PRINTED: 12/31/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES EQRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
185170 B. WING 12/31/2014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1040 US 127 SOUTH
BRA RE
DFORD SQUARE GENESIS HEALTHCA FRANKFORT, KY 40601
(X43 1D ' SUMMARY STATEMENT OF DEFICIENCIES 10 : PROVIDER'S PLAN OF CORRECTION (%A1
PREEIX (FACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE baTE
: ; DEFICIENCY)
{F 000} CINITIAL COMMENTS : {F {)GO}E

. An offsite revisit was conducted and based on
the acceptable Plan of Correction (PQC), the
facility was deemed to be in compliance as

- alleged on 12/23/14.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
cther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 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 disciosable 14
days following the date these documenis are made availabie to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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7000 ! INITIAL COMMENTS F C’_QO; # “This Plan of Correction is prepared and
: "' submitted as requirad by faw. By submitting
) o Lo i this Plan of Correction, Bradford Sguare does
© An Abbreviated Survey to invesligate : © | not admit thet the defidercy listed on this form
.. KYB0022476 was initiated on 11/18/14 and : % exist, nor does the Center admit to any
“eoncluded on 11/21/14. KYDO022476 was - | statements, findings, facts, or conciusions that
unsubstantiated with refated deficiencies cied. : ! form the basis for the alleged deficiency. The
- 514; 483.75()(1) RES ‘ F 514 | Ceg;er reseri'v?s the rigdht to :hatﬂenge in Eegaf IG'{ a:ﬁhn/
. ; ; [ and/or regulatory or administrative procesdings )
85=0. RECORDS-COMPLETE/ACCURATE/ACCESSIB _ f the deficiency, statements, fass, arid
‘LE . i condlusions that form the basis for the
, o , i | deficiency.”
" The faciity must maintain clinical records on sach {
, Fesident in accordance with accepted professional’ L LPN #1 notified family members of resident
 standards and practices that are complete; #1 and #2 on 11/11/14 on skin assessment and
. accurately documented; readily accessible; and interim room moves at time of occurrence. LPN
% tematically organized. LO# 1 was re-educated to NSG-113 P{:%l;y nursing
Sys ‘ documentation on 11/20/13 by the Director of
; ) —_ : ursk g o ion Is compl
' The climical regor 4 {‘ﬂu&i an@m ;uffic% ant N oNn aﬁngv;?] ; hsure documentation is completed
, information to identify the resident, a record of the ; 2. LPN performed skin assessments on the
- resident's assessmenits; the plan of care and remaining of residents residing on the same unit
, services provided, the results of any ; ort 11/11/14 and ne other residents were
' preadmigsion sereening conducted by the State; identified to be affected. Rounds completed by
. and progress notes. Maintenance Direclor and Environmentai
: Services Director on 11/11/14, no other unit
‘ i affected.
i 3. All licensed nursing staff will be re-edyeated
: ; —40.NSE-113. Policy.on.nursing documentation
: . inftiated on 12/12/14 1o be completad by :
f This REQUIREMENT s not mel as evidenced 12/15/14 by Administrator, Director of Nursing
by ) and Nurse Practice Educator. Past —test will be
I Based on observation, record review and staff . diven to determine competency. Social Services
. interviews, it was determined the faciiity failec o i Director was reeducated on documenting interim
* properly document an incident of expasure to ; | foom r?eves (I}\In 131;{;/24 fwz’th a post test f‘o; ;
B 14, for two (2) of five (5) ! | competency. No additionai rocm moves needed.
 insects on 11711714, for ¢  #09 ;4. Audits to be completed by Administrator,
- sampled residents (Residents #1 and #2). - Director of Nursing Nurse Practice Educator ,
: - Licensed Nurse, Resident Services Direcior
! The findings include: - andfor Sodal Services Directar & ensure
: + documentation policy s followed as evidenced
| Review of the faciilty's policy, "NSG113 - Nursing i by subsequent and/er routine care and
Documentation”. dated 10/01/12, revealed ! procedures to be completed by exception or the
ruirsing staff we;;e o practice good use of checklist, flow charts and/or sther
THLE (X8) GATE
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~communication by documenting concisaly,

: clearly, pertinently, and accurately. Contlintsed

- review revealed narrative charting was fo be used |

. for initial and subsequent treatments or :

! procedures. Further review reveaied nursing
documentation was to be consistent with facility

! polivy and faderal and state reguiations. In

“addition, the purpose of the policy was o ensure

: communication regarding a resident's status and

" to provide an accurate accounting of care and

. monitoring provided {o the resident.

Review of the medical record revaaled Resident
L1 was admitied by the facility on 10/28/14 with
" diagnases which included Dementia, Anxiety,

i Chronle Chstructive Pulmoenary Diseass, and

" Chronit Kidney Disease, Further review of the
resident’s record, including the Nurses Notes,
revegled no documentation regarding the ;
- exposure, physician nofification, family notification :
or the completion of a skin assessment on
" 11/11/14, when an insect was observed in

Resident # 1's bed by staff. ;

. Interview with Licensed Practical Nurse {(LPN) #1,

1 on 11720714 at 2:06 PM, revealed she was caring |
for Resident #1 on 11/11/14, and found an insect ¢

in the resident’s bed. She stated a skin

‘ asgessment was performed on Resident #1 and

. Resident #2 (the roommate), and both residents

' wera showered, re-dressed and transferred to
another rcom while their room was inspected,

| treated and cleaned for insects. LPN #1 further

" siated she nofified the facility Social Worker, the

{ Unit Manager, and the residents’ Physician. In

" zddition, LPN #1 performed skin assessments on

. the remaining residents residing on the same

{unit. Further interview reveaied LPN #1 couid not |

two weeks, three times 2 week for two weeks,
weekly for four wesks, then monthly for six
months. Any concerns will be addressed
immediately and a summary of findings will be
submitted monthiy to the performanca
Improvement commitiee consisting of
Administrator, Director of Nursing, Maintenance
Director, Business Office Manager and Dietary
Chef Supervisor,

| say why she did not document the incident and |
i Bvent 10318411
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; her responsive actions. She stated she knew if
an action was not documented, it was considered |

. ot done.

. Interview with the Unit Manager for the hall where |
- Residents #1 and #2 resided, on 1120714 at 3110 ;
P, revealed she first became aware of the
finsect exposure on the morning of 11/11/14
. during the facility's daily Clinical Management
i meeting. She ackrowledged there was no
documeantation on the medical record for sither
resident related to the incident. She stated she
. did not know why there was no documentation,
| but the room change, noiifications and the
incident itseif should have been documented.

Hnterview with the Resident Services Dirscior, on
1120014 at 3:20 PM, revealed she notified the

: famities of Residents #1 and #2 related to the

! possible insect exposure, but did not document
the phone calls. She stated she was in the

i process of receiving training on the facfity's new
computer system and did not know how to

i document. She further stated she did not know
she shouid have documented the phone calls.

Interview with the Director of Nursing, on 11/20/14 !
" at 5:25 PM, revealed she was was not working
the wesak of the insect exposure, but would

" axpect o see the incident and subseguent
actions documented. She stated the

" documentation could have heen completed on
; baper instead of on the computer.

i

. Interview with the Administrator, on 11/20/14 at

£ 6:05 PM, revealed since the facility “did notfind |
anything”, and the residents were not out of their
_Ircom overnight, documentation was not ___ {

necessary.

e
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