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I 166 483.10(c)(6) CONVEYANCE OF PERSONAL FUNDS UPON DEATH

Upon the death of a resident with a personal fund deposited with the facitiry, the facility must convey within
30 days the resident's funds, and a final accounting of those funds, to the individual or probate jurisdiction

adminisiering the resident’s estale.

This REQUIREMENT is not inet as evidenced by:

Based on interview, record review, and review of the facility's policy, i1 was determined the facility faited to
convey funds promptly within thirty (30) days, for one (1) of five {5) discharged records reviewed.
{Unsampled Resident E),

The Findings Include:

Review of the facility's policy titled "'Protection of Resident's Personal Funds", daied 10/19/10, revealed the
facitity should promptly convey resident's funds and a final accounting of those tunds 1o the individual
administering the resident's esiate.

Review of Unsampled Residem E's personal funds records, on 10/24/12, revealed Unsampled Resident E had
expired on 01/04/12; however, there was no documented evidence the final conveyance of five dollars and
three cents ($5.03) was conveyed 10 Unsampled Residemt E's family.

Interview with the Accounts Representative, on H)/24/12 ai 12:30 PM, revealed after the resident's death, a
check tor the remaining funds in the resident's account should be issued to the next of kin within thirty (30)

days.

Imerview with the Administrator, on 10/24/12 a1 12:30 PM, revealed the normal process was 10 issue a check
10 the next of kin within thirty (30) days of the resident’s death,

Ay deficiency slxtenient ending with an asterisk (*] dencres a deliciency which the institstion may be excused from correcling providing it is determined ihat utler safeguards provide sufficient
prolection 1o the parienss. (See instruclions.} Exeept lor narsing lomes, the lindings stated above are disclusable G0 days fullowing the date of survey whether or nota plan of correction is provided.
For nursing lomes. the above findings and plans of correction are disclosable 14 days lollowing the date iliese ducunents are inpde available lu Hie lacilily. 1f deficiencies are cited, an approved plan of

The sbuve isolaled deficiencies pase no nctunl harm 1o the residents

31 . . .
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PREFIX {EACH OZFICIENCY MUST SE PRECEOS0 BY FULL i PREFIX "(EACH CORRECTIVE ACTION 3HOULD B COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION| 2 YAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ , . i | . OfRCENCY] |
f | This plan of correction is prepared J
F 000" INITIAL COMMENTS f F 000! and executed because it is required
o . i by the provisions of the state and I
A Recertification Health Survey was conducted. | ;fgiﬁfez%ugg ﬁﬂgnag;rggtsb;:?: {;; g
10723112 through 10/26/12. Deficiencies were allegations and citations fisted on
. | cited with the highast Scope and Saverity of an °g L ,
g, - this s'!a!emenf 0)_‘ p’eﬁc:epc:gs.
F 228 483.13(c) DEVELORIMPLMENT | Lrovidence Paviion maintains that |
S$=D| ABUSEINEGLEGT, ETC POLICIES the alfaged deficiencies do not, i
- S&=D ' individually or collectively, ,f
- : " ‘ P dize the heaith and safety of |
The facility must develop and implement written | /eoparg
policies and procedures that prohibit : tf;e res;dents} n?r ?{e they Ofs.?' C? l
" mislreatrrent, neglect, and abuse of residents o .fe fggf:&:;ugg ;2; rgtgscsf; scgrjf/b;d
 and misappropriation of resldent proparty, l by the regulations. This plan of 7
correction shall operate as |
Providence Favilion's written L
: credible allegation of compliance. |
This REQUIREMENT is not evi i F
by: M 'S not met as evidenced . By submitting this plan of i
Based on interview, review of employee files, | | cofrection, Providence Pavilion I
and a review of the facility's "Abuse, Neglect and | l does not admit to the accuracy of |
| Misappropriation® policy, it wes determined the | the deficiencies. This plan of ,
. facillty falled to implement the facility's policy to i correclian is not meant to establish
| conduct reference checks on afl employees prior any standard of care, contract,
| to the employee working in the faciity. The facility obligation, or position, and
failed to conduct a state nurse aids abuse registry . f?f OVIdence_ Pavifian reserves alf
checi and validate the license for one (1) of five 1ights to raise all possible
(5) sampted employeés (Registered Nurse #1 ). , contentions and defenses in any
. » I civif or criminal claim, action, or
The Findings tnoluda:; | proceeding.
A review of the facillty's policies tited “Reslident F &1). ' Providence Pavilion will ]
ﬁb‘zuzell §$§i$ a”g .gisigpf Opfiaﬁont"spczﬁc}t’ ‘ o continue to develop and l :
i dated 10/ , @nd the *Recruitment Setection ) - . s '
Process”, dated 02/11/11, revealed the stats : Hop leénent p I?;lc:esha::;q |
nurse aide abuse registry check and s validation | Procedures that prohibit ;
of license or certification would be done upon nustreatment, neglect, and abuse i
application and prior to hire. - ‘ of residents and misappropriation |
[ of resident property.
TITLE . (6] GATE

LA&ORA?ORY OIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any defldiency statemenl ending with an astansk {7} denctes 2 deficisncy which tha institution May 20 exCused from comeacting providing i iz determined that
other safeguards provide sufficient protection Iz Ihe palients. (See instructions.) Except for nMitsing hamas, tha findings staled above afa disclosabie 80 days
following the'date of survey whather o not 2 plan of correction Iy provided. For nursing homes, the above findings gne plans of carreclion are disclosable 14
days following the date these documents are made availzble lo e facility. If deficiencies are cited, an appraved plan of correction Is requlsite 1o continued

program participation.

FORM CMS-2567(02-99} Previous Varsions Obtoista Evant 10:CSO011 Fecilily 1D: 100266 If continuation '5t;eet Page 10of 28
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o SUMMARY STATEMENT OF DEFICIENCIES D PROV ‘
PREFIX {EACH OEFIZIENCY MUST BE PRECEOED BY FULL PREFIX ,I {EACH cgg:’ﬁscl;{l..:g A%T?O?ﬂﬁésqgg ZL%NBE { campmf;grlm
TAG | - . REGULATORY ORLSC IOENTIFVING INFORMATION| TAG | CROSS-REFERENCED TO THE APPROPRIATE BATE
: ‘ OEFICENGY}
‘ ~ No residents were found to be :
F 228 | Continued From page 1 J F 226 affected by the deficient practice. |
o L myoe o o 142442 10 | Uponmerview i HR |
i PM, istered Nurse #1 was . : :
hired on 08/24/12. Review of the faciity's Manager; it was verified that
schedule for September 2012, revealed RN #1 RN#1 license was checked prior |
was on schedule to work 09/61/12. Raview of RN to hire but the verification print
#1'5;(11318 ;%qcff ;gr that date.t%e\éialed RN #1 i off was misplaced. Since printed |
worke arriving at 8:54 AM and leaving O] :
at 3:35 PM. Further review of RN #1's employee | ver':ﬁcgtli?n was 'rec%;ur‘e]f 3}8 |
file, revealed the state abuse registry check and | registry was again checked on ?
¢ validation of license was not complsted unti 9/3/12 E
08/03/12. i HR files from associates hired ’
Interview with the Nurse M Y0242 at i within the last four months were l
i se Manager, on a .
1:08 PM, revealed the normat process was to reviewed 0n_ 10730712 by tbe HR ]
.| verify license and check the state nurse aid | Manager to insure and verify that |
| abuse registry prior to hire, i all pre-hire paperwork was in ]
Ba iterviow with he Director of Nuising (DO compliance. I'
nierview the Director of Nurs g , On - 1 l i
10126112 2t 5:00 PM, revealed smployses were Associates invo Vid;f"ﬂl tie 1
. not to be scheduled and work until the state nurse hiring process, including all pre-
aide abuse registry was checked and the license ! hire requirements were given a
was verified to be current and active, i refresher on policies and
F2rs 18C3-20(Q) - (i) ASSESSMENT procedures for completing all

1 The assessment must accurately reflact the

| resident's status.

A registered nurse must conduct or coordinate
sach assegsment with the appropriate
participation of health.professionals.

Aregistered nurse must sign and ceriify that fhe
: assessmant is completed.

Each individual who com ptetes a portion of the
assessment must sign and certify the accuracy of
that porfien of the assessment. : ‘

assoctate on 11/8/12 by the
administrator.

