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. AT LOURDES HOSPITAL. RESIDENT i1 i
F 280 | Continued From page 1 F 280  waSADMITTED TOHOSPITAL AND

i Areview of the facility's undated policy and

: Resident #1 on 11/06/12 with diagnoses to

reviewed and ravised for four residents (1, #3,
#4 and #5), in the selected sample of six
rasidents, who received burns from hof coffee.
Resident #1 received second degree bumns from
hot coffse, which had been re-heated in the
microwave on 12/06/12, and required
hosphalization an 12/08/42. Resident #3,
Rasident #4 and Resident #5, received first
degree burns from hot coffee, prepared in the
kitchen and spifled by the residents. Resident#3
recaived first degree burss on 07/27/12 and on
08/14/12. and Resident #5 received first degree
burns on 07/27/12. Resident #4 received bums
from coffee spilted during a sefzure on 12/04/12.
Further review of the care plans revealed
Residents #1, #3, #4 and #5 ware not cara
planned for assistance with hot beverages, and
there was no effeciive revisions made to the care
plans to prevent further reoccurrence of burns.

Findings include:

procedure, "Comprehensive Care Plans,”
revealed the initial care plan was to be developad
by the nursing staff to ensure ali nursing staif are
aware of the supports the resident needs to be
provided with; developed seven (7) days aftey
completion of the comprehensive assessmeni
ang io provide a frame work for the Cerlified
Nurse Alde (CNA] care plan. The comprehensive
care plan was to be reviewed and revised, by a
team of quatified persons periodically.

1. Arecord review revealed the facitity admitted

include Dementia, Anxiely, Peripheral
Neuropathy, Chronic Obstrucilve Pulmonary

NEVER RETURNED YO FACILITY. ON
12-6-2012 AN INTERVENTION TO
PROVIDE A LiD FOR HOT BEVERAGES
WAS ALSO IMPLEMENTED. PER
GUARDIAN, RESIDENT #1185
CURRENTLY AT ANOTHER FACILITY.
RESIDENT 23 0D OBTARN A BURN
FROH HOT CORFEE ON 72772012, THE

110 TO BE PROVIDED TO RESIDENT.
ON BAAI2012 RESADENT RECEWED
ARDTHER BURN FROM COFFEE. THE
CARE PLAN INTERVENTION WAS FOR
THERAPY TO SCREEN. SPEECH
THERARY HAD RESIDENT #3 ON
CASELOAD AT THE TIME OF INCIDENT,
SPEECH THERAPY NOTIFIED NURSIHG
THAT RESIDENT 315 BEST TO USE
REGULAR KITGHEN INSULATED CUPS
WITHOUT LID, AND TO COOL COFFEE
DOWN WITHWATER OR {CE CUBE
T0 A TEMP THAT-CANNOT BURN
PRIGR TO GIVING TO THE RESIDENT.
RESIDENT £3 15 TOBE PROVIDED A
TABLE TO SIT CUP ON, WHILE NOT
ACTIVELY DRINKING, ON 7-28-72012
A BLSTER DEVELOPED ON RESIDENT
H3S WRIST AND RESIDENT WAS
REFERRED TO VOOHRA WOUND CARE
FOR TREATMENT AND CARE. THE
ABCYE MENTIONED INTERVENTIONS
WERE DOCUMENTED ON THE

COMPREHENSIVECARE PLAN INTERVENTION
PUT INTOPLACE GH 7127/2012 WAS A CUP ¥ATH
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A review of ihe admission Minimum Data Set
{MDS) assessment, dated 11/11/12, revealed
Resident #1 required set-up and supervision with
meals. The Brlef Interview for Mental Status
(BIMS) score was eight (8), which indicated the
resident had modiffed independence in cognitive
skills and some difficulty in hisfher cognitive
thinking abifity in new situations,

A raview of the care plan revealed lhe resident
had impaired safety awareness and the staff was
to assist with or cue the resldent to drink fiuids.
Record review revealed the resident received
second degree bumns, on 12/06/12, after receiving
a cup of coffea which had been reheated in the
microwave. Review of the resldent's care plan
revealed intetventlons added wers to have a cup
with a lid and not to drink coffee in bed. However,
there was no assessment to indicate the
assistance nesded with drinking hot beverages,
no Intervention lo address the second degres
burns, treatment and dressing changes, or any
changes in the care plan for pain regarding the
gource of the pain other than Chronic Pain and
Neuralgia and alternative therapies to alleviate
the pain from the burns.

2. Arecord review revealad the factity admittad
Resident #3 on 9/12/08 with dlagnoses to include
Cerébral Vascular Accident {CVA) with Lefl
Hemiparesls, Non-Alzhelmer's Dementla, and
Generalized Weakness.

A review of the quarterly MDS assessment, dated
927112, revealed the resident requirad extensive

i
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DEFIGIENCY)
280} Continued From page 2 F 280 COMPREHENSIVE CARE PLAN AND
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a
%seise {COPDY), Dysphagia, and Muscla S N DCATED. Ol 10-10-2012 THE
eaKness. COMPREHENSIVE CARE PLAN WAS ‘
ADDENDED TO "NEEDS ASSIST :

WITH FEEDING." HO FURTHER
BURNS HAVE OCCURED. RESIDENT
IS HO LONGER PROVIDED WITH
THE INTERVENTIDN ONTHE ™
COMPREHENSIVE CARE PLAN OR
CERTIRED NURSE AIDE CARE PLAN
FOR ADDING WATER ICE OR WATER
TO HOT BEVERAGES, DUE TO BEING
ON AN ALYERED DIET, ON 12-13- s
2012 A HOT LIQUIDS SAFETY
EVALUATION WAS COMPLETED

BY ADMINISTRATIVE HURSING. RISK
SCORE IDENTIFIED WAS 30
(MCDERATE). THE COMPREHENSIVE
CAREPLAN WAS REVIEWED

BY THE DIRECTOR OF NURSING ON
12-15-2012 INTERVENTIONS
PROVIOED ON THE
COMPREHENSIVE AHD CERTIFIED
NURSE AIDE CARE PLAN WERE AS
FOLLOWS FCR RESIDENT 43
RESIDENT WILL WEAR OF
CLOTHING PROTECTOR WHILE .
INGESTING HOT LICRDS, KEEP
HOT LIQUIDS AWAY FROM EDGE

OF TABLE IN RESIDENT'S LINE

OF 5IGHT,/RESIDENT PROVIDED

A CUPWITH LARGE HANDLE,

) NOT OVERFILL HOT LUIQUIES,
THERAPY TO EVAL AND TREATIF
NDICATED, RESIDEMT #3'3

i
i
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revealed the Tesident required assistance with
faeding and lo have a divided dish with Dycem
under the dish for meals. The resident required
thickened liqulds due to the diagnosis of
dysphagia.

Arecord review of the nurses notes, for July and
August 2012 and the event reports, dated
07/27/12 and 08/14/12 revealed the reskdent had
a history of two burns at the facliity. The first burn
occurred on 742712 and the second bumn
occurred on 8/14/12, with both burns resulting
from coffee spills. A care plan intervention after |
the first bura, on 07/27/42, was to place a lid on
ihe coffee cup. After the second burn, on
0B/14/12, Occupational Therapy (OT) was 10
avaluate the resident for an assistive device, as
the resident turned the sippy cup with hot coffee
upside down, causing a first degree burn lo.the
laft grain area. However, there ware no
intarventions, on the care plan, per the OT,

3. Arecord review revealed the fagiiity admitted
Resident #5 on $1/03/10 with diagnoses to
include Alzheimer's Dementia, a History of falls
with Injury, Severe Protein Calorie Malnukition,
and a history of a first degree burn, on 07/27/12,
lo hisfhar left upper arm with minimal redness,
related to a coffee spill, while in activities.

’ Areview of the quarteriy MDS aSSéss'm-ant, dated
09/27/12, revealed the resident required
extensive assistance wilh eating.

A review of the ADL care plan, dated 01/12/12, for
Resident #5 revealed an inlervention for a maglc

. BEEVALUATED BYHOT LIQUIDS . _ .. -

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES iD PROWDER"S‘ PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETHON
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DEFICIENCY)
F 286 Con{inued From page 3 F 230 COMPREHENSIVE CARE PLAN ALSO
assistance with meats. Areview of the Aclivilles f&giso%%%%mum !
A } WITH S, :
of Daliy Living (ADL} care plan, dated 10/10/12, ALOW TIWE FOR LIGUIDS TO CO0L,

AND STAFF 7O FEED RESIDENT.
RESIDENT #3 15 CARE PLANNED TO

SAFETY EVALUATION GUARTERLY]
AHNUALLY, AND'PRN (AS NEEDED),
THIS EVALUATION WILL BE
CCHMPLETED BY ADMINISTRATIVE
NURSING. THE CERTIFIED NURSE
AIDE CARE PLAN WAS REVIEWED
AND ADDENDED BY ADMINISYRATIVE 1
NURSING ON 12-15:2012. ADMINISTRATIVE
NURSING REFERS TO DIRECTOR OF NURSING
ASSITANT DIRECTOR OF NURSIHG, AND
RN SUPERVISOR,
RESIDENT #4 RECENVED A BURN ON
124-2012 FROM COFFEE WHILE
HAVING A SUSPECTED SEZURE.
THE INTERVENTION ADDED
TD THE COMPREHENSIVE AKD
CERTIFIED HURSE AIDE CARE PLAN
WAS FORRESIDENT TO HAVE CUP
WITH LID, JNTERVENTION WAS AND H
18 EFFECTIVE. NO FURTHER BURNS i
RAVE OCCUREO FOR THIS RESIDENT. i
ON 12132012 AHOT LIQUID SAFETY :
EVALUATION WAS COMPLETED BY
ADMINISTRATIVE NURSING,
RESIDENT #4 RISK SCORE WAS
ASSESSED AT 15, WHICH {3 LOW,
THE COMPREHENSIVE CARE PLAN
WAS REVIEWED BY THE ASSISTANT
DIRECTOR OF NURSING ON
12.152012 FOR RESIDENT #4.
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did the care plan reveal an Intervention for
treatment or the amount of assistance the
resident reguired with hot baverages, onjy that
the resident requires a lid with hot beverages.

4. Arecord review revealed the facility admitted
Resident #4 on 10/11/02 with diagnoses to
include Dehydration, a History of Heart Attacks,
and a Seizure Disorder,

Areview of the annual MDS, dated 10/02/12, j
revealed the resident was seoverely cognitively
impaired and tolally dependent on staff for ail
care needs and required the Emited assistance of
one staff mamber for meals,

Avreview of the nurses' notes, dated 12/04/12,
revealed the resident was observed hy staff
having seizure activity. The restdent had a "hot
cup of coffee, when the seizure began and the
coffee was spifled.” The resident sustained first
degree bums to the leff forearm. An intervention
added to the care plan, dated 12/04/12, revealed
the resident was to have a "cup with a lid when
given hot fluids."

An interview with the Administrator, on 12/11/12
al £:36 PM, revealed, after the incident regarding
Resident #1's burn on 12/08/12, the company I
who furnished food supplies was contacted and .
the temperalure setfing of the coffee pot was-

turned down from 190 degrees F to 165 dagrees

THERAPY TO TREAT/EVAL AS HEEDED,
AND TOALLOW TIME FOR HOT LIGUbs
TOCOOL, RESIDENT #4 Wikl BE
ASSESSED BY ADMINISTRATIVE
NURSING UTILIZING THE HOT

UGUIDS SAFETY EVALUATION
QUARTERLY/AMNUALLY, AHD PRN.
RESIDENT £4'S CERTIFIED NURSE
AIDE CARE PLAN WAS REYEWED AND
ADDENDED ON 12-15-2012 BY
ADHINISTRATIVE NURSING,

RESIDENT #6 OBTAINED A BURN ON
772772012 WHILE DRINKING COFFEE.
INTERVENTION PROVIDED ON THE
COMPREHENSIVE CARE PLAN WAS TO
i PROVIDE LD WATH HOT BEVERAGES.
HO FURTHER IHCIDENCES HAVE
OCGURED, ON 12-13-2012
ADMINISTRATIVE NURSING
COMPLETED A HOT LAIDS SAFETY
EVALUATION FOR RESIDENT %5,

RISK SCORE WAS AT 15(LOW). THE
COMPREHENSIVE CARE PLAN WAS
REVIEWED AND ADDENDED ON f2-15-
2012, INTERVENTIONS THAT ARE INDICATED

(o SUMMARY STATEMENT OF DEFICIENGIES o | PROVIDER'S PLAN OF CORRECTION x5y
PREF X {EACH DEFICIENCY MUST BE PRECECED BY FULL PREEIX {EACH GORRECTIVE ACTION SHOULD Be: COMPLETION
TAG REGULATORY OR LSC JDEN¥IFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFIGIENCY}
F 280 | Continued From page 4 F 280 INTERVENTIONS FOR RESIDENT #4
Y ; T
cup dally for lunch and supper, and was fo have g ﬁ@&%ﬁ%ﬁe@ MWTIHLLA
iid for hot bevarages. Further review of the care CUP WITH A LID, RESIDENT WILL
plan, dated 12/09/12, revealed an intervention to WEAR CLOTHING PROTECTOR WHILE
provide assistance with meals as needed, A [Tgfgg“ﬁ {HOT UQUIDS, KEEPHOT
review of the potenilal for skin impairment care | KER? o Lo DG OF TABLE,
plan, dated 12/09/12, did not mention a burn, nor " LINE OF SISHT 0N DONIRART SI0E, ~
DO KOT QVERFILL HOT LQUIDS,
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The facility must ensure that the resident
environment ramalns as free of accident hazards
as is possible; and each rasident receives
adequate supsnvision and assistanca devices {0
prevent accidents.

This REQUIREMENT Is not mel as evidenced
by:

Based on observation, interview, record raview,
and review of the facility's policy/procedure, it was
determined the facility failed to ensure four
rasidents (f#1, #3, #4 and #5), in the selecled
sample of six residents, remalned as free of
accident hazards as possible and failed to assess
for and ensure each resident recsived adequate
supervision to prevent accidents from the use of
hot liquids. On 12/06/12, Resident #1 received
second degree burns from hof ¢offee that was
reé-heated in the microwave, which resuited in the
resident expariencing pain and requiring
hospitalization. The facility fafled to ensure the

x40 | SUSIMARY STATEMENT OF DEFICIERCIES 0 PROVIDER'S PLAN OF CORREGTION (is)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGCTIVE ACTION SHOULD 8E COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 280 Continued From page & F 280 ONTHE COMPREHENSIVE l
F, on 12/16/12. However, the faciiity did not CARE PLAN/GERTIFIED NURSE AIDE CARE PLAN
datermine the raot cause of the pravious bums (IF INDICATED} ARE TO INCLUDE: }
from the hot coffee and did not have the RESIDENT WILL WEAR CLOTHING {
temperatures decreased from the initial buns, on PROTECTOR WHILE INGESTING HOT ;
M , : LIQUIDS, OT TO EVAL/TREAT AS |
87/2712. The facility faifed to ensure all residents INDICATED, RESIDENTWILL BE
were assessed In order fo Identify the need for - SEATED AT TABLE WHEN GIVEN HOT. -
assistance related to to handling of hot beverages ﬁqﬂ%%gﬁg&ggf&fggfggﬁm
in order to revise the plans of care, In order to AWAY FROM EOGE OF TABLE i LINE
reftect any new interventlons that might be OF SIGHT ON OOMINANT SIDE, DO
needed in ofder to protect the residents. HOT OVER FILL UQUILS, RESIDENT
TO HAVE CUP WITH LID FOR HOT
58=G COOL THE CERTIFFED NURSE AIDE
CARE PLANWAS REVIEWEDAND
ADDENDED BY ADMINISTRATIVE

NURSING ON 1211572012

CRITERIA €2 .
FOR PURPOSE OF THIS DOCUMENT

DIRECTOR OF HURSING, ASSISTANT Df
OF NURSING, AND RN SUPERVISOR.
IN ORDER TC iDENTIFY OTHER
RESIDENTS THAT WOULD BE
AFFECTED BY THE SAME DEFICIENT
PRACTICE ADMINISTRATIVE NURSING
COMPLETED A HOT LIQUIDS SAFETY

NURSING.

ON 12-15-2012 THE COMPREHENSIVE
AHD CERTIFIED NURSE AIDE CARE
PLANS WERE REVIEWED ANO
ADDENDED BY ADMNISTRATIVE
RURSING. ADDITIONAL SUPPORTS

ADMINISTRATIVE NURSING REFERS TO

EVALUATION FOR ALL RESIDENTS AT RIVERS
BEND. THIS WAS COMPLETED ON 2432012 |
FOR ALL RESIDENTS BY ADMINISTRATIVE ]

RECTOR
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(441D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORREGTIVE ACTION SHOULDY RE COMPLETION :
6 REGULATORY OR LSC IDENNFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE i
DEFICIENCY)
!
F 323 Continued From page 6 - _ F 323 INREGARDS TO HOT LIQUID SAFETY !
resident was evaluated for the ahbility fo safely and ; WERE ADDED 10 THE ‘ j
Independently drink hot liquids, falled to testthe | ﬁggﬁﬁv& iﬂg CERTIFIED :
termperature of the hot fiquid prior to Jeaving It at b = PLANS {AS '
the resident's bedside, and failed to assess the E}”ﬁﬂﬁ%ﬁﬁﬁﬁg;ﬁgw 12520 ?
resident's ability to independently maneuver the AS STATED ABOVE, ALL IN HOUSE ;
tot cup of coffee, Resident #3, Resident #4, and . RESIDENTS WERE ASSESSED BY
Resldent #5 recelved first degree burns from hot mﬁm NURSINGFOR HOT ~ - -
coffe spills which were not re-warmed in the LGUDS SAFETY&)F%%?SE?&HFEE“;{SE?NI:]{OT
microwave. Resident #3 and Resident #5 OCCUR QUARTERLY/ANNUALLY, AND Sy
received first degree burns on 07/27/12. PIRM {AS NEEDED), AOMINISTRATIVE NURSING
Resident #3 was burned again, on 08/14/12, gﬁf&%ﬁ%ﬂggs;m
Resident #4 received bums from spilled coffee AND ENSURIG THET Ay T !
during a seizure on 12/04/12. ADDITIONAL BUPPORTS ARE ADDED
CENTIED MASE o ;
Findings include: AS NDIGATED IPON ASSEeqEn
_ RESIOENTS THAT ARE ADMITTED i
A review of the facility's poficyiprocedure, TO RNVER'S BEND RETIREMENT !
"Minimum Temperafures at the Polnt of Service to AT WILL BE PROVIDED
the Resident,” dated 07/30/08, rovealed coffes, mMPLETEDUPSgFNiTg»?sg%GnQ%ig?EL Ly
tea, broth or hot beverages were lo be served at ANDPRA 45 NEEDED), THIS VALLBE §
a temperature greater than 150 degrees F" and o COMPLETED BY ADMINIS TRATIVE NURSING, f
stated "these beverages have a fast temperature P RNISTRATIVE NURSING Was
drop.” mmﬁgmng ONTHS
THE DIRECTOR OF mjﬂtﬁg fr:o THE :
1. Arecord review revealad the facllity admitted ADHINISTRATOR, !
Resident #1 on 11/05/12 with diagnoses to %ﬁﬁﬁj&g";? LFN) WERE ;
Include Dementia, Anxicty, Peripheral NURSING ANDADWNisH%?fET oRoF | i
Neuropathy, Chronic Obstructive Pulmonary THE HOT LIOUIDS SAFETY :
Disease {COPDY}, Dysphagta and Muscie i :
Weakness. An admission Minimum Data Set i - F
{MDS) assessment, dated 11/11/12, revealed |
Resldent #1 reguired set-up and supervision with ;
meals. The Brief Interview for Mental Status . ;
{BIMS) Score was eight {8) which indicated the : !
resident had modifled independence in cognitive j )
¢ skills and some difficulty in hisfher cognitive ’ !
i thinking gbility in new situations. Areview of the |
care plan, dated 11/26/12, revealed the resident | ;
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review of the nurses Jog, dated 12/06/12 at 7:30
AM revealed the resident had burns to histher _
chest, breast and abdomen, To the resident's
right breast, there was an area that méasured 7.5
centimeters (em} by (X} 8.0 cm, whare the skin
was not intact. Blisters were present throughout
the area. Areview of the weekly skin
assessment, dated 12/09/12, revealed the
resident had three areas of cancern: The right
breast; with an open area, measuring 3.0 cm X
1.5 cm and an area of radness measuring 18.0
cm X 10 em; the right upper abdomen; with an
open area measuring 9.5 X 10,5 and an area of
redness 30.0 cm X 6.0 cm; and the right flank
area; with an open area, measuring 2.5 cm X 1.0
cm and an area of redness, measuring 17.5 X
1.0, |n addition, under the comments saction, the
report stated there were three blisters that had
not ruptured.

Areview of the nurse’s notesfincident notes,
dated 12/06/12, revealed Resident #1 suslained
burns to hisfher chest, breast and abdomen due
to having spllted hot coffee on self, on 12/06/12 at
7:30 AM. The note indicated the physician was |
notified and an order received for Silvadene i
Cream and Lortab was given for pain, Review of
lhe Injtial Physiclan's phone order, dated
12/06/12, no ime designated, revealed an order
for a diagnosis of "burns to the abdoman and
chest” and special instructions "apply Siivadene
to the affecied areas, untii healed."

Areview of the physician's History and Profile,
dated 12/07/12 at 3;30 PM, revealed an order
was wiitlen for Slivadene to burns with four by

X411 SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREGTION i sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE ‘ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE  ;  DATE
DEFICIENCY)
F 323! Continued From page 7 F 323 ATio% AND .
had fmpaired safety awareness and the staff was O IS A FaSURNG THA
{o assist with or cue the resident o drink flulds. A IDENTIFIED ARE TO BE ADORESSED

PAMEDIATELY. THIS WAS COMPLETED ON
1215572012 AND 1/%2013, THE REGISTERED
NJRSES AND LICENSED NURSES WERE ALSO
TRANED THAT-ALL APPROACHES AND
IHTERVENTIONS ARE TO BE ADDRESSED
- ON THECOMPREHENSWECARE — - -

PLAN AND CERTIFIED NURSE AIDE

CARE PLAN (AS INDICATED).

ADMINISTRATIVE NURSING WAS

TRAIKED O3 THIS EXPECTATION ON
12-13-2012 BY THE ADMINISTRATORY
DIRECTOR OF NURSING.

04 12-13-2012 ADMINISTRATIVE

NURSING WERE TRAINED BY

DIRECTOR OF NURSING AND

ADMINISTRATOR OH THE TOO

HOT LIQUIDS PCLIGY, HOT LIQUIDS
ASSESSMENT, ADDENDING CARE

PLANS WITH APPROPRIATE SUPPORTS
REGRDING HOT LIGUIDS, RISK CATEGORIES OF
ASSESSMENT AND ADDRESSING -
CONCERNS THAT GOULD RESULT [N A
BURN IMMEDIATELY.

ON 12-13-2012, 12-14-2042, AND 12-16-
2012 THE MRECTOR OF NURSING L
fNSERVICED REGISTERED NURSES,
LICENSED NURSES, CERTIFIED i
MEDICATION TECHS., CERTIFIED ;
NURSE AIQES, AND NURSE AIDES

(THESE STAFF Y4LL BE REFERRED AS NURSING
STAFF FCR PLURPOSES OF THIS DOCUMENT)
ON NEVER REHEATING ITEMS, AND THAT

ALL ITERS THAT NEED TO BE

REHEATED MUST COME FROM THE

DIETARY DEPARTHMENT, NURSING STAFF WERE
ALSO TRAINED ON INTERVEMTION
CATEGORIES BASED ON HOT LIQUID
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fours (4 x 4's) and place an elastlc bandage (&}
inches, Change the dressing every day, gently
remove the old Silvadene cream." The plan was

for the physician to relurn fo the facllity, on
12/1312, to recheck the burn during her rounds.
An order was written, on 12/07/12 at 6:05 PM, for !
"Silvadene to be applied generously everyday fo
the bums and cover with non-adherent 4 x 4's,
then wrap the chest with an elastle bandage or
stockinette shirt every day. Gently remove the
Silvadene everyday." According fo the
physiclan’s physical exam, dated 12/07/12, during
the office visit with Restdent #1, the resident
*experienced first and second degree burns to
the right chest wall, above the breast, blisterlng Is
present and the blistering is off the skin above the
breast. There is arylhema and blistering on the
breast, as well as the abdomen below the breast
and no buin under the breast." The hospital
admission report, dated 12/109/12, rovealed the
reason for the admission was dua 1o “chest wall
pain and second degree bum fo the right chesl
wall and right upper abdominal wall*. An entry in
the Nurse Log Report, dated 12/06/12 &1 7:30 AM
revealed the "resident was lying in bed with burns
to the chest, breast, and abdomen, To the right
breast, there is an area that measures 7.5 by 8.0 |
centimeters {cm,) where the skin is not intact, at |
this time. Blisters are present throughout the
area.” :

An Interview with Nurse Alde (NA) #3, on
12113112 at 10:25 AM, revealed the NA was
unaware of a policy about re-heating coffee untit
after Resldent #1 was burned. The NA stated
she saw other staff warming coffee in tha
microwave, near the Nurses Stalion's
Notirishment Room and was not aware of a

N

SAFETY EVALUATIONS, AND READING

AMD FOLL OWING THE CERTIFIED

NURSE AIDE CARE PLANS!

COMPREHENSIVE CARE PLANS.

NURSING STAFF. WERE INSTRUCTED ON

12-13-2012, 12-14-20142, AND 12-15-2012 THAT

INTERVENTIONS FOR EACH RESIDENT IN
_RELATICH TOHOTLIQUDS WOULD

BE MARKED ON THE CERTIFIED NURSE AIDE

CARE PLAN AND COMPREHENSIVE CARE PLAN,

THE CERTIFIED RURSE AIDE CARF

PLAN PERTAINS TO DIREGT CARE THAT

CERTIFIED MEDICATION TECHS., CERTIRIED

NURSE AJDES, AND NURSE AIDES WOULD -

PROVIDE FOR THE RESIDENTS,

THE POLICY FCR TO LIMIT HOT

BEVERAGES RISK FACTORS WAS

TRAINED BY DIRECTOR OF NURSING

ON 12132012, 12-14-2012, AND

12-16-2012 TO NURSING DEPARTMENT STAFF.

