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An offsite revisit was conducted and based on
the acceptable Plan of Correction (FOC) the
facility was deemed to be in compliance as
alleged on 03/14/14.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection lo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facitity. If deficiencies are cited, an approved plan of correclion is requisite to continued
program participation.
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*ayn SUAMARY STATEMENT OF DEFIGIENCIES : o i PROVIDER'S PLAM OF CORRECTION L s
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL I OpREFIN (EAGH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR 18G IRENTIFYING IMFORMATION) i TAG CROSS-REFEREMCED TO THE APPROPRIATE . UATH
1 I i CEFICIENCY)} |
i - *
F 000 INITIAL COMMENTS . F 000
. ARecerlification Survey was initiated on 02/8/14 | j '
' and concluded on 02720414, Deficlencies were  + :
| cited with the highest Scope and Severityof an . ! ,
i HE'I‘ ‘ " l‘
F 253, 483.15(h)(2) HOUSEKEEPING & . F263]
SS=E MAINTENANCE SERVICES , , 1253 AR3,18(nK2) Mousakeeping ort Mrintenanca l
! o . . ; : Survices |
I ThE.'. faclity must Rrowde housekeeping am.'.l ; “the Incility mast provide keusehesplng and .
. mainianance servicas necessary to maintain & ; 1 MAIRRASRCE SETVIEes necessiry by mAfRtain 2 SAnHATY,
! sanitary, erderly, and comfortable intetior. - ) : ptderly end comforiahle Intesioe,

H ' } : 1. Thers were ne Gepalive eutunmed (o iny
I . resident ns & pesull of the shower rooms
having crncked, bioken ar miszing tlfes

. This REQUIREMENT is not met &8 evidenced i : shower Teads leaking shower digln coved
{ by . - missing: n dak brovwmish Black suhstn:i.ce in
: ' : f . - prant of tilea In g 51 rpaked] anid
. Based on observalion, interview and review of " posing caking i sreos e e
i the facility's pollay, it was determined the facility beguitt in cotor sraund the tollst hases 2 lora
faited to provide housekeeping and maintenance i:pdf;;tt:d sl and e g
: services necessarylo maintain & sanitary, '
" orderly, and comforlable interior as evidenced by

A henge-wide insszevics on
reponing of the need for
malntznance or 2ervise nepais wag

| cbservation during initial tour of the facility's Lo _ enndacsdon r?:.ir;nyu nd 1 {
: i - 204014, with 2l norsing st
shower rooms revealed cracked, broken or ] e vioc st
i missing liles; one (1) of the shower stalls on the : : nctivirhed and diatery 80,
t Long Term Care (LTG) Unit had a wash cloth tied | b Pumaged showver al s
. N : i replaced on 2/2072014: )
_around the shower head which was dripping: two | . o Al tallets nated were i
f 7 H i fixecrepheed 2720020143
! {2) shower stalls had the drain cover off of the : : ey Micing tilca

drain; dark brownish black substance in grout of
! tiles; cracked and peeling caulking with areas .
* which were dark brown in coler around the toilet
i base; a lorn and eracked bath mat; and a

" hon-fitting tofet lank cover in the bathroom

. adjacent to the Rehabilitalion Shower.

wis rephaced 202072014, i
Stvwer Stall dmin covert ]
2ad 22072014

: The findings include:

; Review of the facility's policy titled, "Procedure for '
! Cleaning Balhing Faciiities”, undated, revealsd | :
, staff were lo remove dirty linens and trash; use

n : i ‘: H
Laso%z/: }w DIRECTOWTMWE‘S BIGNATURE ﬂ i TITLE £46) 715
\ ]
NAA , mdadreiy O4lol /L4

Any deficiency siftbment ending with an asterisk {*} denotes & deficlency which tha institution may be excused from sarreating providiag It = ddlermikad Ihat
olher safoguardsyamvide sufficiant proloction to the patlants, (See Instuctions.} Except for nursing homas, the findings $lated above gra disclocabla 80 days
fallovdng the gate af survey whelher or not 4 plan of earrectlon is providad, Ear nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents Ate made available to the facllity, If deficencies sre cltad, an approved plan of enrraction is requiells lo carfinued
pragtarn parlsipation.
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CENTERS FOR MEDICARE & MEDICAID SERVICES _ _OMB NO, 0838-0331
STATEMENY OF DEFICIENCIES {%1} PROVIDER/SUPPLIERICLIA {%7) MULTIFLE CONSYRUCTION (%3} LATE BURVEY
AND PLAN OF CORREGTION IDENTIFGATION MUMBER: * | 4 aunoiNG COMBLETED
185174 B, WING b212012014
NAlE OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF CODE
6975 BURLINGTON PIXE
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=40 SUKMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S FLAN OF CORREGTION P e
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX IEACH CORRECTIVE AGTION SHOULD BE ; COMPLETION
TAG | REGULATORY DR LSC IRENTIFYING INFORHATION) TAG | OROSS-REFERENCED TO THE APPROPRIATE | DMIE
) : DEFICIENGY) :
F 253. Continued From page 1 i F 253
- approved chemicals {o clean and sanitize all ‘
porcelaln surfaces which inciuded tub and shower © :
: walls, $ink and toitet. Continued review of the b i
" palicy revealed slaff were to clean and sanilize all | . £ Lo :
| . oaking shawer-heads !
i metal surfaces in bathing areas; clean and : réx;:a:mphccdmmam: :
£ 1003 fans cleansd 220001 4; i
sanitize any equipment, such as, bath mats and ‘ ; s “pf;:;;‘;?ﬁnmw l 5
| shower beds; and sweep and mop the floor. i ) praper pricedurelltequatey nf !
_ Addiionally, review of the policy revesled the ) | Sleaning foutines fo sesident arans
i A . i ; i 11014,
» pracedure for cleaning the bathing facility i i . Showee sonmg thoruzhly eleanad
included to report any neaded repairs. : ! . anen;
| H . Jo QAS RBoreontinunasly monliading
i cloanHness and orderiiness of i
. Raview of the facility's palicy titled, "Reporting c ijm_w:jfwy nnd Mnlrdonanes ;
! required repairsiupdales on equipment andfor et by e Emvivonmente :
. surtounding environment®, dated 02/26/13, o Services Iaustor af Designes ;
{ revealed all equipment utilized for residents by Pl ey e 3t :
: staff was to be in good warking condition. Review! I ' i Weekdy for months 3.5 !
! of the policy revealed the residont's sueroundings | Qoo thereaner ;
i wara ta be in good repair without safety hazards, ; s, .
| Further review revealed any staif could reporta : " ggﬂﬁ'i.ﬁﬂiﬁ‘?ﬁﬁ e N
concere; and front desk parsonne! ar the ; : Envimnmental Services i
| supervisor/chargs nufse was to log the work i D irector and Kepa on Tt
 order into the log book and e-mail the Dlrector of P ravlewed by the QA i
i Environmantal Services wilh the request, : ' :ﬂ*’:‘;}"’n;g;fh“;;fy end of }
. \ annlyzed by the .
| Observation on 02/18{14 at approximately 12:10 ;! Commitee e ;
: PM of the Long Term Care Unit Shower room | [ arerly B mectine. §
 during inftial tour, revealed floor and wall tes in ! . L Alleped Dite af Complinnser 23/1472014
, the shower room 1o be eracked, broken or i :
; nusamg. and discalored dark brownish/black . i
. subslance in the grout surrounding the tiles. i 5 :
' Observation revealed the shower lable matta be . i |
. cracked and torn; and oneg (1) of the three (3) :
: shower stalls to have a wel wash cloth tied ( ; i
, around the shower head with water leaking from i ‘
fil. Continued observation revealed the drains not | ;
; covered in two (2) of the three (3) shower stalls - .
E with a reddish brown substance surrounding the |}
; train. Observation revealed aracked and pesling | ;
' ceulkmg around the toilet base which had areas i _ _ {
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185174 .| B.WING 02/20/2014
NAE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIF GODE
5075 BURLINGTON PIKE
FLORENCE PARK CARE CENTER FLORENGE, KY 41042
(dyid | SUMMARY STATEMENT OF DEFIGIENCIRS oo FROVIDER'S PLANM OF CORRECTION T
PREFIX [BAGH QEFICIENCY MUST BE HFRECEDED BY FULL bOPREFIX | {EACH CORRECTIVE ACTION SHOULD BE COVPLETION
A ¢ REGULATORY OR LSC IDENTIFYING INFORMATIQN} ) TAG CROS8-REFERENGED TO THE APPROPRIATE TE
i : i DEFICIENGCY)
F 263 Continued From page 2 : F 253, :

{ of discoloration dark brown in color. Further _
. observation revealed the floors had a brownish | ) ' :
t build up in the corners and along the walls; and - ’
“the exhaust fan and a portable fan had a white |
| substance on the blades and cover of the fan.

i Ohservation on 02/18/14 at 12:00 PM of the
 Memory Care Unit Shower during initial tour, i
 revealed floor and wall tiles in the shower room to | ! ;
f ba gracked or missing; 2nd to have missing grout : !
i areas and discolored dark brownish/black ’
! substance in the grout. Continued observation
revealed cracked and peeling caulking around the . ! i
| toilet bage which had areas of a dark brown 7~ ! . '
discotoration. Qbservation reveaied the floors - - f i
i had a brownish subslance in the cormers and i ; !
" along the walls. Further observation revesled the !
: exhaust fan and a portable fan had a while 1 i
i substance on the blades and cover of the fan. | :

| Observation on 02/18/14 at 12:27 PM of the | :
_ Rahabilitation Unit Shower during intiat tour, . |
i revealed the floor and wall tiles were cracked or | :
" missing and had a brownish/black substance in ‘
- the grout. Gontinued observation revesled the | i
 floors had a brownish substance in the cornars of ; i
. the room and along the base of the walls, Further! i :
{ observation revealed the toilet in the shower : ; :

room had a dark substance around the base of :
| the toilet; and discolored and missing caulking. : i