In order to easure compliance,

- the business office manager will

I conduct an audit on new hires’
paperwork, including the abuse
registry check weekly for all new
hires for four weeks and then will
randomly audit new hire
paperwork monthly for 3 months.
! Any identified issues will be

i corrected immediately. Results
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Failly 10 100266 If continuation shest Page 2 of 28



wy el 3. Ne. 8629 P %

Nov. 21 2012 116w PRINI U 1171312012
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDMCARE & MEDICAID SERVICES OMB NO. 0938-0331

STATEMENT OF OEFICIENCIES {XI} PROVIDER/SUPPLER/CLIA | (X2} MULTIPLE CONSTRUCTION © (X3} DATE SURVEY
AND PLAN OF CORRECYION IDENTIFICATION NUME ER: COMPLETED
. &, BULOING
B. W .
185038 e 10/26/2012
NAWE OF PROVIDER OR SUPPLIER STREET AOORESS, CITY, $TATE, ZIP CODE
i ' . 401 EAST 20TH STREET
PROVIDENGE PAVILIGH | COVINGTON, KY 41014
(X4I lo SUMMARY STATEMENT OF OEFICIENTIES ' [y PROVIOER'S PLAN (OF CORRECTION 163
PREFE {EACH DEFICIENCY MUST BE PRECEOED BY FULL ! PREFX {EACH CORRECTIVE ACTION SHOULO eE COMPLETION
TAG . REGULATORY OR 1.5G IDENTIFYING INFORMATION) © o TAD CRUSS-REFERENCED TO THE APPROPRIATE OATE
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F 278 | Continued From page 2 ¥ 2, | will be reviewed at the Quality 26
, , ! Assurance Committee meeting
Under Medicare and Madicaid, an individuat who ' - for further recommendation and
williully and knowingly certifies a material and determination of frequency of

fetse statement in a resident assessment is futare monitorin o
subject to a civil money penalty of not more than '
$1,000 for each assessment; or an individual who '
willfutly and knowingly causes another individuz! :
to certify a material and false statement ina i
resident assessment is subject to a civit inoney
penalty of not more than $5,000 for esch

| assegsment, '

| Clinicat diéagreemenz does not constifute a Faty Restdent 10°s MDS was 2tz

material and false statemant. reviewed for accuracy.,
‘ Modification was completed to
include E0200 C; behavior

1 This REQUIREMENT is not met as avidanced | -
- - symptoms not directed at others

oy
Basad on observatlon, interview, and record on 11/20/132.
review, it was dstermined the facility failed to To ensure no other residents were
ensure Minimum Data Set (MDS) Assessmant J b affected the Nurse Manager and

accuracy for one (1) of fifteen (15) sampled

residents (Resident #10). The facility failed to MDS nurse reviewed with the

- code the resident as having behaviors and nursing staff, the residents who )
therefore the MDS did not trigger behaviors for exhibited behaviors to ensure
- Hthe Care Area Assessment Summary (CAAS} to | behaviors were accurat ely

be completed. Interviews with staff revealed
| Rasident #10 consistently grabbed at objects and !
placed them in his/her mouth, which was not |

assessed on October 25, 2012. |
Nurses and nurse aides will be re- .

noted on the MDS or CAAS. : l educated on or before December
nas include: ‘ ' .17, 2012 by Director of Nurses
| The findings include: . i and/or designee regarding proper
{ Interview with the MDS Coordinator, on 10/26/12 _ reporting of resident behaviors
at 5:50 PM, revealed the facility did not have a and necessary follow up i
.| specific-policy related to MDS or Resident , regarding assessments that are l
Assegsment Instruments (RAI). However, the required. ! :

"MDS Couordinator reported the facility referred to

FORM CMS-2687(02-98) Previous Varsions Obsolate Evenl 10; C5001¢ Fadlily 10: 160266 If continuation sheel Page 3 of 28
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F 278! Continued From page 3 )

! and followed the MDS 3.0 User Manual instead of
* having an actual poticy and procedure specific to

i the facilily.

Record review revealed the facility admitted
| Residen #10's on 01/12/1990 with dizgnoses
which included Encephalopathy, Convulsions,
and Aphasia.

Review of Resident #10's Annual MDS ‘
Assessment dated 09/13/12, revesled the facitity
assessed the resident as having severe cognitive
i impairment. Review of Section E (Behavior),
revgaled the facllity assessed the resident as
exhibiting no behavior symptoms for the
timeframe under review, Review of Section G
| {Functlonat Status), revesled the facility assessed !
; the resident as totally dependent on staff to
complete alt Activities of Daily Living (ADLs),
" | ineluding one person assist when eating.
Continued review of the MDS Saction K
! (Swallowing/Nutritional Status) revealed the
facility assessed the resident as requiring a i
meacharically altered diet.

Review of the CAAS, which was generated from
the MDS assessment, revealed Resident #10 did |
not tigger ag having behavior symptoms, nor was
the Resldent triggerad as needing a care plan to

. eddress behavioral symptoms.

Review of Resident #10's Comprehensive Care
Plan, revealed there was a problem initiated on
08/14/12 which stated the resident had polential

scratch others during care, Further review of the
Comprehensive Plan of care, revealed there was
' no documented evidence the resident exhibited

i

| alteration in mood andlor behavior and may 1

F2rg| Providence Pavilion will
continue to ensure that resident i
assessment accurately reflect the |
resident’s status,

{2

i
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COMPLETION
DATE

F 278% Continued From pags 4
-any othat types of behaviors.

revealed Resgident #10 was ordered a pureed
dist.

Observation of Resident #10 while dining in
Providence Unit, on 10/25/12 at 5:26 PM,

Registerad Nursing Assistant (SRNA) # 5 and
- threw the substance in the floor. Continued
observation revealed the resident continuously

by SRNA #5.

Continued observation of Resident #40 while
dining In Providence Unit, on 10/25/12 at 5:45
PM, ravealed SRNA #5 wiped Resident #10's
mouth with.2 napkin, and Resident #10 tore a
large piece of the napkin off and piaced it n

- Practical Nurse (LPN) #2 were both present In
the diningroom at the time of the incidert, they

proceeded to place a gloved hand in Resident

napkin as Resident #10 had swallowed the
napkin. . :

: revealed she did not realize Resident #14 had
taken the napkin from her hand untit surveyor

objects from histher tray and she also reperted
she usually used an actuat towel clothing

Review of the Physicians arders, dated 10/15/2,

revealed Resident #10 picked up a bow! of apple
sauce from his/her tray while belng fed by State

reached for items on the food tray while being fed

Uhisther mouth. Although SRNA#5 and Licensed

were unaware until surveyor intarvention, LPN #2.
#10's mouth; however, was unable to retrieve the
Interview with SRNA #5, on 10/26/15 at 5:50 PM,

intervention. Further interview revealed Resident
#10 required tlose supervision due to grabbing

protector to clean the resldent's mouth, but had

|
F27_agt- !

|
|
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F 278 Continued From page §
used a paper napKin that day.

Interview with LPN #2, on 10/25/12 at 6:02 PM,
. revealed Resident #10 required closa supervision
j related to unpredictable behaviors and grabbing
random things and placing them in histher mouth.
LPN #2 also reported she believad SRNA #5
should have monitored Resident #10 mare
closely during dining,

nterview with SRNA# 6, of 10/26/52 at 10 t4

AM, revealed "Everything he/she gets goesto f'
hig/her mouth.” SRNA #8 also reported Resident i

#10 required close supervision when eating. She |

 also added that his/her tray had to be ouf of reach
at all times dueé {o grabbing behaviors :

Interview with SRNA#2, on 16/26/12 21 10:20
AM, revealed Resident #10 was known fo grab
...{tems and place them in histher mouth, so the

| facility had purchased large items for the
Resldent to keep in his/her room to prevent him
from choking. In addition, she reported Resident
+ #10 required interventions such as hotding one of
 higiher hands while dining to prevent him/her
from grabbing or knocking the food off the table.

Interview with Registered Nurse (RN) #2, on
10/26/12 &t 10:30 AM, revealed Resident #10 did
require very close supervision when dining, and
that he/she normally wore a towel/clothing

; protector instead of using a paper napkin,
However, she was unaware of why Resident #10
was not waaring a towsl/clothing protector on .
10/25/12, RN #2 was unaware if he/she had a
care plan addressing this behavior, but stated
they would now create one since he/she had
swallowed part of 2 napkin. RN #2 did report that

F 278

§
!

!
;
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F 278 Continued From page 6

| Resident #10 was known to place itams in histher
mouth, but to her knowledge he/she had naver
actually swauowed any of them.

! Intarview with the MDS Coordinator, on 10{26/12 :
| at 2:30 PM, revealed she was aware Resident
#10 had behaviors that included grabbing items

stated the behavior sections of the MDS had
been complated by Sociat Services and that she
was unaware as to why bshaviors had nof
triggered for this regident,

- 1. Intervisw with Director of Socizl Servicas, on

1 10/26/12 at 2:50 PM, revealed she had
conductad the behavior sections of Resident
#10's MOS dated 08/13/12 and obtained .
« infortrration to complete the MDS from Nurse's
; Notes, and Interviews with staff. Shea statad that
she was aware Regident #10 placed items In
histher mouth through her observations, and this |
behavior should hava bean reflected on the MDS.
F 279 483.20(d), 483.20(k)}{(1) DEVELOP
85=D | COMPREHENSIVE CARE PLANS

Afacility must use the results of the assessment
to develop, review and revise the resident’s
1 comprehensiva plan of care.

