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NAME OF PROVIDER OR SUPPLIER

PROVIDENCE PAVILION
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(Xay1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION {X5)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOQULD BE L COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE : Dare
DEFICIENCY)
{F 000} INITIAL COMMENTS  {F 000):

An On-Site Revisit Survey was initiated on
11/12/15 and concluded on 11/13/15. Based on
- the acceptable Plan of Correction received on
- 10/18/15 it was determined the facility was in
compliance on 10/08/15 as alleged.

(X637 DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

Any deficiency statement ending with an asterisk {7) 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 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 date these documents are made available to the facility. H deficiencies are cited, an approved plan of correction is requisite fo continued

program participation.
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AND PLAN OF CORRECTION IDENTHFICATEIN NUMBER: A. BUILDING PP - 4TH FLOOR SKILLED UNIT COMPLETED
R
185038 BWING _ . 10/26/2015
NAME OF PROVIDER OR SUPPLIESR STREET ADDRESS, CITY, STATE. ZIP CODE
PROVIDENCE PAVILION 401 EAST 20TH STREET
COVINGTON, KY 41014
X411D SUMMARY STATEMENT OF DEFICIENGIES 18] PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE PLET
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{K 000} INITIAL COMMENTS {K 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/08/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {26} DATE

Any deficiency statement ending with an asterisk (*) denofes a deficiency which the institution may be excused from cotrecting providing it is determinad that
other safeguards provide sufficient protection fo the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days following the date these documents are made available to e facility. If deficiencies are cited, an approved plan of corraction is requisite to continued

program partticipation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, OQS&G‘;}?
STATEMENT OF OEFICIENCIES {1} PROVIDER/SUPPLIBRICLIA (A2 MULTIPLE CONSTRUDTION (X3 ) §
STATEMENT C ENCI ) 1 PPLIERICLI MLLTIFLE GO 10 {331 DATE SURVEY
CORRECTION CENTIFICATION NUMBER: A BUILDING PP COMPLETED
188038 8. Wik 08/18/20158
HAME OF PROVIDER GR SUPPLIER STREET ADGRESS, CITY, STATE, ZIF CODE
FROVIDENCE PAVILION 401 BAST 207H STREET
COVINGTON, KY 41014
410 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION
PRERY E%C)H DEFICIENGY MUST BE PRECEDED 8Y FULL RREFK {EACH CORRECTIVE ACTION SHOE,}%,E} BE CQM&%Q“
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) o TAG CROES-REFERENCED TO THE APPROPRIATE carE
: . : DEFICIENGY)
‘ K oGO
KOO0 INITIAL COMMENTS K DO Without admitting or denying the validity of the

citations, Providence Pavilion provides the
foliowing Plan of Correction. This plan of
carraction is preparad and executed because itis
fequired by the provisions of the state & federal
regulations and not because Providence Pavition
agrees with the ailegstions and citations isted on
this statament of deficiencies, Providence Pavilion
maintains that the alieged deficiencies do not,
individually or collectively, lecpardize the health
and safety of the rasidents, nor are they of such
character as to Hrait our capability to render
adequate care as prescribed by the regulations.
This plan of correction shall operste as Providence
Pavilion’s written credible allegation of

com pliance,

By submitting this plan of corraction, Providence
Pavillon does not admit to the accuracy of the
deficiencies. This plan of correction is not meant

| CFR: 42 CFR 483.70{a)

_ Building: 01 4ih Floar

- Plan Approvalr 1882
Sirvey under; 2000 existing
Facility typer SNFE

Type of structure: Five story Type | {Fire
Resigtive),

Smoke Compartment: Four smoke
compariments

Firs Alarm! Manual inltiating devices located at ) o
exits. Smoke detectors located in all corridors o establish any standard of care, contract,

end resident rooms. Fire Alarm panel updated in obligation, or position, and Providence Pavilion
2010, ) resarves all rights o raise ail possible contentions

and defenses in any civil or criminal claim, sction

Sprinkler System: Compleis automatio (wel) 07 Proceeding.

sprinider system ,
Providence Pavilion asserts it will be in substantial

compiiance with 42 CFR Part 483.70 {3} on October

Generaton Type || dissal, instailation date
g, 2015

unknown by faciity.
éxass NFBA 101 Life Safety Code Standard {éf% ! 15
Providencs Pavilion does ensure that its Resigents,

Visitors, & Staff have clear and unobstructsd
sgress from ail exits within the facilizy,

Astandard Life Safety Code survey using a :
27868 (Short Form) was conducted on 08/18/15.
Providence Pavilion was found not o be In :

" compliance with the requirements for participation
In Medicare and Medicaid. The census the day of

_ the survey was saventy-one (71} and the facllity is
licensed for eighty-two {825, :

. Ceficiencies were-cited with the highest
deficiency identified at an " I,

K038 NFPA 101 LIFE SAFETY CODE STANDARD . K (38

1. {2} On Gctober 6, 7015 the facility
Administrator was notified by Jerry
Brush, Life Safety Inspector, 016 that the
Plan of corraction initially submitted on
Septembar 14, 2015 was not being
accepted. At that time Mr. Brush

ﬂﬁmﬁt‘%ﬁ PROVIDER/SUPPLIER REPRESENTATIVE'S SiGﬁA?{JRE TITLE (XG CATE
\ Eircvtae Oro e fos szmzyfwéa I ey

Any deficiancy stale . e\nﬁiqg with an asterisk (*) denotes s deficiency which ihe institution may be sxeuded from correcting providing it is determined that
ather ;a{eguards pro sufficient protaction to the patients. (Bes instructions.} Except for nursing homes, the findings stated atwve are disclosable 30 days
foliowing the date of survey whether or not a plan of correction is provided, For nursing homaes, the shove findings and plans of coreclion are disciosable 14
days foliowing the date these documents are made avallabia io the facilily, If deficlencies are cited, an approved plan of correction is requisite 1o continued

program participation,
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- Width of aisles or corriders (clear and

The findings include:

* Maintenance Supervisor, revealed the sormidor

- Administrator revealed the facility had been cited
for the deficiency in 2013 and it was his

- compliance date of 09/07/13, with the
- Admiinistrator, revealed the facility thought the

uncbsiructed} serving @s exit access is at legst 4
fest. 146233

Tris STANDARD Is nol met as evidenced by

Based on observation and interview, it was
determined the facility failed to ensure exit acoess
was maintained, according o Nafions! Fire
Protection Association (NFPA) standards. The
deficiency had the potential to affsct one (1) of
four (4) smoke compartments, two {2) residents,
staff ard visilors.

Observation, on O8/18/15 af 4:23 PM with the

{Purpose Hall} In one {1} smoke compartment to
be 40 inches {40} in width. The corridor was
approximately wenbefive (25} feat in distance.
This deficlency affected rooms 451 and 452, with
ohe {1} resident in each room. interview, with the
Maintenance Supervisar, at the time of
ohservation revealed the facility thought i was ail
right to use the rooms in this area if the residents
were ambulatory.

interview, on OB/18/15 at 4:30 PM, with the
understanding since the Plan Of Correction was

accepted it was aif right to use the rooms.
Review, of the Plan Of Correction having 3

building met the required codes and if the facility

STATEMENT OF DEFICIENCIES {X7) PROVICER/SUPPLIER/CLIA (X7 MULTIPUE CONSTRUSTION {43} DATE SURVEY
o I ¥ i a T 3 .
AMD PLAN OF COBRECTION HDENTIFICATION SUMBER: A, BULOING PR COMPLETED
18508 8. WING O8/182015
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, OITY, STATE, ZiP CODE
451 EAST 20TH STREET
PROVIDENCE PAVILION
- COVINGTON, KY 41014
AV BUMRMARY STATEMENT OF DEFICIENCIESR finl PROVIDER'S FLAN OF CORRECTION &)
PREFY {EACH DEFICIENCY MUST 86 PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE ATE
DEFICIENCYY
inddicated the faciity nesded 1o submit a
K038 . Continued From page 1 Koz Waiver {in order to recelve authorization
885=0 : that rooms 451 & 457 could be utilized

as Resident Rooms} and Mr. Brush
emaiied the Administystor the walver
form to the Administratorn,

{b) On Octobar 7, 2015 the facility
Administrator was notifiad by Jerry
Brush, Life Safety inspector, GIG that
CMS was not going 1o slifow 3 walver to
be submitted for the deficlency cited on
the Statemant of Deficiencies Form
25671, My, Brush indicated 1o the faclity
Administrator that the only way to utilize
the rooms in question was to submit s
passing FSES score, Mr, Brush also
indicated that until the F5E5 score was
submitted the facility would not be in
substantial compilance, as long as there
are Residents in rooms 451 or 452,

{e} On Getober 7, 2015 The facility
administrator inquired {o Mr. Brush that
i the facility did not place Residents’ in
rooms 453 or 452 at this me (umil s
nassing FSES score could be obtained)
the facility would then be In substantiai
compliance?

wir, Brush indicated that this solution
wouid place Providence in Substantial
Compliance.

{d} On October 7, 2015 the Rasident in
room 452 was moved to room 446-2,
Room 451 was unoccupied at this time.
No Other Residents have the potential to
be affected: as Resident Rooms 451 &
452 are remporarily not being used
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FORM APPROVED
OMB NG, 0938-0301

STATEMENT OF DEFCIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURYVEY
AND PLAM OF CORRECTION IRENTIFIDATION NUMBER: A BLYDING PE COMPLETED
Wi
185038 B, WING O8BMB/2045
MAME (OF PROVIDER OF SUPPLIER STREET ADDRESS, CiTY, STATE, ZiP QU0DE
401 EAST 20TH STREET
FROVIDEMCE PAVILION
COVINGTON, KY 410144
(431D ) FUMMARY STATEMENT OF RERICIENCIES i PROVIDER'S PLAN OF CORRECTION {35}
PREER {EACH DEFICIENCY MUST 88 PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
TAG REGULATORY ORLAC IDENTIFYING INFORMATION] TAG CHROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
) as Resident rooms: a3 noted below in
K038 Continued From page 2 K 030 section 3.

didg rot the facility was seeking s waiver, however,
tha facility had no documentation that waiver was
approved for ocoupancy in these two {2} rooms.

Reference: NFPA 101 {2000 Edition)

18.2.3.3" Any required aisle, corridor, or ramp
shall be not less than 4 /£ {1.2 m) in clear width
where serving as means of egress from patient
stgeping rooms. The aisle, corridor, or ramp shali
be arranged fo avold any cbstructions to the
corvenient removal of nonambuiatory persons
carried on stretchers or on matiresses serving as
stratchers.

Exception No. 1! Aisles, corridors, and ramps in
adjunct areas not intended for the housing,
treatment, or use of inpatients shall bs not less
than 44 in, (112 cm} In clear and unohstruciad
width,

Exception Mo, 2: Exit access within a rcom or
suite of rooms complying with the requirements of
18.2.5,

{a} On October 7, 2015 Facility
Admintstrator educated all faciiity
amployeas (Director of Nursing, Nurse
Managers, Assistant Administrator,
Adrrdssion Nurse, and Social Worker}
who have the authority to place Resident
into rooms 4% & 452 that these rooms
are not to be utiized until the QIS gives
Frovidance Pavilion authorization to
utiize rogms 451 & 452, The Facility
Maintenance Director was also included
in the above sducation on October 7,
2015,

{B) Resident Rooms # 451 8 452 will not
be utllized as Resident Rooms unti
gither:

1: A nassing FSES score s submittad o
the UG and the facility receives
authorkzation from the 016 thatrooms
451 & 452 are authorized to be uillized
a3 Resident Rooms;

2. The faciiity makes nesded structural
improvements to the corridors/rooms
that mest NFPA 101 {2000 Edition}
reguiremants as noted in the Statement
of Deficlencies, And subseguent
approval has been received from the
OlGfother appropriate Feders] & State
authorities that rooms 451 & 457 may be
utilized as Resident rooms;

3, The facility receives permission to
utilize from the OiG/other apprepriais
Federaf & State authorities that other
spaces within Providence Pavilion can be
used as Resident Reoms in lisu of rooms
451 & 452,

FORM CMBS-2567{02-99) Pravious Versions Ubsolste
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{c) The Facility Administrator is
investigating the process to obtain &
FSES scora. When a passing FSES scors is
obtained the Administrator will submit
the score to the OIG, requesting
permission to utilize rooms 451 & 452 as
Resident rooms.

4. Inordar o ensure complianca:

{g} Tha Facility Administrater, Assistant
Adrministrator, Director of Nursing,
Muanagers on Duty, or the
Maintenance Director/designes will
monitor daily rooms #451 and #4532
to ensura the rooms are not baing
utilized as Ragidant Rooms;

The menitoring will continue until the

facility recelves germission from the 016

te utilize Rooms 451 & 452 as Residert

Rooms and/or Providence receives

permission from the OiG/other

appropriate Fedaral & State authorities
that other spaces within Providence

Pavilion can be used as Resident Rooms

in fiey of raoms 451 & 452,

These qudits will be submitied o the
Providence Pavilion Cuality Assurance
{{/A) committee to ensure that the daily
MORIoTs are ooourring.

5. Providence Pavilion alleges comalisnoe
as of Octoker 8, 2015,

Page 3 of 4



PRINTED: 09/04/2015

DEPARTMENT OF HEALTH AND HUMM SERVICES FORM APPROVED
_CENTE X MEDI « SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES *1y B
ANDPLANOF CORRECTION | DENTIFICATION NUNBIER, | g e CONBTRUCTION O o ETeD

| 188038 B. WING : 09/2112018
NAME OF PROVIDER QR BUPPLIER BTREET ADORESS, CITY, STATE, 2IF CODE
PROVIDENCE PAVILION 4 EAST 207H STREET

COVINGTUONM, KY 41014
[ BUMMARY 8TA OF B3 NG T
SRBPX | (EACH DEFIGIENGY NUST B PREGECED BY FULL FREFIX ? (Jc%g&mggc%&fgﬂ?ﬁsmggﬁ%e | comnarion
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG ; CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 000 | INITIAL COMMENTS F 000/ e,
‘ : Without admitting or denying the valldity of the
citations, Providence Favillon provides the
A Racartification Survay was inffiated on ‘ following Plan of Correction. This plan of
08/18/15 and concluded on DB/21/15, with correction Is prepared and executad because it s
deflcienceies clted st the hightest Scops and required by the provisions of the state & fedaral
Soverity 8/5 of 8 "G". regulations and not because Providence Pavitton
F 184 | 483.10(e), 483.75(1)(4) PERSONAL F 184 agress with the aflegations and ¢itations listed on
§8ap | PRIVACY/CONFIDENTIALITY OF RECORDS this staternent of deficiancles, Providence Pavillon
mialntaing that the alieged deficlencies do not,
The resident haa tha right to personal privacy and individually or colfectively, jeopardiza the heaith
corfidantiality of hig or her personal and clinical and safety of the residents, nor are they of such
racords. charactar 45 to limit our capability to render
adequuts care a5 prescribad by the regulations,
Personal privecy Includes accommodations, i This plan of correctian shall oparate as Providence
madical treaiment, written and talephane ! Pavilion's written credible sllegation of |
communications, parsonal care, visits, and I compliance.
'| meetings of family and resident groups, but this :
does not require the faclity fo provide a private 8y submitting this plan of cerrection, Providence
room for esch reeldant, pavillon doas not admit to the scouracy of the |
geficlencims, This plan of correction Is not meant
Except as provided in paragraph (e}{(3) of this to establish any standard of care, contract,
gactlon, the residant may approve or refuse the ! obligation, or position, and Pravidence Pavilion |
release of parsonal and clinical records to any | reserves all rights to ralse alf possible contentions
Individual autside the facility, and defenses in any civll or criminal daim, action |
or praceeding. ‘
The rasident's right to refuse release of personal
and cilnical records does not apply when the Providence Pavillon asserts it wlil be in substantial
raslident is fransfarrad to another health care comphance with 42 CFR Part 483 subpart 8 on |
institistion; or record releass | raquired by law. October 8, 7015,
The facllity must keep confidential all information F164 Parsonal Privacy/Confidentiality of Records 'ﬁﬂ/lﬁ'
contained in the resident's rocorda, regardioss of Providence Pavillon does ensure that each of its |
the form or storage methads, axcepl when Hesident’s has the right to parsonal privacy and
ralaase s required by tranafer to another confidentiality of his or har personal and clinical
healthcars institution; law,; third party payment ravords, Providence Pavillon alse ansures that
contract; or the resldent, ciinical records are kapt privata and confidential.
1. The faclity immaediataly removad the

notebook that Resldent # 9 was looking

— through :

' uzm‘m‘ DIRECTOR'S PREROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE L {X8) BATE
‘ ij ? AP E&ﬁcw{i e Q,egcfae Aa.qw?.s”?frz:fﬂ[aé’ SOLI S I
Any deficioncy statament anding

it an auterisk (") denotss u defickancy which the Inatitulion may be oxcused from comecting providing 1t 18 determined el 7
other safeguarda provide sufficient prataction to the patients. (Sem Instructions.} Except far nursing homas, the firdings statad sbove a?a‘diadosab&e 0 days
followdng tha dats of survey whether or not 8 plan of comentian is providad. For nursing homss, the abovs findings and plang of correction are disclosabie 14

-days r:ﬂilm%%f tha ugata thesa doouments are made avallabla to the faciiity. If deficlenclas are cited, &n approved plan of corrention ik requisite to continusd
program: partiapstion,

[FORM CMS-2867(07-90) Provious Versiors Gbsclets~ EventUDUXTIN Faoily IO 100288 f continuation shest Page 1 of 42
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PRINTEL: 068/04/20158

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTERS F & MEDICAID BERVICES OMW
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERVCLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
_ 185038 B, WING OB/21/2015
MAME OF PROVIDER OR SUPPLIER STREET ALORESS, CiTY, 8TATE, 4P CODE -
401 BAST 20TH STREST
PROVIDENCE PAVILION COVINGTON, KY 41014
(%4) 1B "BLMMARY STATEMENT OF DEFICIENCIES 0 FROVIDERS PLAN OF CORRECTION i (8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AUTION BHOULD BE | coMpLETION
TAG REGULATORY QR L3C IDENTIEYING INFORMATICON) TAG CHOBS-REFERENCED TO THEE APPROFRIATE | DATE
i CEFICIENGY)
The Director of Nursing {DON) aiso f
F 184 Continued From page 1 F 164 immediately re-educated nursing staff of

i

This REQUIREMENT Is not met as evidenced
by

Basad on observation and Intarview, i was
determined the facillty failed to keaep clinlesf
records privats and confldential as evidenced by
observation of Resident #8 sitting at the nurses
station looking at the nurse side notebook which
cortsined resident iInformation,

Tha findinga included:

Qbsarvation, ort 08/18/15 at 3:35 PM, revealad
Resident #8 was sitting at the nurse's station

| looking through a notebook Gontaining resident
! photographs and othar Information

intetview, on 08/18/15 at 3:40 PM, with the

Speach Theraplet (ST) revesled the notebook

" contained private and confidential information

regarding the rasidents on the unit and the type of
care each resldent required,

intarview, on 08/18/15 at 3:45 PM, with State
Regiatared Nurse Alda (SRNA) #8 ravesiad the
notebook contained private and confldential
information regarding residents on the unit and
should be placed bahind the nurse's desk out of

the view of rasidents and visitors.

