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A Standard Recetlification and Abbreviated
Survey lnvestigating ARCHKY00017345 was
conducted 11/15/411 through 11/18/11.
Deficiencies wara cited with the highest Scope
and Severily of & “F*, ARQ#KY00017345 was St |
unsubstantiated with no deficlencies oltad. B
F 248 | 483.15([)(1) ACTIVITIES MEET F 248
55=0 | INTERESTS/NEEDS OF EACH RES

¥r48
The {agility must provide for an angeing program
of aotivities dasigned to moet, In accordance with i Resident #10 was ve-pssossed by
the gomprehensive asseasmant, the interasts and | - S ﬂ\e: Activity Director on 1 A1

tha physical, mental, and psychosocial well-being

” . ated as pydtcated.
of onch resident. and care plan update

A hearipg anplifier p urchasgd‘o_n
12/15/11 to utilize during acuvities. j-

Thip REQUIREMENT Is.not mot a3 evidengad : 1 activities werc pmvi.ded per plan of
f care effective 11721711 and

Based on obsarvation, interview, record review,
and policy ravelw it was defermined the facility
{alied to ensure an ongoing program of activities
designad to moet the Interests and well-being of

ongong,.

2 Current residents ware reviewodd

gach resident. Tho faclity faliad 1o ensure one ghzrting oi X

(1} of twenty (20) sampled regidents, (Resldent 11729711 and compietgd as of
#10) hed aotivities that were compatibie with the 12/14/11 by the Activity Diector
resldent's interests, spacial needs, ablities, and and plan of care updated as

preferéncas. Fosldent #10's aotivity preferences
} inciuded music, keaping up with the news, doing
things with groupe of people, participate in

indicated by the activity
assessment. A master list hiay

religlous services, and going outslde to gol frash been implemented by the Activity
air when the waather was good. The resident’s Director to identify customers
activities care plan did not include any on 1-1 activities and frequency of
intarventions with these individuat preferences. VisHS,

Review of the resident's Program Participation
Record for October 2011 and November 2011
rovealed the resident rarely participated in

activiiies and wasg nat getting one to ons-activitios .

{1

LABORATORY 1) EGT,OWB OH EQHOVIQEW%WEhRE’SIENTATNE.'S SRANATURE Tk LE . (X8 DAY
_ WQL + Mo ' &l J«‘M. ;.M.;ifmj« A Y } Lﬂ} {
i

Any defidishoy Statoment anding with an aatérisk {*} denctas a deficlency which the Ingtliution may be axcussd from corocting providing it s detorminediihat
othef séfagusrds provide sufflolant protacifon to tho patidnts. (See inatructions.) Except for nuraing homes, the lindings eteted above are dizclosable G0 dayo
tollowing the date of survey whethar of not @ plan of corrootion Is provided, For nurelng homas. tha akove findings and plana of oorrastion arg disclosable 14
days tollowing (e date thesd documents are mado nvallubla {a the faciily. If defiolenclas are clitad, an appravad plan of cartection 16 requislte to gontinusd
program participation. '
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twice weekiy. Inaddition, the facllity failed to
provide for the sperical needs of the resident,
' | who was hard of hearing, to enhance participation
in aotivities. 3 Re-education by the Administrator
to the Activity Director and Assistant

The findings include: on 12/13/17 regardng programnu:dg

- and providing of activities designed o
Revlew of the facliity's policy: Care and Services, i i .
dated January 2008, revealed the facility was to racet the interests of cach rosident
provide residents with the necessary care and i . . \ .
servicas to malntain his/her highest level of 4. “The Activity Director and
practicable functioning in an énvironment that Adininistrator will review five
anhances each resldants qualily of Iife. pesident’s activity assessments and
Record review revealed Resident #10 was observo putioipation of Mﬁvmef‘nl

aled Residen " : n
admittex! by the facility, on 09/16/10, with weakty for four wesks fen (PO
diagnoses which included Depression and himes two months 1o o resident ot
Alzheimer's Diseass. Review of the Significant interests Hl"ld nam‘is of the residen Efle
Change Minimum Data Set (MDS) Assessment, met. Findings will be reported by the
dated 0318/11, revealed the resident's ability to Activity Director to the Performaance
hahar wras se:arglv ilr1npalr9d am: tfl_il resigent had Improvement Committee for review
a hearling aid. Further review of the MDS for s M.
Activity Preferences ravealed the following aud recominendations
activities were ldentifled as very Important: Iisten
to music, keep up with the news, do things with . 122218
groups of people, go cutside to get frash alr, and 5. Date of completion:
pariicipate in refigious services or practices.
Intervigw, an 11/18/11 ai 1:40 PM, with
Reglstered Nurse (RN) #6/MDS Coordinator,
ravealed the resident was hard of hearing and
had a hearing aid. When Informed the resident no
longer had a hearing ald because the family had
taken [t to get repalted, AN #6& stated If the
hearing aid was broken It would be up to the
.| tamily to get It repalrad. - The family had not

mentioned anyihing about the hearing aid or
wanting the resident to have one.
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Record review of the resident's activily care plan,
revised on QB/20/11, revéaled the resident was
uneble to seli inltiate actlvities, needed
raminders, and transportatlon to and from
aclivities. in addition, It noted the resident was
hard of hearing, enjoyed music and conversation
with staff. The geals Included recelving ons (1)
on ane (1) activities twice (2) a week and to keep
the resident active in facilty Ife. Review of the
intervantions revaaled ro individuat preferences
listad. Interventions included: introducing the
resident to other residents with the seme interest;
alett the resident about activities ha/she has
interest, receive one (1) an one (1} activities on a
weekly basis; adtivity calendar In room; remind
and invite to activitles of cholee,; to provide
tratsportation to activitles of chales; and In roam
vislts for convardation as tolerated,

Further record review of Resident #10's Program
Participation Record tor Octobar 2011 revealsd:
onfy one (1) visit (Qatober 14 th) was
dooumented under the ene (1) on one (1)
activities seclion, and the resident partiolpated in
only one facility prograrn activity (Helping Hands)
on October 4 th. Thera was no docurmentation
the resident declined to participats in the cifier
tacility activities, including music. The Program
Partioipation Record for Novamber 2011 revealed
only ohe (1) visit was dogumented under the one
(1) on ane (1) activities saction. There was no
documentation showing the resident participated
in any other activities listod and there was no
documentation the resident deciined to
participate,

Observations of Residant #10, on 11/16/11 al

F 248
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9:10 AM, 10:20 AM, 11:35 AM, 12:356 PM, and
'2:00 PM revesled the resident was awaks in her
room. The resident was niot taken to any group
activities scheduled and there was na music or
TV on inthe resident's room. Further '
obsarvation, on 111711 at 2:38 PM, roveaied the
resident was in hisfher room while the facility had
a musio activity going on,

interview, on HA7/11 at 2:40 PM, with Certified
Nursing Assiatant (CNA) #11, reganding the
resldent participating In the music activity,
revaaled she did naot ask the resident if he/she
wantad to attend the activily. Further interview
reveatad, she did try to get the resident to
aclivilies when the rasldent was out of hed. CNA
# 11 stated Roesident #10 only aftended about one
“dctivity & month. CNA #11 furlher stated the
rasident got individual activitiss in hisfhar room,
but did nat know what speciflc activities the
rasitdent got or how often, Whan asked how the
tegidont spent his/her days, CNA #11 stated the
tesident looked aut the window, talked to his/her
doll, and talked with CNA's when in his/her room
for care. Further Interview regarding the resident
teing hard of hearing revaaled the resident did
hear better with the hearing alde.

Intarview, on 11/18/11 at 2:10 PM, with CNA#12
who oared for Residant #10, regarding aclivitiss,
revealgd the CNA was nol aware the resident
attended any roligious setvicas or Hsianad to
music. In additlon, the resident did not attend alot
of group activities. The CNA did riot assist the
resident with one (1) en one (1) activities, this
was dane by activitios staff. Further interview
revealsd, the resident liked to taik and
oommunicate with staff and at one time the

FORM GMS-2667(02-09) Previous Versions Obaslote Event ID: FHYG11 Fagility 1D: 100842 If contiiuation shael Page 4 of 39




' DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FPRINTED! 12/06/2011
. FORM APPRGVED

OMB NG, 0938-038

STATEMENT OF DEFICIENCIES {1y PROVIDER/SUPPLIER/CLIA
AND £LAN OF COPREOTION - IDENTIFICATION NUMBER:

186170

{¥2) MULTIPLE GONSTHUGTION
A. BUILDING

3. WING

{X8) DATE SURVEY
COMPLETED

c

NAME OF FROVIDER OR SURRLIER

BRADFORD S8QUARE CARE AND REHABILITATION CENTER

STREET AUDNEDSS, OITY, ETATE, ZIP GODE
1040 US 127 QOUTH

FRANKFORT, KY 40001

11/18/2011

(Xd) 1D *
FRERIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
(BACH DEFICIENCY MUST BE PRECEDEL &Y FULL
REGULATORY OR LEC IDGENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREQTION

(X4)
PREFIX (SA0H DORREGTIVE ACTION BHOULD BE COMPLETION
TAG CHOSB-REFEAENCED TO THE ARPROPRIATE RATE

CEFIOIENCY)

F 248

F 281
55=D
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rosident had a set of headphones with a
migraphone that would allow the resident to hear
them bedter,

Interview, on 11/18/11 at 2:20 PM, with the
Activitios Assistant (AA}, revealad the residant
[oved o talk 1o people, bui had ahard time
hearing. The resident used to have a deviee with
headphones and a micraphohe which helpad the
realdent hear mych batter, but dki nat know what
happened to that device. The AAfurther stated it
had been awhile sihca Resident #10 attended
group activitles ragularly and now most of the
activities ware individualized In the resident's
room. interview with the AAfurther revealed only
Activities Staff conduct the one (1) on ona (1)
activitios and they did not have any aet activilies,

Aftar review of Resident #10's activily log, the AA
revealad tha facility was not meefing the activity
needs of Resident #10.

483.20(K)(3)()) SERVICES PROVIDER MEET
FROFESSIONAL STANDARDS

The services provided or arranged by the facllity
must meet professional standards of guallty.

This AEQUIREMENT is not met as evidethcead
by:

Based on observation, interview, and record
revisw, it was determined the facility failed to
shsure selvices provided moet professlonal
standards of quallty for three (3) of tweanty (20)
sampled residents, (Residant #11, #12 and #13).

The faciity falled to ansure Physician's Orders
were fallowed for Residant #11 related to EZ

' F o248

F 281
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: The findings inelude:

.| ears to prevent tube rubbing every shift, Further

Wrap to the oxygen tubing. Also, Physician's
Orders were not followed for Resident #11 and
Resident #12 relatad to aliding Silding Scale
ingulin {ingulin, .

In addition, the facillty failed to ensure Physlcian's
Orders were followadl for Resident #13 related to
oXygen.

1. Review of Aesident #11's medical record
revealad diagnoses which includad Chronie
Obstructive Pulmonary Disease and Diabatos
Mellitug. Review of the Quarterly Minimum Data
St (MDS) Assessmeant, deted 09/23/11, revealed
the tacility assessad the resident as having
aevers impairmsent In cognitive skills for decision -
making and as raquiring limited to total
assistanoe with Activities of Dally Living {ADL's).
Further review revealed the facilily assessed the
rasident as recelving oxygen therapy.

Reviaw of the 11/41 Physigian's Orders revealed
orders for EZ Wraps to the oxygen tubing behind

review revealed orders for oxygen at two (2) liters
per nasal cannula,

Observation, oh 11/16/11 at 10:00 AM, of a skin
agsessment revealed the resident had oxygen at
2 liters per nasal cannula and the E2 Wraps o
the oxygen tubing were not in place, ‘There was
no skin breakdown bahind the resident's ears.
Further observation, on 11/16/11 at 11:00 AM,
12:45 PM, and 13/17/11 at 10:00 AM revealed the
resident had oxygen at 2 liters per nasal cannula
and tha EZ Wraps 1o the oxygan tubing were not

2. Cwirent Physicians orders will be

will be addressed.

F 281

I, B5-2 wrap was placed on oxygen
tubing on resident #11 on _11/18/1]
by a licensed nurse. No skin
breakdown was noted. The
physician of Resident #11 was
notified of the Sliding Scate
tngulin not administered as ordersd
on 11/17/2011 by a licensed nurse
with 1to new orders noted. "The
owygen for resident #13 was set at
21 iters/minute and the nasal
cannula placed in the residents
aares and assessed by a licensed
nurse and the physician notified on
11-18-11, No chanje in condition
was ldentified.

raviewed as of 12/21/2011 by the
Director of Nurging Services,
Assistant Director of Nursing
Services and Unit Managers to
determine that physician orders are
followed. Any concerns identified
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In: place.
' 3. Licensed nursing ataff have been
Interview, an 11/17/11 at 10:00 AM, with Certified re-edtucated as of 12/12/11 by the
Nursing Assistant (CNA) #11 revealsd she was Assistant Director of Nursing
assignaed to the regident and she verified the EZ reparding following Physicians
Wraps were not an the resident's okygen tubing. dors and the Care and Services
She stated, she Was unsurs if the resident was to orders and the Lare And services
have the EZ Wraps. She further stated, she Policy.
¢hecked the CNA Care Plan at the beginning of
sgch shift for a referencs for devioes needed. 4. The Director of Nusing
Revlew of the CNA Care Plan, datad 11/11, Servioes, Assistant Director of
revgaaled intarventians for EZ Wrap to thg oxygen Nursing Services and or the Unit
tubing. Managers will conduct 5
(nterview, on TH17/11 at 10:05 AM, with Licensed audits/week times 1 month, then
Practical Nurse (LPN) #7 revealad she was _ weeldy for 1 month, then monthly
assigned to the resldent and was unaware the EZ timas 1 month to determineg that
Wraps ware rutat on ﬂ}e Nc»’sident's oxygen :unitnsi; physician’s orders are followed. A
as she had not complatad traatments yet far this 4 ; o dinga wi
resigent. - She stated the resident hud the EZ ::?gmydo;t’ﬁiﬁigl?f;n?hiltge
Wreps In place prior to heing transferred to the the Perf , h}' ,
hospital on 11/15/1 and the staft must not have  the Ferformunce Improvement
bean reapplied them after retumn. She further Committes for further review and
stated the Treatment Administration Record recommendation.
(TAR) dated 11/11 had the intervention for the EZ ‘
Wraps and the nuraes.ware to onsure the device 5. Date of complétion: 12/22/11
was In place and sigh the TAR to verily this. : o
Review of the TAR revealed the EZ Wraps were
-slghed an night shit 11/16/11 to Indlcate the EZ
Wraps were in place. :
2. Furthar roview of Rasklent #11's PFhysigian's
Orders revealed ordars for Novalin B (Insulin
Regular Human) 100 Linit/Milliliter (ML) Solutian
Suboutaneous (SQ) befora maals (AC) and at
night {HS) everyday: Siiding Scale (85) AC and
HS: 159-200=1 unit, 201-260=2 unlts, 251-300=3
units, 301-400=6 units, and greater than 400 call
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Physician,

Review of the Medication Administration Record
(MAR) dated 11/11 ravealad the resident's tinger
stick blond sugar (FSBS) on 11/06/11 at 8:00 AM
was 198, The MAR was marked as *0" 55
Ireulin administaréd. On 11/06/11 at 11:30 AM the
residents FSBS was 171 and at 5:30 PM the
restdant's FSBS was 182. The MAR was marked
as "0" 85 Inaulin administered, On 11/07/11 at
&:00 AM the rasidents FSBS was 153 and at
11:30 AM the residents FSBS was 1685. The
MAR was marked as "0" §8 Ingulin administerad.
On 11/11/11 at 6:00 AM the resident's FSBS was
184 and at 5:30 PM fhe resident's FSBS was 186,
The MAR was marked as "0" 53 nsulin
administered, On 11/14/{1 at 6:00 AM the
resident's PSBS wag 154 and at 11:80 AM was
188. The MAR was matked to indicated the
resldent recaived *O" 88 Ingulin. There was no
documentod evidence the resndent recewad the
53 Insulin as ordered.-

Interviaw, on 11/17/11 at 3:40 P, with the Unit
Coordinater/Licensead Practical Nurse (LPN) #8,
raveaied she checked the MARS avery day 1o

| ensure the nurses ware inltialing medications ag
administerad. She further stated she randomly
ohecked the MARS to ansure Sllding Scale Insulin
was administored as ordered. She stated she
was unaware the nuraes ware not administering
the correct dose of S5 .Insulln, She stated the
resident was & "orittle diabetlc” and the nurses
should administer the 88 Insulin as ordered
untess they raceived a clarification order from the
Physician.

