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I have enclosed the Plan of
Correction for the above-

A-Rovertification/Abbreviated-Survey-was '

conducted 10/10/10 through 10/13/10, and a Life referenced tacility in

Safety Code Survey was conducted 10/11/10, response to the Statement
| Deficlencles ware cited with the highest Scope : of Doficiencies. While this
and Severity of 8 "F". ARO KY00016415 was document is being
substantieled with no deficlencles olled. ARC submitted as confirmation
KY00015416 was substantialed with no ' of the facility’s on-going

deflolencles clled and ARO KY00016418 was

suhstantiated with no doficiencies clted, efforts to comply with all

F 282 | 483.20(K)(3)(li) SERVICES BY QUALIFIED F 262 Statutory and regulatory
88=E | PERSONS/PER CARE PLAN requirements, it should
. - not be constrned as an
The gorvices provided. or arrenged by the facilily : admission or agreement
must be provided by qualified persons in with the findings and
accordance with each resident’s written plan of : . conelusions in the
care. ' Statement of Deficiencies,
: In this document, we have
This REQUIREMENT is not met as evidenced - outlined specific actions in
by: - : response to identified
Based on observation, Interview, and record issues. We have not
- ol raView;-It- was.dotormined-the facllity.falled-to . - . - o+ provided adetailed - T

ansure services were provided In accordance with
each rasidents' Comprehensive Plan of Care for
fourtesn (14) of iwenly-one (21) sampled -
tosidents (Resldents #7, #2, 20, #12, #1, #4, #11, |8

#18, #8, #10, #17, and #21) related lo providing [ #5=
waekly skin assessments,

respoise te each allegation
or findings, nor have we

The findings include:  dorrective action that

e, (O gFRIacE for the resident
T r=ipd to have been

1. Clinical Racord reviow revealed Restdent #1
was admilted on 07/13/10 with diaghoses which

included Dementla and Parkinson's Disease. In affected by the deficient
addition, the resident had & history of Cerebral “practice; A weekly skin
Vascu_lal’ Accident (SN’ORG). assessment wWAas
completed by a licensed
Review of the Admission MDS assessment dated nurse on the followi

LABORATORY DIRECTON'S OR PROVIDER/SUPFLIER REPRESENTAYIVE'S SIGNATURE FITLE {x6) DATE

%ﬁb& Wmnsbrodss “‘lSjIGS
Any deflclency statoment ending with an astesisk {*) denotes a dellcleney willoh the inslitulion ay o exousad from cosracting providing it Is deternined that

- other safeguards provido sullislent protastion to the patlents. (§ee Instructions.) Except for nuising homes, The findings siated above are disclosable 90 days

{ollowing the date of survey whether or not a plan of cotraolion ls provided, For nurslng hotnes, lhe above ﬂndln(?s' and plans of correstion are disclosable 14
days fallowing the date these dosuments are made available to the faclily. If deflolensles are oited, an approved plan of corraclion is requisils o continued
program pariicipation.
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pag : dates for those residents

identified; Resident #7 =

the facility to.have_a.Stage lpressure_ulcer.
Revlew of the RAPS aleo tevealed the presence
of a Slage ll ulcer, Conlinued review revealed
Resident i1 was af risk for further pressure (loers

-1 due to iImpalred moblilty and bovwel and bladder

Incontinenca, Review of the Plan of Care dated
07/26/10 rovealed an Intarvention for weekly skin
asgessments,

Review of the Weokly Skin Assessmenls
revealed no dooumented evidence Resident #1
was providad a skin assessment, per the Plan of
Care betwesn 09/04/10 and 09/19/10 or from
09/26/10 10 10/09/10, perleds of fiitesn (15} days
and Jourtean (14) days, respactively,

Further review of the Pian of Care revealed the
Slage Il pressure ylcor was healed on 08/03/10.
However, review of the Wound Evaluation Record
revaaled the area reopsnad on 08/14/10, was
glosed on 08/26/10, and reopened again on

_09/11/10. Although the wound was svaluated on
09/11/10, there was no dosumented svidence a

full skin assessment was completed at that #ime,
plaging the resident at risk for additional
unidentified pressure ulcers.

Interview with CINA #8 on 10/11/10 al 11.00 AM
revealed she was assignad to care for Resldent
#1 that day. She stated she had asslsted the
resident to the tollet but had not noticad the
pressure area. Continued interview revealed she
thought the area was healad,

intarviow with LPN #4 on 19/11/10 at 11:30 AM
tevesled she was responsible for the care of |
Hesident #1 that day. The nurse did not know if
Reslident #1 had & pressure uleer or not. She

10/11/10, Resident #2 =
10/10/10, Resident #20 =
10/15/10, Resident #12 =
10/12/10, Resident #1 =
10/15/10, Resident #4 =
10/11/10, Resident #11 =
10/15/10 Resident #8 =
10/15/10, Resident #10 = -
10/12/10, Resident #17 =
10/12/10. Resident #21
who was adimitted on
October 7, 2010 was done
on 10/14/10, Resident
#15 has been discharged
from the facility. None of
these residents were ‘
found to.haveskin. .. .. . . ..
breakdown that had not
been previously
identified.

2. How the facility addressed
how it would identify if
other resident’s were
affected by the deficient
practice; A complete
review {o determine if
services were provided in
accordance with each
resident’s Comprehensive
Plan of Care was
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202 | Conlinued ;"’": e el F2g2). conipleted by 11/15/10 by
suggested the surveyor "ask tho aide. . facility nurse managets.
Observation of the skin assessment completed by ‘Appropriate interventions
LPN #1 on 101210 ?1{[ 3:00 PM revealed an opan were implemented for
area oh the coceyx which measured 1.1 cm by I ‘o) >
1.0 ¢m. The Nurss desctlbad the open area a2 a mdmdua.l 1331(1{13 H;S he
Stage Il ulcer, Shs stated the area was closed needs. Since alt of the
the last tine she saw It, "one day last week". residents have the
2. Raview of Resldent #21' dical record potential to be affected by
view s medica . :
revealed the resldent was admitlad to the facillly the concemmn of having
‘on 10/07/10 with diaghoses which Included ' weekly skin assessments
Dysphagla and Status Post Qastrostomy Tube. completed, an audit was
Placemeni. Further record review revealed there leted 14/10 of
was no Minimum Data Set (MDS) Assessment , clomp ete (t)‘n li o/ {d
duo to the recent admisslon, the status ot all weekly
‘ : skin assessments. All
Re}vieyv of the Interim Plan of Care daled , resident weekly skin
10/07/10 rovealed the resident had a feeding tube : e updated
and the goal stated the resident would tolerate 2ss§ss/l;15(:!t;tg \Xel , P
feeding without complicalions. The interventions y 10/15/10. Any .
~ [included elevating the head of the bed thmy (20) ~ residents identified as not
.| degreos during tube feedings, .. ... ... |. . . .. . bhavingacompletedskin .. L. _. .
Obsarvation on 10/13/10 at 4:20 PM revealad assessment in the p alst d
Cerilfiod Nursing Assistant (CNA) #13 lowered week had one complete
the resident's head of the bad to perform by 10/15/10,
peri-care while the tube feeding was infusing. ‘
When the surveyor questioned the CNA about the . . .
tube feeding Infusing white the head of bsd was 3. The measures put into
flat, the CNA pushed the bution on the tube \ place or systemic change
feedlng pump In order o plage the tube fsading made to insure that the
on hold, _ deficient practice will not
recur; Charge nurses will
Interview on 10/13[10 al 4:40 PM with CNA#13 at implement care plan
4:40 PM revealed she should not have loweted ) p_ . Jating to
the head of the bed with the tube feeding infusing. . nterventions relating to,
. actte changes of conditions
Interview on 10/13/10 at 6:10 PM with the Unit and care plans will then be
veviewved !],u,d_u,pdated by
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Manager of the 200 Hall whete Resldent #21
toslded, revealad the nurse_should be asked to

the Nurse Manaper who will
then validate that the

stop the {ube feeding prior to incontinence care
and the head of the bed should not be lowerad
while tube faeding was infusing due lo the risk of
asplration,

Gonlinued review of Resident #21's Intetim Plan
of Care revealed the resldent was incontinent of
howol and bladder and was at risk for gkin

breakdown. The goal stated the resident would

astablish an Individual bowelf bladder routine and |

would have ne signs and symptoms of skin
breakdown. The Interventions Included
monitaring Incontinence, ulllizing briets, turning
and repositioning every two hours and as needed,
and neontinen care ae neaded.

Intervlew on 10/13/10 at 4:20 PM with the
resident’s private sliler, revealad she arrived at
10:00 AM and the resldent did not recelve
incontinence care of lurning and repositioning
afler she arrived. She further slated she

" Tperformed inconiinance care for ihe resident al

1:00 PM, and shortly afterward the resident was

checked for Incontinence and then assisled to

physlcal therapy by staff. She stated the resident

was assisted back 16 bed after physical therapy

flmd had not heen checked for ihconlihence sihce
:00 PM.

Observation of perl-care on 10/13/10 at 4:30 PM,
afller sutveyor Intervention, revealed the resldent's

brlef was salurated with urlne. CNA #13 who was |

performing peri-care stated the resldent's bilef
way "pretly wet",

Further Interview with CNA#13 lmmediaielly aftor
the perlcaro was performed, revealed she had

mtervention is oceutring,
The weekly skin
assessment schedule was
revised. An audit tool,
was initiated by the
quality assurance director
that requires weekly
review of all weekly skin
assessiments by the
facility nurse manager or
designee. The licensed
nursing staff was
reeducated on the facility
policy for completion of
weekly skin assessments
by the staff development
coordinator or desighee

11/4/10. .

