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F 000 | INITIAL COMMENTS " F000| Phan of Action
: . Cambridge Place
' N . ) i -27/20
A Recertification and an Abbrevlated Survey Standard Survey 1/24-27/2012
were conductsd 01/24/12 through 01/27/12. . I
Deflclengles were cited with the highest Scope f; zﬁi::::?;’na: i:’:;ctu::ﬁ:;gf;&'s plan
and Sever“y' ofan "F". ARQ KY#00017717 was. admission or agreement by the provider
substantiated with no deficiencies. of the truth of Ehe facts a"i cd Opr
F 253 | 483.16(h)(2) HOUSEKEEPING & F 263 . L
-0 | MAINTENANCE SERVIGES conclusions set forth in the statement of
- §5=D . o ] deficiency. This plan of correction is
. ; . . prepared and executed solely becruse it
The facllity must provide housekeeping ancj Is required by federal and state law,
maintenance services necessary fo maintain a
sanitary, orderly, and comfortable uﬁén‘fe‘j s
ﬂg R
El F253 Housckeeping and -
' iE Maintenance Services .
This REQUIREMENT Is not met as %videnced . The facility must proviqc housgkeepmg
by: and maintenance services necedsary to
Based on environmental obsarvations, Intervievs maintain a sanitary, orderly, and
with the Maintenanoe Director and Housekeeping comfortable interiox.
Supervisor and a review of the facil]ty 8 ' :
Maintenance Log it was determined the facility Criteria 1. -The loose/broken tile in
failed to provide housekeepmg and maintenance the west wing shower rooms bave been
services necessary to malntaln'a sanitary, repaired.
orderly, and comfortable Interlor. Grout was -The mold in the
observed fo be discolorad by a black mold-like northwest wing shower room has been
substance in the resident shower on the _ . cleaned/removed.
northwest wing. In addition, tiles were observed ~The Toose baseboard by
chipped, broken and loose in both west wing the Bast mursing station has been
ghower rooms. A looge base board was repaired. |
observed on the east wing. Criterip 2; An audit was performed
o _ by the Adruinisteator on 2/17/12 for
Th? findings include: resident rooms and care areas to identify
7 - ] jssues requiring the attention of
A review of the facllity housekeeping schedule housekeeping or maintenance. Rach item
revealed the resldent shower rooms were identified was prioritized and scheduled
‘ supervision of the Adminstrator,
RBORATORY OIRECTOR'S OR PROVJPERISURPEER REBENTATIVI'S SIGNATURE TITLE {X6) DATE
EEEC ierhnnm L YOI V)
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F 253| Continued From page 1 F 253| Criteria 3: The housekeeping and
An environmental tour conducted, on 1/26/12 at maintenance staff have received inservice
10:12 AM, with the Housekeeping Supervisor education by the Administxator and/or
reveated A black mold like substance chserved Housekeeping Supervisor on routine
on the grout in the resident shower room on the ingpection of the resident rooms and care
west wing. In addition the grout was observed arcas 1o determine that issues are
with gaps ‘and tiles were loose. identified and addressed in a timely
. manner, as provided on 2/15/12, 2/16/12,
An interview gonducted with the Housekeeping 2/17/12, 2/18/12, 2/19/12, 2/20/12,
Supervisof reveeled the Supervisor had 2/21/12, 2/22/12, and 2/23/12. Al} facility |
atlampled to claan the grout but was not able to staff has received inservice education as
remove all the the stains. Furiher Interview directed by the Administrator on 2/15/12,
ravaalad the Supservisor was not aware of any 2/16/12, 21712, 2/1812, 2/19/12,
plans to replace/repalr the great or tile. 2720112, 2123/12, 2/22/12, 212312,
; . 2/24012,72/25/12, 2/26/12, and 2/27/23 to
Observations conducted durin:g an environmenta) log all maintenance concerns in the
“tour on, 01/26/12 et 10:46 AV revealed broken maintenance logs located at each nursing
tile In the west wing tub bath 1d a loose base station,
board near the east wing nure:3s station. I?]rjlteria 4: The CQI indicator for
. ¢
An interview conducted with t_%:ae Maintenancg monitoring of housekeeping and
Director, on 01/26/12 at 10:45 AM, revealed it maintenance issues will be utifized
'} was facllily practice for items in need of repalr 1|0 mmonthly X 2 months then quarterly as
be fogged in the maintenance log at the nurses per the CQI calendar under the
stations end maintenance staff reviswed the logs supervision of the Housekeeping and
daily and would sign the log wheri the repair was Maiutenance supervisors.
completeéd. Contlinues interview conducted with
the Malntenance Director revealed the Criteria 5: - 229/12
Maintenance Director made rounds daily to )
review maintenance logs and identify items in
need of repair. According to the Malntenance
Director, he was not aware of the |aose/broken
tlles, the ieaking grout, or the looge baseboard.
Areview of the east and west wing maintenance F 281 Services Provided Meet
logs revealed no evidence the above iterns in Professional Standards
need of repalr had beer Idontifled. The services provided or atranged by
F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET F281| the facility mast meet professional

