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F 000 INITIAL COMMENTS

AMENDED

A Recertification Survey was conducted 5/07/13
through 8/10/13, Deficiencies were clied with the
. highest Scope and Severity of a 'D".
F 241  483.15(a) DIGNITY AND RESPECT OF
88=0 | INDIVIDUALITY

; The facillty must promote care for residents in a
: manner and in an environmant that malntains or
. enhances each rgsldent's dignly and regpect in
~ full recognition of his or har individuality,

i

J

| This REQUIREMENT Is not met a8 evidenced
by:

. Based on observalion, interview and review of

- the facltity's policy, it was determined the faciilty

-falled to promote care for all resident's In a

‘manrer and In an environment that maintalned or

; enhances each rasidents digrity, for one (1) of

f twenty-five (25) sampled rasldent's (Resldent #3),

i Observation revealed staff failed to complately

| pull the resident’s privacy curlain and close the

. door {o the shared bathroom when performing a

. skin assessment.

The findings Include:

. Review of the facility's poiley, titled "Resident
Rights", not dated, revealad the regident had the
.right to parsonal privacy, which included
accommodations, medical treatment, and
personal care of the resident.

F 241 F 241 Dignity and Respect

= LPN #] was resducated by the
DON on 5/9 on the nesd 1o assure
cach residents privacy during ;
treatment and examination by i
closing doors and/or curtaing i

. completely. ‘

. - Resident # 3 (ADL score 15, BIMS |

' score 7 on 4/26/2013 MDS) waa
interviewed by the administrator on

‘ 5/9/2013 to ascartain weather she

! suffered adverse effects as a rasult

: of the privacy violation ag her R
heel was being trearad. Resident
wias unable to recall the event and
seemed to suffer no (Il effecig,

. = All direct caregivers ware
reeducated by the DON during the
week of 5/27/2013 on the need to
assure each rasidents privacy
during examination, treatment and

_ AD], care, :

+  Everyfesident of the facility could
be affectsd by the practice cited,

. Observation, on 05/09/13 at 10:00 AM, revaalad Continued ..,
LABORATOR‘\I" ORECTOR'S OR PROVIDE R'SLIPPLIER REPRESENTATIVE'S SIGNATURE TTLE - |X@) QATE
M/ﬂ;ﬂm ortae o trrevtedhaton ., e/ /13

Insittution may be exgused from carrecting providing it 16 delermined that

Any ée!‘pﬁiamy stalament ending with an aslensk ("ﬁemtes & gaficlency which the
other safeguards provida suMicient prolection o the patients. (See insiruetions.) Except for nursing homes, the findings siated akove are disclosable 80 days
ursing homes, the above findings and pians of correction are dlzciosabig 14

taftowing Lhe dale of survey whsther or not 8 pian of carractlon Is provided. For i
days foliowing he dale hese documants are made availabie 1o the faciity, If deficfencies are cited,

grogram particlpation.
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F 241 Continued From page 1 F 241 *P ) ¢ :
* when Licensed Practical Nurse (LPN) #1 was ~~ Allemployses are required to !
s performing a skin assessment for Rasldent #3, ' attend annual inservice education
the privacy curlain was not completaly closed and ) on residents rights mfﬂugﬂmg the i
the door leading to the shared bathroom was left - : right to privacy and dignity, :
opén. Further observation revealed the resident talking respactfully to the
in the room on the other side of the shared ‘ : residents, and assuring the
. bathroom, openad the bathroom door to wash . . residents are groomed as they :
" his/her hands, and was able to see Resident #3 ’ desire and appropriately dragsed, ,
; while the skin assessmen) was belng performed, ; ‘ This inservice will ha repeated to ,
; : all staffon 6/10/2013 and :
- Interview with LPN #1, on 05/09/13 at 11:15 AM, . 6/11,2013
revealed shev shm{ld have complately qlosed the : .~ Nurse Managers and supervisory
. Privacy curtain while performing the skin : : staff will monitor daily duri
» assessment for Resident #3. She further stated 5 J . Y h 2 dents’ |
 she did not want to contaminate the curtain when ; : rounds, assuring that each residents’ |
" she was golng to wash her hands; however, the | : privacy and dignity is respectad, :
Privacy curlain should have been completely talking respectfirlly to the :'
- closed to ensure the privacy of Resident #3. : residents, and assuring the i
! : ; residents are groomed as they :
" Interview with the Director of Nursing (DON), on - desire and appropriately dressed. ;
- 0610113 at 4:40 PM, revaaled when perfarming i - Staff members not providing :
{ carg for a residant, thelr privacy must be ; ; privacy or treating the resident with
! maintalned. She stated the privacy curtain for : ; dignity will be reeducated :
’ Resldent #3 should ha'wa been completaly cioged ' immediately by the nurse manager
to eln:itfre the resident's privacy and dignity were or supervisory staff member ;
- maintained. ; . making the observation. :
Interview with the Administrator, on 05/10/13 al :
" 4:45 PM, revealed when providing care for a ! . .
resident, thelr privacy must be maintained at all - *  Note- The undated policy referred
times. She stated the privacy curtain was only : f to is found in the nursing policy
open enough for the nurse to walk through so she . and procedure manval, This mamzal
could wash her hands without contaminating the ! is updated as needed, reviewed, and
Curtain; however, by the curtaln not being * Approved by the Medical Diractor,
completely closed and the daor to the shared . DON and LNHA on an annual
bathroom belng open, Resident #3's privacy was \ basis. .
- not malntained during the skin assessment. : Completion Date 05/31/2013
F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO . Fasp ‘_
Even 10 HREE 11. Fagitity 1: 100055 If continugilon sheat Pege Z20f 18
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55«01 PARTICIPATE PLANNING CARE-REVISE Cp

i The residant has tha right, unfess adjudged

1 Incompetent or otherwise found to be

! incapachtated under the laws of the Slate, to
participate In planning care and treatment or

- changes In tare and treatment.