4. The facility plans (o
moenitor its performance
to ensure that solutions
are sustained by; Nurse
Manager or desiguee will
monitor that compliance
related to implementation of
care plan interventions has
ocourred by review at the -
weekly quality of care
meeting. Completed

which was completed by T
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should have recelved Incantinence care agalh at

300 PM,_and the resldent should have bgen

turned and positionad every two hours.

3. Review of Resident #7's imedieal record
revealed diagnoses which included Dementia,
and Cerebral Vascular Accident. Review of the -
Quartetly Minimum Dala Sel (MDS} Assesament
dated 09/12/10 revealsd the facllity assessed the
resident as having both short and fong term
memory loss, as requlring extensive assistance
with transfers, ambulation, and hygiene, and as
having incontinence of bowel and bladder,

Review of the Resident Assessment Protocol
Summary (RAPS) dated 03/17/10, revealed the
tesicont was at risk for skin breakdown dus to
requiring stafl assistange for mobility and was at

completed; ‘ID Prefix

. Tag' F282..
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just arrived on the unil al 4:30 PM and the CNA auditing tools relating to
who-was.assigned-1o-the-resident-on-the-previous skin assessments-will-be
shift must have "got caught Lp in showers”. The eyl ' :
CNA further Indicated there was not encugh stall 1evle‘\,ved b}.' _the q.uahty
at times to ensure the Incontinence care was assurance director or
completad avery iwo hours. designee once weekly

: times four (4) wecks then
Interview was altemptad with CNA #14 who was - : .
asslgned to the resident on the previous shift; once monthly times three
however, the CNA was unable to be reached, (3) months then as needed

. thereafter to assist with
Intervisw on 10/13/10 al 4:50 PM with Licensed compliance, Reeducation
Pragctical Nurse (LPN) #8, revealed she was . ll}lJ) s orovided a
assigned lo the resldent from 7:00 AM untll 7:00 will be provided as
PM. She staled she was assigned to twanty or needed by the staff
more residenis and was unable to do frequent development coordinator
rounds; however, she checked the residents and or designee.
the rooms for appearance and odors when
administering medications and treatments.
Further inlerview, revealed if the residen The date that the
recelved Incontinence care at 1:00 PM, he/ she corrective action will be 11/16/10

FOAAM CMS-QBB?(UE-OB) Pravious Voralons Obsolalo

Evonl [0:038211

Facility ID; 100572A
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risk for Urlnary Tract Infections, odor, and soiled

¢lothing-related-to-Inconlinence-of-urlne.

Review of the Comprahénsive Plan of Care dated
03/29/10 revealed the resident had an alteration
In elimination related to Incontinence of bowel/
bladder, The Interventions inciuded checking for
Tncontinence and change if wel/ sollsd.

Observation on 10/11/10 at 8:35 AM, 8:55 AM,
9:16 AM, 9:30 AM, 9:45 AM, 10:00 AM, and 10;20
AM revealed the resident was shiting in a
whealchalr In the dayroom. Observation at 10:45
AM and 11:056 AM revealed the resident was Ih
the dihing room taking part In an exercise group
aclivity, Ghservation at 1:15 PM ravealsd the
resident was sitling in a wheelchalr-in the day
room attending an lce oream soclal. Observation
at 1:20 PM revealed the resident was still simng in
& Wheelchalr In the dayroom.

Qbservation on 10/11/10 at 1:30 PM revea!ed the

the bed by wo CNA's after surveyor Inlerventlcn.
Obsarvation of perl-cars performed by CNA #16
at that time, revealed the resldents brief was '
saturated with urine.

Interview on 10/41/10 at 1:45 PM with Ceriilied
Nursing Assistant (CNA) #15 who was assignad
lo the resldent, ravealad the resident had been
silting up in the wheelchalr since 7:00 AM. She
further stated, she had tolleted the resident
sometime balween 9:00 AM and 10:00 AM, and
the resldent should have baen tollsted agaln at
12:00 noon. She siated she was passing lunch
trays from 12;16 PM untit 12:30 PM, and asked
the resident if she/ he would like 1o belolleted at
1:00 PM. Cantinued Interview revealed the

FORM GM3-2667(02-90) Previots Varglons Obaalete  Eventlb:g3sen Facllty 10: 1005724 If continussilon sheat Page 6 of 26
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resident refused 10.be tolieted at 1:00 PM and thg

resident.had.not.baen-ropositioned.in.the.
wheelchalr since the resident had last received
Incontlnenee care belwesn 9:00 AM and 10:00
AM.

Intorview on 10/13/10 at 7:16 PM with Llcensed
Practical Murae (LPN) #8, revealad she.was
agslgned to the resident on 10/11/10 on the day
shift, She stated the CNA's ware 1o check and
change the residents every few hours, and
aspeclally right after lunch. She sald she usually
asked the alds'if they had completed the
incontinence care and asslsted the aldos if
neaded, She further stated she was unaware
Resident #7 had not been checked and changed
every iwo hotrs on 10/11/10.

Further review of the Comprehensive Plan of
Care rovealed the resident had the potential for
impalied skin Integrily related fo impaired
mabillly. The interventions included completing
skin assesaments weekly,

Review of the Weekly Skin Assessments
revealad there was no documented ovidence of
waekly skin assessments completed from
08/29/10 untll 9/19/10 (lwenty-one (21) days), and
9/19/10 untlt 10/3/10 (fourteen days {14).

4, Review of Resldent #2's madical record -
revealed diagnoses which included Demontia,
Malignant Ascites, and Chronle Lymphocytic
‘Leukemia. Review of the Quartarly Minlmum
Data Set (MDS) Assessment dated 07/20/10
revealad the tacility assessed the resident as
having both short and long term memory loss,
and as having a Stage | Pressure Ulcer,

Review of the Resldem Assessment Protocol
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Summary (RAPS) datad 01/29/10 revealed the

resident required.staff-assistance-with-mobility——

telated 1o Mallgnant Ascites and Chronic
Lymphocystic Leukemia. The RAP further stated
the risks coyld include skin brgakdown

Roview of the Comprehensive Plan of Care dated
02/01/10 revealed the potentlal for Impairad skin
Intagrity related to decreased mabllily and &
History of a Slage Il Pressure Area o the Leit
Hip. The interventions included weaekly skin
assessments, and encourage resident from lying
ah left side.

Roviow of the Weokly Skin Assessments
revealed there was no documented evidence of

| gkin assessments completed from 08/22/10 until
09/04/10 {oighteen {18) days) and from 09/04/10
unlit 09/26/10 (lwenty-one (21) days).

5. Review of Resident #20's medical record
revealed diaghoses which included Dementia and
| Parkinson's Disease, Roview ofthe Quarterly | . [ . .. . . . o .-,
Minimum Dala Set (MDS) Assessment dated
09/23/10 revealad the fecllity assessed the
resident as having short term memory problems,
and requiring extensive assistance with bed
mobllity, ambulation, transfers. Furlher review of
the MDS revealed the facllily assassed the
resident as having Incontinence of bladder.

Heview of the Resident Assessment Protocol
Summary (RAPS} dated 01/14/10 revealed the
resident required staff assistance with mobifity
due to Ostecarihritis and Parkinson'’s Diseasse.
Further review of the RAPS revealed the rlsks of
decrensed mobllity included skin hreakdown.

Review of the Comprehensive Plan of Care daled
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011410 revealed the resident had the potentlal

for_mpalred_skin.Integrity_rolated to_decreased
mobfiity and incontinence of bladder, The
Interventions Included weekly skin assessments.

Review of the Weekly Skin Asseasments
revealed there was no documented evidence of
skin assessments completad from G8/30/10 until
08/13/10 (fourteen (14} days later), :

6. Review of Resldent #8's ¢linleal record
reverled diagnoses which Include Parniclous
Anemia, Difficully Walking, and Muscle
Weakness - General, Areview of Resident #8's
current Plan of Care dated 12/16/09 Includad an
intervention of weekly skin assessments.
Resident #8's Skin assessmenis werse reviewed
for the months of 08/10, 09/10, and 10/10, There
was no documented evidence skin assessiments
were provided for the week of 08/01/10 to
08/07/10, as well as 08/15/10 to 08/21/10,
08/22/10 o 08/28/10, 08/29/10 to 09/04/10, and

| 09/06/19 to 09111/10. Also, the record hadno
documented evidence an assessment was
completed for the week of 09/26/10 to 10/02/10,
per the Plan of Care.

7. Review of Resldent #10's clinical racord
revealed diagnoses which Included Fractured
Humarus, Muscle Weakness, and Osleoporosls,
A roview of Resident #10's ourrent Plan of Care .
included an intervention for weekly skin
assessments. Hesident #10's skin assessments
wore reviewed for the months of 08/10, 09/19,
and 10/10. Per the review there was no
documentad evidence skin assossments were
provided, per the Plan of Care, the first three
weaks in 08/10, as well as for the week of
09/06/0 to 09/1110
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8—Review-of-Resldent-#17's-élinleal-recerd
ravealed diagnoses which included Typs I -
Diahetes Mellitus without Complloation, Muscle
Waeakness - Geherallzed, and Difficully in
Walking. A review of Resldent #17's Plan of Care
nctuded an Intervention for weekly skin
assessments to be provided. Revlew of Resident
#17's skin assessments revealad no documented
evidence the resident was provided skin -
assessments, per the Plan of Care, for the weeks

| of 08/08/10 to 08/1410,

8. Review of Resident #12's medical record
revealed diagnoses whichi Included Diabetes
Mellitus, Left Hip Fracture, Humerus Fracture and
Ankle Fracture. Review of the Annual Minimum
Data Set (MDS8) Assessment dated 08/47/10 .
revealad the resident required [Imited assistance
with bed maobllity, transfers and ambulation.

