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F 000 | INITIAL COMMENTS F 000
An abbreviated standard survey (KY19283,
KY19287) was conducted on 11/13/12. KY19283
was substantiated with related deficient practice’
identified at "D’ level, KY19287 was
unsubstantiated with unrelated deficiencies.,
F 1886 | 483.10{f)(2) RIGHT TO PROMPT EFFORTS TO F 1668| F 166

88=p | RESCLVE GRIEVANCES

A resident has the right to prompt efiorts by the
facility fo resolve grievances the resident may
have, inciuding those with respect to the behavior
of other residents.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policies, the facility failed to ensure
prompt efforts were made to resolve grievances
for one of three sampled residents (Resident #3)
and four of four unsampled residents (Residents
D, E, F, and G) selected for review. Interviews
conducted on 11/13/12 with Residents #3, D, E,
F, and G revealed facility staff did not always
pass ice in a timely manner, failed to answer call
lights timely, failed to honor food preferences
and, on occasion, failed to serve food that was
cooked properly or at the proper temperature.
However, even though the residents stated they
had voiced complaints/grievances about their
concemns, a review of documentation and
interviews revealed the fadility failed to resalve
the grievances or inform the residents of any
actions taken refated to the grievances,

The findings include:

1.Resident #3, Resident D, E,F and Resident G
were interviewed by the Dietary Services
Manager(DSM) on 11/13/2012 to ensure all food
preferences were up to date, they were
immediately given fresh ice and the call light’
issue was discussed with each of them by the
Administrator on 11/13/2012.

A grievarice related to all issues was completed
on behalf of Resident #3, Resident D.E, F and G
on 11/13/2012 by the Administrator.

The Medical Director was made aware of the
above concerns on 11/14/2012 by the Unit
Mapager (UM) with no new orders noted.

No éther resident was noted.

2. Administrator, Director of Nursing (DON),
Assistant Director of Nursing (ADON), Regional
Nurse Consultant (RNC), and DSM and UM to
review all grievances from a period of
10/20/2012 through 11/30/2012 by 12/15/2012
to identity any issuc with any grievance, to
identify any grievance that was not completely
addressed, followed up and resolved.

Any issue identified will be immediately
resolved. i

|
|

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S snemn%yf“‘\ M/\ W Qé.‘
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Any de‘r iclency statement ending with an asterisk (*} denotes a deficiency which the lnstltutmn may be excused from correcting providing it is determined that
other safeguards provide sufficient profecton io the patients . (See Instructions.} Except for nursing homes, the findings stated above are disciosable S0 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 t the fadllity. If deficiencies are cited, an appreved plan of commection is requisite {o continued

progrem participation,
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Con_tl-nued From page 1 o F166) Al cognitive residents and at least 5 family
A review of the facility's Concem/Grievance Policy members will be ipterviewed by the Social
. 3 . e
{no date given) reveaied the facility employee Services Director by 12/17/2012 to identify any
who recaived a concern or grievance would be gricvance or issue that is occurring

responsible to ensure a grievance form was
completed. Once the form has been completed,
the Administrator is o receive the form and
determine which department is responsibie for
the concern or grievance. The department whers
the grievance or concem originated would have
five days to communicate the resolution of the
grievance or concern to the family or the resident.

Any issue identified will require a grievance in
writing and forwarded to the Administrator and
the RNC for resclution. Any prievance will be
addressed immediately.

A Resident Council Meeting will be held by the
Activity Director by 12/7/2012 fo identify any on
going grievance related to call lights, food and
/or ice pass. Any issue identified will require a

A review of the medical record reveaied the gricvance in writing and a copy forwarded to the
facility admitted Resident #3 on 11/05/12. A RNC,

Roster/Sample Matrix dated 14/13/12 revealed - All issues will be immediately addressed.
Resident #3 was cognitively aware.

