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A Recariification/Abbreviated Survey was
conducted 01/18/11 through-01/21/11, and a Life
‘I Safety Code Survey was conducted 01/20/11.
Deficlencies were cited with the highest scope -
and-severity of a "F". ARO#KY(QD015817, ARO
#KY00015815, ARC #KY00016862, and ARO
#KY00015864 were unsubstantiated with no
deficiencies. ARO #KY00015816 was 483.15 (e){1)
substantlated with no deficiencies. ARQO 2-28-11
#KYD0015861 was substantiated with deficiencles F246 Reasonable accommodation of
cited. _needs/preferences :
F 246 | 483.16(e)(1) REASONABLE ACCOMMODATION F 246
$S=D | OF NEEDS/PREFERENCES Corrective Action for Residants Affected:
A resldent has the right to reside and receive (1) Resident ¥17 was immediately sssessed
senvices in the facility with reasonable and 2 touch call light was provided and water
accommodations of individual needs and pitcher/cup put within reach. Resident able to
preferences, except when the health or safety of demonstrate use without any difficulty.
the individual or other resndents would be o
endangared (2) ' An mterwe?u for Rolzsrdent #8 and #16
completed by Social Services by 2-10-11
regarding their concern of timeliness of
answering of cali lights, to ensure their needs
This REQUIREMENT is not met as evidenced IR ERyen met. No further concerns noted
by; ] 5 will follow-up weekly for four weeks.
Based on observation, interview and record Al . , ,
review it was determined the facllity failed to ton of Residents with potential ta be
ensure one {1) of twenty-two (22) sampled -
residents, Resident #17's needs were {1) Resldents assessed by ADONS/MDS
accommodated related to the call light and water aurses to determine physical abllity to
pitcher heing within reach. Observetion revealed operate the call light that they currently have,
the call light was clipped to the resident's meW. completed 2-18-11. Assessment completed,
out of the resident's reach, and the type of call toinclude a return demonstration from the
light provided was inappropriate as the resident resident of their present calt light. Cancerns
was unable to activate the lights. Further, addressed, adjustments completed besed on
interview reveated the facility failed to ensure call findings of assessment, care plans updated
lights were answered timely. accordingly. Family/responsible
‘ . party/POA/resident notified of any changes.
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
AN Nty Adminsstatr 3497-1

2
\hy deficiency statement ending with an astarisk [*) denotes a deficiancy which the institution may be excused from correcting providing it Is determined that
sther safeguards provide sufficient protection to the patients. (Sea instructions.} Excapt for nursing homes, tha findings stated above are disciosable 50 days
ollowing the date of survey whether or not a plan of correction is provided. For numsing homes, the above findings and plans of corraclion are disctosable 14
lays following the date these documents are made available to the facility. If deficiencios are cited, an approved plan of correcﬂnn is requisite to continued
wogram participation.
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.| admitted to the facility on 12/05/08. Diagnoses

‘Mellitus, Depression, and Muitiple Joint

-| assessed the resident as being able to

reach. Further observation revealed the push
pillow. :

| Interview with Resident #17 on 01/20/11 at 9:05

The findings include:

1. Record review revealed Resident #17 was
inciude Transcerebral Ischemia, Diabetes
Contractures.

Review of the Quarterly Minimum Data Set (MDS)
Assessment dated 10/18/10 revealed the facility
assessed the resident as having moderately
impaired cognition, functional limitations in range -
of motion with a partial loss in the upper -
extremities. Review revealed the facility

communicate neads and understands
instructions.

Obsarvation on 01/20/11 at 9:00 AM revealed
Resideént #17 .in the bed with the head of the bead
olevated. Qbservation revealed the resident’s left
hand and wrist were contracted and the right had
and wrist were slightly contracted. Observation
further revealed an over the bed table with an
empty cup on it, The water pitcher was an the
bedside table which was out of the resident's

button call light was clipped to the right side of the

AM revealed the resident voiced being thirsty.
When prompted fo call.for the nurse, thie resident
reached for the calllight, which was clipped to
the pillow, and could not reach it. The nurse then
came in and handed the resident the call light.
Observation revealad the resident could not push
the button on the call light due to the contractures
of the right hand. - .

F 246

-- council monthiy agenda, call lights being

' Measures or system changes to prevent

- appropriate call light to use. MDS toreview

(2.} Residentsinterviewed by
SSO/ADONS/DON on 2-15-11 to determine any
jssues with call lights being answered timely.
No further concerns identified. Per résident

answered timaly is routinely discussed.
Concerns noted and further follow-up by
SSO/DON/Admin conducted with the resident
and Interdisciplinary team,

reoccurance.;

{1.) Residents will be assessed on admission
and with significant change to determine

charts upen admission and with a significant
change to ensure call light assessment
completed.

© (2.) Weekly call light audits to be canducted
by SSD/Admin/DON for four weeks, with
findings reported weekly to Admin/DON to
ensure appropriate follow-up.

{3.) Social Service Director to complete 5
resident interviews weekly for four weeks to
determine timeliness of answering of call
lights. Interviews to be turned into the
Admin/DON weekly,

(4.) Staff was in-serviced by Administrator
and educstion complieted by 2-4-11, regarding
timely answering of call lights and ensuring call
light and water pitcher are within reach of the
resident,
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_| had neverknown Resident #17 o use the call

| revealed Resident #17 could now call for

‘2. In a group interview conducted with

Continued Frbm page 2

Interview with the Assistant Director of Nursing
(ADONY) on 01/20/11 at 9:30 AM revealed she

light and stated the resident was not able to push
the button therefore the facility would switch the
call light to a touch type, rather than the push
button type. Interview further revealed the water
pitcher should have bsen placed on the over the
bed table, within the resident's reach.

Interview with State Registered Nursing Assistant
(SRNA) #5 on 01/20/11 at 2:00 PM revealed
Resident #17 would not be able to reach the call
light clipped to the pillow. Further interview -

assistance with the new touch type call light.

unsampled residents it was revealed, call lights
someatimes rang for ag long as an hour hefore
they were answered. Unsampled residents
further stated the issue of call lights not being
answered in a timely manner had been brought
up in Resident Council meetings and was
supposed to have been addressed by staff, but
was not. .

A review of the Resident Council meetings for the
months of October 2010 and November 2010
ravealed residents had expressed concerns
regarding call lights not being answered ina
reasonable time.

An interview conducted with Resident #8 on
01/18/11 at 9:30 AM revealed he/she had waited
for two (2) hours one night before the call light
was answered. The aide assigned to Resident #8
on the specified night could not be reached for
comment,

F 246

deficient practice:

further follow-up as indicated.

Monitoring changes/systams to ensure no

_{_1.) ) Findir_ags of _ﬂ_'_l_a_ above stoted audits wilt - -
be reviewed by the QA committee monthly for
three months for recommendations and
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Six (B) State Registered Nursing Aides (SRNAs)
were interviewed during the survey to determine
their training on responding to call lights. Ali
SRNAs interviewed revealed all SRNAs and
nuraes were to respond to call lights &s soon as
possibla, whether they were assigned to the
resident requiring assistance or not. Two (2) of
the S8RNAs stated they were unable to hear calt
lights when they were assisting a resident in
histher room. One (1) SRNA staled it sometimes
took up fo thirty (30) minutes to answer call ights
during busy times. .

3. Interview on 01/21/11 at 10:40 AM with the
Assistant Director of Nursing on the North Hall
revealed any staff member was to answer call
hellsfights. She stated there was a complaint
from.a family member on her unit about a month
ago and she provided an Inservice to the staff.
However, stated there was no auditing or timing
of call bells to her knowledge.

Interview on 01/21/11 at 10:50 AM with the
Director of Nursing (DON) revealed she had done
recent inservices related to call bells being
answared timely and had a recent grievance
.which she had addressed related to call bells.
She further stated she did not remember if audits
were done, :

Review of a Grisvance Complalnt Form dated
12/2110 from the family of Resident #16 revéaled
the daughter complained of the resident having to
wait forty-five (45) minutes on call light responses
day or night “for just about any request”. Further
review of the Grievance Complaint Form revealed
a section labeled: follow up, which stated the
DON was to parform call light audits.
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This REQUIREMENT is not met as evidenced

.| datarmined the facility failed to ensure services

-| The findings include:

Continued From page 4

Review of the Inservice Sheets revealed staff
were inserviced related to call lights on 11/23/10,
12i21710, 12/24/10, and 01/08/11. . Review of the
call bell audits revealed audits were completed on
12/22/10, 12/23/10, 12/29/10, and 01/12/11.

