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{F 000 INITIAL COMMENTS o {F 00y
An offsite Revisit was conducted, and based on
" the acoepiabls Plan of Correction (POC), the
faciiily was deemed to be in compliancs on
013016 as alleged.
TITLE iX6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from carrecting providing 1 is determined that
sther safeguards provide sufficlent protection to the patlents. {See instructions.) Except for nursing homes, the findings stated above are disciosable 80 days
following the date of survey whether or not a plan of correction is srovided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited. an approved plan of correction is requisite to continued

program participation.
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N - and belief, as an agent of
A Recerlification Survey was initiatod on Boyd Nursing & Rehabilitation

12/15/15 and canciuded an 12/17/15, with

deficiencies cited at the highest Scope and Center, the following plan of

Severity of an "E". & 22 correction constitutes a writter:
F 226 48313(c) DEVELOPAMPLMENT ; . \
s5=¢ ABUSENEGLECT, ETC POLICIES allegation of s‘i“bsmm‘a'
compliance with Federal
The facility must develop and Implerment writien sedicare and Medicaid
policies and procedures that prohibit Requirements

mistreatment, neglect, and abuse of residents

snd misappropriation of resident property. Preparation and exeoution of

this plan of correction does
not constittde an adrmission or

This REGUIREMENT s nol met as evidenced agreement by the provider of
by: L A L the truth of the facts alleged or
Based on intetview, record review ard review of . .

facility poficy, it was determined the facility failed conclusions set forth in the

to implement written policies and procedures alleged deficiencies. This plan
reiated to repotiing misappropriation of resident of correction is prepared

property o the State Apencles, for one {1) of
fifteen sempled residents {Resident #4), and four and/or executed solely because

{4} unsampled residents {Unsampled Residents it is required by the provisions
B.C.0.E). of Federal and State Law.

I addition, the Tacility faitec 1o screan one (1) of

-tour {4} sampled emplovess (Employee #3) for
the appropriate ficesiging board or registry check,
as per the facity's policy.

The findings include:

Review of the facility admissions dogumaent titleg

- "Customer Concern Guidelines®, dated 08/2014,
revealed the fadity would take ardinary
precautions o protect propeérly, but the rasident
and responsible parly agres the faciily would not

TIFLE ) DATE

MBORAWTOR‘S C}?OMDEWSUPPUER REPRESENTATIVE'S 3IGNATURE
o fi«-{\m /5%@1 nes oty il A

Aviy deficiency stajdmant shding wm astatink (%) danotes 3 deficiency witich the [stution may be axcused from pomacting providing i s determined that
ather safoguands Provide sefigknt atlon o the patieats. [See instructionz.) Exgept for nursing homaes, the findings stated abovs are disclosatle 30 daye
foliowing the dates of ey witathier of 19t a Pian of correction is provided.  For nursing homes, the abova findings and plens of correction are diaclogahle 14
daya tollowing thes date thess documents are made avaiiabls @ the foifity. if deficencies are ched, an apbroved plan of corsetion is requistia to continued

g pRrtipation,
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F 226 Continued From page 1

be responsibée or liable for loss or theft of
parsonal property for any reason.

Raview of the faclity "Ahuse Policy', dated

- 030114, revealsed i was the palicy of the center

to take approprists staps to pravent the

origin and risappropriation of resident property,
The Policy stated, alleged violations were to be
reported immediately to the Administrator, Such
viatations wouid zlse be reported to state
agencies and law enforcement in accordancs
with existing law. The Administrator would direct
& thorough investigation of esch alleged vioiatiog.
£er the Policy, the Administrator was responsibie
to report the results of all investigations 1o the
state ggencies as required by siafe and federal
faw.

1. Review of Unsampied Resident E's medical
record ravesiad the facility readmitied the
resident on 07/28/15 with dizgnosis which
Ineluded Altered Mental Status, Ainal Fibrflation,
Urinary Tract infection and Congestive Heart
Failure Further review revesled the resident was
dischargad on G8/15/15.

Feview of Unsampied Resident E's Customer
Concemn Form dated 0/02/15, revealad the
rasident's prescriptian glasses were left on the
reglents’ bed and were now missing. Further
review revealed the rezsident’s glasses were not
found and the resident decided to purchase
new pair of glasses. Although an investigation
was done, there was no dacurmanted evidence
the stale agencies were notiied,

Z. Review of Resident #4's medical record
revesled the facility admitted the resident or

F 226,

s poourrence of abuse, neglect, injurles of unknown

F226
it is the policy of Boyd Nursing
and Rehabilitation Center fo
shsure the development and
implemertation of written
policies and proceduras that
prohibit mistreatment, neglect,
and abuse of residents and
misappropriation of resident property,
Social Service Director discussed
migsing glasses with Resident
E's wife on 09/01/15 at which
time she stated the glasses
were readers bought at local
department store and were not
prascription. She indicated
she had already replaced them.
Resident discharged 08/15/15,
Resident #4 gowns replaced
/12718,
Resident B discharged from
facility 04/13/2014.
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F 226 . Continued From page 2 F228°  pasident C discharged from
0923114 with dia’g(msas which included ity (Q720/2015,
Congestive Heart Failyre, Diabetes Mellius and famltzy )
Muscle Weakness. Review of the Quatterly Resident O discharged from
CMinkrum Dala Set(MDS) Assessmaent, dated facility 0B/26/185.
1114115 revaaled the facility assessed the -
: L istrator
residerit to have a Brief Interview for Mental On 1272 ?”5 th? Adwfm ®
Status {BIMS) Score of fifteen (15} out of ffteen and Social Service Director
{15} indivating the resident was cognitively intact, reviewed all complaint/concern
Review of Resident #4's Customer Concern Form rorms “"f"ih'fn’ past ningty days to
dated 0621115, revesled the resident had determing if any other residents
rrissing gowns which had not been found. Further wers affected by deficient
raview of the Form, revealad an investigation was , .
completed; however, there was no documentad practice. No Dth‘ar mpﬁmfﬂg
evidence state agencios were notified, of misapproprialion of resident
was found.
Interview on 12/18/15 at 2:45 PM with Resident pa‘cp'er’ty ound .
#4 revealed hefshe had lost fwo {2) night gowns Regional Vice- President and the
in the past vear, Resident #4 stated hefshe did Adrinistrador reviewad the
report the missing gowns to the lady in laundry — "
and was told by laundry they could not locate facility "Abuse Policy” on
frisrher night gowns. Resident #4 further stated 12721415 and found no
helsha did nof receive any replacement of the changes needed.
gowns and was not reimbursed. The Regional Vice-President
3. Review of Unsampled Resident B's madica! reviewed the facility "Abuse Policy”
f ngigﬁsaf:iéh; facility ai?{ﬂgii fﬁt‘a t;ez_iﬂent with the Admiristrator on 12/22/15
on . iagnoses which inchude . - .
Hyperiension, Urinary Tract infection and with additional education of what
Hyperlipidemia. Further review ravesled the constitutes mistreatment, neglect,
resident was discharged on D41 3/15. and abuse of residents and
Review of Unsampled Resident B's Custamer misappropriation of resident
Concern Form dated 05/11/15, revealad an property and proper procedure
investigation was completed after recaiving a call . : -
from the resident's daughter relatad 1o 8 missing na mcm‘ughlmvesﬁgaiion ,QE
book. Although an investigation was completad, alleged viotations and required
there was no documented evidence the state reporting o the state agencies
agancies were notified. ied_by stai { fererat | _
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F 226 Contihled From page 3

