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F 000 1 INITIAL COMMENTS F 000
Submission of this plan of
A Recertification Survey and Abbreviated Survey cor:‘:ect::.on s da iegal
(KY#22936) was conducted on 03/24/15 through | admission that a deficiency
03/27/15 wiith deficiencles cited at the highest exists or that this statement
scope and severity of an "E". KY#22838 was °,f deficiency was correctly
substantiated with deficiencies cited. cited, and is also not to be
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F157| | construed as an admission of
$8=0 | (INJURY/DECLINE/ROOM, ETC) interest against the facilityl
the &Administrator or any
A facility must immediately inform the resident; ! employees, agents, or othex
consult with the resident’s physician; and if i individuals who draft or may
known, nolify the resident's legal representative : be discussed in this response
or an interested family member when there is an and plan of correction. In
accident involving the resident which results in addition, preparation of this
injury and has the potential for requiring physician plan of correction does not
interventlon; a significant change In the residant's constitute an admigsion or
physical, mental, or psychosccial status {l.e., a agreement of any kind by the
deterioration in heaith, mental, or psychosocial facility of the truth of any
status in elther (ife threatening conditions or facts alleged or see the
clinical complications); a need o alter treatment correctness of any allegation
significantly (i.e., a need to discontinue an by the survey agency.
existing form of treatment due to adverse Accordingly, the facility has
consequences, or fo commence a new form of prepared and submitted this
treatment}; or a decision to iransfer or discharge plan of correction prior to i
the resident from the facllity as specified In the resolution of any appeal |
§483.12(a). which may be filed solely
. because of the requirements
The facility must also promptly notify the resident under state and federal law

| and, if known, the resident's legal representative
| or interested tarmily member when there is a
| change In room or roommate assignment as
' specified in §483.15(e)(2); or a change in " f
| resident rights under Federal or State law or Sl G L b s Ll

. . TitlelB, and Title 19
.{r;gsu;zt;:igzas sl UBIGLE L L NI programs. The submission of

! | the plan of correction within
! | this timeframe should in no
way be construed or considerﬁé

that mandate submission of a
plan of correction within (10}
days of the survey as a

The facility must record and pericdically update
the address and phone number of the resident's [

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPR| SNATURE ) TITLE ii ) DA
p@z o/ }@-M/ Z % l;?‘ % /ﬂé,ﬂyﬂ?&jp FZ{?} /5"

Any deficiency statement ending with an asterisk {*) dénotes a datﬂ;ncy which the inslilution may be excused from correcting providing it Is delsrmined that
other saleguards provide sufficient protection to the patients . (Sea instructions.) Except for nursing homes, the findings stated above are distlosable 90 days
following the dats of survey whethar or not a plan of correction Is provided. Far nursing homes, the above findings and plans of correction are disclosable 14
days following the date thesa documentis are made available to the facility. If deficlencies are cited, an approved plan of correction 1 requisite to continued
progeam participation
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legal representative or interested family member.

This REQUIREMENT is not met as evidanced
by:

Based on interview, record review and facility
policy review, it was determined the facility falled
to natify the physician of the need to alter
treatment for two {2) of sixteen (16) sampled
rasidents (Resident #0 and Resident #3),
Resident #9 was ordered a "now"” dose of
Decadron (corticosteroid) on 03/04/15 and the
facility feiled to notify the physician when the
medication was not administered, Resldent #3
was diagnosed with a rash on 03/03/15 and
medication and treatment was ordered for five {5)
days. The resident was re-assessed on 03/11/15
and new orders wers obtained for topical
cintment and a referral was ordered for the
resident to see a dermatologist. On 03/24/15, the
resident continued to have visible signs of itching
and there was no documented evidence that the
consult with the dermatologist had been obtained
or that the physician had been updated on the
resident's condition

The findings include:

Interview with the Directive of Nursing, on
03/27/15 at 11:30 AM, revealed the facllity does
not have a pollcy specific to physician notification.

Review of the facility's Medication Administration
Policy, not dated, revealed the physlician should

be notified of changes In condition related to the
medicatton regimen {(improvement or decline).

1. Record review revealed the facility admitted
Resident #9 on 11/20/13 with diagnoses which

or admissions by the facility]

This plan of correction
constitutes a written
allegation of submission of
substantial compliance with
Federal Medicare Requirements

F157
The physician was notified of
the medication error for
resident # 9 by the Unit
Manager on 03/05/2015. On
resident #3 the physician was
notified of the daughters
refusal for the dermatology
consult on 03/25/2015 by the
Unit Manager. A new
dermatologist was found and
agreed upon by the family and
an appointment has been
scheduled for 4/28/15.

2. The Director of Nursing,
Assistant Director of Nursing
or Unit Manager will completdq
an audit of all current
resident’'s physician orders
for the past thirty days to
determine if all physicians
orders were carried out. Any
identified as not being

completed will have physician

notification and further
direction. This will be
completed by May 10™ 2015.
3. All licensed staff will be
re-educated on notification ¢
the physician if they are

£
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unable to follow physician
F 157 | Continued From page 2 F 157|{ orders including .
consultations., This education

included Anxlety, Hypothyroidism, Hypertension
and Conjunctivitis.

Review of a Physician's Order Sheet, dated
03/04/15 at 2:25 PM, ravealed a telaphone order
for Decadron 4 milligrams (mg) Intramuscular
{IM) now.

Review of Nurses Note, dated 03/04/15 at 5:06
PM, revealad the physician was notified the
resident had a rash to upper chest, arms and
legs. New orders were recelved for Decadron 4
mg [M now, Medrol dose pack and Zyrtec 10 mg
by mouth for seven (7) days. Further review of
the Nurse's Note revealed the Decadron was not
in the Emergency Drug Kit (EDK), so the
pharmacy was notified the Decadron was needed
stat.

Review of the March 2015 Medication
Administration Record {MAR) revealed the now
dose of Decadron 4 mg IM was not administered
until 03/05/15 at 6.30 PM, after discovery of the
omission by the Unit Manager.

Review of the Medicatlon Error form, dated
03/05/15, revealed the now dose of Decadron
was noted received from the pharmacy and was
not given as ordered. Further review revealed
Resident#g's physician was notified of the ermror
on 03/05/15 at 3:00 PM by the Unit Manager.

Post survey interview with LPN #4, on 04/10/15 at
9:32 AM, revealed she had been notified by other
staff that Resident #9 had a rash and when she
assessed the rasident, the resident was digging
and scratching at his/her skin. LPN #4 stated she
then phoned tha physiclan and recsived new
orders to administer a now dose of Decadron 4

will be conducted by the
Director of Nursing, Ass
Director of Nursing or U
Managers and will be com
by 05/10/2015 with no 1i
staff working after 05/1
without having receiving
re-education.
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Continued From page 3

mg IM. LPN #4 revealed she checked the
Emergency Drug Kit (EDK)} and there was no
Decadron in the box so she faxed the order to the
pharmacy and followed up with a phone call. She
stated she spoke with a famale at the pharmacy
and notified her that she needed the Decadron
stat end the fomale asked if it could ba delivered
with the nine {8) PM medications. LPN #4
revealed she told the female she needed the
medication stat. LPN #4 stated the medication
had not arrived by the time her shift ended at 7:00
PM so she reported that to the oncoming staff,
LPN #4 stated she was not aware the medication
was not delivered untll the next day until
approximately a week later. The LPN revealed
she did not notify the physician before she left
that the medication had not been received, She
stated, "l should have called the pharmacy before
| left".

Interview with Unit Manager, on 03/26/15 at 2:00
PM, revealed the original nurse on duty received
the order from the physiclan and she faxed and
called the pharmacy to let them know the
medication needed to be sent to the facility stat
for administration. The Unit Manager stated the
medication was not kept in the EDK. The Unit
Manager revealed the dose should have been
recelved within an hour; however, the medication
wasn't received by the facility untit 03/05/15 (next
day). The Unlt Manager administerad the
Decadron at 6:30 PM on 03/05/15.

Interview with Resident #8's Physician, on
03/26/15 at 2.52 PM, revealed she was not
notified of the delay in giving the now dose of
Dacadron. The Physiclan stated the facility
should have obtainad the medication from
another source, if needed. The Physician

F157
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F 157 | Continued From page 4

revealed she expected the medication to be
administered in a timely manner, and to be
notified the condition of the resident's rash. The
physician stated the resident was "suffering" with
a rash,

2. Record review revealed the facility admitted
Resident #3 on 04/15/09 with diagnoses which
included Hypertension, Anxiety, Alzheimer's
Disease, and Rash. Review of the quarterly
Minimum Data Set (MDS) assessment, dated
03/05/15, revealed the facllity identified the
resident's cognitive status as severely impaired
with a Brief Interview of Mental Status (BIMS)
score of "89" which Indicated the resident was not
interviawable.

Raeview of the Change of Condition Process
policy, last revised 09/2013, revealed an staff
should notify the physician immediately of any
symptom, sign or apparent discomfort that is
acute or sudden in onget, and if there Is & marked
change (ie more severe} in relation to usual
symptoms and signs, or It is unrelieved by
measures aiready prescribed,

Review of a Nursing Note, dated 03/03/15 at 5:15
PM, revealed Resident #3 was dlagnosed with a
rash on 03/03/15 and ordered an oatmeal bath
dally for five (5) days and Benadryl
{antihistaming) 25 milligram (mg)}, one pill by
mouth (PQ) three times (lid) a day for ten {10}
days.

Review of a Physician Order, dated 03/11/15,
ravealed the physician was notified on 03/11/15 of
continued rash and new orders were obtained far
a lopical ointment and a referral was orderad for
the resident to see a dermatologist.

F 157
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Interview with Registered Nurse (RN) #2, on
03/25/15 at 8:30 AM, revealed he called the
dermatologist office to schedule the appointmeant
on 03/13/15, and was told the provider was not
able to bill the resident's insurance, He stated he
talked with the resident's daughter, netified her of
the problems with scheduling the appolntment,
and she wantad to look for another medical
provider on her own. He continued 1o reveal he
was waiting for a response from the resident's
daughter bafore he notified the medical provider.

Review of Resident's medical record revealed
there was no documented evidence that the
resident's physician was notified that the consult
with the dermmatolegist had not been obtained.

Observation on 03/24/15 at 11:30 AM, and again
on 3/25/15 at 10:30 AM, revealed Resident #3
was visibly scratching legs and lower back and
buttocks while sitting up In geri-chair in the
hallway. On 03/24/15 at 1:35 PM, a skin
assessment was completed on Resident #3, and
ravealed multiple red raised areas to the upper
and lower extramitles, trunk and buttocks.
Further obsarvation revealed there were visible
areas of red scratch marks noted on tha hips and
buttocks.

Interview with Assistant Director of Nursing
{ADON), on 03/24/15 at 2:20 PM, revealed she
was aware the resident had a rash for a couple of
weeks, She stated an appointiment was
scheduled with the Dermatologist but was
cancelled because they were unable to bill the
resident's insurance and she was not sure what
the resident's daughter wanted to do. She further
revealed she was unaware of any other
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intervention in place other than the topical

olntment for the rash.

Interview with the Director of Nursing (DON), on

03/24/15 at 8:05 AM, revealad she was not aware

the appoiniment was cancelled for the resident to

see the Dermatologist. She stated they needed to

find a dermatologlst that will accept the residents

health insurance. She further ravealed they were

waiting for the resident’s daughter to contact

them related fo scheduling an appointment.

Interview with Resident #3's Physician, on

03/25/15 at 11:45 AM, revealed he was not aware

the cintment was not effectively treating the rash.

He further stated that the resident could be

placed an an orat medication for itching If it was

necessary. He continued to reveal he had not

baen updated on the residents condition and

should have been updated if the treatment was

not working. He also revealed he was not aware

the dermatologist consult had not been scheduled

per his order. F241 i
F 241 483.15(a) DIGNITY AND RESPECT OF F a4 1. The nails of unsampled 5/// A}'
$8=D | INDIVIDUALITY resident B were cleaned

. . and trimmed by the MDS

The facility nTust promote care for resident; ina Assistant on 03/24/2015.

manner and in an enviranment that maintains or The Geri chair for

enhances sach resident's dignity and raspect in

full recagnition of his or her Individuatity AL U, e LR DG GO B

: on 03/25/2015
And the resident’s nailg
were cleaned and trimmed

:ty'l:ls REQUIREMENT is not met as evidenced on 03/24/2015 by MDS |

Based on observation, interview, and review of Assistant. The Bed side

the facility's policy and procedure, it was commode for r esident #

determined the facility failed to ensure care for 14 was emptied and

residents in a manner and in an environment that cleaned on 03/24/2013 b
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maintalns/enhances resident's dignity and raspect
in full recognition of histher individuality for two (2)
of sixteen sampled residents (Resident #3 and
Resident #14) and one (1) unsampled resident
{Unsampled Resident B).

The findings include:

Review of facility's Dignity Policy and Procedure
which was chapter one (1), "OBRA-Required
Actions to Promote Dignity and Privacy”, out of
{Mozby's Textbook for Long-Term care Nursing
Assistants) fifth edition, ravealed that nursing
centers must care for residents in a manner that
promotes dignity and self-asteem,

1. Record review revealed the facility admitted
Unsampled Resident B on 01/27/15 with
diagnoses which included Pleural Effusion,
Encephalopathy, Hypertenslon, Escphageal
Reflux, Dementia NOS, Hyperlipidemia, Thyroid
Disorder, Open wound of buttocks, and Deficlent
Anemia. Review of the Admission Minimum Data
Set (MDS) assessment, dated 02/03/15, revealed
the facility assessed the resident's cognition as
severely impaired with a Brief Interview of Mental
Status (BIMS) score of "4" indicating the resident
was not inlerviewable. in addition, the resident
required the extensive assistance of two (2)
persons physical assist needed for personal
hygiene caras.

Observation of Unsampied Resident B, on
03/24/15 at 1:55 PM, revealed he/she had long
dirty finger nails to both hands.

Interview with Cerified Nurse Aide (CNA) #8, on
03/27115 at 7:50 AM, revealed expectations for
nail care were for nails to be trimmed, cleaned
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MDS Assistant.
F 241 | Continued From page 7 F 241 s

Assistant Director of
Nursing, Unit Managers,
MDS Coordinator, and thk
MDS Assistant completed
an audit of all
resident’'s wheel chairs
or geri chairs and
finger nails to identifly
any that were unclean of
nails that needed
trimming. Any identified
had the chair cleaned
immediately and or nailjs
cleaned and trimmed
immediately. An audit of
all Bed Side commodes
was completed on
03/25/2015 by the MDS
Assistant to identify
any that were unclean,
needed emptying or had
an odor. Any identified|
were immediately emptied
and or cleaned.
Oon 04/13/2015 the
Administrator re-
educated the Department
Heads consisting of the
Director of Nursing, the
Assistant Director of
Nursing, the Unit
Managers, MDS
Coordinator, the MDS
Assistant, Social
Service Director, Staff
Development Coordinator,
Dietary Services
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and/or filed as needed because residents eat with
thelr hands. She further stated nail care was
supposed to have been done on bath days and
whenever necessary.

Interview with CNA #2, on 03/27/15 at 7:55 AM,
revealed axpectations for nail care was it should
have been checked daily for need and done on
bath days.

Interview with Unit Manager Licensed Practical
Nurse (LPN) #1, on 03/24/25 at 2:00 PM,
revealed nail care should have been done with
showers and the charge nurses and unit
managers were responsible to ensure nail care
was completed. LPN #1 stated she expected the
resldents to have had naill care with each shower
and or bed bath along with as needed in between
shower/bath days.

Interview with Director of Nursing (DON), on
3/26/15 at 1:00 PM, revealed he/she expected
routine nail care to be done on all residents. The
DON stated all nurses, unit managers, and
administrative nurses should check and make
sure nail care was being done. Tha DON
revealed nail care was absolutely very important
and should have been done routinely without
exception unless there had been a
contraindication or physician's order not to
perform nall care,

2. Record review revealed the facility admitted
Resident #3 on 04/15/09, with dlagnoses which
included Hypertension, Anxiety, Alzheimer's
Disease, and Rash. Review of the quarterly
Minimum Data Set {MDS) assessment, dated
03/05/15, revealed the facility idenlified the
resident's cognitive status as severely impaired

Records Coordinator on
conducting room rounds
on assigned residents tp
include checking
cleanliness of chairs,
fingernails and that bed
side commodes are
emptied timely. The
Department Heads will
conduct rounds five
times per week to
identify any concerns
with nail care, unclean
chairs or bedside
commodes not clean ox
empty. The results of
these rounds are
reviewed during the
morning meeting. All
current nursing
assistants will be re-
educated by the Directopr
cf Nursing, Assistant
Director of Nursing or
Unit Managers on
completing nail care on|
shower days as well as
emptying/ rinse bedside
commodes on each round.
All night shift nursing
assistants will be re-
educated on the cleanin
schedule for wheel
chairs and geri chairs.
The Administrator will
audit 10 residents per
week for twelve weeks tp
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with a Brief Interview of Mental Status score of
99" which indicated the resident was not
interviewable.

Observation of Resident #3, on 03/24/15 at 9:35
AM, revealed the resldent was in a geri-chair
reclined, with the chair alarm visible on back of
chair, physically leaning to the left with pillow
under left side. There was facial hair visible to
the chin and cheek area and his/her finger nails
were long with a visible yellow substance under
hisfher nafls. Further observation revesled a
large amount of brown dried substance to both
sides of the chair and on the right chairam .

Observation of Resident #3, on 03/25/15 at 7.35
AM, revealed the was resident in the geri-chair in
the main dining room at the dining table. Further
observation revealed the geri-chair continued to
have visible solled areas to each side and on the
hand rests and the resident's naiis remained long
with visible substance under nails,

Interview with Licensed Practical Nurse (LPN) #5,
on 03/27/15 at 7:50 AM, revealed she knew the
resident's wheelchair was washed down last
Wednesday with a bleach wipe because she
asked the staff to do it. She stated the chair
looked "nasty" at that ttime. She revealed she had
not seen them clip his/her nails and understands
why that could be a problem for the resident
rejated to Infection control Issues and
appearance.

Interview with Registered Nurse (RN) #5, on
03/27/15 at 11:30 AM, revealed there was a chair
cleaning schedule in the shower room and the
Cenlified Nursing Assistants (CNA'S) were
supposed to clean the chairs according to the

cencerns with nail care|
clean chairs and
emptying of bedside
commodes. The results off
these audits will he
reviewed with the
Quality Assurance
Committee monthly for a
least three months.
Anytime concerns are
identified the Quality
Assurance Committes wil
convene to review and
make further
recommendations.
Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Sociall
Services Director and
Maintenance Director
with the Medical
Director attending at
least guarterly.
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schedule. She stated she had not clipped the
resident's nails and continued to state "l need to
keep on top of that". She was not aware when
the last time the resident's chair had been
cleaned.

Interview with RN #4, on 03/26/15 at 8:45 AM,
ravealed there was not a specific site on the
resident's Treatment Flow Sheet for nail care.
She staled when the staff conduct the resident's
scheduled body audit the nails should be
monitorad and documented on the skin
assessment flow sheet. RN #1 revealed she
realized the Imporiance of nail care due to the
resident's frequent scratching as well as his/her
appearance. She stated the resident remains in
the geri-chair ail the time and was not placed in
the bed at night at the resident's daughters
request. She further revealed the Unit Manager
was responsible to do audits of the Medication
Administration Records (MAR's) and the
Treatment Administration Records (TAR'S) as
well as skin assessments to ensura care s being
provided.

Interview with RN #2 Unit Manager, on 03/26/15
at 9:00 AM, revealed he was not aware Resident
#3's geri-chair was visibly dirty and his/her finger
nails needed timming. He stated nail care
should be addressed with bathing and skin
assessments weekly and the care of nails and
shaving should be completed with baths, He
further revealed he expected the staff to complete
nail care and shaving during the bath or for staff
to notify their charge nurse If they were unable to
complete the assignment. He further stated the
eleven ta seven (11-7) shift is responsible for
cleaning the wheelchalrs and gerl-chairs.

