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. Based on the facility's acceptable plan of
correction, the facility is deemed to be in
compliance on 04/06/15 as alieged.
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(X4) D - SUMMARY STATEMENT OF DEFICIENOIES : oo, PROVIDER'S FUAN OF CORRES oM sy !
PARERX {BACH DEFICIENGY MUST 88 PRECEDED By UL PREFIX ' (EACH CORRECTIVE AGTION SHOULD a5 COMPLETION
TAG REGULATORY OR £8¢ IDENTIFYING INFORMATION . TAG CROSE-REFERENCED TO THE APPROPRIATE : DATE j
; : : PEFICIENCY)
S - |
F 000" INITIAL COMMENTS F 000 . N f
: ’ i
A Recertification Survey was Inifiated on
+ 02724115 and conciuded on (2/25/15,
. Deficiencies were cited with tha highest Scope
“and Severity of an "E", f _ |
F 187 483.10(b)(11) NOTIFY OF CHANGES F157: F157 Noti f
; otify of Changes ]
| 88=0" (INJURV/DECLINE/ROOM, ETC) ‘ : 4 g ;
{ : ; {Injury/Dectine/Room, EXT} ;
" A facility must immediately inform the resident, | ‘ " . diatel
i consuit with the resident's physician; and If : A Facility must immediately j
known, noiify the resident’s legal represantative inform the resident consuit
s or an interested family member when there S an with the resident’s physician,
accidant involving the resident which resuits in - ; dif tify th
injury and has the potential for requiring physician and i xnown, notify the : ;
. " Y L N . M B . ’ :
_intervention; & significant change in the resident's : resident’s legal : j
physicat, mental, or gsychosocial status (ie., a representative or an i
detarioration in heaith, mental, or psychosocial ? . ; I
status in either iife threatening conditions or : Interested fa.}mziy me,mber f f,
- clinical complications); a reed to alter freatment when there is an accident {
significantly (i.e., a need to discontinue an : ; involving the resident which ;‘
. existing form of treatment due to adverse fx peo |
: ; ; results ry an 5
consequences, of to commence a new form of : esult ‘m fnary a d has the !
potential for requiring :

; freatment); or a declsion to transfer or discharge |
the resident from the facility as specified in physician intervention; a ;‘
§ 5483.12(a). 5 ; significant change in the ' f
; The facllity must aiso promptly notify the resident _ resldent’s physical, menta, : : 1
“and, if known, the resident's legal represantative ‘ or psychosocial status {le,a

e

. or %nterssted family member wher} there is a i deterioration in health, _ ]

change in room or rcommats assignment as : . : $ ;

; specified in §483.15()(2): or a change in : : mental, or psychosocial :

“resident rights under Federal or State law or : status ir either life threating f ;

| , regulaﬁqns as specified in paragraph (b}1) of ; conditions or clinical !; i
; " this seclion. : ! o ) ;
‘ complications); a need to !

"The facifity must record and periodically update ; discontinue an existing form

 the address and phone numbar of the resident's ; of treatment significantly '

* legal representative or interastad family member, . ‘ . . ,
: . {i.e, a need to discontinue an

i
A0 : ) i
LABCRATOIFf DIRECTORS FOOVIDERISUPFLIGR REPRESENTATIVE'S SIGNATURE TITLE X8} DATE f
AT i
— A Aa[mcms{mac” 3/3{//f j
{ xcused from correcting providing # is deter{nmed that ;'
|
j
'
i
f

Any deficiency stathfrent ending with an asterisk “} denctes a deficiency which the institution mﬁy be o
other safaguards pr¥vide sufficlent protection o the patients, (Bee ngtructions ) Except for nursing homaes, the findings stated above are disclusable 50 days

follewing the date of survey whether or not 2 plan of correction e provided, For Aurging homas, the above finclings and piang of correction arg disclosable 14
days foliowing the dale these deciments are mada available (o the faclity. If deficlencies arg cited, an approved plar of corrastion is requisite {o continueg

program participation,
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existing form of treatment |
P i
Fis7 due to adverse

F 157 Continued From page 1

' This REQUIREMENT s not met as evidencad

s by

" Based on record review, inferview and review of |

the facility's policy it was dstermined the facility
failed (o ensure the responsible party was notifiad |
of an accident for one (1) of twenty-four {24}
sampied residents (Residant #11), Resident

{ #11s Power of Attornay (POA} was not notified of
a fail experienced by Resident #11, :

! The findings include:

Review of the facility's policy titled,
 “Farnily/Resident Notification of Physictan Order
Changes”, undated, revesled resldents andior
 their responsible party and/or desigree had the
fight to be informad and to be invelved in all plan

i of care lasuas,

: Record review for Resident #11 revealed the

facility admitted the resident on 107

Fa¥l

11111, with

i diagnoses which included Urinary Trast Infections
{UTls), Ostecporosis, Debility, Anxiaty, Alsctive

: Paychosis, Expressive Language Disorder,

- Demertia with Behaviors, Chraric Pain,

: Alzheimer's Disease and Contracture of the

'Lower Leg Joint, Review of the 11/24/14

 Minimum Data Set (MDB) Assessment raveaied

the facility assessed Resident #11 to have short

- term and long term memory problems. Review of |

" Resident #17's Comprehensive Care Plan
revealed the facility cars planned the resident ia

e atrisk for falis,

' Raview of 2 Nurse's Note dated 12/16/14 fimed
. 819 AM, revealed Licensed Practical Nurse :
- {(LPN) #9 documented Resident #11 axperiencad

consequences, or to
commence a new form of
treatment); or a decision to
transfer or discharge the
resident from the facility as
specified 483.12(a).

1} Resident # 11

showed not no I
effacts frem the
alleged deficient
practice. £vidence by
resident #11 did not
have any change in
status nor physician
Intervention,

2} Resident #11s son was

immetdiately notified

regarding fall {12/16/14) on

2/26/15 and documented in

resident’s madical record by

Blractor of Nursing.

3} A house wide audit was
conducted on 2/26/15,
3/2/15, and 3/3/15 by
Director of Nursing and Unit
Managers to identify any
other residents who would
be affected by the alleged

{

L
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F 157 Conlinued From page 2
a fall, and the oncoming nurse was to nofify the

FOA. However, further record raview revesied

no documented evidence Resident #11's POA

was notified of the resident's fall on 12/16/14.

Interview with LPN #8 on 02/26/15 at 630 P,
revealed the Unit Manager UM, Supendsor,

| Director of Mursing (DON) and famify were 10 he
netified whan a resident had afall Perinterview,
i Resident #11's fall ocowrrad on 12716114 at 5:00 :
“AM, and she had done tha initial fal packet at the -
s fime of fall. According to LEN #9, dociprentation ;

" of the POA should have been Indicated in the
: progress notes if the POA was notified afier the
“fafl, Further interview ravesled communication

. betweer off-going and on-coming shift was done
daily and she had communicated Residant #11's

, fall lo the on-coming nurse (LPN #1),

interview with LPN #1 an 02/25/14 at 5:00 £M,
revealed she was the "on-coming nurse® on

12116114, and was “"prelty sure” the natification of
[ Resident #11's POA was dons. Per interview,

! she should have documented the notifization in
i the pregrass notes; howsver, after reviewing the
"resicdent’s record, the POA's notification was not
; documented. LPN #1 stated she always

documentad in the progress notes and on the fall .

sheat hard copy when a POA was notified, aiong

“with verbally giving report to the oncoming nurse,
but could not find any docummentation of the POA
having been notified in Resident #1173 madical

record.

i

- Interview with UM #7 on 02/26/15 at 5:00 PM,

_revealed when a fall occurred the netification

| process included notifying the Char,
would notify the resident's POA,

ge Nurse who

Involved auditing BYBrY
rastdont’s medical record for
any changes fn condition
including new physician’s
ortlers and incidents, to
ansure that femily
Aotiflcation was in place, Mo
ather residernts were
Jiéer;’éif}ed a3 baing affected.

£ AR sursing skl were In.
serviced on the Policy:
Change i a resident’s
condition or status
conducted by HON, UM, and
MOS o 373715, 3715, and
/4715,

33 A QA dudlt will ba
conducted by Directar of
Nursing or designes {Unit
WManagers, ar Clinical
Coordinatos) or 5 residets a
week for 12 woeks to ensure
aii staif ara following the
Fatiey: Change in residont’s
sondition or status, This
audit will Include identifying
all new orders, Incidents or
oiher changes and ensurig

that family natificatian has
taien place,

6} At the erd of the 37
wieeks, e Director of
Nursing will present the
#ei residis bo the Cluaiity
Assurance Coratnittae, which
consists of the Dlreetor of
Nursing, Adminlstrator,
reedical dirsctor, and ynit
managers, The 04
Committes wil review the
esufts of the audits and

!
|
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}i (X4) 1) SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGCTION oy
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD e COMPLETIEN
; TAG RECULATORY CRLEC INENTIFYING INFORMATION) TAS CROBS-REFERENCED TO THE APPROPRIATE DATE
; . BEFICIENGY) |
o : i
! determine a schedide for i
F 157 Conlinued From page 3 Fas7 orgolng monitoring and to |
‘ | s . - determing if any other !
Interview with the DON on 02/26/15 at 535 PM, iriterventions st needad to j
i revealed her expectation was for staff to netify a ensure camplance, f
(Ggld@{;z s family andfor POA for any fall or 74 The Administrator wil i
i incident a3 per the facility policy. ; cnsurs compiiance, !
- Interview with the Administrator on 02/28/15 at
Do - b L e . o
6:58 PM} fe‘fea“?d residents f"imﬂf?b or Alleged Date of Compliance: C4/06/15
. regpansibie parties were o be nolified after each
“incident or fall or & change in a resident's {
. condition. :
1684 483.10(g), 483.75()(4) PERSONAL 164 f
58=E  PRIVACY/CONFIDENTIALITY OF RECORDS I
The resident has the fight to persana! privacy and
t confidentiality of his or her parsonal and clinjeal
! records. |
; |
Personal privacy inclides accommodations, !
|

s medical freatment, written and talephone
communications, personal care, visits, and

. meslings of farnily and resident groups, but this

|
|
|

" does not raquire the facility to provide a private
_raom for each reaident,

Except as provided in paragraph (e}(3) of this

i secton, tha resident may approve or refuse the
release of parsonal and clinical records to any

s individuat outside the facility,

The resident's right to reflse release of persenal
Fand linieal records doas not apply when the

resident Is transferred to ancther health care
nstitution; or record release is required by law,

. The tacility must keep confidential aif inforraation

Peontained in the resident's records, regardless of
the form or storage methods, except when

i release is required by transfer to another

[
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DEFICENCIES
{nj\(,.r-( i ENcY HUST B2 PRECEDED &Y FU
HEGULATORY OF LST IDENTIFYIM INFORMATIDN

PROVIDER'S PLAN OF CORRECTION

BRIF (5A A"‘-f CG?‘(F! CTIVE ACTION SHOULD B
TAG CROSS-REFERENCED TO THE A omfma
UEFICIENC

=

F 164 Continued Erom pags 4

; healthcare instifution; law: third party payiment

confract or the resic um‘

view and review of
gms’ it - was daterminad

JE-‘
the: faciiity fafied o maint a in aac rr.Sidefﬂ
. parsona {DFVaCj during bathing andfar tl lsting.
" The faciiity faited to ensur Curtzin an cfcwes
were of an approprate size to prevant

CUNNEcess ary exposure of bady parts during the

pravision of peraonal care semvices in the showsar
; and tollet areas of one (1) of we {2} community
‘bathrooms.

1@ findings nclude

Raview of the fac ciity's poli ;ft iad, "Rasidant
- Rights”, undated, revealed all residents had the
fight 1o be reatad with . *,gnu]f and respact.

