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f MAKE OF PROVIDER OR SUBFLER | STREETADCRESS, Y, $TATE, 1f CODE s
. oso7s s o7 K
| FLORENCE PARK CARE CENTER | 2975 BURLINGTON Piice |
| j FLORENCE, KY 41042 1
1
[ ey SULIMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN OF SORREA ST : -
} PREFX . (EACH DEFICIENCY MUST BE PRECEDED BY FLiL &l ;E:gf? ;gs;g;uw & uaa&%éffri%{ﬁa | comP oy !i
POTAS L REGULATORY OR LEC IDENTIFYING INFORMATION: Ctas CROSS-REFERENCED TO THE ACPROPAATE | e i
{ : o DEFICIENCY) : §
! ’ - This Flan of Corraction or The STy —}
3 F OO0 INITIAL COMMENTS Eong  completed at Florence Park Carg Canter : |
J or: 7/9/2015 constitutes our weitten i
; . AnAbbrevizted Survey invesiigating : : zﬂf.g?m? of szpi;j nce‘mi tﬁeﬁ - i
z KY#00023392 and KY#00023425 was iritizted o, i B o Ve, SubMission |
i : 0770215 and congluded on 07/09/15. : | 3. @t Flan of orrection is not an
: KY#00023392 and KY#£00023425 were P St admission that a deficiancy exists or
- substantizted with deficiencies cited with the 2! - t&fat one s -,G:tecbmirec%y' Fols Flan %
_Mighes! scope and severity cited at an “£" # Oppemection js submitied to meet
requirerenty established by state and

E F 157 A831Q(6)(11) NOTIFY OF CHANGES federal lavi
] 88=0 | {INJURY/DECLINE/ROOM, ETC) i federal law.
f - Afaciiity must immediataly inform the resident -
i i

{

|

“consult with the resident's physician and ¥ Add b oti ”
- known, notify the resident's fegal represeniative Gress what corrective action

. or aninterested family member when there i an will be implemented for those
Cameidant iner the reairiant winish ' e . .
.aL:CId“. Eéf}‘f@!‘,’{rzg tfwﬁ:,‘ :E;}m’.ezlt Vvhfc'h‘, Jl. LIS ; re‘siden;:-sjfound to havﬁ i}een
njury ane has the polential for requiring physiciar . ; -
. . . . .\ K o £ - N
intervention; a significant change in the rasiden ajjected by the deficient _
practice: : [

|

|

!

] : physical, menial, or psychosocial siaius e,

| deterioration in heaith, mental, or psychosocial

i ¢ slatus in either s hraatening conditions or _ . The family of resident #7 was

i _cinical complications): 2 resd to alter resiment ' notified of the resident’s

i “significantly (i.2., a need fo discontinue an : ; L e |

| - axisting form of reatment due o adverse weight lass on 6/9/15 by the !
consequences. of o commence a new fom of Dietician, Further discussion ]

; Ctreatment): or a declsion o ransfer or tischarge with the family regarding the i

’ the resident from the faciiily as specified in 3 " - . : i

! | §483.12(a). welght loss and interventions : ;

§ g was also held with the family §

; ! The faciily must also prompily notify the resident - i on 6/15/15 with the Unit {

f and, if knowr, the resident's legal representative : ) '

i ~or interested family member when ihere is 7 . Manager {UM]. Docurmented |

J change in room or rocmmate essignment as ; _ evidence was foundto bain ; i

; zpecified in §483.150e)(2y or a change in ; the chart on 6/9/15 and | {

g s resicent rights under Federal or State law or : 3 115 e .. e ;

| requlztions as specified in paragraph (b)(1) of - 5/15/15. The facility spoke i

| | this seclion. ‘ with family and carrections in : f

| . : ‘ ! o !

I  The facility must racord and periodically undate pfact—t: prior to survey. .The "

; ‘ ; medical record of Resident #2 J

LABORATORY DIRECTOR'S DR PROVIDERSUFPLIER REPRESENTATVES SICMATURE TITLE :.;xsy DATE g

vzt ,c( /M/muf y 4%, WM o %W@ §-/8- 20/5

Aoy deficiency stalement ending with 2n asterisk {'} denotes a deficlency which the Institvtion may bdbxoused from wrrec{iné'providing ftis delermined that
olner safeguards provide sufficient prolaction tg the palients, {Sae Instructions.) Except for nufs;:{g tomes, the fndings siated above are disclosabia 60 f':al s
following the daia of survey whether or not a aian of correction s providad, For nursing homes, the abova findings and plans of correction 8{; aﬁsdosabfg ‘!J;
days following the dale thess documents ars made avalabie to the facllily, If deficionsies sre clted, an agsroved plan of correctian is rec;l;‘isize to sondinued

orogram participalion,
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SURMARY STATEMENT OF DEFIC ENAIES o
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PROVIDER'S BUAN OF CORRECTION
(EACH CORRED :
CROBE-REFERENGED T0 THE APPROPRIATE
DEFICIENGY)

F 157 Continusd From nage 1
- the address and phone nuriber of the resident's
"legal representative or inferested family member, -

“ This REQUIREMENT is not mmef as avidenced

; by

. Based on interview, record review and raview of

- the facility's policy, it was determined the facility

- falled to notify one (1) out of seven {7) samplad
residents’ Respensible Par/Power of Atlomey
(POA] when the resident experienced 4 changes
in status. There was no documentad avidance
pravided to show Resident #7's Responsible

L Party/POA was notified when the residen:
experienced a waight loss of more than five {5}

| L percent (%) inore (1) month,

The findings include:

? Review of the faciity's policy, tited, "Procedure

§ Cfor Weight Loss/Gain Monltoring”, undated,

; s revealed the resident weichls were maintained

| “routinely 1o ensure proper nukition. The

- Procedure was for 2l residents o he weighed by -

. nursing staft upon admission and at least m hiy

by the 10th of the month {unlsss contraindicates

;or otherwise noted in the cars plan). The

percentage of weight change was caloulated for

cene (1) month, three (3) months and six (&
months. Additienafly, weight changes were

 monilored by the nursing and the distician or diet
techilcian. Continued review reveated residents

L with significant weight loss (5% or mors in 1

| s month; 7.8% or more in three {3) months; and :

| - 10% or more in six (8) months) were evaluated o :

j  determine if a significant change Minimum Data

E , Set IMDS) assessment was necessary. The

g s resident, the resident's p ysiclan and the

i : resident's sponsorfresponsible party wers notified

971 of Nursing (DON) on 7/13/15

was reviewed oy the Director

and notification of all other
changes and physician’s orders
to responsible party/POA were
noted to be in place within the
resident’s record. No further
status changes were noted
where Power OF Attcrney had
naot been notified.

Address how the focility will
identify other residents having
the potential to be offected by
the same proctice.

The DON and/or UM's will
review ail records for residents
identified as having a
significant weight loss during
the past 3 months to ensure
that family/responsibie
party/POA notification has
taken place. This review will
be completed by August 3,
2015,
Address what measures will be

: gut into place or systemic

changes made to ensure that

: the practice will not recur:

£
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875 BURLINGTON PIKE

| o
|
i
L
|

y

tof signfficant weight change. The dietician or
. dietetic technician would evaluate the weight
“change, enler a chert nole, and make appropriate |

recommendalions for unplanned weight changes,

‘ Review of Resident #2's medical record revealad
. the rasident was admitied by the facility on

" 05/11/15 with diagnosis which included Allered

: Mental Status, Anxiety, Degressive Disorder,
Muscle Weakness, Urinary Tract Infaction, anc

t Cardiac Pacemakar. Raview of the resident's

Quarterly Minimum Data Set (MDS), dated

G6/06/15, revaaled the resident was assessed

; ba moderately impaired in cognition.  Gantinuer

) .pnw\, of the MDS revesled, under section K, the .
fregident experienced a loss of 5% or more in the

: fast “omh or 10% or maere in the last six (8)

months thal was nol physician-preserib ﬁ

cweightdoss regimen. Raview of the resider

monthly weights reveaied the resident was

S admitted wit E* a8 wﬂngh of one-hundred and

fifty-six {158 pounds on 05/11715 and was
weight ed again on 08/03/15 and waighted

- one-hundred and forly-four point six {144.6)
DS nds,

_Review of Nursing Notes, dafed 08/03/15 gl 737
fPM, written by Licensed Pr actical Nurga (LPN}

| 74, revealed a new order from the Distician for

' Bogst VHC cne (1) #me a day regarding weight

- loss this manth. ?here was no dacumentad

ewuaﬂca related 1o LPN #4 nolifving the

s rasident's Power of .\i:io:'ne";.f,

- Review of the Dictillan nole, dated 08/05/15 a:

10:03 AM, revealed the resident had 2 "weight

~waming", he/she weighed 144.8, which was =

7.3% loss in over g month., The Diatitian noted

“the resident lost 11.4 pounds and wee now on

in resident status including
welght loss and
communication of subsequent
Dietician and Interdisciplinary
Team {IDT} recommendations
by August 3, 2015, This
inservice witl be conductad by
the DON and/or (UM's) {See
inservice outline attached-
Exhibit A},

Address how the facility will
identify other residents having
the potential to be affected by
the some practice:

Te ensure ongoing compliance,
the UM's will conduct a
monthly audit of zach
resident’s record who has
been identified as having a
significant weight loss for
family notification. (See audit
¢ form attached ~Exhibit B). The
results of those audits will be
forwa rded to the Quality
Assurance Committee {QA
Committea} in 32 months to
determine if there is any need
for changes to facility

FLLORENCE PARK CARE CENTER
FLORENCE, XY 41042
[EEHs] SUMMARY STATEMENT OF SEFICIENCIES 3] PROVIDER'S BLAN OF CORRECTION
~e::g,-1,\ (EACH DEFICIENCY MUST BE PRECEDED 3Y FLL PREFY, (EATH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIEYING INFORMATIONS TAG k CROSS-REFERENCED TO THE AFPROPRIATE ¥
EFICIFHGY!