Interviaw, on 0B/19/15 at 10:00 AM, with
Regiutarad Nurse (RN) #2 revaaled the nurss
aide notebook contained privats and confidential
infarmation and should not be in view of residents
and visltora,

interview, on 08/19/15 at 10:40 AM, with the
Diractor of Nursing (DON) revesled the nurse
alde notebouk contatined private end confidential

¢ informstion and should not be in view of rasidents

the Importance of keeping all notebooks
that may contain clinlcal Information out
of tha view of rasidents and visitors, to
ansure resident privacy and
confldentiality.

2. No Residents of tha facility were found
to be affected by the deflcient practive;

' The facllity will prevent similar l55ues
occurring by implementation of the
following practices, noted in section 3.

3. (4) On Septembar 2%, 3%, & 4%, 2015 the
Administrator, Assistant Adeministrator &
DON re-educated alf Providence staff to
the expactation that all ciinlcal records '
be maintained In a fashlon that ensures
the clinjcal records are sut of the view a:}f
Rastdents and visitors, This education
focused on keeping all Resident charts |
and notebowuks out of the reach/view of
residents and visitars. On September
17™ & 18™ 2015 the Director of Nursing
educated the Providence Pavilion Staff of
the process below in (b},

{b} The DON has developad HIPAA
slipbosrds/hinders that are designed to
protect Indlvidual pleces of Rasident |
clinlzal Information from being seen by
residants and visitors. The HIPAA
chpboards/bindars have a coversheat
{see attachad sxhibit (3] that idantifies
that all ciinical information is
confidantial,

Thase HiPAA cliphoards will be hung on

the wall behind the Nursss stations, 5o

E that confidentlal Resident information iis

; further protected,

FORM CM3-2667(02-00) Previsus Version Obaoiete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 010/04/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DUFICIENCIES (%1} PROVIDERVSUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
123038 8. WING 08/21/2018
NAME OF PROVIBER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CLIDE o
401 EAST 207TH STREET
PROVIDENCE PAVILION COVINGTON, KY 41014
XD | SUMMARY BTATEMENT OF DEFICIENGIES n PROVIDER'E PLAN OF CORRECTION L e
PREFIN | {(EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX | [EACH CORRECTIVE ACTION SHOULD BE J
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) [ Ta@ CROSS-REFERENCED TO THE APPROPRIATE @ DATR
; DEFICIENGCY) g
; f {c) The Diractor of Human resources wil
F 184, Continued From page 2 . F164, educata all new hires during their

and visitors. Further intarview revealed the DON | Orlentation period and the Director of
expaciad ail efaff to keep clinlest racords outof | Human resourcss will sducate agency
the view of vialtors and resldants fo ensure staff, prior to being utllized at
rasident privacy and confidentiality. ! frovidence Pavilion, In ragards to the

education In the Plan of correction as
Interview, on (6/21/15 at 8:15 PM, with the submitted,
Administrator revaaied ha expectad all staff to
keep clinica! records out of the view of vigitors 4,  Inorderto ensure compliarce:
and residents to ansure resldent privacy and The DON/designee will conduet Privacy
- confidentiality. audlts of Providence Pavillon Nurses
F 262 483.15{(h)(1) F 252 Sravions 3 time weekly for 3 weaks, two
S6=E | SAFE/CLEAN/COMPORTABLEMOMELIKE ? : times weekly for 3 weeks, ons me
ENVIRONMENT weekiy for 3 weeks, and then one (1)
time monthly for 2 months to ensure
The faclity must provide o safe, clean, that Confidential ¢hinical In records are
comfortable and homellke snvironment, allowing kept out of the view of residents and
the resideant to use his or her paersonal balongings visiters, Resulits of the Privacy audits will
o the extent passible, he submitted to the Providence Pavli!ari
Qumlity Assurance {Q/A) committse, with
the committee determining the neead for
This REQUIREMENT Is not met as evidenced | further monttoring.
by:

Basad on obasrvation and interview, it was Providence Pavilion utilizes the PDCA {Man Do
datarminad the facltity faltad to provide a clean, Check Act) approach In solving ldentifled
comfortable and homaellke anvironment as quality lssues. Using the PDCA approach all
avidenced by solled calling tiles In rasldent rooms : dantifled guality lssues are analyzed and a
431, 435, 444 and 451 and paint chips in need of | § Blan is then implamentad o soiva the

' repair In rooms 426, 427, 429, 438, 439, 442, ; identified problem (Do phase). if during the
448, 434, 435, 430, 418, and 417, ? routing ongoing chack-{the auditing process
| { Providence Pavillon identifies any problem
The findings Include: with the implemented plan; Providence will
then re-analyze why tha plan i§ not working
Obsarvation during the environmental lour of the ] and then will adjust the plan accordingly.
faciity, on 06/16/15 at 2:30 PM, reveaied two (2) The PDCA approach s a continuous cycle,
to three (3} solled calling tiles in residant rooms ? therefore the identified quality issue wi
431, 435, 444 and 451, Further cheervation 3 undergo the G/A process, untl! the /A
{ revealed scuff marks, scrapes and chipped paint | committee determines that the lssues have
on the walls in rooms 425, 427, 428, 438, 438, f been solved, The Administrator & the
Assistant Administrator of the facillty {in
FORM CMS-2507{02-98) Pravicus Vansons Obsolete Event i UXTi1 Facifly 1 100248 If cantinustion shael Page 3 of 42
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£X4) 1) SUMMARY STATEMENT OF DEFICIENCIES ! 0 FROVIDER'S PLAN GF CORRECTION Uy
PREFIX {EAGH DEFICIENGY MUST BE PREGEDED BY FULL ! pRERX (EACH CORRECTIVE ACTION SHOULD B8 ¢ COMPLETION
TAG | REGUEATORY OR LT IDENTIFYING INFORMATION] POTAG caoss-nﬁﬁmggggégc T};l)a APPROPRIATE. DatE
}
collabaration with the Medical Director and
F 262 Contintied From page 3 I F 252 Director of Nursing) oversees the facilities
442, 448, 434, 435, 430, 418, and 417. 1‘ G/A program to ensure that the program ls
‘ effactive and in compitance with Federal &
* Interview with the Maintenance Diractor, on State regulations.
820115 at 11:00 AM, reveslied he ballavad the
solled celling tles cotdd be an Indication of
moisture and he agreed it did not promote a 5. Providence Pavillon aiteges compliance
clean, homalike environment, Regerding the a5 of October 8, 2015,
scuff marks, scrapas and chippad paint, the
Maintenance Director siated it did not promate a
clean, comfortable, and hamelike anvironment |
and he did not have a system in place to monitor | . F 252 Safa/Claun/Comfortable/Homallke ;f{g l:s‘
rooms for needed repalrs and/or paint. ’ . Environment
Providence Pavilion does provide a safe, clean,
intarvew with the Administrator, on 8/2115 at comfortable and homellke enviranment, aflowing
8:16 PM, revesliaed he was unaware of the scuffed the resident to use his or her personal %:eiangtngsl
walils, scrapes, chipped paint and soiled celling tes the fullest extant posshls,
tiles. The Adminigtrator statad he axpected the
Dapartment Managers to have systems In place 1. The facillty Maintenance Directar has
o assure the faclity was kept clean and rapairs repiaced the affected calling tifes in
made as needed. rasldent rooms: 431, 435, 444, and 451,
F 28C| 483.20(d)(3}, 483.10(k)(2) RIGHT TG F 280 The facllity maintanance director &
58 PARTICIPATE PLANNING CARE-REVISE CP mslntanance assistant have completed
the needed re-painting of the paint chipg
The resident has the right, unless adjudged inroams: 425, 427, 429, 436, 439, 442,
| incompetent or otherwise found 1o ba 434, 435, 430, 418, and 417, The
incapacitated under the laws of the State, to Asslstant Adrninistrator variffed that af gt
participate In plenning care and trestment or ; the sbove corrections ware completed
| €hanges in care and treatment. on/before 8/3/2015, The Administrator
i : immadiately (On August 21, 2015]) re-
A comprehensive care plan must be developad | | educated the malntenance
within 7 daya after the complation of the dirsctor/department on tha need to
comgrehensive susessment; prepared by an g maintain a
interdisciplinary team, that includes the attending : safe/clean/comfortsble/homelike
physician, a registerad nurse with responsibility | environment for the Regidant of
for the regident, and other sppropriate staff in frovidence Bavilion
digciplines as determinad by the rasideni's nesds, '
and, o tha extert practicable, the participation of 2. OnSaptember 177, 2015 the
the rasident, the reaidant's family or tha resident's i malintenance Director and Administratgr
i ! inspectad all Resident Rooms for solledi
FORM CMB-2B87(02-89) Fravious Versions Dbsolpte Evert 1D: UXT111 Factity 1D 100288 If continuation sheat Page 4 of 42
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NAME OF PROVIDER OR SUPPLIER, STREET ADDRESS, CITY, STATE, ZiP CODE
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(%43 1D BUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION ' ()
PREFIX (EACH DEFICIENGY MUSYT BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE | COMMETION
TAG REGULATORY 0R LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROPRIATE | OATE
DEFICIENCY) ,
ceiling tHes and chipped paint an the |
F 280 Continued From page 4 F 280 walls. No further Ra’:ufem rooms of the|
legal representative; and periodically reviewed facility were found to be affectad by the
and revised by a team of qualified persons after | deficlent practice. !
{ sach assessment.
; The facllity will prevent similar issuas
accurring by Implementation of tha
| fallowing practices, noted In section 3,
’ 3. {a) The maintenance director has sddad |
This REQUIREMENT is not met as evidencad monitoring of celling tias & room painting
by: to his weekly btlding inspection tool. |
Based on intervisw, record raview, review of the i This toal will be provided to the
facility's polloy and procedures, It was determined | Administrator/designee after weekly
the facility falled to raview and ravise sach completion for Administrativa review.
resident's care plan for one (1) of fifteen (16} {b} Any repairs notes on the waekly
semplad residents (Resident £9). Regident #0 buflding Inspection too! will be
sustained falle with injury while attempting to self ! prioritized and completed by the
tollet; however, there was no documented malntenance department in the
avidence the facifity revised the falls interventions prioritized arder,
to prevent further falls. {c} The Adminlstrator and maintenance]
. . director will establish monthiy walking |
Resident #9 sustainad nine (8) fails from rounds to ensure that repalrs are belng|
04!'34/'75 thmgh 0?{28;15. iﬁEBNEBW ﬁnd !’chi‘d cumpket&d tna tfmai\f fashfﬁrt. (Theaé
mv‘;“f’ﬁ:f“?:;: !ﬁvrﬁg) Otf the fag: w:tim t walking rounds are i addition to the
sustained w ' ant was sttempting to below
seif tollet. (04/18/15, 04/28/15, O5/05/15, Q/A system roted n section 4 below)
OT/03/15, 07112115, Q7/2ZTM5, 07/28/15). Tl:;l;
! resident sustained injury as a resuit of the falls on 4. inorder ta ensure compllance:
| 04/38/16, 04/28/16, 07/27/16, and 07/26/16 The assistant admia!ﬁther will conduct
requiring sutures/staples. However, there was no Environmertal audits of Providance
dacumantod avidance the faciiity reviewed or Pavilian resident rooms 2 times weekly for
revised the rasident's Comprehensive Care Plan 2 manths, 1 time weekly for 1 month,
to implerent new interventions to meet the and then ona (1) time monthly every 2 |
tollsting needs of tha rasident to prevent future manths to ansure that the rooms are :
| falis. Interview and record review ravesled even maintsined in s |
though the faciity identifled self-ambulation to the safe/clean/comfcrtable/homelika i
toiet 58 a root cause of soma of the fails, there envirgnment. Results of the
was no documentad evidencs the faclity E Environmental audits will be submitted to
Implemanted Increased supervision, a taileting the Providence Pavifion Quality Assurance
. program, or g restorative pragram {0 provent ( j
Bvent IDLLIXTIH Faaliity 10: 100286 if continustion sheet Page 5 of 42
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BREFD (EAGH DEFICIENCY MUST BE PRECEDED BY FLILL, | pREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPL
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i E DEFICIENCY)
' | determining the need for further :
F 280 ; Continued From page 6 .\ Fza0 monitoring. ’
“further falis.
: Providence Pavilion utillzes the POCA
| The findings Include: {Plan Do Check Act) approach In solving
Identifled quality issues. Lsing the PDCA
' Raview of the facility's Care Plan policy, not approach alf identifled quallty lssues ara
| dated, revealed the objective was to davelop an analyzed and a Plan is than implemented
individuaﬁzad comprehanalve care plan that to solve tha identified problem {Do
" Includes messurable objsctives and timetables to phase}. I during the routine ongolng
' maat the rasidents medical, nursing, mental and chack-(the suditing process) Pravidance
psychoiaglcal needs. Additionally, paragraph #5 Pavillon identifles any problam with the
" stated, care plans ware revised as changes in the Implemented plan; Frovidence will then |
, ! resident's condition diciated. Care plans wera re-analyze why the plan Is not working !
' reviewed as new parmanant orders weare and then will adjust the plan accordingly.)
“received, as significan change was sssassad, Tha PDCA approach Is a continuous cycle,
| when desired outcomes were not met, and at therefore the identified quality lssue wilt]
 lsast quarterly. undergo tha O7A process, untif the Q/A
1 committee determines that the Issuas |
. Raview of the faclity's "Accident/Injury Reporting | have bean solved. The Administrator & |
| and Unusual Occurrence investigation™ Poiley, j the Asslstant Administrator of the facility
not dated, paragraph #8 revealed, reports would | (in collaboration with the Madical
‘ be anslyzaed for patterns and trands, statistical Diractar and Director of Nursing) aversees
, compilation to ldentify staff development needs or | the facilithes Q/A program 1o ensure that
policy /precedura changes. The interdisciplinary the program is effective and in
* tesm would raview all individual resident fails, ! compliance with Faderal & State
- unusual skin occurrences, and POC's, ragulations.
~ causes/motivatars, further ;}raventaté\fe ‘
- approaches and terventlone, equipment/supply 5. Providence Pavilion allagss compliance 2
‘neads, and raferrals. i of Ottober 8, 2015,
i Review of Ragidant #8's medical record revealsd |
 the facllity admitted the resident on 12/24/14 with
i agnoaes that included Anxiaty, Asthma, Fall's,
| Muscle Wasting, Malalsa/Fatigue, Dability, and
| Cumpression Fraciure Carvical i Veriebra,
| Raview of the Quarterly Minimum Data Set
- (MDS} Assessmant dated 06/12/15 revealad the
_ facillty assensad the resident as frequently
. Incontinant requiring extensive assistance with | ;
PORM CME-2567(02-89) Previous Varskins Obsolels Pvant 1D UXT Fackly 1ty 100288 If continuation shest Page B of 42
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F'280 Continusd From page 6

two (2) person physical asslst for transfers,

+ limited sssistance with one {1} person physical
assist with o walker for ambutation, and extensive

assistance with one (1) parson physical asaist far

toileting . The MDS also ravesled the resident

had a Brief Interview for Mental Status (BIMS)

score of five { 5) dated 06/12/18 which revesaled

the residant was seversly Impaired In cognition.

Raviaw of the Comprahensive Care Plan initlated
-on 01/08/15 revealad the facility identified the

| resident to be at risk for Falls and Activity of Dally
i Living (ADL} Seif Cara Performance and Mobility |
Daficit refated to debllity with interventions to
include: Bad and Chalr alarm In place o alart

| staff of unassisted transfers - check alarms for

i functioning daily; Resldent needs a safe

| anvironment with: sven fleors fres from spills and
s or clutter; adaguate, glare free light, a working

- ard reacheble call light, the bed in low position at
- night; Side rails as ordered, handralls on walls,

' personal itema within reach.

i

{ Review of the fall incldent/investigation follow-up |
. documentstion raveslad Resident #9 fail on

| 4/18/15 st 8:14 AM aftempling to Indapandently
| ambulate to the bathroom and was found on the
| floor bleeding from the back of the head, behind
 the left aar”. Further documaentation revesled all

i Interventions in place and tha resident was sent

* to the hospltsl emargancy room for avaiuation

; and treatment and the resldent recslved staples
 to cloge the wound.

| Raviaw of the resident's care plan revealed no |
| documentad evidence the faclity reviewad snd |
¢ revised the care plan fo mast the resident's
. tolleting needs or to pravent future falls,

£-260 Right to Partidpate Planning Cara- Revise (ffR[1
F 280, care Plan
Providance Pavilion does develop a comprehensive
care plan that Is preparad by an interdiscipinary
team, that Include the attending physiclan, &
registered nurse, with responsihillty for the
rasident, and other appropriate staff in disciplines
as determined by the rexident’s naads, and, to the
extent practicable, tha participatian of the
Resfdent, the Restdents family, or the Resident’s
legal reprasentative: and periodically reviewed and
revised by a team of quaiifled persons after sach
assessment.

L. OnJuly 27, 2015 the DON reviewed
Resident & o's fall history and
fmplamented the followlng intervantions
on 7/28/2015: |
a) & body pillow for positioning,
b} a cradia mattress to remind resident to
call for assistance,

e} a one padded 1/2 dde rail on the
opposite side of the bed,

d} the DON dlscussed with family POA th
risks/benafits of placing a fall mat on the
floor-it was decided not to do this at that
time, and

&} the DON reviewed medicatlons with
the residents Psychologist.

