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F 000 | INITIAL COMMENTS = 000 Submission of this plan of corvection’is not 2 ;
! - iegal admission that a deficiency exists or |
that this statement of deficiency was
A Recerification Survey was Inittated on 10/13/18 correctly cited, and is also not to be construed
and concluded on 10/15/15 with deficlencies cited as an admission of interest against the
at the highest scope and severity of an *F". facility, the Administrator or any employees,
] - agents, or other individuals who draft or may
An Abbreviated Survey was Initfated on 10/14/15 be discussed in this response and plan of
and concluded on ‘Eg‘” 5/15 to investigate correction. [n addition, preparation of this
$Y23933- The Ezwssa@n of Health Care rerd plan of correction does not constitute an
, uﬁ§u§>stgnisai§d the allegation with unrelated admission or agreement of any kind by the
deflciencies cited. facility of the ruth of any facts alle sed or see
F 156 | 483.10(0){(5}) - (10, 483.10{b){(1) NOTICE OF F156] Q‘{m& " f y eoation b é’ﬁ
ss=£ | RIGHTS, RULES, SERVICES, CHARGES the correctness ot any alegation oy Ue
survey agency. Accordingly, the facility has
' The facility must inform the resident both orally prepared and submitted this plan of
and in writing in a language that the resident correction prior to the resolution ofany |
understands of his or her rights and all rules and appeal which may be filed solely because of |
regulations governing resident conduct and the requirements under state and federal law
responsibilities during the stay in the facility. The that mandate submission of a plan of
facifity must also provide the resident with the correction within (10) days of the survey ag a
"notice (if any) of the State developed under condition to participate in Title18, and Title
§1918(e){(6) of the Act. Buch notification must be 1% programs. The submission of the plan of
made prior to or upon admission and during the correction within this timeframe should in no
resident's stay. Feceipt of such information, and way be construed or considered as an
aﬂ‘f &m&ﬂdm%ﬂig 0 ﬁ, must @Q QGKQGWQ%dgﬁﬁ 5{'{ ﬁgffiﬁ?m@ﬁt “;i{h \E‘he a}igggﬁg}ms Gf ,
writing. noncompliance or admissions by the facility. |
. . . . This plan of correction constitutes a written
?h? ?ac:&;%y must sz:“z?(}s‘m @f{m fr%iﬁ?;m Wh% s allegation of submission of substantial
s»zn”«:ﬁ%gd‘ zs}’%ﬁﬁ@e@é bemg;ats? gﬁ@m’zmgy at tha time compliance with Federal Medicare
of admisaion to the nursing tacliity or, when the Requirements
regident becomas eligible for Medicald of the AeqUIEIMEnts.
tems and senvices that are included in nursing
facility services under the State plan and for
. which the resident may not be charged; those : . g o
other items and sesvécyes that the Eagiiézy offers Itis §he practice of ﬁf‘m facility o 11/28/15
and for which the resident may be charged, and provide residents’ with a copy of the
the amount of charges for those services; and Medicare Notice of Non-coverage
inform each resident when changes are made to upon discharge.
the Hems and services speciiied in paragraphs (5) ' 7
i ]
MBGF@ATQH‘E( DIFECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X DATE

v AN Qous,

v Admun ey g ulalhs

f}%ﬁy daficiency statement anding with an asterisk (*) dencies a daficlency which the instiiution may be excused from correcting providing i 3 determined Hat
otner safeguards provide sufficlent protection to the pelients. {See nstnctions.) Except for nursing homes, the findings slated above are disclosable 80 days

foliowing the date of survey whather or not a plan of corrsetion Is provided. For nursing homes, the above findings and plans of correction ars.c
days following the date these documents are made avallable o the faclity. ¥ deficlencies are cited, an approvad plan-of sorrgeliondsrenuisite

program participation.,

isclosable 14
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]

|
% :

FORM CHMB-2887(08-08) Pravious Versions Dbsolele

Evant 10 8MIG1H

Faglity ) 100041

; Gaptluation sheet Page {of 32




DERPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/28/2015
FORM APPROVED
OMB NO. 0938-0391

[ (A} and (B) of this section.

Tha facility must inform each resident before, or
at the time of admission, and periodically during

*the resident's stay, of services availabig in the
tacility and of charges for those services,
including any charges for services not covered
undar Medicare or by the facility's per diem rate.

The facitity must fumish a written description of
lagal rights which Includes: \
A description of the manner of protecting personal.
funds, under paragraph {¢) of this section;

- Adeseription of the requirements and procedures

for establishing eligibility for Madicaid, including
tha right to request an assessment undar section

1924{c) which determines the exient of a couple's
non-exampt resources al tha time of
institutionalization and atiributes to the community
spouse an equllable share of rescurces which
cannot be considered avallable for payment
toward the cost of the nstitutionalized spouse's
medical care in his or her process of spendding
down to Medicald eligibility levels,

A posting of names, addresses, and telaphons
numbers of all pertinent State olient advocacy
groups such as the State survey and certification
agency, the State licensure office, the Stale
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification

| agency concerning resident abuse, neglect, and
misappropriation of rasident property in the
facility, and non-compliance with the advance
diractives requirements.
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: DEFICIENGYY
) 1. Medicare Notices of Non-
F 156 | Continued From page 1 F 156 L

coverage for Resident # 14 and un-
sampled resident E were certified
cmailed on 11/9/15, Un-sampled
residents C & D were discharged to a
higher level of care and fit into
exception criteria. Un-sampled
resident B’s discharge notice was
provided to resident B and signed on
9/10/15.

2. The facility Administrator
completed an audit on 10/19/15
which encompassed residents with
Medicare coverage. The audit
focused on Medicare residents from
4/1/15 through 10/19/15 who were
discharged to a lower level of care
and had remaining Medicare days.
The audit revealed no additional
concerns identified.

3. The Administrator on 11/4/15
conducted an educational review for
the Social Services Director, the
Business Office Manager and the
MIDIS nurse of F 156 as it relates to
providing residents with a copy of
the Medicare Notice of Non-
coverage upon discharge. The
Business Office Manager will be
responsible for completing and
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. issuing denial letters for Medicare
F 158 | Continued From page 2 £ 186 regidents who are discharging home
. i : } in the absence of the Social Service
The facility must inform sach rasident of the - .
name, specialty, and way of contacting the Director.
physician responsible for his or her care.
% ; 4. The Administrator will conduct a
?“.8, ?ag%ixw muz%; pmmmeniiy’d;a;} ay in the facility weekly audit for 4 weeks and
writien information, and provide to residents and - . .
applicants for admission oral and written monthly for 5 months, of Medicare
; ) ; . L .
information about how to apply for and use residents with planned discharges for
Medicare and Medicaid benelits, and how to the upcomi ) k and valid h
receive refunds for previous payments covered by Hic upcoming week and validate that
such benefits, a denial letter to the resident and or
Guardian is being issued. The
Administrator will then review
Medicare residents discharged the
This BEQUIREMENT is not metl as evidancad previous day (or over the weekend)
by: | g S revisw it to assure that a dendal letter was
Haszed on interview and record review, it was : e .
) e c . completed a 19 !
determined the facllity failed to provide Madicare d P ‘md issued to ﬁ‘ey resident
Notice of Non-coverage to one of fourteen (14) and or Guardian per regulation. Any
sampled residents (Resident #14) and four (4) of disgrepancy noted in the audit will be
aleven (11) unsampled residents (Unsampled corrected at that time. Results of the
Residenis B, C, D, and E) discharged while still audit will be submitted to the
on Madicare, At ve submitied to the
QUALITY ASSURANCE
The findings include: PERFORMANCE IMPROVEMENT
committee for its review and
The facility did not provide a policy related to rﬁmm@an&a%mn m‘j’m}ﬁ‘}’- The
providing Medicare Notice of Non-coverage. commitiee will consist of at
; minimum the Director of Nursing,
Administra Assistant Director
1. Review of the clinical record for Resident #14, %f‘ m,mkﬁfm?@f’ As,f? mi’%m Director of
revealed the facility discharged Resident #14 on Nursing, Dietary Services Manager,
| 09/24/15 and did not provide a Madicare Notice Social Services Director with the
- of Non-coverage. Medical Director attending at least
2. Review of the dlinical record for Unsampled ;%ﬁmeﬂ}"
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Continued From page 3

‘Resldents B, revealed the facliity discharged the

resident on 09/10/15 and did not provide a
tedicare Notice of Non-coverage 1o the rasident.

3. Review of the clinlcal record for Unsampied
Fesident C, revealed the facility discharged the
resident on 08/19/15 to the Hospital and did not
provide a Medicare Notice of Non-coverage o the

¢ residant,

&, Fleview of the clinical record for Unsampled

Resident D, revealed the facility dgischarged the

resident on U8/16/15 to the Hospital and did not
provide a Medicare Notice of Non-coverage to the

rasident.