‘ All nurses will e educated BR

F 157 Continued From page 2 F137,  family notification of chahges
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NAME OF PROVIDER OR SUPPLER

e e,

LORENCE PARK CARE CENTER

| ¥
j SUMMARY STATEMENT OF SEFICIENGES o  PLAN OF CORRECTION
H- 1 (EACH DEFGIENCY MUST 5E PRECEDED & ¥ EULL . PREFX i STIVE ACTY ge
j TAG REGULATORY OR LEC IDENTIFYING 1NFY CRAATIONS TAG o= CED TO THE APPROERIATE
| j , DEFICIENCT)
| f “policy/pracedure anato
| Fis7 * Cantinued From page 3 - Fi87 determine a plan for ongoing

! i i Mot - o “ Tas] i N N v
f - ifgh[l 18} ounces (?Z)‘ae Boost :W Cpur?e {1)timea- © moenitoring. QA Committee
| Fday o increase calories 0 Infake. Further review . , .

: X : ac r
| revealed she would continue 1o monitor the i consists of Director of Nu >1Es
i | resident . Medical Director,
| 7 e o : Administrator, MDS
i " interview with Power of At tornery (POAY #1, on ) , -
} | O7/C4/15 8t 3:22 PM, revesled she was nol ~ Coordinator, Unit Managers,
i netified when Resident #2 began lossing weight social Worker, and Dietician.
|( Sha .eporfed she volced her concern with the

Dtelittan and was upset thal she was not neiified.

+ Interview with Licensed Frastical Nurse (LPNYy#4,

on 07/08/18 al G20 AM. revealed Resident #2
"was briefly on her unil, Sha reported the residen?
| WaS lesmg waight, but not the brief period she
] “had him on her unil. She reported Resident #2's :
i . Power of Attorney never expressed to her : : :
! coneems she had about nof “\e ing told apout th '
J iresident’s waight loss. LPN #4 stated she -
} decumented the Dietitian wantad 1o prascribe : f
f - Bocstto Resident #2 due to weight loss. LPN #4 '
|
|

|

. reperied the fasility's process for notifving the !
‘ piwszc'an and the resident's responsihie parly

s wouid be to send messages to the physician end

"io contact tha famibly. LPN #4 reported she tried

o contact the residant's POA; however, no ora : _ !

answered tha phone when she calfed, so she did 1 ' )

notleave a message due o Health insuranca : ; }

Portability and Accounta ability Act{HIPPA)Y and

‘reported she did not df‘cuwerﬁt the sciwhcne cail, | f

. Continded inferview with LPN #4 revealed she ;

believed she talked 1o the resident's POA #2 !r

hacatse he was in 10 see the resident that day, (!

|

|

|

|

!

Hinterview with Resident #2's Rwspcrwsm @ %ariy
(POAYHZ on CT/0S115 at 12:00 By , fevealed ha

fwas not informed of Resident #2' cwiinusas

waight loss and reperted he was upnset aboud not

f " Being told. ; : ;

Event 1D EMCF 1] Facifity ID: 100547 If contiruation shaet Paga 4 af 23
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FROVIDER'S BLAN OF CORRECT M

CH CORRECTIVE ACTION SHOULT 8E

S-REFERENCED TD THE ABRRCPRIATE
DEFICIENCY)

(WY iD SUMMARY STATEMENT OF DEFICIENCIES )
FREFSN (EACH DEFICIENCY MUST 8 PRECECED BY BULL FREFIX
TAG REGULATORY OR LEC IDENTIFCNG INFORMATION '

L
]
i
|
1
| :
;; 7157 Conlinued From page 4
§ ; Interview with Registersd Nurse {RN} #4/Unit
Menger, on O7/08/15 af 259 PM, revealsd
| | Resicent #2 was on the skilled unit for 2 manih
before heishe moved 'o lhe Mamory Care Unit
{(MCU). RN#1 reportad he was not informed the
resident's Razponsibie ParyPCA was Upset
: abouf nat being notified of the residan?’s change
Cinwelghl. Continyed i

terview with RN #1

- revealed the process for nolifying the residents

. responsible party/POA regarding a changs in

histher weight was that the Dietitian would offen

creview the resident's plan of care and review the
resident's welghls, He reportad the Distian

| -would then make a recommendation and the

nursing staff would contact the resident's

§ physician to ensura the Dietiians

| recommendation was aporoved ard the family

: i would then be notfied which would show g on

f the physician telaphone order. RN #1 reporied

!

i

: he would check to see if LEN #4 notified the
family using the ohysician order dated for
ot ot

0603415 howeaver, BN #1 naver raporied back
with the documeniabion,

- PM, revealed the POA reported fo har she was
upset about not being notffied of Resident #2's ‘

- welght change and his/her recent ;
! recommendation, adding the Baost, o incraase :
: Chisiher welghl. The Dielitlan reportad that when
! she made recommendaiions she would indicate
i the reasoning for placing residents on
|
|
|

i

H

|

| |

| Interview with the Distitian, on 07/08/15 at 5:06
i

t

supplements. She reported & fax sheat would be
. sent to the resident's physician and nursing staff |
“wouid polify the resident's responsible party. The !
; Dietitian reported she spoke to the resident's ;
“responsibie party/POA abou! the resident's waight |

loss and discussed the POA's concern wilh the
Evenl 1D ENCE Facility 1D 100847 i confinugaticn sheet Page 5 of 23
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BUMMARY STATEMENT OF DEFICIENCIES

I i
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(EACH CORRECTIVE ACTION a«QLaLu BE COMPLETION |
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PROVIDER'S PLAN OF CORRECTOM : e i
S

! T
{ F 157 Centinued From page &
i Urit Manager, RN #1. The Dietitian reported s

' thought the nurse =rvo¥»ed was in-zarviced afie

that, but did not know the aulcome of what
“happenad frorm that,

]

|

f f interview with the Dirsctor of Nu rsing (DON) an
; - 07/08/18 &1 4:02 PM, revealed she gid not spesk
i f{) the POA regarding Resident #2, but was awsr
i

- the POA was upset about nat bein g rotifled of
~Resident #2's 8% or graater weight loss.

: Continued interview with the DON revealed the
. Diglitian indicated the POA spoke with har and

Cthe unit manager about the resident’s weight loss |

. and reported the responsibla party’POA was

upset about not being noiifiad about the resi (ceni’s ;

! : wmgl lloss. She reporiad LPN #4 was taked to

" about notifying residenis respapsible party about
any rha&ge of statts. Continued interview with

|

! .

l tha DON ravealed thal staff could leave
‘ s messages to residents responsin!
! s’luiut[i‘! HIFFA, She ’QDONG st

sta’f could say,

A2 residents status”

an update regarding

| : Hfri wr iterview with the DON ravealad it would

" be her expectation that staff would notify the
-residents family member/responsible B“”
immediaiely when there was a charge in ‘5*”
iresident's status,

Interview with the
on 07/06/15 at 5.1
. expeciation tha t
regulations and that there would be 2 good
 chinical cutcome,
241 483.15(a) DIGNITY AND RESPECT OF
8= (INDIVIDUALITY

& party without

"-'*iease cadl the facility bask so thay could arovide

Diractor of Clinica: Cperations,
1o F‘N. revealed it would be his
tatl would follow the rules and

The faclity must promote care for residents in a

I
F241 | 08/03/15 | |
Address what corrective action g
will be implemented for those : |
residents found to have been !

|
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185174 ! 3 WG ’[ -C 3

: j ; B R ] O7H08/2015 !
HNAME OF PROVIDER OR JUPPUER ! SYREET AQCGRERS, 2Ty, STATE. ZiP CODE ?
; TE iR B3 iy :

FLORENCE PARK CARE CENTER | 2979 BURLINGTON PIkE §
| FLORENGE, KY 41042 j

HAVD SUMMARY STATEMENT OF DEFICIENCIFD fin ’ PROVIDER'S FLAM OF CORREOTION e
FREFIX [EACH CEFICIENC Y MUST BE PRECIDED By FLLL PREFIX EACH STIVE ACTION SHOLLD e . covperon |
g REGULATORY OR LEC IDENTIFYING INFORMATION) A3 CROSS-REFERENCED T3 THE APPROPRILTE GATE

