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- The resident has the right, uniess adjudged

statements, findings, tacts, or
conclusions that form the basis for the
alleged deficiency. The Center
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J ; _
MMENTS ' Foco.  This Plan of Correctiog is prepared }
F 000; (NFTIAL COMME ¢ and submitted as required by law. By
’ ) . submitting this Plan of Correction,
. ARecertification Survey was inltiated on o : , g. i -
01714114 and conciuded on 01116114, . Bridge Point Center doog not admit
| Deficiencies were citad with the highest scope | i that the deficiency listed on thig form
- and severity of a "g", | exist, nor does the Center admit to any

incampetent or otherwise found to he
. incapacitated under the laws of the State, to
| participate in planning care and treatment ar
. changes in care and treatmenit,

- A comprehensive care plan must he developsd
within 7 days affer tha completion of the

- Comprehansive assessment; prepared by an ;
interdisciplinary team, that includes the attending

. Physician, a registered nurse with responsibiiity

- for the resident, and other appropriate staff in :

- disciplines as defermised by the residant's needs,

" and, to the extent practicable, the particination of

" the resident, the resident's family or the resident’s .
legal fepresentative; and periodically reviewed
and revised by a team of qualified parsons after
@ach assessment,

. evaluate the resident and
of assistance required for transters,

This REQUIREMENT s not met as evidenced
by: ;
gaseci on observation, interview, record review
and review of the facil ity's policy it was :
determined the facility failed to revise the
. Comprehensive Care Plan for one {1) of
twenty-four (24) sampied residents {Resident

i

© Nursing Assistant Kardex was updated

[ #11) )
LABDRATl 13 Ik Rj [elz]=: DER’SUP‘PUER REPRESENTATWE'S SK?%‘;IATQHE
A W E&fﬁm 2l24/14 WA

reserves the right to challenge in fegal
and/or regulatory or administrative ok
proceedings the deficiency,

statements, facts, and conclusions that

form the basis for the deficiency.”

© 1280

tesident #11°s care plan and the

by a licensed hurse on  [/16/14
including  the 10/27/13
mtervention  of having therapy

!
Fall
the amount,

ambulation and toileting,

Managers will apdiy cutrent resident

. The Direcior of Nursing, and the Unit /
f
|

S care plans and Nursing  Assistant
- Kardex by 2-21.14 to determine that

the resident care Plans and Kardex {
reflect the residents current needs

- T * + \ 5}QATE
including but not limited 1o fall

Any deficledey statement erlding with an asterisk (f cendios a deficiency which
other safegulards provide sufficien ore ‘ |
foliowing the date of survey whether or not a plan of corection is provided. For ny !

days foliowlng the gste thoae documents are made available o the fa dity. if deficlercies are cited, an spprowv

program participation,
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| interventions and the amount of
F 280 Continued From page 1 F 280 assistance required for transfers,

i Adthough the Quarterly Mirimum Data Set (MDS)
- gssessment comoleted on 10/24/13 for Resident
#11 revealed the faclily assessed the resident as
requiring one (1) parson physical assist for _
. transfers and todleting and supervision and set up
help for ambulation, the Comprenensive Plan of
Care was not specific as fo now much assistance
the resident requirad in these areas. In addition, |
- Resident #11's care plan was not revised after
sustaining a fall on 10/27113. Although Nursing
. had made a referral to Physical Therapy (PT) and |
! the PT communication fo nursing on 11412/13 ‘
" revealed Resident #11 required staff assistance
with trans’ers anc ambulation, the care olan was
. not revised to refloct this.

The findings include:

| Review of the facility's policy 4tfed, Nursing Care
Plans, revised 01/02/14, revealed the care plan
was to include measurable ohjsctives to meet
resident needs and goals as identifled by the
assessment process. Further review revealed
the Comprehensive Care Plan was reviewed and |
“revised a minimum of cuarterly and as needed to |
reflect response fo care and changing needs and
- goals.

- hservation of Resident #11 on (1714714 at 1120
AM revealed the resident was standing

. unattended at the bedside, opening a dresser

Cdrawer. Resident #11 was observed again at ‘
2:30 PNV on 01/14/14 self.propeiling fo the foilet in
the Halt Shower Room. Resident #11

. commented hesshe liked to use the shower room -

- bathvoom because there was more room for ;
hia/her wheelchair; and, therefore did not need
asgistance with toileting,  Interview with Resident

ambulation, and toileting. Any issucs
identified will be addressed at that
fime.

Licensed nurses will be re-educated by
the Director of Nursing and Unit
Managers on the care plan policy by
2/21/14, Education will include
updating care plans and the nursing
agsistant Kardex after a fall or change
in the plan of care including the
amount of assistance nceded with
activities of daily living.

The Director of Nursing and/or Unit
Managers will audit 6 resident care
plans and nursing assistant Kardex’s
weekly for 8 weeks, and then monthly
for 4 months to determine that the
resident care plans and Kardex reflect
the residents curreat needs including
but not limited to fall interventions
and the amount of assistance required
for  transfers, ambulation, and
toileting..  Any concerns identified
will be addressed at that time. The
results of the audits will be presented
by the Director of Nursing to the
Performance Improvement committee

monthly x6 months for further review
¥

[ISUUSES—

FORM CMS-2667{02-88) Provious Versions Obsolale

Event ID:4ZX111

ract and recommendations. jo 20t 27

s



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

PRINTED: 01/531/2014
FORM APPROVED

OMB NQ. 0933.0001

;i (K1} PROVIDERISUPPLIERICLIA

(X25 MULTIPLE CONSTRUSTION

XN OATE SURVEY

STATEMENT OF DSFICIENCIES | i
AMO PLAN OF CORRECTION IDENTIFICATION NUMBER: | a stoma I COMPLETED |
| 185090 |8 wna f 01/16/2014 {
NAME OF PROVIGER OR SUPPLIER STREET AOCRESS, GITY. STATE 79 S OGE
7300 WOODSPOINT ORIVE
BRIDGE POINT CENTER ] FLORENGE, KY 41042
1
(KA D SUMMARY STATEMENT OF GEFICIENCIRS o PROVIGE S PLAN OF CORRECT N e
PREFX | (FAGHOEFICENCY MUST BE PRECEOEO RY FULL FREEX [EACH CORRECTIVE ACTION SHOLULO BE  + CoMMEToN
A REGULATORY ORLSC IDENTIFYING INF ORMATION i TAB . CROSS-REFERENCED [0 FHE APPROPRIATE OATE
QEFICIENCYS :
F 280 Continusd From page 2 F 280 I

#11 at tha time of this obsarvation reveaisd the
do not have to wait for fielp”, Chservation of

* himfner standing Indepencantly at tha bedside

am a litlle unsteady but | fike to do things for
Crnyself”

- Review of Resident #71's medical record

; revealed the faclity admitted the resident an
| 03713/13, with diagnoses which inciuded a
Parsonal History of Fails, Muscle Weakness,

“comipleted on 10/24/13 reveaied the faciity
| assessed Resident #11 as having g Brief

{(14) out of fifteen {15), which indicated the

. of the MDS assessment revealed the ‘acility
| assessad Resident #11 a5 requiring one (1)

- and supervision and set up for ambulation,

fafls and non-compliance with agking far
" assistance before ransfarring, The care Han

documented it contained specific interventions
Resident #11 required one (1) person nhyaical

. assistance for transfers and foileting and
- supervision for ambulation. Review of the

- Resident #11 on 01/15/M14 a1 9.25 AM, revealed

f straigntening the sheets and biankets on his/her ,
s bed. Interview at the time of the obeervation with
- Resident #11 reveszied he/she stated, " know

Difficulty Walking, and Dementia. Ravigw of the
- Quarterty Minimem Data Set {MDS] agsessment

! interview for Mental Status {BIMS] of a fourtean

person physicat assist for fransfars and toieting

refated to the MIS assasament which indleged

. fesident remarked, " take myself to the toilst so ¢

resident was cognitively intact. Continued review

. Review of the Comprehensiva Care Pian initfatad
G5/06/11, revealsd Resident #41 had 3 Nistory of

- Included falis interventions; however there Was 110

 Certifled Nursing Assistant (CNA} Kardex Report -
for January 2014 revealed Resident #11 was o |
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F 280 Continued From page 3
*fransfer and toillet with the assist of two (2) and
- ambulation was marked as not applicasie.

" Review of the Risk Management/Quality
Assurance Form revealed on 10727113 at 9:45

on hlg/her buttocks. Continued review of the
i Form ravealad Resident #11 had siated hefshe
: was getting ouf of bed o transfer to hisiher

! the floar, Further review raveaied the resident
: sustained no injury.

