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Type of structure:  One (1) Story with basement
Fire Afarm: Complete Fire alerm System
Generator: Type i {hew system installed
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liowing ihe date these documents are made avaliable to i
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An offsite revisit was conducted and based on
the acceptable Plan of Correction (POC) the

: facility was deemed to be in compliance as
alleged on 02/26/14.

LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X} DATE

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether ar not a plan of correction s provided. For nursing homaes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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STATEMENT OF DEFICIENCIES (X111 PROVIDER/SURPLIERICLIA MPLELED
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J
185322 B. WING 0210772014 |
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, ZIP CODE
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ROSE MANOR HEALTH CARE LEXINGTON, KY 40576
(KA EID SULMARY STATEMENT OF GEFICIENCIES sl FROVICER'S PLAN OF CORRECTION s
»T;EEFELX. (EACH DEFICIENGY MUST BE PRECEDED BY FlLpL PREFIX {EACH CORRECTIVE ACTION SHOULG BE C»”Vl_f':rﬁ'f‘df*
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F 100 INITIAL COMMENTS F 060,
A Recerification Survey was initiated on
C2/04r14 and concluded on 02107714 with
- ceficiencies cited &t the highest scope and
. severity of an "E”.
F 278 483 20(g) - (j) ASSESSMENT F278.
§5=0 . ACCURACY/COORDINATION/CERTIFIED

. The assessment must accurately reflect the
‘resident’s status,

' Arsgisterad nurse must conduct or coordinate 5
. each assessment with the appropriste

participation of health professionals.

Aregisterad nurse must sign and cerlify that the
: assessment is completed.

¢ Each indivicual who completes & portion of the

¢

assessment must sign and cerlify the accuracy of

. that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies » materiat and

- false statement in a resident assessment js

subject to & civii money penalty of not more than

. $1.000 for each assessment; or an individual who |
- willfully and knowingly causes another individual

o certify & material and false statement in 3
resident assessment is subject fo & civil money
penzlty of not more than $5,000 ‘or each '
assessment,

Clinical disagreement dees not constitute a
material and false statement,

This REQUIREMENT is not met as evidenced

F278
immediate Corrective Action:
An MDS Assessment coded as
“Significant change” was
completed on 02/06/14 by the
QA Coordinator, DON, S5/Act,
and the Food Service Supervisor
for Resident #1 to accurately
raflect current status and all
diagnoses,
Other Residents Potentiaily
Affected: A review of ail MDS
Assessments was completed by
the DON and the Quality
Assurance Coordinator from
02/37/14 thru 02/17/14. All
Residents have the potential to
be affected when the facility
falls to accurately assess the
resident’s medical, functional,
and psychosocial needs.

i
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F 478 Continued From page 1 ' F 278 Systemic Changes: Dvisciplinary |
by team members {DON, JA,
Based ¢ interview and record Review, It was ACT/SS, FSS, AA) met on
determined the faciity failed to perform an 02/17/14 to be re-educated on
, accurate assessment of the resident's medical, the MDS completion and to
- functicnal, and psychosocial problems and cevelop a plan to assure that 2
accurately coce these probtems on the Minimum review of MDS diagnoses is |
" Datz Set (MDS) Assessment forons {1 outof | . taeinli i
nine (9) sampled residents (Resident #1) maintained by all disciplines
: 7 : SSIEm . {(see addendum}.The review J
The fingincs include: log"” MDS ACCURACY REVIEW” |
. N will now become part of the ;
Review of Resident #1's medica! reveaed the MDS process for all disciplines. !
! faclity admitted tre resident on D6/10/14, with Monitoring: Campliance wiil be |
diagnases which incluged Hyperlipidemia, assured by the DON and QAC ;
i Cerebral Vascular Accident {CVA), Hypertension who will audit the entire MDS |
{HTN), Depression, Congestive Heart Failure te ensure it accurately reflects
gCHF}i Alzheimer's Dementia, and Urge the resident’s medical, |
ncontinence. Continued record review revealed i i
- the faciity ransferred Resident #1 to a Behavier functional, and psychosae»aln
e s status for all assessments that
rezith Facility (BHF) on 66117713, due to teted. The “MDS
- Increased acling out behaviors st the facility, e VIEW woi
Record raview revested the resident was ACCURACY RE.“HEW will be
readmitted 1o the facilty on 07/08/13. Review of maintained with every
e BHF. Recorc of Inital Discharge Summary assessment and subrmitted for
. dated 07/08/13, revesled it listed Resident #1's review at QA meetings
- past medical nistary induded the following monthiy.
diagnoses: CHF, Urinary tncontinence.
- Dyslipidemia, Cerebrovascular Disease status. Compietion Date: 02/24/14
post CVA, HTN, Depression, and Alzheimer's
: Dementiz,
i Review of Resident #1's Admission History and
Physisal, written by the Attending Physician on
- 08/20/13, revealod Resident #1's past medica]
histery included CHF, Alzheimer's Demen fia, !
Hyperipidemia and Depression, |
; Review of tre Initial MDS Assessment, dated
07/2813, revealed under Section |, Active
W CMI-2567(02-39) Previcus Versisrg Obsolets Event 102K YW1 Faclity I 100115 If contiruation shoet Fags 2 of 18
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F 278 Continued From page 2

Diagnoses, only Alzheimer's Disease was
. selected 25 Rasident #1°¢ active medical
‘problem.

F Interview with the Director of Nursing {DONYMDS
Coordinator on (2/06714 at 5:50 PM, revealed

i she was fold by the "case mix” the facility coutd
only use diagnoses which were signed during the
assessmert time frame. She stated when

: only Alzheimer's Disease was listed as the
‘discharge diagnosis. She indicated the other
- diagnoses were fisted as past medical history.

