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Plan of Correction Disclaimer for Rivers
F 000 | INITIAL COMMENTS £~ 000 Edge Nursing and Rehabilitation Center
Submission of this plan of correction is not a
| legal admission that a deficiency exists or
! A standard heatth survey was conducied that this statement of deficiency was
10/30/12 through 11/1/12. A Life Safety Code correctly cited, and is also not to be
survey was conducted on 10/30/12 through construed as an admission of interest
10/31/12. Deficiencies were cited with the against the facility, the Administrator or
highest scope and severity of a“F" with the facility | any employees, agents, or other individuals
having the opportunity to correct before remedies who draft or may be discussed in this
would be recommendad for imposition response and plan of correction. In addition,
! o - ’ | preparation of this plan of correction does
: This was a Nursing Home Inttiative survey with | notconstitute an admission or agrecinicat of
= ] b ; any kind by the facility of the truth of any
entrance on 16/30/1‘2 at 7:00 AM. facts alleged or see the correctness of any
F 279 483.20(d), 483.20(k){1) DEVELOP F 279| allegation by the survey agency.
§S=E | COMPREHENSIVE CARE PLANS Accordingly, the facility has prepared and

submitted this plan of correction prior to

! I .
A facility must use the resuits of the assessment the resolution of any appeal which may be
filed solely because of the requirements

to develop, review and revise the resident's

comprehensive pian of care. under. st.ate and federal law tha_t max'xdgte
submission of a plan of correction within

- , . f a diti
The facility must develop a comprehensive care (10) fen day.s of t he survey as a condition to
. ; participate in Title 18, and Title 19

plan for each resident that includes measurable programs. The submission of the plan of

objectives and timetabies to meet a resident's correction within this timeframe should in

medical, nursing, and mental and psychosocial no way be construed of considered as an

| needs that are identified in the comprehensive agreement with the allegations of

noncompliance or admissions by the facility.
This plan of correction constitutes a written
allegation of submission of substantial
compliance with Federal Medicare
Requirements.

assessment. |
|

The care plan rust describe the services that are
to be furnished to attain or maintain the resident's
| highest practicable physicat, mental, and
| Psychosocial weli-being as required under |
§483.25; and any services that would otherwise ,
: be required under §483.25 but are not provided
| due to the resident’s exercise of rights under ,’
} §483.10, including ine right 1o refuse reaiment !’
i
!

tunder §483.10(b)(4).

|

This REQUIREMENT is not mel as evidenced

{ by:
ABORATORY-PIRECTOR'S OR PROV?DEECSUPPUER REPRESENTATIVE'S SIGNATURE - TITLE {X8) DAY}
RGOS O T PR Womocspaton A 12150
x Y fﬁé/ / (A }i,{,{ I (/ J{’ /ﬁ?&’?ﬁéﬁf}fl&,‘ AL A ) Z«) S/
—

they'safeduards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
sllowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disciosable 14

ays following the date these documents are made availabie io the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

rogram participation.

ny d?y statement ending with an astarisk (*) denotes a ds! ciency which the institution may be excused from correcting providing it is determined that
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F 279 | Continued From page 1 F 279

Based on obsarvation, interview, record review
and review of the facility's policy Fesident Care
Plan, it was determined the facility failed to
develop, review or revise the care plan for five (5)
] of eighteen (18} sampled residents and nine (9)

} unsampled residents (#1, #2, #4, #7 and #12).

j The facility failed 10 davelep a plan of care to

i include the infection conirolfisolation p;@cezut:ons
| for Residents #4 and #12. The facility failed to
develop a plan of care for behaviors fcz Resident
#4. The facility failed to update/revise care plans
for Residents #1 and #7. The facility failed to

incorporate music inio the care plan for Res;dent
#2.

The findings inciude

Review of the faciii

| Care Plan from {h: Sarvices | *ﬁarm
dated 10/20085, rev nie deveiopment and

implemeniﬁat‘cn the care plan would cocur by

pamcxpatmg disciglines avallable in the facility at

| ateam conf &;ema under the diraction of the

f Registered Nurse Coordinator. The policy

& deveopment of the care plan came
| tfied probiems and needs of the

| residents and each problem or need had specific
f goals that were measurable and had a iimetable.
|
|

The policy aiso revealed the care plan should be
a working too{ f’Cf fn@ facility to use in providing
care to the re a ww VOLIG

#12 revesied the

.

