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~ " : OF CORRECTION 5
gg&’?‘ﬁ( tmi%&ﬁér?& MUSTNI;EDIfRI:I‘EE;égEEg cslwlfiuu. PREHX IEAFQ:R!-?;“OD::ESC%I\?ENASTIDN SHOULD BE cﬁé aN
TAG REGULATORY O LSC IDENTIFYING INFORMATION) - TAS cnoss-REFEREggg% ﬁz?{ &E APPROPRIATE s
F GO0 | INITIAL COMMENTS Foool ¢
A standard haaith qurvey was conducted on
02414412 through ﬂ?anz. Dedficlent practice
was Hentfied with the highest scope and saverity
at "E] level. '
F 371 483.35(i) FOOD PRDCURE, F371] F371
385 | STO E/F'REPARE/ BERVE - SANITARY :
The facility must ; Immediate Corrective Action: The
(1) Prosure food frogn sourcss approved of . Dietary Manager gave instruction,
considered satisfactgry by Federal, Stats or local to the dietary aide regarding
authgrities; ang sanitary practices required for focd
(2) Sjore, prepare, gstribute and serve Food . service workers, A memo was
under sanftary condgions . .
posted by the Dietary Manager, to
inform all dietary staff of a
mandatory training session
: i regarding infection control with
This REQUIREMENF s not met as evidenced food service.
by:
Based on observatipn, interview, and a review of Residants Potentially Affectad: All
policies, the facility fhiled to ensure food was idents h th rential f
stored), prepared anfl distributad under sanitary residents have the potential for
condiions, COn 02114/12, at 4:30 PM, a Distary foodborne ilinesses when proper
Depaftment alde drgpped 2 face mask on the sanitation and food handling
floor, picked the magk up from the floor with . . .
’ ractices are i
gioved hands, and ploceaded to prepare the p. =sa . not maintained by all
meal without changig the soiled gloves and/or dietary service staff.
washing his hands. |n addition, on 02714212, at
5:00 M, the dietary fide was observed to open
the refrigerator door ring gloves and proceed
1o resident tray assednbly, without changmg
gia or washing hig hands.
The fiidings inciude
Arevipw of the fadilit}'s Infection Gontrol policy J
LABORATORY DIRECTOR'S OR PROVIDER ypvﬂuagnaun Z;r 'S SIGNATLRE _TmEe By ome
d% Cwner 3-¥-72

Any daficiency staisrme
other safeguards prov;
following the date of su
days following the date

t ending win an
sufficient protect
8y whether ar no
esa documants.

n fo e patients, (Sbe instructions.) Except
| plan of comection i provided, Far nussing

V}jﬂ'sk {*) denotes a daﬁnim;.‘a‘,- which the insfitution may be exeused fram correctng providing i is datermined that

for Rursing homes, the findings atated sbove are disclosabls 80 days
homes, the above findings and pans of comection are disciosabie 1 4
made available m;:he fazlity. If deficiencies ere citad, an approved plan of cormection s requisite to continued

