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§OIRITIAL COMMENTS ) . . .
The filing of the Plan of Correction does not constitute
A Recartification Survey was initiated on an‘admzss‘mn that the deﬁ:{mn{(:ms alleged dzd, in za:;t,
D7K8/14 and concluded on 07/16/14, with exist. This plan of correction is filed as evidence of the
deficiencies cited at the highest Scope and facility’s intent fo comply with the requivements of
Severity of an "7, participation to provide guality resident care,
483.18{s) DIGNITY AND RESPECT OF
¥ 241 INDIVIDUALITY
88=i The facdity must promote care for residents in ¥241 | 483.15(a) DIGNITY AND RESPECT OF 822714
BE= sare sidents g y ; : frER it
manner and in an anvironmeant that meintaing or H\BW)IDUALIW - Resedgla Green is co . itted to
enhances each resident's dignity and respect in promoting care for residents in a manger and in an
full racogmition of his or her individuality environment that enhances each resident’s dignity and
respeot in full recognition of kis or her individuality,
This REQUIREMENT is not mat as evidenced
by
Based on observation, interview, record review Rosedale Green has a policy and procedure that
:2? fe‘{’%‘; ‘;‘;;hf ;ig;gigge?;fcy» i Wﬁ;—" son addresses sitaff expectations during meal service titled
eI audity failed o promote dignity P . .
and respect while feeding one (1) of thirty {30} Serving M::a_ls . This policy arjd proc;z&t_zre wis not
sampled, and five (5) unsampled residants requested during the survey, but does indicate “staff’
{Unsampled Resident ) Obsenation during the should be seated when assisting residents with meals,
?zea; 3?1@;’“ sﬁ‘ f?;‘:‘dﬁ's{* ztag fffigg t'f""@f fh,z Attention should be provided directly o the resident to
resident while ing, and fafled to provide any - e ;
social interaction with the resident during ihe enh‘a;;fe gie fmmg experience and to promote
meal. socialization”
The findings include: The policy and procedure on “Serving Meals” was
Review of the facility's policy tiied "Residents reviewed bj{ the Director of Nummg on 7/18/14 and
Rights for Residents in Kentucky Long-Term Cara was determined to be appropriate.
Faciittes”, undated, revealed each resident was |
o be traated with consideration, respect ang full Per regulatory requirements ail Certified Nursing
recogrition of his dignity and individuality. ; i ; i ot
Continusd review revesied the poficy did not state Asgstams receive specific training related 10 a;sszstmg
& specific protacol related to feeding residents. residents with meals, and must pass a standardized
state test to become Certified.
interview with Clieeal Coordinator #1. on
(X6} DATE

iABGRATORY DIRECTOR'S OR ?RDVIQER!E%}PPIJER REFRESENTATIVE'S SIGNATURE

Frecasive Thee

TITLE

Lhdy

Ac cy statement ending vmﬁ an astemk (*} denotes a deficiency which the institution may be excused from cerrectm g providing it is determinedt that
Other safeguards provide sufficient protection to patients, {See instructions.) Except for nursing homes, the findings stated above are disclosable after 90 days
following the date of the survey whether or niot a pian of correction is provided, Fer nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents ate made available to the facility. I deficiencies are cited, an approved plan of carrection is requisite to continued program

participation.
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0710714 3t 810 AM, revealed it was facility

practice for staff to sit and maintain aye contact
while feeding residents,

Medical record review revealed Unsampled
Resident C was admitted by the facility on

. D4/24/12 with diagnoses which included

Hypertension, Anxiety, Depression and

: Dysphagia (difficulty swallowing). Review of the

Guartarly Minirum Data Set (MDS) Assessment,

Cdated 0521114, revealed g Brief Interview for

Mantal Status (BIMS) score of nine (8, which
indicated the resident was moderately cognitively
impaired.

Revigw of the Comprehensive Care Plan, dated

, 08/09714, revealed Resident C was care planned

for Communication, with an intervention o face

- the resident when speaking and o maintain eye
Ccontact Continued review revealed Raesident €
- was also care planned to require assistance and

supervision with sating, refated fo the resident's
inabiity to perform the Astivities of Daily Li ving
{ADLs) independsanily.

Obsarvation during the breakfast meat serviee,
on 07710114 at 57 AM, revealed Certified Nurse
Aide (CNA) #8 stood while feeding Unsampled
Resdent C. Confinued abservation revesaied
CNA#6 was faced away from the resident. and
only turned in order io place a spoontyl of food in
the resident's mouth before turning away again.

CNA#6 did not maintain eye contast or attemnpl 10«

engage Rewmdent C in conversation, or provide
any social interaction with the resident.
interview with CRA#S, on 07710714 at 8:57 AM.
revealed she should have been seated and
miaking eye contact when she fed Resident C.

breakfast meal on 7/10/14 at 8:57 was educated on
the same day (7/10/14} by the Neighborhood
Nurse Manager. This education included the
expectarion that staff sit and converse with the
resident during meal assistance. The emplovee
mdicated that she understood and was aware of
this policy.

Any resident requiring assistance with meals has
the potential to be aifected if this policy is not
followed. Therefore, all staff who assist residents
with meals will be re-inserviced by 8/22/14.
These inservices wiil be given by the
Neighborhood Nurse Managers, ADON, and
Nursing Supervisors and include the expectaiion
that staff s1t and converse with the resident when
assisting them during meals,

Monitoring of meal service to ensure staff are
sitting and conversing with residents will be
completed each day by the neighborhood nurse
manager, a charge nurse, the unit coordinator or a
dietary supervisor. These audits will be given to
the ADON/QA Nurse so that a weekly audit can
be compieted and, if any, trends identified.

The ADON/QA Nurse will compile these audits
on a weekly basis beginning 8/11/2014 and will
continue weekly until no concerns are identified,
or at least 4 weeks.  H concerns are not identified
after 4 weeks, these audits will change to monthly
and will continue for the next vear.

The ADON/QA Nurse will provide the DON a
summary of the audit information on a monthly
basis, in conjunction with the QA/PI process.

If comtinuation sheet Page
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s Continued From page 2
. She stated she had not been spacifically trained

on the practice, she just knew this was the
correct feeding position.

Inferview with CNA#16, on 07/11/14 at 1101 AM, |
ravealed staff were fo sit down and maintain eye
contact when feading any resident.

Continued interview with Ciinical Coordinator #1,

on QVT0N4 gt 810 AM, revesled stalff wers not
o hover over the resident when feeding, and

fwere o make the dining expenence personable.

She stated sitting while feeding was a way fo
preserve dignity for the resident.

Interview with the Divector of Nursing, on 07/11/14
at 600 PM, revealed her expectation for
maintaining resident dignity was for staff to sit
down and promote conversation when feeding a
resident. She stated staff ware to keep the
residents clean of food, and maintain eve contact.
She further stated it was a dignity issue if staff
steod over the residents while feeding them.
483.20{d}3), 483102 RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CF

The resident as the right, uriess adjudged
incompetent or otherwise found 1o be
incapacitated under the laws of the Siate, to
participate in planning care and freatment or
changes in care and treatment,

Acomprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the altending
physician, a registered nurse with responsibility
for the resident. and other apprapriate staff in

F241

F286

This facility has QA/PT meetings monthly. Audits
concerning dignity during meal service will be
reviewed at the regular QA/PT meetings and, as
necessary, at any subsequent special meeting
calfed during the review period to insure ongoing
compliance.

The Administrator is responsible to ensure
compliance with meal service will be reviewed
and analyzed at each QA/Pl meeting during the
review period and based upon analysis,
subsequent plans of correction will be developed
and implemented as necessary.