Additionafly, abservation of the bathroom i :
i adjacent to the shower room had a dark :
I aubstance around the base of the lollet, , {

discolored and missing caulking with a blackish | ; :
| substance on the floor behind the tollot; and o '
" non-fitting poreetain tank cover. : ' i

P interview with Housekeeping Staff #1 on 02119714 |
8t 10:30 AM, revealed it was Housekeeping's ‘
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(%4} 1D SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PLAN OF CORREGTION o
PREFIX ;  (EACH DEFIGIENGY NUST SE PRECEDED BY FULL PRERIX [EACH CORRECTIVEAGTION SHOULD 2 | COMPLENON
TAG |  REGULATORY ORLSCIDENTIFYING INFORMATION) TAG | CROS3-REFERENGED TO THE APFROFRIATE BaTE
= DEFICIENGY) ;
F 253! Continued From page 3 [ F253

: raspongibility to clean the shower rooms,
| Housekeeping Staff #1 stated the process for |
_cleaning lhe shower room included spraying the
| shower stalls with cleanar and wiping them down; |
! and cleaning the tollet, tollat seat and the floor |
. around the toilet, Continued interview revesled .
i she reported all issues to the !
Maintenance/Housekeeping Director. She i
i indicated the facility utilized work orders to .
| request servicas. Further interview revealed she |
. had reported the cracked, broken and misslng
| tes to the Maintenance/Housekeeping Dirgclor |
! approximately one month ago; however was '
i unsure of the exact dale. i
g Interviow with Slate Registered Nuraing Assistant
; {SRMNA) #2 on 02/19/14 at 3:51 PM, revealed she
] was responsible for giving residents showars; and :
‘was not aware the shower table mat was torn.
| ERNA#2 stated residenis were placed direstly on ¢
% the shower table matl; and as it was torn this was |
a safely issue relzled to residents pogsibly i
_receiving skin tears, SRNA #2 indicated placing
| residents on the torn shower table mat eould also |
! be an infection control issue due to the cracks in

. the mat,

1

1

| interview with SRNA #3 and SRNA#S on i
02/20/14 at 3:58 PM, revealed they both were ;

i responsible for showering residents. The SRNA's

| stated they did not know how long the shower !

_table mat had bean torn, Gontinued interview '

i revealed they should nof have been placing i

! rasidents on the torn shower tablz mat due to

_infection control and safety of residents. Further

! interview with the 3RNA's revealed the torn

* shower table mat should have been reported to

. maintenance for replacement. i

i ;

:
{

]
1
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STREST ADDRESS, CITY, STATE. ZIP CODE
6875 BURLINGTON FIKE

NAME OF PROVIDER OR SUPPLIER

FLORENCE PARK CARE CENTER FLORENGE, KY 41042
— ST STATENENT OF DEFIGIENCIES T o PROVIDER'S PLAN OF CORREGTION )
Faerm | (EACH DEFICIENCY MUST 8 PRECEDED BY FULL PREFIX | [EACH CORRECTIVEAGTION SHOULD BE | CoMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) | TAG CROSS.REFERENCED TO THE APPROPRIATE | DATE
; : : DEFICHENCY] i
: : ! '
F 253} Continued From page 4 o Fass, !

Interview with Reglatered Nurse (RN) #2, on

1 02/19/14 at 4:08 PM, reveated the cracked, i
" broken, and missing tilas in the shower rooms, @15 :

. wall as, the torn shower table mat were infeclion | ;
- gonirol and safety issues for residents. RN#2 i : ]
stated the wash cloth tied on the shower head | ; '

[ ! was an infection control issus, The BN stated the® i
_cracked, broken and missing tiles and the torn | ;

{ shower table mat should have been reporied fo !
maintenance for repair. ; i

lntervlew with the Maintenance/Housekeeping ;
. Director on 02/18/14 &t 12:55 PM, revealed he %
{ was responsible for maintenance and i ; :
housekeeping, The Director slated the fans in | : f
i the shower rooms were cleaned @ach month; .
" howaver he had not documented the ¢leaning. |
g An additional interview on 02/19/14 at 320 PM, | : !
"with the Maintenance/Housekeeping Director ; i :
. revealed the floors and around tha toifets in the . :
| shower rooms needed to be cleaned mare | i
effectively. He stated the toilet and caulkingin -~ ; : :
: the Rehabflitation Shower reem should have been| i '
" removed and resel, Continued interview revealed ;
. he thatght fhe brownish black substance in the | ;
| greut in the shower rooms wes mold or mildew. . : i
" The Diractor stated the brownish black substance | ‘
{ should not have baen in the grout. He sated the ; :
- broken, cracked and missing files should have | : !
: been replaced; and the shower head which ' |
[ leaked should have been repaired of replaced.
" The Maintenance/Hougsekeeping Director statad |
* the toilet tank cover which did not fit the: toitet :
' should not have been placed on the tollet. : i
; Further interview revealed the rubber n;howeribath : X
! mat should have been replaced when there was & i |
tear observed in it. He stated there shouid not ;
i have been cracked and peeling caulking around | ] i
! the toilet base. According to the : : i
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(X0 10 SUMMARY STATEMENT OF DEFIGIENCIES ' 10 PROVIDER'S PLAN OF CORRECTION : (25}
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL . PREFX | {EACH CORRECTIVE ACTIDN SHOULD BE { COMPLETIGN
TAG REGULATORY R LSGIDENTFYING INFORMATION) ! TAG i CAOSE-REFERENCED TO THE APPROPRIATE H DATE
. H DEFICIENGY}
' ' !
F 253 Conlinued From page & . F 263,

|

| Maintenance/Housekeeping Direclor, he did not
! fagl this was a home-like environment for .

residents: and repairs of the identified issues ; i
: should have been completed for the safety of ,
' residents and for infection control issues. i

} Interview with the Director of Nursing (DON)on :
L 02/20/14 at 4:08 PM, revealed the brownish hlack |
substance in the grout, brownish substance on | '
i the floors in the carner and alang the basa of the |
{ wall, white dust like substance on the fan and the - )
brownish substanace and discoloration along the . :
 base of the foilets were not reflective of a sanitary i
! and homelike envirenment and could have been : ;
an infection control issue for residents. ! l !

! Interview with the Administrator on 02/20/14 at
4:08 PM, revealed the i : :
: Maintenance/Housekeeping Direclor wasg i
% responsible for maintaining the building Inside | ;
"and out to ensure it was in good repair. The ;
: Administrator indicated the , | :
| Maintenance/Housekeeping Director should have i :
" made all repairg necessary in the shower rooms : i
. to ensure residents had a sanitary environment in |
i those areas, According to the Administrator, this . .
Pwould have included all the concerns identified,
_such as, cleaning and repairing the tiles; and
! repairing or repfacing the shower head, toilet and
! showar/balh mat, i '=i :
F 280 483,20{d)(3), 483.10(k)}2) RIGHT TO { F 280: F280 Right ta Participste Planning Care- 1

ars

1

s8=p - PARTICIPATE PLANNING CARE-REVISECP | i Revise CP ;
; ; !
The resident has the right, unless adjudged " i pesigsnt bas the rghy unless '
. incompatent or ofherwise found to be i ' judged Incompetent or othierulse
P! ~ | i found {o be Incapacitated under the
| incapacitated under the laws of the State, to i = taws of the State, to participats in
participate in planning care and lreatment or i planning care and trestment of ghanges

§ changes in care and treatment. ! In care and troatment, i
- . H l' H
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NQ, 0938-0381
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUBPLIER/CLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AMND BLAN GF CORRECTION IDEMTIFICATION NUMBER: A BUILOING COMPLETED
185174 B WING B2120/2014
NAME OF FROVIDER DR SUPPLIER STREET ADDRESS, GITY, BTATE, 217 CODE
6975 BURLINGTON PIKRE
FLORENGCE PARK GARE GEMTER FLORENGE, KY 41042
7 PROVIDER'S PLAN OF CORREGTION i)
B0 T ORICIENCY ST OF PREGADEDBYFULL  pabPx | (EAGH CORREGTVEACTION SHOULDBE | covitEron
TAG | HEGULATORY OR LEC |DEMTIFYING INFORMATION) PoTAE CROSS-REFERENCED TO THE APPROPRIATE
‘ . : DEEICIENGY) !
! ' ] 1. Residentiti3 showed no il .
F 280 Continued From page & : F 280 effects from the alleged i
' ' ' : deficiant practice. t
: A comprehensive care plan must be daveloped 2. Resident #13 care plan was .
; within 7 days after the completion of the ; rewg‘-‘{ed‘bv the 10T and after I
! comprehensive assessment; prepared by an ; ; rcc‘emng'nnpulffmm the | :
 interdisciplinary team, that includes the aftending ‘ ':"":'-‘”‘ sfamily on 2/20/2014 | ¢
' physician, @ ragistered nurse with responsibility | ; ! :,Fd:‘:t“ﬂ“ltg’““““ff" "e;‘ﬁ‘!d L
i for the resident, and other appropriate staff in plans iere vl rosbents |
disgiplines os determined by the resident’s needs, . ! rpnanimrea a:cs/ar consulted I
1 and, lo the extont practicable, the participation of : and 10T consulted to ansure i
the resident, the resident's family or the resident's | ; sccuracy and compllance, by :
* legal representalive; and periodically raviewed | i the DON and the Unle
_and revised by & team of qualified persons after . ’ managers. All care plans wers i
i each agsessment. 1 raviewed for deficient practices !
| ; . based on £ Yoz 280, by the DON i
H i or the Unft Managers, The :|
i i residents were reviewsd by the l
: = IDT team to maks sure they p
; This REQUIREMENT Is not met a5 evidenced | : wese It campliance with thelr ‘
by ‘ own planof care.
i Based on observation, interview, record review ! 3. Afacllity wide sudit was § 1
t and review of the facility's policy, it was ; ; condusted on 2/21, 2/24 and ] {
. determinégd the facility failed to revise the . ! 2/23/2014 by the DON and Unit
' Camprehensive Care Plan for one (1) of : Manegers, wherens all care
i twenty-four (24} residents (Resident #1 3). ! plang ware reviewad, rasidents
i i moaitored and iDT consulted ta
i REGOI’d review revealad Resident #13 had bean | e;\fsurc no other residents wera
" care planned {o wear glasses when he/she was [ ) ;CI""’:’V any a"ef‘ﬁd
 up out of bed, However, observation revealed ; st o oo
" Resident #13 had no glasses on. Family ! i geﬂdam " raviewee for
; - . ; { practlees based on F
j interview revealed Resident #13 no longer H ' Tag 280, by tive DON or the Unit
 required the use of glasses due to him/her being | k Managars. The reshdents were !
| fegally blind. i § reviewed by the IDT team to
- The findings include: 5 f mins:;:; Tﬁ?ﬁvﬁzrlgm plan
H i ¢
; i : ' of eare,
i Intarview, on 02/20/14 at 3:50 PM, with the RN ¢ 4, Al the members of the IDT

