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left at the bedside for Resident #14 would be

revealed she did leave the medications on tha
bedside table of Resident #14, she reallzed this
was an errar, and she realized that she was not
following facility policy or accepted standards of
nursing practice regarding administration of
medications. LPN #6 stated she had hean
in-serviced on facility policy and she did know
accepted standards of nursing practice but that
she felt she could rely on Resident #14 to take
the medications. She stated this was not her
usual practice.

Interview with the facility Pharmacist on 08/03/10
at 1:55pm revealed side effects most liksly to
oceur If other residents Ingested the medications

drowsiness, nausea, hypotension, increased fall
risk, or hypersensitivity. He stated he would have
to know the drug regimen for all residents
capable of entering Resldent #14's room and
ingesting the medications left there to he more
specific regarding potential harmful side effects.
The Pharmaaist did review the medication
regimen for Resident #14's roommate (who could
self-propel in the wheelchair in the room) and
stated this unsampled resident could be at
increased risk for hypotension or falls If this
resident Ingested Resident #14's medicationa.
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F 332 | Cantinued From page 9 F 332f 4.4. The D.O.N. shall present the

Record review for Resident #14 on 08/03/10 “compliance summary,” related to this
revealed the resident wags admitted to the facility regulation, to the QA/CQI Committee.
on 01/08/07 and had nc assessments or- ‘
physiclan order for self-administration of any of 4.5. The QA/CQI Committee shall
the fourtsen (14) medications left at the resident's review the D.O.N.’s “compliance
bedside. The Minimum Data Sheet for Resident » : :

7 o . summary”, monitor trends and issve
#14 revealed a cognition score of 0 which dations to ensure compliafce
indicates the resident is independent in daily recommenda ]O".s nsure comp
decision-making and may be interviewed. with this regulation.
Interview with LPN #6 on 08/03/10 at 11:25am Substantial Compliance Completion 08/25/10
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F 332 Continued From page 10 F332| F-441: Facility Plan of Correction
Interview with the DON at 12noon on 08/02/10 .| The facility corrected regident #7°s
revealed she was aware this was a medication ( indwelling catheter for compliance with
arror, she stated LPN #8 was recently in-serviced * the facility infection control program; the
on medication errors, and LPN #6 was observed | catheter was removed from the floor, and

in & medication pass in the past month and had
no errors, The DON stated LPN#6 was off duty
for a few days and would be re-trained upon

placed in the appropriate dignity bag at
the time of the observation on August 4,

return to duty. . . 2010.
2. All nursing staff members were
InterViGW with Resident #14 on 08/06/10 at provided with education Pfior to Aug—ust
1:30pm revealed medications were often (in a ‘ 27, 2010 related to Infection Control
week's time) left at the bedside and the nurse | policy & practices
does not always observe him/her taking the policy & pr )
medications. o ) .
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441| Additional in-servicing, p;rformed by the
$8=D | SPREAD, LINENS Staff Development Coordinator, was
' conducted prior to August 27, 2010. Thik
The facllity must establish and maintain an inservice consisted of the following: ’

Infection Control Program designed to provide a
.safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and Infection.

(a) Infection Control Program

The facility must establish an Infection Cantrol
Program under which it -

(1) Investigates, controls, and prevents infections
in the faclilty; '
(2) Decides what procedures, such as Isolation,
should be applied to an individual resident: and
(3) Maintains a record of Incidents and corrective
actions rejated to infections.

(b) Preventing Spread of Infection
(1) When the Infection Control Program
determines that a resident needs isolation to

prevent the spread of infection, the facility must

. 3. The Quality Assurance Nurse shall

infection control policy and procedures,
infection control related to Foley catheter
and the proper usage of dignity bags for
catheters,

w

make daily infection control rounds and
will report findings to Director of
Nursing,.

3.1, The QA Nurse will summarize
infection control surveillance monthly fo
trend analygis by the DON, and QA/CQI
Committee. ‘

%

3.2. The Staff Development Coordinator
shall conduct educational sessions for
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Observation on 08/04/10 at 10:00am revealed
Resident #7 resting in bed. Resident #7 had an
Indwelling catheter that was observed lying on the
floor, not in the dignity bag hanging on the side of
the bed.

