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: . ) o ! I. Per interviews, residents #1 and #2
{ An Abhreviated Slgr}*?y investigating shlowed no negative impacis from the
TKYOD019883 was initiated on 03113 and alfegations,
: concluded on 0312/13. KY00019883 was ;
' substantiated with regulatory deflqancfes cited 2TFlorence Fark Care Conmer s modified
W the nignest scope and severity of a D, ' ; our terminated employee visitation polic
F 1721483 10()(1)&(2) RIGHT TO/FACILITY F 172! oy policy.

55=0 . PROVISION OF VISITOR ACCESS

. The resident has the right and the facility must |
' provide immadiate accass to any resident by the
; folfowing: |

i Any reprasentative of the Secretary, j
;' Any representative of the State; !
| The resident's indlividual physician: I

The State ionyg term care ombudsmar :
" (sstablished under section 307 (a)(12) of the ;
. Cider Americans Act of 1965); §
: The agency responsible for the protection and
! advocacy system for developrnentally disabled
. individuats (established under part C of the i
: Devetopmental Disabifities Assistance and Bill of i
i Rights Act); :

. The agency responsble for the protecticn and

" advocacy system for rentafly ifl individuals

. (established under the Protection and Advocacy
: for Mentally [ individuals Aty

baildipg aganys
g %ﬁfﬁr&%;}

All supervisory staff members at Florence
Park were educaied oii the new policy by
Beverly Stanton, DON on 3/13/2013.
Residents were educated on the new policy
on 3/26/13 by Molly Mac(iregor, Social
Services Director, and at the resident coungit
meeting held on 3/26/13.

3. The following terininated employee
visitation policy was modified and
implemented on 3/13/13:

Florence Park Care Center
Terminated Employee Visitation Policy
Revised March 13, 2013

It is the policy of Florence Park Care Center
that employees are nat permitted to have
visitors (including former employees) in the
me: Former employeses are
] fiilding only under the
following circirgstances:

If & forther employee is designated as “not
eligible for rellire” al Florence Park Care
Center or any Gther HCMG facility, the

Subject to the resident's right to deny or withdraw |
- consent at any time, imrnediate family or other
relatives of the resfdent; and

i
i

forme eniplo¥ee will be atlowed access to
the building to visit. These visits must be
pre-scheduled. Visits must be scheduled,
with adequate notice, by the former staff
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APwiliiton,

Any teficlency slatemen| anding wilh an aslarisic {") tanoles a defisiancy which Ihe insiiullon ay be excused fom correcling providirg |l is delarmined thal
olher safaguards provide sufficien! prolection 1o (ha palienls. (Sse inalruclions.} Bxcanl for rurdng homas, the findings slaled above are disclusable 89 days
following Ihe date of survey whelher or nol a plan of correction 13 provided. For nursing hoimes, ke above findlngs and pians of correclioh am distlosahlg 14
days lollowing [he dale tHese documans are made avalianle o the facllify. f deficlendss are clley, an anproved plan of correclion s requislle lo continued

nrogram participation.
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F 172; Continued From page 1
" Subject to reasonabie restrictions and the i
' resident's right to deny or withdraw consent at any:
1 iime, others who are visiting with the consent of
the resident,

i

F172.
member with the front desk receptionist.
Residents must be specified as they wifl be
asked if they would fike to have a visit with
the former employee. It is the residents right

I decline o visit During these wisttsthe

"Tl‘mw{—ﬁm j iy

; Bny reslaent by any entity or Individual that i
" providas health, soclaf, fegal, or other services to !
! the residert, subject to the residen('s right to deny

| or withdraw consent at any time.

: This REQUIREMENT Is ntt met as evidenced
by:
| Basad on interviews, record review and review of
i the facility's pollcy it was determined the faclliy |
“falled to provided reasonable access for visitation .
! of residents. The facility fafled to ensure Resident !
| #1 was permlitad to have a visitor on weekerds

‘ and evenings when the facility sent a Istter to the
: visitor stating she could anly visit the facity :
: Monday through Friday, betwasn the hours of
" 9:00 AM and 5:00 PM.-
|

| The findings include:

. Review of the facility's policy fitted "Terminated
. Emplayee Policy’, not daled, revesled former
» employses who were deslgnated as "not efigible |
: for rehire” at Florence Park Care Center, were
. only alfowed access to the building to visit

T resident's only and these visits wers to be :
 pre-amanged and take place during the normal
' business hours of Monday through Friday
| betwaen the hours of 9:00 AM and 5:00 PM.

