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..-F 000 | INITIAL COMMENMTS F 000
. .| A Recertification Survey and an Abbreviated
Survey investigating ARO Y 000143684 was
conducted 02/10/10 through 02/12/10, and a Life
‘Safety Code Survey was conducted 02/11/40.
Deficiencies were cited with the highest Scope
and Severity of a "D". ARO KY 00014364 was
stibstantiatad.
F 203 483.12(a)(4)-(8) NOTICE REQUIREMENTS F 203 F203
858=p | BEFORE TRANSFER/DISCHARGE .
Immediate Corrective Action:
Before a'facility transfers or discharges a nemo was posted by
resident, the facility must notify the resident and, Administration on 02/15/10 for
if known, a famlly member or legal representative review by charge staff
cf the resldent of the transfer or discharge and (RN/LPN)regarding discharge
the reasons for the move In writing and In a procedures. The discharge
language and manner they understand; record procedure was reviewed by the
:heI urgasjo:lg In thtga remdtal?t 5 clgucal l;ecg:d, and Asst. Adm, with the charge staff
saragraph (a)(8) of thie esction. - - (RN/LPN)at the mandatory meetfng
paragrapn (a) ' on 03/03/10. Al) RN/LPN staff
Except when specified in paragraph (a)(5)(ii) of signed memo to reflect
this section, the notice of ransfer or discharge understanding (see addendum).
required under paragraph (a){4) of this section Other Residents Potentially
must be made by the facility at least 30 days Affected: All residents have the
hefors the resident Is transferred or discharged. potential for negative affects whqp
procedures are not maintained to
Notice may be made as soon as practicable assure residents right for an ordetfy
before tranafer or discharge whén the health of discharge process. The S.S.
individusls in the facility would bs endange.red Director will assure a smooth
under (a){2)(lv} of this section; the resident's process by making referrals,
heaith Improves sufficlently to allow & more coordinating and locating outsidd
immediate transfer or discharge, undsr paragraph services. and idin
, . h » and providing support
- | (@}(2){1}) of this section; an immediate transfer or and-asaistance to the family as
discharge Is required by the resident's urgent ceded on a case by case basis
medical needs, under paragraph (a)(2)(il) of this 1 '
section; or a resident has not resided in the
facility for 30 days.
(ABORATORY DIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE TITLE ‘ (xeDATE
S lbeon, P stlica st Aot i o | 06/00/0)
Any deflciency statsment ending with an asterisk (%) denotes a deficilency which the Institution may be excused from comeoting providing it is determined that -
other safaguards provide sufficlant protection to the patients. (See instrustions.) Except for nursing homes, the findinga stated above ap dlsclosable 90 days
foliowing the data of survey whether or not e plan of eorrection Is provided. For nursing homes, the above findings and plans of corractien are disciosable 14
days fotlowing the date these documents are made avallable 1o the facility. H deficlencles are citad, an approved plan of correction is rgpuisite to continued
pragram pasticipation. .
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F 203 Continued Fror_n page 1 o F 203 E ic Changes: Memorastinm
The writlen notice specified in paragraph (a)(4) of was added to facility policy an
this sectlon must Include the reason for transfer fure manual as well as
or discharge; the effective date of transfar or proct o id
discharge; the Jocation to which the resident is AUrsing commumication guide.
ransferred or discharged; a statement that the A determination for d'.s"h“gj’Dﬁn
resldent has the right {o appeal the action to the be made only by Asst. Adm. /HON
State, the name, address and telsphons number as reflected per memo (see
of the State long term care ombudsman; for adderdum). If a discharge _
rursing facility residents with developmental determination is made a letter ‘flﬂ
disabifities, the mailing address and telsphone be posted by the Asst. Adm.
number of the agency responsible for the (30)days prior to the discharge
protection and advocacy of developmentaliy . (imless otherwise warranted dug to
disabled individuals establh:s.hed under Part C of ' urgent medical needs) exp]ajnjﬂgto
the Developmental Disabilities Assistance and Bill the family/legal rep. the reason|for l
of Rights Act, and for nursing facliity residents the discharge determination. .
who are mentally ifl, the mailing address and Monitoring: Will be maintained|by
telephone number of the agency responsible for the Administrative team and webkly
the protaction and advocacy of mentally 1) review of facility cvents and
Individuals established unde_r the Protection and resident changes. Weekly m g
Advocacy for Mentally Ill Individuals Apt. minutes (see addendum) will
maintained to reflect monitorin
This REQUIREMENT s not met as evidenced compliance and will be included in
by: the QA record.
Based en interview and record review it was Completion Date: 03/04/10
determined the facility failed tg ensure the
resident or responsible party was notified in N74
writing of the discharge for one (1) of tan (10)
‘| sampled residents (Resident #10),
The findings include: T
Review of Resldent #10's medical record
revealsd an admission date of 11/18/08, and
diagnoses which included Progressive Dementia,
and Parkinson's symptoms.
Review of the Admission Minimum Data Set
(MDS) deted 12/02/08, revealed the facility-
assessed Resident #10 as having both short and
long term memory deficits and as being severely
impaired with cognltive skills for daily
FORM CMS-2567(02-90) Previous Varsions Obsolete Event ID: 78YZ 11 Fadliity 1D: 100115 if continialion sheet Page 2 of 28
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F 203

-at 3:40 AM, and the resident's son was notified at

-| telephone and informed them they "would need to

Continued From page 2

dacision-making.

Review of the Resident Assessment Prolocol
Summary (RAPS) dated 12/02/09, revealed the
resident triggered for mood and behaviors,
related to resistant and defensive responses to
care,

Review of the Nurse's Notes revealed the
resident experienced aggressive behaviors
towards staff at times, Review of the Nurses'
Noles, dated 01/02/10, timed 2:30 AM revealed
Residen! #10 awakenad and walked to the nurses
station, Af 3:00 AM the nurse noted the resident
began pacing and yelilhg incoherently. The nurse
docurmented at 3:05 AM Resident #10 tore a
Cortified Nursing Agsistants (CNA) name badge
off. The nurse noted she tefephoned the |
Advanced Registered Nurse Practitioner (ARNP)
who gava orders to transfer the resident to the
Emergency Room (ER) and an ambulance was
called. :

Continued review of the Nurses' notes dated
01/02/10, revealed the resident "tore off the
countertop” to the nurses station at 3:30 AM. The
Assistant Administrator was nctified by the nurse

3:55 AM. Rasident #10 was transported fo the
ER-by ambulance at 4:30 AM. The nurse
documented at 5:10 AM the Assistant
Administrator wanted the nurse t6 call the
resident's family and tell them the facility
requested Resicdent #10 be transferred to another
facility as his/her needs could not be mel. Further
review revealed the nurse contacted the family by

find a psychiatric hospita¥unit In order to
adequately treat” the resident's condition.

Further raview of the record reveated no
documented evidence the resident or responsible
party was notified In writing to include the

F 203
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- mistraating résidents by a court of law; or have

Continued From page 3

regulatory requirements that the resident was
discharged from the facility.

Interview on 02/12/10, at 7:10 PM with Reglstered
Nurse (RN) #2 ravealed the Assistant
Administrator had informed her Restdent #10
could not come back to the facility. She stated
that's what she told the family when she talked
with them on 01/02/10. .

Interview on 02/12/10, at 6:35 PM with the
Assistant Administrator revealed she had not
informed RN #2 to tell Resident #10's famiiy thal.
She stated the facility never discharged the
resident, just sent him to the hospital. The
Assistant Administrator stated she just wanted to
have a plan in place in case the hospltal decided
1o discharge the resident. She stated she
understood the family decided not to bring the
resident back. In addition, she stated she was
not told a |atter to discharge the resident was
wartanted.

483.13(c)(1)(ii)- (i), (c)(2) - (4)
INVESTIGATE/REPORT
ALLEGATIONSANDIVIDUALS

The facility must not employ Individuals who have
been found guilty of abusing, neglecling, or

had a finding entered into the State nurse alde.
raglstry concerning abuse, negldet, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employes, which would
indicate unfitness for service as a nurse aide or
olher facility etaff-to the State nurse gida registry
or licensing authorities,

The facility must ensure that all alteged violations
Invoiving mistreatment, neglect, or.abuse,
Including Injuries of unknown source and

F 203

F 225

other reparts of missing property.

