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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-C
185318 B. WING 03/17/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1253 LAKE BARKLEY DRIVE

CHRISTIAN CARE CENTER OF KUTTAWA, LLC KUTTAWA, KY 42055

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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 DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}

An Onsite Revisit to the 12/17/15
Recertification/Abbreviated (#KY24119) Survey,
the 01/08/16 Abbreviated (#KY24223) Survey and
the 01/14/16 Federal Health Comparative Survey,
conducted on 03/17/16, determined the facility
was in compliance 02/29/16.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) 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 80 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 facllity. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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DEPARTMENT OF HEALTI-I AI’«ID HUMAN SERVIGES

ERE FOR M = &
OTATEMENT OF DEACIGHCIE o0 mvnemsurmm o) NuLTIP N g
AND PLAN OF GORREGTION ENTIFICATION NUMBER: P——
185348 . WINO
NAME OF PROVIDER OR SUPPLIER .
1269 LAKH RARKLEY DRIVE
CHRISTIAN
R CARE CENTER OF KUTTAWA, LLC KUTTAWA, KY 42088
T BUMMARY STATEMENT OF GEFICIENGIES © FROVIOER'S PLAN OF GORREDTIGN (EACH ™
PREFIX (BACH DEFICIENCY NUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION BHOULD BE CROGS. COMPLERON
AR REQULATORY OR L&G IDENTIFYING INFORMATION) 7a REFERENCED TO THE APPROPRIATE oA
OEFIGENGY)
F 000 | INITIAL COMMENTS F 000 Prepamatfon endfor exscution of this
Plan of Correction doas not constiluts nn
A Recertification Suivey/Abbraviated Survey admission or agresment by Chrstan
Investigating Complalnt #KY24110 wae Cara Center of Kuttawa of the truth of
conduated on 125 through 12M 716 with the foctsaflged of sencksious 8 Lo
deficlancles cied at the highest Scope and e e e o Ko i
Sovertly of an"E". Complainl #KY24119 was this Plsn of Carrecilon sofely because It
F 226 483,53(c)(1)()-(I0), (o)(2) {4} ficansure as a health care provider
gg=p | INVESTIGATEREPO! andfor for porticipation In  tha
ALLEGAHONSIINDMDUALS Madicare/Madicald progmam.  The
factiity does mot odmit et 3ny
The facliity must not employ individusis who have deflclency existed priar ta, 3t the tima
hean found gullty of abusing, neglecting, or of, or Bft;f ﬂ:hh:’ survey, n;l- fachity
mistroaling rasklents by a caurt of law; or have B e e ey
had a finding entarad Inia the Slata nursa side raalteion, faviwel sgpest sl ay cha
reglatry copceming abuse, negleol, mistraatment applicable - tegal--or  adminlstrative
of reeidente or misappropristien of thelr properly; proceedings. This Plan of Corneclinn
ond report any knowiedge It hag of aclione by a should aot be taken ns establlshing nivy
coyrt of taw agalnst an employes, which would 0 standard of cans, and the factlity submils
{ndlcata unfitnass for esrvice as a nurse alde or that the actlons taken by or In rasponsa
olher faciity ateff 1o the State nurse alde reglstry to the survey findings far excesd the
ot licensing euthoritiea, standard of cere, This document is not
intended to walve any dafense, legal or
ble, In sdministrative, vl or
The fachity musl ensure that =il allaged viciations e s h
Involving misireatment, neglect, or abuss, crlmipal procesdiags.
inclucting injuies of unknown source and :
misappropriation of resident property are reporied F228 Loirzctiva Actions for Tarmetad.
Immeditataiy to the adminlstrator of the facility and Resldenty
to other officlals In acoordanca with Slate law
[hrough esiablished procedures (Inoluding to the " :::ﬂ:'ntk m’"m";w:';';“::'gf;
15 and found to have shawn po I
‘The fachilty musl have evidence thal all alleged affacts from clied pr::tlce. "
violalions ara thoroughly investigatad, and must
prevent further polantial abise whila the
Investigation Is In progress, Continuer
The resulls of alf lnvestigalions must be reporied
{9 DATE

it ATPIY IRECTOR'A OR PROVIDERBUPFLIER REPAESENTANIVE'S BIGHATURE

. mlnudlng with sm astadlsk {*) denales a deficisnoy which the tstiution may be axousod tmm mutlnn peEniding Rt ts detommined thal
othor vajape provide sulfislant prolection to e pallanis , (Sea inslnickone.) Exvopt for Ausing homes, tha fndings stalad above are diacasable 60 days
folowing B dale of stuvey whalher ornot a plan of eqmection bs provided. Far nurlng hames, tha ahove fndings and plans of comection are disclassble 14
deya foliowing te dele iheee dotuments ara made avellable o lhe facliky, 1 deliclanalas are cfiad, an spproved plan of comaction e requists \n coniinusd