, Interview with the Quality Assurance (QA) .
. Coordinator on 02/06/14 &t 5:55 PM, reveated the
past medical history diaghoses should have been .
included on the MDS Assessment as the facility
continued to list the additional diagnoses as
; medical diagnoses in the resident’s record.
483, 20{d). 483.20{k )1} DEVELOP
- COMPREHENSIVE CARE PLANS

Afacility mus! use the results of the assessment
to develop, review and revise the resident’s
comprehensive plan of care.

The facility must develop a comprenensive care
pltan for each resident that inchudes measurable
* objectives and timetables 1o meet & resident's
. medical, nursing, and mental and psychosocial
* needs that are ideniified in the comprehensive

assessmeant.

The care plan must describe the services that are |
- to be furnished {o attsin or maintain the resident's
highest practicable physical, mental, and
; psychosocial well-being as required under

Resident #1 refurned o the facility from the BHF, |

F 278

£ 279
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{RZ} MULTPLE CONSTRLUCTION

X33 DATE SURVEY

g

' §483.25 and any services that would otherwise

i be required under §483.25 but are not provided

" due lo the resident's exercise of rights under

- §483.10, including the right to refuse treatrment
under §483.10(b}(4).

. This REQUIREMENT is not met as evidenced
Ty

=279

Based on interview, record revisw, and reviaw of

“the facility's policy, it was determined the facility
failed ensure the Comprehensive Care Plan was

developed to include necessary revisions in
regards to the to use the results of the
-assessment to develop, review, and revise the

. resident * s comprehensive plan of care for five

i {S}hof ten {10) sampled residents. {Residents #1,
35 7.9

The findings include:

Review of the facility's Resident Care Pian policy,
-ungated, revealed the resuits of the
comprehensive assessment were to be used o
- develop, review and ravise each resident's
Comprehensive Care Plan. Further review the
_policy revealed residents' care plans were (o be
“keptourrent at all imes.

' Review of the facllity's policy titled, "Care Plan

Update Profocol”, effective 02f2c;f09 revealed the .

“ facility was to assure responsible staff maintained :
consistent efforts to update residents’ care plans

: as changes occurred.

P 1. Review of Residert #1's medical record
revealed e facility admilted the resident on
08/10/14, with diagnoses which included
Hyperlipidemia, Cerebral Vascular Accidant

STATEMENT OF DEFICIENCIES (X7} PROVIDER/SUPPLIERICLIA L
ANDER{ AM OF CORRESTION | OEITNTIRICATHON MUMEBER: A, BUILDING COMPLETED
| & Bunr
|
] o
185322 | 8. wine L 02/07/20%4
NAME GF PROVIDER OR SUPPLIER E STREET ADGRESS Iy, §TATE. ZIF ConE
c HEALT 3057 NORTH CLEVELAND ROAD
RGSE MANOR HEALTH CARE I LEXINGTON, KY 40516
44110 SUMMARY STATEMENT OF DEFICTENGIES FROVICER'S PLAN OF CORREC TTON Tl
PHEFIX . {EACH DEFICIENCY MUST BE PRECEDED BY FLLL AREFIX [EACH CORRECTIVE ACTION SHOULD BE . ‘:Q”F:LE!WN
TaG REGILATCRY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERERCED TO THE ARPROPRIATE 0/FE
CESICIENCYS
H 279 Centnued From page 3 F279

immediate Corrective Action: A
compiete revision of care plan
for Resident #1 was completed
by the QAC {Quality Assurance
Coordinator) on 02/06/14 per a
“significant change”
assessment. Care plan of
Resident #3 was updated to
reflect Pacemaker status and
diagnosis of 555 by QAZ on
02/07/14. Update was added to
care plan for Resident #9 on
0Z/07/14 by QAC. The update
included addition of diagnoses
A-Fib, Valvular Heart Disease,
and Advanced Aortic Stenosis.
intervention for use of ASA
81mg as anti-coaguiant therapy
was noted. Update of care plan
for resident #5 was completed
by the GAC on 02/24/14.
Diagnesis for H/O Seizure
Disorder with riegative EEG was
added. Problem to address
behaviors was present per
nroblem #5 and Anxiety and
Depression were added as
diagnoses. Care plan of
Resident #7 was updated on
02/19/14 by the QAC to reflect
diagnaosis of A-Fib and
intervention of anti-coagulant
medication,

i

ORMG

AS-2567{02-99) Pravious Versions Obsoigle

Evenl 1D:9KYW 11
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F 279 Continued From page 4 : F 279 QOther Residents potentiaily ' :

CVA), Hypertension (HTN), Depression, Affected: Al residents are '
Congestive Heart Faiture (CHF), Alzheimer's . affected when the facility does
Dementiz, 2nd Urge Incontinence. Recorc  not assure that the plan of care
review revealed Resident #1 was transferred on . reflect i i
08717413 10 & Behavior Health Facitity (BHF} and revfsiafasa ﬁiﬁiﬁ;ﬁiﬁ ;eft;:!ﬁ;v o
reacmitled to the fasility on C7/08/13. Review of comprehensive assessment. A
: the BHF Discharge Summary revealed Resident review of all nt.
#1's pas! medical history included CHF, : i =w o al care plans was
: © completed by the DON and GQAC ;