- SBupervizor Unit Manager revealed she was had
{ lnoked for a facilily policy regarding revising care ;
! plans; however was unab]_e {0 locale a policy i

FORM DCME-2567(02:99) Provious Versiens Qbselcle Event 10 ELDY 1Y

£aelity 100 1€0¢

(Unit Manogers, Dietary

Diractor, Activity Dirsetor snd
MDS nurses) warn In-soyvidad
on the faclity polley regarding
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F 280} Gontinued From page 7 T F 280!

: ralated to this. The RN Supervisor Unit Manager |
“indicated it was the expectation of the facility for :
; remdems care plans fo ba revised as needed, |

. Review of Resident #13's medical racord

' revealed the facility admitted the resident on

. 05/03/13, with diagnoses which included Anxiety, |

i Alzheimer's Dementia, Behaviors, and Low Vision ;

. in one eye, Review of the Quarterly Minimum ;

i Data Sheet (MDS) dated 01/24/14, revealed the
, facility had assessed Resident#13 lo have short |
| term and Jong term memary problems; and tobe
. severely impaired with daity decision making.
]

Review of Resident #13's Comprehensiva Care |
i Plan ravealed a care plen for vision impairment
ralated to low visual acully and blindness, with an .
{inftiated date of 05/03/13. Continued review of
" the vision impairment care plan revaaled a goal
! for Resident #13 to maintain optimal vision with
the use of glasses which had a target date of
: 04/17/14. Further review of the care plan
{ revesaled Interventions which included staff o
ensure ihe resident was weating clean glasses |
| free from scralehes and in good repair when up |
, oul of bed. .
" Observations, on 02/18/4 at 5:05 PM and 68:10
. PM, of Resident #13 ravealed the resident to be
sitting in & high backed wheef chair with no
glasses on, Additlonal observations on 02/48/14,
al 110 AM, 9:40 AM, 10:83 AM and 3:17 PM
. revealed Resident #13 sitting In a high back
! whael chair with no glasses o,

{Interview, on 02/18/14 at 3117 PM, with State |
" Registared Nursing Assistant (SRNA) #1; and at i
| 3:20 PM, with SRNA #2 revesied Residant #13

: had glasses in & drawer In his/her room which

|

1
i

ravising care plans by the DDN
an 3/7/2014,

A QA will ba canductad by DON
ar dasignee on 3 residents &
week for 12 veseks ko ensure
prampt reviston of core plans;
this will be accomplished by
reviawing the zare plans,
observation of the resident
sndfor consulting with the
rasident andfar family and
cansulting the 10T to ensure tha
rere plan s accurate and
Intervantions aro being
fellowed a5 advised.

. Tho Adminlstrator will enstire

compllance, by thacking and
monitoring the audits at the
end of each month, The
Administrator will bring the QA
to the QWA committee quarterly
for further review. At which
ttme the information from the
0A canducted by the DOM of
designae will ba reviewed,
analyzed and utilized Yo ensure
compliznce,

Alleged Date of Complianes;
March 14™ 2014

ey

i

i

FORM CRS-2267{02.00) Pravious Yattions Obsolata Even! ID:BLDY 1Y
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F 280 Continued From page 8 i F280 ;

i were not prescriplion glasses. SRNAKMA#M
and SRNA #2 indicated Residant #13 did not

i wear histher glasses; hefshe would remove the
glasses if slaff put them on him/her. They

| indicated after the resident removed the glasses
hefshe would "play" with them,.

" Interview, on 02/19/14 at 3:30 PM, with ’ |
Reglslered Nurse (RN) #1 revealed Resident #13 :
" took histher glasses off and played with them, - i |
| She indicated Resident #13's family had taken | “ :
! the glasses home as the regidant no longer i
reqwred them. :
[nterv:ew on 02/20/14 at 3:55 PM, with Resident |
’ #13's daughter revealad she had taken the !
resident's glasses horme with her bacause the g
| glasses ware broken, According to the resident's
" daughter, Rasident #13 had cataracts, was Iegal!y. i
" blind and did not require the use of glassas ! ' ;
“anymore, She indicated the resident's glasses |
i had been reading glasses, not preseription ) ! ,
i glasyes. ; ;

| Interview, on 02/19/14 at 3:40 PM, with the RN | ,
Supervisor/Unit Manager revealed Resident #13's .
| daughter had taken the resident's glasses home i ;
with her as hefshe played with the glasses which
ware now broken, Sha stated she did not know |
why the glasses were an inlervention on Res;dent !
. #13's care plan as the resident did not require ; : ;
Fthem any longer, and they were no fonger &t the :
. facility for the resident’s use. She indicated she : ;
+ thought Resldent #13's care plan had been ' i !
. revised in regards to this, After reviewing the | ) !
| care plan, she indicated it should have been ; !
rewsed te inciude the information that Resident |
| #13 no longer used histher glasses and they were i
. no longer at the facllity for the resident to use. :

FORM GME-2567((2-99) Frevious Versiens Obselels Event [D:ELOYH Faoity 1D §00547 If continuglion sheat Page Sof 23
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{ with the care and repair of the glasses. However, | :
. obsarvations during the survey revesled Resideni
| #8 was not wearing his/her glasses.

{ The findings include:

: Review of the facllity's polioy titled, "Advance I
! Care Planning”, undated, revealed staff were [
. required to follow the care plan as documented,
' Review revealed if staff were unable {0 follow the
* gare ptan the reason why was lo be documented
i in the resident’s medical record.

Observalions of Resident #8 in the dining :
roumitelavision area on 02/18M 4 at 3:58 PM, :
; 4:29 P and 4:43 PM; on 02/19714 al 5,20 AM,

r
¥

tonducted on 2/21, 2/24 and
2/25/2034 by the DON and Unit
Managers, whereas all gore
wlans were reviewad, residents
monitored and 10T consulted te
enzure all care plan
Interventions were
Implemented and no othar
resldents were oifegted by the
allegad dofistent practice,

H
|

H
i
H

1
1
s
|

STATEMENT OF DRFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUSTION (X%3) DATE SURVEY
AMD PLAN OF CORRECTION IDEHTIFICATION NUMBER: A BULOING COMPLETED
. 185174 B, V/ING 02(2012014
NAME OF PROVIDER OR SUPPLIGR STREET ADDRESS, GITY, STATE, ZIP CODE
6975 BURLINGTON PIKE
FLORENCE PARK GARE CENTER ELORENCE, KY 41042
SULIMARY STATEMENT OF DEFIGIENGIES i PROVIDER'S PLAN OF GORRECTION %)
é’é‘?é& J {EACH BEFICIENCY MUST BE PREGEDED BY FULL PREFIX . {EACH CORRECTIVE ACTION SHOULD BE L coneLEnOH
TG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG .  CROSS-REFERENCED TO THE APPROPRIATE DATE
: ! i DEFICIEMGY) :
. ! i H
2821 483.20(k){3)(ii) SERVICES BY QUALIFIED P F ez !
= R , 5 :
35 D PERSONS/PER CARE FLAN : [ FZB2 Sorvices by Qualified Persans/por ;
: ; Care Pl !
The services provided or arranged by the facifity are Han
i must be provided by qualified persons In i | Tha services proviéed or arranged by Py
accordance with each resident's writlen plan of ' the facility must be provided by !
i care, i 5 qualified persons in pecordance with :
; . ) #ach resldent's written plan ar care, e
3 i H o
H [
' This REQUIREMENT js not met as evidenced ; ;
by ! 1. Resident #8 shawed ro fil a
* Based on ohservation, interview, record review i ; aftects from the alleged N
 and review of the facility's polioy, it was ! i ) :eﬁzlﬂm gractlca g
! determined the facility failed to ensure services i S (:Et‘a-"ses were :
: were provided in accordance with each resident's 5 jzrgjz e 3“'1“’;? on j
 written Plzn of Care for one (1) of twenty-four (24) | : resident ﬂsa:: d’g : h“-‘"““d I
] sammed residents (Resident #8). j . iy Br eye 1][
i i ™ ' 4
' : 3. LPNH5 oad STHA i !
Resident#8's Com prehensive Care Plan : cerviced by Mem:; 2’;:: L’;m ¥
I revesled a care plan for vision impairment related i i Manager on 2/20/2044 on the il
" to the resident's diagnosis of Glaucoma. ; facility's pallcy “advanend care i .
i Interventions Inciuded steff to ensure Resldent #8 | j | plonaing® and fallewing th i "y
" tad hisfher glasses on when up out of bed; to ‘ eare plan., 1
; assist the resident to wesr the glasses; and assisl | i | 4. Afacllity wide pudit was
[ :
|

EORM CLIS-258 H02-89) Previpus Verzions Obrolale

Evant I0:ELOY1 |

Factity [D: 100547
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i SUMMARY STATEMENT OF DEFICIENCIES

%4} 1h ;
;‘sRE)fo ’ (EACH DERICIENGY MUST BE PRECEDED BY FULL ¢
REGULATGRY OR LSC IDENTIFYING INFORMATION)

TAG

PROVIDER'S PLAN OF CORRECTION
{EACH GORRECTIVE ACTION $HOULD BE
CROS5-REFERENGED TQ THE APPROPRIATE

DEFICIENCY]

{5}
. COMRLETION
ATE

F 282 Continuad From page 10 .
| 9:30 AM, 10:10 AM, 10:50 AM, 11:00 AM, 11:40 |
AM 12:30 P, 12:45 P, 1:10 PM, and 3:20 PM;
¢ and on 02/20014 at 10:48 AM and 11:00 AM
reveslad the rasident to be up In histher ;
t wheelehair with no glasses on. Continued
! observation at those times revealad no l
. observation of siaff assisting the resident to wear !
t hisfher glasses.