F279 483.20(d), 483.20(k) (1)
DEVELOP COMPREHENSIVE
CARE PLANS

1. During the annual survey
conducted on 10/30/12 it was determined
by the surveyor that the facility failed to
develop, review, or revise care plans for
five (5) of eighteen (18)sampled
residents and nine (9) unsampled
residents (#1, #2, #4, #7, and #12). The
facility failed to develop a Plan Of Care
to include infection control//isolation
precautions for residents #4 and #12. The
facility failed to develop a Plan Of Care
for behaviors for resident #4. The facility
failed to update/revise care plans for
resident #1 and #7

2. Resident #1 care plan was
reviewed/revised/resolved on 11/21/12 to
reflect current Plan Of Care, resident #2
care plan was reviewed and revised on
11/21/12 to reflect current Plan Of Care,
resident #4 care plan reviewed and

i revised on 11/6/12 to reflect current Plan
Of Care, resident #7 care plan was
reviewed/revised/resolved on 11/2/12 to
reflect current PLAN OF CARE, resident
#12 care plan was reviewed and revised
on 11/2/12 to reflect current PLAN OF
CARE. 100% of all sampled and
unsampled residents care plan audit
implemented on 11/21/12. Education/in-
service completed with the

| care plan dvi ity the resident as requiring Interdisciplinary Care Plan Team
sii iR es g wagdyleshn & 2 R -
i ‘52@‘?; Wﬁ f ‘ e ““f!;" ‘Z;}” f“ff“{"“ ihe regarding facility policy for care plan
]i resigent was praced under or fisted any review/revisions and resident invitation
“ORM CMS-2567(02-99) Previcus Yarsions Ghsolels Evant 153 6PY011 Facitity 1D: 100430 If continuation sheet Page 2 of 30
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E
!
|

|
|
|
|

?

l

I
|

outside ths

I hand of the re
| that followeo
| open area to hi

| Interview, o

Observation, cn 10/30/12 at 7:40 AM, during the
{ tour of the faciiity revealed no isolation precaution
sign on the d&(}a” EO me room of Residant #12.

i Personal pro { (PPE)Y was noted
m of Resident #12,

A b

(RS0 H

fan for Residant #1
Focus (problem or
uat fluid volume

: rfa;.y d ueifc to monitor the
igns and symploms of

an notification as indicated.

L concern) of Poon
deficit due 1o tekir
intravenous site far
infection and phyys

Observation, on 10/20/12 at 10:00 A, of

Resident « 1 wiiic in Priysical Therapy revealed
the resident had no intravenous slie on hie/har
person. Inier i e o
observation

he/she hat ne i

3. Record review of "or Aesident #7

revealed a o8 s of Actual
Skin Integrit kin icar
between the third and jourih :fw;se} f% e left
hand. The care h‘c neiuced goals and
interventions for this focused area. The focus

I was noted as created on 02/10/12 and revized on

08/14/12

Observation, o
| Resident 47 re

: w geff;

/B0 2 &l 7:40 AM, with Licensed

|
|
|
|
|
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| g T279 Conduonms A0
i H . o e . - . -
F279 ,-‘ Continued From pac F279| 1o participate in individual PLAN OF !
| interventions relatec 1o the contact precautions. CARE. Care plan meeting structure :
changed to ensure MDS Coordinator is

reviewing care plans weekly during this
meeting.

3. DON completed retraining of all
members of the interdisciplinary care
plan team on 11/21/12 regarding
developing, reviewing and revising care :
plans. Education/in-service completed
with the Interdisciplinary Care Plan
Team regarding facility policy for care
plan review/revisions and resident
invitation to participate in individual
PLAN OF CARE. Care plan meeting
structure changed to ensure MDS
Coordinator is reviewing care plans
weekly during this meeting to ensure
timely review and revision on all resident
care plans

