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Preparation or execution of this plan of

correction does not constitute admission
A Recertification Survey was conducted:

10/08-07110, and a LIfe Safety Cade Survey was | agr.eemfant to any alleged d.eﬁ(nenmes

conducted 10/07/10. Deficlencies were cited, cited in thl? documented. This plan of

with the highest Scope and Severity of an *E'. ' correction is prepared and exccuted, as
F 272 | 483.20, 483.20(b): COMPREMENSIVE F272| required b é | and
88=F | ASSESSBMENTS 1 Y @EIIW ‘

state law., _
2

The faclilty must conduet Initially and periodically NOV 15 2070

a comprehensive, accurate, standardized F272

teproducible assessment of each resident's Ss=p  B¥

functional capacity. 483.20, 483.20(b) COMPREHENSIVE

Afacliity must make a comprehensive ASSESSMENTS
.assessment of a resident's needs, using the RAI . 5 ) .
speclfied by the State. The assessment must This facility has a policy of conducting

JInclude at least the fallowing:

initial and periodic comprehensive,
[dentification and demagraphic information;

Cusi line: accurate, standardized reproducible
Co;rﬂ{;:gr;:t)t:rll?: . assessments of each resident’s functional
Communication; capacity,
Vislon;
y;’%‘:‘gggc?;’wg:%;ﬁnemsi The resident assessment protocols and
- g; .

Physical functioning and structural problems: carc? plans of resident #2, have be?en

. reviewed to assure all triggered items:
Contlnence; evie d to sure ll.t d .t
Disease diagnosis and health conditions; delirium, cognition, visual function,
Dle:ntal ancii nutr.ltionai status; communication, ADL function, urinary
ﬁ cg;ﬁ;gﬁ:g?f ' ‘ incontinence, mood state, behaviors,
Medications; falls dental and nutritional status
Speclal treaiments and procedures: - | pressure ulcers and psychotropic drug
Discharge potential;

. use, have been addressed in the care plan
Documentation of summary fiformation ragarding and include the pfoblem, risk factors,
the additional assessment performed through the dth df serral furth
resident assessment protocols; and . and the need ior referrals or further
Documentation of participation in assessment. evaluation as indicated.

' . | £ il t‘Wﬂ
LABORATORY DIHECT}:SOR PROVIDERY! PPLleENTATWE's SIGNATURE TITLE ¥ " (%e) DATE
o A A SN /?W e

Any deficlency state';nent ending/vith an t{éter[sk " dar‘t‘&tes a deflclency which the Institution may be excused from correeling providing It Is detefmiﬁZz?thaf ’
other safeguards provide sufficlent protaction to the patlents. (See Instrustions.) Except for nursing homes, the findings stated above are disolosabls 80 days
followlng the date of survey whether or not a pian of correction Is provided, For nursing homas, the above findings and plane of correctlon are disclosabls 14

kY sllowing the date these documents are made avallabla to the facllity. if deflciencies are glted, an appraved plan of correction is requisite to cottinued
pr. _ am participalion.
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This REQUIREMENT is not met as evidenced
by: )

Based on interview and record review it was
determined the facility falled to assure that
comprehensive assessments were completed in
accordance with Utilization Guidelinegs specified
as part of the Resident Assessment Instrument
(RAI) for seven (7) of twenty one (21) sampled
resldents (Residents #2, #5, #9, #10,#11, #13 and
#16). Areas that triggered for further assessment
of probtems 1o develop Individualized care plans
were not thoroughly reviewed so that an
individualized care plan coutd be developed.

Tha findings include:

1. Review of the Resident Assessment Protocol
Summaries (RAPS) sighed 04/1 6/10, for Resident
#2 revealed the resident triggered for additional
review of Dellfium, Cogpnition, Visual Function,
Communication, ADL (Activitles of Dally Living)
Function, Urinary Incontinence, Mood State,
Behaviors, Falls, Dental, Nutrition, Pressure
Ulcers, and Psychotrapic drug use.

Review of the RAP kaeys for these triggered areas
revealed the tacllity failed to address the need for
referrals/further evaluation by appropriated héath
protessionals. In addition these RAP keys did not
address the complications and risk factors that
alfected the facility's decision to proceed to plan
of care (POG),

2. Review of the RAPS, slgned 09/25/10, for
Restdent #9 revealed the resident triggerad for
additional review of Cognition, Communication,
ADL Function, Urinary Incontinence, Psychosacial
Wall- Being, Falls, and Prossure Ulcers.

assessed for a significant change in
status, completed on 10-22-2010. Each
triggered area has individualized
documentation present to address the
problem, risk factors, any need for
referral or further evaluation and
decision to proceed or not to proceed to
the care plan.

The resident assessment protocols and
care plans of resident # 5 have been
reviewed to assure all triggered items:
ADL function, psychosocial well-being,

falls, nutrition, dehydration, and
psychotropic drug use, has been
addressed in the care plan and include
the problem, risk factors and the need for
referrals or further evaluation as
indicated,

Resident #5 has several cardiac

diagnoses and the care plan has been

reviewed to assure it reflects risk factors,

possible complications, and need for
referrals or further evaluation as
indicated. Completed 10-11-2010.

The resident assessment protocols and
care plans of resident #9 have been
reviewed to assure all triggered items:
cognition, communication, ADL
function, urinary incontinence,
psychosocial well-being, falls, and
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Review of the RAP Summary for these triggered
areas revealed the faollity falled to address the
complications -and risk factors that affected the
facliity's decislon to proceed to care planning.
These Irigger areas were reviewed and
addressed In a summary not indlvidually,
therefore the need for referrals or to proceed to
POC was not addressed for all areas,

3. Review of the RAPS, slghed 07/16/10, for
Resident #10 revealed the resident triggered for
additional review of Delirlum, Cognition,
Communieation, ADL Function, Urinary
Incontinence, Moad, Behavior, Falls, Nutrition,
Pressure Ulcers and Psychotrople drug use.

Revlew of the RAP keys for these trlggered areas
revealed the facility failed to address the need for
referrals/further evaluation by appropiiated heath
professlonals. In-addition, these RAP keys did
not address the complications and risk factors
that aflected the facility's decision to procead to
plan of care (POC).

4. Review of the RAPS, signed 08/12/10, for
Resident #16 revealad the resident triggered for
additional review of Delirlum, Cognition, Visual,
Communieatlon, ADL Funotion, Urinary
incontinence, Mood, Bshavior, Falls,
Dehydration/Fluid Maintenance, Pressure Ulcers
and Psychotrople. drug use.

Review of the RAP keys for these trigger areas
revealed the facility failed to address the need for
referralsffurther evaluation by approptiated heath
professionals. In-addition, these RAP keys did
not address the complications and tisk factors
that affected the facllity's decision to proceed to
plan of care (POC).
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" ors. n addressed in
F 272 | Continued From page 2 Fa7p| Dressure ulcers, have bee

the care plan and include the problem,
risk factors, and the need for referrals or
further evaluation as indicated.
Completed 10-11-2010.

The resident assessment protocols and
care plans of resident #10 have been
reviewed to assure all triggered items:
delirium, cognition, communication,
ADL function, urinary continence, mood
state, behaviors, falls, nutrition, pressure
ulcers and psychotropic drug use, have
been addressed in the care plan and
include the problem, risk factors, and the
need for referrals or further evaluation as -

* indicated. Completed 10-11-2010.

The resident assessment protocols and
care plans of resident #11 have been
reviewed to assure all triggered items:
cognition, communication, ADL
function, urinary incontinence, mood
state, behaviors, falls, activities, '
nutrition, pressure ulcers, psychotropic
drug use, and physical restraints, have
been addressed in the care plan and

. include the problem, risk factors, and the
" need for referrals or further revaluation

- as indicated. '

- Resident #11°s restraint care plan has

. been reviewed to assure risk factors and

" possible complications are included.

Completed 10-11-2010,

If continuation shest Page 3 of 15
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5. Review of the RAPS, signed 11/10/09, for
Resident #5 revealed the resident triggered for
additional review for ADL Function, Psychosoclal .
well-being, Falls, Nutrition, Dshydration, and
Psychotroplc drug use.

Review of the RAP keys for the triggerad areas
tevealed the facllity falled to address the nesd for
refarrals/iurther evaluation by appropriated health
professlonals, The RAP keys discussed the
resident's cardlac diagnoses Coronary Artery
Disease, Atrial Fibrillation, Congestive Heart
Failure, and placement of a Defibrlllator.
However, the RAPS did not address when or how
complications and risk factors related to these
diagnoses would be referred for addltionat

evaluation or treatment should com plications
arise.