! Interview with Resident #8 a1 12:30 PM on

. 02/19/14, revealed he/she stated he/she did not

! know whete his/her glasses were. Resident#8 |
. stated he/she needed the glasses for reading.
I' )

Review of Resident #8's medical record revealed |
| diagnoses which included Dementia, Alzhaimear
. and Glaucoma, Further review of the record
I revealed no decurmented evidence of why |
_ Resident #8 was not wearing his/har glasses.
| Review of the Quarterly Minimum Data Set
(MO3) Assessmant deted 12/14/13, revealed the
i facility sssessed the resident to have ghort ferm
- znd long term memory impalrments; and io be
: severely impaired i datly decision making.
! Further review of the MDS revaaled the faciily |
, assessed Resident #8 to have impaired visien |
i and ta require correclive lenses {glasses).

! Review of Resident #8's Gomprehensive Care

" Plan, revealed a care plan for vision impairment

: related to @ disgnosis of Glaucoma, with an :

P imitialed date of 04/21/12, which had a goal of the |

: resident to have had no decling in histher visual

tfunction. Review of the interventions revealed |
. staff warg {o ensure the resident had his/her

} glasses onwhen up out of bed; to assist the .,
resident with wearing the glasses; and assist wilh

i the care of histher glasses as needed.

D
PRERIX
TAG

F 282, 5.
i
H
I
1
: 6,
i
i
1
:
i

All aursing staff was In-serdeed
an fallewing the care plans by
DON, LTC, Rehab and MC Unit
Manogers snd Suparvisors on
3/7,8/8, 3/9 and 3/10/2014.

A QA wili bo condueted by DON
or designen on 3 residents 3
week for 1% wooks te ensure all
Interventions are implemented
and staff orc follawing
resident’s weitten care plan.
This will ba accomplished by
reviewlng the care plans,
abservattons of the resideat
andfar consuiting the resident
andfor family and consulting
the 10T to ansure the carg plan
is atcurata and interventions
are being followed as advlssd,

7
complianea, by checking ond
manitaring the audits at the
end of each month, The

edminlstralor will bring the QA '

to the AQLcommittes guartar
for furthar raview, AT which

time the information from the

OA conducted by the DON ar
dastgnes will be raviowad,

snzlyzed snd utilized to cnsure

cormpliance.

Aleged Date of
CompHande; March
14,2014

The Administrator will snsure i

P 3

Iy i

EQRM GMS-2867(02-58) Previous Versione Obsolete Evant ID: ELDY

Faciffty (D: 100547
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F 2821 Continued From page 11 . Foaez!

: Raview of Resident #8's "Kardex Report” dated | | ' i
02/1914 revealed staff were to ensure the ‘ :
: rosident was wearing his/her glasses when up out i

:ofbed. i i

' Interview with tha Long Term Cara (LTC) Unit ; : i
i Manager on 02/20/14 at 11:32 AM revealed the :
KARDEX Report was utilized to ensure nursing

| staff were aware of residents’ care needs. She
indicated the "Kardex Report” was based on

i residents’ Comprehensive Gare Flans. According -
{0 the LTC Unit Manager, the information on the

i "Kardex Report” was provided to the Charge
" Nurse who made the nursing assistants aware of | |

: the care plan information to ensure residents’ | .

_ care heeds were met. :

* Interview with the Memory Care Unit Manager on ' '

i 02/20/14 at 2:32 PM, revealed the "Kardex -+ .

' Raport” was based off information: located on

i residents' Comprehensive Care Plans. She i :
: stated the care plans assigned an area of focus, ! 3 ;
, and the "Kardex Report” syatem tracked the | : |

’ informatlon to ensure residents' care needs were : :

. mel per the cara plan. : i

" Interview with SRNA #8 on 0219/14 at 1215 PM, | i ;

| who providad cara for Resident #8, revealed she : .
coutd nat locate the resident’s glasses; and did i ‘

| not know why the resident was not wearing

' hisfher glasses. BRNA#8 indicated Resident

; #8's "Kardex Report” revealed the resident was
care planned to have his/er glagses on with |

; asslatance from staff. ' |

| H :
lnterwew with LPN #5 on 021914 at 12220 PM, ¢ i |
f who provided care for Resident #8, revealed she | : i
: had beer employed at the facility since May 2013,
‘ and was unaware Resident #8 was lo wear 1 : :

FORM GRAS-2357(02-08) Praviows Varsions Obsoleta Event [DELDY1 Faeility [0 100547
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F 282 Continued From page 12 | F 282! ,

i glasses. LPN #5 stated she had not ever seen ;
' Residont #8 wearing glasses since she had been |
i working at the facility. She indicated she was not -
" avare the resident was care planned to wear ; :

i glasses. i

{ Intetview with the Memary Care Uit Manager on | ; g

FORM0M4 5t 12:21 PM, revealad Resident #8 used | ' ’

1o have glasses; hawever she was not awarg of

'where the glasses were af that time. The

i Memory Care Unit Manager reviewed the

* Resident #8's care plan and stated itindicated the|

- resident was to wear glasses when up out of bed.

! An additional Interview with the Memory Care | :

i Manager on 02/19/14 at 12:35, revealed she had i

! contacted Resident #8's family, and the resident's |

. family had infarmed her the resident’s glasses

Vwars there at the facility. She indicated howaver -

. she had been unable 1o locate the residenf's t

! glasses and had completed & "miasing item” | '

_raport. According to the Memory Care Unit i i

! Manager, Resident #8 should have had hisher : :
glasses on as per the care plan, ; | i

! interview with RN #3 on 02/20/14 at 10:51 AM, i
revealed Resident #8 was to wear glaases as per | ;

! the care plan. RN #3 stated Resident #8 was not |
wearing glasses per hisher ¢are plan as helshe | i

i was a Dementia resident and sometimas : .

* temoved his/her glasses. According to RN #3, | i : :

 the nursing assistants had fo assist Resident #8 i _ :

! to put hisfher glasses back on whan he/she i i
removed them. RN #3 indicated she was nat ! : j

- aware of why Resident #8 was not wearing : ;
_hlsfher glasses. ! ;

F 3711 483.35(i) FOOD FROCURE, . Fani !
ss=E " STORE/PREPARE/SERVE - SANITARY : | f

%
H

! 1 :
s : ]
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H . : F 371 483.35(i) Food Procure,
F a7 Continugd From page 13 - Fary Storefproparederve-Sanftery
, The facility must » il The faeillt t food Fram sourees
. & Faaillty must procurs food :
1) Pfocure foqd from sources approved of : ! appraved 9{ wmigm e ittty b fadoral '.
considered satisfactory by Federal, State or local ¢ , stare of Tacal nuthoritfes and stors, prejpora, i
: autharities; and ; ! distribute and serve food wder snnivary !
 (2) Store, prepare, distribute and serve food ' ; corifitions ]

| under sanilary conditions 1. Therewere no negdtive aieontes to

; any residant due fo the fond ingrediont l.
; . ’ bins exterior surface belng sotled and i
! : having “greasy Hds™ |
. i : &, Inservice of dictary staffon I
i : . 21172014 regording cleantng of :
. H food ingeedient bins being [
[ , i : added to “Digtary Depariment ;
i This REQUIREMENT ls not met as evidenced | i Cloaning s;hed?te". g '
, by : : b, Cleoning of tggrediem hing )
! Based on observation, interview and review of i gg;;cl![;% Drily ¢heaning

, the facilily’s policy ?nd d?CUmQH(S. it was i ¢ Diatary éire:mr nr designee to

‘ determined the facility failed to slore, prepare, ! : perfom QA en “Diclary

. distribute and serve foad under sanitary _ i Cleening Schedule

o Y A s N Teti ith the Follawly,
! conditions as evidenced by food ingredient bins Samplaticsn with the fullawing

H schiedule: l
. observed during initial tour of the facility to be : ! i, Datly for U menth;

! vigibly soiled on the outside with greasy lids; and ' : if. - Weekly for Montas 2- by

wtl . RS :

! the Long Term CEE(E (LTC) Unit's ! il Quarteely thetealter t ’ t
kitehenette/nourishment room ebserved to have ; forever, !
undatad and unlabeled food producis in the ! : 4. DA rasults shall be reported to 1

1 d st : i the QA Commitee quarterly \
refrigerator and storage areas. | ! by the Distary Dircetar or i

i : Desianeg, And kept on fle. !

' The findings inciude: S Distary Direeto or Designce i

; : ! shintl oversee all department !

: , - \ \ " ) i funstions to majaiain !

4, Review of the facllity's policy titled, "Genaral | : complianea with ragulations, I

i Sanitation”, dated 14/27/11, revealed the food : ; 2. There were no negative mteaitss 1o :

" service area was to be maintained in a ¢lean and | : any resident du to the LTC

: _l : £ i Refrizerntor contnining .

* samtary manner, . undoted/unlabeled papiches, whipped i

) i crenm type salad, areo eookie packs, !

