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* A Recertification Survey was conducted 04/08/13 : |
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! A faciity must immediately Inform the residant;
i consult with tha resident's physiclan, and if
“known, notify the resldent’s legal rapresentative
or an Interasted famlly member when thers is &
accident involving the resident which results in
; injuiy and has the patential for requlring physician
intervertion; a significant chiangs in the resident's

}’ physlcal, mental, or psychosoclal statue (i.e., a

1 detarloration in health, mental, or psychesoclal
 status in either Iifa threatening conditons or

- clinfeal pomplications); a nead to altef treatmant
slgnificantly (i.a., a nead o discontinue &h

. axisting form of trasgmant dus to adverse

! consequances, or to commmenca a new form of

{ treatment); or a decision to tranefer or discharge
! the resident from the facility as spacified in

| §483.12(a). |

i

: The faclity must also promplly notlfy the resfdent

“and, if known, the resident's lagal rapresentathe E
or nterestad family mamber when thera Is '
change in room oF roommats asslgnment as

: spacified in §483.16(s)(2); or & change in {

i rasidant rights under Federal or State law or
regulations as specifiad In paragraph (b)(1) of |
this sactlon, i

e s e 1

i The facllity must record and periodically update
the address and phone number of the residant's
legal representative or interasted family member. |

Wilhient sdmiiting or denying the validiy o
existence of the alleged deflcienties,
Villaspring Health Care and Rehabililanicn
(“Villaspring" yniviiles the following plan
of corrertion. However, the law requires ug
la prepare a plan of correction for the ciwtioy
regardless of whellier we agres with it.

trection is not miealif to
ndesd of care, contract,
sition and Villasyring
to raise uMf possible
efenszs in any eivil or
eriniing) elaimaction or proceeding.

THIS PLAN OF CORRECTION SERVES

ASVILLASPRING'S CREDIRLE
ALLEGATION OF SUBSTATIAL
COMPLIANCE A8 OF APRIL 207 293,
F157

LA

The fagility ensures the residett, resident's
Pliysician, and the resident's legal
represenfative or su interested fainily
mienber isnotlfied when tiiere is a change in
aresiden’s physicat heplth,

Besident #3 currenily resides in ihe facillty,
Tlie M was uotified of o weigh change
with no new orders, The Dietitian and Nuiso
Manager lave teviewe Restdent #3'g
sufrilional siatus and it is wtel e, the regident
currenify liss & norms? and nocepinblo BMT of
24.1. The resident will cattinue to be
menitored for welplt dhangs By rhe hursing
siaff and dietitian,

b bt L

e e e e
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. This REQUIREMENT is not met as evidenced
by:
Ebilased on intarview, racord raview, and review of -
the facility's pollcy It was determinad the facility
falled to ensure the Physician was notified when
there was a change in a residen!’s physical health |
and a nzed to altar treatment for one (1) of of |
Iwenty-four {24) samplad residents (Resident #3), i

Resident #3 sustained a signiflcant weight loss of
7.5 % in opie {1) month from 03/02/13 through
04/03/1 3 however, there was no documented
avldence the facility notfiad the Physigian of the

! waight logs,

i The findings include:
i

i Raview of the facllity's policy tiled, "Change of

! Conditlor”, revised 0B/0T, reveaied staff were o
frecognize and repart significant changes in

i resident's status. Dogumentation of the condition
‘would be notad In the nurses charting or
{interdlsclptinary charting as indicated, Physiclan's
bwould be notified of sipnfficant changas In

i resident's condltions by phone or fax as

L appropriate.

" Raview of Resident #3's clinical record revealed
. dlagnoses which included Alzheimer's Disease,
. and Chronlc Kidney Disease.

