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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
185331 B. WING 01/14/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
414 ROBEY ST.
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER FRANKLIN, KY 42135
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance
on 01/14/16, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency stalement ending with an asterisk (*) denotas a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made available to the facility. !f deficiencies are cited, an approved pfan of correction is requisite to conlinued
program participation.
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Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information Is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of Information. Send comments regarding this burden estimate or any other aspect af this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Balttmore, MD 21207; and to the Cffice of Managemant and Budget, Paparwork
Raduction Projact ((0938-0390), Washington, 0.C. 20503.

(Y1) Providar/Supplier/CLIA/ (Y2) Multiple Construction o (Y3) Date of Revisit
Identiflcation Number A. Building
185331 B. Wing 1/14/2016
Name of Facllity | Street Address, City, State, Zip Code

FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTE | 414 ROBEY ST.
| FRANKLIN, KY 42135

This report is completed by a qualified State surveyor for the Med|care, Medicald and/or Clinical Laboratery Improvemant Amendmeants program, o show those deficlencles previously
reported on the CMS-2567, Staterment of Deficlencies and Plan of Comrection that have been comectad and the date such corrective action was accomplished. Each deficiency should be
fully identifled using either tha regulation or LSC provision number and the identification prefix code previously shown on tha CMS-2567 (prefix codes shown o the left of each
requirement on the survey report form).

(v4) ltem (¥5) Date (Y4) ttem {Y5) Date (Y4} item {Y5) Date
Correction Correction Correction
Completed Completed | Completed
ID Prefix F0184 01/14/2016 ID Prefix F0241 0111412016 ID Prefix F0253 01114/2016
Reg. # 483.10(e), 483.75{1)(4) Reg. # 483.15(a) Reg. # 483.15(h)(2)
LsC LSC LsC
Carrection Corraction Correction
Completed Completed Completed
ID Prefix F0280 011412016 ID Prefix F0281 01/14/2016 D Prefix  FO315 01/14/2016
Reg. # 483.20(d)(3), 483.10(k}{2) Reg. # 483.20{k)}3)(i} Reg. # 483.25(d)
LsC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0323 01/14/2016 ID Prefix F0441 01/14/2018 ID Prefix
Reg. # 483.25(h) Reg.# 483.65 Reg. #
LSC LsC | LSC
[
Correction Correction Correction
Completed Completed Completed
ID Prafix 1D Prefix ID Prefix
Reg. # Reg. # Req. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # Req. #
LsC LSC LsC
T T —— s
Reviewed By Reviaewed By Date: £ Date:
statoAgoncy | _ loBe _QM/_ZM_DMZ@_
Reviewed By — | Raviewed By | Date: Signature of Surveyor: | Date:
CMS RO ! |
Followup to Survey Completed on: - Check for any Uncorrected Deficiencies. Was a Summary of

12/11/2015 Uncorrected Deficiencles (CMS-2567) Sent to the Facility? ygg NO
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From:FRANKLIN SIMPSON NURSING REMAB 2705866686

DEPARTMENT OF HEALTH AND HUMAN SERVICES
E

OR MEDICARE & M ID S IC
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONBTR
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING
4185331 B. WING
NAME OF PROVIDER OR SUPPLIER

FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 T PROVIDER'S CTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOWLD BE CoM
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS&REFEREG?FE'::) TQ T;I)E APPROPRIATE Date

Submissien of this plan of correction is nota
F 000 | INITIAL COMMENTS F 000 legal admission that & deficiency exists o
that this statement of deficiency was
correctly cited, and is also not to be construed

A Recerlification Survey was conducted on as an admission of inlerest against the
12/09/15 through 12/14/15 with deficiancies ciled facility, the Administrator or any employces,
at the highest Scope and Saverity of a "E", W °5h,°""}"‘,d':"““:'s e  Jraf or may
F 184 483.10(e), 483.75()(4) PERSONAL FA84]  orrection.In addition oo p1en of
88=D PRWACWCONHDENT'ALW OF RECORDS plan of correction does ot constitute an
admission or agreement of any kind by the
The resident has the right to personai privacy and facility of the truth of any facts alleged or sec
corfidentiality of his or her persanal and chinical the correctness of any allegation by the
rde survey agency. Accordingly, the facility has
recards. prepared and submitied this plan of
correction prior to the resolution of any
Par:’onlaltrprfv"?‘cy lncul:r:;tilees acc:'o:n'mo;lauons. ;fpeal which n::y b: filed tiolelg Pﬁca;:ls: of
medical treatmery y n and te ephone € requiremen u1:| t‘:r state and federal law
coemmunicatlons, persenal care, visits, and .t:l;::: “c‘:‘;fm ﬁz'?;;’)“"l:;’“ :f':i:‘:fmy .
meetings of family and resident groups, but this condition to participate in Title 19, and Tie
does not require the facllity to provide a private 19 programs. The submission of the plan of
room for each resident. correction within this timeframe should in no
way be construed or considered as an
Except as provided in paragraph (e)(3) of this slrcement wih the allegationof
seclion, the resident may apprave or refuse the f,‘%',‘:";‘;fl':ff“::;: cfi'l"“;;‘n"s'l‘;:t’; S"x;ﬁ':f_f;y'
release of personal and clinical records to any a (si i
efiegation of submission of substantial
individual outside the facility, compliance with Federal Medicare

Requirements
The resident's right to refuse release of personal
and cfinical records does not apply when the F 164
resident Is transfarred to another health cars

A - It s the practice of this
Inslitution; or record release is required by law. facility to maintain resident

privacy duting the provision

The facility must keep confidential all information of care and services,

contained in the resident's records, regardiess of
the form or storage methods, except when |
release is required by transfer to another CNA# 2 was provided with 1:1 ot
heaithcare inslitution; faw; third party payment Instruction by the Assistant L '!

contract; or the resident, Director of Nursing 12/17/15 I-t’l"f
regarding pulling the curtain during L /

the provislon of resident care and f ‘f I 1A

services in order to malntain privacy

for residents,

This REQUIREMENT s not met as evidenced

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S 8{GNATURE TITLE (XB)DATE
T tere ppew A ormen o Zidot> Yilig

Any deficlency statament ending with an astarisk (*) danstes a deficiancy which tha Insitution may ba excused from correcting providing it Is deiumlnedm

program paricipation.

FORM CMS-2567(02-99) Previous Varsions Obsolate Event ID; SHHAN Facitty IO: 100391 it continuation sheet Page 1of 24



From:FRANKLIN SIMPSON NURSING REHAB 2705866686 01/11/2016 20:28 #669 P.003/025

PRINTED: 12/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE MEDBICAI B N
SYATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPL! (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING
185331 B.WiNG 12/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2Ip COUE
414 ROBEY 8T.
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER FRANKLIN, KY 42135
{X4) ID SUMMARY STATEMENT OF DERICIENGIES [i¥] PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOWL.D BE COMPLETION
TAG REGULATORY OR LaC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATH
DEFICIENCY)
]
F104 Cantinued From page 1 F164 Facility nursing staff will provide
by: privacy ta resldents during the
Based on obsarvation, Interview, racord review provisian of personal care and
and review of the facllity’s policy and procedure, i services by pulling curtains and
was determined the facility falled 10 ensure closing doors as indicated.

privacy during care for ohe (1) of sixtean (16)
sampled residants (Resldent #7). Staff falled to N L
pull the privacy curtain between Resident #7 and The Diractor of Nursing

and/or Assistant.Director
his/her roommate during catheter care. of nursing , Unit manager or

wound cara nurse
The ﬂndl“gs Include: will conduct an educational

review of F 164 to ali nursing
Review of the facility's palicy titted, *Quality of staff as it relates to
Life-Dignity”, last revised 10/2009, revealed resident privacy to Include,
residents shall be treated with dignity and respect but may not be limited to,
atall times. Treated with dignity means the s e
resident will be assisted in malntalning and ;f;e;:;‘a,‘c’;r":, servicns.
enhancing his/her self-esteem and self-worth, This educational review wil
Staff shall promote, maintain and protect resident be completed by 1/11/16.
privacy, including bodlly privacy during assisianca Review of E 164 has been
with personal care and during treaiment Incorporated
procedures. into the facilities new hire

orientatlon program,

Record review revealed the facility admitted
Resident #7 on 07/01/12 with diagnosis which

Included Neurogenic bladder. Review of the v
quarierly Minimum Data Sat (MDS) assessment, The Director of Nursing

dated 11/17/15, revealed the faciiity assessed and/or Assistant Director
Resldent #7's cognition as seversly impaired with of nursing, Unk manager or

a Brief Interview of Mental Status (BIMS) score of wound care nurse will conduct
thres (3), which indicated the resident was not a audit of five randomly chosen

resident’s to validate that privacy
Is being maintalned during the
provislon of care and services.

(ot
This audit will be conducted l&T&jﬁa
' f‘z‘/lb

interviewable. Further review of the quarterly
MDS assessment, revealed the resident had an
indwelling catheter.

Observation, on 12/10/15 at 11:30 AM, revealed across all 3 shifts, and will be
Certified Nurse Alde (CNA#2) failed to puli the conducted 5 days per week
privacy curtain between Resident #7 and hisfher for 1 week, then weekly
roommale whlle providing urlnary catheter care, for 3 weeks, then manthly
The roommate was present In the room while for 2 months.

FORM CMS-2507(02-80) Previous Verslons Qbscials Evenl ID: SHHQ11 Facliity ID: 100391 If conlinuation sheet Page 2 of 24




From:FRANKLIN SIMPSON NURSING REHAB 2705866686 01/11/2016 20:28 #669 P.004/025

DEPARTMENT OF HEALTH AND HUMAN SERVICES mﬁgﬁﬂ’g}npno\?ég

RVICES OMB NO. 0938-0391_

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
185319 B, WING 1211112015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATR, ZIP CODR
414 ROBEY 8T.
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER FRANKLIN, KY 42135
{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (xsg
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE N
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERE;ITO THE APPROPRIATE BATE
F 164 | Continued From page 2 F 164 Any discrepancy noted during
personal care was being provided by CNA #2. the :;:’:;':::’;:‘:;;‘::ﬁ.f:
rovislon of privacy for the
|nteN|ew th CNA #2, on 12[1 0’1 5 at 11 :45 AM. r:;[dent and |mpmcrnptu education
revealed she should hava pulled the privacy for the staff member as indicated.

curtain belween Resident #7 and his/her
roommale to provide privacy during personal

cara. The rasults of the audit will be
submitted monthly to the Quality
Interview CNA #4, on 12/10/16 at 12:10 PM, DGl GG )
revealed privacy curtains should always be pulted - f,’j;:j,";i’;‘,?g:,ﬁ,‘::;",,’m
when providing any type of care that would Members of the Quality Assurance
exposa the rasident. / Performance Improvement team
will conslst of, at a mInimum the
Interview with Licensed Practical Nurse (LPN) #3, Administrator, Director of Nursing,
on 12/10/15 at 2;05 PM, ravealed she would Assistant Director of Nursing,
expect the privacy curtain to be pulled batwesn al Dletary Services Manager,
residents when providing care lo ensure 5’:;':"::;’.‘::5%:::3;
exposure of the resldent's skin or personal self Activlty Director, and Business
did not oceur. Offlce Manager with the
Medlcal Director attendi t
Interview with the Director of Nursing (DON), on h:st cqauanr:ﬂ:r sendnas
1211715 at 1:18 PM, revealsd she would expect
all residents to be provided privacy during any
care that would expose the resident, even if the
resident was not aware of their surroundings,
aspeclally during a treatment that would expose F2a1
the resident's skin or personal self. Further
interview revealed, all residents deserve privacy It is the practice of this facility
wilh parsonal care.
F 241 483,15(a) DIGNITY AND RESPECT OF F 241 SLLLETC T

s$s=0| INDIVIDUALITY

for residents in a manner and in an

£
£

The facility must promote care for residents in a environment that maintains
manner and in an environment that maintains or ) | / l
enhances each resident's dignity and respect in or enhiances each resident’s dignity Il

full recognition of his or her individuality. and respect in full recognition of his

or her Individuality,

FORM CMS-2587(02-39) Pravious Versions Obsolats Evanl ID:SHHON Factity 1D: 100384 it continuation shesi Pags 3 of 24