: . . . . oranges in o plnstie bag, =altine erckers i

GFJEEI’\{EUOH, an 02/18M4 at 1 '1,5 AM,IﬁWfﬂ.Q the 1 : in a plostic bag. Thare wees o negative '

; initial kilchen tour revealed food ingredient bins ; . outcomes 1o any resident dna ko a Hdrled [
! which were vistbly soiled and had greasy lids. ; : . w}[ow ﬁrquid“on fhe bottom af the i
H . . fatnigerator.
: . . . E 2. Inservice of dictary stali on l
Review of lhe Distary Department clegning ; 317714 separding preper i
: schadule revealed food ingredient bins were not i fabeling and dating of food ;
! . . 3 i itemz {or distribition and !
" on the schedule to be cleaned; or assigned on | . . anege to fnclude: i .
FORM CMS-2067(02:69} Bravious Vacsions Obsoleis Evest I3 ELOY 11 Facility 1D: 100 i Faclllty provided laoraa

jtems !
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SUMMARY STATEMENT QF DEFICIENCIES [a] ’ PROVIDER'S PLAN OF CORRECTION . {¥5)
é‘ﬁ?ﬂ'—lg{ ! {EAGCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE fio’-g‘-_fgi")”
TAG ' REGULATORY OR LSC IDEMTIFYING INFOQRMATION] TAG ) CROSS.REFERENGED TOQ THE APPROPRIATE Al
DEFIGIENCY)
F 371 \

F 3717 Conttnued From page 14
1 the weekly Dielary Sanitation Rouline Cleaning
_ Sehedule.

tnterview, on 02/20/14 at 10:10 AM, with the
! Dietary Manager revealed food ingredient bins !
, and {lds were to be wiped off daily. He Indicaled it
' appeared (his had not bean done. Me siated the
. food ingredient bins were scheduled to be
pressur@d waghed when the waathar Imaroved.

' 2. Raviaw of the facility's policy titled, _

i "Nourishments” undated, revealed nourishments
werea to contgin the date preparad, the expiration

i date, and the food item's name or marking which
ideniifled what the product was. Continuad

T raview of the policy revealad in general,
remdent-personal itamns had a shelf life of three 1
' days, the date of refrigeration plus two (2)
addltmnai days. Nourishmenis ware to be rotated ’
* using the FIFO {First InfFirst Out) method to

. ensure maintenance of produgt freshness,

" Additionally, reviaw of the policy revealed

y nourishments were to ba removed from the |
servable-stock upon the date of expiration and  °

i discarded,

* Review of the facility's document titled, "New Hirg |
Orientation Packet Dietary Depariment”, updated |
1 07/28/11, revealed all resident food ilems which ¢
required refrigeration rmight be placed in
! kitchenette refrigerators, however these food
_ltems were fo be [abeled with the resident’s .
: name, the date placed in the refrigerator, and
. contaln an axpiration date of three {3) days after |
the date the food was saved,

Obsewation, 0n 02/18/14 at 12,50 PM, of the
; kitchenatte/nourishment room on the LTC Uni,
revealed the refrigeratorffreezer was observed to

ik Rcsidcntﬂ-‘nmily
pravided iems,
b Inszrvice of Nuraing StafToy
310714 reperding coreet
Inbchngldunng and storage of
: resident items.
i €. Dictary Director or deslgnee to
: peeform QA an Kitehenuite
i Refrigerators a1d food storage
to cheek for proper
Inbeling/dating of food
peoducts and cleantingss with
the following schedulo:
i Durly for | mentht;
ii. Weckly therealter
Torever;

| . QA results shall be raporied to

| . the QA Cammittee qunrterly
by the Dietary Directar or
Degignee, and kept an file,

\ @ Dieldry Dlrecior er Designae
. shall oversae nlf dcpadmcnt
functions to maintain
, complianes with regulations,

-

i Allcaed Date of :
Compliange: March i
14,2014 i

FORKN GMS.-2367(02:39) Previows Versions Obsatale Bvant I0: ELDY 11

Fasiity ID: 00547 If santinualion shaot Page 15 of 23
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A, BUILDING
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FLORENGE PARK CARE GENTER
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(XA} 1D : SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY BULL
TAG | REGULATORY OR LEC IDENTIFYING INFORMATION)

0
PREFIX
TAG

FROVIDER'S FLAN OF CORRECTION g:sj
H {EACH CORREGTIVE ACTION 2HOULD BE COMPLETION
: ,CROSS-REFERENCED TO THE APPROPRIATE 3 DATE

DEFICIENCY)

'1
F 371 Continued From page 15

" have twenty (21) loose popsicles which were
| undated and unlabeled; a whinped ¢ream type

| not identified as o what the food item was; eight
(B) Oreo snack packs undaied; a plastic bag of
{ three (3) oranges in a drawer labeled with a
* resident nama, however undated; and a drisd

; yellow liquid on the bottom of {he rafrigerator.
" Continued observation of the
i kitchensite/nourishment room revealed saltine
* crackers in a plastic 2ip lock bag which was

; undated,

: Interview, an 02/19/14 at 4;20 PM, with the
' Distary Manager revealed specific dietary staff
i members were assigned the rafrigerator/ffreezer

" snacks ftems should have baen dated with the
date of preparation and an expiration date.
| Continued intarview revealed he or anofher staff
i member checked the Kitcheneattenourishiment
' roomn areas perfodically for cleanliness and fo

; facility policy. He indicated the food items
; observed on 02/18/14, by the Surveyor should

. He stated Housekeaping was responsibtle for
! clearning those areas.

F 431! 483.60(b), (d). () DRUG RECORDS,

E6=E . ' LABEL/STORE DRUGS & BIOLOGICALS

| The tacility must emplay or obtain the services of

_ alicensad pharmacist who establishes 2 system
i of recards of receipt and dispostiion of all

! sontrolled drugs in sufficient detail to enable an

| accurate reconciliation; and determines that drug |
" records are In order and that an account of all

i

H

salad in a clear howl in 2 plaslic bag undated and

3

' in the nourishmeant rooms who ware [0 recerd the -
| temperatures and rotate the siock. He stated the |

j ensure food items were Iabeled and dated as per

| have been identified by name, dated and labeled. |

i

i

Far

F 431

i

FORM CHME.2567(02-89) Pravious Vatsions Obuolete Evant I ELOY 1

FocHity |D: 180547 If eantinyation shogt Page 18 of 23
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: Control Act of 1976 and other drugs subjact to

| abuse, except when the facility uses single unft
package drug distribution systems in which the 1

| quantity etored is minimal and a missing dose can;

, be readily defected.

}

}
This REQUIREMENT is not met as evidenced
i by
i Based an observation, interview and review of
: the facility's policy, it was datermined the faciiity
" failed to ensure drugs and biclogicals wers
: labeled in accordance with curtently accepled
! professional principles, and included the *
explration dale when applicable as evidencead by
" gbservation of the emergeney crash caris
- reveatad expired items available for resident use;
¢ and two (2) of the emergeney crash carts werg

| aflasted from the alieged

deflclent practice,

LTC, Rehab and Mernary Care

Unlt erash carts wore audited

by the Unit Managers on

2/20/2014 to assure that no out

dated supplies, axpired

. medications or any medicatlons

were belng skeced in the crash

: cart.

. Centeal supply raom and all
medication/supply closot were

1 audited an 2/20/2014 by DON,

: LTC, Rehab and MC Unlt

Managers and Central Supply

employea to assure no out

tlated supplies er medieations

were being ttored as well &s no

] meglsations were being stored

ina;.:pro;:r?{lm!v.

SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAM OF CORRECTION NS
éﬁgﬂ : {EACH DEFISIENCY MUST B€ PRECEDED BY FULL | OpREFIX (EAGH GORRECTIVE AGTION $HOLULD BE  COMPLETIN
TAG REGULATORY OR LSC HIENTIFYING INFORMATION) . TAG OROSS-REFERENCED T¢ THE APPROPRIATE :
; ! ' DEFICIENCY) i
F 4311 Continued From page 16 i Fast!
: contmt!ed drugs is maintained and periodically i F431 Drug Rocords, Labol/Store Drgs &
' reconciled. Binlogicals
i Drugs and biologicals used in the facitily must be , ~ Thc faci!itv m?st empluy or obitain the i
, labeled in acsordance with currently accepted f ;  servicedof a licensed pharmacist whe :
" arefessional principles, and Include the ' . establishes & system of records of i
. appropriale aceessory and caullonary . i roceipt and disposition of 2ll contrafled &
" instructions, and the expiration date whan ' drugs in suificlent datail to enable an b
' ppplicable sccurate reconcillation; and determines ,
i ' ; that drug records ara In order anct that :
, . : . #naccount of all controlled drugs 4

; In accordance with Slate and Fedaral laws, the .  eintained and periadtenlly recondied, |

facility must store all drugs and biclogicals In ) : : o
. locked comparlments under proper temperature ‘ _ Drugs and biologizals used in the facllity .
' controls, and permit only autharized personnet to ! must be {abeled in sccardance with -
; have access to the keys. l : I currently accepted professional P

. i principles, and Include the opproptiate -

I The Facility must provide separately locked, ! ; aceessery and cautionary Instruedons, |
! permanantly afiixad compariments for storage of : and the oxpiration data when
; controlled deugs listed in Scheduie 1l of the | applicable.
: ComprEhenSive Drug Abuse Prevention and ) 1, Noresidents were rdvarsoly

FORN CME-2567(02:-89) Provitus Varisas Qusolete Evant ID:ELOY 1T

Fagiflry 10: 1060547

if conlinuation sheel Page 17 of 23
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sorviced an 3/7, 3/8, 3/9 and

" Review of the facility's policy titled, "Crash Cart ; 3/10/2014 by the DON and the
LTE, Rehab and MC Unlt

' fplicy”, dated 02/18/14, revealed the central ‘ _
: supply clerk or designee was responsible for Managers on the crash cart s
' removing discontinued, unnecessary or expired -