: DEFIGIENG Y |

1} Residents A End BT RESIdenis s i

F 2411 Continued From page B F241  and B had independently sat at i

or

s manner and i an environment thal maintaing
tin

“erhances each resident's dignily and raspes
¢ full recognition of his or ker ingividuatity,

: This REQUIREMENT is nel mei as evidenced
"y

ne facility's policy, it was determined the faciiity

“falled {o create an environment that would

. fmaintain or enhiance the rasident's dignity and

fraspect. During mesi cbservations, Residant #2

- as well as Unsamplad Resident's A B FILJand
Lowere obsarved o walt fong pertods of Hrve for

[ thelr meal while obsarving other residents at their ;

" tabie consume their meal, :

¢ Addifionally, Unsampled Residen:

. observed W have staff stancing

. titled "Resident's B
fof Rights”, undated, reve resident
right to be frae from physical, verhai, a
ard smetional abuse and io be reated sl a
imes with courtesy, raspect and fuj! recognition
Fdlgnity and indivicuality,

~F 4

- Ohbservation, on 07/06/15 af 530 PM il 549 PN,

. revealed Unsampled Residents A and B were

- cbserved sitling at a dining tabie for aver fifteen

{15) minutes watching two {2} other resident’s

" eating thelr meal befara they received their iray.
Unsampled Resident A siated, * had to wail far

Cover thirty-five minutes (35) minutes for histher

 tray". Unsampled Resident A reportad this upset
“him/her.

: Basad on chservations, interviews and revisw of

dining room table where
residents were esting which
was the first meal seating,
Residents A and B usually ate
the second seating., Residents
Aand B were interviewed hy
the UM on July 23, 2015 to
determine their preferance for
gating time and place and the
residents chose to eat in the
main dining reom, In the main
dining room all residents are
served in one meal seating and
Residents A and B are enjoying
thelr meals in the main dining
room.
Resident I Activities assistant
was educated by the DON on
7/8/15 regarding not standing
while feading the resident.
Residert K has no noted
negative effects from the
Activities Assistant standing
during the meal, The DON
and UM have ohserved
Resident K during 5 separate
meals to ensure that she is
being assisted by staff who are
sitting and not standing, No

Evanl ELENCFH
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! observations cf employess |
| Fo4 sntinuad Brom naos T : - : .
| P41 Continued From page 7 FZ41 standing have been noted. -
! bearvation, on 07/08/15 2L 5:48 PM, revegled 2 .
: EO:)wa J_ai,(or, on {;}f:o? 15 8l 548 PM, ,emf.iea f 3} Resident): The DON 2nd UM
l :the Activities Assistant was observed standing : : |
; while assisting Unsampied Resident K with have observed Resident J i
I ¢ hisiher meal, during 5 separate meals to i
j o . . ) . _ : ensurg that her trav has !
- Interview with the Activitles Assistant, on 07/09/78 . / . }
= al 9:30 AM, revesled she would normally sit wilh _ arrived on the meal cart. Each j
a . ) observation revealed that

* the residents while they ate, bui did ol have a
chair 1o sit in while assisting Unsampled Residen!

i Resident J's tray was on the
- C cart.

Observation on 07/07/15 at 6:15 AM, raveaied 4} Resident #2: Resident #2 has

- Unsampled Resident J was shserved sitting with
_ other residents during breakfast, bui was moved
Hrom the table by an unidentified staff member
_who explained to the resldent, “Your fray was net
fon the cart”. Unsampled Rasident J was moved
. outside of the small dining room into the main

- dining room where hefshe was able 1o view other |

resident's ealing their breakfast, Unsamniad
Resident J was observed raceiving hissher mea

i~

at
Cafter the t
swithin he main dining room 1o eat, Unsampled
Resident J was assistsd by staff,

Coservation, on 070715 8t 818 AM, revesied
| Resident #2 was observed seated in the hack of
the dinning room for breakfast and joined 2 table
for breakfast, Residant ¥2 received hisiher
L oreakfast on the seoond cart which eame a1 834
CAM.

- with other residents being assisted with their mesl

Observalion, on 0707115 at 8:5 P AM, reveslad
. Unsempled Resident F was abserved silting with
- other resident's during breakfast as they ate.
- Helshe was observed gazing &t the residents as
thay ate. Unsampled Resident F's fray was givin

approximately 8:50 AM, thirty-five {35) minutes
ter the time the resident was placed 2! the table

discharged and no further
corrective action can be
implemanted 2t this time for
Resident #2,

Resident F: Residant F eats on
the second meal seating,
Resident F will be engaged In
an activity during the first meal
seating. Alist has been
provided to staff tc ensure that
anyone working on the unit
will know which meal seating
the resident prefers so that
they will not be inadvertently
assisted to a tabie that is being
used for a different meal
seating.

Residents | and L: The DON and
the UM have observed
Residents | and Lon 5 separate

FORM GUIS-Z58T1(2-99) Pravious Versions Obsolete
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FROVIDER'S PLAN OF CORRECT "*N
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CROSS-REFEREN
CE

F 241 Continued From page 8
“lohimdher st 8:45 AR, helshe was obsarvad

i
f ; ealing indepandently.
1

Observation, on 07/07/15 at atad
Un srmpnﬂa Residents | an c Lwere gi i

i

! *table with Resident #3 an Umamp ed Reside

1D and waiched as F’emde #3 and *Jrzs«n*;p!ﬁc
Resident D a*e fielr breakfast, The Unit

* Manager/LPN #5 was observed to sit down and

. essisl Unsampled Resident | witih his/her meat a7
F8:45 AM and lhe Activities Assistant sat down to
c assist Unsampled Resident L a1 8:45 AM.

Observalion, on 07/07/15 at 8:50 AM, raveaied
. Unsampiad rﬁcai'ﬁera G was POQG!"JF‘J sasisted by,
“staff with his/her maal while CNA #7 siood over

; hirmiher.

| Interview with Cartifisd Nurs rs a*ﬂl {CNAYH
7, on OTIOTIE at 3:45 PM, i ’
f | sit while assisting the resisenas w;’n their meal.
! . She reported this was imnortant so that staf :
Pwould not jab the fork into the resident's mouih

i cand so that slaff could see what the resid
"wera eating. Continued interview revesled
should have been siting while assisting

| Unsampled Resident G with hisfar meal,

she

-

interview with ONA #3, on 07/07/18 at ;
approximately 1:30 FM, reveaied staff should not j
- stand over the residents while ass!uer & them with |
fhelr meal. Additionally, CNA#3 reported staff
. sheuld nol place a fray in ”"“si of another resident |
“while their peers were eating in front of them. ‘
i She stated this kept anger dow* and stated |

| swould be mad and ! iry fo put myseif in their

: I shoes and would not want to be sitting for tan

g {10) minutes while someone sise was gating”,

! f Continuad intervisw with CNA #2 revaaled staff

1. of waiting for their tray and

meals and no ?urtner eplsodés

assistance with their mea! has
been observed. The Medical
Records for Rasidents T and L
have been reviewed and no
negative effects have been

: noted,

7)1 Resident G: Resident G has no
noted negative effects from
staff standing during the meal.
The DON and UM have
observed Resident G during 5
separate meals to ensure that
she is being assisted by
employees who are sitting and
not standing. No observations
of employees standing have
been noted during meals.

Address how the facility will

identify other residents having
| the potential to be offected by
| the same practice:

The DON and UM observed
meals on 5 separate occasions
to monitor for employees
standing while assisting
residents with eating. No
occurrences of other residents
being affected were noted.