Alzheimer's Dementia, HTN and Cerebrovascular -

Disease status post CVA., from 02/07/14 thru 02/24/14 i

to assure accuracy, E

- Review of Resident #1's Quarterly Mirimum Data :
Set (MDS} Assessment, dated 01/13/14, revealed

ey aorassegteaFalue ' SysemicChanges: A mandatory
Edema, Debiiity, Atmia! Fibrifiation, Loss of Weight | . Mmeeting was held on 02/17/14
and Dysphagia. by the DON to address survey
‘ : results, All RN/LPN charge staff

was informed of nead for
accurate review and update of
care plans as mandatad weekly,

Review of Resicent #1's Comprehensive Care
' Plan dated 01/13/14, revealed care pians no
documented evidence of care olans developad

refated to the resicent's active diagnoses of Meart : © Charge staff was informed of

Failure, Depression, Edema, or Atrial Fibritiation revisions to the form for care |
' Interview with the Quafiiv A QA plan updates and protocol for k

nterview with the rnce ; ' ;

Cao*din&ator on Gziszf?iya'ssgggapiﬂ (revgaled wegkfy reviews at.this meeting.
: . o ‘- Review nrocess will become
- Resicent #1's Comprehensive Care Pian should art of training and education

have included the development of care plans for | p \ g

" for new hires and agency staff. i

' the resldents CHF and other active diagnoses

listed on Quarterty MDS Assessment, Copies of these forms were

posted for reference per the

2. Recora review revealed the facility admitted Nursing Communication book

Resident #3 on 06/07/13, with diagnoses which  forreview by staff, new hires
-included Alzheimer's Disease, Atrial Fibrillation : and agency personnel {see
. {A-fib). Hypothyroidism, and Pacemaker for §ick " addendum). : |

- Stnus Syndrome (8SS).

Review of Resident #3's Comprehensive Care ;
_Pian, cated 17/07/13, revealed diagnoses which : : !
M CSR25E7/02-99) Previcus Varsions Obsolale Evare IDrEKYW 1 Faciy I 100115 f continuatior sheet Page 5 of 1
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F 479 Continued From page 5 Farg )

T included Pacemaker for $88. Contiriued review
of the Comprehensive Care Plan revealed no

- documented evidence a czre plan was developed
lc address Residen: #3's Pacemaker and
diagnosis of 8585,

Hnterview with the QA Coordinator on G2/06/14 at
7100 PM, revealed upon Resident #3's admission |
to the facilily, the family stated the residents
Pacermaker was inactive. Continued interviaw

, fevealed she should have care planned the
Pacemaker as being inactive.

* 3. Review of Residen: #8's medical record
revealad the faciiity admitted the resident on
11122713 with diagnoses which inclu ded CHF,
Chronic Anamis, A-fib, Valvular Heart Disease,

: Advanced Aortic Stenosis and HTN.

: Review of the menthly Physicizn's Orders dated
January 2014, revealed Resident £9 was 1o

s receive Asnirie (ASA) 81 milligram {mg) dsly
{ASAacls g5 2 blood thinrer for persons with

. heart disease].

- Revizw of Resicent #9's Comprehensive Care

'Pian, dated 12/105/13, revealed no documented
evidence a care plan "had been developed related
tc the resident's diagnoses of A-fib, Valvilar Heart
Disease end Advancec Acrlic Sterosis to include

: the intervention of the use of the arti-coagulant
therapy.

4. Review of the medical record for Resident #5
revealed the facility admitted the resident on
08122112, with giagnoses whick included
Coronary Artery Disease {CAD), HTH,
- Non-Afzheimer's Dementia, Seizure Discrder,
Anxiety ang Depression,

Monitoring: Compliance of
update requiremeants will be
assured by weekly review of
residents care plans per DON
and GAC. The weekly review
will assure that each resident
care plan reflects care and
services to attain or maintain
the highest practicable physical,
mental, and psychosocial well-
being. Failure to comply with
stated requirement will result in
disciplinary action as deemed
appropriate by Asst,
Administrator. An update
compliance report will be
presented by DON at QA
meetings morthly {see
addendum).

Completion Date: 02/26/14

i

M CAMF-Z567(02-69) Pravious Versions Csclole Evenl D8l yws

Facildy ID: 10515
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Review of Resident #5's Annual Minimum Dats

: Set (MDOS) Assessment dated C6719/73, revealed -

" the facilily sssessed the resident to have

. disruptive mooddbehaviors, and active diagnoses

“which included Seizures, Depression and Anxiety.

Review of the Care Area Assessment {CAA),

: dated 06/19/13, revealed Resident #5 triggered
for behaviors. Review of the January 2014

" Behavior Cbservation Profile revealed Resident
#5 with documented behaviors. Review of the

. Interdisciplinary Care Hlan meeting notes dated
06/19/13 revesled the Comprahensive Plan of
Care, dated 06/19/13, was "completely revised®

! per annual review with all interventions updated
to reflect the resident's current needs, However,

: review of Residents #5's Comprehensive Care

" Plan revealed no documentad evidence the
resident’s behaviors were acdresses. Continued

‘review of the Comprehensive Care Plan revesied |
no documentad evidence care plans addressing
Resident #5's diagnoses of Seizures, Anxiety and
Cepressicn had beer developed with
interventions in place,

Interview with the QA Coordinazor on 02/06/14 at
550 PM, revealed Resident #5's care plans
should heve been developed for histher
: Behaviors, and diagnoses of Seizures, Anxiety
and Cepression.

' 5. Review of the medical record revealed the
facility admitted Resident #7 on 04/14/11, with

- diagnoses which included A-fib and Peripheral
Vascular Diseass (PVD).

; ' Review of the Physician Order dated 071/20/14,
: . revealed Resident #7 had an order for a
i chewable ASA 81 mg by mouth daily.

