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F 000 INITtAL COMMENTS . F000.F241 Dignity and Respect of Individuatity
I H i
: A Standard Recertification Survey was inittated : I E’e ::;:;;y mu;t promote care for r;}s‘dems
| on 02/05/13 and concluced on 02110/13, No | ;3 DIENOEr and in an environment that
+ substaridard quality of care was identified; ) fﬁg;ﬁ:ilgzgxnhan@ each resident’s
 however, deficiencies were cited wiih the highest , i BNLLIESPE :
+ Scepe and Severtty 5/S being an "F*, i tor her individuality.
F 241 483.15(a) DIGNITY AND RESFECT OF i F 241 E
$5=D ¢ INDIVIDUALITY z |
% . 1.1 Unit Mapager immediately obtained a
{ The facitity must promote care for residents in a ; dignity bag and placed ou resident #16
: mannsr and in an environment that maintatns or : ¢ motorized W/C to cover the catheter bag
, énhances sach resident's dignity and respectin i on 2/6/2013,
i futtrecognition of his or Her individuatity, | 1} Interview with resident #16 conducted
1 | by Unit Manager on 2/6/13 revealed that
! g | Resident #16 showed no ill effects from
| This REQUIREMENT is not met as evidenced | 2 f‘}:gf{fﬁiﬁﬁiﬁ‘iﬁﬁ 4 by DON
i by: | i . ., . ’
! gased on observation, interview and review of | ; Unit Manager and Clinical Coordinator
{ the factlity's paticy, it was dete'mined the facility | i ou2/11/2013, 2/1212013 and 2/13/2013
I faited to ensure care was previded in a manner | ! toensure all residents with a catheter
''and an environment that maintained each ' alsohad a dignity bag and/or cover and
I restdent’s dignity, for one (1) of twenty-four (24) ; ' that all other resident’s dignity was
' sampted residents (Resident #18) and two (2} ; maintained,
unsampted residents. Resident #18 was | i 3)  DON updated catheter policy to include
| observed in the hall without a dtgnlty bag or other | i covering drainage bag with dignity
: cover over the catheter drainage bag. tn addition, i | bags.
EI wo (2) unsampled residents in the Long Term 1 I'4) RNs, LPNs, SRNAs were in serviced by
, Care (LTC) dining room wera fed by staff who % { DON rolated to catheter policy on
 were standing over the residens. ; . 3/1:2013 and 3/4/2013. Alt staff were
! The findings inctude: !  in-serviced on 3/1/13 and 3/4/13 related /
; i 10 maintaining resident’s dignity. -
: 1. Observation, on 02/06/13 at 4:25 PM, reveated ; ! 3) A QA will be conducted, beg“‘““}g the
i Resident #16 was in the hatt, tn his/her matorized | : week of 34/13, by the DON/ designee
wheelchair, without a catheter prvacy bag. ' on 3 residents a week for 12 weeks, tlen
| E monthly for 3 1nonths and then quarterly
tnterview, on 02/06/13 at 4:30 PM, with i X 3 10 ensure drainage bags are covered.
i i
TITLE '(x<s| DATE

F~29-43

Any deficiency slalemanl ending wilh an aslefisk t*} denoles a deficjancy whichthe inelilullon may bs excused from coryecting providing 1t 1s delafmined that
clher saleguears provide suffidien! protecilon lo Ihe patienls, (Ses Instrucllons.} Excapl for nursing homes, lha findings slaled above aye disciosanble oG days
followdrg Ihe dale of Stirvey whather or nol a plan of orfection is provided. For nursing homas, the above findings and pfans of cofraction dpa disclosabla 14
daya following the date Ihese documenls are mada avalabie o the facility. I deficiencies are diled, an approved plan of cofreclion Is requisite 1o rontinued

program parficipalion.
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(%31 OATE SURVEY

i Registered Nurse (RN) #1 reveated catheter bags
' shoutd be in privacy bags. She slaled that it was
'a dignity issue. She further stated the resicents !
; catheter bag was usuatty covered with a privacy

: bag and that was the first time she had noticed it

RRECT ION IDENT:FICATION NUMBER: COMPLETEQ
AND PLAN OF CORRECT IO M A BUILGING b r
B, WING
185174 _ 02/10/2013
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CCOE
5975 BURLINGTON FIKE
FLORENCE PARK CARE CENTER
FLORENCE, KY 41042 )
(X410 SUMMARY S TATEMENT OF OEFICIENCIES f [} F FROVIOER'S PILAN OF CORRECTION . £x5)
PREFIX | WEACH DEFICIENCY MUST BE #RECECEOD BY FLLL i PREFIX ! {FACH CORRFECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATGRY OR LSC IOFNTIFYING INFGRMATION| TAG ! CROSS-REFERENCED TO THE APPROPRIATE : OATE
I ! CEFICIENCY) !
I i L
' { ' 1ts will be d d ‘
I . ' . Results will be documented and
F 241 Continued From page 1 ' F 241

reviewed by DON / designee and
apprepriate changes implemented to
cnsure all resident’s dignity is

maintained. Results will be reported
quarterly to the Quality Assnrance

I
! Interview, on 02/08/13 at 11:30 AM, with State

. Registered Nursing Assistant {SRNA)#3, who

; was assigned to Resident #16, reveated catheter !
: bags were supposad to be in privacy or digntty
i bags, to keep restdents from embarrassment but i
! she didn't know whers Restdent #18's privacy hag
| was tocated. !
{ thterview, on 02/08/13 at 11:50 AM, with SRNA #5 |
i revealed catheler bags shoutd be in privacy hags,
i to protect the dignity of the residents.

I

rwas nolin one, ,
1

[

]

i
| Interview, on 02/08/13 at 6:30 PM, with the Unit |
| Manager reveatad catheter bags shoutd be in a i
; privacy bag. She stated the privacy bag was for
i the dignity of the residents. ;
i
{ tnterview, on 02/08/13 at 5:40 PM. with the t
! Clinical Manager reveated catheler bags were I
" supposed to be in privacy bags at at limes, She |
- stated it was a digity issite and staff were I
, Inserviced frequentty. !
' 2. Review of the policy titted "Serving of Foed and I
¢ Drink*, dated 11/27/11, reveated dining recom
I residents who were Gnabts to feed themselves :
I "are fed with attenlion to safsty, comfort and !
- dignity", I'
; Observation in the LTC dining room, on 02/08/13 |
| at 11:55 AM, revealed SRNA #22 was standing

i

conunittee for review,
6) The Administrator will ensurc
: compliance through review and
i evaluation of the effcctiveness of the
! impleinented system changes and
: Quality Assurance studies.
| Alleged Date of Complinnce

3/14/13

{

1.2 SRNA #22/23 was educated by the Unit
' Manager en the policy importance of
sitting

i next to a resident while feeding on

L 21512013

; 1} Central Supply purchased feeding stools
‘ for the staff use on 2/11/2013. Feeding
stools arrived at the facility and placed
in the dining rooms on 2/12/2013,

i 2) A facility andit was conducted by DON,
i Unit Manager, and Clinical Coordinator
; for each meal on 2/11/2013, 2/12/2013

i and 2/13/2013 to ensure all staff

i assisting other residents is seated white

!

i

i

feeding and did not have (heir backs
: turned toward other residents,
« 3) AIILPNs, RNs, SRNAs were in-
I serviced by DON on 3/1/2¢13 and
: 3/4/2013 on Assisting with Meals,
{ 4} A QA will be conducled by the DON /
: designee, beginning the week of 3/4/ 13,
! to observe 2 meals a week for 12 weeks
to ensure staff is seated while assisting

FORM CMS-2567(02-99| frevicus Verslops Obsolote Event 101 5CMY 1|
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extremities. Resident’s #11 air
matiress was discontinued per prior
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i i ¥
i i . . i
F 241, Continued From page 2 | F 241 :g"*“:"c‘l“sé‘l“d:h‘;gebj;’k;m;:?‘ t_‘ﬁ"ged
“ over a restdent while feeding him/her. The SRNA : rewo:teg f;n:ffl t:}‘ e f;;l;“’" €
t was standing with one hand on ker hip, white i Ap q 3'.'1 p Yy
i feeding the resident wilh her other hand, i £ :‘Bsuragce‘ commiliee !or review.
i Continued observation reveated SRNA #23 was | 3} The A ministrator wi l'ensure
. Standing bet : ' ; . .
 feeding one {1) restdent with her baek to the other, evatuation of the effectiveness of the
 resident. The SRNA's bottom was at the tevet of | implemented system changes and
, the face of the resident behind her. ; Quality Assurance studies.
Interview with SRNA #23, on 02/05/13 at 12:25 | Alleged Date of Compliance 3/14/2013
' PM, reveated she usuatly worked the night shift |
, &nd was not normatly on duty during meat | F281 Services Provided Meet Professionat
“ service. She stated she had not been told to sit : Standards
| down while feedlng the restdents. She further
i stated she had not thought about her backside ' . .
i turned to the resident behind her, but agread that : g;;?”‘o’t ;rz;ie; Q;ﬁiﬂfﬁ;ﬁ;ﬁ;ﬁ:&%j&: of
: was tha iate. i .
| " ppropria ! quality.
; tnterview with SRNA#22, on 02/05/13 at 12:35 | o .
i PM, reveated she had receivad traintng about || t. Nursing immediately applied .
| reading the meat ticke's, liquid consistencies and pressure reduction boot for resident
. Obtaining substituticns, but had not been t #11, Occupational therapy was
. nstructed on how to feed the restdents. She immediately notified of the need for
_ stated she had not heard any discussicn about ' the palm protector to be adjnsted to
i' sitting white feeding residents, | assure better fit, oral care
; immediately provided. Resident
Etnterview with the Unit Manager, on 02/08/13 at ; #11 was off;;fr::d and given a sliower
| 2:00 PM, reveated staff should sit down whitte ! on 2/6/2013 and nursing applied
I feedtrg the residents to promote dignity. i —— .
; ; ! ; ; f 1
F 2811 483.20(k)(3)(i) SERVICES PROVIDED MEET | F 281 Nair Hair remover to bilateral lower
i

P ; .
; must moet professionat standards of qualtity.
}

The services provided or arranged by the facitity

documentation, physician was
i notified and new orders received to
;& discontinue low air loss matiress (o
i _ bed, continue use of standard

i : pressure reduction mattress,

i 2. Nursing immediately apptied stat-

; .

i

i
A ;

FOM CMS-2667102-82) Previous Varsiorns Obsolste

Eveni 15 5CMY 11

Facility 1% 100647

If continuation sheal Page 3 of 62




ESGE

3

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEGICARE & MEDICAID SERVICES

PRINTED: 02/22/2013
FORM APPROVED
OMB NO. 89380301

: This REQUIREMENT s rot met &s evtdenced
" by:

, Based on observation, Interview and record
| review tt was determined the facitity faited to

s ensure Physictan's Osders were foltowed for theea :

|
i
i
i
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E .
¥
" I
. . i i locks to anchor catheter tubine for
F 2871 Continued From page 3 ' F281: £

residents #6 and resident #2,
Resident #11 did not show any iil
effects fom the alleged deficient
practice,

Resident #6 and resident #2 did nat

i {3) of twenty-four (24) sampted residents

I {Resident #11, Resident # 6 and Resident #2).
¢ Resident #11 was not wearing & pressure relief
I'boot or patm pretector, did not have a pressure
* refief mattress, oral care was not provided and

! the staff were not using Natr Hair Remover on the

! resident's tegs as per the Phystclan's orders.

. Resident #6 and Restdent #2 did not have an

, anchor for the tndwetttng catheter as ordered by
; the Physician,

|
I The findings inctude:

' 1. Record review reveatad the facility admitted

1 Resident #11 on 02/08/11 with diagnoses which
Yinctuded Hemiptegta, Cortractures, Obstructive
! Hydecephatus and Traumatic Brain tnjury.

. Further record review reveated the resident Wi
, inder the age of 40 years otd.

"I Review of the February 2013 Physician's Orders
 revealed an order to use a prassure reduction

: boot to the right foct white the resident was in

i bed, a palm protector at att tires as the resident
| will attow, a low alr toss mattress, orat care lo he
i provided afler meats and to use Nalr Hair

i Remover on Bitaterat Lower Extremities (BLE)
liwo (2] times per week as needed an shower

i days,

I Review of the Minimum Data Set {MDS)
I Assessraernt, dated 01/20/13, reveated the
! resicent was assessed by the factity to have a

|
|
|
i
i
H
|

i
[
i
|
|
|
{
i
|
!
!
i
1
t
i
I
I
|
|
1
t

'
i

!

i

show any it] effects from the
atteged deficient practice.
A facility wide audit was conductad
on 2/11/2013, 2/12/2013 and
2/13/2013 by the IDON, Unit
Manager and Clinical Coordinator
to ensure catheter tubing was secure
with stat locks and pressure
reduction interventions as well as
other physician ordered
interventions were in place per
physician orders and orat care and
persona! hygiene needs, including
shaving, were assessed and
provided as per physician orders.
No other residents were found to be
affected by the alleged deficient
practice.
AILLPN, RN and SRNAs were in-
serviced on 3/1/2013 and 3/4/2013
by the DON related to monitoring
and ensuring all interventions are in
place per physician urders, New
Kardex policy implemented 2/20/13
and all staff in-serviced 3/1/13 and
3/4/13 to etsure al] interventions
are in place per physician orders,
Physician orders checked daily for
accuracy and added to Kardex by
DON, Unit Manager, Clinical
Coordinator andfor Supervisor.

:

Ok CMS-2567(02.99) Pravious Yerslons Cbsomle

Fvanl ID:5CMY I
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i
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(X410 | SIIMMARY STATEMENT OF OEFICIENCIES i D PROVIZER'S PLAN OF CORRECTION ! 151
PREFIX (EACH OZFICIENCY MUST BE PRECEQED BY FULL © PREFIX | [EACH CORRECTIVE AC TION SHOLILD 3E " COMPLETION
TAG | REGULATORY OR LSC IORNTIFYING INFORMATION| /Y- I CRO$S-REFERENCED TO THE APPROFRIATE DATE
i i i DEFICIENCY) ;
F 281" Continued From page 4 F 281 7. A QA will be conducted by DON
| Brief tnterview for Mentat Status (BtMS) score of or designee, beginning the week of
. ten {10} out of fifteen (15) which indicated the t 3/4/13 ons resxdlants a we:ek for 12
"resident's cognitive status was moderatety i weeks to ensure mterventions are
iimpaired. The facitity atso assessed the restdent f followed per physician orders.
1o requirs B i 1 SULE
! perscnat hygiene, was at risk for skin breakdown cotapliance through review and

t due to pressure and the resident had impaired ' evaluation of the effectiveness of
| Range .o{ Motion on Bitaterst Upper and Lower | the implemented system changes
 Extremities. i and Quality Assurance studies.
1 , . i
. Review of the Comprehensive Care Ptan : Alleged Date of Compliance 3/14/2013

I'reveated a groblem of Potenttat for tmpairment of |

Skin tntegrity, inttiated 02/08/11, which stated the |
“residentrequired a tow air loss matlress, a !
i pressure raduction boot to right foot whtte in bed
; and a patm protector on the teft hand at att ttmes. ;
. Review of the Comprehensive Care Plan witha The services provided or arranged by the
| probtern of Setf Care Deficit Retated tc Brain i facility must be provided by qualified

- Trauma, Bratn Aneurysm, Contractures of att four 1 persons i accordance with esch resident’s
[ {4) extremmas and neck and Hemiparesis, written plan of cars,
i Initiated 8/01/11, reveated the resident was a totat ‘

assist of two {2) with Activities of Daity Living i ',
i (ADLs) :

F282 Services by Qnalified Persons/Per
Care Plan

Nursing immediately ptaced an
i alarming floor pad next for resident

Rewew of the Nurse Alde Care Ptar reveated orat | #1 bed.,

i care was to be provided after each meat due to
- oral residue and pockettng, a tow air toss
{ maltrass to the bed and a pressure reduction
i boot o the right foot white in bed.

+ Observatiors, on 02/05/13 at 10:15 AM, durtng

tnitiat Tour reveated Restdent #11 was siting ina

| Gert Chalr in his/her room. The surveyer noticed
; a thick white substance on and between the
‘resident's teeth, The resident stated he/she had

110 ask the atdes to brush his/her teeth, otherwise |

. the aides did not brush them. The resident was
" wearing shotts, shirt and socks and the hair on

2. Nursing immediately placed the
pressure atarm under resident #13.

3. Nursing immediately applied stat-
locks to anchor catheter tibing for
resident #2.

4, Nursing immediately removed lap
buddy and assessed resident #3 for
any s/s of skin breakdown, DON
immediately educaled SKRNA 420,
#2,#5, LPN #5, and activity
assistant on the restraint policy and
checking and releasiug devices.

5. MNursing immediately applied

:

FORM CMS-2567(02-98) Pravious Versions Obsalele
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xale SUMMARY STATEMENT OF OEFICIENCIES L D PROVIDER'S PLAH OF CORRECTION LA
PREFIX | (EACK DEFICIENCY MUST BF #RECEDED BY FULL " pperix ! (EACH CORRECTIVE ACTION SHOW.D BE I complemon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION| Foras CROSS-REFERENCED TO THE APPROPRIATE  ©  DATE
: ' DEFICIENCY) '
pressure rednction boot for resident
F 281 Conttnued From page 5 i - 281 #11, Occnpational therapy was
i the resident's tegs was approximatety1/2 inch | immediately notified of the need for
i tong. the palm protector o be adjusted to
 Observation, on 02/06/13 at 9:05 AM, 945 AM, | e o ool eare
, 1:35 PM and 3:45 PM reveated no patm protector | fmeciate y}? roviced, mesiden
Fovas N Use. : HITWas oliered and glven a shower
| I on 2/6/2013 and nursing applied
- Observation, on 02/06/13 at 11:05 AM, reveated | Nair Halr remover to bilateral lower
' the resident was sitting in a Geri Chair in his/her extremities. Resident’s #11 air
' room wearing pants, shirt and socks and rie patm | mattress was discontinued per prior
i protector was in use. As Restdant #11 tatked, the ; docnmentation, physician was
surveyar noted the restdent’s teeth were stit | ; notified on 2/6/2013 and new
" coated with buitd up on and between his/her I ; orders received to discontinue low
| teeth, The resident stated he/she would tike to ; ‘ air loss mattress to bed, continue
| have his/her tegs shaved; however, didn't have ! ! use of standard pressure reduction
the aides shave his/her legs because it was so i | Imatiress.
i cotd in the shower room and tt took the ajdes so § | 6. Resident #] did not show any ill
; fong to shave them. I ; effoots from the alleged deficient
| Observation, on 02/08/13 at 10:55 AM, reveated | L A ,
 during a skin assessment, performed by Licensed | 7. Resident #13 did not show any ilt
. Practicat Nurse (LPN) #10 and witnessed by the |’ effects from the alleged deficient
* Clinicat Coordinator and Surveyor, the resident’s practice.
i teeth were coated with a thick, white buitd up on | 8. Resident #2 did not show any ill
and hetween the testh. At 11:25 AM, the resident | effects from the alleged deficient
!'stated he/she asked the aide to brush his/her : practice,
{ toeth an 02/07/13 and 02/18/13 but the atdes 9. Resident #3 did not show any ill
. stated they were too busy. The resident's tegs 4 effects from the alleped deficient
" were unshaved, no patm protector or pressure i practige,
treduction boot was in use. | 10. Resident #11 did not show any il]
! Observations, on 02/05/13 through 02/08/13, | eiﬁ:‘i f om the alleged deficient
1 reveated n¢ air loss maltress was in use. !' (L pA faci!it,y wide audit was conducted
! interview, on 02/08/12 at 11:30 AM, wth State | | on2/1172013,2/12/2013 and
| Registered Nursing Assistant (SRNA) #3 reveated | : 2/t3/2013 by the DON, Unit
. she performed orat care as needed and when i l Manager and C%:mcal Coordinator
' residents askad her to do so, such as when she ! ! to ensure alarming floor mats,
; ! i
FORM CMS-2567102-99 | Previous Verslons Obsolsla Everd ID:5CMY I Facllily £ 100547 If conlinuation sheel Page Gof 62
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i ) : " locks were
F 281, Cortinued From page & " Fost pressure alarms and stat lock:

in place per Kardex, as well as
other physician order devices to
ensure that otlier residenls were not

i got residents up in the morning and when !
i residents asked her to perform orat care. Further |
i tnterview reveated she was frequently the i

t Resident #11's aide and was his/her aide on that affccfed by ﬂ}e- alleged deficient
|paiti idpyatnt pr;:r-hma- Resident care 'n.mﬂ

t get the resident up and the resident did not ask ! observed house wide to include, but
I her to brush his/her teeth on 02/08/13. Stitt not limited to oral anq personat
Hurther intervtew reveated she did not shave : hygiene needs, including shaving,

| Resident #11's tegs, the shower aide was ? were assessed and provided as per

| responsibte for that. She further stated the |I Kardex. No other residents were

" resident had the pressure reduction boot on, ; found to be affected by the alteged
" eartier in the morning on 02/08/13, when he/she ; deficient practice.

| ;ﬂ&s in the Geri chair and she didn't know wha ! 12, New Kardex policy initiated

. tock the boot off. Further tnterview reveated the i 2/20/13 by the DON to ensure

, resident didn’t use the patm protector, it had beer| i : interventions are in place and being
 discontinued. She atso stated she dtd not know | = Inierventio ‘! fP

i why the tow air toss mattress wasn't on the bed. | 3 ﬁ;f{’;&lsp; \};Sag chge'and

|
‘ l
! tnterview, on 02/08/13 at 3:51 PM, with Licensed : Activity staff members as wett as
| Practicat Nurse (LPN) #10 reveated she noticed | i all other staff were in-serviced by
{ the Resident #11's teeth had a tot of tarter on ! the DON, Unit Manager and
i them and it takes more than & day or two for that ! | Clinical Coordinator on 3/1/2013
i te buitd up. She further stated she heard the i I and 3/4/2013 on the new Kardex
i resident tett the surveyor that he/she asked the i | policy and following the plan of
 aide to brush his/her teeth 02/07/13 and 02/08/13 | t care {Kardex).
! .b“t the aide said she was too busy. Further | 14. A QA will be conducted by the
| interview revealsd the resident was lo have _orat I DON or designee starting tlie week
| care after each meat, She atsp stated tpe asides t of 34/13 on 5 residents a week for
i were responsibte for brushing restdents' testh 1 12 weeks to ensure all devices, care
|

observation and care interventions

 she dict not know why Resident #11's tegs were will be properly assessed, placed on

H
|
1 and the nurses were responsibte for ensuring :
¢ not shaved, according to the Physician's order i _ ! the care plan Kardex. Devices will
I
I

| residents’ teoth were brushed. She further stated

i Naiir was to be used on hisfher shower days, t be in place as ordered and .v' OF care
| Continued interview reveatad she dign’t know why ! completed as assessed. This will be
_ the pressure reduction beot wasr’t on Resident | , monitored by the audits and

: #11, she had put the boot on the resident hersetf, | : evalualed tor effectiveness during

: She atso stated the resident were the hoot white the weekly meetings with the

!
i
i
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“uniess it had been disconttnued. Further intervia

revealed Resident #8 had an order for a Stattock

~on hig/her thigh, she dtdn't notice that the restdent -

“did not have one during the skin assessment ard
! the restdent shoutd have had one cn his/her
! thigh.