F 241
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Interview with Housekeeping Supervisor, on
03/26/15 at 10:05 AM, revealed the 11-7 shift was
responsible lo keep the wheel chairs and geri
chairs clean. She stated the facility has m system
in place where gach resident Is assigned a Caring
Partner to go into the resident's room each
moming and lack at the resident's environment
as well as the resident to make sure the
resident's care needs are being met.

Interview with Director of Nursing (DON), on
3726115 at 12:40 PM, revealed the Caring
Partners are administrative staff that are
assigned to a group of residents and they are
expected to make rounds on the residents each
morming before moming meeting. She stated
they are expected to check the resident's room
for safety issues, dignity lssues,environmental
concerns, cleanliness of the resident, and
grooming needs of the resident. She revealed
thay have a check sheet that is filled out each
moming during their tour of rooms. She stated
she would have expected the resldents caring
partner to have identified any concern and either
fixed the prablem or reported it to the appropriate
staff. She further stated if the caring partner was
a clinical staff member she would have expected
them to have clipped the residents nails or
performed whatever service that was needed at
the time.

3. Record review revealed the facllity admitted
Resident #14 on 02/02/15 with diagnoses which
included Intertrochanteric Fracture, Chronic
Kidney Disease, Diabetes Mellitus Typa I,
Hypertension, Difficulty in Walking. Review of the
Admission MDS assessment, dated 02/09/15,
revealed the facility identified the resident as

being cognitively intact with a Brief Interview for
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Mental Status (BIMS) score of fifteen {15) which
indicated the resident was interviewable. Further
review revealed the facility identified the rasident
was frequently incontinant of bows! and bladder
and required two (2} person physical assist for
transfer, bathing, grooming and tolleting
assistance.

Observation of Resident #14, an 03/24/15 at 9:00
AM, revealed the resident was laying in bed on
his/her back, face was flushed, and the call light
was in reach, Further observation revealed a
commode chair at the resident's bedside with
visible urine in the bucket.

Interview with Resident #14, on 03/24/15 at 800
AM, revealed the resident had used the
commode chair Jast night and it had not been
emptied. He/She stated the room smelled like
urine and hefshe wished they would empty it. The
resident revealed he/she was going to be
discharged on Saturday and could not wait to get
home,

Interview and observation of Rasident #14 on
03/24115 at 2:10 PM, revealed the commode
chair remained at the bedside with visible urine in
the bucket. Upon entering the resident's room a
urine odor was detacted. Resident #14 stated
“they have nat emptied my pot today”. The
resident stated he/she only used the bedside
commaode at night because during the day he/she
goes to the bathroom.

{nterview and Obsearvation of Resident # 14, on
03/25/15 at 9:40 AM revealed the commaode chair
remained at the bedside with visible urine In the
bucket and the room continued to have a
detectable urine cdor. The resident revealed that
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hefshe did not use it last night because of the
smell and the fact that it had old urdne In it. She
stated it should be cbvious that the bucket
needed emptying because of the smell. Resident
#14 continued to apologize for the urine odor in
the room.

Interview and observation of Resident # 14, on
03/26/15 at 9:10 AM, revealed the bedside
commodea remained in the resident's room with
urine visible in the bucket. The resident revealed
hefshe had to use it last night because she was
afraid she would fall attempting to go to the
bathroom and that it had not been emptied ali
week,

Further observation, on 03/26/15 at 9:30 AM with
LFPN #8 who was Resident #14's assigned caring
partnsr, revealed the bedside commode
remained at the resident's bedside with visible
uring in the bucket. LPN #6 removed the lid to the
bucket and revealed contents to be half full urine.
Interview with Licensed Practical #6 at the time
revealed she was Resident #14's assigned caring
partner. LPN #6 stated some of her
responsibilities for the resident inclided making
sure things were put away, and the resident had
toilet paper, tissues, and paper towels in the
bathroom. LPN #6 revealed it was important to
make sure any dignity issues were addressed,
incontinent pads were out of sight and that all the
equipment was clean and working praperly. LPN
#8 stated she was not at work yesterday but she
checked the resident's room thls morning and
had no concerns.

Interview with Certified Nursing Assistant (CNA)
#3, on 03/27/15 al B:35 AM, revealed they make

buddy rounds at the start and end of each shift

F 241
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with off going staff to make sure each rasident is
clean. She continued to reveal that she did not
reaiize the commade chair had been used.

Interview with CNA #5, on 03/27/15 at 8:40 AM,
revealed she normally checks the rooms with
rounds. She stated the resident uses the
bathrocm on our shift and she didn't realize the
commode chair had been used. She further
ravealed the resident uses the commode chair at
night and the night shift should be checking the
commods chair.

Interview with Director of Nursing {DON), on
03726115 at 9:10 AM, revealed tha nursing
assistants should have emptied the commode
chair. She continued to reveal that the facility has
staff assigned (Caring Partners) to each resident
to perform room checks gach morning to ensure
the resident's needs are being met. She
continued to reveal they are instructed to make
sure the rooms are clean and odor free, dignity
issues and safety issues are dealt with. She
continued to reveal that if the assigned staff are
clinical staff her expectations were they provide
the necessary service. Her expectation were they
also should have realized the commode chair had
not been emptied.

483.20(g) - (j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

F 241

F 278

F278

579// /9

By 04/23/15 the
interdisciplinary team
(IDT) consisting of th
MDS Nurse, Director ofj
Nursing, Assistant
Director of Nursing,

-
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A registered nurse must sign and certify that the
assessment is complated.

Each individual who campletes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowlingly causes another individual
to certify a material and false statement in a
rasident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the Resident Assessment
Instrument (RAI) Minimum Data Set (MDS) 3.0
User Manual, it was determined the facility failed
to ensure each rasldent was accurately assessed
to reflect their status for one (1) of sixteen {16)
sampled residents (Residents #1)

The findings include:

Review of the RAI MDS 3.0 Manual, revealed
when conducting an MDS Assessment staff were
to speak with direct care staff from each shift who
had cared for the resident to determine hisfher
needs. Continued revieaw revealed when

Services Manager,
Activity Director and
Director of Rehab: alon
with a nursing assistant
who cares for the
resident will review the
most recent OBRA MDS angd
Medical Record including
any current therapy
notes for resident # 1
and will evaluate the
current ADL needs of the
resident to ensure that
the care plan meets the
needs of the resident.
Any changes to the plan
of care will be made at
that time.

By 05/10/15 the IDT
along with a nursing
assistant will review
all current resident’s
most recent OBRA MDS an
medical record including
any current therapy
notes to ensure the ADL
plan of care reflects
the current needs of the
resident. Any needed
changes in the plan of
care will be noted on
the plan of care,

By 04/24/2015 the
Regional Reimbursement
Nurse will re-educate
the MDS Nurse and the
Aszistant MDS Nurse on

L= g
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reviewing records, interviewing staff and
observing the resident; staff conducting the MDS
Assessment must be specific when evaluating
each component as listed in the Activities of Daily
Living (ADL}) activity definltion, Further review of
tha Manual revealed for Section G, the Coding
Instructions revealed consider each episode of
the activity that occurred during the seven (7) day
look back perlod and for the purpose of
completing Sectlon G, "facility staff" pertains to
direct employees and facllity-contracted
empioyees (e.g. rehabilitation staff, nursing
agency staff).

Raview of the RAI MDS 3.0 Manual, revaaled the
definition for “Walks In Corridor"; {(how resident
walked in corridar on unit) and the definitions for
"Lacomotion On Unit" : (how resident moved
between locations in his/her room and adjacent
corridor an the same floor. Iif in whast chair,
self-sufficiency while in chair}.

Record raview revealed the facility admitted
Resident #1 on 10/03/14 with diagnoses which
included Adjustment Disorder with Depression,
Chronic Obstructive Pulmonary Disease, Chrenic
Pain Syndrome, Hypothyroidism, Hypeartension,
Allergic Rhinltls, Esophageal Reflux, and
Gastronomy Status.

Review of a Quarterly MDS Assessment, dated
02/21/15, revealed the facility assessed Resident
#1's cognition as cognitively intact with a Brief
Interview of Mental Status (BIMS) score of "15"
which indicated he/she was interviewable.

Review of Resident #1's Quartetly MDS
Assessment, dated 02/21/15, revealed he/she did
not walk in comridor during the seven (7) day look

documentation for ADL
coding when therapy
services are in place.
4, The Regional
Reimbursement Nurse wil
review five OBRA MDS pe
month for three months
to ensure that coding ip
accurate based on the
medical record and any
current therapy
services. The results o
these audits will be
reviewed with the
Quality Assurance
Committee monthly for a
least three months.
Anytime concerns are
identified the Quality
Assurance Committee wil
convene to review and
make further
recommendations. The
Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Socigl
Services Director and
Maintenance Director
with the Medical
Director attending at
least guarterly.
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back period {2/15/15 through 02/21/15) and
hisfher locomotion on unit had been coded as
limited assistance of one {1) person physical
assist.

Review of Rasident #1's Physical Therapy
Progress Report during the seven (7) day look
back period (02/15/15 through 02/21/14),
revealed the resident ambulated daily times four
(4) out of seven (7) days with extensive
assistance of one {1) person physical assist;
howaver, this was not captured on the 02/21/15
MDS assessment.

Intarview with MDS Coordinator Licensed
Practical Nurse (LPN) #2, on 03/25/15 at 8:40
AM, revealed the coding for ambulation and
locomation for Section G of the MDS had come
from the Cenrlified Nurse Aides's {CNA)
documentation and he did not get information
regarding those araas from the therapy
department even for residents that were in
therapy during the look back periods for the MDS
Assessments. He further stated that he was
unaware that therapy had progress notes on
residents during the fook back pericd that
listed/noted ambulation, locomotion and
assistance given by members of the therapy
department. He also stated he expected the
MDS Assessments to have been coded as
accurately as possible and to have reflected a
true status of the residents. He further stated he
nseded to have coordinated with therapy for
residents who had been in an MDS assessment
period to verify if therapy had provided services
for any resident who had been in an MDS
Assessment look back period.

483.20(d), 483.20(k)(1) DEVELOP

F 278

F279

Fe79

1.

sfifis

A care plan was
developed on 04/15/2015
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A facility must use the results of the agsessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needa that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to ba furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosacial well-being as required under
§483.25; and any servicas that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy and procedurs, it
was determined the facility failed to develop and
initiate a care plan for two (2) of sixteen (16)
sampled residents, (Resident #2 and Resident
#8), The facility falled to develop a
comprehensive care plan for Resident #2 related
to the administration of medicatlon, digoxin and
menitoring for signs and symploms of digoxin
toxicity. In addition, the facility failed to develop a
comprehensive care plan for monitoring of the
medication Depakote for Resident #8.

Digoxin and monitoring
for adverse effects for
the use of medications.
A care plan was
developed for resident #
8 by MDS Nurse on
04/16/2015 related to
the use of Depakote and
monitoring for the
adverse effects of this
medication.

2. By 5-10-2015 the 1IDT
consisting of the MDS
Nurse, Director of
Nursing, Assistant
Director of Nursing,
Social Services
Director, Dietary
Services Manager,
Activity Director and
Director of Rehab: will
complete an audit of all
current residents to
determine if care plans
have been developed to
meet the needs of the
residents to include
medications and the
monitoring of adverse
effects of medications.
Any needed care plans
will be developed by the
IDT at that time.

3, By 04/24/15 the Regiongl
Reimbursement Nurse will
re-educate the IDT on
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comprehensive care plan should be viewed as an
Interdisclplinary approach to managing the acute
and chronic needs of the resldent living in the
facility, Further review revealed the facility should
develop care guidelines for Medical Diagnoses
and practice standards that can be applied
broadly to any resident with the assaciated
diagnoses.

Review of Davis Drug Guide for Nurses, Tenth
Edition, pages 386-390, revealed nursing
implications for digoxin (medication used to slow
the heart rate) included assessment to monitor
apical pulse for one (1) full minute before
administration. Additionally, digoxin should not
be administered and the physician should be
notified if the apical putse was less than 60 beats
per minute (average adult heart rate is 60-100
beats per minute). Further review revealed
digoxin should be used cautiously in the geriatric
population and older adults are at increased risk
for toxic effects of digoxin, In addition, dosage
requirements in the older aduit may change and a
formerly therapeutic dose can become toxic.
Additionally, older adults should be observed for
signs and symptoms of toxicity which included
abdomlnal pain, anorexia (loss of appetite),
nausea, vomiting, visual disturbances,
bradycardia {slow heart rate} and other
arrhythmias (irregular heart beat).

1. Record review revealed the facility admitted
Resident #2 on 10/21/14 with dlagnoses which
included Congestive Heart Fallure, Atrial

three months to ensure
that care plans are
developed to meet the
needs of the resident
and include monitoring
for side effects of
medications. The result
of these audits will be
reviewed with the
Quality Assurance
Committee monthly for a
least three months.
Anytime concerns are
identified the Quality
Assurance Committee wil
convene to review and
make further
recommendations.
Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Socia
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.

The

I
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The findings include: mon}torlng °©
medications.
Review of the facility’s policy and procedure titied, 55 ;h? Regional .y ik
“Guldelines for Resident Comprehensive Care eimbursement Nurse w
Plan" dated 09/08, revealed the resident’s review five Resident
care plans per month fof
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Fibrillation, Chronic Kidney Disease and
Diabetes Mellitis.

Review of a Physiclan's Order, dated 10/23/14,
revealed Digoxin 0.125 milligrams (mg) every
day.

Review of the Comprehensive Care Plan for
Resident #2, dated 10/21/14, revealed there was
no interventlons documented regarding the nead
to obtain the resident's heart rate prior to
administration of digoxin and the need te withhold
the digaxin if the resident's heart rate was less
that 60. Additional review revealed there was no
intervention to monitor the resident for signs and
symptoms of digoxin toxicity.

Review of the March 2015 Medication
Administration Record (MAR) revealed there was
no documented evidence staff should hold the
medication if the pulse was less than 80 beats
per minute. Additionally, there was no
documented evidence that staff should observe
for signs and symploms of digoxin toxicity.

Interview with the Unit Manager, Registered
Nurse (RN) #2, on 03/26/15 at 12:30 PM,
revealed it was important to monitor for signs and
symptoms of digoxin toxicity and to monitor the
pulse before administering the digoxin and this
should have been included In the resident's care
plan.

Interview with the Minimum Data Set (MDS)
Coordinator, LPN #2 on 03/27/15 at 11:10 AM,
revealed It was his responsibility to develop the
Comprehensive Care Plan and to review and
update the care plan quarierly, and as needed {o

ensure the care plan was individualized and
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comprehensive to address all the resident’s
nursing care needs. He stated he did not develop
care plans for spacific medications and as long
as the cara plan stated somewhera "meds and
labs as ordered” he thought it was okay. He
statad he was aware of the need to monitor the
medication digoxin and It should have been In the
care plan.

Interview with the Director of Nursing (DON}, on
03/26/15 at 2:25 PM, revealed medications which
needed monitoring should be [ncluded in the
comprehensive care plan. She further stated it
was her expectation, staff were to follow the care
plan.

Interview with the facility’s Consultant Phammacist,
on 03/27/15 at 10:40 AM, revealed signs and
aymptoms of digoxin toxicity could include cardiac
arrhythmias, slowing of the heart rate, yellowing
vision, slurred speech, and nausea and vomiting.
He further stated it wound be Important to monitor
the resident's heart rate before administration and
not to administer if the resident's heart rate was
less than 60 due the medications effect on
slowing the heart rate.

2. Record review revealed the facility admitted
Resident #8 on 08/04/15 with diagnoses which
included Congestive Heart Failure, Morbid
Obesity and Epllepsy.

Review of the Physician's Order, dated 12/15/14,
revealed an order for Depakote Extended
Release 500 milligrams {mg) tablet, give two (2)
tablets by mouth (PO) twice daily (BID).

Review of the Comprehensive Care Plan for
Resident #8, dated 03/31/15, revealed there werg
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no intervention documented related to the
resident's Epilepsy diagnosis or any interventions
to monitor for signs and symptoms of seizures.
Further review revealed there were no
interventions documented regarding the need to
obtain Depakote levels or to monitor for signs and
symptomes of drug toxicity.

Interview with Licensed Practical Nurse #7, on
03/28/15 at 3:15 PM, revaaled she was not awara
the resident did not have a specific care plan for
Epliepsy or that the resident was not getting any
lab lavels drawn. She stated she was aware of
the signs and symptoms of adverse effect of the
medication. She revealed nurses were required
to check the care plan each shift for any changes
In the resident's treatment plan or condition.

Interview with the Minimum Data Sat (MDS)
Coordinator, LPN #2, on 03/26/15 at 11:10 AM,
revealed it was his responsibility to develop the
Comprehensive Care Plan and to review and
update the care plan each quarter. He revealed
he did not develop care plans for specific
medications that as long as the care plan stated
somewhere "meds and [abs as ordered” he
thought it was acceptable. He was not aware the
resident was not getting Depakote levels drawn.

Interview with Director of Nursing (DON), on
03/26/15 at 12:40 PM, revealed she was not
aware the resident did not have an order to obtain
Depakots lavels. Sha further revealed she would
have expected labs to have been orderad upon
admission and included on the resident's
comprehensive care plan. She stated it was
important to monitor the drug levels of the
residents and also monitor for signg and
symptoms of drug toxicity.
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Interview with Resident #8's Physician, on
03/26/15 at 3.:00 PM, revealad he was not aware
the facility had not obtained any specific labs for
the Depakote levels, He further revealed it
ghould have been addressed when the resident
was admitted. He stated it depended on the
clinical reason the resident was taking the
medication on how often the levels would need to
be obtained,

F 280 | 483.20(d)(3), 483.10{k)(2) RIGHT TO

s5=0 | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or ctherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
Interdisciplinary team, that includes the attending
physician, a registered nurse with responaibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident’'s family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT I[s not met as evidenced
by:

F 279

F 280

F280 .5'////5'

1. The Director of Nursing
on 04/15/2015 reviewed
and updated the fall
care plan to include aljl
interventions for falls
for resident # 1. By
04/25/2015 the Dietary
Service Manager will
review and update the
nutrition care plan for
resident # 7 to includ
current diet and needed
feeding assistance.

2. By 05/10/15 the IDT
consisting of the MDS
Nurse, Director of
Nursing, Assistant
Director of Nursing,
Social Services
Director, Dietary
Services Manager,
Activity Director and
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Based on observation, interview, and review of
the facillty's policy and procedure, It was
detarmined the facility falled to ensure
comprehensive care plans were reviawed and
revised by a team of qualified persons afler each
assessment for two (2) of sixteen sampled
residents (Resident #1 and Resident #7).
Resident #1 sustained falls on 11/06/14 and
01/14/15 and the facility falled to revise the care
plan after each fall. Resldent #7 had a change in
diet and with the amount of assistance needed for
feeding and the facility falled to revise the care
plen.

The findings include:

Review of facllity’s guidelines on Resident
Comprehensive Care Plan's, dated 09/08,
revealed the residents comprehensive care plan
should be viewed as an interdisciplinary approach
to managing the acute and chronic needs of the
resident living in the facility and the
comprehensive care plan should always have
realistic goals and approaches/finterventions to
address the residants’ needs.