5, Review of the clinical record for Unsampled
Resident E, revesled the tacilily dischargsd the
resident on 10/02/15 10 an Assistive Living Faciiity
aryd did not provide a Medicare Notice of
Non-coverage o the resident.

interviaw with the Business Office Manager, on
1/15/15 at 330 PM, revealed the Social
Services Director was responsible to provide the

Medicare Notice of Nan-coverage, but she left on
| 05/18/15 and the Administrator took on the role of
- providing the notices. The Buginess Office

Manager stated residents should be afforded the
right to know how many days were left with
medicare, The Business Office Manager staled
she was never directed 1o provide letters of
Medicare non-coverage to residents,

Cinterview with the Administrator, on 10/15/15 at

342 PM, revealed when the Soclal Services
Diractor left she did not assign anyons to do the
sk of providing letters of Medicare
non-coverags to the residents, nor did she

= 186

|
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A residant has the right 1o prompt efforts by the
faciity to resolve grievances the resident may

have, including those with respect 1o the behavior %

of other residents,

This REQUIREMENT is not metl as evidenced
by

Besad on observation, interview, record review,
and review of the facility's policy, it was

; detarminad the facility Tailed to rasolve two (2)

grisvances for ane {1} of fourteen {14} sampled
residents and eleven (11) unsampled residents,
{Unsampled Resident F), Tha faciiity prohibited

' Unsampied Resident F to go oul doorg and
amoke. The facility further falled to address

| Unsampled Resident F's consems voicad

. regarding repeated foods served and served cold.

The findings includs:

Review of the facility's policy regarding Resldent

tand Family Grievances, not dated, revealed
- grisvances could be voiced without discrimination

or reprisal. Grievances would be resclved
promptly, Grievances would be documentsd on
the Grievancas/Congern Form,

Review of the clinical record for Unsampled

Hasident F, revaaled the faciiity completed a
quarterly Minimum Data Sat assessment with a
Briet Interview for Mental Status on the resident

It is the practice of this facility to
resolve grievances the resident may
have, including those with respect to
the behavior of other residents.

| 1. As indicated in the 2567, Resident
. F was aware of the facility no
smoking policy. Prior to the concern
voiced to the surveyor, facility
management was not aware of any

- concern regarding Resident # F and

- smoking. Resident #F does / did not
possess cigarettes and therefore
would not have been able to smoke
without them. Resident I has
acknowledged the facility Smoke
Free Tobacco Free Campus
Acknowledgement and has been
offered transfer fo a smoking facility
which she has declined.

The dietary manager has followed up
with Resident F’s concerns regarding
cold eggs and toast with hard edges
and a new concern form has been
‘completed.

X4y 1D SUMIAARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAM OF CORBECTION e
FREFN [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 158 | Continued From page 4 F 188
complete the task. The Administrator stated the
regidents had the right to know how many days
thay had left for thelr Madicare coverage.
F 166 | 483.10(02) RIGHT 7O PROMPT EFFORTS TO F 1866
55=p | RESOLVE GRIEVANCES

L 11/28/15
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on D9/28/15. The resident scored a fiftean (15)
aut of fifteen (15) and was interviewable,

interview with Unsampled Resident F, on
10M3/15 at 2:15 PM, during the Group interview,
revealed the resident was alert and oriented io

| persen, time and place with clear speech and the
- abiity to verbally state concermns with the facility.
 The resident was aware of the no smoking in the
“tacility policy. The resident stated he/sha
obssrved employses oulside In the back of the

- parking lot smaoking and wanted to go outside and

amoke. The resident stated he/she was stopped

at the front door, which was alarmed and required |

& coda to exit, and told he/she could not go
ouiside and smoke. The resident staled that
each fime hefshe altempted o go oulside, staff
refusad to allow the resident to exdit the building.
The resident staled g relative came (o the facliity
twice a wesk and drove himJ/her around the block
50 tha resident could smoke. Tha resident stated
repeatad complaints were met with a no answer,

| Flaview of the Admissions Rescurce Guide, page
| 8, signed by Unsampled Resident F, on 03/19/15,

revealed smoking was not permitted i residents’
roams, corridors, or common arsas. Smoking
was permitied In designated public areas unless
the entire bullding was smoke fres,

COhservation of the signage on the front of the
facility, on 10/13/14 at 2:41 PM, revsaled the
facility was a non-smoking faciiity. In addition, a
metal sign was mountad close to the front door

advising that there was no smoking in this ocutside

area where outdoor chairs were available for
residents. There was no posting observed
notifying residents or the public that the facility
was a no smoking campus. There was an

H

!
!

| suggestion anonymously. A
. Resident Acknowledgement of Non-
- Smoking Policy has been added to

will be followed which includes a
timeframe for getting back to the
resident and/or responsible party

with a resolution to the concern. The

Administrator will review new
grievances as well as resolution to
prior grievances daily, 5 days per
week, during the facility stand up
meeting. A concern box has been
placed at the administrators” office
door to allow residents’ to file a
report of abuse, a complaintora

the Admissions packet. Current
residents or legal representatives are
also signing the Acknowledgment,
The Dietary Manager has formed a
resident food committee to be held
monthly. The Dietary Manager will
maintain minutes of the food
committee meeting and follow up
with resident concerns as indicated.
The smoking policy and grievance
process will be reviewed with
residents at the Resident Council
Meeting on 11/17/15.
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2. The facility grievance procedure
F 186 | Continued From page 5 F168 ¥ & P
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PI0M14/15 at §:07 AM, revealed Unsampled

She stated the resident might smoke and

' wanted to go outside and smoke; however, the

amployee oul by the back parking lot smoking.
Continued cbservations of the back parking lot,
on 10/13/15 at 3:44 PM, revealad two employess
wars smoking.

Interview with Certified Nurse Alda (CNA) 87, on
Rasident F was not allowad 1o go outside alone.

rasidents were not allowed 1o smoke inside or
outside. She stated she knew employees
smoked outside. She stated she recelved
fraining on resident rights, however, she had fo
follow the rules. She stated she knew the
resident’s sister visied several times a waek to
taka the resident riding a0 the resident could
smoke,

Interview with the Administrator, on 10/18/15 at
%45 PM, revealad grievances were addressed
timealy and there was no sef tima frama for a
grisvance to be answered. 3he slafed she
answerad Unsampled Resident F's grisvances
with & no. She stated smoking was not allowed
ouiside except for employees. She stalad she
did pot want the resident smuoking outside so the
rasiclent was not allowed 1o go oulside urdess a
staff member went with the resident to ensure the
resident did not smoke. She statad the resident's
sister vigited twice a weelk and drove the resident
around 5o the resident could smoke. She stated
she had no written policy regarding a smoke-fres |
campus. She stated she knew the resident ;

resident would nat be allowsd 1o do thal,

2. nderview with Unsampled Resident F, on
1O/18/15 at 313 PM, ravealed the mesls served
by the distary staff wers not appetizing because

e eggs ware cold every morning, and he/she did

the Dietary Manager on the food
committee meeting, documentation
thereof and follow up to resident
food concerns. The Administrator on
11/4/15 and the Director of Nursing
on 10/27/15 conducted an
jeducational review for facility staff

on F 166 as it relates to the
Grievance procedure and timely
follow up.

4. The facility Administrator will
conduct a monthly audit for 6
months of the resident food
committee meeting minutes to verify
prompt follow up with resident
concerns. Any discrepancy noted
during the audit will be corrected at
that time. Results of the audit will
be submitted to the QUALITY
ASSURANCE PERFORMANCE
IMPROVEMENT committee
monthly for its review and
recommendations. The facility NHA
will conduct an audit of resident
grievances daily, 5 days per week for
3 months during AM stand up
meeting to validate timely follow up.
The NHA will go to resident council
monthly for three months to follow
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o 1 "up on the grievances with residents.
F 166 Continued From page 7 ! F 186 Any discrepancy in the audit will be
not like to eat cold scrambled eggs. He/She corrected at that time. Results of the
staled they wers tired of the same things svery I L ,
- morning at breakfast. Unsampled Resident F -audit will be submitted monthly to
' stated the toast was hard and had veiced | the QUALITY ASSURANCE
cencermns to a stafl person, (whom he/she did not PERFORMANCE IMPROVEMENT
name), and the stalf person filled out the » : SR L ey ¢
ﬁﬁsicﬁzem Concem Form on his/her behalf committee é{}ry s rgf‘fwg’g’ and .
hecause the facifity did not have any process in recommendations. The committee
place for the resident to file an anonymous will counsist of at minium the
grievance. Unsampled Resident F also stated Director of Nursing, Administrator,
- after the grievance was filed by the stalf person e . £ Nurs;
the Dietary Manager came to visit 4 couple of Assistant Director of Nursing, -
times, but she had not been back in months and Dietary Services Manager, Social
the food problems still existed. Services Director with the Medical
Aeview of a Resident Concern Form, dated Director attending at least quarterly.
07/23/15, revealed a grievance was filed with the
| facliity by Unsampled Resident F that stated
he/she wanted something different for breakfast
becauss it was the same meal every morming and
was tred of it. The Resldent Conecern Form was
irvastigated and the findings concluded that the
tocd at breakfast was cold. Further, Unsampled
| Rasident F wanted toast that was not hard
| around the edges, and a suggestion was made to
. add pancakes and/or wallles o the breakfast
manu. 1he Resident Concern Form's disposition,
dated 07/28/15, five (5) days laler, also reveslsd
the Distary Manager vislled Unsampled Resident
F and instructed the resident ¥ the breakiast food
was cold when brought fo him/her, that hafsha
should have asked one of the CNAs o reheat il o
the praferred temperature and that pancakes
and/or walties had besn added to the braakfast
menu for once a week, The Distary Manager
also stated on the Hasident Concern Form that
she would check with the resident every other
morning to ensure the complaint was rescived.
FORM CMS-2587{02-98) Fravious Yersions Obsolet Evenl 1D SMiat Faciiity I 106041 i continuation sheet Page 8 of 32
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Intarview with the Dietary Manager, on 10/15/15,
at 220 PM, revealad the distary staff went into
Unsampled Fesident F's room every week (o
check on hisfher complaint. The Distary Manager
stated that within the past two weeks they had not |
checkad on Unsampled Resident F. The Distary
Manager slso stated that she honestly thought
there was nothing they could do to satisly

- Unsampled Resident F's needs.

