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{F 000} INITIAL COMMENTS - {F 000}5
| An offsite revisit was conducted, and based on
the acceptable Plan of Correction, the facility was
deemed to be in compliance as of 10/16/13 as
. alteged.
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F 000 INITIAL GOMMENTS F 000
f F226  Abuse was unsubstantiated through
* A Standard Recertification Survey and i puternal faci ﬁty’iﬁvesﬂga{im Resident
| Abbreviated Survey was initiated o 09/24/13 and apologized for inappropriate behavior
. concluded on O9/26/13, with deficiencies cited i and indicated he would be more cordial
* The highest SCOpe and severity was ", with aides in firure. Resident was
i KY: 0721 was unsubstantiated wit ne : ‘couiseled by Director of Social Services
- deficiencies cited. KYF00020745 was i jand is satisfied with facility bandling of ;
' substantiated with *p~ kevel deficiancies cited. ' Tnateer. ,
F 228, 483.13(c} DEVELOPHMF’LMENT i F 226 :
3D ABUSENEGLECT, ETC POLICIES ;‘ No additional residents in the facility j
' : iwere identified who may have been ;
: The faciity muyst develop ang implement wriften faffecaed by this deﬁcien)t{ practice. ;
: palicies and procedures that prohinip _ i )
?ﬁiﬁ?&e&;@;ﬁ;&?n&w ety B A i ofresidens with BINS grester than
) opery. | . 4 18 was developed and provided to the
; 3 W ; Activities Director and those residents :
; i R were encouraged to participate in a
i This REQUIREMENT s not met as evidericed - specially callod resident couneil meeting
by : + conducted by the Director of Social

i Services on 10/3/13, Fach resident way

. given a copy of the Residents Rights which

! was explained in detail, A Uew grievance |
| policy was established and a new grigvance/ i

g%r or};e ( ’!)#?; ﬁﬂgefé gggampfgd Géesfdﬂgs - complaint form has been created for
esent #1Y. On 3at 2:00 AM, esidant | ’ residenty ili report ncidenty,

{81 alleged that SRNA #6 enterad the roomand | f i #ad fomilis to eidems :
twhzsr;s@idemmy msgz'p?;m?bﬁmgqeﬂ ! : Qﬁevance,’c?mpfam‘t forms are kept out- i
| SRNA fo continue ig Work unti 422 Apm pertime | mdg the S?ma* ngceg office. Gri o