‘4, Review of Unsampled Resident C's madicsl
record raveated the facility admitted the resident
on 0105/0% and readimitted the resident on
6711715 with diagnosas which included
Alzheimer's Disease, Hyperension and
Contraciure of the Hand. Further review of the

. record revesied the resident was discharged from
the facility on DR/20/15,

Review of the Gustomer Cancern Form dated
OB/G6A15, tevealed Unsampled Resident C's
daughter completad the Form refated to three 0
missing gowns. Athough an investigation was
cornpleted, there was no documented evidence
the state agencies werg notified.

&, Review of Unsamplad Resident D's medical
racond revesiad the faciity  readmitted the
regident on 07/01115 with diagnases which
inclyded Congestive Heart Failure, and Chronic
Kidney Disaase. Further review revesled the
resident was discharged on 08/26/15.

Foview of Unsampled Resident D's Customer
Caoncern Form dated 05/11/15, revealed an

Cinvestigation was done related to misking tems
inciuding & Dayiona tee shirt, and three (3) pais
of biack sweat pants, Per the investigation,
Resident C's name was not on the missing fems
and the Daytons tee shirl, and three (3) pairs of
black sweat pants were net found. Although an
investigation was completed, there was no
documented evidence the stale agencies were
notified.

Intarview, on 12717715 ot 8:45 AM, with Laundry
Aide #1, ravealed farily and regidents would tell
het when there was missing clothing. She stated

Education regarding facility’s

Abuse, Meglect and Exploitation

Policy was provided to all stalf
by the Staff Development
Coordinator and Administrator
on 01/26/2016 and will be
compieted by 01/28/2016.

Al staff are

re-aducated on the abuse
policy at & minimum once &
vear by the Staff Development
Coordinator utllizing Relias
Learning, a computerized
learning program, created
especially for health care
industries. Residents or the
ragponsible party receive a
sopy of the facility abuse
policy upon admission.

Al complaint/concermns aré
reviewed upon receipt by

the Social Service Diractor.

v {0 TERY H

Facilily {7 100688
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£ 225 Continued From page 4

residents’ clothing was hard to find if the

. resident's name was not written In the clothing.
Futther interview, revaaled any concerns about
missing resident iterns or clathing was reported o
the Housekeeping Supsndsor, Laundry Alde #1
stated, the laundry was searched and any
clothing matching the deseription wou'd be shown

"o the regident or family for identifieation. She
further stated they encouraged residents and
families fo lock through the tost andg found.

iemerview, or 12717115 at B:58 AM, with the
Housekeeping Supervisar, revaaled the aundry
staff seached for the Missing items in laundry
and it the lost and found. She stated the State
Registered Nurse Aldes {SRNAs), farmilies and
residents were asked to identity clothing. She
further stated, the clathing did not always have
the residents’ name, but they tried o identify
items by the size and descripticn of the missing
clathing.

interview, on 12/17/18 at 10:00 AM, with SRNA
#1, revesled staff looked for miszing clothing in
the wardrobes and cther resident rooms, She
stated, staff wodld usually find the clothing in the
lgindry or ancther residents’ room. She further
statad, they wolld tell the Housekeeping
Supervisor when a resident's clothing was
missing. Continued iterview revesled whan
clothes were brought in, staff marked the
resident's name on them with & pérmsnent
marker: however, at times famiies would bring
clothes in and ot {gll siaff and those clothes
might not get labeled

Interview, on 12017116 at 10:02 AM, with Licensed
Practical Nurse (LPN) #1 revegled family and
residents would notify staff of missing items and

F 228, The Social Service Director

will immedigtely give any complaint/
concern that falls within the
definition of mistreatment, neglect, and
abuse of residents and
misappropristion of regsident property
per state and federal ragulations 1o the
Administrator. Thege concermns ajong
with a final report within five days will
be reperied to the state agencies

as required by state and federal

law. All complaint/fconcerns will be
reviewed daily Monday through Friday
in the moming standup meeting o
assure reporting is completed and
follow-up report is completed

timely.

The monthly complaint/concem

iog will be reviewed each week

for a period of 8 weeks then

monthly thereafter by the
Administrator and Regional
Vige-Fresident to assure all
reportable complaint/concerns

have been completed.
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F 226 Continued Fram page 5

staff would check the roams, and laundry for the
remns, LPN #1 further siated, the stalf contacted
Hocial Services concerning any missing resident
iteme or clothing.

. Interview, on 12117718 at 3:12 PM, with the Social
Services/Admissions Coordinator (S8AC)
revealed residents and family could fill out a
congern farm for rigsing fems. She stated, the
concem forms ware ocated at the nurse's station,
Social Services (58) office and in the lobby.

