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F OO INITIAL COMMENTS

. A Recerification Survey was inifiated on
0171315 and concluded on G1/715/15,

' Deficiencies were ciied with the highest Scope
s and Severity of an “E",

1483 15(=) DIGNITY AND RESFECT OF
VINDIVIDUALITY

; The facility must promote care for residents in a
“manrer and in an environment that maintaing or
anhances each resident’s dighity and resaect in
 full recognition of his or her individuality.

. : This REQUIREMENT is not met as evidenced

! by ]

" Based on abservation, interview and review ot |

i the facility's "Resident Rignts for the State of

; Kentucky”, it was determined the faciity failed to

" prommote care for residents in a manner angd
environment that maintained or enhanced each

s rasident's dicnity and respect in fulf recognition of :

‘ his or her individuafity.

¢ Observaticn during the initial tour of the Taciity
ravesled five {5y of the thirtleen (13) residents ;
having indwalling urinary catheters had their urine ;
» dralnage bags uncovered and in fuli sight of other
. residents, visitors and family.

| The findings include:

'Revisw of the facilly's "Resident Rights for the 5

| Sfats of Kentucky" dated 01/01/14, ravegied each
resident would be treatad with consideration

. respect, and 1ull recognition of his or her dign ity

"and Individuaiity, inchuding privacy in treatrment

i and in care for his or her personal needs.

tion is prepared and

submitted as required

by law. By submitting

this Plan of Correc-

tion, Bridge Point

Center does not admit

that the deficiency

listed on this form ex-

ist, nor does the Cen-

ter admit to any

statements, findings,

facts, or conclusions

that form the basis

for the alleged defi-

ciency.”
F241 5
1. )tis the practice of this facility to
promote care for residents in 3 :
manner and in an environment that
maintains or enhances each resi-
dent’s dignity and respect in full
recognition of his or her individuali-

ty.

Residents in rooms 208, 212-A, 220-
Aand221-B indwelling catheters
bags were covered with dignity bags
to ensure that the urinary drainage
bags were not in ful] sight of other
residents, visitors and family on
1/13/2015 by Unit Managers.
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FInterview with Unit Man

“urinary drainage b
: the fesident's d%gﬂéty and privacy. Further

interview revealed leg bags should be used when |
: possible for residents who were out of their beds.

Cnterview with the Administrator,
15 PM. revealed the faciity did not have a
' policy specific for urinary catheter bag coverage,
; hewever her expectafior was for the urinary
“catheter bags to be placed in 2
i bag o preserve the resident’s dignity and privacy. .

C}bsewaizop during the Initial tour of the faciiity,

on 01/13/15 at 11.00 AM, revealed residents in

i rooms 201-A, 208 2“%24\, 22C-Aand 221-B to
. have indwelling urinary cathe
funcovered and in full sight of other regidents,
, staff, visitors and family.

ter drainage bags

| interview with Certified Nursing Assistant (CNA)
#3, on 01/15/15 2l 6:.C8 PM, revealed the urinary
¢ catheter drainage bags should be coverad in a

biue privacy bag. Per interview, covering the

" drainage bags was done for the dignity of the
; resident,

er (UM} #7, on 01/15/15

gt 418 PM, res,eai@ ‘d!gﬂw:pnwcy bagfz for
ag$ should be used io ensure

Cinterview with the Dirsctor of Nursing (DON), orz
c 0314715 at 3:32 PM, revealed the facii fity cid n
“have a policy specific to dignity of & resident

| requiring s catheter bag; however, her

~ axpectation weuld be far indwelling urinary

catheter bags o be piaced Inside & privacy/dignity
pag and not i full view of other residents, family

| and visitors.

AR mi
R |

on G148/

dighity/orivacy

F dﬁ’* 483.15(h}{2) HOUSEKEEPING &

[y 10 SUMBMARY STATEMENT OF DEFKIENCIES I
RE? x| (EACH DEFICIENCY MUST BE PRECEDED &Y FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE i
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APEROPRIATE ]
: DEFICIENGY! i

b » i

E 541 Commuec From page 1 & o4 2. All residents of the facility who [
have catheter bags have the poten- i

tial to be affected. Audit Compieted

by the 100 hall, 200 hall and 300 hall

Nurse Unit Managers on 1/13/2015

revealed no further privacy or digni-

ty issues with residents who require

use of a catheter bag.

3. All nurses and nursing assistants

will be provided reeducation per the

Director of Nursing, and the Nurse

Practice Educator abouwt dignity and }

respect of our residents including |

use of dignity bags over indwelling !
i

catheter bags at all times on or he-
fore 2/25/2015. A posttest will ba
provided to staff by Nurse Practice
Educator validate understanding.
Staff not available during this
timeframe will be provided reeduca-
tion upon return to work by the
Nurse Practice Educator or Director

E
|
|
of Nursing. !
|
f
5
|
|

The need for use of a dignity bag will
be included on the “care cards”
which cach resident has in place to
ensure alf individualized needs are
being met. The nursing assistants
and nurses will utilize the care cards
when providing care to be aware |
that residents who have an indwell- i
ing catheter need a dignity bag.
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SURMARY STATERMENT OF DEFICIENCIES

FROVIDER'S PLAN OF CORRECTION

~The faciity must provide housekeeping and
i maintenarce services necessary to mantain a
- sanitary, orderly, znd comfortable interior,

not met as svidenced

" This REQUIREMENT s
© by

* Based on cbservation, interview and review of

the facility's policy, it was determined the facility

failed fo ensure housekeeping and maintenance

tservices were provided to maintain 2 sanitary,

; orderly and comfortable inlerior. Obsarvation of

" the facility’s community shower rooms revealed:

‘ cracked, oroken or missing liles; one (1) toffs

Chad a continucus flow of waler to the oilet and &

tollet &t the base; cre (1) shower chair o have E:
' brownish/biack substance on the chair; one (
. full and overflowing frash

overflowing uﬂcove;ed Emen bin, Observation

 revealed four (4] resident reoms had a dried
" brownish SJEIQE@P&E at the base of the toflets,
: Additicnally, observation of the Chapel
“environment revealed ninetesn (19} celling ties
{with a brownish stain and the wall had a brownish
; vertical stain from the ceiling fo floor,

The findings include:

- Revigw of the fadiiity's pelicy Stisd, "Cleaning and
Disinfecting”, revised on §7/01/14, ravealed

: cleaning and disinfecting of resident care ftems

“and environment should be cleanad of all forei igh

i malerials such as blcod, feces, dust and dint

" before disinfecting. Further review reveaied

- mulf-use equipment should be cleaned and

. disirfected betwesn rasidents,

i

o 2
I oPRErx (EACH DEFICIENCY MUST BE PRECEDED BY #1011 PREFIX (EACH CORREQTIVE ACTION SHOULD BE
; ALY REGULATORY OR LT IDENTIFYING INFORMATION,) TAG ; CROSB-REFERENCED TO THE APPROSRIATE
DEFICIENDST)
) _ Utilizing an audit toof the Nursin
F 253, Continued From page 2 Faal, Managirs of each unit will com !gete
i 55=E" MAINTENANCE SERVICES b . . o P
\ an audit of dignity bag use daily for

i water-like substance lezking from the back of ihe _:

1 bin; and one{ﬂ‘f% a'ﬁd '

two weeks, then three times a week | ]
for two weeks then two times a '
week for one month. Any concerns
wlli be addressed immediately.

4. A summary of findings will be

submitted by the Director of Nursing -
to the monthly Performance im- :
provement Committee by the Direc- .
tor of Nursing consisting of Adminis- .
trator, Director of Nursing, Mainte- -
nance Director, B&smess Cffice

Manager, and Dietary Supemsor for
further review and recommenda-

tions. o 5
5, Completion Date 2/25/2015 '

F253
1. 1t is the practice of this facility to

provide housekeeping and mainte-
nance services necessary to maintain
sanitary, orderly, and comfortable |
interior for our residents, J
The cracked, broken or miss E
in the community snower rooms on |
the 100 and 300 halls will be re- - f

Ing tiles

paired by maintenance staff
by2/25/2015, The toilet in the 100
shower room was fixed by the

FORM CME-2567(02-88) Previows Versiong Obsolata Event i CE4D1
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£ 253 Continued From page 3 £r53  Maintenance Director on 1/14/2015. §

~Review of the facility's policy titled, "Liren
FHandling”, dated 08/01/04, revealed staff shouid

. meintain an appropriate and adequate system for
" containing solled liner. Further review revealed
. the confainers should be clean and disinfectad,
“have lids in place and should not be over flted.

‘Review of the facility's policy tiled, "Waste

. Management', dated 08/071/04, revealed waste
containers should be closable, puncturs resistant |

fard leak proof. Continued review revealed staff

shouid remove waste for finaf dispasition at least

once daily.

