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i SUMMARY STATEMENT OF DERCIENCIES Hel : FROVIDER'S PLAN OF COMBECTION XE)
PREFN | {EACH DEFMNENCY MUST BE PRECEDES 8Y Bl POPREFI {EACH DORBECTIVE ASTION BHOULD BE COMPLETICN
TAG SEGULATORY GR LEC IDENTIFYING INFORMATION) ™wE CROSB-REPERENGED TC THE AFPRDBRIATE DATE
i ; PEEICIENEY)
; % A con s
F 000 INITIAL COMMENTS , F 000 Dzscla{mer, Preparation and/ox
i s execution of the Plan of
. A Recertification Survey and an Abbreviated Correction does not constitute
| Survey Investigating KY00022990 was initiated on i admission or agreement by the
| 03/24/15 ang concluded on 03/27/14. i ' Provider of the truth of the facts
: Deficiencies were cited with the highest Scope oo . o
' and Severity of  "E". KY00022090 was i ‘ alie%ed or conclusions ‘set iiort"h n
| unsubstantiated with no deficiencies. . the Btatement of Deficiencies.
F 221 483.13(2) RIGHT TO BE FREE FROM . Fzzv The Plan of Correction is
55=0 PHYSICAL RESTRAINTS prepared and/or executed solely
| The resident has the right to be free from any because the prowgi'{:n-{; of federal !
physical restrains Imposed for purposes of i - and state law require it. The
| disclpline or convenience, and not required to 5 ¢ provider maintains that the
treat the resident's medical gympioms, | alleged deficiencies do
| 4 . .
: ; ! not jeopardize the health and ‘
| This REQUIREMENT is not met a5 evidenced - safety of the residents, nor is it of,
' bBy: . . such character as to limit the
. Based on observation, interview, record review . facilitiex capability to render
and review of the facility's poficy, it was ; ; d s cap &y
determined the faciity failed to ensure one (1) of }  adequate care,
two {Zirosicents (Residents) reviewed for
| physical restraints was free from physical 1. A physical vestraint
*resiraints out of & lotal of fiftaen {(15) sampled consent form consent form
| residents, i | N . .
; . was obtained and signed by
| Resident #6 was observed to have an over the _ the resident #6 4/24/15 while !
: shoulder halter restreint, however, there was no | . the annual survey was being ;
- documanted svidence of a pre-evatuation ; . % i
Fassessment prior lo the restraint being placed. In | conducted, Resident #6 has :
- addition, there was no documented evidance the - muscular dystrophy and
| risks versus benefits was explsinad fo the 3 - Fredreichs Ataxia which is
resident or the responf’sibl& party, or of a consent . severely compromises this
H 'y : . b K h el ' . i i
[ obiained for the use of the restraint, . resident’s ability to sit up, |
I The findings inciuce: . loss of coordination and
5 . control, This resident is alert
| Review of the facility's policy titled, "Use of : ' and the device is used per
LAB@RATQH‘% DIRECTOR'S OR PROVIDER/SUPPLIER REFPRESENTATIVE'S SIGNATURE A TILE ;Xﬁ} OATE
i o A (AR R O/ RA/ANE

Any ggficlency siatertent ending Wwith an astarisk (7 denates a deficiency which the inetitution may be excused fom coresting providing It is determinad that

othel safaguards provide sufficient protection to the patients. (Ses insfrustions.} Excapt for nursing hames, the findinge stated above sfe dissiosable 50 daye

- "wing the date of survey whether or nat 5 plen of comection |s pravided. For nursing homes, the above finciings and plans of correstion gre distiosable 14
fellowing the date these documants are made svailable to the facliity. If deficiencles are clted, an approved plan of comrestion & reglisity to continued

wGTRM participation.
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F 221! Continued From page 1 ¢2g 1o resident’s choice, which

| Restraints" dated December 2008, revealed
restrainty should only be used for the safety and

| well-being of residents, and only after other

alternatives had been tried unsuccessfully. In

- addition, the Policy stated resfraints should only

" be used to freal the resident's medical

; symptom{s), never for discipline or staff
convenience, or for the prevention of fails,

: Further raview revealad restrainta were to have

“written Physiciar's Order after obtaining consent

- for the restraint from the resident and/or

srepresentative.

i

' Review of Resident #6's medical record revealsd ,‘
: the facillty readmitted the resident an D5/28/14,
Fwith diagnoses which Inciuded Friedreich's Ataxia
(a rare inherited disease which causes nervoys
'aystern damage, movement problems and leads
- to impaired muscle coordination), Congestive
' Heart Failure, Primary Lardiomyopathy, and
, Gersbrovaseular Accident. Review of the :
! Quarterly Minimum Data $at (MDS) Assessment |
- dated 01721415, revealed the facility assessed
! Resident #5 to be coonitively intsct, and noet o
hav& a restraint.

' Revzew of the Social Service Notes, dated i
: DBI20/14, ravealed Resident #6 was up in his/her
l eloctric stooter after “therapy provided shoulder
" straps to hels with” positioning of the resident.
! Review of the Physician's Orders revealed on
- DB/26/M4, an order was recelved for use of the
. | electric seooter "with safety harness to enable to
be out of bed safely”,
. Review of the Nursing Notes dated 02/18/15at |
[ 3:112 PM, revenled an Interdisoiplinary Team (IDT)
- meeting was beld related to “restraint usage” for
; Resident #8 regarding the use of a safety belt

enables his quality of life 1o
be able to use the motor
scooter without falling
forward. Other alternatives
were reviewed prior to survey
by skilled therapy and were
identified not to be as safe.
All residents with assistive
devices have the potential to
be at risk. Current in house
residents identified with a
possible restraint will be
reviewed by TDT meeting
weekly process to ensure the
resident and or the
responsible party has given
informed consent for the
device explaining the risks

- and benefits. Education was :
| provided by the DON to the

i IDT Team regarding the

Physical Restraint Consent

form and the importance of
obtaining this consent which
educates risks and benefits,

EDT will continue the

' education with the current

| process. Nursing admin will
continue the education, pre-
assessment evaluation will be

i dope before restraint

FORM CMS-2567(02.99) Previcun Varsicns Obsclete Eugnt [0 YXA3 11
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F 221 Continued From page 2 ' payy 1. application. These will

' used for positioning when up in his/her motarized i
- wheelchair. Continued review of the Note
revesled Resident #6 was unable to self release
 the safety belt, therefore the IDT was to consider |
the use of a restraint vast for more positioning
;and gquatity of He regarding the resident's desirs
1o propel self. Although th facility's 10T
: considered the device 3 restraint, centinued |
record review revealed no documentad evidence :
' of & written consent obtained from the resident or |
répresentative for the use of the restraint, :
- Additionally, recard review revealed no 7
documerted evidence ihe rigk versus benefits of
tha restraint had been explained to the resident or
 represeniative, !

» Interview with Certified Nursing Assistant {CNA)
“H1Z and CNA #13 on 03/24/15 at 4:30 PM, i
revesied Resident #6 was unable to remove the |
' resiraint vest/zafety harness on his/her own, and

| had to be assisted by staff with removing the

' device, !

' Interview with the Assistant Director of Nursing
{ADON) on 03/27/15 at 3:15 PM, revealed the
restraint use should have triggered on the MDS
i Assessment. The ADON revealed & wiitten |
' consent also shouid have besn obtained for use
; of the rastraint.

Interview with the Director of Nursing {DON), on

- 03/25/15 at 10:52 AM, revealad there was no

- documentation of a written consent oblained for |
' the use of the restraint vestisafety harmess. She
; stated the facitty did not consider the use of the
' safely harness a5 a restraint initially upon use on i
05720414, She stated it was not unti! the 10T :
reviewed the device for restraint usage on i
. D2/18/15, that the device was identified as &

be reviewed per RAI process
. ongoing. Staff education of
| the restraint process for
obtaining consent and for the
appropriate education of
whether the device is a
restraint or enabler will be
given on 4/23/2015 by ETD.
2. The facility IDT Team ;
| will review with the resident '

and or responsible party

alternative uses to restraints

as per current practice. I a

physical restraint is deemed

the safest alternative a

Physical Restraint Consent

will be reviewed with the ;

resident and or responsible 1

party which explains risks

and benefits of the device and

completed for signature. On

going education to new

nurses in orientation will he

given about restraint

protocols and usage.

Monthly during the facilities

IDT meeting the Director of

Nursing will ensure that any :

physical restraint has a signed :

physical restraint consent
i form within the plan of care

FORM CMS-2567(02-99) Fravious Versions Theolate

Svent I YXARY
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F 221 Continued From page 3 gy OHEOME. Prior to thc.‘
. .
restraint. The DON stated she should have | evaluation of the device
: identified the restraint sooner and thus obtained a " consent will be obtained from
b written consent for use of it from the resident or ; | the resident’s responsible
| representative; however, had failled to do so. She ; , : i
also stated the Sosial Worker did net ebtain ;’ party“ apd pror tofar:ceptmg ?
; writtery consent for the use of the restraint from physicians order for a
the resident or representative. ¢ restraint. The IDT will
F252 determine the consent is

F 252 483.15(h)(1) (
s8=E SAFE/CLEAN/COMFORTABLE/HOMELIKE _ :
- ENVIRONMENT < E

' The facilty must provide & safe, clean, |
comiortable and homelike environrment, aflowing i
| the resident 1o use his or her pergongl belongings | ;
te the axtent possible. : t

. 1 ;‘his REQUIREMENT is not met as evidencad
| MY :
- Bazed on ehservation and interview, it was ‘ i
 determined the facility faited to provide a safe, |
“clesn, comfortable and homelike enviramment for |
one (1} of fifteen {15) sampled residents : _
(Resident #6). On 03/24/15, a vellow llguid |
“substance was observed on the floor in the roem |
_of Resident #6 from 11:10 AM to 2:54 PM. f
‘ i
- In addition, observation of the ceiling vents in the
- bathrooms on the East and West! unils revealed
there was & buitd up of dust and cobwehs
| hangmg feam the vents.

i The findings include:

1. Inferview with the facility's Environmental
; Services Supervisor, on 03/24/15 at 4:28 PM,
5 revealed the faciiity did not have 2 m}usei{eepmg

iﬂﬁ“ﬁy ?
|

signed prior to the evaluation
of the device. LRSS

1. Al resident rooms

cleaned including all floors

moped and all bathroom

vents cleaned by April 17,

2015, Rooms for resident 46

and bathroom vents in room
#1,3,5,6,4,7,9,11, 13, 12,

10, 15,17, 16, and 14.

2. All resident rooms have :
the potential to be affected. ;
Education will be provided to

the nursing staff on mopping,
cleaning and identified spills

on April 23-30™ F'P

3. House keeping director
has been educated by ETD ;
that each room and hall will
be cleaned each day and

house keepers will spot check
for spills Room check form 5
end results will be reported to

FORM GME-2567(D2.00 Freviaus Varslons Oisoleta Evant ID:YXASH

Faiity 107 100412
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SUMMARY STATEMENT OF GEFIQIENGIES i v PROVIDER'S PLAN OF CORRECTION L
[EACH DEFICIENCY MUST 88 PREGEDED BY FLLL [OPREFIX (BACH GORRECTIVE ASTION SHOULD BE | COMPLETION
REGULATGRY QRUSC IDENTIFYING INFORMATION) D TAg CROSAREFERENCED TO THE APRROPRIATE AATE
| DEFZIENCY)
F 252, Cortinued From page 4 Fosp O QA Committee each
i ‘ o week for 12 weeks
- Observation of Resldent #6's room on 03/24/15 at . -Administrator or member of
11:10 AM and 12:25 PM, revealed a yellow liquid - IDT will report to QA
£ on the residant’s floor on the right side of the bed, | . Committee finding from
- with & urinal observed tited sideways hanging or ( i ' dit thiv
| the siderall of the bed, Observation at 12:44 PM, ;|  room au 115 montily. .
revesled the urinal had been remaved from the © Adwministrator and/or Director
- bed; howaver, the vellow liguid remained on the - of Housekeeping, Director of
floor by the bed. Further observation at 2:54 PM, . ¢ Nursing or IDT member will
- observation revealed the yeliow liquid on the foar ' : .
had dried. ; . check each room: for spills
f . and vent cleaning 2 times per
 interview with Certified Nursing Assistant {CNAY © dav 3 times per week for 4
L #1 0n 03/24/15 at 2.54 PM, revealed Resident #6 ; ; . :
_used 8 urinal and the facility's process was for the | | weeks, then daily 5 times 2
| CNAs to ampty the urinal for the resident after - week for 4 weeks and then
- each use. She stated the CNAs were to eheck weekly for 4 weeks. Results
the urinal after meals or when they did rounds at | will be recorded on room
8:00 AM, 16:00 AM, 12:00 PM and 2:00 PM, i .
Cevery two [2) hours. NS #1 stated, check form Evfnd discusseq
 housekeeping completed rounds during the day Sx/week during the morning
+ shift at 7:00 AM to 8:00 AM and 9:00 AM to 11:30 | meeting with the Director of ‘
- AMta ciean as necessary. CNA#1 observed the . Housekeeping to determine ;
yellow liguid on the floor in Resident #6's room.  Furth stern ol 1
‘and stated the substance was urine, Per . any lurther system changes
interview, housekeeping should have observed . needed. Continued ;
 the spilled urine and need for it 1o be cleaned up . inspections be done by the F
during their rounds that day, CNA #1 revealad the | _ s S [
; utine shouid have been cleaned up from the Foor i E administrater or c:icmgncc,
! hafore 2:54 B, b monthly to ensure no
{ | recurrence and reported in :
Interview with CNA#14 on 03/27/15 at 2:46 PM,  monthly QA. Spills will be
revealed Rasident #6 told the CNAs when hefshe 5 : Ctaly :
| hadd urinal spiits, She stated it was the ! : corrected upm;&lgtel;y fmd
| responsidiity of the CNAS to clear up the urine i vents cleanmg instantly 31’{{1 :
 spills and contact Housekeeping to disinfect the | . Tollow-up actions and audits ?
| area. | | will be brought to weekly QA
k 2 r | f j :?
| Interview with the Environmental Services j for rewjev\. ' >33

FORM OMS-2567(02-99) Previeus Varsions Obsslere

Event iD: YXAR1Y
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X4y SUMMARY STATEMENT (00F DEFICIENCIES
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEC IDENTIFYING BECRMATION)

[l
FREFIX

CERICIENGY)

|
TAG 3 CROBE-REFERENCED TOD THE ABPROESISTE

FROVIDER'S FLAN OF SORRECTESN X3
(EALM CORRECTIVE ACTION SHOULD BE SOMPLENION

CATE

F 252 Continued From page 5 i
Supervisor on 03/24/15 at 4:28 PM revealed
" cleaning started at 7:00 AM: howsaver, residant
Crooms were nol sitended to uniil after hroakfase
He stated the housekeeping staff were to walk
. through the facility at 2:00 PM to chack for areas
that nesded cleaning, end he checkad o ensure
the stafi's tasks were complated at the and of the .
“shiftal 2:30 PM or 3:00 PM. Continusd interview
revealed the urine should not have been in the ;
floor st 264 PM, because he told ane of his 5
- housexeeping staff o clean the spifl up at
funchtime gfter being notified of the spllled uring
- by a ONAL The Envirenmental Services
" Supervisor stated he cleansd the usine spilup
himself afier 3:00 PM. Per interview, the spifled
utine was & safety concern due lo the potential of
a pussible fal imiury, ‘

f  Interview with the Assistant Director of Nursing
H{ADON) on 03/27/15 at 3:15 PM, revealed bgr

| expaciation for staff to clean up urine spilfs as
“s00n as possible. She stated nursing staff should ;
- cover the urine splfl with a towel 2nd notify :
housekeeping to clean it up, Per inferview, it was
. her expectation that staff clean the splled wine
- up within thirty (30) minutes. The ADON |
indicated the spill was a safety concern related o
the potertiat of causing a fail, and was aiso an
infectian control congern,

2. Interview on 03/26/15 at 4:35 PM. with the
: Laundry/Housekeeping Manager, revegied the |
facHity did not have & cleaning policy stating how
 often the vents were to be cleaned. However, j
thers was a cleaning schedule the facility staff .
 followed. ;

. Review of the facility's document titled. "Job To
! ' Be Done", dated G1/01/2000, revealed vents wers,

F 232

FORM CMS-2867(05-89) Pravidus Versions Dizzoiony Evenl [D: YXARTY
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PREEES | (EACH DEFICIENGY MUST BE PREGEDED BY FULL
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DEFICIENCY)

o PROVIDERS PLAN OF SORRECTION P
PREFX | [EACH CORREQTIVE ACTION SHOULD BE P LOMPLETION
TAR CROSS-REFERENCED TO THE APPROPRIATE

DATE

F 252 ; Conlinued From page 6 i'

' to be cleaned with a germicide, most vents
should be cleaned daily ar! if necessary i
- maintenance was to remove covers to claan '
inside of the vents,

' Review of the facility's document titled, "Project
- Schedule” dated, March 2015 revealed vents
| were to be cleaned every Tuesday.

| However, observation on 03/25/15 at 2:00 PM of

' the bathroom vents ot the East Unit, singie

 resident rooms #1, #3, #5, and bathroom vents

i for six {6) shared bathrooms for resident rooms ;
Roam #6, #4, #7, #0 #11 #13, #12, #10. #15, #17 |

- and 16 and #14 revealed the vents were dusty
with cobwebs obsarved. Observation of the West

; Unit single resident rooms #24, #26, #32 and four

! (4) shared bathrooms for resident rooms #23, '

H2H B27 #2090, #35, #37, #36, and #38 revealed

. the vents were dusty wih cob webs hanging from
the vants, |

! Intervisw, on 03/25/15 at 3:15 PM, with the

- LaundryiHousekeeping Manager revealad venis

| were to be cleaned every Monday by

! housekesping staff. Per interview, Fe did

: observe the dust and cob webs and the verds

- were not clean; however, should have been, He

L atated the cleaning schedule was not beiry

. followed by housekeeping staff,
t H

Interview, on 32515 al 8:00 PM, with a

- HMousekeeper reveated housekeeping would
| clean the varits if they were dusty, big it was :
: maintenance's responsibifity to clean them, !
| Further interview revesied she had worked for the
 facility for eighteen (18) vears and it had always
- been maintenarce’s respansibiiity to clean the

i

[ vents in the bathrooms.