FORM CME-ES67(02-99) Previous Yersions Obsoiate Event O ENCF U
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[AND PLAN OF CORRECTION I IBENTIEICA s s " _ OMPLETED
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§ ; | o ?
: ; 185174 = ANG i C7IGG/2018
NAME OF PROVIDER OR SUFPLIEA | STREETADDRESS. CITY. STATE, 20F CODE
i
| 8975 BURLINGTON PIKE
FLORENCE PARK CARE CENTER |
g ! | FLORENCE, KY 41042
| zan SUMMANY STATEMENT OF CEFICIENCIES o FROVIDER'S PLAM COF CORRECTION xay
| PREFI FICIENCY MUST BE PREC 2y Pl PREFX {EACH CORREC : :
g TORY OR LAC IRENTIFYING IMFORMATICN) TAG CROSS-REFEREMN © THE APPROPRIATE
GEFICIENCY)
' . During the DON and UM
;7241 Continued From page 8 F 241 observations, no occurrences
H ! i b £ i b NTars . B B
should maintain aye contact with the residents of residents watching other
white assisting them with their meal and not ident . o
. N i i . = nt - i
stending on lop of them. CNA#3 reportad this residents eating were noted as ;
! could be a dignity issue. Continu 'ed irterview with | all residents were seatad for i
{ RN H T ; ne : . . .
UNA B3 raveaied Unsampled Resident's ang L their chosen meal seating time |
: should not have besn waiting iorag paricds of imes |
without their tray white others at their table were and there were no occurrences !
. gafing. of residents waiting for their
t .
: . meals an excessive amount of
‘ Interview with CNA #5, on 07/07/15 &t 2115 FM, : e ,
revealted staff usually sal ths residents in a time as residents who were at
: general area wait*ng for wher the trays came up the same table were served ’
. o F s e iFfAAT Y = pEn el o [ 1
to t?‘.e Memory Cars L}nlt}{M\,U). S..e‘rupo. tad a together. Additionally, thosa 3
. resident should ot watch another residant eat, ]
“and added it was nol fair to the resident. residents not eating were i
; engaged in an activity in a
l‘- sinterviaw with CNA 4, on 0707145 &t 2:48 B, separate area
5 Dreveated staff knew whal rays cams up onwhich ’
I P earts; therefore, saf try 1o seat the residents . , .
| 3; therefare, ¥ 1o seat the resdent The UM interviewed residents
! . Wwhose meals arrive (0 the unit on the differsrt ) }
I  carts, togetnar, Continued interview with CNA #4 who are Interviewable to ;
H f . . L. . i i
f Jrevealed it was rude for residents fo walt for their determine if they were pleased !
L iray while ol sidemte aabine e ) ) '
{ | tray wh o(.&e'r r_ee,sde!,iguwue ealing. Sns with their meal time and
| reported, "thal's just rude”. ONA 4 reported it - L
! | could be a form of digniiy because no ore wants seating. The facility did
; o walch while others eat, identify one more resident (
; , ;
! i . . , . i
! . 4 . — , who wanted to go to the main ;
{ Fnterview with Unit Manager/Registerad r‘\zurs& . go o the mai
g C{RN) #1, on C7I08/15 at 2:59 PM, revesled he dining room for her meals and
j i wes assisling staff on the MOU with meaé service. her tray was moved to that
i , M reporfed that while assisting the residents w %f‘* o : :
P sy R dining room and she is keavin
,; i their mesl on C7/0715 supper, two(f:) reaidants A = om and s eav g
" complained o him about how long they had lo the unit for each mea! to eat in
wall for their meal. He reporied these residenis the cther dining room.
- wara ambulatory and orfented to self and time.
; Coq%muod interview ravealed the two {2) o Address what measures will be
i resicents were sitting at a table were two (2) other | Ut into piace or systemic
. residents wers observed eating their food for over P piace or syste
| fiftean (15) minutes. Further interview with RN #1 |
Event ) ENCF17 Facility i) {0547 if continuation sheet Page 10623
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(X3} DATE SURvEY
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- DEFICIENCIES

SUMMARY STATEMEN

F’RC\/ED‘"F?'S PLAN OF CORRECTION

X410 i
PREFIX {EACH DEFICIENCY MUSY 38 PRECEDED 87 Fius EFIX EACH CORRECTIVE ACTION SHOULD &
| e REGULATORY OR LEC IDENTIFYING INECRMAT ON) TAG CROSS REFERENCED TC %EA;@%&E;!»’«ETE
E* DEFICIENCY
5 charges made to ensure that
} -3 HeT L TV B [l ; .
[ F 241 Continued From pags 10 Fad the practice will not recur:

: reparted he thought il sould ha

complzired to him and

Residents A and 8
reportad how upsat they
eir meal, RN #7
ve heen a dignity

reveaied Unsampliad

were about walling for |

- concern If the resident's falt as though they wers
“forgotten sbout.

f Jn*’ew%w with LPN #5/Unit Manager on 070815

028 AM. onthe MO LPN #5 raporiad she

fag ;ced fhere was a a concern rsf .%ed (o the

residents waiting o receive their meal based
upar: the spaced out imss batween tha meajs

¢ that came up on cart one {1}, two (2), and thres
(3. She re,Jonec‘ she has wwkrr‘ an chamnﬂg

: (i*e times the carls come up o the

K forth
MOre mq b;ie and Lham

5

residents who were

E‘ﬂe lime for those who needed aswstan-"" e with

ihelr meais, Addfmuﬂy LPM #5 reported ¢iaff

should nat be & tanding over the rasidents whie

. assisting them with their meai,

She siated these

L concerns could ba a dignity issue and wouid have :

interview with
3 at 511 PM =

“stated he carts

nave soma of |

s,

C i re-educals staff.

e Die dr‘y' Superviser, or 0708 5
galed he could not :'ecﬁaai m?:o
s needed to be changed on the
MCU, byt reported the o ange would be made i
fthe residents food carts changed,

£

?w mview wit ‘1 the Social Se"v"ce Director, on

{auili v was for every ,au!de-:i wﬁo were af ¢
would sat at the same lima. She further g¢ {ated
- the goal of the facility was that staff wou'd s#
. while assisting residents
' Social Service Director reportad *his could be a

o the goal of the
: labie
=

0813 at 12:28 PM, reveale

with {heir mesis. The |

. dignily concern,

Interview with the Direcior of Nursing (CONY, o

All activities staff, dietary staff,
and nursing staff will be
educated on procedures that
enstre residents are not
watching other residents eat
and that 2]l staff sit when
feeding/assisting residents
with eating. This inservice will
be canducted by the DON
and/or UM by August 3, 2015,
{See inservice outlire attached
- Exhibit C).

Indicate how the facility plans
ta rhonitor its performance to
ensure that solutions ore
sustained:

An audit of meal service will he
conducted by the DON and/or
UM, This audit will be
completed two times per week
for each meal (i.e., breakfast
meal 2x per week; junch mea
Zx perweek, supper meal 2x
per week) for the next four
weeks to ensure all staff are
sitting when feeding/assisting
residents, residents at same

FORMCMS

5-2587{02-99) Previous Versions Obsolele

Event [D:EMCF 11
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Hayn SUMMARY STATEMENT OF DEFICIENCIES - e — ; s
e Ie K 5 : ; ; ER'S PLAN 0F CORREDTION
PREFIX (EACH OEFICIENCY MUST e O BY =ULL PREFIS {EACH Ci‘C}RRC"" o c}m\ssgigac;“t
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13
L . ) DESCIENCY)
' : : " table are served Together,

Interview with ihe Lﬁrectcr of Clinical Oo:ra j
Lo OT/00/15 2t 5110 PM, reveaied it would be his
- expaciation t'aat ‘“e rules and requistions wowld

effective, (See audit form
attached — Exhibit D).

' Essue. ;
: monitering and to determine !

i
F 241 Conkinu o ; : I , .
’ a,;(;;? ad F;@m page 11 F 4t residents not eating are
| O7/08/15 at 4:02 PM, reveaied ¥ would be her i3 i
j - expectation hat staff would not sland ovar tha eng-a’gea in alternate ac-t}v.ty‘,
s residents during meal service and that residents resigents who need assistance
_were gerved thelr meals 2t the same tme. with feeding are identified/
; Conlinued interview with the DON revealed this i i :
S 3 = assiste r their pla r
- could be difficult on the memory care unil, The sted per their plan of care
i - DON reported she knew dining services was a and the meal cards match the
| - problem and had worked on changing the times meal served on tray correctly.
the residents recelved their meals. The DON b 3 i i
’ { *epor{ec: she asked Distary 1o bring *he trays for The results of audits will be
1J the residents who were mose alart on the first casl forwarded to the QA
J to qvmc* residents from walting a mg perind of Committee 1o determine a
| Ctima. The DON renor ity i
;’ eporfed this couid be a {,l ity schedule for ongoing
i
J 5, that interventions have been
' be followed related the Residents Rights,
F 282, 483.20(kM3)(H) SERVICES BY QUALIFED . F2an -
52D PERSONS/PER CARE PLAN . F282 08/03/15

Address what corrective action

- The services provided or arranged by the facility
tmust ba provided b; aualifed persons in witl be implemented for those

accordance with esch resident's wrilten plan of : : ;
| caro. “ s b ' residents found to have been
" affected by the deficient
: practice:

e Y
£
4]

! | This REQUIREMENT is not mat as evidenced
The Medical Record for

- by
i | Based on observations, interviews, record
i : : i+ ; ¢ PR H i fiesiar
§ review, and review of the facifity's poiicy, ifwas Resident #2 was reviewed and
’ t ' the Plan of Care was updated

determined the facility faflad 1o ollow one (1) aut

te show that the resident’s

abitities fluctuate during eating
and that assistance can vary i
day to day, 7 j

i

|

] - of seven (7) sampled residents Com prehensive

J’ i Cars Plans. Resident #2 weas observed on 'wo

; 1 (2) separate meals eating alone when his/her

f “care plan indicated he/she would have assistance |
i

E
|
f
|
{
|
!
l
E
!
|

with meals,

FORE CME-2587{02-88) Previous Versions Chsslete Event ENCEN Faclity 1D: 100527 i coptinuation sheel Paga 12 of 23
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A BUMKARY STATEMENT OF DEFICH I FROVICERES SLAN OF CORREGTION J

PREFR | (EACH OEFICIENCY MUST BE PRECEDED Iy FuLL PREFiX {EACH CORRECTIVE ALTION SHOULD 2 |
TAL2 REGULATORY DR LEC IDENTIFYING INFORMAT el TAG CROGS-RESERENCED TO THE APPROPRIATE

DEFICIENG') j

;

Address how the focility will i

F2RD2 Doninluad From ~ars 4T = . . . R i

F 282" Conlinued From page 12 282 jdentify other residents having |

- The findings include:

t Raview of the Tacilty's policy, thied "Poiicy and

Pracedure Cara Planning”, undated, revesied the !
s Taciity would develop o coniprehensive care plan

for each resident which inciuded measurable
s oblectives to meet the resident's medical,

H

nirsing, and mental psychosocial neads, Further

s review of the care plan policy revealed the
“precedure of the polloy was the plan of care

would be developed to ulifize the RAI process as

a founcdation and would address problems,
petential needs, sirengihs, and sreferences.
" Addifionafly, fhe plan of care would be reviewad
. and updatad by the in

“quarterhy.

