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1 Resident #2 had her care plan updated on
A Recertification Survey was initiated on 111814 , . 11/18714 by 2 Registerad Nurse
and concluded on 11/20/14. Deficiencies were 2 Todentify other Residents who have the .
cited with the highest Scope and Severity of an potentis to be affected, .
E". ) a. A Registered Nurse Manager has audited sl
F 280" 483.20(d)(3), 483.10(kX2) RIGHT TO F 280 care plans.
88=0 PARTICIPATE PLANNING CARE-REVISE CP b. All care plans neading rovised were updated _
: : . of rewrittan g necessary '
- The resident has the right, untess adjudged 3 To ensure the deficent rgwce does not racur
. incompetent or otherwise found 1 be ° he Favire Hewic p Manzgear will
Incapacitated under the laws of the State. 1o @ The Facilty Registered Nurse Manzger wil
* participate s planning care and treatment or educate nurses on skin assessments, required
changes 1 care and freatmeani documentation and care plan requirements
: £ New nurses employed by the facility wiil
. Acomprehensive care plan must be developsad receve the same pian of correction equcanon
cwithin 7 days: after thie compiefion of the during their initial competency assessment
3- pﬂm;}(e?!e;}s!ve assessmer}t, prepared by an . C. Facility nurses wil complets with a renimum
mtercisciplinary team, that includes the attending passing score of 80%, 3 post education test.
' physican, a registered nuese with respansibiity demonstrating competency on educated
! ~far the resident, and other appropriate staff in A petency
! ; Cisciplines as determined by the resident's needs, | matenal _ .
-and, to the extent practicable, the participation of @ The facility Registered Nurse, Infection
the resident, the resident's family ar the resident's Control Nuzse or Quality Nurse will review a
“legal representative; and penodically reviewad minimum of 28% of care plans weekly for 3 ;
-and ravised by a team of qualified persnns sfter months, comparing the care plan to the
aach assassment. Resident’s condition.
{ 4 The faciliey will moniter its performance
through-
; 3. The facifity administrator will track
1 performance of the nfan of correction on the
. This REQUIREMENT s ot met as evidenced facility dashboard with the numbgr of audits
by completed ard number of care pians
* Based on observation, interview, recard raview, compieted accurataly,
and review of facility’s poficy, it was defermicec b The facility administrator will submit the 7
- the facility fatled fo revisa the Care Plan for {1} of ’ facility dashboard 1o the quality assirance f
ten (10} sampled residents (Resident £2) . committes. The quality assurance committee
; ‘ will review ard makes recommerndstions 25
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F 280 Continued From page 1

Resident #2 was ienlifisd to have an Ulcer o the
left laleral foat on 11702114, and en 11/0%/14 the
Podiatrist identified the ulcer as belng & pressurs
tleeration and ischemic wound. However, the |
care plan was not revised unfll 1448114 refated to
the wound. and the care plan described the

“wourd as 2 Slage IV instead of unstageshis as

- per the Podigiry Consult on 11/07/14.

The findings inciude.

Review of Resident #2's cinical record revesled
diagnoses which inclucsed Chronic Dementia,
- Cerebral Vascular Actident {CVA), Cantractures
+ of the Limbs, Diabetes Melltus, and Peripheral
Vascular Disease (PVD). Review of the Quarterdy '
Minimum Data Set (MDS) Assessment dated
- 10/12/14, reveated the faciity assessed Resident
" #2 a8 having both short and leng lerm memary
-fogs, limltation in range of motion of ait
; extremities, and as having a Stage | Pressure
, Utcer.

E Raview of the Nurse's Notes dated 11/02/14 at

* 5144 AM revesled Resident #2's dressings were

remeved from both fest and an area wes noted o

. the left outer side of the foot deseribed as forig |

 reddish black area measuring three (3)
certimeiers (em's) x seven {7} om's with 2 black

' brawnish area measuring oneg {1} cm x four (4}

rom x a half {0.8) om. Comtinued reviaw of the

: Nurze's Notes dated 11/02/14 st 12:30 AM,
revaaled tho Aftending Physician was notified of

. the status of the resident's left fool.

' Review of Resident #2's Physician's Crdars dated

11402114, revealed orders for Bactroban
(antibiotic) two percant (2%) topical to the left foot

 {ateral area twice a day, and Sepira (antihiotic

necessary  The Quality Assurance Cormmitiee’

F 280 will meet no tess than guarterly end include
at & miniroum of: Medical Director, Chief
Nursing Officer, Admunistrator Registered
Nurse Manager and Guality Director
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- medicalion)200: 180 MG {milligrams Y20
ML{millfters) suspension-adminisier twenty (20}
ML every twelve {12} hours.

Review of the Podialrist Corsult gated 14403114,
ravesied the Podiatrist was asked 1o see ihe
resident related to @ new pressure deeration to
the laferal aspect of the left feot, Confinued )
' review revealed the left foot demonstraled a large
. eight and a balf (8.5) cm fong x one (1.0} em
wide area of hemorrhage pre-uicerative Hssye,
“slong the entire fength of the fifth metatarsal area. .
Further review revealed, there was no open
breaks in the skin but the skin was very atrophy,
friabte, and dysvascular, The Consuft stated.
" purpura was presert, but only to the pressure
relaled area of the fifth metatarsat

Reviow of the Podiatrist Progress Note dated
C1UGTMA, reveated the restdent had & decubitus
: Pressure with polenial unstageabla deeger tissue .
dapth to the lateral left foot. ‘

- Revisw of the Comprehensive Plan of Care dated .
1011413 and revised 11/18/14 reveslad the
resident had the potential for impaired skin .
“rtegrity; had mullipie contractures and PYD. ;
_Further revision dated 11/18714, revealed the
_resident had & Stage (V area to tha jeft foot and
" Stage | area to the right great toe,

. Qbservation of 3 skin assessment for Rescdont
#2 with Registerad Nurse (RN)#1 on 114914 at
C11:45 AM, reveated on the right foot, a dark area
under the ball of the foot measuring one half (0.5
- s x ope half (0.5) centimeters which RN #1
. explained was described as a scab prior to this
skin assessment, 2 scab fo the top of the third toe
- maasuring ona fourth (0.25) cm'’s x one fourth
Evant i3 CRSG1! Fagifity {07 100740 if cantinuation sheet Page 3 of 25
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F 280 Continued From page 3
{0.25) em's and a scab or the top of the fiftth toe
s measuring one (1.0) om x two (2.0) om's,

an area 1o the lalera! foot measuring sight (8 Q)
om's x bwo {2} em's which was biack with
brownish drainage with an ares of redress

Chatf[2.5) om's

’ tnterview with the RN Manager on 11/20/14 at
" 3:20 PM and 5.30 FM, revesled the area on the

MDS Coardinators updated the care plans with
changes i resident's conditian or with any

Traet Infections, dist changes, antibiotics,
wounds, and dressing changes. She siatad
Resident #2's Care Plan should have been

“an ulcer fo the left lateral foot and the cars plan
- should at this e raflect the resident had a
: pressure uicer which wes unsiageable
F 281 483.20(kY3Y) SERVICES PROVIDED MEET
§$=0, PROFESSIONAL STANDARDS

“mustmeet professional slandards of quality,

. This REQUIREMENT Is not met as evidencac

by,
- Based an observation, inferview, record raview

 and review of facility's paifcy, it was determined

. was updated for two (2} of tep (10) sampled
“residents (Resident #8 and #6).