SYATEMENT OF DEFICIENCIES [(xt) PROVIBER/SUSPLIERC 1A SUR!
AMD PLAN OF CORRECTION [ IBENTIFICATION NUMEER: A BULONG | comrmeTen
| 185322 B. WG , 02/07/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2P CODE
3057 NORTH CLEVELAND ROAD
RIOSE MANOR HEALTYH CARE LEXINGTON, KY 40516
400 LMMARY STAIEMENT OF CEFICIENCIES 1o PEOVIDER'S PLAN OF CORRECTION i
PREF X (EACH DEFICIENDY MUST BE PRECEDED BY FULL PREF 1 {EACH CORRECTIVE ACTION SHOULD BE OUFLETION
TAG REGULATORY CF L SC IDENTISYING INFORMATION: TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE
DEFIGIENCY)
F 279 Continued From page 6 F 279
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The faciity must -

{1) Pracure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2} Store, prepare, distribule and serve food

undear sanitary conditions

CThis REQUIREMENT is not met as evidenced

by

. Based on ohservation, interview and review of

the facility's policy, it was determined the facility

 failec to store, prepare. distribute and serve food

under sanitary conditions as evidenced by failure

. to store and maintain equipment 1o prevent cross
L sontamination. :

i The findings include:

: Review of the facility's poliey titied, "Dishwashing

Procedures”, undated, revealed the purpose of

the pelicy was to ensure dishes were properiy
sanitized and 10 establish systems which would
avoid ihe improper handling of dishware. Further ;
review of the policy revealed it was essental for
food service workers 1o use proper tachnique (o

STATEMENT GF GEFICIENGIES {x1] PROVIDE RSUPPLIERICLIS £X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY [
AND PLAN OF CORRECTION MENTIFICATION NUMBER: A BUILDING COMPLETED
i
185322 BOWING e 02/07I12014
NANIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2iP CODE
3057 NORTH CLEVELAND ROAD
ROSE MANOR HEALTH CARE LEXINGTON, KY 40516
: TEMENT OF DEFICIENCIE > PROVIGER'S PLAN OF CORRECTION %5 ;
;:? ?glrl?( : 55&0%? gg’fg \,Egggfsa : :E\E? ;r?gggzugﬁ;vsnu : PR‘gF ix (EACH GORRECTIVE ACTION SHOULD BE _ CommETION
A REGULATORY QR LSC IDEN T YING INFORMATION; TG CROSS-REFERE gggié Hg}{ 531%5 APPROFRATE
: F371 N
ff 27¢: Continued From page 7 F279.  pmmediate Corrective Action: :
: The Food Service Supervisor
Review of Resident #7's Comprehensive Plan of provided immediate instruction
. Care dated 12/17/13, revealed a care plan had for Dietary Aide #1 regarding
' not been developed for the resident’s diagnosis of | cross contamination as
- A-fib to include the imervention for the observed by the survey team on
anti-coagulant medication. 02/05/14
ff 371 483.35(i FOOO PRCCURE, F 371 :
cs=£ STOREPREPARE/SERVE - SANITARY © Other Residents Potentially

Affected: All residents have the
potential for negative outcomes
when the facility does not
maintain consistent effarts to
store, prepare, and distribute
food under sanitary conditions
that prevents contamination.

Systemic Changes; All dietary

staff received in-service training
by the Food Service Supervisor
{F55) on 02/17/14 regarding
proper sanitary practices
required to prevent
contartination {see addendunn),

Monitoring: Will be maintained
by the F5S who will use the
“Dietary Observation “form at
teast weekly to monitor staff
performance and compliance.
Issues of noncompliance will be
addressed with disciplinary
counseling as they are
identified, Completed reports
will be submitted to the QA
team at monthly meetings {see
addendum].

Completion Date; 02/26/14

FURN CMS-Z567[52-99] Previous Versions Qbsolets

Event 10; BKYW 11

Faciiy 10 100115

iF contnuation sheet Page 8 of 18
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(Xa)

PREF

TaLs

SUMMARY STATEMENT OF DEFICIEMCIES 3]

PROVIDER'S PLAN OF CORRECTION X8y
[EACH CORRECTIVE ACTION SHOULD BE

COMPLET O

{EACH DEFICIENCY MUST BE PRECEDED BY FULL ©OPREFR e
TAL CROSS-REFERENDED TQ THE APPROPRIATE ATE

RESULATORY OR LSO IDENYIFYING (NFORMATON; TAG

DEFICIENCY)

o TH
i

41

- Continued From nage 8

F 37
avaid re-contamingling sanitized dishes.,

Observation of Distary Aide (DA} #1 on 02/05/14

cab 12.05 PM, reveasled the employee placed a

" cish rack frem the dirty sice of the dishwasher ‘
. onie the clean side. Continued observation

reveaied the DA#1 o carry @ clean stack of

slates and plate covers againsi his chest {o the

‘storage area. An edditional cbservation on

02/068/14 at 11:00 AM, revealed DA #1 prepared

s drinke far the tray Iing, picked up four (4) sippie

cups in ene {1) hang with a finger inside each

. cup, and carried the cups 1o the tray line area.

interview with DA #1 on G2/05/14 at 1:00 PM,

revezied he had been nervous and had carred

. loc many dishes at one (1} ime. He stated he
fust bad not thought when he 321 the dirly dish

rack on the clean side of the dish maching, DA
#1 steted he had received training on the correc!
procecyures to prevent crogss contamination inthe |

s kitchen area. An additional interview with DA #1

on 02/06/14 2t 11:05 AM, revealed he didnt know |
why he had carried the sippie cups the way he
had as he knew if caused cross contamination.

nterview with the Dietary Manacger on 02/06/14 a!

