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F 480, Continued From page 119
- Administration was notified of the allegations, i
' The DON revealed she had not obiained a written ;
i statement from SRNA #1. She stated SRNA#T !
. had been off work on 02/25/14, had been
“ suspended on 02/26/14, and had not returned to
- work until 03/04/14. The DON stated the facility
- had not provided follow up abuse inservices or
; re-education for staff including SRNA #1 and
, SRNA#2 following the investigation.

i Interview, on 03/05/14 at 7:15 PM and 03/08/14
“al 4:30 PM, and 03/11/14 at 3:14 PM with the
t Administrator revealed the DON cailed him on ;
. 02/25/14, and stated she was informed SRNA #2 |
' had been working with SRNA #1; and felt SRNA |
. #1's language to the residents was inappropriate,
According to the Administrator the DON felt ;
i SRNA#2's allagation rose to the level of abuse, |
Further interview reveated the DON Informed him
 the allegation was made on 02/25/14; although |
i the incidents had occurred five (8} days earlier, i
o 02/20M14. He stated he fold the DON, she and
Hthe S5 Director were to go ahead and attend |
_conference the next day; and he would fook into
! the allegations the next morning. The
; Administrater stated SRNA #1 worked on
“02/25/14, so he decided ta wait for the DON o
start the lnvestigation when she returned to the
fachity on 02/26/14, since the perpetrator would
! not be working until the weekend, Continued ‘
. Interview revealed the DON and Lhe SS Director |
" did not return to the facility untlf 02/27/14, and this
- had "put them a day behind” with the
“ivestigation. He stated he was awars the facility
i had about twenty-four (24) hours to report .
I, allegations io the State Agencies; but his thinking !
- was clouded because he felt if was not fruly
; abuse. He indicated he thought it had all been ;
_due to a confiict with staff, betwaen SRNA #1 and |

i
£
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480 Continved From page 120

RN #1. The Administrator stated the investigation

: consisted only of talking to interviewable
residents, including Resident #12 and #15 and

‘ Resident 1 (slster and roommate of Resident #1)

1 on 02/27/14, and Yater interviews were obtained
with other interviewable residents. He stated a
fwritten statement was not oblained from SRNA
. #1; however, it should have been as part of the

facility's investigation. According to tha

- Administrator, all the staff who worked the
. evening of 02/20/14 should have beean
“interviewed and statements obtained, He
. Indicated he feit the facitity should have

i

5 complated a more thorough investigation inta the

: allegations made on 02/25/14; to have included

the interviews with all staff involved and warking

“that night. He stated SRNA #1 came to work on

: B2/26/14; however, ha thought she had not been
scheduted to work again until the weekend, and

"had not contacted her refated to suspending her

_ pending the investigation. The Administrator

' stated someone notified him SRNA#1 had been ;

: an the unit working on 02/26/14; and he statad he )

“had her brought to the office and suspended her

“atthat ime. Continued interview and review of

. the "Combined Incident Report/Final Report” form |

" with the Administrator revealed he had nistakanly |

i indicated the incidert date was 02126/14; butit

“should have been 02/20/14. Ha stated he was

funsure of why he left out the physical abuse of

. Resident #1 on the "Combined Incident

* Report/Final Report" which ha submitted to the

i State Agencies on 02/28/14, The Administrator
slated investigations of abuse were io be

: thoroughly Investigated and reported timely. In

. addition, he stated the State Agencies should ;

“have heen notified timely, the investigation should !

« frave been more thorough, and the alleged

_perpetrator should have bean suspended pending
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_ Investigation at the time Administration became :
"aware of the allegation because there was the -
- potential for harm of residents if tha Abuse Policy |

_was not followed.

. The facility provided an acceplable credibla

' Allegation of Compiianca {AOC), on 631214 ,
i which alleged removal of the Immediate Jeapardy
. 0N 03/07/14, Review of the AOC revealed the i
“facility implerentad the following:

1. The investigation was reocpened on 03/05/14,

' Residents #12 and #15 were re-interviewed with

; additional questions by the DON, Administrator
~andfor Social Services {58} Director on 03/06/14. ;
* Resident #1's roommate, which was the
; resident's sister was interviewed on 03/06/14, by |
* the DON because Resident #1 was ot ;
i Interviewable. During the resident interviews on !
- 03/06/14, no complaints or allegations against |
| State Registered Nursing Assistant (SRNA) #1 :
; were received. Other residents under the care of |
 SRNA #1 with a Brief Interview for Mental Status
i (BIMS) score of eight {8} or above were also ) ,
interviewed from 03/01/14 to 03/06/14 by the

[ DON, Administrator andfor 88 Ditector with no : . ;
. compiaints noted. Al tha staff working on the ? 5
" same hall as SRNA #1 the evening the alleged
; abuse occurred were interviewed by the DON,
Administrator or S8 Director on 03/06/14 and no ;
F complaints or concerns were verbalized, .
2. SRNA#2 was counseled by the DON
 immediately via phone on 02/25/14, and in writing .
“on 02/28/14, regarding compiiance with the
Hacillty's Abuse Policy; and the reguirement of
_immadiately reporting all suspected abuse. The |
' DON received education by the Nurse Consultant
If continuation sheet Page 122 of 154
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s requirements on reporting and Investigating

‘received in-service education by the Nurse

; Consultant on investigation and reporting of

. abuse on 03/06/14. The re-education inclided,
 but was not limited to: identification of events
requiring investigation; protecting residents;

¢ Interviewing residents, staff and al witnesses;
~and timely reporting of allegations and findings.

- All facility staff licensed and unlicensed received
Hin-service education on abuse and on i
. abuse policy, which included: immediately

' reporting any suspected abuse, neglect,

t exploitation or misappropriation; and protecting

' DON, Administrator and S§ Director on 03/05/14

clock in or work until compleling the in-service
education. The facllity does not utilize agency

i staffing,

'3, Awaekly skin assessment berformed by the
i Charge Nurse on 02/22/44, for Resident #1

; revealed no suspicious bruising or marks which
“would indicate physical abuse. Routine skin

{ assessments performed 02/21/14 through

! no suspicious bruising or signs of potential
physical abuse of the residents who might have

: recaived care by SRNA#1, 02/20/14 through
" 02/21/14 or any other em ployee.

i 4. The investigation was concluded on 03/06/14
. with the findings unsubstantiated based on the
*interviews with Resident #12 and Resident #15

; and other cognitively intact residents which

_#1's roommate/sister had been interviewed and

‘ residents, The re-education was provided by the |

through 03/06/14. Any staff on leave, vacation, or
unavailable for the in-service would not be able to

Q227114 by the Charge Nurses on duty, ravea!ed_g'

; revealed no verbal abuse by SRNA #1. Resident :

CAMBRIDGE FLACE
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F 490 Continued From page 123
~denied any abuse by staff.

5. All reported allegations were to ba reviewad by !
- the facility's investigation team including the ;
“Administrator, SS Director and DON immediately
* during normat business hours to determine which |
¢ leam members would investigate, and report the
; allegation to the required authorities. During off
“hours, staff was to notify the DON and/ior

{ Administrator immediately via phone: and the

- DON and/or Administrator would determine who
- should investigate and report. The Administrator ;
" was o report all findings of the facility's '
tinvestigation team to the Nurse Consultant upon f
: conelusion of the team review, within five (5}
- working days of the allegation, to determine that
Fall necessary investigation and reporting

i intetventions had been initiated.

6. The Continucus Quaiily Improvemeant {Calh
Findicator for the monitoring for compiiance with .
the components of the abuse regulation, including |
. but not fimited 1o investigating and reporting of
ahuse, was to be utllized with each allegation of ;
¢ abuse weekly for four (4) weeks, than monthly for
four {4) months and then quarterly thereaftar i
“under the supervision of the Administrator,

i Resulls of each abuss allegation CQ! indicator

: was to be presented by the DON, Administrator
"or S8 Director or designee; and reviewed with the |
QA team as part of the dally meetings Monday j
s through Friday, Failure to meet the established |
“threshold of ane hundred percent (100 %) on the |
L CQ! indicator tool would resulf in imervention; and |
Fan immediate Internal plan of correction to
- address the identified areas of concern, The :
Cfindings of the completed CQ! indicators wers to

' be reviewed by the contracted Nurse Consuitant

: with monthly visits, to defermine that ailegations
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F 490, Continued From page 124
“were investigated and reported as indicated. The
F effectiveness of the facility's administration would ;
be monitored through the CQJ process. Results
“were to be reported to the QA Committee by the
_ Administrator, DON, S8 Director or designee.

: 7. The facility's QA team with the Medical
Director convened on 03/06/14 to review the
i circumstances of the allegations, and all
“interventions which had been and were to he

fimplemented by the facifity.

'8, The Contracted Nursing Consuitant and or ;
: Nursing Home Administrator (NHA) consultant will
" conduct an evaluation of the facility's CQI i
: program monthly for three {3) months, then

“annually thereafter. Results will be reported to

! the QA commiilee.

" The State Survey Agency validated the
implementation of the facility’s AOC as follows:

1. Review of the facility's documentation revealed |

the investigation had beer re-opened. Review

revealed Resident #12 and Resident #15 werg

re-interviewed on 03/06/14 by the SS Director

| with additional specific questions and no .

concerns identified. Review of the documentation !

{ revealed Resident #1's roommate/sister had been
re-intarviewed on 03/06/14 by the S8 Direcior '

i with no concerns noted, Additionaly, review

. revealed seventeen (17) other residents with a

| BIMS of elght {8} or above had been interviewed ‘

» between 03/01/14 and 03/06/14 with no coneems |

“identified. Further raview revealed gll staff

i members who had worked the West Wing

“avening shift an 02/20/14, where SRNA#1

; aliegedly abused residents, were interviewed and
had signed Witness Statements, dated 03/06/14. .
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L2, Review of the "Im
: 02/26i14, roveal
_for not reporting
" immediately in r
i another SRNA: and for not followin
- refated to abuse. The Plap was marked as “first
. counseling” and signed by the DON on
¢ Continved raview revealed the DON had
i attempted to provide & writien colunseling with
. SRNA#2 on 02/26/14; however the employee

“refused to sign it.

. Interview with the DON on 03/13/14 at 220 PM,
revealed she had talked to SRNA #2 abaut abuse
fon 02/28/14 and attempted to have her sign a

, written counseling; however SRNA #2 had

refused to sign it.

cencerns to the supervisor
egards to verbal remarks from

i Review of a sign-in sheet datad 03/06/14, .
revealed the Administrator, DON and SS Diraclor |
had attended the Nurse Consultant's inservice on |

i abuse,

- Interview with the DON on 03/13/14 at 11:30 AM
. revealed she had received an inservice from the
; Nurse Consuitant on 03/05/14 and 03/06/14 via
" phone conference call, She stated the Nurse ;
! Consuitant educated her on abuse, investigation i
i of abuse, getting statements from residents and
_ staff related o the incident; and regulatory )
requirements. She stated the Nurse Consultant |
[ had also talked about events which would require
; investigation, types of abuse, how to suspeat ;
_abuse, protecting resldents, and reporting abuse |
‘ to State Agencies, i
[

. Interview with the Administrator on (3M2H4 at

[ 5:27 PM, and the S8 Direcior on 03/12/14 at 4:29

bFrovement Plan" datad i
8d SRNA #2 had heen counseled

g facility policy
02/28/14, |
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- PM, revealed they had a conference with the ;
“Nurse Consultant on 03/06/14: and were

! educated on identifying abuse, the different types
. of abuse, what needed to be investigated, ;
' interviewing ail the staff waorking with the ;
i residents, interviewing residents, having staff turr |
;i 2 written statement related to the abuse,
_reporting abuse and time frames for reporting

i abuse,

Interview with the Nurse Consuliant on 03/13/14 :
Fat 9:30 AM, revealed she had given training to the :
Administrator, SS Director and DON on 03/06/14.
. She further stated the raining on abuse had !‘
*included identification, documentation, conducting )
! interviews, investigation, and timely reporting '
. requirements of abuse.