FORM CMS2E07(02-00) Pravitus Varsions Obsalais Event D YXAS
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!
F252

F 282 Continued From page T

| Interview the Maintenance Supervisor was
sttempted, however, unsucoessful relaled to his
{ being off.
F 253 483.15(h){7) MAINTENANCE OF
$8=F ' COMFORTABLE SGUND LEVELS

 The facility must provide for the maintenance of
comfortable sound jevels,

This REQUIREMENT is not met as evidenced |

by

- Based on obsarvation, Individuat and Group

| Interview, it was determined the facility fatled to |

- provide for maintenance of comfortable sound

“levels for three {3) of fifieen (15) sampled
resideris (Residents #6, #9 and 1 1) and five {5)

i unsampled residents {Unsampled Residents Lo

“R, Land My, ,

" The findings include:

|
Interview with the facllity's Corporate Nurse, on
(327116 at 415 PM, revealed the facility did not ‘
! have a policy or procedure to ensure comiortable
sound level were maintained for residents, ‘
|
1. AGraup Inferview was conducied by the
| Surveyor on 03/24/15 at 3:30 PM. in the dinting
room of the facility, Residents present included |
| three (3) sampled (Residents #68, #9 and #11) and:
~ five (5} unsampled regidents {Unsampled 5
| Residents |, J, K, L.and M), Review of tha
Haollity's list of residents with a Brief interview for ;
- Mental Siatus (BIMS) greater than eight {8} ;
riveaied all eight (8) rasidents present for the 1

{ _ :

F 250 ¢ All carts were checked for

. moise from wheels April 17,

2015. None were noted. All

staff have been inserviced on

April 21, 2015 by ETD,

Education and Training

Director, that all drawers, lids :

and doors are to be closed

' slowly and as quietly as

| possible. The call light

. cnunciators in the hallways
were silenced April 21, 2015,
to reduce noise at night, the
main boxes in the nurse
stations still sound. As of
April 21, 2015 the CNA’s
now do a “Background Noise
Check” on the floor to take
mto account ambient sounds
5o they do not have to speak
as loud. Dietary staff now
delay dishwashing until
residents have finished eating

' and lefi the dining room. [n

| addition, the doors that close

- the windows will be closed at
all time when the dishwasher

¢
i

FORR CME- 255 7i0 2.99) Provinus Verlons Obsafats Bt 1 vxa814
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F 252 Continued From page 7 ' Faz62
; :
| Interview the Maintenance Supervisor was ! } _
attempted, however, unsuccessful related to his ‘: :
| being off. }
© F258 podident #6, 11 and 15 will '

| The facility must pro

| by

o

'K, Land M),

| The findings include:
j sound level worg ma

| three (3} sampied (R

| Mental Status (BIMS
revealed all eight (8)

t
1

F 268 4B3.15(h)7) MAINTENANCE OF
$5=E  COMFORTABLE SOUND LEVELS

vide for the maintenance of

comfortable sound levels.

i This REGUIREMENT is not met as svidenced

Based on observation, Individual and Group
| Interview, it was determined the faciiity faifad to
provide for maintenance of comfortable sound
fevels for three (3} of fifteen {15) sampled
residents (Residents #6, #0 and #11) and five (5) |
t unsampled residents (Unsampled Rasidents 1, J, |

i Fﬁt&r\;i@w with the facility's Corporate Nurse, on
i 327115 #t 416 PM, revesled the facitity did not
have a polioy or procedire io ensure comfortable ;

intained for residents.

1 AdGroup Interview was conducled by the

s Surveyor on Q324715 at 3:30 PM, in the dining
“roorm of the facility. Residents present included |
esilents #6, #2 and #11) and.
*five (5) unsampled residents (Unsampled 5
| Residents |, J, K, L ard M), Review of the

: faciiity's list of residents with o Brief interview for |
} greater than eight {8)

residents present for the

be audited 5 days per week
for 4 weeks for comfortable
sound levels by Activities
Director. All residents will
be addressed through resident
council regarding
comfortable sound levels.
Other residents at risk will be
evaluated through resident
interviews by Activilies
Director. In Resident
Council Meeting 5/21/15,
residents attending reported
an overall improvement in
sound comfort. All carts
were checked for noise from
wheels April 17, 2015, None
were noted. All staff have
heen inserviced on April 21,
2015 by ETD3, Education and
Training Director, that all
drawers, lids and doors are to
be closed slowly and as
quietly as possible. The call
Light enunciators in the
hallwavs were silenced April

i
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- Group Interview had a BIMS greater than eight

[{B} indicating all were inferviewsble, Ouring the

. interview, the Surveyor questionad the residents

! about the nolse level in the facility, Continued
interview revealed all eight (8) residents agreed
the facility was noisy, espacially at night. Per

, intarview, the residents' sleep was disrupted at

' pight due to staff talking loudly in the hallways

| Additionally, during the Group Interview as the

. Surveyor was asking questions, the Surveyor

| observed it was hard for the residents to hear

; what was being said due 1o the noised coming

- from the kitchen where staff were moving dishes
- and talking loudily over kitchen machinery.

: Resident #9 revealed he/she was having a

1o the noise coming from the kitchen, Resident
- #E stated the ringing of the o=l lights was slso

; Nursing Assistants (CNAs) were wearing
{ headsets and talking loudly during the Group
‘f intarview.

: 2. Review of Resident #11's medical record
| revaaled the facility re~ admitted the resident on

 the facllity assessed Resident #11 as being
 cognitively infact with a BIMS score of fourteen
{14},

1 #11 revealed at night staff's loud talking in the

- haliways, the rolling and screeching of carts up

" and down the hallways and staff's slamming

. doors made it difficult for the resident ta siean at

: about the staff talking loudly in the hallways at

. and carts being rolled up and down the hallways.

- difficult time heaning the Surveyar's guestions due

distupting. The Surveyor also observed Certified |

1 08/25/14. Review of the Quarterly Minimum Data |
i Bet (MDS) Assessment dated 02/22/15, revealad

 interview on 03/27/15 at 10:00 AM, with Resident |

 night. Per interview, the rasident had complained |

xayiy SUMMARY STATEMENT OF DEFICIENCIES D PROAVIDER'S FLAN OF CORRECTION )
PREFIX | [EAGH DERICISNDY MUST B2 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 840D BE COMBPLETION
TAG | REGULATORY OR LSS BENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRSTE | DATE
DEFISENG Y
L !
; “% 5 15
F 258 | Continued From page & F 288 21, 20135, to reduce noise at

night, the main boxes in the

nurse stations still sound. As

of April 21, 2015 the CNA’s

now do a “Background Noise

Check™ on the floor to take

into account ambient sounds

so they do not have to speak

as Jond. Dietary staff now

delay dishwashing until

residents have finished eating

and left the dining room. In

addition, the doors that close

the windows will be closed at

all time when the dishwasher

15 use. We will continue o

i use the accunurse headset as

' it is our facility and

| coorperation way of

documentation, however

' education will be done by

- EDT 1o decrease noise levels

| during documentation and _
use of back ground notse

check system thru accu nurse. |

All residents have the
potential to be affected..

P Ond4/23/15 through 4/30/15
| we had Licensed nurses,
. CNA’s, Dietary staff,

FGIRM TMEB-2567(02-59) Pravious Varsions Obsniate

Evernt |1D: YXASN
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F 258 Continued From page @ F 258] Activities staff and IDT team

rnght to & GNA, whose name hefshe could not

crecal. However, Resfdent #11 raported being

told staff had to talk through the head set and
L souldi't belp being loud as that was how they
5 cammunicated for residents’ care,

. revealed the reom doors on the hall did rot shut
i uielly and the lids on the dirty linen carts would
stam shut, if not let down manually by the staff,

i CNA #6 further revealed, sha dignt think the
CNAs realized how loud it sounded by allowing
- ihe fing cart lid to drop on it's own.

| Interview, on B3/27/15 at 11:00 AM. with CNA #3
“revealed residents had compiained of the noise

{ hoadaets. CNA#3 stated the ONAs had o talk
o the head st in order to do their
| ducumentation. Continued interview revealed
sometimes the information coming through the
\ headsal interrupted what was being said E:ay staff
or residents causing her o have to speak in a ‘
iouder valce. TNA#3 further revealed CNAs had
- na place o document through the headset except | ,
L i the haliway, because the CNAS ware not ?
| gllowed to sit at the nurse's station.

‘ £nterwe—w on 33727115 at 210 PM, with Licersed |
' Practical Nurse (LPN) #7 revealad the noise leval |
" was louder thar what il should be. Per interview,
- the call light system was extremely foud and if the
: - call light system had a softer tone thet would help -
' decrease the naise level, LPN #7 stated the !
| CNAs documented their work through the head
i sets and the residents didn't understand why they |
! ware talking 80 loud. ;

interview, on 03/27/15 at 10:50 PM, with CNA #6.

 on the untt, loud talking and doors being slammed
- “shut before, Per irerview, the residents had also
complained about the CNA& talking loudly on the

:

{consisting of Administrator,
DON, ADON, Unit Manager,
MDS Coordinator, Staffing
Coordinator, Education and
Training Director, Social
Services, Activities Director,
Dietary Director,
Housekeeping Director,
Maintenance Director,
Business Office Manager,
Medical Records and
HRwere educated by EDT
on the call light system
silenced and to look for the
call hights and answer
appropriately. This education
will oceure april 23-36 2015,
The noise issue will be
brought up resident couneil
and they will advised they

. can report issue to acticvities
director. The Activities
Director and staff member
will interview 5
interviewable residents 1
titnes per day for 5 days for 4
weeks then | time per week
for 4 weeks to determine if
sound levels are acceptable.
Resident will be encouraged
to fill out concern reports

FORM OMS- 2567{92-99) Pravious Yerzions Obsalols Evant I0h YRag11
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REFICIENCY)

288 Continued From page 10

Interview, on 03/27/15 at 915 PM, with the
! Administrator revealed the facility had taken
_measures to quiet things down by removing
afarms from residents' beds and chairs which
was [0 decrease falls, as well as, decrpase the

" an extended wall between the difting room and
the lobby with & coated materiat which would
" absorh the noise was being lookad at by the
 facliity. but was not finalized at this tme, The
- Administrator indicated at nigiht staff should
; attempt {o be qulet so residents could sleap,

F 2801 483.20(d)(3), 483.10(k)(2) RIGHT TO

8§50 | PARTICIPATE PLANNING CARE-REVISE CP

- The resident has the right, unless adjudged
r Lincompetent or otherwise found to be

, Incapacitated under the laws of the State, to
| participate in planning care and treastment or
changes in care and treatment,

Acomprehensive care plan must be developed
i within 7 days after the completion of the
 comprehensive assessment; preparad by an

| physician, & registerad nurse with responsibilily
for the resident, and other appropriate staff in

Hlegsl representative: and periodically reviewed

| each assessmant,

b

1

s anise level, Continued interview revealed placing |

interdisciplinary team, that includes the attending ‘ i
F280

| disciplines as determined by the resldent's needs,
- and, {o the extent practicable, the parficipation of
j the resident. the resident's family or the resident's |

. and revised by a team of qualified persons after

F 258,

with any staff member to :
report noise level, Concemn
I reports will be address and
- followed with hy
administrator or IDT
member. Councerns reports
are reviewed in moming
meeting for IDT sugesstions
as well, ]

Results will be reported to
the weekly QA meeting for 8
weeks. Any sound level

+ grievances brought to the

! administrator, administration
~ and/or resident council will

receive prompt resolution by

the administrator ongoing

monthly and discussed in

QA.

4/30/15

i

Resident #6 care plan and
Accunurse system were

f audited for correct leval of

i assistance and updated. All
“‘ nursing staff was
mserviced on 4/21/15t0
reflect the preference to be
put in bed at 4:00 PM. The i
care plan was also updated
for wileting before and ?

FORM CA5-2587(02.99) Pravieus Versions Dhacizle

Evant 0 YXAA 1

Faciity 1D 100412

If cortinuation sheat Page 11 of 43



Be/83/2815 11:52 18553363571

DEPARTMENT OF MEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PasE 15457

PRINTED: Q4/10/2015
FORM APPROVED
OMB NO. 08380321

BTATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPELIER/CLIA (X2 MULTIPLE CONSTRUCTION (25 DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SLLONG COMPLETED
N C
_ 185336 B. WING 03/27/2015
NAME OF PROVIDER OR SUPPLIGR STREST ADDRESS. CITY, STATE, ZIP CODE
420 EAST GRUND'Y AVENUE
SPRINGFIELD & RE
R NURSING & REMABILITATION GENTER SPRINGFIELD, KY 40069
®An SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION § o, 8
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y BULL ¢ PRERIY {EACH CORBECTAE AGTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) U ras CROSS-REFERENCED TO THE APPROPRIATE |, DATE
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F 280 Continued From page 11 Eogg afin?r meai_s, upon rising _and
| : before going to bed at night
‘ This REQUIREMENT is not met as evidenced ; and as needed during which
Chy: ~ the trunk halter will have to
| Based on abservation, interview, record review @ be removed and the
“and review of the facility's policy, |t was ident’s skin will b
i determined the facility fatiad to ensure the Tesident $ SKinwi L O€ ;
_Comprehensive Care Plan was revised for cne observed for any signs of =
(1) of nine (9} sampled residents (Resident #8), rubbing or breakdown. If :
i who were reviewed for care plans out of = total of :
; < s are noted the i
| é‘tﬁeen {18} sampled residents. , any azea{ . . -
, muirse will be notified for
lnfarwews with the resident and staff revealed the further assessment at that
| resident's preference was to be assisted back to time. Nursing staff We will
| the bad at 4.00 PM, sc the resident would be 5 . .
‘ ready for dinner service, However, observation hé“e a esa:re plan mecting
 revealed the rasident was not agsisted back to with Resident #6to
: bed as preferred st 4:00 PM. Record review determine agreeable time to
. | revesled the resident became snxious when provide care as he desires.
| he/she was not assisted to bed per histher ’
Vrequest. However, Resident #8's Compre‘xens:ve _ . )
| Care Plan was not revised to reflect the resident's . IDT began auditing resident
 preference to be assisted to back to bed at 4:00 | ; plan of care 4/27/15 and
P  completed 5/11/15 for
| In addition, Resident #6's Comprehensive Gars bowel preferences, level of
{ Plan was not revised to address the trunk assistance and AM and PM
 restraint utilized by the resident or for the | care times. Residents with
| resident's history of constipation, | assistive devices have the
{ The findings include: petential to be at xisk. All
: residents or regponsible ;
' Review of the facility's, "Care party will be interviewed
| Plans-Comprehensive” Pollcy, dated December ? - . L : '
l 2010, revealed care plans were to be revised, by nursing admnnstran?n f
: developed and maintained by the faclity's Care for preferences for bedtime,
- Planning/Interdisciptinary Team (D7) in ’ wakeup times. Updates ’
, coordination with the resident, and his/her family will be made to care plans
| or representative, by identifying the highest levet : )
| | of functioning the resident might be expectad to o and accunurse to reflect the _
FORM CMSa?.SIS?{GZQQ s Previous Versiong Dhgoste Evant ik YXASTY Fachily iD); 100412 If antinustion sheet Page 12 of 53
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: ‘ resident’s needs or wishes
F 280 . Continued From page 12 F 280, )

| attain. Continued review of the Palicy revealed

s each resident's Comprehensive Care Plan qhsukf

" be designed to reflect the resident's axpresged
\ wishes regarding care and treatment goaty

1. Review of Resident #6's medical record
ravealad the resident was readmitted to the
 facility on 04/28/14, with diagnoses which

; included Cerebrovasoular Accident and

! Friedreich’s Ataxia {a rare inherited disease which |

- Gauses nervous system damage, movement
praloms and leads to impaired museles

| coordination), Review of the Quartery Minimum

[rata Set (MDS) Assessment dated 01/2141/15,
| revealed the facility assessed Resident #6 to

 have a Brief Interview for Mental Status (BIMS) of 5
fifteen (13) out of fifteen (15}, which indiceted the |
remdem was cagnitively intact. Continued raview

' of the MDS revealed the faciiily assessed
- Resident #6 0 require extensive physicat assist

| of two (2) persons for transfers and bed mobility.

