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F 000 Rivers Edge Nursing & Rehabilitation
acknowledges recelpt of the Statement

F 000 ¢ INITIAL COMMENTS

A standard heaith survey was conducted
09/13/11 - 09/115/11. A Life Safety Code survey
was conducted on 08/13/11. Deflclencles were
cited with the highest scope and saverity of an "F"
with the facility having the opporlunity to correct
the deficiencies before remedies would be
recommended for imposition.

on 09/13/11 at 6:00 AM.

F 184 ] 483.10(e), 483.75(/)(4) PERSONAL
58=0 | PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confidentiality of his or her personal and cfinical
records.

Personal privacy includes accommodations,
medical treaiment, written and telephone
communications, personal care, visis, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

Except as provided In paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facllity.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident Is transferred to another heaith care
institution; or record release is required by law.

The facility must keep confidential all information
contained in the resident's records, regardiess of
the form or storage methods, except when

This was a hdrsfng home inltfative survey initiated '

FlY

of Deficiencies and proposes this plan
of correction to the extent thai the
sammary of findings Is factunify correct
and In order fo maintain compliance
with applicable rules and provision of
quality of care of the resldents. The
plan of correction is submified as a
written allegation of compllance,

“Rivérs Edge response (0 tlie Statemeny
of Deficiencies and Plan of Correctlon
does not denote agreement with the

* Statentent of Deficlencies nor does it
constitufe an admisslon that any
deficiency Is accurate, Further, Rivers
Edge reserves the right {o submif
docunientatlon to refute any of the
stated deficiencles on this Statement of
Deficiencies through informal dispute
resolution, formal appeal procedure
and/or any other administrative or legal
proceeding.

F 164

F 164 483.10(e), 483.75 (1) (4)
PERSONALPRIVACY/
CONFIDENTIALITY OF RECORDS

I. During the annual survey on 9/13/11 it
was determined by the surveyor that LPN
faited to provide privacy by not closing
the blinds prior to completing a dressing
change for resident #2. -

.
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program participation.
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slatement ending with an asteilsk {*) danotes a deficlsncy which lhe instilution may be excused from correcting providing il is determived lifat

s.stated above-are disclosable 00 days ™

re cited, an approved plan of co

|

feqiards provide sufficlent protection to the patlents. (See Instructions.) Except for nursing homes, the fin
i ¢ dale of survey whelher or not a plan of correction is provided, For nursing homss, the above findings land plan ”ﬂoﬁiwb%gﬁmd
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F l q C-O“Jﬁf\ e tl-
F 164 | Continued From page 1 - F 164 lp B D
" | release is required by iransfer to another 2. Starting 09/16/1 1, the NHA has non- n
healthcare institution; law; third parly paymeant clinical department heads completing two
contract; or the resident. rounds daily to insure staff is following
< facility policy. DON has administrative
his REQUIREMENT i i d nurses completing daily rounds of all
gy's R T is not met as evidence residents at different intervals to include
' L . all shifts to ensure staff is providing
Base i r A . Coe
and reviow of the faciie polcy for Ciean privacy, maintaining dignty, and respect
Dressing Changes and Residents' Rights, It was :'I::i[lJgrlgeds;iF%ﬂii?gﬁt:ﬁoﬂgﬁl’iﬂ to
determined the faclilty failed to provide privacy for A1l staft 3; a0
one (1) of twenty-two (22) sampled residents. P " 5 2'1 ;O fl Y J "zems.
Staff did not close the window biinds before immediately and will provide education as
providing wound care for Resldent #2 who's bed needed.
was directly in front of the window. . ]
3. Reeducation completed with LPN it
The findings include: identified in the concern on 9/15/11 by the
DON. An all staff in-service was initiated
Review of the Residents’ Rights packet provided on 9/15/1 1 and compieted on 10/6/11
by the facliity revealed each resident shall be regarding providing privacy, dignity, and
treated with considaration, respect and full respect of al residents by the SDC &
recognition of his dignity and Individuality, DON. The in-service included Q&A
including privacy in frealment and in care for his interviews with different disciplines to
personal needs, identify knowledge of information being
taught. 100% of individual interviews did
Review of Resident #2's clinical record revealed not reveal knowledge deficit of staff on
the facllity admitted the resident on 01/21/11 with privacy, dignity, and respeet of all
the following diagnoses: Multiple Sclerosis; Post residents.
Laminectomy Syndrome; Decubitus Ulcer,
Contraciures; and Quadriplegia.
Ohservation of a dressing change, on 09/13/11 at
2:00 PM, for Residant #2 revealed Licensed
Praciical Nurse (LPN} #1 did not close the privacy
biinds on the resident's window before beginning
the dressing change. The resident’s window
looked out directly Info the main dining area. The
resident's was tumed fo hisfher left side,
FORM GMS-2567(02-99) Provious Vesslons Obsofete Evenl 1D:120011 Facitity iD: 100430 If continuallon sheet Page 2 of 28
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F 164 | Continued F 2 F 164 Condimutecl
ontinued From page F 164 . ;
I OV Sty IR 4] fetedailyrounds | .. ¢ |
exposing the perl area, while LPN #1 completed a +: DON/NH&MMIHP Gogaly o
dressing change to the left gluteal fold of all four resident care areas beginning
’ 9/15/11 x30days. Then 3x’s per week
Interview with LPN #1, on 09/15/1 at 2:45 PM, x90days. Then weel;ly xﬁ{.vlj:el;s. Thg .
revealed the nurse was not aware the blinds were results of these rounds will be lorwarde
open. The LPN stated she was aware of the to the Quality Assurance Commitiee at
windows proximity to the dining area. She further least quarterly for review and
revealsd leaving the blinds open did not provide recommendations. if concerns are
the resident with privacy. _ .. identificd during the QA process, the
committee will reconvene for additional

Interview with the Director of Mursing, on 08/15/11 reconumendations until sustained
at 5:30 PM, revealed the facilily finds it compliance.
unacceptable o leave a resident exposed. She / 9/
further stated all staff need to make sure window 5. Completion date 10/10/11 / (}/ i
blinds and curtains are closed before providing
care,

F 241} 483.15(a) DIGNITY AND RESPECT OF Faat R 2.4 |

ss=E | INDIVIDUALITY F 241 483.15(a) DIGNITY AND

RESPECT OF INDIVIDUALITY

The facllity must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facllity falled to promote care with
dignily and respect for residents individuality for
three (3) of twenty-two {22) sampled residents.
Resident #14 was not approached or assisted {o
the table in the dining room for lunch In a
respectiul and dignified way. Resident # 22 was
not responded to in a respectful way when the
resident voiced dissatisfaction of getting to the

1. During the aunual survey on 9/13/11
it was determined by the surveyor that
resident #21 complained of staff not
providing assistance with care as
desired. It was also determined by the
surveyor that on 9/14/11 the DON
yelled across the dining room to get the
attention of a resident #14 and did not
give resident a choice prior to providing
a clothing protector. It was also
determined by the surveyor on

9/13/1 {that nursing assistant #6 failed
to follow up with resident #15 request
for more cereal. 1t was also determined
by the surveyor on 9/13/11 that certified
nursing assistant #6 was pushing

FORM CNi5-2667{02-09) Provious Varslons Obsolele

T EventiD:ii2UO1t

Fagility 1D: 100430

If continuation sheet Page 3 of 28

RECEIVED




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

PRINTED: 09/28/2011
FORM APPROVED
OMB NO. 0938-0391

bathroom and Resident #16 was nol responded
to when the resident asked for dry cereal,

The findings includs:

Review of the facility policy for Abuse, Neglect,
and Misappropriation of Residents Property,
Prevention, revised 02/2009 revealed, the facility
will provide supervision to staff_to.identify
inappropriale behaviors, such as using
derogatory language....ignoring residents while
giving care...... -

Interview, on 09/13/11 at 1:00 PM, with the
Resident Councli revealed Resldent #21 volced a
request for care was made of a staff member, the
staff member responded by stating another
resident required assistance. Resident #21 sald
staff members would say they would be wilh you
in a minute, but they do not follow-up by honoring
the request for care. Resident #21 stated when a
staff member was reminded of an earller request
for care, the staff members responded saying, "
forgot.” Resident #21 sald stafi say this all the
time. Resident #21 reported being physically
unable to put stockings on and take them off
without staff assistance, and complained of being
forced by staff to ask repeatedly for assistance
with the stockings. Resident#21 sald when the
staff member was reminded of a request, the
staff remarked they "forgol" ahout the request for
assistance with the stockings.

1. Observation of the meai service, on 09/14/11 at
12:16 PM, in the Dining Room revealed the
Director of Nursing (DONY} standing across the
room by the kitchen beverage counter, Resident
#14 walked into the dining area and began

— E,‘atqﬁidenmmmﬁmsidelxt #22
how he/she was feeling and resident

#22 responded “not to good, 1 have

been waiting to go to the bathrootn for
the last two hours®, Certified nursing
assistant #6 stated, “Well that’s the way
tife is, I have to go fo the bathroom

{00”.

2. Starting 09/16/11 NHA has noii-
clinical department heads completing
two rounds daily to insure staff is
following facility poticy. Starting
09/16/11 DON has administrative
nurses completing daily ronnds of all
residents at different intervals to include
all shifts to ensure staff is maintaining
dignity, and respect of all residents at
all times. Rounds sheets are returned to
the DON/NHA daily for review and/or
fotiow up. All staff to correct any
concerns immediately and provides
education as needed.

3. NHA completed retraining/education
with DON on 9728/11 regarding dignity,
respect and all resident rights, DON has
administrative nurses assigned fo the
dining reom during all three neals daily
for 6 months starling 09/16/11 for
oversight and supervision to ensure
resident needs are met. Education
completed with certified nursing
assistant #5 identified in the concern on
9716/11 by the DON. An all staff in-
service was initiated on 9/15/11 and
completed on 10/6/11 by the DON &
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speaking to other residents in greeting. The DON
was observed yelling Resldent #14's name
repealedly from across the room. When the
resident did not respond, the DON walked across
the room, {ock the residents hand and lead
him/her to a table without explanation. Once lhe
resident sat down in the chair, the DON then
poked the resident in the shoulder and said
"hare" as she applied aclothing protector-without -
asking the resident if they would like fo wear the
clothing protector. This cbservation was
witnessed by two other surveyors,

interview with DON, on 09/15/11 at 5:30 P,
revealed all staff should call residents by their
name and not poke them o gef their attention.
The DON revealed she should have asked the
resident if hefshe would like to have a clothing
protector to glve him/her the option. She further
ravealed she would not want anyone freating her
in that manner and would want a choice in
wearing the clothing protector. The DON
revealed she did not feel the resident was freated
with disrespect or that the Incident lacked dignity.
She stated it was not acceptable to rush
someone and revealed she tries to walch her
fone of voice, but "some of us are louder then
others". The DON revealed she wanled the
residents to be as comfortable as possible
because the facility is their home. She further
revealed she has Instructed the staff to stop and
think about their approach and its perception.

