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{F 000}§ INITIAL COMMENTS ' {F‘OOO}j__ . i

¢

¢ Amended ; NI i P .
; b M I plan'sf Correction as our
. An onslle Revislt Survey was conducted t2/10/13 N credible allegation of
. through t2/44/13 related to the ‘ e ¢ larice effective Januar
Abbreviated/Partial Extended Survey concluded i ‘ zzng}mafc ffect anuary
A .

. on 10/24/13. The Revisit Survey determined the |
facillly corrected 42 CFR 483.15 Resldent ' i ;

; Assaessment, F-282 on 11/25/13 as alleged. ; i 1.) The Maintenance
Howsver, continued non-compilance remalned at ‘ ; :
| 42 CFR 483.20 Resident Assessment, F-281 ata | ; D"elc“’r 18 “Ohi""ger
_Scope and Severlly of a *D"; 42 CFR 483.25 . = employed at the
| Qualily of Care, F-323 at a Scope and Severity of - ! facility. The fan for :
; an "E’, and 42 CFR 483.75 Administration, F-490 ; the bathroom that .
1 and Quallly Assurance, F-520 at a Scope and ! . |
. Severity of an "E”. Tha fagilily falled to ansura : ; conpects resident .
! the Audits and Quallty Assurance as outlined in : room 34 and 32 has !
i the acceptable Plan of Correction from the : i beenreplaced. Entire |
t0/24/13 survey were affectively implemented, | ) facility was assessed :
; monitored and evaluated ta ensure the carrection . : : & dof i
* of the deficient practice to prevent continued ] : Or need o :
, nancompliance. ; replacement fans on o
!t St soficionc enified af 42 ' the week of 12/16/13, |
jina ion, néw Qalfxioncias ware tden a i ’ £ .
' CFR 483.10 Resideni Rights, F-t66 and 42 CFR | ; This assessment was
;483,15 Quallly of Life, F-258 at a Scopeand | , conducted per facility ~
Severlly of 2 "D". | maintenance :
F 186 | 483.10(f}{2) RIGHT TO PROMPT EFFORTSTO ¢ F 166, personnel. There

$5ap RESOLVE GRIEVANCES
[ ‘ .
" A resident has the right to prompt effarts by the i heeded to be replaced,
; facility to resolve grievances the resident may ! all of these fans have
" have, Including those with respect to tha behavior : ; been replaced with i
t of (ks . i i \ i

of other residents. : the last being done on

i 01/23/14

This REQUIREMENT s not mat as evidenced i ; 2.} Concern log for
Yoy ‘ , . December was

i
: i :
LABORATORY DIRECTOR'S OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNATURE TIFLE . X6} OAT
. _Edw g SZM \Ch b D G A smaobatt cu?é.nﬁ/:x}«

Any deficianay slatemanl sndifg wih an astatisk {")dgriytes a daficiency wiich Iha insiHution may be excused from correcting providing il 1 dstermined fhat
othar safeguards provide sufficient prolection to the pallehts, (See mstructions.} Except for nursing homaes, tha findings statad abova are disclosablg 90 days
following the data of suvey whethar of nat a plan of correction Is provided. For nursing homas, the sbove fincings and plans of corraction are dlsciosakla 14
days fallowlng the dale thess documents are made avaliabis lo the fagikty. If deficiencies ars cited, an approved plan of carrection is requisite ‘o continuad

program panicipation.

were ten fans that !
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(X431D
PREFIX |,
TAG !

SUMMARY STATEMENT OF DEFICIENCIES
JEAGH DEFICIENGY MUST BE PRECEDED BY FLAL
REGULATORY OR LSC IDENTIF YING IFORMATION)

.
| PREFIX
1AG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CAOSS-REFERENCED TD THE APPROFRIATE

DEFICIENCY)

115}
| COMPLETHIN
: GATE

¥

F t66 Continuad From page t
i Based on ebservation, Interview, and raview of

F 66|

“the facify's policy, it was determined the facility
; failed to ensure each resident’s right to voice i
" grievances and to ba assured thal after receiving
a complaint or griavance, the facility would
* actively seek a resolution and keap the resident *
appropriately apprised of its progress foward a
rasolution for ona (1) of five (5) sampled
I residents (Resident #3) and one (t} of wo (2}
unsampled residents (Unsampled Resident8). |
; The facillly failed to complete a grlevance )
! document after having recelved two (2) separate |
- complaints of a loud bathroam exhaust fan that
| disrupted Resident #3 and Unsampled Resident !
" B's sleap and in room acilvitlss, Additionally, the ~
s facility failed to kesp tha residents apprised of its |
progress toward a resolution to the grievance, ’

E The findings include:

1 Review of the facility's policy tittad
1 "Concem/Grievance Poliey”, undaled, revaalad
an employee who received a concern or

; grievance was responsible for complating the

! rasident concern form either by agsisting the ;

: residant and family to fiil it out or to fill oul the

; concern form themselves. The Administrator
“would review the resldent’s concern form and log |
, alt concerns of grievances, Confinued review
{ reveatad the Administrater would delermine which ;
" department was responsible for rasolution of the

. concern of grievance and the depariment .

{ responsibla for the concern ar grievance had five .
(5) days {6 communicate a resolutlon to the famﬂy

or resident,

Obsemallon, on t2/10/13 at t0:40 AM, revealad
; the fan for the bathroom that connected res!dent
" rooms thirty-four (34) and thirty-two (32) was loud

reviewed per new
Administrator at end
of month to ensure all
concerns had been

addressed to best of
facility ability. The
concerns were
determined pér
_ facility Administrator
! onh December 31,

2013 to be addressed
for all concerns listed

on log, Review was
also completed of the
December resident
council meeting.

