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A standard health survey was conducted Halmets 10/1/2011

08/30/11 through 09/01/11 and a Llife Safety Code

suivey was conducted on 08/31/11 with the No residents were found to have

highest scope and severity of a "F". Ths facllity been affected by the deficient
had an opportunity to correct the deficiencies - practice.
before remedles would be recommended for

Imposltion. ‘ All residents had the potential to be
F 371 | 483.35(i) FOOD PROCURE, F 371 offected by the:deficient practice,
ss=F | STORE/PREPARE/SERVE - SANITARY

Signs were pos’fed outside all

The facility must - |
e o e b o kitchen doors stating, "Hairnets are
;ﬁ?:(mre? :ﬁgsfactory by Federal, State or local required o enfer the kitch en Al | i,
(2) Store, prapare, distribute and serve food facility staff were inserviced by the

dietary manager as they reported

under sanitary conditions .
to duty, Dogumen’raﬁon is on file,

This REQUIREMENT s not met as evidenced To ensure that the deficient

bBy: o6 o observatlon. Intenviow. and review of practice will not recur, the kitchen

as : o ew a i i i i

i focilt's palloy It wie oo e tacilty supervnsor.wm routinely monitor staff
for compliance and correct

falled to ensure that all staff wore halr restralnts

when entering the dietary department. Four immediately as needed, The

non-dlstary si]taff’merr}bert&;1 wgre tgbsgrvad during kitchen supervisor will report
tray line service entering the dietary department . .
without the use of hair restralnts. In addition, dOCU'menfdhon of the monitoring to
during Inltial tour of the kitchen, two large cartons the dietary manager.
of sour cream were observed explred. o

To monitor its performance the

dietary manger will present results to
the QA quarterly mesting for &

1. Revisw of the facllity's policy "Food months or longer if deemed

Safety-Dletary Manager's Responsiblity” (not
necessary.,
ey (iTE

LABORATORY Di 'S ﬁOVIDER}BUFPUER REPRESENTATIVE'S 8IGNATURE , TITLE,
% % LA Ol S X A—O‘//LU“U'QLWJLDVX 7 5?‘7/ [

Any Henulanc{y statemnenl ending with an asferiek (") danotes a deficlency which the instiution mﬁy be excused fram comecting providing f s deterrined thé!
the findings stated ebove are disclosable 80 days

ather aafeguards provide sufficlent protaction to the patlents,.(Ses Instructione.) Except for nurelng homez,
findings and plans of correction-are-disclosabla 14
nnllnuT

The findings include:

following the date of survey whather or nat a plan of comrection ks provided, For nursing homes, {he above

days following the date these documents are mads avallabls to Lhe faclllty, f deficlencles are ched, an apgrovad pl @Eﬁv%c
progmm particlpation, ’ : ?f{
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F 371 Continued From page 1

restralned.

5:20 PM, revealed all staff should have, halr
restralnte on when in the kitchen,

Observation of the lunch tray line service, on

12:10 PM revealed two (2) dinlng room staff

with no halr restraint. Further observation at
12:25 PM revealed the Malntenancs Director
entered the dlstary department with no halr
restraint, then tumed around and left the

department.

praparation ares behind the food tray line.

However, continuad Interview with the

nefs ware wormn.

2. Review of the faciliy's pollcy reQarding

off all itamns as they are unloaded, Count
carefully the number of cases, boxes, cartons,
olc. of each fem.

dated) stated: ....6. Personnel must wear clean
unlforms and clothes at all times and halr must be

Interview with the Administrator, on 09/01/11 at

08/30/11 at 12:06 PM, revealed the Adminlstrator
entered the dietary department, and proceeded to
the tray line to obtain silverware; then left the area
without tha use of a halr restraint. Ohservatioh at

entered the dietary department to oblain llquids,

Interview with the Dietary Manager, on 08/31/11
at 3:00 PM, revealsd staff was allowed to come

into the dietary department to obtain drinks for
resldsnts, as long as they were not In the food

Adminletrator, on 09/01/11 at 5:20 PM, revealed
the staff would ba In-gerviced to make sure hair

Accepling Food Dellveries (undated) revealed: ...
2 ...Ask for a copy of the dellvary slip and check

No residents were found to have
been affected by the deficient
practice.

All residents had the potential to be
affected.

Out-of-date cartons were found
and disposed of on8/30/2011. All
other food dates were' checked on
that date as well with no other
deficiencies found. '

The staff member accepling the
order (kitchen supstvisor or day
cook) will check the expiration
dates. They will also check items
with expirations in stock on q daily
basis and dispose of items as
needed.