T Review of the Rehabiliation Referral (form used
" by nursing staff to cormmmunicate with

it indivated Resident #11 kad fallen an 1042743
- armd was using the bedside table as a walker fo
" aide in stability to transfer from the bed 1o the
whaeichair, Further review of this form revealag
nursing staff had documented, "Could residant
 beneflt from the use of a walker or therapy
services”?

! Raview of the Physical Therapy (PT)
. revealad Resident #11 was to tranafer with

- technique and could ambuiate with a rolling
. walker with care giver assistance.

| Interview with the Therapy Program Dlractor

HTPD) on 6171513 al 11:00 AM revealed

- Resident #11 was discharged from PT on

- 10/24013 with contact guard assist {caregiver
assistance with a gait beit), The TPD revedled

~ there was a verbal conversation with the Unit
Manager and a Physical Therapist Assistant

{PTA) sfter the fall on 10/27/13, which was not

© &M, Resident #11 was found sitiing on the fioor

¢ wheelchalr o go to the rest room and siid down to

Rehabilifation services) dated 10/28/13, revealed ;

! Communication Form To Nursing dated 11742113

- supervision due fo docreased safety with transfer

F 280!
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F 280 | Continued From page 4
| documented, during which it was deterrined
. Resdent #11 did not nesd g rofiing walker
» because thera had not heon a deciine after the
falbon 1027112, She stated, Resident #1 wag

evaluated on 11/12/13 by PT 1o need supervision
with ransfers. The TPD statad Hesident #11 was

- to transfer with supervision and the use of a gait
bl
Interview, on 01/15/14 at 2:30 PM, with

: Registered Nurse (RN #3, who was asslgned to
the residert, revealed sha Was uncertain f

Resident #11 was care planned for assistance for |

foiteting and transfers. KN #3 stated shewas
s uncertain who determined iF residents wers safa

o transfer and toilet ndependently: and revegled |

Hesident #11 oid transfer angd fofiet
independently.

Interview with the Unit Manager, RN #4 an

17154 at 3:00 PM reveated she was uncertain if

Resident #11 recyirag supervision with transfers
. and tolfeting, Unir Manager/RN #4 stated she
- had referred Resident #11 1o BT for evaluation
Fafter the fall on 10/27/13 byt was uncertain of
PT's findings and recommendations,

Interviaw with the Restorative Nursing Director,

- Licensed Praciical Nurse (LPNY #1 on 01/15/14 at

S 200 PM, revealed Residant #11 was discharged
from PT at hisfer maximum potential in
December 2013 with assist of one for ransfere
and toileting and the use of 5 gait belt when
ambulating. LPN #1 was uncertain if Resident
#11 was to ba tolleting and transfarring
independentiy at ths tima, Continuad interview
with LPN#1 on 1/16/14 af 44:30 AM, revealed a
resldent's care pian shouid be ravised or changed
if there are any declines or improvements in tha

F 280 7
: _ !
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|
|
|
|
|
|
|
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. resident's condition. She indicated Resident
#11's care ptan shouid have been revised,

:inlerview, on 017168114 at 11,20 AM, with Cerified

- Nursing Assistant (CNAJ #4, who was assigned to

" the residand, revealed she determined a

‘ rasident's needs from fooking at the CNA Kardex;

" the verbai report given to her from the CNA on
the shift prior 1o her shift, and her parsonal

- knowledge of a rasident's neeads to datermine

- whather residents should transfer and tollet

- Independently. CNA 44 stated Resident # 11

“transferred and toilleted indepandently. After :
reviewing the CNA Kardex for Resident #11, CN;’»\

; #4 stated according fo it the resident required the

* agsistanca of wo (2) staff for transfers, and toiet

use,

. Furthar interview with the Unit Manager/RN #4 on
01/16/14 at 11:50 AM revesied the
" Comprehensive Plan of Care was not revised
after the fall on 10/27/13; however should have
“bhasn updated by the nurse who assessed the
: resident after the falt to indicate whether a new
“intervention should have been placed then. She
further staled the Care Plan should have baen
| revised with the interventions recommended by
{ PT for January 2014 Resident 11 (o transfer with
supervigion. Sha stated it was her responsibility |
to see that the care plans were updated and that -
_the interventions were carried out, The Unit
| Manager commeantad she needed to review all of
" Resident #11's care plans. : ‘
F 282 483.20(K}{3Yi) SERVICES BY QUALIFIED ‘ F 282
5= . PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in

A D SUMMARY STATEMENT OF QEFICIENGIES 0 PROVOER'S PLAN OF CORRECTION L s
PREFEY [EACH OEFICIENGY MUST B8 PRECEQED BY FULL . PREFIX [EACH CORRETTIVE AQTION SHOULG 0E D SOMPLETEN
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F 282 Contirued From page 6
- accordance with each rasident's written plan of
Ccare.

| This REQUIREMENT s not met 88 evidenced
i by
| Byased on chservation, interview, record raview,
" and review of facitity policies, it was determined _
| the facility failed to ensure services provided were
it accordance with each residents individugiized |
“written Plan of Care for anie (1) of twenty-four £24)
- sampied residents (Residant #1) :
" Resident #1's Com prehensive Plan of Care
:fevealad the resident was care planned for tha
potential for falls related to attempts to fransfer
unassisted and nciuded interventions of a
brassure alarm {o histher wheelchair and an
Intervantlon for padded bed sida rails for
" positioning, which was also Histed as an
intervention under the self cara deficit care plan, |
However, observaticns on 01/14/14 and 01/15/14 |
ravealad Residant #1 had no pressure atarm W
histhar wheelchair and no padded bad side railg.

i

i

5' The findings include:

- Review of the facility policy titled, "Cars Plaris”,

‘revised date 01/02/14. revealed

s comprehensive, individualized care plan was o
be develooed by the interdischotinary team for
each patient. Tha purpose of the care plan was

- 1o provide necessary care and services to atiain
of maintain the patient's highest practicable

' physical, mental, ang psychosocial well being,

- Further pollcy review revesaled the care plan was

. based on assessmentsfevaluations of the

. resident and was 1o ba communicatad fo

fappropriate staff,

k282 F 282

iy

The physician for Resident #1 as
notified by a licenged nurse on 1-16- 9’
4 and new orders  obtained o
discontinue the pressure alarm and to
use a tab alarm to (he wheelchair and
the  padded side  rails  were
discontinued.  The care plan and
nursing assistant Kardex for resident
#1 was updated by a Heensed puree on
1-16-14 with the new orders rejated to
the wheelchair alamm and padded side
rails,

The Director of Nursing and the [nijt
Managers will audit current resident
care pians and the residents by 2.2].
14 to determing thar care and services
e provided in accordance with the
“are plan.  Any concerns identified
will be addressed g that time,

Licensed nurses and nursing assistants
will be re-educated by the Director of
Nwsing  and Ui Managers on
providing services in accordance with
the residents care plan  policy by
2/21/14,

FORM CME-2867(02-08) Previous Versions Obsoista Event 10 42X414

Facility 10: 100022
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F 282 Continued From page 7

: Review of Resident #1's medical recard reveaied

, the facility re-admitted the resident or 08/18/13, |

. with diagnoses which includad Non-Azheimer's

{ Dementla, Parkinson's Disease, Anxiety and

| Psychosis. Review of the Quarterly Minimum

. Data Set (MD3) assessment dated 12/31/13,

- reveaied tho faclity assessed Resident #1 1o

| hava a Brisf Interview for Mental Status (BIMS)

© score of twelve (12) which indicated the resident
wasg moderately impaired cognitively, Further !
reviaw reveated the faciity assessed Resident #1

1o require extensive assist of two (2) staff for

Ctransfers. :

i Raview of Resident #1's Comprehensive Care
' Plans revealed a care plan for the potentiat for
falls related to the rasident’s attempts to transfer
unassisted and use of psychoactive medications,
- whh @ ravised date of 10/08/13. Continued
‘ raview of this care plan revealed interventions
“which included a pressure alarm to Resident #17s
wheelchair and bilaterat padded bed side ralis to
i assist with positioning in bed. In addition,
! Resident 1 had a self care deficit cara pian.
{raviseq date of 10/08/13, which also tisted
bilateral padded sida rails for bad mobility,

. Chgervations of Resident #1's wheelchair and
" bad side rals on 01/14/14 at 9:47 AM, at 1:28

and al §:04 AM ravesfed no evidence of a
. pressure alarm on the resident’s wheeichair and
a0 evidence of padded side ralls, Additionst

- AM, at 11:24 AM, and at 2.36 PM revesled a pull
i tab alarm device had been placed on the
fwheslchair,