Interview, on T1A7/11 at 4:00 PM, with LPN #2

FCRM GME-2667(02-B8) Fraviouy Viareions Obsclet Event ID:FHYB11 FugliRy 10: 100542 if continuation sheet Page 8 of 68
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F 281

‘administered on 11/08/11 and 11/0711 at 11:30

Continued From page 8 _
ravealad she had decumented 0" nsulin

AM and the resident shotld have raceived *1"
Unit of 85 Insulin at those times according to the
FSBS. She stated she-could have adminlsterad
the: “1" Unlt of §S8 Insulin and documented none
as givén, although she couid not remember.

3. Record raview revealad the facllily admlited
Resldant #12 on 11/09/11 with diagnoses which
Included Type I Diabetes. The resldent had a
Physician's Otder, with an Order Date of 08/12/11
and & Start Date of 11/09/11, lor diabetes
medicine Novolin R (Inswiin Regular (Human))
100 Uni/Millimeter Soiution wae to be given by
Subcutaneatrs Injection. The medication was to
be given by sliding scale based on the resident's
blood sugar befare meals and at bediime. Part of
the order reed: If the blood sugar level was
batween two-hundred and fifty-ons (251) and
three-hundred (300) give tour (4). units of the
medigation and If thelr bload sugar level was
betwasn thrae-hundred and one (301) and
thrae-hurdrad and flifty (350) glve six {6) units.

Further racard review of the November 2011
Madication Adminisiration Record (MAR)
revealed, on 1111/11, Resident #12's hlaad sugar
at 8:00 PM was three-hundred and fourlean
{314). The amaunt of Novalin R {(Insulin Regular
{Human)) 100 Unit/Millimeter Solution given by
Subcutaneous Injection was taur (4) uniis,

Interviaw, on 114741 at 3:10 PM, with Liesnsad
Praotical Nurse #8 (Unit Manager), who reviewed
the MAR, revealad based on-the blood sugar -
level of three-hundred and fourteen (314) and the
amount of medication orderad whian the lovel Is
between three-hundred and ane (301) and

+

F 281
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The services provided or arranged by the facility
must ba provided by qualifled persons in

| accordance with each rasldent's written plan of
care.

This REQUIREMENT is not met as evidencad
by:

Byasad on absarvation, interview, récord review
and review of the facllity's policy, it was
determined the facillty failed to ensure services
ware provided in acsurdance with the resident's
written Comprahansive Plah of Gare for two {(2) of
twel;ty (20) sampled rasidants, (Resident #5, and
#10). '

Resident #5's Care Plan was not followed related
to ansuring the bedslde table was locked at all
limes. In addition, Resident #10 did not reosive
weekly one on one acllvities as per the Plan of
Care.

Thefindings include:

Review of the facility's pdlicy: Care Plan -
Interdicciplinaly, dated Januaty 2008, revealed It
is the polloy of the center to develop an
Individualized plan of care for each resident
utitizing the information gathered during each
assessment. The polioy also stated, under the
Actluns Steps #3, The Interdisciplinary Téam

locking bedside table with no new
intervention needed on 11/17/11
by the Director of Nuysing.
Resident #10 received 1:1
Activities by the Activity staff as
per plan on 11/21/11 and then at
least weekly ongoing,.

2. The plan of care for current
residents have been reviewed as of
12/14/11 by the lnterdisciplinary
team to determine thag
interventions were provided as
indicated in the regident Plant of
Care. lssnes noted were cotrected
as indicated.

3. Nursing staff have been ro-
educated as of 12/12/1 1 by the
Asgistant Director of Nursing
regarding following the residents
Plan of Care, The Administrator
re-gducated the Activity Direcior
and Activity assistant on the
Activity Policies and Procedure

care on 12/13/11.

discontinue the interveniion for the

and followigng, the residems plan of

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIBR/CLIA (X3) DATE SURVEY
AND PLAN OF GORRECTION (DENTIFIGATION NUMBER: - COMPLETED
. A BUILDING
C
185170 B WING 11/18/2011
- NAME OF PROVIDER OF SUPPLIER STREET ADDF\‘EB_B. CITY, STATE, 2iP CODE
1040 US 127 SOUTH
BRAOFORD $Q[JAHE CAHE AN REHABILITATION CENTER FRANKFORT, KY 40601
(4 1o SUMMARY STATEMENT OF DEFKJIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULL PRERIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LEG MENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: - DEFICIENGY) [
F 281 | Continued From page @ _ F 281
thrae-hundred and fifty (350) the nurss should
Have given gix (6) unite of Novolin A (Insulin _
Reguldr (Human)) 100 UniyMilimeter Solution. ¥282
The nuree only gave four (4) unite. ‘
F 282 | 483.20(k}(3)(H) SERVICES BY QUALIFIED F282| ‘1. The Care Plan for resident #5

FORM CMB-2637(0a-00) Previous Varmions Obsalgle Event 10: FHY&11

Faglilly 1D: 100542
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F 282 | Continued From page 10 F 282
oducates tha resldent/respansible patly to the '
oara plan and impléments the care plan.
1. Record review revealed Resident #5 was 4. 'The Director of Nursi
admitted by the facility, on 04/08/08, with senector of Nursing
diaghoses which Included Mental Retardation, Nursing Sorvios ut Lrector ol
Difficulty Walking, and Debllity. Nursing Services and or the Unit
' . Managers will andit 5 resident's
Racord review of the resident's Plan of Care : . he resident to
ravesalad Resident #5 to be at risk for falls related g:,m,uf Cm; atn'it&:i;::imns are
to impaired batance, non-compliance with mahility tesmine Mat mie 1y for 2
alde use, and decreased safely awareness. The provided as indicated weekly for
care plan also revealed the resident had a recent months, then monthly for 1 month.
fall in his/her room on 11/07/11. The A summary of these findings will
inierventions listed on the Comprehensive Plan of be submitted monthly x3 months
Cera included “lock wheals of bedside table". to the Performance hmprovement
Observalion, an 11151 at 2:08 PM, ravealed Cm‘“‘“"‘:j;“.‘ further review &
the bedside {overbed) table was nat equipped recoratuendaiton.
with any locking mechanism for the whesls, "
Obsatvation, on 11/16/11 at8:00 PM and on 5. Completion date: 12/22/11
11116/11 at 12:16 PM, revealed Resident #5
pating hia/her meal in the room. The resident's - =
medl tray was located on the bedside (overbed)
table that was not equipped with a locking
machanism for the whasls.
Interview with the Certlfied Nursing Asslstant
(CNA) #7, who was assighed to provide care tor
‘Resident #5, on 11/18/11 at 2:30 PM, revealad
she was nat aware the Comprehansive Plan of
Care stated the badside table needed to ke
locked.
Interview with Licensed Practical Nurse {LPN) #4,
the Charge Nurss assigned 1o provide care for
Resident #5, revealed the overbed table currently
in his/her room did not come eguipped with
wheels that could be locked. ‘
FORM OME-2887(02-80) Previos Varaions Obaniala Evont D FHYS1 Fanlilty iD: 100542 If continuation sheet Fege 11 of 38
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F 282

| such as the locking hedside (overbad) table

Continued From page 11

Interview with CNA #10, on 11/18/11 at 2:40 FIM,
revealad the resident previously had a beddide
(overbed) table that cauid be locked although she
could riot state when ar why that table would have
been chengad out to a hon-locking table.

interview with the Unit Coordinater, Registered
Nurge (RN) #3, on 11/18/11 at 3:30 PM, revealed
the facility failad to have the proper aquipment

available In Resident #5's room per the
intervention listed as part of the racident's Plan of
Care. Furher interview ravealed she also was
unaware the praper eguipment weas nat in the
resldent's room, ‘

2, Becord review revealad Hesident #10 was
admitted by the fagility, en 09/16/10, with
diagnoses which Included Depression and
Alzheimer's Disease, Record review of the
resident's aclivily care plan, revigion on 02/20/11,
revealad the resident was unable to sealf Inltlate
activities and neaded reminders and
transportation io and from aotivities, In addition, it
hoted the resident was hard of haering and
enjayed music and conversation with staff, The
geals included recelving one (1) an one (1)
aolivitias wice (2) a week and {o keap the
resident active in fagillty life. Interventions
included: introducing the. resident 16 other
residents with the same intetast; alart the resident
about activities he/she has interest; recalve ane
(1) on one (1) activities on a weskly bas!s; activity
calgndar in roam; rernind and invite to activitias of
choice; to provide tranepartation to activiiies of
cholce: and in raom visits for conversation as

F 2g2
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F 282

Further racord review of Reslklent #10's Program

| thought the resident oniy attended about che

Continued From page 12
iolerated.

Particlpation Record for Qctober 2011 revealad:
anly one {1) visit (Qctober 14 th) was _
documentad under the section showing cha (1)
on ane (1) activilies, and the redident participated
in.only ane facliity program activity (Halping
Hands) on Octoher 4 th. There was no
dacumentation the resldent declinad to parlicipate
In he ather faelity activities. The Program
Participation Record for November 2014 revealed
only one (1) vislt wae documented under the
saction showing one (1) on ane (1) agtivities.
Thers was ne documentation shawing the _
resident participated in any other facility activities
listed and the resident declined to paricipate.

Obsetvations of Resident #10 on 11/16/11 at 9:10
AM, 10:20 AM, 11:35 AM, 12:356 PM, and 2:00
FM revealed the resident was awake in his/har
roam. No ane an ohg activities were observad
and the resident was not taken to any group
activities scheduted for that day. Further
ohservation, on 11/17/11 at 2:35 PM, revealed the
tesident was in hisfer room while the facllity had
& music activity In progress.

Interview, on 11/17/11 al 2140 PM, with Ceriitied
Nursing Assistant (CNA} #11, regarding the
resicent participating In the muslo activity,
revealed she did not ask the resident if sha
wanted o attend the activity. Whan asked about
Resident #10 attending activities, CNA # 11

activity @ month. When asked how the resident
spent his/her days, CNA #11 stated the reaident
lgoked auit the window, talked to his/her dall and

REFICIENGY)

F 282
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F 282 | Continued From page 13 F 282

with CNA's when in the rootn for care.

Interview, o 11/18/11 at 2:10 PM, with CNA #12,
who cared for Resldent #10, regarding actlvities,
revealed the CNA was not aware the resident
attended any religious services of listened to
mugic. In addition, the resident did not attend alot
of group activities.

interview, oh 11/18/11 at 2:20 PM, with the
Activities Assistant (AA), revealed it had bean

-| awhile since Resldent #10 attended group.
gctivities and new mosi aclivities for him/her were
individualized in his/her room. After review of
Reaidant #10's aotivity log for Ootobar 2011 and
Movember 2011, the AA revealed the facllity was
not meeting the activity needs of the resident or
following the care plan to provide one to one
activities weakly.

F 8323 | 488.26(h) FREE OF ACCIDENT F 323

&5-E | HAZARDES/SUPERVISION/DEVICES ¥323
The facility must ensure that the reaident 1. Chemical found in unlocked
anviranment remains as fres of accident hazards cabinet on Hall 1 was removed on
as is possible; and each resident receives 11/15/2011 bv Director of N
adequate supervision and assistance devices to y Director of Nursing
prevent accidents. Services.

2. Rounds of the facility were
coinpleied on 11«15«11 by the
Director of Nutsing Services to

datermine if all chemicals were
NT :

g’hls HEQUIHEME is not met as evidenced stored appropeiately. No other
Bassd on ohservation, interview, and review of CONGEny wore id‘mﬁﬁed-

the Material Safety Data Sheet (MSDS), it was .

determined the facility failed to ensura thal the i

environment remains as free of accident hazards

FORM OMB-2HA7(02-6B) Previoua Varslona Obeoluto Evant 10: FRYSTY Faallly [&r 100642 i continuation sheet Pags 14 of 88
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CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0958-03%1
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUSTION {%3) DATE SLIRVEY
AND PLAN OF CORRECTION IOENTIFIGATION NUMBER: i} COMPLETED
A BUILDING O
185170 & WiNG . HAS201
NAME OF PROVIDER QR SUFPPLIER ) STREET ADDRESS, OITY, ETATE, ZW CODE )
: 1040 US 127 S8OUTH
BRADFORD SQUARE CARE AND REHABILITATION CENTER PRANKFORT, KY 40801
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES Ip PROVIDEF'S MLAN OF CORREGYICN 08)
PREFX (EAGH DERILIENGY WLST BE PRECEDED BY FULL PREFIX {EACH CORABCTIVE ACTION SHOLLD BB COMLEMON
Tag REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TG THE AFPROPWIATE bave
, DEFIGENOY) -
F 323 Gomnnugleram page 14 ‘ F 323 3. Nutsing staff have been re-
&g is possible. The general bathraam on the 100 ducated rexarding the prevention
Uit had an unlocked cabinet which contalned a edueated regarding the prove
chetnicat ascessibie to residents. of aocidentsfincidents mchlldmg
' chemical storage as of 12/12/11 by
The findings include: the Assistant Director of Nursing
Services.
Ohbservation on Initlal tour, on 11/15/11 at 10:00
AM, revealed an unlocked cabinet in the genaral o Fariliiv 1
batfwoom on the 100 Hall contalning 2 bottle of 4. Ansuditof o faailiy 10
"Enzymatlc #502 Foul Odor Digester" which detormine thut measures to .
stated "Keap out of the reach of Children", _ actidents/incidents incloding the
Imerview with Licansed Practical Nurse (LPN) #2 appropriate storage of chemicals
at that time revealed there should not have baan will be completed 3 (imes pex
any chamioals I the unlecked cabinet. weok x2 months and then weekly
ither the Director of
Interview, on 11/16/11 at 4:10 PM and 11/18/11 at X o b e otor of
£:30 AM, with the Director af Nursing (DON), SIS Uit Managers. A
revealad the Unit Managers were to audit delly for Nusing or Uit & anag.!au o
proper storage of chemicals and materials which sumrnary of ﬁndmg,s1w1 L
should not be acceselble to residents. Further - submitted to ihe Perfonmance
intarviaw revealsd there were wandaring improveinent Commiites by the
residents on the hall. Director of Nursing Services for
Raview of the Material Safely Data Shest i.m:ther rev:jm;‘\;:#;i
(MSDS), revealed Enzymaetic Foul Odor Digester TECOMMENAALIGHS.
#6502 was a health hazerd if ihe eye or skin were o 12122111
exposed. Further review, reveated emergency 5. Date of compietion:
and first alte procedures: eves- flush Immediately
with water for at least fiftaen (15) minutes and call
a Physialan, skin- wash thoroughly with soap and
water and remove contarninated clothing,
ingestion- drink large quantities aof water or milk
and call 8 Physician, Inhalatlon- remove exposed
person to alr and teat immediataly. :
F azn| 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
55=D | NEED&

The facility must. ensure that residents recelve

FORM CME-2597(02-48) Provious Yaralons Obuyclato
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F 328 | Continued From page 15 E 328

proper treatment and care for the following
special services:

Injeations;

Paranteral and enteral fluids;

Colostomy, ureterastomy, or llaostomy care,
Tracheostomy care;

Tracheal suctioning;

Respiratory care,

Foot care; and

Prostheses.