Review of the facility Call Light System Policy,
revealed “each resident is provided with a
functional call light system within hisfner reach.
When the resident is in hisfher room, be sure call
light is always within easy reach of the resident
whether the resident is in or out of bed, or abie to
utilize, answer the call light as quickly as possible,
turn off the call light in the resident's room, heip
the resident whenever possible. if you cannot give
the resident the item or service asked for, do the
following: explain to the resident that you will ask
someaone else, get assistance from the charge
nurse, return to the resident quickly with a reply".
483.20(k)(3)(/) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

by: .
Based on intarview and record review it was

provided met professional standards of quality.
The facility failed to ensure Physician Orders
were foliowed for the administration of |buprofen
for pain and Prednisone for Rheumatoid Arthritis
for one (1) of twenty-one (21) sampled residents
{Resident #7).

F 246

F 281

483.20{&)({3)(i} Services provided meet
professional standards '

2-28-11

F2B1
Corrective Action lor Residents Affected:

(%) Resident #7"s orders were clarlfied on
12-04-10 and medications were initiated as
ordered.

ldentification of Residents with potential t o
be affected:

{1.) Physician orders for current residents
were reviewed by DONJADONS/SDC/wound
care nurse by 1-31-11 to ensure residents are
receiving medications as ordered. No
concerns identified based upon the completad
audit.
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: : Measures or system changes to prevant
Review of Resident #7's clinical record revealed reoccurance:
'| diagnoses which included Senile: Dementia, and ' -
- | Rheumatoid Arthritis with Joint Contractures of . (1) Resident charts will ba checked daily by
the Hands. . . Evening Supervisar/tUicensed staff/ADONSs for
any new orders to ensure orders are
Review of the Nurse's Notes dated 12/01/10 at transcribed on the MAR/TAR and administared -
4:30 PM revealed orders were received for accordingly. The findings wil be reported to
tbuprofen six hundred (600} milligrams the DON weekdy to ensure appropriate
(anti-inflammatory medication used for mild to completion and follow-up.
moderate pain and fever) by mouth every eight ‘ ) , )
(8) hours and prednisone ten (10} milligrams fh) L'ce;:;z staff will be ”:_'“""“d oy )
| (corticosteroid used for a varlely of diseases Jaimicraaiieady "n"::r:“f.:"’ced uee
i.nc“‘Iding rheumatic disorders) by mouth every receiving of medic;lions alnd‘con:e:ﬂf/z:e of
day: _ the Emergency Orug Box by 2-28-11 and upon
Continued review of the Nurse's Notes dated hire.
12/04/10 at 3:00 PM revealed the orders from Manitoring changes/systems to ensure no
12/01/10 were lost and pharmacy requested a deficient practice:
rewritten order. "Rewrote 12/01/10" new orders,
faxed to pharmacy". (1.} Findings of the above stated audits will
] be reviewed by the OA committee monthly for
Review of the Physlcian's Orders dated 12/01/10 three months for recommendations and
revealed an order for Ibuprofen 600 mgs by further follow-up a3 indicated.
mouth every 8 hours related to pain and
Prednisone 10 mgs by mouth every day related to
Rhaumatoid Arthritis.
Further review of the Physician's Orders dated
12/01/10 revealed the Order had been re-writlen
for Ibuprofen 600 mgs every eight hours related
to pain and Prednisone 10 mgs by mouth daily
related Rheumatoid Arthritis with a refaxed date
of 12/04/10
Review of the Medication Administration Record
{MAR) revealed tbuprofen 600 mg every 8 hours
been transcribed to be administered at 6:00 AM,
2:00 PM, and 10:00 PM with an arrow for the first
Event ID: BEWM1A1 If continuation sheet Page 6 of 26
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dose to be administered on 12/02/10 at 10:00
PM. There were no initials on the MAR on
12/02/10 at 10:00 PM to deriote the medication,

| and the doses for 12/03/10 at 8:00 AM and 2:00
PM were initialed and clrcled There was no
documented evidence the medication was
administered until-12/03/10 at 16:00 PM. Further
review revealed there was no explanation as to
why the medication was not administered on the
Nurse's Medication Notes on the back of the
MAR, except for a notation on 12/02/10 (no fime
noted) which stated pharmacy was nolified
related to the Ibuprofen not received yet.

Further review of the MAR revealed Praednisone -
ten (10) milligrams every day was transcribed to
be given at 9:00 AM. Thera was no documented
evidence the medication was administered until
12/04/10 at 9:00 AM. Further review revealed
there was no explanation as to why the
medication was not administered on the Nurse's
Medication Notes on the back of the MAR, except |
for a notation on 12/02/10 (ne time noted) which
stated pharmacy was notified related to the
Prednisone not received yet.

Interview on 01/19/10 at 10:00 AM with the Unit
Manager/Assistant Director of Nurging (ADON)
assigned to the resident, revealed the tbuprofen
had been ordered on 12/01/10 and'was nol
administered according to the MAR until 12/03/10
| (two days later), and the prednisone which was
ordered on 12/01/10 was not administered
according to the MAR until 12/04/10 (three days
later). Continued interview revealed the nurse
who received the order from he physician was to
fax the order to pharmacy and if the order was
received before 5:00 PM; it would be delivered
the same evening. She further stated there was a
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back up pharmacy which could be called if
needed. Observation of the Emergency Box in
the medication room on the unit with the ADON
{.revealed both medications were available, and
the ADON indicated the nurses should have
obtained the medications from the Emergency
Box. She further stated she was not sure the
nurses were aware of the Emergency Box.

Interview on 01/19/10 at 11:00 AM with Licensed
Praclical Nurse (LPN) #3 revaaled she had
received the order for the Ibuprofen and
Prednisone from the Physician on 12/01/10 and
had transcribed the order to the MAR. According
to'the LPN, the medication was ordered due to
the resident having an episode of an increased
heart rate and sweating which Hospioe
determined was a pain issue. Continued
interview revealed she had faxed the order to
pharmacy on 12/01/10 and re-faxed the order on
12/04/10 after realizing the medication had not
bsen received from pharmacy. Continued
interview revealed she did not think the
medications were available in the emergency box.

Interview with LPN #4 on 01/20/11 at 5:00 PM
revealed she had initialed and circled the -
Ibuprofen on 12/03/10 at €:00 AM to denote the
medication was not administered. She further
stated she had documented on the back of the
MAR on 12/02/10 to indicate pharmacy was
notified the Ibuprofen and Prednisone were

| unavailable, Continued interview revealed when
the initials were circled, this would indicate the
medication was not administered. She further
stated, the medications were unavailable in the
emergency box.

Interview on G1/20/11 at 2:30 PM with the Diractor
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of Nursing (DON) revealed medications were to
be administered the same day they were ordered.
She stated the Physician's Orders was to bg

* | faxed to pharmacy by the nurse'who received the |
"order and pharmacy would deliver medications .
daily between 9:00 PM and 10:30 PM. Continued
interview revealed the faoility also had a back up
pharmacy for stat medications and for
medications needed sooner, and the facility also
had an Emiergency Box which contained
medications. She stated the nurses should have
checked the Emergency Box to find out if the
medications were available, and should have
contacted pharmacy to inform them the
medication had not been delivered. She also

| stated the nurses were to document a reason why
the medication was not administered as ordered
when circling their initials on the MAR.

Interview on 01/20/11 at 4:00 PM with the
pharmacist revealed the pharmacy had no record
of receiving a Physician's Order on 12/01/10 for
Ibuprofen and Prednisone and did not receive the
order until 12/04/10. He further stated the
pharmacy did not receive an Emergency Box slip
denoting Ibuprofen was obtalned, however, did
receive an Emergency Box slip on 12/04/10
denoting one dose of Prednisone 10 milligrams
was obiained.

F 282 | 483.20(k)(3)(ii) SERVICES BY QUALtFIED

$8=Dp | PERSONS/PER CARE PLAN

The services provided or arranged by the facmty
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced

F 281

FoB2

483.20{k)(3)(!) Services by qualified
person/per care plan

F282

Corrective Actlon for Residents Affected:

{1.) Resident #7s orders were clarified an
12-04-10 and medications were initfated as

ordered.

(2.} Resldent #17 assessed by DON on 1-20-
11 and touch-type call light was placed within

reach and care plan updated.