88=p | PROFESSIONAL STANDAR DS

standards of quality.
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F 281 | Continued From pege 2 Criferia 1! Resident # 6 receives

(| ThIs. REQUIREMENT 8 not met as evidenced

facility staff fiiled to encourage or have pudding

| A review of the Medication Administration Record

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

by: )

.Based on observation, interview and record
roview it was determined the facllity failed to
provide services o meat professional standards
of quality for one (1).of twenty-four (24) sampled
residents. Resident #B8 had a Physiclan's order to
encourage two-hundred and forty (240) cubic
centimeters {(cc) of pudding thick liquids four (4)
times a day with medication pass. Howevar,

thick liquids wvailable-for Resldent #6 during
medication pass on 01/26/12.

The findings include:

Interview with the Administrator on, 01/26/12 at
3:00 PM, revealed the facilily did not have a
policy related to following Physician's orders, -

A raview of the medical record revealed the
facillty admitted Resldent #6 on 05/12/11 with
disgnpees of Dysphagla, Progressive
Neurological lliness, Senile Dementla, and
Depression. Areview of the Physician's orders
dated January 2012, revealed a Physician's order
to encourage two-hundred and forty {240) cc's of
pudding thick liqulds four (4) times a day with
medication pass. '

{MAR) for 01/12 for Resident #6 revealed
Reglstered Nurse (RN) #4 had initlaled the liquids

F 281

thickened liquids with medications as
per MD orders.

Crlteria 2: An audit of restdents
with orders for thickened liguids with
medications was complated by

the Quality Assurance Nurse on
1/30/12 1o detertune that these are

.provided as ordered.

Criterin 3: -Medication
administration staff have veceived
inservice education by the DON/ADON
on 1/30/12 on the need to provide all
medications and med pass liquids,
inoluding thickened liquids, in accordance
with MD _
orders as per the regulations.

-Nursing staff have

~ received inservice education by the

DON/ADON on 2/1/12, on the need to
administer care in accordance with MD
orders.

Criteria 4: -The CQI indicator

_ for the monitoring of administration of

medications and thickened liquids with
med pass in accordance with MD orders
will be utilized xnenthly X 2 months and
then quarterly as per the established CQI
calendar under the supervision of the .
DON/ADON.

-The CQI indicator
for the monitoring of nursing care in
accordance with MD orders will be
utilized monthly X 2 months and then
quarterly as per the established CQI
calendar, under the supervision of the
DON/ADON.
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Continued From page 3 _
to have been offered lo Resident #6 during the
10:00 AM medication pass on 01/26/12.

An Interview conducted with RN #4, on 01/26/12
at 10:55 AM, revealed she had documented tha
Physician's order for two-hundred and forty (240)
cc's of fluid as being encouraged for Resldent #6
with the 10:00 AM medication pass on 01/26/12.
Continued interview with RN #4 revealad she had
falled to offier Resident #6 pudding thick fiquids as
ordered hy the physician. Further interview and
ohaarvallons of the medication cart end
medicatin room confirmed there were no
pudding rhick liquide available on the unit to be
administcred to Resident #6.

Intervigw, with the Direcfor of Nursing (D0ON), on
01/26/1% at 2:30 PM, revesaled she ensurad
Physlcieri's orders ware carried out by reviewing
documentation periodicelly throughout the month.
Furlhiorinterview with the DON revealed RN #4
shouldf hiyve administered the pudding thick
liquids ab ordered by the Physictan.
4B3.20(k)(3)(il) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by gualified persons in
accordance with each resident's written plan of
care, :

This REQUKREMENT is not met as evidenced
by:

Dased on Interview, racord review and review of
the facility's policy, it was determined the facility
falled to ensure services were provided in
accordance with the rogident's written

F 281

F 282

Criteria S: | 2/29/12

F282  Services by Qualified
Persons/Per Care Plan :
The services provided or arranged by
the facility shall be provided by

_ qualified staff in accordance with each
resident’s plan of care,

Criteria 1: Resident # 22 is
provided -

the assist of 2 staff with Jift use

as per the care plan.
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F 282 | Continued From page 4 . F 282 Criteria Z; _ Residt_:nrs who requirc
Comprehensive Plan of Care for one (1) of :?;f?: 025;?:;;”{’ &‘: d:d;h: ass1 Btgl;z
twenty-four (24) sampled residents, (Resident care bb; rvations eI;forJ sd © c;gg}iz y
#22). It was identified facility staff failed to fotow a0 2129112 by the Unit Coordis
the Plan of Care related to the transfer y the Unit Coordators.
interventions for Resldent #22. Following the
transfer, the resident iater complained of pain and Criteria 3; LPN’s, RN.’s,
was sent out for evaluation. CM.T.’5, and C.N.A.’s have received
' . inservice education from the
The findings include: DON/ADON on provision of all care in