The facility must develop a comprehensive care i
plan for sach resident that includes measurable
objectives and timelables to meet a resident's *
medical, nursing, and mentat and psychosocial
needs that are identified in the compreharisive
assassment,

The care plan must describe the services that are
i to be furnished to attain or maintain the resident's

and placing them in hisfher mouth. However, she |’

F 278

F 279

Providence Pavilion will !
continue to develop
comprehensive care plan for each
resident that accurately reflect the
resident assessment.
Resident 10°s care plan was
reviewed and updated on t
10/26/12 ta inclede & care plan ,
for hletory of placing non food ]I
1

l ‘!2‘10“‘

items into their mouth (PICA). A
review of behaviors was
completed with nursing staff on
10/26/12.
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: . - 5 ther residents -
F 279: Continued From page 7 : F 279 Toensure no o Tl 10 1
P \ A were affected, the Nurse
highest practicable physical, mentat, and M d MDS
i psychosocial well-Being as required undar Anager an nurse
§483.25; and any services that would otherwise | reviewed with the nursing statf,
be required under §483.25 but are not provideg the residents who exhibited
due to the resldent's exercise of rights under i ' behaviors to ensure behaviors t
Eiﬁ? §0$, égc:{‘tz}tig}%‘t}he right to refuse treatment were accurately on the plan of
' care on October 26, 2012,
. Nugses and nurse aides will be re-
This REQUIREMENT is not met as evidenced ‘ educated on or before December
by: . . .
: the Director of Nurses
Based on observation, interview, and record 7, i,m dey. he D rdi .
revigw, -l was determined the facllity falled to ; an OI: emgneg ‘”ef%a%“ 1ng p rope
» ensure an individualized Plan of Care was . reporting of resident behaviors
. developed for one (1) of fiftean (15) sampled i and necessary follow up

| r?siqentsb('Retsigleit] *%;}0) relatzeﬁ mé’e?ggoﬁﬁ of |- regarding assessments so that the
acing opjecis in er mouin, . M .

Gring tinner, Resident #10 was observed fo information can be accurately

-1 swallow a piece of his/her napkin; however, staff ! placed on the resident care plan.

present were not aware until surveyor ! In order to ensure compliance,

intervention. o Director of Nurses or Nurse

| © Designee will audit resident care

plans and nursing charting to

| The findings include:

“ Interview with the Nursing Supervisor, on ensure proper behavior
10/2612 at 11:46 AM, revealed the facility did not ' documentation on four residents
have a.written policy or procedure that addressed | for 4 weeks and randomly

Comprehensive Plans of Care,
g S thercafter for 3 months. Results

Review of Resident #10's medical record a ‘ will be reviewed at the Quality
ravealed he/sha was admitted, on 01/12/90 with Assurance Committee meeting
ﬁiagnosgs which included Encephalopathy, _ for further recommendation and
 Convulsions. and Aphasiz. determination of frequency of

Set (MDS) Assessment, dated 09/13/12, revealed
the facility assessed the resident as having
severe cognitive impairment. Review of the -

I
" HOLL ¢ i
Review of Resident #10's Annual Minimum Dala : future monitoring l

FORM CMS-2567(02-39] Previous Vessions Obsolele Evanl 10:C5QGII Facility /0: 100255 If continugtion sheat Page 8 of 23
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Behavior Section (E), revealed the facility i
assessed the resident as exhibiting no behavior
symptoms for the timeframe under review,
Raview of the Functional Status Section (G),

i revealed the facility zssessed the resident as
totally dependent on staff to complete alf Activities
.|-of Daily Living (ADLs), mcludlng one person
assist when eating. Further review of the MDS
Swattowing/Nulritional Status Section (K)
revealed the facilify assessed the resident as
requiring 2 mechanically altered dist.

- Review of Resident #10's Care Area Assessment
Summary (CAAB), ganerated from the Minimal |
Data Set (MDS) assessment, revealed the i
resident did not trigger as having bebavior .
sympioms, nor was the resident triggered as i
needing a care plan to address behavioral
| symptoms,

Review of Resident #10's Comprehensive Plan of
Care, revealed 2 problem inltiatad on 08/14/12

in mood and/or behavior and may scratch others
 during care. The goal stated the would causs no
serious injury to self or others. Further review of
the Care Plan, revealed thers was no
documented evidence of interventions for any
other behavioral symptoms,

Review of Physicians orders, signed 10/15/12,
revealed Resident #10 was ordpred a puraed
diet.. ]

i

: Observatlon of Resident #10 during dlnner meal
r in Providence Unit dining room, on 10/25/12 at
5:26 PM, revealed Residant #10 picked up a bowl
l of apple sauce from his/her tray while baing fed

which stated the resicent had potential alteration |

l

i
|
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observation revesled hafshe continuously
- i fed by SRNA #5,

Observation of Resldent #10 while dining In
Providence Unit, on 10/28/12 at 5:45 PM,

were both present but were unawars of the

but was unable to find the napidn. It was
concluded, Resident #10 had swallowed the
| napkin.

#5 revealed Resident #10 required close

of hisfher tray. She also reported she usually

the resident’s mouth, but had used a paper
napkin {oday for- unknown reasons.

| believed SRNA #5 should have monitored
Resident-#10 more closely during dining.

by State Registered Nursing Assistant {SRNA) #5
and threw the substance in the floor. Continued

! reached for objects on the food tray while baing

revealed SRNA #5 wiped Residant #10°s mouth

with 2 napkin, and Resident #10 removed & large
piece of the napkin and placed it in histher mouth.
SRNA#5 and Licensed Practical Nurse (LPN) #2 |

incident until surveyor intervention. After being
. Informed of the incident by the surveyor, LPN #2
placed a gloved hand In Rasident #10's mouth,

Interview with SRNA #5, on 10/28/15 at 5:50 PM,
revealed she was not aware Resident #10 had
taken the napkin from her hand untll surveyor
intervention occurred. Further Interview of SRNA

supervision while dining due to grabblng items off ;

-j 'used an actual fowel clothing profector to ¢clean

s rterview with LPN #2, on 10/25/12 at 5:02 PM,
revealad Resident #10 required close supervision
by staff related to unpradictable behaviors snd '
grabbing random things. LPN #2 also stated she

F279

FORM CMS-2587(02-92) Pravious Varsions Obsolste

Evenl ID: CSO041 Faclity 10; 106268 If continuation shast Page 10 of 28




13FM : KG. DOLY r.

oV 21 AUt 1
PRINH:D 11/13}‘2{}12

DEPARTMENT OF MEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ . OME NO. 0838-0391
£T4TEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2] MULTIPLE CONSTRUCTION (%3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: , , COMPLETED
o A. BUILOING .
B. WING ‘
185038 10/26/2012
NAME OF PROVIOER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
. 401 EAST 20TH STREET
. PROQVIDENCE PAVILION .
: COVINGTON, KY 41014
4410 SUMMARY STATEMENT OF DEFICIENCIES 19 PROVIOER'S PLAN OF CORRECTION I s
PREFIX (EACH OEFICIENCY MUST BE PRECEOED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG " CROBS-REFERENCED TO THE APPRDPR;ATE I RATE
: . DEFJCIENCY) E
" F 279 Continued From page 10 ' F 279 '
' |
|

Interview with SRNA#8 In Resident #10's room,
:on 10/28/12 at 10:11 AM, revealed "Everything
i he/she gets goes to hisfher mouth.” SRNA #8 ‘ :
also reperted Resident #10 required close ' ! ‘

supervision when eating due to these behaviars. :
Furthermore, she added that his/her tray had {o
be out of reac:h at all times due to grabblng
behaviors,

Interview with SRNA #7 in Resident #10's room,
on 10/26/12 at 10:20 AM, revealed Resident £10
was known to grab items and placa them in
his/her mouth, so the facility had purchased large
lterss for the Resident to keep in his/her room

: that would prevent-choking. In addition, she
reported Resident #10 reqguirad interventions | .
such as holding one of his/her hands while dining ) i
to pravent him/her from grabbing or knocking :
items off the table,

Interview with Registered Nurse (RN) #2, on ‘
10/26M12 at 10:30 AM, revealed Resident #10 did
il requlire very close supervision when eating, and

.. | that he/she nomally wora a towel/bib instesd of

~, using a paper napkin. She was unawars of why
Resldent #10 was not wearing a towel/bis on
10/258/12. RN #2 was unaware if he/she had a
current care plan addressing this behavior, but
stated they would now create one since he/she
had swallowed part of a napkin, RN #2 did report
ihat Resident #10 was known to place items In-
hisfher mouth, but to her knowledge héfshe had
never swallowed any of them.

