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= : DEFICIENCY)
{F 000} INITIAL COMMENTS _ {F 000}:

I An offsite revisit was conducted and based on
the acceptable Plan of Correction (POC) the
facitity was deemed 1o be in compliance as

: alleged on 05/11/14.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
ather safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made available to the facifity. if deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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MANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIF CODE

420 EAST GRUNDY AVENUE
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(Kay i MIARY STATEMENT OF DEFICIENCIES ¥ PROVIDER'S PLAN OF CORRECTION Lo ks
Rt (EAGH DEFIGIENGY MUST BE PRECEDEDEY.F: REEN | (EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG SEGULATORY DR LSC DENTIFYING INEORMAT e CROSS-REFERENGED TC THE APPROPRINTE — DATE
OEFICIENCY) ;
-‘ Submission of this Plan of
F TIAL COM PR ;
0001 INFTIA MENTS Correction is neither an ;
© An Abbreviated Survey investigating ; adimssmn to 11(101‘ an
i KY00GR21513 was initiated on 04/01/14 and | agreement W‘Iﬂ'&l the l
- canciuded on 04/33/14, KY00021513 was . Deficient Practices noted i
» substantiated with deficiencies citad. ! below, but pmvidad as .
F201 483.12(a)(2) REASONS FOR F 201 ; !
58=0 | TRANSFER/DISCHARGE OF RESIDENT : fcﬂquéff% K?i?;iiicipaﬁon
i | onditi g .
| The facility must permit each resident to ramain In’ :
. the facility, and not transfer or discharge the ; : 1. Resident #1 is no longer
| resident from the facility unless the transferor | in the buildi !
. discharge is necessary for the resident's welfare ;10 the bullding. ;
"and the resldent’s needs cannot be met in the | i :
- facility; ' 2. The Director of Nursing i
: ! and the Assistant Director :
i The transfer or discharge is appropriate because | ; . . 1 i
" the resident's health has iImproved sufficiently so ; oi:Nursmg will ASSESS a :
' the resident no longer newcds the services I i Discharge summaries ;
i srovided by the facility; 5 ! before the resident is
' The safety of individuals In the facility is . discharged to assure thatall
endangered; ! | reasons, communications ;
, i and pertinent facts are
é T;e :;af{hbof In?’ividualﬁip tha facitity would : % recorded on the Discharge ‘
; atherwise be endangered; | Summary. ;
- The resident has failed, after reasonable and |
| appropriate notics, to pay for (or to have paid i 3. The Director of Nursing
_ under Medicare or Medicaid) a stay st the facility. | cial i :
i For a resident who becomes eligibie for Medicaid | %r{d S:? ! Servmeg ted
after admission to a nursing facifiy, the nursing | 1 LITRCIOr Were re-educaic |
. facility may charge a resident only aliowabie ! : by the Administrator on
 charges under Medicaid: or e 4/28/20114 to include in F
: o : discharge and transfer ;
The faciity ceases o operate. | 5 ' ; ;
j k4 P -f :' documentation all ;
: ' 3 discharge and transfer :
’ This REGQUIREMENT s not met as evidenced ‘ : instructions jng]gding the
1 { ) ;
LABCRATORY DIRECTORS DR PROVIDER/SUPFLIER REPERESENTATIVE'S SHaNATLIRE TITLE (%8; DATE
1 lo b7 A ope v rsrage ron Lz 42

Any ciency statament ending with an astariek {7) denctes a deficlency which the institution may be excused from correcling praviding i1 s detarmined that
athe? safeguards provide sufficiant protaction to the patlents. (See Instructions.) Except for nursing homes, the findings stated above are disdosable 80 tays
fatlowing the date of survay whether or not & plan of correction is provided. For nursing homes, the gbova findings ang plans of comaction ara disglosabie 14
days following the dets these documenis sre made availabla to the faclity, I defidlencies e clied, an approved plan of corection is ragiizite 1o cantinued

program participation.
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, by

i the facility's "Bifl of Resident Rights”, i was

~determined the facility failed to permit each

; resident to remain In the facility, and not be

“transferred or discharged from the facillty uniess

- it was for the resident's welfara or the faciiity
could not meet the resident's needs for one (1) of

| six (6) sampled residents (Resident #1). Review
of the facility’s documentation revealed Residert

| #1 was discharged “home” two {2) days after

~admission due to a “criminal history”.