Thia REQUIREMENT 1 not met as evidenced
by:
Based on observatlon, interviews and recotd -
reviews it wae daterminad that the facility failed to
ensura propet raspiratory cere for one (1) of
thirteen (13) sample residents, (Resident 13).

The findings ipclude:

Racord Review reveated that Resident #13 was
admitted to the facllity an 7/16/07 with diagnoses
of Chronie Alrway and [ntestinal Obstruction.
Review of the Physiclan Orders, dated 11/11,
ravealed an ordsr far oxygen at 2 itters via nasal
cannula PRN (as neadad).

Ohsarvation, on 11/18/11 at &30 AM, revealad
Resident #13 with oxygen per nasal cannula on
hisfher jorehead. Also, the axygen concentrator
wae sat at gix (6) liters.

Interviews with State Registerad Nurse Agsistant
(SRNA) #7 stated she was not aware that the
oxygen cannula was hot In Resident #13 nose,

Fazs

I. The oxygen tubing for resident
#13 was applied to her nares and
oxygen placed at 2 liters, a re-
assessiment was completed and no
change of condition was identified
on 11/18/11 and physician notified
by a licensed nurse,

2. Residents with current oxygen
orders were reviewed on 11/18/11
by Ditector of Nursing Services

for proper application. and
appropriaie setting of
concentrators. No other concerns
were identified.

3, Nursing staff have been re-
educated to providing proper
treatment and care of residents
with special services and included
applying oxygen to the nares as
well as providing the correct liters
of oxygen as ardered as of
12/12/11 by the Assistant Director
of Nyrsing Services.

FORM CME-2867(02-40) Pravious Varalons Obaclats
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NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIP CODE
1040 UB 127 8OUTH
EIITIAF*FDHD SQUARE cAIfIE AND REHABILITATION CENTER FRANKE om_’ KY 40601
%) ID SUMMARY BTATEMENT QF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (%6}
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F 328 | Continued From page 16 Faze| 4 Current residents with -
~ | interview with License Practical Nurse (LPN) #4 respiratory care needs will by
revealed the oxygen concentrator should be set reviswed by Director of Nursing
at 2 liters. LPN #4 stated the oxygen was - Services, the Assistant Dlructqr.oi
checked betwaan 8:30 AM and 2:00 AM and it MNursing Services and or the Unit
g?fe z:; 2 lers, and she did not know how it got to Manager for proper appﬁcaﬁon
i : . . . .
. kel san setting five
F 871 483'35&) F%OE; Flgé':# RE, v F87 z'ilr?e:?wy:e{: ;or 1 ﬁmmh then
= VE - BANITA n ’
858<E | STORE/PREPARE/ ANITAR weekly for 1 month, then monthly
The facility must - _ times one month. A summary of
(1) Procure food from sources approved or findings will be reported to the
aonsidered satisfactory by Federal, State or local Performance finprovemeit
authatitiés; and Committes monthly x3 months for
{2) Store, propare, distrlbute and serve fond further review and
under ganitary conditlans . -
recommendation.
3. Daie of completion 12422111

" | store, prepare, distribute and serve food under

Kitchen.

This REQUIREMENT is not met as evidenced
by '

Based on obaervaiion, interview and record
raview, it was detarmined the facility failed to

sanliary conditions. Qbservations on 11/15/11
durlng supper preparation and service revealad,
the cook put a cheese sandwich an the grill
without gloves and put food in the grinder,
adjusted plasses, removed food from grinder and
returned to garving trays, Observation on
11/16/M1, revealed the delivety driver was not
wearing a halr restraint while walking through the
kitchen to deliver fodd to the storage areas In

The findings include:

FORM CM5-268H{02-040) Pravious Versions Obsalela

Event T FHYEI1

Faclity ID: 100342
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FORM APPROVED

OMB NO. 082R-0391

| separate Kitchen Infection control policy; uses

‘| sandwich an the grilt. Further observation at 5:15

| revealad delivery drivers never wore hair coveting

Review of the facllity's poliey revealed: no

facllity general infaction gontrel policy titled
"Infection Cantral Pragram", dated 01/08.

Interview, on 1147111 at 10:30 AM, with the.
Direetor of Nursing {(DON), revealed the fagility
did not have a separate Dletary Departmant
Infaction Canirol palicy., She further stated tha
Dietary Department usad tha faaliity Infection
Control policy, of which sha oversaw the overall
Infection Control Program.

Observations, on 11/15/11 at 4:35 PM, revaaiad
Cook #3 used her bare hands to place a chease

PM, revealed Gook #3 placed food in the grinder,
adjusted glasses, removed faod from the grinder
and cantinued to sarve the supper meal.

Inferview with Cook #3, on 11/15/11 at 4:30 PMm,
ravealad she knew she should have warn gloves
for infection control. Further interview with Cook
#3 at 5:20 PM, revealed sha was unaware she
had touched her glasses.

Observatlons, on 11/16/11 at 11:20 AM, revesled
food delivery persen (pulled bask shouldar length
halt) ta dgliver faod to kitchen areas withcut
wearing & halr covaring. The storage areas (dry
goads and rafrigeratar and freezer) were behind
the conking/serving area of the kitchen.

Interview, on 131/619 at 11:25 AM, with Cook #2,
when making deliverlas.

Intarview with the Dietary Manager (DM}, an

F3in

I, On 11/16/11, the driver was
educated by the Diatary Manager
and inmediately put a hair net on
to complete the delivery process.

Dietary Manager 11/17/11 on
proper glove use and hand
washing. Signage was placed at
the kitchen door entrance by the
Dietary Manager on 11/17/11 to
alert delivery drivers to wear hair
nets.

2. The facility recognizes all
residents benefit from proper
sanifary conditions to include hand
washing, wearing gloves and the
use of hairnets in the dietary
departiment.

3, The Dieticien and Dhetary
Manager re-educated dietary staff
on our use of Kentucky current
food code and facility policy and
procedures relating to proper glove
nse, hand washing, infection
control, and properly restraining
hair in all areas of the kitchen as of
12/13/11.

STATEMENT OF DEFICIENCIES (%1 PROVIDERASURPLIER/GLYIA (%2} MILTIFLE CONETRUGTION {X3) DATE SURVEY
ANB FLAN OF COHRECTION IBBMTIRICATION NUMBER:. - COMPLETED
. A, BUILDING
B, WING :
. : 186170 11/78/2011
NAME OF PROVIDER GR SUPFLIER STREET ADDRESS, OITY, BTATE, ZIP COOE
: 1040 US 127 5QUTH
B SQUARE GARE AND REHABILITATION CENTER
RADFORD SQ FRANKEQRT, KY 40601
1. payio SUMMARY STATEMENT OF DEFICIENCIEE - [ PROVIDER'S PLAN QF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PAECEDED BY FLILL . PREFIX {EACH CORRECTIVE AQTION BHQULD BE, COMPLETION
TAG REQULATORY OH LSC IDENTIFY.ING INFORMATION) TAG CHOSS-FEFERENQED TO THE APPROPRIATE DATE
DEFICIENGY)
F 371 | Gontinued Fram page 17 F 371

FORK CME-2687{02/80) Previous Verﬂlqns Dbeolele

Event ID:FHYBT
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FORM APPROVED

OMB NO. 0938-0391

The faslity must employ or obtaln the services of

| repards are in order and that an account of all

| rermanently affixed compariments for storege of

a licensed pharmacist who establishes & system
of records of recelpt and disposition of all
controfled drugs in suffieient detail to enable an
accUrate raconclllation: and datermines thai drug

controfled drugs is malntained and perlodically
reconciled.

Drugs and binlogioals used in the fagility must be
jabaled In accordance with currently accepted
protessional principlas, and inalude the
appropriate accessory and cautionary
inettuctions, and the expiration date when
applicable,

In aceordance with State and Federal laws, the
facility must etore all drugs and biologicals in
ingked compartmsnts under proper temperatura
controis, and permit only authorized persannel o
have access to the keys.

The faciiity must provide separetely looked,

cantrolled drugs listed In Schedule Il of the
Comptehensive Drug Ahuse Frevention and
Control Act of 1978 and other drugs subject to
ablse, excapt when the facillly uses single unit

STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY" .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING _
c
185170 - WiNG 11/18/2011
NAME R PROVIDER OR SUPPLIER STREET ADDRESR, OITY, STATE, ZIP CODE
1040 UB 127 BOUTH
BRADFORD SQUARE CARE AND REHABILITATION CENTER  PRANKFORT, KY 40501
) 10 SUMMARY STAYEMENT OF DEFICIENGIES D FROVIGINS PLAN OF CORRECTION (KE)
ERERIX EACH DEFICIENGY MUJST BE-PRECEDED BY FULL PREFIX {FACH CORRECTIVE AOTION BHOULD BE GOMAETION
TG EGULATORY QR LEC IDENTIIPYING INFORMATION) TAG CROBS-REFERENGED TO THE ARFFIOPRIATE DATE
- DEFICIENGY)
F 871 | Continued From page 18 Fgz| 4+ Dietician/Dietary Manager
' 111611 at 11:30 AM, revedled the delivery ' and/or Administrator will conduct
dgrivers always wore & hair covering when making audits of the kitchen for sanitary
“deliveries, practices three times/week for
) four weeks thea monthly times
avary v tovanled he ocgasionally wore @ two month. Findings will be
subini
hair covering when he made deliveries, T mf:;i;’fg Performance
F 431 | 483.60(b), {d), (e) DRUG RECORDS, F 437 ump o ‘ompmittee monthly
$8=£ | LABEL/STORE DRUGS & BIOLOQICALS e8 three manths for review and

recomnendations.

5.Date of compliance:

FORM CYMS-25u7{02-90) Previous Varslons Obsoluto Evant ID: FHYETI

Fuclity ID: 100542
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ETATEMENT QF DEFICIENTIES {¥1} PROVIDER/SUPPLIER/CLIA
ARND RLAN OF CORREGTION IDENTIFIGATION NUMIER:
185170

FORM APPROVED
. OMB NO. 0938-0391
{X2) MULTIFLE CONSTRUGCTION {¥4) DATE SURVEY
COMPLETED
A BULDING o
B wia 11H8/2011_

NAME OF PROVIDER OR BUPPLIER

BRADBFORD SQUARE CARE AND REHABILITATION CENTER

STHEET ADDHESS, CITY, S1ATE, ZIP CODE
1040 Us 127 SOQUTH
FRANKFORT, KY 40607

‘facility should ensure thal drugs and blologicals

package drug distribution systamna in which-the

quantily stored is minimal and a miasing dose can|

be readily detacted,

This REQUIREMENT is hot met as evidenced
by

gasad an obsarvation, interview, record review
and raviaw of the facllity's policy it was
determined the facllity falled to ensure the safe
and secure storage of drugs and biologicals In the
medication raoms. Observation of Hall 300
Medication Roam revealad food storsd with
medication, cleaning supplies stored In
medieation ronm, guction equipment/supplies
stored on the floor and expirad cullure/spacimen
coligetion tubes In the cahinets. Also obaervation
of the Hall 200 Medication Room. reveated
madication logs which indicated medication failed
to ba stored at tamperatures to praserve their
integrity. .

The findings in¢lude:

Review of the facilily polioy, *5.8 Storage and
Expiration Datirig of Drugs, Biologicals, Syringes
and Needles", effective date 12/01/07, statad the

are glored in an orderly manner in cabinets. The
policy also stated that food is not to ba stored in
the genaral storage areas where drugs and
biclogicals are storad. In additlon the policy states
the facility should ensure that drugs and
biologleals are storad at thelr appropriale
temparatures - Refrigeration: thirty-six (36) to
forty-six (46) degrees Faronheit. Facility
personnel should ingpect nursing siatlon storage

Director of Nursing Services, _..

X4 1o SUMMARY STATEMENT OF DEFICIENGIES [[2] PROVIDER'S PLAN OF CORRECTION (%8)
FREFIX (EACH BEFICIENCY MUST BE PRECENED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMFLETION
TAQ REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-AEFERENAED TO THE ARFROPRIATE DATE
DEFICIENCY)
F 431 | Continyed From page 19 F431] F431

1. Medication Rooms were cleared
of all food, objeots on floor and
items on top shelf removed,
cleaning supplies removed,
expired lab supplies removed,
cardio case was removed,
11/15/11 by Unit
Managen/Asgistant Divector of
Nursing, and Director of Nwsing,
Medications were removed and
digcarded trom the refrigerator on
12/16/11 by the Director of
Nursing Services.

2. An audit of the facility was
completed on 11-15-11 by Unit
Munagers, Assistaut Director of
Nuorsing, and Director of Nursing
to determine that drups and
biologicals are stored
appropriately. Additional items
were identified on 11/15/1.1 by the
Director of Nursing and removed.
Revised Medication Refrigerator
Temperature Logs were instituted
on 12/01/11 to include
recommended temperature ranges
for medication storage by the

FORM CMS-2657(02-69) Pravinua Verslong Obaolute

Event (D: FHY571

Facily ID; 100542
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STAYEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
ARD PLAN OF COMRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
’ ‘ C
185170 5. Wina ~ /182011
NAME OF PROVIDER DR SUPPLIER BTREET ADDRESS, CITY, STAVE, ZIi* CODE s
: 1049 US 127 SOUTH
BRADFORD SQUARE QAHE AND REHABIL/TATION GENTER FRANKFORT, KY 40601
o4 1B . SAMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION k)
PREFN . {EACH DEFICIENGY MUST BE PAECEDER BY FULL PREFIX (EACH CORREOTIVE ADTION 8HOULD BE COMPLETION
TAG HEAULATORY OR LBO IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED T THE ARPROPRIATE naTE
_ DEFICIENCY)

F 431 | Continued Fiom page 20 F 431 \ .
areas for proper storage compliance on a 3. ‘E‘ducauoq was pr?“.ded to .
regularly schaduled basis. o 'ﬁ:i]{‘s"g ng sing b:zif tegarding

_ cation Room storage,
Observation of the Hall 300 Medication Raom, on raintaining, 8inch clearance,
1171511 at 4:15 PM, revealad a bag of disposing of expired supplies,
individually packaged Krispy Kremae caokie recording refiigerator temps as of
.| wafera stored In the cabinat and packets at cotfes 12/15711 by the Assistant Director
craamer stored In & hox wilh aleahol pads, £ Nursi _y o
Disposable wound measuring guldes wera stored of Nursing Services.
on the top shelf whigh did not provide eighteen S
(18) Inch clearance. Cleaning supplies ware 4.The Medication rooms and
storad on varlous shelves In the medication temperature logs will be audited to
EC‘IJPPW TOD;“ ; "Smart_slirgﬁafgdKltm‘?n ?ndfaig " determine safe and secure storage
paner’, a commarcial brand product and & 3- T : : :

Quart Disinfectant claansr labsled "Laundry* was E}I drugs mgl. ,lm:logli.aﬁ by If'“t
posttioned horzontally on a shelf and dripping anager, Director ol Nutag
fiuid from the spoutinozzle. Amilk crate type Services, and or the Assistant
aontainer was located on the floo of the Director of Narsing Services
medication room. Inside the milk crate container Jx/week x 2 months, then weekly
wers unused "sharps containers" and unused - % 2 months. Results will be
rezors. / A facl"tlv clagins rtarodumh "Foul Ddog submitted to the Performance
Digaster”, was located on top on the razors. . o o
cardboard box labeled "Vacuum Via System ]fmf" ovement dt‘.f?mmtflee monthly
7-Day KIt* was locatad directly on the floor of the or review and further
medication roam. A cardboard box labeled recormmendation
'‘Bordered Gauze" was on the shalf and noted to 12/22/11
contaln three (3) ayringes and three artificlal 5. Date of completion:
roses; Further ohaervation revealed expired
culture and specimen coflsotion tubes/contalners —-—
Including threa (3) Papa Palk collection contalners
with expivation dates of (©/2010, four (4) Protocol
Culture and Sensitivity Madium collection
catitainers with expiration dates of 02/2011, and
Vacu-tainer wubes with expiration dates of
04/2010, 05/2010 and 03/2011. Agray storage
box approximately twelve (12) by ten (10) by
three (3) labeled "Cardio Cage” was located on
the shelf and identifled as belonging to a resident

FORAM CMS-2564(02-88) Pravious Varslone Chanlels

Event ID: FHYB1Y

Fuelity I 100548
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OMB NO. 0988-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(1) PAOVIDER/SUPPLIEFVCLIA
* 7 INENTIFICATION NUMBER:

185170

{X2} MULTIPLE CONGTRUGTION
A BUILDING

B. WING

{%3) DATE BURVEY
COMPLETED

c
11Aa8/2011

NAME OF PRVIDER OR SUPPLIER
ARADEORD SQUARE GAHE AND REHABILITATION CENTER

. 1040 US127 SQUTH
- FRANKFORT, KY 40601

STREET AGDRESS, CITY, STATE, 2P OODE

(X4) ID
PREFLX
TAG

~ SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFORMATICH)

PROVIDER'S FLAN OF CORRECTION (¥6) -

D
PREFIX (FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG DATE

OROSS-REFEAENGED TO THE APPROPRIATE
DEFIGIENGY)

F 431

Continued From page 21
that no langer lived at the facility. -

interview with Licensed Praotival Nurse (LPN) #6,
on 114 7M1 at 2:40 PM, revealed nursing was
responsibie for cleaning the Madication Room
and checking for outdated supplies and
medications. Continust intarview with the Uinit
Coardinator an 11/17/11 at 5:15 PM, revealed the
tacility tailed to ensure the supplies and
Medication Reom ware in order. She further
stated food and non-mediecal supplies should
never be stored in the Madication Room,

Iriterview with the Housekeeping Supervisor, an
11/18/11 at 10:40 AM, revealsd the cieaning
supplies were not 10 be stored in the Medicatlon
Room. He furiher.revealed ne Material Safety
Date Shests (MBDS) were kept on file for the
nan-industrial cleaners such as the "Smart
Simple Kitchen and Bath Cleaner".