A'STAFF COMPETENCYTEST ON HOT LIQUIDS

SAFETY WAS PROVIDED

TO DEPARTMENT HEADS, REGISTERED

MNURSES, LICENSED NURSES,

CERTIFiED MEDICATION TECHS,

CERTIFIED NURSE AIDES, AND

NURSE AIDES ON 12-13-2012, 12.44-

212, AND 12152012, THIS WAS COMPLETED

BY THE DIRECTOR QF NURSING AND

ADMINISTRATOR.

THE MEDICAL RECORDS DIRECTOR,

BUISNESS OFFIGE MANAGER. AND

ASSISTANT ADMINISTRATOR ALSC

COMPLETED AW AUDIT OF THE

CERTIFIED HURSE AIDE CARE PLANS

AND THE COMPREHENSIVE CARE

PLANS TO ENSURE SUPFORTS ARE

INDIGATED ON BOTH GOCUMENTS

IN RELATION TO HOT LIQLIDS ON

12-15-2012. THE REDICAL. RECORDS

DIRECTOR, BUSINESS QFFICE

FANAGER, AND ASSISTANT

ADMINISTRATOR ON 12-15-2012

WERE TRAINED BY THE RISK

MANAGER ON HOW TO COMPLETE
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problem with this. She stated Residant #1 I)I;ENSIJERRSiEr?GEX{Ss' orgE DIRECTOR
( EVIEWED
requested to have thﬁ %offt:e warmed an“dvih[?] NA COMPREHENSIVE AND GERTIFIED
re-heated the coffee "abou 3‘0 secends,” in the NURSE AIDE CARE PLANS ON 4215
microwave. The coffes was "steaming a liltle” 2012 FORACCURACY.
and the NA put powdered creamer in the coffee a-i8-1d 1~ 1
and placed the lid back on the thermat mug. She %ﬁ%ﬁ?ﬂgﬁ%})ﬁg@%ﬂéd
then took the coffee back {o the rasident's room NURSES, LICENSED NURSES, GERTIFIED
and placed the coffss on the resident's bed side MEDICATION TECHS,, CERTIFIED NURSE
table, that lay across the bed, as the resident was ?’é’gﬁb ’E%UAN(‘:JRSE AIDES WERE ALSO
sitling at a 80 degrea angle in bed, with the AENG ABLE TOOI‘D‘:‘", E“TTENCY TEST ON
NTIFY SUPPORTS BEING
breakfast tray {n front of hinvher. The NA left the PROVIDED ON A A CERTIFIED MURSE !
room, after telfing the resident o be careful, the AIDE CARE PLAN, THE TRAINING WAS !
coffee "was hot," and went down the hall fo pass PROVIDED BY THE ASSISTANT
. ADMIMISTRATOR, ADMINISTRATOR, AND
other trays. She was summened .back to ‘the DIRECTOR OF NURSING. AN EXAMPLE OF
roam by a family member of Res:ident #2's A CERTIFIED NURSE AIDE CARE PLAN WAS
{roommate of Resldant #1}. Resident #2's family g%ﬁnﬂano THE ABOVE MENTIONED
member was calling out to say Resident #£1 was C ASKED TO IDENTIFY SUPPPORT.
"choking." Once in the room, NA#3 observed %Efgﬁ,geﬂhiﬁgguﬁﬁg‘é%f PLAN.
Restdent #1 had spilled coffee on the hospitat DEMONSTRATED FROFICIENCY AT BEING
gown hefshe was wearing and removed the gown gngLo uIBENTFFV SUPPORTS, ANSWERS %
fo note the resident’s reddened skin to the chest ! Nz WERE REVIEWED AS A GROLP 1.
and right side. The NA and Resident #2's family R o CNOERSTANOINGY PROFIGIENCY},
member starting applying cold wash cloths, and ON 12-10-2012 THE DIETARY MANAGER '
the NAleft the room to get the nurse. The NA INSERVICED DIETARY STAFF THAT DIETARY
stated she did not see the skin peeling off untit 'g;ﬁ;&ﬁi‘gﬁ;ﬁtﬂgﬂﬁfﬁﬁm .
the wash cloths were removed by the nurse. DATE, TIHE, ACTIVITY, TEMPERATURE, AND
INITIALS ARE TO BE FILLED OUT ON THE
An interview with Resldent #2's family member, Fnig f%’i;ﬁ&;m’ﬁu ON léz.m_mz THE
. =R INSERVICED DIETARY
|on 12/12/12 ati1 30 PM, revaa{gd ih; NA came STAFF ON HOT BEVERAGE GUIDELINES, AND :
into the room the morning Resident #1 was RECORDING TEMPERATURES. ON 12-18-2012
burned, and awoke the resident, sal him/har up in THE ADMINISTRATOR INSERWICED THE )
the bed and brought in the breakfast tray. While DiETARY Mﬁ““GER"DIEZTAR'rY STAFF ON .
ihe NA set-up the resident's tray, Rasident #1 gfgmn‘fﬁw IE0 NURSE AIDE !
: Id and the NA left | . WHITH INCLUDED THE CERT-
complained the coffee was co | IMEDNURSE AID COMPETENGY TEST.
the room to warm the coffee. The NA brought the . THE COMPETENCY
coffee back and set it on the table, telling the
resident "it was hol,” and left the rcom. The
family member indlcated she exited the room and
FORM CMS-2667{02.99) Provious Versions Obsdlele Event ID:F530Q11 Facitiy It Y0C636 if continualion sheet Page- 10 ¢ 24
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entered and saw Rasldent #1 was "red-faced and
making gestures" with histher mouth open and
hands with fingers spread out next to histher face.
The family member "thought Resldent #1 was
choking, because there were no understandable
vrords coming ot of histher mouth.” The family
member wenl out to the hallway and called NA#3
ta come, that "something was wrong"” with
Rasident #1. When they both realized the
resident had spilt the coffee, they both started
taking off the gown and applying cold wash
cloths, The family membar staled she saw
blistering to the right chest and the right side was
"raw.” Other sfaff came into ihe room and the
curtain was pulled and she could hear the
resident "moaning.”

An interview with Registered Nurse {RN}#1, on
12112112 at 11:25 AM, revealed the RN was
called to Resident #1's room on 12/06/12,
approximately “30 seconds” after NA#3
requested her assistance, to find the resident
fying In bed with redness to the right breast,
sternal area and to the right side of the abdomen,
"with the first layer of skin already removed"” from
tha right breast area and described as “raw.” The
resident stated, "It huris, it hurts.” The RN cafled
for the Assistant Director of Nursing {ADON) to

assist her and fo contact the physician, while RN |

#1 stayed with the residenl” ALorab was given
for pain and a fan was placed at bedslde, while
the RN fanned the resident. The resident "acled
like the pain eased up after 20 to 25 minutes."
The ADON went to the pharmacy and brought
back the physician ordered Silvadene cream and
RN #1 applied the cream fo the burns, where
"small biislers” were starling to appear
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was not gone "two to three minutes"” when she " TEST WAS REVIEWED AS A GROUP TO

EMSURE UNDERSTANDING AND PROFCIENCY,

TRE EDMINISTRATOR ALSQ REVIEWED WITH
DIETARY MANAGERISTAFF THAT

TEMPERATURE SHE BE TAKEN ON ALLFCC0DS,

THE TOO LIMIT HOT BEVERAGE RISKS POLICY]
AND RISX CATEGGRIES BASED OFF THE
HOT LIQUIDS SAFETY EVALUATION. ON
12112012 THE DIETARY. MANAGER ALSO .
INSERVICED DIEFARY STAFF ON POINT OF
SERVICE TEMPERATURE POLICY. ON -
12114725312 THE BUISNESS OFFICE MANAGER,
FAEDICAL REGORDS DIRECTOR, DIRECTOR
OF NURSING, HUMAMN RESGURCES DIRECTOR)
RN SUPERVISOR, ASSISTANT DIRECTOR OF
RURSING , SOCIAL SERVIGES DIRECTOR,
HETARY MANAGER, ACTIVITIES DIRECTOR,
RISK MANAGER, MAINTENANCE DIRECTOR,
AND ASSISTANT ADKINISTRATOR
{DEPARTHENT HEADS) WERE
INSERVICED ON PGINT OF SERVIGE

TEMPERATURE PCLICY BY THE H
ADMINISTRATOR. i
IN ORDER TO IMPLEMENT INTERVENTIONS !
CONSISTENT WATH RESIDENTS' NEEDS PER
PLAN OF CARE RIVER'S BEND RETIREMENT
COWMUNITY IMPLEMENTED THE USE OF A
HOT LQUIDS ASSESSMENT. A PROTOCOL OH
INTERVENTION. CATEGORIES WAS ALSO
DEVELOPED BASED ON THE SCORING OF THH
HOT LIGUIDS SAFETY EVALUATION, EACH
RESIDENTS APPROACKES AND
INTERVENTIONS ON THE COMPREHENSIVE
CARE PLAN1S ALSO INDIVIDUALIZED BASED
ON THE RESIDENT, THE INTERVENTION
CATEGORJES ARE AS SUCH:

LOW RISK-CLOTHING PROTECTOR,
RODERATE RISK INTERVENTONS-CLOTHING
PROTECTOR AND RESIDENT MAY OHLY HAVE
HOT LIQUIDS WHEN SEATED AT THE TABLE,
HHGH RISK INTERVENTIONS-CLOTHING
PROTEGTOR, RESIDENT CNLY TO HAVE
HOT LIQUIDS WHEN SEATED AT A TABLE, AN
INDIVIDUAL PERSON GENTERED
INTERVENTIONS FOR SPECIFIC REEDS.

I .
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underneath the right breast. The RN stated there
was no dressing ordered to cover the burns at
that fime. Prior to applying the cream, the RN
notifiad the POA hat the resident spilled cotfee
during breakfast and had some redness to histher
breast and abdomen. The RN was unsurs if the |
POA was told about the rawness of the burns, but
stated there wera no blisters at the tme of the

call,

An Interview with the ADON on 12/06/12, at
approximately 7:30 AM, revealed NA #3
requested the ADON's assistance with Resident
#1, who was sitting up in bed and had spilled
coffes on himselffherself. The ADON stated the
resident presented wilh "the first layer of skin off
on his/her right breast, approximately four {4} to
six (6) inches in diameter, above the right nipple,

and the rest of the ahdomen, the right side and
right flank area was a bright pink." The resident
was described as “moaning and sald [he/she}
was in pain." The ADON staled the physician
was notifled and was fold the resident sustained
third degree burns, and an ointment for bums
was ordered. The ADON afso slated first degree
burns were comparable to sunburn. Second
degree burns were between skin peeling and

! blistering and was sure ihe resident’s bums were
Fthird degres which was conveyed to the
physictan. Fusther interview with the ADON, on
12/13/42 at 11:50 AM, revealed the physician did
not order a dressing to cover the burns untd after
the office visit on 12/07/12,

An interview with the physician, on 12/13/12 at
11:00 AM, revealed the physician stated she was

: not made aware of the source and the
: exlensivenass of the burns and received
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i

- THEDRECTQR GF i)

LICENSED KURSES,

NURSING ON ALL HOT

\WERE TRAINED NEVER
BEVERAGES, AND

RN SUPERVISOR ON TH

ADMINISTRATIVE NURSH

COMPETENCY TESTING
TOREAD A CERTIFIED N

THE FACIITY ALSO UTiizEs CERTIFIED

HYRSE AIDE CARE PLANS. INTERVENTIONS

THAT THE CERTIFIED NURSE AlDEsa:
AIDES WOULD PROVIDE I ﬂE‘L‘Eﬁgﬁ lrJgsE
HOT LIQUIDS WERE ADDEDED T0 THE
CERTIFIED NURSE AIDE GARE LN AS, pER
RESIDENT NEED AND ASSESSMENT. By
ADMINISTRATIVE NURSING ON 12.16.5012.
RSING P

TRAINING ON 12.13-2012, tz—ifgo\?a? o -
AND 12-16 2012 O REGISTERED NUASES,

CERTIFIEO MEDICATION TEGHS, CERYy
NURSE AIDES, NURSE AIDES, T lEN e
SUPERVISOR, AND ASSISTANT DIRECTOR o

FROM KITGHEN, THAT CERTIFIED

AIDE CARE PLANS MUST BE FoELu;?vggE-
NURSING STAFF WERE TOLD WHERE 16 £
SUPPORTS ON CERTIRED NURSE AIDE
CARE PLANS (IN RELATION TO 1ot LIQUIDS)
THE 7O UMIT HOT BEVERAGE

RUSK POLICY WAS INSERVICED, STAFE

CATEGORIES OF THE HoT :
EVALUATION, WERF RE\frE\vLﬁ:'ggi'r?ﬁrfiAFEw £
NURSING STAFF. THE DIREGTOR |
OF NURSING INSERVICED THE

ASSISTANT DIRECTOR OF NURSING AND f

SAFETY EVALUATION AND ONHOWTO
COMPLETE THE EVALUATION ON 12-13-2012.

SUPERVISOR DIRECTOR OF NURSING

] AND ASSISTANTOIRECTOR OF HURSING.
i ON 12:19-2012 AND 12.20-2012, .
i NURSING STAFF WERE provioED

CARL PLAN BY THE DIRECTOR OF NuR
:&ND ADMINISTRATOR ON 12—19—20;2 AN%NG
BB 1.3 13,

LIQUIDS MUST CoME

TO REHEAT

E HOT Liquipg

NG CONSISTS OF

aady, ;

ON BEING ABLE
URSE AlDE
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every meal," but explained the staff were "lax" in
daing this on the week of 12/06/12, as the Dietary
Manager had been "out that week.”

An interview with the Dietician, on 1213112 at
4:47 PM, revealed she was unaware of a problem
with hot cefiee "untit g couple of days ago” after
Resident #1 "was already In the hospital.” She
was not made aware there wera other residents
burned with hot liquids.

An Intarview with the Adminisirator, on 12/11/12
at 9:36 PM revealed after Resident #1 was
burned, the company was calted that furnished
food supplies and the temperature setting of the
coffee pot was {urned down from 180 degress F
fo 185 degrees F, on 12M0/12. However, the
facility did not determine ihe root cause of the
previous burns from hot coffes and did not have
the temparaturas decreased from the initial
burns, on 07/27/12.

2. Arecord review revealed the facllity admitted
Resident #3 on 09/12/D8 with diagnosss to
include Cerebral Vascular Accident (CVA) with
Left Hemiparesis, Non-Alzheimer's Dementia,
Anemia, and Generalized Weaknass. An
interview with Certified Nurse Alde (CNA}#1 on
12M1/12 gt 5:25 PM, and a review of the event
reports from July 2012 through 12/11/12,
revealed the resident had a history of fwo burns.
One incident occurred on 07/27/12 and the other
occurred on 08/14/12, with both burns resuiling
from hot coffee spllis.

A revlew of the gquarerly MDS assessment, dated
09/27/12, revealed the resldent required
extensive assistance with meals. Avreview of the

i
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CERTIFIED MECICATION TECHS.,

CERTFIED NURSE AIDES, AND NURSE AIDES

WILL NOT BE ALLOWED TO PROVIDED CARE
UNTIL THEY HAVE WENT THROUGH THE
ORIERTATICN PROCESS, THE POLICY TO
UIT HOT BEVERAGE RISK FACTORS WILL BE
REVIEWED. A HANDOUT WiLL ALSO BE
PROVIDED TO THEM ON "ACGIDENTAL HOT |

~-LQUID.SPULLS, AND A COMPETENGY TEST Wil
BE PROVIDED FOR HOT LIQUID SAFETY (AS
DESCRIBED ABOVE). THE COMPETENCY TEST
WILL ENSURE THAT EACH NURSING EMPLOYEE]

i UNDERSTANDS THE RISKS ASSOCIATED WITH

! HOT LIQUIDS, THE TRABIING WiLL BE

COMPLETED DURING THE ORIENTATION

PROCGESS, BY ADMIMISTRATIVE NURSING,

ADMINISTRATIVE NURSING WILL ALSO

PROVIDE TRAINING N ORIENTATICN ON

ASSESSED INTERVENTION GATEGORIES [LOW,

HiGH, AND MODERATE), AND WILL TRAIN

EMPLOYEES TO LOCATE HOT LIGUIDS
INTERVENTIONS ONTHE CERTIFIED NURSE
AIDE CARE PLAN. DURING THE ORIENTATION
PROCESS THEADMINISTRATIVE NURSING

WILL ALSO FROVIDZ A COMPETENCY TEST ON?

THE CERTIFIED NURSE AIDE CARE PLAN. {

TRAMNING CF THE POLICY *TO LIMIT HOT

BEVERAGE RiSK FACTORS, RiSK CATEGORIES

FOR SAFETY WITH HOT LKQUIDS, AND A STAFF

COMPETENCY TEST ON RESIDENT SAFETY

WATH HOT LiQLHDS WILL BE PROVIDED TO

QUARTERLY TO NURSING STAFF

BY ADMINISTRATIVE NURSING. IN ORDER

TO ENSURE THAT THE TRAINING 18 IL

|

COMPLETED ANRUALLY IT WILL BE MARKED O
THE FACILITY'S INSERVICE CALENDAR TO BE
DONE QUARTERLY BY THE ADMIMSTRATOR. | |
THE ADMINISTRATOR COMPLETED THIS $-2-13] !
THE FAGILITY ALSO IMPLEMENTED A DINING |
CHECK OFF LIST ON1214£2012 i
THE DINING CHECK OFF LIST CORRESPONDS
WITH THE *T00 LISHTHOT BEVERAGES RISKC
POLICY, PERSONS RESPONSIBLE FOR
HONITORING INCLUDE THE ADMINISTRATOR,

FORM CMS-2587(02-99} Previcus Veralons Chsalafa

Even: [D:F53011

Feeility ID: 100666

if continuation shaet Page 14 of 24

)




PRINTED: 01/02/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPUER/GLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPILETED
A BUILDING
Wint c
| 185410 B. WiNG : 12/13/2012
MAYAE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODS
300 BEEGH ST,
RIVER'S BEND RETIREMENT COMMUNITY KUTTAWA, KY 42085 |
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PREFIX (EACH DEFCIENGY MUST BE PREGEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULDBE | GOMFLETIOH
TG REGULATORY OR LSC IDENTIFYING INFORMATIGH) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 323 Gontinued From page 14 F 323 ASSISTANT ADMINISTRATOR, HUMAN
ADL care plan, dated 1071 0112, revealad the RESCURCES DIRECTOR, MEDICAL RECORDS
resident required assistance with feading and to : DIRECTOR, MAINTENANCE IRECTOR, ANDY
have a divided dish with Dycem under the dish for i DIETARY MANAGER, IRECTOR OF MURSING,
meals. An intervention from the "At Risk for Skin ; SpanT ggﬁmggmﬁé«&m
Breakdown care plan, dated 07727i12, was for the ON 12142012 THE DIRECTOR OF CLINICAL
resident {0 have a cup with a lid, An intervention -OPERATICNSTRAINED .. . .. . . i
from the Event Repont, dated 07/27/12 was fo *g%BUISNESS OFFICE MANAGER, I
“assure assistance with coffee." The care plan S;R.Egcln? g&ﬁl&ﬁ%ﬁ%&% o° ?*
for nutrition, dated 07/14/11, revealed the resident ADMINISTRATOR, DIRECTOR OF NURGILS g
requlred thickened liquids due to the diagnosis of ASSISTANT ADMIMISTRATOR AND RN i
dysphag{a_ SUPERVISOR ON PROCESS AND FORM, ON i
;‘:‘_a{-;l?-zmz THE ADMINISTRATOR 4150 i
. NED THE MAINTENANGE DIRECTO? ;
Areview of the Nurses Log Report, dated i RISK MANAGER, HUMAN RESDURCESOQ' B
072712, revealed "the resident has what E:SECTOR.AND DIETARY MARAGER ON THE :
appears to be a first degree burn with minimal NG COMPLIANCE CHECK LIST, HOW TO :
re?r?ness} on her left lowegr arm.” There was no READ CERTIFIED NURSE AIDE CARE PLAS, i
: fo AND PROVIDED COMPETENGY TESTING ON
mention of pain and the resident has no CERTIFIED NURSE AIDE CARE PLANS,
racollectian. THE ABOVE MENTIONED PCSITIONS WILL -
ﬁggr(rsoﬂ}jt MEAL TIME ONE TIME A DAY X 3
. . N : . O L17- E|
An interview with Resident #3, on 12/12/112at | Momom“éﬁ;ﬁg@fg;f;ﬁ;‘?
i 8:60 AM, revealed he/sha recalled getting burned; RISK MANAGER AND GIVEN TO THE ABOVE
however, hefshe did not remember the details of g&;{gﬁﬁ g%smons. THEDIMING CHECK - i
EVELOPED BY THE i !
how [t happened, , EJREGTOR OF CLINIGAL OPERATICNS, !
. DMINISTRATOR AND RISK MANAGER, 1T i
An Interview with CNA #2, on 12/12/12 at 8:50 ; INGLUDES DESERVING MEAL, SUPPORTS
AM, revealed she recalled seeing the burm on the "I:"ﬂOWDBEYD STTOAFR;Sss;‘pENTsrAcmus
i { {] d AND
resident’s left forearm while she gave the re§l ent TH”A"ET'PO‘ LIOY ALTD EDURE TS BEING
a shower. The GNA recalled the burn as being FOLLOWED. IF ANY SAFETYDANGER OF |
fed, but not biistered. She was fold by the : BURN RISKS ARE IDENTIFIED BY MONFTORING §
j Charge Nurse on duty that the resident had ! : JS:;;V&%:EEESSERLEDEOf;DMIHfSTRAnva
! ani ; ; . URSE ff P
f spilled hot coffee on himselftherself. ADMNISTRATIVENLURSING 8 107 ’ |
. . ) ) AVAILABLE, IF A NURSE IS NOT AVAILABLE TO |
An interview with the Dietary Manager, an i IMMEDIATELY GO ASSESS FOR FOSSIBLE |
12/12/12 at 2:25 PM, revealed the resident was in : FHRWERIN'I'ERVENTIGNS THE HOT LWiD F]
activities drinking thickened hot coffes when the STUR TR REMOVED UNTIL ASSESSMENT O !
burn occurred. The Dietary Manager continued E N
fo explain the nectar thickened coffee should sit a
fltle longer than usual and be stirred well, to coo}
Event 10-F53011 Facitily 1D: 100686 tf contincation sheet Page 150f24
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off, before being served to any resident.

3. Arecord review ravealed the facillty admitted
Resident #5 on 11/03/10 with diagnoses io
include Atriat Fibriliation, Alzheimer's Dementla, a
History of falls with injury, Severe Protein Calorie
Malnukition. Review of the record revealed tha
resident had experienced a first-degras burn, on
07/27/12 to histher left upper arm with ininimal
redness, related io a coffee spill, whila in
activities. A review of the quarterly MDS
assessment, daled 09/27/12, revealed the
resident required extensive assistance with
ealing. Areview of the ADL care pian for :
Resldent #5, dated 12/09/12_revealed an
intervention of providing assisance with meals as
needed. An intervantion for a magic cup daily for
lunch and supper and lid for hot beverages was
added fo the care plan, on 01/12/12. However,
the potentlal for skin impairmenl care plan, dated
12/09/12, did not mention the burn, nor did the
care plan reveal intervention for freatment or the
amount of assistance the resident required with
hot baverages.

{ An observation of Resident #5, on 12{13/12 at
5:15 PM, in the dining room during the evening
meal, revealed he/she was eating independently
after the meat tray was set up. The tray had milk
and juice on it, but thers were no hot beverages
noted. An interview with the rasident was
altempted on 12/12/012 at 5:15 PM, the resident
was unable lo state her name and appeared o be

confused.