2) Observation, on 09/13/11 at 2:10 PM, revealed
Certifled Nursing Assistant #6 pushing Resldent

#22 in the wheeichalr from the dining room down
the hallway to the resident's room. CNA #6 asked

X4} 10
::(-RE)HX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGEO TO THE APPROPRIATE DATE
BEFIGIENGYS
F 241| Continued From page 4 F 241

SDC regarding providing privacy,”
dignity, and respect of all residents. An
all staff in-service was completed by the
Ombudsman on residents rights on
10/6/1 1. The in-service included Q&cA
interviews with different disciplines to
identify knowledge of inforination
being taught. 100% of individual

deficit of stalf on privacy, dignity,
respect and all resident rights of all

residents.

4. DON will complete daily rounds of
at least one meal care beginning 9/15/11
x30days. Then 3x’s per week x90days.
Then weekly x8weeks. The results of
these rounds will be forwarded to the
Quality Assurance Commitiee at least
quarterly for review and
recommendations, If coneerns are
identified during the QA process, the
committee will reconvene for additional
reconumendations until sustained

compliance.

5. Completion date: 10/10/T1

interviews-did not reveal knowledge - — -

/9/rel1y
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the resident how they were Teeling. The resident
stated "not too good, | been having to go to the
bathroom for the last two (2) hours. CNA #6
staled "well that's the way life is, | have to go {o
the bathroom too". CNA#8 proceeded lo take the
resident fo their room, then left the room.

Interview with Resident #22, on 0/14/11 at 12:05
PM, revealed the resident did recallthe
conhversation and the comment by CNA#8 "well
thal's the way life Is, | have to go to the bathroom
too", and stated that {s was upsetting but an
isolated event.

An interview was attempied, on 09/15/11 at 10:20
AM and 5:15 PM, when a call was placed to CNA
#6 and a phone message was left with no return
phone call,

Interview with the Director of Nursing, on 09/15/11
at 5:25 PM, regarding the comment made by
CNA #6 revealed the DON stated that was "lotally
unacceptahble”.

3. Observation, on 09/13/11 at 7:56 AM, In the
Dining Room reveated Resldent #15 had finished
eating the food which was served, and requested
an additional box of Rice Crispies from CNA #5.
CNA#5 told Resident #15 she wouid be with
them in a "minute”, as she needed to assist
another resident fo be seated. CNA#5 spoke
with ancther staff member about the request of
Resldent #15, and returned to her dutles in the
Dining Room. No follow-up was provided to
Resident #15 about the request for Rice Crisples.

Observation, on 09/13/11 at 8:05 AM, in the

FORM CMS-2687(02-89) Previous Versions Obsolele Event ID; )2U0 11 Faciily D: 100430 if continvatlon shest Page 6 of 26
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Dintng Room revealed Resident #15 stood up
unassisted from the table, and ambulated out of
the Dining Room with a rolling walker. Resldent
#15 was not provided a box of Rice Crisples or an
explanation why the cereal was not provided.

fnterview, on 09/13/11 at 8:10 AM, with CNA #5,
ravealed when Resident #16 requested the Rice
Crisples, she conferred with another staff
member who said Resident #15 was on a fluid
restricted diet, and because additionai milk would
be needed, Resldent #15 could not have another
box of Rice Grispies. CNA #5 sald she was busy
In the Dining Room and she "forgot” to expfain
this fo Resldent #15. When CNA #5 was asked
how Resident #15 would feel after no response
was recelved to the request, CNA #5 stated, i

just forgot.”

interview, on 09/15/11 at 5:30 PM, with the
Director of Nursing (DON) revealed she had
attended recent Resident Council meetings and
had heard residents complain of slaff responses
to repeated requests for asslstance by saying, "l
forgot.” The DON said it was unacceptable for
CNA #5 1o neglect to communlcate with Resident
#15, and should have followed up in a timely
manner, but did not think this was a resident
dignity concern. The DON stated in response to
concerns by the Resident Councll, discussion of
this issue had been included in new employee
orientation.

F 248 | 483.15(f){1) ACTIVITIES MEET FosleF 248 Stucd Newt P49t
sg=£ | INTERESTSINEEDS OF EACH RES

The facility must provide for an ongoing program
of activilles designed to meet, In accordance with
the comprehensive assessment, the interests and

Event iD:12U014 Facllty {D: 100430 1f confinualion sheet Page 7 of 28
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thé physical, mental, and psychosociaf well-belng
of each resident.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and review of
the facllity's policy for the Activity Program and
i the Activily Calendar, it was determined the
facility fafled to develop and Implement an Activity
1 Program designed {o meat the interests and the
physical, mental, and psychesoctal well-belng of
each resident. Activity programming offered lo
the residents was limited on svenings and
weekends, and activities were scheduled at the
same starting time, which challenged resldents to
choose between a religious/worship service or a
recreatfonal activity as volced by 13 Resident
Council members and two (2) unsampled
residents. in addition, the facility aliowsd
uncomforiable high sound levels in the Activity
Room during a Sensory Group Activily which iead
to resident complaints.

The findings include:

Record review of the Aclivity Program Policy
Manual revealed the purpose of the Activity
Program was to provide residents with an
individualized actlvity program to enhance
resident’s quality of life through involvement in
recreatlonal activities. Objeclives included
provision of regularly scheduled programs in the
evenings and on weekends, and coordination of
religious services or arrangements to meet the
refigious preferences and needs of residents.

F 248 483.15() (1) Activities meet
interest/needs of each resident.

). Unsampled resident was not
identified. Facility had already self
identified concerns with the
activities department to include the
calendar as things were added after
the calendar was printed,
guidelines, time frames, activity
staff hours, variety,
changes/updates, Restorative
calendar and approval.
2). 100% survey was conducted
with all alert and oriented residents
beginning on 09/14/11 through
10/14/11 1o determine activity
interest, Surveys were also sent out
to responsible parties for all other
residents on September 12, 2011,
3. Activity staff was reeducated on
September 8™ and again on
September 14, 2011 by the
administrator regarding activities,
calendar, guidelines, time frames,
activity staff hours, variety,
changes/updates, Restorative
calendar and approval.
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Record review of the facility Activity Calendar for
August, 2011, revealed no activity programs were
offered after 2:30 PM, with the exception of a

monitor activities daily for two
weeks, weekly for four weeks then

movie offered on Friday nights at 7:00 PM, during monthly for two months to assess
the month of August, 2011. No activily programs the tevel of participation and
were scheduled after 10:30 AM on Saturday or enjoyability exhibited by residents
Sunday during the month of August, 2011. On - involved, Resident surveys will be
five (5) days during the month of August, 2011, conducted quarterly. Resulis of the
-two {2) activity programs (one was a religious 1 monitoring will-be- forwarded to the
program}, were scheduled to begin at 10:30 AM QA committee at least quarterly,
and run concurrenty, The QA committee wil] address

" . any concerns and will recommend
Record review of the facifity Activity Calendar for revisions and additions as deemed
September, 2011, revealed no activity programs appropriate,
were offered after 4:00 PM with the axception of
ohe (1) aclivity on three (3} Friday nights at 7:00 Completion: 10/14/11 /o//c.// N

PM, during the manth of September, 2011. No
activity programs were scheduled on Saturday
after 1:30 PM, during the month of September,
2011. No activity programs were scheduled on
Sunday after 3:00 PM, during the month of
September, 2011, Cn three (3) days during
Septembaer, 2011 two (2) activity programs {one
was a religlous program}, were scheduled to
begin at 10:30 AM and run concurrently.

Intarview, on 08/13/11 al 1:00 PM, with thirfeen
{13) members of the Resident Council revealed
the Activity Program did not offer enough varlety.
Resident #21 said only Bingo and religious
services are offered on the weekends. Resident
#8 sald more aclivilles should be offered in the
evenings. Resident #21 said the Activities
Director was new, and recontly one Aclivity
Assistant resigned and left the facility, and the
other Activity Assistant had resigned {o Jeave
employment at the end of September. Resident
#21 said the facifity did not have enough aciivity

FORM CMS-2567(02-99} Pravious Verstons Obsolate Evenl ID:}2UQ 14 Facility ID: 100430 If continuatlon sheet Page 9 of 28




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/28/2011
FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIGIENCIES %1} PROVIDER/SUPPLIER/CLIA (X2} 14ULTIPLE CONSTRUCTION {X3) DATE SURVEY {
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED ;
A BUILDING :
i
B. WING y
185259 09/15/2011 !
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6301 BASS ROAD :
RIVERS EDGE NURSING AND REHABILITA CENTE
i R ITATION TER PROSPECT, KY 40059
Xa) ID SUMMARY STATEMENT OF DEFICIENCIES tD PROVIDER'S PLAN OF CORRECTION 15}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CGROSS-REFERENCED TO THE APPROPRIATE DATE
BEFIGIENGY)
F 248} Continued From page 9 F 248

staff avallable to effectively manage current
programs, or offer more programs that are
needed on the weekends.

Observation, on 09714/11 at 10:30 AM, revealed
six (6) residents were seated in a circle with three
{3) staff members In the Activilies Room. Loud,
popularfoldies music played as staff provided
therapeutic touch Including hand rubs with lotlon.
An Unsampled Resident requested the staff to
turn the muslc down, and ancther Unsampled
Resident requested the music be turned off. A
staff member lowered the volume and continued
the program.

Interview, on 08/14/11 at 10:35 AM, with an
Unsampled Resident in the Activily Room
reported they did not enjoy the current program
with the loud music. The Unsampled Resident
wanted staff to turn the music off because it was
so loud It caused their left leg to throb with pain.
The Unsampled Reslident sald they sufferad Polio
as a child, and frequently had paln in the left leg
as a restlt. The Unsampled Resident requested
pain medication for the left leg pain during the
program.

Observation, on 09/14/11 at 10:40 AM, in the
Dining Room revealed a live piano performance
including show tunes and Big Band music. The
program was titled, "Apples, Apples, Apples.”
Sixteen (16) residents were silting at tables with
two (2) staff members who served apple Julce
and cinnamon apples or applesauce {o the
residents. Music books with lyrics were provided
at some tables, but residents were not observed

to sing-along.
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| Interview, on 09/14/7T at 1050 AM, in the Dining
Room with an Unsampled Resident ravealed the
Activily Program was not adequate to meet ihe
needs of ihe residents. The Unsampled Resident
staled the "Apples, Apples, Apples" program was
"dull." The Unsampled Resident slated, "This is
not a happy place.” The Unsampled Resident
said, "A person s supposed to enjoy (heir
retirement, { am not enjoying this, We all stil!
have feelings and need fo be involved and do
something interesting." The Unsampled Resident
said the facility does not have enough activities
which are interesting to the residents and said,
"There is no Activity Program here, itis null and
void."