{ tnterview, on 02/08/13 at 4:10 PM, witht SRNA

i #21 Reslorative Aide reveated Restdant #11's

I Restorative program was discontinued

: approxtmatsty two (2) weeks eartior.

|

I tnterview, cn 02/08/12 at 6:30 PM, with the Unit

| Manager reveated Resident #11 hau an order to_
t use Nair in the shower, orat care to be provided

i after each meat and a patm protector was to be

1 used and tte Physiclan Orders shcutd have bean
| foltowed. Further interview reveatad a Physician
i Order was required to disconltinue the patm

i pretector and Reslorative program. Contthued

i interview reveated Resident #8 had an order for a
, Statlock and shoutd have had one on his/her

| thigh. She stated the charge nurse was

, responsible for ensuring Physician Orders were
 fottowed and the Unit Manager was responsibte
or ensuring the Charge Nurses were dolng thetr
“Job.

I

Fnterview, on 02/08/13 at 4:t4 PM, with the

¢ Ctintzat Coordinator {tnterim Untt Manager)

| reveated she noticed the Residert #11's teeth

I needed orat care performed, orat care shoutd

i have been performed after each meat. Further
interview reveated the resident had an arder for

|
!
I
i

!

é
t
;

f8sessments.

frfstrator-witt engies
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F 281 Continued From page 7 ' F 281 ;
' tn the Geri chair, she didn't realize the Physician : i
" Order was for the resident to wear the boot white . Administrator, QA meetings, and i
"in bed. She stated the restdent had an order for a through scheduled MDS :
"'patm protector and shoutd have had one on, |

compliance through review and
evaluation of the effectiveness of
the implemented system changes
and Quality Assurance studies,

Alleged Date of Compliance
|
H
i
i
[
|
!
Ii
|
I
!
!

'

i
(
i
0
1
!

3/14/2013

|
I
i
i
i
;
:
i
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 Nalr to be used. Further In'erview reveated the

| resident had the hoot on when he/she was In the

. Geri chair, eartier that morning, however she :
1 wasn't sure if the boot was ordered to be used at

i
_ |
F 281! Continued From page 8 t o F281 :
|
[
|

]
i
]
]
!

i alttimes. Further interview revealad shenoticed

i the resident dtd not have the patm protector on

' the moming of 02/08/13 when she was doing
‘rounds. She quastiorred the restorative aide who
" stated she hadn't seen the palm protector so she
~{Tlinicat Goordtnator) wrote an order o put the
patm protector on hotd untit the resident coutd be
"evatuated, Further interview reveatod thers

! shoutd have been an order o disconttnue

; Resloraltve, however she wasn't aware

; Restoralive was no tonger seeing the resident.

i nterview, on 02/08/13 at 5:40 PM, with the
i Cltnicat Coordinator (tnterim Unit Manager)
' reveated the resident did have an order for Nair. !
! She further stated the resident's bed did not have
I a tow air toss mattress on . She stated no order !
" had been writter to discontinue the tow air toss !
, maltress. She further stated she guessed they i
f needed the mattress somewhere etse hut faited |
, to write the discontinue order. Conttnued |
| Intervtew reveated Resident #2 had a Physician ¢
| Order for a Stattock and should have had one on, t
 Further interview reveated the Unit Manager was ! ! i
|
|
I
I
I

: responsible for ensuring Physictan Orders were
1 fOl!oWed.

i
i tnterview, on 02/08/13 at 7:50 PM, with the

+ Clintcat Coordinator (tnterim Unit Manager)
‘reveaied, according to the Plan of Care Resident i
f Response Rate Report, the SRNAS were charting | i :
- Resident #11 was independent with personat ! i :
"hygiena, She further stated the resident was I

: totatly deperdent personat hydiane, not i ;
. k ‘ ;
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: independent.

' 2. Record review reveated ths facitity admitted
' Resident #6 with diagnoses of Urinary Tract

%4110 | SUMMARY STATEMENT OF DEFICIENCIES 1 o i PROVIDER'S PLAN OF CORRECTION ; 125
PREFX | (EACH DEFICIENCY MUST BE PRE CEDEC BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULO Bg U comdl ETion
TAG REGULATORY OR LSC ICENT [FY NG INFORMATION| . TG CROS$S-REFERENCED TO THE APPROPRIAYE DATE
i ! : DEFICIENCY | i
$ [ ‘
; i
F 281! Continued From page 9 i
:

i tnfection, Urinary Retention Nerogenic Bladear

"and Cerebrovascutar Disease. ;
! |
! Review of the February 2013 Physician Orders
‘reveated an order for a Stattock for Unnary
! catheter to Lpper thigh, to change when needed. |
I !
' Review of the Minimum Data Set {MS) Resident -
I Assessment and Care Screentng (dated 5
i 01/04/13) reveated the facittty assessed Residen |
* #6 to have a Brief tnterview for Mentat Status i
' {BIMS) score of fifteen (15), which indicated the !
i resident had no cognitive tripairment. The MDS i
| atso reveated the resident had an indwelting ;
t catheter (Fotey). .
t Review of the Comprehsnsive Care Ptan '
I reveated the resident was to have a Fotey strap to !
| teg at att times. :
{ Review of the Nurse Alde Care Plan reveated the !
i resident was to have a Stattock (o thigh. !
| ¢
3. Review of the clinicat record reveated !
, Resident #2 was admitted by the factity on !
; 11/10/11 with diagnoses which inctuded Urinary !
* Retention. !

' Revtew of the current Physiclan's Orders for

: February 2013 reveated an order, dated 09/17112,

Lto secure the catheter to the resldent's leg witha |

| Stat Lock device, to be changed weekly. !

| (Securtng the catheter to the teg prevents putting !
and trauma at the 1urethra when the catheter bag I'

§

%
|
i
a
|
i
i
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F 281 Continued From page 10 i F 281
, 'is moved or the resident is tumed and !
: | repositioned.) . !

 Observation of Resident #2, on 02/08/13 at 10:45

 AM, revealed the catheter was not secured to the

I' resident's feg. Subsequent observation, on
, 02/08/13 at 10:00 AM, revealed the catheter was
i not secured to the resident's leg.

, Interview with Licensed Practical Nurse {LPN})
i #13, on 02/08/13 at 10:10 AM, revealed she did
i not know why the Stat Lock device was not In use i
; for securing the catheter to Resident £2's leg. :
i She stated the resident “picks at stuf™ and i
¢ perhaps that was why #1e strap was left off the |
) resident. l
; . i
|

1
+ Interview with the Unit Manager, on 02/08/13 at
i 2:00 PM, reveaied Resident #2 should have had
' a leg strap in place, according to the Physician's
i Order and the care plan. She stated all residents )
- with catheters shouid have a Stat Lock device in :
i place. l |
F 2821 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282!
55=E | PERSONS/PER CARE PLAN
! i
I The services provided or arranged by the faciity |
i must be provided by qualified persons in i
+ accordance with each resident's written plan of l
| care, |
|
|

!
| A
!

i This REQUIREMENT is not met as evidenced |
i by: .
| Based on ohservation, interview, record review, :
i and review of facifity policles it was determined ;

I
|
i
I
;
I
i
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- sampled residents (Residents #1, #2, #3, #11,

i the facility failed to ensure services were provided
i by the facility in accordance with the residents’ i
. written pian of care for five (5} of twenty-four (24) :‘

]
§

i
i
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282 Continued From page 11 | F 282
|

"and #1331,

| Resident #1 was observed In bed without an
|“ alarming floor mat rext ‘o the bed as care

j plan of care. Resident #3's lap buddy was not

| not have a pressure reduction boot, patm

: the care plan,
|
| The findings Include:

! Review of the facility poficy titied, "Care

developed to meet the medical, physical,
[ nutritional, nursing, mental and psycholagicai
| needs of the Resident. Review of the saction

. #1 revealed based on agsessment and

I reassessment the comprehansive care plarn
t would identify, in‘egrate, and pricritize the

: resident's care needs,

_planned under “Potentiaf for Infuries#alis" on the

| resident's comprehensive plan of care. Resident
i #13 was observed seated in a dining reom chair

| Without & chalr pressure alarm as care planned

, under "Potential for injuriesfails". Resident #2

‘ was observed not to have a fe@ strap In place to

| secure his/her cathetar tubing as noted on their

 released during meals and activities as Indicated
“on the plan of care. Resident #11 was observed
l to have a thick white substance on and between
i their teeth, his/her tegs were not shaved and did

protector or @ low air loss mattress in use as per

i Pians-Compretiensive", no date, revealed each
i Resident would have a comprehensive care pian

i "Pollcy interpretation and Imptementation” under

|

|

i i
|
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F 282iI Continued From page 12

i Review of the facility's policy: "Fafl Prevention®,
I Undated, revealed the facitity was committed to
{ evaluate afl residents for fall risks and attempt to :
" assess and implement measures to reduce and
: ¥ hich causes hjury. J
“ Under "Protocol” aii residents will be assessed for ;
“indicators which indicate the residentmaybea
‘fall risk. Factors which were considered to puta |
 resldent in a higher risk category inciuded a :
 history of falls, along with various diagnosis, and !
: Dementia. Under "Procedure” any preventative

t measures identified 11eeded to be added to the
“resident’s plan of care and implemented. The ;
f preventive measures were to be checked for ;
' ptacement by both aides and nurses, i

'1. Review of Resident #1's medical record !
 revealed the resident was admitted by the faclfity
| 0N 08/12/12 with diagnoses which included l' '
; Alzheimer's Disease, Non-Alzheimar's Dementia, i
i Anxiely, Depression, and History of Falis. Review |
i of the Admission Minimum Data Set, 06/19/112,
1 and the Quarterly Minimum Data Set (MDS}) !
| Assessment, revealed the resident was assessed |
| as having severely Impaired cognitive sklffs for |
i daily declsion making. Continusd review of I .
i Resident #1's MDS revealed under functional ! [
I status the resident was assessed to need : '
I extensive assistance of two (2} with transfers and | l
I total asslistance with ambulation. in addition, the | i
resident was assessed as having a history of falfs [ : |
i! prior to admission and since admission, ! i l
|

|

'Review of Resldent #1's Care Area Assaessmet
! (CAA) revealed tlie resident triggered and was | ,

i care planned for Falls, 06/20/12. due to balance | !
f problems, a history of fais, a right hip fracture, | |
| received anti-anxiety and antidepressant [ __J
: | i 5
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F 282, Continued From page 13 I Fase

| medications, cognitive impairment, Aizheimer's
 disease, and other dementia. !

|
, Review of Resldent #1's Comprehensive Care

Blanr . Ffor

i

|

|

|
'injures/falls, initiated 08/12/12, and the related ! ;
Hinterventions Included an alarming floor mat next : ! .
i to bed. | I
i |
i Review of Resident #1's Treatmen: Administration ' |
i Record (TARS), for January and February 2013, ' i
revealed it Included the feliowing fail interventions F
. to assess: bed agalnst wall, bed bolsters, high i
' back reciining wheelchair with wedge cushion, |
- pressure afarm while In bed, and pressure alarm
!'while in chair. Further review of the TARS [
| revealed no alarming flsor mat fisted to assess i
| placement. i

f

|
|
F |
| Observations, on 02/06/13 at 3:45 PM and on ' _ i
) 02/07/13 at 9:55 AM, revealed Resident #1 was In: ! i
: bed and no alarming floor mat wag observed next : ! |
i | i
I i

'to the bed as care planned.
|

|
!
! Interview, on 02/08/13 at 10:15 AM, with State I
i Registered Nursing Assistant (SRNAj #20, who |
| cared for Resident #1 on 02/07113 and 02/08/13, |

reveaied the floor mat Was not on the floor g
 yesterday (02/07/13, but had been placed next to i
! the bed this morning (02/08/13) by management. i
- The SRNA stated she thougnt the resident had ,
i the mat on the floor about a month ago, butdld
l; rot remamber it being on the foor until today.

' Interview, on 02/08/13 at 10:20 AM, with Licensed i
 Practical Nurse (LPN) #2 revealed Resident &1
fwas afali risk. The LEN stated sha had

i removed the fall mat alarm because the fatl

|
:
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1 preventlon intervention was not fisted on the TAR,
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F 282 Continued From page 14 ' F 262,
!

i She furiher stated the order for the fail rat alarm

was not been transcribed on the TAR to sign off

“Mat placement was checked and monitored.
| Continaad Infapdon: eouhe

i had removed the ma from the floor because It
1 was not fisted on the TAR and had not checked
i the orders or the Comprehensive Care Flan for
i the fail mat.

Interview, on 02/08/13 at 3:16 PM. with the

I Director of Nursing {DON) revealed Resident #1
i was care planned for an alarming floor mat and
1 also had an order. The DON stated the resident
j was Supposed to have a pressure alarm mat con
 the side of his bed. She further stated orders

, were supposed to transition to the TAR, but the
floor mat order was not fisted. Continued

i Interview with the DON the floor mat alarm had
| been removed by LPN #2 because it was not
 listed on the TAR, but the nursc shouid have

| checked the orders prior to remova.

! 2. Review of Resident #13's medical record

j revealed the resident was admitted by the facility
| on 11402110 with diagnoses which includad

" Alzheimer's Disease, Depression,

' Non-Alzheimer's Dementla, Debility,

i Osteoarthritis, Muscle Weakness, and

j Abnormality of Gait, Review of the most recant
. Comprehensive MDS dated 07/28/12 and

' Quarterly MDS dated 01/14/1 3, reveaied the

I resident was assessed as being cognltively
timpaired. Further review of the MDS data

i revealed the rasident was assessed as needing

i

, extensive assist of two (2) persons with transfers j
- and limited assistance of orte {1} with ambuiation, |

l'in addition, the resident was assessed to have

i
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o STATEMENY OF OEFICIENG 28 {X1) PROVIOER/S LPFE IER/CLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: COMPLETEQ
g A. BUILDING
5
B, WING
g 185174 02/10/2013
NAME OF PROVIDER OR SUPPIER STREET AODRESS, CITY, STATE, ZIF COBE
8075 BURLINGTON PIKE
FLORENCE PARK CARE CENTER
FLORENCE, KY 41042
(x4 SUMBARY STATEMENT OF OEFICIENGIES ! [+ TN PROVIOER'S PLAN OF CORRECTION X5
PREFIX | {EACH OEFICIENCY MUST BE PRECEOEQ BY FULL { PREFi | (EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) i TAG CROSS-REFERENGCEQ TO THE APPROPRIATE | GATE
? ; ! BEFICIENGY)
f ; i
F 282! Continued From page 15

! regi

* problems, history of falls, antidepressant
"'medication, cognitive fmpairment, diagnoses
!which included: Congestive Heart Faliureg,

. Arthritls, Aizheimer's disease, Other Dementla,
. and cognitive impairment.

,I Review of Resident #13's Comprehensive Cara

« Plan revealed the resident was care pfanned for:
) Potential for injuries/falls, date initlated 04/20/12,
tand It included an intervention for pressure

' atarms to the bed and chair to alert staff resident
"may be attem pting to transfer without assistance

ll and to remind the resident of the need for
: assistance,

: Observatian of breakfast meaj service, on

1 02/06/13 at 8:45 AM to 9:00 AM, revealed

| Resident #13 was seated in a regular chair at the
[ table with no pressure alarm device on the chair,
i The presstre afarm device was observed in the

I resident's wheeichalr next to the resident,

' Interview, on 02/06/13 at 9:00 AM, with SRNA

' #16 revealed the resident insisted on sitting in

; regutar chairs at times and would get

. himselffhierself into the chairs. The aide stated
| the resident was Supposed to have a pressure
j aiarm on tile chair per the care plan and shouid
i have had the alarm in place for safety reasons.

|
¢ Interview, on 02/08/13 at §:20 AR, with SRNA #1

L ; stated the resident was care plarned for 3

!'revealed Resident #13 had a history of falis. She |
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!’ pressure alarm to both the bad and chair
. because the resident wouid attempt to get up by
"himselfiherself, Further interview with the aide

! revealed the resident fiked to stin regular chairs, !

Lat §i o sUre

the pressure alarm was ple;ced on the chalr for
i safety.

i

| Interview, on 02/08/13 at 10:12 AM, with LPN #4
| revealed Resident #13 was care planned for

i Pressure aiarms to the bed and chair because of
: safety purposes to let them know if the resident

i trled to get up. She stated staff was supposed to
i make sure if the resident was not In his/her

; wheelchair they piaced the alarm where the
‘resldent sat. After being tofd the resident was
"observed in a chair without a pressure alarm, the
'LPN stated the person who had transferred the
!'resident to the chair shouid have put the alarm
l'underneath him, If it was not it was a safety

I concern.

. interview, on 02/08/13 at 3:00 PM, with the DON

i revealed Resident #13 was care pianned for

; prassure alarms and all staff was responsible to

| manitor pressure afarm placement for safety

( Purposes. She stated the resident was a faif rigk

e to dementia and poor balance and it was

! important to have the safety device in piace. She

HMurther stated the resident was im puisive, got

i agitated at times, was difficuit to re-direct, and
liked to sit in reguiar chairs at times. Continued

| Mterview with the DON revealed sometimes the

i resident would not sflow staff to piace the afarm

- undameath her/him; however, staff should have

. §one back and attempted to aut the alarm

| underneath the resident.

'
i

i -
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1 3. Record review of Resident #3's MDS, dated
; 01/25/13, revealed he/she was assessed as
- severely cognitivaly impalred. Further review of
A

! the stoert#3 was AN EsE s of

I'two {2) staff members for bed mobiiity, transfer,
| and toilet use. in addition, Resident #3 was an

: assist of one (1) staff mamber for focomction on
| unit, dressing, eating, personal hygiene, and

. bathing. Lastly, the MDS indicated Reslident #3

l used a wheelchair for focomation,

! Review of Resident #3's comprehensive care

i plan titled, "Res!rairt device”, initiated 06/19/12,

| revealed Resident #3 had a fap buddy in piace
while in his/her wheelchair for safety and to

4' remind him/her to ask for asslistance prior to

 transfer. Interventions on the care plan included

| {30} minutes and releasing the fap buddy every
; two (2) hours, during meals, for tolleting, and
i’ during activities with staff attendance.

l Review of Resident #3's Nurse Aide Care Plan
j otherwise referred to as a "Cardex®, dated

. be chacked every thirty {30) minutes and
j released every two (2) hours including during
| meals, tolleting and activities.

I Review of the last Physical Restraint

I Assessment/Review form, dated 11/16/12,

i revealed Resicent #3's lap buddy was to be
 removed during meals and activities. The

D was to be released every two (2} hours.

I checking the lap buddy for placemert every thirty

" assessment also stated Resident #3's lap buddy

j O2/08/13, revealed Resident #3 was to have a lap |
_buddy in place while in his/her wheelchair, Aiso, |
'the Cardex stated Resident #3's lap buddy was to |

i
|
|
i
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i ‘ !

| Observation, on 02/05/13 at 6:00 PM, during | i

| BUpper meal revealed Resident #3 was in hisfher i |

 wheelchair with the lap buddy in place. The lap | : g
i H |y

| ot :
_Dudddy tece-thretrghout-ther st

i while Resldent #3 was being assisted by staff. An

| additional observation, on 02/06/13 at 8:45 AM,

; revealed Resident #3 had his/iier lap buddy in

- Piace throughout the breakfast meal, Another |
observation, on 52/06/13 at 12:50 PM, revealed

I Resident #3 continued to wear the fap buddy

i placed on her whaelchalr whie being assisted

i with lunch,

? Observation, on 02/06/13 at 10:15 AM, revealed
' Resident #3 had his/her lap buddy in place while
i altending activities with staff members prasent.

, Again, on 02/07/13 at 10:15 AM, Resident #3
was observad to have hisher lap buddy in place
“during activities with staff menbers present,

i Observation, on 02/07/13 at 10:25 AM, revealed
. Resident #3 could not remove the lap buddy on

- command. Licensed Practical Nurse (LPN) # 5

| was present and asked Resident #3 to remove

i hisfher lap buddy three times, Resident #3 made
{ Mo attempts to remove the iap buddy.

! Interview with State Registered Mursing Asslstant

i (ERNA} #20, who was caring for Resident #3, on
02/07/13 at 10:00 AM, revealed the fap buddy

. was to be checked evary thirty (30) minutes for

i correct placement, However, SRNA #20 did not

i know how often the fap buddy was to be ;

- released. SRNA #20 stated she thought Resident |

'#3's lap buddy was to be in place while eating

l'and during activities, i

l i
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| Interview with SRNA#2, on 02107113 at 10:05 | :

i AM, revealad she occaslonally provided care for I '
Resident #3, SRNA #2 stated she did not think | ;
' Reslident #3's iap buddy was to be refeased I !

during mea it !

- Was not sure how often the lap buddy was to be | '
| refeased, but she thought it was supposed to be | ;
: released every hour for twenty (20} minutes. I |

| Interview with SRNA #5, on 02/08/13 at 211g PM, |
' revealed she had assisted Resident #3 with junch |
'that day. SRNA#5 stated Resident #3's lap buddy
, Was not released during meals or actlvities, She
 stated the lap buddy was released every two
“heurs during incontinence care. ‘

Interview with the Activity Assistant, on 02/07/13
tat 2:48 PM, stated she was unaware Residant
{ #3's lap buddy was to be released during meals

: or activities.

FInterview with LPN #6 who was caring for

| Resident #3, on 02/06/13 at 2:37 PM, reveaied
, Resident #3's jap buddy was to be released every
i o (2) hours. LPN #8 also Stated Resident #3's |
tlap buddy was to ba rejeased during meats and |

I' activities.

|

}

| Interview with LPN #5 who was caring for |

* Resident #3, on 02/07113 at 19:18 AM, revealed |

' Resident #3's lap buddy was tc be refeased every |

| two (2) hours. Although, LPN #5 stated she did ;

not believe Residant #3's fap buddy was not to be |

| released during meals or activities, ||
|

i! Interview with MDS Coordinator, on 02/08/13 at .I

i 10017 AM, revealed SRNASs are aware of the I

| needs of the Residents based o the Cardex. |

|
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' The MDS Cogrdinator reported the Cardex was i |

'and serves as a guide to the SRNAs providing !
! care. The MDS Coordinator reportad these forms |

i

5 . |

L generated from the comprehensive plan of care ; i
H

; are Kept at the nurgs' H-wimer—ame !

; @re updated as neaded. Additionally, the MDS
 Coordinator stated the current plan of cara for
iResident #3 should ba followed. Lastly, The MDS

i Ceordlnator stated the Nurses are responsibie for ;
i ensuring the plan of care was followed for gach i ! !
I Resident, ! i
| i i
)

' Interview with the Director or Nursing (DON), on ?