A comprahensive care plan must be developed
. Within 7 days after the completion of the
_comprehensive assasamant; prepared by an
" Interdisciplinary team, that includes the attending
| physiclan, # raglsterad nurse with responsibillty
for the resident, and othar appropriate staff In )
' disciplines as determinad by the resldent'’s neads,
" and, to the extent practicable, the partlclpation of
the resident, the resident's family or the resident's
" legal representatlve; and perlodically reviewed
- and revised by a team of qualified persons after
i 8ACh assassment.

i
[

C by

F Basad on interview, record review and review of .
the facility's poticy, it was determined the faciity

. falled to ensure the Comprehensive Care Plan

, was revised for one (1) of twenty-five {25) .

! sampled residents (Resident #4). Resident #4's
Nutritlon Care Plan-was not revised to inchude
current inlerventions and supplemenls. Residant
#4's care plan was also not revised to include the
resldent’s psychiatric diagnosis and risks ‘

, ass0¢lated with the use of psychotropic

; This REQUIREMENT s not met as evidenced '

F 280 F-280 Care Planning/Revision

Resident # 4’s nutritional care plan
has been revised (attachment
I F280 #1 /N192 #1)
© - Resident # 4 also has a psychoactive drug
' care plan added addressing the use(s) of
 antidepressant and antianxisty
' medications (antachment

F-280 #2/N192 #2)
! - All residents prescribed a psychoactive
' drug have heen reviswed to assure a
i psychosctivs care plan is in place
The unit managers have been and will
continue to be responsible for the daily
updates to the care plans as orders or the
residents condition changes, A meeting
was held by the clinical coordinator with
the unit managers and MDS nuzses on
! May 15® directing them to assure that
psychoactive drug and al] riggered areas
are easily identifiable in the focns
heading, all goals are measurable and
interventions reasonable and thorough
All care plans are being converted
to electronic format. This procsss will be
complete by the end of July. The MDS&
nurse will continue doing an extensive
review/revision of each residents care
plan as their OBRA assessments are
+ done. The unit managers will ba
responsible for inftiating new care plans
as needed and the day-to-day updates of
the care plans as orders/situations occur.
On the psychoactive drug and nutritional
care plans, the class of drug (i.e.
antidepressant, appetite stimy lant,

L
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medications, L . . i
; antianxisty, vitamin) will be noted on the
The findings include: care plan, A change in the dose or 5
: frequency will be attached (o the cars .
Review of the facility's policy titled, "Nursing plan via & care plan Progress note for
. Comprehensive Care Plan", undated, revealed those already in electronic format, and s
" the comprehensive care plan would include itams : written update for those not yet !
| O services ordered, or ta be provided. The policy - converted, The RD is on site every g
| stated the plan of care wasg d.emgned e} maintain : : Monday-Wednesday and every other :
! the resident or 233ist the resident to attain his/her © Friday. She will be responsible for the
highest potential possible, The pa!llcy afsp gtaled | updates to the nutritiona] POC, with the ;
| the care ptan was pre;}ared_by an interdisciplinary . exception of every other Friday she is not |
: team of health care professionats and each ‘ . \ !
i ot : ; here. The unit managars will update the |
- resident's care plan was updated based on the e ) ceded during that 5
target dates usad for each goal by the eta‘ry oare pan as needed during that :
- Interdisciplinary team, , day interval every 2 weeks
Ravlew of Resldent #4's record revealed the 3 + Monitoring will occur viaabi-weskly |
facllity re-admitted the resident, on 12/G3/12, with . . audit of 3 residents per unit who have i
diagnosis which inciudad Atherosclerosls, Renal . changes to or orders for a psychoactive l:
Failure, Hypertension, Congestive Heart Faijure, ; © drug, and for 3 residents Per unit who !
- Larotld Stenosis, Muscle Weakness, and I i have had changss to or orders for
: Sincatrial Node Dysfunction. i . supplements, appetite stimulant sto,
; ) . . i 1 These audits will be done by the clinical
+ Review of Resident #4's Nutrllioanare Plan, ' coordinator and the Registered Distitian.
i dated 01/08/13, reveaied the facility ha ' : :
i | ! ! . Genersl care plan audits for updated ;
: determined Resident #4 was at risk foraltered i : ; :
nutritional status and had experienced significant ordefs (3 per unit per month) will !
weight loss | continue to be done by the clinjeal
' ) coordinator byt the frequency will
 Review of the quarterly Minimum Data Set (MDs) - Increase to every month for at least 2
| Assessment, dated 03/20/13, revealed the facility  months (attachments F280 # 3&4 /N192
- @ssessed Resident #4 to have 3 Brief Interview of . #3&4) Results of these audits will be
. Mental Status (BIMS) score of fiftesn {15) which © reviewed in the monthly QA mesting
indlcated the rasident was cognitively intact. 7/9/2013, The frequency of ongoing
Review of the Swallowing/Nutritional Statug audits will be discussed/determined at
section of the MDS revealed Resident #4 nad that time
experienced significant weight loss dguring the Completion date ~ 5/29/2013 ]
Evam ID: H%EE 11 Facility IR 400055 I coniinuation sheel Page 4 of 18
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£ 280 Continued From page 4
review period.

