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F 0G0 | INITIAL COMMENTS

A Recertification/Abbreviated Survey (KY#23475)
was conducted on 07/07/15 through 07/10/15 with
deficiencies cited al ihe highest Scope and
Severily of an "E". KY#23475 was substanliated
with deficiencies cited.

F 241 | 483.15(a) DIGNITY AND RESPECT OF

5S=p | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
anhances each resident's dignily and respect in
full recognition of his or her individualily.

This REQUIREMENT s not met as evidenced
by:

Based on observation, inlerview, record review
and review of the facility's policy and procedure, it
was delermined the facifity failed to promote care
for residents in a manner that maintains and
enhances residents' dignily and respact for two
{2) of thirty (30) sampled residents (Residents
#13 and #15), and for three (3) unsampled
residents (Residenls A, D, and E). Observations
revealed Unsampled Residents D and E were
transported through the front lobby in a shower
chair wilh parts of their bodies expased lo olher
residenls, staff and visitors; staff were feeding
Resident #15 and Unsampled Resident A while
slanding, and staff failed lo wash Resident #13's
face when there was a black substance on
his/mer lips and surrounding his/her mouth.

The findings include:

Revlew of the facility's policy lilled, “Dignity",
dated 2008, revealed all residenis should be

“The preparation and/or execution of
FO0Q| this plan of correction does not
constitute admission or agreement
by the provider of the truth of the
facts alleged or conclusion set forth
in the statement of deficiencies. The
plan or correction is prepared and /
or executed solely because it is
required by law the provision of
Federal and State laws.”

F 241

1. Resident #13’s face was
cleaned of the black substance on
7/8/15 after brought to our attention.
Resident's # 15 and A were fed their
next meal appropriately with the staff
sitting beside them at eye level,
Resident’s # D and E were
completely covered for their baths
after the inservice with the C.N.As by
8/9/15.

2. All residents deserve to have
care delivered that promotes dignity
and respect. Education provided to
all staff by 8/9/15.

3. C.N.As were inserviced by the
Executive Director on 7/24/15 to
include caring for residents with
individuality to promate dignity and
respect, Anyone who missed this
meeting was inserviced by the Staff
Development Coordinator or
appropriate dept head. .

LABORATORY DMW PROVIDER/SUPPLIER REPRESENTAT VE'S SIGNATL
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Any daficiency stalement end ng with an astensk (*) dan@er.n:ency which tha institution may be excused from correcting providing it is determined that
other saleguards provide sufficient prolection 1o tha patients (See msinchions } Except for nursing homes, the findings stated above are disclosable 90 days
fallowing tha date of survey whather or nal a plan of comection is provided For nursing homes the abova findings and plans of correction are disclosable 14
days followng the date thess documents ara mada avalable o the facibty If deficiencres are ciled, an approved plan of correction is requisile to conlinued

program participation,
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F 241 | Gontinued F ; S All educations were competed by
eninuSe From page . 8/9/15. This requirement was also
traaled in a manner and in an environment that dded | orientation fi
maintains and enhances each resident's dignity Ll .to LSSt CL Lt R Gl f
and respect in full recognition of his or her new hires.
individuality. Trealing residents with dignily and 4, Administration will interview
respect maintains and enharicas each resident's 20 total residents per week to determine
self worth and improves his or her psychosocial d o d
well-being and quality of life. Assist residents’ in any concerns related to dignity an
daily care in a dignified manner (i.e. making sure respect weekly for 4 weeks then 20 per
fesidents are not exposed). month for an additional 2 months.
Raview of the facllity's undated bathing policy Admmlstfa.tlon will ObSEI.'V e5 o
itled, "Bathing a Resident*, revealed mulliple opportunities of an associate providing
steps including Step #11: Assis! the resident into dignity and respect for non-

on the bath chair are locked and/or the chair is

steady 1o prevent the resident from falling. Step 8) on each hallway weekly for 4 weeks
#12: Cover the resident from the neck down with then 5 per month for an additional 2
the bath blanket. Siep #14: Transport the months. The results of the interviews
resident io the balh area. Pul “Bath in Progress” and observations will be brought to the
sign on the outside of the door. . . . B

QA committee (Executive Director,

1. Record review revealed the facilily admitted Asst. ED, DON, Director of Rehab,
Resident #13 on 11/12/09 with diagnoses which HEK Supewisor’ Director UfHR,
included Osteocarihrosis and Osteoporosis. :

Review of the annual Minimum Data Set (MDS) Business Office Manager,

assessment, dated 04/21/15, revealed the facility Maintenance Supervisor, Director of
assess Resident 13's cognition as severely Medical Records, Social Services and
impaired with a Brisf Interview for Mental Status ADON) to determine the need for
(BIMS) score of zero (0), which indicated the further monitorin

resident was not interviewabla. B

Observation of Resident #13, on 07/08/15 at
11:02 AM and 12:00 PM, revealed the resident
had a black colored substance on histher lips and

surrounding his/her mouth. 5 Date completed: 8/10/15
Interview with Resident #12°s son, who was al
bedside, on 07/08/15 al 2:05 PM, revealed he
came lo visit Resident #13 and when he entered
FORM CMS.2587{02.99) Pravious Versions Obsclele Event ID WOaUN Facllity 1D- 100310 [T continuation shast F'aga 20f48
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his/her room, he observed a black substance on
Resident #13's face, surrounding hisfher mouth
and on his/her lips. Resident #13's son staled il
was disappointing lo find his parent like this and
that staff had told him it was probably medication.

Interview with Licensed Practical Nurse (LPN) #2,
on O7/08/15 at 2:56 PM, revealed LPN #2
expected glaff to perform hyglene care when a
resident was soiled in any way and she would
have expected Resident #13's face lo have been
cleaned during slaff inleractions with residant or
during care being provided. LPN #2 stated she
administered Resident 13's medication and
Resident #13 received Ferrous Sulfale daily and
had an order to have medications crushed. She
stated this padicular medication could have Jeft
the black residue appearance on his/her lips and
mouth area due 1o resident's medications being
crushed.

2. Record review revealed the facility re-admitied
Resident #15 on 12/23/11 with diagnoses which
included Paralysis Agitans, Esophageal Reflux,
Persistent Mental Disorder, Depressive Disorder,
and Anxiety Disorder. Review of the quarterly
MDS assessment, dated 05/27/15, revealed the
facility assessed Rasident #15's cognition as
severely impaired with a BIMS scare of zero (0),
which indicated the resident was not
interviewable,

Observalion of Resident #15, on 07/08/15 at 9:00
AM, revealed Certified Nurse Aide (CNA) #1 was
standing over Resident #15 while feeding himvher
the breakfast meal, The resident was sitling in a
wheelchair at lhe time.

Interview with CNA #1, on 07/08/15 at 2:55 PM,
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revealad il was inappropriale for siaff to ba
standing up feeding a resident who was seated,

3. Record review revealad the facllity re-admitied
Unsampled Resident A on 01/04/10 with
diagneses to include Acute, lil-defined
Cerebrovascular Disease, Anorexia, Lale effects
of Cerabrovascular Disease, and Osteoarthrosis.
Review of the quarterly MDS assessment, dated
07/02/15, revealed (he facility was unable to
assess Unsampled Resident A's cognilion due to
the resldent being rarely/never understoed,
according to the coding of Section CO100. This
indicated Unsampled Resident A was cognitively
impaired.

Observation of Unsampled Resident A, on
07/08/15 at 9:07 AM, revealed LPN #2 was
standing over Unsampled Residant A while
feeding breakfast to him/Mer. The resident was
sitling in a wheelchair,

Interview wilh LPN #2, on 07/08/15 a1 2:56 PM,
revealed sha expected staff to sit down and feed
the resident if they were going to be feeding the
resident for the whole meal but it was ok for staff
to stand up if the staff was in there for a short
period of time trying to encourage the resident or
cue the resident or get the resident back on task.

interview with CNA #2, on 07/08/15 al 3 05 PM,
revealed she expected staff fo sit while feeding a
resident, not to stand up or aver a resident while
assisting to feed him/mer.

Interview with Unit Manager (UM) #1, on 07/08/15
at 3:19 PM, revealed she expected siaf to sit
down and get at eye level when praviding
assistance to residents with feeding/ealing She

F 241
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stated she expected siaff who passed
medications to be sure medication was
swallowed by the residents, and if a resident had
medication residue on hisher face, io be sure
proper hygiene cceurred.

4. Record review revealed the facilily admitied
Unsampled Residant € an 06/06/13 with
diagnoses which included Dysphagia, Anxiety,
Essential Hypertension, Hemiplegia, Depressive
Disorder, Qld Cerebravascular Accident with Lef
Hemiparesis, and Acute Upper Respiratory
Infections. Review of the annual MDS
assessment, daled 05/01/15, revealed the facilily
assessed Unsampled Resident E's cognition
intact with a BIMS score of fourleen (14) which
indicated the resident was Inlerviewable. In
addition, the resident required extensive
assislance with activities of daily living.

Observalion on 07/10/15 at 9:55 AM revealed
CNA#5 pushing Unsampled Resident E in a
shower chair through the front lobby of the facility
wiith a sheet only covering him from hismer
shoulders to his/her knees and his lower tegs
exposed to slaff, visitors and other residents in
the lobby.

Interview an 07/10/15 at 10:03 AM with
Unsamplad Resident E revealed he/she was
given a shower in this manner every lime hefshe
received a shower,

Interview on 07/10/15 at 10:00 AM wilh CNA #5
revealed Unsampled Resident E was fransported
in this manner twice a week,

Interview on 07/08/15 at 4:58 PM wilh LPN #11
revealed residenis should be covered from head
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to toe during shower transport.

5. Record review revealed the facilily admitted
Unsampled Residenl D on 05/23/08 with
dlagnoses which included Persistent Mental
Disorder, Alzheimer's, Unspecified Non Psychotic
Mental Disorder following Organic Brain Damage,
and Depressive Disorder. Review of the quarterly
MDS assessment, daled 05/07/15, revealed the
facility assessed Unsampled Resident D's
cognition as moderately impaired with a BIMs of 8
(eight) which indicated the resident was
interviewable. The resident was assessed as
needing exlensive assistance of staff for
dressing, grooming, hygiene, and bathing.