- Further interview, reveaied a facllity search was
conducted in the resident's room, laundry and
throughout the facllity for resident missing itemns
of clothing, She stated they also asked the
residents and families to ook through the laundry
fost and found. The S8AC stated, residents and
famifies were responsible for missing personal
propersy and this was explained upon sdmission,
Continued ingrview on 121715 at 3.45 PM,
revealed 58 was responsibie to investigste
goncern forms as they were raceived. She further
ghated each of the listed missing items was
invagtigated, but she was not awsre that missing
ftems was to be reported to state agencies.

rtarview, on 12717418 at 2:40 PM, with the
Administrator, revealed not all tems that were
missing and investigated were reported to the
State Agencies because upon admizsion the
resigdents and families were notified the facilty
was not held respansibée for the Joss or theft of
the residants’ parsonal property. The
Admirdstrator further stated, she was not awars
all incidents of residents’ misaing property should

. be reported o the State Agencies.

5. Review of the facllity policy titled "Abuge Policy®
dated 03/011/14, revealed ail applicants for

complaint/congems that would
constitute need of reported per state
and federal regulations will immediately
be followed up by the facility QAPI
meeting by conducting a special called
meeting of the commiites consisting of
members of Administrator, Director of
Nuraing, Medical Director, Pharmacy
Consultant, Medical Records, Mi3S
Coordinator, Dietary Manager,
Activities Director, Social Service
Director, Staff Development Coordinator,
Housekeeping Supervisor and
Maintenance Director. The committes
will recommend action needed 1o agsure
corlinuad compliance,
Employes #3 Kentucky Nurse
Aide Ahuse Registry was validated by
the facility on 12/17/2015 by the facility
Payroll Clerk. The Administrator
instructed the Payroll Clerk 10 validate
the Kentucky Nurse Alde Abuse
Registry for alt current facilty employees.
This was completed by 12/28/2015.
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F 226 Continued From page 8
emplovmant shall, at @ misimum, have the
appropriate licensing board o registry check.

Review of Empioyes #3's employes file reveatad
the employee was a distary cook with 2 hire date
of 08724715, Continued review revealed the
registry check was not completed as per the
factily’s policy,

interview with the Administrator, on 12117115 at
1185 AM, ravealad the noraorate office
cormpleted the background checks and she wolid
checi with the office to see if they had a copy of
the onilne vaiidation of the abuse registry, 8he
further stated, the facility was just now starting o

check the onfine abuse reglstry validation on
gearyone and not just the nursing staff,

Irtmrview with Accounts Payable/Payroff on
12117115 at 12:30 PM, revesied she was
responsible for checking the Board of Nursing
abuse registry for nursing employees. She further
stated she did not know alf employees needed
abuse registry checks until she was notified by
the Adrinistrator during the survey.

483.25(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

F 323
88=g

The facility rust ensure that the resident
ervironment remains as free of accident hazards
as is possible; and sach resident repeives
soequate supervision and gsasistance devises to
prevent aocidents.

This REQUIREMENT is not met ag evidenced

" All new facility applicants will have

F 228

F 323

the appropriate licenging board of
registry checked prior to hire by the
facitity Payroll Clerk beginning 12/18/15,
The Administrator will check each new
employee file for the appropriale
ticensing board registry validation prior
to employes conducting any resident/
patient care. A check sheet will be
utitizes 1o verify information was obtained
by Payroll Clark ang Administrator
checked for validation with date indicated
check completed. An audit will be
conducted monthly for period of six
months by the Administrator

to determine appropriate licensing

board of regisiry validation has been
completed. Any discrepancies will be
immediately corfected and process

will be reviewed by the monthly QAP|
committee 1o determine required action
to assure compliance, The QAP
committee consist of Administrator,
Director of Nursing, Medical Directar,
Pharmacy Consultani, Medical Records,
MDS Coordinator, Dietary Manager,
Activities Director, Social Service
Director, Staff Development Coordinator,
Housekeeping Supervisor and
Maintenance Director.

Completed 01/30/2016
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F 323 Conlinved From page 7

by
Baged on chagrvation, interview and review of
the faciiity's policy # was determined the facility
faited fo ensure the mesident environmaent
remained 75 free of accident hazards as possible.
Coservation revesled resident room doors werg
rough. chippad and broken.

The findings ingloge

Review of faciily olicy iited "Annual Building
inzpactions”, eifective date D914, revealed
thiz iIngpection process was meant lo improve the
envirenmant iry which the residents five,

Review of Gaality form Hiled "Environmental
Rounds Master List”, undaied. revealed doors
were not isted a3 8 part of the regular
envirgrmental rounds,

Observation, guring the envirenmental tour of the

E facility on 12716/15 at 1010 AM, revealed

{ fourteen (14} of fifty {50 bathroom duors and

{ eleven {11) of twenty-six (26} resident room doors

! ors the 1080 and 200 haftways had rough spiiniered

i and sharp sdges. This included: bathroom doors

! 101,102, 103, 104, 105, 106, 107, 108, 100, 110,
T2 202 210 and resident roam doors 101,
102, 103 104, 108, 107, 108, 108 10, 213 and

| 214

i

irteraew, on 1206115 at 1030 AM, with the
Mairenance Supsrvieor, revesisd t was 5 salely
hairard for ihe residenis of ihe facility to have
sharp adges on the doors as this could cause
skin tpars. The Mamienance Supervisor stated at
the beginning of his shift every marning he did a

i waik around gnvironmental four of the facility to

|  Wdentify ary needed repairs. He revealed, during

i M
PEEFIx (EACH CORRECTIVE AGTHIN SO BE e &
TAG CROED.REFEACNCED 10 THE ARRROPRIATE pATE
DEFICENCY)
Fagz F323

it is the policy of Boyd Nursing and
Rehahilitation Center to ensure that
the resident environment remains
ag free of accident hazards 85 possible;
and each resident receives adequate
supetvision and assigtance dewvices to
prevent accidenis.
Regional Maintenance Direclor,
Maintenance Director and
Administrator inspected all resident
antry doors and bathroom doors for
needed repairs on 12182015, twas
decided 1o cover all resident entry
doars and bathroom doors including
fhose not idendified as scarred and rough.
Door proteciors were reviewad ang
ordered 122315 by the Administrator.
Maintenance Deparfment will place
protectors on bathroom doors 101,
102, 103, 104, 108, 106, 107, 108, 109,
118, 111, 112, 202 and 210 and on
resident room doorg 101, 102, 103, 104,
105, 107, 108, 108, 110, 213 and 214
as of 0122116, Protectors will be
placed on a2l remaining resident
reom doors and bathroom doors
by Maintenance Department by
0172972018,

|

-
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The Administrator educated Maintenance

F 221 Contirued From page 8
s envirommental tours he had not identiffed ke
doors as a oconcern.