F225

Emmediate Corrective Action;
The S.S. Director notified the
responsible party for resident #3
on 02/12/19. Responsible mﬂvas-
not awaré of missing item. F:
member was informed that if
facility could not locate came Jt
would be replaced for resident #.
The facility purchased a new
camera for resident #5 On 02/26/110.
Other Residents Potentially
Affected: All residents have the
potential to be affected when
investigation of potential
misappropriation of resident
property is not promptly
mplemwentsd, and reported to other
officials in accordance with -
law. Resident group meeting
held on 03/11/10 and there werqno
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F 225 | Continued From page 4 _ : F 225 oo tematic Chianpes: I
misappropriation of resident property are reported Administration implemented a
Immediately to the administrator of the facility and missing item form (see addendum)
to other officlals In accordance with State lew to be completed by the 8.8
through estabiished procedures (Inoluding to the Dirociar ’II)'his foni’] will be.
State survey and certlﬂcafdon agency). completed for any missing item as
The facllity must have avidence that al! alleged reported by the resident. This form
violations are thoroughly investigated, and must allows 48hr to locate the item .
prevent further potentlal abuse whila the Reporting to state agencies is
investigation is in progress. required if not located in (2) days
' ) time. The investigation will be
The results of all Investigations must be reportet completed by the S.S. Director and
to the administrator: or his designated findings submitted (within S
representative and to other officials in accordance working days) to state agencies.
with State law (including to the State survey and Moritoring: Will be maintained by
certification egency) within 5 working days of the weekly team meetings of
Incident, and if the alteged violation is verified QL
appropriats corrective action must be taken administrative staff (see
Rprop e aken. addendum). Review of any missing
items report will be done by the
team to assure compliance with
: investigative and reporting
This REQUIREMENT Is not met as evidenced procedures. The findings will be
by: documented per the weekly minutes
Based on Interview and record review it was and maintained for reference with
detarmined the facllity fafled to epsure a thorough the facility QA records.
- | investigation was completed and state agencies Completion Date: 03/04/10
were notified related to misapprqpriation of
property for one (1) of ten (10) samipled residents Ni10
(Resident #5),- o
The findings inciude:
Interview on 02/11/10, &t approximately 10:00
AM, during a group interview, Residant #5
| revealed he/she had a missing digital camera.
Resident #5 stated he/she reported this to the .
Soclal-Services (S5) Director. ‘
Interview on 02/12/10, at 3:35 PM with the SS
Director rovealed Resident #5 had reported the 1
missing digital camera to her approximately three '
FORM CMS-2667(02-95) Pravious Varelons Obsoleto Evant 1D. 79YZ14 Feciity IO 100118 If continugton shesl Fage 5 of 28
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Continued From page 5

(3) weeks earlier. She stated she knew the
resident had the digital camera as she had
replaced the batteries In it before. The 88

.| Director stated she had reported the missing

camera to the Assistant Administrator and
nursing staff. In addition, she statad ahe had not
completed her investigation. She further stated
she had not reported the missing camera to state
agencies.

interview on 02/12/10, at 3:55 PM with the
Assistant Administrator revealed the SS Director
was invesligating Resident #5's migsing digital
camera. She stated it should have been reported
to stede agencies as misappropriation of property.
She further stated {fte investigation should have

.been compieted by this time.

Review of the facliity policy relative to
abuse/naeglect/misappropriation of property
ravealed, "if ebuse s suspaected or confirmed, a
report will be made immediately fo Adult
Protective Services and Licensing and
Ragulatlons”,

483.20(b)(2)(I) COMPREMENSIVE ASSESS
AFTER SIGNIFICANT CHANGE

A facillfy must conduct a comprehensive

+ | asdessment of & redident within 14 days after the

faciiity determines, or should frave determined,
that there has been a significant change in the
resident's physical or mental condition. (For

.| purpose of this saclion, a significant change

means a major decline or imprevement in the

resident's status that will not normally resofve
+ | Itself without further intervention by staff or by

implementing standand dissase-related clinical
interventions, that has an impact on more than
one area of the resident’s health status, and
requires interdisciplinary raview or ravigion of the
care plan, or both.}

F 225

F274) F274

Immediate Corrective Action: All
resident assessments and care plai:s
were reviewed for accuracy.
Accurate coding was reviewed by
the MDS computer program by the
DON and QA Director 02/15/10
thm 02/26/10. There was no wayﬂ;
correct the timing of the assessmefit
for resident #3 but the current
assessment properly reflects
residents status .
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- F 274 Continued From page 6 F 274| Other Residents Potentiatly ~— |
' Affected: All residents are affected
when staff do not act promptly to
This REQUIREMENT is not met as evidenced assess a decline or improvement in
by: health status. The facility must
Based on observation, interview, and record assure a significant change
review, it was determined the facility failed to assessment is done when a major
ansure & Significant Change Minimum Data Set improvement or decline occurs. Alj
(MDS)Assessment was completed for one (1) of “resident assessments are currently
ten (10)sampled residents (Residant #3), accurate as assessed per review of
Resldent #3 sustalned a Hip Fracture and had a - DON and QA Director as
decline in physicat functioning related to range of previously noted
motion, transfers, ambulation and eating; Systematic Changes: Review of
however, there was no evidence a Significant significant chan assessment
Change MDS was completed within fourteen days . Be
(14) following determination that a significant requirements was completed by
change had occurred. DON and QA Director with input |
of Asst Adm, on 02/22/10. A plan
The findings Include: was implemented for weekly
. meetings for review of 24hr shift
Review of the Quarterly Minimum Data Set (MDS) report from previous weck by the
Assessment dated 02/23/09 revealed the facility Adm. team . This reports reflects alf|
assessed Resident #3 as being atle to transfer resident changes and daily review
independently, requiring limited assistance of ons of facility events per shift, This
staff member for ambulation, and having no review will occur weekly by the
limitations with range of motion. Further review of DON, Asst. Adm., S.S./Act, F.S.S.
the MDS revealed the facility assessed the , and the QA Director. This will
reaas::gent as requiring limited assistance with assure input of all departments
9 7 \ related to resident status/changes,
co . Monitoring: Will be maintained b
Review of the Annual MDS Assessment dated SCOMOTNE: A
06/21/08 revealed the facllity assessed the weekly meetings by the Adm. staff
resident as requiring total dependence on staff for Minutes from meetings (see
transfers, and as ambuiation not accurring. addendum) will be retained 25 a
Further review of the MDS ravealed the facility quality assurance tool and
"| assessed the resident as having limitations and maintained with the QA records.
partial loss of range of motion in both legs, ¥ Completion Date: 03/04/10
limitations and partial loss of range of motion in
one foot, and as requiring total dependence on - N182
staff for eating, - :
FORM CMS-2887(02-89) Pravious Varslons Obsolste Event D 7SYZ1 Facility iD: 100116 |f continuglion sheet Page 7 of 28
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Review of the Resident Assessment Protocol .
Summary (RAPS) dated 05/24/09 ravealed
Resident #3 was no longer ambulatory and
behavicrs caused safety concerns. The RAPS
further stated the regident could no longer sitin a
straight back chalr or a wheelchair and used a
Gerl-chair for posiliening. Further review of the
RAPS revealed the residant was no longer able to
fesd seff.

Review of the Hospital Discharge Summary dated .
04/13/09 revealed tha resldent fell and sustained
| a Hip Fracture. The resident was admitted to the

hospltal on 04/02/09 and underwent an Open
Reduction and Internal Fixation {(ORIF) on
04/03/08.