Review of Resident 42 medical record ravesled

the resident was admitted by the facility on
FO3M11/18 with dlagnoses whish included Altered!
- Mental Status, Andety, Depressive Disorder,
Muscle Weakness U inary Tract Infaclion, and
 Cardiaz Pacemaker. Review of the resident's
Quarterly Minimum Data Sel (MDS), dated

DG06/15, ravealed ihe resident was assessed 1o
i be Moderately Impaired. Review of Resident #2°
- care plan reveaied the residont was assessed on

 OB/1115 to have a gosl daie of 0G/07/15 for the
resident to maintain current leve! of funstion in
aiing which required the resident 1o be

Xief i

-
“extensive; assist of ane (1) person with eating.

fa
(=]

Goservation, on O7/07/15 at 8:30 AN and 530

| FM, revealed Resident #2 was sealad in the hack

of the dinning room and was served histher

Jonly. Residen! #2 was observed eating his/har

breakfasl. Siaff assisted the resident with set-up

terdisciplinary team and the
fresitent andfor resident's sponsor a mirimum of

the potential to be affected by
the same practice;

The care plan for any resident
identified on the MDS as
requiring imited or extensive
assistance with eating will be
reviewed to ensure that tha
care plan matches the
assistance being provided.
This review will be conducted
by the MDS Coordinator
and/or Unit Manager and wil
be completed by August 3,
2015,

Address what measures will be
put into ploce or systemic
changes made to ensure that
the practice will not recur:

inservice education was
provided to the MDS staff
regarding documentation on
care plans to match the
resident’s abilities keeping in
mind that the MDS is coded at
the highest leve! of assistanca
and not always at the
resident’s consistent level,

F

IaY
i
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? SUMMARY ﬂm EMENT OF DEFICIENCIES : 0 PROVIDER'S PLAN [F CORRECTION
| BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULS 38 i
; YING HFORMATION) TAG CROSS-REFEAENCED 10 THE APPROPRIATE '
j DERICIENTY)
f ; MSEFVITe BYUCationalso - |
f F 282 Continued From page 13 ' Fosp  provided to nursing staff, !
| “meai by himselfharself, without the assistance of | certified nursing assistants,
i; steff. Resident did not complete hissher meg#. A and assistant nurse aides ra-
! different cbservation during supner revasled e )
§ s resident was sezted a! the table with other educating they follow ;
residents. Slaff sssisted the resident with ae' -ip residents’ Care Flan ]
5 Conly and the resident was observed eating histher Interventions to ensure they
meal withoul the assistance of siaff o ,
5 ‘ are providing the appropriate
! Interview with Certified Nursing Assistan! {ONA) assistance as stated on Care
CHE3 on 07T at a Daroxﬁmateﬁy 1:20 PM ; : ;
PR ! an. Both lnservice provided
! _ revec:feo she had worked with Resident #2. She Pt © P
? orted the residert was good at feeding on 7/28/2015 by the Director
j : hm sefthersell and did not require assistance of Nursing. (See inservice
4 o H 1 . .
; with feeding, outline attached — Exhibit £ &
; o e s o .
!’ interview with Licensed Practical Nurse {LPNY 3, 1.
; i on 0770515 at 42 AM, revealed Resident #2 .
i ‘required assistance with cuing for hig/her meals. Indicate how the facility plans
5 ! She ;Zpozfed '-:tzfr; Uf((:iaidLﬁf“CiL;rc:ﬁe him/her %‘c to monitor its performance to
] inish hisfher msil Continued intsrview with | ire thot solutions are
i #3 revealed she was not certain of the resident's Eﬁs“? K ”"’
scars plan, thus f“eaﬂ o review L LPN #3 sustained:
i s reviewad the resident's care plan and reportad
that if the remdem was an assist of one (1), To ensure engoing campiiance :
heishe resded a nurse or CNA 1o sit down and and effectiveness of |
) eat with him. Continued inlerview revesied the int £ 258 samnle of {
; Cresident should have had staff to sit to assist inerventions, a <57 samp
-him/her with hisfher meal.  LPN #2 further , care plans of residents
revealed the care plan should have been followed requiring extensive assistance ;
' regarding the resident's activity of daily living ith eating will be sudited by |
s Y951 H
{ADLs) in regards fo eating. WITh eating will be audited by |
i the Director of Nursing i
‘ Cirderviaw with Minimum Daia Set Coordinainr monthiy o ensure that the
CIMDS) #1, on 07709715 at 1:48 AM, reveszied (he : are ol atches the
purpose of the care plan was to ensure the care plan matcne
J’ -residents get their proper care. She reporied it residents’ abilities. Meal
" helped staff to know the resident's participation audits will alse be completed
| - and how much staff was needad for the resident's :
| ; £ ‘e staff :
' care. MDS Crordinator #1 reported she was nol o observe and to ensure s - |
! : ; i
FORM CI5-2567{02-36] Pravious Yersions Obsolete Evenl 1D ENCF1Y Facility i 100347 i continuztion shest Pags 14 of 23
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DEBARTMEN HEALTH AND HUMA MNEERVICES EORM {:s”r'g—-r_; 'nff:;"
CENTERS rQR S\JfEﬁzu;-\F?:—” & MEDICAID SERVICES CIMEB T s

far TERMENT OF DEFICIENCIER (K1) PROVIDERISUPRBLIER/CLIA ‘ X2 Ml TR (‘O\ IBTRUOTINN ,;\

| ANG PLAN OF CORRESTD EICAT

? NE NOF CORRESTON WCATION NUMBER ; A BULDING

1
H
i
i
1

STREET ADDRESS CIfy BTATE 57 COGE

975 BURLINGTON piKe

LG RFNV::, KY 41042

' PRCVIDER'S PLAN OF CORRECTION
: VE ACTION SHOUL

TO THE ARPRUPRIATE

DEFICIENCY)Y

are providing gppropriate

F 282" Continued From page 14 :' F P82, reguired assistance as stated
Hfamitiar with Resident #2's plan of care znd ' . onresidents’ Care Plan. (See
fare 4 H : e
 Feer ed I MDS #2. audit form attached — Exhibit p

; fn erview with MDS Coordinater #2, on 07/09415 & FJ. The results of the audits
2:25 PM, revealed Residant #2 was assessed - will be referrad to the QA
! : = el 1if 1 ~ a . .
P lo b supervision with eating, but was charted a Committee in 2 months to

3 , couple of days as being an exiensive assist n X
| reviewing the MDS, MOS Cocrdinator #2 renorted ; determine a schedule for
:
[

| OMNAME OF PROVIGER QR SUPPLIER [
i -
FLORENCE PARK CARE CENTER ‘ :

(XD SUMMARY STATEMENT OF DEfict f:'\!a..i
SALCH "E': CIENCY
REGULATORY OR L8C !

e

. Resident £2 typically couid he supsrvision of . ongoing manitoring and i any
sel-up only, however, he/she would fluctuale, ‘ . changss to plan of action are

: 3he reported the resident was care planned to :
have a one (1) assist because the rasidant was needed.

Hlosing weight and wanted s1aff 1o assist him/her
with his/her maais. MDS #2 reporled i would be
ner expeciation thal the cars Dlan would he
followed because # determined the care the

rasicent needad. Additionally, s crepoﬁed siaff

. smuzd heve assisted the residant with his/her

meals.