8. Review of the RAPS, signed 08/02/10, for
Resldent #11 ravealed the resident triggered for
additional review of Cognition, Communication,
ADL: Funetion, Urinary Incontinence, Moad State,
Behaviors, Falls, Activitles, Nutrition, Pressure

Ulcers, Psychotreple drug use, and Physical
Restraints,

Review of the RAP keys for these triggered areas
revealed the facllity falled to address the need for

teferrals/further evaluation by appropriated heath |

professionals. In addition, the RAP key for
restraints did not address the complications and
rlsk factors that affected the facility's declsion to
proceed to care planning.

7. Review of the RAPS, signed 04/13/10, for
Resident #13 revealed the.resident triggered for
additlonal review of Cagnition, Communication,
ADL Function, Urinary Incontinence, Mood State,

2990 AIGGS AVENUE

VILLAGE CARE CENTER
, ERLANGER, KY 41018 )
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F 272 | Continued From page 3 F 272| The resident assessment protocols and

~ factors and risk factors. Completed 10-

'~ delirium, cognition, visual function,
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care plans for resident #13 have |been
reviewed to assure all triggered items:
cognition, communication, ADL
function, urinary incontinence, mood
state, falls, nutrition, pressure ulcers,
psychotropic drug use, have be'en
addressed in the care plan and include
the problem, risk factors, and -the need
for referrals or further evaluation as
indicated. N
Resident #13’s care plans for co gnition
and communication have been rev1ew_ed
to assure they include possible causative

11 -2010,

The resident assessment protocols and
care plans of resident #16 have been
reviewed to assure all triggered items:

communication, ADL function, urinary
incontinence, mood state behaviors,
falls, dehydration / fluid maintenance,
pressure ulcers psychotropic drug use,
have been addressed in the care plan and
include the problem, risk factors, and the
need for referrals or further evaluation as
indicated. Completed 10-11-2010.

The care plans of residents #2, 5, 9, 10,
11, 13 and 16 were reviewed on 10-8-
2010 to assure they are appropriate and
individualized to address risk factors
related to diagnosis and approaches are

e
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present to address complications should
they arise.

For those residents not included in the
survey sample their assessment protocols
and care plans were reviewed on 10-11-
2010 and 10-12-2010 by the three MDS
nurses to assure all {riggered items have
been fully evaluated for identification of
the problems, risk factors, and the need
for referrals and further evaluation and
appropriate, individualized care plans
are in place.

All the MDS nurses were immediately
in-serviced on 10-8-2010 by the DON,
to include the four points, problem, risk
factor, referrals and care plan decision to
each individual RAP as opposed to
summarizing all the RAP’s at the close
of the RAP summary documentation as
had been done prior to 10-1-2010.

Effective 10-1-2010 as comprehensive
assessments are completed per the
calendar, every individual RAP
summary will include documentation to
address the problem, risk factors, need
for referrals or further evaluation and
decision to proceed or not to proceed to
the care plan. This date is correct
because this is the date that the MDS 3.0
went into effect, as well as our new
software that will integrate these areas
into the MDS process.

As a part of the ongoing quality
assurance, monthly chart audits will be
completed by the three MDS nurses
and/or their designee, utilizing two
charts on each unit. One chart will be a
PPS required assessment, and one will
be OMRA require assessment. The focus
will be on the comprehensive
assessment, individual RAP summaries,



to include the four points, problem, risk
factors, need for referrals and care
planning decision.

The results of this review process shall
be included in the regular quality
assurance process and meetings
conducted on a quarterly basis.

Completion Date: Oct. 12,2010
Persons responsible:

Cindy Dempsey, RNC, DON

Rita Cahill, LPN, ADON

Pat Feldhaus, RN, In-service, Education
Jenny Hodge, LPN, MDS Coordinator
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F 272 | Continued From page 4 F 272
Falls, Nutrition, Pressure Ulcers and Psychotropic _
Drug use. pARYS
Review of the RAP-keys for these triggered areas g L
revealed the facllity falled to address the need for ( Oﬂ’h mu<
referrals/further evaluation by appropriate heaith , i
professlonais. In.addition, the RAP key for o AYal hﬁ’d
communication and cognition did not address the ?C( & C
causative factors.or risk tactors that affected the 6 -
facllity's declsion to proceed with the plan of care.
Interview, on 10/07/10 at 5:05 PM, with-Licensed
Practical Nurse (LPN)Mnimum Data Set Nurse
#4 on 10/07/10 at 5:05 PM, revealed she was stlll
learning the process and didn't reallze the need
for referrals was to be addressed, She further
stated she thought she had addreased the risk
factors, but she had not,
interview with the LPN/MDS Nurse #5 on
10/07/10 at 6:06 PM, revealed she writes one
summary for all triggered areas. She further
stated she did not know she had to address each
. {area for referrals and risk factors.
F 3711 483.35()) FOOD PROCURE, F 3711 Preparation or execution of
8S=F | STORE/PREPARE/SERVE - SANITAHY This plan of correction does not
‘The facility must - constitute admission or
(1) Procure food from sources approved or agreement to any alleged
considered satisfactory by Federal, State or local deficiencies cited in this
authorities; and :
(2) Store, prepars, distribute and serve food documtt':nt. .Thls P landof d
under sanitary conditions correction 1s prepared an
: execufed, as required by the
provision of federal and state
law. :
This REQUIREMENT s not met as evidenced
FORM CMS-2667(02-09) Pravious Varelons Cbsolale _ Evand [D:GBLN1
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at anytime during the meal servige,

.| Interview, on 10/07/10 at 12:35 PM, with Dietary

retrieved bowls and resumed satving resldents

by:
Based on observation, interview, and record
review it was determined the facliity failed to

stare, prepare and distribute food In a sanitary
manner,

The findings Include;

1. Observation of the lunch meal on 10/05/10
revealed the dletary alde began serving the meal
at 12:10 PM and completed the meal service at
12:25 PM. During the course of the meal servica,
the dietary alde teuched the microwave oven,
cuphoards, and toaster. The dletary aide handled
all bread served for the meal with his gloved
hand, Further observation revealed the dietary
alde did not change his gloves or wash his hand

Alde #2 revealed he should have changed his
gloves after having contact with anything other
than the serving utensils. T

2, Observation of the lunch meal, on 10/06/10, -
revealed Dietary Aide #3 opened the cupboard,

without changing her gloves or washing her

hands. Additlonal observations revealed the
dletary alde served the sliced tomatoes and

ohlons using her gloved hand,

Interview, on 10/06/10 at 12:42 PM, with Dletary
Alde #3 revealed she was o use tongs to serve
the tomatoes and onions. In addition, the Diatary
Alde stated she should have washed her hands
and changed her gloves alter touching the
cupboards,

F 371

FORM CM3-2667(02-99) Previous Versions Obsolets

Event ID: GBLN1Y

Facl

~ at least weekly on Quality

2090 RIGGS AVENUE
VILLAGE CARE CENTER
ERLANGER, KY 41018
(X4) D SUMMARY STATEMENT OF DEFICIENCIES () PROVIDER'S PLAN OF CORRECTION (¥8)
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F 371 | Continuaed From page 6

F 371 483.35(1) Food Procure,
Store/Prepare/Serve-Sanitary

SS=E

The facility must-

Procure food from sources approved
or considered satisfactory by Federal,
state or local authorities; and

store, prepare, distribute and serve
food under sanitary conditions.

1.All dietary staff have been
re-educated related to hand
washing and glove use and the
need to remove gloves and wash
hands between serving food and !
handling other items while serving |
meals. This includes touching the
microwave, toaster, or opening
cabinet to retrieve necessary plates
Tongs and other serving utensils
may also be used to serve the food
This inservice was completed on
10/25/2010 by Pat Feldhaus
inservice education coordinator.
This process will be monitored by
Food Service Director with the

" assistance of the QA coordinator

|

improvement-Kitchen & Dining
room checklist. See Exhibit # |
attached. This includes monitoring
food handling during tray pass to
assure sanitary conditions are

followed so that no resident is hast Page 6 of 16

affected by lack of this process.
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F 371 | Continued From page 6 F371| This Monitoring will be reported
3. Observation of the lunch meal, on'10/07/10, ; needed as part
revealed State Ragistered Nurse Aide (SRNA) #1 Quarterlz and as P
pulled bread from the cabinet and placed two (2) of the QA process.
pleces of bread into the toaster with hls ungloved
hand. Additional observation revealod SRNA #1 2 & 3. Nursing & Dietary staff have also
dropped the bag of bread onto the floor and en re-educated on using tongs or
asked Dietaty Alde #2 to pick up the bag of bread. bzm sils to handle food angd 1o not
Alter clearing the steam table Dietary Alde #2 v th hand Il as
picked up.the bag of bread from the floor and handle food with hands as well a
returned It to the cabihet, where there were two not returning wrapped food 1t.ems
(2) other bags of bread. to the cabinet after dropping it on
. This inservice was
Interview, on 10/07/10 at 12:40 AM, with SRNA the ﬂ‘l"’tr djif(’)lleﬁ 12010 be Mt
#1 revealed he had not put.on gloves prior to complelc SV DY :
putting the bread:into the toaster. The SRNA Knollman Food Service ]?II‘SCtOI'-
stated he should have washed his hands and put This process will be monitored
on gloves prior to. putting the bread into the by Food Service Director with the
toaster. In additlanal interview, SRNA #1 stated . :
he should not have totiched the bread with his assistance of the QA cotgg?;'fltor
hands. In further Interview the SRNA stated he using QA checklist (exhibit #1)
left the bread on the floor because it was at least weekly & reported as part
contaminated. SRNA #1 was unaware the dletary of the Quarterly QA process.
alde had put the contaminated bread back into
the cabinet.
In interview, on 10/07/10 at 10:00 AM, the Dietary
Manager stated staff were not to touch food with
their hands. He stated they should use tongs. In
additional interview, the Dietary Manager stated
staff were to wash their hands and change their
gloves anytime they touch anything other the
utensilis on the serving line.
Review of the facility's policy related to food
handling revealed staff were to use tongs when
serving roles, pickles, eto, In addition the policy
stated staff may be allowed fo serve food with
gloved hands only if the gloved hand has hot
come Into contact with nay other object before
FORM CMS-EEG?(O.Q-QD-) Previous Veralons Obsolete Event ID: GBLN11