* Observation of the communily showar rooms
during inftial four of the facility, on 01713415 at
[11:00 AM, revesied the 100 and 300 Hall _
community shower rooms had crackad, broken or
Cmissing t {Observation in the 100 Hall
| community shower room revealed a foilst had &
“continuous water flow with & water-like substance .
. teaking from the base of the toilst. Continued
observation of tha 100 Mall community shower
 room revesled it also contained one (1)
“uncoverad full and overflowing trash bin and one
STy uneoverad full and overflowing solied linen
“bin. Observation of the 200 Hall commanity
. shower room reveated a resident shower chair
- with a brownish substance on the chair. Further
. observation during the infial four revealed:
resident rooms 201, 207, 208 and 210 had a
. cried hrownish substance at the base cf the
toilets; the Chapel area had ninetsen (18) ceiling
fles with 3 brown stain and 2 wail in the Chapel
“had a brownish vertical stain from ceiling to fioor.

lac

ey

Inferview with Certified Nursing Agsistant {CNA)
CHZ on 01/13/15 at 11:25 AN, revealed the

i

The shower chair in the 200 hall
community shower room was
cleaned by nursing on 1/13/2015;
the trash bin was emptied and linen
bins covered immediately, by nurs-
ing on 1/13/15. Resident rooms #
201, 207, 208, and 210 were deep

1/17/2015. The stains in the chapel
are from roof related leaks, the facil-
ity received one bid on 2/2/15, and
will receive g second bid on
2/12/2015. The facility will contract
with ene of the contractors, and will
complete the repairs as quickly as
possible, Upon completion of roof
repairs, the facility will re-
palt/replace the ceifing tiles and ver- .
tical wall stains, ;
2. All residents of the facility have
the potential to be affected. The
Maintenance Director and
Administrator will complete rounds
by 2/25/2015 to observe for condi-
tion of shower rooms, for broken,
missing tiles, cleanliness of shower
chairs, trashcans covered and not
overflowing, covered linen bins, toi- °
lets in resident rooms with correc-
tive actlon if needed incjuding a plan ;

1
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! brownish/black substance should have been :
; cleaned off the shiowsr chalr and the shower chair’
“then disinfected.  Further inferview revealed :
; housekeeping staff would disinfect the chairs or
*CNAs could use Clorox wipes. CNA#2 siated

; the brownishiblack substance should noi have
“been left on the shower chair,

Interview with a Housekeaping Aide on 01/13/15
at 11:18 AM, revealed housskeeping staff
clearsd and disinfected shower chaire when the
i shower room was clesned daily or whenever a
- UMA asked them o disinfect the shower chairs.
tParinterview, housekeeping staff cleaned and
. mopped residerts’ rooms and bathrooms daily.
‘ Housekeeping Alde #1 stated there should not be
. a dried brownish substance at the base of the
“toilets In residents’ bathrooms.

interview with CNA#1 on 01/18/15 at 2:30 PM,

i ravealed shower chairs were i be rinsed off after

“each use and disinfected with Clorox wipes or :

:housekeeping asked o disinfect the chairs. Per
interview, this was not homeliks and ONA £1

; would not want to take s shower on a shower
chair F ¥ was not clean, Additona! interview

I raveaed the trash and inen containers were to

_have lids on them and they should not be

F overfilled and overflowing. :

! interview with CNA #3, on 011515 21 6:05 PM,
revealed the shower chalr shoultd have been
‘cleaned anc sanitized sfler each resident uss.

Per interview, the trash and solled finen
containers shouid neve had ids on them, ang the
containers shouid be emptled affer each shiff.
CNA#S revealed this was not homeiike for

, Tesidents.
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AND PLAN OF CORRECTION J DENTIFICATION NUMBER: A BALDING COMPLETED
| f 185080 VB wing I s1msim01s
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F253 Continued From page 4 F 253 _for-repairs if indicated. The mainte-

nance Director wiil complete audit
of facility for roof leaks by 2/16/15
tn ensure no additional roof stains
with corrective action if indicated.

3. The Director of Nursing, Nurse
Practice Educator, and Housekeep-
ing supervisor will reinservice all
nurses, aides and housekeeping staff
on the expectation of providing an
interior environment that is sanitary,
orderly, and comfortable for cur
rasidents’ including completion of
work arders if indicated by 2/25/15.
A posttest will be provided to staff
by Nurse Practice Educator to vali- |
date understanding to vaiidate un-

derstanding. Staff not available dur-
ing this timeframe will be provided ;
reeducation upon retum to work by

the Nurse Practice Educator or DI-
rector of Nursing.

Utilizing an audit tool, the house-
keeping Manager, and 100 hall, 2€0
fhail, and 300 hall Nurse managers
across all shifts daily for two weeks,
then three times a week for two

¢
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F 253 Continued From page & _
; terview with Unit Manager (UM} #7, on 01716415 ;
"at4.15 PM, revealed the CNA's were responsible |
Hor cleaning and disinfecting the shower chairs
, belween resident use. UM #7 revealed the
' shower chair should have been cleansd and left
i ready for another resident’s Luse. Continued

irtervisw revealed solled linen and trash should
i bein @ bag in a container with & lid and should
. hot be cverflowing. Further interview revealad
"this was not a homelike emdrenment.

2. Review of the facility’s policy titled, "Roufine
Maintenance" revised D8/0107, revealed
; requests for routine maintenance would regquire a
wark order whicn would be picked up on on 2
‘pre-determined schedule. The Policy revealad
» the work would be prioritized with completed work -
“orders filed and maintaired for one (1) year.

ntendew with CNA#ES, on 01/18A15 at 5:05 PM,
revealsd the damaged ties in the shower rooms

i should have been reported to the supervisor for a ¢
work order tc be placed for mainterance.

. Continued nterview with Unit Manager (UM} #7,
Con OTE/S at 415 PM, work arders were 1o be
. put o the clipboard for maintenance, UM #7
reveaied for ssues which required mora mely
| service, the work order should be placed in the
maintenance malibox, Continued interview
revesled the camaged or missing tiss should
. have been reparted fo maintenance for repair.

fnterview with the Mainienance Direstor, on :
0118158 at 10:40 AM, revealed tha maintenance
" depariment made rounds six (8) days per week

- and picked up work orders during their rounds.

' Per interview, there was ro work order request

i for the tiles to be replaced and he was not awars

weeks then two times a week for
one month then as determined by
the monthiy Performance improve-
ment Committee with corrective
action upon discovery including
completion of work orders if indicat-
ed,

4. A Summary of findings wili be
submitted by the he usekeeping
Manager and unit managers to the
monthly Performance improvement
committee consisting of Administra-
tor, Director of Nursing, Mainte-
nance Director, Business Office
Manzager, and Dietary Supervisor for
further review and reconmmenda-
tions.

5. Completion date: 2/26/2015

4. A Summary of findings will be
submitted by the housekeeping
manager and unft managers to the
rmonthly Perfermance improvement
committee consisting of Administra-
tor, Director of Nursing, Mainte-
nance Director, Business Office
Manager, and Dietary Supervisor for
further review and recommenda-
tions. ’

5. Completion date: 2/26/2015

b bt e
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F 253, Continued From page &
. the tiles were missing or damagad in the shower
‘rooms and Chapel area. Further interview

P and the tolet had been repairad.

" Interview with the Director of Nursing (DON), on
P 0718715 at 4:0G PM, revealad the damaged tiles
. should have been reported {0 be repaired.

! Further interview revesled the trash and solied

: iner containers should not have been

tlid. Further inferview revealed the CNA's should
. clean the shower chairs after each resident use
Cwith bleach or sanf-wipes. Continued interview

i ravealed this was not a clean and homalike
Cernvaronmeit,

483.20{K}M3)iy SERVICES PROVIDED MEET
PROFESSICNAL STANDARDS

F 281

SG=E |

: The servives provided or arranged by the faciity
must meet professionad standards of quality,

FThis REGUIREMENT i rot met as evidanced

oy

 Baszad on observation, interview, review of the

: facility's polley and review of the Kentucky Board

. of Nursing {KBNj Advisary Opinion Statement
{ADS], itwas determined the facility fajled to

casgure the administration of oral medication met
proefessionat standards of quality for five (8]
unsampled residents (Unsampled Resident G,

. Unsampled Resident D, Unsampled Resident E,

" Unsampled Resident F and Unsempled Resident |

i G} of the twenty-four (24} sampled and seven (7)

_unsampled residants.

‘ revealed he did receive a worlk order for the toilet
repair in the 100 Hall shower room on §1/14/15, o

overfiowing and should have been covered with a

FABURLDING COMPLETED
WANG I .
B WING _ | 011812045
STREET ADDRESS, CITY, STATE, ZIF CODE
7300 WOODSPOINT DRIVE
' FLORENCE, KY 41042
i) : PROVIDER'S PLAN OF SCORRECTION (s
PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED 70 THE APPROPRIATE ¢ DATE
DEFICIENGY)
F 253
F 281 F281

1. it is the practice of this facility to
provide professional standards of
guality.

The LPN (#1} was reeducatad by the
Director of Nursing regarding the ,
facility policy for ora medication
administration and the expectation

to observe the resident take the
medication 1/14/2015.
Upon interview 1/14/2015 by the ¢ |
Director of Nursing unsampled resi-
dents F, D, G, C, and E stated that
they did take their medications
when administerad,

FORM CME-2587{02-04) Previous Versions Obsblgte Event 1 CE4ADAY
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F 281 . Continued From page 7
 Obsarvation during medication pass revealed
i Licensed Practical Nurse (LPN) #1 placed
- medication In medication cups, ther took the
" medication in the cups to the residents’ rooms
i placing the medication cups on the residents’

without staying and chsarving the residents’ take
. thelr medications o ensure the medication was
“taken,

" The findings include:

. Review of the facility's policy litted, "Medication

" Adminsiration: Tral', revised 01/02/14, revealed

¢ under Guideline #3 after ghving the resident a
mecication the person administering the

{ medication was fo stay with the resident until the

- drug had been swallowed.

- Review of the KBN AQS #14 regarding Patient
Care Orders, revised Ocichear 2010, revealsd

: Registered Nurses (RNs) and Licensad Practical

Nurses (LPNg) were responsibie for the

fadministration of medication or treatiment as

authorized by a Physician, Physizian Assistant, or |

Advanced Practice Registered Nurse (APRNL '

Review reveaied companents of madication

" administration inclrded, but were not iimited to,

| preparing and giving medication in the prescn’béd :

_does, route and frequency. 5

1. Observation on 01/14/15 al 4:00 PM, during

- the afterncon medication {med) pass on the 100

: hatlway, which was the Rehabilitation (Rehab)

" hallway, ravesied LPN #1 placed wo (é)

{ scheduled oral medication tablels in a medication .
“cup, fock the medications in the cup to
¢ Unsampled Resident F's room where she put the -
: cup on the bedside table. Continued observation .

AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A
- FA SURDING COMPLETED
! H
}
! 185080 f B WING i
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B SUMMARY STATEMENT OF DEECIENCIES ) 3 pi '~
| FREFK ' EACHDGICENGY MUST BE SREGEDED BY FlL - (EACH CORRECATE ARTION St e oot |
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! 5C TIEYING NFORMATION] TAG CROSE-REFERENCED TO THE AFPROPRIATE Q,ifg o |
DEFISIENGY)
F 281 © 2. All residents of the facility have

badside tables. LPN #1 Jaft the residents’ reoms |

i the potential to be affected. Audit

i completed by the Unit managers on
100 Hall, 200 Hall and 300 Hall and
Nurse Practice Educator revealed

no other residents had medications

{eft at the bedside on 1/14/2015. :
3. The Director of Nursing, or Nurse |
Practice Educator will reeducate all
nurses on the facilities policy for oral
medication administration including
observation of the resident taking

the medication and a posttest will

be given by the Nurse Practice £du-

cator to validate understanding by
2/25/2014. Staff not available during

this timeframe wiil be provided : ?
raeducation upon return to work by

the Nurse Practice Educator or Di- ,
recter of Nursing.
The 100 hall, 260 hall, and 300 hall
Nurse Managers, Nurse Practice Ed-
ucator or Director of Nurses will uti-
lize an audit tool to manitor the
nurse remains with the resident
when administering medications
daily across all shifts for two weeks,
then three times a week for two
weeks, then as determined by the
manthly Performance Improvement
Committee. Any concerns wili be
addressed immediately.
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F 281 Centinued From page 8 Fogt 4 Asummary of findings will be
reveaied LEN #1 ieft the resident's reom and did submitted by the unit ma nagers o
i not stay to observe Unsampled Resident F take
: bi%’herymedfcaficn LEN #fwas observed to the mOﬂtth_Perfarmance improve-
= ‘ als s ment Committee consisting of Ad-

relurn to the medication cart and documert the
. medication as administerad aven though she had
' not cbserved Unsampled Residsnt F taks the

. medication.

2 Chsarvation on 01/14/15 at 4:08 Py, during

“the afternoon med pass o the 100 hallway.

. revealed LPN #1 placsd one (1) scheduled

" medication tablet for Unsampied Resident 3 in a

medication cup, took the medication cup to the

resident's room and piaced the cup on tha

; bedside table. Continved observation revesied

CLPN #1 left the resident's room and did not lay

{to observe Unsampled Resident D take histher
medication, LPN#1 was observed fo returr o

¢ the medication cart and document the medication

_as administerad even though she had not

‘ ohserved Unsampled Resident D fake the

 medication,

3 Observation on 01/14/15 at 4:12 PM, during
 the afferncen med pass on the 100 hallway,

; revealed LPN #1 piaced one (1) scheduled

“ medication tabiet for Unsampled Resident 3 in 2
; medication cup, took the medication cup to the
resident's room and placed the cup on the

: bedside iable. Continued observation reveaied
LPN#1 left the resident's room and did not stay

i o observe Unsampied Resident G take histher
medication. LPN #1 was cbsarved to return fo

i the madication cant and document the medication |

a% sdiministered even though she had not
: observed Unsamplad Resident G iake the
~medication,

. 4. Observation on 01/14/15 a1 4:20 PM, during

ministrator, Director of Nursing,
Maintenance Director, Business of. }
fice Manager, and Dietary Superyi- F
sor for further review and recom- |
mendations, |
5. Completion date; 2/26/2015 I
|
!

L

FORM CMS-266702-00} Previoys Versions Obsolate

Event I0-CELD

Facility 13 100022 Foontinuation sheet Page § of 34



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

PRINTED: 01/29/2015
FORM APPROVED

OWIB NO, 0838-0391

F 281 Continued From paga ¢

 the afternoon med pass on the 100 hallway,
revealed LPN #1 placed one {1} schaduled
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} F 281
i

|

|

e e

| medication tablet for Unsampled Resident C i a
. medication cup, tock the medication cup to the

¢ rasident's room and placed the cup on the

. bedside table. Continued obsarvation revealed
"LPN #1 left the resident's room and did not stay
10 chserve Urnsampled Resident © take hisfher
medication. LPN #1 was observed to return to

| the medication cart and document the medication ;

as administered even though she had not
observed Unsampled Resident C take the
. Medication.

& Obsedvation on 01/14/15 at 4:30 PM, during
~the afterncon med pass on the 100 hallway,
trevealed LPN #1 placed three (2) schaduled

. medication (ablets for Unsampled Resident £ i a

- medication cup, took the medication cup 1o the

resident's room and placed the cup on the

bedside table. Contihuad observation revealed
LPN#1 Isft the resicent's room and did not stay

0 pbserve Unsampled Resident E fake histher
medication. LPN #1 was observed fo return to ‘
the medication cart and document the medication

‘as adminisizrad even though she had not
. observed Unsampled Resident E take the
“medication.

' interview with LPN #1 on D1/14/15 at 5:30 P,

i revealed she was aware of the fscility’s
medication administration policy for oral

' the medications.

i medication and the need ic observe the resident
 take their medication. However, she stated she
Swas “not aware” she wasn' doing that, Per
;interview, she would make sure she didn't "do it
“again’, in reference to leaving medications at

; residents bedsides and not watching them take
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F 281 Continued From aage 10 F 281
- Interview with RN 1 on 01715475 at 3:20 PM,
'revealed # was her expectation for all nurses fo
. remain presantin a resident’s room during the
“administration of oral madication. RN #1 stated
¢ she by doing so the nurse was chserving and : : ;
“ansuring the resident swallowed the medication : : i
L and the medication adiministratior, was i ; l
_successiul !
, Interview with the Director of Nursing {DON) on F323 _ !’
0171815 at 8:20 PV, revesied it was her : s . ’ !
| expectation for all of her nurses o ohserve : i 1. 1tis the practice of this faci ity to
residents swallowing their medications du rivg the ahsure that the resident environ- 1
- med pass. According lo the D?N twouldbea  mentremains as free of accident ]l
concarn if madications were lsft unattended na E . " , ) .
! resident's room and @ confused rasicent ' hazards as 1s possibie; and each resi-
. wandered into that resident's rocm. She stated ? dent receives adequate supervision
"the Staff Development Nurse (SDON) checked ‘ : and assistance devices to prevent !
j : ndrsing staif off on medication administration ‘ ) accidents. |
l “during orientation, anc reviewed this information ‘ ’
f during the facility's yearly in-services. . . ;
| F323 48325(h) FRE? OF ACCIDENT  paps  [hedisposabie razor was removed ]
; from the 300 hzli shower by the unit !
i

g—é:g% HAZARDS/SUPERVISION/DEVICER ,
: : manager on 1/13/2015,

- The facility must ensure that the resident The two containers of anti-fungal

, environment remains as free of accident hazards .
' ag I possibie; and each resident receives ? cream and the two bottles ofﬁsham-
s adequate supervision and assistance devices to e poo products were removed from
“nrevert accidents. : _ the uniock cabinet by the unit man-
: ageron 1/13/2015.

2. All residents of the facility have
the potential to be affected. Audit
for razors, anti-fungal creams and
shampeos 1o ensure apbropriate

[ This REQUIREMENT s not met as evidencs

oy
- Based on chservation, inferview and review of storage was completed on
 the feciiity's Manufacturer Safety Data Sheets 1/14/2015 by the Nurse Practice
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F 223 Continuad From page 11 Fazs

i and policy, | was determined the facifity failed o
ensure the environment was as free from

i accident hazards as possible for faclity residents.
" Observalion revealed disposable razers in the

- 300 Hail shower rcom on top of a paper towal

i digpenser and in a residents room oh the sink

. counter and in an uniocked plastic container,

| Additionally, anti-fungal medications and
_shampoos were observed on the 300 Hall in an

i uniocked cabinet accessible fo residents.

i The findings include:

i 1. Obsesvation during the initial tour of the facility -

Con 01713715 st 11:00 AM, revealed an unlocked
- cabinet In the 300 Hsll shower rodm which

 contained two (2) cortainers of anti-fungal cream

. and two {2} botiles of shampoo products
- accessible o residents,

i Review of the facliity's MSDS for Remedy
Antifurgal Powder, dated 11/08/12, revesled

. combustion of this product might croduce carbon

monoxide and or carbon dioxide. Continued
: review revealed the produst could be an

Inhalation hazard, and if irgestad to seek medica .

. attention. Review revealed if contact with eves
| oceurred flush eves with plenty of water for at

least fifteen (15) minutes and sesk immedials
! medical aiention,

: Review of the facility's MSDS for Suave

" Shampoo, dated 07/10/07, revesaled the product

. was incompatibie with strong oxidizers, acids or

! bases. Further review revealed i might cause
redness or irriation ta the eyes, redness to the

| skin and If ingestad might cause nausea,

"vomiting and diarthea.

Educator and unit managers en 100
hall, 200 hall, and 300 hall. No fur-
ther areas of concern were notad.
3. All Nursing staff will be reeducat-
ed by the Director of Nursing or
Nurse Educator regarding proper
storage of potentiaily hazardous
items by 2/25/2015. A posttest will
be provided to staff by Nurse Prac-
tice Educator to validate under-
standing. Staff not available during
this timeframe will be provided
reeducation upon return to work by
the Nurse Practice Fducator or Di-
rector of Nursing.

Utilizing an audit tool, the 100 hall,
200 hall and 300 hall Nursing Man-
agers/or desighee will monitor resi-
dent rooms, and shower rooms for
potentially hazardous items daily for
two weeks, than three times a week
for two weeks, then two times a
week for one month. Any concerns
will be addressed immediately.
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F 323" Continued From page 12
| Continued interview with the Director of Nursing
{DON), on 01/15/15 at 5:52 FM, revealed she
“would have to ressarch to ascertain if the facility
- had a policy specific for safe chemical storage,

however, her expectation for shempeo products

¢ and anti-fungal prociucts was for them 0 be
stored in a locked area and not accessible ©
fresidents, Further Interview revealed the

. anti-fungal product and shamgoo products could
" be & potential hazard for some of the fzcility's

| residents i they gained access o tham.

- 2. Apolicy was requested for safe sharps storage |

. &nd handfing and a facility policy titled. *Neagle

" Handling and Sharps injury Prevention”, revised
: D3/01/12, was recelved. However, review of the
" policy revesied it did not address safe storage of
i sharps,

t Continued observation during the initial tour of the | -

fzciity, on O113/15 at 11:00 AM, revealed a beq
" of ten (10} disposable razors lying unsecured on
. top of a paper towel dispenser in e 300 Hall
" shower room accessible fo residents. Continusd
observation revealed disposable razors in
resident roem 211, unsecured with one (1) lying
- on the sink counter ang one (1) visible stored in
_an unincked clear plastc confainer,

. Interview with the Director of Nursing (DOKN), on
C01/15415 at 552 A, revealed the facitty did not
- have a spacific poiicy relatad to storage of

disposable razors; however, her sxpectstion was |

- for disposabie razors pe ket iocked in & storage
* closel and not aceessible to residenis. Further

L interview revealed the razors could be a potential

" hazard for some of the facility's residents if they
+ gainad access {o them.

submitted by the unit managers to
the monthly Performance Improve- i
ment Committee consisting of Ad-

ministrator, Director of Nursing,
Meintenance Diractor, Business Of-
fice Manager, and Dietary Supervi-
sor for further review and recom-

mendations.
5. Completed on: 2/26/2015

H
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F 322 Continued From page 13
"interview with the Administrator, on 01715115 at
7:15 PM, revesled the disposable razors should
_hot have beesn acoessible (o residents, Further
finterview revesled dispesable razors should be
: stored in & focked environment and secursd away |
“from residents for resident safety. Par interview,
| the rezors should be used wifh staff supervision
. and disposed of properly after use.
FF 386 " 483.35(d)(4) SUBSTITUTES OF SIMILAR
85=0 ¢ NUTRITIVE VALUE

| Each resident receives and the facillly provides
¢ substitutes offered of similar nitritive value o
 fesidents who refuse food served.