' Review of Resldent #4's Physician's Orders

* #4 to receive a mulllvitarmin daily as a vitamin
supplement, Resident #4 was orderad to be
welghed atleast weekly, on 02/19/13. An

. indicated Resident #4 was to be admintstergd
Remeron 30 miligrams (mgs) nightly for
depressfon/appetite. Ravigw of a Physician's
Progress Note, dated 04/04/1 3, revealed

 to depression and decregsed appetlits.

on the care plan was, dated 03/26/1 3.
interventlons on this care planincludad an
appetite sttmulant Remeron 15 mgto be
adminlstered nightly, zngd weights were to be
obtained monthly. Discontinued Interventions
- listed on the Care Plan inciuded the use of a
" muitivitamin,

CNAs,

- stimutant/anti-depressant and a muitivitamin

related to his/her nutritional status, LN #1

‘ revealed an order dated 12/03/12, for Resident

additional order was noted, dated 04/04/13, which

Resident #4 was administered Reameron relatag

" Interview with Certified Nursing Assistant (CNA)

- #2,0n 05/09/13 at 10:40 AM, revealed Resident
#4 had experienced weight foss over the past few -
- months, and weekly welghts were obtalned by the

every moming as a distary supplement. LPN #
also reported Resident #4 was welghed weakly

Continued review of Resldent #4's Nutrition Care
Plan, revealed the most current goal date listed

. Interview with Licensed Practical Nurse (LPNJ#1
. @n 05/10/13 at 11:45 AM, revealad Resident #4
receivad Remeron 30 mg nightly as an appetits

F 280
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F 280 Continued From page &
stated new or discontinued Physician's Orders
- were reviewed daily by the Unit Managers and
they were responsible for updating the care plans
" with the new orders..

interview with Unit Manager #1, on 05/10/13 at
1:28 PM, revealed the Dietician was responsible
for Lipdating Nutrition Care Plans, but the Unit
Managers updated other plans of care as needed

- on a dally basly. After review of Resident #d's

" Nutrition Care Plan, Unlt Manager #1 stated the

' Remeron dogage listed on the plan of care wag

; Incorrect. In addition, the Unit Martager stated

i Resldent #4 was weighted weekly Instead of

i monthly as indicated on the Nutrition Care Plan.

!"The Unit Manager reported Resident #4 also

' raceived multivitaming which were marked as

- discontinued on the current Nutrition Care Plan,

! interview with MDS Nurse #1 and MDS Nurse #2,

fon 06/10/13 at 2 PM, revealed the Dletlcian was

- responsible for reviging the Nutrition Care Flan.

" The MD8 Nurses reported they wera unsure how

, often nutrition care plans were audited for

~accuracy, but stated the Dietician vigited the

. facllity two (2) or three (3) days per weak, Tha
MDS Nurses reported updates to care piang were
completed during the quarterly, annual or
significant change MDS assessments by the

“MDS Nurses, Howaver, the Unit Managers wera

_responsible to update the care plans on 2 daily
basts based on daily order changes.

Interview with the Reglsterad Diefician, on
05/10/13 at 2:45 PM, revealed she was
responsible for updating the Nutrition Care Plans.
The Dietician reportad she did not update the
care plans on an ongoing basis, but conducted

|

STATEMENT OF DEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE BURVEY
ANQ PLAM OF CORRECTION IDENTIFICATIQN NUMPER: A BUILOING COMPLETED
185058 e WING 05/10/2013
1 NAME OF PROVIDER OR SUPPLIER BTREET AQORE$S, CITY. STATE, ZiP CODE
120 MAIN STREET
CONVALESCENT CENTER
BAPTIST N NT GENT NEWFORT, KY 41071

{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIQER'S PLAN OF CORRECTION . X5
PREFIX (EACH DEFICIENCY MUST BF PRECEOED B FULL PREFIX |EACH CORRECTIVE ACTION SHOULD 8E . FOMPLETION

TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE . DATE
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F 280
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F 280 Continued From page 8
. updates to care plans once per quarter "unless
! something major changed". The Distician

¢ & change in the resident's medication or
. supplement. The Dietician reporied she did not

. Nutritlon Care Plan was conducted, but stated I
the goai date was 03/26/13, then the care plan

sure how the needed revisions to Resident #4's
' Nutrition Care Plan was not completed.

intervigw with the Director of Nursing JOQN), on
05/10/13 at 4:40 PM, revealed the Dlatician was
responsible for updating Mutrition Gare Plans on
an ongoing basis. The DON stated care plans

diagnosls which included Atherosclerosis, Renal
- Failure, Hypertenslon, Congestive Hear EFallure,
Carotid Stenosis, Muscle Weakness, and
- Sinoatriat Nade Dysfunciion.

Mental Status (BIMS) score of fifteen (15) which
indicated the resident was cognitively intact.
Review of the section | (Active Dilagnosis) of the
MDS revealed Resident #4 did not have a
diagnosls of Anxiaty, Depression, of Mood
Disorder at the tima of the assessment,

Review of Rasident #4's Physician's Orders

mgs every four (4) hours as needed for Anxjety.

