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F OO0 INITIAL COMMENTS F 000,
+ ARecartificalion Survey was initiated on H1/18/14
_and concluded on 11/20/14. Deficiancies were
{eitad with the highest Scope and Severity of an
“gn ;
F 1871 483.10(b){ 1) NOTIFY OF CHANSGES F 187

56«0, (INJURY/DECLINE/ROOM, ETC)

: Afacility must immediately inform the resident:

feonsuit with the resident's physician; and ¥

. Known, notify the resident’s legal representative

Coran interested family member when there is an

accident invalving the resident which resuits in

mjury andg has the potential for requining physician

s Intervention; a significant change in the residant's |

" phwsical, menm ar psychosocial stafus {le., a

- daterioration in health, mental, or pmy’ﬁf’?OﬂOGﬁi

status in eiher life threstening conditions or

: clinical complications); @ need to alter treatment
significantly (i.e., & nesd to discontinue an

existing form of treatment due to advarse

consaquences, of lo commence a new form of

¢ freatment); or a decision (o transfer or discharge

the resident from the facility 58 specified in

§483.124a).

The facility must also promptly notify the resident
and, ff known, the resident's legal reprasentative |
! or interested family member when thare is a
change in room of roommate assignment ag
s specified in §483.15(e)(2); or a changs in
resident rights under Fedaral or State iaw or
 regulations as specified in paragraph (b)(1) of
thia: sexction,

| ‘f‘he faciiity must record and periodically update
L the address and phonig number of the residenf's
legs represaniative or interested family member.

F157

What corrective action will be
accomplished for those residents
found to have been affected by the
deficient practice?

Resident #5 was reassessed, to include
a blood glucose finger stick, by the
licensed nurse on 11/19/14, The ARNE
was notified of assessmeant findings
with new orders received & noted.
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157 Centinued From page 1

This REQUIREMENT is not met as evidenced |
. by
. Based on interview, record review and reviaw of
the faciliv's guidelines, It was determined the
faas lity fafled to ensure the Physician was notified |
fwhen there was a significant change or need to
. potentially alier treatment for one (1) of eightesn
F(18) sampled residents (Residant #6),

i
Rébidﬁﬁf #E had a Physician's Qrder {o check

hister Fingerstick Blood Sugar (FSBS) four (4)
tlmes a day and staffl fo call the Physician if the
'resident's FSBS result was greater then

 two-hundred and fifty (250). Review of the

" November 2014 FSBS results ravealed
; documentation of the resident's FSRBS results
" being greater than two-hundred and fifty (250;
i however, staff interview and record review
“revealed the Physician was not notified by the

fac:thfy
i The findings include:

| Review of the facility's Guidelines titlad, “Resncfcnt
. Conditiot Chenges that Require Physician =
! Notification”, revised date 12/19/12, revealed the
. facility's expectations wag for icensed nurses o
recognize resident situstions/conditions which i
- required Physiclan nolification and documarnt the
f nedification,  Additional review revealed the
, Physician was to be notified if there were
‘ signifleant changes of a chronic condition, such
. a8, hlood sugars which exceeded the paramet&m
determmed by the Physician.

! Revsew of Resident #8's medical record revesled E
i the facility acmitied the resident on 10/13/14, with |
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F 157,

How will the fazllity Identify other
residents having the potentizi to be
affected by the same deficient

practice?

Residents with orders for blood glucose
finger sticks would have the potential to
be affacted. Anaudit of current
residents with physician ordered blood
glucose finger sticks was completed
using an audit tool (EXHIBIT H) on
11/19/2014 by Unit Coordinators to
identify that any parameters for
notification of MD were followed as
ordered, No other residents were found

to be affected.

Staff will continue to notify the
Physician when there is a significant
change or rieed to potentially alter

g treatment, including when blood
glucose resufts f&li putside of ordered

parameters.
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F 157, Continued From page 2
1 and Chionic Kidney Disease Stage V. Raview
{98 as having a Brief interview for Maental Status

(BIMS] score of slaven (11) out of fiftsen (15,
“which indicated moderate cognitive iImpairment.

R@wew of Resident #6's November 2014 Mmfhiy

{ Physician’s Orders revealed sn order for

Accucheks (FSBE) four (4) times a day, and if the

' results were greater than two-hundred and ity

P {230} staft wers to call the Phyaician, Continued

reviaw of the Monthly Physician’s Orders revealed’
"no documerited evidence Resident #6 hag routine .

. diabetes medicihe orderad or sliding scaie mauhﬂ

m dered.

: Review of the November 2014 documentation of °
‘Regident #6's FSBS results raveaied multiple
. episodes whan the FSBES was graater than 250
Son THO3M4 at 8:30 PM the result was 308, on
1104414 at 930 PM the recult was 2753; on
1410714 &t §:30 PM the rasull was 259 on
PU1/11714 at 9130 PM the result was 278 on
CHA204 at 9:30 PM the resuit was 3447 on
C11/13/14 at 4:30 PM the result was 2857 an
13!1-!2!14 at 4:30 the result was 304, and st 920
' BM the result was 284; and on T1H7/14 at 4:30
i P the result was 270.

t Continued record review of the November 2044
. Nurse's Notes revaaled no documentad evi dence
" the Physician or the Advanced Practice i
. Registered Nurge (APRN) were notified =s
ordered when the FSES resuits were greater ihen

L2250,

Intarview with Licensed Practical Nurse (LFN) #2

(4310 : SUMBMARY STATEMERT OF DEFICIENCIES 19} FROVIDER'S PLAN OF CORRFECTION . 633
OREr ¥ (EACH DEPICIENCY MUST BE PRECEDED BY FILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE T COMBLETION
TaG REGULATORY OR LA IDENTIEYIHNG INFORMATIOMN, TAG CGROSBS-REFERENCED T THE ARPROPRIATE aalE
DEFICIEMCY) !
! — _
What measures will be put into place

diagnoses which included Diabetes Mellitus Type

; of the Admissien Minimum Data Set (MDS) dated '
10720714, revealed the facil ity assessed Resident

F 157"
: ar systemic changes made to ensure
that the deficient practice will not

Fecur?

DON re-educated the Unit Coordinatars
and House Supervisors on 11/25/14 in

ensuring Physician notification is
completed when there is a sighificant
change in condition or an identified
need to potentially alter treatment,
including blood sugars which exceed
the parameters determined by the
physician. The Unit Coordinators and
House Supervisors initiated re-
education on 11/25/14 with facility fNs
& LPN’s, including LPN #2 & LPN #6, on
ensuring Physician notification is
compieted when thera is a significant
changs in condition or need to
potentially alter treatment, including

i Blood sugars which exceed the
parameters determinad by the
physician. This re-education will
continue unti all LPNs & RNs have
received this re-education,

L.
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on 11/19/14 at 4:35 PM, revealed she had not
always contactad the Physician or APRN when
Resident #5's FSES was above 750 ax ardered.

ghe had not documentad thls. Continued
imtervienw with LPN #2 revealed somestimes when
Resident #6's FSBS was high she monitorad the

the FEBS was below 250 when she re-checked,

i she didn't feel like she needed to contact the

~ Physician, as ordered. Mowever, the LPN stated

! she had not documenied the FSBS re-check
results or her azsessments, for Myperglvocemia,

 LPN #2 revealed the AFREN was aware Resident

day of the prior F3BE results above 250, She
stated the APRN had written & clarification order
Lo call the APRN or Physician now If Resident

. #0's FOBS rasilts were above 350, LPN #2
Fturther revealed the facility should have goften a
. Clarification order earlier.

cInterview with LPN #6 on 11719714 at 5:02 PM,

had obtained a reading of 278, but dida't notify

Hirmpoertant to chack the Physician's Orders. Per
interview, she had not routinely taken care of
Resident #6 and had not known there was an

. erder for her to contact the Physician when the
' result was above 250, LPN #6 furlher stated i
; the Physician had been notitied of the resuif a
treatment might have been ordered and the

i convern was possible Hyperglycemia.

!nterview with the Director of Nursing {{XON) on
 1120/14 at 4:55 PM, revealed it was her

: LPN #2 revealed the times she had nofified them,

resident for gigns of Hyperglyeemia and waited an.
; houwy to re-check the blood sugar. Per interview, if ¢

fand stated i was poor documentation an her part.

"#6 had high blood sugars, and was contacted that

“revesled she had done the FERS or 11/11/14 and

the Physician as ordered. The LPN stated itwas |

LEXINGTON SCHINTRY PLAC .
AINGT UNTRY PLACE | LEXINGTON, KY 40504
43 1D SUMMARY STATENEMT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CURRECTION oy
PrEFY ¢ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIN (EACH CORRELTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE BATE
; DEFICIENGY)
FA67 Continued From page 3 F 187 A Finger Stick Blood Sugar Parameter

audit tool was implemented by the

DON {EXHIBIT A} on 12/1/14 to be used
by the Unit Coordinators & Mouse
Supervisors to conduct a daily, including
weekends, audif to verify that the
physician has been notified of any
finger stick blood sugars that fail out of
ordered parameters, Any identified
concerns will be addressed immediately
as indicated & reported to the DON.

How will the facility monitor its
performance to ensure solutions are

sugtained?

The completed Finger Stick Blood Sugar
Parameter audit tool (EXHIBIT A) will be
reviewed by the DON weekly for g
minimum of six weeks to ensure
appropriate follow up has been
implemented as indicated hased on
audit findings. The results of these

¥ contlnuption sheet Page 4 of 25
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s55=D  FARTICHATE PLAMNING CARE-REVISE CP

. The resident has the right, unless adjudged

" incompetent or otherwise found to be

¢ incapacitated under the laws of the State, to
participate in planning care and reatmeant or

' changes in care and reatment,

- A comprehensive care plan must be developed

i within 7 davs after the completion of the
_comprehensive assessment; prepared by an .
Linterdisciplinary tearm, that includes the atiending
, bhysician, a registered nurse with responaibility
for the resident, and other sppropriate staff in

i disciplines as determined by the resident's neads,
and, to the extent practicable, the participation of :

. Hihe resident, the resident's family or the regident's

. legal representative; and perlodically raviewsd

Fand revisad by a team of qualifiad persons after

; gach assessment.

P This REQUIREMENT is npt met as evidenced
, by
© Based on observation, interview, record review
; ard review of the facitity's policy, it was
" deternined the facility failed to ensure the
i Comprehensive Care Plan was revised for one
(1) of eighteen (18) sampled residents (Resident |

-
(64 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF COREEGTION s
FREEIK (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFD {EACH CORREGTIVE AGTION SHOULD BE . CORPLETON
TAG REGULATORY OR LEC INENTIFYING INFORMATION) TASG CROSE-REFEREMCED TO THE APPROFPRIATE CATE
DEFICHENCY)
F 187 Continued From page 4 F 157 weekly audits will be reported by the
t expectation staff notified the Physician of the ) DON to the QAPI Committee monthly
FEBS results as ordered. The DON sfateq the ’ s e e
" Physician was to be notified if Resident #5's which includes but is not limited to the
; FSBS results were above 250 to determine if any | Administrator, Director of Nursing,
" treatment changes were npeded, ; =
Medic: nd p
F 280 483.20(cl)(3), 482.10(k)(2) RIGHT TO F 280 edical Director and Pharmacy ,
! Consultant monthly. Further action and

or education will be implemented f
based on identified trends & Commitize

direction.

Completion Date; 12/19/14

F280

What corrective action will be o
accomplished for those residents |
found to have been affected by the
deficient practice?

On 11/25/14 the licensad nurse
discussed skin bregkdown prevention
interventions with resident & family
member. MD was notified & the care
plan was updated to reflect newly
ordered intervention.