2-28-11
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Based on observation, interview and record
review, it was determined the facility failed to
ensure services were provided in accordance with
each resident's written Plan of Care for two (2) of
twenty-one (21) sampled residents (Resident #7
and #17). Resident #7 had a Pian of Care which
stated the resident was at risk for pain and the
interventions included administering medication
as ordered. Physicians Orders were received on
12/01/10 for Ibuprofen for pain and Predniscne
for Rneumatoid Arthritis; however, there was no
documented evidence the resident received the
Thuprofen until 12/03/10 (two days later) and the
Prednisone until 12/04/10 (three days later).
Resident #17 had a Plan of Care which stated to
keep the call light within reach, however
observation revealed the call light was not within
reach.

The findings include:

1. Review of Resident #7's medical record
revealed diagnoses which included Senile
Dementla, Aphagia, and Rheumatoid Arthritis of
Juvenile Onset with Joint Contractures of the
Hands.

Review of the Quarterly Minimum Data Set (MDS)
Assessment dated 11/11/10 revealed the facility
assessed the resident as having severe
impairment in-cognitive skills, as requiring total

| assistance with all Activities of Daily Living
{(ADLs), and as having confractures of the hands
and arms.

Review of the Plan of Care dated 09/03/10
revealed the resident was at risk for pain and was
unable to voice pain related to Aphasia. The

affected:

{1} ADQNSs reviewed pain assessments for
current residents on 1-24-11to ensure pain

© medication adrnifistered as pér résident care
plans.

{2.) Room rounds were completed by
Admin/DON/ADONS on 1-20-11 toensure
residents call ights were within reach, per
their care plan.

{3.) Residents assessed by ADONS/MDS
nurses to determine physical ability to
operate the call light that they currently have,
completed 2-18-11. Assessment completed,
to include a return demanstration from the
.resident of their present calliight. Concerns
addressed, adjustments completed based on
findings of assessment, care plans updated
accordingly. Family/responsible
party/POA/resident notified of any changes.

{4.) MDSreviewed current resident care
plans to ensure appropriate interventions in
place. Updated care plans to reflect the call
light assessment outcomes.
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-} interventions included administering medications
-as ordered. A new intervention was added to the

‘Rhleumatoid Arthritis.

| Continued review of the Physician's Orders

interventions stated the resident would
demonstrate relief or reduction In pain intensity
within one hour after receiving intervention. The

Care Plan on 12/01/10 for Ibuprofen scheduled as
ordered, and Prednisone scheduled as ordered.

Review of the Physician's Orders revealed an
order dated 12/01/10 for Ibuprofen six hundred
milligrams (600 mg's) (anti-inflammatory
medication used for mild to moderate pain and
fever) by mouth every eight (8) hours and
prednisone ten (10) milligrams (corticosteroid
used for a variety of diseases including rheumatic
disorders) by mouth every day related to

revealed an order dated 12/01/10 with a refaxed
date of 12/04/10 for Ibuprofen 800 mg's every
eight hours related to pain and Prednisone 10
mg's by mouth daily related Rheumatoid Arthritis.

Review of the Medication Administration Record
(MAR) revealed there was no documented
evidence the Ibuprofen was administered until
12/03/10 at 10:00 PM {two days later).

Further review of the MAR revealed there was no
documented evidence the Prednisone was
administerad until 12/04/10 at 9:00 AM (three
days later). Interview on 01/19/10 at 10:00 AM
with the Unit Manager/Assistant Director of
Nursing (ADON) assigned {o the resident,
revealed the lbuprofen had been ordered on
12/01/10 and was not administered according to
the MAR until 12/03/10 (two days later), and the
prednisone which was ordered on 12/01/10 was

‘tight assessment, etc.

Measures or systems changes to prevent
reoccurance:

{1.) ADONs/Weekend Supervisor will
conduict a daily audit to ensure résidents are
recelving pain medication as per their care
plan. Findings of the audits will be reported to
the DON weekly to ensure appropriate follow-
up.

{2.) Room rounds will be completed daily by
$SD/Chaptain/SDC/Wound Nurse/Weekend
Supervisor to ensure call lights within reach.
Findings of the audits will be reported to the
Admin/DON weekly, ‘

{3) Residents will be assessed by licensed
nursing staff/MDS upon admission, with
significant change, and with quarterly
assessment, to include return demonstration
of use of call light.

{4.) WNursing staff will be in-serviced by 2-28-
11 by SOC/DDON/MDS related to call lights
being within reach, following care plans, call

Monitoring changes/systems to ensure no
dehcient practice:

{1.) Findings of the above stated audits will
be reviewed by the QA cammittee monthly for
three months for recommendﬁtlon! and
further follow-up as indicated Findings of the
above stated audits
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t not administerad according to the MAR until
12/04/10 (three days later). Qbservation of the
Emergency Box in the medication room on the
| unit with.the ADON revealed: both medications
were availabla. The ADON stated the nurses
should have called the back up pharmacy if the
medication was unavailable and should have

_| chacked the Emergency Box for the medication.
Continued interview revealed the Ibuprofen and
Prednisone were ordered for pain and should
have been administerad as ordered.

interview on 01/19/10 at 1100 AM with Licensed
Practical Nurse (1.PN) #3 revealed she had
received the order from the Physician and
transcribed the order to the MAR on 12/01/10 and
refaxed the order to pharmacy on 12/04/10. She
stated the order was written due to the resident
having an episode of an Increased heart rate and
sweating which Hospice determined was a pain
issue. Continued interview revealed she did not
think the medications were available in the
Emergency Box.

Interview on 01/20/11 at 2:30 PM with the Director
of Nursing (DON) revealed medications should be
administered the same day they were orderad.
She stated the Physician's Orders was to be
faxed to pharmacy and pharmacy delivered
medications daily batween 9:00 PM and 10:30
PM. Continued intérview revealed the facility also
had a back up pharmacy for stat medications and -
for medications needed sooner. She stated the
nurses also should have checked the Emergency
Box to find out if the medications were available.

2. Record review reveated Resident #17 was
admitted with diagnoses which included
Transcerebral Ischemia, Diabetes Mellitus,
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-{ Assessment dated 10/18/10 revealed the facility

‘extremities. The facility also assessed the

Continued From page 12
Depression, and Multiple Joint Contractures.

Review af the Quarterly Minimum Data Set (MDS)

assessed the resident as having moderately
impaired cognition, functional limitations in range
of motion with a partial loss in the upper

resident as being able to communicate needs and
understands instructions.

Observation on 01/20/11 at 9:00 AM revealed
Resident #17 to be in the bed with the head of the
bed elevated. The resident's left hand and wrist
were observed to be contracted and the right
hand ‘and wrist were slightly contracted. Further
observation revealed the push button call light
was.clipped to the right side of the resident’'s
pillow. When prompted to call for the nurse, the
resident was cbserved to reach for the call light,
that was clipped to the pillow, and could not reach
it.

Review of the Plan of Care dated 05/11/10 and .
revised on 12/30/10 revealed an intervention to
provide call light within reach.

Interview with the DON on 1/20/11 at 3:00 PM
revealed the call light should be within reach for
Resident #17.

Review of the facility "Care Plan Policy" revealed
"lhe resident's care plan provides guidance to all
staff caring for the resident and communicates
changes in care to all direct care staff. An
interdisciplinary approach to identification of
problems and developing solutions and goals
provides individualization and coordination of
resident care”.

F 282
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| (1) of twenty-one (21) sampled residents

| Rheumatoid Arihritis on 12/01/10; howevaer, there

“having severe impairment in cognitive skills, and

The fagility must ensura that residents are free of
any significant madication errors. .

This REQUIREMENT ' is not met as evidenced
by. .

Based on Interview and record review, it was
detérmined the facility failed to ensure residents
were free of significant medication errors for one

(Resident #7). Physiclans Orders were received
for Ibuprofen for pain‘and Prednisone for

was no documented evidence the resident
received the Ibuprofen unti! 12/03/10 (two days
later) and the Prednisone until 12/04/10 (three
days later).

The findings include:

Review of Resident #7's clinical record revealed
diagnoses which included Senile Dementia, and
Rheumatoid Arthritis with Joint Contractures of
the Hands. Review of the Quarterly Minimum
Data Set (MDS) Assessment dated 11/11/10
revealed the facility assessed the resident as

requiring total assistance with all Activities of
Daily Living.(ADLs). The facility assessed the
resident as having contractures of the hands and
arms. ' - .

