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" This REQUIREMENT s not met as svidenced
! by: {
¢ Based on inferview, record review and review of
the facility’s policy, it was determined the facifity i

faied to ensure the Physician was immedialely i

notified when there was a significant change in :
the resident's physicai status for two (2) of
twenty-nine (29) sampied residents. |

Rasident #16 was being reated for Closiridium
Difficlle {C. Diff) and review of bowe! records
reveated the resident had formed stools:
however, when episodes of loose watery stools
rg-occurred the facility failed to inform the
physician of the change in stool siatus.

Resident #8's 06/07/1 5 weight was flagged as out .
range by the facifity's computer system and when |
the weight of 183 pounds was compared to prior
weights there was significant weight Joss;

however, the facility fafled 1o rotify the resident's |
Physician of the weight change., :

The findings include:
Review of the facility’s policy: "Change of ROS&dﬁe Gr%ﬂ‘s‘geﬁ?y} and pr,ﬁgedur,e “(?hauge
Resident Condition, Famity and Physician Gf_Rcmdent Coﬁéﬂmﬁh vas ! ei“ew.ed oy the
Nolification®, revised date 03/02/13, revealed i Director of Nursing on 6/22/15 and was
i was the expectation the Physician was notified, determined to remain appropriate,

as soon as feasibly possible, regarding any
significant change in the resident's physical stafus
regardlass of code status. Further policy review
revealed the notification of the Physician shouid
be documented In the medical record.

|

1. Obzervalion on 08/16/15 al 10:48 AM of ]
i Resideni #18 in his/her room, revealed a signon | i

] Lot
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. the same time as the observation revealed the
sign may be with retationship o conact

: precautions; however, she was not aware if
Resident #15 was considerad to have contact
precautions.

" Review of the dlinical record for Resident #16

. revealed on 06/09/15, the fackity readmittad the
resident with diagnoses which included Urinary

* Incontinence, C-Diff, Diarrhea and Debility.
Thare was no documented evidence that the

' physician was notifled when resident's symploms |

, returned for pessible C-DIff; however, additiona
review of the resident's June 2015 Vitals Report

« dated 06/17/15 for Bowel Movements, revealed
the resident had stool episodes on 06/12/15 i

- 7218 AM listed as "Continent Loose Cansistency™
Q6/12/15 at 11:50 AM listed as "Continent Loose
Consistency™; 06/15/15 al 5:52 PM listed as
“Continent Loose Conslstency™ and 0816715 at
422 PM listed a5 "Incontinent Loose-Liquid
Consistency”,

interview, on 06/16/15 at 4:52 PM, with GNA €12
“reveated she was not sure if the resident wes
. under contact precautions. She further stated
“she had not worn a protactive gowrn when she
assisted the resident to the tofiet. She stated she i
just informed Resident #18 had C-Diff on
06/16/15.

Interviaw, o 08/16/15 at 4:58 Bh, with Nurss
Manager #4 revesled Resident #16 dig rot
actively have diarrhea but was under contaat .
precautions, She stated the nurse managers put
contact nrecautions on the door 8nd wara

of Care (POC) electronic documentation
system (thuis includes resident Profile, the
resident plan of care, as well as the diagnoses
list). Nursing assisiants access and utilize these
rescurces gach shift 1o determine each
resident’s care needs. The care plan, which was
available to UNA #10, reflected that this
resident was under cormtact precautions.

With regards to Resident #16, upon
readmission to the facility on 6/9/13, the
hospital had discontinued her treatment with
Flagyl. However, due to her history, the facility
physician ordered Flagyl 250mg bid x 10 davs
then Flagyl 250 mg x 10 days for loose stools
as a precautionary measure. From the most
recent admission to Rosedale Green on
3/21/15, this resident has been treated Sor C-

: Diff and has had varying consistencies and
frequencies of her bowel movements, inchiding
continent and incontinent episcdes. The
physician was contacted on 6/19/15 by the
charge nurse and verbalized he did not consider
her loose stools, a change in condition and
crderad a stool test for C-Diff. Although the
rasident continued 0 have loose stools, the
result on 6/21/15 was negative for C-Diff. The
physigian was notified of the negative results,
and crdered to continue with the current
treatment orders unti! finished.

With regards 1o resident #16, the fact that the
resident bad a diagnosis of C-Diff was shared
with CNA #12 not oaly through report during
the shift change huddle, but also via the POC
system (this includes resident Profile, the
resident plan of care, as well as the diagnoses
tist), Nursing assistants access and utilize these
resources each shift to determine each
resident’s care needs. The care plan, which was
availabie to CNA #12, reflected that this

resident was under contact precautions.
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_ Conditions Requiring Contact Precautions”. with CNA #10 not only through report during
Interview with Certified Nurse Ajde (CNA) #10, at the shift change huddle, but also via the Point

~
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| ~expected to nolify steff In the "huddie room” of the

' resident's condition. She stated the resident was |

. Dot actively infected with C-Diff but was stil taking |
Fragyl,

Interview, on 06/18/15 2t 5:13 FPM, with the
Assistant Director of Nursing {ADOM), who also
servad as the Infection Control Nurse, revealed
i, the resident was admitted to the facility with
! aclive C-Diff. She stated the resident was put on
contact presautions and all staff was notified in
 the facility “Huddle” meeting. She stated
" Resident #16 no longer nesded cortact
precautions, but standard precautions, because
| he/she had no active episodes of diarrhea, She |
- stated the resident's use of Flagyl, required
: - regular slandard orecautions.

Further interview, on G671 7/15 &t 547 BPM, with

the ADON, revealed she had not been made
aware that the resident's symptoms had refurned, |
i She stated the facility's process was io notify the
physician o continue with contact precaulions,
She stated based on the observed Vitals Report
for Bowel Movements te resident may stilf have
C-Diff. Bhe siated the facility fajled in its process
to notify her and the physician when the :
i symptoms of C-Diff returnad for Residernt #16,

She cenciuded the cancern for the resident and

5 the other resident's for failure to notify the

: physician and for failure to follow the facility's
process, was the possibility of infection due to
contact of C-Diff and improper contant i
precautions. :

intervlew, on 06/17/15 at 6:13 PM, with the
Director of Nursing {DONS revealed the facliity
i failed to notify the physician of Resident #16's !
; returned sympioms for C-Diff. She stated faciiity

!
i
i
i

i resident each shift. This training will be

i
|
i
:
i
H
|

| nurse manager, MDS / RAI nurse, or

traiming by 7/31/15 reminding them that
they are to refer to the POC system to
defermine specific sare needs of cach

completed by the, ADON, siff educator,
nurse manager, MDS / RAI nurse, or
NUTSIng supervisor

All facility staff will be inserviced as of
7/31715, regerding the infection control
protocol required when providing care for
a resident that requires more than
Standard Precautions. This includes a sign |
placed on the residents door that reads
“Please See Nurse Before Entering”. The

- purse will then give them additional ;

information regarding infection control
procedures.  If at any tme they are ;
upclear as to why the sign is in place, they
are expected to see the nurse before
entering. This training will be conducted
by their department director, department
supervisor, ADON, staff educator, nurse
manager, or MDS / RAT nurse

All nurses will receive additional training
regarding the notification of physicians
when the resident has experienced a
change in condition. This training will be
conducted by the ADON, staff edueator,

Bursing supervisor,

%
|
i
|
f
1
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Fi57 "t Continued From page 4 J F157
. staff should have reported when changes !
seourred for the resident and the rurses shouid |
" have askad questions with regard to the Vitais
. Report for Bowe! Movements upon review, She
" stated i was her expectation that the resident
s receive additional testing at the point of returned
symptoms and this would possibly occur through
[ notification to the resident's piimary care
| . physician. The Charge Nurse, Nurse Manager
and the MDS Nurse should have been aware tha
i the resident's symptoms had returned and the
nurse should have notified the physician. She
“stated it was her expectation that the facility
- hurses notify the physician once they became
aware of the resident's recurring symploms.

2. Review of the facility's policy: “Weight
Changes", revised date 11/11/13, revealed
_ changes in weight were monitored, addressad,
and communicated to the physician, The polioy
nated weights were dore al least monthly and the
last weight was compared ta prior weights to
; determine progressive weight changes. Further
| review of the policy ravealed the facillly defined
; signfiicant weight logs as a 5% change in one (1)
manth, a 7.5% change in three (3) months, and a
19% change in six (8) months,

Review of the medicai racord revealed Reslident
#8 was admitted by the facility on 06/21/11 with
diagneses which included Anemia, Debility,
Afzheimer's Disease, Diabetes, Chronic Kidney
Disease, Chronic Heart Failure, and Right Sitie
Hemiplegia {(Weakness of the antire right side of
the body). The medical record noted the resident
was palllative care, D4/24/15, with no aggrassive
treatment per family wishes. Review of the
Quarterly Minimum Data Set (MDS) Assessment, |,
cated 05/05/15, revealed the facility sssessed the |

Rosedale Green's policy “Weight
Changes” was reviewed on 6/22/15 by the
Director of Nursing and was determined to
remain appropriate,

With regards to resident #6, following an
interdisciplinary team meeting with his
family, his care needs were changed to
palliative on 4/23/13. His plan of care was
updated to reflect this change. i
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F157 ¢, Lonnues Frofi page 5 { F157 All residents are weighed monthly, unless |
, fesident as severely cogritively impaired, i' otherwise requested by the |
R&Sidelﬂt #G's comprehensive care olan reveaied i interdisciplinary ream. The dietician
fhﬁ resident was a significant weight loss risk and reviews these weights entered into the
_ :1ad a nutrition care g.:.\ian developead which | medical record sach month.
meluded monthiy weights, |
. Record review of Resident #6's vitals report of The dle%ﬂ.mn vas nmﬁEd.Of,re,s ;de;g #6's
“welghts revealed on 06/07/15 the resident's new weight changes on 6/18/15. At that
- weight was 163 pounds and was flagged, by the time, the dictitian o ade the following
system, because the percent weight change in recommendation: *d/c routine monthly wis
thirty (30) days was not in the acceptable range, as loss continues despite
| Further review of the weights revealed the prior | supplementation/interventions and further |
i . weight, recorded 05/20/15, was 174 poends, and | wt loss may be unavoidabie given
| the percentage difference of 6.3% was a dx/POC- notified nurse to ffa with
significant weight loss, per the facility's definition. | MD/family. Staff to encourage i
in addition, there was a thwee (3) month snacks/fluids throughout the day and work
ST S DT e i
. I ' < physician was notified and an order was
welght loss of 17.7% (12/13/14 weiohi was 168 obtained to dfc monthly weights due to
pounds), : ) X .
! expected decline, but weights continue to
Further medical record review of resident be obtained due to family wishes.
- progress notes revealed no documentation the | . ; :
Physician or the facility's Dietician wera nofified of With regards to CNA #13 and #14; LPN
the significant weigh loss. i #4; RN #4; and the dietitian, they were all
. aware and accurately reflected cur policy
interview, on 06/18/15 at 1.08 PM, with Certified | on weights,
» Nursing Assistant (CNA) #13 and at 08/16/15 at | ‘
ei:%? PM with CNA #14 revesied residents were ] Any resident with a change in condition,
weighed at least monthly and entered into the | including weight loss, has the potential to
535{?8*'3 oy CNA's. CNA#13 and #14 reveaied be affected if this policy is not followed.
ey e o o o o e || T st cor chnge
i was flagged as out of rangé 9 g o condition o the physician or dietitian will
; ) be inserviced by 7/31/15. These inservices i
| interview, on 06/18/15 at 1:08 PM, with Licensed will be grven by the Nurse Managers,
| Practical Nurse (LPN) #4 revealed the CNAs | ADON, MDS/RAI nurse, staff
netified the nurse i the system flagged a weight development and Nursing Supervisors and
as being out of range and the floor nurse notified include the expectation that staff monitor
| for and notify the physician and dietitian
I when an appropriate change in condition
I has been identified.
, ,
s E (o LY
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. the Unit Manger of the aut of range weight,

snterview, on 0618715 at 5:00 PM, with LPN #4
revealed If the resident's weight was out of rangs
they were supposed to notify the Dietician and

- Physician to determine if interventions were
neaded. LN #4 revealed they dacumented the
Phiysician was nofified regarding the weight

change.

imerview, on 0BM G115 at 4:24 P with
Registerad Nurse (RN) #4/Unit Manager {UM)

- revealed if the resident's entered weight was oui

of range, a weight change of 4% or more from the
arior weight, it flagged in the systemt and the CNa
notified the nurse. RN #4/UM revealed the
facility's process was not followed bacayee the
physician was not notified Resident #6's weight
change. Further interview reveaied it was
imporiant to notify the Physiclan bacause of the
impact on the resident’s nutrition and the the
opportunity of a realment change.

Interview, on OB/18/15 at 10:30 AM, with the
facilily's Dislician reveated based on the G8/OTHS
weight of 163 pounds, Resident #6 had sigrifican
weight foss compared to prior weighis at intervals
of ane (1) monih, three {3) menths, and six (8}
months, The Dietician revealed AUFSingG was
supposed to nelify the Dietician and Physician of
significant weigiht inss.

interview on 06/19/14 at 5:13 PM, with the
Director of Nursing (DON) revealed the system
was nof followed because when the out of range
weight was identified the Physigian and Dietician
were fot notified to determine possible
nlerventions.

notification of changes will be completed
daily by reviewing facility activity reports 1o
identify pertinent changes. Audits will be
completed each week by the neighborhiood
nurse manager or ADON. All andits will be
given to the ADON/QA Murse o that a
weelkly andit can be completed and, iF any,
wends identified.

The ADON/QA Nurse will compile these
audits on a weekly basis beginning 8/3/15
and will continue weeldy for 4 weeks, The
audits will monthly for 6 months,

The ADON/QA Nurse will provide the
BON a summary of the audis information on
a monthly basis, in conjunction with the
QAP process.

This facility has QA/PI meetings monthly,
Audits concerning notification of changes
will be reviewed at the regular (JA/PI

meetings and, as necessary, ar any i
subsequent special mecting called during the |
review period to insure ongoing compliance.

The DON is responsible io snsure
cormpliance with notification of changes.
This topic will be reviewed and analvzed at
each QA/PI meeting during the review
period and based upon analysis, subsequent
plans of correction will e developed and
implemented ag necessary,

T
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£

The faciiity must provide a safe, clean,

comfortable and homelike environment, allowing
- the resident to use his or her personal belongings
i to the extent possible.

» This REQUIREMENT s not met as evidencad :
by

i Based on observation, interview, and review of

| the facility's palicy, it was determined the facility

- failed to ensure g safe, clean and comioriable
envirenment. Observation of the shower rooms

- on the 2nd floor revesled cracked flooring,
cracked tile In the corners of the shower stall,

- safely sirips missing on the foor, Ime build up an
the faucets, and leaking pipas behind the
whirlpool. In addition, the whirlpool would rot turn
on from the tub and there was lime on the fauce:
it the shower. Furthermore, during four rooms
209 and 228 had lime bulid up around faucets,

The findings include:

! Review of the faclity's pelicy fited, "Bath rcom
Cleaning and Raised Toilet Seats” revised
02/12/13, revealed it was the facility's poficy to
provide proper care and cleaning to bath rooms.
Continued review revealad, the proper methods
I and procedures for cleaning bathrooms were
necessary (o prevent the spread of harmil

; batteria, Further review of the policy revealed
staff should provide a One-Sten disinfectant that
should be leff on clean surfaces and aflowed o
air dry for at least ten {10} minytes. Additionafly,
# was the policy fo wash the basin and pipe under

H

I
i
i
[

- Rosedale Green is committed to providing a safe,
clean, comfortable and homelike environment,
allowing the resident to use his or her personal
belongings to the extent possible.

The policy and procedure “Bath Room Cleaning
| and Raised Totlet Seats™ was reviewed by the

| Director of Housekeeping on 6/19/2015and was
determined o remain appropriate.

Iy £
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, the wash basin.

+ Review of the facility's policy tilled, "Work Crders,

; Maintenance”, dated 10/01/2008, revealed
mairtenance work orders wouid be completad in

“order to establish a priority of maintenance

- service. Continued review of the poiicy revealed

_inorder {o establish a priorily of malntenance

" service, work orders must be completed and

- reviewed by the maintenance department. 11

wotld be the responsibiiity of each slaf membesr

to fil out wark orders when an area of concern

was noted. A supply of work orders would be

maintained in each neighborhood, dietary

' department, front office, laundry, and the

therapy depariment. The Director of
Maintenance would essign maintenance stef ta

© pick tp, review, and complete the work orders on
. & daily basis. Work orders thal were not

compleled immediately would remain In the work

- order book (yeltow copy) unil the replacemant

part had arrived, or the fecessary repair was

“completed. Additional review of the Faciiity's

Policy revealed the Direstor of Maintenance was
responsible for this policy.

Cbservation of the shower rooms on the second
floor on the inflial tour of the facility, on 0B/18/15
revealed cracked flooring, cracked Hie in he
carmers of the shower sial, safely strips missing
from the floor, lime build up on the faucets,
ieaking pipes behind the whirlpoo!, and a fime
build up was noted on a faucet in the shower
room. Furthermore, during our observations on
06/16/15, rooms 209 and 228 had lime build up
around faucels in those rooms. Observation on
the first floor on unif one (1) revealed two ties
with cracked corners in the second shower the
Women's shower room and a sharp piece of
material on the floor board sticking cut of the

The policy and procedure “Work Orders,
Maintenance” was reviewed by the
Envircnmental Services Diirector on 6/19/2015
and wes determined to remain appropriate,

The Whirlpoof Tub Vendor and
Environmental Services Director assessed the
whirlpool “leaking pipes™ and determined that
while there was water on the floor surface and
a noise that sounded like water coming

| through the pipes it was really a noise being
made by an intemai solencid, This part has
been ordered and the whirlpoe! taken out of
service as a precautionary measure until 2 new
solenoid i3 mstalled. The water obsarved in
the floor on 6/16/15 was immediately mopped
by the housekeeping staff. An audit was
completed by the Facility Environmental
Servives Director by 7/17/15 on all whirlpool
fubs to ensure they were functioning properly
witheut any concerns.

All facility staff wili receive additional

| training on the facility “work order” policy,

& specifically the importance of completing
work orders when equipment or the facility
enviromment 15 noted to have concerns. Staff
will recelve this training from their department
director, department supervisor, ADON, staff
educator, aurse manager, or MDYS / RAL nurse
by 7/31/2015.

rooms on the second floor and in rooms 209
and 228 were addressed by the housekesping
supervisor prior o 6/19/2015. An audit will
be conducted by the housekeeping supervisor
| identifying the condition of all fauceis in the
resident rooms and shower rooms by
1/31/2014.

ROSEDALE GREEN
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enlrance ‘o the second shower of the Men's
shower room.

"nterview with Certified Nurse Afde [CNAY #1, on

+ 08/16/15 at 5:10 PM, revealed the one piece of
the safely sirlp from the facility's second foar
men's shower room, iccated on Autumn Woaoods,
was missing. She reparted ail of the strips should
have been puited up and replaced, continued

i observation revealed a cracked tle on the comar

I of the shower stall. CNA #1 reported this was a

;  safely concern because a resident could have a !
skin tear refated fo getting to close io the eracked
tle. CNA# stated the safely sirips were

" important so residents would not slip while in the

shower. Continued interview with CNA #1
revealed there was a hole/dent in the flooring of
the showar room. She reporied she would
rormally put & towe! over the hole to Keep
residents from falling, Additionat interview with
CNA#1 reveated a work requast would te flied
cut for repairs if she noticed concerns with
needed repairs throughout the faciiity, but added
she did not fill out 2 maintenance request for the
concerns noted within the bathroom, CNA #1
reported that based on her observation of the
bathroom, it was ot a “homelike” environmeni
for the residents.

Interview with CNA #3, on DE/17/15 al 9:55 AM,
ivcated in the women's bathroom of Willow Glen,
fevealed that whife demonsirating Lo other "CNA's
i fraining” on the procedure for cleaning the
whirlpool, she was cbserved to go behind the
whirlpact, using the valve near the pipes, to turn
on the water. She reported she had done this for |
aver three (3) vears and was tojd by previous

stafi to turrn the water on from the back of the b,
Further inferview with CNA 23 revealed a

H
i
i
i

|

All homemaking staff wili receive in-service
on procedures to follow for properly de- !
liming faucets to prevent build up of lime :
deposits. These in-services will be
conducted by the Housekeeping Supervisor
and completed by 7/31/2015.

The maintenance department replaced the
cracked tiles on the corners of the shower
stalls and then installed stainless steel corner
strips to prevent additional cracking if hit by
equipment, wheeichairs, ete. in the futyre.
This was completed by 7/15/2015.

All shower room flooring and safety strips
identified during the survey observations on
6/16 ~ 6/19 were repaired and/or installed by
the maintenance staff prior to 7/15/2015.