: 1 :00 PM, revealec

DA #1 had received training B preventing cross

foontamination and she had re-inserviced him

since the Surveyor's observations. She further

; stated expecled him 1o realize when cross
scentamination had ccourred and correct it before

centinding his tasks.

| 483.65 INFECTION CONTROL, PREVENT C Fast,

SPREAD, LINENS

The Tacility must esiablish and maintalp an

JRM A

S-ZBET(02-89) Pravious Versions Cosolkle Event 1D 9KYW 1S Facitty 10: 100114

I contfruation sheat Page 3 of 18
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- A4 1 : Continued From page 9
Infection Contro! Program designed fo provide a
: safe, sanitary and comfortable environment and
-0 help prevent the development and ransmission:
of disease and infection,

(a} Infection Control Program

: The facility must establish an Infection Gonzrol :

‘ Program under which it -
(1} investigates, controls, and pravents infections
in the faciity, :
{2} Decides what procecures, such as isolation,

. $houid be apnlied to an individual resident; and

1 {3) Maintains a recoré of incidents and corragtive

actions reiated to infactions.

“ (b} Preventing Soread of Infection
{1} When the Infaction Conirol Program
- determines that a resident needs isoiation io
drevent the spread of infection, the facility must
i50lale the resident,
{2} The facility must prohibit employees with a
communicable disease or infected skin fesions
from direct contact with residents or their food, if
direct contact will transmit the dissase.
{2} The facility must require staff to wash their :
‘ hands after each direct resident contact for which |
“hand washing is indicated by accepted
i prifessional practice.

(¢} Linens
i Personnel must handle, stors, process and
lransport finens so as o prevent the spread of
- infection,

This REQUIREMENT is not met as evidenced

by
Based on observalion, nterview, record feview

ROSE MANOR HEALTH CARE
Ham SUMMARY STATEMENT OF DEFICIENC ES n PROVIDER'S PLAN OF CORRELTION
Arerix (EAGH DEFICIENCY MUST 88 FRECEDED OY FLLL PREFIX (EACH CORRECT WE ACTION SHOULD BE )
TAG REGULATORY OR LSC IDENTFYING INFORMATION: TAG CROSS-REFEREMCED TO THE APEROPRIATE
CEFICENGY)
F 441

Fa41

Immediate Corrective Action:
Disciplinary counseling wag
given by the Asst. Adm. to LPN
#1 who was observed to touch
resident food with bare hands
as well as the SRNA #4 who
contaminated utensils by laying
them on the tabie,

Other Residents Potentially
Affected: All residents have the

potential for negative cutcomes
when faciltity staff fail to

: maintain infection control

: efforts to pravent the
development and transmission
of disease and infection,.

o .

IPM CMS-2557(02-0%) Previoys versiore Obsainte

Evart (D SKYW i

Facily D), 00115

If continuation shee; Pzage 10of 18



8592982836

Mar 12 14 02:34p Rase Manor HCF

FRINTED: [2/21/201a
CFORM APPROVED

DEPRRTMENT OF HEALTH AND HUMAN SERVICES
QMB NO, 0938-0391_

CENTERS FCR MEDICARE & MEDICAID SERVICES
| St EAlENT OF DEFICENDIES (X1) PROVIDER/BUPPLIER/CLIA

(X2} MULTELE CONSTRUGTION d
COMPLETED

FARD PLAM GF CORRECTION

IDENTIFICATION NUMBER,

195322

A BUILTING

B WNG

’;xs; DATE SURVEY

:
| 0210772014

HANE

GF PRGVIDER OR SUPPLIER

ROSE MANCR HEALTH CARE

STREET ADDRESS. GiTY, STATE, 2IP CODE
3057 NORTH CLEVELAND ROAD
LEXINGTON, KY 40516

PROVIDER'S PLAN CF CORRECTION

xerfo SUMMARY STATEMENT OF DEFICIENCIES D ' R
FREFx (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIN {EACH CORRE CTIVE ACTION SHOULD BE
Tag] REGULATORY OR LSC IDENTIFYING INFORMAT/ON) TAG CROSS-REFERENCED TO THE APPRCPRIATE
DEFICIENCY;
F 441 2ystemic Changes: Mandatory

E ap 71 Continued From oage 10

and review of facility policies, it was determines

- the facility faled to establish and maintain ar
infection Control Program designed to provige a

- safe, sanitary and comfortable environment anc

1o he'ln prevent the development and —
transmission of disease and infection, for one {n
of ten (10} sampled residents {Resident #6) anc
ane (1) unsampled resident (Resident A%

Observation of the lurch mea! revealed 2
: Licensed Fractical Nurse (L PIN) used improper
“hanc nygiens while assisting residents with their
meal gt the assisi table. and a State Registered
“Murse Aide (SRNA} coniaminated Unsampled
Residant A's sitverware while preparing 1o assist
the resident with histher meal,

. The findings include:

- Review of the facility "Hand Washing” Policy,
undated, revealed handwashing was necessary
to reduce the transmission of organisms from

- hursing staff o resident, resident lo resident, and :
resident to staff, !

Review of the facllity "Meal/Ti ray Service” Policy,
unceted, revealed meal service procedures were

‘1o be performed in a manner that maintalned aif
infection control guidelines.