" Review of the Qluarterly Nutrition Mate complstad
- by the Regisiered Dietltian {RD), dated 03/0113, !
‘ravesled the resident had an average intake of |
75100 % of most meals and consumed 24¢-480 |
smillliters (mil's) of fluids at most meals.
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F 1871 Gontinued From pags 1 F1s7t L
¢ The Dietitian Jies reviewed the weight loss of

cach resilent. When necessaty, the Petitia
nuiified the MD of any sigoificant welght
loss of 7.5% or greater. Add¥ioually, The
Nirsing Unit vormagers andited lab tesuits
tiee weekly fo ensre licensed numsing steff
I were approprialely notifying the physician of
! any sbuonmal, or dgnificantly ctnnged, 1t

f values, The results domcnshated

i conpliace,

Tho LNHA re-educaled the Dietitam and
Nursing Minagement leam on 1he regifalion
related to notificalion srd wmdtion on Aprit
™ 2013, Addilional education by Hie
LNFIA ard DON ged fen discussion oyt
rotHiealion of sigmifican ehanges, ncluding
weight changes, aceirred i1 Depirtent
Leadership meering Apri 16® 2013 imd
*:'hf:_ Taollity quarladly QA mesting on Apri}
19", 3013, Both ieetings meluded the
Dietitinm aud Nursing Management., The RN
Unit Manugers and Dietitian shall
comunmicale 2ad disenss any residenty
idevtfed with signifieant welght loss of
7.5% or greater and ersure e Jiysieinn was
ioapproprigtely notfied, The Dietiyfan will

, jwinf out and review the fne iy welght report
! from Ihe Task Matiger program weekly and
{ teview for any significwst weight loss, ¥

§ slgrificant welght loss lies ocenrzed, he

; Dietitiar will review [he nutitional gtattls,
|

!

I

Hotify the physiciau aid fa mily, and review
the resident sratus wilh the inlerdiseipiiaary
teain,

P
1
i
;
|
)
!
:
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F 157 Continuad F rom page 2 FASTL Anaudit {Bxhisit A) of physiciaa votificiion

g of any signifiennt welght Inss of 7.5% oy ,

¢ grevter will Tie performed wegk 'y

| 03/01/13 through 04/08/13, revealed Resident #3 E e perforined weckly Uy fhe
i consumed 50% or less for nine (9) times at

; breakfast, consumed 0% or less for fourtesn

i {14) meals at lunch and consumed 50% or less

i X !
: for seventeen {17) meals at dinnar, i
!
l

Diethttan.  This sudirwill be performed
weekly for & weeks then manthly for 2
semnths, The findings of the audit shall be
repotted to the QA carumittee for further

i
! Ravlew of Ihe Rehab Flow Records, dated J

: Raview of the "Dietitian Weight Report”, dated : review and recom nendations.
{ 03/02/12 through 04{03/13, ravealed & welghi of | .
i 192 pounds o 03/02/13 and a weight of 178.6 6n | . DUN to man'tor

i 04/01/13 with & reweigh of 177.6 on 04/03/13. §
This indicated & signlfican! welght loss of 7.5% |
and T4.4 pounds in one-{1) month, Observatlon, |
on 04/11/13 at 10:50 AM, revealed a welght was
obtained for Resldant #3 Ih 5 waight chair and the !
resident walghad 1 78.4 pounds, Record raviaw
revealed no documented evidence Ihe faclity
notlfied the Phisiclan or the Registerad Dietittan
of the walght loss.

4120713

Completfon Dirte: 4/20/2013

v et

Inlerview, on 0411713 at 10:30 AM, with ths :
Registered Distitlan (RD) revealed she had not .

yet raviewed the weights for April. She stated she ;
reviewed Ihe "tagk manager” In the computer :
each morning for any significant weight losses or ¢
géins and typically waitad untll all residents ¢
weights ware oblalned for the month before she
startad addressing walght losses. She Indicated
she was unaware of Resldant #3's weaight loss
and stated sha weuld request anothar re-welght
lieforg adding any other inferventions.

" Intarview, on C4/11/13 at 10:60 AM and 0442113

©at 9:00 AM, with Licensed Praclical Nurse (LIPN)
#2 revealad she was Resldent #3's primary nurse
arvi was esslgnad to the resldent most days, She

E
i
stated, the computer "task manager® alerted the I
I

FORM CMS-258 1{02-88 | Pravious Vel slms Obsolele Eran 1D02Y34N Faaiily I 100828 Faonnialion shest Page 3.of 14
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F 187} Contlnued Erom page 3

i nurges and |he Distitlan to get are-waight If a
- walght was noted to be a flve {8} pound loss or
[ galn, Conlinued interview revealed # the
*re~weight Indlcated an actual loss or gain of 5
pounds the nurse was to notify the pliysician,
{LPN #2 indicated Ihere was no documentad
" evidence the physiclan was notified of this

£ 04/03/13 even though it had been elght(B) days
' since the re-welght had been obtalned.