Interview with the Administralor, on 10/15/15, at
3:31 PM, revealed the faciiity had nothad a
process or procedurs in place that aliowed a
resident to file a report of abuge, a complaint, nor
a suggestion anonymously,
A83.15(hH2) HOUSEKEEPING &
MAINTENANCE SERVICES

F 283
S58=E
The facility must provide houssekeeping and

malrtenance services necessary o maintain a
santary, orderly, and comfortable interior.

This REQUIREMENT i3 not met as svidenced
Sy

| Based on observation and inferview, it was
determined the facility falled to have a system in
- place to srsure the resident's environment was

- comfortable and repairs were complated for
twenty-two (22) of thirty-two (32) rooms, (Hooms
1,2,4,5,8,7, 10,12, 16, 17, 18, 19, 20, 21, 22,
23, 24, 28, 30, and 31} Door framaes had chipped
paint, walls had gypsum exposed, and toile!
paper holders and towel racks wers broken. The
facllity falled to ensure bathroom (BR) tles were
in goad condition for four (4) of eighteen (18)
shared bathroom foors, (BR 28 and 28, 25 and

27, 2tand 23, 10 and 12},

F 168

v
(941
L

- provide housekeeping and
_ maintenance services necessary to

FOFM DME-2ES7(08-588) Previous Varsions Ubsolots Eyant (D80G

Facuny w2 Todt

it is the practice of this facility to 1128015

maintain a sanitary, orderly and
comfortable interior.

L. The door frames of rooms 1,2, 4,
5,6,7,10,12, 16, 17, 18, 19, 20, 21,
22,23,24,28, 30 and 31 will be
repainted by 11/6/15.

Door Frames of East Shower Room,
Medical Records, Laundry Room, A
and Dirty Linen room door will be
painted by 11/6/15.

Gouged hallway walls on East and
West unit will be touched up by
1176/15. Missing toilet paper roll on
shared bathroom for resident rooms
30 and 32, 6 and 8 were replaced on

10/16/15

if continuation sheet Page 9 of 32
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The findings include:

The facility did not provide any policies regarding
Maintanance or Housekeeping.

. Observation of the East Unit, on 10/13/15 at
2:40 AM, revealed chipped paint around door

19, 20, 21, 22, 23, 24, 28, 30, and 31). In
 addition, the East Showar Room and the Medical
fAecords door frame had chipped paint. The
haliway walls on the East Unit were gouged in
multiple places with exposed gypsum and

- missing pairt.

2. Ohservation, of he one shared bathroom for
‘Resident Flooms 30 and 32 on the East Unit, on
10/15/15 at 8:47 AM, revealed a missing tollet
paper nolder with a roll of tilet paper sitting on

the back of the toilst,

3. Oisservation, on 10/13/15 at §:50 AM, revealed
nrewnftan stained tles around the bases of lolleis
in shared resident hathrooms (BH 26 and 28, 258
ang 27, and 21 and 23). In addition, the bathroom
sarvicing residents in Rooms 28, 27, and Hooms
21 and 23 had broken towel racks,

4. Observation of the Weast Unit, on 10/13/15 &t

10:00 AM, revealed chipped paint around the
Cdoor frames of resident rooms (Rooms 1, 2,4, 8,

&7, 10,12, and 18). The door and door frame
of the Laundry Foom had peeling paint, and tha

door frame to the Dirty Linen room had chipped
. paint. The hallway walls on the West Unit were

gouged In multiple places, with exposed gypsum,
and missing paint; primarily on the lower portion
of the walls,

frames of multiple resident rooms (Rooms 17,18,

i

OB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLER/CLIA O MULTIFLE DONSTRUCTION {3 DATE BURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER A, BUILDING COMPLETED
185302 B WING 10/18/2018
MAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, Sip LODDE
161 FAIRGROUNDS SOAD
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HARDINSBURG, KY 40143
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDEIS FLAN OF CORRECTION 183
PRERY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BAGH CORRECTIVE ACTION SHOULD BE COMPLETHON
TAG SEGLAATORY OR LEC IDENTIFYVING INFORMATION) TAG CROSS-AEFERENGED TO THE APPROPRIATE DATE
DEFICIENCYS
Brown/tan stained tiles around vases
. . » el ; ;
F 283 | Continued From page 8 F 2583 of toilets in shared bathrooms 26 and

28,25and 27,21 and 23, and 10 and |
12 have been cleaned and/or will be

- replaced by 11/28/13.

" Shared bathroom between room 6
and & broken tile on the wall 1o the
left of toilet and radiator cover was
fixed by 10/30/15.

Broken towel rack in shared
bathroom 7 and 9 was removed and
broken radiator cover in same
bathroom was fixed by 10/30/15.
Broken towel racks is shared
hathroom 25 and 27, and 21 and 23
were removed by 10/30/15.

Dining room door frames were
painted by 11/6/15 and gouged walls
with missing paint will be touched
up by 11/13/15.

2. The week of 11/2/15 the
Housekeeping Supervisor and

. Maintenance Director did a walking
-~ tour of building to identify rooms

' having the same deficient practice.

3. The facility will identify
maintenance and housekeeping
issues through department head room
rounds, housekeeping and
maintenance supervisor sbaewaﬁ@mg

FORM CMB-2587(02-98) Previcus Varsions Obsolete

Bygrat 110 OMETY
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! N o eqs
£ 253 | . — and observations of facility staff.
53| Continued From page 10 F 253 The facility rounds tool was updated
5. Observation of the one shared bathroom ; by th:e aém;rzistraté)r to be used on
between Room 6 and 8, on 10/13/15 at 10:11 AM, gwaikmg rmmd&i by department heads.
revealed a missing toilet paper holder with toilet | Facility staff will fill out
paper sitting on tha back of the follet. In addition, 'maintenance and/or housckeeping
there was a broken tile on the wall to the laft of ‘ I orders as indicated. Th
the toilet, and the radiator cover was broken. WOIK Orders as indicated. 1he
Administrator on 11/4/15 has
8, Observation, on 10/13/15 at 1(:20 AM, provided the facility department
iy i H i ¥ 3 @ . u
; f‘%‘ffﬁé&z@*ﬁ; bfgwni%an s%ameﬁ tiles around the base heads an educational review
. of the tollet in the bathroom shared by Room 10 ] ) .
and 12. In addition, there was a broken towel rack ® fﬁgfﬁfd‘%}% the ?{ﬁ%‘ﬁaﬂ@ﬂ F
and broken radiator cover in the shared bathroom 253 as it pertains to
for residents in Rooms 7 and 2. housekeeping and
7. Observation of the Dining Room, on 10/14/15 MAINICRANCE Services as
% at 5:00 AM, revealed chipped paint around the well as
| two door frames lsading Into the Dining Room, s Completion of room
The walls of tha Dining Room wers gouged, and and "
had missing paint where the iables sat against i;e:mx}cfs and the rounds
the wails. In addition, the lowsr portion of the wall forms.
across from the dining room had a long scrape
with exposed gypsum, and missing paint. 4. The facility Administrator will
. , . | : i of facili
intarview with the Housekeeping Supervisor, on Gamg}%@ie an audit of ’“&f‘?‘my rooms
10/15/15 at 8:20 AM, revealed she had two to validate follow up with work
housekeepers on stafl dally. Housekeeping duties - orders by maintenance and
included: emplying trash; sweaping and mopping ‘ . - S T gl
floors: and dusting daily. She stated she did ‘ %?;S;:}kﬁfépmg %izﬁ‘%g Ei} is audit
nousekeeping rounds four (4)-five (5) times per WL DE conducted on 4 cl OS€n 1o0ms
day to ensure tasks were complated. In additior, " and / or work orders to verify
Cshs stated she knew of the discolored floors in ég?mmgn{ head room rounds are
i by : . =
;iﬁééiﬁﬁm bathrooms, and stated the floors were being completed corre ctly with
’ follow up as indicated by
interview with the Mainienance Supervisor, on maintenance and/or housekeeping.
| 10/15/15 at B:30 AM, revealed he was the only This audit will be conducted weekly
| person on the maintanance staff. He siated he s ; ]
did not complete daily rounds in resident rooms | for 4 weeks then monthly for 5
FORM CMS-2887(02-89) Pravious Versions Obsolets e 103 S0