 02/10/13 at 4:05 PM, revealed current plansof | :
; care for each Resldent should be followed, She i !
+ Slated staff are aware of the care plan neads I ! :
i through the use of tha Cardax which |s accassible ! ,'
tto ali SRNAs. Furthermore, she stated the i
nursing staff are responsibla for ansuring the plan |
 of cara is foliowed. !'
i & Review of the dlinical record revealed the | !

i facility admitied Resident #2 on 11/10/11 with | : ;

|

i diagnoses which included Urlnary Retention, ]
. Continued review revealed the resident had an
i indwelling urinary catheter to drain the bladder,
l

| Review of the current active Physlcian's Orders
! revealed an order, iniliated 0o/ 7i12, for a Stat
' Lock davice to secure the resident's cathaterto | !
!'the leg. (Securing the catheter to the leg inthis | !
{way prevents pulling and trauma to the urathra
' when the catheter drainage bag is moved or
E durlng turning and repositioning of the residant )

i
' Review of the comprehensive Care Plan, dated : I

1 0811312, revealsd the intervention "Foley strap to i i

i leg at all imas®, i ! !

f

: : ;
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! Observation of Residant #2, on 02/06/13 at 10:45 |
' AM, revealad the catheter was not secured to the !

resident's leg. Subsequent observation, on : J f

H ] L

T {

; ]

. 02/08/13 at 10:00 AM, revealed the cathetar was

: o) R1-FAIST: itert'stoy: : ;

| Intarview with LPN #13, on 02/08/13 at 10:10 AN,
, revealad she did not know why the Stat Lock
| davice was not In use for securing the cathater 1o
» Resldent #2's lag. She statad the resident "picks
i at stuff” and perhaps that was why the strap was i
; ieft off the resident. | ! ‘ i
)

Intarview with the Unit Manager, on 02/08/13 at
| 2:00 PM, revealed Resident #2 should have had
l'a lag strap in place, according to the Physician's
"order and the care plan. She stated all residents
Lwith catheters should have a Stat Lock device in
'place.
' 5. Racord review revealed the facility admitted
| Resident #11 on 02/08/11 with diagnosas which
. Included Hemiplegia, Contractures of Forearm,
l’ Shoulder, Hand and Lower Leg, Obstructive
i Hydocaphalus and Traumatic Brain Injury.

| Review of the February 2013 Physician Orders
| revealed orders to use a pressure reduction boot
i o the right foot while the resident was in bed, s
i palm protector to be used at all times as the

i resident will allow, a low air loss mailress, oral

s care to be provided after meals and to use Nair
{ Hair Remover on Bilateral Lower Extremities

{ (BLE) two (2) imes per week as needad on

| showar days- Wad nesday and Saturday apply
 prior to shower and wash off thoroughly in the

! showaer, also monttor skin of Bt.E for reaction to
t Nair on shower days.

{

{
i
|
t

| !
I i I
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1 Review of the Minimum Dats Set {MDS) Residant | g l

P Assassment and Care Screening. dated i :
j 01/20/13, the resident was assaessed by the ! ;

i facility to have a Brief Interview for Mental Status I i
L (BIMS) 1 e i

fresident's cognitve status was modarately ! ;
; impaired. The facility also assassed Resident , | |
. #11 to require extensive assistance of two (2} I t
» with personal hygiene, was at risk for skin ! X
i breaikdown due to pressure and had impaired ;
" Range of Motion on Bilateral Upper and Lower I :
i

)

, Extremities, :
[ i
i

)

' Review of the Comprehensive Cara Plan

" Potential for Impairment of Skin Integrity, inltiated !
1 02/08/11, revealed the resident requlred a low air |
1 loss mattress, a pressure reduction boot to right |
' foot while in bed, 3 palm protactor on the Jeft i
 hand at all times. Review of the Comprehensive }
1 Care Plan for Self Care Deficlt Related to Brain |
i Trauma, Brain Aneurysm, Contractures to ali four |
£(4) extremitles and. his/her nack and Hemlparesis, |
| Nitlated 9/01/11, revealed the resident was 4 total |
; assist of two (2} with Activities of Daity Living i
1 {ADLs} and was to have a shower two (2) days |

i each week, :

 ©aré was to be provided after each meal dueto !
1 oral.residue and pocketing, was to have a low air

loss mattress to the bed and a pressure reduction
!‘ boot to the right foot whils in bed. i

! Review of the Nurse Aide Care Plan revaated oral f
F
I

|
|
i Obsarvation, on 02/05/13 at 10:15 AM, duing |
! Initial Tour rovealed Rasident #11 was sitting Ina
| Gerl Chalr in histher room. The resident stated |
; he/she had to ask the aides to brush hisher !
 teeth, otherwlse the aides did not brush them. |
[ ; ' -
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| was in use,

F The resident was wearing shorts, shirt and socks |
"and the hair on the resident's legs was
" approximately1/2 Inch long.

SLvation.oa-0208/43-g
i 1:35 PM and 3.45 PM revealed no palm protector :
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|
|
R RGATALI
:

'Observation, on 02/06/13 at 11:05 AM, revealad

"'the resident was sitting in a Gerl Chair in his/her |
‘ room wearing pants, shirt and socks and no palm
!'protector was in use, As Resident #11 talked, the |
I survayor saw tha resident's teeth ware coated !
i with build up on and batween his/her teeth, The |
i resident stated he/she would like to have his/har
,1egs shaved, however, didn't have the aldes
~shave histher lags because It was so cold in the
. shower room and it took the aides so leng to
!'shave them.

|

| Observation, on 02/08/13 at 10:55 AM, revealed, |
1 durlag a skin assessment, performed by Licansad]’
i Practical Nurse (LPN} #10 and witnessed by the i
i‘ Clinical Coordinator and Surveyor, Resident #11's i
teeth wore coated with a thick, white bulld wpon |
'and between the toeth, At 11:25 AM, the resident !
| stated he/she asked the alde to brush hisfher
{ teeth on 02/07/13 and 02/08/13 but the aide ;
 stated they were too busy. The resident's legs !
| were unshaved, no paim protector was in use and!

. N0 prassure reduction boot was in use. !
i |

:
|
r
i
i
|

| Observations, on 02/06/13 through 02/08/13,
Frevealed no air loss matiress was in use. i

; ]
+ Interview, or 02/08/12 at 11:30 AM, with SRNA #3
j revealed she performed oral care as neaded and ;
; when the rasidents asked her to do so, suchas
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1 and when the residents asked her to perform oral |
‘care. Further interview revealed sho was
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282 , Continued From page 24 3 F 282! |
; when she got the residents up in the morning | i i
i ;
i
i i
; f

* frequently Resident #11's alde anc was his/fher | ;
‘al ge the { l:

(' resident up and the resident did not ask her o [
; brush histher teeth on 92/08/13. Still further
 Interview revealed sha did not shave Resident
| #11's legs, the shower aida would do that. She
t further stated the resident had the pressure
' reductlon boot on when he/she was in the Geti
! chair eariier that morning, on 02/08/13, and she ) ! !
! dossn't know who took It off. Further interview ;
| revealed Resident #11's palm protector had been | i X
| discontinued. She also stated she did notknow i ;
« Why the low air loss mattress wasn't on Resident
1 #11's bed.
I
Untarview, on 02/08/13 at 3:51 PM, with LEN #10
'revealed she noticed Resident #11's teeth had a
: lot of tarter on them and it takes more than a day
) Or two for that to bulld up. She further stated she
| heard the resident tell the surveyor that halshe
| asked the aida to brush histher teath 02/07/13
tand 02/08/13 but the aide said she was too busy.
! Further interview revealed Resident #11 was to
* have oral care after each meal. Sha also stated
' the aides were responsible for brushing residents'
teeth and the nurses were responsible for
£ Bnsuring residents' teeth ware brushed. She :
¢ further stated she did not know why Resident , !
| #11's legs were not shaved, according to the ; I
i Physician's order Nair was 1o be used on histher | | l;

‘ i

i i

i
;
{
i

' shower days. Continued interviaw revealad she
Idldn't know why the pressure reduction boot
'wasn't on Resident #11, she had putit on the

i! resident herself. She aiso stated Resldent #11

i wore the pressure reduction boot whila in the Geri!' |
i ! E
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i chair and she dldn't realize the Physiclan Grder i |

t was for the resident 'o wear the boot whila in bed. |

| She stated the resident also had an order for g \ ' é
' palm protector to be used and should have had |
Lon ; i t &

Vinterview revealed Resldant #6 had an order for a ;
! Statlock on his/her thigh, she didn't notice that the :
'resident dic not have one on histher thigh durlng !
; the skin assessment and there should have been
; one on the resident,

|
Interview, on 02/08/13 at 4:10 PM, with SRNA |
| #21 Restorative Aide revealed Resldent #M1's !
: Restorative program was disconfinued i
t approximately two (2) weeks earlier, Ii | !
!
|
l

“Interview, on 02/08/12 at 6:30 PM, with the Unit

' Manager revealed Resldent #11 had Physiclan

! Orders to use Nalr in the shower, oral care to be
I’ provided after sach meal and a palm protector to
i the resident's laft hand and the orders should

i have been followed. Further interview revealed a
i Physician Order was required to discontinue the

i palm pratectors and Restorative program.

i Continued interview revealed Residant #6 had an
| order for a Statiock and one should have heen on

I hisfher thigh. i

{
]
|
i |
Vnterview, on 02/08/13 at 4:14 PM. with the '
! Clinical Coordlnator (Interim Unit Manager) ll
' revealed she noticad Resident #11's teath ;
' reeded oral care performed, oral care was i
I'supposed to be provided after each mesl. i
* Further interview revealed the resident had an |
. order for Nair to be used. Further interview I
. revealed the restdent had the pressure reduction |
“boot on when hefshe was in the Gerl chair earlier |
; that morning, on 02/08/13, however she wasnt
i !
FORM CMS-2567(0299) Praviaus Varsions Qhsclate Evanl I0: 5CMY11

Faciily 10: 100547 It conlinuzlion shee) Mage 26 of 62




g

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERICAID SERVICES

PRINTED: 02/22/2013
FORM APPROVED
CMB NO, 0938-0301

88=D | DEPENDENT RESIDENTS
!

| daily living receives the necessary services to

| and oral hygiene.
i
i
!
|

I Aresident who is unable to carry out activities of

; maintain good nutrition, greoming, and perscnal

SRNA #3, LPN #10 and Clinical
Coordinator ou 2/5/2013 regarding
properly assessing residents' needs
: and providing or assisting with care
needs as indicated in tlie residents’

i plan of care,

: A facility wide audit was conducted
on 2/11/2013, 2/12/2013., and

! 2/14/2013 by the DON, Unit
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5 D |
F 282, Continued From page 26 | F282 ,'
1 Sure if the boot was ordered to be used at all i ! ;
i times, Further interview revealed she noticad the i } |
Fresidentdid not have the palm protector onthe ! ! :
i Tnorning of 02/08/13 when she was doing rounds, | j
i she spoke with the restorative aide whe-stated—I t i
i she hadn't seen the palm prtector so she, the _I f I
i Clinical Coordinator, wrots an order (on 02/08/13) I !
| to put the palm protactor on hold until the resident i ! i
; Gould be evaluated (by Therapy or Restorative). i !
I ! i
! ) ‘
. Interview, on 02/08/13 at 5:40 PM, with the ! E :
 Clinical Coordinator (lrterim Unit Manager) ! : . ‘
: revealed Resident #11 did have an order for Nair. ! SI%AI:L Care Provided for Dependent
 She further stated the resident's bed did not have | - hesidents
@ low air loss mattress on it. She stated no order | : ) .
 had bean written to discontinue the low air loss ! ; A resident who is unable to carry out
. mattress, She further stated she guessed thay ! : actrvitiey Ofdafly living receives the
; needed the mattress somewhere ¢lse but failed : . ecessary services to maintain good
 to write the discontinue order. l ' nutrition, grooming and personal and oral
: ; ! hygiene.
Vnterview, on 02/08/13 at 7:50 PM, with the | |
' Clinical Coordinator (Interim Unit Manager) i I, Nursing immediately provided oral
 reveaied, according to the Plan of Care Reslidant ; ; care for Resident #11, Resident
' Response Rate Report, the SRNAs were charting | : #11 was offered and given 2 shower
‘ Resident #11 was independent wh personal ; on 2/6/2013 and nursing applied
f hyglene. She further stated the resident was : : Nair Hair remover to bilateral lower
! totally dependent personal hygiene, not i j extremitios
Y independent, ; L . .
F 3121 483 25(a)(3) AL CARE PROVIDED FOR | Faiz 2. DON immediately in-serviced
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t This REQUIREMENT is not met as avidenced
1 by:

i Based on observation, interview ard record

¢ raview it was determined the facillty failed to

Manager and Clinical Coordinator
to ensure all residents were
receiving appropriate assistance

e
SATL B AVER

| provid } atrrgoud

i nutrltion, grooming, personal hygiene and oral
thyglene for one (1) of twanty-four (24} samplad

L residents (Resident #11) as evidenced by a thick,

Pwhite coating on and between Rasident #11's
Iteeth. In addition, the staff was not using Nair
| Hair Remover on tha resident's legs.

| The findings include:

. Record review revealed the facility adritted

| Resident #11 on 02/08/11 with diagnosas which
i Included Hemiplegia, Contractures of Forearm,

1 Shoulder, Hand and Lower Leg, Obstructiva

i Hydecaphatus and Traumatic Brain Injury.

i Further record review revealed the residant Wwas
tunder the age of 40 years old.

i

i Review of the February 2013 Physician's Orders
| revealed an order to provide oral care after each
[ meal, due to oral resldue and pocketing end an

| order to use Nair Halr Remover an Bilateral

{ Lower Extramlties (BLE) two (2) timss per week
{ as needed on shower days- Wednesday and

I Saturday; apply prior to shower and wash off
Hhoroughly in the shower, also monitor skin of
" BLE for reaction to Nair on shower days,

i

* Review of the Minimum Data Set (MDS)
!'Assessment and Care Screening revealad the
!resident was assessed by the facility to have a
! Brlef Interview for Mental Status (BIMS) score of
1 ten (10) out of fifieen ( 15) which indicated the
 resident's cognitive status was moderately

{ound to be affected by the alleged
deficient practice.

Interview with resident #1 1
revealed that resident #11 did not
shiow any ill affests from the
alleged deficient practice, No otler
resideuts showed any ill affects
from the alleged deficient praciice,
All LPNs, RNs and SRNAs were
i-serviced on 3/1/13 and 3/4/2013
related to assessing, providing and
assisting residents as indicated with
ADLs,

A QA will be conducted by the
DON or designee, begiining the
weelk of 3/4/13 on 5 residents a
week for 12 weeks and then
«uarterly to ensnre all residents are
receiving appropriaie assistance
with ADEs. Results will be
monitored by DON or designee and
appropriate changes implemented
10 ensure residents are receiving
appropriate assistance with AD] s,
Results will be roported quarterly to
the Quality Assurance committee
for review,

The Administrator will ensure
compliance tlirough review and
evaluation of the effectiveness of
the iniplemented system chatiges
aud Quality Assnrance studios,

FORM CMS-2567(02.59) Previcus Versions Obsolste

Everil 1D: 5CMY 11

Fackify 18 100647

If contliuation sheet Fage 2B of 82




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

PRINTED: 02/22/2013
FORM APPRGOVED
OMB NO. 09380351

STATEMENT OF DEFICIENCIES

(X1) FROVIDER/S UPPL IER/CL 4

(X2 MULTIPLE CONSTRUC TION

(X3) DATE SURVEY

H

| 1o require extensive assistance of two (2) with

i Personal hygiene.

AN PL F & ECTI IDENTIFICATION N R: T
I PLAN OF CORRECTION ENTIFICATION NUMBE A BUILDING COMRLETED
B.WING
185174 ‘” 02/10/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
8975 BURLINGTON Pixg
FLORENCE PARK CARE GENTER
FLORENCE, KY 41042
X0 | SWAMARY STATEMENT OF OEFICIENGIES foom PROVIDER'S PLAN OF CORREC TN P )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED By FULL | OPREFIX (FACH CORKECTIVE ACTION SHOULD b | CoMPLEION
TAG | REGULAIORY OR LSC IDENTIFYIG INFORMATICHN) ! TAG t  CROSSREFERENCED T0 THE APPRG PRIATE DATE
A : ; BEFIPMNCYY |
f : |
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timpaired. The facillty also assessed the rasidant ! Alleged Date of Compliance 371412013

{
' Raies e Cero

“Plan for Potentlal for Altared Dental Status,

; Requires Assist with Dental Hygiene, initlated
+ 02/08/11, revealed State Registared Nursing

t Assistants (SRNA) were to provide oral care after
+@ach meal due to oral resldue and pocketing.

- Review of the Comprehenstve Care Plan Self

| Care Deflcit Related to Braln Tratima, Brain

; Anaurysm, Contractures of at four (4) extremities
+ and hisher nack, Hemiparesis, initiated 9/01/11,
irevealed the resldent was a iotal asslst of two (2)
! with Activities of Daity Living (ADLs),

| Raview of the Nurse Alde Care Plan revealed oral
i Care was to be provided after each meal due to

i oral residue and pocketing,

I

! Observation, on 02/05/13 at 10:15 AM, during

| nitial Tour revealed
i Berl Chairin hisfer roomt. The surveyor notad

i the resident's teeth were coated with a thick white
! substance, Tha resident stated he/she had to
+ask the aides to brush his/her teeth,
! aldes did not brush them. The resicent was

+ wearing shorts, shirt and socks and the hair on
 the resident's tegs was approximately1/2 inch

| long.

f

" Observation, on 02/06/13 at 11,05 AM, revealed
“the resident was sitting In a Gerl Cha¥ in his/her
i room wearing pants, shirt and socks. As

- Resident #11 talked the surveyor noliced the
Fresident's teeth were st coated with build up on
. and between his/her teeth. The resident stated

Resldent #11 was sitting In a :

i
|
i
!
i
i
|
|

otherwise the;

{
H

|
i

3
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F 312] Continued From page 29 i

i he/she would like to have his/har legs shaved, !
| however, didn't have the aides shave his/her legs |
 becayse it was so cold in the shower room and it |
- took the aides so lang to shave them. |
| [

;
F312,
i
i

' Observatlon, on 02/08/13 at 10:65 AM, revealeq. |
i during a skin assessment, performed by Licensed !
. Practical Nurse (LPN) #10 and witnessed bythe |
. Clinical Coordinator and Surveyor, Resident s |
.5 teeth were coated with a thick, white build up on i

and between the resident's teath. At 11:25 AN,
i the residant stated hefshe asked the aida to !
brush his/her teeth on 02/07/13 and 02118/13 but |
“the aide stated they were too busy. !
|

i
i Interview, on 02/08/13 at 11:30 AM, with SRNA#3 ;

j revealed sha performed oral care as nesdod and
when residents asked her to do sy, such as when !
!'sha got residents up in the morming and when
* residents askad her to perform oral care. Further !
| Interview revealed she was frequently the i
i resident's aide and was hisfher alde on that
 particular day, 02/08/13. She stated she did not
I get the resident up and the resident dld not ask
I her to brush hisiher teeth. Still further interview :
j revealed she did not shave Resident #11's legs. |
i
!
|

. the shower aide was supposed to do that,

I Interview, on 62/08/13 at 3:51 PM, with Licensed |
i Practical Nurse (LPN} #10 revealed she nioticed

, Resldent #11's teeth had & lot of tarter onthem |
~and it takes more than & day or two for that to !
L build up. She further stated she heard the I‘
 resident tell the surveyor that he/she asked the ;
| aide to brush histher teeth 02/07/13 and 02/08/13 |
“but the aide said she was too busy. Furiher !
Vinterview revealed the resident was to have oral |
| care after each meal. She also stated the dides |
I
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F 3121 Conlinved From page 30 bOF 312 :
 were responsible for brushing resldents' teeth ! '
; @nd the nurses were responsible for ensuring i i !
; residents’ teeth were brushed. She further stated . i 323 Tree of Accident
i she did not know why Resident #11's legs ware | i Hazards/Superviston/Bevices
" - FRAysiclan's order
1 Nair was to be used on hisher shower days. f a? The facility must ensure that the resident
i ! it o i
i Interview, on 02/08/12 at €:30 PM, with the Unijt ! ) ! ;’;;ﬁzn::?; r(;?;g;z a:nfée:agliarzg;gzgtt
! Manager revealed Resident #11 had anorderto ! ' reccives ade I; ate su ’ervisi oIt 5nd assjstance
"'use Nair In the shower and oral care was ! deui 4 p 4
| Supposed to be performed after each meal, She | evices to prevent accidents.
 stated the charge nurse was responsible for I ) .. ,
"ensuring orders were followed. | l. En‘{'m“ﬂfema] Service Director
I: ; designee :nnnedlqtely fixed the
; Inlerview, on 02/08/13 at 4:14 PM, with the i observed screw sticking out of the
; Clinical CoordInator (Interlm Unit Manager) ; wall vent on 2/6/20113,
1 fevealed she noticed lhe resident's teeth neaded 1| 2. Environmental director adjusted the
i oral care performed, oral care should have bsen | water lemperatures on 2/6/2013 and
: performed after each meal. a" re-checked rooms 201, 225, 114
! ) | during the evening of 2/6/2013 and
1 Interview, on 02/08/13 at 5:40 PM, with the X morning of 2/7/2013 with noted
i Clinlcal Coordinator (Interim Unit Manager | water temperature between 100 and
| revesled the res%clijem did have an order for Nair to 1o
i be used and the Unit Manager was responsible I e .
; for ensuring orders were followed, i 3. Medication cup found in room 102
i i A was immediately dn.scarded.
| Interview, on 02/08/13 at 7:50 PM, with the 4. No residents showed ill affects for
I Clinlcal Coordinator (Interim Unit Manager) i the alleged deficient practice.
I revealed, according to the Plan of Care Resident | 5. Afacility wide audit was conducted
i Response Rate Report, the SRNAS were charting | by the DON, Unit Manager and
I Resident #{1 was independent with personal ! Clinical Coordinator on 2/11/2013,
t hyglene. She further stated the resident was : 2/12/2013 and 2/13/2013 to ensure
| totally dependent personal hygiene, not | personal care jtems were stored
¢ independant. i I properly unless resident wag
F 3231 483.25(h) FREE OF ACCIDENT | Fazs assessed as being able and safe (o
$8<E | HAZARDS/SUPERVISION/DEVICES ; j keep at bedside,
‘! o ) . ! ! 6. A facility wide tour was conducted
:; The facility must ensure that the resident } : by Environmental Service Director
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F 3231 Conlin I
} Conlinued From page 31 F 3235 2/11/2013 to ensure all vents were

I environment remains as free of accident hazards |
| @s is possible; and each resident recelves
adequate supervision and assistance devices to

hazards to residents or staff ag well
as ensured no other potential safety

|
I
properly secured and posed no I
i
|
hazards were present, ;

i

|

I

!

prevent accldents, |
t

]

j

i

i
i
i
i

This REQUIREMENT is not met as evidenced
L by:
Based on observation and Interview it was

! determined the facility failed to ensure the
"'resident environment remained free of accldent
i hazards. During a tour with the Environmental
; Services Director (ESD) on 02/06/13 at 2:15 PM.
& screw was ohserved stlcking approximately one
!tnch out of awall.vent in the 200/300 unit dintng
iroom. Furither observation on the environmental
j tour. revealed water temperatures in rooms on
. both the 200 and 300 unlts were In axcoss of 110
i degrees Fahrenheit (F). In additlon, observation
j ontour, on 02/05/13 at 10:15 AM, revealed a
| medicine cup with & white paste like substance

on the bedsids table in room 102 bed A of tha
| Memory Care Unit. :

D L T e S

e s

!
i The findings Inchude:
I

11. During tour with the ESD, cn 02/06/13 at 2:15 |
1 PM, a screw was observed protruding from a :
 wall ventapproximately 1 inh in the 200/300 unit|
-shared dinlng reem. An interview with the ESD at i
| that time revealed he understood the protrusion
| could lead to potentlal skin tears to residents, f

|

jes pecially ambulatory residents.