1. Review of tha medical record revealad
Residert # was admitted by the facifity on
07/22/11 with diagnoses which included
Aizheimer's Disease, Hypertensicn, and

: Ostecart-ritis,

Cbservation, on 02/08/14 o T1:40 AM, reveaied
resident #8 and three (3) unsampled residents ;
- Were seated at the assis! table. Al resident irays °

in-service training was held on
02/17/14 by the DON regarding
deficient practice as identified
by survey team. Instruction was
given by the DON to alj facility
staff {see mandatory in-service
per addendum} maintaining
sanitary practices during meal
service as well as review of the
facilities Infection Contrel
Program and policies Sanitary
food handling practices hand
out will be added to infection
controf education as part of
training for new hires and
agency staff,
Monitoring: The facility will
moniter and assure compliance
per the infection contral
program. Infaction contro!
efforts include: Surveillance of
staff (SRNA) who provide
resident care per the charge
nurse [RN/LPN) every shift with
reguired rounds. Facility staff
{all depts.} will recelve infection
contrel training per mandatory
in-service given by DON
monthiy. The infection contro!
nurse (RN} will maintain records
of infection incidents and
corrective actions to prevent
and control autbreeks monthly

|

|

M CME-

£90 110285} Previous Versions Otsolee

Event IDOKYWIE

Facilly I3, 100115

Ifcontlnualion sheet Page 14 of 18



Mar 121402340

Rose Manor HCFE

DIPARTMENT CF HEALTH AND HUMAN SERVICES

CINTERS FOR MERICARE & MEDICAID SERVICES

8592002836 p.16

PRINTED: Gz212074
FORMAPPROVED
OMB NO. 08358-0381

STATEMENT OF DEFICICRCIES

X1y PROVIDERISUPPLIER/CLIA

{XEY MULTERE CONSTRUCTION

{¥3) DATE SURVEY
COMPLETED

. had been served and LPN #1 was assgisting the

residents o eat.

! o Resident #6, cleaned the spitl,

Resident #5 spilled 2 glass of
iuice while reaching for the trav. LPN #1 lurned
sanifized her
hands and proceeded to cut the resident’s steak
sandwich in haif using the fork and knife. LPN #1
picked up @ sandwich half and placed # in
resident #6's right hard with her ungloved hand.
i PN #1 turned and began assisting the cther
residents to eal without sanitizing or washing her
hands. Continued observation revealed Resident |
- #8 was bringing his/rer left hand tc histher mou*h
as If eating. LPN#1 wrned to resident #6,
cremoved the half sandwich from his/her right

“hand and placad it in the resident's left hand, with ;

her ungioved hand and without sanitizing her
: hands after assisting other residens.

| [nterview with LPN #1, on 02/06/14 al 10:40 AM,
revealed she worked the assist table when she
was on duty. LPN#71 stated, " guess | should

. sanilize my hands before | move ¢ ancther

“resident’. Continued interview revealed she

thought it was okay o touch the resident’s food

i with ungloved hands, as she hadn't worked with
any other resident since sanitizing her hands.

- She furiher siatad she did not see a problern with |

i

i 2. Review of the medical record revealad the
: faciity admitied Unsampled Resident Aon
02727111 with diagnoses which incuded Dementia
; with Agitation and Anxiety, Dapression,
Hypertension, Parkinscnism and Psychosis.

F Ooservation, on 02/06/14 at 11:35 AM, revealed

- SRNA #4 prepared Unsempled ResidentA's meal’ '

| tray 0 assist the resident fo eal. SRNA#4

removed the siiverware from the napkin and aid i

disc'plinary team

{ DON, QA AA,55/ACT FSS)and
charge staff (RN/LPN) will
assura that empioyees who
may have a communicabie
disease or infected skin lesions
are prohibited from direct
contact with residents and their
food. Al disciplinary team
members and charge staff
(RN/LPN) will monitor direct
resigant contact per rounds
avery shift and assure hand
washing as indicated by
accepted professional practice.
Environmentzl chservation will
also include {inen storage,
processing, and transpert per
the housekeeping supervisor
and charge staff (RMN/LPN) gs.
Audit for sanitary food handling
practices will be maintained
weekly as assigned per the QA
Director to staff

{DON,QA F35,55/ACT,SRNA) by
the “Infection Contro! Meal
Service Review” Written
reports per The Nosocomial
Infection Summary, Line Listing
of Patient infections ,and al

AND PLARN OF COPRECTION ICENTIFICSTION NUMBEF A BULDING
185322 B. WING 02/07/2014
MAME CF PROVIDER OR SUDPLIER STREET ADBRESS, CITY, STATE, ZIP CODE ;
3057 NORTH CLEVELAND RCAD
ROSE MANDR HEALTH CARE LEXINGTON KY 40516
ey 10 SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CGRRECTION X5
FREFIX (EACH DEFICIE NCY MUST BE PRECEDED BY FULL PEEF X (EACH GORRECTIVE ACTION SHOULD BE CoupLETON
rAc FEGULATORY OR LSC DENTIFYING INFORMATION) AG CROSS-REFERENCED YO THE APPROPRIATE
CEFICIENCY]
F 441 Continued From page 11 F 441 (see addendum). The

i
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(Xt 0 SUMMARY STATEMENT OF DEF ICIENCIES 13} FROVDIER'S PLAN OF CORRECTION (x5
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F 41t Continued From page 12 F a4’ eal service reviews will be '
ch Fhe tz?bie, then ;}icged it up anc piaced it on the ' submitted for review by the QA
residant’s tray. IShe_.pmked the spoon up and Team at meetings monthly as
touched the resident's clothing protector with the ) .
spoon. SRNA #4 proceeded to assis! the cellected by ihe QA Director.
resident 0 eat, withou! obtaining new siiverwares. .
Interview with SRNA #4, on 02/06/14 at 12:00 Completion Date : 62/26/14
FM, revealed she laid Unsampied Resident A's
 sitverware on the table and acknowledged she
shouldn't nave picked i up and placed it on the
tray. She stated she did not realize the spoon
had touched the clothing protector, but she
“should have obtaned a new se! o silverware
afler she placed it on.the table, to prevent cross
contarningtion. Continued Interview revealed
SRNA #4 had rece ved trairing on Infection
control. i
‘lerview with the Director of Nursing?Infection :
: Control Nurse, on 02/06/14 at 7:00 PAM, reveaied
 staff should wash their hands prior to serving ; F514
. mealtrays, espacially afier touching anything lf
which could contaminate the hands, and staff immediate Corrective Action: [
: should never touch resident food items with : v A memo was posted in the |
ungloved hands. She stated staff should get new | ~ nursing office by the DON on r
 Shverware amtime the silverware touched 02/10/14 with direction for ali
. Pyihing that coulc contan inate it - RN/LPN staff to assure that all {
;gj s : ;%%ggé;} ggr‘\sﬁPLET:fACC RATE/AGE x Fota: physician phone orders reflect *
) i = URATE! ESSIB _ the time the order is received.

