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:’ A Recertification/Abbreviated Survey | |
| investigating KY#00019582 was conducted ; ! F253 G
I 01/08/13 through 01/11/13. Deficiencies were l , , T, !
- cited with the highest Scope and Severity of an ! 1) West general bath was Cleansed immediately snd no
"B KY#00019582 was substantiated with no ] | longer has black substance on the shower wall, floor
! deficiencies cited, 1 i ordrain. The sofled was) cloths on the bedside
’ F 2531 Sommode was immedintely removed and washed. The
| whirlpool tub was immediately clesred of all items

F 253 | 483.15(h)(2) HOUSEKEEPING &
§SoE | MAINTENANGE SERVICES /

_! The facility must provide housekeeping and I
| maintenance services necessary to maintain a ’
| sanitary, orderly, and comfortable interior, |

|
T

J This REQUIREMENT is not met as evidenced
by:
| Based on ohservation, interview, and review of ,
facikty's policy, it was determined the facility failed |
‘ to provide housekeeping and maintenance i
| services necessary to maintain z sanitary, }
I orderly, and comfortable intarior. 'l
i
Observation on initial tour of the west general ,
bathroom revealed a black substanee in the
corers of tha shower wall, shower floor and on
the drain; a soiled wash cloth with 2 brown
Substance on the bedside toilet: 2 whirlpool tuly |
cluttered with items including attends, ift pads, ’
} Pillows ant a sweatshirt: and 5 walker which was |
| turned over lying in the floor. In addition, there
| were two (2) mechanical lifts in the west general
| bath which were solled with dust and & brown ,

,' substance at the base, ;

|

i Review of the facility's "Environmenta Services J

|

The findings inchide:

and cleansed. The walker Was removed from the
general bath, The two mechanical 1ifs on west side
were cleaned immediate]y.

2) On 1/8/13, the administrator completed an audit of
both general baths; all mechanical )ifts, and )

resident rooms to Identify any aregs that were unclean |
orclitiered. Any issues identifiad were Immediately |

corrected,

A one time nudit of 5] resident rooms, pationt carc
fircas, and patient cars cquipment (ineluding
mechanical lifts and general baths) was complated on
1/15/13 by the admi nistrator, director of nurses, and
maintenancs Manager to identify any patient areas,
resident rooms and/or patient care cares that were
unclezn or clurtered, Any issue jdentified wag
immediately correoted.

1 Administrator, maintenance manager, and
housekeeping MAnager to complcte an andit of a)) ,
fesident care arcas, resident rooms ang resident care
equipment 3 times a wock for & weeks beginning the
week of 1129713 to ensure that the conter iz mMaintained

in & orderly, sanitary, and comfortable Jeve),

Regional nurse consultant to complete g monthly audit
of all resident rooms, resident care ateas, and regident
care equipment to ensure the centsr is maintained n a
elcan, sanitary, and comfortable manner; beginning
V30713 for 3 months,

X8 DAYE

i ) i
L‘\EOK’ATOR‘;' DIRECTOR'S OR P SUPBLIER REPRESENTATIVE'S SIGHATLRE TITLE
e " "
A drieri st ot 2[4}z

may be excused from sorecting providing It is delermined that
05 statad above are dlsclosabls B0 days

Any deficiency statement anding with an aslerisk
ffikant protaction to the patients, {See instructions,) Except for PUrsing homes, the findin
id plars of cemection grs disclosable 14

ather safenuarnds provide su

lays following the date these documents are made avallabla
vegrarm participation.

oliowing tha gte of survey whetfier or not g plan of corrertion I Providad. For nusing kom
to the facility. If deficlencies are clied, an app

15, Iha.above findings 2

roved plan of aorection le reguishs to eontinsed
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f i
! Director of nurses to monitar that all ligs and

F 253 ‘ Continued From page 1

[' Policy", undated, revealed it was the policy of the
facility that all resldents reside in & clean,

24013 for 4 weeks then 2 timey & waeak engoing to

| :

f F 253! wheelehairs are cleaned 5 times a weck beginning
i . :

: | cnsure o)) cquipment js cicaned and maintsined

|

sanitary, safe and homelike environment. Further ! propetly,
| revigw revealed central bath areas were to be | ; ,
| cleaned daily and scrubhed down at least weekly, | I Education manager to re-educate a/l staffregarding
‘ Nursing equipment such as lifts would be cleaned . wheelchalr and 1ift cleaning schedule: maintaining
I cleant, comfortable and sanitary cnvironment and the
monitoring that would be complcted. This education

,“ by nursing sta#
will be completed by 2/14/13.

}‘ Observatlon of initial tour, on 01/08/13 at 10:30
| AM, revealed a foul odor LIPon entering the west I 4} Quality Improvement Team consisting of the
i general bathroom, In addition, the west general ! - _ . - ;

, g ! administrator, medical ditector, divector of nurses,
biathroom was cluttered with two (2) solled ; : A )
: A ) j education manger, activitles/dietary manager, socigl
f mechanical lifts which were dusty and had & | services manager, and MD$ coordinator) wlll meat \
[ brO\:vn substance st the basg. There was a ) | Weekly for 4 weeks beginning week of 2/4/13; then 2
, Christmas Wreath and a soiled wash cloth with a | times per month for 2 months; and then monthly
! bg%gtt;in st::stance on to;.;kof a a?d::de tc;:let én | Ongoing to review all audit findings and make
' addition there was a walker whic was tume recommendations for follow-up, This will be ongoin
over in the fioor by the whirlpoo! tub. The ] until corrected, sote
| whirlpool tub contained 2 bag of wash cloths, it ,
’ pads, 2 pitow, and 5 sweatshirt,

; Interview, on 01/08/13 at 10:45 AM, with |
| Housekeeper #1, who was assigned to clean the
| west general bathroom, revealed she also
smelled the odor in the bathroom, She stated the i J
black substance surrounding the tiles on the '
shower walls, floor, and drain was mold. She
further stated she mopped the general bathroom
and resident rooms once a day and sometimes |
used bleach when she noted mold. Further /l

—— e

5) Date of compliance: 2/15/13 F

- ——

e ey ey

————
e

! intervisw with tha housekeeper revealed the
' mechanical lifts were "pretty dirty", however,
nursing was in charge of cleaning the lifts, !

Interview, on 01/08/13 at 11:15 AM, with Licensed |
Practical Nurse (LPN) #1, who was assignedto |
the west hall, revealed staff was to place soiled | ]
| wash cloths in the hampers which were svaiable | i i
I

|

i I
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F 253 ,! Continued From page 2 f
in the halls and the general bathrooms, and the |
Certified Nursing Assistants (CNAs) knew to i
’ dlean up the general bathrooms after showers. !

: Bhe further stated the whiripool worked and
should be free of clutter and the nurzes should ba |
; noticing these issues when making rounds,

' |

!,

| Interview, on 01/09/13 t 10:36 AM and 01/11/13
[ at 10:30 AM and 2:30 PM, with the Diractor of

| Nursing (DON) revealed the night shift staff was |
" charge of cleaning the mechanics! lifts and she |
{ was unsure why the lifts were soiled pn the injtial

{ day of the survey. She further stated the genara ’
| baths should be cleaned and be uncluttered and |
’ the whirlpool bath should be clean and ready for
I use. Further interview revealed there was no '
j housekeeping supervisor at that time ang the ’
{ Administrator was overseeing housekeeping until f

J’ the position was filled.

| Interview, on 01/09/13 at 10:45 AM. ‘with the |
Administrator revealed there was a cleaning ;
schedule for the housekeepers to abide byang |
the general bathrooms were to be clean and have

i no mold or odors,

’ Interview, on 01/10/13 at 3:45 PM, with

Housekeeper #2 revealed when she worked she

cleaned the central bathrooms daily which

' included emptying the trash, cleaning all

‘ suifaces, sweeping, and mopping. She statag i
|

|

; she had noticed a mold problam in the past and

| had tried to clean it. Further Interyiew revealed

| after the survey started and the issue was noted

/ as a concern, she had cleaned the central bath
showars with a 10% bleach and g scrub brush

| and it bad come clean, Further interview
fevealed prior to this survey the whirlpool tubs

—

|

|
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xarip | SUMMARY STATEMENT OF DEFICIENCIES Lo PROVIOER'S PLAN OF CORRECTION I
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F 253 Continued From page 3 ‘ F 253, i
| were nat being cleaned on g regular basis. i i i
! 1 i
f Interview, on 1/11/13 at 4:00 PM, with the 3 i '
Maintenance Director revealed it was a joint effort | I !
l between housekeeping and maintenance to keep | i ;
i the odors down in the building. He stated fresh | i
’ air was pulled in through the fan with the heating | i i
and cooling system and exhaust fans sent afe | |
j Outside, i [
F 2811483 20(k)(3)(i) SERVICES PROVIDED MEET D F 2811 pog :
56=D: PROFESSIONAL STANDARDS ' i ;
.’ "' 1) Resident #12 physician and tamily were notified on
, The services provided or arranged by the facility | 1711713 by the ditector of nurses that the urinalysis
! must meet professional standards of quality. } + was ordered for 12/14/12 but was not corttpleted ynti)
I ' - 12120712, No new orders were noted. Medical ;
[ ] director was notified on 1/11/13 of the lab being !
; i completed late for resident ¥12 by the director of !
| This REQUIREMENT 1s not met as eviderced | nusses. No new orders werc noted,
- by: ! , . :
Based on interview, record review and review of | 213, 100% one time sudit wil be comploted by ?
faciity.s policy, it was determind the facility failed [ 211713 to identisy any labs ordered that were not
to ensure the services provided by the facility met | mmp:ctcg E“Z{,’”’c’f-’c';‘tﬁ y oin This audit “;?” be
: professional standards of quality for one (hof | ; C?m” et cdy ¢ director o ““rﬁ‘;s’ assistant director j
' fitteen (15) sampled residents (Resident #1 2) | | of nurses, uclano:_'l managor and/or regional nurse ‘
; The faciity fajied Physician's ord : i . consultant. This will inclnde a look back of lab orders
e ity falled to ensure a Physician's or er | | from 12/1/12 through 2/8/13. Any issue identifiy
t was followed for Resident #12. A Physician's ; I will be § ; -
- ! \ will be immediately cotrected,
| order was given on 12/03/12 to repeat a unralysis | ]
’ thr ee (3) days after completion of the antiblotic, ! I Regional nurse consultant tn re-cducate director of
I which would have been 12/14/12. However, there i | Murses, assistant director of nurses, and educarjon
| Was no docucumented evidence the urinalysis ‘ | manager regarding following physician orders for
,' wag collgcted Linth 12/20712, ! { labs, lab processes, and meeting professional standards -
| i I of care by 1/30/13. ‘
_’ The findings include: |
' i ! 3) Education manager to re-educate all licensed
! Review of the facility's polivy titled "t st ! | nurses regarding professional standards of care, ,
| revealed the facility was to follow zit Physician's i " following physician orders for labs and lab process by
} orders as given per the Physiclan, | p s, |
| | i
; ! ! '
F i i !
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185336 5 e — 011112013
NAME OF PROVIOER OR SUPPLIER STREETADDRESS, CITY, STATE, 712 Coone
SPRINGFIELD NURSING & REHABILITATION CENTER ;i‘;fﬁz ;fg:_‘g“::v”“;z’;‘;g
(x4 10 | SUMMARY STATEMENT OF DEFICIENCIES ! o PROVIDER'S PLAN OF CORREGTION | txg
PRERIX | EACH OEFICIENCY MUST BE PRECEOED BY FULL {  PREFIX | (EACH CORREL NvE ACTTION BHOULO BE | comriErion
A | REGULATORY OF LEC IOENTIFYING INFORMA I} i TAe | CROSS-REFERENCED TO THE APPROPRIATE @ baTe
i ! | OEFICIENGY) I
) ! J j
F 281 II Continued From page 4 J E 281) Director of nurses, assistant director of nurses, and/or
I: Review of the clinical record revealed the facility ; ! education manager to audit 10 rccords each week for §
i admitted Resident #12 on 07/01/12 with ' i weeks beginning week of 2/11/13 to ensure all 1abs
| diagnoses which include Hypothyroidism, i [ completed per physician orders. .
i Digbetes, ettension, Hyper ia, Anemi ! . ,
! g,;ﬁ fs?hsmi‘yp rtension, Hype pdemia, Anermia ![ | Assistant dircstor of nurses to audit lab binder weekly ‘
| _I | for 4 wecks to cnsure all lab orders are noted gnd g lab ;
| Review of the Physician's Order, dated 12/03/12 | ,' slip is completed timely. ‘
‘I revealed Resident #12 was to have a U”:nafysis I || Regional nurss consultant to audit 10 records monthiy |
! collected on 12/03/12 and a foliow up unpagfyaixs I | for3 months heginning week of 2/11/13 to ensure all |
! three (3) days after completion of the antibiotiic, [ labs are completed per pliysician orders, ;
Levaquin 500 Miligram (mg) twice dally for five | ’ [
! (5) days. The antibiotic was completed on { f 4) Quality Improvement Team consisting of the
12111112, and the follow up urinalysis should have i - administrator, medical dircctor, director of nurses,
 beer: collected on 12/14/12, Mowever, further | I cdueation manger, activities/dietary manager, soeial
récord review revaaled the urinalysis was not f ¢ Services manager, and MDS§ coordinator) will meet
collected until 12/20/12, | I weekly for 4 weeks beginning week of 2/4/13; then 2
i [ i times per month for 2 months: and then monthly
' Review of Resident #12's | ,' ongoing to revicw all audit findings and make ‘
, MedicationAdministration Record (MAR) for [ | recommendations for follow-up. This will be ongoing !
" December 2012 revealed Resident #12 ! unti} corrected. ‘
J completed the antibiotic as ordered on 12/4 1/12. . , 5) Date of compliance: 2/15/13 i
j' Review of the lab report revealed no documented , I' : f'
evidence the urinaluysis was collected on I | I
] 12/20/12. f i i
i i !
| Interview with the Assistance Direetor of Nursing | l !
| {ADON), on 01/11/13 at 5:30 PM, revealed she } i
 kept a lab log binder with daily labs that were to | i ’
be obtained, The third shift nurse or whoever | ; i
was on duly was responsible for checking the log | i i
1o ensure lab spacimens were obtained, The | [ |
ADON revealed the follow up urinalysis for I j : ‘
Resident #12 was not obtained as ordered, it got | f
| overlooked and should have been collected s | J 1
ordered on 12/14/13, [ J
F 282 | 4B3.20(k)(3)(ii) SERVICES BY QUALIFIED f F 282‘ i
88D j PERSONS/PER CARE PLAN 5 i i
i i ! i
Evenl 10: PORH 1 Fatiliy [0: 100412 . 4 continuation shest Page 5827
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F 282 | Continued From page 5

! The services provided or arranged by the facifity
| must be provided by qualified persons in
accordance with each resident's written plan of

!‘ care,

i |
" i
!
| This REQUIREMENT is not met ag evidenced ;
" by: :
| Based on observation, interview, record review, |
"and review of facility's policy, it was determined |
the facility failed to ensure services were provided [
by the facility in accordance with each resident’s ’
L written plan of care for one (1) of fifteen (15) !
14 sampled residents (Residant #3)

| Observations during the survey revealed a botfle

* of No Rinse Body Wash Shampoo and
Incontinence Cleanser Spray and baby powder

- accessible to Resident #8 who had a history of

l! placing toiletrles in his/her mouth,

Rl —

J The findings include: j

,! Review of Resident #8's clinica! recory revealed |
i diagnoses which included Mental Retardation and |
,' Psychosis. Review of the Minimurm Data Set i
| (MDS) Assessment dated 12/14/12 revealed the !
facility assessed the resident as having severe ;

| impairment in cognitive skills, |
|

j Review of the Comprehensive Plan of Care,
dated 10/09/12, revealed Resident #8 had the I

' inabilty to sense the need to urinate relatad to '

cognitive impairment. The approaches included [

] keeping personal hygiene items lacked in the top
)

|

1

[ 1) Resident #8 did not
¢ toiletries in s mot

have any ssue with putting
during the survey. Resident

toiletries were asvcssible o resident during tle period |
of 1/8/13 tarough 1/11/13, No new orders were noted. .

| Medical director was made aware that the tojlctries
were available to he residen) but the resident did not
gct them during the peried of 1/8/13 though /11113,

! No new ordered were noted. ;

! 2) A one time audit of all residents Wis made by the
| administtator, director of nurses, assistant director of
| murses, and edycation manager on 114113
; it ¢are was provided

|
|

| individualized plan of care, if toiletrics wag on
resident sinks and to idertify any issue with tof letrieg
being left at bedside that shouid not have been, Any
‘1 lssucs identified wore immediately correctad. ’

;A one time audit of 1§ residents will e completed by
| the ditector of MUFSES, assistant director of nurscs and
i the education manager by 2/5/13 1o identify any
resident not being supervised per their plan of eare to
prévent aceidents and injurics: that all assistive
devices are eorrect and 1 identify any resident that is
not supervised,

e

[S—

| A one time audit of 41 aceident and incident reports
! form & periad of 1/1/13 though 2/8/13 to be completed
by regional nurse eonsultant, dircetor of nurses, i

&
&
3
a
g
=1
Q
b ]
2
a
2]
2
2
o=
8
5
3
2
=1
&
g
g

and incident that occurred diic o
| ot following the individualized plan of care andfor -
| due to an issue with resident supetvision. This will be
| complited by 2/11/13 and that the physician and

{1 family were notified.

i

!

|
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F 282 ’ Continued From page 6
drawer including periwash, lotion, and deodorant.
Further raview revealad 2 problern, dated |
10/02/12, which stated the résident had impaijreg
_ cognition and recuirag assistance with decision
I making. The approaches included assuring the
! dresser drawer was locked with personal tems to ;
i include periwash, lotiors, and deodorant,

| Observation of Resident #8, on 01/08/13 at 800
| AM, revealed the resident was in hismer room
| sitting straight up in a recliner chair watching
}televfsion, Further observation revealed there
F was a basket by the sink across the room which
| contained a bottfe of baby powder with a label
| which stated, keep out of the reach of children
‘and & bottle of No Ringe Body Wash Shampoo
and Incontinence Cleanger Spray with a labe
which stated: contains Benzethoriurm Chloride i
10.1%, external use only, if swallowed get medical |
" helg or call poison control im mediately.
' Observation of Resident #8, on 01/10/13 at #:15
- AM, revealed the resident was in his/her room |
} sitting in a reclinar chair, 1t was noted there wag }
8 bottle of baby powder and a bottle of No Rinse ‘
| Body Wash Shampoo and Incontinense Cleanser [
| Spray on the floor to the left side of the recliner |
| chair within the resident's reach. Interview, on I
i 01710/13 at §:15 AM, with the Director of Nursing J
i (DON) who entered the room at the SURveYLrs
fequest, revealed the tolletries should have baen
locked up in the resident's drawer out of sight.

| Interview, on G1/10/13 at 9:30 AM with Cerllifiad
' Nursing Assistant (CNA) #1, revealed she was l
assigned to Resident #8, She stated the

resident's toiletries were to be locked upinthe |
top drawer; however, these tolletries had been left]

F 282} education mansger or social services manager to audit

* Direvtor of nurses, assistant director of turses,

f all eare plans by 2/12/14 1o identify that care plan :
| meots resident's individual needs &nd is correct, Any
Issue identified will be immediately corrceted. :
3} Director of nurses, agsistant director of nurses, or
cducation manager to audit care being provided to at
least 10 residents cach week for § weeks; then 2
residents per week for 2 months to engure the plan of
care is followed, that ro toiletries are available if

idewtified as an jssus,

Administrator and education Mmanaget 1o complete a
walk through | time daily: § days a week; for 4 woeks :
beginning week of 2/4/1 3 thtough all resident rooms |
to ensure residents arc being superviged; that toiletries
are not on sink: and that assistive devices are in phace
per plan of care; and that 1o chemical is available o

, resident, if care plan prohibits this,

! Bducation manager will re-educate all nutsing staff ;
l regarding supervision of residents to prevent secidents!
| end injuries, following the plan of carc, ensuring

| tofletrics are off the sink. AccuNurge systemn,

, specifically for resident #8 plan of care regarding
| chemicais at bed side is nvailable,

’ Director of nurses to audit 5 records weekly for 4
weeks beginning 2/11/13 to cnsure eare plan meets the!

resident needs and has been updated witle any changes !

and that the eare plan is being followed.

j Regional nurse consultant to audit at least 10 recards .
j monthly to snsure the carc plan is correct, being :
! followed and that toiletries are being stored properly

| and noton the sink. Thisisto begin the waek of

! 2/1/13 for 3 nionths, !

f
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F 282 : Continued From page 7 . F2sz 4) Quality Improvement Team conslsting of'the

- out by accident. She further stated she checkeg | agm'm.matw’ medical direstor, director of nurses,

j the resident eartier in the shift and he/she did not i :&Tﬁ;‘;?ﬂ;ﬁg‘f &?L’g‘é"g‘:’ﬂ? “;‘&“)age{i social

! . ) . : ! i ' ] ramator) wi mest
need incontinence care at the time and she had weekly for 4 weeks b czinning weck of 3/4/1 3 then 2

| . . R : 1
I not seen any toiletries out in the room, Continved ; time
/ r A § per montls for 2 months; and than motithl
mterview revaaled the previous shifi must have i " ongoing to review all audit findings and make Y .
recommendations for follovw-up, This will be onguing |

,’ left the top drawer unlocked and she falled to

i check the toiletries drawer to ensure it was Jockedi

‘when she did rounds. ONA 21 stated the resident

i could scoot the recliner chair around the roorn ! ‘ 5) Date of compliance; 2/15/13
and could reach the sink counter or dresser , l

| drawer and obtain toilstrles. ! | |

. until correctad,

| Interview, on 01/10/13 at 2:10 PM. with Licensed [

, Practical Nurse (LPN) #1 revealed she was l

' assigned to Resident #8, She <confirmed that ! !