Review of the Resldont Assessment Protoco!

4. Summary. (RARS).dated 08/17/10.revealed the.

resident required stafl assistance with mobility
related to the dlagnosls of a History of a Leit Hip
Fracture, Humerus Fracture and Ankle Fraciure,
Osieoporosts and Left Shoulder Pain, and
incontinence of bowel and bladder, Further review
of the RAP revesled complications could include
skin breakdown,

Review of the Comprehansive Plan of Care dated
08/27/10 revealad the resident had the potential
for impalrad skin integrity related to decreased
mobllity, Incontinence of bowel and bladder, and a
diagnosis of Diabetes Mellitus. The interventions
Included periorming skin assessments once a
wesk,
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‘Revlew of the Weskly Skin Assessment revealed
a-skin-assessment was-compleled-on.08/03/10

However, there was no documanted svidence the
resident was provided a skin agseasment until
08/17/10, fourtean (14) days after the
aasessment on 08/03/10,

10. Review of the Clinlcal Record revealed
Resident #11 was admitted on 07/21/10 with
dlagnoses which Included Hypertension,
Qsteaporosls, Dementla and Depression. Review
of the Admlssion MDS Assesament dated
07/29/10 revealed the taciilly assessed the
resident as having no pressure ulcer at that time,

Review of the Plan of Care dated 07/30/10
revealed Resldent #11 was at rlsk for impaired
skin intagrily related to decreased mability.
Continusd review revealed an interventlon to
perform & complele skin assessment and record
weekly:

Review of the Weekly Skin Assessmenls
revealed skin assessmenis were completed five
() times during a 10-week perlod, on 07/26/10,

. | 08/08/10, 08!29!1 0, 08/19/10 and 10/02110.

No skin assessment was observed during the
survey due 1o the resident's agitation and
combaliveness with stalf. [n addition, the resident
bagame upset with surveyor, yel!lng “get out, get
Out 1t

11. Review of the olosed Clinical Record
revealad Resident #15 was admitled on 05/07/10
and discharged on 06/26/10. Diagnoses included
Dementia, Urinary Tract infection, and
Clostridium Diffi¢lle Infection of the
gastrointestinal tract,
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Review-of-the-RAPS-daled-05/9/10-revealed

Resldont #16 was assessed by the facllity as
being at tisk for pressure ulcers due to decreased
bad mobdlity, Incontinence and bedfast state.

Roeview of the Cate Plan dated 05/19/10 revealed
Resldent #15 had the potential for Impalred skin
integriiy related to decreased mobiiity end bowel
and bladder incontinance with Clostridium Difficile
infection. Interventions Included the followlng:
perform complete skin assessment weekly,

Review of the Weakly Skin Assessments
revealed no documented evidence a skin
assessment was cotnploted on Residont #15 for
the two-waek period belween 05/11/10 and
05/28/10, Addltionally, there was no evidence a
skin agsessment was provided from 06/27/10 to
08/06/10 (nine days).

12. Clinical Resord review revealed Resident #4

- .|was admilted.on.06/10/10.with diagnoses.whlch .. | i,
included Spinal Cord Gomprasslon with :

Paraplegia, Hyportansion, and Dapression,

Review of the Annual MDS Asgessment dated
05/18/10 revealed the facllity assossed Hesident
#t4 as having no pressure vlgers. Review of lhe
RAPS of the same date revealed the resldent was
admitted with & red blanchable area on her
cocoyx. The regldent was considered high rigk
for "unavoldatle skin breakdown" due to
immobility and disease procass of the spinal cord
compression. Review of the Quarterly MDS
Assessment dated 08/10/10 revealed the area on
the cocoyx had progressed to a Stage IV
pressure ulcer, '
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Review of the Care Pian datad 05/18/10, and

updated-08H0/M4 0 revesaled-interventions-forboth

polential and actual "unavoldable” impairment In
skint Intagrity. Continusd review revealed the
intervention to perform a complete skin
assessinent and document weekly,

Review of the Weekly Skin Assessments
revealed no dooumented evidence a skin
assessment was completed for the iwo-week
petiod betwsen 09/20/10 and 10/04/10. Although
waekly documented measurements of the ulcer
on the eocoyx were available, there was no
evidence the rasident was assessed, per the
Care Plan, for the development of new ulcers,

Revlew of Wound Evaluation Records revealsd
the ulcer had decreased from 2.0 cm x 0.8 cm on
08/13/10 to 1.2 cm x 0.2 em on 10/7/10,
Interview with the family of Resident #4 on
10/10/10 at 4:30 PM revealed they were very
aclively Involved In the resident's care and caro .
-~ -ptanning on a dally bagis. Both_the resident's A . T R
spouse and daughter expressad being very
ploased with the healing of the resident’s ulcer
thus far. As the resident's drossing was not dus
to o changed for three (3) days, and basead on
the famiiy's satistaction with the heallng, the ulocar
was not observed by the suryeyor,

Interview with LPN #2 on 10/12/10 at 3:35
revealod all staged wounds should be measured
evary Thursday. She stated all residents should
have a completo weokly skin assessment
regardioss of whether an opan wound was
prasent. Cohtinuad interview revealed the nurse
thought someone monltored compliance
regarding the timely complotion of skin
assessments, but she was not sure who had that
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rosponsibllity. She further slated the Unit — :
Coordinatorhad.recehtly-reslgned-her-position 1. The cor :ec;‘w‘e ?cﬂ?".tlhatt
and her replacement just began her dutles "this took place for the residen
weaek." found to have been
affected by the deficient
Interview W“h the DON, on 10/1 31‘10 at 5:55 PM. p]lactice; A weekly Skin
revealed she knew thare was a problom gotting assessment was
new stalf {rained on all the documentalion \
forms/skin agsessments. Further Interview completed by a licensed
revealad she felt recent high turnover in nurslng nurse on Resident #1 on
stafl lad to a lack of consistency. The DON : No skin
stated she belleved the facllity had good - ég“;g 0" found
outcomes In the prevention and treatment of reakaown was ioun
- | pressure ulcers, even though the skin that had not been
assassments were hol always completed timely. . previously identified and
F 314 ] 463.25(c) TREATMENT/SVGS TO F 314 '

.88=D

PREVENT/HEAL PRESSURE SORES

i3ased on the comprehensive assessment of a
resldent, the facllity must ensure that a resldenl
who enters the facllily without prassure sores
does not develop pressure sorgs unless the

A individual's clintoal condilion damanstraias that

they were unavoldable; and a resldent having )
pragsure sores recolves necessary reatment and
setvicas to promote healing, pravent Infection and
prevent new soras from developing. :

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
review, it was determinad the fadlilty falled to
ehsure necessary setvices o pramote healing,
pravent infection, and pravent new sores fram
developing for two of twanty-one (21) sampled
resldents (Resident #1 and #2), Resldent #1 and
#2 were idenilflad by the facllity 1o be at rlsk for
the development of akin breakdown. However,

was receiving treattnent.
A wound measurement of
the open area that had
been previously identified
was completed on

~ 10/21/10 showing _
progression of healing.
Wound measurements on
10/28/10 identified area
as healed. The resident
was discharged.on
10/29/10.

- A weekly skin assessment
was completed by a
licensed nurse on
Resident #2 on 10/10/10.
No skin breakdown was
identified.
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the facllity falled to ensure staff conducted weekly

assessmenis.of these.resldentslskin.condition.

how it would identify if
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Tho findings holude;

1. Clinfeal Record roview ravealed Fesldent #1
was admilled on 07/13/10 with dlagnoses which
Included Domentia and Parkinson's Disease. in
addition, the resident had a history of Cerebral
Vascular Accident (Stroke).

Tho Admisston MDS Assessment, datod
07/26/10, wes reviewed and revealad the lacility
had assessed Resldent #1 as having a Stage i
pressure Uloer. Raview of the RAPS revealed the
presence of a Stage Il ulcer. Continued review
revealad the facility had ldentifled thatl Resldent
#1 was at rigk for further prassure ulceors related
to impalred mobllity and bowel ahd bladder .
incontinence.

.| Review of the Comprehenslve Plan of Gare, |
dated 07/26/10, revealed the falilly had noted an

Intervention regarding Resldent #1 was to he
provided a skin assessment on & weekly basls.

Roview of the Weekiy Skin Assessments
revealed no documented evidenae Resident #1's
akin was assessed belween 09/04/10 and
09/18/10 or from 09/25/10 to 10/09/10 (patiods of
fifteen (16} days and fourieen (14) days,
respactively), per the Comprehensive Plan of
Care.

Further review of the Comprehensive Plan of
Caro revealed the Stage il pressure ulcer was
healed on 08/03/10. However, review of the .
Wound Evaluailon Record revealed the area

other resident’s were
affected by the deficient
1)i'ac;}ce; Since all of the
residents have the
potential to be affected by
this concern, an audit was
completed on 10/14/10 of
all weekly skin
assessiment status. All
resident weekly skin
assessments were updated
by 10/15/10. Any
residents identified, had a
weekly skin assessment
completed by 10/15/10.
All identified-

_ interventions were
implemented on
individualized residents
as appropriate.

