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F 0001 INITIAL COMMENTS F 000 it dia the practice of.chis faciliby .
to promoto the care for reaidemts in
a manper and in an envixonwent that
A Standard Recerlification and an Abbreviated maintains or enhances ‘each resident’'s .
Survéy Investigating ARO#KY00017928 was dignity sndl respect 'in full ‘roecognition | - i
initiated 11/07/11 and concluded 11/1 q’11. of hig or her individuality: . L '
Deflcienciss were cited, with the highest scops On 1L/6/2011 cuxreni xesidents who'.
and severlty of an."F", ARQ#KYC0017925 was chose to eat in the dining room
SUbS_‘ﬂn‘iﬂteq with no deflciencies eited. were sexrved their mea-\ls' by table,
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 041 |ensuzing all residento receivad 5
88D their weal before prodeeding to the '

INDIVIDUALITY:

The facility must promote care for residents in a
manner and in an environment that maintalins or
enhances each resident's dignily and respect in
fult recognition of hid ar her individuality.

I

This REQUIREMENT Is not met as avidenced

by: - .

Based on obsarvation, inlerview and record
review, It was determinaed-iha facllity failed to

environment that maintalnad or anhanced

| residents’ dignity and respect in full recagn

his or her individuality as evidenced by
observation of the meal serviced revealed
unsampled residents walting twelve (12} minjtes

promote care for resldents in @ manner and,i -gpq:
%‘fof

tor their table to he served after serving anciher
table betwesn trays and observalion of one (1} of
twenty-four (24) sampled residents, (Resident
#8)unable to reach hisfher food In the dining
room. Furthar, the facility falled to ensure dignity
related to abservation of a catheter that was not
in a dignily bag for one(1) of twenty-four (24)

-| sampled resldents (Resldant #5).

The findings include:

0552 IV

next toble.

hernpy on 11/3/2011 for apaistands

with poaitioning with meala. Tha. '
p-osident refused tharapy, sexrvices,

Obn 11/8/2011 the cati:eter_'dignil’.y bag.
For Residentls was placed by the .-

charge Nuree. lMasident's.plan of gakxe has

n Novembar' 5, 2011’ the Director of
Nursing cbaarved all curxent reaidents
who chose to vat in the dining roomsa
Monitoring. inclvded delivexy and

alon of the meal, ohaarvations of
vy by table and-aseating/positioning
gbnente. ~ Meal pervice dolivery and
ihg/positioning changea were adjostad
pdicated.

jﬂn_mnvemher 8, 201) management nuraes
reviewad current residonts with
indwelling catheters to detexmine
necesasity of dignity bags am well as
placement iE indiceced. Dlgnaty hags
ware added whon indlcated.

On Novembor 11, 2011 staff participating
in preparation and delivery of meals wers
ra-adueatud by che '
Stuff Dovelopment Coordinator un

the provedure of delivering woals by
table to residenca who are seatod
together sbh a table

mealud]
[ § 5

kesident # 6 was soreened by Ocoupational| | |

been updared ro weet 'the résidente. needa.|*

ﬁﬂoﬁ’f DIREGTOR'S OR Pl?)}ill;f‘RIGUPPLIEH RAEPAESENTATIVES BIQNAT
ny defitlency statement ending with an aeterlsk (") donotes a delisiency which tha inslitution
ther salaguards provide sulficlent protegtion lo the patients. (See Instuctions.) Exaospt for nun

)'Ilowtn? the data of survey whather or not a plan of correollon I3 provided. For nurgin
owing the dala thase documents are made avallabls ta the lacllily. If daficlenc

ays fol

ot

URE

Rdomninetipdor

TITLE

(224

{X6) DATE.

(

ragram partiofpation,

may boe exoused from correcling providing ity detan’ntnad that
ging homes, the findinge statad ahove are digclosable 80 tays
homes, tha abovae findings and plana of corection are discloaabla 14
ee ave clted, an appraved plan of correotion @ requisile to continued
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1. Observation ol evening meal, on 11/00/11 at
5:00 PM, revealad unsampled residents seated
togethar for meal service were not served table
by table. Observatlon at 5;35 PM revealed, table
two (2) was gerved one (1) tray then tabla five (5)
wag gerved one (1) tray, then table two (2) was
served one (1) tray, then table five (5) was served
another tray. It was 5:47 PM before table.two (2)
was served the!r iwo(2)additional trays, making
the residants attable two (2) wait iwelve (12)
minuteg before they were sarved, while the other
two (2) rastdents, at lable two (2)ate thelr meal.

interviaw, on 11/00/11 at 5:48 PM, with State
Registered Nursing Assistant (SRNA) {114
revealad, the cards must have been mixed up
because the trays normally came out lable by
table. Further interviow revealed, the stalf just
served the trays as thdéy came available,

Interview, on 11/08/11 at B:50 PM, with Licensed
Practical Nurse (LPN) #10 revealed, the trays
were suppose to be served table by table.
Further interview revealed, stalf should have
waited before serying another table and all
resldents were to be served together.

2. Obssrvatlon of the meal service, on 11/9/11 at
11:46 AM, revealed Resident # 6 wasg unable tor
raach his/er meal tray from a reclining Geri
chair.

Interview, on 11/9/11 at 11:51 AM, with the
Diractor Of Nurging (DON) validated that
Resident #6's meal was bought Lo the table and
she/he was unable 1o reach it from the Geri chalr
while other resldents were eating. Further
interviaw with the DON revealad that Resident #6

© . |weekly fox {1).waak,nnd then wonthly

, |fox a wonth, with review and ravieion to
‘ |fxequency upon evaluation .and

Cooxdinator re-sducated all nureing ataf
to adjustments to’ residant
poeitioning/seating. and.”

placement of dignity bags fnr reaident
indwelling cabhebera :
Ongoing, management staff w1ll menitor
ona weal per day for timely ' delivary
by tapble and xreaident’ poa;tlonzng Fox
needed intervantiop.

Audite will be aanductcd {3) timea
weekly for (1) week, then (2) Limaes
wegkly for (2) wacks, and then 1) time

thereafter. :

Facilicy manmgement nuraea will conduot
daily audibas fox placsmenc of dignity
bags. These audite will continue daily

repommendation of tha QA committee,
consioting of the Medioai,Director,
Adminiotratox, Pirector of Nureging,
Adsistant Administrator, Pharmacist,
Dletary Manager, Unit Managera,

gtatf Devalopment Coordinator, Social
Servicea Director, and Quallry nssurance
Nurse. Resulta of the pudirg will be
reviewed and submitted to the

Quality Assurance Commlttee monthly for
review and revision unril aubstantial
complizncee 10 achieved.

The Adminictrator and pirector of
Nurging will be reesponsible fog.

ovarall compliance. A42/5/2011
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TAQ AEGULATORY OA LEG IDENTIFYING INFORMATION) TAG GROBS- FIEFERENCEDTOTHEAFPHOPHIATE ATE
- : DEFICIENCY) . :
' ) E253 _
F 241 | Continued From page 2 "F241] It ia the policy of thia facility te
' . | ehould have been properly positon when the lray o enRure nACECLAry hauaskeeping eervicel
was Saf\lﬁd . T L provide end maintain a sanitary and
' table i ior.
3. Observaion of Residerit 45, on 11/08/11 at O e fiad a1
2:20 PM, revealed the resident’s urlnary dralhage.|. «. - rean of concern identifiad on initia
) oot N ol BT tour were corrected with the £0110w1ng
oollection bag was not covered by a dignily bag . 3o . motibne:
gover, which was observed from the _lpallwgy.  om Novamber 9, 2011 all dining room
' ' ' . . winddwa were cleancd and detailed by
Interview, on 11/8/11 at 2:33 PM, with Licensed’ the Housekaeping Dixector. ‘the
.Pr_actioal Nurse (LPN) #7 revealed her . ' ! Housekeaping Directox alao toock the '
uriderstanding of the tacifily's policy was to - . following totion:' ALG tha privacy -
ensure utlnary dralnaga acllection bags were " curtdin wao veplaced and launderxod, :
covered with dignity bag covers at all times. . | A22 the red ptain was removed and moppsp.
F 253 | 483. 15(h)(2) HOUSEKEEP'NG & £ 253] Bi6 bed 2, the baedapread .was raplaced
88=E - ' and laundered, 523 the bhathroom was |
MAINTENANCE BEFIVICES :

| by:

The findings include:

The tagcility must provide housekeepmg and’
maintenance seivices necassary to maintaina
sanitary, orderly, and comfortable interlor.

This REQUIREMENT is not mel as evidenbad

Based on observation, intarview and record
review, It was determined the facllity falled to
provide housekeeping services necessary to
malntaln a sanitary, and comfortable Interlor as
evidanoed by unclean windows, cracked
windows, peeling paint, unpainted arons, the
presence cobwebs, and crash carls were stored
with visible dusl. Further, there ware leaking
faucets on the Combs Unit and the Geri Chair for
one (1) of twenly—four (24) sampled reeldents
(Hesident #6) was torn.

‘*detailed o ensure odor wad elimivated.
""The gisinlesa steel cornex proYeccsnt

" hallway was alesanad snd replaced to
* ensure lint was not pregent.’

in the eexvice hallway wao.dleanad and
detalled, the vent in the gexvice

Craeh caxks
and lehabilitation aress were detailed
and clasned. A

On November %th the following .actions
wexe talken by the Maintenance Director:
tha unpuinted aves above Amelian. dooxway|
wag palated and the Hallway Onc aign wap
secured, Broken blinde in xoomu AJ, A7
A20, A24 and Rz7 were repaired or
replaced depending upon ¢onditlon. The
wall behind A9 bed ono {1} and R26 hed
one (1) was repaired at indlcated torn
areaa. The affoobed ceiling cile in Al
wae replaced. The procvena of wall
patching in Al7 was completed with paing
touch up and A1E wall color was maktchod
for a movre aesthetic flush of the paint
The tapd wan removad from the identifiefl
1light owitch, The indiocated cracked
windows were speclal ordered on 11/14/2p

=3

=

13
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. . ) with anticipated inatallation by
F. 263 | Continued From page 3 F 253| 12/20/2011. ‘fbe flooring at the nuraes

-Also, In the antry area, above the first doorway

| noted to have a dried brown substance on it.