pregram participation.
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CENTERS FOR MEDICARE B MEDICAID SERVICES ‘ OMBE N®. 0538-03:
STATEMENT OF DEFICIENCZIES {X1) PROVIDERYSUIPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION ma'g&:‘;i_ \GEY
AND FLAN DF CORFECTION IﬂEN‘E‘EFIQA’I';iON NUMBER: A EUILOING .
85322 B VNG : 02/86r2012
NAME OF PROVIDER CR SWEPUER STREET ADDRESS, CITY, STATE, ZIP CODE
N 3057 NORTH CLEVELAND ROAD
ROSE MANOR HEALTH CARE LEXINGTON, KY 40516
SUMIMARY BTATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORRECTION e
,ﬁ;‘g;ﬁ (EAGH DEFICIERCY MUST BE PRECEDED BY FULL PREFDL {EACH CORRECTIVE ACTION SHOULD BE coMPETIoN
TAG REGUEATORY R LSC IDENTIFYING INSORMATION) TAG CROSS-RESERENCET TG THE APPROPRIATE
: DEFICIENGY)
F 371 Confinued From padge 1 ; E 371
(ungated) revealedldietary personnel were ‘ .
required {o follow gl rules and requlations set Systemic Changes:
forth by local, state} and federal governments. A mandatory training session was
resented for all dietary worker
A reliew of the Keftucky Food, Drug and fh o ” ¥ workers by
Cos{retic Act/Statq Retall Food Cede (KRS & Uietary Manager {CM) on
21700510 217.219) page 19, revealed 02/20/12. Detailed instruction was
employees should fhoroughly wash their hands presented by the DM and
and the exposed pdriions of their amms with acknowled . .
soap/detergent ang warm waler bafore starting to- k ged by all dietary service
worlt and during wdrk, and as often as fwas wor ers (see addendum). A
necgssary to keep fhe employee's hands clean requirement to ice down all dairy
and fo prevent crogs-contarmination. products was implemented by the
| , DM. Die i
Observation of the Pistary Department tray fina inf tarylserwce worker.s were
assambly on 02414]12, at 4:30 PM, revealed a informed of ice down practice to
dietgry aide droppeld a soiisd/used facial mask to Mmaintair proper temperature and
the Distary Deparirpent concrete floor. The prevent potential cantamination
dietgry aide picked fhe mask up from ths ficor duri . .
- r e
and placed the soil¢d/used mask on z stainless i Ing m al service. All new hires
stesf table in the Diftary Department. The dietary ~will be instructed by the DM
aide|was further obkerved ta retum {c his task of regarding safe food service.
thickening liguids fdr the residents and fafled to Infection contral training will be
wash his hands or ghange his soiledigloves ack
owled
utilizhd 1o pick up te solled mask. Further nowledged and added to
observation of the dietary assembly line on personnel folder (see addendum)
0217112, at 5:00 P, reveaied the distary aide for all food service workers.
cpened the refrigerdtor door with gioved hands '
and procgeded to afsembia the coolichilled foads
o bel served o the faclity’s residents without
chanping his gloveq or washing his hands.
An ifterview cordugted with the dietary aide on
02/14/12, at 5:00 P}, revealed he knew to wash
handgs and apply gleves after louching
unsanitzed equipment i the kitchen; however,
e had “fargotten” Iy remava the soiled gloves,
wash hig kands, anJ to reglove after he had
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%4 10
PREFIX
TAG

SUMMARY SEATEMENT DF DEFIGIENGIES
[EACH DEFICIENGY MUST SE PRECEDED EY FULL

| REGULATORY ORJLSC IDENTIFYING INFORMATION)

iD.
PREFIX

L TAB

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APFROPRINTE .
- R e icinien

5
COMPLETION
DATE

F371

F 441
=E

Cantinued From page 2

handled unsanitized|equipment during
preparation of the

{ An interview was copducted with the Dietary

Manager (DM) on 0314412, at 5:15 M, revealsd
the dietary aide had peen trained to wash his
hands and fo regicove to minimize potential
contgmination of hislhands and potentially
haza[dous faods. 'The DM further stated the
dietaly aide was negvous and forgof fo remove
his ploves ard wasi] his hands.

483.§5 INFECTIONICONTROL, PREVENT
SPREAD, LINENS

The fiaciiify must estpblish and rmeintain an

safe,|sanitary and cgmfortable environmeant and

: of digease and infedion,

(a} Infection ConfrollProgram
cility must establish an Infection Controf
it-

ccides what prjesduras, such as isolation,
. shou|d bie applied {3 an individua! resident; and
! (3) Maintains a recold of incidents arnd corrective

ident needs isolation to
irfection, the facility must

en the lnfec%n Control Program

it the spread
" isalale the resident.
i (2} The faciilty mustlprohibit employvess with a
| communicabie disedse or infected skin lesions

from [diract contact With residents or their food, if

Infection Control Prggram designed to providea

to hedp prevent the gevelopment and transmission

F 37

F 441

Monitorlng: The DM will monitor
dietary personnel infection control
practices when on duty. The
Registered Dietician will continue to
conduct a review of sanitary
practices (see addendum) with each
visit. Periodic documented
evaluation {see addendum) will be
conducted by the DV, Quality
Assurance Director, and the Asst.
Adm. for team review at monthly
QA meetings.

“Completion date” 03-05-12

F441

Immediate Corrective Action:

The QA Director/LPN gave verbal
instruction to afl Certified Nursing
Assistants [CNAs) on 02-14-12 and
02-15-12 of need te assure use of
hand sanitizer and/or hand washing
practice between each tray served.
The QA Director provided all CNAs
on duty with individual containers
of instant hand sanitizer for use
between each resident contact.
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{02) MULTIPL

1A, EUILDING

B. WING

E CONSTRUCTION

NAMIE OF FROVIDER OR SUPPLER . )

STREET ADDRESS, QITY, STATE. P €00k
" 3057 NORTH CLEVELAND ROA DY

PROVIDER'S PLANF €23 F o oRpecTION
{EACHCORRECTVE AwCrmion shoutD BE
CROSSREFERENGED T € THE appror REA
(PEAGEESINCY). o

Parscnnel must hahale, sfore, process and
tranport linens splas to prevent the spread of
infection. ' .