-

This REQUIREMENT iz not met as evidenced
by
Based on obsarvaton, interview and review of

the faciity's policy, it was determined the facility
failed to offer food substitutions for one (1) of
- tweniy-four (24) sampled residents and ona (1)

unsampled rasident (Unsampled Residant A}, :
i Dbservation during & lunch meal service revealed

a vegetable fisted as & dislks for Unsampled
: Resident A was served to the resident without
. regard v Ris/sher pre-established food
" preferences.

The findings inciude:

Raview of the faciily's policy titled, "3.4 Food _

Preferences” revised 08/0513, revaaled the Faod |
: Service Director or designes would visit ;
_rasidsnis within forty-eight (48) hours of :
L admission to the faciiity to determine his/her foed |
. preferences. The Policy revealed food :
' preferences wouid be updated at a minimum of

1. It is the practice of this facility to
ensure each resident receives and

WMANG : ;
B WG i 01/18/2045
STREFT ADORESS, GITY, 8TATE, ZiF CODE
TI00 WOCDSPOINT DRIVE
FLORENCE, KY 41042
in : PFROVIDER'S PLAN OF CORRECTON : (%8
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE T OCOMPLETION |
TAG CRUOCS-REFERENCED TO THE APPROBRIATE DAT
DEFICIENCY)
F 323
i
i
i
i
Faes, 1906 ?
i
i

the facility provides substitutes of-
fered of similar nutritive value to
residents whuo refuse food served.
Alf residents’ likes and dislikes are
determined within 48 hours of ad-
mission and updated quarterly or

upon request.

Unsampled resident A’s dislikes
were reviewed by the Dietary super-

visor with the dietary staff on duty ;
on 1/13/2015 regarding need to fol- !
low the residents preferences listed

on the tray card when preparing : f
tray.

2. All residents of the facility have ’
the potential to be affected. An au- !
dit of tray cards by the Dietary Su- ,
pervisor to ensure all tray cards are )
updated for current likes/dislikes will | 4
be completed by 2/25/2015 with

corrective action if indicated. : f

i

I
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.| 3.The dietary supervisor will rein-
F 366,

' possible regarding individua! residents eating

Fclicy, Food and Nutrifion Service staff would

'residents disliked itams,

Obsarvation during the lunch meai sarvice, on
O3S at 12,17 PM, revealed Unsampled

“hisher tray. Continved observation ravealed
. Unsampied Resident A consumed almost cre
hundred percent of his o her meal, with the
fexception of the serving of Brussels sprouts.

Brussels sprouts was included.

Interview with Unsampied Resident A, on

“had informed the faciity of this information,
{ However, Unsampled Resident A stated "t

. nappens afl the ime" in regards to receiving
" digliked food.

a2 residents kes and disiikas upon admission,
tand these should bs honered. Cantinued

. was noted fo be a dislike. Further interview
‘revealed Unsampled Resident A should rave

- the rasident asked for hisfer preference

_praferences would be accommodated whenevar

. Resident A o have Brussels sprouts present on

- Review of Unsampled Rasident A's meal card at
" the time of observation which was celivered with
[ the resident’s lunch meai, reveated under disikas ‘

COM315 at 1217 PM, at the time of chservation, |
; : revealed hefshe did not ke Brussels sprouts and

Interview with the Distary Manager, on 0/13/15 5
;at 12:22 PM, revealed the facility did bre-esiabiish’

 interview revealed Unsampled Rasident A shouid |
[ not have been served the Srussels sprouts as it

i received the cucumber salad as a substitution or |

habits, cultural and refigious preferences. Per the -

scarefully read tray tokets during meal service with
preferences served and substitutions provided for |

service all feod service workers re-
garding the facilities policy on food
preferences to inciude offéring of

substitutes for residents’ disliked ]
items by 2/25/201S. A posttest will
be given by Dietary Supervisor to :
validate understanding. 5

Utilizing an audit tool, the dietary _ f
supervisor or dietician will monitor

for tray accuracy by comparing the f
pre-estabiished food preferences

with the completed tray. The audit |
will also include monitoring for sub- , f
stitutions belng offered whenresi-

dents dislike items. The audit will be {
completed daily for two weeks, then !
three times a week for two weeks, f
and then as determined by the : (
monthly Performance Improvement i
Committee Any concerns will be ad- Z
dressed immediately. l
4. A summary of findings will be

submitted The Dietary Supervisorto -

the monthly Performance Improve-

ment Committee consisting of Ad- ;
ministrator, Director of Nursing, |
Maintenance Director, Business Of- |
fice Manager, and Dietary Supervi-

sor for further review and

Recommendations

5. Compietion date: 2/26/2015
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F 368 Continued From page 15
" regarding a substitution.

nterview with the Administrater, en 07/1 5i15 at
| 7115 PM, revealed food preferences should be
f honored with residents not served a

. pre-established disliked food. Par intervigw,

_ substiutions should be made.
= 3711 483.35(1) FOCD PROCURE,
58=F, STORE/PREPARE/SERVE - SANITARY

. Tha fagility must -

" {1} Procure food from sources approved OF

- consicersd satisfactory by Federal, State or local
authorities, and

*(7) Store, prepare, distribute and serve food
_urier sanitary condiions

i This REQUIREMENT Is noi met a5 evidencad
By

| Based on chservation, imterview and review of

the facility's policy and audit tools, £ was

| determined the facility falled to ensure dietaly

* food preparation.

L esbservation of & sanitation bucket sanitizing
solution test reveaied the test strip was eftin the

" sanitizing soiution for three {3) seconds instead of !
the manufacturars recommended ter (10)

" saconds, and the strip did not change color (©
“indicate the solufion was within the recommended
lavel Additionally, testing of ancther sanitizing
: hucket solution reveaied the sanitizing solution o :
be befow the recommended level,

. staff adhered to proper sanitation practices during '5

F 286

k371

1. 1t i5 the practice of this faciilty to
procure food from sources approved ;
or considered satisfactory by Feder-
al, State or tocal authorities; and to
store, prepare, distribute and serve
feod under sanitary conditions.

On 1/13/2015 the dietary superviser
immadiately initiated steps to en- '
sure dietary staff adherence to
proper sanitation practices during
food preparation, and prepared 2
new sanitation bucket with sanitiz-
ing solution which rested within the
recommended leveis. This bucket
was used while cleaning the kitchen |
until close of service. ,
2. All residents of the facility who
consume foed prepared from e
kitchen have the potential to be af-
facted. The Dietary Manager ob-
cerved dietary employees process
for testing sanitizing solution with ;
corrective action if indicated on Jan-
gary 16, 2015.
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371 3. On 1/13/15 the dietary supervi- ;

F 371} Continued From page 16

' The findings includs:

Interview with the Dietary Manager (WMD), on ¥
01155 at 3:30 PM, revealed the facilty did not

have a poiicy regarding testing of the sanitizing
 solution in the sanitaton buckets,

- Review of the facility's peiicy fitled, "Manust
. Warewashing and Sanitizing”, revised 10/01/ 18,
"revealed the purpese of the poicy was o "ensure
: all food preparation equipment and sarvicewara™
“wers cleaned and "sanitized”. The Policy
frevealed if the facilty was using & quaternary
product (a chemical sanitizing solution) a two {(2;
finch test strip was 1o be held in the sanitizing
_solution for (10} seconds and the strip color was
*fo be checked against the strip coniziner. Pertha
. Pelicy, the color of the strip should darken o o
“range of 150 1o 400 paris per million {ppm) for
, proper sanitizing soiutlon strength. Continued
‘raview revealed corrections were o be made :
: prior to using the sanitizing sofution if the test sirip’
" did not turn the appropriafe color indicating the
. soluticn was within the recommendad range.

i Observation on 011345 at 11:15 AM the
sanitizing sofution in the sanktation buckets used

: in the front food preparation (prep) area and the

back food prep area of the kitchen, revealed the

i sanitizing solution in the sanitation buckats o be
clear, Continued cbssrvation revealed when the

- DM checked the sanitizing solution in the two 2}
sanitation buckets revealed the test strips did not _

i change color to indicate the sciution was within

. the recommendead range. Chsarvation revesied

- the DM did not leave the test strips in the

. sanitizing sclution for the manufacture's

 recommended ten (10) when she performed the

sor immediately began reeducation
of ali dietary staff regarding the facil-
ity’s policy and the expectation to
adhere to proper sanitation practic-
es to be completed by 272572015 A
posttest will be given to validate un-
derstanding by the dietary supervi-
sor,

Alog is being utilized which requires
that the sanitized water be changed
and tested after each meal and as
needed throughout the day. The log
will be kept for proper decumenta-
tion. Any concerns will be addressed
immediately.