1.- On Inhial tour of the faciiity, on 11/08/11 at 8:40
AM, ths following observations were made of the
Amelia Unit. In the dining area, there wera
cobwabs over the windows and in the cornars,
baoth upper ard lower corners of the room:

Further ‘observation in the entry area to the unit,
the windows tacing the back of the building ware
noted to have brown debris In the window seals.

was-an unpainted area next to tha fire alarm. At
the baginning of the tirst hallway, the sign noted
to say, "Hallway One" was peeling away trom the
wall. Several rooms were -noted to have broken
blinds (Rooms 3A, 7A, 20A, 24A, 27A)}. In room
A4, observation revealed the bathroom floor was
noted to have a stioky substance as tha shoes of
staff were sticking to the floor. Upon entering
Roormi 9A, the wall behind bed one (1} was
scarred and noted to have torn areas on the wall.
In Room 11A, & celling tile was noted to have a
brown-orangish ring. Observatlon of the spa area
revealed, a Jift pad was stored on the floor and
the-linans was stored In the spa area as well.
Room A16's privacy curtan, of the lirst bed, was

There were three (3) unpainted areas noted tn
room 17A. Behind bed two {2) In Room 18A the
wall paint was noted to ba a different color than
the rest of the room. Room A22's floor between
the beds presented with a red substance staln.
The wall behind bed ona (1) In Room 28A was
noted to be torn and scarred. The light switch
next ta the entrance door of the Ametia Unit was
noted to have tape over the light swiiches. The
windows In the sun aroa were observaed with
dragks in them. The flrsl pane of the window was
craoked and extended the full length of the
window. The second pane was cracked. Also, the

' from room -4B. The tilas in the Berv1ce

.0f linen in apa until’ spea&al order carf

| rounds to idencify any additional areaa

gtation has been repalred co. xemove the
indicated scuffing and scarring co the
floox. The axtension cord was _removed

hallway in front of the. d:.atary dcph
wara romoved and replaced on: .
Wovember 9, 2011. Leaking fauee.r.o

identified in roomws C25. and cas ware
repaired to full working order * Aemporgxy
privacy curtaina wara; placed in .front,

covera were recaivad on Degember ¥, 2011
on. Novembexr 9, 2011 uhefnirec:nr'of Nurging
removed the lifc pad from the-apa floor
the pad was sonk: Lo the facility laundry’
dept. for 1nundering/appropr1a:e )
sanitation, .
fha lag rost of n.es:l.deqt #5 ‘vare roplaced
on Novewber 5, 2011 Vo
Baginning on Wovambar 11, -2011, the
facility Adminletrator,. Houaekcepinq
Director and Maintenance Direclor
compleced facility wide onvironmental

of concern.

woxk orders and inspection sheete

ware initiated with corrective action
aa indicated for any axeaa of concern.
Cleaning schedulern were reviewed by the
administrator, Housekeeping Diractor and
Ragional Dlrector of Healthoare Bervice
Group for need of any necesasaxry revisloy
to schéeduleas Lo enaura all aread are
mainteined for proviaion of a

panitary and comfgrtable cnvironwent,
Preventative Maintenance programu

were reviewed by tha Adwiniptrator and
Maintenance liractor to énsuxas all aread
are maintainad through routina
maintenance prograne.

Maoka were plagcd ig t‘-hg RYAAA for
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. ragident lift atorage for acceseibilily,
‘F 2563 | Continued From page 4 appropriate atorage snd infaction

nnoted to be scuffed and scarred.

"11/08/11 at 10:00 AM, revealed In the dining'room'

| windows and the windows were noted to have

.an extenaion cord. Room 18B82's bedspread was
| noted to have dried brown material In the center

with drled food particles on it lying on the sink,
.cobwebs were hanglng from the box on the

outside the men's lounge. was noted with brown

third pane was cracked the full length of the
window. Further observation of the window frame
revealed the frame was noted with dried window
caulking. The flooring at the nursing statlon was

buring ths tour of the Breckinridge Unit, on
there were cobwabs noted in the first inset of

brown-substances on them, this Includad ail
panes of glass., Upon entering Room 48, the
corner cablnet, second shelf was identified with

of the bed. There was an odor noted in room
_238'8 bathroom.

On 11/08/11 &t 12:30 PM, during the tour of the
Rshab dapantiment, cbservation revealed a apoon

ledge, and dust balls was noted ta ba lying on the
floor nextto the stalrs;

During a tour on the first fioor, an 11/08/11 at 4:00
PM, observation revealed tiles of the flooring
outslde the distary recelving door were noted with
brown debris and noted to ba crackad. The vent

material and lint. The cornar protectant at the
corner across the hall from the vending machines
was noted to have brown dried material along
hoth sldes.

Obaarvatlon during tour of the Combe Unit, on
11/08/11 at 2:30 PM., revealed 1saking taucsts in
Rooms C-25 and C-28. Also, the machanioal lilt

F253|

, gontxol of lLift pade,

+ . review the condition of all xeaident
.'uhéelahairs/qericha:ra
,_c,oncerriﬂ were communicated on work
‘ordera to.che Maintenanco Director.
uRepair- and replacements completed

" on 12/7]u011.

.weekly by tho Administracor,

. housakaeeping and .maintenance aexvices|,

. appropiiate srorage of 1ifk pads.

" Wheelchaixa and gexrchaire wil) be

. any toxn ox :.l-mmge.d aresf in need

.CommiCtee meating with rewision of the

A full house audit was conducted to

IdentiFied

#nvirénmental rounds wil) be conductef

Maintenanca Director, and Bouasekeeping
Director to ldentify wneceasary

Roundd will include xéview of

Facility crash carta will be roviewed
daily (7) deym a week by Adpinistratife
Nurges and communicate any nesd for .
coxrective action diraotly to the .
Hovgekeeping Director.

audited by the QA Nurae weekly fox a
wonth, and than wonthly thereafter for

of repair.

All identified concexmg will be
docunented with coxrxective action on
work oxders end inppaction sheets.
Regulto of the audite and rounds will
be reviewsd in the wonthly OA L

plan ag deemed nacessaxy by the
Committaa.

The Adminiscratox, Maintenance Directdx,
and Houeekeeping Director will be

responaibla for overall) cowpliance. 12/8/2011
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/In the Crash Cart/LIlt Storage Room had a bulld
up of dust and debrig at the base. The Spa
Room had linens and gowns stored on open
shelves with no closet door.

During a tour, on 11/08/11 at 3:30 PM with the
Maintenance Directof, Assistant Maintenance
Director and Environmental Services Director,
interview revealed housekeeping was responsible
for the cleanltiness of the facllity, but Malntenance
was responsible for the upkeap of tha facility.

intarviow, on 11/09/11 at 3:45 PM, with the
Environmental Services Director revealed ha was _
not awars the areas ol concern were not being .
taken care of. Further interview valicated all
areas of conoern were scheduled to be cleaned
on a weekly basis. Continued interview
confirmed, the housekeeping staff had specillc
Job duties that were assigned to be complated on
particular days. The Environmental Services
Director explainad, he thought the facliily had a
contract for window oleaning.

I Interview on 11/098/11 at 4:00 PM with the
Maintenance Director confirmed all aroas waa not
in good repair. Further Interview revealed, no one
had brought these Issues to hia attantlon.
Continued interview conflrmed, he would have all
| areas of concern written on work orders and
repaired.

2. Tour of the Combs Unil, on 11/08/11 at 2:30
PM, revealed leaking faucets In Rooms C-25 and
C-26. Interview, on 11/08/11 al 65:00 PM, with the
Asaslistant Maintenance Director and the Districl
" | Tralning Manager revealed the leaking faucets

DRAM OMB-~R567{02-99) Previous Varsions Cbsolsle Bven! ILKATRY Faciilly 1D: 100110 . ‘i1 continualion efoet Page 6 of 31
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{(xa) 10 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF GORAECTION s
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AOTION SHOWLD BE COMPLETION
TAG REQULATORY OR L8C [DENTIFYING INFORMATION) TAG CROSS-REFERENCED I:g gi)E APPROPRIATE oaTe
) . . DEFICI .-
. . , 7200
F 253 conllnued From page (] F 253| It is the practices of thia faci:!.it.x'f .
needed to be fixed and they were unawaro ofthe to revise a residents Comprehenaiva
Care plan related to changes in care
Ieaking faucets and treatment. .
On November 10, 2011 The cara plan ‘of
3. ObBBWaUOI'IS of Residents #5's room, on Reaidont #1565 wae reviewed and revised ,
11/08/11 at 2:29 PM, ravealed the abric on the by the facilit M
’ Y Unit Manager to reflect .
tr::al:ient & ?arl Chair wag 16rn on both sides of intorventions £o prevent ohoking. ,
eleg res On Noverber 14, 2011 facility
nariagement nureea reviewed current: '
Intemew wuth Ileansed Practical Nurse (LPN) recidents' chre pluns for need ‘of |
#11, al 3:30 PM on 11/08/11, ravealed it was interventiona. Revisions were conpleted
everyOne‘a responsibility to report damaged or if applicable.. ’,
torn resident eguipment and tog It Into the on Decewber 1, 2011 the scaff Devalopmcn!i
’ Malntenance log. Coordinatpr re-educated licenmed .|
nurses ragarding care plan reviaiona. .
Review of the Maintenance Log, on 11/8/11 a A review of facility evenca and phyaicilan
3:45 PM, revealed no entries for-Resident #5's orders will be complated Monday, thru :[ .
Geri Chair from' 8/28/11 through 11/08/11. Friday duxing facilicy COI'westing * |., |
. " o e with care plan revisiona mads as
4. Observation, on 11/10/11 at 10:03 AM, applicable. o
| revealed the crash carts for the facliity's three (3} Mudico of aaxa plan revisions will be .
unita had a visible bulld up of dust. completed by the: fanility Unit
Managers (3) timea weckly for (1) waak.
Interview, on 11/10/11 at 10:20 AM, with LPN #12 then (2) cimea weekly for (2) waeka,
revealpd the orash carts ware not on the cleaning then (1) time weakly for (1) wagk...
liat, nuditing when then continue wonthly
thereafter by bhe facllity QA Nurpe.
Interview, on-11/10/11 at 10:34 AM, with the “‘*“:;; “;1:1?‘5 f:\;;:‘::::c:“:\:zgii‘*wim .
Amella Unit Manager revealed she did not know it menELLy (ma.Lby 3
the crash carts were on the cleaning list. xevisions £o the plam aa daswed
] : necessury by the QA Cammittee.
. The Director of Mureing and
Iinterview, on 11/10/11 at 65:00 PM, with the Adwinintrator axe xasponsible for
Dlrector of Environmental Services revealsd thera overall compliance. . 12/5/2011
was no one asslgned to clean the crash cans.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280
58=D | PARTICIPATE PLANNING CARE-REVISE CP
The resident haa the right, unless adjudged ,
ingompelent or otherwise found 10 be
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F 280 | Continued From page 7 F 280

Incapacitated under tha laws of the State, to’
participate in planning care and treatment or
changes In care and treatment.