. The findings include:

|

_ Review of the facility's "Bllt of Resident Rights”,

| dated D7/01/08, revealed residents had the Fight
to remain in the facility and not be transferred or

! discharged unless: the transfar or discharge was

. hecessary for the resident's welfare and the

resident's needs could not be met in the ceriter:

. the transfer or discharge was appropriate

| because the resident's health improved

. sufficiently and no longsr needed the services

F'provided by the center; the safety or health of

- individuals in the facility was endangered; failure

i (0 pay after appropriate notice: or the center

, ceassd o operate.

. Review of the hospital Discharge Summary
revesled Resident #1 was discharged fo the
facility o 0311814, after having a Left Leg Below
: the Knee Amputation (BIK&) on 03/14/14.

| diagnoses which included a Left Leg BKA,
. Hepatitls C (virus that infects the fiver), nsulin
! Dependent Diabetes Mellitus and

' Based on interview, record review and review of |

| Fzmi?

|
i

i
i

| Review of Resident #1's medical record revealed | i
the facility adritted the resident on 03/18/14, with ‘

Xom SUMMARY STATEMENT OF PEFICIENGIES 0 FROVIDER'S PLAN OF CORRECTION (XE}
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FUILL . PREFIX {EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY DR LEC IDENTHTYING IMFORMATION) i TAZ CROZS-REFERENCED TO THE APRROPRIATE | nate
DEFICIENGY)
; ! reason for
F 201 Continued From page 1 N

discharge/transfer, their
right to appeal the
discharge/transfer if it is
not a planned
discharge/transfer and the
name and contact
information of the local
Ombudsman. The resident
or family will verbalize
understanding and this shall
be documented in the
medical record.

4. The Social Services
Director and or Director of
Nursing will audit all
discharge/trapsfer records
weekly 1o ensure the
discharge/transfer record
contains appropriate
discharge/transfer
instructions including the
reason for discharge or
transfer , the right to appeal
the discharge if it is not a
rlanned discharge and the
name and contact
information of the local
Ombudsman,
Documentation of resident
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ev(ﬁame Resident #1 was » s{afety risk to othar
' residents,

' Review of the Social Service (SS) Note, dated
| 03/26/14 at 1211 PM, revealed Resident #1 had

~gone to 55 on 03/20/14, and reported he/she had .

| 2 criminal history and also discussed tiis "issue”
with the Administrator, Confinued review of the
88 Note reveaied discharge plans were initiated

with "BUS" fransporting him/her "home". Further |
| record review revealed no documented evidence |

. Resident #1's discharge was nacessary for the

resident's welfare, the resident's neads could not

 be meat In the center, the resident's health had
. improved sufficiently and he/she no longer
‘ needed the services provided by the center, or

. the safety or health of individuals in the facility

' was endangered.

H

" Review of the facility's discharge documenitation
¢ for Resident #1's, dated 03/20/14 at 12:25 PM,

. revesled the reason for discharge was

i decumented as "other”. Review of the 85

. Discharge Summary section ravealed Resident
“#1 was discharged home due to a criminal
 history. Review of the Advanced Practice

GENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIGIENCIES [X1) PROVICER/SUPPLIERICLIA {23 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIEICATION NUMBER: A BUILOING COMPLETED
C
183336 B. WING _ 04/0372014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP CODE
- N R 420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTE SPRINGFIELD, KY 40069
(A SUMMARY STATEMENT OF CEFCIEMCIES \ I PROVIDER'S PLAN OF CORRECTION : )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE . COMPLETON
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GCROBS-REFERENCED 70 THE APPROPRIATE | DATE
DEFIGIENGY)
; ‘ ; © and or family verbalization
F 2011 Contslﬂggd Fro@ page 2 : F 2011 of understanding of the
. Methicilin-Resistant Staphylocoecus Aureus - i disch . " I
{MRSA, an antibiolic resistant bacteriz). Review | ‘ 1scharge instructions wil
. of the Nursing Admission Assessment, dated ' ; also be audited to ensure it
03;'38!1 4, revealed Resident #1 t¢ have thirty-four - ' is present. The results of
(34) staples {o his/her left extremily stump. these audits will be taken to
Continued record review revealed Resident #1 )
' required wound dressing care and surgical site the Qﬂ‘flhty Assurance
| gare to the left extremity stump, monitoring of Committee by the Social
. fingerstick bloo:l:f _?ug:ars with daily injections of Services Director and or the a
* insuling Physical Therapy and Oecupationai ; :
- Therapy. Record revieﬁ‘gre\f&aked no Director of Nursing
documented evidence of behaviors while the i monthly x 4 months for
| regident was at the facility, and, no documented further recommendations '
 5/11/2014

and then as required.
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4y SUMMARY STATEMENT (OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL

PREFIX
TAL REGULATOHY DR LAC IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION
PREFIY {EACH CORRECTIVE AGTICN SHOULD BE
TAL : CROSE-REFERENCED TO THE ARPPROPRIATE

DEFICIENGY)

1)
o QONMMETION
. DATE

F 201 | Continued From page 4

! Unabia to interview the Social Services Direcior
. dug to her being on vacation in ancther state.