483.200d)(3), 48312 RIGHT TO
PARTICIPATE PLANNING CARE -REVISE
CP - Rosedale Green is commitied to honoring the
right of each capable resident to participate in
planning care and treatment or changes in care and
treatment. Rosedale Green is also committed to
developing & comprehensive care plan withi 7
days after the completion of the comprehensive
assessment; prepared by an interdisciplinary team,
that includes the attending physician, a registered
nurse with responsibility for the resident, and
other appropriate staff in disciplines as determined
by the resident’s needs, and. to the extent
practicable, the participation of the resident, the
resident’s family or the resident’s legal
representative; and periodically reviewed and
revised by a team of qualified persons after each
assessment.

8/22/14
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disciplings as determined by the resident's needs,
“and, to the extent practicable, the participation of
. the resident. the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
gach assessmant.

- This REQUIREMENT s not met as evidenced
by

- Based on interview, record review and review of
the faciity's policy, it was determined the faciity
failed to ensure the Comprehensive Plan of Care
was reviewed and revised after falls for twe (2) of

; thirty (30) sampled residents (Residents #1 and
#7}. Resident #1 sustained falls on 02/02/14,
030414, 06/19414, 08/29/14, and O7106/14. ang
Resident #7 sustained fafls on 10/13/13,
12/08713, 12730013, QUQHM4, 012714, ang

COHE0M4; however, the residents' care plans ware
not reviewed and/or revised related to the muitiple
falls

The findings include:

Review of the facility's policy titled "Care
Planning/Care Confarences”, sffective 068/ 108
and revised 04/01/12, revealed revisions to the
pian of care were to be made, at & minimum,
according to the Minimum Data Set (MDS)
Assessment completion criteria, or sooner i
indicated.

Heview of the facility's nolicy titled "Fail
Management”, effective 06/01/08 and revised
0118112, revealed the pian of care was to be

ROSEDALE GREEN
(X4} 1D SUMMARY OF STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY | BREFIX CORRECTIVE ACTION SHOULD BE CROSS-
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F280 ) o
- Continued Frop
f om page 3 F280 ‘The policy and procedures titled

“Fall Management”™ and “Care
Planning / Care Conferences™ were
reviewed by the Director of
Nursing on 7/18/14 and were
determined 1o be appropriate.

All licensed/registered narses will
be mserviced on or before §/22/14
by the Neighborhood Nurse
Manager, MIDS/RAI Nurse, the
ADON, or nursing supervisor on
the expectation that a new
intervention be noted on cach fall
event completed.

Each MDS/RAIT nurse and Nurse
Manager will be inserviced on or
before 8/22/14 by the ADON or
Birector of Nursing on the
expectation that the plan of care be
reviewed after each fall and a new
intervention must be noted on the
care plan, as appropriate, with each
fail that cccurs.

Review of Resident #1with the
interdisciplinary team. indicated,
interventions were in fact
implemented after each fall to assist
in mimimizing the risk for further
falls: however, the plan of care was
not updated to include the
new/updated interventions,
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reviewed and revised after each fall, 1o include
new mterventions as appropriate, in order o
minimiza the risk of further fails

1. Record review revealsd the facility admitted

. Resident #1 on 08/19/13, and readmitied him/her
or 05/13114 with diagneses which included

- Hemiplegia (paralysis affecting one side of the
body), Hypartension, Diabetes, Depression, and

" Paralysis Agiﬁans imuscie fremors and rigidity),
Continued review rovealed the resident fail five
(5} times in the pravious six (8) ronihs as
foffows an 02/02/14, the resident was
seff-transferring to a recliner chair in the common
araa; on 03/01/14, the resident was lowered o

. the floor by staff, on 08/19/14, the resident was

“faund on the ficor next to the head of hisfher bed;

Con 08/28/14  the resident was found on hisiher
kneas on the floor mat at KisMher bedside and on
O7/06M4, the resident was found on the foorin
the commman area.

- Raview of Regident #1 Comprehensive Care Plan
for the periad including 02/02/14 through
07/06/14, revealed it was not revised fo include
additional interventions after these five (5) falls. in
arder to help prevent further falls

Interview with Licensed Practioal Nurse (LPN) #2,
on 07/11/14 &t 6:.08 PM. ravealed she was the
MDS nurse for Resident #1's unit and was
responsible 1o review and revise the resident's
care plan. She stated staff nurses did not have
access (o update the Plan of Care (POC), but
they were (o complets the Accidentincident (A

T

AND FLAN OF CORRECTION I TDENTS TON NUMBER, ’ COMPLETED

| A BUILDING _

| . ‘ 07/16/2614

; 185225 B WING [

» H ]
NAME OF PROVIDER OR SUPPLITR STREET ADDRESS, CITY. STATE 7IP CODE
4250 GLENN AVENUFE,
. . . COVINGTON, KY 41015
ROSEDALE GREEN g ’
x| SUMMARY OF STATEMENT OF BGEFICIENCTES I3 PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE (X35
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX : CROSS CED TO THE -
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY)
F280 P Centinuad From page 4
1286 The MDS Nurse responsible for Resident #1°s

Plan of Care, was educated by the Director of
Nursing on 7/10/14 regarding the expectation that
a new or updated intervention be documented
foliowing cach fall, to assist in minimizing the risk
for lurther falls.

The pian of care for Resident #1 was reviewed on
7/10/14 by the MDS/RAT Nurse and was updated
{0 reftect the inferventions that were implemented
after each fall.

With regards to resident #7. the resident’s falls
during the last 10 months were reviewed on
7/11/14 by the Neighborhood Nurse Manager and
the interdisciplinary team, to determine additional
interventions that may be appropriate o minimize
the risk of further falls. The plan of care for
Restdent #7 was reviewed on 7/11/14 by the
MDS/RAT Nurse and was updated to reflect the
mterventions identified.

Any resident that experiences a fall has the
potential to be affected if their plan of care is not
reviewed for new/updated interventions and
documented in their care plan.  Therefore, all
residents who have experienced a fall within the
tast 90 days, will be reviewed by the MDS nurse
or Nurse Manager to insure that g new inlervention
was implemented and the care plan was updated
appropriately. This review will be completed by

fermy after any fall, and should document any {/22/14.
inferventions in the prograss note. She
ackhowledged there were no new inferventions
on Resident #1's care plan after the fails and
Event Id: UNELH] Facility 1D 100269 I continuation sheet Page  of
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- stated she did not know why the care plan was
not revised after each fall

Interview with the Director of Nursing (DON), on
Q7111714 at 510 PM, revezled the staff rurse was
respansible for completing the A1 form, inciuding
any new interventions in the POC saction of the
form. She siated the Unit Manager or the MDS

 Nurse uypdated the care plan with the new

_interventions after each fail. Affer review of
Resident #1's POC with the DON, she stated she

s did not see thal the POC was ravised with any
interventions after the fails. She further stated
the MDS nurse was responsible o ensure the
care plan was updated as indicated,

- 2. Medical record review revealed the facility

“which included Alzhsimer's Disease, Parafysis
- Agitans, Depression, Anxiety, Macular
Degeaneration and Insompia.