3.) All staff have been in-

serviced regarding the
importance of
reporting resident
concerns promptly on
12/13/13 per
Education Training
Registered Nurse,
Facility Administrator
or designee will
review conceins five
times per week as a
component of the
stand up meeting that

involves department

managers .In addition
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: ' . ‘Gsi Facility Administrator

F tes Continued From page 2

. , , ) ; , or designee will
i and mada an intermittant screeching noise. : i

review concern log at

i conclugion of each

' month to ensure all ;.
concems have been '
addressed. . The
facility Administrator
maintains the concern

“log. Once logged the
Administrator wiil

! refer to the log during

daily review to ensure

i Record review revealad the facility admilted
Resident #3 on 01/16/13, and re-admitted hlm:’heri
' on 10/28/13, with diagnoses which included ’
Schnzo,:hrema Deprassive Disorder, Anxiety, :
, Bipotar Disorder and Insomnia. Review.of the ' i
- Admission Minlmum Data Set {MDS), dated
. 11/14/13, revealed the facility assessed Resident |
! #3 10 have a Brief Intarview for Mental Status
_ (BIMS) score of fifteen ( 15), which indicated the
i rasident was cognilively Inlact and interviewable,

i Interview with Resident #3, on 12/10/13 at 10:49
© AM, revesled tha bathroom.fan was "loud and : . ;
. screaching” and the resident had reported the . resolutions O:r plans '
{ loud bathreom fan to the Malntenance Director. ;  arccommunicated to ;
Continued interview, on 12/tt/t3 at 2:47 PM, _ the resident. The
? revealed the resldent had reported the loud ! : Kr{anﬂ_ggr on Dut}r on H
screeChmg fan to the Maintenance Dtractor prior the weekends will ‘
. to the Thanksglving hollday. Resident #3 stated © T
 the Mainlenancs Director had “lubricated” the fan | : collect and address ‘
twice sincs he/she reported the fan; howaver, the | i any concerns that the i

| fan contirued to he loud and screeching, Further staff have collected
Interview revealed Resident #3 was aggravated | i d add

: with the situation because the nolse kept himher 5 and accress any more _

! awake at night, i that occur during the i

; course of the day :

during their rounds,

Resident concerns are j
reporied to staff who
utilize the concern i
form to forward

| Record review revealed the facility admitted {
Unsampled Resident B an Q4/30/13, with
dlagnoses which included Non-Alzheimer's :
‘ Dementla. Revisw of the Quariady MDS, dated |
10/14/13, revealed the facility asses sed .
- Unsampled Resident B to have a BIMS score of | ;
“fifteen {15}, which indicated the resident was

, cogritivelyintact and was interviewable, i

. Intandew with Unsampled Resident 8 on 12/“/13!
| at 9:30 AM, revealed the fan in the bathroom was

conecern to
Administration. The
facility continues to
utilize a
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4D SUMMARY STATERMENT OF DEFICIENCIES _ D 125
PREFIX 1 IEACH DEFICIENCY MUST 8E PRECEDED BY FUAL i PREFIX fEACH CORRECTIVE ACTION 8HOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORLIATION) T TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
i ; DEFICIENGY)
; ’ : Concern/Grievance
F t66 ' Contlnued From page 3 F 166: Policy.
_too loud, The resident stated the foud fan had : - -
" bean reported ta the Maintenance Director. 4.) Quality Assurance
. Subsequent interview, on t2/t1/13 at 2:47 PM, ' team to meet weekly
: revealed the fan kept the resident awake at night. : times four weeks
* starting week of
¢ Intanview with the Malntenance Director, on December 29
12/11/13 at 10:t3 AM, revealed the fan and the er 29,2013,
- llaht were contralled by a single swilch and both then monthly and
came on at the same time. He slated it was i PRN thereafter,
facility praclice to leave the light in the bathroom Concern log to be
‘ on at all imes. Conlinued inlarview with the reviewed and
Maintenance Dirsctor, on {2/11/13 at 3:14 PM, ve andany
" revealed the Joud fan was reporied to him abnormalities will be
approximatsly a week and a half prior to the ' addressed at that time, .
t survey. He stated he did not complete a : : . : i
complaint or grlevance form because he : E;am ".“” consist of .
i lubricated the fan. Further Interview revealed i ; ministrator, DON, !
" when the loud fan was reported to him asecond ADON, Medical |
. time, he tubricated the fan agaln; however, he did ! Director and SW. '
not complete a complaint/grievanca form. | : 5.) Completion Date ;
Interview with the Reglstered Nurse Coordinator, ; i U1/24/14.
on 12rtt/13 al t0:48 AM, revealed it was the ‘ :
. facility's practice for the lights, and therefore the
fans, to stay on at all times,
{
. Interview with the Administralor, on t2/tt/t3 al
" 4:30 PM, revealed she had not been mede aware . !
: of the complaints made by Resident #3 and ? '
: Unsampled Raesident B regarding the loud fan ;
_prlor to the survey. She stated it was acceptable | !
for the Malntenance Dirsclor to not complete a ‘
complaintigrievance form when the loud fan was §
- initfally reported; however, the Administrator : .
“ stated the Malntenance Diraclor should have !
- completed a complain¥/grievance form, per the :
- factlity's policy, when the noise was reporteda H
second lime 10 ensure the resident's converns -~
- were addressed, ;
Evgra ID:3QKAMi2 Fatiliy i0: 100412 If corinystion ehaef Paga 4 of 16
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$5=0' COMFORTABLE SOUND LEVELS

fThe faciiity must provide for the maintenance of
: comfortable sound levels. )

; This REQUIREMENT is not met as evidenced

- by

! Based on observation and interview, it was

. determinad the facilily fallad to provide for the

i maintenance of comfortable sound lavels for one

{ 1) of flve {5) sampled resldents (Residant #3);
i and, ona (1} of three {3) unsamplad residents

{Unsamplad Resident B}, The facliity failed to
i maintain the exhaust fan In Resident #3 and
~Unsampled Resident B's shared bathroom.

" The findings Include:

! Observalion, on t2/10/13 at t0:49 AM, revealad
tha fan and tha lighl were on In the bathreom that
| connected resident rooms thirty-four (34) and
thirty-twa {32). Coniinued observation revealad
i the fan was foud and making an Intermittent
* acreeching noise.