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT OF DEFICIENCIES {¥1} PROVIDER/SUPPLIERICLIA {¥2) MULTIFLE COMSTRUGTION {X38) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIZATION NUMBER: A BUILDING COMELETED
185174 B. WING ) 0212012014
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, {4TY. STATE, ZIF GOE
6975 BURLINGTON PIKE
FLORENGE PARK CARE CENTER FLORENCE, KY 41042
Mo GUMNMARY STATEMENT OF DEFICIENCIES ) la] ! FROVIDER'S PLAN OF CORRECTION . 148
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX . {8ACH CORREGTIVE ACTION SHOLLD BE § COMPLETION
TWa REGULATORY OR LT IDENTIFYING INFORMATION) - CRADSS-REFERENCED T( THE APPROPRIATE DATE
. DEFICIENGY) :
) ) 4. Unit Manager and Central '
£ 431! Continued From pags 17 . F 431 supply were in-serviced by the
; unleeked and observed to contain expired : : DON on 2/20/2014 on the
Heparin Lock Flush solutions, : Crash Cart Poliey ang the
. madication storage policy, :
The findings include: : 5, Al ANg and LPNs ware ine L

palicy and medication storzge

; items from the facility's crash carts.
i : pollcy. ‘ : .
: Review of the facility’s policy titled, "Medication : 6. AOAuwlbe conducted byBON ;2
' " : : i ordesignco on anesupplyor
Storage”, dated 03/01/10, revealed explred, ] : medicotion storage, Including. |
i outdated, cantaminated or deterivrated , i narcotlc storage, area a week |
_medications wera to be immediately withdrawn ¢ j For 12 weeks 16 Snaure no :
! from stock. Further review revealed the facility expired supplles or medications |
would nol use discontinued, outdated, or ' ' of irappropriataly storad :
i deteriorated drugs or biologicals; and these i ; redications as well as P
. medications wera to he relurned to the i madications/supplies are )
i dispensing pharmagy or destroyed, Confinved i Jabeled coreectly and monltor ! N
. Teview ravealed compartments containing drugs i for compliance for entire F tag v,
| and biologicals were to be locked when notin , a1 : '
; use, . ; ! 7. The Administrator will ensure ]
! . compllance by checking and :
. Obsarvalion an 02/18/14 at 12:70 PM, of the [ anitaring the audits at the i

. end of each month, The
! Administrator will Bring the OA
to the QA committes quarterly

{ Long Term Gare (LTC) Unit emergency orash
can, revealed it was unlocked and containad the ¢

| following expired or cutdated contents: a basic | i "

_spill clean up kit opened with an expiration date of : - forturther review, Atwhich
' November 2008, two (2) bolties of 100 millliter | Hima e o ey |
_(ml) Norma! Saline (NS) with a manufacturer : S‘A o be reuleind, ,'
i expiration daté of May 2013, an Infravenous {IV} | : asifmd and tlized to ensure :
, Start Kit wilh a manufaelurer expiration date of ' compliance. :
I July 2012; four {4) pair of size large sterile gloves ! ; g
, with & manufactvrer expiration dale of October :

1 2014; and thras () Heparin Lock Flush Syringes l Allegad Datg of

. with a manufacturer expiration date of 02/15/13. | i Compliance: March |
: : ) 34%, 2014 P

_Observation on 02/18/14 &t 4:30 PM, of the ; -
FORM CME-2587(32-09) Pravious Varsions Obzolete Evaat I ELDYT Fauiblly 10: 1GOSIT It sontinuation sheet Page 18of 23
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NAME OF PROVIOER OR SUPPLIER

HLORENCE PARK CARE CENTER FLORENCE, KY 41042
(Xd)1e SUMMARY STATEMENT OF DEFICIENCIES ; I} : PROVIDER'S PLAM OF CORREGTION ] (%%
BREEX | (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL ;  PREFIX (EACH CORRECTIVE ACTION SHOULD BE  ° COMPLETION

tAg REGULATORY OR LEG IDENTIFYING INFGRMATION) T 7Y S CROSS-REFERENGED TC THE APPROPRIATE DATE
i BEFICIENGY)
F 431 | Confinued From page 18 i Fasty

Memory Care Unit emergency crash cart
i revealed two (2) Heparin Lock Flush Syringes
with & manufacturer expiration date of 02/15/13,

' Observation on 02120114 at 225 PM, ofthe ‘
[ Rehabllitation Unit emergenoy orash cart ; : :
' ravaaled a Yankauars Suction Tip Catheter with &

; manufaclucer expiration date of November 2012. !

( Interview with Licensed Practical Nurse (LPN) #1 ; :

fon 02720014 at 2:47 PM, revealed night shift stafi; ) )

. was responsible for restocking the emergency | i

{ orash cant, She siated she did pot know how ;

. often the emergency crash cart was chegked for

[ accuracy and explred items. Continued interview ; )

. revealed lhe expired items should not have been .

| on the emergency crash carts available for :

_resident use,

| i : i
interview with the LTC Unit Manager on 02/20/14 | i ;

| at 2:53 PM, revealed Cenlral Supply was : i ;

* reaponsible for tha accuracy of the contents of :

j the emergency crash cart. The LTC Unit ; :

' Manager stated expired items were not o beon ‘ :

. the emergency crash cart available for resident i

P use. Further interview revesled the Heparin Lack ¢ : !
Flushes should riot have been on the emergency :

| crash cart; those items should have been stored | . '

_ & locked container, ) i :

i i I
Interview with the Central Supply Coordinator on . i i

| 02/20/14 at 3:48 PM, revealed the accuracy of the; :

' emergency crash cart was his responsibility,. He ;

. stated the emargency orash carts were checked

! atfeast once a month for accuracy and explred X

, products, He indicated the emergengsy crash

' carts had heen last checked the week of o

. 01/27113. The Gentral Supply Coordinator stated

| sxpired items should have been removed from | i

FORM CHIS-2567(02-99) Peavials Verstons Ohsolela Evant ID: ELDY 11 Facllity 1D; 100547 If continustion sheet Page 19of 23
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STATEMBNT OF DEFICIENCIED
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INENTIFICATION NUMBER;

185174

{¥2) MULTIPLE CONATRUCTION
A BUILOING

B. WING o
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COMPLETED

02/20/2014

NAME OF PROVIDER OR SUPPLIER
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¥

(xan | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {HAGH DERICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LAG IDENTIEYING INFORMATION) .

.y PROVIDERS PLAN OF CORRECTION P
I erEpIX ¢ . (BACH CORRECTIVE ACTION SHOULD BE ' GQRPLETION
CTAG CROSS-REFERENGED TQ THE APPROPRINTE , | DWTE

1 | DEFICIENGY)

s8sb, SPREAD, LINENS
i

in the fadllity;

_Interview with the Director of Nursing (DON) on

| 02120714 at 4:08 PM, revealed Central Supply

_was responsible for accuracy of the emergency

| crash cart to include checking for expired

. praducisimedications. The DON stated axpired

! jtemsa should have been removed from the

_emergency crash carts. According {o the DON,

! the expired items should not have been available

_ for resident use due to the inability 1o ensure the

{ integrity of the item past the manufacturer's

. expiration date. Further inlerview revealed

i Heparin Lock Flushes should not have been

- atored in the emergency crash carts. The DON

| indicated the Heparin Lock Flushes should have |

. been stored in a locked area, ,

F 441 483,685 INFECTION CONTROL, PREVENT

i

F 431 Continued From page 19
| the emergency ¢rash carts and not available for
. resident use. Further intacview revealed Haparin
! Loek Fiushes should not have baen stored in the |
i emergency crash carls.

, The facility must gstablish and maintain an ;
! Infection Controf Program designed to provide a |
_safe, sanitary and comfortable environment and
! to help prevent the development and transmission

of digease and infection, |

1

' (a) Infection Control Program

| The facility must establish an Infection Contro!

' Program under which it - ;
t {1) Invasligatas, aonlrols, and prevents infections !

1 {2) Decides what procedures, such as isolation,
! ghould be applied to an Individual restdent; and |
1 {3} Maintaing a record of incidents and corractive
: actions related to infections, ) i

3

F 431

' lnens

1. Norasidents woero aduoraely
affected from the 2licped

deficlent practice,

i

F441 infoction Control, Prevent Spread,

The facility must establish and malataln
. anInfeston Control Program designed
i to provide @ sofc, sonitary and
cominrtable enviranmaent and ta halp
prevent the development and
transmission of disease and Infaction,

[

]