Resident #7 fell nine (9} timas in the previous len
{10} months, with no revisions o the care plan for
six (6} of the nine {9 falls. Continued review of
the falf investigations revealsd the six (6) falls
were wenfified as follows: on 10713712 at 448
AM. the resident was found sitting on the foor an
12083 at 12:32 AM, the resident was found
coming out of the bed onlo hisfher knees before
tanding in a sitfing position on a flsor mat bedside

noted to have fallen, with ne detalls documented;
of Q10114 at 12:05 AM. the resident was found
sitting on the floor mat, with hissher back 1o the
bed and legs culstretched, on 01/27M14 at 4 47
AM. the resident siid out of bed into an upright
sitting position on the floor mat and on 0131714

admitted Resident #7 on 03/24/09 with diagnoses -

Review of the facifily's fall investigations revealed 4

the bed, on 12/30/13 at 344 AM, the resident was |

STATEMENT OF DEFICTENCTES | ix1) PROVIDER SUPPLIERA TIA {x2) MUTTIPLE CONSTRUCTION I3 DATE SURVEY
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X D SUMMARY OF STATEMEN FICTENCIES i PROVIDER'S PLAN OF CORRECTION (FACH CORRECTIVE (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ACTION SHOULD BE CROSS-REFERENCED T0 THE COMPLETION
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F280 : :
I+ Continued From page 5 ) ” . . ; .
Pag K280 Fhe ADON/QA Nurse will audit the care plan

for all residents that experience a fall each week
to ensure that the care plan was revised as
appropriate. Weekly monitoring will begin the
week of 8/11/14 and will continue for 4 weeks.
Meonthly monitoring of at least 10 falls per
month will then continue for each month for the
next year,

The ADON/QA Nurse will provide the DON a
summary of the audit information on a monthly
basis, in conjunction with the QA/PI process.

This facility has QA/PI meetings monthly.
Audits concerning care plan interventions
related to falls will be reviewed at the regular
QA/PI meetings and, as necessary, at any
subsequent special meeting called during the
review peried to insure engoing compliance.

The Administrator is responsible to ensure
compliance with care planning related to falls
will be reviewed and analyzed at each QA/PI
meeting during the review period and based
upon analysis, subsequent plans of correction
will be developed and implemented as
recessary.
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at 12:15 AM, the resident was notad te have

Hallen with no details includad.

" Review of Resident #7's Comprehensive Care

Plan revealed it was not revised to include
additional inferventions to prevent further falls
after these six (B) falls.

 Interviews with Licensed Practical Nurse (LPN)

#8, on 0711714 at 2°.00 PM and at 2:05 PM,

s revealed she was a staif nurse on the unit where
Resident #7 resided. She stated ¥ a resident hag |

a fall, the licensed nurse was to assess the
resident, aftampt to find cut what happenad,
notify the family and the Physician, initiafe any
new orders and arrange a transfer for further

fevaluation if indicated. Continued interview
. revealad the nurse was also responsible for

completing = falls report, and initiating a new

s intervention. She further stated the falis report

was forwarded 1o the Unit Manager, who updated
the Cares Plan.

interviow with the Unit Manager, on 07711714 at

: 300 PM, revesled she had only been in her

present position sinca March of 2014, She stated

she reviewed all fal reports for discussion at the

daily {Monday through Friday) Quality Assursnce
(QA) meetings. Continuad interview revealad
following the collaborative discussion during the
QA meeting. the Unit Manager was respongible

for updating and revising the residenfs Care

Plan. She stated Resident #7's falls ocourred
onior to her assuming the position as Unit
Manager, and she could not say why the pravious
Unit Manager did not update the resident's Care
Plan after the six (B) falls documentad from
Cetober 2013 through January 2014, She further -
stated the previous Unit Manager was no longer
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The facility must -
{1} Procure food from sources approved or
considered satisfactory by Federal, Siate or iocal
~authorities; and
{2} Store, prepare, disinbute and serve food
under saniary conditions

This REGQUIREMENT s not met as evidanced
by
Based on observation, interview, record raview
and review of the faciiity's policy, it was

- determined the facllity falled to distribute and
serve food under santtary conditions, as

- gvidenced by cold food temperatures wers not
obiained during fray line service. In addition,

» dietary staff failfed to check food temperatures at

" the paint of service, and failed to perform hand
sanitization consistently during the handling of
food on the tray line.

The findings include:

1. Review of the facility's policy tiled "Food
Cooking and Helding Temperatures® not dated,
revealed cold food could not be placed on the
serving line ¥ the temperature was greater than
thirty-eight {38} degrees Fahrenheit. Continued
review revealed when the temperature of cold
food on the senving iine reached forty-one (41)
degrees Fahrenhel, i was to be pulled from the
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ampioyed by the facility.
1483 35(1) FOOD PROCURE, § o )
F371 . STOREPREPARE/SERVE - SANITARY F371 | 483.35() FOOD PROCURE, 8/22/14
S8=F | STORE/PREPARE/SERVE-SANITARY-

Rosedale Green is commitied o procuring food
from sources approved or considered satisfactory
by Federal, State, or local authorities; and to store,
prepare, distribute, and serve food under sanitary
conditions.

The “Food Cooking and Holding Temperatures”
policy was reviewed by the Dietary Director on
7/10/14 and was determined {o be appropriate.

The Dietary Director reviewed and revised the
current termperature logs on 7/31/14 to identify ali
toods that require temperature monitoring,
mcluding cold foods.

All dining staff wilf be inserviced by 822/14 by
the Dietary Director and/or Dietary Superviscrs on
the temperature policy and the new temperaiure
log forms.
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Review of the instructions printed on the "Daily
. Menu Temperature Log” reveaied food
temperaturgs were o be taken at feast every
forty-five {45) minutes during meal service,
. Continued review revealed cold foods must

- Specific focds, including milk, pudding. cottage

hot meet these standards, sach affeciad dem
“was to be pulled from the line. Furthermore,

s every food Hem was required 1o be checked for
. the proper temperature.

(7108114, for the tray fing on four (4) units,
, three meals, and a pie temperatire was
. of the temperature logs revealed no other cold

printed instructions.

Observation during the second kitchen tour. on
071069114 at 11:20 AM, reveaied hot food

the tray ing, however, continued observation
revealed the cold food temperatures, with the
exception of the milk, were not chacked.

be forly (40} degrees Fahranheit or iower, and
milk was to be kept at or below thirty-five (35)
deqgrees Fahrenheil. Continued inferview

Cregister at forty (40) degrees Fahrenheit or below.
cheese and dietary supplements were required to

be at thirty-five (358) degress Fahrenhait or iower,
- Further review revealed if food temperatures did

Review of the Dally Menu Temperature Log dated
revealed mik temperatures were recordad for all
documented as "other” at lunch. Further review

food temperatures were recorded, contrary to the f

temperatures were checked prior to distribution tn

interview with Front Line/Cafateria worker #1, on
07011714 at 11.05 AM, revealed cold foods should |
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line and replaced with ems of the correct N 2 5 s
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: 7/11/14 and determined the policy to be
poucy

appropriate.

Dhetary server #8 was re-educated on hand
washing and glove use by the Dietary
Director on 7/9/14,

All dining staff will be inserviced by 8/22/14
by the Dietary Director and/or Dietary
Supervisors on hand washing and glove use.

Dietary Supervisors will complete a daily
audit for 4 weeks fo ensure proper hand
washing & glove changing, and that food
terpperatures are being taken and recorded
appropriately. These audits will be given to
the Dietary Director who will review and
complete a weekly audit, identifying trends if
appropriate.

The Dietary Director will compile these
audits on a weekly basis beginning 8/11/2014
and will continue until no concern are
identified, or at least 4 weeks. If concerns
are not wdentified after 4 weeks, these audits
will change to monthly and will continue for
the next vear,

The Dietary Director will provide the
Assistant Administrator with a summary of
the audit mformation on a monthly basis, in
conjunction with the QA/PI process.

FORM CME-2367(02-99% Previcus Versions Obsolete Event td: UNELT

Facility 1D 1002069

if continuation sheet Page __ of




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

PRINTED: 07/30/2014

FORM APPROVED

OMB NO. 0938-0391
(X3) DATESURVIY

STATEMENT OF DEFICTENCIES
AND PLAN OF CORRECTION

(<) PROVIDERSUPPLIER'CLIA
IDENTIFICATION NUMBER:

QMU TIPLE CONSTRUCTION
COMPLETED

A BUILDING

revealed cold food termperatures shouid be

checked according to policy; if cold foods were

not at the proper temperature, they were o he
discarded and replaced.

interview with the Dietary Supervisor, an 07/11/14

Tt 1110 AM, reveated food temperatures wera

- always taken for hot foods and cold foods when
they were listed on the menu. He stated the food

lemperatures were 10 be checkad reguiarly as

. they were considered harzardous if the

- temperature was greater than thirty-eight (38)
degrees Fahranheit,

s Interview with the Dietary Manager, on 07/11/14
at 11:15 AM, revealed if food was held in the
refrigerator, temperatures were not checked. If

- cold folds were distributed to the fray line,
temperatures should e checked reqularly.