Thig REQUIREME
by: :
Baded on observal

T = notmet as'evidenced

lon, irterview, and review of
the tacility's peficy, e faciiity failed (o ensure zn
infegtian contro! prdgram was maintained 1o
£rovide a safe, sanftary ervirontment and to heip

se and infectigns for residents during the
debvery of the hoor] and evening meals served in

021p/12, ravesied Pertified Nursing'Assistants
(CNAs) faiisd lo wakh/sanifize their hands’

ion conlrol policy (Undatad)
revedled hands shobild be washed before and
ith & resident. A'review of
eal senvice (Undated)
"wash hands before and

‘ROSE MANOR [HEALTH CARE - LEXINGTON, KY 40816
(X4 1D STATEMENT OF DEFICIENCIES . 1o
PREFIX MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY PR LSC IDENTIFYING INFORMATION) TAG
F 441 | Confinued Frém pige 3 E 44| ResidentsPotentizl i, Affacted:
‘ direxct contact will §ansmit the disaase. '
(3) fadility mugt require stafflo wash their
hands after each direct resident contzct for which
hand washing is inflicated by accepled
He ional pracife. :
: onal prEedpe not assured.
{c} Linans

All residents have tiv e patenttal fOF

negative outcomes warhen efforts t<
prevent recognize, and control the

onset and spread of Enfection &ar€

Systemic Changes:

. A schedule for mancf tory in-sevrV
training was posted by the po N

' 02-20-12. Aprocedusr e of
” Meal/Tray Service™ \was prese NEE
to all facility staff me rmbers by the&
DON. A hand out “Hand Washi &
Steps” was also revies wed with @!
staff by the DON on €22.20.13.
Overview of standare® precayric

ice
fe 11

ad

and continuous infection contr ot
efforts were presente=of {see

addendum), g € ¥t
The Asst, Adm. placeed an grger ™ =

the facility supplier fox instant ¥3 &
sanitizer dispensers fear the diny e E
area and foyers. The = Anitizer

dispensers were rece@wed on

Idisposal.

+ 02-28-12 and placed by

maintenance on 02-25-13 . A ste= F—
lever trash container i s present & =
dining areato assure rro direct

contact with the cont= iner for € (%

e —
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rect resident contact for which

DEPARTMENT O
: me ND. 0g38.0391
CENTERS FOR MEDICARE & MEDICAID SERVICES oMe o
STATEMENT OF DEFICIENCIES X1} PROVICER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (353}613&1?
AND PLAN OF CORRECTION 1DENTIFIGA‘:HON NUMBER: {A BULDING
| 185322 B. VNG — | o2ffei201z
N OF PROVIDER OR SLIPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
' 2057 NORTH CLEVELAND ROAD -
ROSE MANOR [HEALTH CARE ‘ LEXINGTON, KY 40516 -
SUMMARSTATEMENT OF DEFICIENCIES . D ’ PROVIDER'S PLAN OF CORRECTION | I
g};g__l& {EACH DEMF?S%\!O' MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD E"‘{FE § oL
TAG REGULATORY PR LSC IDENTIFYING INFORMATION) TAG CROSS-RFFERENGED TO THE AFPROPRLA
. \DERIGIENCY)
F 441 | Continued From phge 3 F 441| Residents Potentially Affected:
‘ direict contact will ansmit the disease. " | Aliresidents have the notential for
(3) facility :rmj}t require staff to wash their negative outcomes when efforts ta

noor;

reve
after
the

aftar

Tha firdings includd:
ted hands sho

revealed staff was 4

washing is inflicated by accepted

ional practipe.

Persennet must hahdle, sfore, process and
transport finans snrs o prevent the spread of

EQUIREMENT & not met as'evidenced

Bzded on cbservalion, interview, and review of
the facility's policy, fhe facitity failed lo ensure &n
infegtion control prggram was maintained 1o
grovide a safe, sanjtary environment and ta haip
prevent the develogment and transmission of
disekse and infectigns for residents during the
delivery of the hoor and evening meals served In
" .} the dining roam on P2/M14/12.  CGbservations of the
and evening rheals in the dining room an
02/18/12, revesled Pertified Nursing Assistants
(CNAs} failed to wakh/sanitize thelr hands”
betwlesn residents
frays, |

uring the deftvery of the meal

Id be washed before and
ch contact wWith a resident. A raview of

ficy related tomeal senics {undated)