The sharp piece of material on the floor
board sticking out of the entrance 1o the
second shower room of the Men’s shower
room on 6/16/13 was corrected an 6416715
t by the Environmental Services Director,

An audit of all the shower rooms was
completed prior to 7/17/2015 by the
maintenance depariment to identify any
additional areas in need repair, including but
net limited to tile, flooring, safety strips.

Monitoring of the shower rooms, including
lime build up, safety strips, cracked tile,
ieaking pipes and other environmental
concerns will be completed daily by the
homemakers. The Housekeeping Supervisor
will complete audits of each shower room (8
total) on a weekly basis for the next 3
months beginming 8/3/20135. If no trends are
identified, the audits will then be completed

| on a monthly basis. The Heusekeeping
Supervisor will also conduct audits of
resident rooms on a weekly basis, auditing 2
resident rooms on each ball way (24 total)
weekly for the next 3 months beginning
8/3/2013, if no trends identified the audits
will be conducted monthly.

H I
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. ingintenance request should have been

completed adding, “this did net create a homelike

envirenment for the residents”,

Interview with Unit Manager #4, on 06/18M15 at

: 12:00 PM, located on Magnolia Springs, revealed

she considered the two (2) cracked tiles outside
the shower in the Women's Shower Room io be g
hazard 1o the residents. She reported the
cracked tie could result in a skin tear. Unit
Manager #4 then placed a chair in front of
cracked tles {o ensure the residents would not be
injured. Further interview with Unit Manager #4

- revealed the sharp piece sticking cutside the

shower room could resul! in a skin tear or & fall,
adding it was not homelike or safe for the
residents.

interview with Housemaker #3, on 0817715 at
11:40 AM, revealed housekesping was
responsible for cleaning the scaling arcund ihe
fzucet in the bathrooms, adding i was 3 part of

thelr dailly cleaning schedule. Centinued interview .

with Housemaker #3 revealed she did not know
how long it took for the scaling to build up, but
added it was important it was cleaned becayse,
"it did not look goed” and it did not create a
nomelike environment for the residenis”,

Interview with the Housemaker Manager, on
G675 at approximately 12:30 PM, revealed it
would be her expacistion that staff would clean
ihe faucefs everyday and if they need other
chemicals (o clean the "scaling” off of the faucets,
she would provide i to thern. She reporied she
has asked her staff to check ail of the residenis’
roams ant the shower rooms for "sealing” of the
faucets, Continued interview with the

Housemaker Manacer revealed i did not eraate 3

i
4
¢
i
!
i

|

the Director of Housekeeping and the
Director of Environmental Services a
summary of the audit information on a
menthly basis, in conjunction with the |
QAJPI process. i

This facility has QA/PI meetings monthly.
Audits concerming the physical environment,
specifically the shower rooms and resident
bathrooms will be reviewed at the regular
QA/FI mestings, and 2s necessary, at any
subsequent special meetings called during
the review period to ensure ongeing
compliance,

The Director of Housekesping and
Envirommental Services is responsible for
ensuring comphance with a safe, clean,
comfortable homelike environment.

06/19/2018
185225
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1252 2 Continued From page 14
homeiike enviconment for the residents.

' Interview with Director of Maintenance, on
CEM TS at 10:05 AM, revesied whils in Willow

¢ Glen's women's shower/trathroom, 1t had been

. @while since the shower floor fall strips had been
taken up and replaced, He reported the broken
tite oulside of the shower must have accurred
when a wheelchair ran over #, but would expect !

; Staff 16 report the broken file to him ¥ there wers |

any areas in the shower that needed to be
repaired, Continued interview with the
Maintenance Direclor reveaied he was ot cerlam
how long the whirlpoo!, located on Willow Glan, i
was “feaking” water in the back of the whirlpool,
but reported it had been awhile and he was
looking for a piece fo replace it. He reporied he
had o replace the fines on the whiripogls for both
Willow Glen, women's bathroom, and Astumn
Woods, wormen's bathroom, Further interview
with the Maintenance Direcior raveaied slaff
should complete work order bocks, which were
located at all Nursing stations and that somegne
from maintenance checked e books saveral
times & day for work requests, Additionaily, he
reported he would expect staf 4o notify him for
protlems concarning mainienance. He sizted he
sheuld have been notified of aif mainienance
concerns. The Maintenance Director reportad
housekesping was responsible for the tleaning of
the lime bultdup around the faucels. He reported
he would want the bathrooms o he homelike for

_ his family, so he would expect the same for the

residends.

Interview with Director of Nursing (DONS, on
G8/19M15 &t 1:35 PN, reveaied that plumbing with -
leaking waler, scaling on the bathroom faucets,
and other facility maintenanseshousekeening |

4 i i
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coneerns was not @ homelike environment for the
rasidents. She reported anvone could Bl oul 2
. maintenance request at the nurses station;
howaver, she was unsure how freguently
maintenance chacked the work order sock. Tha
DON regorted 1 would have been her expectation
of staff that they would §f out work requests when
& problem wes notad,
E Interview with the Adminisicaior, on 08/45/16 a1
545 PM, revealed it wouid be her expectation
that stafl would fill oul werlc orders when they
| noticed meintenance was requirad. She reporiad
this was Important for the safety and cleanness of
the residents. {
I8N 1483 20(d)(3), 453,10(kY2) RIGHT TO 280 1 483.20(d)3), 483.10(K)2) ?{IGHT TO o B7372018
SS=D | 1 PARTICIPATE PLANNING CARE-REVISE Cp PARTICIPATE PLANNING CARE-REVISE CP
- The fesﬁlf&ﬁ: hastghe ré‘ghe}un:?ﬁs?s idjuciged Rosedale Green s committed to developing a
i Incompetent or otherwise found o be : b re At
% fncagaiitated under th;e laws of tha Siste, 1o comprehesnsive care plan within 7 days after the
- parlicipate in planning care and reatment or completion of the comprehensive assessment; prepar'ad
. changes in care an! treatment, by an interdisciplinary team, that includes the attending
! A comprenensive care plan must be developad . physician, a registered nurse with responsibility for the
€ (e o a . . TYEIET .
within 7 days after the comptetion of the . resident, and other appropriate staff in disciplines as
cumprehenzive assessment prepared by an stermined by the resident’s needs and, 1o the extent
"?t@f?'?mp}"‘aw,i:”ﬁmgzai *”C"*{gfs the Bﬁfﬁ?ﬁmg practicable, the participation of the resident, the
Nysisan, a regisiera: LIee wilhl reaponsibiii . . i . ’ . %
gcrythe residen:g a;m; offier apamp:iatepstaff " ¥ i resident’s family or the resident’s legal representative,
disciplines as determined by the resident's needs, - and periodically reviewed and revised by a team of
end, to the extent practicabre, the participation of qualified persons after each assessmeant,
the resident, the resident's family or the residents
legal representative; and periedically reviswed '
and revised by a team of quaiified persons aifer
sach assessment,
§
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Continued From page 13

* Baged on observation, interview, record review,

(1] of wenty-nine {29 sampled residents

Resident #26's Care Blan was rot revised related |

' Reaview of Resident #8267 clinicat record revealed

. re-admilted the resident on 06/43/15 with

impairment.

" Physician was notified and orders weare received
- to send & stool to the lab 1o test for Clostridium

‘organism that causes an infection of ihe intestinal

RECULATORY OR LSC IDENTIFYING INFORMATION)
1280

This REQUIREMENT is not met as evidenced
oy,
and review of the faciity's policy, il was

determined the faciity failed io ensure the
Comprehensive Plan of Care was revised for ane

{Resident #26).
o comtaet precautions and Clostridium Difficile

(C-Diff} {a very contagious bacterizl organism that |
causes an infection of the infesting tract}.

The findings include: o

the facility admitied the rasident on 08/3015 and

dlagroses which inciuded Debitity ang .
Csteoarthritis, Review of the Admission Minimum |
Data Set (MDS) Assessment dated OB/15/15,
revesled the facifity assessed Resident #96 as
having a Brief Interview for Mental Status of a
elight (8) out of fiffeen 115} indicating cognitive

Review of the Resident Frogress Notles dated
OB/1B/15, at 8117 PM, revesied Residen! #26 had
foul smefiing foose bowal movement {BM], the

Difficile {C-Diff) {a very contagious bagcterial

fract},

i

From the most recent admission to Rosedale Green
on 5/21/15, Resident #26 has been treated for C-
Diff and has had varying consistencics and
frequencies of her bowel movements, including
continent and incontinent episodes.

Py
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Review of the faboratory data revealed the stool
specimen was coflected on 08/17/15 and was
‘reported on G6M7/18 as C. Diff positive.

Further review of the Rasident Progress Notes,
dated 06/17/15 at 5:38 PM, revealed Resident
#25 had positive resulis for C-Diff, and &
message was left for the Physician. Raview of
the Notes dated 06/17/15 at 6:28 PM, revealed a
message was received from the Physician related
to the positive C-Diff resuils with new orders

‘received for Flagyl 5GC milligrams (mg) three (3)
times a day for ten (10} days (antibiolic

, medication), Florastor 250 mg two (2) times a day

for ten (10) days {probiotic) and contact isolation
until loose stoal resoives.

Review of Resident #28's Physician's Orders,
dated 08/17/15, reveaied orders for Flagy! 500
mg three {3} times a day for C-Diff, and Florastor
260 mg two {2} imes a day for C-Diff.

Review of the Comprehensive Plan of Cars,
dated 06/01/13, revesied no documentad

evidence the Care Plan was revised related 16 the

diagnosis of C-Diff and the nead for contact
isolation precautions.

Observation, on 08/18/15 at 5:10 PM, reveaied
there was no signage on the resident's door o

- alert staff, family, and visitors of the need to see

the nurse before entering the room. In addition,
there was no personal protective equipment
{gloves, gowns) outside the resident’s door
accessible for use.

interview with Certified Nursing Assistant (CNA)
#14, on 06/18/15 8t 5:10 PM, reveaiad she had
been assigned to Resident #26 since 7:00 AM

With regards to Resident #26, the plan of
care was reviewed and updated on 6/17/15
to reflect the diagnosis of C-Diff, The plan
of care was, again, reviewed and updated
to reflect contact precautions on 5/18/15
by the MDS aurse ag the official positive
lab repor: was received on 6/17/13 at 5:20
pm.

A sign stating “See Nurse Before
Entering” was placed on the door by the
Nurse Manager on 6/18/135. Perscnaj
Protective equipment was available at al}
times in the nurse’s nook and was
accessible for use.

On 6/18/13 the MDS nurse for Resident
#26 was inserviced by the DON on the
need to update the plan of care to reflect
contact precautions for C-Diff and other
MDRO's.

All residents requiring contact precautions

| have the potential to be affected. On
{ 6/18/15, an audit was completed by the

Neighborhood Nurse Managers to ensure
ail residents with C-Diff and MDRO had
signs placed on their doors stating “Please
Se¢ Nurse Before Entering”. On 6/18/15
and 6/19/13, the MDS nurses reviewed the
care plans for all residents with C-Diff and
{or MDRO if needed, the care plan was
updated to reflect the need for contact
precautions.

; ,
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. The MDS Goordinator was unable

that morning. She siated she was aware the

. resident had C-DIf angd was in contagt isalation

and she was lo use contact precautions, although
there was ne signage on the resident's door.
Continued inferview revealed afier reviewing the
CNA Care Plan, there was no contact precautions
noled to alert the CMNA's. She stated she knew the
resident had C-Diff from the morning report which
she received from the nurse and also she
receivad report from the ONA who was going off
duty.

Interview, on 06/158/15 at 5:25 PM, with

Registersd Nurse (RN} #2, revesled she was
assigned 16 Resident #28 and was aware the
resident was on contact isolation precautions for
C Diff. She stated Resident #26 was recelving

Flagyl {antiblolic medication) and the staff was to

waar gloves when caring for the resident as well
as gowns if the resident had explosive diarrhea or |

" # there was & large amount of stool and siaff

waould alsc need o wear g gown o make the bed
and change bed finens. Further interview
revealed there should be signage on the door
stating "see nurse before entering” to alert
visitors, slaff, and family of the precautions
nesded, RN #2 stated visitors would need to
wear a gown if they went in o visit and were at
rigk if there was no signage or the door.
Continued interview revezled the Care Plan
shoukd have begn ravized to include .u{erv@'zfm{’s
related fo the C-Diff,

W be
interviswsd refated to being off on leave,
Interview with the Director of Nursing {DON), on

06/19/185 at 1,30 PM, revesled for any MDRO and ,
C-Bifi, there should be signage on the door in

{

! care plan has been updated to reflect the
| diagnosis and the need for contact |

i Insure ongomg compliance.
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230 ' Continued From page 15 | F280 The Nurse Manager will monitor for new

diagnoses of C-Diff or MDRO. When
identified, the Nurse Manager will audit the
care plan to ensure that the care plant was
revised to reflect the diagnosis and need for
contact precautions as appropriate. Daily
monitoring will begin on 7/14/15 and will
contimug on-going. The Infection Control
murse will complete weekly audits of 10% of
the residents diagnoses with C-Diff or
MDRO beginning 7/24/13 to ensure that the

precautions, The Infection Control Nurse
will monitor weekly for 12 weeks and then j
monthly for the next 9 months. :

All staff will be re-educated regarding the
policy for contact precautions, including the
need for signs on the resident room doors,
PPE usage and location. This education will
be conducted by the staff development
nurse, nurse manager, MDE nurse, or
ADON by 7/31/15.

Al MDS nurses were educated on 6/18/15
by the DON of the need to update the plan
of care to reflect the disgnoses of C-Diff and
MDR®O’s to include the diagnoses and need
for contact precautions.

The ADON/QA Nu{se will provide the
DON a summary of the audit information on
a monthly basis, in conjunction with the
(QJA/PI process.

This facility has QA/PE meetings monthly.
Audits concerning care plan interventions
related to C-Diff and MDRO's will be
reviewed at the regufar QA/PT meetings and,
as necessary, at any subsequent special
mesting called during the review period o
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“order to alert family and visitors of the nesd to
check with Ihe nurse before entering. Further
intsrview revealed gowns were avaiable for use
and kept at the nurses stafion and she did not
think it was necessary to always wear a gown for

! incontinence care or changing bed inens for a

resident with C-Diff; however, review of the facility

"Contact Precautions” Policy, revealed a gown

was needed (o enter the room of a resident who

had diarrhea caused by C-DHF if substantial
contact with the resident or environmenial
surfaces was anficipated. Continued interview
revaaled the MDS Coordinators revised the Care

Plans and Resident #26's Comprehensive Plan of .

Care should have been revised related to the

resident's diagnosis of C-Uif and the need for

contact precautions.

483 20K 3UT SERVICES BY QUALIFIED ]
ggfi PERSONS/IPER CARE PLAN F282

The services provided or amanged by the facilily
must be provided by qualified persens in
accordance with each resident’s writtan plan of
cars.

This REGUIREMENT s not met as evidenced

: e

Based on observation, inferview, record review
and revigw of faciilly policy, It was determined the
faciiity failed 1o ensure the Care Plan was
followed for two (2) of twenty -nine (28) sampled
residents (#16 and #6). Staff failed to follow
contact precaution procedures related (o 8
diagniosis of Clostridium Difficie {C-Diff) for
Residenrt #16, and failed to notify the Physician
when the resident's symptoms of C-Diff recurrad, . :
In addition, the facilily failled lo ensurs Resident !

ROSEDALE GREEN COVINGTON, KY 418153
X4 10 SUMMARY OF STATEMENT OF DEFICIEMCIES I PROVIDER'S PLAN OF CORRECTION (EACH (%53
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LIC [DENTIFYING INFORMATION] TAG | REFERENCED TO THE APPRUPRIATE DEFICIENCY) DATE
FIR0 . Continued From page 16 Fa86 i
i

i Compliance with care plan updates will be
reviewed and analvzed at each QA/PI
meeting by the DON during the review
period and based upon analysis, subsequent
plans of correction will be developed and
implemented as necessary.

The “Contact Precautions” policy was
reviewed and determined to be appropriate
on 6/22/13 by the DON.

832015
183.20(K)(3)(iil) SERVICES BY s
QUALIFIED PERSONS / PER CARE
PLAN

Rosedale Green is commitied 1o ensuring
the services provided or arranged by the
facitity must be provided by qualified
persons in accordance with each resident’s
wriften plan of cara.
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Caontfinued From page 17

' 28 received the nulritional supplement "Magle
Cup" with each lunch and dinner meal.

i
|
1
i

i

Tha findings Include: !

The policy and procedure “Care Planning / Care
Conferences” was reviewad on §/22/15 by the DON
and determined 10 remain appropriate.

Raview of the faclily's solicy Ulled "Care
. Planning/Care Conferences”, dated effective
08/01/08 and revised on 040112, ravealed it was
the goal of the faciity, through care planning/care
i conference activitles, to achieve and maintain
] each resident’s highest level of physical and
, mental functioning. Continued review revesled !
i care plan interventions were put in place to direg!
| resfdent care, basad on the faciilv's assessments
i of the resident,

Review of the madical record revesled Resident |
#18 was admited by the fagility on 05/21/15, and |
resdmitied on 06/08/15 after a hospilalization, ! :
with diagnoses which included Cebility, Dizrhea, |
C-Diff and Urinary incontinence. Review of the
- Admission Minimum Data Set {(MDS)
Assessmant, dated 05/28/15, revealed Resident
#16 was assessed by the facifity lo be
" occasionally incontinent of bladder and frequently
; | inconfinent of bowel. Review of Rowal Moverment
| ;< {BM) records revealed Resident #18 had
cortinent BMs of "oose to fiquig” consistency on
UBM215 and 0B/15/15, Continued review
! reveated e resident had an apisede of .
ncontinent BM of foase consistency on 0B/M6/15. ]
i ;

" Raview of the Cars Plan for Resident #18, dated ¢ |
0B/Z1118, revealed 3 problem of Gastroiniesting!

| {G1} Concerns refated ta C-Dif and hemoarrholds. i
{C-Diff s 2 highly contagious bacierii prganism
that causes art infeation of the Intestinal wact) ;
Continued review revealed the Care Blan WES : !
updated on 03/22/15 to include an intervention o |

|
!
| |

f {0 p
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F282 Centinued From page 18 F282
nolify the Physician if the resident experienced
loose stools. Additional inferventions included
_directives 1o maintain confact precaulions raiated
to the resident's diagnosis of C-Diff,
Further review of the medical record reveated no ' | Resident #16°s physician was notified that the
documented evidence the Physician was notified resident continued to have loose stools on 6/16/15
per the Care Plan when Resident #15 had by the charge nurse,
continued andfor recurrent symptoms for C-DIf,
as avidenced by BM records,
. Observation, on 06/16/15 at 10:45 AM, reveaied . With regards to Resident #16, the sign on the door
i Certified Mursing Assistant (CNA) #10 leaving ! indicated the resident was in contact precautions
i Resident #16's room. Contlnued observation : {see citation in F157).
i revealad no evidence CNA #10 usad PPE while in: !
. ;iea;ggiiiﬁi;‘;ﬂf‘;uﬁ;‘fii f@nii‘;i fgﬁ?g With segards (o resident #16, the fact that the
. e i o1 - by : LSO et varidl
resident’s door did not clearly iden{iz’f’ Resident r%}defb fad a diagnosis of C-Diff vas shared e
| #16 to require contact precautions, Interview with - CNA #10 not only through report during the shift
CNA#10 at the time of the chservation revested change huddle, but also via the Point of Care
she was not aware if Resident #18 was ¢ {POC] electronic medical record systens (this
supposed to have contact precautions. inciudes resident Profile, the resident plan of care,
Obsearvation, on 06/16/15 at 4:52 PM, revesled as well as !;heyq;agneses hfﬁ}' Nursing ass;s[ants
CNA#12 failed to follow contact precaution BCCESS §nd utilize t%zesa resources eaci’lasfuﬁ to
- procedures related te C-Diff, inciuding the use of defermine each resident’s care neads. The care )
PRE, when she cared for Resident #16 In histher plan, which was available 1o CNA #10, reflected |
roem. inferview with CNA#12 at the time of the that this resident was under contact precautions.
abservation reveated the facility's process was to : :
i £ S is . ¢
- fég’;i gji S":?;iiﬁes?}oeogt;efgz;?ﬁz‘ﬁi ¢ i PPE was readily available to staff in the nurse’s
a | aware contact precautions were required for ook, ,
Resident #16. : !
With regards to resident #16, the fact that the
sSubsequent interview with CNA#12, on 06/16/15 resident had a diagnosis of C-INiff was shared with
;‘?f:;i?n ;:t’: rf:f:ﬁg;;mﬂh?;si {neen 2"‘?‘*’9 of CNA #12 not only through report during the shift i
Resident #15‘: grior 1o Géﬁgﬁs,eﬁgrg fg{? s,h;) ' i ?hin,%e husid;ei%}i}{ ?ISC via the PG int Of%‘w
known of the resident's diagnosis of C-Diff. She |, (FOC; system (this includes resident Profile, the
resident plan of care, as well as the diagnoses Hist).
Mursing assistants access and utifize these
resources each shift o determine each resident’s
care needs. The care plan, which was available to
! | CNA #10, reflected that this resident was under
contact precautions.
fovo oo
Facility (D; {00259 If contindation sheel Pagd 1 of 255
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Fi8z2 Continuad From page 19 ‘ F282 PPE was readily available to staff in the !
_ stated PPE should have heen available at the nurse’s nook.
entrance to the resident's room and she should
have wern a gown as well 25 gloves, as care All marsing staff will be inserviced as of
; planred, for folieting the resident. 7/31/15 by the ADON, staff educator, nurse
: manager, MDS / RAT nurse, or nursing
! , Aninterview with the Nurse Manager, on | supervisor reminding them that they are to
‘ QEME/15 at 4:58 M, revealed Resident #16 was refer to the POC system to determine specific
L under cgn‘tfacz Qrecautsons. She stated i was the care needs of each resident each shift, ;
responsibitity of the nurse managers lo place a
"Contact Precautions” sign on th i ! ¢ o s . . _ - ;
and to notify staff in the ’%uddie rigfr?“’deefiiwzd{m A‘I ! !I:a.cihiy ssaff will b{? zr;ser.vmea a8 G,I
resident’s condilion and necessary precautions. - 73 o 13, regarding the iniECti.Ofl control
She acknowledged Resident #16 was rot clearly protocel required when providing care for a
identified to require contact precautions. resident that requires more than Standard 5
Precautions. This includes a sign placed on the

residents door that reads “Please See Nurse
Before Entering”. The nurse will then give

- Interview with the Assistant Direcior of Mursing
i (ADON)/Infection Contral Nurse, on 06/16/15 at

g S;TS PM, revealed Resident #16 was care them additional information regarding
Diaﬁﬂeq when ‘readmiti@ﬁ to the faciiét_y‘ tc have an infection contral procedures.  If at any time
active disgnosis of C-Diff. She stated the they are unclear as to why the sign is in place,

. resident was placed on contact precautions and thew are expected to see the nurse hefore
all staff were notified in the faciity's "Huddie” S G At e o cod b

rmigeling of the resident's care nesds. She further eﬁt?ri}?g' Phis s Wil be conducted by
stated Resident #16 no longer needed contact their cepartment dxrec:oz, depariment
precautions because hefshe was without aclive | Supesvisar, ADON, staff educalor, urse
diarrhea, Continued interview revealed i the - manager, or MDS / RAT nurse

This Inservice also included the proper use of

resident had active diarrhes, staff should wear =

gown when assisting the resident (o the toiist, PPF and where it 15 located.