¥'s inservice education related |
1
i

| Review of the facilit
. to abuse revealed it had included the policies on

" abuse, reporting and investigaiing abuss,

: examples of ahuse. Review of the facility's

. documentation revealed staff had taken a post
test after the education and signed an
acknowledgement form. Continued review of the
. documentation revealed staff attendance :
" signatures which indicated they had received the |
: abuse inservice on 03/05/14 and 03/06/14. j ;
. Further review of the inservice education sign-in ' ]
' sheats revealed dietary, housekeeping, nurses, ;
: SRNAs, office staff, activities, 5SS, medical ;
records, laundry and therapy staff had received |

the education. Additionally, review revealed siaff 5

{ who had not received the education on 63/05/14 i
- and 03/06/14 were Inserviced prior to returning to :
“work on 03/07/14 through 03/13/14, '

interview with the Staff Develapment Nurse on :
03/13/14 at 2:06 PM, revealed she had a master _
Everd 10: PBOZ T Facility IB: 100461
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¢ list of staff with signatures of everyone who had ;
, been inserviced; and she had inserviced ;
" everyone who had worked so far. The Staff ‘ !
i Development Nurse stated the facility had some :
""PRN" (as needed) staff who had not worked ' i
i since 03/05/14; and she would Inservice those

. staff before they worked. According to the Siaff

* Development Nurse, the staff abuse inservice

i covered types of abuse, protecting residents,

immediately reporiing abuse; and to who anid

fwhen to report suspected abuse,

“Interviews on 03/12/14 with SRNA#8 at 3:20 PM; } ;
| SRNA#6 at 5:10 PM: SRNA #10 at 5:15 PM; : )
| SRNA#9 at 5:56 PM; SRNA#11 at 5:25 PM; f
“LPN#S at 3:44 PM: LPN #12/Unit Coordinator i
| Easl Wing at 4:30 PM; LPN #6 at 4:50 PM; LPN #!

10 at 4:53 PM; LPN #8 at 455 PM; LPN #7 at

' B:50 PM; RN #2/Unit Manager West Wing at 5:35 °

i PM; Activity Director at 3:45 BM; Activity Assistant |

Cat 4:05 PM: Housekeeping Supervisor at 4:15 ! i
[ PM; Laundry Personnel #1 at 4:20 PM: Laundry ;
. Personnel #2 at 6:10 PM: Director of Dietary 4:25 | f
+ PM; Dietary Aide #1 at 4:30 PM; PM Gook at 4:32 '
+ PM; Adminisirative Assistant at 5:10 PM; : ;
' Bookkeeper at 5:15 PM; and Maintenance ’
: Director at 5:40 PM revealed they all had been
_ in-serviced on types of abuse, Suspecting abuse, |
" protecting residents and immediately reporting

i abuse; and to whom to report abuse. ?

i Interviews on 03/13/14 with SRNA #15 at 0:00

 AM; SRNA#12 at 9:20 AM: SRNA #13 at 9:36 ;
PM; SRNA#17 at 9:46 PM: SRNA #14 ot 1006
(AM; SRNA#1 at 10:34 AM; SRNA #5 at 12:23 |
PM; SRNA#16 at 12:35 PM: SRNA #2 at 123
i PMLLPN # 11/House Supervisor at 8:50 AM, LPN ;
#13 at 10:55 AM; LPN #12 at 10:26 AM, LPN#q ¢
at 2:24 PM; LPN #14/Quaiity Assurance Nurse at |
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. 2:54 PM; RN #4 at 8:43 PM; RN #5 at 9:56 PM:
RN #6 at 11:08 PM: Maintenance Assistance at
£ 8:05 AM; Laundry Personnel #3 at .15 AM;

. Speech Therapist at 10:20 AM: Floar Tech at
£10:30 AM; Housekeeping Personnel #1 at 10:45
- AM; Business Office Manager at 10:50 AM; and
MDS Coordinator at 12:60 PM revealed they alt
" had been in-serviced on types of abuse,

: sUspecting abuse, protecting residents and

’ imrmediately reporting abuse: and to whom to

"report abuse.

" 3. Record review revesled 3 weekly skin

i assessment was completed on 02/22/14 for

. Resident #1; which had no documented

" suspicious bruising or marks that might have i ‘
i indicated physical abuse. Record review
. revealed routine skin assessments had been

- completed on 02/21/14 to 02/27/14, for all ;
 residents cared for by SRNA #1 on 02/20/14 and |
|02/21/14, with no documented evidence of 5
| suspicious bruising or signs of potential physical
_abuse noted.
i 4
4. The facility's re-investigation was reviewed and |
revealed interviews had been conducted with ;
i Resident #12 and Resident #15, and other ;
. cognitively intact residents and had revealed no 1
fcomplaints of verbal abuse by SRNA#1, In i
- addition, Resldent #1's roommate/sister had been |
_interviewed by the faciiity and denied any ahuse

i by staff of herself or Resident #1.

“nterviews on 03/12/14 with Resident #12,

i Resldent #18, Unsampled Resident L, who was

. Resident #1's roommatefsister, and other f
* cognitively intact residents verified they had been
s Interviewed by facility staff in regards to any staff |

. abuse,
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“nterview with the Administrator on 03/12/14 at

1 5127 PM, and the DON on 03/13/14 at11:30 AM,
_revesled they had obtained statements from the ,
‘residents who had been involved in the

. allegations; and from other interviewable
‘residents who had been cared for by SRNA #1.

i The DON and Administrator both stated the
_facility had not been able o substantiate any of

"the abuse allegations.

5. Interview with the SS Director on 03/12/14 at
4:29 PM, with the Administrator on 03/12/14 at
; 5127 PM, and with the DON on 03/13/14 at 11:30
- AM revealed allegations of abuse were to be
! reviewed by the investigation team and :
. investigations were to be started immediately
" during normal business hours and the tasks
; would be delegated, The interviews revealed ,
" during off hours staff was to notify the supervisor |
i Who waould contact the Administrator, SS Director ;
“or DON; and they wouid direct the supervisor on
 the Investigation, and a member of the
_nvestigation team would come In. The
- Administrator stated the findings of the faciity's
; investigation would be reported to the Nursae
“Consuiltant during the investigation, and as soon
i as the Investigation was compieted for her
_review. Further interview with the Administrator ;
frevealed he, or in his absence the DON, 88
; Director or designee, would do the reporting to :
the required authorities within the reguired time

iframes.

i

“nterview with the Nurse Consultant on 03/12/14

; at 5:45 PM, revealed the facility's investigation
team wauid complete the allegation of abuse

investigations, and the Nurse Consuitant would

: be nofified of the findings. The Nurse Consultant | ,

Event ID: PAOZ 14 Facility I0r 100481
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stated he/she would review the facility's
Finvestigation to ensure initial reporting had f
; beeurred and to ensure the investigation had . :
" been completed within the five (8} day time frame

| for reporting to the State Agency.

' 6. Review of the facility's CQI Indicator for Abuse
: Reporting and Investigation tool revealed the :
components of the abuse regulations were
included in the tool: and the toof had a threshold

; goal of 100%. In addition, the Evaiuation of CQI

* Pragram tool used to determine if the CQ)

i Indicator toot outcome had been successful or if

. corrective actions were needed was also

" reviewed,

Interviews with the Administrator on 03/12/14 at

5:27 PM and the DON on 03/13/14 at 11:30 AM, -
; verified the facility would utilize the CQJ Indicator ‘ :
 tool when conducting the abuse investigations at . i
i @ minimum weekly for four (4) weeks, then f
_monthly for four (4) months and then quarterly
f thereafter as per the AOC. The CQI Indicator tool |
- would be utilized for a fonger petiod of time if ‘
| necessary which would be determined by the QA |
| Committee. The interviews with tha DONand

Administrator revealed the COI tool would take | .
: them through the abuse protoco! steps; and at the;
- end of the investigation it would help them make : :
' sure they had taken the appropriate aclions. The | i
; Administrator sfated the CQI team would ;

supervise the CQI monitor: however ha was ; )
{ ultimately responsible. The Administrator stated
; during abuse investigations the CQI too] results :
- would be prosented to the QA team at the daily :
i meetings Monday (hrough Friday; and to the QA ; ‘
" Committee monthly. He stated if the estabiished
 threshold of 100% was not met, they would ‘
: determine what had gone wrong and sefup a

Evenl I0: PAOZY1 Facilty i0: 100461
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“ plan of correction. In addition, the Administratar
; stated the completed CQI teof would be reviewed '
by the Nurse Consuitant monthly to determine
* that allegations were Investigated and reported
P appropriately and that thresholds were met.

. Interview, on 03/13/14 at 1:54 PM, with the QA

" Nurse verified the CQI too! for abuse results

twould be reported to the QA Committee at the

: monthly meetings. In addition, she stated jf the

. CQl indicator did not meet the threshold they

would analyze why it had not met the threshald;

+ and put together an action plan to resolve the il

. area of concern.

| 7. Review of the 03/06/14 QA Committee Meeting :
- Minutes, no time noted, revealad the QA team :
_had communicated with the Medicat Director via

' phone call and discussed the two (2) altegations
i of verbal abuse, and one {1} allegation of physical |
. abuse which had oceurred on 02/20/14. :
' Continued review revealed the Medicai Diractor |
i was Infermed the allegations were not reparted hy|
; the SRNA until 02/25/14 because the SRNA could ;
‘ot find a nurse to report the allegations to. In
[ addition, review of the meeling minutes revealed
i the QA team and Medical Director discussed
- what the facility had done to ensure the safety of i
! afl residents, and had started the abuse
j investigation process. ?

“Interviews with the Administrator on 03/12/14 at
: 5:27 PM and with the DON on 03/13/t4 at 11:30 ,
. AM revealed the Medical Director was contacted |
- 0n 03/06/14 regarding the abuse allegalions,
finterviews, what the facility had put in place and
: the reporting of the abuse,

"interview, on 03/08/14 at 11:30 AM, with the

F 4905?