. Interview with the Administrator on 04/02/14 at
" 4:45 PM, revealed Resident #1 had gone to the
. B8 Director on 03/20/14, to revesl he/she had a

i Director advised him of Resident #1 having 2
eriminal history, Continued interview revealed
: Resident #1 told him he/she wanted to go home

#1 5 to his/her home and gave him/her twenty

| {20) duliars for groceries. Continued interview
i with the Adriristrator, on 04/03/14 at 3:03 PM,
' revealed the facility ran & ¢riminal record

ihe residert had a conviction for a lewd or
| lascivious act with a child, The Adminisiraior
' reported the facility did rot contact loeal or state
| law enforcement or probation offices. According
o the Administrator, Resident #1 advised him
| hefshe wanted to go home, however the facility

| medical record, Further interview revealed the
facility did not offer or attempt alternate
 placement nor, did the facility give Resident #1 a
“writtan notice prior ‘o discharge.
F 203 483 12(a)(43-(6) NOTICE REQUIREMENTS
53=0 BEFORE TRANSFER/DISCHARGE

P
‘ Before a facility transfers or discharges a
+ tesitlent, the facility must notify the resident and,

i of the resident of the transfer or di acharge and
. the reasens for the move inwriting and in a
*language and manner they understand; record

! background chack o Resident #1 which ravealed

, if known, a family member or legal representative !

criminal history. The Administrator stated the 85

 due to his/her criminal history. The Administrator .
' atated the facility arranged transport for Resident

|

' did not document this information in the resident’s

F 201

1. Resident #1 is no longer

— in the building.

i 2. The Director of Nursing

and the Assistant Director

of Nursing will assess all

Discharge summaries
before the resident is

discharged to assure that all
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™e REGULATORY OR L5C IDENTIFYING IMFORMATION) [ - T CHOSS.REFERENCED TO THE APPROPRIATE | DATE
| ‘ DEFICIENCY)
[ . | reasong, communications
F 203 Cortirued From page & i E20a ’

i the reasons in the resident's clinical record; and
. include in the natice the ifems described in
" paragraph {a}8) of this saction. !

~ Except as specified in paragraph (a)}(5)() and (a}

i (8] of this section, the nofice of trarnsfer or
discharge required under paragraph (a)(4) of this |

- section must be made by tha facility at least 30

_ days before the resident is transferred or

" discharged.

' Notice may be made as soon as practicable

- before transfer or discharge when the health of
individuals in the facllity would be endangered
under {#)(2)v) of thiz sectior; the resident's
health improves sufficiently to allow 2 more

| immediate trangfer or discharge, under paragraph l

. {a2)(i} of this section; an immediate trangfar or _

 discharge is required by the resident's urgent i

' medical needs, under paragraph (a)(2)(ii) of this

' section; or 3 resident has not resided in the

| faciity for 30 days. ;

| The written notice specified in paragraph {a)(4) of .
_ihis section must include the reason for ranster
{or discharge; the effactive date of transfer or

; tischarge; the location to which the resident is
transferred or digcharged; a statement that the

, resident has the rignt lo appeal the action to the
- State; the name, address and telephone number
- of the Sizte fong term care ombudaman: for

" nursing facility residerts with developmental

1 Uisahilities, the malling address and telephone

" ruinber of the agency responsibie for the

' protection and advocacy of developmentally

. tizabled individusls established undar Part © of

t the Develapmental Disabllites Assislance and Bifl |
» of Rights Act: and for nursing faciity residents '

and pertinent facts are
recorded on the Discharge
Summary.

i
i

3. The Director of Nursing
and Social Services
Director were re-educated
by the Administrator on i
/28/2014 to include in ,

discharge/transfer
documentation all
discharge/transfer
instructions including the
reason for

| discharge/transfer, their

© right to appeal the
discharge ifitisnota
planned discharge and the
name and contact
information of the local
Ombudsman. The resident
or family will verbalize
understanding and this shall :
be documented in the 5
medical record.

