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'F 000 | INITIAL COMMENTS F 000

A Recertification Survey and an Abbreviated
Survey investigating ARO# KY00014822 was
initiated on 06/01/10 and concludad on 06/04/110.
A Lite Safety Code Survey was conducted on
0603/10. Deficiencies were oited with the highest
scope severity being an "E". ARO #KY00014822
was substantiated with no deficlencies cited.

F 278 | 483.20(g) - (j) ASSESSMENT F278
$8=0 | ACCURACY/COORDINATION/CERTIFIED

The assassment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered f s d certify thet th
asgsment i';uo‘z;f:l:ste: on and cently ° E C E ' VE

Each individual who completes a portion of the JUL -8 mm
.1 assessment must sign and certify the accuracy of ‘
that portion of the assessment. BY: '

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
falsa statement in a resident assessment is
subject to a civil money penaity of not more than
$1,000 for each assessment; or an Individual who
willfully and knowingly causes another individual
o certify a material and faise staterent in a
resident assessment is subject to a civil money
panally of not more than $5,000 for each
assessment.

Clinical disagreement dogs not constitule a
material and false statement.

ti from comacting providing it (s abtepfined that
other safeguards provide sufficlent protection to the patients. (8ee instructions.} Except for nursing homes, the findings stated above are disciosable 80 deys
foltowing the dats of survey whether or not a plen of corraction is provided. For nureing hamea, the above findings and plana of carrection are disclosable 14
days folhmi:f the date these documants are mada avallable to the fadlity. If deficlencies are clted, an approvad plan of corfection ie requisite to continued

program participation.
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This REQUIREMENT is not mat as evidenced

Basged on interview and record review it was
determined the facility fatted to ensure the
accuracy of Quarterly Minimum Data Set (MDS)
assessmants for two {2) of seventeen (17)
sampied residents, Residents #7 and #14 related
to the addition of a restraint.

The findings inciude:

1. Review of Resident #14's madical record
revealed the reskidant was admitied to the facility
on 07/28/09 with diagnoses which included
Alzheimers Dizease, Dizbetes, arxl Hypertensian.

Review of the Admiasion MDS daied 08/07/10
revealed the facility assessed Resident #14 as
requiring no assistive devices or physical
resfraints.

Raview of the mexfical record revealsd Resident
#14 experienced a falt on 02/20/10 end again an
02/21/10. Review of the Physiclan's orders
ravealed an order for a seat belt restraint whila in
the wheeichalr, the order was dated 02/22/10.

The next Quarterly MDS assessment completed
on 04/26/10 wae reviewed and revealed the
faciity falled to include the use of the seatbelt
restraint, related to devices and restraints usage,
on the MDS.

Interview with the MDS Coordinator on 06/04/10
at 10:15 PM revealed she falled to code the
seatbelt as a restrain bacause she mought itwas
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a soif reloasing seatbelt.. completion and Care Plaa preparation, and
| will conduct Care Plan meetings.

Resident #14 MDS was up-dated on
6/4/10, to identify seatbelt as a
Restraint, by MDS Coordinator.

Residernl #7 MDS was up-dated on,
6/4/10,to identify seatbelt as a restraint
by MDS Coordiaator.

Resident MDS assessments were

verified for completeness by the DON,
Angie Newsome, RN, and Beverly Mason,
RN, and submitted to the Restraint
Committee, who met and reviewed in Lhexr
6/18/10 meeting. )

Also reviewed and checked were all MDS
Assessments for special necds, adaptive
devices, and therapeutic mterventions.

All orders and assessments were verified for
Accuracy on 6/21+6/22/10, by the DON and
RNs Newsome and Mason. AlMDS
Assessments verified as of 7/2/10 by same
Individnals.

Al physicians Orders were reviewed and

all Orders have been verificd for accuracy.
Review of Qrders corapleted 6/7/10-6/10/10
by DON, Angie Newsome, RN, and Beverly
{Mason, RN.

