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An offsite revisit was conducted and based on
. the acceptable Plan of Correction {POC) the
“facllity was deemed to be in compliance as
alleged on 05/11/14.
{X8) DATE
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XD SUMMARY STATEMENT OF DEFICIENGIES ol PROVIDER'S PLAN (IF CORRECTION (%8
PREFDX - {EACH DEFICIENCY MUST BE PRECEDSD BY FULL PREPIX {EACH CORRECTIVE AGTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i | DEFICIENGY)
F 000 INITIAL COMMENTS Fopp;  Submission of this Plan of
i Correction ig neither an
. AMENDED admission to nor an
: ' agreement with the
i A Sztz?fard dRecen:ﬁgatiOn Sggg% ;Nas initlated on Deficient Practices noted
03/ 4 and concluded on 4, . :
+ Deficiencies were oited with the kighest Scope bclo*'w, but provided as
and Severity of an *F". in addition, an required under the ‘
; Abbreviated Survay fo investigate #KY00021472 Conditions of Participation.
and #FKY00021473 was conducted. '
| #KYOD021472 and #KYD0021473 wera : . !
unsubstantiated with no deficient practice | The care plan for resident
lidentified. #2 was updated to include
F 280, 483.20(d)(3), 483.10{(k)(2) RIGHT TC F280  changing the foley catheter ;
$8=0 ' PARTICIPATE PLANNING CARE-REVISE GP i every 2 weeks per the MD
"The resident has the right, unless adjudged ; oz:der on 3/28/2014 by i
i Incompetent or ctherwise found to be ) f Linda Young, RN, 4
. incapacitated under the laws of the State, to i Assistant Director of ;
| participate in planning care and treatment or | : Nursing. '
. changes in care and reatment. E | !
i
A comprehensive care plan must tie developed ' Anaudit of all resident '
" within 7 days after the completion of the i ; comprehensive care plans |
comprehensive assessment; prepared by an ' : \ : ;
s irterdiscipiinary team, that includes the attending ; will be comp "E’t‘_ed b? Cindy
| physician, a registered nurse with resporsibility | : Osb({me: 1?11"30101" 0 ;
“for the resident, and other approprigte staif in Nursing: Linda Young, ;
| disciplines as determined by the resident's n%g;% dststant Director of
“and, 1o the extent praclicable, the participation B . ;
| the resident, the resident's family or the reside h‘ rslg;igﬁ Mollie L‘m‘hm-‘ . i
fegal reprasentative; and periodically reviewed Iegag’}’ Manager and Sheila i
i and revised by 3 team of qualified persons after ] Mann, Social Service ]
@ach assessment. - .Director on 5/6/2014 and
’ ; will be updated if needed. f
| | | ;
This REQUIREMENT is not met as evidenced
i : ! ‘
LABCGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (X8} DATE
/ APt 18 7 2 70 S bepy

Anyfdeficiency statement anding with an ssterlek (") denolas = deficiency which the insfiution Mmay be axcused from correcting praviding
=*¥ar safaguards provide sufficlent pratection 1o the patients. (Sen instructions, ) Ex¢epl For nursing homes, the findings stated sbove arg

wing the date of survay whelher or not a plan of cormastion s provided. For nursing

* % foflowing the date these docurments are mads ave itable fo the facility. If deficlenties are sited, an approved plan of corestion s requisite i contnued

program: participation.
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inthwelling urinary cathelter, i
| ,
“Quiservation of Resident #2, on 03/28/14 at 9:15
. AM, revealed the resident was lying on the bed
‘and & Uinary drainage bag was noted hanging on

I
'
H
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PFREFIY (EACH DEFICIENCY MUST BE PRECEDED By FULL FRERIX (EACH CORRECTIVE ACTION SHOULD BE | DOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPPROPIIATE DATE
All licensed FIPEEE Wil be
o ) re-educated on updating
%80, Eontmued From page 1 F280,  resident care plans that
¥ . . |
; Based on observation, interview and record require specific Mi) orders
 review, it was determined the facility falled to for care, by Trena LCE, -
_ensure the Comprehensive Care Plan was 5 Education and Training
trevized for one (1) of fourteen (14) sampled ! Director on 5/6/2014,
residents (Resident #2).
' Resident #2 had a Physician's Qrder for an . Allnew MD orders will be
; indwelling urinary catheter to be changed every - reviewed daily in the
“two {2) weeks; however, the Comprehensive : clinical morning meeting
Care Plan was not ravised to include this | ' . T
L intervention, ; by the Interdisciplinary j
, ¢ leam to ensure they are _
[ The findings include: ! . placed in the residents’ plan %
" , i " of care when applicable. A
 Interviews with the Director of Nursing (DON), on | i p? all
| 03/27/14 at 11:30 AM and 7:25 PM, revealed the _ montily auait o ,
facility had no policy related to revision of the ,  resident care plans will be
| Comprehensive Cara Plan, 5 conducted by Cindy
| Review of the clinical recard revealed Resident | OSbG,mﬁf D r;cter of
' #2 was admitted by the facility on 07/04/12 with | ; Nui‘?»mgp Ll{ﬂ a Young, ]
diagnoses which included Paraplegia, Neuragenic Assistant Director of j
| Bladder, and a history of Urinary Tract Infections, | Nursing, Mellie Lanham, I
{A neurogenic biadder causes difficuity or inability ! ) ‘ Sy ;
; o pass urine without the aid of 3 catheter.) f Dietary Ma.nage:r gnd Sheila i
; : Mann, Social Service ;
. Review of the Annual Minimum Data Set (MDS) ! Director for 2 months with ;
| Assessment, dated 01/08/14, revealed the facillty | ; the results taken to the |
" assessed Resident #2 to have a Brief interview Quality Assurance ;
 for Mental Status (BIMS) score of fifteen {15) out i " ty ‘ |
“of fiftean (15), which indicatad no cognitive : Committee for any further ;
 Impaimment. Further review of the MDS revesled | : recommendations. 1
{ the facliity assessed Resident #2 as having an , : 51117201
. | ]

4
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F 280 Continued From page 2
i the bed frame.

' Review of the monthly Physician's Orders, dated
_February 2014 and March 2014, revealed orders |
' o change Resident #2's indweling urinary

. catheter every two (2) weeks.

. Raview of the Comprehensive Care Plan, dated
' 03/06/13, revealed Resident #2 had 2 care plan
 for alteration in elimination as evidencad by ‘
Neurogenic Bladder, Spinal Cord njury ard 2 rigk -
for complications refated to the Folgy (indwelling)
Catheter. Continued review revealsd the goal of
Fthe care plan stated the resident would be free of |
; complications related to the Foley Cathster. E
- Further review revealed no documentsd evidence :
 of an intervention to change the indwelling urinary |
' cathetar every wo (2) weeks, as ardared by the

| Physician. ;

| Interview with the MDS Goordinator, on 03/27/14 ;
- at4:10 PM, reveaied she only worked part time, |
She stated she was filling in for the regular MDS
¢ Coordinator and was not vety involved with .
- revising the care plans.
|
. Interview with the Assistant Diector of Nursing
- {ADONY), on 03/26/14 31 2:30 PM and 03/27/14 at
1 4:25 PM, revealed cara plans were revisad
Monday through Friday during the Daily Clinical
| Review (DCR} Meeting. She stated the original
Physigian's Order to change the catheter every
| two (2) weeks was written on 01/03/14 and |
; Should have been transcribed to the Care Plan by |

“the DOR team,

r
_[nterview with the DON, on 03/27/14 at 11.30 PM,
‘revesled the care plans were I be updated, '
: based on each new Physician's Order, during the |

F 28Q:

i
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F 316 483.25(d) NO CATHETER, PREVENT UTI,
§8=D, RESTORE BLADDER

; Basad on the resident's comprehensive

' assessment, the facility must ensure that 5

; resident who enlers the faciity without an
indwelling catheter is not catheterized unless the

: resident’s dlinical condition demonstrates that

- catheterization was necessary, and & regident

_reatment and services to prevent urinary tract

_function as possible.

| This REQUIREMENT is not met as evidenced
by
| Based on observation, interview and record
| review, it was determined the fagiltty failed to
ensure residents received appropriate tfreatment
- &nd services to prevent Urinary Tract Infections
(UTls), and to restore as much bladder furstion
i as possible, for one (1) of fourtean (14) sam pled
i residents {Resident #2).

| had her/his indwelling uripary catheter changed

. every two (2) weeks for 02/14/14 and 03/14/1 4,

" per Physician's Orders, although the resident had
a history of UTls.

]

' The findings Incjude:

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (K2 DATE BURVEY
AMDHFLAN OF CORRECTION ICENTIFICATION NUMBER: A, BUILDING COMPLETED
&
185338 B WING . O3/2712014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESRS, CITY, STATE, ZIP COOE
_ 420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER
& SPRINGFIELD, KY 40068
(%4) ID _ SUMMARY STATEMENT OF DEFICIENGIES o, PROVIDER'S PLAN OF CORRECTION )
PREFIX ! (EACH DEEIMENCY MUST BE FRECENED RY FLLL PREFIY ! [EACH CORRECTIVE ACTION SHGULD BE T COMPLETION
TAD REGULATORY OR LSC IDENTIFYING INFORMATION, L TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
j ' PEFICIENCY) i
- | |
F 280" Continued From page 3 F 280/ l
| Dally Clinical Review Mesting held Monday i ;
through Friday. She stated the intervention to ! i
| change Resident #2's indwelling catheter avery
. two (2) weeks should have been on the care plan, :
‘ F 3181

: who ig incontinent of bladder receives appropriate .

| infections and to restore as much normal bladder i

! There was no documented evidence Resident #2 :

Review of Resident #2's medical record revealed |
|

The indwelling foley

_ - catheter for resident #2 was
! . changed on 3/30/2014 by
Victor Ferrell, LPN. The
procedure for changing the
' indwelling foley catheter ;
for resident #2 was
documented on the
treatment record by Victor
Ferrell, LPN on 3/30/2014.

i

i
| |

An assessment of all
1 - residents with indwelling
| | catheters to determine if
| i they needed an indwelling
' 5 catheter changed was

' completed by Cindy
Osborne, Director of j
, Nursing and Kellie Elder,
| RNon4/21/2014. An audit |
i of all treatment records for
i ; residents with an [
; ! indwelling catheter was
5 i completed by Cindy g
' f Osborne, Director of |
Nursing on 4/18/2014, to
determine that indwelling

} f
: |
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j : : rery .=
F 315 Continued From page 4 catheters were changed per i

the resident was admitted by the facliity on |
0710112 with diagnoses which included i
| Paraplegia, Neurogenic Bladder, and a History of a
Urinary Tract Ifections. {A meurogenic bladder
' causes difficulty or inability to pass urine without
 the aid of a catheter )

" Review of the Annual Minimum Data Set (MDS)

- Assessment, dated 01/08/14, revealed the facility |
assessad the resident as having a Brief Interview _

for Mental Status ( BIMS) of fifteen (18), which

| Indicated the resident was cognitively intact.