To monitor its performance, the
Kitchen supervisor will report
documentation of compliance
measures to the dietary manager
who will present results to the QA
quarterly meeting for 6 months or
longer if deemed necessary.
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Observallon during the Initial tour, on 08/30/11 at
9:05 AM, revealed twd'(2) large cartons of sour
cream with expired dates of 08/27/11. ' v

Interview with the Dietary Supervisor, on 08/31/11
at 3;10 PM, revealed she was responsible for
checking for expired foods during the four (4)
daye she worked. The main cook was
responsgible for checking the remalning three-(3)
days a week, The supervisor stated-when the -
dletary department accepts food from vendors,
they should be checking the dates, o

Interview with the Dietary Manager, on 08/31/11
at 3:15 PM, revealed the vendor dellvered the

*| sour cream with explred dates: however, the ' _
dietary department was responslble for checking : ’
the food for explred dates.

483,75(])(1) ADMINISTRATION

The facliity must provide or obtaln laboratory
services fo meet the needs of lis residents. The
facliity Is responsible for the quality and timeliness
of the servicss,

No resident was affected

by this cited deficiency. 5 residents
were found to be potentially affocted by
this cited deficiency. All expired
laboratory tnbes were removed from the
lab room immediately on 8/30/2011.
The policy was created on 9/1/201] to
ensure that all laboratory tubes were
inspected at least once monthly by the
ADON or DON. Laboratory tubes with
expiration dates within the next 30-day
period will be removed and disposed of
in a sharps container. The laboratory
tubes will be re-ordered from the
visiting laboratory agency by the
ADON or DON. Monthly audits of the
lab room supplies will be kept and
submitted by the DON 1o the quarterly
QA committee for a period of 6 months

Facllty ID; 101018 If continuallon sheel Page 2 of 8

F 602 F 502 9/2/2011

8SS=E

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interview, and review of
the facility polley, f was determined the facliity
falled to monitor expired laboratory tubes used for
drawing biood for monltoring blood thinning
medlcation., Review of sixtsen (16) blus top
tubes revealed explred dates,

The findings Include:
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Review of the facility policy relating to Expired -
Medlcatlons or suppltes, dated 08/01/11 (last day
of survey), revealed: .5 .., Any medical Supplies
that will expire within the next 30 days will be
removed and disposed of accordingly. The
supply will be re-ordered according to the
supplies.

Observation of the labaratory room, on 08/30/11
at 11:35 AM, revealed sixteen (16) blue top
laboratory tubes with expiration dates of June
2011,

Interview with LPN #1, on 08/30/11 at 11:36 AM,
revealed laboratory testing Is complsted byan
outslde agency five (5) days a week; howsver,
the LPN stated there was a potential that staff
would be required to obtaln lab testing with the
current leh tubes, when the oulslde lab senvice
was not avallable,

Interview with the Director of Nursing (DON), on
08/30/11at 12:00 PM, revealed thers were four
resldent’s in the facility, who required laboratory
testing to monitor for regulation of Coumadin
(blood (hinning medleation). The DON also
stated that all laboratory supplles should be
chacked monthly for any expired dates, and
réordered.

Intervlew with the’Administrator, on 09/01/11 at
5:20 PM, revealed she was unaware of the
explred lab supplies, and stated the supplles
should be monitorsd.

483.75())(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

F 502

F 6§14

Continned From page 3

or longer if deemed ﬁecassary by the
QA committge.

One resident was affected by

- the cited deficlency with no
adverse outcome.. All residents
were found to be potentially

9/14/201]
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The facility must maintain clinical records on each
resldent in accordande with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organizad.

The clinical record must contaln sufficient
information to identify the resident; a record of the
resident's agssessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes,

Thle REQUIREMENT is not met as evidenced
by:
Based on Interview, record review, and review of
the facility's policies on Salf Determination
Protocol on Advance Directives and Admisslons,
It was determined the facility falled to ensure one
(1) of the eleven (11) sampled resident's (#9)
medical record was ¢omplete and accurate In
relation to the resident's and family's wishes for
advance directives.

