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The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to release a physical
restraint for one (1) of seventeen (17) sampled
residents. The facility failed to provide Resident
#8 with the opportunity to have a physical
restraint released during meals and actlvities.

The findings include:

Review of the facllity's policy, Physical Restraint
Use, revised 03/07 revealed the purpose of
restraint use Is to enhance resident quality of life
by assuring safety while prometing optimal level
of funetion.

interview with CNA#3, on 11/02/11 at 3:60 PM,
revealed usually the staff person that takes .
Resident #8 to the dining room would remove the
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not constitute an agreement by the
facility that the surveyor’s
findings or conclusions are
accurate, that the findings
constitute a deficiency, or that the
scope and severity regarding any
of the deficiencies are cited
correctly. Furthermore, we
request this Plan of Correction
service as our credible allegation
of compliance.
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Review of the medical record for Resident #8
revealed the facllity admitted the resident on
12/08/08 with diagnoses including, Alzheimer's,
Anxlety, Depression, and Delusional Disorder.
Review of the Comprehensive Care Plan
revealed the facility assessed the resident as
requiring the use of a restraint related to
decreased safety awareness, a history of falls
and decreased cognition. The care plan directed
staff to remove the device during supervised
activitles. Review of the Certified Nursing
Assistant (CNA) daily care guide revealed
interventions included a restraint device (Lap
Buddy) while in the wheslchair and to remove the
device during meals and during care.

Observation of Resident #8, on 11/01/11 at 12:50
PM, revealed the resident was sitting up in a
wheelchair in the dining room with staff
attempting to assist the resident with lunch. The
restraint device (Lap Buddy) remained in place
during the entire meal service.

Observation of Resident #8, on 11/01/11 at 2:30
PM, revealed the resident was in the activities
room listening to live music. The restraint device
(Lap Buddy) remained in place.

Observations of Resident #8, on 11/02/11 at 8:45
AM, revealed the residentwas upIn a wheelichair
in the dining room. At 9:10 AM, Licensed
Practical Nurse (LPN) #2 assisted the resident
with breakfast. The restraint device (Lap Buddy)

with a restraint was completed
on 11/4/11 by the Director of
Nursing to ensure all restraints
were removed during meals,
activities and care and no
other residents were affected.
All associates will be re-
educated by the Directort of
Nursing/Assistant Director of
Nursing on the Restraint
Policy with regard to releasing
.of a restraint device (i.e. Lap
buddy) by December 8, 2011,
The Director of
Nursing/Assistant Directox of
Nursing/ Unit Manager/
Charge Nurse/ Nursing
Assistant/ Department
Manager on Dining Room
Duty/Activity personnel will
observe residents during
meals, activities and care to
ensure restraint devices are
removed. A random audit
consisting of two residents
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restraint. If not, then the staff person who 1. Resident #8 restraint (lap

assisted the resident with the meal should take it buddy) has been removed

off. CNA#3 stated it should be removed 30 the during all meals, activities and

resident can get closer to the table. cate

2. A 100% audit of residents
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remained in placs,

Continued interview with CNA#3, on 11/02/11,
revesled she had worked at the facility for eight
(B) years, ahd was assigned to provide care for
Resident #8 today. She stated Resident #8 used
a restraint device (lap buddy) and it should be
removed at all meals, every two (2) hours while
the resident was up, and removed when the
resident laid down. CNA#8 acknowledged the
restraint device had not been removed from
Resldent #8 during observation of two (2) meal
services,

Interview with LPN #2, on 11/03/11 at 8:50 AM,
revealed the restralnt device should be removed
gvery two (2) hours for Resident #8, but she was
unsure if it should be removed for meals. When
LPN #2 was asked about supervised activities,
she stated supervised activities would include
music, bingo and group activitles. After reviewing
the CNA Dally Care Guide and the
Comprehensive Care Plan, LPN #2 stated the
restraint device should be removed for Resident
#8 during meals and supervisad activities.

Interview with CNA#4, on 11/03/11 at 11:00 AM,
ravealed she had worked at the facility for ten
(10) years, CNA#4 stated she was providing care
for Resident #8 on this date. She stated the
restraint device should have been removed when
fhe resident attended supervised activities, when
the resident received care and during meal times.
She stated the reason to remove the restraint
device was to allow ths resident to get relief from
the resiraint, CNA #4 stated they were inserviced
on restraints about six (6) months ago.
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with a restraint will be
F 221 Confinued From page 2 - F 221 completed by the Director of

Nursing/Assistant Director of
Nursing/Unit Manager daily

. times two weeks, weekly
times four weeks, monthly
times 2 months and then
quarterly times 2 quarters to
ensure a restraint device has
been removed at appropriate
times. The results of the
audits will be reviewed in the
monthly Performance
Improvement Committee
Meeting. Revisions will be
made to the systems as
indjcated.

Completion date:
12/09/11
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incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment. s

Acomprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prapared by an
interdisciplinary team, that includes the attending
physician, & registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
gach assessment,

This REQUIREMENT s not met as evidenced
by: ‘
Rased on abservation, interview, record review,
and review of the facility's policy, it was
determined the facility failed to revise the care

Coordinator to indicate the
discontinuation of the
Wanderguards on 11/04/11.
Resident #11 care plan was
revised by the MDS
Coordinator and all non-
applicable interventions
(proper fitting non-skid soled
shoes for ambulating) were
resolved on 11/04/11.

2. A 100% audit of all resident
care plans will be completed
by the Director of
Nursing/Assistant Director of
Nursing/MDS
Coordinator/Assistant MDS
Coordinator for accuracy in
reflection of current resident
status. Any revision necessary
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Review of the CNA training and inservice binder
revealed the last inservice documented for
restraint use was 10/13/10.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280
ss=D | PARTICIPATE PLANNING CARE-REVISE CP ' F 280
The resident has the right, unless adjudged 1. Resident #8 care plan was
incompetent or otherwise found to be revised by the MDS

plapdforttwo R(Z)‘gf ste;\gnrt‘ein (1C 7 saPnl‘uplid will be made during this
residents. Residen ad a Care Plan for . .
wandering with an intervention for a wandergaurd review process. All reviews
that had been discontinued on 03/11/10, will be completed by
Resident #11 had a Care Plan for risk for falls, 12/06/11.
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that included interventions for ambulation,
although the resident had = recent left above the
knee amputation that resulted in the resident -
having a double amputation, and was how non
ambulatory. -

The findings include:

Revlew of the facility's policy Care Planning
Guideline, undated, revealed the care plan
documentation should be specific, clear, pracise,
and all inclusive...to support that skilled care is
reasonable and necessary.

1. Review of the medical record for Resident #8
revealed the facllity admitted the resident on
12/08/08 with diagnaeses including, Alzhelmer's,
Anxiety, Depression, and Delusional Disorder.
The Minimum Data Set (MDS) Annual
Assessment revealed the facility was unable to
complete the Brief Interview for Mental Status
(BIMS). The facility assessed the resident as
having short and long term memaory problems,
The facility assessed the residents mobility as
non ambulatory, transfers with extensive
assistance of two persons, The facility assessed
the resident as having no behaviors. Review of
the Quarterly Assessment dated 08/1 9/11,
revealed the facility assessed the resident as
having behaviors including rejection of care and
wandering.

Review of the Comprehensive Care Plan
revealed the facility developed a care plan for
mpanders", The first approach indicated the staff
were {0 "place monitoring device on the resident
that sounds alarms when the resident leaves the
building”,

Nursing/Assistant Director of
Nursing will re-educate the
Charge Nurses, Activity
Director, Social Service
Director, MDS Coordinator,
Assistant MDS Coordinator,
Dietary Manager and the
Therapy Department Manager
by December 8, 2011 on
initiation and revision of care
plans.

4, All physician orders will be
reviewed by the Director of
Nursing/ Assistant Director of
Nursing/ Unit Manager/MDS
Coordinator/Assistant MDS
Coordinator daily Monday
through Friday in the Clinical
Meeting with care plan
revisions done as applicable.
A random audit of ten orders
and care plans will be
completed by the Director of
Nursing/Assistant Director of
Nursing/Unit Manager weekly
times four weeks, monthly
times 2 months and then
quarterly times 2 quarters to
ensure care plan revision have
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F 280

Review of the Elopement/Wandering Review for

Continued From page 5

Resident #8 revealed the facility discontinued the
“wanderguard” on 03/11/10Q.

Observation, on 11/01/11 at 1:50 PM, of Resldent
#8 revealed the resident was sitting up in a
wheelchair, self propelling up and down the
hallways. The resident had a lap buddy in place
and sensor pad in place, There was no
wanderguard [n place on the resident or the
wheelchair.