1. Record review revealed the facility admitted
Resident #1 on 10/03/14 with diagnoses which
included Adjustment Disorder with Depression,
Chronic Obstructive Pulmonary Disease, Chronic
Pain Syndrome, Hypothyroidism, Hypertension,
and Allergic Rhinitia, Review cf a Quarterly
Minimum Data Set (MDS) Assessment, dated
02721115, revealed the facility assessed Resident
#1's cognition as cognitively intact with a Brief
Interview of Mental Status (BIMS) score of 15
which indicated he/she was interviewable. Further
review of the MDS, revesaled hefshe had not had
any falls since previous MDS and the resldent

. By 04/24/15 the Regicnall

residents care plans to
determine if the care
plans are up to date angd
reflect current
interventions and needs
of the resident. Any
changes to the plan of
care will be made at
that time.

Quality Manager will ref
educate the IDT on
updating of care plans
with new interventions
in the daily clinical
meeting.

The Director of Nursing
will review five (5)
resident care plans per
month for three months
to determine if the carp
plan has been updated
with interventicns to
reflect the current
needs of the resident.
The results of these
audits will be reviewed
with the Quality
Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
to review and make
further recommendations|
The Quality Assurance
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raquired [imited assistance of one (1) staff for
locomotion on unit.

Review of an Incident Report, dated 11/06/14,
revealed Resident #1 had a fall when he/she tried
to transfer self without assistance. The post
Incident actions report on 11/08/14 had a new
intarvention to educate and encourage resident to
wait for assistancs, However, review of the
Comprehensive Care Plan for falis, dated
10/13/14, revealed the care plan was not revised
to include this intervention.

Review of a Incident Report, dated 01/14/15,
revealed Resident #1 was found laying on ramp
in the hallway with a laceration to the back of
head. Accompanying "CAA" falls worksheet,
dated 01/15/15, revealed Resident #1 was
propelling self to room and when navigating the
incline wheelchalr tipped backwards. An
intervantion of adding anti-tippers to histher
wheelchair was listed both on the Fall
Investigation Worksheet and "CAA" Falls
worksheet, dated 01/15/15. However, further
review of the Comprehansive Care Plan revealed
the intervention was not on the care plan.

2. Record review revealed the facility admitted
Resident #7 on 07/08/02 with diagnoses which
included Cerebral Vascular Accident, Hemiplegia,
Brain Condition, Schizophrenia, Peripheral
Vascular Disease, Altered Mental Status,
Hypertension, and Aphasia.

Review of MDS assessment, dated 01/25/15,
revealed a the facllity assessed Resident #7's
cognition as severely impaired with a BIMS score
of zero (0) which indicated he/she was not
interviewable. Further review of the MDS,

Director of Nursing,
Administrator, Dietary
Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least gquarterly.
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revealed he/she was coded as had coughing or
choking during meals or when swallowing
medication.
Review of Comprehensive Care Plan for risk for

alteration in nutrition, dated 11/05/14,

revealed the resident was to be spoon fed by staff
and on 01/17/15 an intervention was added fora
peg tube/tube feeding along with nothing by
mouth (NPO) diet.

Review of a Physician's Telephone Crder, dated
01/28/15, revealed to discontinue nothing by
mouth (NPO) status, change to pureed diet and
thin fiqulds, and no mashed potatoes or pureed
bread. Howevaer, further review of the
Comprehensive Care Plan for risk for alteration In
nutrition, dated 11/05/14, revealed the
interventions were not added to the care plan.

Interview with MDS Coordinator Licensed
Practical Nurse (LPN) #2, on 3/26/15 at 2:30 PM,
revealed he expected the care plans to have
reflected an accurate up to date picture of the
residents. The MDS Coordinator stated
temporary care plans were implemented on
admission as part of the admission process; care
plans were then created with the admission MDS
assessments and were looked at quarterly and
annually, The MDS Coordinator revealed all the
nurses were responsible for making sure the care
plans were up to date and accurate and then of
course the other disciplines were responsible for
croplands that relate to their areas.

Intervlew with Director of Nursing (DON), on
03/268/15 al 8:05 AM, revealed she expected all
disciplines to update care plans, The DON stated

the cara plans should be updated with all new
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F 280 | Continued From page 27 F 280
interventians, changes in gosals and discontinued
interventiona.
F 281 | 483.20(k}(3)}1) SERVICES PROVIDED MEET F281) | oy Iy / //// |
= FES : |
55=D | PROFESSIONAL STANDARDS 1. An observation by the 3
; ; Director of Nursing on
The servicas provided ar arranged by the facility
must meet professional standards of quality. 04/15/2015 noted that
the pulse for resident
2 was monitored prior tp
This REQUIREMENT is not met as evidenced administration and the
by: physicians order
Based on interview, record review, review of the containec.:l instructions
Davis Drug Guide for Nurses, review of the to hold if pulse 195?
Kentucky Board of Nursing Advisory Opinion than 60. An observation
Statement (AOS) #14 and review of the facllity's of wound treatments to
policy and procadure, it was detenmined the resident # 2 and #5 by
facility failed to ensure services provided or the director of nursing
arranged by the facility were provided according on 04/16/2015 noted tha
to acceptable standards of clinical practice for treatments were applied
three (3) of sixteen {16) sampled residents per physician order and
{Resident #2, Resldent #5, and Resident #9). appropriate infection
Resident #2 was administered Digoxin control standards were
(medication to slow the heart rate) without used. The ordered
monitoring of the resident's heart rate prior to the Decadron for resident #
administration of the medication and Resident #9 5 was administered by a
was not administered Decadron {corticosteroid) licensed nurse on
intramuscularly (IM) Now according to the 03/05/2015. The Directo
physician ordt;-:r. In addition, the facility failed to of Nursing on 04/15/15
follow appropriate infaction contro) practices . _
: provided one on one re
during wound care and failed to provide treatment
education with LEN # 4
as ordered by the physician for Resident #2 and .
Resident #5 related to hand washing
' and infection control
The findings include: practices with wound
care and following
1. Review of Davis Drug Guide for Nurses, Tenth physician orders for
Edition, pages 386-390, revealed nursing treatments. )
2. By 05/10/2015 an audit
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the heart rate) included assessment to monitor
apleal pulse for one (1) full minute bafore
administration. Additionally, digoxin should not
be administered and the physician should be
notified if the apical pulse was less than 60 beats
per minute. Further review revealed digoxin was
{o be used cautiously in the geratric population
and older adults are at increased rigk for toxic
effects of digoxin. In addition, dosage
raquirements in the older adult may change and a
formerly therapeutic dose can bacome toxic.
Additionally, older adults should be observed for
signs and symptoms of toxicity which included
abdominal pain, anorexia (loss of appatite),
nausea, vomiting, visual disturbances,
bradycardia (slow heart rate} and other
arthythmiag (irregular heart beat).

Review of the facility's policy and procedure tiftled
"Medication Administration”, not dated, revealed
staff should provide safe administration of all
medications and administer medication according
to stale specific regulations. Further review
revealed staff administering medication should
perform necessary assessments prior to
administering specific medication per the
physician's order which included obtaining the
pulse and obtaining the blood pressure.

Record review revealed the facility admitted
Resident #2 on 10/21/14 with diagnoses which
included Congestive Heart Failure, Atrial
Fibrillation, Chronic Kidney Disease and
Diabetes Mellitis.

Raview of a Physician's Ordar, dated 10/23/14,
revealed Digoxin 0.125 milligrams (mg) every
day. There was no order to obtain the resident
pulse prior to the administration of the Digoxin
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of all current
F 281 | Continued Fram page 28 F 281 resident’s physician

orders for the past
thirty days will be
completed by the
Director of Nursing,
Assistant Director of
Nursing and Unit
Managers to determine if
all were followed
timely. Rny not followef
timely will have
physician notification.
By 05/10/2015 the
Director of Nursing,
Assistant Director of
Nursing or Unit Manager
will observe wound care
for all residents with a
pressure ulcer to
determine if the
appropriate treatment
was used and if proper
infection control
standards were used. Any
concerns will be
immediately corrected
with the ordered
treatment and education
of the Nurse. By
05/10/201% the Director
of Nursing, Assistant
Director of Nursing and
Unit Managers will
complete an audit of all
current residents’
records to identify any
medication that reguireg
monitoring prior to

wr
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administration. Any
281 | Continued From page 29 F 261 identified as not having

this directive in the

and no arder to withhold the medication if the physician order the

resident's pulse was less than sixty (60) beats a

order will be
minte. immediately obtained to
Review of the March 2015 Medication ensure that monitoring I
Administration Record (MAR) revealed there was and direction is part of
no documented evidence staff obtained a pulse the order.
before administration of the medication and no 3. By 05/10/2015 the
documented evidence staff should hold the Director of Nursing,
medication if the pulse was less than 60 beats Assistant Director of
per minute. Additionally, there was no Nursing or Unit Managers$
documented svidence that staff should observe will re-educate all
for signs and symptoms of digoxin toxicity. licensed nurses on the
requirement to notify
Interview with Licensed Practical Nurse (LPN) #8, physicians if they are
on 03727115 at 9:22 AM, revealed she was not unable to carry out
aware of the need lo take the resident's pulse orders timely, and when
before administration of digoxin, She stated she writing erders for
was not sure if the medication should be held or digoxin the order must
not but would notify the physician if the pulse was include monitoring the
less than 70. She further stated she was not pulse and if less than
aware of the signs and symptoms of digoxin 60 to hold the

toxicity. medicatjon, unless the

physician has other
parameters and if
parameters are ordered
they must be part of the
Medication
Administration Record

Interview with the Unit Manager, Registerad
Nurse (RN) #2 on 03/26/15 at 12:30 PM, revealed
it was important to monitor for signs and
symptoms of digoxin toxicity and to monitor the
pulse hefore administering the digoxin. He stated
the order was incomplete and should have bean

i with direction. The
clarifed. Assistant Director of
Interview with Licensed Practical Nurse (LPN) #9, N‘.Jl' sing c?r Unit man?gggs
on 03727115 at 10:02 AM, revesled digoxin was a will audit all physician
medication used to regulate the heart rate. She orders Monday-Fr 1da¥ tg
stated she always would take the resident's heart ensure all orders with
rate before administration and would not parameters that the
administer the medication if the resident's heart order on the MAR

rate was less than sixty (60). She stated the
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F 281 | Continued From page 30 F 281 L2 Rl e In

resident’s order did not say to obfain the pulse
nor did it say to withhold the medication for a
pulse less than sixty (60); however this was her
commeon practice.

Interview with the Director of Nursing (DON), on
03/26/15 at 2:25 PM, revealed she expected the
staff to be familiar with medications before
administering them. The DON stated the digoxin
order should have been clarified and the order
was not complete. The DON revealed there
should have been an order to obtain the
resident's heart rate prior to administering the
digoxin and an arder to hold the digoxin if the
resident's heart rate was less than 60 beats per
minute. The DON stated the staff should have
been monitoring for signs and symptoms of
digoxin toxicity.

Interview with the facility's Consultant Pharmacist,
on 0372715 at 10;40 AM, revealed signs and
symptoms of digoxin toxiclty could include cardiac
arrhythmias, slowing of the heart ratae, yellowing
vision, slurred speech, and nausea and vomiting.
He further stated it wound be important to monitor
the resident’s heart rate before administration and
not to administer if the resident's heart rate was
less than 60 due the medications effect on
slowing the heart rate. He stated that he
performed the monthly medication reviews at the
facility and he had missed thet staff were not
obtalning the pulse and if he had realized i, he
would have made recommendations.

2, Reviaw of the Centers for Disease Control's
(CDC's) "Guideline for Hand Hygiene in
Health-Care Seitings” dated 10/25/02, revealed
hands should be decontaminated {(removal of
dangerous substances or germs through use of

addition all current
licensed nurses will be
re-educated by the
Director of Nursing,
Agsistant Director of
Nursing or Unit Manager
on proper wound care
using appropriate
infection control
practices and followlng
the treatment ordered.
The Director of Nursing
Assistant Director of
Nursing or Unit Managers$g
will observe three woun
treatments per week for
twelve weeks to ensure
appropriate infectien
control standards are
met and that the ordered
treatment is applied.
The Director of Nursing
Assistant Director of
Nursing or Unit managers
will audit all
Medication
Administration Records
weekly for twelve weeks
to ensure all
medications were given
in an appropriate time
frame. The Director of
Nursing will audit ten
physician orders per
week for twelve weeks tp
ensure that parameters
are included in the

| =
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order for digoxin or a
F 281 | Continued From page 31 F 281 medication that

hand washing or an alcohol based sanitizer) after
handling wound dressings, when goeing from &
clean area to a dirty area and after removing
glovas. Further review revealed hand
contamination may occur as a result of small,
undetacted hales in gloves, as well as during
glove removal. Additionally, wearing gloves
would not replace the need for hand hygiene.

Record raview revealed the facllity admitted
Resident #2 on 10/21/14 with diagnoses which
included Congestive Heart Fallure, Chronic
Kidney Disease, Diabetes Mellitus, and Atrial
Fibrillation.

Review of a Physician's order, dated 02/19/15,
revealed to cleanse Resident #2's left heel with
norma! saline, apply Biatain Non-Adhesive Foam
(absorbant dressing to wick away drainage from
the wound bed), and wrap with Kerlix (rolled
gauze) every day. Additional review revealed a
Physician's Order, dated 02/18/15, to cleanse the
right heel with normal saline, apply Santyl
(cintment to clear away unheaithy tissue from the
wound bed), cover with Biatain Non-Adhesiva
foam and wrap with Kerlix every day and as
needed.

Review of a Physlcian's Order, dated 03/21/15,
revealed Bactrim DS (antibiotic) tablet twice a day
far seven (7) days for wound culture with
Staphylococeus.

Observation, on 03/25/15 at 11:15 AM, revealed
the Wound Treatment Nurse, Licensed Practical
Nurse {LPN) #4 performed catheter care and a
head to toe assessment on Resident #2 before
performing wound care to hisfher left heel. After
the catheter care and head to toe body

parameters are given.
The results of these

audits will be reviewed

with the Quality
Assurance Committee
monthly for at least
three months. Anytime

concerns are identified

the Quality Assurance

Committee will convene

to review and make

further recommendations

The Quality Assurance

Committes will consist

of at a minimum the
Director of Nursing,
Administrator,
Services Manager,
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.

Dietary
Socia
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assessment and while wearing the same gloves,
LPN #4 removed the old dressing to Resident
#2's left heel and disposad of the old dressing in
a garbage bag. LPN #4 removed her solled
gloves and left the resident's room {o obtain a
new box of gloves. LPN #4 re-entered Resident
#2's room, washed har hands with soap and
water and donned clean gloves. LPN #4
cleansed the wound to Resident's #2's left heel
with normal saline, applied an abdominal pad
(absorbant dressing that is padded to provide
protection to large wounds), rather than the
physician ordered Biatzin Non Adhesive Foam,
and wrapped the heel with Kerlix, She rermaved
the soiled gloves; howeaver, did not perform hand
hygiene (washing with soap and water or using
an alcohol based hand sanitizer) prlor to applying
the new gloves. LPN #4 then removed the
dressing to the resident's right heel and disposed
of the solled dressing in a garbage bag. LPN #4
donned new gloves, again without performing
hand hygiene. LPN #4 applied Santyl ointment to
the wound bed, covered the wound with gauze
rather than the physician ordered Biatain Non
Adhesive Foam, and wrapped with a Kerlix. LPN
#4 remaved the soiled gloves, opened the
residents privacy curtain replaced the lid on the
Santyl ointment and placed the tube back in the
bax. She then washed her hands with soap and
water and Jeft the resident's room.

3. Record review revealed the facility admitted
Resident #5 on 08/28/14, with diagnosis to
include Alzheimer's Disease, Congestive Heart
Failure, Hypertension and Pressura Ulcer,
Buttock.

Review of a physician's order dated 03/15,
ravealed cleanse area to right gluteal fold
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(horizontal crease from inner aspect of buttock to
the postetior upper thigh) with Dakins Solution
(solution made with chlorine bleach which iz a
streng antiseptic used to kill most bacteria and
viruses) one eighth (1/8) strength, and cover with
Biatain Adhesive foam dressing. Further review
of the physician's order revealed clean area to
right outer foot with norrmal saline, paint with
Betadine (fast acling and broad spectrum
antiseptic used to reduce bacteria), cover with
non-adhesive Biatain foam, wrap in Kerllx to
sacure.

Observation, on 03/25/15 at 10:45 AM, ravealed
the Wound Treatment Nurse, Licensed Practical
Nurse (LPN) #4 performed wound cara. Further
observation revealed LPN #4 removed the
dressing to the resident’s right heel wound {
Suspected Deep Tissue Injury) and placed the
solled dressing in a garbage bag. The LPN #4
measurad the wound 0,8 centimeters (cm) length
and 0.7 cm width. LPN #4 cleansed the wound
with normal saline, then painted the wound bed
with Betadine and placed a gauze pad rather than
the physician ordered Biatain non adhesive fuam
dressing and wrapped the heel with Kerlix. LPN
#4 removed the soiled gloves and donned clean
gloves. LPN #4 left Resident #5's room to obtain
a disposable wound measuring ruler and returned
to Residant #5's mom. LPN #4 was not cbserved
to have performed hand hyglene before she lsft
the resident's room or after she retumed. LPN #4
donned clean gloves and removed the solled
dressing to Resident #5's gluieal fold (horizontal
crease from inner aspect of buttock to the
posterior upper thigh) and disposed of in a
garbage bag. LPN#4 removed soiled gloves and
donned new clean gloves. LPN #4 cleansed the

wound to Resident #5 gluteal fold with normal
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saline rather than the physiclan orderad Dakins
one eighth strength (1/8), and removed the soiled
gloves. Without performing hand hygiene, LPN
#4 donned clean gloves. LPN #4 placed the
Blatain adhesive foam bordered dressing and
removed the solled gloves. Without performing
hand hygiene LPN #4 donned clean gloves and
performed a head to toe skin assessment. She
then removed gloves and performed hand
hygiene.

Interview with LPN #4, on 03/27/15 at 8:00 AM,
revealed she should have sanitized her hands in
between each glove change. She staled she
normally did however does not every time she
changes gloves. She stated it was important to
sanitize her hands between each glove change
due to the potential for contamination and to help
control infections.

Post Survey interview with LPN #4 on 04/10/15 at
10:00 AM, revealed the facility was out of the
physlclan ordered Dakins solution, therefore, she
substituted the normal saline to cleanse the
wound. She stated the differance in the normal
saline and the Dakins solution was the normal
saline was like water and the Dakins solution
contalned bleach and was an antiseptic. Further
interview revealed the facliity was also out of the
physician ordered Biatain Non Adhesive Foam;
therefore, she used the abdominal pad and
gauze. She stated she should have notified the
physician and obtained new orders for wound
care, however, she did not.

Interview with the Unit Manager, Registered
Nurse #2, on 03/26/15 at 12:30 PM, revealed the
facility's policy stated and his expectation would

be for staff to perform hand hygiene with each

Fas
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glove change per the facility's policy and
procedura.

Interview with the Director of Nursing (DON) an
03/26/15 at 12:40 PM, revealed it was the
facility's policy and procedure and her expectation
to perform hand hygiene with each glove change.

4, Review of the Kentucky Board of Nursing AOS
#14 Patlent Care Orders, last revised 10/2010,
raevealsd nurses are held responsible and
accountable for their decislons regarding the
receipt and implementatlon of patient care orders
and the adminizatration of medication and
treatment as prescribed by the physician or
advanced practice registered nurse. Further
review revealed licensed nurses should
administer medication at the prescribed dosage,
route and frequency.

Review of the facllity policy, Medication
Administration, undated, revealed the facility
strives to provide safe administration of all
meadications according to the six (6) rights -
medication, dose, dosage form, route, resident
and time.

Record raview revealed the facility admitted
Resident #9 on 11/20/13 with diagnoses which
included Dementia, Hypertansion, Anxiety and
Conjunctivitis.