!
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. H i - !
' Medical Director revealed he was made awars of ;
: the Immediate Jeopardy (14} situation at the d ;
facility on 03/06/14. He stated the facility had i
! discussed with him what had accurred; what the ‘
: facility had done so far: and what theywould be | ! 4
implementing. ;
, 8. Interview, on 03/12/14 at 5:45 PM, with the
Nurse Consuiltant verified the Nurse Consultant
i would conduct an evaluation of the facitity's CQ|
; Program on the monthly visits for three {(3) i
" monihs, then annually thereafter, According to ;
« the Nurse Consultant the results would be ;
reported ta the QA Commities. ¥ 514 |

F514° 48375(!)(1) RES . F 514; Resident records :

S8=E RECOREZ}S@GMPLE?E/ACCURATE/ACCESE:!B | complete/accurate/aceessible. l

: LE : (1) The facility must maintain 51

: ) ¢ clinieal records on each resident i

i The facility must maintain clinical records on each; j Inaccordance with accepted professional

resident in accordance with accepted professional’ . standards and practices that are--(i)

 standards and practices that are complete: i I Complete; (if) Accurately documented;

, ccurately documented; readily accessible: and ; i (i) Readily accessible; and (iv)

" systematically organized. : Systematically organized, F
. , w " N 353 902 KAR 26:300-15(103a)1. f
. ,The Chm,cai m(?ord T“US‘ Com.am S%Jfﬂczent 1 i Seetion I5. Adwministration(Y)Clinicat |
" information to identify the resident: a record of the k . records. (a)The facility shall maintain |
 resident's assessments; the plan of care and : ' clinical records on each resident in |

sarvices provided; the resulls of any i accordance with accepted professional f

! preadmission screentng conducted by the State; standavds and practives that are: 1, /
. and progress notes. Complete; ;
) Criteria #1 -Podiatry progress notes i
' . have been obtained and documented in

. ) the charis of residents seen for these
. This REQUIREMENT is not met as svidenced serviees.

by . o _ o Criteria#2 Al residents undor the !
i Based on record review and interview, and eare of the Podiatrist had the potential to I
. review of the faclity's written contract with tha be affected by this alteged deficiency, |

' i : I

¥
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. Podiatry Service, it was determined the facility
faited to maintain a clinical record for each .
i resident that was complete. Record review, on |
; 03/08/14, for twe {2) sampled residents (#17 and |
#22) and twelve (12) unsampled residents (A, B, |
PG F G UK L O, Q Rand 8) revealed no ‘
; Progress Notes were on the charts related to the
_ Podialrist's evaluations of the residents on ;

Lo1/07/14.

:
i

' The findings include:

. Inferview with the Medical Records Staff Member §
" on 03/08/14 at 6:00 PM, and the facility's ;
i Administrator on 03/08/14 at 6:40 PM, revealed |
, the faciiity did not have a specific policy refated to |
! required documentation by cutside service i

i providers,

! Review of the written Podiatry Agreement, signed |
i by the facility's Administrator on 10/18/41 and by
" the President of the contracted service on
{10211, revealed services provided were o be
documented “in a manner and at a {evel
"acceptabls to the facility and regulatory ,

; autharities”,

f Record review conducted on 03/08/14 for ;
; Sampled Residents #17 and #22, and Unsampied:
‘Resitdenis A, B, G, F, G, 4K L O Q Rand 5
i revealed verbal orders for medications wers ;
. taken from the Podialrist on 01/07/14 for each of
“the residents. Continued review revealed no
i documented evidence of Progress Notes i

describing the assessmani findings during the
' Podiatrist's visit were present on the residents’ |

: charts.

i

! Inferview with Medical Records Staff Member #1,

F 8141 Criteria #3 ~The SSD had a meeting f
E with the Podiatrist to discuss the peed

' for documented progress notes for alj {

| Podiatry services provided. These wifl ]f

- be provided to the facility by the i

! Podiatrist within 1 weekc of provision of |

i the podiatry services, ;

! -Medical records staft j
have received inservies education from i

i

I

,i the SDC on the need to file all medical
! records, including the podiatry progress i
; notes in the resident charty upan receipt, |
s provided on 4/2/14. |

¢ Criferta#d  —The CQI Tool is included
¢ for review as Attachment N-14
The CQItool addresesss compliance with the entire
regulation, and will be completed monthly |
X 6 months and then quarterly thereafter {
|
i

under the supervision of the DON. Results
of the audits will be reported to the QA
Committes by Department Hends monthly
E for six (6) months and quarterly thercatier. ]
* Ifan accepted thresheld of conpliance, as ’
referenced on the CQI Tool, is not achicved, J4
v the appropriate Department Head shail ;
! immediately develop and oversee 2 j
corrective plan, The details of the corrective
. plan will be reported to the QA Committes, I3
¢ with updated audif results, af the next ;
monthly meeting. If appropriate /f
/

compliance is not achieved at thar lime, the
tesponsible Depariment Head will face
personnel action, , In addition,

the facility utitizes CqQl tools specific to aspects
of care (i.e, tube feedings, wounds, pain, the
RAY process, elc} that review inclusion of the
documentation related fo that aspect of care

In the medical recard. These tools are completed
by the assigned department head in accordance i
with the facility CQI calendar, and are reviewed i

inthe QA committee as | dentified above, I

I
ii
,E.
"E
{
i
]
!
i
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on U3/08/14 at 6:00 PM, revealed she was not
"'sure of the process for receitving the Progress

i Notes after a Pod
did rot come to Medical Records unifi after they

" had been reviewed and signed by the nurse and
+ the practitioner, Continued Interview revealed
- she had not received any Podiatry Notaes for

L 01/07/14.

, Interview with the Social Worker (SW), on
03/08/14 at 6:07 PM, revealed outside

! consultanits, including the Podiatry Service, left

i their Progress Notes with her hefore leaving the

, building. She stated she did not have any notes
" from the Podiatry visit on 01/07/1 4. Continued
tinterview revealed she had not redlized the notes
; were missing until pointed out by the surveyor,

i Interview with the Director of Nursing (DON), on
,03/08/14 at 6:35 PM, revealed the Podiatrist
 visited the facility on 01/07/14 and saw residents

residents listed above. Sha stated she knew the
' Podiatrist had frouble with har computer that day
i and was unable to complete her rotes ds she

saw residents. Continuad interview revealed the
' DON did not see the Padiatrist when she lefi the
i facifity, and was not aware if the Podiatrist made
; &Ny comment to anyone about providing the

"notes at a later date.

 Interview with the Administrator, on 03/08/14 at
1 6:40 PM, revealed he was not aware of the

i missing Progress Notes prior to surveyor

, frtervention. He acknowledged the facility's
*contract with the Podiatry Service included the
t provision of documentation related to services

i provided to the residents,

atry visit, She stated the Notes .

i throughout the facitity, Ineluding the fouriean {(14)

i

i
}
H

i

H

1 :
Fs 4? Criteria #5

|

April 9, 2014, 1

:
—
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F820; 483.75(a)(1) QGAA

i

§8=K . COMMITTEE-MEMBERS/MEET |

* QUARTERLY/PLANS
I

A facility must maintain a quality assessment and
| assurance committee consisting of the direcior of i
' nursing services; a physician designated by the ;
?E facility. and at least 3 other members of the

¢ facilily's staff,

' The quality assessment and assurance . ;
{ committee meets at least quarterty to identify |
issues with respect lo which quality assessment
Yand assurance gctivities are necessary; and
bpropriate plans of
uality deflciencies. |

5

i develops and implements a
. action to correat identified q

i ABtate or the Secretary may not requife
disclosure of the records of such committes I
 except insofar as such disclosure is related to the [
j compliance of such committee with the :
tequirements of this section, I

! ' ¥ 4
; Good falth attempts by the committee to identify

and correct quallty deficiencies will not be used as|

i a basis for sanctions. I

I
! ;
" This REQUIREMENT s not met as evidenced
i by

, gased on interview and record review it was o
" determined the facility failed to maintain a Quality ;
| Assessment and Assurance (QA) Program that ;
developed and implemented approptiate plans of |
“action to correct quality deficiencies ag evidenced |

| by repeatad deficiencies in regards to failure fo j
. ensure abuse pofices were implemented for thres ;

i

j
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F 520! .
FS200  Assurance 4
i i

commntittee meets at fegst quarterly tp
identify issues with respect o which
guality assessment and assurance :
activities are necessary; and develops )
and implements appropriate plans of '
action to correct identified quality
deficiencies,

The quality assessment and assurance j

N 380992 KAR 20:300-15(1 32, i
Section 15, Administration (13)Quadity ’
assessment and assurance,

(b)The Guality assessment ang i
assuranee comuiftee: E
2. Develops and implements ;
Appropriate plans of uckion to corvect P
identificd quality deficiencies, f !

Criteria I: -SRNA #2 made twa |
allegations of verhal abuse and one ;
allegation of physical abuse on 2/25/ 14

al 10:30pm to the Direstor of Nursing j
(DON). the DON immediately began !
aninvestigation. SENA #1 {the

empleyes whom the allegation wag {
made against) wag suspended on 2/76/14 |
al approximataly 3pm by the NHA. The
investigation eoncluded on 2/28/14, and j i
was determined o be unsubstantisted }
{see bullet point below for basis for

allegations to be unsubstantiated), [
The Lexington Regional OIG office l :
Wwas notified of the alfegations and the

the facility’s findings on 2/28/14, [

-The investigation was re-
aperned on 3/5/14.

i
-Residents #1 2 and #15 were {
interviewed again with additional questions {"
by the DON, NITA and/or the §81) on 3/6/14,]
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[ F 8200 Residents #12 and #15

F 520 Centinued From page 136
' (3) of twenty-one {21}sampled residents

i (Resident #1, #12 and #158). ;

" The facility failed to ensure aflegations of verbal
tabuse of Resident #12 and Resident #15; and an
i allegation of physical abuse of Résident #1 had ;
. been reporiad immediately to the Administrator |
"and to the State Agencies in accordance with

! State law. In addition, the faciiity failed to ensure ;
. all these allegad violations were fully investigated; -
“and failed to protect rasidents in order to prevent |
Further potential abuse whiie the invesfigation was 1

i progress. (Refer to F-225, F-226, and F-490), {

i

: The facility's failure to ensure the Quality
I Assessment and Assurance {QA} Program ,
; developed and implemented appropriate plans of ?

_ action to correct quality deficiencies was iikely to |
i cause risk for serious infury,

harm, impairment, or |

j death. The Immediate Jeopardy was identified
on 03/05/14, and determined fo exist on 02/20/14. !

! The facility was notified of the fmmediate i
f Jeopardy on 03/05/14. ;
[ 'The faciiity pravided an accepiable Cradible !
i Alfegation of Compliance {AQC)Y on 03/112/14 with ;
the facility allaging removat of the Immediate :

| Jeopardy on 03/07/14. The fmmediate Jeopardy !
; was verified to be removed on 03/07/14, prior to ;
exiting the faciiity on 03713714, with remaining !
I non-compliance at 42 CFR 483.75, i
; Administration, F-520, with a Scope and Severity ;
“ofan "E", while the facility develops and :
! Implements a Plan of Correction, and the facifity's |
« Quality Assurance continues to monitor to ensure |
'residents are free from abuse. :

{ In addition, the facility failed to maintain a Quality :
!' Assessment and Assurance {(QA) Program that ;

2/27/14. No signs of emotional or any
fype of distress or changes were noted,

~Resident #1 is not
i interviewable. Her roommate js her
sister and was interviewed on 2/27/14

' and 3/6/14 by the DON.

;A weekly skin assessment

" performed by the unit charge nurse on
2/22/14 for Resident #1 revealad no
suspiclous bruising or marks that
would indicate physical abuse.