The dietary supervisor will conduct
an audit daily for two weeks, three
times a week for twe weeks, then
weekly for a month then as deter-
mined hy the monthly Performance

e et s

et s v,
e i

Tttt
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F 371! Confinued From page 17 { £ ard Improvement Committee with cor-
; tesfing. Tha DM and dietary siaff wars not able | o, " rective action upon discovery,
'locate the test srip container to compare the ;
; tested strip against the strip container. Further ' o ;
g the Dieta
observation on 04/13/15, at 6:30 PM, of a check . AA summary of fmdmgs S Ty
: of the sanitizing solution of the front food prep | Supervisor will be submitted to the
- saniation bucket, revealed the sanitizing solution : ! monthly Performance Improvement
i was clear, and the test strip resufts were 0 ppm Committee consisting of Administra-
when compared to the tast sirip container which ) ; ;
. ’ ’ ! rsing, Mainte-
 had been located. ~ tor, Directer of Nu 5INg; :
' : © nance Director, Business Office
1 On 0113715, after the performance of the 6:30 Manager, and Dietary Superviser for
PM test sirip check of the front food pre area ;  further review and recommenda-
: sanitation bucket, review of the test strip tions i
documentation log for the morning test on ‘: ' X
J v 5. Completion date: February 26,

- U1713M8, unfimed, revealed Dietary Aide (DA) #1
. had recorded the results as 150 pom, the

P minimum recommeandation. Further raview of the
- log revaalad no documentad evidence the

" saniiizing soluticn in the sanitation bucka s ha

. been tasted &t "noon” and “evening” which wers
“also areas on the log.

2015

Interview with DA#1 on D14 3/15 at 11:20 AM,

: revealed she was aware ti‘et st sirip for the
sanilizing solution should be et i the solution for

i ten (10) seconds and n:ecier* to indicate at least |
150 pp. She staied after peforming the checks

- of the sanitation buckefs that moming, she had
put the test strip container on the sink and she

Faidn't know where the contsiner was now, Per
interview, the DM found a strip container in ner

foffice desk, and the sanitation buckets were fillad :

_with fregh senitizing solution and re-tested, with

Hthe test strips Indicating the solution was baraly : *

. 160 ppra, per the color of the test strip. . .

. Interview with Cook #1, on 01/13/15, at 5:35 PM,

frevealed he had come in aop;oxrrraaﬁly 12:3G PM

. that day, and one of his duties when he arfived { !
Hvent 1D CESDTT Falifity iD: 00022 If continuation sheet Page 48 of 32
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. for his shift was to change and fest the sanitation |

! bucket solution. Continued interview revealed he ;

; wase also supposed o chengs and tast the

" sanitation bucket soiution before sunper mes!

{ service started. He staled however, he had not

~ changed the sanitafion bucket salution at all on

PO1A3M5. Cook #1 indicated if could be a cross
contamination Issue if the proper sanitation jeval

‘was not Tollowed.

CIntendew with the DM, on 0171515 at 4:02 P,
. revealsd the first sanffization buckets were
‘ prepared about 5:3C AM, after the day shiff
[ person came in. The DM stated the sanitizing
" bucket solution was then changed again around
he lunch and supper meal services, Fer
“interview, she liked the sanifizing solution ic be
- changed every four {4} hours; nowever the jog did
_not provide for every (4) hour testing and
L decumentation. The DM ravealed the faciiity did
1ot have a policy addressing the
| testing/documentation process for the sanitizing
_sofution in the sanitation bucksts. She stated
: after reviewing the log, staff probably was "not
. being honest” in the documentation of the
- sanitation bucket test resulis on the log.

Continued interview reveated she providad
' sanitation education for staff, but was unabls to
; locate the education documentation. Further
‘ interview revealed she did not go behind siafito
. check to make sure they were doing their jobs as
they were supposed fo, and indicated she did not
: do audits of any kind. According fo the DM, the
issue with the sanitation bucket

tosting/dozumentation was an "eys opener” for

her.

Interview with the RD, on 01715/15 at 4:56 PM,
: revesled she did parform distary audits of the

STATEMENT OF BEMCIENCIES ]m; PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION ] IDENTIFICATION NUMBER A BULDING COMPLETED
H
i
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o ; FROVIDER'S FLAN OF SCRRECTION

F 371 Continued From page 19
i distary deparfment which included checking the
gificacy of the sanitation buckels. Per hiterview,
 the KD utllized a facility audit tool when

“revised 05/2014, utiiized of by the RD, revealed
! saniftation solutions were to be avaifable end in
“use throughout the day for cleaning work
foounters and surfaces. However, further raview
ravealed (esting the level of sanitizer in the

: sanitation buckels was net an area listed on the
" audit ook

Crterview with the Administrator, on 01/16/45 st
1451 PM, revealed the facility's expectation was
for the Registered Dietician (RI3) fo do dietary
{audils of the distary area. She stated it was her
“expectation for dietary staff to foliow the facility's
{policy, and if a concern surfaced inservicing and
" addifional audits would be conducted.

| 483.60(b}, (), (&) DRUG RECORDS,

' LABEL/STORE DRUGS & BIOLOGICALS

i T
(ﬂ) gn
&2

;& Feensed pharmacist who establishes a system
*of records of receipt ard disposition of al

: controlled drugs in sufficient detall to enable an

" seeurate reconcifiation; and determines that drug
. recards are in order end that a0 account of ad
Feontroled drugs i maintained and pertodically
reconailed.

Drugs and biclogicsis used in the facility must be
labeled in accordance with currertly acceptad
" professionatl principles, and include the
appropriate secessory and caufionary
“insiructions, and the expiration date when
; applicable.

performing the audits of the dietary department. . |
; Review of the "Food Safety and Sanitation Audit",

The facility must employ or oblain the services of '

PREFIX (EASH CORRECTIVE ACTION SHOLLD BS
TAG CROSE-REPEREMCED TO THE APPROPRIATE
DEFICIENTY)
F 2371,
4
Fa3s

F431 ’
1. It is the palicy of this facility to

ensure drugs and biological are
stored in accordance with currently
accepted profession principles; v
The vial of influenza vaccine was dis-
carded by the unit manager on
1/13/2015.
2. Al residents of the facility have
the potential to be affected. All re-
frigerators were audited by the unit
managers to ensure there wereno
other expired vials/medications on
1/13/2015. Nc cther issues were

found.
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F 431 Continued From page 20

"in accordance with State and Faders) iswe, the
i facility must store all drugs and siologicals In
. locked compartments under proper temperature |

: have access to the keys,

| The facility must provide separately locked,

. permanently, affixed compariments for storage of
controfted drugs listed in Schedule H of the

Comprehensive Drug Ablse Pravention apd

Control Act of 1978 and other drugs subject to

abuse, except when the facility uses single uni:

; package drug disiribution svstems in which the

' qu»rtfy stored is minimal and a missing dose can

i be rzadily detected.

' This REQUIREMENT s not met as eviderces
i by
fased on observation. intarview and review of
tne faciiity's mecication siorage policy, it was
- determdnad the facility failed to ensure drugs
" biologicais were stored in accordance with
tedrrently sccepted profession prirciples.
“Observation on 01/13/15 at 12:55 1 N in &
Emedication refrigerator in & r’aecffc:;ﬂﬂn FOCm On

and

*{flu) vaccine opened and dated 12/11/14.
The findings inciude:

. Review of lhe faciity's policy tifed, *5.3 Storage

“and Expirafion Dating of Drugs, BnQIO"‘[CEk}

i Syringes, and Needies”, revised 0518/11,
revealed drugs, biologicals, syringes, and needie

- were to be stored under proper conditions with

 regard to sanitation, emperature, dght, molsture,

: the 200 hallway revesled cne (1) vial of influenza ;

:

‘confrols, and permit only authorized personned i -

s SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREDTION
BRERX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGLHLATORY OR L3D IDENTIEYING INFORMATION) TAG CROGS-REFERENCED TD THE APPROPRIATE
DEFICHENCYY
E 431 i 3. The Director of Nursing or Nurse

Educator will reeducate all nurses on
faciiity policy of discarding expired
drugs/bioiogical by 2/25/2015. A
posttest will be given to validate un-
derstanding by the Nurse Practice
Educator or Director of Nurses, Staff
not available during this timeframe
will be provided reeducation upon
return to work by the Nurse Practice
Educator or Director of Nursing,

4. The Nurse Managers on 100 hall,
200 hall and 300 hall will utitize an
audit tool to monitor for expired

medications in the refrigerator or
medication carts daily times two
weeks then three times weelkly for
rwo weeks then as determined by
tha monthiy Performance Improve-
ment Committee with corrective

action upon discovery. The pharma- i

cist will monitor for expired medica-

tions during visits,
Any concerns will be addressed im-

mediately.
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F 431, Continued From page 21
“ventilation, segragation, safety, security, and
explration date as directed by state and federal

| The Policy revealed the purposs of this was to
; ensure the stabilily and quallty of drugs,

" biclogical, syringes, and needles and prevent
- contamination. Further review of the Policy
“revealed once any drug or biological package
[ was opered, staff were to follow the

- manufacturer/suppller guideiines for expiration

 dating.

 Observation, on 0171315 at 12:55 PM, of the

; medication roorn on the 200 hatlway revealed one
“{1} vial of fiu vacaine stored in & medication

¢ refrigerator. Further observation revealed the #
“vaccine vial had beer opensd and was dated

12/11/14.

Interview with Licensed Practical Nurse {LPN} #2

on OT18M15 at 8:15 PM, revealed if she saw 2

meadication, injectable, or eye drops which had

; been opened for more than thinty (30} days she
would immediately discard # and order new

s madicaton, or it it was a vaccine, order a new vi af
frormn the Pharmacy. :

tmew?ew with Registered Nurse (RN #2 on

' Ef15 at 6:00 PM, revealed if a vacsine had
beeﬂ opened and was dated over thirty (30} days .
" previously, it should mfhecisatery be discarded

- and ramoved from poterntial use. RN #2 statad
_fhe Tacility did not presenily have a policy or

| procedure for checking drugs and biological

. routingly for expiration dafes.

: Interview wilh the Dirsctor of Nursing (DON) on
C11545 af 8:30 PM, revealed it was the feoilily's
i policy If a medication of any kind had been

reguiations and manufaciurer/supplier guidelines.

O SOMMARY STATEMENT OF DEFIGIENGIES I PROV.DERS PLAN OF CORRECTION s
PREFY | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE ; COMPLETION
Thes REGULATORY OR LST IDENTIFYING INFCRMATION) TAG CROSG-REFERENCED TO THE APPROPRIATE DT
BEFICIENGY)
_— . ,
431 4. A summary of findings will be

submitted the unit managers to the
monthly Performance Improvement
Committee consisting of Administra-
tor, Director of Nursing, Mainte- 7
nance Director, Business Office
Manager, and Dietary Supervisor for
further review and recormmenda-
tions,

5. Completion date: February 26,

2015
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F 431 Continuec From page 22 F 431
spened it should be discarded after it had been !
‘opened for thitly (30) davs. Per interview, the fiu
vaccine should have bean discarded as i was
*aver thirly {30) days since it had been cpened. | ¢ Fa41
F 4411 483.65 INFECTION CONTROL, PREVENT F44t 1 Itis the practice of this facility to

Sg=F SFREAD, LINENS

The facility must establish and maintain an

* Infection Control Program designed to provids a
; sate, sanitary and comfortable environment and

"o heip pravent the development and iransmission.