An interview with Resident #3 on 11/13/12 at 3. RNC fo re educate Adminijstrator and

10:30 AM, revealed upon admission to the facility Education Training Director (ETD) regarding the
the residént informed staff that due to the grievance process and follow up/resolution and
rasident's redical condition the resident on going moenitoring by 11/15/2012.

preferred not to be served vegetables, espeacially ETD to re educate DON/ADON/UM and facility
cabbage, during meals. Further interview with staff regarding grievance process/follow up,

the resident revealed although hefshe was unable resolution and on going monitoring by

fo reca:lhawd often, he!;.she had receli:e;i 12/17/2012.

vegetables during meal service "multipie times” . .

and had rece'!vedg cabbage on three d::‘ferent ETD fo re educate all nursing staff regarding

passing i¢e, answering call lights and not serving
residents food that is on their “diskike list” by
12/17/2012.

occasions. Resident #3 stated facility staff had
been made aware of the resident’s food
preference when the resident's food was provided
and on those occasions facility staff offered
another food choice.

A group inferview conducted with four alertand -
oriented residents (Residents D, E, F, and G) on
11/13/M12 at 3:00 PM, revealed the residents had
voiced concems on NUMEerous occasions related
to ice not being passed timely, food preferences
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not being honored, staff not answering call lights
timely, and meals being cold or not cooked
properly. The residents stated the concemn with
the ice not being passed had occurred on all
shifts, and their concerns with meal service
occurred during the supper meal. The residents
slated they had made the facility aware of their
complaints but had never received a response
from the facility. Resident F stated the facility's
Administrator had verbally followed up an the ice
nof being passed on {1/13/12 (seven days after
the iast Resident Councit Meeting had been
conducted). However, according to the residents,
facliity staff had not attempted to resolve the
issues thaf were expressed before 11/13/12.

A review of the Resident Council Minutes for the
month of June 2012 revealed the residents
voiced concems related to ice not being passed
and meals not always hot when served to the
residents. Resident Council Minutes dated
06/05/12 revealed "old business” had been
discussed related to ice not being passed on all
shifts but failed to identify what efforts had been
made by the facility to resolve the issues.

Although the Administrator stated in interview
conducted on 11/13/12 at 4;15 PM, that a
Resident Council Meeting was held in July 2012,
facility staff could not locate the Resident Council
Minutes for the month of July 2012 and, as a
result, the minutes were not available for review.

A review of the Resident Council Minutes dated
08/07/12 revealed staff had documented, "No
new issues."” However, no evidence was
provided related to what the residents’ issues
were or what efforts had been made by the facllity

 beginning 12/1/2012 available to staff, family
and residents to ensure they are gvailable for
anyone to complete,

Ice pags to be completed 2 x shift beginning
11/17/2012. UM/Charge nurse to ensure this is
compieted. DON/ADON to randomly audit jce
pass being completed as ordered 3 x weekly
beginning week of 11/17/2012 x & weeks, then 2
weekly x 4 weeks.

All Department Managers to audit at least 3 call
| lights randomly weekly x 6 weeks beginning the
week of 11/25/2012 then 1 x week x 4 weeks to

ensure all lights are being answered timely.
Distary Manager to monitor food service during
tray line 2 x weekly x 4 weeks beginning the
week of 12/1/2012 to ensure that no foods are
served. to the resident that is on their respective
“dislike list™.

RNC to andit a}l Resident Council Meeting
ruinutes x 3 months beginning 12/2012 to ensore
all grievances are followed up on and are
available.

RENC/RDO (Regional Director of Operations) to
.audit at least 5 grievances monthly x 3 monthly

and mionitoring is complete.

SSD-to interview 5 cognitive residents and 1
family member weekly x 4 wecks beginning the
week of 12/17/2012 to ensure al]l grievances are
noted and followed up.

4, Quality Assurance Team to meet af least
weekly beginning week of 12/15/2012 to review
audit findings and make recommendations’
meeting to be held weekly until issues resolved.

5. Date of Compliance 12/18/2012.
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F 166 | Continued From page 3 F 168
to resolve the issues.

A review of the Resident Council Minutes dated
09/64/12 revealed the residents had voiced
concerns related to ice not being passed on alf
shifts. Further review revealed facility residents
had voiced concerns related to receiving food
items which were lisied on their mea) ticket 25 a
dislike; however, there was no documentation of
efforts made by the facility to résoclve the past or
present issuas. :

A review af the Resident Council Minutes dated
10/09/12 revealed the residents had voiced
concerns related to ice not being passed in a
timely manner, and food not properly cooked.
Further review of the minutes revealed residents
had voiced concerns related to call lights not
being answered in a fimely manner. However, it
could not be determined by a-review of the
minutes what actions would be taken and/for had
been made by the facility to resolve the issues.