. Review of Regident #68's Comprehensive Care
| Plan dated 10/02/14 and 02/25/15, revealed the

*facltity had care planned the resident for self care ‘

| deficit related to diagnoses including Muscular
. Dystrophy (a disease which causes progressive
| weakness and loss of muscle mass) with

; intervantions in place. Continued raview revealed |

¢ the intervertions included to adjust dally routine
" a5 needed to pramote independence, provide

| assistance of two (2) staff for bed mobility and

: transfars,

- Review of the facility’s, "Nursing Assistant

i Assignment Worksheet”, which was ulilized as &
I Nurse Aide Care Plan for Resident #6, dated

L QIR0/5, revealed the resident was lo be

- assisted up after breakfast, to bed befors lunch,
| up after luneh and back to bed around 500 PM,

Non verbal residents will

be addressed through their

families during care

© conferences and updated as

:  needed to the plan of care.
3 ADL care plans will be
updated per day until all are

f complete.

Education by ETD will be
done for all licensed nurses
and CNA"s staff on April
23-30 on toileting resident
before and after meals, skin
obszrvation, bowel protocol
and notification of the
finding to the nurse for
further assessment.
Accunurse svstem/CNA
care plan and ADL
documentation will be
updated to reflect toileting
needs by IDT member on a
daily basis 5 days per week,
All existing residents will
be assessed to determine if
they could also be
considered to restrain or be
arestraint. If so,
agsessments will be done
by the Interdisciplinary

FORM CME-2557152-08) Praviows Vermions Ohsoleta
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PROVIDER'S PLAN OF CORRELTION x3;

' easily upset when he/she had to wait of the

. Certified Nursing Assistants (CNAs) to lay him/her

| down or get him/her up, Continued review of the
Nete revealed the intervention was for staff to

| provide reassurance they would iay him/her down |
“as soon &5 they can®. :

|

|

Hrtarview with Resident #6 on 03/24/15 at 1122

| AM, revealed the resident expressed a

“prefarence to be assisted to bed by staff at 4:00

| PM, in order to ready for dinner when it was

“served, Resident #6 stated when he/she asked

; staff for assistance to bed at 4.00 PM, staff

! always told the resident they had to wait for

; sOMeene to assist them, which ugually would

take thirty (30) to forty<five (45) minutes. Per

interview, Residant #8 was unable o get in and

{ out of bed on hisfher own and required help from

the ONAs. Continued interview revealed all the

| statf knew Resident #6 wanted to go to bed at

- 4:00 PM each day. According to Resident #8,

| heishe was in a verbal altercation with one of the K

‘ CNAs before because she would not help the i

rasident to bed. Further interview revesled

Regidant #8 went to the Administrator with

compiaints regarding not being assisted to bed,

and the Administrator had another staff person

, assist with helping him/ker to bed.

H

E

i

! Interview with CNAR? on 03/24/15 at 2:54 PM,

- tevesaled Resident #6 preferred to be put in the
“bed st 4:00 PM each day for supper. She stated |
| somalimes the CNAg couidn't get Resident #6 to
t be at 4:00 PM in hecause they were in other

oo SUMMARY STATEMENT OF DEBICIENCIES o )
PREFX | (EACH DEFICIENCY MUST RE PRECEDED BY RUIL PREFIX (EACH CORRECTIVE ALTION SHOULD BE . COMPLETIN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE.REFERENCED TG THE APPROFRIATE naTE

; BEFIGIENCYS
F 280 Continued From page 13 F 280 Team and the ‘3'3?5'?1&1’1 will et 5 der

| . be updated accordinglyfor N s adeiids

| Review of the Social Services {88} Note dated Going forward, we will [gom v :fwf ,

. 03/19/15 at 8:33 AM, revealed on 03/14/15 , discuss this during . p P

! Resident #6 had been yelling at staff with the root | , [ anel fare

uark s i .
. Gause determined to be the resident became quarterly care plan e FeEneEs.

meetings for all other
residents. All new
adnuissions will have a 72
hour care plan conference
to discuss their preferences
and desires. IDT will also
be review care plans for
correct level of assistance
and care plans adjusted,

All nurses will be educated
on proper bowel movement
protocol, returning to again
offer intervention in case of
non-compliance and proper
charting of non-compliance

Results of all assessments
- will be given to DON to
. report to QA Committee. QA
- committee will decide if
further system changes are
needed to be made or further
education is needed. Staff
will monitor ongoing and
audit resident preferences and
bowel protocol through the
RAI process (quarterly,

FORM CMB-2587{02-9% Previous Versions Obssists Everd ID: YXAL T
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H r - | !
- resicerts’ rooms ar doing rounds. Per interview, : remc%ent.rec;uest). aily
| Resident #6 required two (2) person assist for | - monitoring by IDT members
transfers, snd sametimes the resident had to wait - for changes in preferences
| for other staff to be free to assist with transferring. ; ¢ will be done through the RAI

process. BM list will be

| Observation of Resident #6 on 03/24/15 at 425 : .
addressed daily and will be

" PM, revealed the resident was in his/her room

. &nd was upset because he/she had asked the . reported to DON or IDT

* CNAs if they would assist the resident to bed at i ‘ -5 C4730/15
| 4:15 PM, but was stil waiting, Continued . member by the end of day for  © 4/30/;

‘ ; b resident results

- observation revealed Residen #5 was not

| assisted {0 bed until 4:39 PM, by CNA#12 and '
CONAMIS. Interview with CNA #12 and CNA #13, :
a8 they were putting Resident #6 1 bed, revealad | ]
! they had been busy with another residert, ; :
i However, they stated they did not explain thig to ; |
| Resident #6 when they were not able to sssist !
: himsher at the time the resident requested. i

. Further review of Resident #58% Comprehenaive
I Care Plan revealed no documentad sviderice of
- revisions to reflect the resident's preferences to ;
| ba assisted to bed at 4:00 PM. ;

- Interview with the Director of Nursing (DON)on ;
- 03/25/15 at 10:82 AM, revesled Resident #8's
- Comprehensive Care Plan should have been ‘
| revised to include the resident’s preferences.

| Bhe stated Resioent #6 had complained to her

| and the Assistant Director of Nursing (ADON)

| about the CNAS not helping the resident to bed at :
 the fime reguested. Per interview, she was rying : ;
Lo monitor the CMAs providing assistance and : : |
ii moniter the resident's behavicrs. :

. :
" Interview with the ADON on 03/27/15 at 11:30 , j
[ AM, ini the absence of the DON, revealed i ' |
| Resident #6's Comprehensive Care Flan shouid
| have been revised to Include the resident’s |

Event [D: vXA211 Fasity iD; 100412 if continualion ahzet Page 15 of 53
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F 280 | Continued From page 15 ) F 2580
 preferences regarding wanting to gotobedat |
| 4:00 PM. Per interview, it was her expectation
' staff follow the expressed and documentad : ;
i preferences of Resident #6. The ADON revealed ' X !
' she was unsure why the Nurse Aide Care Bian ! '
reflected 5:00 PM instead of 4:00 PM, 28
Resident #8's preferred time for going back o
. bed,

1 2. Review of the facility's policy Hiled "Use of
{ Restraints” dated December 2008, revealed care |
. plans for residents in restraints would reflect
| interventions which addressed not anly the
" immadiate medical symptornds} but the
| underlying problems possibly causing the

symptomis). Per the Policy, care plans should :
i also include the measures taken 1o systematically |
| reduce or eliminate the reed for restraint use,

|

+ Observation of Resident #6 on 03/24/15 at 11 ali !
. PM revealed the resident wore a trunk halter f "
' restraint when up in Mis/her wheelchair,

| Review of the Socia! Services (3S) Note dated

| CB/20/14, revealed Resident #8 was provided with
“shoulder straps” by therapy, fo help with :

| positioning for the resident when up in hia/her

- electric wheeichair.

Continued review of Resident #6's _
- Comprehensive Care Plan dated 02/25/15, i :
 revealed no documented evidence the care plan
Fwas revised to include the use of the resident's

j trunk halter restraint or interventions refate to the f
| restraint.

Interview with Resident #6 on 03/25/15 at 12.03 ;’
' PM, revealed the resident was unabie to release |
| the straps on the trunk halter restraint, and the i
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F 280 Continued From page 16
| nurses did not release the restraint to check
hisfher skin. Per interview, the nursing staf only |
released the restraint to put Resident #6 back to
! bed.

Interview with the DON on 03/25/15 at 10:52 AM, -
| revesied Resident #8's Comprehensive Care
Plans had not been revised regerding the use of
; the resiraint which began on 05/20/14. She
' stated when the halter was first Implement the
facitity had not considered it & restraint. Per
(interview, an Interdisciplinary Tearn (1T} measting
| had been heid ar 02/18/15, and that was when
the halter was flrst considered as & "restraint®,
| The DON revealed Resident #6's halter shouid
 have been care planned, and as the resident was
“unable to remove the belis on the halter/vest, it E
. should have been considered a restraint upon
i implemantation.
Interview with the ADON, in the absence of the -
. DON, on 03/27/15 at 3:15 PM, revealed Resident ;
| #B's Comprehensive Care Plan should have been |
-reviged fo include the use of the restraint. Per |
[ interview, her expectations were that a Restraint :
| Evaluation should have been completed and and
- the Comprehensive Care Plan ravised to incude
the detaiis of the evaiuation. Further interview
i revealed there was @ potentisl of barm for
| Resident #6 related to the facility's failure to
revise the care plan for the restraint, and staff
might not adequately meet the care needs of the

i{ resident,

- 3. Further recard review revesled Resident #6
- had & history of constipation, and sxperienced
| episodes of going for four {4) days, D2/17/15 to
1 02/20/15, and five (5) days from 03/08/15 to

- 03/12/15, with no documented evidence of 2

F 280
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F 280/ Continued From page 17
i bowel movemaent, However, further review of
- Resident #6's Comprehensive Care Plan dated
P 02/25/15, reveated no documented evidence i

- of constipation with interventions it place to

, Resident #6's archived Comprehensive Care
- Plan dated 10/02/14, revealed the resident had
| bean care planned for caonslipation.

i Review of Resident #6's Comprehensive Care
~Flan dated 02/25/15 does nol address coneer
for the resident's frequent episades of

- day period nor have interventions bean put into
i Plase o address relationshlp between the

resident's problem areas with regard to infrequent

1 BM and their causes.
. revealed Resident #6's Comprehensive Cara

“interventions in place.

- Interview with the ADON, in the abserce of thie
- DON, on 03/27/15 at 11,30 AM, revealed it was
. her expectation Resident #6's Comprehensive

| Care Plan was revised to includs the residant's

| prevent further episodas.
- 282 483 20(k)}(3)H) SERVICES BY GUALIFIED
33=D PERSONS/PER CARE & AN

| must be provided by quaiified persons in
. accordanoce with esch residant's writtens plan of

foare,

; had been revised to include the resident's history 3

. prevent further episodes, Even though review of

~constipation that met and exceaded the three {3)

Interview with the DON on 03/25/15 at 2:50 PM, |

Plan dated 02/25/15, should have been revised to.
i Include the residents constipation concerns with

- constipation problem with interventions in place o

i The services providag or arranged by the faciity f

F 280,

onodled 15
. Resident #6 care plan and

F282)  Accunurse system were

| audited for correct Jevel of |
assistance and updated. Al j
nursing staff was inserviced
[ on4/21/2015 regarding j
. following care plans

$
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F 282 Continued From page 18 Fagy. including the number of i

. This REQUIREMENT is nel met as evidenced

by

Based on interview, record review and review of

; the facility's pelicy, it was determined the facitity

failed fo ensure residents' Comprehenaive Care
Plans were followed far one (1) of fifteen {15)

| sampted residents (Resident #8),

Review of Resident #6's Comprehansive Care

| Plan revealed the interventions included for two ‘

(2) staff to assist the resident with transfers and |
bed mobility. Mowever, record review revealed

. Resident #6 experienced a fail on 09/03/14, while
heing provided assistance by one (1) nurse, '

‘ The findings include:

- Interview with the Director of Nursing (DON) on
| 3/25/15 at 2:30 PM , revealed the facllity had no
palicy related to staff following residents’ care
: plans,
Regord review revealed the facilily readmitied
: Resident #6 on 04/28/14, with diagnoses
Lincludingy Atrial Fibrillation, Cerabrovasecular
- Accident, Congestive Heart Failure snd |
~Friedreich's Ataxia (s rare inherited disease which
| CAUSES Nervous system damage. maverment :
I problems and leads o impaired musole
coordination). Review of the 01/21/15 Quarterly
- Minimum Data Set {MDS) Assessment revealed ‘
 the facilty assessed Resident #6 to be cognitively ;
Intact, and to require the physical assistance of
| two (2} staff for transfers and bed mobifity.
- Review of the resident's archived Comprehensive |
Care Plan dated 10/02/14 and current care plan
: dated 02/25/15, revealed the facility had care i

assistance for care by ETD,
Fducation and Traming
Director. Verbal education
was given to ETD regarding
following the plan of care for
transfers, number of assist,
bed mobility and ambulation
by the DON, Written ;
education will be given and :
documented by the DON for

failure to follow plan of care.

; All residents have the

- potential to be affected. DT
will also be review care plans
for correct level of assistance
and care plans adjusted.

| DON, ADON, ETD, IDT

member or UM will abserve
care of 5 residents per day for
© 5 days per week for 4 week.,
i 1 time per day five days per
- week for 4 weeks then 1 time
per week for 4 weeks using j
{ care plan follow form |

Results will be reported to i
QA Conunittee for 12 weeks
by DON. QA committes will
decide if further system ;

i

FORM CME258T02-88) Fravious Vermions Obaniate Event I3 YXART

Factity 1D: 100412 H continustion gheet Page 12 of 53

A g st e



Be/Ba/ 2015 11:562 1859336557

REPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/10/2018
‘ FORMAPPROVED
OME NG, 0938-0381

ETATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA
AND FiLAN DF CORRESTION IDENTIFICATION NUMBER:

185338

(X2} MULTIALE CONSTRUGCTION

A BUILDING

B. WG

|

X3 (ATE BURVEY
COMPLETED

C

03/2712015

!

NAME OF PROVIDER OR SURPLIER
SPRINGFIELD NURSING 8 REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP COPE
420 EASY QRUNDY AVENUE
SPRINGFIELD, KY 40089

SUMMARY STATEMENT Op DERICINDIES
(EACH DEFICIENCY MUBT BE AREGEDED BY R{LL
REGULATORY OR LEC IDENTIEYING INFORMATION)

{Xd3
FREEN
TAG

i3 i
FREFR
TAG

PROVIDER'S PLAN OF CORRECTION
(EAQH CORRBETIVE AGTION 2HOUL b BE
CROSEMEFERENCED 10 THE APPROPRIATE
DEFIGIENGY)

{25!