. Further review revesied the facility assessed the :

' resident a5 having an Ingweliing urinary catheter, |

Observation of Resident #2, on 03/25/14 at 9:15
' AM, revesled the resident was in bed on hetfhis
s back. A urinary drainage bag was noted to be
| hanging on the bed frame. I

| Review of laboratory data revested 3 urine |
. specimen was collected on 02110/14 and reported:
| on 02/12/14 as Proteus Mirabilis, an organism
- which can cause a UTI. Review of the
 Physician's Orders dated 02/12/14 revealed an

{ order for Bactrim DS (an antibiotic) twice a day
 for fourteen (14) days, for a UTi. Further roview |
, revealed orders for Macrobid (an antiblotic) 50
- mgs (fifty milligrams) every day, to alternate every '
. other month with another antibitic, (frimethoprim |
' 100 mg every day), to start 02/27/14. i

i Further review of laboratory data revesled a urine
“specimen was collected on 02/15/14 and reported i
"on 02/22/14 as the organisms Enterococcus '
: Faecalis and Proteus Mirabilis. Review of the

. Physician's Orders, dated 02/23/14, revealed !
| orders to discontinue Macrobid and start '
- Ampicillin {antibiatic} 500 milligrame every day

+

the MD orders. All MD
orders for indwelling
catheters were reviewed by
' Cindy Oshorne, Director of
Nursing and Linda Young,.
+ Assistant Director of
' Nursing on 4/21/2014 to
; ensure MDD orders were
current, cortect and
followed by the licensed
NUrses.

I All licensed nurses will be :
’ re-~educated by Trena Lec :
; on 5/6/2(14 to assess ;
| residents with indwelling 3
foley catheters each shift to
ensure the catheter is
patent, secure and closed,
not touching the floor and g
the appearance of the urine
| draining into the catheter
! bag. The education will i
also include completion of ?
| documentation on the
treatment record, by
initialing the treatment
record when the foley
catheter is changed per i
! orders and if occluded
! obtaining MD orders to
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[ 185338 B. WiNG _ 03/27/2014
NAKE OF PROVIDER OR SUPFLIER ‘ $TREET ADDRESS, CITY, STATE, ZIF CODE
SPRINGFIELD NURSING & REHABILITATION CENTER ;f:‘;z;g‘gné‘“‘;iﬁi
R4y 1D i SUMMARY STATEMENT OF LEFICENGIES [is] ; PRDWDER'S.P?.AN OF CORRECTION [X5)
PREF(X {EACH DEFICIENCY MUST BE PRECEDED BY FULL L pREFX (EACH GORREGTIVE ACTION SHOULD RE © COMBLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG | CROSSREFERENCED TO THE APPROPRIATE . DATE
' ' ____allow chandFEMEY) !
. - indwelling foley catheter at
F 3151 Continued From page 5 " F315  that time and documenting
| @nd repeat the urinalysis in one week. Further | " on the treatment record. :
review revealed orders dated 02/24/14 to . | :
| discontinue Ampicillin, start Macrodantin 100 mg | X . ;
. 4¢ and discontinue trimethopsim, | ¢ An audit of all treaiment .'
: " (el leoted 03/031 ' i records will be conducted
; Review of the laboratory data collacted 03/03/14 i - indv . i
and reparted 03/05/14 revesled the organism, . : W?EMY byf(;,ndj- OS;JGI?}B‘ |
: Proteus Mirabilis. Review of the Physician's ‘E {)11’86:1101‘ o . -ursmg %lrmg i
Orders, dated 03/07/14, revealed an order for morning clinical meeting x
{ Rocephin 1 GM (one gram) intramuscuiarly (IM), b 2 months and the results
, o be administerad daily for seven (7) days, fora | i taken to the Quality

"UTI. (Rocephin Is an antibiofic). Assurance Committee for ;

' Review of the monthly Physician’s Orders for | ik further recommendations. E
‘ If an indwelling catheter s

| Februsry 2014 and March 2014, revealed

- Resident #2'3 catheter was to be changed every * ] s

L two (2) weeks, Review of the Treatment ' ; chggg@ “Ql&t x?as duelfﬂ:id }

| Administration Record (TAR) for February 2014 | notinitialed is revealed, the
revealed an intervention to change the catheter | i licensed nurse responsible E
| every lwo (2) weeks. The TAR was marked to | : will be contacted by the
indicate the catheter was fo be changed on j g - P

| 02/14/14 and 02/26/14 on the night shift | . Director of Nursing who

; Continued review revesied the TAR was not | | will then begin an ;
linttialed to indicate the catheter had been . I ivestigation into the ;
: Changed on those dates, Further review of the j ; on and results of the |
' TAR for March 2014 revealed an intervention to : reason tion will b |
: change the catheter every two (2} weeks which | Investigation will be ’
was marked to be changed on 03/14/14 on the ! :' discussed with the |
| night shift; however, the TAR was not initialed to . | Administrator for further

indicate the catheter had been changed. Review .g i action neaded.

| of the Nurse's Notes for February 2014 and
. March 2014 revesled there was no documentod
' avidence the urinary indwelling catheter had been |

: changed. :

5/11/20

i Intervienw with Registered Murse {RN) #3, on .
(OX27/14 3t 9:00 AM, revealed she worked the - i ;
i night shift on the West Wing where Resident 22 | ’
- resided. She stated she was unsure if ahe had : :
Evant {0: WRCH1 Faallity I 100442 i continuation sheet Fage & of 30
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! F 315,

F 315 Continued From page 6
| Changed the indwelling wrinary catheter during
February or farch,

Interview with RN #4, on 03/27/114 at 11:45 AM,
. revealed she worked the night shift on the West
Wing. Continued interview revealed she did not
- remember if she had changed the catheter in
February or March, but did ot think she had

“unitil 5:00 AM on the night shift. She further
i stated if she had changed it, she would have
documented it on the TAR,

ron 03/27/14 at 1:35 PM, revesied he worked the
night shift on the West Wing and had changed

- Resldent #2's indwaelling urinary catheter some

time during the month of February because the

fo doocument when the catheter was changed:

- catheter it was not due to be changed per the

| dates indicated on the TAR, so he had not
documented on the TAR. Further interview

| revealed he could have documented it in the

Nursas’ Notes. Me stated he rarely got info the

| computer because he was not good at warking

“the computer. Confinued interview revealed he

had not worked In March.

| Interview with LPN #5, on 03/27/14 at 5:10 PM,
revealed she worked the night shift on the West

#2's indwelling urinary catheter In Februsry or
i March,

~Interview on 03/27/14 at 5:00 PM with Resident
 #2 revealed her/his indwaelling urinary catheter
''was changsd avery two (21 weeks on a regutar

| catheter was clogged. He stated it was important !

| Wing. Sha stated she had rot changed Resident |

: because the resident stayed up in the wheelchalr

Interview with Licensed Practical Nurse (LPNY#5,

!

| however, he stated, on the nights he changed the |

]

H
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£ 35 Continued From page 7
| basis for the past two (2) months.

F Interview with the Assistant Director of Nursing
(ADON} on 03/26/14 at 2:30 PM reveaied the

i indwelling urinary catheter was usually changed
prior to each urine specimen obtained: however,

: 3he stated by reviewing the record of the TAR

“and Nursing Notes, there was no proof the

staff were to change the catheter and stated thesy

- should have documented when they changed the
catheter on the TAR or the Nurse's Notes.

Interview with the Director of Nursing (DON), on

03727114 at 11:30 PM, revealed the nurses wers
to fallow the Physician‘s Orders in regards to

{2y weeks. Sha stated she or the ADON checked
| the Medication Administration Record {MAR) and
l’ TARS periodically to ensure acturate
| documentation; however, she was unaware the
staff had not been documenting changing the
i Indwalling urinary catheter for Resident #2.
F 371 483.38() FOOD PROCURE,
§g=F | STORE/PREPARE/SERVE - SANITARY

! The faclify must -

(1) Procure food from sources approved or

i considered satisfactory by Federal, State or locg
authoritles; and

i (2) Store, prepare, disttibute and serve oot

" under sanitary conditions

|

'This REQUIREMENT is not met as evidenced

- catheter was changed. She stated the night shift |

i

t changing the indwelling urinary catheter evary two

|

F315

All Dietary staff have been
re-educated by Karen

Baker, Registered Dietician
4/17/2014 on proper
handwashing technique,
glove changing while |
handling food sources, |'
infection control and “Good
sanitation to serve food

safely.”

FORM GMQ-2587{02-99} Pravious Varsiang Obgolete

Evant iIDTWRCTT

Faclity D: 100412

I continugtion shees Page 8 of 20



8571672014 12:12

18593369571

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

PAGE 18/68

PRINTED: D4711/2014
FORMAPFROVED
OMB NG, £938-0381

STATEMENT OF DESICIENCIES X1} PROVIDERISUPPLIERIGLIA {42} MULTIPLE CONSTRUSTION X.3) DATE SURVEY
AND PLAN OF CORRECTION ENTIFICATION NUMBER: f }COMPLE?ED
A, BUILEANG .
ﬁ:
185338 B WING Dy2rient4
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(X4} B ) BUMMARY amrgm&'m QOF DEFHIENCIES i i : FROVIDER'S FLAN OF CORBECTION (Rt ]
PRERIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL N (EACH CORRECTIVE ACTIDN SHOULD BE COMPLETION
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG | CROSE-REFERENCED TO THE APPROPRIATE oerg
| | DEFICIENCY)
H 4 |
F 3711 Continued From page § é

: by :
' Based on observation, interview and review of
; Tacility policies, it was determined the facility
failed to store, prepare, distribute and serve food
; uhder sanltary conditions as evidercad by
impraper hand washing teshnique between glove
i changes and tasks. In addition, observations ]
revealed Improper washing, ringlng and
| sanitization of equipment between tasks and
improper storage of the cleaning rag by dietary
| staff,

: The findings include: ;

' Review of the facility policy Hiled "Food !

Preparation and Service”, with a revised date of |
| 1172010, revealed food service smployess were j
, to prepere and serve fuod In & manner that X
t complied with safe food handling practices. |

Continued review revealad food preparation staff
were to adhere to proper hygiens ang s@nitary !
. bractices to prevent the spread of food-borne ‘
i fness.

: {
| Review of the faciilty policy tited "Sanitization”. :
; revised 12/2008, revealed cloths and towels used ;
“to wipe kitchen surfaces will be soaked in :
| container filled with approved sanitizing solution :
| between uses. Continued review revealed manual :
i washing and sanitizing empioyed a three-stap :
| process for washing, rinsing and sanitizing ;
| equipmant,
1

: Observation of the evening meal service from the l
' Kitohen, on 03/25/14 at 5:05 PM, revesled Cook |
| #1 brought the coverad iray cart info the kitchen
“and changed gloves without washing her hands.

: Further observation of the resident tray line, i
_revealed Cook #1 changed gloves, wiped his/her

| .
Fart

All residents have the .
. potential to be affected by
| improper food handling, 7
- poor handwashing and

improper glove changing

while handling food. The
' Dietary Manager will
monitor and observe daily
the meal preparations for
all meals for 5 days to ;
' ensure all dietary staff have '
| been monitored preparing
and serving meals and are
able to competently |
- complete a return :
| demonstration checklist by |
! 5/8/2014, !