{4, Arecord review revealed the facility admitted
: Rasident #4 on 10/11/02 with diagnoses to
i Include Dehydration, a History of Multi-infarct. |

3

i
i
!
i

f4) D SUMMARY STATEMENT OF DEFICIENCIES i iD PROVIDER'S PLAN OF CORRECTION I 15}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL I PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 323 ! Continued From page 15 F 323

{F {NDICATED, THE COMPREHENSIVE CARE
PLAN AND GERTIFIED NURSE AIDE GARE PLAN
SHOULD BE REVIEWED FOR ANY CHANGES,

TAINING WAS PROVIDED TO
REGISTERED NURSES AND LICENSED
PRACTICAL NURSES ON 12-15-2012 BY THE
DIRECTOR OF NURSHNG ON ASSESSMENT
DEPARTMENT HEADS WERE PROVIDED
TRAINING ON MONITORING BY THEADM,

ON 12-17-2042 AND 12-18-2012.
CHARGE MURSSS (RNALPN)
WERE TRAINED ON ADDRESSING ISSUES i
IDENTIFED 8Y MONITORING ON12-15-2012,
AKD 1-3-2013. TRAINING WAS COMPLETED BY
THE AGKMINISTRATOR ARD DIREGTOR OF
NURSING. A COPY OF THE COMPLETED DINING
CHECKLIST SHOULD BE GIVEN TC DIRECTOR
OF NURSING, ADMINISTRATOR, AND RISK
MANAGER. '

DINING CHECK OFF LISTS WILL BE REVIEWED
BY THE RISK MANAGER AND THE RISK
HANAGER WILL COCUMENT OH THE FORM
FOLLOW UP TAKEN AND RESOLUTION TO
THE ISSUE PRESENTED. THIS WiLL BE
IMPLEMENTED ON 1712013, DINING FORMS Wi L
BE REVIEWED IN THE QUALITY ASSURANGE
MEETING THAT WiLL OCGUR EVERY OFHER
MONTH, AND THE QUALITY ASSURANCE
MEETING V¥iLL BE CHAIRED BY THE

RISK MANAGER

ADMINISTRATIVE NURSING WAS TRASNED
ON EXPECTATIONS OF REVIEWING THE
CERTIFIED NURSE AIDE CARE PLAN, AND .
THE COMPREHENSIVE CARE FLAN FOR i
NEEDED ADDITIONAL SUPPORTS ;
(FOR HOT LIQUIDS) ON 12162012 AND ‘

12192012, THIS WAS

COMPLETED BY THE ADMINISTRATOR.
CRITERIA #4

THE FACILITY PLANS TO MONITOR IS
PERFORMANGE BY THE DEPARTIMENT READS

i
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o EACH BEFICIENGY MUST BE PRECERED &Y FULL FREFIX (EACH CORRCCTIVE ACTION SHOUDEE | conbyemon
i : DATE
P?EQ * RgEGULA‘(URY OR LSC IDENTIFYING INFORMATICN) TAG caossnenreaegé:ggl&: gy)E APPROPRIATE
323 Continued From page 16 F 323 :
izure Disorder. Areview COMPLETINGTHE DINING GHECK LIST ONE -
Heart Allacks, and a Soi 212 aled th MEAL A DAY X3WEEKS. A SCHEDULE WAS |
of the annual MDS, dated 10/02/12, revealed the DEVELCPED BY THE RISK MANAGER ON
resident was severely cognitively Impaired and 12-47-212. AFTER THE THREE WEFKS
tolally dependent on staff for aii care needs and THE ABOVE MENTIONEDPOSIIONS WILL
required the fimited assistance of one stalf m% IMEALS A :.recm FORTHE NEXT
iaw of the nursing notes, AFTER TIME PERIGD
member for meals. Areviaw of g ' IS COMPLETED MONIFORING WILL OCCUR
dated 12/04/12, revealed lhe resident was " ONETIME A Y9EER FOR NEXT £ZMONTHS BY
aff having seizure activity on
observed by st d Y tes THE DEPARTMENT HEADS, THEY WL BE
12{04/12. Further review of the nurses no ACTIONS TAKEN By SAE, i En B
revealed, the resident had a “hot cup of coffes, THAT POLICY AND PROCEBURE
when the seizure hegan and the coffee was ARE BEING FOLLOWED, IF ANY SAFETY/
spilled.” The resident sustained reddened areas @:{%ﬁ%ﬁﬁgﬂg’;ﬁgﬁgéﬁ ! Hﬁ%m
to the left forearm, measuring 4.5 cenlimeters | 10 ADMNISTRATIVE t RS oncmqmnes ]
(cm) by 7 cm and an area of 4 cm by 9.9 ¢m. A : NURSE {F ADMINISTRATIVE NURSING 15 NOT
review of the physiclan's order, dated 12/04/12, ; AVAILABLE, IF A NURSE IS HOT AVAILABLE T¢
kL H H
sup with a IMMEDIATELY GO ASSESS FOR POSSIBLE
r.eveaied tpe resident_waf o have a"cup w FURTHER DIERVERMORG Do o
lid when given hol fluids. SHOULD BE REMOVED UNTIL ASSESSHENT
CF SITUATION, WHEN AN ISSUES 1S
An interview with the Administrator, on 12/12/12 IDENTIFIED, 1A MONITORING A REVIEW
: ive factor for the OF THE COMPREHENSIVE AND
at 11 121 AM, revealed the ce;usats ; CERTIFIED NURSE AIDE CARE PLAN SHOULD
resident's bums was the resident’s seizure 8E COMPLETED iF INDIGATED.
activily.
) . | TRAINING WAS PROVIDED TG
Further interview with the Adntinlstrator on REGISTERED NURSES AND LICENSED
1211112 &t 5:36 PM revealed the facllity currently ‘ g?ﬁgg?; gcl{r%sffg Elr: [f;’g*,i.‘é“}ﬁ*és 12152012
did not assess the residents for the safe use of DEPARTMENT HEADS WERE PRAVIZD
hot beverages, ; £ 490 g{ﬁ’ﬂ'}% gg 2‘83?20?8'!;%1%" THE ADMINISTRATER
F 490 483,75 EFFECTIVE : I L47- g Y
A COPY OF THE COMPLETED DININ
$8=G | ADMINISTRATION/RESIDENT WELL-BEING | | Acoer ok THe Go PLETEDDANG ceron
o ) } OF HURSING, ADMSVISTRATOR, AND RISK
A facifity must be administered in a manner that | MANAGER. TRAINING WAS PROVIDED TO THE
i its resources effectively and ; DEPARTMENT HEADS ON 12-17-2042 BY THE
enal_)!esgit to I.Itb;e. I S:LI tain the higheyst ;! ADMINISTRATOR. THEY INCLUDE THE DIRECTOR :
efficiently io attain or main " | | OF NURSING, ASSISTANT DIRECTOR OF NURSING,) |
practicable phySical, mental, and psychosocia || RISKMANAGER, BUSINESS OFFICE IANAGER,
well-belng of each resident. ; DIETARY MANAGER, ACTIVITIES DIRECTOR, RN
; ! SUPERVISOR, AND MEDICAL REGDRDS DIRECTOR]
i
This REQUIREMENT is not met as evidenced l
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ey | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION P
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE ¢ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E
F 430 | Continued From page 17 F 490!
by
Based on observation, interview, review of the
facility's policy/procedure, it was determined the
facilily falled to be adminislered in & manner that e
enabled it fo use its resources effectively and [B"\‘,“’T'ﬁ %i%’iﬂi&?ﬁ'g#g R}SEKV?EWED
officientiy to attain or maintain the highest MANAGER WILL DOCUMENT ON THE FORM
practicable physical, mental and psychosocial | FOLLOW UP TAXEN AND RESOLUTION TO
well-belng. The Administrator falled lo ensure the | _ IEEGSSUE IPFE(';*-Er\'TED. THIS WILL BE EFFECTIVE
facility had assessed the causative factors for | 3. DINING FORS WILL \
] ! BE REVIEWED IN THE QUALITY ASSURANCE
bum_s sustained by four residents {#1_, #3,#4 and | MEETING THAT WILL OCCUR EVERY QTHER
#5), in the selected sample of six residents, who | HONTH, AND THE QUALITY ASSURANCE=" - — - -
received burns from a hot beverags. The i ;I‘EEWG VilLL BE CHAIRED BY THE
Administrator falled to take action and have | MEEING e NEXT QUALITY ASSURANCE
uf i lace to decrease the l 1L THES MONTH.
methods put into place to , ADMINISTRATIVE NURSING WAS TRAINED
temperature of the hot beverages, and assess | CN EXPECTATIONS OF REVIEWING THE
residents for the safe use of kot beverages, prior | CERRFIED NURSE AIDE CARE PLAN, AND
- THE COMPREHENSIVE CARE PLAN FOR
lo other residents being affected. NEEDED ADDITIONAL SUPPORTS FOR HOT
HOT LIQUSDS ON 12-18-2012 AND 12-18-2012.
Findings include; THIS WAS COMPLETED BY THE ADMINISTRATOR.
ADMINISTRATIVE NURSING WILL ALSO COMPLETE
o ACERTIFIED NURSE AIDE CARE PLAN AUDIT AND
If?. I'.Q\"]ew of ihe facmt‘j ] pO!lcy!procedure, ) COMPREHENSIVE CARE PLAN AUCIT M
Minimum Temperatures at the Point of Servica to REFERENCE TO SUPPORTS FOR HOT LiQUiDS
the Resident,” dated 07/30/08, revealed coffee, EVERY GUARTER. _ CRITERIA #
. 5: 1812013
tea, broth or hot baevarages were to be served at WiLL BE
a lemperature grealer than 150 degrees F* and FIRSTFULL
stated "these beverages have a fast lemperature DAYOF !
drop." COMPLI-
X ] ANCE.
Record review and interview revealed Residents i
#3 and #5 sustained bumns on 07/2712 from hot i
coffee. There was no documented evidence the . !
residents were assessed for the safe use of hot | :
beverages and Resident #3 was burned again on
08/14/12, Resident #4 sustained a burn on £ ,
12/04/12 from a hot coffee spill which occurred '
during a seizure. On 12/05/12, Resident #1 :
suslained second degree burns from a coffee :
spill from coffee which was reheated in the |
i ‘ : .
FORM CMS-2567(02-99} Previous Versions Obsolats Even! {D:F530 1 Faclity 10; 106688 If continuation sheet Page 18 of 24
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revealed the inftla! action to the residents’ coffae
burns was to "assure assistance with coffee” and
provide a lid for the coffee cup. The
Administrator revealed an invastigation of
Resident #1's second degree bumns, caused by
spitied coffee that was re-heated in the
microwave, had not been compieted. Per
interview, the Administrative Aclion was to review

reports made by tha Incldent Review Commiitee
H{IRC) and to speak with the Nurse Aide {NA) f
about not healing coffee in the microwave., The |
intervention proposed for Resldent #1 was to
ensure the resident did not drink coffee in bed.
Further interview with the Adminisirator reveated
the Dietery Manager confirmed femperatures
were appropriate when coffee left the kitchen,
and tha policy in place revealed the temperatures
for hot coffee had to be "greaisr than 150
gegraes Fahrenheit {F). Per Interview, the food
supplier was not called fo the facifity, until
121012, At that time, the temperature of the
coffes pot was decreased from 195 degrees F to
i 180 degrees F. Howaver, na further actlon was
* faken to ensure the safety of rasidents with hot

| heverages.

An intetview with the Dietician, on 12/13/12 at
447 PM, ravealed she was unawara of the
resldents receiving burns from hol beverages

"untii a couple of days ago,” whan the Dietary ;
Manager called and sfated Resident#1 wasin =~ ¢
the hospital related to a burn. The Dietician was

unaware of three other residents who received
bums and had not attended a QA Meeling i

(X4} ID SUNMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOUED 1IE COMPLETION
TAG REGULAFQRY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 480 | Continued From page 18 F 490°
microwave.
An Interview with the Administrater, an 121112 CRITIERA #4 ;
at 5:35 PMand on 12/42M12 at 11:.05 AM, RESIDENT 24 MO LONGER RESIDES

AT THE FACILITY. ON §2-6.2012
THE MD WAS GONTAGTED BY PHONE
AND ORDERS WERE RECEIVED FOR
SILVADINE GREAM. THE CREAM WAS
FIGKED UP FROM PHARMAGY BY THE
~ADON, 5PN OPEMING FOR-BUISNESS, - . -
POAWAS ALSO NOTIFIED OF THE
INCIDENT BY THE RN SUPCRVISOR.
THE RESIDENT WAS ADMINISTERED
ALORTAB FCR PAIN, INTERVENTION
MARKED 04 COMPREHENSIVE CARE PLAN WAS
FOR RESIDENT NOT 10 DRINK COFFEE
I BED. THE ADMINISTRATOR SPOKE
WITH DIETARY MANAGER ON }
1262012 AND COFFEE WAS f
WITHIN APPROPRIATE
TEMPERATURES WHEN IT CAME
FROM DIETARY DEPARTMENT.
DIRECTOR OF NURSING SPOKE
WITH NURSE AIDE FOLLOWING
THE INCIDENT ON 126-2012 SHE
REPORTED THAT RESIDENT 84
ASKED HER TO HEAT THE COFFEE,
DUETOT BEING TO COLD. SHE ‘
STATED THAT SHE DID NOT MEAN
T0 HURT HER OR DO ANYTHING
WRONG. NURSE AIDE WAS PROVIDED
WITH A GENERAL PERFORMANCE NOTE IV HER
PERSONNEL FILE BY THE DIRECTOR OF .
NURSING ON 12-6-2012. ON 12.7.2012 ;
GUARDIAN/SON REQUESTED THE RESIDENT § |
BE SEEN BY RESIDENT 708
PHYSICIAN, THE FACILITY
ARRANGED AND TRANSPORTED
RESIDENT #t TO THE PHYSICIAN.
RESIDENT RETURNED TO EAGILITY
ON 12-7-2012 FROM PHYSICIANS
OFFICE. ON 12.8-2042 GUARDIANSON
REQUESTED THAT RESIDENT BE SEEN
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SUMMARY STATEMENT OF DEFICIENCIES

D

FROVIDER'S PLAN OF CORRECTION

£XE)
COMPLETION

Afacllity must mainiain a qualily assessment and
assurance commiftee consisling of the director of
nursing services; a physician designated by the
facliity; and al least 3 other members of the
facility's staff.

The quality assessment and assurance |
committee meets at least quarterly to [dentify '
issues with respect to which quality assessment
and assurance aclivities are pecessary, and
develops and implements appropriate plans of
action to correct identifisd qualily deficiencies.

A State or the Secretary may not require
disclosure of the records of such commitiee

except insofar as such disclosure is related fo the ;

compliance of such committes with the
requirements of this section,

Good falth attempts by the commitlee to ldentify
and correct quality deficiencles will not be used as

a basis for sanctions.

X4} 1D
F{'RE}FIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORKMATION) TAG CROSS-REFERENGED TQ THE APPROPRISTE DATE
i DEFICIENGY)
. ;
F 490 Continued From page 1¢ { F490 AT LOURD:
3 . E lioSP -
regarding this Issus, sltaling she was only VIAS ADM!T%-:D mﬁégﬁﬁﬂfﬁ #
contracted to visit the facifity two fimes a month. NEVER RETURHED TO FACILITY, ON
126-2012 AN INTERVENTION TO
An Interview with the Medical Director on QDS & Lin FORMOT BEVERAGES
12113712 at 1:40 PM, reveated he was mad oA HSNTED. PER
at 1. h re Je‘a ad ne aﬁ age G‘UARDMN‘ RESIDENT # IS
aware of the burns "two minutes ago," per a CURRENTLY AT ANOTHER FACILITY.
phone calt and did not recall ever being contacted RESIDENT S T caram e e T T
or made aware of the bums, or about having a IDENT #3 DID OBTAIN A BLIRN
d X din these | urina the QA FROM HOT COFFEE ON 772712012, THE
seussion regarding these issues during the COMPREHENSIVEGARE PLAK INTERVENTION
meetings. The Medical Director stated he would FUT INTOPLACE ON 727122 WAS A CUP WITH
have expected the facilily fo contact him. Sﬁgﬁﬁ?&”ﬁggﬁ“ww
F 520 483.75{0)(1) QAA F520|  OTHERBLRI FROM COFFEE. THE
55=G | COMMITTEE-MEMBERS/MEET CARE PLAN INTERVENTION WAS FOR
QUARTERLY/PLANS THERAPY TO SCREEN. SPEECH
THERAPY HAD RESIDENT 43 ON
CASELOAD AT THE TIME OF INCIDENT.
SPEECH THERAPY NOTIFIED NURSING
THAT RESIDENT #3 1S BEST TO USE

REGULAR KITCHEN INSULATED CUPS
WITHOUT LIQ. AND TO COOL COFFEE
DOV/N WITH WATER OR ICE CUBE

TO A TEMP THAT CANNOT BURN
PRIOR TO GIVING TO THE RESIDENT.
RESIDENT £3 IS TO BE PROVIDED A
TABLE TO 8T CUP ON, WHILE NOT
ACTIVELY DRINKING. ON 7-20-2012

A BLSTER DEVELOPED ON RESIDENT
#3'SWRIST AND RESIDENT WAS
REFERRED TO VOSHRA WOUND CARE
FOR TREATHENT AND CARE. THE
ABOVE MENTIONED INTERVENTIONS
WERE DOCUMENTED ON THE

i !
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This REQUIREMENT is not met as svidenced
: by:
Based on interview, review of event reponts, and
review of the facilily's policy/procedure, it was
determined the facilily failed to ideniify Issues,
davelop, and implament appropriate plans of
action fo corract identifled quality deficlencies,
related to burns sustained from hot beverages.
Resident #3, Resident #4 and Resldent 5
received first degrea bums from hot colfee spills
that were not re-heated in the microwave,
Resldent #3 and Resident #5 received flrst
degrea bumns on 07/27/12. Resident #3 was
buened again on 08/14/12. Resident #4 received
burns from coffee spilled during a seizure, on
12/04/42. Residant#1 was burned from coffee
re-heated in the microwave, on 12/06/12, and
received second degree burns and required
hospHalization.

! Findings Include:

A review of ihe undated facility's policy and
procedure, “Continuous Quality improvement
Program,” revealed it was tha policy of the
organization to coliect data about all aspects of
care and services through the uss of guality
indicator.toals to monltor and assess regulardly to
determine whethar deslred outcomes have hean
reached. In addition, Information obtained from
other sourcas assists in identifying areas that
may need to be improved upon. Sour¢es may
include salisfaction surveys, regulatory surveys,
' consuiltant reports, Internat audits, or resident

council concerns. The focus of the program was |

I
!
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4D SUNMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (5)
PREFIX : {EACH DEFICIENGY KMUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORBATION}) TAG GROSS-REFERENCED TO THE APPROPRIATE ! DATE
DEFICIENGY} ;
F 520 | Gonlinued From page 20 F 520 COMPREHENSIVE CARE PLAN AND

CERTIFIED NURSE AIDE CARE PLAN
AS INDfCATED. ON 10-10-2012 THE
COMPREHENSIVE CARE PLAN WAS
ADDENDED TO "NEEDS ASSIST
WITH FEEDING.” NO FURTHER
BURNS HAVE GCCURED. RESIDENT
IS WO LONGER PROVIDED WiTH
THEWTERVENTIONORTHE
COMPREHENSIVE CARE PLAK CR :
GERTIFIED NURSE AIDE CARE PLAN .
FOR ADDING WATER IGE OR WATER
TO HOT BEVERAGES, DUE TO BEING
ON AN ALTERED DIET. ON t2-13-
2012 A HOT LHXUIDS SAFETY
EVALUATION WAS CORPLETED

BY ADMINISTRATIVE NURSING, RISK
SCORE IDENTIFIED WAS 30
(MODERATE), THE COMPREHENSIVE
CAREPLAN WAS REVIEWED

8Y THE DIRECTOR OF NURSING ON

: 12-15-2012 INTERVENTIONS

; PROVIDED ON THE
COMPREHENSIVE AND CERTIFIED :
NURSE AIDE CARE PLAN WERE AS I
FOLLOWS FOR RESIDENT #3:
RESIDENT WL WEAROF
CLOTHING PROTECTOR WHILE .
INGESTING HOT LIQUIDS, KEEP
HOT LIQUIDS AWAY FROM EDGE
OF TABLE [N RESIDENTS LINE

QF SIGHT, RESIDENT PROVIDED
A CUP WITH LARGE HANDLE,

DO NOT OVERFILL HOT UQUIDS,
THERAPY TO EVAL AND TREAT {F
INDICATED, RESIDENT #35

FORM CMS-2567(02-99) Pravious Varskns Obsolete
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X4 1D SUMMARY STATEMENT OF DEFIGIENCIES o FROVIDER'S PLAN OF CORRECTION S
PREED] {FACH DEFICIEMCY MUST BE PRECEDED Y FULL [ PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TFAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY}
I 520 Continued From page 21 i F 520
to sirive {o conlinually improve the delivery of COMPREHENSIVE CARE PLAN ALSO
care and services lo residents, involve varlous STATES TO DISCCURAGE
departments and address key facility practices. LOCOMOTION WITH HOTLIQUIDS,
The cammitiee was composed of the ﬁﬁ%ﬂﬁgﬁtﬂéﬁéﬁﬂ
Adminlstrator, Director for Ngrsing (DON)’ RESIDENT 4 IS CARE PLANNED TO
consolation of the Medical Director or designee - BEEVALUATED BY HOT LIWMDS . . _ .
and varlous department representatives. The iQFNELY EVALUATION QUARTERLY?
committee meets at least guarterly, reviews and TH VALt NEEDED)
analyses quality controf data and if a problem or a COMPLETED BY ADMINISTRATIVE
potential problem, a plan of correction may be NURSING. THE CERTIFIED NURSE
implemanted. AIDE CARE PLAN WAS REVIEWED
AND ADDENDED BY ADMIMISTRATIVE
NURSING ON 12152012 ADMINISTRATIVE
Arteview of the Event Reports for Residents #1, NURSING REFERS TO DIRECTOR OF NURSING
#3, #4, and #5 revealed various causaltive factors AﬁSSJ{JgNET DIREGTOR OF NURSING, AND
he burns, i ing seizure ackivity, spilli R RVISOR.
for the bu ng, including seizure activity, spilling RESIDENT #4 REGEIVED A BURN ON
coffee on himselftherself, furning sippy cups 1242012 FROM COFFEE WHILE
upside down and the resident requesting the HAVING A SUSPECTED SEIZURE.
coffes be warmed. Howaver, the raporis failed to THE INTERVENTION ADDED
determine the root cause of the burns. égﬁg%ﬁﬁgﬁ%ﬁgm”
Interventions were providing licks for cups and WAS FOR RESIDENT TG HAVE CUP
assuring assfstance with coffee and ensuring WITH LiD. INTERVENTION WAS AND
residents were nof drinking coffea in bed. The Lﬁg?ggg“’g;o FUHRTHER BURNS
facllity did not ensure the temperaturs of the ON ot fﬁgﬁuﬁﬁnﬁﬁ“
coffee was decreased, untit 1 2/10/12, and did not EVALUATION WAS COMPLETED BY
provide evidence the Medical Director and the | ADHINISTRATIVE HURSING.
Dietician were involved in the QA process or that EL%Z’;B Tﬁ?ﬁnﬁ%ﬁ?ﬁ
) . s .
effective solutions were put into place, monitored, THE COMPREHENSIVE CARE PLAN !
and re-evaluated to ensure a re-occumence of WAS REVIEWED BY THE ASSISTANT :
burns would not take place. DIRECTOR OF NURSING ON
12-15-2012 FOR RESIDENT A4,
An interview with the Dletician, on 12/13/12 ai
4:47 PM, revealed she was unaware of the
t residents receiving burns from hot beverages
| "until a couple of days ago”. Per intarview, she
did not attend a QA Meeting regarding this issue,
stating she was orly contracled to visit the facllity : i
two times a manth. :
FORM CHMIS-2567(02-53) Previous Verslons Qbsclete Event ID:F53014 Facliily ID; 100635 It continuation sheet Page 22 of 24
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SUMMARY STATEMENT OF OEFICIENCIES §

PROVIDER'S PLAN OF CORRECTION

i An intarview with the Medical Director oh

F

except the one stafing it had to be over 150
degrees F, This policy on hot fiquids had been in
effect "every since | came fo work here in
Oclober 2011." The DM stated the policy was not
changed and the temperatures dropped on the
coffes pot until 12/10/12. When asked if the QA
team discussed the hot liquids with the Dietary
staff, the DM stated "they were told not to fill the
cups too full, they would be way too heavy and to
put a cube of ice In afl cups and to use a cup with
alid on a couple of residents,”

1213112 at 1:40 P, revealed he was made
aware of the burns "two minutes age,” per a
phone call and did not recall ever being contacted
or made aware of the burns, or about having a
discussion regarding these issues during the QA
mestings. The fast QA meeting occurred wo
months age "and nothing was said about any
bums. He also stated he would have expected
the facility to have contacted him, regarding these
issues,

An Interview with the Administrator on 12111112 at
§:36 PM revealed she was In the process of
finding an assessment form to utilize for
resldent's regarding hot beverages. Per
interview, there was no policy 1o state coffee was
not to be re-warmed tn the microwave, only a
policy that tha delivery temperature of the cofiee .
was to be ovar 150 degrees Fahrenheit F, The
Administrator stated the last QA meeting was
held 12/10/12; howaver, burns were not
discussed. '

4

XA | D £5)
éRE)F;x (FACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOLILD BE COMFLETION
TAG REGULATORY OR LSC JDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFIGIENCY}

F 620 | Continued From page 22 F 520

An nterview with the Distary Manager {DM) on

121212 at 2:08 P, revealed there was na INTERVENTIONS FOR RESIDENT 44

poficy on faking temperatures for hot liguids, WERE TO INCLUDE RESIDENT WILL

CONSUME HOT BEVERAGES WITH A

CUR WITH A LID, RESIDENT WILL
WEAR CLOTHING PROTEGTCR WHILE
INGESTING HOT LIQUIDS, KEEP HOT
LKRADS AWAY FROM EDGE OF TABLE,
KEEP HOY LIQUIDS IN RESIDENT'S

" LINE OF SIGHT ON DOMIRART 8ioE, "
DO NOT OVERFILL HOT LIGLIDS,
THERAPY TO TREAT/EVAL AS NEEDET),
AND TO ALLOW TIME FOR HOT LIQUIDS
TOCOOL. RESIDENT ¥4 WiLL BF
ASSESSED BY ADMINISTRATIVE
NURSING UTILIZING THE HOT
LQUIDS SAFETY EVALUATION
QUARTERLY/ANNUALLY, AND PR,
RESIDENT 24'S CERTIFJED NURSE
AIDE CARE PLAN WAS REVIEWED AND
ADDENDED ON 12-16-2012 BY
ADIENISTRATIVE NURSING.

RESIDENT £5 ORTAINED A BURN ON
7E2772012 WHILE DRINKING COFFEE.
INTERVENTION PROVIDED ON THE
COMPREHENSIVE CARE PLAN WAS TO
PROVIDE LiD WITH HOT BEVERAGES,
NO FURTHER INCIDERCES HAVE
QCCURED. ON 12-13-2012
ADMNISTRATIVE NURSING
COMPLETED A HOT LIQUDS SAFETY
EVALUATION FORRESIDENT #5.

RISK SCORE WAS'AT 15 {LOWL. THE
COMPREHENSIVE CARE PLAN WAS
REVIEWED AND ADDENDED ON 12-15-
2012, INTERVENTICNS THAT ARE INDICATED

FORM GME-2567(02-98) Previous Virsions Obsolele
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{4y 1D
PREFIX
TAG

SUMMARY STATEMENYT OF DEFICIENCIES
{EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFLX
TAG

PROVIDER'S PLAN OF CORRECTION - x8
{EACH CORRECTIVE ACTION SHOULD BE conrLETon

CROSS-REFERENCED TO THE APPROPRIATE
DEFIZIENGY)

CARE PLAN/ CERTIFIED NURSE AIDE CARE
{IF INDICATED) ARE TO INCLUDE:
RESIDENT Wit WEAR CLOTHING
FROTECTOR WHILE: INGESTING HoT
LIQUIDS, OTTO EVALITREAT AS
INGICATED, RESIDENT WILL B&
SEATED AT TABLE WHEN GIVEN HOT.
LIQUIDS, DISCOURAGE LOCOMOTING
WITH HOT LIQUIDS, KEEP HOT LQUIDg
AWAY FROM EDGE CF TABLE IN LINE
OF BHSHT ON DOMINANT SIDE, DO
NOT QVER FiLL LIQUIDS, RESIDENT
TO HAVE CUP WITH LID FOR HOT
BEVERAGES, AND ALLOW TIME TO
COOL. THE CERTIFIED NURSE AlDE
CARE PLAN WAS REVIEWED AND
ADDENDED RY ADMINISTRATIVE
NURSING ON 1271572012,

ON THE COMPREHENSVE {

CRITERIA 32

FOR PURPOSE OF THiS BOCUMENT
ADMINISTRATIVE NURSING REFERS TO
DIRECTOR OF NURSING, ASSISTANT DIRECTOR
OF NURSING, AND RN SUPERVISOR.

