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- An offsite revisit survey was conducted 05/16/14.
Based on the acceptable POC the facility was
| deemed to be in compliance on 05/07/14 as
alleged.
UABGRATORY DIRECTORS 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 pravide sufficient protaction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 99 days
foliowing the date of survey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documenis are made available to the facility. If deficiencies are ¢ited, an approved plan of correction is requisite to continued

program pariicipation.
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; deficiencies cited at the highest Scope and standerd of care, contract, obligation or position and |
! Severity of an "F", Villaspring resarves all right to ralse all possible

F 241 4831 5(3} DIGNITY AND RESPECT OF Fast: contention and defenses in aay civil or criminal elaim ;
SS:E;! INDIVIDUALITY i i action or proceeding.

THIS PLAN OF CCRRECTION SERVES AS VILLASPRING !

VILLASPRING OF ERLANGER )
ERLANGER, KY 41018
XA | SUMMARY STATEMENT OF DEFICIENGIES : o] ! PROVIDER'S PLAN OF CORRECTION : X5
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL . OPREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | oTas CROSZ-REFERENCED TO THE APPROBIMATE | DATE
I [ T CEFICIENCY) :
’ i I , v Hdity or :
! - ! P Without admittlng or denylng the valldity o :
Foco | INFTIAL COMMENTS | F OOCE, exlstence of the alleged defldencies, Viaspring f
i ! ! srovides the following plan of corraction: ;
{ ARecariification Survey was initlaled on ; : [
1 04/01/14 and conciudad on 04/03/1 4, with 5 ! This plan of corractlon s not mesnt to establish any
!

he factlity must promote care for residents ina .

Fmanner and In an environment that malntains or f L OF ERLANGER'S CREDIBLE ALLEGATION OF
snhances each resident's dignfty and respectin  SUBSTANTIAL COMPLIANCE AS OF May 7, 2014,

| ful recognition of his or her individuality. | ,‘ ;

f ;
' This REQUIREMENT Is not met as eviden_{;acj

! Based on abservation, inferview and review of
the facliity's "Nursing Home Residents' Bill of

S Vfi_us_{:nréng provides and prometes cara for residents in
FE @ manner and In an anvirenment that maintaing or

| Rights and Responsibiitfes®, ¥ was determined !i | enhances each tesldent’s dignlty and respact in ful) ,f
the facility failed to promote care for rasidents in a | _! niton of his o her individuality.
[ manner and environment that malntained op - B |
| enhanced each resident's dignity and respeact for ‘ | To ensure dignity and on enjoyable meal service,
three (3) of twenty-four (24} sampled reaédef‘_}%s ;  residants are seated according to a seating chart. \
} (Residenis #2, 4, #1 5} and two (2) tnsampled J ! These charts help gulde meal servica delivery and |
‘residents (Unsampled Residents A & B). . assure that each resident at any given table sserved
; Observation during meal service revealed faclity | | al together before moving o to the next tabla Those E
| staff failed fo serve all residents at a table, before | | that enter the DR first recelve thar, meal free.

' serving another table leaving Resident #4, ! i i

| Resident #15, Unsamplad Resident A and ! ! Resident 4 and reside i | :
"'Unsampled Resldent B sltiing and watching their timely f:shionn; Zhldmzzfgrrii: iizeé;ﬁiﬁ;“c:m ‘é
; tablemates eat. Additionally, observation % time With their tablematos ' T
| revealed Resident #2 received histher fray &t 1:05; ' T ;

| PM, while his/her head was down and eyes were j
i closed; and the tray sat in front of him/her
- untouched until 1:25 PM, twenty (20) minutes | Resident #15 ks no fonger in the facility,
" after the fray was servad. !