L of disease and infeciion.

*{a) Infection Contral Frogram

- The Tacility must establish an Infaciicn Control
Frogram under which it -

(.«
inthe facility;

{2} Decides what procedu res, such as isciation,
; should be applisd 1o an indivicual resident; and
{3} Maintains a record of incidents

§ actions relzted o infections.

i {h) Praventing Spread of infaction

, (1) When the Infection Control Program

‘ defermines that a resident neads isolation 1o

- prevent the spread of Infection, the facilty must

isolate the resident.

L {2) The facility mus: prob hibit empioyees with a
communicable disease or infected skin lesions
Ffrom direct contact with residents or their focd, if

. direct contact will trapsmit the disesse.

"(3) The facility must raguire staff to wash thair

i hands after each direct resident cortact for which
nand washing is indicated by acceptad
| professional practice.

(¢} Lineng

Investigates, contrais, and prevents infactions

and ccrrcci‘sve

establish and maintain an infection ]
controf program designed to provide
a safe, sanitary and comfortable en-
vironment and to help prevent the
development and transmission of
disease and infaction.

All unlabeled bedpans/urinals bath
basins/graduates/toothbrushes in
rooms 201, 268, 216, 210, 222, 305,
and 308 were discarded and re- ;
placed with new individually labeled
items by nursing staff on 1/14/2015. -
tams were covered, and stored
properly.

The Nurse who administered the
dropped pill to unsampled resident ;
H was reeducated by the Director of
Nursing on 1/15/2015. '

Dictary aide #2 was reeducated on
proper handling of ice from anice ;
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Personnel must handle, store, process and
, fransport linens so as {o orevent the spread of
“infection.

This REQUIREMENT is not met as evidenced
{ by:

Based on observation, nterviaw and review of
 the facilily's policy, it was determined the facility
failed o establish and maintain an infection
Control Program desianed to provide a safe,

- sanitary and comfortable environment and o halp -
“prevert the development and fransmission of
: disease and infection,

! Observation curing initial iour of the faciity

, revealad soiled urine graduates, sofled bedpans,

* soiled urinals and soiled bath basing sitting on the ;
, floor in residents’ bathrooms without labels or

" stored covered. Continued chservation revealsd

; uniabeied toothbrushes lving uncovered in

" resident rooms.

- Observatlon during & medicalion (med} pass

i revealed medication was drogped inthe lap of a
rasident (Unsampled Resident HY, retrieved by

: person administering the medication, and then

administered 1o the resident,

. Additionally during a dining observation, staff was
“utilizing a cup without 2 handie to seoop ise from
. the lce bucket info the beverage cup and lsaving
" the cup stored in the ice bucket

The findings include:

1. Interview with the Director of Nursing (DON),
1on 01/14/15 at 3:32 PM, revealed the storage of
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F 4417 Continued From page 23 F4at bucket by the dietary supervisor on

1/13/2015.

2. All residents of the facility have
the potentizlto be affected. Audit
for infection control i.e. bedpans,
urinals, and tooth brushes stored
appropriately was completed on
1/14/2015 by the unit managers on
100 hzall, 200 hall, and 300 hall, and
Nurse Educator to ensure a safe san-
itary comfortable environment to
pravent the development and
transmission of disease and Infection
standards were met, No further are-
as of concern were identified.

Medication pass chservations were
conducted by the Unit Mangers on |
171572015 with nurses to ensure
medications that were spit out by
the resident or dropped by the nurse
were discarded with no concerns
identified.

FORK CHIS-2587132-88) Previous Versicns Obstiele Event D CEAD

Facilty 163 100022 it sontinuation sheet Page 24 of 34




FPRINTED: 0t/2%/20158
FORM APPROVED

DEPARTMENT OF MEALTH AND HUMAN SERVICES
CMEB NO. 0938-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES

(X1} FROVIDER/SUPPUERICLA

X2} MULTIPLE CONSTRUCTION

(X31 DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
; 185080 | 5 vanc ; 01/15/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, 21 GODE
T300 WOOQDSPOINT DRIV
BRIDGE POINT CENTER =
ELORENCE, KY 41042
X4y D SUMMARY STATEMENT OF DEFICIENDIES i) : PROVIDER'S PLAN DF CORRECTION (XS}
PREFI | (EACH DEFICIENCY MUST BE PRECEDED £Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD 8 COMBLETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) TAL CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCT
= a4 Observations were conducted

F 4417 Continued From page 24
- bedpans, urinals, urine graduates and bath :
basins was a standard of practice, and the facility
i did not have a specific poficy addressing storage
of these tems.

Review of the facility's policy titted, "Cleaning and

| Disinfecting” revised 07/01/14, ravealed cleaning
and disirfecting of resident care ilems and

‘ apvironment was o be conducted based on the
risk of infection invoived. The Pollcy revealsd the

Cpurpose was to pravent infectious spread from

s items or environment o residants and/or staff,

' Continued review revealsd single resident care

: squipnent should bs clesned and disinfeciad

“with appropriate disinfectant nefore vee by the
resident,

i Observation during inflial tour of the facillty, on

01713718 at 11:00 AM, revealed: resident rooms

201, 208 and 218 comained urdabeled and )
uncovered soiled bedpans ying on the fioor of the |

P pathroom, In room 207 there was alse an ;
ynlabeied and unbaggad urine graduste; resident
room 210's bathroom had two (2} unlabeled and

~uncovered solled wash basins lying on the ficor

Hin resident room 222 bathroom thers was one

. {1} unlabeled and uncovered uringl. Continued

- observation revealed in resident room 305 an

. Unlabefed and uncoverad toothbrush lying on fop

Fof & cabinet, and regident room 3G9 an unlabeled |

. ard uncovered toothbrush ving on the sink wers

ying unlabeled and uncovered.

Interview with Certified Nursing Assistant (CNA
 #1on 0171515 at 2:30 PM, revealzsd bedpans
"and urinals should be labaled with the resident's
. name and room number and dated ang they

* should be piaced in a plastic beg and not sitting
;erthe tollel. Further interview revealed this was

1/15/2015 by Dietary Manager and
unit managers on 100 hall, 200 hail,
and 300 hall during meal times and
ice pass to ensure the ice scoop with
handies were used and stored ap-
propriately with no additional find-

ings.

3. The Director of Nursing, or the
Nurse Educater will reeducate the
nursing department staff regarding
storage of bedpans, urinals, bath
basins, graduates, toothbrushes,
handling of medications spit out by

the resident or dropped by the nurse

by 2/25/2015. The Dietary Manager
will reeducate dietary staff regarding .
use of the ice scoop with handles '
and appropriate storage of ice
scoops by 2/25/2015, A posttest will
he given to validate understanding.
Staff not availabie during this
timeframe will be provided reeduca-
tion upon return to work by the
Nurse Practice Educator or Director
of Nursing.
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| Cress-contamination issue,

- Interview with CNA#S on 01/15/15 8l 6:08 PM,

revealed when the badpans and urinsis were dirty

they needed fo be discarded. Per interview,

those ftems ware o be labeled with the resident's

names and dated. Additicral interview revealed
they wera then to be covered with & plastic bag

s and stored in the resident's closet. CNA#S stated

if the bedpars and urinals were girty and not
" covered i would be cross-contamination issue.

*interview with Unit Manager (UM) #7 on 0111545

; at 15 PM, revealed her expeciation was for

residents’ bedpansiurinals 1o be labaled with thair |

f names and stored covered In plastic bags.
Further inferview revealed the bedpans/urinals

{ should not have been lying uncovered, as that
was arl infection conirol issue.

Intetview with the Infection Control Nurse f_@Cb{},
on CH/15/15 at 642 PM, revesied the facility ;hd
: not have a policy spechic 1o the storage of soiled

bedpans, urinals, urine graduates, bath basins or :

Ctoothbrushes. However, she siatsd the sollad

" bedpars, uringls, urine graduates and bath

: basins shouid be labeled and stored in 2 plastic

bag in the botom drawer of the resident's

nightstand. The ICN revesied resident
toothbrushes should be lzbeled and stored

fcovered in a towihbrush hoider. Contnued
interview reveaiad if these items wers laf

" unizbeled and unsovered it could be an infection

. confrol issue or risk for cross contamination.

H

- Interview with the Director of Nursing (DON), on
01/14/15 at 3:32 PM, reveaied the storage of

; bedpars, urinais, urine gradugtes and bath 5

' basins was a standard of praciios and the facility

FORM GMS-2657(02-99) Previous Versions Dbsolete

Evant [0 CESDTY

Faciity D 100022

ers will monitor for proper infection
contrel measures including storage
of bedpans, urinals, bath basins,
graduates, toothbrushes, and han-
diing of medications spit out by the
resident or dropped by the nurse
daity for two weeks, then three
times a week for two weeks then as
determined by the montnly Perfor-
mance Improvement Committee.
The Dietary Manager and unit man-
agers will monitor for ice scoop with
handles were used and stored ap-
propriately daily times two weeks,
then three times per week times
two weeks then as determined by
the menthly Performance Improve-
ment Committee, Any concerns will
be addressed immediately.

4. A summary of findings will be
submitted by the Director of Nursing
and the Dietary Supervisor 1o the
monthly Perfarmance Improvement
Committee consisting of Administra-
tor, Director of Nursing, Mainte-
nance Director, Business Office ;
Manager, and Dietary supervisor for
further review and recommenda- |
tions.

5. Completion date: February 26,
2015
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F 441" Centinued From page 28
- did not have a specific policy. Per interview, her
. Bxpacialion was for soiled bedpans, urirals, urine i
graduates and bath basins to be labeied with the ‘
; resident's names and stored in a plastic bag in the, '
resident's closet or drawer for infection controf
fpurposes and to reduce the risk for cross
, contamingtion.  Further inferview revealed
“toothbrushes should also be labeled with the
[ resident's name and coversd for infaction contral
. 8nd cross contamination risks.