Interview with the MDS Coordingtor in the dining
ares, on 10/26/12 at 2:30 PM, revealed she was
aware Residant #10 had behaviors that Included
grabbing itéms and placing them jn histher

FORM CMS-2567(02-89) Previoys Versions Obsolss Event iD: CIOON © Facllty 10: 100266 © I continuation shesl Page 11 of 28
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mouth. However, she reporied the behavior
sections of the MDS had been completed by the
_ | Social Services Director, and that she was ,
! unawere as to why the Resident had net triggered '
for these known bahavlors, {

! Interview with Director of Social Services, on
| 10/28/12 at 2:50 PM, revealed she had
conductad the behavior sections of Resident
#10's MDS dated.09/13/12. She stated that she
was aware Resident #10 placed items in his/her
mouth, and it should have been coded on the
MDS, so that it would have triggered the CAAS
and a care plan would have been initlated to
-1 address these known behaviors. She stated she
| was responsible for completing the behavior Cara
Flans. :

- ! Interview on 10/26/12 at 3:16 PM with the 5
Director of Nursing (DON), revealed she was new p o
to the facility and did not know the residents that :
well, however, stated if the resident had a habit of ‘

placing objects in hissher mouth, there should

't have been a care plan in place to address this
behavior prior to this incident. She further stated
the care plan should have specified there was to
be no paper products on the meal trays and ro
small objects In reach that the resident could
Dlace In histher mouth.

* 5231 483.25(h) FREE OF ACCIDENT ‘ F 323

§8=0 | HAZARDS/SUPERVISION/DEVICES . vy . P lomy,
Providence Pavilion will ensure :
| The facility must ensure that the resident - . that the resident environment
environment remains as free of accident hazards remains free of accident hazards
ag is possible; and sach resident receives as is possible
adaquate supervision and assistance devices to ’
prevent accidents. '

FORM GMS-2567{02-69) Prevlouz Verslons Obsolete ’ Evanl 10:CSO0N Facility |0: 160288 If continuation shes! Pags 12 of 28
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| This REQUIREMENT is not met as evidencad
by:

e -t as-lg possible and that each resident receives

“1in addition, the facility failed to ensure an
_aevironment free of aceident hazards as evidenced

E

Hased on observation, Interview, record review
and review of the facility's policy, it was
determined the facllity failed to ansura the
environment remaing as free of gecident hazards

adequale supervision and assistance to prevent

accidants for one {1) of fiftean (15) sampled

I residents {Resident #10}. Resident #10 was

; obsarved to swallow z piece of a napkin during |
dinner on 10/25/12, and staff was unaware until

surveyar intervention. Thers was no documentsd:

evidence prior to this oceurring, that the facility

identified potential hazards and implemented

interventions/supervision to keep Resldent #10

safe from acciderts relatad to the resident

with staif revealed they were aware the resident
consistently placed items in histher mouth.

by ebservation on Inltial tour revesled used razors
on a shalf in tha resldent bathrooms, and scissors
on the back of the toilst in a resident bathroom.
Also a sharps container in the Providence shower

room was overflowing with used razors,

| Cbservation of the crash cart on the Purpose

I Hall, on 10/26/12 at 11:10 AM, revealed the cart
, wasg at the end of the hall away from the nurges
! station, unlocked, and contained five three

placing items in hisfher mouth although interviews |-

Resident #10 was assessed and
no adverse effect was noted.

All razors and scissors were
properly stored on 10/23/12.

The sharps container was
removed and replaced with a new
container on 10/23/12

The crash carts contents were
updated and the carts were
locked on 10/26/12.

To ensure no other residents were
affected, the administrator and/or
designee conducted
environmental rounds to verify
the environment was free of
hazards such as razors, sharps,

, and scissors. |

! Staff will be re-educated on or
before December 7, 2012 by the
Administrator and/or designee
regarding keeping the
environment safe to potential
negative outcomes specifically
related to proper storage of
sharps/razors and proper control
of the crash carts.

i
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P : Nursing staff will be re-educated
F 3221 Continued From page 13 _ ! F 323 on providing proper supervision
millimeter syringes with 5/8 inch needies, one (1) © - of residents who may exhibit
IV start Kit, apprmgmately thmy (30)‘ glucometsr | behaviors that could be a safety
safety lancets, a vial of Bacteriostatic £.9% - . . . n
risk especially during meal times

. Sodium Chioride {expiration dafe 05/¢1/12).
Review of The Crash Carts Contents sheet” on or before December 7, 2012
revealed the date of inspaection was 10/17/12 and by the Director of Nurses and/or

the next inspection date listed was 11714112, © designee.
The findings include: o )

: , ! : In order to ensure compliance,
1. Review of Resident #10's madical record the administrator and/or designee |
revealged diagnoses including Encephalopathy. will conduct an audit to ensure

“i-Convulsions, and Aphasia. Review of the Minimal : :
Data Set (MDS) Assassment, dated 0813112, . |. - the environment is free of
hazards for two (2) times per

| revealed the facility assessed the rasident as

' having severe cognitive impairment. Review of week for three (3) weeks and

Section E (Behavior), revealed the facility : then one (1) time a week for
assessed the resident as exhibiting no behavier - three (3) weeks. The Director of
symptoms. Review of Section G (Functional <l Nurses and/or Designee will

Status), revealed the facility assessed Resident

#10 as totally dependent on staff to complete audit the dining rooms during

L+ | Activities of Daily Living (ADLs), including one- | - . meal service to ensure adequate

[ person assist whan gating, Further review of the supervision for two (2) times per
MDS Section K (Swallowing/Nutritional Status) © week for three (3) weeks and

| revealed the facillly assessed the resldent as ' .

| requiring a mechanically altered diet. : then ore (1) time 2 week for

: : - three (3) weeks. The Direcior of

t Review of Resident #10's Care Area Assessment Nurses and/or Designee wilt
‘Summary (CAAS), revealed Resident #10 didinot | audit the crash carts to ensure
trigger as having behavior symptoms, nor was the safety and proper storing of

Resident triggered as requirng a care plan with

inferventions to address behaviors, supplies for two (2) times per

week for three (3) weeks and

Review of Resident #10’s ‘Comprehensive Plan of then one (1) time a week for
, Cars, dated 08/14/12, revesled a problem related : " three (3) weeks
h idant’ | ion | . .
to the resident's potentlal alteration in mood - Results will be reviewed at the

andfor behavior to provent Resident #10 from |
seli-harm or harming others due to scratching | ‘
i
1

- Quality Assurance Committee
meeting for further
Faclity ID: 100288 - If coninuation sheal Page 14 of 28
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+ 1 obgervation revealed he/she continued to reach

Continued From page 14 |
others during care. Further review | revesled |
|

had Identified and placed interventions to prevent .
accidents related to the resident placing items in~ |

|
1 higfher mouth, , !
t

Review of the Physicians orders, dated 10/1 512,
revealed Resident #10 was ordered a puread
dlet. s

Observation of Resident #10 while dining in
Providence Unit, on 10/25/12 at 5:26 PM, .
revealad Resident #10 liftad up a bow of apple
; Sauce from his/her tray while being fed by State
( Reglstered Nursing Assistant (SRNA) # 5 snd

" trirew the substance in the floor, Continued

for items on the food iray while being fed by
SRNA #s.

Further observation of Resident #10 while dining
in Providenca Unit, on 10/25/12 at 5:45 PM,
revealed SRNA#5 cleaned Resident #10's mouth
with & napkin, and the resident procesded to tear
a large plece of the napkin off and place itin
hig/her mouth. SRNA #8 and other staff were
unaware of the incident untll surveyor
intervention. After being informed of the incident
by the surveyor, Licensed Practical Nurse (LPN) !
#2 placed a gloved hand in Resident #10's - |
: mouith, but was unable to locate the napkin. i
- Resldent #10 had swallowed part of the napkin.

Interview with SRNA #6, on 10/25/15 at 5:50 PM,
revealed she was ot aware Resident #10 had
taken the napkin from her hand until surveyor
intervention, SRNA #5 stated Resident #10
required close supervision due to grabbing

thera was no documented evidence of the facillty | ‘

PROVIDENCE PAVILION .
. COVINGTON, KY 41014 -
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES N PROVIDER'S PLAN OF GORRECTIGN - sy
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHCULO BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) A TAG CROSE-REFEHENCED TO THE APPROPRIATE DATE
: o DEFICIENCY)
F323 F323  recommendation and {210 1

determination of frequency of
future monitoring

|
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objects from his/har tray and she also reported '
she usually used an actual towel type clothing

| protector to clean the resident's mouth, but had - !
i used a paper napicln today for unknown reasons.

! Interview with LPE\I #2, on 10/25/12 at :02 PM, ‘
revealed Resident #10 required close suparvision ' i
related to unpredictable behaviors of grabbing C i
random objects: LPN #2 also reported she

. balieved BRNA #5 should have monitored
Resident #10 mors closely duting dining to
prevent the accident.

Interview with SRNA#8, on 10/26/12 at 10:11
AM, revealed “Everything he/sha gets goes io :
histher mouth”. SRNA#6 reported Resident #10
; required very close supervision when being fed.
She also added that histher tray had to be out of
reach when in the dining room dua to grabbing
behzaviors,

Interview with SRNA#7, on 10/26/12 at 10:20
AR, revealed Resident #1G was known te grab
items and place them in his/her mouth, so the
facility had purchased large items for the

; Resldent ta Xeep in his/her room to prevent him
, from choking. Furthermore, shs reporfed

| Resident #10 required intervantions such as :
holding one of his/her hands while dining to !
pravent him/her from knocking food off of the
table.