[ confused residents including Resldent #8 were to | i |
have their toiletries locked in the bedside table | ‘

j drawer, Further interview revealed the resident
colld scoot and get to the sink and tolletries were ! ;

| not to be left out o the counter by the sink, She | ‘
stated the nurses did rounds while administering | { |

| medications and observed for toiletries being out | | '

- and she has had to remind the CNAs ta lock up | i

!

! toilatries. I

Vinterview, on 01/10/13 at 2:30 PM, with LPN #3 | |
j revealed she worked the west hall where | i |
Resident #8 resided. She stated some residents !
| had to have toiletries lncked and secured and the |
_nurses should check to ensure this was done i '
| during rounds. She stated, "to be honest' she ] !
| had to clean up after the night shift CNAs who i ! j
! !

' repeatedty left toiletries out. | |

| Eurther interview with the DON, on 01/11/13 a i |
i 3:30 PM, revealed one of the ways they ensured _ i ,l

the care plans were followed was to have the I | !
| management team use the CNA Assignment i " ;
Facity ID; 106412 If coninuation sheet Page 8 of 27
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FROVIOER'S PLAN OF CORRECFION i X5

o
PREFIX ’

SUMMARY STATEMENT OF OEFIGIENGIES i
't

(EACH OEFICIENGY MUST BE PRECEDEOD BY FULL

iy 10 !
KEGULATORY OR LSC IDENTIFYING INFORMATION,

PREFIY
T | |
i | :

1 f

| COMPIETION
oATE

(EACH CORRECTIVE AC MON SHGULO BE
CROSS-REFERENCED ro THE APPRORRIATE |
OEFICIENCY) I

F 282 ’ Continued From page 8 ! F 282]
i Bheets as a reference when doing rounds, She | ;
| stated the CNA Assignment Sheets had spedific | !
| interventions to be followed for each resigent !
| including safety devices and Resident #8's | !
| Assignment Sheet included an Interventlon for the !
| tolletries to be locked up. She indicated staff ‘ !
| needed to be more diligent with Ensuring ,‘
1 Resident #8's toiletries were locked up. i

F 323 [ 483.25(h} FREE OF ACCIDENT |

88=p i HAZARDS/SUPERVISION/DEVICE:'S -

F 323
] _1
! - . | !
: The facility must ensure that the resident ; |
environment remains as free of accitent hazards j

as is possible; and each resident réceives :
l'adequate supervision and assistance devices to ll !
: prevent acoidents, ] !
: | |

I
| !

i
I'I
 This REQUIREMENT s not met as evidenced

by .
! Based on observation, in terview record review, |
i @and raview of facility's policy, it was determined i
! the facllty failed to ensure the resident !
| emvironment remains as free of accident hazards ;

| as is possible. |
i H H
; i

|
i
1
t
l

i

| Observation on initial tour on 01/08/43 revealad |

! toiletries in residents’ rooms by the sinks | i
accessible to wandering residents, ‘ ’

i

| In addition, observation during the survey
! revealed a bottle of No Rinse Body Wash
! Shampoo and Incontinence Cleanser Spray and
! baby powder accessible to Resident #8 who had [
! & history of placing toiletries in hisfher motith, ;

|
! l
| !

i

Fi23
1} Resident #8 did nat liove any jssue with puiting

toiletries in his mouth during the survey. Resident
condition js unchanged. Resident #8 physician and
family were notified by the director of nurses that the
toilctries were accessible 1o resident during rthe period -
of 1/8/13 through 1/11/13. Ne new orders wers noted, |

Medical dircetor was made aware that the toiletrics
were zvailable to the resident but the resident did oot
getthem during the period of 17873 though 1/11/]3.
Na new ordered were noted.

2) A onc thne audit of al) residents was made by the
administrator, director of nurses, assistant dircctor of |
nurses, and education manzger on §/14/13 i identify -
if care was provided to cach resident per dheir
individualized plan of care, if toilatrics was on ‘
resident sinks and to identify any issuc with toiletrigs |
being left st bedside that should not Aave been, Any
issues identified wepe ; mmedistelv corrected,

A one time audit of 15 residents will be completed by
the dircetor of nurses, assigtant direetor of nurscs angd
the education manager by 2/4/13 to identity any
resident not being supervised per their plan of pare to
prevent aceidents and injuries; that al) as3istive

devices are correet ane to identify any regjdent that ig

hit supervised,

i
If continuation sheat Page 9 of 27
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e SUMMARY STATEMENT OF DEFICIENGIES i 1o ! PROVIDER'S PLAN OF CORRECTION i oo
PREFIX | (EACH OEFICIENCY MUST BE PRECEDED RY FULL I ORREFIX | {EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) i TAG | CROSE-REFERENGED TO THE APPROPRIATE BATE
i 5 i BEFICIENCY) :
J . f A one Ume audit of 8] secident and incident rcpcn:ts
F 323 Continued From page 9 ! F 323 form g period of 1/1/13 though 2/8/13 to be completed .
’ ! by regional nurse cottsultant, director of nurse .
' dings Include: | assistant dircetor of nyrses or education manager to !
The findings Incly ‘ identify any accident and incidont thar oceurred duc to
. N not following the individualjzed plan of care and/or
J RB\."Q‘*Y of the facility's "Personal Care lte‘ms ; dite to an issuc with resjdent supervision. This will be
! Policy', undated, revealed pe rsor:gl ca’re 'temst completed by 2/1 113 and that the physician snd :
; should ba bagged and kept in resident's room to i ’ family were notified.

include lotions, shampoos, conditioners,
| teothpaste, mouthwash, etc. and all residenty
’ were provided with a badside chest which coukd ’

Blreetor of nurses, assistant director of nurses,
cducation manager or sacial services masager to sudjt
all eare plans by 2/12/13 to identify that care plan ;
meets resident’s individual needs and js correct, Any
Issue identified will be immediately corracted,

ke used forresident's pergonal stoaraasge.

! 1. Observation during Initial tour, on 01/08/13 at ’
: 10:00 AM, revealed toiletries were in the following ;
| resident rooms accessible to wandering ;
| residents: ’

{ Roorn 2 and Room & had baby powder on the .
- bedside tables with a label which stated keep out lf

! of the: reach of children,

’ Room 24 had vanilla Citrus White Tealotlonon ;
| e bedside tabie with o I with  abel wich |
stated keep out of the reach of children.

3) Director of nursas, assistant director of nurses, or
cducation manager to audit carp being provided to at
least 10 residents each week for 6 weeks; then 2 _
residents per weck for 2 months to ensure the plan of -
carc is followed, that no tofletrisg arc availahle if

identificd a5 an jssuc.

Adtrinistrator and cducation manager to complots a
walk through | time daily; § days a week; for 4 weeks

! beginning week of 2/4/)3 thiough all resident rsoms )
to ensure residents arc being supervised: that toiletrics -
&re not on sink; and that assjstjve devices are in place
per plan of eare; and that no chemical is avallable to
resident, if care plan prokibits this, |

|
|
|

| stated keep out of the reach of children and No
! Rinse Body Wash Shampoo and Incontinence
| Care Spray which stated, keep out of the reach of
| chlldran and if swallowed get medical helpor |
| contact poison control immediately In a basket at |
' |
|
|

f
j Room 25 had baby powder with a label which [
i
]

the sink,

T

| Room 29 had Aloe Veral Lofion in the window |
[ with & label which stated keep out of the reach of !' /

| children, :

I l
I'Room 39 had Classic Splash Aftershave and Old |

i Spice Devdoarant on the bedside table both with ll

[

Fatibity 10! 100442 If continuation sheet Fage 16of27
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RE| 1O SUMIMARY STATEMENT OF DEFICIENCIES ! " ! PROVIDER'S FLAN OF CORRECTION i et

(410 | ] : b
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL YOPRERIK {EACH CORRECTIVE ACTION SHOULD B | comprevion

TaG REGULATORY OR LSG IDENTIFYING INFORMATION) i TAGS CROSE.REFEREMCED TO THE APPROPRIATE BATE

i
; [ j DEFICIENCY)|
: ; - : :
Edncation manger will re-cducats al) nursing staff

F3z3 : Continued From page 10 !
| & label which stated keep out of the reach of
| children, lj

l Room 32 had Calazime Lotion on the bedside )
| table with a label which stated keep out of the ’

- :reach of children. !

f Interview, on 01/08/13 at 11:15 AM, with Licansed |
i Practical Nurse (LPN) #1, who was working the

) west hall, revealed toiletries were 5 be placed in |
a bath basin and stored inside bedside tables and'
kept out of the sight of wandering resldents. She |
stated there were five (5) wandering residents on '

| the west hall, |

!

! Interview with the Director of Nursing (DON), on

’ 01/08/13 at 10:30 AM, revealed toiletries should

. be kapt in residents’ drawers out of sight of

{ wandering residents and the managment team
did rounds to ensure these itemns were in place, ’

| She stated there were eight (8) wandering and

| confused residents in the building who were able

! to wander into others rooms.

|

2. Review of Resident #8's medical record f
, revealed diagnoses which included Mental |
[ Retardation and Psychosis. Review of the i

Minimum Data Set (MDS) Assessment dated ;

'

112114112, revealed the facility assessed the
; resident as having severe impalrment in cognitive

skills for decision making. ’

H

[ Review of the Accident/Incident Report with a |
| date and time of incident as 03/17/12 at §:30 PM, l

f revealed Resident #8 had a spray bottle labeled
' Personal Cleanser and had it in histher mouth . J
sucking on it. Accordlng to the Report, Poision ’
1

1 Control was notified and the resident was given

]

T 3’ regarding supervision of residents to prevent accidents
i and injuries, following the plan of care, ensuring
! iiletries are off the sink. AccuNurse system,
; specifically for resident #8 plan of care regarding
+ chemicals at bed side is available,

!

’ Director of nurses to audit § records weckly for 4
weeks beginning 2/11/13 to ensure care plan mcets the |

| resident needs and has been updated with any changes -

[ and that the carc plan is being followed.

!

| Regional nursc consultant ro audit at least 16 records

[ monthily to ensure the care Plan is correct, being

| followsd and that toiletries are being stored properly

| and not on the sink. This i 2o begin the week of

; 2113 for 3 months.

i 4) Quality Improvemct Team censisting of the

’ administrator, medica) director, director o flurses,

| education manger, activities/dictary nsnager, social
services manager, and MDS coordinator) will meet

’ weekly for 4 weeks beginning weck of 2/4/13 ;i then 2

I timeg per month for 3 monthis; ang then monthly

! ongoing to review all audit findings and myke

| rccommendations for follow-up. This will be ongoing

!

!

until correeted.

3} Date of compliance: 3/15/13

’
|
| |
]

If continuation sheet Page 11 of 27

1

FORM CRMB-2357(02-96) Provien s Versions Obsoleta Evan) 1Dz ORI

Fagiitty 1Ex 100442



DEPARTMENT OF HEALTH AND HUMAN SERViCES
oRrR MEDICARE & MEDICAID SERVICES

CENTERS F
STATEMENT OF OERICIENCES 1) #ROVIDER/SUPPLERAeL 1
IOENTIFICATION NUMBER,

AND PLAN OF CORRECTION

185336

X2 MUL [P CONSTRUC NN
A BUILEING

PRINTED: o4 tcTida b bel

FORM App
M ey, OB

3!3('!(/»2”

X3 DATE SURviDy
COMPLE rers

B wine

T e i,

c
01/11/2013

NAME OF PROVIDER R SUPPLIER
SPRINGFIELD NURSING & REHABILITATION CENTER

SfREETAC}ORE'SS, CITy,

420 EART GRUNDY AVENLE

SPRINGFIELD, Ky

ETATE Zip COLE

40059

%4 10 ,' SUMMARY SYATEMEN I OF DEFICIENGIES
PREFL;

TAG | REGULATORY On L3C 10ENTIRYING INFDRM/\TIONl !

{EACH DEFICIENCY MUST g PRECEDED BY FLy| |

10 / PROVIDER
PreFry | (EACH CORR
TAG ¢ CROB&-mEFER

S PLAN OF CORRECTION P oixg
FCTIVE ACTION SMOULO pe i COMPLET 10N
ENCED TO THiE AFPROPRIATE | Oave
DEFICIENCY) !
{

F323j Continued From page 14

' milk and house supplerment to drink and placed
on every fifteen (15) minute checks with vita
signs every hour for twelve (12} hours.

i

|

. Review of the Progregs Notes, dated n3n 712 at
[ €:30 PM, complated bY LPN #2, revealed the i
i Poisan Contro) Center was notified and stated [
I Secura Personal Cleanser was not dangerous |
"even if two (2) to three (3) ounces were ]

consumed,

- Phone interview with LpN #2, 0n 011113 at 3.05 ’

| PM, revealed a CNA who no longer worked at the |

 facility had nofified her the residant had o ,'

’ periwash spray bottle in his/her mouth ang staft '

 was not aware if the residen! had swallowed any. |

! She stated she called the Physiclan and the

[ Polson Control Center. Further interview

. revealed she notified the previeus Director of

| Nursing (DON) who told her to eshure tha

j Tesident's toiletries were out of reach,

; Review of the Comprehensive Plan of Care,

| dated 10/08/12, revealed the resident had the )

| inability to sense the need to urinate related to |

; cognitive impairment. The interventions includeq |
keeping personal hygiene iterns locked in the top

: drawer including periwash, lotlon, and deodorant,
Further review revealed a problem, dated

- 10/02/12, which stateg the rasident had irnpaired

| cognition with short and long term memory loss

j and required asssitance with decislon making,

| The interventions includad assuting the dragser

| drawer was locked with personal items to include ’
periwash, lotlons, and deodorant.

B

| Ubservation of Resident #8, on 01/09/13 at 8:00
rl AM, revealed the resident was in his/her room

!
|
!
]

!
F 323
!

|
j

:
]

!J
|
|
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r ' H
F 323 | continued From page 12 | Faza) i
"‘ siting in a recliner chair watching tefevision, [ ‘ '
There was a basket by the sink across the room ! f
which contained a bottle of baby powder witha | !
| label which stated to keep out of the reach of ]
| chifdren. The basket also contalned a bottle of | ’
| No Ringe Body Wash Shampoo and Incontinence | ’
| Cleanser Spray with a Jabal which stated the ! !
| producted contained Benzethorium Chloride | ; ;
: 0.1%, external use only, if swallowed get medical | '
| help or call poison control immediately. j

| Further observation of Resident #8, on 01/10/13
| At 9:15 AM, revealed the resldant was in histher
room sitting in a recliner chair, There was a ’
; Softle of baby powder and a boftle of No Rinse |
Body Wash Shampon and Incontingnce Cleanser ‘
+ Spray on the floor to the left sida of the recliner i i
chair within the resident's reach, Interview, on ’ ; ]
} G1/10/13 at 9:15 AM, with the DON who i ’ ,
| immediately entered the room at the surveyors
request, revesled the tolletries should have been
; locked up in the resident's drawer out of sight.

 Interview, on 01/10/13 at 9:20 AM, with Certifien ]
) Nursing Asslstant (CNA) #1 revealed she was !

| @gsigned to the regident, She stated Resident

| #8's toiietrias were to be locked up in the top

| draaver: however, these toiletries had been lef out

f by accident. She stated she checked the resident{ ;

| earfier in the shift and he/she did not nesd r [

' incontinence care at the time and she had not f [

i
|

o
S

5een any toiletrias out in the room. She further I
f Stated the pravious shift must have lef the top i
’ drawer unlocked and she failed to check the |
toiletries drawer to ensure It was locked when she | / |
did rounds. She stated the resident could seont | i ;
' the recliner chair around the roorm and couid F f i
I'reach the sink counter or drasger drawer ang |
f |

! i
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F 367 | 483.35(e) THERAPEUTIC BIET PRESCRIBED
88=0 | BY PHYSICIAN

F 323 ’ Continued From page 13 l

[ obtain toiletries.

lf Interview, on 61/10/13 at 2: 10 FM, with LPN #1 ’
; revealed she was assigned to Resident #8. She '
| tated confused residents including Resident #8 ‘
; were to have thelr toiletries locked in the bedside ,
| table drawer. She further stated the resident i
- could scoot and get to the sink and toiletries ware l
| not to be left out an the counter by the sink, !
1 Continued interview revealed the nurses did

| rounds while administering medications and i
| Observed for toiletries being out and she has kad ’
 to remind the CNAs to lock up foiletres. i
' |

! Interview, on 01/10/13 at 3:30 PM, with LPN 23 i
: revealed she also worked the wast hall where !
| Resident #8 resided. She stated some residents ’
: had to have toiletries locked and secured and the |
’ nUrses should check to ensure this was done. ’
' She stated she had to clean up after the night

shift CNAs who repeatedly left tolletries out,
| Further interview with the DON. on 071/11/13 at f
,’ 3.30 PM, revealed the management team uged |
i the CNA Assignment Sheets which had specific |

interventions to be followed for each residentlo |
’ do rounds and ensure safety devices were In ]
| place as well as other intervgntions suech as f
J toiletries locked. She stated she was Lnaware {
’ until this survey of Resident #8's history of placing i
 Wiletries in his/her mouth and indlcated staff |
" needed to be more diligent with ensuring the ;

resldent’s tofletries wers locked up. |

Therapeutic dlets must be prescribed by the
attending physleian,

(XZ] MULTIPLE CONSTRUCT]ON
A BULDING COMPLETED
B OWING | _— ¢
o1/11/2013
STR‘E;'ETADDR’ESS, CITY, STATE, 2P CODE
420 EAS T GRUNDY AVENUE
SFRING FIELD, KY 40059
mo PROVIDER'S PLAN OF CORREGTION U
PREFIX [EACH CORRECTIVE ACTION SHOULD BE | comprarion
TAG ! CROSS-REFERENGED TO THE APEPROPRIATE Baye
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165338 BwWiNG,_, R 91/15
NAME OF PROVIOER OR SUPPLIER - ' 2013
STREET ADDRESS, Ty, STATE, 21P conts
SPRINGFIELD NURSING & REMABILITATION CENTER <20 BAST GRUNDY AVENLSE
f SPRINGFIE?LD, KY 40089
X4y 1 SUMMARY STATEMERT OF DEFICIENGCIES 1 ; PROVIDER'S PLAM OF CORRERT: ;s
FREFIX | (EACH DEFIIENGY MUST BE PRECEDED BY FULL FREFIY | (EACH CORRECTIVE ACT%(;! sggb:%NsE I cow':ﬁ'mn
TAG | REGULATORY OR L3¢ IDENTIEYING INFORMATIEN) TAG CROSS-REFERENCED TO THE APPROPRIATE  © Dnave
| [ | DEFICIENGY)
] J i
. i'
F 357; Continued From page 14 | F 357;‘ ¥367

|
i Fhls REQUIREMENT is Not met as evidenced
| by:

| Baged on observation, interview and record

| review, it was determined the facility failed to

! as prescribed by the Physician for one (1) of

ordered diet as the resident was observed to
{ have tomato-based vegatable soup on the
f evening meal tray an 01/09/1 3, In spite of 1he
- Physician's order for "'no tamato praducts”,

: The findings include:

| which included End Stage Renal Disease.
revealed the following dietary resirictions: No
1 pelatoes, and no bananas,
Observation of the evening meal service, on

served the meal tray in the rasident's room,
| Continued observation revealed the meal
included what eppeared to be a tomato-based
vegetable soup. Review of the meal ticket
revealed no dietary restrictlons were printed on

i the ticket.
| Interview with the Consultant Dletician, on

ordered by the Physician should be on the tray
ticked,

|

! provide food of the appropriate nutritive content !
fifteen (15) sampled residents (Resident #6). The ,’
: facility falled to serve Resident #5 the Physician's |

| Review of the clinical fecord revealed the facility
I admitted Resident #8 on 10/11/12 with diagnoses ’

Review of the Physician's Order, dated 12/06/12,

tomato products, no orange juice, no oranges, no |

’ 01/09/13 at 5:55 PM, revealed Resid ent #5 was

| 01/09/13 at 6:00 PM, ravealed dietary rastrictions

I} Resident #6 physicion ang family were notified
immediately that resident had received tomato based
soup although she had an order for “no lomato
products”. No new orders were noted,

! |

Resident #6 diet order was changed per the physician
and no longer has an order for “no tomato products”.
I The medieal djrector was notified of resident and that
i she had received tomato bused soup and had an order
| for "no tomato products”. No new srdered were

' noted.

i 2) Dietary manager to aydit all diet orders by 2/4/13
! to identify tha distary departinent js serving all diets
| per the preseribed physician’s order. Any igsue

’ Identifled will be Immediately corrected.