All Dietary staff have been
re-educated by Karen !
Baker, Registered Dietician [
4/17/2014 on proper
? handwashing technique,
glove changing while
handling food sources, :
| infection control and “Good
sanitation to serve food
safely.”
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185336 B WING 43/27/2014
NAME OF PROVIDER OR 5UPPLIER STREET ADDRESS, CiTY, 8TATE. 2IF CODE B
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION ¢ R
RE ATION CENTE SPRINGFIELD, KY 40069
g SUMMARY STATEMENT OF DEFICIENCIES ’ oo PROVIDER'S PLAN OF CORRECTION L
PREFI | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE © COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION; N 7 {- B CRUSS-REFERENCED TO THE AFPROPRIATE  DATE
; . F DEFRIENGY; ;
' The Dictary Manager will

; . [

F371 ] Gontinued From page 9 F3711  complete an observation of :
i hanels on & rag and put oh new gloves. Copk #1 | all 3 meals 2x a week for 1

left the rag on the resident tray line and during ! k. th 13 s 1x a

| Service the rag fell into the breaded fish. Cook #1 o week ihen all o meals 1x ;

! © week for the next 3 weeks. |

t took the rag out of the fish and threw it on the
Any improper handling of

floor. 2
1 - food sources or infection
Duri i 2 , ; ; ' .
uring interview on 03/25/14 Bt 5:25 PM, the = : control break will be

 Dietary Assistant revealed Cook #1 should have - :
kept the rag in the bucket of sanitizer and the figh | corrected immediately and

1 5hm;1!d r}a\ﬂe been removed a?d repiacgd af;er g;e ' i results of the observations |

rag hac fallen into the end of the pan. She furt r ! . k
| revealed staff received training in January 2014 - will t.‘e reported to the :
_which covered hand washing and proper g : Quaht}l’ Assurance ‘
| changing of gloves. 5 4 Committee for further
- ) . recommendations.
| Review of In-service recards for Cook #1, ; | ‘

‘ ' | 5/11/201

evealed training titled *Skills for Besic Patient ; ,

| Skills Check” was completed on 101813 and “ f ‘

. included the 10 steps for proper handwashing ! i ,1

| technigue. ; f
i

- Interview with Cook #1, on 03/25/14 at 8:15 BM. F K i
_revealed she received in-service training in ‘ !
| Jantary 2014 concerning hand washing and

* changing gloves. She atated the fish should have ;
 been discarded after the rag felf into the pan.

* Continued interview revealed she "blew it today,
| and she should have washed her hands after
bringing int the resident cart and before changing
| her gloves, ‘ ;

 Observation of the lunch tray line, on 03/26/14 at : |
| 10:50 AM, revealed Cook #1 had a rag on tray ;
ting until 11:27 AM prior to meal service, | ' :

; Obeervation, on 03/26/14 at 11:28 AM, revealed |
t Cook #1 washed her hands for five (5) seconds

- and put on new gloves. She rinsed a stainless |
 steel whisk and stainless steel blender and : ; :
Factty 11 100412 H ontinuation sheet Page 10 of 30
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(XD ! BUMMARY STATEMENT OF DEFICIENCIES i : FROVIDER'S PLAN OF CORRECTION 125
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY SULL PREFIX (EACH CORREGTIVE AGTION SMOULD BE | COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
; , ! DEFICIENG Y
, ( f !
Fart

¥ 371 _‘; Continued From page 10
? reused them for pureed foods. Continued :
| observation revealed, while throwing trash eway,
i she put her left gioved hand into the trash can _'
. and rested her gloved leR hand on the inslde of |
| the trash can while holding the stainlees steel |
| whisk in her right gioved hand. Bhe did not wash :
. her ket hand or change her gloves aiter touching
‘j the trash can and while preparing pureed foods, |

' |
{ Review of in-service training records for February ;
: 2014 revealed Cook #1 recsived traiing related

to handwashing, which included guidelines for i
! employess to wash hands frequently, before
| putting on gloves, after removing gloves and after (
. handling or touching garbage or touching any
‘: soiled surface or equipment, i

Hnterview with the Distary Manager, 03/26/14 at
(118 PN, revealed staff recoived inservice
training gvery three (3) manths related to i
| nandwashing and glove changing, with a return
¢ demuonstration of proper hand-washing _
techniques incorporated into the training. She
| stated the Dietary Assistant presentod the last i
| in-service concerning hand washing technigue
- and changing gloves in January of 2014,
-~ Continued interview revealed gloves were to be
| changed, with hand washing, more often between i
i than the staff currently practiced. She further :
stated alf staff, except Cook #1, had received
“Person In Charge Training” by the Local Health |
| Department. She further revealed the fish should |
- have been tossed when the rag fell into the fish, |
! and the rags should be kept i the sanitizer
| bucket,
F 431 483.80(b), (d), (¢) DRUG RECORDS, |
$s=E . LABEL/STORE DRUGS & BIOLOGICALS
i

! E

F431, The Facility purchased two !

: (2) new refrigerators, one

;

FORM CMS.2567(02-08) Pravious Versione Obesiate Event il WRC11
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185326 B. WiNG 0312712014
NAME OF FROVIDER OR SURPLIER . STREET ADDRESS. CITY. STAYE, ZIP QUIDE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & BILi T
u REHABILITATION CENTER SPRINGFIELD, KY 40069
X4} 1D SUMMARY STATEMENT OF DERICIENCES 1] PROVIDER'S PLAN OF SORRECTION (X8}
PREFIX i {EAGH DEFIGIENCY MUSTRE PREGELZE BY FULL : PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBELETTON
e | REGULATORY OR L5C DENTIEYING INFORMATION) PoTAs CROSS-REFERENCED TQ THE APPROPRIATE | DATE
: . DEFIGIENCY) :
F 431’ Continued From page 11 | Fas | for the West Nurse Station

| The facllity must emplay ar obtain the services of | | and one for the East Nurse
- & licensed pharmacist who establishes a system | © Station. A new form has :

| of records of rece!pt and disposition of all '

trolled drugs In sufficient detail t 5l | been designed which
. controlled drugs in suflicient detall (¢ enable an | ' it v
| accurate recanciliation; and determines that drug : Clearly states ;he prope
records are in order and that an account of af temperatures for the
refrigerators, between 36

: contrn!{ed drugs is maintained and periodically : |
- reconciled, @ and 46 degrees Fahrenheit.

f Drugs and biclogicals used in the facility must be | -; .

labeled in accordance with currently accepted | No other medmatu_)n ]

i professionat principles, and include the refrigerators were identified
‘ app:mpfime FCCRTSOrY E:‘rl?d qauiianary . i without temp. %ogs when

| instructions, and the expiration date when F checked by the Director of :

applicable, ; : !
" ‘ i ! Nursing on 3/27/2014. ‘f
In accordance with State and Federal laws, the | 1
st L Allieemed sl bere
g " i aniealivy ’ l educated by Carol

 controls, and permit only authorized personne! to | .
| have access to the keys. : . Hornback, Pharmacist ;

i ‘ 5/9/2014 ensuring that

- The facility must provide separately lockad, drugs and biologicals were

permanently affixed compartments for storage of : . th
, controlled drugs listed in Schedule 1| of the | stored according t‘? €
: Comprahensive Drug Abuse Prevention and | manufacturer's guidelines
- Contrel Act of 1976 and other drugs subject to keeping in mind the proper
abuse, except whan the facility uses single unit ; f temperatures required for

- package drug distribution systems In which the :
| Quantity stored is minimal and a missing dose can |
| be readily detected.

each drug and biological. :
The education will include !
proper refrigerator

temperatures, checking the

| Tnis REQUIREMENT is not met as evidenced l temperatures and logging

i b[%-‘i oo on,. intervl 4 taciit ;‘ the temperatures by the

i Rased on observation, intarview, and facllity ; : : 12

P . gbep : night shift licensed nurse

- policy, It was determin fity failed ¢ ; : .
porey datermined the facilly failed to ] and correctly dating vials of

. enstre drugs and binlogicals were stored st the ]
FORM CMS-2567(0%-98} Previcuz Versiorm: (bsolete Event i WRG1S Fanibty |0 100412
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185336 B WING 03/27/2014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS. SITY. STATE. 2P CODE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & R HITATION C R
FHABILITATION CENTE SPRINGFIELD, KY 40060
X4y I SUMMARY STATEMENT OF DEFICIENSIES : I | PROVIDER'S PLAN DF CORRECTION : X5}
PREFX (EACH CEFICIENCY MUST BE PRECEDED BY FULL . BREFIX (EACH CORRECTVE ACTION SHOULD BE ; COMPLETION
THG REGULATORY CR LSC IDENTIFYING INFORMATICN) ! - I CROSS-REFERENCED TO THE APPROPRIATE | DatE
; DEFICIENCY)

| ' medications when opened :

! ! ;

F 431 | Continued From page 12 k F 431 and discarding when 1
- appropriate temperatures. Observation revealed | | expired per the i
| the medication roum refrigerator thermometer on | ! manufacturers’ guidelines

- the West Unit had registered twenty {20) degrees. | i
! : ‘

, The findings include: Refrigerator Logs and
| I medication storage areas
for drugs and biologicals
will be audited by the
Director of Nursing or

. Review of the facility “Siorage of Expiration of
* Medications, Biologicais, Syringes, and Needles", i
i revised 01/01/13, revesled the Tacilily should .
_ensure medications and biologicals were stored

| in an orderly manner in cabinets, drawesrs, carts, : :. : ; |
‘refrigeratorsiireezers. Further review revealed : designee daily fm‘ a week to :
[ Infusion products should be stored under : ensure all drugs and |
: appropriate femperatures, gccording to the biciogicais are belng stored j
: m?nuf;?é:etl.itrezﬁ rear?mmsfain?a:ians. Ti:l?ree ;Nafhno i | and tempered aceording to

i refere o the appropriate temperature for the | i ACCOTaIn é
| medication refrigerators. \ manufacturers ‘gmdfcim@s. |
| E | Any drugs or biologicals |
| Review of the facility "Refrigarator Temperature ! not stored appropriately

[ hog", revealed If the refrigarator famperature was | [ . . ]

' not batween thirty-six (36) and forly-six (46) - will be discarded a;m;ef "

| degrees, adjust and recheck. If the refrigerator or‘dercd immediately by the
_temperature was still not between 36 and 46 i : Director of Nursing or

| degrees, nolify maintenance. ' designee. Weekly audits

| will then be completed by

r Observation of the medication room on the West . .
| Unit on 03/27/14 at 10:45 AM, revested the the Director of Nursing or ‘
| medication room refrigerator thermometer designee x & weeks, then j
| ;egsgfgnﬁt &wrﬁrgc (?Oigt:?rgaei ffa;%n:egi. E?ﬂ ! weekly x 4 weeks with the '
! ication roo frige ntain ag ‘ : .

| Wancomyein lquid medication-250 milligrams/fva res‘jﬂts of the audits b',:mg {
i (5) milliters, & vial of Novolin Regular Insulin, two i ; reviewed by the Quality

' (2) vials of Lantus Insulin, & vial of Aplisal : i Assurance {ommittee for g
. {tubereulin purified proteln derivative), and a vial | f furth mumnendations i
; of cyanocobalamin injection 1000 ma/1 mi which . er recomime s -

- did not appear to be frozen. Further observation I E 3 5/11/3014
i revealed an emergency kit in the refrigerator