Observation, on 11/02/11 at 9:50 AM, of Resident
#8 revealed, the resident was up in the
wheslchair self propelling in the hallways. The
resident had a lap buddy and sensor pad in place.
There was no wanderguard |n place.

Interview with LPN.#2, on 14/03/11 at 9:25 AM,
revealed based on the care plan Resident #8 had
a wanderguard. LPN #2 stated that was not true,
the resident did not have a wanderguard, and
he/she was not an elopement risk. LPN #2 stated
she dign't have much to do with Care Plans only
when she or the other nurses recelve a new
order, they will make up an acute care plan. This
was usually when a resident was started on an
antibiotic. When the staff recsive a new order
there was a yellow copy that went to the morning
meeting, then to the other related departments.

Interview with the Assistant Director of Nursing
(ADON), on 11/03/11 at 9:50 AM, revealed she
was the MDS coordinator from February 2010
until about a month ago. The ADON stated the
MDS staff received copies of all new orders and
update the care plans. She stated she was the

F 280 been made, The results of the
audits will be reviewed in the

monthly Performance

made to the systems as
indicated.

Improvement Committes
Meeting. Revisions will be

C(;mpletion date:
- 12/09/11
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Continued From page 6

person who completed the glopement summary
for Resident #8 on 03/11/10 and discontinued the
wanderguard on the assessment and it should
have baen taken off the care plan. She stated
they do care plan meetings every thres (3)
months or mora often If hecessaty.

2. Review of the medical record of Resident #11
revealed the facility admitted the resident on
12/01/10 with diagnoses including status post
right above the knee amputation, Osteoporosis,
Atrial Eibrillation, Dementia, and Peripheral
Vasoular Disease.

The facllity readmitted Resident#11 on 09/23/11
following a left above the knee amputation,

Review of the MDS Admission Assessment for
the resident on 12/08/10 revealed the faoility
assessed the resident as having short and long
term memory loss, The resident was unable to
complete the BIMS interview. The facllity
assessed the resident as not ambulatory with
extensive assistance of two persons for transfers,
dressing, bed mobility, and hyglene. Review of
the MDS Quarterly Assessment for Resident #11
completed on 10/14/11 revealed the facility had
no changes in the Assessment,

Review of the Comprehensive Care Plan for
Resldent #11 revealed the facility developed a
care plan for risk for falls on 12/08/10.
Approaches included placing the resident ina
fall-prevention program, cue the resident with
verbal reminders not to ambulate or transfer
without assistance, and ensure that the resident
had and wore properly-fitting no-skid soled shoes
for ambulation. These approaches remained on

F 280

L
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‘orders every day and then made the changes fo

i #11 revealed when she completed the residents

Continued From page 7

the care plan following the Quarterly MDS
Assessment complated on 10/16/11 and after
Resident #11 was readmitted to the facllity
following & left above the knee amputation.

Observation of Resident #11, on 11/02/11 at 3:20
PM, revealed the resident laying in bed tilted to
the right side. Two (2) CNA's were providing
incontinent care. Resident #11 was alert, with
inconsistent speech. The resident had bilateral
above the knee amputations.

Interview with the Minimum Data Set (MDS)
Coordinator, on 11/03/11 at 10:50 AM, revealed
she had only been her current position for abaut
one (1) month. She stated the system to update
care plans was she received copies of all new

the resident's care plan.

Interview with the MDS Ceordinatar, on 11/03/11
at 11:85 AM, regarding the care plan for Resident

quarterly assessment she thought she had
removed all the non-applicable Interventions.
She stated the intervention for the resident to
wear properiy-fitting non skid soled shoes for
ambulation was not appropriate for this resident
and it just got missed.

Interview with the Assistant Directar of Nursing
(ADONY), on 11/03/11 at 12:00 FM, revealed she
was responsible to ensure the accuracy of the
MDS's and that the care plan was complete. She
stated she did not go through the care plan
specifically to ensure all interventions were
ourrent. :

483.20(k)(3)(Il) SERVICES BY QUALIFIED

F 280

F 282
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1. Nurse #4 immediately placed

PERSONS/PER CARE PLAN

1

must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to implement Care
Plan interventlons for one (1) of seventeen (17)
sampled residents. The facility failed to ensure
Resident#1 had alarms to the wheelchair per
care plan intervention related to falls.

The findings include:

Review of the facility's policy Care Planning
Guideline, undated, revealed the care plan that
you put together must be implemented by
appropriate/qualified personnel,

Review of Resident #1's clinical record revealed
the facllity admitted the Resident on 03/07/11.
After being sent to the hospital for increased
aggressive behaviors, the facility readmitted the
Resident on 10/24/11 with the following
diagnoses: Dementia, Depression, and
Schizoaffective disorder.

Review of Resident #1's comprehensive plan of

03/21/11, The facility determined the followlng
Interventions were appropriate for Resident #1:

The services provided or arranged by the facility

care revealed High Risk for Falls with an onset on

#all mat on the floor during nighttime with half side

a new alarm. to Resident #1
wheelchair upon being
notified by surveyor on
11/03/11.

2. A 100% audit of all residents
requiring bed and chair alarms
was done on 11/04/11 by the
Director of Nursing/Assistant
Director of Nursing to ensure
the alarm was in place and
working properly. No other
residents were found to be
affected by cited deficiency.

3. The Director of
Nursing/Assistant Director of
Nursing will re-educate all
nursing staff and Department
Managets by December 8,
2011 on the use of safety
alarms and reading and
following the Resident Care
Guide to ensure the alarms are
in place and functioning
properly.

4. All residents requiring alarms
will be observed during
facility rounds done daily by
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rails in the up position; bed alarm; chair alarm;
bed In [the] lowest position; perimetar mattress;
toileted svery 2 hours and as needed; psychiatric
services to evaluate and treat as needed; non
skid socks/footwear; re-educate wife on hot |
providing care; and a wedge cushion to the !
whealchair. Review of the CNA Dally Care
Guide, dated 11/02/11, revealed a chalr alarm
wasg fo be in place.

Observations of Resident #1, an 11/01/11 at 2:45

PM. 3:16 PM'and 4:30 PM, revealed the Resident "

was sitting in the wheelchair without a chair alarm
in place.

Observation of Resident #1, on 11/02/11 at 8:18
AM, revealed two (2) Certified Nursing Assistants
(CNA) assisting the resident with dressing and
transfer to the wheelchair, The CNA's did not
place an alarm on the wheelchair and left the
resident alone in the raom. The Director of
Nursing, observing the transfer at the time, did
not inquire about or replace the alarm.

Continued observation of Resident #1, on
11/02/11 at 9:18 AM, 10:00 AM, and 10:40 AM,
revealed the Resident was sitting up in the
wheelchair without the chair alarm in place.

Observation of Resident #1, on 11/03/11 at 9:00
AM, revealed the resident was sitting up in the
wheelchalr, in the resident's room, without the
chair alarm in place.

Review of the physician orders, dated 10/28/11,
revealed the Resident was to have a bed and
chair alarm in place and staff were to check for
proper functioning every shift,

A BUILDING
B. WING
188149 11/03/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 120 LIFE CARE WAY
LIEE CARE CENTER OF BARDSTOWN
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F 282 | Continued From page 9 F 282 Nursing Assistants/Charge

Nurses/Unit
Manager/Assistant Director of
Nursing/Director of
Nursing/Department
Managers for placement and
proper functioning. A random
audit of 10 residents with an
alarm will be completed by
the Director of
Nursing/Assistant Director of
Nursing/Unit Manger/Charge
Nurse/Department Manager
daily times two weeks,
weekly times foux weeks,
monthly times 2 months and
then quarterly times 2 quarters
to ensure placement and
proper working order of the
alarm. The results of the
audits will be reviewed in the
monthly Performance
Improvement Committee
Meeting. Revisions will be
made to the systems as

indicated.

Completion date;
12/09/11
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| the nurse for 11/01/41 and 11/02/11 Indicating the

Continued From page 10

Review of tha Treatment Administration Record
(TAR), dated 11/2011, revealed the bad and chair
alarm functioning check had been signed off by

alarm was in place and functioning as it should.
However, interview with Licensed Practical Nurse
(LPN) #4, on 11/03/11 at 11:02 AM, revealed she
was not sure if Resident#1 had a physician '
order for a chair alarm and did not know If the
resident had been care planned for a chalr alarm.
When asked if she had signed the TAR verifying
the alarm was in place, she confirmed it was her
signature and stated she signed it out of habit.
The LEN revealed the resident could potentially
fall without anyone knowing if the alarm was not
in place.