pregrem parkicipaiion.
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0038.0391
STATEMENT OF DEFIOIINCIES (X1} PROVIDER/SUPPLIERICLIA (K2) MULTIPLE CONBTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREOTION IDENTIFIOATION RUNBER: A SULD COMPLETED
186318 £, WiNG 1211712016
HAME OF PROVIDER OR BUPPLIER STREETADDRESS, CITY, BTATE, ZIP COOE
1283 LAKE BARKLEY DRVE
CHRISTIAN CARE CENTER OP KITTAWA, LLC AWA, KY 42006
Ay SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (SA0H :
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX OORRECTIVEAGTION SHOULD BE OROYS- M
TAG REOULATORY OR LAC IDENTIFYING INFORMATION) TAQ REFERENCED YO THE APPROPRIATE !
DEFIGIENCY) !
F 226§ Gontinued F 225 Corraciive Actlans for Tergaturl
to ihe administrator or his designated Hesldents (Continued)
reprassniative and lo other officlals in accordance Whan the Executive Director was mada

wilh State law {Including to tha State survey and
cerfificatlon agency) within & working days of the
incldent, and If the alleged violation 1s verifled
approprale corrective acllon must be takan,

This REQUIREMENT I8 not met as evidenced
by:

Basad on intervlew, record review, and raview of
the faolllly's "Abuse Prolocols™, It was determined
the facllly falled to ensure an allagad viclation
which Involved mistrealmsnt of a reslident was

approximalely 2:00 AM, Reglstered Nurse (RN)
#H yelled at Realdent#7 and epproached himber
In a threalaning menner by slapping her hands
down on the {able In front of the residenl. The
staff {Cartified Nurse Aldes {CNA's}#1,#2, #3 and
#4) who were aware of tha Incldent falled to

Raview of the factiity's pollcy and procedure,
titled, "Abuse Protocol-Kentucky Facllilies®, last
revisad 10/2002, revealed reeldenis have the
right to b free- from verbal, sexual, phyaleal, and
mental abuse, corporal punishment, and
involuntary seclusion. Aflemployees will report
any incldenta of abuas, neglect, Involuntary
seclusion, and misapproprlalion of resident
proparty ta thelr Inmedlate supervisor and
Suparvisors will report to the Administrator or
deslgnee Immediately. Further review revealed

tha pollcy did nol address what stafl should do if

aware of tha Incidant at 8:D0am on
12{1/15, morning of nctdant, AN #1
was suspended Immediately pending
an alleged abuse Investigation belng
conducted by the facillty on this date.
During a tefephons interview whth the
Fxecutiva Director and the Directsr of
Nursing on 12/1/25, RN F1 quit her job
with tha fachiily without notice, C.N.AS
i, 12, and W4 raceived disciplinary
aclion and CN.A$ NI, 12, 03 and #4
ware educatad by the DON on 12/1/15
regording the need to seport any
alleged violatlons Involving resident

reportad Immadiately for one (1) of fifteen (15) mistreatmant, negfect, or abuse to the
samplad realdents (Resident#7), On 12/01/16 8t facllity Executiva Director tmmediately,
per Stats and Fedarsl Regulattons and

per Facllity Poliey and Procedure,

Jdentificaflon of Other Rasidents with.
Potantial to be Affacted

raport tha Inclden! immediately. Facllity residents have the potential to
be affected by this prectics, Focfity
The findings Include: Reskdent Interviews were condueted by

the Soclal Services Divector on 12/i/15
regarding quelity of care and statf
member Issues they might have
encountered, Non-nterviawable
rasidents ware physically assessad by
tha Assistant Diractor of Nursing and
the Charga Nurse, LPN on 12/1/15,