IN ORDER TO) IDENTIEY OTHER

RESIDENTS THAT WoULD BE

AFFECTED BY THE SAME DEFICIENT
PRACTICE ADMINISTRATIVE N URSING
COMPLETED A HOT Liquips SAFETY
EVALUATION FOR ALL RESIDENTS AT RIVERS
BEND. THIS WAS COMPLETED OM 12-13-2012
FOR ALL RESIDENTS BY ADMINISTRATIVE
HURSING,

CN 12-15-2042 THE COMPREHENSIVE
AND CERTIRIED NURSE AIDE GARE

PLANS WERE REVIEWED AND
ADDENDED BY ADMINISTRATIVE
NURSING. ADDITIONAL SUPPORTS
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; %3) DATE SLRVEY
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185410 R — 121132012
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CUNE N N .
P?f:; REGULATORY GR £SC IDENTIFYING ISFORMATIOHN) A ~ DEFICEENGY) I
{

N REGARDS TO HOT LiQUD saF
WERE AbpED TO THE '
COMPREHENSIVE AND CERTIFIED
NURSE AIDE CARE PLANS (A5

8Y ADKNISTRATIVE NURSING,
AS STATED ABOVE, ALL IN HOUSE
RESIDENTS WERE ASSESSED By

* ADMINISTRATIVE NURSING FOR HoT —

CCCUR GUART, ERLYiANNUALLY. AND

WILL BE RESPONSIBLE FOR
COMPLETING THESE ASSESSMENTS
AND ENSURING THAT ANY
ADDITIONAL SUPPORTS ARE ADDED
TO THE COMPREH ENSIVE AND
CERTIFIED NURSE AIDE CARE PLANS,
AS INDICATED UPON ASSESSMENT,
RESIDENTS THAT ARc ADMITTED
TO RIVER'S BEND RETIREMENT
COMMUNITY WiLL BE PROVIDED

ANDPRN (45 NEEDED), THIS VinLt pe

ADMINISTRATIVE HURSTNG WA
PROVIDED TRAINING ONTHS -
EXPECTATION oN 12-13.2012 By

THE DIRECTOR OF NURSING AND THE
ABIINISTRATOR,

CHARGE NURsES (RN AND LPN) WERE

HURSING AND ADMINISTRATOR G
THE HOT LIOUIDS SAFETY

INDICATED) PER ASSESSMENT Oy 12152017 R

LIQUIDS SaFETY, REASSESSMENT oF HoT
LIQUIDS SkFeTYoR CURRENT RESIDENTS wy

PRN (A5 NEEDED), ADMINISTRATIVE NURSING

A HOT LIQUID SAFETY EVALUATION WLt BE
COMPLETEDUPON ADMISSICN, QUARTERLY,

COMPLETED'BY ADMINISTRATIVE NURSING.

PROVIDED TRANING BY THE DIRECTOR OF

|

e et i sttt . i

{

|
|
1

e Aot o a et e,
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STATEMENT OF nEFICIENDIES D) PROVIDERISUPELIERAGLIA
AND FLAN OF CORRECTION IDENTIFICATION HUndBER:

(X3 MARYIPLE CONSTRUCTION

A BIHLDING
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185410 BWNGee

SIREETADDHESS, GITY, STATE, ZIP CODE
340 BEECH 5T,

NAME OF PROVIDER OR SUPPLER
RIVER'S BEND RETIREMENT COMMUNITY

PP,

et it ey
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KU_TTAWA, KY 42085

O SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FiLL
TAG REGULATORY OR LIS IDENTIFYNG INFORMATION)

2]
PREFIX
TAG

CROBS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOLD aF

DEFIZIENGY) !

Wﬁnﬂmﬂ
DRYE

L_

* ON THECOMPREHENSIVEGARE — - -

EVALUATION AND ON ENSURING THAT
ANY BOT LIOUIDS RISKS THAT ARE
IDENTIFIED ARE TO BE ADDRESSED.
IMMEDIATELY. THIS WAS COMPLETED OGN
12/1572012 AND 132013, THE REGISTERED
NURSES AND LICENSED NURSES WERE ALSG .
TRAINED THAT ALL APPROACHES AND
INTERVENTIONS ARE TO BE ADDRESSED

PLAN AND CERTIFIED MURSE AIDE
CARE PLAN (AS INDIGATED).
ADMINISTRATIVE NURBING WAS
TRAINED ON THIS EXPECTATION ON
12-13-2012 BY THE ADMBNISTRATOR/
DIRECTOR OF NURSING.

ON 12-43-2012 AQMINISTRATIVE
NURSING WERE TRAINED BY
DIREGTOR OF NURSING AND
ADMINISTRATOR ON THE TOO

HOT LIQUIDS POLICY, HOT LIQLHDS
ASSESSIENT, ADDENDING CARE
PLANS WITH APPROPRIATE SUPPORTS
REGRDING HOT LIQUIDS, RISK CATEGORIES OF
ASSESSHMENT AND ADDRESSING

CONCERNS THAT COULD RESULTIN A

BURN IMMEDIATELY,

ON 12132012, 12-14-2012, AND 12-15-

2012 THE DIRECTOR OF NURSING

INSERVICED REGISTEREQ NURSES,

LICENSED NURSES, CERTIFIED

MEDICATION TECHS., CERTIFIED

NURSE AIDES, AND NURSE AfDES

(FHESE STAFF WILL BE REFERRED AS NURSING
STAFF FOR PURPOSES OF THIS DOCUM ENT)
ON NEVER REHEATING [TEMS, AND THAT

ALL ITEMS THAT NEED TO BE

REHEATED HUST COME FROM THE

IJETARY DEPARTMENT. NURSING STAFF WERH
ALSO TRAINEDY ON INTERVENTION
CATEGORIES BASED ON HOT LIGLAD:

FORM CMS-2557(02-20) Previous Yersions Rrateda
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NALE OF PREVIDER OR SUPPLIER

(%) MULTIPLE CONSTRUGTION

bVER'S HEND RETIREFENT GOMMUNITY

Xeym
PREFIX
TAG REGULATORY ORL8G BENTIFYNG
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SUNMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY BUST BE FRECEDED BY FeiLL

INFORMATION)

in

PREFIX,

TAG

PRINTED:

G

12132012

Oi/ozi2013
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STREEY ADDRESY, CITY, BTATE, 2P CoOE
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KUTTAWA, KoY 42055

PROVIDER'S PLAN OF GORRECTION
{EACH CORRECTIVE ACTION SHOWLD pE
CROSS-REFERENOED TO THE APPROPRIATE

] DEFICIENGY

DATE

THESE REVIEWS, THE BiRECTOR
OF NURSING ALSO REVIEWED
COMPRENENSIVE AND CERTIFIED
NURSE AIDE GARE PLANS ON 12.15-
2012 FORACCURACY.
P91, - TRE T}
-~ ONgf2-19.2012 ANOJ}Z‘O-ZN&DIETARY ..
STAFF, DEPARTMENT HEADS, REGISTERED
NURSES, LICENSED NURSES, CERTIFiED
MEDICATION TECHS,, CERTIFIED NURSE
AIDES, AND NURSE AIDES WERE ALSO
PROVIDED A COMPETENCY TEST ON ‘
BEING ABLE TO IDENTIFY SUPPORTS BEING
PROVIDED ON A A CERTIRED NURse
AIDE CARE PLAN. THE TRAINING Was
PROVIDED BY THE ASSISTANT
ADMINISTRATOR, ADHINISTRATOR, AND
DIRECTOR OF NURSING. AN MPLE OF
A CERTIFIED NURSE AJDE CARE PLAN WAS
PROVIDED AND THE ABOVE MERTIONED
STAFF WERE ASKED TO iDENTIFY SUPPPOR
ON THE CERTIFIED NURSE AIDE GARE PLAN,
THE QUIZ THAT WAS ADMINISTERED
DEMONSTRATED PROFICIENCY 4T BEING

CRITERIA 3 A
ON 12-10-2012 THE DIETARY MANAGER

DATE, TIME, ACTIVITY, TEMPERATURE, AND ;
INITIALS ARE TO B FILLED OUT ON THE i}
L

ABLE TQDENTIFY SUPPORTS, ANSWERS i
TO THE QUIZ WERE REVIEWED AS A Group f
TOENSURE UNDERSTANDINGY PROFICIENCY; !
INSERVICED DIETARY STAFE THAT DIETARY
STAFF ARE THE OMLY INDIVIDUALS THAT
CAN PREPARE HOT BEVERAGES, THAT THE
HOT BEVERAGES FORM,. ON 12142012 THE !
DIETARY MANAGER INSERVIGED DIETARY ||
i STAFF ON HOT BEVERAGE GUIBELINES, AND |
i RECORDING TEMPERATURES. O 12-18-2012
i THE ADMINISTRATOR INSERVICED THE ’
DIEYARY MANAGERDIETARY STARF ON
‘ HCAYTO READ CERTIFIED NURSE AlDE
i CAREPLANS , WHCH INCLUDED THE CERT-

IFIED NURSE AfD COMPET, ENCY TEST.
THE COMPETENCY

]

UL S
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K40 3

PREFIX
TAG

SUNMARY STATEWENT OF DERIGEICRS
{EACH BEFIDIENGY MUST BE PREGEDED BY FULE,
REGULATORY OR LSC IDEMTIFYING INFORMATION)

PROVIDER'S PLAN GF CORREGTIOR
v EACH CORREGTIVE ACTION BHOULD BE

FREFIX

COM;?E}“GH

o CROSS-REFERENCED TO THE APPROPRIATE e
)

DEFCENGY)

THE ADMINISTRATOR ALSO RE
TEMPERATURE SHE BZ TAKEN
AND RISK CATEGORIES BASED

MEGICAL RECORDS DiRECTOR,

RURSING , SOCIAL SERVICES [
RISK MANAGER, MAINTENANCE
{DEPARTMENT i EADS) WERE

TEMPERATURE POLICY BY THE
ADMINISTRATOR.

CONSISTENT WITH RESIDENTS'

RESIDENTS APPROACHES AND

CATEGORIES ARE AS SUCH:

INDMIDUAL PERSON CENTERED
INTERVENTIONS FOR SPEGIFIC N

FORM CMS-2667(02-59) Provious Vigehons Ohsciats

Eward 1D; F5aai1

Feiidy ID; 100664

TEST WAS REVIEWED AS A GROUR T
ENSURE UNDERSTARDING AND PRORGIENCY.

DIETARY MANAGER/STAFF THAT
THE TOO LIMIT HOT BEVERAGE RISKS PoLICY

- . HOT LiIQUIDS SAFETY EVALUATION, ON
A2 113 THE DIETARY MANAGER At 80~
INSERVICED DIETARY STAFF ON FOINT OF
SERVICE TEMPERATURE POLICY. ON
121172012 THE BUISNESS OFFICE MANAGER,

OF NURSING, HUMAN RESCURCES DIRECTOR]
RN SUPERVISOR, ASSISTANT DIRECTOR OF

DIETARY MANAGER, ACTIVITIES DIRECTOR,
AND ASSISTANT ADMINISTRATOR

INTERVENTIONS ON THE COMPREHENSIVE
CARE PLANIS ALSO INOMIDUALIZED BASED
ON THE RESIDENT, THE INTERVERNTION

LGW RISK-CLOTHING PROTECTOR, |
MODERATE RISK lNTERVENTTDNS—ﬁ_ONINGg
PROTECTOR AND RESIDENT MAY ONLY HA

HOT LIQUIDS WHEN SEATED AT THE TABLE,

HIGH RISK INTERVENTIONS-CLOTHING H
PROTECTOR, RESIDENT ONLY 50 HAVE ;
HOT LIQUIDS WHEN SEATED AT A TABLE, AHI)

VIEWED WiTH
ON ALE FOODS
OFF THE

DIRECTOR

IRECTCR,
DIRECTOR,

INSERVICED ON POINT OF SERVIGE

!

k]

iN ORDER TO IMPLEMENT INTERVENTIONS

NEEDS PER |

PLAN GF CARE RIVER'S BEND RETIREMENT |
COMMUNITY IMPLEMENTED THE USE OF & |
HOT LIQUIDS ASSESSMENT, A PROTOCOL of
ITERVENTICN CATEGORIES WAS ALSO
OEVELOPED BASED ON THE SCORING OF i
HOT LIQUIDS SAFETY EVALUATION. EAt]

EEDS, !

14 cona‘x;ush'on sheat Page 24 of 24
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s

SURMARY STATEMENT OF DEFICIENCIES
(EAGH BEFICIEHGY IH0ST BE FRECEDED'BY L,

TAG REGULATORY OR LSC DENTIFYVING INFORMAYKOH)

i
PREFIX
TAQ

PROVIDERUS PLAN OF CORREGTION
(EACH CORRECTIEACTION BHOULE BE
CROBS-REFERENCED TO THE APPROPRIATE
DEFICIERGY)

A5}

THE FACILTY ALSD UTILIZES CERTIFED
N!fRSE AIDE CARE PLANS. INT| ERVENTIONS

THAT THE CERTIFED NURSE AIDESINURSE
AIDES WOULD PROVIDE IN RELATION TO
HOT LIQUIDS WERE ADDEDED TO THE
CERTIFIED NURSE AIDE CARE PLAN AS, PER
RESIDENT NEED AND ASSESSHENT, BY
ADMINISTRATIVE NURSING ON 12-15-2012,

- THEDIRECTOR QF NURSING FROVIDED
TRAKING ON 12-13-2012, 12-14-2012,
AND 12-15-2042 TO REGISTERED NURSES,
LICENSED NURSES,
CERTIFIED MEDICATION TECHS., CERTIFIED
NURSE AIDES, NURSE AIDES, THE RN
SUPERVISOR, AND ASSISTANT DIRECTOR OF
NURSING ON AL HOT LIQUIDS MUST COME
FROM KITCHEN, THAT CERTIFIED NURSE
"AIDE CARE PLANS MUST BE FOLLOWED,”
NURSING STAFF WERE TOLDWHERE TO FIND
SUPPORTS ON CERTIFIED NURSE AIDE
CARE PLANS (iN RELATION T(: HOT LIQUIDS}
THE TO UMIT HOT BEVERAGE
RISK POLICY WAS INSERVIGED, STAFF
WERE TRAINED NEVER TO REHEAT
BEVERAGES, AND
CATEGORIES OF THE HOT LKQUiDS SAFETY |
EVALUATION, WERE REVIEWED YATH H
HURSING STAEF. THE DIRECTOR
OF NURSING INSERVICED THE
ASSISTANT DIRECTOR OF NURSING AND
RN SUPERVISOR G THE HOT LIQUIDS
SAFETY EVALUATION AND QN HOW TO
COMPLETE THE EVALUATION ON 12-13-2042.
ADMINISTRATIVE NURSING CONSISTS OF Rbi
SUPERVISCR DIRECTOR OF KURSING,
AND ASSISTANTDIRECTOR OF NURSH 9‘!’3 ;‘
ON 12192012 AND 12-20-2012, { @V 19 |
NURSING STAFF WERE PROVIDED
COMPETENCY TESTING ON BEING ABLE
TO READ A CERTIFIED NURSE AiDE
CARE PLAN 3Y THE DIRECTOR OF NURSING
AND ADAMINISTRATOR ON 12-19-2012 AND
1220-2112 13- 2\~ 3,

e e e o

FORM CMS-2587(62-00} Previvus Vb Ghsoats

Evert I F5a04t

FazZity ID; $60888

If continvallon sheat Page 24 of 24

o0




e

oy mea

T s v o

DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES
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OMB NO. 0938.0351

STATEMENT OF DEFICIRHCIES &1} PROVIDERISUPPLIER/L
AND PLAN OF CORRECTION g IDENTIFICATION P?wﬂﬂrgﬂﬁ

185410

X2} MULTIPLE CONSTRUCTION {X3)} DATE SURVEY

A BUILDING
B, WING

COXPLETED

C

NAME OF PROVIDER OR SUPPLIER
RIVER'S BEND RETIREMENT COMMUNITY

BIREET ADDRESS, GITY, STATE, 2P CODE
309 BEECH BT,
KUTTAWA, KY 42085

12113/2012 :

10 | SULMARY STATEMENT OF DEFICIENCIES
PREFX {EACH BEFICIENGY 2UST BE PREGEDEDBY PILL
TAG REGULATORY OR LSC DERTIFYING BEORMATIGN)

m
PREFIX
TAG

" ADMINISTRATOR. ON 12-12-2012, 1214212, *

NURSING STAFF (RNALPN) i

PROVIDER'S FLAH OF CORREGTRON P
{EACH CORREGTIVE ACTION SHOULD B m“t?:m
CRUSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENGY) i

—

TRAINING WAS PROVIDED YO HURSING
STAFF BY THE DIRECTOR OF NURSING

ON 12-13-2012, 12-14-2012,AND 12-15-2012
ON HOT UQWIO SAFETYTHIS INCLUDED
COMPETENGY TESTING. THE COMPETENCY
TESTING INCLUDED QUESTIONS REGARDING |
HANDLING HOT LIQUIDS, STATEMENTS ABQUT |
ROT LIQUIDS, GHARACTERISTICS OF RESIDENTS |
AT RISK FORSPILLING, REVIEWING PLAN OF CARL
LEAVING A RESIDENT UNATTERDED WitH HOT
LIGUIDS, TRUE OR FALSE STATEMENTS ABOUT
TRANSPCRTING A LIGUID DOWN THE HALL.

THE TEST WAS PROVIDED AT OIFFERENT
TRAINING SESSIONS 8Y THE DIRECTOR OF
NURSING, ASSISTANT ADMINISTRATOR, AKD

!
i
i

AND 12-15-2012 & HANDOUT WAS ALSO
PROVIDED N ACCIDENTAL HOT LIGUID SPILLS
BY THE DIRECTOR OF NURSING, AND A
HANDGUT ON INTERVENTION CATEGORIES
WAS PROVIDED BY THE ADMINISTRATOR,
DIRECTOR OF NURSING, AND ASSISTANT
ADMINISTRATOR.
THE DIETARY MANAGER ALSO CONTACTED
COROON FOOD SERVICES TECHNICIAN TO
{HSPECT COFFEE POT ON 12-6-2042 .
TECHNIGIAN WAS PRESENT ON 12772012, PER
REPORT COFFEE POT READ 190 DEGREES,
WHICH WAS WITHIN NORMAL Li}4TS EOR BEST
BREWING AND QUALLTY. TECHRIGIAN TURNED
DOWN EQUIPMENT THERMOSTAT YO AN
APPROXIAMATE 160 DEGREES. THIS
TEMPERATURE MEETS POINT OF SERVICE
PROTOCOL OF THE FAGILITY. THE COFEEE
FOT WAS REMOVED FROI NCURISHAMENT
ROOM, AND 50 WAS THE MICROWAVE. OMLY
THE KITCHEN WILL PROVIDE HOT LIQUIDS,
O} 12/13/2012 THE DIETARY MANAGER ;
COMPLETED A TRAY CARD AUDIT TO ENSURE §

ACCURACY OF PREFERRENCES. NEW f:,ﬂ\!'\‘AFESli
WERE.PURCHASED BY DIETARY TO USE

DURING AGTIVITIES, THERAPY SESSIONS, ETC.
TU ENSURE APPROPRIATE TRAINING ALL

I
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(X%} DATE SURVEY
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121312017

NAKE OF POVIDER OR SUPPLIER
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¥

! BTREET ADDRESS, CITY, $TATE, ZIP COOE
300 BEECH ST, |

D i SUMMARY STATEWENT OF DEFIGIENCIES
PREFIX (EACK DEFCIENGY MUST BE FRECEDED BY FUlLt
L_ TAG REGULATORY QRLSC IDENTIEYNG INFORMATION)

B
PREFIX
'I TAQ
i

} KUTTAWA, KY 42055
|

FROVIGER'S PLAN OF CORREGTION
(EAGH CORREQTIVE ACTION SHOUE D bE
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1

|

|
|
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o DEFISIENCY) f

: - ¢
CERTIFIEDMEDICATION TEGHS,

CERTIFIED NURSE AIDES, AND NURSE AIDES

WILL NOT BE ALLOWED TO) PROVIDED CARE
UNTIL THEY HAVE WENT THROUGH THE
ORIENTATION PROCESS, THE POLCYTO
LIMIT HOT BEVERAGE RiSK FACTORS WiLL BE
REVIEWED. A HANDOUT WILE ALSO BE

. PROVIDED TO THEM ON "ACCIDENTAL HOT

~LIQRID.SEILLS,* AND A COMPETENCY TEST v i

BE PROVIDED FOR HOT Linuin SAFETY {45
DESCRIBED AROVE), THE GOMPETENGY. TEST
WILL ENSURE THAT EACH HURSING EMPLOYE
UNDERSTANDS THE RISKS ASSOCIATED WITH
HOT LIQUIDS. THE TRARING WILL BE 7
COMPLETED DURING THE ORIENTATICN
PROCESS, BY ADMINISTRATIVE NURSING.
ADMINISTRATIVE NURSING WILL A1S0
PROVIDE TRAINING IN ORIENTATION ON
ASSESSED INTERVENTION CATEGORIES (.G,
HIGH, AND MODERATE), AND WILL TRAIN F

EMPLOYEES 70 LOCATE HOT LIGUIDS

INTERVENTIGNS ONTHE CERTIFIED NURSE i
AIDE GARE PLAN. DURING THE ORIENTATION |

PROCESS THEADMINISTRATIVE NURSING k
WiLL ALSO PROVIDE A COMPETENCY TEST oN H
THE GERTIFIED NURSE AIDE CARE PLAN. |
TRAINING OF THE POLIGY *TG LitdIT HOT !
BEVERAGE RISK FACTORS, RISK CATEGORIES
FOR SAFETY WITH ROT LIQUIDS, AND A STAFE
COMPETENGY TEST ON RESIDENT SAFETY
WITH HOT LIGUIDS WILL BE PROVIDED TQ
QUARTERLY TO NURSING STAFF
BY ADMINISTRATIVE NURSING, 1N ORDER
TO ENSURE THAT THE TRAINING IS
COMPLETED ANNUALLY IT WILL BE MARKED Of
THE FACILITY'S iNSERVICE GALENDAR TO BE
DONE QUARTERLY BY THE ADMINISTRATOR.
THE ADMINISTRATOR COMPLETED THIS 1.2-13]
THE FACRITY ALSO IMPLEMENTED A DINING
CHECK OFF LIST 0N /1472012
THE DINING CHEGK OFF LIST CORRESPONDS
WITH THE 'TOO LIkaTHOT BEVERAGES RISK"
POLICY, PERSONS RESPONSIBLE FOR
MONITORING INCLUGE THE ADMINISTRATOR,

NETOEES ¥ confinualion sheal Pagp 24 of24
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186410

NAME OF PROVIDER OR SUPPLER
RIVER'S BEND RETIRERENT COMMUNITY

D6} SUsIMARY
PREFIX
The REGULATGRY

STATEMENT OF CEAICIENGILE

{EACH BEFICIENGY ralisT BE PRECEDED BY FyLs,

CRLSC DENTIFYING INFORMATION)

N

FORR CiG-2507(02-95) Previous Vere!

fons Coscleta
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l
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STREEY ADDRESS, CiTY, STATE, 2P cOnk

300 BEECH ér.
KUTTAWA, KY 42055

DIRECTOR, MAINTENAN

" {7 -- OPERATIONS TRAMED

MOMNITORING Was DEVEL

OFF LIST wiAS DEVELOPE
DIRECTOR OF CUNIGAL O

INCLUDES £
TAKEN BY STAFF, AD

THEY WiLL BE REPORTED

AVAILABLE. JF A NURSE 18
IMMEDIATELY 6D ASSESS
FURTHER INTERVENTIONS
SJTUATIO?J,

FadiyiD: toeses

GROBS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

ASSISTANT ADMINISTRATOR, Huaay ;
RESOURCES DIREGTOR, MEDicAL RECORDS .

SUPERVISOR, AND RISK MANAGER,
ON 12142012 THE DIRECTOR OF G gica, -

THE BUISNESS OFFICE HANAGER,
ACTVITIES DIREGTOR, MEDICAL RECORDS
DIRECTOR, S0C14! SERVICES DIRECTOR,
ADMINISTRATOR, DIRECTOR OF NURSING,
ASS]STMTADMINFSTRATOR AND RN
SUPERVISOR ON PROCESS AMD FORM. GN
12-17-2012 THE ADM!E!STRATORRLSO R
TRAINED THE MAINT ENANCE DiRECT OR, i
RISK MARAGER, HUMAN RESOURCES
DIRECTOR, AND DIET, ARY MANAGER oy THE
DINING COMPLIANCE CHECK LIST, HOW TO
READ CERTIFIED NURSE AIDE CARE PLANS,
AND PROVIDED COMPETENCY TESTING On
CERTIFIED NURSE AIBE CARE PLANS,
THE ABOVE MENTIONED POSTTIONS Wit
MONITOR A MEA TIME ONE TISE A DAY X 3
WEEKS. On 12172012 4 SCHEDULE FOR

RISK MANAGER AND GIVEN TO THE ABOVE
MENTIONED POSIMoNs. THE DINING CHECK

ADMIKISTRATOR AND RISK MANAGER, 13

OB8ERVING MEAL SUPPORTS
PROVIDED TO RESIDENTS! ACTIONS

THAT POLICY AND PROCEDURE |5 BEING
FOLLOWED. IF ANy SAFETYIDANGER OF i
BURN RiSKS ARE IDENTIFIED By HONITORING |

RURSING OR CHARGE NURSE I
ADMINISTRATIVE NURSING IS tioT

SHOULD BE REMOVED UNTIL ASSESSHENT OF

PRINTED; ofi0erz013

FORMAPPROVED
CMB NO. 0938-04 1
(X MITPLE CONSTRUG TiON ) oz sUrvey
A BULDREG ’ C
e
oo 42302012

PROVIDER'S PLAN OF CORREGTION ) i
PRE:D( {EACH CORRECTNEAGT]OH SHOUPpBE WS‘;M!E.ETWJ §
| :

B

' |
|
|

]
|

OPED BY THE

D BY THE
PERATIONS,

-

i

i

H

] o

TO ADMINISTRATIVE, !
i

NOT AVAILABLE TO
FOR POSSIBLE i
THE HOT Licusp :
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185440
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NAME OF PROVIDER on SUPPLIER
RIVER'S BEND RETIREMENT GOMMUNITY

STREETADDRESS, CiTY, STATE, Zip CDOE
330 BEECH T,
KUTTAWA, KY 42055

9w |
PREFRIX

SUMMARY STATEMENT OF per CIEnCiEs
(EACH DEFICIGHGY AIIST B2 PRECEQED BY FLLL
TAG REGULATORY OR 15G IDENT] FYING INFORMATION)

n
PREFIX
TAG

PROVIBER'S PLAN OF CORRECTION * gh5)
(EACH CORREGTIVE ACTION SHOMD BE COMPLETION

CROSS-REFERENGED TO THE APPROPRIATE DGE
DEFISIENGY)

o -

|

FCRM CuIS-2657{02-59) Previous Versions Casclols

Everd 10 F3014

|
|
|

Fasity )0 100608

IF ININGATED, THE COMPREHEMSIVE CARE

PLAN AND CERTIFIED NURSE AIDE CARE PLAK

SHOULD BE REVIEWED FOR ANY CHANGES.