Further interview with the ADON, on 06/ 7/15 at | All purses will be inserviced as of 7/31/15 by
i 5141 P, revealed she had not been informed ‘ the ADON, staff educator, nurse manager,
that the resident’s symptoms had retumed. She MDS R_AJ nurse, or aursing supewisc?r that
stated i was the responsibiity of the nurses 1o ¢ the physician must be notified when the
notify the Physician and continue with contact | resident has Ch;}ﬁfiﬁ_iCi_d a change in condition

precautions. She further stated PPE items ’

should have been placed outside the door of the :
resident. Confinued interview revealed, based on ! |
the resident’s BM repord, the resident st may

have C-Diff. and the CNAs falled to follow ha ! ! - .
; ;
Event Id; EFQC11 Facility 1D: 100259 i contintation seet Page?~hat (0 3
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F282 Continued From page 20 ¥282 All residents requiring contact precantions
facility's pracess and Care Plan for contact have the potential to be affected. On
pracautions as it related jo C-Diff and the care of 6/18/15, an audit was completed by the
{ Resider| #18. She alas stated the facility fsiled in Neighborhood Nurse Managers to ensure
'its implemeniation of care plan interventions o all residents with C-DHFf and MDRO had
natify the Physician when the symptoms of C-Diff signs placed on their doors stating “Please
: returned for Resident #16. Further interview See Nurse Before Entering”. On 6/18/15
| i’evealed @ concern of the spread O.f the infection and 6/19/15, the MDS nurses reviewed the
to other residenis if proper precautions were not . .
* foliowed. care plans for all residents with C-Diff and
{ or MDRO if needed, the care plan was
Interview with the Director of Nursing (DON), on apdated to reflect the need for contact
COBITIE at 6113 PM, revealed the facility failed fo precautions.
follow the Care Plan as it refated io C-Diff. notify
- Ihe Physician when Resident #16 had & return of |
" symptoms for C-Diff Infection. She further slated
: the faciity falled to
i 2. Review of the medical record revealed
Resident #6 was admilted by the faclity on . . .
D6/21/11 with diagnases which includeg Anemia, With regards to Resident #6, the dietary
" Debifity, Alzhetmer's Dissage, Disbetes, Chronic supervisor was contacted by the nurse
Kidney Disease, Chronic Heart Failure, and Right * manager on 6/19/13 t ensure that the
Side Hemiplegia (Weakness of the entire right magic cup was available with each meal
¢ 7 side of the body), Review of the Cuarterty i per the plan of care.
i Minimum Data Set Assessment, dated 05/05/15,
revealed the facility assessed the resident to be All residents receiving a magic cup with
- severely cognitively impaired. Resident #8's | meals have the potential to be affected. On
comprehensive Care Plan reveaied the resident | 6/18/13, all residents with magic cups were
was at sk for szgnz‘ﬁcan‘i weight foss and . identified by the Nurse Manager. Dietary
nuiritional interventions included the directive 1o y = .
offer Magic Cup (a nulritioral supplement) at was msuke‘.d o ensure that [hf: agie
; junch and supper. cups are avaaiat?ifs at cach meal for each
resident per their plan of care.
Cbservation of the evening meal sarvice on
0B85 5t 503 pfuf and the noon meagl service All ﬂﬁfﬁiﬂg and dietar Y staft will be
. on 0B85 al 1245 PM, revesled Resident 28 inserviced as of 7731/ I:} by their
had no Magic Cup supplement served with the department manager or supervisor, or
meats, nursing superviscr, staff development,
nurse manager, MDS nurse of ADON that
the magic cup is to be provided as part of
the meal, not 23 a supplement based on the
percentage of the meal consumad,
L W
Facility 1D 100269 I comtimmation shest Paye £ bof 7
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7282 | ° Continued From page 21 F282 Monitoring of care provided according to
- interview with Licensed Practical Nurse (LPN) #4, the care plan will be completed weekly by
| on 06/15/15 at 5:00 PM, revesled the Care Plan the murse manager, MDS nurse or ADON
was not followed when Resident #16 did not by reviewing facility activity reports to
receive Magic Cup with his/her meals. She identify pertinent changes. Audits of at
stated the supplement was always supposed to teast 10 orders per week per neighborkood
be given wih funch and dinner. will be completed each week by the nurse
; ) f e manager, MDS nurse or ADON, Al
Interview with the D;eifman, on 06/19/15 at 1080 audits will be giver to the ADON/OA
AN, revealed the Magic Cup suppiement was a foren = .
o . . Nurse so that a weekly audit can be
_nudritional intervention to ensure the resident got leted and, if any, tronds identifed
additional calories o help prevent weight loss, compieted and, 1t any, rends identilied. !
The Distitian reported staff were not foilowing the - . . . .
I - Care Plan if the supplement was not offered with the ADON/QA Nurse will comp e t,ﬁéfse
I the designated meals. audus.on z weekly basis beginning 8/3/15
. . and will continue weekly for 4 weeks. The
Interview with Registered Nurse (RN) #4/Unit audits will continue monthly for 6 months,
Manager (UM), on 06/19/15 at 4:24 PM, revealed :
“the care plan intervention was to offer Magic Cup The ADON/QA Nurse will provide the
f”f lunsh and dinner. RN #4/UM stated staff was IXON a summary of the audit information
to offer the suppiemment and encourage the on a monthly basis, in conjunction with the
rasident fo eal # during mesis because the ; QA/PI process.
resident needed the extra calories from the Magic |
| Cup. She reported if the supplement was not This facility bas QA/P] meetings monthly.
I given wilh the meal, staff was not following the . : : . ’
| care pian 1 Audits concerning care being provided
' ¢ according to the care plan will be
interview with the Directer of Nursing (DON), on reviewed at the regular QAP meetings
06/19/15 at 5:13 PM, revealed the Magic Cup and, as necessary, at any subsequent
was a care plan intervention put in place to help special meeting called during the review
preven! weight loss. She acknowiedged siaff dig | period to insure ongeing compliance.
‘ not follow the Care Plan when the supplement
was not served with every lunch and dinner meal, | .. .
| F325 | 483.25() MAINTAIN NUTRITION STATUS The DON is responsible to ensure s
S5=D UNLESS UNAVOIDABLE compliance with the provision of care
according to the care plan. This topic will
Based on a resident's comprehensive ; be reviewed and analyzed at cach QA/PI
assessment, the facilify must ensure that 3 ' meeting during the review period and
resident - based upon analysis, subsequent plans of
correction will be developed and
implemented as necessary.
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{1) Maintains accepiable parameters of nuiriticnat
status, sueh as body weight and protein levels,
unfess the resident's ciindcal condition

" demonsteates thal this is not possible: and
(2} Receives a therapeulic diet when ihere is a
nutritional problem,

This REQUIREMENT s not met as avidenced
by
Basad on observalion, interview, record revigw

" and review of the faclity's policy, § was
determined the facility fsiled to ensurs residents

. mainiained scceptable parameters of nutritional
status, 1o the exient possible, for ene (1) of
wenty-ning {29} samplad residents {Resident
#8), as evidenced by the facifity's failure lo ensure !
the Bletician's recommaendead nutritional
supplement intervention was foliowad, In !
addition, the faclity failed to Inform the Physician
and the Dietician of 2 significant welght foss, and
fafied Lo inform the Dietician of a change In the

"resident's therapeutic diet, per family preference,
Tromy Mechanical Soft to Reguler Diet,

" Resident #6 had a histary of weight loss and had
an inlervention lo receive the supplementai
“Magic Cup” al lunch and dinner. However, tha
resident was not always provided the Magic Cup
during meals. The Dietician was nol made aware
i of 2 shange in Resident #8's mechanical sof
therapeutio disl, ordered 05/02/15, 1o allow
. deviation for comdart foods related to palliative
“carg and the family's request. In addifion, the
Dietician and the Physician were nod notifled
Resident #6 had a significant weight loss when
weighed on 08/07/15.

UNLESS UNAVOIDABLE

Rosedale Green is committed to maintain acceptable
paramefers of nutritional status, such as body weight
and protein tevels, unless the resident’s clinjeal
condition demonstrates that this is not possible; and (2)
receives a therapeutic diet when there is a nutritional

probierm.
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P The findings include:

' Review of the faciity's poficy tiled "“Weight

- addressed, and communicated to the Distician

- Further review revezied weights were to be

“be compared (o prior welghts in order 1o idaniify
s progressive weight changes. Furthermers,

' significant weight loss as a 5% change in ona {1

10% change In six (6) months.

- Resident Condifion, Farnily and Physiclan

' was expected the Physician would be notified, as
- soon as feesibly possible, regarding any

 stalus. Furthermore, notification of the Physician
was 10 be documented in the medical record.

. Reviaw of the medicsl record revealed Resident

" #6 was admilied by the Tacility on 08/27/11 with

. dlagnoses which included Anemia, Debility,

" Alzheimer's Dissase, Diabetes, Chronic Kidnsy

; Disease, Chronic Heart Failure, and Right Side

" Hemiplegla (Weakness of the entire right side of
i the body). The medical record noted the resident
was on palliative care, as of D4/24/15, with no

" aggressive lreaiment per famnily wishes. Review

. of the Quarterly Minimum Data Set Assessment.

Changas", revised date 11/11/13, ravesled
changes in weight were to be monltored,

and the Physiclan for evaluation and possibie
inferventions, Continued review of the policy
revealed the residert was o be assessed 1o
determine the cause of the welght change.

obtained at least monthiy, and sach weight was &

ancording to the policy, the faciiily defined

month, a 7.3% change in three (3) months, or a

eview of the facility's policy titled "Change of

Netification”, revised date 03/02/13, revealed # i

significant change in the resident’s physical

i

!
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F325 Continted From page 23 F225

The policy and procedure on Weight Changes was
reviewed on 6/22/15 by the Director of Nursing

. and the Dietitian and was determined 1o remain
appropriate,

The policy and procedure on Change of Resident

, Condition was reviewed on 6/22/15 by the DON
i and was determined to remain appropriate.

i
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Fils Conlinved From page 24
" dated 08/05/15, revealed the facility assessed the
| resident o be severely cognitively impaired.
| : Resident#6's comprehensive care plan reveaiad
the resident was at fsk for significant weight loss
. &nd had nufritionai care plan interventions to
“include Ihe foilowlng: monthly weights: and offer
Magic Cup at lunch and supper reiated to weight
loss.
1. Observation of the evening meal service, on With regards to Resident #6, dietary was
06/16/18 af 5:03 PM, reveaied Resident #6 hiad a contacted by the nurse manager on 6/19/13 to |
regular textured meal which included a sandwich, ensure that the magic cup was available with
' pea salad, pasta salad, and sherbet; however, no | each meal per the plan of care,

Magic Cup suppiement was served. i
All residents receiving a magic cup with :

meals have the potential to be affected. On

 Additional observation of meal service, an

AR e i Py . ) :
gﬁf 18/15 at 7‘2“2} PM, {e;e;ied R;esfde?t 36 was 6/18/15, all residents with magic cups were
: 2 iy g 3 i f H i . . -

Ut Supervised/assistad by staff with the meat, idemified by the Nurse Manager. Distary
which included besn and ham soup, carrots, :
cornbread, and cake, but no Magic Cup. was consulted to ensure that the magic cups

! ! ' are available at each meal for cach resident
2 : ihsy £ -
Observation of the resident's meal ticket revealed | per theix plan of care. Staff werealso
! Magic Cup was fisted under the section which ‘ nstructed how o obtain a magic cup if one is
‘ not provided with the mea! fray.

l indicated the resident’s likes.

All nursing and dietary staff will be

“Interview with the Unit Cocrdinator Clerk, on
inserviced as of 7/31/13 by their department |

D8/18M1 & al 12:45 PM, revealad she routinaly

; assisted Resident #6 with meals. She siated the manager or SUperviser, or nursing supervisor,
“resident did not have a Magic Cup supplement at staff development, nurse manager, MDS
this time, but she would offer the Magic Cup nurse or ADON that the magic cup is 0 be
! oy . : at the x :
’ :i?f dtzzizbig?; :f eu;as not ealing because it provided as part of the meal, not as a
- - ' supplement based on the percentage of the

meal consumed.

" Interview with Certified Nursing Assistant (CNA)

P #13, on 068/18/15 at 1:08 PM, revealed when she i . o _ ,

 assisted Resident #6, she offered the Magic Cup - Adl nursing statf will be inserviced as of

| at the beginning of the meal: ¥ the resident i | 7/31/13 by the nursing supervisor, staff

i refused, she didn't always serve it uniess | development, nurse manager, MDS nurse of

Resident 46 did not 2at much of the meal. ADON on the policy regarding weight

changes, | .
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325 | Confinued From page 28 F325 Momtoring of care provided to muintain
nutritional status will be completed weekly

i ! Interview with Licensed Practical Nurse {LPN) #3,

| on 00/18/15 at 12:54 PM, revealed Magic Cup
was sunposed to be offered at funch and dinner
meals because i provided exirz calories. The
LPN stated Resident #8 had no Magic Cup

- supplement at this tme because stall were
probably waiting to offer it al the end of the mesi
since the Magic Cup was not as nutritious as the
meal. LPN #3 reported the meal ticket lisied
Magic Cup under "likes", whish indicated it was

" sometiing the resident liked to have: however,
she reported steff were aware lhe resident had
experienced weight loss and staff typically offerad
the Magic Cup at the end of the meais.

| interview with the Dietician, on 08/19/15 at 10:30

‘ AM, revealed the Magic Cup supplement was a
nutritional intervention to ensure the resident got

" additiona! calories, and was inlended io ensure
the residen| received Magie Cup with meals. The -

- Digfician revealed the supplement was not

" supposed o be offered based on the percentage
of the meal consumed, but wes provided for

; additional calories {o help prevent weight loss.

Interview with Registered Nurse (RN) #4/Unit

" Manager (UM), on 06719715 at 4:24 PM, revesled |
staff were supposed lo offer/encourage the Magic
Cup supplement during meals, not after meats, to

: provide exitra calories. RN #4/UM revesled failling
to provide the exira caiories contained in the

_ Magic Cup had the pelentiai o impact the

- resident's nuirition negativaly,

< Interview with the Direcior of Nursing (DON), on

0B/18/15 &t 513 PM, revealed staf ware 1o
provide the Magic Cup with lunch and dinner as
an intervention to pravent weight loss.

by the nurse manager, MDS nurse or ADON
by reviewing facility activity reports to
identify pertinent changes. Aundits of at least
15 sutrition related orders per week per
eighborhood will be completed each week
by the nurse manager, MDS nurse or
ADON. All audits will be given to the
ADON/QA Nurse so that a weelkdy audit
can be completed and, if any, trends
identified.

The ADON/QA Nurse will compile these
audits on a weekly basis beginning 8/3/13
and wili continue weekly for 4 weeks. The
audits will monthly for 6 months.

The ADON/QA Nurse will provide the
00N a summary of the andit information on |
a monthly basis, in conjunction with the
QAP process,

This facility has QA/PT meetings monthly.
Audits concerning care being provided o
maintain nufritional status will be reviewsd
at the regular QA/PI meetings and, as
necessary, at any subsequent specia)
meeting called during the reviaw period to
Insure cngeing compliance,

The DON is responsible to ensure
complisnce with the provision of care
according to the care plan. This topic will
be reviewed and analyzed at sach QA/PI
meeting during the review period and based
upon analysis, subsequent plans of
correction will be developed and
implemenied as necessary. A 1
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2. Review of weight reports for Resident #8

reveaied on 08/07/15 the resident's weight was

1B3#%, and was flagged by the sysfem because

; the percent weight change in thirty (30} davs was

| not in the acoeptabie range. Continued review
revealed a 6.3% weight loss from 08/2945 when
resident's recorded weigh! wag 174 pounds.

“ According to the facility's policy, this was a
significant change in weight. Further review of

*recerded weights revealed when the D6/07/15
weight was compared to the 03/04/15 weight of

! 185 pounds a three (3} month significant waight

i loss of 11.0%, and when compared o the

| 12/13M4 weight of 198 pounds there was a six

i . (8} month significant weight loss of 17.7%.

However, there was no documented evidence the

faciiity notified the Physician or the Dietician of

the weight loss.

Further irterview with the Dietician, on 08/19/45
at 10:30 AM, revealed If the 08/07/15 weight
triggered Joss nursing should have notified her.
The Dietician staled Resident #8 was on paliiative
care and the weight loss was expected. She

i further siated she should have been notified of

i the weightloss by nursing in a timely manner,

f i, The Dietician reported when weight loss was

i | reported she assessed the resident's nutritional
intake, laboratory resulis, medications, weight
history, appetile, and supplemental intake, and

_ coflzborated with nursing to determine

on palliative care,
| 5:13 PM, ravealed Resident #5's weight loss was

expected due o the resident's medical condition,
Continued interview reveated if welght loss was

1 appropriate interventions, even if the resident was

Continued interview with the DON, on G195 at

ROSEDALE GREEN
Ky ID SUMMARY GF STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION (EACR (X5
PREFIX {EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION

TAG REGULATORY GR LEC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE BEFICIENCY) DATE
¥325 | Continued From page 26 F325

All residents are weighed monthly, unless

otherwise reguested by the interdiscipiinary
teamn. The distician reviews these weights
entered into the medical record each month.

