DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05A01/2018
FORM ARPROVED
OE}!?B NO, 0938-0351

CENTERS FOR MEDICARE & MEDICAID SERVICES
g STATEMENT OF DEFICIENCIES 1) PROVIDERSUPPLIER/CLIA { {22} MULTIPLE CONSTRUCTION é:z@} DATE SURVEY E
AN PLAN OF CORRECTION CENTIFICATION NUMBER: i i COMPLETED !
’ A BUILDNG
i H i
; 185447 e winG _ . | 041712015
STREET ADDRESS, QiTY, 3TATE, ZIP ooom ]

VILLASFRING OF ERLANGER

| G830 VDX ORIVE
) ERLANGER, KY 41018

|

H

I

- i
; NAME OF PROVIDER OR SUPPLIER {

PROVIDER'S PLAN OF CORRESTION

: SUMMARY STATEMENT OF CEFICIENCIZS ‘ i}
[ ' (EACH DEFICIENCY MUST BE PRECEDED &Y EULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
‘ . REGULATORY OR LSCIDENTIFYING INFORMATION? TAG . CROSE-REFERENCED 70 THE ARPRODRIATE )
| | j DEFICIENGY) ; v
i i . -
} F 00O | INITIAL COMMENTS L OFogs
! ; ‘ i Withowe admitiing o demying the validity or existence
! i of the alleged deficiencies, includ { not lmited o
i ¢ A Recertification Surv:gy was inttiated on any determinations of scope or seve Villaspring
i U4114/16 and concluded on 04/17/15, 7 provides the following plan of correction, This plan of
Deficiencies were cited with the highest Scope | cormection I submitied as reguired by ike state and
d Severity of a “E* H i Jederal gwdef’zzzes and is :?o{ an :fzfimmzofz or :
i an ¥ : . b agreement with any of the cited Information. This plan
483.15(0)(2) HOUSEKEEPING & ‘ F 285 of correction is not meant o establish any standerd of

MAINTENANCE SERVICES 7

' The facility rmust provide housgskseping and
‘ mairienance services necsssary to maintain a ;
“sanitary, orderly, and comforiable intarior.

. This REQUIREMENT is not mat as evidenced
[ by
© Based on sbservation, interview, and review of

!  the facility's policy, 1t was determined the facility
Hfailed to ensure the bathroom floor of the

| Hydrotherapy Shower room was sanitized i
promote 3 sarilary, orderly, and comforiable
enviconment as evidenced by 2 brown subslance
observad on the bathroom floor,

| The findings nclude:

Review of the faciity's policy titled, *Guidelines to
Good Housekeaping”, daled (2/08/03, revesled i
was the poliey of the facillty's enviranments
services, for the nursing department, fo provide

- guidslings specific for deaning duties to provide
an optimum environment for the staff, residents,

L and visitors. Further review of the policy revesied |
- the floor of the resident's shower would he
I cleansed with 2 sanitizing solution,

n during tour of the facility of the ;
wer room at approximately 1:15 i
t 449 PM, reveslad 3 hrown ‘

,rser\r*i

JO& rot euyS
?%a {g%s

arion o position and Villa
ton and

care, coniract, obi
reserves all right fo raise all possible conten
defenses in any ciwl or crimingl claim acfion or :
progeeding. TIHES PLAN OF CORRECTION SERVES
A5 Pillaspring of Erlenger CREDIBIE ALLEGATION
OF SUBSTANTLAL COMPIIANCE 45 OF 5520775,

1253
1. Substance was cleaned from the
Hloor of the shower room on

414715 by mursing staff followed |
by disinfection of the floor by the aJ
heusekoeping siaff 4714715,

Axn audit of each resident
room/shower room will be
completed by RN unit managers |
andfor Housekeeping Supervisor by
3/13/15 10 ensure cach room is |
clean, sanitary, arderly, and a
comifortable enviromment. Any
congerns will be addressed at the
tirne of the audit,

a3

Each housekeeper has a checklist
for every room that they complete
on a daily basis to enswre that ali

rooms, ineluding shower rooms aré
¢lean and sanitary. Daily rounds |
are performed by the housekeeping
stalf; rounds are performed by
mursing staff each shift to assure a
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| F253 Continved From page 1 : F 253
o . i
J | substance on the floor of the shower to the right environment for the residents
L of the shower roam door. . mcluding but not Emited o c;mare
{ , f ; the bathroom floor of the
| Interview with Certified Nursing Assistant (GNA} ' Hydrotherapy Shower room is
J JETT, on 04014416 at 4050 PM, ravesled the brown sanitized to promote a sanliary,
'substance on the flvor of the shawer room foaked | orderly, and comfortable
j like was "poop”. Bhe reported the ° ooop” environment.
} should have baen cleaned up off the floor after ;
the resident's shower. Per interview, she would In addition, weeldy rounds are |
i thave ner W‘a y cleaned it up, as i was the performed by the administrator, !
. rasponsibility of the aides o clean stool off the DON, Mainienance Supervisor, and - ‘
floor after a resident's shower, Housekeeping Superviser on each - ,
i unit to assure a sanifary, ordetly i
i \ L I i
| Inferview with Licensed Practical Nurse {LEN) iia ! and comfortable environment for
ot 04715715 at 10:54 AM, revealed the ONA the residents
I should have cleansd ihe stool off (he shower e '
. room floor and ther called holsekeaping to e e g L
| disinfect the floor. She reported this was 3. Additional education will be taught
: : - :
important for Infection control and to maintain 2 _ to each staff member by the i
i sanitary environment, i Adminisirator, DON, ADON, RN [
‘ : Unit Managers, and/or
Interview w"éﬁ H{"Jﬁﬁknﬁ'ﬁb; B an 04115715 &t Houseleeeping Supervisor by !
9:38 AM, revesled staff should not have left the 5/20/15 on the survey findings ;
stool on ‘ﬁe floor, She stated staff showid hava incinding but not Hmited to the j
cleanad the stool off the floor, then called inportance of and  proper : i
| | housekeeping o sanftize the area. Housekeeper | procedure for cleaning visibly | !
i H#1 reported no one called her to sanitize the fioor soiled areas, disiofecting and
. f e ol
[ - of the shower reom. : notification of housekseping for

interview with Housekeeper # 2, on 04/15/15 at
9:55 AM, reveaied she was scheduled to clean
- the shower room in the mornings: however, the
E nursing staff was responsible for keeping the ,

snowers clean, She stated if stool was left on the |
floor of the shower, then nursing staff should i
i have cleaned it up and cafled hotsekeeping to ‘
come and disinfect the area. Continued interview ;
- with Housekeeper #2 revealed no one caliad her
yesterday to disinfact the shower room figar. |

sanitizing arcas (o promote 3

sanitary, orderly, and “omi’\fmb?e
environment, Evidence of | Aeqmmo
will be demonstrated by
verbalization and O&A.

A Performance Tmprovement (’r’!}
audit for BEnvironmental Control
willbe utilized to review resident!

H
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- Continded From page 2

Interviaw with the Dirsctor of Nursing (DON), on
04/17/15 at 10:00 AM, revealad it would have 1
been her expactation for staff to have clegned the |
stool off the floor of the shower room. She ;
“reported staff had access to disinfectant wipeg |
and shouid have cleansed the stoal off the floor
with those. Per interview, staff shouid have then
"called housekeeping to come and sanitize the
area, The DON revealed this was important
because 1 was an infection control issue,

Inferview with the Administrator, on 04/1745 at
P10:32 AM, revesded it was his expectation
s someane would have cleanad the siool up after
the resident's shower, or as soon asg care was
- provided for the resident. Continusd interview |
L with the Administrator revealed it was important to
| do this for infeation control purposes.
483.20{(d}(3), 48310(k){2) RIGHT TO |
FARTICIPATE PLANNING CARE-REVISE Cp

- The resident has tha right, untess adjudged

incompetent or otharwise found to be
neapacitated under the laws of the State, {o
participate in planning care and treatment or
'changes in oare and treatmant.

A compreheansive cace plan must be developed
within 7 days after the completion of the |
comprehensive assessment prepared by an
interdiscipiinary team, that includes the attending
| physician, a registered nurse with responsibility
for the residant, and other appropriate staff in ;

| disciplines as determined by the resident's needs, |
f and, to the extent practicable, the participstion of |
i the resideni, the resident's family or the resldent’s f
| ega reprasantative; and perlodically reviewsd

H

1

)

el
o

roons and shower room. This PT
Workshest is being completed 1 by
the Housekeeping Superviser and/
or RN unit managers weekly for 4
weeks, then monthly, If issues are !
noted, the Housekeeping Supervisor
or RN Undt Manager will takes ;

appropriate action at the time the -
concern I8 nofed. Acopyofthe | ;
worlisheeis is attached as EXHIBIT

C.

The PT Workshee! resulis will be
reported to the Quaiity Assurance
Committee for additional
comments/interventions and for g
determination of the need of
continued formal ongoing
manitoring,

The QA Committee meeis 2f least
guarterly and consists of the
Medical Director, DON,
Adminisirator and at least three (3 ] } .
Departments Heads (ADON, RN
Unit Managers, Business Office |
Coordinator, Dietician, Chef, Social
Sexvice Director and Assistant,
Activities Director, Wousdceepmfr
Superviser, Mamtcmm,e Director,
%dmmuonﬂ Liaison, Director of
Rehabilitation, and/or Medical
Record Coordinator),
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| f
F280° Continued From nage 3
'and revised by a team of qualifiad persons afier
! . Bach assessment,
|

| This REQUIREMENT s not meat as evidenced

Dy:
t Based on observation, interview, record review
and review of the facility's polioy, it was
determined the facility falled to ensure the ‘
Comprehensive Care Plan was revised relatad to
lsolation Precautions for Escherichia Col {B-coll)
Extendad-Spscirum Beta-Lactamases {(ESBL) of
the urine for one (1) of twenty-four (24) sampled
s residents (Resident #14),

Observation revealad an Isolation Precaution sign;
outside the doorway of Residant #14. However,
| continued observation revealad no Parscnal

" Protactive Egquipment (PPE) was stored near or
- at the dogrway of the resident's roons,

" Additionally, staff were not abserved using RRE
[ prior to entering Rasident #14'% room o provide
i care or treatmant,

|
. The findings include:

. Review of the facility's policy titled, “Care Plan 1
| Compietion” detad July 2010, revealed the care

| plan must be reviewed and revisad periodicaily,
| and the services provided or arranged must be
- consistant with each resident’s written pian of

| cara,
Revlew of the facility's policy tiled, "MRSA and

| ESBL Management”, dated February 2015, :
| ravealed the facility in efforis to oractice Infection |