FORM CMS.2567(02-09) Pravdous Versions Obsciata ‘Event ID:ELOYT1
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185174 B, WING 022012014
NAME OF PROVIDER OR SUPPLIER STREET ALDRESS, CITY, GTATE, ZIP CODE
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i SUMMARY STATEMENT OF DEFICIENGES v, PROVIDER'S PLAN OF CORRECTION (sl
%QFIS( ! {EAGH DEF’IGIENC‘{'MUST BE PRECECED BY FULL ! PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMFLETION
TAL REGULATORY GR LSC [DENTIFYING INFORMATION) TAG CROSS.-REFERENGED 10 THEAPPROPRIATE | O
: DEFIGIENGY)
i i
F 441, Continuead From page 20 Fd49: 2. The tarn shower bed wiag !
{ , removed from the shower
. (b) Preventing Spread of Infection . roum and piaced in storage an
! 5 2/19/2014 and the shower
{1} Whan the Infection Contrel Program .
. . . s . table mot was removad and a .
; determines that & resident needs isolation to i  showor teble mat as
 preve infecti facility must : = new showe i i
' prevcnt ihe spread of infestion, the ' i orderad on 2/49/2014 and "-i
t isolate the ﬁ‘.‘S[dEl’ﬂ. -~ plagnd on the shower bed an P
{2) The facility must prohibit employses witha 2/20/2014. k
[ communicable disease or Infeoted skin lesions - : |3, SRMANZwas educated on :
from direct contact with residents or thelr food, if | . ‘ 2/19/2014 on reporting any } .
| direct contact will transmit the disease. . ; ; needed repairs by the LTC Unit !
(3) The facility must require staff to wash their i | : Mansger, i
| hands aftar each diract resfdent contact for which . \ C A Afaclity wide pudit was i
. hand washing is indicated by accepled ! i conducted by DON, Il
! professioaal practies. . : Muintenancn Dlrector and LTC, H
. ! : Rehab and MC Unlt Manageron |
i (¢) Linens i i 2/21/2014 ti.zrough rounds to !
. Pargonnel must handleg, store, process and ; i observe equipment, stafl l
! transport linens 50 as to prevent the spread of i providing resident care and en [
infection all equigment to pesure all }
! ) squipment was functional and ?I. )
i : . ftoe from tears or damege, A " i
; : ! facillty wide aud!t vias 'i
. ; : . conducted on 2/71, 2/24 and ]
i Th.l$ REOQUIREMENT ls not met as avidenced | i 272572014 by the DON, ;
by: Lo " . : Maintenanee Director and LTC,
, Based on observation, intervisw and review of i Rehab and MC Uit Mansgars
! the facility's policy, it was determined the facility EHED EAG M, St IanoBaTs
; ? acl ‘p Y . Lok ! thraugh reunds to obterve |
; failed to maintain an lnfez.‘.ltqn Control Program in ! ! cauipmont, envlronmant znd !
i order te provide a safe, sanitary and comforlable i 1 stalf providing eare to sssure no |
; environment and o help pravent, recognize and : _' Infaetin contral lssues were ]f
i contral, to the exient possible, the onsat and : : : noted,
. spread of infection within the facility. ‘ ' s, Allstaffwas inserviced on3/7, |
; /8, 3/3and 3/10/2014 by the |
. Observatlon during initial tour of the community : CON and the LTG, Rehob ond .
! bathroam on the Long Term Care (LTC) Unit, ; MC Unit Managert on teportlng ©
. tevaated e shawer table mat {o have tears in '
* the foam rubber, H )
t The findings include: ' :
| % ~

FORM CMS-2067(02-89) Proviows Verslons Cozalale
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SUNSARY STATEMENT OF DEFIQIENCIES

x4y 10
I'S‘RE}FIX i (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OF LSC IDEMTIFYING INFORMATION)

i

PREFIX

TAG

: PROVIDERS PLAN OF CORRECTION
{BAGH CORREGTIVE ACTION SHOULD BE
CROE8-REFERENGED TO THE APPRUPRINTE

DEFICIENCY)

1654
§ COMPLETION
DATE

H
i
H
i
1
i
!

F 441, Continued From page 21 )
_Review of the facility's polioy titied tnfection .
* Control Program, undated, revealed the infeotion
i conircl committee monitorad staff performance to |
, ensure that infection control policies and
" pracedures were properly implemented, I
i
Reviaw of the facility's policy titled, "Procadure for ;
" Cleaning Bathing Faciities”, undated, revealed
| staff were to clean and sanitize any equipment
; such as bath mats, shower beds and shower
" chairs, Continued review revealed staff should
: report any needed repairs.

- Observation on 02/18/14 at approximately 12:10

i PM of the LTC Unit Shower room duging initial

: tour, revealed the shower tabla foam rubber mat
to have been torn and cracked.,

i Interview with State Regastered Nursing Aide
| (SRNA) #2 on (2/19/14 at 3:51 PM, revealed
* residents were placed directly on the tarn shower
{ table mat, She Indicated however, she had not
, bean aware ft was torn, SRNA#2 stated the torn |
' mat could be an infection controf Issue due to tha .
eracks in the mat,

' Interview with the Maintenance/Environmental
i Service Dirgctor on 02719114 at 3:46 PM, )
“revealed the the shower/bath table mat should
! not have baen in service to be uiilized for resident !

: use due lo a potential for contamination, He

"indicated it should have bean replaced to prevent :

- possible contamination.

Intarview with Registered Nurse (RN) #1 en :
10211914 at 3:40 PM, revealad the bath/shower
: table mat with torn and cracked areas ontit coutd |
* be an infection control Issue and should have
! been replaced.

F 441!

]

H
H

any nocessary repdirs and thy
Infectlon cantrsl palicy,

A A vill be sontdugted by DON
or designee by making rounds
an 3 residents/resident areas

3 times a weok for 12 week
monitaring and observing
environment, equipment ane
staff providing resident cara to
assure aguipment |s functional,
free fram cracks and/or tears
and infection control policy is
Being followed.

. The Adminlstrator will ensure

campliance by checking and
manitoring the audits at the
end of each month, The
sdministeator will bring the DA
te the QA commilttes quartariy
for further review, Atwhich
tima the information frem the
0A conducted by the DON or
designen will be reviewed,
anaiyzed and utilized to ensure
compliance,

Alleged Date of Camplianso:
March 14, 2014

FORM CM3S.2667{02:82) Previgyus Vasslons Obsolele Evant ID; ELDY11
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i i D

H
F 441, Continued From page 22
s interview, on 02/20/14 at 4:06 PM, with the :
. Diractor of Nurging (DON), who was filling in for
" the Infegtion Control Nurse who was not prasent
; at the time, revealed she was not aware the
bath/shower table mat in the shower room was
i forn, The DON stated the bath/shower table mat
_with visible tears in the rubber material should not
! have been In the shower room for regident use as |
. thiz was an infection control issue ralated to
- possible cross contamination. Accarding to the
i DON, she had recelved na repotts of negative
outcome as a result of the torn bath mal; however
| indleated the potential was there, i

F 4411

FORK CME 2347 (02-48) Previos Versions Obsoleié Evanl I3 8LDY 1

Faclily 10 100547
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FORM APPROVED
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING 01
R
185174 B. WING 04/07/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FLORENCE PARK CARE CENTER 6975 BURLINGTON PIKE
: FLORENCE, KY 41042
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
On 4/7/14 a desk review was completed of the
faciiities plan of correction and was found to be
acceptable. The facility meets the requirements
for participation in the Medicare and Medicaid
program.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE {XB) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safequards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-99) Previcus Versions Obsolete

Event ID: ELDY22

Facility ID: 100547
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NTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES P o podi201 4
CENTERS FOR MEDICARE & MEDIGAID SERVIGES OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUBPLIER/CLIA {X2) MULTIPLE CONBTRUGTICN |X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION MUKBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED

185174 8. WING 02/19/2014
STREET ADDRESS, CITY, STATE, 2IF GODE
8875 BURLINGTON PIKE
FLOREMCE PARK CARE CENTER FLORENCE, KY 41042
SUMMARY STATEMENT OF DEFICIENGIES : e PROVIDERS PLAN OF CORRECTION (x5}
| COMBLETION

(L )l
H (EACH DEFICIENGY MUST BE PRECEDED BY FULL + PREFIX {FACK CORRECTIVE AOTION SHOULD BE e

PREFX :
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ’ TAG CRORBS-REFEREMNCED Eﬁ THE APFROPRIATE
. BEFICIENGY)

NAME OF PROVIOER OR SUPPLIER

i ; :
K 000 INITIAL COMMENTS s K 000_’ ;

| CFR: 42 CFR 483.70(2) ; i
' Buiiding: 01 ?
| Survey under: NEPA 101 (2000 Edition) _. | |
! Facilty type: SNF/NF E ' ’
Type of structure: Type V (000)
Smoke Compartment: Nine (8)

: Fire Alarm: Fire alarm with single station smokes
. in resident rooms . t

; Sprinkler System: Complete sprinkler system : .
i (wet and dry) : i

! Generator: Type [l, Diese! tnstafled 1994

i

" A standard Life Safety Code survey was

i conducted en 02/19/14, Elorence Park Care
Center was found not to be in compliance with : :

: the requirements for participation in Medicare ang : ]

; Medicaid, The census on the day of tha survey

*was one hundred thirty- five (135). The facility is

j licensed for one hundred fifty (150),

i The findings that follow demonstrate
_honcompliance with Titls 42, Code of Fedaral ; ;
i Regulations, 483.70(a) et seq. (life Safety from ! i :
Fire). Defictencies were ciled with the highest . !
| deficiency identified at "E" lovel, . {
K072 NFPA 101 LIFE SAFETY CODE $TANDARD i Koz72,
S5k K :
| Means of egress are ¢ontinuously maintaned free :
* of all obslructions or impediments to full Instant i

L Aj i
{NE] DATE

LABGRATORY PIHECTORS OR ZﬁabEFJSUPPLtER REPRESENTATIVES SIGNATURE TITLE

Any dnndcnéyﬁ{azemeﬁndir?g‘ with an asterisi () denotes a deficiency which the Insfitution may be excusad frem corresting providing It I deterntined mat
other safequards pravide\fufficlent protection to the patlents. (See instauctions,) Excent far nursing homas, e fladings stated above ara dizclpsable 80 days
folinwing the date of survay whether or nol 2 plan of carreclion Is provided. For nursing homes, the above findings and plans of torreation are disslosable 14
tiays folawing the date thesa decumants are made avallablis to the facility. If deficiencles ara ailad, an approved plan of corroclion is requisita lo continzay