Conlinue
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DEPARTMENT OF HEALTHAND HUMAN SERVIGES FORM APPROVED
OMB NO, 0938-0391
{2) MULTIPLE GONSTRUGTION {3} OATE BURVEY
A BULOING COMPLGTED
ool 1214712018
NAME OF PROVIDER OR SUPPLIER STRETTADDRESS, GITY, STATE, 2IP CODE
1253 LAKE BARKLKY BitVE
CHRISTIAN CARE GENTER OF KUTTAWA, L0 - T
01D BUMMARY SYATEMENT OF DEPICIENCIRS 2 PROVIDETS PLAN OF GORRECTION [EAGH 0
PREFIN (EACH DEFICIENGY MUBT BE PRECEDED BY FUTL PREFIX CORRECTIVE AGTION SHOULD BE GROGS- COUPLETION
TG REGULATORY GR LEC IDENTIFYUNG INFORMATION) ™e REFERENCED TO THE APPROPRIATE DATE
B BEFICIENOY)
g&mﬁpamtmrms Mt The results of thase Snterviews and
ings o sbegad isistant was
ol e
fecord review ravealed Lha fasilily admitied noted. Education of Faclity Staff was
Realdent #7 on 03/28/18 with diagnoses, which {nltiated on 12145 by the DON
\ncuided Oementla, Psychotlc Disarder with regarding follewing the Abuse
Hafucinations, Major Depresalve Disorder, Preventlon and Potentis! Abusa
Ganeralized Anxlsty Disorder, and Cerebral Repoiting Policy to Include- the need
Palay, Review of a quartary Minlmum Deta Set for separating the fvolved staff
(MOS) aesessment, dalad 10/06/16, revealad the member from the lavolved rashient
facillty was unabla (o complste a Brlef Interview of immediately by sending the staff
Mental Status (BIMS) Interview with Realdent #7 membey homa. panding an alieged
bul assessed the residsnt with Impalred cognition :'"fu'f.'mmf?m:ln :‘:y :l:‘;ﬁ
and unable lo make dally daclsions, violllons  Invoving  ratident
misteantmant, no sbuseto tbe
Reviewofa faofity's Invesiigalion Report, datad el g b Ve
12/01118, revealod on 12/01/16 at approximalely per Stata and Federal Regulatlans and
2:00 AM, Resldent#7 wae afliing near the nurelng per Fatiihy Policy and Procedure.
deak, whare RN #1 was slasping behind the
douk, and Realdent #7 was yelling and scraaming
and was not abls 1o be conactad. Further review Sustematic Changes
of the raport revealed RN it got up from beliind The Focilty Abusa Prolocod was
tha desk and approached Resident#7 and revised on 1/11/36 with review und
slammed her hands on the table in front of the vpproval from the Gultty Assuranca
resldont and tofd himiher to *Shut that sh_ up or Perlormance Improvement Commithes
tam going lo call the cope”, Two (2) of the and the Medical Director to address
Cerlified Nursing Assistants (CNA's) working look staff pracedure should the alieged
Realdent #7 to hle/her reom and attemplad to a:sﬁetnm mn: violations  Involving
caim himvhar down, Furthier revisw of tha report residont mistrestment, neglact, of
abuse kta thelr immodate Superviser.
rovealad the insidenl was not reporied to the Mandatory frservica wis held on
Diractor of Nursing {DON} or the Adminfatrator 2/8/18 by the Executive Diractor for
{ADM; unth lates In ihe morming. Facllity Staf regarding followlng the
Abuse Prevention and Palential Abuse
Interviewwith CNA#1, on 12M6H6 al 4: 11 PM, Reporting Policy.
rovoalad she was walking dewn the hallway when
RN 1 epproached the fable Resldent #7 was
sliling et and alammed her hends down on the
{ahle and told him/er fo "Shut thatsh__ up or| Continue,
am golng lo call the cops®. Furlher Inlerview
FORM CHO-2687[02-40) Previous Varknd Cbclete Tyt 1D:1UBPH Facy i 460300

01112016




PRINTED: 01/06/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
0 ) D BERVICES OMB NO. 0838-0301
BTATEMENT OF DEFICIENCIGE PROVILER/SUPPLIERIOLIA MILTIPLE CONSTRUOT)
AMD PLAN OF COHNACTION = ICENTIFOATION NUMEER: ?mn;m y oo "“‘&".’.‘ifé'.'-‘.?o‘ Y
1e838 h.Wia 12172018 |
HAME OF PROVIDER 0t BUPPLIER STREET ADDREAS, CITY, STATE, 21 CODE
1269 LAKE BARKLEY DRIVE
CHI d
RISTIAN GARB CENTER OF KUTTAWA, LLC KUTENA, RY 43080
T BUMMARY GTATEAENT OF DEFICIRNCIES o PROVIER'S PLAN OF CORREGTION (EACH 8
PREFX {EAOH DERIGIENGY MUST AR PRECEDED @Y FULL PREFIX BORRECTIVE ALTION SHOULD BE GRO8S~ COMPLETION
TAQ REGULATGRY OR LG IENTIFYING INFORNATION) T REFENEHGEN TO THE APPROPRIATE DNTE
DEFICENOY)
F 228 conllnued F226 Systematic Chpngas {Contipyedi
revealad wo (2) nights prior lo thia incident, ahe This Inclidese
and anothar CNA laRt & nola under the Direolor of
Nursing's (DON) dour fo lafonm her of RN #1 $ The Sud £ mpiceiie The
slogping whil on duty and not perfarming job 0 el
tha Incident that ocourred on 12/01/16 becauze staff membar homa pending
RN #4 had oalled the other CNA and cursed her an .- olieged abuse
aut for réporfing to the DON abouther slaeping. Invastigation iy tha facilty,

