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An Abbreviated Survey investigating C,
ARO#HKY00016741 was Inittated on 07/20/11 and N 220] 802 KAR 20:300-8(7)(b) Section 8.Quallty of
concluded on 07/26/11. The allegatlon was Care S .
substantialad with dellelent practics clted. -
' : ' Correctlve Actlon for Residents Affected:
N 220] 802 KAR 20:300-8(7)(h) Section 8, Quallly of N 220 8/7/11
Care . . : 1, Resident #4 Is no longsr residing at .
the facility. Resident # 4 s stillin the facllity and
(7) Acoldenta, The faliity shall ensure thak: doss not have an alarm al this time. .
(n) Each resident recelves adequate sUpg viglgn : _
and agslstive devices to provér ﬁgec@qg m% W 2. Resident #4's Care Plan interventlons were
. A ) reviewed and updated as appropriate by Reglonal
I pG A2 Jit Nurse.
! :
\‘ E& - Identification of Resldents with potential to be
Thia raquirement s not met as evidenced by: _ :
Based of obsatvation, Interview, racord review, 1, Ml resldents with alarms or resldents with the
and teview of the facilly's polley, it was neod for an atarm have the potential to be affected.
dotermined the faollity falled to ensure two (2) of
four (4) samplad residants, (Resident's #1 and 2. All resldents upon admission and quarlerly wil
#4) rocelved adeyuate supervision 1o prevent have Falls Risk Assesaments completed by MDS
falls. The facillly falled to follow thalr Resident and residents Identified as high risk will have fall
Alarm and Incldent Reporting Polioy/Protocol interventions Iniliated and documented on the Care
relatad to malntalining agsistive devices In Plan,
| warking order to allow for adequato supetviston. .
The facllity fafled to ensure oare plan 3, Incldent/Occurrence nvestigatlon reports will
interventlons were Implemented to prevént falls, include causal factor(s)/Root Cause Analysis and
Furthermore, the facillly falled to snsure thelr approprlate inferventions.
Investigations of falls ldentlflad all causal factors :
i order to ensure approptiate nterventlons would Measures or systoms changes to pravent
be implemented. - reogeurrence; Il
The faclilly assessed Resldent #1 asheing at risk 1, Unlt Manager/Charge Nurse/CMT (Certifled '
for falls, reculing assistance with ambulatlon and Medlcatlon Technician) wil check all alarms every .
the use of bed/chalr alarms to alert staff when the shit and document the propsr functioning of '
resident attempted to rise unassistad. On alarmi(s) on ihe Trealment Administration Record
04/28/11, Resident #1 ambulated indepandently (TAR). !
without staff knowledge of assistance at which - ' - |
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tlme hefshe fall In the bBathroom and sustained &
jaft hip fracture. Three (3) facllity staif heard no

| atarm sounding and the monthly alarm chacks

noted on tha Trealment Adnilnistration Record -
(TAR) had not haen slghed flve (B) months
incilcating the atarm had heen checked for

Resldant #4's monthly alanm check had hot been

completed for one (1) month.

The tindings Include:

‘Review of the taolllty's polloy tiled "incldent

1 Reporting”, dated 12/10, revealed the faclity shall

ensure that the resident’s environraent shall
remaln as free of accldent hazards as possible,
and that each rasident shall recelve adequate
supervision and assistlve devicas that shall
reduce accidents.. The procedure Included the
Charge Nurse/designee wilt add Interventions fo

.| the care plan as nasded,

" | Roview of the facilly's polloy fitled "Residont

Alarme", dated 12/10, revealed resident alarms
may-bo used for resldents as a non-restraining
device that alerls staff to a resldent tlsing from &
bed or chalr without asslstance, The procedure
Included ldentlfying residents at tisk for falis,
ihose who would beneflt from the use of an atarm

device, and checking the battery for slrength or

need of changing. Revlew of the TAR reveslod
the faciilty had a system to document monthly
that alarms had been checked ragarding
functionality of ihe device and strength of the
batlery. : ) )

interview with Licansed Practical Nurse (LPN)
#2, on 07/26/11 al 2:60 PM, revaaled LPN #

normally checked the alarms. Interview with LPN
#4 on 07/26/11 at 3:00 PM, révealed the Charge

Nurees wore responsibla for checking the alarms

2. Unit Manager/Charge NursefCMT (Cerlified
Medicaflon Tachniclan) vl change alarm balteries
every month and docurnent changing on the
Trealment Adminlstratlon Record (TAR).

3. Unit Manager/Charge Nurse/CMT willk check
alarm baltery strength or nead of changing weexly
and document on (he Troaiment Adminislralion
Racord (TAR), :

4, Chargo Nurse will document all accldent
occurrences on the 24 hour report, incldent and
Accldent Reports, Incident/Cccurrence
Investigallons, interventlons and Care Plans and
ihese will be reviewed In the clinical meeling bry the
DON, Unit Manager, Charge Nurso, MO, and/or
Therapy. . L
Monitoring changes/systoms to ensure no.
deflclent practice:

1. 100% of Licensed Nursing staff were educated
fyy the Reglonal Nurse and Unit Manager by July
99, 2011 on facility poficy for checking alarm
funclioning and changing of alafim hallerles. :
2 100% of Licensed Nursing staff were gducated
on accident hazards n resident environment,
Incldont and Accident Report completion, Incldent
and Oceurrence Investigation complation
{determining Root Cause),obtaining Wilnass
Statements with incldent/Accidents, and Updating
of Care Plans by Reglonal SCC and Unit Manager
by July 29, 2011,

3, DON/Administrator will monltor 10% of
Treatment Administration Record (TAR) for proper
documentation of alarm functionlng, hatlery
funclioning and baitery changing vweekly x 4 woeks,
then montnly x 3 monihs.

|
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for funetioning but all nursing staff checked them. { | 4. Resulls of the audits ill be glven to {he
' ' ' Administrator for review and to be prosented at the

1, Review of the medical record revealed the | | monthly QA meeting by the Administralor raonthiy

tacility admitted Resldent #1 o 19419708 with «3 monlhs to the QA Comnilftee for reviaw.

dlagnoses whioh included Alzhelmer's Disease, Recommendations for any follow up monitoring to

Mabetes Mallitus, Hypathyroldism, Severe be determined by the QA Commiltee. The QA

Proteln Calotle Mainuttition, Dysphagia and commlttee conslsts of the following: Medical

Muscle Weakness. Review of the Anhual Direstor, Adminlstrator, DON, MDS, 880, HR,

Regldent Assessment Instrument (RAI), dated BOM, Dietary Manager, Rehab Director, Medical

10/28/10, revealed ihe facliity assessedthe Records, Malntonance Direclor, Housekeeping

resident as having severely Impalrad cognition, ‘1 Director, Quallly of Life Director, and Chaplain.

wandering behaviors which acourrad four (4) to
six (6) days & week and would intrudae on others.
The resident also required setup help, one (1)
person agalst with transtars, and was continent of
bowel and bladder.

Revlew of the resident's Comprehensive Plan of
Care revealad the faclily had determined
Resident #1 was at risk for falls and on 1111110
developed Care Plan Inferventions to addioss
Injurtes from falls refated to the resldent's
weakness and lack of safely awareness. The
interventions Included the faclllty were to previde

A the resldent with & sensor pad alarm to the bed to
alort staff of the resident’s altempts to transfer
withoutt assistance, staff were to asslst with
 losomotion as needed, stalf wera to'monitor uss
of adaptive devicos and offer cues as needed.
Intorview wlth the Cerlifled Medication Tachniclan
(CMT), on 07/20/11 at 2:30 PM, revealed the
resident would often get up and altempt o goto
the hathroom on hisfher own. Interview wiih State
Reglsterad Nursing Assistant (SENA} 14, on
07/20/11 at 2:55 PM, the reason the rogident had
th alarim was because hefshe would alternpt to
transter Independently. Interview on with the '

' | Rehab Services Manhager, on 07/26/11 at 2:17
Pivi, revoaled sometimes Resldent #1 would try to
ambulate on hlgfher own, interview with SRNA
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#3, on'07/26/11 at 10:02 AM, revealed Resident
#1 would try to ambutate on his/her own and {hat
wag why the resident had alarms on hisfher hed
and chalr so staff could he aware when hefshe
was tning to ambulate,

Review of Residont #1°s TARs revealed there
was no documented evidence the facliity had
shecked/echanged the resident's alarm device
batterles during the months of January 2011,
Fabruary 2011, Marchi 2011 and Aprit 2011, as per
the faclilty's polley.

| Review of the Nurs]ngj note, dated 04/28/11 at

10:40 AM, rovealed Rasident #1 wes found on
the floor lying on hisfher back with complalnts of
left hip paln. Interview with the CMT, on 07/20/11
at 2:30 PM, revealed the rasident had sald hefshe
had gotten up from using the commode, was
golng back to bed and then fell, Interview with
SRANA #4, oh 07/20/11 at 2:55 PM, revealed she
was passing lce and heard a resident call out,
she entered the room and found Resident #1

| lying on the bathrogm flogr, She further Indicated

she did not rocall Resident #H1's pressure alarm
sounding when she entered the room. Interview
with SIINA #6, on 07/21/{1 at 2:30 PM, revealed
she had bean assigned to care for Resident i
on 04/28/11. She stated she noflcad people
gaing In and out of the resident’s room saying
hafshe had fallen, She stated she had ot heard
ihe alatm sounding. Review of staff statements
taken aftar the incldent revealed LPN #3 slated
the alarm was not soundihg when she entared
the resident's room. .

Further record review revealed a Hospital

‘PDischarge Summary, dated 06/02/11, revealsd

Restdent #1 was admitted to the hospltal on
04/28/11 with the dlagnoses of left hip fracture
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and a Gamma nall (Ihternal fixation device),

Revisw of the TAR dated May 2011 revealed the
facility had no documented evidence that staff
had checked/changed the hattary for the alarm -
device, Review of the resident's RAI, dated
05122/11, revealed the resldent was assessed as
having wandering behaviors which cceurrad dally,
and was aasessed as nesding oxtensive

asslatance with transfets and one (1) person total | -

assistance with tolleting,

interviews with the Soclal Services Director on
07/20/11 at 1:06 PM, Previous DON on 07/26/11
at 1:40 PM and with the Adminlstrator on 07/26/11
at 3:90 PM revealed the facillty's Incident
ihvestigation had Identifed the only causat factor
of the fall was due to & sticky substance on the
floor keeping the resldent from moving hisher
feet, There-was no evidence thal the facility had
identifled that staff had not asslsted the resident
10 the bathtoom, that the bed alarm was not
sounding, and that the facllity staft had nol been

| checking the baltery strength monthly for four (4)

months prior to the inoident or for the month
following the Incldent. Interview with the previous

_Adminlstrator, on 07/26/11 at 11:06 AM, and the

previous DON at 1;40 P, revealed he didn't
know whether the reslident's alarm had baen.
chotked and she had no racollaction of whether
the alarm was sounding at the time of the fall.
Furthermore (here was no evidence the facilily
had established any new Iinterventlons alter the
resldents fall on 04/28/11.

2, Revlew of Resident #4's madioal record
revealed the faclity admitted the regldent on
06/17/10 with dlagnoses whlch included
Duodenal Ulcer, Blind Left Eye, Diabstes Mellitus
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Tyne I, nterimiltent sphincter of Oddi dysfunction
and duodenal Diverficuium.

Revlew of the rosident’s Comprehenaiwa Plan of

Care, dated 03/17/11, ravealed the faclily was to
provtde a sensor pad alarm to the resldant's bed
o aleri staff of the resident's altempts to transfer
without asslstance, which was put Into place on

' 12/04/10

Fievlew of Rasident #4's TAR's revealed no
ovidence tho resident's alarm hatterles had besn

| cheoked/changsed during the manth of May 2011,

interview with LPN #1, on 07/26/11 at 9:60 AM,
raveated she had identifled the-problem of the
resident's TARs not belng signed off oh In
relationship to the alarim batterles In the month of
March 2011.and had hegun.a tracklhg tool in
Maroh, which meant sho evaluated a percentags
of the resldants’ chart, ten (10) percent, to
determine If tho documentatlon was hsing
somploted on the residents’ TARs; howaver,
there was no evidence that the tracklng tool had
corracted the problem for Rosldents #1 and #4.
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An Abbreviated Survey investigating
‘ARQ#KYQ0018741 was Initlated on 07/20/17 and
-concluded oh 07/26/11. The aflegatlon was
substantlated with deficient praotice cited at a
scope and severity of a "G, L
F 323 | 483.26(h) FREE OF ACCIDENT ' F 323
88=a | HAZARDS/SUPERVISION/DEVICES

The faclfily must ensure that the resident
anvironment remains as free of aceldent hazards
as is possible; and each resident raceives -
adequate supsrvision and assistance deyi mp{f«; —
prevent accldents, jﬁ"“

\?:-

B |

ghis REQUIREMENT Is not met as evidenced T

¥

Based on obsgervatlon, Intarview, record review,
and review of the facllity's policy, It was .
determIned the facilily falled to ensure two (2) of
four (4) sampled resldents, (Resldent's #1 and
#4} recelved adequate supervigion 1o prevent
faills. The facllity falled to follow thelr Restdent
Alarm and Incldent Reporting Polley/Protoco!
relatad 1o malntalning assistive devices in
working order to allow for adequate supervision.
The faclilly falled to ensure care plan
intervontions were Implemented to prevent falls,
Furthermaore, the facllity falled to ensure thelr
Investigations of falls identifled &ll causal factors
in order to ensure approptiate lnlervemlons would
he implemented,

The faslity assessed Resident #1 as balng at risk
for falls, requiring asslistance with ambulation and

. dloes not have an alarm at this lims.

/|ii-aifeoted:

gﬁ AU 12 204

Hﬁ?

w2 Al residents upon admission and quarterly will

. (TAR).

HAZARDS/SUPERVISIONIDEVICES
Corrective Action for Residents Affected:

1, Resident #1 fs no longer reslding at
the facilily, Resldent# 4 is siill in the facllity and  { 8/7/11

2. Resldent #4's Care Plan Interventions were
reviewed and updated as apprepriate by Regional
Nurse,

Identification of Resldents with potential to he

iR
liremdanls with alarms or residents with the
j for an alarm have the potential to bo affected.

have Falls Risk Assessments compleled by MDS
and residents Ideniifled as high risk vill have fall”
Interventions inillated and documented on the Care
Plan.