A comprehensive care plan must be developed
within 7 days after the campletion of the
comprehensive assessment; prepared by an
interdisclplinary team, that Includes the attending
physiclan, a registered nurse with responsibillty
for the resident, and other appropriate staff in
dizciplines as determined by the resident's nesds,
and, to the exient practicable, the participation of
the resident, the resident's family of the resident's
legal representative; and periodically reviewad
and reviaed by a team of qualified parsons after
oach assegament.

This REQUIREMENT is not met as evidenced

by: ' .

Basod on Interview, record review, and review of
tha facility's investigation, it was determined the
faaility failed to ensure the Comprehensive Plan
of Care was ravised for ona (1) of twanty-four
(24) sampted residents (Resident #15).

The facility falled to ensure the Comprehensive
Plan of Care was sulfficlantly revised with
adequate Interventlons to prevent further choking
Incldents for Resident #15. On 10/14/11 Resldent
#15 ingested a peanut butler sandwich which was
obtalned from.Unsampled Resident A while sitting
beside the nurse's station. Resident #16 who had
Physician's Orders for a pures diet beoame
choked on the peanut butter sandwlch, and was
cyanotic and unresponsive. Staff provided

©

fORM CM8-2667(02-00) Pravious Varslong Obaolate Fvenl iD: KBTR11 Facllily ID; 100110 I continualton aleet Page 8 of 31
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F 280 | Continued From page 8 - F280

emeargency care performing. a finger sweep and
{he Heimlich Maneuver. Resldent #16 waa sent
to the local hospital emergency raomand .
admitted with a dlagnosls of Pneumonia. There |+
wag no documented evidance of sufficlent a
interventiona placed to prevent cognitively |
Impalred residents from offering the resident .
unaafe tood forms afthough the resident raslded '
on the locked Dementla Unit.

The findings include:

Review of Resident #15's medical record
revealed dlagnoses whioh included Alzhelmer's -
Disease, and Dysphagla. Heview of the N
Comprehensive Plan of Care dated 02/16/10;
revealed the resldent was at nutritional risk
relatad to mecharilcally altered dlet and required
an altered diet escondary to a diagnosis of
Dysphagla. The interventions Included monitor
for chewing/swallowing diificulties, prefers - .
bedslide table at meals In diningroom for comfort -
in geri-ohair, and to be up in the diningroom for all
meals; If In room for any meals must be
supervised.Review of the Quarterly Minimum
Data Set (MDS) Assessment dated 10/05/11
revealed the facliily assessed the resldent as
severely impaired In cognitive skllis for decision
making, aa requiring supervision and seat up halp
for eating, and as having a mechanically altered
diet (requiring & change in texture of food or
flulds).

Review of the Physician s Orders dated 10/11
rovealed orders for Machanical Soft Digt with

X Regular meat’Small Portlons. Further review
rovealed ordars dated 10/01/11 for Speech
Therapy to treal seven (7) imes a week for eight

FORM CMB-260702-99) Provious Varsions Obadlsle ' Event ID: KBTRH Facliity 10z 100110 _ if cantinuation ahesl P-age 9ol 3
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‘| Maneuver. The resident aroused, food was

for Dysphagla and was found to be independent

(8) weeka totarge! skilled tachniques and
slratogles 1o Included care giver training, and diet
consigtency. .-

Review of the Conditlon Change Form dated
10/14/11 at 2:25 PM révealed the resident's
girway becamae obstructed refated to another
resident giving her/him a paanut butter sandwich
and the resident was to receive a puree dief.
Continued review revealed the resident bacame
cyanotic and unresponsive, 911 was catled and
staft performed a finger sweep and the Heimlich

removed and the resldent's oxygen saturation
came up to hinety-tive percent (95%). The
reskdant was transierrad to the hospital
emergency raom.. - . -

Review of the Hospltal-Discharga Summary dated
10/20/11 revealed tha resident's discharge
diagnoses Included Aspiration Pneumonia, and
Dysphagia. L

Interview, on 11/10/11 at 11:60 AM, with the
8peech Therapist, revealed the resldent received
Speech Therapy fram 02/03/10 through 03/26/10

with swallowing strategles with no cueing needed
and would have been consldared sale at the time
of discharge to aat without supervision. Further
intarview revealed the Speach Therapy
Evaluation compieted on 10/20/11 revealed
Residant #15 had severe impalrment in the ability
to clear regular fonds and a puree diet with
pudding thick llquids was recommended.

Review of the Facility's Invastigation related to thé
10/14/11 choking Incldent, revealed another

STATEMENT OF OEFICIENCIES {X1). PROVIDEF/SUPPLIER/CLIA (%) MULTIPLE. CONSTAUCTION {X3) DATE BURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: - . CORAPLETED
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aembulatory cognttively impaired resident was
walking past the resident who was sitting at the .
nursés's station and gave the resident apeanut |- - '
butter sandwich before staff could intervene. The o
conclusion stated, this was an unavoidable

| mighap between two (2) cogmtwely impalred
residants.

Interviaw with the Unit Manager, on 11/10/11 at
9:30 AM, revealad the resident had behaviors of -
asking for food, and making repetitive
statements, She stated, after the 10/14/11
.choking event, 1he resident's door as well as the -
bedside curtain was to be left open. She further Sl
stated stalf did rounds to ensure the residentwas | . -
not receiving food from cognitively Impalred

. rasldents. . Howevaer, staff were nol observing the.
resident at all imes and cognitively impaired
residents including Unsampled Resident A could
enter the resldent's room with food without steift's -
knowiedge.

Interview, on 11/10/11 at 4:30 PM, with the
Director of Nursing (DON), revealed there was an
immediate inservice 1o ensure staff knew to
monltor residents to ensure they ware ealing the
appropriate diet at all ttimes when in the haliways,
rgoms, or comimon areas aftar the 10/14/11
choking ingident. She staled slalf was also
inaerviced to pass snacks Immediately when they
- | came up from the dining room. Howaever, {uriher
1 interviaw revealed there was still the possibility of
a cognitively impalred rasident giving Resident
#15 something to eat in her/his room without staff
knowladge. She stated the Continuous Quality
Improverment Meeting held each morning
reviewed events such as the choking evants and
updated the Plans of Care then. However,

EORM GM8-2567(02-89) Previous Verslons Obsololo Event ID:KETA11 Facilily 1D 100110 it continuallan sheet Page 11 of H
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P281
FZBO Conﬂnued From page AR F 280 It 1s the practice of rhia facility
aﬂhnugh the Plan of Cara révealed a review date to ensuxe sexviees provided and
of 10/20/11, there was no dogumentad evidance arranged by the facllity meer
ot any new Interventions placed after the 10/14/11 professional stendaxds of quality.
incident to include passing anacks Immediately, On Novembor €, 2011 the faley
.ensuring staff wes altantive to the food or cachetor Cor remident #13 was
beverage a resident was conguming to enaure it disaontinved with review to validate
was the correct conslstency, or ldaving the a1l other physicisn orders with no
resident's door and badside curtain open tor concems Adancifiad. This action
Increased suparvision. In addition, there was no wag completed by the DAt Manager.
documented évidence of sulfficlent interventions "On Novembex 14, 1011 management nuxeap
such as assistive devices ta prevent confused °°‘“‘:;““’"d - audit of g“""‘e-“t .
residents from entering the resident'a room and :::er?‘::ti fﬂiiﬁiﬂnﬁioﬁ;: M
offering food to this resident withoul staff o Nvenber 11, 2073 1icenae P
knowledga : were re oducated regarding following
. . of physician ordexs.
Interview with the Adminlstrator, on 11/10/11 a uny:iziml:zaezewnl be reviewed (5)
6:15 PM, revealed she agreed cognitively days per week during facility CQX
impalred restderils could enter the resident's clinical review to monitor .
room without staffs knowtedge and she was implementation of physician orders.
having a motion detector sensor plaged on the One time ordera will be blocked in
resident's deor at that time.. . on the MAR/TAR to aloxt a nvrae to
F 281 483.20(]()(3)(') SERAVICES PROVIDED MEET F 2a1 the necesaity of a onc-time
85=D | PROFESSIONAL STANDARDS intecvencion.
Audite of MARa/TARu/physician or¥dar
Tha serviges providad or arranged by the faclllty implementation will be complated by
must meet professmnal standards of quality. the QA Nurse (2) Cimes weakly for (1}
week, thon onge waekly Eor (1) week
. and then wonlhly thereafter,
This REQUIREMENT is not met as evidenced Budit resulne will be weviewsd monthly
by ’ ' ' " by the¢ Quality Aasuranca Committee
Based on interview and record review, it was with revinione to the plun ac deemed
determined the facllity falled to enaure services pecespary by the Commities review.
provided met professional standards of care. The The ndminiacracor ond Director of
faoility talled 10 engure Physlotan's Orders were "“’“""“l‘g will :E responsible for Joja
tollowed for one (1) of wenty-four (24} sampled overall camplinnos 12/9/2031
residents, (Resldent #12), The facility tailed to
tollow Resident #12's Physician's Order-to
discontinua (DC} the resident's Foley Catheter (a

‘OAM CMS-2567(02-99) Pravious Versions Obeolete
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1 The flndlhgs includo:

Uninary. Tract Infection.

