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A Racertification/Abbreviated Survey
investigating ARO#KY00016483 was conducted
on 06/28/11 through 07/02/11, Deficlencles were
cited with the highest scope and severity of an
e ARO#KY00016483 was substantiated with
no deflcient practice identified. . .
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 F241 o
88=0 | INDIVIDUALITY Colonial Health and Rebabilita- Jg. 6, 2011
The tacliity must promote care for residents in a ton Center.(CHR.C) promotes
manner and in an environment that maintaing or - care for residents in a mannexr
enhances each resident’s dignity and respect in and in an environment that
full recognition of his or her individuality. maintains or enhances dignity
' and respect in full recognition
This REQUIREMENT Is not met as evidenced of his or her individuality.
bg: Son ob don | I ‘Wheelchair, reclining chair, and
ased an observation, interview, record review, P ice repairs fo
arid reviaw of the facllity's cleaning assignment: pos::;lomilog dlclvm ; pairs lr d
sheet it was determined the faallity failed to resident 10, 11, an unsample:
ansure each residents dignity was malintained for resident B will be corpleted by
aix () of twanty-one (21) sampled residents, August 5, 2011, pending deliv-
Residents #1, 1?5, #7, #9,#10, #11 and ona ery of parts on order. If the -
unsampled resident, Unsampled Resident B. ded parts d . ,
Observations of skin assessments revealed needed parts do not amve, tem-
window blinds wers left open while Residents #7 porary r¢pairs using vinyl repair
and #9 were exposed.- In addition Residents #1, tape and sheepskin covers will
#5, #10, #11 and Unsampled Resident B ware be made. The facility Mainte-
noted to have soiled and/or cracked and pealing Director completed an
arm rests on thelr chalrs/iwheel chalrs. nance Direclor compreted
. , inspection of all wheelchairs/
The findings include: reclining chairg on July 27,
Review of the facilily's State Fleg'stered Nursi 2011. Any identifid repair
y | sing . . i
Asslstant (SRNA) cleaning assignments, not - E:eeds will be completed, pend
dated, revealed SANA's must check to be sure. ing parts delivery, by August 5,
thelr assigned resident's walkers/merry walkers, 2011.
ABORATORY DIRECT &i ?qvwewsuppuga REPREBENTATIVE'S SIGNATURE TTLE (X€) DATE -
AJmiviyeadkn £~ /1

ny deficlency statement ending with an asterlsk (*) denotes a deticlency whioh
ther safeguards provide suffictent protection to the patlants. {Sea Inetructions.) Except
llowing the date ot survey whether or not a plan of correction is providad. For nursing homes, the above findings &
aye foliowing the date thege gecumanls are mads avallable to the facility. If deflclencies are clted, an approved pla

ragram participation.

the Instltution may ba excused frem comesting providing it Is determined thal
for nirslng homes, the findings statéd above are digctosable 30 days
nd plans of comection are disclosable 14
n of comaction ia réqulsite to continued
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F 241 | Continued From page 1 F241) F241 (continued)
whael chaira/Geri chairs and feeding tubs poles . " i
are clean at the end of the third shift each night. The facility restorative nurse completed
- : _ an inspection of all other positioning de}
1. Observation on 06/28/11.at 2:36 PM rovealed vices on July 25, 2011. Repair or replage-
| Resident #11'a high back wheel chalr had cracks | ment of these will be completed, pendinlg
i lasc coverig, e baok of e whee) ol deivery, by Augast 5, 2011 On July 28
¢ : S ; 2011, the DON provided a written re-

when seated in the chair. Further dbeervation
revealed the positioning device in the wheel chair
also had a plastie cavering which was cracked.

minder to the nursing staff of their respgn-
sibility to report items in need of repair fo
maintenance. The frequency for wheel-

Observation on 06/30/11 at 4:46 PM revealed chair/reclining chair checks performed 48 .
Resident #11's reclining chalr in his/her room had part of the facility preventive maintenarice
an area in the plastic which was cracked where program has been increased to twice a

the resident's head would make contact with the

back of the recliner month to ensure timely repairs are mada.

Interview with Resident #11 on 06/29/11 at 2:36 The wheelchairs for residents 1 and §
PM revealed the cracks in the plastic did scratch | were cleaned on July 12th and weekly
his/her skin at times. thereafter. On July 27, 2011, the faciliry
. : ' i | ADON convened a group of CNAs to |
2. Observation on 08/29/11 at 2:45 PM revealed 1 identify which residents had care needs |

Unsampled Resident B's wheel chair had cracked

plastic an both arm rests of the wheel chair. that would result in their wheelchairs

needing more frequent cleaning. The

3. Observation on 07/01/11 at'9:30 AM revealed wheelchair cleaning schedule was
Resldent #10's wheel chair arm rest was oracked | amended to increase the frequency of
and peeling. "| ¢leaning for these residents. All re:‘-ide,n#g
. _ wheelchairs have beon cleaned accordin
Interview with the Maintenance Director on to the new schedule. The maintenance

07/01/11 at 10:00 AM revealad he relied on the . . g’ .
Nursing statf to let them know when whee! chalrs director will, following his twice monthly
were broken ot in need of repair. He further wb,eelchmr/rechmf_\g chair checks, repor
stated Nursing staff would fill out a form titied to the ADON any instance where the

“Worlk Order Summary Log”, which he reviswed cleaning schedule appears inadequate.
every morning for hew tams which were In need . : '
ot repair. He further stated all wheel chairs were

checked each month on & schedule he described

Lan
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.| be checked. Interview furthre revealed this cycle

1| month. He indiceted the wheel chairs needed to

1 07/01/11 at 9:50 AM revealed wheel chaira were

1 07/01/11 at 10:00 AM revealed the wheel chelrs
.| were dirty. He further stated the SANAs oleaned

as during the first waek of emch ménth wheal
chairs and any-other items in resident rooms one
(1) through eleven (11) ware ohecked for any
repairs which might be needed and the next week
rooms twelve (12) through twenty-four (24} would

continued until all rooms were checked for the
be repaired.

4, Observation on 07/01/11 at 9:30 AM revealed
Resldent #1 had substances which ware yeliow
and brown in color and dried and crumbs in
his/ner wheal chair seat.

5. Observation on 07/01/11 at 9:45 AM revealed
RAesldent #5 had substances which werse white
and yellow In color and crumba in his/her wheel
chair seat.

Interview with the Directar of Nurélng (DON) on
cleaned on night shifl by the SRNAS.

Interview with the Maintenance D!reat'or'on

the whael chairs at nights and he belleved there
was & schedule 1or the nights when particutar
chairs were cleaned. He further indicated if he
wag working on a chair and noticed it was dirty he
would clean the chair.

6. Clinical Recard review revealed Resident #0
was admitted on 04/22/11 with diagnoses which
included Chronlc Qbstructive Pulmonary Disease
and Rénal Failure. : .

The nurse who failed to close the windko
blinds prior to performing skin assess-

"ments for resident 7 and 9 is now aware pf
the need to do so. On July 22, 2011, the
Director of Nursing instructed all the
nursing staff, via written communication,
that to ensure visual privacy the window
blinds needed to be closed during personal
care, In addition, this need will be dis- 7
cussed during a review of resident rights
that is part of new hire orientation to en-
sure new employees are aware of this re
quirement.

The facility’s Director of Social Servicc:E
will monitor facility compliance with thi
requirement through resident interviews|,
random observation of staff/resident inter-
actions, environmental inspection, re-
views of resident council minutes and
resident/family grievances. This will be
done twice a month for the next two quaf
ters. A report of these findings will be
presented to the QA committee so that
compliance or need for additional systemy’
modification may be determined.
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F 241 Continued From page"s

During an observed skin asgessment by AN #4
on 06/29/11 at 3:05 PM, the nurse assisted
Resident #9 1o remove his/her pants while
standing in front of an uncovered window. The
nurse closed the blinds only after survayor
intervention.

7. Review of the Clinleal Record revealed
Ragident #7 was admitted on 02/19/09 with
dlagnoses which included Alzheimer's Disease.

On 06/20/11 at 3:30 PM, Registered Nurse (RN)
#4 was obsarvad 10 perform a head-to-toe skin
ggsessment on Resldent #7. The nuras assisted
the resident, who was standing at the bedside
next to the window, to remove his/her pants. The
nurge falled 1o close the window blinds prior to
surveyor intervention.

Interview with RN #4 on 06/29/11 at 3:45 PM
revealed she had not worked at the facility more
‘| than a fow days and was not used to the routines
yet. She acknowledged the windows should be
covered durlng personal care to protect the
. tesidents' privacy.

F 280 483.20(d)(3), 483.10(k}(2) RIGHT TO

85=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
Incapacitated under the laws of the State, to
participate In planning care and treatment ar
changés In care and treatment.

A comprehenasive care plan must be developed
within.7 days after the completion of the
comprehensive assessment, praparad by an
Interdigciplinary team, that includes the attending

F 241

F280
F 280 :
CHRC utilizes an interdisciplinary team,
including the attending physieian, resideny
and resident’s family or legal representa-
tive to develop comprehensive care plans
within 7 days after completion of the
comprehensive asseasment. The care plan
is perindically reviewed and revised by a
team of qualified persons after each as-
sessment. On July 22, 2011, the care
plans for residents 1, 3, and 12 were re-
viewed and revised as necded.

August 17
2011

'ORM CMBD-2587(02-08) Fravious Varslana Cbeolsle Event 1D; NHTH1
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F 280 Contlnued From page 4

physictan, a registered nurse with rBBpDnSiblllty
for the resident, and other appropriate staff in
“disaiplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resldent, the resident's family or the resident's
legal répresentative; and perlodically reviewed
and revised by @ team of qualified persons a\'ter
each assessment

This REQUIREMENT s not met ag evidenced
by
Based on observalion, interview, record raview,
| and review of the facility's policy it was
dstermined the fagility failed to ensure Care Pians
were revised as indicated by the assessment for
four (4) of nineteen (19) sampled residents.
(Residents #1, #3, #9, and #12). The faocility failed
to-ensure written Physlclan a Ordera were
updated on each of the |dentified sampled
rasidents’ Comprehenslve Care Plans.

The findings Include:

.| Review of the facility's policy titled "Nursing Care

| Plan Policy and Procedura”, {no date), revealed
changes In physical or mental condition should be
added to the Care Plary in order to keep |t current
and up 1o date and procedures directly ordered by
the physician will be recorded and the Care Plan -
will be kept current. Continued review revealed
“the nuraing care plan acta as a communication
instrumerit 1o all caregivers".