If corttinuation sheet Pege 5 of 28
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#5),

: Resident #5's Comprehensive Care Plan
‘eontained a care ptan for alteration i skin
; integrity related to a Right Heei Disbetic Ulcer.

i pressure redistribution products as ordered, andg
“an order for Resident #5 to wear heel protector
| boots af all times. Observation and interview
. revealed however, the resident routinely refusad
! to wear the heel protector boots at all Bmas.
. Further review of the Comprahensive Care Pla
‘ravealad no doclmentsd evidence it was
i updated/revised to include Resident #5's refusals
o wear the heet protecior bools af all imes,

! The findings include:

Remew of the facility's policy tited, "Process for
EPian of Cara Devel topment and Communication”,
i vevised 07/01/10, revealed the purpose of the
" care plan was to ensure the effective defivery of
i care inan organized manner designed o meet
i ' the individualized needs of the residents. The

i Policy revealed the plans of care were 1o identify
regidents’ neads, problems, sirengths, risk

made ag the residents’ nesds changed, Further
 review of the Policy revesled care plan goals

d wecl care nurses as residents’ needs changed.

the facdiity admitted the resident initially on
1 04/01/14 and re-admifted the resident on

i ! Meflitus Type I, Severe Diabsatic Meuropathy
(pwlpbe}‘ai nerve damage), Peripheral Vascular

' The care plan included an intarvention to provide

! factors, and was 2 wark in progress with changes |

approaches, and infervertions wers rev:aweé anc
Llpdatad as needed at care plan meefings, and by ¢

Rrseviaw of Resident #5's madical record reveslad

| 07/03/14, with daagms@s whizh included D abetec;

residents having the potential to be
affected by the same deficient
practice?

(X4 1D : SUMMARY STATEMENT OF DEFIDIENCIES i8] PROVDER'S PLAN OF CORRBETTION &
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED &Y PULL PREER {BACH CORRECTIVE ACTION SHOLD BE CDNLFL;ETEC‘N
TAC REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE ARPPROFRIATE DATE
DEFICIENEYY
o _ ‘' How will the facility identify other
F 280 i Continued From pags § F 280

An audit was performed by the Unit
Coordinators on current residents care
planned for pressure reduction devices,
using a Ql tool {EXHIBIT 1) an
12/01/2014 to ensure that all pressure
reduction devices are care planned and
being implemented as ordered unless
otherwise care planned for refusals.
Any identified concerns were corrected
at the time of the gudit,

Residents will continue to have care

plans developed by the interdisciplinary
Team, which may inchude butis not

limited to the MUS nurse, Social

Warker, Activities, Dietary & Therapy
department; and revisions, including
non-compliance of interventions, will

he made as appropriste and/or

indicated based on resident’s
i' individualized needs &/or preferences.

] .
i

H
{
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£ 2801 Continued From page 6
i Disease (narrowlng or acclusion of areriesiveins ;
Coutside of the heart and brain), Renal Failure, ‘
i Congestive Heart Failure, and was admitted to
. hospice on 0B/G8/14. Review of the Significant
" Change Minimum Data Set (MDS), dated
; 08f2f114 ravedled the facllity sssessed the ;
" rasident as having a Brief intarview for Mental '
Status (BIMS) score of twelve (12) out of fifteen
, (16) which indicated moderate cognitive
fimpairment.

_ Continued madical record review revealed

‘ Resident #5 had a Diabetic Foot Ulcer identified

;on 10/63/14, and & November 2014 monthly i

" Physician Order to wear heel protector boots at

Lall irmes related to a history of utcers. Review of

. Reaident #5'% Comprehensive Care Plan :

“revesled a skin integrity care plan rolated to the

; ight heel diabatic uleer and an intervention o
provide redistribeition products 3s ordered,

. Doservations of Resident 25 on 11/18/14 at

12:28 PM and 5:36 PM: and on 11/19/14 at 10:51 ;
CAM, T AM, and 210 PM revealed the resident |
. not waaring heel protactor baots, ;

. Interview with Resident #5 on 11719714 a1 11:11

" AM, revealed helshe wore the heel protector
boots cccasionally, but didn't like to wesr the _'
beots when in bad because he/she was unable to |
" turn independently in bed when thay were on, ;
, Resident #5 reported staff had encouragsd

* him/her to wear the heal protector boots howaver, |

Intarview with Registerad Nurse (RN) #4 on
D 1119/14 at 2:52 P, revealer Resident #5 was
. Supposed to wear the hesl protector boots at alf
tHmes and the aides knew the resident's cars
s neads par the care plan. Further intenview with

F 280

What measures will be put into place
or systemic changes made to ensure
that the deficient practice will not
recur?

RNs & LPN's, Including RN #4, LPN HG,
LPN #4, RN #1, were re-educated in the
Importance of documentation regarding
resident non-compliance and the use of
the facility's “Stop and Watch” forms as
an effective communication tool by the
DON, Unit Coordinators, House
Supearvisors &/or Staff Educator, This
education also included that any type of
non-compliance/refusals by residents
must be care planned and MD notified.
Education began on 11/25/2014 & will
continue until current RNs & LPNs have
received this education. Newly hired
RNs & LPNs will continue to be provided
this education during the orientation
process,

o
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E 280 Facllity Staff, including nursing, dietary, E

F 2E0€ Continuad From page 7
the RN revesled, she had talked to Resident #5
[ "earfior” sbout putting on the heel protector boots: |
however, the resident refused to comply.

Interview with Licensed Practical Nurse (LPN) #&
Fon 11/18/14 at 5:02 P, revealed Resident #3 :
_had not always worn the heel protector boots, !
EPer intarview, Resident #5 was supposad to waar |

them bacause of the hesl wound and risk of he
tulcer worsening or the development of another

hesl vicer.

. Interview with the Wound Treatment Nurssd PN

T4 on 111614 at 5148 PM revealed Resident 85

. had a long standing history of not wearing the

"heel protector boots, and she had tried different

; products but the resident falt they were too bulky.

" The Wound Treatrment Nurse/LON #4 stated the

e resident had "arrible” ciroulation and the
 Physician recommended he/she not be up in the

; electric wheelchair because I causad weight

“bearing on hisfher heels, Per interview, the

¢ Physician wanted Resident #5 to wear the hee!
protector boots at all imes; however, the resldent
was under Hospica and had refused becayuse
helshe felt histher quality of life was limiled when
:the boots were worn,

tinterview with RN #1 on 11/20/14 at 12,16 PM,
revealed she routinely cared for Resident #6 and
the resident wore the heel protector boots only
ahout fifty percent of the time when he/she wag
up. RN #1 stated Resident #5 usually agreed to
wear the heel protector bosots when staff ;
requested at the start of the shift, but the problem
. was the resldent chose not wear themn ali the
“time. Perinterview, however, the care plan was
¢ ot revised/updated to include Resident #5's hea! |
' protecior boot non-compliance snd for refated

housekeeping, maintenance & therapy
services, recetved additional re-
education by the Administrator on the
Stop angd Watch Pragram at Monthly
Town Hall Meetings 11/30/2014 and
12/01 /2014, This re-education.included

the importance of completion,
assessment, documentation & follow
up of the forms. Newly hired
employeas will continue to receive
education on the Stop & Watch
Program during the orientation pracess.

A Pressure Device Compliance Audit
Tool (EXHIBIT [} was implemented by
the DON on 12/1/14 & will be used by
the Unit Coordinators & House
Supervisors to complete a Qf audit
daily, including weekends to ensure
care plan pressure deduction devices
are in place. Any issues identified in
these audits will be corrected with any
further education implemented as
indicated.

]
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F 280 Continued From pags 8 F 280
i’ ' ; How will the facility monitor Its

. Interventions, such as, educating the resident or
' encouraging himvher to use the boots. performance to ensure solutions are
. sustained?

L interview with MDS Goordinator #1 on 11/20/14 at

2:44 PM, revealfed residents’ care plans wer : : . . .

) re pians were : Director of Nursing will review the

! updated appropriately o the situation. Per

_isrview, Resident #8's non-compliance with ; completed Pressure Device Compliance
t wearing the hee! protector boots had not been . ‘ .

 discussed at the Inferdisciplinary Team (IDT) ; Audit tools {EXYH;BR f) completed by

| Meatings and, therefore she was unaware of the Unit Coordinators & House

. Resident #5's non-compliance with wearing the | ; Supervisors & their accompanylng
{ boots. The MDS Coordinator revealad Resldent ) ‘ ) . .
#5's care plan should have been updated based | : corrective action weekly for a minimum
fon the non-compliance cause and appropriate : ' of 6 weeks to ensure appropriate follow
_interventions implemented. s up has been implemented as indicated
Interview with the Diractor of Nursing (DON)an : based on audit findings. The results of
P11720/14 at 4:55 PM, ravealed Resident #5's care : these weekly audits will be reported by
plan showld have been revised to address the Z : ‘ ,
: resident's heel buot non-campliance and , 5 the DON to the QAPI Committee
interventions put in placa. The DON stated she | monthiy, which includes but is not
 hongnt ihe hon-Gompliance Issue was previously | limited to the Administrator, Director of

" addressed; however, could not provide

. documented evidence of this. She staled nurses MNyrsing, Medical Director and

Hwere responsible for updating the resident's care | Pharmacy Consultant monthly, Further
_ plan, ‘ : ) . ‘

£ 371 : 48335(5} FOoD PRC‘CHR&, ; BT . action and ar education will he

ao=£ STOREPREPARE/SERVE - SANITARY : implemeanted based on identified trends

' The Facility rust - i : & Committee direction.

i {1) Procure food from sowrces approved or . _ , .

‘ considersd satisfactory by Federal, State or local Completion Date: 12/19/14

. authorities; and '

(2} Store, prepare, distibute and serve food
under sanitary conditions

FORM CMS-2687(02-009) Pravious Versions Cbaodsts Event i WHNMT Faclify iy, 100527 # continuation shest Fage 9 of 28
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F 371 Continued From page 9

" This REQUIREMENT s nof met as evidenced
i by:
* Based on obsarvation, interview and review of
the Tacility's policy, it was determined the facility
_failed to ensure food tems were storgd,

i prepared, distributed and served under sanitary
mmﬁ;t ions as evidenced by observations of fogd
fproducts not fabeled, not dated after being

; opened, and raturned to dry storage shalves.

; Further observations revealsd the celling vent,
over the food preparation arga and tray fing, had
i an appraximately half inch gap to g ong {1) inch

gap on three {3) sides. In addilion, the light cover

f next to the vent contained a dried light velfow
. Bubstance.

E The findings nciude:

;1. Raview of the facility's policy titled, *Food
Szafe{y dated 01/01/01 with a ravizsion date of

; CB/06/12, revealed ai! potentially hazardous foods |

“have a seven (7) day shelf jifs when opaned and
; stored food items were to have a product
ldentiﬁef (labeh and a use by dﬁtzs: documented.

_ Obsewaﬂon, on 111814 at 8:45 AM, duting the

| Initlal kitchen tour of the dry storage area
revealed: t:)pmad powdered sugar an apened

i bag of gravy mix not dated; and approximatsly

three fourths (3/4) of an cpened bag of pasts not

i labeted and not dated, wrapped In plastic wrap
~and returned to the dry storage shelves,

" Continued observation, on 11/16/14 at 8,35 AN,
{ of the diy storage shelvas ravesied two (2)
opened gravy mix packages; the openad

What corrective action will be
accomplished for those residents
found to have been affectad by the

deficient practice?

The open food items including
powdered sugar, bag of gravy mix, &
pasta were discarded on 11/15/14 by
the Food & Beverage Director.

The Maintenance team repairad the
) gap around the cefiing vent & cleaned
! the kitchen light cover on 11/20/2014.