' Confinued interview revealed cold food
temperatures were checked in the kitchen prior to

- distribution o the individual upit tray lines, but

- were not checkad after they lefl the kitchen.

[ 2. Review of the facility's policy titled "General
' Food Handling and Preparation”, revised

with warm, soapy water after touching
themselves, residents, or objescts such as door
handles, wheel chairs, condiment bottles and ice
scoops. Continued review revealed gloves were
t6 be worn while working in the kitchen, and
hands wers to be washed with glove changes.

Observation, on 07/08/14 at 12:40 PM, revealed
Dietary Server #8 served food from the tray line
while wearing gloves. The Digtary Server loff the
serving fine to place a phone call, refumed 1o the
trav line and continued serving food. withent

0511012, ravealed staff were o wash their hands :

i 07/16/2014
185225
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¥371 I Continued From page 9
F371 This tacility has QA/PI meetings

monthly. Audits concerning food
temperature monitoring, hand washing,
and glove use will be reviewed at the
regular QA/PI meetings and, as
necessary, at any subsequent special
meeting called during the review period
to insure ongoing compliance.

The Administrator will ensure
compliance with hand washing, glove
use, and food temperatures will be
reviewed and analyzed at each QA/P
meeting during the review period and
based upon analysis, subseguent plans of
correction will be develeped and
implemented as necessary.

W continnation sheet Page  of

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ld: LINELEE

Facility 1D: 100269



PRINTED: 67/30/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED
OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {<1) PROVIDERSUPPLIFR/CLIA I 2y MULTIPLE CONSTRUCTION (X3 DATESURVEY
AND PLAN OF CORRECTHON [DENTIFICATION NUMBER: COMPLETED
A BUELDING
07/16/2014
185225
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4250 GLENN AVENUE
ROSEDALE GREEN COVINGTON, KY 41615
(X4) 1D SUMMARY OF STATEMENT OF DEFICIENCIES > PROVIDER’S PLAN OF CORRECTION (EACH (X353
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR L5C IDENTIFYING INFORMATIONY TAG REFERENCED TG THE APPROPRIATE DEFICIENCY) DATE
F371 | © Continued From page 10
remaving and replacing the contaminated gloves
. and performing handwashing, Further
observation revealed the server left the tray fine
L to place ancther phone call, and returned o the
. food service line. again without handwashing or a
" glove change.
interview with Dietary Server 8, on 07/09/14 at
110 PM, revealed hefshe should of changed
: gloves and washed hands between tasks.
Further interview revealed it was an infection
- control problem and the server did not realize
: hedshe had left tray line and returmed to serve
food on multicle occasions without performing
handwashing and a change of gioves.
“interview with the Assistart Dietary Manager, on
- 07/09/14 a1 5.35 PM. revealed employees were to
remove their gioves and wash their hands prior 1o
applying new gloves. Continued interview
ravealed these steps should be performed
batween all tasks. The Assistant Dietary
Manager acknowledged Dletary Server #8 did not
foliow the correct procedure during the food
service on 07/06/14.
F431 483.60{p}, {d}. (e} DRUG RECORDS, 1 F431 483.60(b).(e) DRUG RECORDS, 8/22/14
§8=D LABEL/STORE DRUGS & BIOLOGICALS ! LABEL/STORE DRUGS
_ _ &BIOLOGICALS — Rosedale Green is
The facility must employ or obtain the services of committed to employing or obtaining the
# foensed phaf‘mgcis{ whq astabishes a system | services of 2 Heensed pharmacist wha
of records of receipt and disposition of alf ) establishes a system of records of receipt
controiled dmgsl n sufﬁsfeﬂt detall tp anable an and disposition of all controlled drugs in
accurate reconciliation; and determines that drug sufficient detail to enable an accurate
recosds are in order and that an account of all cameiFatiom: :
) Je R o reconciliation; and determine that drug
controfled drugs 18 maintained and periodically e : . -
reconcifed. records are in order gnd that an account of
all controlied drugs s maintained and
Drugs and bicloaicals used in the facility must be periodically reconciled.
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labefed in accordance with currently acoeptad
professional principies, and include the
appropriaie accessory and cadtionary
instructions, and the axpiration date when
applicahle.

i In accordance with State and Federal laws, the
faciity must store all drugs and biciogicals in

“locked compartments under proper temperature

- controls, and permit enly authorized personne to
have access o the keys,

The facility must provide separateily Jocked
permanently affixed compariments for storage of
controfled drugs lsted in Schedule H of the
Comprehensive Drug Abuse Pravention and
Control Act of 1976 and other drugs subject to
abuse. except when the facility usas single unit

_backage drug distribution systems in which the

s quantity stored is minimat and a missing dose can
be readily detected,

This REQUIREMENT s not met as evidenced
by
Based on obsarvation, iNterview, record review
and review of the facility's poticy, it was
detarmined the facility falled to provide secure
i storage of madications for one (1) of thirty (20)
. sampled residents (Resident #14), and two ZYof .
“five (5) unsampled residents [Residents A and 23}
Observations revesiad the residents' prascripdon
madications were stored in their rooms in an
ungeclred mannegr and accessible o other
residents,

The findings inciudes;

ROSEDALE GREEN
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F431 T Continved From page 11
F431 Rosedale Green is also committed 1o ensuring that

drugs and biologicals used in the facility be
fabeled in accordance with currently accepted
professicnal principles, and include the appropriate
accessory and cautionary mstructions, and the
expiration date when applicable.

Rosedale Green is commitied to ensuring that, in
accordance with State and Federal laws, the
facility is storing all drugs and biologicals in
locked compartments under proper temperature
contrels, and permit only autherized personne! to
have access to the keys.

Rosedale Green is further committed to providing
separately locked, permanently affixed
compartments for storage of controlled drugs listed
in Schedule I of the Comprehensive Drug Abuse
Prevention and Control Act of 1976 and other
drugs subject to abuse, except when the facility
uses single unit package drug distribution systers
in which the quantity stored is minimal and a
missing dose can be readily detected.
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. Review of the facility's policy titled "Medication
Storage in the Faclity-Bedside Medication

. Slorage.” undated, reveaied bedside medication

storage was parmuttad for residents who werse
able to self-administer medications, upan the
written order of the prescriber and when if was
deemead appropriate in the judgmant of the

facility's interdisciplinary resident assessment
Heam. Continued policy review revealed
. procedures for storags included. 2 written order

for the bedside storags of medication must be

: present in the resident's medical record; the

madications should be stored in a manner that
prevents access by other patients; residents must

. be inslructed on the proper use of bedside

madications,; any medications found at bedside,

~unauthorized for bedside storage wers o be

given to the charge nurse; and bedside
rmedication storage was to be menitored by the
Director of Nursing (DON} or her designee,

Interview with the Dirsctor of Nursing {DON) on

(074 at 518 PM revealed her expectations

for bedside medications was Tor the medication o

" be stored at the bedside, in a drawer, for residant

safely. She further stated it was her expectation
that discontinued medications be discarded or
returned to the pharmaoy.

