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A standard survey was conducted on :w What cortectiva action wil b nccumglished for those residents
. . . . nd to have been affectad by the deficient practice.
09!29-10/91/ 15. Deficient practlo_e was identified ©On 10/172015 during he stale survey Il was idantified that screening of
with the highest scope and severity at "E" level. all :’ndr::dun!- on rh::i Ky Cnmi;:z 'ﬂymuns“? JS’;’;’"’X‘?..’.."S? bain|u
parta on naw hiras as X s minal |
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 | background check, licansa check for licansed individuals and nursa aids
. abuse registry check was performed on all ampioyaas but, a Kentucky
88=E ABUSE]NEGLECT' ETC POLICIES Caragiver Misconducl Registry check had not been parformed. A
comrected process was pul Into elfact with Human Resourcas with the
p f : | next hirs date of 10/12/2015 to include a check of all new hires on the
! Thle facllltydmustcg‘ejvelopt:l}d Imﬁ_‘gTent written Kantucky Caragiver Misconduct Registry and on 11/2115 a chack of all
olicies and procedures that prohibi employass hirad since July 1, 2014 was compleled (see
P 5 P P " attachment #1). Tha Abusa policy waa updated to include the
mistreatment, neglect, and abuse of residents Information ragarding the Kenlucky Caregivar Misconduct Registry
and misappropriation of resident property. ;21;8'2015 {sae atachment
2. How tha lacility will identify other resic: having tha p tial to b
affected by the sama deficient practics.
All residents would be al risk of being exposed to individual not
screened on the Kenlucky Caregivar Misconduct Registry and through
This REQUIREMENT is not met as evidenced bl e el T C ST o DO T L L L
| 1 101212015 will be scresned on tha registry and all new hires from
Y- ihe Kantucky Caragiver Misconduct Rugiay. Tha sereen wis acded
Based on interview, review of employee et mor e epeppeiapiados, ot bl
1 ploysa chack off list 10 ansure check is
| personnel files, and review of the facility's policy, zhon- with aach pew. -mplovsg‘im amtr:monm.); 1;11:&«“0.;. j
it was determined the facility failed to develop ensuio thar waa no ncidenis of mieconduc: on B aganetamy |
| written policies that prohibit mistreatment, dfor emplayment and n e chines
. . petformed to ensune no one hired since July 1, 2014 was on the ragisir)
| neglect, and abuse of residents. Review of the {nane were noted to be listed on Ihe ragiatty thal wera hired from
HH s i H H July 1, 2014 complated on 11/2/2015). 1f an individual is found on tha
fac|[|ty s abuse policy revealed the policy did not ragisty thay wouid b found nt sbgile Ko e at hat e, T
outline procedures to ensure the Kentucky Human resourca manager was providsd with the information concerning
: f : the tag and provided with information coneomlng proper process o
Caregiver Misconduct Registry was checked to e and (BRI p it Rogisty. |
ensure staff hired did not have a history of abuse. Keniucky Caregiver Misconduct regisiry checks wil be @ part of pre
employment screening process along with Abusa Registry and criminal
background checks,
The ﬁndings include: 3, What Measures will be pul intc placa or systemic changes meds to
ensura that tha deficient practica will nal racur.
A process change was made 1o include the Kentucky Caregiver
i § Misconduci Registry checks on all new hires with the start the next
;Re?’veq:r;do:h':eggjrzkgy;v:re\&sl::oﬁéal:ztzig?sﬁz official hire data of 10/12/2015 and all new hirea from July 1, 2014 Io
cufrant. A check off sheat {ses attachmenl #1) will be performed wilh
allowed vulnerable adult service providers and gach naw hire for ARH Tug Valley lo snsure that no potantial new hirsy
I ) were listed on the Kentucky Caregivar Misconduct Registry. This wilt
individuals to query as to whether a validated be done in addition 10 all ather checks including criminal background
substantiated finding of adult abuse, neglect, or e e n e il i
exploitation had been entered against an Registry checks 28 a part of the Abusa Polky updated on 101182015
e . {see attachment #2).
individual who was a prospective employes, |
volunteer of the provider, or an individual seeking [
amployment in a direct caregiving role.
[
| 1
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Sonia O Wasserman RN, BSN, DON, NH.A

10/20/2015

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from corracting providing it is determined that
other safeguards provide sufficiant protection to the patfents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
fellowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabie to the facility. If deficiencies are cited, an approved plan of cormrection is requisite to continued

program participation,
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F 226 | Continued From page 1

Review of the facility's Abuse policy (not dated)
revealed employees would be screened for a
history of abuse, neglect, mistreatment, or
exploitation of an adult or child; howaver, the
policy failed to outline procedures to ensure the
Kentucky Caregiver Misconduct Registry was
checked.