Since the implamantation of these
Interventions Rasident 89 has not fallen,
Resident # 9 has also been placed on the
"lighthouse program” as described In
section #3 below.

in addition to the falls Intarventions
sbove, Resident # 9 has basn assessed
undar the faclity new B&8 protocd! and
has baen placed upon an individualized
toileting program. {Ses F 315 POC abcveﬁ)
]
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()10 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDERS PLAN OF GORRECTION e
PREFIX | {EACH DEFICIENCY MURT BE PRECEDED BY PUIL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | cousiimon
TAG | REGULATORY OR L3G IDENTIFYING INFORMATION) A camnsrﬁazggcﬁg ;? Ngge APPROPRIATE DATE
5 { All new interventions have been addad to
F 280 Continued From page 7 F 280 the STNA POC and the Residents
| Reviaw of the fail Incident/investigation follow-up Individualized care plan,
| docurnentation revealed Resident #9 fell on
04728/13 at 6:20 PM while attempting to ambulate 2, The facility has Implamanted 4 new
to the bathroom independently and was “found | comprehensive falls program, as discusséd
! lying on the floor with modarate amount of blood In section #3 balow,
| coming from above the right evelid”. The resident The facllity will prevent simllar issuss
was sent to the hospital emergancy room for nceutring by implementation of the
; evalugtion and trestment and recelved sutures to comprahansive falls ;
- close tha wound. program, noted In section 3, f
- Review of the resident's care plan revealad no 3. {a) The New Providence Pavilion Falls |
- documantad avidence the facllity reviewed and Program provides for each Resldent to be
| ravisad the care plan to meat the reaidant's Individually assessed to their potential of
; toileting needs or to pravent futurs falls. having falis. If the Residents assessment
indicates tha resident of having a high
| Review of tha fall incident/investigation follow-up | potentls for falls, then Individuatized
- documentation ravealsd Resldent #0 fall on intarvertions are put into place, On
- 05/05/15 at 4:22 AM while attampting to ambulate ; September 17" 2015 tha IDT (consisting
; Independentiy to the bathroom ard was found on | | of the Director of Nursing, Nurse
; the fioor baside the bed. The staff was ; Managars, The MD$ Coordinator, Soctat |
- in-sarviced on 05/06/15 to ansure to offer resldant Work, and therapy Manager) reviewed all
. mssistance to follst every one to two hourg to Resldents to assure that the Providence
| avold attempts to self tranisfer. Pavilion Falls Risk assessinant was
completed, All residents scoring a very
| However, review of the resident's care plan high Risk for falling were placed upon the
- revealed no documented evidence the facility new Bghthouse program. fn tatal &
I reviewed and revised the care plan to offar E residents were placed on the lighthouse
resident asgistance to toilat avery ong to two program. :
. hours to avoid attempts to self transfer par the |
| faclity's investigation.
| On-Golng:
i Review of the fall incident/investigation follow-up . Each Rastdent Iy assessed regarding thelf
- documentstion revesled Resident #9 faell on fails potantial with every assessment
| O7/03/15 at 4,33 AM, The residant climbead out of | completad on them, Asssssrments are
, bed unassisted and was *found sitting on the fioor i completed upon admission to the faciiity
| while attampting to ambulate independently to the and quarterly, If the Resident Is [deimtiied
¢ bathroom. The DON documantad in the fail | a4 belng a very high risk for falling {or as
| Incidentfinvestigation raport the resident attempts E determined by the Falls Committee), no
| o get aut of bed when he/she feels the need to i only do they recaive Individualized
FORM CMB-2607(00-49) Frovious Veralsns Oltsgotota Bvent {0; UXT111 Eaciity I 100260 if continuation shact Page 8 of 42
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185038 8. WING S321I2015
NAME OF PROVIDER O SUPPLIER STREET ADURESS, CITY, $TATE, ZIF CODE
; 401 EAST Z0TH STREET
PROVIDENCE PAVILION COVINGTON, KY 41014
X4)iD | SLMMARY STATEMENT OF DEFICIENGIES | o FROVIDER'S PLAN OF CORRECTION s
PREFIX ! (BAGH DEFICIENCY MUBT BE PRECEDED BY FULL i PREFIX (EAGH CORREGTIVE ACTICN SMOLLD BE | COMPLETION
TAG - REGULATORY ORLSC IDENTIEYING INFORMATION) i TAG ,  CROSS-REFERENCED TO THE APPROPRIATE | DATE
_ : : DEFICIENCY)
: ' f Interventions: they are also placed upon;
F 280 | Cantinued From page 8 F 280§ tha Providenca Pavillon lighthouse
! toilet and the resident neads to be offered ; program, ;
' fraquent toitating. f The lighthouse program provides
i ! additlonal safety fo the Resident by
| Howaver, review of the resident's care plan ‘ raminding staff, family, and visitors to
revealad ne documented evidence the fagility frequently manitar the Resident.
- raviewad and ravizad the care plan to include :
' fraquent taileting. ; {b) If a Resident does have a fail at
: i #rovidence Pavilion, the Resident and .
- Review of the fall incident/invaestigation follow-up | any potantial causas for the fallare |}
- documentation revesled Resident #0 fell on i immadiately assessed by the Charge |
- 07/12/15 at 8:30 PM whiie attempting to ambulate Nurse with assistance from the clinical !
independently to the bathroom and was Yound manager. !
" gitting on the floor". Further review revealed the | {c) A Follow Up Investigation form has |
. resident needed to be tolietad In advance of need | been developed and Implemented and |s
- and to frequently offer to take the resident to the J used for documentation of the j
‘ restroom to help decreass the amaount of assessment and interventions following a
. unassisted transfers, f fall.
. Howaver, furthar raview revealed this intervention ' 5 {d} Falls are analyzed individually by the
was niot initiated on the care plan until 0772015 ‘ DON and the Indhvidus! Nurse Manager
. and was added, Thig intervention was added : : {un a dally basls) to ensure appropriate;
seventesn (17) days after the nead for toilsting | i intarventions have heen put inte place to
- was dentified aftar the fall on 07/12/15. ! lower the risk of additional falls ‘
E ; occurring. Af this thme the Residents |
" Review of the fall incidentinvestigation follow-up POC 15 reviewed and revised as necessary
| documeniation reveated Resident #8 fall on to ansure that appropriate interventions
07/27/16 at 12:50 AM while the realdent are documented on the Resident |
attempted o ambulate independantly the resident | a individuaiized POC. :
. was fourd "sitting on the floor in the bathroom i l
- with blood coming from the alde of the head". f (ejEvery week, the Providence Pavillon!
Q The resident was sent to the hospltal for further i Falls Committee (a newly established |
| avaluation and treatment and racelved staples to 1 Interdisciplinary team IDT} meets and |
i ¢lose the wound. The DON further documented discusses falls that have occurrad sine
the implemantation of a body pillow for | thelr lsst meating. Suggestions from this
' positioning, & cradle mattress to remind regident s committes sre added as appropriate tg
to call for essistance instead of climbing outof f tha Individusalized Resident's care plan &
-« bed, one padded half side rall on the opposits | : if appropriste to the Providence Pavilidn
! side of the bad, and dlscussion with tha POA f | Falls palicy.
; about the Implemantation of a fall mat could | i
FORM CMS-2067(02.60) Previous Versions Obsoieis Event I0: UXTH4 Faciity (3: 100288 if continuation shest Page 9 of 42
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | FREGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY) :
On September 17" 2015 the
F 280 Continued From page 8 F 280 Administrator of tha faclity met with

increass fall hazarde ralated to the ragidents poor
safoty awarsness, snd DON documented she
would discuss medication alterations with the

" Psychologist.

- Howevar, raview of the plan of care revealad the
" naw interventions were not addsd to the care plan
untii 07/28/15.

Faview of the fail Incidentinvestigation follow.up
documantation ravesled Reskdent #0 fali on
- 07/2816 at 6:38 AM while the resident attempted
't ambulats Indepandantly and was found on the
» fioor in the bathroom with blood coming from the
i forehead and a skin tear to the left lateral arm®,
: the rasident was sent to the hospital amargency
“roum Tor avalustion and treatment and raceived
I suturas to close tha wound. It was further
, documentad that multiple interventions had been
| added on 07/27/15, but review of the cars plan
- revealed the Intarvention was not added untif
07/28/15,

However, thare was no dacumanitad evidence the
i faciiity reviewed and revisad the care plan to
meat tha resident's folleting needs to prevent
futurs falte, Further review roveslad no antry
‘ regarding the fall, freatment, or follow up
interventions at the time of the fall.

. Intarview with the Minimum Data Sat (MDS)

' Coordinator on 08/21/15 at 4:15 PM revealed her

" role was {0 review and revisa the Comprehansive

| Carg Plan once she received the copy of the

| physiclang order. She also stated the Director of |
- Nursing {DON) and Unit Manager could make

" changes to the Care Plan a8 the nesd arosa. She ;

stated the process for updating the care plan
; following a fall was the nurse on duty completed

membars of the care planning tearn
{DON, Murse Managers, MDS Nurse, SW,
and tha Asgistant Administrator) and
presented to the team the expectation
of what I5 expscted at Providence
Pavillon In regards to updating/revising]
the Residents fall POC, The expectation
Is that every Fall Intervantion i3
documented on the Residents acute PQC
and the LTC POC.

The Director of Human resources with
educate ali new hires during thelr
Crlentation perlod and the Diractor of
Hurman resources witl rducate agancy
staff, prior to being utiiized at
Providence Pavillon, In regards to the
aducation In the Plan of correction as
submitted,

(5] Ths facttity MDS Nurse is part of the
Falls Committes and witl ensure that al
Interventions that are discussed and
adapted are addad to any affected
residents individualized care plan,

4. Each Providence Pavillon Nurse Managgr
Audits each fall that ocours on their
floor. This audit monitors the
complience to the Falls Program. The
audit Is turned Into the agsistant
adminlstrator after completion by the
nurse manager.

The aysistant administrater monitors t¢
angure that the Palle Progrem ls belng
congistently implarnented. The assistapt
administrator alse manitors to ansure
that the weskly fall committea is

FORM CW8-2567(02-00) Previaue Varsons Ghealss Evant [DUKTIN

rro/ZLod 1083 £8Z 6580¥ D

Facilty (D: 100206 I coniinuation sheet Page 10 of 42

oEnsumpy (g [RE SYIZZ S102/8LI01



PRINTED: 09/0472015

FORM CMB-2507{02-58) Pravious Yenifons Claoiste

rPrOELD' 1099 £5Z 8580V

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0838-0391
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401 EAST 20TH STREET
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(eay ity SUMMARY STATEMENT OF DEFICIENCIER I D PROVIDER'S PLAN OF CORRECTION 8
PREFIX | {EACH DEFIGIENGY MUST BE PRECEDED BY FULL * PREFIX {EACH CORREGTIVE AGTION SHOULD RE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) I TAG CROSE-REFERENGED T4 THE APPROPRIATE ]
| L TEFIGIENGY)
meaating is
. F 280! Continued From page 10 F 280 ?;;;l;i’,am that the )
-the tncldent repart sBummarizing the falt and ]
documented it in the progress notes, and tha The assistant administrator will audit all
DON complated tha follow-up investigation, talls oceurring within Providence Pavillon
obtained orders for any new interventions, and for 1 reonth, then tha 50% of all falls for,
than sddad the new intarventions to the care 2 months, |
plar:. Results of the all falls related audits |
{audits performed by the unit managers
Interview with Unit Manager on 08/21/16 at 4:00 | & assistant administrator) will be
PM revealed the process for revising the care f submitted to the Pravidence Pavilion
; plan tollowing a fall was the nurae on duty Quallty Assurance (CI/A) committes, w]th
' completed the incident repost summarizing the the committee determining the nead far
; fall and documantad it in the progress notes, and | further monitaring. i
. the DON completed tha follow-up investigation, | !
. orders ware obtained for any new Interventions | The DON, Nurse Manager, & MDS
and then added to the care plan. Coordinator will audit All Fall Care Plans
weekly on Thursday during the Palls f
i Intarview with the DON on 08/21/15 at 4:40 PM committee weekly mesting for 1 month,
. revoaled the facility did not review and revise the then audit 50% of Fall Care Plans weekly
| care plan with new interventions after falls on Thursday during the Falls committee
‘ ﬁuatamw an (04’1 8{1 5 Q4281 5 0B/0511 5 weeggy maeting for 1 month, then .
051’23}'1 5 0?;63{1 5 G?‘Jﬂ 2{1 5 0?!28[’ 5} Thea pandgmlv sudit o Fall Care Plans wgakEy
- DON stated the process for revising the care plan on Thursday during the Falls cormmittes
| fullowing & fall was, the nurse on duly compiated weekly meeting for 1 month,
l | the Incident report summarizing the fall and
documents |t in the progreas notes, tha DON Results of the all falls related audits
1 | completed the follow-up investigation, orders {audits performed by the DON, Unit
E . were obtained for any new Interventions and then Managers, MDS Coordinator & assistant
added to the care plan. She further stated sha | adrministeatar) will be submitted to the |
1 Qxﬂaﬁtﬁd tha stalf to raviaw and ravise the Pravidence Pavilion Quality Assurance
| comprehenaive care pian ag the rasident's i {(/A) committee, with the committes
 condition dictatad and that {icensed ataff ahould : determining the naed for further
i fOliﬂW the fmﬁity'ﬂ cars pian PO“W ; ! mcn}:orjng,
| Interview on 08/21/15 at 8:15 PM with the Providence Pavilion utilizes the PDCA |
+ Executive Director (ED) revealed he axpected the {Plan Do Chack Act} approach In solving
i ataff to review arxd revige the comprehensiva care Identified quallty lssues. Using the PDCA
piars ag the resldent’s condition dictaies snd thet approach all ldentifiad quallty issues are
. llcansed staff should adhera to the facility's care analyzed and a Plan Is then Implemented
 plan policy. | , 0 solve the identifled problem (Do |
Evan ID:UXTT Pesiilty ID: 100266 If continustion sheet Page 11 of 42
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OMB
STATEMENT OF DEFICIENCIES {X1) PROVIDER/ISUPPRLIERICL 1A (X2} MULTIPLE CONSTRUCTION [X3) DATE SLURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEBER A BULDING COMPLETED
128038 B. WING 08721120158
NAME OF PROVIDER OR SLPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
401 EAST 20TH STREST
PROVIDENCE PAVI
LioN COVINGTON, KY 41014
I ; SUMMARY BTATEMENT OF DEFIDIENCIES i} BROVIDERS PLAN OF CORRECTION L]
FPREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AUTION SHOLULD BE mw

DEFICIENCY)

t
I
;
TAG REGULATORY ORLEC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROBRIATE pATE
i
{

| phase}. If during the routine ongoing
F 2821 483.20(k)(3)(Ii) SERVICES BY QUALIFIED . F2s2 ¢heck-{the auditing procass) Providence

§5=03 PERSONS/PER CARE PLAN l Pavilion Identiflas any probilem with the
| implemented plan; Pravidence will then
The gervices provided or arranged by the faciiity E re-aralyze why the pian ls not working
¢ must be provided by quuiified porsons In | and then will adjust the plan accordingly.
| accordance with each resident's written plan of The PRCA approach is 3 continuous

' cars. ; cycle, therefore the Idantified quality
lssue will undergo the QfA procass, unt
the (/A committes determines that the

| This REQUIREMENT is not met as avidenced issues have been solved. The

by Administrator & the Assistant

| Based on observation, interview, record raview, | Administratar of the facHity {in

: and review of facility's Care Plan poiicy, it was ’ coliaboration with the Medical Director
detarmined the facility falled to follow the and Director of Nursing} oversees the
resident's plan of care for two (2) of fiftesn (15) fachlities (/A program to ensure that the
sampled residents (Resident #4 and Resldant , program Is effective and in compliance
#5). Resident ¥4 was care planned for honey l with Feders! & State reguistions,
thickened llquids and supervision during meals.
Resident #4 was observed not to have honey 5. Providence Pavilion alleges compllance ab
thickened liquids and was not supervised during of October B, 2015.

the lunch maal on 08/19/15. Resident #5 had an
order and a care plan intervention for TED
(Thrombo-smboiic deterrent Hose) each morning
and off sach night. TED hose ara designed to
promote circulation in the legs and help pravent
hlood clot formation, Obsarvation raveaiad
Regident #5 did not have on the TED hose.

The findings nclude:

Review of the facillty's policy "Care i ;
Plans-Comprehensive™ not dated, revesied the |
facility will develop an Individualized
comprehensive care plan that includes
measurable oblectives and timetablas to meast the
rasldents medical, nureing, mental, and

! psychological nesds. Further review revealed the
i comprahensive care plan was designed to

I incorporate Identifisd problem areas and reflect ’g

% treatmant goals and objectives In measurable mgm
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUIA IXZ) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BULDING COMPLETED
185038 A, WING Q81120158

NAME OF PROVIDER OR SUPPLIER |

$TREET ADDRESS, CITY, STATE, ZIF CODE
401 FAST 20TH BTREET

PROVIDENCE PAVILION COVINGTON, KY 41014
Xao ! SUMMARY STATEMENT GF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION T e
FREFIX | (EACH DEFICIENCY MUBT BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE | COMPLETIGN
ARG REGLLATORY CRLSC IDENTIEYING INFORMATION} TAG c&m&em&g&;&gé%ga APPROFRIATE i DATE
i i
? F 282 Servicas by Qualified Persons/Personatized |
F 282 Continued From page 12 F 282! care plan va d; éf?,[ s
| autcomes and aid in preventing or reducing Providence Pavillan does provide and/or srrange |
 declines in the resident's functional stalus and/or services that are delivered by a qualified person in
- functional lavel, accordance with each resldent's written plan of
TArE, H
1. Review of the medical record ravealed the i ;
facllity admitted Resident #4 on 10/01/10 with ' 1, Providence Paviflon's IDT Reviewed and |
| glaignns;?_s wh!igfh fr;‘iniv.;dgd I;:amiaj&ﬁqun Fallure, | Revised both zffected Residents Care plan
! Urinary Tract infaction, Dirbates, Anxlaty, : as follows: 5
' Deprasston, Gestrostomy, and Dysphagla, A ; Resident’s #4 diet was changedtoa
- raview of the Quarterly Minimum Data Set (MDS) Regular diet with no required supervision,
assessment dated 07/27/1% revealed the residant Resldent’s #5 TED hose have been
required axtensive assistance with one (1) parson discontinued by the attending physician,f
! &hvsle?:’ ﬂ:ﬁ?;;ﬂr %ﬁg}% E'Eﬁi M!Dfs ﬁhgﬂ ftea;feafﬁd as they were no longer cfinically indicated.
“the reside 7 nterview for Men |
Status (BIMS) acaora of thirleen (13) out of fifteen 2. NoResident of the facillty dentifled in the
(15} Indlcating the resident was cognitively intact. . staternent of deflclencias [2567) ware |
i found to e affected by the deficient
| Review of the Physiclan's orders, dated August practice:
2015 revealed an order with a start date of Resldant # 4 was known to facliity as not
‘ 10/14/14 for the residsnt {o receive regular compllant with the arder for honey
- machanical soft texture diet with honey thickened llquids and having supervision
conslstency liquids. during meals. Resldent was assessed as
Review of the Comprahensive Care Plan dated having a BIM of 13/15,1 indlcating that the
i : resident was cognitlvely Intact. Because
| Pan ravasled ntervertons 1o netic rovee | | emovcomlamithtredet
! restrictions: On the fac !
; honey thickened iiquids as ordered and up in ? Implemented every shift monitoring of
| Wheelchair with supervision for all meals. ‘ the Resident for §/5's of silent aspirﬁtiani
| . The monltoring consisted of checking the
E gﬁsgfgg :;g?:iﬁmtz:;:é‘ gg’;g’iﬁ’f 1220 ' residents Temperature, Pulse, and Oxygen
f (SRNA) #4 deliverad Resident #4's lunch ray to e o e e Al
| the room, set the meal tray up for the resident, [ hoted above the order for Resident’s diat
E gﬁui‘m::sg?;'&‘;mmiggw;%&g ;;ﬁfg;‘; was changes to 4 regular diet withno |
! ! s | ired supervision.
| whealchalr, Further observation of the meal tray | requiree supe
; revealed the tea and coffes wag not honey E After the completion of the annual survey
, thickenad. t Ined thet Resident # 51 ,
LRI CMS-2587(02.08) Previous Versions Obsalete Event 10 UXT1i1 Facity iE% 100208 if cuntiruation sheot Page 13 of 42
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
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-AND PLAN OF CORRECTION IDENTIFICATION NUMBER; L‘ ;uwm oN o) gg;;fg}?e\?v
163038 B, WING 08/21/2015
NAME GF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, 2iF CODE -
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COVINGTON, KY 41014
X4 1D SUMMARY STATEMENT OF DEFICIENCIES % o | PROVIDER'S PLAN OF CORRECTION T oy
PREFD. | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATCGRY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE |+ QATE
| DEFICIENCY}
T : )
had not worn TED hose for some time
F 282 | Continuad From page 13 F 282 because Resident # 5 does not like to