st evr,

FORM CMS-2867(02-85) Previous Varsions Dhsoiete Event iD CMWFT

i
PREFX (EACH CORRECTIVE ACTION SHOULD BE
TAG CRUSS-REFERENDED 70 THE APPROPRIATE
DEFICIENCY)
Fzec e . .
. 5. Eavironmental Supervisor will
monitor compliance by ohservation,
interview and review of audits. j
_ Date of Compliance: bO520/5
i ;
’
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3 F 2801 Conlinued From page 4 j Fzap
ji Focontrol guidelines to prevent acgisition and ; FOR0 :
2 | §praad of rvietmcthf‘f Resistant Staph Aureus ; - L. Resident #14 Comprehensive Cars |
j H{MRSA) and rﬁjieneed Spectrumﬁ&eta - Plan and Kardex (narse aide care
;l | ?aatarzjase { ;:::BL) pmd‘ucera, \agjas ge{- - plan) was reviewed by RN RAT
: immediataly implement appropriate infection Coordinator and revised on 4/14/15.
{' | control measures (Contact Precautions) to o inch e 150 Tt o et ]
j ' prevent person-io-person transmission of G mclude 1soiation %Jre;autzom.
| MRSAJESBL. Per the Pollcy, the facilty should Her care plan is up-fo-cate and
{ 'update the resident's care olan and Kardex cwrrent with her assessment. PRE
| {nurse aide care plan) for the specific precautions (Petsonal Protective Equipment)
gf band fo place PPE, gloves, gowns, and masks was placed outside Resident #14
§ oulside the resident's room for staff to Utilize, door on 4/17/15. Resident #14
i infection resolved on 4/19/15 and
i Review of Resident #14'% clinical record revesled | she is no longer in isolation; care
' the facility re-admitted the resident on 12713, planupdated 4/15/13,
I ; with diagnosas which inciuded Midil-drug
i f"{?sii?;ant Qrggnésm (’i\i‘JGRO} agai foinsry Tract 2. Each resident with isolation
§ gx;e?gffgﬁewe:vof E”?f’,{kﬂftf% ;i’;ﬁ:;mfaf L : precautions Comprehensive Care .
| oel oo nssesament Gated g o TOVEEEU ? Plan was reviewed by the DON on
i - the facility assessed R{asa{deﬁt - a_svbe;ng L 4/30/15 to ensure completion. An |
I | saverely cognilively impalred, to require extensive | expanded samnle of _
g assist of one {10 person for tofleting. Continued “XPENCeG sampie o o e
| Hraview of Resident #14's MDS Assssement Co‘ginpmhﬁngfw Lae fhfl? il be :
j revealed the facllily assessed the resident as reviewed before 5720, 15 by DON, |
/ frequently Incontinent of urine znd occasionaily MDS murses, and/or RN Unit
i incontnent of bowes, Managers to ensure that they are
| developed within 7 days of the
} “Review of a laboratory (lab) test report for comprehensive assessment and
: ' urinalysis with culture and sensfivity [U/A with revised with subseguent |
i - C&S) obtained on B4/07/15, revealad on assessmonts/changes including but
1 04/10/15, the faclity received Resident #14'y : not imited to infections, isolation |
furing culture results which confirmed the resident | precautions, and maintaining
had E-coll ESBL organisms in Pis/her urine, regular bowel monficring, !
- However, review of Resident #14's | :
| Comprehensive Care Plan nitiated on 03/26/15, i ! The facility periodically reviews
- revealed no documentad evidence it was revisad : : e it i
| o include the ESBL or with interventions for : ?nd‘ s each residont’s :
! ; ~ s VeI ndividualized Comprehensive Cage
- isolation precautions related to the ESBL,
f = ;
FORM CMS-2567(02-89) Pravious Verslens Ohsoleta Bvent 10 CMwET Facility 1D 100428 if continuation sheet Paga §of 38
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F 280 Continued From page 5
- Observation of Resident #14 while on ‘our on
10471416 at 1119 PM, revealed 2 magnetic sion
Hocated at the right side of the room deor which
| stated to report to the nurse hefore entering.
‘ Continued ohservation reveaied no PPE was
| pressnt for staff or visitor to use before entering
“the resident’s room. Further observation
ravealed Certified Nursing Assistani{CNA) #7
“antering Resident #14's room with a lunch fray
- without donning PRE,

| interview with CNA#7 on 04/14/15 2t 1:32 P,
revealed Resident #14's diagnosis for Isolation
| Precautions was ESBL in the urine, She stalad :
' she should have worn PPE when sha enfered the |
| resident's room (o pravent the potertial to spread |
‘the illness to other residents.

Interview with CNA#4 on 04/14/15 at 6:47 PM, .
revealed Resident #14 required physical assist of |
L one (1) person, and she asselsted he resident to
the bathroom with a galt belt. She revealsd she

- was not awers of Resident #74'% dlagrosis for the -
solation Precaution posted outside tha room.
However, stated the Isolation Precautions were

for Pnaumonia she thought. Per nferview, she
vore gloves when she toileled Resident #14, but
Cnever wore a gown. Continued nferview

revealed anything that urine came in contact with, |
-she wrappad in a bag, except for adult brisfs
{which ware put in the trash can in the resident's
room. Further interview revealad she should not
| have entered Resident #14's room and provided
incontinent care without wearing PPE to inciude
s wearing 2 gown, as thers was the potantial to
spread the illness to other residents. i

|
i

- Interview with the Assistan! Director of Nursing
HADON) on 04/17/15 at 11:48 AM, revealed ‘he

F 280,

‘ Plan after each assessment, User
Defined Assessments are
implemented to document scute
issues and revised with change, in
MD orders inclading bt not
fimited f0 isolation precautions,

Lok

Licensed nursing staff will receive
addition education and
reinforcernent by 5/720/15 regarding
the survsy results i neluding but not
Limited o the completion and
revision of resident Comprehensive

Care Plans with assessment changes :

mcluding MD orders and isclation
precautions. This education will be
faught by the DON, ADON, and/or
the RN Unit Managers, Evidence

of learning will be domonstrated by |

verbalization and Q&A.

4. APIworksheet is heing completed

to ensure care plans are in place wnd |

revised as needed. A copy of the
worksheet js attached as EXT[IRIT
D. This PIworkshest is being
completed by the DON, ADON,

RN Unit Managers and/or RN MDS I

staff weekly X 4 then maenthly
thereaftor, If igsuss are noted tha

DON, ADON, RN Uit Mana gers

end/or RN MIDS staff will take _
appropriate action at the time the ‘
concenn is noted to assure the care |
plan is accurate. Results of the PT |

!

H
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F 280

Ca'nt'nued rom page 8
Ccmprel"emue Cars Plan and Kardex {CNA
i Care Plan) should have bean updated and

revised fo nclude the ESBL, the Isclation

Pracautions and intervenfions relaied o ha ES{:SL
and precautions. Per interview, If the

- Comprehensive Care Plan and Kardex wers not
lipdated and revisad, staff would nof know what

: Itarventions to perform for the r

esidant. She
stated the potentlal harm for the resident would

; be re-infection of the same organism and gpread
- to other residents within the facility.

A post survey inlsrview with the DON on 04/21/45 |

rat 8715 AM, revealed the Charge Nurses, Unit

Managers, ADON and DON aff reviewad

| residents” care plans quarterly and on an as
neeced basis. She staled concerns were efztmw
| on the care plan within twenty-four {24) hours,

CPar ints

srview, the faclity Telled o Carry out the

: process for care planing with regw{* to Regident
CEA's ESBL and the care needsd for the resident

f Interview with the Administrator on 04/

Cwho was in [solation Pracaution,

She stiated the

potertial harm for Resident %14 was nossible
crossg-contamination and spread of the ifiness o
the oiher residents.

7153
12:28 PM, revesled his expectations were fat)r

| staff to follow the facility's Isolation Precaution ;'

- policy. He stated he sxpected staff o revise

resident's care plans and Kardex fo en
| prapar care was provided for residents, Per

SUre the

interview, the potential harm for failure o revive
the care plan was a re-infection or failure fo
rasolve the infection as there wers no

"nterventions put into place.

F281
835=0

| 483.20(k)(3}1) SERVICES PROVIDED MEET
 PROFESSIONAL STANDARDS

F 280,

LA

F281;

worksheet will be reported 1o the
QA cemmittee for & determination
af the need for further ongning
formal monitoring, The QA
Commitiee meets at least quarterly .
and consists of the Medical
Director, DON, Administrator and ‘i
at least three (3) Departents : : I
Heads, :

Director of Nursing will renttor
compliance by observation,
Interview end review of audis,
Date of Compliznce;

FORM CMS-2567(02-99) Previous Varsions Chsolete
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F 281 Continued From page 7

The services provided or aranged by the facility
must meet professional standards of quality.

This REQUIREMENT s not met as evidenced
by

Based on observation, interview, record review

; and review of the faciily's policy, it was

f determined the facility falled o mast profeasional
 standards of quality for one (1) of twenty four (24}
sampled residents (Resident #13).

* Resident #13 had a Physiclan's Order for
Noval.OG FlexPen insulin 5 unils stbcutanecusly .

( (80} before meals; however, ohservation on
0471418, revealed the resident's NovoL OGS

| FlexiPan was administered after the Supper maal,

: The findings include:
vy en Medication fimes
oy of this organization to

Review of Facitiv's pol

clearly states It the polf

malnizin medication dme guidelines for

: ;consistancy and proper administration.
Medication imes may be individualized based on
resident request or physiclan order,

Review of Rasident #13's medical record
' revealed the facility adimitted tha resident an
01/056/18, with diagnoses which inciuded Dia ;
- Type H, Lumbage, Closed Fracture of Upper End
“of Tibfa and Chronle Kidney Disesse, Review of
the Admissicn Minimum Data Set (MDS)
| Assessment dated 01/25/15, revealed the f Cifity
assessad the resident as having a Brief Interview i
for Mental Status (BIMS) score of fourteen (1 43
which In¢icated the resident was cognitively ;
Uintact, Review of Resident #13's Comprahensive

Resident #13 no longer resides in
the facility,

An audit was completed on 5/4/15
by DON and/or BN Unit M. anagets,
of the MARs of each resident
receiving insulin fo ensure proper -
administration times are being
followed.

L0

The facility nursing staf? follows
physician crders, administers
medications as ordered and
documents in the Flectronic record
including medication administration
times. Physicians are notified of
any concems with medication
adininistration.

The nursing supervizors and
nursing management tearn perform i
periodic informal observational

rounds, as a componant of their !
daily duties, observing the direct ;
care staff in rendering care for the
residents including :
medication/Insulin administration,
If coneerns are noted, the Burding
supervisor or manager takes ‘
appropriate nterventions at that
time, including additional cne-on-!
ong reeducation of the feam
member.
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| Care Plan revealed the resident was care

. planned for the diagnosls of Disbates Mefiitus

L with interventions which incluced Interventions to
- administer histher Diabetes medications as
Forderad.

' Review of the Physician's Order dated 03/19/15
reveaiad an order for Resident #13 to raceive
: NovoLOG FlexPen insulin & units before maals,

and for the nurses to start teaching the resi d&:«r t{}

{ self-administer the Insulin. Review of the April
2015 Medication Administration Record {(MAR)
;reveslad the Novol. OG FlexPen was o be

“administered at 7:30 AM, 11:00 AM and 4:00 PM.

Howaver, observation on 04/14/15 at 8:42 P

‘reveated Registered Nurse (RN} #2 performed
Resident #13's fingerstick “k:xcd sugar (FSBS),

( and then gllowed the residert to administer

“his/ner NovoLOG FlexPen af 6:42 PM after the

- supper meal was finished, not as ordered before

" the meal

‘ Conlinued review of fhe Aprit 2015 MAR revealad |

Resident #13 did not recaive hisihar Novol OG0
FlexPen as ordered hefore meals and as
scheduled on the MAR on the following dates and |
limes: on 04/13/15 the 7.00 AM dose was

| administered at 10:36 AM, three (3) hours and
“thirty-six (36) minutes after  was dus’ the 11-:00
| AM dose was administered at 1218 PM. one {1}
L hours and ningteen (19) minufes after it was due,
 the 4:00 PM was administered at 6:15 PM, two
{(2) hours and fifteen (15) minutes after it was

| due; o 4714715 the 7:00 AM dose was
administered at 10:07 AM, threa (3} hours and

- seven (7) minutes after it was due; the 1100 AM
| was administered at 1:38 PM, two {(2) hours and
. thirty-eight (38) minutes after it was chle; and the

Additional education of licensed
mirses will be completed on survey |
results inchuding but not Hmited to
medication times and providing
medications as ordered including
insulin taught by DON, ADON,
and/or BN Unit Managers by i
S;"E(} 5. Bwidence of learning will |
»e demonstrated by &erbahmuoiz
and Q&A.

4. APl workshee! is being complete
to monitor that MY orders for .
Insulin adminisiration is correctly |
and timely administered. A copy oé’
the worksheet is attached ag 5
EXHIBIT E. This Pl workshest is |
being completed by the DON, ‘
ADON, RN unit Managers and/or
Team Lead Nurses weekly X 4 thea
monthly thereafier, If issues are |
noted the DON, ADON, RN anit
Managera and/or Team Fead
INurses or designes takes
appropriafe action af the tims the
concern is noted. Results of the PT
worksheet will be reported to the |
QA committes for a determination.
of the need for further ongoing |
formal monitoring,
The QA Comumittos meets at least |
quarterly and consists of the
Medical Dirscter, DON,
Administrator and at least theee (3}

i Departments Heads.

FORM CMS-2567I02-88) Previous Versions Obsclsts
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F 281 Continued From page © F 281, ] L
! 5. The DON will monitor by

I
fAE

_ F’haﬁraaf Cor
Fforty-five (48] minutas would be consldered late.