Review of the faciity's list of wandering residents,
pravided on 0711714, revealed nine{S) wandering |

residents resided on the units whare Residents
#14. Aand B resided,

1 Medical record review revesled Resident #14
was admitted by the facility on 12/12/13 with
diggnoses which included Hypertension,
Personality Disorder, Irritable Bowei Syndrome
and Chronic Pain.

policy “Medication Storage in the Faciklity-
Bedside Medication Storage™ on 7/18/14 and
determine the policy 1o be appropriate,

Regarding Resident #14, the medication found
in ber bathroom, was discontinued by the
physician, therefore it was immediately
discarded on 7/11/14 by the Neighborhood
Nurse Manager.

The medication noted for Resident #14 was not
administered by the resident, but rather was
applied by nursing staff. Since this medication
was discontinued, the medication was removed
from the resident’s room and no changes were
made to the order,

The Neighborhood Nurse Manager inserviced
Resident #14°s care givers on 7/11/14
regarding appropriate medication storage and
immediately removing discontinued
medication.

All nursing staff will be inserviced by 8/22/14
hy the Neighborheod Nurse Managers, Nursing
Supervisors, MDS/RAI Nurse, and ADON
regarding medications ordered to be kept at
bedside and has been discontinued should be
immediately removed from the residents room
and given to the Charge Nurse.
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- Cbsarvation of Resident #14s room, on §7/08/14

cat 5:30 PM, revealed a container of prescribed

Antifungal Micro-Guard Miconazoie Nitrate

s Powder 2% was stored on a shelf in ihe shared
bathroom.

Record review revealed there was no
_tocumented evidence of 3 nursing assessment
for Resident #14 to keep the medication at e

bedside or within lisfher room, and no

documented evidence of a Physician's Order for

the medication fo be kept al the bedside. Review
. of the Physician's Order, dated 0511014,
“revealed the prescription medication found in the
- bathroom was to have been discontinued.

Interview with Certified Murse Aide (CNA) #7. on
(07110414 at 201 AM, reveated Resident #14's
antifungal medication had aiways been stored in
“the bathroom She stated & would be an issus for
. residents whe could wander into the wrong room -
" and use the medication for reasens other than for
what it was intended. She further stated if the
medication was authorized to be kept at the
bedside, it should be there and notin the
bathroom. Continued interview revealed ¥ the
medication label did not indicate "store at
bedside”, then it was 1o be stored In a locked box
on the medication cart. CNA#7 acknowiedged
the medication for Resident #14 was not stored
properly.

Inferview with Clirdcal Coordinator #1, on
O7TA0M14 &t 620 AM, revasied the medication
found in Residant #14's bathraom should have
been siored in 2 locked box on ihe medication
cart.

in the bathroom was not applied by the
resident, but rather was applied by staf¥,
The order was updated on 7/11/14 by the
Charge Nurse to indicate ‘may keep at
bedside for staff application’.

Upon becoming aware of the medication
location for Resident A, it was moved to an
appropriate storage location on 7/10/14 by
the Neighborhood Nurse Manager.

In regards to Resident B, the medication in
the bathroom was not applied by the
resident, but rather was applied by staf?.
The order was updated on 7/11/14 by the
Charge Nurse to indicate ‘may keep at
bedside for staff application’.

With regards to Resident B, upon becoming
aware of the medication location, it was
maoved 1o an appropriate storage location on
7/8/14 by the Neighborhood Nurse
Manager,

The caregivers for Resident A & Residem B
were inserviced on 7/11/14 by the
Neighborhood Nurse Managers regarding
appropriate medication storage when a
physician’s order indicated that the item
could be stored at bedside.

‘ 07/16/2014
185225
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Interview with Licensed Practical Nursa (LPN) #5,
e Q771114 at 10:12 AM, revealed he passed
. medications for the Autimn Woods unit. He
acknowiedged Resident #14's medication, which
- was found stored in the shared bathroom, had
been discontinued in May 2014, Continued
- interview reveated he did not know how the
medication came to be stored in the bathroom
- He stated the medication shouid have been
stored on the cart until it was discontinued by the
- Physician, at which time it should have been
discarded.

Subsgequent interview with Clindeal Coordinator
#1, 0on 07/11/14 at 2:50 PM, revealed the
residents’ rooms were to be checkad every shift
 for safely hazards, She stated because the
improperly stored medication posed a safety
-concern, it should have been removed from the
bathroom.

4. Record review revesled Unsampled Resident A

- was agmitted by the facility on D4/05/14 with
diagnoses which included Mypertension, Spinal

- Stenosis, Diabetes, Bipolar Disorder. Anxiety, and
Depression.

Observation of Resident A’s room, on 07/0%/14 &
250 PM, and on 07710714 5t 847 AM, revealed g

fube of Antifungal Miconazole Nitrate Craam 2%
was ocated on the back of the sink in a shared
bathroom. The medication was labeled with the
Physician's instruction to keep the medication at
the bedsids.

Review of Residaent A's Physician Crder, dated
06/26/14, revealed special instructions 1o keap
the medication at bedside,

at the bedside have the potential to be
affected. An audit will be completed by
8/22/14 by the Neighborhood Nurse
Manager to determine which residents have
a physician’s order for medications to be
kept at bedside. Any medication kept at
bedside to be applied by staff will have the
order updated as of 8/22/14 by the charge
nurse to state “mzay be kept at bedside for
staff application’. 1f the resident is going
to apply the medication themselves, the
order will reflect “may keep at bedside for
application by the resident” and a self
administration of medication assessment
will be corapleted by 8/22/14 by the
MDS/RAI Nurse to determine
appropriateness. The residents will also
receive appropriate education on
medication storage by 8/22/14 by the
Charge Nurse, Nurse Manager, or
MDS/RAT Nurse if the medication is being
stored at bedside for their use,

The interview between the DON and the
survevor on 7/11/14 did indicate that the
facility does have and completes, when
appropriate, a seif administration of
medication assessment. However, this
assessment was not completed in these
circumstances because the residents were
not applying the medication, the
medication was the responsibility of the
nursing staff to apply. The DON stated
that if the resident were to be the cne o
apply the medication, a self administration
of medication assessment should be
completed.
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Continued medical record review revealed no

- documented svidence Rasident A had been
educated on the medication, and no complatad
rrursig assessment to deferming seif
adminisiration safety for Resident A was present.

interview with CNA#5, on 07710/14 at 8:57 AM.
- reveaiad the medication should be storad at the
bedside, not in the bathroom. She stated the
 medication should not be where it was accessible
for other residents 1o ussa.

Further interview with Clinical Coordinator #1, on

G704 at 910 AM, revealed the medication for

Resident A should have been stored al the

pedsida and not in the bathroom on the sink. She
acknowledged a potential for harm to other

residents related to infection control and proper
- ingestion.

s interview with MDS Nurse #1, on 07/10/14 a1 915
_AM, revealed the resident and the staff shoufd

- have been educated on the proper storage of

_ bedside madication.

3. Record review revealed Resident B was
atmitted by the facility on 06/29/12 with diagnosis
which included Depression, Acute Kidney Failure.
and Insomnia.

: Review of Resident B's Medication and

- Administration Record, dated 07/01/14 through
-07/10/14, revealed the resident was prescribed
- Remedy Calazime Protect Paste {menthol-zine

oxide} 2-20%. Continued review revezied it was

ta be applied to the cocoyx and perineal srea
after incontinent episedes, every shift and as
needed. Further review revealad the medication
could be left at the bedside.

Al nursing staff will be inserviced by
8/22/14 by the Nurse Manager,
MIS/RAL Nurse, Nursing Supervisor, or
ADON regarding the folfowing :

i) any medication noted to be in a
resident roomv/bathroom must have a
physicians order to keep at bedside, 2).
The medication must have a label that
indicates ‘'mav be kept at bedside’, and
who Is administering it ~per staff or
resident. 3). If the resident is
administering the medication, a self
administration assessment must be
completed first to determine
appropriateness, 4) must also be kept in a
drawer or locked box, and 5) must be
given to the nurse if discontinued or not

properly labeled.