Interview on 02/12/10 at 4:00 PM with the MDS
Coordinatar/lLicensad Practical Nurse (LPN) #2
revealed Resident #3 sustained a falt on 04/01/10
and was admitted to the hospital on 04/02/09
related to a hip fracture. She-further stated she
completed the MDS with the assistance of the
Director of Nursing (DON), the Activities Dirsctor,
and the Dietary Manager. Continyed interview
revealetd Resident#3 should-have had a
Significant Change MDS completed after
sustaining the hip fracture and declihing in areas
' including transfers, ambulation, rangé of motion,

- | and.eating. She stated, aithough the Annual
MDS was complated 05/21/08, the Signlificant
Chenge Assessment should have been
completed prlor to that date, when it was
determined by the facltity the resldent was -
showing no Improvement in these areas, ’
F 279 | 463.20(d), 483.20(k)(1) DEVELOP . F 279
858=0p | COMPREHENSIVE CARE PLANS ‘
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© - [ Afacliity must use the resuits of the assessment 3 g
to develop, review and revise the resident's I . Immediate Corvective action:
| The facil l , plan of residen®##10. A review of{all
e facliity must develop 8 comprehensive care resident care plans was completgd
plan for each resident that includes measurable ;
. : by the DON and QA Director
objectives and timetables to meet a rasident's 02/15/10 thru 02/26/10 to assurdall
madical, nursing, and mental and psychosccial . i d )
needs that are identifled In the compranhensive earies were complete an
assessmant, accurately developed based on tjje
comprehensive assessment.
The cara plan must describe the services that are er Residents Pot
to be furnished to attain or maintain the resident's Affected: All residents have the
-highest practicable physical, mental, and potential to be affected when
psychosocial well-being as raquired. under systems are not maintained to
|| §483.25; and any services that would otherwise assure that the care plans descri
be required under §483.25 but are not provided the services to be furnished to
due to the resident's exercise of rights under attain/maintain the highest
§483.10, including the right to refuse treatment practicable physical, mental an
under §483.10(0}(4). psychological well being.
Systemic Changes: A system
review of all resident care plans
IS.}S REQUIREMENT is not mst as evidenced will be completed by the DON ¢
Based on intervjew and record raview It was addendum). Corrections will be
determined the facility failed ensure the . made at the time of review by
| development of a Comprehensive Plan of Care DON or designee(LPN). The
for one (1) of ten (10) sampled residents review will co-inside with the MDS
{Resldent #10), related to the ug ‘'of psychotropic schedule to assure that all entri
meadications. are accurate and timely. Review
The findings include: and training of care plan
Review of Restdent #10's medical record development process was given E)
revealed diagnoses which included Anxiety, the LPN responsible on 02/26/1
Depression, and Dementia. Review of the by the DON.
| Admission Minimum Data Set (MDS) dated v
12102109, revaalad the facllity assessed Residant
#10 as having both short and long ferm memory
deficlis and severely iImpalred cognitive skiils for 7
dally decislon-making.
FORM OMS-2507(02-99} Previous Varaions Obgolsle Evert'10: 78YZ11 Facllity 1D: 100115 If continygtion sheet Page 8 of 26
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Review of the Resident Assessment Protocol Mogitoring: Will be maintained
Summary (RAPS) dated 12/02/08, revealed the the Quality Assurance team.
resident triggered for Psychotropic Drug Use. _ Reports/reviews will be submitied
Review of the Psychotropic Drug Use RAP . | for oversight and input per the QA
revealed Resident #10 had routine use of ) disciplines at the monthly meetir{is.
Seroquel (an antipsychotic) and PRN (as . Completion Date; 03/04/10
necessary) use of Xanax (an sntianxiety). e
Further review of the RAP revealed "proceed to - N189
CP (care plan) #7". . _ '
Reviaw of the Comprehensive Care Pian dated
12/02/09, revéaled no documented évidence of a
care plan (#7) to address the resident's use of
psychotropic drugs.
interview on 02/12/10, at 4:30 PM with Licensed
Practical Nurse (LPN) #2 revealed she compieted
the RAPS and care plans. She stated she
"rapped" Resident #10's use of psychotropic drug
use with the intention of devsloping a care plan.
The LPN stated there should have beena
psychotropic drug use care plan developed, F280
however it was an oversight on her part. :
F 280 | 483.20(d)(3}, 483.10{k)(2} RIGHT TC F280)  Immediate Corrective Action:
£8=D | PARTICIPATE PLANNING CAI\RE-REVfSE cp : Revision for care plans of resideljt
i - . . #1 and #3 were entered by the
The resident has the right, unless adjudged
incompetent or otherwise found to be LPN/MDS nurse on 02/12/10.
incapasitated under the laws of the State, to Restorative approach was added pn
participate in planning care and treatment or resident #1, and the use of an
changas in care and treatment, for resident #3 was removed.
Other Residents Potentially
A comprehensive care plan must be developed Affected: All residents are affectid

" ; within 7 cays sfter the complation of the when efforts are not consistent td

comprehensive assessmant; prepared by an assure timely review and revision|
Interdisciplinary taam, that includes the attending of the care plan. A review of all
physician, a registered nurse with responsibllity " residents care plans was completfd
for the resident, and other appropriate staff in on 02/15/10 thru 02/26/10 by the
disciplines as determined by the resident's needs, | DON and QA Director to assurel
and, !o the extent practicable, the participation of revision needs were assessed.

- FORM CMS-2667(02-99) Previous Verelons Obeolate Event 1D: 78YZ11 Fatliity 1D 100118 It continugtion sheet Page 10 of 28°
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the resident, the resident's family or the resident's
lagal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility fatied to
ansure the Comprehensive Plan of Care was
revised for twa (2) of ten (10) sampled residents
(Resldents #1, and #3).

The findings Include:

1. Review of Resident #1's medical record
revealed diagnoses including Cerebral Vascular
Disease (CVA) with Right Side Hemiparesis.
Reviaw of the Quarterly Minimum Data Set (MDS)
Assessment dated 12/29/09 reveated the facility
assessed the resident as having both shortand
long term memory loss, raquired sxtensive |
aselstance with transfers and ambulation. The |
facllity also assessed the resident as having
limitations in range of motion (ROM) of the arm,
hand and foot and as receiving ‘Réstoralive
Nursing Program services for acdtivé and passive
range of motion, and for walking.

Review of the Resident Assessment Protocol
Summary (RAPS) dated 08/28/09 revealed the
residerit retained full use of the left side and
attempted to do self care.

Review of the Nursing Restorativa Plan and Flow
Record dated 02/10 revealsd the resident

meeting/training session was he
on 03/03/10 for all charge staff
(RN/LPN). A protocol for wee
review of all care plans (see
addendum) was presentéd by the
QA Director. Instruction/trainin,
was given to all RN/LPN staﬂ’bfﬂ
the QA Director. All RN/LPN
charge staff are required to do a
complete assessment on all
residents weekly. This is
accnmpllshed by a schedule whid
is rotated on a weekly cycle (see
addendum). Staff were instructe
note changes on the update form
posted with every resident caré p
{(sec addendum). Staff should
always be aware of resident
changes per shift report and 24hr
log which can be referenced for
review at any time. This protocol
will be added to the nursing
commumication guide for referen
and orientation of (RN/LPN) ne
hires and agency staff,
Monitorinp: Will be maintained
the DON (see zddendum) and the
QA director who is also the mai
charge nurse. Use of the 24hr log
will assist in assuring staff
awareness of resident status

changes. Report of review findingy
- will be submitted by the DON at

monthly QA tearmn meetings.
Completion Date: 03/04/10
N192

ik
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F 280

| appearance will reflect needs ware met, and
‘| several interventions listed. Howaver, there was

Restoretive Nursing Program.

- | she completad the MDSs with the assistance of

Continued From page 11

received ambulation with a walker and active and
passive ROM due to the diagnosis of CVA and an
unstaady gait. The Flow Record was
documented as the resident receiving restorative
nurstng 02/05/10 through 021010,

Reviaw of the Comprehensiva Pian of Care daled
42/26/09 revealed the rasident's Activities of Daily
Living self performance was limited due the
partial logs of the right side. The goals included;

comfort would ba-mainfained. There were

ne goal or interventions listed related to the

Interview on 02/12/10 at 11:40 AM with Certifiad
Nursing Assistant (CNA) #4, who was assigned to
the resident, revealed the CNAs on the floor
provided the restorative nursing. She further
stated, the res!dent received ROM and
ambulation during the day shift and was also
ambulated to the bathroom,

Interview on 02/1 2/10 at 4:00 P with Licensed
Practical Nurse {LPN ) #2/MDS$ Nurse, revealed

the RON, Activities Director, and Dietary -
Manager. She further stated, all nurses were
responsible for revising the Plans of Care and the
Updates weré completed on the Care Plan
Update Form. LPN #2 indicated she checked the
Care Plans quarterly and as she became awere
of changes needed, She stafed, the the Plan of
Care should have been revised o Include the
Restorativa Nursing Program for Resident #1.