’ Administrator, dircctor of nurscs, assistant director of

i norses, gducation manager, and/or distary manager

[ will complete a onc time sudit of cvery tray served at .
| onemeal by 2/7/13 to Identify any jssue with tray card |
’ dircctions, resident dict order, and what Is served 10 '
| resident, Any issues with triy card ot majehing

’ physician prescribed dict order and resident receiving
the physieian prescribed diet order will be

immicdiately cormrected,

! 3} The education manager will re-educate all staff
J; regarding following physician orders for preseribed

1 died, to compare tray card with the faod on tha fray to
| ensurcthat it is correctly served and that gl resident

i receive care and diet per the physician order. This

[ will be complated by 2/1 |/13,

[' Dietary manager will re-educate all dictary staff
i regarding procedures to ensyre thet plivsician

,' prescribed therapeutic diet is recorded In the diztary

| department and served to the resident ag ordered. This )
[ will be completed by 2/11113.

|

J !

i ]
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SPRINGFIELD, KY 40069
(X4] 10 ’ SUMMARY STATEMENT OF REFICIENCIES { : PROVICER'S PLAN OF CORRECTION , £y
PREFLX (EAGH DEFICIENGY MUST BE PRECEDED BYFULL i preprx ! (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG ! REGULATORY OR L5C IOENTIFYING INFQRMATION| [ Tz | CROSS-REFERENCED T0 THE APPROERIATE DATE
i ; OEFICIENCY! i

!  Director of nurses, assistant director of nurses, charge
[ F 367 nurse, and dietary manger to aud]t at Jeast 10 trays a
day, for 5 days each week for 4 weeks to ensues that
diet is served correctly per physiciang order and that
the tray card js correet.

|

F 367 Continued From page i5

: During interview on 01/09/13 at 6:05 PM the
| Dietary Mangger confirmed Resident #8's dietary | |
| restrictions, based on the Physician's order. She ' Dietitian to complete a monthly sudit of | 0 records

" stated Resident #6 should not have received the and trays to cnsure that physician order Is reflceted on ,
| vegetable soup, which was tomato-based. She the tray card and that prescribed dict is being served, |
[urther stated the rastrictions should have been '
i on the fray ticket, and the food checked for

| &ccuracy, first by the cook, then hy the aide.

! Continued intarview revealed she could not Say

i why the restrictions were not noted on the tray

I ticket, but acknowledged there was no way for

i the cook or the aide to know the wrong food was
; served without an accurate tray ticket,

4) Quality Improvement Tcam consjsting of the
administrator, medical ditcetor, director of nurses,
education manger, activities/dictary manager, social

i services manager, and MD§ coordinator) will mect
* weckly for 4 weeks beginning week of 2/4/13: then 2
times per month for 2 months; and then monthly '
ongoing to review all nudit findings and make
recommendsations for follow-up, This will be ongoing t

until correeted.

e R

i Interview with the Director of Nursing (DON), on
01/11/13 at 4:40 PM, revealed she had

| investigated the incident and had determined the |

: nursing staff had falled to send the proper i

communication to the kitchen regarding the II ] !

[

! I

[ !

5) Date of complianee: 2/15/13

f ! dietary restrictions for Resident #8. She further
]  stated the restrictions had been discussed in an
i ’ Interdisciplinary team meeting attanded by the

| Dletary Manager, and an opportunity to identify

r43]

- ; and correct the error was missed.

" F431]483.605), (d), (e) DRUG RECORDS, ! o ‘

$8=D I LABEL/STORE DRUGS & BIOLOGICALS i 1) No specific resident was identificd. All residents
! { ; have the potential to be affectad,

The facility must employ or obtain the services of | . : . *
J | & licensed pharmacist who establishes a systemn | 2) cﬁ’,"e;“” of ﬂ“‘"ﬁ;“t,“”d cdum;f}:, m:ﬂagciz to audit
i H . N siti F o ¢ 'rC&‘ Un rooins Imes a week for WECKS

of records of receipt and disposition of all | beginning woek of 2/4/13 1o ensore that al nagcorties

!
controiled drugs in sufficlent detail to enable an Ir | arc stored and counted per stae o 3 federal Jamms
!

accurate reconciliation: and detarmines that drug |
I records are in order and that an account of all
| controlled drugs is maintained and periodically

Dircetor of nurses and edueation mangger to audit all
[ medjcation rooms 2 times a week beginning week of

2413 to emsure tempersture of the medicatlon

: ’[ reconclled, | !
g ! refrigerators are within appropriate parameters to store |
f’ lj Drugs and biologicals used in the facility must be ,’ | medications. '
Evesy ID: BORHY Facltity 10; 100412 If contiruation sheel Page 16 of 27
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185336 - 112013
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PRIN URSIN
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!
! X41D | SUMMARY $TATEMENT OF OERICIENCIES ; 10 ! PROVIDER'S PLAN OF CORRECTION ! 1X5¢
P PREFIX | {EACH DEFICIENCY MUST RE FRECEDED BY FlL . PREFIX | (EACH CORRECTIVE ACTION SMOULO BE | COMPLETION
: TAG REGULATORY OR LSC IHENTIFYING INFORMATION| T TAG [ CROSS.REFER ENCE‘gJéO T\:iE APPROPRIATE i DATE
. ‘ DEFICIENCY) i
i )

Eduestion MAN2ZEr to ra-cducate | liecnsead nursistg
stafT regarding followin £ state and federa) laws for F

F 431 ' Continued From page 18 ll Fa31 t fand lock} i is wi
labeled in accordance with currently accepted | | compiarag o ocking of narcotics. Tis will e
' ! . ! pleted by 2/16/13,
' professional principles, and include the ' i
| @ppropriate accessory and cautionary [ | Ednestion manager to re-cducate licensed nurses
i rnstrluct:ons, and the expiration date when ! / regarding medication storage temperatures be kept at
| @pplicable, ‘ | manufacturers recommendations; thig will pe
| completed by 2/11/13.
| In accordance with State and Federal lawg the [
’ facility must store all drugs and bjologicals in : I Reglonal nurse consy lgant will re-cducatc the dirocior
i | locked compartments under proper temperature | S nurses, assistant director of nurses, and education ;’
u centrols, and permit only authorized personnal to | Manager rcgarding the storage of bolngicals, dating
f i opencd medieations, noted tg pe stored in refrigerator:

i

_.l have access to the keys. ; h
i i and following manufacturers recomrmicndations far al] |
[ The facility must provide separately jocked | opened medications by 2/ 1/13, :
| permanently affixed compartments for storage of ) ‘
ggntro” ol dsrrugs listed in %ache dule 1! of the g ; ’ Pharmacy reprc‘sen‘rative to audit both medication '
| Comprehensive Drug Abuse Prevention and , | rooms and mcdrcatro.n refrigerators for expired or
i Control Act of 1976 and other drugs subject tq : undated opened medications by 211113,
1 abuse, excapt when the facility uses single unit | Director of nurses to audit all medieation refri '
! o > ; gerators
,- packéfge drug d‘ls‘tnl?utron SYStemﬁ_'” which the ! ) 2 times a week for 4 wecks, beginning weclc of 24113,
’ quantity stored is minlmal and a missing dose can ! to ensure a!l mediestions are dated it opened and

! {f he readily detected.

t

discarded per manufacturers recommendation, and that
tliere is no food items present,

Education manager to audit once a week for 4 weeks
beginning week of 2/4/) 3medication and treatment |

!

'l
| This REQUIREMENT is not met as evidenced ,

| cans to ensure opened liquids are dated and discarged
f

| by:
i ! Based on observation, interview and revlew of \
: [ facility's pollcy, it was determined the facility failed |
; " | to ensure all medications were labeled, to include | , 2 ment .
| the explretion date, in accordance with currently ’ - administrator, medjeal director, director of nurscs,
l accepted professional principles. In addition, | | educatjon manger, af-‘trwtles/ﬁfrstary manager, soclz
| medications were not stored appropriately j scrvices manager, and MDS coordinator) will meet
' rding to facility policy. Observation ofthe | | weekly for 4 wecks beginning week of 2/4/13; then 2
v 't? ; i ; fo ay.the East Hall revealed | } \imes per month for 2 months; and then monthly

medication refrigerator an 2 [ ongoing to review all audj findings and make

|
I

[
;
!
!

per tmanufacturer’s recommendations.

4) Quality Improvement Team consisting of the

]

a multi-dose vial of Tuberculin serum had baen | recommendations for follow-up, This wil .

opened more than thirty {30) days prior.‘ Also, ! il Con‘cctid, w-up. This will be ongoing
food iters were noted stored in the refrigerator !

| with the medications. ;

:f i
FURM CMS-2557 02.99) Previous Versions Obsolers Ever 1D: PORM1
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! i DEFICIENGY)
!

185338

F 431 Continued From page 17
!

' The findings include: ; l

| Review of facility's policy titied "Storage and

! Expiration Dating of Drugs, Biologleals, Syringes

! and MNeedles", dated "12/01 107, revealed the

[ following: "Onece any drug or biological package !

: is opened, the facility should follow I

! manufacturer/supplier guidelines with respect to
 expiration dates for opened medications,”

| Continuzd review of the policy revealed food was
not to be kept in the refrigerator where drugs

 were stored.

! H

| Observation of the medication refrigerator on the i !

. East Hall on 01/03/13 at 3:00 PM, revealedan | !
| open vial of Tuberculin senum was dated

i 11/21/12. Continued observation of

| manufacturer's label revealed tha medication

[‘ should be discardey thirty (30} days aftar

; opening. Further abservation of the refrigerator

| revealed three (3) cups of chocolate milk were

" stored In with the medications,

J During interview at the time of the observation,

| i the Nurse Educator confirmed the vial of

| Tuberculin serum had been opened longer than

| thirty (30) days, and should have been discarded.

’ Continued interview revealed all food products
should have been stored in the pantry

I refrigerator,

———— —

|

t

!
!

|

| Interview with the Regional Nurse Consultant, on |
1 01/08/13 at 6:05 PM, revealed opened j [ i
: medication vials typically should be discarded ! i |
! j after thirty (30) days, or after twenty-eight (28) | | . |
: ‘ days for insulin. She also stated food was not to | ! I
I ’ be stored in the medication refrigerator, IJ ! I
| {

i
FURM CMS-2507(02-86) Previous Versions Obeolere Evont It PORIN Faellity ID: 100412
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() 1D SUMMARY STATEMENT OF pEF G ENCTES D T PROVIDER'S PLAN OF CORRE =
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F 441 ;[ 183 65 INFECTION CONTROL, PREVENT
$8=E | SPREAD, LINENS

{ ™ Faq1

F 441 : T
! 1) Resident #8 pltysician was notified of persona| care |
d infection contro] “oncerns during perineat esre on :

=
+
Y
o
=
e
£
[¢]
5
a
2
o
3
=
=
4
3
9
o
o
a
=
a
5
g
a

, The facility must establish and maintain an !
| Infaction Contre) Program desigred to provide & i j

- safe sanitary and comfortable envirenment and ! I Resident #11 has had n
' 0 changes related t staff
[ to help prevent the development ang transm:ssron] miember assisting rasident andgnot w:shr'n; hf: hands, -
Resident #11 physician was notified by dircctor of -

i of disease and infection, :
f(a) lﬁfectioﬁ Control Program f ;n:gisng Igi‘ s;‘tzgzsrsdi:gnngo:gdemand not washing D
; The facility must establish an Infection Controy ( f

[ Program under which it - ! '

(1) Investigates, controls, and prevents infections | -
in the facillty; i

(?) Decides what Procexiures, such gs isolation,

should be applied to an individual resident and
i (3} Maintains a record of In¢idents and comrective
H . ; _
i &ctions refated to infections, { rr Anthbedpags, trinals, dentura s, and emasts basins, ,
: . \ ! tooth brushes, halr Bryshes that Were not covered were |
j (b) Preventmg; Sfpre‘ad %f lntf ecl:tron i immediatelv replaced and the new oneyg labeled with
20 Wh_e” the Infection Contro F”‘_’Qra“? : - the resident’s name and covered or bagged to ensure
revant e specd o ket St to Prevention f th spread of fntection,

isolate the resident,

(2) The facility must prohibit employsas with a
| communicable disease or infected skin lesions | |
i from direct contact with residents or thair food, i ‘ ‘
| direct contact will transmit the disease, ;
" (3) The facliity must r&qulre staff to wash their _
! hands after each direct resident contact for which |
| hand washing is indicated by accepted
’r professional practice.

5
fed
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cducating staf¥ 1/8/13 regarding prevention of the
spread of infection. No other specific residents ware ,

| ldentiffed,

|

Al UTls were trenged by the regions) nurse
consultant and the director of nurses on 1/]5/13.
Currently the center has no residents requiting
isolation.

2} Director of nursing, administrator and department
managers (activities, dictary, social setvices and MDS |
coordinator) to do a onc time audit of everyroomto |
identify any hedpan, urinal, denturs cup, cmesis basin, -
tooth Brush, or hajr brugh that is not labeled and/or '
stored per state and federa| regulations will be

discarded and replaced immediately,

T —— _

{{c) Linens

| Personnel must handle, store, procass ang

’ transport linans so as to prevent the spread of | ;
. f

!

Infection,
i 1
’ f’

f j J
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f oA | SUMMARY STATEMENT OF DEEICIENCIES | PROVIDER'S PLAN OF CORRECTION b e
PREFIX (EACH DEFICIENCY MUST BE PRECEDIED BY FULL ] PREFIX " (EACH CORRECTIVE ACTION SHOLILD BE : COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFO RMATIING ! i CROSS-REFERENCED TO THE APPROPRIATE | DAfE
i ! . OEFICIENGY) i
' . Assistant director of turses and edu cation rnanager to

i

F 441 ‘ Continyed From page 19

‘ This REQUIREMENT is not met as gvidenced
by:

* Based on observation, interview, record review,
| and review of facility's polley, it was determined
 the facllity faited to establish and maintatn an

| Infection Control Program designed to provide a
I safe, sanitary and comfortable environment srd
j to help prevent the davelopment and

! transmission of disease and Infaction,

i | Observation on 01/08/12, on initiattour, revealed
i halr brushes, denture cups, and toothbrushes

| uniabeled i resident rooms at the sinks and bed
 pans were stored in resident bathrooms

’ unlabeled and unbagged.

[ In addition, observation of parineal care for
| Resident #8 revealed poor infection control

l‘ technigue,

!

| Also, observation revealed a staff member

j ’ delivered a meal tray to Resident #11 and

! | assisted the resident from a lying to a sitting

I position. Afthough the resident was in contact

i isolation for Methicilin Resistant Staph Aureus

| (MRSA) (term used to describe a number of

! strains of bacteria, staphylococcus aureus that

| are resistant to a number of straing of antibiotics
’ including methicillin} of an abdominal wound the
| staff member failed to dan a gown and gloves

, prior to assisting the resident out of the bed. The
 staff member left the isolation room without

’ washing or sanitizing her hands.

!

| Additionally, although the Urinary Tract Infections
f for the months of Novemnbar 2012 and Dacember
[ 2012 indiicated there were trends and clusters of

|

!
i

F 441] audit at least |5 residents recciving cars to identify

i that staff arc washing their hands per stute and federal

, regulations and that perineal care i3 provided per the

; infection conrrol protocol. Any fssue identified will

| be immediately corrected.

Presently the center has no resident requiring isolation |
but when jsolation is ordered the director of nurses

and assistant direstor of nurses will monitor care

i provided on a total of 5 isolation residanis to csure

| staff arc following the infection control protocol. ;

|
J
i
;

i3} Education manager will re-educate all siaff by

,’ 2/1V/13 regarding storage and labeling of hair hrushes,

| toothbrughes, bedpans, urinals, emesis basins, and ;
toiletries,

| Education manager to re-cducate all staffregarding j
"' isolation type and procedurs by 2/11/13. When & :
I resident is placed in and isolation is ordered; the

| cducation manager will re-educate staff and this will

I be ongoirig,

| Education manager to re-educate staff regarding

‘ prucedure for perineal care and monlior at least 3 staff
| members providing care on each shift te ensure ‘
’ cornpetency by 2/12/13. This will total 9 staff o
I members. !

, Education manager will re-cducate housekeoping and
! laundry staff regarding linens Storage and transport g
| to prevent the spread of infaction by 2/t 1113,

! Director of nursing and assistant ¢ trector of nurses to
[ audt staff providing direct carc to 10 residents weekly
| for 8 weeks to ensure hands are waghed per the '
} infection contro! policy and procedyre and that staff

arc able to perform procedure as to prevent the spread
, of infection. At this time, therc are flo residents who |
I require isolation: however, when isolation is ordered
{ for any resident, the director of aurses and the
|

assistant direetor of nurses will monitor a total of the
next 3 residents requiring isolatfon to ensure iselation

0 of 27

; [

raen DONICY and procedure is followed and handwagking
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; ’ Administrator, director of nutsing, and department
F 441 ’ Continued From page 20 F 441 managers whit complete an audit of 1 rooms weckly
| the same organisms within the building, there , , for & wocks begianing the week of 2/4/13 to ensure
! was no documented evidence of ad ucation to i i hair brushes, toath brushes, denture CUps, emaosis _
! prevent the spread of Infection after the data was | I basins, nrinals, aad bedpans are labeled and stored per .
| analyzed for those two (2) months. i i’ state and federa! regutations, -
! I inc . f ! Administrator to monitor finen tratsport | time per
, The findings include } week beginning the week of2/4/13 to cnsure linens _
1. Review of the facility "Personal Cars ltems e ored ad transported as to prevont the spread of
| Policy”, undated, revealed att personal toiletries, , f; ‘ f
! hair brushes, combs, and toothbrushes shoyld be | ; . i
]I bagged and kept in the resident's room, ! , 4) Quality Improvement Team consisting of the i
: ) , i administestor, mediscal director, director of nurses,
| A policy was requested on the proper Storege and { r’ cducation manger, activities/dictary manager, social
| labeling of bed pans: however, was not recejved. I i services manager, and MDS coordinator) will meet
i : ! 1 weekly for 4 wecks beginning weck of 2/4/13; then 2
f Observation during initiat tour on 01/08/13 at i times per month for 2 months; and then monthly
| 10:30 AM revealed the foltowing: il I’ ongoing to review all audis findings and male
f ,  recommendations for followeu p. This will be ongoing :
! Room 22 bathroom had three (3) bed pans and ; ,l until corrected.
one (1) emesis basin unbagged and unlabeled on i ! i
'a shelf% ! ;l 3} Date of complianes: 2/ 1513
! ]
| Room 26 had a hair brush, toothbrush, two (2) | |
| denture cups, and an emesls basin uniabeled at | i f.
the sink, ! |
, ]
i f
| Room 31 bathroom had one (1) bedpan ! ,! ,,
j Unbagged and unlabled on a shelf over the toitet. f i l
. ! |
! Room 23 had a denturg cup at the sink unlabled. , ‘ J
I
Room 27 bathroom had a bed pan unlabeted and ‘ ! lf
unbagged and a hairbrush unlabled on z shelf, ' I {
i Roorn 29 had two (2) hairbrushes uniabeled, and ! [ f
| ; _ !
: W (2) toathbrushes ina toothbrush holder ’ i I
unlabled at the sink. ; | ’
i !
1 ! f 5
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F 441 ' Continued From page 21
' Interview with Licensed Practical Nurse (LPNy #1, |
; on 01/08/13 at 11:15 PM, who was assignedto |
the west wing, revealed dentyre cups and
’ toothbrushes should be tabeled, She also stated,
; @very bed pan should be labeled with g bed and
| reesm number and placed in @ plastic bag.