‘ 2. Water temperatures were taken throughaut
i i

|
|
[

I

—

. The Maintenance Director and

- A Quality Assurance study will be

Environmental Service DHrector i
conducled a housc wide audit i
checking water temps to ensure i
Water temperatures are between 100
and I 10 degrees Farenheit.
All RNs, and LPNs were in-
serviced on 3/1/2013 and 3/4/2013
by DON, Unijt Manager and
Clinical Coordinator refated (o the
importance of providing an
environment free of accident
hazards.
All staff wag in-serviced on
3/1/2013 and 3/4/2013 by the DON,
Unit Manager and Clinical
Coordinator on the policy on
completing work orders and
reporting repair needs as indicated.

N st ok s e+ tomims oo

mainienance assistance was in-
serviced on 2/11/2013 by the
Administrator on the importance of
ensuring water temnperaturcs are
between [00-110 degrees at all
times and checking to ensure the I
vents are secure and pose no :
hiazards to residers or staff.

conducted beginning 3/4/13 by the
Director of Envitonmental services,
DOGN or designee Lo ensure an
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3 . | environment free from accident
; 323, Continued From page 32 ¢ F323 hazards, Five resident rooms and
' the facility with the £8D, with temperatures of 112 | facility corridors will be inspected

‘ degress F observed in room 201 at 2:62 P, and !

| In room 114 at 3:00 PM. Atermperalure of 117

| degrees F was observed in reom 225 st 3:12 pp.

i
i
I

cach week x 12 wecks by DON,
Environmental Service Director or

dasi TN

i Interview with he ESD at 1

Iafthough the facility had no pollcy regarding ;.vater i
“temperatures, he worked to follow the regulations

. of maintaining temperatures in resldent rooms
, between 100 and 110 degrees F. The ESD
: recognized that temperatures In excess of 1 10
I degrees F coutd result in bums to resldents.

1 3. Interview, on 02/08/13 at 3:15 PM, with the
 Director of Nursing (DON) revealed she was
1 unsure they had a policy about the storage of

i totions or creams, but it was the expactation was

I'creains and lotions woutd not be kept at the
! bedside in the Memory Unit.

; Observation during tour of the Memory Unit, on
1 02/05/13 at 10:15 A, revealed a medicine cup
' with a white paste llke subsiance on a badslde
able in room 102 by bed A. The aide removed
* the medicine cup upon observation,

i

| Interview, on 02/05/13 at 10:15 AWM, with State
1 Registered Nursing Aesistant {SRNAY# 17
i revealed she was unsure what was In the

t medicine cup, but it should have been removed,

‘ The SRNA further stated on this unit it was a
! safety issue because g resldent might have
; altempted to eat it,

| Interview, on 02/05/13 at 10:35 AM, with Licensed

i Practical Nurse {LPN) # & revealed they should
I not leavo medications unatiended, The LPN
“stated it could have been some kind of skin

, treatment and should not have been left on the

i
1

i
!
t
i
!
I
:

free from accident hazards and

safety interventions afe in place,

such as fall interventions in place /

: effective, and skin interventions in

' place. Any concerns noted will be

relayed to the Environmenta}

i Services Dircotor, DON or designee

| for repairs or given to DONor
designee to evaluats the
interventions and its effectiveness,
Results will be evaluated by the
Environmental Services Director /
DON / designee to ensure
compliance and reported uarterty
to the Quality Assurance committee
for review.

1 12, QA andit will be conducted by the

i Environment Service Director,

beginning the week of 3/4/1 3 on 5

resident rooms a week x |2 weeks

at different intervals during the day

to ensure water temperatares are

between 100 and 110 degrees

Fahrenheit. The resulis will be

evaluated by the Environmentg}

Services Director to ensure

compliauce and reporied quarterly

to the Quality Assurance conmtiitlee

for review,

} 13. The Administrator wiil ensure

i compliance through review and
i
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‘ revesled the rasident in room 102 bed A got Baza i
!'Cream and Thera lotion topical treatments which
were both white substances. The LPN further i
; stated if she had put the treatments in a medicine !
1 cup they were supposad to throw the cup away
'once applied. Further interview with the LPN ;
Irevealed it was a safely problem If it had been left |
' out because a resident might have gotten Into i. |
| I
i Continued interview, on 02/08/13 at 315 PM, with]j
I the DON revealed it was not their practice to kesp:
!'Baza and other lollons or creams on the bedside !
| table in the Dementia Unit, The DON stated if
| was a safety concarn because they had residents i
1Who were confused and wandered on the unit.
F 3711 483.3&() FOOD PROCURE,
$8-D ; STORE/PREPARE/SERVE - SANITARY

|
!
|
i
: i
E The facllity must - !
t (1) Procura food from sources approved or I
| considered satisfactory by Federal, Stats or local f
1 authorities; and I
1{2) Store, prepare, distribute and serve food
1 under sanitary conditions i
!
|
; !
i
]‘ This REQUIREMENT is not inet as evidenced
; by:
i Based on observation, interview and review of
i

!
:>
!
b
i
!

AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETEQ
A, BULDING
185174 B WiNG 02/110/2013
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: i :
I3 3‘.23_.E Continued From page 33 ' F 3zaf
i resident's beside table. Further interview with the i ' ) ) !
' LPN revealed Ihey have wandering residents on | evaluation of the effectiveness of
!the unit and it was a safety issue to have lefl the , the iniplemented system changes
. medicine cup unatlended. I and Quality Assuranee studies.
: ¥
1 Interview, on 02/08/13 at 1050 AM, with LPN # 2 'f Drate of Alleged Compliance 3/14/2013

TN
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F 37t | Continued From page 34

. the facility's policy, it was determined the facility
 failed to ensure proper sanitation and food
; handling practices to prevent the outbreak of

i

. Review of the facillty's pollcy titled, "Serving of |
! Food and Drinks®, dated 11/27/11, revealed the 1
| dietary department was responsible for dellvery of i
' the food cart to appropriate areas, Further review i
i revealed all food tems were lo be coverad if not
delivered within a closed food cart, i
~ Observation of the resldent meal cart during {
[ lunch on, 02/07/13 and 02/08/13 &t 1:00 PM, i
“revealed an open multidray food cart with multiole !
i food trays was being delivered from the kitchen to i
the unit. On 02/07/03 one (1) of the food trays '
{ contained chocolate pudding that was uncovered. !
~0On 02/08/13 one (1) of the food trays contalned g |
| fruit cup that was not covered. _
| Interview with Dietary Staff (5D) #16, on 02/08/13 |
_at 1:00 PM, revealed she monitored for i
[ uncoverad food items and missed covering those i
food ilems prior to them leaving the kitchen. i

. Interview with the Food Service Manager, on !
| 02/07/03 at 10:00 AM, revealed his expectation
was that all food was covered on the open food
 carts that coritain the residents’ trays. :
F 431 483.60(b), (d), (¢) DRUG RECORDS, !
58-D[ LABEL/STORE DRUGS & BIOLOGICALS |

| The facility must employ or obtain the services of |

+

I‘ The findings include: |

X |
| Fazy F371

i
i

Florence Park Care and Rehabilitation 1
facility must procure food from sources !
approved or considered satisfactory by i

I

. Federal, State or local authorities and store,

,

;
F 431;

i

prepure; e 5ad $6rve 100 under

sanitary conditions.

I. There were no negalive outcomes to any
residents due to not covering one (1)
chocolate pudding and one () fruit cup for
distribution to residents.

2. An in-service was conducted 2/27/13 by
the Director of Dietary scrvices for afl
Dietary staff i regard to covering food

items for transport to residents.

3. The Dietary Director / Dietary Supervisor
will complete a Quality Assurance study to
observe the covering of food items to ensure
sanitary conditions are maintained during the
distribution of food items to residents. The
(A, studies will begin 2/25/13 and will be
performed for one meal three times per week
during tray set-up and delivery for one
month, then once weekly for three months
then quarterly X 3 to ensure that food is
stored, prepared, distributed and served
under sanitary conditions. The findings will
be documented and presented to the Quality
Assurance committee quarterly for review,
4. The Corporate Dietitian will monitor
compliance monthly beginning 3,15/13 and
will report findings to the Dietary Director
monthly. The Dietitian / designee will report
findings to the Quality Assirance committee
for quarterly review,

Completion Date 3/15/2013
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F 431, Continued From page 35 I F 431i |

"a licensed pharmacist who establishes a system : i

Fof records of receipt and disposition of all f ‘ ,

. controlled drugs in sufficlent detall to enable an | E431 Drug Records, Label/Store Drugs &

Y accurate reconciliation; and determines that drug | Biologicals

[ records are in order and that ar aceniint of ajl i

, controlled drugs Is maintained and perlodically | The facility must employ or obtain the

" reconciled. | services of a licensed pharmacist who

I : establishes a system of records of receipt and

- Drugs and biologicals used In the facillty mus! be | disposition of all controlled rugs in sufficjent

 labeled In accordance witl curiently accepted detail to cnable as accurate reconciliation

j professional principles, and include the and determines that drug records are in order
appropriate accessory ar_1d cautionary ! and that an aceount of all controlfed drugs is

\ nstructions, and the expiration date when ; intained and periodically re iled

| applicable. { maintained and periodically reconciled.

 In accordance with State and Federal laws, the [ Drugs and biologicals used in the facility

 faciflty must store all drugs and biologicals in must be labeled in accordance with currently

Iocked compartments under proper temperature | accepted professional principles, and include
coritrals, and parmit only authorized personnel to i the appropriate accessory and cautionary
have access to the keys. : instructions, and the expiration date when

I ] applicable,

“ The facillty must provide separately locked, i

. permanently affixed compartments for storage of : In accordance with State zud Federal laws

; controlled drugs listed in Schedule Il of the | the facility must store aft drugs and

¢ Gomprehenslve Drug Abuse Prevention and 5 biologicals in locked compartments under

j Control Act of 1976 and other drugs subject to ; TOPEr lem eratnre controls, and permit onl
abuse, except when the facility uses single unit p ﬁ? . dp fo h ’ po " y

| package drug distribution systems In whichthe | anfhonized personnol lo have access to the

- quantity stored is minimal and a missing dose can' keys.

| be readily detected. >

: } The facility must provided separately focked,

i permancatly affixed compartments for

; storage of controlled drugs listed in Schedule

! This REQUIREMENT is not met as evidenced l II of the Comprehensive Drug Abuse
by; ! :

'! Based on observation, Interview, and review of i l i

| facility's policy, it was determined the facility fafled ; | !

;' to ensure discontinued/expired medications were | ]

: ! : ;
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F 431! Continued From page 36 !
! not avatlable for resident use. Observation of a ;
{ medicatton cart in the Memory Unit revealed a ]
. resident had Promethazine 12.5 milligrams (mg)
I'tablets with an expiration date of 12/25/12 in thelr |

F 431 Prevention and Control Act of 1976 and
j other drugs subject to abuse, except when
: the facility uses single unit package drog
- distribution systems in which the quantity
I'stored is a minimal and a missing does can

Lstorage compariment. In additlon, a resident had
. Loperarlde 2 mg capsules that had been
| discontinued.

1
é The findings include:

i Revigw of the facility's policy: "Storage of

. Medlcations", revised date April 2007, revealed
'the facility would store all drugs snd blologicals i
j a safe, secure, and orderly manner. Further I
. review of the policy revealed, under Pollcy :
l Interpretation and Implementation #4, the tacility
| would not use discontinuad, outdated or

“ deterlorated drugs or biologlcals. All such drugs
“were to be returned to the dispensing pharitacy
i or destrayed,

| Observation, on 02/06/13 at 3:00 PM, of a
i medication cart In the Memory Unitrevealeda
' resident had Promethazine 12,5 milligrams (mg) |
| tablets with an expiration date of 12/25/12 in their
: storage compartment, Continued observation

" revealed a resident had Loperamide 2 mg i
{ capsules that had been discontinued. The
_Loperamide was ordered to be given three (3)
! days, from 08/06/12 to 08/09/12,

I !
“Interview, on 02/06/13 at 3:00 PM, with Licensed -
}Practical Nurse (LPN) # 2 revealed the observed |
;: medications had been discontinuedfexpired and |
!'should not have been in the medication cart. She ;
! stated the facility process was to audlt the ]
l medication cart for discortinuadfexpired ?
: medications. The LPN revealed when they did
; :

l he readily detected.

i 1. Promethazine 12.5 mg and
Loperamide 2mg were immediately
n pulled from cart and packaged for

! return; to pharmacy by LPN #2,

i 2. Resident did uot receive the

i promethazine or the loperamide
after the expiration date,

! 3. A facility widc medication cart

s audit was conducted checking all
—i medications for afl residents by the
DON, Unit Manager, Clinical

Coordinator and RN Supervisor on
271172013, 2/12/2013, and
2/13/2013 to ensure no expired or
discontinued medications were in
medication carts and to ensure no
residents received any expired
medications,

: 4, No residents received any expired

i wedications and no residents were

i ili affected by the alleged deficjent

praclice,

RNs, LPNs, and KMAs were

1 educated on 3/1/2013 and 3/4/2013

I by the DON on the importance of

pulling medicsations afier

discontinuation, completion or npon

; expiration as well as the importance

i of checking expiration dates on any

medication prior to administration.

i
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F 431, Continued From page 37 | F431' 6 Unit Manager, Clinical Coordinator
" medication pass they were also supposed to look | {acting Unit Manager - I}ehab) aud
'to see If the medications were expired or i ! RN and LPN Supervisors were in-
{ disconlinued. Continued interview with LN ] : sexviced about ensuring
revealed the concern was a potential the ! ' medncap@ns are pul!ecl1 w;th .
! discontinued/explred medicat ; ! i Hatten-completionrand
| given to the resident. i pricr to expiration on 2/11/2013 by
‘ DON.
Interview, on 02/08/13 at 3:15 PM, with the ! 7. QA audit will be conducted by
{ Director of Nursing (DON;} revealed the Phatmacy i DON or designee beginning the
i does monthly audits to identlfy explred L week of 3/4/13 on 1 medication cart
- Medications. The DON stated the Unit Managers ' a week for 12 weeks to cnsure all
! were supposed to review the orders daily to ] discontinucd, completed and
| ldentify discontinued madications and they wera expired medications are pulled The
to have been pulled from the cart. She stated the | Its wiil b ted quarterly to
! expactation was for nurses to check the 1 results Wit be reported qua ‘“y
| medications (to determine if I ,_ the Quality Assurance committee
. discoltinued/explred) when pulling the drug. { f for review. )
! Further Interview with tha DON revealed the i 8 The Administrator will ensure
concem was the discontinued drug could have | ' compliance through review and
been administered and the effectiveness of the | ' evaluation of the effectiveness of
| expired medication. i the imp lemented system changes
F 441, 485.685 INFECTION CONTROL, PREVENT I 441 and Quality Assurance studies,
$8=F, SPREAD, LINENS | !
| ; Datc of Alleged Compliance 3/14/2013
| The facllity must establish and maintain an l
. Infection pontrol Program desfgneq to provide g ; F441 Infection Control, Prevent Spread,
- safe, sanitary and comfortable environme it and ! Linens
i to help prevent the development and transmlssion}
i of disease and infection. i I. The facility must establish and
f (a) Infection Control Program | maintzin an Ilnfeclfon Control
[ The facliity must establish an Infection Control i Program designed to
| Program under which it - ? provide a safc, sanitary and
i (1) Investigates, controls, and prevents infections f comfortable environment and to help
i in the facility; | prevent the
1 (2) Decides what procedures, such as isolation, i development and transmission of
| should be applled to an individual resident; and | disease and infection,
¢ (3} Maintains & record of incidents and corrective | (a) Infection Control Program
1 ; : :
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F 441{ Continued From page 38
| actions refated to infections,

i (b) Preventing Spread of Infection
1{1) When the Infection Control Program

The Facility must esrablish an Infection
F 441 Control Program under which jt

h

| 2

Investigates, Controls, and
Prevents infections in the
facility,

Decides w

.d ' Lz res:

lisolate the resident.
I (2) The facility must prohibit employees with &

 direct contact will transmit the disease.
{ {3) The facility must require staff to wash their

' hand washing is Indicated by accepted
| professional practice.

! (c) Linens

| Personnal must handle, store, process and

( transport linens so &s to prevent the spread of
infection,

. by:
. the faclilty failed to establish and maintain an

. to help prevent the development and

{ transmission of disease and infectlon.

j Observations throughout the survey revealed
- multlple incidences of bregches in established
Uinfeclion control practices. Thesc fallures

i involved staff from the Nursing, Dietary and

- Environmental Services Departments, The

prevent the spread of infection, the facillty must

| communicable disease or infected skin lesions
- from direct contact with residents or their food, if

_hands after each direct resident contact for which

f This REQUIREMENT is not mat as evidenced

* Based on observation, Interview, record review
| and review of facility's policy, it was determined

! Infection Control Progrem designed to provide a
i safe, sanitary and comfortable environment and

Hacility's infection rate indicated a system failure:

}

&)

{hH

@

! 3)

{c} Linens

L

such as isolation, should i
be applied to an individual
resident, and

Maintains a record of
incidents and corrective
actions related to
infections,

(b) Preventing Spread of Infection

When the Infection
Control Program
determines that a resident
needs isolation to prevent
ihe spread of infection, the
facility must solate the
resident,

The facility must prohibit
cmployees with a
communicablc disease or
infected skin lesjons from
direct contact with
residents or their food, if
direct contact will transmit
the disease,

The facility must require
staf to wash their hands
after each djrect resident
contact for which hand
washing is indicateq by
accepted professional
practice.
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! . OEFICIENCY} !
| _—
i Personnel must handle, store, process
F 441 j Continued From page 39 I Fa41 and transport finens so as to prevent the
- however, formal tools for audlts and menitoring | spread of infection ,
| were not utlized. Although some measires were :
instituted, the facillty failed to develop a ! 1.1 DON educated related to
| comprehensive Bpproach to Identify clusters and ; I auditing/tracking tool by Corporate
; possible modes of transmission, and failed to ; Birectorof
, P:;w‘é;a syste;rrioio rTaor)itIor staff for adherance to | ' Clinical Services on 2/8/201% to
| Iniection controf principles. i ! assist with identifying clusters and
' The findings Include: ; i P"Si‘gzes oFGansmission
! : 885101,
! Review of the facillty's policy titled "Infection ! - 1) Facility printed complete copy of '
! Contro! Program", undated, revealed an Infection. i ; Infection Conirol Manual for each unit
. Contro! Commilttee was establlshed and was ' . and director office on 2/8/2013; on line
[ responsible for the investigation, reporting, ] l version is now available in paper print at
: control and prevention of infections, al i each nursing station.
! occupaltional exposures to blood and body flulds i 2) SRNA #8 was immediately educated by
jor ot_her potentially Infectious materials, and for ; | Unit Manager on 2/7/2013 on proper
- monitoring staff performance to ensure Ehal i i hand washing, changing gloves and
_1 Infectlc;n conllrol pothcges and procedures are ! ! isolation precautions.
| properly Implemented, { ' 3) No residents showed ill effects from the
: I alleged deficient practice as evidenced
I Review of the facility's polcy, titled : by no new isfections. ,
i Isolation/Quarantine, updated 02/2012, revealed ; 4) RNSg LPNs, SRNAs and KMAS_‘““
: Disposable gowns may be indicated i solling or | serviced by DON on haud washing,
j coming In direct contact with the resident or a ’ changing gloves, infection control
! potentlally contaminated environment. | manvals and isolation precautions on
2/19:2013, 3/1/2013 and 3/4/2013.
" 1. Review of the clinical racord revealed 5) QA study will be conducted by DON or
i Resident #14 was admitted by {he facility on ) designee, beginning the week of 3/4/13,
: 09/0&11 0 with dfagnasas which included Morbid to monitor 5 employees & week for 12
| Obesity, geprgssmn and I-h{:})el‘ten%oni l ? weeks while providing care to ensure
o e vl horosdent e | pope b st chnging v
: Ton _lafc ¢ ?.g lonfora g-r mnary and isolation precantions are being
| {ract Infec.ion. ; followed during care to ensure
| complianee.
; Observatlon of Incontinence care, on 02/07/13 at : o .
1250 PM, revealed State Registered Nursing I 6) The Administrator will csnre
: ! i
L : L &
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F 4417 Conlinued From page 40 F 441! i
I Assistani (SRNA) #8 applied gloves anc cleaned 'I ; . .
Resident #2 of a large bowel movement. Afler i con:p hz.mce through roview and 5
| compleling the care, and before removing lhe evaluation of the effectiveness of the
e i i d
: gloves or washing her hands, the SRNA look bolhi P n?mentﬂ system Ch_aHECS and
{Jff eginant! ‘rlginu: '~ ' Nate . L BB TP 8 R g PR
i &nd helped lhe residen| turn over in {1 bed. E
Alieged Date of Compliance 3/14/2013
Hnterview with SRNA #8, on 02/07/13 at 3:15 PM, ;
. revealed she knew she should have swilched 1.2 Central supply staff member was
" gloves before laking ihe residenl's hands. When | immediately educated by DON on
| questioned further aboul proper hand sanilation, _ 2/8/2043 on proper hand washing,
. the SRNA look a reference sheet from her pockel | domming gloves and isolation
iand pqilqnle(: out hangst.)spou!d be" \f\;]asﬂed af‘te\:e precautions while defivering briefs in
; removing gloves and before appiying new gloves. ‘ isolatign rootns ajong with provided
| 2. Observalion on the Long Term care (LTC) uril, : e%ucatzor} P ‘mpe r removal and handiing
-0 02/08/13 ai 10:00 AM, revealed a siaff ; of potentially contaminated items,
I member was pushing a utility cart and delivering 1) No residents showsd ill effects from
, disposable briefs lo residenl rooms. The . alleged deficient practice as evidenced
| employee carried the briefs inlo each room, ; by 110 new infectionts,
; opened the cabinels above the sinks, and i 2) Al staif were in-serviced by DON on
' slocked ihe cabinets with the briefs, Continued ! hand washing, changing gloves,
i observalion revealad If?g staff did not wear : infections control manuais and isolation
glovas, or wash or sanitize his hands between' ‘ precautions o1t 3/1/13 and 3/4/13,
| rooms, including thre‘e(ga) ro?msI on lhe ball \gﬂh ! 3) A QA will be conducied by DON or
, conlact isolaliort procedures in place, Inteac } } desiguee, beginning tle week of 3/4/13,
I room, the slaff member louched Ihe cabinet door | ; oy ot
! atl - on non-tursing staff 2 times & week for
- handies, which were polentlatly conlaminaled by | 12 weicks to ensure all sraff is washirg
L olher slaff during lhe provision of resideni care. - ,
: sla G inep I | @ndg, donning gloves and following the
interview with the Centrat Supply slaft membar, | isolation policy to ensure comptiance,
| on 02/08/13 at 10:10 AM, revealod he had | 4) The Administrator will ensure
- delivered Ile briefs room to room and had nol | compliance through revicw and
i worn gloves or washed his hands between : evaluation of the effectivencss of the
“rooms. He slaled he had been direcied by ttte ' implemented syslem cltanges and
| Direclor of Nursing {DON) not to wear a gown in Quality Assurance studies,
. Isolation rooms if he was riol going la have any ‘
| contacl with the residents. Continued inlerview 3 {\Heged Date of Compliance

371412013
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F 441 Continued From page 41

i revealed he had nol considerad the cabinet doar
; handies could be comarninaled.