Observation, an 07/08/5 at 3:32 PM, revealed
CNA #9 pushing Resident D in a shower chair
through the ceniral lobby area of the facility from
ona unit to another unit where the resident
resided. CNA #0 was transporting the resident at
a fast pace and was talking with another staff
member, ignoring the resident. The resident was
dressed in a hospital gown and his/her legs were
siraight out in front of the resident with the
majority of the resident's legs uncovered and
exposed {0 visitors, staff, and residents thal were
in the Iobby area. There was no sheet or balh
blankel covering the resident.

Interview was altempted with Unsampled
Resident D, on 07/08/15 al 3:45 PM; however,
the resident did not make eye contact or respond
when spoken to.

Interview with CNA #9, on 07/08/15 at 3:35 PM,
revealed she always transporis residents from
one area of the facility through the lobby areaina
shower chair and she places a sheet or bath
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blanket over the residents. CNA #9 stated she
should have made sure the resident stayed
covered and his/her body out of view of olher
residents, siaff, and visitors in the lobby but had
failed to do so.
Interview with LPN #10, on 07/10/15 at 9:30 AM,
revealad CNAs transported residenls in a shower
chair to lhe shower room lacated on the 400 Hall
fram other units and the residents should be kept
completely covered for dignity.
Interview with the Director of Nursing (DON), on
07710115 at 9:35 AM, revealed residents would be
transported {o the shower room from their units in
Ihe shower chair and should be pravided privacy
by covering the resident with a bath blanket or
sheet. The DON stated the CNAs know to keep
residents covered and Unsampled Resident D
should have been kept covered for dignity.
F 278 | 483.20(g) - (j) ASSESSMENT F278| 1. An addendum was made to the
$5=0 | ACCURACY/COORDINATION/CERTIFIED

The assassment must accurately reflect the
resident's status.

A regisiered nurse must conduct or coordinate
each assessment with the appropriate
participalion of hezaith professionals.

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

Each individual who compleles a portion of the
assessment musl sign and certlfy the accuracy of
ihat portion of the assessment,

Under Medicare and Medicaid, an individual who

MDS for resident # 29 to include a
foley catheter by the MDS coordinator
on 7/17/15.

2. An audit of all other residents
with foley catheters was made by the
MDS coordinators to ensure they had
their catheters accurately coded on the
MDS by 7/28/15. There were no others

affected.

FORM CM3-2567(02-89) Previous Versions Obsoleta

Event ID WO4U11

Foctiy 1D 100340

I continuation sheet Page 7 of 48



PRINTED: 07/2412015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPL ER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER T COMPLETED
185171 8. WING 07/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2IP CODE
. 544 LONE OAK RD.
PARKVIEW NURSING & REHABILITATION CENTER PADUCAH, KY 42003
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIOER'S PLAN OF CORRECTION {XS)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUPRIATE DATE
DEFICIENCY)
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ontinued From p— ) F 278/ inserviced by the Executive Director by
willfully and knowingly certifies a material and 8/1/15 fol theters were
false slalement in a resident assessment is to ensure ioley ca il
subject to a civil maney penalty of not more than accurately coded on the MDS if present
$1,000 for each assessment; or an individual who during the proper time frames.
willfully and knowingly causes another lqdwndual 4. MDS coordinators will monitor
1o certify a malterial and false statement in a kv for fol h
resident assessment is subject to a civil money orders weekly for foley catheters to
penalty of not more than $5,000 for each ensure they are accurately coded on the
assessment. MDS for new admissions weekly times
Clinical disagreement does not conslitule a 4 weeks then at leas.t 5 new admissions
material and false statement, monthly for an additional 2 months.
5. Completed by 8/10/15

This REQUIREMENT is not met as evidenced
by:

Basad on interview, record review and review of
the Resident Assessment Instrument (RAI) 3.0
Manual, it was determined he facility {ailed 1o
ensure the Minimum Dala Sat (MDS) assessment
accurately reflected the status of one (1) of thirty
(30) sampled residents (Resident #29) related to
the failure to document the resident had a
catheter.

The findings include:

Review of the RAI 3.0 Manual, dated May 2011,
revealed when conducting an MDS Assessment
staff were to speak with direct care staff from
oach shift who had cared for the resident to
delermine hisher needs. For Section H300 - if
during the seven (7)-day look-back period the
resident had an indwelling bladder catheter the
Minimum Dala Sat (MDS) assessment should be
coded as a nine (9).

1. Closed record review revealed the facility
admilted Resident #29 on 03/26/15 with

FORM CMS.2567(02.99) Provious Viersions Ohaolele Event ID- WO4U1) Facilily ID- 100310 i continuation sheet Page 8 of 46
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diagnoses which included Chronic Kidney
Disorder, Chronic indwelling Catheter, and
Urinary Tract Infection.

Review of the quarteriy MDS assessment, daled
06/12/15, revealed the resident was coded as a
three (3) for bladder indicating the resident was
incontinent. Review of the seven (7) day
look-back period from 06/04/15 to 06/12/15,
revealed the resident had an indwelling catheler
during this time frame and should have been
coded a nine (9).

Inlerview, on 07/08/15 at 4:10 PM, with
Registered Nurse (RN} MDS Coordinator
revealed the MDS for 6/12/15 shauld have
reflected a coding on HO300 that the resident had
an indwelling urinary catheter. She staled she
expected if there was an order and the cathater
was listed an the Medicalion Administration
Record thal it should been caplured on the MDS. )
F 279 | 483.20(d), 483.20(k)(1) DEVELOP Fare|l.  Resident #5 was re-assessed
$5=D | COMPREHENSIVE CARE PLANS for his toileting needs and was properly

careplanned and added to care guide
A facility must use the resulis of the assessment

10 develop, review and revise the resident’s upon completion by the Unit Manager
comprehensive plan of care. on 7/27/15.

2, Male residents who were
The facility must develop a comprehensive care assessed whose BIMS scores were
plan for each resident thal includes measurable .
objectives and limatables to meet a resident's between 8-15 and were P hysu:ally able

medical, nursing, and mental and psychosacial to use of a urinal were audited to
needs thal are identified in the comprehensive ensure the urinal was offered and at the
assessmenl. bedside and included on the careplan

The care plan must describe the services that are and car eguide by the OT on 7/28/15.

lo be furnished to attain or maintain the resident's
highest practicable physical, mental, and

FORM CMS-2567{02-69) Pravious Versions Obaclels Event ID Wo4U1 Fetdity /D 100310 i conlinuation sheet Page 9 of 46
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3. Licensed Nurses were inserviced
F 278 | Continued From page 9 F 279|by the Executive Director to include
psychosocial well-being as required under identifying on the careplan the
§483.25; and any services that would otherwise incontinence or toileting needs of the
be required under §483.25 but are not provided N b bladd
due to the resident's exercise of rights under residents from the bowel and bladder
§483.10, including the right lo refuse treatment assessment on 7/24/15. Anyone who
under §483.10(b)(4). missed this meeting was inserviced by
the Staff Development Coordinator or
This REQUIREMENT is not met as evidenced appropriate dept head. All educations
by: were competed by 8/9/15. This was

Based on observation, interview, record review,

i : : also added to our general orientation
and fadility policy review, it was determined the

facility failed to use the resulls of assessments to for Llcen?ed Nurses. . .
develop a care pian for one (1) of thirly {30) 4, Licensed Nurses will audit new
sampled residents related for the use of a urinal admission assessments for bowel and
for toileting needs (Resident #5). bladder to determine the toileting needs
The finding include:; of the resident have been properly
identified on the careplan and care
Review of facility policy entilled, "RAIl Process, guide weekly for 4 weeks then at least 5

Chapler #2 Assessmenl Process, tast revised

03/15/07, revesled the purpose of 2 new admissions per month for an

comprehensive assessment was to identify the additional 2 months. The results of the
resident's unique sirengths, needs, preferences audits will be brought to the QA
and polenlial for improvement. Family members committee to determine the need for

and the rasident, if able, should be involved to P
identify resident preferences and family further monitoring,
expeclalions. Assgssment information collected 5. Completed by :
should be used o develop the care plan. Once
staff know the resident, decisions should be
made on how to best provide cars to the resident.
The resident and family input should be used to
delermina realistic expected outcomes far the
care plan.

8/10/15

Record review revealed the facility admitted
Resident #5 on 04/27/15, wilh diagnoses which
included Fracture of Inlertrochanteric Section of
Femur, Atrial-Fibrillalion, Dyspepsia, Anemia and
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F 279 Conlinued From page 10 F 279

Acute Pharyngitis. Review of the admission
Minimum Data Set assessment, dated 05/04/15,
revealed the facility assessed Resident #5's
cognition as moderaltely impaired with a Brief
Interview of Menia! Stalus (BIMs) score of eleven
{11} which indicated the resident was
inlerviewable. In addition the facility assessed
the resident as continent of bladder and needing
extensive assistance with activilies of daily living.

Review of Assessment for Bowe! and Biadder
Training, daled 04/27/15, ravealed Resident #5
was a good candidate for individual training and
was lo proceed to urinary incontinence
assessment and was continent of bowel and
bladder requiring assist of one far toilsting needs.
Review of a Urinary Incontinence Assessment,
daled 05/01/15, revealed Resident #5 was
conlinent of bladder and required assistance far
transfer in toileting and the following assistive
devices to help facilitate toileting was checked:
urinal, grab bars in bathroom, wheeichair, and
bed ralls,

Review of the Comprehensiva Care Plan, dated
05/05/15, revealed a goal for Resident #5's
dignity to be malntained as evidenced by no
verbal slatements of embarrassment or fear of
retribution through next review date. Review of
Care Directive, with a print date of 07/07/15,
revealed Resident #5 was one (1) assist with
toileling; and his toileting program was for staff fo
prompt him/her to void; and to check and change.
However, further review revealed there was no
intervention on the care plan or Care Directive for
a urinal to be available for the resident's use even
though the Urinary Incontinence Assessment
indicated the facility had assessed the resident as

needing a urinal,
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Observation and interview with Resident #5, on
07/0815 at 11:12 AM, reveeied Residant #5 was
asking histher family member to get the urinal
from the bathroom for hisfer use. He/she slated
the urinal should be kept at the bedslde when In
room for use.