'

Continued sbaervation reveated the left fool had

‘ resident’s left iateral fool was pressurs relgted by
- record raview. She staled the siaff nurses and the

updated on 110214 to indicate the resident nad

' The services provided or arranged by the faciity

. the facilty falled to ensuwre the interim Care Plan

F 280

- surrounding measuring seven {7y ocm £ twa and a .

‘Physician's Orders related to for exampia: Urinary :

;—'231_*
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- revezled no documentalion spectfic to the lell
heel DT}, such as, the presence, Jocation, staging
or measwrements of the the DT

“Interim Care Plan did not address Resident #8%
incision site related to a Right Below the Knee
Amputaiion,

Also, Resideni #6 was placed on Remeron, a

psychoropic medication, on 11/0214. However,
* Resdent #8's Inferim Care Plan did not address
- {his medication with interventions for the

menagement and manftoring of the medicatlon.

The findings inclede,

Review of the facility's policy titled,
“interdiseiplinary Care Plan”, approved on
0812012, reveaied the interdisciplinary (nterim)
- Care Plan would be initiated within twenty-three
{23} fo seventy-two (72) hours of a resident's
admisgion to the facility. Continled review

- fevealed the Care Plan would ensure continuity of ,

" care baged on the resident's needs, strengihs
and preferences o prevent decling in function
level.

1. Record review revealed ihe factity admitted
“Resident #8 on 11/10/14 with diagnoses which
“included Corcnary Artery Disease, Digbetes

Mefiinis. Chronic Diarchea, Deep Tissue Injury fo
- the Left Heel, and a Recent Right Lower

Extremity Amputation,

Review of Resident #8's Iniflal Skin Assessment,
“on 11/10/14, revealed a Deep Tissue mjury (DT
“to the Left heel. Review of the Interim Care Mlan

In addition, the ;

i

ARl PLAN OF YSGR'RECT!DN | ISENTEICATION NMUMBER, A BUILOING COMPLETED
i
J{ 185428 3 OWING 11202014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, UTY, STATE. 776 CODE
175 HOSPITAL DRIVE
CLARK REGIONAL MEDICAL CENTER
! WINCHESTER, KY 40391
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F #8381 Continued From page 4 F 281 ?! /
Residert #8's Initial Skin Assessment. on f 1 The facility has raken action to correct the : 2}2‘;’ ki
11710714, noted a Deep Tissue injury {£TH on the deficient practice :

Left heel, however, the interim Care Plan a Resident #6 has discharged from the faclity .

b. Resident #8 has discharged from the facility |
2. Other Residents admitting to the faility have
the potential to be affected
a Intertm Care plans have been audited by
facility nurses
b, Alf iterim care plans were reviewed by the
Registered Nurse Manager
€. Al interim care pians needing revised were
updated or rewritten as nacessary,
. To ensure the deficient practice does not recur
a The facility Registered Murse Manager will
educate nurses on interim cave raguiremants
gand plan of correction
b New nurses employed by the facilty will
receive the same plan of correction educa®ion
during thew intial competency assessment, °
Facility nurses will complete with 2 minimuon
passing score of BO%, 3 post eduestion test,
i demonstrating competancy on educated :
material,
d. Faciiity nurses will complete interim care
plans on admission.
Fati'ity nurses working the shift after
admission will audit interim gare plans for
completeniess and acouracy
f. New admissions wiil be audited weekiy by
Registered Nurse Manager or angther X
registarad nurse, comparing the Interim care
: plar with the Resident's condition
4 The Faolty will monitor its performance of plan
 of correction through:

w

3

o
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¥

F 281. Continues From page § ) Foag’ d. The_facmty Administrator will track
. dated 11/10/14 revealed Pressure Sores/Skin . Performance of audits inciuding the number

; Care was checked with ierventinns initialed to: | : Gf. ngnm care plans C?mpfae‘j compared .
feflow facility skin care protacol, furn every two (25 . Withthe number completad accurately on the
“hours and as needed, and report any redness or faciity Dashboard.
- skin breakdown immediately. However, review of b. The facility submit the facility dashboard to

the interim Care Plan, dated 11/103/14, raveaied , the Quality Assurance Committee, The

o decumented evidence it addressed the Quality Assurance Committee will review and
residents Left Heel DT] tu include the presence , make recorrmendations as necessary

of the the DT, the location of the (DT, the staging

of the DTI or the measurements of the DTH ) )

. Review of the Hislory and Physicat dated ;

11111114, revealed the resident was hospitatized | :
“from 10713714 untll 14710/14, and underwert » . :
- Right Below the Knee Amputation (BKA]) on ) :
10113714, and was lo have Fhysical Therapy and
, Cecupationa! Therapy at the facility.

" Revigw of the Nurse's Note cated 11711414 at |
1 720G PM, reveaied the dressing change to the
rfight lower extrentity was done earlier that day, :
" and the staples were intact, with a scant bloody ’
‘drainaga and the area was cleansed with wound
- Cleanser, Vaselne Guaze applied. four {4) by
, four {4} to each sida and wrapped with Kiing
| gauze.

- However, further revlew of the Inferim Care Plan, «
: dated 1171014, revealed no documented ,
evidence the incisicn site with staples lo the
" residerd’s RLE was addressed on the intertm
Care Plan.