From:FRANKLIN SIMPSON NURSING REHAB

2705866686

01/11/2016 20:28 #669 P.005/025

PRINTED: 12/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTERS F MB NO. 3
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (%3) DAVE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185331 8 Wha 12/11/2018
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER 414 ROBEY 3.
FRANKLIN, KY 42138
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (%8)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG caoss-nsmasgﬁcnﬁgégc nvi)a APPROPRIATE oAYE
F 241 Continued From pagae 3 F 241 T L
urin.
I;:.is REQUIREMENT Ig not met as evidenced R:;I,delm : 7 was p,md:m
. a dignity bag as saan as it
Based on observation, interview, record review wasslde:t![igd.
and review of the facility’s policy and procedure, it
was determined the facillty failed to promote care fl,
for residents in a manner and In an environment Facllity nursing staff will provide
that maintains or enhances each resident's ?ydp';i:::;?‘;elﬂ:;':;;ﬂﬂ‘s“v
dignity and respect in full recognition of his or her
individuality for one (1) of sixteen (16) sampied ary <h heser gz n petvacy
gs as indicated. All other residents
residents (Resident #7). Observation revealed Identified as having a foley catheter
Resldent #7°s urinary catheter bag was notin a waere assessed by the Director of Nursing
dignity bag and visible from the hallway. and/or Assistant Director
of aursing , Unit manager or
The findings include:; wound care nurse
to ensure catheters were In privacy bags
Review of the facillty’s pollcy titled, "Quamy of s soon 3s the concern was identified.
Life-Dignity", last revised 10/2009, revealed
residents shall be trested with dignity and respect
atall imes. Treated with dignity means the
resident will be assisted in maintalning and
enhancing hisfher self-esteem and self-worth. i,
Demeaning practices and standards of care that ’:‘e Olrector of Nursing and/or
compromise dignily are prohibited. Staff shall ofs::lfr::t Dllr;emr
promote dignity and assist residants as needed wound ::r; n:lrtsmnager *
I;y helping rt:: resident to keep urinary catheler will conduct an eeducational
ags covered. review of £ 241 to all nurs),
as It relates 10 dignity to fn:ﬁz:ftea,ﬁ
Record review revealed the faclity admitted but may not be limited to, placing
Resident #7 on 07/01/12 with diagnosis which and malntaining catheter drainage
included Neurogenic Bladder. Review of the bags In privacy bags.
quarterly Minimum Data Set (MDS) assessment, Thls educational review wil be Qate
completed by 1/13/16,
dated 11/17/15, revealed the facility assessad Review of £ 247 .
Resident #7's cognition as severely Impalred with has been incarporated int c“"‘f lary
a Brief Interview of Mental Status (BIMS) score of the facilitles new hire ll
thres (3), which indicated the resident was not orientation program L l" b
Interviewable. Further review of the quarterly
MDS assessment, revealed tha resident had a
indwelling catheter.,
FORM CM3-2557(02-99) Previous Versions Obsolets Evant ID;: SHHQ1) Faclity (D 100399 if continuation shaat Page 4 of 24



From:FRANKLIN SIMPSON NURSING REHAB

2705866686

01/11/2016 20:29 #669 P.006/025

PRINTED: 12/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICA!Q SERVICES L]
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
185331 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER

414 ROBEY ST.
FRANKLIN, KY 42138

The facility must provide housekeeping and

(X4) D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECYION xa)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE couhgnon
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG cnnss-nsrsnsncso'ggc 'r;a’smnopmm OATE

W
F 241 Continued From page 4 F 241 The Director of Nursing and/or
and/or Assistant Director
Review of the November 2016 Physiclan Orders of nursing , Unit manager or
revealed an order for an elighteen (18) french wound care nurse
urinary calheler to bed sida drainaga with ten (10) will conduct an audit
mitliliter balioon and catheter care evary shiit. of resident’s with Foley tatheters
to validate that dignity Is being
Observations, on 12/08/18 at 10:00 AM and 11:20 :aln;aintehd by Ithe u:‘a r:; ::‘r;v::;,
AM, ravezled a urinary catheter drainages bag with o LG G ) -
yellowish-tinged uring, lying on the flgor, visible This audit will be conducted across
from the hallway. .:Icll 3 shifts, arldk\:lll tlze cor:‘duhcted
ays per week for 1 wee| , then
Interviews on 1211015 with Certified Nurse Alde e
(CNA) #2 at 11:45 AM, and with CNA #4 at 12:10 )
PM, ravealed all residents with a urinary drainage Any discrepancy noted during the
bag should have a dignity bag and i not, the audit will be corrected at that time
urinary drainage bag should not be facing the with the immediate provision of a
doorway for the public lo ses. dignity bag for the resident and
impromptu education for the staff
Interview with Licensed Practical Nurse (LPN) member as Indicated.
#3, on 12/10/15 at 2:05 PM, revealed she would The results of the audit whl be
expect all residents with an indwelling catheter to submitted monthly to the Quakity
have a dignity bag in place when in bed or up in 2 Assurance / Performance
wheelchalr to provide dignity, and the only ime a mprovement Committee for its
dignity bag may not be used would be if the reviaw and recommendations.
Memb
resident was In bed and the urinary dralnage bag / :eﬂa::ao:c?rm%t:t?mf:: ::::::wlll Oa)h,
was facing the wall not visible {o visitors, conslist of, at a minimum the ‘1
Administrator, Director of Nursing, Cm-f lﬂ\‘f—'
Interviaw with the Director of Nursing (DON), on Assistant Director of Nursing, |
12/111/15 at 1:15 PM, revealed she would expect Dietary Services Manager, / ] ’ o
all urinary drainage bags to be in a dignity bag lo s‘“"l"’lte""'l“e Directar,
promote dignity and If not in a dignity bag the A::i:it:erl;; :::u?”::;";' ,
urinary drainage bag should be facing the wall out Office Manager with the. -
of view of the public eye. Further interview Medical Director attending at
ravealed it was the facility policy urinary dralnage least Quarterly,
bags were In a dignity bags.
F 253 | 483.15(h}{(2) HOUSEKEEPING & F 253 F 253
s5=p| MAINTENANCE SERVICES It Is the practice of this facllity to

provide housekeeping and
malatenance services necessary to
maintain a sanitary, orderly, and
cornfortable interlor.

FORM CMS-2567(02.89) Pravious Versions Obsolate

Evenl ID: SHHOT
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From:FRANKLIN SIMPSON NURSING REHAB

DEPARTMENT OF HEALTH AND HUMAN SERVICES

ENTE

ETATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

FOR MEDICARE & MEDICAID SERVI

2705866686

01/11/2016 20:29 #6689 P.007/025

PRINTED: 12/22/2015

(X1) PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

185331

FORM APPROVED
MB N
(X2) MULTIPLE CONSTRUCTION
A, BUILDING
B, WiNG 12/11/2015

NAME OF PROVIDER OR SUPPLIER
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER

SYREET ADORESS, CITY, STATE, 2IP CODE
414 ROBEY 3T,
FRANKLIN, KY 42135

(4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (us)
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL {EACH CORRECTIVE ACTION SHOULD COMPLETION
TAG l{EGULATORY ORLSC IDENTIFYING INFORMATION) P?'EFGD( CROBS-REFEHEmNm w Apmopg?fm DATE
l )
FF 263 | Continued From page 5 F 263 I
maintenance services necessary to maintain a Tb:'":‘r';:',:‘:,", ;'Lf"’,',":;: 3:5
sanitary, orderly, and comforiable intarior. discarded and replaced with a
new urinal which was labeled
with the resident name and
This REQUIREMENT s not met as evidenced placed in a plastic bag.
by:
Based on observation, interview and facility The bath basin on the floor
policy review, it was delermined the facility falled ”’;"'" “"*zgg"""e d‘!"’""'d":e 5
to provide a sefe and sanitary environment - ’,‘;:’; wm]”:f‘ vt
relaled to bath basins, bad pans, and urinals not e
being labeled or storad appropriately in six (8) the resldent name and placed
rooms, in a piastic bag,
The findings include:
The {2) twa bath basins and the
Review of faciiity standard of practice, bed pan on the hath tub In the
"Lippincoll’s Textbook for Nursing Assistants-A d‘;“";?;" In foom 205 b with
Humanistic Approach to Careglving, 3rd Editian," o Tt S with
revealed residents' bath basins, bedpans, and the residents name and placed
other care equipment should be stored in fower In a plastic bag.
drawers or sheives of residents storage units,
Observations during the Initial Tour on 12/09/15 The specimen hat on the back
at 9:40 AM, revealed: of the commade in the bathroom
in Room 210 was discarded. ‘ ) t‘
1. Aurinal on the sink in the bathroom of Room
201 that was not labeled or bagged, L LI S L H .
faom 211 were discarded and eﬂmfl‘m'
Interview with Licensed Practical Nurse {LPN}, on replaced with new ltems which
12/09/45 at 9:55 AM, revealed urinals should be were labeled with the residents | I |'~| , b
labeled with name and room number and putina name and placed In plastic bags.
bag. The bath basln found on the floor
2. Abath basin on the floer under the bedside under the bed In Room 212 was
discarded and replaced with a
commode of Room 202 that was not labeled or new bath basin which was labeled
bagged with the residents name and
placed in a plastic bag.
3. Two (2) bath basins and a bed pan on the bath
tub in the bathroom In Room 205 not labeled and
FORM CM3-2587(02-09) Previous Versions Obsoisia Event ID; SHHQ11 Facilty 10; 100391 If continuation shest Page @ of 24



From:FRANKLIN SIMPSON NURSING REHAB 2705866686 01/11/2016 20:29 #669 P.008/025

PRINTED: 12/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEogg%%gg-%vS?
STATEMENT OF DEFICIENCIES XV) PROVIDER/SUPPLIER/CLIA TIPLE CONSTRUCTI
AND PLAN OF CORRECTION Ll IDENTIF!CATIDNPIEI':JEMBER' ﬁmm oN [ garemsg%:v
185331 8. WING
12/11/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
FRANKLIN-SIMPSON NURSING AND REHABILITATION el
ATION CENTER FRANKLIN, KY 42135
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION
PREFIX {EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX EACH GORRE e
| SRR | e | SERnnisih |ef
.
F 253 Continued From pa Facility nursing staff will provide
bagge d page 6 F 253 a safe and sanltary environment
' by labeling and storing bath
5 basins, bed pans, specimen
4. Aspecimen hat on the back of the commode hats and urinals appropriately.
g'l lhgeegamroom in Room 210 not labsled or All Roams were Inspectad by the
agged. Director of Nursing
and/or Assistant Director
§. Two (2) bed pans on the fioor by the commode of nursing, Unit manager or
in Room 211 not Iabeled or bagged. eond care nurse on 12 /10/15
e
bed pans, basins, or urinals
g-n :':az‘{‘zb:::?a%r;g:gfggggggr the bed in not labeled or stared appropriately.
.
Inlerviews on 1211/15 with Certifled Nursa Alde e pirectar of Nursing
(CNA) #3 at 1:15 PM and CNA#S at 1:22 PM, o or Assistant Dlrector
revealed bath basins, bed pans, and urinals wound :agr:e nurse"“mmwr
ghould be labeled with name and room number will conduct an
§1nd t:;!:ut Itt1 a plasiic bag on each resldent's side of educational review of F 253 1o
e closet, all nursing staff as it
relates to safe and sanitary
Interview with LPN #2, on 12/09/15 at 10:07 AM, o ponment to include, but may
revealed a specimen hat should not be in the ot be imited to: dating; labeling
bathroom and the bath basins should be labeled, :::,',,s:;:,':gpr:;:f,:t Feraonal
. ducational review \:vlll be
Interviews on 12711115 with Regisiered Nurse : I
(RN) #2 at 1:25 PM and RN #1 at 1:40 PM, Revewof £ 203 5
revealed bath basins, bed pans, and urinzls has been Incorporated into
should be labeled with the resident's name and the facilltles new hire st
room number and stored In a plastic bag, orlentation program Covol. ’1
Interview on 12/09/15 at 10:18 AM and 10:37 AM v |
with Assistant Director of Nursing revealed , M! {2
urinals, bath basins and bedpans need to be The Director of Nursing
labeled with residents name on It and putin a and/or nursing management
bag. tezrln n';ember will conduct an
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F280| orensandom resident's
personal equipment {wash basi
sS=D| PARTICIPATE PLANNING CARE-REVISE CP i, e an and spacimen hats)
a
The resldent has the right, unless adjudged an:astﬂraet: :l‘:a::r::::ra::l!v!abe'ed
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DEPARTMENT OF HEALTH AND HUMAN SERVICES kel
BNO.