Interdew, on 12/18/15 at 10:41 AM, with the
Regional Supenvisor, revesied he agresd the
rough, sharp edges on the doors presentad a
safety hazard 10 the residents of the facility, He
reveaied he was unaware of the sharp edges on
the resident room doors and the bathroom doors.
He further revealed he expected the neaded
mzintenance repairs to be documented and
scheduled on the maintenance log.

irterviaw, on 12177115 &t 4:05 PM, with the
Administrator, revealed her expectation was for
the Maitenance Supendsor to make daily
anviranmental reunds and complete maintenance
feports weekly, to check for squipmant,
furnishings or items needing repaired or repiaced,
She siated the rough doors could be 2 potential
for residents to deveiop skin tears,

483 65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The faciity must establish and maintain an
Infection Contrel Program designed to provide &
safe, sanliary and comfortable environment and
to Help prevent the development and fransmission
of disease and infection,

{a} infection Contro! Pragram

The facility must establish an nfection Contro!
Program under which it «

{1) Investigates, controls, and prevents infections
in the facility;

{2} Dacides what precedures, such as isolation,
shauid be applied to an individuaf resident: and
{3} Maintains a record of imeldents and corrective

F 322 pirector of the importance of maintsining
a safe environmant as free of accident
hazards as possible on 12182015
On (1/26/2016 education will be provided
by the Administrator to all facility staff
concerning the importance of maintaining
a safe environment as free of acoident
hazards as possible by reporting any
found safety concems o superisors
and/or maintenance personnel immediately
upon discovery. This education will be
completed for all facility staff by
Q1/28/2016 by the Administrator,
The Administrator revised the
“Environmental Rounds Master List" o
inchude checking of all regident doors
both entry and bathroom doors for
safely issues on 01/12/16. The
Maintenance Director will use this form
& conduct weekly environmental rounds
hereafler. All issues will be identified
and submitted to Administrator for review
and required follow-up assigned,

F 441

H

FORM CMS-2BR7[02-08) Previgus Varsions Cbssisge Everd 1 PE8Y ¢
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E 441 , Continue of F323
Cg'nﬂnumi Fg;mmpafe 20 F 447 Tha audit findings will be reviewed monthly
actons relat infections, s "
int the facility QAP mesting for additional
(b) Preventing Spread of infection monitoring and recommendations.
{1) When the Infection Control Program ) - ,
determines that 2 resident needs isolation to This committee members consists of
prevent the spread of infection, the facility must the Administrator, Director of Nursing, -
fmolate the resident, . .
(2) The facility must prohibit employees with a Medical Director, Fharmacy Consultant,
communicable disease or infected skin lesions Medical Records, MDS Coordinator,
fram direct contact with resicents or thair food, if 5 ' ]
direct contact will ransmit the disesse. Distary Manager, Activilies Director,
(3) The facility must reguire staff 1o wash thelr ; : :
hands after each direct resident contact for which Social Service Dlrec-tor, Statt .
hand washing is indicted by accepted Development Coordinator, Housekeeping
professianai practice. Supervigor and Maintenance Director,
(2} Linens Completed 01/30/2016
Parsonnel must handle, sfore, procass and
trenspont finens so as to prevent the spread of
infection.
F441 '
i is the policy of Boyd Nursing and

Rehabilitation Center to establish and
mairdzin an infection control program
designed {o provide a safe, sanitary,
This STANDARD i not rmet as evidenced by: znd comfortable environment and to
Hased on observalion, intetview, recard review healp prevent the development and
transmission of disease and infaction,

and review of fagility policy, it was determined the
facillty failed o establish and maintain an Resident #12 and #13 oxygen tubing

Infeciion Control Program designed to provide 2 and nebulizer Wbing/mouth piece

safe, sanitary and comieriable environment and were discarded on 1215/2015 and

to help preven! the development and . ;

fransmission of disegse and infection for three (3} new tub!ngsaﬁiin?;iegy LF:Nt;. as

of fifteen (15) sampled residenis (Residents #3, Resident ¢ feeding tubing w
discarded on 121152015 and new

#12 and #13} and one (1) unsampled resident

{Unsampled Resident F) tubing obtained by LPPN,

Obsarvation revealed Resident £3's tube feeding _ _ ,
Event £ 788¥ 1 Faciity I 100688 if gontinusgtion shest Pege 10 0f 18
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F 441 Continved From page 10
- tubing wae undated and was hanging on @ fube
feeding pole, uncapped and urbagged.

Obgervation revesled Rasident #12's oxygen
tubing was undated and was stored unbagged.
Alzo, the nebulizer tubing and mouth pince was
ohgerved 10 be ling in the flioor,

Observation revealed Resident #13's nasa)
cannula and oxygen tubing was undated and was
iying parly on the chair and partiy on the floor,
Alsg, the resident's nehulizer tubing was undated
and was in a bag in 2 chair with the ubing
hanging out of the bag touching the Dycem (ron
siip material} i the char,

in addition, observation revealed stalf faled o
properly disinfest the glucometer after using the
ghometar to check Unsampled Residenl F's
fingerstick bood sugar.

Additiorally, observation of meal service delivary
to resident rooms, revealed the State Ragistared
Murse Aides (BRNA's) failed to wash or sanitize
hands betweaen delivering meal trays, and price 1o
obiaining mesl tays from the meat cart. In
addition, 2 SRNA aitempted to place a soiled
meal tray in the area of the meat cart where the
clean meal frays were siored,

The findings include:
Review of the facilitie's Folicy, entited "Policies

and Practices-infection Control®, dated 08/2007,
revealed the faclity's infection contro! palicies and

practicas wers ntended o fsoilitate maintaining a .

safe, sanitary and comfortable ervironment and
to helo prevert and rmamage the transmission of
dizeasas and infections. Standard Precautions

F447. PN #2 was re-educated on proper

infection control fechnigues 1o prevent
spread of infections while disinfecting
the glucometer per the manufacturers
recoramendations for the disinfecting
wipas by the Staff Development
Coordinator on 12/18/2015.