~which contained a vial of 70/30 Regular Insulin

- which did not appear to be frozen., However, ‘ ;

FLORM CME-2567{02:90) Praviows Verslons Obsolete Evant IDIWRECTH Fardbty 1B 100412
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C
185336 H WING — 03277128114
KAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE. 2IF CODE
420 EAST GRUNDY AVENLIE
SPRINGFIELD NURSING & REHABILITATION CENTE
il R SPRINGFIELD, KY 40068
A SUMMARY STATEMENT OF DEFICIENCIES i : PROVIDER'S PLAN OF CORRECTION fm
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD 8E  COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: CEEIENGY)

I

. s
F 431 Continued From page 13
 there was & bag of Vancemycein 5060 mg/200 ml |
. infravenous which appeared to be frozen. .
|
Review of the Refrigerator Temperature Log
' which was taped to the front of the madication |
_refrigerator, revealed temperatures were not
i consistently obtalined. The temperaturas were
obtained on OX6, 0318, 03114, 03415, 0317,
0319, 03720, 03/24, 03726, and 03/27 Further
review revealed the temperatures recorded ‘
- ranged from thirty-six {36) to forty (40} excapt low
temperatures were noted on 3/14-34 degrees,
| 03/16/14 32 degrees, 03/17-18 degrees, 03/20-22 |
i degrees, 03/24-22 degrees, 03/26-20 degrees, |

; and 03/27-20 degrees.

i

s interview on 03/27/14 at 10:45 AM with

' Registered Nurge (RN} #2, revealed the *
; temperatures should not be in the twerties, and
| the night shift nurses were to check the j
- medication refrigerator nightly and obtain and log
the temperatures. She stated the temperaturs
“control could have inadvertently bean lowered. |
| .
Interview on 03/27/14 at 11:30 AM with the }
| dispensing pharmacist, revealed the vanomygin
intravenous medication was delivered frozen and |
j was safe to use when thawed. She further stated !
| the other medications in the refrigerator would nat ;
- be zafe to use if frozen, especialy the insulin

| which was made up of a proteln, However, sha |
 stated #f the medication was not in a frozen state '
! at the time of the observatian, it could be used f

: safaly,

Interview on 03/27/14 at 11:35 AM with the

Director of Nursing {DON), revealed the night r
- shift charge nurses were to check the medication |
_refrigerators each might and should take action if |

?—‘4315

FURM CME-2307(02-58) Previous Verskmns Obssisle Evernt IDiWRC T
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F 441! 483,65 INFECTION CONTROL, PREVENT :
§5=E . SPREAD, LINENS

. The facility must establish and maintain an

t Infection Contral Program designed to provide a
, #afe, sanitary and comfortable environment and
“to help prevent the development and transmission
i of disease and infaction. '

|

| {a) infection Cantrol Program E

. The facility must establiah an Infection Control

! Program under which i - _

| (1) Investinates, controle, gng prevents infections |

© in the facility; i

| {2} Decides what procedures, such as isolation, g

* should be applied to an individual resident; and

1 (3) Maintains a record of incidents and corrective :

|‘ actions ralated o infections. r

; (b} Prevenling Spread of Infection i

| (1) When the Infection Contro! Program j

i determines that a resident needs isolation to

' prevent the spread of infection, the facility must |

: isolate the resident, .

{2) The facilty must prohibit emplovees with a |

| communicable disease or infected skin lesions i
from direct contact with residents or their food, i

| direct contact will transmit the dizease,

i {3} The facility murst require staff to wash thair

' hands after each direct resident contact for which |

. hand washing is indicated by accepted .

' professional practice,

J

STATEMENT GF DEFICIENCIES (1) PROVIDER/SUPPLERICLIA (%) MULYIPLE CONSTRUCTION A3} DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER, SING COMPLETE
A BUILDING
cC
185336 B WING 03/27i2014
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, 2IF GODE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER
SPRINGFIELD, KY 40060
Xah D | SLIMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF COBRRECTION s
PREFX | (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX | (BACH CORRECTIVE ACTION SHOULLD: BE | COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION; Tas CROSS-REFERENSED TO THE APPROPRIATE | DATE

! : BEFICIENGY) :
F 431 Continued From page 14 Fa31

| the temperatures were low. She stated the 3 E

| temperatures should not be in the twanties, i

Further interview revealed they would need to | ; f
 check the medication refrigerator to see if was ?
working properly. |
F 441

The nurse in question was
re-educated on infection
control and proper hand
washing by the Director of
Nursing on

3/28/2014 Unsampled
resident was discharged on
3/28/2014.

i All residents have the
g potential to be affected. All !
i; nurses were inseriviced

beginning 4/18/2014 by

: Administrator on Hand

; Washing. An all staff i
r insetvice will be held :
; 4/30/2014 to discuss Hand
Washing and Contact

i Precautions.

H
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185338 B. WiNg 03/27/2014
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F 441, Continued From page 15 ‘ F .4,41-1
| (c) Linens | . All steff will be re-educated '
| Persornel must handie, store, process and | ' onthe infection control
" transport linens so as to prevent the spread of : ' practices, including |
| infection. 1 . handwashing technique, ;
: ! and isolation guideline by ‘
' ; * Trena Lee, Education and
: This REQUIREMENT is not met as evidenced | : Training Director on
iy . : :
| Based on observation, interview, record raview, | 3/6/2014. AI.I newlg h1re¢§
and review of facility policy, it was determined the - employees will recejve this !
i facility failled to maintain an infection Control ' ; education by the Staff i
' Program designed to provide a safe, sanitary and i : Development Coordinator, ;
| comfertable environment and to help prevent the ' rior to startin
- development and transmission of disease and : p &
| Infection for three sampled residents (Resident I employment.
FHT, B2, 811} of fourtean (14} sampled residenis i i
s angd two (2) unsampled residents (Unsampled ! DON, ADON and
! Resid and Unsampled Resident C), i ; * . .
, ent D e ) E Education Director will E
| Observation revealed Unsam pted D entered ; I conduct return _f
. Resident #11'2 isolation room and obtained a ) f demonstration exercises on
| soda which was staticned near the biohazard bin | | Nurses and CNA’s. They :
_while the nurse was setling up medications in 1l h do 10 eek i
| front of Residant #1"s room. nsampled ] | Wili gach do LU per wee
~ Resident D was then handed a plastic cup by the 5 for 4 weeks, then 1 nurse !
| same nurse from Unsampled D's stack of cups in | i staff member per week for i;
“the room. Unsampled Resident D then exited the AD |
 room without washing his hands and went down i ; 4 :WEEkS' DON and N ON
' the hall. There was no education to Unsampied 5 will report ?}13 results to the l
| Resident D during the observation. i ‘ QA Commitiee each week !é
! . , for 4 weeks then monthly |
- Observation revealed a nurse entered ; thereafter . 5/11/201
i Unsampled Resident A's room and did not wash | : i :
, or sanitize her hands prior to flushing an j
'intravenous access with 0.9 Normal Saline ten ,
l (10) millifiters, and prior to starting an intravenaus | ;
- antibiotic, | ‘ !
i : :
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F 441, Continued From page 15 |
{¢} Linens ’
| Personnel must handle, stors, process and |
“{ransport linens so a3 to prevent the spread of '

i infection,

‘ This REQUIREMENT is not met as evidenced |
by:

. Based on observation, interview, record reviow,

~and review of facility policy, It was determined the

i facility failed to maintain an Infection Control '
Program designed to provide a safe, sanitary and |

| comfortable environment and to help prevent tha |
development and transmission of disease and |

i infection for three sampled residents (Resident

FH#T, B2, #11) of fourtean (14) sampled residents

cand two (2) unsampled residents (Unsampled

| Resident D and Unsampled Resident C), [

| Observation revealed Unsampled D entered
. Resident #11's isolation room and obtained a
| soda which was stationed near the biohazard bin |
while the nurse was setting up medications in
[ frant of Resident #17s room. Unsampled |
' Resident D was then handed a plastic cup by the )
! same nurse from Unsampled D's stack of cups in |
the room. Unsampled Resident D then exited the
| room withiout washing his hands and went down |
‘the hall. There was no education to Unsampled _
| Resident I during the observation. g

: Observation revealed a nurse entered @
i Unsampled Resident A's room and did not wash

. or sanitize her hands prior to flushing an
'intravenous access with 0.9 Normal Saline ten
, (10) mililliters, and prior to starting an intravenous |
- antibiotic,
i

i
i

i All staff will be re-educated
F441"  on the infection control
| practices, including ;
handwashing technicue, -
- and isolation guideline by
' Trena Lee, Education and
' Training Director on
5/6/2014. All newly hired
~ employees will receive this ,
| education by the Staff
Development Coerdinator,
~ prior to starting
| employment. i'

' DON, ADON and |
Education Director will
conduct return
demonstration exercises on
Nurses and CNA’s. They |
; will each do 10 per week g
" for 4 weeks, then 1 nurse ;
| staff member per week for l
; 4 weeks. " 571172014
|

|
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| Qbservation revealed a nurse obtained an i |
Faceucheok for Unsampled Resident C, then , '
: remeved her solied gloves and exited the room |
! without performing hand hygiane. The nuree :
, obtalned a lancet from the medication cart and | ! !
- obtained another accucheck for the same ' :
resldent and again exited the room without ! :
- performing hand hygiene, LPN #4 then

 re-entered the room and administered inaulin to
: Unsampled Resident €, then removed the soiled : i
. gloves and exlited the room without performing i
| hand hygiene. ; ?

 Observation revealed a nurse administered g i
| medication to Unsampled Resident B and did not

» wash her hands prior to exiting the room and !
| signing out the medications. i E
- Qbservation on 03/26/14 revealed the supper tray | i

. dated Q3/2%5/14 was lefl in the room on Resident ; !

| #2's bedside table. E | [

| catheter care, then placed the soiled wash cloths

. Observation revealed @ nurse performed Folay |
 and towels on Resident #7's sink counter, 5

‘ The findings include:

{ 1. Review of the "Contact Precautions” Poiicy,
| undatad, revealed the facility implemented

| Contact Precautions for residents known or g‘ !
| suspected (o be infected with micraorganisms :
- thiat can be transmitted by direct conact with the | !
; resident or indirect contact with environmental |
“surfaces or resident care iflems in the resident's 1
| environment, Examples of infections requiring | ;
' contact isofation included Clostridium Difficile. ‘
| Furiher review revealed; wear gloves when
Bvant ID: WRCHT Faciity 10: 100412 If eartinuaton shaat Page 17 of 30
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F 441} Continued From page 17
enterlng the room, change gloves afiar contact
twith [nfective material, wear 2 disposable gown
upan entering the room, and implement a "See
| Nurse Before Entering” sign to alert staff and
| wishtors of precautions.

. Review of Resident #11's medical record

| revealed diagnoses which inciuded End Stage
Renal Diseasa, Diabetes Mellitus, and

| Clostrigium Diffisile. Review of the Admission
_Minimum Data Set (MDS) Assessment dated
| 03/10/14, revealed the facility assessed the

. resident as having 2 Brief Interview for Mental
| Status of a thirteen (13) out of fifteen (15),

. revealed orders for Vancomysin (antiblotic

| medication) 128 milligrams avery six {8) hours
- through 03717714, then Vancemyein 125

| milligrams every twelve {12) hours through

_review of the Physician's Qrders dated 03/08/14
| revealed orders for Vancomyeln 1000 milligrams
intravenous every five (5) days.