program participation,

FORM CMS-2507(02:09) Pravious Versions Dbsaer BuentI:ELOY21  FaodilyID: 100847 If conlinugtion shest Page 1015
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT OF DERICIENGIES {X1} PROVIDER/SUPPLIER/GLIA {X2} MILTIFLE GONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIRIGATION NUMSER: A BULLDING 01 - MAIN SUILDING 01 COMPLETED
185174 B Wing 02/19/2014
NAME OF FROVIDER OR $UPPLIER STREET ADDRESS, CITY, STATE, 2iP CODY
6375 BURLINGTON PIKE
FLORENGE PARK CARE CENTER FLORENCE, KY 41042
{4310 SUMMARY STATEMENT OF DEFICIENCIES LEE PROVIDER'S PLAM OF CORREGTION {x54
FREFIX ! {EACH DEFICIENGY MUBT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE } COMELETION
™we REGULATORY OR LS IDENTIFYING INFORLATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DAre
. : DEFIGIENGY) :
K 072! Continued From page 1 Ko72¢ . ;
_use in the case of fire or other emergency. No [ K072 NFPA 101 Life 8 C Standard
: furnishings, decorations, ot ather objects obstruet ! | . e
_ exits, access lo, egress from, or visibilily of exits, Dol If\i?z;;flEﬁ;ﬁﬁi:mmmus{y maintaincd
PFAA0 i ; 8
i ;i and orimpediments to full instant usc in the case
i} offire or other emergency. No furnishings,
.| decorations, or other
i ! { | Objects obstruct exits, access to, egress from or
_This STANDARD is not met as evidenced by; l | Visibility of exits.
H v 4
{ Based on observation and interview, it was ! .‘ 1. There were no negalive outcomes o any
. determined the facility failed to mainlain exit . b tesident due to the computer keyboards
: access in accordance with National Fire ' , mounted in the hellways on a flip down tray,
; Pfe"'?nhon Associalion (NFP A) stendards, The T being in the downward position,
: deficiency had the potential to affest lwo {2) ! . &  The spring loaded trays are not
 smoke compariment, forly-four (44) residents, | Cg available at this time: All statf
! staff, and vigHors, The faCiilty is licensed for one ! ; j wers in-serviced hy the DON,
hundrect f‘ﬁy {1 §0) beds with a census of one ; : j Maintenance Director, Unit
 hundred thirty-five {138} on the day of the survey, : . ! Managers and the Clinical
; P Coordinator an March 7', 8%, 9
| The findings includs, ' and 10%/2014 to push the flip trays
. i baclk into the wall so thai they
i Qbservation, on 2/18/14 belween 800 AM and H don*t protrude into the hallway
 12:00 PM with the Malntenance Director revealed . : and restrict access to the exits.
i two (2) computer keyboards mounted on ¢ wall in ¢ ;o b A QA will be conducted by the
~aflip down tray. Qne (1) in B Wing Rehab Hall o Maintenance Director or his
: tand one(l) in A Wing Short Hall. Means of ; i designee on & daily basis for one
" egress must remain clear of all obstructions and ' month and then weckly forever,
i impadiments at all times in case of emergency or ! i ¢, This will be monitored by the _
" fire. ) - DON and Administrator and they
! D will ensure compliance.
"interview, on 2/19/14 at 8:25 AM, with the .
. Maintenance Director revealed he was not aware N
! of this requiremant. . Allcged Date of Complianea:03/14/2014 _
; ! i
"Intarview on 2/18/14 at 12:30 PM, with the ' ;
- Administrator revealed he would have the trays ; '
i replaced with a spring laaded trays thal would . !
, retract upright when not in use and would be i .
* comnpliant, : ' !
FORK CMS-2567(02:99) Previous Varsions Dbsblale Event ID:ELOYZY Facifity 18: 100547 If continuation shont Page 2 of 5



@3/13/2814 15316 859-282-4516

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

FLOREMCE PARK CARE

PAGE ©7/53

PRINTED: 03/04/2014
FORMAPFROVED
OMB NO. 0038.0391

STATEMEMT OF DERIGIENCIES {X1) PROVIDERISUPPLISRICLIA {X2) MULTIPLE CONSTRUGTION
AMD FLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILDING 01 - MAIN BUILOING 04 fxg}q?é:;gfg&\’; Y
185174 B, WING 02/19/2014
NAME OF PROVIDER OR SUPPLIER BTREET ANDRESS, GITY, STATE, ZIF CODE
FLORENCE PARK CARE CENTER §973 BURLINGTON PiKE
FLORENCE, KY 41042
(Ao SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
PREPIY ! {EACH DEFICIENCY MUST BE PRECEDED RY FULL prEKIX {EACH CORRECTIVEACTION SHOULD BE ! covinnion
TAG REGULATORY OR L8C IDEMTIFYING INFORMATITM) I TAG CROSS-REFERENCED TO THE APPADFRIATE ' DATE
.' DEFICIENCY)
( v T
KO72 i Continued From page 2 ' K Q72 I
‘ . K 147 NFPA 101 Life Safety Code Standard —
{ Referance: NFPA 101 (2000 Edition) : i K ‘ ‘o tfe 3 f ? CD- -S
M : . Electrical wiring and equipment Is in accordance
; Means of Egress Reliabifity 7.1.10.1 P it NFPA 70. National Electric Code 9.1.2
" Means of egress shall be continvously ! M y Natlonal Blectric L.ode 2. 1.
i maintained free of all abstructions or , .
_impediments to full instant use in the case of fire 1. There were no negative gutcomes to.
! or other emergency. ; : any resident due to the usc of a multl-
K 147, NFPA 101 LIFE SAFETY CODE STANDARD . K 147! outlet pawer sirip Used as permanent

28=p’
: Electrical wiring and equipment i3 in agcordance
| with NFPA 70, National Electrical Code, 9.1.2

|
|

i Thiz STANDARD is not met a3 evidenced by:
, Based on observation and interview, it was i
i determined the facility failed to ensure the facitity |
i had an adequate number of electrical receptacles
"to meet the needs of residents without the use of |
; extension cords or multiple outiet adapters .
" acearding to National Fire Protection Assaclation !
H{NFPA). The daficiency had the potential to affect ;
. one (1) smoke compartment, one (1) resident,
: steff and visitors,

' The findings include;

' Observation, on 2/19/14 at 9:00 AM, with the

| Maintenance Director revealed multi-outlat strip
. being used as permanent wiring, Medical
i equipment and phone charger were observed !
. plugged into power strips in the Physical Therapy |
- Depariment. In addition, extension cords and X
" multi-oullet strips cannot be used a5 a subslitiie

for permanant wiring.

witing in the Physical Therapy
Depatiment,

a. Physical Therapy Department
Staff in-serviced on 2/24/2014
regarding the requirement that
1o multi-outlet power strips be
used as permanent wiring.

b.  Multi-Outlet power strip was
removed from the Physical
Therapy Department on
21242014

¢, Environmental Services
Director or Designee to
perform QA to ensure no
multi-outiet power strips are
used In the Physical Therapy
Department with the following
frequency:

i. Weekly for month 1;

ii. Monthly for months
2-3
Quarterly thereafter
forever,
QA shalt be repotted
to the Adniinistrator
and kept on file.

fii.

iv.

Alloged Date of Compliance:03/14/2014

FORM CM&<2067(02-00) Frevious Varsians Chsolata

Event 10: BLOYZ2
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 Interview, on 2/19/14, at .00 AM, with the

" Maintenance Direclor revealed he was unaware
i of thes power strips belng used in Physical
Therapy.

i Interview on 2/197/14 at 12:30 PM with the
. Administrator revealed he would have the power
' slrip removed immediately and would educate the X
i Physical Therapy staff on the prohibited use of
" power sirips in the facitity.

- Reference; NFPA 99 (1899 Edition).

13-32.12D _
2, Minimum number of Receptacles. The numbear
of receplacles shall be detetrnined by the !
. Intended use of the patient care area, There shall
' be sufficlent receptacles located 8o us to avoid

i the need for extension cords or multiple outlet

. adapters. :

i Reference' NEPA 70 (1989 Edition). i

400 &. Uses Not Permitted
| Unfess specifically permitied in Section 400-7,
flexible cords and cables shall not be uzed for lhe
“following:
i 1. As 2 substitute for the fixed wiring of a
" structure
£ 2. Where run through holes in walls, structural :
 Geilings, suspended cellings, dropped ceflings, or !
- floors .
1 3. Where run through doorways, windows, or ]
simitar gpenings i
4, Where altached to building surfaces .
. Exception: Flexible cord and cable shall be
' permitted to be attached to buliding surfaces in
1 agoordance with the provisions of Section 364-8,
- 5. Where concealed behind buitding wails,
! slructural eellings, suspended ceilings, dropped ¢

STATEMENT OF DEFICIENCIES {X1) PROVIDERSUPPLIER/CLIA {X2) BULTIPLE CONS TRUCTION {X3} DATE SUAVEY
AND FLAN DF CORRECTION IDENTIFICATION MUMRER; A BUILOING 01 - MATN BUILDING 04 COMPLETED
185174 B WiNG 0211972014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
8075 BURLINGTON PIKE
FLO P CARE CENTE
RENCE PARK CA R FLORENGE, KY 41042
(X415, SUMMARY STATEMENT OF QEFICIENCIES ) o PROVIDER'S PLAM OF CORRECTION : 5
PPEFIX ' {EACH DEFICIENGCY MUSY BE PRECEDED BY FULL | PREEIX [EAGH GORRECTIVE AGTION SHOULD &E 1 COMRLETION
TAG REGULAYORY QR LSC IDENTIFYING INFORMATION) . TAB CROSS.-REFERENCED TO THE APPROPRIATE DATE
! ) DEFICIENCY) !
K 147, Continued From page 3 K 147

i
i
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185174 B AWING - 02/19/2014
NAME DF PROVIDER OR SUPPLIER ‘ SKTREET ADDRESS, CITY, STATE, ZIP CODE
FLORENCE PARK CARE CENTER 6975 BURLINGTOH PIKE
FLORENCE, KY 41042
oedvn ! SUMMARY STATEMENT OF DEFIGIENCIES o ] PROVIDER'S PLAN DF GORRECTION {%5)
FREFR, (EACH DEFICIENGY MUST BE PRECEDED BY FULL " PREFIX . {EACH CORRECTIVE ACTION SHOULD BE ¢ CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
i ) OERIGIENGY) ,
i ) ; '
K ‘147_ Gontinued From page 4 : K147

* ceilings, or foors . {
. 6. Where insialled in racaways, excap! as
" otherwlse permitied in this Code,

]
i

i
i
i
!

L
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