A weekly audit of at least 10 resident
rooms per neighborhood (40 rooms total)
will be completed by the Nurse Manager,
STNA, Charge Nurse, or Unit Coordinator
beginning the week of 8/4/14. The audit
will include: appropriate storage of
medication at bedside, appropriate
medication labeling {at bedside for
resident/staff application), appropriate
physician order, self medication
assessment if necessary, and no
discontinued medication in the resident
room. Weekly monitoring will occur for 6
weeks. Monthly monitoring will then
continue for the next vear. These audits
will be given to the ADON/QA Nurse so
that a weekly audit can be completed and,
if any, trends identified.
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* Continued From page 16

: Observation with the Clinieal Coordinator, on
G7/08114 at approximately 2:40 PM, revealsd
Resident B's prescribed medication was stored
on fop of the resident's storage drawers in the
shared bathroom, and was accessibie to any
resident who entered the room.

~interview with the Clinical Coordinator, on

. 07/08/14 at 2.42 PM, revealed the medication
 stored I the shared bathroom belonged fo

‘ Resident B and should not have been left out,

and she removed the medication out of resident’s ;

- bathroom. Continued interview with the Clinica!

: Coordinator reveated other residents couild

Cwander into the bathroom and misuse the
meadication.

Interview with the Director of Nursing (DON), on
(07711714 &t 51158 PM, revealed prescribad
. medications should be secured, and should not
| De left out for other residents to see. She stated
- residents’ medications should be left in a bedside
drawer or storad within a treatment cart. The
DON reported it was imporiant to prevent other
residents from wandering inte the wrong room
and using medications inappropriately.
Confinued interview with the DON revealed the
faciiity does not assess residents to see if they
can safely administer their own medications. but
should. Continued interview revesiad a tubs of
antifungal cream stored in a bathroom could be
rhistaken by another resident as tocthpaste. and
if used as such couid be harmful.
483,65 INFECTHON CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and mainiain an

F431

F441

The ADON/QA Nurse will compile these
audits on a weekly basis beginning
8/11/2014 and will continue weekly until no
concerns are identified, or at least 6 weeks.
H concerns are not identified after 6weeks,
these audits will change to moathly and will
continue for the next year.

The ADON/QA Nurse will provide the
DON a sumiary of the audit information on
a monthly basis, in conjunction with the
QA/PI process.

This facility has QA/PI meetings monthly.
Audits concerning resident medication
stored at bedside will be reviewed at the
regular QAP meetings and, as necessary,
at any subsequent special meeting called
during the review period to insure ongoing
compliance,

The Administrator i responsible to ensure
compliance with resident medications stored
at bedside will be reviewed and anabyzed at
cach QA/PI meeting during the review
pericd and based upon analysis, subsequent
plans of correction will be developed and
implemented as necessary,

483.65 INFECTION CONTROL, 8/22/14

PREVENT SPREAD, LINENS —
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“nfection Control Program designed to provide a
safe, sanilary and comfortable environment and
“to help prevent the development and transmission

of disease and infection,

(&} Infection Control Program
The facifity must estabiish an infaction Control
Pragram under which i -
{1} Investigates, controls, and prevents infections
in the facility:
2] Decides what procedures, such as isolation,
i should be applied fo an individua) resident and

{3y Maintains a record of incidents and correciive |

" actions refated to infections.

{b} Praventing Spresd of Infection

{1} When the infection Control Program

detarmines that g resident needs isolation o

prevent the spread of infection, the facility must

isoiate the resident,

{2} The facility must probibit employees with a

communicable disease or nfacied skin lesions

fram direct contact with residents or their food, if

direct contact wall transmit the disease.

{3) The facility must require staff to wash their

hands after each direct resident contact for which
- hand washing is indicated by accepied
‘professional practice,

(e} Linans
¢ Personnel must handle, store, process and
ransport linens so as to prevent the spread of
Cinfection.

This REQUIREMENT s not met as evidenced
by
Based on chservation, interview and record

and maintaining an infection control
program designed to provide a safe, sanitary
and comfortable environment and io help
prevent the development and fransmission of
disease and infection.

The policy and procedures on “Use of
Oxygen” and “Cleaning, Disinfection and
Sterilization”, were reviewed by the DON
on 7/18/14 and were determined 1o be
appropriate.

Review of facility practice for changing out
oxygen tubing each week, revealed that the
staff would remove the new tubing frem the
sealed bag to place the current date on the
tube itself., The tubing was then placed
back in the storage bag.

in regards to Resident E, while the tubing
was dated 09/08/13, review of the resideat’s
order history indicaied that the residents
arder for the nebulizer was discontinued
10/5/13. This information was shared with
the surveyor during the survey.

The MDS/RAT nurse removed nebulizer
tubing out of resident E’s room on 7/8/14.
Due to the facility’s practice of removing
new tubing from the sealed bag to place a
weekly change date on the tibe, it appeared
as if there was used tubing in the resident’s
roon: from 9/8/13. Again, the resident’s
physician had discontinued the nebulizer use
10/5/13 due to the resident no longer using
i,

l ]
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. Observation during the |
C07/08/14 at 2:40 PM, revealed Resident E's
. nebulizer tubing was dated 0%/08/13. The tubing

review, it was determmned the facifity fafled 1o
ensurg infection control was maintained, as
avidenced by nebulizer tubing dated 09/03/13

remained in use, for one (1) of five (5} unsampled

residents (Resident E). In addition. a community
shower room floor was solled with a brown
substance.

The findings include:

1. Review of the faciity's policy fitied "Use of

- Oxygen”, undatad, revesled it did not address

nebulizer tibing changes, however, interview with
the Director of Nurses (DON), an 07/08/14 at

825 PM, revealed it was her expectation the
“tubing be changed once a wesk,

Review of the medical record reveaied Resident
L £ was admitted by the faciity on 12/07/10 with :
dizgnoses which included Pulmonary Congestion,

Depression, and Hypertensian. Review of the

- Quarterly Minimum Data Set (MDS) Assessment,

dated 05/07/14, revealed the facility assessed

: Resident E fo have a Brief Interview for Menial

Status (BIMS) score of twelve, which indicated

- the resident was moderately cognitively impaired,
~but interviewable.

ritial facifity tour, on

was lying on the bedside table uncovered,

- interview with Resident F at the time of the

observaion revesled ha/she used the nebulizer

s maching and tubing once or twice a manth,

Interview with Licensed Practical Nurse (LPN) #1,
on 07/08/14 at 5:85 PM, reveaied the nebulizer
tubing should have been changed weekly, and

07/16/2014
185225

B OWING
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1 Continued From page 18 F441 Any resident with oxygen tubing or HHN

tubing has the potential to be affected;
therefore, all residents who have oxygen
and HHN’s were audited on 7/8/14 by the
Nurse Manager te ensure that their tibing
had been changed appropriately.

All Heensed/registered nurses will be
inserviced by 8/22/14 by the Neighborhood
Nurse Managers, MDS/RAI Nurse,
Mursing Supervisor, or ADON regarding
the protocol of changing out tubing,
including dating, labeling, and storage.

With regards to the “soft brown substance’
noted on the floor in the shower area, this
was cleaned up on 7/8/14 by the STNA.

Al nursing staff will be educated by
8/22/14 by the Nurse Manager and
MDS/RAT Nurse regarding infection
centrol , specifically thatt the shower room
should be cleaned after each use and no
soiled materials should be left.