Faclity 1 100041 i continuation sheet Page 11 0i32
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months. Results of these audits will |
F 253 | Cortinued From page 11 F 253 be submitted to the facility ‘
Lor bathrooms, and relied on other staff to identify QUALITY ASSURANCE :
. maintenance concems. The Maintenance ‘ <y N : oy
| Supervisor stated if something was in disrepalr, PERF QR‘&@&CE Ehf}ZP E;{OVE?f@EM
" staff would be expected to fill out a work order Committee monthly for its review
| request and place it in the work order file located and recommendation. Any
| on the Wast Unit. He stated he was unaware of discrepancy in the audit will be
the broken radiator cover, broken tile, and o ot fhat 1 . .
missing toilet paper holder in the shared addressed at that time. [Fat any time
bathroom between Resident Fooms 6 and 8. He concerns are identified the
was also unaware of the broken towel rack and committee will convene to review
radiator cover in the bathroom shared by . . e
regidents in rooms 7 and 9. The Maintenance and make further r@i@rnmsn&ziatmm
Supervisor did not have any current work orders as needed. The committee will
tor either bathroom, and stated he would expect consist of at minimum the Director
o see a work reguest for those issues. In of Nursing, Administrator, Assistant
addition, he stated he prioritized tasks and did not . . .
have time to repair the gouged walls throughout D trector of Nursing, Dietary
the building. - Services Manager, Social Services
- Director wit Ao :
Interview with the Administrator during the | aﬁsgg?rﬁn}; the Medical Director
Environmental Tour, on 10/15/15 at 8:50 AM, nding at least quarterly.
revaaled Depariment Heads ware responsibie for
completing daily environmental rounds of
assigned resident rooms and bathrooms. She
" met with Department Heads daily during the
morning meeting and was unaware of any
- environmental concerns. The Administrator stated
 she would expect concems to be reportad to the
Maintenance Supervisor, In addition, she staled
e floors were old and the East Unil needed 1o
 be repainiad. The Administrator stated she was
hoping to get new floors and paint for the East
- Unit, but nothing had been approved at this time,
' She stated she was responsible for making
| rounds in the facility.
F 282 % 483.20((3)(i) SERVICES BY QUALIFIED F 282
sg=n  PERSONS/PER CARE PLAN
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The services provided or arranged by the faciiity
must be provided by qualified persons in
accordance with each resident’s written plan of
cars.

This REGUIREMENT is not mst as evidenced
by:

. Hased on observalion, interview, and record
! review, it was determined the facility failed to
‘ansuwre staff followed the care plan of one (1) of

fourteer {14) sampled residents and sleven (11)
unsampled Residents, (Unsampled Hesldent A},

- The stalf failed 1o complete bathing two (2} to

thres (3) times a week and shave the resident
daily as care planned and requested by the
family,

The findings Include:

The facility did not provide a poliey for revision of

the care plang

Review of the clinical record for Unsampled
Aesident A, revealed the facility completed a
quarterly Minimum Data Set MDS) assessment
an the resident on 089/08/15 which revealed the
resident was given a Briel Interview Tor Mental
Status and scored a fifteen (15) out of filteen (15}
and was interviewabls, In additlon, the resident
had no moods and one {1} exprassion of verbal
behavior during the assessment period,

Review of the comprehensive care plan, dated
O9/0/18, for Unsampled Fesident A, revesled
the rasident received g shower two {2) o three
{3) times weskly and more offen as needed, and
axplain care 1o the resident prior 1o beginning.
3lefl was to ensure necessary equipment and

H

|

FORM URMS-2587(00-88) Previous Varsions Chisolels

Event iDL SMIGH

Faslhg we foass

services provided are by qualified
individuals in accordance with each
resident’s written plan of care

1. Resident A has been a resident
since 2004. He has agreed to a
shower and a shave following survey.
exit. He continues to refuse showers:
3 times per week, and refuse offers |
by staff for daily shaves at times. He
states he “will not be shaved every
day” and he “will not be showered
three times a week”. Fach time he
refuses, the family is notified.
Facility has requested the family to
come to facility and assist with
coaxing resident to shower and/or
shave. The family has not been back
to facility to assist with coaxing. On
11/6/15 Director of Nursing and
Administrator asked resident why he
has been refusing showers and
shaves and he said “it doesn’t matter
what his daughter wants, it matters
what he wants.” We asked resident
how often he wanted to be showered

|
|
z

‘and he said twice a week. We asked

resident how often he wants to be
shaved and he said only on shower
days. Director of Nursing educated
resident on importance of daily care
and hygiene. The care plan has been .

STATEMENT OF DEFICIENCIES %1] PROVIDER/SUPPLIERVOLIA 042y MULTIPLE CONSTRUCTION (X3 GATE SURVEY
AND PLAN OF CORFECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
188302 B, WING 101152018
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0443 1D SUMIMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRBECTION ; (%5
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CEFICIENCY) |
[t is the practice of this facility that |
F 282 | Contnued From page 12 Fp8s 11/28/15
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three (3) showers per week per family request. A
" cars plan entry on 10/15/15 staled the resident

s growth of facial hair,

growtn of facial halr and smelied strongly of wine,
interview with Unsampled Resident &, on

- ghaved on a dally basls prior to coming to the

* stared stal did not ask when the resident wanted

* gtated the facility tried to make him/her wear an
- adult pull-up. The resident stated he/she had

adeguate time for the fask to be accomplished. A
sare plan entry on 10/14/15 revealed staff was 1o
shave the resident dally and give the resident

did not want 1o be shaved dally or showered three
(3) fimes a weel

Observation of Unsampled Hesident A, on
YOA19/15 at 410 PM, revealoed the resident was in
2 whaalchalr in the commaon area, The resident
nad facial halr and was dressed in clothes with &
flannet jacket/shirt over the top. The resident had
a heavy stubble of faclal hair and had a faint odor
of urine.

Ohservation of Unsampled Resident A, on
10/14/15 at 11:40 AM, revealad the resident was
sitting In the dining room, In a wheelchalr, having
junch. The resident had & urine odor and a heavy

Observation of Unsampled Fesident A, on
1014415 at 5:40 PM, revealsd the resident was
siting in the common area with other residents
waiching television. Tha resident had a heavy

10414715 &t 11:40 AM, revealed the resident

nursing facility. The resident stated assistance of |
staft was nesded relaied to severe weakness in
iha left arm and hand from a stroke. The resident

a bath or a shave and the resident had to be
ready whenever the staff was. The resident

| completion of grooming and showers

AN PLAN OF COABECTION IDENTIFICATION NUMBER: A SUILDING GOMPLETED
185302 B, WinG 10/15/2015
MARE OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
101 FAIRGROUNDS ROAD
HARDINBBURG NURSING AND REHABILITATION CENTER
HARDINSBURG, KY 40143
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 3 PHROVIOER'S PLAN OF CORRPECTION (%5}
PREF (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG HEGULATORY O LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DERICIENCY)
reviewed and updated to reflect
F 282 | Continuad From page 13 F 282! resident behaviors and self-

determination.

2. The Assistant Director of Nursing

on 10/15/15 and 11/6/15 conducted

an audit of resident scheduled
shower days and times, and update
the shower schedule according to
resident preferences, Care plans will
be updated by the according to
resident shower preferences for days
and shifts. The C N A care plan
{(accu nurse) will be updated by the
Assistant Director of Nursing to
include cueing the C N A to record

3. The Director of Nursing on
10/27/15 completed an educational
review for the nursing staff
regarding:

s the regulation F 282
as it relates to
provision of care (to
include showers and
shaving) and
following the care
plan

s N A notification to

the charge nurse if
the resident refuses
care / showers and |

FORM CRS-SE8T(02-88) Previous Yersions Ubsolels

Eyant 1 84611
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i i . N
4 | e Appropriate groomin
F 282 Continued From page 14 pprop . s

- occasional incontinence of wrine.

Interview with the family of Unsampled Resident
DA, on 1014715 at 11:30 AM, revealed the resident

had an odor of urine and had a heavy stubble of
nalr. She stated the resident locked uncared for

. oftery when she visited., She stated she had

reguested the resident be bathed two (2) 1o three
{3) times par week and shaved dally several
waeks ago. She stated the request was not

" honored and the facility had made no attempt to

provide the care as she requeastsd,

Intarview with CNA #8, on 10/14/15 at 3:50 PM,
raveaied Unsampled Resident A did need a bath
and & shave., She stated the resident did not
ofter refuse bathing or shaving and mors than
ons {1) person might have 1o ask the resident;
nowever, the resident smeilled ke urine and had

| & haavy growth of facial halr. She staled she did
not have access to the resident's comprehensive |

cars plan. She stated she was not awars of
when the resident was lagt bathed or shaved,

interview with Licensed Practical Nurse [LPN) #4,

Con 10715415 at 10106 AM, revealad Unsampled

- Resident A did need routine bathing and shaving,

| She stated she tried to keep up with residents

- and pass medications as well. She stated she

- reviewed the resident's comprehensive care plan |
and there was no specific information on what 1o

do for the resident so the siglf was 1o do all cars.
She stated she was not aware the resident’s
farily requested the resident receive a daily

 gshave. She siated the resident was to recebve &

bath two (2) times a wesk. She stated the
resident needed encouragemeant and patience 1o
sathe and shave and should not smell of wine or
have that much facial halr

]
F2g2)

- as needed. The committee will
- consist of at minimum the Director

to include hair and
clothing

4. The Director of Nursing/Assistant
Director of Nursing will complete an

audit of 5 random residents weekly
 for 3 months, then randomly to

ensure residents are being bath and
shaved according to their plan of
care as well as being groomed
appropriately with hair combed and
clean clothing, Any discrepancy in
the audit will be corrected at that
time by offering the resident a
shower or a shave separate from the
chosen schedule. Results of the
audits will be submitted monthly t©
the QUALITY ASSURANCE

- PERFORMANCE IMPROVEMENT
committee for its review and
- recommendation. If at any time

concemns are identified the
commitiee will convene to review
and make further recommendations

of Nursing, Administrator, Assistant
Director of Nursing, Dietary
Services Manager, Social Services
Director with the Medical Director
attending at least quarterly.