. Raview of tha clinical record revealed the facility
admitted Resident #3 was on 01/15/t3, and

: re-admitied on 10/28/13. Review of the
Admission Minimum Data Set (MDS) dated )

; 11/14/13, revealed the facility aszessed Resident |

: #3 to hava a score of fifteen {15) on the Brief '

_Interview for Mental Status {BIMS), which

findicated the resident was not cognitively
impaired and was interviewable.

interview with Resident #3, on 12/10/13 at 10:49 |
i AM, and on 12/t1/13 at 2:47 PM, revealed

E

i

i

i
I

STATEMENTY OF DEFICIENCIES jXt} PROYIDERASUPPLIER/CLIA (X2 MULTIPLE CORSTRUCTION {X3; DATE SURVEY
AMD PLAN OF CCRRECTION IDENTIFICATIDN NUMBER._ A BUILDNG COMPLETED
R-C
185338 8. WiNG 12/11/2013
NARE OF PROVIDER OR SUPFLIER STREET ADDRESS, CiTY, STATE, Zi CODE
|ON CENTER 420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTE SPRINGEIELD, KY 40068
e, SIHMMARY STATEMENY OF DEFICIENCIES iD PROVIDER'S PLAN OF GORRECTION ; 1X39)
PREFIX | |EACH DEFICIENCY 8US f BE PRECEDED BY FULL PHEF;X {EACH CDRREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 1 aaTE
DEFICIENCY) '
" i
F 258 , 483.15(h{7) MAINTENANCE OF I Foss; F238

1.) The Maintenance
Director is no longer
employed at the

i facility. The fan for
the bathroom that
connects resident
room 34 and 32 hus
been replaced. Entire
facility was assessed

for need of
replacement fans on
the week of 12/16/13.
This assessient was
conducted per facility
maintenance
personnel. There
were ten fans that
needed to be replaced,
all of these fans have
been replaced with
the last being done on
01/23/14

2.} Concern log for

December was
reviewed per new
Administrator at end

of month to ensure al}

concerns had been
addressed to best of
facility ability, The

FORM CM8-2507(02-99) Pravious Versons Obsolele
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Continued inlerview revealed the noise kept the
- resident awake al night, and was disturbing

" during the day as wall.

i

" Glinleal record review revealed the facillty

¢ sdmitied Unsampled Resident B on 04/30/13. |
* Review of the Quarlerly MDS, dated 10/14/13,
, revealed the facliily assessed Unsampled !
! Resident B to have a score of fiftean {15) an the -
. BIMS, which indicated the resident was

. cognitively Intact and was interviewable,

| Intarview with Unsam pled Resident B, on .

t2/1t/t3 at 9:30 AM, and on 12/tt/13 at 2:47 PM, |
i ravealed the fan in the bathroom was too loud i
" and was aggravating, and the loud fan had been |

reportad fo the Mainlenance Director ptior to the
¢ Thanksgiving holiday. Per interview, the fan kepl |
the rasident awake at night. :

Interview with 1he Mainienance Direclor, on

; 12/14/13 at 3:14 PM, ravealed the loud fan was
inmally reported to him approximalely a weak and
. @ half ago. He staled he lubricated the fan after |
grecei\rfng the report. Continued interview -
revealed he received a second report about the
j noisy fan, and he lubticated it for a second time.
" The Maintenancae Director stated he did not follow,

- up with Resident #3 and Unsampled Resident B !

§

" because the residents "would let him know" jt ihe

fan conlinued to be loud,

. Interview with the Administrator, on t2/11/13 at

FORM CMS-2587(02-09 Piavious Yersimg Dbsolals

Even 1D: 30KM12

Faciliy i 100412

also completed of the
December resident
council meeting.

3.y All staff have been in-

serviced regarding the
importance of
reporting resident

concerns promptly on

12/13/13 per
Education Training
Registered Nurse,
Facility Administrator
or designee will
review concerns five
times per week as a
component of the
stand up meeting that
involves department
managers .In addition
Facility Administrator
or designee will

teview concern log at

conclusion of each

month tQ ensure all
concerns have been
addressed. . In

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {Xt} PROVIDER/SUPRLIERCLIA {X21 MULTIPLE CONSTRUCTION IX3; DATE SURVEY
AND PLAN OF CDRRECTIGN DENTFICATION NUMBER: A, BUILDING COMP{.ETED
R-C
185338 B WG 12/1t/2013
NAME DF PROVIDER DR SUPRUJER STREET ADDRESS, CITY, $TATE, ZIP CObe
GFIELD NURSING & REHABILITATION CENTER 420 PAST GRUNDY AVENUE
SFRINGF T SPRINGFIELD, KY 40068
B4FID SURMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s
FreF | {EACH DEFICIENGY MUST BE PRECEDEO BY FULL ! PREFIX | {EACH CORRECTIWE ACTION SHOULD BE ~ COMPLETION
TAG ' REGULATORY OR LSC IDENFIFYING INFORMATION) 3 TAG " CRDSS-REFERENCED TG FHE APPROPRIATE 0 OATE
i ' . ; f .
i i f concerns were
F 258 Con_hnued From page & ; F 258: determined per
: Resident #3 had reperted the "loud and i . facility Administrator :
! sereeching” fan to the Malntenance Dirastor prior : D ber 31 :
_to the Thanksgiving holiday. The resident stated | on Liecember a1,
| the Maintenance Director had "lubricated” the fan i 2013 to be addressed
twice since the noise was reported; howaver, the ! for all concerns listed
T fan continued to be loud and screeching. on log. Review was