2. .Review of Resident #3's medical record °
revealed diagnoses which included Alzheimer's

F 280
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Dementia and a History of a Left Hip Fraciure.
Review of the Minimum Data Set (MDS})
Asssssment dated 11/17/09 revealed the facility
assessed the resident as having severe
Impairment in cognitive skills for daily decision
making. The MDS reveaied the faciiity assessed
the resident bo require extensive assistance with
all Activitles of Daily Living.

Review of the Resldent Assessment Protocol
Summary (RAPS) dated 05/21/09 revealed the
resident was no longer ambulatory and was
unable to sit in a wheelchair or stralght back chair
due to the resident sliding hips off the front of the
chalr in & purposeful manner, The RAPS further

| stated a Geri-chair was used for positioning.

Review of the Plan of Care dated 11/17/09
revealed the resident was at risk for falls related
to the lack of safaty awareness. There were
several interventions listed including a pressure
alarm to monitor movement.

Observation of the resident on 02/11/10 at 9:00

« | AM revealsd the resident wes irf the bed and a

gkin assessment was completed by Licensed

'| Practical Nurse (LPN) #2. No pressure alarm
was obsarved on the bed. : '

Interview on 02/12/10 at 4:00 PM vwith LPN #2/ - F309
MDS Nurse revealed the resident no fonger used
the atarm in the bed and the Plan of Care should Immediate Corrective Action: A
. have been ravised. mandatory meeting/training sessjon
F'309 | 483.25 PROVIDE CARE/SERVICES FOR -F 309 was schedided and held on
88=D | HIGHEST WELL BEING »  03/03/10 for all charge staff

{(RN/LPN). The QA Director nnn
or

Each resident must recelve and.the facility must the Asst. Adm. reviewed the fail
provide the necessary care and services to attain " . documentation and staff actions
or maintaln the highest practicable physical, ' resident #3

FORM CMS-2567(02-88) Previous Varslons Qbsolots Event ID: 76YZ11 Facliity 10: 100115 If continuaton sheel Page 13 of 28
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mental, and psychosocial well-being, in Other Residents Potentially ||
accordance with the comprehensive assessment affected: All residents have the

The findings include;

| diagnoses which Included Alzheimer's Dementia,

. wers noted. Range of Motion (ROM)was

-| 8:30 AM revealed the resident had been -

and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed to provide the
necassary care and services to attain or maintain
the highest practicabls physical well being for one
(1) of ten (10) sampled residents {Resident #3).

Review of Resident #3's medical record revesaled
and a History of a Left Hip Fracture.

Review of the Nurse's Notes dated 03/14/09 al
8:30 AM revealed Registerad Nurss (RN #1) was
called ta the dining room by a Certifisd Nursing
Assistant (CNA). The Note stated the resident
was lying in the floor In the supine (face up)
position and the dining room chair was tipped
cver beside the resident. The Note further stated
the resident was checked for Injurles and none

performed to the upper and lowsr exiremilies
without discomfort.

Review of the Incident Report dated 03/14/09 at

ambulating in the hallway, and a few minuies later
was found lying on the dining room floor. The
dining room chair was tipped over on the fioor
near the resident. Theé Report indicated the
Nurse Practitioher and the family were notified.

- Toview process to ideatify residg
who are fall risk was implementgd

- addendumn) as with a un-witnesse]

. hires and agency staff,

potential for a negative outcomsq
when the facility does not assure
care and services for the high
practicable physical, mental, an.
psychological well being. A ro

on 03/03/10. A designated LPN
staff member was assigned to
complete these assessments (see

addendum) and efforts are on gamg

at the time of this report.

Systematic Changes: A revision
titled “Fall Risk Assessment and
Documentation Protocol” was
presented to RN/LPN staff at the

mandatory meeting/training sessipn

on 03/03/10 by the QA Director.
The requirements mandate vital
signs every shift for 24hrs after a
fall, a complete body audit and
fanctional assessment by all staff
well as neuro checks if a blow to
the head is suspected (see

C
s

fall . The fail risk assessment and
documentation instruction was
given to all RN/LPN staff by the
QA Director on 03/03/10. All

requirements were posted in the
nursing communication goide for
reference and orientation of new

d
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-| Indication of neurological checks obtained,

The next antry in the Nurse's Notes dated

{ 04/02/08 at 8:00 AM revealed staff reporied the

There was no Indlcation of vital signs obtained
after the fall on either the Nurses' Note or the
incident Report, In addition, there was no

although there was no documented evidence the
fall was witnessad as to whether the resident hit
his/her head.

Further review of the Nurses' Notes revealed
there was no avidence of vital signs or
neurological checks abtained during the
seventy-two hour fellow up charting.

Also, review of the Nurses' Notes dated 04/01/09,
3-11 ghifl (no time noted), revealsd " Resident
fell In hallway, Was walking real fast and fell. No
injury noted at the fime of fall. Refused to let vital
signs be taken". The Note further stated the
spousse and Physician wene notified.

Review of the Incident Report dated 84/01/02 at
5:55 PM revealed the resident fell in the hallway
while trying to walk too fast. The Report further
stated the resident refused vitdl signs'to be taken.

04/02/09 at 1:00 AM, stated "Resident In bed
quietly resting. No compiaints of pain or
digcomfort volced related to pravious fall. No
injury noted”. The Note further stated the
Pressure Alarm was In use and activated and
there were no signs and symptoms of distress.
"Will continue to menitor

The néxt entty in the Nurses' Notes dated

._and documentation issues to the
- DON. Compliance review will be

addendum), and documentation i}

the nursing notes. This review
process was assigned to an LPN
charge nurse per weekly review
form (see addendum). The LPN
will immediately report concerns

maintained weekly by the
Administrative team meetings.

Documentation of meeting minutés

will be retained for QA records,
Completion Date: 03/04/10

N199

AOSE MANOR HEALTH CARE
LEXINGTON, KY 40516
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F 309 i ’ —— 1y s -
Continued From page 14 ' F 309 Monitoring: Will include review|of
Thte secti?r; :Lfthe Report labeled vital signs was Incident/Accident Reports,
not compieted. Resident Fall Tracking log ( sec
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-documented avidence of a thorough assessment

" ' | addition, there was no-evidence of a thorough

004/01/09 at 5:66 PM, there was no evidence the

Continued From page 15

resident complained of pain while elevaling the
bed to feed the resident breakfast. The Note
further revealed the pain was in the resident's
right leg related to a recent fall, and the Mahile
x-ray was notifted per.Physiclan's Orders.

The next entry in the Nurses' Notes dated
04/02/10 at 1:45 PM revealed the resulls of the
x-ray indicated an Acute Left Femur Fracture and
Physiclan's Orders were recaived to transfer the
resldent to the hospitaf,

Review of the Hospital Discharge Summary dated !
04/13/09 revesled the resident fell at the facility
and sustained a Hip Fracture, The Summary
further revealed the resident underwent an Qpen
Reduction Internal Fixation (ORIF) on 04/03/09.

Review of the Nurses' Notes on 04/01/09 at 5:55
PM at the time of the fall, revealed there was no

after the fall to include neuroieglcat checks, gkin
assesement, range of motion, pain assessment
or a description of how the resldent was found to
be silting or lying at the time of the fall on either
the Nurses' Notes or the Incideht Repont. In

assessment with the follow updocumentation in
the Nurses' Notes for the 04/02/099:00 AM entry,
and 04/02/08 9:00 AM entry.

Although the regident sustained a fall on
resident received a thorough nursing
assessment. On 04/02/09 at 1:10 PM a portable
x-ray revealed an Acute Femur Fracture,

Inter*;iaw on 02/12/10 at 2:30 PM with the Director

of Nursing (DON) revealed a nursing assessment

F 309
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| the regidant hit hisfher head. The DON indicatad

Continued From page 16

after a fall did not necessarily need to include vital
signs; however, the vital signs could ba an
assessment used to assess the resident for
dizziness. She further stated the initial
assessment after the resident's fall on 03/14/09
shouliti’have included neurolcgical checks since
there was no evidence of a witness as to whether
the resident hit his/ harhead.