DDA ETION

DATE

F 282 _! Continued From page 19

assistance of two {2} persons for transfers and

: bed mability.

' Review of Resident #8' & Fal} incident Reports

; revealed an Incident Raport dated 00/03/1 4,
" which noted the resident had experienced a fall
12:31 PM. Continued review revealed

Interview, on 03/25/15 at 2:20 PM, with
- Registered Nurse (RN) #1 revesled she was

090314, She stated she tried 1o change
[ Resident #6's bed sheets due to spifled urine
from the resident's uringl, and had no one to

: assisther. Per interview, Resident #8 grabbed
' the enabler bar on the bed and puifed too hard

i ona to assist her on 08/03/14, She stated there

! should have been two (2) staff assisting the
resident. and she had failed to follow Resident

| #8's care plan interventions, which resuited in

! hig/her fall

U715 ar 11:30 AM and at 7-358 PM, revealed
- her expaciation was far staff to fallow residents’
‘care plans. She revealed Resgident #6's fall of
. 08/03/14 could have besn avoided if the nurse

- Plan intervention regarding providing two (2}
; PErson assist when she was thanging the
i resident's shegts.
F 300 483.25 PROVIDE CARE/SERVICES FOR
b= | HIGHEST WELL BEING

| planned Resident #6 to require extensive physical

- pressint when Resident #6 experienced the falt on

| had followed the resident's Comprehensive Care

t;

I

 &nd fell to the floor from the bed. RN #1 revesled |
| Resident #6 was care planned for an assist of two
- {2} persong for care; however, there had been no |

| Interview withs the Assistant Director of Nursing, in |
! the absence of the Direstor of Nursing (DON), on ;

E

i

'

i

F 282,

i

|
|

F:m;

changes are needed to be
made or further education is
needed

© 5117158
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F 308 | Continued From page 20 " Faoe An iznm*ad%ate review of the
~ daily BM list for March and

! X
- Each resident must recsive and the faciity must April shows that Resident #86, !

- provide the necessary care and services o sttzin ? f name appeared several times ,

5 or meintain the highast pracﬁcabt‘e pf{yﬁlca!, : where the bowel protocel was i

i mental, and psychosockal wall-baing, in : :
followed except for the days

aotordance with the comprehensive assessmeant |

_and plan of care, the resident refused the

protocol which is
docursented on the BM list
sheet. Regident #6 care plan

This REQUIREMENT is not met as svidenced - was updated on 4/21/15 to
E %r;sed on interview, racord review and review of | r include 2 goal that resident

the faciltys policy, 1 was determiney the facilty - will have a normal BM every
| 1ailed to provide the necessary care and services | | 3 days with an intervention to

to attain or maintain the highest practicalsie - follow the bowel protocol,
| physical watl‘aming for one {1} of fifteen (15 :
sampled residents (Residen! #8). r . Residents with hx of |
| Resident #6 had a history of constipation with | constipation, at risk due to
| bowe! medications ordered, However, thers was X medications, decreased
: no documented evidence Resident #6 received | mobility or disease process |

: the bowel medications as ordered when the ‘ ially at risk
resident experienced no bowel movements (Bis) are potentially at rigk.

from D2/17/15 to 02120115, and from 03/08/15 to ;

j P32, E . ETD will provide education
The findings irclude: ) to nurses regar:ding ba"’f’ﬁ
; i protocol, ranning BM [ist,
| Review of the facility's "Bowef List” Protocol, | actions taken, and
undated, revealed if a resident hae no BM for j: documentation of ron-

compliance and daily results.
Nursing Aministration |

i three (3} days the facility was to contact tha :
| Physician or Nurse Practitioner for orders for Milk ,
© of Magnesium (MOM) 30 cc or laxative of choice, |

| Continued review reveated ¥ the resident ; (DON, ADON, Unit
continued to fave no BM for four (4) days the g Manager, MDS Coardinator
. facii contact the Physicion % : i =T Lo
. faciity wae to contact the tysiclen or Nurse i i Education and Traxmng

| Practifioner for an order for Dulcolax suppository ;
FORM CMS-2567(02.09) Bravitus Verslong Obestebs Bvenl 0 YXAS1Y Facdity 1D 100442
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F 309 | Continued From paga 21
or laxative of choice, Further review revealed if
: the resldent had no BM for five { 5} days the :
facility was to contact the Fhysiclan or Nurse |
Practitioner for referral for an x-ray of the !
resident’s Kidneys, Ureter and Biadder {(KUB)and
“notify the Physician or Nurse Practiioner of the
: restits and further orders,

Madical record raview revealed the Facility
; readmitted Regident #6 on 04/28/14, with
| diagnoses which included Congestive Meart '
Failure, Primary Cardiomyopathy,
i Cerebrovasculer Accident, Atrial Fibrillation,
{ Friedreich's Ataxia (@ rare inheritad discase which |
| Calises nervous system damage, movement ;
| problems and leads to impaired muscle i
- coordination) and Muscular Dystrophy (a disease
. which causes progressive weakness and loss of |
muscle mass). Review of the 01/21/15 Quartarly |
Minimum Data Set (MDS) Assessment reveaied
, the facility assessed Resident ¥6 o be cognitively !
Pintact, and to be occasionally incontinent of bowe!
“and bladdar, Review of Resident #6's 5
. Comprehensive Care Plan dated 02/25/15,
| revealed no dorumented evidence the care plan |
~was revised lo include the resident's higlory of ‘
constipation with interventions In place fo prevent ;
| further episodes of constipation, even though the
| resident had & diagnosis of Muscular Dystrophy.

1

i Review of Physician's Orders for February 2018 :
- and March 2015 revealed the resident had orders :
- dated: 09/19/14 for Bisae-Evae (Dulcolax) 10 |
I reilligraim {mg) rectal suppository one (1) rectally |
‘dally 82 reeded (PRN) 0B/05714 for MOM 30

; milliliter (mL.) by mouth daily PRN; and on

| 02424118 an order for Colace {2 stoal softaner)

- 100 my by mouth twice 2 day for constipation,
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i Director ang Staffin
F 300/ or and g

Coordinator) will check ali

residents at risk for

| constipation for BM

movements daily using the

BM list. All nurses will be

educated on proper bowel

movement protocol, running

bowel movement list daily

. and per shift, returning to

- again offer intervention in

i case of non-compliance and

| proper charting of non-

compliance. A goal will be

added to resident care plans

that they will have a normal

BM every 3 days with an :

| interveation to follow the
bowel protocol. Resident

recorded bowe! movements i

will be reviewed Sx/wk by
© nursing admin in the clinical
; meeting to ensurs bowe)
protocol is followed and
results. Nurses and CNA’s
will be educated to check
bowel movements daily all
new hires will educated in
orientation to check bowel
 movements every shift and
[ follow BM protocol by ETD.

Education was provided 4/23
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H /
F 308 Continued From page 22 F 309 through 4/30. .
' Review of Resident #6's "Fiow Sheeat” where the - Form for recording bowel
- resident’s BMs were recorded revealad no ¢ movements will be brought to
doct;mented evidence of the resident having = . morning meeting and
- BM from 02/17/15 1o 02/20/15, a four (4) day i i rie ' inical 1
" period, or from G3/08/15 to 03/12/1 5, & five (5) " E{eyeif@d b}~ the ci;n;:ai Feam i
. day timeframe. | SX/WK ongoing to follow up i
; - on intervention. The QA
. However, review of Resident #6's February 2015 commitiee will review
and March 2015 Medication Administration ; rw b
. Records (MAR) revealed no dosumented ; manthl} XJ' to ensurf: the
L evidence the resident received the bowel system for intervention and
, medications for constipation as ordered. Even | follow up on BM protocol is
- thaugh the facility's "Bowel List” Protoco! revaaled . © effective. DON or IDT
if @ resident had no BM for three (3) days the ' ‘ . -
facility was to contact the Physician or Nurse ! member W]I,I provide
. Practitioner for arders for Mik of Magnesium . documentation for any
F {MOM) 30 co or laxative of choice, Resident #6 - changes. Changes in
already had MOM ordered; however, there was . protocol will be made as
- ho documented evidence it was administered on L A
02019715 or 03/10115. The Protacol noted if a indicated by the Q ,
 resident continued to have no BM for faur (4) committee. 4/30/15
' days the facility was fo contact the Physician or
. Nurse Practitionar for an order for Dulcolax i
| supposifory or faxative of chaice, Rezident #6 ;
_ alteady had orders for the suppusitary: however,
 thire was no documented evidence it was ! ;
~administered on 02/20/15 or 03/11/15,
i Additioratly, the Protocol revealed # a resident %
 had rio BM for five (5) days the faciliy was to ' '
- contact the Physician or Nurse Practitioner for |
| referral for an x-ray of the resident's Kidneys, i
i Ureter and Bladder (KUB) and notify the
- Physician or Nurse Practitioner of the results and r
further orders. Howaver, review of Resident #6's
i record revealed no documented evidence the |
' Physician was notificd on 03/12/15, to oblaina
“ referral for a KUB, i ;
_interview with Certified Nursing Assistant (CNA)
Buatt [0 YXAR T Faciltty iD¢ 100412 i confinustion sheel Page 23 of 52
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F 309 Continued From page 23 F 308

. #1d on 03/27/15 at 2:48 PM, revealed Resident
¥8 preferred to wear an adult brief at right, and if |
. the resident had not had a BM and needed a

- SUppOsitury. he/she preferred the medication at

‘ night.

1

! interview with the Director of Nursing (DON) on
03/25M65 at 2:50 PV, revealed Resident #6's

: constipation concerns should have been carried
“over from the last Admission MDS Assessment,
- Per Inferview, Resident #8's history of '
' constipation should have been care planned with .
, Interventions in place, 88 & had been care
'planned on the archived Comprehensive Care
| Plan dated 10/02/14. The DON revealed the |
? nurses should have administered the hows) :
- medications when Resident 8 did not have z BM _
for three (3) days or greater. no documented

. evidence of continued constipation concerns or

| interventions, ;
!

P

| Interview with the Assistant Directar of Nursing .
{ADON) on 03/27/15 at 11:30 AM, in the absence
- of the DON, revealed the faciity failed to follow !
the Bowel Protocal for Resident #8 from 02/17/15 ;
;o OR/20715, and from O3/0R/15 to 0311215, She f
| stated it was her expectation for nurees to gve
the residents a laxative afier three (3) days of no 4
| BMs. Per interview, the nurse should document |
. the constipation and jaxative administration in the _
 madical record and netify the Physician, The |
: ADON revealsd however, Rasidént #5 had not
 received Mis/her bowsi medication in a timely g
| manner, She stated not following the facillty's |
“ Bowel Profocol and not admiristering bowel
' medications for constipation could cause a
. poterdial for bows! impaction for the resident
: which cowld result in hospiialization. Further
linterview revealed Rasident #8's history of
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F 309 Continued Fram page 24 F 308,

- constipation and current constipation prablams
' should have been addressed on the resident's
( Gurent Comprehansive Care Plans dated

| 02/25/15.

F 323 483.25(h) FREE OF ACCIDENT
£8=0 ¢ HAZARDS/SUPERVISION/DEVICES

- The facllity must ensure that the resident
erwvirgnment remaing as free of accident hazards

;as 15 possible; and each resident receives

- adequats supervision and assistance devices to
prevent acciderts.

i This REQUIREMENT is nof met a5 evidenced

| by

- Based on interview, record review and review of
the faciity's "Fall Assessment” Process, if was

¢ determined the facilty failed to ensure two {(2) of
fifteen (18) sampled residents received adeguate

' suparvision and assistance to prevent aceiderts

{Resldents #3 and #6).

| The faciity failed to follow its writtan "Fail

- Assessment" Process when Resident #3

. sustained a fall from hisfher wheelchair when the
' wheelchair ipped backward oo the ground.

| There was no documented avidence of an inital

| assessment or of seventy-two (72} hour

. manitoring after the fall, even though the resident
| complained of hitting his/her head. In addition,
 there was no documented evidence an Incident

. Report was complated or an investigation

I

I'conducted to analyze the incldent and assess for :

" the root cause of the fall to ensure appropriate

| interventions were initisted to prevent further falis,

F 3231

1. Both Resident #6 and
Resident #3 were checked on
4/21/2015 for any

neurological, physical or

miental issues which might i
result from fall by assisgned

nurse. None were noted.

Care plan review shows that

the fall of Resident #3 on :
1/6/15 was addressed on the

care plan and interventions

were put in place on 1/7/15.
Nurses note from 1/7/15

shows that the DON was

made aware of the fall. Care

plan review shows that the

fall for Resident #6 on 9/3/14 :
was reviewed on 9/4/14, the ]
meident on 2/25/15 was ‘
reviewed by the TDT on

2/26/15 and the fall on
3/17/15 was reviewed by the
nurse and the nurse did

notify the Nurse Practitioner
on 03/17/15 at 11:45 per g
nurses noted documented in {
the computer system, It was ’

FORM DMEB-2057(02-95] Pravious Versigns Dbsaisie

Evant ID: YXA&$

Faciity I 100412

i contitugtion sheet Page 25 of 53



AE/@3/201% 11:82 18593369571

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

P&GE  2%/57

PRINTED: Q412015
FORM APPROVED
QMB NO, 0838-0381

| A3 DATE SURVEY {

STATEMBENT OF DEFICIENGIES (1} PROVIDERISUPPLUER/CUA (X2; MULTHILE COMS TRUCTION
§ ANE? PLAN OF CORREC TN TENTIRICATION MUMBER, A BUILDING COMPLETED
© e C
| 185236 B WING __ : 931272015
NAME OF PROVIDER OF SUPFLIER STREET AUDRESS, CITY. STATE, ZIP CODE '
42 EAST GRUNDY AVENUE
SPRINGFELD NURSING & REHAEILITATION CENTER
SPRINGFIELD, KY 40069
(A SUMMARY STATEMENT OF DEFICIENSIES i RRGVIDER'S PLAN (F CORRECT (R Lo
FREFIX {EAGH DEFICIENGY WHIST BE PRECEDED BY FULL PREFIX (EACH GORRELTIVE ACTION SHOULD BE GOMALETIN
TAG REGULATORY (IR LSC IDENTIFYING INFORMATION) ; Tag CROSS-REFERENCED TC THE AFPRGERIATE GATE
i DEFICIENGYY ‘
5 . ’ oI addressed on the care
F 323 Continued From page 25 F 323 Eian oh 03/17/15 by EDT and
- Also, there was no documented evidence the ; Pt . Y
- Physician was natified of the fall, ¢ ntervention of PT to sereen,

_Also, Resident #8 sustained three (3} falls

| between 08/03/14 and 03/14/15: howevear, there
wars no decumented evidence of an Initlal

| assessment, ongoing 72-hour monitoring, care

 plen revision, investigation of the incident andfor |

| root cause analysis completed for each fall, :

- Additionally, the facility faiied to ensure the

- Wanderguard door alarms were checked daily ag |
: per the facility's profocol. Observation on 3/96/4 5°
| revealed the East Exit door Wanderguard alarm i
| was notworking and did not akarm when tested.

The findings include:

Interview with tha Director of Nursing (DON), on
| /25715 at 2:30 PM, revesled the faciity did not ‘
. have a policy refated to falls. However, the facility
 utiized the "Falf Assessmant” Process. |
|

"Review of the "Fali Assessment” Pracess i
i document, dated April 2011, revealed at the time |
tof a fall after the resident was assessed, an

i Incident Report and investigation should ba

! initiated to determine approprigte nterventions.
. Per the Document the Interdiseiplinary Team
{IDT), family and Physician should be notified |
promptly, and medical record documentation for
Yollow up and assessments should he completed
‘promplly. Continued raview revesled the medicat |
 record docurmentation should be reviewed by
 facility management, and follow up on the
. Tesldent’s condition would continue as needed for .
| & minimum of seventy-two (72} hours, The "Fall |
- Assessmant” Process document revealed the fall |
- ihjury plan of care was to be updated as |

pain azsessment, re-education
to ring for assistance while
getting objects off the floor
were put into place.