-Routine weekly skin

: assessments performed 2/21/14-2/27/2,
by the charge nurses oa d uty revesl o

have received care by SRNA #1 on
2/20/14 and/or 2/21/14 {the day the

‘ suspension),

; -Turing the resident
P interviews on 2/27/14 and 3/6/14, the

#1 or any other employee,

-All staff working on the

[ Samo bail as SRNA £2 when the alleged
verbal abuse cecurred were inferviewed

by the DON, NIA and/or Social

Services Director (SSIY) on 3/6/1 4; no

complaints or concerns were raised,

|

i

P were assessed by the DON and 8SD> an

sushicious bruising ot signs of potential
physical abuse of the residents who may

i allegations were to have happened and

the only day SRNA #2 worked prior to

residents interviewed did not rake any
cornplaints or allegations against SRNA i

8
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F 520" Continued From pags 137 F 8200 -SRNA#2 was counseled by J
t developed and implemented appropriate plans of | i the DON via phone an 2/25/14 and in
i : writing on 2/28/14, regarding strict

. action to correct quality deficiencies as evidencad ; © compliance with the facility s Abuse
: H ime § I, i —
by repeated deficiencies in regards to the facility's | '~ policy and the requirement of immediatoly
reporting ail suspected abuse,

{ infection conirol program,
-The DON received
education by the Nurse Consulitant on

[ The findings include: i
]
3/5/14 regavding the regulatory /

" Review of the Quality Assurance (QA) Program :

1 Policy, undaled, revealed the QA Program was i Tequirements on reporting and

designed to identify, develop, ptan, implemant, investigating allegalion of abuse, |

i monitor and ensure corraction of deviations fram ! i L ;' -

; quailly. Further review revealed the QA + ~The invesifgation was concluded . .

' Committee was comprised of the Diractor of : ;oo 3{?@” t‘.‘fltthdthe findings remainiog |

| Nursing (DON), Administrator, Medical Director i o Hisibstanilated. 5 '
and at least three (3) other members of the ; { ~Dasis for allegations to be f

! unsubstantiated: Interviews with the 2 :

i facifity's staff, and was o maet at Jeast quarterly, 5
] ! residents involved with (he alleged I
verbal abuse (Residents # 12 & #1S)and | |

"1, Review of the Plan of Correction (POC) dated
other cognitively intact residents

i and signed by the previous Administrator on ! | f
" 06/04/13, with & com pliance date of 04/26/13, i ! revealed no verbal sbuse by SRINA # 1, |
 revealed all staff was inserviced on abuse and - | Theresident involved with tho alieged |
the facility's abuse policy, including, but riot i . physical abuse (Resident #1) is not [
Himited to: identification, protection of residents | ¢ ntewvicwsblo; her roommate/sister was Lo
- and reporting of abuse on 04/12/13 through ' ; ‘Ht?;Vi&W?féatld denfed any abuseby 1
104/16/13. All nurse supervisors and ; o wsident. Routine weekly skin |

) " 4 ? . : s assessment of Resident #1 on 2/22/14 by |
i administrative hurses recelved inservice i ! the charpe nurse showed no suspicions | |
" education on the investigation and raporting of | i bruising or signs of physical abuse, Skin } :
j abuse as provided by the DON and Assistant ; . assessments of ofher residents under fhe I
. Director of Nursing (ADON} on 04716/13, ! care of SRNA revealed no suspicious P
Hneluding but not timited ta: identification of events | ! bruising or sings of physica? abuse (refer = |

) to Criterin #2). Staff interviews as fisted

; requiring investigation; interviewing of rasidents, ; v !
! staff and all witnesses: and reporting of i } aboverevealed no concoms with '|

 allegations of findings. Continuad review of the ; ; SRNA’s care of residents, b
H » N H 1 H
- POC revealed alf allegations were to be reviewed ! f

i by the faclity's investigation team, Administrator, {
Social Service (SS) Director, DON and ADON, to |
[ determine which team membaers would 5
_investigate and report the altegation to the i

: raquired authoritles seven (7) days a week. The : ;
Event [k PEOZ1 Faciifty 10 100461

i
i
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F 5205 Continued From page 138 ;
. POC stated the Administrator woutd complete an |

F 5200 —An interdisciplinary ;
infection contro? team {which includes the PON, .

QA Infection Preventionist, West Unit Manager,

f ‘a!felgation‘chgc:k list detajling the rgquired staps of | Fest Unit Manager, SDC, Wound Care Nurse,
: the enves:ifgat:qn process from beginning to end to i PRI staff Dietary Manager and Housefee eping
. step the investigator through all aspects. if tha ; | Supervisor) has been established to monitor :
I Administrator was unavailable, the DON or §§ . and review all facility infections and to develop |-
: Director would complete the checklist. The PQC ¢ * plans of action for any trends, pattems or ;
" stated the Administrator was to complate an outbreaks that are identifiod. i
i altegation checklist audit for 100% of the : )
allegations made and investigated. The ¢ ~All infections for the
! Continuous GQuality improvement (CQN Indicator ; o last 30 days have been reviewed to
i for the monitoring of compliance with the : ; Identify any trends or patterns that

| i need to be addressed. Treatments

{ B
components of the abuse regulation would be have all been implemented a5 ordeced,
-Residents #17, 19, and 22 did not have any

i ulitized weskly for four (4} weeks, then monthly
thereaftar under the supervision of the ; i infections identified upon this review on 4/7/14 | |
: i

" Adminisirator. The findings of the completed

; allegation checldists and Gl Indicators would be i -Meal service is provided
by all staff utilizing infection control

“reviewed by the carporate contracted Nurse : .

! Consuitant with monthly visits, ! ' standards of practice for hand
sanitatios, s determined by meal

observations performed by

. However, there was ne doc
- facifity began an investigation untit 02/27/14, two
i (2) days after the Administration became aware of ! l
. the allegations. Review of the investigation form | :

i ) ¢ -Peri-care, cathefer care, } .

* standards of praciice as determined by
weekly, SENA Room Rounds,

LOn 02125114 atapproximately 10:30 PM, the . ; Tvation ! /
j House Supervisor, Registered Nurse (RNy#1, | - administrative nursing J /
. was nofified by State Registered Nursing | j staff performed on 3/31/14, 4/2/14 [
' Assistant (SRNA) #2, of another SRNA, (SRNA . and4r7ia, |
; #1) baving beern verbally abusive {o Resider #15 | ’ i
"and Resident #12; and physically abusive to i -Resident care/hygiene \I ;
I Resident #1 on 02/20/14 {five days earliar). ; i items are fabeled and stored jn b
umeitted avidence the | " accordance with infection control ;; :

" and interviews revealed the investigation of the ;
" aid wound care are provided in

; allaged abuse consisted of Interviewing Resident ! LC are pro
: accordance with infection control

12 and Resident #45 on D2/27114; other ; standards of practice as dofermined by

o . N N . $i i : 5 7 K

Hnterviswable residents were not interviewed unfil | care absarvations performed hy
administrative nursing staff on 3/24/1 4,

, 03/03/14. In addition, the staff who warked at the | ‘
time of the alleged events, including the alleged '
i berpetrator, SRNA#1 was not interviewed when \
. the facility was notified of the abuse allegations. ! ‘
{ Also, aithough Adminiskration became awars of k
Event 1 PEOE1Y Facifity iD: 100451

i

I

[
3/25/14, 3/26/14, 3/27/14, 3/28/14, :
3/29/14, 3/31/14, and 4/4/14,
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F 520! Continued From page 139

* the allegations on 02/25/14, the State Agencias
; were not notified of the verbal abuse aliegations
_ untif 02/28/14; and were not notified of the

t physical abuse allegation undil 03/05/14, _
: Additionally, Administration became aware of the i
_abuse allegations on 02/25/14; however, the ;
 allegad perpetrator worked on 02/26/14 from 3:00 :
i PM to 3:30 PM, prior to being suspended that day |
. by the Administrator. (Refer to F-228, F-226 and

P90y,

. Interview on 03/07/14 at 12:50 PM with the
i Director of Nursing revealed the facility reviewad
; each allegation of abuse daily in the morning :
~ Continuous Quality Improvement (CQJ) meesting |
Fand the Interdisciplinary Plan of Care {IPOC)

i meeting which included the DON, Minimum Data
. Set (MDS) Nurses, Social Services {88}, Unit

! Managers and the Administrator. The DON
 stated, In the meeling, it was decided who would
. Investigate and report the allegations. She stated
[ the DON, S8, and Admiristrator all worked as a

| team on the Investigations, Confinued interview

. revealed she completed the allegation checklist

| for sach abuse allegation; however she did not

; complete the CQI Indicator and did nat know if
"this was still being parformed by anyone. The

i DON cafled the SS Director during the inferview
“and the SS Director informed the DON she had
Yot been compieting the CQI Indicator. The DON :
i stated the Nurse Consuitant had been notified of |
;. the current allegations on 02/27/14 verbally;

» however, the Nurse Consultant had not reviewead

i the facllity's investigation.

i

i

i

Finterview an 03/07/14 at 12:50 PM with the QA
i Nurse, revealed the facility discussed any
 allegations of abuse in QA: however she
!indicated she had been unable to fing any CQi

H
£

i
H

F5200  Criteria2:  -Routine weekly skin

i assessments performed 2121/14-3/27/28
by the charge nurses on duty revealed no
suspicious bruising or signs of potential
physical abuse of the residents who may
have recsived care by SRNA #1 on
2/20/14 andfor 2/21/14 (the day the
allegations were to have happened and
the only day SRNA #2 worked priot to

suspension),

i

-Other residents under the

care of SRNA #1 with a IIIMS score of

& ar higher wers interviswed on 3/1/14
and 3/6/14 by the DON, NHA, and/or

the S51) with 210 cornplaints noted.

Based on the findings of thesa interviews,
the need for further resident interviews/
assessments was defermined to be
unnecessary by the investigation fean,

e S

-All infections for the

last 30 days have boen reviowed on 3/3 1/14
and 4/7/14 to identify any {rends or patterns
that need to be addressed. Treatments have all
been implemented as ordered. Alf
residents with infections, receivi g
assistance with meals, and Tecelving
peri-care, catheter cere, and wound
care higve the potential o be affected by

g

P
[
i
[

I
| i

i

]
|
f

this alleged deficiency, i
Criteria 3: -The DON, NHA and

S8D received in-service education by

the Nurse Consultant on the investigation
and reporting of abuse on 3/6/14,

The re-education incloded, bat was not
limited to: identification of events requiring
investigation; protecting the resident(s);
interviewing of residents, staff and afl
witnesses; and timely reporting of
aflegations and findings.