3. Incldent/Occurrence Investigation reports will
inciude causaf faclor{s)/Rool Cause Analysls and
appropriate interventions.

Measures or systems changes to prevent
reoccurrance:

1. Unit Manager/Charge Nurse/CMT (Cerliffed
Medicalion Techniclan) wilt chack all alarms every
shift and document the proper funclloning of
alarm(s} on the Treatment Administration Record

H iR ARPRESENTATIVE'S SIGNATURE /A VT (N8) DATE
VOB w2 P /M,Wm & /1] 11

1y ddficienoy ptatement ending vith an asteilsk (*) dengldg’s a dafictancy which the fnsllution may be axcused from cotrecting providing it lsf dotormhifed that
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101 safegugrds provide sufflclant prolaction to the pa@ (See Insteuctions,) Excap! for nurelng homes, the findings stated above are disclosable §0 days
§ date of survay whethier or not a plan of colrdotion fs provided. For nwsing homas, the above findings and plans of corraciion are disclosable 14

1ys following the data these documants are made avallable to the facliity. I deficlencles are olted, an approvad plan of corraotion Is raquisite to contlnued

ngram participation,
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the use of bed/chalr alarms to atert ataff when the
resident altempled to rise unassisted. On
04/28/11; Resldent #1 ambulated independently
without staff knowladge or assistance at which
time he/she fall in the bathroom and sustained a
left hip fracture, Three (3} faollity staff heard no
alarm sounding and the rmonthly alarm checke
notad on the Treatment Administration Reoord
{TAR) had not baen slgned live {5) months
Indicating the alarm had been chaecked for .
Resident #4's monthly alarm check had not béen
completed for one (1) month,

The findings include:

Review of the facllity's pollcy titled "Incident
Reporiing", dated 12/10, revealsd the faciiity shall
enaure that the resldent's environment shall
remaln as free of accldent hazards as possible,
an that each resident shall recelve adequate
supervislon and asslstive devices that shall
reduce accidents, The procedura Included the
Charge Nurae/designeo will add interventlons to
the care plan as heeded. .

Review of the faol!lly's polloy titled "Resident
Alarms", dated 12/10, revealed resident alarms
may be used for residents as a non-testraining
davioe that alorts staff to a resident rising from a
bed ar ehalr without asslstance. The progedure
Included fdenbilying resldents af risk for falls,
those who would beneflt from the use of an alarm
device, and cheoking the baitery for strength or
nesd of shanging, Review of the TAR revealad
the tacliity had & syslem to document monthly
that alarms had besh checkad ragarding -
functionality of the device and strength of the
battery

1 every month and document changing on the

.|-4. Charge Nurse will document all accldent

Ion accldent hazards In resident environment,
Incldent and Accident Report completion, incident

2. Unit Manager/Charge Nurse/CMT (Cerlified
Medlcatlon Technlclan) vill change alarm batterles

Trealment Adminisiration Record (TAR).

3. Unit Manager/Charge Nurse/CMT wilf check
alarm batlery strenglh or need of changing vieekly
and document on the Treatment Administration
Record (TAR).

occurrences on the 24 hour report, Incident and
Accldent Reports, IncidentOccurrence
Investigations, Interventions and Care Plans and
these will be reviewed in (he clinical mesting by the
_DON, Unit Manager, Charge Nurse, MDS, andfor
Therapy.

Monltoring changesfsystems to enstre no
deficlent practice:

1. 100% of Licensed Nursing staff were educated
by the Reglonal Nurse and Unit Manager by July
29, 2011 on facllity polley for checking alam
functioning and changing of alarm batterles.

2. 100% of Licensed Nursing stalf were educated

and Qccurrence Investigation complefion
{determining Root Causc),obtaining Wiiness
Statements witl Incldent/Accidents, and Updating
of Care Plans by Reglonal SCC and Unit Managsr
by July 29, 2011. .

3, DON/Administrator will monitor 10% of
Trealment Adminisiralien Record (TAR) for proper
documentation of alarm functionlng, battery
functioning and batery changing weekly x 4 weeks,
then monthly x 3monlhs.

IBM CMS-250!{02-99) Previous Varsions Cbsoleta Eve;'u 1D NSY2 1
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| person assist with transfers, and was continent of

Interview with Licensed Practical Nurse (LPN)
#2, on 07/26/11 at 2:60 PM, rovealed LPN #1
hormally checked the alarms. Interview with LPN
#4, on 07/26/11 at 8:00 PM, revealed the Charge
Nurses weve responsible for ehecking the alarms
for functioning but all nursing staff checked them.,

1. Review of the madical record revealed the
facllity admitted Resident #1 on 11/19/09 with
diagnoses which Included Alzhelmer's Disoase,
Diabstes Mellitus, Hypothyroldism, Severe
Protain Calotle Malnuitition, Dysphagla and
Muscle Weaknass, Review of the Annual
Resident Assessment Insteument (RAI), dated
10/28/10, rovealed the facliity assessed the
resident as having severely [mpalred cognition,
wandoting behavlors which occurred four (4) to
alx (6) days & week and would intrude on others,
The resldent also required setup help, ons (1)

howal and bladder. ‘

Review of the residenl's Comprahensaive Plan of
Care revealed the facllily had determined
Hosident #1 was at risk for falis and on 11/11/10
developed Care Plan Interventlons to address
ihjurtes from-falls related to the resident's
weakness and lack of safefy awareness, The
Intarventions Includad the facliity wera to provide
the resident with a sengor pad ¢larm to the hed to
alort staff of the resident's altempts to transfer
without assistance, staff were to agsist with
locomotion as needed, stalf were to monitor Use
of adaptive devices and offer cues as needed.
intorview with the Certified Medlcatlon Techniclan
(CMT), on 07/20/11 at 2:30 PM, revealad the
resident would often get up and attempt e go to

~ monthly QA meeting by the Administrator monthly

" Director, Qualily of Life Director, and Chaplaln.

4. Resulls of the audits will be glven fo the
Administrator for review and to be presented at the

x3 months to the QA Committee for review.
Recommendaiions for any follow up monlloring fo |
be determined by the QA Commitise. The QA
committes consists of the followlng: Medical
Director, Administeator, DON, MDS, 8SD, HR,
BOM, Dietary Manager, Rehab Director, Medical
Records, Malntenance Director, Housekeeping

ORM GM8-2667(02-00) Pravious Yorslons Ohbsolate

Bvent ID:NJY2TH
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| ihe atarm was because hefshe would aitempt to

‘| ambulate on hisfher own, Interview with SRNA

| 10:40 AM, revesled Restdent #1 was found on

| SANA #4, on 07/20/11 at 2:58 PM, rovealad she

1 shé had heen asslgned to care for Resident #1.

the batiraom on his/her own, Interview wilh State
Reglstored Nursing Asslstant (BRNA) 4, on
07/20/11 al 2:65 PM, the reason the resident had

transfer Independently. Intervtew on with the
Rehab Services Manager, on 07/25/11 at 2117
PM, révealed sometimes Resident 3H would try to

#3, on 07/26/11 at 10:02 AM, revealed Residont
1 would try to ambulate on his/her own and that
was why the resident had alarms on his/her bed
and chalr so stalf could be aware when hefshe
was trying to ambulate.

[oview of Resldent #1's TARs revealed there
was no documented evidence the facllity had
checked/changed the restdent's alaym device
battatles during the months of January 2011,
Eebruary 2011, March 2011 and Aptll 2011, as per
the faollity's polloy. -

Review of the Nursing note, dated 04/28/11 at -

the floor lylng on his/her back with complaints of
leff hip paln. Interview with the CMT, oh 07/20/11
at 2:30 PM, revealed the resident had sald he/she
had gotten up from sing the cominode, was
golng back to bed and then fell. Interview with

was passing lce and heatd a rosident calt out,
she onterad the room and found Reslident #1
lylng on the bathroom fioot. She further indlcated
she did hot recall Resldent #1's pressure alarm
sounding when she éntered the room, Interview
with SRNA #8, on 07/21/11 at 2:30 PM, rovealed

oh 04/28/11. She stated she noticad people
going In and out of the resident’s room saylng

M OMB-2867(02-00) Prevlous Versfons (’]hSD]BlB . Evant ID:NJY211

Faclllty 1D: 100281
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the alarm was hot sounding when she entered

‘Rosident #1 was admitted to the hospital on

" had ohecked/ohanged the battery for the alérm

hefshe had fallen. She atated she had not heatd
the alarm sounding. Review of stafl slatements
takon after the Incident revealed LPN #3 stated

the resident's room.

Further record review revealed a Hospital
Discharge Summary, dated 06/02/11, revealed

04/28/11 with the diagnoses of left hip fracture
and a Gamma nall {internal fixatlon device).

Review of the TAR dated May 2011 revealed the
facilily had no dosumented evidenae that stalf

dovice. Roview of the resident's RAI, dated
0B/22/41, revedied the resident was assessed as
having wardering behaviors which occurred daily,
and was assessod as needing exlensive

assistance with transfers and one (1) person total

asslstance with tollaling.

Interviews with the Soclal Services Dlrector on
07/20/11 at 1:06 PM, Previous DON oh 07/26/11
al 1:40 PM and with the Administratoy on 07/26/11
at 3:30 PM rovealed the faclilty's Incldent
investigation had ldentifled the anly causal factor
of tho fall wae-due to a sticky substance on the
floor keeping the resident from moving his/her
fest, Thers was no evidenco that the facliity had
idantiflod that stalf had not agsisted the resldent
to the bathroom, that the bed alarm was not
sounding, and that the facility staff had nol been
cheoking the battery sirength monthly for four (4}
months prior to the Incldent or for the month
followlng the Incident. Interview with the previous
Administrator, on 07/26/11 at 11:05 AM, and the
previots DON at 1:40 PM, revealed he dicn't
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. COR A BULDING , : G
. . Wi - (
1 qooast h e 06/23/2011
NAME OF PROVIDES OR SURPLIGR , STREET ADDRESS, CNY, 8TAIE, 2IF GORE . . ‘
SIGNATURE HEALTHCARE UF GEORGEYOWN | do kAN TAe Vst
XA I UMY SYATEWENT OF DEFICIENGIES n PROVIDEA FLAN OF CORREGTION o
FREFX {EAGH DEFIGIENGY MUSY BE FRECEDED BY FULL PREFIK ;gEAGH REECTIVE ACTION GHOULD i CGOMPLEVE
TAQ REGULATORY OA L&C IDENTIFYING INFORRATION) TAG GROBSAEFERENCED TO THE APPROPRIATE DATE
_ _ - DEFIGIENGY)
N 000 INITIAL COMMENTS 1000 '
A Rolicansure and Complalint Survey Investigating Signah}re HeatthCare of G,eoggetown does
AROHKYO0015513 was Infilated an 08/21/13 and not bfahe\"e and‘ does not admit t?xar any _
concluded oh 06/23/11 with dellolencles oltad. deficiencies emsted., })cfol-e, during or after
AROHKY00015573 was unsubsiantiated with no the survey. The facility reserves all rights fo

contest the survey findings fhrough informal
T dispute resolution formal appeal proceedings

N 113] 902 KAR 20:300-5(1) Section 6, Qually Of Life N 113 or any administrative or legal proceedings.
‘This plan of correction is not meant to

defioiencles Identifled.

(1) Dignity. The faclily shall promate care for esiablish any standard of care, contract

rosidants in & manner and In an environment that obligation or position and the facully

malntalins or enhances sach resident's dignily reserves all rights to raise all possible

and respeot in full recognifion of his o her . contentions and defenses in any type of civil
: individuallty, or criminal claim, action or proceeding.

This requirement is not mot as evidenced by: Nothing contained in this plan of correction

Based Qn ODSGN’&\HUJ:I! NBNI&W, reGOrd reVl@\V, should be considered as a waiver of any

and raviaw of the facilly's policy |t was potentialfy applicable peer review quality

determined the facliity falled ta promote the care assurance or self critical examination '

'fGl‘ i‘QSdems |I‘l o manney Emd ll'l ﬂl’l@l‘l\ili’ﬂnment ‘ ' privjlege which the facility does not waive

that maintaing or onhances each residents dignity and reserves the right to assert jn an

. ! 1 any
for two (2) of twelve (12) sain lod roaldents, administrative, civil or criminal claim,

(Fesidents #2 and #7). Fosident #2 was
ohaerved with an uncovered utinary bag and
Resldent #7 was oheerved uncovared while heing
tranaferted to the'shover.

action or proceeding,

Tha findings inolude:
Record Raview of the facillty's polioy, *Malntalning . ‘

Dignity and Privacy In Long Term Caye", dated i e g e v '
08701/14, stated rasidents must have thelr dighity _ il
presarved al all imes, Furiher review olted : o

: : i
oxamples ofresigent dignity whioh Inoluded SOAUG Y Y 2o ,!
keaping urinary bags covered and keeplig the '
regidant coverad when belng transferred to and A -

from thelr yoom to the shower, . : B

TR

1. Record raview revealed the faclity admitted
‘Resident #2 on 03/16/07 with dlagnosas Which,
meluded Becurrent dnaty Traot Infectlon ahd

el Hz%,{//yg'«u ' T e (e pare
LASBAKTARY DIREGTOR'S DR PROVIDERSURFLIER AEPRESENTATIVE'S SIGNATURE . L{,Wﬁm' S
) . _
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N 000 INITIAL COMMENTS  vaaa N 113 902 KAR 20:300-6(1)
A Reliconsure and Complaint Survey Investigating Section 6. Quality of Life
ARO#KY00016513 was Ihitlated on 06/21/11 and
concluded on 06/23/11 with deficloncies cited, Corrective Action for Residents
AROHKYOD016513 was unsubstantiated with ng’ Affected:
deflclencies ideniilled, B )
- : 99 7/30/11
N 18] 902 KAR 20:300-6(1) Section 6, Quality Of Life | N 113 1. On 6-22-11 a foley catheter
: dignity bag was placed for
(1) Dignity. The facllity shall promote care for resident ##2 by the Unit Nursing
residents In & manner and Ih an environment that ) : )
malntains or enhanges each resident's dignily Manager to ensure privacy,
and respect in full recognition of his or her
[individuality. 2. 0n 6-21-11 resident #7 was
This requirement is not met as evidenced by: :
Based on observation, interview, recard review, covered with a bat.h .bianket by
and review of the {acliity's policy It was SRNA #1 before leaving the
determined the faciilty fatted to promote the care shower room. SRNA #1 was
for residents In a manner and in an environment e .
that maintains or enhances each residents dignity educated immediately by the Unit
for two (2) of twelve (12) sampied resldents, Manager to ensure that any
{(Residents #2 and #7), Resident #2 was r.esi dent that is being t ted
observed with an uncovered urinary bag and ent that [s being transporte
Resident #7 was observed uncovered while being - s completely covered with
Iransferred to'the shower, clothing or a bath blanket,
The findings include:
. g Identification of Reslidents with
Record Review of the facllity's polioy, "Maintaining potential to be affected:
Dignity and Privacy in Long Term Care", daled .
06/01/11, slated residents must have thelr dignity ; . ,
preserved at all times. Further review clled 1. All other residents with foley
examples of resident dignity which included catheters were assessed on 6-22-
kedping urinary bags covered and keeplng the 11 by the Unit Manager, Charge
rasident covered when belng transtarred to and \
from thel raom to the shower. : Nurse, MDS Nurse and interim
g : | : ' od Director of nursing to ensure the
1, Fecord review revealed the facliity admitte : .
.Resident #2 on 3/16/07 with diagnoses which. foley catheter bags were covered.
chuded Recurrent Urinary Tract infection and
(X6} DATE
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‘Neurogenic Bladder, Review of the Quarterly
Minimum Data Set {(MDS) Assessment, dated
03/02/11, revealed the facllity scored Resident #2
as twalve (12) out.of fifteen {16) on the Brief
Intarview for Mental Status (BIMS), Indicating

| Resident #2's cognilion was intaot.