Anterview with the Diraector of Nursing | {DONY, on
(07/09/15 at 4:02 P, revesied i was important
Jferthe care plar (o ba followed, She reporied it
“would be her ex pectation that § he care plans
- would be folfowed. Conting red intervisw with the
CON ravealed "t:x:enswa meant staff should
nave remained with the resident dur ng hisfhar
meals. Sheraport ﬂd slaff should encourags the
frasident lo eal on his/her own: nowever, staff
shauld have bean silting with Realdent g2

i
i interview with the Drecm

f 0N OT/A09/15 2 5:10 PM, 1

| t expectation that staff wou low the cara plan
{

J

' because the faciiity design a fa that was unique .
o each resident for their highest practical we!!
- belng. ;
F 364 483.35()(1)-{2) NUTRITIVE VALUEIAPPEAR, £

a2
]
S

FORKM CMS-2867(02-88) Previous Versions Cheolels Svant 1D ENCRY Faciliyy i 100847 if conlinuation sheat Page 150f 23



MEEA T A EALTH AND M AN SEmuiee PRINTED: 07/25/20145
uEF’A;—% TMENT OF HEALTH AND HUMAN SERVIC ES FORM APPROVED
MNTERS FOR f\z’rﬂ"f"‘-icf"%r“p & MEDICAID 36 RM(" 5 OB NO 9?8 0354
| BTATEMENT OF DEFICIENCIES {1} PROVIDERASUPPLIERACL : i

= A

ND PLAN OF CORRECT.ON 5 HIENTIFICATIGN NEJN‘.BE.—\.
i

]

| 188174

i
{
H
I
|

NAME OF PROVIDER OR SURPLIER

FLORENCE PARK CARE CENTER

STREET ADDRESS, CITY, 3TATE, ZiP CORE
6975 BURLINGTON PIRE
FLORENCE, KY

41042

SUMBMARY STATEMENT OF DEFICIENCIES

o

3 PLAN OF CORRESTION
TWE ACTION SHOWE D &

FROVIDER

{ {EACH DEFICIENCY MUS T BE PRECEDED BY TULL PREFIX
I REGULATORY OR LBC IDENTIF EOEMATION TAG ENCED VO THE AFPROPRIAT
i CEFCIENG ™)
i ; F360
i K .
i F 384 Continued From page 15 F 364 Al ot ) .

! e ‘ T
] will be implemented for those
l Each resident recelves and the fag y pmwces ; residents found to have been

food prepared by methods that conserve nutritive . e

i i \ -
; 'vuur fiavar, and appearance; 'ﬂd ood lhat s aifected by the deficient
| alatable, altractive. and al the proper practice:;
! lemperatwe‘
| : Resident #2 was provided
’ . pudding when tray was noted
] gTws REQUIREMENT s niot mit as evidereed ) . -
| by without pudding. Resident
ié . iy, . ) .
j + Based on observation, intervisw, record review. was discharged from the
and review of the faciliy's poil cye it was facility and there is no further ,
| “determined the facliity failed to provide one [*fj . tionto b { !
‘ cout of sever (7) sa Dl d residents their mea) torrective action to be
! preferanca, P‘eascwt #2 was observed on fwo implemented for Resident #2.
| (2) seperate meals 1o have been served withaut
hisiher checolate pudding as suggested by the Address how the focility wiii

Craci i T Fa ior o A . . . .
3 resident's Power of Attorney (POA} and Dietitian, identify other residents having
4
: ; X A ! P £7, Fiys s
% The findings include: tne potential to be affected by
: the same proctice
I " Review of the facility's }JC""j illad "Frocsdure for
|  Food Likes and Dislikes”, revised 12/31/67, To identify other residents the
l revealed the purpose was 16 ensure resicents

P 2 = sznxa. i < " .

| : o ‘ iet irector an
| sindividual preferences were oblained and Die ary: Director and Dietary
| foliowed at each meal. This would ensure Supervisor have been _
i resident optimal nutritional intake. The Procedure monitoring resident trays prior j
| wasg for the Dietary Repressntative to conduct ar L :
* AN o b e e e leaving the kitchen to :
‘ L intarview in order o eblaln the residants likes and to leaving he. dichen t
| dislikes upen admission, significant weight loss ensure that dietary
i “refusal o eat, or other nutritional concerns, preferences are on the tray.
; | Family members would pariicipate, Continued b .
| Family et ‘bf“‘. WO paricipate {’,0 nuee All residents’ trays will be
E s raview of he sac,ileys poficy reveated that after ) .
| | the process of interviewing was complete, the audited at least 1 time by i
! | Distary Representative would enter the new August 3, 2015, ;
i* ! resident info the dietary computar system, This
i . was necessary 1o guaraniee that the resident wag
‘!L Tadded to the tray iine process, as soon as

08/92/15

E
I

FORM CMS-2587{02-58) Pravious Yersions Obsolats

Event i ENCF

Faciiity 1D 100547

If continuation sheat Page 180f 23



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FORMEDICARE & MEDICAID SERVICES

PMULTIFUE CONBTRUCTIOHN

RN NURRRNISE ol R 2

g STATEMENT OF DE? b PLIERS [ ¢
AND BLAN OF CORRECT? AT Nt ] . P

| 5F CORRE ! CATION NUMBER: | B oG

; i | e

] | ‘ !

! 185174 | & win . e

. NAME OF PROVIDER DR SUPBLIER I STREET ADDRESS, CITY, STATE, 2P oobr

‘ i o AL =S, <Y oo TATE, ZIP LODE

| FLORENCE PARK CARE CENTER | ee7s suRLNGTON Pike

| l FLORENCE, KY 41042

X m SUMMARY STATEMENT OF CEFCIENGIES i

’ FEEFK (EACH 55 ICY MUST BE PRECEDED BY FULL PREFIX

| maa RESULATORY OR LEC DENTIFVING INFGRMAT O FAG

% CEFICIENCY)

| -‘ . Address What miedsures wilte

F 382 Corntinued From sage 16 i int terni

; , boninued From page 18 F3e4'  putinto place or systemic

f humaniy pussibie. After the resic #as entarcd :

! nuna a;:p hie. After the 4 mcieni\,«,as entarsed changes made to ensure that

i cinto the ray line datzbase a tray ine card would , )

f ' e produced al every meal for the incividual, The ' the practice will not recur:

; intarview information was commuricated {o the .

; Dietitian and/or Dietetic Technician and the Dietary staff will be educated

| | interdiscipiinary Team was appropriate. Dietary by the Bietary Director by

mainiaing on going commurication with tha

j inter-disciplinary team and resident fwhen August 3, 2015 on meal tray

! appropriate). preparation with food

% Reviw of Resident 2 ; preferences. {See Inservice

~eview of Resident #2's medical record ravaalad ; ibi

i & ‘ o SVBaiad PIETS SIS -

- the resicent was admilted by the faciity on outline attached ~ Exhibit C).

08711415 with dlagnosis which included Alierad ;

F : Mental Slatus, Anxiely, Denrassive Disorder, All staff will be educated by

! Muscle Weakness, Urinary Tract infaction, and Director of Nursing on

J : QEFGIEQ Pacemaker, Review of the resident's checking tray card after setting

| CQuarterty Minimem Data Set {MOIS), dated ) ; h

OG/C6/15, revealad the resident was assessed to up the tray to ensure that the
! resident’s tray matches the

be mederately impaired in cognition. Cortinced
sraview of the MDS revealed, onder saction K 1he
J resident experienced & loss of 5% or more in fhe
E slast month or 10% or more in the last six {8
Cmonths hat was not physiclen-prescribed
| s welghbloss ragimen, Review of the residents
! monthly weights revealed the resident wa
f . admittad with 2 weight of ope-hundred an
| fifty-six (156) pounds on 05/11/15 anc was

swelghted again on 08/03/15 and weighied

: ang-hurdrad and forty-four point st {1448}
| pounds,

3
d

. Review of Distary Note, dated 08/00/15 at 952

! . AM, revealed tha POA provided the Distary

] Manager with updated food preference iist which
! fwould bo addressed on the resident's diet card,

i :
J, ' Review of "Weight Change Note”, daled 0R/00/S
| -al 10125 AM, revealed the resident would receive |
| ' choceiste pudding to be added o lunch and

meal card by August 3, 2015,
{See inservice cutline attached

— Exhibit Ch.

Indicate how the facility plans
to monitor its performonce to
ensure that sofutions are
sustained:

To ensura ongoing compliance,
the Dietary Director and/or
designee will audit one fuil cart
of each meal (i.e,, ohe cart
consisting of 20 trays from
breakfast, one cart of 20 trays
from lunch, and one cart of 20

FORM CHS-2567102-98) Pravious Versions Cosolele Evani I ENCFE 1Y

Facillty ID: t00547

'f continuation sheet Page 17 of
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FHEAI SERVICES

LTH AND HUMAN
F% Ml_Ci ARE & B SERVICES

MEDICAID

EFICIENCIES {1} PROVIDERSUPPLIER/CLA
{ "RR.;”"{J?\J DENTFICATION NUMBER:

i
é
|
E
|

PRINTED: 47/23/201
FORM APPROY
5 NC. 0928-038

&

~

2
o

ED
“
i

i .
A2 MULTIPLE CONSTRUCTION
BULDING

ng.u DATE SURVEY
COMPLETED

i | C
i 185174 B WG i s .
g’ NAME OF PROVIDER OR 8UPPL (& | STREET ADDREZS, GiTy, s;;'c AP CObE 019912015
| FLORENCE PARK CARE CENTER | G975 BURLINGTON PIKE
E FLO‘?ENCL: KY 41042
i v £ i Py
| P:;Hfa : G i Ps?g;ax L,fé? o Riiffég:cﬁ:z\or?;ig?w
! TAG REGULATORY O LSC DENTIF YING INFORIMAT IO\a* TAG CROSS-REFERENGED 10 THE APPROPRIATE
F DEFICIENCYY
| fFays Tror gmmer servite T each
F 364 i Continued From page 17 Flgd  week x4dweeks. {(See audit

dinner

, Qbservation of Residant #2, on 07/06/18 at 6152

in hisfher rocm,

. she did ot know the res f*@ns‘ had ios
D Further infa

- She reported she did not rea

- chocofate pudding,

raya,

Rueview of Resident #2's Mea! Card revealed the
¢ standing order was for the residant o racaive
ong. naff( 172} cup of Chocelate Pudding.