TAINING WAS PROVIDED TO

REGISTERED NURSES AND LICENSED

PRACTICAL NURSES ON 12-6-2012 BY THE

DIRECTOR OF NURSING ON ASSESSMENT -

DEPARTMENT HEADS WERE PROVIDED |
TRAINING ON MONITORING BY THE DK, |

O 12-47-2042 AND 12182013,

CHARGE NURSES (RMA PN}

WERE TRAINED ON ADDRESSING ISSUES
IDENTIFED 5Y MONITORING OR12-15-2012.
AND 1-3-2043. TRANING WAS COMPLETED BY
THE ADMINISTRATOR ARD DIRECTOR OF
HURSING. A COPY OF THE GOMPLETED Diipg
CHECKLIST SHOULD BE GIVEN TO DIRECTOR
OF NURSING, ADMINISTRATGR, AND RISK
MARAGER ;
DSNING CHECK CFF LISTS WILL BE REVIEWED |
BY THE RISK MANAGER AND THE RISK
MANAGER WILL DOCUMENT O THE FORM
FOLLOW UP TAKEN AND RESOLUTION TQ

THE ISSUE PRESENTED. THIS WILL BE
HAPLEMENTED ON 1712013, DINING FORMS il .
BE REVIEWED  THE QUALITY ASSURANGE
MEETING THAT WILL OCGUR EVERY OTHER
MONTH, AND THE QUALITY ASSURANCE
MEETING WILL BE GHAIRED BY THE ,
RISK MANAGER. }
ADMINISTRATIVE NURSING WAS TRAINED |
ON EXPECTATIONS OF REVEWING THE |
CERTIFIED NURSE AIDE GARE PLAN, AND
THE GOMPRENENSIVE CARE FLAN FOR
NEEDED ADDITIDNAL SUPPORTS
{FOR HOT LIQUIDS) ON 12162012 AND
1219-2012, THIS WAS
COMPLETED BY THE ADMINISTRATOR.
CRITERMA #4
THE FACIITY PLANS TO MONITOR IT's
FERFORMANCE BY THE DEPARTMENT HEA

K congiavation sheet Prge R4pf 24
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KUTTAWA, KY 42055

TAn REGULATORY OR L4C IBENTIFYING

B | SURMARY STATERENT OF DEFICIENCIZS
PREFI {EAGH DEFICIEHCY HUST BE PRECEDED BY FEALL

INFORMATION}

D PROVIDER'S PLAR OF CORREGTION "5
PREFIX (FACH CORRECTVE ACTION SHOULD BE COMPLETION
TAQ GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

COMPLETINGTHE DIHING CHECK LIST ONE
MEAL A DAY Y3WEEKS. A SCHEDULE WAS
DEVEIOPED BY THE RISK MANAGER ON
12-17-2092. AFTER THE THREE WEEKS
THE ABOVE MENTIONEDPOSITIONS WILL
MONITOR 3 MEALS A WEEKN FOR THE NEXT |
QUARTER. AFTER TIME PERIOD
-+ p-_ ISCOMPLETED MONSTORING WILE OGCUR |- -
ONE TIME A WWEER FOR NEXT 17 MONTHS BY

THE DEPARTMENT HEADS, THEY WiLL BE
ACTIONS TAKEN BY STAFF, AND ENSURING
THAT POLICY AND PROGEDURE
ARE BEING FOLLOWED. IF ANY SAFETYF
DANGER OFBURN RISKS ARE IDENTIFIED
BY MONITCRING THEY WILL BF REPORTED
TO ADMINISTRATIVE NURSING OR CHARGE |-
NURSE IF ADMINISTRATIVE NURSING IS NOT
AVAILABLE. IF A NURSE IS NOT AVAILABLE Tq
IMAEDIATELY GO ASSESS FOR POSSIBLE
FURTHER INFTERVENTIONS THE HOT LIQUID
SHOULD BE REMOVED UNTIL ASSESSMENT
OF SITUATION. WHEN A ISSUES IS
iDENTIFIED, VIA MONITORING A REVIEW
OF THE COMPREHENSIVE AND
CERTIFED NURSE AIDE CARE PLAN SHOULD
BE GOMPLETED |F INDICATED,

TRAINING WAS PROVIDED TO

REGISTERED NURSES AND LICENSED
PRACTICAL NURSES GN EVALUATIONS 12-15.2012
BY THE DIRECTOR OF NURSING, THE
DEPARTMENT HEADS WERE PROVIDED

TRAINING ON MONIMTGRING BY THE ADMINFSTRATH})R
ON 12-17-2012 AND 42.18-2042,

. A COPY OF THE COMPLETED DINING
CHECKLIST SHOULD BE GIVEN TO DIRECTOR
OF NURSING, ADMINISTRATOR, AMD RISK
b MANAGER. TRAINING WAS PROVIDED 7O THE }
DEPARTMENT HEADS ON 12-17-2012 BY THE
ADMINISTRATOR THEY INCLUDE THE DIREGTOR
OF NURSING, ASSISTANT DIRECTOR OF NURSING,
| RISK MANAGER, BUSINESS OFFICE MANAGER,
DIETARY MANAGER, ACTMITIES DIRECTOR, RN

SUPERVISGR, AND MEDICAL RECORDS D?REC_TQ R

FORM CMS-2657{02-55) Previous Versloas Ghsalzia
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SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICENGY MEIST BE PRECEDED BY FLEL
REGULAEDRY CRLSS DENTIEYING INFORMATION)

A}
PREFLX
TAQ

i
FREFIX
TAQ

PROVIDER'E PLAN OF CORRECTION
{EACH c‘cgﬂgmmacnou SHOMLD BE
CROSS-REFERENCED YO THE APPROPRIATE
DEFICENGYY

cm.!ﬁ:lrm
DATE

e, A s ———_——

T n b e

THE ISSUE PRESENTED. THIS WILL BE EFFECTIVE
<= HIEE092, DINING FORMS VL
_ BEREVIEWED Iy THE QUALITY ASSURANCE )
MEETING THAT WILL OCCUR EVERy OTHER
MONTH, AND'THE QUALITY ASSURANGE -+ - ~ -
MEETING WILL BE CHAIRED BY Tz
: RIBK MANAGER, THE NEXT QUALITY ASSURANCE
! MEETING IS SCHEDULED FOR THIS MONTH,
| ADMINISTRATIVE NURSING WAS TRAINED
ON EXPECTATIONS OF REVIEWING THE
CERTIFIED NURSE AIDE GARE PLAN, AND
! THE COMPREHENSIVE GARE PLAN FOR

N

HOY LIGUIDS ON 12-18-2012 AND 12.19.2012,
THIS WAS COMPLETED BY THE ADMINISTRATOR,
ADMINISTRATIVE NURSING WILL At SO COMPLETE

ACERTIFIED NURSE ADE CARE PLAN AUDIT AND

COMPREHENSIVE CARE PLAN AUDIT N

REFERENCE TO SUPPORTS FOR HOT Liauins

EVERY QUARTER. | CRITERIA 4
S: 1812013 ]
WILL BE
FIRST FULL
DAY OF
COMPL-
ANCE.

|
|
|
|

e L
DINING CHECK oFF LISTS WILL BE REVIEWED
BY THE RISK MANAGER ANDTHE RISK
MANAGER WiLL COCUMENT 0N THE FORM
FOLLOW UP TAKEN AND RESCLUTION To

EEDED ADDITIONAL SUPPORTS FOR HOT

=
i

H

|
|
|

FORNM CIS-2557(02-59) Previous Werelons Gisclale Everd10:FE3011

FasiBly jU: 160268
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in
PREFIX
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FROMIDER'S PLAN OF CORREGTION
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{85}
COMFLENDN
DATE

F490
CRITIERA &%

RESIDENT #1 NO LONGER RESIDES
AT THE FACILITY, ON 1282042
THE HDWAS CONTAGTED BY PHONE
[* *~ AND ORDERS WERE RECENVED FOR
~ - SILVADINE CREAM. THE CREAM WAS -
PICKED UP FROM PHARMACY BY THE
—ADON, UPON SPENING FOR-BUISNESS, - - —
POA WAS ALSO NOTIFIED OF THE
INCIDENT BY THE RN SUPERVISOR.
THE RESIDENT WAS ADMINISTERED
ALORTAB FOR PAIN, INTERVENTION
H2ARKED ON COMPREHENSIVE CARE PLAN Wa:

e -

FOR RESIDENT NDT TQ DRINK CGFREE

e —— 4 et s+ e 1 0w

e AP et +

Comn e e e ——

INBED. THE ADMINISTRATOR SPOKE
WITH DIETARY MANAGER ON
12-8-2012 AND COFFEE WaS

WITHIN APPROPRIATE
TEMPERATURES WHEN IT CAME
FROM DIETARY DEPARTMENT.
DIRECTOR OF NURSING SPOKE
WITH RURSE AIDE FOLLOWING

THE INCIDENT ON 12-6-2012. SHE
REPORTED THAT RESIDENT &1
ASKED HER TO HEAT THE COFFEE,
OUE YO IT BEING TO COLD. SHE
STATED THAT SHE 01D NOT MEAN

TQ HURT HER OR 0O ANYTHING
WRONG. NURSE AIDE WAS PROVIDED

e

S

H

WITH A GEMERAL PERFORMANCE NOTE IN HEl
PERSONKEL FILE BY THE DIRECTOR OF
NURSING ON £2-8-2012 ON 1272012 !
GUARDIAN'SON RECUESTED THE RESIDENT
BE SEEN BY RESIDENT #1'S

FHYSICIAN. THE FAGIUTY

ARRANGED AND TRANSPORTED
RESIDENT #1 TO THE PHYSICIAN.

RESIDENT RETURNED TO FAGILITY

ON 12-7-2012 FROM PHYSICIAN'S

OFFICE. ON £2-9-2012 GUARDIAN'SON

REQUESTED THAT RESIDENT BE SEEN
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" ¥ confiabetion sheet Page 24 of 24




PEPARTMENT OF HEALTH AND HUMAN SERVIGES

GENTERS FOR MEDIC

STATEVENT OF DEFICIaVDIES
AND PLAN OF CORREGTION

NAME GF PROVIDER DRt BUPPLIER

PREFEX (EACH

ARE & MEDIC
G} PROVIDERISUPPLIGRICLIA

RIVER'S BEND RETEREMENTCO?AMUN]TY
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i * PROVIDER'S BLAN OF CORRECTION
PREFIX {EAGH CORRECTRAZ ACTION SHOWD gE
TAG CROSSREFERENCED To THE APPROPRIATE

; . BERCENCY)

+T LOURDES HOSPITAL. RESIDENT &1
HAS ADMITTED TO HOSPITAL AND
NEVER RETURNED TO FAGILITY. 0N
12:6-2012 AN INTERVENTION T0

... PROVIDE A LID FOR HOT BEVERAGES
WAS ALSO IMPLEMENTED, PER

" GUARDIAN, RESIDENT # 15

CURRENTLY AT ANOTHER FACILITY.

RESIDENT #3 DID OBTAIN A BURN
i FROM HOT COFFEE ON 272072, THE

l COMPREHENSIVECARE PLAN INTERVENTION

¥ PUT INTOPLACE ON 72712012 WAS A CUP WITH
| UIDTOBEPROVIDED TO RESIDENT.

-——-m__..—--.._.-—...m....._,,

. ———

f o et ey

FORM GMS-E\‘EJ@Z-E?] Previos Verslome Qir?ata

Evert KL FS30114

ON B/14/2012 RESIDENT RECENVED
ANOTHER BURN FROM GOFFEE, THE ,
CARE:PLAN INTERVENTION WAS FOR
THERAPY T SCREEN, SPEECH

THERAPY HAD RESIDENT &1 ON

CASELOAD AT THE TIME OF INCIDENT,
SPEECH THERAPY NOTIFIED NURSING

THAT RESIDENT %3 IS BEST TO USE

REGULAR KITCHEN INSULATED CUPg ,
WITHOUT LD, AND TO 0GL COFFEE ’

DOWN WTH WATER OR ICE CURE
TOA TEMP THAT CANNOT BURN

PRIOR TO GIVING TO THE RESIDENT.
RESIDENT #3 15 TO BE PROVIDED A J
TABLE TOSIT CUS ON, WHILE NOT

ACTIVELY DRINKING. ON 7.20.2012 ;
A BUSTER DEVELOPED ON RESIDENT !
35 WBI ST AND RESIDENT WAS

REFERRED TOVOOHRA WOUND CARE |
FOR TREATMENT AND CARE, THE I
ABOVE MENTIONED INTERVENTIONS !
WERE DOCUMENTED ON THE

e, e

- —
e —

Fasaly [0; tenses

FORM APPROVED
OMB NO. 09380391
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AS INDICATED, ON 10-10-2012 THE

COMPREHENSIVE CARE PLAN WAS -

ADDENDED TO 'NEEDS ASSIST
WITHFEEGING * NO FURTHER
BURNS HAYE CCCURED, RESIDENT
IS NO LONGER FROVIDED WITH
THE INVERVENTION OR THE ~——
COMPREHENSIVE CARE PLAN OR
CERTIFIED NURSE AIDE CARE PLAN
FOR ADDING WATER ICE R WATER
TO HOT BEVERAGES, DUE TOBENG
CNAN ALTERED DIET. ON 1213

SRR b e e Lt b

e —e——

FORM CHIS-2557(02-55 Previous Versiogs Coaatoe

202 AHOT LIQUIDS SAFETY
EVALUATION WAS COMPLETED
BY ADMMISTRATIVE NURSING. RISK
SCORE IDENTIFIED WAS 30
MCDERATE). THE COMPRENENSIVE
CAREPLAN WAS REVIEWED
BY THE DIRECTOR OF NURSING ON
12-15-2012. INTERVENTIONS
PROVIDED ON THE
COMPREHENSIVE AND CERTIFIED
NURSE AIDE CARE FLAN WERE AS
FOLLOWS FOR RESIDENT #3:
RESIDENT WILL WEAR OF
CLOTHING PROTECTOR WHILE
INGESTING HOT 1 JQUIDS, KEER
HOT LIQUIDS AWAY FROM EOGE
OF TABLE IN RESIDENT'S LINE
OF SIGHT, RESIDENT PROVIDED
A CUP WITH LARGE HANDLE,
DX NOT OVERFILL HOT LD,
THERAPY TO EVAL AND TREAT I
INDICATED, RESIDENT #3'g

STATEMENT GF DEFICIENTIES ) P‘RD“DEPJS“J‘FPUER;’EZM (X2 MLt e CONSTRUCTHN (Xa)g.f?‘&suw
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c ; f TR Al 8 = i
A RECULATCRY QR 185 IEHTIFVING INFORIAA Neroiom) } t
|
‘f M A
COMPREHENSIVE CARE PLAN AND [
CERTIRED NURSE AIDE CARE pLAN

|
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COMPREHENSIVE CARE sSD i
STATES 70 Discoyaag - AL '
LOCoMaTIoy WITH HoT Licuiog, i

RESIDENT 4 RECEIVED 4 By o i

! 1242012 Frogg COFFEE WhjLg i

HAVING 4 Sspeqyyen SEEURE, !

[ THENTERVENTIO AR '

| TO Tile COMPRENENSIVE 4p ' !
| CERTIEIED NURgE gppe. CARE PLA

! ! WASFOR RESIDENT TO HavE cijp '

i ] ¥ITH LD, INTERVENMIGN WAS AND ~’

S
z2&
Srsg
=33

2
g
=
@

| WASREVIEWED gy 1y ASSISTANT
f DIRECTOR OF Numsing o

i

I
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H 1245.2017 FCR RESJDEI'\H'%H. i I
, i
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STATEMENT OF DEFICENGIES
AND PLAM OF CORRECTION

{1} PROVIDERISURPLUERGLIA
IDENTIFICATION NURMEBER:

{2) MULTRLE CORSTRUGTION

{43) DATE SURVEY
COMPLEFED

185440

A BUILDNG

B, WG

F21312012

C

MAME OF PACMWIDER OR SUPPUER

RIVER'S BEND RETIREMENT GOMMUMITY

STREET ADDRESS, GITY, STATE, ZiP CODE
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PREFIX
TAG

NOLIE

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE FREGEDED BY FULL
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PROVIGER'S FLAN OF CORRECTION
{EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

i DEFICIENGY)

i
PREFEX
TAG

" {55}
CURPLETION
DATE

! INTERVENTIONS FOR RESIDENT 24
WERE TO INCLUDE RESIDENT WILL
CONSUME HOT BEVERAGES WITH A
CUP WITH ALID, RESIDENT WILL
WEAR GLOTHING PROTEGTOR WHILE
INGESTING HOT DIQUIDS, KEEP HOT
LIQUIDS AWAY FROM EDGE OF TABLE,
KEEFHOT LIQUIDS IN RESIDENT'S

DO NOT QVERFILL HOT LIQUIDS,
THERAPY TO TREAT/EVAL AS NEEDED,
AND TO ALLOW TIME FOR HOT LIOUIDS
TOCOOL. RESIDENT #4 WilL BE
ASSESSED BY ADMIRISTRATIVE

i h s

i i min mmmem——— e 1

NURSING UTILZING THE HOT
LIQUIDS SAFETY EVALUATION
QUARTERLYANKUALLY, AND PRN.
RESIDENT #4'S CERTIFIED HURSE
AIGE CARE PLAN WAS REVIEWED AND
ADDENDED ON 12-15-2012 BY
ADMNISTRATIVE NURSING,

RESIDENT £5 OSTAINED A BURN ON
72712012 WHILE DRINKING COFFEE.
INTERVENTION PROVIDED ON THE
COMPREHENSIVE CARE PLAN WAS TO
PROVIDE LID VTH HOT BEVERAGES.
NQ FURTHER INCIDENCES HAVE
OGCURED. ON 12-13-2012
ADMINISTRATIVE NURSING
COMPLETED A HOT LIQUDS SAFETY
EVALUATION FOR RESIDENT #5.

RISK SCORE WAS AT 15 (LOW). THE
COMPREHENSIVE CARE PLAN WAS
REVIEWED AND ADDENDED ON 12-16-

" UINE GF SICHT ON DOWRART BIDE, ~ ~

2012, INTERVENTIONS TRAT ARE INDICATED

|

!

AT L e s . Pt 1 TG Rt e 8 e

FORR CHRB-255T{02-21) Previous Virsloos Chaclats

Evert WD;FE5Q Y

Feufly I0: 100620
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i PREFIX {EACH DEFICIENGY AIST BE PRECEDED BY Fiity, FPREFIX FACH CORREGTVEACTION EHORD BE COMRETION :

TAD

RECULATCRY OR LSC nENTiFvING RIFORMATION) ne | CROSS-REFERENCED TO ﬂ‘;}EAPPROPRMTE DATE

! i DEFISIENG

(R
o ——— s e

ON THE COMPREHENSIVE
CARE PLAN/ CERTIFIED NURSE AIDE CARE PLAN
VDR IRV B {IF INDICATED) ARE TO INGLUDE: ; """" N
TTITT e e i  RESIDENT WILL WEAR CLOTHING
i s : = . T PROTECTOR WHILE INGESTING Hot
. . LIGUIDS, OT TO EVAL/TREAT AS
INDIGATED, RESIDENTWILL BE
- SGATED AT TABLE WHEN GIVEN HOT.
LIQUIDS, DISCOURAGE LOCOMOTING
WITH HOT LIGRAIDS, KEEP HOT LInUiDS
P 1 AWAY FROM EDGE OF TABLE IN LiNE
! OF SIGHT ON DOMINANT SIDE, DO N T
I HOT GVER FILL LKMUIDS, RESIDERT

I

e ——

S——

N

7O HAVE CUP WITH 41D FOR HOT i
BEVERAGES, AND ALLCI TIME TO I
COOL. THE CERTIFIED NURSE AIDE
| Carepianvme REVIEWED AND
ADDENDED BY ADMINISTRATIVE
f NURSING ON 121672012

PR,

—nre
m——

] o
I

SR
e
I vt e 4 s ‘...._.____..........‘,.._......_....‘m,._.“_.‘_..,.....
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PRINTED; 0110212043
FORM APPROVED

|

\TE
CROSSREFERENGED TO YHEAPPROPRIATE | Do
K i : DEMCENGY) f

- ) ] l

CRITERIA #2
FOR PURPOSE Of THIS BOCURENT
ADMINISTRATIVE NURSING REFERS TO

OF NURSING, AND RN SUPERVISOR,
INORDER TO BENTIFY OTHER

RESIDENTS THAT WOULD gz

AFFECTED BY THE SAME GEFICIENT
FRACTICE ADMINISTRATIVE NURSING
COMPLETED 4 HoY LIQUIDS SAFETY
EVALUATION FOR AL RESIDENTS AT Rivers
BEND, THIS WaS COMPLETED 0N 12132012

FOR ALL RESIDENTS BY ADMINISTRATIVE

[RPR

I e T T

b
FORM CMS-2657(02-25) Previmus Versheas Otoceln

Everd I0:FEa01y4

NURSING,

ON 12-48.2012 THE COMPRERENSIVE
AND CERTIFIED KURSE AIDF GARE
PLANS WERE REVIERED AND
ADDENDED BY ADMINISTRATIVE
NURSING. ADDITIONAL SUPPORTS

_ S
Fasty 10 #00te

DIRECTCR oF NURSING, ASSISTANT DIRECTOR
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12/13/2012
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{4 D SULLARY STATEVENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION
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,  DEFISIENGY)

-

IN REGARDS TO HOT LIKQUID SAFETY

WERE ADD=D TO THE :
DAY FE S RN PP .. COMPREHENSIVE AND CERTIFIED S

: . ] . NURSE AIDE CARE PLANS{AS

. ’ - - |- - |NDIGATED) PER ASSESSMENT ON 12M52012 o

! BY ADMINISTRATIVE NURSINO.

‘ AS STATED ABOVE, ALL BN HOUSE

i RESIDENTS WERE ASSESSER BY

: * ADMINISTRATIVE NURSINGFORHOT = ° ™~ i

| : LIQWINS SAFETY. REASSESSMENT OF HOT i :

| LIGUING SAFETYOF GURRENT RESIDENTS WiLL ; ;

OCCUR GUARTERLY/ANNUALLY, AND !

e DRN{AS NEEDED), ADMINSTRATIVE NURSING!™

'
i
1
H
1
s

r.
'
|
1
1

i COMPLETING THESE ASSESSMENTS
: AND ENSURING THAT ANY

: ADDITIONAL SUPPORTS ARE ADDED
; 10 THE COMPREHENSIVE AND ;
! CERTIFIED NURSE ADE CARE PLANS.
! A5 INDIGATED UPON ASSESSMENT.
i RESIDEWTS THAT ARE ADMITTED
|

1

'

10 RIVER'S BEND RETIREMENT
COMMUNITY WILL BE PROVIDED
A HOT LIQUD SAFETY EVALUATION VILL BE
COMPLETEDUPON ADMISSION, QUARTERLY,
ANDPRN (1S NEEDED). THIS WitL BE
COMPLETED BY ADMIMSTRATIVE NURSING.
ADMINISTRATIVE NURSIRG WAS
PROVIDED TRAMING ON THIS
EXPEGTATION ON 12-13:2012 BY ;
THE DIREGTOR OF HURSING AND THE :
ADMINISTRATOR. ‘
|
!

PRPRp

CHARGE NURSES {RN AND LPN} WERE
PROVIOED TRAINING BY THE DIRECTOR OF
HURSING AND ADMINISTRATOR ON

THE HOT LIQUIDS SAFETY

o ——n P o

l
!
i
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(X2} MULTIL € CORSTRUGTION
A BUILDING

¢
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30 BEECH ST,

KUTTAWA, KY 42055
. PROVIDER'S PLAN OF CORREGTION

‘5
(EACH CORREGTIVE ACYIGN BROULD BE COMPLEROM
CROBS REFERENGED TO THE APPROPRIATE bt
HEHGY)

f_‘ . DEFL |

e i

EVALUATION AND ON ENSURING THAT
ANY HOT LIQUIDS RESKS THAT ARE

IDENTIFIED ARE TO B8 ADDRESSED

MMEDIATELY. THIS WAS COMPLETED ON

e TUTSI2012 AND 1732012, THE REGISTERED A
NURSES AND LICENSER NURSES WERE ALSO
TRAINED THAT ALL APPROACHES AND

- INTERVENTIONS ARE T BE ADDRESSER

O THE COMPREHENSIVE GARE - - -

PLAN AND CERTIFIED NURSE AIDE

CARE PLAN{ASIN DiGATED),

ADMINISTRATIVE NURSING WAS

TRAINED ON THIS EXPECTATION ON i

12-13-2012 BY THE ADMINISTRATORY

DIRECTOR OF KURSING,

e e g . .

bt st

FORE: CMS-2657(02.9%) Previtus Virslons Oyl Evert ID:Faq; Fazal l0; 160608 #f canfirueton sheey Page 24 of24

N 12-13-2012 ADMINISTRATIVE

by
i

.* .

NURSING WERE TRAINED BY
DIREGTOR OF NURSING AN
ADMINISTRATOR ON THE 700

HOT LIQUIDS POLICY, HOT Liquips
ASSESSMENT, ADDENDING CARE

PLANS WITH APPROPRIATE SUPPORTS
REGRDING HOT LIQUIDS, RISK CATEGORIES
ASSESSMENT AND ADDRESSING

—_.H.-...__.,,.‘.—-——....,__._---..-—-m-.-.....