Review of the Nurse's Notes dated 12/01/10 at
4:30 PM revealed new orders were received for
Ibuprofen six hundred milligrams
(anti-inflammatory medication used for mild to
moderate pain and fever) by mouth every eight

313
Corrective Action for Residents Affected:

{1.) Resldent #7's orders were clarified on
12-04-10 and medications were initiated as
ordered.

Identification of Residents with potential t o
be affected:

(1.) Physician orders for current residents
were revigwed by DON/ADONS/SDC/wound
care nurse by 1-31-11 to ensure residents are
receiving medications as crdered, No
additional residents [dentified.

- Measures or system changes to prevent

regccurance:

{1.} Resident charts will be checked daily by
Evening Supervisor/Licensed staff/ADONSs for

 any new orders to ensure orders are

transcribed on the MAR/TAR and administered
accordingly. The findings will be reported to
the DON weekly to ensure appropriate
completion and follow-up.

{2.} Llicensed stalf will be in-serviced by
Pharmacy/SDC on proper policy and procedure
of medication administration, ordering and
receiving of medications, and contents/use of
the Emergency Drug Box by 2-28-11 and upon
hire.
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" | day. _

(8) hours and Prednisone ten (10) miliigrams
(corticosteroid used for a variety of diseases
including rheumatic disorders) by mouth every

Further review of the Nurse's Notes dated
12/04/10 at 3:00 PM revealed the new orders
form 12/01/10 were lost and pharmacy requested
a rewritten order. "Rewrote 12/01/10" new orders
and faxed to pharmacy.

Review of the Physician's Orders revealed an
order dated 12/01/10 for Ibuprofen 00 mgs by
mouth every 8 hours related to.pain and
frednisone 10 mgs by mouth every day related to
Rheumatoid.Arthritis.

Further review of the Physician's Orders revealed
an order dated 12/01/10 with a refaxed date of
12/04/10 for the above ordered |buprofen and
Prednisone.

Review of the MAR revealed ibuprofen'600 mg
every 8 hours had been transcribed o be
administered at 6:00 AM, 2:00 PM, and 10:00
PM. Further review reveated the medication had
an arrow for the first dose to be administered on
12/02/10 at 10:00 PM. There were no initials to
denote the medication was given on 12/02/10 and
the 12/03/10 doses for 6:00 AM and 2:00 PM
were initialed and circled. There was no
explanation as to why the medication was not
administered on the Nurse's Medication Notes on
the back of the MAR, except for a notation on
12/02/10 (no time noted) which stated pharmacy
was notified related to the Ibuprofen not received
yet, -

Further review of the MAR ravealed Prednisone

Menitoring changes/systems Lo ensure no

deficient practice:

{1} Findings of the above stated audits will
* be reviewed by the QA committee monthly for

three months for recommendations and
further follow-up as indicated.

JRM CMS-2667(02-99) Previous Varsions Obaoteta Event ID: BEWMN

Facllity 1D: 160492

If continuation sheet Page 15 of 26




03/07/2011 18:35 FAX ih0018/0053

PRINTED: 03/01/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES : , I FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . ‘ 2MB NO, 0938-0391
TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED "
o . . A BUILDING . : ’
B. WING
, 185446 . 01/21/2011
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZiP CODE
. ’ - 3576 PIMLICO PARKWAY
BLUEGRASS CARE & REHA N CENTER :
AR BILITATION C LEXINGTON, KY 40517,
{X4) 1D SUMMARY STATEMENT QF DEFICIENGCIES 10 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EAGCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CCRRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY) -
. F 333| Continued From page 15 o F 333

ten (10} milligrams every day was transcribed to
be given at 8:00 AM. According to the MAR, the

[ first dose initialed as administered was for
1.42/04/10 at 9:00 AM. There was no.explanation
as to why the medication was not administered on
‘the Nurse's Medication Notes on the back of the
MAR, except for a notation on 12/02/10'(no time
noted) which stated pharmacy was notified
related to the Prednisone not received yet.

Interview on 01/19/10 at 10:00 AM with the Unit
Manager/Assistant Director of Nursing {ADON)
assigned to the resident, confirmed the lbuprofen -
had been ordered on 12/01/10 and was not
administered according to the MAR untit 12/03/10
(two days later), and the Prednisone which was
ordared on 12/01/10 was not administered
according to the MAR until 12/04/10 (three days
later). Further interview revealed the nurse who
received the order from the physician was. to fax
the order to pharmacy and if the order was
recelved-before 5:00 PM, it would be delivered
the same evening. Observation of the emergency
box in the medication room on the unit with the
ADON revealsd both medications were available.
The ADON stated if the medication was not
available from pharmacy, the nurses should have
| obtained the medication from the Emergency’
Box. Continued interview revealed the Ibuprofen
and Prednisone were ordered for pain, and this
would be a significant medication error.

Interview on 01/19/10 at 11:00 AM with Licensed
Practical Nurse (LPN) #3 revealed she had
transcribed the order to the MAR onr 12/01/10
after receiving the order from the Physician. She
stated the order was written due to the resident
having an episode of an increased heart rate and
sweating which Hospice determined was a pain
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issue. Continued interview revealed she had
faxed the order to pharmacy on 12/01/10 and
again on 12/04/10 after realizing the medication .
‘had not been received from pharmacy. Further
interview revealed she did not think the .
medications were available in the Emergency
Box, .

|-Interview with LPN #4 on 01 {20/11 at 5:00 PM
revedled she had circled the Ibuprofen on
12/03/10 at 6:00 AM to denote the medication
was unavailable to administer. She stated she
had documented on the back of the MAR on
12/02/10 to denote pharmacy was notified the
Ibuprofen and Prednisone were unavailable.
Continued interview revealed when the initials
waere circled, this would mean the medication was
not administered. She stated the medications
were unavailable in the Emergency Box.

Interview on 01/20/11 at 2:30 PM with the Director
of Nursing (DON) revealed medications should be
administered the same day they were ordered. .
She stated the Physician's Orders was to be
faxed to pharmacy and pharmacy would deliver
medications daily. between 9:00 PM and 10:30
PM. She further stated the facility also had a
back up pharmacy for stat medications and for
medications needed sooner. Continued interview
revealed the nurses should have checked the
Emergency Box to find out if the medications
were available. She also stated the nurses
.should have documented a reason why the
medication was not administered as ordered
when circling their initials on the MAR. Continued
interview revealed it was a significant medication
emvor to not administer the Ibuprofen and
Prednisone as ordered.

'F333
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Interview on 01/20/11 at 4:00 PM with the
pharmacist revealed-he did not receive an
emergency-box slip dencmng lbuprofen was
obtained; however, did receive an emergency box
slip on 12/04/10 denoting one dose of Prednisons | .
10 milligrams was obtained. He further stated the
pharmacy had no record of receiving a
Physician's Order on 12/01/10 for buprofen and
Prednisone and did not receive the order until
12/04/10.

483.35(i) FOOD PROCURE, .
STOREIPREPAREISERVE SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based-on obsewation interview and record
review it was determined the facility failed to
ensure sanitary conditions were maintained In
the kitchen as evidenced by tray tickets being
handled by staff and then placed on empty plates
on the tray line.

The findings include:

Observation on 01/18/11 at 5:30 PM revealed
servers on the tray line placing tray tickets on the
empty plates as they passed the plates down the
tray line to be filled with food. Further observation

F 333

F 371

* Sanitary

483.35 (i) ©2.28-11

F371 Food procure, store/prepare/serve-

Corrective Action for Residents affected:

{1.) No specific residents were identified, The
dietary manager stopped the practice of
placing tray tickets on plates on the tray line
immediately upon identification of the
cancern.

Identification of residents with potential to be
affected:

{1.} Residents being served from the trayline
have the potential to be affected by the
deficient practice.

