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- An offsite revisit was conducted and based on
the acceptable Plan of Correction (PQC), the
facility was deemed {¢ be in compliance as

- alleged on 06/15/15,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8 DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institufion may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Excep! for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not 2 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 availabie fo the facifity. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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PREF (BACH DEFICIENCY MUST SE PRECEDED BY FULL ¢ OPREFIX | {EACH CORRECTIVE ACTION SHOLLD BE SOME
TAG REGULATORY OR LBC IDENTIFYING INFORMATIGH] POTAG D CROSS-REFERENCED TO THE APPROPIIATE AT
: DEFICIENCYS
FOoG . INITIAL COMMENTS ; F oo, . .
{ i Plan of Correction P
) ‘ o : ;. Cambridgs Place
¢ An Abbreviated Survey investigaling Abbreviated Survey 51515 ;
KYO0023228 was initiated on 05/14/15 and :
fconcluded on 05/15/15 with deficlencies cited at a + Preparation and execution of this plan of i
highes! Scope and Severfiy of a "D" ~ . correction does not constitute admission or :
F 2827 483 20003301 SERVICES BY QUALIFIED F 2g2° agreement by the provider of the truth of the ;
S5=07 PERSONS/PER CARE PLAN _ . facts alfeged or conciusions set forth in tha
© statement of deficiency. This plan of carrection
The services provided or arranged by the facility - s prepared and executed solely because it is
- must be provided by qualified persons 1 ? - required by federal and state faw.

accordance with each resident’s wrilten plan of
s Cara,

This REQUIREMENT s not mel as evidenced
Dby
Based on observation, interview, record review

cand review of the facility's poficy, It was

~datermined the facility failed o ensure the _
¢ Comprehensive Care Plan interventions wears
Cimplementad for one (1) of five {5} sampled
. residents (Resident #43

. Resident #4 had an indwelling urinary catheter
twhich the facility had care planned the resident
‘or and that had an intervention to "aveid pulting”
s on the catheler lubing, However, observation
revesled Resident 44's Foley Catheler was not
securad in a mannar to aveld pulling on the
*catheter tubing, and the tubing was sirelched

over the resldent's leg and lying directly on tHhe
!Hioor, ‘ :

The findings include:

| Inferview, on 05/15/15 at 4:25 PM, with the g
Administrator revealed the faciity did not have a f
i

pollcy an ensuring & Implementsd residents’ ,

+ (X8 OATE

LABORATORY DIRECTOR'S OR Wm%mﬁ INTATIVE'S SIGNATURE TILE ‘
Nt P i [ |is

the institution may be axousad from corecting providing it s determined hal
a 50 days

Any deficiency statement ending with an asterizk {(*} denctas = deficiancy which
other safequards provids suificient proiection io the patients. (See nstructions.} Exeept for nursing homes, the findings statad above are disciosabl
fobowing the dale of survey whether or not a plan of correction Is provided. For nursing homes, he sbove Ardings and plans of sorrection arg disclosable 14
days foilowing the dale thess documents are made availabie o the fecifty, if deficlancies mve cited, an approved plan of correction is requisite o continued