i ;
! i
i

I i
. ;
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F 520 * Continued Erom page 140 ; = 520; -All facility Stﬂff(llC'Enaesf f ;
! . . . i and unlicensed) received in- i
" Indicators completed on abuse since 00727/ 13 ] ' service education on abuse and the i
! She ,Siiated the f§303;fty had two (2) new i i facility sbuse policy, including, but not i ;
. administrators since November 2073, : . limited to: fmmediately reporting any |
. " suspected abuse, neglect, exploitation or I
FInterview, on 03/11/14 at 1:14 PM and 03/13/14, : ¢ misappropriation; and protesting the [
i With the Administrator revealed he had started his ¢ _ Tesident. The re-education was provided }
employment at the faciity on 12/17/13. He stated i ¢ by the DON, %\?HA and 5SD on 3/5/14 - -
* he had attended one (1) QA meeting in { e Ml gﬂj?‘taf_o.n kf“’? Vac?é‘in’t%r P
; Pecember 2013; and they had gone over abuse | | nvaiiabe for the in-service will not be L
! i H i that : He stated all ab . i able to clack in or work until completing i
. A egaA lons m‘ a me?hng‘ ¢ stated all abuse d " the in-service education. The facility I,
P investigations were still being looked at bythe i does not utilize agency staffing. [
; DON, 88, and himself: but the DON took the fead ! . -Pacililty SRNA staffhave :
on the investigations and had been cormpleting " received inservice education by the / i
 the allegation checklists since he had beenthe i SDC on the need to maintain infection il
; Administrator, The Administrator stated ha had ! . control standards of practice for alk ;! :
reviewed the curront allegation checkllst and ; + xesident care, including but not .
 noted (he State Agencies had nat been notified k j  limited tor meal assistance, peri-care,
,timely. He staled the stalf members Involved ! : &?Séf?fztff;ﬁe g?z*;ﬁj/ i;a;ﬁ? 14, ;
! should have been interviewad early on, however, ; i 33 oty 4’m § 44 /i p > >
| after the interviewable residents said nothing ; : ) ) L
. happened, he had riot felt It was hecessary to | . Facilily licensed nurses have
linterview staff, According to the Administrator, , | received inservice education by the SDC )
; the Nurse Consuliant had r eviewed fhe facllity's ; i on the provision of care in accordance with P
_Investigation refated to these aflegations and had | " infection control standards of practice, {,
i not notified the facility of any problems with the | i including but not practice.including but ! :
. Investigation. ! - not limited io wound care, on 3/24/14, I
! i 3725014, 326/ 4,327 4, |
i Review of the abuse allegations since December . 3- 312814, 3/29/14, 3/31/14, 472714, 1
. 2013, revealed there had been two (2) ! L 4 and 4/6/14,
‘ n};glsaptgroprsatlc?g afle!?atio? 5 a?}d‘ EN;O i‘(i) E;b; S8 i 2 Criteria 4: ~Contracted nursing |
 aregations and e allegation check list had been ! i consultant and/or NHA consultant will ‘
completed. However, there was no documented ! condust an evaluation of the facility’s I
i evidence the CQI Ind{cator had been completed | ! CQI program monthly X 3, and (hen 1
for the four (4) allegations. The Administrator ;  annually thercafier. Results will be
! stated, although the abuse alfegations were befng ! - reported lo the QA Committes. (sce
s discussed in the QA meetings, and the allegation | { Dvaluation of CQI form) .
-checklists compieted; the CQI Indicator had not o ¢
Ybeen utflized as per the former POC. : !
{ ) ;
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F 520 Continued From page 141
| Interview, on 03/08/14 at 11:30 AM with tho
t Medical Director, revealed he attended the

 facility's QA mestings monthly and the facifity had (

! made him aware of the aflegations and

; immediate Jeopardy. He stated, after the facility

. had been cited in April 2013 with Immediate
i Jeopardy related to abuse, the facility had to
. ensure all allegations of abuse were thoroughty

'investigated to include interviewing residents and

i staff. The Medical Director stated the thorough
" investigation shou!

, received, and creating an action pl
"o the Medical Director, staff was fo immediately

i report allegations of abuse. He stated the State

_Agencies were [o be notified of abuse allegations

| within twenty-four (24) hours. The Medical

. Director indicated when Administration had been
" notified of the allegations, they should have

i Immediately started the investigation and not

i
" allowsd SRNA#1 to woark,

j
I date of 05/06/13, revealed nursing staff received

; in-service edycation on provision of resident care,

! including skin assessments, to Include hand

i washing and changlng of gloves in accordance

“with infection control standards of practice,

i Further review revealed monttoring for
handwashing and glove changing during care

fwere to continue monthfy for two (2) menths and

i then every six (8) months thereafter,

| Observation during the current survey of Resident

#8's skin assessment, revealed the nurse

d include evaluating subjective

! and objective data, corroborating the information
an. According

2. Review of the facifity's POC, with a compliance i

I

i

;
i
i
i

i

i

'assessed the resident's buttock ares touching the ,

 buttocks; and then without washing or sanitizing

“her hands and changing her gloves, assessed the i

]

{(X2) MULTIPLE CONSTRUGTION
A, BUILDING COMPLETED
G
BwWiNG 03/13/2014
STREET ADORESS, CITY, 8TATE, ZIP CODE
2020 CAMBRIDGE DRIVE
LEXINGTON, KY 40504
3 : PROVIDER'S PLAN OF CORRECTION ; (x5}
PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY}
J The A
: -The Administrator will |
F820) o poocministrator willreport |
ali findingg of the facility irvestigation

; team to the Nurse Congsultant upon

: conclusion of the team roview {within 5
working days of the allegation) to determine
' ‘thﬂi all necessary investigation and reporting
; nterventions have been initinted.

] -Results of each Abuge /
Allegation COT indicator shafl be presented
by th: NHAMON/SSD or designee and

; reviewed with the QA team as partt of the

: .dazly meetings (M-, The COQI Teols are

i inchuded for review ag AttachmentA~8 and IC-2,

; T hge CQI Tools address compliance with the

; entire regulation and will he completed by

! the Administrator {A-8 weekly X 4 weeks

then ag described) and DON (1C-2) monthly

i
X 6 months and then quarterly thereafter, /

et

i Results of the audits will be reported to the
QA Committee by Department Heads

! monthly for six (6) months and quarterly

thereafter. If an accepted threshold of ,

threshold of compliance, as referenced on

the CQI Tool, is not achieved, the appropriate

. Depariment Head shall immediately develop

: and oversee a corrective plan. The details of

l the corective plan will be reported o the QA
Commitiee, with updated audit results, at the

i next mondily meeting. If appropriate compliance

is not achisved at that time, the responsible

Department Head wilt face personnel action. {i
f
I

Criteria 5; Aprii 9, 2014, i

? :

,?

i

| resident's vaginal/perineat area.
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i
F 520‘; Continued From page 142 F 520,
i Interview, an 03/08/14 at 5:54 PM and on
03111714 2 PM, with the QA/Infection Control (IC) .
" Nurse revealed the nurse shouid have assessed | :
! the resident's perineal/vaginal area first: and then f
the bullock area to prevent cross contamination,
' She statad there were two {2) CQI audits ;
; performed for general infection control which had .
" been done on 10/11/13; however, these audits |
| had natincluded observation of skin ;
" assessments. She indicated however, the
I obsarvation of skin assessments had still been
. done evary six (6) months: and three (3}
" observations of skin assessments were done in

: November 2013,

[ Interview with the DON, on 03/08/14 at 2:22 PM,
_ revealed she indicated the issues identified with
! handwashing and skin assessments were :
_ infection control issues bacause of the possibility | j
i of transferring putentially harmful organisms. : ;
She further stated the facility had not had ongoing | !
audits of handwashing and the current role of the ;
ICN had been to track and trend infections only. : ;

!

i :
H i

The facility provided an acceptabie credible
Allegation of Compliance {AQC), on 03/12/14 :
which alleged removal of the Immediate Jeopardy

on 03/07/14. Review of the ADC revealed the
facility implemented the following:

', The investigation was reapened on 03/05/14. !
~Residents #12 and #15 ware re-interviewad wilh i
: additional questions by the DON, Administrator ;

andlor Social Services (S8) Director on 03/06/14.
‘ Resident #1's reommate, which was the X '
, resident's sister was interviewed on 03/06/14, by !
! the DON because Resident #1 was not ;
; Interviewable. During the resident interviews on ;

;
f

H
H :
i
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L 03/06/14, no complaints or aflegations against

; State Registered Nursing Assistant {SRNA) #1

“were received. Other residents under the care of

| SRNA#1 with a Brief Interview for Mental Status
(BIMS) score of eight (8) or above were also

interviewed from 03/01/14 to 03/06/14 by the

; DON, Administrator and/or $S Director with no

" complaints noted. All the siaff warking on the

: same hall as SRNA #1 the avening the alleged

“abuse occurred were interviewed by the DON,

t Administrator or S8 Director on 03/06/14 and no
complaints or concerns were verbalized,

, 2. SRNA #2 was counseled by the DON
“immediately via phone on 02/25/14, and in writing
. On 02/28/14, regarding compliance with the ’
facility's Abuse Policy, and the requirernent of
i immediately reporting all suspected abuse. The ‘
~DON received education by the Nurse Consultant |
L on 03/05/14 regarding the reguiatory .
_requirements on reporting and Irvestigaling ‘
"abuse. The DON, Administrator and S5 Director
; received in-service education by the Nurse '
- Consultant on investigation and raporiing of
abuse on 03/06/14. The re-education included,
but was not limited lo: identification of events ’
: requiring investigation; protecting residents;
interviewing residents, staff and all withasses;
s and timely reporting of allegations and findings,
All faclity staff licensed and unficensed received
in-service education on abuse and on the facility's !
. abuse policy, which included: Immediately ;
“reporting any suspected abuse, neglect,
i exploitation or misappropriation: and prolacting
residents. The re-education was provided by the |
¢ DON, Administrator and S8 Director on 03/05/14 -
. through 03/06/14. Any staff on leave, vacation, or
‘ unavalable for the in-service wouid not be able to
 clock in or work urnti! completing the in-service

i
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. education, The facility doss not uiilize agency !

“staffing.

3. Aweekly skin assessment performed by the
i Charge Nurse on 02/22/44, for Resident #1
. 'evealed no suspicious brudsing or marks whish 7
" would indicate physical abuse. Routine skin g
; assessments performed 02/21/14 through ; .
" 02127114, by the Charge Nurses on duty, revealed
: NO suspicious bruising or signs of potential !
physical abuse of the residents who might have
freceived care by SRNA #1, 02/20/14 through
02/21/14 or any other em ployes,

[ 4. The investigation was concluded on 03/06/14
with the findings unsubstantiated based on the
Finterviews with Resident #12 and Resident #15 ;
- and other cognitively intact residents which
~revealed no verbal abuse by SRNA #1. Resident | ;
| #1's rcommate/sister had been interviewed and 9
~denied any abuse by siaff.
i ;
. 5. All reported afilegations were to be reviewed by :
L the facility's investigation team including the 5 l
| Administrator, SS Director and DON immediatety
~during normal business hours to determine which i :
| {eam members would investigate, and report the . 1
alfegation to the required authorities. During off
thours, staff was to notify the DON and/or :
. Administrator immediately via phone: and the %
t DON and/or Administrator would determine who ‘
; should investigate and repert. The Administrator ;
was fo report all findings of the facility's
i Investigation team to the Nurse Consuitant upon
* conelusion of the team review, within five (5)
+ working days of the allegation, to defermine that
. all necessary investigation and reporting
interventions had been initiated,

i
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'6. The Continuous Quality Improvement (CQI)

; indieator for the monitoring for compliance with

“the tompoaents of the abuse regulation, including *

i but not fimited to investigating and raporting of

. abuse, was o he utitized with each allegafion of J

" abuse weekly for four (4) weeks, then monthiy for |

. four (4) months and then Guarterly thereafter

" under the supervision of the Administrator.,

i Results of each abuse aflegation CQ indicator

" was 1o be presentad by the DON, Administrator :

i or 88 Director or designee; and reviewed with the

. QA team as part of the daily meetings Monday

“through Friday. Fallure 1o meet the established

; threshold of one hundred percent (100 %) onthe !

" CQl indicator toof would result in intervention; and i

! an immediats internal plan of correction to )

address the identified areas of concarmn. The

findings of the completed CQI indicatars weare to
 be raviewed by the contracted Nurse Consultant
~with monthly visits, to determine that aflegations ‘
ware investigated and reported as indicated. The :
effectiveness of the facility's administration would |
i be monitored through the CQ process. Results |
. Were to be reparted to the QA Committes by the |
F Administrator, DON, $8 Director or designee.