" dock detad report, ; are investigated mmediately, ;
The findings inciude: . The new Grievance policy and procedure |
\ ngs : wasafsapiesentedmfamjﬁesatasp&ciﬁuy ;
' Review of the facility policy tiied, "Abuse ; . called Family Council meeting on 9,26, ;
t Prevention Plan”, revised June 2013, revealeg | . conducted by the Director of Social Services
1thatauryempk:ﬂyvecfzwhoisac:c:usedofanytypeof i . and the State Ombudsman,
 @buse or neglect will not be permiled toworkk
; : _No other allegations of abuse w !
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PREFY | (EACH DEF!CWMUS’T BE PRECEDEOBY FUiL ' OPREFIY {EACH C,‘OR'RECTNE ACTION SHOULD BE . COMPLE_M)N
TaGg | REGLLATORY O LSC IDENYIFYING INFORRMAT KON i TAG i ERENCED TO THE APPROPRIATE H DATE
X : DEFICIENGY)
' N i
F 226 | Comtinved From page 1 F 226i
! during the nvestigation. ‘The SRNA and Charge Nurse involved ;
; ; ‘in the initial action were in-serviced on
- Record review revealed Resident #1 was ; Hacility Abuse Policy on 9/26/13, by
- admitted to the faciity an 01/04/11 and readmitied : ! Adminisirator and Staff Development :
; 90 0316/ 11, with diagnogis which inchuded ; ; Coordinator Susan Fulon. !
" Chronic Obstructive Pulmonary Disease {COPDY, | : i
¢ Funciional Dedline, Depression and Anxiety, ! PAT nursing and non-nursing staff were
Review of the Annual Minimum Data Set (mDs), | in-serviced on facility Abusy Policy by
datexd 04/24/13 and the Guarwﬂy M5 dated : Administrator and Staff Developmem
O7M2/13, revealed Resident #1 to have aBrief | 5Coordinamr on 9727, 10/1, aud 10/
;JntemewmeantalStaius(BiMS}swreofﬂﬂeen; 510”4 aule/IS/lsp : k
*(15) which indicated the resident had no ithve ' ! ’ )
: deficits. Review of the Comprehensive Care Plan | . ) .
- with 2 review date of 08/08/13 reveaied Resident | - Compliance will be fnoniored by the
#1 10 have an Activities of Daily Living {ADL) Seif ; Administrator for all incidents of
 Lare Deficlt Care Pian with in ntions which + suspected abuse and in monthly QA
ncluded allowing the resident to keep his/her I + meetings for six months,
| uringl at the bedside per Resident #t's request, | *
; I F22e Completed 10/1613
- Interview, on Ob/24/1 3, at 4:45 PM, with Resident : ‘
{ #1 revealed the resident alleged that Stated :
: Registered Nursing Assistant (SRNA)#6 had ;
 entered histher room on 09/23113 at
j approximately 2:00 AM, o obtain vital signs, :
Resident #1 staged | refused to let him get :
vital sinns =t 2:00 AM~ Resident #1 indicated ;
| SRNA#6 stated he would tell the nurse of the
resident’s refusa) of vital signg Resident #1 i :
Staied he/she informed SRNA he/she would
tek the nurse the same thing. According 1o [
Resident #1, ha/she dosed off and dropped
| histher urinal on the fioor The resident stated he |
rang the call light and SRNA #6 cama g the room
and asked what Resident #1 Needed, Rasi ;
i #1 indicated he/she had dropped hig/her unina
and needed #t picked Up. He/Bhe stated SRNA |
#8 informed him/mer he was ng vital $igns at
j that tims, The residant stated he/she iold ERNA !
- #6 heishe just needed his/her trinal. Resident #1 | : ;
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F 226 Continved From page 2 :
 stated SRNA #6 came over by his/her bed: i
: howevar, did not pick up the urinal. The rasident
" stated SRNA#6 turned and slarted to walk out of ;
 the room and hessihe toid the SRNA, "you're '
P about an idiot™ Resident #1 stated SENA #6 :
i wadked back over to hismerbedsideand&tatedto _
‘the resident, “you're a mother Fkar” He/Sha ¢
: stated hevshe believed he/she stated
“my urinal and | will i

i Interview, o 09/25/13 a1 3:00 PM, with SRNA #g |

revealed be had gone into Resident #1's room at i
| approximately 2:00 AM an 09/23/13 10 take :
higfher vital signs (¥/s). He indicated he took the
: faiire; however, when he ;
prepared take Resident #1's blood pressure {bip) .
i heyshe said "no you're not taking it", SRNAFES |
- stated he toid the resident, “okay 1§

: According 1o SRNA #8, he went back into
" Resident #1's room a fow

; Glove and picked the urinal up off the flvor
‘ BRNA #6 stated Resident
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F 226 | Continued From page 3
idiot, 've baen here 3 years and if you all don't
; gt | right 'm going somewhere else”, The
QSRNAindicamdhetriedtoteﬂthemidenthe .
was somry, however, Resident #1 told him, helshe |
; would have his job. SRNA #6 stated Resident #1 :
i told Him he wouldn't be working at the facility the
{ next day after cal ling him/her a "mother Pker",
; SRNA reporied he told Resident #1 he had not !
 Called him/her any names. He stated he then left -
| the room and went 1o report this occurrence to -
the nurse. SRNA 46 stated the nurse iold him hot |
i 1o go back into Resident #4’s anymore that night.
| The SRNA stated he had not calied Resident #1
" any names; he would nat taik io anyone "that
. way”. He stated he went to unch” at '
! approximately 2:30 AM and when he came back .
! the nurse told him to write out Statement, “cdlock |
out”and go home. SRNA#5 indicated thatwas !
j what he did,