Interview with Resident #5's family member, on
07/08/16 at 11:10 AM, revealed the residenl's
urinal should be made available to Resident #5 by
being kept at ihe bedside and not placed in the
bathroom. He stated it needed to ba accessible
to the resident and it would do more harm far il to
be in the bathroom because the rasident could
fall at night trying to go to the bathroom. He
revealed slaff had told him it had to be in the
bathroom and in a bag, and he felt thal was not
convenient and safe for the resident.

interview on 07/09/15 al 2:15 PM wilh Licensed
Practlical Nurse (LPN) #7 and LPN #0 revealed
they would want (o be able to lock at a care plan
and know about a resident if they were not
familiar with the resident.

Interview on 07/10/15 at 8:40 AM and al 9:10 AM
with LPN #4 revealed the urinal should be on the
care plan because staff that was not providing
care to Resident #5 all the lime would not know
he used a urinal and the resident does not get up
1o go lo the bathroom all the time. LPN #4 further
revealed that the urinal would help promote
independence for the resident.

Interview on 07/10/15 at 8:42 AM wilh MDS
Nurse #1 revealed the urinal should be on the
care plan and care guide for dignily reasons, and

care plans were made for general used items at
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F 279 | Continued From page 12 F279
bedside,
Interview on 07/10/15 at 9:40 AM with Assistani
Director of Nursing (ADON) revealed the urinal
should be on care plan so the urinal would be
kept al bedside.
F 281 | 483.20{(k}{3)(7) SERVICES PROVIDED MEET Fao1] 1, The physician clarified that

$5=0 | PROFESSIONAL STANDARDS resident # 3 did not have an allergy to

The services provided or arranged by the facility Tubercullin testing by 7/17/15. It was

must meel professional slandards of quality. clarified on the careplan by the nurse
on 7/27/15.

This REQUIREMENT is not met as evidenced 2. All other residents were

by: audited by the Nursing

Based on interview, record review, review of the Administration to ensure all allergies
facilily's policy and procedure and review of the were listed on the physician’s order
Kenlucky Board of Nursing (KBN) Advisary he MAR . TAR and
Opinion Statement (AOS) #14, it was determined summmary, the » 1ARan

the facliity failed to ensure services provided met careplan by 7/19/15 and any issues
prolessional standards of quality for ane (1) of were clarified at that time.

thirty (30) sampled residents (Resident #3). Staff

s ice e e

failed to follow a physician's order related to not 3 . L::I bnsed e 'wer .
administering 2 Tuberculin (TB) skin test due to inserviced by the Executive Director
an allergy. to ensure services provided meet

) professional standards to include
The findings include: clarifying all allergies that relate to the
1. Review of lhe KBN AOS #14 Patient Care residents on 7/24/15. Anyone who
Orders, last revised 10/2010, revealed licensed missed this meeting was inserviced by

aurses were responsible for administering

the Staff Development Coordinator or
medicalion and trealment as prescribed by the

physician or advanced practice registered nurse. L35/ i deP thead. All educ?tlons
were competed by 8/9/15.  This was
Review of the facility policy tilled, "Altergies”, not also added to our general orientation

daled, revealed the purpose of the policy was to
prevent anaphylaxis and to prevent all allergic
reactions. Procedural steps included interviewing

for Licensed Nurses for new hires.
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4.  Administrative Staff will audit
F 281 Continued From page 13 F 281) new admissions weekly for four weeks
the resident or family lo determine allergies. then monthly times 2 additional
A"e'g'e: should beh':c""de“ on resident rﬁ“’ months to determine allergies have
lan and on any other form(s) as a ale. . gl
e Y i been clarified on the physician's order
Record review ravealed the facility admitted sheets, the allergy sticker in the chart,
Resident #3 on 10/26/12 with diagnoses which MARS, TARS and careplans.
Included Chronic Obstructive Pulmonary Disease 5 Completed by - 8/10/15
(COPD), Diastolic Hear! Failure, Atrial Fibrillation ' P y:
and Malignant Neoplasm of the Prostale. Review
of an Allergy List, dated 04/17/13, from another
facllity revealed the resident was allergic to
luberculin,
Review of physician order sheet, dated July 2015,
revealed an order wilh the original date of
04/01/14 stating "Do not administer PPD/2nd slep
PPD due to history of +PPD"; and no further
orders related to TB; howaver, review of the T8
Screening and Immunization Record, revealed
staff administered a TB skin test on 02/11/13,
02/2313, 1114114 and 01/19/15,
Interview with the Registered Nurse Unit
Manager, on 07/09/15 at 2:20 PM, revealed with
any new admission, she would expect the slaff to
perform a thorough check of the chart
documentation to ensure the allergy information
was comrectly listed. She stated the resident
could have had serious adverse reactions with
the administration of a medication the resident , .
was allergic to. The staff should have identified L R.E.'Sldel‘lt #17 had hls_ leg strap
the allergy If they had performed the five (5) applied by 7/11/15. Resident #13 was
medicalion rights. gotten up for her next meal by the
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F282)| CN.A er her careplan. Resident #13
$5=0 | PERSONS/PER CARE PLAN P P -
was turned and repositioned every 2
The services provided or arranged by the facility hours as careplanned after
must be provided by qualified persons in notification.
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accordance with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, inlerview, record raview
and review of the facllity’s policy/procedure, it was
determined the facility failed to implemert care
plan inferventions for two (2) of thirty (30)
sampled residents (Residents #13 and #17).
Staff failed to secure a leg sirap for a catheter for
Resident #17 and failed o ensure Resident #13
was up for meals and tumed and positioned
avery two (2) hours.

The findings inchyde:

Review of the facilily's policy/procedure litled,
“Assessment Process”, last revised 03/15/07,
revealed each heallh-care discipline Is
responsible for the implementation of the action
steps in the care plan.

1. Review of the facility's policy/procedure, tiled
"Daily Catheter Care®, not daled, revealed tha
catheter should be loosely tapad to the resident's
inner thigh to keep il from being pulled from the
bladder or a catheler sirap may be used with frail
skin,

Record review revealed the facility admitted
Resident #17 on 03/28/14 with diagnoses which
included Urinary Retention. Review of the
quarierly Minimum Dala Set (MDS) assessmenl,
daled 05/13/15, revealed the facility assessed
Resident #17's cognition as intact with a Brief
Interview for Mental Status (BIM's) score of
fiteen (15), which indicaled the resideni was

catheters to ensure they each had a leg
strap applied by 7/24/15. Any issues
were addressed at that time. All
residents were reassessed for the need
to be turned and repositioned every
two hours and audit of their careplan
and careguide to ensure those
interventions were there by Unit
Managers and the OT by 8/9/15. All
residents were observed or audited
who desired to be up or as tolerated for|
meals by the Unit Managers by 8/9/15
to ensure the facility was following the

care plan interventions.
3. The Executive Director inserviced

all C.NAs and Licensed Nurses on
need to follow each residents care plan
to include those with instructions on
when to get residents up for meals,
anyone with a foley catheter should
have a leg strap and the need to turn
and reposition residents (who are
dependent) every two hours on
7/24/15. Anyone who missed this
meeting was inserviced by the Staff
Development Coordinator or
appropriate dept head. All educations
were competed by 8/9/15. This
information was also included in our
general orientation for new Nurses
and C.N.As.
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2. An audit was completed by the Unit
F 282 Continued From page 14 F 282| Managers of all residents with foley

FORM CMS-2587(02-99) Previous Varsions Obsolote Event ID Wo4U11

Fetlity D 100110

If continuation sheet Page 15 of 46



DEFPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/2412015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER A BUILDING COMPLETED
185171 B WING 0711012015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
PARKVIEW NURSING & REHABILITATION CENTER SA4LONE OAK AL
PADUCAH, KY 42003
(*4) 1D SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
4G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

F 282 { Continued From page 15
interviewable.

Review of Comprehensive Care Plan, dated
05/27/15, revealed (o have a leg sirap lo secure
catheler tubing at all times.

Review of the Treatment Administration Record
(TAR) for the month of July 2015, revealed to
ensure leg sirap was in place every shift and as
needed (PRN). Further review of the TAR,
revealed the last time it was inllialed by nursing
staff that it was in place was on the 7:00 PM 1o
7:00 AM shift on 07/07/15.

Observations of catheter care for Resident #17
provided by Certified Nurse Aide (CNA) #4, on
07/08/15 at 2:30 PM, revealed there was no
catheter leg strap In place,

Interview with Resident #17 on 07/08/15 at 3:30
PM, revealed somelimes the leg slrap was on
and sometimes it was not on. The resident
staled the leg sirap helped lo prevent the lubing
being pulled.

Interview with CNA #4, on 07/06/15 al 2,30 PM,
revealed she was unsure why Resident #17 did
not have a leg strap securing the catheter tubing.
She staled the leg strap should be in place to
prevent friction and pulling the catheter tubing
from the genital area, She revealed it was the
nurses responsibility to ensure the leg strap was
in place.

Interview with Registered Nurse (RN) #2, on
07/08/15 at 2:40 PM, revealed Resident #17
should of had a leg strap lo secure his/her
catheter tubing to prevent friclion and pulling of

the tubing from the genital area. She stated the

4, Administration will audit the

F 282|following to ensure the care plan

interventions are being followed: 10
catheters per week to ensure a leg strap
is being utilized, 20 residents who
desire to be up for meals, 10 residents
who are dependent and require staff to
turn and reposition them weekly for 4
weeks and then the same number
monthly in total for an additional 2
months of each audit.. The results of
the audits will be brought to the QA
committee to determine the need for
further monitoring.