! Interview with the Director of Nursing (DON), on
‘ 01/09/13 at 10:30 AM, revealed toothbrughes

' should be bagged and placed in the resident's ’
[‘_drawer, and denture cups should be labeled with
, the resident's name. She further stated the bed
j pans sheuld be fabefed and bagyed. Continued
i interview revealed the management leam dig i
! rounds; howaver, she did net think they were !
"‘ observing to ensure items were labeled, f

R

12. Review of the facility's policy titfed "Guidefines !
I for Providing Perineal Care”, undated, revealed:

i cleanse a man's penls before the peri.rectal area !
i Is cleansed, rinse the skin, pat the skin dry, ]
! Remove your gioves and wash your hands befors |
j touching cfean clothing, linens, or the resident ,

’Obﬁewaﬁon of perineal care for Resident 48, on |
’- 01/09/13 at 10:45 AM, revealed Certified Nursing |
| Assistant (CNA) #2 and CNA #3 assisted the |
Mresident to a standing position with a mechanical ’
stand up lift. CNA #2 proceeded to Cleanse the |
 resident's anal area and buttocks with 2 wat wash
| cloth, then obtained a efean wagh cloth, and with {
| the same soiled gloves cleansed the penis and |
}scrotvm‘ CNA#2 then lowered the Iift to sitthe |
| resident in the chair and obtained anewwash |
_’ cloth and wiped the resident's face with the same |
soiled gloves, CNA#2 then praceeded with the |
same sofled gloves to assist the resident to don a ;
new shirt, then moved the IIft to the center of the |

F 441

!

i
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F 441 _:l Continued From page 22 | Faatl ,
foom, opened the closet door, removed her : ' '

! ' gloves, and pushed tie fift out the door without | !
‘ washing her hands prior to exiting the raom. f ;
- Continued obsarvation revealed CNA #3 who was | |
| assisting, bagged the soiled wash cloths and f *
, attends in plastic bags and with soiled gloves on, ;' [
| ,

: walked out of the room,

| Interview with CNA #2, on 01/08/13 at 11.00 &M, |
1 revealed she had cleansed the stool from the '
,‘ resident's buttocks with one hand and used the |

; other hand to cleanse the penis and seroturn and ] !
,‘ therefore did not see a problem. She agreed the ’ i
' resident had stool on the buttocks and she used |

: i the same sofled gloves in which she had washed |

; ’ the resident's buttocks to wash his/her face. She |

! i stated she should have washed her hands and | | |
,‘ changed gloves after incontinence care and prior | i
; to washing the resident's face and prior to ]

i dressing the resident and handling the Hiff and
| other objects in the room.

f

| Interview with CNA#3, on 11/09/13 at 11:05 AM,
| revealed she should have removed her gloves
- and washed her hands prior to exiting tha room,

i

3. Review of the facility's policy titled, "Type and !

Duration of Precautions Recommended for fl

! I Selected Infections and Conditions”, guideline, |
undated, revealed contact precautions was ;

] recommended for Multi-Drug '
Resistant Organisms such as MRSA. Further [

review revealed health care parsonnel caring for |
patients on Contact Precautions were to wear a |
gown and gloves for all interactions that may !
)

i

{I |
| |

I
I
!
{
!
| !
involve contact with the patient or potentially !
contaminated areas in the patlent's envirsnment. ; :

|
. lf Donning of glove and gowns upon entry, removal } l [
I

| .

Evers I PORT I Faciity It 100412 If conlinuation sheel Page 23 of 27
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F 4411 Continyed From pags 23
! before exiting the patlent rooms and performance { J

, af hand hygiene immediately upon exiting were to l
. ! bedone to eosntain pathogens, ;

| revealed diagnoses which included Gongestive

i Heart Failure (CHF} and Hypoxla. Review of the
! Minimum Data Set (MDS) Assessment, dated

| 10/12/12, revealed the resident had a Brigf
“Intenview for Mentat Status (BIMS) of fifteen (15) |
[ out of fifleen (15) indicating no cognitive loss. :
' [

: Review of Resident #11's medical record fJ ‘ ’
i
!

| Review of the: laboratory data revealed an |
l’ abdominat wound culture was collected 12/31/12 [
and reportad on 01/03/13 25 Morganella f
| Morganii, Gram Positive cocci, and MRSA. |
' Review of the Physiclan's Orders. dated [
| 01/04/13, revealed orders for a Hibictens bath |
Vevery day for seven (7) days, Bactim DS
| (antibictic) twice a day for seven (7) days and | |
| Tobramycin 83 milligrams (mg's) (antibiotic) daily | f
; for seven (7) days, and Contact precautions, ! f

——— e

.

' Observation, on 01/09/13 at 8:00 PM, revealed a |
$ign on Resident #11's door which stated. "gee !

furse prior to entering™. There was also an
isolation ¢cart in the hal beside the resident's door |

,’ containing gowns, gloves, and masks, _J ‘
38t 6:00 PM, revealed | : (

—

, Observation, on 01/n8/1
Certified Nursing Assistant (CNA) #3 entered J |
; Resident #11's room and sat up the meal tray, : P !
The CNA then assisted the resident from a lying | !
[ pesition to a sitting position. Tha resident’s shirt J ; [’
did not fully cover his/her abdomen and an J i |
’ abdominal dressing and a celostomy bag were | ; f
i

exposed. The CNA then exited the room without I j
|
' !

‘ washing her hangs, i [
l

!
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[ !
! Interview, on 01/09/13 at 8:00 PM immediately ’ : l
| after the observation, with CNA #3, reveaied she ' l
, was tired because she had worked seven {7) |
hours and she forgot to wash her hands prior to
“exiting. When questioned if Resident #11 was in
‘ Isolation, she stated, only the roommate who had |

the bed by the window was In isolation, ! j » !
| i

| tntervew, on 01/08/13 at 610 PM, with the

- Director of Nursing (DON) revealed Resident #11
| had an infection in « smafl wound next to the :
: colostomy which was contalned and covered with | i
, a dressing. She stated both residents in the room'! ’
| (Resident #11 and Resident #5) were in contact |

j Isolatlon, Further interview revealed if a staff {

| member was asslsting Resldent #11 out of bed or ! |
o a sitling position, they showid don a gown and | ’
gioves prior to assisting and removed the gown ! )
and gloves as well as wash hands prior to exiting | i
the room. She stated the CNAs recelved k - lf

,{ Information on the headset as well 2s used the [
: Nurse Aide Asslgnment Sheet to reference for  ;
' specific mformation for each resident. Review of "
| the Nurse Alde Assignment Sheet revealed there i i
' was an intervention for Resident #11 for contact | i
| precautions. She stated she was unaware of any ! i
| $pecific contact isolation inservice doneatthe | '
f time Resident #11 and room mate Resident #5 | {

| were placed on contact precautions. ;

| Interview with the Staff Development Nurse, on f
j 01/11/13 &t 2:30 PM, revealed she had just |
j started the position recently and the previous {
} Staff Developmeant Nurse no longer worked at the j;
1
I

facliity. She stated staff recelved information
related to who was in Isofation from the nurse
i priar to the shift starting which woyld include

Event {O:PORI 11 Facifty k0: 100412

} !
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F 441 IJ Continued From prge 25
| specific information related to iitnesses or
i isolation, Fyrther Interview revealed the fast
| inservica retated to [nfection control and universal
f‘ precatitions wag given in august of 2012, and she
: Confirmed there had been no recant inservices in
Vorder o refresh the st on contact precaution =t
 the time Resident #11 ang Resident #5 wers
! betng placed on contact precautions.
i

4. Review of the facllity's infection Controf data,
[’ revealed there was a total of ten (10) Urinary

- Tract Infections in the building for the monti of

| November 2012. The East Wing had four (4)

]' UTl's, two (2} of which were Ecoli infections for

. resident in Roomn 2 and @ resident in Roomn &

| which were In close proximily. In addition, the

| West Wing had six (6) UTI's, two (2} of which

| Were Ecoll ESBL for 4 resident in foom 23 and g

| resident in room 26 which were in close proximity,
| Also there was Ecoli Infections for a resident jn

" Room 27 and & resident In Room 37,

| Review of the facility's infaction control data,

;. revealed there was 2 total of nine {9 UTl's in the

: building for the monith of December 2012, The

| West Wing data denoted a residnt 1a Room 27

“ and a resldent in Room 37 had Ecoli infections
and a resident in Room 25 and a resldent In

| Reom 26 had Enteroeoceus Faecalis infections,

; Interview with the Infection Control Nurse, on

| 01711713 at 2:10 PM, revealed she logged
infections and aiso piotted the Infections on a
map In color code, She stated she analyzad the

fifth day of the current month and losked for
pattems and trends of organisms and looked to
[ see if residents in close proximity had the same

| data from the previous month on the first through |
f

|

I

i
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F 441 ’ Continuied From page 26 [ raaql ’ —,
! organisms. She stated this information alerteq i ,l
| her to the need for inservices retated to hand | [
| washing or perineal care, or other types of }
| tnservices, She further stated this information !
, was aiso faken to the Quality Assurance |
I Committee each month and the Staff ‘ ! :
' Development Nurse received the findings. , |
Continued interview revealed she also Iooked to ’ i '
see I residents were symptomatic of the UTi's : i
| auch as having chilis, fever. or pain. She stated
’ the majorlly of the residents for the November
i and Decernber 2012 data were showing no signs
| and symptoms of infections and she did not
’ recognize the need for Inservices after analyzing

i the data,

Interview, on 01/11/13 at 3:30 PM, with the i
+ Director of Nursing (DON) revealed the data from | f
f the UTI's noted for November 2012 and i ! -
| December 2012 should have triggered Inservices | |
; to be done; however, staff was busy working on
| the Plan of Correction for the tast Abbreviated

[ Survey in November 2012 and dld not recognize
! the need for the Inservices.

i
| interview, on 01/11/13 at 2:30 PM, with the Staff
| Development Nurse, verified the last inservice

,’ telated to perineat care was done February 2012,

e S

o —— L

|
]
|
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A Relicensure and Complaint Survey Investigating
P KY#00019582 was conducted 01/08/13 through
| 01/11/13 with defictencies cited. KY#00019582
| was substantiated with no deficlencies cited.
[
N 134} 902 KAR 20:300-6(7)(a)2. Section 6. Quality Of
; Life

N134

[ (7) Envirenmen.
' (@) The facility shai provide:

2. Housekeeping and maintenance services
necassary to malntain a sanitary, orderly and
¢ comfortable interfor,

. Thig requirement js not met as evidenced by;

¢ Based on observation, Interview, and review of

' facility's poffey, it was determined the facility failed
’ to provide housekeeping and malntenance

1 services necessary to maintain a sanitary,

i orderly, and comfortable interior.

Observation on Initial tour of the west general

| bathroom revesled a black substance in the

| corners of the showsr wall, shower floor and on
the drain; 2 solled wash cloth with a brown
substance on the bedside tollet: a whirpeol tub

| duttered with terns inciuding atfends, Iift pads,
pillows and a sweatshirt and a walker which was
rned over lying i the floor. In addition, there [
wers two (2) mechanical fifts In the west general
bath which were soiled with dust and & brown

substance at the base.

! The findings inctude:

! Review of the faclility's "Environmental Services
| Palicy”, undated, revealed it was the policy of the

N34

were cleaned immediately.

corracted.

imrnediately corrected.

1/30/13 for 3 months,

1) West general bath was cleansed immediately and no |
longer has black substance on the shower wall, Floor
Por drain. The soiled wash cloths on the bedside
commode was immediately removed and washed. The
whirlpool b was immediately clearcd of all ftems
and cleansed, The walker was removed from the
general bath, The two machanical ifts on west side

2} On 1/8/13, the administrator completed an audit of
both general bathy; all mechanical lifts, and all
resident rooms Lo identify any areas that were unclean ;
or cluttered. Any issues jdentificed were immedjately

A one time audit of all resident rooms, natient care
arens, and patient care equipment (including
mechanical lifis and general baths) was completed on
I/15/13 by the sdministrator, dircetor of nurses, and
maintenance manager to identify any paticn| arcas,
resident rooms and/or patient care cares that were
unclean or cluttered. Any issuc identificd was

3} Administrator, maintenance manager, and
housckeeping manager to complete an audit of all
resident carc arcas, resident rooms end resident care
equipment 3 times a week for 6 weeks beginning the
week of 1/29/13 to ensure that the center is maintained
in o orderly, sanitary, and comfortable level,

Regional nurse consultant to complete a monthly andit

of all resident rooms, resident carc areas, and resident
care equipment to ensure the center is mzintained jna
clean, sanitary, and comfortable manner; beginning

!

l! facility that afl residents reside in a clean,
&MW TTLE 1XE) DATE
LABORATORY OIRECTOR'S OR PROVIDERISUPFLIER REPRESENTATIVE'S SIGNATLRE )QMM\M atzy Pl / 14 I K
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N 134] Continued From page 1 N 134 | pircetor of nurscs to monitor that all lifts and
! sanitary, safe and homefke environment. Further| ;’;ﬁg’?ﬂr‘f zfcf: f::,f 25 :;':: : :’:f; xg;?ggi
| review revgaled central bath areas were to be i cnsure all equipment Is cleaned and maintaincd
; clegned daily and scrubbed down at least weekty. | preperly
i Nursing eguipment such as lifts would be cleaned P '

1 by nursing staff,

i
| Observation of inttlal tour, on 01/08/13 at 10:30
| AM, revealied a foul odor upon entering the west
| general bathroom. In addition, the west general
- hathroom was clutfered with two (2) soiled
' mechanicaf lifts which were dusty and had a
f brown substance at the base. There was a
l Christmas Wreath and a soiled wash cloth with a
brcmm substance on top of & hedside toflet. In
| addition there was a walker which was turned
ovar in the floor by the whirpool tub. The
i whirlpool fub contalned a bag of wash cloths, lift
| pads, a pillow, and a sweatshirt,

| Intervdew, on 01/08/13 at 10:45 AM, with
! Housekeeper #1, who was assigried to clezn the
west general bathroom, revealed she also
i smelled the odor in the bathroom. She stated the
| btack substance surrounding the tiles on the
shower wallg, floor, and drain was mold, She
furiher stated she mopped the general bathroom
l and resident rooms once a day and sometimes
used bleach when she noted moid, Further
inferview with the housekeaper revealed the
mechanical lifts were "pretly dirty”; however,
riursing was in charge of cleaning the lifts.

Intendew, on 01/08/12 at 11:15 AM, with Licensed
Practlcal Nurse (LPN) #1, who was asslgned to
the west hall, revealed staff was to place soiled
wash cloths in the hampers which were avallable
| in the halls and the general bathrooms, and the

| Certified Nursing Asslstants (CNAs) knew to

| clean up the general bathrooms after showers.

J She further stated the whidpool worked and !

Education manager to re-cducete all staffregarding

wheelchair and lift cleaning schedule; maintaining
clean, comfortable and sanitary environment and the
monijtoring that would be completed. This education -
will e comploted by 2/14/13, !

4) Quality Improvement Team ¢onsisting of the
administrator, medical director, director of nurses, i
¢ducation manger, activities/dictary manager, so¢ial
servicos manager, and MIIS coordmator} will meet
weekly for 4 weeks begitning week of 2/4/13: then 2
times per month for 2 months; and thren monthly
ongoing lo review all audit findings and maks
recommendations for fotlow-up. This will be ongoing I

unti! sorrected.

5) Dave of compliance: 2/13/13
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i should tre free of clutter and the nurses should be
! noticing these issues when making rounds.

! Intarview, on 01/09/13 at 10:30 AM and 01/11/13

| at 10:30 AM and 3:30 PM, with the Director of

- Nursing (DON) revealed the night shift staff was

| in charge of cleaning the mechanical lifts and she

| was unsure why the lifts were solled on the inltial

| day of the survey. She further stated the general

f baths should be cleansgd and be unclutterad znd

; the whiripoo! bath should be clean and ready for
uze, Further interview revealed thers was no

i housekeeping supervisor at that time and the

: Adrninistrator was overseeing housekeeping until

the position was filled,

i Interview, on 01/08/13 at 10:45 AM, with the

| Agministrator revealed there was z cieaning

! schedule for the housekeepers to abide by and
the general bathrooms were 1o be clean and have

i no mold or odors,

Interview, on 01/10/13 at 3:45 PM, with

I Housekesper #2 revealed when she worked she
cleansed the central bathrooms dally which
included emptying the trash, cleaning all

| surfaces, sweeping, and mopping. She siated
she had notlced a mald protdem in the past and
had tried to clean it. Further interview revealed
after the survey started and the issue was noted
as a concern, she had cleaned the central bath
I showers with a 10% bleach and & scrub brush

i and it had come clean, Further interview
revealed prior to thls survey the whirlpoof tubs
were not being cleaned on a regular basis.

intarview, on 1/11/13 at 4:00 PM, with the
Maintenance Director revealad it was a joint effort
between housekeeping and maintenznce fo keep
Jl the odors down in the bullding, He stated fresh

i
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N 1-44l 902 KAR 20:300-8(7)(b)2.2, Sectlon 6. Quallty of
| Life

{7} Environment.
(b} Infectlon controt and communicable diseases.

2. The facility shak estalilish an Infaction control
. program which: ’

a. investigates, contfrols and prevents infactfons
in the factlity;

I
|

- This requirement s not met as evidenced by:

| Based on observation, interview, record review,
and review of facility's pollcy, it was determined

* the facillty failed to establish ang maintain an

; Infectlon Control Program designed to provide a

f safe, sanitary and cotmfortable environment and

' to help pravent the development and

[ transmission of disease and infection,

! Chservation on 01/08/12, on initial tour, revealed
. hair brushes, denture cups, and taothbrushes
unlabeled in resident roorns at the sinks and bed
pans were stored in resident bathrooms

f unlabeled and unbagged.

] In additlon, observation of perineal care for
| Resident #8 revealed poor infection control

| technlque.
| Alse, observation revealed a staff member
deliverad a meal tray to Resident #11 and

| agsisted the resident from & lying to & sitting

| posttion. Although the resldent was in contact
| Isolation for Methicillin Resistant Staph Aureus
1 (MRSA) (term used to describe a number of

|
i
|

!

SPRINGFIELD, KY #0068
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N 134: Continued From page 3 N 134 ! 5

j . . . |

! air was pulled in through the fan with the heating } i

1 and coollng systern and extaust fans sent air | !

| outside. f l

' '

N 144 Nl44

1) Resident #8 physician was notified of personal carc :
and infection control concerns during petincal carc on

1/14/13 by the director of nursing; no new orders were |
noted. Resident #8 has had no change in condition, |

Resident #11 has had no changes related to staff i
member assisting resident and not washing her hands.
Resident #1 | physician was notified by director of |
nuraing of staff assisting resident and not washin g
hatids. No new orders noted. ;

The staff’ merober 16, the room and did not wash her
hands; but did was ker hands prior to carin g for other
residents, Education director frmediataly began re.
educaling staff 1/8/13 regarding prevention ofthe
spread of infection, Wo other specific residents were
identified.

All bodpans, urinals, denture cups, and cmesis basins,
tooth brushes, hair brushes that were not covered were
immcdiately raplaced and the new ones labsled with
the rasident's name and covered or bagged to ensurc
prevention of the spread of infcetion,

Al UTls were trended by the reglonal nurse
consultant and the dirretot of nrees on 1/]5/13,
Currently the center has no residents requliring
isolation.

2) Director of nursing, administeator and department
managers {activitics, dictary, social sesvices and MDS
toordinator) to do a one time andit of every roont to
identify any bedpan, urinal, denture cup, emesig baain, |
tooth brush, or hair brush that is niot labeled andfor
stored per state and federal regulations will be
discarded and replaced immediatcly.

]
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N 144 ' Asslistant director of nurses and education manager to

N 144! Continued From page 4

! strains of bacterla, staphylococcus aureus that

[ are reslstant to a number of strains of antibiotics

- including methicilliny of an abdeminal wound, the

| staff member falled to don a gown and gloves

i prior to asslsting the resident out of the bed. The
staff member left the isolation room without

i ashing or sanitizing her hands,

l Additionally, although the Urinary Tract Infections

| for the months of November 2012 and Decamber

| 2012 indicated there were trends and clusters of

I the same organisms within the building, there |

' was no documented evidence of education to

| prevent the spread of Infection after the data was
analyzed for those two (2) months,

! The flndings include:

' 1. Review of the facllity "Personal Cara Mems

ii Pollcy”, undated, revealed all personal toiletries,
hair brushes, combs, and toothbrushes should be I
! bagged and kept in the resident's room.