Rocord review of the Hedl 200 Medication Hoom
Temperature Loge tevealed the temperaiure on
the Ootaber 2011 to be below the facllity policy
temperature of thirty-six (36) degress Farenheit
on five separate dates. The temperature o
10/04/11 and 10/05/11 was recarded as two (2),
an 10/18/11 the recorded termperature was
twenty-eight (28) degraes and recorded as
thirly-bwo (32) degrees and hoth 10/26/11 and
10/28/17.

Record review of the facllity's Refrigeration
Checkilst (log sheet) revealad only the upper limit
of the temperature range - "Temp must be :
maintained at or below 41 degraes’.

Interview with Licensed Practical Nurse (LPN) #6, |

F 431

FORM GM3-2sa7(02/89) Provious Vamlons Qbeolais . Event ID:FHYET!

Fugllity ID: 100542
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CENTERS FOR MERICARE & MEDICAID SERVICES : " OMB NO. 0938-0391
' | GTATEMENT OF DEFICIENCIES {41y PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUCTION {X3) DATE SLIAVEY
AND PLAN OF CORRECTION IBENTIFIDATION NUMBER: _ COMPLETED
. A, BUILBING
C
B, WING - '
. . 186170 11/18/2011
NAME QFF PROVIDER OR SUPRLIER BTREET AUDRESS, CITY, STATE, ZIP CODE
i 1040 U 127 SQUTH
HBRADFORD SOUARE CARE AND REHABILITAT CENTER
. IoN FRANKFORT, KY 40601
(Xd) ID 'SUMMARY BTATEMENT OF DEFICIENGIES ™) PROVIDERS PLAN OF GORABCTION {5)
PREEX {EACH DEFIQIENCY MUST BE PRECEDED BY FULL PREF (EAGH CORRECTIVE ACTION SHOULD BE COMPLEYION -
TAG HEGULATORY OR LAG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 'TO THE APPROPHIATE DATE
: DEFICIENGY)
F 431 | Continued From page 22 F 431

on 11/18/41 at 10:30 AM, revealsd it was the
reaponsibility of the midnight shilt to chack
refrigerator femperatures.

Interview with LPN #7, on 11/18/1 at 1:40 PM,
revéaied on oceasion she had checked the
temparature of the medication refrigerator.
However, further interview revaaied she could not
state the acceptable temperature range and
acknowiedged she had recorded a temparature
of below thirly-six (36) dégrees Farenhelt.

Interview with the Unit Maneger, on 11/18/11 at
2:40 PM, revealed the temparature should be
between thirly-six (36) and farty-gix (46) dogrees
for the medication refrigerator. However, further
intarview revealed she could not recall when the
staff was inserviced regarding the acceptable
temperature range stated In the facjiity policy. In
addition, she could not previde evidence that the
log sheets were manitored for exceptions to the
required tampsratures or evidenos measures

| ware taken to ensure the intagrity of the
maedicailons were preservad when unaccaptable
temparaiures were racorded.

F 441 | 483.66 INFECTION CONTROL, PREVENT F 441
s | SPREAD, LINENS

The facility must establish ahd maintain an
infection Control Program designed Yo provide a
gafe, sanitary and comtoriable environment and
{o halyy prevent the developmeant and iransmissian
of disease and infectian.

{a) Intectlon Cantrol Program

The facllity must establish an Infection Control
Program under whioh it -

1(1) Investigates, contrals, and pravents infections

FOIRM OME-2507(02-68) Pravious Vorslons Chaclata Event ID: FHYB11 Faclity ity 100542 If gentinualion shaet Page 23 of 38
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S'I'ATEMENT OF DIEFICIENGIES 1) PF(OVIDEWSUF’FLIEWCLIA (X2} MULTIPLE CONSTAUCTION (Xd) DATE SURVEY
AND PLAN DF COHREQTION IDENTIFICATION NUMBER: COMBRLETED
' : A BUILDING
C
185170 B. WING

MAME OF PROVIDER OR SUFFLIER

BHADFORD SQUARE CARE AND REHAEILITATION CENTER

- 117182011
STREET ADAESS, CITY, STATE, 2P GOUE ' ‘
104018 127 SOUTH
FAANKFORT, KY 40801

{4y D

PROVIDER'S PLAN OF CORRECTION

SUMMARY STATEMENT OF DEFIGIENDIES I {%4)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFR {EAGH CORRECTIVE AGTION SHOLLD 8E COMPLETION
TAG REGULATORY GA LEG IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APFROPRIATE DATE
. : . DEFIGIENDY)
F 441 | Continuad From page 23 F 441 Fd41

 should ba applied to an individual resident; and

' diroot comtact will transmit the disease.

in the facility,
(2) Decides what procedures, such as isolation,

{8) Malntains & record of incidents and correclive
actions related to infections.

(b} Preventing Spread of Infaction

{1) When the Infection Control Program
determines that a resident needs isolaton 1o
pravent the spread of Infection, the facility must
isolaie the racldent.

{2) The facility must prohibit employeos with a
communicable diseass or Infected skin lesions
from direct corniact with residents or thelr food, If

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

{c) Linens

Personnal must handls, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT Is not met as evidenced
by
Based on observation, interview, and record
reviow, it was determined the taditity failed to
establlsh and maintain an [nfestion Gentrol
Program designed to provide a safe, sanitary,

and comfortable enviranment, and to help prevent
the development and transmission of diseass and
Infertion for one (1) of iwenty (20) sampled
residents, (Resident #2) and one (1) unsampled

1.5oiled linen caris were removed
from being in front of the waghing
inachine and from the clean side of
the laundry room on 11/18/11 by
Yaundry staff. The bed linens were
changed for resident #2 by the
Licensed nurse on L1/18/11.
Nursing staff éducation was
initiated on 12/1/11 and
completed 12/12/11 by the
Assigtant Director of Nursing
regarding Infection Conirol
Practices, including proper
disposal of sviled linens duxing
resident care procedures, and hand
washing during meal service.

FoM OMB-2667{08-09) Previgus Vurelons Obaolule

Evont ID: FHY511

Fagliity fb: 160642
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CENTERS FOR MEDIGARE & MEDICAID SERVICES : OMB NO. 0938-0351
STATEMENT OF DEFIGIENCIRE [} PROVIDER/SUPRLIER/ICLIA (Xe) MULTIRLE CONSTAUCTION {X8) DATE SURVEY
AND PLAN OF CORRECTION * IDENTIFICATION NUMBER: . . COMPLETED
A, BUILDING &
C
B.WING,_ -
_ 185170 7 : 11/18/2019
NAME OF PROVIDER OF SUPPLIER ' BTAGET ADDAESS, cw?. STATE, ZIP ¢ODE .
1040 US 127 SQUTH
BRADFORD SQUARE CARE AND REHABILITATION CENTER .
_ - FRANKFORT, KY 40601
34 1D SUMMARY STATEMENT OF CEFICIENCES 2] . PROVIDER'S PLAN QF CORRECTION (e}
PREFMX | (EACH DEFIQIENGY MUST BE PRECEDED BY FULL | PHEFIX (EACH CORAEGTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LG IDENTIFYING INFORMATION) TAG GROGS-REFERENCQED TO YHE APEROFRTE LarE -
: . : DPEFICIENGY) -
i 441 | Continued From page 24 o T F441

2. KR Assocaates Contvacior

rasident (Unsampled Resident B). asessod the laundsy area for

During meal service, staff was abserved to pick : siyuctural changes to accommodate
up tissues off the floor, wipe the floor with the separate soiled/clean laundry areas
tissu@s, and without washing or sanifizing hands, in the laundry room on 12-15-11. A
pracesd to set up Unsampled Resident B's meat bid was accepted by the center on
tray. ' 12-16-11 and construction to be
Observation of perineal-care/wound care, complete by 2-15-12. Roiintds wefo
revealed siaff placed solled linena on Rasident #2 | completed by the Director of
bed. Nursing Services and Assistant
Director of Nwrsing on 12/15/11 to
Adgiitionally, obsarvation of the laundry roam identify other Infection Control

reveatsd dirty linen tubs ware parked in front of
the washing machine. Alsv, thers was a dirty
laundry bin parked on the clean side of the

Practice concerns with no other
issues identified. Soiled linens caris

laundry room with clean garments hanging above are being stored by mursing,
the bin. housekecping and laundry staff in

. : the soiled utility room effective
The findings include: 12/15/11

3 ing assistants, have been re-
1. Observation during meal service oh the 100 » Nursing assiy

Hall, on 11/15/1 &l B:18 PM, revealed Certified educated to Standard P}ec?uuom.,
Nursing Assistant (CNA) #12 pleked up a wad of Infection Control practices.
tigsues off the floor; then proceeded {o wipe the including hond washing and

floar with the tlssues. She then took a tiesue out _ digposal of soiled linens by the

of the box on the beds/da table and wipsd her - Assistant Director of Nursing
‘hands with the tissus, The CNA then proceeded Services as of 12/12/11, Leundty

1o set up Unsamplad B's meal tray. There was i .
no evidence the CNA washed or sanitized her and housckeyping, staff were ro-

ands after picking up the dirty issues and wipin | educated on infection conirol
?he fioor. pieiing ke : pind practices to include starage of

soiled linen carts on 12/16/11 by the
Interview, on 11/15/11 at 6:20 PM, with the CNA
revealed she had wiped har hands with a clean

| tissie; howevar, shoukd have washed or ganitized.
her hands prior to seiting up the resident's meal
tray.

FORM GMS-2567(02-09) Proviaus Varslons Obaaleto Event ID: PHYET1- Fanlllly [ 1906432 . i continuatian shest Page 26 ol 38
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STATEMENT OF DEFICIGNGIES (x1) PROVIDER/SUPFLIER/CLIA {2} MULTIPLE CONBTRUCTION (3) DATE BURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
! A, BUILDING
¥
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185170 - 11/18/2011
MAME OF PROVIDER OR SUFPLIER o ATREET ADLAESS, GITY, STATE, ZI CODE
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TAG REGULATORY OR LSG INENTIFYING INFORMATIGN) TAG CROSSAEFEMENGED 7O THE APPAOPRIATE DATE
_ DEFICIENGY)
F 441 | Cantinued From page 25 F 441

2. Observation, on 11/18/11 at 11:00 AM, of the
jaundry room revealed the solled laundry bine
were brought throligh the hall dobrs and the _
solled clothes were emptied Into the sofled gray
laundry tubs which were

parked in front of Ihe washers. Further
observation revealed a soilad laundry bin was
parked an the clean side of the faundry room
under a rack of clean garments.

Interview, on 11/19/11 at 12:30 PM, with the
Environmental Serviges Director, revealed there
was concerns with a Jack of space in the laundry
roorm. He stated there was no place to store the
soiled ldundry bins or soiled gray laundry tubs
and the solled gray laundry tubs were always
parked in front of the washing machine. Further
interview revealed the soiled laundry bins should
not be stored on the clean side of the laundry
room: however, thare was no other space in
which to store them. He stated this could be an
infection control issue which could affect ell the
tezidents.

3. Observation, on 11/16/11 at ;25 AM, during
perineal care/wound care revealsd CNA #1 place
golled linens on Resident #2 bed with Resldent #2

| lving In bed.

interview, on 11/16/11 at &30 AM, with CNA#1
revealed she should have placed linens diractly
Inte plastio bag.

intetview, on 111&/11 at 5:35 AM, with
Registerad Nurse (RN) #3, who was performing
wound care, revealed CNA #1 should have
placed solled linens directly info plastic bag.

Asgistant Director of MNursing
Services.

4. Meal Service audits and Infection
_ Control practice audits to be
completed to determine infection
control practices are followed by the
Director of Nussing Services, the
Asgistant Director of Nursing Service
3xfwk x 2months, then weekly x 1
months. The hougekeeping Supervisor
* will yomplete andits of the laundry
room to determine soiled inen corts
are stored appropriately Ixfweek x 2
months, then weekly %1 month. A
summary of findings will be
submitted o the Performance
improvement Comnittes monthty %3
monthe for further review and
- recommendation.

5. Date of completion:

12/22/11

FORM OMS-2887(02-98) Rravious Varskans Obsotate

Event ID;FHYG1

Fociily 101 100542

If continuation shest Page 26 of 39



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

PRINTED:. 12/06/2011
FORM APPROVEDR
OMB NO. 0938-0391

BRADFORI? SOUARE GARE AND REHABILITATION CENTER

ETATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLEERVGLIA (x2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
ANQ PLAN OF CORRETTION IDENTIFICATION NUMBER: : ' COMPLETED
A. BUILDING
c
B, WING -
186170 11/18/2011
NAME OF PROVIDER OR SUPPLIER - GTREET ADDRESS, CITY, STATE, 2P CODE

1040 US 127 SOUTH
FRANKFORT, KY 40801

X0 SUMMARY STATEMENT-OF DEFICIENCIES
PREFIX |. (EACH DEFISIENCY MUET BE PRECEDED BY FLLL
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D
PREFIX
TAG

FROVIDER'E PLAN OF CORRECTION ) (M)
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DEFICIENGY)

bags.

bag.

F 465 | 483.70(h
E ENVIRON

by:

F 441 | Continued From page 26

interview, on 11/17/11 at 10:05 AM, with Licensed
Practical Nurse (LPN) #1 revealed while
performing petineal care, soiled linens and briefs
should ba placed directly into separate plastic

intarview, on 1147/11 at 10:15 AM, with CNA #2
revealed the process to perform perineal care
would be to wash handg, put on gloves, bagin
cleaning from front to back, place solled linens
and briefs Into plastic bags.