3. The measures put inte
place or systemic change
made to insure that the
deficient practice will not
recur; The skin
assessment schedule was
revised. An auditing tool
was created to use to

- aundit that residents had
had their weekly skin
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reopened on 08/14/10, was closed on 08/26/10,
and.recpenad.agaln.on.09/11410.-Although.the
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assessments completed

wound was evaluated on 0941110, there was no
documented evidence a full skin assessment was
done at that time, placing the resldent at risk for
additional unidentilled pressure ulcers,

CNA #8 was Interviewed on 10/11/10 at 11:00 AM
gnd revealed she was assigned to care for
Resldent #1 on 10/11/10. The alde slated the
resident wag able to tollel Independently with
agsistance from the wheelchalr to the loilet. CNA
#i8 stated she had not speciiically looked at the
coocyx area while the resident was tolleting today
{meaning 10/11/10), but thought the area was
hoaled.

LPN #4 was Interviewad on 10/11/10 at 11:30 AM
and stated she was responsible for the care of
Resldent #1 that day. LPN #4 stated Resldent
#'s skin assessments were <due to be comploted
ovory Saturday, on day shift. This Nurse stated

_ | 1hat the Nurse who was assigned to the resident
‘on Saturdays wag to complete the asséssment.

LPN #4 indleated she was unaware If Resldent #1
had a pressure ulcer or not and suggested the
surveyor "ask the alde."

Further review of the Wound Evalualion Reocord,
dated 08/28/10, revealed Resldent #1 had an
open area on the coceyx which measured 0.2 cm
x 0.1 em. Continued roview revealed ho
documented avidence of the subsequent wound
evaluatlon, due on 10/07/10.

Interview with LPN #1 on 10/12/10 at 3:10 PM
revealed sho was assignsd to care for Resident
#1 on 10/07H0. She stated she was sure she
had evaluated the ulcer but could not say why it

wihrichwith-be-completed
by the nurse managers or
designee. Wound
measurements sheets will
also be reviewed at this
time to assure they have
been completed weekly.
At the time of the weekly
skin assessment, atl
appropriate intcrventions
will be impletnented on
an individualized resident
need. Weekly
measurements of all
residents who cwirently
have open areas will be
done by the Unit Manager
" or designee withacaopy -
of these measurements
given to the Director of
Nursing. The Director of
-Nursing will keep a
weekly log of residents
who ¢urrently have
pressure ulcers. The
licensed nursing staff
were re-inserviced by the
Staff Development
Director on the facility
poticy for completlon of
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was not documentsd. LPN #1 stated she reoalled
the-area.and.it-"looked.like.a.scratch-thelast-time.

procedure to follow when
an open area is identified,

she saw IL." Contiiitlad intetview revealed she
hetleved if the skin on the coceyx had bean an
open area, she would have documented this, In
addition, LPN #1 stated the faclity had changed
wound evaluation forms about thaf time and she
thought she may have slaited to document on the
old form {there was a date of 10/07 documsnted
but no other infarmation) and changed to the new
form, Howaver, the new form could not be
locatad,

Observation of the skin assessment completed by
LPN #1 on 10/12/10 at 3:00 PM revealed an apen

| area on the coooyx which measured 1.1 cm by

1.0 em. The nurse described the open area as a
Stage I} uicer.

2. Review of Resldenl #2's dlinloal régord
revealed diagnoses whioh Included Dementla,
Malignant Ascltes, and Chronic Lymphocytic

_|leukemia, Review of the Quarterly Minlmum

Data Sat (MDS) Assessment dated 07/20/10
ravealed the facillly assessed tha resldent as
haviig hoth shott and long term memory loss,
and as having a Slage | Pressure Ulcer.

Review of the Resident Assessment Protocol
Summary (RAPS) dated 01/20/10 revealad the
resident required stafl agslstance with mobiiity
secondary o Malignant Ascites and Chronie
Lymphooystio Leukemla. The RAPS furlher
staled the risks and complications could include
sKin breakdown.

Review of the Physiclan's Orders dated 10/10
revealed orders for Barrter Gream as needed,
pressure redistribullon mallress and a pressure

completion of the wound
measurement sheet and’
facility protocol for
weekly wound

" measurement of pressure
ulcers which was
completed by 11/4/10.

4, The facility plans to
monitoy its performance
to ensure that solutions
are sustained by;
Completed auditing tools
will be reviewed by the
Quality Assurance
Director or designee
weekly x 4 weeks,

as needed, thereafter, to
assist with compliance.
Re-education or re-
inservicing will be
scheduled, as needed with
the Staff Development
Director. The Quality
Assurance designee will
audit the treatment sheets
to assure that any
residents that have an
identified pressure area
are having measurements

monthly x 3 months, then,

FORM CMS-280702.90) Previous Varslons Obsolete

Event i:83B211

Faclilty 10; 100672A

1t continuation sheat Page 17 of 26




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/27/2010

! FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0321
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA’ (X2) MULYIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
‘ A BUILDING
C
185469 B 10/13/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZIF CODE
— : . 2770 PALUMBO DRIVE
RICHMOND PLACE IT!EHABIITlTATION AND HEALTH CENTER LEXINGTON, KY 40508 |
" X4)iD SUMMARY STATEMENT OF DEFIGIENCIES iD. PROVIDER'S FLAN OF CORRECTION (s}
PREFIX (EACH DEFICIENGY MUST BE PHECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULDBE | GONPLETION
TAG AEQULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBS-REFEAENCED TO THE APPROPRIATE PATE
. DEFICIENGY)
F 314 Czntl?ueg Ft;om.p .':\ge 1; sichal F 314 measurements
| reteving dev ce€ n the wheelchalr. documented on the
Ohservation of the resldent on 10/10/10 at 5:00 . wound measurement tool
PM rovaaled the resldent was in the bad lying on used by the facility on a
an alr mattross. weekly basis. This will
Review of the Comprehensive Plan of Care dated be completed once (1)
"1 0210110 revesled the resident had the potential weekly for four (4), and
for impalred skin Integrily related to decreased then once (1) monthly for
mehllity and a History of a Stage {l Pressure Area " ' '
to the Left Hip. ‘The interventions Included waekly three (3) molnt_hs E}nd as
| skin assessments, and encouraga resident from needed, theyeafter to
lying on the left slde, assist with compliance.
Monitored resulis will be
Review of the Weekly Skin Assessments ) . ;
revealed there was o documented evidence of rep 01.ted and discus.sed by
skin assessmenls compleled from 08/22/10 untl the director of nursing or
00/04/10 {eightesn {18} days) and from 09/0410 designee monthly at the'
Interview on 10/13/10 at 5:65 PM with the Dlreclor for 'revxew_of cgmpll.ance
of Nursing revealed there had been a high until the commitfee is
.| lumover of stalf recently and it was difficult " confident that.the systems
getling everyone trained on all the forms/skin " are adequate.
assegsments. Slie stated.lhere was a lack of 4
: consistency among all nursing staff. The date that the
F 315 483,25(d) NO CATHETER, PHEVENT UTi, F 315 corrective action wili be 11/16/10
88=p | RESTORE BLADDER completed; ‘ID Prefix Tag’
E3i4
Baged on the resldenl's comprehangive
asgessment, the faclily must ensure that a
resident who enters the faollity without an
Indwelling cathoter Is not catheterized unless the
resident's clinleal candition detonstrates that
catheterization was necessary; and a resident
who Is incontinent of bladder receives apprapriale
treatment and services to prevent urinaty iract
infections and to restore as much normal bladder
funclion as possible,
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F 315
1. The corrective action that

ghis REQUIREMENT s not met as evitdenced
Vi

Basad on obzervation, interview, and record
review, Il was determined the facility falled to
anhsure residents recelved appropriate oare and
sarvioes related to urinary Incontinence for iwo of
twenty-one (21) sampled residents (Resldent #7
and #21). '

The findings include;

1. Review of Resldent #21's clinlcal record
revealad the restdent was admitted to the tacliity
on 10/07/10 with diagnoses which included Right
Slded Pontine Infarct. Further racord raview
revealad there was no Mininum Data Set (MDS)
Asses_smen! due to the recent admisslon,

Review of Resident #21's Inlerim Plan of Care
revealed the resident was Incontinent of bowel
and bladder. The goal statad the resident would
establish an individual bowel/ bladder routine.
The Interventions Included moniloring
Ihcontinence, ulllizing briefs, and incontinent care
as heeded,

interview on 10/13/10 at 4:20 PM with Realdent
#21's prlvala‘ sitter, revealed she arrived at 10:00
AWM. She staled she performed incontinence care
for the resldent.al 1:00 PM when she realized
staff had not heen In to check the resident for
Incontinence since she arrived, She stated the
stafl came in to cheok on the resident aller she
had pericrmed the Incantinence care and
assisted the resident to physical therapy.
Continued interview revealed the resident was

took place for the resident
found to have been
affected by the deficient
practice; Based on the
bladder assessment,
pattern assessment,
history and resident’s
risks, a comprehensive
careplan was established
for Resident #21
identifying care plan
interventions for his
incontinence, Resident
#21 CNL.A. careplan was
updated to reflect that he
is on a check and change
program. He has had a
history of U1ma1y Tract
Infections but has not had
one since admitted to the
facility, Nursing staff
was re-educated on the
correct procedure
regaiding performing
perineal care on a male
resident to prevent
infection on which was
completed on {1/4/10. It
was identified that
Resident #7 had an
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assisted back to bed after physicat therapy and
had_not besn_chacked fnr_inconlinence.slnce..1 00

scheduled toileting

PM.