" Review of the facility's rasident handbock titisd,
"Your Rights as a Re amfmf m along Term Cara

¢ Facllity”, wdsz&d, revaaled the ras;deﬂts wuu!d
be assured of &t tanst visual privacy in muli-bed

_rooms and in b, shower and toilst {OO%’PS

Observation, on 02/26/15 a1 555 PR, during the
- environmenial tour of the Mﬂrhc}ry Care Unlt

communily showear reomn, ravagled the privacy
~curtain &t the entrance dcor was noet wide enoug
“to cover ths enfrance (o the shower r 0gm, and
“would net pravent unnecessary exposure of bod v
- parts during the provision of personal care and
' services. Continued Gb_mrvatmw revaaled the

tollet arez had a privacy curiain not wide er‘rough

F 164 883 1(He), 483 75(4) Parsonal Pri-

Vats/Contidentiaiity of Records.
T There were s nagative auteornes
Any resident because of the shower
Curtain not balng leng enough or wide
Encugh 1o pravant thair Privaey,

Lo Avew longer shower cuirtain was
Bwiched with the presant rurtain.
Ancther shower curtain was added
0 the toifet area o Insure
complete privaty: this was
compieted on february 259 2015

2. To ensura that no other residents
warg 3fected, the director of
EMVironrmantal servicas audited ajl
showar Feoms on february 27th far

comphiance with
privaty Cuttains to mainiain privacy
for alf residents In the huilding,

Lo Al nursiog staff and envirenmental
services staff will ba sducated by
the Administrator and/nr the
tHrector of Environmental Services
by Aprit 8, 2015 on reporting any
issites with privaey curtaing 1o the
Hractor of Environmantal Services,

4. The director of environmental

services will audit ail shower roome

weekly to ensure cerpiiznce with
the fonger shower curtatn belng
utiffzad and to make sure thers are
anpugh showar curtaing sround the
tadlat ares te nsira complote
orlvacy and digaity. The shower
roarm will be monttorad weakly for
six weeks by the erwironmental
services directar andforby hls
designee, the Administeator,

After T siv weeks of monftaring,

i

o welt 0783l the

N
of tha adits to thy

.f
|
i
}
i
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residents in the shower room. SRNA #4 reveaied
 the privacy curtain at the tollet was alsa not wide

|
|
| oo | SUMMARY STATEMENT OF DEFICENCIES 0 PROVIDER'S PLAN OF CORBECTION
I e (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFN (EACH CORRECTIVE ACTION SHOULD BE
P as REGULATORY OR LEC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE ARRROPRIATE
! ; DEFICIENGY) i
, |
164 Continued From page 5 Figdi !f
1o cover the opening of the tollet cubicle. Lommitiee, g o1 e DO i
Observation revealed the tollet area privacy o ey s o ;
. : " . A RGTHE o P P
curtain was alac short in fength, as the curtain vl B svahaated (6 doterming 3 |
; hung from the ceiling to approximatsly elghteen scheduls for ongetrg monitaring. f!
(18} inches above the toilet seat which would e - |
. N . Alaged Date of Cempliance: Aprd 6%, ;
pravant it providing privacy. 151 |
; [
ntarview with State Registered Nursing Assistant |
SRNA) #4, on 02/24/15 &t 5:55 PM, reveaied tha
L ourtain at the entrance to the shower room was -
“not wide enough to provide privacy to the !

of iong encugh to provids privacy. Per interview,
the privacy curtains had been "that way” for
approximately three {3) vears, and the lack o

F privacy was a an issue for residents.

- Interview with Licensed Practical Nurse (LN} #5,

Fon 02724115 at 8:00 PM, ravealsd the privacy ‘
curtain around the telfat did not reach from wall to -
wall. Perinterview, the privacy curtain was

. probably too short to provide complate visual
privacy; however, she did not care about privacy
and madasly since she had given birth to her

: children.

e
o ————

Interview with the: Mamory Care Unit Manger, on
02724715 at 6:15 M, revealad reaidents should

* be provided complate visual privacy during the

provision of any personal care. Per interview, the
privacy curtain around the toilat and the privacy

- curtain atthe entrance of the shower rosms dig

| not provide complele visual privacy; however,
should have.

“Interview with the Director of Nursing (DON), on

Q2126015 at 5:35 PM, rsvealed the residents
should have visual privacy to maintain their rights.
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PREFIX
TAG

SUMMARY STATEMENT OF DEFIC
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g
i
|
§
!
|

Ff64.

Centinued From page 8 F 164,

The DON stated her expectation was the privacy
curtain would be wide enough to cover e
complete area at the entrance o the shower
roam to provide visual privacy for residents,

“Further Interview reveaied the privacy curtain at

F a0

sa=0r,

e e .

the loilet area should be long and wide enough to

fcover the entire toilet area o provide privacy for

rasidents,

Interview with the Administeator, on 02/25015 at

+6.58 PM, revealed residents did hava & right to

complete visual privacy during provision of care.

* Further interview revealed a privacy curtain of

inadequale size could be a privacy lssue.
A483.20(dH3), ABZ10(KIZ) RIGHT T
FPARTICIPATE PLANNING CARE-REVISE CP

F 280

. The resident has the right, unless adjudged
" incomgstent ar otherwise found to be

incapacitated under the laws of the Stafe, to

participate in planning care and treatment or
changas in care and treatrment,

A comprehensive care plan must ba develooed
P B p

“within 7 days affer the completion of the

comprehensive assessmant prepared by an
f

Hinterdisclplinary feam, that includes the attending

physician, a registared nurse with responsibility

 for the resident, and other appropriate staffin

disciplines as determined by the resident's nesads,

“and, to the extent practivable, the participation of

the resident, the resident's family or the resident's .
legal represantalive; and periodically reviewsd

" and revised by a team of quaiified persons after

. each assessment,

F2E0 Right to Pastlcipata
Planaing Carp-flevise 0P

The rasident has the righr,
urless adjudged
incompatent or otherwisa
faund 1o be Incapachatbey
under tha s of the State,
te nartlcinate in plasining
care and treatment of
changes in care and
treatmpnt,

1} Reskient 45 showed np 1t
effects from the aileged
deflefent practics, fvidence
by resident had ne s/ of
hyposhyperglycamia sinca
10/8/14,

2} Rosident 6 OF was
immediately sndatad on
2/15/15 by Director of
Mursing,

e,

j
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| -
; . _ 1 314 facility wide audit was
F 280 Coentinued From page 7 F 280 conducted on 3/2/15, 3/3/15
: ; and 3/4/15 by Diractar of
i Nursing and Unit Mangers to
; . - p AR , e . eASLCE N0 ather rasidaniy
E‘}Fhss REQUIREMENT i3 not met as evidenced were aitected by the aflogad
Y deficlant practice. This audit
[ Based on interview, record review and review of included reviewing the
; ,fhe facility's policy, it was detsrmined the faciity comprehensive sian of care
i falled to revise the Comprenensive Care Plan for - for “M‘““‘?‘]“W“Z
ane {1} of wenty-four (24 sampled residents abetes melitus s
; sidant “r\} verifying thal medlcation
{Resident #6). ortfers are up-fo-date,
The facifity care planned Resident #6 for 4 4195, Unit Mg and
. . . . Ciikeal Care Coordinator
- potential for Hyperglycemia and Hypoglycemia were In-serviced by Director
redated to g diz:sgnes;’sﬁgf Diabetes (M@liit‘us;. On of Murstag on Policy: Care
i 100814, Resident #5 had 2 Physician's Order to Plans-Camprenerisive on
discontinue hissher sliding scale insulin; however, 2/26/15.
 thera was no documented evidence the care plan
was revised with this information, 5) A A sadit el be
i conductod oy Director of
| The fndings inciude: pursing or designes (Unit
: Manger/Clinical Care
Haview of the fé:“‘cﬂﬁiyjs policy tled "Cars Coordinator} on 5 ;‘e:s-sdem 2
i P . _ 5 weak for 17 weeks, Thig
. Plans—-Comprehensive”, tndatad, revealed care st will Involve reviewing
plans were revised as changss in the resident's comprehansive care plans
: candition diclated, and verifying that they arg
updated whth new
Raview of Resident #6's madical record revealad shysiian's orders,
that facliity adimitted the resident on 06/14/13 with |
; readimission date on 02/15/2014 with diagncses
which included Diabetes Mallitys Type i,
Gsteoarthrosis, Hypartension, Chronie
i * Obstructive Pulmenary Diseass ang Alterad
‘ - Mental Status. Review of the Annual Mirimum
FUata Set (MOS8 Assessment dated 272014,
_ revealed the facllity assessed Resldent #5 as
* having a Brief Interview for Mental Status (BIMS)
- score of eleven (1) out of fifteen (15), which
indicated moderate cognitive impairment, ;
' Contirued record review revealed a Physician’s |
Event DKUY Facifity 10: 100547 if continuation sheet Pags 8 of 28
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F 280" Continved From paga 8
. Order dated 10/06/14, to discontinue Resident
#8's shiding scale insulin.

' Raview of Resident #6's Comprehensive Plan of

. Care dated 11/06/13, revealed the facilily care

" planned the resident for the potential for
Hyparglycemia and Hypogiycemia related 1o the

! diagnosis of Diabetes Mellitus, Continued review

. of the care plan revealed interventions which
“included to "administer insulin per sliding scafe

. per Physiclan's Orders™. Howaver, further review .

tof the care plan revealed no documentad

- avitdence tha care plan was revised with the
10/06/14 Physician's Order fo discontinue the
. esident's sliding acale insudin,

Interview with Licensed Practical Nurse (LPN) #1

on 02/28/2015 at 3:40 PM, revealed the order to
discontinue Resident #6's siiding scale insulin

“was on the facility's computerizad system.
Further interview revealed Resident #6's care

* plan should have been updatadirevisad to reflest

. the order fo discontinue the wliding scale insuling

interview wilh LPN #2 on 2/26/15 at 4:30 Pag,
I reveaied the process for care plan ravigion the
day shift supervisor should revigs residents’ care

when the arder to disconfinue Resident #5's
sliding scale insulin was received tha day shift

" supervisor should have revised the resident's

. care plan by removing the intervention fo

" adrninister sliding scale insulin. Per interviaw, g

process called "red finfng” oocurred which was for

the might shift nurse to ook at all orders written
. and ensure residents' care plans were
| updatedirevised with the order,

! Interview with MDS Nurse #3, on 02/26/2015 at

ans when orders were received. LPN #2 stated

80° 5] } At the end of the 12
weeks, the Director of
Nursing witl present the
audit results to the Quality
Assurance Committen, which
conslsts of the Director of
Nursing, Administrator,
medicat director, and unit
managers, The QA
Committee will review the
rasifts of the audits and
determine a schedule for
argolag monitoring and fo
determine if sy other
laterventions are neaded to
ensure compllance, The
Adminksirator wili ensure
wompliance.

|

Alfegsd Date of Compliance: 04/06/15

|
|
|
}{

L
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F 280" Continued From page 9

i

415 PM, revesled the Unit Managers (UM) were
responsibie for updating and ravising residents’
care pians for daily Physician Orders Further

. Interview revealed the MDS nurse was

responsible for updating and ravising residents’

- care plans on the Quarterly, Anrual and
¢ Significant Change MDS Assessments.

linterview with UM #7 an 02/26/2015 at 4:25 P,
revealed the faciity's process for

updatingirevising care plans when a new

- Physiclan's Order was received was for the

Charge Nurse (o enter the order In the compiter
and madical records staff to make a copy of the
arder and send the copy to the UM, Per
interview, Resident #6's care plan should have

“been revisad to discontinue the sfiding scale

‘ Interview with tha

ingulin when the order was received.