SRNA #2 & #3 was re-educated on proper
Handwashing Techniques to pravent
the spread of infection during meal
service on 12/18/2015 by the Staff
Dewvelopment Coordinator.

SRNA #1 was re-educaied by the
Staff Development Goordinator on
proper disposal of dirty meal trays to
prevent the spread of infection

on 12/18/2015.

LPN #1 and LPN #2 was re-educated
ah proper procedure for
dating/labeling/storing

tube feeding fubing, oxygen/nebuiizer

fubing per the Siaff Development
Coordinator on 12/18/2015.

FORM CME.J587 (O2-98) Previous Vatsions Dokl

Bvent Q7881
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F 441 Centinued From page 11 F a4 N )
would be used in the care of all resicents All facility staff will be re-educated
epardless of thelr diagioses or suspected or by Staff Development Coordinator
sonfirmed infection control status and shali apply )
to the care of all residents In all situations, Hand on 01/26/2016 regarding the
hygiene refers to handwashing with soap or using importance of proper hand washing
gcohol based hand rubs that do not require
access of water  Mands shall be washed when procedures to help prevent the
visfhly soiled and in the absence of vigible soiling development and transmission
of hands, alcohol based hand rubs are prefarrsd . . ) . .
- for hand hygiene. Continued review revesied of disease and infection. This education
stait was to ansure reusabla equipment was not included hand hygiene protocol when
uzad for the care of another resident ungi 2 had ) )
been appropriately cleaned and reprocessed, delivery meal trays. All nursing staff
1 Review of Resident #3's medical recerd will receive additional education on the
revealed the faciiity re-admitted the resident on proper procedures for dafing/labeling/
Q6/12/15 with dlagnoses which included a8 , foodi ; ¢
Sided Weakness, Cognitive impairmant, Cerebral storing tube ing tubing and oxygen/
tefarct {Stroke), Dysphagia, and Percutaneous nebulizer tbing and the proper
Endoscopic Gastrastomy (Peg) (medical ; : .
procadure in which a tube is passed into a procedure for disposing of dirty meal
! patlent's stornach through the abdoming) wall, frays. This aducation will
mast eommonty o provide a means of feading e
. when oral intake is riot adequate) be compileted for all facility stafl and/or
5 rwirging staff by the
bservation, during initial tour on 12718115 at ;
1110 AM, reveslad Resident #3's tube feeding Staff Development Coordinator by
tubing was unbagged, vncapped without a date 01/28M86.
and hanging on the tube feedi e . . .
gng br feeding po All licensed nursing staff wift be
Interview, on 12/17/15 at 10:40 AM, with Licensed re-educated by the Siaff Development
Practical Nurse (LPN} #1 revesied the tubs . .
feeding tubing should have been dated, and Coordiantor on 01/26/16 regarding proper
should have been capped, and bagged while nof infection Control Techriques in regards
1) use,
to manufactures recommendations for
Interview, on 1217118 at4:15 BM_ with the Staff disinfecting the glucometer,
Development Coardinator (SDICY Infantion
Control Nurse (ICN) reveaiad the tube feeding ]
Faciity 0, 100880 if sontinuation shoel Page 12 of 18
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F 441 Monitoring of tube feeding
will be conductad an all residents
recgiving tube feedings to ensure

F 441 Continued From page 12
- fubing shouid have been dated, and should have
been capped, and stored in a plastic bag when

nat in use to pr?vent cortamination. Continged the tubing is capped and bagged
interview revaaied staff had been inserviced on is will be d i o
the correct procedure for storing tube faeding %m;:tar:}y}jhls ‘T t;e one iaﬂy Monday
tubing when ot In use. through Friday for four weeks
then once weekly for eight
interview, on 12/17/15 at 4.30 PM, with the weeks by the Director of Nursing
Director of Nursing (DON) revesled it was her Services, Staff Deveiopment Coordinator
g@%ﬁfﬁﬁn for thg tu%@ éeedmg tazf{:gg tc be and RN supervisor utilizing the Tube
ated, and capped and bagged while not in use. i i
Continued interview revealed nursing staf hag Feegimg Car;s audit tcsolgp oay aﬁac;e?)_
been trained on the correct storage of tubing Monitaring of oxygen tubing and nebulizer
while notin use in order 4 pravent contamination tubing is properly dated and_ bagged
of the tubing. in the resident care areas will be
. ‘ conducted daily Monday through
g. 4é}bsew:3hc>r; of Resident #12, ot 1217115 at Friday for four weeks then
40 AM, revealed the resident wag Sitling up in \ 3 i - i
the recliner chair at bedside. An oxygen WéEkEy_vf or ?"’;‘E‘a‘?“? by .the B:recrgr tor
wencentrator was in the room for as needed of Nursing, Sta . evE% ‘O;?:sm%ni Coo . mg of
(PRN) oxygen, and the oxygen tubing was and RN Supervisor utilizing the Monitoring
abserved to be undated and unbagged. A Compliance with Iinfection Control
nebuizes machine was sitting an the bedside checklist {copy attached),
tabie covered with & plastic bag, and the whing Monitoring of the nursing staff to ensure
];fa;g;mmh piece was abserved fo be fing in the proper protocol is followed for disinfecting
the blood glucnse maonitors between
Interview with LPN #2, on 12/17/15 at 9:50 AM, resident use will be conducted on a
who was assigned to Resident #12, revealed minimum of five residents daily Monday
Oxyger: tubing was changed every two (2) weeks through Friday for four weeks then five
and should be bagged wher not in use. She residents waekly for eight weeks by the |
further atatad she did not think the facility dated Director of Nursing Services, Staff
the oxygen twbing. Continued interview revealed Davel nt Coordinatar 3;*;6 RN
the nebulizer tubing should be thrown away since evelopment l-ooraina .
it was in the floor, amd this was &n infection Supervisor utilizing the Blood Glucose
control issue Monitoring Audif toof {copy attached).
3. Review of Resident #13's medical racord
revealed the resident was re-admitied on