!
‘Review of the Comprehensive Plan of Care,

| dated 03/14/14, revealed the resident had 2
i by the infectious disease physician.

: Observatlon on 03/26/14 at 8:55 AM revealed
" Resident #11 had a sign on the door which

| teor including masks, gowns, and gloves.

3 Review of the Physician's Orders dated 03/05/14
. revaaled orders for conlact precautions. Further
| review of tha Physician's Orders dated 03/05/14

|03/31/14, then Vancomyein 126 miligrams every
| twenty-four (2d) hours through 04/07/14. Further

problemn of Clostridium Difficile, and was followad

| stated, "See Nurse Before Entering”. There was |
glse Personal Protective Equipment {PPE) on the :

i
|

i

F 441

]
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| Further observation on 03/26/14 at 8:55 AM, i
revealed Unsampled Resident D entered s
E Resident #11's room and obtained two (2) cans of | ;
- soda which was stationed near the biohazard bin | [
. and handed ane (1) can to Resident #11, while ; ‘
| Registered Nurse (RN) #1 was setfing up i
_ medications outside the door of Resident #11's | ' §
| roomn. RN#1 then donned a gown and gloves | i
~and entered Resident #11's room and handed _ : ‘
| Unsampled Resident D a plastic cup from a stack
" of tups in Resident #11's room. Unsampled .‘
Resident O then axited the room without washing | :
! his/har hands and want down the hall, : ‘
; Unsampled Resldent £ came back with two (2) ! ;
| cups of ice and handed one (1) to Resident #11 | f
" while adjusting the water pitcher on Resident ,
| #11's bedside table and then sat down on hisfher | j
walker to talk to Resident #11. Although RN #1 . f i
| was in Resident #11's room during this ! j
! observation, RN #1 did no teaching or education 9
refated to the contact isolation with Unsampled

| Resldent D,

| Interview on Q3/26/14 at 9:00 AM with RN #1 , :

‘ revealed Resident #11 was in contact isolation for [ ‘

| Clostridium Difficile and! Unsampled Residert D { ’ !
should not have been entering Resident #11's I

raom, She stated visitors had to wear gowns and |
| gloves upon entering and wash hands prior to ; ;
" exiting. 1 !

! Interview on 03/27/14 a1 11:35 AM with the | i
 Infection Control Nurse, revealed the nurse :
i should have stopped Unsampled Resident D :
from entering Resident #11's room and should i :
i have educated Unsampled Resident O related to ; ;
“the contact precautions. Further interview ‘
| revealed the cups and soda from Resident #11's

- regm should not have come out of the room, ! ,
Event {5:WRC1H Facility 1D: 100432 H continuation sheet Page 1507 30
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F 441" Continued From page 19

| 2. Review of the "Administration of an
| Intermittent Infuslon® Policy, revised 07/01/12,
‘revealed the nurse should be competent in the

‘scope of practice. Further review revealed

therapies were expected to foliow infection

identifying resident, explaining proceciire,
washing hands, assembling equipment and
i supplies, donning gloves, assessing venous
' access site, and inspecting new
i madication/solution.

- Observation on 03/26/14 at 5:15 PM revealed
Licensed Practical Nurse {LPN) #3 entared

; venous access device to the Jeft hand with an

- with ten (10) mililiters of 0.0% Normat Saline.

! The nurse then removed the administration set
. tubing from the package and spiked the

' intravenous medication/solution (Cefazolin one
(1} gram/M00 millliters of Normal Saline)

i (antibiotic medication), primad the

,to the needieless connector.

l
Interview with LPN #3 on 03/26/14 at 5:25 PM,

| revealed she should have washed her hands

i through the veneus acecess and prior fo
~administration of the intravenaus antibiotic.

Interview on 03/27/14 at 11:35 AM with the

- control and safety compliance procedures. The
- procedure included; verifying Physician's Oreers,

i Linsampled Resident A's room and did not wash
Lor sanltize her hands. She cleaned the residants |

| alcohol pad and flushed the intravenous {IV) site

' prior 1o administration of the Normal Saline flush

| safe delivery of infusion therapy within her or his |

licensed nurses caring for residents with infusion

medication/solution through the administration set ;
| tubing, and attached the administration set tubing -

F 441,
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F 441 | Continued From page 20 F a4t
: Infection Control Nurse, reveaied the nurses ! !
! should wash their hands after entering the
, residents raom and prior to any intravenous i
I procadure.

; 3. Review of the "Glucomster Cleaning Check | i
| Off Policy, undated, revealed the nurse was o :

apply clean gloves and obtain a fingerstick, throw i ;
: away the used supplies and remove gloves, and | ! i
" wash hands. ;
. H £

; !
| Interviaw with the DON on 03/27/14 at 7:25 PM : :
revealed there was no policy related to insuiin j
l administration, | ;
- Observation on 03/25714 at 5:50 PM revealed *' !
| LPN #4 obtained an aceucheck for Unsampled j
Resident C, then removed her soiled glovas and i ;

exited the room without washing or sanitizing her ;
“hands, LPN #4 then went ic the hall and opened | | r
; the medication cart and oblained a a lancet from ' : ‘
| @ drawer. The nurse then re-entered Unsampled . ’
- Resident C's room and obtained another x
| accucheck for Unsampled Resident . Further : [ '

observation revealed the nurse again removed |

the soiled gloves and exited the room without ; ‘
| washing her hands, then sanitized her hands in | [
 the hall. LPN #4 then re-entered the room and |
. administered insulin to Unsampled Resident G, i
| removed the soiled gloves and exited the room |
- without washing her hands.

| Interview on 03/26/14 at 5:58 PM with LPN #4 |

raveaied she should have washed her hands ‘
l‘ after removing the soifed gloves and prior to | .

exiting the room after she abtained accuchecks | 5 !
. and after administration of insulin, i ‘
| : :
Further interview on 03/27/14 at 11:35 AM with : ?
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" the Infection Conirol Nurse, revesled the nurse
; should have washed her hands after removing

| the soiled gioves and prior to exiting the
residant's room after the scouchecks and after l
. the insulin administration to help prevent the g
3praad of infection, :

4. Observation on 03/26/14 at 9:15 AM, revealad
: Ihere was & supper tray on Resident #2's bedside

' table and the tray tickel was dated 03/25/14. |
. Resident #2 was in bed with her/hiz eyes closed,

! | Interview on 03/26/14 at 9:15 AM with Registerad 3
| Nurse {RN) #1 who was assigned to the resident i
“revealed the supper tray should have been J
l removed from the room last evening. g
r

F

Contmued interview on 03/27/14 at 11:35 PM wnth
i the Infaction Control Nurse revesaled she was
| unaware if there was a written policy, but the
- meal rays were 1o be removed from the resident
L rooms after each mea! and indicated old food left
in the rooms could promote insecta.

"5, Observation on 03/26/14 at 3:40 PM revealed
| Licensed Practical Nurse (LPN) #2 completed
Foley cathater care for Resident #7, then placed
the solled wash cloths and solled towels on the
counter by the sirk in the resident's rpom.
frferview with LPN #2 revealed she should have
placed the soiled washcloths and toweis in a |
i plastic bag, and indicated she sontaminated the !
| sink counter which was shared with the resident's |

f roommate.

!

[

. Interview on 03/26/14 at 4:15 PM with the i

 Infection Control Nurse, revealed soiled wash |

* clothsfowels and any soded linens should be
piaced in a plastic bag prior to taking the items

| out of the room, and should not be placed directly \

¥
i
|
i

H
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F 441 Continued From page 22 i
on the sink counter due te this was an infection :

| cantrol issus,

I 6. Review of the " Medication Administration”

. Policy, undated revealed admlinistar aral I

t medication, remalin with the resident until all

. medication is taken, assist the resident to a |
somfortable position, wash hands, and proceed (o,

i the next residant. 4.

i Observation on 03/27/14 at 10:30 AM, revested
. RN #1 entered Unsampled Resident B's reom

« and administered fhe residant's medications,

. handing the resident a medicine cup of

‘ medications and a cup of water, The rurse did
i not wash or sanitize her hands prior i9 exiting the i
room and signing out the medications on the :
| Medication Administration Record (MAR). |

i

[ Interview with RN #1 at the time of tha
| observation, revealed she should have washed
"her hands after administration of the medications. ;

“Intervisw on 03/27/14 at 11:35 AM with the

! Infaction Control Nurse revealed the rurses
should wash or ganitize their hands after

' administration of medioations and bafore exiting

. the room,

:
F 492 483,75(b) COMPLY WITH |
38=C FEDERAUSTATE/LOCAL LAWS/IEROE 81D !
| The facility must operate and provide services in |
« compliance with all applicable Fedaral, Btate, and |
, local laws, regulations, and codes, and with
| aceaptad professiona! standards and principles
 that apply to professionails providing services in
" such a facility, i
: t

!

i
F 441,
H

1

F 492

1. A new form has been
added to the admigsion
packet which contains
information about Human
Immunodeficiency Virus
(HIV} and Auto Immune
Deficiency Syndrome
(AIDS) including
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C
. 185336 B WING 03/27/2014
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE
SPRINGFIELD NURSING & REHABILITATION CENTER ﬁn%;;’g’f:ﬁ;ﬁ
T oo | BUMMARY STATEMENT OF DEFIGIENGIES Com PROVIDER'S BLAN OF CORRESTION i
PREFIX (EACH DEFICIENCY MUST BE PREGEDED 8 FULL, | PREFIX {EACH CORRECTIVE ACTION SHOULD BE \ COMPLETION
TAG | REGULATORY O LSC IDENTIFYING INFORMATION; P TAG CROBS-REFERENGED TO THE APPROPRIATE | DA
! ; | LEFIDIENCY) '
4 T - i
i ! | *ond ’
: ) ; k i Admission’s
F 482 Continued From page 23 Fagz; Prevemtionby :
| Pad | | Director on 4/21/2014, |
; H i
! : » ]
| . , : © 2. The Admissions ;
i g‘;;s REQUIREMENT s not met as evidenced ; ; Coordinator conducted an -
- Based oninterview snd record review, ft was = | ;  auditofall current resident ’
determined the faclilty fajled to comply with alf i files to determine if their _
Fegem!,] ngatet aind Iagal Ea;rs’ regulations snd | i charts contain information (.
coogs. Intarmation about Muman . ' i HIV :
[ Immunedeficiency Virus IV} and Auto Immune | ! abgiigggvﬂmgﬁg fgt'}}{i 4 j
 Deficiency Syndrome {AIDS) provided by the ;ooan on & . :
Hfacility did not meet the statutory requirements of P All current residents were i
I’ iﬁfs 3;14;520 (;)I;d\gliﬂh E‘IEEE{S ﬁcrmaﬁon on the ! i informed and & copy of the
nection shall be presented to any person ; ! \ . :
who recalves treatment in @ skilled nursing i i new form was P la‘cef‘} lrf the i
| facliity, The information shall include, but not be i ! chart by the Admission’s |
imited to methods of prevention. .: [ Director on 4/18/2014. i
i ; !
! { i ;
The findings include: 5 ' 3. The old forms without |
 Reviow of the Checilis for Gompliancs with KRS | | information sbout prevention of
| 214682004 HIVIAIDS Patlent Irformation ' HIV and AIDS were gll i

. discarded by the Admission’s
' Director and the new forms will !
' beused from here op, The i
. Admissions Director was re-

_reevealed Information provided by sach facilly l
| must include methods of pravention.