L

(X4) 10 SUMMARY STATEMENT OF OEFICIENCIES o PROVIZER'S PLAN QF CORRECTION )
PREFIX (EACH OEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULQ BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)} TAG CROSS-REFERENCED TQ THE APPROBRIATE DATE
OEFICIENCY)
F 280

. reparted an example of a major change included
remember when the last update of Resident #4's

" was past due for.a revision. The Dietlclan wag not

shouid be current, 50 ordered care was followed.

. 2) Review of Resident #4's record revealed the (
- facility re-admitted the rasident, on 12/03/12, with

Review of the quarterly Minimum Data Set {MDS)
Asgessment, dated 03/20/13, revesled the facility : i
assessed Resldent #4 to have a Brief Interview of ' ;

revealed an order, dated 04/04413, for Ativan 0.5

FORM CMS-256 U299 Previous Varsions Obacisja
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" Another order, written 04/04/13. revealed
Resident #4 recsived Remeron 30 mg al bedtime .
for Deprasslon,

Review of a Physician's Progress Note, dated
04/04/13, revealed Resldent #4 was seen by the
Physician due to anxipusness. The Physician
‘ diagnosed Resldent #4 with Anxiety and ordered '
Ativan to begin. The note also Indicated Resident .
| #4 was diagnozed with Depression, and an order
- was written for Remeron to be Increased related !
o signs and symptoms of Depression. :
l Revlew of Resident #4's Comprehensive Plan of i
| Gare revealed he/she did not have a care plan |
: that addressed the Resldeni's psychiatric '
' conditions {Depression/Anxlaty) and needs
i related to thase conditions. There was also no
| psychiatric drug care plan. to alert staff to manltar
[ for side effects of psychiatric medications such as
| Ativan and Remsron. The use of Remeron as a
} Nutritional supplement was included on the
! Nutrition Care Plan, howaver the dosage was
! listed a8 15 mgs instead of the 30 mygs. Remeron
} was also listed as an intervention on the Inscmnia
| Care Plan, which was not the dlagnosis for uge.
i Yet, thare was no care plan addressing the use of
 Remeron as an anti-depressant. In addition, the
» use of Atlvan was listed as a risk factor for falls
- on the Fall Care Pian, but was not included in the
plan of care as an intervention to help with

" Anxiaty,

Interview with Licensed Practical Nurse (LPN) #1,
on 05/10/13 at 11:45 AM, revezied floor nurses

did not create or revise care plans. LPN #1 stated
the Unit Managers updated the care plans on g
daily basls after reviewing Physiclan's Order from :

]
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| the previous day.

" Interview with Unit Manager #1, on 05/10/13 at
- 1:28 PM, revesled the MDS Nurses or the Unit
Managers were respongible for creating or
updating care plans as needed. Unit Manager #1
_reported the MD3S Nurses audlted the care plans
. Guartarly durlng the MDS assessment window.
- Unit Manager #1 stated she had updated
' Resldent #4's Comprehensive Plan of Care to
“include the use of psychiatric medications. Unit
- Manager #1 stated she added the use of
Remeron to Resident #4's Insomnia Care Plan :
- due ta Anxiety at nighl. Furthermore, Linit ;
. Manager #1 stated Resident #4 did not need &
mood care plan related to Anxlety or Depression
- because the dlagnosls "doss not offset daily
Miving". As for the Ativan, Unit Manager #1 stated :
t she had added the medicatlon as a risk for falls
! on the falls care pian. She stated there was no
i need for a specific psychlatric medication care
i Plan because floor nurses monitor for side effects |
. on all medications.

i Interview with MDS Nurse #1 and MDS Nurse #1,

on 05/10/13 at 2 PM, revealed the Unit Managers
were responsible for revising care plans on a
daily basis. The MDS Nurses reported Unit
Managers initiated new care plans as needed,
The MDS Nurses reported they were responsible
for updating care plans during MDS assessments
which wasg at least quarterly,

Interview with the DON, on 05/10/13 at 4:4p PM,
revealed Unit Managers were responsible for
updating ¢are plans on an ongoing basis. The
DON stated care plans shoudd be current, so
orderad care was provided. The DON reporied

j
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Resident #4 was prescribed Remeron related to '
_Depresslon and decreased appetite, but stated ! .
" the madication was included as an Intervention !
- on the Insomnla Care Plan due to Remeron '
" helping with sleep as well. The DON also

- reportad Resident #4 was ordered Ativan related

" to Anxlety, but stated she was not sure if &
psychiatric medication or mood cara pian was

. needed. The DON was unsure what systems

' were in place 10 ensure psychistric medications

tand psychlatric diagnosis were care plannad

i when initiated after an MDS assessment had

{ passed.
F 315, 483.25(d) NO CATHETER, PREVENT UTi,

SSml) ; RESTORE BLADDER

: Based on the resident’s comprehensive

+ assessment, the facillty must ensure that a

! resident who enters the facility without an

; Indwelling catheter is not catheterlzed unless the

. resident's dinical condltlon demonstrates that

! cathelerization wag necassary, and a ragldent

| who Is Incontinent of bladder receives appropriate
< treatrnent and services (o prevent urinary tract
+infections and to restore as much normal biadder

function as posgible.