Interview, on 04/112/13 at :00 AM, with the

(RN #3/Unit Manager revesled !t took two (2)
waeks to get all the monthly weighls completed
[ and in lha meantime i a resident had a flve (5)
" percent gain or loss In weight the Unit Manager,
E}ON and RD would be alerted by the "ask
E manager“ Further Interview revealed the
physician would be notifiad of weight losses
_bagause the RD placed the monthly welght

| to review and mast physiclan's checked thalr
lIndars whiks they were In the facility once or

i twine @ week. Confinued Interview revealod tha

| physiclan was to be natifled of sighificant weight

tgaing of losses afler the RD had complsted her
assesanien! of the welght gain or logs. RN #3

Imd;cated the physician should have already baen

notifled

. Interview, on 04/42/13 at 1:00 FM, wilh the

Attend:ng Physiclan révealad he was unaware of
| this resident's weight loss of 14.4 pounds from

03/02/13 untll G4/03/13 and would have likad to

i have been notified. The Physiolan stated the
{resldent had Advanced Dementia and he would

“feed to Investigata the medicatlons to see if that

resident’s slgnificant weight loss from 03/02H13 to

f Director of Nursing (DONY and Rngstered Nurse !

reports In thig physiclan's bindar for the physlcians |

|

e e et s e

|
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F157 Continued From page 4 L Easr ;
was conirlbuting to the welght loss., [ , '
F 325!

F 325] 483.25() MAINTAIN NUTRITION STATUS
gg=D, UNLESS UNAVDIDARLE
i

i Based on a resident's comprahansive
_ assessment, the facility must ensure that a
{resldent -

(1) Mainlains acceptable paramaters of nutritbnal
f status, such as body welght and protein levels,

[ unless the resident's clinical condition
*demonstrates that this is riot possible; and

}(2) Receles a Iherapeulic dis! when thera Is a

{ nutritional problem.

!
!

"y
;

i

to ensure a resldent malntained accaptable
pardameters of nutritional status unjass the

|
|

| unavoldabie for one {1) of twenty-four (24)

. sampled residents (Resident #3), Rasidant #3
| had a slgnificant waight loss of 7.5 % In ong (1)

i This REQUIREMENT is not met as avldenced

Basad on interview, record revlew, and raview of
 facllity's policy it was determined the facility failad

resident's clinical condltion demonstrated it was

I
[

!

f

|

3

i‘

]

“month from 03/02/13 through 04/031 3; howevar, i

I'there was no documented evidenca Ihe facility

i followed thelr Significant Welght Loss palley and

' nolified the interdlsciplinary team to nitiate &
" thorough revlew of the rasident or nolifled the
: Physlclan or Dietitlan in an attempt to pravant

g.further waight logs,

iThe findings Include:;

! Review of the faclly's policy tiled, "Significant

i

}
!
|

F3z5

The facility ensures residents juaintain gy
aceeptable pimmeter of nuirltional stauz
uniess wigunidable,

Resident #3 has heen identified pe g
significant weight chenge, The Dieritan an
Nutsing have thoroughty reviewed Resklen
#3 starig, teviewlng interventions 1o preves)
Tunier weight lass. Tie MD wes notified of
the significant weight ehiangs with 1o new
orders,

The Dietitian has seviowed fhe weight loss of
sach resident. Iu order to deterpsine
conttibuling factors and, whey necessary,
modifled approachss in tesldents with
sigoifica it walght losg of 7.5% or greater,

!
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F 325 Continued From page 5 | F 328 Nursing Mimagsment tean: ou the reguintion

Weight loss”, revised 08/11, revealed the
Dletitiar: and nursing staff would be rasponsible
 for evaluating and moniloring all resident's waight .
stajus in order to provids appropriate nutritional
therapy. Meanfhly weights would be completed In
“the first two weaks of the month and the Dietitian
“would compare weaights to monitor for slgnificant
weight loss, Tha Physiclan weuld be nothied ifa |
i resident had experienced & signiftant welght loss
i and the communication would be documanted in
the residant's clinical record.