Review of personnel files for Employees #1, #2,
#3, #4, and #5 revealed no documented evidence
the employees were queried on the Kentucky
Caregiver Misconduct Registry.

Interview with the Administrator on 10/01/15 at
3:29 PM revealed the Kentucky Caregiver
Misconduct Registry checks should have been
availabtle in the personnel files. The administrator
stated, "We dropped the ball on this."

F 282 | 483.20(k)(3)ii) SERVICES BY QUALIFIED

5s=p | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to provide care in accordance with
the Comprehensive Plan of Care for one {1) of
ten (10) sampled residents (Resident #1).
Resident #1's Comprehensive Care Plan
contained interventions for an indwelling urinary
catheter that included "to secure the Foley
catheter tubing to leg to prevent irritation.”

F 226 | F226 Continyed

are sustalned.

4. How the facllity plans to monitor its performance to ensure that solutl

Aprocess change was made to include the Kentucky Caregiver Misconduct
Registry checks on all new hires as of 10/12/2015 with this being the most
recent hire date post survey and all new hicas since July 1, 2014 was
completed on 11/3/2015. A check off sheet (see attachment 1) will be
performed with each new hire to ensuse that na potentist new hires are
listed on 1he Kentucky Caregiver Misconduct Registry, This will be done in
addition to 2l ather checks including crimingl background check, nurse aide)
abuse reglstry and licensure checks as applicable. Human Resources will
perform the Kentucky Caregiver Misconduct Registry check snd include on
the pre screening taol for all new hires and keep a completed check off shee
for each new employee. Alog will be kept of all new employees screened
on the Kentucky Caregiver Misconduct Registry, This check will be reviewed
every 2 weeks by the Human Resource Manger and Administrator of SNF to
ensure that all new employees have been screened.  This check will be
performed every 2 weeks with Human Resources with a biweekly hiring
schedule. Thelog wiil be manitored for compliance and reparted cut

iy with QI ings b effec and to assess the need
forimpk of chang
F282

F 282| 1 whal camsciive action will be i for hose Uzl o
found to have been affected by tha defich

Folay Calheter In use (o p wound healing of p

©n 10/172015 during stale aurvay it was noted that residsnt #1 had a

his coccyx. This resident was noted (o be care planned for Folay
cathetsr lo ba secured. It was noted thal the residents calhetar was

8 ulcer to

not secured as cara plannad. The resident's was

added to admission orders {ses atlachment #5).

ly afer di y of the deficient peactice on 10/1/2012,
Resideni #1 is bedriddan and unable ta ambulate. The resident
requires olal care for all ADL's. The delective practice was nolad,
identfied and comected for rasident #1 on 10/172015. Staff was in
sarvicad relaied o nead for securing Folay cathaters to prevent traumg
of dislodgment along with reminder to atlways follow the plan of care
(sae attachmant #3). A new tracking sheat (see attachment #4) was
implementsd o includa tha tracking of Foley catheters secured 1o be
performad with each shifl. A order for Folay cathelsr / cath securs was|
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However, cbservations on 08/30/15 revealed the
drinary catheter tubing was not secured.

The findings include:

Interview with the Administrator on 10/01/15 at
3:15 PM revealed the facility did not have a policy
related to following a resident's plan of care,

Review of Resident #1's medical record revealed
the facility admitted Resident #1 on 08/28/15 with
diagnoses of Traumatic Brain Injury with
Craniotomy, Cerebral Septic Emboli, Unstageable
Decubitus Hydrocaphalus, and Chronic
Respiratory Failure. Review of the admission
Minirmum Data Set (MDS) assessment dated
09/09/15 revealed Resident #1 required the use
of an indwelling urinary catheter. Review of the
comprehensive care plan dated 08/17115
revealed catheter care was required daily on each
shift and as needed and the catheter tubing was
required to be secured.

Observations of Resident #1 on 09/30/15 at 03:55
PM during catheter care revealed Resident #1's
catheter was attached to a bedside drainage bag;
however, the tubing was not secured.