' accordance with the care plan, including
Review of the facility's policy titled, "i*olicy and compliance with the assist of 2 staff with
Procedure Mechanlcal LIfts”, revised date Lift vse ag pev the care plan, and the need
05/06/11, revealed resldents requlring more to report non-compliance to the Unit
asgigtance with transfers than two p~ople can Managers/DON/ADON, as provided on
safaly provide by themselves will be rangferred 2/1/12.
by means of 8 machanical fift, Undc¢: Procedure
geotion numbar ten (10): Using the control, Hft Criteria 4: The CQI indicator for
regident off bed/chair with one State Registered the monitoring of irnplementation of care
Nurse Alde (SRNA) af the controf an.| the other plan interventions, including the
SRNA behind the resident. provigion of 2 ataff assist with bt use,

will be utilized monthly X 2 months,
Medical record review revealed Resident #22 was then quarterly as per the established CQY
admitted by the faclllty on 12/14/11, with calendar, under the supervision. of the
diagnoses which Included Closed Fracture DON. This is accomplished with each
Intertrochanterlc Section Femur (left hip fracture) indicator by observing care provided to 5
and Osteoarthritls. Review of tha Admission selected residents as compared to the care
Minimum Data Set (MDS) Assessment, dated plan interventions, and documentation of
12721111, revesled Resident #22 was assessed the findings on the CQ! indicator tool,
as-needing tofal dependence of staff for transfers with review of the findings in the monthly
between surfaces, including to or from the bed or CQl
wheelchalr, with at ieast two staff persons for meetings..-
physical assist with the transfer, Further review
of the MDS revealed the residont's Brief Interview Criteria 5: 2/29/12
for Mental Status (BIMS) assessment score was
nine (8), which thdlcated the resident's cognitive
status was moderately impalred.
Review of the Comprahensive Plan of Care for
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F 282 | Continued From page 5 F 282

‘t Rasident #22, dated 12/21/11 reveated a plan for
Activities of Dally Living (ADL's) with an
intervention for transfers using a mechanical |ift
with asslstance of two staff. The Dally Care Plan
Record for aldes, dated 12/11 called for the
resident fo be transferred using a mechanical lift
with assist of two staff.

Review of the Nurse's Noles revealed, on
01/14/12 at 2:60 AM, the resident complained of
left hip and leg pain and complained of his/her
right hand hurting worse, The resident was givan
an as needed medleallon for pain, Hydrocodone :
(Lortab) 7.5-3256 milllgrame, and sent to the " -~
Emergency Re¢om for evaluation. The resident's
Power of Attorney was called and a message was
Ieft.

Interview, on 01/27/12 at 11:45 AM, with the
residents POA revealed the resldent told her/him
that after belng transferred to the bed, whan
‘using the mechanlcal tift, he complained of paln
and was gent to the hospital for an x-ray.’

Intarview, on 01/27/12 at 5:35 PM, with SRNA #4
ravealed, tha care plan for Resident #22 called
for & machanical lift for fransfers with two sfaff
performing the transfer, The SRNA revealad she
did not follow the plan of care and transferred the
regldent 1o his/her bed using the mechanlcal ift
by herself. There was help available but she did
not cali for assistanca. Furthar intarview revealed
the SRNA felt the transfer was done safely and
the resident did not complain of pain right: after he
wis lowered to the bed.

-1 Interview, of 01/17/12 at 1:15 PM, with the
Director of Nursing (DON) revealed Residant #22

RM CMS-2567(02-98) Previous Veratons Qbaalete Evenl t0: DXCL11 Fagility-1D: 100461 ) ’ if continugtion shest Page 8 of 12
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F 282 | Continued From page 6 F 282
complained of his left hip hurting after the transfer
and was sent out for an x-ray. Tha SRNA dld not
follow thelr policy or the care plan when
performing the transfer. When using the
mechanical lift two people were supposed 1o be In
the room. One was supposed to operate the lift
and the other manduver the resident. The
resident was care planned for a two person
tranafer using the mechanical lift. : '
F 371 | 483.35(]) FOOD PROCURE, , Fa71| ¥ 371 Food Procure,
58eF STOREIPREPAREISER\IE - SANITARY Store/Prepare/Strve - Sanitary

aurhorities; and

The facility must -
(1) Procure food from sources approvso‘ ar
considered satisfactory by Federal, State or local

(2: Store, prepare, distribute and gerve food -
unJer sanitary conditions

This REQUIREMENT is not met as evidenced
by

Based on abservation, interview, policy review
and cleaning schedule review it was determinad
the facility failed to store, distribute and serve
food under sanitary conditions. Observations
revealed pans stored wet and dirty, ‘plates and
trays stored wet, in addition, improper hand
sanltation was observed when kitchen staff failed
to sanitize hands between tasks.