In addition, the DON stated the initial assessment
and documentation each shift for the seventy-two
(72) hour foltow up for the 04/01/09 fall should
have included an assessment of the resident's
range of motion, pain, and skin. Algo, she sfated
the nurse should have described the position in
which the resident was found at the time of the
fall on 04/031/08. Continued interview, revealed
neurclogical checks should havs been completed
sinca there was no evidence staff were aware if

the Nurses' Notes were not reviewed on a regular
basis, and she was unawars of the incomplete
assessment, monitoring, and docurmentation after
this resident's fall. '

Review of the facility Fall Protoco! revealed "the
rasident must be assessed by the Charge Nurse
(per full body audit) to determine if an injury was
present. A detailad description of all identifled -
injuries must be documented by charge staff in
the Nurse's Notes. A 72 hour cbservation period
must be initiated. Staff are then required to
review resident for injuries or change In function
every shift for 72 hours. Documentation of
obsarvation and findings is requirad per Nurse's
Notes", '

483,25(d) NO CATHETER, PREVENT UTI,.

RESTORE BLADDER

F 309

F315|

F315

Immediate Corrective Action;
Resident #3 was assessed by DN
and report of improper catheter
/perineal care was related to the
N.P. with no new orders.
Instruction was given to Nursin

Assistant (see addendum) mgmﬁ*ng
proper catheter and perineal carg{by

the DON and QA Director on
02/17/10.
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resident who enters

catheterization was

by:

ansure rasidents re

(Resident #3}.

and a History of Uri

‘Assessment dated

bladder function an
tolieting.

Based on the resident's comprehensive
assessment, the facllity must ensure that a

indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that

who is Incontinent of bladder recelves appropriate
treatmant and services to prevant urinary tract
infactlons and to restore as much normal biadder
function as possible, . .

This REQUIREMENT is not met as evidenced

Based on observation; interview, and record
| review it was determined the facility falled to

and services to prevent Urinary Tract Infections
(UTPs) for cne (1) of ten (10) sampled residents

The findings include:

Review of Resident #3's medical record revealed
diagnoses which included Alzheimer Dementla

Review of the Quarterly Minimum Datla Set (MDS)]

assessed the resident as being-as being
incontinent of bowel; continent of bladder and
having an iqdwe!iing catheter.

Review of the Resident Assessmant Protocol
Summary (RAPS) dated 05/21/09 revealed the
resident was at risk for Urinary Tract Infections
related to Incontinence. The RAPS further stated !
the regident had no perception of bowel and

the facility without an

necessary; and a resident

ceived appropriate treatment

nary Tract Infections (UTls).
11/17109 revealed the facility

d wes unable to comprahend

‘Other Residents Poggntiﬂ Iy
Affected: All residents have thg

potential to be affected when
proper procedures are not foflo
by facility staff to prevent infect
risk Factors. There are currently
other residents with feley cathe
or receiving treatment for UTL,
Systematic Changes: In-servi

care staff (nursing assistants} b
DON. Copies of facility P&P fdr
perineal care and catheter care Were
given to responsible staff (nurse
aides). Instruction for proper

procedure and technique was gi
by the DON at the in-service

training sessions on 02/22/10. Al
schedule was developed to cox:inue

cn

with the training sessions (3) tinfles
annually. Perineal care was addsd
to the orientation check list for
SRNA new hire training. Charg
staff (RN/LPN) were instructed|per
03/03/10 meeting (see addendufn)
to monitor care and technique
observation of direct care stzff ger
rounds regarding perv/cath care gnd
infection control concerns.
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'z'_antibiotics.

Interview with CNA #2 on 02/11/09 at 10:00 AM

meetings, and she may have had in-services on

_|'Review of the facllity Perineal Care Folicy

11711/089, and 12/13/09 and treated with

Obsarvation on 02/11/10 at 9:50 AM of peri-care
performed by Certiflad Nursing Agsistant (CNA)
#2, revealed the CNA used a wet wash cloth with
soap and washed the peri-area from back to frant
and procesded to use the same wash cioth to
cleanse the catheter tubing from vagina toward
the urinary drdinage bag.

revealed perineal care was to be performed from
"front to back” and improper perinesl care
caused cross contamination, especially when an
indwelling Foley catheter was present. She
further stated, she was unable t]o do proper
technigque with this resident because of "the way
the resident's fegs are positiongd".

Further Interview revealed she washed back to
frant of the vaginal area and then procesded to
cleanse the cathetar tubing from the vagina
downwards, She stated there were monthly staff

peri-care with the meetings in the past. Howaver,
she stated she had never been observed by a
nurse at the facility while psrforming peri-care.

Completion Date: 03/04/10

N214

RD§E _MANOFI HEALTH CARE - . LEXINGTON, KY 40516
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PREFIX (EACH DEFICIENCY MUST BE PREGEDED-BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUL) BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROHRIATE DATE
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F 315 N . .
Confinued From page 18 F 315 Mionitoring: Will be rmaintained b
Review of the Comprahensive Plan of Care dated observation of direct care staff pey
11117/09 revealed the resident was at risk for charge staff (RN/LPN) of
UTIs due to incontinence and a Foley Calheter observation of technique per
was requlred related to Urinary Retention. The rounds. Tracking/trending issues
Interventions included peri-care after episodes of will be addressed by review of the
incontinence. monthly llslmg ( s¢e addendnm)
: required from infection control R
Further review of the medical record revealed the monthly. This will be reviewed by
resident was diagnosed with UTIs on 70/28/09, the QA team at monthly meetings.
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revealed " Use one gloved hand to stabilize and
separate the labia, with the other hand wash from -
front to back " . -
F 323 | 483.25(h) FREE OF ACCIDENT F 323
88=0 | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives F323
adequate supervision and assistance devices to . .
prevent accidents. ‘ Immediate Corrective Action:
Meeting was scheduled with
attendance of all charge staff
mandated. Resident #3 was
: assessed in regards to current:
ghis REQUIREMENT Is not met as evidenced status and environmental risk
'3 factors by the QA Director . No
Based on cbservation, interview, and record new mfvmgus were required
review, it was detarmined the facility failed to Other Residents Potentiall '
ensura supervision to prevent accidents for one - .
(1) of ton {10) sampled residents {Resident #3). Segiel. uf;cutﬁj'tﬁem'dmz hat‘l' ¢ thfi‘
Resident #3 sustained a fall on 03/14/09. Thare po ) be affected when efforgs
was no documented evidence the facility are not mamntained to assure that
svaluated the cause of the fall, or the need-for assessment for environmental
further Interventions to prevent subsequent falls. ham“js and assistive devices are
The resident fell again on 04:‘01!09 and sustained implemented.
a Hip Fraciure.
The findings incfude: oM.
Review of Resident #3's medicai record revealed
diagnoses which Included Alzheimer's Dementia,
and a History of a Left Hip Fracture/ Status Post
Open Reduction and Infernet Rotation. Raview of
the Minimum Data Set (MDS) Assessment dated
11/17/08 revaaled the resident was severely
impaired in_cognitive skills and was totally
dependent on staff for all Actrvmes of Daily Living
(ADLs).
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Review of the Nurses' Notes dated 03/14/09 at
8:30 AM revesled Registered Nurse {RN) #1
passed the resident In the hallway and the
resident was ambulating independently without
difficulty. A few minutes later the nurse was
called to the dining room by a Certified Nursing
Assistant (CNA) and the resident was lylng on the
dining room floor in the supine position (face up).
The dining raom chair was tipped over and next
to the resident on the floor and the resident was
unabla to relate how the fall ocofired. The Nofe
further stated the resident was checked for
injuries and yange of motion was .performed to the
upper and lowar axtremities witheut Hlscomfort.
The resident was assistad to the cheir and a
moment iater the resident was walking in the
haliways and ambulating without difficuity.