PM, and at 3:21 PM: and on 01/15M14 at 8:22 AM

obsarvations of Resident #1 on 11/15/14 at 10:27 :

Managers will audit 6 resident care
plans and the resident weekly for 8
weeks, then 6 resident care plans
monthiy 4 months to determine that
the resident care plans and Kardex
reflect the residents current needs
including but not Limited to fal]
interventions and the amount of
assistance  required  for iransfers,
ambulation, and toileting.. Any
concerns identified will be addressed
at that time. Resuits of the audits will
be presented to the Performance
Improvement Commitfee monthly 6
months  for  further review  and
recommendation,
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* Interview with State Registered Nurse Assistant !
{SRNA)#6 caring for Resident #1 on 01814 at |
9:54 AM, revealed she did not see any alarmon |
Resident #1's wheslchalr or padded bed side
Praits. The SRNA stated she theught the pressure
: atarmy intervention was on the aide care plan;
. however was not cartain.

interview, on 01/16/14 at 4:24 PM, with Licensed !
. Practical Nurse (LPN} #2, who cared for Residert |
[ #1, revealed the resident had a orassure alarm to |
| tisiher wheelchair as a fai precaution, Afier ;
' observing Resident #1's wheeicnair at the time of :
, the interview, LPN #2 stated the resident had & .
" pulttab alarm devica in place, nol a pressyra
alarm as indicated in the cara olan. She further
stated Resldent #1 should have had the pressure |
- alarm; and if (e alarm was changed o a different
“one then the care plan should have been revieed, |
- Continued interview witlh LN #2 revealed
- Resident #1's bed rails were not padded which !
- was usualy done for seizures: however should
- have been as per the care plan. She indicated i
the padded side rails were discontinued the cara
. plar should have been ravised,

nterview, on 01718114 at 5:08 PM, with the Unit
ManagerRegistered Nurse (RN) #6 revealad
Resident #1 was suppesed o have 3 pressure

~alarm on his/her whealchair but cirrently thore !

- was notone (1) in the building so a pull fab alarm -

" had been ptaced on the resident's whaelchair.

. The RN stated staff were supposad to monitor to

“ansure the pressure alarm was in place to the
wheelchalr. Continued interview with RN#8
revealed Resident #° had a history of seizures
and his/her side rals shouid have been padded
for rasident safety. She stated she thought when

[ the resident's bed had been changed o, the bed

F 282

|
|
|
|

S

FORKM CMS-2887(02-99) Fravious Vergions Disolsie Fyant K 42X111

Fagility iy 100022 1 comiruation sheet Pags 9 of 27

O sy er e




DEPARTMENT OF MEALTH AND HUMAN SERVIGES
CENTERS FORMEDICARE & MEDICAID SERVICES

PRINT
FO

ED: 0173172014
RMAPPROVED

OME NO. 00380301

’—STM'EMENT OF DEFICIENCIES (R} PROVIOER/SUPPUER/CLIA

(RZEAMULTIPLE CONSTRUCTION

(A%) OATE SLIRVEY
COMPLEYEQ

N—

{ AND PLAN OF COF{RFQTI(‘)N ISENTIFICATION NUMBER: A BULOING

!
:
j

125080 BWING

01/16/2014

RAME OF PROVIOER OR SUPPLIFR

BRIDGE POINT CENTER

STREET ADORESS, CITY, STATE. ZIP COOE
7300 WOODSPOINT ORIVE
FLORENCE, KY 41042

(Xayn
PREFIX |
A

BUMMARY STATEMENT OF DEFICIENG £8 10 ; PROVIDER'S PLAN OF CORRECTION (x5
EACH OEFICIENCY MUST BE PRECEOED BY FuULL i OPREFIX (FACH CORRFCTIVE ACTION SHOULO B8R COMPLETION
: ; CROSS-REF SRENCED 107 THE APPROPRIATE GATE

REGULATORY QR LSC IDENTFYING INFORMATION} TAG

OEFICIENRGY)

£

F282

F323]
55=0 ]

-
I
o

b

Continued From sage 9

~ raiis were not paddaed ss Indicatad in the care
. plan,

. irderview, on 01/18/14 ¢ 4:44 PM. with the

i Assistant Direstor of Nursing (ADON) ravaaled
. the purpose of the care pian was fo guide care of :
©aresident, The ADON staled if Rasidant #1's ;
: carg glan interventions included a pressure alarm |
* davice to the wheelchair the alarm should have ,
i baen an tha wheelchair, Shs further stated iftha |
| resident now had a tab alarm device i was the

I

nurse's responsibility 1o check and clarify what

Calarm the resident had. Continued interview with -

the ADON, revealad nurses should have ensured
the side rails of the bed were paddad as indicated

- the care plan. The ADON stated she thought
- the regideni had a history of saizures and needed

! the padded sida raits.

‘ i

483.25(h) FREE OF ACCIDENT - Fazg
HAZARDS/SUPE RVISICNIDEVICES | :

. The facility must ensure that the resident

- environment remaing as free of accident hazards
' &3 Is possible; and each resident raceives

| adenuate supervision and seslslaace devices to

| prevent accidents,

“ This REQUIREMENT is not met ag evidenced |
; by
* Based on chservations, inferviews, racord

: review, and review of faclly policy, it was

- determined the facility faded to ensura each
_resident received adequate supervision and

. assistive devices 10 prevent accidents for one {1}

- of twenty-four (24) sampled residents {Resigent

FORM CME-2867{C2-69) Pravious Versions Obsolate

Fvenl 42111 Faciity £ 100022
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CH).

. Record review revealed Resident #1 had a higtory ;

“of a fall when attempting to saif transfar to the :

oilet. Resident #1 was care pianned for the

. potential for falls related o attampts o tranafer

, unassisted and included an intervention of 3

- pressure alarm to his/her wheslchair. in addition, |

- Interviews revealed the resident had a history of |

- seizures and had an intervention for padded beg

Csiderals. Howevar, ohservations on 3111414
and 01/15/14 revealed Rasident #1 had no
Pressufe alarm to hissher wheeichair or padded

“hed side ralls.

The findings inciude:

- Review of the facility's policy: ‘Accidents,

- ncidents, and Adverse Events”, revised date
09701713, revesled tha purpose was o provide a
safe and health?yi environment for residenis,

“visitars, and siaft,

" Review of the facility's policy: "Care Pians®

- ravised dale 01/02/44, revested the purpose of

- the care plan was to provide necessary care and |
| services o attain or maintain the patient's highest |
- practicable physical, mental, and psychiosocial |
Lwell being, Further policy review raveaied tha ;
~cars plan was based on assessments/avaluations |
- of the resident and was to be communicated fo
Capuroprists sizif.

Review of Resident #1's madical record revealed
tha facility re-admitted the rasident on 09/4184 3,
with diagnoses which includad Psychosis,
Non-Alzkeimer's Demaentia, History of Falls, and
Anxisty. Interview, on 04/16/14 at 5:08 PM, with
the Unit Manager/Registered Nurse {RN)Y 28

F 323,

- The physician for Resident #1 was

aotified by a ficensed nurse on 1-16-
[4 and new orders obtained to
discontinue the pressure alarm and (o
use a tab alarm to the wheelchair and
the  padded  side  rails  were
discontinued.  The care plan and
nursing assistant Kardex for resident
#1 was updated by a licensed nurse on |
[-T16-14 with the new orders related to |
the wheelchair alarm and padded side ]
rails,

The Director of Nursing and Unjt
managers will complete an audit of
current resident care plans and safety
devices to  ensure cach resident |
reeeives  adequate  supervision  and |
assistive devices to prevent accidents

by 2-21-14. Any concerns identified

will be addressed at that time.

The Director of Nursing and the Unit
Managers  will re-educate licensed !
nurses and nursing assistants to the [
facility accident, incidente

and
adverse effects policy by 2/21/14 to }

FORM CMS-Z5B7(02.-85) Previous Versions Obsolata

Event 42X 1%
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£ 323 Continued From page 1
‘ravealed Resident #1 had a history of Seizures,

| Raview of the Quarterly Minimum Data Set :

S {MDSB) assesement dated 12/31113, reveaied the

- facility assessed Resident #1 o require extensive
zesist of two (2) staff for transfers. Further review

- of the MDS assessment revealed the facility '

. assessed Resident #1 to have 2 Brief interview

| for Mental Status {BIMS) score of twelve {12}

i Indicating the resident had moderate cognitive

" mpairment,

Continuad review of Residant #1's medical record |
. raveated an Interdisciplinary Progress Note on
D9G4M 3 time 11:30 AM, which noted the resident |
“was lying on the Hoor in the room next to tha

bathroom door. The Note stated the resident had

atiempted o self transfer to the tollet, lost histher |

fonting and fell to the floor. Further review of the
. Nola revealed no injury was noted.