Review of the Physician's Order Sheet, dated
05/04/15 at 2:25 PM, revealed a telephone order
for Decadran four (4) mg IM to be administered
"now"; however, review of the March 2015 MAR
revealed the now dose of Decadron was not
administered until the following day, on 03/05/15
at 6:30 PM.
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F 283
$5=D

Continued From page 36

Paost survey interview with Licansed Practicel
Nurse (LPN) #4, on 04/10/15 at 8:32 AM,
revealed she had been naotified by other staff that
Resident #9 had a rash. LPN #4 stated when she
went to assess the resident, the residant was
digging and scratehing at her skin, She revealed
she then phoned the physiclan and received new
orders to include a now dose of Decadron 4 mg
IM. LPN #4 revealed after checking the
Emergency Drug Kit (EDK) and not finding the
medication in the kit, she faxed the order to the
pharmacy and followed up with a phone call. She
stated she spoke with a female at the pharmacy
and notified the famale that sha needad the
Decadron stat. LPN #4 stated the female asked
if it could be delivered with the nine {(9) PM
medications and sha tald her no that it was
needed stat. LPN #4 revealed the medication
had not arrived by the time her shift anded at
seven 7:00 PM sc she reported that to the
oncoming staff. LPN #4 stated she was not
aware the medication was not dalivered until the
next day (03/05/15) until approximately a weak
later. The LPN stated she did not notify the
physician before she left that the medication had
not been received, Shea stated, "| should have
called the pharmacy before | left”.

Interview with the Director of Nursing (DON), on
03/26/15 at 11:15 AM, revealed staff was
expected to follow through with physiclan orders
and the medication should have been
administered in a timely manner according to the
order from the physician.

483.20(1)(1)&(2) ANTICIPATE DISCHARGE:
RECAP STAY/FINAL STATUS

F 281

F283

F 283
includes a

1. A discharge summary that "/////,

recapitulation of the
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resident’s stay and
F 283 | Continued From page 37 F 283 status on discharge will
When the facllity anticipates discharge a resident — comp leted for
must have a discharga summary that Includes a resident # 15 by
recapitulation of the resident’s stay; and a final 05/10/215 by each
summary of the resident's status to include items department to include.
in paragraph (b)(2) of this section, at the time of Nursing, S°°i?l )
the discharge that is avallable for release to Services, Activities angl
authorized persons and agencies, with the Nutritien Services.
consent of the resident or legal representative. 2. An audit of all planned
discharges for all
residents discharged in
This REQUIREMENT Is not met as evidenced the past thirty days
by: will be completed by
Based on record review and interview, it was Medical Records and the
determined the facility failed to ensure a Discharge Summary will
discharge summary that included a recapitulation be completed by Nursing
of the resident's stay was completed for ona (1) Social Services,
of sixteen (16) sampled residents (Resident #15). Activities and Nutritionh
Resident #15 was discharged on 11/03/14; Services by 05/10/2015.
howaver, there was no evidence a discharge Any identified as not
summary was completed, having a summary and
. recapitulation of stay
The findings include: will be completed by
Interview with the Director of Nursing, on 05/10/15.
' 1
03/27/15 st 2:30 PM, revealed there was no 3 g’i’rgi,ﬁ;g/ ﬁglguzﬁng ol
poilcy_ to address the complgtxon ofa ) educate the Social
recapitulation of stay for a discharged resident. Services Director,
Record review revealed the facility admitted 22:} Ié;ie:‘a::desuz?tﬁ:”
Rasident #15 on 11/03/14 with diagnosas which 9
included Hypertension, Osteoporosis, Scoliosis, £ equirerflent to complete
Chronic Obstructive Pulmonary Disease, and a recapitulation of the
Glaucoma. resident’s stay and
status at discharge for
Review of Physician's Order, dated 11/28/14, any planned discharge.
revealed Resident #15 was to be discharged 4. The Director of Nursing
home with home health services. will audit three planned
discharges if available
Review of a Discharge Instruction Form, dated
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Each resident must receive and the facility must
pravide the necessary care and services to attain
or maintain the highest praclicable physical,
mental, and psychosocial well-bsing, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review and review of
the facility's policy and procedures, it was
determined the facility failed to provide the
necessary care and services to attain or maintain
the highest practicable physical, mental, and
psychosocial well-being for one (1) of sixtean (16)
sampled residents (Resident #9). Resident #9

F309
1.

Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least gquarterly.

U

The Decadron for
resident # 9 was
administered on
03/05/2015 by a staff
nurse.

By 05/10/2015 the
Director of WNursing,
Assistant Director of
Nursing or Unit Manager
will audit all physicia

=)
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monthly for three monthg 1
F 283 | Continued From page 38 F 283 to ensure that a
11/28/14, revealed there was no documentation recapitulation of stay
of a recapitulation of the resident's stay and was completed. The
status on discharge. results of these agdits
will be reviewed with
Furiher interview with the Diractor of Nursing the (?uality Assurance
(DON), on 03/2745 at 2:30 PM, revealed a Committee monthly for at
recapitulation summary of the resident's stay in least three months.
the facility and the resident's current functiona! Anytime concerns are
status should have been documented on the identified the Quality
discharga instruction form. The DON stated the Assurance Committee wili.
Interdisciplinary Team (IDT) members (Social convene to review and
Servicas, Captivity, Therapy, Dietary, elc.) should make further
have documented related to the resident's stay. recommendations. The
The DON revealed to her knowledge the Quality Assurance
discharge instruction form was the only form Committee will consist
used. of at a minimum the
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 Director of Nursing,
s5=0 | HIGHEST WELL BEING Administrater, Dietary

)
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was ordered Decadron Intramuscular IM "Now";
however, the medication was not administered
until the next day approximately twanty-six hurs
later.

The findings include:

Review of the facility palicy, Medication
Administration, undated, revealed the facility
strivas to provide safe administration of all
medications according to the six (8)
rights-medication, dose, dosage form, route,
resident and time.

Record review revealed the facility admitted
Resident #9 on 11/20/M13 with dlagnoses to
include Anxisty, Hypothyroidism and
Hypertension. Review of the Significant Change
Minimum Data Set (MDS) assessment, dated
02119115, revealed the facility assessed Resident
#9's cognition as severely Impaired with a Brief
Interview of Mental Status (BIMS) score of "00"
which indicated the resident was not
interviewable.

Review of Nurses Notes, dated 03/04/15 at 5:06
PM, revealed the nurse phaned the physician
related to the development of a rash to Resident
#9's upper chest, arms and legs.

Review of a Comprehensive Physician Order
Sheet, dated 03/04/15 at 2:25 PM, revealed a
telephone order for Decadron four (4) mg IM now

Review of the Comprehensive Care Plan, dated
03/04/15, revealed the care plan was updated to
include the development of the rash. The Care
Plan was also updated on 03/24/15 regarding the
referral to the Dematologist.
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orders for the past
F 308 | Continued From page 39 F 309

thirty days to determin
if physician orders werE
carried out
appropriately per
physician order. Any
identified as not will
have physician
notification with
further direction.

By 05/10/2015 all
current licensed nurses
will have re-education
on notification of the
physician if they are
unable to carry out the
physician orders timely}
The Director of Nursing}
Assistant Director of
Nursing or Unit Managerp
will audit all
Medication
Administration Records
weekly for twelve weeks
to ensure medications
are administered timely
per physician orders ang
if not that the
physician was notified
for further direction.
The results of these
audits will be reviewed
with the Quality
Agssurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
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to review and make
F 309 | Continued From page 40 F 308 further recommendations
The Quality Assurance
Review of the March 2015 Medication Commitrtes i”?limczg:”t
Administration Record revealed the resident was oL a am ?‘IN“ i
administered Decadron 4 mg. IM on 03/05/15 at b iasidol s (E e LS o
6:30 PM approximately twenty-six (26) hours after Administrator, Dietary
the order was recelved to administer "now". Services Manager, Sociap
Services Director and
Review of Nurses Notes, dated 03/24/15 at 4:12 Maintenance Director
PM, revealed the physician was notified the with the Medical
resident continued to have a rash. An order was Director attending at
received to make an appointment for the resident least guarterly.
with the dermatologist.
Review of a Telephone Order, dated 03/24/15 at
3:25 PM, revealed an order to refer the resident
to a local Dermatologist related to the rash,
Observation of Resident #9's skin with the Unit
Manager, on 03/26/15 at 8:20 AM, revealed a red
rash was noled to resident's trunk and arms. The
resident was not observed scratching the affected
areas,
Interview with Unit Manager, Registered Nurse
(RN) #2, on 03/26/15 at 2:00 PM, revealed the
Decadron wasn't received from the pharmacy on
the day it was ordered and the emor was not
discovered until the following day. The Decadron
was administered on 03/05/15 at 8,30 PM by
Registered Nurse (RN) #2.
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312
=0 | DEPENDENT RESIDENTS .
$8=D F312- $ /////J
A resident who is unable to carry out activitias of . X
daily living receives the necessary services to 1. The Salls foi ;es:.dggt;nt
maintain good nutrition, grooming, and personal 3 and unsampled resi
and oral hygiene. B were cleaned and
trimmed by the MDS
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This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, and record
review, it was determined the facility failed to
ensura residents who were unable to carry out
Activities of Daily Llving {ADL's), received the
riecessary services to maintain good grooming
and personal hygiene ralated to providing nail
care for two (2) of sixteen (16) sampled residents
{Resident #3) and one (1) unsampled resident
{Unsampled Resident B).

The findings include:

Interview with Director of Nursing (DON), on
3/26/15 at 1:00 PM, revealed the facility did not
have an exact policy on specifics for frequency of
nail care and the facility used the Mosby's Book
for the Certified Nurse Aide (CNA) tasks. The
facility provided a copy of nail and foot care
proceduras, out of "Mosby's textbook for Long
Term Care Nursing Assistants Sth edition” but not
a policy and procedure on when or how often nail
cares were to be performed or how often nails
were checked for need of nall care.

1. Record review revealed the facility admitted
Unsampled Resident B on 01/27/15 with
diagnoses which included Pleural Effusion,
Encephalopathy, Hypertension, Esophageal
Reflux, Dementia NOS, Hyperlipidemta, Thyroid
Disorder, Open wound of buttocks, and Deficient
Anemia. Review of the Admission Minimum Dala
Set (MDS) assessmeant, dated 02/03/15, revealed
the facllity assessed Unsampled Resident B's
cognition as severaly impaired with a Brief
{nterview of Mental Status (BIMS) of "4" which
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Assistant on U3/2472015
F 312 Continued From page 41 F312 The Director of Nursing

observed that the nails
for resident # 3 and
unsampled resident B
were clean and trimmed
on 04/15/2015.

2. On 04/17/2015 the
Assistant Director of
Nursing, Unit Managers,
MDS Coordinator, MDS
assistant completed an
audit of all resident’'s
finger nails to identify
any that were unclean o
nails that needed
trimming. Any identified
had their nails cleaned
and trimmed immediately|

3. All current nursing
assistants will be re-
educated by the Directo
of Nursing, Agsistant
birecteor of Nursing or
Unit Managers on
completing nail care on
shower days. The
Department Heads will
conduct rounds five
times per week to
identify any concerns
with nail care

4, The Administrator will
audit 10 residents per
week for twelve weeks tp
determine if department
heads are identifying
concerns with nall carej.
The results of these

™

121
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audits will be reviewed
F 312 | Continued From page 42 F 312 with the Quality

indicated tha rasident was not interviewable.
Further review of this MDS, revealed the facility
assessed the resident as requiring extensive
assistance with two (2) persons physical assist
for parsonal hygiene caras.

Review of the Comprehensive Cara Plan for Self
Care Deficit, dated 01/27/15, revealed an
intervention to setup, cue and assist resident as
needed with activities of daily living (ADL).

OCbservation of Unsampled Resident B, on
03/24/15 at 1:55 PM, revealed he/she had long
and dirty finger nails to all fingers and thumbs of
both hands.

Interview with Certified Nurse Alde (CNA) #8, on
03127115 at 7:50 AM, revealed expectations for
nall care were for nails to be trimmed, cleaned
and or filed as needed because residents eat with
thelr hands, She further staled nail care was
supposed to have been done on bath days and
whenever necessary.

Interview with CNA #2, on 3/27/15 at 7:55 AM,
revealed expectations for nall care was for nall
care to have been checked daily for need and

done on bath days.

Interview with Unit Manager Licensed Practical
Nurse (LPN) #1, on 03/24/25 at 2:00 PM,
revealed nail care should have been done with all
showers and bed baths. She stated the charge
nurses and unit managers ware to make sure that
nall care was completed.

Interview with Director of Nursing {DON}, on
3/26/15 at 1:00 PM, rovealed she expected for
routine nail care to be done on all residents. The

Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
to review and make
further recommendations
The Quality Assurance
Committee will consist
of at a2 minimum the
Director of Nuraing,
Administrator, Dietary
Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.
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interviewable,

hitsther nalls.

F 312 Continued From page 43

DON stated all nurses, unit managers, and
administrative nurses were responsible far
ensuring nail care was being done. The DON
revealed nail care was very important and should
have been done routinely without exception
unless there had been a contraindication or
physician's order not to perform nail care.

2. Record review revealed the facility admitted
Resident #3 on 04/15/08, with diagnoses which
included Hypertension, Anxiety, Alzheimer's
Disease, and Rash. Review of the quarterly
Minimum Data Set (MDS) assessment, dated
03/05/185, revealed the facility Identifled the
resident's cognitive status as severely impaired
with a Brief interview of Mental Status score of
"99" which indicated the resident was not

Observation of Resident #3, on 03/24/15 at 9:35
AM, revealed the resident was in a geri-chalr
reclined, with the cheair alarm visible on back of
chair, physically leaning to the left with pillow
under left side. There was facial hair visible to
the chin and cheek area and his/her finger nails
were long with a visible yellow substance under

Observation of Resident #3, on 03/25/15 at 7:35
AM, revealed the was resident In the geri-chair in
the main dining room at the dining table. Further
observation revealed the resident's nails
remained long with visible substance under nalls.

Interview with Certified Nursing Assistant (CNA) #
4, on 03/26/15 at 3:35 PM, revaaled she gave the
resident a shower last night on 03/25/15 after the

supper meal. She continued to reveal she did not
trim the residents nails with his/her bath last

F 312
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night. She was unable to state the reason she
did not trim the residents nails.

Interview with Licensed Practical Nursa (LPN) #3,
on 03/27/15 at 7:50 AM, revealed she revealed
she had not seen anyone clip his/her nalls and
understands why that could be a problem for the
resident related to infection control issues and
appearance.

Interview with Registered Nurse (RN) #5, on
03/27/15 at 11:30 AM, revealed she stated she
had not clipped the resident's nails and continued
to state "I need to keep on top of that". She was
not aware when the last time the resident's nails
had been clipped.

tnterview with RN #4, on 03/26/15 at 8:45 AM,
revealed there was not a specific site on the
resident's Treatment Flow Sheet for nail care.
She stated when the staff conduct the resident’s
scheduled body audit the nails should be
monitored and documented on the skin
assessment flow sheet. RN #1 ravealed she
realized the Importance of nall care due to the
resident's frequent scratching as well as his/her
appearance. She further revealed the Unit
Manager was responsible to do audits of the
Medication Administration Recards (MAR's) and
the Treatment Administration Records {TAR'S} as
well as skin assessments to ensure care Is being
provided.

Interview with RN #2 Unit Manager, on 03/28/15
at 9:00 AM, revealed he was not aware the
residents finger nails needed trimming. He stated
nail care should be addrassed with bathing and
skin assessments weakly and the care of nails

and shaving should be completed with baths. He

F 312
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further revealed he expecied the staff to complete
nail carg and shaving during the bath or for staff
to notify their charge nursa if they were unabie to
complete the assignment.

Interview with Housekeeping Supervisor, on
03/26/15 at 10.05 AM, revealed the facility has a
system in place where each resident is assigned
a Caring Partner to go into the resident's room
each moming and look at the resldent's
enviranment as well as the resident to make sure
the resident's care needs are being met.

Interview with Director of Nursing (DON}), on
3/26/15 at 12:40 PM, revealed the Caring
Pariners are administrative staff that are
assigned to a group of residents and they are
expected to make rounds on the residents each
morning before morning meetling. She stated
they are expacted to check the resident's room
for safety issues, dignity issuas,environmental
concerns, cleanliness of the resident, and
grooming needs of the resident. She further
stated if the caring partner was a clinlcal staff
member she would have expected them to have
clipped the residents nails or performed whatever
service that was needed at the time. She
continued to reveal the residents nails should be
cut routinely with his bath and anytime they are
found to need cutting. She slated every staff
member is responsible that observes the resident
daily to see that his needs are met. She further
ravealed the nurses should have cbserved itin
their weekly skin assessment and timmed then.
F 314 | 483.25(c) TREATMENT/SVCS TO

§5=b | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a

F 312

F 314

F314

1. An cobservation of wound 5-/////5

=

treatments to resident
2 and #5 by the directo
of nursing on 04/16/201
noted that treatments
were applied per

iy
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resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition dernonstrates that
they were unavoldable; and a resident having
pressure sores recaives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, record review,
and review of the facility's copy of the Centars for
Disease Control guideline for hand hygiene it was
determined the facility failed to ensure residents
having a pressure sore were provided the
necessary treatment and services to promote
healing and prevent infection for two (2) of
sixteen {16) sampled residents (Resident #2 and
Resident #5) related to impraper wound care.

The findings include:

Review of the Centers for Disease Control's
{CDC's) "Guideline for Hand Hyglene in
Health-Care Settings" dated 10/25/02, revealed
hands should be decontaminated {removal of
dangerous substances or germs through use of
hand washing or an alcohol based sanitizer) after
handling wound dressings, when going from a
clean area to a dirty area and after removing
gloves. Further review revealed hand
contamination may occur as a result of small,
undetected holes in gloves, as well as during
glove removal. Additionally, wearing gloves
would not replace the need for hand hyglena.

1. Record review revealed the facility admitted

control standards were
used. The Director of
Nursing on 04/20/15
provided one on one re-
education with LPN # 4
related to hand washing
and infection control
practices with wound
care as well as
following physician
orders for treatments.
By 05/10/2015 the
Director of Nursing,
Assistant Director of
Nursing or Unit Managers$
will observe wound care
for all current
residents with a
pressure ulcer to
determine if the
appropriate treatment
was used and if proper
infection control
standards were used. Any
concerns will be
immediately corrected
with the ordered
treatment and education
of the Nurse.

By 05/10/2015 the
Director of Nursing,
Assistant Director of
Nursing or Unit Managers
will re-educate all
licensed nurses on
proper wound care using
appropriate infection
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control pracglces and ]
following the treatment

F 314 | Continued From page 47 F 314
ordered.

Resident #2 on 10/21/14 with diagnoses which
included Cangestive Heart Failura, Chronic R R o

Kidney Disease, Diabetes Mellitus, and Atrial Assistant Director of
Fibrillation. Nursing or Unit Managers

will observe three woung

Review of the Comprehensive Care Plan, dated treatments per week for

11/04/14, revealed Resident #2 was at risk for twelve weeks to ensure
impaired skin integrity due to unstageable wound appropriate infection
to hissher heels. Further review revealed control standards are
interventions to provide treatment as ordered. met and that the ordered
treatment is applied.

Review of a Physician's Order, dated 02/19/15, The results of these
revealed to cleanse Residant #2's left heel with audits will be reviewed
normal saline, apply Biatain Non-Adhesive Foam with the Quality
(absorbant dressing to wick away drainage from Assurance Committee
the wound bed), and wrap with Kerlix (rolled monthly for at least
gauze} every day. Additional review revealed a three months. Anytime
Physician's Order, dated 02/19/15, to cleanse the concerns are identified
right heel with normal saline, apply Santyl the Quality Assurance
{ointment to ¢lear away unheaithy tissue from the Committee will convene
wound bed), cover with Biatain Non-Adhasive to review and make
foam and wrap with Kerlix every day and as further recommendations
needed. The Quality Assurance

X Committee will consist
Review of a Physician's Order, dated 03/21/15, of at a minimum the

revealed Bactrim DS (antibiotic} tablet twice a day
for seven (7) days for wound culture with
Staphylocaccus.