Diractor of Nursing (DON) on
L6115 & 6.07 PM, revealed har expeciation

“regarding cara plan revigion/updates was for her

staff o revise/update residents’ cam plans when

; hew oiders were received. Per intarview, than

the aight supervisors were to check new orders
and answe the Information was reflected on the

“resident's cars plan. Further interview revealse

Resident #6's care plan should have bean revized |

- after the order was received o discontinue

hisfher sliding scals insulin,
483 25(h} FREE OF ACCIDENT

F 303

5 HAZARDS/SUPERVISION/DEVICES

- The facility must ensure that the rasidant
- environment remalins as free of accident hazards |

as Is possible; and each resident receives i

“adequate supervision and assistance devices to

prevent accidents,

et ki et ee e e

F 280

FROVIDER'S PLAN OF COR RECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
UEFICIENCY)

|
;
{
|

T

|
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|
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F 323 Continued From page 10

i

| This REQUIREMENT i3 not mef as evidencad

| by

! Based on cbservation, interview and raview of

{ i the faciity's policy, It was datermined the faciity

failsd 0 ensure the facility provided an

’ anvironment as free Fom accident hazards as
pussible as evidenced by abservation revealed

} . chemicals acoezsible 1o cagnitively impaired and

! )

f

3

|

Cmobile residents,
+ The findings include:

Review of the facility's policy fled, "Chemical
Harard Communication®, undated, revealad z
i hazardous chemical was any chemical which was |
& physical hazard or haalth hazard, Perthe
, Policy, staff with supervision and oversight were
raquired 1o enstre all hazardous chemicals in
_thair departmant contained proper labeling and
*had a Material Safely Data Shaet (MS03)
available. Further review revaaled ail chemicals
shaould be storad accarding to the chemicsal's
MSDS sheet,

Review of the facility's policy Hled, "Personat

. Care ltems”, undated, revealed residants might

fretain and use preferrad personat care flems and
areasonable amount of personal possassions,

| Continued roview revealed residents had might

“do this, unless to do so would not he medicaily

advisable as documentad In histher medicai

record by the attending Physician's agsassment

Review of the facility's Cansus and Condition,
_ dated G2/24/15, revealed the facility nad one |

(Xd3 10 SUMMARY STATEMENT OF DEFICIENGIES ) .
PREFIN (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHGULD BE | COMPLETION
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F223Froa of Actidonts

Hazards/Supa rulsion/Devices

Faza

[

|

The faciity must 2nsure that }
the resident enviraniment

remains as free of accldpnt (
harards as s Possibie; and

each resident recaives f
atdequate superision gt

asslstance devices 1o prevent ;

aceldenty ;{

I

I

§

1} Residents in room 20 as
well a3 other residonts wh
e cognitively Impalrog and
wander showad ng ! effacs
to the ailegad deficipns
peactice. Evidence by ng 5/
of acvarse effocts from
chemizals (n/vid, i tated
eves/deatiy,

2} Hazaeds chomients werg f
Hrimetlately memoved o |
229415 by Director of !
Nursing, however resident !
BECINE VETY anxlaug and i
damandsd that gaff FEtLrn i
fer personat belonginigs,

fems were starad In 2 neh- |
see through Bag on iop [
sheive In batheoam yirg

lecked cabinet/box arrives by f
4G/ 15,

3 A lotter will be matled nyt
ke afl Famifies ta eueatg on
what Is considered 1o e 3
hazards chemicat and aTe
medications ang to refrain
from bringtng tuee Factlity by
476/35 by the Admintstra .

conderente, the SW wil

£} Dnring the care i/
address persenal care iteqms |
;

|

i

f'
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F 323 Continued From page 11
"hundred and thirty-five { 135) total residents, Per
; ihe Census and Condition the facility assessad
ninety-severt (97) of the residents o be
{ diagnosed with Dementia or Alzheimers Disease,
and fourteen {14} residen!s o be indepandently
" maobile,

- Review of a list of provided by the facility of

- cognitively interviewable residents revealed (he
facility had assessad forty-nine (49) residents to
- be interviewable, and the remaining eighty-six
(86) as cognitively impairad. Review of the

i Roster Sample Matix, providesd by the facility on

02724715, revealed the faciity's 200 and 300 Halis

" had ninety (90} residents residing on the halls,

Further review of the Haoster Matrix, revealed ’

thirty-one (31) cognitively impaited residants lived
: 011 the 200 or 200 halls. .

- Observation during initial tour of the facillty, on
D2/24/48 at 11:35 AM, ravealad the rasidant
sbathreom in room 220 containad one {1} bottle of
Isopropyt Rubbing Alcenol ane {1} boltle of
*Hydrogen Peroxide, cne (1) can of Aussle aerosal
. hair spray and one {1) can Aqua-Net serosol hair
“spray, and e (2) containers of Vicks Vapor Rub, ¢

" Review of the faciiity's Materials Safety Data

. Sheet (MSDS) for the Isapropy! Rubbing Alcoho) ‘

“revesled the product was harmful if swallowed or

s Inhaled, and caused initation to eyes and the ‘
respiratory tract. Further review of the MSDS

revealed if the preduct was ingested it might
cause unconsciousness and daath.

. Review of the facifit's MSDS for Hydrogen

! Peroxide revealed the proguct might cause; eye
_Irritation and possibia corneal injury; skin imitation
Fand respiratory {ract irritation; and lead to :

F 4y I SUMMARY STATEMENT OF DEFICIENCIES i
{ PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EAUH CORBECTIVE ACTION SHE ae
! TAG REGULATORY OR LEC iDENTIFYING HSFORMATION) TAG : UROBE-REFERENCED TQ THE APPRUPRIATE
I UEFICIENCY)
i
potentially hazards to 21l

residents, If an item s 1o be
in room an assessment with
be conducted by Unit
Manager and  lockad
cabinet/box will be place in
resident’s room by
Maintenance Biracter,

Fary

5 Al staff wiit be educated
s manltoring fur hazards
chemicals In rooms and o
Fepert to Unit fanager
regarding thelr findings by
/6015,

B A QAW be conductad by
Uait Manzper or deslgnga
{Supervisor/Clinical Care
Coordinatori on 5 raoms a
week for 12 weeks to ensiirg
that the rooms are fres frem
hazardous chemicals oF an
assessment s conductad ang
loeked cablpat/box i placed
i resident’s rogm,

TiEALthe end of the 17
waeks, the Dircetor of
Mursing wilf prosens tee
audit resuits to the Cuality
ASEUITIRe Cammittas, which
cansisss of the Director of
Mursing, Administrator,
medical director, and unit
Mmanagers. The QA
Comimiites will reviaw the
results of the audits and
datermine 4 schedule for
angaing monitaring and o
determine if any other
Intarventhons arn nesded 1o
ansure compliance, The
Administrator will ensure
eomptiance,

Alleged Date of Compliance: 04/06/15

Byant i XG0 H

Facifly 03 100547
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F 3231 Contirued From page 12
. themical pheumenitis and puimonary edema,
" Further review revesled to avoid ingastion and
inhalation of the product. Addificnal review
revealed the Hydrogen Peraxide was
incompatitle with Alegho!.

Review of the facllity's MSDS for the Vicks Vapor
! Rub revealed ifingested the product could cayse :

gastreintestingl britation, Further review revealod |
i fo avoid contact with eves,

: Raview of the faciiity's MSDIS for Aqua-net
f _Aerosol Hair Spray revealed the product
» contained dimethyt ether and alcohos! contained in
a pressurized container which could expiode
: when exposed to excessive heat. Further review
revealed If ingested the contents were taxic and
to call & Physician or polson control immediataly.

. Review of the facifity's MSDS for the Aussie
Volume Aerosol Hairspray revealed: inhalation

| ; caused transient respiratory iritation; ingestion

I “caused gastrointestinal irritation and necesaitate _

: - medical atfention. Additional review revealed the

[ ' product contained dimethyf sther and alcohol and
. was an explosive. Further raview revaaled fo

i ! Keep out of reach of children,

|

i

i

|

|

| Interview with State Registared Nursing Assistant
(SRNA)#2 an 02/26/15 at 1910 AM. SRNA #2 af

1125 AM and SRNAWS 2t 5:10 PM, revealed

" personaf care jtems should be labeled and placed

. In & drawer, not out in the open. Per interview,

* the Aluohol, Hydragen Peroxide, hairspray and

. Vicks Vapor Rub should be focked up at the

! nurse's station: so other residents would not have
access to them, and potentially ingest them which

- cotld poison the resident, SRNA #3 stated there ;
were wandering resldents on the unit :

FORM CMS-2567(02-99) Previous Versions Obsolele Evend iD KUIGH Faclfity 10 160847 if continuztion sheat Pags 131 0f38
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. Interview with Licensed Practical Nurse (LEN) #4
an 02728118 &t 5:20 PM, revoaled tha Alcahel,

. Hydrogen Peroxide, Vicks Vapor Rub and
hairspray should be stored in 2 locked cabinat,
Per inferview, the products could ba hazardous or |

Charmful if swallowed and wandering residents
wers on the unit.

|

i

‘

I

( F 323 Continued From page 13
I

! Interview with Unit Manager {UM)E7 an 02/25/15
; cat 300 PM, revealed Alcohol and Hydrogen
v Peroxide could be harmful ¥ swallowad and were :
f usually focked up in the shower roam, Par '
f imMerview, the residant residing in room 220, bad
I . B was vigually impaired, and could possibly
! “confuse the products which would be harmful
- Intarview with the UM #6 on 02/26/15 at 5730 P,
revealed Aleohol, Hydrogen Peroxide, hairspray
and Vicks Vapo Rub could possibiy ba harmful i
a resident were (o ingast the products, Per
I . intarview, personal cars items were & ba keptin
drawars in residents' rooms Continuad interview
revealed she did not Know what the policy stated
sreganding storage of such prodygts.

: Interview with the Director of Narsing {DON) an

CUZ26015 at 5:35 PM, revesied tha products in
room 220, were hazardous and thay belongad to

+the resident in bad B. Confinued inferview
revealed it was the faciiity's policy to aliow

; residents to keep personal items, including
fiazardous chemicals, in thair room per the
resident's preference. Mowever, the facility was

- not able to ensure cognitively impaired resident’s
safely with access to hazardous doms.

: interview with the Adminfstrator on 02/26/15 at
8:58 PM, revealed he felt the resident should be

|
|
|
J
|
|
]
|
|
|
|
|
|

{
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; able o ka 'p tha items in his/er room per the
! faclity’s poficy and the resident's arefﬁmr‘ca The:
f - Administrator stated the Rubbing Alcohal 5

! Hydrogen Peroxide could be hazardous fo

f ccqnmvgly impaired residents. Continued

; s interview revealed the facility was nof able to

| ’ mwse cognitively impairad residents did not

| have access to the unlocked and unmonitorad

} hazardous chamicals storad in & resident room.

g F a1l 483 55(a) ROUTINE/EMERGENCY DENTAL : F
I

58=¢; SERVICES N SNFS

L
—_
.

- The facility must assist rasidants in obiaining
routing and 24-how emargancy dental care.

A facility must provide or obitain from an oulside
r2souree, In accordance with §483 ?6§h| of this
parl, routine and ¢ emargency denial services to
megtihs neads of gach resident; may charge a

TR
e

{

!

i

,i Medicare residant an additiorsl amount for
routing and emargency dental services: must if

: reces&ﬁry assist the resident in making

appointments; and by aranging for trar nsportation |

1o and from the dentist's office; and promptly rafer”

‘residents wn'“ st or damaged derturas ' 2

dantst

Ly

Basad on Interview and record review, it was

determined i ve facility faflad to provide or obtain
; from an oulside resourca routing dental services

or an annual inspection of residents’ oral cavity
2 O diagnoses of dental
: disease for six (8) of r\. nty-four {24) samplad

resicents (Residents #1, 7, #3, #9, #12 and i

#13). Record roview ravaaled, thare was no : |

|

§

|

%

| This REQUIREMENT is not mat as evidenced
[

!

!

'

i

or signs of diseas

F 411 Routine/Ermergency
Dantal Services [ SNiFS

The faclilty must assist
residents in obtaining
routine and 24 hoer
emargency dental care,

A faciiity must provide or
chtain from an outside
raseuree, in accordante with
483,75 of this part, routlne
and emergency dentat
services to meet the nesds of
each resident; may charge 2
Medizare resident an
gdditlenal amount for
routing and emergenty
dental services; must i
necassary, asslst the resident
I making appointments; and
by arrangling for
transportation to and from
the dentist’s office; and
promptly refer rashdents with
tost or damaged dentures to
a dentist.

1} Residants (B4, 7, #8, #8,
#12, and #13] showeed na i}
effects from the alieged
deficlent practice. Evidence
by rw 375 of oral palh or
discomiornt,

i
FORM L515-2587102-59) Provious Varsions Oosciaie Evert I K01 Faci

ity D 150847

¥ continualion shaet P2



e

FHUMAN SERVICE:
MEDICAID SERVICES

4

ol
L

T

-,w
m
I
i
o

DEFART

o

_CENTERS £0

INGOERIBUPPLIERICLEA

SATIGH MUY :

R TSNV 13 )
! =

KY 41042

S UITY. §TATE

TON PIKE

SUMMARY STATEMENT OF DEFICIEN
(EACH DEFICIENCY MUST BE BRECEDED §
REGULATORY TR LEC IDENTIFYING INFORMAT

SR'S PLAN OF CORRECT;

F4l Continued From page 15
i documantad evidence thess rasidents
seen by & dentist for routine annual dentaf ;
servicas. '

The findings Include:

Intarvdew with the Director of Mursing reveaied the |
facility did not have a palicy relatad to ensuring
- rasidents received an annua! dental examination.