2. All Fall risk residents
have the potential to be
affected.

Education was provided on
4/21/15 by ETD, Education
and training Director to all
nursing staff, on
documentation of falls
immediately upon the event
and for 72 hours later. An
event board has been created
. foruse by the IDT to show

' events and clue staff to

i document for 72 hours post

- event. DON will print,
review and provide extra
documentation in an IDT
form related to falls. Nursing
admin and IDT will review
all falls for documentation,
root cause and intervention
for falls and follow up
documentation pertaining to
the fall. A binder has been '
created to review all falls in
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F 323, Continued From page 26 Fazs; S QA !;OI‘\ and IDT will .
' appropriate. According to the Document, a ;’ P Teview Al Inmden'i reports for
- Falfincident Investigation Toot must accompary accuracy/completion, follow
| any fall and the Quality Assurance (QA) up documentation,
Committes would revisw and ensure . effectiveness of interventions
implementation of any recommendations offered ; .
L and family and MD

by ulilization of the Investigation Tooi.

Interview, on 03/27/16 at 6:00 PM, with the

| kept at each nurse’s station was used by the ,

Fhurses as a process for monitoring and ;

| documanting fall incidents. :

1 |
Review of the "Incidert Report™ form kept at the

nurse’s station, revealed an Actident!incident

| Report was to be completad when a resident

sustained a fall, and the fall was 1o be :

i documented in the medical record with

| notification of the Physician and famlly. Per the

Incident Report” form when a resident sustained

@ fall, even if there were no apparent injuries, a j

| falt investigation was to be completed. Continued ;

- review revaaled if a resident had 2 fail and hit

; his/her head, the resident was to be placed en :

i every shift charting and have vital signs obitained ,

[ for three (3) days. Further review revealedifa = |

' rasident hit histher head or if it was unknown

| whether or not the resident hit hisfher head in a

i fall, neurological checks were to be done and the

: neurological assessment flow sheest wes o be

| completed.

|

1. Review of Resident #3's clinical record

j revealed the facility re-admitted the resident on

F 12/03/14, with diagnoses which included

+ Paraplegia, Convulsions, Depression,

- Osteoporosis, Chranlc Pain and Neurogenic ;’

| Bladder. Review of the Minimum Data Set (MOS)

' Souial Worker (SW) revealed there was o policy
refated to falls, but the Incident Report, which was :

notifications. All nurse new

hires will be instructed on

falls documentation during

nursing orientation and

education will be completed

for identified concerns by the

DON an/or nursing admin.

4 DON will report all results

to weekly QA for evaluation

and effectiveness of system

and expectations. Results will

be reviewed in the monthly

QA by DON, ADON, ETD,

i UM or other nursing

- administration to discuss any
syatemic changes nesding to
be made or compliance of the :
program. ;

i

5/5/15

r
i

|
i i
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GO0
PREFIX
TaG

1

DEFICIENCY)

" PROVIDER'S PLAN OF CORREGTION o
PREFIX | {EACH CORBECTIVE ACTION SHOULD Ak ¢ COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE :

LATE

F 323 Continued From page 26
" appropriate. According to the Document, 2
Fﬁalliinmdez‘;t Investigation Tool must accompany
Fany fall and the Quality Assursnce {QA)
- Commitiee would review and ensure
s implementation of any recommendations offered
! by udilization of the Invesiigation Tool,

Interview, on 03/27115 at 8:00 PM, with the

- Social Worker (SW) reveaied there was no policy |
reiated to falls, but the Incident Report, which was
kept at each nurse's station was used by the

' nurses as a process for maonitori ing and
dmnumem;ng fall incidents. ;

Revnew of the "Incident Report” form kept at the
- nurse’s station, revealed an Accldent/Incident

| Report was to be corapletad when a resident
sustained 2 fall, and the falf was to be
i documanted in the medical record with

| notification of the Physician and famiiy. Per the
" Incident Report” forms when a resident sustained /
- a fall, even if there were no apparent injuries, a
 fall Investigation was to be completed. Continued :

: review revealed if a resident had a fall and hit |
hisfher head, the resident was to be plased on |
i every shift charting anc have vital signs obtained |
for three (3) daye. Further review revesled # o |
resident hit histher head or if it was unknown :
{ whather or not the resident hit hisfher head in &
fal, neurclogieal checks were o be done and the
. nedrolagical assessment flow sheet was to be

‘ complatad, E

- 1. Review of Rasident #3' clinical record

" reveaiad the facllity re-admided the resident on

| 12403114, with diagnoses which ingluded

i Paraplegla, Comvulsions, Depresaion,

i Osteoporosis, Chronic Pain and Neursgenic

| Bladder, Review of the Minimum Data Set (MDSj

F 323,
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F 323 | Continued From page 27 F azzi
: Assessment, dated 01/17/15, revealed Resident
' #3 was cognitively intact with a Brief Interview for |
i Mental Status (BIMS) soore of fifteen (18)
Further review of the MDS revealed the resident
i had impairment of the lower extremities on both

sides,

I
Review of the Nurse's Note, dated 01/07/15 at
P 2112 PM, revealed the resident reporied the day
" before heishe fiipped backward in his/her
‘wheeichair, Mowever, there were no documentied
_evidence in the Nurse's Notes of a falf ooorring
Lon 01/06/15. In addition, there wag no
documented evidence of any assessments
{including neurclogical checks, gkin, pain, or range |
. of motion, or of vital signs ubtained Continuad
' raview revesled no gocumented evidence tha
. Physician or Physician Assistant (PA) were
cnotified. Further review revealed there was no
- documented evidence of an Incident RBaport
| completed or a faf investigation complated on
QIDBME, as per the facilily's “Fall Assessment”
i Process. Resident #3's Comprehensive Plan of
P Care was updated on 010718, and to include
| having maintenance chack the anti-tippers, do
pain and fafl assessment and educate the
" resident on proper wheelchalr usage on a ramp. |

i E

| Interview, on 03/25/15 st 5:20 PM, with Resident

‘#3 revealed the resident had fallen backwards in
i hisfher wheelchair in January 2015, but could not J; :
“racall the date. Resident #3 ravealed he/she hit : :
| the back of hisfher head, Confinued interview j 5
- revealed License Practical Nurse (LPN) #6 and a ; '
- Certified Nurse Assistant (CNA), name not ‘ i
known, helped the resident up off the groungd, The |

 resident stated she told the nurse he/she had kit

. his/her head; however, no vital signs were taken, |

| nor wera neurological checks done after the fall,
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F 323

F 323 - Continued From page 28
| interview, an 03/26/15 at 3:00 PM, with LEN %6

| to the facility's smoking area 1o help get Resident |
#3 up off the ground. LPN #6 stated she

| observed Resident #3 in his/her wheeichair which |
~was lying backwards on the ground. Per |
Hinterview, Resident #3 told her helshe hit his/her
_head at the time of the fall: however, the GNA !
i gastured to the nurse to indicate the resident had
hit his/her head, o she did rot do neurological |
‘ checks. Continied interview revaaled LPN 46
"fooked the resident over”, and the resident dig
ot appear hurt because hedshe was moving
hisfher arms. LPN #6 stated she did not do an

‘ ncidert Repoit or dooument the fail and har

s assessment In the medical record, nor did she
| notify the Physician or family, Further interview ;
revealed because the fall was withessed by the |
i GNA, she did not feel the need to document the
! incidant,

| Interview, on G3/27/15 at 8:50 PM, with

' Registered Nurse (RN) #1 revealed she entered
‘ Resident #3's room to administer medieation or
0107718 8t 2:12 PM, when the resident tald her
- he/she had flippad out of the wheelchair the day
: before on 01/06/15. However, KN #1 revealed
there was no documented eviderce of a fall on

| 01/06/15, and it should have besan according o

: facility’s policy. RN #1 stated she did nof

| complete an Incident Report, since ghe did not
Factually observe or witness the incident,

' However, she stated she did wrilte 2 Nurse's

i Nete, relating the information the resident had

| given her regarding histher wheelchair flipping §
- backward onte the ground, while he/she was in it :

rterview, on 03/26/15 at 4:20 PM, with the

. revesled a CNA, name unknown, summoned her

FORM UMS-2587(02-09) Pravicns Vergions Obsolela Event D YXA8 1

Fachity 107 100412 If eordinuation shest Page 20 of 62



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PacGE  24/57

PRINTED: 04/10/2015
FORM APPROVED
_OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
[ STATEMENT OF DEFICIENGIES 13 PROVIDERSUPPLIERICLIA X2 MULTIFLE SONSTRUCTION (X3 BATE SURVEY
} ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: A SUILBING COMPLETED
o
1 185336 B. Wing : - 0312712015
NAME OF PROVIDER OR SUPPILIESR STREET ADDRESS. CITY, $TATE, 218 oODE
420 EAST GRUNDY AVERUE
s URGING ITATION CEN )
RINGFIELD HURSING & REHABIL 10 TER SPRINGFIELD, KY 40069
am SUMMARY STATEMENT OF DEFICIERCIES 1o PROVIDERS PLAN OF CORRELTION : i
PRERIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ASTION SKOULD BE L COMELETION
TAG REGULATORY OR LEC IDENTIFYING INFORIATION) TAS CROSS.REFERENCED TO THE APBRCGFRATE ~ DATE
! i DERIGIENGY)
F 323 ' Continuad From pags 29 F 323

. Assistant Director of Nursing (ADON), in the

| absence of the DON, revealed Resident #3

"should have had an assessment, including vital
| Bigns, range of metion, and & skin check as wel

| a8, bean chacked for pain after the fali. She

stated if a resident stated he/she hit their head
. whether it was witnessed or unwitnessad

i docurmented in the medical record. Also, she
stated an Incident Report should have been
completed by the rurse, In addition, the ADON
lindicated the "Fall Assessment” Process should

neurological checks should rave been done and

~ have been folfowed: however was rict foiiowed for
| Resident #3's fall. Per the ADON, there was no

| indication of 2n investigation o determine the root .
cause and ensure appropriate interventions were |

E added i the care pian aiter the fall in order to ‘ :
“prevent further falts. in addition, the ADON |
re\reaied thare was no dt}cumen‘rafmn of tha fall -
| and the initlal assessment after the fall, as well
_ &g, continued assessments for sevanty~twm .
i hours, as par the facility's process, Furlher :
Hinterview revealed there was no documentstion E

 indicating the Physician was notified of the fal
either, but there should have been,

- 2. Review of Resident #6's medical recard ;
revealed the facility reatdmitted the residentan
L D4/28/14, with diagnoses which included Atrial
. Fibriliation, Friedreich'e Atavia {& rare inherftad
| disease which causes nervous systern damage,
, movement problems and lends ts impaired
muscée coordingtion), Muscular Dystrophy (a
disease which causes prograssive weakness and .
/ loss of muscle mass), Congestive Heart Failure,

| and Cerebrovascular Accident. Review of the
Quarterly MDS Assessment dated D1/21/15,

| revealed the facility assessed the resident to hawe
. @ BIMS of fifteen {15} indicating no cognitive

i
i
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F 323 Continued From page 30
Himpairment. Further review of the MDS
! Assessmant revealed the facility assessed
! Resident #6 as requiring extensive physical
. assistance of two {2) persons for fransfers and
| for bed mobiiity. Review of Resident #6'
" Comprehensive Care Plans dated 07/18/14 and
| 92125115, revealed the resident was care planned |
| to receive assistance of two (2) persons for ,
transfers and bed mobitity, i

“Review of Resident #6' s Fall Incident Reports
i revealed the resident experienced falls on
| D9/G3/14, 02/25/15 and 03/14/15.

| Per the Fall Incident Repoert, for the fal] incident i
- on 09/03/14, the Murse reported resident was in |
 the floor”. Continued review of the 08/03/15,
‘ Report revesled Resldent #8 was aavsessed, |
- denied hiting his/Mer head, denied any pain from
 fait and had = small scrateh noted to the right ‘
'upper arm. Cortinued record review revealed no
_dostmented evidence of an initial assessment, of |
{ a Fall Investigation Waorksheet having been F
. completed after the fall or of ongoing
; asseasments for 72 howre were compisted !
! ragarding the fall ingident on 08/03/14, us per the
facility's "Fall Assessment” Process. In addition, |
| the Fall Incident Report ared Nurse's Noles
| revealed no documented evidence of the root
- cause of Resident #6's fail incldent. Review of
. the Comprehensive Care Plan revealed no
: documented evidence it was revisedfupdated for |
Resident #8's fall on 05/03/14. ?
§ Interview with Registered Nurse ( RN}y #1 on ‘
. 03/25/15 at 2:20 PM, revealed she was asslsting !
| Resident #6 on 0$/03/14, sfter hefshe spilled
urine from the urinal on the bed finens. Per
i interview, she attempted io changs the bed linen

F 323

i

FORM CMS-2567(02-89) Pravicus Vaslstss Obsolete i Svent ([ ¥XARY!

Fagility 10: 100412 tf continuation sheet Page 37 of 83

g e e«



BRAB3/2015  11:52 18533365571

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE  3B/57

PRINTED: D4/1002018
FORM ARBROVED
QB NO. DO38.0201

{22 MULTIPLE CONSTRUCTION

STATEMENT OF QEFICIENCIES {X1) PROVIDER/SUERDLIBR/TLIA
AN PLAN OF CORRECTION IMEMTIFICATION NUMBER, &, BUILDING DOMELETED
e, N C
1 185336 B WING - D3/2TI2045
TREET ADURESS, CITY, ETATE, ZiFP oiibe

(X3} DATE SURVEY

MAME OF PROVIDER OR SUPPLIER
SPRINGFIELD NURSING & REHABHITATION GENTER

420 EAST GRUNDY AVENUE
SPRINGFIELD, KY 40089

SUMMARY STATEMENT OF DEFICIENCIES

18] : EROVIDER'S BLAN OF CORRECTION . PREY

Faza | Continued From page 31
. alorie, with Resident #8 grabbing for the arabler
bar. She stated Resident #8 pulled too herd on
| the nabler bar and fell out of the bad onto the
floor, was present during the fall incidant of
| 09/03/14. She statad the date of 08/04/14 .
- entared on the Comprehensive Care Plan was for ;
the incident of 08/03/14. Per RN #1, the Nurse |
t Aide Care Plans at the time of Resident #6's fall
on 08/G3/14, indicated the resident was an assist
of one (1). RN #1 reviewed Resident #8's
- Gomprehensive Care Plan, and stated she
agreed there should have been two (2) staff
i #ssisting the resident on 09/03/14. Further
intarview revealed by assisfing Regident #6 by
| herself on 09/03/14, the care plan was st
*followed with regard to the resident's care
planned needs.

Review of Resident #6's Fall incident Report
; dated 02726115, revealed the rasident "felt” when
| he/she reached for his/her IPad (electronic
tablet). Review revealed the resident became
| wedged between the bed and the dresser when
! hefthe fel. Per the Report, Resident #6 called
for help and the murse and a Certified Nirsing
| Aaslstart (CNA} helpad the residerd back to 2
| seated position on the bad, and the resident i
stated he/she was not hurt. Further review of the
| resident's medical record revesled no ;
documented evidence of the facility's ongoing i
- assessment of the resident for 72 hotirs afier the
L incident, as per (he facility's "Fall Assessment
: Process.

| Review of Resident #6's Fall Incident Report ;
' dated 03/17/185, reveaied the resident “was 5
‘ atternpting 10 pick up” histher urinal off the floor,

| and the upper part of the resident's body was
 faying on the floor, with his/her legs still on the

(XD ; :
prf:gg?mx | {EALH DEFICIENGY MUST BE PRECEDED 8Y FULL BREFIX [EACSH GORRECTIVE ACTION SHOULD BE | SMEETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TD THE APPEOBRIATE DATE
DEFIIBENGY)
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i bed. Per the Reoort, Resident 86's head was
‘raised up off the floor, Additionsl record review
| revealed the fall incident was documented in
Nurse's Notes with an initial assessment and vital
. slgns noted. However, record review revealed no |
; documentad evidence of the 72 hour ongoing
dssessment of the resident after the incident, as
per the facility's "Fail Assessment” Process.