She slaled she fell Intimidated by the nurea;
fiowever, aha knew ahs should have reporied the
inoldent as sha had been Irainad 1o do,

Inferviowwih CNA#2, on 12/18/15 at 12:18 PM,
revaaled she saw RN #4 come around lo
Realdant #7 and slem her hands on the table.

o  Also, tha nead to repoit sny
allaged vichtions lvelving
resident mistreatmenl,
neglect, or abusa o the
facllty Exetutiva Pirector
Immedfately, par Stata and
Federal Hagulations and par
Faclity Pollcy and

5ho elatad RN #1 was hollating el the residant, Procadur.
sho, and CNA#4 asdoriad Reetdent #7 to his/her
room. Sha revealed RN #1's yeiling appeared o Tiis In-servica will ba rapeated by the ED

make the siluaiion worse and (he resident was
yoling and screaming. She slatad she had bean
(rained to gel a residant lo aafely if suspected
abuae had occurred and then repart the Incldent
to Ihe superviaor. She atated sha thought one of

on 1/22/%6 to ensure Facility Swaff Is
atdueatad,

Mewh-hived Facitty Staff wil be
educated by the Human Resources
Coordinstor durlng thelr orlentation

tha other CNAs would raport . period  regading  following  the
Inrviow with CNA 4, on 12/1BHG ot 10:50 AW, B o o et et o
revesled she heaid RN # ecreaming al the separating the {nvolved stalf member
residant, bul was unsure of what was sald from the lnvolved raskdent Immediataly

heceuae ahe wee walking off, She sialed
Residant #7 wae ol of contra] and sha and the
oliver GNAs aliampted to calm the residant down.
Furlher interviaw ravealed she had been iralnad
to seport suspecied ahuss; however, sha had
naverhad an allegation ocour againet har

by seading the staff member homo
penting an alleged sbusa Tavestigation
by the facliity, Alse, the nesd ta report
any alleged vidkatlons Involving resident
mistreatmant, neglect, or shusa to the
taciity Execullve Director immediataly,
por Stats and Fadera) Aapulations and

z:lhp::“n{:‘orand was not sure how o handle the Rer Facliny Policy and Procadura.
Interviswwith GNA#3, on 12HB/E al $0:15 AM,
revealsd sha did not witneas the allaged Incldent;
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DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MED EDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIER {%1) PROVIDERIGUFPLIER/CLIA (2 MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
188318 8.Wikg 121712016
NAME OF PROVIDER OR BUPPLIER STREET ADDRERS, CITY, 8TATE, 2IP CODE

CHRISTIAN CARE CENTER OF KUTTAWA, LLC

1263 LAKE BARKLEY ORIVE
KUTTAWA, KY 42068

X410 SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUST BE FRECEDED Y FULL
MG REGULATORY OR LEC DENTIFYING INFORMATION)

D
TAB

CORRECTIVE AGTION BHOULD BE GROES-
REFERENCED TO THE APPROPRIATE
DEFICIENCY)

PROVIDER'S PLAN OF CORREGTION (EACH

DATR

F 2251 Conlinuad

however, she was told about it from a co-worker,
¢ She stated she worked with RN #1 on a couple of
occaslons and every lime she worked with RN

#1, RN #1 was slseping scmawhere In the facility.
She further stated she should have reported RN
#1 for aleaping at work and what she had bean
told abotd the Incldent beiween RN #1 and
Ragldefit #7 bul she thought the other CNAg had
reporied i,

Interview with the Dlrectar of Nursing (DON) and
Adrministrator, on 421 7/15 at 2:00 PM, rovealed
they expected the GNA's ta report any allegalion
of abuse immediately regardless of whe the
accused was.

F 226

Ionitoring

A Mandatory, All Staff in-setvice s
conducted quartarly by the Executive
Director to educste, review, and
discuss Abuse Preventlon and
Potentis| Abuse Reporting Policy.