4. MDS Coordinator will complete
weekly care plan audits beginning
12/1/12 to consist of 10% of resident !
population to ensure Plan Of Care is
current. MDS Coordinator will also
audit an additional 10% of resident

| population monthly beginning 12/1/12 x
| 12months to ensure care plans are
reviewed and revised timely. All finding
will be forwarded to the DON/NHA for
review and follow up if indicated per |

|
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F 279 | Continued From page & F 279] Fo29 Lomd
| Practical Nurse {L? ) #7 revealed Resident #12 . weekly audit beginning 12/1/12. The
é was on contact iscletion precautions. She noted results of these rounds will be forwarded
| the sign was missing from the door ( alert staff to the Quality Assurance Committee at
and those who rmay least quarterly for review and
#12 was on oo recommendations. If concerns are
identified during QA process, the
Interview, « committee will reconvene for additional
Coordinai recommendations until sustained
| wrote the compliance.,
| each dep :
1 Oceupat f 5. Completion Date 12/2/12 !7/2/ /3.
plans we v & ﬁﬁ;gdr when {here
was a chan ge» e resident, 30
the updafe; she the Physiciar
nurses' ns%es and reports. She staled Sh was
16 care plans. She
reveafed was shared about the care
of the resm’ers« ‘ iy fo the nursas. She
revealed st hen the intravenous
| site for R W
stated she
each morr
review of iie
referenceu
(TAR) ar
that weekiy. |
precautions for Heg
Lt was not care planned. !
éddhaveauy» i
orders, comimu
she stated i )
missed.
Interview, on 17
Director of iy
Coordinato
the care p
| was to ens
L
jeis Fyent D)6 Facility 1D: 100430 If continuation sheet Page 4 of 30
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own part of the ¢
| area. She reveale
updated as thint
stated the MD&
pdaung the ca

ted {0 thelr

ns were (0 be
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rsibie for
he Focus
d from

the care pian ¢

4. Review
1 08/271z2, io
enjoyed listan
in room. Fevi
addressed at ii i 1
characterized by f»«r nent fescafed to
cognitive impaér”mfzi; a‘%d mt sapture the

resident's interes E::f\; ar

watching movies |

1013112
10 staff were

5 NGO

Sl QGG

television or
room.

Interview wiin Fe
AM, revealed the
enough to atiera
but would like i
commented that
room.

5. Observativ
ron 10/30/12 &t 7
parked next io ] s beg j ract
isofation sigr i i

s with License ,
tour, on 10/30/12 a1 745 AM, revesle
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F 279 Continued From pags &
resident was i isciztion for Clostridium Difficile
(an infection of the bowel),

Review of t+
a final positi
difficile on

| behavioral sym

Interview with
at 5:50 PM, reves]
trying to kick at tne
occasion.

Review of F:
care revedls
including contact 1
comprehen
was not deval

Interview wiir
at 10:00 AM,
controlling the
i with the Clostri

resident remained

Interview with
10/31/12 at O
have behavi
| as needed,

VIS Coordinator,
{ she did not care
rainator revealed

Continued Ir
11/01/12 at 5:50
plan behaviors.
the care plan &

control the resident s henavio withioul a care
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| plan the ben:
| resulting in
Coordinator r¢
jsolation p
not necesss
and the stool

revealed the MDS Coordinaior
| develop the ¢.
team ensure
! DON reveal

| Friday with

whwsen.,
sniofa

comprengnsiy
and isolat

with the care
scope.

F 280 483.20(d)(3
ss=F | PARTICIP

o F 2800  F 280 483.20(d) (3), 483.10(k) (2)
SECP RIGHT TO PARTICIPATE
| PLANNING CARE-RERVISE CP

; The residen
incompetani ¢
incapacitaie

participate i
changes in care

. During the annual survey
conducted on 10/30/12 it was determined
by the surveyor that the facility failed to
ensure resident opportunity to participate
) in the planning of their care by not

plan musi oe deveicped inviting three (3) of eighteen (18)

0 0 sampled residents (#1, #7 and #12) and
nine (9) of the unsampled residents
(A,B,C,D,E,F,G,H, and 1) to the facilities
care plan conference

A comprehensive
within 7 days

comprehens
interdiscipiinar
physician, 2
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! ; 2. Residents #1, #7,#12, A, B,C, D, E, F, |
' iecinlinoe - G, H, and I care plans all reviewed ‘
| disciplines s 1,
 disep 11/2/12-11/21/12, and SSD met with

and, {o the . . g
s these residents/responsible parties from

i the resi
legal repre 11/2/12-11/21/12 to ensure they are
i and revig aware of their rights and facility policy

3 each aqszvﬁm,, as it relates to care plz%n‘conﬁa.rences.
| DON completed retraining with SSD and
? MDS Coordinator regarding invitation
anid documentition of invitation to