Faaiilty ID: 100429 . It continuation sheat Paga 7 of 16
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oblect staff were to wash thelr hands and change
gloves,

4. Observation of the cabinets in the food service
areas on three (3) of three (3) floors revealed the
veneer was missing, with the pressed wood
underneath exposed. On the first floor, the
pressed wood had expanded and separated Into
several layers, The cabinets were usad to store
resldent eating utensils.

interview, on 10/07/10 at 10:00 AM, with the
Dletary Manager revealed the cablinets had been
damaged due to the steam created by the
dishwashers. He stated the exposed and
separated layers created areas for bacteria to
grow. .

Interview, on 10/07/10 at 12:15 PM, with the
Malntenance Director revealed he was awars the
cabinets were damaged. He explained he had
discussed the issue with his supervisor but did
not know of any plans lo replace the cabinets,
The Malntenance Director stated, “l won't know
that they are belng replaced until the cabinets
arrive for me to Install,”

5. Observation during the inlal kitchen tour on.
10/05/10 at 10:02 AM revealed eight (8) quarter
size deep hotel pans stored wet.

Interview on 10/05/10 at 10:05 AM, with dietary
staff, revealed the pans should not be stored wet
secondary to hactetia grawth. He/she stated
normaily the pang were turned upside down to alr
dry before being stored.
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F 371 | Continued From page 7 F 371
handling the food Item. If the glove touched any

4. Resident eating utensils have been
removed from the drawers & rewashed

due to veneer missing and pressed

wood exposed. This was done 10/26/2010
by Food Service Director to assure no harm
of bacteria to eating utensils.

Maintenance is in the process of

having these cabinets replaced.

5. Dietary staff rewashed the pans
And allowed them to air dry properly.
All dietary staff were re-educated
on the proper air drying

process for pans. They are not to

be stored wet as this allows bacteria
to harbor and grow. No residents
were affected due to pans not drying
properly. This inservice was
completed by Matt Knoltman Food
Service Director on 10/26/2010,
This process will be monitored

by the Food Service Director with
the assistance of the QA coordinator
at least weekly & reported as part

of the Quarterly QA process.

FORM CMS-2567(02-99) Pravious Versions Obaolete - Event ID: GBLN11
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Continued From page 8

6. Observation during the initlal kitchen tour on
10/05/10 at 10:10 AM revealed metal cups stored
in the flaur and sugar bins. ‘

Interview with the Dletary Manager on 10/05/10 at
10:16 AM revealed he had baen told by the
Health Department he could leave the cups In the
flour and sugar blns as long as the handtes were

.hot touching the food.,

7. Observation during the Initial kitchen tour on
10/05/10 at 10:12 AM revealed a meat slicer with
meat particlés on the slice catching surface and
around the inside the blade area. The slicer had
been stored this way underneath a plastic cover.

Interview with the Distary Manager on 10/05/10 at

"110:18 AM revealed the particles appeared to be

turkey and the slicer should be cleaned after each
use, hefore being stored under the plastic
covering.

8. Ohservation during the Initial kitchen tour on
10/05/10 at 10:14 AM revealed white cake mix in
dry storage labeled opened 09/30/10, The
container was wrappad with a plastic wrap that
did not covar the opened portion of the original
bag to prevent-pests.

Iniervlew with the Dietary Manager on 10/06/10 at
10:16 AM revealsd the cake mix should be

wrapped better and It would not prevent pest as It
was wrapped.

9. Observation during the Initial kitchen tour on
10/05/10 at 10:14 AM revealsd two (2) bags of
potato chips In dry storage, with approximately
ane quarter of the chips remaining in the bag.
The chips were wrapped in plastic wrap and werg
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F371| 6. A storage container has been
placed near the flour and sugar
bins in which to store the metal
cups used for measuring. Dietary
staff were inserviced on 10/26/10
by Matt Knollman Food Service
Director on placing cups in these
container when not in use. This
process will be monitored by the
Food Service Director with the
assistance of the QA coordinator
at least weekly & reported as part
of the Quarterly QA process.

. 7. The meat slicer was cleaned
immediately to eliminate any chance
of bacteria and the Dietary staff were
re-educated 10/26/10 by Matt
Knollman on the proper cleaning
procedures for the meat slicer after
cach use. This cleaning is to be
completed before covering the slicer.
This process will be monitored
by the Food Service Director with
the assistance of the QA coordinator
at least weekly & reported as part
of the Quarterly QA process.

8, 9 & 10 All items not dated or
wrapped properly were discarded.
Dietary staff were re-educted on
10/26/2010 by Matt Knollman
food service director on wrapping

FORM CMS-2667(02-90) Pravious Verslons Obaolete

Event ID: ABLNH
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not dated,

Interview with the Dietary Manager on 10/05/10 at
10:16 AM revealed the potato chips should have
boen dated when they were opened,

10. Observation on 10/05/10 at 10:20 AM
revealed four (4) bags of gelatin mix in dry
storage which had been opened and wrapped in
plastic wrap, with no date labeled on thern,

Interview with the Dietary Manager on 10/05/10 at
10:20 AM ravealed the gelatin should have been
dated onoe it had been wrapped for storage.

1. Observation on 10/05/40 at 10:22 AM
reveated chocolate Icing In the dry storage area
dated 08/09/10 with approximately cne quatter of
the Icing remaining in the containei, Per
manufactures guldelines, the icing could be kept
open for ane week at room temperature, after one

week the Icing should be stored in the
refrigerator,

Interview with Dletary Manager on 10/05/10 at
10:30 AM revealed he was unaware of the
manufacture's guidelines for use. He further
indicates the date labeled on the icing was the
date It was delivered, not the date It was apened.

He stated t should have been dated with the
opened date,

12, Observation on 10/05/10 at 10:25 AM
revealed one (1) quarter of &' bag of elbow

macaront In dry storage wrapped in plastic wrap
which had not been dated.

Interview with Dietary Alde #6 on 10/05/10 at
10:25 AM revealed the macaroni should have

FORM CMS-2667(02-99) Pravious Verelons Obsolats

Evant ID: GBLN11

Faclliity ws; Tuyagg

2990 AIGGS AVENUE
VILLAGE CARE CENTER
ERLANGER, KY 41018 .
{X4) Ip SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIDER'S PLAN OF CORRECTION {8}
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DEFISIENGY)
unused items such as cake mix
F 871 | Continued From-page 9 F 871 i

potato chips, macaroni and gelatin
mix tightly in plastic wrap after use
and dated this items with date
opened before placing them back
on the shelf in the stock room as to
not allow pest & assure safety for
residents. This process will be
monitored by the Food Service
Director with the assistance of the
QA coordinator at least weekly

& reported as part of the Quarterly
QA process.

11. Chocolate icing was discarded
and Dietary staff re-educated on
10/26/10 by Matt Knollman Food
Service Director on reading labels
on container after opening to assute
their method of storage. Any food
product that is labeled by the
manufacturer to be refrigerated
after opening will be dated when
opened and placed in the
refrigerator after use.

This process will be monitored

by the Food Service Director

with the assistance of the QA
coordinator at least weekly &
reported as part of the Quarterly
QA process.