Interview with the Director or Nursing (DON) on

| 0312515 at 10:52 AM, reveaied baned on the
, archived Comprehensive Care Plans, there was

| no documentation of the fall incident which .
. ocourred on 08/03/14, ner documentation in the |
' Nurse's Notes that would assist in the :
deierwnatwn of the root cause of the incident,
. She stated the nurses were to fill out an incident

’ ' Report after a fall or incident. Per inferview, the
 hurzes wers responsible for notifying the family
Land the Physician on the same date of the
“incident, The DON revealed it was her

; expectation the nurses document in the Nurse's

- Notes regarding any follow-up activity conducted

_with a resident who had fallen, for up to 72 hours. -
: Bhe stated the facility's "Fall Assessment” |
* Pracsss calied for & morning stand-up meeting,
1o be conducted on the next morning sfter the fan
| or incident, to raview for intarventions and
. updatefrevise the care plan. Continusd interview
i revealed the nurses were required to put f
t inferventions in place on the date of the fall and if
: riot entered, the Interdisciplinary Team (I0YT) ’
| reviewed and placed the interventions on the .
- Comprehensive Care Plans. She siated the falis |
! process was not followed completely for Resident :
- #6's fall incidents on 09/03/14, 02/25/15 and

i 03/17/15, Further interview revealed there was
: no documentation of 72 hour monitering for the
fall incidents which cceurred on 09703714,

F 323
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 DRA2EMB or 0317 M5; however, there should have :
‘been. Additionsi interview with the DON on ]
03/25/15 at 2:30 PM, revealed the facility digd not
| keep copies of Nurse Aide Care Planz, and ,
i

thérefore was unable to provide documentad
- evidence the resident was an assist of one {1} at
the time of the fall incident on 080214,

interview with the Assistant Director of Nursing

. (ADON} on 03/27/15 at 11:30 AM. in the absonce

 of the DON, revealed it was her expectation staff i
assess a resident expariencing a fall and! Indicate

i the root cause of the incident, zend the injured

regident out if needed, complete vital signs, and

- complete neurslogical checks if there was no
witness to the fall. According to the ADQN, the

Tiirse should notify the Physician arxd family,

- s complets the Incident Report, assess and chart

“on the regident every day for three {3) days

| including vital signs and monitoring of the

‘resicent Per interview, staff should entar

_inmterventions on the incident Renort and

‘ Comprebensive Care Pign and in the Nurse's

Notes, She sfated failing to do all this wouid

 result In the potentiai for a repeat fall or incident

for a resident, i

‘3. Review of the Elopement Books at each
nurses station. reveaied there was hweive 12)
residerds who were at risk for elopament who
Twore Wanderguard bracelsts.

| Interview with the Administrator on 03/26/15 at
5:30 PM, revealed there was no written policy

| related to checking Wanderguard door alarms:
* however, his expectation was that sil the
 Wanderguard doors be checked daity by the

' Maintenance Director on weekdays, and by the
. Weekend Supervisor on weekends. He stated

i
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F 323§ Continved From page 34 ,
the Wanderguard alarms system on the doors |
| was chacked with & Wanderguard bracelet by '

getting close 1o the door with the bracelet and
ensuring the door iocked down and alarmed.

Observation of the Administrator checking the

Wanderguard alarm doors on 03/26/13 from 5:35

M until 6:00 PM, revealed the front door Jobly

. door sounded and locked down when tested with |

" the Wanderguard bracelet, the west exit door ‘

- sounded and locked down when tested, the sast

* side door sounded and focked down when lested:

 however, the east back exit door did net sound

| end lock down when tested. The east back exit
daor apened after ffleen (15) seconds of pashmq

LN the door.

- Continued interview with the Administrator on :
03/26/15 at 8:00 PM, revealed four {4} doors had
the Wanderguard syatem alarms, the lobby door, |

| the east side door, and the east and west back
s doors, The Adminfstrator revealed he was to
. check the Wenderguard alarm doors when the
| Maintenance Director was not here during the
‘week. The Administrator stated the Maintenancs ;

; Wirector had not been af the faciity on 03125118

Fand 03/26/18, and had ieft for vacation and he
{the Administrator} had not checked e

; Wanderguard alarm system on the doors for the

" past two (2) days. He stated this could be g

. concern if a resident with 8 Wanderguard :

| sitempted o exit the east back door exit, Further |

- interview revealad he was not sure if !

| Maintenance had logged checking the _

| Wanderguard alarm sysiem in a book or the

. camputer, and he was unable o readily find the

 information, According fo the Administrator, he
would place someone at the east back door exit |

| until the door alarm system cauld be fixed, and he

F323
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“would call right away to have the door alarm i pmpfz‘r procedures or ,
system repaired. i technique for hand washing
F 44148365 INFECTION CONTROL, PREVENT F441  and infection control was
58=¢ SPREAD, LINENS | immediately removed from
' Tha facility must establish and mairtain an patient care during the survey
Infection Cantrot Program designed to provide | | when reported to the DON
 safe, sanitary and comfortable environment an{j ! . and received re-education
to helfp prevent the development and trarrswsswné . immediately by EDT. EDT

~of disease and infaction, f

' (a) Infection Control Program

. The facility must establish an nfection Control

: Program under which it -

(1) Investigates, canirols. and pravents infections
_int {he Tacility,

1 {2} Decides what procedures, such as isolation.

" shouid be applied to an individusl resident; ang
(33 Maintains a record of ncidents snd corrective
L actions retated to infeclions. [

« (b} Praventing Spread of Infection

{1y When the infection Control Program

- determines that a resident needs isolation to
prevent the sprgad of infection, the facility must

 isblate the resident,

1{2) The faciity must prohibi employees with a :
communicable disease or Infecied skin lesions |

| from direct contact with residents or their food, if

| diract contact will ransmit the diseass,

{3} The facillty must require staff to wash their

| hands after each direct resident contact for which |

“hiand washing is indicated by sccepted

| profassional practice,

i (o] Lingns |

_ Personnel must handle, store, process and :

{ transport finens so as to provent tha spread of !

on hand washing, infection
control and glove usage. She
demonstrated to the EDT,
after education, correct
procedure. Observation of
residents 1,2,4.7 and 9 show
poor infection control
practices. These residents
were followed for 1 week and
revealed no signs or
symptoms of skin integrity I
! infections. Residents E, F ’:
' and G have shown no signs

i or symptoms of infections.

. Resident H no longer has
apples on the sink and the
sink was disinfected properly
by housekeeping.

All residents have the
potential to be affecied. A ‘
staff skill test being ,

| instructed by Education and

k3
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i infection,
i

This REGUHREMENT is not met as evidenced

; by

' Based on observation, inferview, record review
and review of the facility's policy, # was
thetermined the facility failed to establish and

' i provide a sanitery environment and to gl
pravent the development snd fransmission of

; disease and infection for six (6) sampled

‘residents (Residenis #1, #2, #4. #5, #7 and #4}

-out of a total of fiftean (15) sampled residents,

L and four (4) unsampled residents {Unsampled

‘Residents E, F, G and H).

| Observation of a skin assessment andior

| dressing change for Residents #1, #4, and #5

i revealed poor infection gontro! technique by sta#
related to handwashing and glove usage. In

! #5, the nurse placed the plastic bag holding the
“solled drassings and soifed gauze on the sink

| Unsampled Resident H right next to an open bag
of apples,

Cbservation of meal trays being served in the

| or sahitizing her hands between setting up meal
‘trays, although shie was assisting residents to sit

t when serving the trays. This gffacted Unsampled
| Resident E, Unsampled Rasident F and
| Unsampled Resident G,

. addition, curing the dressing change for Resident

- hallway revealed a siaff mamber was not washing :

 Up in bed and touching objects in resident rooms |

!

maintain an infection Control Program designed i

 counter on the side of the sink which befonged o |

)
¢

i
£

through April 30™.

Skills competency test will be
done on an ongoing basis,
skills education will given as
needed. DON, ADON, Unjt
Manager, or, Education and
training Director will watch 2

| staff members per day i
demonstrate proper

procedures/technique for

hand washing and infection

control 5 days per week for 4

weeks, 1 staff member per

day 5 days per week for 4

weeks and 1 per week for 4 .
weeks. All new hires wil] be *

instructed on proper hand i
washing procedures and
technigues and glove usage f
upon hire and as needed for
compliance, in addition 1o

above stated system. LPN #]

and 8 identity was not

revealed by the survey team. :
' All licensed staff have been !
. educated on proper skin f
| assessments and regducated

| on hand hygiene, hand

washing, sanitizing between ‘
. meal trays and proper ?
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} _ 4723 through 4/30/135. _1
* Gbservation of Resident #7 revealed a staff i Activities staff was verbally
- member did not wear gloves while assisting the - educated by ADON on 4/3/15
resident to blow his/her nose and the staff | regarding infection control
. member aiso failed to wash her handg : f ices to include wear]
- afterwards, touching 2 doorknob 1o an office, ? practices to inclu ‘6 v\tuarmg
gloves when coming in ;
! . . . i 1 . . :
¢ Residont #9 did not receive the prneumococcsl : contact with residents body '
vaccine as ordered, and there was ne flirids and i ediate hand
' documenied evidence the resident had declined ﬂ’m h% nd imm '
. the vaceine. i 2 washing.
Review of Resident #2's Physiclan's Orders dated ] ; DON will report all results to
FN3N2AE, revealed orders to re-sollect 8 wrinalysis ! ! ol :
and culture and sensitivity. However, review of | ; weekly Q{&r for e\fa?fuatlon
' the laboratory data revealed the urine specimen - and effectiveness o system
was not collected until 03/16/14, four (4) days i and expectations. Resident #9 ;
| Tater. ¢ received their vaccination on f
, o | / 8 i
| The findings include: ! 3[%3,2015. L"I"D provided ?
: written education to ADON
. Review of the fasility's, "Handwashing/Hand . . on vaceine compliance and
' Hygiene" Palicyl, revised August 2012, revealed ' quarterly monitoring of
 the facility considered hand hygiene the primary o 44302015, FID :
| means to pravent the spread of infection. Review | | VBCUINES On 473020100, ?
revealed employees must wash thelr hands under - provided education to all
| the following conditions: before and after direct | licensed staff regarding
resident contact; beﬁ:rre and after assisting a : | urinalysis collection, timing
| resident with meals; before and after entering ; : htainine i d
- isulation precaution settings; before and after ' and obtaining 1 and out i
- changing a dressing, after blowing ar wiping catheter orders if needed in
- nose; after contact with a resident’s mucous ; order to obtain timely
- membranes and body fluids or excrations; and ! ‘ . 4793/
! after handling sofled or used tressings. : . 5P ecn.‘n?ens on 4/23/2015. q
Continued review of the Palicy, revealed If hands | f AD{?E“ or {DT'membe‘r will
; were not visibly soiled, staff could use an alcohol ~ menitor compliauce with labs
_ based hand rub for the following situations: 5 days per week and report ’
 before and after direct contact with residents: and : : :
bafore moving from a contaminated body site to a : compliance in morning ;
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: | j . , il
Fadt: i 5 ; meeting. Admin nursing wi
| Continued From page 38  Fas monitor and sudit hand

clean bod t : i .
Pty ody site during care, and after removing | washing, patient care, labs,
: I meal delivery, 2 skin
1. Review of Resident #5's medical record ? . assessments and 2 dressings 3
| revealed {he faclity re-admitted the residant on | days per week for 8 weeks.

10/23/14, with diagnoses whish included

Shifts will be rotated. There

| Depression, Disbetes Mellitus, and Chronic | ,
Kidney Disease. Review of the Quarterly _ . are no weekend only staff. If
: Minimum Data Set (MDS) Assessment dated ? " admin nursing identifies
01/19/15, revesied the facllify essessed the | - es during the audits
: resident 8¢ having a Brief Interview for Mental | ; Issues qunng L e ioh
Status (BIMS) of a two {2) indicating severe | immediate written on the jo
i cognitive impairment. Further review revesled . training will be done by the
ﬂr;e facility as;esmd klha reizdant as havirg na | admin purse for the deficient
leers, wounds, o skin probisms. § practice. Results will be
- Obiservation, on G3/25/15 at 9:30 AM, of a skin i reviewed in the waeklay QA
g assessment and drassing change for Resident | . to discuss any systemig
P #E, revealed Licensed Practical Nurse (LPN)#1  needing to be made
| assessed the resident's perineal area, then i changes 11:1@ 'gf th !
| replaced the resident's brief. Continued i ;  Or compliance 01 e |
- observation revealed the nurse then, with the ! " program. 51113

| same soiled gloves, assessed the resident's i :
cneck. LPN#1 was obwerved to ten remove her ; !
! gloves and without washing or sanitizing her
hands, placed Resident #5's hearing aid inthe
{ resident’s right ear. Prior to the skin assassment j
- and dressing change LPN #1 was observed o : .
have placed a plastic bag on the sink courter j j
Swhich was shared by Resident #5 and ; “
; Wnsampled Residernt H. Further obsarvation
revealed LPN #1 utilized the plastic bag dusing |
, | the dressing change to place the soliad dressings |
tand used gauze in, Dbservation revealed the bag.
|was on the side of the caunter which belonged 1o
Unsampled Resident H, and there was an open 3
i bag of apples lving next to bag with the soliad A
| dressings. i
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- Interview with LPN #4 on 03/25/15 at 8:50 AM,
revealed ¥ had been awhile since anyong had

s abserved her to do a skin assessment or

dressing change. She stated she was nervous
and most of the time she would put the plastic
bag for soiled dressings on the resident's b

| however, did not see a concern with placing the

plastic bag on the sink counter. LN #1 stated
i she should have washed her hands after putting

 the resident's brief back on, and before assessing .

the resident's neck. She aiso stated she should
. have washed her hands prior to placing the
s resident's hearing aid in the resident's ear.

- Interview with the Infection Control Nurse
(ICNYAssistant Director of Nursing (ADONY, on
0325118 at 1120 AM, revealed the piastic bag

' should have not been placed on the sink counter

' due to Infection contral issues, and should have
| been placed on the bed during the dressing
‘change. She staled the nurse should have

i washed her hands after placing the residents

! brief on and befure assessing the resident's neck, i

* The ICN/ADON revealed the nurse should atso
have washed her hands before piating the
i hearing ald in Resident #%'s ear,

2. Review of Resident #4's medical record
! revealed the facility re- admitted the resident on

| 12131714, with diagnoses whish inciuded Disbetes

. Mellitus and Diabetlo Ulcers. Review of the
( Quartery MDS Assessmant dated 0171 B/15,
 revealed the facility assessed the resident as

| having a BIMS of  thirteen (13) out of fiteen (15)

! Indicating he/she was cognitively intact. Further
| review of the MDS revealed the facility assessed

- the resident as having a diabetic foot ulcer and =s |

| receiving dressings io the feet.
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Review of the laboratory | iab) report data
‘revealed a wound culture was collected of tha i
resident's right Jittle toe on 03/13/15, and verified
con 03/17/15, as Methicillin Resistant
Staphytecocous Aureus (MRSA), a strain of
: bacteria resistant antibioties and Morganella
Morganii (a gram regative rod Bactaria),

Review of Ihe Physician's Orders dated 03/17/15, i
| reveaied orders for Zosyn (2n antibiotic f
_ medication} 13.5 grams (gms) intravenous (V)
t every six {6} hours for six (6) weeks. PICC fine
. Placement sng sontant lsolation.