"“wash hands before and

A review of the infsiFon controf policy {undated)

i procedures,

prevent recognize, and contro| the
onset and spread of ihfection are
not assured,

Svstemic Changes:

- A schedule for mandatory in-service
training was posted by the DON for
"02-20-12. A procedure of

" Meal/Tray Service” was presented
to all facility staff members by the
DON. A hand out “Hand Washing
Steps” was also reviewed with all
staff by the DON on 02-20-12,
Overview of standard precautions
and continuous infection cantrol
efforts were presented (see
addendum),

The Asst, Adm. placed an order with
the facitity supplier for instant hand
sanitizer dispensers for the dining
area and foyers. The sanitizer
dispensers were recejved on

+ 02-28-12 and placed by
maintenance on 02-29-12. A step
lever trash container is present in
dining area to assure no direct
contact with the container for trash
disposal,
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STATERENT OF DEAIGIENGIES
AND PLAN OF CORRECTION

X1) PROVIDERASUPPLIER/GLA
IDENTIFICATION NUMBER:

[(X2) MULTIPLE CONSTRULTION
CONPLI

£X3) DATE SUVEY

Continued From pa

o

Ob oon meal on 0241412, at
11 2 Al reveszled)CNAs #1, #2, and #3 were
in the cﬁning room and

jce. Observation of the
in the dining ro;om on
, revesled CNAS #4 and #5

assistad residents t§ cut food, appiied
contiments, and ashisted residents with the

meal In addifion, ffe CNAs were obsarved to -
raisa/the fd on a gajage container (without
glovgs on) to dispege of trash during ‘the meal

servipa. However, fhe CNAs failed to
wastysanitize their Jands bstwean residents

during the meal senfice or when they disposed of
trashiin the trash coptainer. '

intendiew with CNAG#1, #2, and #3 on 02/14/12,
at 1230 PM, and CllAs
and 5:45 PM on 02/}4/12, revealed the CNAs
knew|they ware reqglired to wash/sanitiza thair
handg between residents but had "forgotten."

Interdiew with Licended Practical Nurse (LPN) #1
on g 14}12 at 5:50|PMm, revea]ed the LF'N

The PN acknowletbed the CNAs failed to wash
their hands between|residents. The LPN staled,
" thotight | saw the §NA touch the garbage can
and npt wash hands§but | wasn't sure." The LPN
further stated that alllsiaff was tmined to wash
bandg before and aftbr residant contact and

Manitoring;
The charge nurse (RN/LPN) on duty

at time of meal service will menitor
staff and assure infection control
effarts are maintained. The Quality
Assurance Birector (QAD) will
assign various QA team members

- (DON, SS, and QAD) 1o conduct
documented weekly reviews (see
addendum} at various meattimes to
assure staff compliance with
infection control practices.
Documented reviews will be
presented for review at monthly QA
meetings, '

“"Completion Date” 03-05-12

A BUILDING
185322 B WING 0272012
NAME QF PRCOVIDER OR SURPLIER STREE['ADDRESS. CITY, 8TATE, ZIP CODE
- 3057 NORTH CLEVELAND ROAD
ROSE MANOR HEALTH CARE ; LEXINGTON, KY 40516
; TION frea)
1D SUMMAARY $TATEMENT OF OEFIGIENCIES . o PROVIDER'S FLAN OF CORREC:
F"XRE)FD( (EACH DEFICIENCY MUST BE PRECEBED BY EULL PREF!_X {EACH CORRECTIVE ACTION SHOULD BE mf:*r?m
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE
. < DEFICIENGY)
F 441 ed F 444
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‘ PRINTELR 02/28/2042
DEPARTMENT|OF HEALTH AND HUMAN SERVICES ‘ . FORMAPPROVED
CENTERS FOR MEDICARE § MEDICAID SERVICES ' . : OMB NCJ 0938-0391