' Review of the faciifly’s form “Important
Information About HIV and AIDS, gffactive

; 07101112, revealed no documented evidence the | | Fed om]

y ; ! educated by the Administrator ox)

form Included methods of preventton. s X :
| b ! | 3/2772014 on what specific |-

“Interview with the Adiministrator, on 03/27/14 gt | | contents that are required in the i’

4128 PM, revealed the form needed to be revised , Admission’s packet ;

_ fo meet statulory requirements and he was ! i |
unaware the information whick was ncluded in | .

. Ihe Admissions Facket did not have methods of | {4 The Interdisciplinary |

; i :

| praventions for MIVIAIDS. | Team will report all
F 520, 483.75(0)(1) QAA FS200  findings to QA Committee
e | . : + . ; -1
s5=E | COMMITTEE-MEMBERS/MEET | | forreview L siihold

] ]
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FORM APPROVED
_OMB NO. 0938-0391

{X3) DATE SURVEY

| QUARTERLY/PLANS |

|
. Afacility must maintain a quality assessment and

" assurance committee consisting of the director of ‘
; nursing services; a physiclan designated by the |
facility; and at least 3 other members of the i

g facility's staff,

| The quality assessment and assurarce
commitiee meets at least quarterly to ldantify
lissues with respect to which quality assessmert I
 and assurance aclivities are necessary: and ’
- develops and implements appropriate plang of
{ action to correct identified quality deficiencias, |

i
i

| AState or the Secretary may not require

. disclosure of the records of such committee

| except insofar as such disclosurs is related to the
“compliance of such committes with the '
_requirements of this saction,

i

]

- Good faith atternpts by the committes to identify
| and correct quality deficlencies will not be used as.
: & basis for sanctions, |
f f
{ This REQUIREMENT is not met as evidenaed i
< by
l Baged o observation, interview, and record
 review, it was determined the facility failed to

| maintain a Quality Assessment and Assurancs
. Program that developed and implemented

" appropriate plans of action to correc qirality

| deficiencies. Thie was evidenced by repeated |
 deficiencies related to the fasility's failure to

[ ensure the Comprehensive Plan of Care was !
, revised, and failure 1o snsure hore was an

BTATEMENT QF DEFICIENGIES {X1) PROVIDER/SURPPLIERICLIA l (X2 MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION DENTIFICATION NUMBER; A BUILDING COMBLETETS
G
185336 B, WiNG 03/27/2014
NAME OF PROVIDER Q82 SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
A0 BEAST GRUNDY AVERUE
SPRINGFIELD NURSING & REHABILITATION CENTER
SPRINGFIELD, KY 40089
X4y SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDER'S PLAN OF CORRECTION ; 1x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED &Y FULL PREFX [EACH CORRECTIVE ACTION SHOULD BE | coneterion
TAG REGULATORY OR LEC IDENTHFYING INFORMATION] i TAE CROSS-REFERENCED TO THE ARPROPRIATE ; DATE
i ' DEFICIENGY) :
F 8201 Continued From page 24 | ggop! Members of the Quality j

; Assurance Committee met

i on 5/2/2014 and discussed |
| the Care plan revision :
| process and Infection I;
- Control Program to ensure

- all care plans will be

. revised when appropriate

v and that Infection Control

. practices are followed

| throughout the facility. All
residents have the potential
. to be affected if their Plan I:
! of Care is not updated when i
. required or the Infection
| Control Process is broken. |
Processes and guidelines I!
’ were reviewed by the
committee with education
being developed and audits |
diseussed and created to he |
monitored and brought 5
! back to the Quality |
| Assurance Committee for

any further directions or i
recomimendations required. !
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GENTERS FOR MEDICARE & MEDICAID SERVICES OME NQ. 0938-0291
STATEMENT OF DEFICENCICS (%13 PROVIDERISUPFLIERIGLIA X2 MULTIPLE CONSTRLIETION {%3) DATE SURVEY
AND PLAN OF CORRECTICN IS NTIFICATION NUMBER: A, BUILDING COMPLETED
(M
185336 . WING 03/27/2014
NAME OF PROVIDER DR SUPPLIER $TREET ARDKESS, CITY, STATE, ZIF GODE
SPRINGFIELD NURSING & REHABILITATION CENTER ;i”j:;;g:gm’gﬁ’;zs
x4 SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S FLAN OF GORRECTICN L e
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | BREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
TaG REGULATORY OR L$C IDENTIFYING INFORMATIDN) /Y- T CROSS-REFERENCED TO THE APPROPRIATE | DATE
i i : DEFICIENGY) :
F 520 ' Continued From page 25 . F520, All residents have the !
| effective Infection Control Prograrm. ? * potential to be affected by
f g i improper food handling,
The findings include: | poor handwashing and
! S e changin i
Review of the facillty "Quaiity Assessment and = . : !IIIIIP;‘ oier gf‘“ N ; . d g]’]_"}?» ;
! Assurance Committee Summary", dated f . while handling feod. 1ne i
09720712, revealed the goals of the committee | i Dietary Manager will
‘ included; manitoring and evaluating the monitor and observe daily
; appropriateness and quality of care providac, i . . ; for
" overseeing facility systems and processes related [ the meal prep aranonskfc’x. 1
| to improving quality of care and services, : _} all meals fo'r one week (o :
. promating consistent facllity systems and | ensure all dietary staff have !
i proce-ss?§ an:i ggprctalpf:;iate p;actéce;s in resident ' | heen monitored preparing
| care, hetping o identlfy negative outcomes i ; A ' P !
related to resident care and resolving them, and ; and serving m.eai§ and are ;
| coordinating the development, implemeniation, | i able to competently ;
~monitoring, and evaluation of action plans to | complete a return
| achieve specifled gosls. e i demonstration checklist by
i1, Based on observation, inferview, and recard ! { 5/8/2014.
| review, it was determined the facility failed to j |
s ensure the Comprehensive Plan of Care was j The Quality Assurance E
revised. This was a repeat deficiency for the ; i i e
' facility which was cited 12/20/13 related to the | c‘:’mmlmec eV We"d;h -
{ care plan not being revised after a resident | ! Care P an Process an
_underwent a3 Hemicolectomy and sfter a resident | Infection Control Program ;
| received repeated Kidneys Ureters Bladder § along with the educational
. X-Ray (KUB's} and Soap Suds Enemas for ; i p . |
| recurrent lleus. | i sessions for updatmg the 5
! \ ! care plan and following the f
[ Review of the faclity's Plan of Correction, witha | i infection control program !
- 01/21/14 compliance dats, revealed the use of ! : for any recommendations :
| the Twenty-Four Hour Report and the Physiclan  ° j hﬁn 5/ /2&} 14. The QA !
| Telephone orders were being used in an attempt | 0n waen L
" to capture all averts occurting for individual : | Comumnittee reviewed the :
| residents. In addition. three {3} random care ! emplovee roster and :
| Pians would be reviewed per the Director of ared with the ‘
- Nursing {DON} or designee weekly for updates ] cgmp . Wi ired set forth
. and would be kept for discussion in the QA ! , education required set fortt
FORM CNS-2567(02-09) Pravious Verzisns Obsoiete Evenl I2: WRE11S Feeility D 100412 If continuation sheet Page 26 of 30
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BLMMARY STATEMENT OF DEFICIENGIES

(X -
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COMPLETION
DATE
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[EACH CORRECTIVE ACTION SHOULD BE
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DEFHCIENGY)

i
F 520 Continued From page 26

' meetings.

|
| Record review during this survey revealed the

| Care Plan was not revised related to Residert #2 |

i having the Indwelling urinary catheter changed
l every two (2) weeks as per Physician's Orders,

Interview on 03/27/14 at 7:50 PM with tha
~ Administrator and DON, revealed the care plans
- were being reviewed and revised in the morning
; meetings Monday through Friday according to
" new Physiclan's Orders and each morning a
| complete care plan audit was done far one
 resident in the meeting to ensure the care plan
twas accurate. Further inferview revealed the
| Physician's Order for the indwelling urinary
- catheter to be changed every two (2) weeks
' should have been transcribed to the care plan
| during the morning meeting and thiz was missed,

| 2. Based on observation, interview, and record
| review, it was determined the facility failed to

- maintain an effective infection control pragram in
i arder to prevent the development and

: trangmission of disease and Infection within the
| facility. This was a repest deficiency for the

| facility which was cited 01/11/13 for deficiencies
 redated to poor infection control with petineal

| care, staff failing to utllize Perasnal Protective

: Equipment (PPE) and failing to wash hands

| before exiting a raom for 5 resident who was in
| contact isolation. This was also a repeat

- deficlency for the facility which was cited 12/20/13 3:

- for deficiencies related to poor infection contral
- with perineal/incontinence care, slaff failing to

| wash hands prior to exiting an isolation room, and :
| volunteer staff entering an isofation room without

- PPE and faiiing to wash handg after touehing
{items in the room.

| in this plan of correction
| that all employees received
| the appropriate education
and signed the educational
i requirement. The QA
Commiittee also determined ;
that all new emplovees 3'
- would be inserviced on the
' Infection Control Program

and any new licensed nurse
| hired would receive
| education on updating
careplans prior to their start i
of work. |

§ The Administrator, Director
of Nursing and/or Staff I
[ Development Coordinator g
5 will bring all educational .
in-services along with i
signature logs and all audits
E pertaining to this plan of |
z correction to each Quality |
Assurance meeting for

i review and
recommendations monthly
for the next 6 months and
then quarterly for the
following 6 months for

| further recommendations.

|
|

5/11/2004

i
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c
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$TREET ADGRESS, CITY, STATE., 21 CODE T

NAME QF PROVIDER OR SUPPLIER
420 EAST GRUNDY AVENUE

SPRINGFIELD NURSING & REHABILITATION CENTER
SPRINGFIELD, KY 40059
X SUMMARY STATEMENT OF DBFICIENG ES | R PROVIDER'S PLAN OF CORRECTION g
PREFIX (EACH BEFICIENCY MUST BE PREGEDSD BY FULL © PREFIX {EACH CORHECTIVE ACTION SHOULD BE : COMPLETION

AG REGULATORY OR LSC IDENTFYING INFORMATION) L TAB CROSS.REFERENCED TO THE APPROPRIATE | DATE

I i : DEFICIENEYY :

} : :

1 B

F 5620 ; Continued From page 27 F 520

!