The findings include:

Review of the facility's policy titted "Pots and
Pans", not dated, revealed the process for

- distribute, and serve food under

- with dietary infection control standards of

. aceordance with dietary infection control

The facility must store, prepare,
sanitary conditions.

Criterla 1: -The pans, plates, and
trays have been washed and air dried as
per dietary sanitation standards of

practice. ‘
- Dietary staff perform hand

sanitation and glove vse in accordance

practice.

Criteria 2:  -Pans, plates, and
trays are washed and air dried as
per dietary sanitation standards of
praciice.

- Dietary staff perform
hand sanitation and glove use in

standards of practice.

RM CMB-2567(02-00) Previous Verslons Obsolels
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F 371 | Continued From page 7 F 3710 Criterla 3: -Inservice education
| cleaning and sanltizing pots and pans included _ has been provided by the Dietary Manager
scrubbing all surfaces, scraping excess resldue . for the dietary staff on 2/15/12, 2/16/12,
from ware and letling items alr dry. 2117112, 2/18/12, 2/1912, 2/20/12,
' | 2£2112, 222112, and 2/23/12 on
Review of the facilily's "Dietary Department 1 | compliance with all dietary sanitation
Weekly Cleaning Scheduls”, revised January requirements, incloding the correct
2009, revealed ovens were cleaned once weekly. cleansing and air drying of pans,
. plates and trays, and hand sanitation and
Observatlon, on 01/24/12 at 9;30 AM, revealed glove use in accordance with dietary
one (1) hotel pan stored wet and thrae (3) hote! . infection control standards of practice.
pans stored with a brown substance and particles | :
Inside them, o ) " Criteria 4: The CQI indicator for
' The monitoring of the proper storage,
‘Observation, on 01/26/12 at 12:30 PM, revealed a| preparation, distribution and service of
wet tray was sent down resic‘ent fray line. food/ dictary sanitation and hand hygiene
will be utilized monthly as per the.
Observation, on 01/25/12 at 12:40 PMl revesled established CQI calendar. wnder the
three (3) trays stored with a.white sticky supervision of the Dietary Manager.
substance on them and wet and one {1) tray ‘

-storad wet. . : Criterla 5: o 2/29/12

tnterview with Cook #2, on 01/25/12 at 12:40 PM,
revealed the items should not be stored wet or
with the whits sticky substance on them
secondary to bacteria growth.

Interview with-the Dietary Manager, on 01/24/12
at 8:40 AM, revealed the pans should not be '
storéd in this manner secondary to bacterial
growth occurring on these typas of surfaces.

Observation, on 01/25/12 at 11:40 AM, revealed
Cook #1 opened the oven doar to oblain a piece
of fried chicken, however, did not change her
fJlovas or wash her hands prior to retumlng to
resident tray line.

Observation, on 01/26/12 at 11':45 AM, revealed

RM CMS-2667(02-00) Previous Varslans Obsolete ) Evenl 10 DXCLA Eacllity 1D: 100487 If conﬁnuallon sheot Page 8 of 12
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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"PRINTED: 02/0972012 .

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES  |(X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGCTION (%3) DATE SURVEY
D PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A. BUILDING
: C
_ 185444 o e 0112712012
IAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, GITY, STATE, ZIP CODE '
2020 CAMBRIDGE ORIVE
MBRIDGE PLAGE '
CA AC LEXINGTON, KY 40504 °
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 371 [ Continued From page 6 _ F 371
Cook #1 opened the oven door to obkaln a piece -
of fried chicken and failed to wash her hands
prior to returning to resident tray line.
Interview with Cook #1, on 01/26/12 at 11:16 AM,
revealsd she shoutd have washed her hands and
changed her gloves before retucning fo tray line
after opening the oven.
Interview, on 01/27/12 at 5:45 PM, with the -
Distary Manager revealed the Cook should have
waghed her hands and changed her gloves after
switching tasks and opaning the oven door before
retumning to resident tray line. .
F 517 | 483.76(m)(1) WRITTEN PLANS TO MEET F517| F517 Written Plans to Meet
58=E | EMERGENCIES/DISAS FERS Ewergencies/Disasters
_ . R . The facility must have detailed written
The facllify must have dstalled wrltten plans and plans and procedures to meet all
procedures to mest all potentia! émergencies and potential emergencies and disssters
disasters, such as fire, tovers westher, and such as fire, severe wenther and
missing residents. missing residents.
: U ' Criteria 1: The facility floor plan
Z)rrl_ls REQUIREMENT is not mat as evidenced was revised by the Admim:ﬁ;ﬂtm tf
) ' . curatety display the location of five
Based on observations of fire pull stations, :lcarmap(:ﬂ}l( deil’)iCByS.
interviews with faclity staff, and a reveiew of the
facliity Evacuation and Safety Floor Plan it was .
determined the facility failed to have a Evacuation Criteria 2: The facihty floor plan
and. Safety Floor Plan which was accurate and was revised by the Administrator to
accurately indicated the location of facility fire accurately display the location of fire
alarm stations. alarm pull devices.
The findings inctude: [ Criteria 3. ~Facility staff, including
_ , _ Yaundry staff, have recetved fuservice
A raveiw of the the facllity Evacuation and Safety education on facility emecgency fire
Floor Plan (undated) Indicated fire pull stations procedures and the location of the fire
were located in the facllity dining room and in the alarm pull devices as provided by the
RM CM5-2667(02-90) Pravioua Veralons ObsoAlam . Event ID: DXCLH Faolllty 10: 10048+ ¥ confinuglion sheet P‘age 9ofi2
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PRINTED 02/09/2012' '
FORM APPROVED