Measures or system changes to prevent
regccurrence:

{1.) Dietary staff received in-service education
provided by the Oletary Mangger on 1-18-
2011 regarding not placing the tray tickets on
the plate during tray line service to decrease
the risk of cross contamination. The dletary
manager will monitor tray line service five
times weekly to ensure tray tickets are not
being placed on plates during tray line service.
Findings of the sudit will be forwarded to the
Administrator weekly to ensure completion.
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F 371 | Continued From page 18 F 371 Monitoring changes/system to ensure no
revealed the servers sent approximataly sight (8) deficlent practice:
plates down the tray line in this manner before the ,
surveyor questioned this practice. : (1.} Findings of the audit by the dietary
. - - . . .. manager will be discussed at the Quality
Interview with the Dietary Manager on 01/18/11 at Assurance meeting monthly for three months
5:35 PM, revealed she did not think this was a for recommendations and further follow up as
ood ractloe because of the danger of Indicated.
"gcrossgcontamlnatzon" from the se?vers hands on '
the tray tickets to the plate surfaces about to be
| filled with food.
Interview with the Head Cook on 01/18/11 at 5:40
PM revealed he dld not think this was a good
| practice.
Interview with the Dietary Manager on 01/18/11 at 483.70[h}
5:45 PM revealed she would immediately 2-28-11
implement another method of service for plates FAGS Safe/Functional/Sanitary/Comfortahle
and the.placament of the tray tickets. Environment ‘
F 465 | 483.70(h) F 465
s8=E | SAFE/FUNCTIONAL/SANITARY/C OMFORTABL Corrective Action for Residents affected:
: E ENVI RON
. {1.} The maintenance director compieted
The facility must provide a safe, functional, _':“"‘_" ‘_’""”F“"d“‘ ‘:‘* ff‘“‘_‘;’ °': ":'r“"::’s’z‘n"d
sanitry, and comfortable environment for e s o
residents, staff and the pubilc. _ y coorswit '
. peeling veneer. Repairs will be completed as
indicated. Rounds were completed ,hV the
) ) . denti
This REQUIREMENT is not met as evidenced Maintenance Director on 2-10-2011 to identify
by missing or |loose baseboards in resident rooms.
i il
Based on observation and mtemew it was flep_aa:rs or replacer.ne:?l will be completed as
indicated. Lavatoriesin rooms #7, 13, H16
determined the facility failed to maintain a safe, 450 will b irad laced and
functional, sanitary and comfortable enviranment and #38 will be repairad or repac
§ id ' # th bl appropriately secured to the wali, Shower
or resi enls, staff and the public. tiles wil be replaced in room #38. Plaster
. . repairs wlll be campleted in rooms B8, #41,
The findings Include: and #6). The fan/vent coverings will be
. S - X secured to the ceilings in rooms #11, #41 and
Obsenlatgons on 01/18/11, 0’!!19!1 1 and 01/20/11 458, Holes in the bathroom walls will be
revealed interior doors of rasident rooms had repaired in résident raoms #51, 456, and.#52
Fadlilty I1D: 100492 If continuation shest Page 19 of 26
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F 485 | Continued From page 19 F 465 identification of residents with potentiai to be

scuffs, gouges and pesling veneer which had
been taped up. The exterior hallway doors of
resident rooms and facility areas were also

| scuffed, gouged and taped: -Baseboards were

either missing or peeling lose in.resident rcoms
and on exterior walls through out the facility.
Lavatories in resident rooms #7, #13, #16 and
#50 were lcose and pulling away from the wall.
Room #38 was observed to have missing shower

tiles. Resident rooms #8, #41, #58, and #61 had

cracked, peeling and/or falling plaster. The
fan/vent covering in rooms #11, #41, and #58
were not secured to the ceiling. Resident rooms

#51, #58, and #62 had holes in the bathroom

walls, . .

Interview with the Maintenance Director on
01/19/11 at 10:45 AM revealed nursing and

‘housekeeping staff were to inform miaintenance

of environment issues. He further stated,
residents would also let Maintenance know if they
nad an issue. The Maintenance Director
indicated he also had "spol checks” done o
identify issues. He stated his department was
currently working through the work orders for the
resident rooms.

- Interview with the Mainténance Technician, on

01/20/11 at 3:05 PM revealed he did random
checks in resident rooms for missing baseboards
and touched up the paint as needed.

Interview with a Housekeeper #1, on 01/20/11 at
3:10 PM revealed she had desp cleaned room &1

| yesterday and forgot to put the work order in for

the plaster to be repaired.

Interview with the Administrator, on 01/20/11 at
4:00 PM revealed the environmental consultant

affected:

{1.) The administrator completed rounds with

_ maintenance director on 2 10-2011 to identify
other resident and hall(vay doors in need of
repair, loose or missing baseboards, lavatories
not appropriately attached to the wall, missing
shower tiles, plaster in need of repair,
fan/vent coverings that are not appropriately
secured, and holes in bathreom walis.
Repairs/replacements will be completed as
indicated. '

Monitoring changes/systems ta ensure no
deficient practice:

{1.) The maintenance supervisor and
Administrator will complete rounds

throughout the faciiity weekly to identify araas
in need of repair. Facility staff recelved in-
service education provided by the
administrater by 2-28-2011 regarding
nolification of Maintenance through use of-a
maintenance request when an area of needed
repair is Identified. Maintenance requests will
be reviewed in the morning meeting five days
per week. Follow up to each request will be
discussed the following day to ensure repalirs
have been completed as required.

Maonitoring Changes/Systems to ensure no
deficient practice:

{1.) Findings of the facility rounds and follaw
up from maintenance requests will be
reviewed in the Quality Assurance meeting
monthly for recommendations and further
follow up as indicated.
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F 465 | Continued From page 20 F 488
told him the Southeast wing had "settled” more
affer all these years. He further stated they were 83,751
working on room #61 and several others identified F514 CI( ’Im Record 2-28-11
- |-down that wing regarding the celling plaster isgue. . - Correctllr\:e Acn::’;o :Re-s' donts Affected
F 514 483.75()(1) RES F514|

§8=b | RECORDS- COMPLETEIACCURATEIACCESSIB
LE

The facility must maintain clinical records on each
resigent in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and record
review it was determined the facility failed to
maintain clinical records for one (1) unsampled
resident (Unsampled Resident A) related to route
of administration for medications.

The findings include:

Observation of medication administration on
01/19/11 at 2:40 PM revealed Licensed Practical
Nurse (LPN) #6 administered Norvasc 10mg via
Gastrostomy Tube (G-tube) to Unsampled
Resident A. Interview with LPN #6 at that time
revealed the resident took nothing by mouth and
all medication were administered via G-tubs.

~ on 1-19-2011 per the ADON. All

" to be affected

{1.) Physician orders for un-sampled
resident A were clarified by the physician

medications are to be given per G-tube.

Identification of Residents with potential

(2.) All MAR'S of residents with a G-tube
were checked with the chart on 1-19-
2011 by ADONs/DON to ensure that
medications are being administered by
the proper route. No other residents
identified.

Measures of system changes to prevent
reaccurrence

{1.) MARS will be checked monthly with
the physician orders to ensure that all
medications are being given by the
proper route by the DON, ADON, wound
care nurse, SDC, MDS and Restorative
Murse and will be checked a second time
for accuracy by one of the above.

{2.) ADONS, SDC, wound nurse and MDS
Nurses were educated on 1-19-2011 by
the DON on checking the medication
routes monthly, when completing
changeover and checking over the
physician's orders. Licensed staff were
in-serviced on checking physician orders
to ensure that route of medication
adminlistration is transcribed correctly on
the MAR.
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F 514 | Continued From page 21 F 514 (3.} An audit of current G-tube residents . -
MARS will be completed monthly for
Review of the MAR for Unsampled Resident A - three months by the DON/ADON'S ta :
revealed Norvasc 10mg tablet, 1 tablet by mouth ensure the MAR matches the physician’s '
three times per day.. Further review revealed orders. . L
‘| three (3) other medication vere noted to be glven
by mouth. Monltoring changes/systems to ensure
no deficient practices
Review of the January 2011 Physician's Orders .
revealed three (3) medications were ordered to (1) Findings of the above stated audits
be given' per G-tube and four (4) medication were ‘:1:'”‘:?‘|;ef‘g‘:‘t":::‘:nt::tﬁ:‘fg‘:mmme
ordered fo be given by mouth. recommendation and further follow-up
Interview with the Unit Manager on 01/19/11 at as indicated.
3:00 PM revealed Unsamplad Resident A was to
have fiothing by mouth and received all ‘
medications via G-tube. She stated thiswas a
clinical record error that should have been
identified during the monthly change over by the
management parson who conducted the record
audits. .
. . P 483.75(0H1) 2.28-11
Interview with the Minimum Data Set (MDS)
Nurse on 01/19/11 at 4:00 PM ravealed she was F520 QAA Committee — Members/Meet
responsible for reviewing the orders and the Quarterly Plans
MARs each month for accuracy and should have -
_1dent|hed the error. ) (1.) The Quallty Assurance committee will
F 520 433.75(0)(1) QAA F 520 meet on 2-24-2011 and review the care plan,
$S=D COMM[TTEE-MEMBERS’MEET MAR and physicians orders for un-sampled
QUARTERLY/PLANS resident to ensure that medications are being
administered as ordered.
A facility must maintain a quality assessment and (2.) The Quality Assurance committee will
assurance committee consisting of the director of meet on 2-24-2011 and review the care plan,
nursing services; a physician demgnated by the Mar. physician orders and nurses notes for
facility, and at least 3 other members of the resident 47 to ensure that all episades of |
facility's staff. char-\ge of COI‘I#“IOH are monitored and that
family and MO have been notified. MAR,
The quality assessment and assurance physician orders and nurses motes Lo reviewed
commiltee meats at least quarterly fo identify a: or;:::d e resident is recelving medications
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F 520 | Continued Fram pége 29 F 520 * Identification of Residents with potential to be
affected

issues with respect to which quality assessment
and assurance activities are necessary, and
develops and implements appropriate ptans of

-| action to correct identified quality deficiencies.