12. Macaroni was discarded &
Dietary staff were re-educted on
10/26/2010 by Matt Knollman on

If gonlinuatlon shast Page 10 of 15
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F 371 { Continued From page 10 F 371 wrapping unused macaroni tightly
besn dated in plastic wrap afier use and dated
’ this items with date opened before
. placing them back on the shelf in
13. Obsarvation on 10/05/10 at 10:30 AM the stock room. This process will be
revealad two (2) pleces of ham approximately one monitored by the Food Service
(1) quarter pound: each stored In the walk-In Director with the assistance of
refrigerator wrapped in plastic wrap which had not the QA coordinator at least
been labeled or dated. Further obsarvation: weekly & reported as part of the
revealed two (2) bags of parmesan cheese Quarterly QA process.
wrapped in plastic wrap approximately one (1) * 13.The ham, parmesan cheese
quarter pound each stared In the walk-in & melted better were discarded.
refrigerator, The cheese was not dated. A plastic Dietary staff were re-educated
food storage container In which melted bulter had on 10/26/10 by Matt Knoliman
been stored in the walk-in refrigerator was also on labeling and dating items before
noted to be lacking a label and dato, placing them in the walk in. This
_ process will be monitored by the
Interview with Cook #7 revealed the ham, Fo?gt Se:"“’f‘? I})l"e"j;’r w“g.thet
parmesan cheese and butter should have been assistance of the QA coordinator
labeled and dated before being stored in the at least weekly & reported as part
g of the Quarterly QA process.
refrigerator, :
14. Trays were rewashed and allowed
14. Observation of the trayline on the third floor “to air dry propetly as to not harbor
during the lunch time meal service on 10/05/10 at bacteria. No residents were effected by
12:36 PM raveaiad nine (9) trays stored wet lack of this process. Dietary staff were
which were being passed out to residents. re-educated on 10/26/10 on the proper
. ' ’ air drying process for trays on the
Interview with the- Reglster Dietitian on 10/06/10 serving line. Theybare not E" }:e %t;’rred
at 12:35 PM revealed the trays should not be :‘:; gi;i’:s ?ﬁ?;",fmﬁfsfﬁufb o
2;0;:3&?; secondary to the possible transmittal  monitored by the Food Service Director
: . ith th istance of the QA coordinator
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 | ot lenst woekly & mpmeanS part
$8=D | SPREAD, LINENS of the Quarterly QA process.
The faciiity must establish and maintain an All of the above items are included on
Infection Control Program designed to provide a Quality Improvement form Exhibit #
‘'safe, sanitary and comfortable environment and See attached. '
to help prevent the development and transmilssion Date of Completion: Qct. 29, 2010
of disease and infection. Persons responsible: Matt Knolllman
. ) Food Service Director, Rita Ca‘hill LPN
(a) Infection Control Program Director of Quality and Reporting & ;
Tony Zubrowski, Administrator

AU {
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Quality Improvement

Review Form
Content Area: F 371 Sanitary Conditions Date:
Area of Review: Kitchen & Dining Room Evaluator:

Standard:__ The facility must Procure food from sources approved or congidered
satisfactory by Federal, State or local authorities and store, prepare and
serve food under sanitary conditions,

Data Source: Direct observation

INDICATORS 112)13]1415[(6]|7]819]10][ Yes No | % COMP

1. Hands washed prior to food prep

2. Gloves worn if appropriate

3. Gloves changed during process if
needed

4. Tongs used to handle food if

: appropriate

5. Food items dropped.on floor are not
used

6. Ulenslis are removed from cabinats in
dining room untif cabinet replaced

7. pans are slored dry

<o

. Meat slicer Is clean before storing

9. All open food ltems in dry storage
area ars wrapped appropriately

10. All open food items are dated

11. All open food items are stored in
refrigerator if indicated.

12. All open food ltems in refrigerator are

dated

13. Trays on serving line are stored dry
14. Metal scoops stored in storage
container

Remarks :
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Policy:

Food items shall be prepared to consery

har Glwe WS )T
Dyttt f’i e |

¢ maximum nutritive value, develop and enhance

flavor and be free of injurious organisms and substances.

Procedure:

1.

2.

3.

10.

11

12,

13.

14,

The kitchen shall be maintained in a neat and orderly condition.
The kitchen and equipment shall be clean.

Food items are received, checked and st

ored properly as soon as they are
delivered. '

The food is kept refrigerated except when being handled.
* Food is covered for storage

* Food is cooked as soon as possible after defrosting,

Raw, unprocessed fruits and vegetables are to be thoroughly washed under
running water before use.

Food coming from broken packages or swollen cans, or food with abnormal
appearance or odor will not be served.

Food will be prepared and served with clean tongs, scoops, forks, spoons, spatulas
or other suitable implements so as to avoid manual contact with prepared foods.

Utensils, cups, glasses, and dishes will be handled in such a way as to avoid
touching surfaces with which food or drink will come in contact. Use tongs when
serving rolls, pickles, etc,; plate cakes and pie with a spatula. ' '
Individual portions of food, once served, will not be served again.

Prepared food will be transported 1o other areas in coveted containers

Single-service articles will be discarded after one use.

Silverware is stored in such a manner as to encourage contact with handles only.

All meats and stuffings are to be heated thoroughly to a minimum temperature of

165 degrees F, poultry 185 degrees F. (Use meat thermometer.) Dressing
should be baked in separate pans.

All meat salads, poultry salads, potato salads, egg salads, cream filled pastries and
other potentially hazardous foods shall be prepared from chilled products and
refrigerated below 40 degrees F IMMEDIATELY after preparation.



15. No raw eggs are to be served. Eggs must be cooked before serving,.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

product was opened.

Leftovers must be dated, labeled, covered, cooled and stored (within ¥ hour of
preparation) in a refrigerator, not at room temperature. All drinks, packaged or
pitchered that have been opened for usage (or uncovered in the cage of pitchers)
(or poured into secondary containers if the package is from the supplier) the
container shall bed named and dated to show what the contents are and when then

Fingers are to be kept out of food. Tasting must be done with a tasting spoon.

Follow proper tasting procedures. Remove food with serving spoon and transfer
to tasting spoon. Always use clean spoons for each test. '

Any item or food that is dropped on the floor must be discarded if it cannot be
properly sanitized.

A gloved hand may be allowable for serving only if the gloved hand has not come
into contact with any other object before handling the food item.  If gloved hand

touches any object, change gloves. Remember to wash hands before applying
new gloves.

Wash all tops of canned foods before opening. Wash and sanitize can opener
daily. (See “Cleaning Instructions.)
Foods that have stood for several hours at room temperature cannot be considered
safe and free from contamination and cannot be made 80 by refrigeration,
especially during the summer seasons. They must be discarded.

Separafe cutting boards for raw and uncooked food and for raw fruits and
vegetables are necessary.

* Prepared foods should not be cut on the same boards as raw foods.

* Cutting boards should be of hard rubber constructin rather than
wood and must be dishwasher safe.

Plasticware or china that has lost its glaze or is chipped or cracked must be
disposed of. Breaking it will prevent further accidental use.

Disposable containers and utensils should be discarded after one use. Only
dishwasher safe containers may be reused. Plastic buckets/tubs may not be used

for storage or leftovers. (ex. Cottage cheese, margarine, salad dressing
containers.)

Adl food grinders, choppers, mixers, etc., should be cleaned, sanitized, dried and
reassembled after each use.



26. All meats are defrosted in the refri

gerator to a temperature no higher than 45
degrees F. -
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SUBJECT: Nursing Services pagelof 2,

TOPIC: Hand washing

Hand washing is the single most important procedure for preventing nosocomial

infections.

Hand washing with émtimic_robial containing products kills or inhibits the growth
of microorganisms. '

Hand washing technique: For routine Hand washing, a vigorous i*ubbing together
of all surfaces of lathered hands for at least 10 seconds, followed by thorough

rinsing under a stream of water, is recommended.

HAND WASHING INDICATIONS:

In the absence of a true emergency, personnel should always wash their hands,
paying particular attention to fingernails and between fingers:

Before performing invasive procedures.

Before taking care of residents.

Before-and after touching wounds.

After situations dilring which microbial contamination of hands js
likely to dccur, especially those involving contact with mucous
membranes, blood or body fluids, secretions, or excretions.

After touching inanimate sources that are likely to be contaminated

(bed pans, urinals, graduates, emesis basins, soiled linen).
After taking care of resident,

Between residents in same units. |

Between care of different anatomical sites_ on the same resident. .
After removing gloves. '

2w
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HAND WASHING INDICATIONS (Cont.):

10.
- 11
12.
13.
14.

After using bathroom.
Before and after lunch.
Prior to feeding.

Prior to passing ice.

When in doubt, wash your hands.

page 2 of 2



SUBJECT:  Digtary
TOPIC: General Handwashing Procedure

Key Procedural Points:
1.

Handwashing is the single most important means of preventing the spread of infections.

2., I your hands accidentally touch the inside of the sink, or any other article, during the
handwashing procedure, you must start over. Compiete the eniire procedure again,

3. Use liquid soap from a dispcnscr, also be sure that paper towels are available at the sink
before starting to wash hands.