Review of the incident Report dated 03/14/09 at
8:30 AM reveated the resident had been
ambulating in the hallway and a few minutes iater
was found lying on the floor of the dining room,

with- the dining room chair tipped over on the floor

o -

"N219

ROSE MANOR HEALTH CARE LEXINGTON, KY 40518
(X4) 10’ SUMMARY STATEMENT OP-DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIgGN (x6)
| ereFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIY {EACH CORRECTIVE ACTION SHOUIIP BE COMPLETION
"FAG | * REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROHRIATE DATE
: : : . "DEFICIENCY)
F 323 | Continued From page 20 ‘Fa23
Review of the Resident Assessment Protocol T
Summary (RAPS) dated 05/21/09 revealed ihe Systematic Changes: Revision of]
resldent was no longer ambulatory and bshaviors facility fall protocol was
causad safety concerns, The RAPS further implemented. A risk assessment
sfated the resident could not sit in a wheelchair or process and monitoring system to
siraight back due to the resident siiding hips off assurs complian
. h mpliance by RN/LPN staff’

the chair In a purposeful manner, therefora; a was presented af a training sessioh
Geri-chair was used for positioning. 2

. . on 03/03/10 for charge staff. The
Review of the Plan of Care dated 11/17/09 requirements and documentation
revealed the resident was at risk for falls and guidelines were given to the staff|
injury related to the lack of safsty awareness. by the QA Director at the session
There were several interventions including using A fall risk assessment will be
a Geri-chalr for positioning. completed for all residents and

maintained in accordance with the

MDS schedule as well as on
admission. All requirements were
posted for review by RN/LPN
charge staff in the Nursing
Communication guide. This is used
for reference with new hires and
agency staff (refer to addendum
monitors/changeg).

Monitoting: Will be maimtained by
weekly review of LPN designee
and DON. Reporting of review
process will occur at Adm. Team
meetings weekly. The form will be
used to reflect weckly meeting
minutes and will serve as the QA
record to reflect compliance.
Completion Date: 03/04/10
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Continued From page 21

near the resident. " No injuries noted” . Further
review of the Incident Report revealed a section
labeled, “additional comments andfor steps to
prevent recurrence” which was not-completed.
The Incident Report was signed by the DON,

Reviéw of the Nurses' Notes dated 04/071/09, 3-11
shift (no time noted), revealed the "Resident fall
in hailway. Was walking real fast and fell. No
injury noted at the fime of fall. Refused to let vital
slgns be taken” .

Review of the Incident Report dated 04/01/09 at
5:55 PM revealed the resident fe)l in the hallway
trying to walk too fast, and refused to have vital
signs taken. Furlher review of the incident Report
revealed a seclion labeled, " additional
commants and/or steps {o prevent recurrence”
which was not completed. The Incident Raport
was signed by a Licensed Practical Nurse (LPN).

Further review of the Nurse's Notes dated
04/02/09 at 9:00 AM, revealed staff reported the
resident complained of pain in the right leg related
to a recent fall, Moblle x-ray was called per
Physician's Orders. The next antry In the Nurse's
Notes dated 04/02/10 at 1:45 PM revealed the
resuits of the left hip, left femur x-rays indicated
an Acute Left Femur Fracture and an order was
received from the Physician to {rarisfer the
resident to the hospital for further evaluation and
treatment.

Review of the Hospital Discharge Summary dated
04/13/08 reveeled the resident fell at the facility
and sustained a Hip Fracture. Further review of

the Summary revealed the resident was admitted |

1o the hospital on 04/02/09 and underwent an
ORIF on 04/03/00. -

F 323
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F 323

Tacillty assessed the cause of the fail on 03/14/08

them due to they did not find them useful. Furlher

" ~!|'resident in.the- rredical record to track and trend

 since 08/08. The 03/14/08 and 04/01/08 falls had

Continued FFrom page 22

Continued review of the medical record revealsd
there was no documented evidence ofan
assessment of risk factdrs related to falls prior o
or after the falls on 03/14/10 and Q4/01/09. In
addition, there was no documented evidencs the

to determine [t new interventions needed to be
implemented on the Plan of Care to prevant
further falls. The resldent fell again on 04/01/09
and sustainad a Hip Fracture.

interview on 02/12/10 at 2:30 PM with the DON -
and Licensed Practical Nurse (LPN) #2/Quality
Assurance Nurse reveaied the facility used lo do
fall risk assessments on admission and quarterly
on the residents; however, no longer completed

interview, revealed there was no evidence this
resident received a fall risk assessment.’

Continued interview with the DON and QA Nurse,
revealed they aitempled to interview staff after a
fall to find out the circumstances and try to
evaluate the cause of the fall. Further interview
revealed a Falls Tracking Log was kept on each

each [ndividual residents falls in.order to find the
cause and implement naw interventions to
prevent falls on tha Plan of Care.w '

However, review of Resident #3's Falls Tracking
Log revealed there ware no falls listed on the Log

not been added to the Log; aithough, the resident
had sustained a Fracture with the 04/01/09 fall.
Further inlerview with the DON and QA Nurse
revealed any nurse who documented a fall was
responsivle for compteting the Fall Tracking Log.

F 323
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¥ 323
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S58=D

| measures through the QA process.

'| The facility must ensure that residents receive

Continued From page 23 o

The DON stated, either she or the QA nurse were
responsible to ensure the Fali Tracking Log was
complsted and the Falls Protoco! was followad
after each fall. However, both the DON and the
QA Nurse were unaware the Falls Tracking Log
was not completed and the Falls Protocol was not
followed for this resident.

Further interview with the QA Nurse revealed the
facility looked at 2l falis which occurred within the
maonth for afl residents to evaluate if there was an
increase or decrease In falls; howaver, there was
no indication the residents individuat fails were
evaluated for the need for further safety

Revlew of the facllity Fall Protocel, revealed "
facility staff must ensure thal each resident
recelved adequate supervision and assistance
devices to prevent accidents. Risk factors miust
be Immediately identiflad with appropriate
interventions implemented as events occur. The
Protocol further stated * a Falls Tracking Log
must be implemented or updated with each fall.
This form must be completed front and back and
signed by staff with each occurranca. Rigk
factors and interventiens are to be added to the
resident Plan of Care as identified/ implemented.
Staff must evaluate each evenf'and implement
changes with each event to demonstrate efforts
to assure safaty. "

483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

propar trpatment and care for the following
special services: )
Injactions;

Parenteral and enteral fluids;

F 323

F 328

F328

[mmediate Commective Action; The
nebulizer tubing and mask for
resident #4 was placed in a large
Ziploc storage bag. Medication
mmses were informed to assure
proper storage after each use. THis
was also conveyed through shift
report for required follow up by all
charge staff (RN/LPN).
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Colostomy, ureterdstomy, or ileostomy care; “Other Residents Potentially ~ Il —
+ .
.}mcneof"oma’ ce;re,. Affected: There is potential for :
R':‘: ire:tosuc (:n.ng, undesirable affects to residents who !
E oolp car e'n:aﬁg e, _ receive special services when
Prosthesels. proper treatment and care of
euipment/devices are not assureq
: by the facility staff. There are
This REQUIREMENT is not met as evidenced ' currently no other residents
- | by: receiving nebulizer treatments.
Based on observaﬂon ierview and record Systematic Changes: Policy &
review, it was determined the facllity feiled to Procedure (see addendum) for
ensure proper storage of the nebulizer tubing and storage of mebulizer equipment was
nebulizer mask for one (1) of ten (10) sampled presented to all charge staff per inf
rasidents (Resident #4) service training at the mandatory
: meeting on 03/03/10. Instruction
The findings include: was given to alt (RN/LPN) staff by
, . the QA Director,
Review of Resident #4's medical record revealed Mz:?itoring: “?;1 be maintained per
diagnoses which included Dementia, Chronic .
rounds daily by the DON, and the
| Obstructive Pulmonary Diseass, Hypertension, infection control mirse. Complian
Coronary Artery Disease, and Diabates. will be assired by week mvieij
Review of the Physlcian's orders dated 02/01/10 the administrative team mesting(
through 02/28/10, revealed nebulizer reatments | addendum) and minutes will
were o'dared every six (6) hours become part of the QA record.
. Completion Date: 03/04/10
Obsarvetion on 02/10/10 at 4.10 PM revealed,
. | Resident #4's nebullzer tubing-and mask werae not N228
bagged and lying on the resident's nightstand. .
|-Observations on 02/11/10 at 8:15 AM through
02/12/10 at 8:15 AM, revealed Resident #4's
nebulizer tubing and mask remained un-bagged -
oh the nighlstand.
Inerview on 02/12/10 at 8:25 AM, with Licensed 8
Practical Nurse #3 (LPN}, revealed the
facility's policy was to wash, dry and store