A State or the Secretary. may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such commitiee with the
requirements of this section. '

Good faith atiempls by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by.
Based on interview and record review it was
determined the facility falled to ensure there was
| an effective Quality Assessment and Assurance
Program in order to develop and implement
appropriate plans of action to correct guality
deficiencies. This was evidenced by repeated
deficiencies related to the facility's failure to
ensureé the physician was notified of changes’in
resident's condition and the facility's failure to
ensure the residents were frae of significant
medication errors. :

The findings include:

1. Based on interview and record review, it was
determined the facility failed to have an effective
system to ensure the physician was notified of
changes in residentis condition. This is a repeat
| deficiency which was cited on the 07/22/10
survey; deficiency cited related to the facility
failing to immediately inform the Responsible

{1.) Because all facility residents have the
potential to be affected by this alleged
deficient practice, & Quality Assurance
maeting will be held on 2-24-2011. Attendees
include the Medical Director, Administrator,
Director of Nursing, MDS coordinators,
Environmental Services Director, Activitias
Director, Admissions Director, Business Office
Manager, Staff Development Coordinator and
Nursa Consultant, The committee will discuss
concerns related to notification of family and
physician with any change of candition and
medication administration pertaining to
following physician orders.

Measure or system changes to prevent
reoccurrence:

{1.) The administrator, director of

nursing and the quality assurance
committee members received in-

service education provided by the

' regional'nurse consuitant on 1-24-
2011, regarding the requirements
of the quality assuranca {dA}
process and the roles of each QA
committee member, Facility staffis
receiving in-service education by
the staff development coardinator,
ADONS and DON to be completed
by 2-28-2011, regarding the QA
process to develop and implement
plans for identified concerns during
the quality assurance meeting. The
QA process will include
interdisciplinary team
communication which will
encourage facility wide
involvement and accountability for
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F 520 | Continued From page 23 ' . -F 520 the maintena.nce and oversight of
Party/Power of Attorney of a significant facllity systems. Concerns are

discussed in the morning meeting
attended by department managers
and the administrator. The

" ldentified concern is assigned to

. the appropriate department
manager for follow up. Aplanto
correct the identified concernis
developed by the department
manager, along with other staff, as
indicated, Audits are completed to
e'valuate the effectiveness of the
plan, Findings are discussed by the
QA committee for
recommendations and further
follow up. The administrator
initiated a quality assurance plan '

medication error invaolving one resident.

Revlew of the facility plan of correction with a
compliance date of 08/23/10 revealed nursing
management would conduct inservices for all
licensed staff regarding physician and family
notification when a change in a resident's
condition andfor changes in Physician's Orders
occurred.

| However, the facility failed to ensure the physician
was rictified of Resident #7's change in condition
on 11/11/40 when the resident was assessed to
have sweating, grimacing, a temperature of 101,
‘and a puise rate of 122. There was no

documented evidence the physician was notified on 1-24-2011 to review and ensure
untit 11/15/10 when a chest x-ray was ordered. follow up with the change of
) . condition system toinclude

Interview with the Administrator and Director of physician and family notification,
Nursing on 01/21/11 at 2:00 PM revealed "hot and on following ll physician
charts” or acute charting was reviewed daily _ arders during medication
Monday thmth Friday bY,medical records - administration. The change of
pers_onnel and now was being reviewed by a condition form will be utilized to
nurse or social worker, Further interview revealed document appropriate resident
they were not sure why the lack of physiclan assessment following a change of
notification was mlsgsed- . condition, and to document

. ’ : physician and family notification,
2. Based on interview and record review, it was Change of condition will be
determined the facliity failed to have an effective " identified on the 24-hour report
gystem to ensure residents were free of and reviewed by the
significant medication errors. This was a repeat : Interdisciplinary team and
deficiency which was cited on the 07/22/10 . Weekend Supervisor to ensure
survay; deficiency was cited related to the _ appropriate assessment,
facility's failure to ensure & resident received notification and follow-up.
levothyroxine as ordered. As aresultofa Resident charts will be checked
transcription error, the resident did not receive the daily for any new orders to ensure
ordered dose of Levothyroxine 0.125 mg. for . orders are transcribed on the
twenty-one consecutive days during July 2010. _ . MAR/TAR and administered
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F 20| Continued From page 24 'F 5620 accordingly. The hindings will be
. reported to the DON weekly to
Review of the facility's plan of corraction revealed ensure appropriate completion and
licensed nursing staff would receive an inservice follow-up. Audits of corrective and
‘| by the Director. of Nursing (DON) regarding the plans regarding concerns brought
importance of ensuring transcription of Physician tothe QA committee by other
Orders to the Medication Administration Record department managers will be
(MAR) was accurate and the requirement of two reviewed by the QA committee.
nurses reviewing transcription to ensure Assignments will be routinely
accuracy. New orders would be reviewed by the completed regarding monttoring of
lnterdlsmplinary team in the clinical meetlng ﬂvg corrective actions to ensure
days a week and by the weekend supervisor on continued compliance.
weekends and compared to the Medication o
Administr'ation Record. {2.) ;:e Me:mal D:re::‘o'r al;ends the
meeting montinly an
However, the facility failed to ensure medications medication errors will be discussed
were administered as ordered for one resident, at aach meeting. The Medical
Physiclan's Orders were recelved for Resident #7 Dlre.ctor will be proactive to ensure
on 12/01/10 for lbuprofen and Prednisone related 2udits are being comleted and any
to pain and Rheumatoid Arthritis. There was no areas of concern ore immediately
documented evidence the resident received the addressed.
Ibuprofen unti! 12/03110 and the Prednisone until -
12/04/10 resulting in a significant medication :12::;:::,:::::85,5““!msm eresrene
error. ‘
Findings of audits identified in this plan of
Interview with the Administrator and Director of correction and the process for following
Nursing on 01/20/11 2:00 Pi revealed Physician physitian orders and managing the change of
Orders were reviewed every day in the morning condition system with physician and family
clinical meeting to ensure transcription of the notification will be reviewed by the QA
order to the Medication Administration Record. committee monthly for recommendations and
Further interview revealed Resident #7's follow up as indicated.
Physician's Order for lbuprofen and Prednisone
written on 12/01/10 must not have been flagged
or must have been lost. Further Interview
revealed if the facility was unaware the
Physician's Order had been written, it would not
| be reviewed. Gontinued interview revealed there
was no system in place to ensure all resident
records were checked each day for any
Physician's Orders which may have been written,
*ORM CMS-2667{02-20) Previous Versions Obaolele Even ID: BEWMT1 Facilily 10y, 100482 If continuation sheet Page 25 of 26
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S FOR MEDICARE & MEDICAID SERVICES - _OMB NO, 0938-0301 .
STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: : . COMPLETED
‘ A. BUILDING :
185448 B WS — . 1 ouzimen
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- ; - - . 3576 PIMLICO PARKWAY
BLUEGRASS (.?ARE & REHABILITATION CENTER ' LEXINGTON, KY 40517 *
(%) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o5
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
. DEFIGIENCY)
F 520 | Continued From page 25 | F 520
but not flagged for the nurse to pull the order to
send to pharmacy and to the adminjstrative
nurses.
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLLE CONSTRUCTION (X3) DATE SURVEY
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A BUILDING 01 - MAIN BUILDING 01
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3676 PIMLICO PARKWAY

BLUEGRASS CARE & REHABILITA N
& REHABILITATION CENTER LEXINGTON, KY 40517

(¥4) ID SUMMARY STATEMENT OF DEFICIENCIES D J PROVIDER'S PLAN OF CORRECTION (%5}
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION}) TAG . CROGSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

Bluegrass Care and Rehab does not believe and
does not admit that any deficiencies exist, before,
during and after survey. The Bluegrass Care and
Rehab reserves all rights to contest the survey
ﬁndin_gs through informal dispute resolution,
formal appeal proceeding or any administrative or

A Life Safety Code survey was initiated and
concluded on 01/20/2011. The fagility was found
not to meat the minimal requirements with 42
Cddé of the Federal Regulations, Part 483.70.