-Interview, on 11/20/14 at 3.00 PM and 4:45 PM,

, with Registered Nurse (RN) #2, whe admitied the )

- resident on 11/10/14, revealed she had

 comypleted the Interim Care Plan for Resident #8,
She stated on admission on 11/0/14, the

- resident had a bruised ares on the back of hisher

Evere I CRSS1 Foodly ID 100730

3
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+ heel and it was determined by RN #2 and the RN
. Manager o have been a DT Further interview |
“with RN #2 rovesled the rasident aiso had an
*incision site with staples o he right lower

sxtremity ampulalon site. She stated Resident

#8's Intarim Care Plan for pressure ulcersiakin

should have been more specific and srdrassed
" Resident #8's DT on the left heal, and incision |
' site for ie balow the knee amputation,

¥

_interview with the RN Manager, on 11/20/14 at

. 5:45 PM ravealed Intenim Care Plans should be
- specific related to pressure ulcers, or DTTs and
nclude ther focation, and staging i applicable,

, and also should address any surgieal ingision

. sdes.

" 2. Review of Resident #6's medical record .

s revealed the faclity admitted the resident on :

. 1102714, with diagnoses which included Anemia,

. Seplicensa, Cerebrovascular Acscitent [CVA), ang’
Alral Fibrilation. An additional diagnosis of

- Depression was included on the Physeian's

- Orders duled 11/07/14 and sigred on 114644,

" Review of Rasident #8's Physician‘s Ordars dated’
11021 4 revesled the resident was prescribed

+ Remeron {an artidepressant medication) fiftean

, £15) milligrams (MG"s) by mouth at badtime

nightly. Resident #6's Inferim Care Plan dated
11702714 revesled no documented evidence the

- resident was care planned for psychotropic grug

- use or antideoressants even though the
medication was ordersd 11/02/14.

Interview with RM #3/Charge Nurse, who
admitted the resdent on 11/20/14 at 11:23 PM,
“revezled it was the responsibifity of e Minimum
- Data Set (MDS) Coordinator and the stsff nurses

AMD TUAN OF CORRECTION I DENTIICATION MIMBER: A SULOMNE
l SUALDING
| 185425 5 wing |__1izeimeta
NAME GF PROVIDER OR 3UPPLIER ! RTREET ADDPESS GV, STATE, 217 ~h0E
175 HOSPITAL DRIVE
CLARK REGIONAL MEDICAL CENTER i
' | WINCHESTER, KY 40391
K41 SUMIMARY STATEMENT OF CEFICIENCIES o FROVIDER'S PLAN OF CORMECTION ; gy
FREFIX {EAZH DEFIDIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHUULD 8B COMFLETION
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APPROPRIATE DATE
i OERICENGY)
F 281 Confinued From page 6 N F 281
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F 281" Continued From page 7 Fog1
"o ensure the Interim Care Plan was accurate and
s updated. She stated R was her sxpectalion
anfidepressants be addressed on the resident’s

Interien Care Plan.

Intervieny with the RN Nurse Manager on 11/20/14
at 530 PM, revealed the admission nurse was 1o
complete the Interim Care Plans, and Eny nurse
- who took off additional orders should update the
interim Care Plan related to the orders as
‘needed. She stated the Remeron shouid have
- been addressed on the Inferim Care Plan.
F 314 483.28(c) TREATMENT/SYCS TO F 314
$5=p PREVENT/MEAL PRESSURE SORES ) .

1

' Based on the comprehensive assessment of a
s vesident, the fachily must ensure that 2 resident
who enters the facdity wilhout pressure sores

- does net develop pressure sores unless the
Uindividual's ciinical condition demanstrates that
. they were unavoidable; and a resident having ;
' pressurae sores recoives necassary reatment and |
- services {o promote healing, prevent infection and -
; prevent new sores from developing. :

This REQUIREMENT is not met as evidenced ;
. by:
* Based on observation, intarview, record raview,
and review of fadility's policy, it was determined
the facility fziled do ensure 3 resident having
" pressure ulcers receved nacessary lreatrent
and services to premote heaiing, prevent infection
, and prevent new sares from developing for two
{2yof ten (10} sampled residents (Rasident &2
" and #8).

" Resident #2 was Identifled o have an Uleer io the -

:

H
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Faciity 1 160740

If cantirujation sheet Page 8 of 25

L



PRINTED 120802014

resident had 2 pressura uiceralion and ischemic
wound to the lateral fifth metatarsal region of the
left foot. however, the subsequent skin
assessments on 11/06/14 and 11/13/14 &id not

sindicate the ulcer was present. In addition,

although the wound was wentified on 110214,
e care plan was not revised untd 11/18/14,
related 10 the wound, and the cars pian dascribed

» the wound as a Stage IV instead of unstageable

23 per the Padiatry Consult on T1/07/14.

: fn addition, Resident #8 was admilted by the

facility on 11719714,

- with a Deep Tissue injury (DT1) to the Left Heel

j and a surgieal incision with staples to the Left

Below the Knee Amputation site. However, the

it Bkin Assessment dated 11/10/14, did not

indicats the measuremant af the D71 and did not
address the residen{'s surgical site with staples 1o

" tha right lawer exiremity amputation site. Alsg,
. the subsequent skin assessment dated 11717714,

" addition, the

did not address the D71 te the Left Heal n
Interim Care Plan dated 1140714 dd
not addrass either the DT fo the Left Hesl nor the
surgical site of the nght lower extremity

. The Gindings nelude.

" Review of the facility "Skin Assessment and

Treatment Poilcy”, revised 07713, revesied the

" purpase of the polley was to promote a thorough,
- comprehensive asgessmean! for eardy

identification of those patients at risk for skin
integrity loss to promote prevention, pramote
healing, pravent infection and prevent additional

- development of pressure sores. Further raview

accurately on 11/18/14 by 3 facility
Registered Nurse
b. Resident #8 has discharged from the faciity.
2. The Facilty will dentify other Residents with the
potential 1o be affected through

& All skin assessments have been audited by
the Registared Nurse Manager, cormparing
the Residents condition with the documentad
skin assessment :

b All skir assessments needing revision were
revised or completed accurately

3 Toensure the deficient practice does not recur
"2 The facility Registerad Nurse Manager will
educate nurses on skin assessment, requwed’
documentation and related wound care
requirements

New nurses employed by the facility wiil
recelve the same plan of correction education
during thels inihia! competency assessment

¢. Faolty nurses will complete with 3 mipimurn
passing score of 80%, 2 post education test,
demonstrating compeatency on educataed
matenal,

d. The facility Registered Nurse Manager,
infection Control Nurse or Quality Nurse wiil :
review a minimuam 50% skin assessments
weekly for three months, comparing the
documented assessment with the Residents

. condition.
4 The fadility will monitar e performance of plan,
of correction through,

o
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F 314 Continued From page 8 ’ Fafd 1%’2:?/;@;
teft lateral foot on 1107714, and the Physician 1. The facility has taken action to corract the :
was notified for reatment, On 1903/14 the deficent praviice
Podialrist assessed the resident and identified the a, Resident #2 had skin assessment completed
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F 314" Continued From page 0 ;
- revealed skin assessments would be done :
weekly to include an accurate description of the
location and stage, size, current dressing,
- desariphon of the wound, dralnage,
vnderminingAunneling, and characler
(granutation, siough, eschar)

-3, Review cof Resident #2's medical record
revealed diagnoses which includad Chroric
Dementia, Cerebral Vascular Accudent (CVA),
Contractures of the Limbs, Diabefes Mellitus, and

. Peripheral Vascuiar Discass {FVD). Reviewof

. the Quarterly Minimum Data Set [MOS)
Assessment dated 10/12/14, revealed the facility .