1. .Review of Resident #2's medical record
revealed the facility admitted the resldsnt on

e ogo|F280 (continued)

Resident 9 has been discharged to home.
By August 5, 2011, the Director of Nurs-
ing will review, and revise if necessary,
the care plans for all residents who have
used alarms in the past 6 months. On -
July 26, 201 1the Dietary manager com-
pleted a review of each resident’s dict or-
der and care plan to ensure they matched.
By August 12, 2011, the DON, ADON,
MDS Coordinators, and Charge nurse will
complete a review of all resident care
plans to ensure they have been revised as
indicated by the assessment and that phy-
sician order changes have been updated
on the plans.

The ADON will review the facility’s
“Nursing Care Plan Policy and Proce-
dure” with the nursing staff on August 5,
2011. This training will clarify

who has responsibility for daily review of
orders and updating of care plans. The
Director of Nursing will audit 10 care
plans a month, for the next two quarters,
to ensure care plan revisions are being -
made timely. A report of these andits will
be presented to the QA comimittee so that
compliance or need for additional sys-
temic change may be determined.

AM OMS-2667(02-00) Pravious Voralone Obaclsle Evant ID:NHTH11
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04/22/11 with diagnosig which included
Pneumonia, Congestive Heart Failura, Chronig
Obstructive Puimonary Disease (COPD). and
Renal Failure.

Record review of Realdent #8 Physician's Orders
reveailed an order to discontinue the bed alarm
and Alos Vesta barrier ointment on 06/10/11.
Record reviaw of Resident #9 Care Plan dated
04/22/11 revealed no evidenoe the Care Flan was
revised to discontinue the bed alarm and Aloe
Vesta barrier gintment.

Interview with Licensed Practical Nurse (LPN) #7
on 06/20/11 et 10:45 AM revealed it was the
nurses job to update the care pians avery Friday
with all new orders. LPN #7 stated when & new
order wasg written, the unit nurse was o take the
order off and then update the Care Plan. Also
every Friday the nurse was to review and update
all residants' Care Plana on the unit they were
working.

Interview with the Director of Nursing (DON) on
06/29/11 at 11:00 AM ravealed the order written
06/10/11 for Resident #9 for the bed alarm and
Alge Vesta to be disgontinued should have been
updated on the Care Plan at the time, the order
was taken off and neted by the nurse.

2. Review ot the Clinical regord revealed the
tacility admitted Resldent #3 an 02/20/07 with
diagnoses which included Dementia, Anxiety and
Deprasslon.

Review of the Physician's Orders, signed
08/02/11, revealed no order for a bed or
wheeichalr alarm.

DAM CM8-2807(02-00) Pravious Verelona Cbsolete « Bvent ID/NHTHT Facility |D: 100347 ' {f continuation sheat Pape § of 36
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Review of the Comprehensive Care Plan
revealed it was Initfated on 08/02/09, updated on
08/17/10, and was revlewed quarterly. Continued
review revealed the resident was considerad to -
be at risk for falla. Currant interventions, actlve
untll 08/256/11, included instructions for alarms to
the bed and wheslohair,

.| Observation during the initial facility tour an
08/28/11 at 10:25 AM revealed Resident #£3 was
lying in bed. No bed alarm was noted. Further
observation revealed the resident's wheelchair

| did not have an alarm. On 06/28/11 at 3:.05 PM
the resident was observed in the wheelchair In
the.dayroom, Continued observation rovealed no
alarm present on the wheslchair, -

interview with the DON on 07/01/11 at 4:45 PM
revealed the resident wae reassessed by nursing

.| on 05/06/11 regarding urinary continence and the
nead for assistance. Continued Interview and
review of the Clinical Record revealed Residem
#3 was also evaluated by Physioal Therapy end
an order was received to discontinue the alarms.
The DON stated she personally removed the
alarms-and was rasponsible for updating the Care
Ptan but failed to do so.

3. Review of Resgldent #1°s madical record
revealad the resident was admltted to the facility
on 04/01/07 with diagnoses which included CVA,
Dementle, and Reflux. Review of the Annual
Minimum Data Set (MDE) Assessment dated "
10/18/10 rovealed the resident required a ’ :
Mechanical Altered Dist. Review of the resident
Care Plan dated 10/14/10 included intervantions
for & mechanically altered diet due to chewing

JRM OMB-ﬂEﬁT(oz-és) Pravious Varslons Obsolela ' .Event ID:NHTHTT Fagllity ID: 100347 if gantinuatan sheet Pagp 7 of 36
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Continued From page 7

problems. One of the interventions under this
specific pian of care was for the Tesident to have
& "Regular/Mechanical soft with ground meats”.

Review of the Physician's Orders revealed on
05/29/11 an order was written for Speach
Therapy to evaluate and treat for diagnosls of
Dysphagia. A Physician's Order on 05/31/11
called for a dletary change to Furee Diet {foods

pureed to be smooth In consistency) with Nectar

Thickaned Liquids.

Observation of Resident #1 in the dining room on

1 0B/29/11 at 6:45 PM revaaled their meal ticket

identified the dist as Puree and the food

| appearad to be of puree conslstenoy.

Further review of the Comprehensive Care Plan
revealed no avidence the facllity had revised the
pian of care to include the Pureed Diet with
hectar Thickened Liguids.

interview with the DON on 07/01/11 at 10:40 AM
regarding Care Plans revealed the facility should
update the Care Plan when a new Physician's
Order was writtan,

4. Raview of Resident #12's medical tecord
revealed the regident was admitted to the facility
on 01/03/04 with diagnoses which Included
Aizheimer's, Depression, and Weaknass. The

Care Plan dated 11/19/10 Identifled as & problem:

the reeident leaves 25% or more of food uneaten
at most meals. One intervantion was for the
resident to get 60 co Med Pass (nutritional
supplement) twice daily. Review of the eurrent
Physiclan's Orders for the 60 day perlod of May
2011 thru June 2011 revealed no Physigian's

F 280
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| Order for the Med Pess. Review of the resident's
June 2011 Medication Administration Aecord
(MAR) revealed no evidence of Med Pass being
administered to Aesident #12.
Interview with the Diractor of Nursing (DON) on
07/01A1 at 10:40 AM regerding the discrepancy
between the Care Plan Intervention for Med FPass
and the current Physiclan's Orderg not showing
an order for the Med Pasg revealed she thought
the Med Pass supplement had been discontinusd
by the Physioian. The DON provided a copy of a F3i1
physiclan order dated 11/18/10, for Resldent #12, CHRC provides its residents with ap-  yg 6, 2011
to discontinue the M‘fd pass-lc_iua g’o"‘ﬁlg'}t 9:'“ propriate treahnent and services to '
and good nutritional Intake. The sald the N . . s
CaregPian should have been updated to indicate maintain or improve his or her abilities
the Med Pass had been discontinued on in activities of daily living. On July
11/18/10. She further stated the Care Plan 21,2011, the MDS Coordinator, re- -
‘needed to be updated when a Physician's Order storative nurse and restorative aides,
changed the plan of careYor a resident. with consultation from the therapy de-
F 311 483.25(&)(2) TREATMENT/SERVICES TO Fan paranent, reevaluated, 'and update,d as
88=E | IMPROVE/MAINTAIN ADLS * | appropriate, the restorative plans for

A resident is given the appropriate treatment and
services to maintain or improve his or her abilitles
specified In paragraph (a)(1) of this section.

This REQUIREMENT Is not met as evidenced
by:
Based on interview and record review it was
determined the facility falled to ensure residants
received restoretive servives per the Restoratlve
Program based on the residents assessment.
Record review revaaled the facllity falled to
pravided Restorative Services as ordered for
twelve (12) of nineteen (19) sampled residents,
Residents #1, 2, 4, 5, 7, 8, 10, 11, 12, 13, 14, and

residents 1,2,4,5,7,8,10,11,12,13,14,
and 17." No decline in functions was
identified for thése residents. Restora-
tive plan reviews for all other residents
receiving restorative services were
completed on August 5, 2011. No de-
cline in function was identified for
those residents. The reynaining resi-
_dents not receiving restorative services
have no limnits in their functional abil-

tain this ability independently. Func-
tional status for all residents will con- .
tinue to be assessed in accordance with

ity and they are currently able to main--
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_| and Qsteoporosis. Review of the resident's

devices were to be applied bilaterally to the

restorative care plan revealed the reaic_jent Was
-also to recelve passive range of motion bilaterally
to their upper and lower extremities for fifteen

| Review of Resident #1's Restorative Treatment

17.
The findings Include:

1. Medloal record review revealed the facliity
admitted Resident #1 on 04/01/07 with dlagnoses
whioh included Dementia Alzheimer's,
Cerebrovascular Aceident {CVA), Osteoarthritls,

medical record revealed the resident had &
restorative,plan of care for splinting devices, date
03/16/11, and for Passive Range of Motlan
(PROM), date 12/12/07. Review of the
regtorative care plan revealed the spiinting

anldles/feet, between knees, and left hand for four
(4) hours twice dally. Further review of the

(15) minutes a day seven days a week,

Review of Resident #1's Restorative Treatment
Grid for Aprll 2011 revealed the splinting devices
were not applied and PROM not done for five (5)
of the thirty {30) days in April. There was no
documentation showing why the reeident did not
get treatment on those days.

Review of Resident #1's Restorative Treatment:
Grid for May 2011 revesied the splinting devices
were not applied for flve (3) of the thirty-one (31)
days in May and PROM was not done for four (4)
of the thirty-one {31) days in May, There was no
documentation showing why the resldent did not
get treatment on those days.

“To ensure restorative services are being

provided as planned, 5 additional CNAs

have been hired to reduce the nced to di{ *

vert a regtorative aide to direct care dutie
By August 5, 2011, the floor staff CNAs

- will be wained by the restorative nurse td

provide the functional mainténance com;
ponents of the restorative program. Thi
will build reserve capacity for the provi-
sion of restorative services to ensure they
are offered as planned. For each of the
next 4 weeks, the DON or ADON will
audit the restorative treatment grids to
verify restorative plans are being fol-
lowed. These audits will continue

. monthly for the following 5 months to-

ensure these systematic changes will be
effective. A report of these audits will b
presented to the' QA committee so that
compliance or need for additional sys-
temic change may be determined.

@
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Grid for June 2011 revealed the splinting devices
were not applled far three (3) of the thirty (30)
-days in.June and PROM wae not done for three
(3) of the thirly (30) days vJune. -There was no |
documentation showlng why the resident did not
get treatment on those days.