Interview on 08/04/10 at 10:10am with Licensed
Practical Nurse (LPN) #7 revealed that she wag
aware the catheter bag should notbe on the floor
related to contamination and could cause the
resident to get an Infection.

RIC
THE RICHWOOD LA GRANGE, KY 40031
(4) I SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (x5)
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F 441 | Continuéd From page 11 F 441} compliance with infection control
isolate the resident. regulations ag directed by the Director of
(2) The facility must prohibit employees with a Nursing.
communicable disease or infected skin lesions _
from direct contact with residents or thelr food, if . .
direct contact will transmit the disease. 3.3. tl;“prtg;r t{:"“éng.ls.han be]?ond‘mted
| (3) The facility must require staff to wash their as outlined in the facility Quality
hands after each direct resldent contact for which Assurance schedule/calendar, and as
hand washing is indicated by accepted needed.
professional practice. .
. 4. The Director of Nursing Services will
(¢) Linens . be responsible for ovetseeing
fersonr'\_teglmust handl?, store, ptrgfess aﬂ% ¢ surveillance/monitoring & compliance
ranspart linens so as to prevent the spread o N .
infection. with this regulation.
4,1. The D.O.N. shall present the
' _ “compliance summary,” related to this
This REQUIREMENT g not met as evidenced _regulation, to the QA/CQI Committee.
by:
Based on observation, interview and record 4.2. The QA/COI Committee shall
review the facility failed to maintain effective review tbeQD o) g i “corﬁpliancé
Infection control practices to prevent infections. N ‘.t' " d d issue
One (1) of twenty-one (21) sampled residents summary”, MOnItor trends ane 183
was observed with the indweliing catheter bag .| recommendations to ensure compliance
lying on the floor (Resident #7). - with this regulation.
The findings include: " Substantial Compliance Completion

08/2710 .
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F 441 | Continued From page 12 ' F 441

Interview on 08/04/10 at 10:25am with Certified
Nursing Assistant (CNA) #6 revealed that she
was aware the catheter bag should not be on the
floor because it would become contaminated and
could cause the resident to get an infection.
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K 000 | INITIAL COMMENTS K 000

K052 Fire Alarm Inspection

. The facility contacted the contract inspection
A Life Safety Code survey was Initiated and company on §/5/2010."  ° B

concluded on 08/05/2010. The facility was found
not to meet the minimal requirements with 42

Code of the Federal Regulations, Part 483,70, The facility Administrator notified the
The highest 90°P"e af:'d severity deficlency regional manager of the contracting company,
‘ identified wasa " D °. ' and requested an ingpection to be conducted to|
/K 0562 | NFFA 101 LIFE SAFETY CODE STANDARD K052 achieve comp]iance with this regu]ation‘

88=D

A fire alarm system required for life safety is

: . ; The eontracting company completed the
installed, tested, and maintained in accordance

required inspection on 8/9/2010;

with NFPA 70 National Electrical Code and NFPA documentation was provided to the facility
72. The_system has an apprpved 'malntelnance and-s maintained in the LSC Binders located
and testing program complying with applicable in the NFA and Maintenance offices.
requirements of NFPA 70 and 72,  9.6.1.4 .

The facility Maintenance Director shall be
tesponsible for compliance with this

| regulation, and maintaining the proper
documentation. NHA shall provide oversight|

The facility NHA shall audit the LSC
compliance binder monthly for the next three
months. The NHA shall monitor compliance
via monthly LSC audits; the NHA shall

! present the QA/CQI Committee with a
summary of compliance. The audits shall

. ' i il such time that the QA/CQI
This STANDARD (s not met as evidenced by: f:cmxft;: (;efe':,fmn’::fhaf “foce:u?ed Q

Based on record review and interview, it was e eyt :
) h ' monitoring” is no longer required, The
determined that the facllity failed to test the fire QAJCQI Committee shall review the NHA

alarm system according to NFPA standards. “compliance summary”, monitor trends and

issue recommendations to ensure compliance

The findings Include: with this regulation.