Interview with CNA #5, on 11/03/11 at 10:85 AM,
revealed she did not check the Care Guide
provided by the facliity to determine if Resident
#1 was to have an alarm In place. When asked if
the resident was to have a chair alarm, the CNA

revealed she thought it was In place. L

Concurrent observation of CNA#5, on 11/05/11 at
10:55 AM, revealed the CNA was unable to find a
chair alarm for the Resident#1 in the resident's
room. The CNA notified the nurse, who also
searched, and was also unable to |ocate a chair
alarm for the resldent. '

interview with Licensed Practical Nurse (LPN) #4,
on 11/05/11 at 11:02 AM, revealed she was not
sure if Resident #1 was ordered to have a chair
alarm. The LPN further revealed she did not
know if the resident had been care planned for &

F 282
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Continued From page 11

chair alarm. When asked if she had signed the
TAR verifying the alarm was in place, she
confirmed it was her signature and stated she
signed it out of habit. The LPN revealed the
resident could potentially fall without anyone
knowing If the alarm was not in place.

Observation, on 14/03/11 at 11:07 AM, revealed
LPN #4 placed a chair alarm to Resident #1's
wheelchair,

Interview with the Director of Nursing (DON), on
11/03/11 at 11:45 AM, revealed the facility
ensured the care plans were being followad as it
pertains to alarms by placing it on the TAR and
the Care Guide. The DON revealed rounds were
completed 2 to 3 times a week to ensure the
alarms are in place, however, she did not hotice
Resident #1 dld not have an alarm in place for
three (3) consecutive days. The DON revealed
the current system for monitoring the care plan
was not perfect. :
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident recsives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT s not met as evidenced

Based on observation, interview, record review,

F 282

F 323

| 1. Nuzse #4 immediately placed
a new alarm to Resident #1

! wheelchair upon being

! notified by surveyor on
11/03/11.

The Charge Nurse spoke with
the physician for Resident #12
on November 17, 2011
regaxding his wandering and
history of aggressive
behaviors. New orders were
obtained.

F 323
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and review of the facility's policy titled Falls
Management, it was datermined the facility failed
to ensure alarms were in place and adequate
supervislon-was provided for two (2) of the
seventean (17) sampled residents (#1 and #12).
Residant #1 did not have a chair alarm in place
for three (3) consecutive days as care planned
related to & histary of falls. In addition, Resident .
#12 did not have adequate supetvision o prevent
wondering into other resident rooms when the
Resldent had a history of wandering.

The findings include:

Review of the facility's policy titled Falls
Management, not dated, revealed each resident
will be assessed threughout the course of
traatment for different parameters such as:
cognition, safety awareness, fall history, mobility,
sensory status, medications, or predisposing
health conditions that may contribute to fall risk.
An interdisciplinary plan of care will be developed,
implemented, reviewed and updated as
necessary fo reflect each reaident's current safety
needs and fall reduction interventions.

Review of Resident #1's clinical record revealed
the facllity admitted the Resident on 03/07/11.
After being sent to the hospital for increased
aggressive behaviors, the facility readmitted the
Resident on 10/21/11 with the following
diagnoses: Dementia, Deptesslon, and
Schizoaffective disorder. The facility assessed
the resident as a high falls risk, with hine (9) falls
documented since 05/17/11. The facility
assessed the Resident on the Minimurn Data Set
(MDS8), on 09/15/11, as having severely impaired

vision, a cognitive deficit, requlring a 2 person

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION (X8)
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7. A 100% audit of all residents
F 323 | Continued From page 12 F 323

requiring bed and chair alarms
was done on 11/04/11 by the

" Director of Nursing/Assistant
Director of Nursing to ensure
the alarm was in place and
working propetly. No other
residents wexe found to be
affected by cited deficiency.
A 100% audit of all residents
who have been identified as
having wandering behaviors
were observed by the Director
of Nursing/Assistant Director
of Nursing on 11/04/11 for
wandering, staff observation
and timeliness and ease with
redirection. No other residents
wete affected.
All “stop sign baxriers” were
re-positioned on 11/4/11 by
the Maintenance Director to
be visible at sitting level to
deter wandering residents
from entering resident rooms.

3. All licensed nurses will be re-
sducated by the Director of
Nursing/Assistant Director of
Nursing by December &,
2011, on verifying the alarms
in place and functioning priox

|
|
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| AM, revealed the resident was sitting up in the

assist with transfers, bed mobility, and
ambulation, only able to stabilize balance with
human assistance during transition and walking,
requiring the use of a wheelchair for mobility, and
frequently incontinent of bladder.

Revlew of Resident #1's comprehensive pian of
care revealed High Risk for Falls with an onset on
03/21/11. The facility implemented the following
interventions: bed alarm; chair alarmy; non skid
socks/footwear, and a wedge cushion to the
wheelchair.

Obgervations of Resident #1, on 11/01/41 at 2:45
PM and 3:15 PM, revealed the resident was
sitting in the Jounge, listening to muslc, with nd
alarm in place to the wheslchair. At 4:30 PM, the
Reslident was sitting up in the wheelchair, In the
resident's room, with no chair alarm in place.

Observation of Resident #1, on 41/02/11 at @15
AM, revealed two (2) Certified Nursing Assistants
(CNA) assisted the resident with dressing and
transfer to the wheelchair, The CNA's did not
attach a wheelchalr alarm and jeft the resident
alohe in the room. The Director of Nursing was In
the Toom at the time observing the transfer and
did not intervene related to the chair alarm.

Continued observation of Resident #1, on
11/02/11 at 9:16 AM, 10:00 AM, and 10:40 AM,
revealed the resident was sitting up in the
wheelchair without the chair alarm In place.

Observation of Resident #1, on 11/03/11 at 9:00

wheelchair, in the resident's room, without the
chair alarm in place.

Director of Nursing/Assistant
Director of Nursing will re-
educate all nursing staff and
Department Managers by
December 8, 2011 on the use
of safety alarms and reading
and following the Resident
Care Guide to ensure the
alarms are in place and
fumctioning properly.
All associates will be re-
educated by the Director of
Nursing/Assistant Director of
" Nursing on Caring for a
Wandering Resident -
specifically observation,
redjxection, notification
(physician, Director of
Nursing, Assistant Director of
Nursing), documentation,
“stop sign barxier” placement
and placing a resident on
every fifteen minute
observation as needed. All-
education will be completed
by December 8, 2011. The
Director of Nursing will
attend the next scheduled
Resident Council Meeting on
December 7, 2011 to discuss-

(X4) 10
éRép.x (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD 8E
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DEFICIENCY)
‘ to signing the TAR. The
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functioning every shift.

(TAR), dated 11/2011, revealed the nurse had
signed the TAR on 11/01/11 and 11/02/11

and functioning

Review of the CNA Daily Care Guide, dated
11/02/11, revealed a chair alarm was to be in
place.

though she did not attach it or check the Care
resident was to have an alarm in place.
10;55, revealed the CNAwas unable to find a

chair alarm for the Resident in the Resident's
room. The CNA notified the nurse, who also

alarm for the Resident.

was aware the Resident was to have a chair
The CNA revealed without the chair alarm the

The CNA further revealed she did not recall

Review of the physician orders, dated 10/25/11,
revealed the resident was to have a bed and chair
alarm In place and staff were to check for proper

Review of the Treatment Administration Record

indicating the bed and chair alarm were in place

Interview with CNA#5, on 11/03/11 at 10:68 AM,
revealed she thought the alarm was in place even

Guide provided by the facility to determine if the

Concurrent observation of CNA#5, on 11/05/11 at

searched, and was also unable to locate a chair

Interview with CNA #86, on 11/03/11 at 11:00 AM,

revealed she had assisted the Resldent up to the
wheelchair that marning. The CNA revealed she
alarm but did not cheok to assure it was In place.
resident could fall out of the char trying to get up.

having training on falls prevention as it pertains to

|
|
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F 323| Continued From page 14 caps|  With the Residents what to do

- Nursing/Assistant Director of

if a wandering resident enters
youy room.