. | a Physiclan's Telephone Order, dated 10/06/11, lo

"1{TAR), for Ooctober 2011, ravealed a FC was

iube inserted ino a parsan's bladder allowing
thelr urine to flow from the bladder Into a bag)
when an antiblotic for a urinary Infection (UTI)
was completed.

Review of the medical record ravealed the fagility
re-admitted Resident #12, on 08/12/11, with
diagnoses which Included General Muscle
Woakness, Alzheimer's Disease, Psychosis, and

Regcord review the Physiclan's Orders revealed a
Physiclan's Telephone Order, dated 10/05/11, for
an antibiotic, Macrobld 100 mg (Milligrams), for a
UTI was to be given twice a day for two weeks.

Further review of the Physlclan's Ordors revealed

insert a Foley Catheter (FC) and leave in place
untll the antibiotic (Maorobid) was completed,
sacondary to the resident having a urinary tract
Infection with Vancomycin Reslstant
Enterococcus (VAE) bacteria.

Interview, an 11/10/17 at 11:50 AM, with the
Licensad Practical Nurse (LPN) #5, who worked
as the faclity's Infection Control Nurse, regarding
the facllity's infection control practices revealed a
realdent with VRE infectlon in the urine was
cathaterized (insert a FC) 10 contain the-
organism. LPN #5 further stated the FC should
be discontinued when the antiblotlc was
completed.

Review of the Trealment Administratign Record

Inserted on 10/06/11 and had an FY! (for your
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F 281 | Continued From page 13 F 231
. informatlon) note to DC the FC atter the antiblotia | . : )
was completed. ' . LR

Review of the Medicatlon Administration Record 2 ERRR
(MAR) for October 2011, revealed the antibiotic o
Maorobld was staried on 10/05/11 and was
completed on 10/19/11,

Review of Resldent #12's Physician's Orders
revealed a Physician's Telephone Order, dated
11/06/11, for an order clariflcation to DC the FC
retated to the order on 10/06/11 for a FC until the
antibiotics were completed.

Review of the TAR, for November 2011, revealed
the FC was removed on 11/08/11.

| Intarview, on 11/08/11 at 4:30 PM, with
Reglstarad Nurse (RN) #4 revealed there was a
Physiclan's Order dated 10/06/11 for Resident
#12 ta have a FC inserted, left in place until the
antiblolic was completed and than removed, The
antiblotic.(Macrobid) was completed on 10/19/11.
Further interview reveated the FC should have
been remaoved after the antlalotio was completed
on 10/19/11. Furlhar interview with RN #4
revealed the FC wasa removed on 11/06/11.

Interview, on 11/09/11 at 2:45 PM, with the
Director of Nursing (DON) revaaled Resident #12
had a Physiclan's Order, dated 10/06/11, for a FC
to be inserted and lefl in place until the antiblotic-
(Macrobld) was completed (10/19/11). Further
interview revealed, based on the order and no
other documentation showlng ctherwise, the FC
should have baen discontinuad after the antiblotic
was completed. The DON also stated the
treatment record (for October 2011) should have

JAM CMS-2567(02-80) Provious Verslons Obaolale Evani ID:KETA11 Faclity (D: 100110 If conlinuation sheet Page 14 of 31
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04y 1D BUMMARY STATEMENT OF DEFICIENCIEG 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX, (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, {EACH CORREQYIVE ACTION BHOULD BE .| COMPLETION
TAG REQULATORY OR LAQ IDENTIFYING INFORMATION) . TAG CROSB-AEFERENCED TO THE APPROPRIATE DATE
. ' - : DEFIGIENGY) :
o ] . | 323
F 281 | Contlhued From page 14 F 281| Tt ic the practice of thik facility
Included the epeaitic date the FC should have | to enoure that the reeidenc's '

environment remaine as free of acc:l.de.nb
hazards as is paesible .and oach.yspidept
raceivea adequata supexvision and
aesietance devices to prevent sacldents.
On November 10, 2011 the Maintenance
Dirsctor pluged an alarm on the door of
Residont # 16 to aler: ecaff of other :

been discontinuad Instead of writing it aa an FYI
when the antibjotic was complated.

F 323 | 483.26(h) FREE OF ACCIDENT : ' .|+ F323
88=E HAZAF!DSISUPEHWSIONIDEVICES

The iaclllty must ensure that the resldant

| environment remalns as free of agcident hazards residents entering the room.
as is possible; and each resident receives - . On Novembexr @, 2011° the Maintenance
adequate supervision and adsistance devices to Director locked the daor o the utility |
prevent accidents. s ' room on the Dreckinridge Hall with the

addition of a automatic locking device.
. . On Novembhexr 11, 2011 the Directoxr of
R : Nurbing snd Onit Managors reviewed - .
e I current residente recuiving mechanically| . .-
mltered diets for ncod of care plan. | . . !

This REQUIREMENT s not mei as evidenoed interventions to prevent choking.

by: Intexventions were completed aa .
Based on mlerwew, and recard rewew. it was spplicablo. ,
determined the facillty fajled 10 ensure that the ) On November €, 2011 utility roome

environment remalns as frea of accldent hazarda throughout the facility wara chacked hy

as Is possible, and each realdent raceives the Maintenance Direcror to wmoniter and
adequate supervision and assistance devices to ensure locking of "tilitv rooms .

pravent accldents for one (1) of twenty-four {24) On Novembex 11, 2011 all staff wawe

sampled residents (Resldent #1‘.,)‘ ra-educated by the Staff Developmant

Cooxdinator ragard:l.ng BupLIV:LS:I.O'n of
reaidenca who racaiva albered c.oncir't‘.encv
dieta. Re-education also lacluded
mopitoring thutb designatad doore ware
sacured and locked.

Audites will be dompleted by management
staff to moniltoxr that reaidents receiving
altered conelstency dieta are supervised
accordingly (2) timee weekly forxr (2)

The facility fallod to ensure adequate supervisian
when Resident #16 ingesied unsale food forms.
Resident #15 was ordered a puree diet and
recelved a peanut butter sandwich from - -
Unsampled Resldent A cauging Resident #15 to
become choked, and the resident'a alrway
became obstructad. The resident became

-| cyanotic and unresponaive and staff performad a ; weeka Chen (1) time waskly faor (1) weok
fInger aweep and the Helmllch Maheuuer. . and theu monthly thereafter,
Resident #15 was sentto the emergengy room The Maintenance Director will audit
and admitted to the hospital with a diagnosls of | designated doors are secercd (2) tines
Pneumonla. There wae ho documented avidance weekly for (2} weeka. them (1) bime week}y

i

0RAM OMS-2687(02-98) Provious Varelons Obiolelé Event ID: KBTA11 : Facility 1D; 100110 Il gontinuation sheet Page 16 of 31
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! T For (%) weaek and then monthly thereaftué
Continued From page 13 F-323| In. addition, weekly environmental rounds

F 323

acceasible to the residents.

| 6'60 PM reveealed a Cartified Nursing Assistant

of suffletent Interventions placed to prevent a
subsequent reoccurrence of & choking Incldent.

In addition; the facllity failed to ensure the
resident environment remained free from -~ .
accidenta) hazards as evidenced by observation,
on 11/08/11 at 10:00 AM, on the Brackinridge Hail
revealed an unlocked doar to the utility room with
breaker boxes unlocked and exposed wires

The findings Include:

1. Review of Resident #15's clinlcal record
revealdd diagnosés which included Alzhelmer's
Disease, and Dysphagia. Review of the
Comprehensive Plan of Care dated 02/16/10
revealed the regident was at nutritional risk
related to mechanically altered diet and required
an altered diet secondary to Dysphagia. The
interventions included monitor for
chewling/awallowing difficulties and report as
needed, praters bedside table at meals in dining
room for comfort in Geri-ghalr, and to be up In the
dining room tor all meals; if In room for any meals
must be supervised,

Revlew of the Physigian's Orders dated 09/11
revealed orders for a Mechanical Soft Diet with
Ragular Meats, may have regular diet for special
ocoasions up to two (2) times a month. -

Review of the Nurse's Notes dated 09/24/11 at

(CNA) enterad the resident's room and noted the
resident was unresponsive, eyes rollad back,
mouth noted open, mouth and throat obstructed
by a targe plece of food. The CNA performed a

will be conduoted by the Adminimtrator
Housekeeping Director and Maintenance
Director to ensurg doors are mecured.
An additional .rendom, safety audit wild
be conducted ‘by,'the Rasistant
Adwinistrator in conjunotion with
facility cafety rounds to enpure
doors are aecdure. ' B

Avditc resvlta will be reviewed in the
wmonthly puality Assurance Committae
Meetlng with revisions to the plan

as deemed necesaary by the Qh
commitbes. e

The Admipnistrator, Resletant
administrator, DON, and Maintenanoe
Virector will be reﬂpnnéihle for
overall compliance 12/9/2011

ORM CIMB-2667(02-00) Pravinlia Varslons Obsclets Evenl ID:KBTAN
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'Review of the ra-admiasion Physician's Orders

| Review of the Physiclen's Orders dated 10/11

finger sweep and tha resident was noted to take
breaths and begin to respond, ' The resldant was .
cyariotlc prior.fo removal of focd from the
resident’s moulh. Afterwards, the resident
became very white, was noted to sweat, and
oxygen saturation was seventy-one percent (71
%) on room air. According to the Note, the nurse

applled oxygen up to elght (8) liters with oxygen, . .

saturation at eighty-nine percent (89 %). Further®
review revealed the resident was transferréd to -
the emargency room.

Review of the Hospltal Transter Summary dated
08/30/11 revealed diagnoses including Aspiration
Pneumonta, and Dysphagia. Further review
revealed-a Puree Diet was recommendad and the
resident was a high-aspiration risk, but resident
and family wanied to continue the.pledsure it-
gave to thé resident. A Barium Swallow Sludy
was done with no asplrations.

dated 0R/30/11 revealed orders for a Puree Diet.
Review of Orders dated 10/01/11 revealed orders
for Speach Therapy to evaluate and treat as
indicated.