2. Record review revealed the facllity admitied
Resident #4 on 06/24/07 with diagnoses which
included Muscle Disorders, Senile Dementia,
Failure to Thrive, Bllateral Above the Knee
Amputation, and Diabstes Mellitus. Review of the
resident's medical record revealsd the resldent .
had a restorative plan ot ¢are (updated 03/15/11)
for PROM to both the lower and upper extremities
for fiftean (15) minutes a day. seven (7) days &
weoek.

Review of Resident #4's Restorative Treatment
‘Grid for April 2011 revealed the resident did not
get PROM done for eight (B) of the thirty (30)
days In April. There was no dooumaentation
showing why ihe resident did not get treatent on
those days.

Raview of Resident #4's Rastorative Treatment
Grid for May 2011 revealed the resldent did not
get PROM done for seven (7) of the thrifly-one
(31) days in May. There was no documentation

'| shawing why the resident did not get treatment on
those days. In addition; on two {2) of the days the
resident did get PROM It was not for the full
fifleen (1 &) minutes as care planned but the
PROM was for only séven (7) minutes. There
was no documentation as to why the resident did
not receive the full tifteen (15) minutes.
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Review of Resident #4's Restoratlve Treatment
Grid for June 2011 showed that the resident did
not get PROM done tor eight (8) of the thirty (30)
days in June. There was no documentation
showing why the resident did not get treatment on
- | those days. -

9. Record review revealed Resident #7 was
admitted to the facility on 02/19/09 with diagnoses
which included Muscle Weakness, Difficulty
Walking, and Alzheimer's. Review of the
resident's madical record revealed the resident
had a restorative plan of care (04/08/11) that
included a restorative program for Active Range |
of Motion (AROM) 10 the upper extremities six (6)
days a week and a restorative program 1o
ambulate the resident six (6) days a week for
one-hundrad (100) to four-hundred (400) fast with
a rolling walker and gait beit.

Review of Aesident #7's Restorative Treatment
@Arid for April 2011 revealed the week of Agril 24
th threugh Aprll 3Cth the resident did not recelve
ABOM and ambulation for two {2) days as per the
restorative plan of care. There was no
documentation showing why the resident did not
get treatment on those days.

4, Record review revealed the facility admitted
Resident #12 on 01/13/04 with diagnoses of
Alzhelmer's, Osteoporosis, and Weakness.
Raview of Aesident #12's medical record
revealed the resident had a restorative plan of
care that included a restorative program for
Assisted Active Rangs of Motlon (AAROM) to the
upper and lower extremitias for fifteen (15)
minutes a day, seven (7) days a woek.
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the resident did not get treatment on those days.

| why the resident did not get treatment on thoze

Review of. Resident #12's Restorative Treatment
Grid for April 2011 revealed the resident did not
get AAROM for seven (7) of the thirty (30} days In
April. There was no documantation showing why

In addition, on 04/05/11 the resident only recelved
five (5) minutes of AAROM and on 04/17/11 the
resldent only recelvad eight (B} minutes of
AAROM and nat the full fifteen (15) minutes that
was care planned. Record review revealed no  *
dogumentation showing why the resident did not
get the tull fiteen (15) minutes of treatment on
this day.

Review of Resident #12's Restorative Treatment
Grld for May 2011 revealed the resident did not
get AARQM for seven (7) of the thirty-one (31)
days In May. Record revealad no documentation

days.

Review of Resident #12's Restorative Treatment
Grid for Juna 2011 revealed the resident did not
get AAROM for nine (9} of the thirty (30) days In
June. There was no documentation showing why
the resident did not get treatment on those days.

B. Review of Resident #14 closed medidal record
revealed the facllity admitted the rasident on
06/09/08 with diagnoses which Iricluded
Cardiovascular Heart Disease, Carebrovascular
Accident (CVAF. and Progressive Dementia.
Review of Regldent #14's medical record
revealed a restorative plan of care that included
Passive Range of Mation to extremities seven (7)
deys a week for filteen (15) minutes each day.
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Review of Resldent #14's Restorative Treatment
Grid for May 20711 revealed the resident did not
get PROM done on wo (2) of the thlny-ona (31)
daye In May.

6. Regcord review revealed the facllity admitted
Resident #11 on 04/24/04 with diagnoses which
included Cerebral Palgy, Joint Contractures,
Muscular Atrophy, Quadriplegla and
Diaphragmatic Hernia. -

Review of Resident #11's Restorative Treatment
@Grid for the month of April 2011 revealed the
ragident was to recelve PROM to the bilateral
sxtremitios for at loast flfteen (15) minutes a day
for seven (7) days a week. Further review
revealed the resident miased & total of four (4)
days of PROM.

‘Review of Resldent #11's Aestorative Treatment
| Girid for the month of June 2011 revealed the o

resldent missed two (2) days of PROM. Further :
revie revealed the resident only received eight
(8) minutes of PROM on 06/11/11 and soven (7)
minutes on 06/18/11. There was no
dacumantation to explain why the restdent
missed the PROM.

7. Reoord roview revealed the facility admitted
Resident #8 an 09/02/03 with diagnoeses which
included impaired renal function, Hypothyroidism,
| Hypercalcemia, Metabotic CardiomyOpathy ahd
Alzheimer's Dementia.

Review of Resident #8's Hestorative Treatment
Grid for the month of May revealed the resident
'| was to receive PROM to the bilateral extramities
for at least fifteen (15) minutes a day for seven
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' Grld for the manth of June revealed the resident

-| Resident #17 on 12/19/07 with dlagnoses which

‘| 8. Review of the Clinloal Record revealed the

‘| restorative servicés to include passive range of

(7) days a week. Further raview reveaied the
resident missed four {4) days of PHOM in the
month of May.

Raview of Resident #8's Restorative Treatmeant

missed four (4) days of PROM. Continued review
revealed the resident only received seven (7)
minutes of PHOM on 08/20/11.

8. Record review revealed the facllity admitted

Included Type two (2) Diabetes Mellitus, Fracture
of the neak of the temur, Senile Dementia and
Degenerative Jolnt Diseasa,

Review of Resident #17's Restorative Treatiment
Grid for the month of June revealed the resident
was to teceive PROM to the bilateral extremitles
for at least fiftoen (16) minutes a day for six (6)
days a week. Further review revealed the
resident missed three (3) days of PROM.
Continued review revealed the resident received
only sqven (7) minutes on 06/03/11, 08/19/11 and
06/24/11, Continued review revealed the resldent
received only eight (8) minutes on 06/01/11,
06/22/11. and received only ten (10) minutes on -
a6/02/1. .

facility admitted Resident #10 on 01/06/11 with
diagnoses which inciuded Demaentla,
Hypertenslon, Asthma and Depression.

Review of the Restoralive Plan of Care updated
on Q3M11/11 revealed Resident #10 was to receive

motion to the bilateral upper and lower
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1 Review of the Restorative Treatment Grid for Aprll

| muitiple Contractures.

months of Aprll, May and June 2011 revealed

extremities, fifteen (15) minutes per day, seven
(7) days per week.

2011 revealed Residsnt #10 did not recsive
restorative services-five (5) days. Continued
raview the resident received oniy seven (7)
minutes of therapy on two (2) days.

Review of the Restorative Treatment grid for May
2011 revealed Resident #10 missed six (6) days ,
of treatment during the month.

10, Clinical Record review revealed Resident #5
was admitted to the facllity on 06/21/04 with
dlagnoses which Included Multiple Sclerosis and

‘Review of the Restorative Plan of Cere updated
on 03/11/11 revealed Resident #6 was to receive
passive range of motion to the bilateral upper and
lower extremities fifteen (16) minutes per day.
saven (7) days per week.

Review of the Flestoratlve Tréatment Gridg tor the

Resldent #5 dld not recelve restorative services
on nine (9) days during April. Continued review
revealed the resident missed six (B) days in May
and three (3) days In June, There was no )
documentation as to why the regtorative services
were no completed on the missed days.

11, Record Review of Resident #13 Madical
Chart revealed the faollity admitted the resident
on 07/12/04 with a diagnosis which included
dDsphasia, Closed Head Injury, Pain, Anxiety,
and Depresslon. Record review of the resident's
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medical racord revealed the resident had a
restorative plan of care for bilateral (both sides of
the hody), upper and lowser active range of motion
seven (7) days a weak for at least filtean (18)
minutes.

Review of Resident #13 Aestorative Treatment '
Grid for the month of April 2011 revealad the . '
resident. did not receive Restorative Therapy for | ' -

eight (8). of the thirty (30) days for the month of
April per resident's restorative plan of care,
Further review of the resident'a Restorative Grid
revealed no documentation showing why the
resident did not receive treatment on those days.

Review of Realdent #13 Aestorative Treatment
Grld for the month of May 2011 revealed the
resident did not receive Hestorative Therapy for
eight (8) of the thirty one (31) days for the month
of May per resident's restorative plan of cars.
Further review of the résident's Restorative Grid
‘revealed no documentation showing why the
resident did not recelve treaiment on those days.

Review of Resldent #13 Restorative Treatmeant
Grid for the month of June 2011 revealed
Resident #13 did not receive Restorative Therapy
eleven (11) of the thirty (30) daya restorative
treatment should have'been done for the month
of June per resldent's restorative plan of care.
Further review of the resident's Restorative Grid
revealed no documentation showing why the
resident dig not recsive treatment on those days.

12. Record Review revealed the facility admitted
Resident #2 on 01/18/2000 with diagnosis which
included Anemla, Hypertensicn (high blood

| pressure), Diabetes type two (2), Alzheimer's,
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Depression, and COPD (Chronio Obstruciive
Pulmonary Disorder). Record review revealed
the resident had a restorative plan of care for
bllateral (both sides of the body), upper and lower
active rangs of motion (AROM) six (6) days &
week for at least fiftaen (15) minutes. Further
record review of the resident's medical record
revealed the resident had a restorative plan of
care for bilateral (both sides of the body), upper
and lower active range of mation {AROM)
Restorative Therapy six (6) days a week for at
least fifteen (16) minutes.

Review of Aesident #2 Restorallve Troatment
Grid tor the manth of April 2011 revealed the
resident did not receive Hestorative Therapy for
three (3) of the twehty two (22) days for the
month of Aprli per resident's restorative ptan of
| cars. Further review of the resident's Restorative
Grid revealed no documentation showing why the
resident dld not receive treatment on those days.

Review of Resident #2 Restorative Treatment
Grid for the month of May 2011 revealed the -
resident did not receive Restorative Therapy tor
four (4) of the fourteen (14) days for the month of
May per the resident’s restorative plan of care.
Further review of the resident's Restorative Grid

' | revealed no documentation showing why the
resident did not receive treatment on those days.