Interview, on 09/14/11 at 10:55 AM, with the
Quality Improvement {Q1) Coordinator revealed
the facility considers resident preferences and
suggestions for activity programs, and said the
acfivity staff members brainstorm and search for
new programming ideas on the Internet.

Interview, on 09/14/11 at 3:15 AM, with the
Activity Director revealed he has been In the
position for one (1) month. The Activity Director
stated activitles were not offered after 4:00 PM
because there was no activity staff avallable to
provide activities in the evenings, The Activity
Direclor said Bingo was offered on Saturday and
church services were offered on Sunday and said
this was sufficient because residents had visits
from families on the weekends. On 09/15/11,
when two activilies were offered at 10;30 AM, the
Activity Director said residents who attend Mass
at 10:30 AM, could join "Name thal Tune’ upon
the conclusion of Mass. The Activity Director said
residents were not forced to choose when wo

If continuation sheel Page 11 of 28
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Observatlon, on 09/15/11 at 9:35 AM, of an
announcement heard on the facility public
address system revealed that Mass and ‘Name
that Tune' was cancelled for Wednesday,
09/15/11, and 'Corn Hole’ would be held at 10:30
AM instead. Mass was rescheduled for next
Wednesday.

interview, on 09/15/11 at 1:50 PM, with the
Activily Director revealed he met with the
Administrator on 09/14/11 to discuss the Activity
Calendar and some changes to the Activity
Program. The Activity Director said the person
who presided at weekly Mass could not be
present, and the morning program was changed
as arasult, The Aclivily Director said the
comments from the Unsamplad Residents who
reported they did not enjoy the activity
programming concerned him. The Achivity
Director did not think the toud popularfoldles
music played on 09/14/11 was appropriate for tha
residents in the Activity Room, and was told by
staff of the resident requests to turn the music
down or off.

Interview, on 09/15/11 at 6:50 PM, with the
Administrator reveated a consultation with the
Activity Director was held to discuss activity
programming and the Activity Schedule. The
Administrator said residents should not be forced
to choose between two activities which were
scheduled at the same time. The Administrator
sald some aclivity programs were not reflected on
the schedule, such as 1:1 visits, sensory groups,
and restorafive programs. The Administrator
sald the previous Activity Director "did not do a

If contlnuatlon sheat Page 12 of 28
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| good Job,” regarding the lack of evening and
weekend activittes prior to Seplember, 2011.

Interview, on 09/13/11 at 1:00 PM, with thirteen
(13} Resident Council Members revealed the
facility had not maintained comfortable sound
levels for the residents. Resident #21 volced the
noise lavel after 10:00 PM is unacceptable and.
said staff "yell and scream” the length of the hall
during the night. An Unsampled Resident stated
staff play personal music devices foudly and did
hot think resldents should have to "endure” the
staff members music cholces, Resident #20 sald
some residents who were sleeping at night kept
the televisions playing loudly, and staff were
unwilling to turn the television volume down or off.
Resident #20 sald staff members had been
observed to watch television in resident's rooms
as the resident slept. Resident #21 said the
nolse concerns were reported to the facllity
Adminisirator and Director of Nursing (DON),
without any improvement in the sound favels.

Observation, on 09/14/11 at 10:25 AM, revealed
loud pop/oldies music which was played in the
Activity Room, and was audible from the South
hallway near room #1, which became
progressively fouder upon approach of the Activily
Room.

Observation, on 09/14/11 al 10:30 AM, of lhe
Activity Room revealed six (6) residents were
sitting in a circle with three (3) staff members
present during a Sensory Group Activity. The
foud music was played while staff provided
therapeutic touch and lotion rubs. Residents
were not observed to speak, sing, or react to the
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music. One Unsampled Resident askedstaffto—|

furn the volume down, and another Unsampled
Resident asked for the music to be turned off,
Staff {urned the volume down and the group
actlvity continued.

Interview, on 09/14/11 at 10:35 AM, with an
Unsampled Resident revealed they did not enjoy
the music played during the Sensory Group
Aclivity because the loud music made their left
leg hurt. The Unsampled Resldent said he/she
had Pollo as a child, and suffered chronic left leg
pain as a result. The Unsampled Resldent
requested paln medication for leg pain during the
Sensory Group Activity.

Interview, on 09/15/11 at 1:50 PM, with the
Activity Director revealed he was not aware of the
volume of the music played during the Sensory
Group Activity on 09/14/11 at 10:30 AM, but he
said he was lold by staff that resldents reguested
the music be tumed down or off.

483.35(1) FOOD PROCGURE,
STORE/PREPARE/SERVE - SANITARY

The facllity must -
(1} Procure food from sources approved of
considered satisfactory by Federal, State or local

authorities; and
{2) Store, prepare, distribute and serve food

under sanitary conditions

This REQUIREMENT is not met as evidenced

by:

F 371

£ 371

F 371 483,35 (i) FOOD PROCEDURE,
STORE/PREPARE/SERVE-
SANITARY

1. During the annual survey on
9/13/11 it was determined by the
surveyor that three different staff
member s was observed handling a
resident’s food with bare hands,

Event D 12U0H
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~I~Based on observalion and Intérvigw ftwas —

determined the facillty falled to prepare and serve
food under sanitary conditions as observed in the
main dining room. Observation of the meal
service revealed three (3) different staff members
handling the residents food with bare hands.

The findings include:

The facility did not provide a policy on empioyee
bare hand contact with food.

Observation of the meal service, on 08713/11 at
7:12 AM, revealed Certified Nursing Asslistant
(CNA) #1 touching a resident's plece of toast with
her bare hands to spread butter and jelly. She
then picked up the toast and placed It in the palm
of her hand, spooned the resident's scrambled
eggs onto the toast, and folded It closed with both
of her hands. She then handed the sandwich to
the resident to eat.

Observation of another CNA#5, on 09/13/11 at
7:30 AM, revealed the CNA assisted a resident
with thelr foast,. The CNA heid the toast in har
bare hands while applying butter and jefly. The
CNA then assisted two other residents with their
toast In the same manner consecutively without
washing her hands in befween.

Observation of CNA #2 during meal service, on
08/13/11 at 7:35 AM, revealed the CNA using her
bare hands to hold a piece of toast while

completed on 10/6/11 by the DON &
SDC with the certified nursing
assistants identified in the concern and
with all clinical staff regarding meal
service and setting up resident meal
trays with clean hands, and continue o
encourage independence of the resident

with eating.

3.  New hire employees will receive
training during the orientation process
regarding meal tray set up and utilizing
clean hands during this process
effective 10/10/11. DON/SDC will
complete clean hands in-service

quarterly with all clinical staff
xdquarters, Licensed nurse/SDC will
provide any reeducation as needed.

4. DON/Weekend supervisor wiil
complete daily rounds of at least one
meal beginning 9/15/11 x30days, Then
3x’s per week x30days, Then weekly
x8weeks. The results of these rounds
will be forwarded to the Quality
Assurance Committee at least quarterly
for review and recommendations, If
concerns are identified during the QA
process, the committee will reconvene
for additional recommendations until
sustained compliance,

spreading bulter and Jelly.
Interview with CNA #1, on 09/15/11 at 12:65 PM, 5. Completion date: 10/10/11 / D/ 101)
revealed she was trained by the facliity It was
acceptabis to touch the residents’ food with their
Fadliity 1DD; 100430 - b-Gonlinuallon shesl-Page 1561 287
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bare hands as long as they used hand sanilizer,
The CNATrevealed the last In-service was
somsetime in the past year. The CNA stated she
would not want people touching her food.

Interview with CNA#2, on 09/15/11 at 1:16 PM,
revealed she was aware she was not supposed
to use her bare hands when handling the
residents’ food, The CNA stated she should have
used a knife and fork, but didn't even realize she
had touched the residents food with her bare
hands.

Interview with the Director of Nursing (PON), on
09/16/11 at 6:30 PM, revealed the staff had been
told not to use gioves, The DON reveaied the
staff had been taught to wash their hand or use
hand sanitizer before assisting someone with
their food.

Interview with the Administrator, on 09/15/11 at
3:10 PM, revealed she was not aware of a facllity
policy on bare hand contact with food, The
administrator revealed it was acceptablé for the
staff to touch a resident's food as long as the staff
member washed their hands or used hand
sanitizer between residents,

483.36(1)(3) DISPOSE GARBAGE & REFUSE
PROPERLY

The facillty must dispose of garbage and refuse
properly,

This REQINREMENT is not met as evidenced

by:
Based on observation, interview and policy

reviaw it was determined the faciiity failed to

F 372

F 372 Next paye
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(2) of two (2) dumpstei's. The dumpster doors
were loft open, frash was hanging outside of the
dumpster's, and trash was on the ground around
the dumpsters,

The findings include:

Review of the facility's policy on Trash &
Biohazard Waste, Undated, revealed the doors to
the dumpsters should be closed Immediately after
garbage is placed in the dumpster, broken glass
should be containerized before putling in the
dumpsters. The Dumpster should be monitored
three {3} imes per day during the week,

Observalion, on 09/14/11 at 03:10 PM, revealed
the dumpster doors partially opened with plastic
hanging out. The ground area around the
dumpster had several discarded disposable
gloves, thirteen {13) wooden pallets, one (1)
green plastic container, five (5) pleces of wood
debris with rusty nails exposed, one (1) broken
white ceramic plate, and scattered clgarette butts
and gum wrappers.

Interview with the Maintenance Director (MD), on
09/15/11 at 10:50 AM, revealed he was aware the
door to the dumpster should he closed and the
area around the dumpster should be clear of
debris. The MD sald Environmental Services was
responsible for the maintenance of the
dumpsters.

Interview with the Environmental Service Director
(ESD), on 09/15/11 at 6:30 PM, revealed he was
responsibie for overseeing the maintenance of
the dumpsters. The doors fo the dumpster

dispose of garbage and refuse properly for two |
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F 372 483.35(i) (3) Dispose
Garbage & refuse properly.

1. All trash was picked up from off
the ground around the dumpsters
and doors closed during the next
monitoring rounds on 9/15/11,

2., All dumpsters have been checked
three times a day seven days a week
since 09/16/11 by Environmental
services supervisor, Corrective
action ongoing after trash pickup
twice per week by the vendor,

3. Environmenta! services
supervisor reeducated by the
administrator on proper trash/refuse
disposal and reporting on 09/15/11.