’ resident care conferences {

3. DON completed retraining of .}
members of the interdisciplinary care

This REGUH g 1ot el
! by: plan team on 11/21/12 regarding
Based on i y of developing, reviewing and revising care

plans. Education/in-service completed
iities, | with the Interdisciplinary Care Plan
Team regarding facility policy for care
plan review/revisions and resident
(3} of invitation to participate in individual
PLAN OF CARE. Education also
completed with SSD/MDS Coordinator
are plan { regarding method of notification of

|

the facili
i Residen
it was deisrink
residents ¢
planning of
the eighteen {18 nped residenis .7 and
12) and nine {
(AB,CDEFG
conferences.

resident invitations to care plan
conference and documentation of
i resident refusals to attend resident care
l plan conference to ensure staff is
| following facility policy and resident
, right guidelines for involving residents
‘g in their Plan Of Care
|

The findings i

i
|
I
)
|
|

| Review of 1
! for Residen
| Facilities,

| right to part
| treatment or ¢
! unless adjud

[ to be incapac

4. SSD will utilize an audit tool to

track resident notification of individual
! care plan conferences. MDS

: ! I Coordinator will follow facility policy

: During the G J and document in the care plan progress

H i A}

! AM, nine (9} |

I
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interview, ¢
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BIMS of 15 io

the care plan ¢

| Interview, or: 11,0
#12, identified by i
a BIMS of 14 revs
the care plan coni

Interview with the &
11/0112 at i 0:30 A
printed out a care p
| invitation to
| Director reveals
and documean

¢ Review of the m«
Service Director

Resident #1 ang
invited to the ¢a

ST?)TE CAAEQNg gggg 5 s%y (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AN RECT!
A. BUILDING COMPLETED
B, WING
11/01/2012
NAME OF PROVIDER CR ¢ STREET ADDRESS, CITY, STATE, ZIP CODE
RIVERS EDGE NuURS 6301 BASS ROAD
PROSPECT, KY 40059
x40 | D PROVIDER'S PLAN OF CORRECGTION x5
PREFIX | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; ! 3 DEFICIENCY)
! o ; ¢
ST O 280 Cenidipae ot 1
F 280 | Continue F 280i

#12 had not b
conference since 0%/27
| |

| participate in their care plan. MDS
Coordinator will complete a weekly audit
beginning 12/1/12 x12weeks then
monthly x9months to consist of 10% of
resident population to ensure residents
are invited to participate in Plan Of Care.
All finding will be forwarded to the
DON/NHA for review and follow up if
indicated per weekly/monthly audit

I beginning 12/1/12. The results of thése
rounds will be forwarded to the Quality
Assurance Committee at least quarterly
for review and recommendations. If
concerns are identified during QA
process, the committee will reconvene
for additional recommendations until
sustained compliance.

5. Completion Date 12/2/12 i2fefia
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i since 06/2012. !
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had not been
since 07/2¢
by the faciiity
had not been |
since 04/201%
by the facility
had not bean
since 07/2G12
! by the facility as
}' had not been i
|

|

since 01/2¢+2.

Continued iy
Director (S‘f‘

plan conferen
stopped. She
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because this was
know about
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§
!
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|
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' Director pre
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| oM as & resident had F 282 483.20(k) (3) (ii) SERVICES BY
never seen ihe s yheore and did QUALIFIED PERSONS/PER CARE
not fill out the PLAN
'meme“{}"* , 1. During the annual survey
al 4305 FM, conducted on 10/30/12 it was determined
the form, & by the surveyor that the facility failed to |
Just signed i follow the nursing care plans for six (6) |
{ form. | I of cighteen (18) sampled residents and ‘
. e : ;i nine (9) unsampled resident. The facility 5
Interview with th | | failed to ensure care plans related to !
3:22 PM* rev activities for resident #1, #2, #7, #11, ;
givern out n #12, and #14 were implemented. !
Admm&s}tra}os Corrective actions were made for
g:eanzzirl}:'}ifir? effected residents.
; & H - .
g ® Resident #1 was provided a radio
F 282 483'20(‘(}&3 Fadz2|  Luhcp player and informed that a TV
8s=£ | PERSONS/ with DVD’s was available for in room
BIVinad e viewing per his request on 11/19/12.
The services pro Resident #1 activity care plan was
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care . ' resident regard‘mg activities of interest on
] ’ 11/21/12. Resident #1 care plan revised
on 11/21/12 to reflect current activities
of interest.
e  Resident #2 was provided a radio
! This REQUIREM on 10/31/12 with noted documentation of
by: listening to music @ 2:04 pm. Resident
| Based on ob: . #2 aiso has noted documentation of 11
| and review of socialization activity on 11/1/12 at 12.52
was determinad pm and attending women group at 1pm.
nursing care plar Her activity care plan was reviewed and
sampled residenis interview completed with resident on
residents. The 11/21/12 regarding activities of interest.
related to act Care plan revised on 11/21/12 to reflect
and 14 were current PLAN OF CARE.
Documentation of activities noted for 1:1
activities and group activities beginning !
11/1/12. |
° Resident #7 with noted