Record review on 08/05/2010 at 11:50 AM,
ravealed that the facility last had a fire alarm
inspectiort on 03/01/2010,

Substantial Compliance Completion Date |  08/05/10

Interview on 08/05/2010 at 11:50 AM, with the
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (X8) DATE

A 4 c/t-é.r-/— L4 AolwnabnSor & 25 (o

Any deficlency statoment endlng with an asterisk (*) denotas a deficiency which the Institution may be excusad from.carrecting providing It is determined that
other safeguards provide sufficlent protection to the patlents. (See Instructions.) Except for nursing homes, the findings stated above are dlsclosable 80 days
following the date of survey whather or not a plan of correction is provided, For nursing homes, the above findings and plans of comrection are disclosable 14
days following the date these documents are made avallabls (o the faclllty. If deficiencles are clted, an approved plan of corraction is requislte to continued
program participation.

| —— s S o YR

FORM CMg-2667(02-99) Previous Verslons Obsolete Event 10:MLYV21 Fagillly ID: 100819 If continuation sheet Page 1 of 4




08/26/2018

15:26 5822226535

DEPARTMENT OF HEALTH AND HUMAN SERVICES

GENTERS FOR MEDICARE & MEDICAID SERVICES

THE RICHWOOD

PAGE 28/38

PRINTED: 08/18/2010
FORM APPROVED
OMB NO. 0938-0391

| systems are equipped with water flow and tamper

If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system Is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, tis fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler

switches, which are electrically connscted to the
building fire alarm system. 19.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview, It was
determined that the facility falled to ensure a
complete sprinkler system according to NFP.
standards. :

The findings includs:

Observation on 08/05/2010 at 11:30 AM, revealed
that the canopy (approximately 6' X 7') with
combustible construction, located at the 200 Hall,
did not have sprinkler protection. The observation
was confirmed with the Maintenance Director.

Interview on 08/05/2010 at 11:30 AM, with the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA X2) MULTIPLE GONSTRUCTIO
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o2) RUCTION o) gé&%féjﬁe\ém
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K 052 | Continued From page 1 K052 .
Director of Environmental Services, revealed that K056 Sprinkler Proteetion: Canopy
she had called the company that performs the - ; ton related ¢
facility's fire alarm Inspactions and the company The facility ‘°‘_’kh°°"e°t've ke aecto
had stated they had missed that quarter's this 'eg“]at'c’;‘bt ¢ contract sprin g.compam
inspection due to & change in personnel, was °°“,‘a°f° . ytt}l’]e tMa‘"tem?“c:a" 'ge.c “;;'
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 05 The sprinklar mstallation was installed in the
$5-D canopy on 08/11/2010.

The Maintenance Director has conducted a

i walking-inspection of the facility and no other
canopy areas were identified; no physical
plant expausion plang are under consideration,
. therefore the facility is current with all NFPA
Life Safety Code regulations related to K056,

The facility maintains a contractual
arrangement with a sprinkler company for
sprinkler protection work and maintenance.
This arrangement shall be coordinated by the
Maintenance Director and overseen by the
NHA

The NHA shall monitor compliance via
monthly LSC audits; the NHA shall present
the QA/CQI Committee with a summary of
compliance, The QA/CQI Commiittee shall
review the NHA “compliance summary™,
monitor trends and issue recommendations to
ensure compliance with this regulation.