An Investigation and follow-up of any
alleged violations Involving resident
mistreatment, neglect, or abuse

* racaived by the facllity wii be
conducted weekly by the Executive
Dlrector, promptly followlng each
allegation, to ensura Prevention
Abuse and Potentlal Abuse Reporting
Policy ¥ followed per State and
Fedesal Regulations- to indude the
need to repart any alleged violatlons
involving resident - mistreatment,
neglect, or sbuse to the facliity
Executiva Oirector  Immediately.
Findings from thesa Investigations
will be presented to the monthly
Quality Assurance  Performance
improvement Committee for review
and cecommendatlons until desired
threshold of 100% compllance Is met
for 3 consecutive months; then audit
will be conducted monthly by the £D.
The Quality Assurance Performance
Improvement  {QAPH) Committee
consists of the Executiva Biractor,
Medical Director, Dlrector of Hursing,
Asst. Director of Nursing, Dietary
Manager, Housekeeping Supervisor,
Medical Records Coordinator, Soclal
Services Director, Activities Director,
Busingss Offlce Manager, Human
Resources Mansger, Malntenance
Blrector and Rehab Manager and
MDS Coordinator.

4w et o pem——— e

U ————— N Y

— s ke e

-1/19/16

FORM CMS-2887(02-08) Previcus Varsians Obsolate

01H1/2018

Event ID;LUSP1t

Faclily ID: 100300




PRINTED; 01/05/2016

011172018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRCVED
CENTERS FOR MEDICAR ] SERVICES 0 0, 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLERICLIA (%2) MULTIPLE CONBTHLCYION LY OATE BURVEY
AND PLAN OF CORRECTION {OENTIFICATIONNUMBER: A HULING COMBLETED
188318 B.WiHa 12H712018
NAME OF PROVIDER OR 8UPPLIER STREETADORESS, CITY, STATE, 2IP COOR
1283 LAKE BARKLEY DRIVY
CHRIBYIAN CARE CENTER OF KUTTAWA, LLC KUTTAWA, KV 42068
)10 SUMMARY STATEMENT OF OEFICIENCIES i PROVIDER'S PLAN OF GORRECTION (EACH o
PREFIX {EACH DEFIOIENGY MUBT BE PRECEDED BY FULL PREFTY GORREGTIVEAGTION SHOULD BE CROSS- s COMPLETION
e REGULATORY OR LG IDENTIFYING INFORMATION) TAG REFERENGEDTO THE APPROPRIATE DATE
DEPICIENGY) :
F 226 | 483.13(c) DEVELOPAMPLMENT Fa28 Corractive Actions for Taraptad Basldant,
88=D | ABUSE/NEGLECT, ETC POLICIES Resident 67 1s non-Interviawable, Reskdent
U7 was physically assessed by the Assistant H
‘The fallily must develop and implement writlen Diractor of Nursing on 12/1/15 and found .
policles and procedures thal prohibll to have shown no I-effects from clied '
mistreatrneni, neglec, and abuse of reeidsnis mh:wﬁ:?m m:?aﬂ ?:::nw:n‘ ’
and misappropriation of reeldant properly, 12/1/35, morning of Incidant, RN 11 wes ;
. suspended Immediataly pending an .
' . ollagad  shusa  Investigatlon  being )
conducted by tha faclity on this date. H
This REQUIREMENT I8 not met as avidencad During & telephone Interview with tha i
by: Executiva Director and Biractor of Nursing s
Baged on Interview, record review, and review of cn 12/1/15, AN 81 quit hes Job with the .
the faciity'a "Abusa Prolocol’, R was delermined facllity without notice. CNAS #1, 42,000}
The ¢acllity falled to enaure wiltten paliciea and #4 vecelved disciplinary action and CNAs
pracedures wers implemented thal protibiled H1, #2, 82, and 14 were educatard by the
mistreatmant of one (1) of filesn (48) sampled OON an 12/1/15 regording the need lo
5 raport afy aflegad violations volving
reeldants (Reeldent #7), Ceriiled Nurse Aldes vesident mistrestment, neglect, or abusa 1
{CNA's) #1, #2 #3, and #4 falled to Implement the to the faclity Executive Diector |
facllity potioy to Immediately report that tmmediately, per State and Federal :
Reglstarad Nurse (RN) #1 had mietreated Regulations and per Faclity Pelicy and '
Resldent #7 when she alammed har hands down Peacedura,
on the teble In front of the resident and screamed
*Shut that sh__ up or 'm going to call the copa®, I
Idantification of Qthar Residante vilth,
Potentln) to e Affactad
Fodilty residents hava the potentle! fo be
aifected by this practiee, Faciity Resident '
interviews were conducted by the Seclnl l
Servicas Director on 32/1/15 regarding l
quality of care and staff member issues
they might have encountered. Non- '
interviewabla residents were physically
sssessed by the Assistant Director of :
Nuwrsing and the Clarge Nurse, LPN on f
12/4/15. i
i
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DEPARTMENT OF HEALTHAND HUMAN SERVIGES FORM APPROVED
OMB HO. 0938-0391
(X2 MLTIPLE CONBTFRUCTION (43) DATE BURVEY
A BULDMNG COMPLETED
185918 8.0 1214712048
NAME OF PROVIDER Of. SUPPLIER STREETADDRESS, CITY, STATE, ZIF CODE
4268 LAHS BARKLEY DRIVA
¢
HRISTIAN CARE GENTER OF KUTTAWA, LLO RUTYAA, KY 42068
[%4)D STATEMENT OF DEFIGIENGIES i PROVIDER'S PLAN OF CORRECTION (SACH o
PREIR [EAGH DEFCIENGY MUST BE PRECEDED BY FULL PREFIN GORREGTIVE AGTICH SHOULD 6E CROSS - SOUPLETION
T REGULATORY OfL LBG KIENTIFVENG IFORMATIN) TAG REFERENGED TG THi APPROPRIATE e
DEFIDIENCY)
F 229} Continued F226 ldentiftcation of Other Rasidonts with,