: This REQUIREMENT is not met as evidenced

by:

_ Based on observation, Interview, record review
and review of the faclity's polley, it was
determined the facility falled to provide
appropriate treatment and services to prevent
Urinary Tract tnfections (UTI's) reiated to
Improper Infection coritrol techriiques durlng
Urinary Catheter care for ( 1) of twenty-five (25)
sampied residents (Resident 81 )

F 315 F315 Prevent UT] :

!+ LPN #5 was reeducated by the

! DON on the facilities catheter care

policy on 5/9/2013, Z

Resident #1 has subsequently '

(beginning 5/9) had pericare/cath

care preformed following the

; facility policy for catheter care. She

! has had no further indicators of

: potential mfection. Her physician ig

aware of the procedural srror and

no new orders were given,

As stated in the CAUTI guidelines

and referenced in the survey

{ manual, “most residents with

! indwelling catheter for greater than
seven days will have bacturermia,
The nursing staff has and will
continue to monitor all incontinent
residents or those with an
indwelling catheter for any
signs/symptoms of infection ,

Continued .....
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Resident #1 had a History of UTI's and :
obsarvatlon of Urinary care for this resldent ' -
reveated poor Infectlon controi technigue,

Ali nurses were reeducated by the
DON with demonstration on the
facilities catheter care policy. This
took place the week of May 27 to

" The findings Include:

\ I". {
Review of the facllity's “Foley Gatheter Care” ﬁ?éi, A’s were reeducated by the i
; Pollcy, revised 06/25/08, revealed the DON with retuen demonstration on il
: catheter/meantai junction was a significant portal catheter care and male and female i
: of enty for bact_ena into the urinary tract, ' \ This took place the wesk |
| potentialiy causing urinary tract infections. The , pen care, W P 1 :
j protacol Included; starting at the catheter-meatal | (‘;;ngnizt ;,"3’1‘?3’; AN 14
 junction, wash tubing, tabla for women and . N144 # 182) i

. mealtus, using friction and a cireular motlon work
: Outward toward the surrounding perineum. .
" Always work from the srea of least contaminated

to more contaminated and always work front to -

~  All residents with catheters or
incontinence could bs affected,
Pericare 1z and will continue to be

back, clean the catheter from the meatus down at ' . observed routinely during the ,
least four (4) inches, rinse area with clsan warm . course of each shift by the nurses in: !
water and pat dry. ; : charge of each unit. I

‘ - failure to follow i
Review of Resident #1's medical record revealad X ! f‘:ﬂl?{{;m;’;ﬁﬁ; is subject to :
dlagneses which included Senlle Dementia, discipline up to and including |
Chronic Kidney Disease, Neurogenic Bladder and ‘ termination !
Urinary Tract Infections. Review of the ; "
Com prehensive Plan of Care, dated 08/03/12,

- A catheter care audit will bs done

revealed Resident #1 had an irctwedling Urinary
Catheter related to tha dlagnosis of Neurogenlc
: Bladder, The goal stated the resldent would

monthly by the unit managers.
This audit encompasses all of the

_remain free from LTI complications, and would , elements from the catheter care '

“remaln free from any complications related to the - ' policy especially focusing on :
use of the Catheter. The Interventions included: cleaning from the meatus down the
staff to provide Incontinence ) catheter 4 inches and using a new
care/peri-care/Catheter Care per facility protocal. _ ; area of the cloth if more than one
Review of tha Quarterly Minimum Data Set pass is needed. (attachment F 315,
(MDS) Assessment, dated 04/12/13, revealed the F 441/N214 N, 144 #3)
facility assessed the resident as having a Brief ’
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Interview for Mental Status (BIMS) of a thirteen
{13) out of fifteen (15). Further review revealed
the facility assessed the resldent as having an
indwelllng catheter, and having a UT| in the past
thirty (30} days,

" Further review of the medical record revealed a
urine specimen was collected on 02/28/13 and
the results were reported on 0303/12 as
Pseudomonag Aeruginosa and Providancla
stuartll, New Physiclan's Orders were received ;
@n 03/03/13 for Bactrim DS (antibiotic o
medicationjtwice a day for five days and Levaguin !

- 790 milligrams (myg's) (antiblotic medication) for !
five days for a UTI, ;

" A urine specimen was collected on 04/1 7/13 and
the resuits were reported on 04/19/13 as Proteus

- Mirabilis. New Physictan's Orders were received

‘on Q4/19/13 for Bactrim DS every twelve (12)

: hours for a UTiI.

A urine gpacimen was collected on 05/08/13 and !
+ the results were reported on 05/08/13 as bacteria |
which was TNTC (too numerous to count}, New |
. Physlcian's Orders were received on 05/08/13 for |
: Clpro 250 mg's (antibiotic medlcation) every 12
hours retated to the resuits of the urinaiysis,

" Observation, on 05/08/13 at 11:30 AM, of

; indwelling urinary catheter care for Resident #1,
ravaaled Licensed Practical Nurse(LPN) #5

" performed pericare, and then uging a naw wat

; wash dloth cleansed the Urinary Cathetey tubing

" from meatus down, The LPN, than using the
same wash cloth and ciesned the tubing towards
the meatus. Further observatlon revealed the
LPN dried the fubing back and forth from meatus

FORI4 CWMB-2857(07-89) Previous Varsions Chepiate Evenl IOt HREE

(%2} MULTIPLE CONSTRUCTION {x3) OATE SURVEY
A. BULOING COMPLETED
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The audit will involve four
residents with catheters. Audit
results will be reviewed/analyzed in
the August QA meeting. The
frequency of furthar sudits will be
determined at that time.
Completion Date 05/31/2013
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- down, and then towards the meatus.
Interview with LEN #5, on 08/09/13 at 11:35 AM, '
; revealed the nurse did not realize it was an
infection contral issue to wipe the Urinary
~ Catheter tubing in both directions, once she had
cleansed the tubing from meatus down.