How will the facility identify ather
residents having the potential to be
affected by the same deficient

f practice?

All residents have the potential to be
affected.
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F 371! Condinued From page 10 ;
i powddered sugar not dated; and the approxzmately
three fourths (3/4) bag of pasta not laheled and

: not dated wrapped in plastic film.

{ Interview, on 11/16/14 at 363 PM, Cook #1
revealed dietary staff were 0 label and date every
- food item when opened, Cook #1 stated food
fterns were to be dated for a thres (3) day
| expiration date,

i Interviaw, on 11/20/14 at 10:40 AM, with Cook #2
. revealsd food produacts were 1o be wrapped with
“an opened date, Per interview, food could stay
; on the dry storage shelves for three (3) to five (5)
days afler belng openad, howsver, if foods wera
. past the due date the food was "tossed qut’. He
“revealed if food items were not dated, after hie
i found out who prepared the foad from the chay
E::eafose he would date the food item based on that |

: date,

i

s intervigw, on 11/20/14 at 11:00 PM, with the :
- Dietary Director revestted all food iters should be
: kabelsd and dated with the opened date and &
“three (3} day expiration date. The Digtary
- Director stated if foods were found without a label !
“and net dated the food should be thrown aut. Per |
. interview, food would not have good tuaity, :
! contain moisture, and nat be safe for residents if
this was nol done.  Further interview revealed the
Poéscy stater for opened foods there was seven
(7} days befors food item was thrown out:
| however, they practiced three (3) days from the |
“day the food item was opened. )

H

2. Continued ohservation, en 11419/14 at 8:35 A
i AM, revealed the celling vent with an approximate |
nelf inch to one {1} inch gap around thrae (3) ‘
i sides of the vent, and th light covering nextto |

X :
FrERN EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFE (EACH CORRECTIVE ACTION SHOULD BE
TAd REGULATORY OR LEC IOENTIEYING INFORRATION) VA CROSS REFERENCED 10 THE AR NOPR T gk
] BEFIGIENGY?
E 37 What measures will be put Into place
37

or systemic changes made to ensure
that the deficlent practice will not
recury

2 The Food and Beverage Director
completed re-education with dietary
staff on 11/18/14, regarding the proper
storage of food products based on
facility policy & protocols, including but
not limited to, dating & labeling all
opened food products & when to

‘ dispose of the products to promote

E food safety & quality of food for

Yo residents. Newly hired dietary staff will

continue to receive this education
during the orientation process.

Dietary Staff were re-educated by the

Administrator on 12/17/2014initiating
i the facility’s work order process
threugh the TELS system for identified
maintenance issues including openings

. or gaps around celling vents, & dirty
: light fixtures,

FORM CM3- 256”{02 -8} Prowious Versions Obsolete Evant ID WHMMH
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¢
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TAG REGULATORY OR LEC IDENTIFYING INFORMATION) ; A CROAZ-REFERENCED TC THE APPROPRIATE DATE f
: DEFICIENGY)
F 471, Continued From page 11 cary A Food Storage Audit {Exhibit 1) was
f . A v
the ceiling vent contained & dried light yellow : initiated by the Food & Beverage
{ substance on it. Director an 12/15/14. an assigned
interview, on 1/19/14 at 4:40 PM, with the dietary staff member wilf complete the
. Director of Maintenance revealed there was an ; audit tool daily, Including weekends, for
“old jeak from a Heating, Ventilation and Air "
i Conditioning (HVAC) system draining into the: ,' i fwitnamum 076 weeks. Faod storage
ceiling above the kitchen which had drained into will continue to be reviewed & noted
: igg ;;;gescem hght shade and had been j E ongoing monthly during the fa cility’s
i ’ 5 : Registered Diatitian review, Any
, Continued interview, on 11/20/14 at 11:00 PM, : concerns identified during the audits &
- with the Dietary Director reveaied the vent in the ‘ during the Distitian’ ; .
; celling was open and dust or particles from the : N the Dietitian’s review will be
celling could have: fallen on employees and into 1 ’ torrected & reported to the Food &
tthe regidents’ food which would have to be 5 B i
. . ; . ; : _ everage Director,
. discarded, The Dietary Director stated the light ‘ g eetor.
"eovering contained a stain from a past leak which ; f . L ]
; had rot been cleaned up; however, should haye : A Mock Survey/Site Visit Dietary Audit
Cheen, - tool (Exhibit K) will be completed
F 441 48365 INFECTION CONTROL, PREVENT : Fddt: ; P
i h i ’ i : monthl!
5=t SPREAD. LINENS | .n .h y bv.the Registered Dietitian to
, s identify sanitation & cleanliness

! Infection Control Program designed o provide | : i _
: the ceiling vents are clean & in good

. safe, sanitary and comfortable anvirenment and
'to help prevent the developrient ang transmission repair. This completed audit tool will

j of disease and infection. _‘E be given 1o the Food & Beverage
+ (&) Infection Gontrol Program Director for follow up & correction of !

The facility must establish an Infection Centrel ; 15 co P
1 ngram!gnder Which 1t : i fder}tiﬁed areas, including initiating of a
(1) lnvestigates, cordrofs, and prevents infactions | maintenance work order as indicated.

Lin the facility;

» {2} Decides what procedures, such as jsolation,

* should be applied to an individua! resident: and }

i (3) Maintains & record of incidents and corrective !

~actions related to infections. ;

i |
. The facility must establish and maintain an concerns, including that light fixtures & f

!

b
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F 441 Continued From pags 12 Fa4q, How will the facility monitor its | [

" (b) Praventing Spread cf Infection
£{1) When the Infection Caontrol Program
; determines that a resident neads isolation to i
prevent the spread of infection, the facility must
i isolate the resident,
{2) The facility must prohibit smployees with g
" communicable disease or infocted skin lesiong
i from direct contact with residents or their food, i
dlmct contact will fransmit the disease.
L {3) The facility must reqjufre staff to wash thely
hands after each direct resident contact for Whl(:h
" hand washing is indicated by sccepted
i prafessional practice.

t

Perwnne must handls, store, process arnd
transportlinens so as to prevent the spread of

! infection,

I
? () Linens

“fms REGUIREMENT is not miet as evidenced

by
i Based on observation, interview and review of

‘the facility's potiey, it was determined the faciiity

t failed to ensure infection control practices werg

. maintained rafated to diginfaction of blood

‘glucose monitaring equipment and proper hand
i hygiene was performed during resident care.

| The findings include:

1, Reviaw of the fecility's policy titled, "Blond

| Glucose Monitoring” dated 062/03/10, revesled

" bioad glicose meters should be assigned 1o a
Findividual resident if possible to pravent

. fransmission of bicodbome pathogens. Further
review revealed, should & glucese metar used for |

perfermance to ensure solutions are

sustained?

The Administrator will review the Food
Storage Audits (Exhibit 1) weekly to
ensyre that concerns are addressed &

product is discarded if applicable. The
Administratar will review the Maek
survey/Site Visit Betary Audit too)
{Exhibit K} & its accompanying
corrective action monthly ta ensyre
appropriate follow up has been
implemented as indicated based on
audit findings.

The results of these sudits tools, the :
monthly Dietitian's report & their i
accompanying actions will be reported
by the Administrator monthly to the
QAPI Comimittee, which includas but is
not limited to, the Administrator, DON,
Medical Director, & Pharmacy
Consuftant. Further action &/for
education wiii be implemented hased
on identified trends & Committee o
direction,

Completion Date: 12/19/2014

FORKM ThG- 25&?(&"’ -84} PrevioUs Veraionz Chanlate Ewent iJ,WH’\IM? {
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F 441, Continued From page 13 F441  Fa441 i

. @ne resident be reused for another resident, the
t device must be cleaned and disinfected with o

. bieach prepsration or an approved designated

' cieaner,

!

" Review of the praduct label instructions for the

facility's disinfectant wipes, Sani-Gloth Bleackh
Germicidal Disposable Wipes, revealed the

ttreated surface must remain visibly wet for a ful

. four (4) minutes, Further review revealed to use

“an additional wipe if nesded to assure continyous

: four (4) minuts wet contaot time, then allow fo air

dry.

j

 Qbservation on 11/16/14 at 402 PM, during a

Fresident's blood glucose manitoring procedure,

i revealed staff wiped the blood glucose meter with |

“# Bani-Cloth Bleach Wipe, and pleced the meter

{ on a paper towel w air dry for four (4) minutes.
However, further observation revealed the nurce

tdid not ensure the blood glucose meter remainad ;

. visibly wet for the full four (4) minutes indicated

fon the product label,

“Interview with Licensed Practioal Nurse (LEN) #8 |

L On 11718714 at 425 PM, revealed she wag aware ;
the machine had a four (4) minute drying fime,

{ but was unaware the machine shoutd stay visibly

wet for four (4) mibutes and then air dry.

, Interview with LPN #7 on 11/19/14 a5t 5:38 P
‘revealed the facility's procedurs was to wipe the

. blood glucose meter off and allow to dry for four

" {4) minutes. Furher interview revealed LPN #7

i was not aware the product manufacturer of the

' disinfectant wipes recommended the product

| remain visibly wet on the surface for four (4)
_Miinutes. ;

What corrective action will be
accomplished for those residents
found to have heen affected by the

deficient practice?

Residents with physician ordered finger
stick blood glucose monitoring were re-
assessed by the licensed nurse to
identify any signs or symptoms of
potential infection related to cross
contamination on 11/19/2014, {Exhibit
L), Mo signs or symptoms of current

infection were identified.

Resident #5 was re-assessed by the
licensed nurse to identify any signs or
symptoms of potential infection related
to pogsible cross contamination on

12/15/2014. No signs or symptoms of ;
current infection were identified.

How will the facility identify other
residents having the potential to be
affected by the same deficient

practice?

All rasidents have the patential to he
affected,

FURM CMS-2967(02-99) Pravious Varsions Ohsclete Event 10 WHKAT
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!

ntarview with LPN #1 on 11/15/14 at .40 FM,
“revealed the facility's procadure was to wipe the
| ghicose meter off and allow the mater to air dry
for four {4) minutes. Further interview revealed
fLPN #1 did not know haw long the machine was
1o stay visibly wet after wiping it down, Per
Cinterview, LPN #1 was not aware disinfection of
 the machine required = visibly wat contact ime of /
four (4) minutes.

; interview with Registered Nurse (BN} 3#3 on
11119714 at 347 PM, revealed the facility's

; procedure was to wipe the glucase meter off and |
~aliow it to air dry for four (4) minutes. Per
finterview, RN #3 was not aware the disinfectant

. wipe's product manufacturer recommended ;
' surfaces remain visibly wet for four {4) minufes to

; enswre disinfection of the swiface. i

| interview with the Dirsctor of Nursing, who was

, 8lso the Infection Control Nurse, on 11720/14 at

“11.05 AM, revealed the facility's procedure for

, disinfection of the blood glucose maters was for

- staff io wipe the device with a Sani-Cloth Bleach

i wipe and altow 1o air dry for four {4} minutes.
Continued interview revealed she was Ungwars

| the manutacturer recommended a four (4) minute

. visibly wet "Il time". Per intervisw, the 5

" disinfectant product kitied most organisms witha

 wet surface time of one (1) minute and the DON

feit sure the facility's procedures accomplished

i the one (1) minute time. Further interview
fevealed she had not identifiad an increase in

Hinfections related o inappropriate disinfection

, praciices.