The dietitian was notified of resident #8°s

i mew weight change on 6/18/15. The
Detitian reconunended the following: “dic
routine monthly wis as loss continues
despite supplementation/interventions and
further wi loss may be unavoidabls given
dx/POC- potified nurse to fu with i
ME¥family. Seaff to encourage snacks/fluids |
throughout the day and work with ID7 to
maximize comfort.”. The physician was
notified and order was obtained to dic
monthly weights due o expected decling,
but weights continue © be obiained due 10
family wishes.

| Any resident with a change in condition,

| including weight loss, has the potential to be
affected if this policy is not followed,
Therefore, ali staff whe report changes in
condition to the physician or dietitian will be
inserviced by 7/31/15. These inservices will
be given by the Nurse Managers, ADON,
MDS/RAL nurse, staff development and
Nursing Supervisors and inclade the ;
expectation that staff moniror for and notify |
the physician and dietitian when an ;
| appropriate change in condition has been
[ identified.
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¥325 Confinued From page 27 F325 Monitoring of physician and dietitian
identified, staff were supposed o re-weigh the notification of changes related to weight
rasident for accuracy, and nedfy the Physician changes will be cm};pieted weekly 1};
. and the Dietician to alfow them lo determine any et i P i
interventions. — reviewing the facility weight reports to
identify pertinent changes, Audits will be
3. Observalions of meal service, on G6/16/15 at completed cach weck by the neighborhood
5:03 PM and an 0B/18/15 at 12:45 PM, revealed nurse manager or ADON. All audits will be
Residant #8 was served regular texturad meals given 1o the ADON/QA Nurse so that a
i and not pureed texture. Observalion of the weekly audit can be completed and, i any
resident’s meal lcket revealed Pureed Diet, but trend ~ dentified ’ :
_includad under insiructions "may deviate from ends identiied.
‘pureed dipt", ) i
The ADONAQA Nurse wili compile these
Record review revealed an order, dated 38/02/18, audits on 2 weekly basis beginning 8/3/153
fo aliow deviation from diet for comfornt and wili continue weekly for 4 weeks. The
foods/fuids related o pallistive care. audits will monthly for 6 months,
Further interview with the Dietician, on 08/19/15 . .,
at 10:20 AM, she was not aware of the order Fhe ADON/QA Nurse will provide the
allowing & regular diet ungl she read a progress DON a suramary of the audit information on
note daied 08/18/15. The Dielician revealed a monthly kasis, in conjunction with the
- inerventions were imitad with a Puread Die!, but QAJPI process.
there was a breakdown in communication whan ;
she was nol made sware the resident received a D i il hy : i ]
regular diet, which aflowed more intervention Th:svfa\,z;n} ha‘? QAJ[P.I ;nee_tmgs monthly.
_oplions, Audits concerning notification of changes
refated to weight changes will be reviewed
. Eurther interview with the DON, on 0819415 at at the regular QA/PI meetings and, as
513 PM, revealed staff were suppesed to nofily necessary, at any subsequent spesial
, i@feft;?afé?;iﬁi &; i\ga;g’j:i v;;asi sigﬁed meeting called during the review period o
483.350) FE} GDE f;'P,OVCafR;E fesiment. insure ongoing compliance.
g [T N , i30S
g ; 71 STORE/PREPARE/SERVE - SANITARY
=
The facility musi The DON is responsible to ensure
(1) Procure faod from sources approved or compliance with notification of changes.
il B MY M . ay . ¥
considersd satisfactory by Federal, State or local | This topic wili be reviewed and analyzed at
autherities; and each QA/PT meeting during the review
period and hased upon analysis, subseguent
plans of correction will be developed and
implemented as necessary.
AT IR v
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¥371 Fi71 | 483.35(1) FOODPROCURE, 8/3/2013
STORE/PREPARE/SERVE — SANITARY

1. Continded From page 28
{2} Slore, prepare, distribuie and serve faod
under sanitary conditions

Rosedale (Green is commiited to procuring food
from sources approved or considered satisfactory
by the Federal, State, or Local authorities; and o
stors, prepare, distribute, and serve food under
sanitary conditions.

This REQIIREMENT s not met as evidenced
by:
Based on observation, interview and review of
the facility's policy, it was determined the facility
falled lo ensure food was stored under sanitary
: conditions as evidenced by cbservation of insects
in\he kitchers by the dishwasher area,

The findings include;

- Review of e facility's policy titled; "Food Tt 4 ; {3
h X ' 12 policy and procedure on Food Storage was
Storage” fast revised date 04/26/10, revealed - :p?ldi 2;1 p;)*- ot : qug‘ng S é & .
- foed was kept safe and stored by mathods "ef 15:}}:3 B € LRG0 Of LIEiary Services on
6/17/2015 and was determined to be appropriate.

designed fo prevent contamination,
On 6/17/2015 when the insecis were noted near the

Ubservation with the Dietary Manager (DM}, an
dishwasher area the Environmentai Service

08/17/15 sl 2:54 PM, revealed twa (2) insects

; were observed near the dishwasher area. The Director was requested to contact the facility’s
insects were trapped in a plastic cup, by ihe Pest Control Vendor ’
surveyor, and given o the Dietary Manager. In R R
addition, another insect was observed in the area ., - ; ;
at approximately 3:00 PM. Ag noted, the Pest Control Technician was in the
facility on 6/18/2015 to provide additional ;

ireatment o the dishwasher area. The technician

interview, on C6/17/15 at 3:00 PM, with Dietary
reported © the OIG survey that he was in the

Aide #1 revealed she onfy workad in the dish

i:gggfﬁ;&iiﬁggii&;%gﬁ f:f Aot seen any j facility twice a month and he always felt the
: fwice a day. ; kitchen looked very clean and that he felt the
| Interview with the DM, on 08/17/15 at 3.1 PM | insects more than likely arrived at tie facility
' and at 3:20 PM, revealed there was not supposed : | through the delivery (farge cardboard boxes)
o be any insects in the Kichen and a5 scon as process,
N8 fg
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SOMAcne saw a bug they were supposad 1o call
. pest control. The DM reporied there was
potential the bugs could get into food, #t wes an i
- infection controf issue and was going ta repant the |
insect sighling to the housekesping supenvisor o
call pest control.

Further abservation and interview with the DM
and Dietary Direclor, on 06/17/15 a¢ 8:38 PM,
revaaled there were & few bread particles an the
floor by the cooking area. The DM revealed the
area was supposed o cleaned by the day cook
prior to the end of the shift, b didpt appear ke
it was cleaned and that could atfract ougs. The
Dietary Direcior raveaied insects wers not

. Supposed 16 be in the kilchen area and they
mopped floors at night and day shilt was

- supposed 1o sweep the floors befors they lefi at
2:30 PM,

Interview, on 06118715 af 11:08 AM with the
Dietary Aide #2 reveaied they swent the floor
around the baking and cooking areas Teutinely,
tut had not swept the area behind the machines
yastarday (08/17/15) beceuss i was hard to
sweap around the machines, Further interview
willy the Dlefary Alde revealed she had never
seen any bugs, bul sweeping helpad ksep food

" sources away from bugs.

interview, on 0B/18/15 al 12:30 PR with the Pegs
Control Techrician revealed the insects were
roaches which probably came in with food
products brought into the facliity. He stated food
products and grease can aliract bugs and it was
important 1o keep the area clean, He raported
thay came twice a month and the kilchen lacked
clean.

of Dietary or Dietary Supervisors on the
procedure to follow il a bug/pest is sighted in the
dish washing, food preparation, [vod storage or
food serving area, This in-service will be
completed prior 10 7/3172015,

The master cleaning schedule for the kitchen is
current being revised by the Director of Dietary
and will be completed by 7/24/15,  All dietary
staff will be educated on the updated Master
Cleaning Schedule prior to 7/31/13 by the
Director of Dictary or Dietary Supervisor to
ensure that floors are routinely receiving a deep
cleaning and to increase monitoring for pest
sightings.

Dietary Aide #2 was inserviced on 6/18/2015 by

sweeping the floor, including the area behind the -

i machines.

Monitoring of the kitchen for pest wili be
completed daily by the dietary stff. The Dietary
Supervisor will complete audits of all kitchen
areas including dish washing, food preparation,
food sterage or food serving area on a weekly
basis, The Dietary Supervisor will provide the
Dietary Director a sumimary of the audit
information on a monthly basis, in conjunction
with the QA/PI process.

This facility has QAP meetings monthly. Audits
concerning the physical environmenyt, specificaily
the shower rooms and resident bathrooms will be
reviewed at the reguiar QA/PT meetings, and as
necessary, at any subsequent special meetings
called during the review period to ensure ongoing
compliance.

the Distary Supervisor on the proper procedure for |

a3 16

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ACTION SHOULD BE CROSS-REFERENCED TO THE
TAG REGULATORY OR LSC IDENTIFYING RNECRMATION) TAG APPROPRIATE DEFICIENCY) BATE

F371 * Lontinued From page 28 it All dining staff will be in serviced by the Director

H

i

" o
i consiuation sheet Page :_}g)f g&g

FORM C MS—E;567(62-99} Fravious Versions Ohsoloie

Evert Id: EFQCLI

Facitity {D; 106269



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICHS

PRINTED: 07/67/2815
FORM APPROVED
OMB NO. 6938-0391

(X3} DATERURVEY

STATEMENT OF DEFICIENCIES

(xI} PROVIDER/SUPPLIER/CLIA
DENTIFICATION NUMBER:

{x2} MULTIPLE CONSTRUCTION

COMPLETED

AN FLAN OF CORRECTION

!
|
|
l 185225

A BUILDING

B. WING

)
| 06/19/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 21F CODE
42530 GLENN AVENUE
COVINGTON, KY 41415

X3}

ROSEDALE GREEN
SUMMARY OF STATEMENT GF DEFICIENCIES

(X43iD
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAD REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION
SHOULL 8E CROSS-REFPERENCED TO THE APPROPRIATE
DEFIIIENCY)

COMPLETION
pATE

| 371

1 Continued From page 30

! Inferview, on 08/19/15 at 5:08 PM, with the
Administralor revealed she had been made
aware they had some bugs down in the kilchen
by the dishwasher area, but not the foad

" preparation area, during the survey. The
Administrator revealed they kept food coverad
and wrapped [0 prevent contamination but there
was the polential of an infesion controf concern
with the bugs.  Further interview revested bugs
were one reascn it was imperiant io keep the
kilchen clean and follow the cleaning protoonl,

F443 + 483.68 INFECTION CONTROL, BREVENT

S§=F ¢ BPREAD, LINENS

The fachity must eslablish and maintaln an
frfection Contrel Program desinned to provide a
safe, sanitary and qomforiable environment and
o help prevant the development and fransmission
of disease and infection.

(3} Infection Contrel Program

Tha faciilly must establish an Infection Contral
Program under whick it -

{1) Investigales, controls, and prevents infections
in the faciity,

{2} Decides what procedures, such 2s nolation,
should be applied {o an individual resident; and
{3} Malntains & resord of incidents and corrective
sotions relaled to infections,

{0} Preventing Soread of Infection

{1) When the Infection Conirol Program
determines that a resident needs isclation o
prevent the spread of infection, the faciiity must
isoiate the resident.

{2) The facility must prohibit employess with 2
communicatle disease or infected skin lesinns
fram direct contact with residents or their foed, If

The Director of Dining Services is responsible for
ensuring compliance with a safe, clean, comfortabie
homelike environment.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

Rosedale Green is committed to estabiishing and
maintaining an Infection Control Program designed to

|
Byant Id: EFQCHL

provide a safe, sanitary and comfortable environment
| and to Lelp prevent the developinent and fransmission
of disease and infection,

Facility [ 100269
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; Continued From page 314

direct contact will transmit the disease.
{3} The facility must require staff to wash their
hands after each direct resident contact for which

. hand washing is indicated by acceptad
" professional practice.

“{e) Liners

Personnel must handle, store, process and

. ransport linens 3o as to prevent the spread of

infection.

_This REQUIREMENT s not mat as avidenced

by

Based on observation, Inlerview, record raview,
and review of facliity's policies, it was determined
the faciiity failed 1o establish and mainizin an
Infection Conlrol Program designed fo provide a2
safe, sanitary and comforiable environment and
to help prevent the development and
ransmission of disease and infagtion for pine (9)
of twanty-nine {29) sampled residenis {(Residents

CELHD UG, 47, H9, B0, #16, #28, and 8273 and
“fifteen {18) unsampied residents {Unsamplad

Residents A, B, CDUEF G, H, 1L J K L M N,

O, and P).

The facility Talled to have an effective system in
place ta moniter the disinfection of the whirlpoo!
(wip) tubs. Interviews with staff on the First and
Second floors of the facility revealed they were
unawaie of how o properly disinfect the five (5)
whirlpol wbs In the facifity and were not using
the disinfectant per manufacturers

. recommendations. There was no evidence of

staff aducalion on hire or angoing related to

Resedale Green consistently monitors and reviews
infections for patterns and trends on a monthly
basis and in day to day practice and has noted ao
issues with cross contamination. An audil was
completed by the Infection Control nurse on
6/19/15 of residents #3, #7, #5, #10, £#27, and A,
B,C,D,EF.GHI,LE L MNOQO, ANDP
and no issues were noted with cross

| contamination.

Of the 3 whirlpoo! tubs in the facility, one was out
of service at the time of the swrvey and another

was taken out of service during the survey due to a

crack in the compariment area that stores the
shampoos and disinfectant.

Seaff education is provided by the staff
development covrdinator upon hire to nursing
assisianis, documentation of which is included on
a Skills Checkiist completed during training, This

information was shared with surveyors during their
| visit.

1
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Fad1 Cantinued From page 32 F443 In additien, instractions for disinfecting the
whiripool tubs was displayed on the wall at the

catheter care for Resident #10, ravealed the
, Ceriified Nursing Alde (CNA} faled to pull the

disinfecting of the ubs. In addition, there was ne

' system in place io ensure the chemical in the

iubs was al the right leve! and no person was
responsgible for checking the amound of cieaning
chernical in the lubs. Interviews and record
reviews revealed the following residents were
using the whirlpeol tubs: Unsampled Residenis A,
BCDEEGHLLKLMN QandPand
Residents 83, #7, #9, #10, and #27,

Also, observation of Resident #10 revealed Fotay
catheter wwbing was touching the fioor an wo {2

separala? oocasions.

Observation of indwelling urinary catheter
irrigation for Resident #1¢ revealed the Licensed
Practical Nurse {LPN) irrigated the cathater with
Normal Saline; however, then attached the used
urinary drainage tubing 1o the catheter instead of
aflowing the fluid 1o drain back into the basin as
per faciity policy. I addiion, the nurse raised
the urinary dralnage bag above body leval
causing the urine to backflow after the catheter
Irrigation. After the irrigation of the indwalling

- urinary cathetar, [he nurse then without removing

the soifed gloves and washing hands, adjusied
the side rail and lowered the bed using the bad
conirol with the same soiled gloves.

i addition, observation of indwelfing urinary

resident's foreskin back down after catheter cars,
and failed to wash her hands after the crocedurs,
prior to exiting the room.

Observation during initial tour revealad four {4}

rooms with Gxygen tubing or Hand Held :
Nebufizer's {HHN'S) lbing not bagged and not in

head end of each whirlpool tub.

The policy and procedure for disinfecting the
. whirlpoot tubs was reviewed and updated by the
DON on 6/18/15. Updates included specific

clarification of the use of sani-wipes for
cleaning the tbs that have jets,

With regards to Resident #10, an audit was
completed by the Infection Control Nurse on
6719715 and no negative outcomes were noted
related to the catheter bag having been noted on
the fleor, from the nurse having re-attached the
catheter tubing allowing the nommal saline to
flow inte the catheter bag, or from the cathater
bag having been lifted above the level of the
bladder {according to the nurse, the wbing was
not attached (o the bag at the time), or Fom the
forasidn having not been pulled back into place
after catheter care.,

instructions related w each type of tub as well as

i i
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use during the tour,

.? . Resident #18 was 10 be in contact isolation for

Clostricium Difficile {C-Diff} (2 very sonlagious
bacterial organism that causes an infection of the
intestinal tract), however, there was no signage
“on the door or Personal Protective Equipment
(PPE) readily accessible. In addition, the CNA
caring for the resident was unaware the resident
was to have precautions reiated to C-DIF, Also,

“although the resident had stopped having lvose

. Stools and was being lreated with medication, the
Physician was not nolifisd when the residens

- again started having loose stools.

Resident #28 was being treated for C-Diff
however, there was no signage on the door lo

" alert staff, family, and visitors and thers was no
PRE readily sccessible for use.

Observation of a dressing change for Resident

#6 revealed the nurse placed the clean dressing
on the table priot to the dressing change instead
of using a barrier.

Observation raveaied coor nandwashing and
#1.
The findings include:

Raview of facilily's "Nursing nfection Conrol
Procedures”, undated, revesled oroper infoction
conltrol procedures must be maintained at all
times fo ensure the well being and safety of the
Residents. Our residents are highly susceptible
“to finesses due to chronic health conditions,
weakenad immune systerns, poor nuirilionalifiuid
"intake and inadequate sleep, ete. If we ars not

1

glove use during & skin assessment for Resident

The polivy and procedure on Nursing
Infection Centrel Procedures was
reviewed on 6/22/13 by the Infection
Contrel Nurse and the DON and was
determined to remain appropriate.

If comtinuation sitest Fage$ L!c{b}{
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careful in the practices we use, we can increase
- the risk of spreading infections o the residents
and throughout the facility.

1. Review of Facllity's “Cleaning and Disinfecting
" of WhirlpoafTub policy and procedure”, undated, .
. revesled all equipment must be cleaned and
sanitized after each resident's use te insure a
safe and sanitary environment for alf residents.
Review of the procedure revealed staff should
"emply the tub and remove any visible debris,
Whirtpool iubs have sanitizer set by manufacturer
to mix with the correst amount of water as it is
sprayed from the hose connection. Sanitizer
solution i two {2) oz per galion of water: Spray sl
hard surfaces with sanitizer spray using a elean |
- cloth to remove any debris noted, then spray that
area again {after removad of debris) with sanitizer,
After all areas are sanitized iet tub air day, The
b Is now ready for use. Review of the seclion
for Alternate Sanitizer revealed to empty the tuh
. of water and remove any visible debris. Clean b
{heroughly with 1:10 bleach solution. Wine ail ‘
hard surfaces and let set two (2)-three {3)
minutes. Rinse thoroughly. The tub is now ready
Hor use. Continuad review for Alternate Sanitizar
. revealed to empty fub of water and remove any
visible debris. Clean lub thoroughly. Wipe all hard
surfaces with Sani-Cioth Germicidal Disposable
Wipe. Let Germicidal solution set for 2 minutes 5
on alt hard surfaces. Rinse thoroughly. The tub is
now ready for use, :

Raview of the Arjo "Symphony” Menufactures
Recommendations for Operating and Dajly i
Maintenance, undated, revealed 1o disinfest the
tub, the procedurs should be followed at the

STATEMENT OF DEFICIENCIES ]! {xfy PROVIDERSSUPPLIERALIA E (X2 MULTIPLE CONSTRUCTION (X3} Egﬂ’}fsgj{;\gi\"
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The policy and procedure on Cleaning
and Disinfecting of Whirlpoo¥Tub was
reviewed by the Siaff Development nurse
and the DON on 6/18/15 and was revisad
to include manufacturer’s specific
recommendations for each type of
whirlpool tub in use (Ao Symphony and
Rhapscdy Primo). The policy was
updated to include Information related to
the fubs automatic mixing of chemicals,
what to do if you have to manually mix
the chemicais, and that ¢leaning is
required at the beginning of the shift
before use, between uses, and at the end
of the shift when all whirlpool baths have
been completed for the day.

!

;
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end of the day. {1} Open the panel cover and
check that the Arjo Disinfection/Cleansr has an
ampie supply and the hose was connecled. (2)
Drain bath water and ringe sides and boliom of

" amply tub with clean luke warm water from the
white resident shower. (3) Detach the disinfectant
speay handle from the hook, {(4) Closea the drain.
{5} Press the disinfeciant spray button and spray

, disirfectant arpund the bath surface. {Tha

disinfectant pump will run for maxdimum of five (5

. minutes, but could be stopped when desired by

“pressing the disinfectant spray bution). (8) Aflow
twe {2} minutes for the disinfeciant to kill

« microorganisms. {For complete disinfection, read
the instrustions on the container), Use a soft

- bristled brush or disposable clothes/paper towels
to serub the bath swrfaces. If a brush was used,
it should be soaked in disinfestant, rinsed inr cold
waler and air dried afler use. {7} Open the drain
and rise b surfaces with clean waler from the
white handled shower. {8) Wipe the b with 3
clean cloth to remove excess water.