‘assessed the resident as having both short and

fong term memory loss, mitation in range of

; molign of all extremities, and @s having a Stage 1

" Pressure Ulcer.

i Revigw of the Nurse's Notes dates 110214 at
. 544 AM revealed the dressings were removed
“from bath feel and an area was noted to the jeft
outer side of the foot described as a long reddish -
; black area measuring three (3) centimelers
,{emi's) x seven {7} om’s with a biack brownish
"area measuring one [1) om x four (4} cm x a haif |
-{0.5) om. Further review of the Nurse's Notes on .
s 11/02114 8t 10:30 AM revealed the Attending
Fhysician was notified of the status of the
resident’s laft foot,

. Review of the Physician's Orders dated 1102514
revesled ordars for Bactroban (antibiotic) two
percent {2%) lopical to the left foot laterat area

*iwice g day, and Septra {antibintic

, medication 800180 MG {milligrams )20 ‘
ML(mitiliters} suspension-administer twanty (201} |

" ML svery twelve {12) hours.

skin assessments completed with number of
accurately completed skin gssessmrents on
the facility Dashboard

b. The facility submit the facitity dashboard 1o
the Quality Assurance Committee. The
Quality Assurance Committee will review and:
make recommendations s necessary,
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F 314 Continued From page 10 F 314
Review of ihe Podiatrist Consult datad 110314, :
ravealed she was asked 1o see the resident
refated to & new pressure ulcaraton o the lateral .

_aspect of the left fool. Further neview revealed

the left fool demonstrated a large sight and & half

{£.5) cm long x one (1.0) cm wide srea of

hemorrhagic pre-uicerative tissue, along the

enlire length of the fifth melstarsal area. The

Caonsult stated, there was ro opan breaks in the

. skin but the sKin was very atrophy, frigble, and

dysvascular, Further review revealed purpura
“was present, hut anly to the pressure related area
. of the fifth metatarsai. '

 Review of the skin assessmants dated 1106714,
compleled by Lisensed Practical Nurse (LPNy #3
indicated there was redness soress the top of the
Zng, 3rd, 4th, and Sth lefl tpes, the cocoyy was
rad, and the right cheek had a red rash.

However, there was no irdication of a2 pressure
ulcer to the lateral aspec! of the lefl foot

" Review of the Braden Skin Screen completed
1106714 revealed the resident's risk factors
included, bedfast, complelety immobile, probably
inadequate oulilion, and friction and shear was a
problesy which placed the resident a1 risk for skin 1
breakdown.

Review of the Podiatrns! Progress Note dated
1117714, revealed the resident was assessed io
have a decubitus pressure with potentisl
" unstageable deeper tssue depth (o the lateral left :
fogt.

Further review of the skin assessment dated
41713044, completed by LPN #3 revealad thers
. was rednass to the top of the 2nd. 3rd, 4th, and

5th left oas, the coctyx wes red, and the right
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F 3147 Continued From page 11
- theek had a red rash. However, there was ro
indication of a pressure ulcer on the area o the
laterat aspact of the loft foat.

101113 and rovised 11/18/14, revealed the
resident had the potential for impared skin
integnity: had multiple contractures and PVD,

- Further revision dated 11/18/14, revealeg e

_tesident had a Stage IV ares to the loft fool and a
Stage | avea to the right great e,

Observation of Resident #2 during a skin
assessment o 19/18/14 at 11:45 AM, revexleg

foot messuring one half {0 5} em's  one half
* (0 5} centimelers, a scab to the top of the third

{0.25) em's and a scab op the top of the §ifth toe

observation revealed the left feot had an area fo
the lateral fout measuring elght (8.0} om's x two

 {2) em’s which was black with brownish drsinage
with an ares of redness surrounding measuring

Seven (7} om X two and a half {2.8) om's,
Registered Nurse (RN) #1 descnbed the area as

_staged.

Infarview with RN #1 on 11718/4 at 4:15 P,
revealsd she had documented all the areas on
the residents lower exiremities 3s venous ulcars,
and had recaived information in report as just
"ulcers. She stated she thought the uicars were
. all venous refated {o the residents diagnosis of
< PVDL

interview on 1H20/14 at 3220 PM with the RN
" Manager, revealed LPN #3 compieted the skin

STATEMENT OF DEFICIENGICS igx ) PROVIDCRSURPLIESTLIA
AND PLAN OF CORRECTION DEMTIFICATION NUMBER: A SULOING | COMALETED
| 45478 § O VeING H 2012014 i
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! TAG REGULATORY OR LEC DENTEYINRG INEORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE DR
DEFICIENGY
1
F 314

Review of the Comprehensive Flan of Care dated

- enthe right foot; a dark area under the ball of the |

. fre measunng one fourth (0.25) om's x one fourth

measunng one (1 0) om x two (2.0) cm's. Furler

; an arterial ulcer which she explained could nat be -
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F 314, Continued From page 12 F a4
assessments on 11/06/14 and 1H13/14 and

- to the faft latersl foot a5 unstagesble. She staled
all wounds either venous or pressure were o be
" measured and pressule ulcers were W be staged.

revesied she noted during the survey the skin

assessments were not baing done properly and

- this was @ concern because the hurses had baen

, thraugh pressure uleer training fwice lhis year,
Sha further stated Resident #2's Care Plan ,
should have been revised on 11/02/14 fo mdicate
the resident had an uicer to the left Iateral foot
and the cara pian should at this tima reflect the
resident had 2 pressure uleor which was
unstagesble.