CENTERS FOR MEDICARE & MEDICAID SERVIC

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
185331 B. WING 1211112015
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, SVATE, ZIF CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER Cladas Lt
FRANKLIN, KY 42135
xaD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
This audit will be conducted
F 280 Continued From page 7 F 280 across all 3 shifts, and will be
Incompelant or otherwise found to be conducted 5 days per week for
Incapacitated under the laws of the Stats, to t‘"ee"' “‘:[“ ‘f"“z""’ ’°';: weeks,
pariicipate In planning care and treatment or then monthly for 2 months.
changas in cara and treatmen. Any discrepancy nated during
the audit wil! be corrected at
Acomprehensive care plan must be developed that time with the immeciate
within 7 days after the completion of the replacement as indlcated and/or
comprehensive assessment; prepared by an labefing /dating of the equipment
interdisciplinary team, that Includes the attending as well as impromptu education
physician, a ragistered nurse with responsibility for the staff member 25 Indicated.
for the rasident, and other appropriate staff In
disciplines as determined by the resident's neeads, The results of the audit will be
and, to the extent practicable, the participalion of submitted monthiy to the

Quality Assurance / Performance
o Sl fam![y e residents Improvernent Committee for its

legal e L periadically reviewad review and recommendations.

and revised by a leam of quallﬁacl persons after Members of the Quallty Assurance
e&ch assessment. / Performance Improvement team will
conslist of, at a minimum the
Administrator, Director of Nursing,

Asslstant Director of Nursing,
Dletary Services Manager,
malntenance Director,
Social services Director,
This REQUIREMENT is not met as evidenced A:l:,r;emrem,' e
- ffice M ith th
Based on observation, interview, record review &e;leml ;?:esc:;:vatteudelng at
and fzcility policy review It was determined the feast Quarterly.
facilily falled to revise the care plan for one (1 of Mﬂi
sixteen (16) sampled residents (Resident #7). f
The facillty falled to include an intervention on &WW
Resldent #7°s care plan to ensure a leg strap wes
in place to anchor the urinary catheter, F 2580 | I
It Is the practice of this facility to l"’ l ll
Review of facliity policy entitied, “Care Planning- develop a comprehensive care plan
Interdisciplinary Team”, undated, revealed L L
assessments of the residents were ongoing and and perlodically review and revise
cara plans were revised as Information about the the care plan after each assessment.

resident and the resident's condilion changes.

Review of facliity policy titled, "Urinary Catheter
FORM CMS-2567(02-43) Provious Verslans Obsolate Event ID:SHHO1) Facliity ID: 100391 If continuation sheet Page 8 of 24
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR'I’ORM:ALPRO\ng

MB NO. 0938-0

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: AT COMPLETED
185331 B. wiNa 12/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER bt L
FRANKLIN, KY 42135
) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Y] CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
I.
F 280 Continued From paga 8 F 280 The Foley catheter tubing for
Care", last revised 10/2010, revealed the facliity Resident # 7 was secured with
staff was responsible {o ensure the catheter a leg strap, The care plan for
remained secured with a leg strap to reduce Resident # 7 was updated with

an intervention ta include use of

frictlon and movement at the insertion site and to an anchoring device for catheters.

ensure the calheter tubing and drainage bag

were kept off the floor. o
The Director of Nurses complled
Record review revaaled the facility admiited a list of residents with Foley
Resident #7 on 07/01/12 with diagnosis which catheters and canducted an
included Neurogenic Bladder, Review of the audit of those residents 1o
quarterly Minimum Data Sat (MDS} assessment, validate that the anchoring device were in
dated 11/17/15, revealed the facility assessed fe';:i:’[“fe";?::g ";e';'“c':;:‘:i reviewed to
Resident #7's cognition as severely Impalred with
a Brief Interview of Mental Status (BIM's) score of Ta,:: 2:::":,::: ',f:;e been moved
thres (3), which indicated the resldent was not ta the nursing units to aliow
Interviewabla. Further review of the quarterly nurses to have immediate access
MDS, ravealed the residant had an indwelling to care plans for review 2nd
catheter. revislan as indicated.
Foley catheter anchoring devices
Observation, an 12/10/15 at 11:30 AM during Wil be utlized to secure the Fotey

ta help prevent distodgment,
If a resident refuses use of an
ancharing device, the refusal will

observation of calheter care, revealed Resident
#7's catheler tubing was not secured with a leg

strap. be care planned.

Review of the Comprehensive Care Plan for Risk

for Complications related to Foley Catheter use i,
due o Neurogenic Bladder, dated 08/18/15, The Director of Nursing
revealed lo keep urinary drainage tubing free and/or Assistant Director

of nursing , Unit manager or

from kinks, howaver, there was no intervention to S e st

address securing tubing with a leg anchor per

facllity policy. Mﬁ
&W‘wm
Interview with Licensed Praclical Nurss {LPN) #3, |

on 12/10/15 at 2:05 PM, revealed care plans were /tl-{ I M
not accessible to the nurses on the floor, and are
kept in the Direclor of Nursing's (DON) office or
ihe Assistant Director of Nursing's (ADON) offics,
therefore, thera was no way for the floor nurses to
update the care plans. Further interview

FORM CMS-2567(02-89) Pravious Varslons Obsolsta Event tD: SHHQ13 Faclity 1D: 100391 If coninuation sheal Page 9 of 24
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 12/22/2015
CENTERS FOR MEDICARE & MEDICAID SERVICES MBI Soan D
BTATEMENT OF DEFICIENCIES X1) PROVID
ANOPLANGF CORRECTION | IDENTIFATON NUReRr | (A MULTIRLE consTRCrION O CoupLeTeD |
185331 B. WING
12H1/20
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE R0
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER 414 ROBEY ST.
FRANKLIN, Ky 421358
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ALTION Soagiie o
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CRQBS-REFEREggFE.g eT?wc TYPiEAPPR%lPPﬂTAETE e
It cond
F 280 Continued From page 9 F 280 :i. 'ez‘:::a:?nat review of
revealed, she would expect the leg strap to be F 280 to all nursing staff
care planned because it was an important part of as it relates to ancharing Faley
the resldents care and should havae been on the z:::e,:;rn?::r:n:;ﬁ?&e of
nurse aide care plan as wall
g an anchoring device ,
intalning th I
Interview with LPN #4, on 12111115 at 8:15 AM, e desk fo lcansed nurse
revealed care plan books were kept In the nursing access and review/revislon
adminisiration's office and when the care plan as indicated and documentation
needed to be updated or changed the nursing of resident refusals to use an
administration (DON, ADON, or Minimum Daile ancharing device.
Sel (MDS) Assessmant nurse) was responsible, This educationa m‘ew: "
Further nterview revealed, the nurse aide plan of :e;:mfe ?E'ﬁ?,’ e
car: sl:rould have reflected the use of a leg strap h:s been Incorporated into
as well. the facilities new hire
orlentation program
Interview with Registered Nurse (RN) #1 on
12/11/16 at B:15 AM, revealed whenever a v
resldent has a indwelling catheter, there should Th:,m'm" of Nursing
always be some type of anchor to secure the o rariine iant Dicector
tublng from causing friction or trauma 1o the wound c:r; nzrsrenanager or
resident, and some how it was missed being pui will conduct an audit of
on the comprehensive care ptan and nurse alde residents’ with Foley catheters to (1)
care plan. She stated an updale or revision to validate that the catheter tubing
the care plan can be at any time the nurses or has an anchoring device, as resident
administrative staff deem It necessary, but at altows and (2) the device Is care
least quarierly. Further interview ravealed, she planned as an Intervention,
was hlred at the end of November 2015 and was
not 2part of the review of Resident #7's care plan, I:r'::su:ritawl:: e
bu:’ c?ultd \iaertir):’ Ih?hro should have been an conducted ; t’!fat\s:sapnedr \:fgle?:efor
update to include the leg sirap, 1 week, then weekly for 3 weeks
then monthiy for 2 hs. '
Interview with the Director of Nursing (DON), on e
12/11/15 at 1:15 PM, revealed she expected any Any discrapancy noted during the Qo 'ﬂ
and all nurses to update and revise resident care dudit will be corrected at that time biaser
pl ans as the need a rises, and all llcens ed stafl with the Immediate provision of
have access the resldent cara plans. Howevar, :1? Prcharng devices, updite to \ I ’
she staled the facility was In a transltion period edi:::,:'?;::: ":";f“’"‘"‘“ 116
with a brand new MDS nurse and things are asindicated. el member
going (o get better with our care plans. Further

FORM CMS-2557(02-09) Pravious Vorsions Obsolete Evenl ID: SHHQ11 Fecllity 13: 100391 I confinuatlon sheel Page 10 of 24
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIC OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185331 8. WING 12/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2)° CODE
414 ROBEY ST.
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER FRANKLIN, KY 42135
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION {x3)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
The results of the audit will b
F 280 Continued From page 10 F 280 submitted monthly to the Queallty
Interview revaaled, she would not expect tha leg Assurance / Performance
slrap to be care planned as it Is a nursing Improvement Committee for its
standard of practice and all nursing staff should "-“"e‘;’ and recommendations,
be aware that all residents with a indwelling ;";:r‘, ors of the Qualley Assurance
catheler should have a leg strap, Improvemant team will
F 281 | 483.20(k){3)(1) SERVICES PROVIDED MEET F 281 consist of, at a minimum the
88=D{ PROFESSIONAL STANDARDS Administrator, Olrector of Nursing,

The services provided or arranged by the facility
must meel professlonal standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, intarview, record review
and revlew of "Lippincott's Textbaok for Nursing
Assistants, Third edition”, it was determined the
facllity failed {o ensure services provided met
professional standards for one (1) of sixteen (16)
sampled residants (Resident #7). Staff failed to
secure a leg sirap for a catheter.

The findings include:

Review of the factlity's Professional Standards of
Praclice, titled "Lippincott's Textbook for Nursing
Assistants, Third edition®, revealed catheler
tubing Is secured loosely to the person's body {o
prevent tension on the tubing and catheter, which
could cause discomfort. Securing the lubing also
prevents the catheler from accidenty being pulled
out of the body during repositioning

Record reviaw revealad the facility admilted
Resident #7 on 07/01/12 with diagnosis which
included Neurogenic Bladder. Review of the
quarterly Minimum Data Set (MDS) assessment,
dated 11/17/15, reveated the facillty assessed

Asslstant Directar of Nursing,
Dietary Services Manager,
maintenance Director,

Sacial services Director,
Activity Director, and Business

Office Manager with the
Medical Director attending at
least Quarterly.