. Imerview with the Director of Nursing (OGN, on
: 05/10/13 at 5:30 PM, revealed the Foley Catheter .
- tublng should only be cleansed in one direction,
i from meatus downward.
F 441 483.85 INFECTION CONTROL, PREVENT
55=0 | SPREAD, LINENS

,, The facillty must establish and maintain an

: Infection Control Program deslgned to provide a
safe, sanitary and comiortable environment and

- to help prevent the development and trangmission -

of disease and Infection.

. (&} infection Conlirol Program
- The facifity must establish an Infection Control
: Program under which it -

(1) Investigates, controls, and prevents Infactions '
" in the facility;
' (2) Decides what procedures, such as Isolation,

- should be applied to an individyual resident, and
: (3) Maintains a record of incidents and corractive
+ acttons related 1o infections.

(B} Preventing Spread of Infection

(1) When the Infection Control Frogram

determines that a resldent needs isolation to

. prevent the spread of infection, the faclity must

; isolate the resident.

- (2} The facility must prohibit employses with a
communicable disgase or infacted skin lesions

(s ! SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIQER'S PLAN OF CORRECTION X5
PREFIX [EACH OEFICIENCY MUST BE PRECEDEQ BY FiAL PREEIX {EACH CORRECTIVE ACTION SHOULD BE , COMPLETIDN
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QEFICIENCY) )
F315

F441  F441 Infection Control

= LPN#5 was reeducated by the
DON on the fucilities catheter care :
' pelicy on 3/8/2013. ;
* Resident #1 has subsequently ;
: (beginning 5/9) had pericare/cath
care preformed following the
facility policy for catheter care. She
has had no fiuther indicators of
: potential infection.

- Regident #1 has had no finther
symptoms of UTI and no evidence
of a wound infection. Her physician
is aware of the procedural errors
and no new orders were given,

- All nurses were reeducated during
the week of May 27% to May 31%
with demonstration on the facilities

catheter care policy.
(Attachment F 315, F 441/N214
N144 #1 & #2)
; Continued. .,
Faciity 10: 100055 If conlinuation sheel Page 13 of I8
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F 441 . Continued From page 13 F441" F441 Infaction Control cont.
from direct contact with residents or their food, if ‘
. direct contact will transmit the disease. . = LPN#7 was reeducated by the :
' DON on the facility policy for |

: (3) The facility must require staff 1o wash thelr

' hands after aach direct resident contact for which
. hand washing is Indicated by accepted

1 professional practice.

{c} Linens
. Personnel must handte, store, process and
; fransport linens so as to prevent the spread of

¢ infection.

!

I 'This REQUIREMENT Is not met as evidenced
by _

Based on observation, interview, record review,
and review of faciity's pollcies, It was determined ;
the facility failad to establish and maintain an '

: indection Control Program deslgned to provide 2

: safe, sanitary and comfortable environment to '
help prevent the development and transmission
of disease and infection for two (2) of twenty-five
(25) sampled residents (Resldents #1 and #8).

. Observation of indwetling urinary catheter care for -
Reslident #1 revealed poor infection controi
tachnique

Qbservation of dressing changes for Rasident #1
and #8 ravealed poor infection cantrol technique,
In addition, bread and crackers were not properly :'
gealed and stored in the food cabinel in the :
medication room on the: fourth floor,

Tha findings include:

Clean Dressing Change Technique
{APIC infection control manual —
! Section G nursing policies, page
= (310) by the DON on May 9%,
- Resident #8 Did not and has not i
: shown any signs or symptoms of i
i infection related to the dressing i
H change noted. The physician is '
: aware of the procedural ervor and f
no new orders were noted, !
t

- All residents with a catheter or
wound could be affected by the
cxamples noted in the SOD,

- The facility maintains an active L
Infection Prevention and Contro] :
program, Inservices are mandatory i
for all employees each year
including but not limited to hand
Washing, isolation precautions,
disease fransmission, cleaning
protecols, food prep and TB. A
review of these standards will be :
given to all nursing staff on ;
6/10/2013 and 6/11/2013. The
facility also maintains active
surveillance to investigate and
prevent to the extent possible the
onset and spread of infeetion, This
program is currently run by the

. DON.

Continued. ..
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!

1. Review of the facility's "Foley Catheter Care”
Policy, ravised 08/25/09, revealad the

- cathetsr/meatal Junction was a significant portal
of entry for bacteria into the urinary tract,

~ potentially causing urinary tract infections. The

.~ Aspart of her daily rounds, the _
wournd nurse will be responsible for
observing wound care provided by X
the staff nurses and correcting

' protocol included: starting at the catheter-meatal i procedural errors, providing i
junction, wash tubing, labia for women and : reeducation as indicated. :
meatus, using friction and a circular motion work - Acatheter care audit will be done
outward toward the surrounding perineum. ' Monthly by the unit manugers, :

- Always work from the area of least contaminated f (attachment ¥ 315, F :

- fo more contaminated and always work frontto ' 441/N214 N144 #3) !

. back, dean the catheter from the meatus down at ! ! The audit will involve four !
least four (4) inches, rinse area with ciean warm | ' : . !