4. The Social Services
Director and or the Director
of Nursing will audit all
discharge/transfer records

i

FORM IMG-2567(02-88) Pravious Versions Shewlete Event 10, 8y1JE 1

Fachity I 1084472 It continyativn shest Page 8of 14



1R 27 18593569571

3
4

BE/B3/2814.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PaGE A7/ /4a

PRINTED: 0471772014

FORM APPROVED

OME NO, £938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
ETATEMENT OF DEFIGIENCIES (%1) PROVIDER/SUPELIERACLIA £CY RBLTIPLE CONSTRUCTION %23 DATE SURVEY
AND PLAN OF CORBECTION IOENTFICATION NUMBER; A BULDING COMPLETEDR
c
185336 B. WING 0470372014
STRESTADDRESS. CITY, STATE, ZIP CODE

NAME OF PROVIDER UR SURPLIER
SPRINGFIELD NURSING & REHABILITATION CENTER

420 EAST GRUNDY AVENUE
SPRINGFIELD, KY 40009

SUMMARY STATEMENT OF DEFICIENCIES

XA D
FEEE,)FEX ; (SACH DEFICIENCY MUST BE PREGEDED BY FULL
YAG | REGULATORY QR LSC IDENTIEYING INFORMATION)

s

G
PREFIX

PoTvae
‘ : DEFICIENEY)

BROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULE BE
CROSS-REFERENGED TO THE AFRROPRINTE |

(%5
© COMPLETION
BATE

!

F 208 Continued From page 6
who are mentally ill, the mailing sddress and
'telephone number nf the agency respoansible for
| the protection and advocacy of mentally il
' Individuals established under the Protection and
i Advecacy for Mentally Hi individuals Act,
This REQUIREMENT i not met as evidenced

| by:

! the facility's "Bill of Resident Rights", it was
_determined the facility failed to provide written
! notification o each resident prior 1o discharge
. from the facility for one (1) of six (B) sempled
' residents (Resident #1). Additionally, the facility
 failed to provide Resident #1 with a statement
mdncating the resident had the right to appeal the |
| discharge lo the State and the name, address
-and telephone number of the State Long Term
| Care Ombudsman.

i

| The findings include: :

| Interview with the Director of Nursing {DON) on
94{02!14 at 4:45 PM, revealad the faaility did not
' ! have a Admission, Discharge or Transfer policy.

| Review of the facility's "Bili of Resident Rights”,

. dated 07/01/09, which was included in the

f facllity's admission documentation, revealed

. rasidents had the right to written notice of the

' reasen given to the resident and/or family in a ,
, language and manner that the resident andfor |
! family could understand. Further review :

- revealed, the netice should Inciude 3 statement

- indicating the resident had the right to appeal the

; aotion to the State Agency, designated by the j

! Blate for such appeals, and the name, address,

" and telephone number of the State Long Term

. Care Ombudsman,

|

Based on record raviaw, irterview and reviaw of

weekly to ensure the
discharge/transfer record
contains appropriate
discharge/transfer
ingtructions including the
reason for discharge, the
right to appeal the
discharge if it is not a
planned discharge and the
name and contact
information of the local
Ombudsman.
Documentation of resident
and or family verbalization
; of understanding of the
discharge instructions will
also be audited to ensure it
is present. The results of

F 203

the Quality Assurance
Committee by the Social

’ Services Director monthly
: x 4 months for firther
recommendations and then
as required.

'
L

these audits will be taken to

311720

é

|4
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T N
i i

F 203 Continued From page 8
“oriminal background. The Administrator stated
; the 85 Director reported this to him and & :
' criminal record background check was performer 1
. on Resident #1 which confirmed the resident's
 criminat histery, The Administrator reported ‘

Resident #1 told him he/she wanted o go home, |

i however this was not documented in Residant #1°
" medical record. Further interview reveaied the
 facility did not offer or attempt alternate
' placement nor, give Reeident #1 a written notice
_ phior to discharge.

F 441 483.65 INFECTION CONTROL, PREVENT

$5=p SPREAD, LINENS

! The facility must establish and maintain an

. Infection Control Pragram designed o provide a

| safe, sanitary and comfortable environment and ‘
to help prevent the development ard transmission:

‘ of disease and infection. |

; (&) Infection Control Program

{ The fazility must astablish an infection Control

Frogram under which it -

(1) investigates, controls, and prevents infections
“in the facility; i
 (2) Decides what procedures, such as isolation, ,
t shouk! be applied to an individual resident and |
{3} Malrdaing a record of incidents and corrective :

| actions related to infections.