| Review of the Plan of Correction, with a
- campliance date of 02/15/13, revealed the
. Educalion Manager would re-educate staff .
- regarding the procedurs for perinesl care and ; g
| monitor at least three (3) staff providing care on f .
~each shift to ensure competency by 02/12/13.
! According to the POC, the Education Manager i
, Was 1o re-educate all staff regarding isolation fype ;
"and procedure by 02/11/13. The DON and '
| Assistant Director of Nursing {ADON} was (o : i

audit staff providing care for ten (10) residents | : i
i weekly for eight (8) weeks to ensure hands were ; :
| washed per the Infection Control Policy and staff | e |
~were able to perform care without the spread of ; i
Linfection. The DON and the ADON were to i
i menitor a total of the next five (5) residents ! i |
| raquiring Isolation to ensure isolation policy was | ‘
| followed and handwashing vecurred per the ! i :
. policy. The QA Team was to meet weekly for four | [ !
| (4) weeks beginning the weaek of 02/04/13, then : '
two (2) imes a month for two (2) montis, then .
, monthly to review afl audit findings which would i i
“ be ongolng untif corrected. ! i

| Review of the Plan of Correction, with a i
i compliance date of 01/24/14 revealed an a
! Infection Control Inservice was conducted per the | |
' Education Training Nurse, and random : I
: sheervations highlighting the infection conirol
. practices such as hand washing, perlsare

f observations, and donning and taking off PPE ;
- equipment would be conducted by the Education | i i
[ Training Nurse or deslgnee for four (4 weeks |
“ then monthly and as needed, Further review :

| revesled on hire new employees would review the | :
| handwashing/isclation precautions with the ; ‘ f
' Education Training Nurse. The QA Team wasto | ‘ i
| meet waekly for four weeks starting the week of

FORM CMS-3887(02-99) Pravious Versions Qbsolats Evant I: WRS111
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STREET ADDRESS, CITY, STATE, ZIP CODE
420 EAST GRUNDY AVENUE
SPRINGFIELD, KY 40009

(X4 1D
FREFIX
TAG

| SUMMARY STATEMENT OF DEFICIENCIES i
| (EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘
REGULATORY DR LS0 IDENTIFYING INFORMATION) i

il PROVIDER'S PLAN OF CORRECTION : X8y

PREFI | (EACH CORREGTIVE ACTION SHOULD 8E P GOMPLETIGN
TAG CROSS-REFERENCELD TO THE APPROPRIATE | DATE

! DEFICENCY)

= SZOI Continued From page 28

+ G1/12114, then manthly and =s neaded reiated to

| infection control Issues.

| Observation during this survey revealed a ,
resident entered another rasident’s isolation room !
| and obtained & sods, was harded a cup by the

; nurse, and then exited the room without washing !
| hands with no education done by the nurse. i

| Observation 3is0 revealed a nurse ertered a

i resident's room and did not wash or sanitize her _
: hands prior te flushing an intravenous access !
i with 0.9 Normal Safine ten (10) milliliters, and i
* prior to starting an infravenous antibiotic.

| Observation revealed a nurse obtained an

| accucheck for a resident, then removed her |

soiled gloves and exited the room without

| performing hand hyglene, The nurse then

- obtained a lancet from the medication cart and

| obtalned another accucheck for the same !

| resident and again exited the room without |

! performing hand hygiene. The same nurse then |

i' re-entered the roor and administered irsulinto |

' the resident, then removed the solled gloves and |

; exitad the room without performing hand hygiene. ;

,’ Observation revealed & nurse administered

! medication to a resident and did not wash her

I‘ hands prior to exiting the room and signing out

! the medications. :
|

! Observation on 03/26/14 revaaied the suppar fray ;

 dated 03/25/14 was left in a resident's room on i

! the bedside table. ;

‘ H

| Observation revealed a nurse performed Foley

! catheter care, then placed the soiled wash cloths |

. and towels on the resident's sink counter. "

]
F 520,

FORM DME-2EBT(02-35) Frevious Varsions Ohaclets Event ID: WRL T
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STATEMENT OF DEFICIENCIES X1 PROVIDER/SUPRLIER/CLIA
AKD PLAN OF COSRECTION IDENTIFICATION NUMBER; & BULDING

MNAME OF PROVIDER OR SUPPLIER

F 520/ Continued From page 20 | Faa0

;I Interview on 02/27/14 at 7:50 PM with the : ;
| Administrator and the DON, revealed per the
i POC, with a compliance date of 01/24/14 . !
Gbservations of Infection control procedures ’ ; ‘
Fincluding handwashirig, pericare, and donning | i
. and removing PPE was done weakly for four (4) : i
"'weeks, then monthly until 62/14. However, :
 currently observations related to infection corirol
procedures were being done randomly. Further
| interview revealed the QA Meeting was still being - i !
held manthly and infection control ISsUes wore | : !
' being discussad In these mestings. ; :

i

i
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEEICIENCIES {X1}) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185336 B. WING 05/08/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
420 EAST GRUNDY AVENUE

NAME OF PROVIDER OR SUPPLIER

[

SPRINGFIELD NURSING & REHABILITATION GENTER SPRINGFIELD, KY 40089
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D : PROVIDER'S PLAN OF CORRECTION : (X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: . DEFICIENCY)
{K 000} CINITIAL COMMENTS {K 000}_

¢ A desk review of the facility's Plan of Correction
(POC) was completed on 05/08/14 with the
facility's POC found to be acceptable. The facility

- was found to be in compliance 05/07/14 as

“alleged, and meeting the minimum requirements
for participation in the Medicare and Medicaid

. program.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determinad that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foflowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaiiable to the facility. If deficiencies are cited, an approved pian of correction is reguisite to continued

pregram pariicipation.
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185336 B, WING : 03/26/2014
STREET ADDRESS, CITY. 5TATE. 7P CODE

MARE OF PROVIDER OR SUPFLIER
420 EAST GRUNDY AVENUE

INGF} GE&R N
SPRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD, KY 40089
(X6 - BUMMARY STATEMENT OF DEFICIENCIES ] s FROVIDER'S PLAN OF CORRECTION sy
BREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL © PREFIX {EACH CORRECTIVE ACTION SHOULD gg COMPLETION
AL REGUILATORY OR LEC DENTIFYING INFORRATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i i : DEFICIENGY)
K 000 VINITIAL COMMENTS K D00

| CFR: 42 CFR 483.70(a)

| BUILDING: 01 | |
PLAN APPROVAL: 1968 | |
SURVEY UNDER: 2000 Existing 5 |

|
FACILITY TYPE: SNF/NF

| TYPE OF STRUCTURE: One (1) story, Type
‘ (111}

| SMOKE COMPARTMENTS: Three (3) smoke |
[ compartmenis _

; FIRE ALARM: Complete fire alarm system with
' smoke detectors, !
SPRINKLER SYSTEM: Complete autornatic dry »
! sprinkler system. i "
H

| GENERATOR: New Installation 01-01-14
* Generac Typs # Diesel

| A standard Life Safety Code survey was !
conducted on 43/26/14 and the facility was found !
ot to be in compliance with the requirements for ,
 participation in Medicare ane Medicald. The ]
facility is certified for seventy (70) beds with 2

| census of fifty-five (55) on the day of the survey,

i The findings that foliow demonstraie
noncompliance with Title 42, Code of Fadera!
. Regulations, 483.70(a) et seq. {l.ife Safety from

. Fire) .
: Deficiencles were cited with the highest 5
WABORATORY DIRECTOR'S DR PROVIDER/SUPFLIER REPRESEMNTATVES sxc;:;muae TITLE che» DATE
ﬁ/ ﬁ'w A s PRy 0 Cr‘-” 2 I~/
atals e from correcling providing 1 iz detarmined thet

ing with an astetisk (") denotes a deficiorcy which the tnstitution may be sxays
vther safaguards provide suficient protection Lo the pelients, {See instrucions.) Excent for nursing homes, tha findings stated above are disciosable 390 days
fefiowing the date ot survey whather or nist 2 plan of corvaction it provided. For nursing harmes, the sbove findings and plans of correation are disclosable 14
days following the dats fiess documents are made avaliahia ta the faciiity. If defiiencles are eited, an approved plan of corrsetion is requisite to continued

pragram participaticn.
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FROVIDER'S PLAN OF CORRECTION

B8=F,

| Smoke barriers are constructed 1o provide at
least @ one half hour fire resistance rating in

, Accordance with 8.3. Smoke barriers may

i terminate &t an afrivm wal. Windows are
protected by fire-rated glazing or by wired glass

i pangls and steel frames. A minimum of two

| separate compartments ara provided on each
floor, Dampers are not reguired in duct

. penetrations of smoke barriers in fully ducted

19.3.7.3,1037.5 19.16.3 19.1.6.4

f This STANDARD is not met as evidenced by:
Based on observations and interview, it was

| determined the facility failed to maintain smoke

: barrlers that would resist the passage of smoke
between smoke compartiments in accordance

. with the National Fire Protection Association

HNFPA) standards. The deficiency had the

“potential o affect three (3) of three (3) smoke

. compartments, residents, staff and visitors. The

| facility was certified for seventy {70} beds with 3

| The findings include:

Observationg, on 03/26/14 between 10:20 AM
| andd 17:00 AM, with the Mainterance Director
- revealed the smoke barriers, in the aitic space
_had penetrations of pipes and wires. The
| penetrations were not filled with & materiat rated
- equal to the partition and could nat resist the

heating, ventilating, and air conditioning systams.

“cansus of fifty-five (58) on the day of the survey.

XD SUMMARY STATEMENT OF DEFICIENGIES o (X8
PREFIX ! (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREF X (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED 10 THE APPROPRIATE | ATE
DEFICENCY)
K000 Cantinued From page 1 K 000@
- deficiency identifled at "F* level.
K 025 NFFA 101 LIFE SAFETY CODE STANDARD K028 1. Proper smoke barriers

f

2. All areas of the building

have been put in place by
the Maintenance Director
on 4/15/2014. Maintenance
Director removed the
existing barriers and
replaced them with barriers
designed to resist the
passage of smoke

have the potential to be
affected. Maintenance
Director inspected the attic
area on 4/18/2014, 1o
determine if there are other
barriers that needed to be
replaced. No other barriers
were identified,

3. When contractors do

work in the building, :
Maintenance Director will
educate the contractors and :
assure all barriers installed ?
or replaced will be '
designed to resist the |
passage of smoke. :

FORM CMSE-258102-99) Praviaus Varsinns Cbsolete
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i
K025 Continued From page 2 K025
passage of smoke. The location of the smoke | . 4. Maintenance Director
- partition with the penetrations was in the East Hall ! will report all findings to
471172014

| by the Nurse's Station, West Hall by the Nurse's
Station, and near the Physical Therapy
: Dapartment.