Resident A Is no longer in the facilky,

i . . R
; o ' i Resident #2 racebves cleing to encourage seif-feading
;‘ The findings Include: : and/orassistance by a staff member to ensure intake,

:

|
E{S) DATE

LAEB‘ORATQ fﬁf&ﬂz{fﬂ PROVIDER/IBURDLIER REPRESENTATIVE'S 3!GQATURE . TITLE
. N
r}ga T A Lt &l5ly

Any deﬁéia!'ncy statahont anding with dn asterisk (") dencotes 2 deficlency which the Institution raay he eféused from correcting providing it Is determined that
other safeguards provide sufficlent protection fo tha patlants. {See instructions.) Except for nursing homes, the findings stated above are dlsclosabls 90 days
foflowing the data of survey whether ar not a pian of correction is provided. For nursing homes, the ahave findings and plans of carrectlon are disclosable 14
days foliowing the data thess documenis are mads avallabie to the facility. If deficlencies are clted, an approved plan of correction is requistts o continued

program pariicipation,
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Py SUMMARY STATEMENT OF DEFICIENCIES ' o FROVIDER'S PLAN OF CORRECTION P
PREFIX ! | (EACH CORRECTIVE ACTION SHOULD 8 | COMPLETION
TAG REGULATORY OR LEC IDENTIEYING INFORIMATION) <
r | DEFICHENCY) [
13 i
1 | !
E | Each faciity restdent was cbservad by Managament i

241 i Continued From page 1 F 2417 staf, the Administrator, Nursing leadership and the
{ Facllity Department Head team, & assure dignlty and
 respect was maintained and/or enhanced in thair I

!

{EACK DEFICIENCY MUST BE PRECEDED DY FULL ©PREFIX |
- CROSS-REFERENCED TO THEAPPROFRIATE |  DATE ‘{
. Review of the facility's, "Nursing Home Residents' {
!

_f Bill of Rights and Responsiblities”, revised : ; envlronment Inciuding but not mited 1o dining room
112/09/13, revealed each resident should ba f % service by 5/7/34. Dietitian, DON, ADON ang Nursing

- reated with consideration, respeet and i full * Supervisors perform rounds, as a componant of their

Ef recognman‘of histher csfg‘naiy and individuality. | dally dutles, cbserving the direct care staft 1n rendering .
' F:ux"iher raview Of_ the re&adgntliights rfeveafed : care for the residents including moritoring of nurse |
 residents had a right to 2 dignified existence. ; | esSIstants n the dining room, This monttoring ats
: . ) , .o [ minlmum, ensures staf serve 2l resig it ;

1. Observation of the first floor "rehab” dining : ' dining room table befora e r;éijs:i?ied e
; foom on 04/02/14 at 12:45 PM, revealed I | 25 the other components of the req t.x T Bs el
| Resi : I led Resident i 5 P e aten.

| Resident #4 and Uﬁsamp ed ResidentA, to be : Additionafly, Charge Nurses aach shift monttor care !

provided 24 hoyrs s day/ 7 days/weet, lfconcerns are -
noted, appropriste interventions are implemented at |

sitting at a table with two (2) other residents who
I were eating their lunch. Resldent #4 and

| Unsampled Resident A were cbserved without that time, Includs o A
thelr trays. Continued observations ravesled i j o e nel mgfddm?ﬁf ene-on-one reeducation |
i Resident #4 and Unsampled Resident A did nat ;of the employee and/or natification of the |
. Administrator of DON will occur.

Irecelve thelr frays until 1:00 PM, Addiionally,
_observation revesled Unsampled Resident B was

Each facility staff member will recalve an In-service by

| Hii ; i i i
f taiso ;r}ftfqgthaftin?ﬁge;tgai{ve w;th ar ezﬁent and |  Adminlstrator and/or Director of Nursing before May
i C%}eéwgf;enief;;l;d ‘f?;i?;}g“zgzmeﬁiséﬂd ! !17, 2014 regarding Dignity and Respect of the residents,
: = ) ) * ' ‘with phasi : ion of f :
| hisfher famlly members were eating their lunch iy Epf Cfalemy ks on the romofion of care for f
f while Unsamoiad Resident B sat !ookfng sround E éresldems i & manner and environment that malntaing :
: fh&i} dfl"mg "oopm without his;’her?neaé t;’éy : {or enhances each resident’s dignity and respect In alt

i i Y. ! . . f
i Dbservétéon reveniad Unsampled Resident B's | “aspects of care. This in-service wil Inciude, but ot be |
| ~ T i i teat i Intain Feni ;
! Ea‘ay was served &l 12:57 PM, which the resident , 4 lim t_ed ta, Me.ja; Service maintaining resident tighity,