Observation on 06/21/11 at 10:05 AM revealed
Resident #2's Indwelling cathster bag suspended
from the bed frame, on the slde that faced the
resident's doorway, without a privacy cover in

place,

Observation on 06/22/11 at 9:30 AM revealed
Resident #2's Indwelling catheter bag suspendod
from the bed frama, on the side that faced the
resident's door and viglbie from the hallway,
without & privacy cover In place,

interview with the Unit Nursing Manager, on
06/22/11 at 4:05 PM revealed urinary catheter
bags should be coverad In a privacy bag, She
further stated.she was unaware that Resident
it2's bag had recently been obsetved withou! &
privacy cover in place, :

An iterview with Resident #2 on 06/22/11 at 5:20
PM revealed hefshe preferred to keep the
catheter bag covered by a privacy bag.

2. Record review revealed the facility admitled
Resident #7 on 05/02/11 with dlaghoses which
Included Contracturs of Lower Leg Joint and
Dittloultly Walklng. Review of the Admission
Mintmum Dala Set (MDS) Assessment, dated
05/09/11, revealed the facillly scored Resldent #7
as eloven (11) out of fifteen (15) on the Brief
intervlew.for Montal Status (BIMS), indicating
Residant #7's cognition was modarately Impaired.

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES b PROVIDER'S PLAN OF CORREGTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI¥ {EACH CORRECGTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENGED TO THE APPROPRIATE DATE

- DEFICIENGY)
N 113} Continued From page 1~ N3 2. AlTesidents that are

transported to the shower room

have the potential to be affected.
- Measures or systems changes to

prevent recccurrence:

1. Al Nursing Staff were educated
by the Interim DON, Unit
Managers or MDS nurse by July
29, 2011 on the dignity of
residents, to include foley
catheter bags, use of bath
blankets, privacy, cdre of
residents to enhance or maintain
resident dignity,

.2. The housekeeping/laundry
supervisor will audit the clean
linen room three days a week for
three months to ensure dignity
bags and bath blankets are
adequately stocked and readily
available.

4, The interim DON, Charge
Nurse, Unit Manager or MDS
Nurse Manager will audit all foley
catheters three days a week for
three months to ensure
compliance with foley catheter
bag coverings.

STATE FORM
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: . DEFICIENCY)
"N 143] Continusd From page 2 N 113 Monitoring changes/systems to
' Obsarvalion of Resident #7 In the hallway on ensure no deficlent practice:
06/21/11 at 12:05 PM, revealad the resident béing
transported in a shower chalr with hlsfher 1. Findings of the linen room
buttocks partally exposed. ‘audit and the dignity bag audit
Interview with State Reglstered Nurse Alde will be reviewed for compliance
{SRNA} #1 on 06/21/11 at 12:156 P revealed she - in the QA Committee meeting
was unaware the Resldent #7's bultocks were not monthly for 3 months and then at
coverad when she was transporting the resident he di \ _
{o the shower room. She further stated a facllily the discretion of the QA
employes brought a bath bianket to the showsr committee. The QA committee
room to use lo cover Resident #7 10 ensure . '
his/her dignity was malintained when transperting consists Of_ the following: Medical
the resident back to the room, Director, Administrator, DON,
' MDS, $SD, HR, ietar
Interview with SRNA #2 on 08/23/11 at 10:10 AM %, BOM, Dietary
revealed bath blankets are not always available to Manager, Rehab Director,
use when transporting resldents to the shower Medical Records, Maintenance
raom via shower ghalr, however the resident's Director, H keeni :
dignity must be maintalned. She further staled ctor, Housekeeping Director,
that In the absence of a bath blankat she would Quality of Life Director, and
make sure the resldent's gown was tucked Chaplain.
arotnd thelr back slde and a sheet placed around N 192.502 KAR 20:300-7(4)(b)3.
the resident as a covering.
Section 7. Resident Assessment
: :
N 192} 902 KAR 20:300-7(4)(b)3, Section 7. Resident N 102 - , 7/30/11
: Assessment Corrective Action for Residents
. : Affected:
(4) Gomprehensive care plans.
‘{b) A comprehensive care plan shall be: ot ’ i
3. Perlodically reviewed and revised by a team of 1. Resident #3's comprehensive
gualified persons alter each assessment, careplan was revised on 6-23-11
‘ : the MDS Nutse to include TED
This requirement is not met as evidenced by: by the in the |
Based on observation, Inferview, racord review, hose for edema In the lower
gn? re\;lsué ct)ii': thfa fﬁglllﬁy‘,sl %ot]!cy It was extremities and fall interventions
etarmined the faclity falled io ensure .
Comprehensive Plans of Care were revised for that were put into place for the
three (3) of twelve (12) sampled residsnts: fall that occurred on 3-27-11.
{(Resident's #3, #7, and #10). Resldent #3 had a :
ST}\TE FORM s voTan If comtnualion sheat 3of 14 *
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NAME OF PROVIDER OR S8UPPLIER
SIGNATURE HEALTHCARE OF GEDRGETOWN
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102 POCAHONTAS TRAIL
GEORGETOWN, KY 40324

SUMMARY STATEMENT OF DEFICIENGIES

PROVIDER'S PLAN OF CORREGTION

Physiclan Order on 06/06/11 for Thrombo
Ermbolic Deterrent (TED) hose, which are elastlc
glockings used as a preventlve measuwre to

reduce the oceurrence of blood clots. In addition, |-

a nursing hote on 03/27/11 at 10:20 AM revealsd
Resident 43 had a fall, Residont #3's
Gomprehensive Plan of Care was not reviséd to

1 Include the TED hose or the fall Intervaniions.

Realdent #7's Compraehensive Plan of Care was
not revised to reflect an ordar for TED hose,
iniflation of antibiotic therapy or Isolation/Contact
Precautions. In addition, Resident #10's
Comprehensive Plan of Care did not include -
updalosfrevislons related to Physiclan's Qrders
for TED hoss, inltlation of antibictic therapy or a

“voluine adjustmant to the resldent's dally fiuld

restrictions,
The findings include:

Review of the facliity policy titled, "Care Pian”,
dated 12/2010, revealed it is used to Identify
problems, develop solutlens, and communicate
changes In care o all direct care staff,

1. Review of Resldent #3's medical record
revesled the faclity admitted the resldent on
08/29/06 with dlagnoses which Included Senile
Dementia, Osteoperosis, Hypertension, and
Anemia. Review of the Care Arsa Assessment
(CAA} fram the most regent Minimum Data Set
Assessment, dated 01/20/11, identified Resldent
#3 was at risk for falls and a Care Planwag
developed for the problem on 02/01/41 with
preventative Interventlons.

Review of the Medical Record revealed a nursing
note oh 03/27/11 at 10:20 AM which indicated
Resident #3 susialned a fall when transferring
salf from bed to wheelchalr with no apparent

careplan was revised on 6-23-11
by the MDS Nurse to include
antibiotic therapy which began on
6-16-11 and TED hose for edema
in the lower extremities,

Resident #7's isolation
precautions were changed to
universal precautions on 6-22-11,

3. Resident #10's careplan was
revised on 6-23-11 by the MDS
Nurse to reflect the current order
for 1750 cc fluid daily, the order
for TED Hose for iower extremity
edema and current antibiotic
therapy for C-Diff infection. The
resident Is not currently in
isolation.

identlfication of Residents with
potential to be affected:

1. An audit was completed hy
MDS Nurse, Unit Manager ot
Interim DON by 7-29-11 to ensure
current physician orders match
the comprehensive careplan for
each resident. Revisions made as
needed,

o | . 10 (e}
ém_:?mx (EACH DEFICIENCY MUST BE PRECEDED BY FULL FPREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REQULATORY OR LSC IBENTIFYING INFORMATION) TAG CGHO88-KREFERENCED TO THE APPROPRIATE BATE

. . NEFCIENGY) )

N.1621 Contlnued From page 3 N 192 2. Resident #7’s comprehensive
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PROVIDER'S PLAN OF CORRECTION

injury. Review of the resident's.Caré Plan for falis
revealed no revisions to the plan of care to
address fall prevention lnterventton{s) related to
the 03/27/11 fall.

Revlew of the Madical Record revealed on
08/06/11 the realdent had edema (swelling) In
thelf lower extremitles, A Physician's Order was
completed on 06/06/11 for TED hose as an
intervantlori to reduce the edema, Review of the.
Trealment Adminlstration Record (TAR) revealed
the resident was to-have the TED hose on In the
AM and off in the PM. Feview of the
Comprenensive Care Pian revealed no
intervention was added for the use of TED hose.

Multiple observations of the resldent on 08/22/11
revealed Resident #3 was wearing TED hose.

Intarview with the DON on 06/23/11 revesied
when a resident falts the care plan should be
updataed with Intotvention(s) to help prevent a
recurrence of the lall event, Further Interview
rovealad when the order for TED hose was
recelvad, Restdent #3's plan of care should have
been updated to Include the TED hosa
Intarvention.

2. Review of Resldent #7's medlcal record
revealad the faclllly admitted the resident on
08/02/11 with dlagnoses which includad
Contracture of Lower Leg Joint and Diffloulty
Walking, Heart Fallure arid Rénal Failure.
Roeview of the Admission Minimum Data Set

(MDS) Assessment, dated 05/09/11, revealed the

facliity scorad Resldent #7 as eleven {11) out of -
(litesn (16) utllizing the Brief Intarview for Mantal
Status (BIMS) evalualion tool, indication Resident
#7's cognition was moderately Impaired.

N 192

*4) ID SUMMARY STAYEMENY. OF DEFICIENGIES B i)
BREFIX [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REQULATORY OR LEC IDENTIFYING INFORMATION) TAG CCROSS-REFERENGED TO THE APPROPRIATE DATE
) BEFIGIENCY) |
N182{ Contlnued From page 4

Measures or svstems'change_s to
prevent reoccurrence:

1. Nurslng staff were educated by
the Interim DON, MDS Nurse,
Unit Manager or Charge Nurse by
7-29-11 to update the careplan as
the order is taken,

2. The careplans will he brought
to the daily cilnical meeting hy
the MDS Nurse to ensure that
new physician orders have been
added to the careplan, Revisions
will be made at that time if
needed, by the MDS Nurse, unit
manager, or DON,

3. A 10% audit of careplans will
be completed weekly for three
months by the Unit Manager or
DON to ensure that the resident’s
comprehensive careplan reflects
the current physician orders.
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Observation on 06/21/11 at 9:30 AM revealed a

‘| sign on Resident #7's door, "Chock with nurse -

before eniering room", -

Interview with the Unit Nurse Managsr, on
06/21/11 at 10:00 AM, revealed the signage on
Resldent #7's door, "Check with nurse before
entering room”, was protocol for enforcement of
Contact/Isolation Precautions. Further intorview
revealed Contact/isolation Precautions were
related to the resldant's recent diagnosis of - |,
Closirldium Difflcite {C-Diffy, an Infection caused
by the ovargrowth of bacterta commonly found in
the bowel. To minimize the potentlal for spread of
Infection any activitios outsida of the residenl's
room were minimlzed such as visits tothe
dining/soclal recreation and therapy arcas, Also,
to malntain the integrily of the scals, an order for
obtalning the resident's body weight every thres
() days was temporarily suspendad.

Review of the Comprehensive Carte Plan for
Resident #7 rovealed Contact/Isolation
Precaulions and/or inferventions were noi listed
on the resident's Comprehensive Plan of Care.

Record review revealed a Physlclan Order for
Restident #7, dated 06/16/11, for Keflax (oral
anliblotic to treat Infection). Furthor review of the
Comprehensive Care Plan ravealed no evidence

the care plan had been revised to includs the use |. .-

of the antiblotic or Infection related to the use of
tha antibiotlc.

Further review of the Comprehensive Plan of
Care revealed Resldent #7 had Congestive Heart
Faliure, problem date of 06/13/11, and
Interventions which included monitor lowsr
extremities for any pain, swelling or redhess ag
neaded. Howaver, the Gare Plan was hof revised

o) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORREGTION ¥6)
PREFIX {EACH PEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG: REGULATORY OR LSG IDENTIFYING INFORMATION) TAQ + CROSE-REFEAENCED TO THE APPROPRIATE OATE
. DEFICIENGY)
N 192| Continued From page & N 162 Monitoring changes/systems to

ensure no deficlent practice:

1. Findings of the 10% careplan
audit will be reviewed in the
Quality Assurance meeting
monthly for 3 months and then at
the discretion of the QA
committee. The QA committee
consists of the following: Medical
Director, Adntinistrator, DON,

- MDS, S5D, HR, BOM, Dietary
Manager, Rehab Director,
Medical Records, Maintenance
Director, Housekeeping Director,
Quality of Life Director, and
Chaplain,

—
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Continuad From page 6
to reflact the Physlolan's Order, dated 06/24/11

1 for TED hose as an Intervention to reduce
- awelling of the ower extremities (legs).