Interview, on 11/17/11 at 10:24 AM, with CNA #3
ravealed staff should place dirty linens in & plastic

interview, on 11/17/41 at 11:35 AM, with GNA #4
revaaled all linans were 1o placed into bags.

g5k | SAFEFUNCTIONAL/SANITARY/COMFORTABL

The facliity must provide a safe, functional,
| santtary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT Is not met as evidenced

Based on ahaevation and interview, it was
detarmined the facility falled to ensure a safe,
functional, sanilary, and comforiable environmen
for residents, staff, and the public. :

Observation revealed looss hand raile in resldent
pathroams, atains on the cellings In the corrldors
and resident rooms and bathreoms, pesling paint

£ a4

F 465

F465

1. The Maintenance Director
repaired the following items by

the hall 100 corridor was
repainted. The blinds were
replaced in the women’s hathroom.
Rim 211 electrical outlet was

repainted, wall by sink repaired

11/25/11; stains on the ceiling in

repaired. Rm 209 drosser was

FORM CMS-REE7(02-85) Pravious Vatslohe Obsolele Evant i FHYS11
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F 465 | Continuad From page 27 F 465! mnd painted. Rim 312 tiles around
fram wall heaters and chest of drawers In the toilet were cleaned and hand
resident rooms, miseing tles from resident rail tightened. Rin 301 wall heater
bathraoms, and wash pans left in bathroam scraped and painted, hand rail
Hoors. tightened, wash pan discarded and

ings i : floor vents in bathroom cleaned.
The findings inalude; Ren 310 ceiling, wall heater nd
Observation during environmental tour, on dresser painted. The toilet hand
| 11/18/11 at 10:00 AM and 5:00 PM, revealed: .rail wag replaced and the ceiling
. N wonnd the bathroom vent was
100 Hall- brown stains on the cellings in the peinted, Rim 303 chest of drawers
g:nt'::ic?; maf\d bant blinds I the women's general painted and laose tile t epaited.
. Rin 309 chest of drawers painted.
" | 200 Hall- R 211-alactrical outiet with no covat, R 304 chest of drawers painted,
RM 208-dresser with peeling paint, general the ceiling around the bathroom
bathreom with a chipped caridor door and vent was painted. Rin 305 tile
missing paint and missing plester on the weil by avound door entrance repaired,
the sink. wall heator repainted. Rm 307
300 Hall- AM 312-brown substance beiween the wall by headboard a_rmmd the
tiles around the tollet and hand rall loose by the bathwoom door repainted. Rm 308
tollet; RM 301-wall heatsr with pesling palnt, toilet wall by door repainted Rm 412
hand rail loese, a wash gan on the floar, and chest of drawers was painted. Rm
dusiy floor vents in resident bathroom; Room 401 wash pan discarded. Rm 404
310-brown stain on the oeiling, pesling paint from wall by bathroom and wall heater
the wall heater, peealing paint from the dressar, imted. Rm 406 bathwoom
rusty bathroom toliet hand rail, chipped paint on fepainted. A v
the csiling around the vent In, the bathroom; RM ceiling repainted and tile around
303- chest of drawers with missing paint, and wall lathrooin door tepaired,
tile loese in the bathroam; RM 308- palnt chipped :
oft the chest of drawers; RM 304- missing palnt - 2. Audit of the facility will be
arnung the veiling \{canl: RM 3051 tile chipped condusted by the Maintenance
around the doar entrancs, paefing paint from the . , ,
wall heaters In the room and bathroom; BM 307- D;ri:ctotiby 1272 U;l' 1ssu;f noted
missing paint fram the wall by the headboard and will be documented on wo
araund the bathroom door; RM 308- chipped orders and completed as of
paint on the wal by the door. 12/30/11.
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SUMMARY STATEMENT OF DEFICIENCIES

(¥4) I B FROVIDER'G PLAN OF CORRECTION e
FREFIX (EAGH DEFICIENGY MUST BE FRECERIED BY FULL PREFIX (BASH CORRECTIVE ACTION SHOULD 8E GOMPLETHON
TAG AEQUEATORY QR LSO IDENTIFYING INFORMATION} TAl CROSS-REFERENGED TO THE APPROPHIATE DATE
DEFICIENCY)
. F 465 | Cantinuad Fram page 28 F 466 .
3. Malntenance Dirsctor will be re-
| 400 Hall- RM 412- paint missing from the wall sducated on 12/16/11 on providing
arourid the chest of drawers; Rt 401- wash pan a safe, functional, sanitary and
in the bathroom flaar; AM 404-paint migsing from comfortable environmend,
the wall by tha bathroom and pesling paint from :
the wall heater. RM 408- stain on the bathroom - 4. Maintenance Director and/or
E:ltlmg ;gddf;t;?r tile chipping araund the Administrator will conduct weekly
' _ andits to doteymine a safe,
Intarview, on 11/18/11 at 1:05 PM, with the functional, sanitary, and
Maintenance Director revealed he had been comfortable environment 18
warking at the fadlilty for & month and had no set msintained times 4 weeks, then
schadule &t that fime for painting and replacing monthly x 2 months, A summary
bathroom tiles. He acknowledged the wall of findings will be submitted to the
hesaters and chest of drawers In resident rooms fo " N
needed to be palnted and some files neaded to Performance lmprovemor d
be raplaced in the bathrooms, He further steted Commitiee for further review an
he had bean rapairing resldent rooms as ha recominendation,
received work ardars and.was constanily fixing 122211
doors and walls where the wheelchalrs had hit . 5, Date of complionce: .
them, Ha furiher stated he had tightehed soma
hand rails in resident bathrooms and was silll . e
making rounds. -
intatview, on 11/18/11 at &:30 AM, with the
Dirgctor of Nuraing revealed the wash pans
should be storad in resident drawers or closets
and not left an the floor.
F 518 | 483.75{)(2) RETENTION OF REGIDENT F B8
86=0 | CLINICAL RECORDS .
Clinical records must be retaingd for the pettad of
time requirad by state law; or five years from the
date of discharge when there Is nha requiremant in
Staie law; ar, $ar a minor, three years after a
residant reaches legal age under State law,
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F 515 | Continued From pags 28 F&15|" Fs1s

This REQUIREMENT s not met as evidenced
by:

gased on interviaw, record review and review of
the facllity's policy it was determinad the faciity
failed to ansure the clinical record was accuraiely
documented for two {2) of twanty (20) sampled
residents (Resident #3 and Resident #5).
Regitlant #8's Physician Orders and Medicatian
Adminigtration Reoard (MAR) did not refarence
the corract ralte for administration of medication.
Madications were ordered to ba givan by "enteral
tube” ({eeding ube) and the residen did not have
a fesding tube in place. Also Resident #6
sustained & fall an 11/06/11 and there was no
dooumented evidencs of follow-up charting in the
Interdigclplinary (IDT) Notes for three of nine
shifts per the facility policy.

The findings include;

1, The faciity admitted Resident #3 on 08/08/11
with diegnoses which included Protein-Caiorle
Malnutrition, Oral Phase Dysphagia, Sepsis and
Anemia. Reocord review of the Minlmum data Set
{MDS) Assessment, dated 08/16/11, ravaaled fhe
resident had a feeding ttbe in place on admission
to the taclity. However, further review of the
racord revealed the fesding tube was removad on
10/31/11.

Record roview of the November 2011 Physiclan's
Orders and the November 2011 Medioation
Adminiatration Record (MAR) revealed oral
medicetions with an ceder date prior to 11410/11
refloctad the route of administration to be via
*sriteral tube". :

Intetview with Llcensed Practical Nﬁrse (LPN) #3,

1. Physician orders for resident
#3 were corrected on 11/18/11 to
inctude the cormrect route of
delivery of medications by Unit
Manager.

2. Phygicians orders reviewed on
enrrent regidents Lo determine
documentation of accurate routt
of medication delivery on 11/30/11
by Director of Nursing Services.
A review of residents with falls
since Nov 1, 2011 was completed
as of 12/15/11 by Director of
Nuising to determine proper
documentation recorded. Htaft
edugation initiated to address any
concatns identificd,

3. Licensed Nursing Staff have
been re-educated regarding
retention of the clini¢al record and
including accuracy of the route of
medication deliver and post falt

- docunentation requirements by the
Agsistant Director of Nursing
Services as of 12/12/11,

FOAM CMS-2567(D2-88) Pravious Vasione Obsolale Evant [[:FHYS511
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FORM APPROVED .
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STATEMENT OF DEFICIENQIER (%1} FROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONBTRAUCTION (X3) DATE SURVEY
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: C
186170 B. WING 111812011
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(X4} ID SUMMARY STAIEMENT OF DEFICIENGIES D - PROVIDER'S PLAN OF CORRECTION {ia)
BRERR (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY QR LBC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TG THE APPROPRIATE ’ TAIE
. DEFIGIENGY)
F 616 | Conlinued From page 30 : F815; 4, New Physiciang orders of
an 11f1 7/11 8} &:1 0 PMBrﬁvagled the restdent no current residents will be rﬂ\ncwed
tonget had a feeding tube and had not realized fougs ates Aoy : ;
the MAR stil reflectsd the previous route "enteral for i d‘."_"’,‘.‘““"mg"“[;f
tubg' for the administiation of Resident #3's route of me ,1La1:mn by the Ine,ctgr
metiications. She further acknowladged she . of Nursing Services, the Assistant
should have goniacted the resident's Physlolan to Direotor of Nursing Sarvices and
change the route to reflect "arat” dose for the or the Unit Managers weekly x2
medk:atlons. - months, then monthly x1 months.
_— , The narsing notes for residents
Interview with the Murse Practifioner Involved in - . . N
the primary responsibility of Fiesidant #3's with falls will be reviewed woekly
medloal care, on 11/18/11 at 10:15 AM, revealed x8 weeks and then monthly x1
she wes aware medications ware being given month to determine that follow up
orally but had falled to make the written changs in documentation is completed by the
Fiesident #3's ordersto the reflect the change of Direclor of Nursing Services,
nglu‘ctatli?n alslmmlstratian route from "enteral Assistant direotor of Nursing or the
une” o “oral Uit Managors. A smmmary of
2, Review of the fadllity's policy, "Fall tlﬂ.d‘lﬂgs will be submitted to the
Management Frogram®, ravised 11/10, stated the Performance Improvereit
Post-Fall Dosumentation is completed for Comumittes monthly x3 months tor
seventy-two (72) hours following a fall. The policy review and further
further stated the llcensed nurse continues 1o recormmendation.
follaw the restdent every shifi for the fext
seventy-iwo (72) hours, documents findings and , . 12/22/11
esident condition in the Interdiscipiinary Progress 5. Date of conpletion:
Notes. '
Record review ravealed the facility admitted
Reasident #5 on 04/16/08 with diagnases which
included Difffculty Walking, Debitity and Mental
Retardation. Review of the Comprehengive Care
Plan Identified the resident to be at rizk for talls
reiated to: impairad balance, non-compliance of
mobility aide use, visual deficit, and decraased
safoly awareness. .
Becord review of the Interdisciplinary Progress
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F &16

F 520
55cF

‘commiltee meets at laast quartetly 1o identlfy

| develops and implements appropriate plans of

Continued From page 31

Notes, dated 11/06/11 at 6:30 PM, revealed
Rasident #5:sustained a fall witnessed by the
resident's roommala,

Record review of the Interdisciptinary Progress
Notes revealad no documented evidance of fall
up to the fall on 11/08/11 midnight shift or from
2:00 PM on 11/67/11 until 10:00 PM an 11/08/11.

Intarview with the Unit Caordinator, on 114741 &t
10:90 AM, revealed falls ware to be dodumented
in the Interdisclplinary Progreas Notes each shift
for spventy-two (72) hours. Futther interview
revealed no documented avidenca in Resldent
#5's medical racard to suppart the fall
documentation pollcy was followed.

483,75(0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A fadlity must maintain a quallty assessment and

assurance cammitiee consisting of the ditector of |
‘nursing sarvices; a physiclan designated by the
| facillty, and at least 3 other members of the

facility's staff. :
The quality assessment and assuranoe

issues with respect to which quallly assessment
and assurance activities are necessary, and

action to correct identified quality deficiencies.

AState or the Sroretary may not raguire
disclasure of the records of sUich commitiee
except insofar as such disclosure iz refated to the
comptiance of such committes with the

F 516

DERICIENGY)

1. Adminisirator was released from
Administvativa duties as of
Decemnber 1, 2011,

2. [nterim Administrator assumed
duties on 12/1/11.

FORM CMS-2EE7(02-88) Previous Vatalons Gbsalate Event |D; FHYEH
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{X2) MULTIPLE CONSTRUOTION

OMB NO. DB88-0351

failure to ensure accurate maintenance of clinioal
records.

The findings include:

1. Basad on obaervation, Interview, and record
reviaw, it was determined the facility failed fo
maintaln an effective infaction eontrol pragram in
order to prevent the development and
transmisgion of disease and Infection within tha
facility. This was a repeat daficlency for the
tacility which was cited 09/2/10 for daficlencias
relatad to staff failing to perfarm hend washing
belwaen resldonts during medication
adrministration.

5. Date of completion:

STATEMENT OF DEFIGIENCIES (X1) PROVIDERVSURPLIER/CLIA (¥3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIRIGATION NUMBER: COMPLETED
A, BUILOMNG
c
. 186170 B.WiNg 11/18/2011
NAME OF PROVIIRER OR SUPPLIER STHEET ADDHE.SS, GITY, 8TATE, ZIP CoDE
: 1040 U8 127 BOUTH '
E
BRADPFORD GOUARE QAH AND FIEHA_BII..I'I"ATIQN CENTER FRANKFORT, KY 40601
044) 15 SUMMARY STATEMENT OF DEFIIENGIES D PROVIDIER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE GOMPLEFION
TAG AEQULATORY OR L&G IDENTIRYING INFORMATION) . TAB CROSB-REFERENOED TO THE APPROPRIATE DATE
) DEFISIENCY) ;
F 520 | Gontinued Fram page 32 F 520
raduifaiments of this section, 3. Department Managers will be
i . . educated by the interim
Good faith atiemnpts by the commities to identily administrator on Performance
| and correct quality deflclencles will nat be used as Tmprovemsnt policies and
a basis for sanctlons. :
. procedures to inctude ‘
development and implementation
This REQUIREMENT s nat met ag evidenced of appropriate plans of action (0
by: . correct quality deficiencies by
Based on observation, interview, and record 12/21/11.
review, [t was determined the facility failed to
maintain a Quality Agsessment and Assurance
Program that developed and implemented 4. Performance mprovelne:}' tl
appropHate plans of astion 1o corract quality meetings will be held monthly
deflciencles. This was evidenced by repeated times 3 months and then quarterly.
deficiencies related to the facllity's fallure to Plans of corrections will be
ensure there was an affective infection control reviewed and evaluated by the
| pregram, failure to ensure the Comprehensive Pertormance lmprovement
Plan of Care was Implemented, fallure to ensure Commmittee for further
the resldent anvirenment remains as free of - datic
acoident hazards ae possitls, failure to ensure recormendafions,
proper storage of drugs and biologicals, and 12/22/11

FORM GMS-2687(02-85) Pravious Vemlons Obaolels
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F 520

four (4) weeks, then monthly for two (2) menthe.

Continuad From paga 33

Revlew of the facllity's Plan of Corraction, with a
compliance date of 10/22/10, revealed nursing
managemant would conduct insetvices for all
nursing statf on the infection controf policy and
procadures including general hand washing. The
tacility alleged Infection control rounds would be
completed by nursing manhagement waekly for

Observetions during this sutvay revaaled staff
was observed 1o pick up tissues off the flaor, wipe
the floor with the tissues, and without waghing or
sanit/zing hands, pracead to s&t up a resident's
meal fray.