OMB NO, 083§-0391

ATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA ((2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
0 PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING c
| 185444 B WING 0112712012 -
AME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, ETATE, ZIP GODE
. , 2020 CAMBRIDGE DRIVE
“AMBRIDGE PLAGE LEXINGTON, KY 40504
(X4)ID BUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION |
YAQ REGQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
. DEFIGIENCY)
' - Administrator and Housekesping Supervisor
F 517 | Continued From page B F 8171 on 172611 and 2/15/12, 2/16/12, 2/17/12,
faclity laundry ares. 218112, 2/19/12, 212012, 2/21/12, 2122112,
' 2/23N2, 2124112, 225012, 2/26/12, and
Obseivations condudgd, on 01/25/12 at 14:30 212712, ~The Administrator will
P, revealed no evidence of fira pull stations in " be responsible for updating the facility
the facility dining room or in the laundry room. foor plan and inservicing facility staff
Additional obs®rvaltons revealed a walled area whenever renovation changes are made
attached to the dining room not indicated on the which alter the Tocations of the fire
floorplan did have a fire pull station and a locked alarm pull devices.
malntenance area attached fo the laundry room
had a fire pull station, Criterla 4: The CQI indicator for the
monitoring of facility five emergency
Anvinterview conducted with the Maintenance procedures wilt be utilized monthly
Diractor, on 1/25/12 at 2:45 PM, revealed the as per the established CQI calendar under the
facllity floor plan had been updated and the . supervision of the Administrator.
Maintenance Director was not aware the floor i
plan did riot accurately reflect the location of the ! Criteria 5: 2129/12
fire putl stations or include the additional wallsd
areas In the the dining room or the laundry. _
F 518 | 483.76(m){2) TRAIN ALL STAFF-EMERGENCY F518| - .
55=D | PROCEQURES/DRILLS F 518 Train All Staff - Emergency

The faciiity must tralh all employees in emergency
procedures when they begin to work in the facilify,
petiodically review the procedures with existing
staff, and carry out unannounced staff driils using
fhoss procedures.

This REQUIREMENT is not met as evidenced
by: :

Based on Interview and record review itwas
determined the faciity falled to periodically review
fire procedures with existing staff. Three (3)
facility staff were not aware of where the facility
fire pull stations were in the faciiity, and one (1)
staff was not aware of the facllity fire policy far the
laundry area,

Procedures and Drills
The facitity must train all siaff on
emergency procedures, -

Criteria 1: Laundry staff are
familiar with the facility emergency fire
procedures.

Criteria 2: Facihty staff ave familiar

with the facility emergency fire
procedures. :

R CMS-2667(02-00) Previous Verslons Obsolale

Evant 10: DXCLY
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES "OMB NO. 0938-0391
FATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE BURVEY
\D PLAN OF CORRECGTION IDENTIFICATION NUMBER: COMPLETED
. A.BUILOING
C
: a
185444 B i 01/27/2012
IAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2020 GAMBRIDGE DRIVE
PLAC
CAMBRIDGE FLAGE LEXINGTON, KY 40604
o410 SUMMARY STATEMENY OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX * (EACH CORREGTIVE ACTION BHOULD BE GOMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO&S-REFERENCED TO YHE APPROPRIATE bATE
_ DEFICIENCY)
F 618 | Continued From page 10 FG618| Criteria 3; Facility staff, including
The findings include: Jaundry staff, have received inservice
. education on facility emergency fire

A review of the facillty's policy titled, Fire and procedures and the location of the fire

Emergency Procedures (Undated) revealed in the alarm pull devices as provided by the

event of a fire staff was required use the Administrator and Housekeeping Superviosr

.overhead page and announce "CODE RED" and on 1/26/3) and 2/15/12, 2/16/12, 2/17/12,

the location of the fira. Further review of the policy 2/18/12, 2/19/12, 2/20/12, 221112, 2/22/12,

revealed staff was also required to active the fire 2023012, 2/24/12, 2/25/12, 2/26/12, and

a'larm. 2/2712.