. {b} Preventing Spread of Infaction

(1) When the Infection Contral Program
determines that a resident needs isolation to

i prevent the spread of infection, the faciiity must
| isoiate the resident, :
. {2) The facility must prohibit employees with a i
| communicabie disease or infected skin lesions
from direct contact with residents or their foad, if

|

i

F 203,

|

1. All soiled, unlabeled and

uncovered bedpans, urine

E graduates and urine hats
have been removed and
replaced with clean, labeled
and covered units by Kellie
Elder, RN.

F 441

2. All residents have the
potential to be affected. All
nurses were inseriviced
: beginning 4/18/2014 by
j Administrator on Hand
E Washing. An all staff
inservice will be held !
4/30/2014 by Trena Lee, :
RN Education Director to
discuss Hand Washing and
Contact Precautions.

i t
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{ DEFICIENGY} :
, | | . i Nursing,
F 441 Continued From page 9 F 441} f; ’}:"hte: ?1;;0’:02 of fummg_
i direct contact will fransmil the disease. , SS18 ant Lirector o}
- {3} The facility must require staff to wash their | i Nursing and Staff ]
. hands after each direct rasident contact for which | Development Coordinator
- hand washing is indicated by accepted ' re-educated licensed nurses ;
‘ il e, . . :
professional practice and certified nursing :
(e} Lingns assistants on 4/18/2014 on
" Personnel must handle, store, process and the infection contro!
; fransport linens so as to prevent the spread of processes including
- infaction. . .
; , washing urinals, graduates,
| ! bedpans and bedside
L ) i commodes, proper labeling
“ g';;rs REQUIREMENT is not met as evidenced - of each residents’ iters and
' Based on observation, interview and review of ? proper stur&ge' of these .
, the facility's policy, # was determined the facility ; ; items along with proper :
failed to maintain an infection Control Pragram : handwashing techniques
; designed to provide a safe, sanitary and ;
' comfortable environment and 1o help prevent the ! and how to handle, ste.re,
: development and transmission of disease and | | process and transport linens
! infection as evidenced by utinals, bedpans, crinal - to prevent the spread of
; hats and urine gracduates not covered and stored i infection
tin ftary marmer. ' f N C iy
; & sanfiaty manne The Regional Dietician re-
I'The findings include: A educated the dietary staff
e b ihe D N - i on dietary zanitation and
- Interview with the Director of Nursing Nyen r ;
: L ood handli )
| D4/03/14 at 2:15 PM, revealed the facility did not A f?gfzrﬁi . bandling on |
| have a specific palicy relatad to the storage of ‘ : :
“soiled bedpans, urinals, urine hats or graduates. E
i :
I - - e : .
Review of the facility's poficy tited, "General i ; ; i ;
| Infection Control Poilcy”, undated, reveaied the ? 4. The D1re_ctor of Nursing,
- objective of the facilty’s infection control policies Assistant Director of :
; and practices were lo maintain a safe, sanitary, | Nursing and the Staff :
- and comfertable environment to help prevent and | i Development Coordinator
manage transmission of di i o { ; '
| g nsmission of diseases and infection ' will complete a general :
FORM CM3Q86702.59) Previous Varsiane Obsatate Event ID: §YLIF1 Faciity i 100412 I conlinuation sheet Page 106f 14
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Xa SUMMARY STATEMENT GF DEFICIENGIES. o PROVIDER'S PLAN OF CORRECTION C o
PRERIX {EACH DEFICIENGY MUST 8E PRECEDED BY FULL . PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMLETION
TAG : REGLULATGRY DR ESC IDENTIEYING INFORMATION) i TAG CRQSS-RE?[ERESEC&%E%&'EF APPRUPRIATE :
' rounds daily, 5 days a week
F 441 Continuged From page 10 F 441, x 4 wecks, then monthly x
- Observation during inltial tour on 04/02/14 at & 33 2 th ‘; udl‘t and ‘ ‘
. AM, revealed resident room #17 had a soflad, months 1o &
! uniabeled and uncavered bedpan under bed A, observe ali Heensed nurses
Observation revealed resident room #11 had an and certified nursing
‘uyneovered, uniabeled and solled bedpan on the : ina linens
shelf in the bathroom. Continued observation assmtg ntihazdhngd n d.{i’
 during the initial tour revealed resident room #16 washing hands and auditing
had a soiled, unlabeled and uricovered urine rooms for urinals, bedpan,
) graduate tn the bathroom on & shelf. Further ‘ and gmciuates f'ar proper
observation revealed resident room #12 had a : cleaming. labeling and
: sofied, unlabeled and uncovered urine hatona ng, £ all . .
bedside teilet in the bathroor, i storage. Any observation at
s , the time that is not within
Intervisw with Cerfified Nursing Assistant (CNA) | roper infection control
: #1 on 04/02114 at 10:00 AM, revealed solled urine p g 1 will result in _
- graduates, uringls, urine hats and bedpans gm cHnes ~
; should be labsled and covered prior to storage for immediate one to one :
' infection controf issues. counseling with written :
‘ i cr ion and a retum
| Interview with Licensed Practical Nurse (LPN) #1 | ; g‘:’ imentation A
0N D4/02/14 at ©:07 AM, revealed soiled urine : emonstration on the
i graduates, urine hats, urinals and bedpans proper procedure. Result of
should have been cleaned, lzbeled and covered | ' these audits will be taken to
i prior to storage for infection control and to ’ ; i
" decrease the risk of cross contamingtion. the Qu’.thty Assurance
; i Committee monthly x 4 5
| Interview with the Assistant Director of Nursing 3 months for further
(AGGN)Infection Contral Nurse on 04/03/14 at i recommendations. The
[ 2:11 PM, revealed soiled urinals and bedpans . :
should be cleaned, labeled, covered and stored | i Dietary Manager ‘U‘Vﬁi
| properly to decrease Infection contryl issues. ’ : complete observations 5/11/20]14
; Interview with the DON on 03/03/14 at 2:15 PM,
revealed her expectation was soiled urinals and |
. bedpans should be cleaned, labeled, covered and -
- stored properly to decrease odor and infaction
| conirol reasons.
F 5201 483.75(c)(1) QAA F 520,
FORM CME-2E60.89) Pravious Versisng Obsolets Event i0: 9YLF1 Faciiiy I 100442 If contiruation shegf Page 17 of 14
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Ay SLMMARY STATEMENT OF DERICIENGIES in] FROVIDER'S PLAN OF CORRECTION : %4
PREFIX | (EACH DEFICIEND Y MUST BE FRECEDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
THG REGULATORY OR LEC IDENTIFYINIE INFORMATION) TAG CROSS-REFERENCED 1O THE APPHOPRIATE DATE