5. Completed by:

8/10/15
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resident was care planned for the leg strap and it
was the nurses responsibility to ensure the leg
sirap was on the resident, because it was on the
TAR. She further stated, "the nurse has to sign
off at the beginning of every shifi the leg strap is
In place”.

Interview with the Direclor of Nursing {DON), on
07/G9/15 at 3:20 PM, revealed she would expect
the leg strap to be in place on Resideni #17 to
prevent friction on the genital area, and the
nurses were responsible o ensure the strap was
in place when they sign off on the TAR.

2. Record review revealed the facility admitted
Resident #13 on 11/12/09 wilh diagnoses which
included Ostecarthrosis and Osteoporosis.
Review of the annual MDS assessmeni, daied
04/21115, revealed the facilily assessed Resident
#13's cognition as severely impaired with a BIMS
score of zero (0) which indicated the resident was
not interviewable. Further review revealed
Resident #13 was tolally dependent upon staff for
all Iransfers,

Review of the Comprehensive Care Plan for
Nutrition and Skin Breakdown, dated 04/29/15,
revealed an intervention dated 06/18/15 for slaff
to feed Resident #13 and the resident was to be
up for lunch and breakfast; and, an infervention lo
lurn and reposition Resident #13 every two (2)
hours while in bed and chair.

Observalion, on 07/08/15 at 8:21 AM, revealed
Resident #13 was being fed breakfas! by siaff
while Resident #13 was still in bed.

Observations of Restdent #13, on 07/08/15 at

9:11 AM, 11:02 AM, and 2:05 PM, revealed

F 282
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§S=D | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who eslers the facility without pressure sores
does nol develop pressure sores unless the
Individual's clinical condition demonstrates that
they were unavaidable; and a resident having
pressure sores receivas nacessary {reaiment and
services to promole healing, prevent infection and
prevent naw sores frum developing.

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to
ensure thal a resident who enters the facility
without pressure sores does not deveiop
pressure sores unless the individual's clinical
condition demonsirates thal they were
unavoidable for one (1) of thirly (30) sampled
resident (Resident #13). Observations revealed
Resident #13 was not lurmed and repositioned
during a five (5) hour time frame.

The findings include:
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F 282 | Continued From page 17 F 282
Resident #13 was laying down in bed on hisfher
left side.
Interview with Unit Manager (UM) #1, on 07/08/15
at 03:08 PM, revealed she expected staff to
follow the care plans for each resident,
Further interview with the DON, on 07/098/15 al
3:20 PM, revealed she expected staff to follow
the resident care plans. .
F 314 | 483.25(c) TREATMENT/SVCS TO Fara| - Resident #13 was turned and

repositioned appropriately after
notification and the nurse received
education 7/13/15 to ensure nursing
assistants are following the care plan
including turning and repositioning
dependent residents.

2. A skin assessment was completed
by Licensed Nurses on all other
residents by 7/26/15 and any issues
were addressed at that time to
include the careplan intervention of
turning and repositioning.

3. Education was provided by the
Executive Director on 7/24/15 to
Licensed Nurses and C.N.As to
ensure residents do not develop
pressure sores unless the individual’s
clinical condition demonstrates they
are unavoidable and how turning
and repositioning is essential to
assist with this.
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Anyone who missed this meeting was
F 314 | Continued From page 18 F 314/inserviced by the Staff Development
Record review revealed the facility admitted Coordinator or appropriate dept head

Resident #13 on 11/12/09 wilh diagnoses which

included Osteoarthrosis and Osleoporosis. by 8/3/15. ‘This information s also

included in our general orientation for

Review of the annual Minimum Data Set (MDS) Licensed Nurses and C.N.As.
assessment, dated 04/21/15, revealed the facility 4. Unit Managers will audit 5
assessed Residen! #13's cognition as severely :
impaired with a Brief Interview for Mental Status dependent residents week.ly on. each
(BIMS) score of zero (0), which indicaled the hall for 4 weeks then monthly times 2
resident was not interviewable. months to ensure nursing assistants are
Reviow of Rasan| 8135 C Hansive Ca turning and repositioning residents

eV or Residan s Lomprenensive re
Plan for "skin breakdown, dated 04/26/15, every two hours and prn to prevent
revealed an intervention to turn and reposition skin breakdown. The results of the
Resident #13 every two (2) hours while in bed audits will be brought to the QA
and chair. committee to determine the need for
Review of Resident #13's July 2015 Physician's further menitoring.
Orders, revealed 1o lum and reposition Resident 5. Completed by 8/10/15

#13 every two (2) hours and as needed (PRN)
when in bed every shift.

Review of the July 2015 Treatment Administration
Record revealed the nurse had inilialed thal the
resident had been tumed and repositioned every
two (2} hours on 07/08/15 fram 9:00-2:00 PM;
however, obsarvations of Resident #13 on
07/08/15 at 9:11 AM, 9:21 AM, 11:02 AM, and
2:05 PM revealed Resident #13 remained on
his/her left side in bed,

Review of a Weekly Skin Assessmants, revealed
Resident #13 was idenlified as having new areas
of skin impairments on 07/03/15 {o include dry
skin, bruises, rash and two (2) stage two (2)
pressure ulcers o the coccyx area which
measured one (1) cenfimeter (CM) by two (2) cm.
and one (1) cm by ane (1) centimeter.
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F 314 | Continued From page 19 F 314
Review of a Nursing Prograss Nolg, dated
07/04/15 at 4:04 AM, revealed Residen! #13 had
two (2) pressure ulcers to the coccyx and a new
order was written {0 apply extra protective cream
to the coccyx every shift until heated.
Interview with Licensed Practical Nurse (LPN) #2,
on 07/09/15 &t 2:40 PM, revealed she expected
lurning and repositioning to be done every two {2)
hours for Resident #13 as per physician's orders
and care plan approaches to help prevent the
development of pressure sores. She staled the
nurses monitor this and have to initial the
Trealment Administration Records (TAR) staling
ihal they have monitored to be sure the resident
was tumed and repositioned as ordered and care
planned,
Interview wilh Director of Nursing (DON), on
07119115 at 10:45 AM, revealed she expectad the
certified nurse aides to be sure residents are
'“'r':::’h:"‘:';e&"s:“°"°ddar:d “‘I‘i-'l"“"fs‘a':c:° ':e 1. Resident #17 had his leg strap
Ssu ming and reposition of residents , .
was being done., applied on .71 10/15 by the Licensed
F 315 | 483.25(d) NO CATHETER, PREVENT UT), F a15|Nurse. Resident #5 had a bowel and
55=D | RESTORE BLADDER bladder assessment completed by the
R S hon Unit Manager on 7/27/15 and his
ased on the resident's comprehensive .
assessment, the facility must ensure thal a carep ].a!\ and care.gmde WEre up dat'ed
resident who enters the facility without an upon it's completion to reflect a urinal
indwelling catheter is not catheterized unless the at bedside. Resident #5 went to
resident's c!!nical condition demonstrates that Assisted Living on 7/28/15. Resident
catheterizalion was necessary; and a resident #13 ived icare after th
who is incontinent of bladder receives appropriate recelved proper pericare alter the
trealment and services 1o prevent urinary fract C.N.A was educated on 7/27/15 to
infections and to restore as much normal bladder include gathering supplies first,
function as possible, chanei ] d ;
ging gloves and proper pericare
procedures by the Unit manager.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility palicy/procedure, it was
delermine the facility failed to ensure three (3) of
thirty (30) sampled rasidents {Resident #5,
Residents #13 and Resident #17) were provided
appropriale care and services to prevent an
infection and {0 restore as much normal bladder
function as possible. Siaff failed to ensure a leg
strap was in place to anchor the urinary catheter
{ubing for Resident #17 and provide proper
pericare for Resident #13. In addilion, the facility
failed to ensure a urinal was at bedside lo restore
as much normal bladder function as possible for
Resident #5.

The findings include:

Review of the facility's policy/procedure titled,
*Daily Catheter Care", not dated, revealed lo
make sure catheter lubing and drainage bag wera
kept off the floor.

1. Record review revealed the facility admitted
Resident #17 on 03/28/14 with diagnoses which
include Urinary Ratenlion.

Review of the Physicians orders, dated 05/27/15,
and review of the Comprehensive Care Plan,
dated 05/27/15, revealed to use leg strap to
secure catheter tubing at all times.

Review of the July 2015 Treatment Administration
Record (TAR) revealed fo ensure leg strap was in
place every shift and as needed (PRN). Furiher
review of the TAR, ravealed the last time nursing
staff had Initialed the TAR was on the 7:00 PM to

2, An audit was completed by the
Unit Managers of all residents with
foley catheters to ensure they each had
a leg strap applied by 7/24/15. Any
issues were addressed at that time, An
audit of all bowel and bladder
assessments of residents were reviewed
to ensure needs to facilitate toileting
were addressed and incontinent
residents to ensure proper pericare
was performed was completed by Unit
Mangers by 8/7/15.