Observatlon of perl-care on 10/13/10 at 4:30 PM,
after surveyer intervention, revealed the tesident's
brlef was saturated with urine, CNA#13 who was
pertorming petl-care stated the resldent’s brief
was “pretly wet". Further observation revealad
the CNA wiped the resident's penis and scretum
with a wet wipe and falled to pull back the
foreskin to oleahse the pehls. After surveyor
intervention, the CNA puiled back the foreskin of
the penls and & large amount of secrelions was
noted on the shalt of the penls,

Contihued Interview with CNA #13 Immediately
afler the perl-care was performed, ravealad she
had just arrived on the unit at 4:30 PM and the
CNAwho was agsigned to the resident on the
previous shilt must have "got caught up In
showers". CNA#13 Indicated there was not

J.enough staff at times to ensure the Incontinence
caré was compléted every wo howrs,

Phone Intarview wes allempted with CNA #14
who was assigned to the resident on the previous
‘shilt; howevar, the CNA was unable to be
reached,

Interview on 10M13/10 at 4:50 PM with Licensed
Practical Nurse {LPN) #8, revealed she was
assigned to Resldent #21 from 7:00 AM until- 7:00
PM. She stated she was assigned to twenty or -
moreé residents and was unable to do frequent
rounds; however, she chacked the'resldents and
the rooms when administering medloatiens and
freaiments, Conlinued Interview, revealed if the
rasident recelved Incontinencs care at 1:00 PM,

program and was placed
on a check and change
program on 7/31/10.
Nursing staff were re-
educated on the
incontinence plan for
Resident #21 and
Resident #7 and the
facility’s protocol
regarding checking and
changing residents per
policy. The re-education
was completed on
11/4/10 by the staff
development coordinator.
Licensed nursing staff
will be responsible to.
monilor residents on a
check and change
program during their shift
to assist with compliance
that the facility’s policy is
being followed.
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-he/ she should have recelved Incontinence care hov it would identify if

agaln-al-8:00-PM—Further-nlerview-revealad-the

T el 3 Y
slaff wore aware the slifter was not responsible for other resident’s were

performing the residents incontinence care. ' affected by the deficient

. : practice; Comprehensive
2 Helview of F!e:sldwan:1 ;‘i’{"sl clinical record - care plans were reviewed
revealed dlagnoses which included Dernentia with - .
Behavioral D%sturbance, and Cergbral Vasoular by the nusse management
Acoldent. Review of the Quarterly Minlmum Data team by 11/15/10 to
Set (MDS) Assaessment dated 09/12/10 revealed determine if appropriate
the facility assessed the resident as having both treatment and services to

short and long term memaory logs, as requlring . oy foned
extensive asslstance with Iransters and hyglene, prevent urihary iract
and as having Incontinence of kowel and bladder. infections; restore bladder

function, as possible; and,

Review of the Resldent Assessment Protocol to ensure residents were

Sumimary (RAPS) dated 03/17H0, ravealed the

resldent required stafl assistance for mobility and not catheterized without 2
was at tisk for Urinary Tract Infectlons, odor, and medical diagnosis.

soiled olothing related o Incontinehce of urlne. Appropriate interventions
Review of the Comprahensive Plan of Care dated were implemented €°1'
| 03/29/10 revealed the._resident had.an alteration.. .. individual residents’

In eliminatlon secondary to Incontinence of howel/ needs, C.N.A, careplans
bladder. The interventions Included checking for were reviewed and
Incontinence and performing incontinence care if

sollad of wet, ' . updated as needed, to

assist with identifying

Ohservation on 1011410 at 8:35 AM, 8:55 AM, residents’ incontinent

9:15 AM, 9:30 AM, 9:456 AM, 10:00 AM, end 10:20

AM ravealsd the resident was sitling In a high needs. Nussing stafl were

back wheelchalr in the dayroom. Observation at | . reefil:wated on the
10:45 AM and 11:05 AM revealad the resident facility’s protocol
waas in the dining room sitling in a wheelchair regarding checking and

taking patt In an exerolse group activily, T .
Observation at 1:15 PM and 1:20 PM revealed . p_hallg!ng le.su!ents Ina
the resldent was silting In a wheelchalr In the day timely fashion,

toom patticlpating in an lce cream soclat, p]_'e\lention of urinary

_ tract infections and |
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Cbservatlon on 10/11/10 at 1:30 PM revealed the bladder function, as

-resident-was-transferred-from-the-wheelchaii-te

| the bed by two CNA$ per the Instructions of ' possible; and, to ensure
Repistered Nurse #1 after surveyor Intervention, residents were not
Obsetvation of pari-care performad by CNA #16 i i
ai that time, revealed the residents brief was cathgeuzc_ad w1tl'1out a
saturated with urine. _ medical diagnosis. Each
licensed nurse and CNA
interview on 10/11/10 at 1:45 PM wilh Cstlified . . had this information .

Nursing Asslistant (CNA) #15 who was assigned

toths resident, revealad the resident had bean up | reviewed with them prior

in the whaelghalr since 7:00 AM, She stated, she to 11/15/10 by the staff
had tolleted the resldent sometime belween 9:00 development coordinator
-AM and 10:00 AM, and the resldent should have . Aag) o
baan tolieted agalh at 12:00 hoon. She furthet o des‘lgnc?. Ain%m“ SIg
stated she was passing lunch trays from 12:15 associate that had not
PM until 12:30 PM, and asked the resldent if she/ been scheduled to work
he would like to be tolleted at 1:00 PM. Further b}r 11/15/10 l'eceived the

interview revealed the resident refused to be

tollsted at 1:00 PM and the resident had fiot baan. education via mail for

checked or changed sihce the resldant had last their review. Licensed
recelved Incontinence care between 9:00 AM and nursing staft will be
{10:00AM. ' responsible to monitor
Interview on 10/13/10 at 7:15 PM with Licensed |- residents on a check and
Praciical Nurse (LPN) #8, revealed she was change program,
asslgned to the resident on 10/11/10 on the day scheduled toileting

shift. She stated she usually asked the alds If

they had completed the Incontinence cars and prograins and catheter

asslsted the aides il nesded. Continued interview care dur.ing their sﬁiﬁ to
revealod the CNAs were to check and change the assist with compliance
‘residents every few hours. However, the LPN that the facility’s policy is
was unaware Resldent #7 had not been checked being followed. All

and changed every two hours on 10/11/10, )
residents could

Interview on 10/13/10 at 14:16 AM with the , potentiatly be at risk for
Direclor of Nursing (DON) revealed the residents | . urinary tract infection if
should be checked for the need lor Incontinence : peri-care were performed -

care vvaty two hours, : .
: incorrectly, Nursing staff
FOHM CMB-2667(02-99) Previaus Varslona Obsolsie Event ID:63B211 Faallity ID: 1005724 . If continuation sheel Page 220f26




was educated on the
correct procedure
regarding performing
perineal care on a male
resident in order to
prevent infection on
which was completed by
11/4/10 by the staff
development coordinator.,
C.N.A.s were instructed
to notify charge muses of
residents that presented
with signs or symptoins
that could indicate a
urinary tract infection,
Licensed nursing staff
will be responsible to
monitor SRNA
performance to assist
with compliance that the
facility’s procedure is
being followed.

. 'The measures put into

place or systemic change
madle to insure that the
deficient practice will not
recur; Residents will be
assessed for bladder
function on admission,
pattern assessment
completed and treatment
and services appropriate to
restore bladder functions, as




possible through the
comprehensive care plan
process. Charge mnses will
implement interventions
relating to acute changes of
condition relating fo urinary
status and care plans will
then be reviewed and
updated by the Nurse
Managers who will then
validate that the
inferventions are occurring, -
Non-licensed nursing
staff received inservicing
relating to peri-care of
residents, prevention of
wiinary tract infections,
following the C.N.A.
careplan relating to
incontinence and the
facility protocol for
checking and changing
residents in a timely
fashion followed by
competency check-offs
with return
demonstrations which
were completed by
11/4/10 by the facility
nuise managers, All new
hires will have petineal
care competency check-
offs noted in their file.




Licensed nurses were re-
educated on their
responsibility relating to
supervising C.N.A.
performance relating to
checking and changing
residents which was
completed on or before
11/4/10 by the staff
development coordinator,
Non-licensed staff will
make rounds with the
oncoming shift on their
assignment, Licensed
staff will make walking
rounds on their unit with
the oncoming shift to
assist with compliance,
The facility plans to
monitor its performance
to ensuye that solutions
are sustained by;

Each resident who has had
an acute change of
condition relating to urinary
status will be reviewed
weekly at the quality of care
meeting. The director of
nursing or designee will
make observation rounds
on a minimwmn of four (4)
residents on a check and
change program and for




appropriate treatment and
services to prevent
urinary tract infections;
restore bladder function,
as possible; and, to ensure
residents were not
catheterized without a
medical diagnosis. Any
discrepancies noted will
be addressed with the
responsible C.N.A at the
time of the review. Staff
development or designee
will re-educate or re-
educate, if needed. These
observation rounds will
be documented on a
auditing tool developed
by the facility three (3)
times weekly for two (2)
weeks, once (1) weekly
for four (4) weeks and
once monthly for three
(3) months to assist with
compliance. QA
designee will track and
trend results and report
and discuss at the
monthly Quality
Assurance committee
meeting for three (3)
months or continue




thereafter until the
commitiee is confident
that the systems in place
are adequate.