Review of the Arjo "RhapsodyPrimo”
Manufactures Recomnmendations raveaied the
Operating and Product Care instructions, dated
March 2003, stated the Arjo Cen-Kleen 1V, a
chemical, should anly be used for optimal

" performarice for this whirlpool/Stilfbath ang
Hydrosound. Continusd review of the
manufaclres recommendations revealed the
orocedure for disinfecting the twb should be
performed before the first bath of the day and

- ihen after every resident. Continued review of the
Manufastures Recommendations stated staff

. should make sure that there was an appropriate

- mixture of disinfectant liquid 1o the water by
means of checking the flow meler or state of the
water {for axample the smell, foam). Furher

|
i o
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raview of the Recommendations stated "staff

“would (1) Raise the bath fub o convenient

working height, by pressing arrow up bution on

the control panel. (2) Scrub and rinse ub and

accassories, i necessary, to ramove visible
tssue residus or fluids before disinfection. iy
Cloge the drainage plug. {4) Ramove Inlet screan

and clean it separately. (5) Remove ihe furnzhie

. hydromassage nozzie (Just pull it out). {8} Insert

the lreztment hose in the hydromeassage outiet,

{7} Press the automatic disinfestion button,

Automatic disinfection starts, The hydromassage -

aquipment wiil ba rinsed with Cen-Kleen IV for

“zbeut ten {10) seconds. {8) Direct the
- disinfectant spray handle againgt the boltom of

the bath twb. (9) Spray afl the baih iub, the foot

rest, the pillow and [ft with matiresses, if any, with,

the disinfectant sprayer. {10) Spray nio the

; surface overfiow cutlet and Into the holes whers
the inlet screen and hydromassage nozzle were
; placed, {When the realment hose was usez,

spray the outside tno.) {11) Press the disinfectant
button, and place the disinfectant spray handle

“under the id, (12) Scrub the tub using the

disinfectant at the bottom of the bath b, {13}

Let the Cen-Kleen 1V iake effect accarding to the |

recommendation label on the boille.
Recommended contact ime was ten {10}

minutes for Arjo Can-Kleen . The sysiem wouid|
" be bincked for using as long as the LED on the

disinfection bution was on, {14} Open the

- drainage plug. {15) The hydromassags

equipment was automatically rinsed with water

. when the prese! disinfections/cleaning tims has
"elapsed since the automatic disinfection button

was pressed the first Uma. {18) When

* disinfection was finfshed: {Remove ihe freatment

nuse from the quUick Soupling by pushing the hose !
"while puliing the hose brackst.) {17) Press the

e 7
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button for resident shower on the control panel,

and rinse bath fub and accessories carefully with

"the resident shower, (18) Examine twb and
accessarias o ensure removal of disinfectant.
Repeat rinte as needed, (18) Press the butlon
for resident shower on the control panel. (203
insert the deaned inlet screen, and make sure
that the area without holes was directed

 downward. (21} Examire b and accessories for

'vislble damage. (22} Lei the pillow dry with the
suclion cups upward at the boltom of the bath
tul, {23) Afler the last cleaning/disinfection for
the day, dry the bath b and accessories.

Raview of the "Cen-Kleen V" Cleansr and
Disinfectan! instruclions for use, undated,
raveaied the Cen-Kigen [V was 2 concentrated
prodguct and should be diluted for final use. Staff
was (o apply two (2) cunces (oz.) of Cen-lsen 1V

“ per one gallon of water with a contact tme of ten ;

{10} mirutes,

Review of the "Classic” Whirlpoo! Disinfectant

" Cleaner, undated, revealed the Classic was fo be

diluted with two {2} ounces of cleaner per galion

of water with 2 contact fime for disinfection of ten |

{(10] minutes and a Sanitizing lime of thirty (303

" seconds.

Revigw of the "Super Sani-Cloth” Germicidal

, Disposable Wips Instructions, undaled, revesled

it was a Premoistened nonwovens durable wipe
soniaining 2 quaterary/slcohot basad solution. It

- was recommended {or use of non-porous
" surfaces and equipment made of siainless sieal,

plastic, Formica and glass. Some organisms
were removed from the surface by thorcughty
wiping the surface with the wipe; howsever, most
remaining organisms were Kiiled within two {2}

, . ™ N 3
| ROSEDALE GREEN COVINGTON, KY 41013 ;
eI SUMMARY OF STATEMENT OF DEFICIENCIES () PROVIDER'S BLAN OF CORRECTION (EACH CORRECTIVE | oxa)
I OPREFIX | {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ACTION SHOULD BE CROSS-REFERENCED TO THE | COMPLETION
TAG | REGULATORY OR LSC [DENTIFYING INFORMATICN) TAG APPROPRIATE DEFICIENCY) DATE
Fa41 ! Continued From page 37 Fd41

Er .3 £l
if continuation sheet Page ) 1901 7 ¥

FORM CMS-I567(02-9%) Previous Versions Obsalale

Bwent Id: EFQCH

Facility 10 180268



PRINTED: ¢7/07/2015
FORM APPROVED

ONMEB NO, (938-0391
(X3} DATESURVEY
COMPLETED

DEPARTMENT OF HEATTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(x} PROVIDER/SUPPLIER/CLIA } 2y MULRTIPLE CONSTRUCTION

STATEMENT OF DEFICIENCIES
IDENTIFICATION NUMBER:

AMD PLAN OF CORRECTION
A, BUILDING

B6/1%/2018

185225
B. WING

STREET ADDRESS, CITY, STATE, ZIF CODE
4250 GLENN AVENUE
COVINGTON, KY 41015

NAME OF FROVIDER OR SUPPLIER

ROSEDALE GREEN
X4)1D SUMMARY OF STATEMENT OF DEFICIENCIES / i3] PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE (53
PREFIN | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | PREFX ACTION SHOULD BE CROSS-REFERENCED T THE COMPLETION
TAG OR LT IDENTIFYING INFORMATION] TAG ASPROPRIATE DEFICIENGY) DATE
Fddl FLortiued From page 38 Y441

minutes by exposure to the liguid In the wipe,

With regards to residents #3, #7, #9, #10, #27,

and A, B, C.D,EF, G H, [, LK L MN O,
AN P, an andit was completed by the ADON
on 6/18/15 and no issues were noted with cross
contamination of ESBL.

Chservalion, inferviews with the residents and
. staff, and review of the faciily's "Whirlpool
" Bchedule”, revealed Unsampled Residenis A, 8,
CODEFGHILLKLMN, G and P and
: Residents #3, #7, 28, #10, and #27 utifized the
Whirlpools. Additionally, Resident #10 was being
raated Tor Extended-spectrum Bela-lactamase
C{ESBL).
Maintenance was notifted by the nurse
manager on H/17/13 to assess the situation with
the whirlpool twh water being turned on from
the back instead of the tub area.

: Ubservation and intervisw with CNA #3, on
06/17/15 a1 9:55 AM, an Willow Gien within the
Wornen's bathvoom, which had the Ario

F"Symphony" Whirlpooi modef revealed ONA #3
was demonstrating to CNA#12 and several

; NuUrsing assistants on how to "diginfect the
Whirlpool. CNA #3 was observed o turn the
watar on from the back of the whirlpool, not from
the tub. She regorted she had turned the water
on this way for over three (3} years. She
continued {o instruct CNA#12 and the nursing

- assisiants on cleaning the wiirlpoal by stating,

CNA#12 and #3 were inserviced on /18715
by the staff development murse on the proper
procedure for cleaning and disinfecting the
whirlpool tubs.

In-servicing for all nursing staff and

“she then twrned on the water from the whiripoo!

©thers must have bean chemical in the whiripool
‘since "water" was coming oul of it. She reparted

"thers was no chemical in the whiripool®, after
checking lo see i there was any chemdcal in it

and pressed the disinfectant knob, she reported

the disinfectant would not work if there was ne -
disinfectant In t. CNA#S reported it was the

responsibility of the Nurse Manager o change fhe

diginfectant when it was low andfor out.

interview and observation with CNA#12, on !
Q81748 at 10:30 AM, in Willow Glen's Men's
Bathroom, which had the Arjo "RhapsodyPrime”
Whirlpocl Model, revealed she used the whirlpool
fast week, but did ot recall it “not” warking, when

beuﬂ;{:ket,pmw staff on the polivy and procedure
for cicawmg and disinfecting the wbs was

rted on 6/18/13 and will be compieted by
1. 15 by the nurse manager, nurse
supervésor, MIDS nurse, staff development
nurse or ADON, This rraining will include
ovarall review of the policy, including but not
Hmited to the proper process to clean the tubs,
when to clean the tubs, how to verify that
disinfectant is present and who is responsible
to make sure the disinfectant is supplied to
each b and who to notify if it is noted that the
disinfectant supply Is low or out. Staff
education alse included that water will come
out even when the disinfectant is out. All
nurses, nursing assistants and housekeepers are
expected to know how to clean and disinfect
the whirlpool tubs.
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altempling to cut the disinfaciant on. She
reported she normally sesist the CNA's with
whirlpools and thus did not have to clean the
whirlpenl. She reperted she would dlean the

- whirlpool by sanitizing the Wb and rinsing well,
addifonally, she stated she would spray the
disinfectant in the tub, bul would immediately
rinse it out with water. She reported there was no
“walling” period for alffowing the disinfectant fo sit
on the surface of the lub.

Interview with CNA #4, on DBF7/15 at 11:03 AM,

. on Wiliow Glen Men's Bathroom, revealed ONA
#4 was unsure how the Whirlpool Jets ware

: cleaned. She reported
Mainterance/Housekeeping was responsibie for
ensuring the whirlpool had disinfectantin it. She
reported tat alter spraying the disinfectant, staff
should wait two {2) rinutes before spraying the
tub down with water. ONA #4 reporied i was
impartant to ensure the whirlpoo! was cleancd
corraetty due fo infection control.

Cinterview with CNA#5, on 0B/17/15 a1 11:15 AM,
and observation/inlerview at 2:30 PN, the same
day, within Willow Glen Men's Bathroom,
revealed it was Maintenance responsibility for

i checking and replacing the disinfectant to the
whirinool, Condinued interview with CNA#5

“revealed she did not know how 1o clean the jets,
but woutd find out from management. Further
interview with GNA #5 revealed she would aim
ihe disinfeclant at the et and jet it sit for a few
minutes before wiping it down. CNA#5 reperied
it was imporlant io keep the whiripools clean due
to possible contamination. Additional
interview/observation at 2:30 PM with GNA 5
reveaied, CNA #5 was observed demanstrating
an in-service o two (2) other CNA'S (CNA #8 and

to be completed by 7/31/15 by staff
development, nurse manager, MDS nurse,
charge murse, department director or
department supervisor on the procedure for
filling out maintenance work orders for
broken equipment,

CNA #4 was inserviced on 6/18/15 by the
staff development nurse on the proper
procedure for cleaning and disinfecting the
whirlpoal tabs.

ER Rl

CNA#3 was inserviced on 6/18/1
staff development nurse on the proper
procedure for cleaning and disinfecting the
whirlpool tabs,

by the

5 06/19/2015
1858225
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CNA#13) on how to “disinfect” the whiripesi. { With regards to CNA #13, her skills
?NA( 2;3 repﬂ?rteé ;}he ha{f gef{" at mf{fi{“‘yi fr competency checklist was reviewed by the
our {4} manths and reported this was the firs 1 N oy .
[ time she had been trained on deaning the staft de\-e,lopmani ?m—s” on &/18; 1 . am}f“
: i whidpool. Continued observation revesied that was noted that she had been ohecked off
' CNA#E was unable fo provide & demonstration during training on how 1o clean and disinfect
i on the proper technigue to clean the whirlpool the whirlpoo] whbs,
according to the manufacturer's
{ecommenda{iom. CMA#S was obgemed tc‘ CNA#], #35, and #6 were inserviced on
intervene, showing CNA #5 how (o ciean the jets. [ .
CNA #5 instructad CNA #6 on how 1o turn on the 6/18/13 by the staff development nurse on
waler from the whirlzeol, then showing him how he proper procedure for cleaning and
te tum the disinfectant on 1o disinfect the tub, disinfecting the whirlpool thbs, ]
Further interview with CNA#5 revealed, the
Assistant Director of Nursing (ADON) refilted the
" whirlpool with disinfectant, due to the whiripool :
nat having disinfectant, aporoximately two (23 :
} I hours prior to the insenvice/demonstration.
P LEN #2 inserviced on 6/18/15 by the s
| Interview w;r'ih}_iceﬂsed Fractical Nurse (LPN} #2, development nurse on the proper procedurs
an 0B/17/15 ai 4:38 P:M, on W;iia:.v Gj.en' revealed for cleaning and disinfecting the whirlponl
| she was aware of residents who received a = = :
; whirlpool bath, but had never used the whirlzoo! fubs.
i I assist the residents with whirlpoo) baths, She
reporied she had not received any inservices on
the whirlpoo! and cleaning/disinfeciing the tubs.
Continued interview revealed she thought
HouseResping was in charge of refilllng fhe
. disinfectant. Further interview revealed it was
important {e disinfect the whirfpoo! due to
frfaction control, to prevent the spread of
. disgases.
' N#E] was mservi 6618715 -
Interview wilh Registered Nurss (RN} #1/Unit i R\ s ‘R_ as mser}m:eé o8 6’:8’ 1? by the
Manager, on 0B/17/15 at 500 PM, iacated on ! staif development nurse on tae proper
- Willew Glen, revealed the Staff Development - procedure for cleaning and disinfecting the
j Coordinator provided nservice on cleaning the . whiripool tubs. |
: whirlpocis. She reporied she was informed of the
! whiripool policy on 0811715 and was informed i
H i
! :
]
| !
| |
l ifa. g
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{hat staff should check the whirlpoo! o snsure
disinfectant was prasent In the whirlpool before
using ii. She stated thai i there was no solution
present, staff would need to notify their supervisor
or Unit Manager, She reporied the Unit Manager

“or Clinjcal Coordinator shoulkd mix the mixture for
the CNA's. Continuad interview with RN #1
revealed it would be her expectation that siaff
wouid use the solution provided i them to put
disinfectant in the whirlpool. She reported her

- unif used the "Classic Cleaner®, If the unit was

! outof the "Classic”, she reported she would

expect her staff to use the Sani-Cloth, and thirdhy

(3rd), she would expeci them 1o use a bleach

soivtion. She reported she was no! familiar with

the Manufactures Recommendation for use, but
would expect the policy would refiect the

Manufactures Recommendations. Continued

interview with RN #1 revealed it was important to

clean lhe whirlpool “correctly” because of

, infection control purposes.

Interview with CNAET on 06/17/15 at 2:40 PM,

. within the Autumn Wood Women's Bathroom,

“revesled she was unsure how jong the
disinfectant tank was brokern on her unit. She
reporied she would use Sani-Wipes to wipe the
whirlpoel and allow the produet to sit on the tub
for two {2} minutes then would rinse out with
water. She reporfed she used the Sani-Wipes to
clean the oulside of the jets. Continued inferview
with CNA#7 revealed residents who nermally

body lift, or those who could not easily stand in
the shower. She further stated there were;
however, same that preferred the whirlpooi,
Interview with CNA#8 on 08/17/15 at 3:04 PM, on
Autumn Wood, within the women's bathroor,

used the whirlpool were those who required & full -

Upon notification to the DON that the

disinfectant tank on Adtumn Woods
Women's Bathroom whirlpool tub had a j
crack. the unit was maken out of service on *
&/18/15.

UNA #7 was inserviced on 6/13/15 by the
staff development nurse on the proper
procedure for cleaning and disinfecting the
whirlpoo! tubs.

CNA #8 was inserviced on 6/18/15 by the
staff development nurse on the proper
procedure for cleaning and diginfeciing the
whirlpoc! tubs.

PN Fl )
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_ravesled that there should not have been residue

“near the drain that was identified while inspecting
the whirlono! with CNA#8. He reported the

. process for cleaning the whirlpool was o use a
washcloth, Sani-Wipes and/or & bieach solulion
from housekeeping, and rinse with het water, He

“reported i was important to ensure the whiripool
was cleaned correctly because,"it could lead 1o

: sickness”, by not properly cieaning the whirlpool.

s
1
|
;

Intarview with CNA A8, on 08/17/45 at 327 BM, : 9 : . Mo
s :, : UNA #9 was inserviced on 8/13/15 by the
within Autumn Wood Women's bathroom, . N - X .
revealed the whirlpool was iast Used by her on staff development furse on ‘he P f}pf’r ;
- 08/16/15. She reparted she did ot know the pr{))cedar{‘a for cleaning and disinfecting the
; disinfestant solution was empty and was nat whirlpool tubs.
! familfar with how to clean the jets. She reporied i
- was very important o disinfect and ciean the
whiripeol correctly or the residents could get an
Cinfection. She reported she would clean the
whirlpeel onty If she thought the whiripoot was
dirty by using Sani-Cloth wipes and a washcioth
to clean the tub, She fater reporied she shouki
clean the b before and after sach usa. ; |

+ ¥ or : . -
LPNET was inserviced on 8/18/15 by the

interview with Licensed Practical Nurse (LPN) #1,
on O8M7H5 at €112 PM, located on Autumn staff development nurse on the proper
. Wood, revealed he inserviced a select faw on procedure for cleaning and disinfecting the |
» sleaning the whirlpool with Sani-Wipes whirlpoal tubs, :
approximately six months ago. He reporied the 1
whirlpool had not besn warking for approximately
| [ slx months due to a leakage in the disinfectant
botle, He reported Maintenance was notified and i
Maintenance notified a private confractor. ;
Continued interview revealed Housekeeping was
in charge of changing and ordering the !
disinfectent, adding it was important to clean the
whirlpoo! correctly because of infection contro!

Easons.

{
]
i
i
i
!

¢ i
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Interview with Registered Nurse (RN} 23/ Unit RN#3Y was inserviced on 6/18/13 by the swaff
Manager, located on Autumn Woed, on 0817415 development nurse on the proper procedurs for
at 3:4??% revealed that staff received training cleaning and disinfecting the whirlpool mbs.
§upen hre for whirlpool use and Jeamn_g. She
; reported she was unaware of how the s wers
cleaned or what disinfectant was used to disinfect i
the whiripool, Confinued interview with BN/Unit |
Manager #3 revealed that staff should have i
niolified her if there was no disinfectant,
Additionally, she reported staff had not informed
har that the whirlpoo! needed 2 disinfect for the
past fourteen: (14) months she had been the Unit
Marager. She further staled the nurses, nurse
. managers, and housekeeping should be checking !
to ensure the whirlpeol had disinfectant. She
reported she would close the Whirpool until she
was betler informed on the proper cleaning of the
whiripool, i
Interview with Nurse Manager 4, jocated on Upon recei}fing notification that there werg issues
Magnolia Springs, on 0B/18/15 at 12:00 PM, arising during the survey related to the whirlpool
revealed “out of order” sign was placed on the tubs, staff were instructed to refrain from using the
whiripool foday and wilt stay on it until siaff can e it T — - 5
s e an s o s, S e v made v of e
was unsiire how the whirlpoo! was cleanad, She eract b ? L E suvey o
| stated CNA's and Housekeeping chack issues :gmd oe assessed and addressed ;
! disinfectant then check with him/her when i runs appropriately,
out and he/she would conlact Mainfenance and i
- ﬁi?ﬁ;ﬁ?@pgﬁo i?:eigl;gg g:é&r:;fefz*; ;?\;enaéed she - | RN #4 was inserviced on 6/18/15 by the staff ;
replaced if in fr;e Wb, She f“e\zc;aied th;{ infection - i dcvelpp ment nm;se m}'the ;;;rope; procedure for 4
" control couid be an issue, a dding it was Nasty". cleaning and disinfecting the whirlpoo! wubs.
She reported her expectations would be for staf
“ o fook at disinfectand and i unsure of procedure
then find out.
ntervi th BN 2. 1ocated on M ; RIN#2 was inserviced on 6/18/15 by the staff
nerview wi . incated on Magnoila K S for
Springs. on D6M8/15 &t 12:22 Py regveaie & that development nurse on the proper procadure for
i N ! N “. ‘. N . 5l Fonrd Iyl "
| she had not used the whirlpool. She reperted she cleaning and disinfecting the whirlpoe! tubs.
/
!
!
|
H
VTl
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was unsure of how lo use § correctly, Further

! interview from RM #2 revealad the Whirlpool
should be cleangd before and after uze. RN 22
reported this was important due to infection
sontrol. Continued interview with RN #2 ravealed
she was unsure of who would be responsible for

: refifling the disinfectant.

nterview with CNA #14, on 0B/18/15 &t 1130 AM,

‘ located on Millers Crossing, revealed the unit had
an Arje "Rhapsody/Prime" Whirdpoo! Model. She
reporied the whirlpoel should be cleaned before
and affer ach use. She stated she did not know
how o replace the disinfectant, but would netify
maintenance or Central Supply. While

; demanstrating the cleaning of the whirlpost,
debris was found in the sap of the wiirpoo! fub,

- she reported “that should nol have bean thers”,

I After spraying the disinfectant, CNA #14 did not
aliow the chemical to "set” adding she would

"immedialely rinse the Wb out with waler. Ske

stated Millers Hall used the Cen-Klsen I,

Interview with LPN/Unit Manager/MDS #3, on
0B85 at 1150 A, located on Milers
" Crossing, revealed everyone was in-serviced
regarding the whirlpool on 06/17/15. She
_reperied the current policy did not reflect how

whirlpoo! tulr and reported there was some

“conflict regerding the chemical's use for Millars
Hall. She reported the ADON wrote the policy.