Observation of Resident #7 oh 08/22/11 at 2; 10
PM revealed TED hose oh both lags.

Interview with the MDS Nurse Manager on
06/23/11 al 2:50 PM revealad a copy of '
Physiclan’s Orders, Including antfblotios and TED
hose, would be glven to the MDS office g0
revisions could he made to'a resident's Care
Plan. Howaver, she could not confirm:if Resident
#7's orders had been recelved in the ofilce which
would have Inltialed the revisions to tho
Comprahensive Plan of Care,

3: Record review revealed the facllly admiited

-Resldent #10 on 03/03/11 with dlagnoses which
1 included Resplratory Fallure, Renal Failure and

Chronlo Kidney Disease, Review of the’
Admlssion MDS Assessment, dated §3/10/11,
revealad the facilily scored Resldent #10 as ten
{10} out of flitéen {15) using the BIMS evaluation
tool, indicating Resldent #10's cognition was
moderately Impaired,

'Revlev) of Resident #10's Fhysiclan's Orders,

dated 08/02/11, revealed an order for TED hose.

Review of Resident #10's Physician's Orders,
dated 06/07/11, revealad an order for Vancomycin
{antiblotlc) for lreatmeant of & C-Diff infection and
an order for Contact lsolation Precautions.

Review of Resident #10's Physiclan's Orders,
dated 06/13/11, revealed an order to Increase
Residant #10's flulda to seventeen-hundred and
flfty (1750) cc daily.

N192
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- Ragord review of Resident #10's Comprehensive

Plan of Cars revealed the resident was at risk for
flutd volume deficit and was on fiftesn hundrod
{1500) cubic centimeter (cc) fluld restriction,

"| dated 086/27/11. There was no svidence theplan

of care Was raviged o reflect the Physician's
Order for the Increase In fiuld to 1750 co daily.
Further review of the care plan revaaled no
reference to Resident #10's infectlon of G-Dilf,

| the antitlotlc therapy ordered as ireatmont, nor

the Contact Isolation Precaution, [n additlon,
thero was no evidence the care plan was revised
to Include the Intervention for TED hose, as.
ordered,

interview with the Unit Nurse Manager, on
06/23/11 at 11:30 AM, reveslad a copy of the
Physician's Orders was given to the MDS nurse
so that appropriate revisions could be mads to
the rasident's plan of care, However, she could
not find the update listed on the Comprehensive
Plan of Gare.for Resident #10.

Interview with. lhe Diettclan and Distary Manager
on 06/23/11 at 2:30 PM revealed Residont #10
was on gseventeen-hundred and fifty (1760) ce
dally fluid restriction dlet per the current -
Phystolan's Order. Howsvar, they could not
confirm-how dletary was made aware of lhat
specific physlelan order change.

Interview wiih the Director of Nursing, on 06/23/11
at 4:00 PM revealod tho resident's
Comprehensive Care Plans should have baen
revised when physlclan orders were recelved for
TED hoss, a volumeé change for a fluid restricted
dlet, antibiotio therapy and the Initfation of
Contact/lsolation Precaulions,

N 192
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N 218 Continued From page 8 “N21g :
N 219 902 KAR 20:300-8(7)(a) Section 8; Quallly of N2tg N 219. 902 KAR 20:300-8{7)(a) '7/30/11
Cere S Section 8. Quality of Care
{7) Accidents, The facllity shall ensure that; , oy
(a) The resident environment remalins as fres of Cortective Action for Residents
accident hazards as is possible; and : Affocted:
' . irs hegan immediately b
-| Thls requirement Is not met as evidenced by: 1 Repa? g / i{ 1
Based on observation and Interview, it was the construction crew on 6-21-
_determined the {aciiity falled to snsure the for the 12 resident doors that
resident environment remained free of accldent . o .
hazards, The doors of twelve (12) of twenty-one were identified to have difficulty
{21) resident rooms were difficut to fully close or opening and closing.
~opeh once closed, presenting a potential safety _
risk In case of emergency. - Identification of Residents with
The findings include: potential to be affected:
Observation on 6/21/11, durlng the Initial tour 1. All resident doors were
revealed diffteully fully shutling the doors to - .
welve (12) resident rooms, and difffoulty opening checked hy the construction crew
tha doors once they were shut: Some doors on 6-21-11 to ensure proper
required extensive effort from surveyors to close functioning, No other doars to
and dpen, posing & potential dangar to resldents, . focted
axpoclally in case of emergenoy. resident rooms were affected.
Emergency interviews conducted with two direct Measures ot systems changes fo
care and ong supervisory staff on 06/22/11 .
botwesn 2:33 PM and 3:14 PM revealsd In case prevent reoccurrence:
of & fire or {ornado, residents are removed from
resident rooms and the door would be shut, 1. All staff were educated by 7-
A l' | | . | 29-11 by Regional Nurse, DON,
n Interview with the Envircnimental Services, . ) . _
Director on 06/22/11 at 1:54 PM tevealed Unit Manager, Environmental
agroament that the Inabillly 1o open or close the director, Administrator and/or
doors to resident rooms would be a safely hazard
In case of a fire or a fornado.
STATE FORM B Yoratt It conlinvation sheet Gof 14




N 219, 902 KAR 20:300-8{7)(a)
Section 8, Quallty of Care

Malntenance Director by 7/29/11
on accidents, to include that the

resident environment remains as

free of accident hazards as s
possible and staff are ta report
any identified safety hazards to -
the Administrator, Maintenance
Director and/or DON
immediately.

The Administrator and Regional
Maintenance Director developed
aplanto ensure a safe
ehvironment'd‘uring the
construction and renovation prior

~ to the beginning of construction

and the facility’s staff was in
serviced 3-11-11.

2. Maintenance Director will
conduct weekly room round
audits, weekly x 3 months to
ensure a safe environment,

3. Maintenance Director will
completethe “Contractor Safety
Assessment” audit weekly x 4
weeks, then monthly x2.

4. All resident doors will be
audited monthly for 3 months by

- the malntenance director andfor

administrator to include
bathroom doors to ensure every
resident door Is functioning

properly.




N 219 902 KAR 20:300-8(7)(a)
Section 8. Quality of Care

9-8

5. The Safety Committee will
meet monthly for review of safety
audits to Include monthly
maintenance rounds, weekly

" room rounds, incident &

accidents which were a result of
environmental hazards and any ¢

" other identified environmental

safety issues. Safety committee
minutes will be available for
review as appropriate.

Monitoring changes/systems to
ensure no deficlent practice:

1. The door audit, weekly room
round audit, “Contractor Safety
Assessment” audit and minutes
from monthly Safety Committee
minutes will be reviewed by the
QA committee monthly for three
months and then at the discretion
of the QA committee for
evaluation of any concerns to
include new interventions,
educational opportunities or
revislon of plan. The QA
committee consists of the
following: Medical Director,
Administrator, DON, MDS, $5D,
HR, BOM, Dietary Manager,
Rehab Director, Medical Records,
Maintenance Director,
Housekeeplng Director, Quality of
Life Director, and Chaplain.
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N2os| o f' OF N 780 N 283, 902 KAR 20:300-10(8}(h) .
ontinued From page 9 Section 10. Dietary Services : ‘7/30/11_
N 283 802 KAR 20:300-10(8)(b) Section 10. Dletary N 283 Corrective Action for Residents . ‘
Sarvices
Affected:
(8) Sanitary conditions, The facllity shall:
(b) Btore, prepars, distiibute, and serve food 1. All outdated and unlabeled
Linder sanltary conditions; and food items were discarded
This requirement is not met as evidenced by: immediately, Chemicals were
Based on observaltion, Interview, record roviéw removed and properly stored.
and revilew of the facliity's policles, it was di dated and
determined the faollily fallad to store, praparo, Foad items were dated an
distribute and serve foods under sanily conditions labeled upon recelpt. All opened
fo prevent fo_odbome illness. food was properly enclosed,
‘The findings Include: covered, dated and labeled. A
thermometer was placed in the
Révlew of facility polioy in Dietary Services . P
entitled "Storage of Foods and Supplles" reveated freezer, along with a temperature
it is the facllily palicy that alter produsts have log. Fans were placed in the dry
been recelved, they should be immediately taken :
to propor, secilre storage area. storage area and thermometer
placed to monitor temperature
Parialning to the kltehen practices cited, their ~ dally. Hood filters were
procedures are as follows: . .
. All perishable items stored in the refr[geralor or immediately cleaned. Utenslls
f,reeé:er must be coverad, labeled and dated, were stored.in proper direction.
| 2. Gleaning supplies are 1o be stored soparately ;
| from food ltems. ' Mop bucket was emptied and
3. All food ltems are to be dated upon recelpt. cleaned, hew mop head was
4. Alt refrigerated-cooked food ar other products placed and old mop head was
removed from orlginal containers must he )
| enclosed in clean, sanitized, covered contalners discarded and dust pan was
gn%?]ate}? a‘;“? lab‘:'Gd{h \ al cleaned immediately. Kitchen
. Cheack refrigorator thermome e-r regu arly. aide #1 was immediately
Review of the faollity poficy In Dietary Services educated on proper hand
entitled "Cleaning Hoods and Filters" revealed it : -
Is the facilily pollcy that hoods and filters will be washing technique .and sanitary
thoroughly cleaned monthly. procedures, No residents were
affected by this practice.
w9 Yorait Hl contlauation shest 10 of 14
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N 283] Continued From page 10

Review of the facility policy enillled “Infaction
Contiol" revealad it Is the faclllly's policy that thay
will endeavor to prevent the spread of infection by
screening staff members for Infections disease
and teaching safe food handling practices to limit
cross-contamination.

Observation on 08/21/11 at 10:00 AM of & cart In
the food preparallon area revealsd bags of bread,
rolls and cookiés undated as 1o when they were
recelved or the expiration.

Interview with the Distary Manager on on

Q82111 at 10:00 AM revealad this was his first
day o the Job In this facllity, ho was not familiar
with the supplier bakery goods supplier and did

1 not know why the food iteita are undated with no

explradion dates,

Obsefvatlon on 08/21/11 at 10.05 AM revealed a
tull container of tea sitting on the counter
uncovared.

Interview with the Dlstary Manager on 06/21/11 at
10:05 AM revealod the contatner of tea should

- have been covered to protedt it from

conhlamination hefore distribution to residents and
he did not know why it was uncovered.

Observatlon on 06/21/11 at 10:10 AM revealed an
ouldated bag of bolled egys (dated 06/13/11} In
the refrigerator. Further observation revealed a
package of ham and four (4) ane pound
packages of butter not dated when stored.

Interview with the Dietary, Manager on 06/21/11 at
10;10 AM revealed the bags of bolled eggs were
old and should have heen disposed of and the
ham and butter should have been dated when put
into the refrigerator. He did nof know why they -

N283 1 \dentification of Residents with
' potentiai to be affected:

1. All residents have the potential
to be affected by the deficient
practice,

Measures or systems changes to
prevent reocecurrence:

1. The DM in-serviced all dietary
staff by July 29" on proper
temperatures in storage areas,
freezers, to check and record the
temperature daily, proper hand
washing/infection control, food
handling to include acceptable
dates, dating, labeling, food
storage, proper cleaning and
storage of chemicals, brooms,
mops, dust pans. In addition, the
DM educated the staff on the
acceptable date range for keeping
‘and disposing of perishable foods.

2. Food storage areas are
monitored daily for proper
temperature, with the use of
thermometers and temperature
logs.
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650t yoran It continuation sheet 11 ¢f 14




PRINTED: 67/08/2011 |

. - FORM APPROVED
Office of Inspector, General, X _ . - :
STATEMENT OF DEFICIENGIES I : . : . [ix3) DATE SURVEY
AND PLAN OF CORRECTION B UL (¥2) MULTIPLE CONSTRUCTION COMPLETED .
' A BUILDING c
100361 b WiNa 0B/29/2011
MAME OF PROVIDER OR sup::q kR ) STREET ADDRESS, CITY, 8TATE, ZiP CODE ’
SIGNATURE HEALTHCARE OF GEORGETOWN é%%g%%?g&,ﬁﬁfgg&
(X4} 1D SUMMARY STATEMENT OF'DEFICIENG!ES' ™ |§ PROVIDER'S PLAN OF GOHHEOT!ON‘ (x5 -
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FHLL PREFIX (EAGH CORREGTME AGTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
: _ DEFICIENCY) :
N 263} Gontinued From page 11 - N283" | 3. The facity contacted the HVAC
wara hot dated. Company on 6/24/11 and ordered
' ' ' a 3 ton unit to be installed to .
‘| Ohservation on 06/21411 at 10:30 AM in the . . ,e_ms a_ ©
basement dry storage ared revealed a box of asslst in maintaining the
onjona ppened and undated when recelved and recommended temperature
- | tull of swarming insects. Further observation of 4
the dry storage area reveatad & bag of sugar, Hoods and ducts are cleaned
opsh and undated when received or opened. at least monthly to prevent
Inteiview with tho Dlstary Manager on 06/21/11 at | buildup. They are professionally
10:30 AM revealad he had never besn in'the dry cleaned every six months. Filters
storage areabefore and It was cerlainly wiong to are cle
not date food ltems when recelved or openad, (o . aned weekly.
leave a bag of sugar open in storage, and to not 5. The Di
disposa of produce thal had bacome infested with - The Dietary Manager, RD,
Inseots, Me had no answor for why thess things Nurse Consultant, and/or
P;}cliﬂ?;t baen done prior to his employment at the Administrator will conduct the
following audits:
Observaiion on 08/21/11 at 10:40 AM revealed a :
box of health shakes In the basement freezer a. Safe food handli
which were undated whan recefved and had no twic ki g practices
expiration dates. There was also no thetmometer e weekly for one month and
In this freezer to monltcr the temperafure. then weekly for two months,
Interview with the Dietary:Manager on 06/21/11 &t b. Rand ; .
10:40 AM revealed the box of health shakes andam audit to _be done foi
should have bsen dated when recelved Into proper dating, labeling, storage of
stock, especially sinee the products did not have food 2 x weekiy x 3
explratlon dates, Also, he could notfind a ) y%3months.
thermometer in the freezer and had no - .
explanatlon for vihy one was not kept In the . Freezer temps will be done
{raezer to moniter the temperature. twice weekly x 2 months, then
weekly x 1
Observation on 06/21/11 at 10:80 in the kitchen Y mor1th.
rovealed the fillers I the haod over the
stove/caok top were very dusty.
Interview with the Distary Menager on 06/21/11 at |.
10:60 AM revealed the range hood and fitters
s YoTG1 f comlinuation sheol 12 of 14
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N 283| Continued From page 12 . N 283 d. Random audit to he done for

should have been cleaned but agreod they look the receiving and dating of bread,

dity. He-did not know when they were cleanad rolls, cookies 2 x monthly x 3

tast, ' ’