Revlew of Resldent #2 Restorative Treatment
Grid for the month of June 2011 revealed
Resident #2 did not receive Restorative Therapy
sevan (7). of the twenty six (26) days restorative
treatment should have been done for tha month
of June per resldent’s restorative plan of care.
Further review of the resident's Restarative Grid
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revealed no documentation showing why the
resident did not receive treatment on those days.

Interview with Restorative Ald/State Registered
Nursing Asssistant(RA/SANA) #4 on 06/29/11 at
3:86 PM revealed when the floor SRNA's were
short, they would pull & RA/SANA {o work the
floor leaving the RA/SRANA's working with only
two (2) and they were unable to get to all of the
resident's on the Restorative Program. Further
interview with RA/SRNA #4 revealad that when
they were working with only two (2) RA/SRNA's
they were to make the regidents that missed
Restorative Therapy the day before a priority.

Interview with Restorative Aide (RA)/State
Registered Nursing Assistant (SRNA)# 5 on
07/01/11 at 10:00 AM revealed when there are
only twe (2) RA/SRNA's they can't get to all the
'residents scheduled for Restorative Therapy and
have to foous-on the priarity resident's and the
Restorative Nurse instructed the AA/SRNA's to at
least try to get some time in with those residents
since they were not able to get the full fitteen (15) |.
minutes in. '

Interview with Assistant Director of Nursing
(ADON} on 01/01/11 at 3:20 PM revedted when
the toor SRNA's are.short they puli from the
RA/SRNA's when they have thres (3) to cover the
floor. Interview with ADON further revealed that
she knew this left the RA/SRANA's short but the

. | floor has to be covered.

Interview with Restorative Nurse on 07/01/11 at
3:30 PM revealed she was aware that there were
times when there wers only two (2) RA/SANA's
and residents on the Restorative Program were

= JAM CMB-2667(92-88) Previous Varsions Obsslets Event ID:NHTH11 Faolllty iD: 100347 If continuation shest llia.ge 18 of 36

T7TNn M VMTCTANTERAVY ACT0O0HF TYTINOTONDY THLCRVEC YO0C T YVI fO0: 0T TITIO7/FTT/R0



~06/12/2011 13:05 FAX 1 502 3489542

DEPARTMENT OF HEALTH AND HUMAN SERVICES

COLONIAL HOUSE ADMINISTR 002

PRINTED: 07/18/2011

011

\ / . FOAM APPROVED -
CENTERAS FOR MEDICARE & MEDICAID SERVICES - -~ "¢ oMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (42) MULTIPLE CONSTRUCTION . (XB) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; . ' COMPLETED
A. BUILDING _
Cc
| 185342 8 Wine 07/02/2011
_ NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, GITY, 8TATE, ZIP CODE
: ' 708 BARTLEY AVENUE :
COLCONIAL HEALTH AND REHABILITATION CENTER BARDSTOWN, KY 4000
X4 ID SUMMARY BTATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION g
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULO BE COMPLATION
TAG REGULATORY OR LYC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPAOPRIATE DATE
: . : DEFICIENCY) :
" F 311 |'Continued From page 19 F 311 '
not getting their Restorative therapy. Interview
with Restorative Nurge further revealsd she had
instructed the RA/SANA's to try to get some
Restorative Therapy In with the residents ff
unable to get the full fiftteen minutes (15) and if
the resident was missed the day before to make
them a priority the next day and try to get them '
the next day,
F 323 | 483.25(h) FREE OF ACCIDENT F 323 : 3
§8=0 | HAZARDS/SUPERVISION/DEVICES 1 F323 Avg 5, 2
The'facllhy must ensure that the resident CHRC ensures that the resident envirom
environmant remeins as free of agcident hazards ment remains as fres of accident hazardy
as is possible; and each resident recelves as 13 possible. On July 21,2011, a new
adequate supervision and assistance devices to lockset was installed on the door to the
prevent accldents. room containing the water heaters. Oun
July 14, 2011, the facility’s Regional
Maintenance Director assisted the facility
Maintenance Director and Administratof
This AEQUIREMENT is not met as evidenced in identifying any other potentially haz-
by ardous:, areas requiring new locksets. In
Basad on abservation and Interview It was stallation of the new locks was completqd
determined the facility falled to ensure the August 4, 2011. During his vigit on.Jul
residents’ enviranment was as free from accldent 14,2011, the Regional Maintenance Di-
hazards ag is possible related to an unlocked rector toured the building and reviewed
doar to a room directly across the hall from the | the facility’s preventive maintenance logs
dish room which contalned two hot water heaters and documentation to ensure the resid
with exposed pipes which were too hot to hold . yation nsure Tereside
onto. ) environment is being adequately main-
tained to keep the resident environment ps
The findings include: fiee from accident hazards as ispossibl:{
No additional issues were identified. O
Observations on 08//29/11 at 11:08 AM, 06/28/11 Tuly 26, 2011, the facility Administratox
at $12:30 PM. 068/2911 at 3:30 PM, 06/28/11 at i wri and n
4:30 PM, 06/30/11 at 8:40 AM, 08/30/11 at 11:00 f:a}‘;‘femmdit:“‘:; S o
AM, 06/30/11 at 3:00 PM, 06/30/11 &t 5:15 PM T e & D vt regider
and 07/01/11 at 10:05 AM, reveated the room locksets and need 10 restrict resident ac-
. . cess to hazardous areds.
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across the hall from the dish washer room, which : . L
containad two (2) hot water heaters with hot plpes To verify the locksets remain fonctionpl,
exposed, was open and plpes wers too hot to monthly checks will be added to preven-
hold onto. tive maintenance program, In additior to
. - ' its monthly review of facility environ-
Intarview with the Malintenance Director on N .
07/01/11 at 10:06 AM revealed the doors had mental audis, the ta;’_ﬁ‘“’i safety c‘;‘ﬁlm"“
been locked usinga sliding bolt lock. He further tee will review the effectiveness of the
stated per Lile Safety Code these were. locks in preventing unavthorized access to
inappropriate to use and the facllity was going to hazardous arcas. Tdentified problems will
have to replace the locks with a different type of be referred to the QA committce for rgso-
lock. He further indicated the pipes did get really lution. : -
hot,
F 366 | 483.35(d)(4) SUBSTITUTES OF SIMILAR F 366
88«0 | NUTRITIVE VALUE
Each resident recelves and the facility provides F366 o | 9(;113‘11 t13,
substitutes offered of similar nulritive value to CHRC honors resident food preferences, !
residents who refuse foad served. For those resident who refuse the food
served, substitutes of similay nutritive
, _ value are providéd. On July 25, 2011, [the
';';ﬂs REQUIREMENT is not met as evidenced dietary manager confirmed the food prief-
Based on obsarvation, Interview, and record~ exences and accuracy of tray card instrpic-
review it wag determined the facllity-failed to tions for unsampled residonts G, C D (E,
ansure food substitutes of aimilar nutritive value and F. By August 10, 2011, the Die
wera offerad to resldents wha refused food Manager will confirm the food prefet-
sefved. In additlon, rasidents’ food preferances ences and tray card accuracy for all other
ware not honored consistently. residents. On July 27, 2011, the Dietaty
The findings Inlude: ' Manager met with all dtetary staff to re-
The findings Inclue: . view the procedure for reading tray cards
Heview of the policy titled Meal  and tray service procedures. The facility
Service-Individualized Substitutions (no date) policies for meal service related to ind}--
reveeled the following: "The Food Service vidualized substitutions and substitutigns
department sirlves to meet the preferences of of equal outritional value were also re
residents”, and "Residents are affered - viewed.
substltutions from aitemates listed on the maenu
Event (0: NHTH If gontinuation sheat Prga 21 of 36
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or through special request.” Continued review :
revealed vegetables could be substituted with any F366(continued)
other vegstable, o .

With the exception of tray service proce-
dures, the dietary manager will provide
the same infonmation for the nurses and

| Observation of the noon meal on 06/28/11 at
111240 AM revealed the followlng: Unaampied
Resident G was not served yogurt, although the

tray ticket Instructed "yogurt at lunch and supper”; CNAg who assist with meal service on
Unsampled Resident C was not served Magic July 29, 2011. ON August 12, 2011, the| -
Cup, although the tray ticket indicated it should inservice modules used at this meeting
have hesan served; Unaamplad Resldent D was were distributed to the nurses and C N Ag
served beans, white the tray tioket indicated the who were unable to attend this meeting.

ragidlant dlis|iked all beans; and Unsampled
Resident E did not recelve coffee although the
| tray ticket included Instructions for coftes at all

This was done to educate the nursing staff
on their role in verifying tray accuracy at
the point of service as well as their re-

meals.

‘J sponsibility to inform the kitchen staff

| Observation of the svening méal on 06/28/11 at when a substitute is needed. The Dietary
$:15 PM revealed Unsampled Resident E again ' Managcr, or charge nurse as needed, will |
did not racelve coffes, in spite of tray ticket - monitor tray acouracy, preference honor-| -

instructions for "coffes at all meals”. In addition,
Unsampled Resident F was served carrots.
Review of tha tray ticket revealed carrots wara

ing, and adequacy of substitutions being
offered by performing point of service

listed as a "dislike". tray audits rather thau test trays. These |
audits will be done weekly, for four weeﬁ
Interview with State Aegistered Nursing Assistant | - and then monthly , thereafter and will
(SBRNA) #11 on l06/29ﬁ1 at 6:15 PM revealed she .| include ali meals, including weekends:
overlooked the instructions. She stated . The results of these audits will be pre-

tnsampled Resident F did not éat any of the :
carrots, but the alde did not call for a gubatltute sented 1o the QA committee so that com-
vegatable. Interview with SRNA #2 on 08/29/11 pliance or need for further education, sys-
at 8:20 PM revealed kitchen staff should check tem modification, or staff change may be
the tray tickets before the food was sent out. She determined.
further stated staff in the dining room should
double-check the traya for acouracy and request
substitutes as indicated.

Interview with the Dietary Manager on 07/01/11 at
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- | 7:05 PM revealed the kitshen provided the drinks,
while staff in the dining room served the drinks
from a cart, according to the tray ticket. She
stated the yogurt for Unsampled Rasident G and |,
| the Magle Cup for Unsampled Resident C should
have been placed on thelr trays in the kitchen. ¥ aly 30
Continued interview revealed Unsampled F37]
Aesident F should nat have received carrots and
shaould have been offered an alternate vegetable S L
" '| of glmilar nutritive value. . CHRC stores, prepares, distributes, and|
F 371 | 483.36() FOOD PROCURE, F371] serves food under sanitary conditions.
88=F | STORE/PREPARE/SERVE - SANITARY The facility has had no food related outr - |
' breaks of gastrointestinal illness nor ha '

| The facility must -

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

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

This REQUIREMENT is not met as evidenced
by: . .
Based on observation, Interview, record review,
and review of the faclity's policy It was
datermined the faclity falled o store, distribute
and serve 1ood under sanltary conditions.
Observations revealed demed cana stgred with
non-dented oang, undated tood items stored in
dry storage, meat slicer stored dirty, nesey cup
stored wet, same scoop used for different meals
L.and improper changir]g of gloves and washing of
hands.