I

I
. A policy was requested on the proper storage and }
| labeling of bed pans; however, was not recelved, |
i

l Obgervation during initial tour on 01/08/13 at
[ 10:30 AM revealed the following:
f

| Room 22 bathroom had three (3) bed pans and
one {1} emesis bagin unbagged and untabeled on

I a shelf

; Roon: 28 had a halr brush, toothbrush two (2)
! denture cups, and an emesis basin unlebeled at

the sink. '
| Room 31 bathroom had one (1) bedpan
! unbagged and unlabled on a shelf over the toilet,

! audit at least 15 residents receiving care to identify

I that staff arc washing thefr hands per state and foderal !
regulations and that perineal carc is provided per the
infection control protocal, Any issuc identified will

l be mmediately correeted.

|

Presently the center has no resident requiring isolation
but when Isclation is ordered the director of nirses ‘
and assistant director of nurses will monitor care
provided on & total of 5 [solatfon residents to esire

staff arc following the infection contro! protoco!,

{

] 3) Education manager will re-educate all staff by

; 2/11/13 regarding storage and labeling of hair brushes,
toothbrushes, bedpans, vrinals, cmcsis basing, and ;

; toiletrles, '

J

|

Education manager to re-cducate alf staf? regarding
isolalfon type and procedure by 2/11/13. When z
rexident is praced In and jsolation Is ordered: the
education manager will reeducate staff and this will
’ be ongoing.
Edneation: manager to re-cdiicate staff regarding '
f procedure for perincal care and monitor ut least 3 staff
mcmbers providing care on cach shiff to ensure !
I competency by 2/12/13. This will total ¢ staff :
!

members,

Education manager will rc-edneate housckeeping and
, laundry staff regarding lincns storage and rransport as
| to prevent the spread of nfection by 2/11/13.
F

Dirgetor of nursing and assistant ditector of nurses to

! audit staff providing direct care to 10 resicents weekly
for 8 weeks to ensurc hands arc washed per the

I Infection control poliey and procedure and that staff

I arc able 1o perform procedure ag 1o prevent the spread

,f of infection, At this time, there are no residents who
require fsolation; however, when lsolation s ordered
for any resident, the director of nurses and the
asgistant direstor of nurses will moaitor & tom! of the
next § residents requiring isolation to ensure isolation

| poliey and procedure is fallowad and handwaslring

ogairs per the policy and procedure,

4
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N 144; Continuea From page 5 [ N 144 Administrator, director of mrsing, and department !
i Room 23 had a denture cup at the sink unlakb! : masnagars witl complete an audit of 10 rooms weekly _
] enture cup atthe s abled for 8 weeks beginning the week of 2/4/13 to ensure
hair brushes, tooth brushes, denture cups, emesis

i Room 27 bathroom had a bed pan unlabeled and !
unhagged and a hairbrush unlabled on a shelf.
|

_f Room 29 had two (2) hairbrushes unlabeled, and
’ two (2) toothbrushes in a toothbrush holder
i unlabled at the sink.

l

| Interview with Licensed Practical Nurse (LPN) #1,

j on D1/08/13 at 11:15 PM, who was assigned to

f the west wing, revealed denture cu ps and
 toothbrushes should be labeled. She also stated,

| every bed pan should be labeled with a bed and i

t foorm number and placed in a plastic bag.

l
] Interview with the Director of Nursing (DON}, on
i 01/08/13 at 10:30 AM, revealed toothbrushes

. should be bagged and placed in the residents

| drawer, and denture cups should be labeled with
] the resident's name. She further stated the bag
| pans should be labeled and bagged. Continued
interview revealed the managament team did |
rounds; however, she did not think they were

! observing to énsure items were lahelad,

| 2. Review of the facility's polley titled "Guidelines
| for Providing Perineal Care”, undated, revealed:
cleanse a man's penis before the peri-ractal ares
is cleansed, rinse the skin, pat the skin dry.
Remove your gloves and wash your hands before
touching clean clothing, linens, or the resident,

|

| Observation of perineal care for Resident #8, on
{ 01/09/13 at 10:45 AM, revealed Certified Nursing
!l Assistant (CNA) #2 and CNA #3 assisted the
1 resident to a standing pesltion with 3 mechanical
stand up Ifl. CNA #2 proceeded to cleanse the
resident's anal area and buttocks with a wet wash
¢cleth, then obtained 2 clean wash cloth, and with

N

statc and federal regulations,

Administrator to monitor lnem teansport | time per
wock beginning the week of 2/4/13 to enstire linens
ar¢ stored and transported as to prevent the spread of

infection,

!
|
[ basins, urinals; and bedpans arc labcled and stored per -
!

4) Quality Tmprovement Team consisting of the
administrator, medicat dirgetor, dircctor of nurseg,
educstion manger, activities/dictary manager, social
services managet, and MDS coordinater) will mect
weekly for 4 weelks beginning week of 2/4/13; then 2
times par month for 2 months; and then monthly
ongoing to review all audit findings and make :
recommendations for fallow-up, This will be ongo ing:

until corrceted.

3} Date of compliance: 2/15/13
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N 144 :

N 144/ Continued From page 6

- the same soiled gloves cleansed the penis and

| scrotum. CNA #2 then lewered the ff to s the
resident In the chair and obfained 2 new wash

f cloth and wiped the resident's face with the same

. soiled gloves., CNA #2 then proceeded with the

| same soiled gloves to assist the resident to don a
new shirt, then moved the lifl to the center of the

’ room, opefed the closet door, removed her
gloves, and pushed the lift out the door without

l washing her hands priof to exiting the room,
. Continued observation revealed CNA #3 who was

' asslsting, bagged the soiled wash cloths and
attends in plastic bags and with soiled gloves on,

| walked out of the room,

! Interview with CNA#2, on §1/08/13 at 11:.00 AM,
; revealed she had clearsed the stool from the
| resldent's buttocks with one hand and used the
i other hand to cleanse the penis and scrotum ang
,r therefore did not see a problem. She agreed the
 resident had stool on the buttocks and she used
! the same soiled gloves in which she had washed
. the resident's buttoeks to wash hlsther face. She
stated she stould have washed her hands and
' changed gloves after incontinence care and prior
l to washing the residents face and prior to
i dressing the resident and handling the Ift and

other objects in the raom,

Interview with CNA #3, on 11/09/13 at 11:05 AM,
reveated she should have removed her gloves
] and washed her hands prior to exiting the roorm.

[ 3, Review of the facllity's policy titled, "Type and
: Duration of Precautions Recommended for

[ Selected Infections and Conditions™, guideline,

| undated, revealed contact precautions was
recormmended for Mui-Drug

Resistant Organisms such as MRSA, Further

J review revealed health care personnel caring for

Pkt e

|
l

|
|
|
|

— .
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N 144 | Continued From page 7 N 144
| patients on Cantact Precautions were to wear a '
| gown and gloves for all interactions that may
_' involve contact with the patient or potentially
t contaminated areas in the patient's environment:
| Donning of glove and gowns upon entry, removal f
! before exiting the patient rooms and performance E
! of hand hygiene immed!ately upon exilng were to
| be done to contain pathogens. 5
|

£X5)
COMPLETE
BATE

PROVICERS PLAN (IF CORRECTION
! {EACH CORRECTIVE AGITION SHOULO BE

TAG |  CROSS-REFERENCEO T THE APPROPRIATE
i OEFICIENCY)

T

! Review of Resident #11's medical record ' !
; revealed dlagnoses which included Congestive , f
| Heart Failure (CHF) and Hypoxia. Review of the ! !
f Minimum Data Set (MDS) Assesement, dated ! o |
| 1/12/12, revealed the resident had a Brief '
"Interview for Mental Status (BIMS) of fitteen (15) |

fl out of fifteen (15) indicating no cogritive loss. f
| f
f

i Review of the laboratory data revealed an

| abdeminal wound culture was collected 12/31/12

! and reported on 01/03/13 as Morganella

) Morganil, Gram Positive cocel, and MRSA,

| Review of the Physician's Orders, dated

i 01/04/13, revealed orders for 2 Hibiclens bath

[ every day for seven (7} days, Bactrim DS i

; (antibiotic) twice a day for seven (7) days, and !

i Tobramycin 83 milligrams (my's) (antibiotic) daily }
!

,‘ for seven (7) days, and contact precautions,

Observation, on 01/09/13 at 6:00 PM, revealed a
fl sign on Resident #11's doar which stated, "see
; flurse prior to enterlng”, There was also an
| isolation cart in the hall beside the resident's door

f cantaining gowrs, gloves, and masks,

;f Observation, on 01/09/13 at 6:00 PM, revealed ‘
| Certified Nursing Assistant (CNA) #3 entered f
| Resident #11's room ard set up the meal tray. i
| The CNA then assisted the residert from a lying | }

| poslfion to a sifting position, The regident's shirt
 did not fully cover his/her zbdomen and an

A PORM1 It sentinuation sheat 8ol 74
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N 144] Continued From page 8

" abdominal dressing and a colostomy bag were
» exposed. The CNA then exited the room without

j washing her hands,

i Interview, on 01/09/13 at 6:00 PM immediately
after the observatlon, with CNA #3, revealsd she

' was tired because she had worked saven (7)
hours and she forgot lo wagh her hands prior to

J exiting. When guestioned if Resident #11 was in

- isolation, she stated, only the roommale who had

: the bed by the window was in isolation.

- Intervisw, on 01/09/13 at 6:10 PM, with the

j Director of Nursing (DON) revealed Resident #11

| had an infection In a small wound next to the

+ colostomy which was contained and covered with
a dressing. She stated both residents in the room
(Resident #11 and Resident #5) were in contact

' isolation. Further interview revealed if & staff

i member was assisting Resldent #11 out of bed or
to a sitting position, they should don a gown and

- gloves phior to gssisting &nd removed the gown

i and gloves as well as wash hands prior 1o exlting

fl the room. She stated the CNAs received

i information on tha headset as well as used the

- Nurse Aide Assignment Sheet to reference for

specific information for each resident. Review of

i the Nurse Aide Assignment Sheet revealed thers

- was an Intervention for Resident #11 for contast
precautions. She stated she was unaware of any

specific contact Isolation inservice done at the

: ime Resident #11 and room mate Resident #5

were placed on contact precautions.

; Interview with the Staff Development Nurse, on
01/11/13 at 2:30 PM, revealed she had just

started the position recently and the previous

| Staff Developrment Nurse no longer worked at the

l' facllity. She stated staff received information

! refated to who was in isolation from the nurse

b N 144

P — -

!

|
]
|
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!

- prior to the shiff starting which would include

! specific Information related to llnesses or

 isolation. Further Interview revealed the last

! inservice related to infection control and universal |

. precautions was given in august of 2012, and she i

| confirmed there had been no recent inservices in -

. order to refresh the staff on contact precaution at
the fime Resident #11 and Resident #5 were

~ being placed on contact precautions,

e v e

; 4. Review of the facility's infection contro! data,
’ revealed there was a total of ten (10) Urlinary
Tract Infections i the building for the month of .
| November 2012. The East Wing had four (4) j
| UTI's, two (2) of which were Ecall Infections for a
' resident in Ream 3 and a resident in Room 6
| which were In close proximity. In addition, the !
- West Wing had six (8) UT!'s, wo (2) of which i
| were Ecoli ESBL for @ resient in room 23 and a
i resldent in room 26 which were in close proximity.
Also there was Ecoli infections for & resident in
. Room 27 and a resldent in Room 37.

. Review of the facility's infection contral data,

l revealed there was a total of nine (9) UTI's in the

; building for the month of December 2012. The
West Wing data denoted a resident in Room 27
and a resident in Roorn 37 had Ecoli infections

} And & resident in Room 33 and a resident in

| Room 28 had Enterscoccus Faecalis infections,

l Interview with the Infection Conirof Nurse, on
101711713 at 2:10 PM, revealed she logged

| infectlons and also piotted the infecilons on a

: map in color code. She stated she analyzed the
| data from the previous month on the first through
j fifth day of the current month and looked for

F patterns and trends of organisms and looked to

| see if residents in close proximity had the same

| organisms. She stated this information alerted I
L
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' her to the nead for inservices redated to hand

' washing or perineal care, or other types of
inservices. She further stated this informationr |
was also taken to the Quality Assurance l

: Comemittee each month and the Staff

i Development Nurse received the findings.
Continued interview revealed she also looked to

: see ifresidents were symptomatlc of the UTI's

l such as having chills, fevar, or paln. She stated

i the majority of the residents for the November

i and December 2012 data were showing no slgns |

| and symptoms of infections and she did not

| recognize the need for inservices after analyzing

" the data.

* Interview, on 01/1113 at 3:30 PM. with the

i Director of Nursing (DON) revealed the datz from
the UTI's noted for November 2012 and

: December 2012 should have triggered inservices

 to be done; however, staff was busy working on

! the Plan of Correction for the last Abbreviated

| Survey in Novemnber 2012 and did not recognize

! the need for the inservices.

,! Interview, on 01/11/13 at 2:30 PN, with the Staf :r
I Development Nurse, verlfied the last inservice ;
t

,? related to perineal care was dene February 2012,

N 193! 802 KAR 20:300-7(4)(c)1. Section 7, Resldent
J Assessment

(4} Comprehensive care plans.
! (c) The services provided or arranged by the

i facility shall:
l 1. Meet professional standards of quallty; and

J This requirement is not met as evidenced by:
! Based on interview, record review and review of
| facility;s policy, it was determind the facitity failed

| N 1as j
t

1) Resident #12 physicizn and family were notified on
V1113 by the direetor of nurses that the urinalysis
" was ordered for 12/14/12 tut was not gompleted nntil
12720112, No new orders were noted. Medical
director was notified on /11/13 of the lab being
complated late for resident #12 by the director of
nutses, No new orders were noleg,
I
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|

i to ensure the services provided by the facility met
{ professional standards of quatity for one (1) of

| fifteen (15) sampled residents (Resident #12),

| The facility faffed ta ensure & Physician’s order

. was followed for Resident #12. A Physician's

I order was given on 12/03/12 to repeat a urinalysls
I three (3) days after completion of the antibiotic,

, Which would hiave been 12/14/12, However, thare |
| was no docucumented avidence the urinalysis

i‘ was coliected untlt 12/20/12,

] The findings Includa:

I Review of the facility's policy titled "L abs"

| revealed the facility was to follow all Physiclan's

F; orders as given per the Physician.

|' Review of the Giinical record revealed the facllity

: admitted Resident #12 on 07/01/12 with

| diagnoses which Inciude Hypothyroidism,

,’ Diabetes, Hypertension, Hyperlipdemia, Anemia
1 and Asthma,

[
| Review of the Physician's Order, dated 12/03/12

revealed Resident #12 was to have a urinalysis
collected on 12/03/12 and a follow up urinalysis
three (3) days after completion of the antibiotiic,
Levaguin 500 Miffigram (mg) twice daily for five
| (5} days. The antibintic was completad on
12/11/12, and the foflow up urinalysis should have
been collected on 12/14/12. However, further
I’ record review revealed the urinalysis was not !
| coliected until 12/20/12, f

(e

' Review of Resident #12's
{ MedicationAdministration Record (MAR) for

Decerber 2012 revealed Resident #1727
I" completed the antibiotic as ordered on 12/11/12,

i

i
|
i
i
I Review of the lzb report revealed no documented !

x40 | SUMMARY STATEMENT OF OEFICIENCIES I ; PROVIOER'S M.AN OF CORREGTION E—
PHEFIX | {EACH OEFICIENC Y MUST BE FRECECEO BY FULL ! PREFIX , (EACH CORKRECTIVE ACTION SHAULO 8 f COMPLETE
TAG , REGULATORY OR LSC IGENTISYENG INFORMATION: i TACS CROSS-REFERENCEQ TO THE APFROFRIATE H DATE

f j i CEFICEENCY) i
N 183, Continued From page 11 ’ N183  2) A 100% onc time audit will be completed by
2/11/13 to identify any labs ordered that wets not

completed par physician's order. This audit will be
corripleted by the director of nirses, assistant director
of nurses, education mannger and/or regional nurse
consuttant, This will include 3 look back of lab orders
from 12/1/12 through 2/8/13. Any issue identified
will be immediately corrected.

Regional nurse consultant to re-educate direetor of
nurses, assistant direetor of nurses, and education
manager regarding following physician orders for
fabs, lab processes, and mecting professional standards

of care by 1/30/)3,

3) Education manager to re-educate all Heensed
nurses regarding professional standards of care,
following physician orders for labs and lab process by ‘

21113,

IDirector of nurses, assistant director of nurses, and/or
education manager to audit 10 records cach week for 6
weeks beginning week of 2/11/13 1o ensure all labg
completed per physician orders,

Assistant dircctor of nurses to audit lab binder weekly !
for 4 weeks to cnsurc all lab orders are notad and a Jab

slip s completed timely,

Regional nurse consultant to audit 10 records monthly :
for 3 months beginning week of 2/11/13 to engure ail
labs are completed per physician orders.

i

4) Quality Improvernent Taam congisting of the
administrator, medical director, dirsciar of nurses,
education manger, activities/dietary menager, social
scrvices manager, and MDS coordinator) will meet
weekly for 4 weeks beginning week of 2/4/13; than 2
timcs per month for 2 months; and then monthly
ongoing to review all audit findings and make
recommendations for follow-up. This wilt he ongoing

| nntil correctad,

" .

§) Date of compliance: 2/15/13
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| (¢) The services provided or arranged by the

| facitity shail:
! 2. Be provided by qualified persons in
! accordance with each resident’s written plan of

care.

This requirement is not met as evidenced by,
{ Based on observation, interview, record review, i
and review of facllity's policy, i was determined
the facility failed to ensure services were provided
by the facilty in accordance with each resident's
1 written plan of care for one (1) of fifleen (15)
samplad resldents (Resident #8)

l

' Observations during the survey ravesled a hotite
of No Rinsg Body Wash Shampoo and
Incontinence Cleanser Spray and baby powder

1 accessible to Resident #8 who had a history of }
| ptacing toiletries In his/her mouth. i

The findings include; }

Medicat director was madc aware that the toiletrios

No new ordered were noted,

2) A one time audit of all residents was made by the
if care was provided to each ragident per their
individualized plan of care, if toiletries was on

being left at bedside that should not have been, Any

! issues identifiod wers immediately corrected,

the dircetor of nurses, sssistant director of nurses and
the cducation manager by 2/5/13 to identify any

prevent accidenis and injuries; that all assistive

not supervised.
I

r
|
|
|

SPRINGFIELD NURSING & REHABILITATION ¢
X4 10 SUMMARY STATEMENT OF OEFICIENCIES 1o PROVIOER'S PILAN OF CORREC TION 1 e
FREFIX (EACH OEFICIENCY MUST BE PRECEOEO BY FULL '\ PREFX (EACH CORRECTIVE ACTION SHOULY BE COMPLETE

TAG REGULATORY OR LEC ISENTIFVING INFORMATION) C O TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
OEFICIENCY)
N 193] Continued From page 12 ! N 183 :
L evidence the urinaluysis was collectzd on ' |
12/20/112, i
| Interview with the Asslstance Director of Nursing !
i {ADON), on Q1/11/13 at 5:30 PM, revealed she ;
| kept a lak log binder with daily labs that were to
| be obtalned, The third shift nurse or whoever
 was on duty was responsible for checking the log
: to ensure fab specimens were obtained, The
ADON revealed the folfow up urinalysis for
; Resident #12 was not obtained as ordered, it got
i overiooked and should have been collected as | N1%4
ordered on 12/14/13, ‘ _ .
' 1) Resident #8 did not have any issue with puting
. , . toiletries in his mouth during the survey. Resjdent
] - N 154 A g Y. Res
N 194! gGZQKArFi :0{300 7(4Xc)2. Section 7, Resident condition is unchanged. Resident #8 physician ang
SSEBSMEN far;‘z:ly were notified by the dircetor of nurses that the
i ) i toiletries were accessible to resident during the period |
! (4) Comprehensive care plans. [ of /8113 through /1 1/13. No new orders warf:pnoted.i

were available to the resident but the resident did fot
get them during the period of 1/8/13 though 1/11/13.

administrator, director of nurses, assistant director of :
nurses, and education manager on 1/14/13 to identify |

resident sinks and to identify any issus with tojlctries

A one time audit of 15 residents will be complcted by

resident not being supervised per their plan of care to |

devices are correct and 0 identify any resident that is

ARG
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| , J A one time audit of all sccident and incid
N 184° Co o e 1 N 184 i incident report
 Continued From page 13 - form  period of 1/1/13 though 2/8/13 to be complcted
! Review of Resident #8's clinical record revealed | by regional nurse consuftant, director of nurses, i
: diagnioses which included Mental Retardation andi‘ assistant cfiroctor of nurses or education manager to _
| Psychosis. Review of the Minimum Data Set i identify any accident and incident that oceurred duc to |
| (MDS) Assessment dated 12/14/12 revealed the | not following the individualized plan of carc and/or !
due to an issuc with resident supcrvision, This will be

| facility assessed the resident as having severe
| irmpairment in cognitive skills.

; Review of the Comprehensive Plan of Care,
| dated 10/08/12 revealed Resident #8 had the
 inability to sense the need to urinate refated to f
f cognitive impairment. The approaches included
keeping personal hygiene items locked in the top
| drawer inciuding periwash, lotion. and deodorant.
i Further review revealed a problem, dated l
| 10/02/12, which stated the resident had impaired _
cognition and required assistance with decision
making. The approaches included assuring the
dresser drawer was locked with personal tems to
; include periwash, fotions, and deodorant,

| Obiservation of Resident #8, on 01/08/13 at ©:00

P AM, revealed the resident was in his/her room
sltfing straight up in a racliner chair watching

; television. Further observation revesind there

| was a basket by the sink across the room which

; containad a bottle of baby powtlar with a fahel

| which stated, keep out of the reach of children

’ and a bottle of No Rinse Body Wash Shampoo

t and Incontinence Cleanser Spray with a fabel

! which stated; contalns Benzethorium Chiaride

| 0.1%, external use only, if swallowed get madical

i help or call poison control immediately.

; Ohservation of Resident #8, ob 011 0/13 at 915
i AM, revealed the resident was in his/her room
- sitting in a rectiner chair, It was noted there was

i @ bottle of baby powder and a bottle of No Rinse
t Body Wash Shampoo and Incontinance Cleanser
{ Spray on the floor to the left side of the recliner

| chair within the resident's reach. Interview, on

completgd hy 2/1 1/13 and that the physicisn and
family were notified,

Dircctor of nurses, assistant diractor of nurses,
education manager or social services roanager to audit
all eare plans by 2/12/13 w0 identify that care plan
mécts regident’s individual needs and is comrect, Aty
issue identificd will be immcdiately correcied. ‘
1

3) Director of nurscs, assistant director of nurses, or
cducation manager to audit care being provided to at
feast 10 residents cach week for 6 weeksy then 2
residents per week for 2 months to csure the plan of

| care is followed, that no toiletries are available if

Videntified as an issue.

| Administrator and education tanager to comyplcte a

f walk through | time daily: 5 days x week: for 4 wecks .
 beginning week of 2/4/13 through all resident fvoms |
i to ensuee residents are being supervised; that tojlctrcs |
j are not on sirdk; and that assistive devices are in plage

’ per plan of care; and that no chemical is avajlable to

resident, if care plan prohibits this,

J Education manager wil! re-cducate all nursing staff
regarding supervision of regidents to prevent aceidents
and injuries, following the plan of care, ersuring
toiletries are off the sink. AccuNurse gystem,
specifically for resident 48 plan of care regarding
chomicals at bed side is available,

wecks beginning 2/11/13 to cnsure care plan meets the

resident needs and has been updated with any changes

! and that the care plan is being followed. ‘
I

!
|

;’ Dircetor of nurses to audit 5 records weekly for 4
!
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N 194 ’ Regional fiurse consultant to audit at least 10 records

monthly to ensure the care plan iy correet, being
| followed and that toiletries are being stored properly
| and ot an the sink. This is 10 begin the week of
i 2/1/13 for 3 montlrs,

N 15’»«1;J Continurd From page 14
! 01/10/13 at 9:15 AM, with the Director of Nursing |

i (DON) who entered the room at the surveyors
| request, revealed the toilelries should have been

{ locked up in the resident's drawer out of sight.
; 4) Quality Improvement Team congisting of the

| Intarview, on 01/10/13 at 9:30 AM with Certified | administrator, medical director, dircctor of nurses,
i Nursing Assistant (CNA) #1, revealed she was ! education manger, activities/distary manager, social
| assigned to Resident #8. She stated the . services manager, and MD$ coordinator) will meet

| weekly for 4 weeks beginning week of 2/4/13: then 2

.