The finding’s include:

Review of the facility's policy tited Self
Determinafion Protocol on Advance Directives,
dated 07/07/08, revealed upon
admission/readmisslon the facility will provide
famlly members or guardians information
regarding advance directives when the patient (s
comatose pr.otherwlse Incapacitated and unable
to receive the Information. Once he/she Is no
longer incapecitated, the Infarmation must be
provided diractly to the adult patient, Each
individual will be provided with Information of

affected by this cited
deficiency. The POA for
resident # 9 was contacted
immediately on 9/1/2011 and
verification of a full code status
was obtained. The physician
for resident # 9 was contacted
immediately on 9/1/2011 and
orders for a full code status
were obtained. The order was
faxed to pharmacy on
9/1/2011 and checked against
all flow sheets and the care
plan, Socidl services
conducted a 100% audit of the
medical records on 9/8/2011 to
ensure the advanced
directives and physician's
orders were the same and no
further deficiencies were found
The DON conducted a 100%
audit on 9/13/2011 of the
advanced directives,
physician's orders and the care
plans to ensure that they all
were conect and no further
deficiencies were found. Social
Services or DON will complete
a 100% audit monthly to ensure
that all advanced directives,
physician’s orders and care
plans are correct, Social
Services will also complete a
Readmission Advanced
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living wills and durable power of attorney prior to,
or on admisslon. Social Services will maintain a
dated llsting of residefits and thelr code status.

Review of the facility's policy titlad Admissions,
dated 03/18/08, revealed coples of advance
directive, surrogate forms, power of attorney
forms are required for admission. Nursing would
franscribe and verify physician orders, complete
admission order sheets and call the order to the
pharmacy. The Soclal Services Director will
complete the admisslon record, add the resident
to the census and place copies of the advanced
directives In the resident's chart.

Review of Resident #9's clinical record revealed
an original admisslon date of 01/10/10 and a
readmigslon date of 02/14/11. The facllity
readmitted Resldent #8 from the hospital with the
following dlagnoses: Hypertensjon; Anorexia;
Fallure to Thrive; Depresslon; Anxlety; Dementla;
Atrial Fibrillation; and a Blood Clot, The
Physiclar orders for 02/2011 prior to discharge to
hospital revealed the resldent was a Full Code,
upon readmigsion physician orders dated
02/14/11 revealed the resldent was a Do Not
Resuscitats (DNR). '

Further review of Resldent #9's clinlcal record
revealsd an Advance Direclive as a Full Code.
The hospital discharge summary revealed the
resident was a DNR. Review of the
Comprehensive Plan’of Care dated 09/01/11
revealed a.nursing care plan to honor the code
status of a Fyll Code, However, current physician
orders for July, 2011 revealed a code status of a

DNR.

Directives Verification form on
all residents that are
readmitted to the facility. The
form will be completed within
24 hours of the resident's return
to the tacility, Any
discrepancies found during the
audits or changes made on
the advanced directives
during recadmission will be
reported to the charge nurse.
The charge nurse will clarify
any discrepancies and obtain
new orders for changes. The
new orders will be faxed to the
pharmacy and piaced on the
resident's care plan. The audifs
will be kept and submitted to
the quarterly QA commitiee for
a period of 6 months

or ionger if deemed necessary
by.

the QA committee.

S
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Interview with Certified Nursing Assistant (CNA)
#1, on 09/01/11 at 10:30 AM, reveaied she was
not aware of the resident's code status and hot

aware of a policy.

Interview with CNA #2, on 09/01/11 at 10:35 AM,
revealed the resldent's cods status informatlon
was located on the nurse report sheet which was

given at the baginning of each shift.

Interview with Registered Nurse #1, on 08/01/11
at 10:38 AM, revealed the resident's code status
Information was located on the chart and on the

nurse report sheet,

Review of the Nursing Report form, dated
08/29/11, revealed Resident #0 was listed as a

| full code.

{nterview with the Assistant Director of Nursing
(ADON), on 09/01/11 at 1:10 PM, revealed
admlsslon orders ars filled out and complsted
using the hospltal discharge orders. The ADON
stated she had noted the dlscrepancy back In
February while complefing the admisslon
checkllst. The ADON ravealed the Director of
Nurging (DON) and soclal services was noflfled at
that time. However, the ADON stated she did not
follow up with elther the DON or Soclal Services
to ensure the dlscrepancy In code status was
corracted. The ADON stated a potential probfem
with not clarifylng the code status of the resident
would be the resldent would not be resuscifated If

somsthing would have happened. -The ADON
revealed she was not aware who was respongible
to ensure medical records are correct and
accurate. She further revealad thers was a
system problem with communication between
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BARDSTOWN, KY 40004
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Social Services and the nurses.