Interview with Registered Nurse (RN) #2, an
10/26/12 at 19:30 AM, revealed Resident #10 gid
: require very close supervision, and that he/she
normally wora a towel/clothing protector instead
of using a paper napkin. Howaver, she was

unaware of why Resident #10 was not wearing a ‘ _j
i

Fagilily 10 100266 If coplinuation sheet Page 18 of 28
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towel/bib on 10/25/12. RN #2 was unaware if .
there was a care plan with interventions . :

addressing this behavior, but stated they would o i
! now Create one since ha/she had swallowed part : :
- of a napkin, RN #2 did report that Resident #10
“was known to place items in his/ner mouth,

Interview with MDS Coordinator, on 10/26/12 at
2:30 PM, revealed she was aware Resident #10
had behaviors that included reaching for objacts
and placing them in his/her mouth. However, she |.
reported ihe behavior sactlons of the MDS had

| been completed by Social Services and that she
| was unaware as 0 why the Resident had not

- ¢ | triggered for these known behaviors.

Interview with Director of Social Services, on
10/26/12 at 2:50 PM, revesled she had

conducted the behavior sgctions of Regident
#10's MDS dated 08/13/12. She stated that she
was awars Resident #10 placed ltems in histher ;
mouth, and it should have baen on the MDS, . , ]
Thus, the CAAS would have triggered the nead i
for a care plan with interventions to prevent
accidants/harm related to Resident #10's known
behaviors,

Interview, on 10/26/12 at 3:15 PN, with the
Director of Nursing (DON) revesled she had only
bezn at the facility for four (4) weeks and was stil
getting to krow the residents. However, she
stated if Resident #10 had a habit of placing |
: objects in his/her mouth, there should have bean i
& care plan in place to address this behavior prior |
to this incident, Furiher interview revealad the
¢are plan should hava specified there was to be
no pager praducts on the meal trays and no small
objects in reach that the resident could placs in
his/her mouth.
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5 [ Procedure: #1, Contaminated sharps shall be

f coniainer in the Providence showsr room to be !

" | should have bsen emptied when it became full

nterview, on 10/23/12 at 9:10 PM, with tour staff
1 parson, Medical Recerds #1, revealed razors

Continued From page 17

2. Rewew of the facility's policy, "Infectious
Wasts - Disposal of Contaminated Sharps”
revealed the facility shall discard contaminated
I sharps into designated containers. Under

discarded immediately or as soon as feasible into
designated containers. #2. Contaminated sharps
will be discarded into containers that are closable.
and #3. During use, containers for contaminated
: sharps were to be sealed and replaced when full,’
| Qbservation on initiat tour, on'10/23/12 at &30
PM, revealed resident room #434 contained four
{4) used razors on a shelf in the bathroom,
resident room #43€ contained five (5) used rRZ0rs
on the back of the toilat i the bathroom; and
resident room #443 contained two {2) used razors
and one (1) pair of scissors on the back of the
toilat In the bathroom. Observation on initial tour,
I'on 10/23/12 2t 8:45 PM, revealad a sharps

overflowing with used razors. Further cbservation
of Initial tour, on 10/23/12 at 8:10 PM, revealed
two used shaving razors in the bathroom of raom
: #423,

Infarview, on 10/23/12 at 8:45 PM, with Nyrse
Mangager (NM} #3 revealed the sharps container

per the facility's policy. Further interview, on
10/26/12 at 12:058 PM, revealed the facility did not
have a pollcy for residents-having razors in their
rooms; howaver, the usad razors should be
placed in a sharps tontainer after use,

were not supgosed to be in {ne residents' room

323

e)
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| Registersd Nurse (RN) #3 revealed residents

" stated it was a sharp and should be disposed of

 Interview with the Direcior of Nursing
, (DONj/infaction Control Nursa (ICN), on 10/23/12
= at 4:06 PM, revealed used razors would be

| considered a contaminated sharps item and were

; infaction from organisms on the razor. She

and it was a safsty concern. She stated, the !
razors should be disposed of in the sharps .
contginer because a resident could wander into
the bathroom and cut themselves. )

Interview, on 10/26/12 a1 3:15 PM, with
should not have razors in their rooms. ‘She

after use. She further siated there was
cognitively impaired rasidents who wandered and ;
may Iy to use the razors. Continued intsrview |
revealed, having razors in resident rooms would
be considered both a safety risk and infection
control issue bacause the resident could cut
themselves and the razor could be contaminated. |

to be dlspusad of in sharps containers.

Continued interview with the DONACN, on
10/26/12 at 4:05 PM, revealed used razors should’
not be kept In resident rooms. She stated, they
ware 1o be disposed of in sharps containers. She
further stated, razors should be kept in locked
drawers if the resident was allowed to have them.
Further interview revealed the facility had
residents at the facility whe wandered and who
were cognitively impalred. She stated, if a new
razor was left out it was a safety issue because

the resident could cut themselves, and ifitwasa

used razor it would also be an infection control
issue because of the possible transmission and

further stated, when staff shaved a resident they
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: were expected to put the razor in a sharps
! container. Further interview with the DON/ICN
' regarding the findings of a sharps container

; there was a safety concern about avarfilled

| 9. Review of the facillty's policy and procedure

| station, Under the "Procedure” section, it

. revaaled date inspsection was 10/17/12 and the

| supposed to tell Gentral Supply. She further

overtilled with razors, revealed staff should
replace sharps containers when full. She-stated

sharps containers because residents could nave
access to a dirty razer and get cut.

“Crash Cart Supplies and Mainteriance
Schedule, updated $1/01/11, revealed the
purpose was o ensure crash cart (s) were
nroperly stocked and posltioned at each nurses'

ravezled, each crash cant would be stocked with
the followirg iterns and checked every Friday by

the central supely clerk or designes; synnges and | -

IV (intravenous) starter kits.

Observation of the grash cart on the Purpase

Hall, on 10/26/12 at 11:10 AM, revealed the cart
was at the end of the half away from the nurses
station, unlocked, and contsined five three -
millimeter syringes with §/8 inch needles, one (1} !
IV start Kit, approximately thirty (30) glucometer
safety lancets, a vial of Bacteriostatic 0.8%
Sodium Chloride {expiration date 05/01/12),
Review of The Crash Carls Contents sheet

next inspection date listed was 11/14/12.

Interview with Ligensed Practical Nurse (LPN) #3,
on 10/26/12 at 11:10 AM, revealed she thought
the crash cart was checked by Central Supply
monthly, If they used any supplles they were |

verified the crash cart was not locked and stated

|
|
f
i
|
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' Continued interview with LPN #3, upen review of

the items in the orash cart, revealed the expired
medication (0.8% Sodium Chlorlde via!) should
not have been in the crash cart. She stated, it
was 2 patient safety issue to have syringes and
lancets in the unlocked cart because regidenis
could injure themselves with those itlems. She
furthar stated, lhe facility had cognitively impaired

t residents who wandered and had access to the
: unlocked cart.

Cbservation of the crash s:;a'rt on the Honor Hall, - '
at 10/268/12 at 11:55 AM, revealed the cart was
unlocked, and the oxygen tank did not have an

%] oxygen regulator to administer oxygen. The

crash cart gontents included aleohal prep pads,

| tV neadle filter, scissors, a Biohazard Spill kit with

an absorbant packet, and a vial of Bacteriostatic
0.9% Sodium Chloride (expired 03/2012), The
inspection.shest showed the cart was last
inspected on 10/17/12 and the next Inspection
date was 11/14/12,

Interview with LPN #1, on 10/26/12 at 11:55 AM.
revealed the oxygen tank did not have a regulator

 to adintnister the oxygen if nesded. She stated,

the crash cart was not locked but should have
been and the nurses did not check to see if the
crash cart was locked. She further stated, the.
vial was not supposed to be in the cart and
shouid have been thrown out becausa it was

| expired. Continued interview reveaied the
. biohazard spill kit had a packet of absorbant.

chemical which would be potentially dangerouys if
a cognitively impalred resident wers to find it.

1%8) Io SUMMARY STATEMENT OF DEFICIENCIES 10 : PROVIGER'S PLAN OF CORRECTION xs)
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) I !
F 323 | Continued From pags 20 . F323
the nursss did. not check the carts to ensure they |
were locked.
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" She stated there was cognitively impaired
patients at the facility who wander and they cid
' not have a nurss at the nurses station at all fimes
to walch over the crash cart.