; szrving all residents at table, and assisting resldents

- Immediately began to consume the food on tha ‘ , ’ ]
r tray, Further observation ravealed the cthar j €ating as well 23 other componants of the regiiztian, !
‘resident and his/har family members finished ! l j
- thelr meal and left the tabls before Unsanpled : ' |
| Resident B had eaten half of his/her lunch. |

. Interview with SRNA#6 on 04/02/14 &t 1:40 PM, ;
[ ravealed stie just tried to get the trays served. : »
' She stated she should have raquested the ‘ ; ’
 Tesident's tray befors she sarved another iabie. !
| SRNA #6 stated when residents were watching | ;
tablemates eat their teaf it was a dignity lssus. ; j
Event 1D:7M2G11 Facility iD: 100926 If continuation sheat Pags 2 of 12
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J

F 241 f Continued From pags 2

i 2. Review of Resident #15's records revesled a

diagnoses of Diabetes, the resident was
“cognitively intact and had a risk for potential for
i alteration in blood sugars.

Obsarvation of Resident #15 o 04/01/14 a1 5,30 ;

i PM, revealed the resident was sitting at & dining

table with two (2) other residents who werea eating

thelr dinner. Further ahservation revealad
| Resident #15 did not have hisiher meal tray,

| Interview with Resident #15 on 04/01/14 at 5:35
FPM, revealed he/she had been walling for over
_one (1) hour to raceive a tray, Resident #15

| stated he/she was “very hurgry" and needed to
"eat bacause hefshie had “low blood sugar”,

[ Interview with LPN #3 on 04/02/14 at 1:258 PM,

revealed all residents at a tabie should be served |

; before the next table is served. LPN #3 stated If
[ [ the trays were out of order the SRNAs shouid
request resident trays before serving the next
é Itable, LAN #3 indicated it was 2 dignity issue
[ when residents had to sit and watch their
tablemates eat and they had no food.
i

f Interview with the Direcior of Nursing (DON) on

04/02/14 at 3:55 PM, revealed the dining process

I'was for all residents at 2 table {0 be served

'before staff served the next table. The DON

- staled hursing staff had received training on the

| dining process: and it was a dignity issue when

“residents were not servad timely and wers Jeft
sitting to watch their tablemates eat. Additionally,

[ the DON stated it was vary important residents

receive thelr trays timely becayss if they were

. diabetic their blood sugar might go too low, The

3

I DON stated if a resident had to wait one (1) hour

= 241

- weekly for eight weeks and then m

| A Plworkshest focused on Dignity and Respect is balng
i completed by the Diractar of Mursing or designes

manths, The audlt s completed on varlous days of the
week/weekend end on varlous shifis, The findings of |
the zudit shall be reported to the GA committes by the |
OON for further review and recommendatians, if

i
i

anthily for two

{

issues are noted the DON or designee takas i

appropriate sction at the time tha

Compliance Date: May 7, 2014

The Birector of Nursing will monitar,

concern is noted, A -

* copy of the Pl worksheat is attached as EXHIBT A, '

5/7/14
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Fa41 , Continued From pags 3 f
For a tunch tray i was much too long,
3. Observation of Resident 2 an 04/02/14 at
1105 PM, revealed the resident was sitting af the
| dining table with two (2) ather residents,
* Observation revealed Resident #2 had histher
- head down with his/her eyes closed. Continued |
‘observation revealad Resident #2 received
. histher tray, which sat in front of the resident
untouched until the Surveyor interviewed staff ,

about it at 1:25 PM. Further observation revealed |

| after the staff interview, Resident #2 received &
new meal fray at approximately 1:35 BM, which
! he/she was ohserved to independently consume
the food locatad on. |

i Interview with State Registerad Nursing Assistant |
- (SRNA) #4 on 04/02/14 at 1,25 PM, revealed staff|
| was to 'oue” Resident £2 with alf meals. She ;
_reported there was normally two {2} peopls [
| assigned to assist residents who nesded ;
' assistance with meals. SRNA #4 stated Resident |
 #2 required cleing, but could Teed f
| himself/herself. She reported staff would reming
. Resident #2 to eat his/her food, but indicated

i there was no one assigned o assist with cuelng

' the resident.