Interview with the Social Services Director, on
09/01/11 at 1:30 PM, revealed she was not aware
of a discrepancy In the resident's clinical record
regarding advance directives. She stated she
was nhot aware of a physlclan order from the
resldent's readmisslon to change the code status

to a DNR,

Further Interview with the Social Service Director,
on 09/01/11 at 1:50 PM revealed the code status
audits were complsted. Ths last audit was
completed In Aprl, 2011, The Soclal Service
Director revealed the audit consisted of
comparing advance dlrective forms with {he
Emergency Medical Service form, and ths out of
hospltal form. She dld not compare the advance
directive form with the physiclan orders during the
audit or during a readmission.

interview with the DON, on 09/01/11 at 1:35 PN,
revealed admisslon orders ware bassd on the
dissharge summatry from the hospltal. The
physiclan wag called to verify orders. If there was
a dlscrapancy noted In the advance dirsctives,
social services should have been notified. The
DON ravealsd soclal servicaa was not notified of
Resident #0's change In code status upon
readmlsslon. The DON stated she could not say
definitely that all nurses check the code status
with the advancs directives. The DON revaaled
potentially the resldent may not have been
resuscltated, The DON stated she was ulfimately
responsible for the accuracy of the clinical record.
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CFR: 42 CFR §483.70 (a)
BUILDING: 01

PLAN APPROVAL: 2005
SURVEY UNDER: 2000 New
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type Ill .
(000)

)

SMOKE COMPARTMENTS: Two (2)

FIREALARM: Complete fire alarm system with
heat and smoke detectors

SPRINKLER SYSTEM: Automatic (dry)
sprinkler system, hydraulically designed

GENERATOR: Type Il generator, fuel source is
diesel

A standard Life Safety Code survey was
conducted on 08/31/2011. Windsor Gardens was
found not in compliance with the requirements for
participation in Medicare and Medicald. The
facility is licensed for thirty (30) beds and the -
census was twenty-four (24) on the day of the

survey.
The findings that follow demonstrate

noncompliance with Title 42, Code of Federal OFFICE 0F 1ysp

Regulations, 483.70(a) et seq. (Life Safety from DVISION OF Heat Ty CAREEFZTCDIR oL

Fire) , /%7 /1 T TS i Sevipes)

S . 0

,IQE“RI%RME»BEPRESENTATIVE'S SIGNATURE TITLE e Lt

LABORAT?DIRT ﬁMS«’:’—D X A drete v x é{}/f/zou

L
Any deficiency sta{e%ent ending with an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing it is det{al{nlneci 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 or 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 deficiencles are cited, an approved plan of correction is requisite to continued
program participation.
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Deficiencies were cited with the highest
deficiency identified at F level.

K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050
SS=F .
Fire drills are held at unexpected times under Coo 10/1/2011
varying conditions, at least quarterly on each shift. No resident was affected by the
The staff is familiar with procedures and Is aware .
that drills are part of established routine. ' deficiency. N
Responsibility for planning and conducting drills is All residents, staff and visitors had
assigned only to competent persons who are the potential to be affected by the

qualified to exercise leadership. Where drills are - ; : :
conducted between 9 PM and 6 AM a coded deficiency. Fur’rher. fire ,dn”s will be
announcement may be used instead of audible conduc’req at varying hme§ onq
alarms.  18.7.1.2 under varying-conditions. Fire drills
will be documented and per

regulation, one per shift per quarter.

This STANDARD is not met as evidenced by: To ensure compliance, fire drills will
Based on interview and record review, it was be conducted by the Maintenance
determined the facility failed to conduct fire drills i ; i
according to NFPA standards. The deficiency Jer}’]lrefc_’ro: or g.escljgnee gr::)d IOgEﬁeS)m
had the potential to affect each of the two (2) € lire log binaer and broug

smoke compartments, residents, staff and the QA meeting for six months or
visitors. The facility s licensed for thirty (30) beds longer as deemed necessary by the
and the census was twenty-four (24) on the day QA committee.

of the survey.
The findings include:

Record review, on 08/31/11 at 1:15 PM, with the
Maintenance Director revealed fire drills were not
being conducted quarterly, at unexpected times
under varied conditions. The facility's records
had no written reports for fire drills conducted
during the second quarter of the past year.

Interview, on 08/31/2011 at 1:15 PM, with the F\““M
~ RECEIVED
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Maintenance Director, the Administrator, and the
Director of Nursing revealed their records had
incomplete documentation of fire drills being
conducted quarterly, at unexpected times under
varied conditions.

Reference: NFPA 101 Life Safety Code (2000
Edition).