Observation on 03/25/15 at 10:00 AM, of a skin
| assessmant and dressing change for Resident #4 |
reveaiad LPN #8 donned Personal Protective
[ Euipment (PPE) prior to ertering the room
. staling the resident had MREA iy the ulcer of the
right fifth toe. Observation revealed the nurse .
removed the dressing from the resident's right '
| heet and right fifth toe, then removed her solled
gloves and washed her hands and donned new
' dloves. Continued cbservation revealed LEN #8 |
“cleansed the resident's right heel ulcer with
i Norma! Saline and gauze, then with the same
' sofled gloves cleansed the ulcer to the right fifth
i toe with Normat Saline and gauze. LPN #8 was !
then observed, with the same soifed gloves on, to :
; measure the right fifth toe ulcar and commenting |
 the diabetic vicer had MRSA. Observation
creveaied LPN #8 still using the same solled
‘gloves measured the diabetic uicer on the ’
resident's right heel. Further observation ;
revealed LPN #8 then sprinkled Cellerate Powder :
{ {@ coltagen based powdier which confarms to a |
I wound of any size or shape, and does not need 1o
- be removed from the wound bed) to both wounds |
i and then piaced a non adhegive dressing, Kerdex |
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F 441 ‘ Confinued Frem page 41
“and Coban over the wounds. LPN #8 then
i Dbserved fo removed her PPE and wash her ;
“ hands prior to exiting the room.

interview, on 03/26/15 af 10:35 AM, with LPN 28 |
; revesled she had not been observed to perform
' dressing changes or skin assessments at the
facility, and was nervous. She stated, after 4
 thinking about i, she should have washed her ,:
 hands and changed gloves after cleansing the |
heel ulcer, and before cleansing the right fifth foe
fulcer. Per interview, she should have washed her |
“hands and donned new gloves between
measuring the twi (2) ulcers and dregsing the ;
 two (2) vicers. LPN #8 stated she should have |
| completed the dressing change on ane wound,
- and then completed the dressing on the next :
| wound to prevent cross contamination from one
(1) wounk! to the other. She stated she could
| have contaminated the heel uleer with MRSA
¢ frorm the right fifth tos uleer,

‘ Continued interview with the ICN/ADON on

| 03/25/15 at 11,20 AM, revealed the nurse should

i have washed her hands and changed her gloves |
| between cleaning the twe (2) uloers, and also i
: between measirements and dressing changes of |
i the twe (2) uicers fo prevent contamination of the

S wounhd silos,

. 3. Review of Resident #1's madicai record 5
revealed the facility re-admitted the resident an i
D1/28/18, with diagneses which included :

- Aizheimer's Disease, Dementia with Behaviors, |

. Hyperlension, Muscle Weakness, Anxiety and

| Depression. Review of the Annual MDS

: Assessment dated 01/123/15, revealed the facility

| sssessed the resident as having a BIMS of 2

' three (03) out of fifteen (15), which indicated i

F 421
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savere cognitive Impairment, !
Observation an 03/26/15 at 9:55 AM, of Resldent | :
: #1's haad to toe skin assessment performed by 5 :
{LPN #8, revealed the nurse assessed the
_ resident's head, ears, face and upper torso area, _
- and then assessed the perineal and rectal area. ;

Continued observation revealsd LPN 88 did not 5
s wash her hands or don new gloves before

assessing the resident's thighs, lower legs and
[ feet. Further observation revealed after
! completing the assessment LPN #8 removed her
. gloves and wazshed her hands.

Interview, on 03/26/15 at 10:06 AM, with LEN #8 |
revealed she should have washed her hands and
donned rew gloves after she assessed the
i resident’s perineal and recta! arga, LEPN#8
- stated she had been educated on hand washing
i and infection control and she knew fo wash her
s hands and change gloves after assessing the
- perineal and rectal area. However, she stated she
| wasg nervous being observed by the Surveyor,

| Interview, on 03/26M15 2t 10:45 AM, with the

L ICN/ADION revealed the nurse should have

' washed her hands and donned new glovas after
| assessing the perineal and rectal area, which

. were considered "dirty” areas,

| 4. Qbservation on 03/24/15 at 12:00 PM, :
. revealed Certifled Nursing Assistant (CNA) #15, |
| enterett room 29-1 donned gloves, used the bed
‘contro! to raise the head of the bed for
Ungampled Resident £, and assisted the resident
to a sitting pesition. Continued observation :
i revealed CNA#1S then ran a gloved hand
| through the resident's hair, removed her gloves | ?
and exited the room without washing her hands. ‘

i : :
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. CNA #15 was then observed to go to the meal '
| cart, pick up a meal tray and enter Room #33 5

which had 8 sign on the door stafing "see nurse _
| before entering”, and with PRE hanging on 2 rack
"on the door. Observation revealed CNA #15 set
| Up the maal tray for Unsampled Resident F who
| was in room 33-bed 1, moved the wash basin
: which was at the foot of the bed, then axited the,
‘ room without washing her hands. CNA #15 was
; then observed to don & mask and gown, but not
 gloves and weni to the meal canl, picked up a :
, tray, then re-gntered Room 33 and went to bed 2
“to deliver a tray to Unsampled Resident 6.
Further sbservation revealed CNA #1 then
| removed her PRE, and exited the room without
washing her hands and was observed to sanitize
| her hands in the haftway.

g Interview, on 03/24/15 at 1:.00 PM, with CNA #15 ; :
' revested she should have sanifized her hands or !
| washied her handg between delivering each meal .
| tray because she could feuch the resident or 5
. resident’s belengings, and she should ways
| wash her hands sfter removing gloves. Per
“inferview, she should wear gloves i o resident :
| was in isolation, and she should have washed her |
t hands prior to exiting the isolation roam, ONA
 #18 confirmed that Unsampled Resident F was in |
| isofation. Further interview revealed she did not
‘ remember ever being abserved by facility staff
- whan passing half trays, but stated she had been _
educated on when to wash her hands and usa | .

| gioves,

i Continued interview with the ICNADON on i
| 03/25/15 2t 11:20 AM, revealed staff should wash |
" or sanitize hands between meal trays, and also
| prior to exiting the rooms, She stated the CNA |
. should have worr gloves as part of the PPE for : ;
Bvart I YXASTY
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F 441 Continuad From page 44
: Unsampled F and should have washed hands
| before exiting the isolation room . Per interview,
: she ditf not perform infection cantrof
| ebservationsiaudits of staff white they were
. providing care to the residenis. She stated

nurse was auditing staff for infection contral,
‘7 interview with the Staff Development Nurae
| (SDN) on 03/25M15 at 1130 AM, revesied she
_had been empioyed at the facility for about a

related to skin assessments and isvigtion

| precautions including PPE as well 2

handwashing, Per interview, recently she had

| verbally educated staf related to passing meal

trays. According to the SDN, she had not dons

i observations or audits related to dressing

s changes, skin assessments, or passing meaal

, Irays howaver. Further interview revealed she did

| do observations randomly of staff doing
handwashing fo ensure staff knew how {0 wash

| thelr hands at the sink, but did not watch staff

: their hands during care.

| 6. Observation on 03/25/16 at 1:25 PM, ravealed
- Activity Staff Member #1 assisted Resident #7

t with blowing hisfher nose and wiped the

| resident's noge using a tissue; however, the staff
. member was observed not to be wearing gioves,
| Further observation revested Aclivity Staff

‘ Mamber #1 ditf not wash her hands after

[ assisting the resident, but went fo the Hurman

¢ Resources room and opened the door touching

| the door knob,

| Interview, on G3/25115 at 1:30 FM, with Activity
~ Staff Member #1 revesled she had assizted

providing care to ensure they knew when to wash i

' however, she was unsure if the sias development |

“year, She stated on hire, staff gof verbal training
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| Resident #7 with Howing hisfher nose without

‘wearing glavas; however, she should have worn

| gloves, She stated she had entered the Human

| Resource room without washing her hands and
should have washed her hands affer assisting

* Residernt #7,

. Interview with the ICN/ADON on 03/27/15 at 5:10
| PM, revealed staff should wear gloves when '
assisting residents 10 blow their noge and should

; wash their hands directly afterwards.

8. Interview, on 03/27/15 at 10:15 AM, with the
HICN/ADON, in the absence of the Director of

Nursing (DON} revealed the facility had no policy |
| related to residents’ immunizations. Per
interview, howaver, the pneumovax vaccine was :
o be offered and a consent form signed, and the
| faciiity was to administer the vacoine i the
‘resident or respansible party was agreeable.

' Review of Resident #9's medical record reveated |
the facility admitted the resident on 1124714, with
| diagnoses which included Alzheimer's Disease |
Fand Hypertension. Review of the Admission MDS |
Assessment dated 12/05/14, revesied the facility
: assessed the resident as having a BIMS score of |
- & thirteen (13) vut of fifteen (15), indicating the
resident was cognitively intact. Further review of
| the MDS revealed no documented evidence the ,
* facility addressed if the resident's pneumococeal |
, vacecine was up to date.

' Review of the Physician's Orders dated 03/42/1 5,
| reveaied orders to adminisier the Pheumovax

- Vaceing, However, continued review of the

. medical record revealed there was no ,
| dosumented evidence the pneumococcal vaceine ;
twas administered, or that the resident or

F 441,
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F 441 Continved From page 46 F a4t
~respansible party had declined the vacsineg, :

| interview, on 03/25/15 gt B:40 PM, with the !

. [CN/ADON revealed the facility had not é

- administered the pneumccoreal vaccing fo He

resident. The ICN/ADON stated howevar, the

Pvaccing should have been administered bry the
admission nurse on the day of sdmission,

| because the resident's responsitle prarty had
cansentad to have the vaccine given as per

| documentation. Further interview revealed she
tiad started an audit recently afier she recopnized

| other residents were not receiving vaccines o

P admission when they consented to have the

. vacoines administered,

7. Interview, on D3/27/15 at 4:45 PM, with the

HCNAADOM, in the absernce of the DON, revealad

there was no policy related to collecting urine

F specimens as ordered; howaver, if was her

- expeclation the specimens be collected by the
next day.

] !
" Review of Resident #2's medical record revaalas

: the facility admitted the resident on 03/09/15, with |
! diagnoses which included Parapiegia,

Depression, and a suprapubis cathaler for a
 diagnosls of Neuregenic Bladder. Review of the
-Admission MOS Assessmaent dated 03/16/15,
:revesled the facilily assessed the resident as
- having a BIMS of g fifieen (15) indicating no |
. cognitive impairment and as having an indwalling - :
| catheter. f

i Review of the Physician’s Qrders dated 03/12/15,
revealed orders to re-collect a urinalysis and

i culture and sensitivity, Review of the lab repard
 data reveated the uring specimen was not
_collected untll 03/16/14, four (4) days later.
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xam | SUMMARY STATEMENT OF DEFICIENCIES
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PREFIX
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{EACH CORRECTIVE ACTION SHOULD RE | COMPLETION
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|

£ 441 ' Continued From page 47
Feview revesied the urinalysis was reporied on
¢ O318/18 and the organism was Proteus Mirabilis
| Gram Negative Rods and no sensitivity would be |
done. Review of the Physiclan's Orders dated
1 03718115, revealed orders for Keflex {an antiblotic
‘ medzcaﬁaﬂ) 500 mitligrams (mgs) twice a day :
. gvery twelve (12) hours for ten (10} days for 2
- Urinary Tract Infection {UTH.

f irterview, on 03/27/15 at 4:45 PM, with the
HICN/ADON, in the absence of the DON, reveaied
she ravipwed Resident #2's chart and the urine
[ spacimen should have been eollsctad by
(03/13/13, because it was ordered on 03/12/15.
| - She stated it would not be a problem to obtain 2 :
:uring on Resident 42 because the resident had & i
suprapubic catheter. She further stated the urins ¢
f specimen should have beer: collacted prompily.
F 520 4B3.75(0)1) QAA
85k COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

| Afaciity must maintain a quality assessmant and |
assurance commiltee consisting of the director nf

| nursing services; a physician designated by the

i  facility; and at lemst 3 other members of the
‘faclity's staff.

! The quality assessment and assurance
. committee meats at least quartarly o identify
[ issuas with respect 2o which qualily agsessment
| and assurance activities are necessary, and
. develops and implements appropriate plans of
| action to correct identified quality deficiencies,

A State or the Bacrelary may not require
| disclosure of the records of such committee

!

F 441

F 520

1. Members of the Quality
Assurance Committee met on
4/21/15 and discussed the Care |
Plan revision process and Infection
Control Program to ensure all care
plans will be revised when

appropriate and that Infection
Control practices are followed ;
throughout the facility. Processes |
and guidelines for documentation
wre reviewed by the committee 3
with education being developed |
and audits discussed and created to;
be monitored and brought back to |
the quality Assurance Committee
for any further directions or
recommendations required. The
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ke SUMMARY STATEMENT OF OBFICIENGIES 5] FROVIDER'S PLAN GF GORRECTION X
PREEIX : (EACH DEFICIENCY MUST BE PRECEDEDR BY FULL PREFIX [EACH SORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSS IDENTIEYING INEORMATION) TAS CROBS AEPERENCED TO THE APPROPIIATE : Nnte
i DEFICIENGY)
o ] Quality Assurance
F 820! Continued From page 48 ¥ 520, ) ; . :
i peg ! - Commiitee reviewed the Care Plan

j except insofar as such disclosure is related to the |
" compliance of such committon with the .
| requitements of this section. i
. Good faith attempts by the commitiee 1o identily |
“and correct quality deficiencies will not be uzed sy

@ basis for sanctions. :

. This REQUIREMENT is not met as evidenged |

| by: 5

. Based on observation, interview and record

I review, it was determined the facitity faited to

maintain a Quality Assessment and Assurance

i Program which developed and implemented

" appropriate plans of actlon to correct quatity

| veficisncies, This was evidenced by repaated

" deflciencies refated to the Tacility's failure in

i ensure Comprehensive Care Plans were

 reviewed and revised, failure to ensure

. Comprehensive Care Pians ware followed, and

! failure to ensure there was an effective Infection
Contral Program.

}

The findings include:

’ Review of the facllity's, "Quatity Assurance {CrA)
; Systems Process Overview”, revised March j
| 2013, revealed QA systerns were for invastoation :
" of the skin managemant sysiem, Infection

| Contrel, Restraints, Abuse Frevention, Behavior

* Manitoring, Weights, Change of Condition and

; Pain.

| .
1. Review of the facility's Plan of Correction, witk |
L 8 compliance date of 05/11/14, for deficiencles ,
 cited on 03/27/14 and 04/16/14, revealed all new
| Physician's Orders would be reviewed daily in the

Process and Infection Control
Program along with the

educational sessions for updating
the care plan and following the
infection control program for any
recommendations on 4/21/15. The
QA Commitiee reviewed the
employee roster and compared
with the education required st forth
in this plan of correction that all
employees received the appropriate’
edueation and sighed the :
educational requirement. The
committee also determined that all
new employees wild be inserviced -
on the Infection Control program |
and any new licensed nurse hired
would receive education on
updating care plans prior to their

start of work.

2. Ali residents have the ;
potential to be affected if their plan,
of care is not updated when ;
required or the infection control
process is broken. i
3. During each weekly IDT _
meeting and/or monthly committee
meeting for 1 year, cach deficiency
will be read and the plan of ‘
correction reviewed with a follow

|
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3 up audit and/or competency to

F 520 Continued Erom page 49 ‘ F 520, . . L j
clinival maeting by the Interdisciplinary Team | ! ensure compliance is mmntamecf. If
LDT) 10 ensure they were placad in the residents’ _ the 3}’5’3‘73“‘1 ShPOWS a f"m_iu;e 'the QA
| plan of care when applicable, A monthly audit of cormnutiee will meet and discuss
| gﬂ re{fde‘}tﬁam, ﬁ"”"é’g gﬁ;’y{éﬁ@ cczg?ucte?hby tr}zﬁ ? | the root cause for system failure

trector of Nursing or wo (2) months with ; . . -
| the results taken to the QA mesting for further | - and implement an appropriate plan
recommendations. This was a repeat deficlency ¢ for compliance; results of the
. for the facifity which was cited on 03/27/14 related | investigation will be immediately
| é%;i;aggare p:"? dzog,biig'g r evistﬁd Lelatea “’E 2 - reviewed by the QA committee.
‘ g a resident’s Foley catheter every fwo (2) | A . . o
| weeks and on 04/16/14 related to the care plan - 4 Results will be reviewed by the
“naotbeing ravised timely after 2 resident | - QA committee for identified non- Lo

compliance with assigned
: administrative members with
- However, record review during the current ey i ISt . m . !
- results reviewed for compliance as | SJ
S-5-/%

| revesled the care plan was not revised refated to h _ : |
Resident #6's request to be assisted to bed and | ;  determined by the QA Committse.

j out of bed at spacific times of the day, Even

L though Interviews with staff revesied they were
- aware of the specific times Resident #8 wanted to
Liie down and be assisted back out of bed, and _
" were aware of the resident hecoming anvious
i whin not agsisted to and from bed at these ; i
lHimee in additior, Resident #6's Comprehensive | : i
 Care Plan was not reviged to address the trunk ‘
j restraint utifized by the resident or for the :
‘resident’s history of constipation and ongoing ' ! '
| constipghion probiem,

F sxperienced a fail,

interview, on 0327715 at 11:30 AM, 3:18 PM and

, 8:40 PM, with the Assistant Director of Nursing
H{ADON), in the absence of the Director of Nursing
- (DON), and I the presence of the Adminigirator
| @t B:40 PM, revealed the care plans were siil}

| being reviewad and revisad in the morning :
i meetings Monday through Friday according to |
| Physician's Orders. The ADON stated however, ! i

‘ thers was ro monthly auditing of care pians
L  eurrently occurting. Per interview, the facility had ¢ ]
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SUMMARY STATEMENT OF DEFICIENCIES

2} . FROVIDER'S PLAN OF CORRECTION : 1My
: | COMPLETION

; realized there was s problem of care plang not

“ being revised about six {6} to eight (8) woaks

| 800, and at that time divided the care pians up |

" amaong department heads and administrative staft
and reviewed them and revised them for :

s atcuraey. Further intarview revested Rasident

. #'s care plan should have been updatedirevissd

L gecording to his/her preferences related to when
to get out of bed and when to be assistad to bed .

t which was not related to a Physician's Order, and i
for the restraint and constipation prelem. i

2. Review of the facillty's Plan of Correction, with
- a compliance date of 05/11/14, revesled the DON
or designes would monitor Muorday through !
| Friday, and the weekend Nurse Manager would ‘
raview all new orders 1o ensure new orders were |
, updated on the cara plan. The nurse who i
| executed the order was 10 ensure the order was
- carried out and report to the DON that the order
- was implemented. The DON was to check ten
{10) percent of all orders each day and reportto
i the UA commitiee each week for Hree {3} weeks
*and monthiy theresfter that the orders were i
Cimplemented. This was a repest deficiency for
' the facility which was clted D416/ 4 related to the
care plan not belng followed refated to fall !
f interventions, -

| Record review and interviews during the currers
 survey revealed Resident #5' care plan a need

; for two (2) stafl assist for bed ety and ;
incontinence cars, However, the care plan was |
- not followed on 09/03/14, when a nurse
- attempted to assist Resident #6 with bad mobiity

. alone, which resuited in the resident sustaining a

Lall,

_Continued interview, on 03/27/15 at 8:40 PM, with |

(X4310 :
F'RE}Furss 1 [EACH DEFICIENCY MUST BE PAECEDED BY FULL ! PREF {EACH CORRECTIVE ACTION SHOULD 818 £
T’G REGULATORY OR L6 IDENTIFYING INFCRMATICN) . TAG CROSE-REFERENCED TO THE APPRODRIATE fare
; OERICENCY)
: f
F 520 Continued From page 50 FB20°
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F 520 Continued From page 51 F 520
|

| the ADON reveaied there was no audit at the
eurrant time to ensure the care plans were baing
; followed and care plan interventions were being
implemented.