F281

It Is the practice of this facillty
that the services provided or
arranged by the faclity mest
professional standards of quality,

L
The Foley cathetar tubing for
Resident # 7 was securag
with a leg strap. The care plan
for Resident # 7 was updated
with an interventlon to Include yse
of an anchoring device,

i
Wi
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DEPARTMENT OF HEALTH AND HUMAN SERVICES A=l
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED

185331 8. WING 121112018
NAME OF PROVIOER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
414 ROBEY ST.
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER FRANKLIN, KY 42135
(X4) 1D BUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULOD BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG cﬁoss-REFEREDNEBFegI TO THE APPROPRIATE DATE
F 281| Continued From page 11 F 281
Resident #7's cognition as severely impaired with It
a Brief Inlerview of Mental Status (BIMS) score of The Director of Nurses complled
three (3), which indicated the resident was not a list of resldents with Foley
Interviewable, Further review of the quarterly ‘:::;‘::’t:“d “’e“fd"“f:"" y
MDS assessment, revealed the resident had an that anchoring devices war by "
indwelling catheter, place and the care plans were
reviewed to reflact use of a Foley
Review of the November 2015 Physician's Ordar, anchering device the care plans
ravealed an arder for an eighteen (18) french have been moved to the nursing
urinary catheter to bed side drainaga with ten (10) units to allaw nurses ta have
miliiliter balloon and catheter care every shift. Immediate access to care
plans for review and revision
Observation on 12/10/15 at 11:30 AM, while s Indleated, Foley catheter
observing catheter care, revealed Residant #7's o ::::,';“t::";f,f:;ﬂ' e
catheler tubing was not secured with a leg strap, distodgment. If a resident refuses
use of an anchorlng device, the
Inlerviews on 12/10/15 with Certified Nurse Aide refusal will be care planned.
{CNA) #2 at 11:45 AM and with CNA #4 at 12:20
PM, revealed all catheter tubing should be .
secured with leg strap to pravent friction and The o sokor of Nursing
tension. Further interview, revealed all nurse ofnu.:;I:”isLtJ:li‘tt nanage
alde’s know that a leg strap should be in place for wound cagr; nurs?a"aseror
comfart and {o prevent the tubing from possibly will conduct an educational reviaw
being pulled out. of F 281 for all nursing staff as It
relates to ;
Interview with Licensed Practical Nurse {LPN)#3, ~anchoring Foley catheter tubing
on 12110115 at 2:05 PM, revealed she would *updating care plans to refiect the use
expect all resldents that have a indwelling Dfanancharing device
calheler to have the tubing secured wilh a leg d'::,z';?"l‘i'“s the care plans at the Dd’h— /‘
strap of some type to prevent friction and tension raviewrevten oy e "ocess and .
as It is a nursing and nurse aide standard of Indicated and Wﬁ.&w
practice to provide a leg anchar, *dacumentation of resident refusals to | l l
use an anchoring device,
Interview with the Director of Nursing (DON}, on This educational review will be completed " [L
12/11/15 2t 1:15 PM, revealed the use of a leg 8y 1/11/1s,
strap with an Indwelting catheter is a standard of :e"'e“’ ofF 281
nursing practice. She staled she would expect all the ;i‘i’,’i‘t"““’ porated into
nursing staif licensed or non-licensed to know urlentatlu:s ::v:: m
that all residents with a indwelling catheter should program.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185331 B. WING 121172015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP COOE
FRAN | ON NURSING AND REHABILITATION CENTER 414 ROBEVIST.
Ll — FRANKLIN, KY 42135
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION (%8}
%?FE (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG cnoss-nemaougrg&m THE APPROPRIATE OATE
The Director of Nursi
F 281 Continued From page 12 F 281 and/or Asstl’stant Dlrrser:or
have a leg strap or some type of anchor device to of nursing, Unit manager or
secure the tubing. wound care nurse
will conductan
; ::g ;%aé%%cgENBOLgSE';gTER' PREVENT UT|, F318 audit of residents’ with Foley

catheters to valldate that the
catheter tublng has an anchoring

Based on the resident’s comprahensive device, as resident allows and

assessmenl, the facllity must ensure that a the device Is care planned as
resident who enters the facility without an an Intervention,

Indwelling catheter is not catheterized unless the

resident’s clinical condition demonstratas that This audit will be conducted
catheterization was necessary; and a resident across alt 3 shifts, and will be
who Is Incontinent of bladder recelves appropriate conducted S days per week for

1 week, then weekly for 3

treatment and services to prevent urinary tract weeks, then monthly for 2 months,

Infections and to restore as much normal bladder
funcifon as possible. Any discrepancy noted durlng
the audit will be correctad at
that time with the immadiate
provision of an anchoring devices,

This REQUIREMENT [s not met as evidenced update to the care plan and

by: impromptu education for the
Based on observation, interview, record raview staff member a5 indicated.

and review of the facility policy and procedures, It

was delermined the facility failed to ensure a The results of the audt will be

resident, wilh a catheter, receives the appropriate submitted manthiy to the Quality

Assurance / Performance
Improvement Committee for its
review and recommendatlons.

care and services to prevent infections to the
extent possible for two (2) of sixtean (18)

sampled residenls (Resldent #7 and Resldent Members of the Quality Assurance

#2). Staff fallad o secure a leg strap for a / Performance Improvement team

indwelling catheter for Resident #7 and failed to will consist of, at a minimum the 0@7&.1’1

keep the indwelling catheter tubing off the floor Adminlstrator, Director of Nursing, /S

for Resident #7 and Resident #2. Assistant Director of Nursing,
Dietary Services Manager, l / ’
maintenance Director,

The findings include: Sacial services Dlrect?:r. {le
Activity Director, and Busl

Review of facility policy, entitled *Urinary Catheler Ofﬁc::nanaser with thes e

Care", [ast revised 10/2040, revealed staff should Medical Director attending at

ensure the catheter remains secured with a leg least Quarterly.

strap to reduce frictlon and movement at the

FORM CMS-2587(02-88) Pravious Vrsions Obsolete Evant ID;:SHHQYY Fecility ID: 100381 If continuation sheat Page 13 of 24
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 12/22/2018

CENTERS FOR MEDICARE & MEDICAID SERVICES A
fﬁ‘s’ﬁm"&"é gemleucuss {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION On:x:s)’:usos?;vev :
ARECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185331 B, WING
1211112015
NAME OF PROVIDER OR SUPPLIER STREETADDREES, CITY, 8TATE, ZIP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION C #1$RIBEY ST
— FRANKLIN, KY 42135
X4) ID SUMMARY STATEMENT OF DEFIC
PREFIX | (EAH DEFICIENGY MUST BE PHOCRBEN GE FULL PREFIX (EACH CORRECTVE ACTION Stiorape | condd
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
F315
F 3156 Conlinued From page 13 F315|  itis the practice of this facility
insertion sile and be sure tha catheter tubing and to ensura that a resident,
drainage bag are kep! off the floor. e s
the appropriate care and
Record review revealed the facility admitted services to prevent infectlons
Resident #7 on 07/01/12 with diagnasis which 10 the extent possile
included Neurogenic bladder. Review of the The Foley catheter tubing for
quarterly Minimum Data Set {MDS) assessment, Resident # 7 was secured with
dated 11/17/15, revealed the facllity assessed a lag strap. The care plan for
Resident #7's cognition as severely impaired with Resident # 7 was updated with
a Brief Interviaw of Mental Status (BIMS) score of an Interventlon to Include use
thras (3), which indicated tha resident was nol of an anchoring device.
intervlewable. Further review of the quarterly The Indwelling catheser tubin
m::s assessment, revealed the resident had an for residents # 7 and # 2 was
welling catheter, removed from the floor.
Review of the Comprehensive Care Plan for Risk -
for Complications related to Urinary Catheter due The Olrectar of Nursing comiplied
to Neuragenic Bladder, daled 08/18/15, revealed a list of residents with Foley
to keep urinary dralnage tubing free from kinks; catheters and mdmﬂi;n\a::"t
however, the care pfan did nol address the use of :,L',',’:,’.f.;i’lﬂi'l‘:ﬂ: |in :I:ca,athe
a leg anchor or lo keep the tubing off the floar. care plans were reviewed to
reflect use of a Foley ancharing
Review of the November 2015 Physicians Ordars device and the catheter tubing was
revealed an order for an elghteen (18) franch not touching the floor.
urinary catheter to bed side drainage with ten (10)
millilitar balioan and catheter care every shift, Foley catheter ancharing devices
will be utllized to secure the Foley
Observalions, on 12/0915 at 10:00 AM and 11:20 10 help prevent disiadgment. 1f a
AM, revealed Resident #7's indwelling urinary i
catheter drainage bag and tubing with devite, the refusal will be care planned.
YEH owlsh-tin ged urine, ware Iaying on the floor Faley catheter tubing wilt be positioned M
visible from the haliway, offthe floor- ah"f f
Observation, on 12/10/15 at 11:30 AM, while II i ' e
observing catheter care provided by CNA #2,
revealed Resident #7's catheter tubing was not
secured with a leg strap.
2. Record review revealed Resident #2 was
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admittad to the facility on 07/24/13 with diagnoses
which Included Vascular Dementia with
Depression, Senile Demeniia, and Hemiplegla.
Review of the Quarterly MDS assessment, dated
10/12/15, revealed the faclity assessed Residant
#2's cognitlon as severely impalred with a BIMS
score of five (5).

Observation, on 12/09/15 at 9:50 AM and 2:07
PM and on 12/10/15 at 2:00 PM, revealed
Resldent #2's catheler tubing was on the floor.

Inlerviews, on 12/10/15 with Certified Nurse Alde
(CNA) #2 at 11:45 AM and with CNA #4 at 12:20
PM, revealad ali catheter tubing should be
secured with a leg strap to pravent frigtion and
tension and urlnary drainage tubing should be up
off the floor to prevent the potential of infection.

Interviews on 12/11/15 with CNA#3 at 1:15 PM
and with CNA #5 at 1:22 PM revealed urinary
catheler tubing should not be on the floor
because It could cause infection.

Interviaw with Licensed Practical Nurse (LPN) #3,
on 12/101§ at 2:05 PM, revealed she would
expect all residents with a Indwelling catheter to
be provided a {ag strap to prevent tension or
possible trauma, and thera is a potential of
spreading infection when the tubing Is on the
floor, therefora keeping the tubing and the
drainage bag off the floor is very important.

Interviews on 12/11/15 with Reglstered Nurse
(RN} #1 at 1:40 PM and with RN #2 at 1:25 PM,
revealed urinary catheter tubing should not come
into contact with the floor because It could cause
infection. In addition, RN #2 stated the catheter

tubing should be sirapped to the resident's leg.

and/or Assistant Directar
of aursing , Unit manager or
wound care nurse
will conduct an
educational review of F315 for
all nursing staff as It refates to
anchoring Foley catheter
tubing and maintaining catheter
tubling off the floor,
This educational review will be
completed by 1/11/16,
Review of F 315
has been Incorporated intp
the facillties new hire
aorientation program,

v

The Diractor of Nursing
and/ar Assistant Director

of nursing , Unit manager or
wound care nurse

will conduct an

audit of resldents’ with Folay
catheters to validate that

the catheter tubing has an
anchoring device, as resident
allows that the device Is care
planned as an Intervention
and the catheter tublng is

off the floor,

This audit wili be conducted
across alt 3 shifts, and will

be conducted 5 days per waek
for 1 week, then weekly for

3 weeks, then monthly for 2 months,

Any discrepancy noted during
the audit will be corrected

at that time with the immediate
pravision of an anchoring davices,

update 1o the care plan,
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prevent accldents.

residents that wandered.

The facllity must ansure thal tha resident
enviranment remains as free of accldent hazards
as Is possible; and each resident receives
adequate supervision and assistance devices lo

This REQUIREMENT is not met as evidenced
b

Based on abservation, interview, record review
and review of the facility poticy, it was determined
the facillty falled to ensure the environment was
as free from accident hazards as possible.
Observations revealed an unlocked medication
cart, medication on a resident’s bedside table and
bleach stared under the bedside commode. In
addition, the Soiled Utllity Rooms wera unlocked.