3

The findings in

Review of il iy sicdent
Care Plans, dat documentation of playing board game @
interventicns vices 7 pm on 10/30/12 and 5:08 pm on

11/1/12. Also with noted documentation
of participating in holiday specific event
on 11/1/12. Resident care plan was
reviewed and interview completed with

' resident regarding activities of interest on
b 112712 and 11/7/12. Resident #7 care

| plans was revised on 11/7/12 to reflect

; noted age appropriate activities of
|

|

as weli as ot
be individualiz
sirengths, and
working tool |

! o the resideni.

Review of the |
| Program, dats
objective of the
programmin
individual, ar«

interest identified by the resident.
° Resident #11 had documented daily
staff interaction for Individual

¢ independent activity and a documented

| group activity beginning 11/1/12. Her

| care plan was reviewed on 11/21/12 with

| 1. Heview oi 1
| revealed i
| facility on 10,
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revisions made to reflect resident’s
current activity needs and likes.
® Resident #12 care plan was
reviewed and interview completed with
resident to develop an activities plan of
care specific to resident interest on
11/26/12. Resident #12 care plan revised
on 11/26/12 to reflect current activity
needs specified by resident. Resment out
to hospital on 11/27/12. Care plans and
documented activities will be reviewed
upon readmission.
e Outlet in resident #14 room
repaired and radio placed in resident
room on 10/31/12. Resident #14 care
plan and C.N.A care guides reviewed
and revisions began on 11/2/12 and were
completed 11/21/12. Documentation of
activities noted for 1:1 activities and
group activities beginning 11/21/12,

2. The facility recognizes that all
residents have the potential to be effected
by the alleged deficient practice. All
residents with the potential to be affected
to include those receiving 1:1 activities |
plan of care was reviewed and revised as |
indicated 11/2/12 and completed on
11721712, All residents under the age of
60 years old currently in the facility
activity care plan reviewed and revised
as indicated for age appropriate

i !
’ but would ;
I commented thet th | | activities.
; room. |
| ; | ;
2. Review of ihe olin: dent #14 § } ‘
| !
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3. The following measures were

i revealed the facili
L 02/15/12 with diag ) simer's I implemented to ensure that the alleged
o) | deficient practice does not recur, ‘

and Toxic E i
facility com Education on following residents’ care !
{MDS) asse plans completed with Activities Director

on 11/21/12 to ensure all residents are

resident w
making and scorard
‘ questions on
i for Meniai Stz

invited to daily activities, to ensure care
plans are reviewed timely and give a

i i current reflection of resident activity

i needs, and 1o ensure resident inierviews
are utilized to assist with activities plans
of care. Activity Director also educated
on implementation of tracking system for
1:1 activities and documentation. In-
service education completed with clinical
staff and activities assistant on 11/21/12 |
regarding activity calendars,
documentation of activities and
following resident plans of care related
to activities. DON completed retraining
of all members of the interdisciplinary
care plan team on 11/21/12 regarding

developing, reviewing, revising care
plans, and following care plans for
resident plans of care specific to
activities. Education/in-service
completed with the Interdisciplinary
Care Plan Team regarding facility policy
for care plan review/revisions and

! resident invitation to participate in

| individual PLAN OF CARE. Education
[ completed with Activities Director on

lack of involve
and cegnitive
place on the
with residert
visit and en ;
designate activi

Infervent
arrange 1o

Chbservations

resident. Thera w
gobserved in the resideni's
i observations.