Interview on 11/10/11 at 9:30 AM with Licensad
Practical Nurse {LPN) #3/ Unit Manager, reveated
after the ¢hoking event on 09/24/11, tha
Interventlon was added to the Plan of Care to
have the resident in the dining room to eat and
not to be lait In the room eating unsupervised. -

revealed orders for Mechanical Soft Diet with
Regular meat/Small Portions. Further review
revealed orders dated 10/01/11 for 8peech

" DRAM OMS-R66T(02-98) Previous Vierelone Obenlate

Bvant 1ID:KBTAN

Factlly ID: 100110

If continuation aheot Page 17 of 31
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F 323 | Continued From page 17

Tharapy to tieat seven:(7) times a week for eight
| (8) weeks to target skilled techniques and .

strategles to included care giver training, and dlet
gonalatency. C -

Review of the Quarterly Minimum Data Set
(MDS) Assessmant dated 10/05/11 revealed the
faollily assessed the resident as severely
impaired in cognitive skdlls.for deciston making.
Further review revealed the facility assessed the
resident as requiring supervision and set up help
for eating, and as having a mechanically aitered
diet {requiring a change in.textura of food or
fiuids). . ‘

Revlew of-the Condlition Change Form dated
10/14/11 at 2:25 PM revealed the resident’s
alrway became obstructive related to another
resident gave her/him.a peanut butter sandwich
and the resident recelved a puree diet. Further
review revealed the reaident became cyanotic
and unresponsive, 911-was called and a finger
sweep and the Helmlich Maneuver was
performed. The resldent aroused, food was
removed and the resident's oxygen saturation
came up 1o ninety-five pefcent (85%). The
resident was Iransferred to the emergency room.

Review of the Hospital Discharge Summary dated
10/20/11.ravealod the resident's discharge
dlagnoses inciuded Aspiration Pneumonia, and
Dysphagia.

interview, an 11/10/11 at 11;50 AM, with the

- | Speech Therapist revealed the resident recelved
8peech Therapy from 02/03/10 through 03/26/10

for Dyephagla and was found 1o be independent

with swallowing strategies with no ousing naeded

Fazn
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and would have baan consldored aafo at the time
' ..| of distharge.to sit In the bed and eat without
: ‘| supervislon. Thts was prior to the 08/24/11
:  choking event. Further.interview revealed there

e was anather Speech Therapy Referralon
' " 108/30/11 and the Speech Therapy Evaluation

' vompleted on 10/20/11 revealed the resident had
severe impairment in the ability lo-clear regular .
foods and a puree diel with pudding thick liquids
was reoommended.

Revlew of the Faality Investigation related to the
10/14/11 choking incident, revealad, on 10/24/11
another ambulatory cagnitively impaired resident
was walking past the resident who was sliting at — .
the nurses's statlon and gave the resident a B . , T ot
peanut butter sandwlsh before stall could . ca .
intervena. Conclusion: this was an unavoidable
mishap between two (2) cognitively impalred
residents.

Further interview with the Unit Manager, on
111011 al 9:30 AM, revealed the resldent had
hehaviors of asking for food, and making
rapaiitive slatements. She statad, afler the
10/14/11 choking event, the resident's door was
to be left open, with the bedside curtain open, and
stalf were to do rounds to ensure the raesident
was not recelving food trom cognitively impaired
residents. Howsvar, statf were not observing the
.| residant at all times and cognitively impaired
residents including Unsampled Resldent A who
gave the resident the peanut butter sandwich
could enter the resident’s room with food withoul
slaff's knowledge.

Interview; on 1—1110»'11 at 4:30 PM, with the
Director of Nurging (DON), revealed after the

“ORM CME2507(02-90) Pravious Verslona Obaolata Bvent ID:KETRIT Faliity 10: 100110 if continuation sheel Paga 19 of 31°
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10/14/11 choking event there was an Inmediate
inservice.to ensure slaff knew to monltor
resldents io ensure they were eating the .
appropriate diet at all times when In the haliways,
'| rooms, or common areas. 8he algo stated they
were inserviced to pass snaoks Immediately
when they came up from the dining room.
However, continued interview rovealed there was
still the possibility of a cognitively impairad
resident giving Rasident #15 something 1o eatn
her/his room without staff knowledge. She further
staled the Continuous Quaiity Improvement
Mesting held each morning reviewed events such
as the choking avents and updatod the Plans of
Care then. Although the Plan of Care had a
roviewed date of 10/20/11, there was na
documented evidence of any new Interventions.
placed after the 10/14/11 to included passing
snacks immediately, ensuring staff was attentive
to the 1ood ar beverage a rasident was
consuming to ensure It was the correct
consistency, or leaving the rasident's bedslde
ouriain and door open. In additlon, there was no
documented evidenos of sufficlent interventions
10 prevent oonfused residents trom antering the
resldent's room and offering food to this rastdent.

tnterview, on 11/10/11 al 6:16 PM, with the
Administrator revealed she agread cognitively
impaired resldente could anter the resident's
raom without staffs knowledge and she was
having a motion detector sensor placed on the
resident's door at that time.

2. Obsarvation, an 11/08/11 at 10:00 AM,
revealed the utitity room {mechanical room) that
contained the breaker boxes was unlocked and
acoessible by residents. In addition to the door

10AM CMB-2567(02-00) Pravious Varslons Obsolete Event I:KBTA11 Faclity ID: 100110 I continuatlon sheel Page 20 of 31
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NAME OF PROVIDER OR 8UPPLIGA HYAEET ADDAESS, CITY, BTATE, Z1F CODE
1500 TRENT BOULEVARD
NORTHPDINTILEXINGTON HEALTHCARE CENTER LEKIN GTON, KY 405 18
(X4) D SUMMAHYBTATEMENT OF DEFIOIENCIES 0 PROVIDER'S PLAN OF GORREGTION' 108
PREFIX (EACH DEFICIENGY MUSYT BE PAECEDEQD BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE - COMPLETION
TAQ RAEGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO.THE APPROPHIATE L
, " DEFICIBNGY) :
i . F364
F 323 | Continued From page 20 F 323| 1t s the practice of this facility
baing unlookad the breaker boxes was also ' to cnoure each reeldent raceivaa and )
unlocked. the facility provides food ‘prgpa;r?d by
] , methads bthat congerve nucritive value,
Interview with the Direotor of Nursing (DON), on flavor, and appesxance;aund food that
-] 11/08/11 at 10:00 AM, revealed the door should palatable, sttxacrive and at-the , proney
have been lockad and not accessible to anyone temporature. oo
othar than those personnel with a key to enter the At meal cervice on November 1i, 2031
room. Further interview identified, 1he ulility room all bevexages wexe °"“‘"°d1f°: .
baing unlocked was a safety risk for all residents. :e‘“g;“;“r:' - “1;“' ;”‘1’1"‘: tad "
Continued interview validated, the door to the R iz - z:a :at::; =uke
utliity room should ba lacked at all times and If the et were at pe =L
- empexatures. S
door was untocked thien the breaker boxes At meal mexvice o November 11, 3021
should have b.BGH locked. : the nectar think juicea were chilled
- . and aoffoe wag brewed to palatable,
Interview with Licensa Practical Nurse (LPN) # . temperatured. ntexviewsble rosidents’
12, on 11/08/11 at 10:15 AM, revealed the door confirmed the palacability of the’ °
was normally locked, but she could not explain pevexdges according to resident
how and why lhe door was unlocked. Further prefovence. ' -
Interview confirmed, the door being unlocked was On November 11, 2011 the Dietary
a salety hazard for the residants and visitors. Managexr ve-educated nll staff related
| to palatability and satigfactlon of’
Interview with the Maintenance Diractor, on beverages and food. :
11/08M11 at 10;25 AM, revealed the utllily room BAudita were initiated to ensure
door shoutd never be unlocked and he could not residents ara satisfied.with
explain how the door wes left unlocked. Further temparabuxos and palatability of |
Interviow revealed, the door being unlooked food and buverages at maal. aaxvice.
posed a tigk for resident accidents. Dining room audits were initiated
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 34| on November 11, 2011 to solicit
S8-E PALATABLE/PREFER TEMP foadbaok from resident to ensure food
and bevevage palatability. The andirs
Each resident receivas and the facillty provides will ba conducted duily for (4) waeks.
food prepared by methods that conserve nutritive Thece sudice will be xeviewed in the
VﬂlUO. 1Iavor, and appearance, and food that 1s monl:_}.ﬂy Quai!.:l.ty Assurancs Cowmitcee
weeting until compliance ia
palatabls, attractive, and at the prapar schisved. hoy identified concern will
temparaturs. result in revision to awditing,
re-aducation and monitoxing =me daémed
Thig REQUIREMENT is not met as evidenced . appropriate by the Qn cemmittas.