All residents requiring alarms
will be observed during
facility rounds done daily by
Nursing Assistants/Charge
Nurses/Unit
Manager/Assistant Director of
Nursing/Director of
Nursing/Department
Managers for placement and
proper functioning. A randorm
a audit of 10 residents with an
alarm will be completed by

the Director of

Nursing/Unit Manger/Charge
Nurse/Department Manager
daily times two weeks,
weekly times four weeks,
monthly times 2 months and
then quarterly times 2 quarters
to ensure placement and
proper working order of the
alarm. The results of the
audits will be reviewed in the
monthly Performance
Improvement Committee
Meeting. Revisions will be
made to the systems as
indjcated.
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All rooms with “stop si
F 323 COntinued From page 15 F 323 barriersn Wi]-l Ee Obs,;:‘llig
alarms. . iys .
during facility rounds daily by
Interview with Licensed Practical Nurse (LPN) #4, the Charge Nurses/Nursing
on 114%?1/11 at d11:(t)2 AM, rc?veegetd -;he was r?o‘t ' Assistants/Department
sure If the resident was ordered to have a chair
alarm. When asked if she had signed the TAR Managers for proper
verlfying the alarm was In place, she confirmed it placement.
was her signature and stated she signed it out of A random audit of four rooms
habit. She further revealed she did not have with “stop sign, barriers” will
training on falls prevention as It pertaihs to b leted by the Di
alarms. The LPN revaaled the Resldent could e completed by the Director
potentially fall without anyone knowing if the . of Nursing/Assistant Director
alarm was not in place. of Nursing/Unit
Observation, on 11/03/11 at 11:07 AM, revealed Manager/Department
LPN #4 placed a chalr alarm to Resident #1's Manager to ensure proper
wheelchair, : placement daily times two
. weeks, weekly ti
Interview with the Director of Nursing (DON), on ek W eﬂl_fl’ ltr_nes four
11/03/11 at 11:45 AM, revealed the weeks, monthly times two
interdisciplinary team discussed falls in the months, quarterly times two
morning meetings to determine appropriate quarters, The results of the
interventions for each resident. The DON stated : : - :
each fall was followed by the team for a four (4) audlttilw il b; reviewed in the
week time period. The DON revealed alarms are monthly Performance
placed on the Care Guide to ensure the CNA'S Improvement Commitice
were aware of what was to be put inte place. The Meetine. Revisions will be
DON revealed she manitored for alarms by doing made tgthe ’ t i
a visual check while geing up and down the halls S 0 systems as
but did not notice Resident #1 did not have one in indjcated.
place for three (3) consecutive days. The DON The Charge nurses will
revealed the current system of using the Care document on the 24-Hour
Gulde for communication was flawed. She R d notify the Di
further revealed she does monitor the TAR, but eport and notity the Director
looks for holes where they had not been signed. of Nursing/Assistant Director
The DON revealed she did not have a reason to of Nursing of any wandexing
think a nurse would sign the TAR and not ensure . N
: the Alarm was in place. She further revealed the behaviors that required 15-
B A
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£ 323 , e minute observation and/or
? Oﬂlttlc l:‘efé Frotmrpa%e :iE:r' ining to the facllity staff FaE resulted in aggressive
- | facility had not provided trainin ac! : . . ,
on falls prevention as [t pertains to the application bt?havmr by the ?:es1dent'. The
of alarms. Director of Nursing/Assistant
‘ Director of Nuxsing/Unit
2. Review of the medical record of Resident #12, Manager will review those
revealed the facllity admitted the resldent on : 1o
01/25/10 with diagnoses of Dementia, Ariety, residents charts daily Monday
Bahaviors, and Physical Abuse. On 01/27/11 through Friday for
Resident #12 was care planed for combative documentation, notification of
behaviors and staff identified that Resident #12 hysician, following and/or
was difficult to re-direct. An interdisciplinary plan P hy . t, the car g1
of care problem identified on 08/23/11 revealed chang stothe € pan .
Resldent #12 rolled himself/herself sitting in a interventions. A random audit
wheelchair Into unauthorized areas, resident of two residents who have
roomms, and staff offices, Behaviors were . . .
dentified which described Resident #12 as been identified as having
aggressive at times. : wandering behav1c?rs will be
observed by the Director of
Observations, on 11/03/11 at 8:30 AM, revealed Nursing/Assistant Director of
Resident #12 was sitting by the nurses station on Nursing/Unit
" the 300 hallway. Resident #12 would sit quietly for ursing/Unx
several minutes and then propel the wheelchalr to Manager/Department
another area in the hallway. Manager for Wandering, staff
Interview with Resident #5, on 11/3/11 at 8:10 observation and timeliness
AM, revealed Resident #12 had come into hisfher 9«}1‘1 ease with redirection daily
badroom during the night and was sitting next to times two weeks, weekly
the Resldent #5's bed. Resident #5 stated this times four weeks, monthl
behavior made him/her uncomfortable and fime g thk ’ dth y
he/she asked Resident #12 to leave the room. imes 2 months and then
Resident #12 did leave the room as rsquested. quarterly times 2 quarters.
Resident #5 also reported this to the nurse on The results of the audits will
g:t#\;ehowever, did not remember the nurses be reviewed in the monthly
' . Performance Improvement
Interview, on 14/3/11 at 9:15 AM, with the Director Committee Meeting.
of Social Sevices revealed she was aware of Revisions will be made to the
' 's W ing. | diti stated, . 4 lction date:
Resident #12's wandering. In addition she systems as in dicated. Com{)z?o ;/l;l a
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' [nterview, on 11/03/11 at 11:40 AM, with the

Continued From page 17 \

staff are to re-direct Resident #12. She was
unaware Resident #12 was entering other
resident's rooms.

Interview with Nurse #7, on 11/02/11 at 10:30 AM,
revealed Resident #12 was re-directed from
another residents room around 9:00 AM the
morning of the second (2nd) She further stated
Resident #12 wandered and enterad other
resident rooms.

Interview with Nurse #4, on 11/03/11 at 10:49 AM,
revealed Resident #12 wandered Into other
residents’ rooms. She further stated the "STOP"
barrers do not keep Resident #12 from ehtering
a resident's room, because he/she bends gverin
the wheelchair and passes under the barrier.
Nurse #4 also stated residents that attempt to
elope or that have aggressive behaviors are put
on fifteen (15) minute watch's.

Observation of the "STOP" barrier, on 11/03/11 at
11:00 AM, revealed the barrier was above the
waistling of a 5"7" person.

Interview with the DON, on 11/03/11 at 11:08 AM,
revealed she felt the "STOR" barriers wouid
prevent a resident from wandering into another
resident's room. She further added Resident #12
often came to her office and If Resident #12
became restless during the night, staff woulid get
the resident up and place the resident ina
wheslchair. The DON had not recelved any
reports of Resldent #12 entering residents’ rooms
at 1:00 AM In the morning.

ADON confirmed Resident #12 had aggressive

F 323
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ss:r—"i STORE/PREPARE/SERVE - SANITARY

; The facllity must -

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

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

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and review of
the facility's policy's titled Using the Cleaning
Schedule and Cleaning Procedures and Cleaning
and Caring for Equipment, it was determined the
facility failed to ensure sanitary canditions the
meat slicer and mixer which were soiled, covered
and ready for use.

The findings include:

Review of the facility's policy titied Using the
Cleaning Schedule and Cleaning Procedures, not
dated, revealed responsibiiities of each associate
are to ensure that an item or area has been
cleaned appropriately before initialing that the
task has been completed. Each associate is
frained how to clean and sanitize all equipment
and areas of the department. Be sure that each

*4) D | SUMMARY STATEMENT Of DEFICIENGIES o | PROVIDER’S PLAN OF CORREGTION (X5)
PREFIX (SACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX I (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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| DEFICIENCY)
F 323 | Continued From page 18 F 323
behaviors at times and at times it was diffleult to
re-direct Resident #12. The ADON also,
confirmed Resldent #12 had the potential to be
aggressive towards another resident.
F 371 | 483.35(i) FOOD PROCURE, Fari| F371

1. The Dietary Manager

sanitized the mixer and meat
slicer immediately upon
notification by the surveyor
on 11/01/11.

The Dietary Manager visually
inspected all appliances in the
kitchen on 11/01/11 and no
other appliances were found
to be effected.

All dietary associates were re-
educated by the Dietary |
Manager and the Registered -
Dietician on November 22,
2011 regarding sanitation
procedures for all kitchen
equipment.

The Dietary Manager will
review and sign the Daily
Cleaning Schedule Log for
completion daily Monday !
through Friday. A random
audit by visual inspection of
four kitchen appliances will
be completed by the Dietary
Manager/Registered
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itern is as clean as it should be.

Review of the facility's policy titled Cleaning and
Caring for equiprnent, not dated, revealed kitchen
staff are to clean equipment and utensils
thoroughly after each use, Protect equipment by

| covering it when not in use or while In storage to

protect It from splashing, dust, and other means
of contamination. ’

Observation during the initial kitshen tour, on
11/01/11 at 9:15 AM, revealed a large mixer
sitting on the counter covered with plastic. A
yellow, creamy textured substance was found on
the back of the mixer and on the splash guard of
the mixer. A meat slicer was noted on the
preparation counter covered with plastic. A
cream colored substance was splattered behind
the blade and on the blade lever.

Interview with the Dietary Manager, on 11/03/11
at §:40 AM, revealed the meat slicer and the
mixer should be cleaned after each use and
covered by the person assigned on the cleaning
sehedule. The Dietary Manager further revealed
monitoring was completed by doing sanitary
audits weekly at random times.