‘ Review of the Time Clock Detal Report reveglad
anQfZBﬂfﬁSR!\lA#SclockedmtaM:ﬁzAM :

| approximately two (2) hours after the Alegation

; occurred. SRNAwas allowed 1o continue to

“working during this time which allgwed him

; Access to @l residents in the faciiity,

; Interview, on 09/25/13 at 5:00 PM, with Licensed
- Practical Nurse (LPN) #1 revedled she was the |
. nurse in charge of Resident #1's unit on the night |
i shift which bagan on the night of 08/22/13. LpN |
: #1 siated that SRNA#6 had come 1 the desk :
“and told her that Resident £1 was being hateful |
: with him. She stated SRNA #0 reported Resident
| #1 was acousing him of cafling the resident
! names and was threatening him/er with to i
" sending himvher to ancther facity. 1PN #1
- stated she went and taked with Resident #1 who
| was upset because SRNA#6 didn't stop ang pick |

F 2260
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F 226" Continued From page 4 . Fazel
{ up his/her urinal before going back into the other | i
resident's room According to LPN #1, she ! i
instructed SRNA #6 not to 9o back into Resident 1
#1's room. She stated she then went 1o the i

‘was whil2 she was “alking to the other nurse ang :
; DON 1o find out what the policy and procedyre

i was,

: Interview, an OH26/13, at 750 P, with the i :
Director of Nursing (DON) revealed staff received ! '

; the investigation results as per the facility policy. | :
F 280 | 483 20(dxa), 483.10(k)2) RIGHT TO - Fzsp!
$8=D_PARTICIPATE PLANNING CARE-REVISE Cp

" The resident has the right. unjess adjudged

. Incompetent or otherwise found 1o ba

| Incapacitated under the laws of the State, to .
panticipate in planning care and treetment or !

: Changes in care and treatment. .

b CMS-256702-99) Previeus Versicns Obeolote Event Ity wrEy1s Faciiby £ 100484 if continuation sheet Page &of 15
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F 280 Continued Erom page &

i the resident, the resident's family or the resident's :
{legal representative; and pesiodically reviewed

and revised by a team of qualified persons afier :
; each assessment, i

' This REQUIREMENT is not met as evidenced |
f by :

i by

i Basedonintewiewandmcordrevfewitwas :
determined the facility failed to ensure the f
; comprehensive Care plan was revised for one (1) :
i of fifteen (15) sampled residents (Resident #1) i
" redated to not revising the care pian to include the :
: information the resident had all histher teeth ;

- the Quarterly Minirmum Data Set (MDS) ;
_ Assessment dated 07/12/1 3, revealed the faciity
, @3sessed Resident #1 1o have a Brief Intervigw |
 for Mental Statys {BIMS) score of fifteen {15)

F280 CNA Care Plan for resident wias

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA £42) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTHIGATION NUMBER: A BUILDING COMPLETED
c
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| MAME OF PrROVIDER OF SUPPLIER STREET ADURESS. CITY, STATE. 219 CODE
115 PFIONEER TRACE
PIONEER TRACE NURSING HoOmMeE FLEMINGSBUR G, KY 41041
(X ! SUMMARY STATEMENT OF DEFICIENCES [S) ‘ PROVIDER'S PLAN OF CORRECTION S e
PREFDC | {EACH DEFICIENCY MUST B2 PRECEDED BY FuLL ; PREFX {EACH CORRECTIVE ACTION SHOULD BE : COMPLETION
Ta REGULATORY OR LEC IDENTIF vinG INFORMATION) botag CROS$-REFERENCED TO THE APPROPRIATE | oale
: : DEFICIENGY)
F 280!

lupdated on 9/26/13, by Care Plan
Team to reflect current dental statys,
iAcute and Chronic Care Plans were
‘updated by Care Plan Team on 10/1/13
{10 reflect removal of tegth.