PM, revealad Resident #7 received hisfher wesﬁ
There was no chocoiate pugdin
on the rasident’s trav, The resident's POA ask d

- for chocolate judmm rom staff on the resident's

behalf. Additioraily, on 07/07/15 a1 5:30 & B,

s Resident #2 was cbserved, siting during df nning
with hisfher supper ray, The ragident's tray did

‘ot have chocolate pudding on it

o

Cinterview with Gerlifled hu rs;gf’\s stant {CNA
g ¢

#7,on OT/07/15 at 3145 P, 2

work with Resldent #2 VEry er*nn

U)

rview with CNA #7 revealed she
assigned to work with ths resident on 07 E: 3,

& standing orcer for one-haif {1/2} cun ef

#7 reveated thatl if the resident fked chocolals
pudding, he/she should have received the
pudding o his/her tray, adding

Continued inferview with CNA'

twas imporiant o
“honor the resident's preferercas so that | they '

form ettached — Exhibit G},

The rasults of those audits will
be forwarded to the QA
Committee 1o determine a
schedule for ongoing
monitoring and to evaluate the
effectiveness of interventions.

The Unit Manager will audit
trays at the point of service 1o
ensure that residents are
recefving foods identified on
thelr tray card. This audit wiil
be conducted three times per
week for each meal (i.e,,
breakfast meal 2x per weelg
funch meal 2x per week,
supper meal 2x per week) for
the next four weels. (See audit
form attache Exhibit D},
The resuits of the audits will be
forwarded to the QA
Committee to determine a

- See

‘ would eal what they iiked. She reparied she i
twould nof wanl to eat anything she did not like : i '
| “and statad she should have C‘C:‘i@ﬂ Rc:«ndcir‘:{jz schedule for ongoing }
pudding 7om himvher. ® monitoring and to determine _
that interventions have heen {
Interview with Licensed Practicat Nurse (LPN) # effective :
"3, 0n 07/09/15 at 9:42 AM, revesled Resicen #2 ' \
; should have Bsf ten the chocolale pudding with
“hisiher meals. She raporied it was mportant (o
- have something he/she wanted 1o eal, because ;
Event DI ENCF 1 Facillly 1D 106547 i condnuation steel Page 18 of 23
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DEPARTMENT OF HEALTH AND HLJ MAN SERVICES -
CENTERS FOM B vaUui‘_’? & MEDICAID SERVICES OMB g\,g bgg& 0357
f STATEMENT OF DEFICIENCIES !\}(‘, PROVIDER Ffr-L=J:4f(:g_§;; ; [R2} MULTIPLE CONSTRUCTION ; X31 DATE SUBVEY |
[ AND PLAN OF CORRECTION . INTIFICATICN NUMBER. [ A zuonG . | oomPLETED f
: I S ! o
: I 5174 L8 i § > |
L ; 186174 T e — [ _C7/0g/2015
MAME OF PROVIDER OR SUPPLER l STREET ADDRESS, CITY ETATE 2B CODE

H

! 887 IRLINGTON PikE

| FLORENCE PARK CARE CENTER l ;ig;égcgi{g‘; s
! i "~ : 1

-

§

i

;- ' %
i Ham SUMARY :?ATE.ML:\’- OF DEFCIENCIES : iy : FROVIDER'S PLAN EJF CC:QRF‘VTRJ‘ |
I PREFIY G {EATH DEFICIENCY MUST BE PRECEDED 8Y £UL. PREFI. (EACH QORRECTIVE A : i
I g REGULATORY DR LSC IDENTIFYING INFORNATION TAG 1 CROSS-REFZRENGCED TO THE ABCROS |
: : : CEFICIENCY) I

|

(¥4

-
ad
&
u

. 3641 Continued From page 1
i
! _hefshe was mare fikely t

|

eat i,

o]

 Intervew with the Dietary Supervisor, on 070715 |
| &t 5:32 PM, revealed Residant #2 should have
| received checolate pudding on histher mea fray.
] He reperted it must have been missed, adding
’ the kifchen staff shouid have placed the pudding
l on the resident's fray. Ha stated hat if it wag
| missed with the kite! “;en staff, then the person
|
i
!

S

\;thmu un the resident's ray shouid slert the
iitchen staff zo that the rasident could receive

hisfher pudsing,

!
H
3
J
J |
! Interview with the Corparate Ragistered Tietitan, : ‘
l Lon G7/08/18 3! 5:08 PM, reveaied she 1a] Kedto | f i
Resideni #2's POA regarding the chocolate : !
' pudding. She reported it was added o the )
resident’s meal fickat as a prefarence to see if
|  that would work in assisting the resident with [
| “gaining weight, The Distifian reported the !
,f : chocolate pudding should hava besn on the f
{' resident’s t ay. Continued interview w;fh t‘".e : ; !
: f
i
]
%

- Corporala Regls tered Dietitian reported the L?\JA

should have offered the resident the chf}cc! :’ : i
| pudding. Further inferview wilh the Co‘“ﬁorc : :
! Regisiered Diglitian revesled it was im: oortant ih
,  resident received the foods he/she fiked becaus _ _
f the goal was {o increase e resident’s intakes. § |
i

e
5&

| Interview with the Director of Mur sing, on : :
i G?f(D/ al 4:02 PM, revealad it would have nean . : ;
: | her expectation that Resident #2 woud have :
- bean glven chocolats pudd; NG on histher tray '
beuube Twas his/her preference and the
E “resldent wes experiencing wwchl loss, stating ‘ ,
] i t%‘e resident needed that if | Lwoutd heip® :
i i : i
H 13

interview with the Director of Clinical O perations, ‘
on 0708415 at 5:10 PM, revealed it would be his | ;

b CMS-258 0249} Pravicus Verstans Obsolsta Hvont ID:ENCF it Faciity 100 100547 i continuation shast Pags 19 of
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EALTH AND HUMAN SERVICES
; F?.i,w f"FFJ 'ﬂ Di ‘\?% & MEDICAID SERVICES