Review of a list of wandering residents provided
by the facllity revealed there were twelve (12)
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ositioning of the catheter tubing
F 316 | Continued From page 16 F 36 r::d imprompty education for the
staff member as ingdlcated.
Interview with the Director of Nursing (DON), on
1211116 at 1:16 PM, revealed the use of a leg The results of the audit will
strap with an indwelling catheter Is a standard of be submitted monthly to the
nursing practice and she expected all nursing Quality Assurance / Perfor'f":'?te
staff licensed or non-licensed to know that all ""J'I"""e"‘:“‘c:;"n'::;‘::m;s“
resldents with an Indwelling catheter should have tembers of the '
embers of the Quality
a leg strap or some type of anchor device to Assurance / Performance
secura the tubing without it being on the care Improvement team will consist of,
plan. She also stated it would be a Infection at a minimum the
control issue if the catheter tubing and dralnage Administrator, Director of Nursing,
bag was on the floor. Assistant Director of Nursing,
F 323 | 483.25(h) FREE OF ACCIDENT F 323 Dietary Services Manager,
ss=E | HAZARDS/SUPERVISION/DEVICES malntenance Director,

Social seevices Director,
Activity Director, and Businass
Office Manager with the
Medical Director attending at
least Quarterly.

F323
It is the practice of this facility
that the resident environment
remain as free of accldent hazards
as Is possible; and each resident
recelves adequate supervision and
assistance device to prevent accidents.

. ot
The seifed utility room daors were whﬂﬂ

locked and education was initiated
by the director of nurses 'l"“hb

and/or Assistant Director

af nursing, Unit manager or

wound care nurse

prior to survey exit on locking the
utility room doars and the cade to

the raoms. The maintenance director
placed a new lock on the 200 wing
solled utllity room door.
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LPN # 6 immediately locked the
F 323| Continued From page 16 F 323 madication cart. LAN # 6 was
provided with 1:1 educational
s review by the Director of Nursing on
The findings include: 12/9/15 for locking the madication
rt f the Medicatio

1. Interview with the Administrator, on 1211/46 at e Sy

3:50 PM, revealed there was no facliity pelicy that

addressad the locking of Solled Ulility Rooms;

however, she expected the staff to have the The tubes of Calazime Skin Protectant

rooms locked at all times, was removed from resident room 115-A,

:‘usncu:nt# 11 had purchased the
ea

Observations during an environmental tour of the i ",:h,:'c'"‘,f"f ona brought i

facliity, with the Maintenance Director and the educated an 12/9/?;: ":,:' P

Housekeeping Supervisor, on 12/111/15 at 10;25 Director of Nursing ,ega‘,(diﬂe Asslstant

AM, revealed the Solled Ulllity Rooms on the 100 bleach or other chemicats pepr "8

Ist
and 200 Wings were unlocked and both rooms <3t In his room,

contained hazardous waste materials and soiled

. I,
linens. In addition, the doors wera equipped with Facility staff will keep the doors to the
a push hutton code lock and the staff were not
aware of the combination. soiled wtility room closed and locked.

Doors which would expose residents to
hazardous waste materials will be kept

Interview with Certified Nursa Aide (CNA) #3, on focked. Locks on doors will be

12’11 I15 at 3:40 PM. I'Bvealﬂd thB SOHBd Uuluy maintained in snnd work]ns order.

Room doors had been unlocked at least @ week The maintenance director conducted

and stated she had only been working at the an audit of doors with locks te validate

facillty for one (1) week and was not aware of the that there were no other locks in the

code to unlock the doors. facility that were In need of Immediate
attentlon or replacement,

Interview with CNA #8, on 12/11/15 at 1:55 PM,
revesled lhe door had not bean locked before

today and she had worked at the facility for ona Ucensed staff will keep the
{1) month and was not aware of the code. medication and treatment carts

locked when not In direct viev;‘ Mﬂ
Interview with CNA# 7, on 12/11/15 at 2:00 PM, of the licensed nurse. The DO
revealed she had been employed since August Va'idated::;;‘:;‘::ﬁz:ﬁ:;‘::’e G"f("‘"“’
2015 and had just recelved the code for the door estmant carts uniocked ! ll‘fl
and stated It had not been locked. and unattended. A

Intesview with Licensed Practical Nurse (LPN) #3,
on 121115 at 10:35 AM, revealed the door an
the 200 Wing, had a nen-functioning lock “for
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d
F 323 Continued From page 17 Fa2a| o e demly any other
sometime” and she had “lold someone about resldents with medication at the
this,” but was unsure who and statad she did not bedside without 3 physiclan arder.
fill out a Maintenance Requisition Form to notify The audit identified no
the Malntenance Direclor there was a problem. ather residents with medicatlons
at bedside without a physiclan order.
Interview with the Maintenance Director, on
1211115 at 10:25 AM, revealed he was not aware ‘:';:::g:,: :f,s,':::;;: i thare were
the doors were not locked or that the 200 Wing any other residents with chemicals,
Soiled Litifity Room Door had a malfunctioned. to Include bleach, at the bedside,
Ha staled he had not recelved a work order for The audit [dentified no other residents
this. with chemiicals at the bedside.
Interview with the Administrator, on 12/14/15 at i;fj'::“;;;;&‘l";lﬁ:g: U
3:50 PM, revealed ehe was not aware the doors included a review of the regulation
were not belng locked and stated they would be as It relates to having chemicals
locked “from now on.” such as bleach locked up.

2. Review of the facility’s policy tiled, "Medication .

Administration General Guidelines", dated 12/12, The Director of Nursing and/or
revealed medication carls should be kept closed Agsistant Director

and locked when out of site of the medication of pursing , Unit manager or
nurse. The cart must be clearly visible to the wound care nursa

persanne! administering medicine medications will conduct an educatlonal review

for licensed staff of;

when unlocked. s« Malntaining the medication

Observation, on 12110/15 at 10:15 AM, ravealed a a,::;:::::;i::::,:,:ndt::f ‘ OMJ'{:. Z
Medicatlon Cart left unatiended and unlocked at observation of the nurse.
the nursing station accessible to residents. The »  Keeplng ordered treatments
contents In the cart included crushable and/or medications in the [ll'-{l A
gastrastomy tube medications used for crushing. medicatian or treatment '
There were no staff observed within the sile of
the madication cart at the ime of the observalion, cart untess there is an order
which reads ‘may keep at bedside’
Interview with LPN #8, on 12/09/15 at 10:20 AM, In which case the medicatlon
revealed she was responsible for the unloched will be maintained securely
medicalion cart and sha was not in site of the in the resident drawer.

carl. She stated the medication cart not being
locked could result in a resident having access to
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The Director of Nursing
F 323| Contlnued From page 18 F 323 and/or Assistant Director
the medicatlons. of nursing , Unit manager or

wound care nurse will
conduct an educational review

Interview with the Assistart Director of Nursing tor faclllty staff an:

(ADON), on 12/08/115 at 10:30 AM, reveaied she +  Keeping chemicals locked
exmcmd the madicalion cart to be locked when up and monitaring resident
the nurse was not in attendance or within site of raoms for chemicals; remeving
tha cart. She stated an unlocked medication cart chemicals which may be found
enabled resident, staff or visitors to have access and notification te the facillty
lo the medication and this could cause injury. DON and/or Nursing Home

Administrator of chemicals
Interview with the Director of Nursing (DON), on ‘ found at bedside.

Filling out work orders for
needed repairs

12/10/15 at 2:58 PM, revealed she expected all *
medication carts lo be locked at all imes when
out of site of the medication staff. She stated the

e caton art not being locked enabied The facility administrater will
residants, siaff or visitors to have access to the provide residents and/or thelr
medications. respective Responsible party
education regarding regulation
Interview with the Administrator, on 12/10/15 at F 323 and the requirement to have

chemicals secure and out of the
reach of residents by 1/11/15.
Review of F323

3:01 PM, revesled she expected all medication
cerls to remaln locked at all times whean out of

site of the medication staff. She stated the has been Incorporated into

medicatlon cart not being locked anabled the facilities new hire

residents, staff or visitors to have accass to the orlentation program.

medicatlons in the cart.

3. Review of the facility's policy titled,

"Self-Adminisiration of Drugs®, last revised 12/11, v M

revealed self-administered medications must be The Directar of Nursing "“
. and/or Assistant Director .

stored in a safe and secure placs, which is not of nursing , Unit manager or have

accessible by other residents. If safe storage Is wound care nurse

not pogsible in the resldent’s room, the will conduct an [ ’ l

medications will be stored on a central medication audit of residents’ rooms and e

cart or in the meadication rcom. Nursing will common areas to validate that

transfer the medication to the resident when the there are no chemicals available

resident requests them, to residents.

QObservation during the initial tour on 12/09/15 at
10:08 AM and a second observatlon at 2:25 PM,
ravealed two lubes of Calazime Skin Proteciant
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F 323| Contihued From page 19 F 323 Tllllis at;:ilt wlil be conducted across
Paste with Zinc Oxide on the bedside table of S G L L
resident room #115-A. The tubes contalned no ekl Tor 3 weele, then monthiy
pharmacy label, for2months.
Interview with CNA #1, on 1211115 at 2:50 PM, Any discrepancy noted during the
revealed medicated creams should not be kept audit will be corrected at that time,
on a bedside tabte and if kept in the resident's
rooms, creams should ba stored in drawers.
CNA #1 staled some creams are also kept on the The Cirector of Nursing
treatment cart. and/ar Assistant Director
of nursing,, Unit manager or
Interview with LPN #1, on 12/11/15 at 2:41 PM, wound care nurse
revealed if a resident's dossn't have an order to wilt conduct an audit of medication
keep medicated creams at the badside, they ara carts to ensure they are locked.
to be kept on a locked treaiment cart. LPN #1
further ravealed if the resident had an order lo This willk
keap a medicaled cream at the bedside {t should Medication z:';"a:'::‘l‘l‘l’" of 3l
be stored in the resident's drawer because with be conducted across
wandering resldenis it could possibly be harmiul If all 3 shifts, conducted
Ingested. 5 days per week for 2 week, then
weekly for 3 weeks, then monthly
Interview with the DON, on 12/11/15 at 9:51 AM, for 2 months,
revealed some creams may be lefi at the bedside
per physician's order, but that they should be
stored in the resldent's drawer.
4. Review of facllity documentation provided on Od’t 44
12/10/15 by Administraotr revealed the facility The raintenanca director of .
does not have a policy specific to having bleach Mrsintenance assistant wil Conplesee
In residents’ rooms. Do random audils on all doars (
Across all three shifts for S days ‘q‘ ( b
Review of Clorax, Regular Bleach Safety Data Then weekly for 3 weeks, then
Sheet from The Clorox Company website, last Monthly for 2 months.
revised 06/12/15, revealed the chemical is
classifled as hazardous and can cause skin Ay dtscregancy noted dutie (39
corrosionfirritation, and serlous eye damage/eye LT Gt it it
Irritation. The Safety Data Sheet revealed
responses {o internal Intake was to immediately
call a poison center or doctor, if swallowed; rinse
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F 323} Continued From page 20 Fa23 The results of the audit will be
mouth; and 1o not induce vomiling. Further :;’:‘T;::: ,":,‘;'r'fm"’“’ WL
raview revesled If on skin or hair to take off all Improvement Cammittee for s
contaminated clothing immediately, rinsa skin reviaw and recommendations,
with water and wash contaminated clething Members of the Quality Assurance
before reuse, If inhaled to remove person to / Performance Impravement team wil
frash air and keap comnforiable for breathing, and consist of, at a minimurm the
if in eyes to rinse cautiously with water for several Adrministrator, Director of Nursing,
minutes. Fusther reviaw of the Safety Data Shest Asslstant Director of Nursing,
revealed to store chemical locked up. ?:‘izz:::c':;‘i:;';’r"’"
Social services Dlrecto;
Observalion on 12/69/15 at 9:43 AM revealed a Activlty Director, and Bus|
bottiz of bleach beneath a bedside commode in OffI:e“l’Vla;::e::'r\'ualrh thl;s e
Resident#11's room. Medical Director attending at
least Quarterly.
Interview with LPN #2, on 12/08/15 at 8:45 AM,
revealed the container of bleach under Resident
#11's bedside commode was not supposed to be
in the room.
Interview with Registered Nursa (RN) #1, on
121115 at 1:40 PM, revealed bleach should
never be in a resldent’s room and a resident
should never have access lo it. She siated a
confused resldant {not cognitively intact and/or
hes poer safety awareness) may wander into the
room and try to drink It or get it on them. F 441
It is the practice of this facllity to
interview with the DON, on 12/10/15 at 3:17 PM, malatain an infection centrol oo:baﬁ
the fagility had resident's who wandered and S e and Oong
there should not be bleach in a resident's room. fmsm,ss,m of,nf:m,,n‘
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 l) Hl | b
sS=D| SPREAD, LINENS L
The solled washcloths were
The facility must establish and maintain an ’;h""’"“ ta the solted linen bin,
Infection Conlrol Pragram designed to provide a ey ':::ﬁz::b" was cleaned
safe, sanitary and comfortable anvironment and . Sl
io help prevent the development and transmission €N A # 2 was provided with 3
of disease and infaction, 1:1 educational review by the
Asslstant Director of Nursing
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{e) Infection Control Program