! resldent's toiletries were t¢ be lockad up in the i
top drawer; however, these toiletries had been left times per month for 2 monihs; and then monthly

! out by accident. She further stated she checked . ongoing to rcyicw all audit findings and makc ;

| the resident earlier in the shift and he/she did not ;ﬁf’gfgggf{ﬁm for follow-up. This will be ongoing -

' need incontinence care at the time and she haa
| not seen any toiletries out in the room, Continued 2 Date of lance:
! intarview revealed the previous shift must have | | 3) Date of compliance: 2/15/13 ,
.f teft the top drawer unlocked and she failed to ]
i chegk the toiletries drawer to ensure it was locked !
| when she did rounds, CNA #1 stated the resident | |
- could scoot the reclingr chair around the room

| and could reach the sink counter or dresser

f,‘ drawer and ¢hiain toitetries. |
" Interview, on 01/10/13 at 2:10 PM, with Licensed | } j
! Practical Nurse (LPN) #1 revealed she was i i
| assigned o Resident #8. She confirmed that | | i
? confused residents including Resident #8 were to { '
i have theirtoiletries locked in the bedside table :
l drawer, Further interview revealsd the residernt

l’ couid scoot and get to the sink and toiletries were
i not 1o be [eft out on the counter by the sink, She
! stated the nurses did rounds while administering
! medications and observed for toiletries belny out
! and she has had to remind the CNAS to lock up

 oiletries,
A

| Interview, on 01/10/13 at 3:30 PM, with LPN #3
{ revealed she worked the west hall where .
i Resident #8 resided. She stated some residents j
[ had to have toilelries ldcked ard secured and the |
; nurses should check to ensure this was dong l

— e

T et
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e e -
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N 19#, Continued From page 18§ N 194 |

[ during rounds. She stated, "ta be honest’, she
, had to clean up after the night shift CNAs who
: repeatedly left toiletries out,

|

f

| Further Interview with the DON, on 01/11/13 at

| 3:30 PM, revealed one of the ways they ensured | | l
the care plans were followed wag to hava the ;

l ranagement t@am use the CNA Assignment !

| Sheets as a reference when doing rounds. She | ;

. stated the CNA Assignmeant Sheets had specific f

| interventions to be followed for each resident |
including safety devices and Resident #8's ,

l Assignment $Sheet included an intervention for the '

l toiletrles to be locked up. She indicated staff ; |
needed to be more diligent with ensuring

| Resident #8's toiletrias were locked up.

N 21!51.J 902 KAR 20:300-8(7)(a) Section 8. Quality of
f Care

| (7) Accidents. The facilty shall ensure that
: (&) The resldent environment remains as free of

accident hazards a5 is possible; and

N219

I) Resident #8 did not have any issue with putting

toiletries in his mouth during the survey. Resident
condition is unchanged, Resident #8 physician and

| N21s j
|
|
[
) family were notified by the director of nurses that the

! ) toiletries were accessible ta resident during the period
. This requirement is not met a3 evidenced by: of 1/8/13 through 1/11/13. No new orders were noted.:
. Based on observation, Interview, record review,
| and review of facility's policy, it was determined Medical dircetor was made aware that the toiletries
j the facility failed to ensure the resident ‘ were availablc to the resident but the resident did not -
| enviranment remains as free of acoident hazards get them during the period of )/8/13 though 1/11/13.

| as is possible, No new ordered were noted.

! Observation on inltial tour on 01/08/13 revesled 2) A one time zudit of afl residents was made by the

| toiletries in residents’ rooms by the sinks adminigirator, director of nurses, agsistant director of

! accessible to wandering residents, nurses, and cducation manager on 1/14/13 1o identify

if core was provided 1o cach resident per thair

individualized plan of care, if toiletries was on
resident sinks and to identify any issue with toj letrics
being left at bedside that should not have been. Any
issues identified warc immediatcly corrected.

|
f fn addition, chservation during the survey
» revealed a boitle of No Rinse Body Wash

' Shampoo and Ingontinence Cleansar Spray and
- baby powder accessibie to Resident #8 who had

€ PORI
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N 219 Continued From page 16
} a history of placing toiletries in his/her mouth,

| The firdings include:

; Review of the facllity's "Personal Care Items

! Policy”, undated, revealed personal care itema
shoukd be bagged and kept In resident’s room to
i Include lotions, shampoos, conditioners,

| toothpaste, mouthwash, etc. and all residents
were provided with a bedside chest which could
i be used for resident's personal stoaraage.

1. Observation during initial tour, on 01/08/113 at
10:00 AM, revealed toiletries were in the following
resldent rooms accessible to wandering
residents;

r——

f Room 2 and Room 6 had baby powder on the
| bedside tables with a label which stated keep out
! of the reach of children.

|

| Room 24 had Vanilla Citrus White Tea Lotion on

| the bedside table with no lid with & tabe! which
stated keep out of the reach of chiidren.

1

1 Room 25 had baby powder with a label which

| stated keep out of the reach of children and No

| Rinse Body Wash Shampoo and Incontinence

| Care Spray which stated, keep out of the reach of
children and If swallowed gzt medical help or

! contaet poison control immeadiately in a basket at
f! the sink.

! Room 28 had Ale Veral Lotion in the window

| with & label which stated keep out of the reach of

childran,

|

Room 39 had Classic Splash Aftershave and Oid
Spice Deodoarant on the bedside table both with
i & labet which stated keep out of the reach of

!
[

the director of nurses, assistant direcior of nugses and
the education manager by 2/5/13 to identify any
resident not being supervised per their plan of earc to
prevent secidents and injurics; that all assistive

!
f .

N 210 f A one time audit of 15 residents will be completcd by
_f devices are eorrect and 10 identify any resident that js

not supervised.

A one time audit of all accident and incident reports .
form a period of 1/1/13 though 2/8/13 1o be completed
by regional nurse consultant, director of nurses,
assistant director of nurses or education managerto
identify any aceident and incident that occurred duc to |
not following the individualized plan of carc and/or :
duc to an issue with resident supervision, This will be !
completed by 2/11/13 and that the physician and

family were notified.

[
J Ditector of nurses, assistant director of nurses,
| educstion manager or social services manager to audit ;
! all care plans by 2/12/13 to identify that carc plan

| meets resident's individual needs and is correct, Any
’- issue identified will be immedintely corrected.

3}) Director of nurses, assistant director of nurses, or
education mansger to audit care being provided to at
least 10 residents cach week for 6 waeks; then 2 '
residents per week for 2 months to cnsure the plan of |
care is Hllowed, that no toiletrics are avaitable if

identified as an issus,

Administrator and exucation manager to complete a
walk through ! time daily; 5 days a week: for 4 wesks
beginaing week of 2/4/13 through all resident rooms !
to ensure residents arc being supervised; thar toilewies |
are not on sink; and that assistive devices are in place
per plan of carc; and thet no chemical is available to

'.
i
/ resident, if care plan prohibits this,

|

|
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N 21 9,! Continued From page 17 N 218 Education manger will re-cducate all nursing staff
pag ] : . X ; !
! hil | regarding supervision of regidents to provent accidents ;
i chlldren, I and injuries, following the plan of care, ensuring
! tojletries are off the sink. AceuMursa system,
|

i Room 32 had Calazime Lotion on the bedside ]
! table with a label which stated keep out of the

j reach of children,

H Director of nurses to sudit 5 records weekly for 4

[ Interview, on 01/08/13 at 1115 AM, with Licensed weeks beginning 2/11/13 w ensure care plan mects the

,' Practical Nurse (1.PN) #1, who was working the rcsident needs and hss: been updated with any changes

I west hall, revealed toiletries were to be placed in f and that the care plan is being followed,

| & bath basin and stored inside bedside tables and | |

,‘ kept out of the sight of wandering residents, She monthly to ensure the care plan is correct, being
stated there were five (5) wandering residents on | foflowed and that toiletries are being stared properly

ff and not on the sink. This is to begin the week of
;

|

Regional nurse consultant to audit at leagt 10 records

f the west hall.
2/113 for 3 months.

| (nterview with the Director of Nursing (DON), on

i 01/08/13 at 10:30 AM, revealed toiletries zhould

| be kept in residents’ drawers out of slght of

’ wandering residents and the managment team cducation manger, activitics/distary manager, social

I did rounds to ensure these items were in place. services manager, and MDS coordinator) will meet

| She stated thers were eight (8) wandering and weekly for 4 weeks beginning week of 2/4/13: then 2

: confused residents in the building who were able times per month for 2 months; and then monthly

! to wander into others rooms. ongoing to revicw all audit findings and make :
recommenations for fellow-up. This will be ongoing :

1
; l
[ until correeted.
|
|

4) Quality Improvement Team consisting of the
administrator, medical direetor, dircotor of nurscs,

I 2. Review of Resident #8's medical record

| reveated diagnoses which included Mental

: Retardation and Psychosis. Review of the

i Minimum Data Set (MDS) Assessment dated
1211412, revealed the facility assessed the

1‘

; 5) Date of somplisnce: 2/13/13
I resident as having severe impairmant in cognitive } f

{ i

} skills for decision making.
| Review of the Accident/incident Report with a ,’
date and time of incident ag 03/17/12 at 5:20 PM, [
revealed Resldent #8 had a spray bottle iabeled ( !
r f

f

| Personal Cleanser and had it in his/her mauth
i 8ugking on it. According to the Report, Poision
. Control was notified and the resident was given
i milk and house supplement to drink and placed
I'on every fifieen (15) minute checks with vital

i

; signs every hour for twelve (12) hours.

nome PORI1 If eenlinustion shaet 180f 34
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N 219" Continued From page 18

N 219

)
- Review of the Progress Notes, dated 03/17/12 at ;
| 6:30 PM. completad by LPN #2, revealed the [
' Polgon Control Center was notified and stated f
| Secura Personal Cleanser was not dangerous 4_
" even if two (2) to three (3) cunces were

‘ consumed, !

|
l
|
!
|
1
?
!
j Phone Interview with LPN #2, on 01/11/13 at 3:05 !
' PM, revealed a CNA who ne fonger worked at the ’
i facility had notified her the resident had a |
_I periwash spray botife in his/her mouth and staff ! J !
| was rot aware if the resident had swallowed any. | !
| She stated she called the Physician and the
Foigon Control Center, Further interview f
f revealed she notified the previous Directar of l
' Nursing (DON) who told her to esnure the (
resident's toilefries were out of reach, ] fI
| l
| |
fr

! Review of the Comprehansive Plan of Care,

! dated 10/08/12, revealed the resident had the
inability fo sense the need to urinate related to |

f cognitive impairment. The interventions included }

. keeping personal hyglene ierng locked in the top

] drawer including periwash, |ofiori, and deodorant, ’

Further review revealed a problem, dated l

} 10/02/12, which stated the resident had impaired }
cognition with shori and fong term memory loss [

’ and required asssitance with decision making.

| The interventions included assuring the dresser |
drawer was locked with personal items to include ’

! periwash, lotions, and deodorant.

| Observation of Resident #8, on 01/08/13 at 8:00 }

| AM, revealed the resident was in his/her room f

| 8ltting In a recliner chalr watching tefevision, ! |
‘ There was a basket by the sink across the reom ! ;
, which contained a bottle of baby powder with &

. label which stated to keep out of the reach of

j children. The basket also contained a bottle of

i
i
i
{
!

ettt
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N 219| Continued From page 19

j No Rinse Body Wash Shampoo and Incontinence
- Claanser Spray with a labe! which stated the

| producted contained Benzethorium Chloride

. 0.1%, external use only, if swallowed get medical

I help or call poison control Immediately. 1
| Further observation of Resident #8, on 01/10/13
- at 9:15 AM, revealed the resident was in his/her
| room sltting in a recliner chair. There was a

- bottle of baby powder and a bottie of No Rinse

f Body Wash Shampeo and Incontinence Cleanser !
: Spray on the floor to the jeft side of the recliner

| chair within the resident's reach. Interview, on

. 01/10/13 at 8:15 AM, with the DON who

| immediately entered the room at the surveyors

| request, revealed the toifetries should have been
| locked up in the resident's drawer out of sight

i
|
|
|
f

’ Interview, om1/10/13 at 8:30 AM, with Certified

i Nursing Assistant (CNA) #1 revealed she was

,! assigned to the resident. She stated Restdent

| #8's foiletries were to be locked up in the top

I drawar; however, these toilefries had been left out
| by accident, She stated she checked the resident
. earller in the shift and he/she did not nead

!' incontinence care at the time and she had not

i seen any toiletries out In the roem. She further

| stated the previous shift must have left the top

! drawer unlocked and she failed to check the

| toiletries drawer to ensure it was locked when she
! did rounds. She stated the resldent ceuld scoot

’ the recliner chair around thé room and could

| reach the sink counter or dressger drawer and

’ obtaln toiletries,

i
j intarview, on 01/10/13 at 2:10 PM, with LPN &1

! revealed she was assigned to Resident #8. She
! stated confused residents including Resident #8
were {0 have thelr toiletries locked in the bedside |
} table drawer. She further stated the resident |

|
|

}
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N z19| Contlnued From page 20 N 219
-coultd scoot and get to the sink and tolletries were
not to be left out on the counter by the sink,
Continued Inferview revealed the nurges did

_ rounds while administering medications and
! cbserved for tolletrtes belng out and she has had |
to remind the CNAs to lock up tolletries,

| Intarview, on G1/10/13 at 3:30 PM, with LPN #3

i revealed she aiso worked the west hall where

, Resident #8 resided. She stated some residents |

!' had to have tolletries locked and secured and the
nurses should check to ensure this was done.
She stated she had to clean up afler the night

; shift CNAs who repeatedly left toiletries out,

Further interview with the DON, on 01/11/13 at
3:30 PM, revealed the management team uzed

- the CNA Azsignment Sheets which had specific

. interventions to be followed for each resident tn

, do rounds and ensure safety devices were In
place as well as other Intgrventions such as
toiletries locked, She stated she was tinaware

| until this survey of Resident #8's history of placing |

| toltetries in his/her mouth and Indicated staff
needed fo be more diligent with ensuring the ;

| resident’s tolletries wire locked up.

N 276 802 KAR 20:300-10(5) Section 10, Dietary
| Services

N 276

i (5} Therapeulic diets. Therapeutic diats must be
’ prescribed by the attending physician.

; This requiremant s not met a5 evidanced by:

| Based on observation, interview and recorg
review, It was determingd the facifity failed to

i provide fond of the appropriate nutritive contant
! ag prascribed by the Physiclan for one (1) of
fifteen (15) sampled residents (Resident #8), The!
! facliity failed to serve Resident #6 the Physiclan's J

b e,

 N276

1) Resident #6 physicien and family were notifizd
immediately that regident had received tomato based
soup although she had an order for “no tomato
produets’’. No new orders were noted.

J Resident #6 dict order was changed par the physician
I and no longer has an order for “no tomato products”™,

{ The medical director wag notified of resident and that
| she had received tomato based soup and had an order |
| for “no tomeato products”. No new ordered were

[ noted,

nrEy
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- , 2y Dietary manager to andit all diet orders by 2/4/13
ordered diet as the resident was observed to to identify that dietary department is serving all diets
[ have tomato-based vegetable soup on the per the preseribed physician’s order. Any issue
: evening meal tray on 01/08/13, in spite of the identified will he immediately corracted.,
Phys:c%an s wrder for 'no tomato praducts”. :
[ ; Adsrinistzator, direotor of nurses, assistant divector of
The findings Include: “nurses, education menager, and/or dietary manager
will complete a one time auvdit of every tray served at
Review of the clinical record revealed the facility one meal by 2/7/13 to identify any issuc with tray card |
: admitted Resident #6 on 10/11/12 with diagnoses directions, resident dict order, and what is served 1o
' which included End Stage Renal Disease. resident, Any issues with tray card not matching
. Review of the Physician's Ordar, dated 12/06/12, physician prescribed dict order and resident receiving
| ravealed the following dietary restrictions: No | | the physician prescribed dict order will be
tomato preducts, no orange juice, no oranges, no } immediately corrected.
potatoes, and no bananas. 3) The education manager will re-cducate all staff
| Obgervation of the evening meal service, on ! ;?fiﬁlir?ﬁa?::?egypcha}rrilS;?t?\ﬁcgjofgroﬁrf;:?rzdm
01/09/13 at 355 PM, ’revealed Res{dent #6 was ’ ensure that it is correctly scrved and that &lf resident
i served the meal tray in the resldent's room. receive carc and diet per the physician order, This !
Continued observation revedlad the meal | will be completed by 2/11/13,
included what appeared to be a tomato-hased |
vegetable soup. Review of the meal ticket Dietary manager witl re.educate all dietary staff :
t;?veallfd no dietary restrictions were printed on tegarding procedures to ¢nsure that plysician
i the ticket. preseribed therapeutic dict i3 recorded in the dietary |
; department and served to the resident as ordered, This |
| Interview with the Consuitant Dletician, on will be completad by 2/11/13. '
[ 61/09/13 at 6:00 PM, revealed distary restrictions :
ordered by the Physiclan should be on the tray Ditector of nurses, assigtant dirgctor of nurses, charge
! teket. nurse, and dietary manger to audit at jeast 10 travs a
| day; for 5 days cach week for 4 weeks to ensure that
| During interview on 01/09/13 at 6:05 PM, the diet is served correetly per physicians order and that
! Dietary Manager confirmed Resident #6's dietary the tray card Is correct
;!;393: ;';t ;g:l dl:.‘la‘??ifé OS':’ the Physician's orc%er She A Dietitiatt to complete a monthly audit of 19 records
ctikd not have received the L . 1
! and trays to ensure that physician order is reflected on
vegetable soup, which was tomato-based, She the tray card and that prescribed diet is being served
further stated the restrictions should have been Y P g ’
on the tray ticket, and the food checked for ' !
] accuracy, first by the cook, then by the aide. '
Cantinued interview revealed she could not say |
why the restrictions were niot nated on the tray i r
ticket, but acknowledged there was ro way for F I {
[
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N 276 Continued From page 22 N 276 4) Quality 'mprovement Team consisting of the

i . administrator. medical director, director of rurses,

f the cook or the aide to know the wrong food was | education manger, activitics/dietary manager, social

: served without an accurate tray ticket. i scrvices manager, and MDS§ coordirator) will mect

] . ! weekly for 4 wecks beginning week of 2/4/13: then 2
Interview with the Director of Nursing (DON), on | times per month for 2 months; and then monthly
01/11/113 at 4:40 PM, revealed she had ! ongoing to review all audit findings and make .

: Investigated the incident and had determined the I' recommendations for follow-up. This wilj be ongoing |
nursing staff had failed to send the proper ' until corrected, , :
communication to the kichen regarding the " sp , I

; dlelary restrictions for Resident #6. She further ) Date of compliance: 2/15/13

| stated the restrictions had been discussed in an ! {

J Interdisclplinary team meeting attended by the i

! Dietary Manager, and an opportunity to identify l

" and correct the error was missed. I i

! | :

N 313! 902 KAR 20:300-14(4) Section 14, Pharmacy | N313 o
i Services
) ] ) 1) No specific resident was identified. All residents
{4} Labeling of drugs and blologicals. The facillly ! have the potential to be offested.

: shall label drugs and biolagicals in accordance |
with currently accepted professional principles, 2) Director of nurses and education manager to andit
and include the appropriate accessory and medication rooms 2 times a woek for 4 wecks

i cautionary [nstructions, and the expirations date. ‘ bezinning week of 2/4/13 to craure that all narcotics
This requirement is not met as evidensed by: J . are stored and counted per state and federal laws,

Based on obsarvation, Intervlew and review of !