FORM OMS-2867(02-89) Pravious Yersions Dhsolets
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F 282

Fasz f Centinued From page 15
interview with the Director of Nursing, on
CTOMB/15 at 2040 PM, revealed stalf should follow
the care plan and if unable to follow the care plan,
- they should report this to the manager. She
| stated the staff needsd to follow ths care plan for
rasident care.
F 312 483.25(a){3) ADL CARE PROVIDED FOR F 312 1t is the practice of this facility whe
S8=n | DEPENDENT RESIDENTS 15 e pral 'ty when
; a resident is unable to carry out

A resident who is unable to carry out activities of activities of daily living to provide
daily living receives the nacessary services o the necessary services to maintain
maintain good nudrition, grooming, and personal good nutrition, grooming and

and oral hyglane, ;
¥o personal and oral hygiene.

11/28/15

1. Resident A has been a resident

e - . ) . ‘ ’ :
This REQUIREMENT is not mat as svidenced since 2004. He has agreed to a

by ) . \
Rased on observation, interview, record raview, 1t shower and a shave fDﬂOng survey
was determined the facility falled to provide the | exit. He continues to refuse showers

nacassary bathing and shaving o maintain a

P £
’ ; A , 3 times per week, and refuse offs
resident's highest practicable physical and mental P T HETS

well-being for cne (1) of fourteen (14) sampled by staff for caily shaves at times. He |
residents and sleven (11) unsampled residents, states he “will not be shaved every
{Unsampled Resident A), Unsampled Resident A day” and he “will not be showered

smelled of wrine on multiple occasions and had a

' three times a weak™. E ime he
heavy stubble of facial halr, hrec times & week”. Hach time he

refuses, the family is notified.
The findings include: Facility has requested the family to
come to facility and assist with

The facility did not provide a policy regarding coaxing resident to shower and/or

hathing and grooming to ensure the rasidents had

the highast physical and mental well-being. shave. The family has not been back
‘ o to facility to assist with coaxing. On

Review of Unsampled Rgﬁzﬂant A's clinical 11/6/15 Director of Nursing and

racord, rovealad the facility completed a quarterly Administ ked resid o

MDS assessment for the resident, on 09/01/15, Administrator asked resident why he

has been refusing showers and

FORM CMS-25887(02-00) Fravious Yersions Dbsclele Evard 10 G811 Faclify 10 100041 H zontinuation shast Page 18 0f 32
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‘s shaves and he said “it doesn’t matter |
F 312 Continued From page 18 F 312 what his daughter wants, it matters

which revealed the resident had a fiftean (15) out

of Hifteen {15) score on the Brief Interview for

Mental Status and was abls {0 be interviewad

|

Ohservation of Unsampled Resident A, on
1011315 at 410 PM, revaaled the resident was
disheveled in appearance and had the faint smell
of urine, and a heavy stubble of faclal halr. The
resident had on clothing and a jacket with frayed
slesve edges and stains, The resident was ina
wheelchalr and had the left arm curled inlo
nissher lap, The resident’s hair was sticking up
ang rad not been combed.

| Obaervation of Unsampled Resident A, on

10/14/15 at 5:40 PM, revealed the resident had a
sirong smell of urine and heavy tacial halr

stubbla.

Inferview with Unsampled Hesiderd A, on
10/14/15 at 11:40 AM, revealed there was no
amell that he/she could tail and stated no bath

mad been racsived for over a week. The resident

stated shaving was completed daily prior to
coming to the nursing home; howsver, that had
been compieted many days ago and no one had

offerad to assist with shaving since.

interview with the resident's family member, on
10M14/15 at 11:30 AM, revealed the resident
frequantly smelled of urine and needed a shave.
She stated she requasted the resident recelve &
bath three (3) times a week and a shave daily
several weeks prior. She stated the request was
ignored by the facility and it did no good to ask for
better care.

interview with Certified Nurse Aide (CNA) #6, on
10/14/15 a1 250 PM, revealed the resident was

what he wants.” We asked resident
how often he wanted to be showered

- resident how often he wants to be
shaved and he said only on shower
days. Director of Nursing educated
resident on importance of daily care
and hygiene. The care plan has been
reviewed and updated to reflect
resident behaviors and self-
determination.

2. The Assistant Director of Nursing
on 10/15/15 and 11/6/15 conducted
an audit of resident scheduled
shower days and times, and update
the shower schedule according to
resident preferences. Care plans will
be updated according to resident
shower preferences for days and
shifts. The C N A care plan (accu
nurse) will be updated by the
Assistant Director of Nursing to
include cueing the C N A to record

3. The Director of Nursing on
10/27/15 completed an educational
review for the nursing staff
regarding:

and he said twice a week., We asked |

completion of grooming and showers.

i
i
i
|
!
i
i
|
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. , s the regulation F 312
¥ 312 'Continued From page 17 F 312 as it relates to
" supposed o be bathed thres (3} limes a week ; Tl ¢ ;
and as needed, She stated smelling ke wrine ?mvmaﬁ of ?am (to
reguired a bath and the resident needed a shave include showers and
as the facial hair was heavy. She stated the shaving) and
resident was more cooperative when a bath was following the care
arranged with the resident.  She further stated i
sha had no access 1o he comprebensive care 3? an .
plan and was not sure what that was. s N A npotification to
| e L P  Nurse (LPN the charge nurse if
rterview with the Licensed Practical Nurse (LPN) ; ;
; 1t refuses
#4, on 10/15/18 at 10:08 AM, revealed the i the residen? ) ?
resident naeeded a bath when they smelled of care "{ showers an
wing and a shave when a beard started to show. shaving
She stated she was the supervisor for the CNAs s Appropriate grooming
and tried to monitor resident's to ensure care was | o .
recaived to include hair and
! clothing
| Interview with the Director of Nursing, on
10/15/15 at 2:40 PM, revealed she was not aware T Ty e s 2 e
iy = . 50 ursing/ Assistant
of Unsampled Resident A's hyglene issues. 8he 4‘« iﬁ? D imi‘iﬁr {?fg ,,Sgﬁé} S; '
stated nursing stalf wers to report if a resident i}‘ifﬁﬂtﬁf fﬁf Nursing Wil comp: ete an
was refusing bathing or other hygiene and she audit of 5 random residents weekly
was not notified regarding the resident, for 3 months, then randomly fo
Fa56 | 483.30(e) POSTED NURSE STAFFING Fags . .
a5=c | INFORMATION ensure residents are being bath and
shaved according to their plan of
The facility must post the following information on care as we gl
2 daily basis: are 98 fj&eéi as being gf@ﬁmad
o Facility name. ggﬁpm;}izggly with %}a‘z‘r combed and
‘o The current date. clean clothing. Any discrepancy in
- a The total number and the actual hours warkad the audit will be corrected at that
| by the foltowing categories of licensed and 'time by offering .
- : N ! Y ; & res :
unicansed nursing staff directly responsible for L - - offering the reszd@n}i N
resident care per shift shower or a shave separate from the
- Registered nurses. chosen schedule. Results of the
- Ligensed practical nurses or licensad 11l ,: : N
m@agﬁnaé nz,smis {as definad unsﬁe? State law), fgj gi;;??g ?é}gzg@%{?gﬁf to
| - Certified nurse aldes, o e HAE
§ PERFORMANCE IMPROVEMENT ,

PO OME-ZEETINA-00) Provious Yersions Dbsolate Event i SMIBN

Faciity 0 100043
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This REQUIREMENT i3 not met as evidenced
by

HBased on observation and interview, It was
dstermined the facility falled o post nurse siaffing
imformation that included the total number and the
actual hours worked by ficensed and unlicensed
nursing staff involved in direct resident care for
three (3) of three (3) survey days, (10/13/18,
10/14/15, and 10/15/18).

The findings include:

intarview with the Administrator, on 10/15/15 at
3:30 PM, rovealed the facility did nothave a
neiley regarding the required posting of licensed
and unficensed staff hours,

Ohaarvation of the posted Dally Staffing Sheels
for the days of 10/13/15, 10/14/15, and 10/15/15,

(44} 1D SUMMARY STATEMENT OF DEFICIENCIES : PROVIDER'S PLAN OF CORRECTION oo
SRERIX (EAGH DEFCIENCY MUST 58 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LT IENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENCY)
‘ , commitiee for ifs review and
F 358 | Cortinued From page 18 F 356 recommendation. If at any time
‘0 Resident census. concerns are identified the
' The facility must post the nurse staffing data committee will convene to review
specified above on a daily basis at the beginning and make further recommendations
; ginning
{ of each shift. Data must be posted as follows: 'as needed. The committee will
i o Clear and readable format. : o .
i , , consist of at
o In a prominent place readily accessible to onsist of at minimum the [}zrej&mf
residents and visitors. Gﬁ)Narsmg, Administrator, Assistant
Director of Nursing, Dietary
The facility must, upon oral or written request, Services Manager, Social Services
-make nurse staffing data available to the public Director with the ';VI dical Directc
tor review at a cost not to excaed the community P Medical Director
atandard. attending at least quarterly.
The facility must maintain the posted dally nurse
staffing data for a minimum of 18 months, or as T 156 e
required by State law, whichever is greater. 11/28/15

It is the practice of this facility to
post nurse staffing information daily
which includes the facility name, the
current date, the total number and the
actual hours worked by the following
categories of licensed and unlicensed
nursing staff directly responsible for

resident care per shift.