j interview with SRNA#5 on 04/02/14 at 1.27 PM, j
 revealed she was passing out trays to resldents In
| the dining room and ta residents on the unit, She ;
stated anyone who grabbed Resident #2° tray
¢ was responsible for assisiing the resident with ,
"histher meal. SRNA#5 statad If she hag picked |
1 up the resident's tray, she would have fed ‘
 him/her.

| interview with Licensed Practical Nurse (LPN) 41 -
. 0n 04/02/14 &t 8:15 PM, revealed no one was |

Fa44

i
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PROVIDER'S PLAN OF CORBECTION

f
{

(%5}

| coMETIoN :
i ATz ,

- ,
F 241 Continued From page 4 i
“assigned to assist resident’s with cueing for their
| meais. She reported residents who nesded ‘
' assisianca with cueing wers the responsibifity of |
- everyona in the dining area. LPN #1 stated siaffs
I neglect In cusing Resldent #2 to eat would be i
. considered g dignity concern, ’
5 r
(nterview with Registered Nurse (RN) :
| #3MInimum Data Set (MDS) Coordinator on _
“04/02/14 at 10:36 AM, revealad tha coding on the
| MDS indicated Resident #2 was able to aat
tindependently, but required cuelng from staff,
. She stated staff should have cued the rasident to
 start eating when his/her tray arrived. !
| Additionat Interview with the DON on 04/03/14 at |
412 PM, revealed she would have expacied staff F
[ | to cus Residant 42 to eat when the food was
’  placed In front of himvher. She indicated this was |
@ dignity issue, ?
F 371483350 FOOD PROCURE, l
85=F ; STORE/PREPARE/SERVE ~ SANITARY ;

" The faclity must -

(1) Procure food from sources approved or .
- considered satisfactory by Federal, State or logal l
i authorities; and ;
1 () Store, prepare, distibute and serve faod ;
- under sanitary conditions

i

| |

| This REQUIREMENT is ot met as evidenced |
: by .
| Based an observallon, interview and review of i

the facllity's policy, it was determined the Taclity |
' i

lin; i
PREFX (EACH CORRECTIVE ACTION SHOULD BE
TAG i CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
F 241
|
|
l
;i
!
F 371 Fa71

Fviféasprmg stores, prepares, distributes and serves ™

; food under sanitary conditions,

? Each dietary staff member prepares sanitizing solution
;o the manufactures recommendations,

fThe can epener was cleaned on 4/1/14 gt the thme i+
;was discovered and is clezned per poiley, Food

f thermomietears are cleanad with 3 new sa pitizlng pad

- after each temperature s taken,

]
The Executive Chef auditad the kitchen on 4/3/14 and
the Corporate Chef provided an additional kltehen
audit on 4/18/14 with ro Issues noted. The

s Administrator, Executive Chef and Corporate Chef

i
!

|

scompleted an additional audit by 5/2/14 with no issues F

, hoted,

i
i

i

/
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!
i

o

PREFIX

TAG
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CCOMPLETION

{(EACH CORRECTIVE ACTION SHOULD BE t
ATE
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DEFICIENGY)

H

f

F 371 Continued From page &
| falled to store, prepare, distribute and serve food
"in & sanitary marnner,

! Observation during the initial kitchen tour |
s revealed the day shift Assistant Preparation
Y{Prep) Cook 1o prepare a fresh sanitizer solution
for a sanitation bucket. Observation revealed
I when the frashly prepared sanitizing solutior was
. checked the solution did not meet the
I manufaciurer's racommended wo hundred (200)
“parts per million (ppm). Continued observalion
{ during initial tour revealed the can opener fo have |
“a dark, gummy substarice buit up on the plarcing
f ting and base of the can opener. :

i In addition, observation of Cook #1 taking the i
‘ food temperatures for the second floor tray line
; revealed Cook #1 used one {1} sanitizing pad per ’
| every four (4) food temperatures she checked.

f The findings inciuds:

| 1. Review of the facliity's policy titted, "Quat

" Sanitizer", dated December 2009, revealed the
 sanitizing solution was o be prepared according |
Lo manufacturer's guidslines of two hundred (200
- ppim. Further review revealed if the solution was |
| not fwo hundred (200) ppm the solution should be :
~disvarded and fresh solution prepared,

! Observation on 04/01/14 at 1:05 PM, revealed the |
s Assistarit Prep Cook to prepare a fresh bucket of |
| sanitizing solution. Observation of the chacking |
_ of the fresh bucket of sanitizing solution revealed f
i revealed i was too dilute and did not mest the I
“manufacturer's guidelines of two huridrad {200} |
i ppm. i

%' Interview with the Assistant Prep Cook on

Fa71] 7, 2014 to assure there was no food borne Wnesses

{ related to the concerns noted.