Interview with the MDS Coordinator on 10/01/15
at 4:07 PM revealed she was responsible for
developing the care plans and updating the care
plans as needed. Further interview revealed she
also performed random rounds weekly with staff
to ensure care plan interventions were being
followed. Additional interview revealed the
catheter should have been anchored.

Interview with the Administrator on 10/01/15 at
3:00 PM revealed the charge nurses were

2. How the facility will Identify other resid
affectad by tha same deficient practica.
Al residanis requiring a Foley catheter can be at risk from this deficient
practica found on 10/1/2015, Resident #1 was found lo have a Folay
catheler and the cathater was found Io not be secured In a manner to
provent rauma or dislodgament. A Inservice was providad io staff on
1071672015 (seo atlachment #3) conceming use of Foley Catheter /calf)
tecuras io prevent trauma and dislodgement. Tha inservica also
included a reminder to atways follow the plan of care when caning for
the residenis. A new flow shest was Implemeniad to ansurs that Foley
cathslers dre sacured on each shifl {see attachmant#4). Al

idents ware reviewsd that had catheters at time of survey for af total
ol 3 {including resident #1) with all noted 1o have their Folay Cathaters
sacurad as of 10/1/2015. The MDS coordinator will keep & log of al
k quiring a cath o the p of sacuring Foley

having the p o be

cathelers.
3. What Measures will be putinio place or systemic changes made to
ensurs that the deliciant practica will not recur.

An inservice was provided to staff on 10/16/2015 (see altachment #3)
concerning use of Foley Calheter /cath sacures to prevent rauma and
dislodgamenL Tha inservica also inclydad instruction 1o aiways follow
the plan of care when caring for the residents. A new flow shest was
implemantad ta ensure thai Folsy catheters are secured on aach shift
(see attachment # 4) . Daily rounds by nursing will aisc include checks
to ansure Foley catheters am d as care pl 1o pl
traurna and dislodg All resi wears d that had
cathetars at tima of survay for at total of 3 {inciuding resident #1)
with all noted 1o have their Foley cathsters secured as of 10/1/2015.
The MDS coordinator will keep a log of all resid g a

to monitor the practics of sscuring Folsy cathetars,
4. How tha fadility ptans to mocilor its performance to ensure that
solutions ara sustained.
A naw flow shesl was implemenlad ta snsure that Foley cathaters are
secured on sach shilt (ses attachment #4). The MDS coordinator
will keap a log of all reasidenis requiring a lo moniior the
praclics of securing Foley catheters. Weekly checka of all residents
requiring a foley cathaler will ba parfonmed by the MDS coordinator, or
Admi or in her ab . Of) rasidani: on the log to
ansure af residants thal require a Foley cathetsr have the cathalar
d a8 cane pl d. API will ba put in place Io monilor

the affacth of the hanges and lo re any nesd
for additional measures (o implemnanted 1o insure that the care plan ls
fallowsd and Folay cath are d as care pl d. API
monilor will be reporiad out wilh quarterly Pl masting for discussion ang

P forimp a8 neaded

WILL
IAMSON ARH SOUTH WILLIAMSON, KY 41503
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F 282 ' Continued From page 3 F 282
responsible to ensure staff was following
residents’ care plans. She further stated no
problems had been identified concemning staff not
| following care plans. | s
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315/ 1. Wnat comctve acton wil be for wose cesigenta | 10/20/2015

ss=0 | RESTORE BLADDER

Based on the resident’s comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract

| infections and to restore as much normal bladder
function as possible,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to ensure appropriate treatment and
services wera provided to prevent passible
injury/trauma of the urinary tract for one (1) of ten
(10) sampled residents (Resident #1). Facility
staff failed to ensure the urinary catheter was
secured for Resident #1.

The findings include:

Review of the "Foley Catheter” policy (dated
March 2009) revealed the catheter should be
properly secured after insertion to prevent
movement, disconnection, and/or trauma to the
urethral area.