. Revigw of tha Comprehensive Care Plans for
Resident #1, revised 10/0813, revealed the ;

_resident was care slanned for the notential for falt |

| and self cara dafict. Review of these care plans

| revealed interventions which included the use of a

: pressure alarm to Residant #1's weeelchair and
for padded haif side rails on the bed lo assist with
hed mobilily. |

. Review of the January Monthly Physician Orders

. revealed an order for a pressure alarm to
Resident #1's wheeichair which staff wore to
check ptacement and funciton of every shift,
Further review of the January Monthly Physician
Crders revealed an order for bilateral padded half |
side rails. f

Review of the January 2014 Treaiment

£ 325 place, checked for placement and

function and documented accordingly,

The Director of Nursing and/or
Nursing Supervisors will conduct :
daily rounds randomly across all three |
shifts to observe for resident safety.
Any concerns identified will be
addressed at that time.

The Director of Nursing and/or the
Unit Managers will audit 6 residents,
care plans and safety devices weekly
x8 weeks and then monthly x4 months
to determine that residenis receive
adequate  supervision and  assistive
devices (o prevent accidents.  Any
concerns wdentified will be addressed
at that time. Results of the audits wil!
be presented by the Director of
Nursing foy the Performance
mprovement Committee monthly x6
months  for  further review and
recommendaiion.
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: Admrinistration Receord {TAR) revealed Resident

| #1's wheelchair pressure aiarm intervention was :

| to be checkad to ensure it was in ptace and

! functional every shift. Continued review revasledg |

, staff initigls indicating the alarm was in place
- everyday, inciuding 01/14/14 day shift,

Chservalions,on 01/44/14 of Resident #1's

"and at 8:04 AM ravealed no evidence of a
- ne evidence of pacded side rails on the bed as

' the resident on 11/45/14 at 10:27 AM, & 1124

been placed on Resident #1's whealchair

interview with State Registerad Nursa Assistant

| 9:54 AM, ravealed there was no aiarm on

the hed.

: préssura alamm on Residant #1's wheelchalr ard

' Resident #1's whesichair or padded side rails on

i

i

" wheeichair and bad side rails at 9:47 AM, at 1:28
M, and at 3:21 BM: and, on 01/15/14 af 822 Al

. per Physician Orders. Additional observations of

AM, and at 2:36 PM reveaied a pull tab aiam had

{SRNA) #6 caring for Resident #1. on G1/15/14 at

'

¢ Interview, on 01/16/14 at 4:24 PM, with Licensad :
Praciical Nurse (LPN) #2, who cared for Resident
- #1, raveaied a oressure alarm was ta bg in place
1o histher wheelchair as a fail precaution. LPN 42
- also stated pacded side rails were usually put in
" place as & seizure precaution. She indicated
Resident #1's badsice rails were not padded;
hewever should have bean,
Interview, on (1718714 at 5:06 PM, with the Unit |
Manager/Registerad Nursa ¢ RN) #8 revealed
. Resident #1 should have had a pressure alarm
- cn hisfher whealchair, however there was not ong |
~available currently so a pull tab alarm was placed
- on hisfher wheelchair, According to RN #8, staff

FGRM CMS-2387{02-99) Pravious Versions Chscisia

Event 142X Facidty [D: 100022
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F 323 Continued From page 13

[ were suppesed to monitor the wheelchair

! pressure alarm was I place. She indicated she

! did not know why nursing staff had neoted the
. device as being In place on the TAR, when itwas
not in place., Continued interview with RN #6
revealed Resident #1's side rails should have
been padded a3 ordered. She indicated whan
' Resident #'s bed had been switched out :
apparently the side rails had not been padded, |

intarview, on 01/16/14 at 4,44 FPM, with the
- Assistant Direclor of Nursing (ADON) revealed
" Resident #1 had previously had a pressure aslarm; |
- bt she thought it had been removed becausa it |
- miade the resident mad. According to tha ADON,
. if Resident #1's orders and care plans inchided a
| prassure afanm devics to the wheslchair it should
" have beenin place. She stated if Resident #1
“had a pull fab alarm now, it was nursing's
“rasponsibility to clarify what was in place and
what was ordefed. Continued interview with the
: ADON revealed nursing staff shoutd have
D ansgred the bed rails were paddad as ordersd
©and care planned. Thea ADON indicated she
" thought the resident had a history of seizures:
: therefore neaded the padded side rais.
F 431 . 483.80(b), (¢}, {e} CRUG RECORDS,
ss:g}% LABEL/STORE DRUGS & BIOLOGICALS

' Tha facility must employ or obtain the services of
" a licensed pharmecist who establishes a system
- of records of receipt and dispesition of all

. confrolled drugs in sufficient detall to enable an

. aceurate reconciiiation, and detenrines that dug
. racords are in order and that an account of il

- controlled drugs is mainiained and periodicatly
reconcied.

F 323!

'

F 431
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F 431 Cortinued Fram page 14 : F 431, r431
Drugs ard biclogicals used in the facility must be !
- laheled in accorcance with currently accestad The normal saline with an expiration
: prefessional principles, and ncilds the of August 2013 identified on the 100
| Appropriate accassory and cautionary hall nursi Gom ora sl d the
instructions, and the expiraticn date whan }.' pursig St&?zon crash cart 3‘“_ 1‘{‘,
* applicable. vial of {uberculin serum and bottle of & /}4{
¥ : Levemir Tnsulin identified in the 100
; Inaccordance with State and Faderal laws, the S e ol .
o ot AW, vay | : as discarded by
facility must store all drugs ang biglogicals in Emliw‘ay ?CdECdHOH was ; il ; ' d 1};
¢ locked compartments under praper temperature "z?e licensed nurse o '!1 ,i’ 16/14. The
. Controls, and parmit only authorized persornel to vial of Novelog Insulin in the 300 hall
Nave access to the keys. - medication refrigerator was discarded
P& faciity must pravide ssparately lockad, - by the licensed nurse on 1/16/14.
: permanently affixed compartmernts for sterage of | -
. contralled drugs fisted in Schedule 1 of the The Director of Nursing and Unit
* Comprehensive Drug Abuse Prevention and Man: - ; :
! ’ anagers completed an audit on
- Conirel Act of 1976 and other drugs subject to . 1 ;Q(-},IZ f P adi L,g; sarty
- abuse, except whan the facility uses single unit | s=li3 0 Oob medicalon  carts,
* package drug distribution systems in which the medication refrigerators, and crash
. quantity storec is minkmal and a missing dose can; . carts on each upit to determine that
; be readily detected. : - there are no expired medications or
, ' open and undated medications present.
No other concerns were identified.
This REQUIREMENT s not met as evidencad
“by: i
Basad on chservations, interviews and review of .  ONT . Torts
faciity policy, it was determined the facility falled The Dn*ectorl of Nuzsing mei Unit
to ensure ail biologicals (Normal Saline and Managers will re-educate  licensed
. drugs (two vials of Insulin and one vial of nurses on the Storage and expiration
tuberculin serum) were storad to ensure they s . ki S Y e
- were rict available for use after the expiration duting of drugs, ?EOEO%}C&L SYTIRges,
date. and needles by 2/21/14. Any concerns
- identified will be addressed at that
5 Findings includa: time.
- Review of ths facility's policy titled "Storage anc . . . .
Expiration Dating of Drugs, Biologicat, Syringes, The Director of Nursing and/or Unit
—— ooy MAnagCrs wilk complete an audit of e

FORM GRIS-288T{02.59) Previsus Versinas Ohsolate
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' and Needles®, effective 08/01/02 and revised

P GBME/11, revealed drugs and biciogicals ware
stored undar croper sonditions with regard to
saritation, temperature, light, moisture,

¢ ventilation, segregation, safety, security, and

[ explration date, Continued raview revealad the

! purpase of proper storage was (o ensure the

. stabitty and quality of drugs and biclogicals were
maintained.

i

Obszervation of the Nursing Station Crash Carton
" the 100 Hallway, on G1/16/14 at 1:10 PM, :
: revegled g contalner of normal saline with an

- expiration date of August of 2010

Cnterview with Licensed Practical Nurse (LPN) #1,
conducted on 01/16/14 at 1:20 PM, revealed the
. normal saline was expired and should be *hrown
away and replaced. She stated nightly cart
checks by the nurse included moanitoring for :
~expired ltems. She could not say why the expired |
_Mormai Saline remained on the cart. ;

i

N ¥

_ Obsarvation of the medication refrigerator on the |
100 Haltway, on 01/16/14 at 118 PM, revealed a |

cvial of tubercutin serum had baen opened, but ‘

. there was no tme or date on the botile when the

. medication had been apenad,

intarview with LN #4, on 01/18/14 at 1:25 PM,
" revesied sha did not know why the tuberculin
med cation vial had net been dated and timad
-when it was cpened. She stated the vial would
have to be discarded and a new ong crdared to
replage it