The Administrator and Corporate Chaf Inserviced the
| Executive Chef on proper cleaning and sanitizing of

" eglipment, use and documentation of cleaning i
{ sehedules and correct methods of using thermometers
{when temping food as well as other tomponents of the |
| regulatian by 4/3/14. Each dietary staf¥ member wiff |
" be observed by the Executive Chef proparly preparing
sanitizing selution and properly cleaning food -
therrometers and equlpment, Dietary staff received
an in-sarvice by the Executive Chef on 471714 and
ahother in-service by the Vending Suppller of the
sanftation product an 4/3/24 which Ineluded the
review of the policy and demanstration of proper use j'
of test strips and correct sanitizing solution.
Additionally, the Executlve Chef and Cotporata Chef
wil have inserviced and observed 3 retum
demenstration by sach dietary staff member by i
577714 regarding proper cleaning and sanitizing of
| egulpment, use and documentation of cleaning I
schedules, and correct methods of using
¢ thermometers when temping foed as well as othar
! cemponents of the regulation, ?

7
Each facity resident was assessed By RN staff by May i ]

i
|
i

A Phworkshaat with 2 focus on Dietary sanitation Is
being completed by the Chef or designes and will be ;
completed weekly for eight wesks, then monthly for |
‘wo months. The sudit Is completed en varlous days of |
the weelk/weekend and on various shifts, The findings |
of the audh shall be reported to the QA cammittee by E
the Chef for further review and recommendations, |
issues are identified, the Chaf aor designee will take |'
appropriate sctlon at that time, to assure Food ks
stored, prepared, distributed and served In 3 sanitary F
manner. Acopy of the Plworkshiest is attached ag
EXHIBIT B. f

The Executlve Chef will monltor,

Compliance date: May 7, 2014 J 5/7/14
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F 3711 Continued From page 6 . Far f

| 04/01/14 at 1110 PM, revealed she was unaware F
“of the needed amount of sanitizing product to
{ dilute i the gallon bucket of water to achleve the |
“manufacturer's recommended two huncdred (2C0) |
i ppr. Continued interview ravealed she was !
- unaware of how to correctly use the teyf sifipto |
: check for pom of sanitizing solution to ensure it i
*was the recormmendad two hundred {200} ppm. ;
Hnterview with the Distary Manager (OM) on ]
, 04/02/14 at 10:00 AM, revealed the facility did not
| have a process for educating staff on difutian ratio |
- of the sanilizing solution to attain the ,
i recommended two hundrad {200} ppr or for how |
 to use the test strips. The DM stated he was :
t unaware of the required amaount of sanltizing J
product o dilute In the gallon sanftation bucket of
| water 1o achieve the manufacturer's i
. recommended two hundred (200) apm. i
| |
" 2. Review of the facility's, “Quality/Continuity of |
| Care” worksheet, dated 03/01/12, revealed ore |
(1) of the areas 10 observa for was the kitchen -
i was clean and the cleaning scheduls was being |
I "foliowed/complated®, However, review of the
 facility's Distary Department's dallyfweakly
| clearing schedules revealad the cleaning of the |
- can opener was not addressed. |
|
-loterview with the DM on 04/02/14 at 6:35 PM, |
i revesled his expectation was the can opensr be
' cleaned on a daily basis. The DM Indicated, |
- howaver he was not sure of the last time the can f
! openher was cleaned. ;
i 3. Obssrvation of the second fioor iray fine on
04/02/14 at 12:12 PM, revealed Cook #1 taking
[ the food temperatures and only using a new !
“sanftizing pad for the thermometer after chacking |

f
|
i
|

i
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F 3711 Continued From page 7 ;
i four (4) different foods. %
|