18.7.1.2%

Fire drills in health care occupancies shall include
the transmission of a fire alarm signal and
simulation of emergency fire conditions. Drills
shall be conducted quarterly on each shift to
familiarize facility personnel (nurses, interns,
maintenance engineers, and administrative staff)
with the signals and emergency action required
under varied conditions. When drills are
conducted between 9:00 p.m. (2100 hours) and
6:00 a.m. (0600 hours), a coded announcement
shall be permitted to be used instead of audible
alarms.

Exception: Infirm or bedridden patients shall not
be required to be moved during drills to safe
areas or to the exterior of the buil

NFPA 101 LIFE SAFETY CODE STANDARD

All required smoke detectors, including those

activating door hold-open devices, are approved,
maintained, inspected and tested in accordance
with the manufacturer's specifications.  9.6.1.3

This STANDARD s not met as evidenced by:
Based on interview and record review, it was

K 050

K 054

—— ,
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determined the facility failed to maintain the fire
alarm system according to NFPA standards. The
deficiency had the potential to affect each of the
two (2) smoke compartments, residents, staff and
visitors. The facllity is licensed for thirty (30) beds
and the census was twenty-four (24) on the day
of the survey.

The findings include:

Record review, on 08/31/11 at 1:20 PM, with the
Maintenance Director revealed no documentation
regarding the requirement for sensitivity testing of
the smoke detectors in the fire alarm system.

Interview, on 08/31/11 at 1:20 PM, with the
Maintenance Director revealed he was not aware
the test had not been performed by the fire alarm
inspection contractor. ’

Reference: NFPA 72 1999 edition

7-3.2.1*

Detector sensitivity shall be checked within 1 year
after installation and every alternate year
thereafter. After the second required calibration
test, if sensitivity tests indicate that the detector
has remained within its listed and marked
sensitivity range (or 4 percent obscuration light
gray smoke, if not marked), the length of time
between calibration tests shall be permitted to be
extended to a maximum of 5 years. If the
frequency is extended, records of
detector-caused nuisance alarms and
subsequent trends of these alarms shall be
maintained. In zones or in areas where nuisance
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . 3 & COMPLETED
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185457 . 08/31/2011
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WINDSOR GARDENS
BARDSTOWN, KY 40004
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (Xs)
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K054 | Continued From page 3 K 054

10/1/2011

No resident was affected by the
defiency.

All residents, staff and visitors had
the potential to be affected by the
defiency. ’

Smoke detector sensitivity tests will
be performed during the next
quarterly inpection due in

| September, 2011 by the contracted

agency,-QSI and according to
regulation thereafter.
Documentation will be on file. The
maintenace director will bring
documentation to the quarterly QA
meeting and followed for twelve
months or laonger as deemed
necessary.
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alarms show any increase over the previous year,
calibration tests shall be performed.

To ensure that each smoke detector is within its
listed and marked sensitivity range, it shall be
tested using any of the following methods:

(1) Calibrated test method

(2) Manufacturer ' s calibrated sensitivity test
instrument

(3) Listed control equipment arranged for the
purpose

(4) Smoke detector/control unit arrangement
whereby the detector causes a signal at the
control unit where its sensitivity is outside its
listed sensitivity range

(5) Other calibrated sensitivity test methods
approved by the authority having jurisdiction
Detectors found to have a sensitivity outside the
listed and marked sensitivity range shall be
cleaned and recalibrated or be replaced.
Exception No. 1: Detectors listed as field
adjustable shall be permitted to be either adjusted
within the listed and marked sensitivity range and
cleaned and recalibrated, or they shall be
replaced.

Exception No. 2: This requirement shall not apply
to single station detectors referenced in 7-3.3 and
Table 7-2.2.

The detector sensitivity shall not be tested or
measured using any device that administers an
unmeasured concentration of smoke or other
aerosol into the detector,

7-3.2.2

Test frequency of interfaced equipment shall be
the same as specified by the applicable NFPA
standards for the equipment being supervised.
7-3.2,3

For restorable fixed-temperature, spot-type heat
detectors, two or more detectors shall be tested

K 054
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on each initiating circuit annually. Different
detectors shall be tested each year, with records
kept by the building owner specifying which
detectors have been tested. Within 5 years, each
detector shall have been tested.
o
— |
- RECE
. RECEIVED
u'-».g
| SEP 23 201
/
i
v < FICE OF INSPECTOR epers,
21O OF HERLTH CARE Pach e SERVICES
LS CHILITIES ANDIsERY

FORM CMS-2667(02-99) Pravious Verstons Obsolete

Event ID: NIGH21

Facllity ID: 10101¢

If continuation sheet Page 6 of 6