i canlinugtion sheat Paga 6 of 16
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STATEMENT OF DEFICIENCIES 1X1) PROVIGER/SUIPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION /X3; DATE SURVEY
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85338 B, WiNG 12/11/2013
NAME OF PROVIDER DR SUPPLIER STREETADDRESS, CITY, STATE. ZIP CODE
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XA I SUMMARY STATEMENT OF DEFICIENCIES ,om ! " PROVIDER'S PLAN OF GORREC 10N X5
PREFIX (EACH DEFICIENCY #RJST BE PRECEOED BY FULIL : PRERX | {EACH CORRECTIVE ACTION SHOULDRE  ; COMPLETON
TS REGULATORY OR L5C IDENTIFYING INFORMATION) ; [ YR CROSS-REFERENCED TO THE APPROFRIATE . OAIE
H i __ DEFICIENCY)
i ) i addition, interviews
F 258-_ Continued Frorr; page & f i F 258° are being conducted i
1 4:30 PM, revealed if was accaplable for the : H
- Maintenance Director o jubricale the fan and not : . ‘thh.alerl re::lc‘ients to
¢ report the first complalnt. Howaver, the : t inquire regarding ‘
Maintenance Director should have reporled the | accepiable noise ;
; complainygrievance whan the injtial lubrication of : levels within the !
the bathroom fan did not correct the problem, to ! ; e
; ensure tha resldents’ concerns regarding the : famhty. These .
noise were addressed. Interviews are being
{F 281} ; 483.20(k)(3)(} SERVICES PROVIDED MEET {F 281} - conducted per 2
SS=p PROFESSIONAL STANDARDS ‘ ' Administrator or i
i i ; 5
' The senvices provided or arranged by the facilily ] Thes:; are
; must meet professional standards of guallly. : i cing copducte
' i weekly times four ;
| This REQUIRE , : weeks, date being ;
: ;’;‘ss REQUIREMENT Is not met as evidenced a | Janua,r}{] 02, 09, 13, i
- by: ; ! : d
| Basad on observatlon, inferview, review of the | ' and 207, The monthly
facility's "Medication Pass Quality Assurance ‘ : interviews of three _
{ Education Tool” and review of KRS (Kentucky ! i residents will be =
' Revised Statutes) 314.011(6), # was determined : conducted
i the facillty failed 1o ensure services were provided | ; on u _e per :
to meet professional standards of quality. Durfng . _Amstrator or i
{ ; @ madicalion administration on t2/1t/13, a : designee : .
Registered Nurse {RN) was obsarved ; : CSual; [
, administering medtcatlons to a resident ! i 4.) Quality Assurance
{ (Unsampled Resident C) which anothsr nurse i : team to meet weekly
had prepared. The RN had not witnessed the : times four weeks
| medication being prepared by the ather nursa, ; starting week of !
; ! : PR, ;
- The findings Include: ; : December 29, 2013,
: then monthly and ;
! Interview with Registered Nurse #3 on 12/t1/13 at. PRN thereafter. :
" 7:14 PM, ravealad the facility did not have a i Concern log to be :
; policy that addrassed s afe medication ’ 0‘ gto :
“ administration pertaining to nurses administering | reviewed and any
med[catfons prepared by other nurses, : ; abnormalities will be
_ : addressed at that time.
i : ;
FORM CMG-2567(02.99) Praviaus Varsians Obschaty Evant 1D: 30KM2 FacinyiD: 10442 ¥ conifnuation sheet Page 7 of 16
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* Review of the facility's, "Medication Pass Quality

. Assurance Education Tool” revealad residents'
* righls were to be abserved during the
; administration of medication.

E

, Review of KRS (Kentucky Revised Statutes) !

" 314.0 t4(B) revealed jt defines "Registered

; Nursing Practice as... ¢) The administration of

“ medicatlon and trealment as prescribad by a
physician,... Components of medication _
adminlstration include..."preparing and giving ;
medication in he prescribed dosage, route, and
fraquency”.

! Observatlon of a madication administration on
C12/1/13 at 4:3¢ PM, revealed Licensed Practical ;
" Nurse (LPN) #8 attem pted to administer a :
medicatlon, Ativan 0.6 milligram, which the nurse |

; had crushed and mixed with applasauce, to

- Unsampled Resldent C. Observation ravealsd

> the msident resisted taking the medication from
LPN #8. Continued observation revealed LPN #8 |

! left the room with the rmadication in her hand,

. Further observation revealed RN #3 entered the

; room with a medicine cup containing applesauce i
and lhe medication which had been obtained and ;

| prepared by LPN #8. Obseryation revealed RN

#3 administerad the medication to the resident,

i
" Interview with LPN #8 on 12/tt/t3 al 4:52 PM,

| revealed she had ablained Ativan 0.5 milligram

“{an antjanxiely medication), crushed the
medication, and mixed It with applesauce. She |

! stated when the resident would not take the
medicaiion for her, she gave the medication she

- had prepared to RN #3 to attempt 10 give to the

. resident. LPN #8 stated she was not in the room |

twhen RN #3 adminislered the medication to the

. regident, Confinued intarview revealed she was

CENTERS FORMEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICENCES (X1} PROVIDERISURPUERCLIA 1X2} MULEIPLE CONSTRUGCTION {X3} DATE SURVEY
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R-C
t85136 8, WING 12/11/2013
NAME QOF PROVIDER OR SUFPLIER STREET ADDRE &S, CITY, STATE, ZIPGODE
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(X450 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDERS PLAN GF CORRECTION R
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR 15C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 13 THE APPROPRIATE DaTE
. : DEFICIENCY?
SO : f A sbmmary of the
(F 281} Continued From page 7 {F 281} resident noise level

i

5)

F 281

2.) All residents who i

( L) Physiciané forR-C

interviews will be
reviewed during the-
QA meeting as part of
the concern log i
review. Team will
consist of
Administrator, DON,
ADON, Medical
Director and SW,
Completion Date ,
01/24/14, ‘

on 12/20/13, R- B

on 12/20/13 and R-

Fon 12/18/13 were
notified, any new

orders obtained

were followed,

LPN [ and LPN 4
were counseled on
12/18/13 per '
ADON.

Were receiving

antibiotic

medications are

being monitored pet

use of the Antibiotic i

FORM CMS-2567{02-83) Paavious Versions Obaslate
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!

{F 28!) ; Continued From page B
" not aware if the facllity had a poticy o address ;
| safe medication administration. She stated i was
not "best nursing practice” to entrust another
, Nurse to edminister a medication that she had
" prepared and was responsible for giving.
- However, she stated, "she was okay with it”.

!nterwew with RN #3 on t2/11/13 al 5:30 PM.
| ravesled sha witnessed the LPN abtain the
Alivan; howaver, she did not witness the [
¢ medication baing crushed and mixed with the
applesauce. RN #3 stated it was not “best”
i practice to administer medleations prapared by
“anolher nurse when the administering nurse hag |
: notwitnessed the preparation. She indicated that
" the nurse wha administered the medication would :
i nol.be able to verify and confirm the correct
" medication had baan glvan If tha preparation had ;
not bean wilnessed.