FPhona Inferview on 11720714 at 4:45 P wi
Licansed Practical Nurse {LPN) #3 who had
completed the skin assessments on 140814 and
11713714, revealed she recewved a yearly inservice
and competency related to skin assessments,
She stated thers was no wound nurse; however,
there was a schedule for skin agsessments ic be
done weekly, and whichever nurse was assigned
"o ihe resident on the scheduled day would do the
; 5Kin assessmant. Further intarview reveafed she
drd not narmally do this residont’s dressing
change becauss the dressing was changed on
. day shift and she worked the night shifl. LPN #3
stated. when she ¢id a skin asssssment, she
_removed aif the dressings and assessed the
entire body. She stared she must not have seen
‘ the resident's vicers an the lateral aspect of the
_left foot when she compleled the skin
assessments an 1108/14 and 1113714,

: Interview wilth the Attending Physician on

" shoutd have measured and documented the area -

She further stated the area on the left lateral foot
wis pressure by record review. Further interviow |
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F 314" Conlinued From page 13
1119114 at 2 30 PM, revealed the resident's
~alcers were unaveidable related lo the residant’s
- diagnosis of PVD, coniractures, and poor

to ihe ialeral aspect of the tefl fool's etoiogy was
"unceriain however, he fal the area was o
prassure ulcer,

2. Record raview revealed Resdent #8 was
admitted to the faciiity on 11410/14, with
dizgnoses inciuding Coronary Artery Disesse,

' Diabetes Meflitus, Diabetic Neurcpathy, Deep

;. Tiasue injury {DTH to the Left Heel, and Recent
Right Lower Extremity Amputation on 1074314,

Review of the History and Physical dated
11741114, revealed Resdent #8 was hospitalized
“from 113414 antd 11710714, and upderwant a
, Right Below the Knee Amputation (BKA) on
10113014, Further review reveslad Resident #8
- was o have Physical Therapy and Cecupationat
, Therapy at the facility.

Revtew of Resident #8's Initial Sioun Assesament,
heal, howevar, thers was no documanted
evidence of measurements noted. In addition,

although Resitent #8 was admitted to the faciity
after a right BKA, on 11/10/14, there was no

site.

Further record review of Residen) 48's
subsequent skin assessment, on 11/17M4,

. site; however, there was no documented

the OTL

- Aulrition. He stated the etiology of the finear ulcer

ar 11/10/14, revealed s OT1 on the residents faft

; documentad evidence to address histher incision

revesled documentation of the right BRA incision

avidance of the e heel DT or messurements of .
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F 314 Contnued From page 14

In addition, the Inferim Care Plan dated 11110144,
revealed no documented evidence the resident
had a Left Hesl DT} as there was no information
o address the location of the [T, the staging of
the OT1 or the measurements of the D11 In
addition, the interim Care Flan did not address

" Resident #8's surgical incision sife related to 3

~ Right Below the Knee Amputation.

- Observaton of Rasident 28's skin assessmient
was raquestad, however, denied by the resident
" on 1120014 at 200 PM.

Interview on 1120714 81 200 PM and 445 PM
"with RN #2. wha admitled Resident #8 on
1141014, revealed on admission, the resident

“of hsiher heel and it was determined by RN #2

. and the RN danager this was a D71 RN #2

stated the DT measuraments should have heen

documented on the inifial skin assessment

Further interviaw with RN #2 revealad the

rasident also had an meision site with staples o

" the right fower extremily amputation site on

. Bdmission. RM #2 further stated the presence of
the inciston site from the Right lower extremily

" ampulation should have been documented with
the measurements and arrount of staples that
were presant on the initial skin assassment.
Continued interview revealed RN #2 had

. completed the Inlerim Care Pian for Resident 48

an 1110/14 on adrmassion, and should have

addressed the resident's D77 of the Left Heel and

the Incision site o the RLE ar the Care Blan,

Interview with tha RN Manager, an 11/20/14 at
3:24 PM revesled the skin assessments wera
_compieted on all residents on admission and

was observed 1o have a bruised srea on the back

weekly and all findings should be documented on

F 31

4 .
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F 314 Continued From page 15
the skin assessment to inciude: wounds, 0T,
lgcation, measurements, and staging. She
“further stated any surgical site showid also be
. documented on the skin assessment with a
descriplion of the sita,

Further inferview with the &N Manager, on
11720714 at § 45 PM revealed Interim cars plans
shawld be specific relzted to prassuwre ylcers, or
UTl's and include their locahon, ang staging if
; applicable and also should address any surgical
incislon sites,
F411 483.558{a) ROUTINC/EMERGENCY DENTAL
58=E SERVICES IN SNFS .

The faclity musi assist residents m phtaining
routine and 24-hour emergency denial care,

, A fautity must provide or obtain from an outsice
resource, in aceordance vath $433.75(h) of this
pan, rouline and emergency deniat services 1o
meet the neads of sach resident, may charge a

* Medicare resident an addional amount for

rotding and emergency dental services; must if
nengssary, asstst the resident in making
appuintments: and by arranging for transportation
o and from the dentist's office, and sromplly refer
residents with fost or damaged dentures to a
dertist

This REQUIREMENT i not mat as evidenced
by:

Based on irderview and record review, it was
detemiined the facitity failed to engure there was
" an annuad ingpeciion of the residents' oral cavity
. for signs and symptoms of disease or dizgnoses
"of dental diseasa for three (3) of ten {10) saminied

Far

¥
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residents (Resident #2, #3, and #8).

Record review revealed there was no

. documentad evidence these residernts had been
seen by a centist for routine srrmual dental
services

The findings include:
t. Review of the medical record revealed the '
faclity admitted Resident #2 on 10/04/12, with
" diagnoses which included Chronic Demertia,
: Cergbral Vaseular Accident {CVA), and Diabates
Mellitus, Review of the Minimurm Data Set (MDS) :
Assessment dated 1012414 ravesled the facility
+ assessed the resident as having both short and
long term memory loss. Further review revealed
the facillty assessed the resident as having no
" dental groblems.

" Review of the Comprehensive Plan of Care dated |

PG, revealed Resident #2 had alteration in
Activities of Dally Living (ADLs), requinng total

“care, The interventions included orat care twics 2
day and as needed as the resident was

, edentulous

Further review of the mradical record, reveated

there was rno documented evidence a dentist had
" seen the resident for routine dental care and
services since admission to the facifity,

" 2. Review of the medical record revesled the

- facility admitted Resident #3 on 03/29/12, with

. dizgnoses which included Carsbral Vascular

" Accident (CVA), Diabetes Mellitus, and

i Neurogenic Bladder, Review of the Quarterly
MD 3 Assessment dated 08/08/14, revealed the

facility assessed the resident as having a Brief

¢ A The facility will monitor its performance of plan

1 The facility has taken action 1o corract the
deficient practice

a All Long Term Residents or their Responsible
Party have been zudited if they want the
factitty to assist with preventative or
emergent dental senvices,

2. The Facility will identify other Residents with the
paten‘*ai to be affected through
All Residents residing in the facility 6 months
or forger have been offered assistance in
establishing praventative and emergent
dental and denture services., One Besidant’s
Responsible party requested assistance

b. Faclity nurses completed an audit identifying
any Residents needing emergent dental
services and nane were found.