. Further review reveated the formear employse was
- to remain in the resident's room who they had

f schedufed the visit with, and lhe length of the visit :

former employee must remain with the .
scheduled resident(s) in the residel (s} ropm
or a commaon area. The former employee
must arrive and depart the building through
the main entrance only. The former
employee and any guest(s) must sign in and
designate arrival time, resident’s name and =~ ¢
departure time on the visitor’s fog. |

4. A quality assurance (QA) study was
initiated to ensure compliance of the new
poliey. The Social Services Director will
interview two residents per month X 3
months then quarterty X 3 to ensure policy
compliance. Findings will be docimented
and presented qimrterly to the Quality
Assurance Committee. The Administrator
will ensure compliance through the review
and evaluation of the effectiveness of the
implemented changes and guality agsurance
study results,

5. Alleged Date of Cotnpliance 3/26/2013
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was not to exceed that of the specified hours
fistad above.

CInterview with the visitor, on 03/12/13 at 8:00 A,
! revealed she had received a uhone call from

F 172!

Rasideont i tﬁ@f“f’lﬁg Aer-that-arestiettwitortie

complamant was close to had passed away. She

i stated Resident #1 had asked her if she would

, come lo tha facility to vistt because hefshe and

' another resident wouid like to see her. She

| stated she worked Monday through Friday,

therefore she went to the facility on 02/16/13,

which was a Saturday to visit with Resident %1 ;

- and #2. She stated she was at the facillty for an i

" hour, and had visited with Resident #2. She |
i further stated on 02/21/13 she received a certified |

. Ietter which stated she would have o call one of g
the administrative siaff to arrange a vislt with the X
| residents and the only times she could visit was |
" Monday through Friday, between the hours of

- 9:00 AM and 5:00 PM, excluding ackrnowledged

 holidays for the facility, and the times of the visit |
“was not to exceed the normal business hours, i
| She further stated, the leiter had also stated she ;
- could only visit with the resident In the resident's '
I'room. She further stated the letter stated failure

- to fallow these guidelines would be considered
trespasslng

Revfew of the quarterly Minimum Data Set E’MDS)
 for Resfdant #2, dated 02/04/13, revealad the
 resident had a Brief Interview for Mental Status |
| (BIMS) of fourteen {14} out of fiftgen (15),
 indicating Resident #2 was not cognitively
|mparred

Intemew with Rasident #2, on 0%12/13 at 11:00
AM revealed the complamant had come o visit

FORE CM::QSS?‘{DQ»QQ) Presrinig Versions Disoisls Evanl iD: FBKE 11

Facilily 10; 100547

If conlinualion sheel Page 3 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MED!CARE & MEDICAID SERVICES

PRINTED: gur25/2(13
FORM APPROVED
CMB NG, 0938-0391

TAG REGLILATORY ORLSC IDENTIFYING INFORMATION)

DEFICIENGY)

STATEMENT OF DEFICIENCIES {X11 PROVIGER/SUPPLIEIVCL)A (X2} MLLT BLE CONSTRUGTION {X3) OATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: . X COMPLETED
A, BUILDING
C
185174 B, WING e 03/12/2013
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
8975 BURLINGTON PIKE
FLORENCE PARK CARE CENTER
FLORENCE, KY 41042
(x93 SUMMARY STATEMENT OF OSFICENCIES s} : PROVIOER'S PLAK OF CORRECTION 0 el
PREFIX | (GAGH OFF ICIENGY IMUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SIHOULD BE © coMPLETION
i TAG | CROSS-REFERENCED TO THE APPROPRIATE BATE

F17Z Continued From page 3
“with him/her on a Saturday and they had gone
; outside to visit. She stated she had enjoyed the
visit and was looking forward to the comglainant
! coming baok to visit. Residens #2 further stated
- she did not have a ot of visitors and if the
_camplainani was-not-allowed-io-corme-baek-to

5 visit he/she waiild be upset,

i Interview with the Human Recourse Direcior, on

- 031213 at 2:30 PM, ravealed the facility poficy

! stated after a staff member had been terminated

| they were unabie to visit unless they mads prior

“arrangements with adminisirative staff and staff :

i could onfy visit durirg business hours when i
acministrative staff were in the facility. :

F172’
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