‘ Review of the facility "Task Manager” overview, !

undated, revealed the Task Manager software !
was a syslam daslgned with the goal of impreving

| resident care, "It will alert the proper slaff of

relevant issues In the form of lasks tha! it cregtes

and Il manftors the progress of tasks themselves

1antd escalates them te direct supervisors If thase

“tasks arg not handlad in a tmely manngr”,
Further review revealed there was a number of

. avants and patterns that would trigger the Task

i Manager system to create alert tasks includlng; if

* a resldent had eaten less than 50% of food which |

" was an average of 50% for Ihe day's three meals

for three {3) consecutive days, or If the resident

I'had not eaten at all for three (3) consacutive

' days, if tha resident's welght changed by five

1 (5)% an two {2} consgcutive measurements, end |

+if the rasident's weight changed by flve (5) =
pounds on two {2) consecutlve measurements.

! Revlew of Resident #3's medieal record revealed '{
diagnoses which included Alzhalmer's Diseass !
and Chronic Kidney Disease, Revlaw of the i
Signiflcant Changa Miniraum Data 8ot (MDS), !

| dated 03/04/13, revesled the fackily assessed the

‘resident as having a Brief Interview for Mental
i
!

I related to nurrition o April 11%, 2013,

! Addillana] education ard diseussion by the
P LNEA and DON onawtEtion! approsches
far those with signition weight cha nges
ocouired in Deperiment Leadership maetin g i
Aprit 16% 2013 and in the faellity quantedy
QA moeeling on April 18" 2013, Both
meetings inchided the Dietithsn and Nursing
Management, The RN Un’ Managers and ]
Dietitien shall eorminunicate and discuss any
residents Wentified with siguificant weight
loss of 7.5% or greater end cnsme
appropriste nutefliconl interventiols ate in
place, The Dictiian will print ovf and review
the faeily weiglt report weekly from the
task manager program and veview for Hy
sighiffenut weight loss, If signfFieant weght
loss T aceurted, the Dietiian will review
the rutritiona! stalus, notify the phyelcian and
i Tanity, and review the resident status witi
the mterdsciplrmry leam.

it e oty e b s en s

i Ansudk (Exhibit A} of mly signifieant

L nutritional stahs/veight loss af 7.5% up
greater will be performed weekly by the
Dietitian, This audit will be perforned

| weekly for 8 weeks then nonthly for 2

menths, The findiugs of the sudit shal) be

repoited to the QA sommittes for futther

teview and recommendat’o s,

Adminisimato? to moniter,

Conpletlon Diter 472012013 A20/13

FORM CMS-2587(D2-00 | IPravio s Varslong Obsolale
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F 325 , Contlnued From page 6
, Btatus (BIMS) score of D2 which indicatad the

| facllity assessed tha resldant as regliring total
“dependence on staff for eating,

! Review of the Comprehensive Plan of Care,

: revised 03/01/13, revaalad the resident was at
Futritional sk and had the poteniial for

. dehydratlon related to chronle paln and the

| potential for decreased intake. Ths gosl siated

| plus or minus five (5) pounds with approaches

'5 and monthly welghts.
f Review of the Quarterly Nutrltiori Note, dated

 rasident consumed an average of 75-100 % of
J most meals and consumad 240-480 mlliliters
~(mla) of flulds at most meals,

|
' Review of the Rehab Fiow Records, dated

consumed 50% or less for nine (8) timas at
i breakfast, consumed 50% or less for fourtean

. for sevanteen {17) meals at dnner,

H

' Review of the "Dlstitian Weigh! Report’, dated

s weighed 192 pounds on 03/02/13 and 179.6 on
04/01/13 with a rewelgh of 177.8 on 04/03/13 {a
signlcant weight loss of 7.5% and 14.4 pounds

“in one (1) month), Observation, on 0471114 at

" 10:50 AM, revealed a welght was obtainad of

! Resldent #3 In @ welght chair and the resident

i weighed 178.4 pounds. Record review rovealed

]

'j resldent was sevarely mpalred In cognlitlve skllls
for dacision making, Further review revaaled the

 the resident would maintain weight betwean 199

. which included to monitor for weaight fluctuations

10301113, completed by the Dietitlan revealed the

t03/01/13 Ihrough 04/08/13, revealed ths resldent

! (14) meals at lunch, and censumed 50% or less

1 03/02/13 through 04/03/13, revealed Resldent #3
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F 325 Continued From page 7
| no documented evidence the facility notified the
" Physician or the Registerad Dletician of the
| welght loss.