4. Environmental Services
Supervisor or floor tech will
monitor the dumpster area(s) three
times per day, seven days a week
for two weeks then five times per
week for four weeks then three
times per week for six weeks,
Results of the monitoring will be
forwarded to the QA committee
monthly x 3 months. The QA
committee will address any
concemns and will have revisions
and additions as deemed
appropriate.

4. Complction date: 09/16/11

Yt
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LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a ficensed pharmaclst who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficlent detail to enahble an
accurate reconcillation; and determines that drug
records are in order and that an account of all
controlted drugs Is maintained and periodically
reconciled,

Drugs and hiologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and {he explration date when
applicable,

In accordance with State and Federal laws, the
facility must store alf drugs and blologicals in
locked compariments under proper temperature
conirols, and permit only authorized personnel to
have access to the keys.

The facliity must provide separately locked,
permanently affixed compariments for storage of
controlled drugs listed In Schedule i of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject to
abuse, except when the facllity uses singfe unit
package drug distributfon systems in which the
quantity stored is minlmal and a missing dose can
he readily detected.

& BIOLOGICALS

1. During the annual survey on

9/15/11 it was determined by the
surveyor that the facility failed to
monitor expired-medications and
treatment supplies. All expired
medication and treatment supplies were
discarded immediately.

2. 100% audit by the DON, SDC &
Unit Manager was complieted from
09/15/11-09/22/11 for all medication
carts, refrigerators containing
medications, treatment supplies carls,
al} clinical supply closets, and detached
storage garage to ensure no expired
supplies is being stored for use.

3. DON/SDC in-serviced all licensed
nurses on 10/6/11 on the facility
policy/protocol for disposing of expired
medications and treatment supplies.
Treatment nurse educated by the DON
and action plan put into place on
9/16/11. SDC/central supply clerk/ward
clerk weekly audit began on 9/23/11 to
audit supply carts, supply closets, and
garage. DON/unit manager will audit
supply carts, supply closets, and garage
beginning on 9/30/11. All expired
medication will be sent back o the
pharmacy at the end of each month but

will be removed from the medication
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This REQUIREMENT is not mel as evidenced
by:

Based on observation, interview, and review of
the facility's policy Expiration Dating of Unit Dose
Packaged Medications, it was determined the
facility falled o ensure drugs and biologicals used
in the facility were monitored for expirations dates
in one (1} of one (1) medication room, one {1) of _
one (1) reatment cart, and the reatment storage
rocm.

The findings include:

Review of the facliity's policy Expiration Dating of
Unit Dose Packaged Medications Addendum, not
dated, revealed all medication not heing used will
he sent back to the pharmacy at the end of each
menth. This includes hut is not limited fo the
following: All expired medication; Discontinued
medication; Medications that had direction
changed per physiclan’s orders; Licenaed staff
will check sxpirafion date on all medications and
treatment suppiies prior to adminlstering and/or

use.

Observallon of the medication room, on 09/15/11
at 6:30 AM, revealed five (5) expired infravenous
piggyback doses of Gentamycin 120 mg in 100 cc
of Nermal Saline, two explred 09/06/2011 and
three expired 09/08/2011,

Interview with Licensed Practical Nurse (LPN}) #8,
on 09/15/11 at 6:30 AM, revealed the medication
shouid not be used, The LPN stated the resident
could have a reaction or it would not be effective.
The LPN revealed the medication had been
discontinued in August, 2011.

 carts and/or reﬁ'lgerator when
discontinued or expired.

4. SDCfcentral supply clerk/ward
clerk will complete the specified audit
weekly x12weeks, then monthly
indefinitely to ensure there are no
expired supplies and/or medications
being stored for use. The results of
these rounds will be forwarded to the
Quality Assurance Committee at least
quarterly for review and
recommendations. If concems are
identified during the QA process, the
committee will reconvene for additional
recommendations unti} sustained
compliance.

5. Completion date: 10/11/11
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Observation of the trealment cart, on 08/15/11 at
7:30 AM, revealed six (6) packages of steri strips
which explred 056/2008, one package of sterl
strips which expired 12/2010, seven (7) packages
of Curafil Hydrogel 4x4 which expired 0872009,
two (2} bottles of Nugauze which expired
1172004, twelve (12) packages of Vaseline gauze
which expired 06/2005, three (3) packages of
Xeroform which expired 05/2010, three packages
of Xeroform which expired 07/2008, nine (9)
packages of Tegaderm which expired 05/2009,
six (6} packages of Curasalf which expired
07/2011, three (3) packages of Tegasorb which
expired 07/2009, and cne package of Telfa 3x4
dressing which expired 04/02/10,

Observation of the freatment storage room, on
09/15/11 at 8:00 AM, reveaied four (4) packages
of Tegaderm foam adhesive dressing which
expired 08/2009, twenty-two (22) packages of
Hydrogel 2x3 dressings which expired 08/2009,
nine (9} bottles of Nugauze which expired
11/2004, forty-five (45) packages of Hydrogel
11x4 dressings which expired 06/2010, one
hundred fifly (1560} packages of Xerofoam
dressings which explred 07/2008, one hundred
forty-four (144) packagas of Curasalt dressing
which expired 07/2011, one hundred (100) Silver
Nitrate sticks which expired 11/2008, and twenty
(20} Curity ABD pads which expired 03/2009.

interview with LPN #1, on 09/15/11 at 2:45 PM,
revaaled someone checked the treatment cart
once a month for expired medication but did not
know who was responsible. The LPN revealed
she was aware that some of the treatment
supplles had expiration dates but did not know
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" “[they had expired. The LPN revealed using |

axpired freatment supplies could lead to infection
or not be effective.

Interview with the Director of Nursing (DON), on
09/16/11 at 5:30 PM, revealed all nurses shouid:
be checking expiration dates. The DON revealed
there was a monthly audit performed on all the
medication caris, but the-audit did not.include the
treatment cart. The DON further revealed the
unit manager or hersel did a querterly audit of all
carts, but this audit did not Include checking for
expiration dates.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

Thae faclitty must establish and malntain an
infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and Infection.

{a} infection Controi Program

The facillty must establish an Infection Control
Program under which it -

{1} Investigates, controls, and prevenis infections
in the facility;

(2) Decldes what procedures, such as isolatlon,
should be applied to an individual tesident; and
{3} Maintains a record of incidents and corrective
actions related to infections,

(b) Preventing Spread of Infection

(1) When the Infection Controt Program
defermines that a resident needs Isclation to
prevent the spread of Infectlon, the facility must
isolate the resident.

(2) The facility must prohibit employees with a

F 441

F 441 483.65 INECTION CONTROL,
PREVENT SPREAD, LINENS

1. During the annual survey on
9/15/11 it was determined by the
surveyor that the- facility failled to
maintain a sanitary environment for a
resident #19 noted with an indwelling
catheters that touched the floor; staff
adjusted the bed of resident #2 with
soiled gloves on; and staff placed the
ice scoop in the ice chest while passing
ice on the hallway. Resident #19
catheier was inmediately changed per
MD orders, Resident #2 bed cleaned
and disinfected immediately. Ice chest
was emptied and cleaned before put
back in use.

2. 100% of all residents with catheters
audited on 09/16/11 by DON tio ensure
that leg bags are worn when residents
are out of bed. 100% audit completed
on 09/16/1 i by DON to ensure coil
clips are in place on all resident
drainage bags. Interviews completed
with 10 certified nursing assistants, 10
nurses to include all 3shifts to
determine the knowledge of each staff
member regarding infection control
specific to indwelling cathelers, passing
ice, and hand washing protocol. 100%
of siaff interviews comptleted by
10/05/11 by the DON did not reveal
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‘| tommunicable disease or infecled skinlesions

from direct contact with residents or their food, Iif
direct contact will transmit the disease,

{3} The faciiity must require staff to wash their
hands after each direct resident contact for which
hand washing is Indicated by accepted
professlenal practice.

{c) Linens

Persennel must handle, store, process and
{ransport linens so as to prevent the spread of
infection.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Inferview, and review of
the facility's policy, It was determined the facility
failed to maintain a sanitary environment for two
(2) of twenty-two (22) sampled residents.
Resident #19 had an indweliing catheter with the
{ubing laying on the flcor, During a dressing
change for Resident #2, staff adjusting the bed
control with contaminated gloves. In addition,
staff were observed placing the Ice scoop In the
ice chest while passing ice on the haliway.

The fIndings fnclude:

Review of the facllity's policy on Handwashing,
revised 08/2005, revealed handwashing shouid
be done after touching inanimate sources that are
likely to be contaminated. The facility did not
provide a policy regarding changing gloves.

4. Observation, on 09/13/11 at 14:00 AM.

knowiedge deficit regardmg infection
contro! policy/protocol.

3. Education/in-service initiated on
0/16/11 and completed on 10/6/11 with
all clinica! staff by DON/SDC regarding
facility policy and protocol for infection
conirol specific to indwelling catheters,
passing ice, and hand washing protocol,

4.  Unit manager/Weckend supervisor
will compiete daily mnonitering of all
residents with catheters beginning
9/16/11 x30days. Then 3x’s per week
x90days. Then weekly x8weeks.
Administrative nurses will complete
daily rounds of assigned resident
hatlways and care areas to observe staff
and ensure no infection control issues
are present. The resulis of these rounds
will be forwarded to the Quality
Assurance Commiltiee at least quarterly
for review and recommendations, 1f
concems are identified during the QA
process, the committee will reconvene
for additional recommendations until
sustained compliance,

5. Completion date: 10/10/11

190/
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——————] Tevealed Certified-NursingAssistant (CNAT#T——F
passed ice on the hall, The CNAwent Into the
resident rooms, removed the lids off the ice
pitcher, dumped the water, came out to the ice
chest in the haliway, filied the pitcher with ice,
then placed the ice scoop in the Ice between
each pitcher, CNA #1 conlinued in this manor for
seven (7} rooms and then began to place the ice
scoop in the holder on the front of the ice cart.

Interview with the Director of Nursing {(DON), on
09/15/11 at 5:25 PM, revealed the Ice scoop
should be stored In the protective sleeve for
infection control purposes.

Observation of incontinence care, on 09/14/11 at
0:46 AM, revealed Licensed Practical Nurss
(LPN) #1 provided incontinence care for Resident
#1 afler a bowel movement and before a dressing
change. The LPN cleaned the resident's peri
area, then reached down to hyperinflate the
resident’s fow air loss {LAL) matiress with the
same diry gloved hands.

interview with LPN #1, on 08/15/11 af 2:45 PM,
revealed the LPN did not realize she had used
her dirty gloved hands to hif the hyperinfiate
buiton on the LAL matiress. The LPN stated this
was an infection control issue.