FORM CME-2667(02.99) Previour Versions Obaoie Event I0: TERY 1T Facility ID: 13084 # continuation shest Page 43 of 18
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F 441 Continued From page 13 F 441 o i 6 1o ensure
07/01/14 with diagrioges which incuded Chronic Meanitoring of mafa service sy
- Obstructive Pulmanary Disease {COPDY, proper hand hygiene when delivering
. Dementla, Hypoxemia and Anxiety, trays and fo ensure proper disposal
of dirty meal trays will be conducted

Observation, on 12/17115 at 19:30 A, of
Resident #13's room, revealed the nasal carnulg
and oxygen tubing was undated and was fying on
the chair and on the fioor. The nebulizer tublng
was undated and was in a bay in 2 chair with the
tubing hanging out of the g touching Dycerm
{nen slip materisd) in the chanr

Interview, with LPN #1 on 1247145 at 10040 A,
revaaled she wos assigned to Residont #13, znd
she needed to throw away the nasal cannuls andl
the oxygen tubing because it was not dated and
was not bagged Further interview revegled the
nebulizer fubing shauld have bean dated and
compiately bagged while not in use,

Interview, with the SDCACN, on 12/1715 et 4:15
PM, revealed nasal cannulas, and oxygen and
nebulizer tubing shouid be deted, and should be
bagged while notin use Ip prevent contamingtion.
Futther interview ravealed staf was rained o
fis at a minimum of yearly and upon hire,

Interiew with the DON an 12/17/15 at 4:06 P
and 4.30 PM. revealed the night shift was
responsiie for dating and changing out the

axygen and nebiulizer (ubing per schedule. but the

tubing should aise be changed any time it was
contaminated. S$he further stated respiratory
fubiing should be bagged when net in use,
Contlnued interview revealed this was 2n
infection control issue and afl nursing staff were
In-serviced on respiratory suppliss and Infection
cantroi on hire snd 21 least annJally.

daily Monday through Friday by

rofating the three meals per day services,
This will be done daily Monday through
Friday for four weeks then weekiy for
eight weelkys by the Director of Nursing
Services, Staff Development Coordinator
and the RN supervisor alternating
monitoring resident rooms delivery
service aend dining room service

utilizing the Meal Service

Audit ool {copy atiached).

Any siaff member deviating from

proper protecols will be educated at

that time,

The Staff Development Coordinator

wifl conduct weekly infaction
control/environmental compliance
rounds thereafter utllizing the Monitoring
Comphiance with Infection Condrol
checkiist.
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F 447 Continued From page 14
4. Review of the Super Sani-Cloth's label
revealed, o disinfect nenfood contact surfaces
anly: Use & wipe fo remove heavy soil 23 needed.
Unfold a clean wipe and thoroughly wet surfsce.
Aflow treated surface to remmain wet for a full two
{2) minutes. Further review of the labei revested ,
uze gdditional wipes i needer to assure
continuous twe (2) minute wet cortagt fime. Let
air dry. Review of the Supsr Sani-Cloth's front
latel revealed, disinfacts in two 12) misytes.

Observation. on 12/17/18 at $1:.50 AM, revealad
LPN #2 used the glicometer to check the bload
sugar of Unsampled Resident F, and placed the
giucometer or the tog of the mediestion cart,
LPN #2 then used a Super Sani-Ciotn wipe lo
tlean the giucameter: howaver, did not monitor
the amount of time the glucometer stayed wet in
order (o disinfect correctly.

interview with LPN #2, on 12/17/15 at 11°55 AM,
revealed she was unaware the glucometer hag to
rernaie wet & full two £2) minutes In order to be
correctly disinfected and thought she could just
wipse the glucometer off and et it set to giry.

Itgetview, on 1271718 at 10040 AN, with LI g1
raveated she was unawars the Super
Sani-Cloth's used o disintect the glucomeater's
had to stay wet for a full two [2) minutes before
the glucometer would be sompletely disinfectsd.
Further interviaw revaaled she would jet the
giucometar complately dry which seems o he
about thirty (30} seconds but she 4id not ime the
disinfection process.

Interview. on 12/17/15 at 4:15 PM, with the
SDCANC ravesled stafl had been trained on the
correct procedure for disinfecting glucometer's

F 441 The results will be forwarded to weeldy
Foous meeting (a subcommittes of the
monthly QAP committee} consisting of
the Administrator, Director of Nurging
Services, Siaff Development Coordinator,
MDSC, Health Information Medical
Coordinator, RN Supervisor, Activity
Director, and Social Service Director.
The audit findings will then be raviewed
moritthly in the facility GAPI meeting for

additions! monitoring and
recormmendations. This commitiee
members consists of the Administrator,
Director of Nursing, Medical Direcior,
Pharmacy Congsultant, Medical Records,
MD& Coordinator, Dietary Manager,
Agtivities Director, Social Service Dirstlor,
Staff Development Coordinator,
Housekeeping Supervisor and

Maintenance Direcior,

FORM OMS.2887002 45 Previous Versiona Obsglele Event 10: 7585v 11
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between patient usage and the Super Sani-cioths
were 10 remain watl on the surface for two (23

minutes,

5. Ubservation of meal service delivery to
haliways, on 12715015 at 510 BM, revesled State
Hagisterad Nurse Alde {SRNA) #2 entered Room _
108 with & meal ray. assisted the resident up in
the bed, et the tray up for the resident, and left
the roem without washing or sanitizing ber hands.
SRNA #2 was then ohserved (o take Room 106's
tray from the cart and start 10 enter room 106,
howaver, after surveyor intervention ancther tray
was ortdered for the resident in Room 106,

interview with SRNA#2, on 12/15/15 2t 8:00 BM,
revealed she had receved training on
handwashing and knew she should wash her
hands after any resident care and before leaving
# resident's cwom. SRNA #2 further stated, she
could soread infections by not washing her
hands,

Ohbservation of meal service delivery to hallways,
on 1206/15 at 12:18 PM, reveslod SRNA#2 took
the food tray into Room 104-8, and while setling
up the tray up she kept toushing her hair and
putting her hair hahind her sars, Furthar
observabion, reveaied SRNA RS left the roam ang
went to the meal cart without washing her hands
and was attempting to open the deor of the food