1. On 10/16/15 the nurse staffing
information sheet was updated to
include total number and the actual
hours worked by licensed and
unlicensed nursing staff involved in
direct resident care.

2. The Administrator completed an
audit on 10/19/15 to confirm that the

SR CMB-25E7{02-88) Previous Versions Dbsolets

Evant 1D SRET
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unlicensed nursing staff involved in
F 356 | Continued From page 19 F 356 direct resident care are being posted
an 1O/15/15 at 5115 PM, revealed the facility )
) H R Cﬁ .
posted a list of the number of nurses and nurss | correctly
aides working. The postings did not include the | ) . .
total and actual hours worked by licensed and | 3. The Director of Nursing on
unficensed staff. 10/27/15 conducted an educational
) : iew for licensed nurses on F 356
Interview with the Director of Nursing (DON), on review 1ot xhwnsr: et o d
10/15/15 at 4:25 PM, revealed she and the as it relates to completion and
Assistant Director of Nursing (ADON) were posting of the required staffing form.
rasponsible for posting the Daily Stafling Sheets.
She stated she was unaware of the posting ; - . e . E :
o s @
requirement for the total and actual work hours of | 4. fhc &dﬁ’m}ls‘cmwr W‘ﬁ con &pct 1
licensed and unlicensed staff. audit of the Nurse staffing posting
FaBB | 483.35(d){4) SUBSTITUTES OF SIMILAR F 366, weekly for 1 month, twice monthly
aa=g | NUTRITIVE VALUE

Each resident receivas and the facility provides
substitutes offered of similar nutritive value o
rasidents who refusa food served.

This REQUIREMENT iz not met as evidenced
by

Baged on observation, interview and record
review, it was determined the facility falled
provida a food sltlemate/substitule of similar
nutritive value for two (2} of fourteen (14)
sampled rasidents and sleven (11) unsamplad
residents {Unsampled Residents F arnd H). The

the lunch meal. The resident were not informed

faciity failed to provids a substitute for brocooli at |

for 1 month followed by monthly for
3 months to ensure the form is being
completed and posted correctly. Any
discrepancy noted during the audit
will be corrected at that time.
Results of the audits will be
submitted monthly to the QUALITY
ASSURANCE PERFORMANCE
IMPROVEMENT committee for its
review and recommendations. If at
any time concerns are identified the
committee will convene to review
and make further recommendations

of the food asltematives/substitutes for lunch as needed.
served on 10/14/15 and a vegstable
alternative/substitute was not available. In
addition the alternalives/substitutions were
aft-nvers from 10/13/15.
The findings inciude:
FORM CMS-2567(02-83) Previous Versiuns Obsolels Evant [0 MG Faciity 1D 100041
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a} L 366
F 366 | Continued From page 20  F 366 It is the practice of this facility that 11/28/15

Reviaw of the faciiity’s policy tiled Menus, not
dated, ravealed i a food group was missing from

. the resident's daily dist, the residenis would be

. provided with an allernative means of meeting the
resident's nutriional needs. The facllity policy also
stated menus were dated and posted one (1)
week In advance, The faciity policy further stated
the Resident Council would be included In
perodic rnenu planning and that any deviation
from the posted menus would be noted to include
the reasoning for the substitution/deviation in the
racord book used for recording such changess by
the distary staff, These substitutions would be
ready and on the sleam table,

Raview of a Resident Concern Form, dated
08/18/158, revealed that a resident staled in the
Hasident Council meeting that they would like to

for supper and they also would like a variety of
" soups instead of tomato and vegetabls soups.

Ohservation, on 10/14/18 at 10135 AM, revealed
tha food items on the steam tabie for lunch
contained beet strogancff with noodles, seasoned
brecooli, and whols wheat rolls. The staff was
observed serving sliced ham snclosed in clear
wrap and potatoas amerged In water in a clear
bowl as the altemate/substiiute food for the beef
stroganoff with noodles and seasoned broceoli,

Review of the Menu Dist Spreadshest for the
unch meal on 10/14/15 revealed the hot item
meny specified beef stroganoff with noodies,
seasonad broccoll, and whole whaat rolls wers o
he served as the hot {ood tems. The manu dist
spreadsheet for the lunch meal on 10/14/15,

The alternative/substitute food tem for the beet

have something other than soup and sandwiches

FOEM CMS-SEE7(00-98) Pravious Varsions Obsolsle

Bvapt HREMB1

Faclity i3 100081

cach resident receives and the
facility provides substitutes offered
of similar nutritive value to residents

" who refuse food served.

1. A substitute of similar nutritional
value was offered on 10/14/15 and
posted.

2. The dietary manager will hold a
monthly food committee meeting
with residents to review the menu,
voice their concerns and bring

.~ forward suggestions. The dietary

manager is posting the daily menu to

include the main course as well a<
the substitute meal. Additionally it
is announced overhead daily on the
intercom with instructions for the
residents to let their C.N.A. know if
they would like the substitute meal.
The dietary manager will be ensuring
daily that substitutes of similar
nutritive value are being provided.

3. The Director of Nursing on
10/27/15 provided C.N.A.’s with

education regarding resident

- requesting and receiving the
. substitute meals. The Dietary

Manager provided education to

i continuation shaet Page 21 of 32
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stroganoff with noodles and seasoned broccoli
was sliced ham and a baked potato.

Interview with Unsampled Fesident F, on
1/15/15 al 3:13 PM, revealed the posted
substitute/alternative food flems on the menu
were often changsd thirty {(30) minutes before
was fime 1o be served the meal. Contninued
intgrview with Unsampled Resident F revealed
he/she was not offered a substitute for lunch that
day. In addition, substitutes were often lefiovers

*from meals the previous day.

Interview with Unsampiled Resident H, on
10/14/15 at 12:26 PM, revealed hefshe was not
offared a cholce of what to sat for junch that day.

In addition, he/she staled the faciity serves
whatever they want for lunch and dinner and had
naver offered him/her a meal substitule,

Cintarview with Certified Nursing Assistant (CNA)

#1. on 10/15/15 af 1:45 PM, revealed thars had
hean complaints from residents about not liking
the food, CMA #1 stated the residents complained
about having to eat st overs, CNA #1 stated she
had tatked 1o the dietary stafl about the congems
and was told that corporate mads the menu and
that the kitchen had nothing to do about the jeft
ovar food. CHNA #1 stated she found that a ot of
timas what was on the menuy, the kilchen did not
have.

intarview with CNA #2, on 10/15/15 at 1:50 PM,
reveaiad she witnessed the kilchen siafl saying
things like they do not have the allemative food

tam or that there was not encugh food to provide

the alternate food item. CNA #2 stated thers was

- no system in place lo ask the residents about

value,

. 4. The regional Dietician will
- review the menu twice a month for |
month and once a month for §

months to ensure substitutes of
similar nutritive value are being
offered. Any discrepancy in the audit
will be corrected at that time. Results
of the audits will be submitted to the
QUALITY ASSURANCE
PERFORMANCE IMPROVEMENT
Committee monthly for six months
for its review and recommendations.
If at any time concerns are identified
the committee will convene to
review and make Durther

- recommendations as needed. The
committee will consist of at
' minimum the Director of Nursing,

Administrator, Assistant Director of
Nursing, Dietary Services Manager,
Social Services Director with the
Medical Director attending at least
quarterly.

x4 SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE baTE
DEFICIENGY)
1 r i 3 i
R « dietary staff on 11/3/15 on plannng
F 368  Continuad From page 21 F 366! substitute meals of similar nutritional
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F 388 | Continued From page 22 i 368

! their meal choices for the day.

Interview with the Distary Manager (DM}, on
10114715 at 3:39 PM, revealed the facllity did not
offer a selective manu o the residents and if the
- rasiclents wanted to know what food tems were
being offered for the day, they would have o
come and loock at the menu in the hail outside the
dinning room that was posted everyday at 5:30
AM. The DM stated the alternative/subsiitute
maat offered 1o the residents for the day was

" ysually ihe left-overs from the previous day, if
they had enough, that's the reason why they
posted the meanu in the hall outside the dining
room on a day-by-day basls. The DM also siated

| not have information regarding the substitutions
unitll the CNAs deliversd thelr tray in thelr room.

Review of the Distary Spreadsheet, revealed an
alternate menu was not prepared by the Distician.