The date that the
corrective action will be
completed; *ID Prefix Tag’
F31s

11/16/10
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NEEDS

F 328
1. The corrective action that

| speclal services:

‘Parenieral and anteral flulds;

Review of Resldent #21's medical record

Thae facility must ensure thal resldents recelve
proper treatment and care for the following

Injections;

Colostomy, ureterostomy, or Ileostomy care;
Tracheostomy care;

Tracheal suslioning;

Respiratory carg,;

Foot care; and

Prostheses,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
raview, it was determined the facility failed to
ansure residents received proper trealment and
care for enteral fluids for one (1) of twanty-one
(21) sampled resldents {Resldent #21).

The findings include:

revealed the resident was admiited 1o the facllity
on 10/07/10 with dlagnoses which included -.
Dysphagla and Status Post Gasirostomy Tube
Placament. Further record review revaaled there
was no Minlmum Data Sst (MDS) Assessinent
due to the recent admisston.

Review of the Physlelan's Orders dated 10711/10
revealed Orders for gastrostomy tube feadings of
Jovity 1.5 at seveniy-five milllliter's (75 mil's) per
hour via pump for iwenly-lwe (22) hours, Further
review ol the Physlclan's Crders dated 10/07/10

revealed orders to ensure the head of the bed

took place for the resident
found to have been
affected by the deficient
practice; The head of the
bed of Resident #21 was
raised to a 30 degree
angle and a marking was
placed on the bed to
identify where it should
be kept at all times.to -
prevent aspiration while
the tube feeding is
infusing,

2. How the facility addr esse(l
how it would identify if
other resident’s were
affected by tlie deficient
‘practice; Sinceall = T 7
residents with tube
feedings have the

. potential to be affected by
the specific practice cited,
all residents with tube
feedings had the same
type of marking made to
their bed frame to allow
staff to visualize the 30
degrec head of the bed
marking at all times. In
addition to the tube
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bag F 328 feeding services the

wag elevated at thirly (30} degrees for tube
faedings i

treatment and care was

Revigw of the Interlm Plan of Care datsd
10/07/10 rovealed the resident had a feading tube
and the gosl stated the resident would tolerate
feeding without compllcations. The interventions
Included elevating the haad of the bed 80
degtees during tube feadings.

Observation on 10/13/10 at 4:20 PM revealed
Cortlifed Nursing Assistant (CNA) #13 lowared
the resident’s head of the bed to perform
petl-care whlle the tube feedlng was infusing.
When the surveyor questioned the CNA about the
tuhe feading Infusing while the head of had was
flat, the CNA pushed the button on the tube
feeding pump In order to piace the tube feading
on hold.

interview on 10/13/10 at 4:40 PM with CNA #13
revealad she should have asked the nurse to

| place the tube feeding on hold prior to performing
nconiinence care. She Turther stated she should

not have lowered the head of the bed with the
fube feeding infusing.

Interview on 10/13/10 at 4:60 PM with Licensed
Practical Nurse (LPN) #6 revealed she was
asslgned to Resident #21 and the CNAs were not
to operate the tube feeding pump, but were to ask
her to stop the tubse feedings or place the tube
teadings on hold when neadad.

Interview on 10/13/10 at 5:10 PM with the Unl
Manager of the 200 Hall where Resident #21
regided, revealsd the nurse should he asked to
stop the tube feeding ptior 10 Inconlinence care

| and the head of the bed should not be lowsred

3. The mensures put into

reviewed for all residents
receiving special services
by the nurse management
team, which was completed
by 11/15/10, Appropriate
interventions were
implemented for individual
residents’ needs. Nursing
staff were given
additional re education on
care related to special
services. Each licensed
nurse and CNA had this
information reviewed
with them prior to
11/15/10 by the staff
development coordinator
or designed. Any nuring
associate that had not
been scheduled to work
by 11/15/10 received the
education via mail for
their review.

place or systemic change
made to insure that the )
deficiont practice will not -
reeury Charge nurses will
implement care plan

intervenijons relating to :

FORM CMS-2667{02-98) Previous Verslons Obsolele
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acute changes of condition
of residents that have
~ special services for
individualized treatment and
care. Care plans will then
be reviewed and updated by
the Nurse Manager who will
then validate the treatment
and care is occurring. To
address tube feeding
procedures specifically the
nursing staff was e
educated regarding the
importance of keeping the
head of the bed elevated
at 30 degrees while the
tube feeding is infusing to
prevent the potential of
aspiration. Each licensed
nurse and CNA had this
information reviewed
with them prior to
11/5/10 by the staff
development coordinator.
Any nursing associate
that had not been
~ scheduled to work by
11/4/10 received the
education via mail for
their review. Non-
licensed staff was
instructed not to touch the
tube- feeding pump. If




the pump was placed on
Hold by the nutse, the
resident ‘s head of the
bed would be able to be
lowered to safely give
care, then, elevated to the
bed frame marking and
the pump restarted by the
nurse, Charge nurses will
validate that [{ead of Bed
is elevated at 30 degrees
during their shift and
document this on each
shift.

. The facility plaus to
monitor its perfornance
to ensure that solitions
are sustained by}

A quality assurance audit
tool was developed and
implemented to
specifically review care
related to special services,
Using the audit tool the
director of nursing or
designee will monitor that
residents who dre
receiving special services
are receiving proper
treatment and care. The
audit tool requires special
attention to C.N.A’s




giving care to a tube-
feeding resident and
keeping the head of the
bed elevated to the
appropriate degree while
tube feedings are infusing.
This monitoting tool will
be completed three (3)
times a week times two
(2) weeks, once (1)
weekly times four (4)
weeks and once (1)
monthly times three (3)
months to assist with
compliance. Re-
education or re in-
servicing will be given by
the Staff Development
nurse or designee as
indicated by these results.
Monitoring results will be
reported and discussed by
the director of nursing at
the monthly Quality
Assurance committee
meeting times three (3)
months and thereafter
until the committee is
confident the systems
related to moniforing of
special care services are in
place and adequate.




5. The date that the
corrective action will be

contpleted; ‘LD Prefix Tag’ 11/16/10
7328 :
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F 871 | 483.36{l) FOOD PROCURE, F a7t took phce for-tire resident
. 88=F | STORE/PREPARE/SERVE - SANITARY found to have been affected by
the deficient practice; No
The facilty must - ' ' residents were found to have
(1) Proctire food from sources approved or ) been affected by the deficient
| consldered satistaclory by Federal, State or local practice. The Kitchen floot was
aulhorilies; end cleaned on 10/10/10 after il was

{2) Store, prepare, distribute and serve food

under sanitary conditions identified, The omelet in the

_ refrigerator was discarded
immediately after it was
identificd as being stored in the
refrigerator.,

This REQUIREMENT Is not met as evidenced 2) How the facility addressed

by: . ’  how it would identify if other
Basead on obsorvation, Interview, and record . resident’s were affected by the
review it was determined the facility falled 1o deficient practice; The Dietasy
ensuws Sanitaw Condiﬁons in the kitchen. The ASSEStBllt l“a“agel a COInplete
o sl et st ofte itchon for

: “lindated. o @ sanitation rounds on 10/12/10-to

_ ' ensure that no other sanitation
The findings Include: concerns weire identified. The
Dietary Manager or designee
Observation duting the lniﬂai tour of the kitchen reeducated all cooks and all
on 10/10/10 at 10:15 AM revealed the kitchen dietary aides on 10/20/10 to
fidor was vislbly dirty, unswept and sticky. Y \
ensure no residents would be
Interview with the Assistant Kilchen Manager on affected by the deficient
1074010 at 10:156 AM revealed there ware only practice in the future, The
fgur (étzistaﬁ persons working in the kitehen and reeducation included:
they did nat mop the Hloor because they were * cleanine/sanitizi .
g/sanitizing, Food stored

rushed t6 flnish breakfast and start lunch, properly with date and label in
Interview with the Kitohen Alde on 10/10/10 at the kitchen aud no personal food
10:20 AM revealed the floor was not mopped : items stored in the reach in
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F 371} Continued From page 25 F 371 cooler and walk in cooler. A

because there was nol enough time or staff on ' separate reeducation was -

the-weekend,~She-sald.they-usually-mopped.after. ,
breakiast, before they started preparing lunch. conducted on 1072071V
' ' informing the staff of the - .

Further observation during Initial tour of the requirement for maintaining a
kitchen on 10/10/10 at 10:25 AM reveaied a . " clean and sanitary floor

plastlc bag of omelettes Inslde the refrigerator , mnnedmtely followmg each
which was unlabeled and Undated. meal service. |
interview with the Cook’s Assistant on 10/10/10 at : 3) The measures put into place
10;26 AM revaalad the omeloltes were not to be or systemic change made to

In the refrigerater and she quickly removed them. | insure that the deficient
Further interview on 10/13/10 at 4:00 PM with the practice will not recur; A
same Cook's Asslstant revealed the amelelies schedule has been developed

were taken off the tray Iine as leftovers and she

put tham in the refrigerator because she Intended assigning specific associates

1o take them home to her cat. . floor cleaning respon'sibility for
each meal for the entire month.

Interview with the Dietary/Kitchen Manager on ‘The Assistant Dietary Manager

10{13’} Odat 5.00 PM rovealod placing the or deS]g“ee will conduct

untabsled, undated bag of omeleites In the - .

refrigerator to take home later wag against her : walking rounds five (3) days pen

week for four (4) weceks to
identify any potential sanitation
or infection control issues in the
dietary department. The
sanitation rounds will continue
once {1) weekly for two (2)
months atid then monthly -
thereafler to insure compliance
of potential sanitation or
infection control issues in
dietary.