: Interview with the Direcior of Nursing (DON), on
| 10/26/12 at 4:15 PM, revesled crash carts were -
supposed to be set up as a basic crash cart. A
previous DON had put IV starter kits and '
glucometers in the crash carts and those tems -
shouid not be included because they required a
Physician’'s Ordar. She stated, the 0.9% Sodium
Chloride, syringes, iV starter kit, and ghicometer
were not on the crash cart check list. She further
stated, staff was checking the crash carts, but not |
i aceuraisly. Further interview revealed the idea of |
‘the crash cart was to maet the baslc needs of a
residents during an emergancy. She stated there
wera items on the crash cart such as the syringes |
ano the blocd spill Kit that the general public and
residents should hot have access to because of
safety. She further stated the crash carts should
have been shecked daily and if the lock was
broken, the cart would need to be audited for
-supplies and relocked, Further Interview revealed
| the oxygen tanks should have been functional in
‘f case of an emergency. She stated the crash cart
on Purposa Hall would be covered to make sure i
{ was not visible. The DON stated the policy was |
not appropriate and would be reviséd,
F 371+ 483.35{(i) FOOD PROCURE, .
38=r | STORE/FREPARE/SERVE - SANITARY

| The facility must -

: (1) Procure food from sources approved or
considerad satisfaclory by Federal, State or local
authorities; and : i
| (2) Store, prepare, distribute and serve food |

H

F 323

F 371

Providence Pavilion will
continue to store, prepare,
distribute and serve food u
sanitary conditions.

[a-lowa

nder

i
i
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under sanltary conditions

| This REQUIREMENT s not met as evidenced
by: :

Based on cbservation, interview, and review of
the facility's policy, it was determined the facility |
failed to store, prepare, distribute, and serve food
under sanitary conditions, Observation on initial
tour of the kitchan on 10/23/12 revealed a meat
slicer was observed with what appeared to be
brownish/whitish particles on the piece of
i squipment near the slicer. Interviaw with Cook
#1, who examined the meat slicer, revealed the
 piece-of equipment was not clean and appearad
| to have meat particles on the equipment. Further
interview revealed the slicer was used on
10/23/12 to slice turkey. !

| In addition, observation of the Purpose Unit
diningroom during the funtich meal on 10/25/12,
reveazled the food sarver plated food using
spoodles and ladels, gnd with the sams gloved
hands obtained rolls out of a plastic bag

i rapeatedly. :

4 The findings include:

Review of the facllity's policy "Dietary Services”,
undated, revealed under Proper Food Handling:
14, All food choppers, mixers, slicers, '
processors, and blenders should be cleansed,
sanitized, dried, and reassembled after each use. -
They should be kept covered when not in use.

Providence Pavilion believes that
F3717  no residents were adversely

: affected by the observed events.
The meat slicer was properly
cleaned and sanitized at the time
of discovery on 10/23/12. Staff
was re-educated on the proper
cleaning and sanitizing of the
meat slicer on 10/24/12. The
Food Service Director reviewed
proper food handling with the
Dietary Aide on 10/25/12.

Food Service staff was educated
on proper food handling with
glove use and properly cleaning
of dietary equipment on

by the Food Service Director
In order to ensure compliance the
Registered Dietitian and/or
designee will conduct a food
handling and equipment
sanitation audit two (2) times per
- week for three (3) weeks and
I then one (1) time per week
for three (3) weeks. All
identified issues will be corrected
immediately. Results will be
reviewed at the quality assurance
comumittee meeting for further
recommendation and
determination of frequency for
future monitoring

11/19/12, 11/20/12, and 1121712

:
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. { interview revealed if equipment was not cleaned.it
1eould be a food safsty problem because of the

1 equipment.

. equipment, Further interview revealed the meat

* Food Handling Pollcy”, undated, revealed food

! revesled the meal cart came fo the unit with

Continued From page 23

1. Observation on initial Kitchen tour, on 10/23/12;
slarting at 8:00 PM, with the cook revealed a !
meat slicer had what appearad to be some
brownish - whiteish appearing particles on the
piecs of equipment near the slicer.

Interview with Cook #1, on 10/23/12 at 8:10 PM,
revealed the meat slicer is supposed to be clean,
but appears to have meat particles on the

slicer was used on 10/23/12 to slice up turkay.

Interview with the Dietician/Food Service Owner,
an 10/23/12 at B30 PM, revealed the meat slicer
should have been cleaned properly. Further

possibiliity of bacterial growth. :
2. Review of the facility, "Dietary Services Proper

should be prepared and sarved with clean tongs,
scoops, forits, spoons, spatulas, or other sujtable

Observation of the Purpose Unit diningroom
during the lunch meal on 10/25/12 at 12:10 PM,

glasses, plates, and utensils uncovered on top of !
the carl. The food server (dletary aide
#1)removed glasses, plates, spoodies and ladels
from the top of the meal cart angd placed the
glassss on the counter and the spoodlesiladels
on the steam table with gloved hands, The
server did not wash or sanitize her hands after
remaoving the items from the top of the meal cart.

Further observation révealed ths sarver bagan to

F3m
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plate food uging spoodlesfladels and with the ‘ ' - |
same gloved hands cbtained rolls out of g plastic ‘ ,
biag repeatedly. : :
i

| Interview on 10/24/12 at 12:40 PM with the server | ) o

| (dietary aid #1) revesled she did not usually use ‘

: tangs to pick up bread during tray line. !
Interview on 10/24/12 at 12:45 PM with the ’
Dietictan/Food Sarvice Owner, revealed the L

.| server could use the same gloved hands to plate | :
-1 food and pick up bread; however, would need to !
.1 sanitize or wash hands prior to handling the
ladels/spootilss.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 ‘ |
S&=0 | SPREAD, LINENS I Providence Pavilion continues to (140,
' ' The faciit ! establish and maintai establish and maintain an OhL
. The facility must establish and maintain an : . )
Infaction Control Program designed to provide a mf(—,:ctlon control‘p rogram
safe, sanitary and comfortable érvironment and des_igned ta provide a safe,
to help prevent the development and transmisslon santtary and comfortable
of disease and infection. : | environment,
) F
' Resident #1 had a PPD given on

{ {a) Infection Control Program 10/25/12 and read P i 0%'27 12

The faclity must establish an Infaction Control o 1< NG read on 1 '
. ?rogram under which it - The PPD 2 Step WiEs given on

{1} Investigates, centrols, and prevents Infestions I 11/5/12 and read on 11/7/12.
1(3)!736 f?é‘fi“iYI ot g s isaiat . Results were negative for both

ecides what procedures, such as [solation, st nd
should be applied to an individual resident: and I thle 1" step z..md 27 step PP,D'

| {3) Maintains a record of incidents and corrective All new residents charts were

actions related to infections. = audited on 10/26/12 and all PPDs |
- oy : s i II were given according to policy r

i {b) Preventing Spread of infection and doctors orders. P

: (1) When the Infection Control Program ! |
determines that a resident needs Isolation to ’ ‘
prevent the spread of infection, the facility must
isolate the resident. I I

| A I
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STATEMENT OF DEFICIENCIES (X1) PROVIDERSSUPPLIERICLIA (X8 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER: CDMP{E’.‘ED
’ . A BURDING '
LB WING
185038 i 10/28/2012

NAME OF PROVIOER OR SURPLIER

PROVIDENCE PAVILION

STREET AODRESS, CITY, STATE, ZIP Copg
401 EAST 20TH STREET |
' COVINGTON, KY 41014

e SUMMARY STATEMENT OF DEFICIENDIES Io PROVIDER'S PLAN OF CORRECTION D
PREEI | (EACH DEF|CIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHCULD BE | COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ¢ DATE
. " DEFICIENCY) i
£ 441 ed F 25 Nurses will be re-educated on f
(C;)”j;;?u? “,;;m patge hibit mglovees with Faa proper PPD protocol on or before
€ facllity must prohibit employees with a 5 l
sommunicable disease or infected skin lasions Dface:mbcr 7, 2012 by the ‘
ffom direct contact with residents or their food, if le?dor of Nurses and/or |
| direct contact wlll transmit the disease. N designee.
{3) The facility must raquire staff to wash their ; In order to ensure compliance, '
| hands after each direct resident contact for which | the Director of Nursing and/or '
. hand washing is indicated by accepted desic 11 audit all :
. profesgional practice. csignee will andit ail new i
! : admission charts within 72 hours |
| {c)Linens = ! of admission to verify that the ?
Personnée[limust handle, store.‘prog:ess and ) i PPD 2 step orders were written
;rn?gft?(?; nens so as to prevent the spread of - and 1% step given on admission. ,
' The Director of Nursing and/or
designee will review the charts
| by day 14 of stay to assure the 2™
Tris REQUIREMENT s not met'as evidenced 7 step was given and results
by: A . i
Based on interview, record review and review of l ' recorded. These audits will be i
' the facllity's policy, it was determined the facility I conducted for a period of six (6) | -
failed to maintain an Infaction Control Program ’ weeks. Any identified issues will )
destgned to provide a safe, sanitary and f be corrected immediaely. !
comfortable environment and to help prevent the T : :
development of disease and infection. | i RE’SL}RS will be revmweq at the
_ N t quality assurance committee
Resident #1 was administered the Tuberculin | meeting for further
Skin {TB) Test on admission; however, the facility recommendation and
faled to follow up with administering a second determination of frequency for
step TB SKin Test. Lo
' future monitoring
: The findings include: o
1. Review of the facilty policy entitled :
“Tuberculosis Screening”, undated, revealed the ;
"} purpose of the policy was to screen residents for :
communicable diseases. Firther review revealsd i
all restdents shall have a two (2) step Mantoux I
test no more than three months prior to ‘ ' |
. {
; ! a
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STATEMENT OF DEFICIENCIES (¥!) PROVIOER/SUPFLIER/CLEA (X2) MULTIPLE CONSTRUCTION ‘ " 1(43) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING
B. WING : -
185038 _ 1426/2012
NAME OF FROVIOER OR SUPPLIER . STREET ADORESS, CITY, STATE, ZIP CODE
’ ‘ 4G1 EAST 20TH STREET
FROVIDENCE PAVILION
i COVINGTON, KY 41014
ROL I, SUMMARY STATEMENT OF OEFICIENCIES ‘ Io - PROVIDER'S PLAN OF CORRECTION X8 .
PREFIX § (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
: . . i DEFICIENZY) :
F 441 Continued From page 26 F 441

; admission and annually thareafter.