7. The facility's QA team with the Medical

Director convened on 03/06/14 ta review the
. Circumstances of the allegations, and aff ;
Hinterventions which had been and were to be
- implemented by the facility. :

i 8. The Conlracted Nursing Consultant and or |
" Nursing Home Administrator {NHA) consultant will |
I conduct an evaluation of the tacfiity's CQ! ’
“program monthly for three (3} months, then

- annually thereafter. Resulls will be reported to

; the QA committee,

F 520,
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F 520 ; Continued From page 146
' The State Survey Agency validated t
i Implementation of the facility's ACC

he
as follows:

1. Revisw of the facility's documentation revealed
: the investigation had been re-opened. Review !
revealed Resident #12 and Resident #15 were
| re-interviewed on 03/06/14 by the 58 Director

with additional specific questions and no

concerns identified, Review of the d

ocumentation ;

. revealed Resident #1's roommatefsisier had been'

re-interviewed on 03/06/14 by the S8 Director

. with ne concerns noted. Additionally, review
revealed seventeen {17) other residents with

' BIMS of eight (8) or abave had been
. between 03/01/14 and 03/06/14 with
identified, Further review revealad a
i members who had worked the Waest

evening shift on 02/20/14, wherse SR

interviewed ;
no concerns
i staff :
Wing
NA #1

ailegediy abused residents, were interviewed and |

. had signed Witness Statements, dat

ad 03/08/14,

i 2. Review of the “Improvement Plan” dated
- 02/26/14, revealed SRNA #2 had been cotinseled ;

i for not reparting concerns {o the Sup
immediately in regards to verbal rem
tanother SRNA; and for not following

refated to abuse. The Plan was mar

ervisor
arks from
facllity policy |
ked as "firgt

? counseling” and signed by the DON on 02/28/14.

i Continued review revealed the DON
“attempted to provide a wrilten couns

nad
eling with

| SRNA#2 on 02/28/14; however the employee

_refused fo sign it,

. Interview with the DON on 03/13/14 at 2:20 PM,

revealed she had taiked to SRNA #2

abouf ahuse

i on 02/28/14 and attempted to have her sign a

. writlen counseling; however SRNA #
'refused fo sign it,

2 had

If conifinuation sheef Fage 147 of 154

FORM CMS-2867(02-09) Previous Versions Dbsolate

Event I PsC2 1y

Facility i03; 106461



PRINTED: 05/02/2014
FORM APPROVED
OMB NG. 0938-0301

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DERICIENGIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SuRvey
AND BLAN OF CORRECTION IBENTIFICATION NUMBER: A BULOING COMPLETED
. e
G
185444 B, WING ) 03/13/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 2IF COOE
2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE
LEXINGTON, KY 40504
x40 SUMMARY STATEMENT OF DEFICIENGIES i FROVIDER'S PLAN OF CORRECTION 05
PREEIN (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETICN
TAG REGULATORY OR LST IDENTIFYING INFORMATION) [ TAG CROSE-REFERENCED TO THE APPROBRIATE BATE
: DEFICIENTY)
! : ;
| F520,

F 520 Continved From page 147
. Review of a sign-in sheet dated 03/06/14, .
! revealed the Administrator, DON and S8 Director
had attended the Nurse Consultant's inservice on ;

| abuse.

- Interview with the DON on 03/1 3/14 at 11:30 AM
. revealed she had received an inservice from the
! Nurse Consultant on 03/05/14 and 63/06/14 via

. Phone conference call. She stated the Nurse

" Consultant educated her an abuse, investigation
; of abuse, getling statements from rasidents and
' staff related to the incident; and regulatory

i requirements. She stated the Nurse Conaultant :
" had aiso talked about events which would require ]
, investigation, types of abuse, how to suspect E
"abuse, protecting residents, and reporting abuse

i b State Agencies. ; :

¢ Interview with the Administrator on 03/12/14 at i

527 PM, and the 88 Director on 0312714 at 4:29 |

i PM, revealed they had a conference with the i
" Nurse Consuitant on 03/06/1 4; and were . i
| educated on Identifying abuse, the different types i
of abuse, what needed to be investigated, _
i Interviewing aif the staff warking with the

" residents, interviewing residents, having staff tumn
¢ ina wiitlen statement related to the abuss,
“reporting abuse and time frames for reporting

j abuse.

i I'ferview with the Nurse Consultant on 03113714

" at 9:30 AM, revealed she had given training to the |
: Administrator, S8 Director and DON on 03/06/14.

* She further stated the training on abuse had ;
; included identification, documentation, conducting |
Linterviews, investigation, and timely reporting :
i requirements of abuse,

| Review of the facilily’s inservice education related
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- to abuse revealed it had included the policies on
“abuse, reporting and Investigating abuse,

. examples of abuse. Review of the facility's

" documentation revealed staff had taken & post
 test after the education and signed an .
“acknowledgement form, Continued review of lhe !

: documentation revealed staff attendance ;

" signatures which indicated they hiad received the

i abuse inservice on 03/056/14 and 03/06/14. ;

“Further review of the inservice education sig-in

| sheets reveated dietary, housekeeping, nurses, ; i
 SRNAs, office staff, activities, 88, medical : :
Precords, laundry and therapy staff had received
_ the education. Additionally, review revealed staff
f who had not received the education on 03/05/14 |

- and 03/06/14 were inserviced prior to refurning to

| work on 03/07/14 through 03/13/14. : ; i

; i
{ :

| Interview with the Staff Development Nurse on
03/13/14 at 2:05 PM, revealed she had a master |
list of staff with signatures of averyone who had f : :
- been inserviced; and she had inserviced | i
- everyone who had worked so far. The Staff ; _ :
. Development Nurse stated the facility had some
["PRN" (as needed) staff who had not warked
since 03/05/14; and she would inservice those
staff before they worked. According to the Staff i
Development Nurse, the staff abuse inservice ;
covered types of abuse, protecting residents,
" immediately reporiing abuse; and to who and
i when fo report suspected abuse.

i Inerviews on 03/12/14 with SRNA #8 at 3:20 P
SRNA#6 at 5:10 PM: SRNA #10 at 51156 PM; :
[SRNA#9al 558 PM; SRNA#11 at 6:25 PM; '
LPN#5 at 3:44 PM; LPN #12/Unit Coordinator j
: East Wing at 4:30 PM; LPN #6 at 4:50 PM; LPN #: :
.10 at 4:63 PM; LPN #8 at 4:55 PM; LPN #7 at i
- 5:50 PM; RN #2/Unit Manager West Wing at 5:35 | :
Event I: PSOZ1Y Facility 1D: 100461
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F 520 Continued From page 149
| PM; Activily Director at 3:45 PM: Activity Assistant |
. at 4:05 PM; Housekeeping Supervisor at 4:15 f'
" PM; Laundry Personnel #1 at 4:20 PM; Laundry
. Personnel #2 at 6:10 PM; Director of Dietary 4:25
' PM; Dietary Aide #1 at 4:30 PM; PM Cook at 4-32 |
| PM; Administrative Assistant at 5:10 Fid;
" Bookkeeper at 5:15 PM; and Malntenance
; Director at 5:40 PM reveaied they all had been
“in-serviced on types of abuse, suspecting abuse, ;
i protecting residents and immediatefy reporting !
~abuse' and to whom to report abuse. ;
Interviews on 03113714 with SRNA #15 af 9:00
FAM; SRNA#12 at 9:29 AM; SRNA#13 at 636
i PM: SRNA#17 at 9:46 PM; SRNA #14 a1 10:06
FAM; SRNA#1 at 10:34 AM; SRNA #5 at1223
i PM; SRNA#16 at 12:35 PM: SRNA #2 at1:23 |
FPM; LPN # 11/House Supervisor at 8:50 AM; LPN
, #13 at 10:55 AM; LPN #12 at 10:26 AM LPN#4
Cat 2:24 PM; LPN #1 4/Quallly Assurance Nurse at ;
| 254 PM; RN #4 2t 8:43 PM; RN #5 at 9:66 PM; |
RN #6 at 11:08 PM; Malntenance Assistance at |
§ S05 AM; Laundry Personnel #3 at 9:15 AM: )
" Speech Therapist at 10:20 AM; Floor Tach at
: 10:30 AM; Housekeeping Personnet #1 at10:45
' AM; Business Office Manager at 10:50 AM; and
 MDS Coordinator at 12:00 PM ravealad they ail
" had been in-serviced on lypes of ahuss,
; Suspecting abuse, protecting residents and ‘
Himmediately reporting abuse; and to whom ta

; report abuse. _

¢
i

: 3. Record review revealed a weekly skin

‘ assessment was completed on 02/22/14 for

. Residert #1: which had no documented
 suspicious bruising or marks that might have ;
- indicated physical abuse. Record review i
' revealed routine skin assessments had beern !

i

i compleled on 02/21114 to 02/2711 4, for alf

Faciily 1D 100461
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F 520 Continued From page 150 ,
“residents cared for by SRNA #1 on 02/20/14 and |
i 02121714, with no documented svidence of ;
' suspicious bruising or signs of potential physical
{ abuse noted.

F4. The facility's re-investigation was reviewed and
; revealed interviews had heen conducted with ‘
* Resident #12 and Resident #18, and other

; cognitively intact residents and had revealed no

" complaints of verbal abuse by SRNA#1. In

. addition, Resident #1's roommate/sister had been i
Cinterviewed by the facility and denied any abuse
i by staff of herself or Resident #1. ;

| Intervisws on 03/12/14 with Resident #12,

Resident #15, Unsampled Resident I, who was i
| Resident #1's roommate/sister, and other _
. cognitively intact residents verified they had been |
!interviewed by faciity staff in regards to any staff |

“abuse,

Interview with the Administratar on 03/12/1 4 at
: 5:27 PM, and the DON on 03/13/14 at 11:30 AM, |
revealed they had obtained statements from the
residents who had been involved in the !
_allegations; and from other interviewable )
{residents who had been cared for by SRENA #1, |
- The DON and Administrator both stated the
. facility had not been abie to substantiate any of

. the abuse allegations.

& Interview with the SS Director on 03/12/14 at
[ 4:29 PM, with the Administrator on 03/12/14at
. 527 PM, and with the DON on 03/13/14 at 11:30
: AM revealed allegations of abuse were to be ;
. reviewed by the investigation team and :
| investigations were to be started immediafely

, during normal business hours and the tasks
"would be delegated. The interviews revealed

|

i
H

i
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F 520" Continued From page 151 F 520
" during off hours staff was to notify the supervisor ‘
; who would contact the Administrator, $8 Director :
_ 0r DON; and they would direct the superviser on !
‘ the investigation, and a member of the i
. investigation team would come in. The :
" Administrator stated the findings of the facility's

i Investigation would be reported 1o the Nurse
Consuitant during the Investigation, and as soon
i as the investigation was completad for her

, review. Further interview with the Administrator
‘revealed he, or in his absence the DON, 55

- Director or designee, would do the reporting to
the required authorities within the required time

i frames,
Finterview with the Nurse Consultant on 03/12/14 | :
: at 5145 PM, revealed the facifity's investigation |
' team would complete the allegation of abuse g
| Investigations, and the Nurse Consultant would | :
" be notified of the findings. The Nurse Consultant ;
! stated he/she would review the facility's !
. Investigation to ensure initial reporting had
Loceurred and to ensure the investigation had

: been completed within the five {8) day lime frame
for reporting to the State Agency, :

6. Review of the faciity's CQ} Indleator for Abusa 5
i Reporting and tnvestigation tool revealed the {
. Components of the abuse regulations were )
Hincluded in the tool; and the tool had a threshold !
. Goal of 100%. In addition, the Evaluation of CQl ;
! Frogram tool used to detarming if the Y ; :
i Indicator tool outcome had been successful or if |
corrective actions were neaded was also