The findings Include: JTotzutis] to ho Affasted iContinyed)
The rasults of thesa Inlerviews and
Raviaw of the facliity's polloy tiiled, *Abuse assersmants were thot no other fladings
Protoook-Kentudky Facilltias®, las! revised of allegad mistrestmant wes noted.
1012002, revesled all amployees wil reportany Education of Facllity Staff was Inittated
Jnicidanys of abuse, negleol, Invaluntary sedlusion, on 32/1/15 by the DON regaring
following the Abuse Prevention and
and misappropriation of regident property to thely Petantial Abuse Reporting Pollcy to
immedials Supervisor, Further reviswrevealed Inchuda- the need for my the
and Supervieors will teport lo the Adminislcalor or Involvad staff membiar from the Involved
designes lmmediately; however, (uithar review resident Immediately by sending tha staff
ravealed the polloy did not addrass what staff member home panding an allaged abuse
should do If the alleged parpetralorwas the Investigation by the lacllity. Also, the
immadials Bupesvisor, need to rmport any allegad violations
tavoiving residant mistraatment, neglaci,
Record review revesled the faollity admitted or abitse o the fackity Exacutive Directar
Resklant #7 or 03/26/18 wilh diagnoses, which tmmadiataly, Iy State and fadaral
Inclucad Dementla, Pychotio Disorder with Bgrdations 36d per Faclly oty ned
Haliticina¥one, Major Dapressive Disorder, )
Generalizad Anxdely Disordar, and Gerebral sSustamatle Chanats
Py The m Abose I:;:ow! v;as revised
Review of tha facillly's Inveatigation Repon, dated - wits review and approval
12103115, revealad on 12/0315 Bl approximately mﬂwmﬁ:mgf“m
2:00 AM, Realdant#7 waa siiiing near the nursing Madical  Director to address  stalf
desk, where RN #1 waa slesping behind the procedure  should  tha olleged
dask, and Resident #7 was yeling and soreaming perpetrator  of violations  Involving
and was nol abls (o ba consofed, Furtherreview resident mistreatment, neghict, or abuse
of tha repor] revealed RN #1 got up from behind e thelr Immediata Suparvisor.
the desk and approached Reskdent#7 and :
slammed her hands on the tabls In front of he Mandatory m-sarvice was beid on 1/8/16
renident and lold himvher ta "Shut that sh__ up or by the Executiva Diractor for Faciity Staft
I'm going to call the cope”. Two (2) of the ragarding following the Atuse Prevention
Gerllfied Noraing Aesistants (CNA'S) working took and Potantial Abiusa Reporting Polcy,
Resldent#7 to hishat room and atfempled to
calm himMer down, Further reviaw of the report
revealad the Incident was not reportad to lhe Contifite
Director of Nursing {DON] ar tha Adminialrmior
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£ 228 | Conlinued Fa228 Svstematic Channes (Continyed}
{ADM) unif laler In the moming. Tiis Includes-
o The need for separating the
Inarview with CNA#1, on 1218M6 at4:11 PM, Involvad staif member from
und Intarviews on 12118745 With ONA#2 e 12:18 tha Invoived  resident
PM and ONA #4 at 10:58 AM, revealed they ware immediataly by sending the
iralned Io reporl any suspecied abuse o the staff member home pending
supervisor and knew this was facliity polioy. The :,:' ot :&':dlha ; u:::""
CNAs slalad they should hava reported the O il
incident immeadiately per facllity polioy. CNA# .“”f.d violstions Involving
stated she hud never had an aflegafion of abusa rasident  mhstreatment,
apalnet her supervisor and was ol sure how o aeglect, or abusa to tha
handls the eliuation. focBlily Executtvs Oiractos
tmmadiately, per State ind
Interviewwith CNA#3, on 12/16/18 at 10:15 AM, Federal Reguintions and par
revealed when.she had worked with RN #1, the Fucilty Policy and Proceditre.
RN wobld go 1 sleap tind she had heerd aboul : : A e
tha Incldent belwsan RN #{ and Reskisnt #7, This "“";’:’ wiil be repeated h’st:fm
She slslad ahe shouid have reporied the nurss :m N::';‘h"’:; Fwstnn wil;
sleeping and whet sha was lold aboul the Inoldent be educated by the Humen Resource
belwaan RN #1 and Resldent #7 per the facllity Coordinator ~during thelr crlantation
policy bul she thought tha other CNAs had purtod  repardiog  following  the
reporied . Pravention Abuse und Potenifal Abuse
Reporting Pollcy to inclinla- the naed for
Interviaw with the Blractor of Nursing (DON) end separaling the Mmvolved stalf momber
Administrator, on $2H47/18 al 200 PM, revaaled Lrom th; lm::l:nd t;n:l}dent h'rl:medllmly
they expectad the CNA's to reporl any alfegalion y sending the stalf member home
of ayuge Immadiately as per the faciiiy policy z;"m;:'m;“‘ﬂ:: “‘::’:‘L":‘t:":::::
regardiess of who the ebuser was, any shieged m“b'm avolving reskdent
mistreatment, neglect, or sbusa to tha
faclity Exacutiva Diractar immediataly,
- per Stata and Federsl Repgulutions and
per Faciilty Pollcy and Procgdura,
FORIA CMB-2587(02-99) Previous Vorsions Obisclsio Evenl I0:LUBFT Fachylix, 100300
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F 228 | Continued