[ Intervlew, on 04/12/13 &l 8:45 AM, with State
Registered Nurse Alde (SRNAMS who was

lasslgned o Resldent #3 revealed the SRNA's

documented food and fiuld Intakes in the

, or ate minlmal they ware to notlfy Ihe nurses,

|

Interview, on 04/ 1/13 at 10:30 AM, with the

| Registerad Dialitian {RD) revealed she had not
yet reviewed the April weights. She stalod she

| revlewed the "task managar” in the computer
“esch moming for any significant welght losses or
| gains and typloally waited unél all residanls

. waighls were obtalned for the month before she
| started addressing weight losses. She Indicated
" she was unaware of Resident #3's walgh) loss

i and stated she would request another re-welght
" beforg adding any other Interventions because

i this resident was already on supplements.

j Inleriew, on 04/1/13 at 10:58t AM and 04/1 2M3
rat 8:00 AM, with Licénsad Practlcal Nurse [LFN)

; stated the computar "lask manager” was

_consumed less than 50% for three (3)
consecutive meals. She furlher stated, the
“computer "task manuger” alerlad the nursas and
j the Digtitian to gat a re-welght if & weighl was
“noted to be a five (8) pound loss or galn.
 Continuad Inferview revesled if the re-weight
“indlcated an actual loss or gain of 5 pounds the
, nurse was to notify the physician. She indicated

i computer and if Ihe rasdenis did not aat anything

| #2 revealed she was Residen! #3's primary nurse
and was asslgned to the residen] most days, Sie |

i reviewed daily and alerted the nuree If a resident

f
i

|

i
|

|
!
!

|

i

L

FORM CMS-2867(NA-02| Pravious Versions Olisolels

Eveant 10: 23011

Faclilly Il 130825

If corlingation sheet Page & of 14




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04i28/2013
FORM APPROVED
PMB NG, 0838-0399

GENTERS FOR MEDICARE & MERICAID SERVICES
[ s1ATEMENT OF OEFICIENCIES {X3] PROVIDERYBUPPLIERIGLIA | (X2 MULTIPLE CONSTRUCTION [X3) DATE SURVEY
ANY PLAN OF CORRECTION ICEMIFICATION NUMBER; A BULOING COMPLEYED
188447 BWING — 04/12/2013

NAME OF PROVIDER OR 31 1P PLER

VILLASPRING OF ERLANGER

B30 VIOX DRIVE

ERLANGER, KY 41018

STRERT AOOREES, CIVY, STATE, 2IP COOE

SUMIARY STATEMENT OF OEFICIENEIES

10 i PROVIDER'S PLAN OF CORRECTION |

INd
! comméﬂou

F 325 i Continued Fram page 8 |
. there was no documenled evidence Ihe physlclan .
“was notified of this resldent's significant welght
j loss from D3/02/13 to 04/03113 even though it had |
, baen elght (8) days since the re-weight had been
t obteinad. :

’ Interview, on 04/412/13 at 9:00 AM, with tha

i Dlrector of Nursing (DON) aind Reglstered Nurse |
{RN) #3/Unit Manager revealed the computey :

Plask manager” alerted staff if a resldent

i consumed less than 60% for three (3) mesls for i

"three (3) consecutive days or If the resident did

i not eat at all for three [3) conseculive meals and

, the "task manager” was reviewed deily by the 1

Tnurse, Unlt Marager, DON, and RD, Further

i Inlerview revealed il took two {2) weeks to get all 1

" thie monihly welghts completed and in the

L meantlme If 8 resident had & flve (5) percent gain

orloss In weight Jhe Unit Manager, DON and l

! Diglitan would be alerted by the "task manager”, .

i Continued Interview revealed the physician would

- e nolified of welght losses because the RO

! placed the monthly weight reports in the

, physictan’s binder for the physiclans 1o review |

!'and most physiclan's checkad thelr binders when

l they viare In the facility once or Iwice g woek. ‘
Further tervisw revealad the physlclan was to !

i be notifled of slgniflcant welght gains or losses i
after the RD had completed her assessment of |