DEFICIENCY)

L

|

F 820 Continued From page 11

$5=E | COMMITTEE-MEMBERS/MEET
| QUARTERLY/PLANS

!

!

| Afacllity must maintain a quality assessment and ]

- assurance commitiee consisting of the director of

f ursing sarvices; 2 physician designated by the
facility, and at least 3 other members of the
facllity's staff,

\
. The quality assessment and assurance
' committee meets at least quarterly to identify

| i8sues with respect to which quality assessrment

_and assurance activities are necessary: and
t develops and implemants appropriate plans of
- action to correct identified quality deficiencies.

- A State or the Secretary may nol require
 disclosure of the records of such committee

- except insofar as such disclosure is refated o th

; compliance of such committes with the
‘requirements of this section,

 Good faith attempts by the commitiee to identlfy |
t and correct quality deficiencies will not be used as

, & basis for sanctions,
i

i This REQUIREMENT is not met as avidenced

by:
Bazed on abservalion, interview, and review of
- the facility's policies and education, it was

_ determined the faciity failed to maintain a Chuality ;
 Assessmenit and Assuranca (QA) pragram which |

i developed and Implemented plans of action to
_correct quality deficienciss as evidenced by

| repeated deficiencies related 1o the facility's

; failure 1o ensure infection control practices were

t

E 520 1. The Statement of

Deficiencies and Plans of
Corrections from the last
year were reviewed by the
Administrator and Director
of Nursing on 4/22/2014
and recognize that F441 has
been a citation in the past
vear surveys that have been
conducted and this review
1s part of this plan of
; correction.
The Director of Nursing, ;
Assistant Director of :
Nursing and the Staff
Development Coordinator
will complete a general
rounds daily, 5 days a week
x 4 weeks, then monthly x
2 months to audit and
observe all icensed nurses
and certified nursing
assistants handling linens,
washing hands and auditing
rooms for urinals, bedpan,
: and graduates for proper
= ¢leaning, labeling and
storage. Any observation at
, the time that is not within i
' proper infection control
i guidelines will result in :
! immediate one to one