All resident Care Plans were reviewed by
\Unit Coordinarors Michelle Marshall and
Kim Breeze on 101/13. No additional
:residents were identified thar may have been
affected by this deficient practice,

:Nursing Staff was m-serviced on 10/4 ang
F10/14/13 by Unit Coordinator Michelle

i Marshall |, Director of nursing Sandy

i Mitchell, and MDS Coordinator Penny

“Scott on completion of Acute Care Plans, i
: updating CNA Care Plans, documentation of ;
: acute incidents, and on writing ordery of :
: consultation recommendations,

| Electronic weekly summary was ¢hanged on
L 10/1/13 by Unit Coordinator Michelle :
| Marshall to reflect dental statys of each
. resident, i
i Check~off sheet for monitoring consults has ;
: been developed and Uit Coordinators wil} |
© monitor and feport any mconsistencies at =
| moming meeting and monthly in QA for

| three months,

Check off sheets arp compared o care plans
 for presence of appropriate updates by Unit :
' Coordinators daily, Mouday through F) riday.

] M—ESG?E%QQ) Prendous Yarshons Obsststa Evanl ID; WREY 11
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K40 | SUMMARY STATEMENT OF DEFICIENGIES Foom PROVIDER'S PLAN OF CORREC TI0M Poom
PREFIX | {EACH DEFIGIENCY MUST BE PRECEDED 55 FuL | PREFIX (BACH CORRECTIVE ACTION SHOULD B | COMPLETION
TAG T REGULATORY OR LSC IDENTRYING INFORMATION) O TaG CRO$$-REFERENCED 10 TQEAPPMPRLATE : OATE
F 280 | Continued From page 6 i Fasy
which indicated the resident was cognitively The MD$ nurse monttors the weekly
 inact. Further review of this MDS Assessment Summaries with each MDS quarterly to
| revealed the facility assessed Resident #lio assttte accuracy in reflecting resident
*have broken or loosely fitting full or partiaf i rhanges with the revision of Care Plan,
dentures. Record review of z denta consuit electronic weekly summaries are monitored
dated 08/22/13 revealed ajl of Resident #1's teath | : :
- had bee that dat ; by the Charge Nurse with completion of
i 7 pulled on that date. each weekly Sunmary 1o ensure chronic and
. : ) i CNA Care Plans are updated to reflect
Observation, on 09/24/13 at 2115 PM, 3:30 P i current resident )

and on 09/2513 a1 8-30 AM, 10:00 AM, 11:50
P AM, 12:50 PM and 3:15 PM, of Resident #1
: revealed he/she had no teeth or dentures in

- histher mouth.

5 At groming meeting and mounthiy iy QA for
: Review of Resident #1 Comprehensive Care : ithree months,
| Plan dated 08/8113, reveaied the resident was ! F280 Completed 10/15/13

interview, on 09/26/13 at B:10 PM, with the i
: Director of Nursing (DON) and Registered Nurse ;
! (RN) #5/MDS Coordinator revealed that acute

F 281! 433.é9(k){3){i) SERVICES PROVIDED MEET F 231
§$5=0 | PROFESSIONAL STANDARDS ; :

Wm%(ﬂzemmv@mmw Event ID: WFEVH Frallty 1, 100424 qmmmmpaga 7of1s
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i | SUMMARY STATEMENT OF DEFICIENCIES ' R PROVIDER' PLAN OF CORRECTION D sy
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T~ REGULATORY OR LSC DIENTIEYING BFORIMAY ION) fTAG CROSS-REFERENGED TG THE APPROPRIATE i Darg
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F 281 Continued From page 7 .~ Fzst f
| The sesvices provided or amanged by the facilty ©  F281 ' New Physician's Order was received on :
t must meet professional standards of quality. : : 9/27/13 changing resident oxygen order
. : ! from continuous to as-peeded.
This REQUIREMENT s not met as evidenced | ' Al rosident charts were reviewed op
Y. + 10/2/13 by Unit Coordinators Michells
: Based on observation, interview and record N o
| review it was ined the facility fafled fo ! Mé{xshaﬂaad @Bmtmdem:ﬁ:
; review . ; . : Tesidents refusing care withour proper
ensure services provided met professiona] by ention by narsing N
; standards of quality for one (1) of fifteen (15) ; . Tmtery Y anrsing staff. No
! sampled residents (Resident #1) as evidencad by | ; additional residents were identified who
* failure 1o ensure Physician Orders were foflowed. | . may bave been affected by this deficient
. : P actice.
| The findings include: :
‘ : : Nursmg staff was in-serviced on 10/4 and
. Record review for Resident #1 revealed the i ; 10/14/13 by Staff Development Coordinator
: resident was readmitted to the facility on ! ! Susan Fulton and Director of Nursing Sandy |
; 03716711, with diagnoses which include Chronic + Mitchell regarding notification of Physicigns '
 Qbstructive Pulmonary Disease (COPD) and , + and subsequent change i resident orders |
CODQ&S“VE _f-iiaartFatm {CHF). Review of the . : and care requirements. In addition, a new
| Quartery Minimum Data Set (MDS) dated o ' trigger was added on sMar on 10/2/13 by
#1 10 have a3 Brief interview for Mental Ststus : ' :
oS e N o | AT wasadao e eMax o prompt e
: . . ' * Charge Nurse to complete 2 note
; Monthly Ph icran Orders reveaied Resident #1 | = o o vomp progress -
y Phys ! when a medication or a reatment is refused