found to have baen ali by the deficient p
On 10:4/2015 during state survey il was noted thal resicent #1 had a
Fotay Cather in usa lo promole wound healing of prassure ulcar o his
cocoyx. It was noled 1o thai the residents cathetsr was not secursd o
prevent trauma or dislodgement. Tha resident’s cathstar was secursd |
afler di y of tha deficient practice on 10/1/2012. Residenl #1 s
badriddsn and unable to ambulate. The resident requires Lotal care for
all ADL's. The dafective practica was nolad, [dentified and coraciad
for residant #1 on 10/1/2015. Stalf was in serviced ralated to need for
sacunng Folay cathetsrs o pravent irauma or dislodgment (aes
attachmenl #3). A new tracking shesl (sae attachmant #4) was
implsmanted Io include the tracking ol Foley catheisra secured to ba
parforrned with each shift. A order for Folay calheter f cath sacure was
added 1o admission crders (sea attachment #5).
2. How the facility will idenlify othar having the p I 1o be
affaciad by the same deficient praciics.
All quiring a Foley cath can be al risk from Lhia deficiant
practica found on 10/1/2015. Rasidant #1 was found ta have a Foley
catheter and the cathetsr was found ta not be secured in a manner lo
P t irmuma or dislodg Al was provided (o staffon |
101672015 (ase attachmani #3) conceming use of Foley Cathatar /eath|
secured lo pravent rauma and disiodgement. A new flow sheet was
implemeanied 1o ensure thal Foley cathatars ara secured on each shift
(see attachment # 4) . All residents were raviewed that had catheters
8l tma of survay for at total of 3 {including resident #1) wilh all noted to
have their Foley Calhaters secured as of 10/1/2015. The MDS
coondinalor will kaep a log of sl residents requiring a calheler to monitof
Lhe practics of securing Foley catheters.
3. What Maasures will ba putinta place or systemic changes made 1o
ensure that the deficlent practice will not recur.
| An inservice was provided to staff on 10/16/2015 {sea atlachment #3)
| concaming use of Folay Catheter /cath secures lo prevent irauma and
dislodgemeant. A new flow sheal was implamanied to snsure that Foley
catheiers ara sacured on aach shift (sas attachmant # 4) . Daily
rounds by nursing will aiso include checks to ensure Foley cathaters
are secured lo prevent rauma and dislodgament.  All residents were
reviewed thal had catheters at time of survey for at total of 3 {Inchuding
resident #1) with all noted to have their Foley Catheters secured as of
101112015, Tha MDS coordinator will keep & log of all rasidents
quiring a 1o itor the practica of ing Foley cathalars.
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F 315 | Continued From page 4 . F315| Fatscontinues .
Review of the medical record revealed the facility it g il L S S L
i i H H A flow sheel imglemented o thal Foley calhets:
admitted R§5|dept #1_ on 0§I28!1 5 v_mth diagnoses “;;:d :“m ':i;"m m':; vt ;:’;" - MngmM':;“’
of Traumatic Brain Injury with Craniotomy, will keep 2 log of 2/l residents requiring a cathetet to monitor the
q H f ica of ing Fol th Weskly chacks will be
Cereb@l SePﬂc .Embﬂh, and U':‘St,ageame_ performed on by the M;ys coominator, or A:minislmnr In her
Decubitus. Review of the admission Minimum b on residants Included on the log to enaure all residents that
i Fol thetar h th theter red o t tra
Data Set (MDS)_aPssessment dateq 09/09/15 m:]:w“ il p::: p;u popmsreiu il
revealed the facility assessed Resident #1 to of the procesa changea and 1o re svaluale ahy need lo additional
reguira the use of an indwelling urinary cath_eter monsr :’ug"fm':m;:";:r;ﬁ;";:”mm':fwmmm fpis
due to an unstageable pressure ulcer. Review of out with quarterly Pl maating for discussion for imp as
the comprehensive care plan dated 08/17/15 Wl

revealed the facility addressed the use of the
urinary catheter with interventions that included
providing catheter care each shift and as needed
and to secure the catheter and tubing
appropriately.

Catheter care was observed to be performed by
facility staff for Resident #1 on 09/30/15 at 3.55
PM. The catheter was attached to a bedside
drainage bag; however, the tubing was not
sacured to the resident's leg.

Interviews conducted with Certified Nurse Aides
{CNAs) #1 and #2 on 09/30/15 at 4:05 PM
revealed the CNAs had been trained to
anchor/secure the catheter tubing to the
resident's leg to prevent pulling/trauma to the
resident. However, both CNAs stated the tubing
was not usvally secured for residents who
required urinary catheters.