The findings include:

training topics included review of the dje-
meat slicer cleaning), hand washing po

" icy, ware washing policy, and kitchen

any resident been diagnosed with a foo
borne related illness. All items referenged
with this citation that were lacking a
out of date, or not stored in a proper coxi-
taimer have been discarded. The dented
cans have been removed and placed in the

return to vendor location. The meat sliger

has been cleaned and is boing maintamgd
in a ready to use condition. The facility’s
consultant dietician will provide in-
service education for the dietary manager
and all dietary staff on Tuly 29, 2011, The

tary sanitation policies, (which includes

icy, food storage policy, dented can po)

cleaning schedule. For the next four
weeks and then monthly- thereafier the
dietary manager will conduct weekly
kitchen inspections, focusing on the argas
cited with this deficiency, to ensure de%- ,

OAM 0MS-25&7(D@-BD)' Previcus Versiona Dhsolpte. Event (ID;NHTHT

Facility QY if continuation shast Pags 26 of 38



08/12/2011 13:06 FAX 1 502 34890542 COLONIAL HOUSE ADMINISTR @oos

PRINTED: 07/18/2011

DEPARTMENT OF HEALTH AND HUMAN BERVICES e e e+ . FOAMAPPROVED-
CENTERS FOR MEDICARE & MEDICAID SERVICES ~ ~ ~ wwrewbe e o w0 ~__OMB NO. D938-0391
STATEMENT OF DEFICIENCIES 01) PROVIDER/SUPFLIER/CUA . {X2) MULT IPLE CONSTRUCTION {X%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETED
: A, BUILDING _
C
B. WING .
186342 - 07/02/2011 .
NAME OF PROVIDER OR BUPPLIER ' STREET ADDRESS, QITY, STATE, ZIP CODE
708 BARTLEY AVENUE
ON CE ‘ ‘
COLONIAL HEALTH AND REHABILITAT] CENTER BARDSTOWN, KY 40004
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'E PLAN OF CORRBCTION X6}
‘PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ FEQULATORY OR LSC IDENTIFYING INFORMATION) TAG - CAOSS-REFEAGNCED TO THE APPROPRIATE DaTE
a 'DEFICIENCY)
" F 371 Contiriuad From page 23 T Far

: F371 (continued)
Review of the facility's policy titied "Dry Foad

Storage”, dated 2006, revealed all dry food In For the next 4 weeks and then at least
storage s clearly labeled and dated. it further quarterly the consultant dietician will, ox
indicated all préducts, previously opened, are . a weekly basis, perform random inspec-
labeled and dated. ' tion of these same areas in addition to hef

regular sanitation audits. The dietician

Review of the facility's policy titted "Dented will report any nogative findings to the

Cans/Damaged Goods', dated 2006, revealed -

dented cans and damaged goods are placed In a facility administrator who will refer the
designated area and clearly marked, such as "For - matter to the QA committee for resolu-
Pick- Up .Damaged Goods - "Do Net Use" tion.

Flavlew ‘of the tasllity's policy tllled "Ware
washing-Conimerclal Dish madhine", dated 2006,
revealed clean dry dishes are stacked In
designated storage areas,

Revisw of the facility's policy titled "Cleaning of
‘the Meat Slicer/Food Chopper”, dated 2008,
revealed the meat slicer/food chopper.is cleaned
and sanitized after each use. - -

Qbservation on 06/29/11 at 10:07 AM revealed
flour stored in a plastic tub dated 01/08/07 and
sugar stored in & plastic tub dated 06/02/07.

Interview with the Distary Manager on 06/28/11 at
10:09 AM revealed she was usually responsible
for dating the dry storage food iterns because she
usually put up her own food stock. She indicated
the dates should be changed when the bins are
empty and new flour or sugar was added.

Observation on 06/29/11 at 10:10 AM revealed an
aight (8) pound can of chocolate flavored syrup
and two (2} 108 ounce cans of sweetened
applesauce which were dented and stored with
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F 371 Continued From page 24 Far|
the non-dented cgnned items.

Interview with the Cletary Manager an 08/29/11 at
1010 AM revealed the dented cans should not be
stored with the non-dented canned items. She
further indlcated they should be stored in the area
of shelving labeled dented cans.

Observation an 06/29/11 at 10:12 AM revealed a
'| sixteen (18) ounoce container of nuimeg, a sixteen
{186) ounce container of cinnamon, an eighteen
{18) ounce container of paprika and an eighteen
{18) ounce conlainer of chili powder which had
been opened and not dated. Further observation
revealed bread crumbs and buttermilk corn bread
mix which were In their griginal bag containers
apened and not sealed.

Interview with the Dietary manager en 06/29/11 at
10:12 AM revealed normelly spices were kept
three (3) months before being discardsd and
should be dated. She further indicated the bags
of bread crumbs and corn bread mix should be
starad in & sealed contalner to prevent past
infestation.

Ouservation of the walk-In refrigsrator on
08/20/11 at 10:20 AM revealed a box of blue
berry muffins which were dated 06/22/11.

interview with the Dietary Manager on 06/29/11 at
10:20 AM revealed after three (3) days the
muffing should have been discarded.

Observation on 06/29/11 at 10:30 AM revealed
four (4) quarter aized hotel pans, three (3) haf
sized deep hotel pans and one (1} deep hotel pan
stored wet.
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Interview with the Dietary Manager on 08/26/11 at
10:30 AM revealed the pans should not be stored
wet secondary to bacteria growth.

Observation on 06/26/11 at 6:28 PM revealed
Cook #16'dropped the alcohol pads which she
was using to clean the thermometer she was
'checking lemperatures with on the floor,
Continued observatlon revaalad she picked the
aleghol pads up off of the floor and placed them
on tray {ine and then used these same aicohol
pads to clean the thermometer after cheoklng the
temperatures of food.

Qbsarvation on 06/29/11-at 5:42 PM revealad
Cook #16 used the scoop for the mechanical diet
beef to scoop pureed baef off of a plate and then
sprayad the scoop off with water at the three (3)
com partment sink

Observation at 5:456 PM on 06/29/11 revealed a
nosey cup stored wet.

Interview with Cook #16 on 08/26/11 at 5:46 PM
revealed the cup should not be stored wet
secondary to the risk of bacteria growth

Observation at 6:00 PM on 06!29!11 revealed
Dietary Aids #18 opened a drawer 1o obtain a
scoop and did nat wash her hands or change
gloves prior to returning to tray line.

Observation.on 08/29/11 at 6:12 PM revealed the
meet slicer was stored with particles which were

light brown in color on the underslde of the slicer
near the blade.
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PROVIDEA'S PLAN OF CORRECTIDN

The tacility must amploy or obtain.the serviges of
a licensed pharmaoist who establishes a system
of ragords of recsipt and disposition of all
controlled drugs in sufficient detail to enable an

.| asourate reconglifation; and determines that drug

records ara in ordar and that an account of all
controlled drugs is malntained and perlodlcllly
reconclied.

Drugs and blologicals uged In the facitity must be
labelsd, in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautlonary
ingtructions, and the expiration date when
applicable.

in accordance with State and Federal laws, the

(X4) ID BUMMARY BTATEMENT QF DEFICIENCIES D . {x8)
PREFIX (EACH DEFIQIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG . | AEGULATORY OR LSC IDENYIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
. ) ' DEFIGIENCY
'F 371 Continued Fram page 28 Fan
Intefview with the Dietary Manger on 06/29/11 at
6:14 PM revealed the meat slicer did not appear
10 have been cleaned well the last time after
belng used to slice meat. She further Indicated
the meat sflcet should be cleaned after each use.
Interview with Cook #18 on 06/29/11 at 8:45 PM
| revealed she should heve discarded the alcohol
pads rather than laying them on the tray line
surface. She further Indicated she should have
gottan another scoop after using the ground meat
scoop to sorape off the pureed meat rather than F 431
spraying It off and cantinulng to use the s000p.
interview with Dietary Aide #18 on 08/28/11 at CHRC, in accordance with State and Fegl-
8:45 PM revealed she should have washed her eral Jaws, stores all drugs and biological
hands and changed her gloves prior to returning in locked compartments and permits onl
to the resident tray ting after-opening the drawer. . authorized personnel to have access to the
F 431 | 483.60(b), (d), (¢) DRUG RECORDS, F 431| keys. The facility has had no reported
88=D | LABEL/ETORE DRUGS & BIOLOGICALS resident medication discrepancies nor

have there been any adverse druy reac-

bally counseled RN #4 which included
instruction for securing insulin in the me
cart. The E-Z Cat barium solution has
been discarded. To ensure all staff are
aware proper procedure, on August 5,
2011, the ADON reviewed the facility

the licensed staff and CMT’s. All nurse
. and CMTs received a copy of the policy

on August 12, 2011. All Med Rooms,

Med Carts, and treatment carts were in-

2011
tions resulting from this alleged deficmrJt
practice. On July 19, 2011, the DON veg- '

policy for Medication Administration with

spected by the ADON and Nursing Supdr-

August 13,

d

G

visor on July 27, 20]1.
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SUMMARY BTATEMENT OF DEFICIENCIES

| The facllity must provide separatsly locked,

" | controlled drugs listed [n Schadule Il of the

-The findings included:

faoility must store all drugs and blologicals in
locked compartments under proper temperature
controls, and parmit only authorized personnel to
have access to the keys,

permanantly affixed.compartments for storage of

Comprehensive Drug Abuse Preventlon and
Control Act of 1976 and other drugs subject to
abuge, except when the facliily uses single unit
package drug distribution systems In which the
quantity stored is minimal and a missing dose can
be readily detacted

This REQUIREMENT |s not met as evidenoced
by:

Based on observation, interview and record
review it was determined the facility falled to
enaure all medications were locked up when not
under direct obgervation of the nurse. During
obzervation of blood sugar checks and insulin
administration, the nurse left a tray of insulln on
top of the medication cart In the hall while she
was |n the resident's room with the door olosed.
im additlon, expired.medications were discoveraed
In the the medication reom for Unit 2.