1. Review of the miedical record revealad the

facility admitiad Hesident #1 0 the facilty on
L DDAEME, and readmitted himfher on 121811,
“with diagnoses which neluded Diabetas, Afrig)

Fibrillaion, Esophagesl Reflux and Dysphagia,
Review of tha Quarterly Minimum Data Set

(MD3) Assessment, dated 1228114, revealed tha
ity assessed the residant as mildly cognitively |

impatred, Further review of the MDS Assessment
ravealed the facility assassed Resident #1 to
have na concerns with daptures o mouth oF
faclal pain, or discomfort ar difficutty with

L

. ;
Chewing.

: Raview of tha Comprahensive Care Plan, datad
i | 02/24/12, revesied Resicent #1 had zitered
f" dental status related to required assistance with :
} rdental hygiene and poor dentition, Continyed
; raview cf the care plan revesled intsrventions )
j cincludad: upper and lower derfuras; staff to Hssist
5 “with oral care as neaded; administer madinations
{ as ordered; and nofify the charge nurse of any
; - chewing probiems or complaint of oral discomfort, -
i Further review revealsd staff were to consuil with
} a dentist or crihodontist if needad or raquesied by |
| the resident, family or Physician,
I
i
:

Howaver, furthar ravisw of the medleal record
revealed no documented evidence the rasident

2} & Facliity wide audit was
conductad by DON on
2735715 on residents with s/s
of oral paln o discomnfort,
welght loss, i fitted
dentures,

2} Acdants! nalicy was out in
place o 3/18/15 by Dlracror
of Nursing,

4} Madical records
conducted a facility wide
auditon 3/15/15,3/17/15,
and 3718715 on residents
who had net bean sean by
dentlst in the last your, the
residents who had not been
seen ware placed on the fist
to be seen next visit by
dentist,

3} Factity Dental Policy was
Ifttated to ensure that all
residents recelve routine
dental care, Medizal Records
ane SW ware educated an
Oental Poiley on 3716715 by
Diractor of Mursing as thay
are assigred i ensure that
restdants are saen for
routing dentai care. All
nursing staff wilf be In
serviced an the Dental Pulley
by tha Dlractor of Marsing
andfor Unit Managar ng
tatar than Aprll 5, 2015,

£} A QA will be conducted by
the SW for every
camprehansive MO fia
Arual/Significant Change)
oy verify resident hus heen
offarad/seen by dentist for 1
vear Tha MDS nurse is
respongibio ta cover for the
Soclal Warker for care
Hanning and verifying that
the residerts have been seen

L
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(Xdiip SUMMARY STATEMENT 08 DEF CIES Y FROVIDER'S PLAM OF CORRECT ON
FRERE HDEFICIENGY MUST BE ¢ 0 8Y FULL EREFK {CACH CURRECTIVE ASTION SHOULD 3

TAG ! LHLATORY OR LSS IDENTIF Y "’{3 HFORMATION; TAG CROSS-REFERENCED 10 T%F AP”Q"PS‘* ?'E.‘
PDEFICIENGY
by & dentlst if the socfaﬁ
£ 4»}7 waﬁmed From page 16 E 411 worker is unavatiable due to
) slek ieave, vacation, 2ic. MDS

i!
!?
|
|
f
|
|
|
|
|
|
|
|

nad bsen sesn by & dentist for routine dental care

and services since admission to the faclli iy,

, D8/05/10.

. Review of the medical recard reveaiad the

' &Jc fity admitted Resident #7 to the facility on
: 10:2”/?{) and readritted Be residant on

2131712, with diagnoses which includad } Aataise,
af'gue Altared Mantal Status ang Dysphagia.
Review of the Qua nesrly MDS Asssssment, dated
02709718, revealed the faciily sssessed the

Frasident as midly f‘ounmueiv impaired, and to

have no concemns with danty Tas or mouth or

‘i ;aCta! paln, or discomiort or difficulty with

chawing.

" Reviaw of the Cemn prahansive Care Plan, datad

“far an altered dentad statu

i
11721112, revealed Residant #7 had the potaniial
usg .’ ;aiﬂd 0o cognitiva
impairment and Demantia, ontinued review of
tﬁe Comprehansive Care r3 an revealed Resident
7 had histher own natural teeth and the

interventions included rammng assiat with orgl

- care as nesded for br ushing daily 23 e resident

Cwould allow. Further raview revealad to notify tha

Charge Murse of any ny chewing problems or

3 cc}moimts of orzI die weomiont and io assist with

refarrals as neaded.

Howeever, further review of the medical record
Frevealed no documented svidence 3 the resident

. had been saen by a dentist for routine denial cars

' dnd services sinca admission fo the facility,

072910,

3. Review of the madical record revealed the

.

facility edmitted Resident #8 to the facii ity on

omsm and re-admitted e resident on
10/01/13, with diagnoses which includad

nurses ware aducatad by
DON on Dantal Policy srd
esponsitifitles of covering
for the Sockal Worker in the
event of abserice on March
31,2015 if a rasident is
identlfied as needing dontaf
care, Feuting or acute care,
the social worker andfar
deshenes (e, MDS Nurse),
wil arrange for those dental
services.

¥} ) The Director of ! Nursing

whl present the sucit rasuits
te the Quality Assurance
Commitiae, witich conslsts of
the Director of Nursing,
Administrator, medical
dlrector, and walt rHanagers
at aach quarterly masting,
he OA Commiltiee will
review fhe resulls of the
audits to datermine ¥ any
revlslons to the selley are
neaded w0 easure
complianes. the
Administrator wili ersure
compifance,

Alleged Date of Compliance: (4708715

i
|

|

!
|
;
i
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Leukocytosis, Hypertension, Anxiat . epression,
¥ ¥, e

Diabates and Alzhaimear's Disease. Review of the
: Quarterly MDS Assessment, dated 02/03/185,
! ‘revealed the facility assessed Rasident #8 fo
. have short term and fong term memory loss.
"Further raview of the MDS Assagsment revealed
the facility assessed Resident #3 's have no

T concerns with denturas or mouth or facis) pain, or |

discomfort or difficult with chewing.

Review of the Comprenensive Care Plan, dated
0872172, revealed Resident #8 had a potental
I for aitered dental status related ‘o assistance wag
: : required with dental hygisne and the resident
‘refused to wear his/her dentures. Continued

review revealed staff were to ohserve for chifficulty

 tolerating diet, and consult with a dentist or
orthodentist if neaded or requested by the
: resident, family or physician.

: However, further review of the medica! record
revealad no documentad evidence the resident

had been seen by a dentist for routine dental cars

"and sarvices since adimission o the facility,
7125014,

! 4. Reviow of the medical racord revealed the
} - facility admitted Residant #9 to the faclity on
C1/20/42 and was re-admitted on 12/30/13, with :
} _diagnoses which included Sepsis, Alterad Mental
| Slatus, Debilty, Esophageal Reflux, Dyskinasia
(spasms} of Esophagus and Chronic Alrway
. Obstruction. Review of the Quarterly MDS ‘
P Assessment, dated 02/G4/15, revealed the facility >
assessed the resident as having short and long
: term memory loss. Further review of the MDS
' Assessment revealed the facilily assessed
Resident #9 lo have no concarns with dentures o
- mouth or facial pain, or discomfort or difficult with

]

FORM CMS.2587102.98) Previous Versions Obsclate Event ID: KUOH
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“chewing.

" Review of the Comprehensive Care Plan, dated

_with dental hygiene and the use of dentures.
! Continued review of the Comprehensive Care

| staff to assist with oral care as needed, to notify
the Charge Nurse of any chewing problems or
"ocomplaints of oral discomfort and o assist with
referrals as needed.

However, further review of the medical record
Srevealed no documented evidence the resident

and services since admission o the facility,
CHrzenz

§, Review of the medical record revealed the
: facility admilled Resident

#12 to the facility or 04/28/171, with disgnoses
. which included Cardias Dysrhythmias,

Hyperansion, Dlabetes, Cembrovascular
Accident, Dementia and Parkinson's Disegse,

011215, revealed the facility assessed the
“resident as having short and long term memary
logs. Further review of the MDS Assessment
revealed the facility assessed Resident #12 to

have no concerns with dentures or mouth or

i Furthar review of the medical recerd revealed no
docuimented evidance the resident had besn

: sean by a dentist for routine dental care and
services since admission to the facility, 04/28/11,

"B, Review of the medical record reveaied the

) 1 SUMMARY STATEMENT OF DEFIGIERCIES oo FROVIDER'S PLAN OF CORRECTION
EREFIX {EAGH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY DR LSC IDENTIFYING iINFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE
! DEFICIENCY)
: i
411 Continued From page 18

; O3CBM 3, revealed Resident #9 had ihe potertial
" for altered dental status refated fo required assist

. Planrevealed Interventions inciuded full denfures, -

_had been seen by a dentls! for routing dental care

Review of the Quarterly MDS Assessment, dated

' facial pain, or discomfert or difficult with chawing. .

F 411

FOMRM CMS-2587(02-88) Pravious Versions Ohsclels
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41 Continued From page 19 F 41

facifity admitted Rasidant
(#1310 the facility on 03/28/12, with diagnoses
Dwhich included Pneumonia, Faraiysis Agitans,
Dermentia, Alzhaimer's Disease and Diabates,
Raview of the Annual MDS Assessment, dalad
12/23/14, reveaied the facifity assessed the
resident to have short and long term memory
) ka"s& Further raview of the MDS Assessment
revealed the faciiity assessed Resident #13 fo
haw dental concerns of an obvious ar ikely
; cavity or brokan naturs! teeth.

!
Review of the Cr':mpr hensive Care Plan, dated

I 032812, revealed Resident #13 had the

! potantial fczf altarad dentat stalus related {o the

) ' resident had his/her own natural feeth and
frequired assistance with dantal hygienae,

| Continued review of the Comprahansive Care

] Plan revealed interventions which includad

nonitoring for chewing problems or complzints of

J a*r?«% discomfort and to assist with referrals as

f

]

)

needed.

However, further record review revealed no
documented evidence the resident had been
seen by a dentist for routing dental care and
services since admission to the facility, 03/28/12.

Hintarview with the Directar of Nursing (DONJ, on ; i
02126015 at 5:35 PM, revealed the facilily didg : ‘

: have a contract with @ dental service; however. :

- did not have a poliey for ansuring annual

| examinations. The DON ravealed the MDS nurse

|  campleted quarterly oral assessments for '

Cresidents, and any issues identified would be : [
referred to the dentist. Par interview, her ]

- expactation was for all residants to be seen by |

the dentist yearly unfess the resident or family

declined the examination, However, continued : f

Event i3 KOS Eaciidy 10} 100047 If continuation sheat Pags 20 of 26
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Si;:i}MAF%Y STATEMENT OF DEFICIENCIES
{EACH DEFICIEN :

EDEDAY FLH L
REGULATORY O/ 156 IDENTIFYING INF

ORMATICN,

F411: Continusd From page 20
i interview reveslsd she was unable

to provids

* decumentation of annual resident dental

- examinations for Residents #1 #

and #13,

. interview with

. #B,

#9, #12

the Administrator, on 0279571 5at

TG:58 PM, revealed the facility should eneure

; anneval dental examinat

facility's residents

F4311483.80(b). (d), (e} DRUG RECORDS,

Ss=£. LABEL/STORE DRU

GS & BIOLOGICALS

i
PREFIX

DTav—

LNns were available lo the

: The faciity must ginpliy or obtain the services of -

“a licensed pharmacist whe establishes

it and disposition of all

- controlled drugs i sufficient detail to enabig an

" accurate reconciliation; and determines that drug

s racerds are In ordar and that an accoint of alf
controlled drugs is maintained and periodicalty

tof records of rece

Creconciled.

rafessional princ
Pappropriate acces

B0y and cautionery

a system

Drugs and biclogicals used in the facility must ba
; labeled in accordance with curiently acceptad

iples, and inciuds the

. nstructions, and the expiration date when

" applicable,

P

In accordance with State and Federat laws, the
¢ facility must store alj drugs and biolagicals in

iocked compartments under proper
“controls, and permit only aut

. have acoess fo the keys,

temperatire
wrized personne! o

* The facility must provide separately locked,

permanently affixed com

partments for storage of

s controlled drugs listed in Schedule I of the
. Comprehensive Drug Abuse Prevention and

i
TAG

PROVIDER'S SLAN
BACH CORREDTIVE ACTION 8HGULD BE
CROSS-REFERENCED TO TH

DEFICIENGY)