- water and pat dry. ! ' remdmts.with catheters. Audit ‘ i

: ; results will be reviewsd/analyzed in =
Observation, on 05/09/13 at 11:3¢ AM, of Urinary | the August QA meeting. The

frequency of further audits will be |

Catheter Cars for Resident #1, revealsd Licensed |
. Practical Nurse (LPN) #5 performed perineal
© care, and then using a new wet wagh cloth
. cleansed the Catheter tubing from meatus down,
The LPN, then using the same wash cloth
- ¢leaned the tubing towards the meatus.

determined st that time.

« A Clean Dressing Change audit
will be done by the wound nurse on '
one resident per unit sach month :

, Continued observation revealed the LPN dried
 the ubing back and forth from meatus down, and | for two months (attachment F ;
then towards the mealus, ' 441/N144 #4). The results of thege ]
: _' audits will be reviewed in the :
Interview with LPN #5 at 11:35 AM revealed she . August QA meeting. The frequency
did not realize It was an Infection controf issue to of future audits will be determined :
wipe the Catheter tubing in both directiong, once at that time. :
she had cleansed the wbing from meatus down. LAl facility staff have been :
: . . i reminded of the need to date food :
Interview with the Director of Nursing (DQN), on items and kesp them separate. Unit
05/10/13 at 5:30 PM, revegled the Urinary charge nurses and dietary staff :
Catheter should only be cleansad in one ge .tary
A respongible for stocking the floors
direction, from meatus downward, . . L
, will be responsible for monitoring
2. Review of the facility "Procedure for Clean i for compliance
| Dressing Technique' from the Irfection Control | ) Completion date 05/31/2013
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* Manual for Long Term Care Facilities, undated.
revesled the procedure for a dressing change
inciuded; wash hands, remove oid dressing,
remove gloves, wasgh hands, apply clean gloves,

* cleanse the wound, measure the wound, remove

- gloves, wash hands, apply any medication
ordered and dress wound.

Observation of a dressing change for Resident
#8, on 05/08/13 from 10:20 AM until 11:10 AM,
ravealed LPN #7 cieansed the resident's COCCyX
wound with Normal Saling, dried the area with g
qusze pad, and measured the wound. The nurse |
then plcked up & box of Santyl and took the tube |
out of the box using her soiled gloves and applied
' the Santyl to the wound with 3 cotton applicator.

" LPN #7 then removed the soiled gloves and
washed her hands. Interview with LPN #7 st the :

- ime of the dressing change confirmad the Santyl -

i was kept In the treatment cart. :

. 3. Observation of a dressing change for Resident,
#1 on 05/09/13 from 10:00 AM until 10:30 AM i
revealed LPN #7 removed the soilad dressing
from the resident's coccyx wound, and without _
washing hands, donned new gioves and ¢ieansed !
the wound with a spray bottie of Wound Cleanser, :
applied the Alginate Wound Dressing and Foam
Drassing, and washed her hands. interview with
LPN #7 during the dressing change confirmed the
Wound Cleanser was kept in the treatment cart, '

Interview, on 05/09/13 at 10:30 AM, with LE'N #7,
revealed zhe should have washed her hands
after removing the soiled dressings from both
Resident #1 and Resident #8, prior to cleansing
the wounds. She stated she could see how the
supplies could be contaminaled i handiing them
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after rernoving a solied dressing, aven if the
soiled gloves were removed,

~Interview with the DON, on 05/10/13 at 3:30 FM,

‘ revealed staff should wash hands after removing

a soiled dressing and prior to deansing a wound,

She indicated the treatmant supplies and .

- medications used would be contaminated if they

; were handled with solled gloves or with hands
that had not been washed after removing sollad

"ploves,

4. Review of the facility's policy tifled "Sterage
Guidelines", dated 02/2011, revealed 2il food

- items must have the products name and date it
was preparad, and discarded within forty-sight
(48) hours after it was prepared.

Observation, on 05/08/13 at 0:45 AM, revealed !
two (2) opened and undatad Ioaves of white !

. bread, and & package of saltines crackers which !
was opened, and not properly sealed leaving the |
saltine crackers exposed, and the package was !
et dated, in a cabinet in the medication room on

: the fourth floor. Further obs etvation revealed,

- both of the loaves of bread were grey in color and
appearad to be dry. :

* Interview with LPN ¥#3, on 05/08/13 at 10:00 AM,
revealad the ioaves of bread had come up from

" the kitchen and should have been dated. She
further stated she did not know who had opened

 the package of salting crackers but those ghould
have been dated after they wers opened and

* properly sealed so the crackers were not

" exposed,

¢ Interview with the Unit Manger, on 05/08/13 at

F 441
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9:45 AM, revealed the loaves of bread should
have been dated when they were sent up to the
. unit fram the Kitchen end the saltine crackers
. should have been dated and sealed so the
crackers were not exposed,

" Interview with the Administrator, on 05/10/14 at
5140 PM, revaaled the loaves of bread should

i have been dated when they were sent from the

. kitchen. She stated the faclity did not have a

! pollcy related to food items in the medication ;
rooms; however, they should have all been dated |

i and gealad to prevent exposure of the food items. ;

]
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NAME OF PROVIDER OR SUPPLIER STREETAUDRESE, CITY, STATE, ZIP COLE
: : 120 MAIN STREET

BAPTIST CONVALESCENT CENTER o
RRENE NEWFORT, KY 41071
(X410 BUMMARY STATEMENT OF DEFICIENG IES T PROVIDER'S PLAN OF CORRECTION Ty
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATRRY OR LEC IDENTIFYING INFORMATION) ) TAG : CROS5-REFERENCED TO THE APPROPRIATE . DATE
i _ ! DEFICIENCY) i
T : :