Lo

nebutizer tubing and mask in a plastic bag after
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NTED: 02/24/2010
FORM APPROVED
B NO. 0938-0391

STATEMENT OF DEF!CIENCIES (X1} PROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONSTRUCTION {XH) DATE SBURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
- . A. BUILDING
N C
| 185322 B. WING : . 02/12/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE |
: 4087 NORTH CLEVELAND ROAD
ROSE MANOR HEALTH CARE LEXINGTON, KY 40616
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECY| (8
PREFIX {EACH DEFICIENCY MUST 8E PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOU%BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} “TTAG Tl T CROSS-REFERENGED TO THE APPROPRIATE DATE
: . DEFICIENCY)
F 328 | Continued From page 25 Fa28| . -
- | each use. Faa ’
F 441 483,86 INFECTION CONTROL, PREVENT Faqy| T4l
=D | SPREAD, LINENS
§5=0 : Immediate Corrective Action:
The facility must establish and maintain an Instruction for proper performanct
Infection Control Program designed to provide a and technique was given to
safe; sanitary and comfortable environment and SRNA##2 by the Don and the QA
to help prevent the development and transmission Director regarding infection contrpl
of disease and infection. and relation to catheter care on
: 02/17/10 (see addendum). Other
(@) Infection Control Program Residents Potentially Affected: Al
The facility must establish an Infection Control regidents are at rigk for adverse
Pragram under which it - _ effects when proper procedures far
(1) Investigates, controls, and prevents infactions infection control are not
'}g;rgegggﬁy%at procedures, such as isolation, maintained. There are no resident;
should be applied.to an individual resident; and B‘“ﬁiﬂy O e for |
. {{3) Maintains a record of incidents and corractive dore b TL"“;)()"N“ 0;7] 0 /;‘3" wis
actions refated to Infections. ong by the on :
Systematic Changes:
(b) Preventing Spread of Infsction Training/instruction for proper
(1) When the Infection Control Program catheter care began at mandatory
determinas that.a resident neads isolation to in-service given by the DON on
prevent the spread of infection, the facility must 02/22/10. Instruction and
Isotate the resident. observation requirements were
(2) The facllity must prohibit employees with a given to RN/LPN staff on 03/03/1
communicable disease or infected skin lesions by the QA director ( minutes for
from diract contact with residents or thair focd, if both meetings are included in
?;;e% cc;{ntalct; will tr?nsmlt thetaﬁetea;e  thei addendum). A plan to continue
e facility must require staffto was i review of peri/catheter care
| hands after each direct resident ¢ontact for which pe . :
h hina is indicated ted procedure and technique will
:raor}: s\r;%snaf:g ra: é gc ;ca ed by accep continue for at least (3) sessions
P P e annually as presented by DON.
: (c) Linens Observation and demonstration
Personne! must handle, store, process and " have been added as a requirement
transport iinens so as to prevant the spread of for new hm?s and agency staff per
infection. . |- the orientation check list (see
addendum).
FORM CM8-2567(02-69) Pravious Varsiona Gbsolete Event ID:76YZ11 if continualjon sheet Page 26 of 28
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' . : : - RI El.';f 2/24/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES ' . : . E‘:gRM A%PROVED .

GENTERS FOR MEDICARE & MEDICAID SERVICES ' MB NO. 0938-0391
STATEMENY OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA {(%2) MULTIPLE CONSTRUCTION ) ) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED

. A BULDING .
. . ’ c
B WING :
| 185322 : 02f12/2010
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE
3057 NORTH CLEVELAND ROAD
AOSE MANOR HEALTH CARE
>E.MA : : LEXINGTON, KY 40518
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIDN 5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORREGTWE ACTION suo:.ctﬁ; BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . UTAB .. T CROSS-REFERENGED TO THE APPROBRIATE bare
s DEFIGIENCY)
F 441 | Continued From page 26 _ F 441
' ) ' Monitoring: Will be maintained by
. ) . rounds per charge staff (RN/LP!
;I)';.ls REQUIREMENT is not met as evidenced In-service training recards and
Based on observation, interview, and record m; ::;J:I;;c:;;st willreflct
review, it was determined the facility failed to . PR
! : ty Tracking/trending of infection

maintain an effective Infection Control Program to

help prevent the development and transmission occurrence will be monitored by the

of disease for one (1) of ten {10) sampled monthly infection control listing
residents (Resident #3). (see addendum) submitted for QA
- ' team review at monthly meetings.
The findings include: ~ Additional training sessions will
occur if increase occurrence is
Raview of Resident #3's medical record revealed - identified by team review.
diagnoses which included Alzhasimer Dementia ' Completion Date: 03/04/10

.and a History of Urinary Tract Infections. Review
of the Quarterly Minimum Data Set (MDS)
Assessment dated 1 1/17/09 revealed the facllity
assessed the resident as being incontinent of
bowsl, continent of bladder, and as having an
indwelling cathetar. Further review of the MDS
revealed the facility assessad the resident as as
having a Urinary Tract Infection in the last thirty
(30) days. - )

Review of the Resident Assesstment Protocol
Summary (RAPS) dated 06/21/09 revealed the
facility identified the resident was at risk for UTIs
related to incontinence A

Review of the Comprehensive Plan of Care dated | .
11/17/09 revesled a Foley Catheter was required
due to the diagnosis of Urinary Retention and the
resident was at risk for UTls. The interventions .
-| includled catheter care each shift

Review of clinical laboratory results revealed
recurrenl UTIs on 10/28/08, 11/11/08, and ol
12/13/08 resuling in the resident recelving S

FORM CMS-2607(02-86) Pravious Versions Obsofole Event ID: 7SYZ11( Facility 10: 100115 i cantinualion shast Page 27 of 28
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FRINTED: 02/24/2010

- FORM APPROVED

DMB NO. 0938-0331

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185322

{%2) MULTIPLE CONSTRUGTION
‘A, BUILDING

P

B/WING

r 3) DATE SURVEY

COMPLETED
. | C
02/12/2010

. NAME OF PROVIDER OR.SUPFLIER

ROSE MANOR HEALTH CARE

3087 NORTH CLEVELAND ROAD
LEXINGTON, KY 40518

STREET ADDRESS, CITY, STATE, ZIP CODE

(Xa) 1D
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST 8E PRECEDED BY FULL
" REGULATORY.OR LSG IDENTIFYING INFORMATION] |

10 PROVIDER'S PLAN OF GORRECTI

PREFIX {EAGH CORRECTIVE ACTION SHOUI

- 7A@ |’ CROSS-REFERENCED TO THE AFPRO
N DEFICIENCY)

N x6)
b BE COMPLETION

RIATE * DATE

F 441

Interview with CNA # 2 on 02/11/09 at 10:00 AM
.| revealed perineal care was to be performed from

-are positioned". : ;

-| specific inservice presented for'perineal or Foley

{ Record review of the facility "Inservice Training

Continued From page 27
antibiotics.