] ASHLAND, KY 41102
L ANIs] SUMMARY STATEMENT OF DEFICENCIES B3 PROVIDER'S PLAN OF CORRECTION el )
’;i‘égFﬁ} (EACH DEFICHINGY MUST B PRECEDED BY FUILL FREFIX {EACH CORRECTIVE ACTION SHOULD BE CON;\F;;LE; ]
TRES REGULATORY ORLEC MENTIFYING INFORMATION; TAG CROSS-REFERENCED TG THE APPROPRIATE 2l
DEFICIENCY)
Fa41 Contirued From page 15 Fa4T Rased o the results of the Infection
and expectations were to disinfest the glucometer , .
very fime before use and follow manufaciurers Controt audits the QAPI committee
tecommaendstian for the disinfecting wipes, will determine the need and the
interview, on 12/17/15 at 4:36 P4, with the DON, frequency of additional audits
revealad the staff had been trained on the corect relatad to Infection coptrol
procedune for disinfecting glucometer's and :
expectations ware to disinfect the glucometer in procedures.
Completad (1/30/16

i
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F 441 Gontirued From page 18
cart when the survevor intervened,

Interview with SRNA #3, on 12/16718 at 1220
P, revealed she had recelved raining on
hanghwashing and when to wash kands. She
further stated she was pushing her hair out of her
face whitz setling up the meal tray and this was
an infacton contr lsse, She further stated she

Room 104 and was going to apen the food cart
to lowk for any extra butter. She reveaisd sha
should have washed or sanitized her hands gfter
axiting the room and hefore Sttempting lo open
the door of the meal cant because this could and
this could cause cross contamination, which
Coukl cavse a resident fo gel an infection.

Observation of meal defivery to hallways on

Foom 106 with @ meal fray, and the resident
refused the tray. SRNA then picked the fray up
from the bedside table and lef: the room retuming
to the food cart, and was attemptivg (o place the
soiled meal try in the food cart with the ciean
rieal frays when the surveyor intervened,

Imterview with SRNA #1, on 12/16M5 at 1205
P, revealed she had received training related to

cloan meal trays on the meal cart, but she was
fust 80 nervous she wasn't thinking, SRINA #1
further stated this wouid cause cross
contamination to put diny meal trays in the meal
cart with the clean meal trays.

Further interview with the DON on 12117/15 at
4.30 P, revealed staff should ensure they wash
;‘ or santtize hands privr o exiting redident rooma,
! _and hefore serving meal frays. Cantinued

did not wash or sanitize her hands prior 1o axiting -

e SUMMARY STATEMENT OF DEFEIENCIES i PROVIOER'S PLARN OF CORRECTION . ;7:%:?"
PRIAK {EAGH DRFICHENGY MEIST 3 PRECEDED 8Y FULL PREFIX {EAGH CIORRECTIVE ACTION SHOULD #F VW?A—:EE M
VAL REGULATORY 91 LSC IDENTIFYING INFQRMaAFION; TAG LROSS-REFERENCED TO THE APPROFRIATE il
DEFICIEMNCY]
F 447

121615 a1 12:22 PM. revealed SRNA# enterad -

ensuring they did not place dirty meal trays in with _
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STATEMENT OF DEFICKNGIES l27) PROVIBERISUPPLERICLIG 425 MULTIPLE CONETRUCTION ey BATE symEY
ANE PLAR OF GORRECTION [ SENYIFICATION NUMBEF: P— COMPLETEL
j
B f 186418 B WING _ 1211712018
NAME OF FROVIDETR G SUPPLER STREET ADDRESS, CITY, 8TATE, ZIP CODE
OVD KURSING & REHABILITATION CENTER 12800 PRINCELAND DRIVE
& HURSING HARILITATION CENTE ASHLAND, KY 41102
XD SUMMARY STATEMENT GF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION o B
SREF {EACH DEFIDIENCY MUST BE PRECEDED BY FlLL PFRER (EACH CORRECTWE ACTION SHOW D BE COMPLETION
TAL REGULATORY OR L8G IDENTIFYING INFORMATIGN} I A CROSS-REFERANCED TO THE AFPROPRIATE BATE
DEFICENCY)
Fdat Continued From page 17 . Fa4t:
interview revealed staff should not place a dirty
megl fray in with the ciean meal trays on the meal
i, :
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i X1} PROVIDER/SUPPLIER/CLIA A2 MULTIPLE CONETRUCTION (X3 DATE SURVEY
IDENTIFICATION HUMBER: A BURDING DM - BBAIN SURDING o1 COMPLETED
=4
185418 B WING i Pt
STREET ADDRESS, CITY, 8TATE, ZIP ZODE

HAME OF PROVIDER OR SUPPLIER

1ZB0C PRINCELAND DRIVE

BOYD NURSING & REHABILITATION CENTER o :
P ASHLAND, KY 494102
(%4 i SUMMARY STATEMENT OF DEF ;ﬁ?\éc faNe] i PROVIDER'S D AN OF CORRECSTION
CREFIK IEACH DEFICIENCY MUST BE PRECET £ . PREFIX "'ﬂ\(,‘-i CORRECTIVE ACTION SHOULD BE
TAG REGUIATORY OR LSC IDENTIFYING NFO RI\J’EF\TCN; TAG ROSS-REFERENCED 7O THE APPROPRIATE
DEFICIENCYY
{K 000} INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facilily was deemed fo be in
compliance, 12/17/15 as alleged.

TITLE X5; DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficiency statemert ending with an asierisk {) denotes g deficiency which the institution may be excused from correcting providing # is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of correction is provided. For nursing homes, the above findings and pians of correction are disclosatile 14

days foilowing the date these documents are made available to the faciiity. lf deficlencies are cifed, an approved plan of correction is requisite to continued

program participation.
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Xdy i BUMMARY STATEMENT OF DEFICIENCIES ' i SROVIDER' PLAN OF CORRECTION m
SrEr {EACH DEFIGIENGY MiJST BE PRECEDED RY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE  SAVRATION
TAG REGULATORY (R LS50 IDGRTIEYING INFORMATION Al cmss-ascmegzgggég‘zs APPRCPRIATE '

K000 INITIAL COMMENTS K000
To the best of my knowledge and

CER; 42 CFR 483.70(2)
belief, as an agent of Boyd

Building: 01

Nursing & Rehabilitation Center,
Surv r NFPA 101 (2000 edition . ’
Py Uﬁdeu o fon) the following plan of correction
Facility type: SNF/NF constitutes a written allegation of

substantial compliance with
Federal Medicare and Medicaid

Requirements.