1
!
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X0 SUMMARY STATEMENT OF OEFICIENCIES o ! PROVIDER'S PLAN OF CORRESTION ; i)
PREFIX | [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORFECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPFRIATE i DA
| ‘ DEFICENCY) -
ing with written
F Sé.‘ﬁi Continued From page 12 F 820 counseling . ith
: documentation and & retumn
. adherad to, :
: demonstration on the
! The findings include: - proper procedure. Result of
' Review of the ¢ lity's, "Quality As ¢ and ' these audits will be taken to
eview o achity’s, Uaity sessment an M "
| Assurance Committes Summary”, dated the Qw.z.ilty Assurance
- 09/20/12, revealed the intent of the facility Commitiee monthly x 4
Included to oversee facility systems and months for further
- processes refaled to improving quality of care and . recommendations.
 services: to promote consistent facility systems
'and processes and appropriate practices in .
| resident care; and to monitor and evaluate the 1 2. The Quality Assurance
. #ppraprigteness and quality of care provides Committee recognizes that
" within the framework of the Qualily Assessment ! 3 fe
‘ cficiencies i
1 and Assurance (QAA) plan. ‘rf:p caf: deficiencies in
infection control may pose ,
' Review of the facllity's Plan of Correction (POC) possible transmission of f
| gﬁtﬁﬁy czmpietﬁan céﬁz Ja: 01/241 4,t rwea;ed th:l ; infections to the residents i
- Liuaity Assurance ednm was (o meet weskly | 0 5 i
i X H ! ] !
for four (4) weeks beginning 01/12/14, then and that all residents have 3
- manthly and as needed after the four (4) weeks to | the potential to be affected. ;
; ensure safe infection controt practices were baing | i The audits and i
" utilized. Cnnt_inued‘review of the POC revesled observations conducted by i
! all staff were inserviced on infection control to i the Director of Nursi
; include cleaning and storage of bedpans. Further . “ . lrecto O+ NREINg,
review of the PQC revealed proper cieaning Assistant Director of
| procedures for personal equipment was fo be , ! Nursing, Staff
; monitored per nursing management routinely and “ . Development Coordinator
" during random rounds. ) .
; ; and Dietary Manager will ;
, Observation during initial tour an 0402714 at 8:33 ; ; result in immediate one to :
: AM, revealed: a soiled, uniabeled and uncovereed | ’ one verhal and written _
: badpan; a soiled, uniakeled ard wnenvered uring | : fL: !
' graduate; a sollad, uniabsled and uwncovered ; fzolms‘e ling ifp Top er_ . ;
“urlne hat, and an uncovered, unlabeled and ‘ Infection control guidelines
i soiled bedpan. are not being followed or
: o im r hand washin é
trterview with the Assistant Director of Nursing £ ﬁpies are obﬁerVE% ;
| (ADONYinfection Control Nurse on 04/03214 at ‘ ecnmg 3 ' A
FORM CMS-2567(02-00) PrevieUs Versions Ohsolse Evert iD: 8YUPTY Faciity ID: 180412 If coninuation sheet Page 13 of 14



a5/e9/ 2814 1627 1855933655671

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PAGE 13/46

PRINTED: 04/17/2014
FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SLUPPLIERMCLIA 42 MULTIPLE COMSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILCING COMPLETED

c
185338 8. WING 04/03/2014
SYREET ADDRESE, CITV, 8TATE, ZiP CODE

RAME OF PROVIDER OR SUPPLIER

SPRINGFIELD NURSING & REMABILITATION CENTER

420 EAST GRUNDY AVENUE
SPRINGFIELD, KY 40088

X4y m SUNMMARY STATEMENT OF DEFICENGIES o PROVIDER'S PLAN OF CORRECTION 3 1)
PREFEX (EACH DEFICIENGY MUST SE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE L COMPLETION
TAG REGULATORY DR LEC IENTIFYING INFORMATIONS TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
: ! DEFICIENCY) :
T
E The Quality Assurance
F 620 Continued From page 13 Q

- 8121 PM, revealed Monday through Friday, the
administrative team was assigned rooms to
fconduct dally checks an. The ADON/Infection

; Control Nurse stated labeled and covered urinals, -

" bedpens, uring graduates and urine hats were
‘ one of the areas being monitored by the

, administrative staff. Further interview revealed
“the facility did not document the dally checks
tbelng perfarmed.