Obssarvation on 02/11/09 at 8:50 AM of Folay
Catheter Caref Peri-carg, revealad Certified
Nurse Asslstant (CNA) #2 cleansed the resident
from back to front (anal area to urinary meatus)
and used the same wash cloth to cleanse the
Foley Catheter lubing from vagina towards the
urinary drainage bag. '

"front to back™ and improper perineal care
caused cross contamination, espscially when an
indwelling Foley catheter was present. She
acknowledged she had washed back to front
when performing perineal care howevar, stated
she was unable fo do proper technique with this
resident because of "the way the resident's lags

Interview on 02/02/10 st 8;45 AM with the
Ciractor of Nursing (DON) revealed iraining for
proper perineal care and prevention of urinary:
tract infoctions was Incorporated Inte infection
control staff inservices. She stated there was no

care.

hY

Reports” from 02/11/08 through 02/08/10
ravealed the last inservice on periheal care was
completed on 3/24/08,

F 441

FORM CMS-2567(02-80) Provious Varsions Obsolote Event (D: 78YZ11

Facliity ID: 100115

If continua

on sheet Page 28 of 28
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Rose Manor Health Care

3057 North Cleveland Road "
Lexington, Ky. 40516
Phone:299-4117 Fax:299-2836

Weekly Administrative Team Meeting Minutes: Date
Time

MembersPresent:

p.34

Review Transfer/Discharge Compliance

Missing Ttem Review /State Agency Notification Compliance

24 Hour Report Review Significant Change

Fall Documentation Compliance

Care Plan Update Compliance

]
HE

Nebulizer Storage Compliance

Additional Concerns/Action Required

ERE

**+¥This form will be maintained to reflect cbmpli‘ahoe per QA record**

Sigpature
Adjourned
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

RINTED: 02/24/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES - MB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {H3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . : COMPLETED
! - A QUILDING 01 - MAIN BUILDING 01 -
185322 8 VNG 02/11/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
3057 NORTH CLEVELAND ROAD
ROSE MANCR HEALTH CARE LEXINGTON, KY 40516
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIIN (XE)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FLIL., PREFIX {EACH CORRECTIVE ACTION SHOUUD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING fNEQRMATION) TAG CROSS-REFERENCED TO THE APPROHRIATE DATE
. DEFICIENCY)
K Q00| INITIAL COMMENTS K 000
A Standard Life Safety Code Survey was
conducted on February 11, 2010. The facility was
found nof to be in substantial compliance with the
Requirements for Pacticipation for Medicare and .
Medicaid. The following findings demonstrate
non-compiiance with Title 42, Code of Fedearal _
Regulations 483.70{a) pertaining to NFPA 101 K018
Life Safety Code 2000 Existing. :
KO18 | NFPA-101 LIFE SAFETY CODE STANDARD K018 The corrective action accomp} ched
S8=0 , _ L was to repair the ¥ inch gaps af the
Doors protecting corridor openings in other than top of the doors in rooms one(J])
required enclosures of vertical openings, exits, or and two(2)
hazardous areas are substantial doors, such as - '
those constructed of 1% inch salid-bonded core . .
wood, or capable of resisting fire for at least 20 All residents have the potential
minutes. Doors in sprinklered buildings ara only to be affected when doors
required to resist the passage of smoke. There is going into the residents rooms
no Impediment to the closing of the doors. Doors are not properly mal.rjtamedlto
are provided with a means suitable for keeping resist the passage of smoke in
the door closed. Dutch doors meeting 19.3.6.3.6 | a fire situation.
are permitted.  19.3.6.3
: The systemic changes put into
Roller latches are prohibited by CMS regulations affect is the Maintenance
in all kealth care facilities. ' Director check all resident roorh

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure corridor doors were able to resist
lhe passage of smoke.

doors monthly to assure there

are no gaps at the doors to residents

rooms to permit passage of
smoke in a fire situation,

Maintenance Director will provide
Documentation that he has chegked
Resident doors for gaps at monfhly

QA Meetings.

Completed Date 3/1/2G10

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

: TTLE ‘ X] DATE
‘f’?’ﬂm kjmbw A5t Kt 110 v v 5SS ~Fejo

Any daficiancy statament ending with an asterisk {*) denotes a deficiency which the Institution may be sxcused lrom correcting providini it ts determinad that

other safeguards provide sufficlent protection to the patieats. (See tnstruclions.) Except for nursing homes, the findings stated above a
following the dale of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of correctt
days loliowing the date these documente are made availabls ta the facility, If deficiencies are cited, an approved plan of corraction is rel

program participation,

b disciosable 90 days
n are disclosable 14
fuisite to contlnued

FORM CMS-2667(02-90) Previous Varsions Obsolate Event ID1 7SYZ21

Facillty 1D: 1001 16
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tion sheet Page 1of 3



: ' - : PRINTED: 02/24/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES amB NO. 0938-0391
STATEMENT OF DEFIGIENCIES - {X1) PROVIDERYSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (XH) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
) . WING '
105322 8 02/11/2010
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE
3057 NORTH CLEVELAND ROAD
ROSE MANOR HEALTH CARE :
_ o LEXINGTON, KY 40516
eiY o] SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF GORRECTI (X8}
COPREFIX |- (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULIBE " COMPLETION
CTAG T REGULATORY-OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
- K018} Continuad From page 1 . K018

The findings Inciude:

‘During the Life Safety Code four on February 11,
2010 at 10:35 a.m:, with the Director of
Maintenance, revealed resident room numbers
one (1) and two (2) had approximately 1/2.inch
gaps at the top of the doors. These doors must
be able to resist the passage of smoke in a fire
siluation. An intarview with the Director revealed
the doors were heavy and sagged from time to

time. The Director stated the Director wouid K 067
repair the doors. ) .
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 The corrective action accomplighed
$8=D was 1o hire a company to repairy
Heatmg ventilating, and air conditioning comply the gas water heater exhaust vefit.
with the provisions of section 9.2 and are installed The gas water heater exhaust vt
in accordance with the manufacturer's was replaced on 2/16/10. By
19.56.2.2

All residents have the potential
to be affected by not maintaining
the gas water heater exhaust

This STANDARD is not met as evidenced by: vent as required,

Basaed on observation and interview, the facility | : , intd
failed to maintain a gas hot water heater exhaust The systematic changes put int
vent as required. B : affect is for maintenance to

The findings Includa: check the gas water heater exhdpst
During the Life Safety Code tour on February 11, monthly and document his findjhgs.
2010 at 10:15 a.m., with the Director of _

Maintenance, revealed tioles and cracks in the Maintenance Director will proyjde
exhaust vent fdr a hot water heater {ocated in the written documentation on the
basement area. Vents for gas burning equipment ' condition of the pas water heatgy

nead to be maintained {o prevent unwanted
vapors from reaching the room arsa, An
interview with the Director revealed the Diractor
was unaware of the cracks and holes in the vent.

gxhaust vent Monthly at
QA Meetings

Completed Date: 2/16/2010

FORM CMS-2667(02-38) Provious Verelons Obsolet  Event (D: 78YZ21 Facllity ID: 100115 . It continl)ation sheet Page 2 of 3




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

DRINTED: 02/24/2010
FORM APPROVED
DMB NO. 0938-0391

ros

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER:

185302

(X2) MULTIPLE GONSTRUCTION

A. BUILDING

8. WING

T 01 - MAIN BUILDING a1

3) DATE SURVEY
COMPLETED

—

02/11/2010

MAME OF PROVIDER OR SUFPLIER

ROSE MANOR HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
3057 NORTH CLEVELAND ROAD

LEXINGTON, KY 40516

{Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES
PAEFIX. | . (EACHDEFICIENCY MUST BE PRECEDED BY FULL
 TAQ [ REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIGER'S PLAN OF CORRECTI¢N

(X5)
{EACH CORRECTIVE ACTION SHOUL® BE COMPLETION
CROSS-REFERENCED TO THE APPROHRIATE DATZ

DEFIGIENCY)

K 067 | Continued From page 2
- [ Reference: NFPA 101 2000 edition

8.2.2 Ventilating or Heat-Producing Equipment.
Ventileting or heat-producing equipment shall be
in acoordance with NFPA 91, Standard for
Exhaust Systems for Air Gonveying of Vapors,
Gases, Mists, and Noncombustible Particulate
Solids; NFPA 211, Standard for Chimneys,
Fireplaces, Vents, and Solid Fuel-Burning
Appliances; NFPA 31, Standard for the
Installation of Oil-Burning Equipment; NFPA 54,
National Fuel Gas Code; or NFPA 70, National
Electrical Code, as applicable, unless existing
installations, which shall be permitted to be
continted in service, subject to approvat by the
authority having jurisdiction,
Referance: NFPA 91 1999 edition :
7-1 General,
Exhaust systems shall be tested, inspected, and
maintained lo ensure safe operating conditions.

K 087

FORM CMS-2567(02-99') Pravlous Verslons Obsalelar Event |D; 78vZ2"

Facllity 10: 1001186

If contingpilon sheet Page 3 of 3




ROSE MANOR HEALTH FACILITY

DATE

GAS WATER HEATER EXHAUST VENT INSPECTION

PROBLEM

NO PROBLEM

INITIALS




ROSE MANOR HEALTH FACILITY

Resident Room Door Check

Room # Date Problem Initial