F 226 Mogins

A Mandatory, Al Staff In-service Is
conducted quarterly by the Executive
Director to educate, raview, and discuss
Abuse Prevention and Potentlal Abuse
Reporting Policy.

An Investigation and follow-up of any
alleged wiolatons Involving resldent
mistreatment, neglect, or abuse_racelved
by the fachity will be conducted weekly by
the Executive Director, promptly following
each allegation, to ensura Prevention
Abusa and Potentlal Abuse HAeporting
PoRey Is followed per State and Federal
Regulations- to Include tha need to repart
any slleged viclations Involving resident
mistreatment, neglect, or abuse ta tha
facillty Executive Diractor mmedlately,
Findings from these Investigations will be |
presented to the monthly Quality

Assurance  Performanca  Improvament |
Committee for review and
recommendations untk desired threshold
of 100% compllance Is met for 3
consecutive months; then audit wil be
conducted monthly by the ED. The Quality
Assuranca  Performance Improvement
{OAP) Commiitee consits of the
Exscutiva Director, Medical Director,
Director of Nursing, Asst. Director of
Mursing, Dletary Manager, Housokeeping
Supervisor, Medical Records Coordinator,
Social Servicas Directar,  Activitles 1
Diractar, Business Offfce Manager, Human i
Resources  Manager,  Maintenance l