program parficipation.
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F 282 Continued From page 2
vrknued From page 1 3 F 282" amo aga 2000 services BY QUALIFIED :
care plan interventions. However, per ihe PERSCHSIPER CARE PLAN
! . Administrator, it was the facility's expectation for
" all residents’ care plan interventions o be
: . i » The services provided or arranged by the facHity must
: e fen Ie) x ; . . x
é.m p£emente§j :ar%(:? the facility's policies to be be provided by qualified staff in accordance with sach
: folfowed by its staff.  resident's written plan of cara,
_ Raview of the facilitv's polioy tifled, “Indwalling  Criteria 1: Resident# 4 bad his Foley
" Urinary Catheler”, dated 047127713, rovesied : catheter securgd aid ;}osﬁiﬁnw
. residents who had indwelling urinary cathelers g;ff;’g;;f fgf‘ﬁf’;fmm’ﬁ an
. o A el - ¢ \ - : L y : H HEGEH L ! .:
would have an mdi\"idua”;ec‘ _p%an {:’f care : Criteria 2 Residants with Foley caliiefers wess audited on! .
: developed lo address the individualized needs of | {12115 4y the Slaff Dovelopmenl Ceordinator o ensure.
the resident, Continued review of the Poi foy _ calhelers wers secured and posionad properly to prevent © -
| reveated each resident who had an indwelling ; discomior
cathster would have & care plan {o addrass o e
: hoiem‘iai *?ihe‘e *~f'9iai§;§ cgE}n £i(;“a ions. Par the | Criteria 3 LA RIS,
P . sarEErreale ipHoE S T © O.MT s and SREA's will have recaived
- Palicy, residents who had an dwelling catheater : ¢ in-service sducation frem e
“would receive the cars and services natessary to | © sitaft Development Coordinalor, Direchy of Nursig [DON), :
prevent infoction lo the extent possible. : i Assistant Director of Nusing (ADOM), andlor Unil L
’ : Ceardliators by 814115 on compliance with the sequrity/
i . L § Ceglen hi i ansre the
| Review of Resident #4's madical record revealed pasilioning of Foley catheters 1o easure the residents
the faciin dmitte resident on G4/03/44. with - comnicrt and appropriate Featmend. A Confinuous Cuafty |
the Tadility admitted the resident on 0 G, with mprovement {CQ) audit tecd addrassing the i
- diagnoses which included Chronic Kidney ; secuity/posifioning of Faley Catheters, erswing the care |
Disease, Neurogenic Bladder, Urinary Retention, | plan s being fellowed, and addressing polenitial infection : |
- Bladder Sphincter Hypertonicity loveraciive), tonbof cancems fas been developed and appioved by e | ;
Dizbetes and Demantia. Continued review Cuallly Assuiance (OA) comrilfce. |
Do H - c 3 g EE=4 -y
: ie‘jﬁa'éﬂ an order dated G2/ 2?!::}, ora 20 . Criteria 41 The CO audh ool addressing the i
French {a meastrement w hich dem@ the siza seatiyfoesiioning of Foley callefers, following the care
- of the cathater) Foley Catheter (o bedside plan, and addressing polenfial infection contio! concems
drainage relgled to a dizgnosis of Bladder will veview 50% of residents with Folsy cathefers. The 001
| Sphincter Hypertonicity. Review of the 0B/05/15 audit toot will be ufiized on differcat shifts by the Usit :
: b . ‘ : Conrdinaters andfor Staff Development Cesdinaior weekly |
£ aad b F Y Fa = 7 4 s o " : ;
Quartes {}; M*iﬁm‘f‘f“ Dala Sel {M{:}S} Assessment x & weeks, mondhly X 3 monihs, fhen quarlarly hereafler as
revealed the faclity assessed R:esg::fent #d to st e estoblished £08 cafendar, dnder the
have a Brief Inferview for Mental Status (BIMS) ¢ supervision of the Direcior of Nursing, ;
- score of sight (8} out of fifteen (15), indicative of P L R—
- moderate cognitive impabment. Continued : Critesia 5f_ : :
 review of the MDS Assessment revealed the
~ facility assessed Resident #4 o require extensive |
! physical assistance of one {1} ko fwe (2) staff for ;
most Activilies of Dally Living (ADLs). : 7
Event i3:0OPNG 11 Faciity {0 100451 If continuation sheet Page 2 of 18

FORM CMS-2567(02-98) Provious Versions Chealsle




DEPARTMENT

. CENTERS FOR MEDICARE & MEDICAID SERVICES

JU—

OF HEALTH AND HUMAN SERVICES

FRINTED: 06K
O A

: TEMENT OF DEFICIENGIES
PAND PLAN OF CORRECTION
K

i {51} PROVIDERSUPPUERCLIA
WENTIFICATIN MUMBER:

i
|
|

185444

(A2 M TIPLE CONSTRUGTION

A BUILDING

DATE SURVEY
COMPLETED

B WING

:
;
:
]
|

NAME OF PROVIDER OR SUP;)E.EER

CAMBRIDGE PLACE

STREET ADDRESS, CITY. 8TATE, 7P CODE
2026 CAMEBRIDGE DRIVE
; LEXINGTON, )Y 40504
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Cinto the drainage bag and there was sediment

was secured and not being pulled. Per interview, |
. @8 the catheter tublng was pulled over Resident