Director of Nursing,
Administrator, Dietary
Services Manager, Social
Services Directer and
Maintenance Director
with the Medical
Director attending at
least quarterly.

Observation, on §3/25/15 at 11:15 AM, revealed
the Wound Treatment Nurse, Licensed Practical
Nurse (LPN) #4 performed catheter care and a
head to toe assessment on Resident #2 before
performing wound care to his/her left heel. After
the catheter care and head to toe body
assessment and while wearing the same gloves,
LPN #4 removed the old drassing to Resident
#2's left heel and disposed of the old dressing in

a garbage bag. LPN #4 removed her soifed
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gloves and left the resident's room to obtain a
new box of gloves, LPN #4 re-entered Resident
#2's room, washed her hands with soap and
water and donned clean gloves. LPN #4
cleansed the wound to Resident's #2's left heel
with normal saline, applied an abdominal pad
{absorbant dressing that is padded to provide
protaction o large wounds), rather than the
physician ordered Biatain Non Adhesive Foam,
and wrapped the heel with Kerlix. She removed
the soiled gloves; however, did not perform hand
hygiene {(washing with soap and water or using
an aleohol based hand sanitizer) prior to applying
the new gloves. LPN #4 then removed the
dressing to the resident's right heel and disposed
of the soiled dressing in a garbage bag. LPN #4
donned new gloves, again without performing
hand hygiene. LPN #4 applied Santyl ointment to
the wound bed, covered the wound with gauze
rather than the physician crdered Biatain Non
Adnesive Foam, and wrapped with a Kerilx. LPN
#4 removed the soiled gloves, opened the
residents privacy curtain replaced the lid on the
Santyl cintment and placed the tube back in tha
bax. She then washed her hands with soap and
water and left the resident's room.

2. Record review revealed the facility admitted
Resident #5 on 0B/28/14, with diagnosis fo
include Alzheimer's Disease, Congestive Heart
Failure, Hypertension and Pressure Ulcer,
Buttock.

Review of the Comprehensive Care Plan dated
11/19/14, revealed Resident #5 was as risk for
impaired skin integrity due to actual pressure
ulcers. Further review revealed interventions for
treatment as ardered.

F 314

FORM CM5-2587(02-89) Previous Versions Obsolate Evenlt (D;8GOP11

Facifly I0: 100175 If continuation sheet Pape 49 of 72




from:

04/20/2015 18:06

#375 P.050/072

PRINTED: 04/10/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES DMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
186402 B. WING 03/27/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE. ZIP CODE
HENDERSON NURSING AND REHABILITATION CENTER 2600 HORTH ELM ST.
HENDERSON, KY 42420
x4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROBS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY}
F 314} Continued From page 48 F 314

Review of & Physician's Order, dated 03/15/15,
revealed to cleanse area to right giuteal fold
{horizantal crease from inner aspec! of buttock to
the posterior upper thigh) with Dakins Sclution
{solution made with chlorine bleach which is a
strong antiseptic used to kill most bacteria and
viruses) one eighth (1/8) strength, and cover with
Biatain Adhesive foam dressing. Further review
of the physician's order revealed clean area to
right outer foot with normal saline, paint with
Betadine {fast acting and broad spectrum
antiseptic used to reduce bacteria), cover with
non-adhesive Biatain foarn, wrap in Kerlix to
secure,

Observation, on 03/25/15 at 10:45 AM, revealed
the Wound Treatment Nurse, Licensed Practical
Nursa (LPN) #4 performed wound care. Further
observation revealed LPN #4 removed the
dressing to the resident's right heel wound {
Suspected Deep Tissue Injury) and placed the
soiled dressing in a garbage bag. The LPN #4
measured the wound 0.8 centimeters (cm) length
and 0.7 cm width. LPN #4 cleansed the wound
with narmal saline, then painted the wound bed
with Betadine and placed a gauze pad rather than
the physician ordered Biataln non adhesive foam
dressing and wrapped the heel with Kerlix. LPN
#4 removed the soiled gloves and donned clean
gloves. LPN #4 left Resident #5's room to obtain
a disposable wound measuring ruler and returned
o Resident #5's room. LPN #4 was not observed
to have performed hand hygiene before she left
the resldent's room or after she returned. LPN #4
donned clean gloves and removed the solled
dressing to Resident #5's gluteal fold (horizontal
creaseé from inner aspect of buttock to the
posterior upper thigh) and disposed of in a
garbage bag. LPN #4 removed soiled gloves and
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donned new clean gloves, LPN #4 cleansed the
wound to Resident #5 gluteal fold with normal
saline rather than the physician ordered Dakins
one eighth strength (1/8), and removed the soiled
gloves. Without performing hand hygiene, LPN
#4 donned clean gloves. LPN #4 placed the
Blatain adhesive foam bordered dressing and
removed the soiled gloves. Without performing
hand hygiene LPN #4 donned clean gloves and
performed a head to ioe skin assessment. She
then removed gloves and perfarmed hand
hygiene.

Interview with LPN #4, on 03/27/15 at 8:00 AM,
revealed she should have sanitized her hands in
between each glove change. She stated she
normally did however does not every time she
changes gloves. She stated it was important to
sanitize her hands betwesn each glove change
due o the potential for contamination and fo help
control infections.

Post Survey [nlerview with LPN #4 on 04/10/15 at
10.00 AM, revealed the facility was out of the
physiclan ordered Dakins solution, therefore, she
substituted the normal saline to cleanse the
wound, She stated the difference in the normal
saline and the Dakins solution was the normal
saline was like water and the Dakins solution
contained bleach and was an antiseptic. Further
intarview revealed the facllity was also out of the
physician ordered Biatain Non Adhesive Foam;
therefors, she used the abdominal pad and
gauze, She staled she should have notified the
physiclan and obtained new orders for wound
cars, however, she did not.

Interview with the Unit Manager, Registered
Nurse #2, on 03/26/15 at 12:30 PM, revealed the

F 314
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facility's policy stated and his expectation would
be for staff to periorm hand hygiene with each
glove change per the facility's policy and
procedure.

interview with the Director of Nursing (DON} on
03/26/15 at 12:40 PM, revealed it was the
facility's policy and procedure and her expectation
to perform hand hygiene with each glove change,
4B3.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance davices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record raview,
and review of the facility's policy/procedure, it was
determined the facility falled to provide
supervision and assistive devices for one (1) of
sixteen (16} sampled residents (Residents #2).
In addition, the facllity failed to ensure the
residents environmant remains free of accident
hazards as is possible. A treatment medication
was ohserved in a resident's room unsupervised
and portable oxygen tanks were being filled with
the door open and no persconal protective
equipment being utitized.

Interview with the Director of Nursing {DON), on
ar26M5 at 12:40 PM, revealed there are seven

F 314

F 323

F323

s/ifs

By 05/10/2015 the
Director of Nursing will
review all falls for the
past sixty days for
resident # 2 to ensure
all interventions are
appropriate and in
place. On 03/24/2015 the
treatment supplies from
room four were removed
by Unit Manager. On
04/16/2015 the Director
of Nursing observed CNA
# 3 and # 10 to be
filling portable liquid
oxygen tanks with the
door closed and proper
protective equipment in
use. On 03/25/2015 the
oxygen fill room was
recrganized by the
Director of Nursing and
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(7) residents In the facility that are considered
elopement risk and wander throughout the facility
at times,

The findings include:

Review of the facility's policy/procedure, “Fall
Assessment/Intervention Process”, dated
09120143, revealed the purpose of the policy and
procadure was for all residents on any admission,
re-admission, and at least quarterly o be
assessead for fall risk and appropriate
interventions should be initiated immediately to
reduce the risk of injuries with falls. Any resident
who experiences a fall will have a CAA fall
worksheet completed to assure all identified risk
factors are taken into consideration according to
F323, by investigations of falls and incidents.
The facility must ensure that {a) the resident
envirenment remains as free from accident
hazards as is possible; and (b) each resident
receives adaquate supaervision and assistance
devices to prevent accidents.

1. Record review revealed the facility admitted
Resident #2 on 10/21/14 with diagnoses which
included Congestive Heart Fallure, Chronic
Kidney Disease, Diabetas Mellitus, and Atrial
Fibrillation.

Review of a guarterly Minimum Data Set (MDS)
assessment, dated 01/21/15, revealed the facility
had assessed Resident #2's cognition as
moderately impaired, with a Brief Interview for
Mental Status (BIMS) score of nine (8), indicating
the resident was interviewable. Further review
revealed the facility had assessed Resident #2 to
require exiensive assistance with Activities of
Daily Living (ADLs'),

room for staff to fill
the tanks. On 04/16/2014
the Assistant Director
Re-educated the CNA # 3
and # 10 on the proper
procedure to fill the
tanks.

By 05/10/15 the Directony
of Nursing will review
all falls for the past
60 days to ensure all
interventions are in
place and on the care
plan. On 04/15/2015 an
observation of all
current resident’s roomg
was completed by
Director of Nursing to
identify any hazardous
supplies or chemicals.
Any identified will be
immediately removed. On
04/15/2015 and
04/16/2015 the Director
of Nursing observed
staff filling portable
liquid oxygen tanks with
the door closed and
staff donning personal
protective equipment.
By 05/10/15 all current
nursing assistants will
be re-educated on the
proper procedure to
transfill liquid oxygen
tanks including closing
the door and wearing
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Review of the Comprehensive Care Plan, dated
10/23/14, revealed Residen! #2 was assessed to
be at risk for injury related to falls as evidenced
by the resldent's history of frequent falls with
interventions for a bed ajarm and a low bed.

Review of the facility's Residant Incident Report,
dated 03/01/15, revealed Resident #2 had a
non-witnessed fall on 03/01/15 at 1:21 AM.
Further review revealed Resldent #2's bed alarm
was sounding, and he/she was calling for help.
Resident #2 was found face down on the floor at
the bedside. Additional review revealed Resident
#2 was bleeding above his/her left eye and a
gauze and steri-stips were applied.

Interview with the Director of Nursing (DON), on
03/26/15 at 2:25 PM, revealed Resident #2 had a
history of frequent falls. The DON stated when
Resident #2 fell on 03/01/15, there should have
been non-skid strips on the floor beside hislher
bed. The DON revealed whan Resident #2 was
admitted to the facllity he//she was placed in the
bed by the window [bed {2)]. She stated Resident
#2 was moved to the first bed on 02/21/15;
however, the non-skid strips were not placed to
the floor beside bed 1 when the resident was
moved. She furiher stated, she abserved the
resident's room on 03/25/15 and noled the
non-skid strip was not In place. She stated she
reviewed the care plan and found the intervention
had been removed. She stated the non-skid
strips should have been placed beside Resldent
#2's new bed and should not have been removed
from the care plan. She stated when she realized
the non-skid strips ware not in place she
immediately had them replaced. She stated she
did not know who removed them from the care

will educate the IDT
team on updating and
reviewing fall care
plans in the daily
clinical meeting and
weekly in the weekly
falls committee. By
05/10/15 all current
nursing assistants and
licensed nurses will be
re-educated by the
Director of Nursing,
Assistant Director of
Nursing, or Unit
Managers on the
requirement to not leave
hazardous chemicals at
bed side.

The Director of Nursing
will review all falls
weekly for twelve weeks
to ensure the
interventions are placed
on the care plan and
interventions are in
place. The Director of
Nursing, Assistant
Director of Nursing or
Unit Manager will
observe trans filling of
liquid oxygen three
times per week for
twelve weeks. The
Director of Nursing,
Assistant Director of
Nursing or Unit Managers
will audit all resident
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rooms three times per
F 323 | Continued From page 54 Fa23 week for twelve weeks t¢
plan but the intervention should not have been ensure there are no
removed. unsecured hazardous
chemicals. The results
Observations on 03/24/15 at 8:50 AM, of of these audits will be
Resldent #2's room revealed Resident #2 had a reviewed with the
low bed. Further observation revealed there was Quality Assurance
non skid-strips to the bed by the window:; Committee monthly for at
however, there was no non skid sirips to the bed least three months.
by the door. Anytime concerns are
identified the Quality
Further review of the Falls care plan, dated Assurance Committee will
10/23/14, revealed no documented evidence for convene to review and
an Intervention for non-skid strips to bilateral make further
bedside. recommendations. The
Quality Assurance
2. Review of a facility's Clinical Competency Committee will consist
Validation for Filling Liquid Portables, not dated I of at a minimum the
revealed when filling liquid portable oxygen {anks Director of Nursing,
staff should enter the oxygen fill room and close Administrator, Dietary
the door. Furiher review revealed staff should Services Manager, Social
then don goggles and gloves. Services Director and
. Maintenance Director
An observation on 03/25M15 at 10:15 AM, with the Medical

revealed Certified Nurse Aide (CNA) #3 and CNA
#10 filling portable liquid oxygen tanks in the
oxygen fill room with the door open. Further
review revealed CNA #3 and CNA #10 were not
wearing the required goggles and gloves.

Director attending at
least quarterly.

Interview with CNA #3, on 03/27/15 at 9:10 AM,
revealed she was aware of the facility's policy to
have the door to the oxygen fill room shut when
filling portable liquid oxygen tanks. She stated
this was a safety measure in case the tank were
to burst it would stay confined. She further stated
she was orienting CNA #10 and there was not
enough roem for two {2) of thern in the room;
therefore, she left the door open so CNA could

observe. She further stated she was aware she
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F 323

Continued From page 55

was supposed to wear goggles and gloves but
statad she had naot put them on because she Just
didn't think about it.

Interview with CNA #10 on 03/27/15 at 8:12 AM,
revealed this was her first day warking on the
fioor at the facllity. She further stated she had
never filled oxygen tanks before.

Interview with the Director of Nursing, ({DON} on
03/25/15 at 10:20 AM, revealed when filling
oxygen lanks the door to the oxygen fill room
should be closed. She further stated it was her
expectation staff should utilize the appropriate
personal protective equipment when filling the
portable liquid axygen tanks. She stated this was
important o decrease the risk of accidents and
hazards as there was a risk the tanks could burst.

3. Review of the facility's pollcy titled 5.3 Storage
and Explration of Medications, Biologicals,
Syringes and Needles, {datad 12/01/07, last
updated 1/01/03), revealed Applicability : This
policy sets forth the procedures relating to the
storage and expiration dates of medications,
biologicals, syringes and needles, General
Storage Procedures: 3.1 Facility should ensure
that all medications and biologicals, including
treatment items, are securely stored in a locked
cabinet/cart or locked medication room that is
inaccessible by residents and visitors.

Initial tour of the facility, on 03/24/15 at 8:00 AM,
revealed upon entering Resident #4's room
multiple packages of gauze supplies were visible
on the counter in the resident room. Medication
used to complete the wound care was also on the

counter. Further investigation revealed a bottle of

F 323
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SAF cleanser and a container of Dermal Wound
cleanser. Review of the wound cleaner label
revealed for external use only, avoid contact with
eyes,

Interview with Resident #4 (review of MDS
assessmant revealed BIMS score of 15 which
Indicated interviewable), on 03/24/15 at 8:00 AM,
revealed the nurses left that in his/her room.
He/She stated staff do his/her treatments twice
daily or when ever they need changing. He/she
revealed there were residents that wander into
the room at times, but none recently.

Interview with Wound Care Nurse, on 03/27/15 at
7:30 AM, ravealed she did not leave the
treatment supplies in the residents room. She
stated she thought it was the eleven to seven
{11-7) shift that was responsible for that.

Interview with the Director of Nursing (DON}), on
3/26/15 at 12:40 PM, revealed it was not
acceptable to leave treatments or any supplies in
the resident's rooms. Sha revealed that her
expectations were for the staff to remove all
treatment materials and cleaning supplies from
the residents room and they should be treated as
any other medication and that no resident in the
facility is care planned to self administer
medication. She further revealed she realized the
importance of removing all treatment supplies
related to safety hazards due to the seven
residents that wander through out the facility.

F 368 | 483.35(f) FREQUENCY OF MEALS/SNACKS AT F 3ga|| F368 5'/{///5

ss=E | BEDTIME 1. On 04/16/2015 the
Dietary Services

Each resident receives and the facility provides at
observed HS snack pass

least three meals daily, at regular times
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and noted that snacks
F 388 | Continued From page 57 F 388 were avail:flble and staff
comparable to normal mealtimas in the were offering snacks to
community. all residents.
2. On 04/20/2015 the
There must be no more than 14 hours between a Dietary Services
substantial evening meal and breakfast the observed HS snack pass
following day, except as pravided below. and noted that snacks
were available and staff
The facility must offer snacks at bedtime dally. were offering snacks to
all residents.
When a nourishing snack is provided at bedtime, 3. On 04/15/2015 The
up to 18 hours may elapse between a substantial Director of Nursing re-
evening meal and breakfast the following day if a educated the Dietary
resident group agrees to this meal span, and a Service Manager on the
nourishing snack is served. regquirement to offer
snacks to all residents
at HS and to maintain an
adequate supply of
This REQUIREMENT s not met as evidenced snacks. By 05/10/15 all
by current nursing
Based on interview it was determined the facility assistants will be re-
fail_ed to ensure snacks were offered to every educated to offer HS
resident at bedtime daily. snacks to all residents
. this education will be
The findings include: provided by the
Interview with the Registered Dietitian {RD), on ggrgtgé:tbrqgﬁggérmetary
04/07/15 at 9:40 AM, revealed there was no Director of Nur; ing, and
writtan policy to her knowledge related to offering Assistant Director "3 £
bedtime snacks to all residents. - :
Nursing or Unit
During & group Interview with five (5) residents, Managers. .
{with a Brief Interview of Mental Status (BIMS) 4. The Dietary Service
scores between eight (8) and fifteen (15) which Manager, Administrator,
indicated they were interviewable), on 03/24/15 at Director of Nursing
2:00 PM, revealed only certaln residents get a assistant Director of
bedtime snack every night and they would Iike a Nursing, Social Service
snack as well. Director of MDs Nurse
will observe snack pass
Intarview with Resident #4, on 03/27/15 at 10:45
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i two times per week for
F 368 | Continued From page 58 F 368 four weeks then weekly

enough he/she does not receive one.

cloges.

approximately 7:00 PM.

AM, revealed at times the facility runs out of
snacks and he has to ask for a snack in order to
recelve one and if he/she doesn't ask early

Interview with Centified Nursing Assistant (CNA}
#7 (who worked 7:.00 AM to 3:00 PM), on
03/27115 at 11:00 AM, revealed the residents who
are diabetics and are on the nutritional at risk
{NAR) program have snacks at night labeled with
thelr names on them. She stated the other
residents have to ask for shacks and the request
far a snack has to be placed before the kitchen

Interview with CNA #9, on 04/09/15 at 12:15 PM,
ravealed she worked the 3:00 PM to 11.00 PM
shift and works both of the halls. She stated
snacks ara programmed In the Accu-Nurse
headset (system used for documenting meals
and snack intake) for the diabetics and residents
on the nutritional at risk program, She stated
these residents are given snacks regardless of
whether thay eat them or not and every other
rasident in the building is offered a snack at

Interview with the Dietary Manager, on 03/25/15
at 8:05 AM, revealed snacks are offered to every
resident at bedtime daily, however, residents with
a diagnosis of diabetes or residents that are
nutritionally at risk {NAR} ars given a snack every
night at bedtime. Further inferview, on 03/27/15
at 10;50 AM, ravealed she was unaware of the
need to offer every resident a snack at bedtime.

Further interview with the Registered Dietitian
(RD), on 04/07/15 at 9:40 AM, revealed every
resident should be offered a snack daily at

for eight weeks to
ensure there is an
adequate supply of
snacks and snacks are
offered to all resident.
The resulta of these
audits will be reviewed
with the Quality
Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
to review and make
further recommendations.
The Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least quarterly.
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bedtime and residents with a diagnosls of
diabetes and ones on the NAR program have
snacks that are scheduled with thelr names and
datss on them.