Weekly monitoring of five (3) residents per
neighborhood (20 total) oxvgen wbing will
be completed by the Nurse Manager or
Nursing Supervisor beginning the week of
8/4/14 and wall continue for 4 weeks.
Monthly monitoring will then continue for
the next year,

Daily monitoring of the shower rooms will
be completed by the Nurse Manager,
STNA, Charge Nurse or Unit Coordinator
beginning the week of 8/11/14 and will
continue for 4 weeks, These audits will be
given to the ADON/QA Nurse so that a
weekly audit can be completed and, if any,
trends identified,
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stored it a bag when not in use. He stated he

- should have caught it on rounds. LPN 27 further
stated it was an infection controf concerm with the
potential to further compromise the residsnt's

lung disease.

" Interview with the MIDS Linit Supervisor, on

(37708/14 at 8:00 PM, reveaied the twbing changes.

. were to ocour every week on night shift. She
stated singe the fubing was marked 080813, it

- did not appear staff had simply written the wrong
~date. The MDS Unit Supervisor further stated

* failure to changa the tubing requiarly could cause -

an infection in the resident's lungs,

“Telephone inferview with LPN #3, on 07/09/14 at
. B713 PM, revaaled she worked on the night shift,
“and wbing change due dates weare

computar-generatad o slert staff. She statad she
did ot know how Resident £'s changes were '

“missed. Continued mterview revealsd it was ali of-
¢ ihe nurses’ responsibilty to make obsenations
during rounds, as well as watch for computer

generated lubing change due dates. She stated
failure to change the tubing was an infection
control concerm.

Continued Interview with the DON, on 07/05/14 at
825 PM, revealed if nebulizer tubing were
gxpirad, she would expect ail purses o take
responsibility for changing the expired tubing.

She further stated all nurses were (o Tollow facility |
protocol regardiess of what shift was customarily
responsibie for changing and dating the tubing.
The DON indicated faiiure to follow the protocy
was a concern related o & potentisl for infection.

audits on a weekly basts beginning
8/11/2014 and will continue weekly until
ne concerns are ideniified, or at least 4
weeks.  If concerns are not identified
after 4 weeks, these audits will change (o
monthly and will continue for the next
vear,

The ADON/QA Nurse wiil provide the
DON a summary of the audit information
on a monthly basis, in conjunction with the
QA/PI process.

This facility has QA/PI meetings monthly.
Audits concerning infection control will
be reviewed at the regular QA/P] meetings
and, as necessary, at any subsequent
special meeting called during the review
period to msure ongoing compliance.

The Administrator is responsible to ensure
compliance with infection control will be
reviewed and analyzed at each QA/PL
meeting during the review peried and
based upon analysis, subsequent plans of
correction will be developed and
implemented as necessary.

AND PLAN OF CORRECTION IDENTIEICAT
A, BUILDING
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! Continued From page 20

2. Review of the facility's policy ttled "Cleaning,

| Disinfection and Sterilization” (undated), revealed
gross blood, secrstions and debiis was to be
removed as soon as possibie.

Review of the inservice "Teachable Moments”

- redated 0 Nursing infection Contro!l Measures.
dated 01/27/14, revealed proper infection contro!
procedures rmust be maintained at sl times o

. ensure the well-being and safely of the residents,

“especially for residents with weakened immune

: systems, and poor nutritional and fiuid intake.
Further review reveaied most infections and

- Hinessas were spread through the ransference of
biood, body fluids and excrement, via contact with
muccus membranes and broken skin,

Observation during the initial tour, on 070814 at
P 2:30 PM, revealed a soft brown substance was
on the floor of the community shower room on the

“Willow Glenn unit

nterview with CNA#10, on 07708714 at 300 A,
ravealed the shower area should have heen
cleanad up after the shower was given. Further
interview revealed it was an infection contral
concem if the showers wers not properly cleaned.

Interview with LPN #7, on G7/08/14 2t 310 PM,

the shower room was bowel movernent, and i
should not have been left. She stated she would
not want {0 take a shower in there. Further
interview revealed this was an infection control

congam.

revealed each aide was responsible fo clean un
bowel movement from the floor for each resident

revealed ¥ appeared the substance on the floor in .

Interview with CNA#18, on 07/11/14 at 11:20 AM.

Faeility TD- 100350
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and notify housekeeping to disinfect the fioor
area. Further interview revealed the floor should
ot have been left soiled and stated staff hag

. been insstviced o the issue recenty

interview with CNA#18, on 0711714 at 11-35 AM.
revealed the aides were responsible for cleaning
- up bowel movement as it coourred. She stated
- housekeeping staf then came to sanitize the
foor. Continued interview revealed it was &
infection controf issue if bowel maverment Were
left on the flcor where other residents could be

exposed to it

Inferview with LPN #6_on 07/11/14 at 11:490 AM,
revealed avery aide was responsible for cleaninyg
up after each resident, and the sailed shower
oo floor showld have been cleaned with

- santwipes or a bleach solution i disinfect i
Further inferview revesled bows! movemant
sheuld be cleaned up immeadiately refated to
Infaction controt issues and foul odors.

interview with CNAE20, on 07/11/14 at 12-15 P,
revealed shower areas were 1o be cleaned with
bleach, and bowel movement should naver be teft
on the ficor as it was unsanitary. Continued
interview revealed staff had iust received fraining
on the issue. and were to always clean up
contaminated substances,

Interview with CNA #4. on 07/11/12 at 2.25 PM,
reveaied any bowel movemen! was 1o be cleaned
up before leaving the shower room. She stated i
was an infection control issue and it should not
have ocourred,

Interview with the Assistant Director of MNursirg,
on G7/11/14 at 4:50 PM. revealed if there was
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bowel movement on the floor, whoever saw it
should immadiately call bousekeeping to clean
and sanitize. She stated somecns must have just
missed it
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HAME OF PROVIDER OR SUPFLIER

O INITIAL COMMENTS
The filing of the Plan of Correction does not constitule

CFR: 42 CFR 483.70(a) an admission that the deficiencies alleged did, in fact,
exist. This plan of correction is filed as evidence of the

facility’s intent to comply with the reguirements of
participation o provide quality resident care.

BUILDING 01

PLAN APPROVAL: 1580
SURVEY UNDER: 2000 Existing

FACILITY TYPE, GNFNF

TYPE OF STRUCTURE: Threa (3} stories, Type
H(222)

SMOKE COMPARTMENTS: Seventean (17)
smoke compartments

FIRE ALARM: Compiete fire alarm systern with
gmoke detectors

SPRINKLER SYSTEM: Complete autormatic wel
speinkler system,

GENERATOR: Type H generator. Fuel source is
diasel

A standard Life Salfely Code survey was Inifated
on §7/08/14 and conciuded on 07111444,
Rosedale Manor was found net to be in
compliance with the requiremants for pariicipation
in Medicare and Medicaid The facillty is licensed

. for twa hundred ten (210) beds with 3 census of
ong hundred ninety-2ight (198) on the day of the
survey.