_ months. -

Observallon in the food preparation area on

06/21/11 at 11:00 AM revealed utensils In the e. Audit of containers in dry

drawers were turne'd In various directions, storage area weekly x 3 months,

Interview with the Distary Manager on 06/21/11 at )

11:00 AM revealed the utensils should all b f. Utensils placement weekly x 3

{urned In one direction with the handles sasily : months,

reachable o prevent contamination, bt did not ‘

know why they were not. : g. Safe Food Handling/ Hand

Observatiori In the food preparation area on .| washing and changing gloves

06/21/11 at 11:05 P ravealed cleaning supplies weekly x 3 mo

stored under the kitchen sink, In the same viclnlly . : v nths,

as food preparation; ) ' h. Storage of mop heads/ mop

Interview with Kitchen Alds #1 on 08/21/11 at bucket and dust pans weekly x 2

A41:05 PM revealed someons lost the key to the maonths,

closet where cleaning chemicals should be stored

and they were not able'to propetly store them for i, Storage of chemicals audit to be

awhlle. Interview with the Dietary Managet on : | h -

06721111 at 11:08 AM revealed cleaning produsls done weekly x 3 months.

should be stored in a separate closet, away from

the food preparation area,

Observatid,n of the kitchen cleaning closet, off the

hall cutside the kitchen, at 11:15 AM on 06/21/11

revealed the mop buckst had been slorgd there

with dirty water unemptied and the dirty mop still

‘In the bucket, Also, a long-handled dust bin was

hanging oh the wall with 1he bin still containing dirt

gnd debrlis,

Inferview wilh Kltchen Alde #1 on 06/21/11 at

11:15 AM revealed the housekeeping staff had

loft these flems unemptied, but an interview with

the Housekeaping Manager on 06/22/11 at 10:00

STATE FORM sssa vetail If confinualion shasl 13 of 44
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-N 2831 Continued From page 13 N283 Monitoring changes/systems to
AM revealed they did not use this closet or these | _ ensure ho deficient practice;

cleanlng ilems for housekeeping.

Observation of the tray line service on 06/21/11 at 1. The results of the temperature

12115 PM revealsd the tray line server, Cook #1, . logs and ali dietary audits will be
lelt tray IIne to take food items out of the : . ;
refrigerator and oven and returned to tray fine’ forwa:.ded o the QA Committee
service without washing her hands or changing for review for three months then
- gloves, ' : : there after as determined by the

Interview with Cook #1 revealed she did not know + QA Committee. The QA
returning to serve on tray line aiter.touching committee consists of the -
refrigerator or oven handtes (without washing her i ;
hands) was an Impropor sanitaiion practice. following: Medical Director,

: y Administrator, DON, MDS, SSD,

In additlon, the temperature of the dry storage HR, BOM, Dietary Manager,
area was observed {0 be seventy-nine (79) ‘ ) )

degrees and humlid on 06/22/11 at 1:54 PM, Dy Rehab Director, Medical Records,
Storage was observed to be located in the Maintenance Director,

basement of the facliity wilh no means 1o regulate

the temperature to ensure the safety of the food. Housekeeping Director, Quality of

, : Life Director, and Chaplaln.
Antintarview with the Dietary Manager on

06/23/11 at 3:20 PM revealed the tempsralure
and climate of the dry storage area was _
controlled only by ar exit.door belng opened or
closed and the use of fans. Further interview
revealed the ideal lemperature of the dry storage
area to be seventy (70) degrees or below, and the
lack of temperature and climate control was a
concern for some foodstufls in dry storago.

STATE FORM : . 6503 YoTO11 ‘ I tonlinuniton sheot 14 .of 14
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PROVIDER'S PLAN OF CORRECTION

transferred to the shower,

The facllity must promote care for residents In a
manner and In an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her Individuality,

This REQUIREMENT Is not met as ovidenced
hy:
Basad on obsetvation, interview, récord review,
and review of the facllity's polioy it was
determined the facilily falled to promaote the care
for restdents In a manner and In an enviranmant
that malntains or enhances each residonts dignity
far two (2) of twelve (12) sampled restdents,
{Rasidents #2 and #7). Rosldent #2 was
ohserved with an uncovered urinary bag and
Resldent #7 was observed uncovered while being

The findings include:

Record Hevlew of the facliity's policy, "Maintaining
Dlgnity and Privacy In Long Term Care", dated
06/01/11, stated residents must havo their dignity
preseived af all times, Further review cited
sxamples of resldent dignity which included
koeplind urinary bags coverad and keeping the

X4 IO SUNMAY STATENENT OF DEFIGIENCIERS e (7 57 19ID). 7 1 ! (x6)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BYJJ(Jik % fifsaf")(EACH CORREGTIVE AGTION SHOULD BE GOMFLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) g [CROSS-REFERENGED TO THE APPROPRIATE DAYE
3 .aé jg!‘,' e -z-g i g . DEFICIENGY)
F 000 | INITIAL COMMENTS Ao F000) 13,15 Dignity and Respect '
: : ' duali '
A Recerification/Abbreviated Survey Iduality e g/a0/1L
Investigating ARC#KYD0015513 was Initiated on Corrective Action for Residents
08/21/11 and congluded on 06/23/11 with Affected:
deflclencles.ciied with the highest Scopes and : '
Sevetlty of and "F". ARO#KY00015513 was
unsubslantialed wlth no deficlencles Identified. 1. 0n 6-22-11 a foley catheter
F 241 | 483.16(a) DIGNITY AND RESPECT OF F24t]  dignity bag was placed for
88=E | INDIVIDUALITY : ; .
IRk . resident #2 by the Unit Nursing

resldent tovered when belng transferred to and

Manager to ensure privacy.

2. On 6-21-11 resident #7 was
covered with a bath blanket by
SRNA #1 before leaving the
shower room. SRNA #1 was
educated immediately by the Unit
Manager to ensure that any
resident that Is being transported
is completely covered with
clothing or a bath blanket.

Identification of Resldents with
potential to be affected:

1. All other residents with foley
catheters were assessed on 6-22-
11 by the Unit Manager, Charge
Nurse, MDS Nurse and Interim
Director of nursing to ensure the
foley catheter bags were covered:

A, L
BORARORY. DIRECFOR'S UMY RPVIDER/SUIPLIGR REPRESENTATIVE'S SIGNATURE S TITLE

{%8) DATE

g /11

foilawihg

days following the date thess decumenis are made avallable to the facllit
progiam parlicipallon.

Aniael lancy statement anfilng wilh an asterisk (%
other sAfeguards provide suffleient pratecilon 1o th

notes a deflotenoy which the Instilution may be excused from corrscling providing e de!'ulmlned that
utlonts. (See insirpctions,) Excapt for aursing homes, the ftndings slated abovs are disclosable 90 days

the dala of survey whether or not & plan ol correciion Is provided, For nwrsing homes, the above {indings and plans of correption are disclogable 14
y. If doficlancles are cllad, an approvad plan of corraction Is requlsite lo contihued

FORM CMS.-2667(02-0D) Provious Varslons Obsolnle

Even 1 YOTGI

" Pacliity 10; 100381

If continuation sheet Page 1 of 16




PEFPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICAHE &MEDICAID SERVIGES

PRINTED: 07/08/2011
FORM APPRGVED
OMB NO, 0938-0391
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IRENTIFICATION NUMBER;

185741

(X2} MULTIPLE CONSTRUCTION
A, BUILDING

B.WING ...

(X3) DATE SURVEY
COMPLETED

C.

06/23/2011_

NAKME OF PROVIDER OR SUPPLIER
SIGNATURE HEALTHCARE OF GEORGETOWN

STREET ADDRESS, CITY, STATE, ZIP GODE
102 POCAHONTAS TRAIL
GEQRGETOWN, KY 40324

(X4} 1D SUNMARY SYATENENT OF DEFICIENOIES D PROVIDEA'S PLAN OF CORRECTION {Xe)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE - | COMPLETION
-TAG REGQULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
. ) ' DEFICIENQY) -
2. All residents that are
F 241 | Cohtinued From page 1 " ‘F241|  transported to the shower room
from their room to the showar. _have the potential to be affected,
i Measures or systems changes to
1, Racord review revealed the faciiity admitted t . -
Resident #2 on 03/15/07 with diagnoses which prevent reoccurrence:
included Recurrent Urinary Tract Infection and
Neurogenlc Bladder. Review of the Quarletly 1. All Nursing Staff were educated
Minimum Data Set (MDS) Assessment, dated .
03/02/11, revealed the facillly scored Resldont #2 by the Interim DON, Unit
as twelve {12) out of fifteen (15) on the Brlef Managers or MDS nurse by July
Intetview for Menial Status (BIMS), indicating 29, 2011 on the dignity of
Resldent #2's coghllion was intact, .
residents, to include foley
Observation on 06/21/11 at 10:05 AM revealed catheter bags, use of bath
Resident #2's indwslling cathieter bag suspsnded
from the had frame, on the side that faced the b|af’lk8t5, privacy, care of o
rosldont's ddorwey, without a privaey cover in residents to enhance ar mantain
place. resident dignity.
Obsarvalicn on 06/22/11 at 9 30 AM revealsd . -
Hesldent #2's indwelling catheter bag suspended 2. The housekeeping/laundry
from the bed frame, on the side that {aced the supervisor will audit the clean
rqsldent g dgor and vislt;le from the haliway, linen room three days a week for
without a privacy cover in place. .

: . ‘ three months to ensure dignity
Intervlew with the Unkt Nursing Manager, on bags and bath blankets are
06/22{11 at 4:08 PM revedled urinary catheter [ ked d dif
hags should be coverad In a privasy bag. She adequately stocked and readily
further stated she was unaware that Resident. avallable.

#2's bag had recently been ohservad without a | _
.| privacy. cover in place. . 4, The Interim DON, Charge
An Interview with Resident #2 on 06/22/11 at 6:20 Nurse, Unit Manager or MDS
EM,.ravaell}Iad he/she proferred 1o kzap the Nurse Manager will audit all foley
catfieter bag covared by a privaay bag. _ catheters three days a week for
2. Racord review revealad the tacility admitted - three months to ensure
Resident #7 on 05/02/11 with diagnoses which '
Included Conlracture of Lower Leg Jointand - compliance with foley catheter
. bag coverings. _
FORM CMS-2587(02-88) Plfavlous Varstons Obsoleta ) Event IR: YOTG11 Facllity 1D: 100381 1f continuailon shest Page 2 ot 18
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STATEMENT OF DEFICIENCIES - | (X1} PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONSTAUOTION . |3 DATE SURVEY
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. , A, BUILDING
. C
s 165141 B WING . 06/23/2011
. NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
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8 :
IGNATURE HEALTHCARE OF GEORGETOWN GEORGETOWN, KY 40324
(#4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION (e
PREFIX (FAGH DEFICIENGY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OH L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFIOIENOY)
. : Monitoring changes/systéms o
I 241 | Continued From page 2 F 241 ensure no deficient practice:
Difflculty Walking. Review of the Admission :
Mi?fmum Data Sst {MDS) Asgessment, dated 1, Findings of the linen room
05/0911, revealad the facility scorsd Resident #7
as elsven (11) out of fifteen (15} on the Brief audit and the dignity bag a-udit ,
Interview for Mental Staius {BIMS), indicating will be reviewed for compliance
Resldent #7's cognition was moderately Impalred. in the OA Committee meeting
Observation of Resident #7 In the hallway on monthly for 3 months and :chen at
06/21/11 at 12:056 PM, revealed the resident being » discretion of the QA
transported In a showar chair with his/her the dns.c 0 it
buttocks partlally exposed. . committee. The QA committee
I h State terod Nurse Ald consists of the following: Medical
Intarviow withi State Registerad Nurse Alde | . -
(SRNA) #1 on 08/21/11 at 12:16 PM revealed she Director, Admlnlstrato? DON,
was unaware the FResldent #7's buttocks were not MDS, $SD, HR, BOM, Dietary
coverad when she was transporting the resident hah Directar,
to the shower room. She further stated a facllity Manager, Re , o
employes brought a bath blanket to the shower Medical Records, Maintenanc
room to uss io cover Resident #7 to ensure Director, Housekeeplng Director,
hisfher dignily was maintained when transportin . I
.| the reslde?nt gack to the room. g Quality of Life Director, and
' ' o Chaplain.
Intetview with SRNA #2 on 06/25/11 at 10:10 AM
rovealed bath blankets ara not always available to
-use.when transporting residents 0 the shower
room vig shower ¢halr, however the residents
dignity must be malatained. She further stated
that in the absence of a bath blahket she would
maki sure-the resident's gown was tucked
around thelr back side and a sheet placed around
"t the resident as a covering. .
F 280 | 483.20(c){3), 483.10(k)(2) RIGHT TO F 280
$S=E. PARTICF%’ATE PLANNING CARE-REVISE CP : F 280 483.10 Right to Participate 7/30/11.
planning Care-Revise CP
The resident has the right, uniess adjudged
Incompetent or otherwlse found tobe
Incapacitated under the laws of the State, to
pariicipate In planning care and {reatment or .
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A Corrective Action for Residents
I 280 | Continued From page 3 F 280 Affected:

changes in care and treaiment.
A comprehensive care plan must be developad
within 7 days after the completlon of the
comprehensive assessment; preparad by an
Interdisciplinary team, that Includes the atiending
physlclan, a reg[stered nurse with rasponsibility
for the resident, and other appropriate staff in
disciplines ag determined by the resident's needs,
and, {0 the extent practicable, tha parilcipation of
the resldent, the resident's family or the resldant's
legal representative; and periodically reviewed
andreviged by a team of qualifled persons after
each assessment,

This REQUIREMENT is not met as ovidenced
by: '
‘Based on observatlon, interview, record review,
and review of the facility's polley it was
detarmined the facliily falled to ensure
Comprehensive Plans of Gare were revised for
three (3} of twelve (12) sampled res|dents
(Resldent's #3, #7, and #10). Resident #3 had a
Physiclan Order on Q8/08/11 for Thrombo
Erbalio Deterrant (TED) hose, which are elastic
stockings used as a prevantive measure lo
raduce the occutrence of blood clots. In dddition,
a nursing note on 03/27/11 at 10:20 AM revealed
Hesident #3 had a fall. Rasldent #3's
Comptehensive Plan of Care was not revised 1o
include the TED haso-or the fall interventions.
Resident #7's Comprehensive Plan of Care was
not ravisad to reflect an order for TED hoss,
inftlation of antibiotle therapy or Isolation/Contact
Precautions. In addilion, Resldent #10's

" 1. Resident #3's comprehensive

- for 1750 cc fluid daily, the order

careplan was revised on 6-23-11
by the MDS Nurse to Include TED

hose for edema in the lower
extremities and fall interventions

that were put into place for the
fall that occurred on 3—27 11

2. Resident #7's comprehensive
careplan was revised on 6-23-11
by the MDS Nurse to include
antiblotic therapy which began on
6-16-11 and TED hose for edema
in the lower extremities.