Intervfew with tha Diracter of Nursing {(DON) on
' t2/11/13 at 5:23 PM, revealed she lhought the i
facillty had a policy against nurses administering
i a medication they had not prepared; however, !

she fell it was "Nursing t0t", She stated "you

j don't give someone else’s madications”. The
DON slated her axpectations would ba for staff lo

; fallow the five {8) rights of safe madication

" administration, Further interview revealed the
- medications should have been wasted by LPN #8 |
“and preparad again by RN #3 to ensure safe .
medication administration o the resident, .
{F 323)] 483.25(h) FREE OF ACCIDENT |
s5=E. HAZARDS/SUPERVISION/DEVICES ‘

i

' The facllity must ensure that the restdant
i anvironment remalins as free of accident hazards
_as is possible; and each resident receives

{F 281),

flow sheet on
01/10/13. This was
determined per the
ADON. The
remainder of the
medications for all
residents who were
receiving
medications are
being monitored per
DON or designee
per 100% review of
the MAR three
times per week
starting on 01/
20/13. This was
determined per
Administrator,

3.) Facility Licensed

{F 323’

FORM CMS-2567102-98) Pievious Vergions Obaolete Event ID: 3CKM12

Fae¥ty ID; 1004172

nursing staff will
utilize an Antibiotic
Flow Sheet. The
purpose of this too}
is to ensure that
Nurses that are

Nurses going off

duty, count the total
number of
antibiotics in cart,
compare to count
sheet to ensure
totals both match. In
addition, Licensed

(X410 SUMIMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . sl
PREFIX | {EACH DEFICIENCY MUST BE FRECEDED BY FulL PREFIX JEAGH GORRECT VE ACTION SHOULD BE * COMPLETON
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SUMMARY STATEMENT OF DEFICIENCIES
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PREFIX

TAG
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i DEFCIENCY?

(F 323)* Continued From page 9

} adeguale supervision and assistance devices to

prevent accidents.

!
' This REQUIREMENT is not mel as evidenced

, by
! Based on observation and Interview, it was

- determyined the facility failed to ansure residents'

" anvironment remained as free of accident
i hazards as possible for fourlsen {14) of the

! {F 323}

i

¢

" fachily's lhify-five {35) resident rooms. The facifity

failed to enswre tha television cable wiring was off ‘

"the floor, which was a potential fall hazard, for
iresidents inrooms #1, 4, 9, t2, 13, {7, 24, 25,
27,28, 29, 35, 37 and 38,

. The findings include:
]

- t0:05 AM, revealed rasident roams 24, 25, 27,

, 28, 29, 37 and 38 had tetevislon cable wiring lying .

i

!

{

. !
‘Observations during the initial tour, on 12/10/13 at!

i

| on the residents' rooms floor, causing a potential |

tripping or injury hazard to residents, staff and
> visitors. Continved observation, on 12/11/13 at

8:68 AM, revealed resident rooms 1,4, 9, 12,13 |

[ and 17 also had tetevision cable wiring lying on

the floor, which could be a potential falt hazard to

| residents, staff and visitors. Subsequent

" observation, on t2/1/13 at 9:04 AM, revealed a

: regident in room 25, bed B silting up beside the
bed in a glider chair with the television caple

i wiring colled threa {3) times in the arga of tha

_resident’s feet and chair,

: fntenﬂew with the Maintenance Director on
i 12714713 at 10:t3 AM, revealed the television
cabte wiring had "been like that” for a while,

Nurses are to review
the MAR to ensure
the off going shift
has signed out the
antibiotic, Alj
Jicensed Nurses

; were in serviced on

; this topic on
January 10, 2014,
This in-setvice was
conducted per
Education Training
Registered Nurse, ;
7 In addition, these

' flow sheets will be
i reviewed five times
per week per
Director of Nursing
or designee. Any
abnormalities noted
will be addressed at
time of discovery,
In addition, 100 % :
MARS/TARS will :
be reviewed three

times per week per

Director of Nursing

or designee to ‘
review entire ;
medication
administration
records. Any ;
abnormalities noted ,

FORM CMS.2587(02.90) P evius Vaisions Obsclele
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D
PREFIX

TAG
DEFIGIENGY;

{F 323} Continued From page 10

, wiring lying on the floor could be a safety issue for
t residents, staff or visitors.

121113 at 10:48 AM, rewe aled tha talevision

. a safety issue for residants. She stated she did
! *not know what else to do with the cable”.

. Interview with 3he Administrator on 12/11/13 at
10:46 AM, revealed the television cable wiring

safety issue; however, "so could the rolling of

" bedsids tables”, She indicated she did not know ;

. how long the television cable wiring had been on
! the floor. Additonal interview an 12/11/13 at 3:37 :
. PM, with the Administrator, revealed the teleulslon'
t cable wiring had not been identifled as a potential |
hazard durlng the reunds. Conlinued interview
f revealed the Administrator felt "there was no way
. to list or identify alf potential hazards®. .
{F 490} | 483,75 EFFECTIVE i
ss= ADMINISTRATION/RESIDENT WELL-BEING é
i ¢

- Afacility must bs administered in a manner that
i enables i o Use its resources effectively and '

efficfently to attain or maintain the highest i
; practicable physical, mental, and psychosocial
" well-being of each resident. ]
i 1

i This REQUIREMENT Is not met as evidenced
" by

- Based on observation, interview and review of
“ the facillty's Plan of Correction {POC), it was

. determined the facillty’s Administration fafled to ;
" ensute the facillty had achieved substantial !

* Continued Intarviaw revealed the television cakle '

.5 Interview with the Reglonal Nurse Coordinator on |

* cabla wirlng lying on the floor could potentially be -

| lying on the floor in the resident rooms coud be a .

; will be addressed at
{F 323} time of discovery,
: Medication
_ Administration
; observations have
' been conducted per
Education Training
Registered Nurse
for all licensed
Nurses. This was
: completed on
i 01/10/14. Two
' medication
observations wil
i condinue to be
conducted times
four weeks then two
monthly/PRN
thereafier. Any
abnormalities noted
will be addressed at
P time of discovery.
: These audits will be
, conducted per:
i Licensed
Pharmacist and
Education Training
P Registered Nurse.
: Medications being
j returned to the
! pharmacy will be
reviewed and
compared three

{F 490}

FROVIOER'S FLAN OF CORRECTION
[EACH CORRECTIVE ACTION SHOULL D BE
CHOSS-REFERENCED TO THE APPROPRIATE

! (X5}
" COMPLETION
: BATE

:
b

i

FORM CMS-2567{02.08) Previous Vassions Ohsolals Evan! ID: 30Ai12

Facibiy (0: 100412

if conitruation shaet Page 11 .0f 16




81/24/2814 16:51 18592363571

DEFARTMENT OF HEALTH AND HUMAN SERVICES

PAGE  15/28

PRINTED: 01/08f2014
. FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
STATEMENT OF DEFIGENGIES iX P PROVIDERISUPRLIER/CLIA iX2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENT FICATION NUMBER: A BULDING COMPLESED