; . Review of the facility's policy tified, "Mand
* Washing™, revised date 10/15/14, revealed hand

~j washing was the most important corhponent to

H
§

{

ARD PLAN OF CORPECTION HENTIFICATEIN NUMRER: A BUILDING
. | :
185160 | & e [ 1vzoreore |
NAME OF PROVIDER 08 SUPRLIER j STREETADDRESS, CITY, STATE, 73 Coa0E —;
700 MASON HEADLEY ROAD
| LEXINGTON COUNTRY PLARE

| f © LEXINGTON, KY 40504 J{
SUMMARY STATEMENT OF DEFICIENCIES i : PROVIDER'S PLAN OF SORRECTION : (151 }

(EACH DEFICIENGY MUST BE PRECEDED &Y FULL PREF [EACH CORAECTIVE ACTION BHOULD 88 CPLETION
REGULATORY OR LEC IDENTIFYING INEORMATICN TAG CROBE-REFERENCED 10 THE APPROPRIATE oaTE |

DEFICIENGY)

H X . - .{
' i i What measures will be put into place :
F 441 Continued From paye 14 F 441 f

or systermic changes made to ensure
that the deficlent practice will not

recur?

DON and Administrator attached a
laminated copy of the proper procedure
for disinfecting glucometers, including
the 4 minute contact time as instructed
by the product label, on each finger
stick blood glucose caddy 5o that nursas
would have easy access to proper
procedure readily available.

On 11/19/2014 The Executive Director, : ’

A — e g

Re-education of lcensed & registered }
nursing staff, including licensed nurse )
#6 and #7 began on 11/19/2014 hy }
DON, Unit Coordinator and House

Supervisor regarding the proper i
procedure for disinfecting glucose i
machines, including the 4 minute
cantact time as instructed by the ‘: ;
product label, See {Exhibit M) for ;

details.

H
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I A SUMMARY STRTEMEMT OF DEFIGIENCIES I¢ ' REOVIDER'S PLAN OF SORRECTION ’ ) f
PREfFN (EACH DEFEIENCY SIUST BE PRECEDED BY FULL FREFX {EACH CORRECTIVE ACTEIN SHOULD BE  CORPLETION
TAL REGULATORY OR LS50 IOENTIFYING ENFOQM&TEUE‘?) TAG CROSS-REEERENCED TO THE APPROGPRIATE B {3aTE
t DEFICIENOY)
F 441 The facility’s Clinical Competency

F 441 Continued From page 15
" manage the spread of infecticn. Review of the
i policy's procedures revealed hand washing wasg
performed during care when staf moved from an
- area whare there was a concentration of '
. fmicroorganisms, such as an areg where there
“were body fluids, or a contaminated hody stefoa

- clean body gile.

i Review of the facility's policy titted, "Infection
Lontrol Policy and isofation Guidelines", revised

L date 11/15/10, reveated gloves wers o be

, changed when the gioves went from a

‘contaminated body site to a clean body site,

H

}! Review of Resident #5's medical record revesled
: the Tacility re-admittad the residgent on 07014,

with diagneses which included Congastive Heart

{ Failure, Diabetes Mailitus Type H and Renal
 Fallure. Review of the Significant Change
* Minimum Data Set (MDS), dated 08/z1/14,
; revedled the facility assessed Resident #5 as '
“having a Brief Interview for Mental Siatus {BIMS)
i score of welve (12) indicating hefshe was
- modarately coghitively impaired.

Observation on 11/20/14 &t 535 AM, of Resident ;
#5's sikin assessment performed by LN ‘
, #diWound Treatment Nurse revealed the nurse
fassessed the resident's perineal area, 2nd then
. movad on o assess the resident's upper front
 chest area without removing the sollad gloves,
; washing his hands and donning clean gioves.

i

s Interview with LPN #4/Wound Treatment Nurse
“on 11/20/14 at 10:46 AM, revealad he routingly
| performed wound treatmente, but did not routineiy .
~perform residents’ skin assessments. LPN ‘
B Wound Treatment Nurse stated he regized,
| @fter the fact, he had moved from the perineal

Review tool for blood glucose testing
was reviewed & updated by the DON on
11/18/14 to include the 4 minute
contact time as instructed by the
product fabel. This competency tool
will be completed by the Staff

Development Coordinator or DON on
newly hired nurses during the
orientation process,

Re-education of facility nursing staff,
including LPN # 4 began on 11/25/2014-
by the DON, Unit Coordinator, & House
supervisor regarding use of praper
hand hygiene techniques during
resident care, including removing soifed
gloves, washing hands & donning clean .
gloves when moving from an area
where there is a concentration of _
Microorganisms, such as an areg wherei
there are body fluids, or a
contaminated body site to a clean hody;
site,

Eiiianun OSSO S

e S

i
!
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i ‘ : New hires will continue to receive {
F 441 i I B ; i :
. ontinued From rage 6 F 441 information & education on proper j
" area to Residant #5's arm pit and breast ares : n o , . ‘ [
; during the skin assessment without changing and hygiene during resident care, that
“gloves and washing his hands, Per interview, he . also includes removing soiled gloves,
| was supposed [0 remove the soiled gloves after , -
- i ‘ : : washing hand it
, assessing the parneal ares, and wash his hands | shing inds & donning cie;&n gloves
fand don naw gloves before he went to clean when moving from an area where there,
- - ) -t et - i N - ¥ - H
; Breas of Resident #5's body. _ s & concentration of microorganisms,
, Further interview with the DOM/Infection Controf ' such as an area where there are hody
" Murag on ﬁFQI{GIM at 2:48 PJNE; reveated tha ?urseé fluids, or a contaminated body site to a -
+ perdorming Resident #8'= skin assessment 5 oukd . . i, :
have removed his gloves when he went froma clean body site during resident care &
tdirty area, his'her perineal ares, and washed his i will have a Handwashing Procedure
. hands gncf c:@onneci hew glove.s prior fo assessing ; Checklist (Exhibit N} completed by the |
" the revidant’s upper chest which was a slean ! i
carea. She revealsd the reason for this was to Staff Development Coordinator or a
GECF‘E@SE& the risk of cross contarmination from ficensed nurse during the orientation
i moving from a dirty area to a clean area,
| F 500, process.

F 520 _48375(0)(1) QAA _
CCOMMITTEE-MEMBERSIMEET : i

SG=E
CUARTERLY/PLANS

" Afacility must maintain a dquality assessment snd
| BSsLrance committes consisting of the director of |

nursing services; g physician designated bythe
| facillty; and at jeast 3 other members of the ‘
facility's staff. ; i

. The qualily assessmeni and assurance i
feommitiee meets al least quartarly o identify '
; IB3ues with respect 1o which quality assessment
“and assurance activities are necessary, and , ;
: develops and implements appropriate plans of '

action to correct identified quality deficiengies. !

i

[ A State or the Secretary may not require ;
j i disclosurs of the records of such commities ’ '

: :

Pepartment Managers, including but
not limited to Social Services, BON, Unit
Coordinators, Distary, House
Supervisors, Maintenance,
Housekeeping supervisor, Admission
Coordinator, Activity Director, & MDS
Nurses were re-educated by the
facility’s RN Infection Control
Preventionist on 12/16/2014. This

{

if continuation shest Page 17 o1 25
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BRERD {EACH DEFIZIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | ComPLETIon |
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F 520 Continued From page 17 F 520,

" except insofar as such disclosure is related to the
: complignee of such commiitee with the
_requirements of this sectjon,

. Good faith atternpls by the committee to identify
“and correet quality deficiencies will not be used as
i @ basis for sanctions, l

' This REQUIREMENT s ot met as svidenced

i i by

| . Based on interview, palicy review and review of
the facility's Plan of Corraction (FOG) for the ,
| D9126/13 Recertification Survey and subsequent

Revigit on 03412744, it was determined tha facility |

; Haited to maintain an effective Cluality Assessment
s @nd Assurance {QA) Program o ensure the 3
"facility's plans of correstinn implamented to
[ address the prior deficiencies wers monitored,
_evatuated and revised to ensure ongoing :
Fcompliance was maintained. This was evidenced .

! . by repeal deficiencies cited refated to the facility's |

" failure to ensure: physician notification {gee ;

 F187Y; revision of residents’ Comprehensive Care

Plans (see F280): and proper infaction contra!
| practices werg performed {see F441). :

‘The findings include;

“Raview of the facility’s policy tHled, "Continunus

i Quality Improvement (CQf) Cornmittes”, dated
08/17/04 and revisad 08/07, reveated the purpose |

' of the CQt Committes was to evaiuate, i

_Implement, asgess and revise, as neaded, the

 facility's polices and procedures and fo monitor

. compliance with federal, state and local

"regutatory agencies. Review of the funciions of

i the CQI Commitiee revealed the committes

training included an overview of the
infaction Control Committee &
assoctated responsibilities of
surveillance, handwashing- including
glove use & when to change gloves &
cleaning of equipment including

T

glucometers,

How will the facility monitor its
performance to ensure solutions are

sustalned?

e ettt e

An audit tool was developed by the
DON on 11/29/2014 to observe the
technigue used by the nurse’s while
cleaning glucometers between each
finger stick (Exhibit 0). Random, daily,
including weekend ,audits will be :
conducted by the Unit Coordinators and |
House Supervisors using this tool to :
ensure riirses are using the proper
procedure for disinfecting glucometers,
including the 4 minute contact time as

i instructed by the product fabel and dry

time.

i

FORM CMS-2567(02-62) Previous Versians Obsolela Event D WHNI T
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FORN CMS-2667(05-86) Pravicus Versions Obaalats

H

F 820,

Gontinued From page 18

i developed and monitorad the Implementstion of

H

1. Review of the facility's POG for the 08/26/13
. Recertification Survey for F157, Notification of

CQt plans to ensure compliance with the
requirements of federal, state, and focal
regulatory agencies, and included an-gaing
survelliance to assess compliance with chart

¢ audit guidelings,

' Change, compliance date of 10721113, revealnd

staff were re-educated on appropriate

. communication regarding Ph'ysfcéaﬁ notification
fand proper docurmentation related o gignificant

i

i changes. Continued review of the POC revesled -

Emaintenance of a log as an audit tool to fdentify

£

the facility's monitoring process included the

residents who had significant shanges, which

inciuded verification the Physician was notifiad,

i The POG revealed the results of the audits wolld |

Howsver, review Resident #8's medica! record,

H

be discussed at the monthly COH Committes
rrpatings.

during the current Recertification Survey,

i

i

revealad the November 2014 Monthly Physicians .
Qrders included an order to perform Aceuchecks :

on Resident #6 four (4) times a day and if the

results were greater than two-hundrsd and fifty
of

i the Novemhber 2014 documentation of Resident

(250) staff were to call the Physician, Review

" B8 fingerstick blood sugars {Accucherks)

i results revealed multiple episodes when the
fingerstick bioad sugar {F5B5) was greater than i
F250. Furher review of Resident #5's madioal '
- record ravealted no documented evidence tha

' Physician or the Advanced Practice. Ragistared

! Nurse (APRN) were contacted when Resident

 #8's FSBS resuits were greatsr then 250 as per

i

the Physician's Orders.

i

i
i
i

i

Random daily audits were inltigted
using the Handwashing Procedure
Checklist (Exhibit Fj on 12/09/2014 by
the Unit Coordinators and House
supervisors daily, including weekends,
to observe direct care staff for proper
hand hygiene, including changing gloves |
when moving from an area where there -
5 are body fluids or 2 contaminated body
f site to a clean body site. These audits
' will be conducted daily for a minimum
of six {6} weeks. Concerns identified
during these audits will be corrected
immediately,

S e S

e

The DON will review these audits &
their accompanying corrective actian
weekly to ensure appropriate follow up
has been implemented as indicated
based on audit findings. The DON will
continue to raview & update the
monthly Infection Control Log {Exhibit
P} for any noted trends, The results of
these weekly audits & rasults of the
Infection Control Lags will be reported
by the DON to the QAP} Committee,

: which includes but is not limited to the
; Adminlstratar, Directar of Nursing,

' Medical Director and Pharmacy

Evant (0 WHRaM1
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: - - - o f
) ‘ Consultant monthly. Further action and f
"l . - -
F 520 or education will be implemented

F 520" Continued From page 1%

 Interview with Licensed Practical Nurse (LPN) #2,
on 11715114 at 4:35 PM, and LPN 46 on 1119414

tal 502 PM, reveaied they had not always ;

i contacted the Physician or APRN when Resident

 #6's FSBS were above 250 as ordered. f

; Interview with the Director of Nursing (DON} on
CT1/20014 at 4:55 PM, revealed if was her

fexpectation staff notified the Physician of the g
FSBE results as per the arders,

Z. Continued review of the facility's POC for

; F280, Care Plan Review and Revised, with the

" compliance date of 10/21/4 3, revealed staff were

f educaled on care planning and ansuring revising !