FORM CMS -2667(02-00) Previoua Varstons Obsolele

Evenl 1D: KATAN
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C i Fi64 cont
F 364 | Continued From page 21 F 364| The Administrater, Asaistant
by Do ) Adm!.,n.‘l,ﬁl:.r:latr.:r, Distaxy Director, and 1
‘Based on observation and interview It wes Dietiglan wiL b xesponnible fox
‘determined the tacllity feiled to ensure food was ouarall somplianes 13/9/2011
‘sarvad at a proper tamperalure to ensure A ) . Lo
. | pelatability tor resldents in the dining room Xt is the practice of Fhia faallity.
! to stora, prepare, dintribute omnd
. | betwaen the Combs and Amella uniis. A test tray arre fon . .
. . cod, undexr eanitary conditione
revealed the temperature of the nectat thick om Novedber 7. 2011 the scoops in the
apple julce was 62 degrees Fahreqh,eﬂ and the prep: table wers immediatsly removed
coﬂee was 108 degrees Fahrenheit. by the VD:Ler.a'ry pirector, wached and
The "ﬂ,d".\gs '_"GIUdB: . Sbored ‘per infection control
Obsgervation of temperatures taken of a test tray | sranaarda.
| orl 11/08/11 at 12:30 PM revealad the nectar thick On November 7, 2011 the Dietaxy
" | apple Julce was 62 degreas Fahrenheit and the Dirxgctor immediately disposed of
colfae waa 108 degrees Fahrenheit.- all: fooda identified to be without
interview with the Dietary Manager on 11/08/17 at date and lahel.
7:00 PM revealet the fagility did not have a On November 9, 2011 the freezer in
written policy which defined expectad point of thé Comba wnit dining room was cleaned
gervice temporatures; however, her expeotation by tha Distary Director with a
was for hot items to be at feast 120 degrees - working thermometer placed.
Fahrenheit and cold items to be no more than &0 On Novenbex '9, 2011 the utonsil wexe
- degrees Fahranhelt. .
F 371 | 482.35()) FOOD PROCURE, F 371
86=f | STORE/PREPARE/SERVE - SANITARY
The facility must - :
(1) Progure food from sources approved of
consldered satistaotory by Federal, State or local
authorities; and '
(2) Store, prepare, distribute and serve food
under ganitary conditlons .
This REQUIREMENT -is not met aa evidenced
by:
Based on observation, interview, and review of

ORM CM3-2667(02-08) Previoua Varelons Obsolete

Eveonl 1D; KATARN

Faclilly 1D: 108110

#f continuation sheet Pagleo 220lI




12/30/2011 FRI 15:15 FAX 859 271 2945 Northpoint Office -+~ 0IG

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MED|CAID SERVICES

f1028/064

PRINTED: 11/29/20M
FORM APPAOVED
OMB_NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPALIERCLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBEF:
185167

(X2} MULTIPLE CONSTRUGTION (X9) DATE SURVEY
. COMPLETEDR
A. BUILDING
D, WING -~ C
' " 111 0/2011

NAME OF PROVIDER OR SUFPLIER
NORTHPOINT/LEXINGTON HEALTHCARE CENTER

BTREET ADDRES8, OiTY, S:I'ATE, ZIP QODE
1500 TRENT BOULEVARD

LEXINGTON, KY 40515

(X4) 10 " BUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORHECTION {5}
FREFIX {EACH DEFICIENCY MUST BE PREQEDED BY FULL PREFIX (EACH CORRECTIVE AQTION BHOULO BE COMPLETION
TAG REBULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CAOS3-ABFERENCED TO THE APPROPRIATE DATE
’ : . DEFICIENCY)
. reﬁnved and replaced by kho Diatary
F 371 | Continued From paga 22 F 371] pirectox, with a elean set for Jimmer

the facllity'a polloy it was determined the faallity
faited to distribute and serve food under sanitary
conditions. The facllily fdlled to ensure scoop
utenalls were storad properly with. thelr handies all
In tha same direction and foods were properly |
stored and labeled. Addmonally. tho freezer on
tha Combs Unlt was solled and stalt placed used
gerving utensels In a manner that allowed them to
touch. Futhermore, the holding temperiures were
not malnained at 140 degreas Fahrenhait of
higher. :

The findings include:

1. Observation during initial tour, en 11/07/711 at -
11:30 AM, ravealed a prep table drawer .
contalning socoop utensils with handlas tacing -
muitiple directlons and the scoop parts not turned
upside down.

!nterview, on 11/07/11 at 11:30 AM, with the
Dietary Manager revealaed the scoop utensils
should be stored with all handles In tha same
diracilon and the scoop turnad down for infection
control purposes.

Observation during initiat tour, on 11/07/11 at
11:40 AM, of the walk in refrigerator revealed two
food items not properly stored and labsled. A
contalner of chicken aalad wae opened without a
label showing whan tha tam was opsned and a
container of ham salad was opened with a label
showing an open date of 11/03/11,

Interview, on 11/07/11 at 11:40 AM, with the
Diatary Manager revealed the container of
chioken salad should have a label showing the
date opened and the ham salad container should

| On November 8, 2011 the haghbrowns in |
the freezer were lumedlacely removed ang

.upon Btart of meal service and botween
.8eqond round were hold at safe '

meal asrvice. All temperatures waxa

service on this date.

dispoced by the Diatary Director.

on November §, 2011 all fooda on the
steam tahle were tewped for the svening
meal mexrvice. Initial temperaturas

temperature of 140 degress Fahrenhelc
or highex. .
On Novemnber 6, 2011 diecavy sanitation
rounds were conducted by che facilicy
Distary Director and Asgletant
Adminilgcracor. All areas of concexn
identified and correcced at time of
review. '

On Novembér 9, 2011 che food
tenperatureg were recorded fox each

found to be wlthin aafa holding
temperaturee. Hot fooda wore ubove
140 degrees Fahrenheit aud uold foods
wara below 21 degreen Fahrenhelt.

On Novamboxr 11, 2011 all diectary etaff
waxra xa-ocduouted by the Diletary Dirxectoy
on gtorage meChods nweed for sekving
uteneiln, proper labeling and dating

of etored foodgs, change ouc of uteneils
between meal service pexr infection
control ecandaxrds, proper storage of
food items in the refrigerator and
freezer to prevent condonuation from
dripping onto storad food iteous,
maintaining esanitation/cleunliness
atandards in dining roown [reezers ang
safd holding temperalurad,

Distaxy sonitation audits will be
conducted dally by the Dlatary Director

and weokly by the awun/denignee fox (4)
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no longer be stored beoause It was good for three
(3) days only after It was opened,

2. Observation of the freezer In the Combs Unit
dining room, on 11/08/11 at 5:31 PM, revealed a
drled brown substance in the bottom of the
freezer, Additionally, thare was a broken
thermomseter in the bottom of the freezer. The
freezer wasa used to hold milk, Julces, Ensures,
and other fluids for the meal.

Addlttona) obgervation, on 11/09/11 at 11:25 AM,
revealed the freezer continued 1o have a dried
brown substance and broken thermometer In the
bottor of the freezer.

Interview, on 11/0@/11 at 12:57 PM, with Dietary
Alde #6 revealed the freezer was oleanad when
the dietary manager told somaone to clean il.

3. Observatlon, on 11/09/11 during the junch
meal on the Combs Unit, revealed the the dietary
alde place tho serving utenslis Into one sleam
table well on a plate. The serving utenslls were

"{ toughing each other.

Interview, on 11/09/11 at 12:57 PM, with Dietary
Alde #8 revealed the utenslls should not touch

-each other. She stated If they touch thera s a

risk of cross contaminalion.

4, Observation of the walk-In freezer, on 11/08/11
at 10;00 AM, revealed a box of hash browns
which was open with Individual brown bags, one
(1) of theea bags was noted to be opanad, ice
bulid-up was noted on top of this box and the
bags within the box. .

Interviaw wilh the Diatary Manger, on 11/08/11 at
10:10 AM, revealed she would still use the boxes
of food as long a8 the ice/water from tha

storago of perving utenails, propex -

labcling and dating of atored fooda,

! appropriate btoraga of foods in the
freezey and refrigerator and to-ensurs
all fooda axe within cafe bolding

" remperaturas.
apdita will ba conducted of dining
sarvices to inclvde the cleanliness -
of the refrigerator/freezer and change |
out of utenails berween meal service.
The audits will be donducted delly by
tha aspsigned wmeal servico monitor for
(4) weeks G[o eneure compliance and chen
wonthly thereaftenr,

Regults of the audits will he
raviewed and submitted Lo the monthly
OA commitreas for review and revision ael .
deemed necessary watil complianca is wek
g6 determined by the QA commitreo

nny identified aves of concern will
reault in rovigion teo auditing,
ra-aduaation and monitoring ns

deemed appropriate by the QA Committea
Yhe BdminlaCyanor, Asaistant Administrafor
Uietary Director asnd Dietician will )
be reppongible for overall cempliance 12/9/2011
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {BACH CORRECTIVE AGTION §HOULD BE | COMPLETION .
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+ @71 | Continued From pege 24 Fa71| it ie rhe practice of this faciliry to

aatabl:i:ah and maintain an Infaction
Contrel Program designed to provide
a safe, canicery and comforcable

envixonment snd to help prevent tho

condensef had not ponetrated through the box.
She further atated she would not use the hash
browna where the ice had bulit up on the bags of

hash browne. develapment, and rransmission of discapse
Observation of tray line, during tha evening meal ARSI ®
. ‘ ection.. . . ) .

[ on 11/08/11 at 6:10 PM, revealed Dietary Alde # & on Novembex ,é; 2011 Rasidonks: #5. 20
took the temperatures betora the sacond round of and 21 catheters tubing and bag -weve
traye were served to residents from the kitohen. changed and naw dignity bags placed on
Observation revealad the graund tuna was 110 ped snd whealchair.' :
degrees Fahrenheit, the Cauliflpwer was 120 On Novembax 8, 2011 the SRNA garing for
degrees Fahrenheit, the bee! vegetable soup was Rosidont #6 'provided perineal care per
122 degrees Fahrenheit and the hamburger . infoction control standaxdas with
patties ware 126 degrees Fahranheit. appropriate removal of soiled gloves
Interview with the Dietary Manager, on 11/08/11 and handwsehing prior. co touching okbhex)
at 7:00 PM, revealad the temperature of hot food . obiects. Staff-were re-educatad on
held on the tray line should be 141 dagrees correct technique when perfoxming perichre
‘Fahrenheit or greatar. to vaduce ¥isk of infeotion. .

F 441} 483.65 INFECTION CONTROL, PREVENT F 441| on mNovember's; 2011 the Unit Munager
28=F | SPREAD, LINENS cleaned and replaced tha boot -gplints '|
' of wapident H18.
The tacility must establish and maintain an On November 10,- 3011 the Unit Menagex
Infection Control Pragram designed to provide a cleaned the icu scoop and lce cheat,

plaoing tho ice . ncoop in a covered
containox,

On. November 7, 2611 linene taken frxom
“one rooln to another were removed )y
facilicy nursing etaff and laundexcd.
" On Wovember B, 201l current raeaidonka
with foley cathetera were obscrved
for catherer tubing/drainage bags

safe, sanitary and comfortable environmant and
to help prevent the development and tranamission
of disease and infegtion.