; Unit Managers reviewed residants’ MARS at :
frandom times when time allowed. She stafed her i
- expectation for a nurse running behind would be
 to contact her Unit Manager and the Unit

- Manager would assist the nurse to ensure

- medications were administered timely. Further

. 4100 PM dose was administered at €48 PM, two
H{2) hours and forty-sight (48) minutes after it was
due, Furth
nurse administering the NoveLOG FlexPen on
04713715 and 04/14{15 at the above times,
Pware alf alter the schedulad times.

er review revealsd BN #2 was the

which

Interview with RN #2 on 04/14/15 at
 approximately 8:45 PM revealed she was running |

" behind with her madication i pass dus to sending
;another resident o the Emargency Room sarlier
Cinher shift. RN #2 stated residant's insulin

- should not be given after @ meal was completed,
“uness the Physician had written the order 1o

; speciiically g

ive after g mesd.

ey

erview with the Pharmacy Consultant on
{15 at 02:15 PM, rev%%ed the lseway in

sv ing insuiin should be within thirty {30) minutes,
but forty-five (48) minutes would be okay. The
nsuttant revealed insulin given after |

Al

Interview, on 0415115 at 3:27 PM, with the First
Floor Unft Manager, the unif Ras dcp% #13

resided on, revealed Insuling should be given as
the Physician ordered #. The Unit Manager
reviewad the administration tmes for the

NovolOG FlexPen on 04013115 and 04414715 and

stated the Nsulin had been administered laie ard

“the Physlclan should have heen notifisd, Per

interview, the Director of Nursing (DON),
Assistant Director of Nursing {ADONS, and the !

i

cbservation, nterview and review
5 of andifs. Date of CompHance:

H

L
3
&2
i
L
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F 281 : Continuad From page 10
Cinterview revealad the Unit Manager was not
[ awara RN #2 was running behind on medication
' g}ass,

znferview with DON on 04/16/15 at 03:00 PM,

i revealed the nurses tried to do Dverythmg ‘
ihemselves instead of asking for halp when they

neadad 1. Per intarview, revealed her expectation '
was for insuin to be given one {1) hour befare or

1 one (1) hour after the administration time. ‘

Mowever, the Fhysician's ordered the insulin io be,

i glven before meals, :

F 282 483.20(0(3)(1) SERVICES BY QUALIFIED

s8= D PERSONS/FER CARE PLAN

The services provided or arranged by the facifity
must be provided by cualified persons in

- accordance with each residant's wiitten plan of
care,

. This REQUIREMENT iz not met as evidencad
Dy
. Based on inlarview and record review, it was
Fdetermined the faci] ity faifed fo foilow the
. Comprehensive Care Plan for one {1} of

Ftwenty-four (24) sampied residents | {Rasidant ﬁ«zi}

' Resident #4 had care plan inferventions fo

rranitor histher bowel movaments {Ehtsy; |
- however, there was no documented evidence the :
“resident's BMs wera being monitared,

| The findings Inciude:
- Interview, o D4/17/15 at 10:34 AM, with the

| Administrator revealed the facility did not have a .
Bo§rcy specific to following care plans. Howaver, |

Fas1:

F 2821 9 A :
: 2. Anaudil was completed on 3/6/15 ;

1

28

[

p—a

Resident #4°s care plan was
reviewed by the DON on 4/ 17/15;
care plan is being followed by the
rursing staff with interventions
implemented including bur not
limited {o moenitoring of bowel
movements. Resident #4 howel
monitoring progrem has rbmained ‘
effective and meeting care planned
goals.

by the DON and/or RN Unit
Managers {o ensure that each ‘ ;
resident has BM monitoring ‘
documented as listed on the
Comprehensive Care Plan and that”
aity resident who has nol had 2 BM
for 3 days has the care plan
mierventions/ MD orders ‘
implemented, i

An additional audit of sach |
Comprehensive Care Plan will be - f
; reviswed before 3/20/15 by D(“N :
MBS nurses, and/or RN Unit : I
' Managers to ensure that they are
developed within 7 davs of the
comprehensive assessment and
revised with subseqguent
assessmenis/changes including 1 out
not limited to mfscaom isolation |
precautions, and maintaining :
reguiar bowel monitoring,

i
|
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: Residents care plans are

Inferve '“ofw te ensure the resident recaived the
: proper care based on their assessed needs.

Review of Resldent #4's medical record revealed :

the facility admitted the resident on 03/14/14, with

: diagnoses which included Cerabral Vascular

- Accident (Biroke), Diabetes, Osfecporosis and

- Hypertension, Review of the Qu arter*y Minimui

i Data et (‘MDS; Assessment datad 03/17/15
ravesled the facliity asssssed Resident #4 ro

i have a Brief interview for Mentai Status scare of .

fitteen (15), indicating no cognitive impairment.

H
i

!

{

!

E : he stated he axpeciad staff ‘o follow the care plan
{

|

|

|

|

!

|

i

'Raview of Resident #4's Comprahensiva Plan
dated 0212118, ravealed the resident was care
olaned for the petentiad for const ipation, with a

goal which included the resident having a 8M
revery three (3) davs, Continued review of the
cars plan revealed interventions which inciuded ta
f administer laxatives as ordered and monitor and
fracord the fraquency of the resident's sfocis
{Bhs),

Revlew of the March 20715 "Documeniation
| Survey Report” for Residant #4 revealed the
report included the resident's bowel and bladder
L alimination. Conlinued review revealed Resident
; w4 was noted to have had a BM on Q\;f::fgﬁn :
however, was not noted o have another BM u
03/18/15, with gight (8) days betwsen BMs.
- Review of the alectronie Progress Notes revealad | j
no documented evidence nursing staff was ‘
monioring Resident #4's BMs, as per the carg

plan.

Interview, on 04/15/15 at 11:30 AM, with Rf«*SIr‘ent .
{ #4 revealed hefshe had gone longar than thres |
(3} days before without having & BM. Per :

P

4,

consistently implemented to meet
the individualized care needs
ircluding the interventions rd’azed
10 bowel movements.

The DON, ADON, RN Unit
Managers, and/or Team Leads
perform routine informal nursing
rounds to obgerve the care that is
being réndered w the residents,
mcluding but not Emited to
monttoring of regular bowe!
function per care plan. If issues ar e
noted by the nursing mapagement |
personnel, interventions will be
taken at that time fhat may mahide
additionsl one-on-one education,
with staff members.

Additicnal education of mm’l g
talf will be taught by 5/20/15 by |
the DON, ADON, and/or BN Unit
Managers on survey results ,
incinding but not limifed o '
implementation of Compreh emzye.
Care Plan interventions such as
bowel movement monitoring, an d
communication of bowel
moevements, Evidence of if:sfnil}g{
will be demonstiated by
verbalization and Q&A,

A PT worksheet is being completed
to monitor resident care plan '

FORM CMS-2387(02-09) Provious Versions Obsolste Event 10: CHMWFT
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F 282 Continued From page 12
Cinterview, the resident had asked for a la afive,
~after becoming uncomforiable with stomach

Curamps from gas.

Intarviaw, on 04/16/15 at 3:.07 PM, with Licensed
 Practical Nurse (LPN}, #3 revealed she did not

look alf residents’ Comprehensive Care Plans, a3
i she followed the information on the computer and
- the Point Click Care dashboard. She stated she

should have been aware whal Resident #4 was

care planned for to ensure residents received the |

" proper care, as per the care plan.

interview, on 04/168/15 at 3:41 PM, with

F 282,

Registered Nurse (RN #2 revealed afl the nurses |

. had access to residents' Comprehensive Care

‘Plans, and she was not aware staff was not
Tfollowing the care plan infervantions when

| providing residents’ cara.

Interview, on 0417018 at 12:30 PM, with the
| Director of Nursing (DON), revealed it was her
expectation for all staff members o follow
‘residents' Comprehensive Care Mans. The DON
revealed however, she was not aware staff wers
not following Resident #4's care plan. Continued
| interview revealed by not following he cars plan
L or residents, the residents were not receiving the
| assessed care they required,
£ 3[}9 48328 PROVIDE CARE/SERVICES FOR
gs=0 1 HIGHEST WELL BEING

Eam resident must recelve and the facility must
: Dmvsde ihe necassary care

- or maintain the highast practicable pf*yycai

I mental, and psychosocial weli-baing, in

| accordance with the comprahensive assessment

- and pian of care.

!

i

and services to attain

H

J

i interventions implementation
including bowal movement
; monitoring. A copy of the
worksheet Is attached as EXHIBT I‘
D. This P worksheet is being :
completed by the DON, ADON, |
RN unit Managers and/or Team
Lead Nurses weeldy X 4 then
monthly thereafier, If issues are
noted the DON, ADON, RN unit
Managers and/or Team Jead
? Nurses or designes will taks
appropriate action at the time the |
coticern s noted. Resuits of the PT-
worksheet will be reported to the |
QA commiltee for a determination
of the need for fimther angoing
formal monitoring, The QA
Committee meets at least quar terly;
and consists of the Medical
Director, DON, Administrator and |
at least three (3) Departiments
Heads.

The DON will monitor by
observation, interview and review
of audits, Date of Compliance

Faos

i
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i
H

This REQUIREMENT s not met as eviderced
i by:
" Based on interview, racord review, and review of
. the facifity's policy, 1t was determined the facility
faited to ensure Hs policy was followsd related to
bowel menitoring for one {15 of twenty-four {24)

' sampled regiderfs Resident #4 did not have a
*bowet movement (BM) for elght (8) days and staff
did not foilow the faciity's established procedure
Hor mcnitcr;ng and inftfating interventions o

malntain regular howst function.

The findings include:

- Review of the facility's policy titled "Bowel
Monitoring”, revised January 2008, revealed sach
| resident's bowsd efimination was 0 be momtamd
and recorded evary shift, Further reviow revealed
- the charge nurse was responsible to review the

' racords o identify any resident who did not have
. & BM for three {3) consecutiva days. In addition,
i the charge nurse would initiate NECEsSsary
intarvenfions o re-establish bowel pattern by

i listing the resident on the twenty four (24) report
sheet, and/or communicating to the on-comin
Cshift. Centinued review revealed the night shift

i 1. Resident #4's has had a howe]

movement, at leagt every 3 days

since 3/18/15; there was no _

negative effoct associated with ihi; i

finding. The facility does follow itd

established moeydme for

mo;)ﬁomw and hmimfms‘r

xterventions to mainiain regular

bowel function,

1 i
i 2. Anandit was completed by DON

‘ and RN Unit Managers on 3/4/15 t¢

ensure that each  resident has not

gone Tonger than 3 days without

: , baving a bewel movement withows,

: i intervention by the nursing

. statfMI,

H

: Licensed nursing staff uiilizes the

| facilities electronic healih record |
(Point Click Cars - PPC) 10 review
documentation of resident’s bowel,
movement 4 least once per shift 1o
icllow wp accordingly and ensure |
regular bowel function. T4 10@13@&
nirges document nterventions to |
ensure follow up for effectiveness.

| nurse would administer a laxaliva andicr 3, Additional education will be tg
' suppository as ordered on the third day, and ‘he _ by 5/20/15 to gl direct care nur 5
following day shift nurse was to Fodow-up with the stalf by the DON, ADON, and/or |
| Physiclan if the resident had no BM. 5 i RN Unit Managers on survey |
s rasldent's BM status was unsertaln, an abdm“.sﬁai i results including but not limited tol
I - assessment would be performed to include: vifal bowel movement momtormg |
i | sians, auscultation of bowel sounds, abdominal ! communication of howel moveme m
palpation to assess for abdominal distention or |
| cemp!a=n s of nausea, vomiling or pain :
FORM CMS-2667102-09) Pravious Versions Obsoiete Evant I CMWFHT Faciy I 100825 ¥ continuation snest Page 14 of 35
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F 308, Continuad From page 14 F 308, . P
maositering, and froility pelicy for

[ Furthermore, resulls of the assessment were ta

; ba documented in the nurses notes by the nurse, |
L and the Physician was to be notified of abnormal |
findings.

Review of the of the medical record revealed the
facliity admitted Reskient #4 on 01/28/15 with
diagrioses which included Cerebral Vascular
Accident [Stroke), Diabetes Type I,
Ostaoparosis, and Mypertension. Raview of the
Quarterly Minimum Data Sst (MDS) aasessment,
dated 031715, reveated g Brief interview for
| Mental status (BIMS) soore of fifteen {15, which
indicated Resident #4 was cognitively infact and
| interviewsable,

B

- Reviaw of the Order Recap Report for 0%01/15

i through 04/30/15 revealed Residant #4 was to

| receive Docusate Sodlum 100 mitligram (mg)

| twice dally for constipation. Continued review
revedied ihe resident could receive Lactiose
fifteen (15) millliters {m1) every six {B) hours
‘neaded for constipation. Further review revesled |
an order for Dulcolax suppository rectally every |
twenty-four {24} hours ¥ neadad for constipation,

Raview of the eiectronic BM records revealad e
- documeniad evidence Resident #4 had g M on
CG310/15 Ywough 03/171145,

| Roview of the Medication Administration Recard
{MAR]} for March 2015 revealed no documentad
svidence Lactulese or 8 Dulcolax suppository
were adminlstered aftar three {3} days with no

BM as ordered and psr the "Bowel Monitoring”
policy. Conlinued review of the MAR roveslad
! Lactulose and a Dulcolax suppository were i
administered on 03/15/15; however, there was no |
| documented evidence of follow-up monitoring by |

bowel monitoring. In addition,
licensed murse’s education will
include elecironic medical record
{Peint Click Care ~ PCC) and
clinical documentation reviews
sach shift. Bvidence of learning will
be demonstraied by verbalization i
and Q&A. i

A PTworksheet is heing completed
to monitor resident care plan
Interventions implementation
including bowel movement
monitoring. A copy of the

: waorkshest is attached as EXHIBIT
F. This PI worlshest i3 being
completed by the DON, ADON,
RN unit Managors and/or Team
Lead Murses weeltdy X 4 shen
monthly thereafier, I fasues are
noted the DON, ADON, RN unit
Managers and/or Team Lead
Nurses or designse will take :
appropriate action at the time the -
eoncern is noted. Results of the PY
worksheet will be reported to the |
QA commitiea for 3 determination’
of'the nesd for further ongoin g
: formal moenitoring. The QA ‘
| Committee meets at least quarterly
and consists of the Medioal ‘
Director, DON, Administrator and
at fcast three (3) Departments
| Heads.