had an order 1o wear oxygen (02) attwo (2) liters

; per minute (LPM) per nasal canmula continuously, by a resident. ‘That Trigger sends the high

risk progress note to Point Click Care Dyc.

 Observations, on 09/24/13 at 2:15 PM_ 3:30 PM . board which is reviewed daily, Monday
- and on 0Y/25M13 of 8:30 AM, 10:00 AM, 11:50 | : through Friday, by Unit Coordinators. Unit |
t AM, 12:50 PM and 3:15 PM, of Resident %7 i - Coordinators ensure that the physician has |
| revedled an oxygen concentrator sifting behind | © been notified of any resident changes,

! the: resident’s bed; however, the concentrator was
:hot furmed on, Observations revealed no visual ;

; svidence Resident #1 was wearing a nasal ! : ;
i cannuta. ;

1

Interview, on 09/25/13 at 3:15 PM, with Resident : |
wmzmes)wwmm Bvant IDWEEVIY Faciity 1D 100484 K cotrtingasion shes Page Bof1s
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 #1 revesled the resident indicated he/she did no;
t want to use oxygen except at night. Resident #1
- stated if the nursing staff checked his/her axygen

Interview, on D9/26/13 at 8:10 PM, with the
 Director of Nursing (DON) and MBS Nurse ,
! revealed the Physiciar's Order indicated Resident -

| continuously the Physician should have been
 notified of this information and clarified if the :
. resident nieeded to wear the Oxygen continuously -
| oF &8 readad, ;
F 323: 483.25(h) FREE OF ACCIDENT ;
B8=£: HAZAR{)SISUPERWSPOWDEVICES
§Tr1efacﬁitymustens¢xethatﬂweresident
: m\ﬁranm&ntre—mainsasﬁeeofaccidemhazards
'asispossm;ameat:hmidentrece{ves .
; 2dequate supervision and assistance devices to |
. pravent aceidents.

! This REQUIREMENT is not met as evidenced
by:

- Based on observation, interview, record review, |
| review of the facifity’s policy, and review of the
 facifity's Census ang Condition Report it was

; determined the facility failed to ensure the

i énvionment remained as free of acoidents

i hezard as was possibile for residents,

i Untcoupied with hazardous chemicals & tools ;
; !

:Compliance will be monitored through

visual fuspection of all Physician's orders ;
-by Unit Coordinarors datly, Monday through
(Friday, to epsure implementation of al]
 Physician's orders, Any inconsistencies will
b reported in morming meeting and o the
:QA Commitiee ig monthly mestings for

o Mﬁ?{(&-?ﬁ) Previows Vrsions Obaniet Buer 1D WEEV Yy

!three mombs,
F281 | Compieted 10/15/13
Facility £ 100424 1 contimumion shae Page s at 15
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‘ sfored there. in addition, ohservation during tha

. initial four revealad the “cean up station” door i
| was notiatchedandm(z}chemim‘swas stored |
| i this room. X