[ reviewed. :
i

Hnterviews with the Administrator on 03/12/14 at

F 5127 PM and the DON on 03/13/14 at 11:30 AM,

“verified the facility would utilize the CQ indicaior ;
Event ID:PEOZ 11 Faclity ID; 100461
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_CENTERS FOR MEDICARE & MEDICAID SERVICES

{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/GL 1A, {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORREETION IDENTIFICATION MUMBER: \ COMPLETED
AL BUILEDING
C
185444 BOWING . 03/13/2014
l NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 71P CODE
2020 CAMBRIDGE DRIVE
| CAMBRIDGE PLACE
LEXINGTON, KY 40504
f G SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORREGTION P s
| PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {(EACH CORRECTIVE AGTION SHOULD RE | COMPLETION
{ TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; , DEFICIENCY)

F 520! Continued From page 152
i ool when condcting the abuse Investigations at
. @ minimum weekly for four {4) weeks, then .
monthly for four (4) menths and then quarterly
 thereafter as per the AOG. The CQ! Indicator tool
' would be utilized for a longer period of time # :
; hecessary which would be determined by the QA |
‘Committee. The interviews with the DON and )
; Administrator revealed the COY tool would take |
“them through the abuse protocol steps; and at the :
; end of the investigation it would help them make |
“sure they had taken the appropriate actions. The ;
§ Administrator stated the CQI team would ‘
" supervise the CQf monitor; however he was
i uttimately responsible, The Adm infstrator stated
during abuse mvestigations the CQI toof results
i would be presented to the QA team at the daily
“mestings Moenday through Friday, and lo the QA |
' Committee monthly, He stated if the established
threshold of 100% was not met, they would
| determine what had gone wrong and sef up a ;
plan of correction. In addition, the Administrator |
i stated the complated CQf tool would be reviewed |
by the Nurse Consuitant monthly to defermine |

i that allegations were investigated and reported

“appropriately and that thresholds were rmet.

“nterview, on 03/13/14 at 1:54 PM, with the QA
i Nurse verified the CQI tool for abuse resulfs
“would be reported o the QA Commiitee at the

i monthly meetings. In addition, she stated if the
“CQl indicator did not meet the threshold they ‘
i would amalyze why it had not met the thresheld; |
“and put together an action ptan to resclve the

: area of concern.

i 7. Review of the 03/06/14 QA Commitiee Meeting |
~Minutes, no time noted, revealed the QA team |
i had communicated with the Medical Director via
. phone call and discussed the two (2) allegations

F 520!

1
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; : DEFICIENGY)
F 5201

F 5207 Continued From page 153
" of verbal abuse, and one {1} allegation of ph
: abuse which had occurred on 02/20/14,
Continued review revealed the Medical Director ‘
! was informed the allegations were not reported by
. the SRNA until 02/25/14 because the SRNA could :
" notfind a nurse to fepartthe affegations to. In i
: addition, review of the mesling minutes revealed
the QA team and Medical Director discussed } : ,
! what the facility had done to ensure the safety of f )
. all residents, and had started the abuge s d

finvestigation process.

vsical i

Interviews with the Administrator on 03/12/14 at ;.
5127 PM and with the DON on 03/13/14 at 11-30 ?
AM revealed the Medical Director was contacted |
Lon 03/06/14 regarding the abuse allegations,

: Interviews, what the facility had put in place and
* ihe reporting of the abuse,

“Interview, on 03/08/14 at 11:30 AM, with the _
| Medical Director revealed he was made aware of ; :
_the Immediate Jeopardy (14} situation at the { ‘
Hacility on 03/06/14. He' stated the facility had i
i discussed with him what had vcourred: what the
facility had done so far: and what they would be !

| implementing, ;

i 8. Interview, on 03/12/14 at 545 M, with the :

_ Nurse Consultant verifiad the Nurse Consultant ! ;
i would conduct an evaluation of the facility's CQl i
. Program on the monthly visits for three {3}
! months, then annually thersafter. Accordingto ! '
, the Nurse Consuitant the resulls would bo i :
' reported to the QA Committes,

; / :
: -i

i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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R
185444 B. WING 04/14/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2020 CAMBRIDGE DRIVE
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(X4) I SUMMARY STATEMENT OF DEFICIENCIES _ i3] PROVIDER'S PLAN OF CORRECTION (X3)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PRERIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ¢ DATE
: DEFICIENGY)
{K 000} | INITIAL COMMENTS ; {K 000}

~ Areview of the facilities Plan of Correction was
completed on 04-14-14 and was found to be
- acceptable. The LSC deficiencies were deemed
to be corrected on 04/09/14 as alleged in the
POC.
The facility meets the minimum requirements for |
" participation in the Medicare and Medicaid '
program.

LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE (X6 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 or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facifity. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation,
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CENTERS FOR MEDICARE & MEDIGAID SERVICES

PRINTED: 03/28/2014
FORM APPROVED

- OMB NO. 0938-0301

' PLANAPPROVAL: 1974

" SURVEY UNDER: 2000 Existing :
- FACILITY TYPE: SNFINF |

1
{TYPE OF STRUCTURE: One {1) Story, Type V {
{111} Unprotected :
i 3

| SMOKE COMPARTMENTS: Seven (7) smoke | E
compartments, o !

r :
. COMPLETE SUPERVISED AUTOMATIC FIRE @
| ALARM SYSTEM originaily Instalied in 1974 | '

|
'FULLY SPRINKLED, SUPERVISED (Dry | i
| SYSTEM) original in 1974 i

| EMERGENGY POWER: Type li Diese! ; |
; Generator. Original in 1974 i :

f A Standard Life Safety Code Survey was Initiated

i and concluded on 03/05/14. The findings that |
* ; follow demonsirate noncompliahce with Title 42,

" Code of Federal Regulations, 483.70 {aj et seq
+ 1 (Life Safety from Fire). The facifity was found not | :

. o be in"substantial compliance with the )

! Requirements for Participation for Medicare and !
- Medicaid, The facility is licensed for one hundred | _
. eighteen (118) beds and the census was one : i
-1 hundred and three (103) the day of the survey, ;

of this eredible allegation of
compliance does not constitute
admission or agreement by the
provider of the truth of the
facts alleged or conclusions set
forth in the statement of
deficiency. The facility -
reserves its right to dispute the
facts and conclusions in any
foruim necessary and disputes
that any action or inactien on

_ its part ereated any deficient

practice. The facility further
dispuies that the
clrcumstances constituted
immediate jeopardy te any

- resident. This credible
allegation of compliance is
prepared and executed sofely
because it is required hy
federal and state law.

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BURLDING 01 - MAIN BUILDING 01 COMPLETED
1 i ! ' i i
: ‘ 185444 B. WING - 03/08/2014 -
NAMEOF PROVIGER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP COGE p
b B
- 2020 CAMBRIDGE DRIVE N
CAMBRIDGE PLACE b : .
: ) LEXINGTON, KY 40504 .
- 2 I 1 Z
(x4} 1D SUMMARY STATEMENT OF DEETCENCIES o PROVIDER'S PLAN OF CORREGTION v
PREFY | (EACH DEFICIENCY MUST BE PRECEDED BY FULL * PREFIX {EACH GORRECTIVE ACTION SHOULD BE | COMPLETION:
TAG REGULATORY ORLSG WENTIFYING INFORMATION) * | TG |  CROSS-REFERENCED TO THEAPPROPRIATE | DATE g
©o o : ’ DEFICIENGY) =
— s . .f :f 4
- S ! Pian of Correction i i
K000 INITIAL COMMENTS § ' Kooo fan of Correctio .,
U P . g Cambridge Place . i
L 4 ' A Abbreviated Standard/Partisl 4
i CFR: 42 CFR §483.70 (&) | ! : Extended Survey 4/24/2013 i
E ] H ; ; . ) X ;
‘BUILDING: 01 # ! i The preparation and execution

LABOD OR DIRECTOR'S OR F'RGL IDERISLIPPLIER REPRE! NTATIVE"S SIGNATURE TiLE

s

Any deficiericy statement anding with ar asterisk (*} denotas a deficiency which fhe instiution may
other safeguards provide sufficient protestion to the patients. (Sée instructions.) Except for nursi
foiming the date of survey whether or not 2 plan of corcection is provided, For nursing homes,

P, _.am pariicipation.
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-y PRINTED: 03/28/2014

DEPARTMENT CFHEALTH AND HUMAN SERVICES i“ " FORMAPPROVED
CENTERS FOR MEP%CAREZ & MEDICAID SERVICES b L OMB NO. 0038-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERCLIA % | [X2) MUATIPLE CONSTRUCTION T (X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
i N ,
‘ ‘ 185444 ¥ - - 03/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iF CODE -
2026 CAMBRIDGE DRIVE
CAMBRINGE PLACE' {
MBRIDGE PLACE: . LEXINGTON, Ky 40504 :
(X4} 1D SUMMARY STATEMENT OF DEFICHENGIES i i PROVIDER'S PLAN OF CORRECTION : (X5
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL  F EEX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG ! REGULATORY OR LSC IDENTIEVING INFORMATION) * § | CROSS-REFERENCED TO THE APPROPRIATE | DATE
: : ao DEFICIENCY} '
H Gl ¢ ;
K00G Continued From page 4 ,! " K aool :
; Deficiencies were cited with the highest Scope 4! :
Fand Severity of an "E°, 1) ‘
K 029; NFPA 101 LIFE SAFETY CODE STANDARD ’ K G291 K 029 NEPA 101 Life Safety Code Standard

§8=E

i One hour fire rated construction (with % hour :

fire-rated doors) or an approved automatic fire i
! extinguishing system in accordance with 8.4.1 :
. andfor 19.3.6.4 protects hazardous areas, When
' the approved aufoniatic fire exiinguishing system ;
, Gplion is used, the areas are separated from
“ other spaces by smoke resisting partitions and i
i doars, Doers are self-closing and non-rated or ;
field-applied protective plates that do not excesd !
i 48 Inches from the botlom of the door are |

permitted,  19,3.2.1 !

i
i 1

; f
| i

| This STANDARD is not met as evidenced by: |
. Based on observation and interview, it was :
| determined the facility failed to maintain

- hazardaus areas, according to National Fire

: Protection Association (NFPA). The deficiency
{ had the potentiaf to affect two (2) of seven {#) i
* smoke compariments, sixty-seven {67} residents, |
i staff and visitors. i

'
H
H

I The findings include: i
{

' Observation, on 03/05/14 at 9:36 AM, revesled

; the Janltor Closel across from room #51 had 2 4

“inch by 12 inch section of drywall missing at the |

; floor level as well as several half inch ;
penetrations not sealed {o prevent the passage of £

smoke. The same was cbserved at 10:25 AM in

. the janitor's closet beside the beauty shop.

; Ongs hour five rated construction or an approved
antomatic five extinguishing system in accordance with
8.4.1 and/or 19.3.5.4 proteets hazardous areas.

Criteria 1: The janitor closets across from room #51 and by :
the besuty shop have had repairs to the dry wail and
peaetrations in the walls by the Mainfenance Director,

Criteria 2 The Maintenance Director compisted an

inspection of all janitor closets in the facility to identify any ,
requiring repair of the dry wall. No other areas were i
identified, ;

Criteria 3: The maintenance staffs have received in-servics .
education by the Administrator on 4/4/2014 on the need to
identify and sepeir any penetrations in the dry wall which
would allow the passage of smoke.

Criterin 4. The CQI indicator for the monitoring of Life |
Bafety issues Inciuding the identtying and repair of any {
penetrations in the dry walf will be utilized monthly X 2
months and then quarterly under the supervision of the
Maintenance Director,

i

! i

Criteria 5: ' prl 7, 2014

} i
i !