The findings that follow demonsirate
noncompliance with Tilfe 42, Code of Fadaral
Regulations, 483 70(a) e seq. {Li#e Safety fom

{45} DATE

LABORALDORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TILE

: t

T i &

LaafVE LTS %gé ny

ARV tency statemnent ending with an asterisk (*) denotes 2 deficiency which the institution may Be excused from correcting providing it is termbied that
Gther sateguards provide suffictent protection to patients, {See instructions.) Except for nursi ng homes, the findings stated above are disclosable after 90 days
following the date of the survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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Firg;
Deficiencies were cited with the highest
deficiency identified at "F" leval,
K036 NFPA 101 LIFE SAFETY CODE STANDARD K056 | NFPA 101 LIFE SAFETY CODE STANDARD- | 893714
SS5=p Rosedale Green is committed to comply with
- If there is an automatic sprinkler system, it is NFPA 13, Stand for the Inswallation of Sprinkler
installed in accordance with NFPA 13 Standard System o provide complete coverage for ail
for the Instaliation of Sprinkler Sysfems, to portions of the building; NFPA 23, Standard of
provide complete coverage for all portions of the Inspection, Testing, and Maintenance of Water-
bullding. The system is properly maintained i Based Fire Protection System.
accordance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of Upon identifying the small closets in each shower
Water-Based Fire Protection Systems. Itis fully room, the facility’s Sprinkier Vendor was
supervised. Thereis a reliable, adequate water comiacted on 7/9/14 to install sprinklers in each of
supply for the system. Required sprinkler these closets,
systems are equipped with water flow and tamper
“switches. which are electrically connected fo the An audit was conducted on 7/10/14 by the
building fire alarm systern. 1835 Environmental Services Department of the entire
facility to ensure ali other areas, including closets
had necessary sprinklers,
An audit will alse be completed by the Sprinkler
This STANDARD is not met a8 evidenced by: Vendor prior to 8/11/14 to ensure all areas of the
Based on observation and interview, it was facility meet the requirements of NFPA 13. If any
determined the facility falled to ensure complete additional areas are identified, the vendor will
aulomatic sprinkier coverage was provided. The install sprinkiers as necessary prior to §/22/14,
deficiency had the potential to affect six {8y of
seventeen {17) smoke compartments, The audits wiil be communicated with the
seventy-seven (77) residants, staff and visitors, Administrator by 8/11/14, as well as the QA/P]
commitiee at the August monthly meeting.
The findings include:
On-going compliance with sprinkler installation is
Observation, on 07/00/14 at 1129 AM. revealsd the respensibility of the Environmental Services
the cleaning supply closet for the women's Birector and Administrator.
shower reom on the secend floor near room 209
was not profected by automatic sprinider
coverace. The same was fund for all
If contipuation shect Page  of
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" male/fernale shower raoms on floors 1 and 2.
¢ There were a tolal of eight {8) shower reoms with

s Director and the Assistant Administrator revealsd
the facility had failed to identify these areas
“during a recent project that included adding

- automatic sprinkler coverage for all resident room

_clossts.

: Reference: NFPA 101 (2000 Edition).

19.1.6.2 Heaith care occupancies shall be limited

{332}, Type (222, or Type {1113 construction
- shall be permitted 1o include roofing systems

the deficiency. The findings were acknowledged
by the Maintenance Director and tha Assistant
Admiristrator. Interview with the Maintenance

The findings and census were confirmed with the
Administrator during exit conference.

ta the types of building construction shown in
Table 151682 (Ses 82 1)
Exception:” Any building of Type 11443}, Type

invoiving combustibie supparts, decking, or
reofing, provided that the foliowing criteria are
met:

{a) The roof covering meets Class O

requirements in accordance with NERA 258,
Standard Methads of Fire Tests of Roof
Coverings.

{b} The roof is separated from all occupied
portions of the building by a noncombustible floor
assembly that includes not less than 21/2in. (8.4
om) of concrete or gypsum &I '
{c} The athic or other space is aifher unocoupied

o protected throughout ty an approved

gutomatic sprinider system.

Table 19.1.5.2 Construction Tvpe Limitations

| ROSEDALE GREEN
(X4 D SUNMARY OF STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE T (4%
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ACTION SHOULD BE CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMA TION) TAG APPROPRIATE DEFICIENCY) DATE
K056 Continued From page 2 K036
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: A BUILDING [
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; B, WING l
NAME OF PROVIDER 012 SU]!E![]{{]J STREET ADDRESS, CITY, STATE, ZiP CODE ‘
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(X4 ID SUMMARY OF STATEMENT OF DEFICIENCTES i PROVIDER'S PLAN OF CORRECTION {EACH (X33
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOLAD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATHONY TAC REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
KO36 & Continued From page 3 K036
* Consiruction Stories
Type
1203 4
{443 X X X X
{332 X X X X
SRz XX X X
NN AOXH X NP
R0 XX NP NP
Hi2n KXY NP NP
W X* NP NP NP
CIVEZHHY XY XT NP NP
V11 XX NENP
Yo X* NP NP NP
- X Permitted tyne of construction.
NP Net permitted,
‘Building requires automatic sprinkler protection
{See 19351}
19.3.5.1 Buildings containing nursing homes shali
be protected throughout by an approved,
supefvised automatic sprinkler system in
accordance with Section 97, unless athenyise
permitied by 19.35.5.
Referance: Centers For Medicare and Medicaid
Services Survey and Certification Letter
13-58-L5C
K144 NFFA 101 LIFE SAFETY CODE STANDARD K144 NFPA 101 LIFE SAFETY CODE 8/22/14
S8=F STANDARD- Rosedale Green is commitied
Generators are inspected weekly and exercised to comply with NFPA 89, Generators
under load for 30 minutes per month in mspeclec; weekly and exercised under load
accordance with NFPASS 344 4 for 30 minutes per month.
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! BOWING
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(X4 1 SUMMARY OF STATEMENT OF DEFICTENCTES D PROVIDER'S PLAN OF CORRECTION (FACH X5
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K144 ¢ Continued From page 4 K144
The Generator Inspection Logs were
updated by the Director of Enviroamental
Services on 7/28/14. The Environmental
Services team will be inserviced by the
Environmental Services Director by
8/11/14 regarding the expectations of
completing the log weekly, as well as
testing the generator under the full load -
once per moefth.
+ This STANDARD is not mat as evidenced by
. Based on record review and inferviews, it was The Environmental Services Director will
determined the facility failed to ing pect the review the logs on a weekly basis
- emergency generator, according to National Fire beginning 8/11/14, and complete a
Protection Association (NFPA) standards. The monthly audit for the next year which will
deficiency had the potential to affect seventeen identify compliance with inspections and
{17} of sevenieen {17 smoke compartments, two tesfing.
hundred twenty (220} residents, staff and visitors. N
e ) The Environmental Services Director will
: The findings included: provide the Assistant Administrator a
- Record review of the facility generator inspection summary of .t%wl mfdlg".mf?r.mmqn ona
logs for the Iast twelve {12} months, on r’nor?th_ly basis, in conjunction with the
| 07/0912014 at 3:36 PM. revealed the facilty had QA/PT process.
falled o inspect the emeargency genearator from s s , .
01730714 untit 02/10/14, 02/15/14 untit 02/24/14, This facility has QA/PL meetings monthly.
and 02/24/14 untit 03110714 The findings were Audits concerning generator testing and
acknowledged by the Maintenance Director and mmspection will be reviewed at the regular
The Assistant Administrator. interview with the QA/PL meetings and, as necessary, at any
Maintenance Director and the Assistant subsequent special meeting called during
Administrator revealed the facility was not aware the review period to insure ongoing
the weekly emergency generator inspections ; compliance.
were missed for those dates. Further intarview
revealed the facility had no Quality Assurance in © - : .
place o ensure weekly em ergency generator _ The Admim_strar.or 18 resp‘onmwe to ensure
inspection were completed as required. the QA audits will be reviewed and
: analyzed at each QA/PI meeting during the
Reference: NFPA 110 (1998 edition) review pericd and based vpon analysis,
subsequent plans of correction wiit be
8-4.1* Level 1 and Level 2 EPSSs, inciuding all developed and implemented as necessary.
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appurtenant components, shall be inspected
weekly and shall be exercised under load at leag:
oty

Exception: If the generator sef is used for standby
power of for peak load shaving, such use shall be
recorded and shall be permilted to be substitutad
for scheduled operations and testing of the
generalor set, provided the appropriate data are
recorded

[
. 07/11/2014
| 185225
B WING
i
NAME OF PROVIDER OR SUPPLIFR STREET ADDRESS, Y. 8TATE. Z1P CODE
4280 GLENN AVENUE
- . VINGTON, KY 4
ROSEDALE GREEN COVINGTON, KY 41015
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K144 Continued From page § K144
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