Review of the sanitary audit revealed cleaning
and storage of the mixer and slicer are included
on the audit, Review of the cleaning schedule for
the slicer and the mixer revealed both were
sighed off as clean by the evening staff on
10/31/11, and by the morning staff on 11/01/11.

Continued interview with the Dietary Manager, on
11/03/11, revealed the audit was not completed
for the week, The Dietary Manager further

monthly Performance

made to the systems as
indicated.

to ensure properx sanitation
weekly times four weeks then
monthly for three months then
randomly. The results of the .
audits will be reviewed in the

Improvement Commuttee '
Meeting. Revisions will be ‘

Completion date:
12/09/11

L
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revesled the the Dietary asslstant that cleaned
the meat slicer was not trained how to properly
olean the slicer. The Dietary Manager stated the
system for monitoring the cleanliness of the mixer
and meat slicer had been working, but feels the
staff are slacking off on proper cleaning
procedures. The Dietary Manager indicated there
was a potential for infection and food bourne
jliness and stated ultimate responsibility for the
sanitary conditions of the kitchen area.

F 431 | 483.60(b), (d), (¢) DRUG RECORDS, F431] F431

| The facility must employ or obtain the services of Nursing corrected all thr‘ee
a licensed pharmacist who establishes a system medication carts immediately

L of records of receipt and disposition of all upon notification by the
controlled drugs in sufficient detail to enable an
aceurate recongiliation; and determines that drug surve);or on .11/ 02/11.
records are in order and that an account of all 2. A 100% audit of all
controlled drugs is maintained and periodioally medication carts was
reconcied. completed on 11/3 and
Drugs and biologicals used in the facllity must be 11/4/ ‘11 by the Director _Of
labeled in accordance with currently accepted Nursing and all medications
professional principles, and include the were found to be stored
appropriate accessory anhd cautionary roperly
instructions, and the expiration date when prap '

3. All Licensed nurses will be
‘ re-educated by December 8,
In accordance with State and Federal laws, the 2011 by the Director of

facllity must store all drugs and biologicals in . . ,
locked compartments under proper temperature Nursing/Assistent Director of

controls, and permit only authorized psrsonnel to Nursing on Drug Storage
have access to the keys. " Policy.

applicable.

The facility must prbvide separately locked,
parmanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
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Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the faciity uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced

Y. ‘

Based on observation, interview, and review of
the facllity's policy Medicatlon Storage and
Security in the Facliity, it was determined the
facility failed to properly store medications,
Observation revealed oral medications were not
separated from medications intended for external
use for three (3) of four (4) medication carts on
the East and West Wings.

The findings include:

Review of the facility's policy regarding storage of
medications Medication Storage and Security in
the Faoility, (revised 06/08), ravealed medications
and biologicals are stored safely, securely, and
properly following manufacturer's
recommendations of those of the supplier....
4),Orally administered medications are kept
separate from externally used medications (e.g.,
suppositories, liquids, iotions, and tablets......8).
Eye medications are kept separate from ear
medications.

Intetview with the Medication Nurse, LPN #3, on
11/02/11 at 2:35 PM, revealed the Exelon
Patches were usually kept with the oral

medications, and stated the rest of the

1
il

- Nursing/Assistant Director of

(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES o) PROVIDER'S PLAN OF GORRECTION (x5)
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DEFICIENCY)
. The Director
F 431 | Continued From page 21 F 431 of

Nursing/Unit Manager will
observe all medication carts
daily Monday through Friday
during facility rounds for
proper medication storage. A
random audit of two carts will
be completed by the Director
of Nursing/Assistant Director
of Nursing/Unit Manager to
ensure proper medication
storage weekly times four
weeks, monthly times 2
months and then quarterly
times 2 quarters. The results
of the audits will be reviewed
in the monthly Performance
Improvement Committee
Meeting. Revisions will be
made to the systems as

indicated.

Completion dater
12/09/1]

FORM CMS-2667(02-99) Pravious Versions Obeolele

Event ID: T3Q814

Faciity ID: 100488

if continuatlon sheet Paga 22 of 27

PAGE 24/29




12/87/2011 16:46

15823490300

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE

& MEDICAID SERVIGES

LCCBARDSTOWN PAGE 25/29

PRINTED: 11/16/2011
FORM APPROVED
OMB NO. 0938-0391_

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

X1 PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

4185149

(%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BUILDING COMPLETED

W
B WING 11/0312014

NAME OF PROVIDER OR SUPPUIER

LIFE CARE CENTER OF BARDSTOWN

| $TREET ADDRESS, CITY, STATE, ZIP CODE
420 LIFE CARE WAY

BARDSTOWN, KY 40004

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION | {x5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE | OATR .
DEFICIENCY) ]

medications shoulld
drawer.

the facility.

medications shoutd

F 431 | Continued From page 22

Interview with Medication Nurse LPN #1, on
11/02/11 at 2:55 PM, revealed the patches, eye
drops, inhalers, and ear drops should be stored
separately, The LPN stated the Unit Manager
was respansible for checking all the medicatioh
carts; in addition, the Pharmacy Consultant, who
visits monthly for drug reviews, is responsible for
checking the medication carts during their visit to

Interview with the Dirsctor of Nursing, on 1112111
at 2:45 PM, revealed all patchas, suppositories,
eye, and ear medications should be stored away
from the oral medications.

Interview with the Administrator, on 11/03/11 at
10:30 AM, revealed that oral and external

An inspection of the West Wing Medication Cart
#2. on 11/02/11 &t 2:30 PM, revealed two (2) vials
of Flonase Nasal spray, six (6) Dulcolax
suppositories, and one (1) Exelon patch were
stored with the oral medications.

Further inspection of the East Wing Medication
Cart #1, on 11/02/11 at 2:50 PM, revealed one (1)
box of four (4) Estradiol Patches, sixteen (18)
Exelon Patches, and an empty body of
Transderm Scopolamine Patches stored with the
oral medications. Review of East Wing
Medication Cart #2 revealed one (1) Lidoderm
patch, one (1) bottle Caicitine Salmon nasal
spray, two (2) bottles of Ear Drops, and two (2)
boxes of Exelon Patches stored with the oral

be kept together in ancthet

be separated.

F 431
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Continued From page 23
medications.

Continued interview with the Administrator, on
11/03/11, revealed there was a new Unit Manager
responsible for checking all the drugs. The
Administrator stated there had been several new
positions filled in the nursing department and
many wers still learning. The Administrator
further revealed Pharmacy was responsibie for
checking the carts monthly, but it had been about
a month since the Pharmacy Consultant had last
been in the facility. '

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an -
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmiasion
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which if ~

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decldes what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related fo infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions

F 431

F 441

F 441

1.

A new ice scoop and
container was provided at the
beverage station immediately
upon notification from the
surveyor on 11/03/11.

A 100% audit of all ice scoops
was done by the Director of
Nursing/Assistant Director of
Nursing on 11/04/11 and all
scoops were stored properly.
All associates will be re-
educated by the Director of
Nursing/Assistant Director of
Nursing on the Infection
Control policy related to
proper storage of the ice
scoop by December 8, 2011.
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L—

from direct contact with resldents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Parsonnel must handle, store, process and
trangport linens 0 as to prevent the spread of
Infection, )

This REQUIREMENT is not met as evidenced
by
Based on observation, Interview, and review of
the facility's policy litled Ice Chest and lce
Machines, it was determined the facility failed to
follow their policy related to the storage of the ice
scoop during two (2) of three (3) meal
observations and an activity.

The findings include:

Review of the facility's policy tifled lce Chests and
lce Machines, dated 08/21/04, revealed ice
scoops used should be smooth and Impervious
and should be kept on an uncovered stainless
steel, Impervious plastic, or fiberglass tray on top
of the chest or in @ mounted holder when not in
use.

Observation, on 11/02/11 at 10:18 AM, of an
activity in the dining room revealed a clear plastic
ice container, with the ice scoop stored in the ice,
sitting on the beverage counter. Staff were

(x4) 10 SUMMARY STATEMENT OF DEFICIENCIES ID FROVIDER'S PLAN OF CORREGTION {X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 441| Continued From page 24 £441 4. The Dietary Manager/Meal

f Manager/Activity personnel
will observe the beverage
station during meals and
activities for proper storage of
the ice scoop daily. A random
audit of one ice scoop will be
completed by the Dietary
Manager/Meal Manager 1o
ensure proper storage daily
times two weeks, weekly
times four weeks, monthly
times 2 months and then
quartetly times 2 quarters.
The results of the audits will
be reviewed in the monthly
Performance Improvement
Committee Meeting.
Revisions will be made to
systems as indicated.