' Observation of the medication refrigarate: for tha ;
100 Haltway, on 01716114 at 1:30 PM, revaeszied a
botthe of Lavemir Insulin 100 units/miililitar {Im))
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v
: frigerators, and crash carts w eekly
F 431, Contmuec From page 15 Fasti @ ’
Pag M jor § weeks and then monthly x4

months to determine that there are not
expired medications or open and
undated medications present.  Any
concerns identified will be addressed
at that time. Results of these audits
will be presented by the Director of
Nursing to  the Perfb;mance
[mprovement Committee montily x0
months  for further review and
recommendation.
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 stated the medication vial shouid have bean
. discarded when it had bean open for over 30 |
P days. J

F 431 Contirued From page 18
L was dated as having been opened on December
12, 2013 (over thirty gays open),

AN interview conducted on 04/16/14 at 1:35 Pia
- with & 200 Haiway staff nurse, LPN #2, revealed
. she did nol know how it hapsaned the Insuiin was ;

expired and remained available for use, She

Obsarvation of the 300 Hatlway medisation

refrigerator, on 01/16/14 at 12:50 PM, revealed a i
vial of Novolog fnsulin 190 units/m} which had
bean opened, but was not timed ar dated when
the medication had been aperned.

Anintervew conducted or Q116114 at .00 PM
P with LEN #3, revealed she souid ot explain why

the open vial of Insulin was net datad. She statedf

. ali medication vials were to be dated and fime

when openad by tha rurse. Sha acknowiadged

 there was no way o know when thirty (30} days

hac passed; therefore, there was no way o know_f
i orwhen, the Insulin expked. Continuad :
Interview revealed the insulin would have to be

| discarded and replaced.

Aninferview with the Assistant Birector of
Nursing, on 01/18/14 &t 4:30 PM, revealed it was

- her expoctation that ail biclogicals wers properly
" stored and discarded when they ware expirad.
- She further explained she expected all
. medicalions to be dated and timed whan upon
“opening, and discarded when they ware cvar
. thirty (30} days old,
F 441! 48365 INFECTION CONTROL, PREVENT
33=£ | SPREAD, LINENS

A BULD NG COMPLETED
BwiNG et O116/2014 i
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| The facilty must establish and maintain an ;
! Infection Contral Program designed to pravidea |
¢ safe, sanitary and comicriable envirenment and -
Residents #1, #14 ad unsampled ”

i to help prevent the deveicpment and transrrission:

of disesse and infection,

" {a) Infection Control Program
| Tha facitty must estabish an Infection Controd
i Program under which it -

{1} investigates, controls, and prevents infections f

_in the facility,
- {2} Decides what procedures, such as isolation,
i should be applied 1o an individua resident; and

{3) Maintains a record of incidents arkd corraective

_ actions ralated o infeclions.

i (b} Preventing Spread of Infscton

. (13 When the Infection Control Program

_ determines that a resident needs isolation fo

. prevent the spread of infection, the faciity mus:
. iwolate the resident,

© (2) The facility must prohibit employees with g

" sommunicable disagse or infected skin lesions

: fram direct contact with residents or their food,
© direct contact will ransmi! the disease.

F{3) The facikty must regquire staff to wash their

kands after sach direct resident contact for which

- hand washing 's indlcatec by accepied
*arofessional practice,

{c) Linans

Parsonnal must handle, store, process apd
~transpart inens so as o prevent the spread of

infection,

resident’s A, F, and (G were assessed
by a licensed nurse on 1/17/14 to
determine any signs of symptoms of
infection related improper  hand
washing and/or gloving technique
during perineal or urinary catheter
care, No concerns were identified.

The uncovered and unlabeled bedpans
in room 119 were removed bv the
STNA on 1/14/14 and replaced with
properly labeled and covered bedpans.

Center Infection Control rounds were
completed on 1/15/14 and 1/16/14 by
the administrator to identify any other
mnfection control issues, Any
identified concerns were addressed.
The Director of Nursing and Unit
Managers completed a center
infection Conirol Round on 1/15/14
and 1/16/14 to determine any
concerns with Infection Contro!
practices including but not limited to
handwashing during perineal/urinary
catheter care and proverly labeled and
stored bed pans.  Any concerns
identified were addressed at that time.

FORM CMS-2567(02-29} Previows Yersions Obsotete

Event {0: 404111
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F 444 Continued From page 18 g aqq4 Lhe Director of Nursing and Unit
This REQUIREMENT s nat met as evidenced | Managers re-educated licensed nurses

by

Based on observaticn, interview, and reviaw of

- Facility policies, t was determined the faciity

- failed to establish and maintain an infestion

- Cantrol Pragram designed ta provide a safe,

. sanitary and comfortable envirenment and to keip

| prevent the develcpment and transmission of

- disease and infscon for 'wo {2} of twanty-four

. (24) samplad resicents {Resident #1 ang

#14) and three (3) Unsampled Residants

- {Unsampied Rasidents: A, ¥ ang G} The nursing

i staff usad improper hand washing andior gioving

- technigue during the pravision of perineal care,

. ard urinary catheter care for Residents' #1, and
#14 and Unsampied Residents' AR and G,

i addition, twe () Cedpans were obsarved to ba
Uncoveraed and uniabeled in the bathroom of
Room 119,

- The findings include:

| Review of the facility's policy tited "Infactious

: Disease Management”, effective date 101713,

revealed tha facllity would usa appropriate

- infection contral, envitonmental dacontamination,
and prevention measures for the prevention and
management of infactious diseaseas,

Review of the facliity's poiicy titted, "Hand
Hygiene®, revised date 10/01M3, raveaied

" personnet ware o adhers fo hand hygiena

. practices which included the yse of scap and

- water when hands were visibly sciled and alcchal

- based hand rubs for routine decoentamination in

“ clinical situations, Continued review revealed the

' purpose of the policy was o improve hand

- hygiene practices and reducs e transmission of

FORIA CMS-2667102-99) Previsus Versions Obsalera Fvert in4zx111 Fa

and nursing assistants to the Infection
control policy by 2-21-14. Education
will include the facility's infection
control program, guidelines to prevent
the development and transmission of
infections, pericare/foley catheter
care, dating, labeling and proper
storage ot resident care supplies, hand
washing, and glove usage. A post test
was completed following the
education. Nursing assistants were
observed by the Director of Nursing !
Services, Unit Managers and Nursing
Supervisors and completed skill
competency return demonstrations
related to Perineal and Urinary
Catheter Care as of 2-21-14. Any
concerns identified with these care
practices were addressed at that time, i

Infection Control Surveillance rounds
which includes but not limited to
proper labeling and storage of bed
Fans and handwashing/gloving
echnique will be compieted weekly
by the Director of Nursing Services,
LInit Managers, and/or Nursing
Supervisors for 8 weeks, then monthly
for 10 months. The Director of

Nursing Services, Unit Managers,
and/or Nursing Supervisors will
complete skills competency return
demonstrafions of 3 nursing assistants
providing pericare and/or foley
catheter care to determine that proper
handwashing and gloving technigue
are implemented weekly %8 week's and

15 of 27
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- pathogenic microorganisms, Further review

- revealed hands were ¢ be decontaminated or

- washed when moving from a contaminated body
site to a clean bady site during patient care,

. before putting on gloves, and after removing
gloves,

i 1. Review of Resident £1's medical record

- revealed the resident was re-admitted by the ;
, facility on 09/18/13 with diagnosas which included |
: Non-Alzheimer's Dementia, Parkinson's Disease,
- Chronic Heart Faiure, Peripharal Vascular

- Disease, Hypertension, Chronic Obsiructive

. Puimenary Disease, Chronie Kidney Disease,

. Late Effect Cerebrai Vascular Disease, Anxiety,

; Psychosis, Generalized Paln, Arthritis, and

. Obesity.