[ Interviaw, on 08M9/15 at 12:21 PM, with SRNA

' #4 revealed she was not aware the resident

' required honay thickened liquids and supervision |
| during meals. i

" Intarviaw, on 0B8/21/15 at 4:45 PM, with Dirsctor
- of Nursing (DON) revealad she expected ail staff
"o follow the residents care plan and to adhers to |
- the facility's Cara Plan Policy. Continuad '
t Interview with the DON revealed she was awars

i the Resident #4 was required to have honay

: thickenaed liquids, but the resident chose not to
 have the liquids thickened. The DON further

. stated she was not aware the resident required |
; suparviglon during meals.

i 2. Raview of Resident #6's medical racord g

- revealed diagnosis which included Cognitive ;
. Daficits due to Csrabrovascular Disease, ;
' Schizoaffective Disorder, Hypartension, ;
- Demantia, Unapecifind Disorder of Kidney and |
Urater, and Pacamaker. Review of the Quarterly

‘ Minimum Data Set (MOS) dated 08/15/16,
. revaaled the facility assessad the resident as

© having a Brief Interview of Mental Status (BIMS)

| of & nine {8) out of fifteen (15} indicating the

; resldant was interviewable,

Ravlaw of the Physlcian's Orders for August 201 5 )
 revealed a Physician ordar for TED hose on every
1 {C)) AM off avery evening and night shift, 5
i ' Review of the Comprehensive Plan of Care and l
: the Nurse Aide Care Plan, dated 10/2dM3and
i revised on 02/11/15 revealed the intervention that |
| Residant #5 was to have TED hose on in the AM
| and off at night (HS). :

i
i i

|

;

wear the TED hose, Resldent #35 has not]
showr 5/5's of any blood clot formatlon
and cHnical avaluation revealed that the
resident’s circulation was satisfactory.
Rasldent # 5 also has had no recent
evidence of lowar extremity edema, As '
noted sbove the TED hose for Resident &
5 were discontinued by the Residents
attending physiclan,

i
All Residents of the facility who may be
an a restrictad dietfor requiring :
supervision at meal times & Residents ¢
who have orders for TED hose may be |
affected by the practice identified on tEw.
statement of deficlencles.

The facility will prevent similar Issues
occurring by implementation of the
follawing practicas, noted In section 3,

Facllity has Implemented 4 new practice
to ensure that all care plans are croated
and/or updated and followed by ‘
emernbars of the care team.

{a} Underthe supervision of the
attending MD, the Faciity standards
of Care (SOC) tvam, Includinga |
Reglstared Nurse who is rasponsibte
for the care of the Resident, the |
Sacial Worker, The MDS |
courdinator, and the Director of |
Nursing will meat weeakly to review
alt Residents who have new ordeds.
Any Resident who s ideniified with
2 new order will have a care plan |
updated and/or Initlated,
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RESTORE BLADDER

Based on the resident's comprehansive

., asgesament, the facility must ensure that a

* rasident who enters the faclity without an
| indwalling cathater | not catheterized unless tha
rasident's clinical condition demonstrates that

catheterization was necessary; and a residant

{ who |s incontinert of bladder recaivas appropriats |
| treatmant and services to prevent urinary tract
| Infections and to restore ag much normal bladder |
 function as passﬁbfa. ;

¥

i
i
!
|
i
i
!

i

{a)

STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION HDENTIFICATION NUMEBER: A, BUILDING COMPLETED
185038 8. WING Qa[zauge"s
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE
401 EAST 20TH BTREET
PROVIDENCE PAVILION COVINGTON, KY 41044
(X4 10 SUMMANY BTATEMENT OF DEFICIENCIER T PROVIDER'S PLAN DF CORRECTION X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SBHOULD BE COMPLETION
TAG REGULATORY OR LC IDENTIFYING INFORMATION) LTAG | CROES-REFERENCED TO THE APPROFRIATE Dare
g ; DEFICIENGY) :
{b) Five times waekly the Nurse |
F 2821 Continued From page 14 | F28z Managsr on each Nursing unlt
Observation on 08/18/15 at 12:00 PM, 2:30 PM, j reviews zll new orders from the.
. 5:30 PM; 08/19/15 at 8:48 AM; 08/20/15 at 8:30 | : previous day (or fram the ‘
 AM, 4 00 PM; and 08/21/15 at 8:45 AM, and 2:00 | ! weekend) to ensure that all new
\ PM, ravealad Resident #5 did not have TED hose | [ | orders are comgpleted, accurate,)
i on at any of these cbhservations, | ; and have an appropriate care
’ ‘ plan in place. The order reviews
Intarview with SRNA#7, on 08/21/15 at 2:30 PM, inchude a review for any new
ravesied she was not awara that Resident #5 was i and/or revised treatment :
to have TED hose on dally. SRNA#7 reviewed madality. If the order review
Rasidant #5's care plan and stated "yes" ha/she § identlfles a new order: the nurse
was care planned to have TED hose onevery. | manager, DON, and the MOS
AM. | coordinator will review that
‘ resident’s care plan o ensure an
| Interview, on 0B/21/15 at 4:48 PM, with the DON | approprista care plan Is in place.
revealed sha was not awaro that Resident #5 did | ;
not have TED hose on throughout the survay. | ! {e} The DON/MDS coordinator and:
She stated she axpaected the staff to follow the | | Nurse Managers will ensure that
f resldant's plan of care and adhere to the facility's | the new order Is alsa posted on,
' Care Plan Policy, : the POC (the facillties care pfam
‘ i , for STNA's),
Intarview on 08/21/16 at 8:15 FM with the
Administrator revesied he expected all staff to i 4} OnSeptamber 2™, 3% B.4™,
follow tha facility's pollcy regarding Care Plans. .% 2015 the Administrator, Assistant
F 315 483.25(d) NO CATHETER, PREVENT UTI, | Fa1s Administrator & DONre-

educated all Providance Staff on
what an Individualized care plan
Is, why the care plan is to be
followed, and the clinical ;
mearmbers were re-educated cm
how to find tha care plan,

On Saptember 17" and 18" the
DON educated sl nurses &
STNA’s on the new process being
utilized to update the care plan|
and the importance of faiiowirag
the care plan.
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. REGULATORY OR LBC IDENTIFYING INFORMATION) TR : CROSS-REFERENCED TO THE APFROPRIATE ; DATE
; ; CEFICIENSY) 1
{f} The Director of Human resourcesj
F 315 Continued From page 18 F 315 will edfucate alt new hires during.

: ';'his REQUIREMENT Is not met as evidenced

I by;

j Bazed an Interview, and dlinical record review, it
. was determined the facility failed to ensure

| ressiciants recalved appropriate treatment and

; aérvices to réstore as much normal biadder

| functlon as poasible for two (2) of fiftean {15)

i sampled residents (Resident #5 and Resident #

: 8). Resident #8 and Resident #5 had not had a

| bindder anssasgsments since admission and had
i ot baan placed on a tolleting program for

{ documanted frequent incontinance after

! axprasaing the dasire to tollet.

! Tha findings include:

i 1. Review of the medica! rocord revenled the

 faciity admitted Resident #9 on 12/24/14 with

| dlagnoses that Included Anxisty, Asthma, Falls,

. Muscle Wasting, Malaise/Fatigue, Deblity, and

- Compression fracture Cearvicle 2 verlebra. A

- review of tha Quarterly Minimum Data Set (MDS)

; Asasgamant, dated 08/12/15, revealad the

 resident was frequently Incontinent and required
oxtensive assistance with one (1) person physical

! ansist for tolleting and was fraquantly incontinent

i of bowet and bladdar. The MDS also reveaied the

resident had & Brisf Interview for Montal Status

- {BIMS) acora of flve (8) out of fifteen {18) dated

| 08/12/185, Indicating the resident was severely

cognitively impalred,

! Raviaw of the Coamprobansive Care Plan initiated
! dute 010815 revealsd ths facility identified the

| residant to be at risk for Activity of Daily Living
(ADL) Solf Cars Parformanca and Mobility Daficit
! rolated to debility. The Nurse Aide Cars Plan

! Initiated 12/24/14 and revised on O7/28/18

thelr Orlentation period and the
Director of Human resources will
educate agancy staff, priorta f
baing utitized at Providerve
Pavilion, in regards to the
education in the Plan of
correction as submitted. :

4,  In orderto ensure compllance: :
{8} The director of nursing, and/or i
designes, will conduct audits of ail .
residents who have new ordars ]
weekly for 4 wesks, two tmes i
moithly for 1 month, and then :
manthly for 1 month t ensure that!
Residents have appropriate care |
plans I place. ]
{B} The facliity dieticlan will conduct Bi-
weekly sudits of sl Resldents who 1
are racelving alternative dists and/dr
residents needing supervision with |
meals for 1 maonth, then weekly
audits of all residents who are
racelving alternative diets and/or |
residants needing supervision with
meals for 1 month, then Random
audits of 3 Restdants who are
receiving alternative diets and/or
residents needing supervision with ¢
megiz for 3 month. g
[g) The Rehab Unit Managar/designee
will conduct weekly audits of alt !
Rasldents who have orders for TED |
hosa for 1 month, than 50% of :
Residents who have orders for TED .
hose for 1 monih, then 5 Resldenis|
whao have ordars for TED hose for :L

| revealed Intervertions to include, asaist of ons (1) | month. i
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STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND FLAN OF GORREGTION IDENTIFICATION NUMBER: A SUILDING COMPLETRI
188038 B. WINO 08/21/2016
NAME OF PROVIDER OR SUPPLIER STRERT ADDIRESS, CTY, BTATE, ZIP CODE T
401 EAST 20TH STREET
PROVIDENCE PAVILION COVINGTON, KY 41014
(X4} 1D | SUMMARY STATEMENT OF DEFICIENCIES : D FROVIDER'S PLAN OF CORBEGTION (8
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORREGTIVE ACTION SHOULD BE | COMPLETION
TaG | REGULATORY OR LEC IDENTIFYING INFORMATION] [ TAG CROSS-REFERENCED TO THEAPPROPRIATE | OATR
o | DEFICIENGY) s
: ; Rasults of tha New order audits &
F 315! Continued From page 16 " F a5 Resident obsarvation audits {slternative
for taileting, weara pull ups, offer/assist the diets/supervision for meal & TED hose
resident to tollet in advance of need and g audits) will be submitted to the
fraquantly offer to take resident to tha bathroom. | i Providence Pavilion Quality Assurance
The clinical record revealed the resident had not | ' (Q/A} committes, with the committae
had a bowel and bladder reassessment and had determining the need for further
not baen on a tolleting program, Further review | monitoring.
of the clinical record revesled the State
| Reglstered Nursa Alde (SRNA) Bowe! and [ = Providence Pevilion utilizes the POCA {Plan Do
- Bladdar tracking record revealed the resident had | Check Act) approach in solving identifled
| beer tallatad two (2) to three (3) imes & day and : quality lssues, Using the PRCA approach all
was continent of bladder thirty two (32) out of fifty : Identified quailty issues are analyzed and 2
 four (54) toileting's. Flan is than lmplamented to solve the
[ tdantified probiem (Do phase). f during the
F Interview, on 08/21/16 at 2:40 PM, with State ; routing ongoing check-{the suditing process
; Registerad Nursing Assistant (SRNA) #4 revealed [ Frovidance Pavilion identifles any problem
; Resldent #9 had baen offersd tolleting every two with the Implemented plan; Providence will
| (2) hours. SRNA #4 stated she only documentad _ then re-analyze why the plan Is not working
In tha resident record whan the resident urinated ' and then will adjust the plan accordingly, The
,I or had a bowe! movement and she did not : PDCA spproach is 8 continuous eycle,
| doctiment every time she offered tollating to the therefora the Identifled quality issue wil
I residant. undergo the Q/A process, until the O/A
| 2. Review of Resldent #5's madical record ; committee determines that the issues have
{ ravealed diagnosis which includsd Cognitive : been solved, The Administrator & the
Deficits due to Carabrovascular Disease, ‘ Assistant Admindstrator of the facility {in
| Schizoaffective Disordar, Hypartension, ; collaboration with the Medical Director and
| Damentia, Unspscified Olsorder of Kidney and ' Oirector of Nursing) oversees the facilities
- Ureter, and Pacamaker. Review of the Quartardy | (/A program to ensure that the program s
! Minlmum Data Set (MDS) Assassment, dated effactive and In compilance with Federal &
I 08/18/15, revealed the facility assassed the f State reguiutions,
; rasident es having a Brief Inferview of Mental :
! Status (BIMS) of a nine {9) out of fiftacn {(15) 5 Providence Pavillon aileges comphiance &
] indicating the resident was interviewable, E , of October 8, 2015,
i ! ,
| Interview with Realdent #5, on 08/20/15 at 2:00 - i
: PM, revealed that the resident was aware whan |
. helsha needed to urinste or have a bowsl :
| movement and would cafl out for assistance to go | :
' to the balhroom and sometimes was told by staff | !
| that he/she would have to walt, and he/she could |
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FORM APPROVED

OMB NO. 08

STATEMENT OF DEFIGIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2} MUATIPLE CONBTRUCTION {X3) DATE SLURVEY
AND FLAN OF GORRECTION IDENTIFICATIOM NUMBER: A BULDING COMPLETED
185038 B Wina 08/21/2018
NAME OF PROVIDER DR SUPPLIER STREET AGDRESS, CITY, STATE, ZIP CODE T
401 EAST 20TH STREEY
PROVIDENCE PAVILION COVINGTON, KY 41014
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1xm)
PREFIX . {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION 8HOULD BE COMPLETION
140 REGULATORY GR LS IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGYS
i F 315 No Catheter, Prevent UY), Restore Bladder : {
F 3157 Continued From page 17 F 38 providence Pavilion doss ensure that resident'{s) : #hle
' not hold their urine and wasg incontinent on self, who enter the Tacliity who are incontinent of
He/She continued that doesn't happen very often, bladder recelve appropriate treatment and
most of the time | maks it 1o the bathroom, servicas to pravent urinary tract infections and to
! restore as much norms! bladder function as .
i A raview of Resident #8's comprehensive MDS possible.
“assessment dated 03/20/15 revealad tha facility
assessed Residant #5 to have a BiMS score of : 1. Resldant's # 5 and #9 mach ave currently |
13, which indlcetes no cognitive impairment. The : uncdergoing a Siadder sssessment
' MDE also stated that Resident #5 was frequently {sttachment b} that will be completad an
" Incontinent of urine and bowel. Continued review Septamber 18, 2015, Each completed
. of the medical record revealed thet Resident #5 assessment will be reviewed by the
was often continent of bowel and bladdar. interdisciplinary Care Team {I0T) and
based upon the clinical upon the
- Further raview of the record revealed no "Bowel : assessment outcome each resident will be
, and Bladder Assessmart” had baen comploted placed o an apprapriate tollsting
“and no Training Program was In place. The plan ! prograrn, The toileting program will be
' for management was to tollet the resident in appropriately care planned both on the
advance of need, nurse aldes POC & the MDS. :
- Argviaw of the care plan for Resident #5, dated 2. The facillty Is also assessing &l resldents In
04/30/13 and updated 02/11/15, ravenled the facllity to ensure each rasldent has
- Resident #5 waa incontinent of bladder and been Individually assessed for thelr
fraquently incontinant of bowel, Intarventions tolleting neads. Each incontinent resident
inciuded assist residant with tolleting PRN (as B&B assassment will be reviewsd by the!
. needed), manitor for incortinance episodes avery (T and each residant will b placed upon
"2 hours and provide Incontinence care PRN, an appropriate tolleting program.
‘ Interview with State Registerad Nurse Aide | 3. (s)Every new admission will be abserved
- {BRNA) #2, ont 08/20/15 at 2230 PM, revegied fur Bowel & Bladder Incontinence during
Rasident #5 was usually continant of bowei and the first 3 days of admission to the faclfity,
; bisdder. She aiso stated the realdent calied for '
: awglstance when needing to go to the bathroom. {b} The Initial Bowel & Bladder :
L assessment will be completed by the uni
Hinterview with SRNA #8, on 08/20/15 at 3:00 PM, manager within 4th0{33?5 of the Inltial 3-
' revealed that Resident 25 did know when helshe day observation period.
a-naeged to Léfhe tha mstfaemé?ﬁg cai!ada far :
: assistance when ha/she needed help. She further f ¢} The dally Standards of Care Meeting
stated we alsg chack on himfher avery 2 haura, ‘EVZ“ mviewb:sawei & Biadder assessments
i i weekly ensuring that the sssessments
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DEPARTMENT QF HEALTH AND HUMAN SERVICES
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 08938-0301
BTATEMENT OF DEFIGIENCIES 1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION FUENTIFIGATION NUMBER; A BUILDING COMPLETED