. and updating of residents' eare plans. Continved

‘review of the POC revealed the tacility was to )

i monitor s compliance by: performing care plan
audits; presenting the findings at the mentily GG

fCommnittas meetings; and additional action plans

; developad if problems were identifisd :

e,

Howaver, review of Resident #5's madical record
. revealed the resident had a Physician's Order to
wear heel protector boots gt all times, Residept
#4's Comprehensive Care Plan included a cars
plan related o skin integrity with an intervention
fto ensure provision of redistribution proccts,

, Such as, the heel protector boots as ordered

Dbsarvations of Resident #5 on 11/18/14 at 12.28 z
 PM and B:36 PM, and on 11/19/14 at 10:51 AM,
F1T11 AM. and 2:10 PM revesled the resident not
. wearing the hasi protector boots at all fimes as

‘ per the care plan,

| 11/20/14 at 12:18 PM, revealed Resident #8 wore |

based on identified trends & Committes
direction.

Completion Date: 12/15/2014

F520

Facility Department Managers,
including the Executive Directar,
Administrator, DON, Medical Records
consultant, Social Service Director,
Director of Maintenance, Waund Care !
Nurse, Nursing Unit Coordinators, MDS
Nurses, Human Resource Director,

Billing Gffice Manager, Food and |
Beverage Director, Marketing Liaison, ;
Medical Records Assistant ang Do
Housekeeping Director were re- :
educated by the Director of Quality

Assurance and Performance

Improvement on 12/04/2014. Areas

tovered during this re-education

included an overview of the facifity's

QAPI policy; including the five elements

of QAP OAPI participant’s roles, _ {

i ; interview with Registered Murse {RN}#71 on

FORK CHS-2567(02-99) Pravious Versions Cbeoiety Evant iDWHNM

Facility 1) 180627 H cortinuation sheet Page 20 of 25
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F 620, Continued From nage 20 ;
. the heel protector hoots only about fifty percent of
“the ime when ha/she was up out of bed. RN #1 |

how to identify potential areas for
i Improvement, initiating performance

185160 Vo wimo___ .
f NAME OF PROVIDER DR SUPFLIER U STREET ADDREGS, CITT STATE, ziF CODE l
i
i 700 MABON HEAGLEY ROAD i
LEXINGTON COUNTRY PLACE X i
! ¢ LA LEXINGTON, KY 40504 |
(%410 i SUMBMARY STATEMENT OF DEFICIENCIES e} ; PROVIDER'S PLAN OF CORRECTION . X5y }
PREEIx {EACH DEFICIENCY MUST 8E PRECEDED &Y FLLL PREFIX (EAGH CORRESTIVE ACTION SHOULO BE | COMPLETION |
H TAG REGULATORY O 50 DENTFYING INFORMATIGN) TR CROBS-REFERENCED TO THE APPROPRIATE : DaTE }
: DEFICIENC Y)Y : _E
i . T |
F&20 responsibilities & reporting criteria, : ;

. Stated the care plan should have been

' revised/updated o address Resident #8's hoat
oot nonecompliance and had interventions such
a8 educating the resident or encouraging him/her
i to use the hoots, :

Hnterview with MDS Coordinater #1 on 11/20/14 at |
- 2:44 PM. revealed she was not mare aware of i
Resident #5's non-compliance with wearing the

: heel protector boots. Tha MDS Coordinatar
revealed Resident #5's care pisn was suppossad
Ito be updated based on the causa of his/her
 hon-compliance, and appropriate interventions
Himplemented.

' Continued interview with the DON on 11/20/14 at .
: 465 PM, revesled Resident #8's care plan shouid
“have been revised to include the resident's ;
fnon-complizrncs with the heel protector boots,

. and interventions implementsd 1o address this,

. 4. Review of the facility's POG for F441_ Infection
* Comtrol, compliance date of 03/0314, revealed
staff were re-edycated on the taciity's infaction
confrel practices and topics coverad inciuded
i handwashing, the proper use of disinfectants,
_antiseptics, and germicides. Tha POC revealed
t{o ensure sustained compliance the facility was:
sonducting audits of environmental cleantiness on,
P & weekly basis: compisting clinical competency |
. assessments on randomly selected nursing staff: ;
“elinica! competency assessment results
; forwarded to the DON; and resuits of all audits ;
“and competencies discussed at the manthly CQ1

: Commities meetings.

. {8) However, the praduct label instructions for the |

improvement projects/ action plans,
analysis of data collected & using this
information to develop quality
improvement action plans.

The facility joined a regional, quality l
improvemant initiative with atom i
Alliance National Nursing Home Quality ;
Care Collaborative (NNHQCC) on ]
11/06/2014. Facility feadership has

cammitted to remain active in the J
collsborative through September 30, f
2016. Through this Initiative the facility

has formed an interdisciplinary team,

including but not limited to the

Atimir;igtraior, DON, QAP Co-chairs,

MDS nurses, Unit Coordinators, Medical
Director, & direct care staff, to work

with atom Alliance on systems

‘ I
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F 5207 Continued From page 21

¢ diginfectant wipe utilized by the fagifity for

disinfecting hieod giucose meters heween

| residents, Sani-Cloth Bleach Wines reveaisd
; when the product was used the surface on which ;
Hitwas used was to remain visibly wet for a ful ‘

- Tour (4) minutes.  Further review of the

instructions revealed to use an additional wipe if
i needed 10 assure continuous wet contact Hme for |

|

the four (4) minutes, then allow the surface toar

tdry.

' Observation during a glucose monitoring

| procadure on 14/19/14 at 4:07 PM, revealsd the
_ staff person wiped the giucosa meter with H

' Sani-Cioth Bleach wipe, and placed the meter on

. & paper fowel e air dry for four {4} ininutes;
showever did not ensure the meter remaine
 visibly wet for the four (4) minutes indicated on

_the product label,

H

: fnterview with Licensed Practical Nurse {LPN
Lon M/19/14 at 428 PM, LPN #7 on 11149714

J#6

: 5236 PM, LPN #1 on 11/19/14 at 8:40 PM and BN |
T#3 on 11119/14 at 5:40 PM, revealad they afl ware |

: ot awars the product manufacturer

“recommendad the product o remain visibily wet
| on the surface being disinfected for four {4)
_minutes to ensure the disinfection of the surface

{ of the binod gltcose maters.

HInterview with the DON. who was also the

; (nfection Control Nurse (ICN), on 11/26/14 at
CTLOE AM, revesled the facility's procedure was to |
i utiize @ Sani-Cloth Bleach Wipe on the blood .

" glucose meters, and allow the meter to air dry for |

i four (4) minutes, The DONACN Indicated being

| Unaware of the produet manufacturer's

{ recommended four {4) minute visibiy wet kil

the facility’s systems of care In areas

I PROVIDER'S PLAN OF CORREGTION : s
PREFX (EACH CORAFCTIVE ALTION BHOULD 88 CORPLETI
TAG CROSLAEFERENCED YO THE APPROFRIATE BATE
SEFECJENCY}
Impacting quality of care & to improve [
F&20 i;
i
f

that are ldentified for improvement.
These reviews will come from many
sources including the facifity's
Pharmacy Consultant, Regional Director
of Health visits, Medical Records
Consultant visits, & areas identified by
the facility’s QAP action teams. The
facility will use identified areas from
these reports to develop action plans to
achieve NNHQC objectives & to
improve the facility’s own perfarmance
improvement projects.

The Administrator, Executive Director
and Director of Nursing have Identified
the need for an RN Staff Development
Coordinator with experience teaching
adults. The new Staff Development

i

: time",

i

!
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F 5201 Continued From pangs 22

. {b} Observation of Resident #5's skin assassment
by LPN #4/MWound Treatment Nurse on 1172014
; 8t 9135 AM, revealed he assessed the resident's

' perineat arem and then without rermoving the

: contaminated gloves, washing his hands and
dorining new gloves assessed his/her upper front
chest ares, !

Interview with Wound Treatment Nurse/LPN #4

Lo T1/20/14 at 10:48 AM, revealed ha WHS

. SUpposed to remove the contaminated gioves,

‘wash his hands and puUt on new gloves after

assesiing the perineal area prior to moving to
clean areas of the resident's body,

; Continued inferview with the DON/CN on
11720714 &t 2:48 PM, revealad the nurse should
i have removed the contaminated gloves, washed
. Or sanitized his hands and donned new gloves
Ywhen ha went from a dirty ares to a clean area

: because of the rigk of cross eontamination

“ 4, Review of the faciiity's POL for IF520, Quality
Assessment and Assurance, compliance date of
J3/03/14, revealed the Department Managers,
including the Administrator. Executive Dirsctar,
DON, Staff Development Coordinator, Unit
: Coordinators, MDS Nurses, Treatment Nurgeg, i
' Social Services, Director of Envirormental ;
i Bervices and Activiies Director were re-aducated |
on the components of an effective Cuality
Assurance/Quality Improvement Frogram. The
education included, the intent of the F520
regulation; responsibiliies of the QI {Quality
Improvement; Committes; how to identify areas
L “appropriate for Qi review: and implementation of i
! @ Quality Improvemant Astlon Plan. Further

i

Teview of the POC revealed the faciiity planned to

N ¥
DEFICIENCY) ; i
|

F520°  Coordinator will play an active role in
" educating new hires and current staff
' members as improverment
t opportunities are identified through the
‘ facility’s QAP! program & through
identified best practices & lessons
learned through participation with the
NNHQCC.

|
|
|
|
|

|

Facitity 10y 100527 ¥ continuation sheet FPage 23 of25
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DEEF‘J—"%R“E‘R’SEEF&E”}' OF HEALTH AND HUMAN BERVICES