{3, Review of the Plan of Correction (POC), with a .
compliance date of 05/11/14, for deficiencies ‘
 cited on U3/27/14, reveaied all staff would be
‘re-educated on the infection control practices,
including handwashing technigue, and isolation
quideline by the Education Directer {EB), and all
newly hired employees wouid receive this i
education prior to employment. The DON, ADON !
and ED would conduct return demonstration ;
| exercizes on Nurses and Certified Nursing
“Assistants (CNA's). The POC noted the DO,
CADON and ED were to do len (10} return
- demonstrations per week for four (4} weeks, then
j one {1) nurse stalf member per week for four (4)
- weeks, Review of the POC, with a compiiance
- date of 04/11/14, for deficiencies cited on
, 04703114, revealed an all sta¥f inservice would be
- held 04/30/14, t diseuss hand washing and |
contact precautfons. The DODN, ADON and ED
s would conduct return demonstration exercises
“ten {10) per week for four (4) weeks, then ane (1)
. urse staff member per week for four {4) wesks, |

" However, abservation during the cutrent survey

. Tevealed poor Infection cantrod technigue by

 facility staff with handwashing and glove usags

refated to skin assessments andfor dressing

changes for Residents #1, #4 and #5. Alst,

! dusing Resident #5's dressing change, the nurse

placed the bag for soitad dressing removad on

: Unsampled Resident H's side of the sink rigiht
nextto a bag of apples. In addition, observation

¢ of meal service in the hallway revealed a staff

- member was not washing or sanitizing her hands |

)
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F 520

F 520 . Continued From page 52

i
" between seting up meal trays, afthough she wag |

| touching resigents and touching objects in
" resident ropms which affected Unsampiled
 Residents E, F ang . Observation revealed a

 stall mermnber did not wear gloves while assisting

“Resident #7 to blow his/her nose and the staf
| member aiso failed to wash her hands
" afterwards, touching a doorknob ta an office.

| Interview with the ED on 03727715 at B:50 PM, in

the presence of the Administrator, in the absence i

- of the DON, revealed shg was still doing

‘ handwashing audits to ensure staff knew how to

s wash their hangs property at the sink. The ED
- revesled however, she was not watching siaff
- when providing care, such a5, during skin

| Bsgesaments, drassing changes or passing meal :

. Urays In the hat! to ensyure they knew when fo
| wash their hands ar change gloves. Further
interview revealed she was not completing any

{infaction control audits of staff during provision of

I care.

|

FORM UMs-z88 7(02:88; Praviaus Vergians Ohwiela

Event I YXAR17

Facilty i: 100412 i vontiruation shaet Fage 52af53



85/22/2015 16:89 18593369571

DEPARTMENT OF HEALTH AND HUMAN SERVIGES
GENTERS FOR MEDICARE & MEDICAID SERVICES

POGE B3SBT

PRINTED: 04/10/2013
FORM APPROVED
OME NO_ 0936 0391

} {2 MULTIBLE CONSTRUCTION X3 DATE SURVEY F

STATEMENT OF DEFICIENCGIES (K1) PROVIDEFUSUPEL IBIVCLIL L
] AND FLAN OF CORRECTION IENTIFICATION NUMBEER, A BULAING D9 COMPLETED
| f 186336 BWNG - | 03/26/2015
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X411 SUMMARY STATEMERNT OF DEFICIENCIES ) I3 ; PROVIDER'S PLAN OF CORRESTION et
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TAL REGLELATORY OR L& [RENTIFYING INFOGRIMATION) TAG CROSS-REFERENCED TO THE ARPPROPRIATE DATE
| DEFICIENCY)
K opy Disclaimer; Preparation and/or

K 000 INITIAL COMMENTS

| CFR: 42 GFR 483.70(a)
BUILDING: 01

' PLAN APPROVAL: 1968
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNENE

'TYPE OF STRUCTURE: One {1 story, Type
(111

: SMOKE COMPARTMENTS: Three {3} smpke
| compariments

! FIRE ALARM: Complete fira alarm system with

! smoke detactors,
| BPRINKLER SYSTEM: Complele automatic dry

sprinkier aystem.

|
GENERATOR: New Inatallation 140114
P Ganerae Type ) Diesei

- A standard Life Safety Code SUMVEY Was

' participation in Medicare and Medicaid, Tha
- faciiity s certified for seventy (70) beds with 5

i The findings that foliow demonstrate

| Moncompiiance with Title 42, Code of Federal

| Regutations, 483.70(a) et seq. {Life Safety from
. Firg)

 Deficiencies were cited with the highest
|

-conducted on 03/26/15 and the faeility was found
| not to be in compliance with the requirements for

' censug of sixty-four {84 on the day of the survey. S

exccution of the Plan of

Correction does not constitute

- admission or agreement by the

. Pravider of the truth of the facts
alleged or conclusions set forth in
the Statement of Deficiencies.

| The Plan of Correction is

prepared and/or executed solely .

because the provisions of federal -

and state law require it. The '

provider maintains that the

alleged deficiencies do

not jeopardize the health and

safety of the residents, nor is it of

such character as to himit the

facilities capability to render

adequate care.

{48} DATE
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{X2) MULTIPLE GONS*RURTON

STATEMENT OF DEFICIENCIES X1} FHDVIUER:‘SU?“P&IERJ‘CLIA %Xﬁj DATE SUBVEY !
AN PLAN OF CURRELTHIN IENTIFICATION NisseeR: A BURLDING 01 COMPLETED f
fassae B WG : 03726/2015 ;
WAME OF PROVIDER 08 Subot e STREET ADDRESS, 01Ty, STATE, 2P cObi
_ 420 EASY GRUNDY AVENUE
SPRINGFIELD NURSING & REHABHITATION CENTER SPRINGFIELD, KY 40089
D SUMMARY STATEMENT OF DEFICIENG 8 P PROVIDER'S PLAN OF CORRECTION %5
PREFIY (EACH DEFICIERDY MUBT BE PREGCEDED BY FLL ,  PREFIx | (EACH CORRECTIVE ACTION SHOULD 58 I OODMPLETINN
Ree) REGULATORY OR LEC IDENTIEYING INFORMATION) A Y CROSS-REFERENCED TO THE APDROPRINTE Dexe
; i BEFICENDY
" : ’ |
' : | . !
, " Fire Pr
KOO0 Continued From page 1 Kooo. Armor Fire P f)teC’EIOt?l has
Cotaf - W I been contacted, has bid io
- deficiency identified at " level. ; 1 X d the bid
%062, NFFA 101 LIFE SAFETY CODE STANDARD K 06z | Hush the system and the bi
S&=f f - has been accepted. The flush
; Required autematic sprinkler systems are will be performed on May 11,
continuously meintainad in reliable operating 2015
-condiion and are inspected and testad _ e
' periodicalty, 18.7.8, 48,12, NFPA 13, NFP 25, ‘ ‘
875 ; | All residents have the
| .
' i potential to be affected
i
 This STANDARD is ot met as evidenced by: | Whenever there is an ‘
' Based on interview and record review, it was i inspection from an outside ;
i getem?ed ;;!;‘e ;{acilgw iaiimcihtodensgfge ihﬂg o f source, the results will he : |
P B3I iC SRrMIKier ystem nad an interna e . . !
| Imspection performed. according to National Fire taken,tt::: \Cxaeki} QA for
 Protection Assoclation (NFPA), The deficiency . examination and any
" had the potential to affect three (3) of three (3) ¢ recommendations will be
1 .
- smake compartments, seventy {70) residents, 7 scheduled at that time,
i staff and visitors,
Tha findings inciude: | The pipe inspection was
& ” y : performed February 13,
- Review of he automatic sprinkler inspection 1 i s Director
| records on 03/26115 at 1122 PM. with the 2014. Maintenance Directo
- Adminisirator, revealed the facility faied fo have will take 1nspection,
| aninternal pipe inspection performed withir: the | recommendstions and :
l’ last five (6) years, Interview with the Maintenance - documentation of work : /
 Director at the time of the review revealed the i 0501 9/10
“facility did not have documanted proof an interna - scheduled or completed to . // ‘Q/ "’_
Monthly QA and report.. -

| pipe inspection had been performed within the
ast five (5) years,

I The findings were acknowledged by the
i Administrator during the exit conference.

f
| Refersnce: NEPA 25 (1998 Edition)

110-2.2* Obstruction Prevention. Systams shall be |

FORM CMS-25B7(05-89) Pravious Versione Dsolaie
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BTATEMENT OF DEFKUENCES {1} PROVIDERMSUPFLIER/GLIA 162} MULTIFLE CONSTRUCTION [%3) DATE SURVEY I
;AND PLAM OF CORRECTION IDENTIFICATION NUMBER: J A, BUILDING 01 COMPLETER ;
-1 185336 ' B, WG 03/26{2015 !
r NAME F PROAMIDER DR SUPPLIGR SYREET ADDRESS, CITY, ETATE. 215 GODE !
420 EAST GRUNDY AVENUE
f SPRINGFELD NURSING & REHARILITATION CENTER SPRINGFIELD, KY 40069 }
ey ! SUMMARY STATEMENT OF DEFIGIENGIES ; 1} ‘ PROVIDER'S PLAN DF CORRECTION (%5)
BREFIX (FACH DERICIENCY MUST 55 PRECEDED &Y FULL PRERIX {EALH CORRECTIVE ACTION SHOULD BE COMPLEIDN
TAG | RECULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBFRIATE RATE
REFICIENGY)
13 ll' ;
K082, Continued From page 2 Lok 062_§ }
'examined internally for obstructions wheare ; i
| sonditions exist that could cause obstruciod ‘
piping. If the condition has not been carracted or
i the condition is one that could result in :
'+ obstruction of piping despite any previcus flushing |
i procedures that have been perfarmed, the '
system shall be examinen tnternally for
: obstructions every 5 years. This Investigation
' shall be avcomplished by examining the interior
- of @ dry valve ar preaction valve and by removing ‘
- two cross main flushing eonnections, i . . . ) '
K 084 | NFPA 101 LIFE SAFETY CODE STANDARD Koas! 1. The Fire Extinguisher !
58=p has been replaced, ‘
| Portable fire extinguishers are provided in all 2. All residents on Easi
- hegith care occupancies in aeeordarnce with Wing have th tential to b
19741, 19.35.8, NFPA 10 N have the potential to be
affected.
] 3. At the same time the
! Maintenance Director does
rounds to check pressure each
- This STANDIARD is not met a8 evidenced by month, Maintenance Director
| Based on sbservations and indervigw, it was . will alse check the
; determined the facility failed to ensure fire ' Pt o
f extinguishers were inspected according to : verification of service cal?az:
 Nationai Fire Protection Association (NFPA} . for placement and assure it is
1 standards. The deficiency had the potential to | current. A check list will
; affect one (1) of three (3) smoke compartmeans, ' used to check off each
! thre esi . , isitors. | . . .
free (3 residents, siaff, and visitors | | verification of service collar.
‘ The findings inciute: i | 4. Maintenance Director
: ‘ o ‘ ; | will bring check Iist as
Gbsgryatron on G3/26/15 ai 1183 AM with the i ' documentation to monthly
Administrator, revesied the fire extinguisher near | ; A . S 5515
| the East Wing exit did not have a varffication of t QA meeting to report, 75/
- service collar indicating & hydrostatic tegt had ;
| been performed. The fire extinguisher had a j
‘manufacture date of 2007, Intarview with the
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b o

AND RLAN OF CORRECTION DENTIFICATION NUMBER, A, BUILDING 0 COMPLETED
185336 8. WikNg : 03/26/2015
NAME OF PRIVINES OR SUSHLIER BTREET ADDRESS, CITY, STATE, 21D conE
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INGFI IN A T)
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TAG FEGULATCRY OR Lar IDENTIFYING INFORIAATION) TAG CROSS-REFRRENGED T THE APFROPRIATE DATE
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K084 Continued From page 3 K 064 |

- Administrator revealsd he was did not know why

| the fire extinguizher did noj have a verification of »

service collar,

The findings were acknowledged by the
C Admirigirater during the exit conference.

'Reference: NFPA 10 (1995 Edition),

C 44,37 Six-Year Maintenance. Every 6 years,

| slored-pressure fire extinguishers that require a
C12-year hydrostatic test shall be emptied and

| subjected 1o the arplicable maintenance
procedures. The remoyal of agent from haton

i dgent fire extinguishers shal anty be done using

8 listed halon closed recovery system. When the |

! applicable mainfenance procedures are

: performed during perlodic recharging or

| hydrostatic testing, the B-year roquirement shali
begin frem that date.

: Exception: Nonrechargeabie fire extinguishers
- shail not be hydrostatically tested but shan be
removed from service at a maximurn Interval of
" 12 years from the dute of manufactura,

| Nonrechargeable halon agent fire extinguishars
“shall be disposed of in Bceordance with 4.3.9.3,
i d-4.4.1" Fire extinguishers that pass the

. Bpplicabie &-year requirement of 4-4.3 shall Have

| the maintenance Information recorded on a
| suitable metallic label or equally durable material

having a minimum size of 2 in. « 4 172 {51 em

[% 8. 3em).
* Tha new fabef shall be affixed to the shell by g
: heatiess process, and any old maintenancs

| tabels shall he
the seli-destructive type when re
| extinguisher js atiempted, The label shal
* the following information;

[ {8) Month and yaar the maintenance was

i

'emaved. Thase labals shall be of
moval from a fire |
include .

3

|
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K084 Continued From page 4 . K084 :

performed, indicated by a perforation such as is
~dore by a hand punch

i {1} Narme or inftials of person perfarming the

_malmenance and narme of agency performing the i

| mainterance

. 4-4.4.2* Verification of Servica (Maintenance or

i Recharging! Eash extinguisher that has
undergone maintensnae that nclides intarnal

S examination or that has basen racharged (zee
4-0.5) shall have a "Verification of Service” collar

tocated around the neck of the container. The

. coliar shall contain a single cireular pisce of

' uninterrupted material forming a hole of a size

“that will not permit the collar assembly to move

L over the neck of the container uriless the vatve is

| completely removed. The coltar shall not

: nterfere with the operation of the fire

| extinguisher. The "“Yerification of Service® collar

f - shafl include the month and year the aervice was

- performad, indicated by @ perferation such as is

" done by 3 hand punch,

| Exception No, 1: Fire extingilishers underguing

I maintenance before Janusry 1, 1909

[ Exception No., 2 Carfridge!ay!indm-wera:ecj fire

I extinguishers do not require a "Verification of

. Bervice” collar,
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