!'he walgh! gain or loss. RN #3 Indicated the
 physlcian should kave been nofiflad,

Interview, on 04/12/13 al 1:08 1M, with the
t Attending Physician revealed he was unaware of
i this resident's weight logs of 14.4 pounds fram
" 03/02/13 until 04/03/12 and would have lked to
I have been notified. He stated the resldent had
; Advanced Demenlia and he would need to i

{

l
i

;

X2[20 | ;
éREF:x (EACH DEFICIENCY MUST BE PRECEQEOC BY FULL [ PREFIX | (EACH CORREC 1 WE ACTION BHOULO BR X
TAG REGULATORY OF LEC I0ENTIFYINA INFORMATION| . TAG CROSS-REFERENCED TO YHEAPPROPRIATE | DATE
) ! PEFICIERCY] !
| j : T
| )
F 328" i

e e o e
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s&=0 SPREAD, LINENS
|

The faclity must establish and malntah an
I isfection Control Program designed to provide a
_safe, sanitary and comfortable envirorment and

_of disease and Infection,
]

- (8] Infection Control Pragram
i The facillly must eslablish an Infaction Control
, Prograr under which It -

. I the facility;

112) Decides what procedures, such as isolalion,
should he applled to an Indvidy al resident; and

,{ {3) Melntains & record of Incidents and corractive

| actlons related to Infections

,{b) Preventing Spread of Infeclion

[ {1) ¥hen the Infaction Control Program

; dsterminss that a resident needs Isolation to

i prevent Ihe spraed of infection, the facillty st
istlate the resident.

| {2) The facility must prohlbit em ployess with a

_communicable disesse or infected skin leslons

}from dire) conlact with residents or thelr food, i
direct contact will transmlt lhe disease.

1(3) The fachity musl require slaff to wash thair

“hands after each diract rasident contact for which

| hand washing ls Indicated by accepted
professlonal praclice,

*{c) Linens
| Personnel must handle, store, process and
“fransport inens 80 as 1o praven! |he spread of

¥

{1} Investigales, controfs, and prevents infacllons

Hlo belp prevent the development and Iransmisslon !

f

|
§
l_

i
i

1
]
|

|

|
|

ik

(x40 | SUMMARY STATEMENT OF ORFICIENCIES o PROVIDER'S PLAM GF CORRECT]ON oy
BREFIX (EACH DEFICIENCY MUST BE PRECEOFO By EulL U oprEpm | [EACH CORRECTIVE ACTION SHOULE: BE COMPLETION
TAG RESULATORY OF LEC IDENTIFYING INFORMA TIOoN| P - te B CROSS-REFERENCEN 1O THE APPROBRIAE i pAm
i ' DEFICIENCY) i
i . : ;
F 325+ Confinued From page g I F 3253: 5
iinvestigaie the madications to sea I Ihat was j ,
contribullng to the weight loss, ! i L4l )
F 441148365 INFECTION CONTROL, PREVENT E441 !

|

The facility bhas estob! shed und natstsing an
Infectlon Contral Progiam that provides a
swnltary environment to help prevent the
development end transhiission of disease apd
infeetian, |

Resident #7 and #9 Lave been observed in fhe
diniag room without any tecurencs of spif
touching the food duting a1ncal. Residenr #7
end #9 have been dud remnn free from signs
orsymptems of infection. Resident #5 | g
been chserved durnyg dressing chatige ang :
statf i tntnined corrent dressing chinge {
techirfique, particularly related to hand
washing dusing the chasge. Resident #5 hs
heen aud temains fee from sigus and '
sywiptoius of infeetios, '

Dindug roon andi of mesl. service god ;
infeetion contio] practices 1 Hie d infiig room |
were condueted and revesled so-fastances of i
statf touching food, Chef educated sigff !
dmisg room during meal rounds and audits !
April 12" wnd April 15" throngh 19% 2013
abuutt infeetion control concems throughout |
the whole weat service, in pamtiendar nol o J’
!

touch suy food with tiate hands duting
resident meal service, The Nursipg
Manegement team, fn pationlar e ADON,
miibed 0 sample of residents who recetved
dressing changes to ensuse the licensed
nirses were following the polley ard 1sing
uppropriate tnfectlon canlrol rechniques,

FORN CHS-2567(¢2.98 | Provious Versloys Obsokla Evanl £r2v3dn
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i
F 441" Continued Fram page 10
! infection.