STATEMENT OF DEFILIENCIES (1) PROVIDER/SUPPLIER/CLIA ) MULTIPLE CONSTRUCTION (X3) DATE SUFREY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: © COMPL
A, BUILDING
:7 B. WING
185322 02/182012
NAME OF PROVIDER OR SUFPLIER | ‘ STREZT ADDRESS, CIYY, STATE, ZIP CODE
J . : - ' 3057 NORTH CLEVELAND ROAD
ROSE MANDR HEALTH CARE ‘i .
1 LEXINGTOM, KY 40516 _
&4 D SUNMARY SEATEMENT OF DEFICIENCIES B ' PROVICER'S PLAN OF CORRECTION s
PRERX {EACH DEFICIENEY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B2 COMPLETION
TAG REGULATCRY OF LSC 1DENTIFYING INFORMATION; - TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE.
..... ' e . e L BEFIGENGYY
F 441 | Continued From pade-5 , ' F 441
between residents during meal tray service. '

interyiew with the Agsistant Administrator on
Q2M4/M2, at 5:55 PN, revealed staf should

washysanitize their Hands between residents
during meal time, 3

FORM CMS-2587(02-59) Rreviaus Vasions Objoets ' Evenl ID:RFVT{1 Fecllty I0: $00715 IFeontinuation she@t Page 6 of 5
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NO. 0938-0351

[N ECEIVE

E
CENTERS FOR MEDICARE & NIEDICAID SERVICES B o
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CON _ b B ﬂéngéEY
AND PLAN OF CORRECTION IDENTIF IGATION NQMBER- A, BULDING N Bug‘k G0 & iz
185322 B VNG - Q52012
NAME OF PROVIDER OF SUPPLIZR STREET ADLRESS, W ETSTE 2 tenlth Lare
‘ - 2057 NoREHSDERENRESRICO MO Branch
ROSE MANOR HEALTH CARE | LEXINGTON, KY 40516
BUMMARY STAFEMENT OF DEFICIENGIES o © PROVIDER'S PLAN OF GORRECTION X9
' gggr:& (HACK DERCIENCYMUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULDR?ETE COMD-:TEEWGN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIA
: DEFICIENCY)
K 000 INITIAL COMMENTS K 000
SURVEY UNDER: 2900 Existing
FACILITTY. TYPE: SNHR/ANF
TYPE OF STRUCTUHE: Orie Story, Tyge Il
{211) Unprotzcted -
SMOKE| COMPARTMENTS: Three
| COMPLETE SUPERV]SED AUTOMATIC FIRE
| ALARM [SYSTEM orighally instalied. '
- _ osg " -
FULLY $PRINKLERED, SUPERVISED (Dry
SYSTEM original . .
The corrective action taken was
EMERGENCY POWER: Type Il Diese! original to schedule 2 Sprinkler System
: Inspection. Koorsen Fire and
Alife safety code survgy was initiated and Safety inspected the Sprinkler
concludgd on 02/15/13. The findings that follow - System on 2/21/12.
dernonsirate noncompliance with Title 42, Code _
of Federal Regulations 483.70 () et seq (Life All residents have the potential
Safely from Fire). Thelfacility was found not in to be affected when the Sprinkler
suibstantial compliancg with the Reguirements for System is not inspected and tested
Participation for Medicgre and Medicaid, The Quarterly.
facility is(licensed for 3¢ beds and the census
‘| was 34 gn the day of the survey. The measures put into affect was
s to have Koersen Fire and Security
Deficiengies were cited with the highest set up the quarterly Sprinkler System
deficiendy identified at [F" level, : Inspection the same day as the
K 082 | NFPA 11 LIFE SAFETY.CODE 3TANDARD K062 Quarterly Fire Alarm Inspection.
85=F : :
. Reqyire automgﬁc_sp inkler §y$lem5 Bre The Asst. Administrator will document
ccnblj{.ac ly maintained in reliable operating And report on the Sprinkler System
co_rldrtl‘an and are inspacted and tested Inspections At monthly QA meetings.
penodically.  15.7.6, 4.6.12, NFPA 13, NFPA
25,975 - - Date completed: 2/21/2012
J0RATORY Dmsc-rcaa P OVIDER!SH’PLI PREAENTATIVE'S SIGNATURE TITLE {X5) DATE
— “”{ 45 O on <
¢ deficiency siatement endir\\;wim an astighisk (%) denotes a daﬁde‘r’wy which the instituion may ba excused from comesting providing i is detemnined that
ar sefeguards provide syfficient proteclionfto the pefierte. (See instructions.) Except for nursing homes, the findings states above are disclpsabia 30 days
awing the date of survayiwhethar or not 2 blan of carraction ls provided. For numsing homes, the abave findings and plens of corection are disclosabla 14
& following the date thede documents arajvade available to the facifiy. I doeficiencles are ofted, an spproved plan of correction ls raguisite to confinued
grem participation, : 1
R -
&M CMS-Z567(02-58) Frevipus Verstons Cbsolde Evert ID:RFV72S Fasdhy |C: 100118 If eonlinuaficlehasat Page 10of 3.
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CENTERS FOR MEDICARE & JIEDICAID SERVICES OMBING. 0933-0301
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