An additional RN has been added to the
MDS/Care Plun Team to verify Orders for
accuracy. This RN will also assist in review
of all new Physician’s Qrders, MDS
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;‘_’ej Re}"ig‘g ig; wﬁﬁmg‘Aﬁ&em AN Orders are routed through this additional
vedio L% .
Disease, Dementia, Hypothyroldism, Chronic meomber of the Care Plan Teaﬂ.“
Renal Insufficiency, Atrial Fibrilation, Transient ) . .
ischernic Attack b; History, Cerebrovascular . Compliance to be monitored in weekly
Aoéldeni, Depression, Benign Hypertenslon, and CQI meetings. Members of the Care Plan
Diaphragmatic-Hernia. ' Team are individually brought into the
meetings vach week and required to pro-
Review of the resident's Admisslon Minimum vide Documentation that Care Plans
Date Set (MDS) dated 10/24/2009 revealed tha have been completed, that RAP triggers
tacilty assessed.the resident as needing no have been printed after Care Plan
physical restraints. completion and checked against the
) . _ {Care Plan itself,; that Physician’s orders
Review of the medioa) record revealed Resident have been checked; and in addition, the
f’ mmﬁmdr?;r';g% gﬂp cg;g;:g g‘:'ldz‘:_’ :igted DON reports on the percentage of Orders
urther revi :
03/07/10 for 8 seatbslt restreint while in the she personally reviews for (he wock.
Wheeichair. . Discrepancies are rectified as ideotified,
Review of the next Quarterly MDS assessment ' .
comptated on 04/23/10 revealed the facility failed Furthermore, the MDS/Care Pian Team
to identify the use of the geatbelt restraint. RN (Newsome) is now required to report
to the CQI Committee and inconsistencies
Interview with the MDS Coordinator on 08/04/10 found.
at 10:35 AM, revealed she had overiooked it
when she completed the Quarterly assessment. )
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO FERE0 Completed 7/2/10
§8=0D | PARTICIPATE PLANNING CARE-REVISE CP :
1 The resident has the right, unless adjudged
incompatant or otharwise found to be -
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes In care and treatment.
A comprehensive care plan must be developed
within 7 days after the completion of the
comprahensive assessment; prepared by an
interdisciplinary team, that includes the attending
FORM CMS-266T{02-99) Previous Versioms Chaolata Bvont M:LUVE1 1
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physician, a registered nurse with responsibility Resident #14 MDS was up-dated on 6/4/10,
for the resident, and other appropriate staff in to inchude use of scathelt restraint under

disoiplines a8 detarmined by the resident’s needs, the devices and restraint section of the
and, to the extent practicable, the participation of MDS. Revision comploted by MDS Coor-
the resident, the !ledent's fsl.mlty or the resident's : dinavor. Resident Care Pjan wes also
tegal reprasentative; and perindically reviewad | da ; Son 6/4/10.

and revised by a team of qualified persons after up-dated on -

each assessment. .
Resident #7 MDS and Care Plan up-dated
by MDS Coordinator on 6/4/10, to identify

nse of the seatbelt restraint.
This REQUIREMENT is not met as evidenced Resident resiraint assessments were verified
by: ‘ for completeness and accuracy and
Based on observation, interview and record submitted o the Restraint Committee, who

review it was dotermined the facitity failed to

10, and revi
revise the Comprehensive Plan of Care for two met on 6/18/10, and reviewed agsessments

{2) of seventean {17) sampled resident, Resident and Care Plans.
ﬁs:;?nf 14. affer the addition of a seatbsit All Physicians orders wers reviewed and
all Orders and Care Plans have been
The findings incfude: checked for necessity for revision related to
: Orders. Orders have been verified for
1. Residen #14 was admitied to the facillty on ' for acouracy and m¢lusion m
07/20/09 with diagnoses which included MDS and Care Plans. Review of Orders
Alzheimer's Diseass, Diabetes, end completed 6//7/10-6/10/10 by DON, Angle
Hypertension. Newsoroe, RN, and Beverly Mason, RN.
o Additional reviews completed by RN team
Observations of Resident #14 on 06/33/10 at 8:00 On 6/21-6/22/10.