H

i
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DEPARTMENT OF HEALTH AND *F}UMAN SERVICES
CENTERS FOR MEDICARE &ME&ECMD SERVICES

-
¥ !

" PRINTED: 0312812014
' FORMAPFROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (x1) PROVIDER/SUPPLIER/CLIA
AND PLAN DF CORRECTION IDENTIFICATION MUMBER:

’ 1856444

(X2) MULTIPLECONSTRUCTION
A BULDING 07 ~ MAIN BUILDING 05

i

B. WING ‘

{X3) DATE SURVEY
COMPLETED

03/ as;zg}*! 4

NAME OF PROVIDER OR SUPPLIER v

CAMBRIDGE PLACE

STREET ADDRESS, CITY, S$TATE, ZIP CODE

2020 CAMBRIDGE DRIVE
LEXINGTON, KY 40504

i

SUMMARY STATEMENT UF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

(XD |
REGULATORY OR LSC IDENTIFYING INFORMATION)

pREFXK
TAG

ooy
| PREFIX

Pk
TAG 1 1 CROSS-REFERENCED TQ THE APPROPRIATE i

P DEFISIENCY)
N s;-. i

i
]

. PROVIDER'S PLAN OF CORRECTION T
{EACH CORRECTIVE ACTION SHOULD BE . COMPLETION

DATE

]
1

|
K 029; Continued From page 2

, Penetrations must be sealéd with a material

" equal or greater than the original construction to

| resist the passage of smoke during a fire.

! Interview, on 03/05/14 at 10:32 AM, with the

i Maintenance Director, revealed he was unaware
of the penetrations, but would get the repairs

i made as soon as possibie.

“Interview, on 03/05/14 at 11:35 AM, with the

! Administrator revealed he was unaware of the
. penetrations and would get them repaired
immediately.

i
. Reference: NFPA 101 (2000 edition)

$19.3.2.1 Hazardous Areas. Any hazardous areas

{ shall be safeguarded by a fire barrier having a
 1-hour fire resistance rating or shall be provided

§ with an automatic extinguishing system in

] accordance with 8.4.1. The automatic

. extinguishing shaif be permitted to be in

! accordance with 19.3.5.4. Where the sprinkler

i optlon is used, the areas shall be saparated from
, other spaces by smoke-resisting partitions and

i doors, The doors shall be self-closing or

; automatie-closing. Hazardous areas shall inciude,
* but shal not be restricted to, the following:

{ {1} Boller and fuel-fired heater rooms

i (2) Centralfbulk laundries larger than 100 ft2 (9.3
m2} :

| {3) Paint shops

, {4} Repair shops

' {5} Soiled linen rooms

i {6) Trash collection rooms

. (7) Rooms or spaces larger than 50 ft2 (4.8 m2),
Fincluding repair shops, used for storage of

i combustible supplies and equipment in quantities
; desmed hazardous by the authority having

! jurisdiction

] i

i B
¢ 7
H

K029

: I
§ i
H i N

i

i

i
:

H
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DEFARTMENT OF HEALTH AND HUMAN SERV!E{IES

i " PRINTED: 0328/2014
! FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVIGES P OMB NC. 0838-039
(S?‘ATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/ELIA {X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; A. BULDING 01 - MAIN BUILDING 01 COMPLETED
s © i85d44 | B. WING [ 03/05/2014
NARIE OF PROVIDER OR SUPPLIER i STREET ADDRESS, CITY, STATE, ZiIP CODE
5 2020 CAMBRIDGE DRIVE .
CAMBRIDGE PLACE i
i LEXINGTON, KY 40504
x40 1 SUMMARY STATEMENT OF DEFICIENGIES ! 10 PROVIDERY PLAN OF CORREGTION X5}
{ ! . i
PREFIX *¢  (BACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHQULD BE | COMPLETION
TAB 1 REGULATURY ORLSC IDENTIFYMNG INFORMATION) ~  © TaG CROSS-REFERENCED TO THE APPROPRIATE ~ DATE
S : ‘DEFICIENCYY .
= ! ) . : ;
ol ; i ; N
K 029 Continved From page 3 < ; K029, .
I (8) Laboratories employing flammable or ; . :
, combustible materials in quantities less than ! }
| those that would be considered a severe hazard. i : ‘
! Exception: Doors in rated enclosures shall be .
permitied to have nonrated, factory- or i '
; fleld-applied protective plates extending not more i
~than 48 in, {122 cm) above the boltom of the ' : !
i door, _ i :
K 147  NFPA 101 LIFE SAFETY CODE STANDARD : K 147}
$8=E| ‘ i 1 K 147 NFPA 101 Life Safuty Code Standards
_ Electrical wiring and equipment is in acoordance ¢ Electrical wiring and equipment is in accordance with NFPA
| with NFPA 70, National Electrical Code. 8.1.2 | ; 70. Nalional Electrical Code 5.1.2. :
| ?' =
: i
i o
{ ; Criteria 1; The power strips were removed from the lobby
; X { and room #64.
: . . ! . »
| This STANDARD is not met as e’\ndel_’tced by. - | Celleria 2 The Maintenance Dircctor completed an
i 83395“‘:’” Obﬁef\’af:i":‘ﬂ an d interview, it was oo  inspection of all resident care and common areas with no
: delermined the facllity failed o ensure the facility | other power strips Identified in use,
i had an adequate number of electrical receptacles i oo )
l'to meet the neads of residents without the use of - i f;‘:’“:f“ 3 7;26 m&*;licn&fce ﬁltaff ha:l received in-service
: - ! Gutcation on the need to plug electrical equipment and
l extanspn cords or muifiple outlet ‘adapmfs L appliances directly into the rooeptacles, with no use of power
[ according to Naitopal Fire Protection A§SOCEHH<}” ! strips in resident care or common arcas as provided by the
i (NFPA). The deficiency had the potential o affect | ; Administrator on 4/4/2014
 two (2} sraoke compartments, two (2) residents, ! |
. staff and visitors. i _ Criterta 4: The CQI indicator for the monitering of Life
i | Safety issues mciudi;;gb:e use of power strips in resident care
! . , ) ' ) . Or common areas will be utilized monthly X 2 months and
The findings include: : i " then oY
. ! ; quarterly under the supervision of the Maintenance
o ’ { Director.
Observation, on 03/05/14 at 8:15 AM, with the ;
: Maintenance Director revealed a multi-outlet strip i e
" being used as permanent wiring in the Lobby, two : ; Criteria #5 ‘April g, 201@1
i {2) lamps and Christmas lights were observed '
¢ ' plugged info the power strip. Also the cord was ;
; permanently fastened fo the wall. Qbservation in ’ ‘
" room #64 at 10:28 AM, revealed a power strip ;
Eveat ID:PEOT2 Fasllity ID: 100481 ; it condinuation shael Page 4 of 8
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

_. PRINTED: 03/28/2014
" FORM APPROVED

N _OMB NO. 0938-0351

byias RRN

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} M;.zmpm CONSTRUGTION G 1{%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BULDING 01 - MAIN BUILDING 01 \ COMPLETED

LN

. 185444

BWING L 03/05/2014

NAME OF PROVIGER OR SUPPLIER

CAMBRIDGE Pmc;a

| STREETADDRESS, CITY, STATE, ZIP CODL

2020 CAMBRIDGE DRIVE ;:k ‘

LEXINGTON, KY 406504 &

o
(EACH EFICIENCY MUST BE PRECEDED BY FULL

MARY STATEMENT OF DEFICIENCIES
PREFIX | .
' REGUL,( OR‘{IOR LECIDENTIFYING INFORMATION) -
i 1t

TAG

: " PROVIDER'S PLAN OF CORREETION ]
PREFI (EACH CORRECTIVE ACTION SHPULD BE i COMPLETION
CROGS-REFFRENCED TO THE AFPROPR?ATE . bAE

DEFICIENCY) f

E
K147 Continued From page 4

} was being used as permanent wiring to power &
; television, radio, and alarm clock. In addition,

extension cerds and multi-outlet stnps cannot be

| used as a substitute for permanent wiring.

Yinterview, on 03/05/14, at 9:15 AM, with the

i Maintenance Director reveated he was unaware
. that he could not use the power strip in this
apphcatron

!nterwew ot 03/05/14 at 11:30 AM with the

| Administrator revealed he would have the power
| strip removed immediately and would educate the |

staff on power strips.
i
| Reference: NFPA 99 {1999 Edition).

1332120

i

|
;
%
g‘

2. Minimum numibser of Receptacies. The number|

| of receptacles shall be determined by the

| intended use of the patient care area. There shall |

: be sufficlent receptacles located so as to avoid
" the need for extension cords or multiple ouflet

i adapters.
i Reference: NFPA 70 (1999 Edition).

g 400-8, Uses Not Permiited
- Uniess specifically parmitted in Section 400-7,

j ! flexibie cords and cables shall not be used for the

: folt lowing:
i 1. As a substifute for the fixed wiring of a

i structure
2. Where run thmugh holes in walls, structural

|
!

|
i
I
|

i

| ceilings, suspended ceiings, dropped celfings, or ;

, fioors

" 8. Where run through doorways, windows, or
¢ simifar openings

; 4. Where attached fo buil ding surfaces

Exceptian Flexlble cord and cable shali be

!
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FORM GMB-2557(02-09) Previous Versions Obsofete §

-+ DEPARTMENT OF HEALTH ANDHUMAN SERVICES FORM APPROVED
- CENTERS FORMEDICARE & MEDICAID SERVICES [ QOMB NO, O$§88-0391
1] STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA £42) MULTIPLE CONSTRUETION (e3) DATE slivey
, | ANG PLAN OF CORRECTION ENTIFICATION MUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPLETED

: - ‘ 185444 B, WING 03{(}5}'2014
T NAME OF PROVIDER OR SUBPLER L STREET ADDRESS, CITY, STATE, 21P CODE L
- A 2020 CAMBRIDGE DRIVE
! & , ;
| CAMBRIDGE PLACE ¥ LEXINGTON, KY 40504 i; ,
i om SUMMARY STATEMENT (OF DEFICIENCIES oom PROVIDER'S PLAN OF CORRECTION Ty
4 PREFIX {EACH DEFICIENCY MUSTBE PRECEDED BY FULL , PREFIX § {EACH CORRECTIVE ACTION SHOULD BE * COMPLETION
: TAG | REGULATORY OR LSC IDENTIFYING INFORMATION; - | Tag | CROBS-REFERENCED TO THE APPROPRIATE BDATE
i ; ! ; | DEFICIENCY) i K

% il H i: 1 M ,
K 147 | Continued From page 5 * T K 147] P
: wog . i i
i permilted {o be aftached fo buiiding surfaces in | i :
- accordance with the provisions of Section 364-8, [ ! P
| 5. Where concealed behind building walls, < ! o0
structural ceilings, suspended ceilings, dropped i T P
{ ceflings, or floors ' ! .
" 8. Where installed in racaways, except as i ; :
[ otherwise permitted in this Cade, , i
‘ s i ‘
! ;
: ! -
? ; é I
. ! :
x r |
1 . :: i
| | ;
. i f ,
. | !
I |
f L i
| | g
; !
! | |
f ; i
| % |
I ! i ?
: ; X i
; i j‘ !
| | E
| S .
¥ i .
; H i
i . ) i '
i ; ;
| , f
i .
‘ : ! H 7
! i : i
| :
1
Event ID:PBOZ24 Facity ID: 100461 | If coninuation sheet Pagé 6 of 6