3. Licensed Nurses and C.N.As
were inserviced by the Executive
Director on 7/24/15 to ensure any
resident with a foley catheter also has a
leg strap for prevention of infection,
the proper procedure for pericare to
include the use of gloves and avoiding
negative consequences of incontinence
and bladder retraining and providing a
urinal at bedside to male residents
whose urinary assessments indicated
the need and /or his request. Anyone
who missed this meeting was
inserviced by the Staff Development
Coordinator or appropriate dept head
by 8/9/15,
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£ 315 | Contined F o1 This information was also added to
7;';‘;:: hif:om ::?:7115 Fal our general orientation for Licensed
: s N .
on Nurses and C.N.As in general
Observation on 07/08/15 at 2:30 PM, during orientation for new hires.
catheter care revealed Resident #17's leg sirap 4, Unit Managers will audit all
was not in place. new admissions bowel and bladder
Interview with Cerlified Nurse Aide (CNA) #4, on assessment (o ensure interventions
07/08/15 al 2:30 PM, revealed she was unsure are in place that include observations
why RGSid:ﬂl #17 did not hav; a leg strap that urinals at bedside for all male
securing the catheter tubing. She stated the leg .
sirap should be in place to prevent frictlon and residents deemed nec.e ssary to restore
pulling the catheter on the residents bladder and normal bladder function,
genital area, She further revealed, it was the observations that staff are providing
nurses responsibility to ensure the leg strap was proper pericare and observations that
In placa. staff are providing leg straps to
Interview with Registered Nurse (RN) #2, on residents with catheters to prevent
07/08/15 a1 2:40 PM, revealed Resident #17 infections and restore as much
should have a leg sirap to secure hisher catheter bladder function as possible. Audits
tubing to prevent friction and pulling of the tubing tob leted klv for 4 I
on the genital area. She staled there was a care e Y 'or wee
plan in place to ensure the leg sirap was in place, then monthly for 2 additional
and it was the nurses responsibility to ensure the months by Unit Managers. The
leg sirap was on the resident, because the nurse results of the audits will be brought to
at the beginning of sach shift has to initial on the . d .
TAR that the strap was in place. the QA commiittee to et.ermme the
need for further monitoring.
Inferview with the Director of Nursing (DON}, on
07/09/15 al 3:20 PM, revealed she expected the
leg strap fo be in place for Resident #17 1o
prevent friction on the genital area. She staled
the nurses were responsible for ensuring the 3. Completed by: 8/10/15
strap was in place at all imes and they were
required to check and initial the strap was in
place on the TAR.
2. Review of facility policy entitlad, "RAI Process,
Chapter #2 Assessment Process, lasi revised
03/15/07, revealed the purpose of a

FORM CMS5-2567{02.99) Previous Versions Obsolots Evant 1D WO4U1

Facility 1D 100310 It continuation sheet Page 22 of 46



PRINTED: 07/24/12015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A oUIDhG COMPLETED
185171 B WING 0710i12018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LITATION C ER 544 LONE CAK RD.
PARKVIEW NURSING & REHABILITATION CENT PADUCAH, KY 42003
(X4} 10 SUMMARY STATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
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 BATE
CEFICIENCY)
F 315 | Cantinued From page 22 F 315

comprehensive assessment was to identify the
resident’s unique strengths, needs, preferences
and potential for improvement. Family members
and the resident, if able, should be involved o
identify resident preferences and family
expectations. Assessment information collected
should be used o develop the care plan. Once
staff know the resident, decisions should be
made on how o bast provide cars to the resident.
The resident and family Inpul should be used to
determine realistic expected outcomes for the
cara plan.

Review of facllity policy date of September 2010
and enlilled, "RAI Process, Chapler #3 MDS
llems (H), Section H: Bladder and Bowe!
revealed, an individualized, resident-centered
tolleting program may decrease or prevent
urinary incontinence, minimizing or avoiding the
negalive consequences of incontinence.,
Prompted voiding includes regular monitoring
with encouragement to report continence status.
Steps In Assessment: look for documentation in
the medical record showing the there was
implementation of an individualized rasident
specific toileting program hal was based on an
assessment of the residents unique voiding
patlern. For many residents, incontinence can be
resolved or minimized by eliminating
environmental physical barriers to accessing
commodes, bedpans, urinals, bladder relraining,
prompted voiding, or scheduled toileting.

Record review revealed the facility admitted
Resident #5 on 04/27/15, with diagnoses which
included Fracture of Inlertrochanteric Section of
Femur, Atrial-Fibrillation, Dyspepsia, Anemia and
Acute Pharyngilis. Review of the admission MDS
assessment, dated 05/04/15, revealed the facilily
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assessed Resident #5's cognition as moderately
impaired with a BIMS score of elaven {11) which
indicated the resident was interviewable. In
additlon, the facility assessed the resident as
conlinenl of bladder and needing extensive
assistance wilh activities of daily living.

Review of Assessment for Bowel and Bladder
Training with date of 04/27/15, and a Urinary
Incontinence Assessment, dated 05/01/15,
revealed Resident #5 was a good candidate for
individual training and required assistance far
transfer in toileting and required a urinal, grab
bars in the bathroom, a wheelchair and bed rails
lo help facilitate toileting.

Review of the Comprehensive Care Pian, dated
05/05/15, and Care Directive, with a print dale of
07/07118, revealed Resident #5 was ane (1)
assist with loileting; and his toileting program was
for staff to promplt him/her to veid and o chack
and change. However, further review revealed
there was no intervention to address the
assessed need to have a urinal at bedside to
facilitate toileting,

Observation and interview with Resident #5, on
07/0B/15 at 11:12 AM, revealed Resident #5 was
asking hiser family member to get the urinal
from the bathroom for his/her use. He/she stated
the urinal should be kept at the bedside when in
room for use.

Inferview with Resident #5's family member, on
07/08/15 at 11:10 AM, ravealed the resident's
urinal should be mada available lo Resident #5 by
being kepi al the bedside and not placed in the
bathroom. He slated it neaded to be accessible

{o the resident and it would do more harm for it to
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be In the bathroom because the resident could
fall at night irying to go o the bathroom He
revealad staff had told him it had to be in the
bathreom and in a bag, and he felt that was not
convenient and safe for the resident.

Interview on 07/10/15 at B:40 AM and at 9:10 AM
with LPN #4 revealed the urinal should be on the
care plan because staff that was not providing
care to Residant #5 all the time would not know
he used a urinal and the resident does not gel up
{o go to the bathroom all the time. LPN #4 stated
the urinal would help promote independence for
the resident.

Interviews an 07/10/115 with MDS Nurse #1 at
8:42 AM, and the Assistant Director of Nursing
(ADON) a1 9:40 AM revealed the urinal should be
on the cara plan and the urinal should be kept at
bedside at bedside,

3. Record review revealed the facility admitted
Resident #13 on 11/12/09 with diagnoses which
included Osteoarthrosis and Osteoporosis.
Revisw of the annual MDS assessment, dated
04/2115, revealed the facilily assessed Resident
#13's cognition as severely impaired wilh a BIMS
scare of zero (0), which indicated the resident
was not interviewabla.

Observation of CNA #1 providing pericare for
Resident #13, on 07/08/15 at 12:00 PM, revealed
CNA #1 did not put on clean gloves after he
positioned the resident for pericare and pricr to
starling pericare. In addition, CNA #1 had lo stop
pesicare to gather additional supplies and when
he relurned he did not change gloves prior to
starting pericare again.
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Interview with Unit Manager (UM) #1, on 07/08/5
at 03:09 PM, revealed she expecled staff to put
on clean gloves prior lo starting peri care and al
anytime thereafier if staff needed to, to prevent
cross contaminalion, UM #1 stated she expecled
staff to have supplies ready prior to starting
pericare so staff would not have to stop and get
supplies then resume pericare.
Interview with DON, on 07/09/15 at 10:45 AM, .
revealed she expected slaff io place clean gloves L The Hou.s.ekee.p Ing cart was
on prior to starling pericare. locked upon notification to the
F 323 | 483,25(h) FREE OF ACCIDENT F 323 housekeeper and education was
55=£ | 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 devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Basad on observation, interview and policy
review it was determined the facility falled to
ensure the residents' environment remains as
free of accident hazards as is possible on six {6}
of ten (10) resident wings (Wings 3,4, 8, 7, 8,
and 8/10). The facility failed to ensure hiohazard
wasle was stored behind a locked door on Wings
8, 7, 8, and 9/10, medications were secured in a
locked treatment cart on Wings B and 4, finger
nail polish remaver was stored locked on Wing
8/10, and a housekeeping cart containing bleach
and chemicals was locked when stalf not present

provided to this associate on 7/23/15.
The Biohazard waste was removed
from 9/10 and 6,7,8 by 7/11/15. Then
a lock was installed on the 9/10 and
6,7,8 soiled utility rooms by the
Maintenance Dept on 7/31/15. The
fingernail polish remover was removed
from the biohazard room by 7/11/15 by
the Unit Manager. The insulilns and
prescription bottles were put in the
treatment cart back under lock and key
by 7/13/15 by the Unit Manager.

2. All other housekeeping carts
were audited by the Housekeeping
supervisor on 7/22/15 to ensure they
were locked. All other treatment carts
were audited by the Unit Managers by
7/24/15 to ensure insulins and

prescription medications were under
lock.
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All storage areas for biohazard or
F 323| Continued From page 26 F 323| where chemicals may be stored have
on Wing 3. been audited by the Maintenance Dept
and all have been lacked as of 7/31/15.
Review of the facility's wander list revealed there A .
were twenty-eight (26) residents in the facility 3. Education was P rovided to all

idenlified as wanderers. housekeepers and all other associates
by the Executive Director or

. . 9
The findings Include: Housekeeping Supervisor by 8/9/15

about the need to keep the
1. Review of the facilily's policy tilled, "General environment free of accident hazards
Housekeeping”, not daled, revealed all and including keeping all housekeeping
hazardous/toxic substances will be kept in a carts locked and biohazard doors
locked area. -

requiring a lock and other chemicals
Observation during the general tour of the facility, such as fingernail polish remover and
on 07/09/15 at 2:00 PM with the Direcior of insulins and other medications net to

Nursing and Maintenance, revealed a red bags

conlaining bichazardous waste was stored in four be left unattended. S

(4) oul of (5) storage rooms behind an unlocked missed this meeting was inserviced by
door on Wings 6, 7, 8, and 910. Each door was the Staff Development Coordinator or
labeled as a bichazardous storage room. appropriate dept head by 8/9/15. 'This

Further observation during the tour revealed information is also added to our

finger nail polish remover was stered in an general orientation for new hires.
unfocked storage room on Wing 9/10. Review of 4. The Housekeeping supervisor
the ha.:ardb\;iar:ing if swallowed feveal'et_i it could will audit all biohazard rooms to ensure
cause low blood pressure, a,

e :g. dl:g ::‘;fs:m :: nin they have a lock on them monthly for 3
drowsiness, decreased level of consciousness, months. The Nursing Administration
incoordination, difficulty breathing will audit all treatment carts and
Interview with the Director or Nursing and LD Cnr!:s week[y b
Malntenance, on 07/02/15 al 8:33 AM, revealed then monthly times 2 months to ensure
they both stated Ihe storage rooms should be insulins and prescription medication
locked to protect from residents. are under lock and key.