' Review of Resident #4's Comprehensive Care

Plan indtiated 04717115, revealed the faciity had

care plarmed the resident for alteration In
. elimination related © an indweliing Foley
Catheter. Continued review of the care plan
crevealed the Interventions includad "avoid puking” |
" on the catheter, cathater cara every shiff and as -
‘ necessary, and catheter ta drainage bag as
ordered.

. Continued record review and review of the
* alteration in efimination care plan revealed
. Resident #4 had 1o be sent Io the hospital !
“Emergency Room (ER) on 04/04/15 and on
L O4/1 7115 refated 1o concems with hisfher Foiey
' Catheter.

Observation on 05/14/15 st 435 PM, ravealad |
¢ Resident #4's Folay Catheter tUbing was puiled
“over the resident's leg and was ing on the fioor. |
 Continued obsarvation revealed abserved urine in

the: upper part of the tubing was unable o drain

observed in catheter blng, lterview with |

| Resident #4 at the time of the observation
revealad the catheter tubing was pulling his/her _
| Genitziia and was hurling him/her, i

: nderview with Licensed Practical Nurse {LPNY 1
“on OBM4/15 at 4:48 PM and on 05/18/15 af 310

- "M, revealed Resident #4's catheter tubing :
 should nat be pulled over his/ner leg and it shouic
! have been securad in olace by faping i o the
“rasident's leg. LPN #1 revealad Fesident #4's
: Comprehensive Care Plan was nat followad |

regarding snsuring histher Foley Catheter tubing

i
i

{

1o SUMMARY STATEMENT OF DEFICIENCIES i3
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
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BEFCIENCY)
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F 282 Continued From page 3
PR4's it could not drain properly and exposad the
resident o the potential of infection.

Interview with Reglsterad Nurse (RN) #1/Unit

: Coordinator (UC) on 05/15/15 al 3:20 PM,
revesied rounds were performed every fwo {2}

i hours and at the change of sach shift, Par
interview, the State Regislerad MNursing

" Assistants (SRNAg) should have “speifecf" the
catheter wbing not being “anchored” propedly and |

Ulying on the floor. RN #1/UC stated not havi ng

. the catheler twbing properly sectred could have
caused the tubing to "pu§£ out” and have fo be
 replacad. Continued Interview rovealed a
resident's cars plan was designed o ensure the

; resident recaived the individuatized care hafshe
‘was assessed to require. She stated staff had :
- failed to follow Resident #4's care plan which had ;
*placed him/her al a risl for injury as the catheter |
. lubing was not securad. ;

intorview with the Assisiant Director of Nursing

{ADON), on 08/15/15 at 4:55 PM, revesled

. resicents' Comprehensive Care Plan were

i devised 10 mest the resident's sssessed ;

individualized care neads, and was how e

| iacility staff was made aware of the carg neads, |

~Continued interview revealed she expacted aff

staff 1o follow each resident's care plan

Cinterventions. Per interview, staffs failure o
i follow Resident #4's care plan placed the resident |
“at risk for potential injury or infaction, and was not |
: maeting the resident's assessed neads. 3

15 483.25(d) NO CATHETER, PREVENT UTI

. RESTORE BLADDER

w M
L

- Based on the resident's comprehensiva
! assessment, the faciity must enswe that a