Lhe higheSt 800]::.8 apd severity deficlency legal proceedings. This plan of correction is not
ontifledwas a “"F". meant to establish an
] y standard of care, contract
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 obligation or pusition and Bluegrass Care and
S8=E . Rehab reserves all right to raise possible
Doors protacting corridor openings In other than contentions and defenses in any type of civil or
required enclosures of vertical openings, exits, or criminal claim, action or proceedings. Nothing
hazardous areas are substantial doors, such as contained in this plan of correction should be
those constructed of 13 inch solid-bonded core considered as a waiver of any potential applicable
wood, or capable of resisting fire for af least 20 Peer Review, Quality Assurance or self critical
minutes. Doars in sprinklered buildings are only examination privileges which the Bluegrass Care
required to resist the passage of smoke. There is and Rehab does not waiver, and reserves the right
no Impediment to the closing of the doors. Doors to assert in any administrative, civil, or criminal
are provided with a means suitable for keeping claim, action or proceedings. Bluegrass Care and
the door closed, Dutch doors meeting 19.3.6.3.6 Rehab offers its responses, credible allegations of
are permitted.  19.3.6.3 compliance and plan of correction as part of its
ongoing cfforts to provide quality of care to
Roiler latches are prohibited by CMS regulations residents.

in all health care facllities.

This STANDARD is not met as evidenced by:
Basad on ohservation and interview, the facllity
failed to ensure there were no impediments to the
closing of corridor doors and that carridor doors
had a means suilable to keeping the corridor
doors closed, according to NFPA standards. The

LABORATORY DIFEGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (x8) DATE

Any deficiency staterent ending with an astanisk {*) denotes a deflclency whioh the Instilutlon may be excused from correcting providing it Is determined that
other safeguards provide sufficlant protection to tha patlants. (See Inatrdotions.) Except for nursing homes, the findings stated above are digolosable 90 days
following the dale of survey whether or not a plan of correction Is provided. For nursing homes, 1he above findings and plans of correction ere dlsclosabla 14
days following the date these documents are made avaliable to the facility, If deficlencles are clted, an approved plan of correction ls requisite to continusd

program participation.
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES | " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES . |(X1) PROVIDER/SUBPLIER/CLIA (42) MULTIPLE CONSTRUCTION . |%3) pATE SuAvEY
AND PLAN OF CORRECTION " " IDENTIFICATION NUMBER: ' COMPLETED.
A BUILDING 01 . MAIN BUILDING 01
188446 8. WiNa 01/20/2011
NAME OF PROVIDER OR SUPPLIER . | STREET ADDRESS, cﬁ‘Y, STATE, ZIP CODE
\ - 3876 PIMLICO PARKWAY
BLUEGRASS CARE & REMHABILITATION CENTER LEXINGTON, KY 40517 .
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D . FROVIDER'S PLAN (IF CORREGTION (45}
PREFIX {(EAGH DEFICIENGY MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG. CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
K 000 | INITIAL COMMENTS K 000
A Life Safety Code survey was initiated and
concluded on 01/20/2011. The tacility was found
not to maet the minimal requirements with 42
Code of the Federal Regulations, Part 483,70,
The highest scope and severity deficlency
identifledwas a "F "
K018 | NFPA 101 LIFE SAFETY CODE STANDARD K018

S8=E ,
Doorg protacting corridor openings in other than
required anclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% Inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smake. There is
no Impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors mesting 19.3.8.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities. :

This STANDARD is not met as evidenced by:
Based on gbservation and interview, the facility
failed to ensure there ware no impediments to the
cloaing of corridor doors and that corridor doors
had a means suilable {0 keeping the corridor
doors closed, according to NFPA standards, The |

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (x6) DATE

GV Wn Muanistatoy a--

Any deficlency staterment ending with an gk (*} denotes a deficlancy which the institution may be excused from correcting providing it Is detemlined that
other safeguards provide sufficlant prataction to the patients. {See Insiructions,) Except tor nureing homas, the findings stated above are disclosable 20 days
foliowing the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made avaliable to tha facility, If deficiencies are cited, an approved ptan of correction is requisite to continued
program participation. )
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-ﬁENTEBS' FOR MEDICARE & MEDRICAID SEFWIC_.ES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTR
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ea uoTIoN v 83;‘;33;’&"5"
A BULDING 01 - MAIN BUILDING 0%
B, WING
185446 01/20/2011
INAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
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(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PHROVIDER'S PLAN OF CORRE
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AOTION SHOQIJILODNBE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ‘
K 018 Continued From page 1 K 018] KO18 NFPA 101 Life Safety Code Standard
deficlency affected four (4) smoke compartments o action for residents aff 21l
and the potential 1o effect the facility's sixty Corrective action for residents affected
residents (60) residents, and staff. (1. Rooms #11, #28, #32, #43, #56, #66, and #46
. o , have had the impediments removed, as of 1-24-11.
The fihdlngs Include: Room #21 had the chair moved to remove the
impediment, as of 1-20-11.
Obsetvations during the Life Safely Code Survey P
on 01/20/2011 hetwesn the hours of 12:50 F:‘M [dentification of residents with potential to be
and 3;20 PM, rovealad trash cans where being affected;
used to hold resideni room doors open The
resldent room doors included rooms #11, #28, (2). An audit was completed by the Maintenance
#32, #43, #56 and #66. Furiher observation Director/Assistant Director on 1-21-11 to identify
revealad resident room #21 had a chair biockin any additional resident deors with an impediment.
, ! g
the closing of the door and resident room #46 Identifted doors were corrected by 2-04-11.
would not latch when shut. The observations
ware confirmed with the Maintenance Director. Measures of system changes to prevent
reOCCUTCNCES
During an interview on 01/20/2011 at 12:50 PM, , . Lo
wlith the Maintenance Director he indicated he (1). Resident rooms will be assessed daily during
woulid begin working on removing the team rm.mds to ensure there are no impediments to
impediments to the doore, and the other issues the closing of the doors.
with th ors w ) i i
ol:)tserveat?gnss hich were Identified during the (2).  Staff will be educated by the Maintenance
: Director/Assistant by 2-28-11 on ensuring that no
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029 impediments to the closing of corridor/resident
§6=0 One h fi . doors exist. Staff will also be educated on the use
ne hour fire rated construction (with %4 hour of maintenance request shall any impediments be
fire-rated doors) or an approved automatiic fire found,
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 prOKGG}8 hazardous areas. Whan (3). Maintenance director/Assistant director will
the_approved automatic fire extinguishing system monitor the maintenance log request, report
option is used, the areas are separated from findings during am meeting and correct
other spaces by smoke resisting partitions and impediments identified.
doors. Doors are self-closing and non-rated or
fisld-applied protective plates that do not exceed Monitoring changes/systems to ensure no deficient
48 inches from the hottom of the door are practice:
pormitted.  19.3.2.1
(1). Adminisirater/Maintenance Dircctor will
review team rounding sheets and maintenance log
sheet monthly for compliance, Findings to be
reported in monthly safety meeting and forwarded

Fagi,, [0 QA commitiee for further rccomwendaﬂons

T BRI D
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85=F
Required automatic sprinkler systems are
cantinuously malntained In reliable operating
condition and are Inspected and tested
perlodically. 19.7.6, 4,6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD is not met as evidenced by:
Based on ohservation and interview, it was
determinad the facllity failed to ensure the
Sprinkler Raiser Room was equipped with a
permanent heat source. The deficiency affected
four (4) smoke compariments and had the
potential to effect the facility's sixty residents (60),
and staft. '

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BURDING 01 -MAIN BUILDING 01
, B, WING
185446 01/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
BLUEGRASS CARE & REHABILITATION CENTER
LEXINGTON, KY 40517 :
(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST B PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K 029 Continued From page 2 K029| K029 NFPA 101 Life Safety Code Standard pml
. Corrcctive action for residents affected
This STANDARD is not met as evidenced by: .
Based on observation and interview, it was (1) Mo residents were affected. ‘The
determined:-the facillly failed to ensure all hazard Maintenance shop door has been corrected as of 2-
areas were protected, according to NFPA 04-11 and now has a sef closure on the door.
standards. The deficiency affected one (1) smoke - 4 ah ol to b
compartment. Identification of residents with poteatial to be
) affected:
The findings include: (1) Anauditwill be completed by the
, . Maintenance Director by 2-11-11 to determine any
(h?lt;?rigﬁ;ﬁ):eogigg%? %gllaﬁ;g:}?e T\ﬂhﬁl ::22;226 other doors that meet the criteria for self closure.
- ' ‘ Any identified doors to be corrected by 2-25-11.
offlce did not have a self closer on the doar, This Y Y
area was considereq a hazardous area due too Measures or system changes to prevent
the fuel load being different from that of a heaith FEOCCUITENCES
care facility.
(1.) Maintenance door will be monitored daily to
interview on 01/20/2011 at 3:10 PM, with the ensure self elosure remains intact.
Maintenance Directer, revealed he would place a
self closer on the door. (2) Staff will be educated by 2-28-11 on the
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K082 importance of self-closing doors and the

process of completing a maintenance request
sheet if an identified door does not self-close.