PRINTED: 12/08/074
FORM APPROVED
LEMB NG, §93&0‘3§jﬁ

CENTERS FOR MEDICARE & MEDICAID SERVICES
f STATEMENT OF DEFICIENCIES 5! PROVIDER/SUPPLIZRSLIA (32 MULTIPLE CONSTRUCTION ,5}\”3} OATE SURYEY ;
f AML PLARN QF QORBECTION RENYIFICATION NUMBER: £ BUILDING COMPLETED |
. . H
’ i
| ] _ 185150 B WING 120/2044 |
f MAME 3 SRUVIDER OR SURFLIER STREET ADDRESS, CITY, STATE, 2P CODE |
740 MASON HEADLEY ROAD i
; SXINGTO T i o
Li"E‘XI N COUNTRY PLACE LEXINGTON, KY 40504 |
e SUMBAARY STATEMENT OF DEFICIENGIES 0 FROMDER'S PLAN GF CORRECTION e
PRERY (EACH DEFICIENGY MUST BE PRECEDED BY FULL BREFIX (EACH GORRECTIVE ACTION SHGULD BE . COMPLETEN
TG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0) THE APPROPRIATE | DATE |
] DEFICIENCY) ]
) Foson | Continved From page 23 Fsop  How will the facllity monitor its /
I monitor its performance by reviewing fhe action 5 performance to ensure solutions are
: plans implernented monthiy at the GO sustained?
* Committae mesiings to ansure the effectivenass '
; of the systems in place. . .
: Quality Improvement Action Plans for
i Interview with the Administrator and Regional tdentified areas will be reviewed weekly
 Nurge Consultant (RNC} on 11720014 at 5:26 pM. | ] .
i v ! . ¥ i n "
{ revesled the Administrator was not in her eurrent | team meetings that include, but are
position when the POC was implernentad for the not limited to, the Administrator, DON,
| Recertification Survey and subsequent Revisit QAPI co-Chairs, the acti
: ; - , Lhe acti
i Survays. The RNC revealed the facillty changed | ] ¢ ‘mnhfeam leader
| Htheir Quallty Assurance (QA) process, in August and direct care staff as indicated,
| o September 2014. Per interview, the facity
! " moved from just fixitsy & specific probiem by The results of these weekly action plan {
¢ putling interventions in place, and auditing the meetings wil ' .
results to implementing & change in culture by ! 85 will be reported by the action |
Hincorporating a Quality Assurance/Performance ; team leader to the QAP Commiittee, ; }
lmpravement (QA/PH) systemn whereby, the faciiity | which includes but is not i i
] P o N . : ot limited
fidantified the root cause of the problem. The i ! Adiiing . i . to the ;
. RN further revealed in looking at the last four (). ministrator, Director of Nursing, {
, Pyears of durvey results the Tacility had identified & | Medical Director and Pharmacy !
; trend of deficiencies in the foliowing areas: A o . ‘
! HInfection Cantrol, Physician Netification and Care Consm[tdn;t monthly. Further action and ; f
f FPlans. Per the RNC, the facility's CQf Committes : or education to address the ,
bad realized the audits/monitors weren't effective Improvement area wi i
e ; awill be i
i because the root cause was never identified. The ! b e mpiemeu?tea‘ ' |
RNC stated they concluded the roof cause : ased on identified trends & Committee l
! invoived staff training snd education and the direction,
" follow-up monitoring processes and iooking at ; F
| how to solve: the problems. Further imterview with ; ) |
_the RNC ravealed the faclity felt it was importani :
| Ho provide education 10 staff which allowed tham )
| . to better understand the facility's processes, and | Completion Date: 12/19/2014
fwere trying to hire a RN with pricr experience in
educaling adults. In addition, she revealed the | :
i facility were going to get MDS nurses additiarat :
 education and credentialed for MDS, The RNG [
Findicated through the mave o the GAP system :
f ; the facility felt it would be able to address _ i ( r
FORM GMS-2857(02-69) Pravicus Vermiona Obselele Evant 10 WhNwt3 Facility I0; 100827 If continugtion sheet Page 24 97 25
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGES X1} PROVIDERISUPELIERICLIA | 02 MULTIFLE consTryr o {63} DATE SURVEY j
AND FLAN OF CORRECTION IOENTIFCATION MUMBER: . BUILDING COMPLETED

= - F e ]
| i |
f 188160 BOWING f 11202014 |
} NAWE OF PROVIDER OR SUPPLIER i' STREET ADDARESS, CFTY, STATE, 219 GODE i
. 5 700 MASGN MEADLEY ROAD !
v LEXINGTON COUNTEY PLACE . .
; > LEXINGTON, KY 40504
P opaie HUMMARY STATEMENT OF DEFICIENCIES 5 o IR PROVIDER'S PLAN OF CORREGTION T f
EREFIX (EACH DEFICIENCY MUST BE PRECEDED By FULL © PREFiX {EACH CORREGTIVE ACTION S8HOULD BE COMPLETION |
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) o TAG i CROSE-REFERENGED TO THE APPROPRIATE pavz |
f GEFISIENCY) |
FB20! Confinued From page 24 F 520 !
“ asficiencies cited and ansyre ongoing compliance , !
. was maintained, I
i ? ,;
| f
' i
! i f
’ i
i [
i i
i
! ; l
i : .
Evertt (L1 YWHMA 1 Faifity IE. 100527 IT continustion sheet Page 25 of 25
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PRINTED: 12008/2014
FORM APPROYED
OfAE NO, B835-0387

ENTERS FOR MEDICARE & MEDICAID SERVICES

rE
STATEMEMT OF DEAICIENCIES | X1} PROVIGERBUBPLIERICLIA (XEY MULTIPLE CONSTRUCTION 1(X3) DATE SURVEY
AN PLAN OF CORRECTION EENTIFICATION WUMBER: 5 BURDING 01 - WAIN BUILEING 04 ; COMPLETED
|
_ 185180 B YING - | q1Mo0e
NAME OF PROVIDER OR SUPFLIER STREET ADDEESS, CITY, GTATE, 2IF GOUE
. 700 MASON HEADLEY ROAD
L ‘ .
EXINGTON COUNTRY PLACE LEXINGTON, KY 40504
(xayp SUMMARY STATEMENT OF DEFICIENCIES 0 T PROVIDERS BiLAN OF CORRECTION T
FRAERH (EACH DEFICIENGY MUST BE PRECEDED BY FULL . OBREFD (EAGH CORRECTIVE ACTION SHOUWLD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) B 7 ¢ CROSE-REFERENCED T THE ABPROPRIATE | PAIE
_ ; DEFICIENGY)
(€ 000 ; INITIAL COMMENTS K 000"
' CFR: 42 CFR 483.70(z)
. Building: 01
Plan Approval; 1980
- Survey under: NFPA 107 {2000 edition)
" Facility type: SMNEINF
. Type of structure: NE{0G0)
" Smoks Compartment: Seven (7}
. Fire Alarm: Comptate fire alarm with smoke
detactars in resfdent rooms and at smoke
. barriers. ‘ .
' Sprinkler System: Complete sprinkder system two ¢ i
| (2) wet and three (3) dry systems, : )
‘ Gonerator: Type li diesel installed in 1986 :
A standard Life Safely Code survey was ; . ) . )
" conducted on 11/19/14. Lesington Country Place | The following constitutes Lexington
- was found to not be in compliance with the , Country Place’s plan of correction for !
‘requirements for participation in Medicare and ! the deficiencies cited and wil :
 Medicaid. The census the day of the survey was e deficiencies Liten and witl serve as
L eighty nine (89). The facility is licansed far ane f ! the facility's credible allegation that
: hundred ter {110). i | ; : i
- ' ! substantial compliance will b ver
* The findings that folfow demonstrate ; tial pliance ® aCh_lér
| noncompliance with Title 42, Code of Federal ¢ by December 19, 2014, The submission
- Regulations, 483.70(a) et seq. {ife Safety from ! { ofthis plan of correction is not an
. Fire} with the highest scope and severnity {S5/8)of i . e !
e D : Y admission on the part of the facility ;
K 038 , NFPA 101 LIFE SAFETY CODE STANDARD . K038, necessarily agrees with the accuracy of
§8=D : . the surveyor's findings. Rather, it i
i Exit acoess is arrangad so that exits are readily | ! Y ) B ] ther, itis
| accessible at all imes in accordance with section " belng submitted as required by law.
Y P V- ;
YINE (XE}DATE

CABORATORY DIRECTORE OR PRDV!DE&@UPP&_;&QREPRESENTAT?VES‘S BIGNATURE
P ANA 0N \x_)\m"ﬁ"\ M A {24019

Apy aeﬁciengg statement anding with an asterisk (*) denotes & deficiency which the instiution may be axclsed from correcting providing it e determined that

odher safegubrds provids sufficient protection 1o the pabiahts, {Ges instructions.) Except for nursing homas, the findings atated above sre distlosatile 20 days

foliowing the date of survey whether or not & ptar of corrsation ls providad. For nursing homes, the above findings and plans of correction are disclnsabla 14

days foliowing the date thege documents are mads avalialie b the faciity, if defigencles are dlisd, an eoproved plan of correction is requisite to Cornfinusd

program participation. !

If untinuation sheet Fage 1of 11

Evant D WHNMZY Fackity 1 100527
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTEE: 12/08/2014
FORM ARPROVED
O MO, 0G38-0301

CENTERS FOR MEE}EGARE & MEDICAID BERVICES
S'F&?E_miENT QF GEFHCIENCIES (X713 ”RC\MDEW“QUWF’LiFRECL‘A () RULTIPLE CORETRUDTION (X3} F}M‘E BLFWEY
AMD PLaN OF CORRECTION IENTIFROATION NUMBER; & BUILDIGE 01 - AN BUILDING 01 COMPLETED
185180 B WING, 1111972014
FAME OF PROVIDER OR SuPPLIER &}TREET ADDNRESRS, CIYY, BTATE, 218 JDLE
700 MASON HEADLEY ROAD
LEXINGTON COUNTRY PLACE
c RY LEXINGTON, Ky 40804
(X430 SCIMAIYY STATEMENT OF DEFICIENCIES D PROMVICEENS PLAN OF CORRECTION Bt
PREF HEATH DEFICIENCY MUST BE PRECEDED BY FUlILL FREFIX (EACH SORREBLTIVE ACTION SHOULD BE 3 OW ETION
e &z:&uum&v O LA HIERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE LATE
DEFCHENGY )
K 038,

K 038 Continued From page 1

P This STANDARD I8 not met g3 evidenced by
Based on obssrvation and inferview, it was ‘
! determinaed the facility failed to ansure exit egre%
was maintained according to National Fire
" Protection Associations (NFPA) standards. The
- deficiency had the potential to affect one (1) of
“seven (71 smoke compartiments.

The findings includad:
i
Observation on 11/18/2014 at 12:51 PM, revaated |
L the Kitchen Door that stalf used was aguipped
with & dauble lock, Interview, with the i
 Maintenance Direcior, revealed he was nol aware |
. double locks could not be used on doors i the !
" facilly,
' Observation on 11/18/2014 at 12:01 PM, with the !
| Maintenance Diractor, revealed a storage room |
on the Rehabilitation to Home wing had a door
| that projected into the corridor ten {10} inches in |
_the fully apen position. Interview, with the
| Maintenance Director, revealed he was not awara |
. the door projacted into the gorridor anough o be
an issue with agress,

. The findings were acknowledged by the »
! Adnrinistrator during the exi conferences. ;

' Raterence: NFPA 101 {2000 Edition)

©7.2.1.5.4% Alatoh or other fastening device on a
i door shall be provided with a reteasing device
~having art obvious method of operation and that
Lis readily operatad under alf lighting conditions.
. The raleasing mechanism for any iatch shall be

KO38

The doubla lock on the kitchen door
was removed by a Maintenance staff
member on 13/20/2014.

Tp prevent reoccurrence the
Maintenance Director oh 12/11/2014
audited {Exhiblt A) all other doors to
; ensure they were not equipped with a
| double lock. No other doors found to
i contain the double lock,

? The Maintenance staff installed a spring
hinge on the storage room door

; 1172072014 to ensure the door would .

E stay closed when net in use,

To prevent reoccurrence the
Maintenance Director audited on
i 12/11/2014 the interior doors {Exhibit
f B} to make sure they did not protrude
into the hallway more than the ten (10)
inches in the fully open position. Ay
concarns were fixed immaediately.