Intarview with the Assistant Director of Nursing
{ADON), on 03/25/15 at 9.00 AM, revealed the
NAR resldents and diabetics are the only
residents o receive a snack at bedtime and the
other residents havs to ask for them.

Interview with the Director of Nursing, on
03/26/15 at 3:10 PM, ravealed all residents
should be offered a snack dally at bedtime and
the residents with diabetes and ones on the NAR
program are given a snack at bedtime daily.

F 371 483.35(1) FOOD PROCURE, Fan
s5=& | STORE/PREPARE/SERVE - SANITARY

The facility must - F371 sl / iy

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local

authorities; and 1. The identified opened and
(2) Store, prepare, distribute and serve food undated food was thrown away
under sanitary conditions on March 24, 2015 by the

dietary services manager. The
choceolate milk was removed
from the refrigerator and
thrown away on March 24, 2015
by the Dietary services
Manager. The dietary manager
put on a hairnet immediately
on March 24, 2015. The meat
slicer was taken out of
operation on 03/24/15 until a
replacement blade to be
obtained.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
the facility's policy and proceadure, it was
determined the facillty failed to ensure food was
stored and prepared under sanitary conditions
related to food in the refrigerator opened and not
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dated when it was opened, an employee’s
personal quart of chocolate milk open and stored
in the kitchen refrigerator and the Distary
tManager observed in the kitchen without a hair
net

Review of the Census and Condition report,
dated 03/24/15, revealed there was a total of
seventy-eight (78) residents in the building with
four (4) residents raceiving tube feeding.

The findings include:

Revlew of the facllity’s policy and procedure, titled
“Food Receiving and Storage”, last revised
12/2008, revealed all foods stored In the
refrigerator or freezer will be covered, labeled and
dated (use by date}. Other apened contalners
must be deted and sealed or covered during
storage. Food Services, or other designated staff,
wil! maintain clean food storage areas at all times.

Interview with the Dietary Manager, on 03/25/15
at 9:05 AM, revealed there was no facility palicy
for staff use of hair nets while in the kitchen.)

Observation and tour of the kitchen, on 03/24/15
at 8:55 AM, revealed the following opened and
undated items in the refrigerator: One (1) block of
butter; one (1) gallon of milk; one (1) pint of heavy
cream; one {1} tub of chicken base; one (1) jar of
mustard; one {1) package of bologna opened to
alr (dried out on the edges); bologna wrapped in
foil not dated; boiled eggs dated 03/19/15; and
one (1) quart of chocolate milk (employees).
Further cbservation revealed the Dietary Manager
in the kitchen without a hair net. Additionally, the
meat slicer had nicks on the blade and was still in
use.
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F 371 | Continued From page 80 Fa7i|| 2. Observation of the

refrigerator by the dietary
service manager on 04/16/2015
Revealed no unlabeled foods,
all foods labeled, covered an
dated, as well is no employeeI
drinks in the refrigerator. I
addition, Observation by the
Administrator on April 15,
2015 revealed all staff
wearing hairnets. All other
equipment was inspected by the
dietary services manager on
April 15, 2015 to ensure no
other equipment which needed
repalr was in use none was
found.

3. All dietary staff will be
educated on labeling and
dating of foods, the routine
cleaning schedule, no personal
items and refrigerator, the
requirement to wear hairnet to¢
cover hair and beards, and
removing equipment in need of
repair from service
immediately. This education
will be provided by the
Dietary Services Manager.

In additien, the Reglonal
Dietician will re-educate the
dietary services manager on
use of hairnets, daily
inspection for covered foods
and outdated foods, and weekly
inspection of equipment.
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e gy
F 371 Continued From page 61 Farill 3¢ The dietary services
manager will perform a weekly
itation audit for at least
Interview with the Dietary Manager, on 03/25/15 sant
at 9:05 AM, revealed the normal procedures for twelve weeks. She iwill . also |
any item open in the refrigerator was it must be audit her staff five times pes
labeled and dated as to when it was opened and week for 12 weeks to ensure
any item greater than three (3) days old must be they are wearing hairnets and
thrown out. She stated no employee was to keep to ensure no per sonal items
persanal food or drink items In the kitchen are being stored in the
refrigerator and hair nets should be worn in the refrigerator and all opened
kitchen at all times. Additionally, she stated the foods are labeled and stored
meat slicer should not of been in use with nicks appropriately. The results of
on the blade. Further interview revealed she was these audits will be reviewed
responsible for completing an audit daily and with the Quality Assurance
weekly for monitaring the refrigerators and Committee monthly for at least
freezers for any items that needed to be thrown three months. Anytime concerng
) out and checking the meaat slicer. are identified the Quality
Assurance Committee will
Interview with the Registered Dietitian (RD), on convene to review and make
03/27115 at 7:39 AM, ravealed she expected if further recommendations. The
anything was not stored propery and dated it Quality Assurance Committee
would be thrown out immediately and hair nets will consist of at a minimum
should be worn at all times. The RD stated ifa the Director of Nursing,
piece of equipment was not in good working Administrator, Dietary
condition then it should not be in use. Further Services Manager, Social
interview revealed she was only in the building Services Director and
o::e a r;:::nt:'l a;‘d thefDIetiry’Manager »:rias ; Maintenance Director with the
:he;:t?t?.‘;ene or the sale and clean operalion @ Medical Director attending at
X 1 r 1
F 372 | 483.35(1)(3) DISPOSE GARBAGE & REFUSE Fa7p|| 188t quarterly
ss= | PROPERLY
e facility must di f garb '
:?operlyl.ty spose of garbage and refuse F372 6_/!_1 /b’
The dumpster door was closed
immediately by Maintenance
This REQUIREMENT is not met as evidenced Director on March 24, 2015 as
by: soon as it was discovered the
Based on observation and interview, it was doors were open.
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§5=D | IRREGULAR, ACT ON

The drug regimen of each resident must be
raviewed at least once a month by a licensed
phammacist.

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.
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F 372 | Continued From page 62 Fa72|| 2-The administrator ok?served
determined the facility failed to ensure disposal of the dumpster ?{oors being
garbage properly as evidenced by dumpster clo§ed on April 15, 2015 and
doors left open. Aprll 16, 2015.
The findings include; 3. In addition, all nursing
assistants and all dietary
Interview with the Maintenance Direclor, on staff will be educated to
03724115 at 10:30 AM, revealed as far as he knaw ensure they understand the
there was no policy to address the dumpster practice of ensuring the
slider door baing closed dumpster doors are closed at
all times. This education will
General observations of the facllity, on 03/24/15 be provided by the
at 10:00 AM, revealed the dumpster slider doors Administrator, Director of
were left open. Nursing, Assistant Director of
Nursing or Unit Managers.
Further Interview with the Maintenance Diractor,
on 03/24/15 at 10:30 AM, revealad the dumpster 4. The Administrator will
doors were to be closed at all times atherwise make observations of the
pests could get inside. dumpster five times per
) . week for four weeks then
Interview with the Director of Nursing (DON), on three times per week for
03/26/15 at 3:10 PM, revealed the staff should eight weeks to ensure staff
close the dumpster doors after use, are closing the dumpster
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428 doors after use. The

results of these audits
will be reviewed with the
Quality Assurance Committe¢
monthly for at least three
months. Anytime concerns
are identified the Quality
Assurance Committee will
convene to review and make
further recommendations.
The Quality Assurance
Committee will consist of
at a minimum the Director
of Nursing, Administrato:,
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Dietary SBervices Manager,
F 428 | Continued From page 63 F 428 Social Services Director
This REQUIREMENT Is not met as evidenced Chie LRI DL P R o 3

by:

Based on interview and record review, it was
determined the pharmacy failed to ensure
delivery of a now dose of Decadron for one of
sixteen (16) sampled residents (Resident #9).

The findIngs include:

Record review ravealed the facility admitted
Resident #2 on 11/20/13 with diagnoses to
include Anxiety, Hypothyroidism and
Hypertension.

Review of Nurses Notes, dated 03/04/15 at 5:06
PM, revealed the nurse phoned the physician
related to the development of a rash to Resident
#9's upper chest, arms and legs.

Review of a Comprehensive Physician Order
Shest, dated 03/04/15 at 2:25 PM, revealed a
telephone order for Decadron four (4) mg
Intramuscular (IM) Now.

Review of the March 2015 Medication
Administration Record revealed the resident was
administsred Decadron 4 mg. IM on 03/05/15 at
6:30 PM approximately twenty-six (26) hours after
the order was received to administer "now".

Past survey interview with Licensed Practical
Nurse (LPN) #4, on 04/10/15 at ©:32 AM,
revealed she afier checking the Emergency Drug
Kit (EDK} and not finding the medication in the kit,
she faxed the order to the pharmacy and followed
up with a phone call. She stated she spcke with
a female at the pharmacy and notified the female
that she needed the Decadron stat LPN #4
stated the female asked If it could be dalivered

with the Medical Director
attending at least

guarterly.
F428
1. Resident # 9 received

the ordered dose of
Decadron on 03/05/2015
by a licensed nurse.
By 05/10/15 the Director
of Nursing, Assistant
Director of Nursing and
Unit Managers will
complete an audit of all
current resident’s
Medication
Administration Record
and the medication cart
to ensure all
medications have been
delivered by the
pharmacy and all are
available. Any not
available will be
immediately delivered
from the pharmacy.

The General Manager of
the pharmacy will re-
educate all pharmacy
staff by 05/10/15 on
calling the facility
with any delay in
delivery of a stat dose
of medication so staff

sifis1
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may notify the
F 428 | Continued From page 64 F 428 physician.
with the 9:00 PM medications and she told her no 4. ;‘he . D;.r e:tg; oftNur ij'ng
that it was needed stat. LPN #4 revealed the ss;i an ir ?c or o
medication had not arrived by the time her shift Nursing or Unit Manager
ended at seven 7:00 PM so she reported that to will audit the
the ancoming staff. Medication
Administration Records
weekly for twelve weeks
Interview with Unit Manager, Registered Nurse to ensure medicat:}ons
(RN) #2 , on 03/26/15 at 2.00 PM, revealed the are administered in a
Decadron wasn't recelved from the pharmacy on timely manner per
the day It was ordered and the error was not physician order. The
discovered until the following day. The Decadron results of these audits
was administered on 03/05/15 at 6:30 PM by will be reviewed with
Registered Nurse (RN) #2. the Quality Assurance
Committee monthly for at
Interview with Pharmaclst, on 03/27/15 at 10:15 least three months.
AM, revealed an order was received from the Anytime concerns are
pharmacy by fax on 03/04/15 at 2:22 PM for identified the Quality
Reslident #3 to have Decadron four (4) milligrams Assurance Committee will
{ma) intramuscularly (IM) as a now order. The convene to review and
phgl:rnacist reporis that they retumed a fax lo th? make further
facility for them to check the Emergency Drug Kit recommendations. The
{EDK) for the medication. The pharmacy Quality Assurance
received the information on 03/05/15 that the Committee will consist
Decadron was not in the EDK. The Decadron . s
of at a minimum the
was sent to the facility on 03/05/15 at 5:00 PM. . .
Director of Nursing,
He also advised that now or stat orders should be ALA
s Administrator, Dietary
delivered within two (2) hours. He revealed the Services Manager, Social
pharmacy staff thought the the Decadron was in . Anager, d 1
the EDK box. Sea.:vxces Dlret.:tor an
F 431 | 483.80(b), (), (¢} DRUG RECORDS, F 431 ﬁitgtiﬂ: nee d?;’a’ N 215523
s5=p | LABEL/STORE DRUGS & BIOLOGICALS Director attending at
The facllity must employ or obtain the services of least quarterly
a licensed phamacist who establishes a system
of records of receipt and disposition of all _/
controlled drugs in sufficlent detail to enable an F431 5 5
accurate reconciliation; and determines that drug 1. On 04/16/2015 the
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identified open
F 431 | Continued From page 65 F 431 medications without a

reconciled.

appropriate accessory and cautionary

applicable.

have access to the keys.

be readily detected.

by:

determined the facility failed to ensure

instructions, and the expiration date when

The facility must provide separately locked,
permanently affixed compartments for storage of
cantrotled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1878 and othar drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can

records are in order and that an account of all
controlled drugs Is maintained and periodically

Drugs and biologicals used in the facllity must be
iabeled in accordance with currently accepted
profassional principles, and include the

In accordance with State and Federal laws, the
facility must store all drugs and blologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to

This REQUIREMENT is not met as evidenced

Based on observaiion, interview, and review of
the facility’s policy and procadure, it was

medications used Iin the facility was labeled in
accordance with currently accepted professional
principles. (Observation of the medication cart for

date were dated for the
date of delivery from
the pharmacy by the Unit
Managers.

By 05/10/15 the
Director of Nursing,
Assistant Director of
Nursing or Unit Managers$
will audit all
medication carts to
ensure all medications
not unit dosed are datedg
when opened. Any
undated will be dated
the date of delivery.
All licensed nurses will
be re-educated by the
Director of Nursing,
Assistant Director of
Nursing or Unit Managers
on the requirement to
date all non- unit dose
medications when opened
The Director of Nursing
Assistant Director of
Nursing or Unit Manager
will audit all med cart
weekly for twelve weeks
to ensure all non-unit
dose medications are
dated when opened. The
results of these audits
will be reviewed with
the Quality Assurance
Committee monthly for ag
least three months.
Anytime concerns are
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55=0 | SPREAD, LINENS

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

o4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION *5
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identified Ethe Quality
F 431 | Continued From page 88 F 431 Agsurance Comm:!.ttee willl
Hall |, ) revealed four (4) bottles of Miralax coEvene Eg review and
(Iaxative) apen with no date, one (1) botlle of Mik LTRSS O N
of Magnesium (laxative) open with no date, one recommendations. The
(1) bottle of Mylanta (antacid) open with no date, Qualj..ty Assgr ance
three {3) bottles of cough syrup open with no Committee will consist
dates, three (3) bottles of sore throat spray open of at a minimum the
with no dates, and one (1) bottle of Tums (antacid Director of Nursing,
tablets) open with no date. Administrator, Dietary
Services Manager, Social
The ﬂndings inciude: Services Director and
Maintenance Director
Review of tha facility's policy and procedure, titled with the Medical
“Storage and Expiration of Medications, Director attending at
Biologicals, Syringes, and Needles", last revised least gquarterly
01/01/13, revealed the facility staff should recard
the dated opened on tha medication container
when the medication has a shortened explration
date once opened.”
Interview with Licensed Practical Nurse (LPN) #7,
on 03/28/15 at 2:15 PM, revealed the medications
listed above should have been dated when they
were opened and she knew this was the facility's
palicy. She was unsure who opened the
medications but knew it was her responsibllity to
date any medication when it was opened.
Interview with the Director of Nursing (DON), on
03/28/15 at 3:00 PM, revealed she expected the
nurse who opened the medication Initially to be
the one to date the medication when it was
opened.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 Fa41 5/ /////{

1. Nursing Assistant # 8
was re-educated by the
Pirector of Nursing on
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the requirement to bag
F 441 | Continued From page 67 F 441 all dirty linen before

to help prevent the development and transmission
of disease and Infection.

(a) Infection Control Program

The facllity must establish an Infection Control
Program undar which it -

{1) Investigates, controls, and pravents 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 related to infections.

({b) Praventing Spread of Infection

{1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facllity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will ransmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personnel must handle, stare, process and
transport linens $o as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:
Based on observation, intarview, record review

. On 04/15/2015 and

leaving room and the
proper procedure to
carry linens. On
04/17/2015 the Director
of Nursing observed
nursing assistant # 8
appropriately bagging
and carrying linen.

04/16/2015 the Director
of Nursing noted that
staff were bagging linen
prior to leaving room
and carrying linen
appropriately.

By 05/10/15 all nursing
assistants will be re-
educated by the Director
of Nursing, Assistant
Director of Nursing or
Unit Manager on bagging
dirty linen prior to
leaving the room and the
proper way to carry
linen.

The Director of Nursing|
Agslistant Director of
Nursing or Unit Manager
will make observations
five times per week for
twelve weeks of staff
providing care to
evaluate if dirty linens
are bagged prior to
leaving the room and
linens are carried
appropriately. The
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raesults of these audits
F 441 Continued From page 68 F 441 will be reviewed with

and review of facility policy and procedurs, it was
determined the facility failed to maintain an
infection control program designed to provide a
safe, sanitary, and comforiable environment and
to help prevent the development and
transmission of disease and infection related to
inappropriate fransportation of soiled linen,

The findings include:

Review of the facility policy and procedure, titled
"Infaction Centrol Tracking and Trending Policy
and Procedure", dated 08/13, revealed the
purpose of the infaction Control Policy and
Procedure was 10 prevent the spread of infection
and provide appropriate education for staff and
residents concerning infection control,

Observation of Certified Nurse Aide {(CNA) #8, on
3/25M15 at 7:25 AM, revealed the CNA carried
several articles of solled linen out of a resident's
room without the soiled linen being contained.
CNA #8 had the soiled linen in her hands and
against her arms while walking out of resident's
room into the hallway.

Intarview with CNA #8, on 03/27/25 at 7:20 AM,
revealed the CNA should bag all soiled linen in
bags prior to leaving a resident's room and take
the soiled lined to the solled linen reom.

Interview with CNA #7, on 03/27/25 at 7.37 AM,
ravealed soiled finen had to be bagged up before
it was brought out of a rasident's rooms

Interview with Unit Manager Licensed Practical
Nurse (LPN) #1, on 03/25/16 at 8:10 AM,
revealed she expected soiled linen to have been
bagged before being brought out of the resident

the Quality Assurance

Committes monthly for at

least three months.
Anytime concerns are
identified the Quality
Assurance Committee wil
convene to review and
make further
recommendations.
Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager,
Services Director and
Maintenance Director
with the Medical
Director attending at
least guarterly

The

Social
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The facility must malintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complets;
accurately documented; readily accessible; and
systamatically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
sarvicas provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on Interview, record revliew and facility
policy revealed the facility failed to ensure the
clinical record was complete for one (1) of sixteen
{18) sampled residents (Resident #3). Resident
#3 was ordered a treatment of a rash and the
licensed nurse failed {o document the treatment
was completed as ordered.

The findings include:

the treatments for
resident #3 including
oxygen saturation were
documented.
2. On 04/16/2015 the
Director of Nursing
noted that all
treatments and Oxygen
saturation were
documented.
By 05/10/15
nurses will
educated by
of Nursing, Assistant
Pirector of Nursing or
Unit Manager on
documentation of
treatments and oxygen
saturation requirement.
4. The Director of Nursing
Assistant Director of
Nursing or Unit manager
will audit all the
Treatment Administratio
Records weekly for at
least twelve weeks to
validate staff are
documenting treatments

be re-
the Directo

all licensed

+

|
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F 441 | Continued From page 69 F 441
rooms.
interview with the Director of Nursing {DON), on
03/26/15 at 1112 PM, revealed she expected staff
to bag soiled linen before bringing it out of &
rasident's room. / /
F 514 | 483.75()(1) RES F514]| Fo14 . il
RECORDS-COMPLETE/ACCURATE/ACCESSIB 1. The Director of Nursing
LE observed on 04/15/2015
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and oxygen saturations.
F 514 | Continued From page 70 F514 The results of these

Record review revealed the facility admitted
Resident #3 on 04/15/09, with diagnoses which
included Hypertension, Anxiety, Alzhelmer's
Disease, and Rash. Revisw of the quarterly
Minimum Data Set (MDS) assessment, dated
03/05/15, revealed the facility identified the
resident's cognltive status as severely impaired
with a Brief Interview of Mental Status score of
"99" which indicated the resident was not
interviewabla.