CONCERNS THAT COULD RESULT 1N A

BURN IMMEDIATELY. !
ON 12-13:5012, 12142012, AND 12-15. i
2012 THE DIRECTOR OF NURSING
INSERVIGED REGISTERED NURSES, ,
f LICENSED NURSES, GERTIFIED i
MEDICATION TECHS,, CERTIFIED

NURSE AIDES, AND NURSE AIDES

(THESE STAFF WILL BE REFERRED AS NURSIN
STAFF FOR PURPOSES OF THIS DOCUMENT)
ON NEVER REHEATING ITEMS, AMD THAT

ALL FTEMS THAT NEED To BE

REHEATED MUST COME FROM THE

, DIETARY DEPARTMENT. NURSING STAFF WeR

| ALSO TRAINED ON INTERVENTION )
] CATEGORIES BASED ON HOT LIGUiD ;

T et

N et e e
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' PACVIDERS BLAR OF CORREGTION
(EACH CORREGTIVE ACTION SHOULD gr
CRC‘SS—REFEREN'GEU TOTHE APPEOPF&'ETE
DERCENCY

SAFETY EVALUATfONS, AND READING
AND FOLLOWING THE CERTIFIED
NURSE AlDz CARE 5/
COMPRENENSIVE CARE PLANS.

ENTIONS FOR EACH Resipens
O o aHoT LS oy o
| BEMARKED ONTHE Cepitin NURSE AfBE
- | CARE PLAN AND COMPREHENSIVE CARE py 2y !
' JHE CERTIFIED NURSE AIDE pape
Cnt PERTAINS TO DIRECT GaRE 37 [

- TECHS,, CERTIFIED
NURSEAIDES,ANDNURSEAIDESWOULD j
PROVIOE FOR THE Resypgnys. T

[

BEVERAGES RISK FACTORS WAS

TRAINED BY DIRECTOR oF NURSING

O 12132012, 12:44-2012, anp

1245201210 NURSING DEPARTMENY STAFF,

A STAFF COMPE'JENCYTEST CNHOY Lewips
0

TO DEPARTMENT HEADS, REGISTERED
NURSES, LICENSED nugseg
SERTIFIED MEDICATION TegHyg,

CERTIFIED NURSE AIDES, AND .
NURGE AIDES ON 12-13 2013 114, i
2012 AND 12152012 THis yias COMPLETED !
3Y THE DIRECTOR OF nyRsiys ANo i
ADMINISTRATOR. I
THE MEOICAL RECORDS DIRECTOR,
' BUISNESS OFFICE MANAGER, AN
ASSISTANT ADMINISTRATOR AL 50
MPLETED AN AUDIT OF TR
CERTIFIED NURSE AlpE cane PLANS i
AND THE COMPREHENSIVE CaRg ;
PLANS TO ENSURE SUPPOR ;
INDICATED o BoTH DocUMENTS ! !
N RELATION TO HOT Liguing ox ] !
12152012, THE MEDicAL R ! i
DIRECTOR, BUSINESS OF Fior f i
NABER, AND ASSISTANT /

ADMINISTRATOR ON 19.-15.3012
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THESE REVIEWS, THE DIRECTOR
OF HURSING ALSO REVIEWED
SOMPREHENSIVE AND CERTIFIED
NURSE AIDE CARE PLANS ON 1215
2012 FOR ACCURAGY.
0819, )
—t - QNa%-&zm ANQJZ—?@@!?.‘D"‘ ;
STAFF, DEPARTMENT HEADS, REGISTERED
NURSES, LICENSED NURSES, CERTIFIED
MEBIGATION TECHS,, CERTIFIED NURSE
AIDES, AND NURSE AIDES WERE ALSO
PROVIDED A COMPETENGY TEST o
BEING ABLF TO (DENTIEY SUPPORTS BEING
PROVIDED ON A A CERTIRED NURSE
AIDE GARE PLAN. THE TRAINING WAS
PROVIDED BY THE ASSISTANT

T T

ADMMHSTRATOR, ADMINISTRATOR, AND
DIRECTOR OF NURSING. AN EXAMPLE OF
A CERTIFIED NURSE AIDE CARE PLAN \Was
PROVIDED AND THE ABOVE MENTIONED
STAFF WERE ASKED TO {DENT| IFY SUPPPOR
ON THE CERTIFIED NURSE AIDE CARE PLAN.
THE QUIZ THAT wAS ADMINISTERED
DEMONSTRATED PROSICIENGY ATBEING :
ABLE T IDENTIFY SUPFORTS. ANSWERS ;
TO THE QUIZ WERE REVIEWED AS A GROUP {
TQ ENSURE UNDERST, ANDINGH PROFICIENCY;,
CRITERIA #3
ON 12-10-2012 THE DIETARY MANAGER
INSERVICED CIETARY STAFF THAT DIETARY
STAFF ARE THE ONLY INDVIDUALS THAT
CAN PREPARE HOT BEVERAGES, THAT THE
DATE, TIME, AGTIVITY, TEMPERATURE, AND
INITIALS ARE TO BE FiLLED OUT ON THE i
HOY BEVERAGES FORM. OH 12-14-2012 THE |
DIETARY MANAGER HSERVICED DIETARY H
STAFF ON HOT BEVERAGE GUIDELINES, AND |
RECORDING TEMPERATURES, ON 12.18-2812,
THE ADMINISTRATOR IRSERVICED THE
DIETARY MANAGERDIETARY STAFF ON
HOW TO READ CERTIFIED NURSE AtDE
CARE FLANS , WHICH INGLUDED THE CERT-
+ JMEDNURSEAID COMPETENGY TEST,
THE COMPETENCY
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TEST WAS REVIEWED AS A GROUP O !
ENSURE UNDERSTANDING AND PROFIGIENCY
THE ADMINISTRATOR ALSO REVIEWED WITH
DIETARY MANAGER/STAFF THAT
TEMPERATURE SHE BE TAKEN ON AL FOO
THE TOO LIMIT HOT BEVERAGE RISKS FoOlIG
AND RISK CATEGORIES BASED OFF THE
HOT LIGUIDS SAFETY EVALUATION. ON )
-12-11-2012 THE DIE TARY. MANAGER ALSO "
INSERVICED DIETARY STAFF ON POINT OF |
SERVICE TEMPERATURE POLICY. ON . i
121172012 THE BUISNESS OFFICE EWGE;J

MEDICAL REGORDS DIRECTOR, DIRECTOR
OF NURSING, HUMAN RESOURCES DIREGT,
RN SUPERVISOR, ASSISTANT DIRECTOR OF !

NURSING , SOCIAL SERVICES DIRECTOR,

DIETARY HANAGER, ACTIVITIES DIRECTOR,
RISK MANAGER, MAINTENANCE DIRECTOR,
AND ASSISTANT ADMINISTRATOR
{DEPARTMENT HEADS) *WERE ;
INSERVICED ON POINT OF SERVICE ‘
TEMPERATURE POLICY BY THE ;
ADMINISTRATOR, i
{N ORDER TO IMPLEMENT INTERVENTIONS :
CONSISTENT WITH RESIDENTS' NEEDS PER
PLAN GF CARE RIVER'S BEND RETIREMENT |
COMMUNITY IMPLEMENTED THE USE DF A
HOT LIQUIDS ASSESSMENT, A PROTOCOL.
INTERVENTION CATEGORIES WAS ALSO
DEVELOPED BASED ON THE SCORING OF TH
HOT LIQUIDS SAFETY EVALUATION, EACH
RESIDENTS APPROACHES AND
INTERVENTIONS ON THE COMPREHENSIVE
CARE PLAN1S ALSO INDVIDUAL ZED BASED
ONTHE RESIDENT. THE INTERVENTION
CATEGORIES ARE 45 SUCH:
LOW RISK-CLOTHING PROTECTOR,
MODERATE RISK INTERVENTIONS-CLOTHING
PROTECTOR AND RESIDENT MAY OMNLY H4
HOT LIQUIDS WHEN SEAYED AT THE TABLE,
HIGH RISKINTERVENTIONS-CLOTHING
PROTECTCR, RESIDENT ONLY TO HAVE ;
HOT LIGUIDS WHEN SEATED AT A TABLE, AND
INDMIGUAL PERSON CENTERED i
INTERVENTIONS FOR SPECIFIC NEEDS,
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THE FACILITY ALSO UTILIZES CERTIFIED

NURSE AIDE CARE PLANS. INTERVENTIONS

THAT THE CERTIFIED NURSE AJDESHNURSE
AIDES WOULD PROVIDE IN RELATION TG
HOT LICUfOS WERE ADDEDED TC THE

CERTIFIED NURSE AIDE CARE PLAN AS, PER | - -

RESIDENT NEED AND ASSESSMENT, BY
ADMINISTRATIVE NURSING ON §2-152012.

-- THEDIRECTOR OF NURSING PROVIDED
TRAINING ON %2-13-2012, $2-14-2012,
AND 2-15-2012 TO REGISTERED NURSES,
LICENSED NURSES,
CERTIFIED MEDICATION TECHS., CERTIFIED
RURSE ARES, NURSE AIDES, THE RN
SUPERVISCOR, AND ASSISTANT DIRECTOR OF

HURSING TN ALL HOT LIQUIDS MUST COME

FORM CHS-2587{02-95) Presious Verskons Ghaclale

FROM KITCHEN, THAT GERTIFIED NURSE
"AIDE GARE PLANS MUST BE FOLLOWED,"
NURSING STAFF WERE TOLD WHERE TO FIl
SUPPORTS ON CERTIFIED NURSE AIDE
CARE PLANS (IN RELATION TO HOT LIGUIDS)
THE TO LIMIT HOT BEVERAGE

RISK POLICY WAS INSERVICED, STAFF
WERE TRAINED NEVER TO REHEAT
BEVERAGES, AND

CATEGORIES OF THE HOT LIGUIDS SAFETY
EVALUATION. WERE REVIEWED WITH
NURSING STAFF, THE DIRECTOR |
OF NURSING INSERVICED THE

ASSISTANT DIRECTOR OF HURSING AND

RN SUPERVISOR ON THE HOT LIQLIDS
SAFETY EVALUATION AND ON HOW TO
COMPLETE THE EVALUATION ON 12132012
ADMINISTRATIVE NURSING CONSISTS OF R
SUPERVISOR,DIRECTOR OF NURSING,

AND ASSISTANTEARECTOR OF NURSING,

ON 12:49-2012 AND 12.20-2012, iy, | |
NURSING STAFF WERE PROVIGED
COMPETENCY TESTING ON BEING ABLF
TOREAD A CERTIFIED NURSE AIDE

CARE PLAN BY THE DIRECTOR OF NURSING
AND ADHINISTRATOR CN 12-19.2012 AND
1220201 L&A=\ e |2\,

i
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: TRAINING WAS PROVIDED T0 RURSING
STAFF BY THE DIRECTOR OF NURSING
ON 12132012, 1244212 AND 12-15-2012

|
|

PRINTED; otip2rnda

ON HOT LIQUID SAFETYTHIS INCLUDED
COMPETENCY TESTING. THE COMPETENCY

" TESTING INCLUDED QUESTIONS REGARDING

- |- - HANDLING HOT LioyuiDs, STATEMENTS ABOUT

AT RISK FOR SPILLING,
LEAYING A RESIDENT UNATTENDED WiTH HOT
LIQUIDS, TRUE OR FALSE STATEMENTS ABGUT
TRANSPORTING A LIQUID DOWN THE HALL
THE TEST WAS PROVIDED AT DIFFERENT
TRAINING SESSIONS BY THE DIRECTOR OF
NURSING, ASSISTANT ADMINISTRATOR, AND

b b, el

FORLY CUS-256702-25) Previous Vessioas Ohaclara

Evert MEF530 11

ADMBESTRATOR. ON 12-12-2012, 12442012,
ARD 12152012 A HANDOUT WAS ALSD
PROVIDED ON ACCIDENTAL HOT LIGUID SPILLS
BY THE DIRECTOR OF NURSING, ANG A
HANDOUT ON INFERVENTION CATEGORIES
WAS PROVIDED BY THE ADMINISTRATOR,
DIRECTOR OF NURSING, AND ASSISTANT
i ADMINISTRATOR.
THE DIETARY MANAGER ALSO CONTACTED
GORDON FOOD SERVICES TEGHNICIAN TO
INSPECT COFFEE POT ON 12-6-2012
TECHNIGLAN WAS PRESENT ON 127712012, PER
REPORT COFFEF POT READ 100 DFGREES,
WHICH WAS WITHIN NORMAL {IMITS FOR BEST
BRE¥ANG AND QUALITY, TECHNICIAN TURNED
DOWNIEQUIPMENT THERMOSTAT TO AN
APPROXIAMATE 160 DEGREES. THIS
TEMPERATURE MEETS POINT OF SERVICE
PROTOCOL OF THE FACILITY. ThE COFFEE
POT WAS REMOVED FROM NGURISHMENT
ROCM, AND SO WAS THE MICROWAVE. ONLY
I THE KITCHEN WAL PROVIDE HOT LIQUIDS,
; ON 1211372012 THE BIETARY MANAGER
I; COMPLETED A TRAY GARD AUDIT To ENSURE

R S

ACCURACY OF FREFERRENCES. NEW CARAFES
WERE PURCHASED BY DIETARY TO USE
OURING ACTVITIES, THERAPY SESSIONS, ETc,

T0O ENSURE APPROPRIATE TRAINING ALL

j
I

|
|

LT
4

ROTLIQUIDS, CHARACTERISTICS CF RESJDENTSL
REVIEWING PLAN OF CARE.

! NURSING STAFF (RNALPN) J
bl —
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GERTIFIED HMEDICATION TECHS,,

CERTIFIED NURSE AIDES, AND NURSE ADES

WILL HOT BE ALLOWED TO PROVIDED CARE
UNTIL,THEY HAVE WENT THROUGH THE
ORIERTATION PROCESS, THE POUCY TO

. REVIEWED. A HANDOUT WLt ALSQ BE

PROVIDED TO THEM ON “ACGIDENTAL HoOT

-LQUIDISPILLS  AND A COMPETENCY TEST
BE PROVIDED FOR HOT LIQUID SAFETY (a5
DESCRIBED ABOVE)}, THE COMPETENCY TESY
WILL ENSURE THAT EACH NURSING EMPLOYE:
UNDERSTANDS THE RISKS ASSOCIATEG WiTH
HOT LIQUIDS, THE TRAINING WiLL BE
COMPLETED DURING THE ORIENTATION

PROCESS, BY ADMINISTRATIVE NURSING,
ACMINISTRATIVE NURSING WiLL ALSQ
PROVIDE TRAINING IN ORIENTATION GN
ASSESSED INTERVENTION CATEGORIES {Low,
HIGH, AND MODERATE), AND Wit TRAIN
EMPLOYEES TO LOGATE HOT LIQUIDS
INTERVENTIONS ONTHE CERTIFIED NURSE
AIDE GARE PLAN. DURING THE ORIENTATION |
PROCESS THEADMINISTRATIVE NURSING
WILL ALSD PROVIDE A COMPETENCY TEST ON
THE CERTIFIED NURSE AIDE CARE PLAR
TRANING QF THE POLICY *TO LIMIT HaT
BEVERAGE RISK FACTORS, RISK CATEGORIES
FOR SAPETY WITH HOT LIQUIDS, AND A STAFE
COMPETENGY TEST ON RESIDENT SAFETY
WITH HOT LIQUIDS WILL BE PROVIDED 10
QUARTERLY TO NURSING STAFF
BY ADMINISTRATIVE NURSING, IH ORDER
TO ENSURE THAT THE TRAINING IS
COMPLETED ANNUALLY {TWiLL BE MARKED G
THE FACIUTY'S INSERVICE CALENDAR TO BE |
DGNE QUARTERLY BY THE ADMINISTRATOR. |
THE ADMINISTRATOR COMPLETED TS 1.2.43)
THE FACILITY ALSO IMPLEMENTED A DINING
CHEGCK CFF LIST ON1 25412012,
THE DINING CHECK OFF LIST CORRESPONDS
¢ WETM THE "TOO LIMITHOT BEVERAGES RISk
| POLICY. PERSONS RESPONSIBLE FOR !
MONITORING INCLUDE THE ADMINISTRATOR, |

- UMIT HOT BEVERAGE RISk FACTORS WILL BE
¥

3
4

SO BT

FORR CLIS-2857{02-5%) Frevious Verskos Sinclele

Everd 10:FEX) 17

Fadby 0: 100508

H condnuation sheal Page P4 of24

D\,

Ny S




[E— -

: . : ' - PRINTED; 0140272013
DEPARTMENT OF HEALTH AND HUBAN BERVIGES FORMAPPROVED

3 &1
CENTERS FOR REDICA RE & MEDIGAD SERVICES Pwppmp——— (i}j;éi ;‘\;(S)U ;ﬁgﬁa

] + DEFICIENGIES o PROWDER:‘SDPPL_IER:’I}LM S MULTILE : T Sume
gﬁiﬁ%ﬁomsmmﬁ IDERTIFICATION NUMGER: A BULONG ; _ i

185440 e — 121372012

NAME OF PROVIDER G SUPPLIER STRERT ADDAERS, CITY, STATE, 2P CODBE

349 BEECH BT,
RIVER'S BEND RETIREMENT GOMMUNITY KUTTAWR, KY 42055

SULMARY STATEMENT OF LEFCIERCES I 3} f‘RGWDER‘S FiAN (gr%)uﬁm D%NB: mﬁagm ; :
(EAEH OEFICENCY MUST PE PREGEDED BY FESLL PREFIX o (F:&Hqg?ggﬁé 2’5:;\0 T AP;"ROF'H!:TE ool i
RECULATORY GR L8C DENTIEYRIG INFORMATIGR) TAG ROESE D'EECE&NC‘Y} ;

DA
PREFIX
TAG

ASSISTANT ADMINISTRATOR, Hunay
RESOURGES DIRECTOR, MFDICAL REGORDS
DIRECTOR, MASNTENANGE DIRECTOR Ang
PISTARY MANAGER. DIRECTOR OF NURSiNG,
ASSITANT DIRECTOR OFNURSING, iy
SUPERVISOR, AND RISK MARAGER,, DR R St
sl ke O 1244200 THE DIRECTOR OF CLINIGAL
P e - ORERATIONSTRANED . o i
. THE BUISNESS OFFICE MansceR, |
ACTIVITIES DIRECTOR, MEDICAL ReCoRps
DIRECTOR, SOCIAL SERYICES DIRECTOR
ASMANISTRATOR, DIRECTOR OF NURSING,
ASSISTANT ADMINISTRATOR, AND RN !
SUPERVISOR ON PROGESS AND FORM o : i
| 12-17-2012 THE ADHINISTRATOR AL 50

e m——— et g —— e

DINKNG COMPLIANCE CHECK LIST, HOW TO

READ CERTIFIED NURSE AIDE CARE PLANS,

AND PROVIDED COMPETEKCY TESTING ON

CERTIFIED NURSE AIDE CARE PLANS,

THE ABOVE MENTIONED POSITIONS Wil

MONITOR A MEAL TIME ONE TIMEA DAY X 3

WEEKS. ON 12-17.2012 4 SCHEDULE FoR

: MONITCRING \WAS DEVELOPED BY THE

! RiSK MANAGER AND GIVEN T THE ABOVE

i MENTIONED POSITIONS, THE DINING CHECK

: OFF LIST WAS DEVELOPED BY Tre

DIRECTOR OF Ct INIcAL OPERATIONS,

ADHINISTRATOR AND RiSK MANAGER.IT

INCLUDES OBSERViNG MEAL, SUPPORTS

FROVIDED 70 RESIngENTg) ACTIONS !

! TAKEN BY STAFF, ANp

THAT POLICY AND PROCEDURE 5 BEING

FOLLOWED. I any SAFETY/DANGER OF i

BURN RISKS ARE IDENTIFIED By MONITORING |

; THEY WILL BE REPORTEDTQ ADMINISTRATIVE,
NURSING OR CHARGE NURsE ‘

ADMINISTRATIVE NURSING 15 NOT

AVAILABLE. IF A NURSE |5 NOT AVAILABLE To

IMMEDIATELY GO ASSESS For POSSIBLE ‘

H FURTHER INTERVENTIONS 1142 HOT Liaup

SHOULD BE REMOVED UNTIL ASSESSMENT OF|
SITUATION, '

SU—

e L
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IF INDIGATED, THE COMPREHENSIVE CARE
PLAN AND CERTIFIED NURSE AIDE CARE
SHOULD BE REVIEWED FOR ANY CHANGES.

l TAINING WAS PROVIDED TO

REGISTERED NURSES AND LICENSED S
sommme e b = PRACTICAL NURSES ON 12-15.2012 BY THE

T T -« i. . [DIRECTOROF NURSING ONASSESSMENT | -
DEPARTMENT HEADS WERE PROVIDED !
TRAINING ON | MOMTORING BY THEADM. |

ON 12172012 AKD 12-18-2012.
CHARGE NURSES (RN PN)

WERE TRAINED ON ADDRESSING ISSUES
IDENTIFED BY MOMITORING ON12-15-2012,
AND1-3.2013. TRAINING WAS COMPLETED BY| 1
I = THE ADMINISTRATOR AND DIREGTOR OF

i s

et e - s v

NURSING. A COFY GF THE COMPLETED DININ
CHECKLIST SHOULD BE GIVEN TO DIRECTOR
OF NURSING, ADMINISTRATOR, AND RISK
MANAGER. ;
DINING CHECK OFF LISTS WLl BE REVIEWED |
BY THE RISK MANAGER AND THE RiSK
HANAGER WILi. DOCUMENT ON THE FORM
FOLLGW UP TAKEN AND RESOLUTICN TO
THE ISSUE PRESENTED. THIS WHLL BE
i IMPLEMENTED ON #/7/2013. ISNING FORMS WilL
BE REVIEWED IN THE QUALFTY ASSUIRANCE

MEETING THAT WILL CGGUR EVERY OTHER
MONTH, AND THE QUALITY ASSURANCE
MEETING WILL BE CHAIRED BY THE ;
RISK MANAGER. ¢
ADMIMISTRATIVE NURSING WAS TRAINED
ON EXPECTATIONS OF REVIEWING THE
CERTIFIED HURSE AIDE CARE PLAN, AND
THE COMPREMENSIVE CARE PLAN FGR
l NEEDED ADDITIGNAL SUPPORTS

(FOR HOT LIQUIDS} ON 12-18-2012 AND
! 12-10-2012. THIS WAS
COMPLETED BY THE ADMINISTRATOR,
CRITERIA £4
THE FACILITY PLANS TO MONITOR IT'S
PERFORMANGE BY THE DEPARTMENT HEADS
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PREFIX
TAG

PROVMDERS PLAN OF COR
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‘ combianay
DATE

COMPLETINGTHE DINING CHECK LIST ONE
MEAL A DAY X3WEEKS. A SCHEDULE was
CEVELOPED BY THE RISK MANAGER O
12-17-2042. AFTER THE THREE WEEKS
THE ABOVE MENTIONEDPOSITIONS WILL

MONITOR § MEALS A WEEKN FOR THENEXT it

QUARTER. AFTER TIME PERIOD
1S COMPLETED MONITORING WL OCCUR B
ONE TIME A WEER FOR NEXT 12 MONTHS BY

THE DEPARTMENT HEADS. THEY WiLL BE
ACTIONS TAKEN BY STAFF, AND ENSURING
THAT POLICY AND PROCEDURE
ARE BEING FOLLOWED. IF ANY SAF ETYf
DANGER OFBURN RISKS ARE IDENTIFIED

—  BY MONTORING THEY WLL BE REPORTED

i s v, -t

L

3

|

',
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TO ADMINISTRATIVE NURSING OR CHARGE
NURSE IF ADMINISTRATIVE NURSING B NOT

T s e o o s

I

e |

AVAILABLE. IF A NURSE IS MOT AVAILABLE T(
IMMEDIATELY GO ASSESS FOR POSSIBLE
FURTHER INTERVENTIONS THE ROT LiQuib
SHOULD BE REMOVED UNTIL ASSESSMENT
OF SITUATION, WHEN AN ISSUES 1S
{BENTIFIED,\ViA MOMITORING A REVIEW

OF THE COMPREHENSIVE AND

CERTIFIED NURSE AIDE CARE FLAN SHOULD

BE COMPLETED j¥ INDICATED,

TRAINING WAS PROVIDED TO
REGISTERED NURSES AND LICENSED
PRACTICAL NURSES OGN EVALUATIONS 12152042
BY THE DIRECTOR OF NURSING. THE
- DEPARTMENT HEADS WERE PROVIDZD
FRAINING ON MONITORING BY THE ADMINISTRATOR
+ ON 12-17-2012 AND 12:13-2042,
| ACOPY OF THE COMPLETED DINING
! CHECKUST SHOULD BE GIVEN TO DIRECTOR
I OF NURSING, ADMINISTRATOR, AND RISK
i MANAGER. TRAINING WAS PROVIDED TO THE :
i UEPARTMENT HEADS ON 12-17.2012 By THE }
| ADMINISTRATOR. THEY INCLUDE TRE DIRECTOR }
| OF NURSING, ASSISTANT DIRECTOR OF NURsING,!
; RISK MANAGER, BUSINESS OFRICE MANAGER,
- DIETARY MANAGER, ACTVITIES DIRECTGR, RN

|
i
e e e et T

SUPERVISOR, AND MEDICAL RECORDS DIRECTOi |
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(2] MULTIPLE CONSTRUGTON
A BUILDHG

8, W5
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(X3} DATE SURVEY
COMPLETED

12132012

HAME OF PAOVIDER OR SUPPLIER

RIVER'S BEND RETIREMENT COMMUNITY

STREET ADDARESS, CITY, STATE, ZiP CODE
) BEECH STE

KUTTAWA, KY, 42055

pAyID 1
PREFIX

TAG REGUAATORY GRLSG [DENTIFVING

. SULMARY STATERENT OF DEFICIERCIE
(EACH DEFICIENCY MUST BE PRECEDED BY?’UU.