Jrules.
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4) The facility plans to

monitor its performance to
ensure that solutions are
sustained by; The Dietary
Manager or designee will
conduct an audit once (1)

weekly to identify any potential
sanitation and infection control
issues for eight (8) weeks. After
eight (8) weeks, the Dietary
Manager or designee will
conduct the same audit once
every two (2) weeks for eight (8)
weeks, After sixteen (16) weeks,
the Dietary Manager or
designee will conduct the
audit once (1) monthly
thereafler for compliance.

The Dictary Manager or
designee will in-service all
dietary staff on sanitation and
infection control measures
quatterly thereafter for
compliance.

5) The date that the corrective
action will be completed; ‘ID
prefix Tag’ F 371, 1/16/10
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Alfire alarm system reqilred for life safety Is
instaltad, tested, and malntalned in accordance
with NFPA 70 Natlonal Elecirlcal Coda and NFPA
72. Tha system has an approved mainténance
and testing program complying with applicable
requirements of NFPA 70 and 72,  9.6.1.4

This STANDARD s nol met as evidenced by:
Based on recard review and Interview, it was
determinad the facliity falled 1o ensure the flre

standards. The deﬂc!ency affected all staff and
regldents.

alarm system was maintalnsd according to NFPA |.

x4) Ip SUMMARY STATEMENT OF DEFIGIENOIES D PROVIDER'S PLAN OF CORREGTION. o6
PREFIX " (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE conpriron
TAG HEGULATORY OR LSO IDENTIFYING INFORMATION) TAG GROSS-REFERENCED 70 THE APPROPRIATE DATE
. , DEFIGIENOY) .
K 000 | INITIAL CORMENTS K 000 S
AlLile Safely Code survey was inllated and i .
completed on 10/11/2010, "The facitily was found : ,
not 1o meet the minimal requirsments with 42 e euclosed the Han of
Code of tha Federal Regulations, Part 483,70, C"}' rect “(']' r‘" t “’;" ove-
_ | Tha highest scepe and sevarlty deflolency reforenced facility in
} identifiad was a "F", . 1:%10;115: to :!Ic S‘f‘&:lt?lln:lll.f
0 eliciencies. e this
K 062 | NFPA 101 LIFE SAFETY CODE: STANDARD K 062 document Is bedng
=

submitted as confirmation
of the facility’s on-golng .
efforts to comply with all
statutory and reguiatory -
requlrements, it should nct
be construed as an
admission or ngy eement
with the findings and
conclusions in the
Statement of Deficicncies.
In this document, we have
autlined specific actions in
. response to identificd
issues, We have not
previded a detailed
LT T Repiding e to enchi alfégation
or findings, nor have we
identified mmgnting
factors,

‘K052
1. The corrective action

n =t 0 [heghbaifected by the
The findings Include: Y ‘ agndefictent practice; To
g L}U N@V . 5 Z&d ﬂen & that cach smoke
Review of the faclily's quarterly repotts, related to | | m,,‘
smoke deteotors, on 10/11/2010 at 1:44 PM, e O S
revealed the facliity had no racord of senslllvlly -
' -LABORATORY DIREGTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE THLE {¥6) DATE
> mdhobie 1

Any dellolency statement endrng wlth an asterisk (‘) denotes a deliclency which-the Inslitution me

excusedrom corracting providing its dalermlned that

other sifeguards provide sufflolent proteotion io the pallents. (See Inslructions,) Except for nursing omss, the findings stated.sbove are disolosable 00 days
toflowing the date of survey whather or nol & plan of correslion Is provided. For nursing homes, the abpve lindings and plans of correatien are disclogable 14
days following the date these documents are made avallable to the faclity. If daﬂclanc[aa arg clted, an approved plan of correclicn Is requlslte to con!inued

program patlicipation,

tps_f'
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tosting for the smoke detectors, Sanslitivily
tesiing for smoke detectors must be condusted

detector is within its
listed and-marked

hi-annually o énsuré smoke delactors are ablé to
sense smaoke durlhg a flre. The observation was
conlirmed with the Malntenance Director,

Interview on 10/11/2010 at 1:44 PM, wilh the*
Malntenance Director, reveaied the last sensltivity
test for the smoke detottors was conduoted on
06/09/08.

Reference: NFPA 72 (1999 edition)

7-3.2.1* Detector sonsitivity shall be checked
within 1 year after

Installation and every alternate year lheraafter.
Aftor tha second

required callbration test, If sensitivity tesis indicate
that the

detector has remained within its listed and
marked sensitivity

range (or 4 parcent obscuration light gray smoke.
it ot

- | matked), the lengti of time belween oalibratlon
- tests shall-he-— - -

pennilted to be extendedto a maximum of &
years. I the fraquenoy

Is exlended, racords of detector-caused nulsance |

alarms

and subsequent trends of these alarms shall be
malntained, In .

zones or Ih areas where nuisance alarms show
any ingroage over

the previous year, callbration tests shali he
performed,

To ansure that each smoke deteotor is within its
listed and

marked sensitivily range, it shall be tosted using
any of the following

methods:

BTATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
\ B. WING
106463 ) 10/11/2010
NAME OF PROVIDER OR SUPPLIER STAEET ADDREBSS, CITY, STATE, ZiP CODE
: 2770 PALUMBO.DRIVE
RICHMOND PLACE REHABILITATION AND HEALTH CENTER .
LEXINGTON, KV 40509
() 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION {8
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
K 062 Conlinued From page 1 K052

sensitivity range the
facility initiated the
smoke detectors fest for
sensitivity on the day it
was discovered
10/11/10 and this
inspection was
completed on 10/12/10.
The facitity utilized a
licensed fire and safety
company (EDI) to
inspect the system.
How the facility
addressed how it

~ would identify if other

resident’s were
affected by the

deficient practice; The |

" facility maintenance’
team leader and campus
mainienance director
reviewed other required
testing timelines for the
purpose of compliance
of NFPA 101 life safety
code standards to ensure
no other testing
requirements were out
of compliance.

FGORM OMS-‘2687(02-99) Previous Varalons Qhsolgte

Evanl iD; 038221

Facllity I 160672A
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The measures put into
place or systemie
change made to insure
that the deficiont
practice will not recur;
The campus
maintenance direotor
will maintain records of
the fire alarm system
and audit compliance
monthly on inspection
reports to verify timely
inspections occur, The
facility maintenance
team leader or desighee
will exit with any
confractors who provide
work in the facility.
This exit will include an
overview of the work
provided and timeline
requirements addressing
the need for review for
compliance with local,
state and federal
requiretnents,

The facility plans to
monitor its
performance to ensure
that solutions are
sustained by; The
facility administrator or




designee will review
LSC record keeping
requirements as
outlined in the NFPA
101 life Safety Code
standards bi-annually.
The Quality Assurance
Committee will review
for compliance annually
to assist with
compliance of this
standard,

The date that the
corrective action will
be completed; ‘1D
Prefix Tag® K 052

11/4/10
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DEFICIENGY)
K 052 { Continued From page 2 K 062
(1) Calibrated test method
(2) Manufacturer ' s calibrated sengitivily test
tRatriimant
(3} Listed control equipment arranged for the
purpose
{4) Smoke detectorfoontrol unlt arrangement
whereby the
detactor causes a signal at the control unit whers
its sensitivity ,
is outslde its listed gensitivity range
(5) Othér callbrated sensitivity test methads
approved by the
authorily having Jurlsdiction
Detectors found to have a sensliivity outside the
{isted and
marked sensitivity range shall be ¢leaned and
racalfibrated or
be replacod.
Exceplion Na. 1 Detactors listed as fleld
adjustable shall be permitted K 062 _
to he elther adjustad within the listed and markad 1, The corrective action
sensltivity range and that teok place for the
cleaned and recallbrated, or they shall be resident fonnd to have
— .-.rep'acgd . —_ - b ff t I b : ﬂ Y e ——
Exception No. 2: This requlrement shall not appty cen affected by the
to single statlon detectors deficient practice; The
referenced in 7-3.3 and Table 7-2.2. facility had received
The detector sensitivity shall not be tested or regular inspections of
measured the automatic sprinkler
ggr& gltwry; tc:::lce that administers an unmeasured systems as required, but
of smoke or other aerosol into the detsotor. haf‘ ',wttlbﬁ? made
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 aware that the
9SeF - ‘ calibration or ]
Required automalio sprinkler systems are replacement of sprinkler
continucusly malntained In rellable opsrating head pauges was
condlilon and are Inspected and {ested ' required every (5) years
perfodically.  19.7.6; 4.6.12, NFPA 13, NFPA 25,
9.7.5
Event [D:838221 Facity I 1005720 If continuation sheet Page 3of 6




by our contracted
inspection company
Brown Sprinkler, Once
the facility became
aware of the
requirement the
replacement of the
gauges service was
performed by Brown
Sprinkler company on
10/25/10 .
How the facility
addressed how it
would identify if other
‘resident’s were
affected by the
deficient practice;The
facility maintenance
team leader and campus
maintenance director
reviewed other required
testing timelines for the
purpose of compliance
of NFPA 101 life safety
code standards to ensure
1o other testing
requirements were out
of compliance.
The measures put into
place or systemic
change made to insuve
that the deficient
practice will not recur;
The campus
maintenance director




will maintain records of
the sprinkler system and
audit compliance
monthly on inspection
reports to verify timely
inspections occur. The
facility maintenance
team leader or designes
will exit with any
contractors who provide
work in the facility.
This exit will include an
overview of the work
provided and timeline
requirements addressing
the need for review for
compliance with local,
state and federal
requirements.