' interview with the Director of Nursing (DON} on
| 04/03/14 &t 5:21 PM, revealed menitoring for

. unlabeted ond uncovered bedpans, urinalg, grine

' graduates and urine hats were a part of the

| facility's daily rounds. The DON stated unlabeled |
#nd uncovered bedpans, urinals, urine graduates -

L and urine hats were not a recutring issue during
; the daily rounds. Further interview revealed it
- wasg a "fluke” or administration probably had not

i had the opportunity ta make the daily rounds prior |

o the Surveyors” inftial tour,

_Interview with the Administrator on 080314 at

F 303 PM, revealed soiled urinais, bedpans, uring

; graduates and hats should be labelad, coverad

"and appropriately stored. The Administrator

| stated the facility did have an infection Control

_Committee that was alse a part of the QA

FCommittee, Further interview revealed the

. sdmirsstrative staff, who were members of the

' QA team, made daily rounds to monitar for such

i Issues and did not find this to be a recurring
issue,

i

F520°

L

Committee has decided that
improper infection control
practices will result in
progressive discipline,

!

3. The Regional Nurse
Consultant re-educated the
Director of Nursing and the :
Administrator on 4/17/2014 :
to re~educate all staff on
infection control guidelines,
including proper hand
washing techniques. The
education alse included that
if during audits or . :
observations any employee i
15 found to not be following
proper infection control

. practices they should be :
: stopped and one to one
 written counseling take ;
g place immediately with

. progress discipline to
follow with a log of written
actions being maintained by
the Administer and/or the
Director of Nursing, The
Administrator and Director
of Nursing were also
instructed to maintain a
binder of all audits and

FORM CA15. 2667/02-95) Provious Versions Oboclale
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PROVIDER'S PLAN OF CORRECTION

X8

,fa the Surveyors' initiz! tour. ;
; .
. Interview with the Administrator on 04/03M4 at
" 3:03 PM, revealed soiled utinals, bedpans, urine
 graduates ard hats should be Isbeled, covered
" and appropriately stored, The Administrator

' stated the fachity did have an Infection Control
~Committes that was alse a part of the QA |
' Committee. Further interview revealed the '
- administrative staff, who were members of the

- QA team, made daily rounds to monitor for such |
 issues and did not find this to be & recurring '

iBsue.

o SUMMARY STATEMENT OF DEFICIENCIES i .
frer | (BACH DEFICIENCY MUST BE PRECEDED BY RULL PREFIX (EACH CORRECTIVE ACTION SHOUWLD BE | COMFLEYION
TAG REGULATORY OR LEC IDENTIFYING INFORMATIDN) TAG EROSS-REFEREgggg '{Dg‘?}E APPROPRIATE BATE
IEHN
ot ! . observations along with any ;
F 520 | Continued From page 13 FO200  roturn demonstraﬁgons and '
| 5121 PM, revealed Monday through Friday, the i educational material :
adminisirative team waa assigned rooms o ue : . i
i conduct daily checks o, The ADONAnfection utifized for re-education. :
; Control Nurse stated labeled and cavered urinals, !
" bedpans, utine graduates and urine hats were | The :
‘ ‘ . . ' . uality Assurance
' one of the areas being manitored by the 4 Q t‘}l(i '
_ administrative staff. Further interview revealed Commitiee wi - mee _
" the facility did not document the daily checks monthly to review all audits
i being performed. and observations that are
| Interview with the Director of Nursing (DON) onr | weekly and rxfonthiy_ and E
:04/03/14 at 5:21 PM, revealed monitoring for recornmendations will be
, uniabeled and unceverad bedpans, urinals, urine made for follow up at the E
' graduates and urine hats were a part of the time. The Recional Nurse f
1 facility’s dally rounds. The DON stated untabeled : Consultant wi%i review the i
. and uncovered badpans, urinals, urine graduates i Onsu - i
' and urine hats were not a recurring issue during  Quality Assurance Audits ;
; the daiiy rounds. Further interview revealed it i monthly x 3 then quarterly
' was a "fluke” or administration probably had not X 6 months for further :
i had the opportunity fo mak iy r ior : ? ‘ . !
; pp ty lo make the dally roursds prior recommendations E 5/11/201
H

FORM CMS-2567(0288) Pravious Versions Obasists Event ID: 0YUF 11

Facility 1D 100442

Ifcontnuation shest Paga 14 of 14