Review of the policy titled "Medleaticn'
Administration-General Guidelines", dated
02/01/10, revealed the following: "During
adiministration of medications, the medlcation cart
is kept closed and locked when out of sight of tha
medication nurse or aide". Continued review

(X4) 1D D PAOVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFICIENCY MUST & PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTIDN BHOULD BE COMPLETION
TAG . REGULATORY OA LSC IDENTIFYING INFORMATION) TAG CROS8S-REFERENCED TO THE APPROPAIATE DATE
. . DEFCIENCY)
F 431 | Continued From page 27 F 431| 7431 (continued)

These inspections confirmed that all drugs and
biological are being labeled and stored per
facility policy. To ensure ongoing compli-
ance, the Director of Nursiog assigned respom-
sibility for weekly checks of the med rooms
anid med/treatment carts to the CMT. The
DON will abaerve medication passes as part
of her daily rounds to ensure medications arej
being properly controlled during medication
admidistration. The facility’s consultant phap-
macist, who is an active member of the QA
Committee, will monitor compliance with this
requirement as part of routine consulting ac-
tivities. If need be, she will report any adverse
finding to the full QA commitiee 50 that addi-
tional corrective action can be initiated.
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revealed, "No medicalions are kept on top of the
cant”

Observation on 06/30/11 at 11.00 AM revealed
the treatment cart in the hall held a tray
containing vials of insulin on top of the cart,
Continyed observatlon revealed the cart was
unattended while Registered Nurse (RN) #4 was
in a resident's room with the door closed.

Inmterview with AN #4 on 06/80/11 at 11:03 AM
revealed she had left the cart while she checked
the resident's blood sugar. Ehe stated she did
not usually pass medications but did cheek blood
sugars and administer insulin. She further stated
she had been trained to carry the Insulin in the
tray on top of the cart.

Interview with the Director of Nursing (DON) on
07/02{11.at 8:20 PM revealed insufin outside of a
locked area should be in direct sight of the nurse
at all times. She stated Insulln left an the cart
while the nurse was-In a room with the door
closed was "wrong and'against policy".

In addition, observatian of the Medication Raom
far Unit 1 on 06/29/11 at 11:00 AM revealed three
(8) of five (B) bottles of E-Z-Cat Barlum solution

| were expired. Interview with Certified Medical
‘Technician (CMT) #5 on 06/29/11 at 11:15 AM
revaaled whoaver did the ordering should have
checked expiration dates, Intetview with the
OON on 06/29/11 at 11:20 AM revealad the
medication nuree or CMT was responsible for
checking explration dates in the madication room,
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
88=E | SPREAD, LINENS .
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-(a) Infection Control Program

.| Parsonnel must handle, store, proceas and

safe, sanitary and comforlable environment and
to help prevent the development and transmission
of disease and Infection.

The tacllity must estabiish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infeations
In the facility;

(2) Decldes what procedures, such as Isolation,
should be applied to an individual resldent; and
(3) Malntains a record of incidénts and corrective
aclione related to infections.

(b) Preventing Spread of Infection

{1) When the Infeotion Control Program °
determines that a resident needs |solatlon lo
pravent the spread of Infection, the facility must
igolate thé resident.

{2) The facllity must prohiQit employees with a
communicable disease or infected skin lesions
trom 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
professlonal practice,

(¢) Linens

transport linens so as to prevent the spread of
Infection.

.infection contro] program designed tc pro
| vide a safe, sanitary, and comfortable en-

“noted infections have occurred over the

x4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PAOVIDEA'S PLAN OF CORREQTION )
PREFK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 441 | Continued From page 29 F 44| F 441
The facllity must establish and maintain an . ) : o August 13
Infection Contro! Program designed to provide a CHRC has established and maintaing an | 44))

vironment and to help prevent the devel-
opment and trangmisgion of disease and
infection. Resident #7 no longer resides
in the facility. All residents have the po-
tential to be affected. The DON, ADON,
MDS Coordinator and charge nurse com-
pleted chart audits of every chart on Au-
gust 12, 201). The andit efisured that no

past 30 days that were related to infection
oontrol practices. The nurse who failed g
follow accepted professional practice for
hand washing was verbally counseled by
the DON on July 19, 2011, On July 1,
2011, the oxygen concenirator storage
area was moved to the med room. The
mop bucket storage arca wasg moved to a
mechanical room on July 25,2011, To
clarify any staff confusion regarding stor-
age in the soiled room, signage has been
put up prohibiting the storage of clean
items. The ADON will provide an infec-
tion control inservice for the nursing sta
on August 5, 2011. The training will
highlight the facility’s hand-washing pol-
icy. For the next 4 weeks and then
monthly for the next 5 months, the DON
or ADON will make observations of di-
rect care provided by both nurses and
CNAs to ensure compliance with the fa-
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This REQUIHEMENT is not met as avidenced

by: For the next four weeks and then monthly for

Based on observation, intarview, record review ‘ the next the next 5 months, the Director pf

and review of the facility's referance guide, . - 'Housekeeping will include inspection of|the

Lipplncotts Nursing Pracedures (Fifth Edition) It .| . ‘soiled room as-part of ber routine rounds. Aay

was determined the facility failed to maintain an noted problems will be referred to the fagility

effective Infection Control Program to help "~ QA committee.

prevent the development and transmission of
disease and Infaction for one (1) of twenty-one
(21) sampled residents, (Residant #7)..
Obaarvatlon of e-wound care procedure on
06/26/11 for Resident #7 revealed impraoper
intection contro! technigue relatad to hand
hygiena between glove changes. Obaervations
also revealed clean oxygen concentrators were
stored in the dirty linen room and a mop stored in
a buoket in the dirty linen room.

The findings include:

Review of the tacliity's reference gulde for hand
“hyglene, Lipplncotts Nursing Procedures (Flfth
adition), revealed hand hyglens ia to be
performad before performing wound care, after
gontamination, and always alter remoying gloves.

1. Record review revealed Resident #4 was
admitted to the tacility an 05/24/07 with diagnoses
which included Diabetes Mellltus |1, Senile
Dementig, Alzheimer, Stage IV Pressuare Ulcer,
and Fallure to Thrive. Review of the 11/26/10
Annual Minimum Data Set (MDS) Assessment
ravealed the facility agsessed Resident #4 as
béing at rlsk for and as having one Stage IV
prassurg ulcer.

QObservation of wound care to a Stage IV
Preesura Ulcer located at the coccyx area on

M CMS-2667(02-09) Pravious Varslons Qbgotste Event ID;NHTH11 Facllity 10: 100347 . i gontinuation shest Page 31 of 38
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| stool cleaning and foliowing the dressing removal.

| revealed hand hygiene was not perfarmed
| betwesn all glove changes as required by the

procedures revealed staﬂ should wash their

06/29/11 at 3:26 PM for Resldent #4 revsaled 1he
Wound Care Nurse (WCH) failed'to follow the
facility's hand hygiene guidslines related to
performing hand hygiene after removing gloves.
Prlor to the procedure the WCN washed hands
and put on gloves. During the dressing change,
the WCN cleaned stool near the wound site and
changed gloves, removed the solled dressing and
changed gloves, then applied the new dressing.
After the wound care was completed, the WCN
removed thelr gloves and performed hand
hyglene. '

Observation revealed the WCN falled to wash her
hands after removing her gloves following the

Interview with the WCN on 06/20/11 at 8:15 PM
regarding the faclllity’s hand hygiene guldsiines
and the wound aare pertormed to Resldent #4

facllity's hand hyglene procedures. Further
interview revealed the WCN was nervous with
being watched by surveyors and should have
washed her hands after taking off the
contaminated gloves before donning the clean
glovss,

Interview with the Director of Nursing (DON) on
08/29/11 at 6:30 PM re%ardlng ihe facility's hand
hygiene guidelines on glove changes during

hands between gloves changes.
Interview with the Asslstant Director of Nursing

{(ADON), who oversees the Infaction Control
Program, on 07/02/11 at 6:30 PM regarding hand

AM CMS-2667(02-80) Previous Versions Cbsolela - Bvant [0:NHTH11
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If continuation sheet Page 32 of 38



08/12/2011 13:08 FAX 1 6502 3488542 COLONYAL HOUSE ADMINISTR @oo4

DEPARTMENT OF HEALTH AND HUMAN SERVICES e e s . PRONTED: omiezol

_CENTERS FOR MEDICARE & MEDICAID SERVIGES . ) ] — OMB NQ. 0838-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE BUAVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: : . . COMPLETED
; A. BUILDING
C
8. WING :
B 185342 : i 07/0212011
NAME OF PROVIDER OR SUPPLIEA _ ' BTREET AQDRESS, CITY, STATE, ZIP CODE
' 708 BAATLEY AVENUE

OLONIAL HEALTH AND RE L NTER . :
G REHABILITATION CENTE BARDSTOWN, KY 40004

(X4) 1O SUMMARY 8TATEMENT OF DEFICIENCIER 1] PROVIDER'S PLAN OF COAAECTION

X8,
. PREFIX (EAQH DEFICIENCY MUBT BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE - cougr.é'no"
TAGQ AEGULATORY OR LAC IDENTIFYING INFORMATICON) TAG - CROSS-REFERENGCED TO THE APPROPRIATE DATE
. ' DEFICIENCGY)
F 441 | Continued From page 32 F aa1 '

hyglene, revealed if gloves become contaminated
perfarming a procedure, when they take them off,
they should perform hand hygmna prior to putting
on a clean pair of glovas

2. Observation on 06/28/11 at 10:00 AM revealed
axygen concsntrators coverad with plastic bags,
however, the bottoms of the oxygen
voncentrators were exposed,

Interview with the DON on 06/30/11 at 10:25 AM
revealed the oxygen dellvery-man had told the
faoility it was okay to store them in the dirty linen
room because they were coverad. She further
indicated the oxygen concentrators were clean.

Interview with LPN #3 on 08/30/11 at 6:60 PM
revealed the oxygen coneentrators would be
considered clean. '

Interview with Licensed Practi¢al Nurae (LPN) #5
oh 06/30/11 at 5:45 PM revealed the oxygen
' | concentratoras wauld be considered clean.

3. ‘Observation an 07/01/11 at 5:10 PM revealed
& mop stored In & mop bucket with approximately
one (1) Inch of water in the bottom.

|nterv|ew with Housekaeper #17 on 07/01/11 at
5:10 PM revealed at night the mop is left in water
| and cleaner in the dirty lInen reom far nursing
staff in case thay have a splll during the night so it
can be clerned. .
F 465 | 483.70(h) F 485
88=p | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional,

OAM CMB-2657(02-00) Pravious Vereions Obgolate Bvant 10: NHTHI Faglltty ID: 100347 If continuation Shaet Fage 33 of 36



08/12/2011 13:09 FAX 1 502 34890542 COLONIAL HOUSE ADMINISTR doos

DEPARTMENT OF HEALTH AND HUMAN BERVICES +: -2 s cooer o re oo g e et 2o PRINTED: o7/1s/2011

" OMB NO. 0938-0391

FORM APPROVED. . .o ...