Completion date:

12/09/11
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Continued From page 25

observed periodically reaching into the container
to relrieve the ice scoop to prepare beverages for
the residents In attendance, then returning the
scoop back Into the ice container.

Observation of the meal service, on 11/02/11 at
11:10 AM, revealed two (2) Certified Nursing
Assistants (CNA) storing the ice scoop In the ice
on the beverage counter in the dining room after
preparing beverages for both the first and second
seating.

Observation of the meal setvice, on 11/03/11 at
8:30 AM, revealed the ice scoop being stored in
the ice In the dining room.

Interview with CNA#1, on 11/03/11 at 8:30 AM,
revealed the dietary department usually sets out
the ice container with the scoop stored inside the
ice. The CNA revealed a potential for infection by
using the scoop then storing it back in the
container.

Interview with CNA#8, on 11/03/11 at 8:356 AM,
revealed the Distary Depariment set up the ice
container on both 11/02/11 and 11/03/11. The
CNA revealad a potential for cross-contamination
and infection by storing the ice scoop in the ice.
The CNA further revealed she had not been
trained on proper storage of the ice scoop of
facility policy.

Interview with the Dietary Aide, on 11/03/11 at
8:36 AM, revealed he sat up the lce container for
the marning meal service, He stated the ice
scoop was Usually kept in a separate bucket, but
he had hever been told he could not just placs It

in the ice container. The Dietary Aide revesled

F 441
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F 441

Continued From page 26

storing the ice scoop in the container could
potentially cause infection problems.

Interview with the Dietary Manager, on 11/03/11
at 8:40 AM, revealed the Kitchen sets up the
beverage counter with the ice container. The
Distary Manager revealed the ice scoop should
be stored in a pitcher covered with plastic wrap.
The Dietary Manager stated the staff had been
trained, but the facility had not had an in-setvice
on the storage of the ice scoop. The Dietary
Manager revealed improper storage of the ice
scoop could potentially cause problems with
infection control.

Interview with the Director of Nursing (DON), on
11/03/11 at 11:45 AM, revealed she was not
aware CNA's were storing the ice scoop in the ice
container in the dining room, The DON revealed
she thought all the staff was aware of the proper
storage of the ce scoop. She further revealed
she had not noticed the scoop being stored In the
iae during meal observations, but had only been
monitoring the storage of the scoop on the
nursing units.

F 441

FORM CM$:2567(02-98) Previous Varsions Obsoleta Evanl |D: TAQ811

facility ID: 1004B8 If continuation sheet Pags 27 of 27




12/87/2811 16:41

15023490900

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

L CCBARDSTOWN

- PRINTEDR: 111

. FORM APPROVED
OMB NO. 0938-0391

PAGE 02/14

6/2011

)
CTORS OR PR?‘WRESENTATIVE'S SIGNATURE

i2//y

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. ' A BUILDING 04 - MAIN BUILDING 01
8, WING
- 186149 11/01/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIFE CARE CENTER OF BARDSTOWN 120 LIFE CARE WAY
BARDSTOWN, KY 40004
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIZER'S PLAN OF GORRECTION {Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG - GRQSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|_._K.000 | INITIAL COMMENTS K 000| This Plan of Correction is submitted
e ‘under-FPederal-and-State regulations L
CFR: 42 CFR 483.70(a) and status applicable to long term
care providers. This Plan of
BUILDING: 01 Correction does not constitute an
) admission of liability on the part of
PLANAPPROVAL: 1978 the facility and such lability is
SURVEY UNDER: 2000 Existing hgreby denied. The submission of
this plan does not copstitute an
FACILITY TYPE: SNF/NF agreement by the facility that the
. surveyors’ findings or conclusions
TYPE OF STRUCTURE: One (1) story, Type V. are accurate, that the findings
(000) . .
constitute a deficiency, or that the
SMOKE COMPARTMENTS: Eight (8) smoke scope and severity regarding any of
compartments. the deficiencies are cited comectly.
_ ‘ ) Purthermore, we request this Plan of
FIRE ALARM: Complete fire alarm system with Correction to service as our credible
heat and smoke detectors, allegation of compliance.
SPRINKLER SYSTEM: Complete automatic (dry)
sprinkler system.
GENERATOQR: Type Il generater. Fuel source is
propane gas.
A standard Life Safety Code survey was
conducted on 11/01/11. Life Care Center of
Bardstown was found not in compliance with the
requiresments for participation in Medicare and
Medicaid. The facility Is licensed for one-hundred
(100) beds and the census was eighty-four (84)
on the day of the survey.
The findings that follow demonstrate
noncompliance with Title 42, Code of Federa)
Regulations, 483.70(a) et =eq. (Life Safety from
Fire
LABO DIRE

Any def}oie y gtatement ending with an asterisk
other safegiar

following th

- days following the dete these chuments are made available lo the facllity. If deficlencles are citad, an approved

program participation.

‘ . (™) danotes a daficiancy which the institution may be excused from eorrecting providing it is determined
provide sufficlent protection to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

ate of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
orrestion s equisite-to-contiged
" gz % . 3 g %, /

lhat

FORM CMS8-2567(02-89) Previous Verslons Obsolate

Evanl ID:T0Q821

Facllity 101 100488

tof11 -




12/87/2p11

16:41 15823430308

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

LCCBARDSTOWN

PRINTED: 11/16/2011
FORM APPROVED
OMB NQ@, 0938-0381

PAGE ©3/14

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPELIER/GLIA
IDENTIFICATION NUMBER!

185148

(X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
. COMPLETED
A.BUILDING 01 - MAIN BUILDING 01
B. WING
11/01/2011

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF BARDSTOWN

STREET ADDRESS, CITY, STATE, ZIP CODE
120 LIFE CARE WAY

BARDSTOWN, KY 40004

88=D

-eight (8) smoke compartments, residents, staff,

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD Is not met as evidenoced by:
Based on observation and interview, it was
determined the facility failed to ensure hazardous
areas were maintained according to Natienal Fire
Protection Association (NFPA) Standards. The
deficiency had the potential to affect one (1) of

and visitors. The facility is licensed for
one-hundred (100) beds, and the census was
eighty-four (84) on the day of the survey.

The findings include:

Observation, on 11/01/11 at 8:30 AM, with the
Maintenance Director revealed the ceiling in the
Cantral Mechanical Room had been penetrated
by cables and data lines. The room was not

(%4 ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (RACH CORRECTIVE ACTION SHOULD 88 COMPLETION
TAG REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFFROFRIATE DATE
' DEFICIENCY)
K000 Gontinued From page 1 K 000
Deficiencies were cited with the highest K029
deficiency identified at F level,
K029 | NFPA 101 LIFE SAFETY CODE STANDARD KQ29| 1. The ceiling in the Central
Mechanical room penetrated

by cables and data lines was
sealed with fireproof silicone

on 11/1/11.

2. No other areas were
jdentified that needed to be
sealed,

3, Maintenance will oversee the

installation and repairs in the
facility provided by outside
contractors. Upon the
completion of any service by
contractors, Maintenance
will ensure that no holes
were created within the fire
rated constraction. Any
areas identified will be
sealed immediately.

4. Maintenance Supexvisor
and/or Maintenance
Assistant will audit 50% of
the ceilings in the facility to

" ensure the fire rated
construction has not been
compromised. Each audit
will consist of the
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K029 | Continyed Frompage2 .~~~ | K029 | Maintenance Supervisor or
sealed to resist the passage of smoke. Mainfenance Assistantto ;
Interview, on 11/01/11 at 8:30 AM, with the Ehg’smaéiy ;.mpectt Eihe Ce‘imgs. o
Maintenance Director revealed he was unaware TSUIC 1€ 111E rated construction
the holes in the ceiling had not been sealed has not been compromised.
smoke tight. Auditing will be completed

weekly for two months, semi-
_ ) monthly for two months and
Reference: NFPA 101 (2000 edition) then monthly thereafter.
19.3.2.1 Hazardous Areas. Any hazardous areas Executive Director will review
shall be safeguarded dudit findings from Maintenance
by a fire barrler having a 1-hour fire resistance Supervisor and/or Maintenance
rating ‘ ‘ _ Assistant weekly for two
Z;{f::ﬂ, Isjr?; r!:éos\/;gteefﬁn W&h an automatic months, semi-monthly for two
accordance with 8.4,1, The automatic months and then monthly
extinguishing shall be thereafter. The Perfqnnancta
permitted to be in aceordance with 19.3.5.4, Improvement Committee will
Where the sprinkler review the monthly findings for
option is used, the areas shall be separated from trends/needs for continued need
other ’ . o of audits.
spaces by smoke-resisting partitions and doors.
The doors
shall be self-closing or automatic-closing. December 9,20
Hazardous arsas
shall include, but shall not be restricted to, the
j following:

(1) Boller and fuel-fired heater rooms
(2) Central/bulk laundries larger than 100 f2 (9.3
m2)
(8) Paint shops
(4) Repair shops
(5) Soiled linen rooms
(6) Trash collection rooms
(7) Rooms or spaces larger than 50 ft2 (4.6 m2),
including
repair shops, used for storage of combustible
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J-- . K029| Continued Frompaged .. K 029
supplies comm
and equipment in quantities deemed hazardous
by the
authority having jurisdiction
(8) Laboratories employing flammable or
combustible materials
in quantities less than those that would be
considered :
a severe hazard.
Exception: Doors in rated enclosures shall be
permitted to have nonrated,
factory- or field-applied protective plates
extending not more
than 48 in. (122 ¢m) above the bottom of the
door. K-051
K 0581 | NFPA 101 LIFE SAFETY CODE STANDARD K051 ™"
§8=D )
A fire alarm system with approved components, 1. The fire alaym pull station
devices or equipment is installed according to located near the exit in kitchen is
NFPA 72, National Fire Alarm Code, to provide now accessible as the storage
effective warning of fire in any part of the bullding. rack was moved from that
Activation of the complete fire alarm system is by focati
manual fire alarm Initiation, automatic detection or 0canorl.
extinguishing system operation. Pull stations in )
patient sleeping areas may be omitted provided 2. No otber fire alarm pull stations
‘that manual pull stations are within 200 fest of . were idenrified to be
nurse's stations. Pull stations are locatsd in the inaccessible.
path of egress. Electronic or written records of ‘
tests are available. A reliable second source of . . .
power Is provided. Fire alarm systems are 3. All staff will be in-serviced by
maintained in accordance with NFPA 72 and December 8, 2011 by Director of
records of maintenance are Kept readily available. Nursing and/or Assistant
There is remote annunciation of the fire alarm Director of Nursing to
system to an approved central station,  19.3.4; understand that fire alarm pull
96 stations must be accessible and
_not be blocked by any
equipment or fumiture.
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This STANDARD Is hot met as avidenced by.
Based on observation and interview it was
determined the facllity failed to ensure a building
fire alarm system's initiating device was
maintained as required by NFPA standards. The
deficlent practice had the potential to affect one
(1) of eight (8) smoke compartments, residents,
staff and visitors. The facliity Is llcensed for
one-hundred (100) beds with a census of
eighty-four (84) on the day of the survey.

The findings include:

Observation, on 11/01/11 at 10;35 AM, with the
Maintenance Director revaealed the fire alarm pull
station located near the exit from the Kitchen, ,
was obstructed by a storage rack and determined
to be inaccessible.

Interview, on 11/01/11 at 10:36 AM, with the
Maintenance Director revealed there was a lack
of space within the Kitchen and the storage rack
should be relocated to galn access to the pull
station in the event of an emergency.

Reference; NFPA 72 (1999 Edition).

2-1.3.3 Initiating devices shall be installed in all
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B, WING
185149 11/01/2011
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LIF R R OF BARD BARDSTOWN, KY 40004
4 D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PRERIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD 88 COMPLETION
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. |- K081| Continved Frompage 4 K 051

Maintenance Supervisor and/or
Maintenance Assistant will audit
100% of the fire alarm pull
stations in the facility to ensure
the accessibility has not been
cornpromised by physically
. inspecting each fire alarm
pull station, Auditing will be
completed weekly for two
_months, semi-monthly for
two months and then
. monthly thereafter,
Executive Director will
review audit findings fromn
Maintenance Supervisor
and/or Majntenance
Assistant weekly for two
months, semi-monthly for
two months and then
monthly thereafter. The
Pexformance Improvement
Committee will review the
monthly findings for
trends/meeds for continued
need of audits.
December 9, 2011

i |
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This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to test the fire alarm system quarterly per
NFPA standards. The deficiency had the potential
to affect each of the sight (8) smoke
compartments, residents, staff, and visitors. The
facility Is licensed for one-hundred (100) beds
with a census of alghty~four (84) on tha day of the
survey.

Findings include:
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oty 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
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|- K051 | Continued From page & K051
areas whers T S i -
required by other NFPA codes and standards or
the authority .
having jurisdiction, Each installed initiating device
shall be
accesslble for periodic maintenance and testing.
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052| .
85=¢ K-052°
A fire alarm system required for life safety.ls
installed, tested, and maintained in acsordance 1. No residents were affected
with NFPA 70 National Electrical Cod.e and NFPA by cited deficiency.
72. The system has an approved maintenance
and testing program complying with applicable .
requirements of NFPA70and 72, 9.6.1.4 2, No residents were affected
by cited deficiency.
3. Executive Director identified

that prior two quarters of Fire
Alarm System Testing was
not completed as required
including 4% quarter 2010
and 1% quarter 2011. Upon
notification to Fire Alarm
Company,
miscomamunication from
company and facility had
occurred and Fire Alarm
Company did not pexform
required testing. Fire Alarm
Company re-initjated testing
on 8/29/11 with no issues
identified during testing.
Scheduled dates for quarterly
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Required automatic sprinkler systems are.
continuously maintalned in reliable operating
condition and are inspected and tested
periodically. 190.7.6, 4.6.12, NFPA 13, NFPA 25,
0.7.8

A-BUILDING 01 - MAIN BUILDING 01
185149 . WiNG 11/01/2011
NAWME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZIP CODE '
120 LIFE CARE WAY
LIFE GARE CENTER OF BARDSTOWN BARDSTOWN, KY 40004
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION X6)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
o T inspections for the remainder of
K 052 .
. K052 Continued From page oo %21 2011 included 11/7/2011 and
Record review of the Fire Alarm System, on W?S completed aS_SChefiijllzd
11/01/14/11 at 1:18 PM, revealed no with no concerns identl led.
doctimentation that the facllity's Fire Alarm 2012 was schednled by Fire
System had been tested quarterly per NFPA Alarm Company and Executive
requirements. The records indicated the System Director to ensiire proper testing.
was previously tested in September, 2010 during : : ;
the third quarter of 2010. In addition, two (2) %\fiam;enance 'Supgr;rls(zr iﬁ:‘_ﬁe
quarterly tests had been completed in May 2011 ist of upcoming dates to
during the second quarter and in August testing completed within
2011during the third quarter, required time frame,
Interview, on 11/01/11 at 2:30 PM, during the exit 4 Maintenance Supervisor has
conference with the Administrator and the ) .
Maintenance Directar, revaaled there wag a dates for upcoming 2011 ar}d
misunderstanding with the facility and the 2012 fire alarm systemn testing.
company contracted to perform the inspections. Maintenance Supervisor will
As a result, two (2) quarterly inspections / testing contact Fire Alarm Company by
had not been performed. the next business day if the fire
alarm system testing has not
been completed as scheduled.
Reference: NFPA 101 (2000 edition), Verification that quartedly fire
alarm testing was completed will |
9.6.1.4. A fire alarm system required for life safety be audited by the Mainrenance |
shall be installed, tasted, and maintained in Supervisor by reviewing and
accordance with the applicable requirements of o :
NFPA 70, National Electrical Code, and NFPA 72, ‘Iﬂg“‘“gt_co“ﬁpleti‘ti F‘Crle Alarm
National Fire Alarm Code. nspection Report an
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 082 reviewed/signed by the

Executive Director on a
quarterly basis. The Performance
Improvement Committee will
review the quarterly findings for
trends/fieeds for continued need
of audits.