" Gbservation of Resident #1's bed bath by State

: Registerad Nursing Assistant (SRNAY #6, on i
C M54 5 004 AM, revealsd the SRNA washed, |
i rinsed and dried the resident's vagingl area, !
| changsd doves, applied Hydraguard cream to

- the groin area, changed gloves, cleansed and
 dried the butlock areq, removed her gicves, and

- applied an adult brief. The SRNA than puton

. gloves and applied iclion to the resident's arms,
"then changed gloves and washed the resident's

jegs,

intarview with SRNA #8, an 01/15/14 at 6:54 AM, |
. revealed when performing Resident #1's bad bath
. she changed her gloves multipie times, but did ;
- not wash her hands between giove changes. She!
- stated she was suppesed to wash her hands :
- when she changed gigves ‘or Infection control
- and te prevant cross contamination,

: 2. Review of Unsampled Resident &'s madical

SRIDGE PONT CENTER 7300 WOODSPOINT DRIVE
i FLORENCE, KY 41042
e SRy ST T OF Se eSS I— PROVIDER'S PLAN OF CORREC TION o
BREFIX | {EACH CEFICIENGY MUST BE PRECEDED BY FULL ©pREFIX FACH CORRFOTVE ACTION SHOULDBE | comPETioN
be | REGULATORY OR LBC IDENTIFYING INFORMATION) : TAL CROSS-REFERENCED TO THE APPROPRIATE BAIE
| _ | CEFICIEHCY;
- then monthly X10 months., A |
H Lt “£ A4 . : T 3 - Al
F 441 Continued From page 9 F441: concerns wdéntified will be adc{gessed

- will submit a summary of audit and

- monthly Performance Improvement

_ recommendations,

at that time. The Director of Nursing

skills competency resiits to the

Committee meeting monthly x[2
months for review and further

FORM 48 -268 7{02-59] Previaus Versions (Obsoisie

Eveat i0:42X111 Faciity 10 100022 It contiruation sheat Page 20 of 27
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F 441! Continued From page 20
: record ravealed the resident wes re-admittad by
 the facility on 09/17/08 with diagnoses which
| Indluded Dementia, Hypertension, Hyper trophy
- of the Prostate, Disorder of tha Kidnoy and
* Ureter, Retention of Urine, and Chrenic Heart
; Failure,

Observation of urinary catheter care and perineal

- care provided for Unsampled Resident G, on

CG1/14414 at B:25 AM, revealed SRNA #5 tha

: following washed her hands and gloved prior to

providing care. She removed tha resident's brief,

- cieansed the area whers the urinary catheter
antered the resident, repositioned the resident

- and deansed the butiock area. The SRNA then

441

. applied a new brief, changed gloves, removed the

" resident's gown and dressed the resident in a
- shirt and socks.

Interview with SRNA #5, on 04/14/14 at 6:40 AM,

revealad she should have washed her hands
- betwean glove changes for infection control
| TEasChY.

| Interview with the Assistant Director of Nursing
 (ADGNYActing Biractor of

- Nursing{DONy¥infection Control Nurss, on
116/14 at 444 PM, revealed during the
provisicn of cerineal care and urinary catheter

- cara, staff should have washed their hands when

. they changad thelr gioves,
3. Observation, or 01/14/14 at 5:30 AM, of

" SRNA# 7 cleansed the rasidant's perineal area,

- then cleansad the resident's rectum znd buttocks
with 2 wet washcloth, With the same sciisd
gloves, SRNA#T was obsarved o pull the

“rasldent Up in the bed with a draw sheet and

naringal care for Unsampied Resident A revealad .

f
j
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F 441 Continued From page 21  F44t
affached the call bell to the bed.

4. Chservation, on O1/14/14 at 8:40 AM, of :
perineal care for Unsampled Resident F reveaied |

- SRNART performed perineal care and cleansed |

- the rasident’s recturn with a wet washcioth, :

applied a brief, and with the same soiled gloves

- usad the bed control device to lower the bed and

* aitach tha cali bell to the bed. The SRNA then

removed the soled gioves, and without washing
her hands, puliad the bed linens up over the

- resicent.

¢ Interview with SRNA#7, on 01714713 at 6:45 AM,
- revealed she should have remaoved the soiled

s gioves ane washed her hands after performing
perineal care care and prior to touching oblects
such as the bed control, call belt and bed linens.
! She acknowledged she had contaminatad “ems
in the rocms of Unsampted Resident A and
Unsampled Resident F by not removing kar

: gloves when they became soiled, and by not
washing her hands when she changed her
gloves.

. b, Cbservation, on 01/14/14 at 2:00 FM, of _
 perineal care for Resident #14 revealed SRNARS |
! performed perineal care, cleansed the resfdent's
- buttocks, and with the same soiled gloves applied |
- Ramedy Nutrashiald to the residents buttocks :
“and applied a brief. Without removing the soiled
“gloves, SRNA#8 opened the dresser drawer by
"the had, and lowered the bed with the bed

_condrol.

Interview with SRNA #8, on 01/14/14 at 2:20 PM,
revealed she shauld have removed her soiled
gloves and washed her hands after parforming
perineal care, and prior to touching objects such

SORM CMS-2567(02-98) Provious Versions Gisclate Event 1042111

Fagility 10 100022 1 continuation sheet Page 22 of 27
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. as the drawer and the bed control. She a'so :
- acknowledged she had contaminated the tube of
- Remedy Nutrashieid by handling # with soiled

! gioves,

Interview, on 01/16/14 &t 4:00 PM, with the

- ADONjActing DONfInfection Sontrol Nurse,

| revealed staff should remove gloves and wash
| hands after perineal care ang anytime gloves

- were removed. She siated the Unit Managers
- and Wound Nurse randomiy watched staff

. perform perineal care; however, they did not

. document those audis,

6. Cbsarvation, on 01/14/14 at 5:40 AM, revealed
- two (2) bedpans inserted into the Randicap rail on "
: the wall of the bathroom In Room #148 which :

were unlabealed and uncoverad.

- Interview with SRNA#1, on 01/14/14 at 5:40 AM, |
 revealed the bedpans should not be stored in this |
. manner. She stated this had happered before. i
. Tha SRNA stated the bedpans should have been
. labeled and covered to prevent another resident
from using them. Continued intarview revealed

. ‘he practice could lead to the spread of infection.

Interview, with Registerad Nurse (RN} #1, an
01715714 at 10:10 AM, revealed the bedpans _
- should have been jabeled and covered with a bag :

at all imes while sfored. RN #1 siated this was
an infaction coniral concern.

Interview with ADON/AGtng DON/Infection
Conirol Nurse, on 01/16/14 at 2:55 PM, revealed
the bedpans shouwld bave been labeled and
covered, She stated uncovered and unlabeled
bedpans were an infection controt issue.

F 441!
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58=F: COMMITTEE-MEMBERS/MEET

[ QUARTERLY/PLANS

" A facility must maintain a quality assessment and
agsurance committee consisting of the director of ¢

. nursing services; a physician designated by the

faciiity; and at least 3 olher members of the
faciity's staff,

The cuality assessment and assurance
| committee meats at least quarterly to identify

- Issues with respect to which qualily assessment
| ang assurance activities are necessary; and

develaps and knplerments aporopriate plans of

~actlon to corect identified quallly deficiencies.

A Siate or the Secretary may not require
disclosure of the records of such commilice

except insofar as such disclosure is refated o *he
fcompliance of such comm ttee with the :

- requirements of this section,

- Good faith attempts by the committee to identify
" and correct quailty deflciencies will not be used as,
" 2 basis for sanciions.

' This REQUIREMENT is not met as evidenced

by;

- Based on observation, interview, record review,

“review of facility's poiicy, and review of the Pian of§
Carrection, it was determined the faciity faled to

maintain @ Quality Assessment and Assurance
Pragram that developed and implemented
appropriate plans of action to correct quality
deficiencies. This was evidenced by repeatad
defciencies related to the faclity's failure to

Residents #1, #14 and unsampled
resident’s A, F, and G were assessed
by a licensed nurse on 1/17/14 1o
determine any signs of symptoms of
infection  related  improper hand
washing and/or  gloving technique
during perineal or urinary catheter
care. No concerns were identified.

The uncovered and unlabeled bedpans
n room 119 were removed by the
STNA on 1/14/14 and replaced with
property labeled and covered bedpans.