4. Hand lotion will aid in keeping your skin soft.

S. Moisture bartier is available if needed.

6. Anfiseptic solutions are more irritating to the skin than soap and water,

7. Rings harbor bactetia and are difficult to clean. Itis recommended that all Jewelry be
removed before handwashing procedures are implemented.

8.

Use and adequate amount of soap to produce lots of lather.

9. Rinse your hands from the clean to the dirty parts. Rinse with running water from two to

three inches above the wrists. Hold your hands down so that the water will run downward
to the fingertips and prevent backflow over unwashed skin.



SUBJECT: Dietary
TOPIC: General Handwashing Procedure

page 2 of 2

Regulate the temperature of the water so that it is comfortable to you.
(Note: Cool or lukewarm water has a less drying effect on the skin).
Keep water on your hands so that the soap will not become to dry. -

Thoroughly rinse the soap from your hands and wrists. Soap left on your skin will
cause it to dry and become irritated.

Stand away from the sink to prevent cross-contamination of your clothing.

Regulate the flow of water, Avoid splashing water.

Put your hands and wrists under the running water. Alloow water to flow gently.
Keep your fingertips pointed downward.

- Once your hands and wrists are completely wet, apply soap or antiseptic solution.

Bring hands together and create a heavy lather. Wash at least two to three inches
above the wrists. Get soap under your finger nails and between your fingers,

Rinse hands well under running water. Hold hands down so that the direction of
the water flow is from the wrist to your fingertips.

Pat hands dry with a clean paper towel.

Turn off water with the paper towel. Discard the paper towel into the wastepaper
receptacle.

Apply hand lotion as necéssary or as needed.



Procedures:

1.

PURCHASING RECEIVING AND STORAGE

The food service director will purchase food and supplies:

a.

b.

134

from vendors approved by administration.

from vendors approved by local health agencies, Only government
inspected,

based on current census,
inventory will be maintained at apprapriate levels required by the state
requitement and based on the current approved menus.

The food service director/cook/cooks helpers may sign for food and supplies
teceived, .

a,

All items indicated on the invoice will be verified as delivered before
invoices are signed.

All invoices will be kept in a designated area of the department.
Invoices will be turmed in to the business office daily/weekly.

Food will be stored promply after receipt by the employee(s) designated by the
food service director. '

a.

All perishable foods will be stored at proper temperatures refrigerated, 45
degtees or below, frozen, § degrees or below; properly functioning
thermometers will be visible in each separate cold sforage unit. No food is
to be stored on the fioor of the walk-in refrigerator or freezer.

Staple and frozen foods will be stored with new product to the back so that
the older product will be used first (FIFO first in/first out).

Dry food supplies will be stored at least six inches above the floor in a
clean, dry, and ventilated room that is not subject to waste-water backflow.
Temperature is to be maintained at 50 to 70 degrees.

Lighting, ventilation, and humidity will be controlled to prevent
condensation of moisture and growth of molds. .
All non-food supplics will be stored in separate areas from food; all supplies
will be cleatly labeled.

All food will be stored in areas protected from contamination by

condensation, leakage, drainage, rodents, or vermin. Pest control
Procedures will be followed.



3. g After opening dry food items the remaining product will be wrapped

securely with plastic wrap or placed in an airtight container and labeled and
dated with the date opened.

h. Any food product that is labeled by the manufacturer to be refrigerated

After opening will be dated when opened and placed in refrigerator after
use.

Policy revised 10/14/2010

Approved by: ‘//% ¢ Z-#2#Food Service Director
</ y /)/# / / / Administrator
EAEY A




Sahitization can occur by means of application of heat or concentration
of chemicals for enough time to reduce the bacterial count on surfaces of
equipment and utensils. Common methods of sanitizing are:

1. mechanical dish machine at 180° F (66° C) at 15-25 psi pressure.

2. immersion for at least one-half (1/2) minute in clean hot water of at
: least 170° F (77° C). '

3. immersion for at least one (1) minute in a clean solution containing at

least 50 ppm of available chlorine at a temperature of at least 75° F
(24° C).’

4. immersion in any other chemical sanitizer approved by the State Board

of Health at a strength and for a period as stated on the product’s
officially approved label.

mechanical dishwasher using a chemical sanitizer which is automat-
ically dispensed into the final rinse according to the manufacturers
specification at a temperature specified by the manufacturer,

Once utensils and equipment have been cleaned and sanitized, they

should be allewed to air dry; the use of towels may re-contaminate. sanitized
surfaces.

Once equipment and utensils have been sanitized, they should be han- -
dled and stored to protect the equipment and utensils from re-contamination.

When chlorine bleach is to be used as a chemical sanitizer, one (1)
tablespoon of a product which contains 5 1/4% of available chlorine added to one

(1) gallon of water at least 70° F (24° C) will provide a solution of 100 ppm of
available chlorine.

70



Cleaning Meat Slicers
Policy:
Meat slicer will be maintained in clean, sanitized condition.

Procedure:

1. Clean after each use.

2. Unplug from electrical outlet before beginning to clean.

3. Remove blade guard, blades, and other removable pieces. Wash in

warm detergent water. Rinse in clean hot water to which a sanitizer

has been added and air dry. Replace immediately.

4. Wipe the slicer blade and base with a sudsy cloth, wipe with clean cloth,
then with sanitizer, and wipe dry with a dry cloth.

5. Replace all parts including blade guard.
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| (3) Malntains a record of incidents and cottactive

| (b} Preventing Spread of infection

Contihued From page 1

The facility must establish an Infectlon Control
Program under which It - :

(1) Investigates, controls, and prevents infections
In the facliity; '

(2) Decides what procedures, such as Isolation,
should be applled to an Individual resident; and

actions related to infections,

(1) When the Infection Control Program
determines that a resident needs Isolation to
prevent the spread of infection, the facility must
Isolate the resident.

(2) The facllity must prohiblt employess with a
communicable disease or infected skin leslons
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facllity must require staff to wash their
hands after each direct resident contact for which.
hand washing is Indicated by accepted
professional practice.

(c) Linens
Personnel must handie, store, process and

transport inens so as to prevent the spread of
infection,

This REQUIREMENT s not met as evidenced
by: -

Based on cbservatlon and interview it was
determined the facility falled to malntain an
Infaction control pragram to provide a safe, -
sahitary and comfortable environment and to help
prevent the development and transmission of
disease and infection, as evidenced by: 1) During
the medication pass staff did not wash her hands

F 441

FORM GMS-2887(02-98) Previous Verslong Obsolels Evant ID: GBLN11

Facility ID: 100429
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A. BULDING
185440 B. WING 10/07/2010
-4AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4} ID BUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'8 PLAN OF COR™EGTION ()
PREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX ' (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DAYE
DEFICIENGY) - :
F 441 Continued From page 12 F 441| Preparation or execution of
batween placing hearing aids Into a resident's This plan of correction does not
ears and administering eyes drops, 2) : ission or
Observation during.the meal service revealed constltutetatdm alleged
staft did not sanitize thelr hands after tauching her agreement o any allege
halr and face and before assisting rasidents with deficiencies cited in this
eating, 3) Observations revealed Resident #8's document. This plan of
catheter tubing was dragging on the fleor. cotrection is prepared and
The findings include: execyt_ed, as required by the
- provision of federal and state
1. Observation of the medication pass on law.,
10/06/10 at 8:30 AM, revealed Licensed Practical
Nurse (LPN) #6 to enter a resldent's room, wash 5 Infection Control
her hands and apply gloves. She then put the F 441 483.6 d. linens
resldent's hearing alds In both ears, then she Prevent spread,
removed her gloves, but did not wash her hands SS5=D , .
before applying a new palr of gloves and The facility must establish and maintain
agm:n:s:er:ng &ye dro%s to eav;th ?I'g After X an Infection Control Program designed
agministering the eye drops, she did remove her to ide saf: itary and comfortable
provide safe, sanitary
?cl,z\rr:.s and washed her hands before leaving the environment and to help prevent the
‘ development and transmission of
During Interview with LPN #6 on 10/06/10 at 9:30 disease and infection.
Qgﬁ' d?ah?bittalt?f;jasm:)t:g?vmﬂssrg };ad ":"?“"rheg her 1.All residents could be affected
) v 985 0 usss | forgot", . .
She continuad with you should always wash your F)y the CIt?d deﬁ(.:len.cy. All staff
hands when you remove gloves betore you apply involved in medication pass were
new gloves, for infaction control. re-educated on 10/25/10 by Pat
2 Ob on duri | i 1000540 Feldhaus Inservice Education
- Ovservation during mea! service on at .
12:40 PM revealed Certifled Nursing Asslistant Coordmatqr on glovcfiz use alf;d
(CNA) #2 touched her halr and forehead and hand washing procedures after
praceeded to cut a resldent's meat with the applying hearing aids and before
resldent's knife and fork without sanitizing her instilling eye drops. This process
hands. Further observation revealed the CNA . will be monitored by the Inservice
also loaded a resident's fork with mashed ' ion Coordinat d Pharmacist
potatoss and gave the fork to the resident and stil Education Coordinator an
had not sanitized her hands, with each med pass and any problems
noted will be addresggd at the time

FORM CMS-2687(02-99) Pravious Varslons Obsolete Event It GBLNT1

Facliity ID: 100420 ) It continuatlon sheat Page 13 of 15
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Interview on 10/05/10 at 1:10 PM with CNA#2
revealed she was unaware that she touched her
halr and forehead. She stated she should have
used hand sanflizer after she touched herself and
before she touched the residents' utensils,

Interview on 10/07/10 at 9:30 AM with LPN #8,
Second Floor Unit Manhager, revealed the CNA:
should have sanitized her hands after she
touched her halr and facs.