STATERMENT OF DERICIENCIES fs.’Xﬂ PROVIDERISURPLIEFRICLIA \l‘(a‘ MULTIPLE ¢ CC,‘\'«,JEUC"'IC?N

| AN PLAN OF CORRECTION j IDEHTIFICATION NURBER: | 4 BuLoING N ]
1 | " I
| | 185174 [BwmG -
P MAME OF PROVIDER OR SUPPLER [T EM&Sbwzss CITY, STATE. 7% CODE
! boan &
| FLORENCE PARK CARE CENTER [ S375 BURLINGTON Pike
| i FLQ.u_NC:, Y 41042
I Xy SUMMARY STATEMENT OF DEFICIENTIES . ix ) PROVIDER'S PLAN OF CTRRECTION
[ PREFX (EACH DEFICIENCY MUST B8 PRECE YEU FREFIX {EACH CORRECT ION BHOULD BE
| TAG 2’353ULAFORY ORLECIDENTIFYING ww\»wmcm TAG | CROSS-REFERENCE hE APPROPRIATE
§ ‘ : DEFIGIENCY)
|
i F 3847 Contirved From o page 15 F3ge {
! “expeciation that staff would follow 1 the rules and l
j regu lations regarding residents mes) prefarences, Faa i
{ F 444 " 483,85 INFECTION CONTROL, PREVE “NT : Fadt 08/03/15 |
88ely SPRE.—O LINENS . : . . j
P ' < " Address what corrective action |
’ The Taciity must estabiish and mainiais an i © will be implemented for those : ]
E Infaction Control g am desighad o provide g residents found to have heen I
I safe, sanitary and comfortable envi Fonmernt ar dh d ;
ir o help prevent ’fbe eg‘,_ivm,\u,ﬂ and fransmission - affected by the deficien |
j : of disease and infection. : proctics; !
| |
; ffa) Infection Contrai Frogram A specific resident was not [
. The facility must establish an Jvfection Control : f identified in the Statement of
Program undsr which i - L J
{’E }nvestigalas, controls, and prevenis infoctions Deficiencies, I
the facility; : " . . [
(2) Decides what procecures, such as isolation, Address how the facility will g
u.oald De gppied o gn mrhwuzfc»f rasident; aJ;J { - identify other residents hoving ; [
3 Maintains a record of In icidents and correatve o, ) . ; : ;
o , ! ot tential to be gffected b :
rﬂEJons;eia £d 1o infections, ; he potential 'be ffected by : |
‘ ; ' the some proctice:
(b} Preventing Spread of Infection ; ' } :
{1) When the Intection Contral Pr ogrem Toidentify any other residents,
. {"@x Fr ‘ﬂ.ﬁ@b tnat are Celﬂ E"e":'h { the Dire{:{{}r Uf Nu;‘s{ng ané E
: prcveﬁt the spread of infection, 4 . !
er rve
isclate the resadenl Unit Manager observed 5 Ef
{ﬁ) The facility musl prohibl employees with . Separate meals to identify any |
L communicable dseaue or infected skin lesions ; i further cccurrences of meal
from direct contact with residents or iheir Tood, t being placed on th ]
- direct contact will trans (i* the disease, : rays being placed on the |
- 13) The facifity mus! reguirs szf fo fv‘hsh their . wrong cart. Staff placed dirty i
i i
hands after each d'recz resient cordact for wi ;:C*s trays on the dirty tray cart and ;
; 1anc washing is indicate <:£ aﬁceo*ed ! . o . . I
: . - s Y : 1: anw . i
j professional practioe. _ o did not mix glean with dirty f
; : ‘ e ;
| (¢} Linens Address what measures wifl be |
|  Personnel must handle, store, process and put into piace or systemic i
] “Fransport linens so as ta praven: the spread of |
f ‘ :‘
FORM CMS-2562(02-20) Previaus Varsions Obsolete Event 10 ENCF 1 Faeifty ID: 190847 foontinuation sheet Page 20 of 23
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DEFART Mr“\li COF HEALTH AND HUMAN SERVICES
0 SERVICES

PRINTED: 0772372015
FORM APPROVED
CMB NGO, 09080301

WIS

CENTER OQ MEDICARE & MEDICAID
5 X1} PROVOERISUPPUSRICLIA | (x2) MULTIPLE COMSTALETIon X3 DATE SURVEY |
j FICATION MUMBER: i BUILDMG h vuMPLETED F
| | ‘ C 5
| j 185174 L ay

MAME OF PROVIOER OR SUPOLIER

FLORENCE PARK CARE CENTER

REET ADDRESS. CITY, 8TATE, 21F 0ODE
B875 BURLINGTON PIKE
FLORENCE. KY 41042

£

. Additlonally, siaff were 0 clean ug thorcughily,
- They were fo keep work surfaces, suthing hoards

and utensiis f“l‘x),)&.(’ J' &‘P%‘j fz'f-‘f" 2ach use,

Anaudit of meal service wilf be

oy i SUMBIARY STATEMENT OF DEFICENCIES i3 PROVIDER'S PLAN OF CORRESTION
[ PREFIY (EACH DEFICIENCY MUST BE PRECEDED 8Y FUL PREFX {EACH CORRECTIVE ACTION SROULD 86
i TAG REGULATCRY OR LEC IDENTIFYING INFORM VATION] TAG CROSS-REFERENDED 70 ThE APEROPRIATE
E_ DEFICIENGYS
I : . chonges mode To ensure PheT
| Fa4t Contirued From npage 20 F 441 the practice will not recur:
; . infection,
; 3 All dietary staff, nursing staff
g and activities staff will be
g educated on preventing cross- !
J : contamination by placing only ‘
! This REQUIREMENT s not met as evidenced dirty trays with dirtv and clean ;
% b}r . »' J
;  Base r i observation, intarvisw, ard review of trays with clean. Same staff I
f S the f lity's policy, it was detarminad the facil Hy will be educated on reporting |
| tailed to prov ide a safe and sanitary r“"VII‘O(’."%:I’“* to maintenance any issues ]
| for he residents on the Memory Care Uni ] '
f (MUY, During meal observations, a ?‘ESI{ltﬂEa with door latches on faod
! diry tray was placed back inte a cart with carts. This inservice will be
j asida ve that had not bean ser ;
g rvagjm; rays lhat 39& e chra servad, completed by August 3, 2015.
i - Additionally, the meal carl was left oenad as . . )
; “staff severad the residents The Dietary Director will ;
! , educate dietary staff and the |
| CThe findinos in iy 1 . . : . |
if , Treiingings include, Director of Nursing and/or Unit J
| ‘ o o i e | : :
Raview of e faciliy's poiicy, tied Policy and Manager will educate all other l
} Freeedure General Infection Control”, undated, staff. {See inservice outline |
| revesied (he facility would provide care and attached — Exhibit ) !
H i WA f
i gservices *q} g‘reven the spread of lness. The |
s procedure was for staff o fallow proger Infeciion I f
: : indicate how th fi S
control n:eaw’es o prevent the spread of nd w”‘f }QG. the focility plan ‘ i
infection. Continued review revealed the distary - to monitor its performance to
precavtions was o 5(c; Sarvics food Dreperny, ensure thot solutions ore j g
sustained: f
I

|

!

{

§ :

f | Sta were to keep foods covered untii served. {c}
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ltems were fo be washed thorough by and dirly

: Hams should be kepi aw:vf em food and clean

| feme ! This audit will be completed

f Observalion, on 07/06/185 at approximately 5:45 two times per week for each ,

LPM, ray eﬂfed the Activily Direclor was observed | meal {i.e., breakfast meal 2x 3'

- asgisting with supper frays on the MCLL The ; J

conducted by the Director of
Nursing and/or Unit Manager.
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- Activity Director was obsarved taking a residf

dirty tray and placing it In cart two f2‘, which
Uontmned resident's rays that kad not vet been
evered (o the residents, Realizing her mistake,
, t i Activity Director then remoeved the dirty tray
from cart two {2}, paused for @ second, then
s placed the dirty tray Into cart one 1), .v s was
empty, Additionally, during the same meal
tobservation, cart two [2) cart was o%"}servec' to
remain opened during pe
wihite stalf distributed fra

d

/s Lo the residents,

interview with the Director of Activities, on
O7/38115 at 4:08 PM, reveaied she wou c‘- oniy
fassiston the MCU when asked lo assist with
dining. She reported she sould not recain placing
“the dirty fray in with the clean E L«y hecause there
P was g0 much golng on that day. She reperted
she remembered fwo (2) ccr‘s oeirg here and
" just frying to get fravs out to 1he residents,
Cantinued interview with the Director of Activities
revealed she could have place f i@ girty ‘r?} i
with the clean, but knew that was 2 "ng, no” .
because "you got goad foad and finished food™,

Dietary Supervisar, on 870875 ¢

Inlerview with the

“at Bt PM, revealed h & sacond (Zi"‘d} cart's latch |
2 e loose which |

cwas still intact, however, tx
vaused the cart to come op The Dietary

! Supervisor reporied the cﬂ't shou!c have

. femained closed for cross contamination

cencems. Continued interview with the Diels ary

- Supervisor revealed staff shouid never mix the
dirly trays In with the clean trays for cross

‘ corteminalion concerns.

Interview wilh the Cerporate Registerad Dietitian,

on 07/08/15 a1 5:06 PM, rcws:ed staff shouid nat :

have placed the dirty fray in with the ciean trays.

anl's

riods of the mes! service |

weelk) for the next four weeks.
{See inservice cutline attached
— Exhibit D). The results of the
audits will be forwarded to the
QA Committee to determine 3
schedule for ongoing
maonitoring and to determine
that interventions have heen
effective.

The Bietary Director will audit
fatching of all food carts
weekly x 4 weeks, (See audit
form attached - Exhibit H).
The results of the audits will he
forwarded to the QA
Committee to determine 3
schedule for ongoing
monitoring and to ensure that
staff education has been
effective,
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i . Shereporied his was nol rormal procecurse. '

. Interview with the Dirgotor of Num,ng {DONY, on
07/C9415 at 4:02 PM, revealsd staf should never
fmix dirty and clean. She reporiad it woud ba her :
expectation thaf to protect the residents from ‘

vinfection coniral pr-_,uerf's she would have seni

e cart back and would have had new 'r:ys sent

! cp, adding it was conlaminated af that felstisi

: Continued inferview revealed the faciiiiv would

- want (he carts o be fatehed proserly and reparted -
it was an infection contral concern, Coniinued :
inferview revesled she conlasted mainterance for |

i the lafeh to be repaired on .ﬁe cast. 3

j !ntzrview with the Direcior of f“lir*‘ca | Onerations
on B709/15 at 510 PM, revealed I was his
g expeciztion that 2l the rules and ”eic,a Izt GE

. wmia e followad coneaming
ICn

FORM CMS-258702-091 Pravious Yersions Obsolets Event ID: ENCF 1 Factlitr 103: 160347 1 conlinusiion sheat Page 23 of 23