'PM, 06/04/10 at 8:45 AM, and 06/04/10 at 9:45

AM revealed the resident sifting in a whesichalr An additional RN has been added to the

with a seatbelt restrait in place. MDS$/Care Plan Team to verify Orders for
Review of the Admission MDS dated 08/07/10 acouracy and completencss and inclusion
revealed the facility assessed Resident #14 as into Care Plan. This RN will also
requiring no asasistive devices or physical assist in review of all new Physician’s
restraints. . Orders, MDS completion, Care Plan

preparation, and will conduct Care Plan
Review of the medicat necord revealed Resident meetings.
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#14 experienced a falt on 02/20/10 and again on
02/21/10. Review of the Physician’s orders,
dated 02/22/10 revealed an order for the uge of a
seatbelt restraint while the resident was up in the

Compliance to be monitored in weekly
CQIl meetings. Members of the Care Plan
Team are individually brought into the .

wheelchair. . )

_ . meetings each week and required to provide
Review of the next Quarterty MDS assessment documentation that Care Plans have been
completed on 04/28/10 revealed the facility failed compleled, that RAP wriggers have been
to inalude the use of the seatbelt restreint under printed after Care Plap complotion, and .
the devices and restraints section of the MDS. Cheoked against the Care Plan rsélf that

Physlcian’s orders have been checked; and

Review of the Comprehansive Plan of Care in addition, the DON reports on'the
revaale_»d no évidenca the residenf's Plan of Care percentage of Orders she personally reviews
had been revised to include goals and/or for the week.

interventions related to the use of the restraint.

interview with the MDS Coordinator on 08/04/10
at 10:16 AM, revealed she should have revised
the care plan to include the use of the restraint.

Furthrmore, the MD$/Care Plan Team
RN (Newsome) is now required 10 report
to the CQT Committee any Incongistencies

2. Review of Resident #7's madical record fouad.
revealad the resident was admitted on 10/14/09, ' :
with diagnoses which included Alzheimers { F280 Completed 7/5/10
Disease, Dementia, Hypothyrmldism, Chronic ‘
Renal Insufficiency, Afria) Fibritation, Translent
lschemic Attack by History, Cerebrovascular
Accident in 2001, Depression, Benign
Hypertension, and Diaphragmatic Hernia.

Observations of Resident #7 on 06/04/10 at 9:46
AM and 11:15 AM revealad the resident was
sitting in 2 whesinhair with a seatbeit restraint in
place.

Review of the Admission Minimum Data Set
{MDS) dated 10/24/2009 revealed tha facifity
assessed the resident as needing no physical
restraints In the Davices and Restraints eeotion of
this MDS.
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Review of the medical record revealed Resident
#7 experienced falls on 02/05/10 and 03/07/10.
Further review revealed a Physician’s order dated
03/07/10 for a seatbelt restraint while in the

' wheelchalir,

Review of the Gomprehensive Care Plan

revised to include the use of the restraint with
goals and interventions related to the uge of the
restraint.

Interview with the MDS Coordinator on 08/04/10
at 10:35 AM, revealed she should have revisad
the care pian to Include the use of the restraint.
F 323 | 483.25(h) FREE OF ACCIDENT .

s6=g | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remalns as free of accident hazards
as is possible; and sach rasident recelves
adequate supervision and assistance devices to
prevant accidents.

| This REQUIREMENT is not met as evidenced
by:

Based on obhsarvation, intervisw, and record
review, it was determined the facility faited to
ensure Resident #7 received adagquate ]
suparvision and assistive devices to pravent a fall
which occurred on 4/6/10,

| Also, Based on observation during the
environmental tour # wase determined the facility
failed to ensure a safe environment for residents

revealed no evidance the Plan of Care had been
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Resident #7 MDS and Care Plan were
up-dared on 6/4/10, to comply with
Physician’s Orders.