3 Toensure the deficient practice does not recyr:

a The fagility will encourage Residents and
Responsible parties 1o seel preventztive
dental visits at annusi care conference and
assist any Resident or their Respansible party
in cstablishing these serviges.

b The facility Adrninistrator or Regrstered Nurse
Manager have educated staff on preventative
and emergerd dental and denture
requirgrnents and plan of correction.

¢ New nurses employed by the faciity will
recerve the same plan of correction education
during their intial competency assessment.

of correction through

g The Administrator will track performance of
annual care plang and Residents who raceive
annual preventative dental service wisit on -
the fzcility Dashboard, ’
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\ . 0. The administrator wil it the facitity
F 411" Contirued From page 17 F 411 e 0r vl submit the faciiy
. . . dashboard to the Quahity Assurance
tinterview for Mental Status (BIMS) of a thirtsen © Committee The Quallty Assurance
{(13) out of fifleen (18). Furlher review revealad romm’it@e; . !'.,! = o mak
the facility assessed the resident as having no FOMITILIES WhiTeview and make
recommendations as necessary

' gdental problems.

Review of the Comprehensive Plan of Care dated
0%/09/14. reveated Resident #3 had 2 seif care

» deficd, requaring care with ADLs” The
intervantions Included assist with sel up ta brush
teeth,

Further review of the medical record revealed no
documented svidence o dentist had seen the

" resident for routine dental care and services.

" 3. Review of Resident #%'s medicat record
revealed the Iaciity admitted the resident on
08/20113, with dingnoses which inciude
Hypertension, Hyperlipidemia, Cershrovasautar

" Accident, Hemiplegia and Depression, Review of .

i the Annyal Minimura Data Set (MDS) :

Assessment dated 08/11/14, revealed the facility -

" assessad the resident as having 2 Brief Inferview |

i for Mental Status (BIMS) of an eight {8) out of
fitteen (15} dus to faiiure to recall  Further record

" review revealed no evidencs of dental care
consulis within one vear of admission to the

facikity.

s Interview, on 11720414 at 530 PM, with the
Registered Nurse Manager, revealed the faclity
did not have a dental confract howsver had Ear
Nose and Throat specialist on staff who could see .

the residents as needed. She stated the

" residents were send out 10 see the dentist on an

- a5 needed bagis.

{ interview with the Director of Nursing (DON3 on
C11720114 at 5159 PM, revealed the facility did not

FORM CMS-28687(02-84) Provious Vorsions Chsalele Event X CRE%:T

Faeillly 1D 100748

if contnuaton sheet Page 18 of 25




DEPARTMENT OF HEALTH AND RUMAN SERVICES

PRINTED: 12092014
FORM APPROVED

< -

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 09328-0301
STATEMENT OF DEFIGENCIES (X1} PROVIDERISUPPLIERICLIA SHT) MULTIPLE CONETRUCTION ffx:a} DATE SUSVEY
AMND PLAN OF CORRECTION IDENTIFICATION NLIMBER, A BLHLOING ! CORELETED

| | I
| 185428 8 WiNG [ 11202014
NAME OF PROVIDER OR SUPPER I STREET ADDREES, CITY. STATE, 7iP CODE
175 HGSPITAL DRIVE
CLARK REGICNAL MEDICAL CENTER -
WINCHESTER, KY 40381
D SURMARY STATERENT Of DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 15
PREEIX (EACH GEFIGENCY MUST RE PRECEBED BY FULL PREFIX (EACH CORRBELTIVE AGTION SHOULO BE . COMPLETION
TAG - REGULATORY DR LSC IDENTHFYING HNFORMATIONG FAG CROSS-REFERENDED TD THE APPROPRIATE LATE
CEFICIENGY!

F 441 Continued From page 20
and a History of Urinary Tract Infections (UTFs}
, Review of the Quarterty Minimum Data Set
{MDS} Assessment daled 08/08/14, ravealed the |
» faclty assessed the resident as hawing a Brief
interview for Menial Status (BIMS) of a thirteen
" {13} out of fifleen (15),

Review of the Comprehensive Care Plan dated
08/08/14 revealed {he resident had allered usinary .
elimination with the use of a stpra pubic catheler
“which was placed 05/02/13. Further review
- revealed a gosl slating the resident would have 3
reduced risk for a LUT1 through the next review,

; Observation on 11/19/14 at 10.30 AM, revezled
‘Resident #3 was In a wheelchalr being pushed
‘from ihe resident’s room to the activities room.

- Further ohservation revealed the vrinary drainage
! bag was louching the floor.

Interview on 11728114 at 10:32 AM with Certified
Nurslng Assistant (CNAS £2 revesied he was

. assigned to the resident and had asaisted the
resident to the wheelchair. He stzted he had not -

. positioned the urinary drainage bag correctly

. under the wheelchair to prevent it from touching

- the floor, :

3

Cinterview on 1420114 2t 6:00 PM with tha

« Infection Control Nurse, revealed urinary drainage .
rags should not touch the Hoor due to thit could
be an infection cortrol issue. She stated the bags
should be positioned on the wheelchair in & way

"o prevent this.

_ 2. Review of factlity's policy entitied "Hand

" Hyglene” dated 08/2012, revealed lhe facility's

. prachces for properdy sanitized hands ware for
statf to use soap and watar or hand sanitizer

F 441
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F 441 Coniinued From page 21 F 441
before and after rasident contact, between
resident contacts, before donning and after !
' removing gloves and after touching patients
- surroundings,

Interview with the Infection Cantral Nurse on !
1172014 at B:14 PM ravealsd her expectation for
proper hand hyglene was Tor staff o wash their

" hands between each patient contacl and giove

’ . change to prevent the spread of germs and ather

rgamisms, .

- Dbservation of meal service at lunch in the dining -

croom on 1419444 at 12:23 PM, revealed Cerlified
Nursing Assistant {CNA) #2 was observed 0 pick .
up Resident #3's cup, rinse it with running water

. 8t the sink and hand the cup back to Resident #3,
CNA#2 then removed the solled gloves, and

- without washing or sanitizing his hands, donred
new glgves, CNA 2 then sat up & tray for
Unsampied Resident A placing a siraw n the

" drink, opening foed cuntainers, and cuiing up the

,food. CNA#2 then set up trays for Resident #7

and Unsempled Resident 8 CNA #2 changed

gloves between resident cortacts: sowever, aig

1 10t wash of sanitize his hands between cortacts &

interview with CNA #1 on 11/19/14 5t 12.30 PM
vho was also serving food in the diningreom
during this meal service revealed the factity's
policy for proper hand hygiene was to wash your
- hands between each giove change, She stated
taiture fo do so wauld cauge possible harm (o the
resident, such as nfection.