185038 B. WinNG 08/21/201%

MAME OF PROVIDER OR SUPPLER BTREET ADDRESE, CITY, S8TATE, ZIP CODE

401 EABT 20TH 8TREET
PROVIDENCE PAVILION COVINGTON, KY 41014
(%4) ID SUMMARY STATEMENT OF DEFICIENGIES o ! PROVIDER'S PLAN OF CORRECTION O om
PREE (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX | {EAGH SORRECTIVE ACTICGN SHOULD BE | COMMETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG = CROSS-REFERENCED 1O THEAPPROPRIATE |  OATE
i DEFICIENCY)
§ SOC committees will review weekly to
F 315 Centinuad From page 18 F 315! discuss any care planning revisions and j
Interview, on 08/24/15 at 4:45 PM, with the DON i changes. |
I revealed the facllity did not have a bowel and : ! _
! biadder assesament program, a toilating program i {d} in Addition ali Residants will receive
I or a restarative program In place to restore as } Bowel B Bladder assessment quarterly
much biadder function as possible to incontinent and annualiy.
rasldents. The DON also stated & bowel and i
; bladder assezsment and tolleting program would ' {2} The resident’s incontinence status will
| provide Improved quality of life for tha facility's be appropristely care planned as dictated
incontinent regldents. by the Bowel & Bladder agsessment.
Interview on 0B/21/15 at 6:15 PM with the i 5
Administrator revealed he expactod staff to follow | j On Septamber 17 & 18" the Director o#
the care pian for tollefing needs of Incontinent ‘ ! Nursing In-serviced all nursing staff
resident. He stata he was rot aware the faciiity " regarding the new Bowel & Bladder
did not have a bowsd and bladder assesament : protocal to ensure that all residents
program, a tailsting program, or a restorative : raceive the Bowsl & Bladdar assessment
program In piace to restora as much bowel ang f upon admdssion and quarterly. l
bladder function as possible to Incontinent ! ' The Diractor of Human resources will !
| residanta. The Administrator further stated these : educate all new hiras during their
. programa could Improve rasidents quallty of life, ; Orientation period snd the Director of |
F 323 | 483.45(h) FREE OF ACCIDENT F 323 Humas resaurces will educate agency
§58=6  HAZARDS/SUPERVISION/DEVICES | staff, prior to being utllizad at Providence
Pavilicn, In regards to the education In the
i The facility must ensurs that the resident ! plan of corraction as submitted, §
| anvironment ramains as free of accident hazards !
! a8 ig posulble; and each residant recelves ! 4. The Director of Nursing and/or Designee
| adauiate supetvision and assislance devices to will audit the chart of all new admissions
! pravent accidenta, i after 1 weak of belng admitted to the
i f facility to engure that the Bowel & Bladder
| ; aszessment has bean completed. All new
admission audits will continue for 1 |
‘ tonth, then 50% of all new admits will ta
! ThFB REQUIREMENT is not met as avidencad audfted for 1, month, then 5 random new
! admission audits will cecur for 1 month, l‘
. Besed on observation, interview, racord raview, !
E and raview of the faclws policy and procadures, ! The Director of Nursing and/or designee
1 It was datermined the facllity fallad fo ensurs the ‘ will alsa canduct sudis of Quarterly &
 ragldent's environment remained as free from annual assessments to ensure that the |
| accidents and hazarda as poasible and falled to | Bowel & Bladdar assessment has baen
' | - ; completed. These sudits will be !
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUGTION {X3) DATE BURVEY
AND PLAN DF CORRECTION IDENTIFICATION MUMBER: A BUILDING COMPLETED
188038 3. wiNG 08/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
401 EAST 20TH STREET
PROVIDENCE PAVILION COVINGTON, KY 41014
(x44D ' RUMMARY STATEMENT OF DEFICIENGIES o FROVIDER'S PLAN OF CORRECTION , xm
PREFIX | {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LBC IDENTIFYING INFORMATION) TAG | CROSS.REFERENCED TO THE APPROPRIATE DATE
. E | CEFIGIENCY)
. ! i conductad on all Quarterly & Annual
F 323 Continued From page 19 ! F 323, assessments for 1 month, then on 50% D‘f
ensure the resident recelvad adequate i’ 1 all Guarterly & Annual assessments for 1]
supervision to prevent accidents for ane (1) of | : mainth, then § ramdom Quarterly & |
| fifteen (15) sampled residents, (Rasident #9), t Annual sssessmments for 1 manth. [
Resldent #9 austained nine (3) falls from Reports of both of the above audits will |
04/04/16 through 7/28/15. Interview and record | : be provided to the Q/A committes: after
review revealad sevan {7) of the falls were : the 3 month eycle The G/A committes
sustained while the resldent was attemptingto | f may determing f the sudits are further
seif tollet (04/18/15, 04/28/15, 05/05/15, 0T/03/15, | ! needed,
LOTM2M8, 07727115, O7/28/15). The resident f
sustained Injury as a rasult of the falls on Providence Pavilion utifizes the PDCA
DA BN S, 04728015, 07/2THE, and 07/28/14 | {Plari Do Check Act} approach In solving |
| requiring sutures/staples. However, there was f identifled quality ssues. Using the PDCA;
| no documanted avidence the facility conductad a : approach all identifled quality issuss are |
| thorough investigation to detarmine the root f analyzed and a Plan 's than Implemented
" pauae of the falls andfor revised tha falls ! | to solve the ldantifiad problem (Do )
“Interventions to provent further falls. Interview | ! phase). If during the routine ongolng
: and record raview revealed aven though the g ! check-{the auditing process) Providence
i fﬂ(ﬂ"t’y identifled salf-ambulation to tollet as the ‘r : Pavilion identifies any gml}]em with the
root cause of some of tha falls, there was no @ implemertad plan; Providence wlil then
documented evidance the facllity implement i re-analyze why the plan is not working |
increasad supervigion, & tolleting program, ora ! #nd then whi adjust the plan accordingly,
raslorative program to prevant further fails. : ; The POCA approach I a continuous cycle,
! : : ! tharafore the idantifled quality issug will
| In addition, observation revesied residant room g undergo the (/A process, until the /A |
doors and bathroom doors had rough edges and | committes determinas that the Issues
thare ware toilet boit caps missing. 5 have been solved. The Administrator & |
; 5 the Assistant Administrator of the fucility
The findings inciude: ‘ {in collabaration with the Medical @
Diractor and Director of Nursing) oversees
interview with tha Director of Nursing (DON)ont ! the facilities O/A program to ensura that
08/21/15 at 4:40 PM ravealed bladder : the program is eHective and in g‘
assesurmants were conducted on admission, but compllance with Federal & State !
{ the taclity did not have a formal bladder regulations, i
! assessment policy for incontinent residents. :
 Confinued intarview revealad the facility did not ! 5, Providence Paviiion zileges compilance as
| have & tolleting program or a restorative program of October 8, 2015. ‘:
: int place to halpy radugce the risk for fall, and the %
_ i facility did not have a "Fall Risk” pallcy. i ;
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_.CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES [X1) PROVIDEFUSUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A AUILDING COMPLETED
. 186038 B, WING 08/21/2018
KAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
401 EABT 20TH 8TREET
PROVIDENGE PAVILION COVINGTON, KY 41014
x4 0 SUMMARY STATEMENT OF DEFICIENCIES ] i PROVIDER'S PLAN OF CORRECTION ! %8
PREFEX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL ©OPRERIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG HEGULATQRY OR LEG IDENTIFYING INFORMATION) | TAG CROBS-REFERENCED TO THEAPPROFRIATE | DATE
j‘ | DEFICIENCY)
! : F-323 Fram of Accidents ;‘ g¢,$[ 5
F 323 Continued From page 20 : F 323! Harards/supervision/Devices '
L i Providence Paviion does ensure that the resident
interview on 08/2115 st 6:15 PM with the ! i environment ramalns free of accident hazards as s
' Executiva Director revesled, the facllity did not . possible; and each resident does receive adaquats
! heve g "Fall Risk" poliey, & bladder reassassment ¢ supervision and sssistance devices ta pravent
proceas after the original adrsigslon assassment, | seridents.
& tolleting program, or a restorativa program in | |
| place to help reduca the rigk for fall, i | 1. Oniuly 27, 2015 the DON reviewed
| _ i [ Resident # 9's fall history and ’
. Reviaw of the facllity's "Accident/njury Reporting | ! implemented the following ;mwantsong
and Unusug| Qeeurrenca investigation” Polley, : on 7/28/2015:
not dated, revealed the objective was "o provide | : a} a body piliow for positioning, ;
{ @ safe heaithful environment and therefore, all | b) a cradle mattrass to remind resident to
aocldantal!ncféants or unusual pccurrences i \ call for assistance, |
i . occurring on the premises must ba raportad to f t} 4 ore padded 1/2 side rall on the
[ the Nurse Marager or Director of i opposite side of the bed,
; Nureingfl:)esignea and would undergo a follow up | | : d} the DON discussed with family POA the
. Investigation”. Paragraph # six (6) stated, “reports | risks/benefits of placing a fall mat an the
| will be analyzed for patterns and tronds, statistic.al . floor-It was decided not to do this at thel
| compilation to identify staff development nesds or - : time, and
| policy /procedure changes, sic., and reported to 1 l\ &) the DON reviewad madications with |
| the Quality Assurance (QA) Committee, A weekly the resldents Psychologlst.
. {and a8 neaded) intardisciplinary team mﬂ@ﬁnﬁ | i Since the implementation of these
- will be held to review all individual regident falls, | ;‘ intervantions Rasidert #9 has not fallen.
" unusual gkin occurrences, and Plan of Care, | Resident # 9 has also been placed on the,
. cause/motivators, further preventative I : “lighthouse program” as described in
| approgches and interventions, equipment/supply | ! saction #3 below. !
| | heeds and refsrrais”™. Further review revealed the ! !
Hacillty did not have a "Falls Risk * Polley, a ! in addition to the falls interventions
» bladder ressssssment process, s tolleting ! shove, Resident # 9 has been assessed |
program, or & restorative program for Incontinent | under the facility new B&S protocol and’
residents, ' has been placed upon 3 individuslized |
_ ! tolleting program. {See F 315 POC abeve)
Intarview with Unit Managar an 08/21/15 st 4:00 |
PM revealed tha procass for investigating a fall All naw Interventions have heen added ’m
was the nurse on duty compisted the Incident | the STNA POC and the Resldents ?
| mpm Sﬁmmmﬂg the fall and dogcumantad it in i indivicuatizaed care ;giaﬁ_ E
| the progress notes. The DON completed the ;
follow-up investigation, obtained ordera for any : The facility Maintenance Director sanded
new Interventions, and then added the % i Resident the rough edges on residant |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE A MﬁQIQAEQ SERVICES
STATEMENT OF DEFICIENCIES (%3] PROVIDERAUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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185038 B. WiNG 08212015
NAME OF PROVIDEA OR SUPPLIER STREET ADURESS, CITY, 8TATE, ZiF CODE
' 401 BEAST 20TH STREET
PROVIDE L
NCE PAVILION COVINGTON, KY 41014
C{Xa)in 4 BUMMARY STATEMENT OF DEFICIENCIES IFs] PROVIDER'S PLAN OF CORREBOTION : {2t8)
FREFIX : {EACH DEFIZIENGY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE D COMPLETION
TAG REGULATORY OR LET IRENTIFYING BEORMATION) TAL QRGSS-REFERENGEKD} TO THE APPROPRIATE CATE
; BEFICIENGY)

1 . | | reom doors and bathroom doars in
F 323 Continued From page 21 | F3z3 rooms: 425, 427, 429, 431, 435, 444, 436
| interventions to the care plan, The Unit Manager | ' 439, 442, 446, 434, 435, 430, 419, and
! further stated the root cause analysis for falis was | [ a17.
 determined during the Quality Asaurancs (QA) i ! The facility Maintenance Director placad

' meating. Further intarview ravealad the staff was plastic toilet bolt protectors an the
| trained on falls during orlentation and when the | f exposed tollet bolts in rooms: 425, 427,
; heed arnse. ; 5 431, 435, 444, 434, 435, 430, 419, and
: f : 417,
- 1. Observation on 08/18/15 at 12:10 PM -
revesled, Resident #8 sitting in wheelchalr In the | | 2. The faciiity has implemented a new
- dining room; the resident was neat, clean and | comprehensive falls program, as discussdd
. appropriately dressed. The residont was wearing | In section #3 below,

- gripper socks and &8 Wander guard alarm was In
. place. Continued observation revaaled a self 1 The facility Maintenance Director aiso has
: refeasing seat-belt was in place. Further ; ! examined ail resident doors and

. obsarvation revesled the resident had what bathroom deors {o ensurs there are no
. appeared to bo a gresn bruise to the right side of | i reugh edges,

, face, temple and forehead area. =

o

The faciiity Maintanance Blractor also h
exarnined ali Resident toliets to ensurs

I
, Raview of Resident #9's medical record reveslad !
i that there are no exposed tollet bolts.

|

E
 the faciiity admitted the residant on 12/24/14 with |
 diagnoses which Included Anxiaty, Asthma, Falls, |
: Muscie Wasting, Malalse/Fatigue, Debility, and | : The facllity will pravent similar lssues
: Compression Fracture Cervical 2 Vartebra, f f eccurring by implementation of the
' Raview of the Quarterly Minimum Datg Set ! ' comprehensive falls program, noted In
{MDS) Assessment dated 06/12/15 revealed the | section 2.
: facility assessed the resident as frequantly
incontinent, requiring axtansive assistance with | ! 3. (a) The New Providence Pavilion Falls
- twa (2) parson physical assist for fransfers, ! i Program provides for each Resident to ba
fimited assistance with ons (1) person physical E individually assessed to thelr potential o!
assgist with a walker for ambulation, and axtensive § l having falls, I the Residants assessmen
; @gsistance with ona (1) parson physleal assist for ] indlcatas the residant of having a high
. oileting. The MDS also revesled the resident potential for falis, then Individuatized
~had a Brief Interview for Mantal Status (BIMS) | ! interventions are put inta place, On
| soare of flve ( 5) dated 0812715 which revealad i f September 17 2015 the IDT {mnslsﬁing{
i the resident was seversly Impaired in cognition, : of the Director of Nursing, Nurse
! ) i i fianegers, The MDS Coordinstor, Socisl
 Raview of the Comprehensive Cara Plan Initiated | ; Work, and therapy Manager) reviewed 4l
- ot 01/08/15 revesled the facliity identified the j ; Residents to assure that the Providence
' ragident to be at risk for Falls and Activity of Dally ] ; Pavilion Falls Risk assassment was
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GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0301
| BTATEMENT OF DEFICIENGIER [X1) PROVIDRFUBUPRLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
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; ] completed. All residents scoring a very
F3as ; Continued From page 22 | Faz3 high Risk for falling was placed upon the :
. Living (ADL) Self Cara Performance and Mobility ; new lighthouse program. In tots 8 [
| Creficlt ralatad to dablity with intarventions to 1 residents were placed on the lighthouse
; Inciude Bad and Chalr alarm In place to alert staff | program. )
Gf unazaistad transfars - check alarms for | On-golng: Each Resident [s assessed
| functioning daily. Par the cara plan, the rasident | regarding thelr falls potential with every
, needs a safe environment with: even floors fres | assessment complatad on them,
 from apllls and or clutier; adequate, glare fres Assessments are completed upon
 light; & working and reachable ¢all light, the had in | ademission to the faciity and quarterly, If
! low position at night: Side rails as ordered, _ the Resident s identified as belng a very |
: handraile on walls, persenal lems within reach, | | Hgh risk for fallng (or as determined by
" and encouraga resident to use call light. the Falls Committes}), not only do they
i : recelve individualized intarventions: they
| Review of the fall incidentiinvestipation folfow-up : ate also placed upon the Providence
documentation revealed Resident #2 fall on i i Pavilion lighthouse program,
' 04/04/15 at 2:44 PM whiie attampting 1o i : Tha lighthouse program provides
| independantly tranafer from one wheelchairto | [ sdditional safety to the Resident by
‘ anather. Furthar documantation reveaisd tha L : raminding staff, to frequently monlitor the
. resident fraquantly self transferred and multiple | | Resicent: Al staff were In-serviced by the
| interventions had baen attempted and wore noted | Diractor of nursing on September 17 &
, to ba ineffective. The family was notifisd and a2 | | 18", 2015 that all residents who have a
i consant for self releasing seat belt was obteinad, i i Heghthouse an thelr door, walkar and/or
- Further review of the nurses progrese nota on | whee! chalr should be observed every
- 04/04/15 revealed alarm sounding, on entering | time they pass that resident to ensure th
" the room tha resident atood up from bad and E Rasidents is ambulating safely and/or that
. bagan ambulating. | thay are safe.
' Raview of the resident's care pian revesled the {b) If a Resident doas have a fall at
| care plan was revised on 04/07/15 to add a seif Providence Pavilion, the Resident and |
. releasing seat belt. Further raviaw of the any potential causes for the fall are |
I resident's care plan revealsd the care plan was | inmediately assessed by the Charge |
; not revised {o include interventions rolated to [ Nurzs with assistance from the clinlcal f
* tolleting. manager. On September 17" & 18™ the
\ Director of Nursing educated all nurses
; Raviaw of the fall Incident/invastigation follow-up thit every aftar every Residant fall, there
‘ : documentation ravealed Residant #0 fall on niseds to be an immedlate assessment of
J Q4/1BHE at 8114 AM the resident sllampted 1© why the Resident fell: the DON ;
" independently ambulate to the bathraom, was explainad that this will assist batter |
Mound on the floor bimsding from the back of the intarventions to be put into place, thu;]
_head, behind the left ear”, the resident was sent | reducing the possibility of a future fall.
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DEFICIENGY)
. : ‘The Director of Human rasourcss will .
F 323! Continued From page 23 3 323! educate all new hires during thelr ‘
- to the hospital emergency room. Raview of the ; Orientstion pariod and the Diracter of -
. hospital emergency room report revealed the Hurnan resources will educate agency |
resident received alx (6) staples to cloas the staff, prior to belng utilized at
wound. However, there was no documentad Providenca Paviiion, In regards to the T
_evidance tha facllity revised tha care plan to meet education in the Plan of correction as |
the regldent's tollsting needs and to pravent submitted.
' future falls. Further reviow of the nurses progress i
" note revealad no entry regarding the fall, ' {c) A Foliow Up Investigation form has |
freatmeant, or follow-up Interventions refated to the hean developad and implemented aﬁdﬁs
tall. ! , used for documentation of the i
: assasement and interventions following a
- Review of the fall incident/investigation follow-up fall, The Director of Nursing & and nurse
dotumantation revealad Resident #0 fall on _ managers are resporzible for completing
04/28/15 at 6:20 PM while attempting to ambulate the form and perfarming any needed |
. to the bathroom independently and was "found Investigation Into the root cause of the
~ lying on tha floor with madarate amount of blood fall. On September 177, 2015 the
- coming from above the right eyelid". Further Administrator & Director of Nussing -
~ documantation revealed the area to the right sducated the Nurse Managersand
. ayelid was cleansed, pressure dressing was Assistant Administrator of the rationale
appliad and the resident was sent 1o the hoapital i and process of completing the follow up
smergency room for evaluation and traatment. Investigation form. |
- Review of the hospltal emergency room raport The Director of Nursing & Assistant |
revaatad the ragident received sutures to close administrator reviews the follow up |
the wound. The Psychologist was notifled and an Investigation form after it has besn
" order was recelvad to Increase Risperdal to 0.25 completed: reviewing the form for
- milligrams three times a day related o incroased | eompletion and ensuring that the
behaviors. Mowaver, thers was no documerted pracess Is belng followed. |
evidance the facillty revised tha care plan to meet !
the rasident's tﬂ“aﬁng neads and {o lifm‘iéﬁt H {d} Falis ara gnaiyzgd tndividuaily by th‘k
future falle. Further review of the nurses ‘ DON snd the Individual Nurse
progress note revealed no entry regarding the fall, ; Manager (on 2 dally basls) to ensure
treatmant or follow-up inferventione related to the | appropriate intervantions have been
fall. l i put into place to lower the risk of |
. ’ : additional falis eceurring. The DON
Review of the fall Incident/investigation follow-up and Managers are Informed of falls
i documantation revealsd Residant #0 fell on ‘ 25 they oceur by the invoived nursing
08/08/15 at 4:22 AM while attempting to ambulate staff, i o fall oecurs after busmgssi
independantly to the bathroom and waa found on hours; the clinical manager on duty
- the floar beside the bed, Further documentation | ' ‘
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, ravealed the resident was assessed for injury, ;
: assistad to the bathroom then back to bed with
! the bad alarm in place, the bed In low position
 and staff was educated to offer resident (
' assistance 1o tollst every one to two hours, The |
. staff was in-serviced on 05/08/15 to ensure to |
- offer resident asslstance to {vilet evary one to two |
“ hours to avold attempts to seif transfer. However,