All resident charts were reviewed to verify
consistency with Orders and Care Plans on
6/7/10-6/10/10 by DON, and Angie
Newsome, RN, and Beverly Mason, BN.

A safety Yo-service was conducted on 6/23,
by Safety Coordinator, Tom Lea.

Stand-up Safety meetings were held on 6/4,
6/7, and 6/8/10, with DON and various
F323 Nursmg staff

Resident seatbelt has been replaced with an
“alarmed” seatbelt that sounds whcn belr is
removed (6/18).

Resgident has not had any additional falls.

Compliance will be monitored in weekly
QA meetings and monthly Restraint
Committea meetings.

Addirional keys to the cabinet have been

obiained and placed in a specified location.

allowing all employees access to lock the
“cabinet at all times.
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| as evidenced by multiple hazardous chemicals ¥ 323 | Cont.
stored in an untocked cabinetin lhe A Wing
central bath.
Tn-services were held with Safety Coor-
- : oL dinator and staff on 6/7, and 6/8/10 to
The findings include: advise staff of necessity to secure due to *
Review of Resident #7's madical record revealed chemical storage, issues pertaining to
the resident was admitted with diagnoses which environmental safety mcluding slip and
inciuded Alzhiemers Disease, Damentia, Atrial falk-hazards, entrapment hazards, water
Fibrillation, Transient lschemic Attack and temp confrol necessity, elopement
Cerebrovascular Accident. ' danger, and need, for immediate reportlng
Of all safety-related issues.
Review of the Resident Assesament Protocol .
Summary (RAPS) dated 10/24/10 revealed the Environmental inspoctions are conducted
faciiity noted the resident as having a history of on a daily basis by Safety Coordinator
falls and ba‘lng depe|ndant on l;a “M'lee;ihhaeir for throughout the facility. Individual room
aml?:tlaaliongr)r awa ker'ig::t o, an inspections are conducted by Administrator.
assisiance.of one caregiver. These inspections involve room-condition
Revisw of the Comprehensive Plan of Care, as well as safety issues related 1o falls, skin
dated 4/268/10, revealed Resident #7 was noted to teass, water tomps, etc. -
be a fall risk. A Plan of Care was developed
refated to the residents potential for injury related Al fal)s are reported to DON,
to falls. Resident #7's Pian of Care ingluded the Administrator, and CQl commimee. All
use of a clip alarm and a seatbelt in place when Incident reports related to resident safety
put of bed. are reviewed weekly in CQI meetings.
Re‘.’lewfgrf Figsldent rsAThVSId:g Orders ‘;:;ea‘ed Notices have been posted on cabinefs to
orders for a Sansatec Alarm and a non release : :
" , remind staff to lock at all times." Hourly
seatbelt when out of bad in a wheelchair, inspections of cablnets are conducted by
Review of Resident #7's medical record revealed staff and initialed on sign-in sheets.
. | he/she felt on D4/08/10, and the resident was _ _
observed just prior to fall standing and reaching Compliance to be monitored b)_r Sufety
for a door knob, and then fell. Further review of Coordinator daily, CQI Committee weekly
the madical record revealed the resident's m meetmgs,
seatbelt was notin place at this time. '
F323 Completed 6/28/10
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Iinterview with the Restorative Certified Nurse
Assistant (CNA) #5 on 6/3/10 at 3:30 P\
revealed she heard the residant's Sensatec Alarm
tiggered and saw the resident fall as she was
trying to “get to her". She further stated the
restdent landed on hisfher left side. Further
interviow with CNA #5 revealed she had noted the
absence of the resadent's seatbeft

Cn 8/3/10 at 3:15 PM, inderview with Lmensed
Practical Nurse (LPN) . revealed she did not
know why Resident #7 did nof have a seatbelt on
at the time of the fall. LPN #4 revealed she could
not remember who was onsible for Resident
#7's oare on the day of the fall, and CNA resident
| care assignment sheals were not kept as
permanent records.