- thus she would be the one to answer tha
discrepanay in the Manufagtures

. Recommendation and the Facility's Policy,

" Continued interview with the “acting” Unif
Manager revestad it wouid be her expeciation

" that the debris in the whirlpoo! should not have
bean in the whiflpcol and that it was dleaned

long the chemical should set on the surface of the |

ROSEDALE GREEN
AT | SUMMARY OF STATEMENT DF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (LACH CORRECTIVE 1X5)
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CNA #14 wag inserviced on 8/1%13 by the staff
development nurse on the proper procedure for
| cleaning and disinfecting the whiripool tubs,

LPN #3 was inserviced on 6/18/15 by the staff
developinent nurse on the proper procedure for
cleaning and disinfecting the whirlpool tubs.

3
{
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! correclly due fo infecton control concerns.

Interview with Housemaker #3, an 08/17/15 at
11:40 AM, revealed she was not responsible for
changing the disinfectant in the whirlpool. She

‘ reported that was the responsibility of the CNAs,

Interview with the Homemaker Manager, on
087113 at approximately 12:30 PM, revealed
her staff was not responsible for ordering or
( cleaning the whirlpool, adding she did not krnow
which chemical staff used 1o clean out the
Whirlpool. She reported the responsibility was

nursing.

irterview with the Director of Maintenance, on
0B/17/15 at 10:05 AM, ravesled nursing siaff
mairitained the whirlpocls. He reported his job
i was o repalr any maintenance concerns, not to
! - clean or order disinfectant for the unils.

Interview with ARJO service technician on
819115 at 1:15 PM, reveaied he recommended
the facility used ARJO's cleaning products due to
no animai fals used. He staled the facility has
since orderad two and a half cases of Cen-Kleen
and it should arrive the following morning.
Continued inlerview with the Service Technician
revealed he serviced the whirlpools cnoe a vear
to provide maintenance and, as needed, for
problems with the whirlpool throughout the year,
The Service Technician reported the whirlpoo! jets
wers disinfected throughout by using the yaliow
spraver. He staled the chemical used for the
whirlpoo! would clean the jets automatically.
Additionally, he stated “when spraying the
whirlpool with bleach spray or Sani-Wipes, it
woulc not clean the jets”, therefore, he reported
the jets were not being disinfected by the bleach

| Homemaker #3 was inserviced on
. 6/18/15 by the staff development nurse

on the proper procedure for cleaning and
disinfecting the whirlpool tubs and the
responsibility of ensuring that
disinfectant was available and in use.

The Homemaker Manager was
inserviced on 6/18/15 by the staff
development nirse on the proper
procedure for cleaning and disinlecting
the whirlpoo! tubs as well a5 the
responsibility of the staff,

VAR O
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spray or sani-wipes, Continued Interview with the
Service Technician revealed that the disinfectant
“sprayer” would continue to work without solution
init; however, stalf should check to see if any
chemicals were in the whirlpoot by checkinig the

chemical/solution was In the whirlpoo!.

interview with Staif Development Goordinator. on
G695 at 12:45 PM, revealed that fraining

class to new employess. She reported she
reviewad the manufaciurer recommendations
with the staff, Continued interview with the Siaff

the staff on, how o check disinfectant leval, how
to fill with water, apply disinfectant, scrub or wipe
down, alfow to sit two (2) to ten (10) minutes,

depending on what type of cleaner, how to hook

Staff Development Cooerdingior reporied a
returned demonsiration was not a part of her
training, she oniy provided the information to staf
verbally, Further interview with the Staff
Deveiopment Coordinaior reveated, the
preceptor's (seascned CNA's) on the unit wouid
continually provide in-service/demonstrations on
cleaning the whiripools o new employees. She

before they show other CNA's how 1o clean it.
Additionally, she reported there was no quality
assurance monioring done lo ensure that the
process was baing done correctly, The Staff
Development Coordinator reported it was
important the whirlpool was cleansd corracily io
prevent cross contamination, She reportad the

progess for ensuring the whirlpools had

"smell”, "soapy foam", and/or locking to see if any - |

refated o cleaning the whirlpool was discussad in -

Development Coordinator revealed she instrucled

up sprayer to lef, and how to clesn the filter. The .

reported the facility ensures the preceptors know
how to clean the tubs based on their evaluations,

|
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‘who would obtain the disinfectant from Central
Supply. She reporled the CNA should check o
see if the whirlpool had disinfectant in it prior to

cleaning the whirlpooi.

- Interview with the Assistant Director of Nursing
{ADONYInfection Centrol Nurse, on 06/18/15 at
11:36 AM, reveaied staff was trained how o clean
the whirlpos! upen hire. She reported staff was 1o
follow the Manufactures Recommendations when

; i came fo disinfecting the whirlpools. The ADON

reported she would fook at the current nolley to
see where the discrepancy with the

s Manufacture’s Recommendations were, She
reported she could not make any changes to the

. policy onher own. Continued interview with the

- ADON revealed staff should not have used the
whirlpool if there was no disinfectant in the

whirlpoe! tub to clean . She reported i was
important to clean the tub effectively fo prevent
the transferring of Infections.

Interview with the DON, on 08/16/15 at 1:35 PMm,
revesled she was not aware of the concerns

. related to the whirlpoot and was noi familiar with

" the policy. She reported siaff was in serviced on
how ta disinfect the whirlpaots, adding " we
audited {his, it was not done correctly”. She
reported it was important lo ensure the whiripool
was cleaned correctly due lo infection control.

_ She further stated the Infection Control should do

yearly competency refated to disinfecting the whirl |

Doois.

Interview with the Administrator, on 08/19/15 at
5:45 PM, revealed she did not know when the
. faciiity began using the "Classic” disinfectant as
“opposed to the recommended disinfectant by the
Arfo Company, Cen-Kleen iV. She reported she

H
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The ADON was inserviced on 6/18/15
by the staff development nurse on the
proper procedure for cleaning and
diginfecting the whirlpool fubs.
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has sirce ordered the Cen-Kieen IV and that
" woutd be used for all of the whirlpools. Coniinued ;
irterview with the Administrator revealed that the i
cleaning of the Whirlpool should be completed by ’
I the Manufactures Recommendation. She J
| reported it was important to clean the Whirlpoo! I i
correctly because of infection confral,
<. Raview of the facifity's policy "Review of The policy and procedure on Nursing
Nﬁfsmgdiﬂgecticn Ca;xfmi( Procedures”, ua{;}ciaied; Infection Control Procedures was reviewad
revealed the dignily bag (bag containing fhe on §/22/15 by the Infection Control Nurse
wrinary drainage bag) and the Foley catheter and DON and was determined to remain
tubing should not be aflowed 1o touch the flaar, 1. .
{ appropriate,
i Feview of Resident #10's medical record
! | revesled the faciity admilted the residen? on Resident #10 was andited by the Infection
L OR/24/08 with & readmission date of 06/08/15 with Control murse on 6/19/15 and was
diagnoses which included Urinary Tract \ determined to have no negative effects from
infections, Urinary Retention, and Alzheimer's ) . -
Disease. Review of the Quarterly Minimum Daia the catheter bag having been on the floor,
Sel {MDE) dated D4/24/15, ravealed the faciity
assessed the resident as having shoriflong term
memaory loss.
Observation, on 08/17/15 af 8:45 AN, revealad CNA Z11 was inserviced by the nurse
Resident #10 sitling in his/her wheelchalr in the manager on 6/17/15 about the proper
television area with the urinary catheter tubing | infection control procedure related to
| laying on the floor under his/her wheelchair, State _ | catheter bags not being on the floor, :
Agency Surveyor showed CNA #11 the catheter ! =
; tubing on the floor and CNA #11 carrected the
probiem by removing the urinary tublng from the
floor. interview with CNA #11 on 6/17/15 at 8:458
A, revealed the urinary catheter fubing shouid
* ot have been on the floor due ta germs and
bacteria on the finor,
, - Observation cn 06/19/16 at 5:00 PM reveaied
J . Resident #10 sitting in his/her wheslchair in the
! hall with the urinary catheler tubing faying on the
]
! 3
i
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infection control.

floor under hissher wheelchair, Interview with Unit |
Manager #3 and observation of Resident #10 on
SMGH15 al B:05 PM, revesled the calheter bing
should not be touching the fioor because of

3. Review of the facility's "Catheisr Care” policy
and procedure, revised $1M18/11, revealed rare
would be provided 1o residents with the presence
of urinary catheters in & manner that would
minimize risks of compiications. The procedurs

stated "do oot hoid catheler bag above bladder
level”, To minimize the risk of cross

contamination, do not hangle any equipment such
as door knobs, call ights, or Resident's persenal
belongings with gioves. Wash your hands,
Wearing gloves does not mean you don't have to
wash your hands,

Review of the facility's "Catheter Irrigation” poficy
and procedure, undated, revealed the NUrse was |
o disconnect the catheter from the drainags
iubing and cover the open end of the drainags
tubing with a protector cap. Next, inserf the

syringe info the catheter opening and slowly instill
the Normal Saline. Remove the syringe and aflow
the solution to drain into the collection basin,
Repeat as necessary until flow returns easily.
Remove the prolector cap, ciean the end of the
drainage tubing with slcohol swab and reconnect
{o catheter,

Observation on 08/18/15 at 3:40 PM of Resident
#10 racelving catheter irfigation performed by

LPN #1, revealed the nurse disconnected the
indwelling urnary catheter from the urinary
drainage iubing and irrigated the indweiling
urirary catheter with fifty (50} milifilers ( mis) of
Normal Saline (NS} with 2 syringe. After rrinating

ROSEDALE GREEN _ -
OB ] SUMMARY OF STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE oG
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ACTION SHOULD BE CROSS-REFERENCED TO THE COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE

F4d1 | 1 Continved From page 49 Fa41

The policy and procedure on Catheier Care was
reviewed by the DON an 6/19/15 and was
determined to remain appropriate.

H
H

| The policy and procedure on Catheter Irrigation
i was reviewed by the DON on 8/18/13 and was

determined 0 remain appropriate.

| On 6/18/13, LPN #1 was inserviced by the nurse
manager on the proper procedure for irrigating a
catheter to include draining irrigation solution into
a basin.
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¥a41 M Continued From page 50 Fd41 On 6/18/15 LPN #1 was inserviced by the nurse
with the NS ke reattached ihe catheter o g J manager on the infection control issues of raising
urinary drainage tubing to allow NS 1o drain back the catheter bag above the level of the bladder.
into the urinary bag, inslead of utiizing & basir LPN #1 indicated that the catheter bag was not
per;‘”ac;’\ﬁ!y poiicy.hitF’f\‘f #1 repestad this grocea’ure attached to the catheter at the time this occurred.
" agalin; however, this time a new urinary Bg Was DN #1 e : proper infection
i i attached, after he/she sent the Cerfifiad Nursing LPN#1 was also jiasm:cfted onp ;‘Gp T ) 1::3_
Assistant {CNA) out of the room 1o find a rew coatrof related to changing of soiled glmaﬁs prior
L bag. LPN #1 was noted to fift the urinary bag to touching other objects 10 avoid contamination.
higher than the Resident #10's bladder 1o show I
the surveyor the urine In the bag. After finishing
Ihe procedure, he feft the contaminated gloves on
and touched the side rafl and lowered the bed
using the bed conlirol.
;
Interview with LPN #1, on 06/18/116 at 4:05 PM, i LPN #1 was also inserviced on 6/1%/13 by the
; o ?gg)ﬂ‘e? e COU"? not gneure that one ?“f;d:e‘f nurse manager on the purpose of allowing the
cC's was returned during urinary cathater o o A T basin £ |
i ! Irrigation after frrigating and afiowing the fluid fo zmgaugn solution [c drain into 2 uﬁas’m_ or
drain back inlo the used urinary drainage bag MEASUrING PUrposes 1o ensure the solution had
which already coniained urine. Me stated he had drained properly, as opposed to hooking it up to
not been taught to emply the wine inte a basin the catheter hag,
durmng irrigation, and had not been observed
performing catheter irrigations since in nursing
schoel which was years ago, Further inlerview
revealed he could see how it was an infection C
i " conlrol concem to raise the utinary catheler bag |
j _above the resident’s biadder . LPN #1 also
explalned, gloves should have bean removed and s j
nands washed befors touching the side rail and
bed conlrof afier performing the cathster
igrigation.
- interview with the DON, on 06/18/15 at 1:35 M,
revealed that urinary eatheler wbing should not
be on the floor. She Staled during urinary
_catheter imigation that urine was supposed o flow
- fto a basin and bag should be changed and the |
- urinary bag shoulé not have fifted higher than the
resident. She further sfated that hands shouid
f
|
] ; |
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; have been washed prior io touching the sontroi
on the hed.

4. Review of the faciity "Review of Nursing

"infegtion Control Procedures”, undated, revealed
ihe easiest and most effective way to minimize

. the spread of infection was by proper
handwashing. Hands should be washad after
removing gloves. When providing perineat care te
a resident remember ¥ a male Is uncircumcisad,
retract the forsskin before cleaning then return
10 s natural position afler he procedure.

: Obsarvation, on 5P18M 8 at 355 FM, revealed

CNA#1 performad catheter care on Resident 10
whio was uncircumcelsed, While CNA 1
performed the catheler care, it was noled that

" she retracted the foreskin of the penis and did not
return the foreskin to the normat placement sfter
the procedure was finished. 1 was also noted the

" CNA bagged the solled linens after the
procedure, rernoved her gloves, and exited the
room without washing har hands.

s Interview with CNA#1, on 05718118 at 3:85 P\,
revealed she thought Resident #10 was
sireumcisad, although she sfated the foresiin
was pufled back and she thought the foreskin was

- placed back inte the original position. Further

Cinterview, revealed she thought her hands were
washed prior fo exiting the room; howsver, the
twa (2] surveyors observing the procedure did not
observe handwashing prior fo exiting the room.

Interview with DON, on 058/19/16 at 1:35 PM,
reveaied CNA #1 should have pulled sikin back

: down qver penis and washed his/her hands pricr
io leaving the resident's room.

| 0 remain appropriate.

[ manager on 6/18/15 and was noted to have
¢ ne il effects from the catheter care
| procedure,
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The policy and procedure on Mursing
Infection Confrol Procedures was reviewed
on §/22/13 by the DON and was determined

CNA #1 was inserviced by the Nurse
Manager on 6/18/15 on proper infection
controf procedures refated 1o refraction of
foreskin and changing of seiled gloves and
washing of hands to prevent cross
contamination.

Resident #10 was assessed by the murse
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F441 I Continuet From page 52 F441 An audit was completed on 6/17/13 by the
nurse managers of all oxygen administration

5. Review of the faciily's "Review of Nursing

; Infection Control Precedures®, undated, revealed
i Crygen/HHN equipment should be kept bagged
when nol in use and all lubings must be kept off
tha floor.

Observation, on 08/16/18 at 10:05 AM, during
initiat lour revealed Oxygen tubing and nasal
sannula’s nol baggad in two (2) rooms, room
#241A and #2418, and Hand Held Nabulizer

! {HHN) tubing and mouthpiece nof bagged in twa
I (2 rooms, roums $204A and #2358,

inferview with Unit Manager #3, on 871618 gt

<1100 AN, revealed Oxygen whing, nasal
cannuia's and Hi4M tubing with masks or
moulhpiaces should be baggsd due to infection
controt issues.

interview with DON, on 08/19/15 at 1:38 P,
revealed that Oxygen lubing and nasal cannuia’s
and HHN's tubing, masks, and mouthpisces
should be bagged when nol use.

8. Review of faclity's policy titled "Clostridium

Difficite (C-Diffy" undated, revealed the faciity

was fo prevent iransmission of cdlostridium difficile

in the long term care facilily. The procedure for

prevention was noled with general measures o

i alert the Administrator, Director of Nursing

! {DON}Y, Infection Control Nurss (JCN) and the
infection Control Committer (100} to any case of
C-Biff. Surveillance dala was o be maintained
on cases of C-Diff infection and continued
education to imit the spread of infection. In

_ addition facifity procedure called for the following:
isafation Preceutions by which residents with
diarrbea caused by C-Diff should be in private
rooms of in the same roem with other residents

| assessed by the nurse manager on 6/16/15

1

devices, including HHN tubing to ensure
that all tubings were changed, dated, and
secured according to our policy.

Residents in 234-1 and 234-2 oxygen tubing
was changed and placed in bags by the nurse
manager on 6/16/13. The HHN mbing and
mouthpiece for resident 234-1 and 235-2
was changed and placed in bags by the nurse
manager on 6/16/13, These residents were

and were determined to have no il effects
from the tubing having not been in bags.

The policy and procedure on Closiridinm
Diffictle {C-Diff) was reviewed by the DON
on T13/15 and was updated to Include room
assignments for residents with C-Diff,
cleaning procedures to follow when a
resident has C-Diff and clarifications on
when and what type of PPE is required.

Vsl
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with C-Diff; gloves should be worn to snter the

. room of the resident who had diarrhea caused by
C-Diff; A gown was nesded to entar the room of a
resident who had diarrhes caused by C.Diff if
substantial contact with the resident ar
environmental surfaces was anficipated; gowns
and gloves should be removed hefore fegving the
resident’s room and hands must be wached
immediataly with an antiseptic soap; items such ‘
as stethoscope, sphygmomanometer, and i
thermemeter shiould be dedicated to use on that 1
resident only or a eohort of residents with S-Dife

- and isclation may be discontinued once diarrhes

tas ceasad.

Further review of fachlity peificy Hiled "Contact .

Frecautions" undated revesled it was the faciity's

! infant 1o yse contast precautions for residents 3

! i1 known or suspected to have serlous Hinesses
easdy ransmitied by dirget resident contact or by
contact with terns in the resident’s environment.
Contact Precautions were to be used in addition :
to Standard Precautions for residents with

"infections that could be easlly ransmitted by !
dirsct and indirect confact, The following areas
were siated (o be expecied of the faciity:

C o ' - ; . : . . s
‘@) Resident Placament-residents were to be The Contact Precautions policy and

plased in a private reom and whern a privaie room
was not available and cohorting was not an
option, he faclity was o considar the organism

. and resident population when placement viag :

determined.

" b} Gloves and Mandwashing-Gloves are womn

when the room Is entered and care is providad 1o .

‘the resident. The gloves should be changed afler

having contact with infective material {20 facal

procedure was updated by the DON on
T/13715 o reflect that resident’s can
cohabitate when certain eriteria are met,

| Fl A N .}
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should be removed before leaving the resident's
room and hands should be washed immediateiy,
After glove removal and handwashing, hands

‘ shotild not touch potentially contaminatad
anvironmental surfaces or items.

¢} Gowns-gowns should be worn when entering
room if it is anticipated that cothing will have
substantial contaci with the resident,
environmental surfaces, or items in the resident's
-roorn, of if the resident is incontinent or would
drainage is not contained by a dressing, Ha
gowrs is worn, it should be removed befors
feaving the resident's room. Afier removal of ihe
gown, ciothing should not contact potentially
contaminated environmental surfaces.

d} Resident Transport-activities of the resident
may need lo be imited. This will be delermined

.G a tase by case basis. ¥ the resident leaves
the room, precautions should be maintained fo
minimize the risk of iransmission of
microorganisms to other residents and

-contamination of environmental surfaces or
equipmeani.

e) Resident Care Equipment-dedicatad resident
reare equipment should be considered for the

resident. If use of common squipment or ftems iz
“unavoidable, the Hems should he adaquately

cleaned and/or disinfected before use for another
' resident.

'
{

: Observation of Resident #16 in hisfher f00m, on
61515 at 10:45 AM, revealed a sign on the
door which staled "Listed Infections and
Conditions Requiring Contact Precautions”.
Interview with CNA 10 st the fime of the
observation revealed the sign might be related to

The Contast Precautions policy and
procedure was updated by the DON on
7/13/15 o reflect what type of PPE should
be worn under specific circumstances,

The Contact Precauticns policy and
procedurs was reviewed by the DON on
7/13/13 and the section on Resident

! Transport was determined to remain

| appropriate.

i

The Contact Precautions policy and
procadurs was reviewed by the DON on
7713715 and the section on Resident Care
Equipment was determined to remain
appropriate.

‘The sign on Resident #16°s door was

' replaced by the nurse manager on 6/18/13
with a sign that read “Please See Nurse
Before Entering”

With regards to resident #16, the fact that
the resident had a diagnosis of C-Diff was
shared with CNA #10 not only through
report during the shift change huddle, but
also via the Point of Care {POC) system
(this includes resident Profile, the resident
plan ot care, as well as the diagnoses [ist).
Nursing assistants access and utilize these
| resources each shift to determine each
resident’s care needs. The care plan, which
was available to CNA #10, reflected that
this resident was under contact precautions,

"
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contaet precautions; howsver, she was not aware
if the resident was considered {o have contact
precautions.

" room.