Resident #7’s isolation
precautions were changed to
universal precautions on 6-22-11.

3. Resident #10’s careplan was
revised on 6-23-11 by the MDS
Nurse to refiect the current order

for TED Hose for lower extremity
edema and current antibiotic
therapy for C-Diff infection. The
resident is not currently in
isolation.

* FORIA CMS-2567(02-90) Previous Vorsions Obsalele
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(X2) MULTIPLE CONSTRUGTION " Lixa) pATE SURVEY
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A. BUILDING
B. WiNG C
) i 056/23/2011

{d) 1D .

SUMMARY STATEMENT OF DEFICIENCIES Ity PROVIDER'E PLAN OF CORREGTION (%5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION-SHOULD BE COMPLETION
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: : _ DEFICIENCY) :
F 280 | Conlinued From page 4 F 280

1 Raview of tha {acility policy titfed, "Care Plan",

‘'shanges in care {o all direct-care stalf.

Gomprahenslve Plan of Carg did hot Include
updates/revisions related to Physiclan's Orders
for TED hose, Initiation of antibiotic therapy or a.
volume adfustment to the resident’s dally fuid
restriclions,

The findings include:

dated 12/2010, revealed it is used to Ideniify
problams, develop soluiions, and communicate

1. Rsavilew of Resldent #3's medical record
rovealed the jaclity. admitted the resident on
08/29/08 wilh diagnoses which Included Senlle
Dementla, Osteoporosis, Hypertension, and
Anemia. Review of the Care Area Assessment
(CAA) from the most recent Minimum Data Set
Assessiment, dated 01/20/11, ldentitied Resident
#3 was at rlsk for falls and & Care Plan was
developed for the problem on 02/01/11 with
preventative interventions,

Review of the Medical Record revealed a nursihg
note on 03/27/11 at 10:20 AM which indiceted
Resident #3 sustalned a fall when transferring
seff from hed to wheelchalr with no apparent
injury, Review of the resldent's Cate Plan for falls
revealad no revistons to the plan of care to
address fall preventlon Intervention(s} related to
the 03/27/11 {all.

Review of the Medical Record revealed on
06/06/11 the resident had edema (swelling) In
thelr lower-exiremllies. A Physiclan's Order was
completad on 06/08/11 for TED hose as an

intervention to reduce the edema. Review of the

L Anaudit was completed by

. Identification of Residents with
potentlal 1o be affected:

MDS Nurse, Unit Manager or
Interim DON by 7-29-11. to ensure
current physician orders match
the comprehensive careplan for
each resident. Revisions rmade as
needed.

Measures or systems changes to
prevent reoccurrence:

1. Nursing staff were educated by
the Interim DON, MDS Nurse,
Unlt Manager or Charge Nurse hy
7-29-11 to update the careplan as
the order is taken. '

2. The careplans will be brought
to the daily clinical meeting by
the MDS Nurse to ensure that
new physician orders have been
added to the careplan, Revislons
will be made at that time if
needed, by the MDS Nurse, unit
manager, or DON.
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F 280 | Continted From page b . F280

-the resident was fo have the TED hoseo on inthe
. 1AM and ofi in the PM. Review of the
- 1 Gomprehensive Care Plan revealed no

‘fifteen (15) utllzing the Brief Interview for Mental

Treatment Administration Rocord (TAR) revealed

Intervention was added for the use of TED hose.

Multiple ohservations of the resldent on 06/22/11
revegled Resident #3 was wearlng TED hose.

Interview with'the- DON on 06/23/11 revealed
when a resident falls the care plan should be
updated with-Interventian(s) to help prevent a
recurrence of the fail event. Further Interview
revealed when the order for TED hosa was
racelvad, Resident #3's plan of care should have
baen updated to Includs the TED hose
Interventlon, .

2. Review of Resldent #7's medical record
revealed the facility admilted the resident on
06/02/11 with dlagnoses which Included
Contraolure of Lowsr Leg Jelnt and Diffleully -
Walking, Heart Failure and Renal Fallurs.
Review of the Admission Minimum Data Set
(MDS) Assessment, dated 0B/09/11, revealad the
facilily scored Resident #7 as sleven {11) out of

Stalus {BIMS) eveluation tool, Indleation Reslkient
#7's cognitlon was moderatsly Impalred.

O'Bservatfon on.0B/21/11 at 9:30 AM revealed a
slgn on Resident #7's door, "Check with nurse
bofore entering room”.

interview with the Unit Nurse Manager, on
06/21/11 at 10:00 AM, roveated the signage on
Resldent #7's door, "Check with nurse before
enterlng room", was protocel for enforcement of

©Meonitoring changes/systems to

" Manager, Rehab Director,

3. A 10% audit of careplans will
be completed weekly for three
months by the Unit Manager or
DON to ensure that the resident’s
comprehensive careplan reflects
the current physician orders,

ensure no deficlent practice:

1. Findings of the 10% careplan
audit will be reviewed in the
Quality Assurance meeting
monthly for 3 months and then at
the discretion of the QA
committee. The QA commitiee
consists of the following: Medical
Director, Administrator, DON,
MDS, SSD, HR, BOM, Dietary

Medical Records, Maintenance
Director; Housekeepinhg Director,
Quality of Life Director, and
Chaplain.
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1 Infection any activities outslde of the resident's

‘o maintaln the integrily of the scale, an order for

| antiblotle to treat nfection). Further review of the

-| Failure, preblem date of 05/13/11, and

Continued From page 6

Contacl/lsolation Pracautions. Further intarview
revealed Contact/isolation Precautions wera
refated to the resident's recent diagnasls of
Clostridium Difflcha {C-DIff}, an Infecilon caused
by the overgrowth of bacterta commonly found In
the bowel, To minimize the potentlal for spread of

room were minimized such as visits {o the
dihingfsocial recreation and therapy areas. Also,

obtaining the resident's body weight every three-
(3) days was lemporarily suspended.

Review of the Comprahensive Care Plan for
Resldant #7 revealad Gontact/Isalation
Precautions and/or Interventions were not listed
on the resldent's Gomprehensive Plan of Care,

Record review rovealed a Physiclan Ordar for
Resident #7, dated 06/16/11, for Keflex (oral

Comprshensive Care Flan revealed no svidence
the care plan had been revised o include the use
of the antiblotic or infection related to the use of
ihe antibiotie.

Further review of the Comprehensive Plan- of
Care rovealed Resldont #7 had Congestive Heart

interventions which included monitor lower
axtremliles for any paln, swelling or redness as
needed. However, the Care Plan was not revised
to reflsct the Physiclan's Order, dated 05/24/11
for TED hose ag an Intervention to reduce
swelling of the lower extremities (logs).

Observation of Resident #7.on 06/22/11 at 2110
P revealed TED hose on both legs.

F 280
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nterview with the MDS Nurse Manhager on
08/23/11 at 2:50 PM revealed a copy of
- Physlalan's Orders, Inoluding antibloties and TED
"I hose, wolld be given to the MDS office so
1 revisions could be made to a resident's Care
Plan. However, she could not confirm if Resident
#7's orders had been racelved in the office which
wollld have Initiated the revisions to the
Comprehensive Plan of Care,

3. Racord review revealed the facility admitted
Resident #30 on 02/03/11 with diaghoses which-
{ Included Respliratdry Fallure, Renal Faiture and
Chronle Kldney Dlsease. Review of the
Admission MBS Assessment, dated 03/10/11,
revealed the facllity scorad Resldent #10 as ten
{(10) out of fiiteen (15)-using the BIMS evaluation
tool, Indicating Resldent #10's dognition was
modarataly impalred.

Review of Resldent #10's Physiclan's Orders,
dated 06/02/11, revealdd an order jor TED hose.

Heview of Resident #10's Physician's Orders,
dated 06/07/11, revealed an order for Vancomyein
{antiblotic) for treatment of a C-Diff Infection and
an order for Contact Isolallon Precautions.

Review of Resident #10's Physiclan's Ordars,
daled 06/13/11, revealed an order to increase
Resldent #10's fluids to seventesn-hundred and
fifly (1760) co daliy. :

Resord raview of Resident #10's Comprahensive
Plan of Cere ravealed the resident was at risk for
~ | fiuld volume deficlt and was on fifteen hundred
{1500} cubic centimeter (cc) fiuld restriction,

FORM GMB-2667(02-00) Provtous Vierslons Obsolele Evant iD;YOTGH Feciliy ID; 100381 . if continuatloh sheat Page 8 of 16
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F 280

F 323
88=E

Triterview with the Unit Nurse Manager, on

Contlhued From page 8

dated OB/27/41. There was.no evidence the plan
of care was revised to reflect the Physlclan's
Order for the Increase i fluid to 1750 cc dally.
Further review of the care plan revealed no
refarence te Resldent #H0's Infection of G-DIff,
the antihlotic therapy ordered as treatment, nor
the Contact Isolation Precautioh. In addillan,
there was ho evidence the care plan was revised
ta Include ths intervention for TED hose, as
ordered.

06/29/11 at 11:30 AN, revealed a copy of the
Physlofan's Orders was glven to the MDS nurse
50 that appropriate revisions could be made to
the resident’s plan of care. However, she could
not find the update listed on the Comprehanswe
Plan of Gare for Resldent #10,

Interview with the Dicticlan and Dietary Managet
on 06/23/11 al 2:30 PM revealad Resldent #10
was on sevanteen-hundred and fifty (1760) ce
dally fluld restriction diet per the current
Physiclan's Order. Howevar, they-could not
conilrm. how dietary was made aware of that -
speclific physlelan order changs.,

Intarview with the Director of Nursing, on 06/23/11
at 4:00 PM reveatsd the resldont's
Comprehensive Care Plans should have been
revized when physlelan orders were received for
TEER hose, a volume change for a fiuld restricted
diet, antiblotic therapy and the Inittation of
Contact/fisolation Pracaulions.

483.26(h) FREE OF ACCGIDENT
HAZARDS/SUPERVISION/DEVICES

The facillty rust ensure that the resident '

F 280

F 323

F 323 483.25 {h) Free of Accident
Hazards/Supervision/Devices

i
\
b

7/30/11 |
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Observation on 6/21/11, during the Inltlal tour

‘required exlensive effort from surveyors to dose

‘Tesldent rooms and the door would be shut,

environment remains as free of accident hazards -
as is possible; and each resident rocolves
adeduate supervislon and asslstance devices o
prevent accldents,

This REQUIREMENT Is not met as evidenced
by

Based on observation and intorview, it was
determined the facllity falled to ensure the
resident environment remained {ree of aceident
hazards. The doors of lwelve {12) of twehiy-one
(21) resident rooms ware difficult to fully close of
open once closed, presenting a_potential safsty .
flgk In case of emergency.

The findings Include:

revealed difficully tully shutting the doors to
twelve (12) resident raoms, and difficully opening
the doors ongs they were shul. Some doors

and open, posing a potential danger to resldents,
expachally In case of emergency.

Emergency Interviews conduolsd with iwo direct
care and one-supervisary staff on 06/22/11
belween 2:33 PM and 3:14 PM revealed In case
of a fire or tornado, resldents are removed from

An interview with the Environmental Services
Director on 06/22/11 at 1:54 PM rovealed
agresment that the Inabllity to open or close the
doors to resldent rosms would be a safely hazard

(%4) I "~ SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION 046)
PREFI (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE GOMPLEYION
TAQ REQULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE nATE
DEFICIENCY) )
F 323 | Continued From page 9 F 323

Corrective Action for Residents
Affected:

1. Repairs began immediately by
the construction crew on 6-21-11
for the 12 resident doors that
were identified to have difficulty
opening and closing,

Identification of Residents with
potential to be affected:

1. All resident doois were
checked by the construction crew
onh 6-21-11 to ensure proper
functioning, No other doors to
resident rooms were affected.

Measures or systems changes to
prevent reoccurrence;

1. All staff were educated by 7-
29-11 hy Regional Nurse, DON,
Unit Manager, Enwvironmental
director, Administrator and/or

FORKM CMS-2687(02-99) Previouss Vorstong Obsolele Evont 1Dy Yg‘f&ﬂ
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F 323 483.25 (h) Free of Accident
Hazards/Supervision/Devices

Maintenance Director by 7/29/11
on accidents, to include that the
resident environment remains as
free of accident hazards as is
possible and staff are to report
any identified safety hazards to
the Administrator, Malntenance
Director and/or DON
immediately.

The Administrator and Regio'nal
Maintenance Director developed
a plan to ensure a safe
environment during the
construction and renovation prior
to the beginning of construction
and the facility’s staff was in
serviced 3-11-11.