Foge

I3
i ettt s b
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L oman SUMMARY STATENENT OF DEFICIENCIES : I PROVIDER'S PLAN OF CORRECTION ;
' prerp | (EACH DEFICIENGY MUST BE PRECEDED gY FULlL I opREFK (EACH CORRECTIVE ACTION SHOULD 88
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F A5 Continu rom ad 1z F 315483.25d) NO CATHETER, PREVENT UT),
Continued From pag o . L F3T5] eestore BLADDER
. rasident who enters the facility without an i ;
" indwelling catheter is not cathetierized unless the | : Based on the resident’s comprehensive assessmen,
- resident's ciinical cordition demonstrates that ; | the facHity must ensure that 2 resident who enters the
- catheterization was necessary, and a resident | - facility without an Indwelling catheter is not
P . " o "
whe is incontinent of bladder receives appropriste ; catheerized unloss the resgdes}i % clinical condition
Ctreat t and services ¢ st urinany ract ! ¢ demonstrates that catheterization was necessary; and a
Treaiment and servives o prevent urinar Fact . resident who Is incontinent of bladder reveives
infections and (o restore as much normal bladder © anpropriate treatment and services fo prevent urinary

. tract infections and to restore a8 much normal badder

“function as possibie.
! function as possibis,

e e - : | Ceiteria 1: Resident # 4 fiad s Foley
’ ' - s P ST ; i ;

1 }‘th REQUIREMENT Is not met as evidenced : calheter secured and postioned

F oyl ! ; propery io prevent discomion an

~ Based on cbservalion, interview, record review ; 5415 by the Hurse, !
| Cand review of the facility's polisy, i was : i Criterls 20 Residents wik Foley catheters wore audiled or
' determined the faciiity falled 16 provide : . S/2A415 by the Staff Dovelopment Coordinator o ensure

| appropriate indwelling uninary catheter care in f;,ii;i?gﬁ ﬁ""em secured and positioned propery 1 prevant

acoordance with the Comprehensive Cars Plan
! prevent infection for one (1) of five {8} sarpled
residenis (Resident #43,

| Criteria % LPNs RNS, CMTs, and

: | SANA's will have recsived In-gendts education Bom the

¢ Shaff Development Coordinatar, Diractor of Mursing (DONY,;
Asststant Director of Nursing {ADON), andfor Una

The faciily car lanned Resident #4 for the : ar )
f. d;ﬁ ,lsi}l;b? E!?n ci Fol RC ,fg,} — ;5 ! Conrdinators by £14/15 on compliance with s securiy

ress nzf’ newering Foey Lal eter Wi N ¢ posilioning of Foley catheters o ansurs the resident's

¢ interventions which included to "aveld putling” on " comfort and appropriste eaiment, A Centinuous Qually

. the catheter lubing and anchoring the catheter to ! dmprovement {CQ1} audl ool addressing the

urtyipasiticning of Foley Catheters, ensuiing the care

0
phen is being followed, and addressing sotential nfection

| the drainage bag as ordered. Howsever,

. observation revealed Resident #4 lying on histher | st b o=y | e

- bed with the Foley Gatheter tbing pufled over g““t{ef eoncerms fias been develofied and approved by the
) - A - ¢ Qually Assurance {QA) commitise,

_ histher leg and lying on the floor. Interview with |

i Resident #4 revealed the catheter fubing was | Criterla 4: The CQI audt toof addressing the

Cpulling and hurt Piemdher. | ; securitypnsilining of Faley caiheters, Tolowing the care

¢ pian, and addressing pofentisl infection control concerns

D e . i will veview 50% of residenis with Falay cathelers. Tha 00

! the finding include: ; audi ool Will be uliizad on different shifis by e Unit :
i ) . L . . ! - Gaordinators andfor Stalf Davelopment Coomdinator weeidy
- Review of the facility's pofioy fifed, "indwafling | © x4 weeks, monthly X 3 months, then quartely thersafier as

per the established OO calendar, under e

¢ Urinary Catheler”, dated 04/27/43, revealed al
supevisicn of the Directer of Nursing.

i residents would be assessad upon admission for ;
i G  incdwalli sler, ; S

. the presence of an indwelling catheter. ; C Ceeria 1 sisies

- Continued review revealed the faciiity was fo _ ' ;

- sssure each resident with an indweliing catheter |
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F 315! Continued From page 5
i received the appropriate care and services
f necassary o prevent infections o the exten
possible. Further review revesled aach residant
“with an indwelling cathetar would have & care
T pian lo address potential cathaior-reiated
" complications,

Review of the facili ity's, “Infection Control Policy”,

! dated 0B/02(14, rev eaie::z the purpose of the

facility's infection control policies and practices

- was o facilitate prevention and management of
diseases and infections.