- - Review of the Centers for Disease Control (CDC) ,

“Prevention and Control of Tuberculosis in » ,
Facilities providing Long Term Care to the Elderly | L '
Recommendations of the Advisory Commiltee for | l
Elimination of Tuberculosis™, dated 07/13/80, ;
i revealed TB Skin Tests should be administered to |
: all new residents as soon as thelr residency begin ' ‘ ;
- unless they have documentation of a previous } B . ;
positive reaction. Further raview revealed = two | ' 1
step procedure was advisable for the initial ' C
testing of residents in ordar to establlsh a reliable 1
baseline.

Review of Resident #1's medlzal record revealed
| the facility admitted the resident on 03/28/12.
Review of the Medication Administration Record,
(MAR), dated 03/12, revealed the resident

- recaived the Tuberculin (T8} Skin Test on
03/28/12 and the test was read on 03/31/12. -
Review of the Ifmmunization Record revealed the
T8 Skin Test was read as negative on 3/31/12.
Review of the 04/12 MAR, revealed theré was no
documented evidence a second step T8 Skin
Test was admlnlstered

Interview, on 10/25/12 at 12:00-£M, with the
i Nurse Manager where Resident #1 resided,

| revealsd a two {2) step TR Skin Test had not
been completed for Resident #1 in 04/12. She _
stated this was probably becauss the nurse who ;
reviewed and completed the change over for the - o .
Physician's Orders and MAR's from 03/12 to
04/12 failed to carry over the TB Skin Teston the
04/12 MAR's.

: O
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STATEMENT OF DEFICIENCIES  * [(X1) PROVIDER/SURPLIER/CLIA 1062) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
_ . A BUILBING
B, WING
L | 185034 - 10/28/2012
NAME OF PROVIOER OR SUPPLIER STREET AQORESS, GITY, §TATE, ZIP CODE
PROVIDENCE PAVILION 401 EAST 20TH STREET
. COVINGTON, KY 41014 ‘
(X410 | SUMMARY STATEMENT OF OEFICIENCIES i [Iv] | PROVIDER'S PLAN OF CORRECTION %5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED &Y FULL BREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TQ THEAPPROPRIATE |  DATE
: K I OEFICIENCY) |
! : ]
F 441! Continued From pags 27 F 441; '
| | |
Interview, on 10/26/12 at 3:30 PM, with the l
Infection Control Nurse (ICN), revealed residents |
: were required to have a two (2) step TB Skin Test !
: on admission and annually thereafier. :
: i
;
|
: l
|
|
| |
1,
l
1
!
| |
f i
| : |
| : H i
FORN CMS-2587(02-59) Pravicus Vetsions Obsalets Event 10: CS001 If eonlinuation shes! Page 28 of 28

. Faglity 12: 100288




PRINTED: 11/13/2012

i ]
' D'EE?ARTMENT OF HEALTH AND HUMAN SERVICES om?a?g %&;3;’%\52?
LGENTERS FOR MEDICARE & MEDICAID SERVICES e e RS
STATEMENT OF OEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION (% ,CGWLE{_ED
AND 2 AN OF CORRECTION IDENTIFICAT ION NUMBER: ABULDING  PP.4TH FLOOR SKILLED UN
185038 S — — 10/24/2012
NAME OF PROVIOER OR SUPPLIER STRERT AD{)Zgis;, ;::F:E:;ATF ZIPCOOE
401 EAST
PROVIDENCE PAVILION COVINGTON, KY 41014
; ECTION (i3]
? TATEMENT OF CEFICIENCIES I} PROVIDER'S PLAN OFYCOI?R S o
' ;F(:E)r'gc ! {EA CsHug;ﬁ? !Tszc’:« MEET BE PRECEOEQ 8Y FULL © PREFIX ; E»;g tgg@%gggg _ﬁ\g 'T'S;- f&%%?ﬁfm CO'JS‘;' T'?{:“"U‘*
TAG REGULATORY OR LSC ICENTIF YING INFORMATION; : TAG : lof: EFE 'OEF:cr&ch)
This ptan of correction is prepared

! K000 | and executed because it is required

R G0G; INITIAL COMMENTS ; ;
_' “9‘7 H : - by the provisions of the state ang
R : . federal regulations and not becayse
+ CFR: 42 CFR 483.70(a) 1 . Providence Pavition agiees with the
e 5 . allegations and citations listed on
: h Floo : . L
 Building: 01 4th Fioor f - this statement of deficiencies,
" Plan Approval: 1992 i Providence Paw{fon maintains that i
PP : . the allaged deficiencies o not,
+ Survey under: 2000 existing ‘ . individually or collectivaly,
o S i Jeopardize the haaph and safety of
.- ; Facility type: SNF : ; . the residents, nor are they of such
: ) . Character as to limit our capacity to
 Type of structure: Five story Type I (Fire : Y render adequate care as prescribad
. Resistive), ; ~ by the regulations. This plan of
: . corraction shall operate as
- Smake Compartment: Four smoke . Providence Pavijon’s writte
~ Compartments . credible aftegation of cofipliance.
: Fire Atarm: Manuaf nitiating devices located at ting thi
. exits. Smoke deteclors located in alf corridors ! By sub{mttmg thf's plan of -
' and resident rooms. Fire Alarm panel updated in correclion, Providence Pavition
2010 . G . toes not admit to the aceuracy of
| ' : : © the deficiencies, This plan of
| Sprinkier System: Complete aufomatic (wet}) | correction is not meant to estatlish
' sprinkler system ; L any standard of care, contract,
E ' obligation, or pesition, ang

v Providence Favilion reserves all

enerator: Type Il diesel, instaltation date : ‘
rights to rajse all possible

; unknown by facility, | :
| 1 1 contantions and defenses in any
A standard Life Safety Code survey was ; : civil or criminal claim, action, or
' conducted on 10/25/1 2. Providence Pavillon was 5 . proceedin g

! found not to be in compliance with the

i requirements for partictpation in Medicare and
i Medicaid. The census the day of the survey was ;
: seventy-two (72) and the facility is ficensad for ;
 eighty-two {82).

' Deficiencies were cited with the highest

i deficiency identified at an " F".

L KO38! NFPA 101 LIFE SAFETY CODE STANDARD [ 038;‘ |

LASGRATOR‘; DiRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SKINATURE é‘/; TI’I"L‘E . YX8Y DATE
WU { W f/:pzf./g .

}’2/{ MW /@“J 9 providing i1 is determined tha!

days fotfowing the date these documents a
program participation,

T et 0G0 Facifiy 10 100266
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STATEMENT OF OEFICENCIES (X1} PROVICERSUPPLIERICLIA
AND PLANOF CORRECTION IOENTIFICATION NUMBER:

185038

{X3) CATE SURVEY

{X2) MULTIPLE CONSTRUCTION
COMPLETED

A BUILDING PP - 4TH FLOOR SKILLED UN

8 WING

" 10/24/2012

;
|

NAME OF PROVIDER OR SUPPLIER

PROVIGENCE PAVILION

L

!STREET ADORESS, CITY, STATE. ZIPCODE
AG1 EAST 20TH STREET

|

COVINGTON, KY 41014

(&} ‘ PROVIDER'S PLAN OF CORRECTION (%5}

x40 SUMMARY STATEMENT OF DEFICIENCIES -
PREFIX | (EACH OEFICIENCY MUST BE PRECECED BY FLL PREFIX {EACH CORREC TVE ACTION SHOULD 88 ;. COMPLETION
TAG REGULATORY OR LSC IGENTIFYING INF ORMATION) TAG CROSS-REFERENCEQ 1O THE APPROSRIATE DATE
DEFICIENCY)
i
K G381 Continued From page 1 ¥ 038, Providence Pavilion will ' j
88=F | 5 confinue to ensure delayed egress ' 1-10 .11
+ Exit access is arranged so that exits are readily " doors and exits are maintained in f
i i If ti t f i ‘ .
§C1ce$5;bgfega1t alttimes in accordance with section : accordance with NFPA
standards.
No residents were found to be
affected.
Required signage was installed
on all seven (7) exit doors on
; November 16, 2012.
. : . nsure ongoin
-1 This STANDARD is not met as evidenced by in ordf‘:r toe h uM . soing
'+ Based on observation and interview, it was compliance the aintenance
; determined the faclity failed to ensure delayed Supervisor will ensure signs are
; Bgress doors and exits were maintained in in place during the monthly
* accordance with NFPA standards. The deficiency : ; :
" had the potential to affect four {4} of four {4) audits con.ducted (?fi exit doors.
I smoke compariments, residents, slaff and ; Results will be reviewed at the
: visitors. The facility is ficensed for eighty-two (82) . Quality Assurance Committee
i Eedsn?ni;he( 7c;;}ru-ms the day of the survey was meeting for further
. seventy-two . : .
' Y recommendation and
! The findings include: determination of frequency of
: future monitoring
i Observatlon, on 10/25/12 at 11:15 AM, with the
; Maintanance Director revealed that afl seven {7}
~exit doors did not have signage stating that the
" doors was equipped with delayed egress and
t doors wauld release after 15 seconds per NFPA
i standards.
" Interview, on 10/24/12 at 11:15 AM, with the
* Mainienance Director revealed he was unaware ;
the doors had to have signage and patients could
{ possibly gef out If signage was on the doors.
FORM CMS-2587(02-99) Previous Virsions Obsclets Evenl 10: CS0021 Facility IC: TOUS66 If continuation sheét Page 20of5
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(X2) MULTIM £ CCNSTRUCT!C}N (X3; OATE SURVEY

STATEMENT OF OEFICIENCIES X1 PROVIDEWSUF’&IER!CLIA
ANT FLAN OF CORRECTION ICENTIFICATION NUMBES: COMPLETEQ
A BUILOING PP - 4TH FLOOR SKILLED UN
WING
185038 B e B 102472012 |

NAME OF PROVIDER OR SUPPLIER

PROVIDENCE PAVILION

J STREET ADORESS, GITY, STATE. ZIP CODE
401 EAST 20TH STREST
COVINGTON, Ky 41014

SUMMARY STATEMENT OF QEFICIENCIES

{Xay 15
FREFIX (EACH OEFICIENCY MUST BE FRECEOFO BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1% ' PROVIOER'S PLAN OF CORRECTION

; {5
(EACH CORRECTIVE ACTION SHOULO &F COMPLENON

K035 Conlinued From page 2
! Reference:

ENFPA 101 (2000 edilion)

17.2.18.1 DerayedwEgr(ass Locks. Approved,
/lisled, delayed egress
locks shall be permilled to be insiailed on doors
; serving
» low and ordirrary hazard contents in buildings
. Protecled :
; thraughout by an approved, sUpervised automatic
 fire delection :
: syslem in accordance with Section 9.6, or an
| approved,
" supervised aulomalic sprirkler systern in
" accordance with Seclion ;
£ 9.7, and where permilled in Chaplers 12 through |
142, provided ‘
“that the following crilgria are met.
|
i (8) The doors shall urtock upon aclualion of an
i approved, supervised aulomalic sprinkler system i
; it accordance ‘
" with Section 9.7 or upon the actualion of any heal :
deteclor or aclivalion of not more than two smoke |
deteclors ;
! of an approved, supervised aulomalic fire
! deteclion syslem in
' accordance with Section 9.6,

(b} The doors shalt untock upon loss of power

; controlling
; the lock or lacking mechanism.

' (¢) An irraversible process shall release the lock

‘within 15 :
' seconds upon application of & forca 1o the release !

i device

|

Event 12:CS0on

F ORM__C:MS‘-;MS?({E-QQ} Previous Viersions Obsolale

PREFIX !
TAG CROSS-REFERENCEQ TO THE APPRGPRIATE OATE
DEFICIEMCY]
K038
i
i i
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IOENTIFICATION NUMBER:

H
§ DEPARTMENT OQF HEALTH AND HUMAN SERVICES
H

f AND PLAN OF CORRESTION

185038

(X2) OATE SURVEY
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: COMPLETED
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10/24/2012

1

NAME OF PROVIOER DR SUPPLIER
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STREET AOORESS. CITY, STATE, ZIP COOE
401 EAST 20TH STREET
COVINGTON, KY 41014

SUMMARY STATEMENT OF OFFICIENCIES
[EACH OEFICIENCY MUST BE FRECEOED BY FULL
REGULATORY OR L3C ICENTFYING INFORMATION}

(X4} 10
PREFIX
TAG

s} ; PROVIOER'S PLAN QF CORRECTION : 125
PREFIX {(EACH CORRECTIVE ACTION SHOLILD BE COMBLET|ON
TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
: OEFICIENC Y|

K038 _; Continued From page 3
,required in 7.2.1.5.4 thal shall not be required 1o

" exceed 15 tbf
(87 N) nor be required jo be conlinuously applied ;

“for more ;
i than 3 seconds. The initiation of the release !
¢ process shall activale
. an audible signat in (he vicinity of the door. Once

the :
“door lock has been reeased by the appticalion of :
Horce o lhe i

i releasing device, relocking shall be by manual
L means only.
- %, Exceplion: Where approved by the authorily
| having jurisdiction g detay
' nol exceeding 30 seconds shall be permitted,

i (d} *On he door adjacen! lo the relsase device,
; therg
. shall be a readily visibte, durable sign in fellers
' ol less lhan 1 in, (2.5 crm) high and nol less than i
118 1In. (0.3 cm}in stroke widih on a conlrasling
I background Ihat reads as follows:
 PUSH UNTIL ALARM SCUNDS
; DOOR CAN BE OPENED IN 15 SECONDS
K (72 NFPA 101 LIFE SAFETY CODE STANDARD
S8=F ! ;
i Means of egress are conlinuously mainlained free:
| of all obslructions or impediments to futl inslant
"use in he case of fire or oiher emergency, No |
*furnishings, decorations, or ¢lher objecls obstruc|
"exits, access lo, egress from, or visibilily of exits, |
1 7.1.10 ;

This STANDARD is nol met as evidenced by:
| Based on observation and inlerview, Il was

K 0385.

i

K072: Providence Pavilion will

. continue to ensure the means of
€gress are maintained free of
obstructions in accordance with
NFPA standards,
No residents were found to be
affected. ‘ i
The furniture identified during
tour was removed from the
hallways on 10/24/12

5[},40‘13’
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NAME OF PROVIDER OR SUPPLIER

PROVIDENCE PaviLION

STREET AQDRESS. (T Y, STATE, Z1° COOF
401 EAST 20TH STREET

COVINGTON, KY 41014

|

|

SUMMARY STATEMEMT OF OEFICIENCIES

(A5
PREFIX i (EACH OEFICIENCY MUST 5E PRECEOED BY FuLL
CTAG REGULATORY OR LSC IDENTIEYING INFORMATION}

L
PREFIX
TAG

PROVIDER'S PLAN 69F CORRECTION
(EACH CORRECTIVE ACTION SHOULO BE
CROSS-REFERENCED TO THE APPROFPRIATE
OEFICIENCY?

X3y
COMPLETIGN
DATE

Kg7e Continued From page 4

. delermined Ihe facifity faited to mainlain exil

' access in accordance wilh Naliona} Fire

- Prevention Association (NFPA) slandards. The
- deficiency had Ihe polential (o affecl three (3} of

- four (4) smoke compartments, all residents. staff, |
; and visilors, The facility is licensed for aighly-two

. (82} beds with a census of sevenly-two (72) on

" the day of lhe survey,

: The findings include:
i

Observalion, on 10/24/12 between 9:30 AM and

i 1:30 PM, with the Mainlenarce Director revealed

medicalion carls were stared and nol in use in

" corriders at nurses stalions near room # 442 and

i Honor nurses ' slation. Furnilure was alse

1 Observed in corridors at Stairway exits #2 and #a.

i Means of egress must remain clear of all

-, abslructions and impediments al all tmes in casg °

-3 of emergency or fire,

fInlerview, on 10/24/12 al 11:45 AM, with lhe i
¢ Mainlenance Direclor revealed he was aware lhe

, facility routinely stored he medi

_corridors,

calion catts in the ;

' Reference; NFPA 101 (2000 Edilion)

i Means of Egress Reliability 7.1.10.1

i Means of egress shall be continuously
, mainlained free of all obstruclions or

_impediments o full inslan: use in (he case of fire

"or other emeargency.

i

1

Ko7z

Nursing associates were re-
educated by the Nurse Manager
on 10/24/12 regarding the proper
placement of medication carts
when not in use at the time of
survey

In order to ensure ongoing
compliance the Maintenance
Supervisor will conduct a
hallway audit three (3) times per
week for four (4) weeks to insure
hallways are free of obstructions.
Results will be reviewed at the
Quality Assurance Committee
meeting for further
recommendation and
determination of frequency of
future monitoring
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