: facility's policy, it was determined the facility falled | Director of nurses and education manager to auditall |
to ensure all medications were labeled, to include medication rooms 2 times & week beginning week of
the expiration date, in accordance with currently l 2/41"!3 to cnsure tmperature of.the medication

[ acuepted professional princlples. In addition, ? refn.gcr?}tars are within appropriate parameters to storz .

| medications were not stored appropriately f medications.
zccording to facility policy. Observation of the : . .
medicaﬁgn reg'rge?a?or on the East Hall refvealsad o Ed;;.%"’?;dm“?gﬁr “,’fe'ed“cm:'f' L;ce"lsfd nursing

a multi-dose vial of Tuberculin serum had bean i ::“ regarcing lol owing state and federal laws for

; \ orage of and locking of narcotics, This will be

opened more than thirty (30) days prior, Also, . comploted by 2/10/13

foed items ware noted stored In the: refrigerator '
i with the medications, Education manager to re-sducate licensed nurses

. regarding medication storage temperatures be kept at
' The findings Include: manufacturcrs recommeandations: this will be
! ! completed by 2/1 1/13,
! Review of facility's policy titled "Storage and
i Expiration Dating of Drugs, Biologicals, 8yringes f f*
bk PORT B comimuaton sheel 23 of 24
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| and Needles", dated 12/01/07, revealed the [
| following: "Once any drug or biological package |
| 18 opened, the facillty should follow

i manufacturer/supplier guidelines with respect to

1 explration dates for opened medications.”

| Continued review of the policy revealed food was

* not to be kept in the refrigerator where drugs !

| were stored. i
f Observation of the medication refrigerator on the !
| East Hall on 01/03/13 at 5:00 PM, revealed an I
" open vial of Tuberculin serur was dated I

|

| 1172112, Continued observation of
manufacturer's label revesled the medication

| should be discarded thirty (30) days after

| opening. Further observation of the refrigerator
raveakad three (3) cups of chocolate milk were

; stored in with the medications,

| During interview at the time of the abservation,
the Nurse Educator confirmed the vial of

f Tuberculln serum had been opened longer than

| thirly {30} days, and shouid have been discarded

" Continued intarview revealed all food products

| should have been stored in the pantry

i refrigerator,

Interview with the Reglonal Nurse Consultant, on

,[ 01/08/13 at 6:05 PM, revesled opened

J medication vials typlcally should be discarded
after thirty (30) days, or after twenty-alght (28)

| days for imsllin. She algo stated food was not to
be stored in the medication refrigerator.

|
|
)
|
|
|

e

Xann . SUMMARY STATEMEMT OF DEFICIENCIES ! " : PROVIDER'S PLAN OF SORREC TICN i -
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f | DEFICIENCY) f
, N 313 Reglonal nurse consuftant will re-educate the director

of nurses, assistant director of nurses, and ¢ducation
manager regarding the storage of biologicals, dating

| opened medications, noted to be storcd in refrigerator;

f and following manufacturers recommendations for all '

| opened medications by 2/11/13.

Pharmacy reprasentativa to audit both medication
| rooms and miedication refrigerators Tor expired or
| undated opened medieations by 271 1/13, ‘
1 E

Director of nurses to audit afl medication refrigerators
2 times a weck for 4 weeks, beginning week of 2/4/13, |
to ensure all medications are dated if opened and ‘

l ,
{ discarded per manufacturers recormumendarion, and that -
} there is no food ftems present. :

i TEducation manager to audit once a week for 4 weeks
! beginning week of 2/4/13madication and treatment
; carts to ensure opened liquids are dated and disearded

’ per manufacturcr™s recommendations,

4} Quality Improvement Team consisting of the
{ administrator, medical dircetor, divector of murses,
i education manger, activities/dietary manager, social
services manager, and MDS coordinator) will meet
weekly for 4 weeks beginning week of 2/4/13; then 2
times per month for 2 months; and then monthly
ongoing o revicw all audit findings and make
recommendations for follow-up. This will be ongoing |

until eorrected.

f

5) Date of compliance: 2/15/13

o ————
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PRINTED: 01/25/2012

DEPARTMENT OF MEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES omgorfg ’é’;ﬁ?%‘éS?
1 STATEMENT OF DEFICIEM E,
AND PLAN OF CORREGTION S | V) ORI xS ERELA o UULTIRLE ConsTRuGTow ey
A BUILDING O1.Mam BUILDING o MPLETED K

B owne
185236 T —— 01/10/2013

STREET ADORESS, CITY, STATE, 2P cGoR
420 EAST GRUNDY AVENUE

MNAME OF PROVIDER oR SUPPLIER

SPRINGEIELD NURSING & REHABILITATION CENTER
SPRINGFIELD, KY 40089
(Xa) 1o 1 SUMMARY STATEMENT OF DEFICIENGIES , D E PROVIDER'S PLAN OF CORRE ’ ) ,
Freax | (EACH DEFICIENCY MyST BE PRECEOED &Y Fut) ' pRER (EATH CORRECTIVE ACTION SH&K%“BE ! cmmgl(.?no&
TAG | REGULATORY OR Lsc IDENTIEYING iINFORMATION) i TAG CROSS-REFERENGEL TO THE APPROPRIATE |  oaT
! j DEFICIENCGY) {
i ] !

I : , !
K000 | INITIAL COMMENTS ' Kooo,
; ! ‘
' CFR: 42 CFR 483.70(a) | ,f!

f BUILDING; 01 , ’.’ |
; PLAN APPROVAL: 1968 ; : l'
| SURVEY UNDER: 2000 Existing |

[ FACILITY TYPE: SNF/NF | !
l m& OF STRUCTURE: One (1) story, Type ' :

/¢ I
i SMOKE COMPARTMENTS: Three (3) smokea i I

; compartments [ [
FIRE ALARM: Complete fire alarm systam with f’ ; _ !
! smoke detectors I , :

. i [

| SPRINKLER SYSTEM: Compiets automatic dry I {
| sprinkler system, | :
i

| GENERATOR: Type Il generator. Fuel source js | ;
- Natural Gas with a ietter of raliabiity, j i

A standard Life Safety Coge survey was I ;
| canducted an 0111013, Springfield Nursing and | J
Rehab was found not to be in compliance with the ! i
f requirements for participation in Medicare and | '
i Medicaid. The factlity 1s certified for seventy (70) | | }
' beds with a census of fifty six (56) on the day of | ; |
’ the survey, i ! !

|

{ The findings that follow demongtrate i _1
- Noncompliance with Tltle 42, Code of Federa) { I ]
| Raguiations, 483.70(a) ot seq. (Life Safely from ; j |

J‘ Flr@) { |
LAEORA‘I“OR‘;’ OIRECTOR'S oR PROVIDER/SIPD [ER REF’R&TSENTA’EWE'& SIGNATURE
A
- Dot Aoy 2/i4/13

“oqrsm partisipation,
¥ continuaten shem Page 1of33
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PRINTED: 01/25/2012
FORM APPROVED
OMEB NO. 0938 0391

STATEMENT OF DEFCIENCES

{X2| MULTIPLE CONSTRULTION (X3) DATE SURVEY

i (X1) PROVIDER/SUSRL 1ER/CLY
f AND PLAN OF CORRECT,0n ! IDENTIFICATION NU&E%IEE;A COMPLET,
! ABULONG o1 _pam BUILDING: 01 e
185338 R — 011012013
Or
NAME OF PROVIDER OR SUPPL IR 8TREET ADORESS, Ciyy. STATE 2ircong
SPRINGFIELD NURSING & REHABILITATION CENTER <20 BAST GRUNDY AVENUE
SPRlNGFiELD, KY 400s0
{Xd) ID SUMMARY STATEMENT OF CEFICIENCIES D PROVIDER'S PLAN OF ¢ T * .
PREFIX | (FACH DEFICIENCY MuST B FRECEOED BY 1, PREFIX | (EACH CORR&C?L!V& A%Ens?\lagpsgur'_%h‘as caw':fé’mw
TAG REGULATORY OR LSC IDENTIEY g INFORMATION) TAG CROSS-REFERENGED T0 THE APPROPRIATE | oate
j ; DEFICIENGY) i
o f *
K000 ' Continued From page 1 K 000
| . Ko2s
! . 88=E

,i' Deficiencles were citeg with the highest
- deficiency identified at £ leved,
K 025! NFPA 101 Lipe SAFETY CODE STANDARD

S$=E {

I floor. Dampers are not required in duct
- Penetrations of smoke barriers in fully ducted
(19.3.7.3,193.75 19163 19.1.6,

J

;
!

| This STANDARD s not met as evidenced by

. Based on observations and Interview, it was

[ determined the faciity failed to maintain smoke
[ betwesn smoke Compartments in accordance
with NFPA standards. The deficiency had the
! potential to affact two (2) of three (3) smoke

compariments, residents, staff and visitors. Tha

facility is certified for severly (70) beds with g

census of fifty six (56) on the day of the survey,

: The findings include:

- Qbservations, on 01/10/13 between 12:00 PM
'! and 1:00 PM, with the Malntenance Director

; revealad the smoke barriers, extending above the f
| ceiling had penetrations of plpes and wires. The .
. penetrations were not filled with 2 materlal rateq f

| heating, ventilating, and air cenditioning systems.
4 ;

barriers that would resist the passage of smoke

!
! NFPA 101 Life Safety Code Standard
K 025{ Smoke Barrier Penctrations

1} No specific residents were cited i the

; statement of deficiency as having been affected;

- howecver, on the date of tijs inspection the

_! ccnsus was 56.

' 2) Anaudit was completed by the Maintenance

I Manager on 1/15/2013 to tdentify any other arcas
| of smoke penetration in the attfe,

' No other areas were noted.

l 3) Maintenance Manager fixed the smoke

. barrier, extending above the cciling locatad on

.’ the east hall by the nursing station that had

{-' penetrations of pipes and wires, The
penetrations have been filled with a material

rated equal to the partition and now €an resist the

passage of smoke, This work was completed on

1/15/13, Maintenance manager checked all areas

' of the attic to ensure that no other areas necded

| repalrs regarding smoke penetrations. No other
areas were identified. This work was complcted

| on 171513,

1 The adminjstrator re-educated the maintcnance
| manageron 1/15/13 regarding the need for

, ongoing inspections of the atiic to check and

' repair smoke barrier penetrations issucs and
repair, as identified. Documentation of
Inspections and action taken wil| be completed

! and maintained by the maintepance manager by
| utilizing the TELS system, ,

) continuation shee) Page Zaf 33
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 0M/25/2013
FORM APPROVED
CMB NO, 0938-0391_

CENTERS FOR MEDICARE & MEDICAID SERVICES

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/C)
AND PLAN OF CORRECTION IDENTIFICATION NLIMBER: COMPLETED
A BUILOMNG o7 - MAIN AULDING i}
3 B, WING
- _ 185236 e o, 01/’!0/2913
NAME OF PROVIDER OR SURBLER STREET ADDRESS, ciTy, STATE, 2ir copg
SPRINGFIELD NURSING & REHABILITATION CENTER 420 BAST GRUNDY AVENUE
_ SPRI?\EGFM’-ILB, KY 40089
1
(X110 ! SUMMARY STATEMENT OF DEFICIENCIES FROVIDER'S P an OF CORRECTION :
PREFIX (EACH DEFICIENC Y MUST BE FRECEORD by pyiy PREE: ' (EACH CORRERTIVE AtTION gwgzm RE mw{’ﬂ'ﬂm
TaG | REGULATORY OR Lsc IOENYFYING INFORMATION) : CROBS-REFERENCED T6 TWE ABPROPRIATE I oty
’ i DEFICIENG y) |
[ | ;

)

K025 | Continued From page 2
| ©qual to the partition ang could rot regist the

! partition with the penetrations was in the East Hall |

by the Nurse’s Statian,

- Interview, on 01/10/13 betwaen 12:00 BM and

I 1:00 PM, with the Maintenance Director revealed

i he was not aware of the penetrations,

' Interview, o 01/10/13 at 4:00 PM, with the
| Administrator revealed she was aware of the

; Tequirements for smoke barriers but not aware of

j the penetrations.

]
f

| Reference: NFPA 101 (2600 Edition).

i
' 8.3.6.1 Pipes, conduits, bus ducts, cables, wires,

| 2 ducts, preumatic tubes and ducts, and simiiar |

. bullding service equipment that pags through
{ floors and smeke barriers shall be protecteq as

i follows:
I () The space between the penetrating fem and

. the smoke harrier shall

| 1. Be filled with 2 materia) capable of maintaining

: the smoke resistance of the smoke barrigr, pr

'2, Be protected by an approved device designed

,‘ for the specific prpose, _
(b) Where the Penetrating item uses a sleeve 1o

| penetrate the smoke barrier, the sleeve shall be

; solidiy set in the smoke barrier, and the space

! between the item and the sleeve shall

- 1. Be fillad with 5 material capable of maintaining |
i

| the smoke resistance of the emeke barrier, or

i
I

Ko2s] Administrator to audit the TELS system

1 (electronic documentation system) weekly

* ongoing to verify that inspections are occurring
| and that all smoke barriers are jn piace per state
1 and federal regulations. Th is weekly audit will
* begin the week of 1 12972013,

i
i 4.QA team consisting of at |east the
' Administrator, DON, ADON, Maintenance

| Director and Medical Director to meet weekly x
4 weeks beginning the week of 2/4/20 13, then at
! least monthly ongoing, to review audit findings
| and revise plan as needed.

[ 5 Date of Complction: 2/22/13

j ;
;" |
’j
|
j

It continuation sheet Page 3 of 33
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CENTERS FOR MEDICARE & mEpicap SERVICES OMB NO. 09380561

STATEMENT OF GEFICIENGIES (X1) PROWDERISUPPLIEH/CLIA (X2) MULTIOLE CONSTRUCTION (X3) OATE suRVEY

AND PLAN OF CORRECTION JOENTIFICATION NUMBER, -
ABULDING 01 - maIN BULDING o1 COMPLETEO

B . WiNG
185338 L T—— 01/10/2013

NAME OF PROVIDER OR SUPRL IR STRERT ADDRESS, GITy, s7a1E, 20 CooE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABIL!TATION CENTER
SPRWGFIELD, KY 4poas
x40’ SUMMARY STATEMENT OF DEFICIENCIES : [} ' PROVIOER'S mLAN oF CORRECTION ; Z
PREFIX | (EACH OEFICIENCY MUST 3E PRECEDRD By Fuy ' preeix | (EACH CORRECTIVE ACTION SHOULO BR ' coméﬂ,mrv
TAG REGULATORY OR (50 IDENTIEYING INFORMATION) : TAG ' CROSS-REFERENCEQ TO THE ARPROPRIATE ; OATE
j ! j DEFICIENCY) |
K025 Continued From page 3 ! Kogsi !
" 2. Be protected by an approved device designed i ; !
! for the specific purpose, ) ‘ j
() Where designs take transmission of vibration | i :
Fintg consideration, any vibration isolation shall | \ !
i 1. Be made on either side of the smoke barrier, or ;
2. Be made by an approved device designed for ! . '
! the specific putpose, ; ;
K 029 NFPA 101 LiFg SAFETY CODE STANDARD , K 029° K029
88=F ! f §3=F

I'One hour fire rateq construction (with % hour | i .
i fire-rated doors) or an approved automatic fre ) ; ' ‘
j i fet Standarg i
. extinguishing systam in accordance with 8,41 | ! gl::ﬁ‘aég{; DLoi:rfin dySecI;c:;osers !
' andlor 19.3.5.4 protects hazardous areas. When i i
i the approved automatic fire extinguishing system 1) No specific residents were cited in the
option is used, the areas are separated from ; £ defiol having been affected:
| other spaces by smoke resisting partitions and i j Statement of deficiency as having been :
dours. Doors are self-closing and non-rated or | ' however, on the date of this Inspection the
| fleld-applled protective plates that do not excesd | census was 56.
48 inches from the battom of the door are i .' ) o _
! 3.2.1 - 2) No other residents wera tdentified ag having
| been affected: however on the date of this
’ ; | inspection the census was $§,

! !
" 3) Maintenance Manager has ordcred a pew 45
j minute fire rated door for the axygen storage

jl This STANDARD is not met ag evidenced by: room, as well a5 a 45 minute fire rated door for

* Based on obsqrvapion and interview, it wag | | the office door of the housckeeping supply room.

| determined the facility failed fo meet the ! | Selfclosers have becn ordered and will be

| peaurements of Protection of Hazards in 5 ' installed as soon as they are available on the

' 8ccordance with NFPA S!andardﬁ. The i following doors that were cited out of

| deficiency had the potential to aﬁ“ec.t three (3) of corrtpliance: activity room, 2 linen closets, and
three (3) smoke com partments, regidents, staff o | This work will be

: ; g I ; housckeeping SUpply room. This wi

i and visitors. The facility is certifiad for seventy i completed by 2/20/13. Maintenance mas ager

(70) beds with 2 census‘, of ﬂ»ﬁy Six (58) o the day | hecked all other enclosed areas (o identify any

} of the e Ny facity failed to P de ! gther doors which need self-closers and/or fire

| par-closing devices for doors protecting ! ! rated doors. No other areas were identified,

hazardous areas, ! '
. | ;

I | !
. j |
Evont 10: pORI Facithy {D: 100412 If contingation #heet Paga 4 af 33
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PRINTED: g 1/R5/2013
FORM APPROVED

OMB NO, 0838-0391

DICARE & MEDICAID SERVICES

(X2 MULTIPL 2 CONSTRUCTION

{X3) DATE SurvEy

K029 | Continued From page 4
y The findings include:
i

,'- Observation, on 01/10/13 between 12:00 PM and i
. 4:00 PM, with the Maintenance Director revealad

I'rooms requiring self.closing or contalning a
i hazardous amo

[ reoms were ideritified as:

I'1) Activities Office
1 2) Housekeeping sUpply
'3) Closet in Mousekeeping Supply {aiso had

| unrated daor)
4) Two (2} Clean linen closets in tha Laundry
)

| (90th had unrateq doors
|
!

’ Interview, on 01/10/13 between 1 2:00 PM and

[ 4:00 PM, with the Maintenance Director reveajed

 they were not aware the doors to these rooms
| were raquired to be seif-cioging.

| Interview, on 01/10/13 at 4:00 PM, with the
- Administrator revealed she was not aware the
[ doors to these roorms were required to be

| self-closing.
!

l
j
18.4,1.3
Doors in barriers required to have g fire

 resistance rating shayl have & 3/4-hour fira
 protection rating and shali be self-closing or
!

unt of combustibles d'd not have
' self-closing device to keep the door clozed. The

' 5)  The Oxygen Room Door was not ratad, !

1

|
j

!

i
!

!

STATEMENT 08 oeglan;vc.'Es (X1 PROVIDER/SUPPLIERIGL 1A
AND PLAN OF CORREZTION IFENTIFICATION NLvBER: COMPL
! ABULDING ¢, MAIN BUILDING 01 HPLETED
185336 B wne — 01/10/2013
NAME OF PROVIDER OR SUPPLIER STREET AGORESS, CTY, STATE, Z copg
420 EAST GRUNDY AVENUE
PRINGFIELD NURSING & REHA LITATION CENT.
S REHABILITATION CENTER SPRINGFIELD, KY 40069
(X4)ID | SUMMARY STATEMENT OF DEFICIENGIES Poom FROVIDER'S PLAN OF CORREG TN e
PREFIX (EACH OBFICIENGY MUST BE PRECEDED By Fupp © PREFIX (EACH CORRECTIVE ACTION SHOULY 8 ! eouBETion
TAG REGULATORY OR Lsc IDENTIFYING INFORMATION) | Tas | CROSS-REFERENCED To THEAPPROPRIATE | nare
! : ) DEFICIENCY| |
| f : !
! | .
- 028, &) The administrator re-educated the

maintenance manager on 1/15/13 regarding the
need for rated fire doors and gejr clozers,

Maintengnce Manager will inspect 411 enclosed
areas to ensure all have Appropriate rated doors
and self closers, Documentation of inspections

convened to analyze and recommend any further !
interventions and actions as deemed appropriate, |

4. Date of Completion: 2772/ I3

FORM COMS-2587(02.59) Previous Vewslons Obsniptg
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FORM APPROVED
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICPENCIES (X1) PRDWOER!SUPPLPER"CLIA X2 MULTIPE Co TI0
AND PLAN OF CORHECTFC?N IDENTIF ICATION NUMBER: e g NeTRUC N (XB,(:D&EE’?EQFRE"L')EY
ABULOING o1 _pram BLILDING 01 '
B. WiNG
185336 R 01/10/2013
NAME Of PROVIDER OR SUPRLIER STR&‘ETADDRESS. CiTY, QTATE. EIFCOQE
SPRINGFIELD NURSING & REMABILITATION CENTER <o CAST GRUNDY AVENUE
SPRINGFIELD, Ky 40069
1
(X SUMMARY STATEMENT OF DEFICIENCIES ; (in ! PROVIDER'S pLaN of CORRECTION ; "
PREFIX , (EACH DERICIENCY MusT e FRECEDED &y Rl I PREEX {EACH CORRECTIVE AcT1ON SHOULD Bg i comgf'éjrm
TAG REGULATORY OR LeC IDENTIFYING INFORMATION) oTAs CROSS-REFERENCED 10 THE APPROPRIGTE | oate
f } E- OEFICIENCY} ,

K o0zg! Continued From page 5
[ automaiicﬁlosing In accordance with 7.2.1.8,

i
i"
~ Referance:

|
; NFPA101 (2000 Edition),

| 18.3.2 Protection from Mazards.
18.3.21 Hazardoys Areas, Any hazardous aregs

| shali be safegquarged by a fire barriar having a

. 1-hour fire resistance rating or shail he provided

| with an automatic extinguishing system

: accordance with 8.4.1. The automatic

[ following:
- (1) Boiler and fuel-fired heater rooms

[ (2) Centraifbutk laundries targer than 100 2
8.3 m2)

| (3} Paint shops
- (4) Repar shops
| (5) Solled linen rooms
(6) Trash collection rooms
,’ 7) Rooms or spaces targer than 50 fiz (4.6 m2),
. Including repair shops, used for storage of
f combustible suppiias
: &nd squipment in quantities dasmeg hazardous
' by the authority having jurisdiction
1 (8) Laberatories employing flammable ¢
‘ combustible materials in quantities less than

————

e Tt e

!

i

K 029 ;!