Further interview with the DM, on 10/15/15 at
10:14 AW, revealed after the rays were servad o
the residents and the resident stated they didnt
fike what was ssrved 1o them, the CNA would
raturn the ray to the distary siaff and request
something different for the resident. If they had i,
they would honor the request that was made by

- ihe resident.

nterview with the Raglstered Dietitian (RD}, on
10/14/15 at 3:47 PM, revealed the
aternstiva/substiiute meal for lunch should have
nesn prepared and ready o serve from the steam
iable, along with the reqular maal that was

| already prepared and on the steam table for the

| day. The AD stated that a baked potato did not

hat the residents who were not ambulatory would |

|
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10182018

F 366 | Continued From page 23 F 366

offer the same nutrients as broceoli did and a
paked potato should not have been offered as the
| slternative/substitute for the brogcoll, The RD
also stated a vegetable was the only substitute for
ancther vegetable. The RD further stated the
raason nutritious meals wers provided o
rasidents was 1o keep them healthy so they could
have good guality of life by maintaining their
welight and skin integrity.

interview with the Cook #2, on 10/14/15 at 4:04
- PM, revealed the ambulatory residents usually

came to the open kitlchen window Inside the
dining room to request an alternale food if they
dient ke the food ftlems that were served 10
themn. Cook #2 stated the dietary stalf ware not
 informed ¥ a resident had chosen a allemalive or
. substitute food item prior to the meal.

interview with the Administrator, on 10/16/15 at
11:14 AM, revealsd she was unawars of any
resident complainis regarding thair preference of
focd ema served by the distary siaff. The
Administrator stated not all of the residents were
ambulatory and they wers not able to look at the
posted menu itlems In the hall culside the dining

| roem. The Administrator also stated the substitute
- menu iterns of squal nutritional value were not

| listad on the facility's therapeutic menu. The :
Administrator further stated that lsit-overs were
served oiten because food cosis were ong of the
highest costs budgeted in the nursing homas,

F 369 483.35(0) ASSISTIVE DEVICES - EATING Fasg
§8=D | EQUIPMENT/UTENSILS itis the practice of this facility to
The facility must provide special eating equipment provide special eating equipment and 11/28/15
and utensils for rasidenis wha need tham, utensils for residents who need them, |
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by

on 10744715 at 11:10 AML

The findings include:

the giass back to the table.

cups for all fluids at mealtime.

[ tramors in both hands,

This REQUIFEMENT is not met as evidenced

Hased on observation, interview, and review of
the resident's distary cards, it was determined tha
faciity falled to provide assistive sating devices o
three (31 of fourteen (14) sampled residents and
astoven (11} unsampled residents sating in the
dining roorm, {Unsampled Residents A, J and K,

The facility did not provide a policy regarding
provision of assistive eating devices lo residents.

1. Dhservation of Unsampled Resident J, on
1044715 at 1110 AM, revealed the resident had
iwe (25 drinks in slppy cups and one (1) drinkin a
| glass. The resident had fine and coarse tremors
Cin both hands, The resident made one (1)
atternpt to It the glass just barely and dropped

Raview of the dietary card for Unsampled
Hagident J, revealed the resident required sippy

interviow with Licensed Practioal Nurse (LPN) #4,
an 1071415 at 12:10 PM, revesled Unsampled
Hesident J spiiled fluids i they wers notina cup
with a lid. She stated the resident had constant

2. Observation of Unsampled Resident K, on
10/14/15 at 11:18 AM, revealed the rasident was
served thrae {3) glasses of Huids and no sippy
cups. The residents hands were unstable while

F 368

3. The Director of Nursing on
10/27/15 provided an educational
review for nursing staff on the
importance of checking the meal
card to verify that it matches the
meal served and that assistive eating
devices/equipment is in use. The
Administrator on 11/4/15 provided
educational review for department
heads on the importance of checking
the meal card to verify that it
matches the meal served and that
assistive eating devices/equipment is
in use. The Dietary Manager on

1. During the survey, resident A was
provided with a divided plate,

- Resident I and K were provided with
spout cups on 10/15/15.

2. Occupational therapy screened
residents between the dates of
10/27/15-11/5/15 with current orders
for equipment or assistive eating
~devices to determine if they still have
a need for the equipment or devices.
The therapy representative will then
provide a list of equipment need for
those residents’ to the Dictary
Manager. The Dietary Manager will
review the accuracy of the resident’s |
dietary card and update accordingly.
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, | 11/3/15 provided an educational
F 389 Continued From page 25’ F 3681 review for dietary staff on the
izs%f;ﬁg ;he glass and staff assistance was importance of checking the meal
required. card to verify that it matches the
Review of the distary card for Unsampled meal they have served and that
Resident K, revealed the resident required sippy assistive eating devices/equipment is
cups at all meals. in use
interview with LPN #4, on 10/14/15 at 1210 PM, e ] 7
revealed Unsampled Fesident K spitled fluids due 4. The Dietary Manager will audit
(1o poor coordination and lack of muscle control, all the meal cards of residents who
3. Obsarvation of Unsampled Rasident A, on have assistive eating devices 5 days a
10/14/15 at 11:40 AM, revealed the resident's week for 2 weeks, then 3 days a
food, noodies and besl, ware served on a regulay . . ”
’ ; ' week for 5 1 ,
plate. The resident attempted to use a spoon to or 2 weeks then weekly for 1
capture the food, however, the resident was not month th@f’l monthly for 5 months to
successhul. ensure residents are receiving the
, correct adaptive equipment/assistive
- Review of the dietary card for Unsampled eatin &wié es A;’? § s ° . '
Resident A, revealed the resident required a g ’ - Iy wiﬁ‘{i@&ﬂ%}
divided plate. noted during the audit will be
corrected at that time. Results of the
| Interview with LPN #4, on g@fﬁéﬁﬁ at 12:10 PM, audits will be submitted monthlv to
revealed the resident had weakness in one (1) the QUALITY ASS ’
arm and was unable to get the food onto a spoon  te (E ALLLY Al SUR&NCE
without the plate dividers,  PERFORMANCE IMPROVEMENT
i ot ber of U o committee for its review and
nierview with a family member of Unsample rec : : ey 4
Resident A, on 10/14/15 at 11:43 AM, revealed recommendations. If at any time
the resident was not able o eat uniess the food  CONCErnS are identified the
was in a divided plate. commiitee will convene to review
4 , and make further recommendati
Interview with Certified Nurse Aide (CNA) #1, on 2s needed. The ol
10/14/15 at 12:25 PM, revealed the nursing staff cocd. Lhe commutiee wi
dalivering the trays in the dining room should consist of at minimum the Direcior
have read the diet card and requested the sippy of Nursing, Administrator, Assistant
f bl £ i, ¥ Ty ~ « -
cups and the divided plate from the 35@?2@;1. 8;&@ Director of Nursing, Dietary
stated she did not know why the assistive devices Services M . . .
were not requestad. She stated the residents Services vlanager, Social Services
FORM CHMS-2567(02:99) Pravious Versions Obsolets Evert 1D: SMB11 Fa Director with the Medical Director oo page 26 of 52
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F 369 | Continued From page 26
| wers able to be more independent i fluids were in|
! pups they could 1ift and drink from.

U interview with the Dietary Managesr, on 10/15/15
at 103:20 AM, revealed the kitchen had enough
sippy cups and she had no reason for some
ragidents not getting sippy cups on the meal
trays. She stated nursing should have reviswed
the diet cards and requested the sippy cups. She
statad the kitohen missed the divided plate for
Unsampled Resident A. She stated these
assistive devices helped residents feed
themasasives beller,

interview with the Administrator, on 10/1515 at
11:04 AM, revealed residents used assistive
devices to be more independent at mealime.
F a7t 483.350) FOOD PROCURE,

s6=F | STORE/PREPARE/SERVE - SANITARY

The faciiity must -

{1} Procure food from sources approved of
orsiderad satistactory by Federal, State or local
authorities; and

(2} Store, prepars, distribute and sarve food
under sanitary conditions

This AEQUIREMENT s not mat as svidencad
by:
Bused on chservation, intsrview and record
review, it was determined the facility falled (o
distribute food under sanitary conditions when

F 369

It is the practice of this facility to (1)
procure food from sources approved
or considered satisfactory by 11728715
Federal, State or tocal authorities;

‘and (2) store, prepare, distribute and
serve food under sanitary conditions.

1. The Dietary Manager completed
an immediate audit of plates and
‘bowls to ensure food was not being
served on wet plates or in wet bowls.
- The dietary manager had the ice
‘scoop run through the dishwasher
‘and it placed in a bag with the
(current date.

2. The dietary staff will serve food
under sanitary conditions. A plastic
ce scoop holder was ordered on
10730715 and installed on 11/5/15.
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‘ serving food during the meal service on 10/14/15
Cat 10:35 AM. The Cook placed food from the
team table onto a wet plate and a divided wet
‘plate. The stack of plates and divided plates were
: stored bow! side up and delivered to the tray line
carts during the lunch meal on 10/14/15, In

 addition, the facility failed to ensure the ice scoop |

ysed in the dining room was stored in a ganitary
mannaer,

- The findings includa:

Review of tha faciity's policy regarding Sanitation
and Infection Conirol, not dated, revealed the
dhetary staff were to allow all racks of washed
dishes to thoroughly dry prior {o stacking the
dishas for use,

Review of the facliity polloy for loe Machings and
lce Storage Chests, not dated, revealed the ice

- scoop was coversd in a bin and the scoop was
cleaned and sanitized daily.

1. Ohbservation, on 10/14/15 at 10:45 AM, during
the lunch tray line revealed Coox #2 ook a wel
plate from a stack of plates that were stored bowl

side up In the plate warmer and placed {ood onto

the plate then placed the plale of food on a ray
for a resident.