December 9, 2011
| |
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K 062 | Continued From page 7 17 Kosz| K062
This STANDARD s not met as svidenced by: 1. Facili'_ij" E"‘C"-éﬁéd' SiEn éléai'/e K
Based on observation and interview, it was type fire extinguisher in the
determined the facility failed to ensure fire kitchen indjcating it is the
extinguishers had the proper signage according secondary method for
to NFPA standards. The deficiency had the extinguishing fire, afier the
potential to affect one (1) of eight (8) smoke ranee hood extinedisher i
compartments, residents, staff, and Visltors. The Fange hood extinguisher is
facility is licensed for one-hundrad (100) beds, tnitialized.
and the census was eighty-four (84) on the day of
the survey., 2. No other X type fire
The findings include: extinguishers in the facility.
3. Maintenance Supervisor was
Observation, on 11/01/11 at 10:30 AM, with the in-serviced by Executive
Maintenance Director revealed the porfablg "K'=™ '~ Directoron 12/1/11 —
type fire extinguisher located next to the exhaust ding the K-tyoe fi
hood In the kitchen, did not have the required regarding the X-type lure
signage on display. extinguisher is the secondary
. means, after the fire
Interview, on 11/01/11 at 10:30 AM, with the protection range hood
of the oqurement that sl e t bo diep oyec extinguishing system, for
nearthe "K' type fire extinguisher that stated extmg/mil;mg da flril(}n the
the fire protection system shall be activated prior range/grill and need for
to using the fire extinguisher. appropriate signage. Dietary
staff will be in-serviced by
Reference: NFPA 10 (1998 edition) December 8, 2011 by Dietary
. Manager and/or Maintenance
-3.2, b ‘ ;
;r;)e:;rzt;eA placard shall be conspicuously placed Supervisor as to the K type
extinguisher that states that the fire protection
systemn shall be See attached sheet
activated prior to using the fire extinguisher. v
K 130+ NFPA 101 MISCELLANEOUS K130
SS=E
OTHER LSC DEFICIENCY NOT ON 2786

PAGE @89/14
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K-062 (continued)

fire extinguisher is the
secondary means, after the
fire protection range hood
extinguishing system, for
extinguishing a fire on the
range/grill. All staff will be
in-serviced by December 8,
2011 by Director of Nursing
and/or Assistant Director of.
Nursing regarding the
extinguishing systems in the
kitehen incliding tHe fire

. ....—Protection range hood . ... " e,
extinguishing system and the
K type fire extinguisher.

——— e e,

4, Maintenance Supervisor
and/or Maintenance
Assistant will audit to ensure
the sign above the X, type fire
extingujsher is posted and
accessible in the kitchen.
Auditing will be completed
weekly for two months,
semi-monthly for two
months and then monthly
thereafter. Executive
Director will review audit
findings from Majntenance
Supervisor and/or -
Maintenance Assistant
weekly for two months,
semi-monthly for two
months and then monthly
thereafter. The Performance
Improvement Committee will
review the monthly findings for
trends/needs for continued need
of audits. :

3. Completion Date:
Decermber 9, 2011
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(X3) DATE SURVEY

| The findings include:

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility falled to malntain doors
within a required means of egress, per NFFA
standards. The deficiency had the potential to
affect four (4) of eight (8) smoke compartments,
residents, staff, and visitors. The facility is
licensed for one-hundred (100) beds and the
census was sighty-four 84) on the day of the
survey.

Obsetvations, on 11/01/11 between 9:00 AM and
11:30 AM, with the Maintenance Direstor revealed
unapproved locks (slide bolt type) wers installed
on four (4) doors within the facility.

1. Aslide bolt lock on the door to the restroom
located in the Central East Corridor,

2, Aslide balt lock on the door to the restroom
located inh the Central West Corridor.

3. Aslide bolt lock on the door to the sloset

located in Resident Room 225.
4. Aslide bolt lock on the door to the restroom /

lockers located in the Staff Lounge.

Interviews, an 11/01/11 hetween 8:00 AM and
11:30 AM, with the Maintenance Director revealed
he was aware of the locks installed on the doors;
however he was not aware that slide bolt locks
were prohibited,

STATEMENT OF O&FICIENCIES (%1) PROVIDER/SUPPUER/GLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 « MAIN BUILDING 01
B. WING
185149 11/01/2011
NAME OF PROVIDER OR SUPPLIER STREEY AODRESS, OITY, STATE, 2IP CODE
120 LIFE CARE WAY
LIFE CARE CENTER OF BARDSTOWN
. BARDSTOWN, KY 40004
(X4y 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EAGCH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K130 | Continued From page 8 K130
) s - " 1. The slide bolt lock on the ¢closet

door in resident room 225 was
removed 11/1/11, The slide bolt
lock on the Central East
Corridor, Central West Corridor
and Staff Lounge restroom were
removed on 11/9/11.

The slide bolt Jock on the public
restroom by the front lobby was
removed on 11/22/11. No other
slide bolt locks were identified
in the facility upon physical
inspection. T

All staff will be in-serviced by
December 8,2011 by Director of
Nursing and/or Assistant
Director of Nursing to
understand the hazards
associated with the use of slide
bolt Jocks and to report to
Maintenance and/or Executive
Director if any slide bolt locks
are identified.

Maintenance Supervisor and/or
Maintenance Assistant will audit
50 % of facility by physically
inspecting closet and bathroom
doors to ensure no slide bolt
locks are being used for any
reason. Auditing will be |
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f

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD s not met as evidénced by:
Based on observation and interview, it was
determined the facility failed to ensure electrical
wiring 'was maintained according to NFPA
standards. The deficiency had the potential to
affect two (2) of sight (8) smoke compartments,
approximately thirty (30) residents; staff, and
visitors. The facility is licensed for one-hundred
(100) beds and the census was sighty-four (84)
on the day of the survey.

The findings include:;

Observations, on 11/01/11 between 8:00 AM and
11:30 AM, with the Maintenance Director
revealed:

1. Asmall refrigerator and microwave oven were
piugged Into a power strip in the Director of
Nursing Office.

2, Asmall refrigerator was plugged into & power
strip in resident room 340.

STATEMENT OF DEFICIENCIES . | (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A.BUILDING 01 - MAIN BUILDING 01
B. WING
185149 11/01/2011
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE. ZIP GODE
120 LIFE CARE WAY
LIFE CARE CENTER OF BARDSTOWN :
BARDSTOWN, KY 40004
© XD | SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: : DEFICIENGY)
T R S A T completed weekly for two
f<—1_30 Continued From page 9 . K 130 lnonthS, Semi_monthly for Iwo
'-'-'Reference.-NFPA-10j (2000 Edition) == oo s - months-and then"nlmnthl_y
19.229.4 : thereafter. Executive Director
Doors within a required means of egress shall not will review audit findings from
be equipped with a latch or lock that requires the Maintenance Supervisor and/or
use of a tool or key from the egress side. Maintenance Assistant weekly
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 for two months, semi-monthly
§8=D |

for two months and then
monthly thereafter. The
Performance Improvement
Committee will teview the
monthly findings for
trends/needs for continued
need of audits,

K-147

1. The power strip for the

- refrigerator and microwave
was removed in the Director
of Nursing office on 11/1/11.
The refrigerator in resident
room 340 was removed from
the power strip and plugged
into an appropriate electrical
outlet.

2. No other areas were
identified to have
refrigerators and/or
microwaves plugged into

December 9, 2011
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STATEMENT OF DEFICIENCIES (¢1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
‘ A.BUILDING  01-MAIN BUILDING 01
185149 8. WiNe 11/01/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 LIFE CARE WAY
_IFE CARE CENTER OF
’ RE CENTER OF BARDSTOWN BARDSTOWN, KY 40004
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DaTE
DEFICIENCY)
e C e T R ower strip cords upon
. K 147 | Continued From page 10 K 147 power st ;
| omtinusa From page T physical inspection.
Interviews during the survey, on 11/01/11 3. All staff will be in-serviced
batwesn 9:00 AM and 11:30 AM, with the by December 8, 2011 by
Maintenance Director revealed he was unawara Director of Nursing and/or
ofa povsger strip ll?eanfg Useﬂti fOI p?;verD? m»tcrowfave Assistant Director of Nursing
oven and a small refrigerator In the Director o to understand that appliance
Nursing Office, and a power strip being used to n fo
power a amall refrigarator in Resident Room 340. SUCh as relrigerators and
nucrowaves cannot be
plugged into power strips or
Reference: NFPA 99 (1999 edition) extension cords due to the
electrical voltage. Any
882120 appliance, such as
Minimum Numbér of Re¢eptacles. The iumber -| re'frlgerators ..anfi_,,_ -
of receptacles shall be determined by the microwaves, will be
intended use of the patient care area. There shall inspected and installed by the
be sufficient recep‘cacles‘located s0 23 to avoid Maintenance Deparunent to
;hdea nteeefg for extension cords or multiple outlet ensure the items are plugged
) AP > into appropriate electrical
outlets and not power strips
or extension cords.
4. Maintenance Supervisor and/or
Maintenance Assistant will audit
50% of facility by physically
inspecting to ensure appliances
such as refrigerators and
microwaves are not plugged into
power strips or extension cords
in any location in the facility.
Auditing will be corpleted
weekly for two months, serni-
monthly for two months and
FQRM CMS-2687(02-99) Previous Versions Obsolete ‘Eventl |D: T3Q821 Facility {D: 100489 If continuation sheet Page 11 of 11
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K-147 (continued)

then monthly thereafter.
Executive Director will review
audit findings from Maintenance
Supervisor and/or Maintenance
Assistant weekly for two
months, semi-monthly for two
months and then monthly
thereafter. The Performance
Improvewent Committee will
review the monthly findings for
trends/needs-for-continued need .
of audits.

Completion Date:
December 9, 2011
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