OF CORRECTION

EAPPROPRIATE

F 411,

Fasi

Fa31 Brug Records,
Labels/Storags Drugs &
Btafogicals

The facliity must ainploy or
abiain the services of 5
Heenseq slarmacist who
ostabilihes a sycram of
fecords of receipt apg
dispesition of gif cantroted
drugs In safflicient detaits o
enzble an accurste
reconcilation; and
determines thay drug records
A8 0 order and that s
accaunt of aif controtled
drugs i maintztned and
periodicatly reconcileg

rugs and biclogleals uspd i
the facitlty must he ‘abelnd n
ancerdance with Tirently
accepled grofessions)
principlas and incfude the
aprapriate sccessory and
cautivnary nstructlens, ang
the expiration date when
appifcabie

in accordance with $tate and
Federal laws, the fackity
musl stare a4 drugs and
Dicrioglcals In ocked
compartments under proper
Bmperature controls angd
permit only authorized
personnal 1o have accass to
the keys,

|
/

e et
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PR MULTIPUE CONSTRUCTION

DATE

" Control Act of 1976 and other drugs subject to
: abuse, except when the facility uses singla unit {
package diug disiribution systems In which the ,

| quantity stored s minimal and & missin dose can
g Y ;

permanently affived
compartments for starage of
corttrpted drugs listed In

schedule i of the
Comprehensive Hrug Abuse

! STATEMENT OF DEFICIENCIES (1) r § ?.?RJ’SUP_PLI{{H"CUA g |
ei AND PLAN (F CORNECTION IDENTIFICATION NUMBER: , A BUILDING ~ L ;
_’ 1458174 ! B WING e 02126/5018 |
HAME GF PROVIDER OR SLPPLER .f STREETADDRESS, CITY. STATE, ZIP 00DE 1
) 8975 BURLINGTON PIKE ;
FLORENCE PARK CARE CENTER f [
FLORENCE, KY 41042 i
[ oo SUMMARY STATEMENT OF DEFIGIENCRES o FROVIOER'S PLAKN OF CORREZOTION o
} PREFIN (EACH DEFICIENCY MUST BE PRECEDED BY FULL PHEFIX {EACH CORRECTIVE ACTION SHOULD ne COMPLETION
TAG REGULATORY CR LEC IDEMTIFYING INFORM"\TK}N} TAG CHOBS-REFERENCED T THE APPROPRIATE BaTE
[ DEFICIENCY) |
¥ : :
b . The Facility must provide |
F 431 Continued From page 21 F431, segarata?y%ackedﬂ j
) ]
i i

be readily detactad,

- This REQUIREMENT is notinet as evidenced
by
: gased on observation, interview and review of
J the facility's policy, #t was defermined the faciity
falled to ensure drugs and biclogloals wera stored -
; at the appropriate temperatires, Obsarvation
ravealed the madication refrigerator thermometer
i on the Long Term Care (LTC) Unit, registered =
ternperature of thirty (30} degrees.

The findings Includs:

. Raview of the faciiily's policy ttled, "Medication

Storage", dated 03/01/50, revealed medicstions

i wore to be stored at proper temperatures,
Conlinued revisw revealed medicafions that

 required refrigeration were (o be stored ata
temparature of not iess than thirty-five (35}

- dagrees Fahrenhelt, or more than forty-six (46)
degrees Fahrenheit. Per the Palicy, should the

Plamperatura of the refrigerator not register the

; required temperature, the medications inside

" would be moved to an alternate rafrigerator

:Imimedistely. The Policy revealed the

- madications would remain in the gllernate

i refrigerator until the maifunctioning refrigerator :
was repaired of replaced,  Further review ‘

| revealed the Maintenance Director and the
Cirector of Nursing (DON) should be notified of'

J
Praventlon Controt Act of f
1576 and gther drugs subject : f
l¢ abuse except whan the !
facility usas singie unit [
Rackage drug distolbsting f
systems in which the

Guantity stored Is minlnal !
and missing dose can be

readily detectad,

FjAil residents showed no it
effecte fram the alegad
deficient gracties. Evidericn
by ro adverse effucts fram
miedlcation,

2 immeadiately s
mecications ware pilled and
dlscarder and ragrdered
from tha Long Tarm
Medieation Refrigsrator on
2/ISFES By Ui Manager.

300 2125715, ypaated
refrigaritor temperatre Ing
was placed on Long Term
Care’s Medication
Refrigerator by Clinlea! care
Coordinator,

1Al qurses apd medication
aitsfnurses were edscated
oA Medication Storage Bolicy
U 2{25515 and 2615 by
Phastnacist Consult and Mpss
nurses,

|

i
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F 431, Continued From page 22 F 431 Clinical Care CZQ(:;i:ct;‘a?y };
_the malfunction of the refrigerator in a timely ' ;‘j::;f;iﬁe“:”i ’ |
o P @ chack aft
fannar, ’ : Medication storage )
: refriger ;
]-f e sewgt;’oﬂl, on «1?,95/ 15 at 12:40 PM revealed - : ‘;gffrffi;fﬂiﬁ;m /
i the medication refrigerator thermometer on the appropriate ranges per
LT Unit registered thirty (30) dagroes Farenhait, medication storage policy
| - Further cbservation of the medication roem f
refrigerator revealed it contained various * 8t the end of the 12 !
. e . . weeks, the Dirogior of
- medications all in suppository farm, Hursing witf present the |
. dudhit results 1o the Cusalivy
I * Revisw of the medication "Refrigerator ; _ Assurance Cammitise, wiich
f . Temperalure Log®, which was taped (o the front of canslsts of the director of
i “the LTC Unit madication refrigerator, revealed the - Narsi ﬁ‘i’“‘““”‘"‘i"? ;
,f - temperatures recorded for February 2015 were mamagers, e
out of range for twenty-three (23) of the : Committee vl syl the !
/ , bwenly-four (24) days recorded. Continued ) _ resuitts of the audits ang 5
review revealed thers was no documented ' ' aetermine & scheduie for j
} s avidence of a temperature recorded for 02716115, ‘ ongelng monitaring and to I
Further review ravealed the lemperatures deteemine I any other !
I o P Ny A . fnterventions are noeded 1o i
recorded for February 2015, varied betwesn : ensive compllance. The |
twanty-efght (28) degrees Farenheit angd Administrator will ersiire |
 thirty-four {34) degraes Farenhelt, all lese than temptianca,
the ihirty-five (38) degraes Farenhelt spacified In
the facility's policy. Alleged Date of Compliance: 04/06/15
Interview with Licensed Practical Nursa {LPNY #2, f
,on 022515 at 12:40 PM, ravealed the nurses on
 the night shift were responsible for recording the I
 lernperatures for the medication refrigerators, |
i “Coniinged nterview revealed she thought the |
f, inedication refrigerator tamperature shouid be §
between thrifty-two (32) degrees Farenheit and i
| thirty-six (36) degrees Farenhelt. LPN #2 atated f'
; the lemperature should not be below thirly-two
{32) degrees Faranheit due to the potential for the f
H
|

“medication o freeze. Per interview, Maintenance
; should have been notified if the temperatires
were out of rangs.
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F 437 Continusd From page 23

¢ Interview with the Memory Care Unit Manager on -
D2/25/15 at 12:58 PM, revesled the medication

! rafrigarator temperatires should have been
batow forty (40} degress Farenhait, Continued

L interview revealed if the refrigerator temperatures
were out of range, the medications shotld ha

« removed from the defective refrigerator and
placed in a refrigerator with the apprapriate

Ftemperature,

|
|
|
|

Intarview with the Director of Nursing (DON), on
02/25/18 at 120 PM, reveaied the lemperature of
f the medication refrigerators sheuld remain
between thirty-five (35) degrees Farephalt and
forly-six (46} dagrees Farenhell. Continued
interview revaaled if the temperatures wers out of
range her expectation was for staff to remove the
- medications and place them in another
“medication refrigerator with the appropriate
temparature. The DON stated staff should adjest
“the temperature of the refigerator and recheck
 the temperature. Per interview, if the refrigerator
was unable to maintain the correct lemperaturas,
the refrigerator should be replaced, Additional
Vinterview with the DON, on Q2126015 at 5:35 PM,
,revealed the tempearature of a medication cotfd
talter the potency of the madication or change the |
chemical make up of the medication and
 therefore decrease the effectiveness of the
, medication,
4417 483,85 INFECTION CONTROL, PREVENT
S=f SPREAD, LINENS

e et et

_ The facility must establish and maintain an
Hinfection Centrof Program designed to provide o

safe, sanitary and comfortable envirorment and :
i to help prevent the development and transmission
“of disease and infection,

e e i .

Fazr

: i
|
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F 441 Continued From paga 24 Faqt Fet infactlon Contra, |

L Brovent Spread, Lines i

e

{a} Infection Control Program
- The facility must establish an Infection Control
" Program under which it -

(1} Investigates, controls, and prevents infections
- in the facility;

{2) Decides what procedures, such as isolation,
P siould be app ffed to an individual resident, and
(3} Maintains a record of incidents and corrective
; aclions refated to infoctions.

{b} Praventing Spread of Infaction
H{1) When the Infaction Controt Frogram
determines that a resident neads sofgtion o
:prevent the spread of infaction, the faciiity muat
isolate the rosident.
(2} The facility must prohibit emolovess with a
communicable diseass or infected skin lesions
from direct contact with rasidents or their food, #
Fdirect contact will ransmmit the disease.
{3) The facility must require staff to wash their

et et

hand washing is indicated by accepted
profassional practice,

(o) Linens
- Personnel must handle, siore, process and
fransportiinens so as to prevent the spread of

infection.

This REQUIREMENT s not et as evidencsd

by:
i Based on observation, interview and review of

the facility's poiicy, It was determinad the facility
 falled to establish and mainiain an Infaction

e

¢ hands afier cach direct resident contact for which

The facility must astablish
and maintain an Infection
Cantrof Program designad to
provide a safa, saniiary apd
comforable enviranment
andt to nelp prevent the
develupment and
ranimission of disease ang
infection,

{1} tfection Contral
Program

The fzeliity must establish an
Infectien Cantrol Pry gram
under which it-

1} investigates,
cantrols, and
prevents infactians
fer the factity;
Lracicdas what
procedurss, such as
Isalstlen, should be
appled ta an
individuai restdant;
andg

Matntalis 3 recard of
ncidents and
oirective actlons
velated to Infections,
Pravanting the
Spread of Infeetion
When the Infection
Coatroi Program
determines that a
rasident nepds
fsolation to proveat
e spread af
infaction, the faciiity
must lsoiate the
resident

pravents infactlons In the
fachity;

I

w.

i

i

i
£
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P SUMMARY STATEMENT OF DEFCIENCIES 10
,I FREFIX (LACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 86 [oh
! TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSSREFENENCED 10 THE AFPROPRIATE
| DEFICIENGYY
: 2} Decldes what
Foddt Continued From pags 25 o4t procedures, such as
isciation, sheuld be

appled to an fndivieuat

; Conlrol Program designad to provide a safe,
resldent; and

sanitary and comfortable snvironment and to halp -
: prevent the davelopment and transmission of
- digease and Infection. Observation during initial
tour of the facility revealed (wo (2} bedpans
' stored unlabeied and uncoverad in two {23
different shared resident bathrooms, Additionally,
: cbservation during the environmental towr of the
facifity reveated one (1) of (ha two {2} community
: shower rooms had a drded brownish substance on
“ the privacy curtain. Also, obsarvation during =

3} Malntains a recerd of
etdents and corrective
sclions refdted to
infpctions.