FORM CMB-286702-9%) Provious Versions Obsolate Eveni i1 CAMWEH
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SUMMARY STATEMENT OF DEFICIENCIES

s
N (EACH MEFIIENCY MUST BE PRECEDED 8Y fuLL
3 REGULATORY (R LEG IDENTIFYING INFORMATION

Pz

wo
TAG CREES

(EACH CORRECTIVE ACTION SHOULD BE
SREFERENCED TO TH

OVIDER'S PLAN OF CORRECTION

E APPROPRIATE
OEFICIENCY)

F 309! Continued From page 15
! , the nurse to determine if the meadicafions were

documentad avidence Raesident #4 receivad any
| other "as needed” madications throughout the
' eight [8) day pariod with no BM,

' Review i the nursing Progress Notes, dated
FO3MB/1E at 253 PM, revealed Rasident #4
cemplained of constipation and requasted
medication. Continued review of the Progress

i the resicents fallure (o have a BM for eight (8)
‘cansecutive days, no documentad evidence of

foliow-up monitering or abdominal assessment,
Land no dosumented evidence the Physician was
notified.

L on 04/16/15 at 3:01 PM, ravesled an alert
appearsad on the Taciiity's computer

- documentation program when ne BM was

L documented for three {3} consecutive days. LPN
| #3 stated the Unit Manager passad the
Hinformation along o the staff nurses. Continued
sinterview revesled she did not know how the
Isystam had falled, or why Resident #4 did not
receive his/her medication for conslipation as
arderad by the Physician. She further staied

- there should have been foliow-up after the

- medication was administerad 1o Indicate whather

‘ staft did not foliow the facility's policy when they
- did not notify the Physician regarding Resident

¢ #4's constipation and she siated unfreaied

! constipation couid cause the resident to bacote
| i and possible suffer a fecal impaction,

Interview with Registered Murse (RN) #2, on

| G4/18/15 at 3:41 PM, revealsd she was the Unit

- effective. Further review of the MAR revealed no |

' Notas revealed no other documsntation refated to |

Interview with Licensed Practical Nurse (LPN) #3, :

It was effective or not. Further interview reveaied

3.

The DON will monitor by
observation, interview and review |
of andits, Date of Compliance: CO520/15

FORM CMS-2567(02-88) Fravious Verslons Obsolate

Event D OMWE T
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- The facility must establish and maintain an
Infection Control Program dasigned to provids a
 safe, sanitary and comfortable environment and
1] rzeip prevent the development and ransmiss; sr‘
I ef disease and infection, |

i

| STATEMENT OF DEFICIENCIES LX) SROVIDER/SUPELIERICLIA ! (X2) MULTIPLE CONSTRUCTION ;
EfAND FLAN OF CORRESTIO P IDENTFICATION NUMBER: E A BULDING B i
: f j
| | 185447 | BNG : L 0AMTiZ01s |
NAME OF PROVIDER OR SUSPLIER j STREZT ADDRESS, CITY, STATE, ZIF CODE 7
830 VIOX DRWVE
VILLASPRING OF ERLANGER ! ERLANGER, KY 44018
S In SUMMARY STATEMENT OF CEFIGIENGIES : PROVIDETS PLAN OF CORRECTION
; PREFDC | {EACH DEFICIENCY MUST BE PRECEDED BY FLLL ‘3REHX f {EACH CORRECTIVE ACTION SHOULD 85
[ Tac REGULATORY OR LBC IDENTIFYING INFORMATION) G CROBS-REFERENCED TQ THE APPROPRIATE
’ . DEEICIENGY)
é F 3081 Continued From pags 16 Faoe ‘
- Manager where Resident #4 resided. She stafed | P Fad 14 Lo X ‘ ‘
2l medications should ba administered according ‘ 1. Each facility whitlpool b was ;
to the Physician's orders. She further stated each | disinfected and cleated including i
nurse was responsibie for following the "Bowel 5 the tub jeis on 4/15/15 by RN UIM !
Moniloring” policy. Continded interview revealed i Manager; each tub disinfoctant was' i
- Resident #4's needs were not meat and the faiure checke -rﬂplmnshed on4/15/15 by | !
could have led to a complete bowal ohstruction. RN Unit Magager . i
! : i ;
“nterview with the Directar of Nu raing (DON), on Resident #7} infection resolved on
F0aMTME st 10:27 AM, revealed it was her 4/17/15 and no tonger resides in the ;
expectation for all nurses, ncluding tha Unit : facility. !
- Manager, (o follow the faclliiy's bowel! regimen ; }
fﬁuofdmg o the F’j?ybi(}\dﬂ arjgrs and mel ' Resident # 10 has dressing dnxwes
’Sow?l F\Aaw;tomn’g ;}oi}c},f’ Contmue;’ nterview | corapleted s ordered by physician.
 revesied ordered medications should have been : Licensed op el
! - adminisiared affer three (3) days with no BM, and ; wensed nursing stail utilizes o
i | on the fourth day if the medicalion was not % proper hand washing and infection
“sffective the Physician should have been rotified, | : control practices; wound is bealing:
| Tha DON further stated the nursas wers 1o : with no signs/symptores of
fallow-up with the aides to ensurs they wers tnfection,
¢ documenting resident BMs correctly. The DON |
L ackrowladged there was a failure within the ‘ Resident #14 had PPE placed
| system, with a polential autcome of a complete cutside of door and bichazard
| bowe] obstruction. collection bags inside the door on i
:: ‘ | 4/17/15. Resident #14 infection : !
| i'}terv ew with the Administrator, on 04/17/15 at resolved on 4/19/15, Resident’s | |
10: 34 A\F‘A reveaied he exp@deﬂ the v S’ﬂg Ci’cli j sitter Sgwice was contacted }-)y tha :
| o follow computer alerts relatad to howe! ; DON on 4/16/15 to communicate | J
- monitoring, and respond according to the faclity's i need for their agency staff 1o abide.
i policy. N n o by facility isolation precautions and ,
F 441 483,65 NF':CII‘{}‘N CONTROL, FREVENT F a4t reinforce there is to be 1o ditect |
§8=£ SPREAD, LINENS care provided by sitter per facility

policy,

Resident #19 had PPE placed
outside of door and bichazard _
cellection bags inside the door ou <

Pravious Versions Obsolate Even 10 CMWFET

FOREA CMS-2587(08-4
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F 441! Gontinued From page 17
{1715, Resident #19 mnfection

| (&) Infaction Contral Program ; ‘ resolved on 4/19/15 and s ro
| The faciliy must establish an Infection Contrel | longer in isolation.
Program under which it - - ‘ )
- (1) Investigates, controls, and pravents infections ! Resident #11 indwelling urinary
Lin the faclity; 5 : catheter drainage bag was adjusted
- {2) Decldes what procedures, such as lsolatlon, on 4/16/15 by RN Unit Manager to.
should bs applied to an individuat resident; and agsure twbing/bag did not touch the
{3) Maintains a record of incldents and correstive floor; this continues to be done each
shift; resident is free of

aclions related fo infections.
sigms/gymptoms of UTT,

{B) Presventing Spread of infaciion

(1) When the Infection Contral Program

| determings that & resident needs Isolation to
“prevent the bpmud of infection, the facility must

Each resident who has received a
whirlpocl bath in the past 30 days
will assessed by RN staff for

[y

- isolate the resident.
{237

fhe fac,snzy rmust prohibit employees with a

FORM CM8-2567(02-88) Previous Varsions Chsolate

:communicable diseass or infected skin jesions
from direct contact with residents or their food, if
s dirgct conlact will transmit the diseass.

(3) The facility must requirs sta# 1o wash thair

- hands after each direot resident contact for which :

signs/symptoms of infecton
inchuding but not limdted to
aosovomial C-diff, VRE, MRY
EEBL by 5/13/153, I\G.EC were
noted,

hand washing s indicated by accapted Fach resident with dressing chengds
: profossions! pfachw will be assessed by RN staff by
] 5715715 for signs and sympioms of

{c) Linens

Personnel must handle, slore, procass and
fransport linens 5o as {o prevent the spraad of
[ infaction.

i

‘This REQUIREMENT s riot met as evidenced
: Hy

| Based on observation, Interview, record review
j and review of the facllity's policy, It was

- determined the facilifty failed to have an effective

infection. RN#1 was educated | by
the DON on 5/8/15 on pr oper
infection control/ hand washing
procedures and the requirement to .
wash thetr hands after cach dircet
resident contact for which hand
washing i3 indicated by
professions] accepted praciic
meliding but not Emited to |
dressing changes,

Evant 1D CMWE

Faafiity 1D 10

il
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[EACH CORRECTIVE ACTION SHOULD BE
CROB3-REFERENCED T3 THE ARPROPRIATE
DEFICIENCY}

Infection Control Program in place (o *ten:mrt‘%e

disinfaction of the facility's whir tooc! {w/p} tub

and falled to develop and Implement nffeuffve ]

| poficies and procadures for the disinfection of the
Cwip tub, |
|

. Bbservation and Interviews on 04/04/15 revealed
| two (2) whirlpoo! tubs were current v belng used
for residents’ baths in the facility, Record review
: [ revealed Resident #21 utitlzed the wip tub on
G025, while diagnosed with Closiridium

i  Difficile ’L Diff}, a V@{y cordagious bactarial ;
| sm? ism that causes an infection of tha intestinal | :
H P

| Observation of the facility's wip disinfacting
_system on the second floar reveslad no
disinfecting solution was present in the systam.
Irterviews with facliity slaff revealsd
L ho ousekesping or mainferanos sta¥ were
‘ fespsns ble for maintaining the disinfection |
Sys Howaver, inferviews with the
wr*temdﬁc& and housekeeping siaff revealed
g they did not check or refill the disinfaciant in the :
-system. interviews with Certified Mursing
i Assistants (CNAS) and Yleensed nursas revealsd :
| they were not knowledgeable on how o disinfect !
s the wip tubs per the manufacturer's instructions. |
[ Furthermore, thers was no documented evidenca i J
. staff were educated upon hire, and no evidenee _
t}f ongoing education, related o proper
dlS nfection of the wip tubs,

" A!so observation of & dressing change for
Resident #10 revealed the nurse completed the
dress ing change and changed her gloves;

\ however, she falled to wash her hands prior to

s touching other obiscts In the room,

| i

payin SUMMARY STATE EFCIENCIES in

PREFD TEACH DEFICIENCY ) BRECEDED BY FULL | PREFIX
Tacy | REGULATGRY OR LSC IDENTIEYING INFORMAT] 1On) C O TAag

F 441 Continued From page 18 © O Fa41.

Each resident with isolation
precautions were audited by the
ADON on 4/30/15 to ensure
isolation precautions ave properly
care planned, Kardex is updated, ‘
isolation precautions magnet placed
on door frame, and PPE equipment
wag available outside/Inside room.

Licensed nurse will be audited by
the DON, ADON, and/ior RN Um't '
Managers by 5/20/15 to ensuy

proper infection sonfrol/ hc;ﬂd
washing procedures and the
requirement (o wash their hands
atter each direct resident contact for
which hand washing is indicated | by
orofossional accepted practice § J
including but not Hmited to ] !
dressing changes. 5

Each resident with urinary catheters
were assessed for sign/symptoms of
Usinary Tract infections by the RN
staff on 3/13/15; ench residents | 3r
drainags bag &.bmg were placed § '1
privacy bags and are not touching ;‘

the floor,

The sursing supervisors and ‘
nursing management feam: perform
periadic informal observational |
rounds, as a component of their
daily duties, cbserving the dircct
care staff in rendering care for the!
residents including the 3
opcratxonahzaﬁon of the facilities!