: LE

: Standards and practices that are complete:
accuratey documented; readily accessibie; and
- Gystematically organived.

The cinical record must cortaln suficient

: The facility must maintain clinical records on each |
resident in 2ccorcance with accepled professional

i

Cther Residents Potentially
Affected: All residents have the
potential to be affected when

i facility staff fail to maintain and
assure accurate documentation
practices.

I CME-2567(02-58; Pravious Versions Obsalete

Even ID: 8KYW 11

Fasifty ID: 100415
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‘ DEFIGIENCY ]
F £14 Continued From page 13 £ 514 Jystemic Changes: A mandatory

informaticn to identify tne rasident; a record of the .
residenl’s assessments; the pian of care and

services orovided; the resulls of any

preadmission screening conducted by the State:

. and progress notes.

;’hés REQUIREMENT is not met as evidenced
v
Based on record review. interview and review of
the faciity's policy, it was cetermined the favility

, feited to ensure eacn resident's clinical record
" was accurately documented for fen {10} of ten

- {10) sampied residents. A review of Physician ¢
Telephone Orders for Resident #1 - #10 revealed .
all did net inciude the time they were received or
written.

. The findings include:

Review of the facility poficy titled "Medication

- Orders", undated, revealed each medication

. order was te be documented in the resident's

“medical record with [he date, time, and signature |
cf tre person receiving the order.

Review of the policy titled "Phone

: Ordersf’Pharrnazy Neotification”, undated, revealed :

ILdld not specify what elemants were reguired :

¢ documentation when taking a telephone order,
2.g. date and time of the order.

- 1. Review of the clinica! record revealed
Residant #1 was adm iited by the facility on
UGH1O714 with diagnoses wiich included
Cengestive Heart Fafiure, Alzhaimer's Disease,
Depressicn and Hyperiipidemia,

Review of the Telenhone Orcer dated 12/18/13,

“regarding a diel change, revealed no documentec |
tirme the order was obtained. '
2. Clinical record review revealed Fesident #2
was admitted by the facility on 05/03/11 with
diagnoses which included Hypertension, Chronic

meeting for all facility staff was
held on 02/17/14 by the DON
who gave instruction and
review of policy for “Medication
Orders”. All charge staff
{RN/LPN) was informed to
assure that all medication
orders were documented as
specified by policy with
emphasis on timing all arders
{see addendum). All facility staff
who document in the residents
medical record were educated
by the DON on assuring
accurate documentation.

Meonitoring: A chart review ta
audit and assure accurats
documentation for all residents’

i records will be completed
weekly by the 11-7 charge
nurse. The form to assure
phone order compliance will he
submitted to the DON for
compliance review when
completed and turned in at OA
meetings monthly {see
addendum).

Completion Date: 02/26/14
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F 514

F 514 Cotinued From page 14
Obstructive Pulmonary Disease and Depression.
Review of the Telephone Order dated 11/03/13,

i regarding 2 biood {est, revealed the fime the
arder was received was not documenied.
Further review revezied a Telephione Order,

" dated 1216713, related o a2 weight loss
prevention program and nufriticna! supplements,

~was not timed when order was obtained.

#8 was admitled by the faciiity on G407/11 with
- dizgnoses which included Dementia with
Psychosis, Hypertension and Corgestive Heart
Failure.
Review of 3 Telephone Crder dated 12409713,
regarding a bicod test, revealed no documented
tme to incicate when the order was obtained.

12419413 and 12/23/13, both regarding care of the
gastric fube, were not dated. Continued review
‘revealed Telephone Orders dated 12/25/13,

1226013, 010213, 0146713, and 01/13/14,

i tube sie care, were not timed when they were
tained.

. 4. Review of the clinical recard revealed the

facility zdmitted Resident #9 on 11/22/13 with
ciagnoses which included Congestive Hear

. Fallure, Chronic Anamia, and Hypertension.

¢ Review of the Physician Telephone Orders for
Resident #0 revealed the following: an order

. cated 11/22/13 regarding a clarification on the

: dosage of [ron 1o be administered to the resident,

- contained ne time the order was received; an
order dated 11/28/13, for Prednisclone Acetate,

‘ did not include the time the arder was received;

“an order for Tvienal, dated 12/22/13, contained no

- fime as 0 when the order was received, and an

arder dated 12M18/13, regarding the time the
resident’s Poivetnylene Glyecol was o be

" 3. Review of the dlinical record revealed Resident

- Further review revealed Telephone Orders, dated

- regerding the resident’s tube feedings and gastric

W continuation shest Page 15 0f 18
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administered, also contained no time as to when

| it was receivec,

&. Chnical record review revealed Rasident £3

- was admiited by the facility on 05/07/13 with

. diagneses which included Alzheimer's Disease,
Atrial Fibrillation, and Hyoothyroidism.,