On 6/3/10 af 4:00 PM, interview with the Director
of Nurses reveated CNA assignment sheets were
retained for two (2) weeks and then discarded; no
permanent copies are kept. -

| Environmental tour with the
Maintenance/Housskesping Supervisor on
06/03/10 at 9:00 AM, revealed an unlocked metal
cabinet on the wall in the central bath on A wing.
The uniocked cabinet was opened to reveal
parsonal care products (shampoos, body washes
and Deoderant).

Additional observation revealed six (8) cans of
cleaning materials. The cleaners included: 1.
Spartan stainless Steal Cleaner/Polish with lahel
warning of eye/skin inritation, harmful if
swallowed, vapor inhalation may cause
respiratory irritation. 2. Spartan Superior High
Shine Stainless Steal Polish with a warning tabel
of: Harmtul or fatal if swallowed, causes gyefskin
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iritation, harmful if inhated. 3. Spartan Citro
Shield furniture polish with a waming labe} of:
may cause mild eye/skin irritation; may be
harmful if swallowed. Inhalation may cause
respiratory irdtation. 4. Johnson Diversey deep
gloss Stainless Steel Malntainer with fabel -
warning of. mild irritant to skin/eyes, use only in
well ventilated areas. 5. Johnson Wax
Profession- End Baa )l spray disinfectant with a
label waming of substantial but temporary eye
injury and hazardous to Humans end animals. 8.
Virex 256 with a label warning of avoid contaot
with eyes/skin. MSDS shest states” corrosive:
may cause permanent eye/skin damage”, "may
cause Irritation or corrosive effects nose, throat
and respiratory tragt”,

Interview with the Maintanance Supervisor on
06/03/10 at 9:15 AM revealad his depariments
only job was to put the cabinet up where they
wera told to put it.

Interview with Director of Nursing on 08/03/10 at
approximataly 2:30 PM revesled she was
unzware the cabinet needed 10 be locked,

F 323
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P(:.‘gﬂ.i; {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE Gm&fgnﬂ i
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAQ CRO3S-REFERENCED TO THE APPROPRIATE
: DEFICIENCY)
K 000 | INITIAL. COMMENTS ' K 00

A Life Safely Codé survey was initiated and
concluded on 08/03/2010. The facility was found
1o not mast the minima! reguirements with 42
Code of the Federal Reguiations, Part 483.70.
The highest scope and severity deficiency
identified was an " €",

K.012 | NFPA 101 LIFE SAFETY CODE STANDARD K012
88=D
Buitding construction type and helght meets one
of the following. 19.1.6.2, 19.1.8.3,19.1.6.4,
19.3.6.1

A proposal from SimplexGrinnel has been
accepted to mstall a wet system with apti-
freewe imder and within (he front porch

. Work is scheduled to b -
This STANDARD is not met as evidenced by: canopy. Work ) 0 be com:

Based on observation and interview it was pleted the wock °f7”9_’_1°-
determined the faoility failed to ensure the outside
canopy had an automatic sprinkler systam, K 012 Completed 7/19/10

according to NFPA standards.
The findings include;

Observation on 06/03/10 at 9:37 AM, revealad an . , e
epproximate 30 x 15 foot canopy located at the E g%}: @WE“
front of the facility what was not sprinkled. The 9
Maintenance Superviscr was present during the JUt. = § 2ot0
obsarvation. The Maintenance Supervisor was
unaware of the requirement for the canopy to BY:
have sprinkler heads undermsath the canopy. :

Intarview on 06/03/10 at 3:17 PM, with the
Administratar, revealed the original blueprints for
the facility showed the canopy was constructed of
combustible materials {(wood). The Administrator :
stated he was unaware of the requirement for the !
canopy to have sprinkler heads underneath. The
Admmlstrator stated he thought he was meeting