¥

|
. This REQUIREMENT s not mel as evidenced i
by .
1 Based on observation, interview, record review |
“and raview of facility policy it was determined 11e '
{faclity failed 9 establish and malntain an :
. Infection Control Program designed to provide g |
sar sanitary and comfortable snvlronment and

to help the development and transmisslon of f
_ disease and Infectlon, I
|
- Observatlon durlng meal service revesled staff l
' picked up bread with thelr bare hands and served |
j o Resident #7 &nd Resldant #9, l

| Observation of wound care and dressing changes ‘
for Resident #5 raveeled the nurse used poor i

i Infection control technigue,
i
" The findings incluge: |
| i
"1, Observalion, on 04/10/13 at 1-00 PM, of lhe |
I second foor dinlng room revealed |lcensad I
i Practical Nurse (LPN) #2 plcked up bread with |
: her bare harids and served it to Resldent #9. l
':

“Interview, on 04/10/13 at 4:20 PM, with LPN )
i revesled she was upaware she could nat touch l
 bread wilh her bare hands 1f she had sanltized
. her hands,

3! Interview with lhe Diractor of Mursing, on

1 0412113 at 9:00 AM, revesled Ihe Stas
Registered Nursing Aldes { SRNA's) recelvad :

Itrainhg in feeding residents upon hire, She stated |

} !

i i
F 241! INHA provided edieation (o jhe Department !

i Leadership on the irfecpion eontrol progranm,

. infection control and food handllig in the

" weal service, and 1 review of the dresshag ;

I change policy aud procedure i the !
Dejmistment Leadership neeling on Apri)
6% 2014, The Chef las condneled wudins i
the dining reow related 1o Infeetion contref, ,
pattiedlatly evnabastzing to staff notto louch
any food with bare lands. ADON begar i
education to licepged irses, in::!ud?l'lg PN l
#2, on infection conro! lechnigues, following
the dressing el'imge and hand washing paliey l
an April 16% 2013, Facilry staff, meluding
DN, began edueation using the facitiry
wie trining syster, a one hour class thled,
Hond washing: The Larest aenc

g"
_ :
! Recommendations on Aprl 168" 2013, ,f
l i
I‘ An aidit of Hie meal service {Exhibit 1), wih f
¢ Btlemion to infection conteol teehnkues and i
] i
|
i i
fl !
|
| |
j
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F 4411 Continued From page 11 F 441;
oliced tlen control a8 & concern i ) ' i
| \i:ti ?sgd?r% ;:,} t-:‘?s p;rsrt‘;ec e ! I tiof hangiing vesideni food wiiil bate hinds f
| ) . Wi be perfenined weekly by the Clief nndior
2. Review of the facilliy "Dressing Changes” ' b Nursiug Management. This audit wili be :
I palicy, revised 04/11/13, revealad a dressing i poformed weekly for § weeks ilien monthiy  °
. change was done to promote cleanliness and for 2 moniis; An nedit dressing ciisnges

thealing, prevent infection, to protect skin surfaces |

; from maceration and excorialion, by decreasing

! eantact wiih ircitailng drainege, i aliow for

| measurement of the waund and to promote
resident comfort. The procedure included; set up

+ a ciean or sterile field and place supplies In that |

_ares, perform hand hygiene, apply gloves, lbosen f

lihe solled dressing, discard the dressing and

, Gloves in the plastic bag, wash hands, put on

 sterile or clean gloves as indicaled, cleanse the
i wound, remove gloves and wash hands, procead !
“wilh wound care as speclilad by Ihe physiclan's [
i orders, reinove gloves and wash hands, ;
! |
[ Observation, on 04/10/13 from 10:20 AM through
- 10:55 AM, of a skin assessment and wound care |
| for Resident #6 revealed Licensed Fractical
Nurge (LPN) #2 remaved the solled drassing from |
| the resident's right lowar extremlty by culiing it off |
_with scissors and placed the soiled 8¢issors on
i top of the treatmant cart, The nurse then :
- removed the soiled gloves and without wasiing ,
| her hands, cpened the treatmeni carl with a kay,
. donned new glovas and cleansed the wounds o
| the resident's right lateral shin snd right iateral ,
ankle with Wound Cleanser and a separats i
{ guaze pad for &ach wound, With the seme soilad |
“gloves, the nrse ihen cleansed the waund on the !
| rasidents second rigit los, removed her gloves
“and without washing or sanitizing her harids,
[ obtained more guaze from tie treatmant cart,
_LPN #2 then donned new gloves and messtred