Review of the Physician's Order, dated 03/11/15,
revealed to apply Triamcinolone (corticosteroid)
Cream 0.1% to rash on bedy twice a day (BID)

Review of the March 2015 Treatment
Administration Record (TAR) revealed a
treatment for Triamcinolone (corticosteroid)
Cream 0.1% to rash on body BID (7:00 AM and
7.00 PM) starting on 03/12/15. Further review
revealed the 7:00 PM dose was not Initialed as
completed on 03/13/15-03/16/15, and
03/20/15-03/23/18.

Review of a Physician Order, dated March 2015,
revealed to obtain oxygen (O2) saturation levels
daily.

Further review of the March 2015 TAR revealed
to obtain O2 saturation daily at 6:00 AM with
blanks noted twelve {12) blanks noted between
03/01/15 and 03/24/15.

Intarview with Registered Nurse (RN) #5 who
worked 7:00 PM to 7:00 AM, on 03/27/15 at 11:30
AM, revealed she always applied the treatmant
cream and obtained O2 saturation but she
doesn't have time to initial the TAR to indicate the
treatment was completed and 02 sats were

audits will be reviewed
with the Quality
Assurance Committee
monthly for at least
three months. Anytime
concerns are identified
the Quality Assurance
Committee will convene
to review and make
further recommendations
The Quality Assurance
Committee will consist
of at a minimum the
Director of Nursing,
Administrator, Dietary
Services Manager, Social
Services Director and
Maintenance Director
with the Medical
Director attending at
least gquarterly
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obtained. She stated she leaves a lot of blanks
on the TAR because of this.

Interview with Licensed Practical Nurse (LPN) #5
who waorks 7:00 PM to 7:00 AM, on 03/27/15 at
7:50 AM revealed she knows the nurse who
works on the hall and she knows the nurse
completes the treatments and obtains 02
saturation levels but the nurse fails to document
them.

Interview with the Director of Nursing {(DON}), on
03/25/5 at 11:00 AM, revealed she expacted the
nurses to document the treatments when
administered and 02 saturations when cbtained.
She stated she feel the nurse just falled to
docurment.
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CFR: 42 CFR 483.70(a)

| BUILDING: 01.

PLAN APPROVAL: 1967.

SURVEY UNDER: 2000 Existing,
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type Hll
{200).

SMOKE COMPARTMENTS: Five (5) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1967, with 28 smoke detectors and
197 heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1967,

GENERATOR: Type Il generator with unknown
| installation date. Fuel source is Diesel.

A Recerification Life Safety Code Survey was
conducted on 03/25/15. The facility was found in
non-compilance with the requirements for
participation in Medicare and Medicaid. The
facility is certified for ninety (80) beds with a
cenaus of seventy-four (74) on the day of the
survay.

The findings that follow demonstrate
poncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from

Submission of this plan of
correction is not a legal
admission that a deficlency
exists or that this statement
of deficiency was correctly
cited, and is also not to be
construed as an admission of
interest against the facility
the Administrator or any
employees, agents, or other
individuals who draft or may
be discussed in this response
and plan of correction. In
addition, preparation of this
plan of correction does not
constitute an admission or
agreement of any kind by the
facility of the truth of any
facts alleged or see the
corractness of any allegation
by the survey agency.

!} Accordingly, the facility has| |
prepared and submitted this

i | plan of correction prior to
the resolution of any appeal
which may be filed solely
because of the requirements
under state and federal law
that mandate submission of a
plan of correction within (10
days of the survey as a
condition to participate in
TitlelB, and Title 19
programs. The submission of
the plan of correction within
this timeframe should in no
way be construed or considered

LABORATORY DIRECTOR'S OR PR(%WRES&NTAWE'S SIGNATURE
Din Sooludll

Any deficlency siatement endltfwllh' andteTik (") denctes a daficlency which the institution may be excused from camrecting providing It is determined that

TITLE

Lt y 5 }7_/:5’

dty

T

other safeguards provide sufficiant protection to the pallents , {See Instructions.) Excapt for nursing hames, the findings staled above are disciosabla 80 days
following tha data of survey whather or not a plan of comection Is provided. For nursing homes, the above findings and plans of correction are disclosabls 14
days following the date thess documenis ara made available to the facliity. f deficiencies are cited, an approved plan of correction is requisile to continued

program paclicipation.
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Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protacted by fire-rated glazing or by wired glass
panels and steal frames. A minimum of two
separate compartments are provided on each
fioor. Dampers are not required in duct
penetrations of amoke bamiers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 18.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain smoke
barriers that would resist the passage of smoke
between smoke compartments in accordance
with Nationa! Fire Protection Association (NFPA)
standards. Tha deficient practice has the potential
to affect five (5) of five (5) smoke compariments,
residents, staff and visitors. The facility has the
capacity for ninety (0) beds and at the time of
the survey, the census was seventy-four (74).

The findings include:
1)} Observation, on 03/25/15 at 8:30 AM, with the

Maintenance Supervisor revealed the use of
unrated joint compound to seal penetrations in

188402 03/25/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HENDERSON NURSING AND REHABILITATION CENTER 2500 NORTH ELM ST.
HENDERSON, KY 42420
o SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {x8)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
as an agreement with the
K 000 | Continued From page 1 Kooo! | @llegations of noncompliance
Fire) or admissions by the facility
) This plan of correction
Deficiencies were cited with the highest el SRR O S t;en \
deficlency identified at "F” level. allegation of submission of
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD Kozs| | Substantial compliance with
S8=F Federal Medicare Reguirements

The joint compound used to
seal the penetration of thE
concrete block wall used a
a smoke barrier at the exit
by room 16 was replaced
with mortar on April, 10th
2015.

The joint compound used to
seal the penetration in th
concrete block wall above
the ceiling at the
administrators office was
replaced with mortar on
April 10, 2015.

L1

The expanding foam used to
seal the penetration of th
smcke wall above the

ceiling located by room 26
was replaced with mortar op
April 10, 2015,

The expanding foam use to
seal the penetration of th
concrete block wall

L1’

FORM CMS-2567{02-99) Previous Varsions Obsclete

Event ID: 8GOP21

Paciity 1D 100175

If continuation sheet Page 2 of 2§




From: 04/20/2015 17:47 #374 P.003/024

PRINTED: 04/10/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0538-0351
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING @1 - MAIN BUILDING 01 COMPLETED
185402 B, WING 03/25/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
28500 NORTH ELM ST,
HEND N NURS! BILITATI
ERSO ING AND REHABI ON CENTER HENDERSON, KY 42420
X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
extending above the ceiling
K 025 | Continued From page 2 K 025 at the exit by room 42 was

replaced with mortar on

the concrets block wall being used as a smoke Bpril 10, 2015.

barrler extending abaove the ceiling located at the

Exit by Room #18.

¥ Rag The Maintenance Director
Intarview, on 03/25/15 at 8:31 AM, with the will be educated to use
Maintenance Supervisor revealed he was not like kind materials to seal
aware the requirements for sealing penetrations penetrations.

in smoke barriers.
All firewalls and the

2) Observation, on 03/25/15 at 8:35 AM, with the entire building were

Maintenance Suparvisor revealed the use of checked to ensure the use

unrated joint compound to seal penetrations in of proper material to seal

the concrete block wall being used as a smoke penetrations on April 10,

barrler extending abave the ceiiing located at the 2015. One other area was

Administrators Office. found and repaired

immediately.

Interview, on 03/25/15 at 9:36 AM, with the

Maintenance Supervisor revealed he was not In the future, all

aware the requirements for sealing penetrations contractors going into the

in smoke barriers. attic to make repairs will
. be informed of the

3) Observation, on .03125115 at 9:.40 AM, with the requirement to use the

Maintenance Supervisor revealed the use of proper material when

expandable foam to seal penetrations in the
smoke wall being exiending above the ceiling
located by Room #26.

ceiling any penetrations
should any penetrations
occur. The Maintenance
Director will look at all
barrier walls after
completion of any work to
ensure compliance.

Interview, on 03/25/15 at .41 AM, with the
Malntenance Supervisor revealed he was not
aware the requirements for sealing penetrations
in smoke barriers.

4) Observation, on 03/25/15 at 9:42 AM, with the Any issues of noncomplianc
Maintenance Suparvisor revealed the use of will be corrected

expandable foam and unrated joint compound to immediately . and reported t
seal penetrations in the concrete black wall being the QA committee for updat
used as a smoke barrier extending above the and follow up to ensure
ceiling located at the Exit by Room #42. ongoing compliance.
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K 025 | Continued From page 3

Interview, on 03/25/15 at 9:43 AM, with the
Maintenance Supervisor revealed he was not
aware the requiremenits for sealing penetrations
in smoke barriers.

The census of seventy-four (74} was verified by
the Administrator on 03/25/15. The findings were
acknowledged by the Administrator and verified
by the Malntenance Supervisor at the exit
interview on 03/25M15.

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition).19.3.7.3
Any raquired smoke barrier shall be constructed
in accordanca with Section 8.3 and shall have a
fire resistance rating of not less than 1/2 hour.
Exception No. 1: Where an atrium is used,
smoke barriers shall be permitted to temminate at
an atrium wall constructed in accordance with
Exception No. 2 to 8.2.5.6(1). Not less than two
saparate smoke compartments shal! be provided
on each fioor.

Exception No. 2*: Dampers shall not be required
in duct penetrations of smoke barriers in fully
ducted heating, ventilating, and air conditioning
systams where an approved, supervised
automatic sprinkler system in accordance with
19.3.5.3 has been provided for smoke
compartments adjacent to the smake barrier.

Reference: NFPA 101 (2000 Edition)19.3.7.5
Openings in smoke barriers shall be protected by
fira-raled glazing; by wired glass panels and steel
frames; by substantial doors, such as 13/4-in,
(4.4-cm) thick, solid-bonded wood core doors; or
by construction that resists fire for not less than
20 minutes. Nonrated factory- or field-applied

K025
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protective plates extending not more than 48 in,
(122 cm) above the bottom of the door shall be
permitted.

Exception: Doors shall be permitted to have fixed
fire window assemblies in accordance with
8.23.2.2.

Reference: NFPA 101 (2000 Edition) 8.3.6.1
Pipes, conduits, bus ducts, cables, wires, air
ducts, pneumatic tubes and ducts, and simitar
building servica equipment that pass through
floors and smoke barriers shall be protected as
follows:

{(a) The space between the penetrating item and
the smoke barier shall

1. Be filled with a matarial capable of maintaining
the smoke rasistance of the smoke barrier, or

2. Ba protacted by an approved device designed
for the apecific purpose.

{b) Where the penetrating item uses a sleave to
penetrate the smoke barrier, the sleave shall be
solidly set in the smoke barrier, and the space
between the item and the sleave shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an appraved device designed
for the speclfic purpose.

(c) Where designs ake transmission of vibration
into consideration, any vibration isolation shall

1. Be made on elther side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.

8.3.6.2 Openings occurring at points where floors
or smoke

barriers meet the outside walls, other smoke
barriers, or fire

barriers of a building shall meet one of the

following conditions:
FORM CMS-2587(02-99) Previous Varsions Cbsokite Even! 1D:8GOP21 Facily 10: 100175 it continuation shest Page 5of 25
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(1) it shall be filled with a matarial that is capable
of maintaining
the smoke resistance of the floor or smoke
barrier.
{2) It shall be protacted by an approved device
thatis
designed for the specific purpose.
K Q29 } NFPA 101 LIFE SAFETY CODE STANDARD K 029 .
$8=D K29 f//// 5
One hour fire rated construction (with % hour A door closure was placed
fire-rated doors) or an approved automatic fire on the office door of the
extinguishing systam in accordance with 8.4.1 director of nursing on
andfor 19.3.5.4 protects hazardous areas. When March 31, 2015,
the approved automatic fire extinguishing system
option is used, the areas are separated from all files being stored in
other spaces by smoke resisting partitions and the unrated old bathroom
doors. Doors are self-closing and non-fated or located in the therapy roon
fiald-applied protective plates that do not exceed have been removed.
48 inches from the bottom of the door are
permitted.  19.3.21 The Maintenance Director
will be educated regarding
the proper use of door
closures as well as proper
storage of combustible
materials.
This STANDARD is not met as evidenced by:
Based on observation and interview, it was All new hires will be
determined the facility failed to mest the educated regarding the
requiraments for Protection of Hazards, in proper storage of
accordance with the National Fire Protection eenboStiblelnaveriam
Association (NFPA) standards. The deficiency
had the potential to affect one (1) of five (5} X . .
smoke compartments, residents, staff and A:.I'l e . S UL TECE iR
visitara. The facility has the capacity for ninety S L . e t‘? e?nsure
{90) beds and at the time of the survey, the ;:Sz,a:flg; :e:mgzgza;lfung a
census was seventy-four (74). combustibles will have a
The findings include: door closure installed
FORM CMS-2567(02-83) Previcus Versiona Obsolole Event ID:GG0P21 Facility 1D; 100175 If continuation sheat Page 8 of 25
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Observation, on 03/25/15 at 11:20 AM, with the
Maintenance Supervisor revealed a hazardous
amount of paper storage located in the Director of
Nursing Office. The door was not equipped with
a self-closing device to keep the door closed.

Interview, on 03/25/15 at 11:21 AM, with the
Maintenance Supervisor revealed he was not
aware the room would have to meet the
requirements of protection from hazards.

Observation, on 03/25/15 at 1:27 PM, with the
Maintenance Supervisor revealed Medical
Records were being stored in an unrated old
bathroom located in the Therapy Room.

Interview, on 03/25/15 at 1:28 PM, with the
Maintenance Supervisor revealed he was not
aware the room would have to mest the
requirements of protection from hazards.

The census of seventy-four (74) was verified by
{he Administratar on 03/125/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 03/25/185.

Actual NFPA Standard.

Reference: NFPA 101 (2000 Edition) 19.3.2
Protection from Hazards.

Referance: NFPA 101 (2000 Edition) 9.3.2.1
Hazardous Areas. Any hazardous areas

shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1, The automatic

All rooms in the building

will be audited to identify

any other rooms that are
unrated for files being
stored. If any are found,
they will be removed
immediately.

Bll offices in the building

will be audited weekly for
12 weeks to ensure any
offices containing a
hazardous amount of
combustibles will have a
door closure installed
immediately or the
hazardous files removed.

Any issues of noncomplianc
will be corrected
immediately and reported t
the QA committee for updat
and follow up to ensure
ongoing compliance.
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extinguishing shall be pemitted to be in
accordance with 18.3.5.4. Where the sprinkler
option Is used, the areas shall be separated
from other spaces by smoke-rasisting partitions
and doors. The doors shall be seif-closing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted to, the
following:

(1) Boller and fuel-fired heater rooms

{2) Central/bulk laundries larger than 100 2
(8.3 m2}

(3) Paint shops

{4) Repair shops

(5) Solled linen rooms

{6) Trash collection rooms

{7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including repair shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction

(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be consldered a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated, factory or
field-applied

protective plates extending not more than

48 in. (122 cm) above the bottom of the door.

Reference: NFPA 101 (2000 Edition) 7.2.1.8
Self-Closing Devices.

Reference: NFPA 101 (2000 Edition) 7.2.1.8.1* A
door normally required to be kept closed shall
not be secured in the open position at any time
and shall be

self-closing or automatlc-clesing in accordance
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Continued From page 8
with 7.2.1.8.2,

Reference: NFPA 101 (2000 Edition) 7.2.1.8.2 In
any building of low or ordinary hazard contents,
as defined in 6.2.2.2 and 6.2.2.3, or where
approved by the authority having jurisdiction,
doors shall be permitted to be automatic-closing,
provided that the following criteria are met:

{1) Upon refease of the hold-open mechanism,
the door becomes self-closing.

(2) The release davice is designed so that the
door instantly releases manually and upon
ralease becomes self-closing, or the door can be
readily closed.

{3} The automatic releasing mechanism or
medium s activated by the operation of approved
smoke detectors installed in accordance with the
requirements for smoke datectors for door
release service In NFPA 72, National Fire Alarm
Code®.

{(4) Upon loss of power ta the hold-open device,
the hold-open mechanism is released and the
door becomes self-closing.

{5) The release by means of smoke detection of
one door In a stair enclosure results in closing alt
doors serving that stair.

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systams are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD is not met as evidenced by:

K028

K 062
K62

connection.

The car was immediately
removed from the no parking
zone by the fire department

All new employees will be
educated upon hire and
current employees have been

s/l
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Based on observation and interview, it was
determined the faciiity failed to maintain the
sprinkler system in accordance with National Fire
Protection Assaciatlon (NFFA) standards, The
deficlency had the potential to affect five (S) of
five {5) smoke compartments, all residents, staff
and visitors, The facility has the capacity for
ninety (90) beds and at the time of the survey, the
census was savanty-four (74).

The findings inciude:

Observation, on 03/25/15 at 2:10 PM, with the
Maintenance Supervisor ravealed the Fire
Department Connectlon located outside was
blocked by a car parking In a no parking zone.

tnterview, on 10/25/15 at 2:11 PM, with the
Maintenance Supervisor revealed cars routinely
disregarded the no parking signs

The census of saventy-four (74) was verified by
the Administrator on 03/25/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 03/25/15.

Actual NFPA Standard:

Reference: NFPA 25 (1998 Edition). 2-1 General,
This chapter provides the minimum requirements
for the routine inspection, testing, and
maintenance of

sprinkler systems. Table 2-1 shall be used to
determine the

minimum required frequencies for inspection,
testing, and

maintenance.

Exception: Valves and fire department

parking zone besgide the
fire department connection

All employees will be in
service to ensure everyocne
is aware of the no parking
area beside the fire
department connection.

The Maintenance Director of
designee will check the no
parking zone five times
weekly for a period of four
weeks to ensure no one is
parked in the no parking
zone. If no additional
issues are found the audit
more reduced to two times
weekly for an additional
eight weeks and weekly
thereafter.Any cars found
to be parked in a no
parking zone will be moved
or towed immediately.

ur

Any issues of noncomplianc
will be corrected
immediately and reported t
the QA committee for updat
and follow up to ensure
ongoing compliance.
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connections shall be inspected,
tasted, and maintained in accordance with
Chapter 9.