 Irterview, on 03/26114 at 12:45 PM, with the

; Maintenance Director revesied he was not awsre
of the penetrations. He stated contractors had

, been in the attic running wiras during the

i generator Installation,

Interview, on 03/26/14 at 12:50 PM, with the
: Administrator revealed he was unaware of the i
. penetrations in the smoke barriers, bul would get
i them repairad by the end of the week. -

‘ Reference. NFPA 101 (2000 Edition).
'8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
, air ducts, pneurnatic tubes and ducts, and similar
| buliding service equipment that pass through
floors and smoke barriers shall be protected as
Tollows:
| {3) The spage betwean the penetrating Hem and
the smoke barrier shail
. 1. Be filled with a material espabie of maintaining
: the smoke rasistance of the smoke barrier, or
2. Be protectad by an approved devige designed
- for the specific purpose.
| {b) Where the penetrating em uses a sleeve to
“penetrate the smoke barrier, the sleeve shall be
solldly set in the smoke barrier, and the space
| between the item and the sleeve shall
1. Be filled with & material capable of maintaini
: the amoke resistance of the smoke barrier, ar
| 2. Be protected by an approved davice designed
for the specific purpose. |
 (c) Where designs take fransmission of vibration |

ng |

QA Committee for review,
;

| |
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58=D |
One hovr fire rated construction (with % hour

; fire~rated doors) oF an approved automatic fire i
Fextinguishing system in accordance witi 8.4, 1 :

andior 19.3.5.4 protects hazardous areas. When -
i the approved automatic fire extinguighing system |
“option is used, the areas are separated from
_other spaces by smoke resisting partitions and |
| deors. Doors are seff-closing and non-rated or

field-applied protective plates that do not exceed
| 48 inchas from the boftom of the door are
“permitied.  19.3.2.1

!

[

This STANDARD is not met as svidenced by: ;
i Based orn observation and irterview, itwas !
fdetermined the facility failed to meet the .

requirements of Protection of Hazards In i
i accordance with National Fire Protection ‘
* Associstion (NFPA) Standards. The deficiancy
_had the potential to affect one (1) of threa (33
! smoke compartments, staff and visitors. The A
facitity was certified for seventy ( 70} beds with = i
. census of fifty-five (55} on the day of the survey, -
- The facility failed to provide self-closing devices
for doors protecting hazardous areas,

; The findings includa: !

t Observation, on 03/26/14 at 9:43 AM, with the
|

i

186336 B WING 03/26/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, 3TATE, 7IF CODE
<20 EAST GRUNDY AVENUE
SPRINGF NURSING )
PRI ELD & & REHABILITATION CENTER SPRINGFIELD, KY 40069
(%) 1D BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRECTION 4
PREFIX | {EACH DEFICIENGY MUST AE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD gE COMPLETION
TAG REGULATGRY OR LSS IDENTIEYING INFORMATICN) TAG CROSE-REFERENCED TG THE APPROPRIATE DATE
; DEFICIEMGY)
%‘ f
K025 Continued From page 3 K o258
| into consideration, any vibration isolation shall |
1. Be made on either side of the smoke barrier, or
. 2. Be made by an approved device designed far
the specific purpose.
K028 NFPA 101 LIFE SAFETY CODE STANDARD K 029

1. All files were removed
from the beauty shop on

i 4/2/2014 by Maintenance
" Director.

2. The Maintenance
Director inspected ali

identified storage areas on

4/18/2014, to ensure they

all have self closing doors

and safety barriers

[ 3. The Maintenarnce

‘ Director was re-educated
by the Administrator on
4/18/2014 that all storage
areas are to have self
closing doors.

4. The Mzintenance

2 weeks, weekly for 4
weeks then monthiv
thereafter to assure doors
are closing properly. The

Director will check storage
rooms 3 times per week for

FORM GMS-2567(02-0% Fravious Verslons Obsslere Even 1D, WRG T2

Faolny 1D 100413
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~contained a hazardous amount of combustibles.

Interview, on 03/26/14 2t 12:15 PM, with the

the door fo the beauty shop was required to be
- self-closing, but did admit the reom was being
"used to store filos,

- Interview, on D3/25/14 at 12:15 PM. with the

to this room was requirad to be self-closing.

INFPA Life Safety Code 101
3413
: Doors in barrlers required to hava a fire
‘resistance rating shat have a 3/4-hour fire
» protection rating and shall be self-glosing or
' automatic-closing in accordance with 7.2.1.8.

5 Refarence:
ENFPA 101 (2000 Editian}.

i 19.3.2 Protection from Hazards.

" 19.3.2.1 Hazardous Areas, Any hazardous areas

| shall be safequarded by a fire barrier having &

~ 1-hour fire resistance rating or shall be providad

. with an autornatic extinguishing system in

| acoordance with 8.4.1, The automatie

. extinguishing shall be permitted to be in

taccordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separatad

. from ather spaces by srnoke-resisting partitions

“ard doors. The doors shali be seifclosing or

; utomatic-closing. Hazardous sreas shail

©include, but shali not be restricted to, the

. following:

t did not have a self-closing devica on the door and

i Maintenance Director reveated he was not aware

- Adminigtrator revealed he was not aware the door |

i

i

i

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA | 12 MULTIELE CrNSTRUCTION (%3} DATE BURVEY
ANG PLAN OF CORRESTION IDENTIFGATION NUMBER: A, BUILDING 01 - MAIN BUILDING 04 COMPLETED
185338 B.WING 032672014
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS, CITY, STATE, ZIF CODE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHAR! ATION ¢ R
F % REHABILIT. ENTE SPRINGFIELD, KY 40069
Ky - SUMMARY STATEMENT OF DEFICIENCIES o _ FROVIDER'S PLAN OF CORRECTION o
PREEX {EACH DEFICIENCY MUST BE PRECEDED BY SULL PREFY {EACH CORRECTIVE ACTION EHOULD BE COMPLETION
TAL REGLLATORY OR L8C IDENTIFYING INFORBATION) TAG CROSE-REFERENCED TG THE APEROPRIATE DATE
j : DEFICIENGY)
K 028 Continued From page 4 K020
. Maintenance Director reveatsd the beauty shop | !

 results of these audits will

" be taken to the Quality

 Assurance Committee for
further recommendations.

/1172014

L
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420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD, KY 40069

ixayip SUMMARY STATEMENT OF DEFICIENGIES 1w} PROVIDER'S PLAN OF CORRECTION (%5}
PREEN (BACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREEIK [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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NANME OF FROVIGER OR SUBPLIER

i
K028 Continued From page 5 K 029:
(1) Boiler and fuel-fired heater rooms :

(2) Central/bulk laundries larger than 100 ft2 . ;
{83 m2) :
“{3) Paint shops
. (4) Repair shops
: (B) Soiled linen rooms

(6) Trash coltection rooms ‘ ;
¢ {7} Rooms or spaces larger than 50 fi2 (4.6 mz), | :

"inciuding repair shops, usad for storage of .

. combustible supplies ? : ,

' and equipment in quantities deemaed hazardous -

by the authority having juriadiction

| {8} Laboratories employing flammable or

“corbustible materials in quantities less than

; those that would be considered a severe hazard, :

' Exceptlor: Doors in rated enclosures shall be

_ permitted to have nonrated, factory or

| fieid-applied

© protective plates extending not more than

- 45 in. (122 em) above the botfor of the door, ]
K 082 NFPA 101 LIFE SAFETY CODE STANDARD K 682% 1. Wires supported by
88=F g ‘ : . :

i Required autornatic sprinkkar systems are : . p rinkler Eip&s have ba’%en

- continuously maintained in reliable operating , secured with 5{1"3135 by the

. condition and are Inspectsd and lested ,? ' Maintenance Director on

{ pariodically.  19.7.6, 4.6.12, NFPA 13, NEPA 25, ; 4/18/2014 and are po

9.7.5 ' longer on the pipes. :
[ | i Sprinkler heads in the three

i (3) areas will be converted

| This STANDARD is not met as evidenced by: ; to all quick response by
' Based on observation and inferview, it was . ' Tri-State Fire Protect;
determined the facility falled to ensure the ; 5/1;;2052; I Frotection on

; sprinkler system was inspectad ang maintained,

- according to Natlonal Fire Protection Association |

{ (NFPA) standards. The deficiency had the ' ; - ildin

| potentiai to afiect three (3) of three (3) smoke ! i' Ail} Areas Offhf b‘iﬂd‘ '8
compartments, all residents, staff, and visitors, | ave the potential to be '

i i
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K 082’ Continued From page 6 K 062!

' The facility was licensed for sevanty (70) beds
and the census the day of survey was fifty-five
 (58),

i
The findings include:

1. Qbservation on 3/26/14 at 10:22 AM, revealed

! the sprinkier piping in the attic space facility wide
' was being used to support various wiring.

Interview, on 326/14 at 12:25 PM, with the
- Mainterance Director, revealed he was nat aware |
; of this ¢ode requirement.

interview, on 3/26/14 at 12:30 PM, with the
: Administrator revealed he was unaware of the
r wiring, but would make the corraction at once.

2. Observation on 03/26/14 at 10:18 AM, with the
Maintenance Director revealed two (2) GQuick

- Response sprinkier heads mixed in with reguiar

' response sprinkler heads In the same

" compartment.

. Interview or 3726714 a1 12:35 PM, with the
. Maintenance Direclor revealed he was not aware
| of this code requirement.

Interview om 3/26/14 at 12:40 PM, with the
Administrator revealed he was not aware of this

| requirernent, but would get it comectad as soen

! 88 possible, i

. Reference: NFPA 25 (1998 adition)

|
! 2-2.2" Pipe and Fittings. Sprinkler pipe and
fittings shall be

inspected annually from the floor lavel. Pipe and

affected. Maintenance
Director inspected the attic
area on 4/18/2014 to
determine if there were
other wires supporied by
pipes. No other wires were
identified. Maintenance
Director and Administrator
tspected the other arcas of
the buijding on 4/18/2014

[ to determine if there were

: other mis-matched
sprinkler heads.

3. When contractors do
work in the building,
Maintenance Director will
assure all wires are
properiy secured and
educate the contractors on
how to install. If sprinkler
heads are to be replaced,
: Maintenance Director will
" ascertain in advance which
heads are to be used and
assure sprinkler heads are
of the same type.

4. Maintenance Director
will report all findings to ;
QA Commitiee for review, 41172004
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K 062" Continued From page 7 K 062

; Tittings shaif

* be in geod condiion and free of mechanical

. damage, leakage,

f corrosian, and misalignment. Sprinkler piping
shadf not be

: subjected to external loads by materialy sither

resting on e

pipe or hung from the pipe.

Exception No. 1;” Pipe and fittings installed in

! soncealed spaces
such ag above suspended cedings shall not

| require ingpection.

inaccessible for safaty

"inspected during
each scheduled skhutdown.

Reference: NFPA 101 {2000 Edition)

fully gprinkiared

references
this paragraph, the eprinkier systam shall meet
: the :

‘foliowing oriteria:

accordance
with Section 9.7,
i (2 It shall be electrically connected to the fire
" alarm system.
(3) It shall be fully supervised.

or Hastad
i residential sprinklers throughout alf smoke
' compartments
| Sardaining patient sieaping rooms.

. Exception No. 2: Pipe instafied in areas that are

: considerations due to process oparations shall e ;

19.3.8.3" Where this Code permits exceptions for ;

buildings or smoke campartments and specifically

(1) it shall be instailed throughout the building in

{4] It shall be equipped with listed guick-responge
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Exception No, 1. Standard resporse sprinklers
: shall be permitiad to be
 continued ta be used in existing approved
" sprinkler systems where
quick-résponse and residential sprinkiers were
. net listed for use in such
: locations at the time of installation,
| Exception No. 2: Standard response sprinklers
* shall be permittad for
usa in hazardous areas protecied in accordance
with 19.3.2.1.
|

£Xay D
BREEX (EACH DEFICIENCY MUST B8 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
A REGULATGRY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE UATE
! CEFICIENCY)
E :
K 062 Continued From page 8 K 0621

:
i
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