;' 3. inlerview with Unsampled Resident B, on
| 02/07/13 &t 3:25 PM, revealed the resident had

F 421 1.3 Un-sampled resident B show no il

effects from the alleged deficient practice,
Resident B was immediately educated

on 2/7/2013 by the unit manager about
intportance of washing hands and

: '
wfeotin
e

concerns reiated fo infeclion control. The : 13 Education offered to residents,
i resideni staled histher roommate was in isolation | roommates and families of those
" and someltmes hefshe wenl or Ihal side of the individuals noted with an infectious
iFoom to adjust ihe heal. Unsampled Residen! B | discase on 2/11/2013, 2/12/2013, and
{ furlher slated ha/she had nevaer bean educated . /132013
on what, if any, measures lo take for protection | ;] ’ . .
! from the roommate's infection. : 2) RNsand LPN were in-serviced on
f i 2712/2013, 3/1/2013 and 3/4/2013 by
! Inlerview with the Unit Manzager (UM), on ‘ the DON on educating residents,
" 02/08/13 at 4:30 P, revealed il was the H roommates, families and visitors on the
 responsibilily of the Charge Nurse or the UM to importance of washing hiands and any
! educate lhe roommate of a residen in isolalion i possible isolation precautions.
; when appropriale. She staled there was ro 3) DON and Unit Managers were in-
: maoniloring system In place to ensure this was 1 scrviced on the infection control
. done, ; monitoring sheet by the Cotporate
 interview with lhe DON, on 02/08/13 at 6:10 P11, | /1 iaoy of Clinical sstvices on
i revealed no one person was designated fo ; o 1
! educate residents about safe practices if their E 49 A QA‘f Wl.“ be Conducmd.m tkhe form of
roommale was Inisolatior.. She slaled the UM, | an taection control monitoring sheet
! the Charge Nurse or hie DON should provide the | ensuring rootit mates and families of
"educalion, She furilier stated the facilily Iried to restdents with infectious diseases are
i educale every resident as needed, but there was f educated on proper fitfection control
! no formal process for providing or documenting techniques beginning the week of
lhe education, and no audit to ensure Ifiis was ! 3/4/13. This will be completed by the
{ being dona. unit manager with cach new frfection
‘ I requiring isolalion and monitored by the
: 4. Observation during the noon meal service, on director of nursing weekly.
1 02/05/13 al 12:50 PM, revesaled a resident sitling | ) The Administraror will ensurs
: ina wheelchair at the dining lﬁbie in ihe Long compliance through review and
| Tarm Care dlmng room. Conilinued obsgrvahon i evaluation of the effectiveness of the
| reve_aled ghe resident r}id! 1? cath:aler drlax_nage ; implemented system changes and
; bag hanging undemeath the chalr and lying I Quality Assursitce studies.
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F 441 Continued ¥rom page 42 | Fa41,
; direclly on the floor, Subsgegueni obsarvation, on : . :
: y G M Alleged Date of Compliance 3/14/2013

02/05/13 at 1:15 PM, revealed the rasidern was
i pushed to the sitting area by staff, with the
; calheter bag dragging lhe floor.

1.4 Regidents catheter inbing was

{ Inlerview wilh Licensed Practical Nurse {LPN)
. #13, on 02/05/13 at 1:20 PM, revealed the
‘ catheter bag should not have been dragging the

floor. Further interview revealed the resldent was |

“currently belng Irealed for a mulli-drug resistant
| Urinary Traci Infection.

! interviow with SRNA#65, on 02/65/13 at 6:15 PM,
| revealed she was assigned lo care for the

; residen! on the day of the observation. She

! stated she she did not gel Ihe resident up ihat

i morning and wasn't sure who did, and she had

. nol realized the resideni's calheter bag was

| dragging on the floor at lunchime. Continued

i Interview revealac Ihe SRMNA knew lhe calheter

" bag could not be on the floor and she tried lo

| secure the bag under he chalr In a manner lhat

. prevenled it front dragging.

i

E interviow wilh the Unit Manager, on 02/08/13 al

12:00 PM, revealed calheler bags should not be

{ allowed lo louch or drag on the floor, as il was an
‘ infection conrol concern.

I 5, Observation, on 02/07/13 al 11:35 Al

. ravealed LPN #10 removed her gloves but failed

' to wash her hands after performing blood glucose

; monitoring. The LPN exited ihe resident's room,

I placed Ihe glucose ntoniloring device on a paper
[ towel on top of the medication cart, wilhdrew
Cinsulin from a vial, donned gloves, adminisiered

! the insulin to the resideni, removad the gloves
without washing her hands, exited room into the

¢ hall, and placed the unwashed glucometer on lop

i
1
i
4
i

|
|
|
i

immediately secured to prevertt touching the

1

o)

3)

4

3)

6)

7

floor on 2/5/201 3 by Unit Manager.

A Factlity Audit was cottducted on
2/6/2013 to ensure catheler fubing was
sccured and hot touching the floor by
DON, Unit Manager aud Clinical
Coordinator,

DON updated the catheter policy to
inciude securing calheter tubing on
2/25/2013.

Immediately in-services LPN 13 and
SRNA 6 by Unit Manager to etsure all
catheter tubings are secure and does sot
touch flecr at any time,

No resident showed any il effects from
the alleged deficient praciice as
evidenced by no new infections.

RNs, LPNs, KMAs, and SENAs were
in-serviced by DON on 3/1/2813 and
3/4/2013 to cnsure all catheter tubing is
secure and does not touch to floor at any
time and Cathster Policy updated
2/25/2013.

A QA will be conducted by the DON or
designee, beginning the week of 3/4/13
on 5 residents a week for 12 weeks to
ensure all catheter tubittg is secured and
1ol toucliing the floor.

The Administrator will ensurc
compitance through review and
evaluation of the cffecliveness of the
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F 441 Conlinued From page 43 : F 441 impletented system changes and
_of an open baskel of unused lancets and strips. | Quality Assurance studies.
i Alleged Date of Comnpliance 3142013

, Interview with LPN #10, on 02/07/13 al 11:45 AM, E
i revealed she did nol think about contaminalion of ;

 the lancets ar;d slrips. and she should have i 13 LPN#10 was immediatety educated by

I'cleaned the glucometer prior to puttng It in the | - :

l basket. She stated ihe lancets and strips would Clinical Coordinator on 27712013,
be discarded. Furiher interview revealed she ; ; .

; should have washed her hands sfter she i washing hands aid infection control. The

removed the gloves, but slated she was nervous, tancets, gluco-meter strips ind basket
| | were immediately discarded on 2/7/2013

related cleansing of gluco-meler,

Interview with the Clinical Coordinator, on If and not used. ‘

1 02/08/13 al 4:14 PM, revealed staff should always 1} No residents showed ili effects from the
, wash their hands after Izking gloves off, and prior | alleged deficient practice as evidenced
“lo exiting the room. She staled the nurse shouid | by no new infoctions.

i have washed her hands afler taking ihe gloves offl 2) RNs and LPNs were in-serviced by

| and ‘sho‘uid have cleaned the glucometen“ prior to DON on 3/1/2043 and 3/4/2013 related
. placing il In the basket ‘of Ianciis and strips, ; to cleansing of gluco-meter, washig

! F‘uriheé ‘lﬂte:v:ewtreve?j etI:! 'thedacdlny had to | hands and infection control,

| discard ihe lancets and slrips due lo . i 3} A QA wili be conducted by DON /
-contamination. Sha staled il was ar infeciion ! des| -

; . ; esignee, beginning the week of 3/4/ 3,
: Conlrol isstie, .

! | monhoring 5 employees a week for 12

| Interview will1 the Unit Manager (UM), on i weeks to ensure pr oper gluco-meter

1 02/08/13 al 8:30 PM, revealed Ihe nurse should | clennsing, hand washing and infection

| have washed her hands after removing the ; cotitrol,

: gloves and should have cleaned |heo glucometer - 4) The Administrator will ensure

i before putting it in lhe baskel. She stated il was ' compliance througlt review and

“an Infection Control issue and slaff was | ) evaluation of the effeciiveness of the

j inserviced on infection Conirol, ‘ ) : 1 implemented system changes and

'6. Review of the facilily's policy, "Assisling with | Quality Assurance studies,

| Meals", undated, revealed all employees who ; '

- provide resident assislance with meals would be | * Alleged Date of Compliance 314/2613

trained and should demonstrate compelency In :
: the preventlon of food borne iliness, including ! i _
: ) ! i 1.6 MDS nurse and SRNA #24 were
! perso‘nai ygiene praciices and safe food ! | inimediately educated ont 21512013 b
* handling, : _ Yy Yy
i i {  DON

I : ! related using uteusiis to cut residents
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F 441 i Continued From page 44 i F 441! food and if need to touch food wash itands
_ Observation of lunch service In the main dining i ; and don gloves prior to touching food,
I room, on 02/06/13 al 12:18 PM, 12:49 PM, and at : 1) Noresidents showed ili effects from the
| 12:63 PM, revealed the Minimum Data Sel (MDS) | , alleged deficient practice as cvidenced
! Nurse louched multiple residents' food with her X i by no new infections.
f ‘ “ » 24 KiNs, LPNs, KMAs and SKNAs were
“lrays. The MDS Nurse was observed louching ! in-serviced by DON on 3/1/2013 and

i residents’ bread/rolls when she cut or helped

! brepare their food i 3/4/2013 on Assisting with nteals and

using utensils to cut residenls food and

| o
| Interview, 02/05/13 al 1:15 PM, with Licensed | . ifneed to touch food wash hands and

i : i | don gloves prior to touching food.
i Praciical Nurse (LPN) #5 revealed staff was ; gloves p

trained on tray service and meal preparation, j i 3) A QA will be conducted by the DON or
! She siated staff was not supposed lo louch the ! ‘ designee, to begin during the week of
 food wilh Iheir bare hands because 1t was an j ! 3/4/13 on 2 meals a week for 12 weeks

" infection conlrol issue,

i

- interview, on 02/05/13 at 1:26 PM, with the MDS
i Nurse revealed she was louching the residents’ | handling food.

 food when cutting/helping residenis with defr i 4) The Administrator will ensure

| sandwiches, The nurse stated she did nol ihink il i ! compliance through review and

| was artinfection conirol issue baecause she had i evaluation of the cffectivertess of the
| used a hand santizer before she louched tha | 5 ; )

, food. Further interview revealed she was unsure i { nip I‘c.:rn(:;ed systemnfganges and

{ whal the facility's policy was abou touching food Quality Assurance studies.
| with bare hands. f

i lo cnsure utensils are being utilized to
: cut food and if staff needs to toucl food
wash hands and don gloves prior to

_ ! | Alleged Date of Compliance 3/14/2013

- Observation of the noon meal service in the Long | : _ _

| Term Care dining room, on 02/05/13 al 1:30 PK, ‘ 1.7 MDS nurse immediately placed

: revealod Stale Regislered Nurse Alde (SRNA) ¢ : isolation sign on doorway to room 111

1 #24 handled a resident's bread with her bare ; : on

i hands. The SRNA placed ihe croissant top on ; I 2/8/2013.

the residenl’s sandwich, then held the sandwich ! © 1) Mo residents show ill cttects from the

i wilh her bare hand while cuiling It into two pieces. ; alleged deficient practice as evidenced
. . . ) ; i by tio tew infections.

i During inlerview wilh SRNA #24, on 02/05/137& ! ‘ 2) A liouse wide atdit was conducted o

!8:10 PM, she slated she normally used ulensila i ' ensure all isolation rooms have an

; for handling bread, but she had to use her hand | i isolation sign posted at doorway on

i | ich li ling off ! ! :

, lo keep lhe sandwich iid from falling off al the ! ‘ 2/9/2013 by DON, Unit Manager, and
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F 441 Continved From page 45
time of the observaiion. She further slaled she

i food without gloves and no one had ever
“mentloned it 1o her.
|

I did not recall any specific trairing about handling

i

Clinical Coordittator,

DON and Unit Managers were in-
serviced on the infection control
monitoring sheet by the Corporate
i Director of Clinical services on

i 2/11/2013,

j Interview wilh the DON, on 02/08/13 al 3:15 P,
‘revealed it was
I louch food with their bare hands. The nurses

i monltored for Infection control during meal
service and if they saw something they wars to

' address the issue. The safety concemn relaled lo
| slaff touching foud was infaction control.

~ Conlinued thterview revealed averyone receivad
Hraining on food service. She stated she lhoughi
| Ihe Dielary Manager covered |hls during

. inservice,

!

i 7. Obsarvation, on 02/08/13 of room 203 at 9:55
“AM and reom 111 al 11:05 AM, revealad both

i rooms had an isolalion box on the deor, but no

i sign Indicating Visitors should stop and see the

l nurse prior to enlering the room.

f Inlerview, on 02/08/13 at 9:55 AM, with SRNA #3
“revealed room 203 was Suppused to have a stop
t sign on lhe docr. She staled Ihe absence of the
: Sign was a concern because vistlors would not
know to stop and see the nurse and would ngl

| receive insiruction regardirg necessary infeclion
‘f conlrol procedures.

i inlervlew, on 02/08/13 at 11:05 AM, with SRNA
“#5, who worked on the memory unit, revesled

i room 111 had no sign on the door to slop and see
‘f the nurse.

| inierview wilft LPN #10. on 02/08/13 i 11:50 AM,
, revealed nurses were {0 educale lhose who
|

not faclilty practice to aiow slaff to

4

l

i

. 4)  Rats and LPNs were in-serviced by

! DON on 2/19/2013, 3/1/2013 and

| 3/4/2013 related to importance of

ensuring isolation signs arc posted in the

doorway of all isolation rooms.

.5 A QA will be condutcted in the form of

: an infection control monitoring sheet

| ensuring isolation signs are posted at the

i doors for each resident in isolation,

This will be completed by the nnit

marager with cach new infection

i regtiring isolation and monitered hy the

i director of nursing weekly.

§) The Administrator will ensure
compliance through review and
cvaluation of the effectiveness of the

; implctmented system changes and

i Quality Assurance studies.

! Alleged Drale of Compliance 3/14/2013

1.8 SRNA #10 was tminedi ately educated
related proper hand washing and

! changing gloves on 2/6/2013 by Unit

i Matager.

1) Unit Manager immediately changed the

i blatket for Resident #10.

I 2) Resident #10 showed no ill effects from

i the alleged deficient practice as

evidenced by no new infections,

]

:
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F 441 . Continued From page 46
i visiled residents in isolation on infection conirol i
, braclices such as handwashing and the stop
' signs on the door were important to lel visllors
i know they needed to see lhe nurse before i

; ]
E 441 3) RNs, LPNs, SRNAs were in-serviced by
DXON on proper peri-care, hand washing
and changing gloves on 3/1/2013 and
3/4/2013.
4) A QA will be conducted hy DON or

entering-the-roon:

Hinterview with LPN #7, on 02/08/13 at 2:30 PM,

i fevealed she was |he Week-end

! Supervisor/Charge Nurse, She slaled rooms with )

. isolatlon boxes on |he door were supposed to

" have a slop sign direcling the vistlor to see the

j nurse before entering the room. She staled Ihe ‘
signs were in place to inform visiiors and olher |

| residents lo see the nurse so they could be ;

“educated on how to prolect thernselves and the |

| residents, .

H 1

| Inlerview wilh the UM, on 02/08/13 at 4:30 PM,
_revealed stop signs were ulilized to inform olher
i residents and visitors to ask the nurse aboul
_infection conirol. The LPN slaled ihe Charge
i{Nurse, Unit Managers, and Iha Ceniral Supply |
_Person were supposed to enstire the signs were |
| on the doors. She stated the facilily became f
“aware all isofation rooms did nol have signs after |
| the survey leam entered the buiiding. The LPN
_staled by not having lhe signs on lhe doors the
1 facility was not following iheir infection control
_practices, which increased the risk of possible
| organisin iransmission,
" 8. Observatlon of perineal care for Residen #7,
1 on DZ/06/13 at 2:30 PM, revealed SRNA #10
‘cleansed the perineal area from front to back with :
| @ warm wel wash cloth, and proceeded lo wash |
" the anal area wilh another warm wash clolh. '
Continued observation revealed she placed lhe |
: resident’s solled brief in one bag and the soiled
i wash cloths in another bag al lhe end of lhe bed,

|

designiee fo monttor 5 employees a week
i for 12 weeks wlile providing care to
ensure proper hand washing, changing
] gloves and isclation precautions arc
being followed during care.
5) The Administrator will ensure
i compliance thmough review and
cvaluationt of the effectiveness of the
implemented systern changes and
i Quality Assurance studies.

Alleged Date of Compliance 3/14/2013
. 1.9 SRNA #17 was immediately educated
on 2/5/2013 by Clinical Coordinator on
isolation policy, donning gowns.

1) Resident #12 showed no il effects from
the deficient practice as evidenced by no
new infections.

2y A QA will be contducted by DON or

i designee ro monitor 5 employees a week

for 12 weeks while providing care 10

! ensute proper hand washing, changing

gloves and isolation precautions are

I being followed during care,

“E 3) Maintenauce Director was immediately

i in-serviced on 2/9/2013 by DON r#t

| proper reinoval and packaging of

: isolation koxes.

i 4} No residents showed il effects frotn

| alleged deficicnt practice,

i 5)  All staff was in serviced by DON
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F 4411 Conlinued From page 47 © O Fa41 2/1%R013 30172013, and 3/4/2013 on
i H

| SRNA#10 then placed a new brief on lhe

| fesident and pulied the resideni’s blanket up wilh
. ihe same soiled gloves, withoul removing the

! gloves and washing her hands.

1

6

proper handlittg of potentially
conlaminated items,

A QA will be conducted by DON or
designee on tton-nursing staff 2 {jmes a
week for- 12 Weeks 16 eitsure all staltis

f nerview with SRNA #10, on 02/06/13 al 245
'PM, revealed she realized that she showld have

i removed her gloves and washed her hands after

‘ completing ihe
- the resident.

| Interview wilh LPN #8, on 02/06/13 3:00 P,
“revegled SRNA#10 should nave changed her
!'gloves. She slated staff had been educated

| regarding proper use of gloves and hand washing
“and the SRNA should have known betiar,

19, Observation, on 02/05/13
1 SRNA#17 was assisting Resideni 24 2, who was
- in contact isolalion, with his/her meal, SRNA #17
| was wearing glovaes wilh no Isolallon gown on.’

perineal care and hefore covering |

i
1
i
i
i

al 8:15 PM, revealed:‘

I

| SRNA#17 was leaning Into Resident #1 2'sbedip:

 assist with the meai and her uniform pants and
I'shirt came into conlacl with the potentially
i infeclious linen and gown of Resideni #12,

interview with the DON, on 02/08/13 at 6:20 PM,
| revealed staff should always wear a gown and

- gleves anytime ihere was 3 potenilal of touch g

I resident in conlact isolation or any other

j contaminaled stirface. She further siated lhis

; would Included possible contact while feeding a

! resldent,

110, Review of the facilily’s policy titled "Medical
i Waste Conlainers®, undaied, revealed medical

. wasle conlainers used by the facilily should be

"conslrucied to contain all conlenls and prevent
| leakage of fluids during handiing, slorage,

|

waslting bands, donning gloves, proper
handling of poientially cottaminated
items and following the isolation policy.
The Administrator will ensure
conpliance through review and
evalualion of the effectivettess of the
implemented systent changes and
Quality Assurance studies.

Alleged Date of Coinpliance /142013

1.10 Facility audit was conducted by the
Directors 2/7/2013 to ensure privacy
curtains did not touch bio-hazard boxes

or any isolalion supplies and all
isolation supplies were placed on the

stde of the resident’s room requiring the
isolation precautions.

1) Facility replaced cardboard bio-llazard

boxes with smailer niore compact

containers for potentially contarninated
laundry and trash and removed the bio-
hazard boxes from the isolation rooms,

No residents showed ilt effects from the

alleged deficient practice as evidenced

by no new infections,

Resident #8 showed no ill effects from

the alleged deficient practice.

All staff was tn-serviced 3/1/2013, and

3/4/2013 by DON on proper placement

2)

3)

4
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1
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F 441} Continued From page 48
. Iransport or shipping. It further slaled lhe ‘
 containers should be closed prior lo removal from !
, facility, Ireatment areas, resident rooms or from
i the premisas lo prevent spillage or protrusion of ¢

| i
: ;
!
i

F 441 and handling of potentially
i contaminated items.

53 A QA will be conducted by DON or

: designee on non-nursing staff 2 times a

week for 12 weeks to ensure all staff is

washing hands, donning gloves, proper

sontant Vol x AT A

GcamTm o

!shipping. in addition, It staled the containers
. ghould be impermeable and capable of {
mairlaining Impermeabliity through final wasle
. digposal. ;
. Obsarvaiion of the Director of i
! Maintenance/Housekeeping/l.aundry, on 02/09/13:
. at 2:30 PM, revealed he was working in the F
! Sotled Utiity Room and was packing itfeclious i
, hazardous wasle bags Inio boxes wlihout a
P'wearing an isolation gown.

. l
! Observation during the inflial lour, on 02/05/13 at |
i 9145 AM, revealed a hazardous medical wasle

{box and an irfeclious solled tinen box as well as ]
; a bedside toilel were tocated In & semi-private ;
' room on the side of lhe room wilh ihe !

nan-infecticus resident. Both boxes were

l louching lhe privacy curlain and part of the !
i cuftain was inside of lhe infectious waste bag. i
: Observalion, on 02/05/13 at 5:20 PM, 02/06/13 al |
| 10:30 AM and 02/07/13 at 2:10 PM, revesled :
~Resident #%'s privacy curtain was hangling inside ,
j of tha infectious waste box and In conlact with the -
* conlents of the box, i

' Inlerview with LPN #11, on 02/05/13 at 9:45 AM, |
i reveated the resident in contact isolation was f
' mobile and pushed the boxes out of hetfhis way. |
: Furiher interview wilh LPN #11 revealed ihe ‘
 boxes and the lotlel should remain on lhe side of ]

i

. the room of |ha resident in Isolation.

| handling of potentially contaminated

items and following the isolation policy,

16) The Administrator will ensure

cotnipliance titrough review and

evaluation of the effectiveness of the

H tmplemented system changes and
Quality Assurance studies.

E 7} Alleged Date of Compliance

i 1.11 SRNA #2] was immediately educated

A t/t isolation policy, washitig Hands,

| dommittg gloves and gowns by Unit

. Manager.

1) Resident #21 showed no ill effcet from
tlie alleged deficient practices as

: evidenced by no 1tew infections,

| 2) RNs, LPNs, SRNAs were in-serviced by

DON related to isolatiott policy and

! donning gowns on 2/19/2013, 3/1/2013

: and 3/4/2013.

| 3) A QA will be conducied by DON or

i designee to monitor 5 employces a week

f for 12 weeks white providing care to

i ensure proper ltand washing, changing

gloves and isolation precautions are

! being followed during care,

4) 'The Adininistrator will ensure
compliatce through review and

i evaluation of the effectiveness of the

3/14/201

(¥
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F 441 Conlinued Erom page 49 | F441:
. é | implemented systen: changes and
i Obsarvatlon, on 02/07/13 at 11:20 AM, revealed : Quality Assurance siudies.
Ceniral Supply staff removed a hazardous i !
i medical wasie bag from the bio-hazard boxinan i5) Adleged Date of Coinpliance 42013
Isolation room. Ceniral Supply staff ltied the | ;

t hazardous wasle bag over a non-infectious
. resident’s bed. The siaff member proceeded to

I carry the medical waste bag down the hail withoul :

. being comtained in ihe bio-hazard box, In

! addition, observation revealed the staf was nol
wearing a orotective gown.