Interview with the infection conirol nurse/staff
development coordinater, on 09/15/11 at 6:50
PM, revealed external urinary collection bag
tubing dragging on the floor is an infection control
problem and couid potentlafly cause
contamination to the closed system and the
resident. She revealed ice should be served with
the scoop being contained in the holder and not
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Bedrooms must be designed or equipped to
assure full visual privacy for each resident.

in facllities Initially certified after March 31, 1992,
except in private rooms, each bed must have
ceiling suspended curtains, which extend around
the bed to provide total visual privacy in
combination with adjacent walls and curtains.

This REQUIREMENT is hot met as evidenced
by:

Based on observation, interview, it was
determined the facility failed to provide privacy
curtains for three (3) of eighty-eight (88}
residents. Resident #19, who resided in room
twenty-two (22) bed one (1}, and two (2)
unsampied residents, who resided in rooms
fourieen (14) and fifteen {15} did not have privacy
curtains in their rooms.

The findings include:
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+-stored-inthe-ice-chest-due-to-petential-harborage———- e e —=
of bacteria. She stated using a dirty gloved hand
fo hyperinflate a LAL matfress could contaminate
the surface of the machine and anything that
happens {o touch the machine. She was unable
to recall when last in-service was provided to the
- staff on infection control and no in-service
information was provided upon request.
Interview with the Director of Nursing {DON), on
09/15/11 at 5:30 PM, revealed staff should be
washing hands and never touchlng equipment
with solied gloves. : 0
F 4601 483.70{d)(1)(iv)-{v) BEDROOMS ASSURE FULL F 460 F ‘LI (0
s5=F | VISUAL PRIVACY

F 460 483.70 (d) (1) (iv)-(v}
Bedrooms assure Full visual
privacy.

1. Privacy curfains were provided
for all three residents on 09/15/1 1,

2, 100% of rooms were checked by
the environmental services
supervisor and department heads
assigned on 09/15/11 no other rooms
were noted to have a missing
privacy curtains.

3Environmental Services supervisor
re-educated on 09/15/11 by NHA.
All staff has been in serviced on
privacy curtains and the need to
report missing curlains immediately
to their supervisor from 09/15/11
through 10/06/11 by DON/SDC,
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o .O-bs.erfvaﬁon,ﬁon.ogﬁ 6111 at 7:30 AM,Vrevé.aie-(-i. a - 4, Department heads assigned room
Resident #19 sitting up in the wheelchalr beside checks will monitor rooms twice
the bed. The resident resided in bed one that was daily to ensure curtains remain
closest to the door, There was no privacy curfain intact. The Environmental Services
to go around the resident's bed. Supervisor will monitor rooms daity
i , for two weeks then weekly for eight
Interview with Certified Nursing Assistant (CNA) weeks to ensure compliance. Results
#4, on 09/16/11 at 7:30 AM, revealed he normaily of the monitoring will be forwarded
hqd this group of residents. The CNA stated the to the QA committee monthly x 3
privacy curtain had bean missing since Monday months, The QA committee will
09712/11. He stated it was probably in laundry. ad dress'an concerns and will have
CNA #4 stated If they needed to provide care for . y d additions as deemed
Resident #19, they would just close the door, He revisions an
stated he did not know what he would do if appropriate.
someone knocked on the door to provide care for
P Completion 10/06/11 IO/ b / H

the resident in bed two (2).

Observation, on 09/15/41 at 9:00 AM, revealed
Housekeeper #1 stood on a ladder in private
room #14, and installed a privacy curtain, as an
Unsampled Resident watched. Housekeeper #1
stated the privacy curtain had been taken down
the day before for cleaning. Three decorative
personal items were hanging from the privacy
curtain hooks where the housekeeper was
replacing the curtain. Housekeeper #1 removed
the personal ftems from the hooks so the privacy
cuitain could be replaced. Housekeeper #1 sald
he thought the resident's famlly placed the items
on the hooks during a visit on the previocus day.
The Unsampled Resident said the family had not
visited for a long time, and the personat items had
been hanging there for a long time.

Observation, on 09/156/11 at 9:10 AM, revealed no
privacy curtain was avallable for use In private
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room #15. Housekeeper #1 sald he was going to |

F 460

F 465
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hang aprivacy curtain in room #15.

Interview with the Staff Development Coordinator
{SDC), on 09/15/11 at 7:45 AM, revealed she did
not notice the privacy curtain was missing, She
stated If they were providing care for Resident
#19 they would just close the door, and If
someone needed to come in they would put a
sheet over the resident to provide privacy. The
SDC stated they took down the privacy curtain
today,

Interview with the Director of Nursing (DON), on
09/16/11 at 6:25 PM, revealed It was
unacceptable for resldents to not have privacy
curtains,

483,70(h)
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facllity must provide a safe, functional,
sanftary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT s not met as evidenced
by:

Based on observation, Interview, and policy
review, it was determined the facility failed to
provide effoctive maintenancs services to snsure
fourteen (14} residents had accesslble pull cords
for over the bed lighting, the Third Street Shower
Room had damage to the baseboard and wall
and one (1) room had holes in the wall over the
bed,

The findings incfude;

FYe5

K 465 483.70 (h) Safe functionat
sanitary comfortable environment,

F 465

t. The pult cords on the overbed
lights were replaced on 09/13/11.
The three one inch tiles on the
baseboard and the scratches on the
wall were replaced and painted on
09/15/11. The hole in the wall was
repaired on 09/16/11.

2.100% of rooms were checked by
the maintenance supervisor and
administrator on 09/16/11, only one
other room was noted to have
damage and it was repaired on
09/19/11,
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D PROVIDER'S PLAN OF CORRECTION

Review of thé faciliy's policy on Maintenance
revealed light bulbs are to be checked monthly.
The facility was unable to produce a policy on the
maintenance of string cords for over the bed
lighting. The facility's poiicy revealed the
Maintenance Supervisor was responsibie to find
time to complete his assigned preventative
maintenance work orders,

Observatlons made on the initial four, on 09/13/14
at 7:00 AM, revealed rooms 15, 31B, 36, 37A,
37B, 40, 424, 43B, 48A, 48B, 49, 51A, 51B, &
53A did not have pull cords for the over bed
lights.

Observation during the initial tour, on 09/13/11 at
7:45 AM, in room 9B reveaied a hole in the
drywalt 4"x12"x1/2" exposing raw drywall and
several small scrapes on the wall behind the
resident's bed.

Observation, on 09/15/11 at 9:05 AM, revealed
several missing ceramic iiles on the baseboard
and the wall above the baseboard was scuffed
with unpainted drywall exposed.

inferview with the Maintenance Director {MD), on
09/15/11 at 5:00 PM, revealed he was aware of
the damage to the wall In Room 9B and that it
was difficult for two men to kesp up with the
maintenance for the entire facility. The MD
revealed he had asked management for more
help, but was told thera was not money for more
maintenance staff. The MD stated light cords are
checked once monthly when light bulbs are
checked.

maintenance assistant have been in
serviced how to look for damage to
walls and baseboards, missing tiles
and missing pul! cords on 09/15/11
by the NHA.

4, Maintenance Supervisor will
monitor rooms weekly for 12
weeks then monthly to ensure
damage is repaired timely. Results
of the monitoring will be forwarded
to the QA committec monthiy x 3
months. The QA committee wiil
address any concerns and will have
revisions and additions as deemed
appropriate.

Completion date: 09/19/11

~S-viaintenaneeDirectorand—-=-
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F 465 | Continued From page 27 F 465
Interview with the MD, on 09/15/11 at 5:30 B D - y —
TP M revealed he was not aware of theé'damagato
the wall and baseboard in the Third Street
Shower Room. Observation of the shower room
with the surveyor at this time, the MD stated he

Just did not see the damage because the waste )
contalner was In front of the damaged wall. The
MD revealed it should have been repalred last
week when the wall in the adjoining shower was
repafred.
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K 000 | INITIAL COMMENTS K 000| Rivers Edge Nursing & Rehabilitation

acknowledges receipt of the Statemeni
of Deficiencles and proposes fhis plan
of correction fo the extent thai the
summary of findings Is factually correct

CFR: 42 CFR 483.70(a)

BUILDING: o1
and In order to maintain compliance
PLAN APPROVAL: 1973 with applicable rules and provision of
quality of care of the residents, The
SURVEY UNDER: 2000 Existing plan of correction is submitied as a
' wriften allegation of compliance.
FACILITY TYPE: SNF/NF Rivers Edge response to the Statement
of Deficlencies and Plan of Correction
TYPE OF STRUCTURE: One (1) story, Type V does noft dentote agreement with the
Unprotected Statement of Deficiencies nor does it
constitute an admission that any
SMOKE COMPARTMENTS: Seven (7) smoke deficiency Is accurate. Further, Rivers
compartments Edge reserves the right to submit
. . ; documentation to refite any of the
FIRE ALARM: Complete fire alarm system with stated deficiencies 0':: this Str:£1:1e1:1 of
heat and smoke detectors Deficiencles through informal dispute
SPRINKLER SYSTEM: Complete automatic dry resolution, formal appeal procedure
sprinkier system and/or any other administrative or legal
proceeding.

GENERATOR: Type Il generator installed in
20110, fuel source is diesel
KO50D!| k050 nEPA 101 Life Safety Code

A standard Life Safety Code survey was B v
: conducted on 09}13/1}’1_. Rivers Edge was found 3‘““"““‘{ i’fte d:s"sn%%‘:d\f’a‘i‘ieei at

not to be in compliance with the requirements for unexpected Lmes i

participation in Medicare and Medicaid. The conditions.

facliity is licensed for one hundred (100) beds and ) .

the census was elghty eight (88) on the day of the 1, Durmg'the life safet)_r four on

survey, 09/13/11 it was determined by the
surveyor that fire drills were held at

The findings that follow demonstrate predictablfz times on first and

noncompliance with Title 42, Code of Federal second shifts.