Additianally, observation of the laundry room
ravealed dify Inen tubs ware parked In front of
the washing machine and thare was a dirty
Jaundry bit parked on the ctean sitle of the
laundry room with clean garmenis hanging above
ihe bin,

Interview on 19/18/11 at 8:30 AM with the Director
of Nursing {PON) and the Assistant DON/ Clualiiy
Assurance Nurse revealed they had inservicad
staff on handwasghing this month, interview on
11/16/11 &t 2:15 PM with the Infection Control
Nursa revealed it was an Infection control
concern to have the dirty lauhdry bins and dirly
laundry tubs an the clean side of the laundry
room.

2. Hasad an ohservation, interview, and record
raview, it was determinad the facility failad to
ensure the Comprehensaive Plan of Cara was
followed. This was a repeat deflclency for the
facility which was cited 04/14/11 for deliclencies
related to staff faillng to remova g regidents Iift

F 520
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pad after transter as par the Care Plan.

Review of the facility's Plan of Corractlon, with a
05/07/11 cempliance date, revesled staff ware
educated on following the Gare Plan, Further
review reveaied Adm Inistrative staff would review
five (5) residents par week far four (4) weeks then
monthly for two (2) months to determine If the
Care Plan reflacted the residents current statue
and if the Care Plan was being fallowead,

Obsarvations during this sutvey revealed the.
Care Plan was not followed ralated to ensuring &
resident's badside table was lacked and ensuring
residents received ane (1) on one (1) activities as
per the Plan of Care.

Interview on 11/1841 at $:30 AM with the DON
and ADON/QA Nurse revealed the Certified
Mursing Assistants wers to carry "Care Cards” in
their pocket for a reference In caring for the
resldents and staff may need to be sducated to
use them. Continuad-Interview revesaled nurses
were to monitor to.ensurs the Plan of Care was
being followed; however, there was no actual
audlt relatad to the Care Plan,

3. Basod on ubservatlon, interview, and racard
review, it was determined the facility failed to
ansure supervislon to prevent acoidents and
falled to ensure the resident's environment
remaine as frew of accident-hazards as s
possible. This was a repeat deficiengy for the
fachity which was cited 02/08/10 related to an
unsequred biohazard reom In which Infectious
wasie and full sharps containers wara stored.”
This is also a repeat deficlency for the facility
which was cited 04/14/11 related to & resident
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‘determine if the Care Plan reflected the current

sustaining a fall when staff falled to remove the lift
pad from the wheelchalr after iranster as per the
Plan of Cara,

Raview of the facility's Plan of Corraction, with a
compllance date of 10/22/10, revealed staff wouid
be educated on safoty awareness as It related to
securing the access to hazardous areas. Further
review revealed the Maintenance Directar of
Hausekeeping Suparvisor would canduet rounds
thres (3) times a weel for four (4) wesks and
monthly times two (2) manths to ensure all
potential hazardous areas were gagured,

Review of the facility's Plan of Correction, with &
compllance date of DB/07/11, revealed the
nursing staff was re-educated on the Falls
Management Program by nursing managament,
Further review revealad the Administrative staff
would raview fiva (B} residents par week for four
{4) wasks than monthly for two (2) months to

resident status and that interventions were being
followed related fo falls.

Observations duriny this survey revealed the
general bathroom on the 100 Unit had an
uniccked cabinet whioh contained "Enzymatic
#3802 Foul Odor Digastar® accessible to rasidents.

interview, on 11/18/11 at 8:30 AM, with the DON
and ADON/QA Nurse reveatad the Unit Managers
wére to manitor daily to ensure cabingts in the
bathrooms were locked and there was proper
storags of chemicale and matetlals hazardous to
resldents. :

4. Bagad on observation, and intetview, it was

D | SUMMARY STATEMENT OF DEFIQIENCIES I PROVIDER'S PLAN OF CORRECTIGN )

REFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (BACH CORRECTIVE ACTION BHOULD BE GOMFLETION

TAG RERULATORY OF LAC [DENTIFYING INFORMATIZN) TAD OROSS-REFERENGED TO THE APPROPRIAF DATE
DEFICIENCY) - .
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determined the facllity failed to ensure proper
storage of drugs and biologicals. This was a
repeat deficiency for the facility which was cited
02/02/10 related to unacceptable medication
refﬁgerator termperatures on the 300 and 400
Halls,

Review of the facility's Plan of Correstion, with a
10/22/10 compliance date, revealed the DON and
Administeater would re-educate staff on the
praper storage of drugs and biclogicals and the
Unit Managers and weskend supervisors would
assess the appropriate storage of medications
daily. Further review revealed the ADON wauld
complete weekly reviews for four (4) weeks and
monthly reviews for two (2) months related to
appropriate medication starage and ensuring
tempearatures were within appropriate
parametars.

Ohbservation durlng this survey revealerd food
storad with medication, cleaning supplies storad
In the medication, cleaning supplies stared in the
medication reom, auction egulpment/supplies
stored on the tloor and expired culture and
specimen collection tubes in the vabinels. Alsa
the Hall 200 Medication Room revealed
tempetatures racorded lower than the facility
pelicy requirement of thirly-six (36) degress on’-
flve (5) separate dates in October 2011.

Interview with the Unit Manager, on 11/18/11 at
2:40 PM, revealed the temperaiure shauld be
between thiry-six (36) and forty-six {46) dagrees
tot the medication refrigerator. However, further
interview reveated she could not recall when the
staff was inserviced regarding the accaptable
temperature range stated in the facility pelicy.. In

FORM CMS-2667(02-96) Pravicus Varsiany Obaniote Evant I:FHYE1 Facilly ID: 100542 If gontinuation shast Page 87 of 38
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addltion, she could not provide evidence that the
log sheats were mohitored for exceptions 1o the
raquirad temperatutes or evidence measures
were taken o ensure the integrity of the
medications were preserved wheh unacceptable
tamperatures were recorded,

5. Based on obsarvation, interview, and recard
reviow, it was datermined the fecliity failed to
ensure accurate maintenance of clinical recards,
This was a rapeat deficlanoy for the facility which
wat cited 090810 for deficlencles related to the
facility falling to ensure Quarterly Restrictive
Davice Evaluations were completed quarterly as
per palioy.

Review of the facility's Plan of Correction, with a
10/22/10 compllance date, revealed nursing staff
wolld receive aducation related to timely
completion of assessments to include
Comprehensive Assessments, and Admisslon
Asgessments. Further review revealed the DON
wauld conduct a waekly review of at least three
{3) residents, raviawing assessments for four {4
wouwks, and monthly for two {(2) manthe of threa
(3) residents, to ensure clinical assassments,
were accurate, accassible, organized, and timaly.

During this survey record review revealad
Rasident #3's Physician’s Ordars and Medication
Administration Record (MARS) did not reflect the
correct routs for medication agdministration. In
addition, Resident #5 sustained a fall on 1'1/08/11;.
however, there was no dacumenterd evidsnce of
post fall dacumentatien in the Interdisciplinary
notes alter the fall as per policy.

interview with Licensed Practical Nurse (LPN) #3,

FORM CME-2867(02-49) Provioua Varalone Obaoluty
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| an 1171741 at 5:10 PM revested the resident no

longer had a feading tube and had not realized
the MAR still reflacted the pravious route "enteral
tube" for the administration of Residant #3's
madications. She further acknowlsdged sha
should have contacted the resident's practitionsr
to change the route to reflect “oral’ dose for the
medications.

Interview with the Nursa Praofitioner involved in
the primary responsibillty of Resident #3's
medical care, an 11/1B/11 at 10:15 AM, revealed
sha wag aware medicetions ware being given
grally but had failed to make tha writien change in
Resident #3's orders to the reflect the change of
madication administration reute from "enteral
tubeg" to "orai’.

Interview with the Unit Coordinator, en 11/17/11 at
10:40 AM, revealed falis are o be documentad in
the Interdisciplinary Progress Notes each shilt for
saventy-two (72) hours, Further interview
revealad no documented evidence in Resident
#5's medical racard to suppon the fall
docurentaiion polioy was followed. She further
revealed she monilored the falls documentation
and noted a late entry with a strike out which she
indicated ehe. must hiave identifled the deficient
documantation but was Intarnipted during
documentation and never completed the audit.

{4y i SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CURRECTION 8} -
PREFIK {EACH DEFIDIENCY MUST B PRECEOED BY FLLL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE coMpLlTION
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION} TAR OHOS33-REFERENCED TO THE APPROPRIATE DATE
DERICIENGY)
F 520 | Continued From page 38 F 520
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Y SUMMARY STATEMENT OF DEFIGIENCIES

: o PROVIDER'S PLAN OF CORRECTION 8
FREFX {EACH DEFICIENGY MUST BE PRECGEDED BY FuLl FREFIX _{EACH CORRECTIVE AQTION SHQULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRDSEABEFERENGED TO TIHE ARPROFPRIATE DAYE
' : DEFICIENCY)
K 000 | INITIAL COMMENTS | Kooo

CFR: 42 CFR §483.70 (8)
BUILDING: 01

PLAN APPROVAL: 007/4/76 “This Plan of Comection is prepared

SURVEY UNDER: 2000 Existing and subtitted as reqU}fEd by 1‘:}“ By

) | - submitting this Plan of Correction,
FACILITY TYPE: SNF/NF Bradford Square Care & .
TYPE OF STRUCTURE: One (1) stary, Type Il Rehabilitation Center does not admit
(000) Unpratected | that the deficiency listed on this form

exist, nor does the Center admit to any

SMOKE COMPARTMENTS: Five {5) smake - Stﬂtemems, ﬁndingS, facts, or

comperiments conclusions that form the basis for the
COMPLETE SUPERVISED AUTOMATIC FIRE : alleged deficiency. The Center o
ALARM SYSTEM reserves the right to challenge in legal
FULLY SPHINKLED, SUPERVISED (Wet and/or regulatory ot administrative
SYSTEM) : proceedings the deficiency,

: statements, facts, and conclusions that
'E;ME F:therGY POWER: Type Il Diesel form the basis for the deficiency.”

anaratolr. :

A life safely code survey was Initiated and. N
oconaluded on 11/1611. The findings that follow ”3 = AV
demonstrate noncompliance with Title 42, Code i B N G
of Fedaral Regulations, 483.70 (a) et seq (Lile 47 DE i
Safety fram Fire)., The faoliity was found not in C16 2011
substantial compliance with the Requirements for , ] B
Parlicipation for Medicare and Medicaid. The 1}
facility le licansed for one hundred (100) beds and e
the census was ninety-eight (88) the day of the
SUrVeY. .

Deflolenales were cited with the highest

HWHEG’I’OHB OR PHOVID%W:TSENTATNE‘S ATURE TrLE (X8 DATE
. y R - ! - )
VLN | R P (i) ()

Any deficiency atetement ending with an asterisk (*} denotes & deficlanoy which tha institulion may be exoused irom gorraaling providing It la &etarm[ﬁad that
other safeguards provide sulflolant protection to the patlents, {Sea nstructions,) Except for nurseing homes, the findings stated above are dlsclosabls B0 days
lalfowlng the date of survey whelher or net a plan of oomaciion Is provided.. For nursing homes, the above findings and plane of gorreolion are disclosabis 14
diya inllowing the date these doctmants are made availabla ko the faclity. If defiolorcles are olted, an approved plan of correstion s raquisite to continued
pragesss participation. : :

—_—_
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K 000 | Continued From page 1 K Qo0
deficiency Identifled at " lavel. : K062
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 082 |
&88=D 1. Sprinkler head in the Medical

Required automatic sprinkler systeme are
sontinuoysly malintaingd in reliable operating
conditlon and ara Inspected and tested
periodically.  19.7.6, 4.6,12, NFPA 13, NFPA 25,
8.7.5 '

This STANDARD is not met as evidenced by:
Baged an ohservation and Interview, it was
determined the facillty fallad to ensure sprinkler
heads ware maintained, according to NFFA
slandards, ' .

The findings inciude:

Ohservation, an 11A6/11 at 1:34 PM, revealad a
gprinkler head located in the Medical Records
raom on Wing 100 was losated too cloge to the
wall, less than four (4) Inches. Also the sprinkler
hesd In the bio-hazard room on Wing 100 was
paint loaded. The cbservations were conlirmed
wilh the Maintenance Diractor.

Interview, on 11/15/11 &t 1:34 PM, with the
Maintenance Director, ravealed he was Lnaware
of thase regquirsments. -

Retaranoe:

NFPA 13 (1999 edition)

5-6.3.3 Minimium Distanoe from Walls, Sprinkiars
shall be located a minitnum of 4 in, (102 mm}
frem a wali,

Records office was removed and
the sprinkler head was replaced in
the bio-hazard room on Wing 100
by Landmark Sprinkler, nc on
11/30/11.

2. Sprinkler heads wers visually
inspected throughout the Tacility

by the Maintenance Supervisor on
12/12/11 to determine propet
mainfenance in accordance with
NFPA Standards. Lundmark
-Sprinklers completed an inspection
of the facility sprinklers on 12-15-
11

3, Luandwark Sprinklers submitted
recormmendations to relooate 7
sprinkler heads to mesi code and
to veplace one sprinkler head due
to paint to the Administrator on
12-16-11. The Administrator has
signed and sccepted the bid to
compleie the repairs as
recommended as of 12-16-11.
Landmark Sprinklers to notify the
Administrator of when the work
will begin,

FOAM CME-2667(02-89) Pravieus Verslona Chaclata
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i DEFIGIENGY)
K 082 | Gontinued From page 2 K Q&2 . _ .
NFFA 25 (1908 edition) : 4. Maintenancs Supervisor will
2.2.1.1* Sprinklers shall be inspacted from the conduct audits monthly times three |
fioor lsval months to determine proper
annually. Sprinklers shall be free of carroslon, maintenance jn accordance with

fareign materials,

paint, and physicel damage and shel be instalied NFPA Standards. A suminary of

findings will be sobrmitied to the

nthe -

proper orientation (8.g., upright, pandent, or Perfortpanc@ improvement
sldewall). Any ' C'ommittee monthly for three
sprinkier shall be replaced that is painted, months for fiwther review and
corraded, damaged, recommendations.

loaded. ot in the improper orientaton.