The Director of Nursing {DON) confirmed in an
interview conducted on 10/01/15 at 3:05 PM that
the urinary catheter tubing should be secured to
the resident's leg with tape or secure device to
prevent pulling and/or possible injury to the
resident. The DON stated random rounds were
made at least weekly 1o ensure resident care
needs were provided; however, the DON stated
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F 315 | Continued From page 5 F 315
she had not checked residents to ensure the
catheter tubing was secured appropriately "in a
while."
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K 000 | INITIAL COMMENTS K 000
Building: 01
Plan Approval: 1985
Survey under. NFPA 101 {2000 Edition)
Facility type: SNFINF
Type of structure: Type | (332) Protected :
| Smoke Compartments: Three '
[
Fire Alarm: Complete Fire alarm System
Sprinkler System: Complete Sprinkler System
(Wet) '
[
Generator: Type | Diesel and Type | Natural Gas.
Natural Gas was original and Diesel was installed |
in 1996,
A life safety code survey using 2786-S (Short
Form) was initiated and concluded on 09/30/15,
for compliance with Title 42, Code of Federal
Regulations, 483.70{(a) and found the facility not
to be in compliance with NFPA 101 Life Safety
Code, 2000 Edition. The facility is licensed for
thirty-five {35) beds with the census being |
twenty-five (25) on the day of the survey. ;
I
Deficiencies were identified during this survey at - 10/2/2015
T level, 1. What corractiva action will be plishad fot those residants fountd
to h been affected by the defici ctice.
K 062 | NFFA 101 LIFE SAFETY CODE STANDARD K 062 i i m:“w';::i‘ Praches. e noted that
SS=F aulomatic sprinkiers gauges has not been replaced or recalibrated since
Required automatic sprinkler systems are WW:_‘"- Th;v are Mt:t';tli l: m-m or 1;:*“;?5::" e:mv 5|
| cantinuously maintained in reliable operating et e e
| condition and are inspected and tested before and of survey (ses atiachmant #6)
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periodically.
9.7.5

19.7.6, 4.6.12, NFPA 13, NFPA 25,

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to ensure automatic
sprinkler systems were inspected according to
National Fire Protection Association (NFPA)
standards. The deficiency had the potential to
affect three (3} of three (3) smoke compariments,
thirty-five (35) residents, staff, and visitors,

The findings include:

Record review of the automatic sprinkler
inspection records on 09/30/15 at 1:31 PM, with
Maintenance Staff, revealed the last time the
gauges were replaced or recalibrated occurred on
03M1710. Interview with Maintenance Staff
revealed the gauges should have been replaced
or recalibrated and Maintenance Staff was unsure
why the outside contractor had not replaced or
recalibrated the gauges as required.

The Diractor of Nursing acknowledged the
findings during the exit conference.

Reference: NFPA 25 (1998 Edition).

2-3.2" Gauges. Gauges shall be replaced every
5 years or tested every 5 years by comparison
with a calibrated gauge. Gauges not accurate to
within 3 percent of the full scale shall be
recalibrated or replaced.

K082 Continued
2. How the (acility will idenlify other
affected by the same daficient practice.

having the p to be

All residents have the polenlial to be impactad by this deficient practice|
On 9130/2015 during |ife safety code Inspaction, it was noled that
autamalic sprinkisrs geuges has not been replaced of recalibrated
sinca 317/2010. They are reguired to be replaced or tested at lanst
avery 5years. Upon di y of thia deficient practh
SimplexGrinnell {contractor) was notified and all 8 gauges were
replaced on 10/1/2015 before end of survey (see attachment #6)

3. What Measures will ba putinio place or sysismic changes made to
ensure lhat the deficient practica will not recur.

On 10/172015 all & gauges were replaced by SimplexGrinnell (sea
atlachmant #5) io bring automatic sprinkler systam in compliance.
The review of the gauges was added lo the preventiva maintenanca
program speed shesl with reminders 10 nolify SimplexGrinnetl of need
for routine checks 2 months prior ko expiring an 10/1/2020 and as
needed for repair and genaral mainlenance nesded.

4. How the facility ptans to monitor its performance to ansure that
solutions are susiained.

The review of tha gauges wes added lo tha prevenlive mainienance
program spasd sheet with reminders to notify SimplaxGrinnell of need
fot routing checks 2 manths prior to expiring on 10/1/2020 and as
neadad for repair and general maintenance as needed. The
Maintsnance supervisor will monitor the pravenlive maintenance
program spead sheat and notify SimplaxGrinnell as needed for
inspeclion/rapairs and maintenance (o ansure thal checks are done at
rminimum of every 5 years for the gauges for autsmalic sprinkiers,
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