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X8) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - ' COMPLETED
A. BUILOING
B. WING C
385342 - 87/02/2011

NAME OF PROVIDER OR BUPPLIER

COLONIAL HEALTH AND REHABILITATION CENTER

STAEET ADDRESE, CITY,.8TATE, ZIP CODE
7O BARTLEY AVENUE

BARDSTOWN, KY 40004

(X4} D SUMMARY STATEMENT OF DEFICIBNCIES [s] PROVIDEA'S PLAN OF GORRECTION {x5)
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PAEFIX (EAOH CORRECTVE AGTION SHOULD BE COMPLETION
TAG RAEGULATORY OR LBC IDENTIFYING: INFORMATION) TAG CROSS-AEFERENCED TO THE APPROFF“ATE DATE
DEFICIENCY) .
F 465 | Continued From page 33 F 485| F465

This REQUIREMENT |s not met as ewdenced

‘Observation on 07/01/11 at 1:55 PM revealed an

sanitary, and comfortable environment tor
residents, staff and the public.

by:

Based on observation and Interview it was
determined tha facillty failed to ensure a safe
environment for residents, staff and the public as
evidenced by exposed bolts on tollsts in
residents' bathrooms and loose towel racks in
residents' bathrooms.

The tindings Include:

Observatlon on 07/01/11 at 1:30 PM revealed an
exposed bolt on the right glde of the toilet and a
towel rack which was loose in Resident Room 31.

Observation on 07/01/11 at 1:40 PM revealed
expoged bolts on both sides of the toilet which

stuck up approximatsly ona halt (1/2) an ingh
above the boltom of the tollst in Resident Ftoom
22

Observation on 07/01/11 at 1:50 PM revealad
exposed bolts on both sides of the toilet in the
bathroom in Resident Room 4. :

axposed boit on The left side of the tollst and a
loose towel rack in the bathroom in Residant
Room 11,

Observation on 07/01/11 at 2:00 PM revenled an
axposed bolt on the left side of the tollat and &
loose towel rack in the bathroom in Resident
Room 10.

j functional furnishings or equipinent from| -

CHRC provides a safe, fanctional, sani- | 5517
tary, and comfortable environment for
residents, staff and the public. -The facil-
ity Maintenance Director installed bolt
covers on al] facility coinmodes, m.cludm%
those in resident 31,22,4,11, and 10, on
July 13, 2011. An inspection, and neces-
sary repair/replacement of all towel bars,
including those for residents 31, 11, and
10, was completed on July 17,2011, The
facility housekeeping staff has been as-
signed responsibility for reporting missin
bolt covers and loose towe) racks to main
tenance on a daily bagis.- On August 5,
2011, the facility administrator provided
written direction for all staff confirming
their responsibility for removing any nonj

i

service as well as their responsibility, and
the process for, reporting any unsafe, un-
sanitary, or uncomfortable environmental
condition to the Maintenance Direotor,
Housekeeping Director, or Administrator
if need be. A monthly check to confirm
the bolt covers are 1n place and the towel
racks are secure has been added to the
tacility’s preventive maintenance pro-
gram: These checks will be performed by
the Maintenance Director or his assistant.
If problems persist, the Maintenance Di-
rector will refer the matter to the safety
cominittee for resolution.

August 6,
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Intervisw with the Maintenance Director on CHRC maintains clinical records on each
07/01/11 at 10115 AM revealed thé bolts could be resident in accordance with accepted prd-
potentlally dangerous If a resident or someone fell fessional standards and practices that are
in the bathroom and the loose towel racks couid complete, accurately documented, read;
be dangerous also if someone fell in the acces 'bl’ and systematicallv ¢ P
bathroom and tried to hold onto the towel rack. siv’e, and dystematically organize
F 614 | 483.76()(1) RES F g14| OnJuly 25,2011, an audjt of #8’s chartd ~ August
88=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB wag completed by the facility MDS Coop- 2011

| aceurately documented; readily accessibie; and
gystematicaily organized.

treat this disease. Interviaw eith the Physician

LE

The tacility must maintain clinical records on each
resident in accordance with accepted professional
staendards and practices that are complete;

Tha clinical record must contain sufficient
Infermation to Identify the regident; a record of the
resident’s asseasments; the plan of care and
services provided; the results of any -
preadmisaion soreening conducted by the State;-
and progress notes.

This HEQUIFIEMENT 15 not met as evidencaed
by:

Based on lnterwew and regcord review it was
determined the facility falled to ehsure the clinical
record was maintalned on each resident in
accordance with adcepted professional standards
and practioes accurately for one (1) of twenty-one
(21) sampled residents. Review of Resident #8's
medical record révealed the résident had a
diagnosis of Hypothyroldiam, however, the
regident was recalving no medication intended to

revealed, to his knowiadge, Resident #8 did not

dinators. Following this audit, the physil
cian was contacted and a new order was
obtained to make accurate #8°s current
and historical diagnoses. The chart face
sheet has been updated to reflect this .
change. On August 12, 2011,.the DON,
ADON, MDS Coordinator, and Charge
nurse completed chart audits of every reg
dent chart to ensure they were complete,
accurate, accessible, and organized. The

-facilily is currently training a new medichl

records clerk who will be responsible for
ensuring the facility’s medicaj records ay
completgreadily accessible, and system-
atically organized. On July 25, 2011, th;

training was enhanced through collaborat

tion with a Medical Records Director wi
over 20 year’s experience. This training
emphasized techniques for maintaining
diagnoses accuracy as well as chart or-
ganization, job duties, and departmental
fonction The DON or MDS Coordinaton

will audit 10 of the charts each month for -

the next 2 quartera to ensure olinical re-
cords are complete, accurate and organ-

ized. Any noted problems wili be referred

13,
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have a diagnosis of Hypothyroidism.
The findings includs:

Record review revealed the facility admitted
Resident #8 on 09/02/03 with dlagnoses which
included impaired Renal Function, .
Hypothyroidism, Hypercalcemia, NMetabolic
Cardiomyopathy and Alzhseimar's Demsentia.

Phone Interview with Physlcian #1a on 07/01/11
3:15 PM revealed he had no concerna regarding
Hypothyroidism and in review of hig charting he
saw no indications of Hypothyroldism. He further
stated he would have blood worle drawn Just to be
cartain.

Interview with the Director of Nursing (DON) on
07/01/11 at 3:20 PM revealed Resident #8's
Physician ordered a Thyrold-stimulating harmone
(TSH) lavel be.drawn on Resldent #8 beoause it
had been a while sifice she/he had ane drawn,
She further stated the residont's Power of
Attorney had Indicated the resident had a T8H
level taken in 2001 and it was within normal
limits.
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K 000 | INITIAL COMMENTS K 000
A Life éafety Code Survey was initiated and
concluded on 06/29/2011. The tacility waa found
' 1 not to meet the minimal requirements with 42
[ Code of the Federal Regulations, Part 483,70.
f The highest Scope and Severity deficiency
. ' identified was an "F". :
! K 0BO [ NFPA 101 LIFE SAFETY CODE STANDARD K 050
: §8=F
Fire drills are held at unexpected times under K050 Colonial Health and Reha- "'y 20,201

varying conditlons, at least quarterty on each shift.

The staff is familiar with procedures and'is aware bilitation Center (CHRC) conduots

that drills are part of established routine. fire drills at unexpected times under
Responsibility for planning and conducting drilis is varying conditions, at least quarterly
assigned only to competent persons who are on each shift. On July 19, 2011, the

qualified to exarcise leadership, Wheis drills are ) . )
conductad batween 9 PM and 8 AM a coded Maintenance Director has reviewed

announcement may be used instead of audible 1the requirements of NFPA 101
alarms.  19.7.1.2 o - |19.7.1.2. Since the facility had docu-

mented fire drills for each shift every
| quarter, the Maintenance Director

This STANDARD is not met as evidenced by: will now increase the variability,
Based on Interview and racord review it was , based on the time of the month as
determined the tacility failed to ensure fire drllls . : .

ty : well as time of day, when the dnlls

were oonduoted at unexpacted times under

varied conditions. The deficiency had the will occur. The Maintenance Direc-

potential to affect all smoke compartments, staff tor will present his fire drill docu-
and residents, The facllity is licensed for sixty mentation to the safety conumittee to
five (85} beds with a census of sixty ane (61) . . - i
residents on the day of the survey. verify that the dn‘lls are bc!r%g °°n.

: ducted under vatious conditions.
The findings include: . : Any noted problems will be referred

to the facility QA commitiee.
Record review, on 06/29/11 at 10:46 AM, with the
Maintenance Diractor revealed the fire drills were -
not being conducted at unexpected times under
varied conditions.

ABORATORY mn&cwy OR PROVIDER/SUPFLIER AEPRESENTATIVE'S GIGNATURE e 6) OATE
: éA . ' A—ém} ALisk AR & / lef iy ,

. Y
\ny daficiancy statement ending with an asterigk (%) denotes a deficiency which Ihe Institution may be excuaed from carreatin providfng it {a _r."etarm Ined that
sther sateguarde pravide suffiolent protection to the patlents. (See inetructions.} Exoapt for nureing homes, the findings mamg ahove ars digclosable 90 days
cllowing the data of survey whether or not a plan of carrection la provided. For nursing homes, the above lindings and ptans of corrastion are disclosable 14
1ays following the dats theae docduments are madas avaliable 1o the facllity. if deflclencles are clted, an approvad plan of corraction Ia requisita o continued

rogram participation.
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K 050 Corﬁinued From pege 1

Intervisw, on 06/29/11 at 11:45 AM, with the
Maintenance Director revealed that he was
unawarae that fire drilis- were not being conducted
.as required.

Reterence: NFPA Standard NFPA.101 19.7.1.2.
Fire drills shall be conducted at least quarterly on
each shift and at unexpected times under varled
conditions on sll shifts,

K082 | NFPA 101 LIFE SAFETY CODE STANDARD
85=E :
Required automatic sprinkler systems are
conlinuously maintained in reliable operating
condition and are ingpected and tested -
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.75

This STANDARD Is not met as evidenced by:
Baged on obaervation and interview it was
determined the faollity failed to maintain the
gprinkler system according 1o NFPA standards.
Tha deficlency had the potential to aifect one (1)
of five (B) smoke compartments, residents, staff
and vigitors, The tacility ig licensed for sixly five
(85) beds with a census of aixty one (61) the day
of the survey.