Substantial Compliance Conipletion Date

08/13/10
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES '
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K056 | Continued From page 2 K 056
Maintenance Director, revealed that he was K062 Sprinkler Protection: Freezer
unaware of the canopy needing sprinkler
protaction, . [The facility took immediate corrective action;
the contract sprinkler company was contacted
by the Maintenance Director.
Eifgrgqce; NFPA 13 (1999 Edition), e The ;prinkler was de-ioed on 08/05/2010 | OB/2S/rp
~13.8. per the manufacturer reccommendations
Spnnkler's shall be Installed under exterior roofs by the Maintenance Ditector.
or canoples exceeding 4 ft (1.2 m) in width. ¢ QA determined that the ice-build-up was
Excsption: Sprinklers are permitted to be omitted caused by condensation, and not a
whgre the canopy or roof Is of noncombustible or malfunctioning sprinkler,
limitad combustible construction. o  The Maintenance Direct has resealed
l; gﬁg NFPA 101 LIFE SAFETY CODE STANDARD K 062 around the freezer’s conduits as part of
= the facility’s preventative maintenance
Required automatic sprinkler systems are program t()£>M.Il)’).
contlpuously maintained in reliable operating
00qd1tion and are inspected and tested The facility conducted surveillance and
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA monitored compliance:
25,8.75 »  The NHA verified the cotrective action
and de-icing on 08/05/2010. NHA
monitored Sprinklm‘—head on August 13", g/
. . . August 20" & again on August 23, 2010; |OfB/22/re
This STANDARD s not met as evidenced by: ! there was no indication of any ice build-
Based oh observation, record review and i up
Interview, it was determined that the facility failed o faoili -
to ensure that sprinkler systems were maintained ¢ The rﬂcmty. retans a contractor for
according to NFPA standard | sprinkler protection work and
a naaras, ; maintenance. NHA oversight.
. . _ The facility shall sustain compliance by
The findings include: utilizing the follow:
Surveillance conducted by Maintenance
Observation on 08/05/2010 at 9:16 AM, revealed ’ : e
that the outside freezer's sprinkler head had a . Dl/zfét or] ml:d]; enﬁ%d mont}r1tly lb y N}li]A
bulldup of ice around the sprinkler head. The ' dQ. ) %‘ Sha roniter q:a erly untl
obsarvation was confirmed with the Maintenance irected otherwise by QA Committee,
Diractor ¢  Perform preventative maintchance in
conjunction with the facility PMP.
Interview on 08/06/2010 at 9:15 AM, with the *  Repair any issuc identified by audit
Maintenarice Director, revealed he was unaware and/or observation; SNF shall utilize
of the bulldup of ice around the sprinkler head. ;ﬁ;‘fgm sprinkler company as directed by | 8 f23/1)
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FaciipwRtastal Compliance Comguetint Bt enoct 4

SIS
Golun

AL & 6




08/26/2010

15: 26 5022226535

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

THE RICHWOOD

PAGE 38/38

PRINTED: 08/18/2010
FORM APPROVED
OMB NO. 0838-0391 ,

STATEMENT OF DEFICIENCIER {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING ~ 01.BUILDING
B. WING )
185438 08/05/2010

NAME OF PROVIDER OR SUFPLIER
THE RICHWOOD

STREET ADDRESS, CITY, §TATE, ZIP CODE
1012 RICHWOOD WAY

A GRANGE, KY 40031

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K 088 | NFPA 101 LIFE SAFETY CODE STANDARD K 069
88=D
Cooking facilitles are protected in accordance K069 Fire Extinguisher signage
with 8.2.3.  18.3.2.6 NFPA 96 ' .
The facility has taken corrective action to
omply with K069 and NFPA standards.
This STANDARD is not met as svidenced by: " A temporary water-resistant Sign was
Based on observation and interview it was i placed in the dish room to indicate that
determined that the facility failed to ensure fire the K-type" fire extinguisher was to be
extinguishers in the kitchen area were maintained used only a3 a secondary backup means to
acoording fo NFPA standards. the automatic fire suppression systen”
o The Maintenance Dircotor ordered the
The findings include: permanent igh to comply with this
regulation on 8/23/2010.
Observation on 08/05/2010 at 9:10 AM, revealed
that the K type fire extinguisher did not have the NHA and Maintenance Director conducted
Proper signag. L.8C surveillance on 8/12/2010: no additional
signage was determined as being required
Interview on 08/05/2010 at 9:10 AM, with the ,
Maintenance Director, revealed he was not aware The Facility safety sustainability plan includes:
of the K type fire extinguisher needing a sign. e Monthly LSC~ingpection rounds by NHA
o y ctioning of LSC equipment and
Reference: NFPA 86 (1999 edition) slji’got;pse:vti"lilncontinu% to be par? of‘pthe
o ifvi e Maintenance Director’s preventative
A placard identifying the use of the extinguisher maintonance plan (PMP)
e bumreeeioy ackup means Lo the ag.rtomatic & LSC monitoring and compliance
fire suppression system shgll be oonsplcuously summary shall follow the quarterly QA |
placed near each portable fire extinguisher In the calendar
cooking eree. " o The QA/CQI Committee shall urilize the
Safety & Risk Management Committec‘:s
recommendations and resources to sustain
compliance with this regulation.
¢ The NHA shall be responsible for
disseminating and educating QA/CQI
members regarding new
regulations/requirements.
Substantial Compliance Completion Date | 08/27/10
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