R-C
195236 B WING 12/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZtP CODE
oo 420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD, KY 40069
(XD SUMMARY S TATEMENT OF DEFICIENCES D PROVIDER'S FLAN OF CORRECTION © ixg)
PREFI | {EACH DEFICIENCY MUST BE PRECEDED By FULL PREF IX {EAGH CORRECTIVE AGTION SHOULD BE ' COMFLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THG APPROPAIATE . LATE
! . ! DEFKIIENCY)
i : f times per week to _
{F 490}’ Continued From page 1 © {F 490} Physician orders i
{ compliance per the facility's POC. The facility's : ¢ fo
~ Administration fafied to Identify a potentlat safety ; : and MARS t? _f W
" hazard in fourteen {14) of the facllity's thirty-five : Weel_cs | .then hve
{35)rooms, Observatlons revaaled telavision ' medications in the
- cable wiring on the floor of residents’ rooms return. bin
numbared 1, 4,9, 12, 13, 17, 24, 25, 27, 28 29,
| monthly/PRN
} 35,37 and 38. (Refer to F323 N
( ) ; 1 thereafter. This
' The findings include: f review will be done
H . 2
er Director of ;
Rewew of the facility's Plan of Correction (PQC), i Ej relng o '
; dated and signed by the Administrator on : INUTSIE Or
" 11/151 3, and with a campliance dats of 11/25/4 3,@ designee.
j revealed a one time audit of all resident rooms . 4.) Quality Assurance
_was completed by the Regional Nurse i Team to meet
i Coondinator on 10/25/13 to idenlify any hazards \ KV ti
“and rooms were to be monitored datly to ensure i weekly “m?s four
! all potential hazards were Identified. weeks starting week
! Observaty 12/10/43 at 10:05 AM, and : of fanuary 12, 2014, ;
{ Qbservations on at 10: ,and on ! i
i 1271113 at 8:56 AM revealed resident rooms 1, , then monthly and '
14,9,12, 13,17, 24, 25, 27, 28, 26, 35, 37 and 38 ' PRN thereafier.
i had television cable wiring lying on the flaor in the | i i Medication i
residents' ropms, which could have been a : . . '
; potential hazard to residents, staff and visitors. i Adr.mmstratmn
t Continued observation, on 12/11/13 at 8:04 AM, audits as well as ,
| revealed television cable wiring colled three (3) Antibiotic flow !
times in the area of the feet of a resldent in room i . sheet to be review
25-8 and the chair which he/she was sitting in up : hde be reviewed
i beside the bed. andany
_ abnormalities noted
. Interview, on 12/11/13 at 10:13 AM, with the ! will be addressed
Maintenance Director revaaled the television
i cable wiring had baen on the floor for a while in and t'he plan .
the residents' rooms. The Malntenance Director ; : WVISFd- Team will
- indicated this was a potential safety issue, ! ; consist of
i : Administrator
j Interview with the Regipnal Nurse Coordinator pn - ) DON. ADON
" 121113 at 3:37 PM, revealed she had completed _ ’ ]
FORM CMS 286 702-84} Pravious Veialons Obsolats Evant ID-30KM 2 Facibty ID; 100412 I contrralion sheet Page 12of 16

B —



Bl/24/2614 18:%51 18593369571

.. DEPARTMENT OF HEALTH AND HUMAN SERVICES

PoiE 1B/ 26

PRINTED: 01/08/2014

FORMAPPROVED . |

OME NO. 0938.0301

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIGENCIES {X1} PROVIDERISUPPLIERICLIA 1X2) MULTIPLE CONSTRUCTIOM (X3 DATE SURVEY
AMDIPLAN OF CORRECTION OENTFIGATION NUMBER: A. BULDING COMPLE TED

R-C
185338 B, WING 12/11/2043
NAME OF PROVIUER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
\ | | " 420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITAT ON CENTER SPRINGFIELD, KY 40069
X4 10 SUMMARY STATEMENF OF DEFICIENCIES T . PROVIDER'S PLAN OF CORRECTION i
PREFIX {EACH DEFIGIENCY MUST OE PRECEDED BY FLLL i PREFIX {EAGH CORRECTIVE ACTION SHOULD BE . GOMPLETON
TAG ;  REGLLATORYORLSC IDENTIFYIG INFORMATION) b TAG . CROSS-REFERENCED 10 THE APPROFRIATE  *  DAIE
; i DEFICIENCY] .
! i Medical Director,”
{F 490} | Conlinued From paga 12 CF 4s0) SW., )
. the one time audit of all resident rooms to identify : 5.) Completion Date
1 ahy potential hazards. She indicated the : 01/24/14
talevision cable wirlng was preseat during this
; audlt; however, it 'was notidentified as a safety F 3
Fissue. The Regional Nurse Coordinator stated MEG
staft had completed daifly rounds of resident N )
i; rooms, as per the Plan of Correction (POC); i 1) The cable wiring in the resident
* however, the television cabile wiring had not been ! rooms of 1,4, 9, 12, 13, 17, 24,
; identified as a potentlal hazard for residents { 25,27, 28, 29, 37 and 38 have
| during the dally rounds. been removed from the resident’s
5 floor, They are now secured

: Interview with the Administrator on 12/14/13 at
'10:48 AM; and, on 12/11/13 at 3:37 PM, revealed
; dally resident room safety rounds had been

| completed per the POC and she had parlicipated
“in the rounds. She stated the teleyislon cabls

i wiring lylng on the floor in the resident reoms

staff had ideatifled the tetevision cable wiring on
{F 520} ! 483.75(0)(1) QAA
$8=E, COMMITTEE-MEMBERS/MEET
| QUARTERLY/PLANS

| A facillty must maintain a quallty assessment and
assurance committee consisling of the director of

f nursing services; & physician designated by the

i facility, and at laast 3 other members of the

_ faclifty's staff,

! The quality assessment and assurance
_cominiltee meats at least quarterly to identify

j Issues with respect to which quality assessment
: and assurance activitles are necessary; and

. develops and implements appropriate plans of

- ailon to corract identifled quality deficiencies.