Center Infection Control rounds were
completed on 1/17/14 by the
Administrator to identify any other
infection control issues. Any
identified concerns were addressed at
that time.  The Director of Nursing
and Unit Managers completed a
center Infection Control Round on
1/17/14 to determine any concerns
with Infection Control practices

Ay
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F 520 Continued From page 24
- ensure there was an effective infection control
Cprogram,

' The findings include:;

. Review of the facility poiicy enttled "Center
Cuiailty tmprovement () Process”, revised

- 04/04/03, revesled the purpose of the policy was

“ fo standardize the way Centers approach G

' processes, o provide a framework for structuring

L and implementing data driven quality

; Improvement, to establish and maintain 3 quatity

Cimprovement process that will satisfy Genesis
internal standards of excellence and requlatory

requiremeants, and to ensure the approprlatenass,
efficiency, and effectiveness of the Quality
tmprovement Plan by evaluaing the plan on an
annual hasis,

Based on observatlon, Interview and record

| revigw, it was determined the faciity faled to

P maimain an effective infection control program in

: order to prevent the deve:opment and

| transmission of disease and infection within the

i facility. This was a repeat deficiency for the
fachity which was cited 03/01/13 for deficiencios

“related to s(aff failing to use proper infection

with the resident's name and haggedicovered,

Review of the facilily's Plan of Corroction, with a
‘ compliance date of 04/08/13, revealed

- by 04/07/13 by the Director of Nurses {DONY,
Assistant Cirector of Nursing {DON), and or Unit

program guldeiines to prevent the devefopment
and ransmission of irfections, perineal

contral technique for Folay cathelerincontinence
care and faliing fo ensure bed pans wera labeled :

re-education of nursing steff would be completed

Managers to include the faciiity's infection control

F5200  including but not fimited to
- handwashing during perineal/urinary

catheter care and properly labeled and
stored bed pans, Any concerns
identified were addressed at that time.
A Pertormance Improvement
Commiftee meeting was held on
1/729/14 and a summary of findings
from the Infection Control rounds
were submitted by the Director of
Nursing and reviewed for further
recommendation,

The Manager of Clinical Operations
reeducated the Administrator and
Director of Nursing on 2-10-14 to the

. Performance Improvement policy and

I procedure to include developing and

. implementing plans of action to
correct quality deficiencies including
the area of monitoring Infection
Control practices. The Director of
Nursing and Unit Managers re-
educaled licensed nurses and nursing
assistants to the Infection control
policy by 2-21-14. Iducation will
include the facility's infection control
program, guidelines to prevent the
devetopment and transmission of
infections, pericare/foley catheter
care, dating, labeling and proper

FORM CMS-2067(02-09) Pravieus Versions Obsolals Event IB: 4ZX111
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PROVIDER'S PLAN OF CORRECTION

: 1 SUMMARY STATEMENT OF DEFICIENCIES i s T AT S .
p':;a",::ri;;( {EACH DEFICENGY MUST BE PRECEDED BY FLAL PREFIX R Qié:;i?; E?ggéﬁcgj?g %}3&{;@;&&&%‘5 e
156 REGULATORY OR LSC IDENTIFYING iINFORMATION) TAG ‘ < b s,
!
£ 620 Continved Fram page 25 F520. was completed following the
- care/Foiey catheter care, dating, iabeiing and education. Nursing assistants were
P “}pfr S{Dfage of res;caegn ; C?;ﬁ;lgﬂi?éﬁam observed by the Director of Nursing
- washing, and glove u . nar ! et it A AL NI v
reve ale% infection control survelfance rounds Services, Unit Managers and Nursing
- would be complated weekly by the Administrator, - Supervisors and completed skill
- DON, or ADON for four (4} weeks. The " competency return demonsirations
 survetllance would include proper storage o related to Perineal and Urinary
resident care items including bedpans. The . P .
DON, ADON, Unit Managers and ‘or Nursing Catheter Care as 0f 2-21-14, Any
. Supervisors would corrplets random , concerns identified with these care
 observations of perineal care and/or Foley practices were addressed at that time,
t cathater care skifls for nursing staff weekiyf f?rr
: | 3 i onthiy tor . . .
fourth) waeks, then thre?r‘([s} HINEs Montwy Infection Control Surveillance rounds
one (13 month, then monthly. which inciudes but not limiteq to
o o proper Eabchzég and_storajge of bed
Observations during this survey revedled the pans and han wasl"m}gfig oving
| nursing staff used improper hand washing and/or technique will be completed weekly
 gloving technique during observations of perineal . by the Dircctor of Nursing Services,
' care, and Urinary Catheter care for Residents #1 Unit Managers, and/or Nursing
" 2nd #14 and Unsampled Residents A, F, and G, supervisors for 8 weeks, then monthly
Also initizl tour observations on 01/14/14 revealed | for 10 months, The Director of
. to he Nursing Scrvices, Unit Managers
two (2) fracture bed pans were observed to LYy L 7y DL .
: anc uniabeled on he bathroorm floor and/or Nursing Supervisors will
 uncovered anc uniabeled on the ba complete skills competency return
; of Room 119, {Refer to F-441) demonstrations of 3 nursing assistants
; ‘ providing pericare and/or foley
lnterview, on 01/16/14 at 4:00 PM, with the catheter care to determine that proper
* Assistant Direcior of Nursing {ADONYActing ; handwagshing and gloving technique
DON/infection Control Nurse, reveajed the facility | are implemented weekl[{f x8 weeks and
recently conducted inservices in 11413 and 1213 | {hen‘ moz‘};i_ﬂy x10 months. A{}l}’ .
refated to hand washing, glove usage, and concerns idéntified will be ad Iressed
L ; ’ o ) iced on | at that time. The Director of Nursing
- perineal care. She stated staff was inservice ! 111 submit ¢ faud d
pe A trol and the - Wwil: suomit 4 summary of audit an
“ hire and yearly reliated to Infection control and th skills competency resilts to the
" unit managers and wourd aurse randormly monthly Performance {m‘%rovement
walched staff perform perineal care; however, : Committee meeting mon Iy x12
they did not document thelr audits. months for review and further
recommendations. The Administrator
Interview with the Administrator, on 01/16/14 at gﬁiﬁﬂmple‘i@{aﬂ audit Oft%le -
o, i 4he i‘a,- standard Survay, rFertormance ll]pfovelﬂEQ llliﬂ;!.,t 25
| 3'052 o irev; af;}gc? Ireérafed toa;:erénea! carefFoley | monthly x12 months to determine that
stafl was insen - = appropriate plans of action to correct Py

FORM CME-2887102-G8) Pravious Versions Obscleta Event 10 £ZX111

" arcas of concern, including but not
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are developed and implemented. A
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|
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165080 I B Wi L o116/2014
NAME OF PROVIDER OR SLPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
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KD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S BLAN OF CORRECTION
BREFIX | (BAGH DEFICIENGY MUST BE PREGEDED 8% FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE
1A REGULATORY UR L3C IDENTIFYING INF ORMATKIN) TAG CROSS-REFERENCED TO THE APERODRIATE
EEF’!C:‘ENCY}
-
F 520 Continued From page 26 F620,  summary of the Performance .

_ catheter care, and the dating, labeling, and - Improvement audits will be submitted
- storage of resicent care suppiies as well as hand é‘.? e P?Iiognﬁlce&[}}]?fgférn&?
t washing and glove usage. He stated the : -Ommilee vy Lhe hs for £ g
surveillance rounds were dore as per the POC; ; monthly x12 months for UIther
ot . w8 HeT e o ! review and recommendation.
| however, the surveillance rounds were stopped in E
August or September 2013, Ha further stated
- these survelltance round shouid have been :
. continued longer to ersure continued compliance. |
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STATEMENT OF DEFIGIENCIES {(¥1; PROVIDERISUPPLIERICLIA (X2 MULTHESE CONSTRUCTION {X3) DATE SURVEY
oAl REC TS 4 ¥ . .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185098 B, WiNG 01/14/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE ‘
? P
BRIDGE POINT CENTER 300 WOCOSPOINT GRIVE
FLORENCE, KY 41042
SUMMARY STATEMENT OF DEFICIENCIES ' o ! PROVIDER'S PLAN Of CORRECTION )]

i (BACH DEFICIENGY MUST BE PRECEDED Y FuLl . PREFIX {EACH CORRECTIVE ACTION SHOULD BE © COMPLETION
i REGULATORY DR LSC IDENTFYING INFORMATION! TAG ; CROSS-REFERENCED TO THE APPROPRIATE DAYE
; i i DEFICENCY)
: | T
Koog,. “This Plan of Correction is prepared

K 000 INITIAL COMMENTS

CFR: 42 CFR §483.70 (&)

BULDING, 01

i PLAN APPROVAL: Construction Dale 8/10/88 .
SURVEY UNDER: 2000 Existing ;
; FACILITY TYPE: SNFINF :

' TYPE OF STRUCTURE: Ore (1) Story, Type il
- (000) Unprotected Gy

| SMOKE COMPARTMENTS:  Nine ()
i compartments.

smake

 COMPLETE SUPERVISED AUTCOMATIC FIRE
| ALARM SYSTEM ‘ R

" FULLY SPRINKLED, SUPERVISED (Dry !
SYSTEM)

EMERGENCY POWER: Type H Diesel
Generator,

A life safety code survey was conducted on |
QU/14414. The findings thet follow demenstrats
. noncompliance with Title 42, Code of Federal
" Regulations, 483.70 (a) et seq (Lifs Safety from
: Fire). The facility was found not to be in :
« subslantial compliance with the Requirements for
" Participation for Medicare and Medicald. The
facility is licensed for cne hundred ffiy-one (151)
: beds and the census was one hundred thirty-nine
{138} the day of the survey, :

and submitted as required by law. By
submitting this Plan of Correction,
Bridge Point Center does not admit
that the deficiency listed on this form
exist, nor does the Center admit to any
statements, findings, facts, or
conclusions that form the basis for the
alleged deficiency. The Center
reserves the right to challenge in legal
-and/or regulatory or administrative

" proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.”

ot

1 K052

The fire alarm system was tested by
the Jicensed contractor (Senco) on
1/22/14. No concerns were identified.

| The Maintenance Director has

+ scheduled testing of the Fire Alarm
system to occur in May 2014, August
2014, and November 2014 by the
licensed contractor (Senco) to obtain
and maintain compliance with NFPA
70 & 72.