Table 2-1 Summary of Sprinkler Sysiem
Inspaction, Testing, and Malntenance

Item Activity Frequency Reference

Gauges (dry, preaction deluge systems)
Inspaction Weekly/monthly 2-2.4.2

Cantrol valves Inspection Weekly/monthly Table
9-1

Alarm devices Inspection Quarteriy 2-2.6
Gauges (wet pipe systams) Inspection Monthly
2-2.4.1

Hydraulic nameplate Inspection Quarterly 2-2.7
Buildings Inspection Annually {prior to freezing
weather)

2-25

Hanger/seismic bracing Inspection Annually 2-2.3
Pipa and fittings Inspection Annually 2-2.2
Sprinklars Inspection Annually 2-2.1.1

Spare sprinklers Inspection Annually 2-2.1.3
Fire department connections Inspection Table 9-1
Valves (all types) Inspection Table 9-1

Alarm devices Test Quarterly 2-3.3

Main drain Test Annually Table 9-1

Antifreaze solution Test Annually 2-3.4

Gauges Test § years 2-3.2

Sprinklers - extra-high temp. Test 5 years 2-3.1.1
Exception No. 3

Sprinklers - fast response Test At 20 years and
every 10 years

theraafter

2-3.1.1 Exception No, 2

Sprinklers Test At 50 years and every 10 years
thereafter

2-311

Valves (all types) Maintenance Annually or as

neaded Table 9-1

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
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Obstruction investigation Maintenance 5 years or
as needed Chapter 10

Tabla 8-1 Summary of Valves, Valve
Components, and Trim Inspection, Testing, and
Maintenance

Compenent Activity Frequency Reference
Control Valves

Sealed Inspection Weekly 8-3.3.1

L.ocked Inspection Monthly 8-3.3.1 Exception No.
1

Tamper switches Inspection Monthly 8-3.3.1
Excaption No. 1

Alarm Valves

Exterior inspection Monthly 5-4.1.1

Interior inspection 5 years 9-4.1.2

Strainers, filters, orifices Inspection 5 years
9-4.1.2

Check Valves

Interior Inspection 5 years 9-4.2.1
Preaction/Deluge Valves

Enclosure (during cold weather) Inspection
Dally/weekly 9-4.3.1

Exterior Inspection Monthly 9-4.3.1.2

Interlor Inspection Annually/5 years -4 3.1.3
Strainers, filters, orifices Inspection § years
9-4.3.1.4

Pry Pipe Valves/Quick-Opening

Davices

Enclosure {(during cold weather) Inspection
Daily/weekly 9-4.4.1.1

Exterior Inspection Monthly 9-4.4.1.3

Interior Inspection Annually 9-4.4.1.4
Strainers, filters, orificas Inspectlon 5 years
9-4.4.1.5

Pressure Reducing and Relief Valves
Sprinkler systems inspection Quarterly 9-5.1.1
Hose connections Inspection Quarterfy 9-5.2.1

Hose racks Inspection Quarterly 9-5.3.1
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Fire pumps

Casing relief valves Inspection Waekly 9-5.5.1,
9-55.1.1

Pressure relief valves Inspection Weekly 9-5.5.2,
9-5.5.2.1

Backflow Prevention Assemblies

Reduced pressure Inspection Week!ly/monthly
9-6.1

Reduced pressure detectors Inspection
Weekly/monthly 9-6.1

Fire Department Connections Inspection
Quarterly 8-7.1

Main Drains Test Annually 9-2.8, 9-3.4.2
Waterfiow Alarms Test Quarterly 9-2.7

Control Valves

Position Test Annually 9-3.4.1

Operatlon Test Annually 8-3.4.1

Supervisory Test Semiannually 8-3.4.3
Preaction/Deluge Valves

Priming water Test Quarterly 9-4.3.2.1

Low air pressure alarms Test Quarterly 9-4.3.2,10
Full flow Test Annually 9-4.3.2.2

Dry Pipe Valves/Quick-Opening

Devices

Priming water Test Quarterly 9-4.4.2.1

Low air pressure alarm Test Quarterly 9-4.4.2.6
Quick-opening devices Test Quarterly 9-4.4.2.4
Trip test Test Annually 9-4.4.2.2

Full flow trip lest Test 3 years 9-4.4.2.2.1
Pressure Raducing and Relief Valves

Sprinkler systems Test 5 years 9-5.1.2
Circulation relief Test Annually 9-5.5.1.2
Pressure relief valves Test Annually 9-5.5.2.2
Hose connections Test § years 9-5.2.2

Hose racks Test & years 9-5.3.2

Backflow Prevantion Assemblies Test Annually
8-6.2

Control Valves Maintenance Annually 9-3.5
Preaction/Deluge Valves Maintenance Annually
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K 062 | Continuad From page 13 K 062
9-4,3.3.2
Dry Pipe Valves/Quick-Opening
Devices
Malntenance Annually 9-4.4.3.2
066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066
558=D

Smoking regulations are adopted and include no
less than the following provisions:

{1) Smoking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and In any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbol for no smoking.

(2) Smoking by patients classified as not
responsible is prohibited, excapt when under
direct supervislon.

(3) Ashtrays of noncombustible materisl and safe
design are provided in all areas where smoking is
permitted.,

{4) Metal containers with self-closing cover
devices into which ashtrays can be emplied are
readily available to all ereas where smoking is
permitted. 19.7.4

This STANDARD iz not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the
designated outdoor smoking area for the staff
was properly equipped for safe smaking, in

K66
The cigarette butts outside
the back entrance door to
the 200 hall were removed.

Cigarette butts around the
entire building have been
removed and cigarette urns
installed at the therapy
and kitchen entrances.

All new employees will be
educated upon hire and
current employees will be
in serviced to ensure
everyone is aware of the
proper disposal of
cigarette butts.

designee will check the
entrance by the 200 hall
five times weekly for a

The Maintenance Director or

¥

fss
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period of four weeks to
K 066 | Continued From page 14 K 066 ensure an excessive amount

accordance with the National Fire Protection
Association (NFPA) standards. The deficlency
had the polentiat 1o affect residents using the
smoking area. The facility has the capacity for
ninety (90) beds and at the time of the survey, the
census was seventy-four (74).

The findings include:

Observation, on 03/25/15 at 11:45 AM, with the
Maintenance Supervisor revealed a large quantity
of cigarette butts in the mulch of the flower bed
outside the Back Entrance Daor to the 200 Hall.
This was not a designated smoking ares.

Interview, on 03/25/15 at 11:46 AM, with the
Maintenance Supervisor revealed he was not
aware of the requirements for smoking areas.

The census of seventy-four (74) was verified by
the Administrator on 03/2\5/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 03/25/15.

Actual NFPA Standard:

Raference: NFPA 101 Life Safety Code (2000
edition) 19.7.4* Smaking. Smoking regulations
shall be adopted and

shall include not less than the following
provisions:

(1) Smoking shall be prohibited in any room,
ward, or compartment

whare flammable liquids, combustible gases, or
oxygen is used or stored and in any other
hazardous location,

and such areas shall be posted with signs that

of cigarette butts are not
present. If no additional
issues are found the audit
will be reduced to two T
times weekly for a period
of eight weeks. Cigarette
butts found will be remove
immediately.

Any igsues of noncomplianc
will be corrected
immediately and reported t
the QA committee for updat
and follow up to ensure
ongoing compliance.
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K 056

K072
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Continued From page 15

read NO SMOKING or shall be posated with the
international

symbol for no smoking.

Exception: In health care occupancies where
smoking s prohibited

and signs ara prominently placed at all major
entrances, secondary

signs with language that prohibits smoking shall
not be required.

(2) Smoking by palients classified as not
responsible shall be

prohibited.

Exception: The requirement of 19.7.4(2} shall not
apply where the patient

is under direct supervision.

{3) Ashtrays of noncombustible material and safe
design

ghall be provided in all areas where smoking is
permitted.

{4) Metal containers with self-closing cover
devices into

which ashtrays can be emplied shall be readity
available

to all areas where smoking is permitted.

Reference: S & C Letter: 12-04-NH;

Date: November 10, 2011 Smoking Safety in
Long Term Care Facillfies

NFPA 101 LIFE SAFETY CODE STANDARD

Means of egress are continuously maintained free
of all ocbstructions or impediments to full instant
use In the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

K 066

Ka72

K72 5}4065

The three medicine carts ir
the egress path on hall ong
were removed immediately.

-

4

The dish carts located in
the egress path of the

front hall by the kitchen
were removed immediately.
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This STANDARD is not met as evidenced by:

Based on observation and Interview, it was
determined the facility falled to maintain exit
access In accordance with National Fire
Protection Association (NFPA) standards. The
deficient practice has the potential to affect ene
(1) of five (5) smoke compartments, residents,
staff and visitors. The facility has the capacity for
ninety (90) beds and at the time of the survey, the
census was seventy-four (74).

The findings include:

Ohservation, on 03/25/15 at 11:10 AM, with the
Maintenance Supervisor revealed the storage of
three (3) Medicine Carts in the egress path
located in Hall One (1)

Interview, on 03/25/15 at 11:11 AM, with the
Maintenance Supsarvisor revealed the items were
routinely stored In this location.

Observation, on 03/25/15 at 2:14 PM, with the
Malntenance Supervisar revealed the storage of
dish carts located in the egress path of the Front
Hall by the Kitchen,

The census of seventy-four (74) was verified by
the Administrator on 03/25/16. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisor at the exit
interview on 03/25/15.

Actual NFPA Standard:

Reference; NFPA 101 (2000 Edition)
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K 072 | Continued From page 16 K 072 All egress paths have been

audited to ensure all
medicine carts and dish
carts not currently in use
are removed.

All new employees will be
educated upon hire and
current employees have bee
in serviced in regard to
maintaining paths of egres
and removing obstacles to
the path of egress when
items are not in use.

The Maintenance Director or
his designee will monitor
paths of egress throughout
the facility five times
weekly to ensure medicine
carts and dish carts that
are not being used are not
blocking the path of
egress. If no issues were
found during the initial
four weeks of audits the
audits will be reduced to
two times per week for
eight weeks. If any issue}
are noted they will be
corrected immediately.

LT

Any issues of noncomplianc
will be corrected
immediately and reported tJ
the QA committee for updat
and follow up to ensure
ongoing compliance.
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Solled linen or trash collection receptacles do not
exceed 32 gal (121 L) in capacity. The average
density of container capacity in @ room or space
does not exceed .5 galfsq ft (20.4 L'sqm). A
capacity of 32 gal (121 L) is not exceeded within
any 64 sq ft (5.9-sq m) area. Mobile soiled linen
or trash collaction receptacles with capacities
greater than 32 gal (121 L) are located in a room
protected as a hazardous area when not
altended. 19.7.556

This STANDARD is not met as evidenced by:
Based on cbservation and interview, it was

determined the faclility failled to ensure linen or

trash collection receptacles with capacities

K075

The trash container with
the capacity in excess of
32 gallons was removed fro#
the front hall by the
dining room.

All other areas of the
building will be audited to
ensure no trash containers
with the capacity in excess
of 32 gallons are being
stored in an area that is
unattended. If any are
found they will be removed
immediately and replaced
with trash containers with
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K 072 | Continued From page 17 K072
Means of Egress Rsliability 7,1.10.1
Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant use in the case of fire
or other emergency.
Refarence: NFPA 101 (200 Edition) 7.3.2*
Measurement of Means of Egress.
The width of means of egress shall be measured
in the clear at the narrowest point of the exit
component under consideratien.
Exception: Projections not more than 31/2 in.
(8.2 cm) on each side shall be permitted at 38 in.
(96 cm}) and below.
Reference: S&C-12-21-LSC
K 075 | NFPA 101 LIFE SAFETY CODE STANDARD K075
§5=D

S/II/ 57
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the capacity of 32 gallons
K 075 | Continued From page 18 K 075 or less.

greater than 32 gallon were stored in accordance
with National Fire Protection Association (NFPA)
standardsa. The daficient practica had the
potential to affect one {1) of five (5} smake
compartments, residents, staff and visitors. The
facility has the capaclity for ninety (80) beds and
at the time of the survay, the census was
saventy-four (74).

The findings include:

Observation, on (03/25/15 at 9:50 AM, with the
Maintenance Supervisor revealed a trash
container with a capacity of over thirty two (32)
gallons was being stored in the Front Hall by the
Dining Room.

Interview, on 03/25/15 at ©:51 AM, with the
Maintenance Supervisor revealed he was not
aware of the requirement for trash receptacles
with capacities greater than thirty two (32)
gatlons.

The census of seventy-four (74) was verified by
the Administrator on 03/25/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervisar at the exit
interview on 03/25/18.

Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition) 19.7.5.5
Soiled linen or trash collection receptacles shall
not exceed 32 gal (121 L} in capacity. The
average denaity of container capacity in a room or
space shall not exceed 0.5 gal/ft2 (20.4 Lim2). A
capacity of 32 gal (121 L) shall not be exceeded
within any 84-f2 (5.9-m2) area. Mobile soiled

The Central Supply clerk,
the Dietary Services
Manager and Maintenance
Director will be in-
serviced on proper
container sizes for trash
disposal containment.

The Maintenance Director or
his designee will audit the
building weekly for period
of 12 weeks to ensure no
trash containers in excess
of 32 gallons are in use in
unattended areas with
resident access. If any arT
found they will be removed
immediately.

Any issues of noncomplianc
will be corrected
immediately and reported t
the QA committee for updat
and follow up to ensure
ongoing compliance.
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K 075 | Continued From page 19 K 075
linen or trash collection receptacles with
capacities greater than 32 gal (121 L) shall be
located in a room protected as a hazardous area
whan not attended.
Exception: Container size and density shall not
be limited in hazardous areas.
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K076

88=D
Medical gas storage and administration areas are
protected in accordance with NFPA 99, Standards
for Health Care Facilities.

(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by & one-hour
separation.

(b) Locations for supply systems of greater than
3,000 cu.ft. are vented to the outside. NFPA 99
4.3.1.1.2, 18.3.24

This STANDARD Is not met as evidenced by:
Based on obhservation and interview, it was
determined the facility failed to ensure oxygen
storage areas were protected in accordance with
National Fire Protection Assaciation {NFPA)
standards. The deficiency had the potential to
affect one (1) of five (5) smoke compartments,
residents, staff and visitors. The facility has the
capacity for ninety (80) beds and at the time of
the survey, the census was seventy-four {74).

The findings include:

K76 s’/// / T

The oxygen tanks were
removed from the middle
hall medicine room to the
oxygen room,

All rooms throughout the
building will be checked tg
ensure there are no oxygen
cylinders within 5 feet of
combustible storage.

All new employees will be
educated upon hire and
current employees will be
in serviced to ensure no
one is storing oxygen
cylinders within 5 feet of
combustible material.

The Maintenance Director
or designee will audit all
rooms in the building
weakly for a peried of 12
waeks to ensure no oxygen
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tanks are within o feet ©
K 076 | Continued From page 20 K 078 combustible materials. If

Observation, on 03/25/15 at 11:25 AM, with the
Maintenance Supervisor ravealed combustible
storage was being stored within five (5) feet of the
oxygen tanks located in the Middle Hall Medicine
Room. Further observation revealed an Ignition
sourca was Installed below five (5) from the floor.

Interview, on 03/25/15 at 11:26 AM, with the
Malintenance Supervisor revealed he was not
aware of the requirements for piped In medical
gas.

The census of seventy-four (74) was verified by
the Administrator, on 03/25/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervigscr at the exit
interview on 03/25/15,

Reference: NFPA 101 (2000 edition)

19.3.2.4 Medical Gas.

Medical gas storage and administration areas
shall be protected in accordance with NFPA 99,
Standard for Health Care Facilities.

8-3.1.11.2

Storage for nonflammable gases greater than
8.5 m3 (300 #t3) but less than 85 m3 (3000 £13)
{a) Storage locations shall be outdoors in an
enclosure or within an enciosed interior space of
noncombustible or limited-combustible
construction, with doors (or gates outdoors) that
can be secured against unauthorized entry.

(b) Oxidizing gases, such as oxygen and nitrous
oxide, shall not be stored with any flammable
gas, liquid, or vapor.

any oxygen tanks are found
within 5 feet of
combustible materials the
tank will be removed
immediately.

Any issues of noncomplianc
will be corrected
immediately and reported t
the QA committee for updat
and follow up to ensure
ongoing compliance.
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K 076 | Continued From page 21 K078

(c) Oxidizing gases such as oxygen and nitrous
oxide shall be separated from combustibles or
materials by one of the following:

(1) Aminirmum distance of 6.1 m (20 fi)

{2) A minimum distance of 1.5 m (5 ft} If the entire
storage location is protected by an automatic
sprinkler system designed in accordance with
NFPA 13, Standard for tha Installation of Sprinkler
Systems

{3) An enclosed cabinet of noncombustible
canstruction having a minimum fire protection
rating of % hour. An approved flammable liquid
storage cabinet shall be permitted to be used for
cylinder storage.

(d) Liquefied gas container storage shall comply
with 4-3.1.1.2(b)4.

{2) Cylinder and container storage locations shall
meet 4-3.1.1.2(a)11e with respect to temperature
limitations.

(i Electrical fixtures in storage locations shall
meet 4-3.1.1.2(a)11d.

{9) Cylinder protection from mechanical shock
shall meet 4-3.5.2.1(b)13.

{h) Cylinder or container restraint shall meet
4-3.5.2.1(b)27.

(i) Smoking, open flames, electric heating
elements, and other sources of Ignition shall be
prohibited within storage

locations and within 20 fi (6.1 m) of outside
storage locations.

{i) Cylinder valve protection caps shall meet
4-3.5.2.1(b}14.

8-3.1.11.3 Signs. A precautionary sign, readable
from a distance of 5 ft (1.5 m), shall be
conspicuously displayed on each doer or gate of
the storage room or enclosure. The sign shall
include the following wording as a minimum:
CAUTION OXIDIZING GAS(ES) STORED
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WITHIN NO SMOKING
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
§8=0

Electrical wiring and equipment s in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD Is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure electrical
wiring was maintained in accordance with
National Fire Protection Association {NFPA)
standards. The deficiency had the potential to
affect one (1) of five (5) smoke compariments,
residents, staff and visitors. The facility has the
capacity for ninety (90) beds and at the time of
the survey, the census was seventy-four (74).

The findings include:

Qbservation, on 03/25/15 at 1:29 PM, with the
Maintenance Supervisor revealed a coffee maker
was plugged into a power strip located in the
Therapy Room.

Interview, on 03/25/15 at 1:30 PM, with the
Maintenance Supsrvisor revealed he was not
aware of the requirements for the proper use of
power strips.

Observation, on 03/25/15 at 2:20 PM, with the
Maintenance Supervisor revealed a refrigerator
and a microwave were plugged into a power strip
located in the Business Offica.

K147

The coffee maker in the
therapy room was unplugged
immediately.

.’f/fl//’:‘

The refrigerator and
microwave plugged into the
power strip in the business
office were unplugged and
the power strip removed
immediately.

A new cutlet was installed
in the therapy room for the
coffee maker. The

refrigerator microwave in
the business office were
rearranged in the office to
ensure they were plugged in
directly to outlets.

All new employees will be
educated upon hire and
current employees will be
in serviced to ensure they
understand the types of
items that may be plugged
into power strips and the
type of power strips that
are acceptable.

All rooms in the building
will be checked weekly for
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a period of 12 weeks by the
K 147 | Continued From page 23 K 147 Maintenance Director and

weekly thereafter to ensure
no unapproved items are
plugged into improper power

interviaw, on 03/25/15 at 2:21 PM, with the
Maintenance Supervisor reveaied he was not
aware of the requirements for the proper use of

power strips. strips.

The census of seventy-four (74) was verified by A’_’Y issues of noncomplianc
the Administrator on 03/25/15. The findings were will be corrected
ackriowledged by the Administiator and verified immediately and reported t
by the Maintenance Superviscr at the exit the QA committee for updat
interview on 03/25/15. and follow up to ensure

ongoing compliance.
Actual NFPA Standard:

Reference: NFPA 101 (2000 Edition)
9.1.2 Electric,

Electrical wirlng and equipment shall be in
accordance with NFPA 70, National Electrical

Code, unless existing installations, which shalt be
permitted to be continued in service, subject to
approval by the authority having jurisdiction.

Referance: NFPA 70 (1999 Edition) 400-8 (
Extensions Cords) Uses Not Permitted.
Unless specifically permittad in 400.7, flexible
cords and cables shall not be used for the
following:

(1) As a substitute for the fixed wiring of a
structure

(2) Where run through holes in walls, structural
ceilings, suspended ceilings, dropped ceilings, or
floors

{3) Where run through doorways, windaws, or
similar openings

(4) Where attached to building surfaces

Reference; NFPA 99 (1899 edition) 3-3.2.1.2 (D)
FORM CMS-2587{02-80) Pravicus Versions Obsolete Event 1D: 8GOP2Y Facllity ID. 100175 it continuation sheet Page 24 of 25




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/05/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185402 B. WING 03/25/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2500 NORTH ELM ST.
HENDERSON NURSING AND REHABILITATION CENTER
HENDERSON, KY 42420
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 147 | Continued From page 24 K 147
Reference: NFPA 99 (1999 edition) 3-3.2.1.2 (D)
Minimum Number of Receptacles. The number of
receptacles shall be determined by the intended
use of the patient care area. There shall be
sufficient receptacles located so as to avoid the
need for extension cords or multiple outlet
adapters.
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