. Interview with Caok #1 on 04/02/14 at 12:16 PM,
frevealed she used one (1) surface area of the
“sahillzing pad for each foad temperaturs, ;
; therefore, she was able o use (1) pad per every
“four (4) foods. ,

UMnterview with the DM on 04/02/14 at 12:20 PM,
revealed he did not have a policy detailing how to |
| sanitize the thermometer when taking food
temperatures. The DM Indicated his expaciation
- was for staff to use one (1) sanitizing pad per
: food temperature taken.
F 441, 483,65 INFECTION CONTROL, PREVENT
ss=E| SPREAD, LINENS |

| The facllity must establish and malntain an
: Infection Control Frogram designed to provide a %
i safe, sanitary and comfortable anvironment and |
f to help prevent the developrnent and transmission |
- of disease and infaction, ;
} i
(a) Infection Contral Program !
] The facility must establish an Infoection Conirod
! Program under which i -
{1} Investigates, controls, and prevents infections !
| in the facility; ;
(2) Degides what procedures, such as Isolation,
| should be appliad to an individual residant: and
E (3) Maintains a record of incidents and corrective |

i

" actions related to Infactions,

(b} Preventing Spread of Infection
(1) When the Infaction Contro! Program ;
| determines that a resldent needs isolation to f
. brevent the spread of Infection, the facility must
[ | isolate the resident. %

i
i
Fa7t]

j
E 441 ram i

ri Viilaspring has and maintains an infection conitrol
} program deslgned to provide  safe, sariary, aad
I comfortzble environment and to prevent the

| transmission of disease and Infection, |

g:‘ Resident # 6, #20 and C oxygen tubing's were

]

i discarded on 4/2/44 and have nasal cannuia’s dated
! and stored I plastic when not in use,

' Residents #9, #10, #13, #15, O, K, and b ;
! toothbrushes were disearded on 4/2/14 and have f
¢ recelved new toothbrushes which are tabeled, storad
{in hoiders {also labeled) separataly from their |
rocimmate,
5 Resident &, L, 3, N, #5, and £ bedpans/urinals wers J
discarded on 4/2/14 and repizced with label and
storage cantatner, |

e
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E 441 | Continued From page 8
(2) The facliity must prohibit amployess with a
I communicable disease or infected skin lasions
from direct contact with rasidents or thelr food, if
 direct contact will fransmit the disease,
{3) The facility must require staff fo wash their
: nahds after each direct resident Gontact for which
“hand washirg is indicated by acoepied
I professional practice,

{ (¢} Linens
Personnel must handle, store, process and
{ ransport inens so as to prevent tha spread of

infection,

|

' This REQUIREMENT is not met as evidenced
| by

! Based on observations, interviews, racard

: reviews and review of the facility's policy, it was
-f determiried the facility failed fo maintain an
 Infection control program designed to provide g
| safe, saniary, and comioriabie ehviranment fo
; help pravent the development and transmission
i of disease and infection,

| Observations revealed resident toothbrushag,
“bed pans, and urinals unlabeled and not stored In
j | & mannerito malntain infection contral,
Additionally, abservation revealed oxygen fubing
[ not dated and observed to hs lying on tha floor.

: The findings include:

i 1. Review of tha facifity's, “"Oxygen Manitoring
" System" policy, revised June 2013, ravealad if
| Aursing staff found a nasal cannula {oxygan
Edelivery instrument) the cannula was o ba

| changed and datad. Review of the nolicy

f

|
i

i

Management, {DON, ADON and Nursing Supervisors) |
and Environmenta; Suvervisor between 48714~
417744 for petantlal Infactlon control Issues nciuding f
but not limited 10 23ch Oxygen tuy bing, toothbrush, '
pedpan and/or drinal not properly lzbeled or storay
was discarded g replaced with lzbe! and steraga i
bag/contalner, :
The DON, ADON, and Nuzsing supervisors verform
rounds, as 2 eomponent of thelr duties, abserving the
direct care sta®f |n rendering care for the residents
Including menltoring of patential infection contrel|
lssues. Additienally, Charge Nursas each shift monitor
care provided 24 hours 3 day/ 7 davsfweek including ;
but not fimited o infaction control lssuas, ¥ concerns
are noted, the nersing supervisor or manager takes i l
apprepriate interventions at that ime, including ! i
. additional ene-cn-one reeducztion of the emploves ;
| andfor reperted to tha Adminlstrator and/or DON,