. there was no documented aevidence the facliity

| ravised the care plan to mest the raesident's
toileting naeds and to pravent future falls, Further!
« review of the nurses prograss note ravealed no

* antry regarding the fall, treatmant or follow.up
sintervantions related to the fall, :

' Review of the fall incldent/investigation follow-up |
[ decumantalion revealed Raesident #0 fall on ;
| 05/28/16 at 4:256 PM while attempling to seif
| tranafer and was "found siting on the fioor*, E
| Further documeantation revealed the Director of
| Nursing {DON) calted tha Power of Attorney
. {POA) and discussed the potentlal of & triaf to use |
i & lap buddy If the physician agrses. The PODA i
: stated she was willing to try the iap buddy but did -
" not want the resident to become anxlous, The |
: DON further decurmentad all interventions were in |
. piace for this resident. On 06/01/15 tha DON ‘
. discussed with the Psychologlst to try routine 5
i Atlvan bafors trying the lzp buddy. The :
: Pgychologist assessed the resident on 08/0141%
| and wrote an order o increase Buspar for
" anxiety. However, there was no documented :
| evidenca the facility revigad the care plan to meet |
: the resident's tolieting needs and to prevant
 future falla. Further review of tha nursae progreas -
note revesled nic entry ragarding the fall or
é follow-up Intarventions related to the fall,

Review of tha fall Incldent/investigation foflow-up

STATEMENY OF DEFICIENCIES {X¥} PROVIDERISUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BLILOING COMPLETED
165038 8. wina 08/21/2016
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
. AT EASY 20TH STREET
PR ENCE PAVILION
QVID COVINGTON, KY 41614
xaym SUMMARY STATEMENT OF DEFICIENCIES Poom FROVIDER'S PLAN OF CORRECTION P
PREFIX | (EACH DEFICIENCY MUBT BE PRECEDED Y FULL | PHEFIX {EAGH CORRECTIVE ACTION 8HOULD BE | COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATICN) | fAG |  CROSS-REFERENCEDTOTHEAPPROPRIATE | DATE
5 : i BEFICIENGY) i
: : ‘ (LRGN} I nevdifiad nf all falls, Thase
! i i : falls ars raported to the
F 323 Continued From page 24 P F 323 Diractor of Nursing and the

appropriate Manager the next
business morning.

{e)Every wask, the Providence Pavilion '
Falls Cornmittee {a nawly established
interdisciplinary tesm IDT) meets and
discusses falls that have ocourred since
their last meating. The 107 reviews falis
35 presented by the Director of Nursing,
@ Unit Managers, or the MDS coordinator,.
Suggestions from this committae are
! added a5 appropriate to the .
individualized Resident's care plan & if |
3 appropriate to the Providenca Pavilion
Falls poiley. ;

{f} The facllity MDS Nurse Is part of the
Falls Committee and will ensure that all
interventions that are dlscussed and
adapted are added to eny affected
residents Individualized care plan,

The maintenance director has added

monitaring of door edges & toilet bolt |

covers to hiz weekly bullding inspeetion |

ool i
This tool will be provided to the !
Administrator/designee after weekly
completion for Administrative review,

: {b} Any repalrs notes on the weakly

i building Inspaction tool will be

! prioritized and completed by the

j malntenancs department in the

prioritized order, |
fc} The Administrator and maintenance

director wii estabilsh monthly walking|
rounds to ensure that repairs sre be&ng
: complated In a timely fashion. {These

i 1

i
;
£
‘
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- documentation revesled Residant #0 fall on
<07/03/15 at 4:33 AM. The resldent climbad out of
- bad unagsisted and was “found sitting on the floor
- while atternpting to ambulate Independently to the
- bathroorn. Further documentation revealed the ‘
resident's coccyx was red. The DON documented |
in the fail incident/investigation report the reaident

attampts to get out of hed when ho/ghe faels the
nead to {oilet. Tha residant needs 1o bo offered
frequent tolieting. However, there was no

. documented evidence the facliity revised the care

plan to meet the resident's toileting needs and to

prevent futura falls, Further raview of the nurses |

progress note revealed no entry regarding the fall
or follow-up Interventiona related to the fall.

- Review of the fall incident/invastigation foliow-up

- dogumentation revealed Residert #9 foll on

- 0711215 st 8:30 PM while atterpting lo ambuiste
; Indapendantly to the bathroom and was "“found

sitting an tha floor", Further review revealed the
rasident needad {o be tolleted in advance of
nead. Fraquently offer to take the resident to the
ragtroom to help decrease the amount of
unassisted transfers. Staff aducation provided on

- 07/15/15 to offer resident frequent toileting even
through the night to halp decrease her rising from

the bed unassistad. Howavor, there was ne

. documented evidence the facllity revisad the care |
plan to maeet the resident's toileting needa and to

prevent future falls. Further review of the nurses
progress note revesled no entry regarding the fall

- or follow-up interventions refated to this fall.

. Raview of the fall incident/investigation follow-up
- documentation revesled, Resident #8 fell on
Q27118 at 12:50 AM attempting to ambulate
“indapandently the resident was found "aliting on
: the floor in the bathroom with blood coming from

f

|
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X4y | BUMMARY STATEMENT OF DEPICIENCIES 0 PROVIDER'S PLAN OF CORRECTION f
REFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFD (EACH CORRECTIVE ACTION SHOULD BE Cﬁug&éf&&
TAG | REGULATORY OR LBC IDENTIFYING INFORMATION) : TAG CROSS-REFEMENCED TO THE AFPRUBIIATE ' DATE
: I DEFIGIENGY) {
. j
F 323 . ! walking rounds are I addition to the |
; Continued From page 25 - Fas Q/A system noted In section 4 below) |
i |

-~

Each Providence Pavillon Nurse Manage
Algits each fall that oceurs on thelr
floor. This audit monitors the
corplisnee to the Falls Program. The
audit is turned into the assistant
adwiinigtrator after completion by the
nUrse Manager,

The assistant administrator alzo
monitors to ansury that the Falls
Program 5 belng consistently
implemented. The assistant
adminlstrator siso monitors to ensure
that the weakly fail committae is
meeting, and that the mesting Is
effactive,

The asslstant administrator will audit af
falls occurring within Providencs Pavilio
for 1 month, then the 50% of afi falls for
2 months, !
Results of the alf falls related sudits
{audits performed by the unit manasgers
& assistant sdministrator! will be .
submitted to the Providencs Pavilion
Quality Assurance (C/A) committee, with
the committee datermining the need for
further monitoring. |

-

Alst: the assistant administrator will
conguct Environmantal acdits of
Providence Pavilion resident rooms 2
times weekly for 2 months, 1 time weekly
for L manth, and then one {1) time i
manthly avary 2 months to ensure that
the rooms are maintalned in a

safe/clean/comfortable/homelike
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] | F environment. Results of the |
Faz3 i Continued From page 26 F 323, Environmental audits will be submitted to
' the aide of the head". The resident was sent to | | the Providenice Pavilion Quality Assurance
- the hospital emargericy room for furthar (Q/4) committes, with the committee
" svaluation and treatment. Review of the hospital i determining tha need for further
; emergency room raport ravealed the resident | monitoring.
. received staples to closa the wound. Tha DON | |
further documentad the impismentation of a body [ ; Providenca Pavillon utifizes the PDCA |
" plllow for positioning, & cradle mattress to remind ’ | {Plan Do Chack Act) approach In solving |
| resident ta call for assistance instead of climbing ! - rdentified quaiity Issues, Using the PDCA
; out of bed, one padded half aida rall on the approach ali Identified quality Issues are |
 apposite side of the bad, and discussion with | :l analyzed and a Plan is then implementad,
i POA about the implementation of a fall mat could ; 1o solve the identifled problem (Do i
| increase fall hazards related to the resident's poor ! J phase). i during the routine ongoing
safety awareness, and DON documentad she check«{the auditing process) Frovidance
| would discuss medication afterations with the _ Pavilion identifies any problam with the
| Psychologist. However, review of the care plan Implemented plan; Providence wili then
 reveaied the new intervantions were not added to 4 ; re-analyze why the plan Is not working
| the care plan unth 07/28/15. Further review of the ! and then will adjust the plan sccordingly.
| nursas progress note ravesled no entry regarding The PDCA approach Is a continuous cycle
! the fall or follow-up interventions. i therafore the identified guality Issue wifi|
? . ; undergo the O/A process, until the Q/A
. Ravisw of the fali incident/investigation follaw-up Z committes determinas that the lssues
| documentation revasied Resident #9 fall on | have bean solvad. The Administrator &
: 07/28/15 at 8:39 AM while the resident attempled | | the Assistant Administrator of the facility
: to ambulate indepandently and was'found on the {in collabaration with the Medical
, floor in the bathreom with blood coming from the 5 Divector and Director of Nursing) oversess
 forehead and a skin teer to the left lateral arm®, | the Fscilitias /A program to ensure that
- the resident was sent to ths hosphal emergency the program is effective and in
{ room for gvaluation and treatment. Review of tha i compliance with Federal & State
| hospitel emergancy roam report revealed the regulations.
1 resident received six (6) sutures to close the ; !
; wound. It was further documented that multiple | | 5. Providence Paviflon allages compliance a3
 Interventions had been added on 07/27/18, but l of October 8, 2015. \
. review of the care plan ravealed the intervention E ‘ ;
| were not added until 07/26/15. However, thars :
| was no documented avidence the faciilty ravised | ’
[ the care plan to maat the rasident's follsting ' ! |
! n@ads and to prevent future falla. Further review
- of the nursas progress note ravealed no antry é ,
regarding the fall, treatmant, or follow-up : | |
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F 323; Cantinued From page 27

! Interventions at the time of the fall,

i Further raview of the resident's care olan
 tevealad on 07/28/15 an Intarvertion wag added
| to offer/assist resident to tollet in advance of

| need, fraquently offer to take resident to the

| restroom. This Intervention was added

| seventaan {17) days after the need for tolisting

| was Identified after the fall on 07/12/15.

' Interview with State Registered Nurse Aide
{SRNA) #4 on 08/21/15 at 2:40 PM revealed, she
]J offered toilating to Resident %0 avery two (2)

- hours, enaured the bed and chalr alarms were in

' place and functioning daily, ensured the

 regident's safety belt was on, ensured the cradie
matirass was in place, and the helf side rail was

| padded, and the body plllow was in place for

| positioning when the resident was In bad to hialpy

| decrease fails. Further interview reveatad

| toileting was offered svery two (2) hours fo

! Rasident #8 buf the SRNA#4 slatad she did not

* document when toileting was offered, she only

| documented when the rasident had been

. Incontinant.

| Interview with SRNA #8 an 08/21/15 at 245 PV

- revealad, she offerad tolieting to Resident #9
avery two (2) hours, ensured the bed and chair
 8larms were in place and functioning daily,

| ensured the resident's safety belt was on,

- ansured the cradla mattrasa was In place, and the
| half side rail was padded, and the body pillow was
l'in place for positioning when the reaident was in

 bed 1o halp decrease fails, Further interview

| revealed toileting wae offerad avery two (2) houre

- to Resident #9 but the SRNA# stated she did
- not docurment when taileting wes affered, sha
. only documanted when the resident had baen

Faz23

1

i
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3

|

F 323 Continued From page 28 ; F 323i
incontinant. :

| Review of Resident #9's bows! and bladder
tracking record revesled the resident had been
offerad toileting two (2) to threa (3) times a day
and was continent of urine thirty one (31) out of
fifty four (54) toiletings.

| Interview with tha Minimum Data Set (MDS)

. Coordinator on 08/21/15 at 4:16 PM revealed the
| process for investigating & fall was the nurse on

i duty completed the incident report summarizing :
 the fall and documentad it in the progress notes. | /
| The DON completad the follow-up investigation,

i orders were obtained for any new intarventions

| and than added to the care plan, She further

: statad the root cause analysis for falls wes
detarmined during the Quality Assuranca (QA)
meeting; howeaver, she did not sttend the QA
meeting on falls, Further interview revealed the
staff was tralned on falls during orlentations and as
i the nsed aross.

‘, Interview with the DON, on 08/21/15 at 4:40 PM,
 ravealed the process for investigating a fall was, E
. the nursg on duty completad the Incident report ;
| summarizing the fall and documents It in the ;
- pragress notes, the DON complated the follow-up
' Investigation, orders were obtained for any new

! Interventions and then added to the care plan,

. She further stated the root cause analysis for falls
| was determined during the Quelity Assurance
{QA) meeting and thet Interventions were
 datermined at that time. She further statad she

: felt the Investigations conducted at the time of the
| falle were adequate; however, looking back the i
! fall investigation and documentation process was
- Iacking and could use improvement. The DON
further revealad she was awsre the facility did nat
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COMPLETED

[X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION

STATEMENT OF DEFICIENCIES
IBENTIFISATION NUMBER: A BULDING

AN PLAM OF CORRECTION

186038 8, WiNG
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESE, CiTY, STATE, 2P CODE

4N EAST 207H BTREET
PROVIDENCE PAVILION GOVINQTON, KY 44014

(Xé) 1 SLUMMARY STATEMENT OF CEFICIENCIES j iy ; PROVIDER'S PLAN OF CORRECTION )
b0 N
. DATR

08212018

PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL i BREFIX ; {EACH CORREUTIVE ACTION BHOULD BE
TS REGULATORY OR LG IDENTIEYING INFORMATIGN) TAG CRUE&R:FERENCEDI;O THE APPROPRIATE
f ; DEFICIENGY)

F 323 Continued From page 20 F 323
"have a bladder reassessment process sfter tha !
. initial admission asssssment, a toileting program,
| or a restorativa program in place and agreed that |
| # Resident # 9 had a reassessment of bindder ;
| function and had been placed on & training i
 program it might have helped ta reduca the rigk
i for future falls,

Interview on 0B/21/15 at 6:15 PM with the
| Administrator revealed, he felt the facility's
Investigation and documentation of falls was
adequats, and he was not aware the tacility did
not have a bladder reassessment process, a ; : ;
toileling program, or a restorative program in :
piace. He agreed that If Resident #9 had a
reasaessment of bladder function and had been i
placed on a treining program & might have heiped - §
to reduce the risk for fall. He further stated the
falls were distussed in the QA maeting, |
Howaver, the fsciiity falled to identify and asddroay |
tollating needs, as a causa for the resident's falis, 3
: through a bladder reassessment and a toileting !
prograim. : i

2. Observation during the enviranmental tour of '
the facifity on 08/20/15 at 10:00 AM revealed :
sharp sdgas on reskdent rmom doors and i
bathroom doors in the followirg rooms:

| 428,427 420, 431, 435, 444, 438, 430, 442, 448,
434, 436, 430, 418, and 417. Bolts at the base of
the tollets wae also observed to ba uncovarsd in : ;
the following resident rooms; 425427, 431, 436, ; :
‘f 444, 434, 436, 430, 419, and 417. The sharp
; edges and expused bolts presented 2 safaty
] hazard to the residants in the facility. ‘
| !