Interview on 10/07/10 at 3:50 PM with the Director
of Nursing revealad the CNA should have washed
her hands or used hand sanitizer before she
touched the resldents’ utensils,

3. Heview of Resident #8's medical record
revealed diagnoses which Included Diabetes
Mellitus, Alzhelmer's Disease, Atherosclerotic
cerebrovascular disease and urinary retention.

Review of the Qctober Treatment Administration
Record (TAR) revealed Resident #8 recelved
"Foley" (indwelling) catheter care each shift,

Observation on 10/07/10 at 9:22 AM revealsd
Resldent #8's cathetar tubing was in contact with
the floor In the main hallway as the resident was
sltting in his/her whealchalr prepating for an
activity which was to take place In the hallway in
front of the nurse's station. The residant's
catheter tubing was noted to lay on the floor
during the activity for a total of thirty (30) minutes,

Observation on 10/07/10 at 9:50 AM revealed
Rasident #8 using his/hér wheel chalr for
transport down the hallway after the activity had
ended with the catheter tubing noted to still be in
contact with the floor,

" 10/25/2010 by Pat Feldhaus Inservice

" the bladder, but not touching the floor
- to help prevent urine backflow/UTTI’s.
- No resident has been affected
. by this lack in process as evidenced by
- review of all residents with ¥/C, previous

| sheet and reported as part of the &+

- and the tubing was placed in a

FORM CMS-2687(02-90) Provious Verslons Obsoleta
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A. BUILDING
B. WING
‘ 185440 10/07/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDHESS, CITY, STATE, ZIF CODE
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECGTION (X8)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE "COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
DEFIGIENGY) _
. This information will
F 441 | Continued From page 13 F 441 they are found. T v

be logged on the med pass review \\30\

Quarterly QA process.
2. Staff were re-educated on

Education Coordinator on hand
washing prior to feeding resident and
of the need to stop and wash their
hands any time during feeding in

which they touch their hair, face, chairs,
residents, etc. Any problems noted
during the feeding process will be
addressed as found.

3. Resident # 8 F/C bag was replaced

 catheter bag cover under W/C by unit
manager when noted. Staff were
re-educated on all catheter tubing |
being properly positioned so as not to
touch, or drag on the floor on 10/25/10

by Pat Feldhaus Inservice Education
coordinator. This education included
keeping the F/C bag below the level of

or current UTI’s, & further
review of the tracking & trending that
occur monthly,

If continuation shast Page 14 of 16
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Iriterview with Unit Manager #7 on 10/07/10 at
9:55 AM revealed Resldent #8's cathoter tubing

should not be In contact with the fioor secondary
to bacteria and germs.

meeting and will also report on these as W\O?(
_ part of the Quarterly QA meetings. ¥ Aol
y o

: _ FORM APPROVE
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO. 0938-039?
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE '
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: o) CONSTRUCTION O CoMhLETED
" _ A. BUILDING
1 B.WING '
| NAME OF PROVIDER OR 8U == 10200
_ R OR SUPPLIER S8TREET ADDRESS, CITY, STATE, ZIP CODE
VILLAGE CARE CENTER | 2950 RIGGS AVENUE
ERLANGER, KY 41018
(X4} Ib SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORREGTION
PREFIX {EACH DEFICIENCY MUST B PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE compLeTIoN
TAQ GULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ , : DEFICIENGY) _
F 441 | Continued Fron - Uni
ontinued From page 14 F 441| The Unit Managers are a part of the

QA committee and make rounds on the
Units frequently throughout each day.
They are observing handwashing, F/C

bag positioning and meal observation

as do other staff members on the unit,

Any problems in these areas are addressed
As identified and staff re-educated at the
Time noted. Unit managers will monitor
F/C tubing positioning & report on this at
Stand-up morning meeting as well as bring
reports for any patterns found on their units
from the above findings to the weekly risk

Date of Completion: Oct 26, 2010
Persons responsible: Rita Cahill LPN
Director of Quality and Reporting,
Pat Feldhaus RN Inservice Education,
Consulting Pharmacist, Unit Managers,
& Tony Zubrowski, Administrator

‘o

FORM CMS-2687(02-09) Pravious Versfons Obsolate

Event ID:GBLN1t
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Stand up Report

1A Wbt

Unit; Date:

New Admits/Readmits

Room Name Room Name
Discharge

Room Name D/C to Reason
Incidents

Room Name Fall Other

Behavior Issues

Room Name Brief Description

Sick

Room Name Brief Description

Nuttition

Hydration

BM

F/C Bag/Tubing off Floor FIC Bag/Tubing off Floor

~ WM¥es / or No Yes or No

o).v[t‘:j",’e_gl or No Yes or No

/D7 — 3 Yes Yor No Yes or No

N



Staff Education for Peri Care

Employee:

Observation of Technique:

1. Appropriate Hand washing Yes
2. Gloves Used Yes
3. Proper Technique observed for Yes

Peri care

4. Briefs if used disposed of properly  Yes
5. Soiled Linen handled properly Yes

Signature of observer:

Time:

Form initiated June 2010

No

No

No

Date:

N/A
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R A BULDING o1
B, WING
185440 10/07/2010
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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L
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X4 1D SUMMARY STATEMENT OF REFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSG IDENTIFYING INFGRMATION) TAG cnoss-HEFERENGEg'toTy)E APPROPRIATE DATE
DEFICIENGY.
K 000 | INITIAL COMMENTS | ooo} Preparation or execution of
' This plan of correction does not
A Life Safety Code survey was initiated and constitute admission or
concluded on 10/07/2010. The facility was found ' agreement to any alleged

to ot mest the minimal requirements with 42

iencies cited in this
Code of the Faderal Regulations, Part 483.70. deficiencies ci

The highest scope and severity deficiency document. This plan of
Identified was an "F". . correction is prepared and
K 050 [ NFPA 101 LIFE SAFETY CODE STANDARD K060| executed, as required by the
S8=E provision of federal and state
Fire drills are held at unexpected times under law
varying conditions, at least quarterly on each shift. " K 050 NFPA 101 Life Safety
The staff Is famiilar with-procedures and is aware dard
that drills are part of established routine. Code Standar
Responsibllity for planning and conducting drills is SS=F .
assigned only to competent persons who are This facility has a policy in

qualitied to exercise leadership, Where drllis are R ting quarterl
conducted between 9 PM and 6 AM a cod Eﬁ" &BW f‘;lr conduch Eg 'Althzu .
announcement may be used Instead of augibit ir% driils on each shifi. g

alarms.  19.7.1.2 / -1 2010 thdjdrills were conducted at the
: . N[W 12 e time on 11/30/2009,
BYinelmsmmrmer==04 7/2010 and 8/23/2010, they
This STANDARD Is not met as evidenced by: were on different units of the
Based on Interview and record review it was nursing home. We have .
determinad the facility failed to ensure fire drills re-educated staff on this policy

were held under varlous conditions. he deflciency

ill be conducting fire drills
affects all residents and staff. and will b g

at various times on the shifts

The findings include: quarterly. The safety committee
will monitor the times of these
Record review on 10/07/2010 at 1:53 PM, , fire drills.
revealed fire drills conducted on 11/30/2009, : - e i
05/27/2010, and 08/23/2010 for 2nd shift were all | PDate of Comple%olnj %Cta%’ 2010
conducted at 2:30 PM. Fire drills must-be ersons responsible: Kodney
conducted to address varlous condltions at the Kannady, Executive Director of
facility, The observation was conflrmed with the Maintenance, Brian Blair, Safety
Maintenance Director. Committee Chairperson, Tony
Interview on 10/07/2010 at 1:53 PM, with the Zubrowski, Administrator
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE T TITE o) DATE
' 4 M 1‘4‘0/”’“[57\/{4%&« [O(29f1e

Any deflcler:oy statement gnding with an asterlsk {*) denotes a defiglency which the Institution may be excused from correcting providing it Is determinad that
other sataguards provide sufficlent proteation to the patients. (See instructions.) Except for nursing homes, the findings stated-above-are disclosable 80 days
following the date of survey whether ar not a plan of correctlon Is provided. For nursing homes, tha above findings and plans of corraction are disclosable 14

days follawing the date these documents are mads avallable to the facility. if doftaiencles are cited, an approved plan of corrsclion Is requisite to coninued
pregram participation, .