BIFORMATION}

TACQ

PROVIDER'S PLAN OF CORREGTION
{EACH CORREQTIVE ACTION SHOUWLD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFISIENGY)

" X5}
COMMETGH
LRYE

e s et ———— Y bt © e b s £ 8

/ .
DIKING GHECK OFF 1ISTS WILL BE REVIEWED
BY THE RISK MANAGER AND THE RISK. *
. HANAGER WILL DOCUMENT Ot THE FORM
| FOLLOW UP TAKEN AND RESOLUTION 1O
THE [SSUE PRESENTED, THIS WILL BE EFFECTIVE
1A712012. DINING FORMS VALL
BE REVIEWED 1 THE QUALITY ASSURANCE
MEETING THAT WILL QCCUR EVERY OTHER
MONTH, AND THE QUALITY ASSURARCE™ " ~
MEETING WILL BE CHAIRED BY THE
RISK MANAGER, THE NEXT QUALITY ASSURANGE
MEETING I3 SCHEDULED FOR THIS MONTH.
ADMIMISTRATIVE NURSING WAS TRAMED
ON EXPEGTATIONS OF REVIEWING THE
CERTIFIED NURSE ADE GARE PLAH, AND
THE COMPREHENSIVE CARE PLAN FOR
NEEDED ADDITEONAL SUPPORTS FOR HOT
HOT LIQLADS ON 12-18-2012 AND 12-18-202.
THIS WAS COMPLETED BY THE ADMNISTRATOR,
ADMINISTRATIVE NURSING WiLL ALSC COMPLETE
A CERTIFIED HURSE MIDE GARE PLAN AUDIT AND
COMPREHENSIVE CARE PLAN AUDITIN.
REFERENCE TO SUPPORTS FOR HOT LIGUIDS
EVERY QUARTER.

CRITERIAH
6482013
WILL BE
FIRST FULL
DAY OF
COMPLE
ANCE.

FORR CAUS-2657(02-55) Previnus Vorshons Ohsclate

Evord :FE3011

Festiy fO; 100684
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186440
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(X2} MULTIPLE CONSTRUCTION

B.WING

(%3} DATE SURVEY
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C
121312012

BUNbMG

HAME OF PRIOVIDER O SUPPLIER
RIVER'S BEND RETIREMENT COMMUNITY

STREET AGDRESS, GITY, STATE, 218 CODE
300 BEECH 5T,

KUTTAWA, KY 42055

SUMMARY STATEMENT OF DERCIENCIES
{EACH GERILIENCY BUST B FRECEDED BY FULL
REGULATORY OR L8C IDEHTIFYING INFORMATIONY

AT
PREFIX
TAG

FREFIX
TAG

) PROVIDER'S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOULD BE B
CROSS-REFERENCED YO THE APPROPRIATS
DERSENCY} -

COPLETION

F520
CRITIERA #t

RESICENT #f NO LONGER RESIDES
AT THEFACILITY, ON 1262012
THE MDWAS CONTACTED BY PHONE
AND ORDERS WERE RECENVED FOR i
~ SILYADINE CREAM. THE GREAM WAS !
PICKED UP FROM PHARMACY 8Y THE

-ADON, UPON OPENING FORBYISNESS, - - -
POA WAS ALSO NOTIFIED OF THE
INCIDENT BY THE AN SUPERVISOR.
THE RESIDENT WAS ADMINISTERED
ALORTAB FOR PAIN. INTERVENTION
MARKED ON COMPREHENSIVE CARE PLAN WAS)
FOR RESIDENT NOT T0 DRINK COFFEE

o hwa e

FORN CMS-Z55T{02-59} Previcys Varsions Chaclom

1N BED, THE ADMINISTRATOR SPOKE

WITH TRETARY MANAGER ON |

12:6-2092 AND COFFEE WaS ’
WITHIN APPROPRIATE f
TEMPERATURES WHEN 1T CAME

FROM DETARY DEPARTMENT.

DIRECTOR OF NURSING SPOKE

WITH NURSE AIDE FOLLOWING

THE IICIDENT ON 12.6-2012. SHE

REPORTED THAT RESIDENT £1
ASKED HER TO HEAT THE COFFEE,

DUETO T BEING TO COLD. SHE
STATED THAT SHE DID NOT MEAN
TO HURT HER OR DO ANYTHING
WRONG, NURSE AIDE WAS PROVIDED
WITH A GENERAL PERFORMANGE HOTE I H
PERSONNEL FILE BY THE DIRECTOR OF
NURSING ON 12.6-2012. ON 1272012 i
GUARDIAKSON REQUESTED THE RESIDENT |
BE SEEN BY RESIDENT g1's :
PHYSICIAN. THE FACIITY /

ARRANGED AND TRANSPORTED

t  RESIDENT 1 TOTHE PHYSICLAN.
RESIDENT RETURNED TO FACIUTY
ON 12-7-2012 FROM PHYSICUNS
OFFICE. ON 12-0.2012 GYARDIAN/SON
REQUESTED THAT RESIDENT BE SEEN

1

Everl M F5207

Feciy Io: 100586
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CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, (038-0351
STATEMENT OF DEFICIENCIES 44) PROVIDERALIPPLIEZCLIA {X2) MULTIFLE CORSTRUCHOR (%3} DATE SURVEY
AND PLAN &F CORRECTION [DENTIFECATION HULIBER: By COMPLETED
LONG
G
186410 B e _ 1211372012
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, 2IP COOE
: 300 BEECH BT,
g )
RIVER'S BEND RETIREMENT COMMUNTY KUTTAWA. KY 42055
SUMMARY STATEMENT OF DEFICIENCIES [ia} PROVIDERS PLAN OF CORRECTION - (%5}
éﬁ‘g& {EACH DERCENDY MUST 8 PREGEDED BY FULL PREFI{ (EACH CORRECTIVE ACTION SHOULD B covpLenan
TAG REGULATCHY OR LS BIENTIFYING INFORMATION) TAQ CROSS-REFERENVED TO THE ADPROPRIATE : (e

DERSIERGY)

" PROVIDE A LID FOR HOT BEVERAGES

RESIDENT #3 DID OBTAIN A BURN

S T

WERE DOCUMENTED ON THE

AT LOURDES HOSPITAL, RESIDENT #;
WAS ADMITTED TO HOSPITAL AND
HEVER RETURNED YO FACILITY, ON
12-6-2012 AN INTERVENTION TO 4 -

WAS ALSO IMPLEMENTED. PER
GUARDIAN, RESIDENT #tis
CURRENTLY AT ANOTHER FACILITY.

FROM HOT COFFEE ON 7/27/2012. THE

SR VS

COMPREHENSVECARE PLAN INTERVENTION
PUT INTOPLAGE ON 7/27/2012 WAS A CUP WITH
UD TO BE PROVIDED TO RESIDENT.
ON B/14/2012 RESIDENT RECEIVED
ANOTHER BURN FROM COFFEE. THE
CARE PLAN INTERVENTION WAS FOR ‘
THERAPY TO-SCREEN. SPEECH !
THERAPY HAL RESIDENT 43 OM
CASELQAD AT THE TIME OF INCIDENT.
SPEECH THERAPY NOTIFIED NURSING
THAT RESIDENT #3 IS BEST TO USE
REGULAR KITCHEN INSULATED CUPS
WITHCUT LID, AND TO COOL COFFEE
DOWN WATH WATER OR ICE CUBE
TO A TEMP THAT GANNOT BURN
PRIOR YO GIVING TQ THE RESIDENT.
RESIDENT #3 18 TO BE PROVIDED A
TABLE TO SIT CUP G, WHILE NOT
ACTIVELY DRINKING. ON 7-29-2012
A BLISTER DEVELOPED GN RESIDENT
#35WRIST AND RESIDENT WAS
REFERRED TO VODHRA WOUND CARE
FOR TREATMENT AND CARE. THE
ABOVE MENTIONED INTERVENTIONS

i

FORM CMS-Z5E7{02-99} Previous Yerslons (erctatp

Evert IDnFe3013
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A BUILDEMGE
T c

_ 185410 & W 121312012 |

NAME OF PROVIDER DR SUPPLER STREETADGRESS, GITY, STAVE, ZIP cobe

RIVER'S BEND RETIREMENT GOMMUNITY

300 BEECH £T.
KUTTAWA, KY 42085

ey |
PRE’F}X {RAC
TAG

REGULATORY GR 1

SUMMARY STATERENT OF DEFCIENCIER
H CEFICEENGY I4UST BE PRECEDED BY FUILL
$C MENTIFYRIG NFORMATION)

>} PROMIDER'S PLAN GF GORRECTION
{(EACH CORREGTRE ACTION SHOULD 8E
CROSS-HEFERENGED TO THE APFROPRIATE

TAG

COMPLETION
BAYE

DEFI2IENCYS

e —— ey

- ADDENDED TO *NEEDS ASSIST
" BURNS HAVE OCCURED. RESIDENT

LY SV

e e e e e

[ P P

|
|

SO

COMPREHENSIVE CARE PLAN AND
CERTIFIED HURSE AIDE CARE PLAN
AS INDICATED, ON 10-10-2047 THE
COMPREMENSIVE CARE PLAN WAS

WITH FEEDING.* NO FURTHER

1S NO LONGER PROVIDED WiTH
THE INTERVENTION ONTHE® —
COMPREHENSIVE CARE PLAN OR
CERTIFIED NURSE AIDE CARE PLAN
FOR ADDING WATER ICE R WATER
TC HOT BEVERAGES, DUE TO BEING

1
N

ONAN ALTERED DIET, ON 12.43.
2012 A HOT LKWIDS SAFETY
EVALUATION WAS COMPLETED

BY ADMINISTRATIVE NURSING, RiSK
SCORE DENTIFED WAS 3
(MODERATE). THE COMPREHENSIVE
CAREPLAN WAS REVIEWED

BY THE DIRECTOR OF NURSING ON
12:15-2012 INFERVENTTONS
FROVIDED ON THE
COMPREHENSIVE AND CERTIFIED
NURSE AIDE CARE PLAN WERE AS
FOLLOWS FOR RESIDENT 83:
RESIDENT WiLL WEAR OF
GCLOTHING PROTECTORWHILE _
(NGESTING HOT Liguios, Kesp
HOT LIQUIDS AWAY FROM EDGE

CF TABLE IN RESIDENT'S LINE

OF SIGHT, RESIDENT PROVIDED
A CUP WITH LARGE HANDLE,
DO HOT OVERFILL HOT LiGuIDS,
THERAPY TO EVAL AND TREAT 1
INDICATED, RESIDENT 335

—

|
|

FORRM CMS-2557(02-20) Previous Yersions Cosclets

Everd H:Fs2a1
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IDENTIFIGATION NUMBER:

186410

PRINTED: dfozr01a
FCRMAPPROVED
OMB NO. 09380351

(X9) MULYBLE CORSTAUGTION
& BULDNG '

—

B WG
B

NAME OF PHOVIDER GA SUFPLIER
. RIVER'S BEND RETIREMENT COMMUNITY

{X3) DATE SURVEY
COMPLETED

G
121312012

STREET ACDRESS, /T, STATE, ZIP tO0E
300 BEECH ?T.
KUTTAWA,KY 42055

g m
PREFIX
TAG

P

SUMMARY STATEMENT OF CEFICIERCIES
{EACH DEFIGIENGY MUST BE PREGEDSD BY FULL
REGULATORY OR L5 MEKTIFNNG INFORMATION)

2 PROVADER'S PLAN OF GORRESTION
(ERCH CORRECTIVE ACTION SHOWLD 85
GROSS-REFERENCED TO THE APPROPRIATE

o
I BEFCIENGY)

cou o
DATE

COMPREHENSIVE CARE PLAN ALSQ)
STATES TO DISCOURAGE
LOGOMOTION WITH HOT LIQuIDS,
ALLOW TIME FORLKIUIDS YO COOR,
AND STAFF TO FEED RESIDENT.
RESIIENT #3 IS CARE PLANHED TO
© 7 L BEEVALUATED BY HOT Liquips
BAFETY EVALUATION GUARTERLY/
ANNUALLY, AND PRN (AS NEEDET),
THIS EVALUATION WILL BE
COMPLETED BY ADMINISTRATIVE
NURSING. THE CERTIFIED NURSE

| AIDE GARE PLAN WAS REVIEWED
AND ADDENDED BY ATMAINISTRATIVE

s e

e i s

ey

L

RN SUPERVISOR.

b RESIDENT 24 RECEIVED A BURN ON
j 124-2012 FROM COFFEE WHILE
HAVING & SUSPEGTED SE URE.
THE INTERVENTION ADDED

TOTHE COMPREHENSIVE AND
GERTIFIED HURSE AIDE CARE PLAN
WAS FOR RESIDENT TO HAVE CUp

© WITH LID. INTERVENTION WAS ANG
15 EFFECTIVE NO FURTHER BURNS

HAVE OCCURED FOR THiS RESIDENT,

ON 12-12-2012 AHOT LICAID SAFETY
EVALUATION WAS COMPLETED By
ADMUNISTRATIVE NURSING,
RESIDENT #4 RISK SCORE WAS
ASSESSED AT 15, WHICH IS LOW.
THE COMPREHENSIVE GARE PLAN
WAS REVIEWED BY THE ASSISTANT
DIRECTOR OF NURSING ON
12-15-2012 FOR RESIDENT 4.

|
|

FORM CUS-2587(02-63) Presious Verslogs Obsclate

Sweri 10:Fs20t

Faly I0; 100528

NURSING ON 12-15-2012, ACMINISTRATIVE I
NURSING REFERS TO DIRECTOR CF NURSING|
ASBSITANT DIRECTOR OF NURSING, AND

'
i
{

B i T

|
|
.
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STATEMENT OF DEFICHNGIES {1} PROVIDERISLEPPLIERTGUA
AND PLAN OF CORRECTION IDENTIFICATIOH HURABER:

185440

A7) MULTFLE CONSTRUCTION
A BUILDING

B, WG

DATE SURVEY
m}*ZGMPLETED
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G

MNAME OF PROVIDER DR SUPPLIER

RIVER'S BEND RETIREMENT CONMKUNTY

STREET ADDHESS, CITY, STATE, 21 CODE
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KUTTAWA, KY 42065

R4y D SUMMARY STATEHENT OF DEFICIERCIES
PREFEX {EACH OEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY Qi 150 RENTIFYING INFORMATION)

PREFIX
TAG

FPROVIDENS PLAN OF CORRTOTON
{EACH CORREGT/E AGTION SHOULD §F
CROSS-REFERENCED TO THE APPROPRIATE

BEFICIENGY)

' {X5)
COBELETION
BATE

b e e e

P

e v 3 A —— . T

INTERVENTIONS FOR RESIDENT #4
WERE 70 INCLUDE RESIDENT WILL
CONSUME HOT BEVERAGES WITH A
CUPWITH A LID, RESIDENT L1
WEAR CLOTHING PROTECTOR WHILE
INGESTIG HOT LIQUIDS, XEEP HOT
LIQUIDS AWAY FROM EDGE OF TABLE,
KEEP HOT LIQUIDS 1 RESIDENT'S
UNE OF STGHT'ON DORINANT SIDE,
DO NOTOVERFILL HOT LIQUIDS,
THERAPY T TREATEVAL AS NEEDED,
AND TO ALLCW TIME FOR HOT LIGUIDS
TOOOOL RESIDENT #4 Wilt. BE
ASSESSED BY ACMINISTRATIVE
NURSING UTILIZING THE HOT
LIQUIDS SAFETY EVALUATION
QUARTERLY/ANNUALLY, AND PR,
RESIDENT #4'S CERTIFIED NURSE
AIDE CARE PLAN WAS REVIEWED AND
ACDENDED ON 12-15-2012 BY
ADMINISTRATIVE NURSING,

RESIDENT #5 OBTAINED A BURN ON
12772012 WHILE DRENKING COFFEE,
INTERVENTION PROVIDED ON THE
COMPREHENSIVE CARE PLAN WAS TO
PRCVIDE LIl WITH HOT BEVERAGES.
NO FURTHER INCIOENCES HAVE
OCCURED, ON 12-13-3012
ADMINISTRATIVE NURSING
COPLETED A HOT UGUDS SAFETY
EVALUATION FOR RESIDENT #5.

RISK SCORE WAS AT 15 (LOW). THE
COMPREHENSIVE CARE PLAN WAS
REVIEWED AN ADDENDED ON §2-15-

2012, INTERVENTIONS THAT ARE INDICATED

FORM CMS-245T{02-09) Previous Verslugis Olisclata Everd 10BN 5

Faciity I0; 160628
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STATEMENT OF DEFICIENGIES (%4} PROVIOERISUPPLIERIGLIA
AND PLAN OF CORRECTION |DENTIFICATION HUKBER:

{X2) MULYIPLE CONSTRUCTION
A BUADNG

c
4232012

B WikG

n . 186410
NAME OF PROVINER OR SUPPLER

RIVER'S HEND RETIREMENY COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE
360 BEECHBT, - :
KUTTAWA, KY 42065

[

e ——— i bt s L =i FYPA

PREFIX

{¥d} 1o SUMMARY STATEMENT OF DEFIGIENCIES
{EACH (EFICHNGY 41IST BE PREGEDED BY FULL
TAG REGULATORY ORLSC IDENTIFYING INFORMATICH)

D
PREFIX
TAG

PROVIDERS FLAN OF CORREGTION
{EACH CORREGTIVE ACTION SHOULD BE
CROSS REFERENCED TO THE APPROPRIATE
DERIGERGY)

* 155
CORPLETION
DATE

ON THE COMPREHENSIVE
CARE PLAN/ CERTIFIED NURSE AIGE GARE P
(IF INDICATED} ARE TQNCLUDE:

RESIDENT WILL WEAR CLOTHING
PROTECTOR WHILE NGESTING HOT
LIQUIDS, OT TO EVALITREAT AS
INDIGATED, RESIDENT WilL. BE

. SEATED AT TABLE WHEN GIWEN HOT

LIQUIDS, DISCOURAGE LOCOMOTING
WiITH HOT HQUMS, KEEP HOT LIOLIDS
AWAY FROM EDGE OF TABLE IV LINE

OF SIGHT ON DOMINANT SIDE, DO

NOT OVER FILL LIQUIDS, RESIDENT

TO HAVE CUP WITH LIDFOR HOT
BEVERAGES, AND ALLOW TIME TO
COOL THE CERTIFIED HURSE AIDE
CARE PLAN WAS REVIEWED AND
ADDENDED BY ADMINISTRATIVE
NURSING OH 127152012

FOR RESICENTS #1, &3, #4, AND 45 THE
ESTABUISHED QUALITY ASSURANCE TEAR
REVIEWED INCIDENCES REGARDING THE
BURNS,

PRSI

"
|
|
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CENTERS FOR MEDICARE & MEDICAID SERVIGES

STATEMENT OF DEFICIENGIES (31 PROVIDERISUPPLIERICLIA
AND PLAN OF CORRESTION IDENTIFCATICH HUkiBER:

(X2 MULTIPLE CONSTRUCTION
A BULDING

W e et e s e
'

PH A s et e e ad e ot s

185440

; G
B, VNG : .

12132012

NAME OF PROVIDER OR SUPPURR
RIVER'S BEND RETIREMENT COMMUMNTY

STREET AUSRESS; GITY, STATZ, 7iP coGE
WOBEECHST,
KUTTAWA, KY 42055

SUMMARY STATEMENT OF DESCIERCIES
{EACH DERGIENCT MUST 28 PREGEGED BY FULL
REGULATORY CR LG IDENTIFYING HFORMATION)

g |
PREFBX
TAG

B

PREFIX

TAG

PROVDERS PLAN OF CORREGTION
H CORRECTVE ACTION SHOD BE
CES-REFERERCED TO THE APPROPRIATE
DERCENCY)

mﬁ.ﬂm!l
f DATE

[

T 12:43-2012. ON 12159012 THE COMPREHENSIVE

FOR THE PURPOSE OF THIS DOCUMENT
ADMINISTRATIVE NURSING REFERS TO THE
DIRECTOR OF HURSING, ASSISTANT DIRECTOR
OF HURSING, AND RN SUPERVISCR. 1) ORDER
TOIDENTIFY OTHER RESIDENTS THAT WOULD BE
AFFECTED BY THE SAME CEFICIENTPRACTICE |
ADMINISTRATIVE NUURSING COMPLETED AHOT
LIQUIDS SAFETY EVALUATION FOR ALL
RESIDENTS AT RIVER'S BEND RETIREMENT
COMMUNITY. ALL RESIDENTS WERE ASSESSED
BY ADMINISTRATIVE NURSMNG ON 12132012 THE:
HOT LIQUIDS SAFETY EVALIATION WAS ALSO
IMPLEMENTED ON 12-13-20f2, AND TRAINING WAS|
PROVIDED TO ADMINISTRATIVE NURSING BY THE
ADHINISTRATOR AND DIRECTOR OF NURSING ON

I
CRITERIA #2 }

i

]

AND CERTIFIED NURSE AIDE CARE PLANS WERE
ADDENDED IN REGARDS 70O HOT LIQUD SAFETY
FOR EACH RESIDENT AS INDICATED

BY THE ASSESSMENT AND INDIVIDUAL NEEDS,
THIS WAS COMPLETED ON 12:15-2012,
REASSESSMENT OF HOT LIOUIDS SAFETY ON
CURRENT RESIDENTS WILL OCCUR CUARTERLY/
ANHUALY, OR O AN AS NEEDED BASIS.
ACMINISTRATIVE NURSING WiLt BE RESPONSIALE
FOR COMPLETING THESE ASSESSMENTS. THEY
WERE TRAINED ON THIS EXPECTATION BY THE
DIRECTCR OF NURSING AND ADMINISTRATOR

T

FORM CH45-2557{62-5D] Previns Viraons Coractams
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AND PLAY OF CORRECTION i

STATEMENT OF FFICIEGIES 1) PROVIDERISUSFLER/CL LA,

DENTIFICAYIOM HUMBER:

185410

RAMEOF PROVIDER O SUPPLIER
RIVER'S BEND RETIREMENT GO/

RUNITY

DU MILYIPLE CONSTRUCTION {X3) DATE SURVEY
COMP

A BUILDRIG
B. WiNG

LETED
————
: ‘ c
- 121312042

STREET ACDRESS, GITY, STATE, 21 cOGE

500 BEECH 6T,

KUTTAWA, KY 42066/

PAREFIX
A REGULSTORY QR L8C IDE

H5m | SUMMARY STATEMENT OF DEFICIERCIES
i {EACH DEFICIENGY J4UST BE PRECEDED BY Fults,

HTIFYING INFORMATION)

)
PREFIX
ha

PROVIDER'S PLAN OF CORREGTION )

[FACH CORRECTIVE ACTION BHOULD BE COMBLENION

CROSS-REFERENCED TO THE APPROFRIATE BT
DERICENCT

T~ ENSURING THAT ANY.ADDITIONAL SUPPORTS. .~

OB NO, 09380391

ON 12-13-2012, IF ADMINISTRATIVE NURSING IS
UNABLE TO COMPLETE THE ASSESSMENT A
CHARGE NURSE (LPN OR RN) WILL COMPLETE
THE ASSESSMENT, CHARGE NURSES WERE
TRAINED ON THIS EXPECTATION ON 12152012
AND £-3-2013. ADMINISTRATIVE NURSES AND
CHARGE NURSES WERE ALSQ TRAINED ON

IN RELATION TO HOT LIQUID SAFETY
EVALUATION WILL NEED TO BE ADGED TO THE
COMPREHENSIVE CARE PLAN AND CERTIFIED
NLRSE AIDE CARE PLAN, FOR ANY NEV! ADIITS
TO RIVER'S BEND RETIREMENT COMMUNITY
AHOT LIQUID SAFETY EVALLIATION WILL BE
COMPLETED BY ADMINISTRATIVE NURSING OR
CHARGE NURSE ON ADMISSION, QUARTERLY,

E
e

AHDPRN. ON 12432012 ADMINISTRATIVE ~ — -

L

NURSING AHD ON 12-15-2012 GHARGE NURSES
(LPN OR RN} WERE TRAINED THAT ANY TIME

AN DANGER OR SAFETY ISSUE I8 IDENTIFIED
VATH HOT LIQUIDS THE RESIDENT SHOULD BE
ASSESSED IMMEDIATELY OR THAT HOT LIQUID
ITEM REMOVED IMMEDIATELY UNTIL
ASSESSMENT CAN OCCUR. THIS TRANING

WAS COMPLETED BY THE ADMINISTRATOR AND
DIRECTOR OF NURSING, ON 12132042, 12-14-12
AND 12-15-2012 THE DIRECTOR OF NURSING
MSERVICED NURSING STAFF [ASSISTANT
DIRECTOR OF NURSING, RN SUPERVISOR,
REGISTERED NURSES, UCENSED NURSES,,
CERTIFIED MEDICATION TECHS., CERTIFED
NURSE AIDES, AND NURSE AIDES ON NEVER
REHEATING ITEMS, AND THAT ALL ITEMS THAT
NEED 70 BE REKEATED MUST COME FROM THE
KIMGHEN. NURSING STAFF WERE ALSO
TRAINED ON 12-13-2012, 12-14-2042, AND 12-15-
2012 ON INTERVENTION CATEGORIES BASED ON
HOT LIQUID SAFETY EVALUATIONS, AND

! READINGFOLL OWING THE CERTIFIED NURSE
AIDE CARE PLANS AND THE COMPREHENSIVE
CARE PLANS. NURSING STAFF WERE
INSTRUCTED ON 12-13-2012, 12-14.2012, AND
12-15-2012 THAT INTERVENTIONS FOR HOT
LIQUID SAFETY INTERVENTIONS WOULD BE
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i
FACH RESIDENT. THIS WAS COMPLETED BY ;
THE DIRECTOR OF NURSING. THE MRECTOR OF !
NURSING ALSC PROVIDED A COMPETECY TEST ;
ON HOT LIQUIDS SAFETY ON 12-13-2012, 1214 i
242, AND 12-15-2012. ON 12-19-2012 AND 12-20- i
| 2012 ACCMPETENCY TEST FOR BEING ABLE TO ;
READ AND UNDERSTAMND THE CERTIFIED URSE ;
i meei fo w0 w|d AIDECARE PLANS WAS COMPLETEDBY THE e e
DIRECTOR OF NURSING, ASSISTANT

ADMINISTRATOR, AND ADMINISTRATOR. ;
BOTH COMPETENCY TESTS WERE REVIEWED i
WITH STAFF CH THE ABOVE DATES TO ENSURE !
i, URDERSTANDING AND PROFIGIENCY. Of 12-13- |
! 7012, 12-14-2012, AND 12-15-2012 NURSING STAFF. !
i WERE TRAINED ON THE TGO HOT LIQUIDS

SAFETY EVALUATION POLICY, AND WERE
PROVIDED A COPY OF THE "ACCIDENTALHOT | - .