]

£ k]
u.uum (Saivv s x vﬁ'uu COREeT
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|
%
|
|
|
-
|
|
}
E
|
?
|
E
{
|
i
|

F@M Continved From page 19 A4 — 4
| Additionally, the facility failed to ensure residents | 1 ffcomlems are noted, té’wi usng
in contact isolation had Porsonal Protective ! | SHPRIVISOL oF menager ‘am‘s
| Equipment (PPE) in use. Cbservation revealed : appropriate migrventions at that ,
- PPE was not uliized during the provision of care | ; time, including aﬁdmaga% one-on- 1!
 for Resident #14, who was In contact isclation for ome reedacation of the team s
fan Extended Spectrum B Lactamases (ESEL) ? member. I!
; Urinary Tract Infection (UT1, Also, interview with ‘ ' |
- the caregiver (sitter) for the resident revealed she | Transmission based precautions i
: had not beens educated related o the resident’s procedure was raviewed and |
' need for contact isolation, aithough the ca ragiver | revised as seen in EXHIRIT G, "
was assisting the resident with incontinence care. ' !
Thera was no PPE rezidily available for staff io i ' MNurse aide orientation checllist \;Vag
- utilize oulside Resident #14's door, and no _ revised to include cleaning a }
F biohazard colisction bags inside the door, ! j disinfection of whirlpool jefs & j
i ; S0 I
| In addition, Resident #12 had a diagnosis of : ; en i EXHIBIT I, ,
: MRSA {Methicillin Resistant 51 taphylocacous f 5 -ﬁddéﬁfmwf- | education of all divect | |
| Aureus) UT! and was in contact isolation, (MRSA | : e i ";f ) W be f‘ o !
Hs @ strain of stanh bacteria that has become : e stalf will be completed |
; resistant to fhe antibiotics commonly used ‘o traat | by ?’,L U713 by the DON, » ADON, i
foedinary staph mfections.) Observation revesled : and jor RN er:?,\fmgem on r;gigf, : E
i - no PPE outside the door according to policy. survey resuits. 'Lhe education will i
; _ im,}.uc;c out not be limited to: prope !
Furthermore, Resident #11 was observad to have | whirlpoolfets cleaning and !
I an Indwelling urinary catheter drainage bag disinfection ncluding !
5 ? d:agqmg o the floor under the resident’s mannfzeluing recommendaiion j '
| | wheelchair, comnmnication of i
| f : ; infections/isolation on Kardex; }
; The findings includs; : review of tansmission based i
j _ ; precautions procadure, PPE use an.
(1. Review of the mmi!tys policy titied “Arje Tut ’ : availabflity ; standard p Pz’ccaﬂic—n |
Fand Lift Cleaning”, uncated, reveaze:j the Arjo wip | : proper hand washing/hand hy !
| i:'ub was o b raﬁeﬂ followlng each resident ; | ; ) :
I use. Cont mef@d revigw *evea'egd the disinfact | : umf?fﬂ 4 Cdf‘et?} mfgﬁlib;ﬁ goate
. was 1o be kept in the locked compartment at fh am‘;lﬁ‘ Gt";a P Eoms ol te '
| back of the tub 2nd was to be checked mont hly facility’s infection control p rogmr!n
Jy the Unit Manager. Further review revealad the | Evidence of lcarning will be '
' recommended procedure for cleaning the wip tub | : measured via written post-test,
i included draining the whirlpool, spraving the tuh

FORM (MS-2587(02-98) Previous Varslans Checlete Cvent 1D CMWE Facliity il 100025 if confintation shast Page 200f 38
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F 441 Continued From page 20 P 441

| with the hose labeled disinfectant, disinfecting for -

L three (3) minutes, scauring debris from tha wip as

. neaded, and spraying with water fo rinse out the

{disinfectart. Further review revesied the policy
did not instruct staff relatad io cleaning the

! hydromassage system (Jats),

| Review of ihe "Disinfecilon/Cleaning Instructions”
for the Arjo whirlpeo! from the manufacturer,

s undated, revealed it contained detalled directions

i of the proper procedure for disinfection of tha wip
system. Continued review revealed for ‘
hydromassage (Jet) systems, the jsts were o be
- disinfected daily before the first bath of the day

[ and aftar each resident. Furthar reviaw revealad
"the recommended contact ime for the
disinfectant was ten {10) minules.

Medioal record review revealer Resident #21 was .
L admitted by the facility on 04/04/15 with "
diagnoses which included End Stage Renal
Disease requining Hemuodiaiysis, Diabeles, and
Clostridhun Difficiie (C-DIff) colitis, = highly

» contagious Infaction of the Intestinal tract,

Review of the Admission Orders revealed the
Hadllity was to follow s pollcy refated o
maintaining contact isolation precautions related
- to C-Diff infection for Resident #21. Review of
'the Comprehensive Care Plan, inflated on
D4/03415, revealad specific precautions for
Resident #21 included the following: wipe down
all contact areas immadiately, disinfect al
eguipment used before f leaves the room, wipe
iterns down after toileling or incontinenocs care;

- and educate the resident, family, and staff 4
“regarding preventive measure fo contain the ;
| infectian, .

H

i
API worksheet is being completed’
to moenitor the facility infeeton
control program including but not
Emited to: b disinfection, :
Isclation Precautions, dressing
changes, hand washing/hygiene, |
and urinary catheters. A copy of tha
wotksheet is attached as EXHIBIT;
I This P worksheet is being '
completed by the DON, ADON,
RN unit Managers and/or Team
Lead Nurses weekly X 4 then
monthiy thereafter, If issues are
noted the DON, ADON, RIN unit
Managers and/or Team Lead
Nurses or designee will take
appropriats action at the time the
concern is noted, Results of the PI
worksheet will be veported to the |
QA eomuiittes for a determination
of the need for further ongoing
£ Limoniloring. The QA
Cemmitiee meets at least quarterly
and consists of the Medical :
Director, DON, Administrator and
at Isast three (3) Departments
Heads.

4

The DON will monitor through
ohservation, interview and review
of audits. Date of Compliance:

i

FORM CMS-256702-59) Fravious Versions Obscleis Event iD: CMWFTY
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i Raview of the e«d*riasiaﬁ Minirrum Data Set
(MDS) assessment, dated 04/13/16, revealad
| Resident #2171 was aasessed 1o be fraquently
incontinent of bowel and diagnosed with a
| Mulii-Drug Resistant Organism,

i Review of bathing recards reveaied Rosident #21
received a wip bath on 04/02/15, the day after
admission with the diagnosis of C-Diff infection.

Multiple atfempls to Titerview Resident #21 wara
; unsucessstul due to out-of-facility apoiniments
Pand the resident's madical condition.

erview with RN #3, on 04/17/15 at 1108 AWM,

revealed she was the Unit Manager for the .
“second floor. She stated i would be okay for a
“resident with C-D (o use the win tub i 1t was 1 ;
. saniiized COI’T(:‘C&%;J. ' E

 Observation of the second floar wip (ub, and

Cinterview with RN #2 on 04/18/15 af 4,56 PM.

‘reveaied the nurse atlempted fo provide a
demoenstration on how to clean the whirlpook

| however, he noffced thers was no cleaning fuld ‘u

Lthe 'Aﬁw;rﬁpom He statad he did not know who

s was responsible for ensurlng the wip hag

sanitizer.

Interview with CNAs #12, on 04/14/15 at 5:00 PM,
Prevealed she normally L!Eﬁdﬂbd ihs w% virlpoot on i
“the socond floor by rinsing it cut with a ‘
 disinfectant. She reported she was not certain ?
how the jels were clesned. ! |

Interview with CNAS #10, on 04/14/15 at 540 P, | ,

crevealed she was assigned to care for residents : !
on the second floor of the faclity. She stated she

had been employed at the facility "a faw months® |
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" and had not been trained
disinfecting the w/p tub.

oft cleaning or

1 B
Finterview with CNAs #13, on 04/14/15 at 5:20 PM, |
‘reveated ha had given win baths on the second |
floor in the past. Me reported he cleanad the
¢ sacond floor whirlpoo! by draining the water out
and spray into the (ub. Continued inferview
t ravealed he Wrned the jets on so they would
apray info the wib. CNAs #1353, whils
Cdemaonstraling, did not alisch the disinfactant
gcerrbciiy Vorder for the sanlizer to get into the
et system, CNAs #13 reported he was not sureg |
~whe tratned bim on the cleaning of the whirlpoal,

nterview with CNAs #7, on 04/15/18 at 8:45 AM,
'revealed she was assigned to residents on the
first floor and had been eriployed af the facitity
Cslnce January 2018, She stated she had rot
racaived any training related to *m claaning and
disirfection of the wip tubs,

| Ohaervation of the first floor w/p tub, and

Cinterview with CNAS #5, on 04/15/15 at 9:00 AM, ‘

“reveaiad she could not remember if she had been

trained on disinfecting the w/p bath bt stated she

hought you just had t© spray the tub with the

disinfectant hose. Continued inferview revesled

: she was unawars of the need io lock the

s disinfectant hose into the hydramassage inlstfo

 aliow the jat system 10 be disinfected. CNAs £5

was able to demonsirate how 1o chack the leval |

diSi?"f@(‘ﬁFg soiution, and obsarvation revealed

- the solutlon was seventy (70) peru@m full. Bhe

: stated she did not know how to replace the
solution, and theught housekeeping was

| respongibia.

Cintarview with the Unlt Manager for the first floor,
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On 041518 at §:30 AM, revealad she assumed

 her posifion In January 2015, and had just
received training on how o disinfect the wip lub

by maintenance staff on the morming of 04/15/15.

She stated she did not receive the iraining upen

I . hire. Cortinued interview revealed she did not

’ - check or replace the disinfectant and would ozl
housekeaping or mainienance to replace it when

i neaded,

interview with the Assistant Dirsctor of .
P Nursing(ADONnfection Contro! Nurse (ICN), an
O4/15/15 at 10:00 AM, revealad the wip tub was |
j 1o be cleaned and disinfected with the sanitizar
s hose which was connected 1o the tub affer each
- use. She stated she did not know how o clean
the jets. Further interview revealed there was noo ]
Staff Development Nurse {SDN) at the facility, ’
- and the Siafiing Coordinator handled the new
| emiployae orlentation and provided tralning to
CNAs on the floors related to disinfaction of the
cwip tubs, Continued infarview revealed the Unit
Managers and the housskesping staff checked
the disinfectan levals. She siaied the fachily did _
net nut residants who were in isolation in the E
whirlpeo! tubs, as it would be an infection control i
concem If staff failed to properly disinfect the tubs |
after each use. ‘

Interview with the Staffing Coordinator, on ;
| 04/15/18 al 10:30 AM, reveaied naw employess ;
compieted on-line inservices which did not { : ;
included education related fo cleaning the wip
| ubs. She siated she dig not provide education
- on the topie but reporied the CNAs preceptors
provided on the job instruction on cleaning the ; !
wip tubs, Centinued interview revealed the ;
“housekeapers and the Unit Managers were ! ’
i responsibie checking the disinfectant levels and ,
Evert ID: CMWF 11 Faciiity i 100825 i contintistion sheet Paga 24 of 36
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refiling when needed.

Cinterview with the Mainfenance Asgistant, on

0471515 at 10:45 AM, revesisd the fack ity did not |

L currently have a Maintenance Director, Hes statad !

. he had been rained on disinfecting the wip tubs,

L and was able to demonsirate the srocedura In

“acoordance wih the manufacturar's insiructions.

- Continued interview revealad he did not check the |
chemical solution leveis on a rm{ir‘a basis and

cwas not sure where the chernlcal was kept in

' case of the nead for a refill,

interview with Houseksaper #1, on 04/15/15 g
| 2:00 PM, revealed the nursing staff did the
cleaning and disinfecting of the wip fubs. She
stated she had not b@en trained on the process,
- and did not chack or 1efilf the disinfectants in the
Cwin lubs,

interview with the Housskes 'z 3 Supervisor, on
0471814 at 215 PM, ravealed she had heen
Femployad in her position since Septemi}er 2014,
- She stated she had no formai fraining related 1o
cleaning the wip tubs and just spraved them

; down with disinfectant spray when cleaning the
“rest of the bathroom. She further stated she did
not check chemical disinfectant leveals or replace
. the chemicais.

! ntervisw with the Director of Nursing {DONY, an
U4/15/18 at 2:25 PM, revealed she had been the
BON atthe r’-acéié‘ay since March 2013, She stated
the CMAs wers o disinfect the Wi tubs afier use
i and reported they raceived trainj Ing on the job by
! demonstration from their preceplors. She further |
. stated the facility did not perform observations or |
L audits to ensure the CNAs and nurses knew how ;
o properly clean the tubs, and she did not beueve

i
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{3:‘¥ |Ch‘1\CY ;
F 441,
!