2. Maintenance Director will
conduct weekly room round
audits, weekly x 3 months to
ensure a safe environment.

3. Maintenance Director will
complete the “Contractor Safety
Assessment” audit weekly x 4
weeks, then monthly k2,

"~ 4, All resident doors will be

audited monthly for 3 months by

" the maintenance director and/or

administrator to include
bathroom doors to ensure every -
resident door Is functioning -

properly.

jo -}




Cont.
F 323 483.25 (h) Free of Accident
Hazards/Supervision/Devices

5. The Safety Committee will
meet monthly for review of safety
audits to Include monthly
maintenance rounds, weekly
room rounds, incldent &
accldents which were a result of
environmental hazards and any
other identified environmental
safety issues. Safety cominittee
minutes will be available for
review as appropriate,

Monitoring changes/systems to
ensure no deficient practice:

1. The door audit, weekly room
round audit, “Contractor Safely
Assessment” audit and minutes
from monthly Safety Committee
minutes will be reviewed by the
QA committee monthly for three
months and then at the discretion
of the QA committee for
evaluation of any concerns to
include hew interventions,
educational opportunities or
revision of plan. The QA
committee consists of the
following: Medical Director,
Administrator, DON, MDS, §5D,
HR, BOM, Dietary Manager,
Rehab Director, Medical Records,
Maintenance Director,
Housekeeping Director, Quality of
Life Director, and Chaplain.

e




PRINTED: 07/08/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_ QENTERS FOR MEDI‘CAHE & MEDICAID SER\Q’_ICES . OMB NO, 0938-0301
STATEMENT OF DEFICIENCIES {%1) PROVIDERIBUPPLIERIGLIA {X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY ‘
AND PLAN OF CORRECTION IDERTIFICATION MUKNBER: : COMPLETED
H . A, BUILDING . ¢
C
186141 8 WiNG 06/23/2011 .
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE o
' 102 POOAHONTAS TRAIL :

BIGNATURE HEALTHCARE QF GEORGETOWN

GEQRGETOWN, KY 40324

The facifity must ~

(1) Procure food from sources approved of
sonsidered satisfactory by Federal, State or local
auttiorlties; and ’

{2) Stare, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT 1s not met as svidenced
by:
Basged on abgervatlioh, Interview, record review
and review of tho facliity's policles, it was
determined the faclity fallad to store, prepars,
distribute and serve foods under sanily conditions
to prevent foodborne iilness,

The findings Include:

Roview of facliity polloy In Dletary Seivices
ehtitled "Storage of Foods and Supplies" revealed
it1s the faciity.policy that after products have
been recelved, they should he immediately taken
to proper, secure storage area,

Pertaining to the kitchen practices cited, thelt
niocedures arg as follows: . ]
L- All perishable ltems stored in the refrigerator or
freezer tnust be coverad, labeled and dated.

2. Cleaning supplles are to ho storsd separately
from foad jlams. .

3. All food ltems are {o be dated upon regeipt,

(%4) 1D " SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION Py
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORBECTIVE AOTION SHOULD BE - COMAMENON

TAG REGULATORY Of LSC IDENTIFYING INFORMATION} TAG CROSS-HEFERENCED TO THE APPRAOPRINTE DATE

: DERICIENGY) .

F 323 | Continued Framn page 10 F323 .

in case of a flre or a tornado, 483,85(1) FOOD PROCURE, -
F 371 | 483.36() FOOD PROCURE, - Fa71 STéHEIPREPAHEISERVE - SAMITARY: :
=) el - . Ve -, o 7 30/11
§6xF | STORE/PREPARE/SERVE » SANITARY 1. Alloutdated 5hd unlabeled /

food items were discarded
immediately. Chemicals were,
reimoved and properly stored,
Food items were dated and
labeled upon receipt. All opened
food was properly enclosed,
covered, dated and labeled. A
thermometer was placed In the
freezer, along with a temperature
log. Fanswere placed in the dry
storage area and thermometer
placed to monitor temperature
daily. Hood filters were
immediately cleaned. Utensils
were stored In proper direction.
Mop hucket was emptied and

' cledned, new mop head was
placed. and old mop head was
discarded and dust pan was
cleaned immediately. Kitchen
alde #1 was immediately
educated on proper hand_

-washing technique and sanitary

_procedures. No residents were
affected by this practice.
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“Observation on 06/21/11 at 10:00 AM of a cart In

. uncovemd

-10:06 AM revealed tho container of tea should

4. Al refrigerated cooked food orother products
removed from original contalners must be
enclosed In clean, sanlitiZed, covered containers
and dated and labsled,

6. Check refrigerator thermometer regularly.

Raview of the facility pollcy in Dietary Sarvices
sntillad "Cloaning Hoods and Fliters” reveated it
13 the facillty polley that hoods and fiiters will be
thoroughly cleaned monthiy.

Raview of the facility polley entitled "Infection
Control" ravealed it is the facility's policy that they
will endsavar 1o prevent the spread of Infection by
soreoning staff members for infections disease
and teaching safe food handling practices to limit
cross-contamination.

the food proparation area revesaled bags of bread,
rolls and cookies undated as to whon thoy were
received o the explralion.

Interview with the Dlstary Manager on on
06/21/11 a1 10:00 AM revealed this was his first
day on the job in this facliity, he was not famllilar
with- the suppller bakery goods supplier and did
not know why the faed items are undaled with no
explration dates.

Observation on 06/21/11 at 10:08 AM revealed a
full contalner of tea sllting on the counter
Intaerview with the Dietary Manager on 06/21/11 at

have baen covered to protect it from
contaminalion before distribution to residents and

. staff by Juiy 29™ on proper

" temperature daily, proper hand

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {%6)
PREFIX (EACH DEFICIENGY MUST BIE PRECEDED BY FULL PREEIX {EACH CORREGTIVE AGTION SHOULD 8F COMPLETION
" TAG REGULATORY OR 1.5C IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENGY)

: ifi f Resldents with -
F 371 | Continued From page i1 F371 Identification of R

potential to be affected:

1, All residents have the potential '
to he affected by the deficient
practice,

Measures or systems changes to
prevent reaccurrence:

1. The DM in-serviced all dietary

temperaturas in storage areas,
freezers, to check and record the

washing/infection control, food
handling to include acceptable
dates, dating, labeling, food
storage, proper cleaning and
storage of chemicals, brooms,
mops, dust pans. Inaddition, the
DM educated the staff on the
acceptéble date range for keeping
and disposing of perishable_fooc_is.

2. Food storage areas are
monitored daily for proper
temperature, with the use of
thermometers and temperature
logs.
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F 371 | Continued From page 12 - ’ - Far

he did not know why it was uncovered. o :
3. The facility contacted the HVAC

Observation on 06/21/11 at 10:10 AM revealed an Company on 6/2

ouldated ag of bolled eggs {dated 00/13/44) I s tp Y on 6/24/11 and ordered

the refrigeralor, Further observation ravealed a on unit to be installed to

package of ham and four {(4) one pound - assist in maintaining the
packageg of b_uuer not dated when slored, recommended temperature
Interview with the Dietary Manager on 06/21/11 al 4. Hoods and ducts are cleaned
10:10 AM revealed the hags of bolled eggs were at Jeast monthly to prevent

old and should have been disposed of and the bulldup. Th fessionall
ham and butter should have been-daled when put uiiaup. They are professionally
into the refrigerator. He did not know why they cleaned every six months. Filters

were not dated, _ : are cleaned weekly.

Observation on 06/21/11 at 10:30 AM In the .
basemant dry storage area revealed a box of 5. The Dietary Manager, RD,
onions opened and undated whon recelved and Nurse Consultant, and/or

full of swarming Inseets. Further observation of ' Admini ill cond

the dry storage area révealed a bag of sugar, - ministrator will conduct the
-1 open and undated when recelved or apanad. following audits:

Interview with the Dletary Manager on 0B/21/11 at | : a. Safe food | 1
1(:30 AM revealed he had never boen in the dry ) od handling practices

storage ares beafore and It was certainly wrong to twice weekly for one month and

hot dats food Rems when received or opened, to . then weekly for two months.

leave a bag of sugar opsh In storage, and to not h ) .
dispose of produce that had become Infested with |* . i

inseets. Ho had no answer for why these things b. Random.aqd|t to .be done for

had not been done prior to his employment at the proper dating, labeling, storage of

fachity. -~ - r food 2 x weekly x 3 months,

Observatlon on 06/21/11 at 10:;40 AM .revealad a

box of health shakes In the basement freozot c. freezer temps will be done

which were undated when recelved and-had ne . twice weekly x 2 months, then
expiration dates. There was also no thermometer
| In this freezer to monitor the temperature. - weeklyx 1 month. : )

FORM CME-2567(02-99) Previous Verslons Obsolele Event I:YOTGN Facliily I0: 100381 If confinuation shaat Pags 13 of 16
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Interview with the Dietary Manager on 06/21!11 at

10:50 AM revealed the range hood and filters

[ urned In one direction with the handles easlly

.| as food preparation,

10:40 AM revealed the box of heallh shakes
should have been dated when received Into
stock, especially since the products did not have
oxplration dates. Also, he could not find a
thermometer In the freezer and had no
explanation for why one was not kept in the
freezor to monitor the lemperaturs.

Ohaervalion on 05/21/11 at 10:60 In the kifchen
ravealed the filters in the hood over the
stove/ecook top were very dusty,

Interview with the Dietary Manager on 06/21/11 at

shoudd have been tleanad but agreed they look
dirty, MHe did not know when they were cleaned
last.

Observation I the food preparation area on
06/21/11 at 11:00 AM revealsd utensils in the
drawers were turned In various dlrectlons.

Interview with the Distary Manager on 068/21/11 at
11:00 AM revealsd the utenslis should all he

reachablé to prevent contamlnation, but clid not
know why they were not,

Observation In the food preparation area on
08721/11.at 11:05 PM revealed cleaning supplles
gtored under tha kltchen slnk, In the same vicinity

Interview with Kltchen Aide #1 on 08/21/11 at
11:05 PM revealed somaone lost the key to the
closet whare cleaning chemicais should be stored
and they were not able o properly store them for

- months,

4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION {6}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX {EAGH CORRECTIVE AGTION SHOULD BE CONPLETION
TAG AEAULATORY OR LSC IDENTIFYING IMFORAMATION) TAG _ CROSS-REFEAENGED TO THE APPROPRIATE DATE
gt DEFICIENGY) ,
- F 3711 Conllnued From page 13 F 371

d. Random audit to he done for
the receiving and dating of bread,
rolls, cockies 2 x monthly x 3

. Audit of containers in dry
storage area weekly x 3 months.

f. Utensils placement weekly x 3
months.

g. Safe Food Handling/ Hand
washing and changing gloves
weekly x 3 months,

h. Storage of mop heads/ mop
bucket and dust pans weekly x 2
meonths,

i. Storage of chemicals audit to be
done weekly X 3 months.

T FORM CMS-2867(02-86) Pravious Varalone Ghsolate
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F 371 | Continuad From page 14

awhile. Interview.with the Distary Manager an
06/21/41 &t 11:05 AM revealed cleaning products:
should be stored [h a separate close!, away from -
the food preparatlon area.

Observatlon of the kitchen cleaning closst, off the
hall outside the kitchan, at 1116 AM on 08/21/11
+ | revesled the mop bucket had besn stored thers
with dirty water unemptied and the dirty mop still
in the bucket. Also, a long-handled dust bin was
hanging on the wall with the bin still containing dirt
and debris,

Interview with Kitchen Aide #1 on 06/21/11 at
11:16 AM revealed the housekeeping stalf had
loft those items unemptied, but an Interview with
the Housekseping Manager on 06/22/11 al 10:00.
AM revealed they did not use this closet or these
cleaning items for housekeepmg

Observyalion of the tray line service on 06/21/11 at

12:15 PiM revealed the fray line server, Cook'iH,

| laft tray ling 1o take food ltems out of the
reitigerator and oven and roturned to tray lina

service without washlng her hands or changhg

gloves.

Interview with Cook #1 revealed she did not know
returhing to setve on tray line after louchling
refrigerator or aven handles (without washing her
hands) was an improper sanitatlon praclice.

In addliion, the temperature of the. dry storage
area was ohserved to he sevenly-ning (V@)
degrens and humid on 06/22/11 at 1:54 PM. Dy
 slorage was observad to be located in the
basement of tho facllity with no means to regulate
the temperatute 1o ensure the safety of the food,

- Monitoring-changes/systéms to
Farn ensure no deficient practice:

1. The results of the temperature
logs and all dietary audits will be
forwarded to the QA Committee
for review for three months then
there after as determined by the
0A Committee. The OA
committee consists of the
following: Maedical Director,
Administrator, DON, MDS, 55D,
HR, BOM, Dietary Manager,
Rehab Director, Medical Records,
Maintenance Director,
Housekeeping Director, Quality of
Life Director, and Chaplain.
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GENTEHS'FOR MEDICARE & MEDICAID SERVICES

(X1} PROVIDER/BUPPLIERICLIA

{X2) MULTIPLE. CONSTRUGTION

(%3) DATE SURVEY

An Interview with the Dletary Manager on
06/23/11 at 3:20 PM revealed the temperaturs
and climate of the dry storage area was
controlted only by an exit door belng opened or
closed and the use of fahs. Further Interview
revealed the Ideal tomperalure of the dry storage

"area o be sevenly (70) degreas or below, and the

lack of temporature and climate conirol was a
concern far some foodstuffs n dry storage.

-| STATEMENT OF DEFICIENCIES ;
: : COMPLETED
ANO PLAN OF GORREQTION IDENTIFICATION NUMBER: Amilone :
. 185141 b-Wivia 06/23/2011
NAME OF PHOVIDER OR SUPPLIER STREET AODRESS, OITY, STATE, ZIP GODE
‘ EORGETOWN 102 POCAHONTAS TRAIL
SIGNATURE HEALTHCARE OF GEORGETOQ , GEORGETOWN, KY 40324 .
SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORREGTION ot
LA (EACH DEFIGIENCY MUSY 8F PREGEDED BY FULL . PREFIX (EACH CORRECTIVE AGTION SHOULDBE | coweLErion
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAQ OROSS REFERENCED T0 g%e APPROPRIATE -
. Fa71| Continuad From page 15 F 371

Measures or systems changes to
prevent reoccurrence:

1. The DM will in-service staff by
7/29/11 on safe food handling,
hand washing, and changlng
gloves at proper times to prevent
cross-contamination,

2, The DM will audit staff for safe

food handling practices, hand

washing, and changing gloves at

the correct times daily for a week

then twice weekly for one month
_ then weekly for two months.