(a) Intection Centrol Program
The faolllty must establish an Infection Control
Program under which It -

_(1)ﬂ:nv,esl‘l]ga?es. controls, and prevents infections placement per infection control otendaxf
in the facility; . wirth intervention as applicable by
(2) Decldes what procedures, such as isolation, " | management muwrsing StaEE,
should ba epplied to an individual resident; and " | on November 8, 2011 and ongoing raudom
3 'Maintalns a regord of incidents and corrective - | cbservation auditc of perineal
actions related to infections. cars will be conducted by the staff
(b) p o o of Infacth Devalopment Cooxrdinator of current
) Preventing Spread of Infaction applicable residemta for appropriate
{1) Whan the infectlon Control Program infection control tachnigua with

perineal gare wirh intexventions a8 -
“ORM OM8-2887(02.09) Frevious Vorstons Obeolete Event ID:KBTAN Facillly 10: 100110 1f conllnuation uheet Page 25 of 31
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(%4) 1D SBUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EAGH DEFICIENCY MUBT'BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE coumnon
Tag |+  REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ CRORS-REFERENCED TO THE APPROPRIATE :
' : DEFICIENCY) :
. . . applicable. .
F 441 | Continued From page 25 N F 441 |racality wide round of all cuxrent

determines that a recident needs laciation to residents were -conducted Lo obmerve fox
resident equipmont or .devices on the flogr

g:l;?:tﬂ?l';er:glr::rﬁm Infectian, thé faoility mu_s'l-‘ - " - |Any conterns were addrepred and corrected. '
(2) The facility must prohibit employees with a . |on Novenber 8, 2004 repldent rooma
communicable disease or infected skin fesions |, - [1°X° "‘g’m‘imd fox Mnan placenant
| rom direct contact with residents or thelr food, if . . E::e:":e:zioz’: z:nzmli:;:::ama wieh
direat contaot will tranemit the disease. . T lon movembes 31, 2013 mersing ataft
(3) The fecility must requlre staff to wash their ‘ exe re-ednoated by tha BLat!
ha_nds after e-aF'h di!eﬁt resident contact fO[ Whl‘:h T pevelopment Coordinator of infection
hand washing is indicated by accepted . .. |contxol atandaxda in regazd to
PT°f995|°na| pracﬂce' "loatheter tubing, drainage bage,

‘ : . l[dignity bagu, perineal care techinigue

(o) Linens . . . hand hyglone, placement of mesiative
Personnel must handle, store, process and . .. U0 Mevices/splines, dlce scoop placement
transport linens so as to prevent the apread of © %" |and kreucport of linen.
Infection. ‘ S hudits will be conducted of cathetex :
. tubing/drainaga baga/dignity placemont, T
periveal care technique, hand hygiuvne,
i placement of aesiative devices/splints,
. ice scoop Btorage and linen bkransport.
“This REQUIREMENT e not met as evidencad . ‘ Ihese mudica will be completud ()
by:- : I-ime weekly Eox (1) wack, blwen {3)
Based on observation, intarview, record review, imas waakly fox (1) week and then (2)
and review of the fecility's policy, it was , -imea weekly for (1) week and then
detarmined the faoility falled 16 maintain an nthly theranfter.
Infection Control Program designed to provide a Results of the audita will be eubmitted
gafe, sanllary and comfortable environment and pnd roviewed monchly by tha facility S

buality Aspurance Committee for need
bf revinlon or re-education uwntil
pomplisnce ie achiaved.

e Admintatrator, pirector of Nuxaeing
bnd QA Nuree will be rosponsible for
bverall complianca. izZf9/u011

to help prevent the development and
iransmission of disease and infection.

Resldents #5, #20 and #21 were observed to
have catheter bags and tubing laying on the floor.

Observation of parineal care tor Resident #8,
revealed stalf failed to remove solled gloves and
wash hands prior lo louching other objects In the
room.
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F 441 | Continued From page 26 - F 441
Reasldent #18's boot spllnts was ocbaerved lying on '
the floor,

Tha ice scoop was observed Inslde the ice chest
during meal service on the Combsg Unit.

The findings Include:’

1. Review of the facllty."Handwashing/Hand
Hyglene" Policy, undatad, revealed employees
must wash thelr hands using anti-microblal or
non-microbial scap and water afler contact with
bload, bady flulds, secretions, mucous
membranes or non-Intact skin or afier handling
items potentlally. contaminated with blood, body
flulds, gecretlons, mucous membranes, or
non-intact skin. o

Observation of perineal care, on 11/08/11 at 3:40
PM, revedled Cerlifiad Nursing Assistant (CNA)
#18 claansed stool from the petineal area,
removed the solled gloves, and obtained another
pair of gloves from the clean box ot gloves. She
proceeded to don naw gloves and cleanse stool
from the rectal area, and repeatediy plck up the
spray bottle of perl-cleanser to spray wash cloths
with the solled gloves, Using the same soiled
gloves she proceadad to pull the resident up In
the bed with a draw sheet, pull the resident's
covers up, and move the bed against the wall.
She then placed the bottle of peri-cleanser on the
sink in the room.

Interview, on 11/08/11 al 3:50 PM, with Licansed
Praotical Nurse {LPN) #3/Nurse Manager who
was assisting CNA #18 at the time of obsarvation
of perineal ceve, revealed the CNA should have
removed the sollad gloves and washed her hand
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removed her soiled gloves and washed her hands

-{12. Observation, on 11/07/11 at 3:00 PM revealed
- | State Registerad Nursing Assistant (SANA) #14

‘SRNA #14 carried the linens in.and out of seven
(7} different rooms.

prior to obtaining new gloves from the clean box.
Further interviaw, revealad CNA #18 should have

prior to using the spray bottle of parl-cleanser and |
prior to touching other objects In the room.

wag dispenging linens to the restdents of the
Breckinridga Unit. Further observation revealed,

Interview, on 11/07/11 at 3:30 PM, with SRNA #14
revealed she should have not taken all the linens
in.and out of the varlous rooms, Furlher interview
revealod, she ahould have only taken what was
just for each resident In a particular room.
Continued Interview validated taking tinans trom
room to room was an Infection control Issue.

Interview, on 11/07/11 at 3:48 PM, with License
Practioal Nurse (LPN) #13 revealed only the
linens that were going to be used for a resident
should ba taken Into the room. Further Interview
revealed, it was an infaction conltrol issues to take
linens In and out of rooms. -

interview on 11/10/11 at 11:50 AM, with the
Infaction Control Nurse, ravealed the SRNAs
wore education on proper techniques where
linens are concerned. Further Interview identilled,
the SRANA falled to follow proper Infection control
techniques while dispensing linens. Continued
Interview revealed, staff were educated Inilially at
orientation and then annually.

3. Review of the facﬂity‘s policy, ice Machinas
and lce Storage Chests (dated Revised
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Dacembar 2008), rovealed. he Ice machines and
ice storage containors willbé used and -
maintalned to assure a eafe and sanitary supply
of ice. Item’E of the policy stated, "Kaep the ice -
scoop in a covered container when not in use",

Qbservation, on 11/08/11 at 11:50 A, revealed
License Practical Nurse (LPN) # 11 picked up the
lce scoop which was in the ice chest and fliled a
oup up with ige. Further observation revealed the
lce scoop was placed in the Ice scoop holder altet
oblalning the lce from the ice chest-

Interview, on 11/08/11 at 12:00 PM, with LPN #11
revealed the ice scoop was lying In tha lce chest
when she opened the ice chest. Further interview
revealed the ide acoop should have bean placed
In the Ice scoop holder when.it was laet usad.

Interview, on 1110/11 at 11:80 AM, with'the
infection Control Nurse identified the lce scoop
should have bean taken to the dletary depariment
for sanitation and the ice chast should have been
emptied, sanltized, and refilted. .

4. Record review revealed the facliity admiited
'Resldent #18 on 10/02/08, with dlagnoaea which
included Joint Contraciure - Ankle. Review of the
Aide Care Plan revealed the resident was to have
splints applied to ankles six days a week.

Observation of Resldant #18's rcom, on 11/09/11
al 9:10 AM, revealed splint boots stored on the
lloor in the corner of the room.

interview, on 11/09/11 at 8:15 AM, with Licensed
Pracilcal Nurse #18 revealed the splint boots
should not have bean on the floor because of
gontamIination. Furlher inlerview reveatad the
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‘nurse was going lo bag the splint boots and -
report this to tastorativa so they covld be cleaned.

Interview about the splint boots, on 11/00/11 at
0:20 AM, with.the Unit Coordinator/ Registered
.Nurse #4 revealed the boots should not be kept
on the floor pecause they could become -
contaminated and posslbly cause an Infection.

5, Revlew of the facility's policy on Urinary
Catheter and Dralnage Bag Care (not daled)
revealed the catheter bag and lublng were to be
kept off the ﬂoor

Observatlon. on 11/8/11 at 2:29 PM, revealed
Res!dant #5's urinary drainage bag was lying on
the floor and was not In a privacy/dignity bag.

lnterview, on 11/8/11 al 2:33 PM, with License |’ ' o
Practioal Nurse (LPN) #11, who was performing _
skin asssssment at the time of observatton,
ravealed Resldent #5's cathater bag should not
have been directly on the floor, per her
understanding of fagllity's policy.

6. Observation, on 11/8/11 at 11:31 AM, revealed

Resident #21's, who was in a wheel chalr in the

- | common area in frant of the nursing station, stalf
urinary drainage bag and tubmg were laying the

floor.

7. Observatlons, on 11 107111 at 11:00 AM and

11/09/11 &t 1:.06 PM, reveated Resident #20's

lubinig for his/her indwelling catheter was laying

on the floar. The resident was sliling in the

wheelchair at the nurse's station.