FORM GMMS-2667(92-88) Fravicus Versions Dbsolsts

Everit [D: CMWFis

Fﬁtéﬂtt 10 100925 if contlwation sheet Page 25 of 368



DEPARTMENT GF HEALTH AND HUMAN SERV CES
CET jTERS FOR MEDICARE & M if}iCAh_z aERV CES

PRINTED: 08/01/2015
EQ‘HM APFROVED
OB MO, @938 G301

STATEMENT OF DEFICIENCIES Ly
AND PLAN GF GORRER

i
e
z
) !
|
T
i

04/17/2018

RNAME OF PROVIDER DR SUPEL lF’P

EET ADDRESS, QITY, STATE, 7P Co0E
B30 VIOX DRIVE
ERLANGE’R KY 41613

SUMMARY BTATEMENT OF DEFICIENCIES
CH DEFICHE g :

Ay
PREFIX !
TAG

TAG CROSS-REFERENCED TO THE ﬁJPNF’FR, )

FROVIDER'S BLAN OF uCRJ‘*zﬁ*‘C}N
(EACH CORRELTIVE AC’s IGN SHOULT

DEFICIENCY)

F 441, Conlinuad From page 25

: this training was inciuded with the annual
competency In-gervices. Continued interview
reveated the CNAs should chack the chemical
levels priar to giving a bath fo ensure tha
disinfectant was ready for use after the bath, and
- the Unit Managers were 1o check the chemics!
levels monthly and replace as nesded. Further
| interview reveaied it was important for all of the
- CNAs and nurses 1o know how to proparly Ciean

the wip tubs, and should know how to refil th
j | disinfectant when emply. She further Smted .f the
w/p tubs were not properly disinfected, It would :3@

- aninfection control concern dus to ¢ sontagious
infactions.

i
|
j
§ VILLASPRING OF ERLANGER
§
:
:
£
|
|

; Su‘:sequeff;werview with RN #2 on 041615 at
| 3015 PM, ravealed he had been made aware ha
Was responsibla for enstring the win had
sanilizer. Continued interview with revesiar ha
was nol certaln how long the win had heen

wstf”oué e saniizer necessary to disinfact the

Interview with the Administrator, on 04/18/15 at
400 PM, revealed he had noted the faciilty's
' polizy was not ail-inclusive on how o disinfect the |
wip tubs, when compared to the manufacturers
- recommendations. He stated it was imporiant for
Hhe facility to have a a system in place to snsurs ?éw
"staff knew how to properly disinfect the win tubs,
Cand o ensurs the disinfeciant chemical was
checked and replaced as neaded.

2. Review of the facility's “Hand Hyglene Palic
Ear;d Procedurs”, unda%ea reveaied affective
| handwashing reduced the incidencs of

hea ltheare~associated infections. Continued
review revealed fandwashing was raguirad

| routinely for decon laminating hands after contact !

]
i
i
|
§
|
|
i

H

f
j
|
|

e s,
e emes
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. with body fluids or excretions, muccus

i membranes, non-intact skin, and wound

dressings, even f the hands wers not visibly
sofled.

Review of Resident #10's meadical record

revealed the Tacilty admitiad the realdent on

- 08/G8/11 with diagnoses which included Dérr*emi&
with Behavioral Disturbance and Chronic Kidoey

Disease. Raview of the Quarterly Minimum Data |

Set (MDS) Assessment, dated 03/19/15, revealed |

the facilily assessed the resident io have a Briaf |

" nterview for Mental Status (BIMS) score of
fourteen {14) which indicated the resident was

: cognitively intact, {

Observation of a skin assessmant performed by
CRegistered Nurse (RN #1, on 04/18/15 a8 12:00
P, revesled the nurse removed the soijed
dressing from the resident's saora! ulcer, and
washed her hands. She donnad new gloves and
cleansed and measured the ulcer, RN#1 therr
serformed tha dressing change to the resident's |
sacral ulcer by pac:i-:%rg the tlcer with packing |
- strip, and appiving a gauzs pad and Ecofix tape.

: Further observation ravealed the nurse then ;
s removed her soiled gloves; howsver, she failed o
i wash har hands, but applisd new gloves and i
handed the resident his/her telephane.

Cinterview with RN #1, on 04715/15 &t 1210 P,
Creveated she had a recent inservice related io

| dressing changes and knew she should have

' washed her hands after campleting the dressing

: change Instead of just changing gloves, She

i explained she cou id have contaminated objets in-
the roomm such as the rasidant's telephone,

1
i
H

Interview with the DON, on 04/16/15 2t 3:00 PM,

‘
i

FORM CHMS-E567(02-00) Pravious Versions Ohsolewo

Heant 27 CMWE1

Fanfity 1D 100928

Car
(223

If continuation sheet Pags 27 of



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTE

D 85/01/2018
FORM AFPROVED

OMEB NG, 0938 “39:

[ (42 MULTIRLE CONSTRUCTION

{iX7 DATE 8U

COMPLETED !

: revesled her expectation was for the faciiity's

- policy fo be followed. She siated nurses were 1o |
- wash theilr hands after a dressing change, prier to :
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F 441 Continued From page 27 F 441

applving new gioves and prior to ieubr*mg items in.

the room.

3. Review of the facility's polioy tiied "lsoaiion
Transmission Based Precautions: Confact

sidant on contact precavtions. Cortinved

any encounter with infective materia!, e.q. facal

| fo remove their gloves and wash thelr hands

- hefore leaving the room.

1 TMARSA and
2015,

Review of the facility's policy tiled
£5BL Management”, dated February

guldelines to prevent acquisition and spread o
Mathiciliin Resistant Staph Aureus '\/E‘{&u\,?%r‘f“
; Extended Spectrum Beta Lactamase (ESEL)

ontact precautions were 0 be implementad
“immediately to prevent person-to-persorn
transmigsion of MRSA and ESBL. Specific

intarvenifons included: ¢

| and masks outside the room,
- of the policy revealed a gown was to be worn

when entering the room If staff anticipated that
{ thelr clothing would have subsiantial contact v

had diarrhea, an flecsfomy, a colostomy, or

wound drainage not contained by 2 dressing.

Precautions”, dated D3/18/9G, ravealed alaff were
ie wear gloves when they antered the room of 2

review revealed gloves were Lo be changed after

revealad the faciiity would follow infection confral
producers, Further review of the pon\,y revealed

placement of an “Isolation | |
i Precaution” magnet ou fgrda the resident's room
and placemsnt of PPE, ncluding gloves, gowns

Continued review

ith
| the patient, environimental surface, or items in the i
1

| pailent's room, or f the patisnt was incontinant or

- matter or wound drainage. In addition, staff wers
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F 441" Continued From page 28

Cof five (8}, Continued review of the MDS

[ Review of the Taoiliy's policy tiled "Standard
Precautions”, undated, revealed Standard ;
: Pracautions were io be used in the care of aff :
! residants, regardlass of thelr diagnoses, ar
au&peo?ed ar conflrmaed infection status. Further
| review revealad proper hand hygiene was 1o be

“performed before and after the use of gloves.

“ Revfew of olinfcal record revealsd Residants #14
was readmitted by the facility on 12/17/42 with
{Jiagn«:}seﬁ which Included Multidrug Resistant
" Grganism, and Urinary Tract Infection. Review of
: the Am{;a EMDS Assessment, daled 03/12/15,
revealed the facillty assessed Raesident #14 to
have impaired cognitive slills, with a BiMS score

assessment revealed Resident #74 required

- extensive assistance of one person for toilsting,

L and was freguently incontinent of urire and
- occasionaily moontinent of bowal, Review of

Claboratory test rasulls, dated 04/1015, revesalad

P Rasiden! #14's urine cullure confirmed
Egcfer‘chéa Coll ESBL produced organisms.

: Review of the resident’s Comprahensive Cara

| Plan dated 04/10/15 reveated no evidenes of
interventions for isolation pracautions refated to

the ESBL.

 Observation, on 04/14/15 at 1:19 PM, revesled
! Rasident #14 was under iso§a££0n Precautions, |
Hindicated by a megnetic sign &t the door to the ;
s resident's room, Cor‘.t rued observation revesled
ne FPE was available for use at he entrancs to i
Hthe room. Further observation reveaied CNAs #7 i
enteved the reom carrying & funch tray without
Futilizing PPE. Additionally, observation revealad
CNM #7 failed to use hand sanitizer or perform
handwashing befors leaving the resident’s room,

{

71
Jae
N

ey
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F 441 Continued From page 29
. Subsequent obaervation, on 04/14/15 at %19 BM
b and on 04/15/ 5 at 8:30 AM, revealed o PPE
was availabie at the door to Resident #14's raom
L ar anywhere in the dirsct vicinity of the reom,
 despite the magnetic indicator for lsolation
i precautions.

Interview with ONAs #7, on D4/14/158 5t 116 PN,
revealed Resident #14 had isolation Precattions

due to ESBL in the urine, She statad she should
¢ have worn proteciive tlothing when she entared
" the resident's room . Continusd interview
_revealed her fallure (o do so made a potential for
¢ the Infaction to be spread to other residenis,

L Interview with the Unit Manager, on 04/14/15 at
1:33 PM, reveaisd CNAS #7 should have worn
| protective clothing and gioves whan she entarad
| tha resident's room. She furiher stated CNAs #7
“shovid have washed her hands before she
returnad to the dining ares to assist other
residents. She conciuded the por ential harm o
he residents was the possihiity for the spraad of
CSBL o other rasidents,

| interview with RN #1, on 04/14/15 at 5:10 PM, _
revealed PPE necessary to care for Resident #14
Hincluded gowns and gloves. She stated the tems |
| should have been accessible ouiside the }
‘resident's room,

Interview with the Agency Sitter for Resident #14,
con 0471415 at 5:20 P, reveaied she had not
[ been educated by the facility related to Resident
| #14's Isolation Precaut] lors, but had been

- provided sani-wipes fo sanitize the commode

L seat, and was told to wash her hands, after !
*tofleting the resident. Continued interview '

| reveafed she had not worn gowns when taieting
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A REGULATURY UR LEC IDENTIFYING INFORMATION ! | CROSS-REFEAENCED 10 THE AFPROPRIATE

; ; DEFICIENGY?

"}

-t

F 4411 Continued From page 30 Fa41
the resident. She reported, o her knowhedge, th ‘
rasident simply had g Urinary Tract Infection | |
{UTH. : :

| : ]

Qbservation, on 84/15/15 at 8:44 AM, revealad
the Agency Szifer orovidad incontinence care for
| Resident #14 without ulilizing PPE,

L G4/15/15 at 8:57 AM revealed Resident #14 was
stilf under Isolation Precautions for ESBL. She

i stated the nurse aides ware supposed to g,zwme

- direct care for the resident, not the Agency Sitfe
She further stated the nurse aides do nof usua i,f : ‘ |

s use a gown for residents with ESBL, just gloves 5

~and disinfectant wipes located in the residents | : f i

: hatnroom.

II . Interview with First Floor Unit Manager on
|
£

574

- interview with CNAs #6, on 04/15/15 at Q.05 AM, : !
'revealed she did not assist Resident #14 with | |
Cincontinent cars at 8:44 AM, and stated the : ‘ J
Agency Sitter orovided the cars ot that tima. Sha ;
s further siafed a gown and gloves should be worn |
. each lime the resident required incontinence care ;
| bacause of solation orecautions,

i 4. Record review revesled Resident #19 was : ,

| admitied by the facifity on 01/06/15 with
diagnoses which included Chronic Kidrey §

| Dissaze Stage 1V and Retentlon of Urine ;

| Review of ‘aoczamry test results, dated 04/03/15,

- reveated a urine cultire confirmed the presence

- of the MRSA organism. Review of the Annual |

 MDS Assessment dated 01/18/15 revealed the :

facility assessed Resident #19 (o require i |

extensive physical assistance of two (2) persons

far tolleting. Contlnued review revealad ‘fiesederaf

#12 was always Incontinent of urine and _
| ﬁ*equenf! y incontinent of bowel. Further review |
Event 1D: CMWF11 Faclity 10: 100925 I condinuation sheel Page 37 of 36
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ENT OF DEFICIENCIES

SUMMARY STATEM

] 13
H i3

PROVIDER'S PLAN UF CORRECTION
{EACH CORRECTIVE ACTION SHOULD B

F 447 Continued From page 31
i

catheler.