(b} Preventing the
Spreatt of Infection

1) When the infection
Control Program
datermines that 2

medication (med) pass revealed staff not washing sesident needs lsalation !
“or sanitizing their hands as per the facility policy, to prevent the spread of '
i and obzervation of a dressing change revealsd nfecdon, the factfty i
3  staff did not wash thelr hands when moving from st isalate the residant
a solled to clean area of the resident's body for 4} The facifity must
-one (1) of twenty-four (24) sampled residents brohibi employges
(Resident #4), and two (2) of two (2) upsampled :n":;‘;:f‘f:r:;‘;'“
_residents (Unsampled Residents A and B). ;amés;onsf.ﬂéé{ l
i direct contact with !
The findings include: rasideists or their
‘ food, §f dirace !
Review of the faciity's policy titled, cantact will transmit ;
lsolation/Quaranting”, undated, provided by the " f;’””s?f” |
: o X . . 3 5} The factity must H
facility as their infection Control Guidelines raquire S 10 wash ;
| ravealed the fagility wauld endeavor to praciica their hands afrer
[ Hinfection controt guldelines to prevent aequisition direct rasident i
of and spread of Infestious disaase, contact fa:rwhicr’v i
| : fand washing fs i
,; 1. Obseivation during inftiaf tour of the fasility, on ;‘:i“;f:j by i
i - 02/24/15 at 11:50 AM, reveaied in the bathroom professions practce |
g “of room 203, 2 soiled unfabelad and uncovered <} Linens
{ bedpan placed In between the wall and the safety i |
Deail Persconel must !
, ’ handle, store, !
el I
- ntarview with State Registered Nursing Assistant p::;s;: nes 50 a5 ’
‘ (SRNAY#2, on 02/26/15 &t 11:10 AM, revaaled 10 prevent the :
. bedpans were disposed of weekly by night shift spread of tnfection,
[ “staff and new bedpans were obtained. SRNA 42 | I
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F 441 Continued From page 28

- expectation was bedpans should be labeled and ;

stated the facliity's procedure was far badpans to |

“be labeled and dated. Continued interview
: revaaled bedpans should be cleaned between
- use, coverad or bagged and placed i the

rasident's drawer to decreass the risk of cross
contamination which was an infecton cantrol

. insue.

Interview with Licensad Practical Nurse (LPNY#a

con G2/26/5 at 520 PM, reveslsd bedpans shouldg”

be labeled and dated. Further interview revesaied
the sailed beédpan should have been cleanad

“after use, and placed in a pastic bag for infaction
- controb and cross contamination puUrposes.

"2 Obhservation during the environmental tour af

the facility, on 02424415 at 5:55 PM, revealed the
privacy curiain in the toilet area of the commiinity
shower reom on tha Memory Care Unit had a

“dried brownish substarce on the curtain,

Interview with SRNA#4, on 02724115 2t 5:58 pp,

ravealed the dried brownish substance on the
" privacy curtain could be faces. and shoold not
- have been on the curtain as it was an infection

zontrol issue.

s Interview with the Memory Care Uit Manager, on ‘

O2/24115 at 6:15 PM, revaslad the dried brownish

~substance on the privacy curtain was prabably

stool, and should not have been e the curtain for -

. Infection controlf purposes.

‘ Interview with the Director of Mursing

- (DON)Infection Conkol Nurse {ICN), on D2/2805
at 5:35 PM, revealed the facility did not have a

“ palicy directly related (o the storage of bedpans or’
i personal items. Perinfervisw, however, her ;

(%4310 SUMMARY STATEMENT OF DERIGIENGIES _ 0 PROVIDER'S BLAM OF CORREDTION 453
FREFIX {EACH QEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
G FREGULATORY CR LSC IOENTIFYING INFORMATION) N e CROGE-REFERENCED TO THE APFROPIIATE bare
DEFICIENCY) f
. 1} fesidents who shars the fl
F 441 bathroom of 203 showed ne

H effacts from the alleged
defielent practice, Evidence
Iy 139 5/5 oF infecilon,

2] The {2} bedpans were
removed and disearded from
the batbraom on 2435/15 by
STMA,

3VA facility wide augn wag
eaaducted by (3] Unlt
Managers and Clinical Care
Coordinator on 226018 1o
Gnstra afl person Hemg ware
storad appropriateny

4 M nursing staff were in-
serviced on infaction Control
Folicy and Parsopal Hemy
Policy an 33413, 373715 apd
315 by Director of Nursing
and Unit Managars,

51 A QA will bes eoniductad by
the Unit Managers or
deslgnee tSuperdsor) 1o
check 18 raems 5 week for
12 weaks 10 ensure i
persanal foms are stored
Anpropriately,

5} Residents showed o jif
effeets from the alfeged
deficlent practice. Evidence
by 1o /5 oF infaction it the
Brown substancs on the
shower cuyrtatn,

1 The shower curtain was
repiaced immediately on
224715 by Maintenance
Director
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Intenview with the Adrministrator, on 02/26/15 at
T6:58 PM, revealed badpans were to be labeled

10} A GA will be conducted
by UnH Managers or

185174 B WING
NAME OF PROVIDER OR SUPPLER [ STREET ADDRESS, CITY, 3TATE, 2P CODE
H
3375 BURLINGTON PIKE
FLORENCE PARK CARE CEMTER ]
A FLORENCE, KY 41042
X0 SUMMARY STATEMENT OF DEFICIENCIES o, : PROVIDER'S PLAM OF SORRESTION
PREEH [EACH DEFICIENGY & T PRECEDED BY FULL PREFIX (EACH CORRECTIVG ACTION SHOULD 8
Tacs REGULATORY OR LEC IENTIEVING INEORMAT TIGH) Tag CROSG-REFERENCED TO THE APFROFRIATE
DEFICHENGT)
! . &} A facility wide audit was
F 441" Continued From page 27 F 441 Fonducted on 272475,
l , i e : 2/25/15, 2726015 by Linit
dated, stored in a plastic bag and piacad in the ‘ Wiangass, Cinical Care
| resscé@m:s drawer to raduce infection contiol and Cosrdirater, and
; - crogs contamination issues, Continued interview Malntenance Dlsctor to
i revaaled she was unsure what the dried hrownish exsure there was no brown
; i substance was on the privacy curtain in the substance oi any susface,
shower raoms; howsver, the substance should 9} In-servicing will e
f i not have been on the curtain for infection control conducted fof hand washing !
i - to alt nursiog staffon 4/1/15, :
s onfamination purpose &
I and 6ros ation purposes. 3/2/15, and 41315 by
! Clinicat Care Coardinator

- and bagged for Infection controd purposes.
“Continued interview revealsd the privacy curain
- shotdd not be solled as that was an infection
“control iasue

3. Review of the facility's polisy fitled, "Hand
FWashing®, undated, revealad the facifity was
commitied (o enstring resident safety and
s infaction control and containmeant through proper
hand washing procedures. Further review of the
“faciiity's policy revaaled staff shoud wash or
sanitize thelr hands before and afar wearing
fgloves, preparing or handiing medlcations, and
hefore and after administration of medications.

Observation of a med pass, on 02/25/15 at 08:00
AM, revealad Licensed Practical Nurse {LPN) #6
prepared Unsampied Resident A's medication,
s carried the medication into the resident's rcom
and handed the medication to him/her along with
facup of water, Continued chsarvation revealed
LPN#6 then exited Unsampled Resident A's

prepared Unsampled Regident B's medications.
{ Cbservation revealed LPN #5 enterad
Unsampied Resident 8's room, handed the

moniored 10 ensure helshe took the medication,

Croom without washing or saniizing her hands and

{ medication and & cup of water lo the resident and

|

. < . I

dasignee [Superviser) on 19

ronms and shower reoms to l

ensure that surfaces are free

from Yrown substances dafly ,

for 12 weaks,

11} Rasident (A} and {8} :

showed no i affacts from

tha aliegad deficient

practice. Evidends by no 5/5

of infaction, f
j
!
!

|

1100 2/25/15 tha tPN 15
was in-serviced o band
wishing poficy by DON.

13} in-sarvicing will ba
concueted for hand washing
tr all purstng staff on 471715,
#/2/15, and 4/3/1% by
Clinieal Care Courdinator,

$4} A OA wilf be conducted
by Unit Manager on S nurses
a week to ansure proper
madication pass practices for
12 weeks.

e

15) Resident # 4 showed no

i elfects from the alleged

daficlert practice. Bvidence !
by no 8/s of Infection, g

|
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Event 0 KU
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. ‘ 16} LPM 2 was Inmserviced
F 4411 Continued From page 28 F dd on 2/25/15 by Direztor of
' riarsing on proper hand ;

Further observation revealed LPN #86 then exitad
- Unsampled Resident B's room without washing or
“sanitizing ber hands, returned to her madi catfoﬁ
. cart and again started to prepare another
‘resident's medication,

s intenview with LPN #8, on D2/258/15 at 0018 AM,

‘revealed sha should have been washing har
hands between residents to reduce possible

foross contamination of infections from rasident to

resident.

I

Y4, Ohservation or 0272605 at 04:05 P, of LPN

_# 2 pedorming a dressing change for Resident

: #4, revealed the nurse washed her hands,
donned a clean pair of gloves, remaved the

- resident’s previous dressing and discarded the

*dressing and the gloves into the trash can,
Quservalion revealed LPN #2 then put on another

- pair of gloves and proceeded to cleanse the

wound area without washing or sanitizing her
hands. Conlinued observation revealed LEN #2

: then removed grd discarded her gloves, and
without washing or saniiizing her hands, donnad

, clean gloves again and applied the resident's new |

“dressing. Further observation revealed LPN #2
after zpplication of the new dress ing she removed
har gloves and donned a clean pair of gloves '

“without washing or sanitizing her hands and
applied skin prep to the surrounding area,

| Additionally, chservation revealed LPN #2 than

-discarded her gloves and washed her hands at
the sink prior {o leaving the room.

Cmierview with LPN #2, on 02/25/15 &t 420 BM.
revealed she should have been washing or

: sanifizing her hands every time she chaﬂgﬂcf her

“gloves due to infection contrel pracautions to hel p
oraven! the possible spread of infection,

wasfibng during wound care,

17} A faciiity wide audit af
the medical record of all
residents with wounds far
signs of Infaction was
condiycted by Director of
Nursing to ensure proper
infection control practices
with dressing changes,

18} in-servicing will be
condueted for sroper
wfaczion control on drasshng
changes (o all nursing staff
oA 473715 and /2735 by
Clinteal Care Caordinatar,

18} A QA will be conducted
3y Unit Manager o8 5 nurses
a weel to 2nsure preper
Infection control practices
with dressing changes for 12
wWeeks,

20) Fhe Dirsctor of Murshy
will present all of the audit
results to the Quality
Assirance Commitiee, which
cansists of the Directer of
Nursing, Administrator,

) mudical director, and unit

: ranagers at dach quarterly
mesting. The QA Committen
will review the results of the

sudits te datermine Wany
revisions to tha polley ars
ngeded {o ensura
campliance and o determing
a schedula for ongolng
monitoring The
Administrator will ensure
compilance.

.

E

Alleged Date of LOmp!Ea"IC& nafo6f
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R

Evant 1 KU1

Facility iD: 100547 if conlinuation shest Paga 29 of 38



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 032205
FORMAPPROVED

OMB NC

G, 0838-039

4
w1

CENTERS FOR MEDICARE & mwumm EFV’LEEb

{ STATEMENT OF DEFICIENGIES i : {X2) MULTIPLE CONSTRUCTION ;iﬁd; DATE SURVEY f

[ AND PLAN OF CORRECTION ; A BULDING | COMPLETED j

! S _

- 1 i !
VACE -~ 9

B 185174 B VNG - i bueennis |

SYREET ADDRESS, CITY, STATE. 7P CODE ;

|

NAME OF PROVIDER OR SUPPLIER

FLORENCE PARK CARE CENTER

6975 BURLINGTON PIKE
FLORENCE, KY 41042

SUMMARY STATEMENT OF DEFICIENGIES
(EATUH GEFICIENCY MUST 88 PRECEDED BY FULL
REGULATORY OR LSC IDENTIEYING INFORMATION)

[R4) D

TAG

o PROVIDER'S BLAN OF CORRECTION
PREFIX {(FACH CORRECTIVE ACTION SHOULD 0
TAG CHOSE-REFERENCED TO THE APFROPRIATE
ORFIGIENGY)

|
|
|
I PREFIX |
$
!

F 441 C“m tinued From page 29
lhierwew with tha DON/ICN, on 02/26/15 at &
| PM, revealed staff should wassh or sanitize thear
" hands prier to provid;ng resident care, pricr 1o
preparing a resident’s medications, as par the
+ faciiity's poifcy for infection control and cross
comtamination purposes, Per interview, during a
i dressing change for a wound, sta#f should be
“washing and/or sanitizing thelr hands at a
minimum of three (3) times, before, during and

T

{ after the dressing change. The DON raveaied F i

was a complex dressing change staff should
; parform hand hygiane numeraus §mes for
“infection control purposas.  Further interview
revaalad her expactation was for staff 1o wash or

sanitize prior to removal of tha oid dress sing. after -

removing the old dressing, prior to tha appfication
; of the new dressing and after the procedure was
" complated related o infection control and
_brevention of crogs cenhtarnination.