The findings Include:

Observation on 06/28/11 at 2:15 PM with the'
Maintenance Director revealed insulation on the
sprinkler heads located in the attic of the

K QS0

w062

K062 CHRC'’s ?Lthcl)maﬁc s;?rinl-.:ler Tuly 28, 2
Rystems are continudusly maintained .
In reliable operating condition and are
Inspected and tested periodically. The
insulation on the sprinkler heads in the
personal care wing was removed on
Tuly 26, 2011. An inspection of all
pttic sprinkler heads, and subsequent
removal of any insulation, was com-
pleted on July 27, 2011. To ensure
continued compliance with this re-
uirement, attic sprinkler head inspec-
hons will now be completed two times
r month. The results of these inspec- |-
Hons will be documented with the fa-
pility’s preventive maintenance pro-
gram. Any noted problems will be
referred to the QA committee for réso-
Jution.
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K 062

K 07Q
. 88=D

.|6-6.8.2.1 Continuous or noncontiguous
ohstructions less Than or equal to 18 In,

| all health care cocupanoles, except in

Continued From page 2
Personal Care Wing, -

Interview on 08/29/11 at 2:15 PM, with the
Maintenante Director confirmed the observation.

Reference: NFFA 13 (1990 Edition)

3-5.8.2" Obstructions to Sprinkier Discharge
Fatiern Development.

(457 mm) below the sprinkler deflector
Thet prevent the pattern from fully developing
shall comply With 5-5.5.2,

NFPA 101 LIFE SAFETY CODE STANDARD

Portable space heating devices are prohibited In

non-sleeping staff and employee areas where the
heating elements of such devices do not exceed
212 degrees F. (100 degrees C) 19.7.8

This STANDARD s not met as evidenced by;
Based on chaervation and interview it was _
dstermined the facility failed to ensure portable
space heaters used in the fecility were according
to NFPA stendards, Portable space heaters ussd
in health care faciliies must be of an appraved
type to limit the risk ot fire. The deficiency had
the potential 10 affect one (1) of five (5) smoke
compartments. The facllity Is licensed for sixty

K 062

K 070

K070 CHRC prohibits the use of port{ yu1y 272011
able space heating devices. On July '
11, 2011, the Maintenance Director
removed the improperly mounted
space heater from the Central bath and|
replaced jt with a UL listed, approved
for wall mounting, auxiliary heater to
maintain resident comfort while bath-
ing. He also confirmed that the 3
other auxiliary heaters jn usein the
bathing arcas are designed for such
use. The Administrator made all staff|
aware that portable space heaters are
prohibited in the facility via memo

five (86) beds with a cansus of sixty one (61) the posting on July 26, 2011.
-day of tha survey.
“ORM Gi48-2697(02-99) Previcus Verslons Qbzolete Event ID:NHTH21 Faclllty 10: 100347 It ontinuation shest Page 3 of 6



08/17/2011 10:33 FAX 1 502 3480542 COLONTAL HOUSE ADMINISTR @oos

DEPARTMENT QF HEALTH AND HUMAN.SERVICES PRINTED: 07/18/2011

JENTERS FOR NPEDI_CAF!E & MEDICA&D SEHVICES : ; T . OMB-NO. 0838-0381
ATEMENT OF DEFICIENCIES | (X1} PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTAUGTION | {X23) DATE BURVEY

{D PLAN OF CORRECTION IDENTIFICATION NUMBER: . . COMPLETED
. : A BULDING 01 MAIN BUILDING 01 - . .
. 165342 8 Wing 06/29/2019
AME OF PROVICER DR SUPPLIER STREET ADDAESS, GITY, STATE, 2P GODE '
s . NI REHABILITA] 708 BARTLEY AVENUE
OLO'NlAL HEALTH ANDY R ! ITATIQN CENT?R BARDSTOWN. KY 40004
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 0 _PROVIDER'S PLAN OF CORREQTION o6)
PREFIX (EACH DEFICIENGY MUST BE PRECFDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
C TAG AEGLILATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' . DEFIQIENCY)
K 070 | Continued From page 3 K 070{ K070 (continued) |
| The findings inciude: * * | The Maintenance Director will, as part
Observation on 06/20/11 at 11:15 AM withthe . of routine preventive maintenance
Maintanance Director revealed & portable space physical plant mspectlon.s verify that
heater mountad on the wall and hard wired to an .| portable heaters are not in use. Any
| electrical Junctlon box located ingide the Men'a
contral bathroom in the Personal Care Hall noted problems will be referred to the
_ facility QA committee.
interview on 08/29/11 at 11:15 AM with the
Maintenance Director, reveealed a previous
Maintetiance Diregtor had installed the heater
1 and was unawars that changing a portable device
1o a permanent davice voided the UL Listing.
Reference: NFPA 101 (2000 edition)
19.7.8 Portable Space-Healing Devices. Portable
apace-heating
devices shall be prohlbltsd In all heaith care
accupancies.
Exception: Portable space-heating deviges shall
be permitted to be used
in nonsleeping stalf and employee areas where
| the heating elements of
sUch deviges do not excsed 212°F (1 00°C)
2;30 NFPA 101 MISCELLANEQUS . : K 130 K 130 CHRC mamtmlis its doors .Aug“ 5
f == ’ . = : 8 )
OTHER LSC DEFICIENCY NOT ON 2788 within a required means of egress. Onj 557y
- ' July 21, 2011, the Maintenance Dirsc-
tor removed slide bolts from the con-
ference room bathroom and therapy
: service doors. The facility mainte-
This STANDARD Is not met as evidenced by: nance staff completed removal of all
.| Based oh observation and Interview, it was slide bolts and instailation of new
determinad the facility falled to maintain doors - -
within & required means of agresa. This locksets on August 4, 2011

RM OME-2567(02-98) Previous Varslens Obeclate " Evenl ID:NHTH21 Faclltty I1D: 100247 H'canfinuation shaet Paga 4 of 8
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K 130| Continued From page 4 K 130 L
deficiency had the potential to affect ona (1) of K130 (continued)
five (5) smoke compartments, residents, staff, ‘ .
and visitors. The facility is licensed for sixty flve To assure daily surveillance for im:- 4
385) t:uteﬂs with a census of snxly one (61) on the properly installed slide bolt, the house-
1 . .
Ay atihe survey. Keeping staff has been instructed on
The findings Include: the requirements of NFPA 101
o6 ! 06/-29, ' AM and 19.2.2.2.4. If a slide bolt is found,
gervation, on 11between 10:00 an o ar ; : e
8:00 PM, with the Maintenance Director revealed house!;e.epmg :rlllltlingufy 'thc mamtc.
an unapproved lock {siide bolt type) was Instalied hance director and admintstrator so it
on the egress side of the bathroom door In the Can be removed. The facility mainte-
Conference Room, and the Tharapy Services nance director and his assistant, will
outridor door. ' ponfirm that no slide bolts have been
Interview, on 06/26/11 between 10:00 AM and - nstalled as part of monthly preventive
1 3:00 PM, with the Maintenance Director revealed maintenance room checks. Any noted
he was aware of the looks, but not aware they problems will be referred to the facil-
could not ba used. ity QA committee. o
NFFA 101 (2000 Edition) 19.2.2.2.4
Doors within a required means of egress shall not
be equippad with a latch or look that requires the
use of & tool or key from the sgrees slde.
K147 | NFPA 101 LIFE SAFETY CODE STANDARD - K 147
. 8S=D . S
Blectrioal wiring and equipment is In actordance : t :
with NFPA 70, National Electrioal Code. 9.1.2 K147 CHRC’s electrical wiring and | 727, 2011
Eqiupment is in accordance with
"‘NFPA 70, National Electric Code
5.1.2. On July 14, 2011, additional
receptacies were nstalled in the Resi-
This STANDARD is nat me! as evidenced by: A tpS . ﬂ.m all‘l ' n?: t11{1 .
Based on observation and Interview, it was cit Segvices 0llics ouminating the
determined the facllity falled to ensure electrical need for the paggy backed power strip.
wiring was maintained according to NFPA

'ORM CM8-2607(02-09) Previous Varsions Obsolele Event 1D NHTHZ1
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)EPAHTMENT OF HEALTH AND HUMAN SERVICES

—————

AME OF PROVIDER OR BUPPLIER

‘OLONIAL HEALTH AND REHABILITATION CENTER

STREET ADIDIH B8, OITY, 8TATE. 2IP CODE
708 BARTLEY AVENLE
BARDSTOWN, KY 40004

SENTERS EOR MEDICARE M_&_ﬂ\ﬂ_clas ST OMB NQ. 0938-0391"
| STEMENT OF DEFICIENCIER L(X1) PROVIDER/BUPPLIER/CLA {(*2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
! D PLAN OF CORRELQTION IDENTIFICATION NUMBER; - ' COMPLETED
X e _ A. BUILDING o1 - MAIN BUILDING 01
B, WING ' '
185342 06/29/2011

| alfect two (2) of tive (8) smoke compartments,

Ilocated in the.resident corrlder was unlocked.

| Maintemance Director revesaled he was unaware
1 of the power strips balng plugged into each cther
in the dffice.

| be sufficient recaptacles located so as to avoid

including residents, staff, and visitors,
The tindings Include:

Observations on 08/29/11 at 1:30 PM, with the .
Maintenance Diraotor revealed an electrical pans!

Interview on 06/29/11 at 1:30 PM, with the
Maintenance Director revealed OSHA told them it
had to- be unlocked.

Obssrvation on 06/29/11 at 2:00 PM, with the
Maintenance Direotor revealed piggy backed
power strips in the Residant Services Office.

Interview on 06/26/11 at 1:30 AM, with the

Héference: NFPA 99 {1292 edltion)

3-8212D -

Minimum Number of Receptacles. The number
of receptacles shall be determined by the
intended use of the patient care area. There shall

the need for extension cords or muitiple outlet
adapters,

~..| nent wiring. To assure compliance
| with this requirement, the Mainte-

On the same day, the electrical panel
was secured to prevent unauthorized
access. On July 26, 2011, the Admin
istrator cormunicated to all office
staff that power strips or extension
cords cannot take the place of pexma-

nance Director added office checks to
his routine, monthly preventive main-
tenance inspections. Verification that
the breaker panel remains secured will
occur monthly. Any noted problems
will be referred to the QA committee.

| XD SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDEA'S PLAN OF GORRECTION 08}
P PREFX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREPIX {EACH COAAECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROFRIATE DATE -
. . - : . DEFICIENDY)
K147 | Continued From page & K 147 ,
standards. The deficiehoy had the potential to K147 (continued)
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