FORM CMB-2687(02-89) Previous Verslons Obsolete Event ID: ABLN2Y Facllity ID: 100429 If continuation sheat Page 1 of 7
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Preparation or execution of
This plan of correction does not
constitute admission or
agreement to any alleged
deficiencies cited in this
document. This plan of
correction is prepared and
executed, as required by the
provision of federal and state
law.

K 050 NFPA 101 Life Safety
Code Standard

SS=F

This facility has a policy in
place for conducting quarterly
fire drills on each shift on
different units of the nursing
home. We have re-educated
staff on this policy and will

be conducting fire drills

at various times on the shifts
quarterly. The safety committee
will monitor the times of these
fire drills.

Date of Completion: Oct. 27, 2010
Persons responsible: Rodney
Kannady, Executive Director of
Maintenance, Brian Blair, Safety
Committee Chairperson, Tony
Zubrowski, Administrator



Village Care Center
Fire Drills

Regulation;

K 050

NFPA 101 Life Safety Code Standard

Fire drills are held at unexpected times under varying conditions, at least quarterly on
each shift. The staff is familiar with procedures and is aware that drills are part of
established routine. Responsibility for planning and conducting drills is assigned only to
competent persons who are qualified to exercise leadership. Whete drills are conducted
between 9PM and 6AM a coded announcement may be used instead of audible alarms.

olxcx

It is the policy of this facility that there will be a fire drill on each shift every quarter and

at various times through out the shift. Results of fire drill arc documented on fire drill log
and forwarded to Maintenance,

Procedure:

1.

When the fire alarm sounds, an overhead page (pressing 01 & overhead page
button on phone) is made for “Code Red” and the focation, from a staff member
on the 1* floor. The location is found on the fire panel box in the hall between the
nurse’s station and the nourishment/med room.

Residents are to be removed from the hall and placed in secure rooms with doors
closed.

One staff member from each unit is to procedure to fire location with a fire
extinguisher.

Remaining staff on unit are to monitor the residents to assure they are in a safe
location and fo also monitor the exit doors as the security on the doors releases
any time the fire alarm is activated. Staff should actually press on door to assure
it does open at this time.

Someone on each unit should call the 1* floor to let staff know that their unit is
secure once everyone is in a safe place. Confirm the resident count against the
Daily Census Report to insure that all residents are accounted for.

Once the fire drill is complete. An announcement of “Code Red All Clear”, will
be made and staff may then help residents back to the areas they prefer to be in.
Staff member in charge of fire drill will log on Fire Drill log sheet the time of the
drill, date and staff members who monitored and checked the exit doors and then
forward this sheet to maintenance.

Staff member in charge will debrief staff after the drill explaining which aspects

of the drill were handled correctly & which areas need improvement educate on
areas needing improvement.

Policy updated 10/27/2010 ﬂ
Approved by: /)4 1y J Administrator

Mx M Maintenance Director
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D
K 050 | Continued From page 1 K 050

Maintenance Director, revealed the fire drills were
conducted at 2:30 PM so malintenance staff could
| get them completed, before they laft for the night.

Reference: NFPA 101 (2000 adition)

19.7.1.2* Fire drills In health care ogcupancies
shall Include

the transmisslon of a fire alarm signal and
simulation of emergoncy

fire conditions. Drills shall be conducted quarterly |
on

each shift to familiarize facility personnel {nurses,
Interns,

maintenance engineers, and administrative staff)
wlth the signals

and emargency actlon required under variad
conditions.

When drllls are conducted between 9:00 p.m.
(2100 hours)

and 6:00 a.m. (0800 hours), a coded
announcement shall be

permitted to be used Instead of audible alarms.
Exception: infirm or bedridden patients shall not -
be required to be

moved during drills to safe areas 6r to the exterior

of the building Preparation or execution of
K 061 | NFPA 101 LIFE SAFETY CODE STANDARD K081 This plan of correction does not
88=F ] o
Required automatic sprinkier systems have constitute admission or
valves supervised:so that at least a local alarm agreement to any alleged
will sound when the valves are closed. NFPA : deficiencies cited in this
72,97.2.1

document. This plan of
correction is prepared and
executed, as required by the
provision of federal and state

[aw.
This STANDARD s not met as evidenced by:

FORM CM8-2687(02-09) Pravious Verslons Obsolate Event ID: @BLN21 Fachlty 1D: 100429 If continuation sheet Page 20f 7



VILLAGE GAKE CENIER
STAFF DEVELOPMENT REPORT

oaTE __| O\ 2 (Q\ 15 TIME STARTED j/ 'ﬁ/”
TIME ENDED 1Kad
‘j\ SUBJECT Hu o meti(, SPri ﬂK €7 " \NsTRUGTOR HCdn?Li Vﬂﬂﬂﬁ([ o ~Mdinttnse
Sysk n DireCior
Brief outline of Subject-Matter: _
Qe ¢ Adachect

L &m@m fors inspectd wieektly + exeresed m/f/ (oad
Gor Bouminy Fes per month- YAt uménted on /04 Aﬁﬁf

- ON : ON
DUTY? SIGNATURE DEPT. DUTY?

I SIGNATURE ‘ DEPT.




Preparation or execution of
This plan of correction does not
constitute admission or
agreement to any alleged
deficiencies cited in this
document. This plan of
correction is prepared and
executed, as required by the
provision of federal and state
law.

K 061 NFPA 101 Life Safety
Code Standard '
SS=F

Required automatic sprinkler
systems have valves supervised so
that at least a local alarm wiil
sound when the valves are

closed. Post indicator valve

had a tamper switch instalied by
Alpha Fire Protection on Oct. 27,
2010 and this valve was wired to the
fire alarm system by Rescomm
Security on 10/29/2010.

This system will be monitored
through our Fire alarm system
and testing will be completed by
Alpha Fire Protection during the
Sprinkler inspections.

Date of Completion: Oct. 29, 2010
Persons responsible: Rodney
Kannady, Executive Director of
Maintenance, Tony

Zubrowski, Administrator
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This deficlency affects all residents and staff.
The findings include:

-Observation on 10/07/2010 at 2:31 PM, revealsd
that the post Indicator valve was not electronically
supervised, The post indicator vaive supplies
outside water to the sprinkier system. The post
indicator valve must be electronically supervised
to prevent the post indicator valve from being
mistakenly turned off and shutting off the outside
supply of water to the Sprinkler System. The
observation was conflrmed with the Maintenance
Director,

Interview on 10/07/2010 at 2:31 PM, with the
malntenance Director revealed that he was
unaware of the post indicator valve not mesting
code untll the Life Safety Code survey.

Reference: NFPA 101 (2000 edition)

9.7.2.1* Supervisory Signals.

Where supervised automatic sprinkler systems
are required by another section of this Code, -
supervisory attachments shall be Installed and
monitored for integrily in accordance with NEPA
72, National Fire Alarm Code, and a distinctive
supervisory signal shall be provided to Indicate a
condition that would impair the satisfactory
operation of the sprinkler system. Monitoring shall
include, but shall not be limlted to, monitoring of
control valves, fire pump power supplies and
running conditions, water tank levels and
temperatures, tank pressure, and air pressure on

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING o
B. WING
185440 . 10/07/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2900 RIGGS AVENUE
ILLA RE CENT -
VILLAGE CA ER ERLANGER, KY 41018
(X4) iD SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL - PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 061 | Continued From page 2 K 061
Based on observation and interview, it was K 061 NFPA 101 Life Safety
determined the facility failed to maintairi the Code Standard
sprinkler system, according to NFPA standards. QS=F

Required automatic sprinkler
systems have valves supervised so
that at least a local alarm will
sound when the valves are

closed. Post indicator valve

had a tamper switch installed by
Alpha Fire Protection on Oct. 27,
2010 and this valve was wired to the
fire alarm system by Rescomm
Security on 10/29/2010.

This system will be monitored
through our Fire alarm system
and testing will be completed by
Alpha Fire Protection during the
Sprinkler inspections.