2. Furiher observation during the general tour of
the facllity on 07/09/15 with the Director of
Nursing and Maintenance, a hausekeeping cart
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The Housekeeping Supervisor will
F 323 | Continued From page 27 F 323 audit each housekeeping cart weekly
was found unlocked and unatiended on Wing 3. times 4 weeks then monthly times 2

The housekeeper had walked away from the cart

: b months to ensure they are locked. The
and failed to secure the cleaning products inside

to Include chemicals and bleach. The waming results of the a_udlts will be bl:ought to

related to Chlorine Bleach include that it was a the QA committee to determine the

strong corrosive material; it will irrilate the eyes, need for further moni[oring.

skin and the respiratary tract by merely inhaling 8/10/15
the gasses, In addition, when bleach is mixed 3. Comp]eted by

wilh other cleaners a poisonous gas is released
that can cause bloody noses, neurologicat
disarders, headaches and even death,

Interview with Housekeeper #1, on 07/09/15 at
3:15 PM, revealed she was aware the cart was to
be locked and staled she failed to secure il
before walking away. She siated the hazards of a
resident getling into the carl was a concermn.

Interview with the Director of Housekeeping, on
07/10115 at 8:31 AM, revealed she expecied the
housekeeping carts to remain secured and
locked when out of the site of the Housekeeper.
She stated this could be a hazard to residents
because lhere were chemicals stored in the carts.

3. Observation of a treatment car, left
unattended on Wing 6 on 07/08/15 from 3:55 PM
until 4:05 PM, revesled nine (8) unlocked, labeled
prescription botlles, containing resident's insulins,
on the lop of the Ireatment carl.

Interview with Registered Nurse (RN) #3 on
07/08/15 at 4:05 PM, revealed the RN stated the
medications should have been kepl in the locked
drawers.

4. Observalion of a treatment can, left
unaltended on Wing 4, on 07/08/15 from 4.39 PM
until 4:45 PM, revealed six (6) unlocked, labeled
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F 323 | Conlinued From page 28 F 323
prescription bottles, each conlaining resident's
insulins, on top of the treatment cart.
Interview with Registered Nurse (RN) #2, on
07/08/15 at 4:45 PM, revealed tha RN stated the
insulins should have been placed in the locked
drawers.
Interview wilh the Director of Nursing (DON) on
07/18/15 at 3:12 PM, revealed the DON expected
{hat all medications including insulins, should be
kept in locked drawers on the carts. .
F 431 | 483.60(b), (d), (¢) DRUG RECORDS, F 431|1: A lock was installed on the 9/10 and
ss=£ | LABELUSTORE DRUGS & BIOLOGICALS 6,7,8 soiled utility rooms by the

Maintenance Dept on 7/31/15. The

The facility must employ or obtain the services of insulins were removed from the top of

a licensed pharmacist who establishes a2 system

of records of receipt and disposition of all the‘medlcatlon carts by 7/ %41 15 by the
controlled drugs in sufficient detail to enable an Unit Managers and stored in the
accurate reconciliation; and determines that drug locked compartment. The Nurse who
records are in order and that an account of all i 0

signed ou eived an
conlrolled drugs is maintained and periodically ldgn . A med's eatl;l‘y ree d
reconciled, educalion concerning the need to

maintain an accurate narcotic count on
Drugs and biclogicals used in the facility must be 718115 by the Unit Manager.
labeled.m accorda.nce with currently accepted 2. All other storage areas with
professional principles, and include the . \
appropriate accessory and cautionary chemicals or hazards had locks applied
instructions, and the expiration date when by the Maintenance dept by 7/31/15.
applicable. All narcotic sheets were audited by the

In accordance with $tate and Federal laws, the Unit Managers by 7“3“.5 CCEELCL
facility must slore afl drugs and biclogicals in accurate count of narcotics.

locked compariments under proper temperalure
conirols, and pemmit only authorized personnel to
have access lo the keys,

The facility must provide separately locked,
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parmanently affixed comparments for storage of
conlrolled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Pravention and
Control Act of 1976 and other 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
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and facility
policy review, it was delermined the facility failed
to store all drugs and biologicals in locked
compartments on iwo (2) medicalion carts and
failed to ensure one (1) slorage room was locked
that contained Peroxide and Normal Saline In
addition, the facility failed to ensure their system
of ensuring an accurale count of narcolics was
effective for two (2) unsampled residents
(Residents B and C). Observation revealed
Peroxide and Normal Saline was stered in an
unlocked slorage room and Insulin was nol
locked in two (2) medicalion carls when staff not
present. Further cbservation of a controlled
substance medication count revealed Unsampled
Resident B scheduled Lyrica 75 milligram (mg)
and Unsampled Resident C's Oxycodone 10 mg.
tablet count was inaccurate.

The findings include:
1. Review of facility policy litle, "Controlled

Drugs®, last revised 02/2013, revealed a
controlled drugs proof sheet should be accurately

x40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
EREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIOH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIEIENCY)
3, All staff received education from the
F 431 continued From page 29 F 431 Executive Director on 7/24/15 to store

all drugs and biological in a locked
compartment. Licensed Nurses
received education from the Executive
Director on 7/24/15 to ensure our
system of accurately counting narcotics
and storing insulin in a locked
compartment when staff not present.
Anyone who missed this meeting was
inserviced by the Staff Development
Coordinator or appropriate dept head
by 8/9/15.

4. The Housekeeping supervisor will
audit all biohazard rooms to ensure
they have a lock on them monthly for 3
months. The Nursing Administration
will audit all treatment carts and
medication carts weekly times 4 weeks
then monthly times 2 months to ensure
insulins and prescription medications
are under lock and key. The Unit
Managers will also audit the narcotic
count sheets weekly times 4 weeks then
monthly times 2 months to ensure an
accurate narcotic count is being
completed. The results of the audits will|
be brought to the QA committee to
determine the need for further
monitoring.

5. Completed by 8/10/15
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malntained on all residents requiring conirolled
medications. Strict control of narcotics is always
maintained. Tha narcotic proof of use sheet
should be accurately maintained on residenis
requiring the medication, and each dose of the
conirolied medication given by the nurse should
be dated with the signed off date, hour given,
residenls name, physician of the residant, amount
of madication dispensed, the signature of the
nurse, and the balance of medication after the
given dose has been dispensed.

Review of facility policy titlad, "Policies for
Medication Adminisiration, Standard", last revised
04/02/13 revealed all medications should be
administered safely and appropriately 1o help
residenis overcome iliness, relieve/prevent
symptoms, and help in diagnosis. The
responsibility of the nursing professional consist
of checking the Medicalion Administration Record
(MARs) at the room of Ihe resident, reading each
order, reading the label three (3) times, preparing
the medication for the residenl, comparing the
name of (he resident 1o name on the MARS,
explaining the pracedure ta the resident
administering the medication to the resident, and
after the resident has swallowed the medication,
then initial each medication in the correct box on
lhe MARSs after medication is given: PRN
medication is charted with initials and time given.

Record review revealed tha facility admilted
Unsampled Resident B on 06/10/15 with
diagnoses which included Venous Peripheral
Insufficiency, Other Chronic Pain, Ostecarihrosis,
and Cellulitis and Abscess of leg.

Review of Controlled Drugs Proof Shee! for
Unsampled Resident B on 07/07/15 al 955 AM
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Continued From page 31

revealed Lyrica 75 mg capsule, give one {1)
capsule orally threa (3) times a day; wilh the last
dose dated as signed out on 07/07/15 at 2:00 PM
and the counl to be seventy-six; howaver, review
of Unsampled Resident B's Lyrica 75 mg. capsule
give one (1) capsule orally three (3) times a day
bubble card revealed there were seventy-seven
{77) capsutes lefl In the card.

2. Record review revealed lhe facility admitted
Unsampled Resident C on 05/07/15 wilh
diagnoses which included Closed fracture of
Acelabulum, Mononeuritis of unspecified site,
Closed Fracture of Three Ribs, Anxiely Slate,
Spasm of Muscle, and Depressive Disorder,

Review of the Contralied Drugs Proof Sheet for
Unsampled Resident C on 07/07/15 at 10:00 AM
reveaied Oxycodone 10 mg IR tablet, give one (1)
tablet orally every four (4) hours as needed for
pain with tha Jast dose dated as signed out on
07/07/15 at 11:00 AM and {he count was
seventy-six; however, review of the Oxycodone
10 mg IR tablet, give one (1) tablet orally every
four (4) hours as needed for pain bubble card
revealed there were sevenly-seven (77) lablets
left,

Interview, on 07/07/15 at 10:20 AM with Licensed
Practical Nurse {LPN) ¥#8, revealed the narcotic
count was off because she had signed
Unsampled Resideni 8's Lyrica out for the 2 PM
dose even though she it was not 2:00 PM
because she knaw she was going fo give it at
2:.00 PM. She stated she also had signed out
Unsampled Resident C's Oxycodone 10 mg.
ahead of time because she knew the resident
would ask for it, but he/sha had not askad for the
medicalion. LPN #6 furlher stated she knaw she

F 431
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should not sign out the medication unlil after the
resident has swallowed the medication but she
knew sha was going to have several admissions.

Interview, on 07/07/15 at 10:28 AM with
Registerad Nurse (RN) #4, revealed staff shauld
not pull narcotics, and If a residenl needs a pain
pill tken the staff will assess the resident and sea
whal they have ordered for pain, and sign out
when lhe medication is given. She staled "don't
sign out ahead of time, is a big ne-no”.

Interview, on 07/67/15 at 3:30 PM with Unit
Manager (UM) #2, revealed staff should sign out
rmedications after they have bean given to and
taken by the resident, and PRN medications
should not be pulled or signed oul bafore asking
a resident iIf the madication was wanted.

Interview, on 07/08/15 at 3:40 PM with Director of
Nursing (DON), revealed staff should sign out the
narcolics afler they are given because the
resident may refuse the medicalions and it is the
policy of the facility. The DON stated staff should
walch the resident swallow the madication then
come back and chart Ihat it has bsan taken by
the resident.