‘ The findings include:

 various materials coukd pose a poteriaf hazard to
‘ residents; therefore the storage for hazardoys 1
- materials should follow the manufaciurers :
- recommendations for Material Safety Data Sheet ;
({MSDS),

 Review of the facility's Census and Condition

i form revealed of the forty-three (43) residents

: with Dementia, six (6) of them could move
independently about the facility. These residents

. intluded Residents #8, and Unsampied

i Residents D, E, F, G and H.

| Observation, on 08/24/13 at 2:10 PM, during

; initial tour revesied the "clean up station” room

: door on the facifty’s *g* Hall, adiacent to the

. MUSE’s station, was unlocked and acoessible o

* spray) and one (1) container of Sani-wipes (a
| germnicidal dis; t wipe),

! Review of the MSDS for Clorox Clean-up
: revealed, harmiul if swallowed, may iritate eyes, ;
| nose, throat and ungs and may exacerbate :
: conditions of the heart and fungs and seek i
_ medicaf attention if swallowed, Sani-wipes MSDS |

F323 : Maintenance Director and the contents
i of his office were moved 1o another
! building on the premizes on 9/27/13.

t All residents in the facility had the potential
o be affocted by the deficjent practice,

¢ however, no specific residents were

- identified who were affected, and there

| were 10 negative outcomes,

LA hazardous materiats were removed
- from Maintenance Directors office and
! office wag Te-purposed for another use.
. The entire facility was checked for

: additiona] hazardous materials on 9727113
' by Maintenance Director. Noue found.

: A new safety checklist was created to

| include checking of fiscility doors

: required t0 be locked. Beginming 10/]
- Mamtenance Director will check ali

+ doors required 10 be Jocked fist thing in
. AM and last thing in PM,

: Checking of locked areas mciuded in

Mmmms)ﬁmm%ue Everd 1 WrEytt

: QA rounds daily by Mamtenance

: Director,

Compliance monitored by QA committes

| for 90 days and quarterly thereafier.

¥a23 | Completed 10/13/13
Facllty 1 100484 1 contivusstion shem Page 10 of 15
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F 323, Continued From page 10
| revealed 1 consuf & physician i swallowsd,

' Additional observation, 09/24/13 gt 240 PM,

- revealed the maintenance room door to be

. untocked and unoccupied with hazardoys

| chemicals accessible tn the residents. These !
* chemicals included, Defimer, fye (3} botlfes of Re ;
Nu Coil Cleaner, Goof Off, two (2} cans of Smoke .

* Guard Grout Sealer, Mo Flash Elsctro Cantact
: Cleaner, five (5) one (1) quart drain cleanerg,
Band Contact Adhesive » Qztely Purple !
. 3 Henrys Best Floor Tie X
: Adhesive, Desolve Drain in-fine controt, fifieen
| {15) quarts of One Shot Alikali Drain Opener, six :
L €B) tubes of Dry Lube, four (4) loose screw :
» looseners, eight (8) tubes of Acryiic Caulking for
| window angd docr sealer, one (1) can Kitz Spray |
primer/seajer, two (2) galions of Porter paint, one |
: (1) galion of mineraf Spirits, one {1) gafion of
Li icide, and a variety of toolg inctuding two

;Rewarevfewmveamm:;z;ofﬁm five (5) -’
: Fesidents, Resident #8 and Resident #13 could
independertly move about the facility. Further ,
i retord review revested Resident # 8 was
: admitted 1o the facility on 12/10/12 with diagnoses |
| of Bementia, Impaired Thought Process,
: Depressive Disorder and Organic Brain Damage, .