An Interview conducted with Laundry Staff #1, on _ Criteria 4: The CQI indicator for the

01/25/12 at 2: 30fP;\]ﬂ Ilev:!ealed tfhti [.Ell[.lndl‘ytstéﬁ- monitoring of facility fire emergency

was not aware of the lozation of the closest fire procedures will be utitized monthly as pex the

pult station and travele: to the east wing exit door established COI calender under the

when ask to identify the the nearest fire pull upervision of the Administrate

station. In addiflon the staff stated she would call pervision o -

611 to notify of the fire. , Criteria 5: 2/29/12

‘| An Interview Conducted with the Malntenance

An interview conducled with the Activities Director
and a State Registered Nurge Aide (SRNA) #10,
on 01/26/12 at 3:06 FM, revealed he staff was
not aware of the location of fire pulls stating there
was one outslde the dining room. However the
staff had to walk to the east wing exit door to
locate a fire pull. A fire pull was located inside a
walled off area attached to the dining room and
neither staff was aware of the locetion.

Director, on 01/26/12 at 10:45 AM, revealed the
Maintenance Director had not conducted a fire
drlll in the laundry because the laundry staff
worked for a contract agency and was suparvised
by the Housekeeping Supervisor.

An interview conducted with the Housekeeping
Supervigor, on 01/26/12 at 10:20 AM, revsaled
laundry employees were given an employse

RM CMS-2607(02.00) Previous Varslans Obsotels
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - ) o o FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES L g . _OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULYIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF CORRECTION - IDENTIFIGATION NUMBER: COMPLETED
o , . . A, BUILDING _
B. WING C
185444 o . 012712012
JAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
2020 CANMPBRIDGE DRIVE

AMBRIDGE PLAGC :
€ LAGE | LEXINGTON, KY 40504

1X4) 10 - SUMMARY STATEMENT OF DEFICIENCIER D PROVIDER'S PLAN OF CORRECTION {6}

PREFIX {EACH DEFICIENCY MUST BE PRECEDED aY.FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION

TAQ HEGULATORY OR L89G IDENTIFYING INFGRMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DAYE

. . ] DEFICIENCY)

. F 518 | Continued From page 11 L 518

handbook with fire procedures howsver the
Supervisor had not conducted any fire drills with
laundry staff and was not aware the laundry staff
was unaware of the facllity's fire policy or the
location of the nearest fire pUII station.

RM CMS-2667{02-99) Provious Vensions Obsolele Even! ID: DXGL1 Faollliy iD: 100481 If conlinuation sheel'Page 12 of12
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DEPARTMENT OF HEALTH AND HUMAN SERVICES : h o -FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
FTATEMENT OF BEFICIENGIES ({1} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCYION 1(33) DATE BURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; "COMPLETED
A BUILDING 01 - MAIN BUILDING 01 .
inwine_.
106444 01/24/2012
NAME OF PROVIDER OR SUPPLIGR : STREET ADDRESS, GITY, STATE, ZIP CODE
72020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE
' ¢ LEXINGTON, KY 40504
X4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION H5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIF¥ING INFORMATION) _ TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
. ‘ ) ) i DEFICIENCY)
K000 | INITIAL COMMENTS o " KooD

CFR: 42 CFR§483.70 (8) i,lan of Action
' . C . ' Cambridge Place
BUILDING: 01 ' Standard Survey 1/24-27/2012

PLAN APPROVAL: 1974 Prepafation and execotion of this plan

‘ . - ’ of correction does not constitute
: SURVEY U.NDER‘ 2000 Existing . .- admission or agreement by the provider
y : F of the truth of the facts alleged ov
FACILITY TYPE: SNFINF conclusions set forth in the statement of
F T : . deficiency. This plan of correction is .
axﬁjEU?lprgthtlég URE: One (1) Story, Type v prepared and executed solely because it

is required by federal and state law.

SMOKE COMPARTMENTS:  Six (8) smoke
compariments. : -

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM orlglnally installed in 1974

FULLY SPRINKLED, SUPERVISED (Dry
SYSTEM) original in 1974 -

EMERGENCY POWER: Type |l Diesel T s
Generator. Original in 1974 . B

A life safety code survey was initiated and
concluded on 01/24/12, The findings that follow
demonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 {a) et seq (Life
Safety from Fire). The facility was found not In
substantial campliance with the Requirements for
Partictpation for Medicare and Medicaid. The
facility is licensed for one hundred eighteen (118) .
beds and the censug was one hundred one (101
the day of the survey.