I

|
[

i

————

FaciRly I} 100412

e,

f
j
J
_!

|

If cantintation shaet Page 6 of 53

SORM CMS.2587; 02-8%) Previous Varslang Obeolals

Evenl It PORIZY



FRINTED: ¢ 1/25/201;

DEPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVES
CENTERS FO MEDICARE & MEDICAID SERVICES OMB NO, 0938.0391
STATEMENT OF DEFICIENGIES X1l PROVIDER/SUPSL IER/CL 1A X2) MULTIPLE CONSTRUGTION '
AND BLAN OF CORRECTION ( IENTIFTATION NUMBER: o) i (KS}(?;&LSEUT?EEY
A BULDING 01. maIN BUILDING 01
B. WG
_ 185338 01/16/2013
NAME OF PROVIDER OR SUPPLEER STREET ADORESS, CrTy, STATE, ZiP cOnE
420 EAST GRUNDY AVENUE
SPRINGFRIELD NURSING & REHA&IUTA 10N CENTER
T Sf’RH'\I‘fSFI’i-ZLZZ!I KY 4008p
X0 | SUMMARY STATEMENT OF DEFICIENGES ‘ ] PROVIDER'S p
F(-RE)FIX j (EACH OERICIENCY MUST BE PRECEDE( BY FuLp ' PH?F!K : v “AN OF coRR feTIon.. |
TG | REGULATORY 1R Lag IDENTIFYING INFORMATION) , e | Ko4y
] ; L 85=D
NFPA 101 Life Safety Code Standard

!

K 029! Continued From page 6 | Ko2g! Exit Signage

! those that would pe considered a severs hazarg, + 1) No specific residents were citeq jn the
"Exception: Dogrs in rated enclosyres shall be i
| permitted to have nonrated, factory or : !
i fleld-applied | | Census was 5§
' protective plates extending not more than
[ 48in. (122 cmj above the bottorn of the doaor. , 2) No other residents were identified as having

K047 ' NFPA 101 LiFE SAFETY CODE STANDARD | Ko47 F been affected; however on the date of thix
§8=p! ! ingpection the Census was 58,
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i filumination alse served by the emergency lighting " from our electrical vendor; AM Elcetric Co. to
system,  18.210.1 | drop slectricity into the kitehen in order 1 instal|
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| This STANDARD i not met as evidenced by: | I i

; Based on observation and Interview, it was | require exit signs, No other areas were

! determined the facility failed to ensyre exit signs | | dentified. The electrician work will be
irtai i j Completed by 2/21/13,

3

3

3
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s |
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= |
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| standards. The deficiency had the potential to
i affact one (1) of three (3) smoke compartments, ,
. residents, staff and visitors, The facility is certfifiad i

3) The administrator re-educated the
maintenance manager op 115713 regarding the
necd for exjt SIgns in the kitchen area.

for seventy (70} beds with 3 census of fifty six !

(58) on the day of the SUrvey. The facility failed to i Maintenance manager will inspect al) exit
! eNsure exits were tlearly recognizable with , | signage to engure it 1510 placePrhijs plan of
} | correction for monitoring compliance will pe

i Proper exit signage.
|
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] The findings Inelude: }
1
| Observation, on 01/10/13 at 3:06 PM, wit he !
- Maintenance Diractor revealed the exit doprg I
| located In the Kitchen did not haye a exitsign |
- above the door making the path of &gress cleary
| recognizable,
‘ |

]

| Interview, on 011013 at 3:06 PM, with the
i Maintenance Diractor revealsd he was not aware

3
=]
s
g
g
(=
e
S
[1:]
. w)
ot
5
Z
3
b
Q
<
43
g
£F
3

committee for ensuring on-going compliance for
the next 3 months, T fat any time concerns are
identified during this fronitoring process, the
Quality Improvement committee will he ‘
convencd to analyze and recommend any further
’ interventions and actions as deemeq Bppropriate,

| 5. Date of Completion: 2/22/13

i o o m—
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FC MEDICARE & MEDICAID SERVICES

(X2) ML TIPLE CONSTRUCTION (X3) DATE syRvEY

STATEMENY OF DEF?C’ENCIES {X‘S) F’QOWQEHI‘SUPPUEREUA
ANDPLAN OF CORRECTION fﬂENTlFlCATPON NUMBER: COMF’LETEO
A BULBING 01 .- MAIN BU'LE”NG 01
185336 N 01/10/2013

NAME OF Provioer or suphusﬁ
SPRINGFIELD NURSING & REHABILITATION CENTER

STREETAOORESS, CITY. STATE, 2iIF cooe
420 EASY GRUNDY AVENUE

SPR!NGNELD, KY 4008n
Xayo | SUMMARY STATEMENT OF DEFICENG S o PROVIDER'S PLAN OF CORREGTION ! 3
PREF X (EACH OEFICIENCY MUSTBE PRECEOED BYFULL | PrERIXY | (EACH CORREZCTIVE ACTIQ NRsRHoum BE ' cmmﬁéﬁ—m
TAG | REGULATORYORLSC IDENTIFYING MEORMATICN) T orag CROSS-REFERENCED TO THE APPROPRIATE ! Dar
f ! UEFICIENGY) |
I ] i
K 047 { Continued From page 7 I K47
i the exits did not have proper signage. i j !
! Interview, on 01/10/13 at 4:00 PM, with the i j
| Administrator revealed she was Notaware the | i :
- exits did not have proper signage., ! ; i
j | ; ,f
r‘ | f i
! ;
_! Referance: NFPA 101 (2000 edition) ' é i
! ; i
; 7.10.1.2* Exits, Exitg, other than maln exterior | i
. | | Koso
" exit dOOl'S ’ ’ 552}:«'
j that obviously and clearly are identifiable as exits, | P
f b
' shall be i ! nggrﬁ;fe Safety Code Standard
| marked by an approved $ign readiy visible from i I & Lrils :
- any direction i ! . . o
; ofngxrt access. i i 1) No specific residents were cited in the
' K050 ; statement of deficicncy ag having been affected:
! llowever, on the date of this ins;:ectiqn the

K 050/ NFPA 101 LIFE SAFETY copE STANDARD

88=F
| Fire drills are held at unexpected times under

that drills are part of established routine,

| Respensibility for ptanning and cenducting drills is

| assigned only to competent parsons who are
qualified fo exergise leadership. Where drills are

| conducted between g P and 6 AM a coded
announcement may be usad Instead of audible

.’ alarms, 19712

i
| This STANDARD i$ not met as evidenced by
i Based on interview and fire drill record review, it

{ wae determined the faciiity faited to ensure firg
| drils were canducted Quartarly on each shift at

CEnsus was 56,

—

! 2) No other residents were identified a5 having
been affected: howover on the date of this
inspection the census was 56,

———,

3) Administrator reviewed the fire drij]
regulations on 1/11/13 for fire drillz at
unexpected times for all shifis; administrator
found that the facility noncompliance was that
fire drills at unexpected times are required over 5
12 month period must have a 2 hoyr span of time
throughout the different shifts. The maintenance
manager was performing firc drils more thap
required by regulation; however, the time framc
with 2 2 hour span was the arpa of

| noncompliance,

FORM CM&-QS&?{E?L"SQ} Pravious Varsions Obeolers
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D P, 2 RDENTIFICATION NUMBER: i
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185336 > wing 0110/2013
NAME OF PROVIDER OR SUPHL R STREETADDRESS, Crry, STATE, ZIp COLE
420 EAST GR UNDY AVENUE
5F’RINGFIELD NURSING 8 REHABILITAT R
_ ABILITATION GENTE SPRINGFIELD, KY 400ag
X410 | SUMMARY STATEMENT oF CEFICIEN IES i o PROVIDER'S PLAN GF CORRECTION ! ()
FREF - (EACH CEFICIENCY pMUST BE PRECEDED BY FLILL i PREFIX | (EACH CORRECTIVE ACTION SHOULD BE y SORPLETION
TAG | REGULATORY ORLsc IDENTIFYING INFORMATION) I TAG ’; CROSS-REFERENCED TO THE APFROPRIATE | oatE
; PEFICIENCY) :
! i !
f ! :

!

! ! I

K 050;- Continuad Fram Page 8 { K 050 4) The administrator re-cducated and traied the
' | maintenance fmanager on J/15/13 regarding the

unexpected times, in accordance with NFPA ;
ici ' ! . need for a fire driy) calendar/schedule to be

! regidents, staff ang visitors, The facility is certifieq f
 for seventy (70) beds with a censiug of fifly six ! | fire drill schedule was developed for 2017 wi
56) on the day of the survey. The facility failed to i ! the 2 hour span inclyded, T’hf mafgteignicwm

ensure the fire drills were conducted at ; manager will implement ) schedule with the
j unexpeacted times Guarterly, { tf;rst fire dri‘H of 2013 being conducteq 173113
! ) " | e fire drill schedule wiif be reported to the
! The findings Inchude: : quality improvement committcepwhere results
‘ will be reviewed and tonitored by the quality
’ improvement commyjttee for ensuring on-going
compliance for the next 2 months. Ifat any time
concerns are idantified during this monitoring
Process, the Quality Improvement committee
will be convened to analyze ang recommend any
further interventions and actions as deeiiag

[ ppropriate.
!

| Review of the Fire Drill records, on 01/10/13 gt

| 2:13 PM, with the Maintenance Directot revealed

| the faciliy faiteq o conduct fire drilis af

| Unexpected times on third shift, Further fire drill
review revealed the facllly failed to conduct a fire I

j drillin the third (3rd) quarter on second (Znd) |
sihifs,

e

[ Interview, on 01/10/13 at 2:13 PM, with the i i 3. Date of Completion; 2/22/13
: !
!

i Maintenance Directer revealed he WaS not aware ;
- the fire drills were not being conducted as ; j

’ reéquired. |

| Interview, on 01/1013 gt 4:00 PM, with the I
' Administrator revealed s Was not aware of the
| requirements for condueting fire drills, !

|

| Reference: NFPA Standard NFPA101 19,712
f Fire drills shalt pe conducted at least quarterly on
. €ach shift and at unexpected timee under varied
.i' conditions on all shifts, !
K 058 : NFPA 101 LIFE SAFETY CODE STANDARD j K 056[ . i
58=p f !
i' i there Is an automatic sprinkler system, it is {:’ ! f
[ : |
If conlinuation sheal Page Bof33
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185338

(X2} MULTIPLE CONSTRUC TION
A, BUILOY NG

B wiNg
e

(X3} DATE SURVEY
COMPLETED

01 - MAIN BUILDING 4
01/10/2013 }

NAME OF PROVIOER OR SUBPLIER
SPRINGFIELD NURSING & REHARBIUTATION CENTER

STREET ADDRESS, CIYY, $TATE, 21p CODE
426 BAST GRUNDY AVENUE

SPRINGFIELD, Ky 40069

i for the Installation of Sprinkier Systems, to

_" switches, which are electrically connected to the
I building fire alarm system. 1935

|
i

and vigitors. The facility is certified for seventy

1 of the survey. The facilty faited to ensyra
- sprinklers were not blecked by light fixtures,

!
| The findings Include:
!

| Observation, on 01/10/13 at 3:12 PM, with the

- Maintenance Director revesled three (3) fight

| fixtures installed within twelve (12) inches of 4

. gprinkler head and extending below the deflector

| on the sprinkier head,
,f
| Interview, on 01/10/13 at 3:12 PM. with the

' Maintenance Director revealed he was unaware
[

[ (70) beds with 5 consis of fifty six (56) on the day

i

f
| of three (3) smoke compartments, residents, staff |

|

i
f

I
r

i

£X4) 10 SUMMARY STATEMENT oF OEFICIENCIES ; I PROVIOER'S PLAN OF CoRmer TION | (%)
FREFIX | (EACH CEFICIENGY MuST pE PRECEOEO BY Fiy i PREFIx | (EACH CORRECTIVE ACTION $HOULL BE ' covtizron
TAG REGULATORY 0R LsC IBENTIF YInG INFORMATION) i TAG CROSS-REFERENCED 10y THEAFPROPRIATE | pare
i i ! OEFICIENCY) f
i : : ’
) . i
K 056 ;. Continued From page o ' K osa K056
installed in accordance with NFPA 1 3. Standard | i SS=p

| NFPA Life Safety Code Standarg
' Sprinkler Coverage

'1) No specific residents were cited in the
statement of deficiency as having becn affected;
however, on the date of thig inspection the
Census was 56,

!
1 2) No other residents were identified ag having

| been affectad; however on the date of this
| inspection the CENsuUS wag 56,

a
T
g
]
i
o2
F:
g
—
e
=
5]
—_
(5]
17 3
op
Q
3
=
3
g
L

- other issues were found regarding the distance i

l !
If contlmugtion shest Page 10 of 33
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SUMMARY STATEMENT OF DEFICIENCIES

PREFIX | (EACH CORRESTIVE ACTION SHOULO BE

! PROVIZERS PLAN OF CORRECTION ! %8
L COMPLENION
OATE

(Xay1p |
FREFIX ;  (Ench OSFICIENCY MUST 8E FRECEOED By Fui, .
TAG | REGUWATORY ORLen IOENTIFYING INFORMATION) f CROSS-REFERENCED TO THE APPROPRIATE {
? ! i DEFICIENG v) j
; f :

K 086 | Continued From page 10
| the sprinkler heads could have no obistructiony
below the deflector within twelve Inches of the

f sprinkier head.

 Intorview, or 01/10/13 at 4,00 P, wit the
- Administrater revealed she was unaware of the

t requirement,

/

l

i
|

| Reference: NFPA 13 (1999 Edition)

; 18.1.62and 19.3.5.1, Existing healthcare

| facHities with construction Type V (111} require

- complete sprink ler coverage for ail parts of a

| facility,

i Actual NFPA Standarg: NFPA 101 19.3.5.1.

. Where required by 19.1.6, heaith care facilities

shall be protected throughout by an approved,
sSupervised automatio sprinider system in

| accordance with Section 0.7,

1 Actual NFPA Standard: NFPA 101, 9.7.1.1. Each

' automatic sprinkier system required by another

; séction of this Code ghall be In accordance with

|

{ Systems,

- Actual NFPA Standard: NFPA 13, 5-1.1, The

;i requirements for spacing, location, ang position
| of sprinkiers shall be based on the following

| principles:

!(1) Sprinklers installad throughoutt the premises
. (2) Sprinklers located so as not to axceed

! maximum protection Aarea per sprinkigr

 (3) Sprinklers positioned and fecated so as to

| 5-15 8.1 Actual NFPA Standard: NFPA 101, Tabje __i
|
_f

 NFPA 13, Standard for the instailation of Sprinkler !

|

i
I
|
|

!
i
!

f
!
|
]
{
!

056/ -
SGJ @) The administrator re-educated and trained the

| maintenance anager on 1/15/13 regarding the

I need for sprinkler heads to be ar least 12 inches

! from fixtures that woyld impede sprinklce i
| coverage. 4

i i issue will be reported to the quality

" improvement commitice where resuits will be

| revicwed and monitored by the quality

| improvement committee for ensuring on-going

. compliance for the next 3 months, If at any time
| concerns are identifieq during thjs monitoring

| process, the Quality Improvement committec

1 will be convened tg analyze and recommend any
; further interventions and actions as decmed

_' appropriate,

f! 5. Date of Compliance; 2722713

| |
f !

SR

i
1

If contlmuation skest Page 11 of 33
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M
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ME OF PROVIDER o SUPRLIER STREET ADDRESS, ¢rTy STATE. 21P copg
420 EAST GRUNDY AveEnyE
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(X4) 10 SUMMARY STATEMERT oF CEFICIENGIES Eom T PROVICER'S PLAN OF CORRECTION S
PREFIX |, {EACH CORRECTIVE acTron SHOULOBE | coufiznon /
i DATE

185336
. 01/10/2043

PREFI | (EACK OEFICIENCY (ST pe PRECEDEN By Fiy ,
TAG *. REGULATGRY OR 150 I0ENTIFYING INFORMATION) [ Tag | CROSS-REFERENCED T6 THE APPROPRIATE
: ; ORFICIENCY) i

!

f j
K056 Continued From page 11 K 056 'I
' provide Satisfactory performance with respectto | ! !
| aclivation time and distribution, j'

| Refarence: NFP4 13 (1999 edftion) ‘ j
, ! !

[
' §-6.3.3 Minimum Distance from Walls. Sprinklers
| shall be located minimum of 4 in. (102 mm) ; ! i

: from a wai, . i
! | H

! Reference: NEPA 13 (1998 ed.) | ;
i 55522 Sprinklers ghall be positioned In | | :
. accordance with i |
| the minimam distances and spaciaj exceptions of | -

; Sections 5.6 f
I'through 5-11 sq that they are located sufficiently i !
’ [
I

I’ away from !
obstructions such as truss webs and chords, i i ]
fpfpes‘ columns, N : j
and fidures, ' ‘ ! :
| Tabig 5-8,5.1 2 Positioning of Sprinkiers to Avoid ( | ’
i Obstructions to Discharge (SSUISSP) : i j

[ |
| Maximum Allowable Distange | x i
| Distance from Sprinklers to  of Deflector | j i
. above Botiom of f r
| Side of Obstruction (A) Obstruction (in,) i i
(8 ] i ;
| Less than 1 ft 0 | : i
j1ftto less than 1 ft 5 in, 212 [ I ]
1t 8in. to less than 21t 3172 | ; |
jZf!toFGSSthaantSIn. [ |
2R Ein, to less than aft
[ 3R toless than 3k 6 I,
3 8in. to less than 4 ft 12 | i
idﬁtoiessman4ﬁ$in. , !
41t 6in. to less than 5 ft i
I' 5 # and greater

O CM&-E‘E@?(UZ&QQ} Prowious Vergiene Obsolele Even! Iy PORIZY Fadtty 1C: 100412
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
| CENTERS FOR MEDICARE & MEDICAI SERVICES
? f;g . gmw&og gggﬁﬁss (X1) CROVIOER/S LR e ey 14

185338
NAME OF PROVIOER o SuPBLIER

SPRINGFIELD NURSING 2 REHAmUTAmN CENTER

Mh B
. FORM APRROVE;
oMB NQ_pg
K2 M TIELE comsmucmm
A BUILONG

1 -~ MAIN BUILDING a4

B. wing
M___m

STRERT AODRESS CITY, STATE, 21R Goge
420 EAST GRUNDY avENyE

|
 For 81 units, 1in. = 25.4 mm; 1t = 6.3648 m.

|
f
{

I 5-13.8.1, Sprinklers ghay be Installed under |
I exterior roofs or canopies xCceeding 4 1t (1.2 m)
| Inwidth, _f
! Exception: Sprinklers gre permitted to be omitted j
| where the Lanopy or roof is of noncombustitde or |
I limited combustible construction.

Reference: NFpa 13 (1909 editior)

, Reference: NFPA 101 (2000 edition) |

i: 18.1.6.2 Health Care occupancies shall be limited |
'to the types !

I of building construction shown in Table 19.1.6.2. ]
; (See 8.2.1) {
! Exception:” Any building of Type 1(443), Type
| (332), Type I(222), »
‘or Type 1{111) Construction shail be permitled to ’
f Include roafing systems f
invalving comb ustible supparts, decking, or ‘
: roofing, provided
i' that the following criteria are met:
! (a) The roof cavering mests Class ¢ f
I requirements in accardance ]
i with NFPA 256, Standard Methodsg of Fire Tests ,
| of Roof Coverings, ,
i (b) The roof iz separated from an cCeupiad
I portons of the bullding i
| by a noncombystible floor assembly that includes f:
 Not tess than 21/2 in. ;
! (6.4 em) of conerete SF gynsum 1], [
!

i

I'Note: For (A) and (B), refer to Figure 5-6.5.1.2(a). ;

’ SPRINGFIELD, KY 4p0gg
(X4} 1D SUMMARY STATEMENT OF OEFICIENCIES e P S p T
PREFIY : (EACH pEr ICIENCY pmysT HE PRECEDRQ By r bopeEE Jl (EACRF?XnggECTLf\fENA%FFEJ%RgP?gJ:.?JNBE
TAG | REGULATGRY OR &0 IDENTIRYING I'NFOF?MQTJ‘ON) ' TAG i/ CROSS-REFERENCED TOTHE AFPRQFRMTE i
; _ [ i DEFICIENCY)
] - H i
! ! ! !
K 056! Continued From page 12 K 056/ |

:! ’

!

: i
] :

{ ;
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