3. Raview of the facilily's policy titled, *A Guide
To Medication Utilization”, dated 2004, revealed it
did nol addrass medication and biologicals must
be locked, however it stated that medications and
pharmaceuticals must be under continuous
supervision,

Observation during the general tour of the facility
with lhe Direclor of Nursing {DON) and
Maintenance, on 07/09/15 at 2:00 PM, revealed
eight (8) containers of "Argyle Tracheosiomy
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Care Trays" being stored in an unlocked storage
room each containing Peroxide and Norma)
Saline solution.

Interview with the Direclor of Nursing (DON), on
07/10/15 al 8:33 AM, revealaed the Peroxide and
Normal Saline should be stored in a locked area,

4 Observation of a treatment car, left
unattended on Wing Four (4), on 07/08/15 fram
4:39 PM until 4:45 PM, revealed six (8) unlocked,
labeled prescription boltles, each containing
resident's insulins, on top of the treatment cart.

Interview with Registered Nurse (RN) #2 on
07/0BN15 al 4:45 PM, revealed the RN staled the
insulins should have been placed in the locked
drawers,

§. Cbservalion of a lrealment card, left
unattended on Wing Six (6) on 07/08/15 from
3:55 PM until 4:05 PM, revealed nine (9)
unlocked, labeled preseription bottles, containing
resident’s insulins, on the top of the treaiment
cart.

Interview with Registered Nurse (RN} #3 on
07/0B/15 at 4:05 PM, revealed the RN staled the
medications should have been kept in the locked
drawers.

Interview with the DON, on 07/08/15 at 3.12 PM,
revealed the DON expected thal all medications
including insulins, should be kept in locked
drawers on the carls.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

F 431

F 441
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
lo help pravent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Controf
Program under which il -

(1) Investigales, conlrols, and prevents infeclions
in the facility;

(2) Decides what procedures, such as isolation,
should be applied {0 an individual resident; and
(3) Maintains a record of incidents and corrective
aclions related to infections.,

(b} Preventing Spread of Infection

(1) When the Infeclion Contral Program
determines that a resident needs isolation to
prevent the spread of infection, the facility musi
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct conlact with residents or their food, if
direct contact will transmit the disease.

{3) The facility musl require staff {0 wash their
hands afler each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,
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1. Residents #5, 13, and 17 were all
F 441 | Cantinued From page 34 F 441 reassessed by Licened Nurses to

determine no ill effects of the failure to
provide proper infection control by
7/30/15.

2 All other residents with
wounds, foley catheters and
incontinence were reassessed to
determine no further infections
occurred as a result of the deficient
practice by the Unit Mangers by
7/30/15.

3. All staff were educated by the
Executive Director, SDC or appropriate
dept head concerning our infection
control program to include proper
wound care principles, transporting
linens, keeping tubings off the floor,
storing tubings when not in usein a
plastic bag, keeping catheter bags off
the floor, placing oxygen equipment in
bags, sorting soiled linen, and pericare
procedures related to infection control
by 8/9/15.

4, Adminstration will do 10
observations of each hall to observe for
proper infection control practices
which include: proper woundcare,
transporting linens, keeping tubing off
the floor, storing tubing in a plastic bag
when not in use, sorting soiled linens
and proper pericare weekly times 4
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F 441 | Continued From page 35

by:

facility failed to maintain an infection Conirol
Program o maintain a safe, sanitary and

The findings Include:
Review of facility policy with revision dale of
the purpose Is to decrease the risk of

iransmission of infection by appropriale hand
hygiene. Policy statement raveals

of the same chemicals that are use for
disinfection of inanimate objects. Although

sterilize the skin, they can reduce microbial

presence of residual activily, and the
handwashing technique followed.

Procedure for Major Wounds®, last revised

This REQUIREMENT s not met as evidenced

Based on observation, interview, record review
and facility policy review, it was datermined the

comfortable environment for three (3) of thirty
{30) sampled residents {Residents #5, #13 and
#17) related to Improper wound care, improper
pericarp and disposal of solled linens and briefs,
urinary catheter tubing dragging the floor, nasal
cannula and c-pap on the floor, transporting of
uncovered laundry to residential floors and no
proteclive barriers in use while sorling laundry.

05/01/12 and entitled, Hand Hygiene, revealed:

handwashing/hand hygiene Is considered the
most imporiant single procedure for preventing
nosocomial infections. Anliseptic control or kill
microorganisms contaminating skin and other
superficial tissues and are somelimes composed

anliseptics and other handwashing agents do not

contamination depending on the lype and the
amount of contamination, the agent used, the

1. Review of facility palicy filled, "Wound Care

F 441

weeks then monthly for 2 additional
months.

3.

Completed by 8/10/15
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F 441 | Continued From page 36 F 441

05/21/04, revealed the purpose was lo provide
guidelines for good technique in performing
wound care. Care must bae taken to pravent
contamination of the supplies and surfaces used
In wound care. Procedura: set up the supplies on
a clean suriace at the bedside (cover Ihe surface
with & clean impervious barrier before putting the
supplies out). clean hands following hand
hygiene guidelines, cut the tape with clean
scissors, pul gloves on, ramove the soiled
dressing and place in a bag at the bedside,
remove gloves, discard bag, clean scissors with
60 seconds of contact with alcohol and place on a
clean comer of setup, clean hands using hand
hygiene guidelines, pul on clean gloves, clean
wound per physician order, clean wound from
center culward, place sciled gauze used for
cleaning in bag, remove gloves, pul clean gloves
on, apply a clean dressing as ordered,

Record review revealed the facility admitted
Resident #5 on 04/27/15 with diagnases which
included Fracture of Inlertrochanteric Section of
Femur, Alrial-Fibrillation, Dyspepsia, Anemia and
Acute Pharyngilis.

Review of Pressure Ulcer Status Record, dated
07102115, revealed Resident #5had a0 3 cm X
0.4 cm right buitock unstagable wound and a 1.3
cm X 0.5 em left buttock unstagable wound.

Observalion on 07/07/15 at 3:50 PM with
Registered Nurse (RN) #5 during wound care
revealed RN #5 cleansed the wound lo right
buttock with saline gauze and then clearsing the
ieft butiock with the same saline gauze. RN #5
then sprayed persanal cleanser on a wash cloth
and wiped the right bultock wound and then the
left buttock wound with the wash cloth. RN #5
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proceeded to take scissors and cut a piece of
Sorbadt, {placed remaining Sorbact in plastic bag
it came in), and put it in the wounds of the right
and left buttocks with finger then placed Mepiplex
over right buttock wound and left buttock wound.
RN #5 failed to change her glove through this
whole process.

Interviews on 07/07/15 at 4:00 PM and on
07/08/15 at 3:05 PM with RN #5 revealed she had
put the Sorbact in tha bag for use during the next
wound care but if she used the contaminated
Sorbact to pack the wound it could possibly
contaminate the wound. RN #5 staled it would
have bean better to throw away the Soerbact
because the Sorbact was no longer sterile. RN
#5 further staled she should have changed the
saline gauze because of contamination to the
wound bacause you don't want o introduce
anything to a wound that was healing.

Interview on 07/08/15 at 3:10 PM wilh Unit
Manager (UM) #2 revealed she expecled when
staff provided wound care to clean from center
oul, discard the gauze and use a new one each
time for each wound and if there were two (2)
different wounds they should do twa (2) different
dressing changes. UM #2 staled when staff cuts
the Sorbact the staff should change gloves and
then place in the wound and if the Sorbact was
touched with dirty gloves and contaminated it
should be discarded,

Interview, on 07/10/15 at 9:40 AM with Assistant
Director of Nursing (ADON), revealed that staff
should not do wound dressing with one gauze ar
cut the Sorbacl wilh the same gloves on that was
used to cleanse the wound and then save the
Sorbact for the next dressing chanpe.
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Inlerview, on 07/08/15 at 3:40 PM with Director of
Nursing (DON), revealed each wound should be
cleansed independently because of lhe possibility
of cross contamination snd she would expect
staff to change gloves once they have cleaned
the wound and the rest of the Sorbact should
have been discarded.

2. Revlew of the facility's policy/procedure titied,
"Daity Catheter Carz", not dated, revealed staff
should make sure the catheter tubing and
drainage bag are kept off the floor,

Review of the facility's paolicy/procedure titled,
"Respiratory Care Services Policy/Procedure”,
not daled, revealed staff should propedy clean
the mask each moming or after each use by
wiping with a disinfectant, and properiy slore,

Review of the facility policy/procedure titled,
"Qxygen Therapy/Mask and Nasal Cannula®, not
dated, revealed staff should ensure when masks
and cannulas are nol in use, {a slora in plastic
bag.

Record review revealed the facility admilted
Resident #17 on 03/28/14 wilh diagnoses which
included Urinary Relention, Congestlive Heart
Failure, Chronic Airway Failure, and Chronic
Obstructive Puimonary Disease.

Observations on 07/08/15 at 11:30 AM, 1.30 PM,
2:30 PM and 3:30 PM, revealed Resident #17's
catheter tubing and urinary drainage bag were
lying on the floer,

Observation on 07/08/15 at 2:30 PM, revealed
Resident #17's nasal oxygen tubing was lying in
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the seat of Resident #17 wheelchair not bagged..

Observalions on 07/08/15 at 8:25 AM, 10:10 AM,
and 2:30 PM revealed Resident #17's Continuous
Posilive Airway Pressure (CPAP) mask was not
bagged lying on the bedside table.

Interview with Certified Nurse Aide (CNA) #4, on
07/1315 al 2:30 PM, revealed the catheter fubing
and urinary bag should notl be touching the floor,
and the oxygen tubing and CPAP mask should be
bagged when nol in use lo prevent infecticn,

Intarview with RN #2, on 07/08/15 at 2:40 PM,
revealed the urinary catheter bag and tubing
shouid not ouch the floor lo prevent possible
infection and the axygen tubing and CPAP mask
should be placed in a bag white not is use to
prevent infection. Further interview revealed it
was tha nurses responsibility to check the CPAP
mask every moming lo make sure it was cleaned
and bagged during the day {o prevent he
polential risk of infaction.