Inferviaw with [he Adminisirator, on 02/184156 at
0:58 PM, revealed sfaff should wash or sanfize
“their hands as per the faciiity's policy fo pravent
the spread of infaction.

483.75(b) COMPLY WITH
CDERAL/STATEAOCAL LAWS/PROF STD

B S

F 482
58=f F

| The Facility must oparate and provide services in
compliance with ali applicable Federal, State, and
local faws, regulations, and codes, and with

Facceptad professional standards and principles
that apply to professionals providing services in

: such a faciiity.

' This REQUIREMENT s not met as evidenced ;

Fa41,

F497 483 75(b] Comply with Federal/State/Locat Laws/Prof STD

The lacility must operate and provids services in Compilance with
ail Federsl, State and Lacal laws, regulations, and codes and with
accepted professional standards and principles that apply to
professionals providing services in such a facility,

3
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F 492 Continued From page 30 . F 494: L There were na negative outcomes to any resident as a result |
Loy ’ of the bus not being Inspected by the Department of [
; . Basad on interview and review of the facill ty's : ; Transporation ;
vehicle safety inspection documentation, It was 3. The bus was inspected by the Depart f
H ! EN s partment of
! - datermined the faciity failed to ensure its vehicles ; Transpartation on February 25 2015 and it E
| warg In compliance with State Law. Review of passed inspaction. i
t the faciiity's safely inspection documentation - b The Administrator educated the maintenance f
H ¥ 115 a1 H 3 ! i
revealed the facility falad to ensure the res 'de:t . : dractor and activity diractor on March 2, 2015 | ;
transportation vahicle was inspacted annually for on completion of monthly inspections and the ! !
£] |
. safety, as per Kantucky Administrative ‘ i arnual Department of Transportation inspection, | :
Regulations {KAR)‘ €. Thebus wilt have a menthly inspection by the i |
b S ‘ : maintznance dirsctar as Instructed by the i :
_‘ - The findings include: . ‘ Admisistrator. : f
| : : d. The bus wift have an annual Insaection conducted | ;
Review of the KAR revealed 803 KAR 5072 o o i '
; _ ; by the Department of Transpertation every year .
Mandatory annual bus inspection, neted buses ) e : :
i ) U N P . in February which will be arranged by the
- should undergoe a safely specton at least once Maintenarice Dirzctor and/or the desiance who :
H y . - . ainte Hraotor o t ] ;
each year. Per the KAR, the anrual inspaction 1o Actioty toreener. 1 ”t‘ ‘;‘f”ee ;’ i :
Lo . . ¢ Yirac i3] : z 1
| i would be performed by the Division of Motor it ";; t ?t “t frzec;:” ;’” ¢ “‘”‘?” ;
’ 3 H S . The rinistrat F
! Vehicle Enforceiment, and might take place at any '*j} ® i";s ratar. fae s ;mr w
: a 4 Fa e ih e ANNUE i
i s of Kentucky's weldgh stations or arrangements ‘ " Jtefmh bruw © Sﬂgsum t the asnual
cauld be made by contacting the Divislon of ”;5-”‘5“'0_“. 3¢ been campleted.
Motor Vehicle Enforcement, a.  The Atf‘ﬂ'EJHESdetGF witl turn in the monthly
inspectionfog to the OA Committes quarterly for ;
' Review of the facility's policy fifled, "Facifty Bus - roview and the annual inspection will be i
Safely Policy”, undaled, revealed a Dapartment of presented by the Administrator o the OA 4 ‘
: Tt aﬂspongtior‘ Vehicla Safety f?Sp@(,?fO? shoud } Committes at the 1% quarterly meeting sach yaar J
“ . be completed annually, per 803 KAR 5.072. ‘ . formeview, , . .
: f J £ The QA Commitias will monitor the Inspection f
i Review of the facility's vehicle safaty inspection reports for any conicerns that may need i
i documentation titled, "Bus Maintenance ' : addressed and will formulate a plan of action as i
necessary.

P Log/General Chack List", revealed manthly
inspections of the vehicle ware parformed by
*facility maintenance staff, However, further i
review revealsd no documented evidence of an Atleged Date of Compliance: April 5th, 2015 f
- annual safely inspection conducted by the : 4 [
r

Department of Transportation,

; interview with tha Maintenance Director, on
$02/25/15 al 5:16 PM, revealed the facility (
Evend i) KUIOH Facifity [y 100547
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DATHE
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3

F 492 Conlinued From paye 31
- aeguired a naw bus from out of state which was
licansed in Kentucky; however, no safaty
s inspection was completed for the bus, Per
inferview, the facility's previous bus was never
Hlicensed In this state and had never had a yearly
- safety inspaction completed. The Maintenance
Director revealed he was not aware the state
[ requlations required the bus to have a yearly
safely inspection (conducted by the Department
of Transportation, Division of Motor Vehicls
i Enforcement}.

s interview with the Administrator, on 02/26/45 at
G:58 PM, revealed he was nol aware the vehicle

required a yearly safely inspection (by the

. Pepartment of Transportation, Division of Molor

Vehicle Einforz:ememt)‘

PAB3TE(N RES

“H

47
[ .

E§Iw

standards and practices that are complate;
¢ accurately docuemented, readily accessible; and
systematically organized.

The clinical record must contain sufficient
resident's assessments; the plan of care and
sarvices provided, the resy flts of any

¢ preadmission scresning conducied by the State;
and progress notes,

' This REQUIREMENT s not mal as evidencad

4
E RbCOr{DS COMPLETEAGCURATEACCE &SIB

The faclity must maintain clinical records on each
. resident in accordance with accepted professional

“information to identify the resident: a record of the

F 497

|
|
|
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A2 MULTIPLE CONSTRUCTION

£

L BN

4G5 COMPLETED

i 514 Continued From page 372

i by
Hased on intewiaw record review and review of

the facility's policy, It was determined the facilily

falled to ensure the medical recard was complete -

_for three (3) of threes {3) closad records

" (Residents #22, 23, 24), of a fotal sample of

: twenty-four (24} residents. Record review
raveafad the facility failed to ensure documenied

"avidence the Discharge Summary or a

.'ccap‘ ulation of the resident’s stay was included

In the residents' closed medical records.

i The findings include:

" Review of the facility's palicy tited, "Policy for

: Transfer and Discharge Docurmentation”, undate

_revealed when a resident was transforred or
dischargad, the reason for the transfer or

; discharge would be decumented in the medicat
racord, and sigred by the Physician, Further

s review of the Policy revealed a copy of the

. Dischargs Summary or recapitulation of a

rasident’s stay would be placed In the resident's
hard chart and a copy given to the resident or
farnily,

1. Review of Resident #22's medical record
revealed the facility re-admitted the resident an
01/11/14, with diagnoses which inciuded

+ Hypertension, Diabetes Malitus, Anxiety,
Coronary Artery Disease and Cognitive

i Impairment, Continued review revealed Resident :

| #22 was raceiving Palliative Care and expired at
Hhe facliity 12/19/14, Mowaver, further record
: review revealad no documeniad evidence of 4

recapitulation of Resident #22's stay or Discharge 3

{ Summary.

? 2. Record review for Resident #23 revealed the

’ ARHY PLUAN OF CORPE E
| i E gi
| g 185174 [ & wine . L g2imares
T MAME OF FRJ\#D”R OR SUPHLIER STREET ADDRESS, CITY. 5TATE, 719 CODE l
| FLOREMCE PARK CARE CENTER 8378 BURLINGTON PIKE i
H 1
I | FLORENCE, KY 41042 )
EZHID SUMMARY STATEMENT OF DEFICIENCIES 1> PROVICER'S PLAN OF C{}RREC?EON . 63 }
PREFTX [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX @A( H CORRECTIVE ACTION SHOULD B COCOMPEETION !
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSH-REFERENCED 7O THE A?ﬁmmws DATE !
DEFICIENCY} f
F 514’ :

F514 483.75 {1} (1) RES RECORDS- COMPLETE/ ACCURATE/ |
ACCESIBLE f
J
|
H

L. Resident 2Z 23, 24 showed no ilf effects for the
alleged deficient practice.

2. On 2/26/15 a facility wide audit was conducted by
social servica diractor on anticipated discharges,

3. The soclal services director conducted an In-service
aa policy of discharge summary and recapitulation
of resident stay on 3/2/15 with unit mangers,
activity director, and dietician.

4. All discharge summaries and recapitulation of
resldents stay will be completed by day of residents
discharge by soclal worker, unit manager, dietician,
and actlvity director.

S0 AQawl be conducted by social service direcior.
Aszessment for discharge stimmary and
recapitulation of rasident stay will be startad whan
soclal warker Is informed of anticipated discharges.
The social worker will ensure that the closed charts
wilt completed with the signed recapitufation of
resident stay within twe weeks of discharge date for
12 weeks.

. The Director of Nursing will present the audit results
to the Guality Assurance Compmittes, which consists
of Director of Nursing, Administrator, medical j
director, and unit managers at each quarterdy :
meeting. The QA Cornmittee wiil review the resuits f

f the audits to determine i any revisions to the }
policy are needed to ensure compitance. The !
Administrator wilt ensure compliance,

Alleged Date of Compliance, 04/06/15
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f

!

!
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!

i

|

|

|

H

F 514 Continuad From page 33
*fachity re-admitted the resident on 12022114, with
. diagnoses which included Congestive Heart
Failure, Atrial Fibrilation, Chronic Kidney
- Disease, Coronary Artery Disease, Diabates
Mellitus and Chronic Pain, Continted review of

; hospital's Emergency Department (ED) and

“adrniited to the hospital on 02/02/15. Howaver,

However, further record review revesaled no

. decumented evidence of a Discharge Summary
or recapitutation of Resident #23's stay.

{ the record revealad Resident #73 was sent io the
|

3. Record review for Resident #24 revealad the
facifity admiited the resident on 09/14/11, with
- diagnoges which included Leukoeytosis, Acute
Kidnay Failura, Diabetes Maitius, Orug nduced
Dementia and Peripheral Vascuiar Disease
Continued raview of the medical recard revealad
Resident #24 was sent to the hospital £D on
22814 for treatmeant and was admitled o the

hospital. However, further record raview revealed _

Mowsver, Further record raview revealed no
1 5

, docummented evidence of a Discharge Summary
or recapitulation of Resident #24's stay.

Intervisw with Unit Marager (UM) 47 on 02/26/15

fat 8:0C PM, revealed the Discharge Summary or

. recapitulation summary was dictaled with
medications and orders. Per interview, the

s resident should have a Discharge Surnmary or

“recapitulation of stay summary in their records.

Interview with the Director of Nursing (DON)Y on
F 02726115 at 5:35 PM, revesled her expeciation
: was for all residents’ madical records to be

!

facility's medicaf records department shauid have |
,onsured there was g Discharge Summary or ;

recapltulation of stay summary in tha residents’

B OWABRA
| BNG 26/2915
| GTREETADCRESS, GITY, STATE 8 COPE
P 5575 BURLINGTON DilE
| FLORENCE, Ky 41042
D : PROVIDER'S PLAN 0F CORRECTION 57
PrERR (EAGH CORRECTIVE ACTION SHCULD S L COMOLRTION ir
TAG CROSS REFERENCED TO THE APPROPRIATE HAFE i
DEFICIENCY) |
F 514

|

|
j
j
;
;
|
i

—

|
) complete and accurate. The DON revesled the
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F 514 Continued From pags 34
; medical record which was signed by the
Physlcian,

| Interview with the Administrator on 02/25/15 at
6:58 PM, revealed the Discharge or racapitulation
; Sumimary should have bean in the madical
records for Residents #22, 23 and 24.

F 820 483.75(0)(1) QAA

=5 . COMMITTEE-MEMBERS/IMEET

Dl e

CQUARTERLY/PLANS

e s

- Afagility must maintain a quality assessment and -
, assurance commitiee consisting of the director of
nursing services, a physician designated by the
: facility, and at least 3 other members of the
facility's staff.