l

; Interview with
Lon 11/G1/112

g no docume
| being provis
( IAD confirme
I the resident's ro
i facifity was n
J care plans zs
i

| Interview with ¢
L11/01/12 at 830
J' assume a resident

11/21/12 to ensure all residents are
invited to daily activities, to ensure care
plans are reviewed timely and give a
current reflection of resident activity
needs, and to ensure resident interviews
are utilized to assist with activities plan
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; of care, also implementation of tracking
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82| Continued From p e 5 F 282; system for 1:1 activities. Care plan
; there was no a I meeting structure changed to ensure
! provided. The ' MDS Coordinator/Activitics Director is
to implemen’ reviewing care plans weekly during this

services the r

Review 0
revealed the
09/07/12 witr
Executive
Qecclusion 8?‘)(‘5
! indtial Minimury
!x’ assessed 7
i

|
|
!
|
|
N
6
|

Rev:ew of tha car
on 09/21/12
fahlerationino
; by little or ne i
“mobility. The r

i for hisfher mobi
Intarventior
activities,
activities, ¢
the comme
personal ach

H

i Observation,
| Resident #1
no television |

| meeting to ensure timely review and
revision on all resident care plans
beginning [2/1/12.

4. The corrective measures will be
monitored by audits, The MDS
Coordinator /Activities Director will
complete weekly care plan audits to
include resident interviews as resident
allows beginning 12/1/12 to consist of
10% or eight residents which ever is
greater of resident population to ensure
Plan of Care is current specific to
resident activity needs and likes. MDS
Coordinator/ Activities Director will also
audit to include resident interviews as
resident allows an additional 10% or
eight residents which ever is greater of
resident population monthly beginning
12/1/12 x12months to ensure care plans
are specific to resident needs, reviewed
and revised timely. All finding will be
forwarded to the DON/NHA for review
and follow up per the weekly audit. From
the audited sample the DON/NHA will
review with resident at random to ensure
current care plans are initiated, followed,
reviewed or revised weekly for a
minimum of one quarter. In addition,
NHA/DON will monitor at least one
activity wcckly for twelve weeks to
i ensure compliance. The results of these
Qud\)vs areunds will be forwarded to the Quality

| Assurance Committee monthly until

’I sustained compliance then at at least

|
|
|
|
|
|

Facility 1D: 100430

It continuation sheet Page 15 of 30




DEPARTMENT OF H
CENTERS FOR Iy

PRINTED: 11/15/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENC
AND PLAN OF CORRBECTION

A {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
' OMPL
A. BUILDING COMPLETED
B. WING L
11/01/2012

NAME OF PROVIDER OR

RIVERS EDGE NUR

STREET ADDRESS, CITY, STATE, 2IP CODE
6301 BASS ROAD
PROSPECT, KY 40059

(x40 | sy ! o | PROVIDER'S PLAN OF CORRECTION o)
PREFIX | (EACH D | PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULAT {oT1AG | CROSS-REFERENCED TO THE APPROPRIATE DATE
g ; DEFICIENGY)
‘ H - ; f <. R j {
F 282 [ Continued Fro f Fog2) IR REATE
| personalized & oM _
P v | | quarterly for review and
; Interview, on 11/ i Hesident ) | recommendat?ons. If concerns are
| #1 revealad . interview !) | identified during QA process, the
him/her gnre L Ev'sion committee will reconvene for additional
Sﬂ NOW Was, - ‘go j recommendations until sustained
watch anv 4 compliance.
,; “i‘{;a ny & had |
;‘ no’ih en i d by
i er rcont . L E
h 8/ rrco 5. Completion Date 12/2/12 i Z,;:/ 2d 7
Cahuit Vi y ( = !
f
#7

!

I

i

j revealed the
| 69’30/13 v ‘

{ Mini mum

on 03/30/1
altc:dz on in

l
]
‘ atiﬂndance rel
) activities ofi
| condition, i
i the activity
f observe or
{

aT=)
o~

| resident or
| contact uskh

{
ieraw TWO {7
;! to parﬁsupa G

i

‘ORM CMS-2587(02-99) Previous Ve crant i 6PY0t

Facility iD: 100430 If continuation sheet Page 16 of 30




PRINTED: 11/15/2012
FORM APPROVED

DEPARTMENT
CENTEHRS FGR OMB NO. 0938-0391
STATEMENT OF DEFIC e L {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
F CORRECT i R COMPLETED
AND PLAN OF © A. BUILDING
B. WING
: - 11/01/2012
NAME OF PROVIDER ( FhLEn STREET ADDRESS, CITY, STATE, ZIP CODE
6301 BASS ROAD
PROSPECT, KY 40059
(X4) ID i o] PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY) i
: | I
! ! | I
i . i
F 282 | Continue | F282|
| remained a ¢ ity | |
Lwo (2) activig i
| had attend ed.
i
| Observation, or 1
| Residen
 television.
| in the bed
i body.
Activilies |
Resident #
| there was i |
) . R i
| taking pls ‘
| was new i %o ! !
| stiit tearning th: i ;
| i i
15, Review af 812 i
revealed R ili f
| |
| |
| |
| |
i |
i
|
i