Eire Alarm: Full fire alarm (upgrade somplated in . .
2009) (P p freparation and execution of

Type of structure: Type V {Q00)

Smoka Compartrnent: Three (3)

this plan of correction does not

constitute an admission or

Senerator: Type D [Diesel instated 1585 )
eneralor. Type Il Diesel installe agreement by the provider

Sprinkier Systam: Full sprinkisr system

A Standard Life Safety Code Survey was of the truth of the facts alleged

conductad on 1211672015, The facility was found i )
not tc be in compliance with the requirements for or conclusions set forth in the

partivipation in Medicare and Medicaid. The e i
census the day of the survey was fifty-six (56} alleged deficiencies. This plan
The facility was licensed for sixty (60) beds. of correction is prepared and/or

The findings that foliow demonstrate executed solely because itis
noncamplisnce with Title 42, Code of Federal required by the provisions
Regulations, 483.70 (a) et seq. (Life Safety from '
Fire), Deficiencias wara citad with the highest of Federal and State Law.
deficiency identified at an "F" level
K 144 NFPA 109 LIFE SAFETY CODE STANDARD K 144
28=F
Generators arg inspected weekly and exercised
under foad for 30 minutes per Mmonth in
accordance with NFPAS3 2441

LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REFRESENTATIVE'S BIGNATURE THLE {xfiy DATE

.:i/ ._ ﬁ',i L »‘%@7,#4 Aty R A AP

Any deficiency statem:g( ending with an asterivk {1 dendtes & deficiency which the Inafitution may he pxcused fram comecting providing # iy detarmined that
othet sateguards provids sufficient profection to the patients. (See instructiors,) Except far nursieg horpes, the Anditios atated shove are dacinsabls 50 days
foliowing the date of gurvey whether or rusf A plan of currectlon is provided.  Fer nursing homes, the sbave findings and plans of carsaclion are disciosable 14
days following the date these doouments are mars availabis to the faciiity. I deficiencies ate cited, an approved plan of corection i requiaiie to continued

prograrm participstion,
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£%ty 10 SUMMARY STATEMENT OF DEFICIENGIES i PREVIDER'S PLAN OF CORRECTION L
FREFIX (EACH DEFICIENGY MUST O PRECEDED BY FULL BREE {EAGH CORREGTIVE ACTION SHOULD BE um;;ﬁym
TAD REGULATORY OR LBC IDENTIFYING INFORMATION TAG CROSE-REFERENGED 70 THE APPROPRIATE :
DEFIGIENCY)
K 144 | Continued From page 1 K144
K 144

It is the policy of Boyd Nursing
and Rehabilitation Center to
maintain life and safety

This STANDARD is not met as avidenced by: compliance according fo
Based on record review and inferview, it was . i )
deterrmined the faclity failed fo ensure the the National Fire Protection
amergency generator was maintained according T

to National Fire Protection Association (NFPA} Association Standards.
siandargs. The deficiency had the potential o On 12116415 the Maintenance
affact three (3} of three (3) smoke compartments, Director reset the emergency

sixty {60} residents, staff and visitors.
generator automatic timer for a

The findings included: . .
run-time of thirty minutes (30)

Regord review of the monthly emecgency . ; .
generator lesting records on 12/16715 at 330 PM, as r@qusrad by the National Fire:
with the Maintenance Direcior, reveated the Protection Association standards.
ermargency generator has been sxercised _ ; .
manthly for fifteen {15} minutes instead of the The Regional Maintenance

. required mirdmum of thirty (30) minutes during ; ili
the months of July, August, Seplember and Supervisor &C}U?Bt&:‘d the facility
October 2015, Interviaw, with the Maintenance Maintenance Director on
Director, revesied the emergency generator was
set on an automatic timer and he was not aware 2/17/15 on the proper
that the timer was set for a run-time of fiftesn (15} procedure of completing
minutes instead of the required thirty (30)

generator monthly testing under

The findings were acknowledged by the the requ;red minimum thi!’ty
Administrator during the exit conference. minute (30} timeframe
and properly recorded.

minytes.

NFPA 116 { 1960 Edition)
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xai 10 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S BLAN OF GDREECT!DN__ .
;EE}FIX EACH DEFCIENCY MUST BE PRECEDED §Y FukL PREFIX {EACH cO&}RECTNE ACTEOIN BHOULD BE . vcs?vsr;);\;ﬁﬂm
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K 144 Continued From page 2 K 144

E-4.1" Level 1 and Level 2 EPSSs, including aff
appurienant componans, shall be inspectad

weekly and shafl be exercised under load 8t least

. monthiy,

Exceplion: If the generafor set s used for standby
power of for peak load shaving, such use shaii he
recorded and shall be parmitiad o be subsiituted
for schaduled oparations and testing of the
panerator set, provided the appropriate data are
recorded

B4 27 Generatar sets in Level 1 and Level 2
service shall be exercised at lbast choe monthly,

for & misimurm of thirty (30) minutes, using one of

the foliowing methods:

{a) Under ocperating temparature conditions or at
rof legs than thirty (30) percent of the EPS
nameplate rating

{0} Loading that maintaing the mirimur exhaust
gas lemperatures 85 recommendsd by the
manufacturer

The date and time of dey for required testing shail
he decided by the owner, baged on facilily
oparationg.

The Administrator will audit
the generator festing records
each month o assure the
thirty minute {30} required
testing fime is exercised.

Any discrepancies of these
records will be taken to the
monthly facility Safety
Committee (members include
Administrator, Director of
Nursing Services, Medical
Records, Payroll Clerk,
Dietary Manager, Infection
Control Coordinator, Activities
Director and Maintenance
Director) and forwarded {o
the Regional Maintenance
Director for review and
recommendations for
improvement to meet

required standards.
Completed 12/17/15

Evoni il 75823
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