Obgervation, on 11/02/11 at 2:26 PM, revaaled
Rasldent #20 was lying in the bed and the

JAM CMS-2567(02-90) Pravious Verslons Obsolele Event ID:KBTAN Faollliy (0: 100410 If continuation sheet Page 30 of 31
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F 441 | Continued From page 30 ’ F 441

catheter drainage bag, with nb privacy dignity
bag, was laying on the floor.

nterview, on 11/09/11 batween 11:30 AM and |
4:48 PM, with Licensed Praotical Nurse #5 and
State Aegistered Nurse Aldes (SANAS) #13 and

. #14 revealed cathater tubing and callection bags .
ware to be kept off the floor, to prevent possible -
infection. '
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(*4) I
PREFIX
TAG |

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION.
(EACH CORRECTIVE ACTION SBHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) )

5

xe)
COMPLETION-
DATE

K000

| Alife safety code survey was Initlated and

INITIAL COMMENTS

CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 05/12/87
SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF 11'\&”" ]
TYPE OF STRUGTURE: One (1) story, f¥pe (]
(111} Protected ‘E

N Ay
N
Hs

| Remen T

K 000

i

Submission of this response and
plan of correction is nmot a

legal admiesion that a deficiency
exista or that this bBtatement of
deficiency was caorrectly citeéd;

and is aleo not to be construed’

as an admission of interest against
the facility, the Administrator,
employees, agente or other
individuals who may be discussed in
this reasponse and plan of correcticn.

1&7 ﬁ'- addition, preparation and
LY
des not constitute an admission of

-~ 9 201

lstbmiesion of this plan of correction

reement of any kind by the facdlity
a7 the correctness of any conclusion
set forth in this allegation by the

SMOKE COMPARTMENTS:  Eight (8) smBite~1*

compartments.

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (Wet
SYSTEM)

EMERGENCY POWER: Type Il Diesel
Generator,

concluded on 11/09/11. The findings that follow
demonstrate nencompliance with Title 42, Code
ol Federal Reguiations, 483.70 {a) et seq (Life
Safety from Fire). The facility was found not In
substantial compliance with the Requirements for |
Participation for Medicare and Medicald. The
facility Is licensed for one hundred fifty (1 50) beds
and the census was one hundred forty-six (146)
the day of the survey.

Defloienoies wers cited with the highest

survey agency. Accordingly, the
facility has prepared and submitted
this plan of correction prior to the
resclution of any appeal which may
- be filed solely because of the
requirements under state and
fedexal law that maﬁdate‘aubmisaiop
of a plan of correctioﬂ within {(L0)
days of the survey as a condition to
participate in Title 18 and Title 19
programs. - :
The submiaspion of the plan of
correction within this time frame
should in no way be considered or
construed as agreement with the
allegations of non+compliance or
admission by the facility. This plan
. of eorrection isg submitted as
facility's credible allegation of
compliance. .
Corrective action completed:
December 9, 2011

RATORY

PIRECTOR'E OR PRWSUPFUEE' {EFRESENTATIVE'S SIGNATURE

. Pasnistrador _

TiTLg -~

12

{%8} DATE"

2ol

ny daflciarr/oy staloment ending W
thor safeguards provide sufflclent protection
Miowlng the date of survey whethar-ornot a pl

rogram participation,

I‘Iﬁ an asterisk {7} denotes a deficlency whicl
o the patients, (See instsuctions.) Excépl for nursing h
C an of correation Is provided. For nursing homes,
ays followlng the datd these documenis are mada avaliabie to the facillty. i deflolencles are ¢

h the Institution may be excused from corracting providing it Is
omes, the findinga stated akove-are disclosable B0 days
the above findings and plans of correcfion are disclosable 14
ltad, an approved pian af correction is requlstts to continued

deherminedthat -
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'(x4) D SUMMARY STATEMENT OF DEFICIENCIES ID " PROVIDER'S PLAN OF CORRECTION . {X6)
PREEI {EACH DEFIGIENCY MUST BE PREGEDED BY. FULL PAREFIX {EACH GORRECTIVE ACTION BHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) * TAG CHOSS—HEFEHENCED TO THE APPROPRIATE DATE
DEFICIENCY) T
K062
K QD0 i Continued From pags 1’ KODOi It ia the practice of this facility
deficiency identified at "E" level. - ko e sorinkler head e trrained
ensu 3 are m 1
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062| © P ) Ny e
88=D in reliable operating condition and

.Amelia Hall Spa. Not maintaining sprinkler heads

Required automatic sprinkler systems are
continuously maintained in reliable aperating
condition and are inspected and tested
petiodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.6 ‘ :

This STANDARD Is not met as evidenced by:
Based on observation and interview, it was
deterrnined the facility falled to ensure sprinkler
heads were maintained as required. This
deficient practice affected one (1) of elght (8)
smoke compartments. The facility is licensed for
one hundred fifty (150) baeds and the census the
day of the survey was one hundred forty-six
(146).

The findings Include:

Ohservation durihg the Life Safety Code survey
tour, on 11/09/11, at 1:56 PM, with the
Maintenance Director revealed corroslon and
paint was noted oni four {4) sprinkier heads In the
can decrease thelr ablilty to react as Intended.
Interview with thie Maintenance Director, on
11/09/11 at 1:66 PM, revealed he was not aware
of that requirement.

Reference; NFPA 25 (1998 Editlon).

2-2.1.1* Sprinklers shall be inspected from the
floor level annually. Sprinkiers shall be free of

on 11/9/2011 to schedule necessary

dre inspected and tested
periodically.
Xoorsen Fire Protection was contacted

service of identified/affected
sprinkler

heads.

All sprinkler heads in the facility
were inepected on November 28, 2011
by

the Maintenance Dlrector and
reprasentative of Koorsen Fire
Protection with recommendation of ~
replacemént of sprinkler heads in all
(3} spa areas within the facility to
total (9} sprinklers. Replacement
units

were purchased on Hovember 28, 2011
with anticipated installation on
December 12, 2011,

Weekly Prevantative Ma;ntenance
audits

of sprinkler beada will be conducted
by .

the Maintenance Director with monthly
review by the Safety Committee and
Quality Assurance Committee. Kooraen
Fire Protection will inspect all
sprinkler heads gquarterly in
conjunction

with the Eacilﬁty'a quartexly
sprinklex

gystem inspection.

Additional review will be conducted -
during weekly Environmental Rounds '
by the Maintenance Diréctor and
Administrator.

» P . beok
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ITATEMENT OF DEFICIENGIES . -.
WND PLAN OF GORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185197

NAME OF PROVIDER OR SUPPLIER
NDRTHPO!NT!LEX!NGTON HEALTHCARE CENTER

o FORM APPROVED
e OMBNO, 0938-0801
(¥2) MULTIPLE CONSTRUCTION N (XB) DATE SURVEY
: COMPLETEDR
A. BUILDIMNG 01 - MAIN BUILDING 01
w
B WG - 11/08/2011

STREET ADDRESS, CITY, STATE, ZIP CODE
1500 TRENT BOULEVARD . .

LEKINGTON, KY 40516

SUMMARY STATEMENT OF DEFICIENGIES

4 I iD PROVIDER'S PLAN OF GORFEGTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAQ CHOBS-REFERENCED TO THE APPROPRIATE GATE
DEFIGIENCY) '
B K147 i '
K 0682 | Continued From page 2 KOB2]- It is the piactice :f this fac;lity
: . t tri iri
eorrosion, foreign materlals, paint, and physical B e ity o 4o o7
damage and shall be installed in the proper SCUIPRERt 18 matnrasnes oo
lentati ) iaht accordance with NFPA 70, -Natiomal
orlentation (e.g., upright, pendant, or sidewall).  Electrical Code 9.1.2. All pull
Any sprinkier shall be replaced that is painted, poxes,
cqrrode_d, damaged, loaded, or.in the improper . junction boxes, and conduit bodies
orientation. . are provided with covers compatible
K 147 NFPA,101 LIFE SAFETY CODE STANDARD .K‘ 147 with the box or conduit body
85=E construction of use., Where metal

‘maintained, according to National Fire Protection

had the potential to affect three (3} smoke

J of any electrical junction boxes not having covers

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

This STANDARD is not met as evidenced by: -
Based on observation and interview, it was
determinad the faciiity failed to ensure wiring was |

Assoclation (NFPA) standards. The deficiency

compartments, elghty (80) residents, staff and
visitors.

The findings Include:

Observation, on 11/09/11 at 11:00 AM, revealed
three (3) electrical junction boxes Ipcated above
the drop celling near the smoke bartler In Combs
Hall #1, Cornbs Hall #2 and Breck Hall #2 did not
have & cover in place. Electrical junction boxes
must have covers In place to prevent risk of
electrical shock or fire. The observations were
confirned with the Malntenance Director.

Interview, on 11/09/11 at 11:00 AM, with the
Maintenance Directot, revealad he was unaware

__submitted and reviewsd monthly by

covers are used, all comply with the
groﬁnding requirements of Section
250-110. An extension from the
cover

of an exposed box ghall comply with
Section 370-22.

The (3} identified junction hoxes
locatedron Combs Hell #1, Combs Hall
#2 and Breck Hall #2 were equipped
with UL rated metal electrical
conjunction box covers. All
junction

boxes within the facility meet

NFPA Standards.

aAll electrical junction boxes within
the facility were inspected on
Novewber 95,2011 by the. Maintenance
Director and Asgistant.

All boxes met National Fire
Protection )
Associationf(NFPA)atandarda.

Monthly the Maintenance Director
will conduct an inspection of

all electrical piping and junction
hoxes throughout the facility to
ensure ongoing compliance with

NFPA standards. This inspection will
be added to the facility
Preventative

Maintenance Program, - .
Results of thip inspection will Le
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PROVIDER'S PLAN OF CORRECTION

(Xd4) D SUMMARY STATEMENT OF DEFICIENCIES D 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORAECTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY OH LSC IDENTIFYING INFORMATION) . TAG CROBS-REFEAENCED TO THE APPROPRIATE DATE
. d R A ‘ DEFICIENCY) . o
‘ facility Bafety Committee and .monthly
K147 | Continued From ppge 3 K 147 Quality Assurance Committes for review
- In place. . and reviedon until the QA committee
) . . hap determined compliance is achieved..
Reference: NFPA 70 (1 999 edition) The Administrator and Maintenance
‘ Director will be responaible for oversall]
compliance, L2/9/2011

Refer to NFPA 70 (1999 Edition).
370.28(c) Covers.

All pull boxes, junction boxes, and conduit bodies
shall be provided with covers compatible with the
box or conduit body construction and sultable for
the conditions of use.. Where mefa) covers are
used, they shall comply with the grounding
requirements of Sectloh 260-110, An extension
trom the cover of an exposed box shall comply
‘with Section 370-22,
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