(3) Safety Committee to conduct monthly
walking rounds to ensure that doors leading
to “hazardous areas due to fuel load” have a
working self closer on the door.

Monitoring changes/systems to ensute no deficient
practice:

(1). Safety commitiee will report any findings to
the QA committee monthly for three months for
recommendations and further follow-up as needed.

FORM CMS-2667(02:99) Pravious Verslons Obsolete Event ID: BEWM21
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(K4) I SUMMARY STATEMENT OF DEFICIENCIES D PAOVIDER'S PLAN OF CORRECTION " x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
DEFIOIENGY)
K 062 | Continued From page 3 K 062 K062 NFPA 101 Life Safety Code Standard 2-28-11
The findings include: - Corrective action for residents affected
Qbservation on 01/20/2011 at 1:20 PM, with the (1). Theoriginal heat source was
.| Maintenance Director, revealed the Sprinkler F“P";‘;":s"‘lﬂi‘ a new wall-mounted unit
Raiser Room was being heated with & portable as.of a-La-11.
space heater. Identification of residents with potential to be
, . flected
Interview on 01/20/2011 at 1:20 PM, with the arlecte
Malntenance Director, reveated the wall mounted ' (D). No other Raiser room cxists
heating unit for the Sprinkler Ralser Room had therefore no further potential residents
qguiet working and the portable space heater was 1 tobe affected.
heing used because he had not had the time to
repair it. - Measures or system changes to prevent
reoccuriences
Referonce: NFPA 13 (1998 edition) (1) Raiser room will continue to monitored for
4-2.6.2 Valve rooms shall be lighted and heated. appropriate temperatures during the cold
The source of heat shall be of a permanently ‘ months. Raiser room wilf also be checked
installed type. Heat tape shall not be used in lieu weekly to ensure petmanent heat source is in
of heated valve enclosures to protect the dry pipe working order. Immediate action will be
valve and supply pipe against freezing. taken shall on any findings.
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD K 073 ) _
S8=E {2.) Safety Committee to check Raiser Room on a
No furnishings or decarations of highly flammable: monthly basis to ensure compliance with Life
character are used. 19.7.5.2, 19.7.5.3, 19.7.5.4 Safety Code and NFPA 13,

(3.) Maintenance Director/Assistant Director
educated on NFPA 13 4-2.5.2 by Regional

This STANDARD s not met as evidenced by: Plant Dircctor on 2-04-11.

Based on ohservation and Interview, It was

determined the faclhty failed to ensure Monitoring changes/systems to ensure no deficient

decorations used In the facility were not of a practice:

highly flammable character. The deficiency _

affected ane (1) smoke compariment and the (1). Safety committee will report any findings to
potential to effected the facility's elght (8) the QA committee monthly for three months for .
reeldents, staff and visitors, recommendations and further follow-up as needed.

Tha findings Include:

FORM CM3-2687(02-88) Pravious Varslans Obselele Event ID: BEWM21 Facility ID: 100492 If continuation shest Page 401 8
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B. WING
185448 01/20/2011
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06 1D SUMMARY STATEMENT OF DEFICIENCIES I _ PROVIDER'S PLAN OF CORRECTION (45)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH COARECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.8G IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE, DATE
DEFICIENCY)
K 073 ]| Continued From page 4 KO073| - K073 NFPA 101 Life Safety Code Standard 92811
: Carrective action for regidents affected
Observation on 01/20/2011 at 1:.00 PM, revesled
on the doors of r .ES‘dent.rooms #58 and #52 (1). Mo residents wete affected Decorations of
wreaths were being used as decoratlons: Further resident rooms #58, #52, #60, and #13 have been
| ohservations.revealed on the door of resident treated with noncombustible spray or removed, as
room #860, fiag bunting was being used as a of 1-31-11.
decoratian, and resldent room #13 had several
large pletures and posters on the door, The Identification of residents with potential to be
observatlons were confirmed with the affected
Malntenance Director,
(1). An audit was conducted of decorations on
Interview on 01/20/2011 at 1:00 PM, with the resident doors. Items identified as “highly
Maintenance Directar, revealed that he had ftammable” werc sprayed with noncombustible
became aware of the reguirements for spray, tagged or removed; audit completed 2-07-
decorations about a week ago, but had not il
treated the decorations yet with any type of spray y
to make the decorations noncombustible. casures or system changes to prevent
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147|  Tecccumrences
§5=D . (1). Mainicnance Director/Assistant Director
El_ectncal wiring a“.d eqﬁgme":t ISI g adccogrciagce will conduct staff in-services by 2-28-11 to educate
with NFPA 70, National Electrical Code. 9.1. on the process for residents/familics/staff to notify
: maintcnance prior to a decoration is added to a
door to ensure they are not of highly flammable
character.
. (2). Residents will be notified of the process and
This STANDARD is nat met as evidenced by: aletter will be mailed to responsible parties by 2-
Based on observation and interview, It was 18-11 to further explain the facility process for
determined the facility failed to ensure electrical decorations. It will also be addressed upon
wiring was according to NFPA standards. The admission,
deficlency affected one (1) smoke compartment,
and had the potential to effact two (2) residents, (3). Safely commitice to conduct monthly
staff and rasidents walking rounds to ensure door decorations are
appropriate and tagged.
The findings include: o .
Monitering changes/systems to ensure no deficient
Observation on 01/21/2011 at 3:38 PM, with the practice
Malntenance Director, revealed.in resident room (1), Safety committee will report any findings to
number 55 there was an oxygen nebulizer plug the QA Commiltee monthiy for recommendations
FORM CMS-2667(02-09) Prévious Vorsions Cbeolata Event ID: BEWM21 Facii, and further follow-up as nceded. 1aet Page 6 of 8
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K 147 | Continued From page & ' K 147|  Ki47 NFPA 101 Lifc Safety Code Standard 2281
-28-11
Intc., a power strip. Corrective action for residents affected
Interview on 01{20?'2011 at 3:38 PM, with the (1). Noresidents were affected. Room #55 had
Maintenance Direclor, revealad staff were not to the oxygen nebulizer plugged into the wall outlet,

plug medical eguipment into power strips.
Identification of residents with potential to be
affected

Reference: NFPA 99 1989 edition
{I). Room audits completed by the Maintenance

332120 . Director and Assistant Director on 1-20-11 to

: ensure that medical equipment was not plugged
2. Minimum Nurmber of Receptacles. The number .| inte power strips. Nong identified.
of receptacles shall be determined by the
intended use of the patlent care area. There shall Measures or system changes to prevent
be-sufficient receptacies lecated so as to avoid [E0CCUITences
the need for extension cords or muiltiple outlet

(1).  Weekly audits to be compieted by the
Maintenance Director/Assistant Director/ or team
rounds to ensure compliance with medical
equipment plugged into wall outlets.

adapters.

(2). Maintenance Director/Assistant Director
will conduct staff in-services by 2-28-11 to educate
on the process that medical equipment is not to be
plugged into power strips.

(3). Residents will be notified of the process and
a letter will be mailed to responsible parties by 2-
18-11 to further explain the facility process for
power strips and electrical appliances. It wilf also
be addressed upon admission,

(4). Safety commiltee to conduct monthly
walking rounds tc ensure compliance.

Monitoring changes/systems to ensure no deficient
practice

(1). Safety committee will report any findings to
the QA Committee monthly for recommendations
. and further follow-up as needed.
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