- interview with the Administrator, on 01/75/15 at
7115 PM, revealed soiled bedpans, urinalz, urine
“graduates and bath basins should be labeled and

- stored covered or bagged due fo infection conirol
and cross confarmination issues. Additionafly, the

; Administralor stated residents' toothbrushes

should be labeled with their names, ang stored

oovered fo prevent infection control and cross
contamingtion issuag,

1 2. Review of the facility's policy titled, 3.2
_Disposal/Destruction of Refused, Discontinuad,
fard Expired Madication®, revisad 03/01/1 1,

- revealed If a resident's medication was dropped
the person administering the medication was ‘o
Himimediately dispose of the medication.

Observation during a hred pass on 61/14/15 5
11720 AM, reveaied Licensed Practical Nurse
{LPN) #1 was observed to attempt administering
Hhree (3} medication tabists fo Unsampled
. Residant H. However, observation reveaslad
‘Unsampled Resident H accidently spit two (2) of
, the medications out ¢f his/her mouth during the
“administration of the medication. Continued
i sbservation revealed one of the tabiets landed on |
, the seat of the wheelchalr, ang the second one
flanded cn the resident's left pant leg. LEN #1

|
.
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“was observed to pick up both of the tablets and
then administer the medication to Unsampled
Resident H.

, Interview with LPN #1 on G1/15/15 5t 3:05 PM,
revealed she was aware of the faciity's
medication administration pclicy for adrinister: ng
“orel medication and tha nead to discard a
medication it had be dropped and becoms
contaminated. LPN #7 slated she kiiew she
“shouid not have picked the medication up and
; administered #. However, she staled Unsarrp:md
Resident H would have started scraaming if
*hedshe had not gotten his/her medication "rzcﬁm

away”,

: Interview with Registered Nurse (RNY#1, on

0171318 at 3:20 PN, revealed it was her

t expectation of all nurses administering
medications o discard medicstion which had

. revealed dropued, contaminated medication
should not be administered.

nterview with the DON, on 04/15/15 at 8:30 PM,

i revealed if was her expeclation if 2 resident soft
aut or dropped their medication, the medicstion
should be discarded, Par interview, the person

. administering medication should ther: chtaln a

*haw medication for the resident,

interview with the ICN, on 0¥/15/18 at 6:42 PM,

: revealed any medication dmpp@d sheuid have
been discarded and a new ma

s due to infection controf issues and risk for cross

. contamination,

Ewt@-mew with the Administrator, on 91/15/15 at
718 PM, reveaied dropped medications should

E 441

- been dropped and becams contaminated, RN #1

dication dispensad _'

|
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F 4411 Continued From page 28

. have been wasted and a new pill given. urther
interview revealed the medication was potentially
i contaminated and was an infeciion control jssue.

3. Review of the facilily's policy tifled, "lce

Chests", revised 11/24/14, revealed the

{ procedure for obtaining ice from the ice chest ,
included holding the scoop by the handie only and |
not teuching the bowl area of the scoop. The ;

; Paiicy revealed the bowt area of the scoop should |

" be covered when it was rof in Use, and foe should

i not be obiained with one's hands,
{ice chest

F Observation on 0413015 st 12:11

“observation revealed DA #2 used
Fto handle the cup and laft the cup
iog between serving residents

A g

Interview with DA#2, on 01713415

Tsinred in the ios,

; smailer scoops for staff to uilize.

Per the Policy,

“sta’f should not leave the ice scoop stored in the

M, during the

unch meal, and at approximately 5:30 PM, during
- the dinner meal revealed Digtary Aide (DAY #2 '
cseving beverages Observalion revealed DA #7
“utilizing a smail glass without & hendle o SC00P
ice into residents’ beverage glasses  Further

ker bare hand
storad in the

at 8:30 PM,

‘revealed she Used @ cup to serve the ica cue to
; the soacp being Moo Big". Further interview
' revealsd she was unaware of the faciiity's policy
 to utilize @ scocp and (o not leave the scoop

Interview with the Director Manager (DM), on
- 01/15/15 a1 4.02 PM, reveaied she was unawars
. staif used a cup to scocp the ica out of the ice
- conteiner. Continued inferview reveaied this
. could be an infection control issue. Further
"interview revealed the dietary depariment had

F 441

|

H

|
|

- — .

|
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F 441 Continued From page 28 Fdati
; Interview with the [CN, on 01/15/15 at 8:42 FPM,
“revealed the ice scoop should not be stored in the
; ice, and should be stored outside the ice
_ocontainer. Continued interviaw reveslsd the
" scoop should have a handle so as to not touch
. the ice due to infection control and cross
“contamination. The ICN revealed a cup should
i not e utiized fo obtain the ice. z
| interview with the Administrator, on 01/15/15 at
. 7115 PR, reveaied staff should use a scoop with
" handie to obtain ice which should be storad in 2
: separafe holder outside the Ice container dus io
“possible infection controf issuss and risk for aross
 contamination. :
F 492 483 75(b; COMPLY WITH Fag9z
s5=F  FEDERAL/STATEAOCAL LAWS/PROF STD ’

 The facility must operate and provide services in

 compiiance with all applicabie Federal, State, cz?d
local laws, regulations, and codes, and with

i accepted professicnal sterdards and principles

; that apply 1o professionais providing services in
sych a facility,

. This REQUIREMENT s not met as evidenced
by

; Based on herview and review the faciiity's

" safely nspaction docurnentation, it was

i determined the facility failed o ensure the
operation and provided services were in
“compliance with all appiicable Federal, Siate, and

- focal laws, requlations, and codes, and with :
* accepled prf‘fesﬂimra standards and principles |
i which apply 1o professionals providing services in

s

F482

1. #t s the practice of this facility to
operate and provide services in
comphiance with all applicable Fed-
eral, State, and local laws, regula-
tions, and codes, and With accepted
professional standards and princi-
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Fsuch a faciiity. Review of the facility's safety
 Inspeclicn documentation revealed the facillty
failed io ensure the resident ransportation

| vehicle was inspected annually for safety as per | .

; Stats Law,
¢ The findings include;

“Review of the Kentucky Administrative
Regulations (KAR), 603 KAR 5:072, Mandatory
s annual bus inspection, revealed buses should

' undergo a safety inspection at least once sach
‘yaar.

. However, review of the facility's vehicie safaty
inspection documentation, revesled the facility's

{resident transportation bus was last inspected by

. Commercial Vehicie Enforcement on 11/01/12.
" Continued review revealed no documented

ples that apoly to professionals
" providing services in such a facility. -

' The resident transportation bus was

inspected by the State on 1/14/2015
with no negative findings or neces-
sary repairs needed,

2. All residents of the facility have
the potential to be affected, There
are no other facility owned vehicies,

3. The facility Administrator reeduy-
cated both the maintenance director
from the “sister” facility responsible
for van maintenance and center's
Maintenance Director on 1/14/2015.

favidence of the required annual inspections of the |

, facility's transportation bus for the vears of 2013
Cor 2074,

Intervisw with the Mairtenance Dirsctor, who was |

from one (1) of the facility's "sister” faciiities, on
01/16/15 at approximately 6:00 PM, revealed he

“Inspections of the faclity's vehicle. The

I Maintenance Director revealed the resident

; tansportation vehicle had not been inspected by
the appropriate authorities since 2012; however,
! the vehicie should have been Inspected in 2013

was responsible for the routine maintenance and

The Maintenance Director has add-
ed the annual vehicle inspection to
the automated “TELS” system to en-
sure each annual inspection is com-
pleted. Report will be provided to
the Administrator when the inspec-
tion is completed. Any concerns will
be addressed immediately.

rand 2014 as required. Further interviow revealed |
‘ g :

the facility's resident transportation vehicle was
Hinspected on 01/14/15, after State Surveyor

; fequests were made for the gurrent inspection
~ documentaticen.

i

. Interview with the Administrator, o 01/1545 at

|
|
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Continuad From page 31
7115 PM, revealed the resfdert transpertation bus

 was shared whh two (2) other "sister” facilifies.
The Administrator reveai@d & maintenance staff
“person at one (1) of the "sistar” facilities was
f reaponisble for sarvice and inspection of the
; venicie. Further interview revealed the resident
“transporiation vehicle shoukd have been
tirspected annually for resident safety.
483.75(I){1) RES
RECORDS-COMPLETE/ACCURATEACCESSIR

:LE

| F4agz

F514:
58=E,

. The facility must maintain clinical records on each
resident in accordance with accepled professiona b
" standards and practices that are complete:
acourately documented; readily accessible: and
¢ . systematically organizeci.

* The clinical record must contain sufficient

s information to identify the resident; a record of the :
resident's assessments; the plan of care and

“services provided; the resuits of any

- preadmission screening conducted by the State;
and progress notes.

' This REQUIREMENT is not met as evidenced
by

. Based on obsarvaﬂen, interview and review of
the facility's policy, 't was determined the facility
i failed {0 ensure ‘?e clinical record was sccuraia
. and complete for each resident for five (5)
“unsampled residents {Unsampled Resident I,

- Unsampled Resident D, Unsampled Recident 3
; Unsampled Resident C. and Unsampied

. Resident E} out of twenty-four (24) samplad and

4. A summary of findings will be
submitted the Maintenance Director
to the monthly Performance im-
provement Committee consisting of
Administrator, Director of Nursing,
Maintenance Director, Business Of-
fice Manager, and Dietary Supervi-
sor for further review and recom-
mendations.

5. Completion date: February 26,

2015

et -

e

|
|

FORM CMS-2587 (02-89) Pravious Versicns Obsnlete Event ID:CE4DH

Facility 1D 100022

if continuation shee! Page 32 of 34

TPt s et e



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

PRINTED: 01/29/2015
FORM APPROVED
OME NO_¢838-0381

STATEMENT OF DEFICIENCIES

(L) PROVIDER/SUPRLIERITLIA

(X2 MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

? AND PLAN OF CORRECTION i BENTIFICATION NUMBSR: A BUILTING
185080 [ B. WING ! G1/18/2015
NABE OF PROVIDER OR SUPPLIER STREETADDRESS, CITY. &7, B, ZIP DODE
- 7300 WOODSPOINT DRIVE
BRIDGE POINT CENTER "
FLORENCE, KY 41042
) 1 : SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRELTION : 1253
PREFIY {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 3& COWPLETION
TAG REGULATORY QR LSC IDENTIFYING INFGRAMAT PO} TAG CROBS.REFERENCED 7O THE APPROPEIATE DATE
CEFICIENCY)
F 514 Confinued From page 32 F 514 5514, , . .
© L Itis the practice of this facility to

: The findings include:

 seven {7) unsampled residents.

i Observation ravealed Licensed Practical Nurse

(LPN) #2 placed medication in madication cups |, |

“and left them in residents' rooms without staying

to observe the residents take the medication.