Date of Completion: 12/19/2014

FORM GMS.258102-28) Previouz Versions Chsolatg Evant 105 WHRMZ
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PRINTED: 12/08/2014

FORN APPROVED
MR NO 08340301

ENTERS FOR MEDICARE & MEDITAID SERVICES
STATEMENT OF DEFICIENCIES 751} PROVIDERSUPPLIER/CLIA {3) MULTIFLE COMNSTRUCTHON (X3 DATE SURVEY
i ALY & w . . £ T s f=9 . i R TED
AN BLAM OF CORRECTION DEMTIFCATION NUMBER: A BLELING §F - MAIN BUILDING 01 COMPLETED
185189 B, WiHG . - 192014
MAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
706 MASON HEADLEY RGAD
LEXINGT U Y PLAC
ON COUNTR E LEXINGTON, KY 40504
(X416 SUMMARY STATEMENT OF DEFIGIENCIES s} SEOVIDERS FLAN OF CORRECTION : (%5}
PREED (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFLX (EACH SORRECTIVE ACTION SHOULD 8E | DU ST
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG : CROSSREFERENGED TO THE APPROFRIATE DATE
: CEFICIENCY)

K 038 Continued From page 2 i
- jocated not less than 34 in. (86 cm), and not morg.
“than 45 in. (122 em), above the finished floor, '
Doors shall be oparable with not more than one

raleasing eperation,
. Exception No. 1:* Egress doors from individual
living units and guest roons of rasidantial
s peeypancies shall be permitted to be provided
with devices that require not more than one
| additional releasing operation, provided that such
_device is operable from the inside without the use
L of a kay of tool and is mounted at a height not '
, exeeeding 48 in, {122 omj above the finished :
floor, Existing securlty devices shell be permitted ‘
to have two additional releasing operations, ;
*Existing security devices other than autormatic
i latching devices shall not be located more than
S80I, (182 om) above the finighad floor,
| Automatic latching devices shall not be located
. more than 48 in. (122 cm} above the finishad
i floor. :
| Excaption No. 2: The minimum mounting height
| for the releasing mechanism shall not be ;
;; applicable to existing Instaliations,

. 7.2.1.4.4" During ifs swing, any door in a means
‘ of egress shall leave not l2gs than ene-half of the |
i required width of an aisle, corvidor, passageway,
' or landing unobstructed and shall not project i
i more than 7 in, {17.8 cm} info the requited width
'of an alsle, corrkior, passageway, or landing,
i whan fully opers. ;
 Doors shall not open directly onto a stair without @'
Handing. !
. The tanding shall have a width not fess than the
width of the door. {Bee 7.2.1.3.)
~Excaption: In exigling bufldings, a door nroviding
“acpess to a stalr shall not be required o maintain |
- ary miniroum unobstructed width during its swing, i
provided that it :

¥

K 038’

FORM CME-EE6TINE-HY) Previous Versions Obsoialg Evant (DArHAN
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: {2/08/2014

ATATERENT OF DEFICIENQIES
AND BLAN OF CORRECTION

K1) PROVIDER/GUFPLIBRICLIA
OENTIFICATION NOMBER:

TRETH0

MAME OF FROVIDER OR SUFPPLIER

LEXINGTON COUNTRY PLACE

FORM APPROVED
_ OMB NC. 0933-0397
(323 MULTIPLE CONBTRUCTION {X3) GATE SURVEY
A BUILDING 01 - MAIN BUIL DING 01 COMPLETED
B, WiHG S— R 1192014
LTREET ADDRERS, CIYY. 8TATE, TP COLE
! 700 MASON HEADLEY ROAD
; LEXINGTON, KY 40504
iy : BROVIDETS PLAK OF CORRECTION : (s
. COMPLETHIN

SUMMARY STATEMENT OF REFICIENGIES

{3y 10 _
PREFIY (EACH DEFICIENCY MUST BE PRECEDEL BY FULL
TAG REGULATORY OR LEG IDENTIFYING INFORMATION)

PREFIX

{EACH CORRECTIVE ACTION SHOULD BE

DATE

CROGE-HEPERENCED TO THE APPROPRIATE
DEFICIENGY}

K062 NEPA 101 LIFE SAFETY CODE STANDARD
SS=0 !

Required automatic sprinkler systems are

| gortlnuousty malntasined In reliable operating
condition and are inspected and tested

' periodically.

875

' This STANDARD is not met as evidenced by
- Based on observation and interview, it was

! determined the facility falled to ensure automatic

: gprinkler systems were maintained aceording to
 National Fire Protection Assaciation standards,

| The deficiency had the potential to affect one (1)
*of seven {7) smoke compartimants, twenty (20)

! rasidents, stafl and visitors.

| The findings included:

| Chbservatlon on 14/19/2014 at 10258 AM, with the

- Maintenance Dirsctor, revealed a light fixture in

19.7.6, 4,812, NFPA 13, NEPA 25, |

! Housekeeping that extended below the automatic
- sprinkler head that was located less than one {(ty

" font away.

| Maintenance Director, revealed two (2) light

. fixtures in the Pantry Room that extended below
| the auiomatic sprinkler heads that were located
lese than one {1) foot away from each light

- fixture,

fObservation on 1171972014 at 12:48 AM, with the
| Maintenance Director, revealad a light fxdura in
the Diet Ald Room that extended balow the

| antomatic sprinkler head that was located loss

. thant one (1) foot away.

' Cbsarvation on 11/10/2014 at 12:46 AM, with the

]
H

3

i

K 082

Koe2

The Maintenance Director has received
a requisition from a contracter to
permanently relocate the sprinkler
haads to ensure a further distance from
the light fixtures. A fire watch was
conducted and the Maintenance
Director and his staff on 12/15/2014
temporally moved all light fixtures that
' may have been within less than one (1)
5 foot from the sprinkler head.

The Maintenance Director on 11/21/14
! sudited (Exhibit C) Sprinkler Heads

| throughout the facility to ensure all
sprinkler heads within less than one {1}
foot were identified so that they also
can be relocated.

FORM CMS-25A7(00-9%) Pravicus Versions Obsolets

HEvard T wWiibiM21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/06/2014
FORM APFROVEDR
OME, MO, 0938039t

K 0821 Continued From page 4
. Observation on 14/18/2044 at 1:37 PM, with the
" Maintenance Director, revealed four (4] light ;
. fixtures in Rehabilitation that extended below ihe
autonratic sprinkler head that was located less
i than one (1) feol away.

CENTERS FOR MEDICARE & MEDICAID SERVICES
FTATEMENT OF DEFIGIENTIES . (}\‘E}PRDVIQEH-‘SUP?QER}CLER (X2 MULTIRLE CONSTRUCTION (%3 BATE SURVEY
AR B ~ = 5 AT S O RARE s
AMD PLAN OF CORRECTION NEHNTFICATION HUMBER: . BUILDING 071 - MAIN BUILDING 01 COMPLETEDR
1RATGL 8. WG - P2014
HNAME OF PROVIDER OR SUPPLIER ' STREET ADGRESS, CITY, STATE, ZiF CODE
405 MASON HEADLEY ROAD
LEXNGTON COUNTRY PLACE o
N © LEXINGTON, KY 40504
{Ka) i SURMIARY STATEMENT OF DEFIGENCHES i} ( BROVIDER'S PLAN OF CORRECTION : B
PR (EACH DEFICIENCY MUST 8E FRECEDED BY FULL PREER, - {EACH CORKECTIVE ACTION SHOLLD BE | CORBLETION
YA G pEGULATORY QR LEC IDENTIFYING INFORMATICN TAG CROGS-REFERENCED TO THE APPROFRIATE DATE
) DEFIGERNGT
K082,

Imterview on 111182014 &l 10:58 AM, with the
| Maintenance Director, raveated he was not aware |
any light fixtures were lacated to close to sprinkler
* heads. .
Observation on 11/19/2014 at 1:27 PM, with the |
. Maintanance Director, revealed Riser #1 and )
" Riser #2 for the auiomatic sprinkler system did |
i not have placards identifyirig tha risers has valves ;
for the automatic sprinkjer system, Interview, with
{ the Maintenance Director, revealed he was not
" aware the plates were missing and refied an an

P outside contractar to ensure the auvtomatic i
i sprinkler system was malptained sccording to i
* NFPA standards. 5
' The findings were acknowledged by the
¢ Administrator during the exit conference, 3
| Reference: NFPA 13 (1899 Edition} ;

| 5-5.5.2.2 Sprinklers shall be positioned in
" geoordance with :
| the minimum distances and special exceptions of |
. Sections 56

{ fhrough 5411 so that they arg located sufficiently
. away from i
! obstructions such as fruss wehs and chords, t
. plpes, columns,

*and fixures,
. Table 5-6.6.1.2 Positioning of Gprinklers to Avold

¥
H
1

' Ohstructions to Discharge (S8U/SSP)

Riser one (1) and Riser two (2) did not
display placards identifying that the
fisers have valves for the automatic
sprinkler systems. On 12/10/14 the
mMaintenance Director installed the
appropriate play cards on Riser #1 and
#2,

!

Maintenance Director audited risers for
placard placement on 1271172014
(Exhihit D}, The Maintenan(e Director
or Designee will audit Risers {Exhibit D)
to ensure placards are in place monthly
‘ beginning In January x 3 months then

| annually.

Maintenance Director will report
findings from monthly audit at the
monthly CQI (Administrator, Director of
Nursing, Medical Director, and othar
team members as needed) meeting for

review,

i Date of Completion: 12/19/2014

EORM CMS-2587(02-80) Pravious Verslonz Obsctata Event (D WHNM2
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 1200872074
FORM APPROVED
OMEB NO, 0038-0301

STATEMENT OF DEFICIENGIES (X1} PROMIDERISUPPLIER/CLIA
AR O AN OF SOSRECTION IDENTIFICATION MUMBER:

186w

{EE} MULTIPLE COMSTRUCTION
A, BUILDRES O - MAIN BUILDING Ot

B OWING

(%3 DATE BURVEY
COMPLETED

| 4192014

CODE

MAKME OF PROVIDER UR SUPPLIER

LEXINGTON COUNTRY PLACE

FTREET ADURESH, GITY, STATE, ZIF
700 MABON HEADRLEY ROAD
LEXINGTON, KY 40504

SLMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIEMDY MUST BE PRECEDED BY FULL
REGULATORY DR LEC IDENTFYING INFORMATION)

(xatil
PREFX
TAG

0
PREFIX
TaG
UEFICIEMNTYS

FROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APRROPRIATE

£X3]
CORPLETHON
GATE

K 062 Continued From page &

Maximum Allowable Distance
: Distancs fram Sprinkiers to
. Reflecior above Boflom of
: Side of Obstruction (A)
_ Obstruction (in) (B
“Lass than 1 f

]

1ftoless than 1 L6 in.
2172

11 6in. to less than 2 fi
L3z

Zitwless than 21 8 in.
R T :
2B o less than 31t {
b71/2 ;
£ 3 fttofess than 31E6 in. :
L g1/2 ;
F3f6In teless than 4 1t :
L2
j 4 ftlo less thari 4 £t 6 i,
L ¥
(41 6in toless than 5 ft
1612
i & ft and greatyr
P18

off

P For Stunits, 10, =254 mm; 1t = 0.3048 m,
| Note: Far {A and (B), refer to Figure §-6.5.1.2{(a). |

" Referance: NFPA 25 ( 1998 Editiorr
| 9-3.2% Each control valve ghall be identified and 3
have a sign Indicating the aystem or partlon of the
feystem It controls, :
K 147  NFFA 101 LIFE SAFETY CODE STANDARD

58=n

K62

K147

If corirualion sheat Page 6 of 41
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BEFPARTMENT OF HEALTH AND HUMAN BERVICES

PRINTED: 12/08/2014
FORM APPROVED
OMB NO. 1938-0381

GENTERS FOR MEDICARE & MEDICAID SERVICES e
STATEMENT OF OERICIENCIES (54). PROVIDERSUBELIERICLIA { (2) MULTIRLE SONSTRUCTION 3 DATE SURVEY
AMD PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING 01 « AN BULDING o1 COMELETED

| ; 185160 | & WG _ {19014

MAME GF PROVIDER OF SUPPLIER ! STREET ADDRESS, CITY, STATE, 2iP CODE

TH MASON HEATILEY ROAD
LEXINGTON COUNTRY PLACE
[ [ LEXINGTON, KY 40504
w0 PROVIDER'S PLAN OF CORRECTION )
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SUMMARY STATEMENT OF DEFICIENCIES