A review of the Resident Councll Minutes dated
11/06/12 revealed the residents had voiced
concems related to lce not being passed on all
shifts, and call lights not being answered in a
timely manner. Mowever, it could not be
determined by a review of the minutes what prior
actions had been made by the facility to resolve
the residents' concemns.,

An interview with the Activity Director on 11/13/12
at 7:40 PM, revealed she attended all Resident
Council Meetings. The Activity Director stated the
residents had complained of cold food, call lights
not being answered timely, and food overcooked.
According 1o the Activity Director, the residents'
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F 166 | Continued From page 4

concerns that had been voiced were taken to the
moming meetings with department heads and
given to the department head for the appropriate
department.  The Activity Director also revealed
the Administrator was responsible to conduct a
follow-up with the residents within five days to
ensure their concerns had been resolved.

An interview with the facility’s Administrator on
14/13/12 at 8:00 PM, confirmed the Administratar
was responsible to conduct a follow-up with the
residents within five days to ensure resident
concerms/grievances wera resolved, The
Administrator stated he had conducted a
follow-up with the residents within five days after
receipt of a complaint/grievance and there had
not been any concerns identified. However,
documentation of the follow-ups conducted by the
| Administrator that addressed fhe resociutions to
the residents’' concerns was not made available
for review.

F 323 | 483.25(h) FREE OF ACCIDENT

55=D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
atlequate supervision and assistancs devices fo
prevent accidents.

.| This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and a review of facility policies, it was determined

F 166

F 323
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the facllity falied to ensure the residents’
environment rermained as free of accident
hazards as possible. During initial tour of the
facility on 11/13/12 at 11:15 AM, temperatures in
the sink in the resident shower room on the D
Unit of the facility were observed fo be 118
degrees Fahrenheit. Areview of the facility's
policy fitled "Test Waler Temperatures,” undated,
revealed resident room water femperatures
should be maintained as specified by state
requirements. A review of the Kentucky
Administrative Regulations at 902 KAR 20:021,
Section 15.(6)(a), revealed plumbing fixtures
which require hot water and which are intended
for patient use shall be supplied with water which
is controlled to provide a water temperature of
100 to 110 degrees Fahrenheit at the fixture,

The findings include;

A review of the facility's policy fitied, "Test Water
Temperatures,” which contained no date,
revealed resident room water temperatures
should be maintained as specified by state
requirements.

A review of the Kentucky Administrative
Regulations at 902 KAR 20:021, Section 15.(B)
{a), revealed plumbing fixtures which require hot
water and which are intended for patient use shall
be supplied with water which is contrelled to
provide a water temperature of 100 to 110
degrees Fahrenheit at the fixture.

QObservafion of the water temperature during
initial tour of the facility on 11/13/12 at 11:15 AM,

{X4) ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION o5)
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F 323 | Continued From page 5 F323! Fix3

. DON/ETD re educated all staff immediately on

- above 110 degrees.

" 11713/2012 were reviewed by the Administrator

1. No resident was specifically identified. All
residents have the potential to be affected.

D hall shower room was immediately closed and
locked.

11/13/2012 to not use the shower room and a
note in writing was placed on the shower room
door related to non use instructions.

The Medical Director was made aware of the
water temperatures on 11/13/2012 by the UM.No

new orders were noted,

2, Az audit of all shower rooms and all rooms
water temperature was completed by the
Majntenance Director and the Administrator on
11713/2012 to identify any temperature above
110 degrees. No other issues were identified.
An audif of all showers rooms and all resident
roeoms was completed by the Administrator oa
11/14/2012 to'identify any water temperature

Any issue identified was immediately addressed.
All temperature logs from 10/13/2012 through

on 11/14/2012 to identify any water temperature
above 110 degrees and to identify any area in the
center that had an issue with water temperatures.
Amry 1s$ue identified was immediately addressed.
RNC to cornplete a one time water temperature
check with the Maintenance Director by
11/16/2012 to ensure water temperature checks
are completed accurately.