Regutations, 483.70(a) et seq. {Life Safely from

Flre)

{X8) DATE

LABORATORY DIRECTQR'S ORPROWDENSUP?EPRESEN% HILE

Any deﬂciencys: enfant ending with an asterisk (*) denotes a deflclency which the Institution ray be excused !rém oor_re?;g& ding it E‘ggt (e that z
dings st afe gscldsabled i

other saleguaeds ppdvide sufficlent protection to the patients, (Sea Instructions.) Except for nursing homas, the fir} days |
of survey whether of not a plan of corrsctfon Is provided. For nursing homes, the above fnding$ and plans of correction are disclosabls 14 |
pran of correction is requlsltg};g continued 1

AL !
|
i
i
1

foliowing th
days following the date these documents are made avatlable to the facility. If deficlencles are cited, an approved

program pariicfpation. PR
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Fire driils are held af unexpected times under
varying conditions, at least quarterly on each shift.
The staff Is familiar with precedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 8 PM and 6 AM a coded
announcement may be used instead of audible
alarms. 19.7.1.2

This STANDARD Is not met as evidenced by:

Based on Interview and fire drill review it was
determined the faclility faited o ensure fire driils
were conducted at unexpected times under
varied conditions, The deficlency had the
potential to affect sevan {7) of seven {7} smoke
compartments, residents, staff and visitors. The
facllity s licensed for cne hundred {100) beds
with a census of eighfy eight (88) on the day of
the survey.

The findings include:

Fire Drill review, on 09/13/11 at 3:00 PM, with the
Maintenance Director revealed the fire drills were
not being conducted at unexpected times under
varied conditions.

Interview, on 09/13/11 at 3:00 PM, with the

STATEMENT OF BEFICIENCIES X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING 01 - MAIN BUILDING 01
B. WING
185259 09/13/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
6301 BASS RCAD
RIVERS EDGE NURSING AND REHABILITATION CENTER
PROSPECT, KY 4005%
oD | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
ontinue d
K 000 | Continued From page 1 K 000 K 05 O C
Deficiencies were cited with the highest 2. The nursing center administrator
deficiency identified at "F" level. and the maintenance director
K 0501 NFPA 101 LIFE SAFETY CODE STANDARD K0s0]  completed 100% interviews with

all staff. None of the staff colild
verify that drills were predictabie;
most stated the drills were always
at an inconvenient time regardless
of when they are conducted.
3, The Nursing center administrator
reeducated the maintenance
director on 09/13/09 regarding fire
drils being held at various times
for all shifts. Co
4, The maintenance director will
institute a monitoring form to show
the times of each fire drill per shift by
10/10/11, The times will serve as a
side by side quick glance when
planning/conducting future drils,
Results will be forwarded to the
Performance Improvement Quality
Assurance comnittee at least

" quarterty for review and
recommendations. If concerns are
identified during the QA process the
team will reconvene for additional
recommendations until sustained
compliance is achieved.

Complet.i‘bn: 10/10711

9o/
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K 050 | Continued From page 2 K 050
Maintenance Director revealed he was unaware K O 5 <-P
the fire drills were not being conducted as
required. K 056 NFPA 101 Life Safety Code
Standard-sprinkler system for the
\ entire building
Reference: NFPA Standard NFPA 101 19.7.1.2. . :
Fire drills shall be conducted at lsast quarterly on L. Du”ng.the life safety tour 08
, : 4 09/13/11 it was revealed that one
each shift and at unexpected times under varied : d two (2) air
conditions on all shifts (1) Front porch, and two :
K 086 | NFPA 101 LIFE SAFETY CODE STANDARD Koss|  locks (located betvicen the Medicas
SS=E records office and the MDS office}
If there Is an automatic sprinkler system, it is had no sprinkler protection. The
installed In accordance with NFPA 13, Standard sprinkler protection wiil be
for the Installation of Sprinkler Systems, to instalied by 10/28/11,
provide complete coverage for aif portfons of the 2. The Nursing Center
building. The system is properly maintained in administrator and the maintenance
accordance with NFPA 25, Standard for the director completed a 100% audit on
inspection, Tesling, and Mainfenance of the entire building and covered
Water-Based Fire Protection Systems. It is fully areas on 09/16/11. There were 10
supervised. There s a rellable, adequate water other areas without or requiring
supply for the system. Required sprinkier sprinkler protection.
sys?tems are gquipped with water flow and tamper 3. The Nursing Center ;
swrtqhes. which are slectrically connected to the administrator reeducated the i
buiiding fire alarm system. i9.3.6 maintenance director on 09/13/09
regarding areas requiring sprinklier
heads. Estimates were received and
the sprinklers will be instailed by
This STANDARD is not met as evidenced by: 10/28/11 over all three areas
Based on observalion and interview it was identified. i il
determined the faciiity failed fo ensure the 4 The maintenance irector F‘
. building had a complete sprinkler systemn, institute visual Ipomtorm.g 0 .
according fo NFPA standards. The deficiency had sprinkler heads in potential areas into
the potential to affect three (3} of seven (7) the weekly rounds starting 09/19/11
smoke compartments, residents, staff, and for 12 weeks then mO_IlihiY to ensure
visitors. The facility is licensed for one hundred compliance is maintained. Results of
(100} beds with a census of eighty eight {88) on the rounds will be forwarded to the
FORM CMS-2667(02.98) Pravious Yerslons Obsolele Event ID; 120021 Faclilfy ID: 109430 If eentinuation sheet Page 3of 8
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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_ K05 Continued
K056} Continued From page 3 KOS6|  performance Improvement Quality
the day of the survey. Assurance committee at least
quarterly for firther review and
. . ' recommendations. The Performance
The findings include: Improvement Quality Assurance
committee reporting will continue
Observation, on 09/13/11 between 14:00 AM and monthly times thres months, If
2:00 PM, with the Maintenance Director revealed concerns are identified during the QA
one {1) Front porch, and two (2) alr locks that did process the team will reconvene for
not have sprinkler pratection. The first airfock additional recommendations until
was located next to the Medical Records Office, sustained compliance is achieved.
and the second was located next to the MDS
Office. Completion: 10/28/11 lD/zé’/ i
Interview, on 09/13/11 between 11:00 AM-and
2:00 PM, with the Maintenance Director revealed . .
he was not aware of the airlocks not having Ko b2 K 062 NFPA 101 Life Safety Code
sprinkler protection, and was not aware the front Standard- sprinkler head wrench.
porch was required to be sprinkler protected. . .
1. During the life safety tour
Reference: NFPA 13 (1899 Editlon) 5-13 8.1 inspection on 09/1 3!99 it was
Sprinkiers shall be Installed under exterior roofs tevealed that no special sprinkler
or canopies axceeding 4 Ft. (1.2 m) in width, head wrench was provided for the
Exception: Sprinklers are permitted lo be omitted removal or installation of
where the canopy or roof is of noncombustible or sprinklers. The sprinkler wrench
fimited combustible construction. was delivered on 09/14/1 1.
K 0682 | NiFPA 101 LIFE SAFETY CODE STANDARD K062 2. The maintenance director
8S8=F contacted the vendor maintaining
Required automatlc sprinkler systems are the facility sprinkler system on
continuously maintained in reliable operating 09/13/11.
condltion and are inspected and tested 3. The facility administrator
ge;lgdica"y. 19.7-6, 4.6.12, NFPA 13, NFPA 25‘ reeducated ‘he maintenancc
This STANDARD is not met as evidenced by:
Based on observation and inlerview it was
if continuation sheet Page 4 of 8
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. i director on 09/13/09 regarding the
K 062 Continued From page 4 : KO62!  \eed of a sprinkler head wrench,
determined the facility failed to maintain th 4. The maintenance director will
sprinkler systam according to NFPA standards. institute weekly visual monitoring of
The deficiency had the potential fo affect all the sprinkler head wrench weekly for
smoke compartments, residents, staff and twelve weeks then monthly to ensure
visitors. The facility is licensed for one hundred ; PR "1}
i it remains in place. Results of the
(100) beds with a census of eighty elght (88) on rounds will be forwarded to the
the day of the survey. Performance Improvement Quality
Assuorance committee  monthly, If
The Findings Include: concerns are !dcntlﬁed during thf: QA
process additional rec.:omme.ndauons
Observation, on 09/13/11 al 11:35 AM, with the will be discussed until sustained
Maintenance Director revealed the facility failed to compliance is achieved.
provide a sprinkier head wrench per NFPA )
requirements. Completion Date: 09/14/11 q}lq ) l \
interview, on 09/13/11 at 11:35 PM, with the
Maintenance Director revealad that he was .
unaware the wrench was missing, and that it was K 0’)2— K072 NFPA 101 [é'fe Safety Code
there before last sprinkler inspection, Standard- Means of egress arc
continuously maintained free of ali
obstructions or impediments.
1. During the life safety tour
Reference: NFPA 13 (1999 edition) inspection on 09/13/09 it was
revealed that wheelchairs, linen .
6.2.9.6 A speclai sprinkler wrench shall ba carts and lifts were being stored. mn
provided and kept In the cabinet to be used In the the corridors. All wheelchairs, linen
removal and installation of sprinkfers. One carts and lifis were removed on
spiinkler wrench shall be provided for each type 09/13/11.
of sprinkler installed. 2. Starting 69/13/11 multiple daily
K 072 NFPA 101 LIFE SAFETY CODE STANDARD K072 ounds by department heads, admin
e nurses, DON and NHA ensures the’

Means of egress are continuously maintained free
of all obstructions or impedimenits to full instant
use In the case of fire or other emergency, No
furnishings, decorations, or other objects obstruct

means of egress is maintained.

3. The facility administrator
reeducated the maintenance &
director & maintenance assistant on
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. KON2 Centinued
KO Co‘nﬂnued From page § o . KO72]  gor13/00 regarding the means of
exits, access fo, egress from, or visibility of exits. egress to continuously be
7.1.10 maintained free of all obstructions
or impediments. All clinical,
housekeeping, dietary& therapy
staff was reeducated by 10/6/2011
This STANDARD s not met as evidenced by: by the DON/SDC. _
Based on observation and Interview, it was 4. The maintenance director will
determined the facility failed to maintain exit institute random daily visual
access according to NFPA standards. The monitoring of egresses for four weeks
deficiency had the potential to affect seven (7) of then weekly for eight weeks then
seven (7) smoke compartments, residents, staff, monthy o ensure wheelchairs, linen
and visitors, The facility is licensed for one carts and lifts are not being stored in
hundred {100) beds with a census of elghty eight the corridars. In addition the facility
{88) on the day of the survey. department heads, nurse admin staff,
DON and NHA will continue rounds
The findings include: with immediate corrective action if
warranted. Results of the rounds will
Observations, ony 09/13/11 at 2:00 PM, with the be forwarded to the Performaice
Maintenance Director revealed that wheelchairs, lmprovement Quality Assurance
linen carts, and lifts, were being stored in the commiftee monthly. If concerns are
corridors. identified during the QA process
additional recommendations will be
Interview, on 09/13/11 at 2:00 PM, with the discussed until sustained compliance
Maintenance Director revealed the facility was is achieved.
lacking in storage space.
Reference: NFPA 101 (2000 Edition) Completion Date: 10/06/11 ll)/ f'/ ”
Means of Egress Reifability 7.1.10.1
Means of egress shail be continuously
maintained free of all obstructions or
impediments to full instant use in the case of fire K 147 NFPA 101 Life Safety Code
or other emergency. Standard- Electrical wiring
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 maintained.
88=F
"I Electrical wiring and equipment is In accordance : .
with NFPA 70, National Electrical Code. 9.1.2 e e 0071 3/08 s
revealed that 1). A microwave was
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KIun Con¥iaucd
K 147 | Continued From page 6 K147 Pplugged into a power sirip that was

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure electrical
wiring was maintalined according to NFPA
standards. The deficiency had the potential to
affect four (4) of four (4} smoke compartments,
residents, staff, and visitors. The facility Is
licensed for one hundred (100) beds with a
census of eighty eighi (88} on the day of the
slrvay.