i‘
|

b (Exhibie CY, with attention 1 infeciion

y control 1echniques particuiaiy hand washj) g,

© wili e performed weekly by & menber of the

b Mursing Mrnagemen! lesin. Tids audil wilf

be perlonmed weakly for § woeks Fhan

monthly for 2 months, An audit of general

| Dand washing practice {Exlibit £ and

' iechnignes reizted 1o the infecton contral,

*progran will be perforied Ay 1 neiber of

i the Nursing Management sean, This sudit

. will e performed weskly for 8§ weeks ihey

! monty for 2 months, The findings of Hese

f andits shnlf bereporied to the QA comnriitee
for finther review and recommendations,

DION 10 monilor

Complisnce Date: 442012013

‘

442813
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f
!

H
i

 the wound fo the resident's right iateral shin and

"appliad Regranex with a G-tip, With the same

i solled glovas, the nurse reached into the
treatment cart and oblained Puracol and applied

‘it fo the wound on the resident’s left |atara! shin,

1 The nurse then without washlng or sanilzing her i ! :

hands, changed gloves and measured the wound
o the resident’s second right toe, applied :
i Regranex with a Q-fip and puracol 1o the woung, i ;

The nurse thert applled kerlex and ace bandage ! .
i to the wounds on the right lower axtremity, !
. removed har gioves, donned new gloves, and
| cleaned her scissors with ar alcohol pad, and
i washed her hands. i

! Interview, on 04110113 at 11:00 AM, with LPN 2 |
j revealed she was unaware she had conlaminated i l

the lreatment carf by placing ihe soiled sclssars :
[ ontop of the cart and by obtaining ltems from the |
. treatiment carl after removing her soiied gloves, |
| 8he stated she was unawsre of the nead to wash :
i hands after removing the soilsd dressings, as i
! long as she changed gloves prior to proceeding
i fo clagnse and dress the wounds, Further '
_Intarview reveaisd she was unaware of the heed
[to wash or sanitize her hands between cleansing
f‘ and dressing separate wounds,

sinlerview, on 04412/13 at 3:00 PM, with the

: Infection Conlroi Nurse revealed when a trassing |

| was removed the expectation was that ihe nursa

. would remove the soilad gloves and wash their !

I hands. She further stated siaff wore to wash i |

- hands and change gloves batween wound siles | }

!and were not tg touch the trestment cart or l

j drawers with contaminaled hands. Continuad i P
! |
| '
| |

1

Interview revesled each time gioves were
[ rermoved, stafl needaed to wash er sanitize hands,
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KK 000 INITIAL COMMENTS

j Building: 01 )
Plan Approval: 1999

i

. Survey under: NFPA 101 (2000 Edition)

' Facility typs: SNFINF
I

‘ Type of structure: Two (2) Siory with partial
{ basement Type Il (111) Protected ! i

| Smoke Compartment: Seven (7) :

I Fire Alarmy; Complete Fire alarm System ;
| {Installad 1998) |

Sprinkler System: Complete Sprinkler System |

{ (Wet) Installed in 1999 : I

| Generator: Type || Diesel Installed in 1999 ; |

| A life safety code survey was conducted on ,
G4711/13. The findings revealed Villaspring of I
| Erlanger met the requirements for compliance
“with Title 42, Code of Federal Regulations, |
1 483.70 (a) et seq (Life Safety from Fire). No :
| deficiencies clted,

|

A

ne e#&lng wlf?\ an asterisk () denotes a deficiency whizh the Institution ma
ovigte sufficlent protection fo the patlents. (See Instructions.) Except for nurst
rvey whether or not a plan of correction I provided.
te these documants are made availab's to the facilty,

Any deflolency stat
other safeguards
following the datef of
days following tHe

FCRM CMB-2567(02-89) Pravious Versions Obsolele Evenl 10: 2Y342¢

ng hamas, tha findings stated above are d

For nursing homes, the above findings and plans of correction
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