Exception No. 1:* Sprinkiers Instatled in . . )

concgalad spaces.such as 5, Completion date | 12/22/11

above suspended ceilings shall nat require T

ingpiction,

Exception No, 2 Sprinklers installed In areas that

are Inaccassibie :

for safety considerations due to process ,

gpe;n";]“g;.s If:z:!n::ullgfjpet?fﬁgow 1. Medication Carls were moved '

ur g 4 n. ' and stored in alcove next to
};gz.':i NFPA 101 LIFE SAFETY CODE STANDARD KQr2 pursing station 1, and aleove

Means of egress are continuausly maintained free dcrosh from nursing stabon 2.

of all obstructions ar impediments to full instant Soiled linen carts were moved

usa in the case of fire of ofher emergancy. No from wings 100,200,300 and 400

furnishings, decorations, or ather objects obsthuct | and stored in shower room when !

exits, access to, agress from, or visibillty of exits. not in use, Clean linen carts stored

7.1.10 in ¢lean sapply room on hall 2 on
11/15/11 by the Unit
Managers/Director of
Nursing/Assistant Divector of

This STANDARD i3 not met as evidenced by - Nursing. An area was created in '

Based an observation and interview, it was the kitchen for the storage of food |

determined the facliity failed to ensure means of | . storage carts and food carts are q

egress were maintained ftee and clear of : PR > ar
obstructions according to NFPA standards. The being stored in appropriate area 83

- of 12/15/11, . U

PRINTED: TE/0U25T
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K 072 | Continuad From page 3 _ K072
deficiency has the potential to affect five (5) of 2. Director of Nursing completed _
five (5) smoke compariments, all residants, staff, an audit of the fucility on 12/15/11
and visliors, The facility is licensed for one to determine that sach cotridor was
hundred (100) heds; the sensus on the day of the fiee of all obswuotion.
survey wae ninety-alahi {(28). _
The findings include: 3. Nurs_ing/l)ietmy/[—lquspkeeping
, - _ gtaff re-education imitated on
Observation duting the Life Safaty Code survey 12/1/11 and will be ¢ompleted as
tour, on 111 8/11 baiween 11:00 AM and 4:30 of 12/21/11 by the Assistant
P, with the Maintanance Director rovealed Director of Nursing, Services and
‘medication carts were stared and not in use near Dietary Man: carding th
nurses stations at Wing 200 and at the nurses ‘t::alfz of mfffizftﬁdﬁff a:ts
station In front of the aotivities room. Also solled SiomE Gl CArls, 100¢! o
lInen carts and clean linen oarts ware observed and med casts in the corridors and
gtored and not in use in Wings 100, 200, 300, the need to mainiain the means of
and 400. Food storage carts and food serving an pgress continuously.
carts wera observed blocking exlt egress in the ,
corridor rqnnlng pargllel to the kitlghen. The iterns 4, Nursing Administration will
obsarvad in the conidars were stored and rot In complete an audit weekly for four
use for a periad of more than 30 mihules, Means weeks then monthly for two
t be kept clear-at all titmes In case ; o
g; ﬁ?;?;somz? amergoncy tnonths to deterrmine that corndors
. ’ are free from all obstruction. A
Interview with the Maintenance Dirsctor, on summary of findings will b
11/16/11 at 4;30 PM, canfirmed the items were submitted to the Parformance
storedtin the carridors and indicated that they did Improvement Committee monthly
hot have enough room. . tirnes three months fot teview and
- th tions..
Reference: NFFA 101 (2000 Edition). Buther recommendations ,
7.1.10.1* Means of efjress shall be continuausly 5. Date of compliance: 12/22/11
maintainad free of all ebstructions or
| Impediments to full Instant use in the case of fire
or other smergency. ,
K 147 | NFPA 101 LIFE SAFETY CODE S8TANDAR K 147
88=E| - .
Electrical wiring and equipment is in accordance

FORM CMS-2567(02:08) Pravious Varalons Obsolats

Eveni 10: FHYGE1

Faofilty 1D: 100542

If sontinuation sheet Puge 408




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/08/2011
FORM AFPROVED

OMB NO, 0838-0801

the survey.

.The findings nciude:

baing misused.

3-3.21.2D

with NFPA 70, MNational Eleclrical Coda. 8.1.2

‘This STANDARD is not met.as evidenced by!
Baged on observation and Interview, it was
determined tha faollity falled 1o ensure electrical
wiring was maintained in accordance with NFPA
standands. The defisiency had the potentlal 1o
affect two (2) of five (5) smoke compartments,
twenty-iwao (22) residents, staff, and visitors, The
tacility is licensed for one hundred (100) beds
| with & sensus of ninety-eight (88) on the day of

Obsarvation, on 11/15/11 hetween 11:00 AM and
4:00 PM, with the Maintenance Director revealed,
an oxygen conoentrator plugged Info a powar
strip I rgom #111, Also observation revealed an
axygen concentrator and bed plugged inta a mull
plug adapter in room # 414, '

interview, on 1171511 at 4:00 PM, with the
Maintenanoe Dirgotor revealad they wera not
awara of the extension cords and power atrlps

Reference: NFPA 89 (1999 edition)

Minimum Nurmber of Receptacies. The number
of receptacies shall be determined by the

STATEMENT OF DRFICIENGIES (%1} PROVICERAUPPLIERAGLLA {X2) MULTIPLE CONSTRUGTION (Xa) DATE SURVEY .
AND PLAN OF CORREQTION IDENTIFIOATION NUMRER: COMPLETED
ABULOMNG  p1 - MaiN BUILDING o1 '
B, WING '
S 185170 - 11/18/2011
NAME OF PROVIDER OR SUPPLIER STRAEEET ADDAESS, Y'Y, STATE, 2IF CODE
- 1040 US 127 SOUTH
A EA NTER .
BRADFORD SQUAHE CARE AND REHABILITATION CE FRANKFORT, KY 40801
{%4) 10 EL/MARY STATEMENT OF DEFIOIENGIES 2] PROVIDER'S PLAN OF CORRECTION )
FREFIX (EATH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORREOTIVE ACTION SHOULD BE COMRLETION
TAG REQULATQRY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED YO THE ARPROPRIATE bave
DERICIENCY)
K 147 | Continued From page 4 K 147

K147

1 Power strips identifled i room
111 and 414 wete removed by the
Maintenance Director on 11/15/11.

2 Maistenance Director completed
an audit of the Eacility on 11/15/11
and inspected every room for
powet strips/extension cords. Any
issues identified was corrected by
the Maintenance Director.

4 Housekeeping, Nursing, Dietary,
Laundry, and Activity staff
will be re-educated as of
12/21/11 by the Assistant Divecior
of Nursing regarding the use of
power strips and extension cords.

4. Maintenance Divector will
complets an audit to determine the
use of power srips and extension
covds in the center once a week far
faur weeks then monthly times two
months. A somnary of findings will
be presented vo the Performance
linprovement Conmnittee monthly
{imes three months for review and
further recommendations

5. Complotion date: ...~

12/22/11

FORM CMS-2667{02-60) Provious Varetens Cbeolete

Evant [D; FHY#21

Fudllity IP: 100542

) continuation sheat Page 5ot 6
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FORM OMB-25687{02-90) Previtus Ver_nluns Cpeoiate Evant IDsFHY&21

FORM APRPROVED
CENTERS FOR MEDICARE & MEDICAID SEHV"IIC@ OMB NO. 0838-0391
STATEMENT DF.DEF&GIEN&EB (1) lP2g¥lEEI1J'SUPPLLEhI:I%lE:A (%2} MULTIPLE CONSTRUCTION (X3} gg;r‘gp atszgg_v
NUMBER; '
AND PLAN OF CORRECTI DENTIFICATION AGULDNG 0 - BUAIN BUILIWNG 01
185170 B WiNe ., 11/15/2011
NAME OF PROVIDER CR SUPPLIER STREET ADBHESS, GITY, STATE, 2IP CODE -
) ; 1040 Us 127 SOUTH
BRAPFOFID SQLIARE CARE AND REHABILITATION CENTER FRANKFORT, KY 40601
64) 1D GLMMARY STATEMENT OF DEFIQIENCQIES D _ PROVIDEA'S PLAN OF OORREGTION - (X
PHEFIXK (EACH DEFIGIGNOY MUST BE PRECEDED BY FULL. PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LEC IDENTIFYING INFORMATION) TAGL : cnoss-aeranegggglg g\};t)E APPROPRIATE i
KK 147 | Continuad From page 5 K 147
intended use of the patient care area. Thera shall
be suHlclent receptacles locatet $0 &3 to avoid
the nead for extension cords or multiple outlet
adapters.
Fudllify ID: 100542 If continuation eheet Page Gof@



PRINTED: 01/27/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT CF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (XS) DATE SURVEY
AND PLAN OF CORRECTION. IDENTIFICATION NUMBER: ' COMPLETED
: A. BUILDING 01 - MAIN BUILDING 01 ‘
R
B. WING

185170 01/26/2012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

. 1040 US 127 SOUTH
BRADFORD SQUARE CARE AND REHABILITATION CENTER
a FRANKFORT, KY 40601

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGCTION (X5}
PREFIX | . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)

{K 000} | INITIAL COMMENTS {K 000}

A LSC re-visit was initiated and concluded on
01/26/12. During the re-visit survey, the LSC
Surveyor, was able to verify that:

Tag K-25 was corrected, all smoke barriers
identified as deficient were sealed according to
"NFPA requirements on 01/10/12 by the
Maintenance Director. This was verified by
observation and interview with the Maintenance
Director and Administrator upon exit interview,

Tag K-29 was corrected, a hew door to the
laundry room was installed with door closure and
latch on 01/16/12 this was verified by observation
and interview with the Maintenance Director and

| Administrator upon zxit interview.

Tag K-66 was corre-cted, self closing metal
containers for emplying ashtrays and smoking
materials was placed in service on 01/17/12, this
was confirmed by observation. invoice review and
interview with Maintenance Director and
Administrator upon exit interview.

Tag K-0211 was corrected, the ABHR dispenser
was relocated on 12/30/11 this was verified by
obseérvation and interview with Maintenance
Director and Administrator upon exit interview.

Upon completion of the re-visit survey the facility
was found fo be in compliance with the
requirements for participation for Medicare and
Medicaid 42 CFR 483.70(a).

LABORATORY DIRECTOR’S OR PRCVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether cor not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2667(02-99) Previous Versions Obsolete Event ID; CVLR22 Facility ID: 100542 ' If continuation sheet Page 1 of 1
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ACCEPTED
JAN FRINTED: 01/08/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES N 93 2012 FORM APPROVED
N RE 5 N ez ’
BTATEMENT DF DEFCISNCIES * 1 K1) FROYIDERIGUPPUEBRACLIA (X% MULTPLE QONBSTRUGTION 1 (X8) DATE SURVEY
AND PLAN OF CORREGTION ICENTIFIGATION NUMBER: roo- COMPLETRD
A. BUILDING {14 -BAIN BUILDING 01
188170 8. VING ' 12/20/2011
NAME OF FROVIDER GR SUPPLIER _ ¥ BTRET ADDRERS, DITY, STATE, ZIP CODE .
4040 US 127 BOUTH
BRADFORD SQUARX GARE AND REHAHLITATION OENTER ERANKFORT, KY 40801
) b SUIMMARY STATEMENT OF DREFICIENCIES [[»] PROVIDER'S FLAN OF OBIREOTION X8
PREFIX (EAQH DEFICIENOY NUST B PRECEDED BY FULL PREFN {EACH CORRECTIVE AQTION SHOULD BE OOMALETIEON
TAG REGULATORY OR 150 IDERTPYING INFORMATION} TAG ' GRWF% ;l'OTlﬁAFPROFNATE BATR

K 0o | INITIAL COMMENTS

42 GFR 483, 70{a)

K2 BUILDING; 0101

K6 FLAN APPROVAL: 1074

K7 SURVEY LUNDER: 2000 Existing
K& 8NF/NF

Type of Brusture: A one stary, Type It (200),
1678, unpratacted ordinary construotion with &
iotal of five amoke compariments and a complsie
automatio (dry) sprinkder syslam.

A Comparative Federal Montoring Survey was -
conducted on 12/20/11, follwing a Staie Agency
Antwl Survay an 14/16/11 n accordance with 42
Code ¢f Fesheral Ragulations, Part 483
Rentirements for Long Tem Care Fadfiities,
During this Comparativa Faderal Montoring
Survey, Bradiond Square Caw and Rehsblitaton
Centar wae found not te be h compilance with
tha Requirements for Partioipation in Medicare
and Medicald,

The firctings that follow demorstrate
noncatmpliante wih Title 42, Code of Federsl
Regulations, 463.70 {8) 6t sed. (Life Safaty from
Fire).

K 026 | NFPA 104 LIFE SAFETY CODE STANDARD

" 8E=E
| Smoke barrlers are conatrutied to provide at

“T'his Plan of Correction is prepared and
submitted as required by law. By
submitting this Plan of Correotion,
Bradford Square Care &
Rehabilitntion Center does not admit
that the deficiency listed on this form
exist, nor does the Center admit to any
statements, findings, facts, or conclusions
that form the basis for the alleged
deficiency. The Centet reserves the right
to challenge in logal and/or regulatory or
administrative prooeedings the deficlency,
staternents, facts, and conclusions that
form the basis for the deficlency.”

‘Koo

K025/ 025
1. 'The Maintenance Director sealed the

identified penetrations with.smoke_____ -

jerst & ore Bal hoW 76 resk@noe raing N
™ apcordance with 8.8, Smoka bamore may
forminats et an atium wall. Windowe are
proteatad by fire-ratad glezing or by wired glass
panels and stes! fames. A mintmum of two
Beparata comparimante are proviced on each
Aeer. Dempers are not requlred in duat

registive caulk in the smoke barrler walls
ot the 300 Hall and 100 Hall on January
10,2012, :

{K8) DATE
thiviie

Admishaloe

| AEGRATORY QIRECTORS OR m:nnswswmm REFROBENTATIVES SIGNATURE
E ii e -

Ay deficiensy statanent siing with ar ast
ottier agfegiakls provide sumkiant proleotion

erlsk {*) denctss a daiciery whioh tha Inelitution may ba exoused from ooiresing proviing It s desarmined that

to the patients, {Sva nslructions.) Exoept WF nursing homes,
reing homes, the above Encinge and pians of carvacllon ars discisalis 14

the findinge stalad bovs ans disalousile 80 days

followdng tha date of survey whelhar or ot a plun 6f semection {e provided. Forau
deficianties e okad, an appsoved plan of coreotion fe reduiaits fo continusd

dharys Fekiowing tha date tieae dooumenis dre mads svafebis to tha taciily. ¥

e OGO PO o At i e i e s s n it

FIORR OMD-25607(02-Db) Prayios Verskma Dbsoits

Everid 11 OVLRRY

Fietlity [D; 100542 If contimviation sheet Page 1 oFd
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P. 004

FRINTED: 01/08/2012

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
VICES OME,
ETATBMENT OF DEFICIENCIES Pt} PROVIDERBUPPLIERICLIA {2 MULTIFLE CONSTRLUOTION (Hn)cl::la‘l; Enl._lrl:\g!v
AND PLAN OF CORREOTION IDEHHF.EATIDN NUMBER: A BLILDING 01 - MAIN BLILDING 09
" 188170 8, WING 12/29/2011
NAME Gif BROVINER OR BUPPLIER ¥ GTREET ADDRESY, ONTY, GTATE, AF QQDE
ABILITATION CENTER 164108 127 SQUTH
BRADFORD BQUARE GARE AND REH FRANKEGRT, KY 40501
EUMMARY BTATEMENT OF DEFIDIENYIES o PROVIOERS PLAN OF CQRRECTION
Lok {EAGH DEFIGIENGY MUST 62 PRECEDED BY EULL. PREFIK {FACH OORREOTIVE AGTION SHOLILD BE mﬂm
TAR ReGEULATORY OR LBC IDERTIFYING INFORMATION) TAG CRDBMBFEREEEF}:%"I'O THjE APPROPRIATE
K posl2 Other spoke barrier walls were:

K 025 | Qontinued From pege 1

penetrations of smeke barrier in fully ducted
heating, ventilelng, and alr sonditioning systemes.
10.3.7.3, 10.8.7.6, 18,1.6.3,10.1.6.4

This STANDARD I riot met an evidenced by:

Bagad on absarvation and interview, the facfilty
falled fo meintain the smoke reslstlve properties
of two of four smoke bariterwalls, The daficint
-] practica affected three of five emoke
compartments, ctaff and B0 residents. The
faoNity has the eapacily for 100 beds with a
cansus of 85 the day of survey,

Findings Inclucle;

1, Obsarvation on 12/20/11 at 2:45 p.m. revealsd
that there was a three inoh vnseaied penetration
for wires that paseed through the 30D hali altlc
porton of the emole barrier wall over the 300
wing smoke bamler toore, InBrview on 12/25/11
&t 2:45 p.m. with the faolity Maintenance
Bupervisor revealed that the facllty wae ot
awere of the unsaaied penatfaticns in tha smoks

barier vwell,

2, Obssrvation on 12/26/11 ot 2:65 p.m, revealed
thatthere were two thres inoh Lnesaled
penatratiins for wires that paesed through the
T R AR EES portion of e smke barrer wall——
ovartha 100 wing smoke barrer doors, Interview
on 12/28/11 at Z:65 p.m. with the facility
Maintenance Supervisor revesled that the faplity
wim not aware of the unzealed penetrations in the
smoke bamier wall*

" |Safety Inspeotor on Dacember 29, 2011 o

visually inspacted thronghout the faoility
by the Maintenance Supervisor apd Life

determine proper requirsments are mst
tegarding smoke barrier walls in
acoordance with NFPA Stupdards. In
itlon, Maiutenanoe Director re-
checked smoke barrler walls on Jannary
10, 2012,

3, Maintenance Director was re-educated
on Life Safety Code Standards regarding
smoke barriers walls on January 10, 2012
by the Director of Construction and

Engineering,

4, Maintenanoe Director will audit smoke
barrier walls monthly for 3 months to
ensure smoke barrier walls have not been
penefrated. Muintenance Director will
also monitor any contrastor doing work in,
attic to determine smoke barrier walls
have not been penetrated. A summery of
findings will be submitted to the
Performance Improvement Covamittes
monthly x 3 moonths for further review
and recommendation.