|
f J
Facility ID: 100430 If continuation sheet Page 17 of 30

“ORM CMS-25867(02-99) Praviov




DEPARTMENT OF

PRINTED: 11/15/2012
FORM APPROVED
OMB NO. 0938-0391

F 282 | Continued Fre
(BIM), indica

oot

1IN

Review of i
on 01/04/11
risk fora
recreatio
attendanc
himself/h
(have h
goal fort
" a brief daih

of activiiies,
months oid.
activity schex
roor,

nterview, ©
#12 reveals
| activities off2
aclivities were
participate in
years old.

! Interview, on 1
i Activities Direcio
Resident #12
| person did nu
basis as was
| Director notes
I
6. Feview of
revealed Res:
on 03/06/G7 witti

| Pairn,

Data Set (MO

CENTERS FCR 1
STATEMENT OF DEFICIENC b {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREC % COMPLETED
! A BUILDING
B. WING
{ 11/01/2012
NAME OF PROVIDER OR sUpeLing STREET ADDRESS, CITY, STATE, ZIP CODE
RIVERS EDGE NU 6301 BASS ROAD
PROSPECT, KY 40059
(X4 D | : D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | { L PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! REGU 0N TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 282

FORM CMS-2567(02-98) Pravicus Versians Chaniala

8PY011

Facility 1D: 100430 If continuation sheet Page 18 of 30




HUMARN

DEPARTMENT OF HEA
CENTERS FOR MEDIC

PRINTED: 11/15/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGHS i
AND PLAN OF CORREGTION

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING COMPLETED
aEsEn B. WING
o 11/01/2012

NAME OF PROVIDER OR ¢

RIVERS EDGE RURSING

STREET ADDRESS, CITY, STATE, ZIP CODE
6301 BASS ROAD
PROSPECT, KY 40059

(X4) 1D SuN
PREFIX (EACH 1
TAG REGULAT

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

1D
PREFIX
TAG

F 282 | Continued From
| Resident #11 «
Interview for i

indicaling cux

te i
us Assessment {(Bif

f
| Review of ihs
o 04/05/12
determined to ~i
| supervised/
little or no inv
| related to: ¢
and intolers
posting a pers
resident's ¢ .
calender in the
personalized.

. there was
iesident #11 th

Interview, or -
Activities Dir
{ the question
resident. St
her position.
483.35() I
STOREPREE

F 371
S58=F

i The faclity »
(1) Procure loc
considerad
tauthorities; and
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This REQUIE
| by:

F 282

Shend T3

F 371 483.35 FOOD PROCURE,
STORE/PREPARE/SERV-SANITARY

I During the annual survey
completed on 11/01/12 it was determined
by the surveyor that the facility failed to
ensure male employees’ facial hair was
covered in a food prep area. It was noted
that three male employees had facial hair
that was not covered. Dietary Aide #1 was
noted with a mustache uncovered while

i assisting in the preparation of resident
trays. The dietary cook was observed with
an uncovered goatee as he served and
cooked resident meals. The dietary
manager was observed with an uncovered
beard while assisting in the preparation of
resident meal trays.

F 371

2. All identified employees applied
beard nets immediately. Dietary Manager
re-educated by the Administrator on

11/2/12 regarding facility policy and |
procedure and the

Event {0 6PYOT1
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‘ | Food Code, in preparing resident food. All male

I ensure male
wm! inth

| ?he finding.

Review ¢f the {
I dated 09,
coveredin a

FReview of the 20
Health Service, 5
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| shall wear h
coverings ¢
| designad o

contacting
Lutensiis; &
f’ single-servic
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| Obseivatio
| trayiing servi
jempi lovees
" during the n
I
!

observad
preparat
was obsem ;
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|

employees to wear beard nets to cover
sideburns, mustaches, beards, goatees or
any form of facial hair.