F 223

Rk CIS-SBETI02.9%) Provious, Virsions Obsoiste Evacd ID:WFEV I

Faciily I 100484 If comingation sheel Page 11 of 15
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 Record review revealed Resident #8 had & history ;
 of suicidal ideations. '

; Review of the manufacturer’s Material Safety |
i Data Sheot (MSDS) for Delimer, revedled i i
' caused damage and or burns to the esophagus,
. MUcOus membranes, eyes and skin, Reviewof ‘
i the MSDS for Re-Nu foam coil cleaner, revealed |
lit was an acute immediate heatth hazard, Review -
“of the MSDS for SmokeCheck, revealed it j

= , iratory fract iritations.
| Review of the MSDS for Mule Kick Liquid Caustic i ;
: Drain Oparer, reveated contact withthe gyes |
- Could cause biindness, coniact with the ekin ! :

CROSS-REFERENCED TO THE APPROBRIATE ¢ Dt

ORM CUES- 25877102 99) Previogs Varsions Obigclets: Every I0x wEEV1Y
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F 3231 Continued From page 12 ;
. Caused severe burns and desfroyed tissue, i
| Review of the MSDS for No Flash revealed this -
' product could resuft in acute and chronic foxicity. |
_Review of the MSDS for Oatey Purple !

: ang other heurological effects. Review of the
‘ MSDS for Hefiry 130 Black Thin Spread Floor
Adhesive, revealed this chemical was g
: dep(assant for the centraf

»I product to be hamful § absor, gh
. skin. Review of the MSDS for Kiz Aerosol and

F 323,

TR Cﬁﬁ%ﬁ?{ﬂ?%j Pravious Versions Qbeoinse

Faciity £): 10054

lfmifma!immpage 130f15

T e se—




1174872013 1233

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

HFOGBE PL030/03

PRINTED: 1071072013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT O DEFICIENGIES (X1} mmnemum;ewcm
AND PLAN OF CORRECTION IDENTIFICATION NUMEER:

185314

(X2) MULTIPLE CONSTRUCTION X3 DATE SURVEY
A BUILDING COMPLEYED

¢
B- wing 09/26/2013

NAME OF PROVIDER OR SUPPLIER
PIONEER TRACE NURSING HOME

STREET ADORESS, CITY, STATE, 75 copg
115 PIONEER TRACE
FLEMINGSBURG, KY 41 041

(XA D | SUMMARY STATEMENT Of DEFRICENCES
PREFIX | {EACH DEFICIENCY MUST 25 PRECEDED BY FyLs
TAG REGULATORY OR LSC EENTIEYING NFORMATION)
!

o . PROVIDER'S PLAN OF CORRECTION i {X51
PREFIX ! (EACH CORRECTIVE ACTION SHOLLD BE ¢ COMPLETION
TAG . CROSS-REFERENCED TO THE APPROPIGATE - PATE
; DEFICIENCY) i

F323; Continued From page 13
i Primer revealed this product fo be extremety
. Fammable ang Caused toxin efferts. Review of
- the MSDS for Total Knock Out revealed, this

i Fritation of €yes, skin, respiratory fract,
. unconstiousness and even desth,

 Interview, o 00/24113 ot 210 PM, with Certified

. Nursing Assistant {CNAM reveaiad the door to
the "dean up station room= shouid be locked.

. be hamiful io 4 resident if they got them_

| Interview, on 0g/24/13 at 2:15 PM, with Licensed
_ Practical Nurse {(LPN) #2 revesled she was

' unaware of how fong the "tlean up station room”

i door had not ttching shut, She stated the
1o them.

“Interview, on 0812413 at 2:55 PM, with the
Housekeeping Supervisor reveated Clorax

: Clean-up should not be stored in the “clean-up
' station room” if the door was not Secured, The
; Housekeeping Supervisor stated the produyet

; would be harmful should g rasident ged 1o it

f.smtedhem;as not aware he had 1o have an
; MSDS sheet for all the chemicals stored in the
* facitity.,

| Interview, on 08/25/13 at 305 PM, with the

» Product coutd be comosive to mucus membranes.

| The CNA stated the products stored there would

- chemicats would be hammful shoulq resident get |

F3z2a;

WMM{W&Q)MMM Evest I wisy g
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 Administrator revealed the maintenance door :
- should be locked at all times, She stated, "ves" 4
. wWould be harmiul to the residents, Fthey gotin |
: these rooms. :
j
i !
5 :
.
! ;
ORM CMS-2567102-98) Previous Versions Obsalata Event Drwrevy Faciily ITY: 160484 M corminuation shee page 15615

- —————