Amy 1ssues identified will be immediately
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5S=0 | ADVANCE/FOLLOWED

Menus must meet the nufritional needs of
residenis in accordance with the recommended
dietary allowances of the Food and Nutrition
Board of the National Research Councii, National
Academy of Sciences; be prepared in advance;
and be followed.

This REQUIREMENT is not met as evidenced
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F323 Continued From page 6 F323| A one time audit of al] resident rooms and care
118 degrees Fahrenheit. The shower room doar | arcas to be completed by the Administrator and
was observed to be locked, DON to identify any risks for accident finjury by

11/20/2012.
An interview conducted with the Maintenance Any issues identified will be immediately
Supervisor on 11/13/12 at 11:20 AM, revealed he comected.
had been unaware the water temperature was
greater than 110 degrees Fahrenheit on the D 3. Administrator to re educate the Maintenance
Unit. The Maintenance Supervisor rfavealed he ) Director regarding water temperature
had checked the water temperature in the D Unit .
. ] X regulations, how to complete water temperature
resident shower room approximately a week prior testin hen to complete water b o
to 11/13/12 and the temperature at that time was tcs 108, wd nho cc;mp e 1 ? € iemfzfzm e
106 degrees Fahrenheit. The Maintenance esting and where to complete water lemperature
Supervisor stated residents did not have testing. This to be completed by 11/14/2012.
unassisted access to the shower room pn the D Administrator to cheek all shower rooms water
Hall; however, the Maintenance Supervisor tem';;gr?tures at Jeast 5 x weeldy x 6 weck;
i acknowledged the shower room was available for beginning 11/14/2012 to ensure all temperatures
resident use. -are within federal guideline limits and are not
above 110 degrees.
An interview conducted with the Administrator on Any temperature above 110 degrees will require
11/13/12 at 8:05 PM, revealed the Maintenance non use and a written sign to be placed notifying
Supervisor submitted water temperatures once a all staff and visitors not to use is 1 .
month for review and the Administrator had not 11/13/2012 and will be on uzh.lThJs 0 begin
identified any concerns. The Administrator stated Adinini . BOIE.
trrunistrator to review water temperature logs
wafer temperatures should not have been greater for all areas in the center at least 3 ey x 6
than 110 degrees Fahrenheit in the sink of the .. Tier at least 3 x weekly x
residents’ shower room weeks beginning the week of 11/14/2012,
. ‘ . RDO/RNC to review water temperature logs
F 363 | 483.35(c} MENUS MEET RES NEEDS/PREP IN F 363 p &;
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weekly x 4 weeks to ensure all teraperatures
meet federal puidelines and are below 110
degrees in all shower rooms and rooms
beginning 11/25/2012..

SSDYo interview at least 5 cognitive residents
weekly x 4 weeks regarding water temperatures
being comfortable beginning week of
11/25/2012.

ETD to re educate stzff regarding the prevention
of accident and incidents, this includes water
temperatures and the protocol for center to
prevent accident/incidents of any kind to ensure —

Fac patient safety .This will be completed by }Je 7a10

12/17/2012.
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by:

Based on observation, interview, record review,
and review of the facility's menu, it was
determined the facility failed to ensure menus
were followed for three unsampled residents
(Residenis A, B, and C). Observaticn of the
evening meal on 11/13/12 at 5:05 PM, revealed
Residents A, B, and C were eating in the main
dining room. Based on observation, facility staff
had served the three residents a square piece of
spice cake that measured approximately one inch
by one inch. A review of the facility's menu for
the evening meal on 11/13/12 revealed the
residents were supposed to receive a square
piece of spice cake measuring two inches by
three inches.

The findings include:

A review of the menu for the evening meal on
1171312 reveaied resldents who received a
regular meal tray and a mechanical soft meal tray
were required io receive a square of spice cake
measuring two inches by three inches.