The facllity must esiablish an Infaction Conirol
Program under which it -

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

(2) Decldes what procedures, such as isolation,
should be applied {o an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infactions.

(b) Preventing Spread of Infection

{1} When the Infecllon Control Program
determines that a resident needs Isolation to
pravent the spread of infection, the facility must
Isofate the resident.

{2) The facility must prohibit employees with a
communicable disease or Infacted akin Jeslons
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

(3) The facliity must require staff to wash thair
hands after each direct resldent contact for which
hand washing s Indicated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and
ransport linens so as o prevent the spread of
infection.

This STANDARD s not met as avidenced by:
Based on observatlon, inlerview, record review
and lacllity policy review It was detemined the

facility failed to malntain an Infection Controf

{%4) ID SUMMARY STATEMENT QF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION X5}
BREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8.REFERENCED TO THE AFPROPRIATE PATE
DEFICIENCY)
F 441 Continued From page 21 F 444| oninfection control practices

and handling of solled items
an 12/17/15.

It
Facllity nursing staff will follaw
Infection control guldefines when
handilng solled linens
and/or clothing.

.
The Director of Nursing
and/or Assistant Director
of nursing , Unlt manager or
wound care nurse
tonducted an educational review for
the nursing staff regarding F 441 as It
relates to infection contral and
handling of linens. This education
will be completed by 1/11/16.

v
The Director of Nursing
will conduct
an audit of care as it is belng
provided to validate that infectlon
contral measures are heing
followed when handling soiled items.

This audit wilf be conducted by the

of aursing , Unit manager or
wound care nurse on

5 resldent care opportunities

with at least 5 different staff across
all 3 shifts, and will be conducted
S days per week for 1 week, then
weekly for 3 weeks, then monthly
for 2 months.

Any diserepancy noted during the
audit will be corrected at that time
with impromptu educatlan for staff
members as Indicated.

FORM CMS-2507(02-99) Previous Venslons Obsolale

Evant 1D: SHHO1S

Facilly ID: 100391

Director of nursing and/or Assistant Director

(ot

free
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185331 B, WING
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER 414 ROBEY ST,
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X4 b SUMMARY STATEMENT OF DEFICIENCIES L[*) PROVIDER'S PLAN OF CORRECTION 3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
QEFICIENCY)
F 44% | Continued From page 22 F 444 The results of the audit will be
submitted monthly to the Quality
Program designed to help prevent the Assurance / Performance Improvement
development and ransmisslon of infection for Committee for its review and
one (1) of sixtean (15) sampled residents recommendatians. Members of the
{Resident #7). Staff falled to ensura solled linen Quality Assuranca / Performance
was placed into a deslgnated contalnsr per facilily Improvement team will
policy. censist of, at a minimum the
Administrator, Director of Nursing,
The fin dings include: Assistant Diractor of Nursing,

Dietary Services Manager,
maintenance Director,

Reviaw of facility pallcy, entitled "Urinary Cathater
Care", last ravised 10/2010, revealed to place
soiled linen into designated container,

Record review revezated the facllity admitted
Resident #7 on 07/01/12 with dlagnosis which

eluded Neurogemc bladder. Social services Director,

Activity Dlrector, and Business
Obsarvation on 12/10/15 at 11:30 AM while ffiee Manager with the
obsesving catheter cara provided by Certifled Medical Director attending at
Nurse Aide (CNA) #2, revealed four {4) solled east Quarterly.

wash clalhs placed diractly on Resident #7's
bedslde table and nat placed In a plastic bag until
care had been completed.

Intarview with CNA #2, on 12/10/15 at 11:45 AM,

revealed she should have used a plastic bag to dm
place soiled wash cloths In and should not have .
placad the soiled washeloths direclly on the wf
resident’s bedside table. \ I o Il v

Interview with Licensed Practical Nurse (LPN) #3,
on 12H0/15 at 2:05 PM, revealed she would
expect anyone providing personal hygiene care to
use a plaslic bag to store soiled linens and soiled
finen should never be placed directly on any
residents bedside table. Further interview,
revealad placing soiled linens directly on the
residents bedside table would be a infection
confrol cancern.
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185331 B.WING 1211412015
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(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES [T»] PROVIDER'S PLAN OF CORRECTION (tﬁ!
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE Col N
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 23 F 441

Interview with the Director of Nursing (DON), on
12/1115 at 1:15 PM, revealed it would be a
Infection control issus if solled linen was being
stored directly on a resident's bedside table,
Further interview revealed she would have
expected the staff io have placed soiled linens in
a plastic bag during and afler direct care was
being provided.

et
eI
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185331 B. WING 01/14/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
414 ROBEY ST.
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER FRANKLIN, KY 42135
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance
01/14/16, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings slated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comection is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsoclete Event ID: SHHQ22 Facllity ID: 100394 If continuation sheet Page 1 of 1



Department of Health and Human Services Form Approved
Centers for Medicare & Medicald Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of informatlon is estimated to avarage 10 minutes per response, including time for reviswing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burdan estimate or any other aspect of this collection of information
Including suggestions for reduting the burden, to CMS, Office of Financial Management, P.O. Box 26684, Ballimore, MD 21207; and ta the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

{Y1} Provider/Supplier ! CLIA/ {¥2) Muitiple Construction (Y3} Date of Revisit
Identification Number A, Building
185331 B. Wing 01 - MAIN BUILDING 01 1/14/2016
Name of Facllity Street Address, City, State, ZIp Code

FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTE | 414 ROBEY ST.
FRANKLIN, KY 42135

This repart is completed by a qualified State surveyor for the Medicare, Medicald and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies praviously
reported on the CMS-2567, Statement of Deficlencies and Plan of Comection that have been corected and the date such comrective action was accomplished. Each deficiency should be
fully identifled using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 {prefix codes shown 1o the left of each
requirement on the survey report form),

(Y4) item (Y5) Date (Y4) Item (Y5) Date {Y4) ttem {¥5) Date
Corraction Correction Correction
Completed Completed Completed
ID Prefix 01/14/20186 ID Prefix 01/14/2016 1D Prefix 0111412016
Reg. # NFPA 101 Reg. # NFPA101 Reg. # NFPA 101
LSC Koo62 LSC K0143 | LSC K0144
Corraction : Corraction Corraction
Completed Completed Completed
1D Prefix 0171412018 ID Prefix 0111412016 ID Prefix
Reg. # NFPA 101 Reg. # NFPA 101 Reg. #
LSC K0147 LSC K0154 LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsSC LSC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC . LSC LsC

Reviewed By | Reviewed By Date: Siemature of Su s Date:

State Agency . g/ ) L@ c;,' : £ &&Z M #{%’é & {ji' .l_' / i !E_.{-;
Roviewed By —— | Reviewed By Data: Signature of Surveyor: Date:
CMS RO |

Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of

12/10/2015 Uncorrected Deficlencies (CMS-2567) Sent to the Facllity? ygg NO

Form CMS - 25678 (9-92) Page 1 of 1 EventiD: SHHQ22



From:FRANKLIN SINPSON NURSING REHAB 2705866686 01/11/2016 20:24  #668 P.002/011
DEPARTMENT OF HEALTH AND HUMAN SERVIGES PRINTED 2162018
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING 01 - MAIN BUILDING 01 COMPLETED
185331 8. WiNG 12/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
414 ROBEY ST,
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER FRANKLIN, KY 42135
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 [ INITIAL COMMENTS K 000
CFR: 42 CFR 483.70(a) Bl oo ey corecton s ot o
that this statement of defici w
BUILDING: 01, comecly cited, and i also ot 1 be sonstrucd
&s an admission of interest against the
PLAN APP ROVAL: 1992. facility, the Administrator or any employecs,
;Eecrl:ts, or n;h.cr !i;dividunls whnddmﬁ or may
scussed in thi lan of
SURVEY UNDER: 2000 Exisling, correction. In ddition, prepaiot b or
plan of correction does not constitute an
FACILITY TYPE: SNF/NF. admission or agrecment of any kind by the
f::cilily of the truth of any facts alleged or see
. the comrectness of any allcgsation by th
(ZTT)I;)E OF STRUCTURE: One (1) story, Type Iy survey agency, Ac:ur;incggl;.lxc écil?ty has
R d and submitted this plan of
c];?rep:tr;:na;ri:r tom(llae resollts:tl:o:nn{:‘any
SMOKE COMPARTMENTS: Five (6) smoke appeal which may be filed solely because of
compariments, the requirements under state and federal faw
that mandate submission of a plan of
; jon withi 10) days of the survey as o
FIRE ALARM: Complele fire alarm system condition t onun (10) days c :
installed In 1992, with 33 smoke detectors and 6 :gnprg:;:'t:; ﬁi“é’f.ﬁ!&?&fir'ﬁié’ﬂﬁ.: I;I;
heat detectors. correction within this timeframe should In no
way be constyued or considered as an
SPRINKLER SYSTEM: Complale automatic dry ot Witk the allogation of
sprinkler system Instalied in 1992. 311-?1?: :Eﬁ L?“f.frfic?flﬂ‘iiﬁ’s?u?ﬁi'ﬁ!ﬂﬁ?
llegation of submission of substantial
GENERATOR: Type l generator Installed in complianca with Fagret oo
2010. Fuel source s Natural Gag. Requirements.
A standard Life Safety Code survey was
conducied on 12110/15, The facility was found in
non-compliance with he requirements for
participation In Medicare and Medicald, The
facllity Is certifed for ninety-eight (98) bads with a
census of eighty (80) on the day of the survey,
The findings that follow demonstrate
nancompliance with Title 42, Code of Federal Qax #f
Regulations, 483.70(a) et seq. (Life Safety from Gu-ptum‘
Firs).
re) l[ oy [l &
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE SIGNATURE TITLE / '(xg) DATE
s vy Wit g

suflicient prolection to the patiants, (See Instructlons.) Excapt for nursing homes, the findings staled above are disclosable 80 days

FORM CMS-2567(02.95) Provious Versions Obsalete BventiD:SHHQZI  Faclity ID; 100391 it continuation shaet Page 1 of 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Ll

ENTERS FOR MEDICARE & MEDICA SERVICES OMB NQ. 0838-0391

STATEMENT OF DEFICIENCIES (%1) PROVIOER/SUPPLIER/CLIA {(%2) MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
18531 B. WiNG 12/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER SRaaEVET.
FRANKLIN, KY 42138
{X4) D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORREGTION X3,
PREFIX {EACH DEFICIENCY MUST BE PRECEDED &Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE cowulmn
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
K000 Cantinued From page 1 K 000 K 062
Deficlencies were cited with the highest It is the practice of this facility ta
deﬂciency Identified at “F level, malntaln the sprinkler system ¢
K 082 NFPA 101 LIFE SAFETY CODE STANDARD K 082 St Ly
SS=F accordance with the (NFPA)
Required automatic sprinkler systems are
continuously maintained in reliable operating Natlonal Fire Protectlon Assoclation standards.

condition and are Inspected and lested

periodically.  10.7.6, 4.8.12, NFPA 13, NEPA 25, .
9.7.5

Validation of completion of the retuired
inspection of the interior plpe inspection
for the sprinkler system was located,

The documentation of completion of a full
This STANDARD s not met as evidenced by flow trip test was obtalned.