{

I’ inlerview wilh the DON, or 02/08/13 at 6:10 PM,

| revealed the hazardous waste and linen boxes as

. well as lhe bed side lollel should rernain on tha

I side of the room wilh Ihe Infected resideni due lo
: potential for cross conlamination. intarview
 further revealed the hazardous wasle and linen

. bags shouid not have been lifted over a resident's

| clean bed and the conlenls should have been

, conlalned inside the bags, within the bio-hazard

{ boxes due to potential for cross conlamination.

| Addilionally the DON slated that all staff should

{ wear Isolation gowns when packing Ihe

. bio-hazerdous boxes for transport. The DON

| further stated that ail siaff should adhere to Ihe

 facility's infection coniral policy.

i 11. Record review revealed Resident #21 was
admilled by facility on 02/07/13 with diagnoses

| which Included Ciosiridium Difficite {C-dIff)

"Infeclion, Diabelas Type il, Depression and

{ Anxiely.

| Review of Residenl #21's Physician's Orders,
daled 02/07/13, revealed lhe Residen! was

i currently prescribed Vancomycin {Aniibioiic) 250
i milligrams by mouth every six {6) hours for seven
i {7) days to treal C-diff. Further review of the

|
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Physician' Orders reveated an order which
indicaled Restdent #21 was {o be ptaced on
isclation for C-diff.
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F 441 Conlinued From page 50 F 441 l

L4 Vuzlul I3 Uf P“UGTH\'I ELY Uy WA MEFUUT Ty ﬁ;
1:40 PM, reveated there was a stop sign on the
Resident's room door, with an isotation kit that
. Included disposable gtoves and gowns. Inside
’ Resldent #21's room there was a yelow bag

jsotalion box, as well gs a red bag isolation box at

the foot of hislher bed. During this observation

- SRNA #21 entered Resident #21's room and ¢id

| not gown or gtove prior {0 enfering, SRNA #21

i watked over to Resident #21's side and placed a
slyrofoam iray on the overbed table. While doing

. 80, she moved the resident’s water plicher to side

i of table. Tnen SRNA #21 touched the resident's -

| drinking cup (which he/she had been using prior)

“and then adjusted Resident #21's TV, After

- touching the TV, SRNA#21 apptied hand

| saniltzer from her pocke! and proceeded with tray ;

| sel-up. Once lhe tray was sel-up SRNA #21 :

ltouched Resident #21's arm/back several times E
to cue him/her to eat, and assisted him/har with
feedlﬁg The SRNA piaced her hand on her

. shirtfuniform after direct contact with Resident

I #21

tnlerview with SRNA #21, on 02/08/13 at 1:45
. PM, revealed she knew Resident #21 was
| admitted with C-diff and due to this was on
! confact precautions. SRNA #21 further reported
“she was o wear gloves and a gown when in
direct contact with residents in conlact isolation.
: She stated she shoutd have donned gloves and a |
gown prior to touching Reslident #21, !

interview with LPN #10, on 02/08M3 at 2:30 PM,

i
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F 441 1 Continued From page %1
‘revealed siaff was expecled to wear gowns and
 gloves when tn direct contact with residents
| inctuding during feeding,

{ inferview with the Long Term Care (L.TC) Unit

i she knew infeclions had been a problem, but she

; was not kept informed of infections In the facility.

" She further stated forrnat auditing of infection

| control practices could be helpfut in determining

. how an infection was acquired. tn additlon,

! assuring proper procedures were being fotlowed

j would help to minimize the risk of
cross-contamination of non-infected residents.

: Further Interview with the DON, on 02/08/43 at

16:10 PM, revealed she did random observalions

i of infection controt practices in the faciity but did
not record her findings. The DON reported she

| and the UMs "walch and monltor” but did not

. perform a format audit or use an audiling toot,

i She slated, "we don't atways write it down".

"al 12:45 PM, revealed she had allended infection

j controt seminars but was nol a certified Infection

, controt nurse, She stated she had access to the

! infection controt manuat and ontine resources by

. had not received forinal traintng on using the

: corporate infection controt software or auditing
tools, During conlinued interview, the DON

i but acknowledged there had been no fottowup
“audits to ensure the training was effective.

. Imerview with the corporate Director of Clinical
! Services (DCS), on 02/09/13 al 5:05 PM, '
; revealed concerns aboul the number of infeclions

. Manager {UM), on 02/08/13 at 4:30‘PM,’reveaied ;

| Subsequent tnterview with the DON, on 02/10/13 :

* al the facility had been identified af the corporale 5

' provided evidence of infection conirot inservices, .1
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level severat months age. She sialed severa)
| intervenllons had neen put in ptace, Inctuding a
j defogger for disinfection when a resident came

" out of sotattors, hands-free sanitizers to be usad
i isola RERiRiee

Hisotatlon packs containing protective equipment, 1
| -9 gowns and gloves, had been purchased for ;
‘use al the facitity. She further slated theirwas a |
t format mechantsm for fracking and {rending i

'infections, but acknowledged the facitity had noi |

i been using It fully for maximum benefit, i
F 490 483.75 EFFECTIVE ‘
$85F | ADMINISTRATION/RESIDENT WELL-BEING

| A facifity must be administered in a manner that
enables it to use its resources effectively and [
i efficiently to attain or maintain the highest '
practicable physicat, meniat, and psychosocial |
| wall-being of each resident.

i
! .
, This REQUIREMENT s not met as evidenced i
| by: i
~ Based on observation, interview and record |
| review, it was determined ihe factiity was no i
“adminisiered in a manner thal enabled if o use !
i its resources effectively ard efficiently to attain or i
malntain the highes! practicable physical, meniat, '
i and peychosocial well-being of each resident. A |
" hiigh number of urinary tract infecttons caused by .
j mutti-drug resistant organisms was identified at |
- the facility. Observattons revealed muttple
i inslances of inadequals infec!lon controt
! praclices hy Nursing, Dietary and Environmentat
. Services Departments. tn addition, the facility did :
' not have adequate Quality Assurance (QA) i

XA} SUMMARY STATEMENT OF OEFICIENCIES o PROVIOER'S PLAN OF CORRECTION : x5y
PREFIX | {EACH DEFICIENCY MUIST BE PRECEOEQ BY FULL PREF X {(EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDFNTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE  » CATE
; | ! OEFICIENCY) :
T | ’ :
i . : ! ., ; 3 '
F 441, Conlinued From page 52 | Faall g 490 Effective Administration /

i Residen! Well-Belng
A facility must be administered in a manner
| that enables it to use its resonrces effecti vely

e

anag erli [ G altain oranag ;
i highest practicable physical, mentat, snd
| psychosocial well-being of each resident.

1.1 DON educated related to

, ouditing/tracking tool by Corporate
! Director of

Clinical Services on 2/8/2013 to
: assist with identifying clusters and
! possible

modes of transmission,

1} Facility printed complete copy of
i Infection Controt Manual for each unij
and director office o1 2/8/2013: on line
version is now available in paper print at
i each nursing station.
P2y SRNAH#E was immediately educated by
Unit Manager on 2/7/2013 on proper
) hand washing, changing gloves and
| isclation precautions,
i 3) Noresidents showed i1l effects from the
5 alleged deficient practice as evidenced

by no new infections,
4) RNs, LPNs, SRNAs and KMAs in-
f serviced by DON on hand washing,
changing gloves, infection control
manuals and jsolation precautiens on
; 2/19/2013, 3/1/2013 and 3/4/2013.
Y 5) A weekly meeting will be held
§ beginning the week of 3/24/13 with the
Administrator, DON/designee, Director
! of Environmerital Scrvices, Dietary
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F 490 Confinued From pa ge 53 b Fago, Director, Social Services Director,

| activities to entify potentlal sources of infection
- and did not develop a plan of action to address
lheissues. Refer to F 441 and F 520.

| The findings include:

Activities Director and Marketing and
Admissions Director, The weekly
meeting will review the prior week’s
audit results. During the meeting,
(Eﬁpnrh’n i v i

s

I According to the “tsolation / Quarantine” policy,
i undaled, the facility would endeavor to practice
! Infection coniral guidelines to prevent the

| acquislilon and spread of infectious diseass.

. Conlinued review revealed contact isolaticn was
1 designed to prevent transmission of highty
"ransmissible Infections. Specific procedures

| Included the fottowing: gloves are indicated when

. providing personat care: staff are {o wear a gown
| if they anlicipate direct contact with the resident
. or the environment; and hands must be washed

 after touching the residen! or the environment, as

. it is potentially contaminated,

; During the survey, inuliiple residents were under

!
!
;
i
i

| contact isotatlon procedures due to infections with |

. multi-drug resislant organisms. Numerous
i breaches of infection controt precautions were

i

- Observed and inctuded but were not timited to the

 foltowing: staff from Nursing, Dietary, and

. Environmentat Services Deparimenis entered
!isotation rooms and made contact with infected
residents or potentially contaminated surfaces

| without wearing proper proteclive equipment

| (gowns and gloves) and without washing {reir
I'hands prior {o exil and before entering othar

. residen rooms; bichazard conlalners were

: observed on the wrong side of semi-private

: rooms, Le. on the side of the non-infected

| Testdent; biohazard trash and tinens were nol

i handled in a manner to prevent

s cross-cerlamiration of other surfaces: staff

H

systems, policy compliance and
effectiveness, As issues and or trends
are identified, a root cause analysis will
be conducted, and if necessary, new
measures and system changes will
immiediately be impleniented which will
inctude, but not limited to siaff training
and then monitored for effectiveness,
Results of the andits will be preseated to
the Megdical Direstor by the
Administrator on a monthly basis,
i beginning the week of 3/24/13, to
: evaluate the effectiveness of new
! systems, policies and audit results, In
i conjunction with the Medical Director,
the Administrator witl work with
| department direstors to implement any
* necessary system changes,
The DON, Director of Envirommental
i Services, Dietary Director, Social
Services Director, Activities Director,
! Marketing and Admissions Director,
| Dietitian, Medicat Director, and the
Facility Rehab Coordinator will
parlicipate in a quarterly QA meeting
which will be led by the Administrator
te evaluate systems and thejr
effeciiveness which witl include, but not
limited o the following: QA will be
conducted by DON or designee,
beginning the week of 3/4/13 to monitor
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, maximum benefil,
1

Hnterview with the corporate Direclor of Clinicat
, Services (DCS), on 02/09/13 at 5:05 PM,
I revealed concerns about the number of Infections
; al the faclity had been identified a the corporate
Hovet severat months ago. She stated severat !
j interventlons had been put in ptace, including a !
- defogger for disinfecton when a resldent came ;
fout of isclalion, hands-free sanilizers o ke used !
in Isolation rooms, and new door-mounted ;
E isolalion packs containing protective equipment,
i 8.g. gowns and gloves, had been purchased for |
t use al the facitity. She further stated there was a
 format mechanism for tracking and trending
. infections, but acknowledged facitity
| Adminisiration had noi been ustng it fully for '

 louched residents’ food with thelr bare hands. and |
| uncovered food was detvered to the unils on g
; open carts; and catheter bags were observedtc |
* be lying or dragging on the ftoor. Refer to F 441 in !
i 1 i +

STATEMENT OF DEFICIENCIES (X1} PROVICER/SUPFPLIERICLIA {X2} MULTIPLE CONSTRUG TION (X3} OATE SURVEY
AND PLAN OF CORRECTION IQENTIFICATION NUMEER: COMPLETEQ
A BUILOING
B WING
185174 02/15/2013
NAME OF PROVIDER OR SUPPLIER STREET ACDRESS. CITY, STATE, ZIP CODE
978 ING 1
FLORENCE PARK CARE GENTER 8975 BURLINGTON PIKE
FLORENCE, KY 41042
XHo SUMMARY STATEMENT OF DEFICIENGIES i w PROVIOER'S PLAN OF CORRECTION : (%a)
PREFIX ; (EACH CEFICIENG Y MUST €E PRECEOEQ QY FULL " PREFIX ! {EACH CORRECTIVE ACTION SHOULO QE | COMPLETION
TAG | REGULATORY OR LSC I0ENTIFYING INFORMATION) | TAG CRUSS-REFERENCEQ TO THE A4PPROPRIATE | O4TE
; OEFICIENGY) g
| E ’ i
I : .
F 480, Continued From page 54 : F480 5 employees a week for 12 weeks while

providing care to ensure proper hand
washing, changing gloves and isolation
precautions are being followed during
care to ensure compliance,

izl
e

., informatior and detaits of the deficient practice.

i Review of the poticy titted "Continuous Cluality
" tmprovement Program”, undated, reveated "caia ;
i collected about aspecis of care and services !
: (through the use of indicators) is monttored and
assessed regutarly to delermined whether

| desired outcomes are reached”. Conlinued !
. review rgveated the Continuous Qualtly |
j improvement commitiee was respensible for i
| developing a quatity improvement plan that i
" eslablished tndicalors and thresholds, a systemn

| for conducting audits, and a tracking systemn for

. follow-through and monitoring of action plans and
timprovement. Refer lo F 520 in the Statement of
i Deficiency for detaits of the deficlant practice.

i
i
!

P

7)

Atleged Date of Compliance 32472013

2)

3)

[t patterts and or {rends are noted,
systems will immediately be analyzed
and any necessary changes
implemented. Staff will be in-serviced
on the changes and then be menitored
for their effectiveness,

The Administrator will easure
compliance through review and
evaluation of the effectiveness af the
ilplemented system changes and
Quality Assurance studies,

1.2 Central supply staff member was
immediately educated by DON on
2/8/2013 on proper hand washing,
domning gloves and isolation
precautions while delivering briefs in
isolation rooms along with provided
education proper removal and
handling of potentialty contaminated
ftems,

No residents showed ill effects from
atleged deficient practice as evidenced
by no new infections.

All staff were in-serviced by DON on
hand washing, changing gloves,
infection contrel manuals and isolation
precautions cn 3/1/13 and 3/4/13.

A weekly meeting will be held

beginning the week of 3/24/13 with the
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! monthty repert from the coniracted laboratory

..... Lot == o

SR 0 =RAC A Tale T & H
| number of infections Identified by cutture, and |
specified the organtsm, No other information, ‘
8.¢. resident names or room nutnbers was !
!included in the summary. She staled she tooked i
, @t the residents when their cuttures came back,
‘ and ook a meniat note of room rumbers, but did
j ot ulitize a format toot for identifying clusers.
. Continued Interview revealed she presented the |
| number of infections to the QA cemmittee, but did !
not keep records of individual residents’ history of .
tinfecilons or specific organtsms. On further
E interview, the DON stated the facitity lested
" and used contact isolation more than other :
j facilities in an effor to reduce the number of 1
“infecttons. She staled she did randoin ;
| ohservations of infectton conirof practices In the
; facitity bul did not record her findings.

more

i trterview with the Administrator, on 2010/13 al :
- 215 PM, revealed he started at the facibity in i
| Octeber 2012 and there had been only one (1)
" QAmeeting since his arrival, He stated he was
| aware there was & high rate of infection, based
_onthe numbers he lieard at the QA meeting in
| November 2012, He stated there was not ope
i person whose scle respensibitlty was infection
tcontrol, this duty was assigned to the Director of
i Nursing. He further stated he assumed Iracking
“and Irending was being done, but realized it had ;
| not been carried far enough. Continued inferview |
‘revealed the Adminisirator knew there was some |
j monitering oceurring, but he did not know exactly !
_how the data was collected and recorded. The

(X410 I SUMMARY STATEMENT OF OEFICIENCIES 0 . PROVIDER'S PLAN OF CORREC TION 1 1%8)
PREFIX ! {EACH DEFICIENCY MUST 8E PRECEQEQ 8Y FULL i PREFIX | {(EACH CORRECTIVE ACTION SHOULD BF | GONPLETION
TAG ! REGULATORY OR LSC IOENTIFYING INFORMATION) : TAG CROSS-REFERENGCED TO THE APPROPRIATE i AR
i i ] QEFICIENCY) !
! i Administrator, DON/designee, Director
F 480" Confinued From page 56 | F 490/ ’ ’

{ Interview with the Director of Nursing (DON), on
02/08/13 at 6:10 PM, revealed she received i

of Environmental Scrvices, Dietary

| Director, Social Services Director,

i Activities Director and Marketing and
Admissions Director. The weekly

the triocweslc's
x

i aodit results. During the meeting,

. department directors witl be evatuating
systemns, policy compliance and
effectiveness. As issues and or trends
are identified, a root cause analysis will

: be conducted, and if necessary, now

| measures and sysiem changes will

. immediately be implemented which will
include, but not limited to staff tratning

1" and then monitored for effectiveness,

i Resulls of the audits witl be presented to

! the Medical Direcior by the

| Administrator on a monthly basis,

" beginning the week of 3/24/13, to
evaluate the effectiveness of new
systems, policies and audit results. In
conjunclion with the Medicat Director,
the Administrator will work with

! depariment directors to implement any

i necessary system changes,

i4)  The DON, Director of Environmental

Services, Dietary Director, Social

] services Director, Activities Director,
Marketing and Admissions Director,

! Dictitian, Medical Director, and the

; Fneility Rehab Coordinator wiil

participate in a quarterty QA mecting

which will be ted by the Administrator

o evaluate systerns and their

effectiveness which will inctude, bul not

limited to the following: QA will be

i
!
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SUMMARY STATEMENT OF DEFICIENCIES 1

X4) 10
lgRE)FlX ! (EACH OEFICIENCY MUST 8F PRECEDEO QY FULL ,
REGULATORY OR LSG IDENTIFYING INFORMATION)

TAG E

10 !
PREF1X
e |

PROVIOER'S PLAN OF CORRECTION !
{EACH CORRECTIVE ACTION SHOULD 8E !
CROSS-REFERENCED TO THE APPROPRIATE |
BEFICIENCY) :

I 1
F 490 Conttnued From page 56 ;
| Administrator acknowledged the QA process had |
" not been carried through as if related to the !
t facitity's Infection rate. He stated tie should nave [
| known mare but just had not been with the facility .
: long enough *

conducted by DON or designee,
beginning the week of 3/4/13 on non-
mersing staff 2 times a week for 12
weeks 10 ensure all staff is washing
hands, donning gloves and foltowing the

isolation policy fo ensura campliance

F 520 483.75(0)(1) QAA E
§8=F, COMM{TTEE-MEMBERS/MEET |
 QUARTERLY/PLANS :
: {

| '
I A facitity must maintain a quatity assessment and |
; @ssurance commiltee consisting of the director of |
t nursing setvices; a physiclan designaled by ihe i
| facility, and al teast 3 other members of the :
i facilily’s staff, :

i
i

; The quality assessmen! and assurance i
. tommlttee meels at feas! quarterly o identify !
i Issues with respect to which quatily assessmen: [
. and assurance aclivities are necessary, and i
| devetops and imptements appropriale plans of

i action to correct identifled qualily deficiencies. !
| A Stale or the Secrefary may not require E
_ disclosure of the records of such commitiee :
I except insofar as such disclosure is refated to the ;
. compliance of such commitiee with the :
i requirements cf this section. |
[ Good faith attempts by the commitiee to identify

i and correct quatity deflclencies will not be used as|
. a basis for sanctions. 1
| :
, |

! This REQUIREMENT is not met as evidenced !

thy.

i any necessary changes implemented. Staff
- will be in-serviced on the changes and then

If patterns and or trends are noted,
systems will immediately be analyzed and

be monitored for their effectiveness,

5) The Administrator will ensure
compliance through review and
evaluation of the effectiveness of the
implemented system changes and
Quality Assurance studies,

Alleged Date of Comptiance 3/24/2013
L3 Unsampled resident B show o ill
effects from the alleged deficient practice.
Residen! B was immediately educated
on 2/7/2013 by the unit manager about
importance of washing hands and
infection control practices.

t)  Education offered to residents,
roommates and families of those
individuals noted with an infections
disease on 2/1 /2013, 2/12/2013, and
2/13/2013,

2) RNs and LPN were in-serviced on
2/12/2013, 3/1/2013 and 3/4/2013 by
the DON on educating residents,
roommates, families and visitors on the
imporlance of washing haids and any
possible isolation precautions.

3) DON and Unit Managers were in-

é
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: 1
! ) ! serviced on the infection contro]
F 820" Continued From page 57

| Based on observation, trerview, record review
; and review of the facitily's poticies, it was

" delermined the factity faited {o have a Quality

j Assurance (QA) Program which idenitfied what
. qualtty assessment and assurance aciivi

1 necessary, and falted o devetop and Imptement

; an appropriate action ptan 1o correct deficlencies, |

I The facility failed to ensure the policy and
procedure was imptem ented refated to Qualily

' Assurance. Mutlipte restdents on alt unils weore

| identified as having mutti-grug resistant
infections. Observalions throughout the survey

| revealed numerous breaches in appropriate

| tnfection coniret praciices in the provision of care

'for the infected residents. These breaches

{ Involved staff from severat different depariments,

_including Nursing, Dielary, and Envirormental

i Services. The facility id not have, orwas nol

 utilizing, tools to monitor, track and trend the

linfections. tn addition, there was no documenled '

i evidence of audits to ensure proper procedures ’

* were being foltowed and no evidence the QA '

i Comm tles was invotved in ongeing infeclion !

 controt monitoring in the facility, Refer jo F 441, i

! The findings inchucde; 1
| !

" Accerding to the “tsolation/Quarantine” poticy, i
1 undated, the faclitty would endeavor 1o praclice |
_infection controt guidelines to preven! the
Vacquisition and spread of infectlous disease,

. Continued review revealed contaet isolation was
' designed to prevent transmission of highty .
¢ ransmissible infections, Specific procedures !
: Included the following: gloves were indicated i
| when providing personat care: siaff was o wear a |
. gown if they anticipate direct contact with the i
! resident or the environment; and hands must be

F 5201: monitoring sheet by the Corporate
Director of Clinical services on
271172013,

14) A weekly meeting will be held

i beginning the wi i

. Administrator, DON/designee, Director
1 of Environmental Services, Dietary
I Director, Sociat Services Director,
' Activities Director and Marketing and
Admissions Director. The weekly
- meeting will review the prior week’s
audif resulls. During tlie meeting,
department directors witl be evaluating
systems, policy compliance and
elfectiveness. As issues and or trends
are identified, a root canse analysis wilt
be conducied, and if necessary, new
mgeasures and system changes will
immediately be implemented which will
include, but not timited to staff training
and then monitored for effectiveness.
Results of the audits will be presented to
the Medicat Director by the
Administrator on a monthly basis,
beginning the week of 3/24/13, to
evatuate the effectiveness of new
systems, policies and audil results, In
conjunctioll with the Medical Director,
; the Administrator will work with
| department directors to implement any
] necessary system changes.
. 3) The DON, Director of Environmental
] Services, Dietary Dircctor, Social
i Services Director, Activities Dircctor,
Marketing and Admissions Director,
I Dietitian, Medical Director, and the

{
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h

!
¥ 8620° Continued From page 58

Facility Rehab Coordinator will

: F&20° o . ) .