; LIQUIDS POLICY.” THIS WAS COMPLEFED BY THE |
[IRECTOR OF NURSING, ASSISTANT
ADMINSTRATOR, AND ACMINISTRATOR.
CRITERIA#3 ;
T ENSURE MONITORING OF MEAL TIMES TO :
ENSURE INTERVENTIONS ARE BEING FOLLOWED i
AS WELL T WAS DISCUSSED THAT RIVER'S BEND
RETIREMENT COMMUNITY'S DEPARTHMENT
HEADS Wit L MONTOR ONE MEAL ONE TIMEA
DAY X3 WEEKS. A SCHEDULE WAS DEVELOPED
BY THE RISK MANAGER ON 12-17-2012. THE
DEPARTHENT HEADS DOING THE MOMTFORING
INCLUDE THE ADIANISTRATOR, ASSISTANT
ADMINISTRATOR, DiREGTOR KURSING,
ASSISTANT DIRECTOR GF NURSING, RN i
SUPERVISOR, ACTIVITIES DIRECTOR, SOCIAL

SERVICES DIRECTOR, ACTIMITIES DIREGTOR,
RISK MANAGER, MAINTENANGE DIRECTOR,
| DIETARY MANAGER, AND MEDICAL RECORDS
DIRECTOR. FOR THE PURPOSE OF THIS
i DOGUMENT, THESE POSTIONS WILL BE CALLED
DEPARTMENT HEADS, ON 12-14-2012 THE
DINING CHECKLIST WAS DEVELOPED BY THE
RISK MANAGER, ANO OiRECTOR OF CLIMICAL
DPERATIONS. TRAINING WAS PROVIDED ON
i 12142012 TODEPARTMENT HEADS BY THE
CLINICAL DIRECTOR OF OPERATIONS. !

e o

— et .
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. . [+ 1 H
‘ , . DEFISIENGY) f :
i THE ADMINSTRATOR ALSO PROVIDED TRAINING T
i ON THE DINING CHECK LIST ON 12-17-2012. :
;; THE DINING [RITY COMPLIANCE CHECK OFF !
: INDICATESTHAT THE DEPARTMENT HEADS ;
SHOULD BE RONTORMGISBSERVING TO
| ENSURE THAT POLICY AND PROCEDURES FCR
; TO LIMITING HOT BEVERAGES PORICY AND

ST e e - PROCEDURES IS BEING FOLLOWED, THS ™ | ——— - i
; INGLUDES ENSURING DRINKING CUPS HAVE
: NCT BEEN QVERFILLED, HOT BEVERAGES ARE
i PLACED AWAY FROM THE EDGE GF THE TABLE.
HOT BEVERAGES SHOULD BE NEAR RESIDENTS
; DOKINANT HAND, THAT [T HAS BEEN
I EXPLAINED THAT BEVERAGES ARE HOT TO
RESIDENTS, BEVERAGE IS PLACED I FIELD OF
VISION, HOT LIQUIDS ARE COVERED WHILE )
R : BEING TRANSPORTED BY STAFF,RESIDENT | .} 1
. HAS APPROPRIATE ADAPTIVE EQUIPMERT, ]
IDENTIFYING RESIDENTS WHO MAY BE AT |
A GREATER RISK FOR SPILLING OF HOT [
LIQUIDS ON THEMSELVES, RFSIDENTS ARE :
NOT AMBULATING WITH HOT LIGUIDS, AND
RES{DENTS HAVE GLOTHING PROTECTORS O !
WHEN AM ISSUE IS IDENTIFIED VIA i
MONITORING, i WARRANTED THE COMP-
REMENSIVE CARE PLAN AND THE CERTIFIED ,
NURSE AIDE CARE FLAN WILL BE REVISED,
AND A HOT LIQUIDS SAFETY EVALUATION ¢ o
GOMPLETED BY CHARGE NURSES OR i
i

i
|
|

e e e sl

ADMINISTRATIVE NURSING. TRAINING WAS
PROVIDEDTO NURSING STAFF
ON THIS BY. THE ADMINISTRATOR
AND DIRECTOR OF HURSING ON 421372012
AND 12-15-2012. TRAINING WAS ALSO
FROVIDED TO DEPARTMENT HEADS ON THIS
TOPIC OH 12172012, i
i ALL COMPREEHENSIVE CARE PLANS AND !
{ CERTIFIED NURSE AIDE CARE PLANS WILL i
BE AUDITED iIN RELATION O HOT LIQUID fj
)
[

mh S Ly a2

[N

SAFETY BY ADMINISTRATIVE NURSING ONE

TIME A QUARTER FUR THE NEXT {2-MONTHS,
AFTER THE 3 WEEK PERIOD OF DINING DUTY |
COMPLIANGE 15 COMPLETED 3 MEALS A :

T i e b e

L WEEK WILL BE MONITORED BY THE i
- DEPARTMENT HEADS FOR THE NEXT QUARTEN
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{OHAMLENOH
DATE

% THEN ONE MEAL A WEEK WiLL BE MONTORED

“AMY FURTHER SUPPORTS ARE NEEDED TOBE

BY THE DEPARTMENT HEADS. THES WILL BE ON-
GUING. TRAINING WILL BE FROVIDED ON THIS T0
DEPARTMENT HEADS BY THE ADMINISTRATOR ON!
/772013, 1F ANSY ADDITIONAL INCIDENCES OF A
RESIDENT BEING BURNED OCGUR, THAT
RESIDENT WILL BE PRGVIDED ANQTHER BOT
LIGUID SACETY EVALUATIONTO D DETERMINEF |7 7

ADDED TO THE COMPREHENSIVE AND CERTIFIED
NURSE AIDE CARE PLAN. THISWILLBE
COMPLETED BY THE CHARGE NURSE OR
ADMINISTRATIVE NURSING. DINING DUTY
CHEGKLISTS WILL BE REVIEWED 2X A MONTH BY |
THE INCIDENT REVIEW COMMITTEE. THE
INCIDENT REVIEW COMMATEE IRCLUDES THE

ADMINISTRATOR, A MEMBER OF ADMNISTRATIVE -~ —~—-—}

NURSRG, THE SOCIAL SERVICES DIRECTOR,
RISK MANAGER, AND ACTIVITIES DIRECTOR. THE
INGIDENT COMMITTEE MEETS AT LEAST3XS 4
AWEEK TO REVIEW RESIDENT SPEGIFIC '
INCIDENCES, BUT WILL ALSO REVIESY DINIMG
DUTY CHECKUSTS 2XAMONTH. THE
INCIDENT REVIEW COMMITTEE MEMBERS WILL
BE PROVINED TRAINING ON THIS BYTHE
ACMINISTRATOR ON 1/7R043.

MEAL TIME TRAY CARDS ARE PROVIDED BY
THE DIETARY DEPARTMENT FOR EACHMEAL
THESE TRAY GARDS INDIGATE ASSISTIVE
DEVIGES NEEDED FOR EACH MEAL. THE DIETARY
MANAGER DID AN AUDYT OF THESE TRAY CARDS
ON 12-18-2042 TO ENSURE THAT THEY MATCH
THE COMPREHENSIVE AND CNA CARE PLANS.
THE BIETARY MANAGER WILL WILL OBSERVE
TWO MEALS & WEEX FOR THE NEXT 6 MONTHS
TO ENSURE THAT SUPPORS ARE BEING
PROVIDED AS INDICATED ON THE
COMPREHENSIVE GARE PLAN AND CERTIFEED
NURSE AIDE GARE PLAN. THE DIETARY
LIANAGER WAS PROVIOED TRAINING ON
EXFECTATION ON 12-18-2012 BY THE
ADMINISTRATOR.

[NV

—
E
!

T
b

b

|

m._.._____.mfr_-_____w-_w-
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{(X4;
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCES
{EACH DEFICIENGY IUST BE PREQEDED BY FULL
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i
FREFX
TAG

PROVIBER'S PLAY GF CORRECTION
{EACH CORREGTIVE ACTION SHOULD BE
1 CROSS-REFERENOED TO THE APPROPRIATE
[ DEFIRIENGY)

mw%
CAYE

CONSISTING OF THE MEDICAL DIRECTOR,
DIRECTOR OF NURSING, AND THREE CTHER
COMMITTEE MEMDERS. THE TEAMWILL HEET
EVERY OTHER MONTH TO IDENTIFY ISSUES

ALSO DEVELOP AND IMPLEMENT APPROPRIATE
PLANS OF ACTION TO CORRECT IDENTIFIEO
QUALITY DEFICIENCIES. TRANING COF THIS WAS
PROVIDED TO MEDICAL DIREGTOR,
MEDIGAL RECORDS DIRECTOR, AGTIVITIES
DIRECTOR, DIETARY MANAGER,
ADMINISTRATOR, SOCIAL SERVICES DIRECTOR,
BUISNESS OFFIGE MANAGER, DIRECTCR OF
T RESQURCES DIRECTOR, ASSISTANT DIRECTOR
OF NURSING, HOUSEKFEPING SUPERVISOR,
AND MAINTENANCE DRRECTOR ON 12-14-2012,
THIS WAS COMPLETED BY THE RiSK MANAGER.
THE FIRST QUALITY ASSURANCE MEETING WAS
HELDY ON 12-14-2012. THE ABOVE POSITIONS
WERE ALL iN ATTENDANCE. THE COMMITTEE
WAS GHAIRED BY THE RISK MANAGER WITH
OVERSITE BY THE MEDICAL DIRECTOR. DURING
THE MEETING THE RiSK MANAGER REVIEWED
THE PURPOSE OF THE QUALITY ASSURANCE
COMMITTEE ASINDICATED IN F520. THE
TEAM REVIEWED POLICY/PROCEDURE RELATEL
TO HOT LIQUID BEVERAGE RISKS, AND THE
HOT LIQUID SAFETY EVALUATION THAT 15
BEING USED TO ASSESS RESIDENTS FOR
SAFETY WiTH HOT LIQUIDS, THE TEAM
REVEWED RESIDENTS THAT HAVE HAD
INCIDENCES OF BEING BURNED AND
CAUSATIVE FAGTOROF INCIDENCES, IT WAS
ALSO REVIEWED THAT GORDON FOOD
SERVICES LOWERED THE COFEEE POT
TEMPERATURES, AND THAT THE
MICROWAVE WAS REMOVED FROM
NOURISHMENT ROOM. IT WAS ALSO REVIEWED
TRAT HAS REVIEWED THAT VISITORS ARE ROT
TO BE ASSISTED OR ALLOWED TO REHEAT
LIQUIDS, UNLESS COMPLETED BY THE

FORM CMS-258T(02-09) Previcss Vaslns Obselele
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RIVER'S BEMD RETIREMENT GOMMUNITY WILL
MAMNTAIN A QUALITY ASSURANCE COMMITTEE |
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HURSING, ASSISTANT ADMINISTRATOR, HUMAN |
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DEFICIENCY)

T

ADMNISTRATOR, SOCIAL SERVICES DIRECTOR!

1
DIETARY DEFARTMENT WHERE AFPROPRIATE !
TEMPERATURES MAY BE TAKEN. THE TEAM
ALSO REVIEWED THE DINING SAFETY
GHECKLIST TO BE UTILIZED IN MONITORING
OF MEALS. EXPEGTATIONS OF QUALITY
ASSURANCE MEETING WERE REVIEWED WITH
THE DIRECTOR OF NURSING, ASSISTANT e

RISK MANAGER, MEDICAL RECORDS IRECTOR,
ACTIVITIES DIRECTOR, DIETARY MANAGER,
BUSINESS OFFICE MANAGER, AND ASSISTANT|
DIRECTOR OF NURSING. ON 12-18-2042 THE
ADMINSTRATOR ALSO PROVIDED TRAINING
TO DIETARY DEPARTMENT ON QUALITY

ASSURANCE POLICY. THE RISK MANAGER .

e L SRR

&
|

ALSO PROVIDED TRAINING N QUALITY
ASSURANCE TO THE DEPARTMENT-HEADS, ~
LPNS, RNS, CERTIFIED MEDICATION TECHS.,
CERTIFIED MURSE ATDES, AND NURSE AIDES,
ON 1218.2(12, 12-20-2012, AND 12-21-2012.
THIS TRAINING INCLUDED A COMPETENCY
TEST TO DEMONSTRATE KROWLEDGE OF
QUALITY ASSURANCE, THE RISK MANAGER
REVIEWED ANSWERS WITH POSITIONS TAKING
THE TEST TO ENSURE UNDERSTANDING,
THE QUALITY ASSURANCE TEAM WILL HEET
EVERY OTHER MONTH BEGINMING IN JANUARY.
0N 12-20-2012 THE ADMINISTRATOR PROVIDEL
A SCHEDULE FOR THE MEETINGS, THE
HEDICAL DIRECTOR WAS FROVIDED A COPY
OF THIS VIA EMALL. ON 1-2-2013, THE RISK
MANAGER:WILL ALS0 BE PROVIDING
TRAINING OF QUALITY ASSURANCE FOR

NEW EMPLOYEES IN THE ORIENTATION
PROCESS, THE ADMINISTRATOR ADDENDED
THE RIVERS BEND RETIREMENT COMMUNITY
INSERVICE CALENDAR TO ENSURE THAT
TRAINING IS PROVIDED ON QUALITY
ASSURANCE AT LEAST QUARTERLY.

:"-
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xapin |
PREFIX |
TAG

SULHARY STATEMENT OF DEFICIERGIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY O LSG IDENTIFYING RYFORMATION)

n PROMIDER'S LAY OF CORREGTION 5

PREFIX {EACH CORRECTIVEACTION SHOULD BE CouRENTH
TAG G?G%-REF{:REMCED'TO THE APPROFRIATE

CEFCENCY

TO
CRITERIA #4
TO ENSURE MONITORING OF MEAL TIMES TO
ENSURE INTERVENTIONS ARE BEING FOLLOWED
AS WELL 7T WAS DISCUSSED THAT RIVER'S BEND
RETIREMENT COMMUNITY'S DEPARTHMENT
HEADSWILL MCNITOR OHE MEAL ONE THIEA
- " 1" DAY X3WEEKS, A SCHEDILE WAS DEVELCPED
8Y THE RISK MANAGER ON 12:17-2012 THE
DEPARTHENT HEADS DOING THE MON(T ORING
INCLUDE THE ADMIN ISTRATOR, ASSISTANT
ADMINISTRATOR, DIRECTOR NURSING,
ASSISTANT DIRECTOR OF NURSING, RN
| SUPERVISOR, ACTIVTIES DIRECTOR, SOCIAL
SERVICES DIRECTOR, ACTIVITIES DIRECTOR,
RISK MANAGER, HAINTENANCE DIRECTOR, P
DIETARY MANAGER, AND MEDICAL RECORDS
DIRECTOR. FOR THE PURPOSE OF THS
DOCUMENT THESE POSTIONS WILL BE CALLED
DEPARTMENT HEADS.  ON 12-14-2042 THE
DINING CHECKLIST WAS DEVELOPED BY THE
RISK MANAGER, AND DIREGTOR OF CLINICAL
OPERATIONS, TRAINING WAS PROVIDED ON
12-14-2012 TO DEPARTMENT HEADS BY THE
CLINICAL DIRECTOR OF OPERATIONS.
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CROSS-REFERENCED TO THE APPROPRISTE OATE :
DEFICIENGY}

THE ADMINSTRATOR ALS0 PROVIDED TRAINING
ON THE DINING CHECK LIST N 12-17-2012.
THE DINING DUTY COMPLIANCE CHECK OFF
INDICATES THAT THE DEPARTMENT HEADS
SHOULD BE MONITORING/ORSERVING TO
ENSURE THAT POLIGY AND PRCCEDURES FOR
TO LIMITING HOT BEVERAGES POLICY AND
. PROCEDURES 1S BEING FOLLOWED, THIS ~  §- - -
INGLUDES ENSURING DRINKING CUPS HAVE
NOT BEEN QVERFILEED, HOT BEVERAGES ARE
PLACED AWAY FROM THE EDGE OF THE TABLE,
HOT BEVERAGES SHOULD BE HEAR RESIDENTS

SURMMARY STATEMENT OF REFICIERCIES R
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX
REGULATORY OR LSC IDERTIFYING INFORMATION) TAQ

ol
PREFIX
TAQ

S SRS

e

Mo v

o wr (G iy o—— e ——— e -

| Pt tn g g v s e mmm w7 & ot 6+

DOMINANT HAND, THAT iT HAS BEEN
EXPLAINED THAT BEVERAGES ARE KOT TO

VISION, HOT LIQUIDS ARE GOVERED WHILE
BEING TRANSPORTED BY STAFF, RESIDENT
HAS APPROPRIATE ADAPTIVE EQUIPMENT,
IDENTIFYING RESIDENTS WHO MAY BE AT
A GREATER RISK FOR SPILLING OF HOT
LIQUIDS ON THEMSELVES, RESIDENTS ARE
NOT AMBULATING WITH HOT LIQUIDS, ARD

WHEN AN [SSUE IS IDENTIFIFD WiA
MONITORING, IF.WARRANTED THE COMP-
REHENSIVE CARE PLAN ANO THE CERTIRED
NURSE AIDE CARE PLAN WILL BE REVISED,
AND A HOT LIQUIDS SAFETY EVALUATION
COMPLETED BY CHARGE NURSES OR
ADMINISTRATIVE NURSING, TRAINING WAS
PROVIDEDTO NURSING STAFF

GN THIS BY THE ADMINISTRATOR

AND DIRECTCR CF NURSING ON 121372012
AND 12-15-2012. TRAINING WAS ALSO
PROVIDED TO DEPARTMENT HEADS ON THIS
TOPIC ON 12972042,

ALL COMPREHENSIVE CARE PLANS AND
CERTIFIED NURSE AJDE CARE PLANS wiLL
BE AUDITED IN RELATION TO HOT LIQUID
SAFETY BY ADMINISTRATIVE NURSING ONE
TIME A GUARTER FOR THE NEXT 12-MONTHS.

COMPLIANCE IS COMPLETED 3 MEALS A
WEEK WiiL BE MONITORED BY THE

AFTER THE 3 WEEK FERIOD OF DINING DUTY :

RESIDENTS, BEVERAGE IS PLACED N FIELD OF

RESIDENTS HAVE CLOTHING PROTECTORS ON!

DEPARTMENT HEADS FOR THE NEXT QUARTER |

R e VA
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(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES
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D PROVIDER'S PLAN OF CORRECTION
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DAVE

AND THEN DNE MEAL A WEEK WILL BE MOMTORES
BY THE DEPARTMENT HEADS. TRIS WILL BE ON-
GOMG. TRANING WILL BE PROVIDED ON THIS TO
| DEPARTMENT HEADS BY THE ADMINISTRATOR ON}
| 1772013, JF ANY ADDITIONAL INGIDENCES OF A ]

" RESIDENT BEING BURNED OCCUR, THAT
RESIDENT WILL BE PROVIDED ANOTHER HOT

.. |- LQUID SAFETY EVALUATION TO DETERMINEIF _
ANY FURTHER SUPPORYS ARE NEEDED TO BE
ACDED TO THE COMPREHENSIVE AND CERTIFIED
NURSE AIDE CARE PLAN. THIS WiLL BE
COMPLETED BY THE CHARGE NURSE OR i
ADMINISTRATIVE HURSING, TRAINING ON THIS HA
BEEN PROVICED BY THE DIRECTOR OF RURSING
0N 12-13-2012 AND $215-2012 TO
LICENSED NURSING  DIRING DUTY ,
CHEGKLISTS WiLL. BE REVIEWED 2X AMONTH BY :
THE INCIDENT REVIEW COMMITTEE. THE :
INCIDENT REVIEW COMAMITTEE INCLUDES THE
ACMINESTRATOR, A MEMBER OF ACMINISTRATIVE
NURSING, THE SOGIAL SERVICES DIRECTCR,
RISK MANAGER, AND ACTVITIES DIRECTOR. THE
INCIDENT COMMITTEE MEETS AT LEAST 3%5
AVEEK TO REVIEW RESIDENT SPECIFIC
INCIDENCES, BUT WILL ALSO REVIEW DINING
DUTY CHECKLISTS 2X AMONTH. THE
{HCIDENT REVIEW COMMTTEE MEMBERS WALL
BE PROVIDED TRAINING ON THIS BYTHE
ACMRIISTRATOR ON $/712013, i
MEAL TME TRAY CARDS ARE PROVIDED 8Y |
THE DIETARY DEPARTMENT FOR EACHMEAL.
THESE TRAY GARDS INDICATE ASSISTIVE 4

DEVICES REEDED FOR EAGH MEAL. THE DIETAR
MAMAGER DID AN AUDIT OF THESE TRAY CARDS:
ON 12-18-3012 TO ENSURE THAT THEY MATCH |
THE COMPREHENSIVE AHD CNA CARE PLANS.
THE DiETARY HAHAGER WILL WILL OBSERVE .
TWO MEALS A WEEK FOR THE NEXT 6 MONTHS
TO ENSURE THAT SUPPCRS ARE BEING
PROVIDED AS INDICATED ON THE

COMPRE HEMSIVE CARE PLAN AND CERTIFIED l
NURSE AIDE CARE PIAN, THE DIETARY
MANAGER WAS PROVIDED TRAINING ON i

EXPEGTATION ON 12-18-2012 BY THE
ADMINISTRATOR.
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- RIVER'S BEND RETIREMENT COMMUNITY WILL
MAINTAIN A QUALITY ASSURANCE COMMITIEE
GONSISTING OF THE MEDICAL DIRECTOR,
DiRECTOR CF NURSING, AND THREE GTHER
COMIMTIEE MEMBERS, THE TEAM WILL MEET
EVERY OTHER MONTH T IDENTIFY ISSUES
WHICH QUALITY ASSESSMENT AND ASSURANGE

- ACTIVITIES ARE NECESSARY, THE TEAMWILL
ALSC DEVELOP AND BAPLEMENT APPROPRIATE
PLANS OF ACTION TO CORRECT IDENTISED
QUALITY DEFICIENCIES. TRAINING OF THIS WhS
PROVIDED TO MEDIGAL DIRECTOR,
MEDIGAL RECORDS DIRECTOR, ACTIVITIES
DIRECTOR, DIETARY MANAGER,

ACRINISTRATOR, SOCIAL SERVICES DIRECTOR,
BUISNESS OFFICE MANAGER, DIRECTOR OF
HURBING, ASSISTANT ADMINISTRATOR, HUMAN |
RESOURCES DIREGTOR, ASSISTANT DIRECTOR
OF RURSING, HOUSEKEEPING SUPERVISOR,
AND MAINTENANCE MREGTOR ON 12-14-2012,
THIS WAS COMPLETED BY THE fiSK MANAGER.
THE FIRSTIQUALITY ASSURANCE MEETING WAS
HELD ON 12-14-2012. THE ABOVE POSITIONS
WERE ALL IN ATTENDANCE. THE COMMATEE
WAS CHAIRED BY THE RISK MANAGER WITH
OVERSITE BY THE MEDICAL DIRECTOR. DURING
THE MEETING THE RISK MANAGER REVIEWED
THE PURPOSE OF THE QUALITY ASSURANCE
COMMITTEE AS INDICATED IN F520. THE
TEAM REVIEWED POLICY;PROCEDURE RELATED
TO HOT UIGUID BEVERAGE RISKS, AND THE
HOT LIQUID SAFETY EVALUATION THAT iS

BEING USED TO ASSESS RESIDENTS FOR
SAFETY WITH HOT LIGUIDS, THE TEAM
REVIEWED RESIDENTS THAT HAVE HAD |
INCIDENGES OF BEING BURNED AND |
CAUSATIVE FACTOROF INCIDENCES. IT WAS
ALSO REVIEWED THAT GORDON FOOD
SERVICES LOWERED THE COFFEE POT
TEMPERATURES, AND THAT THE

MICROWAVE WAS REMOVED FROM
NOURISHMENT ROCM 1T WAS ALSO REVIEWE i
THAT HAS REVIEWED THAT ViSITORS ARE NOT!
TO BE ASSISTED CR ALLOWED TO REHEAT
LIQUICS, UNLESS COMPLETED BY THE
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DIETARY DEPARTHENT WHERE ARPROPRIATE !
TEMPERATURES MAY BE TAKEN, THETEAM |
ALSO REVIEWED THE DiMNG SAFETY l
CHECIUST TO BE UTILIZED IN MONITORING  :
OF MEALS. EXPECTATIONS OF QUALITY i

- ASSURANCE MEETING WERE REVIEWED WiTH F— 2] ™

THE DIRECTOR OF HURSING, ASSISTANT

ADMINISTRATOR, SOCIAL SERVICES DIRECTOR
RISKMANAGER, MEDICAL RECORDS DIRECTOR
ACTIVITIES DIRECTOR, DIETARY MANAGER,
BUSIRESS QFFICE MANAGER, AND ASSISTANT
DIRECTOR OF NURSING, ON 12-18-2012 THE
ADMINSTRATOR ALSO PROVIDED TRAINING
TO D'ETARY DSPARTHENT ON QUALITY }
ASSURANCE POLICY. THE RISK MANAGER -

"7 ALSO PROVIDED TRAINING ON QUALITY
ASSURANCE TO THE DEPARTMENT HEADS,
LPNS, RNS, CERTIFIED MEDICATION TECHS,,
CERTIFIED NURSE AfIIES, AND NURSE AIDES,
ON 12192012, 12-20-2012, AND 12-21-2012.
THIS TRAINING INCLUDED A COMPETENCY
TEST TO DEMONSTRATE KNOWLEDGE OF
QUALITY ASSURAMCE. THE RISK MANAGER ¢
REVIEWED ANSWERS WiTH FOSITIONS TAK!'NEI
THE TEST TO ENSURE UNDERSTANDING,

THE QUALITY ASSURANCE TEAM WILL MEET
EVERY OTHER MONTH BEGINNING IN JANUAR
ON 12-20-2012 THE ADMINISTRATOR PROVIDED
A SCHEDULE FOR THE MEETINGS. THE
MEDICAL DIRECTOR WAS PROVIDED A COPY f
OF THIS VIA EMAIL ON 1-2-2043. THE RiSK
MANAGER WILL ALSO BE PROVIDING i
TRAINNG CF QUALITY ASSURANCE FOR ]
NEW EMPLOYEES IN THE ORIENTATICN
PROCESS, THEADMN!STRATORADDENDEDi
THE RIVER'S BEND RETIREMENT COMMUNTY !
INSERVICE CALENDAR TO ENSURE THAT =~ |
TRAINING 1S PROVIDED ON QUALITY
ASSURANCE AT LEAST QUARTERLY.
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