LABORATOBY § 358 OR PROVIOERE REPRESENTATIVE URE _ Mn‘e ?4
; // g Frrecie 2/ 2

Any d-ef fofency statement emling fith an astensk (") denates a defigiency which the inslifution may be excused from correcling providing it £ deﬁmmed that
other safeguards provide sufficidnt pratection to the patients. {Bee instruetions.} Except for nursing homes, the findings steted above are distiosabla 90 days
following the date of survay whather or not a pian of correction is provided. For nursing homes. the above findings ant plans of cotrection are disnosable 14
days foowirg the date these documents are made aveiiable to the facillly. |f deficiencies are cited, an approved plan of comection is requisite fo continued
program partigipation,
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K012 ] Continued From page 1 K02
the requirement because tha area above the
canopy did have sprinkler protection in the form of
a dry sprinkler system.
.| Actual NFPA Standard: NFPA 13 (1988 Editian).
5-13.8.1 '
Sprinkiers shall be installed under exterior racfs
or canoples exceeding 4 ft (1.2 m) in width,
Exception: Sprinklers are permitted to be omitted
whera the canopy or roof is of noncombustibie or
limited combustible construction.
K073 | NFPA 101 LIFE SAFETY CODE STANDARD K 073 |\weeaths and decorative items have been
SS-=E No fumnighings or decorations of highly flammable removed from Rooms #30, 31, 32, 33, and
; o o 34, Photos have been removed from top of
character are used.  19.7.5:2,19.7.5.3, 18.7.5.4 the florescent light fixture above the bed in
Room #11.
This STANDARD s not met as evidenced by: A special Resldent Council meeting was
Based on observation and intarview it was held on 6/23/10 to discuss the need to
determined the facility failed to ensure that no remove imappropriate items from the
combustible dacorations were used in the facility, [Rooms of the residents. A memo has been
according to NFPA standards. prepared for vesidents explaining the
. : ' items affected.
The findings include:
' . 'We have begun th f i
Observation on 08/03/10 at 10:45 AM, revealed s from centdemt oo and have bos
3 § Hum
rooms #30, 31, 32, 33, and 34 wreaths attached tifving fimily mermb o
to the residents' room doors. Further potifying fumily membcrs _m come to
observafions revealed a large amount of stuffed Femove irems from the facility.
animals in residents' rooms #30, 31 32, 33, 34 L. o
and 38. Also, it was observed that resident room Our admission agreement has been modified
#11 had combustible items {pictures) stored on fo exclude inappropriate items ffom the
top of the. fiorescent light fixture above the bed. fucility.
The Maintenance Supervisor was pregent dwring | K073 -Completed 7/16/10
the observation.
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Interview on 06/03/10 at 10:45 AM, with the
Maintenance Supervisor, nevealed that family
members had brought the combustible
decoratlons into the facility aven though the
facility's policy forpids combustible decorations.
The Maintenance Birector also stated the facility
had looked into purchasing fire retardant spray o
freat the decorations and stuffed animals, but the
only spray the facility could find was toxic and the
facility wae afraid to use it because the residents
sometime place the stuffed animals into their
mouths.

Interview on 08/03/10 at 3:25 PM, with the
Administrator of the facility, revealed the
combustible decorations brought In by family
members had been an ongoing preblem in the
facliity. The Administrator stated ihet every time
they (the fecility) try to limit the stuffed animals
and the wreaths on doors, the family members
complained to the Ombudsman: The facllity had
baen cited in the past for this deficiency.

Actual NFPA Standard: NFPA 101, 2000 Edition:
19.7.6.4

Combustible decorations shall be prohibited in
any health care occupancy unless they are
flame-retardant.

Exception: Combustible decorations, such as
photographs and painting, in such limited
quantities that @ hazard of fire development or
spread is not present.
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