! waghed after tOUF:hing the resident or u_we ' , 1;1*‘113;}3:%:5 ;)1‘13 ie%ugrﬁg Ej\mxir:j::;:i r

‘ enviroriment, as it is polentialty contaminated. ! ! 10 evaluate systems and their

| Review of the poticy titted "Continuous Quality | ﬁff‘?cuveness which will m‘ﬂu‘if; ?“t hot
Improveme! . 2 = : ipited to ff““ following: QAcwith be

i’ cottected about aspects of care and services i i conducted in the form of an infection

' (through the use of indicators) was menitored and | - control monitoring sheet ensuring room

; assessed regularly to determined whether i mates and families of rcsidents with

{ desired ouicomes were reached”. Continued ) ' infectious diseases are educated on

review revealed the Continuous Quatity i proper infection control technigues,

i improvement Commtiee was res ponsibte for I beginning the week of 3/4/13. This will

- developing a quality improvement plan that : i becompleted by the unit manager with

; established indicators and thresholds, a system | U each new infection requiring isolation

i for conducting audits, a{?d e tracking system for 5 : and monitored by the direclor of nursing

. foitew—throug,h and monitoring of action ptans and : ; weekty. 1f patterns and or trends are

) Impravemen:. . , neted, systems will immediately be

_During the survey, rnutliple residents were under ! analyzed and any necessary changes

| contact isotation procedures due fo infections with | ! implemented. Staff will be n-serviced

" mutli-drug reststant organisms. Numerous | ¢ onthe changes and then be monilored

 breaches of infection controt precautions were | . fortheir effectiveness.

| observed and included but were not timited to the i 6) The Administrator will ensure

foltowing: staff from Nursing, Dletary, and ! compliance throngh review and

; Environmental Services Departments enlered i evalnation of the effoctiveness of the

1 isolation rooms and made contact with nfecled ! implemented system changes and

“resldenls or polentialty contaminated surfaces Qualily Assurance studies,

j without wearing proper protective equipment | ! _

1 (gowns and gloves) and without washing their i ; Alleged Dale of Compliance 124/2013
hands prior o extt and before entering other : i

 resident rooms; bichazard contalners were f

' observed on the wrong side of semi-private i

_rooms, i.e. on the side of the non-infected ‘ f . .

i resident; biohazard irash and tinens wese not | . 14 Residents catheter wbing was ,

“handled in a manner {o prevent ; .t immediatety secured to prevent touching the

. cross-contamifiation of other surfaces; staff f + floor on 2/5/2013 by Unit Manager,

touched residents’ food with their bare hands, ant | 1) AFacility Audit was conducted on
uncovered food was deliverad to the unils on | 2/6/2013 to ensure catheter tbing was

1 open carls; and calheter bags were observed fo . i secured and not touching the fioor by

- ) ' !
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e T e, 7 f -
: ‘ i
E 52{}‘. Conlinued From page 59 i F 520 DON, Unit Manager and Clinicat
t be lying or dragging on the floor. Refer lo E 41 ‘ 2) g%‘?glnﬁzd I b |
; : up the: catheter policy to
| Inferview with the Long Term Care (LTC) Unit -i inchde securing eatheter tubing on
| Manager (UM), on 02/08/13 ai 4:30 PM, reveated | ; 2/25/2013.
" sh ; proden-butuhie . 2)  Immediately in-services LN 13 and
lwas not kept informed of infections In the facliity, ! i SRNA 6 by Unit Manager to ensure af]
i She stated she was not aware of any i catheter tubings are secure and dees not
' standardized audits relaled o infection control, - i touch floor at any time,
| She further s_iaied format audmng.of mfechon' f 4)  No resident showed any itl effecis from
. conirot practices coutd be helpfut in delerntining : the atleged deficient p ctice ag
‘ how an infection was acquired. In addition, ! " evjde“cid by no nclwpil?fectiosq
j assuring proper procedures were being foltowed | ! N
Hwoutd hetp 1o minimize fho risk of | | %) RNs, LENs, KMAS, and SRNAS were
| cross-corlamination of non-Infected residents. | . In-setviced by DON on 3/1/2013 and
k : | 3412013 to ensure afl catheter lubing is
{ tnterview with the Director of Nursing (DON), on , | secure and does not touch to floor at any
i 02/08/13 at 6:10 PM, revealed she received a ; i {ime and Catheter Policy updated
" monthly report from the coniracted taboratory | 272512013,
i service, MedLab. The report summarized tha i 6} A weekly meeting will be hald
, number of Infactions identified by cutture, and i beginning the week of 3/24/ 13 with the
i Speciﬁeq the organism. No other information, { ] Administrator, DON/designee, Director
| 0.9. resideit names or room numbers was | ; of Eivironmental Services, Dietary
a1 1ho resdens whon T ey aoa e fockd | Direstor Sociel Servioes Director,
| and took a mental note of reom numbers, but did I igtnf]tlf:s l?llggctor and Marketing and
| nol utitize & format toot for identifying clusters. | ; o ssions Director. The weekly -
: Continued inlerview revealed sha presenied the ; meffang will rovi ow the prior .Week‘s
| numier of Infections 1o the QA commitiee, but did | | audit results. During the meeting, i
; Not keep records of individuat restdents' history of | ! department directors will be evaluating
Hinfections or specific organisms. On further . Syslems, policy compliance and
i interview, the DON stated the facitity tested mare ; | effectivencss. As issues and or trends
s and used contact isotation more than other . are idenlified, a root cause analysis wifl
| facilities in an effort o reduce the number of i be conducted, and if necessary, new
. infections. She staled she did random ! | measures aiid system changes wil]
! obggwat Iong of Infection controt praciices In the ; 1 iinmediately be implemented which will
; faciity but did not record ner findings. The DON . include, but not limited to staff tiaining
- reported she and the UMs watch and monitor i l and then monitored for effectiveness,
j but do ot perform a format audit or use an ; {  Results of the audils will be prescnted to
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T

FLORENCE PARK CARE CENTER

(X5 | SLMMARY 5TATEMENT OF DEFICIENEIES i o PROVICER'S PLAN OF CORRECTION P )
IBIREFIX (EAGH OEFICIENCY MUST BE PRECEDEC 6Y FULL  PREFIX (EACH CORRECTIVE ACTION SHOULO BE i COMPLETION
TAG ' REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ! CROSS-REFERENCEO TO THE APPROPRIATE ;| DATE
| : DEFICIENCY) ;
‘ ' the Medical Director by the
F 5205 Continued From page 60 F 520 Administrator on a monthly basis,
auditing tool. She stated, "we don’| always write it | beginning the week of 3/24/ 13, to
| down”. : evaluate the effectiveness of new
, ) ) . o | systems, policies and audit results. In
! fnleryuew with the porate Dlrectr of Clinical ' conjunction with the Medical Dires oF:
| B o LA W AT a1 W ATy, { . . .
b : R See-bi the Administrator will work with

- revealed concems about the number of infections

j at the facility had been ideniifled at the corporate

' level several months ago. Sha stated several i = us A

j interventions had been put In place, including a : N 'é“he DO, Dir ECtor‘thH"’lmf"?*emﬂl

 defogger for disinfection when a resident comes | nervices, Dietary DIfCFt?f_ , Social

i out of isolation, hands-fres sanitizers o be used i Services Director, Activities Director,
]

department directors to implement any
nocessary system changes.

_InIsolation rooms, and new door-mounted Marketing and Admissions Director,
Uisolation packs containing protective equipment, Dietitian, Medical Director, and the

, ©.8. gowns and gloves, had been purchased for I Facility Rehab Coordinator will

I use at the facllity. She further stated thek was a | participale in & quarterly QA mesting

| formal mechanism for tracking and trending which will be led by the Admiitstrator
“infections, but acknowledged the facillty had rot to evaluate systems and their

; been using it fully for maximum benefi. . effectiveness which will include, but ot

‘ i limited t llowing; QA wi

j Interview with the Medical Director (MD), on ; cl(l;flldzc:cc:iige fgel%%u;? b(gﬁr:flili bfit

" 02/09M3 at 5:30 PM, revealed he was actively ] week of 3/4/3;3 ons res’idefls a iviekefor
i invelved in the QA commilttee. He stated ' R
""numbers” related to cases of infecton were { 12 weeks to ensure al{ catheter tubing is
i reported at the commitlee meetings, but he had i sccured and not touching the floor. 1f

. not seen any tracking forms. e further stated he : patterns and or trends are noted, systenis

| had recognized an increase in urinary tract | will imniediately be analyzed and any
infectiols and had Initiated a new policy for ; necessary changes implemented. Staff

I obtairing a urinalysis upon admission for all new f will be in-scrviced on the changes and

_residents, to determine whether or not the then be monitored for their

i infaclions ware acqulred at the facility or prior to ! effectivenecss,

_admission. During continued interview, the MD | 8) The Adnunistrator will ensure

[ stated if slandard and isclatlon precautions were ! compliatice through review and
followed diligently, it should suffice to prevent i evalnation of tlie effectiveness of the
t transmission from one resident to anather. He implemented system changes and
further stated andits could be useful in reducing Quality Assurail]ce st diesg n

| the risk of cross-contamination. i

| Subsequent interview with the DON, on 02/10/13 | Alleged Date of Conpliance 312412013
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i !

|
F 520 { Continued From page 61

"'at 12:45 PM, revealed she had attended infecttony !
i control seminars but was net a certified infection {
_control nurse. She stated she had access to the
!infection control manual and onfine rasources but

F520; L5 LPN#10 was immediately educated by
Clinical Coordinator on 2/7/2013,
! related cleausing of gluco-meter,
; washing hands and infection control. The
5 laicets, gluco-meter strips and basket

. had not received formal iraining orssing-the :

 corporate Infection control software or auditing !
! tools. Buring continued interview, the DON i
. provided evidence of tnfection controt Inservicgs,
' but acknowiedged there had been no followup |
| audits to ensure the tralning was effective,

Interview with the Administrator, on 02/1013 at |
i 2:15 PM, revealed he started at the facility in I
! October 2012 and there had been onlyone (1) |
| QAmesting since hls arrival, He stated he was i
“aware there was a high rate of infection, based

! onthe numbers he heard at the QA mesting in |
. November 2012, Her further stated he assu med i
" tracking and trending was being done, but :
j reatized now it had not been carrted far enough, |
~Continued interview revealed the adniinistrator

| know there was some monitoring oceurring, but _
. he did not know exactly how the data was |
| cotlected and recorded. The administrator

i acknowledged the QA process had not been

' carried through as it related to the facility's i
 infection rate, He stated he should have known i
“more but just had not beer: with the facility long !
| enough., i

! |

H

Hveers tmidately discarded on 2/712013

j and 1ot used.

. 1} No residents showed il cffects from the

! alleged deficient practice as evidenced

i by no new infections.

2} RNsand LPNs were in-serviced by
DON on 3/1/2013 and 3/4/2013 related
to cleansing of glico-meter, washing
hands and tufection control.

3) A weekly meeting will be held

i beginning the week of 3/24/13 witls the

Administrator, DON/designee, Director

of Environmental Services, Dietary

Director, Social Services Director,

i Activities Director and Marketing and

Admissions Director. The weekly

! meeting will review the prior week’s

audit results. During the mecting,

departnient directors will be evaluating
systems, policy compliance and
effectivencss, As issues and or trends
are identified, a root cause analysis will
be conducted, and if necessary, new
measures and system changes will
immediately be implemented whicl will
| include, but uot limited to staff training
and then monitored for effectiveness.
Results of the andits will be presented to
the Medical Director by the
Administrator o1 a montlly basis,
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F 520f Continued Frem page 81
lat12:45 PM, revealed she had attended infection
| control seminars but was not a certified infection
~ contro! nurse. She stated she had access to the
Vinfection control manual and onfine resources but

_] corporate infection control software or auditing

! touls. During continued interview, the DON

. brovided evidence of infection controf insetvices,
 but acknowledged there had been no followup

1 audits to ensure the trainng was effective,

! Interview with the Admilrletrator, on 02/10/43 at
: 2:15 PM, revealed ha started at the facility in

" October 2012 and there had bean only one (1)

i QA meeting since his arrival. He stated he was
“aware there was a high rate of infection, based
tonithe numbers he heard at the QA meeting in

; November 2012. Her further stated he assumed
 tracking and trending was being dene, but

i reallzed nows it had not been carried far enough,
“ Continued Interview revealed the administrator
| know there was some manitoring oceurring, but
. he did not know exactly how the data was
 collectert and recorded. The administrator

i acknowledged the QA process had not been

! carrled through as it related to the facility's

i infection rate. He stated he should have known
" more but just had not been with the facillty ong
{ enough.

!

|
i
i

F 620, beginning the week of 3/24/13, to
' evaluate the effectiveness of new
systems, policics and audit results, In

coujunction with the Medical Direcior,
o . L

department directors to implement any

] necessary syslem cliangey.

Tlie DON, Director of Environmental

Services, Dietary Director, Social

| Services Director, Activities Director,
Marketing and Adniissions Director,
Dietitian, Medical Director, and the

g Faciiity Rehab Coordinator will

i participate in a quarterly QA meeting

which will be led by the Administrator

to evaluate systems and their

i effectiveness which will include, but not

: litited io the following; QA will be

[ conducted by DON/designec, beginning

I tlic week of 3/4/13 monitoring 5

employecs a week for 12 weeks (o

ensure proper gluco-meter cleanging,

‘[ hand washing and infection control, 1#-

patterns aind or trends are noted, systems

will immediately be analyzed and any

i necessary changes intpleniented, Staff

will be fu-serviced on the changes and

then be monitored for teir

effactiveness,

3} The Administrator will ensure

compliance through review and

i evaluation of the effectiveness of the

: implemented system changes and

Quality Assurance studies,

Alleged Date of Conpliance 3/24/2013
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F 520 Continued From page 61 L E520 16 MDS nurse and SRNA #24 were
I at 12:45 PM, revealod she had attended infection | ' immediately educated on 2/5/2013 by
i control seminars but was not a certifiad infection ; ! DON related using utensils to cut
_control nurse. She stated she had access to the f residents food and if need to touch food
Vinfectlon control manual and online resources but ! , wash hands and don gloves prior to
nad not received formal ralning onusing the : s touciring food:
. corporate infection control software or auditing ! i 1) No residents showed ill effects from the
{ tools. During continued interview, the DON i A alleged deficient practice as evidenced
. provided evidence of infection control inservices, | by no new infections,
: bu:jfackno\zviedgei thterc? ?ad been frfm f?JfDWUp ! | 2} RNs, LPNs, KMAs and SRNAs were
| audlts to ensure the training was effective. . in-serviced by DON on 3/1/2013 and
‘ § ! isti i
Interview with the Administrator, on 02/10/13 at i _ 3"?" 2013 01}1A ssisting Wgh mefals dand d
. 2:15 PM, revealed he started at the facility in ; : using ntensils to cut residents food an
! October 2012 and there had been only one (1) : if need to touch food wash hands and

“aware there was a high rate of infection, based I 3} A weekly meeting will be held

{ QA meeting since his arrival. He stated he was | . don gloves prior to touching food.
! on the numbers he heard at the QA meeting in | beginning the week of 3/24/13 with the

 November 2012. Her further stated he assumed i = Administrator, DON/designee, Director
i tracking and trending was belng done, but f E of Environmental Services, Dietary
 realized now it had noi been carrled far aenough. i Director, Social Services Director,

. Continued Interview revealed the administrator i : Activities Director and Marketing and

i know there was some monitoring occurring, but | Admissions Director. The weekly

. he did not krnow exactly how the daia was j .
!'eollected aid recorded. The administrator i . N A
5 acknowledged the ©A procass had not been ! i ?‘dlt resufis(.j_D wing thﬁf?)eemgl' )

" carrled through as it related to the fasilily's | eparlment directors will be evaluating
infection rate. He stated he should have known | ' systems, policy compliance and

“more but just had not been with the facilitytong ! eﬂe?t“’ef]ess- As issues and or [f?ﬁds‘

| enough. ‘ are identified, a root cause analysis will

‘ be conducted, and if necessary, new
f | ’ measures and system changes will
| immediately be implemented which wilt
include, but not limited to staff training
[ : and then monitored for effectiveness.
i | | Results of the audits will be presented to
‘ : | the Medical Director by the
! : Administrator on a monthly basis,
; i ! beginning the weel of 3/24/13, to
i
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TAG | REGULATORY OR LSC IOENTIFYING INFORMATION) iotag | CROSS-REFERENCED TO THEAPPROPRIATE |
i ; . OEFICIENGY) :
i . ’ evaluale the effeetiveness of new

F 520" Continued From page 64 ) i F 520i systems, policies and audit resulis, In
F at 12:45 PM, revealed she had attended infection | i conjunction with the Medical Diroct or,
l gomg ﬁ3?:gaghi“;g&%nsﬁgahc:étiiig‘fgutﬁg ' the Administrator will work with

0 ' i : :
Iinfaction control manual and onfine resources bul | - dopartment directors to implement any
. B iR : i Hieoessary s yzs‘wm Thanges, )
' corporate infection control Software or auditing i 4} TheDDON, Director of Enwron{nental
i tools. During continued interview, the DON i _‘ Services, Dietary leefitt‘)r_, Social
provided evidence of Infeclion control Inservicas, i Sc;mce_s Director, Activities Director,
* but acknowledged there had been no followup : Marketing and Admissions Direclor,
i audits to ensure the tralning was effective, | Dietitian, Medical Director, and the
‘ i Facility Rehab Coordinator will
! Interview with the Administrator, on 02/10/13 at i participate in a quarterly QA meeting
. 2115 PM, revealad he started al the facility In / which will be led by the Administrator
' October 2012 and there had been onlyone (1) | | toevaluate systems and their
| QA meeltng since h3§ arrival, He stated he was | : effectiveness which will include, but not
, aware there was a high rate of infection, based | _ limited to the following: A QA will be
i on the numbers he heard at the QA meeting in | | conducted by the DON or desi
Noveinber 2012, Her further stated he assumed C et ucted by of cesignee,

| tracking and trending was being done, but ! ! egmuming the week of 3/4/13 on 2 E'E‘leals
| realized now it had not been carried far enough. | 2 Wweek for 12 weeks to ensure utensils
. Continued Interview revealed the administrator f ! are being ntilized to cut food and if staff
| know there was some monitoring ocaurring, but ! needs to touch food wash hands and don
 he did not know exactly how the data was i gloves prior to haudiing food, If patterus
! collected and recorded. The administrator : and or trends are noted, systenis will
j acknowledged the QA process had not been : iminediately be analyzed and any
*carried through as it related to the facilty's I uecessary changes implemented, Staff
 infection rate. He stated he should ha\{e known will be in-serviced on the changes and
_more but just had not been with the facilty long | then be monitored for their
| enough, [ effectivencss,
| . 5) The Administrator will ensure
! j compliance through review and
| I evaluation of the cffectiveness of the
: | implemented system changes and
! i Quality Assurance studies,
l f
‘ Alleged Date of Compliance 3/2472013

f
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This plai of corraction s prepared anil execuled
K a00, INITIAL COMMENTS KO00 fwcanse i) is pequired by ke provisions nf Stae and

CFR: 42 CFR 483.70(a)

Building: 01

Federal Law and min Becanie Florenee Park Care and
Rehabilitninn fucilhy ngrees wih vie cilgions noted
@t lhe pages ui'Vhis Stacemen of Deficloncies.
Elarence Park Care und Rehobitilarion Sacilioe
inainteins Wi vke alleged deficfencios do no)

. s, YIS, Tor
uie they of such character s a3 10 fimil our capabiliy

wUVEy under: NFPA 101 (2000 Edition)

Facility type: SNFINF

Type of structue: Type v {000}
. Simoke Compartiment: Nine 53]

Fire Alarm. Fire alarm with single stafion smokes
~in resident rooms

“ Sprinkler Syslem: Complete Sprinkler system
{weland dry)

Generator: Type Il Diessl instafled 1859

" A slandard Life Safety Code survey was .
) conducted o 0210513, Florence Park Garg ¢
' Center was found nof fo & in complia il
1he requirements for participalion in Med
' Medicaid. The census on the day of the 5¢
was one hundred thirly- six {(136). The faeif
ficensed for one hundred fifty {150). iy

. The findings that foliow demansirate
noncompliance with Title 42, Code of Federal
Regutations, 483.70(a) et seq. (life Safety from
Fire). Deficiencles were cited with Ihe highest
deficiency identified al "F " jevel,

KOT81NFPA 101 LIFE SAFETY CODE STANDARD
$8=0"

- Doos protecting corridor openings in other than
renuired enclosures of vertical openings, exils, or

H

13 restder ndequate cors,

Please nevept \his Plan af Correclion oz 1 he Saciling's
wrinen credible allepation of compliance such vhay il
alleged deficiencles ciled huve been or Wil bg
corrected by ihe dmes ndicored,

Tos rematine i compliance winh afl Federat and Sune
regudaticis, ihis facifiey has yaken or will \ake \he
arinns sel forch i the folfowing Pla aof Cmreciion.

K618
Florence Park Care and Rehabilitation
Facility makes every effort 10 ensure that
faciliry corridor doors would resisr the
“passage of smoke.
L. Resident rooins 113, 116,200 and 313
“were inspected by Maintenance Director and
o, pTepaired 2/27/13 by adjust ing hinges, laiches
GO Pl .
“f 81 éxich plaes 16 ensure proper laiching,
2. TheDirector of Mainlennnce inspected

= & JHhe %?l?tv tesident rooms 2/27/13 to

idergify otlier roonss thar would not tatcly
prop#ily. No oiber rootns were identified,

T The Direcior of Maimenance or designee

will perform a follow-up inspection of
residem rooins in three months, then
annually to ensure ihan faciliny resident
roomns latch properly. Residem rooms 1ha do
not larch properly will be repaired

K018 immediately and findings will be presenied
during the Quarterly Qualj ly Assurance

© meering,

- 4. Completion Daie 2272013

AL N T

LABORATORY DIRECTORS OR PROVIGE SPLIER RE PRESENTATIVET'S SIGNATURE

156 SALE

5913

Any deficisncy stalenenl ending with an asrarisk {*) denoles a defliciency which
other safeguards provide suffigen protaclion o the patients, [See Inglrucrions.
following 1he dag of survey whelher or nol # plan of comecilan is provided. For

/ZW%

mAsing homes, the aboya findings and plans of correction are disclnsable 14

days following the dale hese detumens &e made avaliabls 10 the faciity. If daficiencies arg dled, an approved plan ol corrertion Is requigiie 10 conlinged

program panicipation. .
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KOTE " Lorhnusd From page 1
hazardous areas are substantial doors, such as
. those constructed of 134 inch solid- hended core
wood, or capable of resisting fire for af least 20

minutes, Doors in sprinklered buildings arg only
s lequired 10 resist the passage of smoke. There i !

K018

are provided witl a means suilable for keeping

are permitied.  12.3.6.3

inn all heahh cara facilities.

< This STANDARD is rot mel as evidenced by
. Based on observation and interview, if was
determined the facility failed to ensure carridar
doors would resist Ihe passage of smoke. The
deficiency had the polential (o affect three (3)
sinoke compartment, eight {8) residents. staff,
; and visitors.