- Resident #19 was under lsclation Precautions,

revealed Resident #19 had an indwaliing urinary |

Observation, on 84/16/15 at 10:82 AM. revaalad

{EACH DEFICIENGY MUST BF PR BY FULL DEEEN
EGULATORY QR L3S iDEMTIFYING IFGRAAT O : TAG CROES-REFERENDED TO THE APPROPRIATE
, DEFICIENDY)
| |
C O F 441

Hindicated by a magnetic sign at the door. Further
observation revealed no PPE was available at the

cdoor. Cantinued observation revealed CNAs #8

s entered the room without wiilizing PPE

Interview with CNAs #8, on 04/16/15 at 11:00 AM

revealed Fesldent #19 had a urm“ry catheter,

- with & diagnosis of MRSA i the wrine. Shea

| stated the rasident was incontinent of bowel and
bladder, and wore adult brisfs. CTNAs #8 further

- stated she wore gloves but not a gown when

| oifeting the resicent, but acknowledged an
isulation carl containing PPE shouid be loegiad

: outgida the resident's room,

Interviaw Wi“’t the ADON, on 04/17/15 at 41:4
- AM, revesled the fallure 1o use PPE appropriataly
{was a potential for re-infection of the rasident, or
“apread of the infection to other residents.

interview with the Administrator, on 04717745 at
112:28 PM, revesled his expectation was for staff
o follow the Isolation Precaution policy for the
%”ac flity. He further slated his emeotafon for the
prompt avallablilty of BPE tems at the door le th
; res ident's room,

i

I A Fost Survey Interview with the DON, on ;

(0421715 at 915 AM, revealed it was her

L expectation for staff to follow the faciliy's Isolation |

| Precautions profocol. She stated staff wers io

- wash their hands befors and after assisting the

f rasidant, as well as wear gloves during care. She
stated if the potential for soiling was present, for j

FLOER CMS—Q\%?(OQ-%} Pravious Versions Obsolsts
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eaErl | EACH DEFICIENGY MUST 22 £ FULL STION SHOULD SE
iy REGULATORY OR LSC IDENTIFYING INFCRMATION) THE ARPROPRIATE
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F 4411 Continued From page 32 441

exzmpie wih incontinent care, staff were tc wear |
a gown in addition to gloves. Continued interview
revealed & fallkre to do so would was a potentfal
i for cross-contamination with the agread of iness
: to other resident s Furthermore, she stated PPEE
" should be available and stored outside the

resident’s door.

5. Record review revealed Resident #11 was
ra-gdmitted by the facility on 02/18/15 with
diagnoses which included End Stage Renal
Disease, Neurogenic Bladder and Urinary Tract
infection, Review of Physician’s Order dated }
POZ19/15 revealed the rasident was to have an
| indwelling urinary cathetar.

Observation of Resident #11, on G4/14/15 at 5116 |
| PM, reveaied the resident was self -propelfiing in
hisiher wheelchair in the front of the nirsing
: station. Continued observation revealed the

urinary catheter tubing and drainage ba S wera |

dragging the fioor beneath the resident’
s whealchair,

Linterview with CNAg #2 and CNAs #3, on
G4/1416 st 5:16 PM, reveaied the catheter bag
shoutd not drag the floor,

[ inisrview with the Unit Manager, on 04/18/ 5 al |
1 2:27 P, revealed the catheter bag should have
hean securad under the resident's Wﬂéu”?“

‘ She stated it was an infection contred concern if
the bag dragged on the floor,

!nicmew with the DON, on 0417718 ot 11:30 AM,
| revealed her axpectation for the catheter bag
L ware for staff to be stored securely under the
‘wheelchair. She stated the bag should not have
_been on the floor due to infection control

FORM CMS-2587(02-49) Pravicus Yarsions Chsolete Everd D CMWFT
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oD SUMMARY STATEMENT OF DEFICIENCIES ‘ i PROVIDER'S PLAN OF CORREC TIOHN
PREETX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX | EACH CORRECTIVE ASTION SHOULD BE
TAG | HEGULATORY OR LSC IDENTIFYING INFORMATION) i TAG | CROBSREFERENCED TO THE APPROPRIATE
: : DEFICIENGY)
! ; — .
F 441 Contlnued From page 33 L F441 <14
coneerns. 3 . Resident #23's clinical record was |
Interview with the Administralor, on D4/17/78 5t arienl‘ed on 4/17/15 1 *;_fr thﬁﬂ »
12:28 PM, ravealed it was his expaciation for the | Provisional Report of Death
 catheter bag to be storad securely under the : record by Medical Record
 wheslchair and off the finor C,oercim:a:tar‘ Tl“le ﬁ'sm:arzzi home and
F 514 AB3TS(NI RES F 514 Office of Vital Statistics (Kenton
88=0| RECORDS-COMPLETE/ACCURATE/ACCESSIE | County Health Department) was
e notified cn 4/17/15 by phone and
by amended fax of the Provisional ;
| The facility must malntain ciinical records on sach | Report of Death to assure the :
creslderd in accordance with accepted professional resident’s record was complete and
I'standards and practices that are com; plete, i accurate. '
" accurately documented: readliy a(‘CGSS.m& and ;
. systematically crganized. 2, An audit of each resident that had
expired at the facility within the |
. The clinleal record must contain sufficient ] ; past year was conduoted by the
i a"nfo’rmali’san {0 identify Ithelresiti:fem; arecord of the i ; Medical Record Coordinator on
: refsrjim E%S(S'iszﬁfma Eﬁ-?fia? E@{care and ! : 4/20/15 to ensure the “Provisional
i;@:f;;isz!gé[zireeni;e;;é;iﬁ“;fd}ey the State Report of Deaih” was comploted
S L - with the accurate date of death
and prograss notes. e
: recorded.
: 3. Additional education of the licensdd
nurses will be completed by the
| This REQUIREMENT s net met as svidenced : DON and/or RN Unit Managers by
by 57207135 to include proper
I Based ot interview, record review and raview of : completion of the “Provisional |
the facility's poficy, it was determined ihe facitity Report of Death” with accurate the
| failed to maintain clinical records for each i date of death recorded. Evidence of
resident In accordance with acceafsd ; | iearning will be demonstrated by
- professional standards and practices which were verbalization and Q&A. ,3
[ complate and acourately rfoc:umented forone (1)
| OF twonty-four {24) sampled residents (Resident | 4. A PIworksheet is being comﬁiead

#23),
| :

Review of tha closed record for Resident #23 of

i

| complete and acourate i
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TG SULATORY OR LEC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

e T

F 8147 Continusd From page 34
| tha "Provisional Repert of Death”, revealsd the
rasident was noted fo have prsi’ed on 03/03/18,
| However, further raview of the medical record
revealed Nurse's Motes which documentad ,
i Residerit #23 to have sxpired on 04/103/15 af 2:50 |
PAR

' The findings include:

- Review of the Tacility's poticy titted, "Madical

" Ragords Department Medical Record Systam®,

| revised September 2008, revealad ¥ was the

pof;(,y of the facility for residenis’ medical records
[ o be mairtained, in sccordance with accepted
p*ofebs;onaf standards and praciices. {‘am inued

| revisw revealed rasidents’ medicsl racords were
-0 be cc)mm@re accurately documentsd, readily
au{,e%: le and systematically organized,

I Review of the faciiity's oolicy titled, "Provisiona
Death Cerlificate”, revised November 201 2,
revealed the nurse releasing tha body would
- provide a Provisional Death Certii cate [F Du;; o
- the funeral home director or representative when
e resident had expired in the faci ity. Parthe
Pof;gy the PDC was a three {3) part form, and
I raview of the "instructions® for completion of the
! form, revealed Part A of the form was to be
| completed by the facilty, Coroner or Hospica
 Nurse,

: Revi@w of Residant #23' closed medica! record

revaaled the faollity admitted the resident on i

- 02/04114, with diagnoses which inciuded

 Aftercare Healing of Traumatic Fracture, Chronic |
K dney Disease and Adult Fallure to Thrive,

Rev few of F%@sscfent #23's Nurse's Note dated
4705315 at 2:50 AM, revealed the nurse was

i
PREFX (EACH CORR IVE ACTION SHOULD BE
TAG ENCED 10 THE APPROERIATE
DEFICIENG ¥
Fatd

: documentation. A copy of the
worksheet is attached as BXHIRIT |
. This PT worksheet is being
uemnlatm by the Medical Record
Ceordinator weekly X 4 then
monthly thereafter. 1f issues are
noted she will bring it to the
attention of the Director of Nursing
for correction, Results of the PI
worksheet will be reported to the ‘
QA committes for a determination
of the used for farther ongoing
formal monitoring, The QA
(xm;hutuu meets at least quarterly
and consists of the Medical
_ Director, DON, Admindstrator and |
at least thres ‘_,z Departments
: Headls.

[he Medical Records Coordiratar |
will monitor by observalion,

; interview and roview of audits,

? Date of Compliznce:

5 The

i
v

=

I

i
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rotified by a Cerlifled Nursing Assistant {CNA)

¢ the resident was not breathing, and vital signs
Lwaere performed. Continued rev aw of the Note
revealed the nurse documerted thare was no
visible signs of e either audible or physical, tha
residant's family was present In the room and
orders wera received from the Physician to
refease the resident's hody fo the funeral home,
However, raview of the PDC, Part A, for Rasidant |
| #23, revesied the date and e of death was
documented as G303/15 at 2:50 AM

i
!
i
|
I
;
| s
|
f
§
i
!
i
!

i

i

!

!

| Interview, on D4/17115 &t 9:30 AM, with tho

! Director of Nursing (DG?\E reveslad the nurse

g I assigned at the fme of Resident #23's death was
* o have gcourslely completed Parf A of the BDO

; . Fer imerview, her expectation was for nurses o

; “ensure the acourate date of death was

| transcribed on the POC,

!

Interview, on C4/17/18 at 10:00 AM, with the
| Regional Medic ?Qem s Dr clor, revealad the
! “nurse wrole the wrong date of death on Resident
] CEEZS PDC, and this was ucz 2c0 orized unij
. Surveyor F‘ tervention. She stated she would ‘ ‘
- naad to send a correction to ihe Commonwes! ; {
tof Kentucky Departrment of Public Health _ '
. Registrar of Vital Statistics . I

|
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[ AND PLAN OF CORRECTION DENTIFICATION NUMBER;
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& WING
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COMPLETED
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i' NAME OF PROVIDER QR SUPPLIER
|

VILLASPRING OF ERLANGER

STREET ADDRESS, UITY. STATE, 1P CODE
836 VIOX DRIVE
ERLANGER, KY 41018

A SUMMARY STATEMENT QF DEFICIENCIES I PROVIDER'S PLAN OF CORRESTION , ;
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ' COMPLETION |
TAG REGULATORY GR LG ICENTIFYING INFORMATION) TAg CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENCY)
K 000 INITIAL COMMENTS P " . . .
i |2 Withow admilting or denving the Yaikiity or existence
_ Eof the alleged deflciencies, inoluding but not Emited to
L Buiiding: 01 sLany detei‘!m‘mtf’om of seape or severity, Villaspring
provides the following pian of corvection. This plan of' |
Sy TS correction is submitted as required by the staie and
Plan Approval: 1999 JSederal guidalings and is not an edmission or
i ) . - . agreemeni with any of the cited informesion. This plan
Survey under: NFPA 101 {2000 Edition} of correstion is not meant to establish any stondard af
care, contract, obligation o position and Villaspring )
Factiiiy type: SNF/NFE reserves all right to raise all possible contention and
H defenses in any civil or erimingd claim action or ) |
. " R o - i proceeding, THIS PLAN OF CORRECTION SERVES f
Type of structure: Twa (2) Story with partial : AS Villaspring of Erianger CREDIBLE ALLEGATION "
. Tyre ' [ ; i g 2
basement Type I {111} Protectad : OF SURSTANTIAL COMPLIANCE AS OF 5/20/15,
- Smeke Compariment: Saven (7) K033
‘ . The smoke barrier door near
i ’“m Alarm; Complete Fire alarm System : therapy on the second floor and
{Installed 1999; f smoke barrier door on the firgt floor
| o ( ‘ leading to lobby will have proper
. Sprinkler System: Complets Sprinkler System PO < SRS p ?
| Wet) nstalied n 1000 ) - signage placed by 3/15/13 1o
; ‘ (Wei) Installed n 19 indicate method to operate door,
| Generator: Type 1l Diese! Instaliad in 1699 e s
; ' /o - 2. Tach facility door with delayed ‘
A Standard Life Safety Code Survey was CETESS Vjewid on 427715 by the |
: - g Cornorate Maintemanos T
L conducted on G4714/15, The facifity was found Lorporate Malntenance DEF‘W? 1o i
| net to be in compliance with the requirements for CLSUIE proper signage was in place; j
+ participation In Medicare and Medicaid Title 42, )
| Code of Federal Regulations, 483.70(z) ot sed. j 3. Additional education of
* {Life Safety from Flre) requirements for Maintenance Director, Maintenance
: participation In Madicars and Medicaid, The ‘ assistant, and Administrator was
: | = 1
census on the day of the survey was ons hundred | completed by 5/15/15 by Carporate
Land thirty-four (134), T’r*}e faclity is licensed for Maintenance Director on NFPA
~one hundrad and forty (140) beds. 101 Life Safety Code Standard
Lo N . N K038, Bvidence of learning
; Dengreﬂmes were clted with the mghest” . ; : demonstrated by verbalization and,
" deficiency of a Scope and Severity at a D" level. Q&A :
K028 NFPA 101 LIFE SAFETY CODE STANDARD i K038,
: ; H
88«0, / ;’ ] , ) : 4. Maintenance Director audits all
1B ] c/ % is arparged so that exits are resdily !
i ' .
TITLE {XBY DATE