Monitoring changes/systems to
‘ehstre no deficient practice:

. The Administrator will present
the results of the audits to the QA
Committee for review and
recomimendations for three

of the QA Committee.

maonths and then at the discretion

| 7/30/11

FORM CMS-2867(02:08) Previous Verstons Obsolale
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: : : COMPLETED
{A-BULDING 01 - MAIN BUILDING 01 : T
. 195141 B. WING L 06/22/2011
NAME OF PROVIDER OR 8UPPLIER ' | STREET ADDRESS, CITY, STATE, ZP CODE
_ 102 POCAHONTAS TRAIL
. SIGNAT-UHE HEALTHCARE OF GEORGETOWN GECRGETOWN, KY 40024
o SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENGY MUST BE PAECEDED BY FULL PHEFIX {EAGH CORRECTIVE AGTION SHOULD BE GONMALETION
TAG REGULATORY OR LSC NENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
. . - DEF[CIENCY)
K 000 | INITIAL COMMENTS K 000
K3 Bullding: 0101
i, fipeen grory, g e £ sns
K6 Plan Approval: 0413/76 LA S AYE -‘*"%3
. j . 3 I,:
K7 Survey under: 2000 existing WOANG 1Y 20 E
K8 SNF | he W
Type of structure: one story Skilled Nursing
Facility Type 2 unprotected consiruotion. .
.| ALife Safety Code survey was Inltiated and _ .
concluded on 06/22/11, for compllance with Title K 025 NFPA 101 LIFE SAFETY
42; Code of Federal Flegulations, 483.70, and .
found the fadility not in-compliance with NFPA 101 CODE STANDARDS:.
Life’ Safety Cods, 2000 Editlon. | Corrective Action for Resldents
Tha following findings demonstrate Affected: - _—
honcompllance with the highest scope/sevarlly at 1. All smoke barrier penetrations
A" level, identifi 7/30/11 |
. ntiffed on 062211 i,
K 026 | NFPA 101 LIFE SAFETY CODE STANDARD kops| thatwereide , 1
g§&=F| \ {smoke barrier wall penetration
. | Smoke barrlers are constructed 1o provide at next to dining room, the 4
least a one half hour fire resistance rating In ' . . .
adoordance with 8.3, Smoke barrlers may penetrations from various wires
terminate at an atrlum wall. Windows are at the nurses station, the 2
protected by fire-rated glazing or by wired glass penetrations from missing
panels and steel frames. Aminimum of two
separate compariments are provided on each sheetrock, and the smoke barrier
fioor. Dampers ate not requirad in duct not visualized In the shower
penetrations of smoke battiars In fully ducted o -
heating, ventilating, and alr conditioning systems. room) were repaired on 06/22/ .11
19.8.7.3, 10.3.7.5, 19.1.6.3, 19.1.64 by the Maintenance Director with
' fire caulk and access to smoke
barrier in shower room was
made.
~ TITLE {X8) DATE

R/ 11

arde provide sulticlont proteciton to the

olos a deficlenoy which the Institution may be excusad from corraciing providing
ante. (See Instructions,) Except for nursing homaes, the findings stated above aro disolusable 20 days
o Tha date of suivey whether or not a plan of conection Is provided. For nurging homas, the abava findings and planis of correstion are disgiozable 14

Rlisd mrm[nc!d that

riaya following the date Ihese dacumenle are made avaliable to the facility. If daflolancles are clied, an approved plan of corrsclion ls raquisile to continued
program paliclpation, . :

FORM CiMS2667(02-09) Provieus Versions Ohsolets
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4y 0 | - SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIDER'S PLAN OF CORRECTION K53
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V,Identificatiun of Residenis \;vith-

K 02 Fro :
(_} 6| Continued From page 1 K025 potential to be affected:

{ This STANDARD is not met as evidenced by: _
Based on observation and Interview, it was . .
determined the facllity falled to maintain‘smoke 1. All residents have the potential

barriers ascording to National Fire Protection to he affected by smoke harrier
Asgsoclation (NFPA) slandards. The deficiency .

had the potentlal to affect three (3) of three (3) penetrations.

smoke bartiers, fifly (50) rosldents, staff and

vishors. 2. An inspection by the Regional

Maintenance personnel and
Maintenance Director was

Obsgervation on 08/22/11 at 10:07 AM, revealed | conducted 6/22/11 on all of the
the smoke batrier wall next to the dining room,
had a penelration from an audlovisual ceble that

The findings Include:

fire walls and any penetration

was not sealed. Further observation revealed, the | - identifled was repaired on
stnoke bartler located at the nurses’ station had 062211 by the Maintenance

four (4) penetrations from various wires and two .

{2) penetraiions from missing sheelrock that were Director.

not sealed, The smoke batrlet located above the

shower room ¢ould not be visualizad due to not ' ' tems changes to
having &ny access to the smoke bartler. Measures or sysie ) &
Ponelratlons In smoke barrisrs must be sealed prevent reoccurience!

with a imatetial suitable to stop the spread of '

simoke and fire, Access to smoke barriers must 1. Smoke barriers will be

be provided 10 enstrs smoke barrlers can be . :
maintained, All penatrations were confirmied with monitored by the Maintenance
the Malntenance Dirgotor at time of discovery, : Director during weekly
Intervisw on 06/22/41 et 10:07 AM, with tho _ maintenance rounds and
Malntenance Director, revealed he had not reported to the Administrator
{dentiiled any penetrations in the smoke harriers, each week.

Further Interview revealed the factlity would
provide access {0 the smoke barrier located
above the shower room,

Reference: NFFPA 101 (2000 editlon)
4.5.7 Malntenahce. Whenever or wherever any
device, eguipment,

FORM CMS-2667(02-09) Previcys Vsrsions Obsolata . Rvent IO YOTG21 Facklty 1D: 100381 i If continuation sheet Page 2ol 7
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system, conditlon, arrangsment, leval of
protaction, or any

othor teature ls reguived for compliance with 1he
provisions of

thls Code, such devics, equipirtient, system,
candltton, arrangement,

levet of protection, or other feature shall
thareaiter b .
maintained uniess the Code exempts such
malntenance.

8.2.4.4.1 Pipes, condu!ts, bus ducts, cables,
wires, alr ducts, -

pnetmalic lubes and ducts, and slmllar huliding
service equipment

that pass through smoke parlttlons shall he

STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIERICLIA . . [{xe) MULTIPLE GONSTRUGTION . lixa) pATE SURVEY
AND FLAN OF CORREOTION _ IDENTIFICATION NUMBER: . " COMPLETED
: . - ABUILDING o1 - MAIN BUILDING 01
BWING .
. 188141 06/22/2011 |
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE Lo
- . 102 POCAHONTAS TRAIL
SIGNATURE HEALTHCARE OF GEORGETOWN i Sl
- . : . GEORGETOWN, KY 40324
(%4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORARECTION (x5)
PREFIX {EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTIDN SHOULD BE GOMPLETION
TAG REGULATORY O Lsc IBENTIFYING INFORMATION) TAG . CROSS-REFERENCED T0 THE APPROPRIATE DA
DEFICIENCY)
K 025 | Continued From page 2 Monltoring changes/systems to

K 025

- including audlt for smaoke

ensure no deficient practice:

1. Maintenance Checklist

penetrations will be completed -
weekly x 4, then monthly x 2 hy

the Maintenance Director and
submitted to the Administrator

for review.,

2. Results of the weekly
Maintenance Checklist-audit witl |

FORM C18-2567{02-98) Prevlous Verslons Obsolele - Rvent ID;YOTG2{

protected 4s :
fUTlQF\';"S 5 | be forwarded to the QA
1(;2} ' nieof(;;ace gtween the penetrating item and | Committee for review by the
partition shall meet one of the following Administrator monthly x 3 and.
condilions: : :
a. It shallbe filled with a material that Is capable then af the discretion of the QA
of imliing - Comtnittee.
the transfor of smoke.
b. It shall he protected by an approved device that
Is . o
desighod for the spécliic purpose.
(2) Where the penetrating item uses a slesve to
penetrate the
smoke pattltion, the sleave shall be solidly set In
the
smoke paﬂmon and the space batween the item
ahd the &
sleeve shall meet one ot the tollow]ng conditiéns:
a, 1t shall be flled with a4 matertal that ls capabls
of limiling -
the transfer of smoke,
"1 h ltshall be prolected by an approved dovice that
Fadllity 1D: 100381 * it continuatlon sheat Page 3of 7
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-{X4y ID ' BUMMARY STATEMENT OF DEFICIENCIES 1o PROVIBER'S PLAN OF GORRECTION

X5)
7 A SRS oo A PREFIX - . {EACH CORRECTIVE ACTION SHOULD BE combiirion
TAG REGULATORY OR 1L8C IDENTIFYING INFCRMATION) TAG CROSS-HEFEAENGED TO THE APPROPRIATE DATE
‘ ~ " DEFIGIENGY)
K 088 | Gontinuod From page 4 K qap| Monitoring changes/systems to.
- ' _ensure no deficient practice:
interview on 06/22/11 at 10:00 AM with the . -1 1. Maintenance Checkh;t ;
Environmerital Services Director revaalad they including audits for exit access, i

did not know they could not use mini blihds on the

doors and stasd.it was for Resident privacy. easily accessfble and recognizable

exits will be completed weeldy x

7.5.2,2* Exit access and exit doors shall be 4, then monthly x2 by the

designed and . Maintenance Dlrector and

arranged to be clearly recognizable. Hangings or submitted to the Administrator

draperies ) :

shall not be placed over exit doors or located to for review. L ;

coneeal or 2. Results of the weekly i
'ggﬁztggr:ny exit_. Mirrors shall not be  placed on . Maintenance Checklist audit will ! o
Mirrors shall not be placad In or adjacent to any be forwarded to the QA

exitin suoha - _ Committee for review by the

manner as to confuse the-direction of exit.
‘Exceplion: Curtalng shall be permitted across
means of egress opehihgs

In tant walls i the following oriterla are met:

(&) Thay are distinelly marked in contrast to the

Administrator monthly x 3 and
then at the discretion of the QA

Committee. The QA committee i

tent wall 50 as 1o _ consists of the following: Medical!
bt? [;aﬁognlzable a!.{ rgeans of 99“395-l that ] ' Director, Administrator, DON,

1(&2“;t g%; ?{'ealr;?;a ed across an opening that Is at | MDS, SSD, HR, BOM, Dietary

in wldth, . 3 . Manager, Rehab Director,

(c) They ate hung from slide rlngs ot equ[valent

hardware so as 10 Medical Records, Malntenance

| be readlly moved to the side to create an ' Director, Housekeeping Director,
unobstructed opening in the Guality of Life Director, and
tont wall of the minimum widlh required for door - _ .
opehings. u . Chaplain.

K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K Q72
88=F ‘
Moans of egress are continuously malntained frée
of all ohstructions or Impediments to full instant
use in the case of fire or other emergency. No

FORM OMS-2567{02-00) Provious Verslons Chsolote Event ID; YSTQR1 Faollity [D: 160381 If conllnuatlon shest Pags 6ol 7
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- K072 Continued From page 5 Ko72 | 7/39/11}!

| turnishings, decoratlons, or other objects-obstruct

' Observatlon on 06/22fﬁ at 9:26 AM with the

| was also conilnmed.with the Environmental

exits, aceoss to, egress from, or.visibllity-of exits,
7.1.10 .

This STANDARD s not met as ovidenced by:
Based on ohservation and interview It was
determined the faciiity falled to ensure sorridors
were maintalnad, free from obstructions to the full
instant In the-case of tire or other emergencies.
Exils must be maintained to ensure thelt use in

1 an emergoney. The deficlency has the potentlal to

affact all fiity (50) resldents, staff, and visltors.
The facility Is licensed for fifty (50) beds and the
census was forly-seven (47) the day of the
survey. :

The findings include:

Environmental Services Dirsctor, revealed clean
finen carts, solled lihen carls and lifts were
observad lo be stored over thirty (30) iminutes In
the 100, 200 and 300 corridors. This obsarvailon

Services Direolor.

Interview with the Environmental Service Director, |-

at the time of the observeilon, confirmed the caris
ware belng stored In the corridors,

4

Relerence: NFPA 101 (2000 Editton)
Means of Egreas Reliabllily 7.1.10.1
Means of agress shall be continuously
malntained free of all chstructions or

Measures or systems changes to

K-072 NFPA 101 Life Safety Code
Standard

Corrective Actlon for Residents
Affected:

1. No residents were affected by
this practice.

Identification of Residents with .
potential to he affected:

1. Allresldents have the potential
to be hmpacted by this practice

prevent reoccurrence:

1. Nursing and Laundry staff will

be educated by DON, MDS,

Administrator or Regional Nurse

by 8/7/11 regarding importance

of maintaining continuous means

of egress and storage areas for b
linen carts and lifts when notin
use,

FORM OMS-2B87(02-89) Previous Vetslons Obsolels

Evenl I YOVG2E
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. GUMMARY STATEMENT OF DEFICIENCIES

()10 - D - PROVIDER'S PLAN OF CORRECTION )
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. ) i * . I
K072 | Continued Fraim page 6 K 072 Monitoring changes/systems to i

impediments 1o tull Instant use in'the oase of fire
or oth'er emergency.

Y

ensure no deficlent practice:

DON or Nuising
VSupervisors/Char'ge Nurses will
conduct audits daily for a week
then three times a week fora
- month, then weekly for two
month to ensure no impediments
to egress and proper storage of
lifts and linen carts.

Results of the audits will be
forwarded by the Administrator
monthly x3 to the QA Committee 'f
for review and recommendations
with follow up monitoring to be
determined by the QA

Committee. The QA committee
consists of the following: Medical
Director, Administrator, DON, '
MDS, SSD, HR, BOM, Dietary
Manager, Rehab Director,

* Medical Records, Malntenance
Director, Housekeeping Director,
Quality of Life Director, and |
Chaplain. . !

FORM GMS-2567{02-65) Previpus Varslons Obsolate
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