Observation, on 10714718 at 10:51 AWM, during the
funch tray line revealed Cook #2 took a wet

| divided plate from a stack of divided plates that
‘were stored facing bowl up on a shelf above the

. steam table and placed food onto the plate then

| placed the plate of food on a tray for the
residents.

| Interview with Cook #1, on 10/14/15 at 3:50 PM,

a3 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF COBRECTION ! (45
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG SEGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROFEIATE | GATE
DEFICIENGT) |
) , ae |
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F 371 Continusd From page 27 Fart 3. The Dietary Manager on 11/3/15

provided an educational review for

- dietary staff on F 371 as it relates to

- kitchen sanitation to include: wet

- nesting, not serving food on wet
plates, storing plates bowl side down
and on cleaning the ice scoop and
storing it with current date.

4. The Dietary Manager will monitor
the food service tray line daily, 5
days per week for 2 weeks, then 3
days per week for 2 weeks than
weekly for 4 weeks, then monthly
for 3 months to verify that dishes are
not wet and food is not being placed
~ on wet plates or in wet bowls. This

- audit will be conducted during
breakfast, lunch and dinner meals.
The Dictary Manager will monitor
that the ice scoop is being cleaned
and sanitized daily, 5 days per week
for 2 weeks, then 3 days per week
for 2 weeks than weekly for 4 weeks,
then monthly for 3 months, Results
of these audits will be submitted to
the QUALITY ASSURANCE
PERFORMANCE IMPROVEMENT
committee monthly for its review
and recommendation. Any
discrepancy noted in the audit will be
corrected at that time. If at any time

FORFM CHMS-2867(02-63) Pravious Versions Uhsolste
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i concerns are identified the

F 371 Continued From page 28 Fartl
ravealed when she was serving food from the \
steam table and the plate she had picked up was |

committee will convene 1o review
and make further recommendations

 wet she would dry it off with a towel before she as m?dﬁ@? The committee will
served it because a wet plate would water down consist of at minimum the Director
the food and take the flavor of the food away. of Nursing, Administrator, Assistant

Conk #1 stated she had a training class at the

M » ? Py 1 * I’J
iocal health department on cross-contamination Director of Nursing, Dietary

and sanitation. . Services Manager, Social Services
. . s Director with the Medical Director
imterview with Cook #2, on 10/14/15 at 4:04 PM, attending at least quaterly.

revealed she would not have served 3 resident
from a wet plate because a wet plate could have
bastaria on it from standing water and serving
from a wet plate was a violation of the
cress-contamination rules. Cook #2 5 ted if &
rosident ate food from a piale that was

| contaminated with bacteria it would make them
sigk. Cook #2 stated she did not realize she had
served the residents from the wat plates becauss
she riad 1o set all the wet plates lothe sideto bs
re-washed in tha dish washer. Cook #2 stated
sha was a ittle frustrated with the staff confusion
at tha kitchen window and wasn't aware that she
had served from wet plales.

Irtarview with the Distary Manager (DM), on
105116 at 11:40 AM, revealad the facility policy
steted to allow dishes and utensils to completely
dry before stacking and use. The DM stated the
dietary employess wers trained and certified by
the Incal health department and that she gave
|in-services throughout each year on the policy i
which included air drying dishes, The DM also
sizted the potential harm for using wet dishes
would be bacterla growing on the dishes and
making the residents il

s (hasrvations of the dining room, on 10/13/15

EORM OMS-2EE76E-99) Bravious Varsions Obaolete Evant il W81 Fagility {0 100041 i continuation sheet Page 28 of 32
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bat 948 AM, 10714715 at 1:48 PM and an 10/15/13
at 11:08 AM, revealed an s scoop in a plastic
bag resting on top of the ice maching. The

- plastic bag had water inside and the scoop sal in
the water, The plastic bag was dated 10/12/15.

Irtsrdew with Certified Nurse Alde (CONA) #5, on
1O/18/15 at 8:30 AM, revealed the ice scoop
located on the lce machine in the dining room,
was used at each meal to add ice to residents’
drinks. She stated the ice scoap was taken to the
kitehen and cleaned every day. She stated she
did not look al the date on the storage bag and 2
should be today's date. She stated residents
could get sick from bacteria grown In the water in
the sforage bag.

interview with the Diractor of Nursing, On

10/15/15 at 1108 AM, revealed the loe scoop was

nol to be stored in a plastic bag, She siated the

ice scoop was 1o be stored in a clean dry

container. She stated residents could become il
fromy bacteria growth on the scoop and in the

walet,
431 . 483.80(b), {d), (g} DRUG RECORDS,
a8=5 | LABEL/STORE DRUGS & BIOLOGICALS

a icensed pharmacist who establishes a system
of records of receipt and disposition of all
controtied drugs in sufficlent detail to enabils an

| accurate reconciliation; and determines that drug
records are in order and that an account of all

: pontrolled drugs is maintained and periodically
raconcited,

Drugs and biologicals used In the faclity must be
labeled in accordance with currently accepted

| The facifity must employ or obtain the services of

F 371

F 431

ensure that emergency medical
supplies are not expired

need o be on crash cart. Two

cart the expired one was discard

1t is the practice of this facility to 11/28/15

1. The Sterile Water was replaced on
10/15/15. Disposable Inner Cannula
was discarded because item does not

Suction Catheters were on the crash

ed.

H
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{
- faciiity must store alf drugs and plologicals in
focked compariments undert proper temperalure

- havs access to the keys,

 The faciiity must provide separately locked,

. This BREQUIREMENT s not met as evidenced

prafessional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicabls,

n accordance with State and Federal laws, the

controls, and permil only authorized personns! 0

permanantly affixed compartments for storage of
controlled drugs listed in Scheduls [ of the
Comprehensive Drug Abuse Prevention and
Corrol Act of 1976 and other drugs subject o
abuse, except whaen ihe facility uses single unit
packaga drug distribution systems in whichthe
guantity stored s minimal and a missing dose can.
e readily detectad,

by
Based on observation, interview and record
roview, t was delermined the Tacility fallsd o

srgure emergency medical suppiies ware not
expired on one (13 of two (2} crash cars,

' The findings include:

H

§ Observation of the orash cart on the West Hall,

L on 10/15/15 at 10:20 AM, revealed Sterile Water
expired on March 2015, Disposable inner
Cannula expired Novermber 2012 and Suction

3 Catheter sxpired May 2015,

i

completed an audit on 10/15/15 to
ensure both crash carts did not have
any expired equipment on them.
Expired equipment evaluation was
added to the crash cart check off list
on 10/15/15.

3. The Director of Nursing on
10/17/15 provided an educational
review regarding F 431as it relates to
the crash cart and checking the crash
cart for supplies/and dates of
expiration.

4. The Director of Nursing/ Assistant
Director of Nursing will audit the
crash cart weekly for 4 weeks, then

“monthly for 3 months to validate that

the supplies listed are not cutdated.
Any discrepancy noted in the audit
will be corrected at that time.

Results of the audit will be submitted
to the QUALITY ASSURANCE
PERFORMANCE IMPROVEMENT
committee monthly for its review
and recommendations, If at any time
concerns are identified the
committee will convene to review
and make further recommendations
as needed. The committee will
consist of at minimum the Director

i
i
H
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2. The Director of Nursin
. dowt & S
F 431 Continued From page 30 F 431 g
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Raview of the Crash Cart Check off tist, tor the
months of September and October 2015,

: revealed there was no avidence the staff was

- chacking for explrad equipment,

Interview with Licensed Practical Nurse (LPN) #2,
an 10/45/15 at 1:556 PM, revealed the night shift
nursing staff checked the crash caris, LPN #2
stated she only checked the crash cart for the
items on the Crash Cart Check off list, The check
off st only asks for tems present, not for tems

| that could be expired, LPN #2 stated the
residents could sustain serious injury if the
expired equipment were nat functioning.

interview with the Assistant Direclor of Nursing

(ADON), on 10/15/15 at 10:33 AM, revealed she
tad checked the orash carts for llems 1o ensurs
they ware present, but not for expiration dates,

“The ADON stated the residents cars could be
affected,

interview with the Director of Nursing (DONj, on
C10/17/415 at 1130 AM, revealed she had not

[ looked at the orash carts at all and that her or the
Assistant Director of Nursing should of been
shacking them. The DON stated she wanted
items to be functioning because something
"terrible could happen and the equipment could

| malfunction.

i
i
!
i

i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

101 FAIRGROUNDS ROAD

HARDINSBURG NURSING AND REHABILITATION CENTER HARDINSBURG, KY 40143
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Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
11/28/15 as alleged.

LABORATORY 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 facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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HARDINSBURG NURSING AND REHABILITATION CENTER
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CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1967, 1991
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type V
(000).

SMOKE COMPARTMENTS: Four (4) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete automatic, dry
sprinkler system; hydraulically designed.

GENERATOR: Type Il, 55 KW generator; fuel
source is propane gas; installed new in 2009.

A Recertification Life Safety Code survey utilizing
the 2786S Short Form was conducted on
10/13/15. The facility was found to be in
compliance with the Requirements for
Participation in Medicare and Medicaid in
accordance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire).

LABORATORY 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 facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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