, A
z.fxsom&mW‘r(& yéw)supp'_ﬁm REPRESENTATIVE'S SIGNATURE
AN A "

e I c;k,\\,-g

Any deificlancy statement ending with an asterisk (") denotes a deficlency which the nstition ma
er safeguards provide sufficient protection fo the patients. {See Instructions.} Except for nursing homes, th
2wing the daie of survey whether or not a plan of cortection is provided, For nursing homes, §
days following the date these documents are made avellable to the faclfity. if defigi

program parlicipation,
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| 185447 B. WiNG _— | 04/14/2015
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Pl SUMMARY STATEMENT OF DEFIGIENQIES D PROVIDER'S PLAN OF CORRECTION %
PREFIY (EACH DEFICENCY MUST 88 PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATIOM) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
§ DEFICIENGY)
|
KO3&. Continued From page 1 - KO03g
" accessible at ail tmes in accordance with section
AN : doars with delayed egress on 2
weekly hasis for proper
functioning; correct signage is
included in that preventative
maintenance checks. Any concerns
| will be brought to the Administratos
! andfor Corporate Maintenance
Director and reported to the
Quarterly Assurance Committee. Al
This STANDARD s not met as eviderced by: copy of TELS instructions for
Based on observation and interview, it was delayed egress is attached as
“delermined the facility failed o ensure doars EXHIBIT A, The QA Commities
} - equipped with delayed egress signage had mwets at least quarterly and consisig
signage indicating method to operate door, of the Medical Drrector, DON, _
s accerding to National Fire Protection Associafion : Adminisiraior and at least thres {3y
gf C{NFPA) The deficiency %}ad the poteniiai o affact Departments Heads,
i L two (2} of seven {7) smoke compartments, twanly
| (20) residents, staff and visitors. 3. Maintenance Director will monitor:
: : by observation and review of
he findings nclude: e s inr s
The g b audits. Date of Compliance: 5/20/15

H

?

|
" Observation on 04/14/15 a2t 1:08 P, with the

| Maintenance Director, reveaied the smoke harrier -

1

_ doors located on the secand floor Asar therapy
| was eduipped with delayed egress signage and
: did not have the proper signage which Indicated
| proper aperation to exit. Interview, with the

- Maintenarice Director af the time chservation,

' revealed the facilily was aware the slgnage was
- reguired, but had rot placed i on the door yet,

Observation on 04/14/15 at 1:30 PM, with the

| Maintenance Director, reveated the smoke barriar |
“doors focated on the first floor leading to the lobhy |

wag equipped with delayed egrass signage and
. cid ot have the proper signage which indicated
{ proper operation to exit. Interview, with the

i

!
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O &n approved, supervised automatic sprinkler

} STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIER/CLIA | (x2) MULTIPLE CONSTRUCTION (X3} CATE SURVEY f
| AND PLAN OF CORRECTION WENTIFICATION NUMBER: [ A BUILDING 01 - MAIN BUILDING 04 COMPLETED |
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{ !
é 185447 | BowiNe e 04/14/2015 i
| NAME OF PROVICER OR SUPPLIER ! STREET ADDRESS, CITY, 8TATE, 77 GODE !
i {
: | B30 VIOX DRIVE i
| VILLASPRING OF ERLANGER i
| | ERLANGER, KY 41018 |
J X4y SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION 453 ;
I PREF (EACH DEFIGIENGY MUST BE PRECEDED BY FuLL PREFIX EACH CORREGTIVE ACTION SHOULD RE D COMPLETION
b v REGULATORY R LSC IDENTIFYING INFORMATION) e CROSS-REFERENGED TO THE APPROPRIATE GATE ]
L : DEFICIENGTY i
K038 Continued From page 2 K038, |
" Maintenance Director &t the time of abservation,
revealed the facility was aware e SIgNagse was
i required, but had not placed it on the door e,
i The findings were corfirmed by the Administrator .
during the axit conference. ’
Reference: NFPA 101 (2000 Edition) E
i 7.2.1.6.1 Detayed-Egress Locks. Approved, !
isted, delayad agress locks shall be permitted to |
- b instailed on doorg serving low and ordinary
i hazerd contents in buildings protected throughout - !
' by an approved, supervised automatic fire {
; defection system In accordance with Section 9.8, [
f |

system in accordance with Section 87, and
. where permitted in Chapiers 12 through 42,
Cprovided that the following criteria are mes.

!

i H

5 “{a) The doors shall unfock dpor actuation of an

_1 approved, supervised automatic sprinkier system
j Hin accordance with Section 9.7 or ugon the

|

L actuation of any heat detector or activation of not

Cmore than two smoke detectors of an approved,
supervised automalic fire detection system in

, accordance with Section 9.6,

1

(b) The doors shaill unlock upor: loss of powsr

| controliing the fock or focking mechanism,

[ within 18 seconds upon application of & force o
. the release device required in 7.2.1.5.4 that sh i
not be required fo axcesd 15 it (87 N nor be

j
} | {c} Anirreversible process shall raleass the ook

3 seconds, The initiation of the release Mocess
- shall activete an audibta signal it the vicinity of

| by the application of force to the releasing device,

requirad to be continuously apolied for more than _f

the door. Once the door lock has beer released
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ESTAT'EMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIER/CLIA ,! K2 MULTIPLE CONSTRUGTION X3 DATE SURVEY
BENTIICATION NUMBER: COMPLETEDR

T AND PLAN OF CORRECTION

|

3
£
|
i
!

J

|
f 185447

ACBULDING 01 - MAIN BLILDING 01

i

i

y ;
-~ H
i

H

|

i

[ 94/14/20615

NAME OF PROVIDER OR SUPPLIER

VILLASPRING OF ERLANGER

STREET ADURESS, QITY. STATE, ZIF COPE

ERLANGER, KY 41018

1

!

| 630 VIOX DRIVE
|

|

wAD SUMMARY STATEMENT OF DEFICIENCIES D BROVIDER'S PLAN OF CORRECTION
PREFTE | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREF! (EACH CORRECTIVE ACTION SHOGLD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) T8O DROSS-REFERENCED TO THE APBROPRIATE
DEFICIENTY)
K038 Conlinued From page & K038,
relocking shall be by manual means onty. K054
; &xcep%@ n: Wh?re approved by the aUt,thy L. Medicine carts that wers blocking
. hasi'mg junsdﬁctson, a dgiay not exceeding 30 fire extinguisher on second floor
 seconds shafi be permitted. near linen closet #3 snd on the firet!
{d) "On the door adjacent to the release device, Hloor f‘%&de of room 1203 were
there shail be a readily visible, durable sign in moved immediately,
fatters not less than 1 in. (2.5 om) high and not L
less than 178 in. (0.3 cm) in stroke widih on 2 2. The Maintenance Director
“contrasting background that resds as follows: conducted a complete facility andit’
FPUSH UNTIL ALARM SOUNDS on 4/27/15 to ensure all fire ;
DOOR CAN BE OPENED IN 15 SECONDS extinguishers wers not chstructed ‘
; or chscured from view, |
7.10.8.1" No Exit. Any door, passage, or stairway
i that is neither an exit nor o way of exit acoess In addition, weekly rounds are
cand that is located or arranged so that it s likely performed by the administrator,
to be mistaken Tor an exit shail be identified bya | DON, Maintenance Supervisor, and
sign that reads as follows: lousekeeping Supervisor on sach
‘ g(??’ unit (o assure fire extinguishers are
| Such sign shall have the werd NO in letters 2 in, visibiz and accessible.
5 om) high with a stroke width of 3/8 in. {1 om) - L -
;nd ih}e u{f}ord EXIT i letters 1 in. (2.5 em) high, 3. Aaqmumi Cd‘?‘faum ol , :
. with the word EXIT below the word NO. Maintenance Diteotor, Maintenance
K064 NFPA 101 LIFE SAFETY CODE STANDARD K o6al Assistant, and Administrator

58=0,
| Porlable fire extinguishers are provided In ail

. health care cccupancies in accordance with
PB4 19358 NFPATD

!

| This STANDARD s not met as evidenced by:
. Based on observation and interview, it was
 determined the facility failed to ensure fira

. extinguishiers were not obstructed from use,

conducted by 5/15/15 by Corporate
Maintenance Director on NFPA
101 Life Safoty Code Standard
K064, Additionally each facility :
staff will be re-educated regarding’
not obstructing or obscuring the
view of fire extinguishers so they
are visible and accessible by :
5/20/15 by Adminisirator
Maintenance Director and/or :
Maintenance Assistant, Evidencd
of learning wifl be demonstrated by
verhalization and Qé&A. ‘
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GENTERS FOR MEDICARFE 4 MEDICAID SERVICES 1
| STATEMENT OF DEFICIENDIES Lx. J PROVIDER/SUPPLIER/CLIA { {X2) MULTIPLE CONSTRUCTION lixay oATE sumver |
| AND PLAN OF CORRECTION f DENTIFICATION NUMBER: ( BUILDING 01 - MAIN SUILDING 01 f COMPLETED
| [ . . | :

] i 185447 , - WING . ;i G4/14/2015
i STREET ADDRESE, CITY, 8TATE, ZIP COPE

MAME OF PROVIDER OR SUPRPLER

VILLASPRING OF ERLANGER

836 VIOX DRIVE
f ERLANGER, KY 41018

| xam SUMMARY STATEMENT OF DERICENCIES 0 PROVIPER'S PLAN OF CORRECTION
PREFIX | [EACH DEFICIENGY MUST BE PRECEDED BY ULl PREFD {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APFROBRIATE
/ DEFICIENGY)
! K 064 Continued From page 4 K 084
} according ta National Fire F’rpiectioﬁ Association 4. Administrator, Maintenance
' F{NFPA) standards. The deflciency had the Director and/or Team Lead nurses
potential o affect two (2}{0? seven (7} smoke will audit floor for ohstructed or
- compartmenis, thirty-six (36) residents, staff and . obscured from view of fire ; f
: visitors. ’ extinguishers weekly for 4 weeks
The findings include: ther monthly Ekiﬂg a Piiwork\heci :
See attached as EXHIBIT B. If
: Chservation on 04/14/2015 at 125 PM, with the ssues are noted they will be
‘Maintenance Director, revealed on the Second addressed at the time including un-
. Flaor a fire extinguisher near Linen Closet #3 was | obstructing the fire em%hl‘*hei and
blocked by a medicine cart. Infery dew, with the one on ong education of staf; _
| Maintenance Director at the time of observation, Resuls of the P wor ﬁg;ie”t il be
. ravealed staff had been trained not 1o black fire reported to the QA commities for a,
| Fextinguishers with' ffams, determination of the need for
further ongeing formal monitoring. | !
: FObservation om 04/14/2015 at 150 PM with the The QA Commitice mests at loast ]
| Maintenance Director, revealed on the First Floor quarterly and congists of the
fafire exéérﬁ-gu?she; near residant ro;m 1 QQS was Medical Director, DON,
i blocked by a medicine cart, Interview, with t‘?‘e Administrator and af least tree 3).
' Maintenance Director af the e of obsarvation, Departments Hoads,
crevealad staff had bean frained not to block fire
 extinguishers with items. 5. The Administrator will monitor

The findings wers confinmed by the Administrater |
during the exit conference.

| Reference: NFPA 10 (1998 Edition)

C1-8.6" Fire extinguishers shall not be shstructed
i or obsourad from view,

{ Exception: In farge rooms, and in ceriain
cations where visual obstruction cannot be
completely avoided, means shail be providad to
; inddicate the location,

through observatior, interview and
review of sudits. Date of
Complance:
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