Director and Rehab Manager and MDS

Coordinator, 329/16
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A0 BUMMARY BYATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (EACH o
PREFX {EACH DEFICIENCY MUBT BE PRECRRED BY FULL PREFIX CORREGTIVE ACTION BHOULD BE CROSS- "
™ REGULATORY DR LBG IDENTFVING INFORMATION) Mo REFENENCEDTO THE ARPROPRINTE oag
DEFICIENGY)
F 371} 483.95(f) FOOD PROCURE, F3m Gorrectiyw Actions for Targated
8awE | STORE/PREPAREIBERVE - SANITARY Residents
The faciity must - food Wems In the rafigerstors and
{1} Procurs food from sources approved or rprdaliores iyl
conaldered salisfactory by Federal, Sisle o local ;:;;;' m‘":;’ ﬁsm.b}'m
authortias; and Dletely Cock wae counsaled by the
(2) Btars, prepure, distibute and serve food Dlatary Mansger on 12/15/15 ragarding
under sanitary copditions tha proper procedurs for preparing and
It;m REQUIREMENT Is not mol aa avidencad ;“I“""llfﬂ"; :r;‘::"‘;:gh:“:'m
B;iaad on obsarvation, Intetvisw, and review of ine m‘ '::' m‘:dl: f:rmlu‘:::' t-;h':
the feclity's pollcy end procedure, il was C.NA. nated ratrleving a caston of mifk
datermined the faciily (alled to ensure food was from tha rafrigerator with her bare hands
propared and ssrvad under santtary conditions. was counseled by the DON on 12/16/15
Obsarvetions ravaeled food liems In tha regarding aowing Distary Staif to handle
refrigeralors end fraazer opensd and not labeled food items paeded from the kichan
wiih a date as to when tha itams ware opened o ;
and a Dielary Cook laft the tray line with gloved L ants
hands {o relrleve Homa from the rafiigerator and potentia) to be Affected
raturned o (he iry fina without changing ploves Fackity residents hava the potentiol 1o ba
and washing her hands. affected by this proctice. No residents
Reviewof the facifly's Gensus and Gandion, N e i T o
datad 12H5/18, raveslad ty-elght oul of Staft by the Distary Manager regarding
fity-nine {68) essidents In the buliding racaived the nead Lo ehstra food s prepared and
thelr meala from the kitchen. One (1) resident served undar sanitacy cantitians,
racelvad tubs feadings,
The findings Includs: Systpmatlc Chanrey
Reviswof the facilly's policy, Wied, *Food s memibegrisgHad-oveld
Storage", not dated, revaalad, *All products Meneger on 1/5/16 regarding the nead
should be dated upon recelpl and when they are toprepare and serve food under sanitary
prepared”, and {o "Rememberlo cover, label and conditlons, This b-sarvica addrassed the
date”, Further review ravaaled to wash handa need to cover, tabel, and date foad Itams
hefora handling food and to keep wark surlaces when preparad, per Faclity Pollcy.
cloan and ordetly,
Obsarvation of the faod servica lray ine, on
+2/16H5 at 11:40 AM, revealed the Dislary Cook Continue
18t (he Iray line with glaved hands to relrave
FORM CMS-2607{03/01) Frovioas Vassloms Obsotale Evond ID:LUSPI Fadiy ID; 100300
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ftems from the reltdgaralor and relurned to tha
iray line withow changlng fer gloves and washing
herhenda, Furtherohservation revealed a
Gerliflad Nureing Asslslant {CNA) came inbo the
kiichen area lo ratrsve a carlon of milk from the
rafigerator wilh her bars hands and the Distary
Cook went lo the refrigeralor with gloved hands
and totichad the refdgarator handias and returnad
to tray kne without changing glovas andfor
washing her handa,

Intarview with Diatary Manager, on t2/{7H5 at
1:00 PM, revealad she axpactad for all food and
Kquids lo be dalad and kilfaled when opened.
Sha staled Dlatary slaff should wash thelr handa
when gloveswsre thanged and after leaving frey
firss and then reluming to serva foad.

Aso, eduation Included the
requirement to wash hands hotose
hendhing food. Dietary Staff was
instructed to wath hands when
goves am chenged and ofter leaving
tray line and then retuming to serve
tood. This In-service will be repeated
by tha Distary Manager on 122116
o ensure Dietasy Stoff b educated,
Mawlytiked Diatary Staff will ba
educated dining thelr orlenfation
potod by the DM rugarding the nead
lo ensure food & prepared and
served under saniary condilons,
This education will Includa the need
to cover, labal, and date Food Kems
when prepared, per Faciilty Polley.
Also, education vl “address the
sequirsment 1o wash handy when
glovas ara chapgad snd afier lesving
tray fins and then reluratng to serve
food,

Monltedng

Dietary Mansger was Instructed ty
the €xecutive Director on 13/15/15
segarding the need lo Inspech
tefrigeratars and {reeters te ensure
food I§ coverad, fabeled, and dated
when prepared on 9 dally hasls, A
weekly Sanitation Audit will ba
conducted by the contractod
Registered Distician and  Digtary
Manoaer to ensure food Is preparad
pnd stored undes sanitary conditions.

Cominua
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Farn

Conlinued

F 371

Monitoring {Continuad)

RDwill Inspect refrigerators and freezers
waekly to ensure food Is covered,
labeled, and dated when prepared. RD
will complete a weekly observation
audit of tray line service to ensure staff
washes thelr hands when changing
gloves and after leaving the tray ine and
then returning to serve food, per Facility
Pollcy. Results of these weskly audits
wil be presented by the ODiatary
Manager to the monthly Quality
Assurance Performence Improvement
Committes for  ravlew  and
recommendations. This will continue to
be an ongoing weekly audlt by the AD
and DM, The Quality Assuranca
Performance  Improvement  (QAPI)
Committée consists of the Executive
Director, Medical Oirector, Director of
Mursing, Asst, Dlrector of Nursing,
Dletary  Manager,  Housekeeping
Supervisor, Medkal Records
Coordinator, Suclal Services Director,
Activities Olrector, Business Offica
Manager, Human Resources Manager,
Malntenance Dlrector and Rehab
Manager anel MDS Coordinator.

- b ——————
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