Observation of the evening meal service in the
main dining room on 11/13/12 at 6:05 PM,
revealed Resident A was served a regular diet,
with no calarie restrictions, which contained a
square piece of spice cake measuring
approximately one inch by one inch. A review of
the facility's roster matrix dated {1/43/12 revealed
the resident had been assessed fo be cognitively
impaired and therefore an interview was not
atternpted.

Observafion of the evening meal service in the
main dining room on 11/13/12 at 6:05 PM,

Wee'kly bqgium’ng week of 12/15/2012 to review
audj_t. findings and make recormnmendations’
meeting to be held weekly unti! issués resolved,

3. Date of Compliance 12/18/2012.

F 363

1. Residents A, B and C were immediztely
offered another picce of cake that was the correct
size on 11/13/2012 by the C.NLA.

Medical Director was made aware of the setrving
size issue on 11/14/2012 by the UM and no new
orders were noted,

2. A one time audit of all food served was
completed by the DSM and Administrator on
11/14/2012 to identify any dietary staff who did
not serve the correct portion and 1o ensure that
food likes and dislikes were honored.

Any issues identified were immediately
corrected.

DSM to complete a one time observation by
12/15/2012 of all dietary staff individually to
identify any staff that do not know correct food
servings, how to cut a piece of cake into correct
serving portions and to identify any issue with
serving residents foods on their dislike Iist.

Any issue identified will be immediately
corrected.
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revealed Residen{ B was served a mechanical
soft diet, with no calorie restrictions, which
tncluded a square piece of spice cake measuring
approximately one inch by one inch. A review of
the facility"s roster matrix dated 11/13/12 revealed
the resident had been assessed o be cognitivety
impaired and an interview was not attempted.

Observation of the evening meal service in the
main dining room on 11/13/12 at 6:05 PM,
revealed Resident C was served a mechanical
soft diet, with no calorie restrictions, which also
included a square piece of spice cake measuring
approximately one inch by one inch. A review of
the facility's roster matrix dated 11/13/12 revealed
the resident had been assessad to be cognitively
impaired and an interview was not attempted.

An interview conducted with Cook #1 on 11/13/12
at 7:00 PM, revealed she was responsible for
serving the cake to residents at the evening meal
on 11/13/12, Cook #1 stated she had not
measured the cake prior to cutting it. The Cook
stated she had misjudged the size of the pieces
and had cut the pieces of cake too small.

An interview conducted with the Dietary Manager
on 11/13/12 at 6:10 PM, revealed residents were
supposed to have received a two-inch by
three-inch sguare piece of spice cake for the
evening meal as indicated in the menu. The
Dietary Manager stated staff was expected to
review the menu and serve residents the portion
size documented on the menu and acknowledged
the portion size of the cake served was too small.
The Dietary Manager stated she monitored tays,
at random, for accuracy one time a week, and
had last audited an evening shift meal two weeks

12/15/2012 regarding food likes/dislikes
protocol, serving sizes and use of recipes to
ensure all residents are served proper partion
sizes and not served foods on their dislike list.
ETD to re educate nursing staff to notify dietery
if residents are served foods on their respective
dislike list and if they think a portion size is too
small for evaluation of portion size, by
12/15/2012.,

DSM to randomly monitor tray line 3 x weekly
for 6 weeks beginning week of 12/15/2012 to
ensure residents are not served foods on their
dislike list and that portion size is correct.

DSM {o audit records to ensure all residents have
a food likes/dislikes list on file to ensure that this
is noted .This will be completed by 12/17/2012.

T ———

4. Quality Assurance Team to mest at least
weekly beginning week of 12/15/2012 to review
audit findings and make recommendations’
meeting to be held weekly until issues resolved,

5. Date of Cornpliance 12/18/2012.
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prior to observation of the meal service on
11/13/12. According to the Dietary Manager, she
had not identified any concerns related to portion
size.

An interview with the Registered Dietitian (RD) on
11/13/12 at 7:30 PM, revealed sfaff was required
to follow the menu and to serve the amount of
food which was documented on the menu. The
RD acknowledged staff had served the wrong
portion size of spice cake during the evening
meal on 11/13/12. The RD also confirmed
Residents A, B, and C were not on calorie
restricted or diabetic diets.
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