The facility plans to
monitor its
performance to ensure
that solutions are
sustained by; The

- facilily administrator or
designee will review
LSC record keeping
requirements as
outlined in the NFPA
101 life Safety Code
standards bi-annually.
The Quality Assurance
Committes will review
for compliance annually
to assist with




compliance of this
standard.

5. The date that the
corrective action will
be completed; ‘1D
Prefix Tag’ K 062

11/4/10
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K 089} Conlinued From page 4 : KO
G pag 089 K 069 |
. _ : 1. The corrective action
This STANDARD T8 not met as evidenced by: t T the
Based on obssrvation and interview, it was resident found to have
determined the facliity failad to ensure fire been affected by the
extingulshers hed the proper signage according deficient practice; No

to NFPA standards. The deficlency affected

eloven (1) staff In the Kitchen area. - tesident weto found to

_ have been affected by
The findings include: the noted signage
. requirement. Fire
Observation on 10/11/2010 at 9:30 AM, revealed Extinguisher Signage
the "K” type flre extingulsher in the Kitohen area was immediately

dld not have the proper sighage. Extingulshers

must have the proper signage In order for staff, purchased and placed

focated In the kitchen area, {o be reminded of the above the extinguisher
proper use of the flre exlinguisher. The. on 10/11/10 by the
ohservation was conflrmed with the Maintenance maintenance team
Director, leader. The signage

included information on

Inferview on 10/11/2010 at 9:30 AM, with the proper use of

Maintenance Director, revealsd the K type flre

extingulsher had never had any type of signags. - oxtinguisher.
Reference: NFPA 96 (1998 edition) 2. How the facility
7-2.1.1 Aplacard identifying the use of the addressed how it
oxlinguisher as a secondary backup means to the would identify if other

automatle flre suppression system shall be

consplcuously placed near sach portable fire resident’s were

exlinguisher In the cooking area, affec!ed by the. .
K 072 { NFPA 101 LIFE SAFETY CODE STANDARD K072 deficient practice;Fire
§8=D Extinguishet Signage

Means of agress are continuously maintalned fres was immediately

of all obstructions or impediments to full Instant purchased and placed

use In the case of fire or other emargenoy. No IR
furnishings, decoratlons, or othor objocts obsiruct above the %xtmgmshel
oaxils, access to, agress from, or visibllity of exits. on 10/11/10 by the
71,10 ’ maintenance feam

leader, An inservice
F o | W | 1l

AT ST RTIT TS

o wascendue
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kitchen staff by the
maintenance team
leader and staff
development
coordinator on 11/4/10
as an effort to highlight
the signage and its
purpose.

The measurcs put into
place or systemic
change made to insure
that the deficient
practice will not recur;
The maintenance team
leader will inspect for
signage in this location
during the monthly
rounds of auditing fire
extinguishers. The
facility maintenance
team leader or designee
will exit with any
contractors who provide
work in the facility.
This exit will include an
overview of the work
provided and discussion
of signage requirements
addressing the need for
review for compliance
with local, state and
federal requirements.




4. The facility plans to
monitor its
perforinance fo ensure
that solutions are
sustained by; The
facility administrator or
designee will review
LSC record keeping
requirements as
outlined in the NFPA
101 life Safety Code
standards bi-annually,
which will include
appropriate signage in
the community is
maintained to remind
staff of proper usage of
fire extinguishers. The
Quality Assurance
Committee will review
for compliance annualty
to assist with
compiiance of this
standard.

5. ‘The date that the
corrective action will 11/4/10
be completed; ‘ID
Prefix Tag’ K 069
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1.

The corrective action

This STANDARD s not met as evidenced by: -
Based on observation and interview, it was
determined the faollity falled to ensure corrldors
were free and clear of obstructions and avaliable
far instant use in-an emergenoy, according lo
NFPA standards. The déficlency affectad
approximately iwenly-four (24) residents.

The findings include:

Obsarvation on 10/11/2010 at the 200 Hall
Nurse's statlon at 1:12 PM, revealed three (3)
medicine carls were unattended and not in use
inside the carrldor, Fuither observation on
10/11/2010 at 3:16 PM revealed the three (3)
medicine carts wore still unattended and not in
use. Wheeled ltems such as medicine carlg, linen
carts, arid patlent lifts are not o be left
unattendsd and unused In the gorridors due to
blocking the way of egress In an emargency.
-Wheelsd-ltems must-be returned to the-storage
locatlon after use, The observation was
confirmed with the Maintenance Direclor.

Interview on 10/11/2010 at 3:15 PM, with 200 Hail
Nurge, revealed the carls were last used ai the
8:00 AM medicatlon pass, and the three (3)
madloation carls had been thete since the
completion of the medication pass.

Reterance: NFPA 101 (2000 edilion) .
7.1.10.1* Means of egress shall be continuously
taintained

free of all obstructions or Impediments to full
instant use in

the case of fire or other emergenoy.

thiat took place for the
resident found to have
been affected by the
deficient practice; The .
facility administrative
staff assessed all
equipment that was
located in evacuation
corridors, The
equipment which was

all portable and
considered necessary

for nwsing staff to have
access for efficient
patient care needs was
immediately removed
from the hallways and
placed in residents’

“tiving roonr areas. ~The—-

facility, prior to the
sited deficiency,
provided the life safety
code officer
documented inservicing
material, from two
previous oceasions,
signed by facility
employees with
acknowledgment of the
egress consideration.

FORM CMS-2567(02-09) Pravious Verslons Obsolale

Event iD: 838221

Pacllty 1D: 1005724
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No furnishings or decorallons of highly flammable K 073 ] .
characler-are-used:—19:7:6:2-19:7-6:3,10:7:6:4 I—The-corrective action

This STANDARD s not met as evidenced by:
Based on observation and Interview, Il'was
determined the facility falled to ensure
decorations used In the facllity were fiame
retardant, according to NFPA standards, The
deficienoy affected approximately twenty-four (24)

The findings include:

Observation on 10/11/2010 at 1:30 PM, revealsd
decorallons (wooden wreaths) on residen! room
¢doors located In the facliity. The residant raoms
were Room number 112, 116, 117, 118, 119, 121,
123, 222, 223, 224, and 225, Combustible

that took place for the
resident found to have
been affected by the
deficient practice; No
resident were found to
have been affected by
the noted non-flame
retardant decorations in
the building. Flame
retardant chemicals
were otdered on
10/11/10 and received
on 10/13/10. All rooms
indicated 112, 116, 117,
118, 119, 121, 123, 222,
223, 224, and 225 were

degorations used I a heallh care facllity must be
flame retardant to prevent the spread of flre, The

|-observation. was.confirmsd.with.the Maintenance.. |.

all treated with flame
Jetardant chemical.

Dlrector,

prohibited in any

flame-ratardant.

devalopmant or

Interview on 10/11/2010 at 1:30 PM, with the
Malntenanoe Director, reveals the facility does not
treat decorations {o make them flamse retardant,

Reference: NFPA 101 (2000 adition)
19.7.8.4 Combusilble decorations shall be

health care ocoupancy unless they are
Exception: Comnbustihle decorations, such as

‘photographs and palntings,
ih such limlited quantitles that & hazard of fire

2. How the facility
addressed how it
would identify if other
resident’s were
affected by the
deficient practice; A
flame retardant
chemical was used on
other decorations

" throughout the facility
in an effort to address
all non-flame retardant
decorations. An

FORM CMS-2667(02-20) Provicus Vorslons Obsolole

Evonl ID:03B221

tacifty 10 1006724

if continuation shee! Paga 70! 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

i FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES X1 PHOWUEWSUPi’LIER/C[lA X
AND PLAN OF CORRECTION ¢ ) 1DENT|FIDATION NUMBER: (@ MuLTIRLE const HUOT‘ON <x3}gé-{4§fé’$[$v
A BUILDlH@ 01 «- MAIN BUILDING 01
185463 5. WiNG 10/11/2010

PRINTED: 10/26/2010

NAME OF PROVIDER OR SUPPLIER
RICHMOND PLACE REHABILITATION AND HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

2770 PALUNBO DRIVE
LEXINGTON, KY 40500

spread Is not present,

inservice was conducted
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3.

4.

rrrrrr

maintenance team
leader and staff
development
coordinator which was
completed on 11/4/10 as
an offort to highlight the
flame retardant
requirement,

The measures put into
place or systemic
change made fo insure
that the deficient
practice will not recur;
The maintenance team
leader will inspect for
for non-flame retardant
decorations’ during the
monthly rounds of _
auditing fire
extinguishers, Re-
inservicing education
will be provided and
documented with each
monthly fire drill from
11/4/10 forward,

The facility plans to
monitor its
performance to ensure
that solutions are
sustained by; The

FORM CMB-2607(02-00) Previous Varslons Cbsolale

Event 1D; 838221

Facllliy 10 1005724

if continvation sheet Page 8of 8




facility administrator or
designee will review the
fire drill and LSC
record keeping
requirements as
outlined in the NFPA
101 life Safety Code
(2000 edition) standards
bi-annwally, The
Quality Assurance
Committee will review
for compliance annually
to assist with
compliance of this
standard.

The date that the
corrective action will
be completed; ‘ID 11/4/10
Prefix Tag’ K 073