The findings include:

QCbservation, on 09/13/11 between 11:00 AM and
2:00 PM, with the Maintenance Director revealed:

1) A microwave and refrigerator plugged into
power strip that was plugged into an extension
cord located in the Copy Reom.

2) Electrical panels were unlocked In each of
the four (4) corridors,

3) Two (2) refrigerators plugged Into a power
strip located In the Medicine Room.

4} An extension cord in use localed in the Staff
Develepment Office.

5) Arefrigerator plugged Into a power strip
located in the Director of Nursing Office.

6) An oxygen nebulizer pitgged info a power
strip located in resident room #45,

7} Arefrigerator plugged into a power strlp
located In resldent room # 47.

B8} An open electrical junclion box located above
the drop ceiling by the smoke barrier doors,
located at the First Street corridor.

FORM CMS-2567(02-99) Previous Verslons Obsolste

Event iD; 12021 ‘
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© corridors, 3). Two refrigerators

:the drop ceiling by the smoke

junction box covers.

plugged into an extension cord in

the conv room, 2). Electrical panels
were uniocked on each of the four

plugged into a power strip located
in the medicine room. 4). An
extension cord in use located in the
staff development office. 5). A
refrigerator plugged into a power
strip focated in the Director of ..
nursing office. 6). An oxygen
nebulizer plugged into a power
strip located in room 45, 7). A
refrigerator plugged into a power
strip in resident room # 47, 8). An
open electrical box located above

barrier doors, located at the First
street corridor, All the above
corrected on /by 09/14/11,

2, The maintenance director
removed all the extension cords
and power strips as well as replaced
the cover on the junction box on
09/13/11. Locks were placed on alt
electrical panel boxes on 09/14/11.
3. The facility administrator
reeducated the maintenance
director on 09/13/09 regarding
electrical maintenance standards to
include regarding extension cord
and surge protector/power strip use
& non use, electrical panel locks &

All clinical, housekeeping,
dietary& therapy staff was
veeducated by 10/6/201 1 by the
maintenance director/DON/SDC
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Interview, on 09/13/11 between 11:00 AM and
2:00 PM, with the Maintenance Director reveated
they were unaware of the extension cords and
power strips belng misused. He was also
unaware of the open Junction box, and that the
efectrical panels had to bs locked In resident
areas.

Reference: NFPA 99 {1999 edition)
3-32.1.2D

Minimum Number of Receptacies. The number
of receptacles shail be determined by the
Intended use of the patlent care area. There shall
be sufficlent receptacles located so as to avoid
the need for extension cords or multiple outlet
adaplers,

370.28(c) Covers,

Alf pull boxes, junction boxes, and conduit bodles
shall be provided with covers compatible with the
box or conduit body construction and suitable for
the conditions of use. Where metal covers are
used, they shall comply with the grounding
requirements of Section 250-110, An sxtension
from the cover of an exposed box shall comply
with Section 370-22, Exceptlon.

regarding extension cord and surge
protector/power strip use & non

use.

4, The maintenance director will
institute weekly visual monitoring for
twelve weeks of the electrical panel
boxes for all four corridors to ¢nsure
continued compliance. The
maintenance director will also
conduct weekly rounds. for twelve
weeks then monthly rounds to ensure
extension cords/surge protectors are
not nsed out of compliance of the
NFPA 70, National electric code.
Results of the rounds will be
forwarded to the Performance
Improvement Quality Assurance
committee monthly. If concemns are .
identified during the QA process
additional recommendations will be
discussed until sustained compliance
is achieved.

Completion Date: 10/06/11

lb/b/Jt
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{F 000} | INITIAL COMMENTS {F Q00}| Plan of Correction Disclaimer for Rivers

Edge Nursing and Rehabilitation Center
Submission of this plan of correction is not a

Amended SOD 12/01/11 legatl admission that a deficiency exists or

t of defici '3
A standard heaith survey was conducted 09/13/11 .ig?::?:;sct?t?dm:ﬂ dois afsf:,e;:f:,‘;,:s
- 09/15/11, Allife Safety Code survey was . consfrued as an admission of inferest
condUCteq on 09/13/11. Deficlencles Werﬁ ?"ted against the facitity, the Administrator or
with me.hlghGSt scope and SGVFTHY of an “F" with anty employees, agents, or other individuals
the facility having the opportunity to correct the who draft or may be discussed in this
deficlencles before remedies would be response and plan of correction. In addition,

preparation of this plan of correction does
not constitute an admission or agreement of
any kind by the facility of the truth of any
facts alleged or see the correctness of any
allegation by the survey agency.
Accordingly, the facility has prepared and

recommended for imposition,

This was a nursing home initiative survey initiated
on 09/13/11 at 6:00 AM,

A follow-up visit was conducted on 11/23/11 and " : !
found the facility to not meat minimum submitted this plan of correction prior to
requirements for 42 GFR 483.65 (F441) Infection the resolution of any appeal which may be
Confrol. A statement of deficlencies was filed solely because of the requirements
| folosued. 1| submission of a plan of corvection wihin
submis
{F 441} | 483.65 INFECTION CONTROL, PREVENT {F 441} (10) ten days of:]he survey as a condition to
§$=£ | SPREAD, LINENS ' participate in Title 18, and Title 19
programs, The submission of the plan of
The facllity must establish and maintain an correction within this timeframe should in
Infection Control Program designed to provide a no way be construed of considered as an
safe, sanitary and comfertable snvironment and_ agreement with the allegationsof § S

noncompliance or-admissions by the facility.—{——— - — - — L
This plan of correction-constitutes a written
allegation of submission of substantial
compliance with Federal Medicare
Requirements,

to help prevent the development and iransmission
of disease and infection,

(a) Infectlon Conlrol Progfam

The facility must establish an infection Control
Program under which it -

(1) Investigates, controls, and prevents Infections
in the facllity;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3} Maintains a record of Incldents and corrective
actions related to infections.

TITLE (X8) DATE

LABORATORY D CTOR'S 0!.2 PROVIBER/SY) [ER REPRESE}I ATIVE'S SIGNATURE ) -
X %(5%7 Tt ) X inisthiodon X/a/s/,

7

Any de ' nﬁ talement ending wilh an asterisk {*) denctes a deficlency which the Institution may he excused from comectng Provfdfnqj}'ﬁmde}gnninaimab -------- -k
other sdfaguards provide sulficlent protection to the patients. (See Instructions.) Excapt for nursing homas, the findings state -above s @,ﬂgc{" ble. 8 g%yﬂ
foflo Qﬁ;ﬁ cof? selbsabid 14t ..

()

date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of on are.
ty. i deficlencias ase ¢iled, an approved plan of corrgctionis’s wisHe
1

iy

conlinved
g et
5o fi

days folldwing the dale these documents are made avallabls to the faclli
it
0]

pragram particlpation. !
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(b) Preventing Spread of Infection

(1) When the infection Control Program
determines that a resident naeds isolation to
prevent the spread of infection, the facllity must
Isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct conlact with residents or their food, if
direct contacl will transmit the disease.

{3) The faciiity must require staff to wash their ‘
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens .
Personne! must handle, stors, process and
transport linens so as to prevent the spread of

Infection,

This REQUIREMENT s not met as evidenced
by:
Based on observation, interviews and facliity

| policies, it was détermined the facllity continued |

tofail fo establish and maintain an Infection
Control Program to provide a safe and sanitary
environment to prevent the spread of infection
and disease for one (1) of six (8} sampled
residents (Resident #23) and three (3) of five (5)
unsampled residents (Residents A, B, and E).
Resldent #23 had a CPAP mask (used fo force air
into the lungs) uncovered and intravenous (IV)
fubing undated. ReslidentA had oxygen tubing in
contact with the floor, the mini-nebulizer mask
was on the bedside table uncovared and a floor
mat with numerous rips and tears. Resident B

F 441 483.65 INECTION CONTROL,
PREVENT SPREAD, LINENS

1. During the follow up survey
conducted on 11/23/11 it was
determined by the surveyor that the
facility continued to fail to estabiish and
maintain an Infection Contro] Program
to provide a'safe and sanitary
environment to prevent the spread of
infection and disease for one {I)of six
(6) sampled (resident # 23) and three 3)
of five (5) unsampled residents
(residents A, B, and E). Resident# 23 .
had a CPAP mask (used to force air into
the lungs) uncovered and intravencus
(IV) tubing undated and 1V pump also
in resident room with clear sticky spots
of the exterior and brown particles on
the bottom of the pole. Resident A had
OXygen tubing in contact with the foor;
the mini-nebulizer mask was on the
bedside table uncovered and a floor mat

——with—numerous'rips*&fears;"RésidWB—7_77 _

oy catheter tubiiig Was in direct contact
with the floor. Resident E was noted to
have the indwelling catheter drainage
bag tubing in contact with the floor,
Resident E was placed at risk for
urinary tract infection refated to staff
removing urinary drainage bags and
saving them for reuse on another day. In
addition, room 53-A had boxes, bags of
personal items and empty and full soda
cans littering the floor around the bed.

FORM CMS-2587(02-09) Prevlous Versions Obsolete
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catheter tubing was In direct contact with the
floor, Resldent E was noted to have the indwelling
catheler drainage bag tubing In contact with the
floor. Resident E was placed at risk for a urinary
tract Infectlon related to staff removing urinary
drainage bags and saving them for reuse on
another day. In addition, Room §3-A had boxes
of opened food boxes, bags of personal items
and empty and fuil soda cans littering the floor
around the bed.