: could be a safely lssue; however, neither she nor -

i the floor as a potentie! hazard during the rounds. :

;

i
h

along the wall. In addition all
other residents rooms have had
the cable wiring secured off the
floor as wel],
2.) All residents have the potential to
be affected.
IF 520 3) Dcp'fmment Managers will

‘ continue to conduct rounds five
times per week to identify apy
potential hazards, These rounds

— are completed on assigied

resident rooms and areas of the
faci!ityh. All department
managers have been in serviced
on the importance of identifying
any potential hazards, any and all
are to be identified, This in-
service was conducted per
facility Administrator on [2-3}.
13. Facility Administrator or

itviaiy 2 a2 TR I T,

]
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} ! P DEFICIENGY) :
: designee will review rounds §
{F 520} | Continued From page 13 - {F520}  sheets five times per week as a
, AState or the Secretary may not require _g component of the stand up
: disddosure of the records of such committee meeting that involves department :

excapt insofar as such disclosure Is related o the |
, compliance of such cammittee with the )
i requirements of this section.

managers well as subject being

1 discussed at length during the

! stand up meeting five times per

A ith af i ide ntif _ e ‘
1 Good faith aftempts by the committee to identify i week. Any abnormalities will be

and corract quality deficlencles will not be used as; i
_ a basls for sanctions. : . addressed promptly, On the

: . 1 weekends, the manager on duty '

- will identify any potential !
; This RE MENT is not met as evidenced - ‘ )
: This REQUIREMENT is not met as evi i hazards that are noted and rectify .

- by: : !
Based on observation, interview and review of ; prompily. The weekend manager
+ will identify any potential

; the facility's Plan of Correction {POC), It was :
~ determined the faclity falled to maintain a Quality ‘ . hazards as per direct observations

Assessment and Assurance Program that . oL
- developed and implemented appropriate plans of | conducted during facility rounds,

“aciion to correct quality deficiencles as evidenced . ; The safety committee, composed
; by repeated deficlencies In regards to fallure to : -
| ensure each resldents' environment remalned as | of I}dmnus:ra‘ntor, DON or
free of accldant hazards as was possible for i designee, Maintenance Directer,
; fourtsen (14) of the facility's thirty-five (35) and at least a housckeeper or

i resident rooms. Observation revealed television | : laundry worker. di

" cable wiring on the ftoor in resident rooms : ‘ d C% A e:f letary: worker
_number 1,4, 9, 12,13, 17, 24, 26, 27, 28, 29, 36, ; i and L..IN.A or Nurse will

© 37 and 38, {Refer to F323 and F490) ! : Investigate any concems of

hazards as a result of direct
observations as well as round
reviews,

4.) Quality Assurance team to meet

; The findings include: i
| .
* Review of the facility's POC with an alleged ;
. compllance date of 11/25/13, revealed the facility

} was to monitor all resident rooms daily for four (4) -

- wee i i
“weeks beglnning 11/04/13 to ensure alf polential th kly !tclmes four weeks starting
. hazards wera identified. Review of the POC ' ¢ week of December 29, 2013,

' rovealed the dally rounds were to be completed | j thent monthly and PRN -
by the Department Managers, Director of Mursing I thereafter, safety issues identified

(DON), Assistant Director of Nursing (ADON), . .
. Administrator and/or Reglonal Nurse Coordinator, * will be discussed to ensure

FORM CMS-2567{32.58) Previous Varsions Obsolete Event 10; 3QKM12 Faatity 10: 100412 if connualion snest Page 140f 16
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; : DEFICIENGY) :
— ) Pl matters have been addressed T
{F 520} Conlinued From page 14 t {F 520}, i fully. Team will consist of
" Furthar review of the POC revealad on 10/31/13, * i Administrator, DON, ADON .
a Safety Committee meeting was conductad on - s Medical Director
! 10/31/13 10 review the POC and identify any _ ! |53 Cormpl D ctor, SW;‘
potentlal hazards, Furiher review of the POC ! P ) Completion Date 01/24/14 ‘
| revealed the Safety Committee was lo mee! on a P ) !
“monthly basis, ; : F 490
.
Observations on 12/10/13 at 1005 AM, and on  ; " 1.) The cable wiring in the resident
. 1211413 at 8:56 AM revealed television cable . roomsof 1,4,9, 12,13, 17. 24
%Mrhglying an the flaor In fourtean (14} of the ¢ 25.27. 28 ’29’ 3’7 2,(1 3,Slh, }
facility's thirty-five (35) resident rooms. : 240520, 09, 31 AN ave
i ; | been removed from the resident’s
“Intarview, on 12/41/13 at 10:13 AM, with the ‘ . floor, They are now secured
i Maintenance Directar and on 12/11/13 at 10:48 i ! e w : it
" AM, with the Regional Nurse Coordinator ! alﬁng th 4 all, in addition a[il d
. revealed the television cable wiring was a i other res e{nfs rooms have ha
" potential safety issue, f : the cable wiring secured off the
| Interview with the H R (HR) Direct ; g fioor as well. Facility had a new
i Interview with the Human Resource irector | - .
on 12111113 at 8:29 PM, revealed she was : Administrator appointed on
{ responsible for monlitoring resident rooms for u 12/16/13.
* safety hazards. She stated during her monitoring 2.} All residents have the potential to
. She did see cable wiring on the floor. She ! be affected -
i indicated she had not identified this as a safely - ' 13D ) M 11
hazard. The HR Director stated she had not -} Department Managers wi
, 0bsarved "anything that looked out of place” or continue to conduct rounds five
t "nothing that would he a hazard” during her safety | times per week to identify any
inspactions. : potential hazards. These rounds
“Intervisw with the Assistant Director of Nursing : are completed on assigned
(ADON) on 12/11/13 at 8:34 PM, ravealed har resident rooms and areas of the
. responsibiifies Included monitoring of resident ; facility. Al department
rooms for safaly hazards. She stated shehad ) Y h % . iced
! seen the television cahle wires lying on the . E Managers have been in service
resident's floor; but, had not identified the wires 1o * on the importance of identifying
, be a potentlal safety hazard during her rounds, : any potential hazards, any and al]
- The ADON indicated at the time of the interview | i are 1o be identified. This in-
. she could see the lelevision cabie cords coutd . " , d d
! possibly be asafety hazard for residents, | Service was conducted per
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5 factlity Administrator on 12-31-
{F 520} Continued From page 15 {F 5z {13, Facility Adminisiratoror

H

An additional interview, on 12/11/13 at 3:37 PM,
f with the Reglonal Nurse Coordinator revealed the
"Caring Partners Daily Rounding Sheet" was

* cabie witing on the floar of resident rooms had
j not been idontified as & potential hazard.