Interview with the DON, on 07/09/15 at 3:20 PM,
revealed she would expect the oxygen lubing and
CPAP mask to be bagged while not in use, and
she would expect the urinary drainage bag and
tubing to be altached to the bed/wheeichair in 2
manner that it would not be touching the floor to
prevent the potential risk of infeclion. She stated
she was not sure if the Oxygen policy was
specific to the praper storage of lubing, but she
would expect ihe oxygen lubing to be stored in a
bag while not in use to prevent the potential of
infection.

3. Review of the facility’s policy lilled, "Laundry
Services", not dated, revealed staff should wear
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gowns and gloves when sorling soiled linen and
eye protection soul be used when these is a
potential for splashing blood or olher infectious
materials in the eyes. In addition, clean laundry
must be stored and tranaported in covered carls.

Observation during the general tour of the facility,
on 07/1015 at 2:00 PM, revealed the laundry
staff were nol using gown or eye protection during
sorling of the soiled laundry. Further observation
revealed the Housekeeping Director was
transporting clean linen lo the wings in a cart
without a cover.

Interview, on 07/09/15 at 2:55 PM, with the
Laundry Staff #1 and #2, ravealed they do not
wear any form of clothing barrier when sorting the
soiled laundry.

Interview, on 07/10/15 at 8:31 AM, with the
Housekeeping Director, revealed she expacied
the staff lo use gowns, gloves and eye protection
when sorling solled laundry, Additionally she
staled she failed fo cover the cart while
transporting clean linen lo the wings and this put
the clean laundry at risk for contamination.

4. Record review revealed the facility admilled
Resident #13 on 11/12/09 with diagnoses which
included Osteoarthrosis and Osteoporosis,

Observation of pericare care for Resident #13,
revealed Cerlified Nursing Assistant (CNA) #1
placed a dirty wash cloth on the bed side table
after cleaning Resident #13's genilal area. CNA
#1 also removed a soiled brief during pericare
and placed on the foot of the bed nol covered or
conlained. CNA#1 did not change his gloves
prior to resuming pericare.

F 444
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Interview with CNA #1 on 07/08/15 at 12:00 PM,
revealed him stating needed {o change his gloves
after handling a soliled brief and prior to resuming
peticare. He also slated that he should of had
bags available for disposing of soiled linen and
dirty briefs appropriately and that it was not
appropriate to place a soiled wash cloth an the
bedside lable and that it was also inappropriate lo
place a soiled brief at the foot of the bed without
being conlained in a bag.

Interview wilh Unit Manager (UM) #1, on 07/0815
at 03:09 PM, revealed she expecled slaff to have
bags available and ready prior to starting pericare
so sfaff would be able to place sailed items inlo
the bags for containment. She also expected staff
to put on clean gloves prior to starting pericare
and at anylime thereafler if staff needed to, to
prevent cross contamination. UM #1 slaled she
expected staff to have supplies ready prior lo
starting pericars

Interview with DON, on 07/09/15 at 10:45 AM,
revealed she expecled staff to place clean gloves
on prior to starting pericare and at any time
during pericare as need. She also expecled slaff
{o dispose of soiled lings and briefs appropriately
and il was nol appropriate to place soiled linen on
2 bedside table or 1o place a sailed brief an the
foat of a bed. . ;
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE £ ags| L The Restorative refrigerator was
ss=D | OPERATING CONDITION removed by 7/11/15. The refrigerators

for Wings 1/3 had a thermometer and a
The facilily must maintain all essential temperature log added to them by the
mechanical, electrical, and patient care

aquipment in safe operating condition Dietary Manager on 712715.
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2. All other refrigerators in medication
F 456 | Continued From page 42 F 456|rooms, nourishment rooms and the

kitchen were audited by the Dietary

This REQUIREMENT s not met as evidenced Manager on 7/27/15 to ensure they had

by:

Based an cbservalion, interview and facility a thermometer and a temperature log
policy review, it was determined the facility failed with no other issues noted.
to maintain all essential mechanical, electrical, 3. The dietary staff and Licensed staff

and resident care equipment in safe operaling

condilion, Observation revealed three (3) were educated by the Executive

refrigerators without temperature log entries. Director, SDC or Dietary Manager by
One (1) refrigeralor was located in the 8/9/15 about the need to maintain safe
Reslorative Dining Room and two (2) refrigerators equipmen[ to include refrigemtors
were in the medication room on Wings 1 and 3 A

nursing stations. needing a thermometer and

temperature logs. This was also added
The findings include: to our orientation for new hires of

dietary associates and Licensed staff.
Reviaw of the policy tilled, "Cold Food Sterage”, Y

not dated, revealed temperature should be 4. 'I:he Dlet‘“_'}’ Manager will audit
checked and recorded at least twice daily, refrigerators in the med rooms,

nourishment rooms and kitchen weekly

Observation during the general {our of the facility times 3 weeks then monthly times 2

with the Diraclor of Nursing (DON) and

Maintenance, on 07/09/15 at 2:00 PM, revealed a months. The results of those. audits will
refrigerator in the Restoralive Dining Room was be brought to the QA committee to
found te have no temperalure fog or thermometer determine the need for further

in the refrigeralar. This refrigeralar was labeled PP
for resident use only. Additionally, the medication monitoring.
rooms on Wing 1 and 3 contained medication 5. Completed by:
refrigerators and review of the temperature log for
these refrigerators revealed temperatures had not
been recorded for seven (7) consecutive days.

8/10/15

Interview on 07/10/15 at 8:33 AM, with the DON
and Maintenancae, both revealed the
temperaturea were obtained by nursing and
should be recorded appropriately. They both
stated the ware not aware of there being 3
refrigerator in the Restorative Dining Room  They
revealed the tempersatures needed (o be
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reactions. Procedural steps include interviewing
the resident or family to determine allergies.

5. Completed by:

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 1x9)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLAL PREFIX {EACH CORRECTIVE ACTION SHOULD BE EOMFLETIC
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE oATE
DEFICIENCY)
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monilored to to ensure items that required to be
refrigerated were kept at the proper femperalure.
F 514 | 483.75(’)(1) RES F514]1. Residents #3 had an order
Ss=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB clarified by the physician on 7/8/15
'E stating the resident was not allergic to
The facility must maintain clinical records on each the ppd skin test.
resident in accordance with accepted professional 2. 100% audit of all other
standards and practices that are complele; : s alleroies was completed b
accurately documented; readily accessible; and r;..sxdent S ag FBles wbs 71 91-‘;[ 5 Y
systematically organized. the License Nu'r ses by .
3. The Executive Director educated
‘The clinical record must conlain sufficient alt Nursing Personnel to clarify
infc!rmal'lon {o identify the resident; a record of the residents all ergies on the physi Siants
resident’s assessments; the ptan of care and ick
services provided; the resulls of any order sheets, the chart allergy sticker,
preadmission screening conducted by the State; TARS and MARs, and careplans on
and progress notes. 7/24/15. Anyone who missed this
meeting was inserviced by the Staff
Development Coordinator or
appropriate dept head. All educations
This REQUIREMENT is not met as evidenced were competed by 8/9/15. This
by: . .
Based on inferview, record review and review of mformatlc.m waf also ad"!ed to our
the facility's policy and procedure, it was general orientation for Licensed Nurses
delermined the facility failed to maintain clinical 4. Unit Managers will audit all new
reccords on each resident that were accurately admissions weeklv for 4 weeks then at
documentad for one {1} of thirty (30) sampled | 10 tl)': for 2 additional
residents (Resident #3) related to an alergy. east 10 per month for 2a lth'n '
months. The results of the audits will
The findings include: be brought to the QA committee to
Review of the facility policy litled, "Allergies", not deter'mu.le the need for further
dated, revealed the purpose of the policy is to monitoring. 8/10/15
prevent anaphylaxis and to prevent all allergic

FORM CM$S-2547(02.09) Previous Versions Obaolole

Event 1D WO4LMY

Facilly iD° 100310

If continuation sheet Page 44 of 48



PRINTED: Q7/24/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/ISUPPLIERICLIA (%2} MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A. BUILDING COMPLETED
185171 B. WING 07/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
A NURSING & BILITATION CENTER 844 LONE OAK RD.
Ll G & REHA A PADUCAH, KY 42003
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 15)
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)
F 514 | Continued From page 44 F 514

Allergles should he recorded on resident care
plan and on any other form(s) as appropriale.

Record review revealed the facility admitled
Resident #3 on 10/26/12 with diagnoses which
included Chronic Obstructive Pulmonary Disease
(COPD), Diastolic Heart Failure, Atrial Fibrillation
and Malignant Neoplasm of the Prostale.

Review of a Allergy List from an acule care
facility, dated 04/17/13, and review of the
rasident's face shest with an admission data of
10/26/12 revealed the resldent was allergic to the
tubereulin (TB) skin lest. However, review of
readmissicn orders, 04/17/13, revealed Resident
#3 had no known allergies (NKA).

Review of Physician Orders for July 2015
revealed allergies to be listed as lisinopril and TB
skin test. Page eight {8} of the same orders has
an order, initiated on 01/14/14, for “Do not
administer PPD/2nd step PPD due ta hislory of
pasilive PPD", Review of July 2015 Medicalion
Administralion Record (MAR) and the Trealment
Administration Record (TAR) revealed the
resident has allergies 1o lisinoprit and T3 skin
test. Further review revesaled a Care Directive
guide, dated 07/07/15, which slaled Resident #3
was allergic to TB skin test,

Interview with the Registered Nurse Unil
Manager, on 07/09/15 al 2:20 PM, revealed with
any new admission, she would expect the staff to
perform a thorough check of the chart
documentation o ensure the allergy information
was correctly listed.

Interview with the Direclar of Nursing (DON), on
07/10/115 at 9:25 AM, revealed she expecled that
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allergles are listed with one hundrad percent
(100%) accuracy and thal they be consistently
documented throughout the chart,
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