The findings Include:

Review of the facility's standard survey plan of
correction, revealed nursing staff were In-serviced
on infection control by the Director of Nursing
(DON) and the Staff Development Coordinator
(SDC) on 09/16/11, This in-service inciuded the
facility's policy and procedure for indwelling
catheters, handwashing and passing ice to
residents. Unit Managers and Supervisors were
to monitor compliance daily for thirly (30) days,
then three (3) times a week for ninety (90) days,

" [ thenweekly for eight (8) weeks. Thefaclity's | |

administrafive nurses were to monitor staff to
ensure infection control practices were followed.
These results were reviewed by the Quality
Assurance Committee, The facility's compliance
date for infection control was 10/10/11.

Observation of Room 53-A, on 11/23/11 at 8:26
AM, revealed the room's floor was cluttered with
open soda cans on the bedside table and stored
on the floor. In addltion, there were bags of
personal ftems and boxes of crackers and other
items stored on the floor ail around the bed.

2. Resident A fail mat removed and
replaced. 100% of all fall mats in

facility audited and replaced if needed.
One other mat was replaced. Resident

A’s oxygen tubing was immediately
discarded and replaced. Resident #23
CPAP mask replaced and covered
immediately. Resident #23 IV tubing
discarded immediately. IV tubing not
replaced for resident #23 due to

treatment was complete. Resident B
catheter replaced and new drainage bag
secured per clamp. Resident E catheter
replaced and new drainage bag secured
per clamp. 100% of all residents with
catheters reviewed to ensure no

infection control concerns noted. 100%
of ali residents with respiratory

equipment reviewed for proper

placemnent and storage of tubing and
devices. 100% of all IV poles and

pumps in facility were cleaned
iimmediately. All equipment wili be
__cleaned weekly per the nursing supply
Facility will not allow nurse aides to
apply or remove catheter drainage bags
for any resident. Resident in room 53-
A was in the process of leaving the
facility for a home leave for the holiday
but his floor was cleaned and all items
removed from the floor immediately.

—clerk- and-as-needed pernursing-staff——|
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: 3. Re-education and in-services
Interview with Housekeeper #1, on 11/23/11 at initiated on 11/23/11 and completed on
2:30 PM, revealed, the clutier on the floor made 12/3/1 tby the DON for all clinical staff
mopping and cleaning difficult on a dally basis. regarding facility policy and procedure
She stated room floors were mopped daily. for infection contro} specific to removal
Observations of Resldent #23, on 11/23/11 at or application of catheter drainage bags,
8:45 AM, 10:00 AM, 11:00 AM, 1:10 PM, 1:40 covering fespiratory equipment and
PM, and 2:30 PM, revealed the resident's CPAP S“’nget"fg"fge“ d"ff":g' Cgutgerf;"
mask stored on top of the dresser uncovered. In residemt ro ’; Sand e :f(f.n Z. 00rs,
addition, an IV pump with a bag of fluids e‘l‘“p'?‘e"“] caning, and discarding of
containing antibiotics was not dated and the IV defective fall mats. DON initiated on
pump had dried clear sticky spots on the exterior. 11723/11 and completed on 12/3/1 1 re-
The bottom of the IV pole had brown particles. education of procedure for
The resident was observed outside the room at catheterization and applying drainage
the nursing station in a wheeichair at these times. bags to residents with Cﬂﬂl?:fs W;‘h all
license nurses to ensure staff is able to
Review of the clinlcal record for Resldent #23, complete the skill correctly, Re-
revealed the facifity admiited the resident on education conducted by the DON
10/28/11 with diagnoses of Sleep Apnea, Morbid 11/23/11 through 12/3/1] also included
Obesily and Chronic Obstuctive Pulmonary catheter drainage bags will be changed
Disease. The facility compieted an admission by the licensed nurse only, Re-
Minimum Dala Set (MDS} assessment on education and in-services initiated on
11/04/11 which revealed the resident had no 11/23/11 and completed on 12/3/1 by
cognitive deficits, was not able to ambuiate, and the NHA for all non ¢linical staff
... required limited assitance for activifles of daily | regarding infection control preventative—| — - ——
iving (ADL) except for balhing which required measures, clutter in resident rooins,
maximum assistance. items on the floors and worn/tor floor
' ts.
Interview with Resident #23, on 11/23/11 af 10:30 mats
AM, revealed the resident, on occasion, used the
CPAP machine during the day. The resident
indicated the CPAP mask stayed on top of the
machine and staff had not mentioned covering
the mask when not in use.
Interview with Licensed Practical Nurse (LPN) #1,
on 11/23/11 at 2:00 PM, revealed oxygen /CPAP
Evenl ID:{2U012 Faclily ID; 100430 If continuatlon sheet Page 4 of 8

FORM CMS-2667(02-89) Previous Verslons Obsolate

| REC

&

EIVED]

[ |




PRINTED: 12/01/2011

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A BUILDING
186259 e 111232011 |
}

NAME OF PROVIDER OR SUPPLIER
RIVERS EDGE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIF COOE
6301 BASS ROAD
PROSPECT, KY 40059

41D , SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX ({EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)

{F 441} | Continued From page 4
masks should he ¢covered when not In use. She
stated she dld not know if there was a policy

regarding this. She stated IV tubing required date
and time in order to dispose of the tubing dally.
She stated IV tubing should be changed daily and
the IV pump and pole should be cleaned as
needed,

Observations of Unsampled Resident A, on
11/23/11 at 8:55 AM, 9:40 AM, 1:10 PM, and 4:00
PM, revealed the resident supine in bed with
nasal oxygen via cannula. The oxygen tubing
was In direct contact with the floor. The
resident's min-nebulizer was on the bedside table
uncovered, :

Inferview with LPN #1, on 11/23/11 al 2:00 PM,
revealed oxygen tubing should not be in contact
with the floor. She stated staff had been trained
to ensure oxygen tubing was not In contact with
the floor. She stated the CPAP and .
mini-nebulizer masks should be covered when
not in use.

Interview with Certified Nurse Alde (CNA) #4, on__{ .

{F 441}} 4. DON/Unit Manager/Weekend
supervisor will monitor ail residents
with catheters, oxygen tubing/CPAP
mask, and IV equipment, daily x30days,
then weekly x16weeks, then monthly
x3months. Administrative nurses wil
continue daily rounds to resident care
areas to ensure no infection control
issues are noted. Starting 11/28/11
assigned Department heads will monitor
assigned resident rooms & common
areas daily for three months to ensure
facility infection controi practices are
being followed. The results of these
rounds will be forwarded to the Quality
Assurance Committee at least quarterly
for review and recommendations, If
concerns are identified during QA
process, the committee will reconvene
for additional recommendations until
susiained compliance.

‘5. Completion date 12/3/+ 1 A
° 12 -y pcfAhZA%érk!r

[ training on preventing oxygen tubing off the floor.
She staled frequent monitoring was needed (o
ensure the tubing did not slip fo the floor.

Review of the facllity's poilcy for Indwelling
Urinary Catheters, dated April 2007, revealed the
policy contained no directions on management of
the drainage bag or.the tubing.

Observations of Unsampled Resldent B, on
11/23/11 at 10:00 AM, revealed the resident In

11/23/11 at 2:45 PM, _revealed she had recelved_ |. .

bed with a Indwelling catheter to badside

L A -
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dralnage. The catheter tubing was in direct
contact with the floor.

intervlew with LPN #2, on 11/23/11 at 2:00 PM,
revealed there was no policy on catheter tubing
management te prevent contamination; however,
tubing should not be in contact with the floor to
prevent infection. She stated staff were trained to

keep tubing off the floor.

Interview with CNA#3, on 11/23/11 at 4:00 PM,
revealed Resldent B used a catheter dralnage
bag and the fubing shouid not be In contact with
the floor. She stated she had been trained lo
keep the tubing off the floor to prevent infection.

Review of the facility's policy on indwelling
Urinary Catheters, dated April 2007, revealed
there were no guldelines on changing leg hags
and drainage bags,

Interview with the DON, on 11/23/41 at 5:50PM,
revealed the facility had no policy on changing
from drainage bags to leg bags.

—_____| Revilew of the Centers for Disease Contfrotand _ | ___ 1 __
Prevention (CDC), Guldelines for Prevention of
Catheter-assoclated Urinary Tract Infectiorss,
2008, (CAUTH), reveaied the revised guidelines
reviewed avafilable evidence on CAUT! prevention
for residents requiring long-term catheter use.
The guidelines include spaciflc recommendations
for Implementation, performance measuremertt,
and surveillance. The document is intended for
use by infection prevention staff, administrafors,
nurses, and for those developing, implementing, o
and evaluating infection control programs in the
healthcare setting. it s important to know that all
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Category | recommendations are considered
sirong recommendations and should be equally
implemented. it Is only the quallly of the evidence
underlying the recommendation that distinguishes
between levels A and B,

Catergory 1Als a strong recommendation
supported by high to moderate quallty evidence
suggesting net clinlcal benefits or harms.

Catergory 1B is a strong recommendation
supported by fow qualily evidence suggesting net
clinical benefits or harms or an accepted pracilice
supported by low to very low qualily evidence,

(Catergory 1B} Following aseplic insertion of the
urinary catheter, maintain a closed drainage
system. If breaks In aseptic technique,
 digsconnection, or ieakage occurs, replace the
catheter and collecting system using aseptic
technique and sterile equipment,

Intarview with CNA #1, on 11/23/11 at 5:15 PM,
revealed Unsampled Resldent E wore a urinary
leg.bag.during the day and-a drainage bag at B SRS =

-——1 night—The CNA-Indleated caring for the resident-
often. He stated he removed the resldent's
urinary leg bag at bed time and placed the leg
bag in a plastic bag o keep It clean for use the
next day and stored It in the bathroom. He stated
e then gloved and connected the catheter to a
drainage bag. He stated he was trained on this
procedure during CNA schooling.

Interview with CNA #2, on 11/23/11 at 5:25 PM,
revealed Unsampled Resident E wore a urlnary
ieg bag during the day and a drainage bag at
night. She stated the leg bag was removed at
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Continued From page 7 .
bedtime then stored in a plastic bag o protect the
bag from infection. She Indicated she then
connected the down drain bag for the night. She
stated she was trained on this procedure in CNA
school,

interview with LPN #1, on 11/23/11 at 3:26 PM,
revealed she taught the CNAs to change urinary
drainage systems. She stated she was not sure
about what a closed system was, however, she
ensured the drainage bag connector to the
indwelling catheter was protected from
contamination by wrapping the end in plastic.
She stated the bag was then ready for use the
next time the resldent needed t. She stated the
leg bag was used on male residents.

Interview with the DON, on 11/23/11 at 6:50 PM,
revealed urinary darinage bags were not for reuse
and anytime a urinary dralnage bag was
remaved, it was discarded, She stated she had
no indication some nursing staff disconnected
drainage hags.and did not discard them.
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