. Review of the Physician Telephone Orders for

" Resident #3 revealed the following: an erder for

. Levaguin, dated 12/04/13, contained no time as

i t0 when the order was received; an order dated
12/9/13, for & nutritional supplement was not

timed, and two {2} orders dated 02/03/14 and

" G20B/14, reiated 1o the resident's wound
treatment instructions, contained no time as to

" when they were received.
&. Review of the clinical record revesled the

. faciity admitted Resident #4 on 098/04/ 2 with

- Diagnoses which included Hyperiension,
izbetes, Alzheimer's and Dementia.
Review of the Physician Telephone Crder for
post-operative eye drops, dated 05/30/13,
reveated no time the order was taken by the
receiving nurse, Cantinued review of the
Telephone Order for & medication dosage

s change, dated 09/25/13, revealed it did not

" include the time the order was tzken by the
receiving nurse. Further review revealed an

- order taken on 11/14/13, related to a medication

“change, was not timed when it was received.

. 7. Review of the clinical record revesled the
facility admitted Resident #5 on 06/22/12 with

: Diagnoses which included Ceronary Artery

“Disease, Seizure Disorder, Non Alzheimer's
Dementia, Anxiety and Depression,

Review of Physicians Telephore Orders for
- changes in medications, dated 11/25/13, 12/04115
and 12/06/13, reveaied documentation did not
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- include the time the orders were received.

. 8. Review of the ciinical record revealad the
faclity admitted Resident #7 on 04514711 with
diagnoses which included Depression, Atrial
Fibrillation and Chronic Obatructive Putmenary

. Bisease. Review of the Physician Telephone

- Order for a medication change, dated 11/22/13,
revealed the order was not timad when it was
received. Continued review revealed Physician

- Tetephone Crders written on (MQ0M 3, /10714,

CQ1115/14, B 0M4, 01419714 and 01/20/14,

. 016913 were not imed when they were written,
9. Review of the medical record revealed the é
facility admitted Resident #8 on 07/22/11 with :
diagnosis which includad Alzheimers Disease,

| Hypertension, and Ostecarthritis. Continued
review of the record revesied physician orders

writterr on 09/04/13, 09/05/1 3, 10007113, 11/0413,
11313, 1M/284 3, 01414714, and 02/05(14 were

: not timed when the orders were received,

10, Review of the medicat record revealed tha
faclity admitted Resident #10 on 02/22/08 with

; diagnoses which included Anemia, Alzheimer's
Disease, Hypertension and Anxiety. Continued

; review revaaled physician orders written on :

C12103113 and 12104113 were not documented with
the time the orders were received. '

- Interview with the Director of Nursing {(DON) on

- (2100114 at 700 PM, revealed it was her

i expectation for written physician orders to inciude |
the date and time, ard the signature of the nurse

. receiving the order. She ackrowledged she had

“failed to time orders she had written. She stated
she did not recall if faciiity policy snecified the
tinie was © be documented when telephone

. orders were takearn.

.
JENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, 59358-0391 :
STATEMENT OF DEFICIENCIES (X1} PROVIOERSUPPLERICLIA ] 1X2] MULTIPLE CONSTRUCTION (X3 DATE SURVEY |
ANE PLAN OF CORRECTION IDENT FICATION NURMBER A BUILDING COMPLETED
o B3 W
185322 B. WING _ 02/07/3014
NAME OF PROVIDER GR SUPPLIER STREEY ADDRESS. CITY, STATE. ZIP GODE
ROSE MANGR HEALTH CARE 3057 NORTH CLEVELANDG ROAD
LEXINGTON, KY 40515
) 10 SUMIMARY STATEMENT OF DEFICIENCIES 13 PROVIDER'S PLAN OF CORRECTTION ey i
PREFIX | (EACH DEFICIENCY MUST 8F PRECECED 8Y FULL PREFIX fEAGH CORRECTIVE ACTHON SHOULD BE COMPLETION
A% REGULATORY OR LSC BENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bars
DEFICIENGY)
F514

FORKE {MS-2567102.9%) Previous Versions Obsolete Eant 100 SKYWH

Faciy 10 100115 if continuation sheet Page 17018



Mar 12 1402:36p Rose Manor HCF BAGZLOPR3S p.22
) , PRINTED: 02i21v/20°4
OEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND. 0935-0391
STRTEMENT OF DFEFICIENCIES {X1h PROVIDE RISUPPLIER/CELA (X2} MULTIFLE CONSTRUCTION X3} DATE BURVEY
AND PLAN OF CORREUTION OENTHFICATION NUsER: A BUILDING COMPLETED
185322 B. WING : 020772014
SEKME OF PROVIDER OR SUPPLIER STREEY ADDRESS. CITY. STATE. ZIP CCDE
3057 NORTH CLEVELAND ROAD
as R HEALTH CARE
ROSE MANOR HEALTH C LEXINGTON, KY 40516
XD SUMMARY BYTATEMENT OF DEFICIEENCIFS D . PROVIOER'S FLAN OF CORRECTION s
PEEEL (EACH DEFICIENCY MUST BE PRECEOSDIBY FLULL BRECD {EACH CORFFCTIVE ACTION 8+0ULD BE COMPLETION
TAG REGULLATORY QR LSC IDENTH YING INFORMATION} TAG CROSS-REFERENCED 7O THE APPOIERIATE OATE
DEFICERCY:
F 514

F 574 Cortinued From page 17

FORBA CMS-Z58TH02-84) Previous Wersions Doscieta Bvent (D v 1

Faciliy 1D 10015 If continualion sheet Pege 18 of 18