! revealed the facillly readmifted the resident on

- Incontinent of Bowel and Occasionally lncontinem |

| - dated OBMFAE for Bowel Movements, revealerd

* Additional observation made of the resident's
room, on 08/17/15 at 8:50 AM, revesled 5 sign
which stated "Listed Infactions and Conditinns
Reguiring Contact Precautions”, The resident's i
hed had been stripped and was unmade and the |
sign on the bathroom door Indicated the family
would do the resident’s laundry "Do Not Send
Cown". There was no PPE items In the residents
room or al the door and the resident's personal
clothing was observed to be in 2 clothing basket
unbagged. The resident was net present in the

Review of the clinical record for Residert #1

06/08/15 with diagnoses which included C-Diff
Diarrhea, Usinary Incontinencs and Debility.
Review Resident #28's Admission Minimum Data
Set (MDS} Assessment dated 05/28/15 revealad
the resident was assessed o be Freguently

of Bladder and was not on a tolleting program.
Additional review of the resident's Vitals Report

the resident had episodes of "Loose” fo “Liguid”
consistent stools on 08/12/15 at 7:15 AM
Continent Loose Consistency, 06/12715 at 1150
AM Cortinent Loose Consistency, 08/15/15 at
5:52 PM Continent Locse Consistency and
0B/16/15 at 4:22 PM Incentinent Loose-Liquid
Cansistency, There was no documented i
evidence that the Physician was notified wher the |
resident’s symptoms returned for possible CG-DiF,

Interview with CNAH#12, on D585 af 452 PM,

PPE was available to staff in the nurse’s nook. On
| 0/17/135 the laundry was placed in a bag by the
nursing assistant.

With regards to Resident #186, upon readmission o
the facility on 6/9/15, the hospital had
discontinued her treatment with Flagyl, However,

[ due to her histery, the facility physician ordersd

; Flagyl 250mg bid x 10 days then Flagyl 250 mg x
3 10 days for Joose stools as a precautionary

| measure, From the most recent admission 1o the
facility on 5/21/13, this resident has been treated
for C-Diff and has had varying consistencies and
frequencies of her bowel movements, including
continent and incontinent cpisodes. The physician
was contacted on 6/19/13 by the charge marse and
verbalized he did not consider this a change in
condition and ordered a stool test for C-Diff
Altheugh the resident continued 1o have looss
stools, the result on 6/21/15 was negative for C-
DHE The physician was notified and orders given
| to continue with the current treatment orders uniil
© finished,

i I, 7Y
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I under coniact precautions. She stated the
[ facility's process was to "suit up” when you

you would Use gloves. She stated the PPE

“to the toilet. She stated she just found out
Resident #16 had C-Diff on 06/18/15.

She stated the nurse manager's put contacl

| "was stifl taking Flagyl.

- Nurse, on O6/18/15 at 513 PM revealed the

She stated the resident was put on contact
_ precautions and all staff were nolified in the

standard precautions, because hefshe was

i
1
1

assisted the resident to the bathroom, otherwise

gquipment shouid be ai the door of the resident's
room. 3he further stated she had not worn &
protective gown when she assisted the resident

- Interview with Nurse Manager #4, on 06/158/45 at

" 4:58 PM, revealed a gown should be wormn when
a resident had "explosive bowel". She statad
Resident #16 was under contact precautions,

. however, he/she did not actively have diarrhea.

precautions on the door and notify staff in the
“huddle room™ of the resident's condition. She
siated the resident was not actively infected byt

Interview with the Assistant Director of Nursing
{ADON), who zlso served as the Infection Conirof |

resident came to the facility with active C-Diff.

facility "Huddle” meeling. She staied Resideni
#16 no ienger needed coniact precautions, but

without active diarthea. She stated the requiar

: standard precautions were due to the resident's

“use of Flagyl. She stated the facility's process in
the care for the residen{ was to wash hands and
wear gloves. She conciuded that the only time

- staff were to wear a gown was when the residant

" was incontinent or if soiling had occurred. She

| stated if the resident had aclive diarrhes, staff

ROSEDALL GREEN
4y 15 SUMMARY OF STATEMENT OF NEFICIENCIES D PROVIDER'S PLAN OF DORRECTION (EACH 3]
PREFEX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR PREFIX CORRETTIVE ACTION SRGULDY BE CROSS- COMPLETION
! TAG LSC IDENTIFYTNG INFORMATION) TAG REFERENCED TO THE APPROFRIATE DEFICIENCY)Y DATE
[ F441 i Continued Frem page 58 F441
| - revealed she was not sure if the resident was With regards to resident #16, the fact that
the resident had a diagnosis of C-Diff was

| report during the shift change huddle, but

shared with CNA #12 not only through

also via the POC system (this includes
resident Prefile, the resident plan of cars,
as well as the diagnoses Hst), Nursing
assistants access aad vtilize these resources
each shift to determine sach resident’s care
needs. The care plan, which was available
to CNA #12, reflected that this residen:
was under contact precautions.

ot
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should wear 3 gown when assisted io the tollet, L
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DATE

| Further interview with the ADON on 08/17/15 at ‘ _‘
| 5141 PM revealed to her knowledge the family The nurse manager reminded the 5
had not been educated with regard to the resident’s family of the C-Diff
rasident's current symploms of C-Diff. She also symptoms and handling of linens on
stated she had not been informead hat the 6/17/15. The family verbalized that they
resident’s symptoms had reiurned, She staied
the physician should have been notified fo |
centinue with confact precautions and the famity ;
sheuld have been nefified with regard to laundry |
care. She stated PPE Bems should have been
placad in the vicinity or outside the door of the i
resident. She stated based on the observed
Bowel Moverment report the resident may stil ’
have C-Oiff. She stated the nurse aide failed to
follow the facility process for contact precautions : |
as it related to C-Diff and the care of Resident i
#16. She also stated the faciity failed in its
orocess (o nolify her when the symptoms of
[ C-Diff returned for Resident #18 as well as failure
‘ to notify the physician when the symptoms
[ returned. She concluded the concern for the :
| resident and the other resident's was the
possibility of infection due to contact of C-Diff '
- should the resident have an episode in their
presenca outside of hissher room.

WERIT gware.

Interview with the DON on 06/47/15 a1 6:13 PM

| revealed she was uncertain if the family had been

made aware of Residant #18's returned

' : symptoms of C-Oiff or the need for precautionary
measure when the resident's laundry was :
cteaned. She agreed that the facility failed o

| rotify the physician of the resident's returned |

symptoms for C-Diff. She stated it was har |

axpectation that the resident receive additional f

[

lesting at the point of returned symptoms. She

stated facility staff should have reported when
Event Id: EFQCTL Facility 1D 160269
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changes ocourred for Resident #18 and the
nurses should have asked questions with regard
to the Vitals Report for Bowel Movements upon
review. The Nurse Manager, the MDS Nurse and
the Cherge Nurse should have been aware that
the resident's symptoms had returned and the
nurse should have notified the physisian, She
stated the facility failed in #is process for contact
precautions as it related o C-Diff. She concludad
she could not state the staff washed the

, resident’s hands before he/she was escorted

from histher room for meais, due to their
statermenis that they wers not aware of the
Resident’s need for contact precautions as they
refated to C-Diff.

7. Review of Residen: #26's medical record
revealed the facility admitted the resident on
05/30/15 and ra-admitted the resident on
06/13/15 with diagnoses which included Debility,
and Osteoarthritis. Review of the Admission
Mirimum Data Set {MIDS) Assessment dated
08/15/15, revealed the faciliiy assessed the
resident as having a Brief Interview for Mental
Status of a sight (8) out of fifteen {1 &) indicating
cogritive impairment.

Review of the Resident Progress Notes dated
06/16/18, at 8:17 PM, revealed the resident had

“foul smelling loase bowel movement (B}, the

Physician was notified and orders were received
to send a stool out for testing for Clestridium
Difficile (C-Diff) {a very contagious bacterial

. organism that causes an infection of the intestinal
Ctract)

Review of the laboratory data revesled a

gpecimen was collected on 06/17/15 and was

;
I continuation sheet i’age)_‘__’_efig_g

FORM CMS-2367(02-0%) Previous Versions Obsoleic

reporled on 08/ 7/15 as C. Diff posifive.
Event &: EFQCY]

Faciiny 10 100363



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: §7/47/2015

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPFROVED
OMB NG, 0938-9391
| STATEMENT OF DEFICIENCIES | (x1) PROVIDERSUTPLIERCLIA {x2] MULTIPLE CONETRUC TION X3 DATE SURVEY ‘
| ANDPLAN OF CORRECTION ! IDENTIFICATION NUMBER: ] COMPLETED
| 4. BUILDING
ﬁ 06/19/2015
I i 188225
g 8. WING f
NAME OF PROVIDER OR sv\.z;rm.sr-:aJ STREET ADDRESS. CITY, STATE, 217 CODE
4250 GLENN AVENUE
| ROSEDALE GREEN | COVINGTON, KY 431015
UG SUMMARY OF STATEMENT OF DEFICIENCIES m | PROVIDER S PLAN OF CORKECTION (EACH x5
PREFIX | {EACH DFFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX | CORRECTIVE ACTION SHOULE BE CROSS- COMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG | REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
1 Fd4q1 1 Confinued From page 58 Fad1 !
Further review of the Resident Progress Noles, With regards to Resident #26. the plan of
dated 06/17/15 at 5:38 PM, revealsd the resident cars was reviewed and updated on 6/17/15
had posilive resuits for C-Diff, and a message to reflect the diagnosis of C-Diff. The plan |
? was lefl for the Physician. Review of the Notes of care was, again, reviewed and updated J’
- dated 08/17/15 at 6138 PM, revesled a message 1o reflect contact precautions on 6/1815 |
was received from: the Physician related 1o the by the MIDS nurse as the official positive !
pusitive C-Diff resuits with new orders recelved | report was received on 6/17/13 at 3:20 pry. | !
for Flagyl 500 milfigrams (mg) three (3) times a P 5
! day for ten {10} days {antii;iotic metication), A sign stating “See Nurse Before “
i f?iora?ior 250 Mg WO (2) times a da_y for tfen {(10) Entering” was placed on the door by the : |
| days (probiolic} and to place the resident in Nurse Manas 6/18/15. Personal
cortact isalation unil loose stool resolves. JYWISE anager on o/:8/15, Tersenal .
Protective equipment was available atall |
Review of the Comprehensive Plan of Care dated times in the nurse’s nook and was
0B/01/15, revealed there was no documented accessiple for use.
evidence the Care Plan was revised related io the
resident's diagnosis of C-Diff and the nesd for P On 6/18/15 the MDS nurse for Resident
contact precautions, | #26 was inserviced by the DON on the
need to update the plan of care to reflect
; Observation, on 06/18/15 &t 5:10 PM, revesied soniact precavtions for C-Diff and other
there was ne signage on the resident’s door 1o MDRO S,
alert staff, visitors, and family of the need to see
the nurse before entering the room. In addition, All MDS nurses were educated on 6/18/13
Cocaaes o barsons ofecive st by 8o DON of e ned 0 st i o |
use or ény biohazard bins inside the room F | of care fo reflect the dzagmseg of C-Diff ]
) ’ j and MDRO's to include the diagnoses and |
interview with CNA #14, on 08/18/15 at 5:10 PM, | feed for contact precautions. '
- revealed she was zssigned lo Resident #26 and Lo o )
had beer assigned since 7:00 AM that morning. | With regards to resident #26, the fact that
She stated she was aware the resident had C-Diff the resident had a diagnosis of C-Diff was
' and was to be in contact isolation and she was to shared with CNA #14 not only through
use contact precautions, She further sialed the report during the shift changs huddle, but
, contact precautions was the same a3 standard also via the Point of Care (POC) system !
precautions and she would need 1o wear gloves | {this includes resident Profile, the resident
j when caring for the resident and WOl only nead I p]ag of care, as well as the diagnoses list). E
to wear a gown i she felt the need such as i the - Nursing assistants access and utilize these
| resicent was incontinent of stool, She further resources each shift to determine each
E resident’s care needs. The care plan, which
was available to CINA #14, reflected that
!' this resident had C-THEf i
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I ¥a41 | 1 Continued From page 60 { Fa41 | All staff will be inserviced by the
| stated the resident was incontinent and was depariment director, supervisor, siaff
unable o 8l when shelthe needed to urinata, development nurse, nurse manager,
Howaver, she staied the resident would agk for a MI¥S nurse, charge murse or ADON as
of 7/31/13 regarding the policy for

bed pan when she/he nesdead 1o have a bows!
movement. Continued interview revealed she
had changed the resident's brief throughout the

! finens, and had transferrad the resident to 3

| wheelchalr and had not worn a gown hecause the
resident had no bowel movements, She stated if
she weni to change the resident's brief and noted
the resident had a bowel movement, she would
need to come to the Nurse Managers office o
oliain a gown and then go back and finish
proving care to the resident, Further interview
revealed aiter reviewing the CNA Care Plan,
there was no confact precautions noted to alent
the CNA's. She stated she knew the resident had
C-Giff from the morning report which she

| receivad from the nurse and also she receivad

o report from the CNA who was going off duty.

Interview on 06/ 18/15 al 5:25 PM with RN #2,
revealed she was assigned to Resident #26 and
the resident was on contact isolation precattions
for C-Diff. She stated the residant was receiving
Flagyl (antibiotic medication) and the staff was o
- wear gloves when caring for the resident ag weji
" as gowns if the resident had explosive diarrhies or
if there was a large amount of stool and would
alse need o wear a gown 10 make the bad ang
changes bed linens. Howsver, she siated siaff
F would not need to wear a gown just for
"incontinence care if there was not a lot of stooi.
Continued intarview revealed there should be
signage on the door stating "see nurse before
entering” to alert visitors, staff, family of the
- precautions needed. She stated visitors would
nead 1o wear a gown if they went in tc visit and

day, and had made her/his bed, changed the bed

PPE,

coniact precautions, including the need
for signs on the door and the location of

H

|
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Fdd} " Continued From page 81 | F441
| sat down and were at risk ¥f thers was no signage |
; on the door.
- Interview with the infection Controt Nurse on ;

- OBMTHS at 3:00 PM revealed ¥ a resident had

" the diagnosis of C-DIff and was being lreated for |
C-Diff, there would need to be & sign on the door
o see he nurse before entering or a contast

. isolation sign. She stated every worker had

[ access to PPE and If staff was using PPE alot,

they would need o have the PPE culside the

door accessible for staff,

Conlinued intarview with the ICN on 08/189/15 at : The Infection Control Nurse was inserviced by the

11:30 AM, revesled Resident 428 was diagnosed
with C-Diff and they ware o use slandard
precautions; however, i there was lgose slools
this would indicate the need for a differant type of
precaution. She staled C-DHT could tive on
surfaces and could be easily ransmitted in the
environment and she was unsure why thers was

| signage for some residents with C-Diff and no
signage for other residents with C-Diff in the
facilily. She stated she could not answer if there
should be signs up to alert staff and visilors of
precautions fo see the nurse before gntaring or
contact precautions related o to C-Dif and at this
i point there was no policy for signage. Continued
4‘ interview revealed, personally she would wear a
gown if @ resident was having diarrhea, or if she
had fo change bed iinens or if she had o come
into contact with 2 contaminated surfsces
because C-Diff could live on swfaces such as
side rails. She steled there was no audils o
ensure staff were using proper precaulions for
residents with MDRO and C-Diff. She further
stated they may need 1o "re-laok” at the policy for -

contact isolation and she would feel more
i comforiabie doing mure research,

; DON on 6/19/15 on the Infection Control pelicy

related to signage on the resident room door and
that the signs stating “Please See Nurse Before

i Entering” were ¢ be placed for resident’s with C-

Diff and MDRODs.

i
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Interview with the DON on 08/109/15 at 1:30 PM.

- reveated she had training ralated to infection
contrel; however, the ICN racaived most of the
training. Shes stated for any MDRO and C-Diff,
there should be signage on the door to alert
family and vigitors to check with the nurse before
entering. She further siated staff were aware of
the residents who had MDRO through shift to

shift report, Continued interview revealed gowns |

weare available for use and kept ai the nurses
station and she did not think it was necessary to
aiways wear a gown for incontinence care or

" changing bed linens for 2 resident with C-[)i#
;however, raview of the Taclity "Contacot
Precautions” Policy, revealed & gown was nesded
lo enter the room of 2 resident who had diarrhea
caused by C-Diff if substantial contact with the
rasident or environmenial surfaces was

“anticipated. Further interview revealed Resident
#£8's Comprehensive Plan of Care should have
been revised related to the resident's diagnosis of
C-Diif and the need for contact precautions.

8. Review of the facility’s policy titled, "Hand
Washing/Sanilizing/Glove use”, revealed routine
hand washing reduced the number of bacteria on
the surface of the skin and is the single most
effeciive procedure in preventing the spread of
infection. Even whan gloves are worn, it is gl
exiremely Important to wash your hands each
tme gloves are removed. Gloves may have or
may raceive tiny perforations during a procedure,
allowing bacteria to reach your skin and rapidly
mudtiply on your hands. Touching residents or
cther items with solled gloves will surely spread
the bacteria, and the person most likaly to next
handle that contaminated item and piek up the
bacteria is the person who louched it with soiled

}

. The policy and procedure for handwashing
i was reviewed by the DON on 6/19/15 and
was determined to remain appropriate.

i
i
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{ Fddy " Continued From page 63

gloves, The policy recommends washing hands
before and after significant contact with 2
resident, such as providing personal care, where
contact with body fluids or mucous membranes is
likely to oceur.

Record eview revealed Resident #1 was admiited
by the Tacility on G4/27/07 with diagnoses which
ncluded Anemia, Hypertension, Peripheral
Vascular Disease, Gastroesophageal Reflux,
Hypothyroid, and Chranie Kidney Disease (Stage
HiJ. Resident #1's mosi recent hospitalization
was or 08/11/15, when he/she had been
experiencing a graduai decling over the last faw

; months and had racently changed hisfher onde
status 1o a Do Noi Resuscilate afer the last
hospitalization,

An chservation of & skin assessment Sorgduciad
| onResident#1, on 0611915 al 1015 AM by RN
#4 revealed hefshe washed and gloved their

| hands prior fo the skin assessment, RN 24
began he skin assessmeant at the head and
proceeded down the body {o the perinealirectal
area, where hefshe opened Resident #1's
incontinence brief on the pasterior aspect and
touched Resident #1's reclsl ares, closed the
incontinence brief and proceeded to 2 dean sren

4 |- #4 repositioned Resident #1 in the bad, touching
the clean area of ciothes and jinen and cpened
the incontinent brief on the anterdor aspect and
touched the resident's perineal area. RN #4 was
obiserved fo close the incontinence briet,

- reposition Resident #1 in bad and then removed
ner gioves and washed her hands with alocho!
wash. RN #d was observed io move from a dirty
araa o a clean area twice during the skin
assessment withou! changing gloves and

and teuched Residend #1's left arm and back., RN

RN #4 was educated on 6/19/15 by the
nurse manager on the handwashing policy
and the expectation that gloves be changed
after soiled befors tonching clean arcas /
#ems.

Resident #1 was observed by the nurse

manager on 6/1% 15 and was determined 1o }
have no negative effects from rthe gloves not
having been changed. :

i
:
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washing hisiher hands, thereby contaminating the

|
| 17 Continued From page 64
[ resident and their clothing and finen,

An interview conducted on 06/19415 at 10:230 am

“with RN #4 revealed hefshe was nol sware that

; they had crossed from a dirty to clean area during
the head (o foe skin assessment of Resident #7,

| RN #4 reveslad he/she was knowledgeable

i regarding the importance of infection cortrot and

! gooed hand washing and gloving technigue and

! hefshe fell nervous because they were haing

. walched and forgot o follow the proper procedure
to prevent the soread of infection.

An inferview conducted on 08/79/15 at 1046 AM
with RN #1, the aursing supervisor of RN #4,
which revealed afl nursing stalf receivad training
during otientation ané throughout the year on
infection control and the importance of greventing
the spread to infection, RN #1 relaled that hefshe
conducted Quality Assurance {QA) audiis on the
nursing staff tv ensure infection Conirol policies
and procedures were being followad. BN #1
revealed it was his/her axpeciation that all of the

i nursing staff follow the facility palisy for hang

| washing and gloving during resident care o
preven{ the spread of nfection.

Aninterview conducted on 06/19/15 at 2:50 pm
with the DON revesfed # was her expecistion that ;
8 nuesing staff follow the recommendad pelioy of ¢
! hand washing and gioving lechnique, The DON
stated RN #4 should have changed his/her gloves
and washed their hands when going from a dirty

to clean area i alf times during the care of 2

resident.