Based on sprinkler testing record review and
interview, it was delermined the faciiity falled to
maintain the sprinkler system in accordance with
National Fire Frolection Association (NFPA) 3‘f;:j,‘,";:',‘:;‘;:;’,t,‘:‘;‘;’a‘”,’,'{;;‘:j’;‘;";:;’;’“
standards, The deficlency had the polentlal to rieval and review,
affect flve (5) of five (5) smoke compartments, retrieval and review.
residents, staff and visitors. The facility has the H
capacily for ninety-eight (88) beds and at the time The facllity administrator {NHA)

of the survey, the census was eighty (80). conducted an educational review on
1/4/16 for the maintenance director

regarding K 062 and the requirements

The findings include;

therein.
Sprinkler testing record review, on 12/10/15 at "
11:30 AM with the Maintenance Director, revealed The facllity administrator {NHA}
the facility falled to provide documentation that will audit the required
the Interior plpe Inspection for the sprinkler Inspection reports monthiy
system had been performed within the last five to validate that required NFPA
(5) years. The last quarterly sprinkler inspection spections are completed per M"’I
performed on 11/04/15 stated that the date of the ';g‘;':;:’;‘n’i;‘g:I‘I‘a‘i;:‘f’::r‘:f’::: W
last Interior pipe inspection was “n/a” {not Any discrepancy noted during the ) I o ll
applicable} . audit will be addressed at that time. b

Interview on 12/10/15 at 11:31 AM with the
Maintenance Director revealed that he was

FORM CMS-2567(02-99) Pravious Versians Obsclels Eveni ID: SHHQRY Facilty |D: $00391 If continvation shaat Page 2 of 14
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FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING 01 - MAIN BUILDING 04 COMPLETED
1853314 B, WING 1211012015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE

Transferring of oxygzn is:

{2) separated from zny portion of a facllity
whereln patients are housed, examined, or
trealed by a separation of a fire harrier of 1-hour
firc-resistive construction;

(b) In an area that Is mechanically ventilated,
sprinklered, and has ceramic or concrate flooring;
and

{c) in an area posted with signs indicating that
transferring is occurring, and that smoking In the
immediate area Is not permitted in accerdance

X4} D SUMMARY STATEMENT OF DEFICIENCIEY 1D PROVIDER'S PLAN OF CORRECTION (x3)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE co
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG caossmmeggfn 70 r;n)e APPROPRIATE DATE
K 062} Continued From page 3 K 0682
This chapter shall provide the minimum The results of the audit wilt be
requirsments for the routine Inspection, testing, submitted monthly "o the
and maintenance of valves, valve components, ﬁ:"r;::‘r;:‘::"“e AL )
and trim. Table 8-1 shall be used to delermine the e e N
minimum raquired frequencles for inspection, recommendations,
testing, and maintenance. Members of the Quality
Table 8-1 Summary of Valves, Valve Assurance / performance Improvement
Components, and Trim Inspection, Tesling, and team will
Mailntanance conslist of, at a minimum the
Full flow Mp test 3 years Administrator, Director of Nursing,
10-2.2* Obstruction Pravention. Asslstant Director of Nursing,
Systems shall be examined Internally for ﬂ::g::;t”;ﬂ;’:‘e'
obstructions where conditions exist that coutd Social services Director,
cause obstructed piping, if the condition has not Actlvity Diractor, and Business
been corracted or the condition is one that could Office Manager with the
result in abstruction of piping despite any Medical Director attending at
previous flushing procedures that have been least Quarterly.
performed, the system shall be examined
inlernally for obstructions every 5 years. This
investigation shall ba accomplished by examining
the Interlor of a dry valve or preaction valve and K143
by removing two ¢ross main flushing connections,
K 143 NFPA 101 LIFE SAFETY CODE STANDARD K143 ftis the practice of this facillty to
83=D transfer liquid oxygen in accordance

with [NFPA) Natlonal Fire Protection
Assoclation requirements,

l.
The light in the oxygen transfilling
room was replaced.

The DON completed an
educational review for the
Hospitality Aide on 12/17/15.

et
. \I"l A

Facility staff will transfill oxygen
contalners in accordance with (NFPA)
Natlanal Fire Protectlon Assaciation
requirements.

FORM CMS-2587(02-59} Pravious Verslans Cbsolete

Evanl ID; SHHQ21

Facilty 1D: 100351

If continuation sheet Page 4 of 11




From:FRANKLIN SIMPSON NURSING REHAB 2705866686

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SE VICES

01/11/2016 20:25 #668 P.005/011
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FORM APPROVED
MB NO.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA TRUCTION URVEY
AND PLAN OF CORREGTION 0E : () MULTIPLE CONS 0 SaES
NTIFICATION NUMBER: A. BULDING 01 - MAIN BUILDING 04 GO ETED
185331 B. WING
. 12/10/2018
NAME ROVIDER OR SUPPLIER STREET ADDHRESS, CITY, STATE, 1P CORE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER S LD
) - FRANKLIN, KY 42135
{X4)t0 STATEMENT O VIDER'S PLAN
P?‘Eém éEE.ngI'.IA I;rgislmcv MUSTBE ;&%&mﬁuu Pnlgm (E&camcomscnvs Fmﬂmngsg&%uas e
OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE baTE
DEFICIENCY)
K 143 Continued From page 4 K 143 L
with NFPA 89 and the Compressed Gas The facility adminlstratar ([NHA) completed
Assoclation. 8.8.2.6.2 an educational review, for the Maintenance
Director, of the regulation K 143 as wal| as
the {NFPA} National Fire Protection assoclation
requlrernelnt fdor Ilq;llid onygen. This education
was completed on 1/4/16,
The diractor of nursing and/or the assistant
director Itlllf nursl?g. unit manager or wound
nurse will complete inservices
This STANDARD | t with all c.n.a's, aides and LN's by 1/11/16.
s s not mat as svidanced by:
Based on obsarvation and interview, it was 4 v
determined tha facilly falled to transfer fiquid b e L ML LS
oxygen In accordance with Natlonal Fire \ralt:aat: .:‘lfl'i“iﬁi"ﬁ??&"“"’ -
Proteclion Associatlon {NFPA) requirements. The are followed b? staff when éﬁﬁ:‘ﬁ:’::;;n
deflciency had the potential to affect ane (1) of contzlners to Include having a working light in
five (5) smake compariments, staff and seven (7) the room a5 well 25 having the door shut
residents. The facllity has tha capacity for when transfiling the oxygen.
ninaty-gight (98) beds and at the {ime of tha '
survey, the census was alghty (BO). This aud'l‘t’wlll be co:ducted daily, 5 days
per week for 1 week across all 3 shifts,
The fin dlngs Includa: :.:en weel:lrrl aclross ali 3 shifts times 3 weeks,
en monthly times two {2) months.
Obsarvation and interview on 12/10/15 at 9:55
AM with the Maintenance Divector and a :vrlllr:eu:rdzz::::d":: ::aﬁlrrl:: the sud
Hos%italliyAIda revealed that staff holds the .
corridor door to the oxygen transfiling room apen
with their foot while transfilling oxyggg contatngrs. Mli
This was due to no light and/or not enough room The results of the audit will be eﬂ“f‘“”“
in the oxygen storage room. The Mainienanca reemted monthly ta the Qualiy
Director and the Hospitality Alde revealed that Acs::,m?: ! AL L B LS l’ L ! b
staff was trained on the requiremanis of reco:'l'm::datriots reviewand
transfilling oxygen. Members of the ant;aIity
Assurance / Performance Impravement
The census of alghty (80) was verifled by the team will consist of, at a minimum then
Administrator on 12/10/15. The findings were Administrator, Director of Nursing,
acknawledged by the Administrator and veriflad Ssslstant Director of Nursing,
by the Maintenance Director at the exit Inierview iefary Services Manager,
on 12/10/15. malntenance Director,
Soclal services Director,
FORM CMS-2567(02.99) Pravious Varsions Obsol :
arsions et Evant ID:SHHQ21 Facittly ID: 100391 If continuation sheat Page 50of 19




From:FRANKLIN SIMPSON NURSING REHAB 2705866686 01/11/2016 20:25 #668 P.006/011
DEPARTMENT OF HEALTH AND HUMAN SERVICES R A iIara015
CENTERS FOR MEDICARE & M SERVICES MB NO.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING (17}

185331 8. WING 12/10/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER 414 ROBEY 8.
FRANKLIN, KY 42135
{4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FLALL {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG ERENCED TO THE APPROPRIATE DATE
DEFCIENCY)
K 143 Continued From page 5 K 143 S;NRL Director, and Busingss
ce Manager
Reference: NFPA 99 (1993 Edition}. Medical D:'regc:o::[:?e::;ng at
least Quarterly,
8-6.2,5.2 Transferring Liquid Oxygen.
Transferring of Hiquid oxygen from one container
to ancther shall be accomplished at a location
specifcally designated for the transferring that Is
as follows:
8. Separaled from any portion of a facility wherein
patlents are housed, examined, or treated by a
separation of a fire bamier of 1-hour fire-resistive
construction; and
b. Tha area is mechanically ventilated, is
sprinklered, and has ceramic or concrete flaoring;
and
¢. The area Is posted with signs Indicating that
transferring is occurring, and that smoking in the
immediate area Is not permitted,
Transferring shall be accomplished ulilizing
equipment designed to comply with the
performance requirements and producers of CGA
Pamphlet P-2.8, Transfilling of Low-Prassure
Liquid Oxygen to be Used for Respiration, and
adharing o those procedures,
The use and operation of small portable fiquid
oxygen systems shall comply wilh the
requirements of CGA Pamphlet P-2.7, Guide for
the Safe Storage, Handling and Use of Pariable
Liquld Oxygen Systems In Health Care Facililles.
K 144 NFPA 101 LIFE SAFETY CODE STANDARD K144
58=F Itis the practice of this facllity to
Generators are inspacled weekly and exercised malntaln the emergency generatar In (Jotwj
under load for 30 minutes per month in accordance with (NFPA) National Fire A
accordance with NFPA 90, 3.4.4.1. Protection Agency standards. elo“f el
.. Iyl
Past nan-compliance with the required time lq lb
Itmit for the foad test cannot be corrected.
FORM CMS-2567{02-99) Previous Varsions Obscleta Evenl ID:SHHQzZ1 Facilty [D: 100303 H continuation shaet Page 8 of 11
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 « MAIN BUILDING 01 COMPLETED

185331 8. WING 1211012015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER m:lﬁ;sl:} 42135
('x‘ggn SUMMARY STATEMENT OF DEFICIENCIES {a] PROVIDER'S PLAN OF CORRECTION {xa)
P X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
OEFICIENCY)
K 144 | Continued From page 6 K144

This STANDARD Is not met as evidenced by:
Based on an interview and record review, the
facility falled to maintain the emergency generator
set in accordance with National Fire Protection
Agency (NFPA) standards. This deficlent practice
affected five (5) of five (5) smoke compariments,
staff, and all the rasidents. The facility has the
capacity for ninety-eight (98) beds wilh a census
of eighty (80} on the day of the survey.