ABORATORY DIRECTOR'S OR Pn@f}@ PRESENTATIVE'S S8IGNATURE TITLE ) {X8) DATE
DY Meiesiads B

- F -
Ny deliclency statement endingwith en asterlak (*) denates a deficlency which the Institution may be excused from cotrecling providing il is determined that
lher safaguards provide sufiiciant prataction to the peflants. (See Instructtons.) Exoepl for nursing homes, the findings stated above are disclosable 99 days
iiowlng the date of eurvey whether or not's plan of corrootion [ provided. For nursing homes, the abave findings and plans of correction ate disclosable 14
ays followlng the date these documents are made available to the facllily. If dsficlencies are clted, an approved plan of correction Is raquisile to conlinuad
rogram panloipation, : . .

ORM CMS'-2537(02"9B1 Pravioys Veragions Ohaolate Fvenl I DX 77 Farilits Iy 400484 1fF At bimaiaitan choaml Bams 4 AF F
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
SENTERS FOR MEDICARE & MEDICAID SE VICES OMB NO. 0238-0391
IATEMENY OF DEFICIENGIES (X1} PROVIDERUSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION - |{%5) DAYE SURVEY
¥D PLAN OF CORREGTION IDENTIFICATION NUMBER: , - COMPLETED
. ) ‘ ) A BUILDING 01 - MAIN BUILDING 01
185444 8. WING 01/24/2012
IAME OF PROVIOER OR SUPPLIER | sTREET ADDRESS, CITY, STATE, ZIP CODE
2020 CAMBRIDGE DRIVE
SANMBRIDGE PLACE .
i LEXINGTON, K_Y 40504
(Xd) 10 " SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION © i)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG " REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ’
K 000 | Continued From page 1 K 000

Deficiencies were cited with the highest
deficlency idenlified at "D" level.

K 082 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=D :
' Required automatic sprinkler systems are
continuocusly malntained in reliable operating
conditlon and are inspected and tested -
perfodically. 18.7.6 4612, NFPA 13, NFPA 25,
19.7.8 ’

This STANDARD g r.ot mat as evidanced by:
wmmeaee e~ Bag¢d On observation and
interview, it was dete;min_éd the fagility failed to
ensure sprinkler heads were maintained as .
required. The facliity ‘s icensed for one hundred
eighteen (118) bads znd the census the day of
the survey was one hundred one (101),

The findings include:

Observation during the Life Safaty Cade survey
tour, on 1/24/12 at 12:40 PM with the
Malntenance Director, revealed corrosion on
-three (3).sprinkler heads under the canopy
outside the front entrance. Not malntaining
sprinkler heads can decrease thelr ability to react
as Infended.

Interview with the Maintenance Director, on
1124112 at 12:40 PM, revealed ho was not aware
of that requirement.

Referance: NFPA 26 (1998 Edition).

2-2.1.1* Sprinklers ghall bs inspected from the
fioor level annually. 8prinkiers shall be free of

K062 systems are continbously maintained in

K 062 Requin?ed automatic sprinkler

reliable operating condition and are
inspected and tested periodically.

Criteria 1:  -The threo (3) sprinkier
heads under the canopy outside the front
entrance have been replaced by the
facility’s designated sprinkler system
service company.

-The four (4) Regular
Response Sprinkler Heads that were
mixed with ten (10) Quick Response
Sprinkler Heads in the same compartment
have been replaced by the facility’s
designated sprinkler system service
company.

“The wires hanging over the
sprinkler pipes in the attic in the
Northwest and Southwest Wings have
been secured so that they are not restiog
on the pipes.

Criterin 2:  -An audit was performed
by the Maintenance Director on 2/23/]2
through the entire building to identify that
there are no Regular Response Sprinkler
Heads in the same compartment with
Quick Response Sprinkler Heads and that
all sprinkler heads ave free of corrosion.
-Anh andit was performed
by the Maintenance Director on 2/23/12
over the entire bvilding to identify any
wires resting over the pipes in the attic.

RM CMS-2687(02-08) Provinds Varslons Obgoleta Event (D; DXCL21
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TS . o PRINTED: 02/08/20
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRovrgcz)