{EACH CORRECTIVE ACTION S8HGIULD BE

K 147 | Continued From page 6 ;
: Electrical wiring and equipment is in accordance
"with NERPA 70, Nationaf Blectrical Code, 9.1.2

. This STANDARD is not met as evidenced by,

- Basad on obsarvation and interview, it was

; determined the facility failed to ensure an
etectrical cutlet was maintained according to

i National Fire Frotection Assoclations (NFPA)

standards, The deflclency had the potentlal ©

faffect one (1) of aaven (7) smoke compartmants,

i ane {1).resident and two (2} staff,

; The findings included:

: Chservation an 11/19/2014 at 11.03 AM, with the |

" Mainteriance Director, revealed one (1) electrical |

! plug in the Magnolia Shower Room which was not !
an a Ground Fault Circuit Interrupter {GFCT,

| Interview, with the Maintenance Dirsctor,

I revealed ha believed the electrical plug was

i glready on & GFC and was unawars it was :

: Jaak'lng the required GFRCY,

T%‘u&a findings wers acknowledged by the
Admm strator during the sxil conference,

; Reference: NFPA 70 { 1999 Edition) ;

i 517-20. Wel Locations,
{2} All receptacles and fixed equipment within the |
“area of the wet location shall have ground-fault
, Glreut-indesrupler protection for parsonnet if
interruntion of power under fault conditions can
i be tolerated, or be served by an isofated power

{¥a iy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREF{
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSG-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENDY)
K147 ) Kid7y

On 11/20/2014 the maintenance staff
installed a GFCl circuit on Unit I in the
shower room.

The Maintenance Director on 11/20/14
audited {Exhiblt E) all other shawer
rooms to ensure they contained the
praper GFCH circuit, No other concarns

noted.

Date of Completion: 12/19/2014

1
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K154, NEFA 101 LIFE SAFETY CODE STANDARD
§8=01
- Whers a required autornatic sprinkler system is

" out of service for more than 4 howrs in a 24-hour

cwalch system is provided for all parties left
" unprotected by the shutdown untif the sprinkier
i systern has been returnaed to service.  9.7.8.1

i This STANDARD is nof met a3 avidancead by

- Basad on observation and infarview, i was

| determined the facility falled to ensure a fire
Dwateh way established when fire safely features
| are effected for longer than four (4) hours In a

. twenty four (24} hour period, The deficiency had
| fhe potential to affect two (2) of seven (7} smoke
. compartments, forty (40) residents, staff and
Dyvisttors.

' The findings included:

! Gbservation on 11/19/2014 at 12:01 PM, with the
- Maintenance Director, revealed ongoing

" construction in the Rehabilitation o Home Wing.
. Bmoke Detector heads in the area were being

" protected from dust by covers which made the

vhservation rovealed the automatic sorinkler

: system had been removed from the construction
area. Interviaw, with the Maintenance Director,

| revealed a fire watch system was not being

; smoke detectors unable to sense smoke, Forther

. period, the authority having jurisdiction ig notified,
“and the building is evacuated or an approved fire

G SUMMARY STATEMENT OF DEFICENGIES 10
BREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL [ BREFIX (EACH CORRECTIVE ACTION SHOULD BE - DCMFLETION
TAG REGULATORY GR LSC IDENTIEYING INFORMATION) © tAz | CROSS-REFERENCED TO THE APPROFRIATE . OWTE
, : DEFICIENGY) -
K 147 | Continued From page 7 LK 1a7 j
{ system if such interruption cannot be telerated. |

K154

A fire watch for rooms 300-304
(unoccupied) was immediately started
on 11/18/2014 and continued until
11/20/14 when the automatic sprinkfer
system was placed back online,

Staff were re-educated on 11/19/2014
regarding the Fire Watch and Safety,

: Informatiorn inciuded, but was not

' limited to the purpose of the watch,

‘ how the fire watch works and when

i there is a need for a fire watch.

To prevent reoccurrence staff were

! educated to notify
Administrator/Executive Director or
Maintenance Director in the event that
the sprinkier system or fire alarm

i system is offline for more than 4 hours
in & 24 hour period.

FORM CMB-256T(0Z-3R) Previnug Varsions Dbsolate

Evant 100 WHNMEZT
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i performed. Further interview revealed whan the
fire alarm system and the sprinkler system were
" taken out of service @ fire watch was established
- but since the rest of the buitdings fire atarm and
: sprinkler system was operational the fackity did

. not think a fire watch was required.

i Interview on T1/19/2014 at 12:03 PM, with the
Administrator, revelad the facility bad
 documentation thatl & fire walch had been

s sprinkler systems were completely taken out of
,Bervice, hut thought the fire watch was no longer
“required in the construction area due io the rest

i of the bultdings fire alarm and automatlc sprinkter
* systems being operational, ‘
i ;
" Observation on 11/19/2014 at 1:30 PM, with the
i Mamtermance Director, revealed a intal of seven
(7} cetling iles missing from the suspended

[ ceiling In the Basement. Interview, with the |
. Maintenance Direclor, revealed he was not aware |
| the missing tiles would affect the activation of the
. automatic sprinkier heads in the Basement area. |
! Further interview, revealed the calling tiles had
- besn missing for a few months.

P

: The findings werg acknowledged by the i
i Adminisirator during the exit conference.

b
{

- Referance: NFPA 101 (2000 Edition)

| 4.6.10.1* Bulldings or portiong of buildings shail
ba permitted to be occupled during consfruction, |
: repair, slerations, or additions only where :
required means of egress and required fire ;
protection features are in place and confinuously |
~mainigined for the partion occupied or where ‘

{HA?EME-NT OF OEFICIENCIES /it J
AND PLAN OF CORRECTION I{ IDENTIFICATION NURMBER: £ BUILDING 01 « MAIN BUILDING 01 COMPLETED
195160 B. WikG — 1/19/2014
MAME OF PROVIDER DR SUPPLIER BTREET ADDRESS, GITY, 8TATE, P CGOE
108 MASCN HEADLEY ROAD
LEXINGTON COUNTRY PLACE -
LEXINGTON, KY 40504
XA SURMARY STATERENY OF DEFICIENCIER i0 PROVIDER'S PLAN OF CORRECTION (%31
PREF (EAGH DEFKZIENCY MUST 8E PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [GENTIFYING INFORMATION) TAS GRORS-REFERENCED TO THE APPROPRIATE DATE
j DEFICIENGY)
P , .
K 154! Continued From page § {

_parformed whan the fire alarm and the avtomalic

K154
§ Seven {7} ceiling thes were raplaced on
12/10/14 by Malntenance staff. The
Maintenance Staff audited (Exhibit F)

all other ceiling tiles in the hasement on
12/11/2014 to ensure they were in
place,

The Malntenance staff will ensure that
_ any future repairs that may reguire
removal of ceiling tiles will be replaced
immediately after repair. In-service
started 12/11/2014 with Maintanance
staff and has been completed,

: The Maintenance Director,
Housekseplng Director, Executive
Director o Administrator will do

? monthly rounds to monitor the

aroperty for missing celling tiles, Any

| concerns will e brought to the monthly
COl meeting. '

Completion Date: 12/19/2014
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K271 NFPA 101 LIFE SAFETY CODE STANDARD

§8=01]

! Where Alcohol Based Hand Rub (ABH)

. dispensers are installed in a corridor:

| & The corridor is at tsast § feed wide

; © The maximum individual fluld disponser E

s capacity shall be 1.2 liwers (2 liters In suites of :

; rooms)

Lo The dispensers have a minimum spacing of 4 ft
_from each other

: 0 Not more than 10 gelions are used in a single

smoke compariment ouislde a storage cabinet. |

i o Dispensers are not installed over or adjacent to
“an ignition source. i

o if the floor is carpeted, the hullding is fully :

sp rinkiered, 193,27, CFR 403.744, 418.100, |

; C460.72, 482,41, 483.70, 483.623, 4B5.623 :

SYATEMENT OF DEFIGIENCIES (X1} PROVOERSUPPLIERCLIA | vz
ARG PLAN OF CORREGTION IDEATIEICATION NUMBER: § UILDIFG 65 - MAIN BUILBING o COMPLIETED
_ . 185150 | B WING.......... 11/18/2014
NANE OF FROVIDER OR SUSPLIER SYREET ADDRESS, CITY, STATE, ZIF COOE
. 700 MASON HEADLEY RUAD
L GTON COUN LAGE
EXIN UNTRY PLAG LEXINGTON, KY 40504
i SUMMARY STATEMENT 0F DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 5
PREFIX | {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE §COMPLETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) TAG | CROSE-REFERENGEL T THE APPROPRIATE BATE
! DEFICIENGY)
!
K 154 . Continued From page 9 b K 154:
alternative life safety measures accoptable to the
i authority having jurisdiction are in place, :
. 9.6.1.8" Where a required fire alarm system is ouf !
of sarvice for more than ¢ hours in 3 24-hour
i period, the authority having jurisdiction shall be
notified. and the building shall be evacuatad or an ;
; approved fire watch shall be provided for all
gmrﬁeg lsft urprotecied by the shutdown untlf the
s fire alaem system has besn returned (o service.
19.7.6.1 Where a required artomatio sprinkler ;
: system iz cut of service for more than 4 hours it :
" g 24-hour period, the authority having jurisdiction
; shall be notified, and the building shaif be ‘ E K211
“evacuated or an approved fire watch shall ba ; i
: providad for all parties left unprotected by the i i The hand sanitizer dispenser was
- shstdown until the sprinkler systent has been F . R .
| returned to service. : : removed by Maintenance staff on
g ¥ 01T 11/20/2014 and relocated.

The Maintenance staff audited (Exhibit
G} alf hand sanitizer dispensers to

i ensure proper placement for resident
and staff safety. There were no
concerns noted.

The Maintenance staffs were re-

: educated on 12/11/2014 regarding the
; proper placement of hand sanitizer

i dispensers in relation to electrical

outlets.

Completion Date: 12/159/2014
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K 2117 Continued From page 10

; This STANDARD s not met as evidencad by

* Bazed on observalion and interview, it was

, determined the facility falled to ensure Alocho
*Hand Sanitizers were installed according to

. Nattonal Fire Protection Association (NFPA)

" standards. The deficienay had the potentlal to

- affect one (1) of seven (7) amoeks comparimeants,
twenty (20) residents, staff and visitors.

h The findings iﬁ%@

"Observation on 111972014 8t 1127 AM, with the
| Maintenance Director, reveaiad one (1) Aleohn!
_Mand Sanitizer was mounted diractly above an

i electrical plug. Interview, with the Maintenance
~Diractor, revealed he did not krow that the

i Alcohol Hand Sanitizer had bean placed above
‘the electrical plug but was awars this was not

| permitted by e code,

i The findings were acknowiedged by the
" Administrator diring the exit conference.

. 185160 BOWING e | 111902014
NAME 0OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY, 8TATE, ZIF CODE
700 MASON HEADLEY ROAD
LEXINGTON COUNTRY PLAGE
P EEXINGTON, KY 40504
RAID SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S FIAN OF CORRECTION s
BREFIX (EACH QEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BF COMPLEYIGH
TAG REGULATORY O LEC IDENTIFYING INFORRMATION;] TAG CROSS-REFERENCED T( THE APPBERNPRIATE DATE
! BEFICIENCY)
PoK21t

i
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