i Interviaw with the Maintenance Director on F

| 8/20/15 at 11:00 AM revealad it was a safety ;
| hazard for the residents of the facllity to have ; [
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CENTER DICARE & MED ERVICES o
STRTEMENT OF DEFICIENCIES (61} PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURAVEY
AND PLAN OF CORRECTIOIN IDENTIFICATION NUMBER: A, BUILDING COMPLETED
186038 8. WiNG 98/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, GTATE, 2IP CODE A
401 EABT 20TH STREET
FROVIDENCE PAVILION COVINGTON, KY 41014
X410 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN DF CORRECTION S
PREFIX (EACH DEFICIENCY MUST BE PRECELED BY FULL | PREFI {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LEC IDENTIFYING INFORMATICON) LOTAG CROBS-REFERENCED TO THE APPROPRIATE | BAT2
: DEFICIENCY) !
H i H
F 323 Continued From page 30 . Fax
' sharp edges on the doors as this could cause ‘
tkin teara. He stated toilet bolts not covered ;
; were gl50 a hazard becausa rasidents that wers |
; unsteady could fall in the bathroom. He continued |
| that he did not have a system in place to monitor | |
‘ rooms for needed repairs. ; :
Intarview with the Administrator on 8/21/45 at !
8:15 PM, reveslad be was unaware of the sharp ; :
" edges on resident room doors and tollet boits ‘ ! 1
; uncoverad. The Administrator stated he axpected i
the Department Managers to have systems In |
place to assure the facillty was kept clean and : - :
repairs made as needed, i F 332 Free of Medication Error Rates of 5% or  |j %}8 l e
F 332 483.25(m)(1) FREE OF MEDICATION ERRDR Fas2: More,
88=g | RATES OF 5% OR MORE i Providence Pavilion does ensure that it Is free of |
g medication grror rates of five peroent of greater.
_ The facliity must engure that it is free of ! 1. {ajTha DON immediately assessed ‘
medication arror rates of flve parcent or greater. Resident # 3 & Resident A 1o ensure that
neithar Resident was suffering from any
‘ possible meadication refated adverse
! reaction. Nelther rasident was adversely
| This REQUIREMENT iz not mat as evidenced : affected. :
by: i {6) On August 215, 2015 tha DON
Based on observation, interview, review of facillty - immediately {after being questionad by
policy and review of practice standards, it waa | the State surveyar) re-educated both
| detarminad the facliity failed to ensure the f LPN #4 and LPN #3 on the corract way to
. madication administration error rate was less ; administer medications to the resident,
 than five percent. Obeervations of facliity staff | with 3 gastric tube; the gastrictube |
administering madications 1o residents with [ should be fushed with 60 oc of lquid
gastric tubos on 08/19/15 and 08/20/15 revealed prior to the delivary of medication and;
steff fallad to administar sach medication that avary medication should be :
, separataly ard flush the tube betwesn each ! individually deliverad with a 10¢cc flush of
. medication for one (1) of fifeen sampled | | liquid betwsen aach medication.
| residents, (Resident #3), and one (1} unsampled _ = :
‘ resldent, (Resident A) In scoordance with [ 2, whils el residents of the facillty whe
- avcepled standarda of practics, As a result of the | have s gastric tube have the potentlal to
fallure, the facility's medication error rate was 7.6 | he effectad by practice abserved by thf;
; i | survevors, no Residents of the facllity |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- CENT ID SERVICES QMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2} MIATIPLE CONSTRUCTION (X2) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NJUMBER: A BULDING COMPLETED
185038 B. WiNG 08/24/2015
MAME OF PROVIDER OR BUPBLIER STREE! ADORESS, GITY, STATE, ZIP CODE T
401 EAST 20TH BTREET
PROVIDENCE PAVILION COVINGTON, KY 41014
{43 10 I SUMMARY STATEMENT OF DEFICIENCES iD PROVIDER'S PLAN OF CORRECTION , M&m
PREFIX ! (EACH DEFICIENCY MUST BE FRECEDRD BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE  coMPLETION
TAG | REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i - DEFICIENCY)
e | . i : wers found to be affacted by the :
F 332{ Continued From page 31 i F 332i daficlent practica, On September 17* SJ
 percent, i 18", 2015 the DON educated all licensed
| ! nurses who administer medication via al
! The findings include: ! gastric tube of the grocedure as follows:
: . i the gastric tube should be flushed with |
, Raview of the facility policy for Msdication ; 60 cc of Hiquld prior to the delivery of
| Administration via G-tube, Documnent # M-118, | medication and that every madication |
! revealed fscilty staff was to flush the gastrostomy ; should be individually detivered with a -
 tube (a device surgically implanted into the | 10cc fhash of fiquid betwaen sach
stomanh to provide nutrition, liquida and medication,
. medications) with sixty (B0) cubic centimetars |
| {ce) of water prior to administration of medicatien. Fhe facility witl prevent shmtlar issuas
Additionally, if more than one medication was to | cecurring by implementation of the |
1 be given, the twbe should be flushed with ten followlng practices, noted In section 3.
( 10jec of water between medications. : !
' 3. (a) Providence Pavillon reviewed tha
g Review of Survey and Certification Letter 13-02 l Medlcation Administration via G-tube |
1 NH, dated 11/02/12 and review of "ASPEN | policy and found it In compliance with
enterel nulrition practice recommeandations, ! : current State & Federal gu dei¥nes ?
| hitp:/Anww. guidetinas.govicontant.aapx?d=14718 | : {b) On September 17 and 187 2015 tl‘\e
i 03/15/10" reveslad for each residant with a ; i DON re-educated all RN's and LPN's on
+ gastric tube, each medication should be the appropriate way to deliver :
- administered separately and the tube flushed madication vla a gastric tube: the gastric
 betwesn each medication. tube should be flushed with 60 cc of
' liquid prior to the delivery of medication
‘ Observation of medication administration for and that every madication should be
; Resident #3 on 08/19/15 at 9:40 AM revealad individuatly dellvered with & 10cc flush of
| Licanaed Practical Nurse (LPN) #4 placad ; figuld between aach medication. ]
; Allopurinal 100 mifligrame (mg), Aspirln (ASA} 81 The Girector of Human resources wil
| mg chew tab, Caﬂchéﬂlnﬁ 0.6 mg, Potasslum educate all new hires duting their :
| Chioride 20 llleviable (meg), Lesix 20 mg, Orientation period and the Director of |
- Metoprolal 12.6 mg, Serna Plus and a Human resources will educate agency
Muﬂwitamln in g pill crushar, cruahed the plils stafs, prior to being utilized at j
| and dissolved the pills in one hundred twenty Providence Pavilion, In regards to the
{120} cc of watar and let the medication gravity education in the Plan of correction as |
 flow through a 60 co syringe into the G-tube. LPN submitted, '
* #4 was obsarved to not flugh the tube with 80 oo :
 of water before or after madlication admlntatration 4, (a)The DON/Pharmacy Consultant and -
L and did not flush with 10 ce of water batween Nursa Manager/dasignee will audit
. 8ach medication. : medicagion sdministration for residents
PO cms-zaa‘tgoz-sn; Pravious Varsions (bgolel Event I UXT T Paciity IL: 100268 it continuation sheet Pags 32 of 42
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DEPARTMENT OF HEALTH AND MUMAN SERVICES FORM APFROVED
: RS FOR MEDI BICAID SERVICES (MB NO. 0938-0391
BTATEMENT OF DEFICIENCIES {X1) PHOVIOMR/EUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185038 5 WiNa 08/21/2018
NAME OF BROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2IP CODE
401 EAST 20TH 8TRERT
PROVIDENG WVILION
E Pa o COVINGTON, KY 41014
(X4} D ; SUMMARY STATEMENT OF OBFICIENCIES " i PROVIDERS PLAN OF CORRECTION : (e}
PREFBL | {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFX | {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG ; REQULATORY OR LBC IDENTIFYING INFORMATION) TAG 2 CROSE-REFERENCED TO THE APPROPRIATE DATE
1 ; DEFICIENCY)
: : ]
' ! who have 3 gastric tube 3 times
F 332 I Continuad From page 32 f F 332/ weekly for 1 month, 2 times weekly for

| . mionth, and 1 time weekly for 1 month,
i Obsarvation of madication administration ;
| conducted for Resident A on 08/20/15 at 0:15 AM |

. nf ResuHs of the Medlcation Administration
' ravealed LPN #3 crushed and dizsoived the i

i

{

will ba submitted to the Providence
Pavilion Cuality Assurance (C/A}
committer, with the committes
determining the need for further

rmunitpring.

following medicatione together In the same cup:
- Metoprotot 50 mg, Prevacid 16 mg, ‘
- Desmopreasin 0.1 mg. LPN #3 was observad to |
' flush Resident A's G-tube with 30 co of water, et .
 the dissolved medication gravity flow through tha ;
| G-tube, Sha flushed the tube with 30 cc of water. | | Providence Pavillon utifizes the PDCA {Plan Do
; LPN #3 then administerad & miffilltars {rmi) of ! Check Act} approach in solving Identiflad quality
: Valproic Acid 260 mg through the tube and ! issues. Using the POCA approach all identifled
flushed with 120 oc of free water. LPN #3 did not | quality issues are analyzed and a Plan is than
 flush the tube with 10 cc of water between sach | Implamented to solve the identifled problem (Do
i medication, : phase). If during the routine ongoing check-{the
|

auditing process) Providence Pavilion Identifies
Interview with LPN #3 snd LPN #4 on 08/20/15 at | any problermn with the implemented plan;
| 10:10 AM and 10:25 AM, reapactively, rovesled it Providence will then re-analyze why the plan Is ngt
| was facility Po}icy was to crush medications ! working and then will adjust the plan accordingly
 togathar, mix in 30 cc of water, administer the The PDCA approach bs 2 continuous cycle,
medications and flush with 30 co water whan therefore the idantifled quallty issue witl underg
; complete. Continuad Intarview revealed liguid he O/ A process, until the (/A committes
- medicstion was to be given separately, LPN #3

| . determines that the issues have been soived. Th
. stated she was taught in nursing school to crush ! Administrator & the Assistant Administrator of th
facility {in coliaboration with the Madlcal Directo
and Director of Nursing} oversees tha facliities Q/
program to ensure that the program Is effective
and In compliance with Federal & State

regulations.

. and administer medications separstely,

! Interview with LPN #1, & Nurse Managsr, on

" OB/21ME at 11:45 AM, rovealsd it was faciity
 policy was to crush and administer medications

| separately. She was unaware staff was crushing
; and administering medications together.

 Interview with the Director of Nuraing (DON) on
| 0B/21115 at 11:50 AM reveslad licansad staff go
 throtgh an oriantation process upan hire and

: medication administration was included In that

- procass. Bhe further stated icenssd staff worked

- with a preceptor during orientation on tha floor.
| She stated she was not aware ataff were not

|
{

5. Providence Pavilion alfeges complignce as of
Qctober 8, 2015,

|
!
i
i
]

i
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CENTERS FOR MEDICARF & MEDICAID SERVICES OMB NO. 08
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN-OF CORRECTION IDENTIFICATION NUMSER: A BUILDING COMPLETED
185038 8. WiNG . 08/21/2015
NAME OF PROVIDER OR SUPPLIER GYREET ADORESS, CITY, STATE, 21 COGE D
: 401 BAST 20TH STREET
 PROVIDENGE PAVILION COVINGTON, KY 41014
X0 SUMMARY STATEMENT OF DEFIGIENGIES oo PROVIDER'S PLAN OF CORMECTION T o)
PREFIX | {BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (BACH CORRECTIVE ACTION SHOLL I BE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| } DEFICIENCY)
. :
3 : l
F 332 Continued From page 33 F 332 ;
+ crushing and administering medication ; ’
| separately, Further intarview revealed her :
: expactation was that licensed staff followed the '
' faciiity's pollcy and acceptad practice standards |
t by crushing and administering esch medication ; ;
' saparataly. |
4 |
The Adminlstrator was on vacation and thersfore ' :
' not avallable for an interview. F-371 Food Procedure, Store/Prapara/Sarve- Eiéfilts*
Fa71 483.35{) FOOD PROCURE, ] F &71, Sanitary )
SS-E . STORE/PREPARE/SERVE - SANITARY Providance Pavillon dogs ensure that
i | {1} Food Is pracured from sources approved or
‘ The faciity must - : ' considared satisfactory by Federal, State or local |
| (1) Procure food from sources approved or ; i authorities; and
| considered satisfactory by Faderal, State or local | {2) Food is stared, prapared, distributed and
" authorlties; and ’ sarved under sanitary conditions.
1 (2) Store, prepare, distribute and serve food i
| under sanitary conditions i 1. The Dletary manager/deslgnes !
! immediately corrected ail ltems listed on!
: : the 2567 to ensure that Providence
J[ { g Pavilion was In immediste compllance |
i with any/all food safety/sanitary issues.
? Spacifically the distary director/designas
i : remaved all dented cans from service, |
: This REQUIREMENT I8 not met as avidenced i immediately ensured thatall potsand
| by; pans were dry, and discarded any :
| | Based on obsarvatlons, interviews, and reviaw of | beverage that was nat covered, removed
» tha facllity's poticy, [twas detarminad the {azility : any individually packad food item that |
: falled to stors, prepara, and serve food under i : was not labeled and/or dated :
- sanitary conditions. During the Initial tour of the j appropriately. |
i kitchen area on 08/18/15, Observation revealsd | !
several dentad cana, and one wet pan was ' 2. All residents have the potentiaito be |
, | absarved in the clean starage area. During a tour i affected by a fallure to {a) Inspect :
! of the refrigerator and freezars In the patient care : deliveries with danted cans, {b) |
g ared dining rcoms, several hevarsges and food : completely dry pots, pans and other
' tams were observed to be unlsbeled, uncavarad, iterns that have been recentiy washed, |
' with no expiration date observed, i {c} bag and iabel single sarved items with
. 'j tha expiration date on the bag and {c}
‘ ; = properly label and cover food and
FORM CMB-2587(02-00) Pravious Versions Qbaoista Event 1D:UXTN m&yln’ 100388 I gantinustion shant Pags 34 of 42
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FORM APPROVED
ME

(X1} PROVIDER/SUPPLIERICLIA

- Findings includa:
|

i Raview of the facillty's “Distary Services Policy”

' #402 re: Racelving and Storage revaalad all :
- foads will be properly wrapped, dated and labeled -
| and/or stored in sealed containars. Food will be |
: discarded within appropriata sheif life. |

. Review of the Cabinat for Health and Family ‘
| Service (CHFS), Department for Public Health, |
? Food Establishment Inspection Report, for a :
| regularly scheduled inspaction dated 05/28/15, by
i Inspector G1188 revealad Vislation {1} - an opsn

| package of pre-sliced ham and turkey in walk in

- cooler lacking date, mark, and labels which was

: voluntarily discarded. Violation {20) - food :
| storage pans were observed to be stacked wet in |
- dry good storage area, - shall air dry prior to :
! gtacking,

- Obsarvations made during the Initial tour of the
 kltchan on 08/18/15 at 10:00 AM, revealed one
. wot pan In the clean storage area and 12 dentad i
| cans of food: four (4} large cang of pinesppie

! tidbits, two (2) cane of diced tomatoes, one {1)

| can of tomato sauce, ore (1) large can of cream
. of mushroom soup, ona (1) can of slicad

. peachas, and threa (3) cans of tropical frult that

E ware alt dented, The Distary Manager was |
| observed to voluntarily take gl the dented cans of |
| the food off the shelf for use and placed in the
[ dented can area, not to be used,

- Observation of the lurnch meal, on 08/19/15 at

| 12:00 PM, revealed two (2) uncovered cups of

| black coffes on the sarving cart, Al of the othar
| tt:gvaragaa were observed to be covared an the

i tray,

H
1

i

STATEMENT OF DEFICIENCIES X2} MULTIPLE CONSTRUCTION URVEY
AN PUAN OF CORRECTION IENTIFICATION NUMBER: i‘ ;usmwa {xa}mmao
185038 B.wWiNG OBI2112015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, BTATE, ZiP CODE N
PROVIDENCE PAVILION 401 BAST 20TH STREET
COVINGTON, KY 41014
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES v PROVIDER'S PLAN OF CTION
PRUPIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, {FAGH CORRECTIVE m‘é&“?ﬁmn BE CombRTION
YAG | REGULATORY DRLBG IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE ~ DATD
DEFISIENGY)
: f
F 371 o i ]
I Continued From page 34 Fan baverages for storage and transportation

of items. However, No Resldents of thel
faciiitty were found to be &ffected by the
deflcient practice. ;
The facllity will pravant stmilar issuas |
accurring by implermentatian of the

following practices, noted In section 3.

3. {s)On August 20" and 217 2015 Al
Dietary staff wera re-aducated by the
facliity Meticlan & Distary Manager to the
following: the Inspection of dented cans;
drying pots, pans and other itams that |
have baen racantly washad, placing single
served ltems In a bag with the explration’
date on it and properly labeling, dating
and covering food and beverages for |
storage and transportation of items,
In addition On September 27, 3™, and 4‘?‘
the Admirdstrator/Assistant Administrator
re-educated ol staff of the need to :
inspect all food iterns for expiration dates
ard the naed to monitor food items to |
ensure they are being correctly stored.,

The Director of Human resources/Dietary
Manager will assure that all naw hires wifl
recefve the education during thelr '
orlantation periad In accordance with the
POC, as submitted, {The Distary
department doss utifize agenry I

wraployeas)

(B} The dietary staff will Inspect all ;
deiiveries for dented cans. i a dented can
Is dullvered it will placad on a cart for
further Investigation. (¢} There is 2 new !
drying rack that will be used prior to balng