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0936-0391

ITATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION " |1x8) DATE BURVEY
HD PLAN OF CORRECTION IDENTIFICATION NUMBER: - . COMPLETED
' A BUILDING 01 - MAIN BUILDING 01 .
. 185444 0 WING 01/2412012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP CODE -
. 2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE, ) LEXINGTON, KY 40804
D) 1D’ SUMMARY STATEMENT OF DEFICIENCGIES 1 PROVIDER'S PLAN OF CORRECTION (48)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LAC INENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DAYE
: DEFICIENCY)
K 062 | Gontinued From page 2 KOB2{ Criteria3:  -Thenaintenance staff
corrosion, forelgn materials, pamt and physlcal have received inservice education by the
damage and shall be Installed In the proper Administrator on 2/15/12 regarding the
orientation (8.g., upright, pendant, or sldewall), routine inspection of the sprinkier heads
Any sprinkler shall be replaced that Is.painted, for corrosion and the regulation of
corroded, damaged loaded, or in the Improper requiting Quick Response Heads to be
| orlentation. " installed in the same compartment as
Observatlon during Life Safety Code tour, on other Quick Response Sprinkler Heads.
1/24/12 at 12:31 PM, with the Maintenance
Director revealsd four {4) Regular Response ~The maintenance staff
Heads mixed in the same compartment with ten have received inservice education by the
(10) Quick Response Heads. Where Quick Administrator on 2/15/12 regarding the
Response heads ars installad, all sprinklers regulation that the sprinkler piping shall
within the compartment shall be of the Quick not be sibjected to external loads by
Response type. materials either resting on the pipe or
Interview with the Maintenance Director, on hung from the pipe.
1/24(12 at 12:31 PM, revealed he wag unawars of ‘
this requirement and stated that he thought the Criteria 4:  The CQJ indicator for the
sprinkier company wisuld. have know about this monitoring of sprinkler system
during quarterly inspe:tlons and repicad them compliance will be utilized monthly as per
as required. - . the established CQI calendar under the
Throughout a system or portion of a system *‘ supervision of the Admuinistrator.
having the same
hydraulic design basig, the systom area of Criteria 5: 299/12
operation shall be
psrmitted to be reduced without revising the
dsnsity as indicated
in Figure 7-2.3.2.4 when all of the following
conditions
are satisfied:
(1) Wet pipe system _
(2} Light hazerd or ordinary hazard occupancy
(3) 20-ft (6.1-m) maximum ceiling helght
The number of sprinklers in the design area shall
never be
| tess than five. Where quick-response sprinklars
|are used on a
sloped ceiling, the maximum celling height shall
be used for

JRM GMS-2667(02-89) Previnus Varslons Obsotsls
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . - PR',':"SES, A?f;%%%f’ég

CENTERS FOR MEDRICARE & MEDICAID SERVICES ' OMB NO. 0838-0391
3 TATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION : {X9) DATE SURVEY
\ND PLAN GF GORRECTION IDENTIFIGATION NUMBGR: COMPLETED
\ A BULDING 01 - MAIN BUILDING 04
B. WING
186444 01/24/2012
NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP GODE o
' ) 2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE .
LEXINGTON, KY 40504
(%4) I SUMMARY STATEMENT OF DEPICIENCIES D . PROVIDER'S PLAN OF CORRECTION (3)
PREFIX (BACH DEFICIENCY MUST RE PRECEDED BY FyLl. - PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY) i .
K 082 | Continued From page 3 K 062
determining the percent reduction in design area.
Where

quick-rasponse sprinklers are Installed, all
sprinklers within a

compartment shall be of the quick response typs.
Exoeption: Where circumstances requlre the use
of other than ordlnary

temperatur&rated sprinklers, standard response
sptinklers shall be -
-permitted to be used.

Obsarvation, on 1/24/12 at 11:14 AM, with the
Maintenance Director revealad wires hanging

1 over sprinkler piping In.the attic in the Northwest
and Southwest wings. Thig wag confirmed by the
Maintenance Director. The deficiency had the-
potentlal to affect two (2" of six (8) smoke
compartments forty:two (42) resldents, steff and
visltors,

Referonce: NFPA 25 (1098 edition)

2-2.2* Pipe and Fittings. Sprinkler pipe and
fittings shall ba

ingpected annually from the floor level, Plpe and
| filtings shall

be In good condition and free of mechanical
damaga. leakape, -

corfosion, and misalignmant. Sprmkler piping
shall riot be

aubjected to external loads by matana}s elther
resting on the

pipe or hung from the pipe.

Exception No. 1:* Plpe and fitings Installed In
concealed spaces

such ag above suspended cellings shall not
require inspection.

Exception No. 2: Pipe installed in areas that are

M CME-2807(02-00) Previous Versions Obsolele . Bvent I0:DXCL21 Fagility 1D; 100481 If confinustlon sheet Page 4 of 6
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B SRR . o AR PRINTED 02/06/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES : | o FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ) (X3) DATE SURVEY

AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: COMPLETED

A BUILDING 01 - MAIN BUILDING 01

186444 6. WING - ' 01/2412012

NAME OF PROVIDER OR SUPPLIER 8TREET ADDRESS, GITY, STATE, ZIP CODE

. ’ 2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE .
. LEXINGTON, KY 40504

{X4) 1D GUMMARY STATEMENT OF DEFICIENCIES a) PROVIDER'S PLAN OF CORRECTION {s)
PREFIX {FACH DEFICIENGY MUST BE PRECEDED BY FULL " PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLEVION

TAG REGULATORY OR LSG [DENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE

’ DEFICIENGY)
K062 | Continued From page 4 . K 062

Inaceessible for safety
conslderations due to process operations shall be

Ingpected during o '
each scheduled shutdown.
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