Record review revealed the facility admitted
- Resident #4 on 04/03/14, with diagnoses which
included Urinary Retention, Bladder Sphincter
Hypertonicity {overactivel, Chronic ldney
Disease, Neurogenic Bladder Morbid Obesity and -
 Diabetes. Review of the Quarteri ty Minimum Data |
* Set (MD3S) Assessment dated 050515 . reveated |
the facility assessed the residant ag ,,awm & ‘
i 83’18? interview for Mental Status (BIMS) score of |
ight (8] which indicated he/she was moderataly
f ccgmwe'g impaired. Continued MDS
Assessment review revealed the faciiity assessed | ‘
- Resident #4 ag requiring one (1) to two (2) siaffs |
extensive physical assistance wsti"f hisfhor
tolteting, bed mobility and bygiene Activities of

Dby Living {ADLs).

Review of Resident £4's Comprefensive Care
Plan revealed the facility had care planned the
resident for afteration in elimination related o an
indwelling Foley Catheter, Naurogenic Bladder,
Urinary Retem!on Bladder Spmﬁcﬁer

Hypertonicity and th£0ry of Urinary Tract
infections {UTls) on D3/A0/14, which was updaied

[ on 0df I}’f’?o Review of the care plan revealed
- the goals included any signs of a UT] would be

I

[ an SUMMARY STATEMENT OF SEFICIENGIES 0

} CREED (EACH DEFICIENCY MUST BE PRECEDED 0 ‘v FiiLs, PREFIK { E

. Y a;eammw OR LET DENTIFYING INFORMATION) Tan CROSS-REFERENCED TO THE APPROPRIATE
j i DECICIERCY)

! :

f Fais!

! :
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F 315 Continued From page 8
noted and freated promptly. Further review of he
| care pian revealed interventions which inciuded
. taiheter care evary shift and as needed, catheter
"o drainage bag as ordered, "svoid puiling” on the
, catheter and for the resident to have a Urclogy
“consult as scheduled and/or as needed. In
s addition, review of the alteration in efimination
care plan revealed Residert #4 on 04/04/15 and
fon D44 TAE, was sent o the nospital Emergency
Room {ER) reiated to concemns regarding the d
| Fotey Cathetar,

| Review of the Urofogy Renort of Consultation
forms dated 03/20/15 and 04/20/18, revealed the
Urologlst had changed Resident #4's Falay :
; Catheler and the next catheter change date was

' scheduled in May 2015,

Review of the April 2015 monthly Physician’s :
| Orders revealed an order for Resident #4 to have |
" a 20 French (2 measurement which denotes the

[ sfze of the catheler) Foley Catheter to badside

. drainage io the diagnosis of Bladder Sphingler

| Mypertonicity, dated 02/27/15.

s et e,

Howaever, observation on 05/14715 at 4.35 PM,
during the initial tour of the faciity, revealed
Resident #4 was ving on the bed and hisfher
Foley Catheter drainage tubing was puiled over
the resident’s leg, unsecured with the drainage
bag and part of the lubing ving on the floor.

| Continued observation reveated urine in the !
- upper part of the ubing which could not drain due ,
o the tubing being over the resident's leg.
: Further cbsarvetion revealed thare was sediment |
' {lhe presence of cells, bacteria, crystals, ete. in |

i the urine which could be indicative of 3 UTH) also

cin the catheter tubing. nferview with Resident :

| #4, during the observation, revealed the catheter |
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i lubing was pulling on and hurting his/her
" privates” {genitalial.