. However, even though she had not witnessed the |
residents taking the medication, LPN #2

! documented the medication &s administered on

: ihe residents Medication Administration Records

(MARs}).

Interview with the Director of Nursing (DONY, on
POVABAE 8l 2055 PM, revesled {he faclity did not
. have a policy related to ensuring residents’

" medical records were complete and accurate.

. Review of the facilily's policy tited, "Medication

- Administration: Oral’, revised 01/02/14, ravealed
- after administering and observing medications

taken, the medication administration person

* should document the administration incuding any |
: side effacts, irritation or adverse reactions.

' Observation, on 01/14/15 beginning at 4:00 P
{and ending &t 4.30 PM. during an afternoon

. medication (med) pass on the 100 hallway,
“revealed LPN #2 was observed to prepare and

| take medication info five {8) unsampled residents' |
rooms, Unsampied Resident ©, B, £, F and G.

' Continued observation during this timeframe

s revealed LPN #2 woukd feave the medication in

. the residenis’ recoms without cheerving and
ensuring the residents took the medication, ;
i Further observation revealed LPN #2 roturmed to |
- the med carf and documented the residents’

{ medications as administered, even though she

maintain clinical records on each
resident in accordance with accept-
ed professional standards and prac-
tices that are complete, accurately .
documented, readily accessible, and
systamatically organized.

The LPN [#1) was reeducated by the
Dlrector of Nursing regarding the
facility pelicy for oral medication
administration and the expectation
to observe the resident take the
medication 1/14/2015,

Upon interview 1/14/2015 by the
Girector of Nursing unsampled resi-
dents F, D, G, C, and E stated that
they did take their medicationg
when administered,

2, All residents of facility have the
potential to be affected. Audit com-
pleted by the Unit managers on 100
Hall, 200 Hall and 300 Hall and Nurse,
Practice Educator reveaied no other .
residents had medications left at the
bedside on 1/14/2015.
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F5i4 Continued From page 33
* hac not wiressed this,

nterview with LPN #2, on 01/14/15 2t 5:30 PM,
| revealed she was aware of the facility's _
" medication administration policy and the nead fo

documend the successful administretion on the
| residents' MARs.

 Interview with the Director of Nursing (DON) on
0441515 2t 6:30 PM, revealed licensed nurses
' should only document a medication had beer

. administered when the medication had been

the successful medication adminisiration shouid
he documeniied on the residents MAR, Per

, interview, the fasiiity's axpeciztion was for

| residents' medical records to be complete and
accurate,

F 514

observe residents take their medication and then |

: observed to be administered. Per interview, then :

3. The Director of Mursing, or Nurse
Practice Educator will reeducated ajl
nurses on the facilities policy for oral
medication administration including
observation of the resident taking
the medication and a posttest wili

be given by the Nurse Practice Edu-
cator to validate understanding by
2/25/2014. Staff not available during
this timeframe will be provided
reeducation upon return to work by
the Nurse Practice Educator or Di-
rector of Nursing,

The 100 hali, 200 hall, and 300 hail

Nurse Managers, Nurse Practice Ed- )
ucator or Director of Nurses will uti- ;
lize an audit tool to monitor the ﬁ i
nurse rernains with the resident
when administering medications
daily across ail shifts for two weeks,
then three times & week for two
weeks, then as determined by the
monthly Parformance Improvement
Committee. Any concerns will be
addressed immediately.

4. A summary of findings will be
submitted the unit managers to the
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K 000 INITIAL COMMENTS K 000
{ CFR: 42 CFR 483.70 (a)
 BUILDING: ©1
' i
PLAN APPROVAL. Construction Date D8/10/63 é
' SURVEY UNDER: 2000 Existing
- FAGILITY TYPE: SNF/NF
'TYPE OF STRUCTURE. One (1) Story, Type Ii
£{000) Unprotagtad
_E SMOKE COMPARTMENTS: Nine (9) amoke
compartments,
| COMPLETE SUPERVISED AUTOMATIC FIRS |
“ALARM 8YSTEM “This plan of correc- E
, tion is prepare |
 FULLY SPRINKLED, SUPERVISED (Dry el d and §
avsTEM) suomitted as required !
: by law. By submitting
. EMERGENCY POWER. Type ii Dicsel this Plan of Correc-
- Generator, tion, Bridge Point
Center does not admit
that th it
AL Safety Code Survey was conducted on listed Ge Cfﬁfl(:?ency
01715118, The findings that follow demonstraie ; n this form ex-
. noricompliance with Tile 42, Code of Federal Ist, nor Fioes the Cen-
“Reguiations, 483.70 () et seq (Life Safety from ter admit to any
‘Firel. The facility was found not 1o ba in _ Statements, findings,
. substantial compiiance with the Requirements for facts, or conclusions
" Parlicipation in Medicare and Madicaid. The that form the basis
facility Is licensed for one hundred and fifty-one for the alleced defi
{151) beds and the census was one hwndred and . ”a eged defi-
forty-five (145) the day of the survey. ;‘ ciency.
TITLE .{st) DATE

LABORATORY DIRECTOR;

Va0V,

R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Aﬁmi%!%“f/’i’ﬁ, V

A3

Any deficiency sta
other safeguards provide suflicien prot
following the dalz of survey whether of not a pian of corection is provided. For nursing hotmes, the above fingings &

program padticipation.
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K000 Cont:rueo; Fram page 1

| Deficiencies wers cited with the highest

. defic fmncy identified at & "D" level,

TNFPA 107 LIFE SAFETY CODE STANDARD

[ RS
o
¥y
161

[14]
15
02

: Requires autormatic sprinkisr systems ars

" continuoust y maintained in rellable operating
‘condition and are inspecied and tested

; periodically,
875

This STANDARD s not met as evidenced by:

| automatic fire sprinkler syslem was mspecied
: and mainiained according to Nationa Fire

* deficiency had the potential o affect wo (2) of
- nine (§) smoke compariments, forty-eight (48)
residenis, siaff and visifors,

i The findings include:

i Found Square Inch {(PS1). Iterview, with the

. Ma'nterance Dfrsctor during the cbservation,

‘ revealed he was not aware the quick opani ing
i device { acoeiera?o ) valve was closed and the

* revealed the sprinkler contractor was in the

. system.

Protection Association (NFPA) stancards. The

" Observation, on 01152015 at 10:21 AM, with the |
i Maintenance Director revealed the quick oDﬂsmng
. device (accalerator) for the sprinkler systemn valve
‘was closed and the galge showed a reading of 0

. gauge was indicating © PSI. Further inferview,

faciliiy on 91/02/15 to provide maintenance on the

18.7.8, 4.6.12, NFPA 13 NEPA 25

Based on observation interview and review of ff‘e
facility's sprinkier contractor's documentation, #
was delermined e facility ailed o ehsurs the

i

K000 K062

K062 uously maintain our

1. 1t is the practice of
this facility to contin-

automatic sprinkler
system in reliable op-
erating condition and
to inspect and test
periodicatly,

The quick opening de-
vice (accelerator)
valve was serviced by
the sprinkler contrac-
tor on 1/02/2015,

On 2/9/2015 the
sprinkler is scheduled
for repair and is func-
tioning safely.

The sprinkler contrac-
tor has been informed
by the Administrator
on 1/16/2015 that
during all future ;
sprinkler inspections, '

any abnormalities of
our sprinkler system
must be immediately
reported to the
maintenance director
both orally and re-

FORM CHS-256T(02-89) Previous Varsions Ohsoleis
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K082 . Continusd From page 2

. Review of the documentaticn left for the faciiity on |
0102115 by the sprinkler contractor did net reveal E

- any probiems with the guick opening device
: [aceeleraton).

ETeieg:zh(::r;e interview, on 01115715, with the

 facility's sprinkler contractor revealed the

; sprinkler contractor had discovered the quick

" opening device (accelsrator) was rot function; 9]
properly on 01702745, and the part would have o

s be replaced. The sprinkier contractor indicated to |

the faclity he had been oo busy" to document
this in the peperwork left at the facility on
010215,

« Reference: NFPA 25 (1998 Edition)

1 8-4.4.1.2 Gatges shall be insbected weekly.

. {a) The gauge on the suppiy gide of tha dry nipe
“vaive shall indicate that the normal supply walar

prassure is being malntained,

- (b} The gauge on the system side of the dry pips
“vaive shall indicate that the proper ratio of air or
¢ pifrogen pressure to water supply prassure is
. being mairtgined in accordance with the
" manufacturer ' s instructions.
H{e)" The gauge on the quick-opening device, i

. brovided, shail indicate the same pressure as the

gauge on the system side of the dry pipe valve,
' Exception: Systems aquipped with low & or

; nitrogen pressure alarms shall be inspected
_manihly.

K062

flected properly on
the documentation
upon discovery.

2. All residents of the
facility have the po-
tential to be affected,
Audit of the Sprinkler
system by the Mainte-
nance Director on
1/15/2015 revealed
there were no further
issues related to the
proper functioning of
the Sprinkter system
3. The administrator
provided reeducation
with the maintenance
director on 1/16/2015
regarding need to en-
sure that any con-
cerns identified dur-
ing the sprinkter in-
spection are reported
immediately by the
contractor and re-
garding the need for
the weekly gauge in-
spection

FORM OMS-ZE87(02-69) Previous Versions Obsaieie
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- The facility will con-
duct weekly inspec-
tion of the gages by
the Maintenance Di-
rector and after any
sprinkler system
maintenance com-
pleted by the facili-
ty’'s contractor to en-
sure-that the gages
read at the proper
PSi.

The Maintenance Di-
rector will utilize an
audit tool to monitor
and document that
this solution is sus-
tained.

4, Asummary of the

findings will be sub-
mitted by the Mainte-
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