Interview with CNA #2 on 11/19714 a1 12:32 PM
revesled the facility's policy for proper hand
sanitization was {o wash your hands bebween
avery glove change. He stated failure to do so
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F 411 Continued From page 18
: have a procedure in place to ensure residents
received an annual dental exam or consull,
Interview, on 112014 at 8:30 PM, with the
Administeator revealed the faciity had ne dentat

: contract and he did not realize a dental exam was

needed yearly,
F 441" 433.65 INFECTICN CONTROL, PREVENT
$8=E, SPREAD, LINENS

; The fazility must establisn and maintain an
Infection Cantrol Program designed to provide 3
safe, sanitary and comfortable environment and

, 1o heip pravent the development and transmission

' of disease and infaction.

{8} Infection Control Program
' The facility must establish an Infection Cortrgl
. Program under which it -
‘() In
; in the facility;
{2) Decides what proceduras, such as olation,
» should be applied to an individual rasident. and
{3) Maintains a record of Incidents and corrective
actions related o infections.

{7} Freventing Spread of Infection
1 (1) When the Infaction Conirol Program
determines that a resident needs isclation g
prevent the spread of infection, the facility must
Isolate the resident.
{2} The facility must prohibit employees with a
 communicable disease or infected skin lesions
from direct contact with residants or thelr foad, §
direct contact will ransmd the disease.
{2} The facity must require staff o wash their

hands affer each direct rasident contact for which

* hand washing is indicated by accepted

vestigates, conlrels, and prevents infections

F441
Fan

1 The facility has teken action to corract the

deficient pragtise

a Resident #3 catheter bag was noted to be
touching the floor, it was repasitioned st
tirne,

b. A new catheter bag cover 5 1n place aliowing
for sttachment at the wheelchair in 3 position
to prevent it from touching the ground.

! The SRNA setting up trays in the activity
dinng room was in-servaiced on 11/19/14 by -
the Registerad Nurse Manager and is no
longer employed with the facility,

* 2 The Facity will Identify other Residents with the

potentiat to be affected through.

& Other Residents with catheter bags have the
potential to be affected Carheter hag covers
aliowing for a differant attachment comtta
the wheelchar have been utifizad and are iny
place for those Residents who have a
catheter and ambulate with 3 wheelchair

b. Reswdents eating in the activity dinmg room

have the potential to he affected

. Staff serving meals in the activity room were

provided education for proper infection

contral practices including glove donming and

removal during the survey period *o prevent

recusrencea by the Admiristrator of

Registered Nurse Manager

. Ta ensure the deficient practice does not recur

a. Catheter bag covers sllowing for catheter
bags and tubing to be stored inside are heing
used for thuse Residents who have catheters
and ambulate via wheelchair The bag covers
altow for a higher attachment point, prevent

F 441,

L

it
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unhooking from the wheelchair and nrevent
F 441 Continued From page 19 Fa41. & o

- professions! practice.

{e) Linens

Persennel must handle, store, process and

transport linens so as (0 prevent the spread of
s infection,

This REQUIREMENT is notmet as evidenced
* byt
. Based on observation. interview, and record
“revigw, it was determined the faciiity faflsd fo
maintain an Infection Contral Program desicned
: o provide a safe, sanitary and comforiable
"environment sud 1o help prevent the development
- and ransmission of disease for two (2) sampied
residents {Residents #3 and #7) out of a tolal
“sample of tan {10} residents and two (2) ‘
; unsampied residents {Unsampied Resdent Aand
Unsampled Resident B), .
 Resident #3's uninary drainage bag was observed
"o be touching the floor while the resident was
- being wheeled 1o the activilies room while sitting
in & whasaichalr,

; i addition, poor hand hygiens was shserved

" during meal $ervice by staff for Resident #3,
Resident #7, Unsampled Resident A, and
Unsampled Resident B,

1. A policy ralaled to the use and care of Urinary
Brairage Bags was requestad; howeved, not ’
' received.

Review of Resident #3's medical record revealed
- dizgrioses which included Cerebral Vaseular
Accident, Neurogenic Cersbrovascular Bladder,

cztheter bags from touching the ground.

o Facliny Nurses and SRNA'S have receved
adycation from the Registered Nurse
Manager on catheter bag care and
placement, mifection contro’ praciices, fand
washing, glove donning and removal,

. Facility staff serving meals in the activity

dining room have recerved education on
hand-washing, glove donning and removal,
catheter bag handling and general infection
comirol tachnigues by tha faclity’s Infaction
Control durse, Admimstrator or Registered
Nurse Manager
d. New employess emploved by the facilty wil'
receive the same plan of correction education
during their initial competency assessment
e The faclity wil comptete hand washing audits
and catheter bag audits
4. The facility will monitor its performance of
plan of correction througn,
& The facility Admunistrator will track
gerformance of audits on the facility
ashhoard.
The administrator will submit the facibity
dashboard to the Quality Assurance
Commuttee. The Qualty Assurance
Committee will review and make
recormmendations g5 necessary

L
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H

F 492 483.75(b)y COMPLY WITH
35=C FEDERAL/STATEAOCAL LAWSPROF 81D

" The faciity must operate and provide serdces in

. compliance wilh aff applicable Faderal, Siste, and
foca! taws, reguiations, and codes, and with
accepsd professional standards and prineiples
that appdy to professionals providing services in
such a facility.