sored to sllow sufficlent drying of pats, !
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SLIPPLIERICLIA {2) MULTIPLE CONSTRUCTION (X3} CATE SurvEyY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A, BUILDING COMPLETED
198034 B, WiNg 08/2172015
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE o
401 BAST 20TH BTREET
PROVIBENCE PAVILION COVINGTON, KY 41014
(e | BUMMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORRECTION T
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL  PREFIX | {EACH CORRECTIVE ACTION BHOULD BE | COMPLETION
TAG REGULATORY GR LEC ICENTIFYING INFORMATION) ! TAB | CROSS-REFERENCED TO THEAPPROPRIATE |  OATE
; f ! DEFICIENGY}
1 ' ! pans and other items that have been
F 371, Continued From page 35 (. Fan, recently washed. (d) The dietary staff will
An interview with Dietary Aide #1, on 08/18/15at : inspect all deliveries and document
\ 12:05 PM, revealed all of tha beverages should | expiration dates in a binder. Thay witl |
. bs covered to maintain the proper temperature place single serve itams In & clear bag, put
: and pravent contamination of tha food, Distary | i the explration date on the bag and then
| Alde #1 did not know why the two (2) cups of _ : stock the bags In the pantry. {8} The 1
| black eoffoe were not covered and was obssrved i dletary staff will ansure that proper |
- to voluntsrily take the two (2) uncovered cups of j labeling, dating and covering of food and|
! black coffes to the sink and discarded the coffes | : beverages for storage and transgortation
: down the sink drain, i of items, :
!
i An observation of the refrigerator in the main | 4. Inorder to ensure compliance The Dletary
| dining room, on 08/20/15 at 9:00 AM, revealsd: | Manager will parform Blwaskly food
i twelve (12) containers of sour cresm which had i safety audits (FSA’s) for 2 months and |
; bsen |abeled, no dates were cbasrved; fifty-on | then weekly for 1 month. These audits |
| (57) containers of whipped spread with ro l ‘ will be turned Into the Administrator, to |
| expiration date; threa {3) containers of Dole ensue audit compliance. i
: Troplcal Frults which had expired on 07/28/15: | .
 four (4) strawbarry smart gels which had expired ’ The FSA’s will be designed to verify that |
| an 0B/06/15; and four(4) Skippy peanut butter : the dietary stsff Is; Inspecting for dented
| containers with no expiration date. i cans, drying pots & pans, inspecting and ;
i ' ! labeling food products for appropriate |
! An obaervation of the refrigarator and freezerin i tabeling. :
| the small dining room, on 08/20/15 at 9:30 AM, | ;
| revaaled one (1) container of ice cream which Results of all the F5A’s will be submitted
! had explred on 07/16, twalve (12) containers of | ta the Providence Pavillon Quality
V&nma lce craam WMCh had no cxpfr&tlon dat&. : Assurance fQ]A} commiites, with tha ¢
 twe (2) Blus Ribbon loe cream bars with no committee determining the need for
- sxpiration data, twenty-four (24) Dean country further monitoring.
: Tragh pops and sixty (60) buttery spread >
. containers with no axpiration date, and four(4) Providence Pavillon utilizes the PDCA |
| strawberry gels with no expiration date, : ‘ {Plan Do Check Act) approsch in salving
| o identified quality lssues. Using the POCA
| An observation of the reftigerator and freezer in | approach all identified quality lssuss are|
- the rshablitation dining roam, on 08/20/15 at 2:55 l analyzed and # Plan Is then Implemented
- AM, revaaled one (1) large pitoher of clegr yellow | to solve the Wentified problem (Do
- liguid, possibly lemanada, nat covered, not | | phase). If during the routine ongoing
labslad, and not dated, forty (40) packages of check-{the auditing procass) Providence
‘ whipped butter spread with no explration date, | Pavilion Identifles any problam with the |
| three (3) strawbarry gols which had expiredon 4 Implementad plan; Providence will then
PO ChAS-2H0 {03245 Pravious Yarsions Ghaniels ‘ Event ID: UXTT11 Facility 10: 100268 f continuation shest Pagn 36 of 42
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DEPARTMENT OF HEALTH AND MUMAN SERVICES FORM APPROVED
CENT OR MEDICARFE & MERICAID SERVICES QMB NG, 083
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUBLOING COMPLETED
_ _ 185038 B. WiNG 08/21/2018
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
409 BAST 20TH STREET
PROVIDENCE PAVILION COVINGTON, KY 41014
4D | SUMMARY STATEMENT OF DEFICIENCIES Low ] PROVIDER'S PLAN OF CORRECTION T ey
PRERK | {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRELTIVE AGTION SHOULD BE | COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) | tao CROSS.REFERENCED TO THE APPROPRIATE | DATE
i f | PERICIENCY) |
l ! | re-analyze why the pian Is not working
F 371 Continued From page 36 Far. and then will adjust the plan sccordingly.
. 08/06/18, one (1) bottle of Sisrra Mist not labelad | The PCA approach is # continuous cycla)
[ or dated, thres (3) contalners of organic rica milk, | ; therefore the identified quality issue will|
. opened, not dated, and two (2) cans of Glucose | ! undergo the G/A process, untfl the Q/A
. Control Boost which had expired on 01/20/15. | committee determines that the issues
: have been solved. The Administrator & |
; An intarview with Dietary Aide #4, on 08/20/15 at i the Assistant Administrator of the facility
1 9:18 AM, roevealed the dietary aides put a label | (In eollaboration with the Medical ‘
! and data on the food when it came up from the i Cirector and Director of Nursing) oversees
I main kiichen area. The dietary aide was not ! the facilitles Q/A program to ensure that!
| awara of the above food products not having } the program Is effective and in
; explration dates, or expired dates on their labels. cornpliance with Federal & State ,
! ! : regulations. |
| Art interview with the Distary Manager, on
i 08/20/16 at 9:20 AM revealed he/she was nat * : 5 Providance Pavilion slleges compliance a5
; aware of unlabeled, no explration date, or expired - i of October 8, 2015, i
j foud being present in the refrigerator and freezers | f
: 6n tha main dining ream, small dining room and _i
rehabilitation dining room. The Dietary Manager i
- and Digtary Alde #4 voluntarily removed the :
 uniabeled, no expiration date, and expired ;
i baverage and food contalners from the {
 refrigarstors and freezers and discarded the food, | )
. The Distary Manager revealad it was his !
| 8xpectation that all of the foad and beverages |
i should be properly stored, labelad, date, and
. thecked for an expiration date, j
i
- An intarview with tha Administrator, on 08/21/15 !
L&t 8:15 PM, revealed it was his expectation that |
" all of the food and dishware which was prepared | ;
 and stored for the residents should be conducted | 4
: in a sanitary manner, following the state and ' ;
| faderal requirements for dietary managemant, ;
- The Administrator related he would speak with | ; :
- the Distary Manager and correct the situation. ; ;
F da1 | 483.65 INFECTION CONTROL, PREVENT F441]
$8=E | SPREAD, LINENS 5
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Q

STATEMENT OF DEFICIENGIES {%1) PROVIDER/ALPPLIERVCLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185038 B. WING 08121.2015
NAME OF PROVIDER LR SUFPLIER STREET ADDRESE, CITY, ETATE, ZIP CODE
401 EAST 20TH STRRET
PROVIDENGCE PAVILION
COVINGTON, KY 41014
X4) 10 | SUMMARY STATEMENT OF DEFICIENCIES oo FROVIDER'S PLAN OF CORREGTION 8
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APFROPRIATE DATS
DEFICIENCY)
: ! F-441 Infection Control, Prevent Spread, Linens | /
F 441" Continued From page 37 F 441 providence Pavliion has an established Infection P/? &

i The facility muat establish and maintaln sn

| Infaction Control Program dasigned to pravide a

| safe, saniary and comfortable environment and

- to help prevent the development and transmissaion.
' of disease and infection.

' {a) Infaction Control Program

i The facility must establish an Infection Control

- Program undar which it -

‘ : (1) Investigates, controls, and prevents Infections
 in the facility; ;
| {2) Dacides what procedures, such as isolation,

- 8hould be applied to an individual resident; and
' (3) Maintains & record of incidents and corrective |

i actions related to infactions. :

(b} Preventing Spread of infaction

‘ {1) When tha Infaction Cantrol Program ;

| detarmines thet a resident needs isaletion to !

| pravent the spread of infaction, the faclity must
¢ isolate the resident.

| {2) Tha facility must prohibit employees with a

| communicable disease or infected skin lesions

| from direct contact with residents or thelr food, if |
- direct contact will tranamit the disease,
{3) The fachity must requlre staff to wash thelr |
~hands sfter aach direct residant contact for whésh
" hand washing is indicated by accepted

| professionsl practice,

(¢} Linens _
Parsorinel must handle, store, process and i
tranaport linens 5o as to prevent the spread of

! Infection.

i
{
i

R

- Control Program deslgned to provide a safe,
sanitery and comfortable environment and to halp
prevent the development end transmlssion of

" diseaza snd Infaction.

1. {a) On August 217 2015 STNA #5 was
immediately re-educsted by the DON an
the proper procedura for dalivering
perineal care to an Incontinent resident,
inchuding the washing of hands and the
donning of gloves prior to delivering
perineal care. This aducation included -
re-educition on when to wash
hand/change gloves prior to care, during
carg, and prior to exiting the room. On
September 11, 2015 the DON presented

On August 21" STNA #4 was also re-
sducated by the DON on the appropriste
care for the resident In contact isolation.

All SYNA's caring for resident #4 wers
Immediately re-educated on appropriate
perinaal care and the care of the

resident Iy cohtact isalation prior to thelr
! aext shifts, This re-aducation specifically

' focused on Hand washing and the when
ta change gloves during care, This
education was provided by the DON &
Nurse Managers,

{b) The DON/Nurse Managsrs

| Immedlately Inspectad gvery reside nt
room to ensure that hedpans, bath
biuging, and ali resident care Hems were
individuslly labelad and not on the flaor.

2. Al Residents of the faclity have the
patential to be affacted Dy the deficiant
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB N, 09380451
STATEMENT o '
DERNTAIRERSE [0 pmvemmTey | oo v cowenoy s
NANE OF PROVIDEN OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIF CODE -
404 EAST 20TH STREET
PRO
VIDENGE PAVILION COVINGTON, KY 41014
x40 |  BUMMARY STATEMENT OF DEFICIENCES L PROVIDER'S PLAN OF CORRECTION Ao
! EACH [ : :
T Ry R ettt i
X DEFICIENCY)
| i i
E 441 ! Continued From page 38 E Faar 5;%2?::; ia; lncted in the Statement of ;
: { i
| This REQUIREMENT Is not rmet as evidenced i The facility will prevent simifar Issues |
by ; occurring by Implementation of the
. Based on observation, interview and review of : followlng practices, noted in section 3. -
| the facliity's Infection Control Policy, Hand : J
{ Washing Policy, and Perineal Cara Policy, it was !
 determined the facility falled to ensure and | 3. {a) On September 2™, 3", and 4™ the
_maintain an infection Controf Program to provide Administrator/Assistant Administrator
@ safe, sanitary and comfortable homaelike re-aducated all staff on the correct way;
F environment and help minimize the developmant when to wash hand/change gloves prier
| and tranamission of infection for ona (1) of fiftean | to care, during care, and prior to exiting
| (16} sampled residents (Resident 4y, J the room. This education also
- Obsarvation of perinesl carg revealed sta¥ falled readucated the staff on what the
| to remove gloves and wash hands before } procedures are to be followed an |
! providing other care to the rasidont. In addition, | i Residents who are In Isclation (who have
: badpans, bath pans, and suction aquipment was | | Isalation slgns on thelr door. |
' observad on tha floor not bagged of labsled, and : ‘
 nebulizer equipment was observed not bagged or ° On Septerber 17" and 18" 2015 The |
tabeled during the initial facility tour, ; DON & Nurse Managars re-educated all
: nursing staff on the correct procedures
- The findings Include: ; to follow when dellvering perines! care;
. . dalivering care to residents In contact |
| Raview of the faciiity's Infection Control Policy, Isolation: including the appropriate hand
| dated Septembar 2008, ravoaled the faciity i washing methad & the sppropriete ¢
« wauld malntain an Infaction Controf Program Donning & Doffing of PPE. ;
- designed to provide a safe, sanitary and The Diracter of Human resources will ¢
- comfortabie homelike environmant snd help ‘ ‘ assure that all naw hires and agency staff
. minimize the development and tranamission of ; ; wili recelve the education In accordanca
i Infaction, with the POC, 35 submittad, ;
e i t :
+ Raview of the facility's Handwashing Procadure f ,f {b) The Assistant Administrator and DON
_f Palicy, not dated, revealed staff waa to wash their , : have developed a new procedure for the
; hands with soap and water to remove transiont ! storage of resident’s personal items, The
| milcro-organisms from hands. : facliiry whi obtsin lndhidually labeled
| drawers so that Kesldent items are
- Ravisw of the facility's Parineat Cara Policy, not stored In accordance with appropriate -
 dated, revesled the staff would perform hand Infection control guidelines. f
; hygiena after care was provided, remove gloves '
| and wash hands (do rot touch anything with ? , _
FORM CMS-2807(02-00) Pravious Visslons Cscirte Evant ID:UXT 114 Faetiity 1D: 100268 it continuation sheet Fage 39 of 42
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STATEMENT OF DEFICHENCIES X1) PROVIDER/SUPPL
AND PLAN OF CORRECTION o DENTIFK:A‘H‘\C;?% mig%gf ;%ﬁéfgwl:m CONSTRUGTION (xs}gg;ei{:éiev
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, $TATE, Z¥ CODE
PROVIDENGE PAVILION ;‘g‘mmm&"';fif; .
XAy SUMMARY BTATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ‘
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD SE  coupEnon
TAG | REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THEAFPROPRIATE  «  DATE
; DEFICIENCY)
i i M grd th
! On Septamber 27, 37, and 47 2015 the
Fa41 E Continued From page 30 F 441 Agm:'spi:tgt:r;ﬂ«;sismn: 2dmkni$trator
i - anlled gloves sfier procedure {1.e.. curtain, side - ! educated all staff on the new policy of
raiiahcimn fingn, call bell, etc.) and perform hand - acquiring the individually labelad
- waghing after ramoving gloves. & ; drawers and what items betongad in
'§ R i sach drawer,
! aview of the madica] record revesled the j
i fncﬂity admitted Rasident #4 on 10/01/10 with : On September 17" and 18" 2015 the
i diagnoses that Included Anemia, Heart Fallure, ; DON educatad all nurses and STNA'S
i Lirinary Tract infaction, Déabates Anxlaty, f regarding the proper storage of bedpang,
' Demsagz. ﬁsgﬂosbnrr&y, ang Dysphagia. A ; bath basins, suction equipment, and
t review of the Minimum Data Set (MDS) nebulizer equipment. The JON
! assessment dated 07/27/15 reveslad the resident i raviewed the Information contained In
; required extensive assist with ane (1) person | the Residant Personal item Storage
physki-al assiistan%a. for:fygiane;' and bathing and ! Palicy.
| was always incontinent of bowsl and bladder and - i
1 required total assistance of ana (1) parson The Diractor of Hurman resources will
; | physical asslgt for tolleting. E aducate 3l new hirss diring thelr
Orlentation periad and the Director of
; Reviaw of the Comprahensive Care Plan dated i Human resources wifl educate agency
{ 09/12/11 and revieed on 02/11/15 revealed the staff, prior 1o being utilized at
E faciiity identifiad the resident had siress bladder : Providence Pavilion, in regards to the
; Incontinencs and requirad perinesd care as ; education In the Plan of correction as
neaded sfier Incontinant apisades, : submitted.
i
gtba?:;\iggg% t;?mrl;; 5 ﬁ:;&i g (? gﬁ?ﬁ\)%?iadw r 4, Inordarto ensurs compliancs;
onn ;
i ! gown and gloves outside the resident’s room ; Ef: gh: afi';iﬁ:;;g:igg‘;ﬁ?
| without washing her hands. The SRNA began to § ¢ Y
parform parineal care, dressed tha resident, | delivary of parinaal care three timas 3
undonned gown and gloves, and ieft the room i week for 4 weeks, two times weekly for
without washing her hands. SRNA#5 returned to . ; 2 weeks, and then ane (1) time monthiy
the room with the Hoyer iift, donned gown and ¢ ! for 2 months. These monitars/audits
L] I "
gloves without washing her hands and assisted wiii observe staff delivering care to
the resldent from the bad to the wheelchair using i ensure the staff knows the correct
| the Hoyer iift. Further observation reveaiad SRNA j
#5 brushed the residents halr, removed the solled procedure/s when to wash hands,
lineng from the bad, placed claan linen an the ! cherige gloves, and provide care to
bed, cleaned the over bed table and pulled the | residents in contact isolatlon.
privacy curtain back while wearing solled gown
' and gloves. SRNA than removed the solled gown :
FORM CMS-2887(02-68) Previous Versions Otaclats Event 1D: UXT1# Paciity 0: 100208 if Gontinuation sheet Paga 40 of 42
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID VIGES OMB NO. 0838-0391
T O ;
SERMELSRERSS | BRSNS | me consTruorion " S "
_ 185030 B. WING 08212015
NAME OF PROVIDER GR SUPPLIER STREET AUDRESE, CITY, 8TATE, ZIP CODE
p 41 EASYT 207H STREET
ROVIDENGE PAVILION COVINGTON, KY 41014
43 10 BUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER' FLAN OF CORRECTION J——
PREF EACH DEFICIENCY MUST BE PRECEDED B e
Tha | REGLLATORY OR LSC IDENTIFYING INFORMATION A6 CROBSREFRRENGED 10 Tk ARPROIRATE | e
: DEFICIENCY) j
i g T
E 441 ! Continued From page 40 | Eag1 {b} The Assistant Administrator will audit
and glovas and laft the room carrying the bagged ‘ individual Rasident raoms {to ensu_re} |
" dirty finens without washing her hands. compllance with the new starage policy)
! three times & week for 4 weeks, twa
" interview, on 08/20/16 at 9:45 AM, with SRNA #5 . times weekly for 2 weeks, and then one
 revealed she was aware the facility had an ‘ | (1} time monthly for 2 months. This audit
- infection controt policy but was not aware what : will b& monitoring to 2nsure the facilities
gé?qg};tmy Slatﬁgo BRNA if'tS siatad th&:’ pz'locaas for newly Implemented storage drawers are
precautions was "to gown and glove
outslde the resident's room égnd wash yg:mr hands belng correctly utiized for proper '
after care was pravided to a resident”. SRNA#5 . storage of bedpans, bath pans, suction |
 also stated she was last trained on infection equipment, and nebullzer equipment. -
i control in June of 2015, The SRNA further statad | : ;
* she should have washed her hands. ; Results of thes audits wili be submitted
! ! 1o the Providance Pavillon Quality !
! Assurance {C/A] committes, with the
; ‘ committen daterminlng the need for |
. 2. Qbsarvation of the facility, on 08/18/15 at , further monitering.
1 10:10 AM, revealsd seven (7) out of sixteen (16) 5 1
! rasident rooms had bedpans, bath pans and Providence Pavilion utiilzes the PDCA |
suction equipmant on the floor not bagged or {Plan Do Chack Act} approach in solving,
iaboled, ( identifled quality lssuas, Using the PDCA
i | approach alt identifled quality issues are
" interview, on U8/21/15 at 2:00 PM, with the ari:tyzed andaPlanis t?\_en ;::piementecf
Director of Nursing (DON) revesled all badpans, 10 solve the identified problam (Do -
* bath pans and other equipment shouid be bagged phasa). If during the routine ongaing
- &nd labeled and should not be on the floor. ; chark-(the suditing process) Providence
; | | with tha
i Inferview, on O&/21/18 at 2:00 PM, with the ; f:i‘;?iﬁ:ff;;f;ff?;ﬂﬁi:g wut: then
' Diractor of Nursing (DON) revealed the staff was ; % re-analyze why the plan Is not working |
trained on the facilities Infaction Control Policy, " and then will adjust the plan accordingly.
- Hand Washing Policy, and Perineal Cars Policies ‘ ; The PDCA spproach 1s & continuous
- during orisntation, annually and whenever it was : cycle, therafore tha identified quality |
' necessary, The EI)ON further stated sha expected ssue will undergo the (/A process, unti
all staff to follow the facllity policy in regards to ! the O/A committes determines that the
hand washing, infection control, and parinesi care ‘ issues have been solved. The
to halp minimize the developmant and Agdministrator & the Assistant
- ransmission of infaction. The DON also stated Administrator of the facility {in ?
that all badpans, bath pans and other equipment collaboration with the Medical Director
should be baggad and labaled and should naot be i and Director of Nursing) oversees the |
FORM CME-Z87{02-503 Pravious Varsions Obsolete Evant ID;UXT11 Factity ID: 100288 if oo_ntlnuam shaet Paga 41 of 42
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x&amo ! SUMMARY STATEMENT OF DEFICIENGIES ‘ " PROVIDERS PLAN OF CORRELTION o)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH COBPECTIVE ADTION SHOULD BE - COMPLETION
TAG = REGULATORY ORLSC IDENTIFYING INFORMATIGN) © TA@ | CROSS-REFERENCED TO THEAPPROPRATE | ONTE
i - , DEFICIENC Y} ;
; facliities Q/A progracn 10 ensure that the
F 441 . Continued From page 41 F 441 grogram Is effective and In compliance
. on the floor, i with Federal & 5tate reguiations.
Intarview on QBI21/18 at 6:15 PM with the : 5. Providence Pavilion allegas compliance
- Administrator revealed he expscts all staff to ; as of Qctober 8, 2015.
{ollow the facilitles policlss in regards to Infection | ;
- Control, Hand Washing, and Parinesl Care. The g i
- ED algo stated he sxpects all aquipment, ; ;
- bedpans, and bath pans to be bagged and ;
 fabslad and stored appropriately. ;
! !
|
: §
\ |
: | |
i ' |
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