4. Review of the medical resord revealed
Rasident #6 was admilted by the faciity on

|
!
|

i
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' Debility, Alzheimer's Disaase, Diabates, Chronie
Kidney Disease, Chronic Hearl Failure, and Right
Side Hemiplegia (Weakness of the entire right
side of the body). Review of the resident's June

. 2015 monthly Physician Orders revealed the

| resident had wound lreatment orders to paint the

right lateral ankle with Betadine twice daily and

cuver the site with a dry drassing,

Cbservation of wound care to Resident #8. on

: OG/17/15 at 11:15 AM, by LPN £5 revealed during
the wound treatment procedure LPN #8 placed
the new dry dressing on the resident's bedside
chest with no barrler prior to using the dressing to
cover the wound.

Interview, on 08/17/15 at 1:41 PM, with LPN %5

| regarding the wound treatment procedure
revealed she was not supposad (o pace the
aressing on the bedsida chest because it was an
infection control issue. The LPN revealed by not
i providing 2 barrier there was pofential of cross

[ contamingtion of organisms,

inarview, on 06/19/15 at 11:30 AM, with the
infection Control Nurse reveaied when the nurge
performed the dressing change, the new dressing
1 was suppoesed {o be placed on 3 barrier and not
the bedside chest because there was a risk of
sontamination of the dressingiwnund,

Interview, on GB/M1G/15 at 1:30 PM, with the DON
revealed during the dressing change the nurse
was o place the rew dressing on a drape
{barrier} and naot on the bare tzhle,

With regards to LPN #5, she was inserviced
on 6/17/15 by the nurse manager on the
proper infection control techniques to follow
during a dressing change.

Resident #6 was assessed by the nurse
manager on 6/17/15 and wag determined o i
have no il effects from the dressing change. |

i
! All staff will be inserviced by the
! departiment director, supervisor, staff j ;
development nurse, nurse manager, MDS
nurse, charge nurse or ADON as of 7/31/158 !
regarding the policy for infection contral,
meluding the need for signs on the door and
the location of PPE.

Al MDS nurses were educated on 6/18/15
by the DON of the need to update the plan

| of care to reflect the diagnoses of C-Diff and
{ MDRO’s to include the diagnoses and need
i for coniact precautions,

All residents whe require contact isolation, !
have indwelling urinary catheters, require |
dressing changes, recejve cxygen or HHN
treatments, or use the whirlpoo! tubs have
the potential to be affected.

As of 6/18/15, an audit was completed by

| Turse managers of aff residents requiring
contact isolation and signs were posted and

care plans were reviewed and updated to

include the nead for contact precautions. | Pl
Faeility 1% (00269 fcentinyating sheet Pagn@hﬂf_ﬁ?
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Fa41 | F441 | On 6/19/15, the nurse managers completed
; an audit of all residents with indwelling
! i
| urinary cathessrs to ensure that their caihe{er %
hags were not touching the floor. No

i residents had negative owtcomes as a result,

On 6/19/13, the nurse managers completed
an audit of all residents receiving dressing

changes to assess for potential negative !
cultomes: none were noted. i

An audit was completed on 6/17/15 by the

nurse managers of all oxygen administration
devices, inclading HEN whing 1o ensure i
that all tubings were changad, dated, and ]
secured according 1o our pelicy, i

; An audit was completed by the Infection

! { Control nurse on 6 15/15 of residents #3, #

‘ !#9,#1;;,#2,andA,B,C,D?E,L,G,H,I,
LKL M, N, O, AND P and no issues were

noted with cross contamination.

! !
| (Juality assurance monitoring will be done |
i as foillows:

#  disinfecting of whiripoo! tubs, catheter
; ! sare (o inchude location of catheter

[ | tbing), proper storage of oxygen and
HHN wubing, changing of gloves, and
use of PPE

_ o monitoring to be completed f
: daity x 2 weeks by the nurse
manager, central supply !
coordinator, nursing supervisor
or ADON beginning 7/20/15

%}

Monitoring will then be done
weekly x 6 weeks by the nurse
manager, central supply
coordinator, fursing supervisor
or ADON

i i f o
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!f Fd41 Fd41 ¢ Monitoring will then occur
! monthly x 4 months by the
IJ ] nurse manager, ceniral supply
: coordinaior, nursing superviser
i i ar ADON
| o Monitormg will then ocour

quarterly x2 by the nurse
manager, central supply

coordinator, nursing supervisor |
or ADON 5

¢ Iigation of catheters, dressing changes

i | o Monitoring will be done
weekly x 4 weeks by the nurse

i 5 mianager, nursing supervisor

or ADON beginning 7/20/13

o Monforing will then ocour
| monthily x 2 months by the
DUrse manager, nursing
supervisor or ADON

o Monitoring will then occur
i 1 1

guarterty X3 by the nurse
MANAZET, IMFSINg supervisor or

ADON g

The ADON/QA Nurse will provids the :
DON a summary of the audit information on |
a monthiy basis, in conjunction with the
QA/PI process,

This facility has QA/P] meetings monthly.
Audits concerning Infection Control will be
reviewed at the regular QA/PT meetings and,
as necessary, at any subseguent special
meeting called during the review period 1o

| insure ongoing compliance,

The Infection Control Narse and Director of
Nursing are responsible to ensure
compliance with infection control standards.
Compliance with Infection Contral wili be
reviewed and analyzed at sach QA/PI
meeting during the review period and based
upon analysis, subsequent plans of
correction will be developed and

impiemented &5 necessary. o 4o
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K880 PLAN OF CORRECTION:
| The filing of the Plan of Correction does not
! j CFR 42 CFR 483 700z | comstitate an admission that the deficiencies :
‘ : ‘ ! : . : : :
; alleged did, in fact, exist. This plan of correction
H i £ i < res
SULDING: 01 | 18 filed as evidence of the facility's mw:t
i UILEDG: o ;
! comply with the requirements of participation 1o
PLAN APERCVAL: 1950 ’ ’
’ VAL 1980 provide gualiey resident cara.
_ |
SURVEY UNDER: 2000 Existing
; I FACILITY TYPE: SNFE/NE :
;
H H Fr oo e 1 . . —
< I TYPE OF STRUCTURE: Three (3} stories, Type | :
; Poodi{zE
| SMOKE COMPARTMENTS: Severieen (177 |
smoke compartmants
| FIRE ALARM: Complete fre slarm syslem with
[ smoke delectors %
I SPRINKLER SYSTEM: Complate aultmatic wet |
| soririder system.
CENERATOR: Type 1 generalor. Fusl sourne i .
. diasel :
A standard Life Safety Cods sury YEY Was inifiaten
! on 881815 ang concluded on ﬂﬁ!‘&
Rosedafe Manor was found not 1o be in
: compliance with the requirements for perlicipation | .
i L in Medicare and Medicaid, Thm facifity s licensed :
I for fwo hundred fee {210} beds with & census of
. ona hundrad “ff‘f-{f“EWf‘ {182 ont @ day of the i
I survey. j e 5
| Thefindings that foilow demonsirete
L ononcempliance with Title 42, Code of Foderal
. Regulations, 483 FO{a) &t sen. (Lie Ssfan from |
;
i i
H £ i i
| ]
| s
| |
i H
: i — i
FORM (M a8 Ohsolers Evens W BFQOTE Fucitiey 10 100368 I sontiustion sheet Page |

slor
LS

1@%@@@% Pl




S A

BEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 07/06/2018

CENTERS FOR MEDICARE & MIDICAID SERVICES FORM APPROVED
OBMEB NO, 0938.83597
[ STATEMENT OF DEFICIENCIES [ ) PROVIDERSUPPLIERICLIA [ 3 MULTIPLE CONSTRUC 0N [ %) DATESURVEY ]
? AN PLAN OF CORRECTION i IDENTIFICATION NLIMBER, COMPLETED
! | A BUILDING | ~ MAIN BUILDRNG 01 J ;
J : 1872015
é l 185235 B B } G6/18/2015 ‘
[NANTE OF FROVIDER OR SUPFLTER STREET ADDRESS, CITY. STATE, 21P CORE.
i | 4250 GLENN AVENUE
| ROSEDALE GREEN | COVINGTON, KY 41015 ,
TEEE SUMMARY OF STATEMENT OF DEFICIENGTES i PROVIDER'S PLAN OF CORREFTION (EACT g
| PREFIX | (FACH DEFICIENCY MUST BE PRECEDED BY FULLRIGULATORY OR | pREFDX | . CORRECTIVE ACTION SHOULD BE CROSS- | '
L TAC | LSC IDENTIFYING INFORMATION TAG | REFERENCED T0 THE APPROPRIATE DEFICIENCY) |
? K06 f Continued From page 1 | Koog | I
; f D&{i;z‘emc&gs were cited with the highest \ f iI I
| Kos2 | def;cse?cy :dam;ied at "D” lavel, | Kis2 | NFPA 101 LIFE SAFETY CODE STANDARD. | Y3708
i 55=D J NFPA 101 LIFE SAFETY CODE STANDARD j | Rosedale Green is committed to comply j |
r ! Required automatic sprinkier svet I j with the requirement for automatic ‘
g ; ’CC:"J*‘EF}LJOUS% . ma‘ngaisig‘;} "’fw fﬁlems are J i sprinkler systems that are continuously j
| | CG‘J’KK\ﬁﬁOﬂ “‘i’?d ar; *ﬁsﬁéc:t!fc;e {% ﬁ:’;;}gr’armg | | maintained in reliable operating conditions ,
! ! g;eriodfsa%gi 1'9 }6;}4 8"1 ::a?l;:g; fg NEPA 25 j | and are inspected and tested pariodically. f
f [ ars ’ T e T P A | 18.7.6, 46.12, NFPA 13, NPFA 25,9.7.5 ]
: | I {
' | I | On 6/16/2015 upon identifying that three % |
; ‘ This STANDARD is not met as evidenced by : ' i"g}fprmk;er heads were obstriicted in the ;
! | Based on abservation and interview, it was J | facliity garage when the overhead doors |
| determined the facility failed 1o ensure automatic | | were in the raised position, the |
| serinkfer heads were not obstructed, accerding o f | Mainterance Director contactad the '
| -+ National Fire Protection Association (NFPA) ] | facility’s Sprinkler Vendor. The vendor was |
| i standards. The deficlency had the potential to i trequested to adjust the sprinkier heads so |
| . aifect one (1) of seventeen (1 7y smcke 5 ! they would not lenger be obstructad when
5 | compartments, and staff. | | the overhead door was raised. The
| The indings inciude: | 1 sprinkler vendor, completed this wark on
! ' R { | 6/22/15.
g Obi\a?maﬁcm or GB/18/15 at 4118 FM, with the An audit was completed by 7/17/2015 by i
| | Mainienance Director, revealed the basg‘nent the Environmentat Services Department of |
f the time of observation, with the fiain enance i J su-::‘? as ducts, decks, open grate flooring, g
? Director, revealed he had never identifiag the cutting ta‘bies, and overhead dafcis overd |
} automatic sprinkler as being obstructed. N 1. wide did not obstruct the sprinklers. |
ii . ; L ‘ i An audit will also be completed by the
Reference: NFPA 13 (1999 Edition) ! Sprinkler Vendor prior to 7/31/2015t0 |
4 | 5-5.53.1 Serinidars shall be installed under fixed | | ensure all areas of the faciity meet the
| . obstilictions over 4 ft (1.2 m) wide such as ducts, . | | requirements of NFPA 13, If any additional
f decks, open grate ficoring, cutting tables, and { areas are ldé'ﬂtifi‘ed, the vendor WEE? install
i | or adjust sprinklers as necessary prior to

Jé ! ! 8/3/15.
g g The audits will be cornmunicated with the
| Administrator by 8/3/15, as well a5 the
i: j QAP committes af the August monthiy
! ! ‘ I meeting. l
‘ E { On-going compllance with sprinkler E

{’ installation is the responsibility of the I
i Environmental Services Director, ; .
FORM CMS-256702-09) Fravipus Versicns Obsolete Event Id; EFQC2: Fagility 1D: 100249  contizsation sheet Pags Qoiﬁl



PRINTED: 074062015
FORM APPROVED
OMEB NO. 4518-0391

DEPARTMENT OF HEALTH AND BUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

[ STATEMENT OF DERCIENFTES Dl PROVIDERSUPPLIERALIA | I MULTIPLE CONSTRUC TION 3} DATE SLRYVEY
| AND FLAN OF CORRECTION i IDENTIFICATION NUMBER: i COMPLETED
! i i S BUHLDING | - MAIN DUILDING 41
; : Lo , 06/18/2015
J 185225 P B WG
i i |

[ STREET ADDRESS, CITY, STATE 1P CODE

T NAME OF PROVIDER 58 SUTFLIER. { i
; 4250 GLENN AVENUE ;

- COVINGTON, KY 41013

i ] I PROVIDER'S PLAN OF {:QRRECTfﬂi L
! z ACTION SHOULD BE CROSS-REFERE:
j A ; i OR LSC IDENTIFY ING INFORMATION] i APPROPRIATE DEFICIENCY} DATE g
| K062 | Continued From pags 2 | ;
f | overhead doors. | ; |
| ;‘:}f‘g NFPA 101 LIFE SAFETY CODE STANDARD | kgge | NEPA 101 LIFE SAFETY CODE STANDARD, lesans
| Poriable fire axtinguishers are nprovided in o Rosedale S’r_ﬁen Is commitied to mm.w with ‘E
e Lo g o SRTET e = | NFPAI0,9.7.4.1, 15.3.5.6, portable fire E ?
| Bealth eare oocupancies In sccordanes with Do N | |
Cg7ad 168.3.55 NFPA 10 | extmgmsi’?ers are provided in all haalth care | |
. | oecupancies.
; | E When cne {1} of the forty six (45! fire
; ] | | extinguishers located within Rosedagie Grean |
; | on 6/16/15 was noted to have 2 coller dated
This STANDARD is net met as evidenced by | May 2008, the Maintenance Director |
J f’:’i?sed‘on Obsei’va_’ljpnraf’ad intarview, # was ! tontacted the facility’s Fire Extinguisher i
! | ilxe;}?‘riiigigrt?z;a%;y ééjf?fdio efsr%{e fire | \!elndar to determéﬁe tife ratéctﬂafe}&zr why | :
i | ;Ja'%f;iai Fffabgr;g{ﬁgﬁﬁ;;: ?;;0; {‘;1%;1 th@ collar appeared to have missed the 6 year | |
A s T -,;,{" o SOC OS¢ : ? | maintenarice theck by 16 days. | g
| e (s (e 0 | ]
i | comparzmeég . iwa«;;y 8ix lff:ffi‘}' ;ssé;éz;?s, staff :me Fir? EXténEUiSh.e ’ Vm.ém? Gndl.meg o I E
; and visitors, | inspection on the fire extinguisher in question | ;‘
" b ‘ | 0n 6/17/15. The Vendor indicated that a { |
| f ‘ P he findings includeg: yearly audi is conductad on alf extinguishers ! 5
f Observation on 0611615 & 207 P14 i I in Dacember to ensure that afl of the ] |
Lo ; TUBSL0 at 203 PM, with the ! i xtinguishers meet the requiremeants of NFRA | !
E | Maintenance Director, revesled near room 245N | SrHiEUIshars mee: the Feauremen ( |
? | afire extinguisher with a verffication of service | EO. This audlt was conducted in Decembe: i |
; . coiler dated May 2008, Interview, at the fime of | 2014, |
? observation, with the Mahtenarce Director, i : F
- revealed he was not sware e fire extinguisher An audit was completed on 7/15/2015 by tha | |
j ¢ did not have g current verification of servics Fire Extinguisher Vendor of the entire facility g
collar. to ensure ali fire extinguishers were in
Reference: NFPA 10 (1308 Edition) ?amgfiaﬁte %zvi{:fithe ap'pééc;awe MNEPA |
| standards. The Fire Extinguisher Vendor will
4-4.3* Six-Year Maintenznce, Every & years, | now move their yearly maintenance snd sudis 7
| stored-prassure fire extinguishers that require = | of the fire extinguishers from December to ;
i 12-year hydrostatic (est shalf be emptied and | June, in order to ensure we maintain the
subjected 1o the applicable maintenance | eppropriste and current verification,
| An audit will also be completed by the
! Maintenance Direcior to verify that all the )
| ; faciiity fire extinguishers have a current
| verification of service coller, this will be : E
| completed by 7/17/2015. 3
: ! i
i i ] o
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICATD SERVICES

PRINTED: 67/06/2015
FORM APPROVED
OMB NO. 0938-05391

f (xi} PROVIDERSUPPLIER/CLIA
| IDENTIFICATION NUMBER:

j

STATEMENT OF DEFICIENCIES
D PLAN OF CORRECTION

185228

{22} MULTIPLE COMSTRUCTION { {433
A BUILBING |- MATN BUILDING 01

B OWING

DATE SURVEY
COMPLETED

86/18/2618

H

J. i
E; |
| MAMEOF PROVIDER OR SUPPLIEE
i

1

ROSEDALE GREEN

STREET ADDRESS, CHTY. STATE. 217 CODE
4258 GLENN AVENUE
COVINGTON, KY 41015

i

T SUMMARY OF STATEMENT OF BEFCEREIES 1

p i | PREFIX
i

i

PREFLY {EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY
TAG OR LEC IDENTIFYING INFORMATIONY
Kos4 | Continued From page 3
| procedures. The removal of agent from halon
I " agent fire extinguishers shail only be done usging
a listed haion closed tacovery system. When the
applicable maintenance procedures ars
performed during periodic racharging or
- hydrostatic testing, the S-vaar requirsment shall
begin from that date.
Exception; Monrechargeable firs axiinguishers
shall not be hydrostatically fested but shall ba :
removed from service at 2 maximum iterval of
12 years from the date of manufacture, a
Nonrechargeabie halon agent fire extinguishers |
shall be disposed of in accordance with 4-3.3.3. |
|
;!
1

TAG

Kigd

4-4.4.1% Fire extinguishers that pass the

applicable B-yaar requirsment of 4-4.3 shafl bave

the maintenance information recorded ona

suitabie meiailic label or equaily durable malterig) E

having & minimum size of 2 In. %3 V2 in. (5.1 cm

* 8.9 omi, |
The new label shall be affixed to the sheli by o
heatless process, and any old maintenancs
labels shall be removed. These tabels shall be of

1 the self-destructive tyne when removal from a fire

| extinguisher is attempled. The labal shall include
the following information:

{a} Month and year the maittsnance was
performed, indicated by 2 perforation such as s

dong by a hand punch

{b) Name or initials of person performing the

mairtenance and name of agency performing the

maintenance

4-4.4.27 Verificalion of Service {Maintenance or

| Recharging). Fach extinguisher that has

i undergone maintenance that includes internal

f exarningtion or that has bean recheargad {see

; 4-8.5) shall have 5 "Verification of Service" collar

I

ioeated around the neck of the container. The
collar shall contain a single circutar piece of
uninterrupted material formira & hole of 3 giza

£ i
i

PROVIDER'S PLAN OF CORRECTION {ZACH
CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TC THE APPROPRIATE DEFICTENCYS

(X35
COMPLETION
DATE

i

H

The audits will be communicated with the
. Administrator by 7/21/1 , &8 wall as the
QA/PE committes at the August monthhy
Cmeating.

| verification of service is the responsibility of

i
|
!
| On-going compliance with fire axtinguisher
]
| the Environmental Services Director.

Lok ol

;
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FORM APPROVED
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

r“ STATEMENT OF DEFICTENCIES Doixiy FROVIDER/SUPPLIER/CLIA ’ £x7) MULTIPLE CONSTRLUTION ? (X3 DATE SlfR}";"iY 4
| AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: ! : COMPLETE
! | A BUILDING | - MAR BULDING 01| §
| - 66/18/2615 ;
! 185225 5 WING %
i i
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2IF CODE i
§ 4250 GLENN AVENUE
i . COVINGTON, KY 41815
ROSEDALE GREEN !
{X4; 1 SUMMARY OF STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF COREECTION {EACH (X5}
PREFIX {EACH DEFICIENCY MUST 88 PRECEDRED BY FULL REGULATORY OR PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG ) LEC IDENTHY ING BNFORMA TN TAG REFEREMCED YO THE APPROPRIATE DEFICIENGYY PATE
. K64 ‘ 5
K064 Continued From page 4 | |
that will not permit the collar assembly to move
over the neck of the container unjess the vaive is | @
completely removed. The collar shall not
- interfere with the operation of the firg
- extinguisher. The "Verification of Service” collar i j
shall include the month and vear the service was |
parformed, indicated by a perforation sueh as is |
dene by a hand punch,
| fnig N . . . . H
zxception No. 1: Fire extinguishers undergoing
I maintenance before January 1, 1904,
I Exceplion No. 2: Cartridge/oylinder-operated fire |
© extinguishers do not require a "“erification of
- Service" collar, |
J f
| |
] ;
E
|
! | %
| | '
i ]
| 5 f
. |
| i |
| é
i i
‘ : !
| ‘ | |
| |
! i !
| 5 .
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