be positioned in : Maintenance Director or designee.  Quality
: Assurance and Safety Committee meeting for

“accordance with the minimum distances snd

- special exceptions of Sections 5-8 through 5-11
. 50 that they are located sufficiently away from
‘obstructions such as truss webs and chords,

. review and recommendations.

e e,

!

|

H

| |

pipes, columns, and fixtures. Date of Correction: E

Table 5-6.5.1.2 Positioning of Sprinklers to Avoid gi

: Obstructions to Discharge (SSU/SSP) f

Maximum Allowable Distance : ;

. Distance from Sprinklers o of Deflector : ' 6-20-15 ;

" above Botiom of !

- Side of Obstruction (A) Obstruction (in.) - !

(B : i

‘Less than 1 #f O [

e lessthan 1/t 6 in 2112 ]

16 0n. to less than 2 f 3172 !

-2 ftioiess than 2 1t 6 in. 5142 |
2fi6in. toless than 3 | /2
(I fttoless than 31t 6 in. at/2

3ft6in. toless than 4 ft 12 i

‘dftolessthan4 6 in. 14 !

4 R & in toless than 5 fi 161/2 |

5 ftand greater 18 I

Event 1D 5H5M21 Facility 1D; {00838 H continuation sheat Fage 30of 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/29/201¢
FORM APPROVEE
OMB NO. 0938-0397

(X2} MULTIPLE CONSTRUCTION

(X3} DATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
ANE PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
i 185215 BMNG G4J2812015
MAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, 8TATE. 21F CODE
PROVIDENCE PINE MEADOWS 1908 HiLL RISE DRIVE
% T :
[ LEXINGTON, KY 40504 ;
L OY I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION R |
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oatE
| DEFICIENCY) |
K062 Centinued From page 3 K82 ’
: |
CFor Stunits, 1in. =254 mm 1t = 03048 m. _
Note: For (A) and (B), refer to Figure 5-6.5.1.2(a). - _
K147 NFPA 101 LIFE SAFETY CODE STANDARD K147
§8=0 S ‘ o K147D
- Efectrical wiring and equipment is in accordance )
| Residents Affected

e
S

- with NFPA Y0, National Electrical Code. 9.1.2

' This STANDARD s not met as evidenced by:

- Based on observation and interview, it was
determined the facility failed to ensure electrical

. panels were fabeled properly, according io

National Fire Protection Association {NFPA)

- standards. The deficiency had the potential to
affect one (1) of seven (7) smoke compartments,

“forty-four (44} residents, staff and visitors.

~The findings include:

- Observation, on 04/28/15 at 2:37 PM. with

. Maintenance, revealed electrical panel A did not

~have breakers #15 and #16 labelad properly, to

. indicate what the circuit breakers Operated.

- Further observation revealed electrical pansf HA

. did not have breaker #15 (abeled properly, to

indicate what the circuit bresker operated.

- Interview, with Maintenance at the time of
observation, revealed he was not aware of what
the circuit breakers operated.

. Observation, on 04/28/15 at 3:01 PM, with :

Maintenance, revealed electrical panel HB did not
. have breakers #13, #14 and #15 |zbeled property, .
o indicate what the circuit breakers operated.

Upon observation it was revealed that the .
facility failed to properly label the breaker
. boxes as follows: panel A, breakers #15 & 16;

panel HA, breaker #15; panel HB, breakers
C#13, #14, & #15, failing to indicated what the
 circuit breakers operated.

Hentification of Other Residents
. The deficiency had the potential to affect one
residents, staff and visitors.

Systemic Changes

The Director of Maintenance, along with

Administrator, properly labeled the breaker

boxes as follows: pancl A, breakers £15 & ie6;
" panel HA, breaker #15; panel HB, breakers
_ #13, #14, & #15 on June 18, 2015. An audit
* will be completed during the annual inspection
. of breaker boxes. This audit will be presented
_ to the Administrator for review,
P A new QA audit was developed on 6-§-15 by
_ the Administrator for verifying all breaker
~ boxes are properly labeled.

Monitoring

The Administrator will submit the results of
. the QA audits completed monthly by the
* Maintenance Director. Quality Assurance and

Safety Committee meeting for review and

recommendations.

|
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/20/201
FORM APPROVE]
OMB NG. 0938-039

|
|
|

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185215 j

{X3) DATE SURVEY

S

et e

NAME OF PROVIDER OR SUPPLIER

PROVIDENCE PINE MEADOWS

SUMMARY STATEMENT OF DEFICIENCIES

431D
PREFIX ! {(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

(X2} MULTIPLE CONSTRUCTION
A, BUILDING 01 - MAIM BUILDING 01 COMPLETED
Bwwe. .. f 04/28/2015
g STREET ADDRESS, CITY, STATE, 71P GODE
) 1608 HILL RISE DRIVE
E LEXINGTON, KY 40504
o PROVIDER'S PLAN OF CORRECTION X5y
FREFIX (EACH CORRECTIVE ACTION SHOULD BE CO“‘EPL.FE?!ON
OAFE

TAG

CROSS-REFERENCED TQ THE APPROPRIATE

DEFICIENCY)Y

K147 Continued From page 4
- Interview, with Maintenance at the time of
. observation, revealed he was not aware of what
" the circuit breakers operated.

‘: The findings wers acknowledged by the
- Administrator at the exit conference.

‘Reference: NEPA 70 (1999 Edition)

110-22. Identification of Disconnecting Means.
- Each disconnecting means required by this Code
for moters and appliances, and each service, :
“feeder, or branch circuit at the point where it
- originates, shall be legibly marked to indicate its
purpase unless located and arranged so the
» purpose is evident. The marking shall be of
*sufficient durability fo withstand the environment
-involved, Where circuit breakers or fuses are
applied in compiiance with the series combination
- ratings marked on the equipment by the :
manufacturer, the equipment enclosure(s) shall
be tegibly marked in the field to indicate the
“equipment has been appiied with a series
combination rating. The marking shaff be readily
:visible and state the foliowing:
CAUTION - SERIES COMBINATION SYSTEM
. RATED AMPERES. IDENTIFIED.
- REPLACEMENT COMPONENTS REQUIRED.
FPN: See Section 240-83{c) for interrupting rating
“marking for end-use equipment. :

K 147 Date of Correction:

! 6-20-15
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