Interviews, on 121111 3 at 10:48 AM, 3:37 PM
| 2nd 6:27 PM; with the Administrator jevealed
daily rounds of resident rooms had been
i completed as par tha POC, The Administrator
* * stated she had performed rounds for resident
; foom inspection and to monitor for potentiat
; hazards, however, during her rounds she had not
"identitied the television cable wiring tobe a-
| potentlal hazard. The Administrator stated the
tatavislon cable wirlng coutd be considered a
salety issue.

|
!

¢ utitized during tha rounds; however, the television

!

i

£

b @%“xj?fgvill review rounds

. sheefs five times per week as a
component of the stand up
meeting that involves department
Mmanagers well as subject being
discussed at length during the
| stand up meeting five times per
" week. Any abnormalities will be
! addressed promptly. On the
- weekends, the manager on duty
' will identify any potential
hazards that are noted and rectify
promptly, The weekend manager
i will identify any hazard as per
direction observations conducted

' during facility rounds, The
safety committee, composed of
Administrator, DON or designee,
Maintenance Director, and at
least a housekeeper or laundry
b worker, dietary worker and a
C.N.A or Nurse will investigate
any concerns of hazards as a
result of direct observations as
well as round reviews,
4.) Quality Assurance team to meet
weekly times four weeks statling
the week of December 29, 2013,
then monthly and PRN
thereafier, safety issues identified

P

H
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{F 620} Conlinuad From page 15 : i
An additional interview, on 12/14/13 at 3:37 FM,
: with the Regional Nurse Coordinator revealed the
"Carlng Partners Daily Hounding Sheel" was i
i Utilized during the rounds; however, the television |
' cable wiring on the floor of resident rooms had |
, Not bean Identified as a potentlal hazard, ;
I

 Interviews, on 12111713 at 10:46 AM, 3:37 PM i
i and 6:27 PM, with the Administrator revealed )
dally rounds of resident rooms had baen !
i completed as per the POC. The Administrator
 stated she had performed rounds for resident
room inspeclion and to monitor for potential
 hazards; however, during her rounds she had not i
identified the television cable wirlng 1o be a :
i Potential hazard. The Administrator stated the
"lelevislon cable wiring could be considered a !
. safely issue,
}

i

i i
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TAG REGULATORY OR LSC [DENTIFYING INFORMATION) i TAG | CROSS-REFERENCED ¥0 THE APPROPAIATE DATE
' DEFICIENCY}
‘ g ; will be discussed to ensure -
{F 5z mnatters have been addressed

fully. Team will consist of
Administrator, DON, ADON
Medical Director, SW, and
3.) Completion Date 01/ 24 /)4,
F 3520 d

1) Facility Quality Assessment and

Assurance team members wil} meet -

weekly times four weeks then

monthly. Any abnormalities will be
addressed and the plan revised at that
time. Team will consist of

Administrator, DON, Medical

Director, SW and Activity Director.

The cable wiring in resident rooms

ofl,4,9,12, 13, 17, 24, 25, 27, 28,

29, 37, and 38 have been removed

from the floor and secured along the

wall. All other residents’ rooms
have had the cable wiring secured off
the floor,

All residents have the potential to be

affected,

3.) Department Managers will continye
to conduct rounds five times per
week to identify any potential
hazards. All department managers
have been in-serviced on the
importance of identifying any
potential hazardy, any and alf are {0
be identified. This in-service was

‘2

i

e

FORM CMS-2557(0 248 Pravious Varsions Obaplte Ewaal ID3gKMI2

If conimvationShee; Page tewof 16

1

Facitity fD: 163412




F1/724/2014  16:51 18593369571

- PRINTED: 01/08/2
DEPARTMENT OF HEALTHAND HUMAN SERVICES e T ORM APPROVED

_CENTERS FORMEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (X1} FROVICCRISUPPLIERICLIA X2} LAULTIPLE CONSTRUCTION [xa} DATE SURVEY
AMND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILOING COMPLETED

_ . R-C
185336 B. WING 121172013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE

' 420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION GENTER SPRINGFIELD, KY 43068

T

(XA3ID SUMMARY STATEMENT OF DEFICIENCIES : D ’ PROVIDER'S FLAN OF CORRECTION 1%5%
PREFIX | {EACH DEFICIENCY MUISTBE PRECEDED BY FLLL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE 1 COMPLETON
TAG REGULATORY OR LSC HENTIFYING INFORMATION) i TAG } GaOSS-REFERENEc:.'D TO THE APPROPRIATE Late

: - CEFICIENCY)

[ ER————

conducted per facility Administrator
on 12-31-13. Facility Administrator
or designee will review rounds
sheets five times per week as an
component of the stand up meeting
that involves department managers
as well as subject being discussed at
length during the stand up meeting
five times per week, Any
abnormalities will be addressed
promptly. On the weekends, the
manager on duty will identify any
potential hazards that are noted and
rectify promptly. The safety
committee which is composed of
_ Administrator, DON or designee,
Maintenance Director and at least a
' housekeeper or laundry worker,
dietary worker and a C.N.A or
Nurse will investigate any concerns
of hazards as a result of direct
observations as well as round
i : reviews. The safety commiltee will
K : ' be monitoring any hazards during
. E . their normal working day to rectify
! : " promptly and report to the
committee.
4.) Quality Assurance team to meet
: ' weekly times four weeks starting the
f : week of December 29, 2013, then
monthly and PRN thereafter, safety

{F

AU
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i issues identified per review of at
least , department managers rounds
"Tand review ot resident incidents
during the stand up meeting
conducted five times per week as
well as concern forms will be
discussed to ensure matters have
been addressed fully, Any hazards
are communicated promptly for
prompt attention and repair. The QA
team will take one sample rounds
sheel per meeting and go to room
and review to ensure all potential |
hazards have been identified, this
will also validate the accuracy of the
rounds sheets. Team will consist of
Administrator, DON, ADON
Medical Director, SW.
3.) Completion Date 01/ 24/14,
i
. i
i
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