Each resldent room was observed by Nursing : /

Faciiity stalf wihl be In-serviced by May 7, 2014 by the
; DON, ADON and/or Enviran mental Subenvizor

i regarding Infection contra! pelicies including but not i
[ limited to labeling and storage of personal items and
I oxygen tublng storzgs,

A performance improvemeant worksheet on infaction
Controlis being utllized by the DON or deslenee
weekly for elght weeks, then manthiy for twe months,
The sudit Is compizted on vatious days of the
veeek/weekend and on various shifts, The findings of
the audit shall be reported to the QA commitiee by tha
DON for further review and recammendations, |

F issues are noted the DON or deslgnee takes

f appropriate action at the tima the cencern s noted, A
topy of the Pl worlsheet i attached as EXHIBIT ¢

The Dirsctor of Rursing will monitor,

Compliance Dete: May 7, 2014 L3/7/14

FORM CMS-2587(02-99) Previsus Versions Obsolete

Evant [D; fu2GH

Faciiity iD; 100928 if confinuation sheat Page 9of 12

AT s e e



PRINTED: 04/17/2014

DERARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
BTATEMENT OF DESICIENCIER !{XT} PROVIDERISUPPLIERIGLIA j (K2} MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BULDING COMPLETED z
185447 B WING 04/03/2014 !
ITY, STATE, ZIF CORE i -

NAME OF PROVIDER QR SUPPLIER

VILLASPRING OF ERLANGER

! STREET ADDRESS, ¢
B30 VIOX DRIVE

ERLANGER, KY 41018

P SUMMARY STATEMENT OF DEFICIENCIES
i (EACH DEFICIENCY MUST BE PRECEDED BY FULL

PREEX
TAG [ REGULATORY OR L3C IDENTIFYING INFORMAT IO}

[ PROVIDER'S PLAN OF CORREGTION S g

PREFL, {EACH COR
TAG 1 CROSE-REFE

RECTIVE ACTION SHOULD BE | COMPLETION
RENCED 70O THE APPROPRIATE ; Dare
DEFICIENCY) :

]
)

441 | Centinued From page 9
revealed plastic bags for the cannulas shey Id ba
| placed on the Oxygen concentrator and on
, wheelchalrs for use with portable oxygen tanks.
[ Policy review revealed the oxygen cannulas
- should be placed In plastic bags when not In use
s and the bags changed weekly when the cannula

~was changed,
!

Observation on 04/01/14 at 11:00 AM, during the
| initizl tour of the facility revealed In Unsampled
Resident C's and Resident #6's room undated
[ axygen tubing lving on tha floor,

- Observation on 04/03/14 af 2:40 AM, of Resident

#20's room revesled an oxXygen concentrator in

| the room at Resident #20's bedside with nasal
cannuia oxygen tubing dated 04/02/14 lying

j uncovered colled on top of the concentrator,

- Continued chservation revealed a portable

s oxygen tank hanging on the hack of Residant

L0207 wheelchair with nasal carnula tubing dated

. OH02/14, uncovered, coiled and hanging on ton
fof the portable aoxygen iank.

1 2. Observation on 04/01/14 at 11:00 AM, during
the Initial tour of the facility revealed in Reasldent
[#13's and Resident #16%s two (2} loothbrushes
“were observed fo be in the bathroom which warg
: hotlabeled. Confinued observation durlng the

* Initlal towr revealed in Unsampled Residant D's

i and Resident #10's room there were two 2)

! unlabeled toothbrushes observed in a basket in

; the bathroom with the bristles of the toothbrushas |

touching. Further observation revealsd In

. Resident #3's and Unsamplad Resident 's room

i thers were four (4) unlabeled toothbrushes
. obsarved in the bathroom, with fwo (2) of the
Ftoathbrushes bristles touching. Additionally,

- observation on the initial tour of the facllity at

%
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F 441 | Continued From page 10 f
1 12:55 PM, revealed in Unsampled Resident K's
“and Unsampled Resident L's baihroom there f
i were two (2) uncoverad and uniazbeled :
"toothbrushes in a cup,