The findings include:
Observation on (02105113, between 9:30 AM and
200, and 315 would not falch whan shuf.
Residem room doars must falch o resist the

passage of smoke. The ohservalion was
coftfirmed with the Regicnal Maintenance

no impediment tn the Closing ofthe-doors—Bamrs

the door closed. Dutch doors meefing 19 3.6.3.6

Raller lalches are prohivited by CMS reguialions

3:00 PM, revealed resident room doors 118, 418, |
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K018 Continyed From page 2 K18
Oirector.
Inetview on 020513 at 1:00 PM, with the i
Maintenance Director, revealed he was not aware
the residen| room doors, focated in the corridor,
would-aatateh- s was confirmeT W he
Administrator and Director of Nursing at exit
conference,
Reference: NFPA 101 (2000 Edition).
19.3.8.5.2* Doors shall be provided wilh a means . K-025
suitable for keeping the door closed thatis Florence Park Care and Rehabilitation
" acceptable to the autherity having jurisdiction, Facility works diligently 10 ensure that
The device used shall be capable of keeping the . émioke barriers are maintained according io
i door fully closed if a force of 5 Inf (22 N} is _ " National Fire Prorection Association (NFPA)
~applied at Ihe latch edge of the door. Roller : standards,
laiches shall be prohibited on corridor dnors in ; " L. Areas identified in the smoke
bulldings riol fully protecied by an approved v ‘ . compartment barriers that had peneirations
| Butomatic sprinkler system In accordance with - 8ot sealed around where conduit penetrated
 19.3.5.2, ' the walls will be properly sealed per NFPA
Exception No. 1: Doors to oilet rooms, - oie walls will be proper ¥ sealed pe
bathrooms, shawer rooms, sink closets, and ) stanrtards by 1he Direcror of Maintenance, by
similar auxiliary spaces 'hat do not contain . Y8/, . '
, flammable or combuslible materials. The blocks identified to have wmissing grout
- Exception No. 2. Existing roller latches will also be repaired by 3/8/13.
demonstraled to keep the door closed againsta | 2. The facility was re-inspected by the
; force of 5 1bF (22 N) shall be permitied 1o be kept ; Direcror of Maintenance 2/26/13 0 ensure
i service. * that other arcas in the building were free
K025 NFPA 101 LIFE SAFETY CODE STANDARD i K025, from barier peneirations. No other areas
58=F © were idemified,
Smwke barriers are construcled to provide at . 3. Facility Director of Maimienauce will
feast a one half hour fire resiszanr:e rating " perform on-gning follow-up inspectiony
accordance with 8.3, Smoke barriers may . following work perfirmed in the areas of the
: ;‘i;’;gzg g; ;?::E\':g ;ig}n;vé?d;yw;rg glass ' building thar would affect the smoke barriers
o 3 Lo -
panals and steel frames. A minimurm of two 10 ensure 1}?3% 10 enetrations {?“St’ Any
separate compartments are provided on each areas idemified will be immediately
documemed and repaired. Inspection of

FORM CMS UDE7|02-96) Frevious Varsions Obsglele Every 10:5CMY 2 Fagilily £ 190547 if esnlinuation shael Page 3of 18
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- facility smoke barriers will oceur no later
nUe Continued From page 3 K025 than six momihs on an ongoing basis.

floor. Dampers are not required in duct
“penstrations of smoke barriers in fully ducted

heating, ventitating, and air conditioning systems.

19.3.7.3,10375 19163 19.1.64

Penetrations idemificd will be documenced
and immediaely repaired.

Penetration areas docuwinented will be
presented 10 the Quarterty Quality Assurance

s gnun
Meeting-forroview:

382113

This STANDARD is nol mel as evidenced by;
Based on ohservation and imerview, il was
determinad the facility faited to ensure smoke
barriers were mainlained according {o Nationaf
Fire Protection Association (NFPA) standards,
(8

+ The deficiency had the potenttal to affect nine
of nine (3) smoke compartmeans, one hund ed

* thirly-six {136) residents, staff and visitors. The
facilily is licensed for one hundred fifty (150} beds

r and the census was one hundred thirty-six (135)
the day of the survey.

The firdings include:

Observation, on 02/0513 between 9:30 AM and
300 PM, revealed all nine (8) smoke barriers hae
* peneteations not seated aroind whare condisit

penetrated the walls also noted the groui was

missing in about 2-3 locks, Smoke barriers are

I be sealed with a material tha is squal or

greater than existing matenal or fire rated.

FPenetrations in smoke barriers must be sealed (o
. prevent the spread of smoke duning g fire. The

ubservations were confirmad willi the

Mairtenance Director, This was alse confirmed
“with [he Administrator and Director of Nussing at

gxil conference.,

fnierviow, an 02/05113 at 140 BMin the main
Hallway, with the Maintenance Director revealeg

4. Completion Date

L

FORM CMS-238202.90) Previous Versiors Dhenlels Eveni 10: 50MYT)

Fatjliny 3. 120547 if coamiinnation shee Page 4 of 16




DEPARTMENT OF HEALTHAND FUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0242212013
FORM APPROVED
GMB NO. 0938.0397

STATEREN| OF QEFICIENCIES X1] PROVICERISUPPUIL RACE 1A
AND AN OF CORRES FON ICENTIFICATION NUMBER

185174

CAZYMULTIPLE CONS TRUCTION XGPOAE SLRVEY
COMPLErEg

A LLALOING 1« MAIN BUILDING O

B RG
WO e s e 02/05/2043

NAME OF MROVIOUR OF SUMY it

FLORENCE PARK CARE CENTER

STREET AODRESS. CITY. STATZ ZIP CooE
6375 BURLINGTON PIKE
FLORENCE, KY 41042

SUMMARY STATEMENT 08 OUFAIGILNCIES
{EAGH OEFICIENGY MIUST BE PHUCEED BY £
HEGLILATORY OR LSC ISCNTIFVING INF ORMATICN]
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COMPLETION
OATE
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PIREF X
TAG

K025 Continued From page 4
he had some work te complete.

Reference: NFPA 101 (2000 adition)
8.2.4.4.1 Plpes, conduits, bus ducts, cahles,

K 025

wires, air ducts,

e QARG B HE e At IS O BT Guilding

service equipment
- that pass through smoke partittons shafl he
protected as
. follows:
{1) The space between the
_ihe smoke
partition shall meet one of the following
conditiong:
a. it shall be filled with &
- of tiniiting
the transfer of smoke. .
h. 1t shall be protected by an approved device that |
i
. designed for the specific purpose,
; (2) Where the penetrating item uses a sleave 1o
_penetrate the
smioke partition, the sleeve shall be sotidly set in
the
smoke partition, and the space between the item
and the
- steave shall meet ope of the follawi g conditions: |
a, 1t shall be filled with a material that is capabie
of limiting
_the transfer of smoke. :
- b1t shall be protected by an approved device that |
15
desigred for the specifi pUrpos g,
{3) Where designs take transmission of vibrrations
into consideration,
any vibration isolation shall meet one of the
following conditions:
a. 1l shall be made on either sids of the smoke

penatrating item and

roaterial thiat is capable

|

FORK CMS- 2587182091 Praviovs Ve rgons Obscisia

Even 10:5CMY 0
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KUE5: Continued From page & K 6255
partitions,
b. 1t shall be made by an approved device that is
designed for the specific purpose.
KOZ9 NFPA 101 LIFE SAFETY CODE STANDARD K 029: K-029
G8=E" , FloreneoPark-Coareamg rehablillation
N 5 ot e .
One-heurfire-tatod-ConSTIETON With 7% Four . Facility strives 1o ensure that hazardons

fire-rated doors) or zn approved automatic fire
extinguishing system in accordance with 8.4.1

and/or 19.3.5.4 protedts harardous areas, When .
the approved automatic fire extinguishing system

option is used, the areas are separated from
athier spaces by smoke resisting partitions and
doars, Doors are self-closing and nen-rated or
field-applied protective plates that do not excoed
48 inches from the bottom of the door arg
parmilted.  19.3.2.1

This STANDARD is not met as avidenced by
" Based on observation and interview, it was
deterniined the facility fajled 1o ensure that
-hazardous areas were mairtained as required.
This deficient practices affecled two {2} of nine
{8) smoke compariments, staff, and
approxirrately tventy-four (24) residents. The

facility s licensed for one hundred fifty (1503 beds :

with & census of ong hundred ihirty-six {136) on
the day of the survey,

The findings includa:

During the Life Safety Code Survey on 02/05/13

. between 9:30 AM and 3:00 PM, with the Director
of Maintenance, observation revealed a soiled
ulility roorm located in the main rehab hall hag a

-~ Director of Mainlenance / designee. The

. dentified,

areas are mainlained.

1. The penetratian around (he metal pipe
he soited wiility room located on the Rehab,
Hall wilt be properly sealed by 38/13 by 1he

penetralions in the nechanical roon will ke
properly sealed by 3/8/13 by the Director of
maintenance / designee,

2, Other facility meehanical rooms aied
wiliy rooms were inspected for the presence
of penetrations 2/26/13 by the Director uf
Maintenance, No (ther penetrarions were

3. The Faeility Direstor of Mainlenance will,
perfornt follow-up imspections in three

Inonths tu ensure that facility mechanical
roonis and utility rooms reimsin free from
penctrations. Aoy penetrations found during
the follow-up inspections will be
documente sng repaired inumedistely. The
findings will be eported 10 the Quarterly
Quality Assurance Commiftee for review,

4. Completion Date

37872013

ORI CRAS-2B87162-00) Pravicus Ve sions Obsokie
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K028 Continued Erom page & K 0Zg

penglration around a metal pipe not sealed to
prévent the spread of smoke as required by
NFPA 101, Also the mechanical room had 10
tenalrations not sealed to prevent the spread of
srricke Tha mechanical room consisted of

jaetriea parelisard thres 1) gas hotwaler

haaters,

Interview with 1he Mainlenance Director on

02/05/13 at 11:50 AM revealed he was not aware
of this requirement. This was also confirmed with -
the Administralor and the Director of Nursi 1g at
exit conferanes,

Referenca: NFPA 101 (2000 Edition).

T18.3.2.1 Hazerdous Areas,
Any hazardous areas shafl be safeguarded by a
fire barrier having a 1-hour fire resistance rating
or shall be provided with i automatic
extinguishing system in accordarice with 8. 4.1 )
The automatic extinguishing shall ba permitled 1o |
be inaccordance with 19.3.5.4. Where the
sprinkler option is used, the areas shall be

s separated from other spaces by smoka-resisting
partitions and doors. The doors shall be
saif-Closirg or automatic-closing. Hazardous
areas shall include, but shall not be restricled to,
the following:
{1) Buoiler and fuel-fired heater rooms
{2) Cenjral/bulk laundries targer than 100 12 (9.3 :
maej

{3} Paint shops

(4} Repair shops

{5} Soded linen roon s

{6) Trash collection ropms :
{7} Rooms or spaces larger than 50 2 (4.6 m2j, -

j
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K128 Continued From page 7 K029,
- including repair shaps, used for storage of ‘
combustible supplies and equipment in quaniities
deemed hazardous by the authority having
jurisdiction
{8) Laboratories employing flammable or
Bkt tate itt i R-1358
those thal would be considered a severe hazard. . Florence Park Care and Rehabilitation
Exceplion: Doors In rated enciosures shall be Facility inakes every effurt to ensure that
permitted to have nonrated. factory- or delayed egress doors aud exits are
fisld-applied protective plates extending nat more maintained in sccordance with NFPA
than 48 in. {122 crn) above jhe bottomn of the standards,
door. 1. The three facili ss dodrs equi
. aclity egress doars equipped
K038 NFPA 101 LIFE SAFETY CODE STANDARD K38 in a keypad locking system had keypad
S5=F codes posted 2/7/13 by the Director of

700 1824

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determirgd the faciiity faled to ensure delayed
egress doors and exits were maintained in

had the pofential to affect five (5) of nine (9}
sfloke cnmpartments, all residents, staff and

fifty {(150) beds with a census of one hundrad
thirty-six (136) on the day of the survey.

The findings inclide:

- Exit access is arranged so tliat exits are readily
accessible at all timas in accordance with section |

- acrordance with NFPA standards. The deficiency

-visilers, The facility Is certified for one hundrad

- (9} tacility doors equipped wilh delayed
egress were posted 3/1/13 by the Director of
. Maintenance, Permanent signs have been
“ordered from Accu-tex sigus and banners

| 2/28/13 by the Director pf Mainienance.

. the Director of Maintenance / designee, The
 keypad for the wooden gate leading from

i Memory Care was discomected 3/1/13 by

Maintenauce. Temporary signs for the nine

Permanent signage was ordered by 3/8/14 by

ihe Birector of Mainienance.
2. The Director of Maintenance 7 designee
will perform follow-up inspeciions quarterty

- to ensure thai sigos and codes remain in
“place, 8igns and or codes in need of

replacing will be documented and replaced

immediately. Findings will be presented to Jz

the Quality Assurance meeting quarterly for _
review. I
Completion Date !
3872013

H

|
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! K038 Continued From page 8 K038

Observalion, on 02/08H 3 vetwaen 9:30 AM and
* 3100 PM wilh the Maintenancs director, revealed
three (3) egress doors were lockad at lhe facility
- with the only way 1o exit was 1o enter & code. The !
code was not posted at the exits.

Interview, on 02/05/13 at 1108 AM with {he
Mairienance Dirsctor revealed he was Unaware |
the doors were required to haveg the code posted
with the keypad to exit. This was also canfirniad
with the Adminisiratar and Jhe Director of Nursing
“atthe exit conference,

Observation on 02/05/13 belween 930 AMand
3:.00 PM ravealed nine {9} exit doors equipped

- with defayed egress devices, did no! have proper

signage stating Push untit alann sounds Door can |
ba opened in 15 seconds, as required by NFPA
101, Alse noted the wood gate in the exit
discharge path of Iravel of memory cara unit had

- a keypad locking device that would prevent the

‘rapid removal of pajients, staff and visitors in

- case of an emergency.,

Interview o 02/08/13 at 11:15 AM, revealed ha
. was not aware of the signage requiremean.

Reference:
NFPA 101 (2000 adition)

7.2.1.6.1 Delayed-Egress Locks, Approved,
listed, delayed egress

Hocks shall be permitied to be installed on doors
serving

-low ard ordinary hazard contents in buildings

- profacted
throughout by an approved, supervised automatic .

FUORM C3S-2507012-8) P revicus Vigrsjors Obsoisie Even) 10 30y 21

Fagiity 10. 100547
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K038 Continued From page 9 Ko
firer dataction .
- system in accordance with Section 9.8, or an

- approved
supervised autematic sprinkler system in
accordance with Section

S andwhere e I CREpers 17 through
- 42, providad
that the fellowing criteriz are met.

{8) The doors shatt unlock upan actuation of an
approved, supervised aulomatic sprinkler system
“in agcordanca :
with Section 9.7 or npon the actuation of any heat
detector or activation of not mors thart two smoke |

detectors

. of an approved, supervised avtomatic fire
detection systenrin

- dccordance with Saction 8.6.

{b) The doars shall inlack upon tass of power
coirolling :
the fock of tocking meckranise. !

{€) Arirreversible orocess shalt release the lock |
,within 15 i
" secorids 1pon apptication of a force fo the refeasa

davice i

required in 7.2.1.5.4 that shall not be recuired io

exceed 15 Ibf _
;{67 N) nor be required 1o be coninuously applied
for more

than 3 seconds. The initiation of the release

process shall aclivate

@n audible signal in the vicinity of the door, Once
the
“door tlock has been released by the application of

force fo the
. releasing device, relocking shall be by manual
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i K038 Continued From page 10 K (38

- neans only.
Exception: Where approved by the autharity
having jurisdiction, a detay
7ot exceeding 30 seconds shall be permitted.

there
shall be & readily visible, durable sign in letters
not less than 1 in. (2.5 cm) high and nat less than
H8 in (0.3 cm) in stroke width on a contrasting -
_background that reads as follows:
PUSH UNTIL ALARM SCOUNDS
DOOR CAN BE OPENED IN 15 SECONDS
K058 NFPA 101 LIFE SAFETY CODE STANDARD
H8sF
i there is an autamatic sprinkler system, it js
installed in accordance with NEPA 13, Standard
for the Ingtallation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
; dccordance with NFPA 28, Stadard for the
Inspectian, Testing, and Maintana neg of
Water-Based Fire Protection Systems. itis fully
Supervised. There is a reliabte, adenjuate water
supply for the system. Requited sprinkler
. systems are equipped with water flow and tamper
" switches, which arg electrically connected to the
building fire: atarim systam.  19.4.5

This STANDARD is not met as evidencert by
Based on observation and interview, it was
tletermined the facility failed to ensure the
huilding had a complete sprinkler system, n
accordance with NFPA Standards.

K056 1 036
Florence Fark Care and Rehabilitation
Facitity diligently strives to ensure the
building has a complete sprinkler system in
raccordance with NFPA Standards,
I. The materiols needed to equip the three
overhangs idenlified during the inspection
were ordered from Genesis Fire Protection
(22713 by the Facility Maistenance
“Director,

- 2. Completion Dae 272013
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K086 Continued From page 11 K 056
The findings inctude; :
- Observation, on 02/05/13 between 9:30 AM and
3:00 PM, with the Maintenance Directer revealed |
Ihree (3) overhangs that extended out four (4)
foot or . i s 1614
combustible materials, and wera not sprinkler
protectad. The averhangs were located outside
the Lang Term Care Halt, Memory Unit Long Hatl,
" and Memory Care Men ' s Unit Hall
Interview, an 02/05/13 at 1:30 PM, outside with
the Maintenance Directer revealed he was not :
aware the overhang needed to be sprinkler i
pretected. This was also confirmed during exit K-062
. conference with the Director of Nursing and the Flarence Park Care and Rebabitiation
" Administrater, Facility strives to ensire that the facility
sprinkler heads are maintained properly.
!. Sprivkler heads to replace the corroded
Reference: NFPA 13 (1999 Editlon) §.13 8.1 sprinkler heads 1nder the canopy outside on
L ) ) _ the loading dock, and H-pod exit CHNOPY AS
' Sprinklers shall be instetled under exterior raofs well as well as the mixed sprinkler heads in
ur cancpies exceeding 4 F1. (1 -2 mj} in width. the Activities room were prodered from
Exception: Sprinklers are permmed to be o‘mnlcd Genesis Fire Protecting 2/27/13 by the
where the canopy or reof is of nencombustible or facility Director of Maint ;
limited combustible construction, jctiity Lirec _“”l’ Samenance.
K 062 NFPA 101 LIFE SAFETY CODE STANDARD | K oz 2 F20ility sprinkler heads were inspocicd
and 2/6/15 by the Director of Maintenance.
58+ R . ; -
Required autoratic sprinkler sysleins are No other heads were identified in need of
continucusty maintained m refiabte operating replacement.
; condition and are inspected snd lested ‘ 3. Follow-up inspection of sprinkler hends
: periodically.  19.7.6,4.6.12, NFPA 13, NEPA 25 ! will occur semi-annually during the semj-
975 aunpal fire inspections by the Director of
Maintenmce. Heads will be replaced as
reeded at 1his time. Fiudings will be reparted
o ta the Guality Assurance commities
This STANDARD s not met as evidenced by: Cnarterly for review,
Based on observation and interview, it was " Completion Date 273013
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DEFICIENCY;

K062 Continued From page 12 K 062
detarmined the facility failad 1o ensure Sprirkler
heads were maintained as required. The Facility
is licensed for one hundred fifty (150) beds and
the census an the day of the survey was one
hundred thirty-six {136).

The findings include:

Chservation during the Life Safety Code survey
lour on 02408113, between 9:30 AM and 300 M, ¢

with the Maintenance Director, revealed corrosion ;
- 9On two (2) sprinkler heads under cancpy oulside :
“an the toading dock, and H-Pod axit Ganopy had

twe (2} corroded sprinkler heads. Net maintaining

sprinkler heads can decrease their ability to react

a5 inlended. :

Interview with the Maintenance Director on : i
02/05/13, at 2:25 PM, revaaled he was not aware |

of the corraded heads being deficient and stated

he thonght the sprinkler company would have

replaced ihe heads if needad.

Observation on 02/05/13 betwean 9:30 AM and

3:00 PM reveatad four {4) mixed sprinkler heads

in the Activities Room. Four Guick response

heads were identified mived with regular
reésponse heads,

Interview with the Maintenance Directar an
-02/65/13 at 2:00 PM revealad he was not aware

of this requirement but would contac the

sprinkler contractor and have the correct sprinkler |
- heads installed immediately. :

: Reference: NFPA 25 (1998 Edition).

2-2.1.1* Sprinklers shall be inspected from the
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K082 Contimad Frorn page 13 K062,

foor level annually. Sprinkters shall be frae of
- corrosion, foreign malerials, paint, and physical

damage and shall be installed in the proper

orientation {e.g., upright, pendant, or sidewatt).

Any sorirskler shall be replaced that is painted,
it WHproper

] H

: orienlalio!n
NFPA 101 2000 Edition

19.3.5.3* Whaere this Code
fully sprinklered :
“buitdings or smoke compartments and specificafly
references
this paragraph, the sprinkler syaterm shall meet
the
| foltowing criteria:
H{1) it shall be installed throughout the building in
accordance
: with Section 9.7,
{2) !t shall be electrically connected 1o the fire
_alarm system.
{3) It shal be fully supervised.
{4) 11 shall be aquipped with ligted GuiCk-response :
ar listed
“residentiat sprinklers throughout all sincke
compartments
containing patient sleeping reoms.
Exception Na. 1: Standard response sprinkders
shall be permitted o be
. continued 1o be dsed in existing approved
sprinkler systems where
quick-response and residential sprinkters were
not listed for nse in such
Excaption Ne, 2: Standard response sprinkilers
shall be perrmitted for
usé In hazardoUs areas protected in accordance
with 19.3. 2.1 ocations at the time of installation,

permits exceptions for
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NFPA 101 LIFE SAFETY CODE STANDARD

Maans of egress are continuously maintained frea.
of zll obstructions or impediments to full inslant
use in flie case of fire or other emergency. No
furnishings, decorations, ar other abjects obstruct
exils, access i egrecs froam or igtbtrofenits

Karo K072

Florence Park Care and Rehabilitation
Facility strives to maintain exit aCCess i
accordance with NFPA standards,

L. The corridors were cleared 2/6/2013 by
facitity staff and Director of Maintenance
and placed in areas ss to not obstrue exit

7110

This STANDARD is not met as evidanced by:
Based on chservation and interview, it was

[ determinad the faciity failed to maintain exit

access in accordance with National Fire
Prevention Association ( NFPAj standards, The
deficiency had lhe potential to affec! all smoke

; Lompanments, all residents, staff, and vislors.
The facility is licensed for one hundred fifty (150)

bads with a census of oue hundred thirty-six
{136) on the day of the Survay.

- The findings include:

. Observation, on 02/05/13 between 9:30 AM and

302 PM, with the Mattenance Director revesled
medication carts were stored and not In Us€ in

. cormidors at nurses stations near room # 308,
' 212, and 108 2t the nurses stations. Broda

chairs and electric chairs were also observed in
corrigior in the H-Pod hall corriddor. Meang of
egress must remain clear of all obstructions and
impediments at all times in case of efargency or

< Hire.

Interview, on B2/05/13 at 1:10 BM, with the
Maintenance Director revealed he was aware the
facility routinely stored the medication carfs in the

ACcess,
2. Facility staff were re-cducated by Director
of Maintenance 2/0/2013 with regards to the
importatice of storing carts wien not in use
out of corridors as 10 niaintain exit access
according to NFPA standards. The geri
cbairs, broda cliairs and niotorized
wheelehnirs will be removed from the H-pod
area 3{4/2013 by the Dircctor of
Maintenance / desigice.

3. A gquality assurance study wil] be
comtfucted to ensure the clear access ta exits
by the Director of Maintenance / designee
weekly x 4, then monthly x 3, then quarterly
x 2. The findings will be recorded angl
reported to the Quality Assurance committee
quarterly,

4. Dote of Completinn

37472013
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K672 Continued From page 15 K72

corridors,

Reference: NFPA 101 (2000 Edifien)
Means of Egress Reliability 7.1.10.1
Means of egress shall be continuously

= ; R
nanptairadfroe-olal-ahestroetinmr e

Cimpediments to fill inslant use in the case of fire
or othar emergency.
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