3. Re-education and in-services
initiated on 11/2/12 and completed on
11/13/12 by the dietary manager for al]
dietary staff regarding Food 2005 Code ,
US Public health service, Section 2-
402.11 page 45 & facility policy

and procedure for the need for beard
coverings in food prep areas and or when
preparing or assisting in preparing
resident food.

4. Staring 11/19/12, Dietary Manager
will monitor dietary staff daily X five
days per week for 30days then weekly x
8 weeks, then monthly x3months to
ensure beard coverings are worn by all
employees with facial hair to include
sideburns, mustaches, beards, goatees or
any form of facial hair. The results of
these rounds will be forwarded to the
Quality Assurance Committec at least
quarterly for review and
recommendations. If concerns are
identified during the QA process, the
commitice will reconvene for additional
recomimendations until sustained
compliance.

H/’U!f/ (e

5. Completion date 11/20/12
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1. During the annual survey
conducted on 10/30/12 it was determined
by the surveyor that the facility failed to
ensure infection control practices were
followed in order to provide a safe and

| sanitary environment to prevent the

| transmission of disease environment to
prevent the spread of infection and

| disease, Infection control guidelines

’ regarding contact isolation were not |
1 followed for two (2) of the eighteen (18)

i sampled residents and nine (9) unsampled
residents (#4 and #12). Staff failed to
follow isolation precautions related to
probable C-diff diagnosis for resident #4.
CNA #1 also failed to follow isolation
precautions as it relates to resident #12.
Resident #4 placed in isolation on

I 10/31/12 pending the results of third stool
. spechmen per Advaniced Practice

I Registered Nurse. Resident #4 and #12

|
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| hand w facility policy recommended by CDC.
| profes
P 2. Education completed on 11/2/12
(c) Ling: with DON by the administrator regarding
{ Personied the COC guidelines related to C-uifT,
: CNA assignment sheets
I inf updated on 11/2/12 to reflect isolation
| precautions. Results from third stool
: specimen received for resident #4 on
| 1/5/12 with negative results, CNA #1
[ This REQ refraining/education completed post
by concern on 11/2/12 by DON. All vital
: sign equipment currently being used in
population was cleaned/sanitized or
replaced if indicated on 11/2/12. All staff
education/in-service initiated on 11/2/12
and completed on 11/5/12. 100% of
residents with infection possibly requiring
isolation precautions were reviewed and
5o { i interventions in place with care plan
| contact isol of | revisions as indicated initiated on 11/2/12
1 The eightee 9) | and completed on 11/5/12.
funsamplad 1 ! !
| ;
|
H
l
|
|
i
| |
i
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3. Re-education and in-services
initiated on 11/2/12 and completed on
11/5/12 by the DON for all clinical staff
regarding facility policy and procedure for
infection control specific to isolation
precaution as it relates to the spread of
infection. DON Initiated simulated
retraining of clinical staff on the different
forms of isolation and utilization of PPE
| Re-training conducted by the DON

| 11/2/12 through 11/5/12 regarding
cleaning equipment used by residents in
isolation. Re-education and in-services
initiated on 11/20/12 and completed on
11/29/12 by the DON for all non clinical
staff regarding infection control
preventative measures as it relates to the
spread of infection and equipment
cleaning.

4. Unit Manager/Weekend Supervisor
will review all residents with diagnosis of
infections requiring isolation precautions
with each admission or acute change in
condition beginning 12/1/12 to implement
the indicated isolation measures. Unit
Manager/Staff Facilitator will monitor
resident rooms and CNA assignment

I sheets daily during isolation precautions
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F 441 |
period to insure all required identifiers are ,
available and current. Beginning
12/1/128taff Facilitator will complete
infection control audit weekly x12, then
monthly x9months to review trends and
educational needs related to prevention of
the spread of infection/disease. Beginning
12/1/12 Administrative nurses will '
complete daily rounds o resident care
areas to ensure no infection control issues
are noted. The findings will be
documented using the clinical nurse
rounds tool. All finding will be forwarded
to the DON/NHA for review and follow
up if indicated. The results of these
rounds will be forwarded to the Quality
Assurance Committee monthly until
sustained compliance then at least
quarterly for review and

recommendations. If concerns are
identified during QA process, the
committee will reconvene for additional
recommendations until sustained

compliance.
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