5. Date of Completion 1/18/2012

FORM 0MS2587[02-06) Pravitila Verslns (btomie

Bream iD:0VLARY

Facuiy [: 100842

I oontinuation shaal Pagy 28
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FRINTED: 01/04/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID 8ERVICES QMB NO. 0938-0391
ST?’T%NT anﬁERFécgencﬁEs [t 3)] .E%B‘#Eﬁ”?.‘éi“.hm%‘g‘“ (42) MULTIPLE CONSTRUCTION : (X3} ggﬁe SURVEY
AND FLAN OF GORREGTIO IFIGATICR ‘ ABULDING 01 - MAIN BUILDING 07 PLETED
. {B.wmo : - .
188170 * 12/28/2011
NAME OF PROVIDER OR SURPLIER . ' BTREET ADDRESS, QITY, STATE, ZIP GORE
1040 US 127 SOUTH
BRADEFORD S8QUARE CARE AND REHABiQTATlON CENTER FRANKE ORT, KY 40801 '
(%4 ID SUMMARY BTATEMENT OF OEFICIENGIES b PROVIDER'S PLAN GF GORRECTION ,
" PREFIX {(EAOH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE OOOAKI.QHON
TAS REGULATORY OR LG IDENTIFVING INFORMATICHN) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 026 | Continuad From page 2 Koz&

The cansue of 06 was verified by the
Adeainistrator on 12/28/11. The findings were
acknowledped by the Administrator and verified
by the Maintenance Buparvisor at the exit
Interview on 12/29/11,

Actual NFPA Standard; NFPA 101, 18.3.7.3.

Any required smoke barrier ghali be constructed
In-‘accordance with Seotion 8,3 and shall have a
fira resistance rating of not lesa than 1/2 hour.
Actual NFPA Stendard: NFPA101,8.8.8.1 (1) a.
and b. Plpes, condults, bus ducts, cables, wiree,
alr duote, pneumatio tubes and ducta, and eimilar
building service equipment that pass through
foors and smake barrlsrs shall be protected by
filling the space between the penetrating ftem and
the smoke barrier with a msterial thet {e capable
of maintalning the smoke resistance of the smoke
barier or it shall be pratected by an approved
davice that I8 designed for the specific purposs.

K 026 | NEPA 101 LIFE SAFETY CODE ETANDARD K n2e| K029
a8 : 1, The laundry room door will be replaced
One hour fire ratsd construetion (with % hour by January 16, 2012 by the Maintopance
E;(ﬂmmlgh?mrs) 'ig E""i approvgd Eum"’]"t:ﬂg 2"9 * | Divector and a Hoensed contractor, Self
ngulshing system in accordance w 4.1 ine devi :
and/or 16.3.5.4 protects hazardous areas, When fég;?;ﬁl r:‘::r?s‘;gﬁ ?:éalllgg &%00 Hall
the epproved automatic fire extinguishing system storage/mechanical raom door on Janmary

option |s used, the areas are separatad from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and nhon-rated or

13, 2012 by the Maintenance Director.

I .ﬂeld_applied.pmimwe-platea_ﬂzIat.dg_ngt_g)maad_.- ..... —— j..Oﬂl&LdbﬂBJMQ&EiﬁMﬂ!ﬁiﬂmﬂﬂid ——

48 inches from the bottom of the door are throughout the fhoility by the

permitted.  19.3.2.1 . Maintenance Supervisor on January 10,
2012 to determine proper requitements

. are met regarding separation ofa -

hazardous area from other areas of the
facility in accordance with NFPA
Standards,

FGRM CMS-2667(02-00) Pravious Versiona Obsolele Byent [; GVLR21 Failty ID; 100842 If continuetlon shest Page 3 of 8




TRN/16/2012/M08 12:14 PM . | P, 006
' PRINTED: Q1/04/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ . FORM APPROVED
: QMB NO, 0838-0301
ETATEMENT OF Dn:mcmumss 1) lpnmuzmaupphhemcm (¢2) MULTIPLE CONSTRUCTION o) DSTE SURVEY
AND PLAN OF CORRECTION DENTIFICATION HUMBER: ABULDING 01 . MAIN BUILDING 01 COMP: | D
188170 8. NG , » 12128/2011
NAME OF PROVIDER OR SUPPLIER ; STREET ADDRESS, CITY, BYATE, ZIF CODE
1040 US 127 SOUTH -
BRADFORD SQUARE CARE AND REHABILITATION CENTER FRANKFORT, KY 40801
{%4) tb" SUMMARY STATEMENT OF DEFICIENCIES D PROVIRER'S FLAN OF GORRECTION )
FREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLILD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE AFPROFRIATE DATE
, DEFICIENGY)
' 3. Maintenance Direstor was re-educated
K 028 Continued From page 3 K 029| on L ife Safety Code Standards regarding
This STANDARD is not met eg evidencad by: proper separation of a hazardous area
Based on observation and interview, the faolllty . #rom other atoas of the facility on January
failed to provida separation of a hazardous ares 10, 2012 by the Director of Construction
from all other areas In the facllity. The deficlant & B fin
practice affacted one of five smoke and Engineering.
compartments, staff and 22 residents. The facility . \ -
has the capacily for 100 beds witit a ansus of BB - 4. Maintenance Director will audit doors
the day of aurvey. ‘ of the facility monthly for 3 months to
, determine proper separation of &
Flndings include: : | hezardous area from all othet areas of the
. ' ility. A summaxy of findings will b
1, Observatlon on 12/120/11 af 1:16 p.m. revesled g%’;ngted to the ;g.f%mmcegs °
thet the 100 hall comridor door to the Laundry Imsrovement Committen monthly % 3
struck the frame and woutd not ciose completely provemen mntoa " Yy
whioh jeft a gap of one inches across the top of months for further review an
recommendation, |

the door, Intendsw an 12/2941 at 1:16 p.m. with

the Maintenance Supsrvisor revealed the fagility ]
was aware of the ragulrament for doors to
hazardous areas to rosist the paseage of smoke 5. Date of Completion

in sprinkled bulldinge.

1/18/12

2. Observation on 12/29/11 at 1:20 p.m. ravealed
. | that the' corridor door o the 100 hall medioat
repords atorags room with a gas-fired water
heater was not equipped with a seif olosing
devica, |nterview on 12/20/411 at 1:20 p.m. with
the Maintenance Supervisor ravaaled thal the
facliity was not aware of the requirement for the
aorridor doors to roome with gas-fired waters to
be equipped with a self closing devica,

a, Observation on 12/20/11 at 1:30 p.m. revealed

that the corridar door to the 100 hall
storaga/inechenical room was not squipped with
a seif vlosing device. The reom was In axcess of
50 square feet and*was being used for storage of
oombustible supplies in combustible cardboard
boxes on opan shelving. Interview on 12/28/11 at

FORM CMS-2667(02-80) Préviols Versions Obackate Evant ID: CVLRA1 Faclity ID: 100542 If continuation sheet Page 4 of B
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DERPARTMENT OF HEALTH AND HUMAN SERVICES
AlD SERVICES

P, 007

PRINTED: 01/04/2012
FORM APPROVED
B3B8-0361

(1) PROVIDER/SUPFLIERIGLIA

STATEMENT QF DEFICIENGIES
IDENTIFICATION NUMBER!

ANR PLAN ©F GORREGTION

166170

{X2) MULTIFLE CONSTRUGTION
A. BUILDING 09 - MAIN BUILDING o

B. WING : »

{¥3) DATE SURVEY
COMPLETED

12/29/2011

NAME OF PROVIDER OR S8UPPLIER ;;_,
BRADFORD BQLJARE CARE AND REHABILITATION CENTER

STREET ADDRERS, CITY, HTATE, ZIP CODE
1040 W&'127 BOUTH

FRANKFORT, KY 40501

04) iD BUMMARY STATEMENT OF DEFICIENCIES
FREFIX (BACH DEFICIENCY MUST BE PREGEDED BY FULL
TAG REGULATORY OR L& IDENTIFYING INFORMATION

1D PROVIDER'S FLAN OF CORRECTION
{EACH CORRECTIVE AGTION SHOLLE BE
- ORPSS-RERERENCED TQ THE APPROPRIATE
DEFICIENGY)

5
PREFIX Cmﬁ.%ﬂON
TAG DATE

Conlinued From page 4

1:30 p.m, with the Mainterance Bupervisor
revealad that the facility was not eware of the
requirement for the corridor doors to combustible
gtorape rooms in excess of 60 square feet to be
equipped with a seif olosing devioa,

K020

The census of 86 was verified by the
Adminiatrator on 12/28/11. The findings were
acknowledged by the Administrator and verified
by the Maintenance Supervigor at the exit
intarview on 12/28/11,

Actual NFPA Stendard: NFPA 101, 18.3.2.1.
Hazardous areas shell be safeguarded by a fire
barrer of ene-hour fire resistance rating or
provided with an automatic eprinkler systam, The
doors shall ba self-cloging or automatic-closing.
Where the sprinkier option is used, the areas
shall be saparated from ofher spaceas by
sinoke-tesisting partiions and doors,

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD

88=D
Smoking regulations are adopted and include ne
lens than the following provislons:

{1} Smoking Is prohibited in any room, ward, or
compartmant where flammable liquids,

combustible gases, or oxygen (s used or stored
and in any other hezardous lncation, and such
area is posted with signs that read NO BMOKING

= ===l with the internatione] symbot-for-no-amokdng:- -
{2) smoking by patients classifiad as not
responelble j& prohlbited, except when under
direot supervisione o :

(3) Ashtrays of noncombustible material and safe
design are provided in all arens where smoking Is

K 628

K066

1, Self-closing metal containers for
emplying ashtrays and other smoking
tnaterials will be placed in center
designated areas on January 17, 2012,

K 068

2. Designated smoking areas were -
reviewed by the Maintenance Director on
January 12, 2012 {0 determine the need

3, Maintenance Director was re-educated
on Life Safety Code Standards regarding
self-elosing metal container for emptying
ashirays and other smoking materials on
January 10, 2012 by the Director of
Construotion and Enginesring,

FORM CMS-<2807(02-88) Pravivue Vemlons Obsoiale Event ID: GVLR21
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Houselteeping staff-were re-educated on '
K 088 | Continued From page & K068, yanuary 11 - January 14, 2012 by the
parmittsd. Administrator regarding the regnirement
to empty ashirays and other smoking
(4) Matal pontalners with salf-closing cover
devices into which ashtrays can be emptied are mamt;;izls i the self closing metal
readily available to ell arsas where smoking is containers. ,
ermitted, 18,74 ]
P 4, Maintenance Direotor will audit to
detexrmine that self-¢loslng metal
container are readily available to empty
ashtrays and other smoking materials 5
times weekly times one month, wes)
This STANDARD l|a not met a2 evidenoed by: times 2 mon¥hs then monthly _ﬁms_lzcw
Basad on observetion and interview, the facility raonths. A summary of findings will be
falled W provide metal containers with self-closing b ttc 4 o th I?:yrf co
cover davices for the designated outdoor Suvlaiited 1o di6 Texonman 3
smoking area. The deficient practics affected one Improvement Committes monthly %
of five smoke compartments, staff and four months for further review and
rasltents. The facllity has the capacity for 100 recomimsndation,
beds with a census of Bb the day of survey. _
5. Date of Completion
Findings Include: . d vis/iz
Obaervation on 12/29/11 at 2:30 p.m. revealed
that the desiynated outdoor smoking arer was
| not equipped with & setf-closing mateal container
for amplying ashtrays @nd other smoking
matariale. Interview on 12/20/11 at 2:30 p.m. with
the Maintenance Supervisor revealad that the
facility was nof aware of the requirement for a self
cleging metal container in smoking arsas.
The census of 95 was verified by the T i o i
Adminlstrator on 12/28/11. The finding was
acknowledged by the Administrator and verified
by tha Maintenance Supenisor at the exit
Interviaw an 1272811,
Aotual NFPA Standerd: NFPA 101 19.7.4 (3),
Evanl ID: GVLR21 Facillty iD: 100842

It continuation shesit Page 8 of 8’
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K 086 | Gontinued From page 6 . K 06§ !
(4), Ashtrays of noncornbustibie meterial and ”
safe deslgn ara providad in el areas whare
smoking is patmiited. Metal containers with
salf-closing cover devicas into which ashtrays can
be emptied are readily available 1o all arsas
where smoking 16 permitted. K211

K 211 | NFPA 101 LIFE SAFETY GODE STANDARD K211| )" The ABHR dispenser n the dining

58=F ' . ber 30
Where Alcohol Besed Hand Rub (ABHR) room was re-located on Decembet 35,
dispensers are inkialled in @ coridor: 2011 by the Mainienence Supervisor.

o The corridor [s at least 6 fest wide

o The maximum individuel fluld dispenser 2. All other ABHR. dispenser were

capachy shall be 1.2 liters (2 liters in suites of visually inspected thronghout the faclity

rooms) by the Maintenance Supervisor on

o The digpensers have a minimum spacing of 4 ft December 30, 2011 to determine proper

from eagh other requirements ere met to snsure ABHR

o Not mote than 10 galions are used in a single disbensers are installed properly in

amake compartment outside & storage oabinet. & Pli i ance with NFBA

b Diepanears are not Instalied over or adjacent to BCILILY 10 ACCOTCANCO

en gnition soures. Standads. ‘

o If the floor Is carpeted, the building is Jully - ’

sprniiered.  19.3.2.7, CFR 403.744, 418.100, 3. Maintenance Director was re-educated

480.72, 482,41, 4B3,70, 483.623, 486,623 on Life Safety Code Standards regarding
proper justallation of ABHR. dispensers in
faoility on January 10, 2012 by the
Director of Construction and Engineering.
4. Malntepance Director will audit proper
installation of ABHR dispensers in

o - _ 1 facility weskly times 4 weeks end

This STANDARD is not mat as evidenoed by: monihly times 2 months,

Basad on obaervation and interview, the facliity A summary of findings will be submitted

falled to assure that Alochol Baged Hand Rub to the Performance Improveraent

(ABHR) dispensers were instailed and protected Committee menthly %3 months for further

from ignition sowfoes, The deficient practice revlew and recommendation

affected one of five smoke comparimants, staff, ’

and 20 resfdents, The facliity hae the capacily for 5. Date of Cormpletion /1812

FORM CMB-2887{02-58) Previous Vsrelone Dixolate Ewvant iD:CVLR21 Faclilty ID; 100842 if zontinualion shaat Page 7 of 8
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Continued From page 7

100 with a ceneus of 95 the day of survay.
Findings nolude: -

Observation on 12/28/11 at 1:45 p.m. revealed
that the ABHR dispsnssr at the Dining Room was
mourtted diractly above an electrical duplex
cutlet. Intarview on 12/28/11 at 1:45 p.m. with the
Maintenance Supsrvisor-revealed that the facility
was aware that ABHR dispsnsers must not be
inetalled above or adjeaent to ignition sources.
The census of 85 was verified by the
Administrator on 12/28/41. The finding was
acknowladgad by the Administrator and verified
by the Malntenance Suparvigor at the exit
Interview on 12/28/11. .
Federal Dooument Register requires that ABHR
diaspansears are not ingtallad over or adjacant to.
an ignition source par CFR 403.744, 418.100,
480,72, 482.41, 4B3.70, 463.623, 4856.623.0.

K211
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