Date of Completion: Oct. 29, 2010
Persons responsible: Rodney
Kannady, Executive Director of
Maintenance, Tony

Zubrowski, Administrator
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K061 Continued From page 3 _ K081\ preparation or execution of
dry-pipe vaives, Supervisory signals shall sound This plan of correction does not
and shall be displaysd sither at a location within . Jmisst
the protected building that is constantly attended constitute admission or
by qualified psrsonnel o at an approved, : agreement to any alleged
remotaly located recsiving facility. deficiencies cited in this
* K070 | NFPA 101 LIFE SAFETY CODE STANDARD K070| document. This plan of
88=D . .
Portablé gpace heating devices are prohibited In correction 1s p rep'ared and
all health care occupancies, except in , execpt.ed, as required by the
non-sleeping staff and smployee areas where the provision of federal and state
heating elements of such devices do not exceed law.
212 degrees F, (100 degress C)  19.7.8
' ' K 070 NFPA 101 Life Safety
Code Standard
S8=D
This STANDARD s not met as evidenced by: Portable space heating devices are
Based on observation and interview it was el 1
determined the facllity failed to ensure, portable P mhlblte(.i in all heal.th care leeni
space heaters used In the facliity were according occupancies, except in non-sleeping
to NFPA standards. This deficlency affects all staff and employee area where the
staff in the basement area offices. heating clements of such device do
12 degrees F. After
The findings include: pOt e>t<f: eetc.l 2 b Egecutive Director
Observation on 10/07/2010 at 12:03 PM, revesied nvestigation by £x ;
that an unapproved space heater was being used of Maintenance, of p.ortable heatln.g
In the Social Services Offlce. Unapproved units on the market, it was determined
heaters cannot be used In heaith care facliities than the heating elements were higher
due to increased tisk of fire. The observation was :
confirmed with the Maintenance Diréctor. that the 212 qegree‘F p eletted, so.no ,
' portable heating units will be permitted
Interview on 10/07/2010 at 12:03 PM, with the - in this facility at this time.
Maintenance Director, revealed the facility could
not produce any documantation that the heater L
was approved for-use in heath care facilities. Date of Complet.tlon. Oct. 26, 2010
Persons responsible: Rodney
Reterence: NFFPA 101 (2000 edition) Kannady, Executive Director of
19.7.8 Portable Space-Heating Devices. Portable Maintenance, Tony
space-heating Zubrowski, Administrator .
FORM Ch8-2667{02-99) Pravious Verglons Obsolate Event ID: GBLN21 Facliity iD{ 100420 if contlnuatlon shaet Page 4 of 7
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Village Care Center
Policy for Portable Heating Units

Policy:

In accordance with K070 & NFPA 101 Life Safety Code
Standards, Portable space heating devices are prohibited in all
health care occupancies, except in non-sleeping employee areas
where the heating elements of such devices do not exceed 212
degrees F. After investigation by Executive Director of
Maintenance, of portable heating units on the market, it was
determined that the heating elements were higher than the 212
degree I permitted, so no portable heating units will be permitted
in this facility at this time.

Policy initiated 10/26/2010

Approved by:  ~7 ;v {»wéé ;‘49/ ‘2«-&/ [©

Administratoy =~ ¢ Date

Ahr S DAY/

Executiv‘g Director of IVIaintenance ‘ Dite




Attention Staff

In accordance with K070 &
NFPA 101 Life Safety Code
Standards, Portable space
heating devices are
prohibited in all health care
occupancies.

Please do not bring them in
and 1f you have one here, it
must be removed from the
facility Immediately.

Thanks
Maintenance Department
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88=F

No furnishings or decorations of highly flammable
character are used. 19.7.5.2, 19.7.5.3, 19.7.5.4

This STANDARD is not met as evidenced by:
Based on observation and Interview, it was
determined the facliity failed to ensure
decoratlons used inside the facllity were
honflammable. This deficiency affects
approximately (28) residents.

The findings include:

Observation on 10/07/2010 between 10:31 AM
and 11:20 AM, revealed resident room doors
(320, 305, 307, 308, 205, 207, 209, 210, 101,
102, 103, and 105} had wreath decoratlons on the
doors. The cbservation was confirmed with the
Maintenance Director, Decorations in health care
facilities must be flame retardant to limit the
spread of fire.

Interview on 10/07/2010 at 10:31 AM, with the
Maintenance Director, revealed the decorations
were not treated with spray to make the
decorations flame retardant.

Reference: NFPA 101 (2000 adition)
19.7.5.4 Combustible decoratlons shall be

executed, as required by the
provision of federal and state
law,

. K073 NFPA 101 Life Safety

Code Standard

SS=F

Based on the survey findings of
wreaths on doors in rooms 320,
305, 307, 308, 205, 207, 209, 210,
101, 102, 103 and 105 not being
flame retardant, the Executive
Director of Maintenance has
purchased flame retardant spray.
This spray will arrive by 11/4/2010
and all wreaths will be sprayed at
that time, Activity Department will
monitor the resident doors on a
monthly basis for wreaths and
document this on a QA monitoring
log. This monitoring will become
part of the quarterly QA process.
Resident newsletter that goes out
to residents and families monthly
will contain an entry about

{Xd4) I SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {¥5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD aE COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 070{ Continued From page 4 KO70f Preparation or execution of
devices shall be prohibited in all health care This plan of correction does not
gccupancias, : ission of
Exception: Portable space-heating devices shall constitute admlsSI;)ll d
be permitted to be used agreement to any allege
in nonsleeping staff and employee areas where deficiencies cited in this
the heating slements of document. This plan of
such devices do not excead 212°F (100°C). correction is prepared and
K073 | NFPA 101 LIFE SAFETY CODE STANDARD K073
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185440 B WiNG 10/07/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP CODE
2590 RIGGS AVENUE

.Based on interview and record review it was

Generators are inspected weekly and exercised
under load for 30:minutes per month in
accordance with NFPA99.  3.4.4.1,

This STANDARD s not mat as evidenced by:

determined the facility failed to ensure the
emergency generator was maintained according
to NFPA standards. This deficlency affects all
staff and residents.

The findings Include:

Record review on 10/07/2010 at 2:09 PM,
reveated the facility had not exercised the
emergency generator undertoad for the months of
January, May, and September 2010. The
emargancy generator must be exercised
underload every month {0 ensure its rellablilty
during a power outage. The observation was
confirmed with the Maintenance Director.

VILLAGE.CARE CENTER | ERLANGER, KY 41018
(Xa) 10" SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORREGTION o5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH.GORRECTIVE ACTION-SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nsseaeggggéﬁ g;l;l)ﬁ APPROPRIATE DATE
K 073{ Continued From page 5 K073| wreaths being brought in for the
prohiblted in any residents to enjoy, must be flame
health care occupancy unless they are retardant. Maintenance & Activity
flame-retardant,
Exception: Combustible decorations, such as staff have been educated related to
photographs and paintings, this issue.
In such limited quantities that a hazard of fire Date of Completion: Nov 4, 2010
gs::algﬁgﬁgig:esem Persons responsible: Rodney
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| Kannady, Executive Director of
88=£ Maintenance, Sue McVey Activity

Director, Tony Zubrowski,
Administrator

Preparation or execution of
This plan of correction does not
constitute admission or
agreement to any alleged
deficiencies cited in this
document. This plan of
correction is prepared and
executed, as required by the

provision of federal and state
law,
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Quality Improvement
Review Form

Content Area: _K 073 & NFPA 101 Life Safety Code Date:

Area of Review: _ Wreaths on resident doors Evaluator;

Standard:__No furnishings or decorations of highly flammable character are used.

Data Source: Direct observation of resident doors

Room # >

INDICATORS

1. Is wreath present on door

2, Was wreath there last month

3. If No was Maint/Act Dir
notified?

Y=Yes N=No
Note: The following rooms have flame retardant treated wreaths:
101, 103, 105, 201, 205, 207, 209, 210, 305, 307, 308, 320

Remarks :
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K 144 | Continued From page 6 . K144
Interview on 10/07/2010 at 2:09 PM, with the K 144 NFPA 101 Life Safety
Maintenance Director, revealed that the Code Standard
emergency generator was exercised underload SS=E

each month by his assistance.

Interview on 10/07/2010 at 2: 15 PM, with the
Asslstant Maintenance Director, revealed that he
was unsure how to document that the emergency
generator had been exercised. He further stated
he was not sure if the emergency generator had.
been exerclsed underioad for the Months of
January, May, ar September.

Referance: NFPA 110 {1999 edition)

8-4.1* Level 1 and Level 2 EPSSs, including all
appurtenant

components, shall be inspected weskly and shall
be exerclsed

under load at least monthiy.

Exception: If the generator set Is used for standby
power or for peak

load shaving, such use shall be recorded and
shall be parmitted to be-

substituted for scheduied operations and testing
of the ganerator set,

provided the appropriate data are recorded.

Generators are inspected weekly
and exercised under load for 30
minutes per month in accordance
with NFPA 99, The Executive
Director of Maintenance will review
all log books on a monthly basis to
assure all policies are being followed
related to checking generator
weekly and exercising under load
for 30 minutes per month. All
maintenance department staff have
been re-educated on logging of

their monitoring of the generator
load testing as the policy was

in place, but not followed. This
monitoring will be reported on
Quarterly at the QA meeting by
Maintenance designee.

Date of Completion: Oct 26, 2010
Persons responsible: Rodney
Kannady, Executive Director of
Maintenance, Tony Zubrowski,
Administrator
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