The findings include:

During the Life Safety Code tour, on 12/10/15 at
1005 AM with the Director of Malntenance
{DOM), a record review of tha facility's generator
set revealed that during testing the generator's
load test was fiftoen (15) seconds, exceading the
required time limit of ten (10) seconds.

Interview with the DOM, on 12/10/15, at 10:05
AM, revealed he would be present at the
generator when it started automatically on a
weekly basls. The DOM stated he would cbserve
the gauges an the generalor to record the fifteen
(15) seconds it would take to conduct the load
lest. The DOM was not aware the load test
should not be more than ten (10) seconds.

The census of eighty (80) was verified by the
Administrator on 12/10/15. The findings were
acknowledged by the Adminlsirator and verified
by the Maintenance Director st the exit interview
on 12/10/15.

(R
The mainterance director will follow
{NFPA) National Fire Protection Agency
recommendations toc complete a load test
with a required time frame of not more
than 10 seconds.

1IN

The facliity administrator {NHA) completed

an educational review, for the Maintenance
Director, of the regulation K 144 as it relatas
to the (NFPA) National Fire Protectlon agency
requirement to lead test the generator for no
more than 10 seconds, This education was
completed on 1/4/16.

A
The facility Administrator { NHA) will
audit the completion of the generator
load testing to valldate that the NFPA
requiraments are followed .

This audit will be conducted monthly
for 3 months.

Any discrepancy noted during the
audit wiil be addressed at that time.

m
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04) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE co
TAG REGULATQORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
K 144 Continved From page 7 K144
Reference: NFPA 98 (1999 Edilion). ol b G
Assurznce / Performance Improvement
3-4.4.1.1 Maintenance and Testing of Alternate Committee for Its review and
Power Source and Transfer Switches, recommendatlons.
a. Maintenanca of Allernate Pewer Source. The Members of the Quality
generator sel or other alternale power source and Assurance / Performance
assoclaled equipment, Including all appurienant ":"’“"i’el"'e"t ‘;’";;""'i ‘I'"'":' of,
parts, shall be so maintained as to ba capable of Directorof Nurseg,
supplying service within the shortest time Asslstant Director of Nursing,
P":‘gilﬂcgglle ?-C;j 1‘”{:"‘;1?:3 ;&539100"': Ilmtawal Dietary Services Manager,
Ep n A1 2,1, Malnienance malntenance Birector,
shall be performed In accordance with NFPA 110, Social services Directar,
Standard for Emergency and Standby Power ggilvmﬂ'femn alphdt:uﬂﬂess
ce Manager w 13
ts}yls r::g::lug:aae!lg.}eesﬂng Medical Director attending at
1.* Test Criterla. Generator sats shall be tasted Ll
twelve (12) times a year with testing intervals
between not less than 20 days or exceeading 40
days. Generalor sels serving emergency and
equipment systems shall be In accordance with
NFPA 110, Standard for Emergency and Standby
Power Sysfems, Chapter &,
2. Test Conditions. The scheduled test under
loed conditions shall include a complete
simulated cold start and appropriate automatic
and manual transfer of all essential electrical
system loads,
3. Test Personnel. The scheduled tests shall be
conducted by competent personnel, Tha tests
are needed to keep the machines ready to
function and, in addition, serve lo detect causes ,f
of malfunction and to train personnel in operating K 147\ r
procedures, cﬂ“? [Ha-ts
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 ItIs the practice of this facility to i I I
55=D maintain electrical requirements in 1 "f l {7
Electrical wiring and equipment Is in aceordance accordance with {NFPA) National Fire
with NFPA 70, National Elecirical Code. 9.1.2 Frotection Agency standards,

FORM CMS-2567(02-93) Pravious Veralons Obsclaie Evanl 1D: SHHQ21 Faclhity ID: 100399 if continuation shest Pags 8 of #1
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FORM APPROVED
M8 NO.

CAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING 01 - MAIN BUILDING 0 ED
185331 B.WiNG 12/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER ;:A?E;’;‘v -
e B T Dy
Al REF|
15‘; REGULATORY OR LSC IDENTIFYING INFORMATION) _melx cnoss-neFalI:gc T‘l'-l)E APPROPRIATE DATE
K 147 | Continued From page 8 K 147
L
The power strip was remaved from
roeom 201,
fl,
The maintenance directo and facht
This STANDARD Is not met as evidenced by: staff will follaw (NFPA) N;ti:nal ';u;v
Based on observation and interview, it was Protection Agency recommendations
determined the facility failed to ensure electrical regarding use of power cords,
requirements ware maintained In accordance with The maintenance director completed an
National Fira Pratection Association (NFFA) ::“';:hf:;", et s o t0 ensure
standards. The deficlency had the poteniial to are being use
affect one (1) of five (5) smoke compartments, Inappropriately on 1/10/15,
&taff and twelve (12) residents. The facility has ",
the capacity for ninety-eight (98) beds and at the The facllity adminlstrator (NHA) completed
tine of the survey the census was eighty (80). an educational review, for the Maintenance
Director, of the regulation K 147 as It relates
The findin gs Include: to the (NFPA) Natlona Fira Pratectlon agency
requirements related to the use of power strips,
Obsarvation, on 12110115 at 10:44 AM wilh the This education was completed an 1/4/16.
Maintenance Director, reveaiad dalsy chained
power strips (two power strips connected The facility administratar (NHA) lnvr
toge}her) that were secured Io the wall and maintenance director will maka walking
serving as a substitule for parmanent wiring in rounds to validate that electrical
resident room #201. requirements are maintained per the
NFPA guidelines,
Interview, on 12/10/15 at 10:45 AM with the
Malntenance Director, revealed he was aware This sudit wil be conducted 5 days per
that pawer strips should not be connected ;v 5,292:‘{.3' ; shiftt,:} u;enzw sl
together; however, he was no! aware of the daisy e manthly for 2 months.
chained power strips that were secured to the Any discrepancy noted during the
wall In resldent room #201. audit wiif be addressed at that time,
The census of elghty (80) was verified by the Dok '1
Administrator on 12/10/15. The findings were h,,l
acknowledged by the Administrator and verified co‘?
by the Malntenanca Director at the exit Interview H /
on 12110/1s, tire
Reference: NFPA 70 1989 edition
FORM CMS-2567(02-99) Pravicus Verslons Obsolata Event ID: SHHOZ) Faeily 1D: 100301 If conlinuatian sheet Paga 9 of 11
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FORM APPROVED
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183331 B. WING 12/10/2018
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 2P COOB
FRANKLIN-SIMPSON NURSING AND REHABILITATION CENTER ::A?:(Bfl;s;v 42135
"
{%4) 1D SUMMARY BTATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIO
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 147 | Conlinued From page 9 K 147
The results of the audit will be
400-8, Uses Not Permitted submitted monthly to the
Unless specificafly permitted In Sectian 400-7, Quality Assurance / Performance
flexible cords and cables shall not be used for the Improvement Committee for ts
following: review and recommendatlons.
1. As a subsiula for the L) Witing of 8 "::::?:J::; :’h;fg::gt:ce Improvement
struclure b
2. Where run through holes in walis, structural i bt
geillrr;gs suspended cellings, dropped ceilings, or Assistant Diractor of Nursing,
0a Dlatary Services Manager,
3. Whera run through doorways, windows, or malntenance Director,
similar opanings Soclal services Director,
4. Where altached to bullding surfaces Activity Director, and Business
Excaption: Flexible cord and cable shall be Office Manages W":‘ th:i .
permitted to be attached to building surfaces in IM";';""] e
accordance with the provisions of Saction 364-8, ea v
8. Where eoncealed betind building walls,
structural ceilings, suspended ceilings, dropped
cellings, or floors
6. Where installed In raceways, except as
otherwise permitted in this Code
K 154 NFPA 101 LIFE SAFETY CODE STANDARD K154 154
$8=F K
Where a required automatic sprinkler system is It is the practice of this facllity to ensure
out of service for more than 4 hours in a 24-hour that fire watches are put Into place when
perled, the authority having jurisdiction is nolified, ;:fv?::‘;:;a;:;j:;::m ;f:f;“a';;;: :2 "
and the bullding is evacuated or an approved fire .
watch system is provided for ll parties left ;';S;?:;’,‘,‘;;“,‘:,‘:;‘;‘;,E,f;;';";f,‘;:‘; s
unptralegled I::y the sthutd:u‘vn untll, the spgr_}klsa; Protection Agency standards, OML
sysiem has been relumned to service. 9.7.8. 1
8
Past non-campllance with notification to Cu\.‘l :pu
the AHJ upon implementation of a fire watch
when the sprinkler system is out of service for t
more than 4 hours cannat be corrected, i"f | ‘,
This STANDARD is not met as evidenced by:
Based on observation and interview, it was

FORM CMS-2587(02-99) Pravicus Verslons Qbaclela
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIDER'S PLAN OF CORRECTION (X3}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nemaegggg TO'IH}EAPPHOPR!ATE oATE
It
K 154 | Continued From page 10 K 154 1;:;;: ;all:tetllanl:le:ire:tn: \:ti:l fo:o\:nw
atlonal Fire Protection Ag
detarmined the facllity failed to ensure a fire recommendations to notify the AIH when
walch was conducled In accordance with National a fire watch Is in place with documentation
Fire Protection Association (NFP. 'A) standards, thereaf any time the fira sprinkler system s
?;vdﬂ(%?encykhﬂd the Pg::"u:; to aze‘:‘gvetg? out of service for more than 4 hours.
o] 2 smoxe compartments, rasiden ' 8
and visitors. The facllity has the capacity for .
ninety-eight (98) beds and at the time of the The f:cllltzadn'llnlvsi:::of: i'i:?’&:&'&'ﬁ?..'ie
an educatlonal review,
survey the census was eighty (80). Director, of the regulation K 154 as it relates
5 to the (NFPA) National Fire Protection agency
The findings Include: to set into place a fire watch and notlfication
Observation and recard review on 12/10/15 at o the s a"y;m e fa umma“chs p”ﬁer
system Is out of service for more than 4 hours.
9:45 AM with the Maintenanca ;Director tevealed This educatlon was completed on 1/4/16,
that the facility's Fire Watch Policy was
implemented on 11/24/15 due o the facilities L6
sprinkler system being out of service. The facility e et e uar
failed to notify the Authority Having Jurisdiction o ication of the A1 and documentation
HJ) as requlred. of the fire watch whenever the autom
(A sprinkier system Is out of service for more
Interview, on 12/10/15 at 9:46 AM with the than 4 hours, to validate that the NFPA
. N ulrements are followed by the
Maintenance Director, revealed he was not aware l:t:imr.:nance Diractar,
of the requirement to nolify the Authority Having Any discrepancy noted during the audit
Jurisdiction (AHJ) when the Fire Wach Policy s will e adelressed t hat s e 2
implamented. This audit will be conducted monthly
The results of the audit will b
The census of eighty (80) was verified by the submitted monthty to the ﬂ:aﬂtv
Administrator on 12/10/16, The findings were tf“""l“e / ::"""“'"“ Improvement 007h'
acknowledged by the Administrator and verifiad ,ec;n.:mt;ﬁiag;aﬁ m;t:;en: fth ‘%r
by the Maintenance Director at the exit interview Quality Assurance / Parfarmonce wlwu
on 12/10/15. Improvement team wilf l
conslst of, at a minimum the [Ll h ‘,
Administrator, Director of Nursing,
Asslstant Director of Nursing,
Dietary Services Manager,
malntenance Director,
Soclal services Diractor,
Activity Director, and Business
Office Manager with the
Medical Director attending at
least Quarterly.
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