The Administrator reeducated the
Maintenance Director to testing and
maintaining the fire alarm system in

LABGRATORY DIRECTORM OR FR

other safagua

VIDERISUPPLIER REPRESERTATIVE'S 816G
w -

A v

accordance with the applicable i

A

gency slafement grding with an asterisk (") dencies a deficiency which the instindion may be excused ffom cofrscting proviging H is determined that

s pravida sufficlent proteciion to the patisnts, {See instructions,) Excapt for nursing homes, the findings stated above are distlosabilo 80 days

f_c:ilow?ng the dale of survey whother of 001 a plan of correction s provided. For nursing homes, the above findings and plans of correction arp disciosable 14
days following tha data thase documenis ara made avaitable to the fagiily. If deficiencics are wted, an approved plan of correction is requisits to continued
program paeicipation,
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HAIID | SUMMARY STATEMENT OF DEFICENCIES B PROVIDER'S PLAN OF CORRECTION L )
PREFD | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B2 § GOMPLETION
ThG REGULATORY OR LST IDENTIFYING MNFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
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} ;
K 000 - Continued From page 1

: Deficiencies were cited with the highest
- deflciency identfied at "F" leval,
K 042 NEPA 101 LIFE SAFETY CODE STANDARD
S8=F |
| Afire alarm system required for life safety is
Vinstalied, tested, and maiatained In accordance

- with NFPA 70 National Electrical Code and NEPA i

- 72, The system has an approved mainterance
- and testing program complying with applicable
crequirements of NFPA 70 and 72, 96.1.4

 This STANDARD is ot met as evidenced by:
. Based on inferview and fire alarm inspection

 record review, it was determined the facility faited

to test and maintals the fire alarm system per
NFPA standards. The deficiency had tha

polential to affect all compartments, all residents, :
staff, and visitors. The facility is licensed for one :
- hundred fifly-one{151) bads with a census of one

“hundred thirty-rire {139) on the day of the survey.
The findings inciude:

Elre alarm inspection record review, on 01/14/14
. 8t 3:30 PM, with the Mainterance Director,
- revealed the facility failed to provide
" documertation to show the fire alarm system

K 000!
g

K (}szj requirements of the NFPA standards '

on 1/14/14.

The Maintenance Director will submit
a copy of the Fire Alarm system tests
and maintenance quarterly to
determine that tests are completed as
scheduled and timely per NFPA
standard. The Administrator or
Maintenance Director will submit a
summary of findings of the Fire Alarm
system tests quarterly to the
Performance Improvement Committee
for 4-quarters for further review and
recommendation,

FORM CMS- 23567(02-99) Pravious Versions Chsolela
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t

K 052 Continued From page 2
- inspection had been completed the fourth quarter
~of 2013. Documentation of Fire Alarm quartery
-inspections on 1110/13, 41713, and 8/26/12 j
‘revealed the system was in compilance and in
; working order. '

Interview, on 0114414 at 3:39 BM, with the i
Malntenance Drector revealed he was advised by |
. his Regional Mairtenance Director after the third |
- quarterly inspection that the fire alarm system ,
“was only to be inspected bi-annually, that was all

. that was required. T

CInterview, on 01/114/14 at 4:00 PM, with the

: Administrater revesled that he and the

| Maintenance Director was informed by the

- Regional Director that the Fire Alarm System was
o be inspected bl-annually only. After the State
! Surveyor showed him the code refersnce he i
 stated that they would conduct quarterly :
" Inspections as required by NFPA,

NFPA Standard: NFPA 101, 9.8,1.4.
- Afire alarm systern required for ife safety shail
: be installed, tested, and maintained in
- accordance with the applicable requirements of |
- NFPA 70, National Electrical Code, and NEPA 72,

¢ National Fire Alarm Code:

K 062 NFPA 101 LIFE SAFETY CODE STANDARD
S9=E:

" Required automatic sprinkler systems are
continuousty maintained in reliable operating
cendition and are inspected and tested
perlodically.  18.7.5, 4.6.72, NFPA 13, NFPA 25, .
9.7.5

8. WING __ _ 01/14/2014
STREET ADDRESS. CITY, STATE, 2P CODE
7300 WOODSPOINT DRIVE
FLORENCE, KY 41042
Iy PROVIDER'S PLAN OF CORRECTICH : s
PREFIX {EACH CORRECTIWE ACTION SHOULD BE ; TOMPLETION
TAG CROSS-REFERENCED 7O THE APPROPRIATE | DATE
DEFICIENGY} ;
K052
K062
I.jhg wiring, supported by the sprinkler
© Pipmg on the 100 front hail, 100 back
| E;ail, 200 fl’(}‘ilt hall, will be removed «Q/oa ’
< osz! rom the sprinkler pipng and securely

supported to alternative fixtures by
2/21/14 by the Maintenance Director,

The Maintenance Director will
compi_ete an audit of the center .
sprinkler piping to determing thaf no

sprinkler piping wug being used {o

FORM CMS-256 T(02-86} Previous Varsions Ohsolefe Evari 1D:42X121
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185090 B. WING 011472014
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N - or Wiring ; n
K062 ' Continued From page 3 K ogz. Support other wiring on by 2/21/14

: This STANDARD is not met as evidenced by:

: Based on cbservation, and interview, it was

; deermined the facility failed to ensure the
 sprinkler system was inspected and maintained,
. according to National Fire Protection Asscciation |
| {(NFPA) standards. The deficiency had the ;
- potential w affect three {3) smoke compartments, |
- seventy (70) residents, staff and residents, The
facility s licensed for one hundred fifty-one (151) .
; beds and the census the day of survey was one |
{ hundred thirty-rine (130),

. The findings include:

- Observation on 1/14/14 between 2:15 PMand
3:15 PM, revealed the sorinkier piping in 100

. Front Hall, 200 Front Hall, 100 Back Hali, were

: being used to support various wiring. Sprinkler
piping cannot be used to supnert building wiring.

L interview on 1/14/14 at 2:25 PM, with the
. Mairtenance Director, revealed he was unaware
~sprinkler piping was being used to suppoert the

| various wires and upaware of fhis requirement,

laterview on 114114 at 4:00 P, with the
Administrator revealed he was unaware of this
s requirement,

Any concerns identified will be
addressed at that time.

The Administrator and Maintenance
- Director were reeducated by the
| Regional Property Manager on
1/23/14 to the NFPA standard related
to inspection and maintenance
requirements to include the standard
that sprinkler piping cannot be used to
support wiring.

The Maintenance Director or
Maintenance assistant will inspect the
facility sprinkler piping monthly for 6
months to determine that sprinkler
piping is not supporting various
wiring. Any concerns identified will
be addressed at that time, The
Administrator will submit resulis of
the inspections to the Performance
Improvement committee monthly x12
months for further review and

recommendation.
Reference: NFPA 25 (1998 edition)
© 2-2.2* Plpe and I"ittings. Sprinkier pipe and
fittings shalt be
_Inspacted annually from the floor fevel. Pipe and
: fitlings shalt
: be in good condition and free of mechanicat
"damage, leakage,
FORM CMS-2567102-99) Fravicus Versions Obsolsts Sven {42 Fagility 12 100032 if sontinuation sheel Pags 4 of &
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185090 B. WING 0111472014
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' shall not be

esting onthe

H

 Exception No. 1:* Pipe and fittngs Installed in
_ concealed spaces
- such as above suspended ceilings shall not
* require inspection,

tinspecied during

K08 Continued From page 4
| corrosian, and misalignment. Sprinkler piping

pipe or hung from the pipe.

. each schaduled shutdown.

. suhjected w external loads by materials either

i

Exgeption No. 2 Pipe installed in areas that are
| inaccessible for safety i
| considerations due to process operations shail be

K062
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