]
K000 INITIAL COMMENTS : K0ooi :

,' CFR: 42 CFR 483.70(a) | |
Building: 01 ' !
! Survey under: NFPA 101 (2000 Edltion) |
Plan gpproval 1948, 1967, 1689 : i

| Facity iype: SNFINF

Type of structure: Type | fire resistive i
{ construction :

i i

]

" 8moke Compartment: forty eight (48) ;

 Fire Alarm: Complete Fire alarm
A Building: Smoke detectors in rasidenl !

rooms! Heat detectors in corridors ‘
B Bullding: Smoke detaclors In resident f

f rooms/ Heat detectors in corridors ; .
C Bullding: Single station Smoke i

Detsctors In resident rooms/ Smoke detectors ii

i in corridors. ! ]
: Sprinkler System: Completa sprinkler systam 5 ? i
(wet) |
i :

Genarator: A Bullding: Dlesel Installed 18389 - | )
C Bulding: Dlese! installad 1989 f ; |

S Rp—

Astandard LIfe Safely Code survey was :

conducted on 0S/08/13, Baptist Convalescent | | :

* Center was found to not be In compllance with : !

the requirements for participation In Medicara and | . :

Medicald. The census on the day of the survey F i
was one hundred sixty three (163). The fecilityis |

" llcensed for one hundred sixty seven (167), :

j i
TITLE (X8) DATE

LABORATORY,DIRECTOR'S OR FROVIIER/S UPPLIER REPRESENTATIVE S SIGNATURE
c::’émom- Qﬂ%w@p N %’W S/ 3LT

)
Any defidency stalamanl snding wih an af{aﬁsﬁ‘) denioles a deiic/ancy which the Insliiution may be excused from correcting providing 't 1s datesired that
othwr nefeguards provide sufficient prolection  1he petients. {See instructions.) Exeep! for nursing homes, the findings stated above are disclossble 90 deys
following ihe date of survey whether orniol a plan of carrection |3 previded. For nursing homes, the sbove Irdings and plans of eorection gra disclosabie 14
days foliowing the date these documents are made avaliable to tha facliity. If deficlencies sre ciled, an approvad plan of comaction |s requishte 1 continusd

program participation,
JI; ;,ontlnuaﬂon sheat Page 1of 3
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' Kozr: ‘

K 027 NFPA 101 LIFE SAFETY CODE-STANDARD

SSm»D :
Door openings In smoke barrars have at leasta |

20-minute fire proteclion rating or are al legs|
| 1%-Inch Thick solld bonded wood core, Non-raled ;
* protective plates thal do not exceed 48 inches !
from the bottom of the door are permittad,

| Horizontat sliding doors comply with 7.2,1.14. :

' Doors are golf-closing or aulomalle closing in !
gcoordance wilh 19.2.2.2 8. Swinging doors are

i nol required to swing wilh ecress and positve |

: latching is not required, 18.3.7.5, 19.3.7.8,
19.3.7.7

i This STANDARD s not mel as svidencad by: ,'
| Basad on observation and Interview, It was :

determined thea facillty falled to ensure doors
 localed In smoke barriers, were malnlained f
[ according to Natlonal Fire Protection Assoclation

* (NFPA} standards, The deficlency had the i
 potential to affect, six (6) of thirty eight (28) i
| Smoke barriers, forty eight (48) residents, staff
+ and vigltors.

i’ The findings include:
Observatlon on 08/08/2013 &l 11-20 AM, !

 revealed the doors located In the smoke barrier at
4A East had a gap betwsen the doors greater I
than 1/8 Inch. Further observation revealed the !
: 8ama for Ihe srmoke barrler doors located 4A ;
| West, 3A East, and 3A Wesi, Smoka barrler {
" doors musl cloge while leaving a gap no grealer
than 1/8 Inch. The observations were confirmed

J

| with Ihe Maintenance Dirsclor, !

: Interview on 05/08/2013 at 11:20 AM, wilh the

K027 Life Safety

- Silicone gaskets have besn applied to
. all smoke barrier doors as clted,
| - All smoke barrier doors in the building
© were inspected. Doors with alf8inchar ;
!- greater have had silicope gasksts !
i instalied,
.~ All smoke barrier doars wil] be assessed
i for proper ssal monthly and logged. ,
" Doors gaskets in place will also be |
. inspected for damage or wear to the :
+ 1 gaskets, Gaskets will be ;
| inswlled/replaced as indicated for gaps of ;
178 inch or greater,

i
.: Completion date 05/13/2013
I
i
|'
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|
K027 ! Continued From page 2
- Mainienance Director, revealed smoke barrler
| doors are checked on a monthly basls and he
hed not Identlified any doors wilh gaps grester

- than 1/8 Inch.

l
Refarence; NFPA 101 (2000 edition)
i 8.3.4.1* Doors in smoke barriers shall close lhe
- opening leaving only the minimum clearance
necassary for proper opsration and shall be
f without undercuts, louvers, or grillas,

Referance: NFPA 80 (1999 Edil lor)
| Standard for Flre Doors 2-3.1.7
" The clearance balweaen the adge of the door on
, the pull side shall ba 1/8 In. (+/-) 118 In. (3.18
I mm (+-) 1.59 mm) for sleel doors and shall not
sxceed 1/8 in. (3.18mm) for wood doors,

|

|! !
: ;
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