_ The guality assessment and assUranse

| committes meets at {sast quarterly to idsntify

- Issues with respact to which quality assessment
and assurance activities are necassary; and

“davelops and implements appropriate plans of
action to correct identified quality deficiencies,

;A State or the Secretary rmay not require
disclosure of the records of such committas
Pexceptinsofar as such disciosure is refated to the
compliance of such committes with the '
' requirsments of this section,

" Good faith attempts by the committes to ideniify
and correct quality deficiencies will not be usad as
a basis for sanctions,

; This REQUIREMENT s not met as evidenced

F 920 483.75(0){ 1) OAA

FORM CMS-2587(02-99) Pravigus Verslons Obsolats Evenl D KHIO 11

Faculy 10 100547

COMMITIEE MEMBERS/MEET QUARTERIY/pLAN ;

The resident has the right,

uninss adjudged

i

|

intompetent ¢of otherwise f
frind to be Incapacitated i
thdder (he Iaws of the State, I
to partickpate In plenning ;
care amd teeatment of i
changes in care and : !
treatment. |
1} Resident #5 showead ng il §

effects from the slleged }

deflefent practice. Evldence |

iy resident had po 3/s of }

Aypofiyperglycemia since i

Hi514, f

2] Besldent 86 GF wag

Imwnedinzely updated on ; i
TFIBMY by Dirpctor of i
Mursing, - - .

3 1A bacity wide audit was
roaducted an 3/2/15, 3/3/15
and 34713 by Dleector of
Hursing and Unit Mangers to
arsueE no ether reskionts
were affacted by the alleged
deficent practice, This audit |
elded revfpwing the ?
comehensive plan of care ;
for all residents with H
diabates mellitys and 5‘ f
verifying that medization
orders are up-ta-date,

if continuation ahsal Page 35 of 28



PRINTED: 03/12/2015
FORMAPPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0938-0297

CENTERS FOR MEDICARE & MEDICAID SERVICES )
STATEMENT OF DEFICIENTIFS (X1} PROVIDERISUPPLIERACLIA } ALTHPLE CONSTRUCTION ig}ﬁﬁ} DATE BURVEY ]g
AND PLAN OF CORRECTION IBEMTIFICATION MUMBESR: LA BUILDING { COMPLETED i

| | ILOING - - f
| ; 185174 8 winG ! 0212612015
NAME GF FROVIDER QR SUPPLIER } STREET ADSRESS, QY. GTATE, L1 COOE
LORENCE FARK CARE CENTE | 9975 BURLINGTON Pike |
E F NTE | FLORENCE, KY #1042
| {X4) 10 SUNMMARY STATEMENT OF QEFICIENCIES i PROVIDER'S BLAN OF CORRECTION
PREEEK {EACH CEFICIENCY MUST 8F PRECEDED BY FULL . PREFi [EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIHON} TAG CROSE-REFERENCED TO THE APPROPRIATE
. : DEFICIENCY)
. A} MUS, Unlt Mangars sad
F 20 Continued From nage 35 LR Chinieal Care Coardinator
1 P

' by' : ; were in-servicad by Diractar
! uf Mursi Policy: Car
* Based on observation, interview, raview of the : .a.anf,égfi;inili:;f
“ facility's poficy and Plan of Correcton (POCY with 2126115,
. an alleged compliance date of 03/14/14, it was
ceterminad the facliity falted to have an effactive
" Quality Assessment and Assurance [OA)
: Program to monitor and implement the POC
which was developed to address the findings of
the Recertification Survey conducted 02/18/14 ta
Q2720014, at 42 CFR 483,20 Resident ;
- Assassments (F280) and 42 CFR 483.65 (F441)

3T A QA audit wilf be
conducted by Director of
Mursing or dsigree {Unit
Manger/Clnical Care
Coordinator) on § resltent &
week for 12 weeks, Thig
audit will invaive reviswing
EaMpFRRENsE care plang
and verthying that thay are
updsted with new
ehwslclan's orders,
S At end of tha 17
weeks, the Diractar of
Mursing will prosent the
authit results to the Quadity
Assurance Commitiee, which
£ansists of the Directar of
Misirsing, Admiinistrator,
riédical diractor, snd unit
managers, The A
Commbtive will review the
reslilts of the sudits and
determing a schedula for
Gngoing manitoring aid 1o
detersine Fany orhor
tervantions are nesded to
ensure comphance, The
PdminiStrater Wit ensore

_' The findings Include:

- Review of the facility's, "Quality Assessment and

. Asgurance Plan" Pelicy, datad Nevembar 2011,

. revedled the QA Program was designed 1o

provide a means to ldendfy and resolve present

¢ and potential negative oulcomes refated o .

: resident care and safety, establish and implament

. plans fo correct deficiencies, and monitor tha

“effects of the action plans. The Policy revealed
the facllity's owner andfor governing board were

- Wlimately responsitsle for the facility's QA
Fraogram. Further review revealed the
Administrator was responsible for assuring the

; - facllity's QA Program complied with Federal, _ :

| . State, and Local regulatory agency requirements.

f Lomgiance.
. . . . y . . Thee Faelfiy must ogishiich
1. Raview of the fﬁi’:!ﬂf}’!ﬁ POC with 2 03/14/14 : ‘ andd madntaln an lnfection

Control Program desigaed i
srovide a safe, sanltary and
somforiable ervironment
and o heip prevent the
development and
transtission of disease and
Infecticn.

L compliance date, revealed all members of the
,Interdiscinlinary Team (10T) were re-educated by
03074, refated to the facility's policy regarding
Lrevising care plans. Continued review of the
i POC revealed audits would ba conducted fo
_ensurs the care plan was accurate and -
intarventions wers being followed as advised. fecton cart
: : Per the PCC, the Administrator wouid ensure ; : ? f’r:t?;r':: el ‘
| _compliance by checking and monitoring the _' ' ' : i
Event 1. KUIOH Facitly ity 100847 ¥ conlinuation sheet Page 36 of 38
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MAME OF PROVIDER OR SUPPLIER

BROVIOER'S PLAM OF CORRECTION
TVE ACTION SHOULD BB
CED TO THE APPROPRIATE
DEFICIENCYY

SUMMARY STATCMENT OF DEFICIENCIES : iD :
ST BE PRECEDED BY FULL FREFIX (EACH COR
’ CROGS-REFE

68 1
PREEIX {EACH DEFIDIENCY ¥ '
REGULATORY O LSC IDENTIFYING IBIFCRMATION) T tas

TAG

i

The facility must establish an

F 520 Centinuad From page 36 F 520 infaction Contro! Progeam
s audits at the end of sach menth, and take the ' gnder whien it
; resulis of the audits 1o the QA Comimittas 1) vestigates,
" quarterly for review. Further review of the POC eontros, and
i revealed QA Committee would ensure the ' 'f:’”;:c;r:m”
| _Information from the audiis was reviewad, : : 2} Decides what

analyzad and utilizad o ensure cornplisnce. 3 _ pracedures, such 25
fsalatlon, shovld he
appied toan

However, record review reveated the
individual resident;

' Comprehensive Care Plan for one (1) of '
; twenty-four (24) sampled residents (Resident : aind
F . s 35 Maintilng a recard of
#14) was not updated and revised. Resident : ‘ iecideants snd
HiE14's Physician ordered the Siiding Scale Insulin ‘ corsective sctions !
o be discontinued in October of 2014 with no : related to nfections,
" documented evidence the Camprehensive Care ik} Peoventing the
Plan was updated or revised to reflact the ipread of infectlon
resident's current status, (Refer to F-280) H When the infection
: cuntrod Program
;2. Conlinued review of the facilidy's POC, with the | - ""‘ZZ’S&?ZJQ?” ‘ f
| compiiance date of 03/14/14, revealed ail staff : isiation to prevent
§ ‘was re-educated belwoen the dates of 00714 ‘ tht spread of
| ,and 03/10/14. Per the POC, rounds of the faf:szy infertion, the fackity !
“would be completad with momtcrmg and st Isclaze the i
cobseivation of the environment and equipment, st I
and of staff providing resident care to assure e nfections i the '
; “aquipment was functional, frae from cracks : e 1 j
s andfor tears and the facility's infection control : ‘ JLC::‘S :;h?:a
N Brocedures, sych as i
;p.ohc:y was followed. o ; E  iEniition, sheuld be g
: ' : applied (o an Indivig ;
E - Howaver, observation during the current survey, _ r:j(fem; and e ;
revesled solled bedpans unlabeled and unbagged ' R . |
1 Maintales 3 record of !
i the foor of resident bathrooms. Further . ineldents and corrective : ! i
cbservation revealed. a privacy curtain in the ns rebited to ' j! ;
" Memory Care Unit community shower raom to tnfections. i
. have a dried brownish substance on the curtain, ; 18} Preventing the
(Refer o F-441) _ Speead of nfection i
Interview with the Director of Nursing {DON), on !
- 02/2615 at 5:35 P, revealed the facility's ( f
: process was monitored for apprapriste care plans | : |
Fasiflty 1D: 100547 i continuation sheel Page 37 of 38 ?
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! falled, and statad she had new staff and lack of :
: : : : i fom 4 ve faciity must
‘ atie 1t have baen the issue. 4] The tacility
i aducation might e B prokibit empioyess
, X o oy VR IA B . with a communicabla
Interview with the Administrator on U2/25/15 at disease of infected
[ 658 PM, revealed the facility's QA system skt lesians from
| regarding ravising residents’ Comprehansive divect contact with
 Care Plans had fziled due to human arar and residents o thelr
“there was & need ' sducate and inservice staff. fovd, i direct
R contact will franemit
the disesse
81 the facility must
edptre staff o wash '
i , ’ thelr haads after
i ’ divect resident /
: contach lor which !
. : hand washing iz l
f . indicated hy !
! acceptad é
prefessionad practice. i
€} Linens i
' f
Persoane! most i
handle, store, i
process, and !
transport nes so a5 . i
b prevent the
! spread of infection. ™ |
1] fesidents who sharg the i ‘
Bathroom of 208 showed ng W
i effects from the alleged : !

deliclant practiee. Fvidence
iy noy 87 of infection.

i} The {2} bedpans ware
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the bathroom on 2/26§15 by : ‘
STMA,
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| T Managers and Clinical Care
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ensure ail parson tems were
stured appropkately

45 Al nirsing staff were In-
serviced on Infectlon Cantrot
Palley and Persanal ftums
Folicy an 3£2/15, 373715, and
374715 by Dhrector of Nursing
snd Unlt Managess,

55 A QA will be condheted by
the tinlt Managers ar
designea {Supervisor} to
chock 18 rooms a wesk for
12 weeks to ensure all
personat ems are stored
apirapriately,

6} Rasidents showed ne 4l
effects from the alieged
deficient practice. Evidence
by 70 5/5 of Infection 1/t the
brown substance on the
showar curtain,

73 The showar curtain was
replaced knmediateiy on
Z/34/15 by Maintenanca
{Hrector

8} A facity wide audil was
condaeled an 224715,
LIRS, 126715 by et
Maegers, Clinical Care
Cowrdinator, and
Maintenanca Director to
ansure there was po brown
substance o sny surface.

9} in-servicing wiltthe
congucted for hand weshing
ta ail aurslng staff on 471715,
A5 and /3715 by
Clinical Care Courdinator
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11} Residant [A) andd (8)
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tha alteged daficlens
practlee, Svidence by no 5f5
of infection

L2} 00 2735715 the LPN 6

wat ln-serviced o hand
washing policy By DON,

13} treservicing wilf ba
conducted for hand washing
Lo it nursing staff on /1715,
#/2715, and 4f3/ 5 1y
Cleicat Care Coordinator,

141 A QA wil] be conducted
by Uinit Manager op § hurses
A wiesek Y0 ensure prsper

medication pasy practicas for
12 woeks.

15} Reskdant # 4 showed o
1 effects fram the alleged
deficient practive, Sviderce
¥ na s/s of nfestion.

an 2/ 25/15 by Dlrectar of
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infection contrat on dressing
changes to all sursing siaff
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Clinical Care Coorginator,

193 A GA will be condlcted
Iry Lniit Manager on % nurses
3 wWiek t0 prsure proner
ifection controi practices
withi dressing changes for 17
wieeks.

161 The Director of Mursing
Wi present alf of e audiv
resulls to the Quality
Assurance Commitise, which
zonsists of the Biecior of
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medical directorn, and uait
maridggers 3t cach quarterky
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