intorview with State Regisiersd Mursing Assistant |

- (SRMAY 1 on 05/14/15 af 4:40 PM, revealed she
had made rounds previously with the staff =
s member going off duly, and had nof seen
Resident f4's catheler lubing and bag Iyirg on
L e floor. She stated she did not ook on the
J ~other side of Residant #4's bed howsver, where
t the bag and tubing were lying on the floor.
. Continued intarview revealed the Folay Catheler
{tubing should have been taped o Resident #4's
leg inorder for the fubing not to pull on histher
| private parts and possibly hurt the resident, Par
. Interview, the cathetar drainage bag should have
| been anchorad o the sida of the resident's bad.
. She stafed # Resident #4's tubing was not taped
L and secured and the drainage bag nof anchored
j 1o Ihe side of the bed, 4 placed the resident at rf _;
! ! of the Foley Cathater belng pulfed cut, and af sk |
| for infachon.

Cintarview, on 05/14/18 af 4:48 PM and on
[ DBME/S 5 210 PM, with Licenzed Practics
*Nurse (LPN) #1 reveated he raunded as soon as
he came on duty; however, had missed seCing
: Resident #4's Foley Catheter tubing was not
; faped in place to srevent pulling, and had also
' missed seeing the crainage bag and tubing lying
on the floor. According to LPN #1, Resident 84's
catheter tbing should not have been pulied over
hisiher leg, and should have heen anchored In
iha resident's leg, because he/she was yery
- chese and the tubing puled at his/her private ; :
: parts. Continued interview ravesied by nat having | ;
| the catheter tubing anchored and the drainage
| bag clipped to the resident's bed, it placed :
L Resident #4 at risk for compilications with hisfher i
Event Iy {82013 Fagiity 03: #0483 H continuation shest Page 8of 10
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- Foley Catheter, such as, the tbing being pulled
complately oul. LPN #1 reveslad having the

. catheter tubing pulied over the resident's leg

* would not aflow it to drain praperdly and naving it
s and tha drainage bag Ving on the Aoor ail

_ increased Resident #4's risk for infection,

i Interview, on 05/15/15 at 3:20 PM, with

. Registered Nurse (RN) #1/Unit Coordinator {UC)
“revealed her expectation was for staff (o round on
fovery resident at the beginning of sach shift :
- which included the SRNA's, nurses and Unit
‘Manager. Per interview, staff were o reund on all
- residents every two (2} hours also o provide ‘
incontinence carg and any other NECessary care
frequired. She stated Rasident #4's Folay
Catheter should have been properly anchored o
hisfher leg, and the drainage bag anchored to e
- bedside, as ordered and care planned, :
| Continued interview revealed the SRNA'S should
have "spotted” the catheter tubing was not :
“anchored in place and the drainage bag was ving
. on the floor during their rounds, According o RN |
HHFUC, staff not ensuring Resident #4's cathetar
1 tubing was property secured to histher fag and the!
' drainage bag was anchared al the bedside as
ordered, placed the resident al risk for increased

: discomfort and pain, possible injury and

ncreased histher chancas of getting a UTI.

i

interview, on DSM15/15 at 455 BM. with the
| Assistant Direcior of Nursing {ADONYrevealed it | :
 was concering that Resident #4 was placasd a2t
- risk for infection due to not Faving the catheter
| tubing and drainage bag properly anchored. Per
interview, not having the catheter tubing properly
- anchored increased the chance of Resident #4's !
| Foley Catheter coming out and causing the ‘
- resident frauma to histher genitafiz and pain, and
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i*  increased hisfher chance of gelting a UTL i
i H
D PR A . : ‘ )
{ interview, on 0B/15/15 at 4:25 PM. with the i - ; i
| Administrator revealed her expeciations were for ; ' [
all stafl o follow the facilin's poficies pertaining to ;
Lindweliing urinary catheters snd infection confrol [
. She stated fallure to follow the facility's policies
" and residents’ care plan inlerventions placed

. Resident #4 at risk for ncreased pain and
infections.
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