This REQUIREMENT is rot met as evidenced
by
By;wd an interview, record review and review of
" the Kentucky Revised Statute (KRB), it was i
- determined the facifity falfed to comply with al

Fedsral, State, and local laws, regulations and
"codes. information about Human

imrhunedeficiency Virus (HIV) and Auto Immune

Deficiency Syndrome (AIDS) provided by the
tacifity did not meet the statutory requirements of
P KRS 214.820 {4) which states information on the

HIV infection shafl be presented to any person

whe receves treatment in a skilied nursing
“facility. The information shall Include, but not be
: imifed o metheds of ransmission, methods of

prevention, and appropriate atfitudes and

134429 18 WG 12002014
HAME (OF PROVIDER OR SUPPLIER } S™REET ADORESS. CITY. STATE, ZIP COOE
178 HOSPUTAL DRIVE
CLARK REGIONAL MEDICAL CENTER
EDICAL © I WINCHESTER, KY 40321
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PREFIX (FACH DEFIDIENCY MUST BE PRECEDED oY FliL PREFD {EACH CORERCTIVE ACTION SHOULD BE COMPLE NON
TAG REGULATORY OR L3C DENTIFYING INFORMATION TAG CROSS-REFORENCED TO THE AFPROSRIATE DATE
: DEFICIENCYY
: . . E492
F 441. Continued From page 22 ' F44dt {ZfZﬁf 154
. would spread germs to other residents, ONA #2 ‘1 The facility has taken action to correct the
further stated he did nof foliow facility poticy with deficient practice
" regard o hand sanitization. & All Residants or their Respansiblie Parties
: . , ) have been presertted with updated HIV &
Interview with the 339’3*8’“ Nurse (RN} AIDS Awareness and Prevention information
Manager on 14/20/14 at 539 PM revealed her 2. The Facility will identify other Residents with thi
expectation for troper hand hygiene was for staff - [he Taciity will identify other Residents with the
 to wash their bands between patient contact in potential to be affected through N
the ¢ining room She stated failure 1o do so could & All Residents admitting to the facility have the
cause transmission of germs (o other residents. | ~ potential to be offected,
F 482 b All Rgsidents or their Respors ble Party have

heen presented with HIV & A,DS Awarcness
and Prevention information,
3. Te ensure the deficient practice does aot rocur

a The Facillty has updated information for HiV

‘ Awareness and Prevention presented inthe -

: admission packet presented to Residents or
the:r Respansible Parties when they admit ta,
the facdity,

b. The Administrator has educated nurses on
HIV and AIDS awareness and prevention
admission information,

¢ Mew purses employed by the faciity wit :
receive tha same plan of correction education
during their initia! competency assessment

<4 The facifty wil: monitor its performance o plan
of correction through:

a The facility Administrator will track
compliiance of naw admission nformation on
the facikty Dashboard

b The adrmunistrator will submit the facility
¢ashboard to the Quality Assursnce
Committes The Quality Assurance
Committee will review and make
recommendations as necessary.

FRAM CMS-2567(02-99) Pravicus Versons Obsolets Evert Fr CRSIT

Fauiley 1T 150k i contingation shaet Page 27 of 28

A S



- S . FRINTED: 127092014
CEPARTMENT OF HEALTH AND HUMAN SERVICES FORNM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES . OMEB NG, DB38-0381

:

(X2 MULTIRLE CONBTRUCTION

[ STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIERICLIA é (R} DATE SURVEY
* A SUIL NG 5 CORPLETED
!

H PLAN OF CORRECTION DENTIFICATION NUMBER:

165498 B WG 11/20/2014

SYREEYT ADDRESS, CITY BTAYE. 2P CODE
175 HOBPIT R
CLARK REGIONAL MEDICAL CENTER NCRES TR oy 40301

(X110 SUMMARY STATEMENT OF DEFICTENCIES D ) PROVIDER'S PLAN DF CORRECTION R
PREFIX . (EACH DEFICIENGY MUST BE PRECEDED BY FLLL PREFIY {EACH CORRECTIVE ACTION SHOLLL BE ¢ GOMPLETION
TAG REGULATORY OR (SC IDENYIFYING INFORMATICNY TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}

HAME OF PROVIDER OR SUPPLER

F 492 Continued From page 23 . Fagz
behaviors ensuring the faciily provides quality
" sevvices to all patients, regardless of HIV stalus.

The findings include, .

Review of the Checklist for Compliznce with KRS
214.620 {4) HIV/AIDS Patient information

 revesled information provided by each facility
mst include methods of kansmission, methods
of prevention, and appropriste atitudes and

- behaviors 1o ensure the faciity provides guailty

. servicas [o all patients, regardiess of HIV status

Review of the facity's information provided to the
rasidents on admission, "HIV: Know the Risks,
Gel the Facts", Administration on Aging, undated,
- addressed mathods of transmission; howaver,
_thete was no documentad evidencs the )
“information contained methods of transmissian to
inchide; e infected mother may pass HiV to the '
“unbarn child, receiving contaminated blood or : )
blood products organrdlissue transplants, and
artificial insemination.

©in addition, the facitiy's information inciuded

mathods of prevention. howaver, thara was no

" documented gvidence the informalion contzined

- methods of prevenhon © Include, no sexual
mtercourse except with a monegamoeus pattner

“who was not infected, and should be tesied for

- HIV # pragnant or plan fo he pregnant.

" Alsa, the Tacility's 'nformation did nof address

. appropriste atlitudes and behaviors to ensurs the .
facility provides quality services (o aff patients,

- rogardiess of HIV status.

f Interview with the Administrator on 11/20/14 at
1130 PN, revealed the HIV information which was
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F482. Continued From page 24 Fag2
inciuded in the admissions packet needad to be
updated to include ail methods of ransmission
and prevention end needed 10 address
appropriale attitudes and behaviors ragardless of
CHIV stalus
i
;
i
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K OGO INITIAL COMMENTS

CFR: 42 CFR 8483 70
Building: 01

Survey under. NFPA 101 (2000 Edition; Mew
Health Care

Plart approval 0171772011

Facilty type: Hospital

Smoke Comparimaniy Eight (8}
Type of structure One 1) 3oy Type (222
Fire Alarm: Complete Fire Alarm nstalied new

Sprinkler System: Compiale sprinkier system
{wel} insialiad new.

Generzfor. Two [Type 1) Dissal

A Life Safety Code Survey was conducted on
1118114, The faciiity was found lo mest the
minimum raquirements with 42 Coda of the
Federal Regulations, Part 483.70. The census the
day of the survey was twenty-two (22}, The faciity
s licensed for wenty-five {25) beds

K a00

LABGRATORY D
CA AN

TOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TLE

X8} DATE

D £ STRAT T34 v2fie /iy

Ay dadi

other safeguards provide sufficient nrotection fo the patients. (See instructions j Except

cy statement ending with an asterisk {*) denotes 3 deficiency which the institution miy be excused from conecting providing i 18 delermined that

for nursing homes, tha findings stated above are disclosable 50 days

N SnDYE Prwtiios dadd alkane

EETm

W v ki

foliowing the date of survey whether or ne! 2 olan of sonrectin 8 provided. For nuising hosses )
S TG TR SR S USRS aie mads availzbia {o the ipcilily. If deficiencies &

program paticipation,

FORI CHMIS.286T02.98) Provious Yersions Cusoiete

Event i) CR3EN

' cited an approved 'sian of consction is reqeiéé%e i continued

3ga fof}

If continuglion shest &

Facity i 100740

a