3 Observatlon on the initlal tour of the Tacility at
C12:58 PM, revealed in Unsampled Resident K's
Fand Unsempled Resident L's bathroom a bad pan,
on the floor of the bathroom, uncovered and !
funlabeled. Continued observation during the
initial tour revealed in Unsampled Resident J's
[ and Unsampled Resident N's bathroom a kedpan
covered with a towel on the floor near the sink, |
| Observation revealed the bed pan was not
labeled or stored in a plastic hag, Further
i observation during the initlal tour revealad in
Resident #5's and Unsempled Resident F'e
; bathroom a bed pan near the sink which was :
- uncoverad and unlabelad, i

i Interview with Licensed Practical Nurse {LPN)#1, |
| o1 04/03/14 at 10120 AM, revealed that the nasal _
fcanniia oxygen tubings should have bean stored |
: In bags when not in use to ensure infection :
s contral. Additional Interview with LPN #1 on i
. 04/03/14 2t 3:15 PM, revealed f she saw a '
| resident's oxygen tubing on tha floor, she would g
 throw it away and get the resident a new one and |
cdate it. LPN #1 stated if she saw & toothbrush
“which was not labelad she would get a new one
- and label it with the rasident's name. She statad
- she would speak with the nursing assistants and
; nurses regarding the proper storage of OxygeEn

- tubing and resldent foothbrushes, i

i
H
T

I interview with the Director of Nursing (DON)on |
04/03/14 at 3:50 PM, revealed i was her _

Fexpectation oxygen tubing be dated and if oxygen |
tubing was observed on the floor she would

Mmf
|
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F 441

f F 441 i Continued From pags 11

expect the oxygen tublng to be discarded ang

i replaced with new tubing which was to be dated.
/ Continuad inlerview reveaied she expecied nasal

| cannula exygen tubing to bs stored in a bag when

‘not nuse. She stated It was her expectation gl
s resident loothbrushes be lzbeled and stored
fpreperly In the residents’ rooms and the
Iootibrush briztles shoutd not be [ouching the

: bristles of anather toothbrush. Additianally, she
- stated bedpans should be labeied and stored In
| plastic bags. The DON indicated ihese were 4l
. potential infection contro! lssues,

]

i
i

|

| i
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g ' L
K000 . INITIAL COMMENTS ! K 000:
‘ !
. Building: 01 % i
i
i

“- Flan Approvat: 1899 : [
' Survey under: NFPA 101 (2000 Edition) |

' Faility type: SNF/NF J

| Type of structure: Two (2) Story with partial 5 i
~basement Type Il (111} Protected % :

" Smoke Compartment: Seven {7} ; j

| Eire Alarm: Complete Fire alarm System :
{Instailed 10988) _ ‘ '

| |

Sprinkler System: Complete Sprinkier System f !

i {Wel} Installed in 1069 : | )

: Generator: Type Il Diesel Installed in 1999 i ;

f

" ALife Safety Code Survey was conducted on ;
; 04102114, The findings revealad the faciiity met
! requirements for com bilance with Title 42, Code
_of Federal Regulations, 483,70 (a) et seq (Life ! \
| Safety from Fire), The census o the day of the :
!'survey was one hundred and thiriy-four {134) : ,
. residents. Tha facility is licensed for one hundred | i I

l'and forty (140) beds. No deficiencies cited. ‘
! | : |

i i .
' | i i

5 DATE

MBO%R‘S R FROV!DER}SUPPLIER REF’RESENTATNE‘S SIGNATURE TITLE
.fﬁmi L lagushackr Slety

Any deﬁsieécy statément ending wifl: an asterisk {*) dencles a deficlency which fhe institution may be éfcused from carrecting providing K is determined hat
ather safeguards provide sufiicient protection o the patlents. (See instructions.) Excent for nirsing homes, the findings statad above ara disciosable o0 days
Toifowing the date of survey whethar or not & pfar of correction s provided. For nursing homes, the above findings and plang of correction are disclosable 14
days following the date these documents are mada available to the facliity, If deflclencies ars clied, an approvad plan of correction I requisite to continued

program participation.
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